: E]ectromcFlhng e

S Cumulative e-File History 2009
FED

Locator: 55857Y

Taxpayer Name: Chester River Hospital Center

Return Type: 990

Submitted Date:

05/10/2011 14:43:01

Acknowledgement Date:

05/10/2011 15:01:05

Status:

Accepted

Submission ID:

54028020111305000002

Page 1 of 1

https://gosystemrs.fasttax.com/ElfCumulativeHistory.asp? Acct=2502& Year=2009&Loc=55857Y &Retur... 5/10/2011



ko 348 3-E0 Exempt Organization Declaration and Signature for OuB Mo, 15451879
Electronic Filing

For calendar ysar 2009, or tax year beginning _ _ _0_7_/_0_]; , 2008, and ending _ _ O §Z§_0. 20 1_-_9_ _ 2@0 9
Dopartmant of the Trezsary For use with Forms 990, 280-EZ, 930-FF, 1120.POL, and 8868
intamal Reverus Sorvca P Seo instructions on back,
Nama of exempt orgariization Employer idantification number
CHESTER RIVER HOSPITAL CENTER 52-0679694

Type of Return and Return Information (Whole Doltars Only)

Chack the box for the return for which you are using this Form 8453-EQ and enter the applicable amount, if any, from the return.
If you check the box on line 1a, 2a, 3a, 4a, or 5a below and the amount on that line for the return for which you are filing this form
was blank, then leave line 1b, 2b, 3b, 4b, or &b, whichever ie appiicable, blank (do not enter -0-}. if you entered -0- on the return,
then enter -0- on the applicable line below. Do not complete more than one line In Part 1.

1a Form 980 chack here » b Total revenue, If any (Form 990, Part Vill, column {A), line 12), . . 1b 55985318,

2a Form 990-EZ check hera b b Total revenus, if any (Form 990-E2/fine9). ... .,...... 2b
3a Form 1120-POL check here = D b Total tax (Form 1120-PQL,line 22} ., ,,......... 3b
4a Form 990-PF check here » b Tax based on Investment income (Form 980-PF, Part V1, line ) 4b
8a Form 8868 check here » b Balance dus (Form 8868, lined¢) ., . ... .. v cvevse.. 5b

Declaration of Officer

6 D | authorize the U.S. Treasury and its designated Financlal Agent to Initiate an ACH electronle funds withdrawal (dirsct deblt) entry
to the financial Insfitution account indicated in the tax preparation softwsre for payment of the organization's federsl taxss owed
on this return, and the financial institution 1v debit the enfry to this account. To revoke a payment, | must contact the U.8, Treasury
Financial Agent at 1-888-353-4537 no later than 2 buslness daye prior to the payment {setllement) date. | also autheriza the financial
institutions invelved In the proceseing of the elecironic payment of iaxes to racelva confidentia! Information necessary 10 answer
inquirles and resclve issues related to the payment,

D If a copy of this retum is belng filed with a state agency(ies) regulating charilies as part of the IRS Fed/State program, | certlfy that
| exscuted the electronic disclosure consent contained within this retum allowing disclosure by the IRS of this Fom
080/900-E2/390-PF (as apscifically identified in Part | abova) to the selected stale agency(ies).

Under penaltles of perjury, | declare that | am an officer of the above named organization and that | have examined a copy of the
organization's 2609 alectronic retum and accompanying schedules and statements and to the best of my knowledge and belief, they are
true, correct, and complete. | further declare that the amount in Part { above Is the smount shown on the copy of the organlzation's
glectronic retum. ! consent to allow my intermediate Servica provider, transmitter, or electronic raturn originator {ERO) to send the
arganization's return tp the IRS and {o receive from the IRS (a) an acknowledgement of raceipt or reason for rejection of the transmission,

{b) an indication of angfefund offset, {

he reason fdtany delay ingrocessing the return ar refund, and (d) the date of any refund,
L
Sign 24 1sigln ) /P For Flauce
Here P ggnature of ofticer = 7 olte 7 Title

Declaration of Electronic Return Originator (ERO) and Paid Preparer (see instructions)

I declare that | have reviewed the above organization's retum and that the entries on Form 8453-EQ are complate and correct to the best
of my knowledge. If 1 am only a collector, | am not responsible for reviewing the return and only declare that this form accurately reftects
the data on the return. The organization officer will have signed this form before | submit the return. | will give the officer a copy of all
forms and information to be filad with the IRS, and have followed all other requirements in Pub. 4183, Modernized e-Fila {MeF} information
for Authorlzad IRS e-file Providers for Business Returns. If | am also the Paid.Preparer, under penalties of perjury | declare that | have examined the above
organization's return and accompanying schedules and statements, and to the best of my knowledge and bellef, they are true, correct, and complete.
This Paid Preparer declaration is based on all Information of which | have any knowledge.

Date Cheok If Chook ERO's SSN o PTIN
ERQ . oo aiso paid if seif-
ERO'S  signature ’ : l!ﬂZ/\J /'7 6/”?/// proparer | ]| omployes ||| PO0634378
Use i V¢ KPMG LLP i gN 13-5565207
Flrm's name (or
Only  yours If sest-emplayed). } 1676 INTERNATIONAL DRIVE
eddress, and ZIP code MCLEAN VA 22102 Phoneno, T03-286-8000

Under penalties of perjury, | declare that | have examined the abowe retum end accompanying schedules snd statements, and 0 the bast of my knewledge
and belief, thay am true, corract, and complete. Daclaration of preparer Is based on all information of which the preparer has any knowtedge.

Data Check Preparer's SSN or PTIN
H Preparer's i sl
Paid signature } employed '"—-l
4
Preparar 8 Firm's name (or EIN
Use Only yours If set-employed), }
address, and ZIF code
Phone no.
For Privacy Act and Paperwork Reduction Act Notice, see back of form. Form 8453-E0 (2009)

BE1875 1.000
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Return of Organization Exempt From Income Tax

Form 9 9 0

Department of the Treasury

Under section 501(c), 527, or 4947(a){1) of the Internal Revenue Code {except black lung

benefit trust or private foundation}
Intemal Revenue Service P The organization may have to use a copy of this return to satisfy state reporting requirements.

OMB No. 1545-0047

Open to Public
Inspection

A For the 2009 calendar year, or tax year beginning 07/01, 2009, and ending

06/30,2010

B creck it appicatie: | Please |G Name of organization CHESTER RIVER HOSPITAL CENTER

D Employer identification number

piving :'::;,'Zsr Doing Business As - 52-0679694
Namo change | PANteri  Number and street (or P.O. box if mail is not delivered fo street address) Room/suite ] E Telephone number

-3
wiaireun | See | 100 BROWN STREET (410) 778-3300

Terminsted 'sn?s‘::f": City of town, state or country, and ZIF + 4

Amended dons. | CHESTERTOWN, MD 21620-1435

return

G Grossreceipts $

55,985,318,

Application F Name and address of principal officer. JAMES E ROSS

H(a) 15 this a group retum for

pending affiliates? H Yes
100 BROWN STREET CHESTERTOWN, MD 21620 H(b) Are all afffiates included? Yes - No
| Tax-exempt status: | X [ 501(c} {3 ) « (insertno) l | 4947{a)(1) or | | 527 If "No," attach a list, {see instructions)
J  Website: p WWW. CHESTERRIVERKEALTH ., ORG H{c} Group axemption number
K Form of organization: | X | Corporation | [ Trust] [ Association | | other B L Year of formation: 193 5{ M_State of tegat domicie:  MD
Part Summary
1 Briefly describe the organization's mission or most significant activities: _ _ _ _ _ __ _ _
o| ~ CHESTER RIVER HOSPITAL CTR, A MEMBER OF UMMS, IS AN INTEGRATED RURAL =~
£/ ~ DELIVERY SYSTEM DEDICATED TO PROVIDING EXCELLENT AND CARING HEALTH ___ ~
§|  SERVICES AND FACILITIES TO THE PEOPLE OF THE UPPER EASTERN SHORE. =~
g 2 Check this box |:l if the organization discontinued its operations or disposed of more than 25% of its net assets.
| 3 Number of voting members of the governing body (Part VI, fine 1a) | | | T 17
_:é_: 4 Number of independent voting members of the governing body (P: M) _______________ K 14
2| 5 Total number of employees (Part V, line 28), , _ , | %ﬁ ______________________ 5 536
<| 6 Total number of volunteers (estimate if necessqam, ‘{E A 6 170
7a Total gross unrelated business re f P? ILY%oumn (C), dine 12 7a 606,220.
b_Net unrelated business taxable inci OrMO90-T,HNE 34 + ¢ o v e v v e i u e e e e + . s|7h -47,782.
Prior Year Current Year
o| 8 Contributions and grants (Part VHI, line 1h) e 100,000. 450,803.
§ 9  Program service revenue (Part VIIL TN 28} . . . . . . . L 55,753,686, 55,059,451.
é 10 Investment income (Part Vill, column (&), lines 3, 4,and7d), . . . . . . . . ... .. .... 171,502. 162,811.
11 Other revenue (Part VII, column (A), lines 5, 64, 8¢, 9¢, 10¢, and 116} .. 625,492, 312,253.
12 Total revenue - add lines 8 through 11 {must equal Part VlI, column (A), line 12). . . . . . . . 56,650,680. 55,985,318.
13 Grants and similar amounts paid (Part IX, column {A), lines 1-3) _ 0. 1lc,724.
14 Benefits paid to or for members (Part IX, column (A), line 4) S 0. 0.
¢|15 Salaries, other compensation, employee benefits (Part IX, column (A}, lines 5-10), , , , . . ., 29,976,957, 30,247,927.
2 [16a Professional fundraising fees (Part IX, column (&), line 118) _ _ _ . _ . _ | e 0. 0.
§ b Total fundraising expenses, Part IX, column (D}, line25) » 161,580, : ' : -
Y117 Other expenses (Part X, column (A), lines 11a-11d, 116246 e 26,385,818. 27,007,143,
18 Total expenses. Add lines 13-17 (must equal Part [X, column (A), line 25} _ | e 56,362,775. 57,271,794,
19 Revenue less expenses. Subtract ine 18 from e 12, o o v i v v e o v o e e v e e emn 287,905. -1,286,476,
58 Beginning of Year End of Year
85(20 Totalassets(PartX,line16) . . . ... ... ... 45,395,752.] 48,971,328:
48|21 Total lisbiliies (Part X, line 26) Tttt [ 26,376,440 25,323,275.
25/22 Net assets or fund balances. Subtract line 21 from line 20, . . . . ... ... e e e e s 23,019,312, 23,648,053,

i

Signature Block

Under penalties of perjury, | declare that | have examined this retum, including accompanying schedules and statements, and 1o the best of my knowledge
and belief, it is true, correct, and complete. Declaration of preparer (other than officer) is based on all information of which preparer has any knowledge.
Sign }
Here Signature of officer Date
’ Type or print name and title
! Date Check if Preparer's identifying number
Paid Preparers » self- (see instructions)
. signature employed P00634378
Preparer’s | Eimvs name (or yours § KbMG LLD EIN »  13-5565207
Use Only | if self—emp!?jyedp),, }
eddress, and ZIP+4 P 1676 INTERNATIONAL DRIVE MCLEAN, VA 22102 Phoneno. 703-286-8000
May the IRS discuss this return with the preparer shown above? (SEeinNSITUCHONS) , o v v v s o s s v o o o o & « v @m0 no ... X Tves | [no
For Privacy Act and Paperwork Reduction Act Notice, see the separate instructions, * Form 990 (2009)
JEA
SE1010 3.000 :
55857Y 2502 V 085-9.3 11203086 PAGE 2




Forn 3868 Application for Extension of Time To File an
(Rev. April 2009) Exempt Organization Return OME No. 15451709

Department of the Treasu
|m:ma| Revenue Service i P> File a separate application for each return.

¢ If you are filing for an Automatic 3-Month Extension, complete only Part] and checkthisbox . . . . .. . . .. S

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

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

A corporation required to file Form 990-T and requesting an automatic 6-month extension - check this box and complete

Partlonly . . . . vt i it i s e e e C e et e e et e et e e PD
All other corporations (including 1120-C filers), partnerships, REMICs, and frusts must use Form 7004 to request an extension of
time fo file income fax returns.

Electronic Filing (e-fife} Generally, you can electronically file Form 8868 if you want a 3-month automatic extension of time to file
one of the returns noted below (6 months for a corporation required to file Form 990-T). However, you cannot file Form 8868
electronically if (1) you want the additional (not automatic) 3-month extension or (2) you file Forms 990-BL, 8069, or 8870, group

returns, or a composite or consolidated From 990-T. Instead, you must submit the fully completed and signed page 2 (Part il) of Form
BB68B. For more detaifs on the electronic filing of this form, visit www.irs.gow/efile and click on e-file for Charities & Nonprofits.

Type or Name of Exempt Organization - Employer identification number
print Chester River Hospital Center 52~0679694
File by the Number, street, and room or suite no. If a P.O. box, see instructions.
g;;:gdzﬁrf‘” 100 Brown Street
return. See ) City, town or post office, state, and ZIP code. For a foreign address, see instructions.
insteuctions. Chestertown, MD 21620-1435
Check type of return to be filed (file a separate application for each return):

Form 990 Form 996-T {corporation) Form 4720
. Form 980-BL Form 990-T (sec. 401(a) or 408(a) trust) Form 5227
Form 990-EZ Farm 980-T (trust other than above} Form 6069
Farrm $890-PF Form 1041-A Form 8870

o The books are in the care of W SAMUEL MARTINELLI, JR.

Telephone No, p» 410 778-3300 FAX No. »
¢ |f the organization does not have an office or place of business in the United States, checkthisbox . . . .. . ... ... .. > D
e [fthis is for a Group Return, enter the organization's four digit Group Exemption Number (GEN) Ethis is
for the whole group, check thisbox . > . {f it is for part of the group, check this box . . ’l_l and attach a list with the
names and EiNs of all members the extension will cover.
1 | request an automafic 3-month (6 months for a corporation required te file Form 980-T) extension of time
unti 02715 ,2011 .to file the exempt organization return for the organization named above. The extension is

for the organization's return for:

> - calendar year or
[ tax year beginning 07/01, 2009 , and ending 06/30, 2010

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

3a |f this application is for Form 990-BL, 990-PF, 990-T, 4720, or 6069, enter the tentative tax, less any
nonrefundable credits. See instructions. 3a|$
b If this application is for Form 990-PF or 990-T, enter any refundable credits and estimated tax payments
made. Include any prior year overpayment aflowed as a credit.
¢ Balance Due. Subtract line 3b from line 3a. Include your payment with this form, or, if required, deposit
with FTD coupon or, if required, by using EFTPS (Electronic Federal Tax Payment System). See
instructions.
Caution. If you are going to make an electronic fund withdrawal with this Form 8868, see Form 8453-EQ and Form 8879-EQ

for payment instructions.
For Privacy Act and Paperwork Reduction Act Notice, see Instructions. Form 8868 (Rev. 4-2008)

JSA
9F8054 2.000

55857Y ACCT 11/4/2010 9:53:00 2aM Page 1




BFBOSS 3.

Forn 6388 (Rav. 4-21X0) ) Paga 2
* If you are fillng for an Additional (Not Automatic) 3-Month Extension, complete only Part !l and check this box . _ _ . . _ . . »|X]
Note. Only complete Part Ji if you have already been granted an automatic 3-month extension on a previously fled Form 8868.

e _If you are filing for an Automatic 3-Month Extenslon, complete only Part 1 (on page 1).
W_Addiﬂonal (Not Automatic) 3-Month Extenslon of Time. Only file the original {no copies needed).

Type or Name of Exempt Drganization Employer identification number
print CHESTER RIVER HOSPITAL CENTER 52-0679694
For IRS use only

Fils by e Nurmber, streel, and room or suite ro. If a P.O. box, sea insiructions,
m‘:g tor |__100 BROWN STREET
fling the City, town or post office, state, and ZIP code. For o foreign address, see instructions.

emaee. | cHESTERTOWN, MD 21620-1435

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

Form 990 Form 980-FF Form 1041-A Form 6089
Form 990-BL Form 980-T (sec. 401{a) or 408(a) trust) Form 4720 Form 8870
Form 890-EZ Form 990-T (trust other than above) Form 5227

STOP! Do not complete Part Il If you were not already granted an automatic 3-month extension on a previously filed Form 8866,

« The bouks are Inthe care of » SAMUEL MARTNBLLY, JR.

Telephona No. p 410  778-3300 FAX No. »
* |t the organization does not have an office or place of business in the United States, check this box a2 ke s e maes . v >D
* W this is for a Group Retum, enter the organization's four digit Group Exemption Number (GEN) Hthisie

for the whols group, check thisbox | _ | b[:l If it is for part of the group, check thisbox _ . _ » | |and aftacha
list with the names and EINs of ak members the exiension is for,

4 1request an additional 3-month extsnsion of ime until _ 05/15/2011 ]

§ For calendar year , or other tax year beginning __ 07/01/2009 and ending_ 06/30/2010

6 If this tax year is for less than 12 months, check reason: | | Initial retun | _|Finafreturn || Change In accounting period
7 State in detall why you need the extension INFORMATION NECESSARY TO BREPARE A COMPLETE AND

ACCURATE RETURN IS NCT YET AVAILABLE.

8a K this application is for Form B90-BL, 990-PF, 990-T, 4720, or 6089, enter the tentalive tax, less any
nohrafundable credits. See instructions. 8al$

b If this application is for Form 830-PF, 880-T, 4720, or 6069, enter any refundable credits and estimated
tax paymenis made. Include any prior year overpayment allowed &s a credit and any amourd paid

previously with Form 88868, Bb|% 0.
¢ Balance Duo. Subtract fine 8b from line Ba. Include your payment with this form, or, if required, deposit '
with FTD coupon oy, if fequired, by using EFTPS (Elestronic Federal Tax Payment Systern). See instructions.  [8¢|$ ¢.
Signature and Verification

Undar penalies of perjury, | declare thet | have examined this form, including accompanying schedules and stalements, and {o the best of my knowledpe and belief,
it fs true, ootrect, and complele, and that | am authorized te prepare this farm.

spany XIM N AN e (PP Dwfa.{_l_L“ D_

KPMG LLP . Form 8888 (v, 4-2000)
1676 INTERNATIONAL DRIVE
MCLEAN, VA 22102

JsA

]
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Form 990 (2009) 52-0679694 Page 2
Statement of Program Service Accomplishments

1 Briefly describe the organization's mission:
AN ACUTE CARE HOSPITAL THAT SERVES THE RESIDENTS COF KENT AND QUEEN

ANNE'S COUNTIES AND PORTIONS COF CAROLINE AND CECIL COUNTIES.

2 Did the organization undertake any significant program services during the year which were not listed on
the prior Form 990 or 990-E22 , ", . .. .. ... .......... e [Jves [X]nNo
If "Yes," describe these new services on Schedule O.

3 Did the organization cease conducting, or make significant changes in how it conducts, any program
Services? e e e e e e e [CI¥es [XINo
If "Yes," describe these changes on Schedule O.

4 Describe the exempt purpose achievements for each of the organization's three largest program services by expenses.

Section 501(c)(3) and 501(c){4) organizations and section 4947(a)(1) trusts are required to report the amount of grants and
allocations to others, the total expenses, and revenue, if any, for each program service reported.

4a (Code: Y(Expenses $ - 49,756,470. including grants of $ o. }{Revenue $ 54,453,231, )
CHESTER RIVER HOSPITAL CENTER IS A 53-BED HOSPITAL. IT IS SERVED
BY APPROXIMATELY 100 ACTIVE AND CONSULTING STAFF PHYSICIANS
REPRESENTING A WIDE ARRAY OF MEDICAL SPECIALTIES. THE COMMUNITY
HOSPITAL, WHICH IS FULLY ACCREDITED BY THE JOINT COMMISSION ON
ACCREDITATION OF HEALTHCARE ORGANIZATIONS, PROVIDES INPATIENT
MEDICAL SERVICES, 24-HOUR EMERGENCY CARE, SURGICAI SERVICES,
OUTPATIENT DIAGNOSTIC SERVICES, LABORATORY SERVICES,
REHABILITATION, MATERNITY/BIRTHING SUITES AND ONCOLOGY TO SERVE
THE LOCAL COMMUNITY'S NEEDS. THE HOSPITAL WAS ESTABLISHED IN
1935. IT IS STAFFED RY APPRCOXIMATELY 500 EMPLOYEES,

4b (Code: ) (Expenses $ including grants of $ } {Revenue § )

4c (Code: : ) (Expenses including grants of § ) (Revenue $ )]

4d Other program services. (Describe in Schedule O.)
(Expenses § including grants of $ ) {Revenue § }
4e Total program service expenses b 49,756,470,

Form 990 (2009)

JSA

SE1020 2.000
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Form 990 (2008) 52-0679694 Page 3
Part IV Checklist of Required Schedules

Yes No
1 Is the organization described in section 501(c)3) or 4947(a)(1) (other than a private foundation)? i "Yes,”
complete Schedule A . . . . . i i i i i i i e e, o r e e bt e e e e e 1 X
2 s the organization required to complete Schedule B, Schedule of Contributors?. « « « v v v v ¢ s 0 v 0 0 n v v s s 2 X
3 Did the organization engage in direct or indirect political campaign activities on behalf of or in opposition to
candidates for public office? /f *Yes," complete Schedle C,Part! . « v v v v v v v 4 v v v s s st e s s s m s s e 3 X
4 Section 501(c){3) organizations. Did the organization engage in lobbying activities? If "Yes," complete
Schedule G, Partll . « v v i o o o i i s s s s i i et e fr e e e e e e e 4 X
5 Sections 501(c)(4), 501(c)(5), and 501(c){6) oi-ganizations. Is the organization subject to the section 6033(e)
notice and reporting requirement and proxy tax? If "Yes," complete Schedule C,Parthl . . + . v o v v v v v .| 5
6 Did the organization maintain any donor advised funds or any similar funds or accounts where donors have
the right to provide advice on the distribution or investment of amounts in such funds or accounts? /f "Yes,"
complefe Schedle D, Part ! v v v o v v v v i it i et e e st e e e e e e e v B X
7 Did the organization receive or hold a conservation easement, including easements to preserve open space,
the environment, historic land areas, or historic structures? if "Yes,” complete Schedule D, Partil v « « v v v v v v | T 4 X
& Did the organization maintain ¢collections of works of art, historical treasures, or other similar assets? if "Yes,”
complete Schedule D, Partlif . . . . . v v v v v e e e e e e e e e e e 8 X
9 Did the organization report an amount in Part X, line 21; serve as a custodian for amounts not listed in Part
X; or provide credit counseling, debt management, credit repair, or debt negotiation services? If “Yes,”
complete Schedule D, ParfIV . . « . v « v v e i v v i i v ot et h i e 4 e e e ke a e e 9 X
10 Did the organization, directly or through a related organization, hold assets in term, permanent, or
quasi-endowments? /" Yes,” complete Schedule D, Part V. . . . . v i v vt it vt et e et e e v 10 X
11 s the organization's answer to any of the following questions "Yes"? If so, complete Schedule D, Parts Vi,
VIEVILIX, orXasapplicable . -« v v v o s v v o b i e it e e it st s s s e s e s er e | 1 X
¢ Did the organization report an amount for land, buildings, and equipment in Part X, line 107 If "Yes," complete |
Schedule D, Part VI
e Did the organization report an amount for investments—other-securities in Part X, line 12 that is 5% or more
of its total assets reported in Part X, line 167? If "Yes," complete Schedule D, Part Vil
« Did the erganization report an amount for investments-program related in Part X, line 13 that is 5% or more
of its total assets reported in Part X, line 187 If "Yes," complete Schedule D, Part Vill.
« Did the organization report an amount for other assets in Part X, line 15 that is 5% or more of its total assets
reported in Part X, line 167 If "Yes," complete Schedule D, Part IX.
¢ Did the organization report an amount for other liabilities in Part X, line 257 If "Yes," complete Schedule D, Part X,
¢ Did the organization's separate or consolidated financial statements for the tax year include a footnote that addresses
the organization's liability for uncertain tax positions under FIN 487 If "Yes," complete Schedule D, Part X,
12 Did the organization obtain separate, independent audited financial statements for the tax year? if “Yes,"
complete Schedule D, Parts X, XH, and XL, . .« @ v v v e e v e i et e e e e e m e s m e crr e -] 12 X
12A Was the organization included in consclidated, independent audited financial statement for the tax year? Yes [ No .
if "Yes," completing Schedufe D, Parts Xi, Xl and Xllfisoptional, « « « v « ¢ « v 4 & ¢ s s s s s n n s s |1 2A1 X
13 s the organization a school described in section 170(b){(1)(AXi)? If "Yes,” complete Schedule E. . . . « v v v . . .} 13 X
t4a Did the crganization maintain an office, employees, or agents outside of the United States?. . . .. . .. . . . . . |14a X
b Did the organization have aggregate revenues or expenses of more than $10,000 from grantmaking, fundraising,
business, and program service activities outside the United States? If "Yes," complete Schedule F, Part!. . . . . . |14b X
15 Did the organization report on Part IX, column (A}, line 3, more than $5,000 of grants or assistance to any
organization or entity located outside the United States? If "Yes,” complete Schedule F, Partl. . .. . . .. .. e | 15 X
16 Did the organization report on Part IX, column (A}, line 3, more than $5,000 of aggregate grants or assistance
to individuals located outside the United States? If "Yes," complete Schedule F, Partlll . . . . . .« v oo v .. .| 186 X
17 Did the organization report a total of more than $15,000 of expenses for professional fundraising services
on Part [X, column (A), lines 6 and 11e? If "Yes," complete Schedule G, Part! . . . . v o o v e v v v v v oo o e P17 X
18 Did the organization report more than $15,000 total of fundraising event gross income and contributions on
Part VIll, lines 1¢ and 8a? If "Yes," complete Schedle G, Partil « « « @ @ v i i i i i i it e i i e e e e .| 18 X
19 Did the organization report more than $15,000 of gross income from gaming activities on Part VIH, line 9a?
if"Yes,"complete Schedule G, Part il + « v v v v o vt b s it et e e e e et n e L] X
20 Did the organization operate one or more hospitals? If "Yes," complefe Schedule H . . . . . ... ... .. e | 20 X
Form 990 (2009)
Jsa

9E1021 2,000
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Form 990 (2008) ' 52-0679694 Page 4
Checklist of Required Schedules {continued)
Yos | No
21 Did the organization report more than $5,000 of grants and other assistance to governments and organizations
in the United States on Part IX, column (A}, line 17 If "Yes,” completfe Schedule |, Partsfand . . . . . .. ... .. 21 X
22  Did the organization report more than $5,000 of grants and other assistance to individuals in the
United States on Part IX, column (A), line 27 If "Yes," complete Schedule I, Parts Fand Ilf, . . s e e a . e | 22 X
23 Did the organization answer "Yes" to Part VI, Section A, line 3, 4, or 5 about compensation of the
organization's current and former officers, directors, trustees, key employees, and highest compensated
employees? If "Yes," complete SChetIE J . . . o o v v i e e e e e e e e e e 23 | X
24a Did the organization have a tax-exempt bond issue with an outstanding principal amount of more than
$100,000 as of the last day of the year, that was issued after December 31, 20027 If "Yes," answer lines
24b through 24d and complete Schedule K If “No,” go 1o QUESHON 25 . . . . . i i i i e e et s e s ee e 24a| X
b Did the organization invest any proceeds of tax-exempt bonds beyond a temporary period exception? . . . . . . . | 24b X
¢ Did the organization maintain an escrow account other than a refunding escrow at any time during the year
to defease any tax-exemptbonds? . .. ......... ettt e et e e 24¢ X
d Did the organization act as an "on behalf of" issuer for bonds outstanding at any time during the year?, . . . . . . 24d X
25a Section 501(c)(3) and 501{c)}(4) organizations. Did the organization engage in an excess benefit transaction
with a disqualified person during the year? If "Yes,"complete Schedule L, Part! . . . . . v v v v i o v v o e v v n s 25a £
b Is the organization aware that it engaged in an excess benefit transaction with a disqualified person in a
prior year, and that the transaction has not been reported on any of the organization's prior Forms 990 or
990-EZ? If "Yes," complete SChetle L PArf 1. v v v v v v i e et e et e e e e e e e 25h X
26 Was aloan to or by a current or former officer, director, trustee, key employee, highly compensated employee, or
. disqualified person outstanding as of the end of the organization's tax year? If "Yes,” complete Schedule L, Part i . | 26 X
27 Did the organization provide a grant or other assistance to an officer, director, trustee, key employee,
substantial contributor, or a grant selection committee member, or to a person related to such an individual?
If "Yes," complete Schedule L Partlll . o o v v v it s i it i i e e e e e e et e e 27 X
28 Was the organization a party to a business transaction with one of the following parties (see Schedule L, | |
Part IV instructions for applicable filing thresholds, conditions, and exceptions):
a A current or former officer, director, trustee, or key employee? If “Yes," complete Schedule L, Partiv. . . . . . .. 28a X
b A family member of a current or former officer, director, trustee, or key employee? If "Yes," complete
Schedule L Part V. . . . . .. C e N h b e e E b s e m e e e e m e e e e e 28b X
¢ An entity of which a current or former officer, director, trustee, or key employee of the organization (or a
family member} was an officer, director, trustee, or direct or indirect owner? If "Yes," complete Scheduie L,
Partlv . . . o v i i i i f e s h et h e e e ke e a e e e 28c X
29 Did the organization receive more than $25,000 in non-cash contributions? i "Yes," complete Schedule M | 29 X
30 Did the organization receive contributions of amt, historical treasures, or other similar assets, or qualified
, conservation contributions? If "Yes,” compiete Schedule M . . . . . v i it e e e e e s e R 1] X
31 Did the organization liquidate, terminate, or dissolve and cease operations? If “Yes," complete Schedule N,
5 O S r e e h e e et e e e e e s s 31 X
32 Did the organization sell, exchange, dispose of, or transfer more than 25% of its net assets? If "Yes,"” complete
Schedule N, Partll . . . .. . . . it iieinn C e e e h e et e e e 32 b
33  Did the organization own 100% of an entity disregarded as separate from the organization under Regulations
sections 301.7701-2 and 301.7701-37 /f "Yes,"complete Schedfe R Partl. « v v v v v v v v v v v v v a s v ee | 33 X
34 Was the organization related to any tax-exempt or taxable entity? If “Yes," complete Schedule R, Parts i,
B and Ve 1 o s i i s s e i e e e e et e e ..., |34 X
35 Is any related organization a controlled entity within the meaning of section 512(b)(13)? /f "Yes," complete
Schedule R Part V, line 2 . v v i i it it e sttt it i it i e e e e e ... 35 X
36  Section 501(c)(3) organizations. Did the organization make any transfers to an exempt non-charitable related
organization? If "Yes,” complefe Schedule R, PartV, line 2 . . . . . v v i i i i it i i it e e e e .| 36 X
37 Did the organization conduct more than 5% of its activities through an entity that is not a related organization
and that is treated as a partnership for federal income tax purposes? if "Yes," complete Schedule R
_ £ e v e |87 X
38 Did the organization complete Schedule O and provide explanations in Schedule O for Part V), lines 11 and
197 Note. All Form 980 filers are required to complete Schedule ©. . . . . . . . . i o v i v i n e v e v ns am e 38 X
Form 980 (2009)
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Form 990 {2009)

1a

b
¢

2a

3a

52-0679694

Statements Regarding Other IRS Filings and Tax Compliance

Enter the number reported in Box 3 of Form 1096, Annual Summary and Transmittal of

U.S. Information Returns. Enter 0-if notapplicable . . . . . . . v o st o e e e e e e 1a 21
Enter the number of Forms W-2G included in line 1a. Enter -0- if not applicable, , , . . .. .. 1b

Did the organization comply with backup withholding rules for reportable payments to vendors and reportable
gaming (gambling)} winnings to prize Winners? | | . L . i i i i s it et e e et e et e e e e e
Enter the number of employees reported on Form W-3, Transmittal of Wage and Tax

Statements, filed for the calendar year ending with or within the year covered by this return I 2a |

If at least one is reported on line 2a, did the organization file all required federal employment tax returns?
Note. If the sum of lines 1a and 2a is greater than 250, you may be required to e-fife this return. (see
instructions)

Did the organization have unrelated business gross income of $1,000 or more during the yeér covered by
thisreturn? . . . ., ... .. ... e ..
If "Yes," has it filed a Form 990-T for this year? /f "No," prowde an exp!anatfon in Schedule O

L I I T R R T I I R

4a At any time during the calendar year, did the organization have an interest in, or a signature or other authority
over, a financial account in a foreign country (such as a bank account, securities account, or other financial
BOCOUM? L L 4ttt ittt e e e e e e e e 4a X
b if “Yes,” enter the name of the foreign country: » ' '
See the instructions for exceptions and filing requirements for Form TD F 90-22.1, Report of Foreign Bank 2
and Financial Accounts. S
5a Was the organization a party to a prohibited tax shelter transaction at any time during the taxyear? , ,, ... .. [ ba X
b Did any taxable party notify the organization that it was or is a party to a prohibited tax shelter transaction? | Sb X
¢ If "Yes," to question 5a or 5b, did the organization file Form 8886-T, Disclosure by Tax-Exempt Entity Regarding
Prohibited Tax Shelter Transaction? , | . . . .. ... ... ...ttt ittt tnanneenas we. . [ 8C
6a Does the organization have annual gross receipts that are normally greater than $100,000, and did the
organization solicit any contributions that were not taxdeductible? , . .. . ... ... ... ... .... +v..| B2 X
b If "Yes," did the organization include with every solicitation an express statement that such contributions or
gifts were not taxdeductible? . L ... L. L. e e e e
7 Organizations that may receive deductible contributions under section 170(c).
a Did the organization receive a payment in excess of $75 made partly as a contribution and partly for goods
and services provided tothe payor? _ . . . ... . . . L e e e e e
b If "Yes," did the organization notify the donor of the value of the goods or services provided? . ., ... ... e
¢ Did the organization sell, exchange, or otherwise dispose of tangible personal property for which it was
required tofile FOrm 82827 . . . i i i i ittt s i e e e e et e e e e e e e
d If "Yes," indicate the number of Forms 8282 filed duringthe year . . . . . . . ... oo .. .. | 74 |
e Did the organization, during the year, receive any funds, directly or indirectly, to pay premiums on a personal
benefitcontract? , , ., ... .. ..........
f Did the organization, during the year, pay premiums, directly or indirectly, on a personal benefit contract?
g For all contributions of qualified intellectual property, did the organization file Form 8899 as required?, , . . ...
h For contributions of cars, boats, airplanes, and other vehicles, did the organization file a Form 1098-C as ;
required? . ... .. ........ A
§ Sponsoring organizations maintaining donor advised funds and section 509{a){3) supporting
organizations. Did the supporting organization, or a donor advised fund maintained by a sponsering
organization, have excess business holdings at any time duringtheyear? , . . .. .. ... .......... R
9 Sponsoring organizations maintaining donor advised funds.
a Did the organization make any taxable distributions under section49667, . . . . .. ¢ oo o v v v v v v v v e
b Did the organization make a distribution to a denor, donor advisor, orrelated person? , . . . .. ....... . ;
10 Section 501{c)}{7) organizations. Enter:
a Initiation fees and capital contributions included on Part VI, lin@ 12 _ | ., . ... ...... 10a
b Gross receipts, included on Form 990, Part Vill, line 12, for public use of club facilities 10b
11  Section 501(c)(12) orgaﬁizations. Enter:
a Gross income from members or shareholders | . . . . . i ittt e e e e e e e e 11a
b Gross income from other sources (Do not net amounts due or paid to other sources against
amounts due orreceivedfromthem.y . . . . ... ... ... . ... . . oo e 11b
12a Section 4947(a){1) non-exempt charitable trusts. Is the organization filing Form 990 in lieu of Form 10417 |12a
b If "Yes," enter the amount of tax-exempt interest received or accrued duringthe year . . . .. 12b
Form 990 (2009)
JSA
9E1040 2.000
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Form 990 (2009) 52-0679694 Page 6

Governance, Management, and Disclosure For each "Yes" response to lines 2 through 7b below, and
for a "No" response to line 8a, 8b, or 10b below, describe the circumstances, processes, or changes in
_ Schedule 0. See instructions.
Section A. Governing Body and Management
Yes No
1a Enter the number of voting members of the governingbody .+« « « « « v o o v v v i oL 1a 17
b Enter the number of voting members thatareindependent . . . . . v v v v v vt v v v n .. 1b 14
2 Did any officer, director, trustee, or key employee have a family relationship or a business relationship with
any other officer, director, trustee, orkeyemployee? . . . . .. . i it i s e e A X
3 Did the organization delegate control over management duties customarily performed by or under the direct J
supervision of officers, directors or trustees, or key employees to a management company or other person? .. .1 3 X
4  Did the organization make any significant changes to its organizational documents since the prior Form 990 was filed? - . . . . [ 4 X
5 Did the organization become aware during the year of a material diversion of the organization's assets?. - ., ., . |3 X
6 Does the organization have members or stockholders? . . . . . . . o vt i i it it b e o8l X :
Ta Does the organization have members, stockholders, or other persons who may elect one or more members
of the governing body? . .. .. F e e e e e e e e e e e e e e ... 7a) X
b Are any decisions of the governing body subject to approval by members, stockholders, or other persons? . . . . | 7b b8 i
8 Did the organization contemporanecusly document the meetings held or written actions undertaken during .
the year by the following:
a2 The governing body?, v v v v v v v e v e vr et et e e et et 8aj ¥
b Each committee with authority to act on behalf of the governingbody? . . . . . . v i v v i i i e v n e v e 8b | X s
9 |s there any officer, director, trustee, or key employee listed in Part VII, Section A, who cannot be reached at
the organization's mailing address? if "Yes," provide the names and addresses in Schedwle © . . . . . . ... ... ] 9a X
Section B. Policies (This Section B requests information about policies not required by the Internal
Revenue Code,) .
Yas | No
10a Does the organization have local chapters, branches, oraffiliates? . . . . . .. . . . . o i oo it i i h o u 10a X
b K "Yes," does the organization have written policies and procedures governing the activities of such chapters,
affiliates, and branches to ensure their operations are consistent with those of the organization?. . . . .. .. .. 10b
11 Has the organization provided a copy of this Form 990 to all members of its governing body before filing the
form? . oo e e C e e e e e e e e 11| £
11A Describe in Schedule O the process, if any, used by the organization to review this Form 990. |
12a Does the organization have a written conflict of interest policy? if "No,"gofoline 13 . . . . . . . . . . v v v . 12a| X
b Are officers, directors or trustees, and key employees required to disclose annually interests that could give
risetoconflicts? . . . . . .0 e e e e e e e e e 12b| X
¢ Does the organization regularly and consistently monitor and enforce compliance with the policy? if "Yes,”
describe in Schedule O how thiSiSHONE + + v v v v v v v v v e e e e e e e e 12c| %
13 Does the organization have a wiitten whistleblower policy?. .« . v v vt v o it vt s i it e e e e v n e vell a3 X
14 Does the organization have a written document retention and destructionpelicy?. . . . .. .. ... ... o 14 X
16 Did the process for determining compensation of the following persons include a review and approval by SR
independent persons, comparability data, and contemporanecus substantiation of the deliberation and decision? :
a The organization's CEQ, Executive Director, ortop managementofficial . . ... ... .......... vev..|18a) X
b Other officers or key employees of the organizalion . . ... . v v v v v s v e it v o m e e een s e e e 15h| X
If "Yes" to fine 15a or 15b, describe the process in Schedule O. (See instructions.) S I
16a Did the organization invest in, contribute assets to, or participate in a joint venture or similar arrangement .
with a taxable entity during the year? . . . . ... ... . ... e e e s e e 16a X
b If"Yes," has the organization adopted a written policy or procedure requiring the organization to evaluate SR R
its participation in joint venture arrangements under applicable federal tax law, and taken steps to safeguard
the organization's exempt status with respect to such arrangements? . . . - 4 v v 0 v v s i e e e o . 116b

Section C. Disclosure

17  List the states with which a copy of this Form 990 is required to be filed »_ ™2 __ _ e

18  Section 6104 requires an organization to make its Forms 1023 (or 1024 if applicable), 990, and 990-T (501(c)(3)s only) !
avajlable for public ingpection. Indicate how you make these available. Check all that apply.
[ ] own website Another's website Upon request

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

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

organization: » SAMUEL MARINELLI, JR 100 BROWN STREET CHESTERTOWN, MD 21620-1435

410-778-3300

Form 990 (2009)
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Form 990 (2009)

52-0679694

Page 7

Employees, and Independent Contractors

Compensation of Cfficers, Directors, Trustees, Key Employees, Highest Compensated

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

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

« List all of the organization's current officers, directors, trustees (whether individuals or organizations),

of compensation. Enter -0- in columns (D}, (E), and (F) if ng compensation was paid.

* List all of the organization’s current key employees. See instructions for definition of "key employee."
® List the organization's five current highest compensated employees (other than an officer, director, trustee, or key employee)

who received reportable compensation {(Box 5 of Form W-2 andfor Box 7 of Form 1099-MISC) of more than $100,000 from the -

organization and any related organizations.

regardless of amount

o List all of the organization's former officers, key employees, and highest compensated employees who received more than
$100,000 of reportable compensation from the organization and any reiated organizations.

® list all of the organization's former directors or trustees that received, in the capacity as a former director or trustee of
the organization, more than $10,000 of reportable compensation from the organization and any related organizations.

List persons in the following order:
compensated employees; and former such persons.

individual

trustees or directors;

institutional

trustees;

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

officers; key employees; highest

(A) (B) ©) (D) {E} {F)
Name and Title Average | Position (check all that apply) Reportable Reportable Estimated
hours per | 2 S g 3 g Z| 3 compensation compensation amount of
week |2z (5|3 (2|3 from from related other
21217 2l52|® the organizations compensation
= B g g organization (W-2/1099-MISC) from the
% = 8 2 (W-2/1099-MISC) organization
2l g 2 and refated
o % organizations
WAYNE I. GARDNER '
TCHATR T TTTTTTTTTTTT 3.00] X 0 0 0.
CHARLES D MACLECD
DIRECTOR T 2.00( X 0 0 0.
DAVID C BRAMBLE
DIRECTOR T 2.00| X 0 0 0.
JUDITH E COCPER
DIRECTOR 77T 2.00| X 0 0 0.
HENRY C JOHNSON
DIRECTOR T 2.00| X 0. 0 0.
DAVID W ENUTSON M D
DIRECTOR T 2.00] X 0] 0 0.
KAREN P O CONNOR
"DIRECTCR T 2.00| X 0, 0 0.
ERNEST W STRONG
DIRECTOR 7T 2.00| X 0 0 0.
EUGENIA C WOOTTON
VICE CHATIR 77777 2.00| X 0 0 0.
ANTHONY J MCORMAN M D
"DIRECTOR O TTTTTTTT 2.00f X o 0 0.
GLENN F ROBBINS MD
DIRECTOR T 2.00| X 0 781,017 28,132,
JOHN W ASHWORTH
BDIRECTOR T 2.00| X 0] 495,926 24,898.
MARY ELLEN VALLIANT
DIRECTOR T 2.00| X 0 0 0.
ROBERT A CHRENCIK
DIRECTOR T 2.00| X 0]/ 1,485,670 170,432,
SUSAN K ROSS MD
ODIRECTOR T 2.00 X 0 0 0.
WILLIAM J WASHINGTON
DIRECTOR T 2.00| X 0 0 0.
JSA Form 990 (2009)
9E104% 3.000 )
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Farm 990 (2009) 52-0679694 page 8
Section A. Officers, Directors, Trustees, Key Employees, and Highest Compensated Employees (continued)
(A) 8) () o) (€} F)
Name and title Average | Position (check all that apply) Reportable Reportable Estimated
hours per | 2 HE g I Z| g compensation compensation amount of
week 2= (2|5 |7 |27 |3 from from related other
2 % g-. MELEE] g the ) organizations compensation
5% 13 2|"8 organization {W-2/1099-MISC) from the
§l=3 Bl = (W-2/1099-MISC) organization
& a ‘E and f_ela'ted
@ g orgamzatlons

JANE E HUKILL

DIRECTOR CTTTTTTTTTY 2.00| X 0. 0 0.
JEFFREY L JOHNSON .
‘PRESIDENT & CEO 0.00 X 329,291, 0 34,553,
SAMUEL P MARINELLI JR
TREASURER 77777 40.00 X 227,647. 0/ 36,312,
JAMES E ROCSS
PRESIDENT & CEO 40.00 X 0. 404,294 23,766.
SCOTT BURLESCN
EXECUTIVE VICE PRESIDERT | 40.00 X 191,400, o) 37,768.
MARY JO KEEFE
VP  PATIENT SERVICES | 40.00 ¥ 148,108, 0 28,513,
DEBORAH DAVIS
ER DOCTOR T 40.00 X 370, 446. 0 35,245,
HENRY ARAKAKY
ER DOCTOR T 40.00 X 266,694. 0 10,065,
STEVEN LUCAS
‘ER DOCTOR 77T 40.00 X 301,304. 0] 32,566.
MIN YU
PATHOLOGY T 40.00 X 177,183. 0/ 28,055,
CHERYL DICKASON
ER DOCTOR T TTTTTTTTT 40.00 X 151, 943. 0 5,034.
ROBIN KLINEFELTER
SECRETARY 77T 0.00 X 119,359, 0. 19,291,

b Total . . . . ... it e et e e e ettt | 2,283,375) 3,166,907 514,630.
2 Total number of individuals {including but not limited to those listed above} who received more than $100,000 in
reportable compensation from the organization » 30

Did the organization list any former officer, director or trustee, key employee, or highest compensated
employee on line 1a? If "Yes," complete Schedule J for such individual

For any individual listed on line 1a, is the sum of reportable compensation and other compensation from
the organization and related organizations greater than $150,000? /f "Yes," complete Schedule J for such
individual
Did any person listed on line 1a receive or accrue compensation from any unrelated organization for
services rendered to the organization? If "Yes,” compleie Schedule J for such person
Section B. Independent Contractors
1 Complete this tabie for your five highest compensated independent contractors that received more than $100,000 of
compensation from the organization.
(A)
Name and business address

................. " s wm s @ F = o= oF AR oFoEoEEOEEEEEE &EoEoEoEoa

5

(B)

Description of services

{C)

Compensation

ATTACHMENT 2

2 Total number of independent contractors (including but not limited to those listed above} who received :
more than $100,000 in compensation from the organization 47 B

JsA Form 990 (2009)
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Form 990 (2008) Page 9

Pa Statement of Revenue 52-0679694
s s @ ® © (D)
L i 4 Total revenue Related or Unrelated Revenue
S : 1 exempt business excluded from fax
A A : 4 function revenue under sections
i { revenue 512, 513, or 514
= —— e e TN T o S I : H
e‘g.g 1a Federated campaigns - + + « .« . . . [.18 i : e e e
23| b Membershipdues . ........[1b : : : ‘f
é% ¢ Fundraisingevents . . . . . ... .| 1¢ : = . i
'c?__fg d Related organizations . . . . ... .| 1d 223,912, e : e
E.g e Government grants {contributions) . . | 1€ 226,891. i ’s
E E f Al other contributions, gifts, grants, :
TE and similar amounts not included above . L1f
§§ g Noncash contributions includet in lines 1a-11: $ L : e
h_ Total Addlines 1a-1f + + &+ o« o & o w0 v s o s s oo P 450,803,
qé Business Code ;..:;...m 4..;.,,. “_‘-, SR e e :
% 2a PATIENT SERVICE REVENUE 623000 55,023,498, 54,417,278. 606,220,
% b EASTERN SHORE AREA HEALTH CENTER 623000 35,953, 35,953, :
§ ¢
Al d
2| - f Al other program service revenue . . + . . — e -
E| g Total. AddIiNes 282+ v o v v s v v o v v n e o v ana s P 55,069,451, |5 = . : ' z%é
3  Investment income (including dividends, interest, and '
other SImilar amountS)e « v v v v o o o v e v v nanaa ™ 162,811, 162,811,
4  Income from investment of tax-exempt bond proceeds . . . > 9-
5 Royames----.-.-.-..--.-.-------->. _ 0. ] i _
(i) Real (i} Personal : : ]
6a GrossRents. . . ... .. 158,375, . i . o
b Less: rental expenses . . . :
¢ Rental income or (loss) . . 158,375, 3
d Netrentalincomeor (l088) « «+ « « v v v v 0 a v v ove. .. P 158,375. 158,375.
(i) Securities (i} Other ; s el ot
7a  Gross amount from sales of : ;
assets other than inventory & L A S : e
b Less: cost or other basis 5
and sales expenses . . . .
¢ Ganor{loss) « « » v 4 ..
d Netgainor{loss) « « & « v v v v s s s s v v s v oo _ 9.
g 8a Gross income from  fundraising
s events {not including $
5 of contributions reported on line 1c).
E SeePartlV,line18 « o . o v o v .o .. @
21 b Lessdirectexpenses . . ... a... b : - ; i
6 ¢ Net income or {loss) from fundraisingevents . . « . . . . . P ] 0. . S R ] I ;
%a Gross income from gaming activities. : .
SeePartlV.linet® , . .. ....... a ‘
b Less:directexpenses . - . ....... b & S Dl e
¢ Netincome or (loss) from gaming activities s « v v« v v w >m _ 0 i H .
t0a Gross sales of inventory, less : T : it
returnsandaflowances , , .. ..... a :
b Less:costofgoodssold. v v v v v v . s b ] ‘ 4
¢ Netincome or (loss) from sales ofinventory, . . . . .. ..M 0. f
Miscellaneous Revenue Business Code : ! e e e
14a MISCELLANEOUS REVENUE $0009% 153, 878. 153,878,
¢ J
d Allotherfevenue . . . . & & v v v v v
e Total Addlines 1a-11d «+ v = v v v v s v n v a0 as P
12  Total Revenue. Seeinstructions « + + v v v v o o o o . . . P 55,985,318, 54,607,109. 321,186.

Form 990 (2009)
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Form 990 (2009) 52-06796%4 Page 10
Statement of Functional Expenses
Section 501(c)(3) and 501(c}(4) organizations must complete all columns.
All other organizations must complete column {A) but are not required to complete columns (B), (C), and (D).
1 Grants and other assistance to governments and . T PR
organizations in the U.S. See Part IV, line 21 0.
2 Grants and other assistance to individuals in
the US. SeePart IV, line22 , ., ... ..... 16,724. 16,724.
3 Grants and other assistance to governments,
organizations, and individuals outside the
US SeePartlV, lines15and16 _, , , ... .. 0.
4 Benefits paidtoorformembers , _ , ., .. ... 0.
5 Compensation of current officers, directors,
trustees, and key employees , , ., ., .. ... 1,473,694, 1,291,65%. 174,167. 7,868.
& Compensation not included above, to disqualified '
persons (as defined under section 4858{f)(1)} and
perscns described in section 4958(c)(3)(B} . . . 0.
7 Othersa|ariesandwages ____________ 22,194,433. 19,452, 906. 2,623,033‘ 118,494.
§ Pension plan contributions (include section 401k}
and section 403(b) employer contributions} , , , 1,393,406. 1,221,288, 164,679, 7,439,
9 Other employee benefits « + v v v v v v @ 0 v s 3,51¢,787. 3,075,058, 416,896. 18,833.
10 Payrol @S . v v v v v v e v v e 1,675,607. 1,468,631. 198,030, 8,946,
11 _ Fees for services {non-employees):
a Management . . . .. .. .. ... c.o.- 3,748,968, 2,364,823, 1,384,145,
blegal ........ 0.
c Accounting . . v v h v d d n e e e e e e e 0.
d Lobbying » e ¢ e v v v v e b a s 4,506. 4,506.
e Professional fundraising services. See Part IV, line 17 0. S
f Investment managementfees , ., ... ... a.
g Other . . . .0 it i it st e e s 275,238. 275,238,
12  Advertising and promotion + « « ¢ « 4 s ¢« v s 0.
13 Officeexpenses .« ¢ v v v v v v v v v mn s w- 66,198. 50,462, 15,736,
14 Informationtechnology. + « & v v v o v v o v 1,185,889, 1,179,932, 5,957,
15 Royalties, . . ... ... it it v v e 0.
16 OCCUDANGY + v o ¢ v v v o v o a n v o v u v s 1,226,968. 1,131,587. 95,381,
17 Travel @ v v o i v v s st s s e e s 36,230, 23,291. 12,939,
18 Payments of travel or entertainment expenses
for any federal, state, or local public officials 0.
19 Conferences, conventions, and meefings ., . . . 96,220, 59,076. 37,144.
20 Interest . .. ... ... .. P 393,234. 348,012, 45,222,
21 Paymentstoaffiiates .. ... ........ 0.
22 Depreciation, depletion, and amortization . . . . 3,123,736, 2,769,816, 359,920,
23 INSUMANCE , .\ v vt s e nae e e 681,325, 681,123,
24 Other expenses. Itemize expenses not o : T
covered above. (Expenses grouped together
and labeled miscellaneous may not exceed
8% of total expenses shown on line 25 below.) ) o : .
aBAD DEBT EXPENSE = 3,171,277, 3,171,277.
p PURCHASED SERVICES = 3,799,826, 2,695,653. 1,104,173,
¢SUPPLIES 9,045,483, 8,729,757, 315,726,
d PROFESSIONAL DUES & LICENSES 146,245, 25,393, 120, 852.
® .
f Allother expenses .. e
25 Total functional expenses. Add lines 1 through 24f 57,271,724, 49,756,470, 7,353,744, 161,580.
26 Joint Costs. Check here if following
SOP 98-2. Complete this line only if the
organization reported in column (B} joint costs
from a combined educational campaigh and
fundraising solicitation , . . ., . . . 0 ...
0£1053 1,000 Form 980 (2009)
55857Y 2502 V 09-%.3 1120306 PAGE 11




Farm 990 (2009) 52-0679694 Page 11
Balance Sheet
{A) (B)
Beginning of year End of year
1 Cash-nor-interestbearing _ . . . ... .. .. i, 7,182,503, 1 2,642,198,
2 Savings and temporary cashinvestments _ |, . . .. ... ... ... ... 4,376,534, 2 2,146,480,
3 Pledgesand grantsreceivable,net _ _ _ . . . ... L. .. 3
4 Accounts receivable, net | L L L 7,916,532 4 8,500,034,
§ Receivables from current and former officers, directors, trusiees, key W T T L T
employees, and highest compensated employees. Complete Part Il of
SChedUIE L |, L\t s e e e e e e e 5
6 Receivables from other disqualified persons (as defined under section :
4958(f){(1)) and persons described in section 4958(c)(3)(B). Complete
o|  PamllofSchedulel . . . ... ... iie..e.e.e.... 6
fg 7 Notes and loans receivable, net . . L . L L L. 7 |
21 8 Inventoriesforsaleoruse . ., ... ... ... .. ..., 564,056 g 686,463, ‘
9 Prepaid expenses anddeferredcharges . .. .. .. ... ... 929,438. 9 761,082, :
10a Land, buildings, and equipment cost or [10a 51,509,233, B R
other basis. Complete Part VI of Schedule D Tl : Co R
Less: accumulated depreciation., , , .. ... .. 10b 30,424,893. 20,146,356 |10¢ 21,084,340.
11 Investments - publicly traded securities. . . . v v v v v vt it e 1,998,703 .11 5.201,000.
12  Investments - other securities. See Part IV, line 11, . . . . . .. ... .... 786,262,012 2,046,000.
13  Investments - program-related. See Part IV, lne 11 . .. .. ... ... ... 13
14 Intangibleassels. . .. . . v v i i s b v s bt e e e e, 14
15 Otfherassets. SeePartlV, e 11 . . v oo v it e i h e e e e ee e e s 5,495,368, 15 5,903,731.
16 _Total agsets. Add lines 1 through 15 {mustequalline 34) . ... ... ... 49,395,752, 16 48,971,328,
17 Accounts payable and accrued eXpenses, . . . v i v v b et e e e e e e 7,935,553 .17 8,615,235,
18 Grantspayable, . .. ...... e e e e e e e e e e 18
19 Deferredrevenue . .. ... .... 114,701 . 1e 0.
20 Tax-exempt bond liabilities _ . . .. .. e et rr et e 5,026,745 .| 20 4,160,155,
g|21 Escrow or custodial account liability. Complete Part IV of Schedule D 21
E(22 Payables to current and former officers, directors, trustees, key '
:-g employees, highest compensated employees, and disqualified .
- persons. Complete Part l of Schedule L, _ _ . ... ... e 22
23 Secured mortgages and notes payable to unrelated third parties , , , ... . 4,179,429 [ 23 3,770,767,
24 Unsecured notes and loans payable to unrelated third parties, , ., ..., .. 24
25 Other liabilities. Complete Part X of Schedule D _ _ . . . .. .. ... e 9,120,012 25 8,777,118.
26  Total liabilities. Add lines 17 through2s 26,376,440 26 25,323,275,
Organizations that follow SFAS 117, check here » |X | and RSN T S L
3 complete lines 27 through 29, and lines 33 and 34. : ) i A
127  Unrestricted netassets . . . .. . .. .o 21,825,637 27 22,274,167.
& |28 Temporarily restricted netassets | ., . ... ... .. ... -137,120.| 28 20,146. 3
T{29 Permanently restricted netassets, , . . ... .. ..., ... ....... 1,330,795, 29 1,353,740.
o Organizations that do not follow SFAS 117, check here P D R, S
5 and complete lines 30 through 34. .
% 30 Capital stock or trust principal, orcurrentfunds , , , ., ... ... ..... 30
@131 Paid-in or capital surplus, or land, building, or equipmentfund , , ., ., ... 31
f‘_ 32 Retained earnings, endowment, accumulated income, or other funds _ | _ | 32
2|33 Total net assets orfund balances | , | . ., . v v v i o i b e e e e e, 23,019,312 (33 23,648,053,
34 Total liabilities and net assets/fund balances, . ., v . v v s v v v v o n ) 45,395,752 .| 34 48,971,328.

JSA
SE 1053 1.000
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Form 990 (2008)

Page 12

Financial Statements and Reporting

1t Accounting method used to prepare the Form 990: |____| Cash Accrual D Other
If the organization changed its method of accounting from a prior year or checked "Other," explain in
Schedule O. ‘
2a Were the organization's financial statements compiled or reviewed by an independent accountant? , , ., . ...
b Were the organization's financial statements audited by an independent accountant? , , . . ... ... ..+ ...
¢ If "Yes" to line 2a or 2b, does the organization have a committee that assumes responsibility for oversight of
the audit, review, or compilation of its financial statements and selection of an independent accountant? , , ., , .
If the organization changed either its oversight process or selection process during the tax year, explain in
Schedule O.
d If "Yes" to line 2a or 2b, check a box below to indicate whether the financial statements for the year were
issued on a consolidated basis, separate basis, or hoth:
D Separate basis Consolidated basis D Both consolidated and separate basis
3a As aresult of a federal award, was the organization required to undergo an audit or audits as set forth in
the Single Audit Act and OMB Cirgllar A-1337 ., . . it it s et e e s e e e e e e e e e e e e .
b If"Yes," did the organization undergo the required audit or audits? If the organization did not undergo the
required audit or audits, explain why in Schedule O and describe any steps taken to undergo such audits.

Yes | No
2a X
2b | X
2¢ | X
3a X
3b

JSA

9E1054 2,000
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OMB No. 1545-0047

?Ffmeg’ggfgﬁo.ea Public Charity Status and Public Support

Complete If the organization is a section 501(c}{3) organization or a section
4947(a)(1) nonexempt charitable trust.

Open to Public

ﬁ‘f.‘;’;’;?}?;‘:ﬂjg%lﬁ;“‘” P Attach to Form 990 or Form 990-EZ. P See separate instructions. inspection
Name of the organization Employer identification number
CHESTER RIVER HOSPITAL CENTER 52-0679694

Reason for Public Charity Status (All organizations must complete this part.) See instructions.
The organization is not a private foundation because it is: {For lines 1 through 11, check only one box.)

1 A church, convention of churches, or association of churches described in section 170{b){1)(A}i).
2 A school described in section 170(b}{1){A)(ii}. (Attach Schedule E.)
3 A hospital or a cooperative hospital service organization described in section 170(b){1){A)(iii},

hospital's name, city, and state:

5 An organization operated for the benefit of a coilege or university owned or operated by a governmental unit described in
__ section 170(b}{1){A}(iv). (Complete Part |} '
6 | | Afederal state, or local government or governmental unit described in section 170({b){1)(A){v).
7 || An organization that normally receives a substantial part of its support from a governmental unit or from the general public
~ described in section 170(b){1){A){vi). (Complete Part i.) 1
8 | | Acommunity trust described in section 170(b){1)(A)(vi}. (Complete Part il.)
9 | | An organization that normally receives: (1) more than 331/3% of its support from contributions, membership fees, and gross
receipts from activities related to its exempt functions - subject to certain exceptions, and (2} no more than 331/3% of its
support from gross investment income and unrelated business taxable income {less section 511 tax) from businesses ;
~ acquired by the oi’ganization after June 30, 1975. See section 509(a}(2). (Complete Part ll.)
10 || An organization organized and operated exclusively to test for public safety. See saection 509(a}{4).
11 |__| An organization crganized and operated exclusively for the benefit of, to perform the functions of, or to carry out the

purposes of one or more publicly supported organizations described in section 509(a)(1) or section 509(a)(2). See section
509(a)(3). Check the box that describes the type of supporting organization and complete lines 11e through 11h.

a |:| Type | b |:| Type i [ D Type lll - Functionally integrated d [:] Type Il - Cther
elj By checking this box, | certify that the organization is not controlled directly or indirectly by one or more disqualified
persons other than foundation managers and other than one or more publicly supported organizations described in section i
509(a)(1) or section 509(a}(2).

f If the organization received a written determination from the IRS that :t is a Type I, Type Il, or Type lil supporting
organization, check this bOX, . | . .. ... ... .. ..., e
g Since August 17, 2006, has the organization accepted any g|ft or contribution from any of the
following persons?
(i) A person who directly or indirectly controls, either alone or together with persons described in (i) Yas | No
and (iii} below, the governing body of the supported organization? _ _ . . . .. ... ... .. P S U
(i} A family member of a persondescribedin (ifabove? _ L 1191
{iiy A 35% controlled entity of a person described in (i) or (i} above? . . . .. ... ... .... 11g(jii}
h Provide the following information about the supported arganization(s).
{I) Name of supported {ii) EIN {iii) Type of organization| {iv) i the organization | {v) Did you notify (vi) Is the {vii} Amount of
organization (described on lines 1-9 [ in col. {i) listed in your | the organization in | organization in col. support
above or IRC section | governing document? cob. () of your (1} organized in the
(see instructions)) support? us?
Yes No Yes No Yes No
Total
For Privacy Act and Paporwork Reduction Act Notice, see the Instructions for Schedule A {Form 990 or 990-EZ) 2009

Form 990 or 990-EZ.

JSA

9E1210 2.000
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Schedule A (Form 990 or 890-EZ) 2009 52-0679694 Page 2
Support Schedule for Organizations Described in Sections 170(b)(1)(A)(iv) and 170(b}(T){A}(vi)
{Complete only if you checked the boxonline 5,7, or 8 of Part 1)
Section A. Public Support
Calendar year (or fiscal year beginning in} {a) 2005 {b) 2006 {c) 2007 (d) 2008 {e) 2009 {f) Total
1  Gifts, grants, contributions, and
membership fees received. (Do not
include any "unusual grants.”) . . . . . .
2  Tax revenues levied for the organization's
benefit and either paid to or expended on
itsbehalf « + &« & & ¢ v« e s 0 s 0 0
3 The value of services or facilities
furnished by a governmental unit to the
organization without charge . . . . . . .
Total. Add lines 1 through 3. . . . . ..
5 The portion of total contributions by each
' persan {other than a governmental unit or
publicly supperied organization) included
on line 1 that exceeds 2% of the amount
shown on line i1, column(fy. . . .. ..
6  Public support. Subtract line 5 from line 4. |
Section B. Total Support
Calendar year {or fiscal year beginning in} p- {a) 2005 {b) 20086 {c) 2007 {d) 2008 {e) 2009 {f) Total

7 Amounts fromilined . .........
8 Gross income from interest, dividends,
payments received on securities loans,
rents, royalties and income from similar
SOUMICES . | L i i i v v s w s s s v s s
9 Net income from unrelated business
activities, whether or not the business is
regulariycarriedon . .« .+ v . 4 4w s .
10  Other income. Do not include gain or
loss from the sale of capital assets
(ExplaininPartIV} « v v o 5 s v v v 0 s
11 Teotal support. Add lines 7 through 10 . .
12  Gross receipts from related activities, etc. (seeinstructions) « = « « & & & & v v i v v i s e et e n n e e
13 First five years. If the Form 990 is for the organization's first, second, third, fourth, or fifth tax year as a sectien 501(c)(3)
organization, check thisboxandstop here . . . v 4 4 v v ¢ v v v 0 0 @ @« n o « u o br_\
*  Section C. Computation of Public Support Percentage
14 Public support percentage for 2009 (line 6, column (f) divided by line 11, column{®) , . .. ... .14 %
15 Public support percentage from 2008 Schedule A, Part Il line14 , , , .. . ... .. .. .. ... . 115 %
16a 331/3% support test - 2009, If the organization did not check the box on line 13, and line 14 is 331/3% or more, check
this box and stop here. The organization qualifies as a publicly supported organization , , . ........ I
b 331/3% support test - 2008. If the organization did not check a box on line 13 or 16a, and line 15 is 331/3% or more,
check this box and stop here. The organization qualifies as a publicly supported organization, . ... ... e e e e >
17a 10%-facts-and-circumstances test - 2009. If the organization did not check a box on line 13, 16a or 16b, and line 14 is 10%
or more, and if the organization meets the "facts-and-circumstances" test, check this box and stop here. Explain in
Part IV how the organization meets the "facts-and-circumstances™ test. The organization qualifies as a publicly supporied
organization. . L. ... i e e e e e e h e e e e e e e e >
b 10%-facts-and-circumstances test - 2008. If the organization did not check a box on line 13, 16a, 16b, or 17a, and line
15 is 10% or more, and if the organization meets the "facts-and-circumstances" test, check this box and stop here.
Explain in Part IV how the organzation meets the "facts-and-circumstances” test. The organization qualifies as a publicly
supported organization, , , ... .. e i i e e e et e e e e
18 Private foundation. If the organization did not check a box on line 13, 16a, 16b, 17a, or 17b, check this box and see
INSHAUCHONS | o v v u v v w v v e v o e s w e rr e e T T T T T T >
Schedule A (Form 990 or 990-E2Z) 2009
JsA
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Schedule A (Form 990 or §90-E2) 2009

52-0679694

Page 3

gl Support Schedule for Organizations Described in Section 50%{a}(2)

{Complete only if you checked the box on line 9 of Part .}

Section A. Public Support

Calendar year (or fiscal year beginning in) | {a} 2005 {b} 2008

{c) 2007

{d) 2008

{e) 2009

() Total

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

2  Gross receipts from admissions, merchandise
sold or services performed, or fagilities
furnished in any activity that is related to the
organization's tax-exempt purpose

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

4 Taxrevenues levied for the organization's
benefit and either paid to or expended on
Rsbehalf = ... _......

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

6 Total. Add lines 1 throughs_ _ , . . ..

7a Amounts included on lines 1, 2, and 3
received from disqualified persons . . . .

b Amounts included on lines 2 and 3
received from other than disqualified
gersons that exceed the greater of
5,000 or 1% of the amount on line 13
fortheyear . « . . . . v oo v v v o v

c Addlines7aand7b. « + v v v v v v v -

8 Public support (Subtract line 7c from
HNEB.Y o v a i i w u e e w w a m e ans

Section B. Total Support

Calendar year (or fiscal year beginning in) | (2} 2005 (p) 2006

(c) 2007

(d) 2008

(e) 2009

(f) Total

9 AmountsfromlineB, « . v v v 4 v 40 v

102 Gress income from interest, dividends,
payments received on securities loans,
rents, royalties and income from similar
SOUrceS . . . . .

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

LI )

¢ Addlines 10aand10b , .. ...

11 Net income from unrelated business
activities not included in [ine 10b, \
whether or not the business is regularly

Carriedon + - v s s s e b b s s e s
12 Other income. Do not include gain or
loss from the sale of capital assets
(ExplaininPartV) , ., . v v v v v

13 Total support. (Add lines 9, 10c, 11,
and12) _ .

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

organization, check thisboxand stop Nere. . . v v w v v v v o v & 0 4 5 4 & s 5 n ¥ 8 v v s m v e r ek ey b s ke ke e

>

Section C. Computation of Public Support Percentage

15 Public support percentage for 2009 (line 8, column (f} divicded by line 13, column (f)),

[ R R T T

16 Public support percentage from 2008 Schedule A, Partlll, line 18, + v v o v v v v v v v s s 0 o 20 s 0 s v s

16

%

16

%

Section D. Computation of Investment Income Percentage

17 Investment income percentage for 2009 ({line 10c, column (f) divided by line 13, column (f))
18 investment income percentage from 2008 Schedule A, Partill, ine 17 . . . . . v i v s e e e e

17

%

18

%

19a 33 1/3% support tests - 2009. If the organization did not check the box on line 14, and line 15 is more than 331/3%, and line
17 is not more than 33 1/3%, check this box and stop here. The organization qualifies as a publicly supported organization M

b 33 1/3% support tests - 2008. If the organization did not check a box on line 14 or line 19a, and line 16 is more than 331/3%, and
line 18 is not more than 331/3%, check this box and stop here. The organization qualifies as a publicly supported organization P
20 Private foundation. If the organization did not check a box on line 14, 18a or 19b, check this box and see instructions P

oE123% 1.000
55857Y 2502 Vv 09-9.3

1120306
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52 ,79694

Schedule A {Form 990 or 990-EZ) 2009 Page 4
Supplemental Information. Complete this part to provide the explanation required by Part Il, line 10;
Part I, line 17a or 17b; or Part [ll, line 12. Provide any other additional information. See instructions

SSA Schedule A (Form 990 or 990-EZ) 2009

9E1225 2.000
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Schedule B Schedule of Contributors OMB No. 1545-0047
(Form 990, 990-EZ,
or 990-PF) P Attach to Form 990, 990-EZ, or 990-PF. 2@09

Department of the Treasury
Intemal Revenue Service
Name of the organization Employer identification number

CHESTER RIVER HOSPITAL CENTER

52-0679694

Organization type (check one):

Filers of: Section:
Form 990 or 990-EZ 501(0)(3 ) (enter number) organization

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

Form 990-PF 501(c)}(3) exempt private foundation

4947(a){1} nonexempt charitable trust treated as a private foundation

Do0ogdor

501{c)(3) taxable private foundation

Check if your organization is covered by the General Rule or a Special Rule.
Note. Only a section 501(c)(7), (8), or (10) organization can check boxes for both the General Rule and a Special Rule. See

instructions.
General Rule

For an organization filing Form 990, 980-EZ, or 980-PF that received, during the year, $5,000 or more (in money or
property) from any one contributor. Complete Parts | and I.

Special Rules

|:| For a section 501(c)(3) organization filing Form 990 or 990-EZ that met the 331/3 % support test of the regulations under
sections 509(a)(1) and 170(b){(1)}{A}(vi), and received from any cone contributor, during the year, a contribution of the greater
of (1) $5,000 or (2) 2% of the amount on (i) Form 990, Part VI, line 1h or (i} Form 990-EZ, line 1. Complete Parts | and
.

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

D For a section 501(c)(7), (8), or (10} organization filing Form 990 or 990-EZ that received from any one contributor, during
the year, contributions for use exclusively for religious, charitabie, etc., purposes, but these contributions did not
aggregate to more than $1,000. If this box is checked, enter here the total contributions that were received during the
year for an exclusively religious, charitable, etc., purpose. Do not complete any of the parts unless the General Rule
applies to this organization because it received nonexclusively religious, charitable, etc., contributions of $5,000 or more
during the year e A

Caution. An organization that is not covered by the General Rule and/or the Special Rules does not file Schedule B (Form 990,
990-EZ, or 990-PF}), but it must answer "No" on Part IV, line 2 of its Form 990, or check the box on line H of its Form 880-EZ,
or on line 2 of its Form 990-PF, to certify that it does not meet the filing requirements of Schedule B {Form 990, 890-EZ, or
990-PF).

For Privacy Act and Paperwork Reduction Act Notice, see the Instructions Schodule B (Form 990, 990-EZ, or 990-PF) (2009)
for Form 990, 890-E2, or 990-PF,

JEA

9E1251 2,000
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Sehedule B {Form 990, 990-EZ, or 990-PF) (2009) Page ' of of Part |
Name of organization CHESTER RIVER HOSPITAL CENTEER Employer identification number
52-06796%4
Contributors (see instructions)
(a) {b) (c} {d)
No. Name, address, and ZIP +4 Aggregate contributions Type of contribution
1 | CHESTER RIVER HEALTH FOUNDATION Person
' Payroll
100 BROWN STREET $ 223,912. | Noncash
CHESTERTOWN., MD 21620 {Complete Part Il if there is
k d a noncash contribution.}
(a) (b) {c) (d)
No. Name, address, and ZIP + 4 Aggregate contributions Type of contribution
Person
Payrol
$ Noncash
{Complete Part ll if there is
a noncash contribution.)
(a) () c) (d} |
No. Name, address, and ZIP + 4 Aggregate contributions Type of contribution ;
Person 5
Payroll
3 Noncash
{Complete Part i if there is
a noncash contribution.)
{a) (b) (c) {d)
No. Name, address, and ZIP + 4 Aggregate contributions Type of contribution
Person
Payroll
$ Noncash
{(Complete Part Il if there is
a noncash contribution.)
{a) {b) {c) (d)
No. Name, address, and ZIP + 4 Aggregate contributions Type of contribution
Person
Payroll
$ Noncash
(Complete Part Il if there is
a noncash contribution.)
(a) (b) () ()
No. Name, address, and ZIP + 4 Aggregate contributions Type of contribution
Person
Payroll
3 Noncash
(Complete Part Il if there is
a honcash contribution.)
ssh Schedule B (Form 990, 890-EZ, or 990-PF) (2009)

9E1253 1.000
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SCHEDULE C ' Political Campaign and Lobbying Activities | oM No. 1545.0047

(Form 990 or 990-EZ) For Organizations Exempt From Income Tax Under section 501(¢) and section 527

» Complete if the organization is described below. .
Department of the Treasury » Attach to Form 990 or Form 990-EZ.  pSee separate instructions Open to F"ubhc
Internal Revenue Service ' P Inspection

if the organization answered "Yes,” to Form 990, Part IV, line 3, or Form 990-EZ, Part V), line 46 {(Political Campaign Activities), then

® Section 501{c){3} crganizations: Complete Parts |-A and B. Do ndt complete Part I-C.

# Section 501(c} (other than section 501(c)(3)) organizations: Complete Parts I-A and C below. Do not complete Part 1-B.

® Section 527 organizations: Complete Part I-A only.
if the organization answered "Yes," to Form 980, Part 1V, line 4, or Form 990-E2Z, Part Vi, line 47 (Lobbying Activities), then

® Section 501(¢){3) organizations that have filed Form 5768 {election under section 501 (h})): Complete Part lI-A. Do not complete Part |1-B.

® Section 501(c)(3) organizations that have NOT filed Form 5768 (election under section 501(h)): Complete Part [I-B. Do not complete Part [I-A.
If the organization answered "Yes,” to Form 990, Part IV, fine § (Proxy Tax), then

® Section 501(c)(4), (5), or {8) organizations: Complete Part IIl.

Name of organization Employer identification number
CHESTER RIVER HOSPITAL CENTER 52-0675694
Complete if the organization is exempt under section 501(c) or is a section 527 organization.

1 Provide a description of the organization's direct and indirect political campaign activities in Part IV.
2 Politicalexpenditures . . . ... ... . e e e e > $
3  Volunteerhours . . ... ... e e e b e e

ETiR:¥ Complete if the organization is exempt under section 501(c)(3).

1 Enter the amount of any excise tax incurred by the organization under section 4955 , . . . . >$
2 Enter the amount of any excise tax incurred by organization managers under section 4955 , ., » §
3 If the organization incurred a section 4955 tax, did it file Form 4720 for this year? . . . . .. .. H Yos H No
4a Was acomectonmade? . . .. . . ... ... ...t ves |_Ino
b If "Yes," describe in Part IV.
Complete if the organization is exempt under section 501(c}, except section 501(c)(3).
1 Enter the amount directly expended by the filing organization for section 527 exempt function
BCHVIIES . L . L L e ceee P8
2 Enter the amount of the filing organization's funds contributed to other orgamzauons for sectlon
527 exempt function activities . . . . . e . >3
3 Total exempt function expenditures. Add lines 1 and 2. Enter here and on Form 1120 POL
< >3
4 Did the filing organization file Form 1120-POL forthis year? | . . o . . . v v vt v s e e e v e e v s e s e nns |__—| Yes I____I No

5 Enter the names, addresses and employer identification number {EIN) of all section 527 political organizations to which payments
were made. For each organization listed, enter the amount paid from the filing organization's funds. Also enter the amount of
political contributions received that were promptly and directly delivered to a separate political organization, such as a separate
segregated fund or a political action committee (PAC). If additional space is needed, provide information in Part IV.

(a) Name (b) Address {c) EIN {d} Amount paid from (e} Amount of political
filing organization's contributions received and
funds. If none, enter -0-. promptly and directly

delivered to a separate
political organization. If
none, enter -0-.

For Privacy Act and Paperwork Reduction Act Notice, see the Instructions for Form 9980 or 880-EZ Schedule C (Form 890 or 990-EZ) 2009
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Page 2

Schedule C {Form 990 or 990-EZ) Zuus 52-0679694
m Complete if the organization is exempt under section 501(c){2) and filed Form 5768 (election

under section 501(h)}.

A Check | |

B Check p

if the filing organization belongs to an affiliated group.
if the filing organization checked hox A and "limited control” provisions apply.

Limits on Lobbying Expenditures (a) Fi

(The term "expenditures” means amounts paid or incurred.) organization's totals group totals

ling (b} Affiliated

“~ o o 0 Do

columns.

Total lobbying expenditures to influence public opinion {grass roots lobbying). . . . . .
Total lobbying expenditures to influence a legislative body (direct lobbying) . . . . . ..
Total lobbying expenditures (add lines 1aand1b) , . . . ... ... ...........
Other exempt purpose expenditures |, . ., . .. . ittt v s nnnennnrron
Total exempt purpose expenditures (add lines tcand td), . . . . ... v v v v v v v
Lobbying nontaxable amount. Enter the amount from the following table in both

If the amount on line 1e, column {a) or (b) is:| The lobbying nontaxable amount is;
Not over $500,000 20% of the amount on line 1e.

Over $500,000 but not over $1,000,000 $100,000 pius 15% of the excess over $500,000.

Over $1,000,000 but not over $1,500,000  {$175,000 plus 10% of the excess over §1,000,000.] R

Over $1,500,000 but not over $17,000,000 [$225,000 plus 5% of the excess over $1,500,000.

Over $17,000,000 $1,000,000.

g Grassroots nontaxable amount (enter 25% of INe 18) . . . L v v v v i v v i b v e e o s
h Subftract line 1g from line 1a. If zero or less, enter -0-

i Subtract line 1f from line 1¢. If zero or less, enter -0-
]

LI T T R RS R L I T T I B |

L R I I T I R I |

If these is an amount other than zero on either line 1h or line 1i, did the organization file Form 4720 reporting

section 4911 tax for this VEar? . . . . .t i i i e it b s s s s s s ame s msrsesraaaens

...... |_|Yes |——| No

4-Year Averaging Period Under Section 501{h}
{Some organizations that made a section 501({h) election do not have to complete
columns below. See the instructions for lines 2a through 2f on page 4.

all of the five

}

Lobbying Expenditures During 4-Year Averaging Period

Calendar year (or fiscal year : i
beginning in) {ay2006 {b) 2007 {c) 2008 (dy2009 () Total

2a Lobbying non-taxable amount

b Lobbying ceiling amount
{150% of line 2a, column {g))

¢ Total lobbying expenditures

d Grassroots nontaxable amount

e Grassroots ceiling amount
{150% of line 2d, column {(e})

f Grassroots lobbying expenditures

JEA
$E1265 1.000

55857Y 2502 ’ Vv 09-9.3 1120306

Schedule C (Form 990 or 990-EZ) 2009

PAGE 21



Schedule G (Form 990 or 990-EZ) 2009 52-0679634 Page 3

A0  Complete if the organization is exempt under section 501(c)(3) and has NOT filed Form 5768
(election under section 501(h}).

(2} {b)
Yes | No Amount
1 During the year, did the filing organization attempt to influence foreign, national, state or local
legislation, including any attempt to influence public opinion on a legislative matter or
referendum, through the use of: S
a Volunteers? X/
b Paid staff or management (include compensation in expenses reported on lines 1¢ through 10?7 X
c Medla adve;tlsements? ------------- ® F @ B BN 4 & = = ® =2 mE = =2 E = @ & "V B OFEE A BN x
d Mailings to members, legislators, or the publlc‘? _______ X
e Publications, or published or broadcast statements? . o . L. X
f  Grants to other organizations for lobbying purposes?: .. e, X
g Direct contact with legislators, their staffs, government officials, or a legislative body? = X
h Rallies, demonstrations, seminars, conventions, speeches, lectures, or any similar means? X
i Otheractivities? If "Yes," describe in PartlvV e X 4,506,
j Total Addlines 1cthrough1i == = | e r e e e e e e e L 4,506.
2a Did the activities in line 1 cause the organization to be not described in section 501(c}3)? |, _ | X o ' R :
b If"Yes," enter the amount of any tax incurred under section4912 _ . .., . ........| > -
¢ If "Yes," enter the amount of any tax incurred by organization managers under section 4912 ..

d _If the filing organization incurred a section 4812 tax, did it file Form 4720 for this year?. . . . . X -
m_cgo—nf;lete if the organization is exempt under section 501(c)(4), section 501(c)(5), or section

501(c}(6).
: Yes | No
1 Were substantially alt (90% or more) dues received nondeductibie by members? R
2 Did the organization make only in-house lobbying expenditures of $2,000 0rkess? .
3  Did the organization agree to carryover lobbying and political expenditures from the | prior year’> ...... |

=l Complete if the organization is exempt under section 501(c)(4), section 501(c)(5), or section
501(c){6) if BOTH Part lll-A, lines 1 and 2 are answered "No" OR if Part lll-A, line 3 is answered
VlYes."
1 Dues, assessments and similar amounts from members | .. .. .. R, .01
Section 162(e) nondeductible lobbying and political expenditures {do not include amounts of polltlcal
expenses for which the section 527(f) tax was paid).

a Currentyear, ., ., . . ...... e e 2a
Carryover from lastyear . e e e et e 2b
e Total, L e e e e 2¢

3 Aggregate amount reported in section 6033(e)(1)(A) notices of nondeductible section 162(e)dues _ _ . _ | 3

4  If notices were sent and the amount on fine 2¢ exceeds the amount on line 3, what portion of the o
excess does the organization agree to carryover to the reasonable estimate of nondeductible lobbying
and political expenditure next year? | L |

5 Taxable amount of lobbying and poimcalexpendltures (seeinstructions) . .+ . v v vt i i i e 5
Supplemental Information

Complete this part to provide the descriptions required for Part |-A, line 1; Part I-B, line 4; Part I-C, line 5; and Part II-B, line 1i.
Al]sg% comglete this part for any additional information.

ISA Schedule C {(Form 990 or 990-EZ) 2009

9E1266 1.000
55857Y 2502 vV 09-2.3 1120306 PAGE 22




Schedule C (Form 990 or 990-EZ) 2009 52-0679694 Page 4
:WAVE  Supplemental Information {continued)

LOBBYING ACTIVITIES

(MHA) AND THE AMERICAN HOSPITAL ASSOCIATION (AHA). MHA AND AHA ENGAGE IN ;
MEMBER HOSPITALS. THE MHA AND AHA REPORTED THAT 6.73% AND 23.76% OF  ____________

ISA Schedule C (Form 980 or 990-EZ) 2009
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I OMB No. 1545-0047

SCHEDULE D S . :
upplemental Financial Statements
(Form 990) PP
- Complete if the organization answered "Yes," to Form 990,

Depariment of the Treasury PartIV, line 6, 7, 8, 9, 10, 11, on: 12. _ Open to F_‘ublic

Intemal Revenue Service » Attach to Form 990. » See separate instructions. Inspection

Name of the organization Employer identification numbear

CHESTER RIVER HOSPITAL CENTER 52-0679%694
Crganizations Maintaining Donor Advised Funds or Other Similar Funds or Accounts. Complete if
the organization answered "Yes" to Form 990, Part IV, line 6.

(a) Donor advised funds {b) Funds and other accounts

Total number atendofyear . . ... ... ...
Aggregate contributions to (during year) . . . .
Aggregate grants from (during year} . ... ..
Aggregate value atendofyear . ... ... ..
Did the organization inform all donors and donor advisors in writing that the assets held in donor advised
funds are the organization’'s rfroperty. subject to the organization’s exclusive legal control? . . . . .. .. . an D Yes |:| No
6  Did the organization inform all grantees, donors, and donor advisors in writing that grant funds can be
used only for charitable purposes and not for the benefit of the donor or donor advisor, or for any other
purpose conferring impermissible private benefit? , ., .. ... ... s n e e n e r s b v v s ae e s [:I Yes I:] No
Conservation Easements. Complete if the organization answered "Yes" to Form 990, Part IV, line 7.
1 Purpose(s) of conservation easements held by the organization (check all that apply).
Preservation of fand for public use (e.g., recreation or pleasure) Preservation of an historically important land area
Protection of natural habitat Preservation of a certified historic structure
Preservation of open space
2 Complete lines 2a through 2d if the organization held a qualified conservation contribution in the form of a conservation
easement on the last day of the tax year.

nohWN =

Held at the End of the Year

a Total number of conservation easements . . .. . . T -
b Total acreage restricted by conservationeasements , . . . .. ... i i e na ... 2b
¢ Number of conservation easements on a certified historic structure included in(a). . . . . . 2¢c
d Number of conservation easements included in {c} acquired after 817/06 ., . . ... ... 2d

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

4  Number of states where property subject to conservation easement is located »
§  Does the organization have a written policy regarding the periodic monitoring, inspection, handling of
violations, and enforcement of the conservation easements tholdS? & v v v v v v s b v s ot s e v v e v n e D Yes El No
6  Staff and volunteer hours devoted to monitoring, inspecting, and enforcing conservation easements during the year
»
7 Amount of expenses incurred in monitoring, inspecting, and enforcing conservation easements during the year
>3
8  Does each conservation easement reported on line 2(d) above satisfy the requirements of section
170(h4)(B) (N and 1704} BYI? & . v . v i o i i et et e e e e e . ‘:J Yes D No

9 In Part XIV, describe how the organization reports conservation easements in its revenue and expense statement, and
balance sheet, and include, if applicable, the text of the footnote to the organization’s financial statements that describes

the organization's accounting for conservation easements.
IEI"' Organizations Maintaining Collections of Art, Historical Treasures, or Other Similar Assets.
Complete if the organization answered "Yes" to Form 990, Part IV, line 8.
1a If the organization elected, as permitted under SFAS 1186, not to report in its revenue statement and balance sheet works of

att, historical treasures, or other similar assets held for public exhibition, education, or research in furtherance of public service,
provide, in Part XIV, the text of the footnote to its financial statements that describes these items.

b If the organization elected, as permitted under SFAS 1186, to report in its revenue statement and balance sheet works of art,
historical treasures, or other similar assets held for public exhibition, education, or research in furtherance of public service,
provide the following amounts relating to these items:

{i} Revenues included in Form 990, PartVill, line1 . . . .. P e e s e e e e e | i
(ii) Assets included in Form 990, PartX .. ... ....... B & |

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

a Revenues included in Form 990, Part VL lIne 1 - - v v v v v v v v o bt et b et v b e it bt e e »3
b Assets included in Form 990, PartX . ... ..... o r e e e e r e e e e ket e e |
For Privacy Act and Paperwork Reduction Act Notice, see the Instructions for Form 990. Schedule b (Form 990} 2009
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Schedule D (Form 990) 2008 52-0679694 Page 2
Organizations Maintaining Collections of Art, Historical Treasures, or Other Similar Assets {continued)

3 Using the organization's acquisition, accession, and other records, check any of the following that are a significant use of its

coilection items (check all that apply):
a Public exhibition d l.oan or exchange programs
b Scholarly research e B Other
¢ Preservation for future generations
4 Provide a description of the organization's collections and explain how they further the organization's exempt purpose in
Part XIV.
§ During the year, did the organization solicit or receive donations of art, historical treasures, or other similar
assets to be sold to raise funds rather than to be maintained as part of the organization's collection? . . . . . . [ lYes | INo i

Escrow and Custodial Arrangements, Complete if the organization answered "Yes" to Form 990, Part g
IV, line 8, or reported an amount on Form 980, Part X, line 21.

1a [s the organization an agent, trustee, custodian or other intermediary for contributions or other assets not

included on Form 990, PartX?. . . . v vt v e s e [ Jves [ ]No
b If "Yes," explain the arrangement in Part XIV and complete the following table;

Amount |

¢ Beginningbalance ... ......... e e kT

d Additions during theyear . . ....... LT

e Distributions duringtheyear. . . . . . o i it ittt e e 1e

f Endingbalance . . v v oo v it i e i i e 1f

2a Did the organization include an amount on Form 990, Part X, ine 217 ., . . o v o v o v v b n v s o s o =« . [__]Yes |__] No
b If "Yes," explain the arrangement in Part XIV.

Endowment Funds. Complete if organization answered "Yes" to Form 990, Part IV, line 10.
{&) Current Year (b) Prior year {c) Two years back {d) Three years back {e) Four years back

ta Beginning of year balance . . ..
b Contributions . . .. .. ... ..
¢ Net investment earnings, gains,
andlosSeS. v 4+ v e s e v u e
d Grants or scholarships + . . ...
e Other expenditures for facilities .
andprograms . + + v v e a0 s s
f Administrative expenses . . . ..
g Endofyearbalance., . . .. ...
2 Provide the estimated percentage of the year end balance held as:
a Beard designated or quasi-endowment » %
b Permanent endowment p %
¢ Term endowment p %
3a Are there endowment funds not in the possession of the organization that are held and administered for the
organization by: Yes [ No
() unrelatedorganizations. . .+« v v o v i it i it e i e e e e s e e e 3af(i)
(i related organizations . . . . . . .o i it i i i e e e e e e et e 3a(ii)
b If "Yes" to 3a(ii), are the related organizations listed as requiredon Schedule R? . . . . . . ... .. .. ... .. 3b
4 Describe in Part XiV the intended uses of the organization's endowment funds.
Investments - Land, Buildings, and Equipment. See Form 990, Part X, line 10.

Description of investment {a) Cost or other basis (b} Cost or other {c} Accumulated (d} Beok value
(investment) basis (other) depreciation

1a Land. « o o o v v i i s e e e 478,341 R 478,341,

b Buidings .+ . ... ... 00 0L 22,987,308 9,922,619] 13,064,689.

¢ Leasehold improvements. « « « « « v v v

d Equipment . . .. ... e 26,832,683 19,686,907 7,145,776,

e Other - - - v v v i e v e i i i i it e e 1,210,201 815,367| 395,534, |
Total. Add lines 1a through 1e. (Column (d) must equal Form 990, Part X, column (B), line 10(c).). . . . . . > 21,084,349, ‘

Schedule D (Form 990} 2009
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Schedule D (Form 990} 2009 52-06792694 Page 3
ERAYE  Investments - Other Securities. See Form 290, Part X, line 12.

(a) Description of security or category {b) Book value {c) Method of valuation:
(including name of security) Cost or end-of-year market value
Financial derivatives , , . ... ... ..........
Closely-held equity interests , , ., .. ... ......

Other

Total. (Column (b) must equal Form 990, Part X, col (B) line 12.) » !
R4l Investments - Program Related. See Form 990, Part X, line 13.

(a) Description of investment type (b) Book value {c) Method of valuation:
Cost or end-of-year market value

Total. (Column (b) must equal Form 990, Part X, col. {B) line 13.) »
Other Assets, See Form 990, Part X, line 15.

(a) Description {b) Bock value

DUE FROM AFFILIATES . 746,249,
ASSETS LIMITED AS TC USE 385,776.
DEFERRED FINANCING COSTS 23,520,
INTEREST IN THE NET ASSETS
OF FOUNDATION 4,748,186,
Total, {Column (b) must equal Farm 990, Part X, ¢of (B) i€ 15.) » @ v v o s v o s v s s s 8 t v s s s o sesssesseeeee 5,903,731.

Other Liabilities. See Form 990, Part X, line 25.
1. {a) Description of liability {b} Amount
Federal income taxes
ADVANCES FROM 3RD PARTY PAYORS L,055,854.
MINIMUM PENSION LIABILITY 7,721,264
Total. (Column (b} must equel Form 990, Part X, col. (B) line 253 8,777,118

2, FIN 48 Footnote. In Part XIV, provide the text of the footnote to the organization's flnanmal statements that reports the
organization's liability for uncertain tax positions under FIN 48.

Schedule D (Form 990) 2009
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Schedule D (Form 990) 2009 52-0679694 ‘Page 4
El®E Reconciliaticn of Change in Net Assets from Form 990 to Audited Financial Statements

1  Total revenue (Form 990, Part VIIl, column (A), Ine 12) | . . . . . . 0 e e e e s e e e e ee e e 1
2  Total expenses (Form 990, Part IX, column (A}, line 25) | . . .. . ... . i i i i v oot enonn 2
3  Excess or (deficit) for the year. Subtractline 2 fromline 1 . L . . . .. 0 i v it v i s e e 3
4 Net unrealized gains (losses) oninvestmMents | | . L . ., .t it i i it e et e e, 4
5 Donated services and use of facilities e e e e e e e e e e e e e e e e e 5
6 lavestmentexpenses L., .., i e i 6
7 Priorperiod adjustments | L e 7
8 Other(Describe inPartXIV.) | | . e 8
9  Total adjustments (net). Add lines 4 through8 _ . _ ... ....... i .19
10 Excess or (deficit) for the year per audited financial statements. Combinelines3and9 . ..... .1 10
Reconciliation of Revenue per Audited Financial Statements With Revenue per Return
1  Total revenue, gains, and other support per audited financial statements _ , . . . . ... .. P I |
2 Amounts included on line 1 but not on Form 990, Part VII, line 12: I
a Netunrealized gains on investments . . . . ... ... ........ 2a
b Donated services and use offacilittes _ _ . . . . ... .. i v i .. 2b
¢ Recoveries of prioryeargrants . _ _ . _ . . ... P ]
d Other (Describein PartXIV.) _ _ _ _ . . . . S I { | L
e Addlines 2a through2d , . .. ... e e e e e e e 2e
3  Subtract line 2e fromlined ., .. .. e e r e e e as e e e s e et 3
4  Amounts included on Form 990, Part VIII, line 12, but not on line 1: ol
a Investment expenses notincluded on Form 990, Part VIl line7b , _ _ _ . . . 4a
b Other(DescribeinPartXV.) . . .. . ... ..... ... ... ......... 4b
¢ Addlinesdaanddb ... ... ... ... .. . e A .
5  Total revenue, Add lines 3 and 4¢. (This musf equal Form 990, Partlline 12.) .. . v v v v v v v v 0 v u s 5
Reconciliation of Expenses per Audited Financial Statements With Expenses per Return
1 Total expenses and losses per audited financial statements 1
2 Amounts included on line 1 but not on Form 990, Part IX, line 25 el
a Donated services and use offaciltes e s L2a
b Prior year adjustments R 1 -
c Otherlosses ------------------- @ 4 B & 4 & B & B F OB OFE N EF RN zc
d Other (Descrbe in PartXivy L2
e Addlines 2a through2¢ = = = =~ | et e e e e 2e
3 Subtractline2e fromlined .. .............. ‘o e e e e e 3
4  Amounts included on Form 990, Part IX, line 25, but not on hne 1 L
a Investment expenses not included on Form 990, Part VIH, line Tb_ e 4a
b Other (Describe inPartXivy [ Y. -
c Add Iines 4a and 4b ---------------------------------------- LI I A 40
5 Total expenses. Add lines 3 and 4c. (This must equal Form 990, Part L line 18). . . . « v v v v v o s+ | B

EREAE Supplemental Information

Complete this part to provide the descriptions required for Part I, lines 3, 5, and 9; Part Ill, lines 1a and 4; Part IV, lines 1b
and 2b; PartV, Iine 4 Part X line 2 Part XI line 8; Part XlI, lines 2d and 4b; and Part XIil, lines 2d and 4b. Also compiete

Schedule D {Form 990} 2009
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Scheduie D (Form 980) 2009 52 279694 Page 5
Gl  Supplemental Information (continued)

FIN 48 FOOTNOTE PER AUDIT REPORT

SCHEDULE D, PART X

THE ORGANIZATION IS A SUBSIDIARY OF THE UNIVERSITY OF MARYLAND MEDICAL
SYSTEM CORPCRATION (THE CORPORATION). THE CORPORATION ADCPTED THE
PROVISIONS OF FASB INTERPRETATION NO. 48, ACCOUNTING FOR UNCERTAINTY IN
INCOME TAXES (FIN 48) ON JULY 1, 2007. FIN 48 PRESCRIBES A THRESHOLD OF
MORE-LIKELY-THAN-NOT FOR RECOGNITION AND DE-RECOGNITION OF TAX POSITIONS
TAXKEN OR EXPECTED TO BE TAKEN IN A TAX RETURN. FIN 48 ALSO RECOGNIZES
RELATED GUIDANCE ON MEASUREMENT, CLASSIFICATICON, INTEREST AND PENALTIES
AND DISCLOSURE. THE IMPLEMENTATION OF FIN 48 DID NOT HAVE A SIGNIFICANT
IMPACT ON THE CORPORATION'S BALANCE SHEET OR STATEMENT OF OPERATICONS.
MANAGEMENT DOES NOT BELIEVE THAT THERE ARE ANY UNRECOGNIZED TAX BENEFITS

THAT SHOULD BE RECOGNIZED.

Schedule D (Form 980) 2009
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SCHEDULE H Hospitals | ome No. 1545-0047
{(Form 990}

- Complete if the organization answered "Yes" to Form 890, Part IV, question 20.
Department of the Treasury P Attach to Form 090, Open to 'Public
Intemat Revenue Senvice P See separate instructions. Inspection
Name of the organization Employer identification number
CHESTER RIVER HOSPITAL CENTER 52-067869%4
2T Charity Care and Certain Other Community Benefits at Cost

ta Does the organization have a charity care policy? If "No," skip to question6a . . . . . B T I I I A P
b If"Yes,"isitawrtten policy? . & @ o v v @ b e s h s e i s e i e e e e e e a e e e s e e P
2 If the organization has multiple hospitals, indicate which of the following best describes application of the
charity care policy to the various hospitals.
Applied uniformly to all hospitals D Applied uniformly to most hospitals
Generally taifored to individual hospitals
3 Answer the following based on the charity care eligibility criteria that applies to the largest number of the
organization's patients.

a Does the organization use Federal Poverty Guidelines (FPG) to determine eligibility for providing free care to low income
individuals? If "Yes," indicate which of the following is the family income limit for eligibility for freecare: |, , ., . ... ... ..

D 100% [:] 150% 200% Other == %

b Does the organization use FPG to determine eligibility for providing discounted care to low income individuals? If "Yes,"
indicate which of the following is the family income limit for eligibility for discoUNted Care: . . . . 4 v v v o v s v o o o = « « «
200% 250% 300% 350% !f] 400% Other e %
¢ [ the organization does not use FPG to determine eligibifity, describe in Part VI the income based criteria for
determining eligibility for free or discounted care. Include in the description whether the organization uses an
asset test or other threshold, regardless of income, to determine eligibility for free or discounted care.

4 Does the organization's policy provide free or discounted care to the "medically indigent™? . . « + ¢ @ & v v v 0 v o v v v w v s
Sa Does the organization budget amounts for free or discounted care provided under its charity carepolicy? - = . -« - v & v 0 v . .
If "Yes," did the organization's charity care expenses exceedthe budgetedamount? . . . & v o v v v v o v o v v o s v v o v n

¢ lf "Yes" to line 5b, as a result of budget considerations, was the organization unable to provide free or discounted
care to a patient who was eligible for free or discounted CAME?. v v v m e e e e e r e e n o a e wEr s r e aes e
6a Does the organization prepare an annual community benefitreport? . . . . . . . . . o v v o . .. e e e e me mrs aaas s
b If "Yes," does the crganization make it available to thepublic? v o v v v o v v i e C e e a e

Complete the following table using the worksheets provided in the Schedule H instructions. Do not submit
these worksheets with the Schedule H.
7 Charity Care and Certain Other Community Benefits at Cost

Charity Care and (a) Number of { (b) Persons {¢) Total community (d) Direct offsetting {e) Net community {f) Percent
Means-Tested Government | 5oaiee ™ | served benefil expense revenue benefit expense of total
Programs (opfional) (optional) expense

a ) Charity care at cost (from

Worksheats Tand 2) + ¢ + « o 213281439' 2r328f439' 4.07

b unreimbursed Medicaid (from

Worksheet 3, columna) s o «
G Unreimbursed costs - cther means-
tested government programs (from
Worksheet 3, column b) .
¢d Total Charity Care and
Means-Tested Government

Programs o « + = s s = » » 2,328,439, 2,328,439, 4,07
Other Benefits

€ Community health improvernent

soervices and community benefit
operations (from Worksheet4) 400,583. 400,583, .70

f  Health professions ecucation

{from Worksheet § « « « « . 160,274. 160,274, .28

g Subsidized health services (from
Worksneet6)e o s 2 o 4 4 s 2,548,197, 457,000. 2,051,197. 3.57

h  Research (from Worksheet 7) « «

i Cash and in-kind coptributions to
community groups (from 14,655, 14,655.|. .03

Worksheet8), , + « « « . .
j Total, Other Benaftis - - . . . 3,123,7089. . 497,000. 2,626,709, 4.58
K __Total. Add tines 7d and 7j . . . 5,452,148, 497,000. 4,955,148, 8.65
For Privacy Act and Paperwork Reduction Act Notice, see the Instructions for Form 990, Schedule H (Form 990) 2009
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Schedule H (Form 980) 2009 52-067%694 Page 2
Community Building Activities Complete this table if the organization conducted any community
building activities.
{a) Number of | {b) Persons {c) Total community (d) Direct offsetting (&) Net cormnmunity (f) Percent of
activities or served building expense revenue building expense total expense
programs (optionaf)
(eptional)
1 Physical imgrevements‘and housing
2 Economic development 9,133. 9,133. .02
3 Community support 154 35,889, 35, 889. .06
4 Environmental improvements
§ Leadership development and :
training for community members
6_Coalition building
7 Community health improvement '
advecacy 145,866. 145, 866. .25 ]
8 Workforce development
9 Other
10 Total 154 190,888. 190,888. .33
Bad Debt, Medicare, & Collection Practices
Section A. Bad Debt Expense Yes | No
1 Does the organization report bad debt expense in accordance with Healthcare Financial Management
Association StatementNo. 157 . . .. .. ........ e et e e e e e e e e X
2 Enter the amount of the organization's bad debt expense {atcost) , . .. ........ 2 2,662,571, L
3 Enter the estimated amount of the organization's bad debt expense (at cost) attributable
to patients eligible under the organization's charity care policy _ . , . ... ... .... 3
4 Provide in Part VI the text of the footnote to the organization's financial statements that describes bad debt
expense. In addition, describe the costing methodology used in determining the amounts reported on lines
2 and 3, and rationale for including other bad debt amounts in community benefit.
Section B. Medicare
5 Enter total revenue received from Medicare (including DSHandIME) . . .. ...... 5 24,143,676.
6 Enter Medicare allowable costs of care relating to paymentsonline5 . . . . ... ... 8 24,379,724,
7 Subtract line & from line 5. This is the surplus or{shortfall) . . . . ... ......... 7 -236,048.
8 Describe in Part VI the extent to which any shortfall reported in line 7 should be treated as community benefit,
Also describe in Part VI the costing methodology or source used to determine the amount reported on line 6.
Check the box that describes the method used:
Cost accounting system Cost to charge ratio EI Other
Section C. Collection Practices
ga Does the organization have a written debt collectionpolicy? ., . . . . v v v v v it et b et e e et e e ga | X
b If "Yes" does the organization's collection policy contain provisions on the collection practices to be followed
for patients who are known to qualify for charity care or financial assistance? Descrbein PartMI. . . . .. ... .. b | X

SV Management Com

anies and Joint Ventures

{(a} Name of entity {b) Description of primary [c} Organization's (d) Officers, directors {&) Physicians’
activity of entity . profit % or stock trustees, or key profit % or stock
ownership % employses' profit % ownership %
or stock ownership %
1N/A
2
3
4
5
6
7
8
9
10
11
12
13
14
9E12‘éSSA1.DOO Scheadule H (Form 990} 2009
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Facility Information
el ol ol 2| ol 2| m| o
@ = @ = @® ) a
Name and address 81 3 | 215 8| % & Other
g | 8y 8| 51 -1 8
gl &) 2| & &} i T| 2 (Describe) ;
=3 g ud Hd § Y =} i
2 a g 3 2| B 8 ;
s| g| &) 8| 8| 2 %
-1 1 '
g - ;
g
CHESTER RIVER %9§PITAL CENTER !
100 BROWN STREET -
CHESTERTOWN MD 21620 X b4 X
CHESTEE“EEYE§J?¥EEﬁ LAB LABORATORY DRAW SITE !
5&92 CHURCH HI%E_EQ%B_SUITE 450 : :
CHESTERTOWN MD 21620
—_
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Schedule H (Form 990} 2009 52-0679694 Page 4
E1i4%l Supplemental Information

Complete this part to provide the fellowing information.

1

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

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

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

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

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

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

If the organization is part of an affiliated health care system, describe the respective roles of the organization and its affiliates
in promoting the health of the communities served.

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

PART I, LINE 3C:

PART I, LINE 6A:

FISCAL YEAR ENDING JUNE 30, WHICH IT SUBMITS T¢ THE HEALTH SERVICES

COST REVIEW COMMISSION (HSCRC), A STATE REGULATORY AGENCY, BY

PART I, LINE 7G:

PROVIDE 24 HOUR COVERAGE TO ALL PATIENTS. IN ADDITION, CHESTER RIVER

JSA
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Schedule H (Form 990) 2009 52-0679694 Page 4
(el  Supplemental Information
Complete this part to provide the following information.

1

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

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

Patient education of eligibility for assistance. Describe how the organization informs and educates patients and persons who

may be billed for patient care about their eligibility for assistance under federal, state, or local government programs or under
the organization's charity care policy.

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

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

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

If the organization is part of an affifiated health care system, describe the respective roles of the organization and its affiliates
in promoting the health of the communities served.

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

SCHEDULE H, LINE 7B, COLUMNS ({) THROUGH (F)

PAYMENT THAT DIFFERS FROM THE REST OF THE NATION. THE HEALTH

SERVICES COST REVIEW COMMISSION, (HSCRC) DETERMINES PAYMENT THROUGH A

RATE SETTING PROCESS AND ALL PAYORS, INCLUDING GOVERNMENTAL PAYORS,

HOSPITAL. MARYLAND'S UNIQUE ALL PAYOR SYSTEM INCLUDES A METHOD FOR

REFERENCING UNCOMPENSATED CARE IN EACH PAYORS' RATES, WHICH DCES NOT

TO UNCOMPENSATED CARE. COMMUNITY BENEFIT EXPENSES ARE EQUAL TO

PART I, LINE 7:

SCHEDULE H, LINE 7A, COLUMN (D), LINE 7F, COLUMN (C), LINE 7F, COLUMN

JBA
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Schedule H (Form 990) 2009 52-0679694 Page 4
Supplemental Information
Compiete this part to provide the following information.
1 Provide the description required for Part 1, line 3¢; Part |, line 6a; Part |, line 7g; Part |, line 7, column (fy; Part 1, line 7; Part INi,
line 4; Part lil, line 8; Part lll, line Sb, and Part V. See Instructions.
2 Needs assessment. Describe how the organization assesses the health care needs of the communities it serves,
3 Patient education of eligibility for assistance. Describe how the organization informs and educates patients and persons who
may be billed for patient care about their eligibility for assistance under federal, state, or local government programs or under
the organization's charity care policy.

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

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

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

7 If the organization is part of an affiliated health care system, describe the respective roles of the organization and its affiliates
in promoting the health of the communities served.

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

MARYLAND'S REGULATORY SYSTEM CREATES A UNIQUE PROCESS FOR HOSPITAL

PAYMENT THAT DIFFERS FROM THE REST OF THE NATION. THE HEALTH

SERV_I_C_E_S_ COST REVIEW COMIXILE_S_E‘:ION, (HSCR(_?) DETERE’I_I_N_E_S__PAYMENT__T_H_R_OUGH__A___

HOSPITAL. MARYLAND'S UNIQUE ALL PAYOR $YSTEM INCLUDES A METHOD FOR

ISA Schedule H (Form 990) 2009
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Schedule H (Form 9$90) 2000 52-0679694 Page 4
Supplemental Information
Complete this part to provide the following information.
1 Provide the description required for Part I, line 3¢; Part |, line 6a; Part |, line 7g; Part |, line 7, column (f); Part |, line 7; Part I},
line 4; Part fll, ling 8; Part lll, ine 9b, and Part V. See Instructions.
2 Needs assessment. Describe how the organization assesses the health care needs of the communities it serves.

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

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

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

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

7 If the organization is part of an affiliated health care system, describe the respective roles of the organization and its affiliates
in promoting the health of the communities served.

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

PART III, LINE 4:

COVERAGE, AND OTHER COLLECTION INDICATORS. PERIODICALLY THROUGHOUT

PAYQOR CATEGORY. THE RESULTS OF THIS REVIEW ARE THEN USED TO MAKE

ALLOWANCE FOR UNCOLLECTIRLE RECEIVABLES. AFTER COLLECTION OF AMOUNTS

PLACING CERTAIN PAST DUE BALANCES WITH COLLECTION AGENCIES. BAD DEBT

PART IIX, LINE 8:

STARTED SETTING HOSPITAL RATES IN 1974. AT THAT TIME, THE HSCRC

APPROVED RATES APPLIED ONLY TO COMMERCIAL INSURERS. IN 1977, THE

JsA Schedule H {Form 9%8) 2009
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Schedule H (Form 990) 2009 52-0679694 Page 4
Supplemental Inforenation
Complete this part to provide the following information.
1 Provide the description required for Part [, line 3¢; Part |, line 6a; Part I, line 7g; Part I, line 7, column {f); Part i, line 7: Part Ill,
line 4; Part Ili, line 8; Part ll, line 8b, and Part V. See Instructions.
2 Needs assessmant. Describe how the organization assesses the health care needs of the communities it serves,
3 Patient education of eligibility for assistance. Describe how the organization informs and educates patients and persons who
may be billed for patient care about their eligibility for assistance under federal, state, or local government programs or under
the crganization's charity care policy.

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

5 Community building activities. Describe how the organization's community building activities, as reporied in Part I, promote
the heatlth of the communities the organization serves.

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

7 If the organization is part of an affiliated health care system, describe the respective roles of the organization and its affiliates
in promoting the health of the communities served.

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

HSCRC NEGOTIATED A WAIVER FROM MEDICARE HOSPITAL PAYMENT RULES FOR

Jsa Schedule H (Form 990) 2009
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Schedule H (Form 990) 2009 52-0679694 Page 4
Suppiemental Information
Complete this part to provide the following information.
1 Provide the description required for Part |, line 3¢; Part |, line 6a; Part |, line 7g; Part i, line 7, column {f); Part |, line 7; Part Ili,
line 4; Part ill, line 8; Part lll, line 9b, and Part V. See Instructions.
2 Needs assessment. Describe how the organization assesses the health care needs of the communities it serves.
3 Patient education of eligibility for assistance. Describe how the organization informs and educates patients and persons who
may be billed for patient care about their eligibility for assistance under federal, state, or local government programs or under
the organization's charity care policy.

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

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

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

7 If the organization is part of an affiliated health care system, describe the respective roles of the organization and its affiliates
in promoting the health of the communities served.

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

THE ORGANIZATION EXPECTS PAYMENT AT THE TIME THE SERVICE IS PROVIDED.

IN A DIGNIFIED AND RESPECTFUL MANNER. EMERGENCY SERVICES WILL BE

PROVIDED TO ALL PATIENTS REGARDLESS OF ABILITY TO PAY. FINANCIAL
DEFINED IN THE FINANCIAL ASSISTANCE POLICY. THE ORGANIZATION DOES
COLLECTION PROCESS. THE ORGANIZATION MAY REQUEST THE PATIENT TO
ASSISTANCE. THE ACCOUNT WILL NOT BE FORWARDED FOR COLLECTION DURING

5h Schedule H (Form 99¢) 2009
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3ElE0Ul  Supplemental Information
Complete this part to provide the following information.

1

Provide the description required for Part |, line 3¢; Part |, line 8a; Part {, line 7g; Part |, line 7, column (f); Part |, line 7; Part Il
line 4; Part I}, line 8; Part Hll, fine 9b, and Part V. See Instructions.

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

Patient education of eligibility for assistance. Describe how the organization informs and educates patients and persons who

may be billed for patient care about their eligibility for assistance under federal, state, or local government programs or under
the organization's charity care policy.

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

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

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

If the organization is part of an affiliated health care system, describe the respective roles of the organization and its affiliates
in promoting the health of the communities served.

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

JSA
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Supplemental Information
Complete this part to provide the following information.

1

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

2 Needs assessment. Describe how the organization assesses the health care needs of the communities it serves.
3 Patient education of eligibility for assistance. Describe how the organization informs and educates patients and persons who

may be billed for patient care about their eligibility for assistance under federal, state, or local government programs or under
the organization's charity care policy.

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

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

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

if the organization is part of an affiliated health care system, describe the respective roles of the organization and its affiliates
in promoting the health of the communities served.

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

ANALYST DATABASE OF SMA INFORMATICS, PROVIDED BY HSCRC.

RIVER HEALTH SYSTEM FOR THE NEXT THREE TO FIVE YEARS. C(RHS RETAINED

INPUT AND INFORMATION FRCM A VARIETY OF COMMUNITY SOURCES, INCLUDING:

" CONSUMER SURVEY (438 COMMUNITY MEMBERS COMPLETED A PRINTED FORM

JSA
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Schedule H {Form 950) 2009 : 52-0675694 Page 4
AN  Supplemental Information
Complete this part to provide the following information.

1

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

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

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

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

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

Provide any other information important to describing how the organization's hospitals or other health care facilities further its exempt
purpose by promoting the health of the community {e.9., open medical staif, community board, use of surplus funds, etc.).

If the organization is part of an affiliated health care system, describe the respective roles of the organization and its affiliates
in promoting the health of the communities served.

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

FY2010, THE FINDINGS FROM THE STRATEGIC PLAN VALIDATED WHAT CRHC HAD

FOR ASSISTANCE UNDER FEDERAL, STATE OR LOCCAL GOVERNMENT COR UNDER THE

PATIENT FINANCIAL SERVICES DEPARTMENT AND REGISTRATION. WHEN A

COMPANY ROI TO HELP WITH THIS PROCESS. SELF-PAY PATIENTS ARE

JSA
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Schedule H (Form 990) 2009 52-0679634 Page 4
ET{AUN Suppiemental Information

Complete this part to provide the following information.

1

Provide the description required for Part |, line 3¢; Part |, line 6a; Part |, line 7g; Part |, line 7, column (f); Part |, line 7; Part IIi,
line 4; Part lll, line 8; Part lil, line 9b, and Part V. See Instructions.
Needs assessment. Describe how the organization assesses the health care needs of the communities it serves.

3 Patient education of eligibility for assistance. Describe how the organization informs and educates patients and persons who

may be billed for patient care about their eligibility for assistance under federal, state, or local government programs or under
the organization’s charity care policy.

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

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

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

if the organization is part of an affiliated heaith care system, describe the respective roles of the organization and its affiliates
in promoting the health of the communities served.-

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

AVAILABILITY OF FINANCIAL ASSISTANCE FUNDS PRIOR TG SERVICE DURING

DISCUSSIONS WITE PATIENTS DURING REGISTRATION. IN ADDITION, THE

JSA
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Schedule H {Form $80) 2009 52-06792694 Page 4
Supplemental Information
Complete this part to provide the following information.
1 Provide the description required for Part |, line 3¢; Part |, line 6a; Part |, line 7g; Part |, line 7, column {f); Part |, line 7; Part |l
line 4; Part 11}, line 8; Part lll, line 8b, and Part V. See Instructions. _
2 Needs assessment. Describe how the organization assesses the health care needs of the communities it serves.

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

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

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

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

7 If the organization is part of an affiliated health care system, describe the respective roles of the organization and its affiliates
in promoting the heaith of the communities served. '

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

COMMUNITY INFORMATION:

ARE POPULATED BY ACTIVE FARMERS AND SMALL, CLOSE-KNIT COMMUNITIES.

WITH A TOTAL POPULATION OF 24,685, ACCOUNTS FOR MORE THAN HALF OF

POPULATION ONE OF THE OQLDEST, AGING POPULATIONS IN MARYLAND.

JSA Schedule K {Form 990) 2009
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Schedule H (Form 990) 2009 52-0679694 Page 4
=FTQ%E Supplemental Information
Complete this part to provide the following information.

1

Provide the description reguired for Part |, line 3¢; Part |, line 6a; Part |, line 7g; Part |, line 7, column {f); Part |, fline 7; Part Ill,
line 4; Part ill, line 8; Part lll, line 8b, and Part V, See Instructions.

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

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

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

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

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

If the organization is part of an affiliated health care system, describe the respective roles of the organization and its affiliates
in promoting the health of the communities served.

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

15% WITHOUT INSURANCE. IN A 2010 STUDY OF MARYLAND COUNTIES, KENT

PREVALENCE OF HYPERTENSION, HIGH CHOLESTEROL, OBESITY AND DIABETES

BUILDING ACTIVITIES, SPECIFICALLY IN KENT COUNTY AND QUEEN ANNE'S

JSA
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Schedule H (Form 990) 2009 N 52-0679694 Page 4
Supplemental Information
Complete this part to provide the following information. |
1 Provide the description required for Part |, line 3c¢; Part |, line 6a; Part |, line 7g; Part |, line 7, column (f); Part |, line 7; Part llI,
line 4; Part lll, line 8; Part ll], line 8b, and Part V. See Instructions.
2 Needs assessmaent. Describe how the organization assesses the health care needs of the communities it serves.
3 Patient education of eligibility for assistance. Describe how the organization informs and educates patients and persons who

may be billed for patient care about their eligibility for assistance under federal, state, or local government programs or under |
the organization's charity care policy.

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

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

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

7 If the organization is part of an affiliated health care system, describe the respective roles of the organization and its affiliates
in promoting the heaith of the communities served.

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

[+-]

DEVELOPMENT IN AND AROUND KENT COUNTY. THE VICE PRESIDENT ALSO

OTHER LOCAL COMMUNITY ORGANIZATTIONS AND GROUPS, SUCH AS THE ROTARY

_____ SPEAK AT MEETINGS ADDRESSING HEALTH CARE ISSUES. CHESTER RIVER

WITH OTHER COMMUNITY ORGANIZATIONS, SUCH AS KENT COUNTY HEALTH

DEPARTMENT AND THE XKENT COUNTY OFFICE OF EMERGENCY SERVICES, TO PLAN

AND PREPARE FOR DISASTERS. CHESTER RIVER HOSPITAL CENTER ORGANIZES

JSA Schedule H {(Form 990} 2009
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Schedule H (Form 980) 2009 52-0679694 - Page 4

Supplemental Information
Complete this part to provide the following information.
1 Provide the description required for Part 1, line 3¢; Part |, line E_:‘.a; Part |, line 7g; Part i, line 7, column (f}; Part |, line 7; Part ill,
line 4; Partll, line 8; Part lil, line 8b, and Part V. See Instructions. !
2 Needs assessment. Describe how the organization assesses the health care needs of the communities it serves. *

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

4 Community information. Describe the community the organization serves, taking intoe account the geographic area and
demographic constituents it serves, 3

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

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

7 If the organization is part of an affiliated health care system, describe the respective roles of the organization and its affiliates
in promoting the health of the communities served.

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

IN REGARDS TO COMMUNITY HEALTH IMPROVEMENT ADVOCACY, CHESTER RIVER
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SCHEDULE | Grants and Other Assistance to Organizations,

(Form 990)

. Governments, and Individuals in the United States
Department of the Treasury Complete if the organization answered "Yes” to Form 990, Part IV, line 21 or 22, Opento P.ublic
Intemel Revenue Service - Attach to Form 990. Inspection
Name of the organization EmPIOYOI‘ identification number
CHESTER RIVER HOSPITAL CENTER 52-067965%4

Imn General Information on Grants and Assistance
Does the organization maintain records to substantiate the amount of the grants or assistance, the grantees® eligibility for the grants or assistance, and
-X
- Yes No

1
the selection criteria used to award the Grants Or aSSISlaNCE T | | | . L L . L i i et i e v ot e ettt o eer et e e e
2 Describe in Part IV the organization's procedures for monitoring the use of grant funds in the United States.
Grants and Other Assistance to Governments and Organizations in the United States. Complete if the organization answered "Yes" to
Form 980, Part IV, line 21, for any recipient that received more than $5,000. Check this box if no one recipient received more than $5,000. Use
Part IV and Schedule I-1 (Form 990) if additional spaceisneeded . . .. v i i it it ittt it i et e et e ee e e DD
1 {a) Name ag;igagvder;s; :; lorganlza‘lion {b)EIN (T') :::;ﬁ:n (d} Amount of cash gran}{a) Am::sn?; Lg; xn-cash ‘( xﬁ*ﬁﬁ?ﬂ {0} Description of (hy E:xrpo,s? of granl
2 Enter total number of section S509(C)(3) and governMent OrganiZations | .\ L . i\ i vt v et v et v st nar et e e e »
>

3 Entertotal number of other organizalions . . . . 0 v v 0 v u s u e e e b e i e e s 4 e e e e e et o s s
For Privacy Act and Paperwork Reduction Act Notice, see the Instructions for Form 990, Schedule | (Form 990} 2009

JSA
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Schedule | (Form 990} 2009

52-0679694

Page 2

Grants and Other Assistance to Individuals in the United States. Complete if the organization answered "Yes" on Form 990, Part IV, line 22.

Use Part IV and Schedule I-1 {Form 990} if additional space is needed.

{f) Description of non-cash assistance 1

(a} Type of grant or assistance (b} Number of {c) Amount of {d) Amount of {o) Methed of valuation (book,
recipients cash grani ron-cash assistance FMV, appraisal, oiher)
EMPLOYEE EDUCKTION 10 16,724 .

IR Supplemental Information. Complete this part to provide the information required in Part |, tine 2, and any other addifional information.

SCHEDULE I, PART I

JSA

9E1285 1,000
55857Y 2502

Vv 09-9.3

1120306

Schedule [ (Form 980} 2009
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SCHEDULE J Compensation Information [ oMB No. 1545-0047

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

p Complete if the organization answered "Yes™ to Form 990,

Department of the Treasury Part IV, line 23. Open to Public
Intemal Revenus Service P Attach to Form 990. P See separate instructions. Inspection
Name of the organlzation Employer identification number
CHESTER RIVER HOSPITAL CENTER 52-0679694
Questions Regarding Compensation
Yes | No
1a Check the appropriate box(es) if the organization provided any of the foliowing to or for a person listed in Form .
960, Part VI, Section A, line 1a. Complete Part Il to provide any relevant information regarding these items.
First-class or charter travel - Housing allowance or residence for personal use
Travel for companions Payments for business use of personal residence
Tax indemnification and gross-up payments Health or social club dues or initiation fees
Discretionary spending account - Personal services (e.g., maid, chauffeur, chef) ‘
i
b If any of the boxes on line 1a is checked, did the organization follow a written policy regarding payment 1
or reimbursement or provision of all of the expenses described above? If "No," complete Part il to
BXDIIN 4 4 st e e e ek h e e e e e e e e e e e e e e e R 1b| X
2 Did the organization require substant:atlon prior to reimbursing or allowing expenses incurred by all
officers, directors, trustees, and the CEQ/Executive Director, regarding the items checked inlne 12? , |, |, . 2 X
3 Indicate which, if any, of the following the organization uses to establish the compensation of the
organization's CEQ/Executive Director. Check all that apply.
Compensation committee || written employment contract I IR T 1
' | Independent compensation consultant Compensation survey or study : | EETR P
| | Form 990 of other organizations Approval by the board or compensation committee o . :
4  During the year, did any person listed in Form 990, Part VII, Section A, ling 1a, with respect to the filing
organization or a related organization:
a Receive a severance payment or change-of-control paymemt? | | | . . . . . . o i it i vt ot e e s e e 4a X
b Participate in, or receive payment from, a supplemental nonqualified retirement plan? ______________ 4p | X
¢ Participate in, or receive payment from, an equity-based compensation arrangement?_ _ . . .. ... ... ... 4c X
if "Yes" to any of lines 4a-c, list the persons and provide the applicable amounts for each item in Part IIl. [N R
Only section 501(c){3) and 501{c){4) crganizations must complete lines 5-9.
5 For persons listed in Form 990, Part VI, Section A, line 1a, did the organization pay or accrue any
compensation contingent on the revenues of.
a Theorganization?, | |\, .. . . it a ettt 5a X
b Anyrelated organization? | |, L. ... ... e e it e e 5b X
If "Yes" to line 5a or 5b, describe in Part I, N '
6 For persons listed in Form 990, Part VlI, Section A, line 1a, did the organization pay or accrue any
compensation contingent on the net earnings of:
a Theorganization? . . . . . . ... ... ... e e N - X
b Anyrelated organization? | | . ... ... .. . e P ... X
If "Yes" to line 6a or 6b, describe in Part Il 5 o
7 For persons listed in Form 990, Part Vi, Section A, line 1a, did the organization provide any non-fixed
payments not described in lines 5 and 67 f "Yes," describein Part Il . _ . . . .. . . . . i et ittt 7 X
8§ Were any amounts reported in Form 990, Part Vi, paid or accrued pursuant to a contract that was
subject to the initial contract exception described in Regs. section 53.4958-4(a)(3)? If "Yes," describe
0 22 O 8 X
9 [f "Yes"to line 8, did the organization also follow the rebuttable presumption procedure described in
Regulations section 53.4958-6(C)7 . + v v v o v v v u v w e e e e e e m e s a e e s e e e .. 9
For Privacy Act and Paperwork Reduction Act Notice, see the Instructions for Form 990. Schedule J (Form 990) 2002

JBA
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Schedute J (Form 990) 2009

52-0679694

Page 2

Part i

Officers, Directors, Trustees, Key Employees, and Highest Compensated Employees. Use Schedule J-1 if additional space is needed.

For each individual whose cormpensation must be reported in Schedule J, report compensation from the organization on row (i} and from refated organizations, described in the
instructions, on rew (i)). Do not list any individuats that are not listed on Form 990, Part VII.

Note. The sum of columns (B)(i)-(iii) must equal the applicable celumn {[3) or column (E) ameunts on Form 990, Part VII, line 1a.

{B) Breakdown of W-2 andJor 1068-MISC compensation © and (D) Nortaxsble {E) Total of columns (F) Compensation
(A} Name {1} Base (ily Bonus & Ingantive {1 Other other defened benefits ®6-D) reported in prior
compensation compensation reportable compensation E:;:: ::g;;
compensation
0 104,131, 0. 15,228 | 19,291, 0 138,650, 0.
ROBIN XLINEFELTER m T R o o ol o[TTTTTTTRYT T 0.
| ____ 355,638 33,280 2,481 22,080, 15,688 225,166, 0.
SCOTT BURLESON iy 0. 0. 0] . 0] 0. 5.
I 299,306 32,1000. 39,140, 15,4739 4 19,766 . 405,691, C.
DEBORAH DAVIS al T ol T TTTTTTTT o] T o T o] T o 0. B 0.
wl_______ ol L 9; ____________ Q_ o 0. 0. _ 0.
GLENN F ROBBINS MD i) 473,657 167,019 140,541 9,360 18,772, 509,149, 101,297
m 253,194 | 13,500. G. 10,065, C. 276,759 0.
HENRY ARAKAKY M Gy T ol o TTTRYTTTTTTTTTTR o TTTTTTTTTTy [T 0
W|l____217,623, ! 54,120/ 57,548, 8,619, 25,934 363,844 0.
JEFFREY L JOENSON (i G, 3] i 0. 0. 0 0.
0 0. 0 0, o o __ 0 0.
JOHN W ASHWORTH gy 341,834 139,526 ra 876 ¢ 9,782 15,116 520,824 0.
i 119,480 24,669, 3,559 13,483 15,030 i%8,621. 0.
MARY JO KEEFE P o] TTTTTTT N R 0T Y Y 0.
{1 U, R R X 0. .Y . O 9.
ROBERT A CHRENCIK i) 891,658 595,000 §,0353 181,615 18,817, 1,658,102, 0.
| ____182.966. 43,0004 1,681, _22:546, 3,766 _ 263,850 e 0.
SAMUEL P MARINELLI JR m 0. 0. 0. 0, 0. 0 G-
) 283,804 . 17,500 0. 12,106, 30,460, 333,870, G.
STEVEN LUCAS ml T ol T TTTTTTT o] T B Q] 0. 0. - .
W 0. 0. 0. 0 0. 0. 0,
JAMES E ROSS @ ETa el 83,594 45,952 T a,789 YRR 428,060, v 0.
o 177,183 0. 0 8,534, 19,517 205, 238 0.
MIN YU 1 o T o] T o] B oY o TR TTTTTTTTTTT 0.
U] 148,943 3,000 ______ O ______ 35,034, _ O4 . 156,977, 0.
CHERYL DICKASCN m 9, 0. 0 0. LR 0 0.
of ___________ - i i e
iy
ey -l e e
{n
Schedule J {Form 930) 2009
JSA
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Schedule J (For.m 950) 2009 52-06796%4 Page 3
Supplemental Information

Complete this part to provide the information, explanation, or descriptions required for Part ), lines 1a, 1b, 4¢, 5a, 5b, 6a, 6b, 7, and 8, Also complete this part

for any addiional information.

PART I, LINE 4B

_THE FOLLOWING INDIVIDUMLS PARTICIPATE IN A SECTION 457(F) SUPRMMENTAL,
_NONQUALIETED RETIREMENT PLAN (“THE PLANY) SPONSORED BY THE FILING
_ORGANIZATION OR A RELATED ORGANIZATION: i
ORMES E.ROSS e
_JOHN W. ASHWORTE e i
ST BURLESON
ROBERT A CHRENCIK
_JEFFREY L. JOMNSON . .
MY goKEEFE e
_GLENN F. ROBBINS, MD. e
_SAMUEL P MARINBLLY e
_IN ADDITION, THE FOLLOWING INDIVIDUALS BECAME VESTED IN OR RECEIVED
_PAYWENTS FROM THS PLAN THAT EAVE BEEN REFORTED ON SCHEDULE J, PART IT, e
_cowmy B(IID: i

Schedule J (Form 980) 2009
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Schedule J (Form 88{0) 2009 52-0679694 Pags 3
Supplemental information

Complete this part to provide the infermation, explanation, or descriptions required for Part |, lines 1a, 1b, 4c, 5a, 5b, 6a, 6b, 7, and 8. Also complete this part
for any additional information.

_HERLTH OF SOCIAL CU DUES O% INITIATIN FSES S e
semDwm g BRL MOED
DM BNSCUISVES RECEIVE A BENSSIT PACKAGE WAICR WAY 3E USED TOWMNDS
_HEALH CLUD DUBS OR OTABR WEALTE WAINIENANCE PROGTANS. SUCH BEWSRXISME
_GREEED AT §7,000. $5,000 O $3,000 DEPFNDING ON 909 TITLE AS DESCRISEDIN
_Tvm peoomw pocwewts. e
____________________________ - o - - [ i
|

Schadule J {Form 990) 2008

JEA
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SCHEDULEK Supplemental Information on Tax-Exempt Bonds
{Form 990)

» Complete if the organization answered "Yes" to Form 990, Part IV, line 24a, Provide descriptions,
explanations, and any additional information ¢n Schedule O {(Form 990).

> Attach to Form 990. See separate instructions.

Open to Public
Inspection

Depariment of the Treasury
In{emal Revenus Senvce

Name of the organtzation o Employer Identification number
CHESTER RIVER HOSPITAL CENTER 52-0679%694
Bond Issues i

{h}On
(a} Issuer name {b) Issuer EIN {C}CUSIP # | (d) Date issued {0} tssue price (1} Gescription of pupoese (g} Defeased } behalf of
Issuer

Yes | No | Yes |No
A MARYLAND HEALTH AND HIGHER EDUCATIONAL FACILITIES 52-0236091 05/01/2008 3,952,807, |TAX EXEMPT BOND MHHESA MASTER X X |

B MARYLAND MEALTE AND HIGHER EDUCATIONAL FACILITIES 52-4%36091 12/61/2003 4,000,000. |TAX EXEMPT BOND MHHEFA SERIES X X

c

D

£
Proceeds
A B ¢ 2} E

1 _Total procesds of iSSUS « « o v v o v v o v o o v v vt s a e s a s 3,952,807, 4,000,000,
2 Grossproceedsinreserve funds o o v v v o o s s s 1w s e s e o 0. 0.
3_Proceeds in refunding or defeasance @SCIOWS - - : - s 2 s 22 - 9. 0.
4 Otherunspentproceeds . . . . o v v oo ve v s nsonsnas 9. 0.
5 Issuance costs from Proceeds + » o o v oo o v s oo oo s s 48, 200. 81,072,
6 Working capital expenditures fromproceeds . . ., . 2 o o0 . -, 0. 0.
7 Capital expenditures fromproceeds « « « = + v v o v 0 v v 040 as 3,904,607, 3,918,928,
8 Yearofsubstantial completion « « v v v o v v v s e u e as 2006 2004
Yos No Yes No Yes No Yes No Yes No
9 Woere the bonds issued as part of a current refunding issue? X LS
10 Were the bonds issued as part of an advance
refunding ISSUE? . . o v i e e s e e e e X X
11__Has the final allocation of procesds beenmade? . . . v oo .. | % X
12 Poes the organization maintain adequate books and

records to support the final allocation of proceeds? . . o 4 2. . X X ,
Im’ fl Private Business Use

1 Was the organization a partner in a parinership, or a
member of an LLC, which owned property financed by Yes No Yos No Yes No Yes No Yes No
EX-EXePEDONASP. & o v o v s e v 4 e a e s e e e ea i X X

2 Are there any lease arrangements with respect to the
financed properdy which may resuft in privaie business use? X p:S

For Privacy Act and Paperwork Reduction Act Notice, sea the Instructions for Form 990, Schedule K (Form 880} 2009 i

J5A
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Schedule K (Fenm 990} 2009 Page 2
UMl  Private Business Use (Continued)

A B Cc D E
3a Are there any management or service contracls with
respect to the financed property which may resuit in Yes No Yes No Yes No Yes No Yos Ko
Drivale BUSINESS USBT. « « o o o & & & o v s o o o v 4 o o o a4 s e s s X X
b Are there any research agreements with respect to the
ﬂgg?nced property which may result in private business ¥ X

¢ Does the organization routinely engage bond counse!
or other outside counsel to review any management or
service contracts or research agreements relating to
the HNanced Propemty? o v o o v v o o o4 o e e e e e e e X X
4 Enter the percentage of financed usedina
grivate bugieness usge by entities otﬂéﬁlgyn & section o
01(c}(3) organization or a state or local govemment , . . . . . . . . . W 0.0000% 0.0000% % %) %

5 Enter the percentage of financed property usedina
private business use as a result of unrelated frade or
businass activity carried on by your organization, another

section 501(c)(3) organization, or a state or local govemment , , . ., . W 0. 0000 0.0000% % Yo %
6 Totaloflinesdand5, |, | | ., .., .., .. ..... 0.0000% 0.0000% %[ % %
7 Has the organization agopled management pracices
and preceduras to ensure the postissuance
compliance of its tax-exempt bond liabilities? . « « v o 0 s v 0 v w0 o0 X X
m Arbitrage
H; F 8038-T, Arbit Rebate, Yield Reducti a 2 i > 2
! a:: gen%rlm in Lieu 'of Arbri?rs:;e Reb:{e, Ibeentil:dc o Yes No Yes No Yes No Yes No Yes No
With respact 10 $ho BONAISSUST + o« v s s v s v s v ot 0 s e s g e ey o X £
2 sthe bondissug avariablerateissue? . . . . . 2w ... . PR X b
3a Has the organization or the governmental issuer
identifiec a hedge with respect to the bond issue on
its BOOKS BNA(BCOMGS? + + o + o v v e s v v s s v s s s a v s e s v as X X
bNameofprovidel . . . o v v o v v s s v 2 s s & s s v s s 8 s v 2 ua
cTermofhedd® o « o o v o 0 v o u o v s v v u s N
48 Were gross proceeds InvestedinaGIC? « v o v o v a e o e e a . | X { X {
b Nameof providers « = = = = o« oo« «
cTemotGIC o o o v v o v v o v 0 s e e e e o :
d Was the reguiatory safe harbor for establishing the fair ;
miarket valug of the GIC SalSIed? o+ + « s v o s s oo s s s v s s vt
5 Were any gross proceeds invested beyend an
avajlable temporaryperiod? .« v v e v a0 .. . X X ‘
¢ Did the bond issue qualify for an exception torebate? + « v v 2 2w v v« o X X (
$cheduls K {Form 980) 2008 :
IS :
9E1298 1.000
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| OoMB No. 1545-0047

SCHEDULE O Supplemental Information to Form 990
{Form 990)

Complete to provide information for responses to specific questions on
T Form 990 or to provide any additional information. Open to Public
Intemal Revenue Service - Attach to Form 990. Inspection
Name of the organization Employer [dentification number
CHESTER RIVER HOSPITAL CENTER : 52-0679694

ATTACHMENT 1

SECURED MORTGAGE NOTES PAYABLE
PART X, LINE 23
FARMERS HOME ADMINISTRATION LOAN AND MHHEFA POCLED LOAN WERE USED TC ADD

ADDITIONS TC THE HOSPITAL.

MEMBERS

PART VI LINE 6, 74, AND 7B

CHESTER RIVER HEALTH SYSTEM, INC. AND THE UNIVERSITY OF MARYLAND MEDICAL
SYSTEM CORPORATION MAY ELECT MEMBERS AND APPROVE DECISIONS OF CHESTER

RIVER HOSPITAL CENTER.

FORM 990 PREPARATION AND REVIEW PROCESS

PART VI, SECTION B, LINE 11

THE IRS FORM 990 IS PREPARED AND REVIEWED BY THE ACCOUNTiNG FIRM OF XKPMG.
ACCOUNTING PERSONNEL IN FINANCE SHARED SERVICES AT THE UNIVERSITY OF
MARYLAND MEDICAL SYSTEM GATHER THE INFORMATICN NEEDED TO COMPLETE THE
RETURN AND INPUT THE DATZ INTO THE KPMG TAX ORGANIZER, WHICH IS A

WEB-BASED SYSTEM.

WHEN ALL DATA HAS BEEN ENTERED, THE INFORMATION IS SUBMITTED TO KPMG FOR
IMPORTATION INTO THEIR TAX SOFTWARE. AT THIS POINT, KPMG STAFF MEMBERS

REVIEW THE DATA, ASK FOR ADDITIONAL INFCRMATION IF NEEDED AND PREPARE THE
TAX RETURN. EACH RETURN IS REVIEWED AT SEVERAL LEVELS AT KPMG INCLUDING

THE TAX PARTNER. AFTER THEIR REVIEW PROCESS, A DRAFT RETURN IS SENT TO

For Privacy Act and Paperwork Reduction Act Notice, see the Instructions for Form 9920. Schedufe O (Form 990) 2009
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Schedule © (Form 950) 2009 Page 2

Mame of the crganization Employer identification number

CHESTER RIVER HOSPITAL (CENTER 52-0679%69%4
ATTACEMENT 1 (CONT'D) '

THE ACCOUNTING STAFF AT UMMS FOR AN IN-HOUSE REVIEW,

UPON COMPLETION OF THE IN-HOUSE REVIEW, KPMG IS INSTRUCTED TO MAKE ANY
NECESSARY CHANGES ANP TC PREPARE THE FINAL TAX RETURWN. THE FINAL RETURN
UNDERGCES ANOTHER REVIEW BY THE ACCOUNTING STAFF AT FINANCE SHARED
SERVICES AND IS ALSO REVIEWED BY THE ACCOUNTING MANAGER, THE DIRECTOR OF
FINANCIAL REPORTING, THE VICE PRESIDENT OF FINANCE AND THE CFO, WHO SIGNS

THE RETURN.

PRTOR TO FILING THE IRS FORM 990, THE ORGANIZATION'S BOARD CHATRMAN,
TREASURER, AUDIT COMMITTEE CHAIRMAN, EXECUTIVE COMMITTEE CHAIRMAN OR
OTHER MEMBER OF THE BOARD WITH SIMILAR AUTHORITY WILL REVIEW THE IRS FORM g
990. AT THE DISCRETION OF THE REVIEWING BOARD MEMBER, SUCH MEMBER WILL
BRING ANY ISSUES OR QUESTIONS RELATED TO THE COMPLETED IRS FORM 990 TO
THE ATTENTION OF THE BOARD. NOTWITHSTANDING THE ABOVE, A BOARD
RESOLUTION IS NOT REQUIRED FOR THE FILING OF THE ORGANIZATION'S IRS FORM
9920. EACH BOARD MEMBER IS PROVIDED WITH A COPY OF THE FINAL IRS FORM 980

BEFORE FILING.

CONFLICT OF INTEREST POLICY

PART VI, SECTION B, LINE 12C

THE ORGANIZATION'S OFFICERS, DIRECTORS, EMPLOYEES AND MEDICAL STAFF
MEMBERS, AS APPLICABLE, SHALL DISCLOSE CONFLICTS OF INTEREST OR POTENTIAL
CONFLICTS OF INTEREST BETWEEN THEIR PERSONAL INTERESTS AND THE INTERESTS
OF THE ORGANIZATION, OR ANY ENTITY CONTROLLED BY OR OWNED IN SUBSTANTIAL

PART BY THE ORGANIZATION.

Jsh Schedule O (Form 990) 2009
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Schedule O (Form 990) 2009 ’ Page 2
Name of the organization Employat identification number

CHESTER RIVER HOSPITAL CENTER 52-0679694
ATTACHMENT 1 {(CONT'D)

A QUESTIONNAIRE WHICH DISCLOSES POTENTIAL CONFLICTS OF INTEREST IS

DISTRIBUTED ANNUALLY TO ALL OFFICERS, DIRECTORS AND KEY EMPLOYEES. THE
GENERAL COUNSEL OF THE UNIVERSITY OF MARYLAND MEDICAL SYSTEM CORPORATION
(UMMSC) REVIEWS THE RESPONSES FOR UMMSC, UNIVERSITY SPECIALTY HOSPITAL

AND JAMES LAWRENCE KERNAN HOSPITAL. THE CEO OR CFC OF EACH OF THE OTHER

ENTITIES IN TEHE UNIVERSITY OF MARYLAND MEDICAL SYSTEM REVIEWS THE

RESPCNSES FOR THOSE ENTITIES.

THE GENERAL COUNSEL, IN CONSULTATION WITH THE AUGDIT COMMITTEE, IF
NECESSARY, WOULD DETERMINE IF A CONFLICT OF INTEREST EXISTED FOR UMMSC,
UNIVERSITY SPECIALTY HOSPITAL AND jAMES LAWRENCE KERNAN HOSPITAL. WITH
RESPECT TO THE OTHER ENTITIES IN THE UNIVERSITY OF MARYLAND MEDICAL
SYSTEM, THE GENERAL COUNSEL MAY BE CALLED FOR CONSULT. IF SO, THE

GENERAL COUNSEL MAY CONSULT THE AUDIT COMMITTEE, IF NECESSARY.

WHENEVER A CONFLICT OR POTENTIAL CONFLICT OF INTEREST EXISTS, THE NATURE

OF THE CONFLICT OR POTENTIAL CONFLICT OF INTEREST MUST BE DISCLOSED IN
WRITING TO THE ORGANIZATION'S BOARD, BOARD COMMITTEE, AN OFFICER CF THE
ORGANIZATION OR OTHER APPROPRIATE EXECUTIVE. SUCH INDIVIDUAL HAVING A
POTENTIAL CONFLICT OF INTEREST SHALL PLAY‘NO RCLE ON BEHALF OF THE

ORGANIZATION, OR ANY ORGANIZATION CONTROLLED OR SUBSTANTIALLY OWNED, IN

ANY TRANSACTION IN WHICH A CONFLICT EXISTS.

ALL INVITATIONS FOR BIDS, PROPOSALS OR SOLICITATIONS FOR OFFERS INCLUDE

'THE FOLLOWING PROVISION: ANY VENDOR, SUPPLIER OR CONTRACTOR MUST

JSA Schedule O (Form 9580) 2008
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Schedule O {Form 990) 2009 Page 2
Name of the organization Employer identification number

CHESTER RIVER HOSPITAL CENTER 52-067%694
ATTACHMENT 1 (CONT'D)

DISCLOSE ANY ACTUAL OR POTENTIAL TRANSACTION WITH ANY ORGANIZATION

OFFICER, DIRECTOR, EMPLOYEE OR MEMBER OF THE MEDICAL STAF¥, INCLUDING

FAMILY MEMBERS WITHIN FIVE DAYS OF THE TRANSACTION. FAILURE TO COMPLY

WITH THIS PROVISION IS A MATERIAL BREACH OF AGREEMENT.

IN ADDITION, A BOARD DISCLOSURE REPORT IS FILED WITH THE MARYLAND HBEALTH
SERVICES COST REVIEW COMMISSION ON AN ANNUAL BASIS SEHOWING ANY BUSINESS

TRANSACTIONS BETWEEN THE BOARD MEMBERS AND THE ORGANIZATION.

EXECUTIVE COMPENSATION
PART VI, SECTION B, LINE 15
THE ORGANIZATION DETERMINES THE EXECUTIVE COMPENSATION PAID TO ITS

EXECUTIVES IN THE FOLLOWING MANNER PRESCRIBED IN THE IRS REGULATIONS:

EXECUTIVE COMPENSATION PACKAGES ARE DETERMINED BY A COMMITTEE OF THE
BOARD THAT IS COMPOSED ENTIRELY OF BOARD MEMBERS WHO HAVE NO CONFLICT OF

INTEREST.

THE COMMITTEE ACQUIRES CREDIBLE COMPARABILITY MARKET DATA CONCERNING THE

COMPENSATION PACKAGES OF SIMILARLY SITUATED EXECUTIVES. THE COMMITTEE

CAREFULLY REVIEWS THAT DATA, THE EXECUTIVE'S PERFORMANCE AND THE PROPOSED

COMPENSATION PACKAGES DURING THE DECISION MAKING PROCESS.

THE COMMITTEE MEMORIALIZES ITS DELIBERATICONS IN DETAILED MINUTES REVIEWED

AND ADOPTED AT THE NEXT-FOLLOWING MEETING.

THE COMMITTEE SEEKS AN OPINION OF COUNSEL THAT IT HAS MET THE

JSA Schedule O (Form 990) 2009
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Sehedule O (Form 990) 2009 Page 2

Name of the organization ) Employer identification number

CHESTER RIVER HOSPITAL CENTER 52-06796%4
ATTACHMENT 1 (CONT'D)

REQUIREMENTS OF THE IRS INTERMEDIATE SANCTIONS REGULATIQNS.

THIS PROCESS IS USED TO DETERMINE THE COMPENSATION PACKAGES FOR ALL

MANAGEMENT EMPLOYEES FROM THE VICE PRESIDENT LEVEL AND UP.

PUBLIC DISCLOSURE

PART VI, SECTION C, LINE 19

IN GENERAL, FINANCIAL AND TAX INFORMATION RELATING TO THE ORGANIZATION IS
DEEMED PROPRIETARY AND NOT SURBJECT TO DISCLOSURE UPON REQUEST. HOWEVER,

SPECIFLC PROVISIONS OF FEDERAL AND STATE LAW REQUIRE THE ORGANIZATION TO

DISCLOSE CERTAIN LIMITED FINANCIADL AND TAX DATA UPON A SPECIFIC REQUEST

FOR THAT INFORMATION.
REQUESTS FOR FORM 990 AND FORM 1023:
A REQUESTOR SEEKING TO REVIEW AND/OR OBTAIN A COPY OF THE ORGANIZATION'S

IRS FORM 950 OR FORM 1023 AS FILED WITH THE INTERNAL REVENUE SERVICE,

INCLUDING ALL SCHEDULES AND ATTACHMENTS, MAY APPEAR IN PERSCN OR SUBMIT A

WRITTEN REQUEST. THE MOST RECENT THREE YEARS OF IRS FORM 990 MAY RE

REQUESTED.

I¥ THE REQUESTER APPEARS IN PERSCN, THE INDIVIDUAL IS DIRECTED TO THE

OFFICE OF THE CHIEF FINANCIAL OFFICER FOR THE ORGANIZATION AND THE FdRM |
990 AND/OR FORM 1023 ARE MADE AVAILABgE FOR INSPECTION, TﬁE INDIVIDUAL

IS PERMITTED TO REVIEW THE RETURN, TAKE NOTES AND REQUEST A COPY. IF

REQUESTED, A COPY IS PROVIDED ON THE SAME DAY. A NOMINAL FEE IS CHARGED

FOR MAKING THE COPIES. THE ORGANIZATION MAY HAVE AN EMPLOYEE PRESENT

JSA Schedule O (Form 990) 2009
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9E1228 2.000

Schedule O (Form 990) 2009 Page 2
Name of the organization Employer identification number

CHESTER RIVER HOSPITAL CENTER 52-0679694
ATTACHEMENT 1 (CONT'D)

DURING THE PUBLIC INSPECTION OF THE DOCUMENT.

WRITTEN REQUESTS FOR AN ENTITY'S FORM 990 OR FORM 1023 ARE DIRECTED
IMMEDIATELY TO THE OFFICE OF THE CHIEF FINANCIAL OFFICER ¥OR THE
ORGANIZATION. THE REQUESTED COPIES ARE MAILED WITHIN 30 DAYS OF THE
REQUEST. REPRODUCTION FEES AND MAILING COSTS ARE CHARGED TO THE

REQUESTOR.
CONFLICT OF INTEREST POLICY AND GOVERNING DOCUMENTS:

IF THE GOVERNTING DOCUMENTS AND CONFLICT OF INTEREST POLICY OF OUR
ORGANIZATION ARE SUBJECT TO THE FEDERAL PUBLIC DISCLOSURE RULES (OR STATE
PUBLIC DISCLOSURE RULES}, THESE DOCUMENTS WILL BE MADE PUBLICLY AVAILABLE
AS APPLICABLE LAW MAY REQUIRE. OTHEERWISE, THE GOVERNING DOCUMENTS AND
CONFLICT OF INTEREST POLICY WILL BE PROVIDED TCO THE PUBLIC AT THE

DISCRETICON OF MANAGEMENT .

ATTACHMENT 2
990, PART VII- COMPENSATION OF THE FIVE HIGHEST PATID IND., CONTRACTORS

NAME AND ADDRESS DESCRIPTION OF SERVICES COMPENSATION

CARDINAL HEALTH PHARMACY OWEN HEALTHCARE PHARMACY 2,777,965,
21377 NETWORK PLACE
CHICAGO, IL 60673

CHESTERTOWN PHYSICAL THERAPY PHYSICAL THERAPISTS 390,358.
SUITE#1 818 HIGH STREET ’
CHESTERTOWN, MD 21620

BLOCD BANK OF DELMARVA BLOOD PROCESS SERV 350,7%94.
100 HYGENIA DRIVE
NEWARK, DE 19713

JSA Schedute O {Form 920) 2009
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Schedule O (Form 990) 2009 Page 2
Name of the organization Empleyer identification number
CHESTER RIVER HOSPITAL CENTER 52-0679694

: ATTACHMENT 2 (CONT'D)
990, PART VII- COMPENSATION OF THE FIVE HIGHEST PAID IND. CONTRACTORS

NAME AND ADDRESS DESCRIPTICON OF SERVICES COMPENSATION

CONSCLIDATED COATINGS, INC. BUILDING CONTRACTOR 455,612,
8629 PHILADELPHIA ROA
BALTIMORE, MD 21237

EAGLE HOSPITAL PHYSICIANS,LLC PHYSICIAN SVCS 974,628.
SUITE 350 5901-C PEACHTREE DUNWOODY RD
ATLANTA, GA 30328

TOTAL COMPENSATION 2,949,357,

JSA Schedule O (Form 990) 2009
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SCHEDULER
(Form 990)

Related Organizations and Unrelated Partnerships

P Complete if the organlzation answered "Yes" to Form 890, Part IV, line 33, 34, 35, 36 or 37,
p See separate Instructions.

Dapariment of the Treasory

Intemnal Revenus Servica p  Attach to Form 890,

Name of the organization

OME No. 1545-0047

2009

Open to Public
Inspection

Employer identlfication number

CHESTER RIVER HOSPITAL CENTER 52-0679694
Identification of Disregarded Entities (Complete if the organization answered “Yes" on Form 990, Part IV, line 33.)
{a) (b} (©) (d) (o) [V
Name, address, and EIN of disregarded entity Primary aclivity Legal gomicie (stale Total income End-of-year assets Dirgel gontrolling

of foreign country}

entity

Identification of Related Tax-Exempt Organizations (Complete if

aniz { the organization answered "Yes" on
had one or more related tax-exempt organizations during the tax year.)

Form 990, Part IV, line 34 because it

Name, address, and E(Iah} of related organization Primag’ )scl'Miy Legel 60!':1)038 (slate | Exempt ngée séction | Fublic cr‘\:;ity slatus | Direct galmrol!ing
. or foreign country) (it section 501 (c)(3)} entity
BALTIMORE WASHINGTON EMERGENCY PHYS, INC  52-1756326
301 HOEPITAL DRIVE GLEN BURNIE, MD 21081 THEALTH CARE |MD 501 (C) (3)11 BWMS
BALTIMORE WASHINGTON HEALTHCARE SERVICES — B2~1830243
301 HOSPITAL DRIVE GLEN BURNIE, MD 21061 | HEALTH CARE |MD 501 (C) (3} 11 BWMS
BALTIMORE WASHINGTON MEDICAL CENTER, INC  52-0689917
301 HOSPYTRL DRIVE GLEN BURNIE, MD 21061 | EEALTH CARE |MD 501 (C) {(3) 3 BWMS
BALTIMORE WASHINGTON MEDICAL SYSTEM, INC  52-1830242
301 HOSPITAL DRIVE | GLEN BURNIE, MD 21061 | HEALTH CARE |MD 501 (C) (3)| 11 UMMSC
BW MEDICAL CENTER FOUNDATION, INC. 52-1813656
301 HOSPYHAL DRIVE GLEN BURNIE, MD 21061 | FUNDRAISING |MD 501 (C) (3} 11 BWMS
NORTH ARUNDEL DEVELOPMENT CORPORATION 52-1318404
301 HOSPITAL DRIVE ¢ QLEN BURNIE, MD 21061 | REAL ESTATE |MD 501 (Q) (2) BWMS
NORTH COUNTY CORPORATION §2-15%1355
301 HOSPITAL DRIVE 77 GLEN BURNTE, ™MD 21061 | REAL ESTATE |MD 501 (C) (2) BWM3

For Privacy Act and Paperwork Reduction Act Notice, s#o the instructions for Form 880,

JSA

SE1307 2.000

55857Y 2502 vV 09-9.3

1120306
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Schedule R (Form §90) 2009 52-06796594 Page 2
m Identification of Related Organizations Taxable as a Partnership {Complete if the crganization answered "Yes" on Form 990, Part IV, line 34

because it had one or more related organizations treated as a parinership during the tax year.)
@) ] ] @ (@) {f (o) th} 0] 1]
Name, address, and EIN of Primary activty Legal Direct ing F n Share of lotal income Share of end-of-year Dhvpropoctont Code V-UBI General of
related organization domicile entity *"“;mglgfe'gfe“v assels woorvomr | BMOUNE N BOX200f | managing
{state or excluded fom Schedule K-1 partny?
foreign tax ;mir (Form 106%)
counto) 551&2‘514) Yes | No Yes| No
ARUNDEL PHYSICTANS ASSQCIATES, |
301 HOSPITAL DRIVE HEALTH CARE MD N/ R
CENTRAL MARVLAND RADIOLOGY ONC|
10710 CHARTER DRIVE HEALTH CARE MD 1L
CENTRAL MD REMABILITATION CENT ;
22 SOUTH GREENE STREET HEALTH CARE MD M/A -
HELEN P. DENIT CANCER TREATMEN
22 SOUTH GREENE STREET HEALTH CARE MD BEEN ‘
INNQUATIVE HEALTH, LLC 52-1997| ]
29165 CANVASBACK DRIVE, SUITE |BILLIKG MD N/ A
NORTE ARUNDEL PET CENTER, LLC |
301 HQSPITAL DRIVE HEALTH ChRE MD /A
NORTH ARUNDEL SENIOR LIVING, 1|
301 HOSPITAL DRIVE HERLTH CARRE MO N /A i
Identification of Related Crganizations Taxable as a Corporation or Trust (Complete if the organization answered "Yes” on Form 990, Part
iV, line 34 because it had one or more related organizations treated as a corporation or trust during the tax year.)
) (&) {e) {d} (a} 0 (9} (b}
Mame, address, and EIN of related organtzation Primary acthvity Legal domicile Direct controlling Type of entity Share of total income Share of Percentage
{slate or entity {C corp, S corp, end-of-year assels owmership
foreign country) or frust)
AR DEL PRSI A AT, I e B20 1052820
301 HOSPITAL DRIVE SLEN BURNIE, MD 21061 HEALTH CARE ¥D /A C CCRP
BALTIMORE WASHINGTON HEALTH ENTERPRISES _  _52-1936656 |
301 HOSPITAL DRIVE GLEN BURNIE, MD 21081 HEALTH CARE MD N /A C CQRP
W RO AL SR I e e 22 2055840 ]
301 HOSPITAL DRIVE GLEN BURNIE, MD 21061 HEALTH CRARE MD /A C CORE
COUNCIL OF UNLT CWNERS OF MD GEN PC_ 52-1892326 |
827 LINDEN AVENUE BALTIMORE, MD 21201 REAL ESTATE MD N /n C CORP
SHORE HEALTH BNTERPRISES, INC. _ - _52-1363201
219 SQUTH WASHINGTON STREET ERSTON, MD 21601 REAL ESTATE MD N/A & CORP
UNIVERSITY LITHOTRIPTER, INC. . 52-1451021 |
22 SOQUTH GREENE STREET BALTIMORE, MD 21201 HEALTH CARE MD N/A C CORP
UMMS SELF INSURANCE TRUST
22 SQUTH GREENE STREET BALTIMORE, MD 21201 INSURRNCE MD N/ [TRUST ‘

Schedule R (Form 990) 2009
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Scheduls R (Form $30) 2009

52-0679634

Transactions With Related Organizations (Comptlete if the organization answered "Yes" on Form 990, Part IV, line 34, 35, or 36.)

Note. Complete line 1 if any entity is listed in Parts I, 1), or IV of this schedule,

1 During the tax year, did the organization engage in any of the following transactiens with ene or more related erganizations listed in Parts I-1V?
a Receipt of (i) interest (i} annuities (Ifi) royalties or {iv) rent from a controlled entity . . . . .. . v o v o v v v v v u v P T T
b Gift, grant, or capital contribution to other organization{s} . . . . . . v v v v i i e s s s e e
¢ Gift, grant, or capital contribution from other organization{S) « + «+ v v v v 4o v v e i s s L i c e e e e
d Loans or loan guarantees to orforotherorganization(s) . .+ v v v v v v v v i et e i i s e e e e
¢ Loans or lpan guarantees by otherorganization(s) . .« v - ¢ v v v v s it i i e s s s e
f Saleofassetstootherorganization(s) . « » + v v v v v v v o s st s b s e s s e e e
g Purchase of assets from other organization(s). . . . . .. ... ... T T [
h Exchange of assels . . v v v v v v e i v i s v e i it i e e s e e e e e
i Lease of facilities, equipment, or other assets to otherorganization{s) . + + . .+« v v v v v s v e n i v e e et et e s e e e
} Lease of facilities, equipment, or cther assets from other organization(s) . . . . . v v o v i v i i i i e N
k Performance of services or membership or fundraising solicitations for other organization{s) . . « v v o v v v v u v v e e et e e e
I Performance of services or membership or fundraising solicitations by other organization{s) . . . . . . . v+ v v vt et e e e e
m Sharing of faciities, equipment, mailing lists, orotherassets. . . v v v v v it v v i v b s h e s s e e
n Sharingofpaid eMplOYEES » &« @ 4 v v v v v i s e e e e e e e e b e e s e e e e s
o Reimbursement paid to other organization forexpenses « « v v v v o v v v s et st s v v s s e s ey .
p Reimbursement paid by other organizalion for eXpenses o « v v o v o s s vt ot it b et i bt i a e
qOlhertranst’erofcashorpropenyloother‘organization(s)......................... AL | X
r__Other transfer of cash or property from other organization(s}. P saav. f et u e e e e s 1T X
2 If the answer to any of the above is "Yes" see the ms!ructions for mformatlon on who must complete this line, including covered relationships and transaction thresholds.,
(b} ic)
Mame of oxh‘er’ onganization Tg:fa"_“g" Amgunt involved
(1) CHESTER RIVER HEALTH FOUNDATION c 223,912,
{2}
(3)
4)
§5)
{6)
Schedule R {Form 990} 2009
JsA
9E1300 1.000
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Schedule R (Form 990) 2009 52-0679694 Pago 4

Unrelated Organizations Taxable as a Partnership (Complete if the organization answered "Yes" on Form 990, Part IV, line 37.)

Provide the following information for each entity taxed as a partnership through which the organization conducted mere than five percent of its activities (measured by total assets i
or gross revenue) that was not a related organization. See instructions regarding exclusion for certain investment partnerships. :

(=} [19] () ) (o) ul @) ) :

Marme, address, and EIN of entity Primary actvity Legal domicile Are all parners| Share of Disproportionate Code \UBH Ganere! or i
(state or foreign BALton end-ol-year allocations? amaunt ih box 20 | Managing i

country) 501{cy3) assels of Schedule K- partner? :

organizations? (Form 4065) |

Yes | No Yes | No Yes | No :

i

Schadula R {(Form 930) 2008

¥BA H
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?g:Eng!!L;) R-1 Continuation Sheet for Schedule R (Form 920)
B Attach to Form 990 to list additional information for Schedule R
Form 990}, Part |; Part Il; Part Ii; Part IV; Part V, line 2; or Part Vi. . : i
Department of the Treasury ! ) Open to Public ;
Internal Revenue Servics » See Instructions for Schedule R (Form $30). Inspection i
Namae of flling organization Employer Identification number !
CHESTER RIVER HOSPITAL CENTER 52-0679694 ‘
Continuation of ldentification of Disregarded Entities
@) (3] (c) id) {e} [4i]
Name, address, and EiN of disregarded enlity Primary aclivity Legal domicile (state Total Incoma Endobyear assels | Direct controfling
of foreign couniry) entity

]

For Privacy Act and Paperwork Reduction Act Notlce, sea the Instructions for Form 990. Schedule R-1 {Form 980) 2609

JSA !
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Scheduls R-1 (Form $90) 2009

52-06759694

Page 2

Continuation of ldentification of Related Tax-Exempt Organizations

Name, address, and E(Iizorrelated organization Primag’)amivﬂy Legalcoﬁ::i)eile {slate Exzemptg'gdeseuion Pub!icorggx)ityslatus Direct gmrolting

of foreign country) (il sectien S01{)(3)) entity

CEESTER RIVER HEALTH FOUNDATION, INC. 52-1338861

100 BROWN STREET CHESTERTOWN, MD 21620 | FUNDRAISING {MD 501 {C) {3)11 CRHS

CHESTER RIVER HEALTH SYSTEM, INC. 52-2046500

7100 BROWN STREET o nmeE CHESTERTOWN, MD 214230 7 HEALTH CARE |MD 501 {C) (321 UMMSC

CHESTER RIVER MANCR, ING. 52-6070333

200 MORGNEC ®ROED CHESTERTOWN, MD 21620 | HEALTHE CARE |MD 501 () (3)j11 CRHS

MARYLAND GENERAL CLINICAL PRACTICE GROUP  52-1586211

§27 LINDEN AVENUE BALTIMORE, MD 212061 | HEALTE CARE |MD 501 (C) (3)|11 MGES

MARYLAND GENERAL COMM HEALTH FOUNDATION 52-2147532

827 LINDEN AVENUE BALTIMORE, ™MD 21201 | FUNDRAISING |MD 501 (C) (3)|11 MGHS

MERYLAND GENERAL HEALTH SYSTEMS, INC. B3C1175337

827 LINDEN AVENGE BALTIMORE, MD 21201 | HEALTH CARE [MD 501 (C) (311 UMMSC

MARYTAND GENERAL HOSPITAL, INC. 52-05%1667

27 LINDEN AVENOE LT BALTIMORE, MD 21201 777 HEALTH CARE |MD 501 (¢ (3)3 MGHS

CARE HEALTE SBERVALCES, INC. 52-1510269 ‘

219 EOUTH WASHINGTON STREET  EASTON, MD 21601 | HEALTH CARE |MD 501 (C) {3)11 SHS

DORCHESTER GENERAL HOSPITAL FOUNDATION 52-1703242

219 SOUTH WASHINGTON STREET  EASTON, MD 2i601 FUNDRAISING |MD 501 (C) (3)11 SHS

MEMORTAL HOSPITAL FOUNDATION, INC. 52-1282080 ‘

P19 SOUTH WASHINGTON STREET  BASTON, MU 21601 FUNDRAISING IMD 501 (C) (3)11 SHS

SHORE CLINICAL FOUNDATION, INC. 52-1874111

19 SOUTH WASHINGTON STREET  BASTON, MD Zieoi | HEALTH CARE |MD 501 {C) (3)11 gHS

SHORE HEALTH SYSTEM, ING, 52-0610538

719 SOUTH WASHINGTON STREBT ~ EASTON, MD zisoi | HEALTH CARE |MD 502 {C} (3)3 UMMSC

JAMES LAWRENCE KERNAN HOSP ENDOW FD 23-7360743

2200 KERWAN DRIVE BALTIMORE, MD 21207 | FUNDRAISING |MD 501 (€} (3)11 UMMSC

JAMES LAWRENCE KERNAN HOSPITAL, INC. 52-0591639

FP00 KERWAN DRIVE BALTIMORE, MD 21207 HEALTH CARE |MD 501 {(C) (3)3 UMMSC

SHIPLEY'S CHOICE MEDICAL PARK, INC. 04-3643649

T2 HOUTH GREENE STREET BALTIMORE, MD 21201 ] REAL ESTATE |MD 501 (C) (2) UMMSC

UMMS FOUNDATION, INC. 52-2238893

77 BOUTH GREENE STREET BATLAIMORE, ™MD 21201 | FUNDRAISING |MD 501 (C) (3)|21 UMMSC

UNIVERSITY OF MD MEDICAL SYSTEM CORP 52-1362793

27 S0UTH GREENE §TREET BALTIMCRE, MD 212061 | HEALTH CARE |MD 801 (C) (3)[3 UMMSC

UNIVERSITY SPECIALTY HUSPITAL 52-0882914

®11 SOUTH CHARLES STREET BALFIMORE, 21230 7 HEALTH CARE 501 (C©) (3)3 UMMSC

37
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Schedule R-1 (Form 980) 2008

Page 3

- - 52-0672694
Continuation of Identification of Related Organizations Taxable as a Partnership
(a) (b} (c) {d] . n (g) (h) U] ¢}
Mame, address, and EIN of Primary activity Legal Direct P it Share of total Income Sharg of pnd-of.year | busropersonen | Code V-UBI amount on | General or
related organization ?:tgllecgi entity Inngrnne (celated, assels srocazorst box 20 of K-1 managing
foreitgn excluded fom partnect
country) tax under
sections
512-514.) Yes| No Yes| No
BA/SURRISE OF SEVERNA PARX, L]
301 HOSPITAL DRIVE HEALTH CARE MD 2%
SHIPLEY'S TIGGING CNTER, LiC |
22 SOUTH GREENE STREET HEALTH CARE MD W/A
UNIVERSITYCARE, LLC 52:1914852 ]
22 SQUTH GREENE STREET HEALTH CARE MD B/A
Schedule R-1 (Form 990} 2009
JsA
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Sehedule R-1 (Form $90) 2006 52-0679694 Page 4
&SN Continuation of identification of Related Organizations Taxable as a Corporation or Trust
(a) {b) (€} ] (e) Y] L] {h
Name, address, and EIN of refated omganization Primary aclivity Legal domicile Direct controfting Type of entity Share of tolal income Share of Percentage
(state or. enlily (G corp, S cerp, end-of-year ownership
foreign country) or trust) assels
TERRAPIN INSURANCE COMPANY _ _ 98-0329232 |
P.O. BOX 110% K¥1-1102 GRAKND CAYMAN, CAYMAN ISLANDS INSURANCE o7 /A C CORP
e
301 ROSPITAL DRIVE GLEN BURNIE, MD 21061 REAL ESTHETE MD N/A C CORP
Schedule R-1 (Form 990} 200¢
JSA
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Sehedule R-t (Form 990) 2009 Page §

Continuation of Transactions With Related Organizations (Schedule R (Form 990), PartV, fine 2)

1A 8) )
Name of other organization Transadion Amount invelved
type (a9

{7)

. (8)

&)

(10}

{11)

{12)

(13)

{14}

(15)

(18}

{17}

(18)

(19)

(20}

(21}

{22)

(23)

(24)

Schadule R-1 {Form 990) 2008

J5A :
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Schedule R-1 (Form §50) 2009 52-0679694 Page 6
UM Continuation of Unrelated Organizations Taxable as a Partnership
a b] (] (d) ©) f
Name, eddmss(‘ gnd EIN of entity Prima;'y Lotivﬁy tegal domicile p";'rg':'f's Sh(sre of Disproporilonste Coda“v-UBl Gen(er)al or
(state or foreign 'section end-of-year BhooHions? amount on Box managing
country) 501(cK3) assels 20 of K-t pariner?
organizations?
Yes | No Yes | No Yes | Neo
Schedule R-1 (Form $9¢) 2009
JSA
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