US 990 Main Information Sheet 2009

For calendar year 2009 or tax year beginning J ul 01, 2009 andending Jun 30, 2010

name: VWSt ern MD Heal th System Corp Inc en: 52- 0591531
Name line 22 PO Box 539
address: 12400 W I I owbr ook Road Telephone No: 240- 964- 8007

City, State, and Zip Code: Cunberl and MD 21501- 0539

Email address. ... MVARTZ@\NHS. COoM

Web site address ... WWHS. COM

Fiduciary name, if applicable . ...................... ... ... ... ...

Name of officer signingreturn................................... M chele R Martz

Title of officer/trustee/fiduciary signing return .................... Vi ce President ., Fl nanci al Services
Group exemption number ...

Check if exemption applicationis pending ......................

Accounting method ......... ... ... .. ... ... Cash: D Accrual: ﬁ Other: D Specify:

Liststates desired . ............. .

Type of exempt organization:

E Organization exempt under section 501(c), 527 or 4947(a)(1) of the Internal Revenue Code (except black lung benefit trust or private foundation)
(Form 990)
Organization exempt under section 501(c), 527 or 4947(a)(1) of the Internal Revenue Code (except black lung benefit trust or private foundation)
with gross receipts less than $1,000,000 and total assets less than $2,500,000 at the end of the year (Form 990-EZ)
Private foundation or section 4947(a)(1) nonexempt charitable trust treated as a private foundation (Form 990-PF)
Exempt organization with unrelated business income (Form 990-T)

Preparer ID: Br i skey Time in this return: 1506  minutes
Preparer name: M chael Bri skey pate: 11/ 12/ 2010
Preparer SSN: PTIN:
Firm's name: VABSt er n  Var yI and Heal th Syst em Self-employed:
Address: PO Box 539 FimsEIN: 22- 1971675
City, state, zIP code: CUVBERLAND NMD 21502- phone: 240- 964- 8037

Preparer notes These notes will print and proforma.

Preparer's use fields
1 2 3
4 5 6
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| OMB No. 1545-0047

Form 990 Return of Organization Exempt From Income Tax
Under section 501(c), 527, or 4947(a)(1) of the Internal Revenue Code (except black
b lung benefit trust or private foundation) Open to Public
epartment of the Treasury .
Internal Revenue Service » The organization may have to use a copy of this return to satisfy state reporting requirements. Inspection
A For the 2009 calendar year, or tax year beginning Jul 01, 2009, and ending Jun 30,2010
B Checkif Please [C Name of organization, number and street, city, town, state, and ZIP code |D Employer identification number
___ applicable: use IRS
| | Address change | |abel or 52' 0591531
|| Name change ptr)llrgeor Western MD Health System Corp Inc E Telephone number
|| Initial return Se_e_ PO BOX 539 240' 964' 8007
| reminaea  [pRECIMIC] 12400 W I | owbr ook Road G recops _$ 280302305.
|| Amended return tions. Cunber|l and MD 21501- 0539 H(a) s this a group return
| sg:g;a;on F_ Name and address of principal officer. ™M CHELE R NARITZ for affiliates? D Yes E No
PO BOX 539 Cunber | and MD 21501- 0539 H(b) Are all affiliates included?
| Tax-exempt status: P(| 501(c)( 3 ) «(insert no.) | | 4947(a)(1) or | | 527 I(fse’:oir{sfrlﬂifigﬁsl)m' D Yes D No
J Website: » VWHS. COMV H(c) Group exemption number >
K Form of organization: |>q Corporation | |Trust | |Association | | Other P | L Year of formation: 1905 |M State of legal domicile: IVD

Summary

1 Briefly describe the organization's mission or most significant activities:

. The m ssion of Western MD Health Systemis to inprove the health

o status and quality of Tife of the individuals and the comunities

g served, especially those in need

% 2 Check this box » |_| if the organization discontinued its operations or disposed of more than 25% of its net assets.

O | 3 Number of voting members of the governing body (Part VI, line 1a) ............ ... ... .. 3 13

05, 4 Number of independent voting members of the governing body (Part VI, line1b) ............................ 4 10

Z% 5 Total number of employees (Part V, liNne 2a) . ... ... 5 2414

S | 6 Total number of volunteers (estimate if NECESSArY) ........ ...t 6 295

< 7a Total gross unrelated business revenue from Part VIII, column (C), line 12 ... ... ... .. ... ... .. ... ....... 7a 850707.

b Net unrelated business taxable income from Form 990-T, line 34 ... ... .. . . . 7b -5329.
Prior Year Current Year

o | 8 Contributions and grants (Part VIII, line 1h) ... ... .. ... ... 206041. 1141678.

% 9 Program service revenue (Part VIII, ine 2g) ... 185977413. 268903730.

E 10 Investmentincome (Part VIII, column (A), lines 3,4,and 7d)  .......................... 678847. 3482022.
11 Other revenue (Part VIII, column (A), lines 5, 6d, 8c, 9¢, 10c, and 11e)  ................ 2123437. 3575877.
12 Total revenue - add lines 8 through 11 (must equal Part VIII, column (A), line 12)  ...... 188985738. 277103307.
13 Grants and similar amounts paid (Part IX, column (A), lines 1-3) ........................
14 Benefits paid to or for members (Part IX, column (A), lined) ............................

9 15 Salaries, other compensation, employee benefits (Part IX, column (A), lines 5-10)  ...... 74439178. 114433471.

& 16aProfessional fundraising fees (Part IX, column (A), line 11e) ............................

:-)- b Total fundraising expenses, (Part IX, column (D), line 25) »

w 17 Other expenses (Part IX, column (A), lines 11a-11d, 11f-24f) ... ... ... ... ....... 109785900. 166611118.
18 Total expenses - Add lines 13-17 (must equal Part IX, column (A), line25)  ............ 184225078. 281044589.
19 Revenue less expenses. Subtract line 18 fromline 12 ............... ... ............. 4760660. -3941282.

.8 Beglnnlg%ac;f Current End of Year

%g 20 Total assets (Part X, line 16) ... ... .. .. . .. 105199605. 569618499.

% 8| 21 Total liabiliies (Part X, line 26) ... 44391468. 449273956.

2 ._g.. 22 Net assets or fund balances. Subtract line 21 fromline20  ............................ 60808137. 120344543.

sl Signature Block
Under penalties of perjury, | declare that | have examined this return, including accompanying schedules and statements, and to the best of my knowledge
and belief, it is true, correct, and complete. Declaration of preparer (other than officer) is based on all information of which preparer has any knowledge.
Sign A | 11/ 12/ 2010
Here V Signature of officer Date
A Mchele R Martz Vi ce President, Financial Serv
V Type or print name and title
. Preparers | Date Checkf T vy o e
Paid . self-
, signature V employed » |_|
Preparer's -
Firms name (or yours k EIN »
Use Onl if self-employed),
y address, and ZIP + 4 ' CUNBERLAND ND 21502' Phone no. »
May the IRS discuss this return with the preparer shown above? (See instructions) —............. ... ... .. . .. | | Yes | | No
For Privacy Act and Paperwork Reduction Act Notice, see the separate instructions. Form 990 (2009)

BCA cCopyright form software only, 2009 Universal Tax Systems, Inc. Al rights reserved. US990$$1 Rev. 1



Form 990 (2009) \lst ern MD Heal th System Corp I nc 52- 0591531 Page 2
Statement of Program Service Accomplishments
1 Briefly describe the organization's mission:
The mssion is to inprove the health status and quality of |ife of the
I ndi vi dual s and the comunities served, especially those in need

2 Did the organization undertake any significant program services during the year which were not listed on
the prior FOrm 990 Or 990-EZ? ... . .. D Yes E No
If "Yes," describe these new services on Schedule O.

3 Did the organization cease conducting, or make significant changes in how it conducts any program services? .......... D Yes E No
If "Yes," describe these changes on Schedule O.

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

4a (Code: ) (Expenses $ 167371160. including grants of $ ) (Revenue $ 179100737. )

Heal th Care Prograns- Cystoscopy 27,802 mn, Endo-Mn 81,023 mn,

Oper ati ng Room 634, 807 m n, Anesthesiology 721,746 mn, Lab services
15,521,827 RVUs, Electrocardiol ogy 587,449 RVUs, Electroenceph 43,536
RVUs, Radi ol ogy Di agnostic 395,162 RVUs, Nuclear Med 241, 345 RVUs,

CT scan 607,699 RVUs, Inter Cardiology 95, 074 Mn, Radiation Therapy
356, 010 RVUs, Respiratory Therapy 2, 701,951 RVUs, Pul nonary 787, 555
RVUs, Renal D alysis 12,156 Treatnents, Physical Therapy 283, 948 RVUs,
Speech/ Gcc Therapy 152,054 RVUs, Sleep Lab 147,574 RVUs, MRl 141, 597
RVUs

4b  (Code: ) (Expenses $ 66001367. including grants of $ ) (Revenue $ 70418857. )

Inpatient Care - Direct Patient Care - 89,911 patient days of care

4c  (Code: ) (Expenses $ 11894392. including grants of $ ) (Revenue $ 12690487. )

Anbul atory and Primary Health Care - Qutpatient Services provided
151,522 Visits

4d  Other program services. (Describe in Schedule O.)

(Expenses $ 6119285. including grants of $ )(Revenue $ 6528850. )
4e Total program service expenses » 251386204.

Form 990 (2009)

BCA cCopyright form software only, 2009 Universal Tax Systems, Inc. Al rights reserved. US990$$2 Rev. 1



Form 990 (2009) Western MD Heal th System Corp I nc 52- 0591531 page 3
Checklist of Required Schedules

Yes No

1 Is the organization described in section 501(c)(3) or 4947(a)(1) (other than a private foundation)? If "Yes,"
complete SChedUIE A o 1

X

2 Is the organization required to complete Schedule B, Schedule of Contributors? ... ... ... ... ... .. ... .. ... ... ... ... 2

3 Did the organization engage in direct or indirect political campaign activities on behalf of or in opposition to
candidates for public office? If "Yes," complete Schedule C, Part | ... ... . . . . 3 X

4 Section 501(c)(3) organizations. Did the organization engage in lobbying activities? If "Yes," complete Schedule C,
At Il . 4 X

5 Section 501(c)(4), 501(c)(5), and 501(c)(6) organizations. Is the organization subject to the section 6033(e) notice and
reporting requirement and proxy tax? If "Yes," complete Schedule C, Part lll ... ... ... .. ... .. ... . . . 5

6 Did the organization maintain any donor advised funds or any similar funds or accounts where donors have the right to
provide advice on the distribution or investment of amounts in such funds or accounts? If "Yes," complete
Schedule D, Part | o 6

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, Part1l ........................ 7

8 Did the organization maintain collections of works of art, historical treasures, or other similar assets? If "Yes,"
complete Schedule D, Part 1l . 8 X

9 Did the organization report an amount in Part X, line 21; serve as a custodian for amounts not listed in Part
X; or provide credit counseling, debt management, credit repair, or debt negotiation services? If "Yes,"
complete Schedule D, Part IV . 9 X

10  Did the organization, directly or through a related organization, hold assets in term, permanent, or quasi-endowments?
If"Yes," complete Schedule D, Part V . 10

11 Isthe organization's answer to any of the following questions "Yes"? If so, complete Schedule D, Parts VI,
VIL VIHL DX, or X as applicable oo 11

® Did the organization report an amount for land, buildings, and equipment in Part X, line 10? If "Yes," complete
Schedule D, Part VI.

® Did the organization report an amount for investments - other securities in Part X, line 12 that is 5% or more
of its total assets reported in Part X, line 16? If "Yes," complete Schedule D, Part VII.

® Did the organization report an amount for investments - program related in Part X, line 13 that is 5% or more
of its total assets reported in Part X, line 16? If "Yes," complete Schedule D, Part VIII.

® Did the organization report an amount for other assets in Part X, line 15 that is 5% or more of its total assets
reported in Part X, line 167 If "Yes," complete Schedule D, Part IX.

® Did the organization report an amount for other liabilities in Part X, line 25? If "Yes," complete Schedule D, Part X.

® Did the organization's separate or consolidated financial statements for the tax year include a footnote that addresses
the organization's liability for uncertain tax positions under FIN 487 If "Yes," complete Schedule D, Part X.

12  Did the organization obtain a separate, independent audited financial statements for the tax year? If "Yes," complete

Schedule D, Parts XI, XL, and XL ... ..oou oo |12 | | X

12A Was the organization included in consolidated, independent audited financial statement for the tax year? Yes | No
If "Yes," completing Schedule D, Parts XI, XII, and Xlll is optional ~ ................ ... ... ............ | 122a | X
13 Is the organization a school described in section 170(b)(1)(A)(i))? If "Yes," complete Schedule E  ......................... 13 X

14a Did the organization maintain an office, employees, or agents outside of the United States? ............................. 14a| X

b Did the organization have aggregate revenues or expenses of more than $10,000 from grantmaking, fundraising,
business, and program service activities outside the United States? If "Yes," complete Schedule F, Part1 ................ 14b | X

15  Did the organization report on Part IX, column (A), line 3, more than $5,000 of grants or assistance to any
organization or entity located outside the United States? If "Yes," complete Schedule F, Part Il .......................... 15

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, Part Il ................................ 16

17  Did the organization report more than $15,000 of expenses for professional fundraising services on Part IX,
column (A), lines 6 and 11e? If "Yes," complete Schedule G, Part | ... .. ... .. . 17

18  Did the organization report more than $15,000 total of fundraising event gross income and contributions on
Part VIII, lines 1c and 8a? If "Yes," complete Schedule G, Part Il ... .. . . 18

X X | X X

19  Did the organization report more than $15,000 of gross income from gaming activities on Part VIII, line 9a?
If "Yes," complete Schedule G, Part 1l ... . 19 X

20 Did the organization operate one or more hospitals? If "Yes," complete Schedule H ........... ... . ... ... ............ 20 X
Form 990 (2009)

BCA Copyright form software only, 2009 Universal Tax Systems, Inc. All rights reserved. US990$$3 Rev. 1



Form 990 (2009) Wstern MD Heal th System Corp Inc 52- 0591531 Page 4
Checklist of Required Schedules __(continued)

Yes No
21  Did the organization report more than $5,000 of grants and other assistance to governments and organizations
in the United States on Part IX, column (A), line 1? If "Yes," complete Schedule I, Parts land Il .......................... 21
22  Did the organization report more than $5,000 of grants and other assistance to individuals in the
United States on Part IX, column (A), line 2? If "Yes," complete Schedule |, Partsland Il ............................... 22

23  Did the organization answer "Yes" to Part VII, Section A, line 3, 4, or 5 about compensation of the organization's
current and former officers, directors, trustees, key employees, and highest compensated employee's? If "Yes,"
complete SChedUIe J o 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 to question 25 ... ... . 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-eXempt DONAS? ... . 24c X
d Did the organization act as an "on behalf of" issuer for bonds outstanding at any time during the year? .................... 24d X
25a Section 501(c)(3) and 501(c)(4) organizations. Did the organization engage in an excess benefit transaction
with a disqualified person during the year? If "Yes," complete Schedule L, Part ... ... ... .. .. ... . ... .. ... .. ... ..... 25a X
b Is the organization aware that it engaged in an excess benefit transaction with a disqualified person in a
prior year, and that the transaction has not been reported on any of the organization's prior Forms 990 or
990EZ? If "Yes," complete Schedule L, Part | . 25b 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, Partll ........ 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, Part Ll ... 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, Part IV~ ................. .. 28a| X
b A family member of a current or former officer, director, trustee, or key employee? If "Yes," complete
Schedule L, Part IV .. . 28b X
¢ An entity of which a current or former officer, director, trustee, or key employee of the organization (or a family
member) was an officer, director, trustee, or direct or indirect owner? If "Yes," complete Schedule L, PartIlv .............. 28c | X
29  Did the organization receive more than $25,000 in non-cash contributions? If "Yes," complete ScheduleM  .............. 29 X
30 Did the organization receive contributions of art, historical treasures, or other similar assets, or qualified
conservation contributions? If "Yes," complete Schedule M . ... ... . 30 X
31 Did the organization liquidate, terminate, or dissolve and cease operations? If "Yes," complete Schedule N, Part| ........ 31 X
32  Did the organization sell, exchange, dispose of, or transfer more than 25% of its net assets?
If"Yes," complete Schedule N, Part I .. 32 X
33  Did the organization own 100% of an entity disregarded as separate from the organization under Regulations
sections 301.7701-2 and 301.7701-3? If "Yes," complete Schedule R, Part | ... ... ... ... .. ... . .. . . i i 33 X
34  Was the organization related to any tax-exempt or taxable entity? If "Yes," complete Schedule R, Parts II,
NIV, and V, N 1T oo 34 | X
35 Is any related organization a controlled entity within the meaning of section 512(b)(13)? If "Yes," complete
Schedule R, Part V, INe 2 . 35 X
36  Section 501(c)(3) organizations. Did the organization make any transfers to an exempt non-charitable related
organization? If "Yes," complete Schedule R, Part V, line 2 ... . . 36 X
37  Did the organization conduct more than 5% of its activities through an entity that is not a related organization
and that is treated as a partnership for federal income tax purposes? If "Yes," complete Schedule R, Part VI .............. 37 X
38  Did the organization complete Schedule O and provide explanations in Schedule O for Part IV, lines 11 and
197 Note. All Form 990 filers are required to complete Schedule O ... .. ... . . 38 X

Form 990 (2009)
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Form 990 (2009) Western MD Heal th System Corp I nc 52- 0591531 page 5
Statements Regarding Other IRS Filings and Tax Compliance

|Yes | No

la Enter the number reported in Box 3 of Form 1096, Annual Summary and Transmittal of
U.S. Information Returns. Enter -0- if not applicable ... ... ... ... ... .. ... la 111

b Enter the number of Forms W-2G included in line 1a. Enter -0- if not applicable  .................. 1b 0
¢ Did the organization comply with backup withholding rules for reportable payments to vendors and reportable
gaming (gambling) Winnings t0 Prize WINNEIS? . . | 1c | X |

2a Enter the number of employees reported on Form W-3, Transmittal of Wage and Tax
Statements, filed for the calendar year ending with or within the year covered by this return ........ 2a 2414
b If at least one is reported on line 2a, did the organization file all required federal employment tax returns? ................ | 2b | X |
Note. If the sum of lines 1a and 2a is greater than 250, you may be required to e-file this return. (see instructions)
3a Did the organization have unrelated business gross income of $1,000 or more during the year covered by
TS T UIN 3a

XX

b If"Yes," has it filed a Form 990-T for this year? If "No," provide an explanation in Schedule O ............................ 3b

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

b If "Yes," enter the name of the foreign country:  » cl
See the instructions for exceptions and filing requirements for Form TD F 90-22.1, Report of Foreign Bank
and Financial Accounts.
5a Was the organization a party to a prohibited tax shelter transaction at any time during the tax year? ...................... 5a

x| X

b Did any taxable party notify the organization that it was or is a party to a prohibited tax shelter transaction? .............. 5b

c If"Yes," to question 5a or 5b, did the organization file Form 8886-T, Disclosure by Tax-Exempt Entity Regarding
Prohibited Tax Shelter TransaCtion? ... ... 5c

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 tax deductible? ... .. ... 6a X

b If "Yes," did the organization include with every solicitation an express statement that such contributions or
gifts were not tax deducCtibDle? . . 6b

7 Organizations that may receive deductible contributions under section 170(c).
a Did the organization receive a payment in excess of $75 made partly as a contribution and partly for goods
and services provided t0 the PayOr? ... . 7a X

b If "Yes," did the organization notify the donor of the value of the goods or services provided? ............................ 7b

¢ Did the organization sell, exchange, or otherwise dispose of tangible personal property for which it was
required 10 file FOIM 82822 L. 7c X
If "Yes," indicate the number of Forms 8282 filed duringthe year — ................................ | 7d |
e Did the organization, during the year, receive any funds, directly or indirectly, to pay premiums on a personal
DENE it CONt At ? L 7e

x| X

f Did the organization, during the year, pay premiums, directly or indirectly, on a personal benefit contract?  .............. 7f

g For all contributions of qualified intellectual property, did the organization file Form 8899 as required?  .................. 79

h For contributions of cars, boats, airplanes, and other vehicles, did the organization file a Form 1098-C as required? ....] 7h
8 Sponsoring organizations maintaining donor advised funds and section 509(a)(3) supporting
organizations. Did the supporting organization, or a donor advised fund maintained by a sponsoring organization,
have excess business holdings at any time during the year? . ... ... . | 8 | | X
9 Sponsoring organizations maintaining donor advised funds.
a Did the organization make any taxable distributions under section 49667 ........ ... . ... ... | 9a | |

x| X

b Did the organization make a distribution to a donor, donor advisor, or related person? ... ... ... ... .. ... . | 9b | |
10 Section 501(c)(7) organizations. Enter:

a Initiation fees and capital contributions included on Part VIIl, line 12~ .................. 10a

b Gross receipts, included on Form 990, Part VI, line 12, for public use of club facilites .. | 10b

11 Section 501(c)(12) organizations. Enter:

a Gross income from members or shareholders ............ ... ... .. ... 1l1a

b Gross income from other sources (Do not net amounts due or paid to other sources

against amounts due or received fromthem.) ... . ... ... 11b

12a Section 4947(a)(1) non-exempt charitable trusts. Is the organization filing Form 990 in lieu of Form 1041? .............. | 12a | |
b If "Yes," enter the amount of tax-exempt interest received or accrued during the year. . | 12b |

Form 990 (2009)
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Form990 2009) Western NMD Health System Corp | nc 52- 0591531 Page6
Part VI Governance, Management, and Disclosure For each "Yes" response to lines 2 through 7b below, and for a “No"
response to line 8a, 8b, or 10b below, describe the circumstances, processes, or changes in Schedule O. See instructions.

Section A. Governing Body and Management | Yes | No
la Enter the number of voting members of the governing body ... . ... ... la 13
b Enter the number of voting members that are independent ... .. ... ... ... ... 1b 10
2 Did any officer, director, trustee, or key employee have a family relationship or a business relationship with
any other officer, director, trustee, Or Key employee? .. 2 X
3 Did the organization delegate control over management duties customarily performed by or under the direct
supervision of officers, directors or trustees, or key employees to a management company or other person?  ................ 3 X
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?  .................... 5 X
6 Does the organization have members or StOCKNOIAEIS? ... .. 6 X
7a Does the organization have members, stockholders, or other persons who may elect one of more members
of the gOVerNINg DoAY ? . 7a | X
b Are any decisions of the governing body subject to approval by members, stockholders, or other persons?  .................. 7 | X
8 Did the organization contemporaneously document the meetings held or written actions undertaken during
the year by the following:
a The governing DOOY ? .. ga | X
b Each committee with authority to act on behalf of the governing body? ... .. ... ... . . gb | X
9 Is there any officer, director, trustee, or key employee listed in Part VI, Section A, who cannot be reached
at the organization's mailing address? If "Yes," provide the names and addresses in Schedule O ............................. 9 X
Section B. Policies (This Section B requests information about policies not required by the Internal Revenue Code.)
Yes | No
10a Does the organization have local chapters, branches, or affiliates? ... ... .. . . . 10a X
b If "Yes," does the organization have written policies and procedures governing the activities of such chapters,
affiliates, and branches to ensure their operations are consistent with those of the organization? ............................. 10b
11 Has the organization provided a copy of this Form 990 to all members of it's governing body before filing the form? ............ 11 | X
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", gotoline 13 ... ... ... ... ... ... .. ... ... ... ... 12a| X
b Are officers, directors or trustees, and key employees required to disclose annually interests that could give
FSE 10 CONTlICES ? L 120 | X
¢ Does the organization regularly and consistently monitor and enforce compliance with the policy? If "Yes,"
describe in Schedule O how this IS AONE .. . . 12¢ | X
13 Does the organization have a written whistleblower policy? ... . . 13 | X
14 Does the organization have a written document retention and destruction policy? ... .. ... . . . 14 | X
15 Did the process for determining compensation of the following persons include a review and approval by
independent persons, comparability data, and contemporaneous substantiation of the deliberation and decision?
a The organization's CEO, Executive Director, or top management official? ... ... ... ... . . . . 15a | X
b Other officers or key employees of the organization? .. ... . ... . 150 | X

If ““Yes" to line 15a or 15b, describe the process in Schedule O. (See instructions)
16a Did the organization invest in, contribute assets to, or participate in a joint venture or similar arrangement
with a taxable entity during the Year? . ‘ 16a ‘ X ‘
b If "Yes," has the organization adopted a written policy or procedure requiring the organization to evaluate
its participation in joint venture arrangements under applicable federal tax law, and taken steps to safeguard
the organization's exempt status with respect to such arrangements? ... . ‘ 16b ‘ X ‘
Section C. Disclosure
17 List the states with which a copy of this Form 990 is required to be filed >
18 Section 6104 requires an organization to make its Forms 1023 (or 1024 if applicable), 990, and 990-T (501(c)(3)s only)
available for public inspection. Indicate how you make these available. Check all that apply.
D Own website D Another's website Upon request
19 Describe in Schedule O whether (and if so, how), the organization makes it 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: »WWHS Fi nanc De PO Box 539 Cunberland MD 21501- 0539 240- 964- 8007

Form 990 (2009)
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Form 990 (2009) V\est ern VD Heal th System Corp Inc

52- 0591531

Page 7

ERY/IM Compensation of Officers, Directors, Trustees, Key Employees, Highest Compensated

Employees, and Independent Contractors

Section A.

Officers, Directors, Trustees, Key Employees, and Highest Compensated Employees

la 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.

® |ist all of the organization's current officers, directors, trustees (whether individuals or organizations), regardless
of amount of compensation. Enter -0- in columns (D), (E), and (F) if no compensation was paid.

® List all of the organization's current key employees. See instructions for definition of "key employee."

® |ist the organization's five current highest compensated employees (other than an officer, director, trustee, or key employee)
who received reportable compensation (Box 5 of Form W-2 and/or Box 7 of Form 1099-MISC) of more than $100,000 from the

organization and any related organizations.

® |ist all of the organization's former officers, key employees, and highest compensated employees who received more than $100,000
of reportable compensation from the organization and any related organizations.

® |ist all of the organization's former directors or trustees that received, in the capacity as a former director or trustee of the

organization, more than $10,000 of reportable compensation from the organization and any related organizations.

List persons in the following order: individual trustees or directors; institutional trustees; officers; key employees; highest
compensated employees; and former such persons.
|_| Check this box if the organization did not compensate any current officer, director, or trustee.

(A) (B) ©) (D) (E) P
Name and Title Average |Position (check all that apply) Reportable Reportable Estimated
hours per| 9 g g g x 3%‘ I compensation compensation amount of
week %g 181 % s % from from related other
g s §' - -3 § % - the organizations compensation
- 5 f:—’ % 5 organization (W-2/1099-MISC) from the
2 g ©| 8 (W-2/1099-MISC) organization
® 3 ﬁ and related
& organizations
Kheder Ashker
X 0 0 0
John Davi s
Treasurer X 0 0 0
David DeWtt
X 0 0 0
Bri an
Hassl i nger MD X 0 0 0
M Kat hryn
Bur key X 0 0 0
Robert
Dawson NMD X 0 0 0
Sharon N col
X 0 0 0
Donal d
Al exander Chr X 0 0 0
Frederi ck
Thayer X 0 0 0
El'i zabeth
Hur wi t z- Schwab X 0 0 0
Kim Leonar d
Vice Chair X 0 0 0
Mary Pirol ozzi
X 0 0 0
Barry Ronan
Pres, CEO 40 X 551408. 0 1538009.
Janmes Raver
Seni or VP 40 X 358481. 0 47274.
Thomas Dowdel |
VP, COO 40 X 311802. 0 56428.
Ki nberly Repac
VP, CFO 40 X 298361. 0 50859.
BCA  Copyright form software only, 2009 Universal Tax Systems, Inc. All rights reserved. US990$$7 Rev. 1 Form 990 (2009)



Form 990 (2009) Wstern MD Heal th System Corp Inc 52- 0591531 Page 8
Section A. Officers, Directors, Trustees, Key Employees, and Highest Compensated Employees (continued)
(A) (B) (©) (D) (B) (F)
Name and title Average |Position (check all that apply) Reportable Reportable Estimated
hoursper| 25| 5 Q| X I| T compensation compensation amount of
o2 2 |[ZF| 82|38 8
week 5 é E g PN 'CO_’ 3 % from from related other
g ;T'_, g' -3 § % - the organizations compensation
- g f:—’ % 5 organization (W-2/1099-MISC) from the
2 g ©| 8 (W-2/1099-MISC) organization
® ® ﬁ and related
& organizations
Nancy Adans
Seni or VP CNO 40 X 223063. 0 41390.
Mark SulTivan
Vice Pres 40 X 204735. 0 39956.
Mar k Nel son
Physi ci an 40 X 576298. 0 80961
Robert Chou
Physi ci an 40 X 468348. 0 69597.
St evan Zi mrer
Physi ci an 40 X 523537. 0 67986.
Al'l da Podr unmar
Physi ci an 40 X 340883. 0 46816.
Subrato Deb
Physi ci an 40 X 494628. 0 72867.
Jo WI son
Vice Pres 40 176087. 0 34036.
Kevin Turl ey
Vice Pres 40 173029. 0 37832.
M chele Martz
Vice Pres 40 X 148242. 0 34591
Ri chard Jewel |
X 0 0 0
Li sa Mcl ndoe
X 0 0 0
John McMil T en
X 0 0 0
1D TOtAl .o > 4848902. 0 834402.
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 » 79
Yes | No
3 Did the organization list any former officer, director or trustee, key employee, or highest compensated
employee on line 1a? If "Yes," complete Schedule J for such individual ... ... ... . .. . . . . . | 3 | | X
4 For any individual listed on line 1a, is the sum of reportable compensation and other compensation from
the organization and related organizations greater than $150,0007? If "Yes," complete Schedule J for such
INAVIdUBI |2 | X |
5 Did any person listed on line 1a receive or accrue compensation from any unrelated organization for
services rendered to the organization? If "Yes," complete Schedule J for such person ... ... ... ... ... ... .. ... ... ....... ‘ 5 ‘ ‘ X
Section B. Independent Contractors
1 Complete this table for your five highest compensated independent contractors that received more than $100,000 of
compensation from the organization.
(A) (B) ©
Name and business address Description of services Compensation
Haystack I PO Box 539 21502 MD Cunberl andD agnostic 10281277.
Cunberl and PO Box 157 21502 MD Cunberl and|Anest hesi a 2185850.
Crothall S 13028 Coll 60693 IL Chicago Housekeepi ng 9383309.
Aramark Co PO Box 651 28265 NC Charlotte D etary 1361185.
Carl Belt PO Box 121 21502 MD Cunberl and|Construction 1294972.

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 »

25

BCA
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Form 990 (2009) V\est ern VD Heal th System Corp Inc 52- 0591531 Page 9
Statement of Revenue
(A) (B) (©) (%)

Total revenue Related or Unrelated Revenue
exempt business excluded from tax
function revenue under sections
revenue 512, 513, or 514

a0 la Federated campaigns ...... la
SE| b Membershipdues ........ 1b
E_’ g ¢ Fundraising events ........ 1c
% ; d Related organizations ... ... 1d
.= Government grants
G E | © (conmbutions) e le
_g f f All other cont‘rib_utions, gifts,
BE£|  omwedsoe 1| 1141678.
z - g Noncash_co_nlnbum?ns_ ____________ $
8 % included in lines 1a-1f:
h Total. Addlines 1a-1f  ........................ > | 1141678.
% Business Code
& [2a Ancillary Care 179100736.179100736.
¢ |b Patient Care 70418855. | 70418855.
g |c_dinics, Hone Care 12690487.| 12690487.
& | d_Energency Care 6528850. | 6528850.
E |e | nvest nent | ncone 164802. 164802.
‘g; f  All other program service revenue ......
d | g Total. Addlines2a-2f  ........................ » P68903730.
3 Investment income (including dividends, interest, and
other similaramounts) ........................... > 3019853. 3019853.
4 Income from investment of tax-exempt bond proceeds ~ ...... 4
5 Royalties. ......... ... . >
(i) Real (i) Personal
6a GrossRents...... 239361. 10164.
b Cipenses oo 231499.
c Repaiincome -292138. 10164.
d Netrentalincomeor(loss) ...................... > | -281974. | | -281974.
7a  Srossamounom (i) Securities (ii) Other
other than inventory . . 2809296 2759457
b Less: cost or other
oxpenees 2667499. | 2439085.
¢ Gainor(loss) .... 141797. 320372.
d Netgainor(Ioss)............ccoviiiiiiiiiiii .. > | 462169. | 462169. |
8a  Gross income from fundraising events
g (not including $
§ of contributions reported on line 1c).
& See Part IV, line18 ............ a
E b Less: direct expenses .......... b
8 | ¢ Netincome or (loss) from fundraising events ... ... > | |
9a Gross income from gaming
activities. See Part IV, line 19 ..a
b Less: direct expenses .......... b
¢ Netincome or (loss) from gaming activities ........ > | |
10a Gross sales of inventory, less
returns and allowances ........ a
b Less: costofgoodssold ....... b
¢ Netincome or (loss) from sales of inventory. ... .... > | | |
Miscellaneous Revenue Business Code
11a Unr el at ed 621500 850707. 850707.
b Other Revenue 2851463.| 2851463.
¢ Excluded 155681. 155681.
d Allotherrevenue.......................
Total. Add lines 11a-11d  ...................... » 3857851.
12 Total revenue.
Seeinstructions ............................... » 277103307.272217362. 850707.| 2893560.
BCA  Copyright form software only, 2009 Universal Tax Systems, Inc. All rights reserved. US990$$9 Rev. 1 Form 990 (2009)



Form 990 (2009) V\est ern VD Heal th System Corp Inc 52- 0591531  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).
Do not include amounts reported on lines 6b, (A) B|) © (D)
Total expenses Program service Management and Fundraising
7b, 8b, 9b, and 10b of Part VIII. expenses general expenses expenses
1 Grants and other assistance to governments and
organizations in the U.S. See Part IV, line21 ......
2 Grants and other assistance to individuals in
the U.S. See Part IV, line22 ......................
3 Grants and other assistance to governments,
organizations, and individuals outside the
U.S. See Part IV, lines15and 16  ................
4 Benefits paid to or for members ...
5 Compensation of current officers, directors,
trustees, and key employees ...................... 3008899. 2798276. 210623.
6 Compensation not included above, to disqualified
persons (as defined under section 4958(f)(1)) and
persons described in section 4958(c)(3)(B) ........
7 Other salariesandwages  ........................ 80419165. 74789824. 5629341.
8 Pension plan contributions (include section 401(k)
and section 403(b) employer contributions) ........ 11740288. 10918468. 821820.
9 Other employee benefits .......................... 13268724. 12339913. 928811.
10  Payrolltaxes  ......... .. 5996395. 5576647. 419748.
11  Fees for services (non-employees):
a Management ...
boLegal ... 420669. 420669.
C Accounting ...
d Lobbying ...
€  Professional fundraising services. See Part IV, line17  ........
f Investment managementfees  ..................
g Other ... .. .
12  Advertising and promotion ............. ... ... 536263. 498725. 37538.
13 Officeexpenses ............ ... i 58901032. 54777960. 4123072.
14  Information technology  .......................... 2407800. 2239254. 168546.
15 Royalties ...
16 OCCUPANCY ...ttt 4878620. 4537116. 341504.
17 Travel ... 483516. 449670. 33846.
18 Payments of travel or entertainment expenses
for any federal, state, or local public officials  ......
19  Conferences, conventions, and meetings ..........
20 INEreSt ... 10316174. 10316174.
21  Paymentsto affiliates ............. ...
22 Depreciation, depletion, and amortization  ........ 16919441. 15735080. 1184361.
23 Insurance ... 4178912. 3886388. 292524,
24 Other expenses. Itemize expenses not
covered above. (Expenses grouped together
and labeled miscellaneous may not exceed
5% of total expenses shown on line 25 below.)
a Contractual /Charity 40872777.| 38011683. 2861094.
b Bad Debts 5752939. 5350233. 402706.
¢ Medical Prof Fees 5692727. 5294236. 398491.
d Mnority Interest 34491472. 3207702. 241440.
e O her 11801106.| 10975029. 826077.
f Allotherexpenses..................................
25  Total functional expenses. Add lines 1 through 24f 281044589. | 251386204. 29658385.
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 campaign and fundraising solicitation
BCA  Copyright form software only, 2009 Universal Tax Systems, Inc. All rights reserved. US990$10 Rev. 1 Form 990 (2009)



Form 990 (2009) V\est ern VD Heal th System Corp Inc 52- 0591531 page 11
Balance Sheet
(A) (8)
Beginning of year End of year
1 Cash - non-interest-bearing ... .. 34359439. | 1 437372009.
2 Savings and temporary cash investments .............. ... ... 1901155.| 2 16111486.
3 Pledges and grants receivable, net ......... ... ... . ... .. 3
4 Accounts receivable, net ... ... 19214670. | 4 36592311.
5 Receivables from current and former officers, directors, trustees, key
employees, and highest compensated employees. Complete Part Il of Sch. L 5
6 Receivables from other disqualified persons (as defined under section
4958(f)(1)) and persons described in section 4958(c)(3)(B). Complete
Partll of Schedule L .. ... ... . 6
a |7 Notes and loans receivable, net ... ... ... . 7
&3‘ 8 Inventories for sale Or use ... ... 3905142. | s 7105896.
< ]9 Prepaid expenses and deferred charges  .............. ... ... 3618427.] 9 5733178.
10a Land, buildings, and equipment: cost or other
basis. Complete Part VI of ScheduleD ........ 10a 576136760.
b Less: accumulated depreciation  ............. 10b 181404987. 26423827. | 10c 394731773.
11  Investments - publicly traded securities ... ... ... 11
12 Investments - other securities. See Part IV, line 11 .......................... 12
13  Investments - program-related. See Part IV, line 11 .......................... 13
14 Intangible @ssets ... 14
15 Otherassets. See Part IV, line 11 ... ... ... .. . . i 15776945. | 15 65606646.
16  Total assets. Add lines 1 through 15 (must equal line34) .................... 105199605. | 16 569618499.
17  Accounts payable and accrued eXpenses ............. . 22506919. | 17 30171421.
18  Grantspayable ... 18
19  Deferred revenue .. ... . 19
20 Tax-exempt bond liabilities ... .. ... 20 339841682.
» | 21 Escrow or custodial account liability. Complete Part IV of ScheduleD  ........ 21
é 22 Payables to current and former officers, directors, trustees, key
'-g employees, highest compensated employees, and disqualified
- persons. Complete Part [l of Schedule L~ ........... ... ... ... .......... 22
23  Secured mortgages and notes payable to unrelated third parties ............. 23
24 Unsecured notes and loans payable to unrelated third parties .................. 24
25  Other liabilities. Complete Part X of ScheduleD .............................. 21884549, 25 79260853.
26 Total liabilities. Add lines 17 through 25 ... ... .oovo 44391468. | 26 449273956.
Organizations that follow SFAS 117, check here » N and
@ complete lines 27 through 29, and lines 33 and 34.
Q | 27  Unrestricted NELASSES .. ... ... i 54109812. | 27 118051720.
‘—£ 28  Temporarily restricted netassets ............... . 6188433. | 28 2046486.
;'_9, 29  Permanently restricted netassets ............... . 509892. | 29 246337.
L% Organizations that do not follow SFAS 117, check here » D
5 and complete lines 30 through 34.
‘a“(’; 30 Capital stock or trust principal, or currentfunds  .............. ... ... ... ... 30
ﬁ 31  Paid-in or capital surplus, or land, building, or equipment fund ~ .............. 31
% | 32  Retained earnings, endowment, accumulated income, or other funds ~ ........ 32
Z | 33 Total net assets or fund BaIANCES ...............ccooieieie 60808137. | 33 120344543.
34  Total liabilities and net assets/fund balances .............. ... ... 105199605. | 34 569618499.

BCA
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Form 990 (2009) V\est ern VD Heal th System Corp Inc 52- 0591531

Page 12

EIadl Financial Statements and Reporting

1 Accounting method used to prepare the Form 990: D Cash Accrual D Other
If the organization changed its method of accounting from a prior year or checked ““Other," explain in
Schedule O.

Yes | No

2a  Were the organization's financial statements compiled or reviewed by an independent accountant? .................... 2a X
b  Were the organization's financial statements audited by an independent accountant? ............... ... ... ............. 2b | X
c 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? — .................... 2c | X
If the organization changed either its oversight process or selected 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 of the year were
issued on a consolidated basis, separate basis, or both:
D Separate basis D Consolidated basis 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 Circular A-L33 2 ... 3a | X
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. 3b | X
Form 990 (2009)
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. . . OMB No. 1545-0687
corm 990-T Exempt Organization Business Income Tax Return |

(and proxy tax under section 6033(e)) 2009
Department of the Treasury For calendar year 2009 or other tax year beginning \] U| 0 1 , 2009, and ending \] un 30 , 20 E Open to Public Inspection for
Internal Revenue Service (77) » See separate instructions. 501(c)(3) Organizations Only
Al | S06%0% Inged Name of organization ( ul Check box if name changed and see instr.) D Employer ID number
B Exempt under section Western MD Health Syst em Cor p I nc §§,”g’il,°cyf§f) trust, see instructions
501@ ) 3 ) Print or | Number, street, and room or suite no. If a P.O. box, see instructions. 52- 0591531
408(e) 220(e) Type (L2400 W | | owbr ook Road E Unrelated business activity
408A H 530(a) City or town, state, and ZIP code codes  (see instr. for Block &)
529(a) Cunber| and MD 21501- 0539 621500
C BOOdeg'f“ZOI all assets F  Group exemption number (See instructions for Block F) >
5%6, éiS, 499, G Check organization type » P(| 501(c) corporation | | 501(c) trust | 401(a) trust | Other trust
H Describe the organization's primary unrelated business activity. » Lab Svcs, rent al , clean & nmai ntenance
I During the tax year, was the corporation a subsidiary in an affiliated group or a parent-subsidiary controlled group?  ...... > N Yes |_| No
If "Yes," enter the name and identifying number of the parent corporation. » West MD Heal th Sys 52-1971675
J Thebooksareincareof » VWHS FI nance Depart nent Telephone number » 240- 964- 8007
Unrelated Trade or Business Income (A) Income (B) Expenses (C) Net
1 a Gross receipts or sales 850, 707.
b Less returns and allowances c Bal. » |1c 850, 707.
2 Cost of goods sold (Schedule A, line7)  ........................ 2
3 Gross profit. Subtract line 2 fromlinelc ........................ 3 850, 707. 850, 707.
4 a Capital gain net income (attach Schedule D) .................... 4a
b Net gain (loss) (Form 4797, Part Il, line 17) (attach Form 4797) .. |4b
C Capital loss deduction for trusts ... 4c
5 Income (loss) from partnerships and S corps. (attach statement) ..| 5
6 Rentincome (Schedule C) ... .. ... ... .. 6
7 Unrelated debt-financed income (Schedule E)  .................. 7
8 Interest, annuities, royalties, and rents from controlled
organizations (Schedule F) ... . ... ... ... 8
9 Investment income of a section 501(c)(7), (9), or (17) organization
(Schedule G) ... 9
10 Exploited exempt activity income (Schedulel) — .................. 10
11 Advertising income (Schedule J) ... ... ... 11
12 Other income (See instructions; attach schedule.)  .............. 12
13 Total. Combine lines 3through 12 ... .......................... 13 850, 707. 850, 707.

3
Part Il Deductions Not Taken Elsewhere (See the instructions for limitations on deductions.)
(Except for contributions, deductions must be directly connected with the unrelated business income.)

14 Compensation of officers, directors, and trustees (Schedule K) ... ... . 14
15 Salaries and WageS .. ...t 15 259, 954,
16 Repairs and MainteNanCe .. .. ... . 16
17 Bad GBS oot 17 82, 896.
18 Interest (attach SChedule) ... 18
19 Taxes and lICBNSES ... 19
20 Charitable contributions (See the instructions for limitation rules.) ... .. .. . 20
21 Depreciation (attach Form 4562) . ... .. .. 21 8, 311.
22 Less depreciation claimed on Schedule A and elsewhere onreturn ~ .............. 22a 22b 8, 311.
23 DEPIEtON 23
24 Contributions to deferred compensation plans .. ... .. . 24
25 Employee benefit programs ... ... 25 77, 986.
26 Excess exempt expenses (Schedule ) ... 26
27 Excessreadership costs (Schedule J) ... .. 27
28 Other deductions (attach schedule) . ... .. . 28 426, 889.
29 Total deductions. Add lines 14 through 28 .. ... ... . 29 856, 036.
30 Unrelated business taxable income before net operating loss deduction. Subtract line 29 from line 13 ............ 30 ( 5, 329. )
31 Net operating loss deduction (limited to the amounton line 30) ... ... . .. 31
32 Unrelated business taxable income before specific deduction. Subtract line 31 fromline30  .................. ... 32 ( 5, 329. )
33 Specific deduction (Generally $1,000, but see line 33 instructions for exceptions) — .............................. 33 1, 000.
34 Unrelated business taxable income. Subtract line 33 from line 32. If line 33 is greater than line 32, enter the

smallerof zeroorline 32 ... ... .. .. 34 ( 5, 329. )
For Privacy Act and Paperwork Reduction Act Notice, see instructions. Form 990-T (2009)

BCA Copyright form software only, 2009 Universal Tax Systems, Inc. All rights reserved. US990T$1 Rev. 1



Form 990-T (2009) \WAestern MD Health System Corp | nc 52- 0591531  Page?2
Tax Computation
Organizations Taxable as Corporations. See instructions for tax computation.
Controlled group members (sections 1561 and 1563) check here » D See instructions and:
a Enter your share of the $50,000, $25,000, and $9,925,000 taxable income brackets (in that order):
@ s | @ ERERE |
b Enter organization's share of: (1) Additional 5% tax (not more than $11,750) .......... $
(2) Additional 3% tax (not more than $100,000)..................o i $
¢ Income tax on the amount 0N lINE B4 .. ... » [35c
36  Trusts Taxable at Trust Rates. See instructions for tax computation. Income tax on the amount
on line 34 from: D Tax rate schedule or D Schedule D (Form 1041) ............... ... ...coin.. > |36
37 Proxy tax. See iNStrUCHIONS ... ... . . » |37
38  Alternative MiNIMUM taX . ... ..o 38
39 Total. Add lines 37 and 38 to line 35c or 36, whichever applies ........... .. ... . i 39
Tax and Payments
40 a Foreign tax credit (corporations attach Form 1118; trusts attach Form 1116) ...... 40a
b Other credits (see the INStructions) . ............. ... i 40b
¢ General business credit. Attach Form 3800 ............ ... ... ... ..o i, 40c
d Credit for prior year minimum tax (attach Form 8801 or 8827) ...................... 40d
e Total credits. Add lines 40a through 40d . .. ... .. .. 40e
41 Subtractline 40e from lINe B0 ... .. 41
42 Other taxes. Check if from: DForm 4255 D Form 8611 D Form 8697 D Form 8866 DOther (attach schedule) |42
43 Total tax. ADd INES 41 and 42 ... . 43
44 a Payments: A 2008 overpayment credited to 2009 ... ... 44a
b 2009 estimated tax payments ............. .. 44b
¢ Tax deposited with FOrm 8868 . .......... ... ... . . 44c
d Foreign organizations: Tax paid or withheld at source (see instructions) ............ 44d
e Backup withholding (see instructions) ............. ... ... ... . .. 44e
f Other credits and payments: Form 2439
[ ] Form 4136 Other Total » |44f
45  Total payments. Add lines 44a through 44f . . 45
46  Estimated tax penalty (see the instructions). Check if Form 2220 is attached » D .............................. 46
47  Tax due. If line 45 is less than the total of lines 43 and 46, enter amountowed ................................ » |47
48  Overpayment. If line 45 is larger than the total of lines 43 and 46, enter amount overpaid .................... > |48
49  Enter the amount of line 48 you want: Credited to 2010 estimated tax » Refunded » |49
Statements Regarding Certain Activities and Other Information  (see instructions)

1 Atany time during the 2009 calendar year, did the organization have an interest in or a signature or other authority over a | Yes | No
financial account (bank, securities, or other) in a foreign country? If YES, the organization may have to file Form TD F 90-22.1,
Report of Foreign Bank and Financial Accounts.

If YES, enter the name of the foreign country here » X

2 During the tax year, did the organization receive a distribution from, or was it the grantor of, or transferor to, a foreign trust?  ..... X
If YES, see the instructions for other forms the organization may have to file.

3 Enter the amount of tax-exempt interest received or accrued during the tax year > 3

Schedule A - Cost of Goods Sold. Enter method of inventory valuation »

1 Inventory at beginning of year ........ 1 6 Inventoryatendofyear . .. . ... ... . ... 6

2 Purchases .......................... 2 7 Cost of goods sold. Subtract line 6

3 Costoflabor ........................ 3 from line 5. Enter here and in

4 a Additional section 263A costs Partlline2............................ 7
(attach schedule) .................... 4a 8 Do the rules of section 263A (with respect to Yes | No

b Other costs (attach schedule) ........ 4b property produced or acquired for resale) apply
5 Total. Add lines 1 through4b ........ 5 to the organization? ................. ... ... ..
Under penalties of perjury, | declare that | have examined this return, including accompanying schedules and statements, and to the best of my knowledge and
S| g n k belief, it is true, correct, and complete. Declaration of preparer (other than taxpayer) is based on all information of which preparer has any knowledge.

May the IRS discuss this return

A . .
Here ' | '\/i ce Presi dent y Fi nan with the preparer shown below

Signature of officer Date Title |r§:teructlons)" |_| Yes |_| No
Paid Preparer's k Date Check if self- Preparer's SSN or PTIN
P . signature ' employed |_|
reparers Firm's name (or yours if k EIN
If-employed), address,
Use Only | setrempiores) avaess, CUVBERLAN VD 21502-_| Phone o.

BCA cCopyright form software only, 2009 Universal Tax Systems, Inc. Al rights reserved. US990T$2 Rev. 1
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Form 990-T (2009)

Western MD Heal th System Corp Inc

52- 0591531 Page 3

Schedule C - Rent Income (From Real Property and Personal Property Leased With Real Property)

(see instructions)

1. Description of property

@)

@

©)

Q)

2. Rentreceived or accrued

(a) From personal property (if the percentage
of rent for personal property is more than
10% but not more than 50%)

(b) From real and personal property (if the
percentage of rent for personal property
exceeds 50% or if the rent is based on

profit or income)

3(a) Deductions directly connected with the
income in columns 2(a) and 2(b)
(attach schedule)

@)

@

©)

4)

Total

Total

(b)Total deductions.

(c) Total income. Add totals of columns 2(a) and 2(b).
Enter here and on page 1, Part I, line 6, column (A) ....»

Enter

here and on page 1, Part |,
line 6, column (B) .. »

Schedule E - Unrelated Debt-Financed Income

(see instructions)

1. Description of debt-financed property

2.Gross income from or
allocable to
debt-financed property

3.Deductions directly connected with or allocable to
debt-financed property

(a) Straight line depreciation
(attach schedule)

(b) Other deductions
(attach schedule)

@)

@

©)

4)

4. Amount of average
acquisition debt on or
allocable to debt-financed
property (attach schedule)

5. Average adjusted basis of
or allocable to
debt-financed property

(attach schedule)

6. Column 4
divided by
column 5

7. Gross income reportable
(column 2 x column 6)

8. Allocable deductions

(column 6 x total of
columns 3(a) and 3(b))

1) %
) %
3) %
4 %
Enter here and on page 1, |Enter here & on page 1,
Part I, line 7, column (A). Part I, line 7, column (B).
TOtalS o >

Total dividends-received deductions included in column 8

Schedule F - Interest, Annuities, Royalties, and Rents From Controlled Organizations

(see instructions)

Exempt Controlled Organizations
1. Name of controlled 2. Employer 3. Net unrelated 4. Total of 5. Part of column 4 that 6. Deductions
organization identification income (loss) (see specified is included in the directly connected
number instructions) payments made controlling organization's with income in
gross income column 5
(1)
(2
(3
4)
Nonexempt Controlled Organizations

7. Taxable Income

8. Net unrelated income
(loss) (see instructions)

9. Total of specified

payments made

10. Part of column 9 that is
included in the controlling

11. Deductions directly

connected with income in

organization's gross income column 10
(1)
(2
(3
4
Add columns 5 and 10. Add columns 6 and 11.
Enter here and on page 1, Enter here and on page 1,
Part 1, line 8, column (A). Part 1, line 8, column (B).
TOtalS »
Form 990-T (2009)
BCA cCopyright form software only, 2009 Universal Tax Systems, Inc. Al rights reserved. US990T$3 Rev. 1



Form 990-T (2009)

Western MD Heal th System Corp Inc

52- 0591531

Page 4

Schedule G - Investment Income of a Section 501(c)(7), (9), or (17) Organization

(see instructions)

o ] ] 3. Deductions 4. Set-asides 5. Total deductions
1. Description of income 2. Amount of income d(gtetgtcl c;%ﬂré%%tlgt)j (attach schedule) and s[eJItl-,gs(ll%le.s4SC0|' 3

1)

2

(©)]

4
Enter here and on page 1, Enter here and on page 1,
Part I, line 9, column (A). Part I, line 9, column (B).

Totals ............... ... .. >

Schedule | - Exploited Exempt Activity Income, Other Than Advertising Income

(see instructions)

1. Description of exploited activity

2. Gross
unrelated
business income
from trade or
business

3. Expenses
directly
connected with

production of
unrelated
business income

4. Net income
(loss) from
unrelated trade
or business
(column 2 minus
column 3). If a
gain, compute
cols. 5 through 7.

5.Gross income
from activity that
is not unrelated
business income

6. Expenses
attributable to
column 5

7. Excess
exempt
expenses

(column 6 minus

column 5, but
not more than

column 4).

(1)
(2
(3
4
Enter here & on | Enter here & on Enter here and
page 1, Part |, page 1, Part |, on page 1,
line 10, col. (A). | line 10, col. (B). Part 11, line 26.
Totals ............ ...l >
Schedule J - Advertising Income  (see instructions)
=Tadl Income From Periodicals Reported on a Consolidated Basis
4. Advertising 7.Excess
2 Gross gain or (loss) readership
1N f periodical d tisi 3.Direct (col. 2 minus 5.Circulation 6.Readership costs (column 6
- Name or periodica a I\rls:rolri:gg advertising costs col. 3). Ifa income costs minus column 5,

gain, compute
cols. 5 through 7.

but not more
than column 4).

@)

@

©)

Q)

Totals (carry to Part I,
line (5))

S-I4MIM Income From Period

columns 2 through 7 on a li

icals Reported on a Separat

ne-by-line basis.)

e Basis  (For

each periodical listed in Part I, fill in

4. Advertising

7. Excess read-

. 2. Gross 3.Direct gain or (loss) (col.| 5 circulation 6.Readershi ership costs
1. Name of periodical adi\'/1 i:;';'gg advertising costs |f2am§'lglijns’ c(::glm3)_. income costs P é‘g‘.’,'g, éﬂ't”r‘fgt
ute cols. 5- 7. more than col. 4).
(1)
(2
(3
4
Totals from Part |
Enter here & on | Enter here & on Enter here and
page 1, Part |, page 1, Part |, on page 1,
line’11, col. (A). | line 11, col. (B). Part 11, line 27.
Totals, Part Il (lines 1-5) ........ >
Schedule K - Compensation of Officers, Directors, and Trustees (see instructions)
%
%
%
%
Total. Enter here and on page 1, Part I, ine 14 . . »
BCA Copyright form software only, 2009 Universal Tax Systems, Inc. All rights reserved. US990T$4 Rev. 1 Form 990-T (2009)



US-990T Page 1, Line 28 - Other Deductions 2009

name: WBSt ern MD Heal th System Corp Inc IDnumber: 52- 0591531

Type:

ACCOUNTING .

Amortization

ANSWEIING SEIVICE . . . oo

AULO @Nd tTUCK BXPENSES. . . . .o

BanK Charges . ..o

COMMISSIONS. . . ot

Insurance

Janitorial

Laundry and ClEANING. . . ... ...

Legal and professional fees . . ... .

LICENSES AN PeIMIIS ..o .

Meals: at 50%
at 80% - DOT hours of service
at 100% - See inStructions .. ............. i

MISCEIIANEOUS . . . ..

OffICE BXPENSE . .

OULSIAE SBIVICE ...

Parking fees and tolls. . . ... ...

PO g, . . .

PN NG o

SAIES BXPENSE. . . . ot

S UMY . oot

SUPP S o 337, 554,

Trade ShOW EXPENSE. . . ..

Training and SEMINAIS . .. ... e

Travel

UNI OIS . o

UBTEES oo 10, 825.

Qiher 78, 510.

............................................................................................................ 426, 889.

Copyright form software only, 2009 Universal Tax Systems, Inc. All rights reserved. USWXA$$1



| omB No. 1545-0047

SCHEDULE A Public Charity Status and Public Support 2009

(Form 990 or 990-EZ) Complete if the organization is a section 501(c)(3) organizations or a section

Department of the Treasury 4947(a)(1) nonexempt charitable trust. Open to Public

Internal Revenue Service » Attach to Form 990 or Form 990-EZ. » See separate instructions. Inspection

Name of the organization Employer identification number
Western MD Health System Corp I nc 52- 0591531

Reason for Public Charity Status (Al 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).

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

city, and state:

D An organization operated for the benefit of a college or university owned or operated by a governmental unit described in section
170(b)(1)(A)(iv). (Complete Part Il.)
6 A federal, state, or local government or governmental unit described in section 170(b)(1)(A)(v).
An organization that normally receives a substantial part of its support from a governmental unit or from the general public
described in section 170(b)(1)(A)(vi). (Complete Part I1.)
A community trust described in section 170(b)(1)(A)(vi). (Complete Part I1.)
An organization that normally receives: (1) more than 33 1/3 % of its support from contributions, membership fees, and gross

receipts from activities related to its exempt functions - subject to certain exceptions, and (2) no more than 33 1/3 % of its
support from gross investment income and unrelated business taxable income (less section 511 tax) from businesses
acquired by the organization after June 30, 1975. See section 509(a)(2). (Complete Part Ill.)

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

11 An organization organized and operated exclusively for the benefit of, to perform the functions of, or 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 D Type | b D Type Il c D Type lll - Functionally integrated d D Type Il - Other
e D By checking this box, | certify that the organization is not controlled directly or indirectly by one or more disqualified

persons other than foundation managers and other than one or more publicly supported organizations described in section

509(a)(1) or section 509(a)(2).

f If the organization received a written determination from the IRS that it is a Type I, Type Il or Type Ill supporting
organization, ChecK this DOX ... o D
g Since August 17, 2006, has the organization accepted any gift or contribution from any of the following persons?
(i) A person who directly or indirectly controls, either alone or together with persons described in (ii) Yes | No
and (iii) below, the governing body of the supported organization? ......... .. ... ... ... .. . . 11g(i)
(i) A family member of a person described in (i) above? ... .. . 11g(ii)
(iii) A 35% controlled entity of a person described in (i) or (i) @above? ... ... ... . . . . 11g(iii)
h Provide the following information about the supported organization(s).
(i) Name of supported (ii) EIN (iii) Type of organization (iv) s the organ- (v) Did you (vi) Is the (vii) Amount of
organization (described on lines 1-9 ization in col. notify the organization in support
above or IRC section (i) listed in your organization in col. (i)
(see instructions)) governing col. (i) of your organized
document? support? inthe U.S.?

Yes No Yes No Yes No

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

BCA Copyright form software only, 2009 Universal Tax Systems, Inc. All rights reserved. US990A$1 Rev. 1




Schedule B Schedule of Contributors OMB No. 1545-0047
(Form 990, 990-EZ,
or 990-PF) » Attach to Form 990, 990-EZ, and 990-PF. 2009

Department of the Treasury
Internal Revenue Service

Name of the organization Employer identification number
Western MD Heal th System Corp Inc 52- 0591531

Organization type (check one):

Filers of: Section:

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

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

Form 990-PF D 501(c)(3) exempt private foundation
D 4947(a)(1) nonexempt charitable trust treated as a private foundation

D 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

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

Special Rules

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

D For a section 501(c)(7), (8), or (10) organization filing Form 990, or Form 990-EZ, that received from any one contributor, during the year,
aggregate contributions or bequests 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, 1I, and IlI.

D For a section 501(c)(7), (8), or (10) organization filing Form 990, or Form 990-EZ, that received from any one contributor, during the year,
some contributions for use exclusively for religious, charitable, etc., purposes, but these contributions did not aggregate to more than $1,000.
(If this box is checked, enter here the total contributions that were received during the year for an exclusively religious, charitable, etc.,
purpose. Do not complete any of the parts unless the General Rule applies to this organization because it received nonexclusively religious,
charitable, etc., contributions of $5,000 or more duringtheyear) .......... ... .. ... ... ... ... .. ... ...... > 3

Caution. Organization that are not covered by the General Rule and/or the Special Rules do not file Schedule B (Form 990, 990-EZ, or 990-PF),
but they must answer "No" on Part IV, line 2 of their Form 990, or check the box in the heading of their Form 990-EZ, or on line 2 of their Form 990-PF,
to certify that they do not meet the filing requirements of Schedule B (Form 990, 990-EZ, or 990-PF).

For Privacy Act and Paperwork Reduction Act Notice, see the Instructions for Form 990. Schedule B (Form 990, 990-EZ, or 990-PF) (2009)
These instructions will be issued separately.

BCA Copyright form software only, 2009 Universal Tax Systems, Inc. All rights reserved. US990B$1 Rev. 1



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

Page _1 of _1 of Part |

Name of organization

Western MD Heal th System Corp Inc

Employer identification number

52- 0591531

Contributors (see instructions)

(a)
No.

(b)

Name, address, and ZIP + 4

(©

Aggregate contributions

(d)

Type of contribution

1

Ander son Fam |y Foundati o

PO Box 32677

$ 400, 000.

PHOENI X AZ 85064- 2677

Person
Payroll
Noncash

(Complete Part Il
if there is a
noncash contribution.)

(a)
No.

(b)

Name, address, and ZIP + 4

(©

Aggregate contributions

(d)

Type of contribution

WWHS Foundati on | nc

PO Box 539

$ 509, 379.

CUMBERLAND MD 21502-

Person
Payroll
Noncash

(Complete Part Il
if there is a
noncash contribution.)

(a)
No.

(b)

Name, address, and ZIP + 4

(©

Aggregate contributions

(d)

Type of contribution

Person
Payroll
Noncash

(Complete Part Il
if there is a
noncash contribution.)

(a)
No.

(b)

Name, address, and ZIP + 4

(©

Aggregate contributions

(d)

Type of contribution

Person
Payroll
Noncash

(Complete Part Il
if there is a
noncash contribution.)

(a)
No.

(b)

Name, address, and ZIP + 4

(©

Aggregate contributions

(d)

Type of contribution

Person
Payroll
Noncash

(Complete Part Il
if there is a
noncash contribution.)

(a)
No.

(b)

Name, address, and ZIP + 4

(©

Aggregate contributions

(d)

Type of contribution

Person
Payroll
Noncash

(Complete Part Il
if there is a
noncash contribution.)

BCA Copyright form software only, 2009 Universal Tax Systems, Inc. All rights reserved.
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SCHEDULE D Supplemental Financial Statements | omB No. 1545-0047

(Form 990) » Complete if the organization answered "Yes" to Form 990, 2009
Department of the Treasury Part IV, line 6, 7, 8, 9, 10, 11, or 12. Open to Public
Internal Revenue Service » Attach to Form 990. » See separate instructions. Inspection

Name of the organization Employer identification number

Western MD Heal th System Corp I nc 52- 0591531
Organizations Maintaining Donor Advised Funds or Other Similar Funds or Accounts.

Complete if the organization answered ““Yes" to Form 990, Part IV, line 6.

(a) Donor advised funds (b) Funds and other accounts
1 Totalnumberatendofyear ............................
2 Aggregate contributions to (duringyear) ................
3 Aggregate grants from (duringyear) ....................
4 Aggregate value atendofyear ........................
5 Did the organization inform all donors and donor advisors in writing that the assets held in donor advised funds
are the organization's property, subject to the organization's exclusive legal control? .................................. D Yes D No
6 Did the organization inform all grantees, donors, and donor advisors in writing that grant funds may be used only
for charitable purposes and not for the benefit of the donor or donor advisor or other impermissible private benefit? .. |_| Yes |_| No
Part 1l Conservation Easements. Complete if the organization answered ““Yes" to Form 990, Part IV, line 7.
1 Purpose(s) of conservation easements held by the organization (check all that apply).
Preservation of land for public use (e.qg., recreation or pleasure) Preservation of an historically important land area
Protection of natural habitat Preservation of certified historic structure

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

Held at the End of the Year
a Total number of conservation easements . ... ... ... ... 2a
b Total acreage restricted by conservation easements ............. .. .. 2b
¢ Number of conservation easements on a certified historic structure includedin(@) .................... 2c
d Number of conservation easements included in (c) acquired after 8/17/06  ............................ 2d

3 Number of conservation easements modified, transferred, released, extinguished, or terminated by the organization during
the taxable year »
4 Number of states where property subject to conservation easement is located »
5 Does the organization have a written policy regarding the periodic monitoring, inspection, reporting of violations,
and enforcement of the conservation easements it holds? ... . . D Yes D No
6 Staff and volunteer hours devoted to monitoring, inspecting, and enforcing conservation easements during the year  »
7 Amount of expenses incurred in monitoring, inspecting, and enforcing conservation easements during the year > $
8 Does each conservation easement reported on line 2(d) above satisfy the requirements of section 170(h)(4)(B)(i)
and section 170(N)(A)BYN? . - ..o [] ves []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.
Organizations Maintaining Collections of Art, Historical Treasures, or Other Similar Assets.
Complete if the organization answered ““Yes" to Form 990, Part IV, line 8.
1 a If the organization elected, as permitted under SFAS 116, not to report in its revenue statement and balance sheet works of art, historical
treasures, or other similar assets held for public exhibition, education, or research in furtherance of public service, provide, in Part X1V, the
text of the footnote to its financial statements that describes these items.

b If the organization elected, as permitted under SFAS 116, to report in its revenue statement and balance sheet works of art, historical trea-
sures, 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) Revenuesincluded in Form 990, Part VIII, Ine 1 ... ... . .. > $
(ii) Assetsincluded in FOrm 990, Part X . ... ... . . > $

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

a Revenues included in Form 990, Part VIII, INe 1 .. ... . > $
b Assets included in FOrm 990, Part X ... ... ... > $
For Privacy Act and Paperwork Reduction Act Notice, see the instructions for Form 990. Schedule D (Form 990) 2009

BCA Copyright form software only, 2009 Universal Tax Systems, Inc. All rights reserved. US990D$1 Rev. 1



Schedule D (Form990) 2009  Western MD Heal th System Corp | nc 52-0591531 page?2

Part Il 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 collection items
(check all that apply):

a Public exhibition d Loan or exchange programs
b Scholarly research e Other
c 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.
5 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? ....... ... ... ... ... ... .. ... ... ...... |_| Yes |_| No
Part IV Escrow and Custodial Arrangements.  Complete if organization answered ““Yes" to Form 990, Part IV, line 9,

or reported an amount on Form 990, Part X, line 21.

la Is the organization an agent, trustee, custodian or other intermediary for contributions or other assets not included
ON FOIM 900, Part X2 D Yes D No
b If "Yes," explain the arrangement in Part XIV and complete the following table:

Amount
C Beginning balanCe ... ... . 1c
d Additions during the Year ... ... . . 1d
e Distributions during the Year . ... ... . le
f ENdINg balance ... ... . 1f
2a Did the organization include an amount on Form 990, Part X, line 21?2 .. ... .. ... . . |_| Yes KI 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
la Beginning of year
balance ............ 2,244, 200. 185, 778.
b Contributions ........ 353, 302. 2, 058, 879.
¢ Netinvestment earn-
ings, gains, and losses| 12, 294, 9, 552.
d Grants or scholarships
e Other expenditures
for facilities and
programs ............ 328, 591. 10, 009.
f Administrative
expenses ............
g End of year balance . . 2, 281, 205. 2, 244, 200.
2 Provide the estimated percentage of the year end balance held as:
a Board designated or quasi-endowment > 0. 00 %
b Permanent endowment » 10. 96 %
¢ Termendowment » 89. 04 %
3a Are there endowment funds not in the possession of the organization that are held and administered for the organization by: Yes | No
(i) unrelated OrganizationNS ... ... ... .. 3a(i) X
(i) related Organizations .. ... ... .. 3a(ii) X
b If "Yes" to 3a(ii), are the related organizations listed as required on Schedule R? . ... ... ... . .. . . . . 3b
4 Describe in Part XIV the intended uses of the organization's endowment funds.
Investments - Land, Buildings, and Equipment.  See Form 990, Part X, line 10.
Description of investment (a) Cost or other (b) Cost or other (c) Accumulated (d) Book value
basis (investment) basis (other) Depreciation
Ta Land ... 6, 391, 698. 6, 391, 698.
b Buildings ... 401, 660, 485. 5, 569, 959. 3P6, 090, 526.
¢ Leasehold improvements ....................
d Equipment ............................... 1b5, 621, 107. 102, 925, 081. b2, 696, 026.
e Other ... 12,463, 470. 2,909,947, |9, 553, 523.
Total. Add lines 1a through 1e. (Column (d) should equal Form 990, Part X, column (B), line 10(c).) .......................... [} 94, 731, 773.

Schedule D (Form 990) 2009

BCA Copyright form software only, 2009 Universal Tax Systems, Inc. All rights reserved. US990D$2 Rev. 1



Schedule D (Form990) 2009  Western MD Heal th System Corp | nc

52- 0591531 Pages

Investments - Other Securities.

See Form 990, Part X, line 12.

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

(b) Book value

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

Financial derivatives ......... ... ... .. . .
Closely-held equity interests — .............. ... ... .. . i
Other

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

Part VIII 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) should equal Form 990, Part X, col. (B) line 13.) »

Part IX Other Assets. See Form 990, Part X, line 15.

(a) Description (b) Book value
Funds on Deposit wth Trustee 14,932, 796.
O her Accounts Recei vabl e 4,238, 949.
AR from Affiliates 1,535, 774.
I nprest Fund-Workers Conp 1,014, 969.
I nvest nent s- Board Desi gnat ed 1,011, 998.
Restricted by Donor 2,292, 823.
Investnent in Affiliates 13, 243, 060.
O her Long Term I nvestnents 2,454, 801
Under Bond I ndenture Agreenent 4,881, 476.
Total. (Column (b) should equal Form 990, Part X, col. (B) line 15.) . ... . e 65, 606, 646.

Other Liabilities. See Form 990, Part X, line

25.

1. (a) Description of Liability (b) Amount

Federal Income Taxes 979.
Payables to Third Party Prograns 6, 953, 202.
Bond Prem um 11, 567, 538.
Equi pnment Loan Payabl e 1,371, 440.
Deferred Conp 418, 450.
Prof essi onal [ nsurance 6, 562, 918.
Pension Liability 33, 874, 441.
Mnority Interest Payable 1,915, 779.
Pot omac Medi cal Partners 16, 251, 331
Asbest os Abat enent 344, 775.
Total. (Column (b) should equal Form 990, Part X, col. (B) line 25.) » 9, 260, 853.

2. FIN 48 Footnote. In Part XIV, provide the text of the footnote to the organization's financial statements that reports the organization's

liability for uncertain tax positions under FIN 48.

BCA Copyright form software only, 2009 Universal Tax Systems, Inc. All rights reserved.
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Schedule D (Form990) 2009  Western MD Heal th System Corp | nc 52-0591531 Page 4

Part XI Reconciliation of Change in Net Assets from Form 990 to Audited Financial Statements

1 Total revenue (Form 990, Part VIII, column (A), INe 12) .. .. ... 1 277, 103, 307.

Total expenses (Form 990, Part IX, column (A), line 25) .. ... 2 281, 044, 589.

Excess or (deficit) for the year. Subtractline 2 fromline 1 ... ... . . . . 3 ( 3, 941, 282. )

Net unrealized gains (I0SSES) ON INVESIMENTS ... ... . 4

Donated services and use of facilities ........... ... . 5

INVESIM BNt EXPENSES . . o e 6

Prior period adjUstments ... .. 7

Other (Describe in Part XIV) . ... 8 (63, 477, 688. )

© 00 N o 0o b wWwN

Total adjustments (net). Add lines 4 through 8 ... ... ... . . 9 63, 477, 688.

10  Excess or (deficit) for the year per audited financial statements. Combine lines3and9 ........................ 10 59, 536, 406.

Part XiII Reconciliation of Revenue per Audited Financial Statements With Revenue per Return

1 Total revenue, gains, and other support per audited financial statements ................... .. ... . | 1286, 762, 000.

2 Amounts included on line 1 but not on Form 990, Part VIII, line 12:

Net unrealized gains on iNVEStMENTS . ... ... ... .. 2a
Donated services and use of facilities .............. ... 2b
Recoveries of prior year grants ... ... 2c
Other (Describe in Part XIV) .. ... 2d 531, 499,

Add lines 2a through 2d ... ... . |2e | 531, 499,

™ O O T 9

3 Subtractline 2efrom line 1 ... .. .. . e | 3286, 230, 501.

4 Amounts included on Form 990, Part VIII, line 12, but not on line 1:
a Investment expenses not included on Form 990, Part VI, line7b ...................... 4a
b Other (Describe in Part XIV) .. ... o 4b 40, 872, 806.

C AddIlinesda and db .. . 4c 40, 872, 806.

5  Total revenue. Add lines 3 and 4c. (This should equal Form 990, Part |, line 12.) ............. ... ... ... ... ... 2 7, 103, 307.

Part XIII Reconciliation of Expenses per Audited Financial Statements With Expenses per Return

1 Total expenses and losses per audited financial statements ............. .. . . . ? 40, 702, 000.

2 Amounts included on line 1 but not on Form 990, Part IX, line 25:

Donated services and use of facilities  ........... ... ... 2a
Prior year adjustments .. ... ... . 2b
Other I0SSES ..o 2c
Other (Describe in Part XIV) .. ... 2d 531, 499,
Add lines 2a through 2d ... ... 2e 531, 499,

™ O O T 9

3 Subtractline 2efrom line 1 ... ... . e 3?40, 170, 501.

4 Amounts included on Form 990, Part IX, line 25, but not on line 1:
a Investment expenses not included on Form 990, Part VI, line7b ...................... 4a
b Other (Describe in Part XIV) .. ... o 4b 40, 873, 088.
C AddIlinesda and db .. . 4c 40, 873, 088.

5  Total expenses. Add lines 3 and 4c. (This should equal Form 990, Part I, line 18.) ............ ... ... ... .......... 2 81, 043, 589.

Part XIV Supplemental Information

Complete this part to provide the descriptions required for Part Il, lines 3, 5, and 9; Part lll, lines 1a and 4; Part IV, lines 1b and 2b; Part V, line 4;
Part X, line 2; Part XI, line 8; Part XII, lines 2d and 4b; and Part Xlll, lines 2d and 4b. Also complete this part to provide any additional information.
Part V, Line 4 - Intended uses of the incone fromthe Pugh Endownent

Fund are to provide free beds and free service to those who may becone

patients and who through financial inability may be unable to nake

provi sions for their own nedical and/or surgical relief.

Part XI, Line 8 - Incone Rel from Rest -1,785,205, Pension Liability

Adj (10,277,000), Rest Donations - 1,914,166, Tranfer to Affiliates -

(669, 301), Change in Ben Trust - (11,993,097), Transfer to Operations

(2,000, 219), Unreal Gain on Invest - 73,091, Transfer Assets from
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Schedule D (Form990) 2009  Western MD Heal th System Corp | nc 52- 0591531

Page 5

EUAY  Supplemental Information (continued)

Menorial Medical Center (EIN 52-1246048) - 84, 644, 844

Part XIlI, Line D - Rental Expenses

Part XIlI, Line 4b - Contractual/charity-40,872,777, rounding - 29

Part Xill, Line D - Rental Expenses

Part XIlIl, Line 4b - Contractual/charity-40,872, 777, roundi ng-311

Part V, Line 4 - Endownent

The Anderson Fam |y Foundati on endowrent fund is restricted for

use to address hospital -acquired infections

Schedule D (Form 990) 2009
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Schedule F Statement of Activities Outside the United States | omB No. 1545-0047

(Form 990) » Complete if the organization answered ““Yes" to Form 990, 2009

Department of the Treasury Part IV, line 14bv 15, or 16. Open to Public

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

Name of the organization Employer identification number
Western MD Heal th System Corp I nc 52- 0591531

General Information on Activities Outside the United States.  Complete if the organization

answered “Yes" to Form 990, Part IV, line 14b.
1 For grantmakers. Does the organization maintain records to substantiate the amount of the grants or assistance, the
grantees' eligibility for the grants or assistance, and the selection criteria used to award the grants or assistance? ....... D Yes D No

2 For grantmakers. Describe in Part IV the organization's procedures for monitoring the use of grant funds outside the United States.

3 Activities per Region. (Use Schedule F-1 (Form 990) if additional space is needed.)

(&) Region (b) Number of | (c) Number of | (d) Activities cond- (e) If activity listed in (f) Total
offices inthe | employees or ucted in region (by (d) is a program expenditures in
region agents in type) (i.e., fundraising, service, describe region
region program services, specific type of
grants to recipients service(s) in region

located in the region)

Central Anerica 1 | nsur ance 1, 319, 586.

and Cari bbean

TOtalS ... > 1 1, 319, 586.

For Privacy Act and Paperwork Reduction Act Notice, see the Instructions for Form 990. Schedule F (Form 990) 2009
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SCHEDULE H Hospitals | omB No. 1545-0047

(Form 990) » Complete if the organization answered "Yes" to Form 990, Part IV, question 20. 2009
Department of the Treasury > Attach to Form 990. Open to Public
Internal Revenue Service » See separate instructions. Inspection
Name of the organization Employer identification number
Western MD Health System Corp Inc 52- 0591531
Charity Care and Certain Other Community Benefits at Cost
Yes | No
1 a Does the organization have a charity care policy? If "No," skip to question 6a ................ ..., 1a | X
b I Yes, s it aWritten POlCY 2 ... . 1 | X

2 If the organization has multiple hospitals, indicate which of the following best describes application of the charity care
policy to the various hospitals.
ﬁ Applied uniformly to all hospitals D Applied uniformly to most hospitals
I Generally tailored 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 free care: ................... ... | 3a | X |
[] 100% [] 150% 200% [] other %
b Does the organization use FPG to determine eligibility for providing discounted care to low income individuals? If “Yes,"
indicate which of the following is the family income limit for eligibility for discounted care:  ................ .. ... ... ......... | 3b | X |
N/
[] 200% [] 250% 300% [] 350% [] 400% []other %

c If the organization does not use FPG to determine eligibility, describe in Part VI the income based criteria for determining
eligibility for free or discounted care. Include in the description whether the organization uses an asset test or other threshold,
regardless of income, to determine eligibility for free or discounted care.

Does the organization's policy provide free or discounted care to the “"medically indigent"? ................ ... ... .............. 4 X
5 a Does the organization budget amounts for free or discounted care provided under its charity care policy? .................... 5a | X
b If “Yes," did the organization's charity care expenses exceed the budgeted amount? .............. ... ... ... .. ... .. ... ..... 5b X
c If "Yes" to 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 Care? ... ... . 5c
6 a Does the organization prepare an annual community benefit report? . ... . . ga | X
b If “Yes," does the organization make it available to the public? ....... ... .. . .. . . . 6b | X
Complete the following table using the worksheets provided in the Schedule H instructions. Do not submit these worksheets with the Schedule H.
7 Charity Care and Certain Other Community Benefits at Cost
Charity Care and (a) Number of (b) Persons (c) Total community |(d) Direct offsetting | (€) Net community | (f) Percent
Means-Tested Government activities or pro- served benefit expense revenue benefit expense of total
Programs grams (optional) (optional) expense
a Charity care at cost (from
Worksheets1and2) .......... 3698, 869, 071. 3, 869, 071. 1.41
b Unreimbursed Medicaid (from
Worksheet 3, columna) ........ 0. 00
¢ Unreimbursed costs-other
means-tested government
Doy o erksheet 3. 0. 00
d Total Charity Care and Means-
Tested Government Programs . . 3698, 869, 071. 3, 869, 071. 1.41
Other Benefits
e Community health improvement
services and community
e aons (o ) 11128| 339, 413, 32,041. |307,372. | 0.11
f Health professions education
(from Worksheet5) ............ 69223 109, 943. 24, 000. 1}, 085, 943. 0. 39
g Subsidized health services
(from Worksheet 6) ............ 24934 968, 426. 2| 798, 012. 2, 170, 414. 0.79
h Research (from Worksheet 7) .. 0. 00
i Cash and in-kind contributions
Worahaat gy 9roups (fom 14368 218, 971. 55,846. | 163,125. | 0.06
j Total. Other Benefits .......... 119658|, 636, 753. 2| 909, 899. 3| 726, 854. 1.35
k Total. Add lines 7dand 7j ... 123348] 505, 824. 2| 909, 899. 7| 595, 925. 2.76
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 990) 2009

Western MD Health System Corp Inc

52-

0591531

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 community | (f) Percent
activities or pro- served building expense revenue building expense of total
grams (optional) (optional) expense

1  Physical improvements and
housing 0. 00
2 Economic development 0. 00
3 Community support 0. 00
4 Environmental improvements 0. 00
5 Leadership development and
training for community members 0. 00
6 Coalition building 0. 00
7  Community health improvement
advocacy 80, 135. 80, 135. 0. 03
8  Workforce development 540, 613. 540, 613. 0.20
9  Other 0. 00
10  Total 620, 748. 620, 748. 0. 23
Bad Debt, Medicare, & Collection Practices
Section A. Bad Debt Expense
1 Does the organization report bad debt expense in accordance with Healthcare Financial Management Association Yes | No
StalEMENt NO. L7 | 1 X
2 Enter the amount of the organization's bad debt expense (atcost) ............................ 2 6, 7 13, 264.
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 ................................ 3 960, 325.

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 DSH and IME)

6 Enter Medicare allowable costs of care relating to payments on line 5
7 Subtract line 6 from line 5. This is the surplus or (shortfall)
8

105, 877, 611.

689, 995, 969.

71b, 881, 642.

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:

D Cost accounting system

Section C. Collection Practices

9 a Does the organization have a written debt collection policy?

E Cost to charge ratio

D Other

b If “"Yes," does the organization's collection policy contain provisions on the collection practices to be followed for patients

who are known to qualify for charity care or financial assistance? Describe in Part VI

9a

9b

Management Companies and Joint Ventures

(a) Name of entity (b) Description of primary (c) Organization's (d) Officers, directors, | (e) Physicians' profit %
activity of entity profit % or stock trustees, or key or stock ownership %
ownership % employees' profit %
or stock ownership %

1 Cunberl and Prop ent al 50. 00 0. 00 0. 00
2 Wbrk Health SvcsHealth care 100. 00 0. 00 0. 00
3 Johnson Hei ghts ent al 83. 95 0. 00 16. 05
4+ Mem Med CGr Svcs Buil di ng nai nt 100. 00 0. 00 0. 00
5 Hayst ack I magi ng alth care 50. 00 0. 00 50. 00
6 0. 00 0. 00 0. 00
7 0. 00 0. 00 0. 00
8 0. 00 0. 00 0. 00
9 0. 00 0. 00 0. 00
10 0. 00 0. 00 0. 00
11 0. 00 0. 00 0. 00
12 0. 00 0. 00 0. 00
13 0. 00 0. 00 0. 00
14 0. 00 0. 00 0. 00

Schedule H (Form 990) 2009

BCA Copyright form software only, 2009 Universal Tax Systems, Inc. All rights reserved. US990H$2 Rev. 1



Schedule H (Form 990) 2009 Western MD Health System Corp Inc 52-0591531 Page 3

Facility Information

c 18125 |2(3|3|3
Name and address @ % = |2 E 5 oy Other
7] = @ | 2 o EN = )
@ 28 g S a = @ (Describe)
22|38 518
5|22 |5 |32
Sl | E |23
7] o,
5 5
gi.
Wt MD Reg Med Ctr
12500 WT T owbr ook Road
Cunberl and MD 21502- X | X X

Schedule H (Form 990) 2009

BCA Copyright form software only, 2009 Universal Tax Systems, Inc. All rights reserved. US990H$3 Rev. 1



Schedule H (Form 990) 2009 Western MD Health System Corp Inc 52- 0591531 Page 4

Part VI 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 I, line 7, column (f); Part 1, line 7; Part Ill, line 4; Part Il line 8;
Part 1ll, line 9b, and Part V. See Instructions.

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

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

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

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

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

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

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

Part |, line 6a:

In response to the growing interest in the types and scope of

community benefit services provided by Maryl and Hospitals, the

Maryl and General Assenbly passed House Bill 15 during the 2001

Legi sl ative Session, which created a new responsi bility under the

Heal t h Servi ces Cost Revi ew Comm ssion (HSCRC). Under the | aw, HSCRC

is responsible for collecting hospital community benefit information

from i ndividual hospitals to conpile into a publicly avail able

statewi de Community Benefit Report. This |arger statew de docunent

contains summary information as well as individual hospital reports.

Part |, line 7g:

| ncl uded as subsi di zed health services were costs attributable to a

physician clinic. This anmbunted to $1, 660, 946.

Part |, line 7, colum (f):

Bad debt expense included on Part I X, line 25 colum (A),line 25

colum (A), subtracted for the purpose of calculating the percentage

in this colum total ed $5, 752, 939.

Schedule H (Form 990) 2009
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Schedule H (Form 990) 2009 Western MD Health System Corp Inc 52- 0591531 Page 4

Part VI 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 I, line 7, column (f); Part 1, line 7; Part Ill, line 4; Part Il line 8;
Part 1ll, line 9b, and Part V. See Instructions.

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

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

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

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

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

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

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

Part |, line 7:

Amounts reported in the table were cal cul ated based upon the comunity

benefit expenses entered in a comunity benefit cost accounting system

by the appropriate individuals involved with the service provided. Al

patient segnents (inpatient, outpatient, energency room etc) were

i ncluded. Were appropriate, indirect costs were deternm ned by a

ratio cal cul ati on of overhead and capital costs in relation to direct

costs fromthe HSCRC Annual Cost Report.

Part |, line 7a, 7b, 7f and Part |1l Section B

Maryl and's regul atory system creates a uni que process for hospital

paynent that differs fromthe rest of the nation. The HSCRC det erm nes

paynent through a rate setting process and all payors, including

government al payors, pay the same anount for the same services

delivered at the sane hospital. Maryland s unique all payor system

i ncludes a nethod for referencing Unconpensated Care in each payors

rates, which does not enable Maryl and hospitals to breakout any

of fsetting revenue related to Unconpensated Care. Community benefit

expenses are equal to Medicaid revenues in Maryland, as such, the net

Schedule H (Form 990) 2009
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Schedule H (Form 990) 2009 Western MD Health System Corp Inc 52- 0591531 Page 4

Part VI 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 I, line 7, column (f); Part 1, line 7; Part Ill, line 4; Part Il line 8;
Part 1ll, line 9b, and Part V. See Instructions.

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

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

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

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

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

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

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

Part |, line 7a, 7b, 7f and Part |1l Section B (cont):

effect is zero. Additionally, net revenues for Medicaid should

reflect the full inpact on the hospital of its share of the Mdicaid

assessnent .

Part 111, line 4:

Bad debt expenses are for those services rendered to patients who have

been determ ned to have the financial capacity to pay, but are

unwi Il ling to pay. The total expense is bad debt wite-offs, nade after

followi ng the provisions of the hospital's collection and wite-off

policy, |less gross bad debt recoveri es.

Hospital charges witten-off for the followi ng are not bad debts:

a. Contractual allowances and adj ust nents.

b. Adm nistrative, policy discounts, and adjustnents

c. Charges for nedically unnecessary hospital services.

d. Charges witten off that are not the result of patient's inability

to pay or where the hospital has not expended a reasonable coll ection

effort.

An estimate of the amount of charity care attributable to patients

who |ikely would qualify for financial assistance under the hospital's

Schedule H (Form 990) 2009
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Schedule H (Form 990) 2009 Western MD Health System Corp Inc 52- 0591531 Page 4

Part VI 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 I, line 7, column (f); Part 1, line 7; Part Ill, line 4; Part Il line 8;
Part 1ll, line 9b, and Part V. See Instructions.

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

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

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

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

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

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

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

Part 111, line 4 (cont):

charity care policy, if sufficient informati on had been available to

nmake a determ nation of their eligibility, was based upon a revi ew of

records of patients who had accounts witten off. Western

Maryl and Heal th System (WWHS), has an audit prepared at the system

| evel. The systenmis financial statenments do not contain a footnote

t hat descri bes bad debt expense. The explanation of the accounting

for bad debts is shown above.

Part 111, |line 9b:

An eval uation of patient or guarantor ability to pay for hospital

servi ces shall be conducted as foll ows:

1. Determ nati on should be nade that all forns of insurance are not

avai lable to pay the patient's bill (Medicare, Mdicaid, Blue Cross

, Or private commrercial insurance).

2.Determ nation of incone will be nade after reviewing all avail able

docunents such as copies of incone tax returns, pay stubs, bank state-

ments show ng direct deposits of social security checks, etc. Certain

nmedi cal expenses may be allowed in cal culating available inconme to
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Schedule H (Form 990) 2009 Western MD Health System Corp Inc 52- 0591531 Page 4

Part VI 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 I, line 7, column (f); Part 1, line 7; Part Ill, line 4; Part Il line 8;
Part 1ll, line 9b, and Part V. See Instructions.

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

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

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

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

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

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

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

Part 111, line 9b (cont):

cover hospital bills.

3.Determ ne Assets and Resources - |In sone situations, a patient or

guarantor's assets such as certificates of deposits or checking

accounts with a bal ance of $5,000 or greater may be considered in

determ ni ng need.

4. Consi derations in Applying for the Financial Assistance Program

A. Wr ki ng, abl e-bodi ed patients, over the age of 21, with no

di sabilities and not pregnant do not usually qualify for Medical

Assi stance. At the discretion of the Supervi sor and Depart nent

Director, the requirenent of the patient making application for

Medi cal Assi stance may be wai ved.

B. The Financi al Assistance application, when approved, is backdated

for services rendered 12 nonths prior to approval and valid 24 nonths

after approval .

C.Iln certain situations, a 12-nonth waiting period to reapply for the

Fi nanci al Assi stance Program may be wai ved.

D. Approved applicants will be subject to recertification 12 nonths

fromthe date their application was approved, if it is determ ned

that their incone may be changed since the patient or guarantor

Schedule H (Form 990) 2009
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Part VI 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 I, line 7, column (f); Part 1, line 7; Part Ill, line 4; Part Il line 8;
Part 1ll, line 9b, and Part V. See Instructions.

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

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

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

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

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

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

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

Part 111, line 9b (cont):

originally applied.

E. Account (s) of the applicant which have been previously placed with

a Collection Agency are not included in the application for the

Fi nanci al Assi stance Program

5. Application

A. The cover letter attached to the Financial Assistance Program

application specifies the application to be returned within 10 working

days with requested information. |If the patient or guarantor does not
respond the patient or guarantor will be considered as not interested.
If partial information is returned, the applicant will be given

additional tinme provided all the information that was requested in the

appl i cati on.

B. Deci sions on probable eligibility will be nade within two busi ness

days of an initial application. The applicant will be notified in

witing by the WWHS Busi ness Ofice of the determnation. |If

additional information is needed for a final determ nation the patient

or guarantor will be told what additional information is required and

and the final determnation will be conmmunicated to the patient or

guarantor in witing within two busi ness days of receiving the
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Part VI 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 I, line 7, column (f); Part 1, line 7; Part Ill, line 4; Part Il line 8;
Part 1ll, line 9b, and Part V. See Instructions.

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

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

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

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

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

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

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

5. Application (cont)

addi ti onal information.

C. The patient or guarantor will be nade aware that they are

attesting to the fact that the information they have provided is a

conpl ete and accurate statenent of their financial situation by having

t he Fi nancial D sclosure Statenent signed.

6. Pati ent Financial Obligation - Applicants receiving assistance

t hrough the Financial Assistance Program nust agree to make nont hly

paynents based on the current policy regardi ng extended paynment ternmns.

Needs assessnent:

During FY10, WWVHS conpl et ed an extensive planni ng process that

culmnated with the opening of the Western Maryl and Regi onal Medi cal

Center in Novenber 2009. Numerous partners and enpl oyees had input in

the new hospital facility and rel ocation of many WVWHS servi ces. Most

of WWHS is now | ocated near the |ocal health departnment and comunity

col | ege, inproving access for the conmunity. WWHS has a |ong history

addressing community needs and is often approached by nenbers of the

community for support. The mission of WWHS is to inprove the health

status and quality of life of the individuals we serve, especially

those in need. Commtnent to the cause extends fromthe enpl oyees to
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Part VI 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 I, line 7, column (f); Part 1, line 7; Part Ill, line 4; Part Il line 8;
Part 1ll, line 9b, and Part V. See Instructions.

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

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

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

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

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

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

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

5. Needs Assessnent (cont)

the Board of Directors and is reflected in the strategic plan and

goal s. Through the strategi c planni ng process, adequate resources are

identified and community service initiatives are aligned with system

wi de objectives. Conmmunity service priorities are to pronote healthy

behavi ors, create safe environnents, and i ncrease access to services

for the vul nerabl e.

The |l ast formal assessnment conpleted by the |ocal health departnent

was in 2001 as part of the Maryland Health I nprovenent Plan. Since

then the Al'l egany County Heal th Departnent has depended on secondary

data and input fromunit chiefs and executive staff. In FY10 they

identified the top three priorities as; |lack of prinmary care/adult

dental, nental health/substance abuse, and i nadequate social support

poverty. A summary of this information was reviewed by WWHS, and

found it reflected their plans to address access to care, poverty, and

heal t h i nprovenent .

When exploring the needs and feasibility of various projects, WHS

al so uses data conpiled by the state or federal governnent such as,

Maryl and Vital Statistics, Healthy People 2010, Behavioral Ri sk Factor

Surveillance System US Census Bureau, and various reports fromthe
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Part VI 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 I, line 7, column (f); Part 1, line 7; Part Ill, line 4; Part Il line 8;
Part 1ll, line 9b, and Part V. See Instructions.

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

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

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

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

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

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

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

5. Needs Assessnent (cont)

Maryl and Departnent of Health and Mental Hygi ene, Maryland Health Care

Conmmi ssion, and Health Services & Cost Revi ew Conmm SSi on. Utilization

and di scharge data is al so analyzed to determne or clarify needs when

appropri at e.

In 2009, WWHS participated in a community needs assessnent |ead by the

County United Way to identify key priorites in the surrounding

counties. This year, WWHS renmai ned engaged in County United Way's

efforts to address the priorities.

Community needs related to health inprovenent and access to care are

regul arly discussed via community partners and the Wrkgroup on Access

to Care. The groups usually nmeet binonthly and include

representatives fromthe |ocal health department, social services,

| ocal non-profit organi zations, health care organi zati ons, and

community | eaders. Subgroups of the same partners worked throughout

FY10 on oral health issues, nedication safety, and obesity.

Patient education of eligibility for assistance:

WWHS grants charity care to those patients who denonstrate a financi al

need. WWHS has signs posted at all sites where patients are admtted
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Part VI 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 I, line 7, column (f); Part 1, line 7; Part Ill, line 4; Part Il line 8;
Part 1ll, line 9b, and Part V. See Instructions.

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

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

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

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

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

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

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

Patient education of eligibility for assistance (cont):

for inpatient care and all sites where patients receive outpatient

servi ces, including the energency room

Applications for Financial Assistance are made available to patients

at the time services are rendered. Applications for Financial

Assi stance are al so made available to any patient or their famly

menbers who request the formbe mailed to them

WWHS contracts with an outside agency to interview all inpatients who

do not have insurance coverage. \Wen feasible the initial contact is

made prior to discharge. The contractor explains to the patient or

their famly nmenber(s) the benefits that nay be available to them

t hrough the federal, state and | ocal prograns including Medical

Assi stance, Primary Adult Care and Medicare. The contractor assists

the patient or their famlies in conpleting applications and

acconpani es themif needed to any appointnents for the purpose of

obt ai ni ng benefits through the various public prograns.

WWHS provides a tel ephone nunber for financial assistance on patient

statenents. WWHS al so has staff dedicated to follow up and assi st any

patient or their famly menber(s) who needs support in obtaining

fi nanci al assi st ance.
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Part VI 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 I, line 7, column (f); Part 1, line 7; Part Ill, line 4; Part Il line 8;
Part 1ll, line 9b, and Part V. See Instructions.

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

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

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

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

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

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

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

Patient education of eligibility for assistance (cont):

Patients determned to be ineligible for government benefits may be

referred to the WWHS Wel I ness Center and its Community Heal th Access

Program (CHAP). This unique program a joint venture of the Western

Maryl and Heal th System and Al l egany Health Right, |inks participants

to a primary care physician and appropriate health and social services

such as prescription prograns, nutritional counseling, and diagnostic

care. Through CHAP enrol | nent individuals are screened for potenti al

eligibility in over 40 area prograns.

Communi ty informati on and community buil ding activities:

The Western Maryl and Health System provides primary and secondary

acute care services for a six county regi on covering: Upper Potomac

regi on of Maryland, Eastern West Virginia, and Sout hwestern

Pennsyl vania. The service area enconpasses the mpjority of Al egany

and Garrett Counties in Maryland, Mneral County and sel ected zip

codes in Hanpshire County in West Virginia, and Bedford and

Sonerset Counties in Pennsylvania. WWHS |eads the market with a 76. 1%

mar ket share in its total service area with a popul ati on of

approxi mately 128,500 people. 81.3% of WWHS patients cone fromthe
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Part VI 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 I, line 7, column (f); Part 1, line 7; Part Ill, line 4; Part Il line 8;
Part 1ll, line 9b, and Part V. See Instructions.

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

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

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

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

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

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

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

Communi ty informati on and community buil ding activities (cont):

two MD counties, 16.4% fromthe two counties in W, and 2.3% fromthe

two counties in PA. 76.6% of WWHS patients reside in Allegany County.

The service area contains a | arger percentage of elderly than the

United States overall, and several common characteristics are |inked

to the financial hardship in the region. The nedi an househol d i ncone

for all of the counties in the area is below the United States. Only

the two Pennsyl vania counties, fromwhich the |east patients are

pull ed, has less individuals |iving below the federal poverty |evel

when conpared to the US overall. Between 30-44% of each county in the

service area is either uninsured or receives Mdical Assistance.

The average |ife expectancy in the counties range from 75.2 years to

77.5 years, which is around the US average of 76.5 years. Wen

reviewi ng the neasures of death in the Cormunity Heal th Status

| ndi cators (2009), two of the |eading causes of death found in 5 of

the 6 counties are heart di sease and breast cancer.

WWHS is in a nedically underserved and econom cal |y depressed region

of western Maryland. The major needs are to address the barriers

associated wth poverty, access to care, and preventable risk factors.

Whether it is a discussion with the Western Maryl and Heal th System
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Part VI 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 I, line 7, column (f); Part 1, line 7; Part Ill, line 4; Part Il line 8;
Part 1ll, line 9b, and Part V. See Instructions.

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

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

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

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

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

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

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

Communi ty informati on and community buil ding activities (cont):

Foundati on, the Wirkgroup on Access to Care, County United Way, or

clients at the various health and hunan servi ces agenci es; access to

health care and prevention remain community priorities. WHS s

community benefits initiatives continue to include health inprovenent,

community investnent, and access for the | ow i ncone uni nsured.

WWHS targets the needs of the | owinconme uninsured and underserved

popul ati ons, preval ence of chronic di sease and associated risk factors

and community asset devel opnent, reflective of the needs |isted above.

Priorities are to pronote heal thy behaviors, create safe environnents,

and i ncrease access to services for the vul nerabl e.

As a not-for-profit health system WWHS provides care to all,

regardl ess of their ability to pay. There are a nunber of patient care

services that are not self-supporting that we continue to provide

since we are the community's only provider.

Maki ng sure that patients have the foll ow up resources that they need

is also a priority and we work cooperatively with many other community

organi zati ons. WWHS nai ntains the software used by many community

servi ce agencies, including WWHS, to screen | ow incone, uninsured and

underinsured residents for assistance. Residents can visit any one of
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Part VI 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 I, line 7, column (f); Part 1, line 7; Part Ill, line 4; Part Il line 8;
Part 1ll, line 9b, and Part V. See Instructions.

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

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

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

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

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

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

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

Communi ty informati on and community buil ding activities (cont):

t he vari ous agencies to determne their eligibility for support

services fromall agencies. WWHS provides both financial support and

i n-ki nd support to numerous comunity organi zations that share our

m Ssi on.

Through Conmunity Health & Wl | ness preventive health screenings,

health fairs and education prograns are offered throughout the

the community. Wth the Coomunity Health | nprovenent Partners and

Wor kgroup on Access to Care, WWHS is able to increase its outreach and

enhance the inpact.

In FY10, WWHS nmade substantial strides in strengthening the visibility

of its community health role:

- Est abl i shed WVWHS as the regional resource for the state's Healthiest

Mar yl and canpai gn

-Engaged 11 conmunity partners to provide 20 resource stations at the

annual health fair addressing specific deficiencies identified in the

County heal t h Ranki ngs

-Led a coalition of WWHS, United Way, the YMCA, and several other area

agencies in applying for a $25,000 grant for conprehensive planning

to reduce obesity; planning grant denied but, recomrended for
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Part VI 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 I, line 7, column (f); Part 1, line 7; Part Ill, line 4; Part Il line 8;
Part 1ll, line 9b, and Part V. See Instructions.

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

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

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

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

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

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

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

Communi ty informati on and community buil ding activities (cont):

future consideration for inplenentation funding

-Total participation increased during FY10 by 7.3%

-Special attention to obesity was denonstrated by the increase of

related visits by over 30% from 3400 to over 4500.

-Special attention to lifestyle choices was denonstrated by the

increase of related visits by al nost 20% from 1566 to 1865.

-Total health screenings increased by 23% from 7046 to 8668, including

t he increases noted above for weight control.

-WWHS est abl i shed the on-grounds farners' market to reinforce healthy

eating and the CDC pronotion of locally grown fresh produce.

-Participation in the community-w de CAP dat abase increased by over 9%

from 13,027 to 14,214 reflecting the expected increase in the

uni nsured and underi nsured popul ati on due to the econony.
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SCHEDULE J Compensation Information | omB No. 1545-0047

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

2009

Department of the Treasury » Complete if the organization answered "Yes" to Form 990, Part IV, line 23. Open to Public
Internal Revenue Service » Attach to Form 990. » See separate instructions. Inspection
Name of the organization Employer identification number
Western MD Health System Corp Inc 52- 0591531
Questions Regarding Compensation
| Yes | No
1 a Check the appropriate box(es) if the organization provided any of the following to or for a person listed in Form 990, Part VII,
Section A, line 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)
b If any of the boxes on line 1a are checked, did the organization follow a written policy regarding payment or reimbursement
or provision of all of the expenses described above? If “"No," complete Part Il toexplain ...................................... 1b
2 Did the organization require substantiation prior to reimbursing or allowing expenses incurred by all officers, directors,
trustees, and the CEO/Executive Director, regarding the items checked inline1a? ............ ... ... .. ... . . i .. 2 X
3 Indicate which, if any, of the following the organization uses to establish the compensation of the organization's CEO/
Executive Director. Check all that apply.
ﬁ Compensation committee ﬁ Written employment contract
ﬁ Independent compensation consultant ﬁ Compensation survey or study
I Form 990 or other organizations ﬁ Approval by the board or compensation committee
4 During the year, did any person listed in Form 990, Part VII, Section A, line 1a, with respect to the filing organization or
a related organization:
a Receive a severance payment or change-of-control payment? ... ... . 4a X
b Participate in, or receive payment from, a supplemental nonqualified retirement plan? ... ... ... ... .. ... . ... .. .. . ab | 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 Il1.
Only section 501(c)(3) and 501(c)(4) organizations must complete lines 5-9.
5 For persons listed in Form 990, Part VII, Section A, line 1a, did the organization pay or accrue any compensation
contingent on the revenues of:
@ The OrganiZation? . . ... . 5a X
b Any related Organization? . ... ... ... 5b X
If "Yes" to line 5a or 5b, describe in Part Il |
6 For persons listed in Form 990, Part VII, Section A, line 1a, did the organization pay or accrue any compensation
contingent on the net earnings of:
@ The OrganiZation? . . ... . 6a X
b Any related Organization? . ... ... ... 6b X
If "Yes" to line 6a or 6b, describe in Part Il |
7 For persons listed in Form 990, Part VII, Section A, line 1a, did the organization provide any non-fixed payments not
described in lines 5 and 62 If “"Yes," describe in Part Il ... ... 7
8 Were any amounts reported in Form 990, Part VII, paid or accrued pursuant to a contract that was subject to the initial
contract exception described in Regs. section 53.4958-4(a)(3)? If “"Yes," describe inPart Ill .................................. 8
9 If"Yes" to line 8, did the organization also follow the rebuttable presumption procedure described in Regulations
SECHON 53.4058-6(C) 2 ... ittt 9
For Privacy Act and Paperwork Reduction Act Notice, see the instructions. Schedule J (Form 990) 2009

BCA Copyright form software only, 2009 Universal Tax Systems, Inc. All rights reserved. US990J$1 Rev. 1



Schedule J (Form 990) 2009

Western MD Heal th System Corp I nc

52- 0591531

Page 2

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

Use Schedule J-1 if additional space is needed.

For each individual whose compensation must be reported in Schedule J, report compensation from the organization on row (i) and from related organizations, described in the instructions, on row (ii). Do not
list any individuals that are not listed on Form 990, Part VII.
Note. The sum of columns (B)(i)-(iii) must equal the applicable column (D) or column (E) amounts on Form 990, Part VII, line 1a.

(A) Name

(B) Breakdown of W-2 and/or 1099-MISC compensation

(C) Retirement and

(D) Nontaxable

(E) Total of columns

(F) Compensation

(i) Base (ii) Bonus & incentive (iii) Other other deferred benefits (B)(i)-(D) reported in prior
compensation compensation reportable compensation Form 990 or Form
compensation 990-EZ
() 475, 368. 78, 300. 2, 646. 139, 021. 14, 788. 710, 123. 667, 953.
Barry Ronan (ii)
() 315, 037. 39, 380. 6, 066. 45, 949, 1, 325. 407, 757. 324, 953.
Janes Raver (ii)
() 267, 758. 48, 470. 1, 661. 41, 082. 15, 347. 374, 318. 274, 080.
Thomas Dowdel | (ii)
() 254, 821. 46, 853. 809. 37,812, 13, 046. 353, 341. 256, 618.
Ki nberly Repac (ii)
() 192, 171. 34, 021. 577. 28, 470. 12, 920. 268, 159. 196, 361.
Nancy Adans (ii)
() 178, 610. 27, 326. 1, 631. 27,041, 12, 915. 247,523. 185, 040.
Mark Sul I'ivan (ii)
() 143, 715. 32, 625. 764. 21, 208. 12, 827. 211, 139.
Jo WI son (ii)
() 144, 997. 33, 125. 420. 22,742, 15, 089. 216, 373.
Kevin Turl ey (ii)
() 129, 808. 20, 920. 191. 19, 533. 15, 057. 185, 509.
M chele Martz (ii)
() 575, 088. 400. 3, 811. 66, 793. 14, 168. 660, 260. 613, 930.
Mar k Nel son (ii)
() 524, 992. 400. 2,322. 60, 678. 7, 308. 595, 700.
St evan Zi nmrer (il
() 471, 644. 25, 400. 810. 57, 327. 15, 540. 570, 721. 252, 059.
Subr at o Deb (ii)
() 440, 003. 30, 400. 810. 56, 314. 13, 284. 540, 811. 440, 143.
Robert Chou (ii)
() 339, 997. 400. 2, 355. 39, 508. 7, 308. 389, 568. 264, 423.
Al'i da Podr umar (il
(i)
(if)
(i)
(ii)
Schedule J (Form 990) 2009
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Schedule J (Form 990) 2009 Western MD Heal th System Corp I nc 52-0591531 Page 3
Supplemental Information

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

this part for any additional information.

None are present
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SCHEDULE K Supplemental Information on Tax Exempt Bonds | omB No. 1545-0047

(Form 990) » Complete if the organization answered ““Yes" to Form 990, Part IV, line 24a. Provide descriptions, explanations, 2009
Department of the Treasury and any additional information on Schedule O (Form 990). Open to Public
Internal Revenue Service » Attach to Form 990. See separate instructions. Inspection
Name of the organization Employer identification number
Western MD Heal th System Corp I nc 52- 0591531
Bond Issues
(a) Issuer Name (b) Issuer EIN (c)CUSIP # (d) Date issued (e) Issue price (f) Description of purpose (9) (h) On
Defeased O?%hs%l;r
Yes | No | Yes | No
A MHHEFA 52-0936091| 5742172Y4 {11/ 14/ 20888, 650, 000. Replace facility X X
B MHHEFA 52-0936091| 574217771 {11/ 14/ 20062, 180, 000. Replace facility X X
C
D
E
Proceeds
A B C D E
1 Total proceeds Of iISSUE . ... ... .. 3.60, 637, 993. 2, 180, 000.
2 Grossproceedsinreserve funds ... 2 , 500, 000. 170, 000.
3 Proceeds in refunding or defeasance escrows ..................... ... ..., 8, 371, 923. 1, 895, 000.
4 Other unspent proceeds ... ...t
5 Issuance costs from proceeds ............... . 2, 823, 891. 104, 754,
6 Working capital expenditures from proceeds ....................... L
7 Capital expenditures from proceeds 323, 942, 179. 10, 246.
8 Year of substantial completion .......... ... 2009 2009
Yes No Yes No Yes No Yes No Yes No
9 Were the bonds issued as part of a current refunding issue? ................ X X
10 Were the bonds issued as part of an advance refunding issue? .............. X X
11 Has the final allocation of proceeds beenmade? ............................
12 Does the organization maintain adequate books and records to support
the final allocation of proceeds? .......... ... ... ... . .
Part Il Private Business Use
A B C D E
Yes No Yes No Yes No Yes No Yes No
1 Was the organization a partner in a partnership, or a member of an LLC,
which owned property financed by tax-exempt bonds? ...................... X X
2 Are there any lease arrangements with respect to the financed property
which may result in private business use? ............ ... ... i X X
For Privacy Act Paperwork Reduction Act and Notice, see the Instructions for Form 990. Schedule K (Form 990) 2009

BCA Copyright form software only, 2009 Universal Tax Systems, Inc. All rights reserved. US990K$1 Rev. 1



Schedule K (Form 990) 2009 Western MD Health System Corp Inc 52- 0591531 Page 2
Private Business Use (Continued)
A B C D E
Yes No Yes No Yes No Yes No Yes No
3a Are there any management or service contracts with respect to the financed
property which may result in private businessuse? ..........................
b Are there any research agreements with respect to the financed property
which may result in private business use? ............ ... ...
¢ Does the organization routinely engage bond counsel or other outside
counsel to review any management or service contracts or research agree-
ments relating to the financed property? ....... ... ... ...l X X
4 Enter the percentage of financed property used in a private business use
by entities other than a section 501(c)(3) organization or a state or local
GOVEIMMENT » 0.0 % 0.0 % 0.0 % 0.0 % 0.0 %
5 Enter the percentage of financed property used in a private business use
as a result of unrelated trade or business activity carried on by your organ-
ization, another section 501(c)(3) organization, or a state or local govern-
MENt > 0.0 % 0.0 % 0.0 % 0.0 % 0.0 %
6 Totaloflines4and’5 ..................................................... 0.0 % 0.0 % 0.0 % 0.0 % 0.0 %
7 Has the organization adopted management practices and procedures to
ensure the post-issuance compliance of its tax-exempt bond liabilities? ...... X X
Arbitrage
A B C D E
Yes No Yes No Yes No Yes No Yes No
1 Has a Form 8038-T, Arbitrage Rebate, Yield Reduction and Penalty
in Lieu of Arbitrage Rebate, been filed with respect to the bond issue? X X
2 Isthe bond issue a variable rate issue? ............ ... ..o X X
3a Has the organization or the governmental issuer identified a hedge with
respect to the bond issue on its books and records? ........................
b Name of provider ... ... ..
c Termofhedge ...... ... . .
4a Were gross proceeds invested inaGIC? ... X | | X
b Name of provider ............ ... ... . . Wachovi a
C Term of GIC ... 1
d Was the regulatory safe harbor for establishing the fair market value of
the GIC satisfied? ... ... . X
Were any gross proceeds invested beyond an available temporary period? X X
Did the bond issue qualify for an exceptionto rebate? ...................... X X
Schedule K (Form 990) 2009
BCA Copyright form software only, 2009 Universal Tax Systems, Inc. All rights reserved. US990K$2 Rev. 1



SCHEDULE L Transactions with Interested Persons | OMB No. 1545-0047

(Form 990 or 990-EZ) » Complete if the organization answered 2009

Department of the Treasury Yeston Forrc?r ?:9<)()r’n':gg()|}(ézltn;a$§3: ﬁizligzésé §?4208ba.Y 26b. or 28¢, Open To F_>Ub|ic

Internal Revenue Service » Attach to Form 990 or Form 990-EZ. » Seeinstructions. Inspection

Name of the organization Employer identification number
Western MD Heal th System Corp I nc 52- 0591531

Excess Benefit Transactions (section 501(c)(3) and section 501(c)(4) organizations only).

Complete if the organization answered ““Yes" on Form 990, Part IV, line 25a or 25b, or Form 990-EZ, Part V, line 40b.

) = o ) (c) Corrected?
1 (a) Name of disqualified person (b) Description of transaction
Yes No
2 Enter the amount of tax imposed on the organization managers or disqualified persons during the year
UNAEN SECHON 4958 . ... . e > $
3 Enter the amount of tax, if any, on line 2, above, reimbursed by the organization .................................... |
Loans to and/or From Interested Persons.
Complete if the organization answered ““Yes" on Form 990, Part IV, line 26, or Form 990-EZ, Part V, line 38a.
(a) Name of interested person & purpose (b) Loan to or from (c) Original (d) Balance due | (e)In default? | (f) Approved | (g) Written
the organization? principal by board or |agreement?
amount committee?
To From Yes No Yes No |Yes | No
TOtal > $
Grants or Assistance Benefiting Interested Persons.
Complete if the organization answered ““Yes" on Form 990, Part IV, line 27.
(a) Name of interested person (b) Relationship between interested person (c) Amount and type of assistance
and the organization
Business Transactions Involving Interested Persons.
Complete if the organization answered ““Yes" on Form 990, Part IV, line 28a, 28b, or 28c.
(a) Name of interested person (b) Relationship between interested (c) Amount of (d) Description of transaction | (e) Sharing of
person and the organization transaction organization's
revenues?
Yes No
Kheder Ashker MD oard Menber 121, 675. ur osur geon X
Mary Beth Pirol ozzi oard Menber 14,000. Contri butions X
Kinberly S Repac Sr VP, CFO 14,787, 918. Phy Cr As Tr X
Barry P Ronan resident, CEO 1§, 787, 918. Phy C Vc Ch X
For Privacy Act and Paperwork Reduction Act Notice, see the Schedule L (Form 990 or 990-EZ) 2009

Instructions for Form 990 or 990-EZ.

BCA Copyright form software only, 2009 Universal Tax Systems, Inc. All rights reserved. US990L$1 Rev. 1



SCHEDULE O Supplemental Information to Form 990 | OMB No. 1545-0047

(Form 990) Complete to provide information for responses to specific questions on 2009
o Form 990 or to provide any additional information. Open to Public
epartment of the Treasury .
Internal Revenue Service » Attach to Form 990. Inspection
Name of the organization Employer identification number
Western MD Heal th System Corp I nc 52- 0591531
Part VII1, Line 4d - O her Program Services

Emer gency Medi cal Care - Energency Room Visits - 38,977 visits

Form 990, Part VI, Section A, Question 2

Thonmas C Dowdel | and Kinberly S Repac serve on the Board of the United

Way of the Potonac Hi ghl ands of which Mary Beth Pirol ozzi is the

Executi ve Director

M Kat hryn Burkey al so serves on the Board of First United Corporation

and First United Bank and Trust

Form 990, Part VI, Section A, Question 4

Menorial Hospital and Medical Center of Cunberland, Inc ceased

operations on Novenber 30, 2009 and transferred all assets to the

Western Maryl and Heal th System Corporation, Inc

Form 990, Part VI, Section A, Question 10

On an annual basis, the Executive Conmttee of the Board of Directors

nmeets to review I RS Form 990 and 990T before it is filed with the

| nternal Revenue Service

The Vice President of Financial Services for the hospital presents an

executive summary and then provides a detailed review and expl anati on

of each form

Any open itens or questions are resolved prior to the tinmely filing of

the form on Novenber 15th

Subsequent to its review, the Executive Commttee reports back to the

For Privacy Act and Paperwork Reduction Act Notice, see instructions for Form 990. Schedule O (Form 990) 2009

BCA Copyright form software only, 2009 Universal Tax Systems, Inc. All rights reserved. US9900%1 Rev. 1



Schedule O (Form 990) 2009

Page 2

Name of the organization Employer identification number

Western MD Heal th System Corp Inc 52- 0591531

Form 990, Part VI, Section A Question 10 (cont)

Board regarding its oversight of the Form 990

Form 990, Part VI, Section B, Question 12C

The Western Maryl and Health System Board of Directors is charged with

noni t ori ng proposed or ongoing transactions for conflicts of interest

and addressing any potential or actual conflicts Pursuant to the

Conflicts of Interest Policy, an annual conflict of interest

questionaire, ained at determ ning any famly or business

rel ati onshi ps and transactions or other transactions that may pose a

potential conflict is distributed to all interested persons, ie board

menbers, officers and executive |eadership or key enployees Interested

persons are required to disclose real or potential conflicts at the

ti me when such conflicts arise Wen soneone becones an interested

person and annually thereafter, each interested person is required to

sign a statenent affirm ng that he/she 1 has received a copy of the

Conflicts of Interest Policy 2 has read the Policy and understands said

Policy and 3 agrees to conply with all the requirenents of the Policy,

i ncludi ng conpleting the conflicts of interest questionaire The

conpl eted questionaires are reviewed by the Board of Directors The

procedures for addressing any conflict of interest includes, but is not

limted to, the following 1 the conflicting interest is fully disclosed

to the Board 2 the interested person responds to factual questions

related to the substance of the transacti on or arrangenent being

consi dered, after which he/she shall |eave the neeting 3 the person

with the conflict of interest is excluded fromthe di scussi on and

approval of such transaction 4 alternatives to the proposed transaction

Schedule O (Form 990) 2009

BCA Copyright form software only, 2009 Universal Tax Systems, Inc. All rights reserved. US9900%$2 Rev. 1



Schedule O (Form 990) 2009 Page 2

Name of the organization Employer identification number

Western MD Heal th System Corp Inc 52- 0591531

Form 990, Part VI, Section B, Question 12C (cont)

are investigated, conpetitive bids or conparabl e valuations are

obtained 5 the transaction or action nmust be approved by a majority of

di si nterested persons

Form 990, Part VI, Section B, Question 15

The Board appoints a Conpensation Conmittee, conprised solely of

i ndependent directors, none of which have a conflict of interest with

respect to the conpensation arrangenent, to be accountable for setting

reasonabl e conpensati on packages for each officer or key enpl oyee,

i ncluding the CEO The Conpensation Conm ttee devel ops, consistent with

t he organi zati ons phil osophy and principles, the annual performance

goals and criteria to be used in deternmining nerit increases and

vari abl e conpensation criteria for officers and key enpl oyees The

Conpensation Cormittee also hires a qualified i ndependent conpensati on

and benefits specialist, independent expert, to review, analyze and

provi de benchmarking data for the total conpensation and benefits

packages of officers and key enpl oyees Appropriate conparability data

is obtained fromthe i ndependent experts, ie total econom c benefits

paid by simlarly situated organi zations, both taxable and tax-exenpt,

for simlar job responsibilities The Commttees witten records

include the 1 terns of the arrangenent with the disqualified person,

i ncluding the date the arragenent was approved 2 a |ist of nmenbers

present during the debate on the transaction, and how t he nenbers voted

when it was approved, and 3 a description of the conparable data relied

on by the Commttee Key deliberations of the Commttee are al so

docunmented in m nutes which were approved at the next Commttee neeting

Schedule O (Form 990) 2009
BCA Copyright form software only, 2009 Universal Tax Systems, Inc. All rights reserved. US9900%$2 Rev. 1



Schedule O (Form 990) 2009 Page 2

Name of the organization Employer identification number

Western MD Heal th System Corp Inc 52- 0591531

Form 990, Part VI, Section B, Question 19

Wiile the federal tax |aws do not nandate that the organizations

gover ni ng docunents, conflict of interest policy and financi al

statenents be nade avail able for public inspection, the organi zation

makes its financial statenents avail able upon request In Maryland, the

organi zations financial statenents are also subnmitted to the Health

Servi ces Cost Revi ew Comm ssion which is available for public

i nspection as wel |

Schedule O (Form 990) 2009
BCA Copyright form software only, 2009 Universal Tax Systems, Inc. All rights reserved. US9900%$2 Rev. 1



SCHEDULE R Related Organizations and Unrelated Partnerships | omB No. 1545-0047

(Form 990) 2009
Department of the Treasury » Complete if the organization answered “Yes" to Form 990, Part IV, line 33, 34, 35, 36, or 37. Open to Public
Internal Revenue Service »  Attach to Form 990. » See separate instructions. Inspection
Name of the organization Employer identification number
Western MD Heal th System Corp I nc 52- 0591531
Identification of Disregarded Entities  (Complete if the organization answered *“Yes" on Form 990, Part IV, line 33.)
(a) (b) (c) (d) (e) )
Name, address, and EIN of disregarded entity Primary activity Legal domicile (state Total income End-of-year assets Direct controlling
or foreign country) entity
Identification of Related Tax-Exempt Organizations  (Complete if the organization answered ““Yes" on Form 990, Part IV, line 34 because it had one or more related
tax-exempt organizations during the tax year.)
(a) (b) (c) (d) (e) )
Name, address, and EIN of related organization Primary activity Legal domicile (state | Exempt Code section Public charity status Direct controlling
or foreign country) (if section 501(c)(3)) entity

Western MD Health System 52-197167/5H th Care
PO Box 539 Cunberl and MD 21502- 0539 VD 501c3 Line 3 no
Seton Regional Health Sytm 52-1333566[Chari tabl e
900 Seton Drive Cunberland MD 21502- VD 501c3 Line 3 no
Cunberl and Properties Inc 52-1522252Rent al
PO Box 539 Cunberl and MD 21502- 0539 VD 501c7 Line 3 no
WT T owbrook Health Services 52-2005140H th Care
PO Box 539 Cunberl and MD 21502- 0539 VD 501c3 Line 3 no
WVHS Foundation I nc 35-2289841Charitabl e
PO Box 539 Cunberl and MD 21502- 0539 VD 501c3 Line 3 no
For Privacy Act and Paperwork Reduction Act Notice, see the Instructions for Form 990. Schedule R (Form 990) 2009

BCA Copyright form software only, 2009 Universal Tax Systems, Inc. All rights reserved. US990R$1 Rev. 1



Schedule R (Form 990) 2009

Western MD Heal th System Corp Inc

52- 0591531

Page 2

Identification of Related Organizations Taxable as a Partnership
more related organizations treated as a partnership during the tax year.)

(Complete if the organization answered ““Yes" on Form 990, Part IV, line 34 because it had one or

@ (b) (©) (d) (e) ® (@) Q) 0} @
Name, address, and EIN of Primary activity Legal | Direct controlling | Predominantincome |  Share of total Share of end-of- Disproportionate| Code V-UBI | General or
- domicile . (related, unrelated, . . amount in box .
related organization (state or entity excluded from tax income year assets allocations? 20 of Schedule managing
foreign under sections K-1 partner?
country) 512-514) Yes No (Form 1065) Yes | No
Johnson He 52-1775175Rent al
625 Ke 21502 MD Cunbe MD pho Excl uded (68, 771. )1} 850, 156. X X
Haystack I 04-3783141H th Care
900 Se 21502 MD Cunbe MD pho Excl uded 4| 322, 264. 2| 698, 392. X X

Identification of Related Organizations Taxable as a Corporation or Trust
had one or more related organizations treated as a corporation or trust during the tax year.)

(Complete if the organization answered ““Yes" on Form 990, Part IV, line 34 because it

(@) () () (d) (e) () (9) (h)
Name, address, and EIN of related organization Primary activity Leg(glt;g”;'rc”e Direct controlling Type of entity (C corp, | Share of total income | Share of end-of- |Percentage
foreign country) entity S corp, or trust) year assets ownership
Haystack Consolid 52-1335895Med Svcs
900 Seton 21502 MD Cunberl a VD no C Corp 100. 00
Western MD Med Su 26-0119241Med Sal es
11110 Medi 21742 ND Hagersto NMD no C Corp 33. 33
Menorial Med CGr 52-1317704Bl dg Mai nt
PO Box 539 21501 MD Cunberl a VD no C Corp 8, 959. 616, 726. 100. 00
WT T owbrook HC Co 37-1538510Condo Mynt
PO Box 539 21501 MD Cunberl a VD no H Corp 275. 83, 764. 53. 30
0. 00
0. 00
0. 00
Schedule R (Form 990) 2009
BCA Copyright form software only, 2009 Universal Tax Systems, Inc. All rights reserved. US990R$2 Rev. 1



Schedule R (Form 990) 2009 Western MD Health System Corp Inc 52- 0591531 Page 3

Part V Transactions With Related Organizations (Complete 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, I, or IV of this schedule. | Yes | No
1 During the tax year, did the organization engage in any of the following transactions with one or more related organizations listed in Parts II-IV?

a Receipt of (i) interest (ii) annuities (iii) royalties or (iv) rent from a CoONtrolled ENtity ... o la X

b Gift, grant, or capital contribution to other OrganizationN(S) ... ... 1b X

¢ Gift, grant, or capital contribution from Other Organization(S) ... ... ... . 1c X

d Loans or loan guarantees to or for other Organization(S) . . .. ... ... i 1d X

e Loans or loan guarantees by Other Organization(S). . . ... ... . le X

f Sale of assets to Other OrganiZatioN(S) . ... ... . 1f X

g Purchase of assets from other Organization(S). . . . ... ... i 19 X

N EXCRANGE Of @SS OlS . . oo 1h X

i Lease of facilities, equipment, or other assets t0 other Organization(S) ... ........ .. 1i X

j  Lease of facilities, equipment, or other assets from other Organization(S) . . ... ... ... e 1j X

k  Performance of services or membership or fundraising solicitations for other organization(S). . . .. ... .. 1k X

I Performance of services or membership or fundraising solicitations by other organization(S) . . . ... .. 1l X

m  Sharing of facilities, equipment, Mailing liStS, Or OtNer @SSEtS ... ... . im | X

N Sharing Of Paid €m0y ES ... 1in X

0 Reimbursement paid to Other Organization fOr EXPENSES ... ... 1o X

p Reimbursement paid by Other Organization fOr EXPENSES .. ... 1p X

q Other transfer of cash or property t0 Other OrganiZzatioN(S) ... ... ... 1q X

r  Other transfer of cash or property from Other Organization(S) . . . ... ... . e 1r X
2 If the answer to any of the above is “"Yes," see the instructions for information on who must complete this line, including covered relationships and transaction thresholds.

(@) (b) (c)
Name of other organization Transaction Amount involved
type (a-r)

@ Menorial Hospital and Medi cal Center hkl m 21,523, 731.
@ Menorial Hospital and Medi cal Center pdeqr
@ Johnson Hei ghts Medi cal Buil ding Partnership j pa 194, 679.
@ Haystack | magi ng I knmp 11, 270, 116.
s Menorial Medical Center Services p 59, 137
6 WI Il owbrook Health Center Condom nium kp 351, 181.

Schedule R (Form 990) 2009
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Schedule R-1 (Form 990) 2009 Western MD Health System Corp Inc 52- 0591531 Page 5

Continuation of Transactions With Related Organizations  (Schedule R (Form 990), Part V, line 2)

(@) (b) (c)

Name of other organization Transaction Amount involved
type (a-r)

7 Hayst ack Consol i dated Services a 26, 027.

© WWVHS Foundation | nc cnpr 700, 316.

© Haystack | magi ng ar

10

amn

12

13)

14)

(15)

(16)

an

18)

19

(20)

(1)

(22)

(23)

(24)

Schedule R-1 (Form 990) 2009
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Form 4562 Depreciation and Amortization

Department of the Treasury

(Including Information on Listed Property)

OMB No. 1545-0172

2009

Attachment

Internal Revenue Service (99) » See separate instructions. » Attach to your tax return. Sequence No. 67
Name(s) shown on return Business or activity to which this form relates Identifying number
Western MD Heal th System Corp Form 990 52- 0591531
Election To Expense Certain Property Under Section 179
Note: If you have any listed property, complete Part V before you complete Part I.

1 Maximum amount. See the instructions for a higher limit for certain businesses ................................. 1

2 Total cost of section 179 property placed in service (see iNStructions)  .............. .. i 2

3 Threshold cost of section 179 property before reduction in limitation (see instructions) ........................... 3

4 Reduction in limitation. Subtract line 3 from line 2. If zero or less, enter-0- ... ... ... ... . . i 4

5 Dollar limitation for tax year. Subtract line 4 from line 1. If zero or less, enter -0-. If married

filing separately, See INSIIUCHIONS ... ... ... 5

6 (a) Description of property (b) Cost (business use only) (c) Elected cost

7 Listed property. Enter the amountfromline29 ... ... ... ... ... ... ... . ... ....... | 7

8 Total elected cost of section 179 property. Add amounts in column (c), lines6and 7 ............................ 8

9 Tentative deduction. Enter the smallerofline 5orline 8. ... ... . . 9
10 Carryover of disallowed deduction from line 13 of your 2008 FOrm 4562 . ... ... .. .. ... it 10
11 Business income limitation. Enter the smaller of business income (not less than zero) or line 5 (see instructions) 11
12 Section 179 expense deduction. Add lines 9 and 10, but do not enter more thanline 11 ......................... 12
13 Carryover of disallowed deduction to 2010. Add lines 9 and 10, less line 12 ........ > |13 |
Note: Do not use Part Il or Part 11l below for listed property. Instead, use Part V.
Special Depreciation Allowance and Other Depreciation (Do notinclude listed property.) (See instructions.)
14 Special depreciation allowance for qualified property (other than listed property) placed in service

during the tax year (See INSIIUCHIONS) ... .. . 14
15 Property subject to section 168(f)(1) election .. ... . . . 15
16 Other depreciation (INCIUdING ACRS) ... 16
MACRS Depreciation (Do not include listed property.) (See instructions.)
Section A

17 MACRS deductions for assets placed in service in tax years beginning before 2009 ............................. | 17 | 16, 9 19, 441,

18 If you are electing to group any assets placed in service during the tax year
into one or more general asset accounts, check here ... ... ... .. ... > |_|
Section B-Assets Placed in Service During 2009 Tax Year Using the General Depreciation System
_— (b) Monthand | (c) Basis for depr. d) Recover e Depreciation

(a) Classification of property yeag glef:ctzd in (bﬁﬁlgessségne;[rrﬂfuné :SS)E ) period y Con\(/e)ntion (f) Method (@) dedpuction
19a 3-year property

b 5-year property

Cc 7-year property

d 10-year property

e 15-year property

f  20-year property

g 25-year property 25 yrs. S/L

h Residential rental 27.5 yrs. MM S/L

property 27.5 yrs. MM S/L
i Nonresidential real 39 yrs. MM S/L
property MM S/L
Section C-Assets Placed in Service During 2009 Tax Year Using the Alternative Depreciation System

20a Class life S/L

b 12-year 12 yrs. S/L

¢ 40-year | 40 yrs. MM S/L

Part IV Summary (See instructions)

21  Listed property. Enter amount from line 28 .. ... . .. 21
22 Total. Add amounts from line 12, lines 14 through 17, lines 19 and 20 in column (g), and line 21.
Enter here and on the appropriate lines of your return. Partnerships and S corporations - see instructions ...... 22 16, 9 19, 441.
23  For assets shown above and placed in service during the current year, enter the
portion of the basis attributable to section 263A costs  ................................ 23
For Paperwork Reduction Act Notice, see separate instructions. Form 4562 (2009)

BCA Copyright form software only, 2009 Universal Tax Systems, Inc. All rights reserved. US4562$1 Rev. 1



Form 4562 Depreciation and Amortization
(Including Information on Listed Property)

Department of the Treasury

OMB No. 1545-0172

2009

Attachment

Internal Revenue Service (99) » See separate instructions. » Attach to your tax return. Sequence No. 67
Name(s) shown on return Business or activity to which this form relates Identifying number
Western MD Heal th System Corp Form 990 52- 0591531
Election To Expense Certain Property Under Section 179
Note: If you have any listed property, complete Part V before you complete Part I.

1 Maximum amount. See the instructions for a higher limit for certain businesses ................................. 1

2 Total cost of section 179 property placed in service (see iNStructions)  .............. .. i 2

3 Threshold cost of section 179 property before reduction in limitation (see instructions) .......................... 3

4 Reduction in limitation. Subtract line 3 from line 2. If zero or less, enter-0- ... ... ... ... .. ... i 4

5 Dollar limitation for tax year. Subtract line 4 from line 1. If zero or less, enter -0-. If married

filing separately, See INSIIUCHIONS . ... ... . 5

6 (a) Description of property (b) Cost (business use only) (c) Elected cost

7 Listed property. Enter the amountfromline29 ... ... ... ... ... ... ... . ... ....... | 7

8 Total elected cost of section 179 property. Add amounts in column (c), lines6and 7 ............................ 8

9 Tentative deduction. Enter the smallerofline5orline 8. ... ... . 9
10 Carryover of disallowed deduction from line 13 of your 2008 FOrm 4562 . ... ... .. .. ... it 10
11 Business income limitation. Enter the smaller of business income (not less than zero) or line 5 (see instructions) 11
12 Section 179 expense deduction. Add lines 9 and 10, but do not enter more thanline 11 ........................ 12
13 Carryover of disallowed deduction to 2010. Add lines 9 and 10, less line 12 ........ > |13 |
Note: Do not use Part Il or Part 11l below for listed property. Instead, use Part V.
Special Depreciation Allowance and Other Depreciation (Do notinclude listed property.) (See instructions.)
14 Special depreciation allowance for qualified property (other than listed property) placed in service

during the tax year (See INSIIUCLIONS) ... .. . e 14
15 Property subject to section 168(f)(1) election . ... .. . 15
16 Other depreciation (INCIUdING ACRS) ... i 16
MACRS Depreciation (Do not include listed property.) (See instructions.)
Section A

17 MACRS deductions for assets placed in service in tax years beginning before 2009  ............................ | 17 |

18 If you are electing to group any assets placed in service during the tax year
into one or more general asset accounts, check here ... ... ... .. ... > |_|

Section B-Assets Placed in Service During 2009 Tax Year Using the General Depreciation System

_— (b) Monthand | (c) Basis for depr. d) Recover e Depreciation
(a) Classification of property yeag glef:ctzd in (bﬁﬁlgessségne;[rrﬂfuné :SS)E ) period y Con\(/e)ntion (f) Method (@) dedpuction
19a 3-year property
b 5-year property
Cc 7-year property
d 10-year property
e 15-year property
f  20-year property
g 25-year property 25 yrs. S/L
h Residential rental 27.5 yrs. MM S/L
property 27.5 yrs. MM S/L
i Nonresidential real 39 yrs. MM S/L
property MM S/L
Section C-Assets Placed in Service During 2009 Tax Year Using the Alternative Depreciation System
20a Class life S/L
b 12-year 12 yrs. S/L
¢ 40-year | 40 yrs. MM S/L

Part IV Summary (See instructions)

21  Listed property. Enter amount from line 28 .. ... . ..

22 Total. Add amounts from line 12, lines 14 through 17, lines 19 and 20 in column (g), and line 21.

Enter here and on the appropriate lines of your return. Partnerships and S corporations - see instructions ......

21

22

23  For assets shown above and placed in service during the current year, enter the
portion of the basis attributable to section 263A costs  ................................ 23

For Paperwork Reduction Act Notice, see separate instructions.
BCA Copyright form software only, 2009 Universal Tax Systems, Inc. All rights reserved. US4562$1 Rev. 1
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Form 8879-EO IRS e-file Signature Authorization
for an Exempt Organization OMB No. 1545-1878
For calendar year 2009, or fiscal year beginningJ ul 01,2009, & ending Jun 3020 10
Department of the Treasury » Do not send to the IRS. Keep for your records. 2009
Internal Revenue Service » See instructions.
Name of exempt organization Employer identification number
Western MD Heal th System Corp Inc 52- 0591531
Name and title of officer
M chele R Martz Vi ce President, Financial Services

Type of Return and Return Information  (Whole Dollars Only)

Check the box for the return for which you are using this Form 8879-EO 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 5b, whichever is applicable, blank (do not enter -0-). But, if you entered -0- on the return, then enter -0- on the applicable line below. Do not
complete more than 1 line in Part I.

la Form 990 check here » E b Total revenue, if any (Form 990, Part VIII, column (A), line 12) .................. 1b277, 103, 307.
2a Form 990-EZ check here » b Total revenue, if any (Form 990-EZ, line9) ................. ... .......... 2b
3a Form 1120-POL check here » b Total tax (Form 1120-POL, line 22) ... ... ... .. 3b
4a Form 990-PF check here » b Tax based on investment income (Form 990-PF, Part VI, line5) .......... 4b
5a Form 8868 check here » b Balance Due (Form 8868, liNne 3C) ......... ... 5b

Declaration and Signature Authorization of Officer

Under penalties of perjury, | declare that | am an officer of the above organization and that | have examined a copy of the organization's 2009 elec-
tronic return and accompanying schedules and statements and to the best of my knowledge and belief, they are true, correct, and complete. | furth-
er declare that the amount in Part | above is the amount shown on the copy of the organization's electronic return. | consent to allow my intermedi-
ate service provider, transmitter, or electronic return originator (ERO) to send the organization's return to the IRS and to receive from the IRS (a) an
acknowledgment of receipt or reason for rejection of the transmission, (b) an indication of any refund offset, (c) the reason for any delay in process-
ing the return or refund, and (d) the date of any refund. If applicable, | authorize the U.S. Treasury and its designated Financial Agent to initiate

an electronic funds withdrawal (direct debit) entry to the financial institution account indicated in the tax preparation software for payment of the
organization's federal taxes owed on this return, and the financial institution to debit the entry to this account. To revoke a payment, | must contact
the U.S. Treasury Financial Agent at 1-888-353-4537 no later than 2 business days prior to the payment (settlement) date. | also authorize the
financial institutions involved in the processing of the electronic payment of taxes to receive confidential information necessary to answer inquiries
and resolve issues related to the payment. | have selected a personal identification number (PIN) as my signature for the organization's electronic
return and, if applicable, the organization's consent to electronic funds withdrawal.

Officer's PIN: check one box only

E lauthorize VMBSt €ern Mar yI and Heal th Sys to enter my PIN 12345 as my signature
ERO firm name Enter five numbers, but
do not enter all zeros

on the organization's tax year 2009 electronically filed return. If | have indicated within this return that a copy of the return is being filed with a
state agency(ies) regulating charities as part of the IRS Fed/State program, | also authorize the aforementioned ERO to enter my PIN on the
return’s disclosure consent screen.

D As an officer of the organization, | will enter my PIN as my signature on the organization's tax year 2009 electronically filed return. If | have
indicated within this return that a copy of the return is being filed with a state agency(ies) regulating charities as part of the IRS Fed/State
program, | will enter my PIN on the return's disclosure consent screen.

Officer's signature » pate» 11/ 12/ 2010

-IdMIIM Certification and Authentication

ERQO's EFIN/PIN. Enter your six-digit EFIN followed by your five-digit self-selected PIN. | 52822512345

do not enter all zeros
| certify that the above numeric entry is my PIN, which is my signature on the 2009 electronically filed return for the organization indicated above. |
confirm that | am submitting this return in accordance with the requirements of Pub. 4163, Modernized e-File (MeF) Information for Authorized IRS
e-file Providers for Business Returns.

ERO signature » pate» 11/ 22/ 2010

ERO Must Retain This Form - See Instructions
Do Not Submit This Form To the IRS Unless Requested To Do So
For Paperwork Reduction Act Notice, see instructions. Form 8879-EO (2009)

BCA Copyright form software only, 2009 Universal Tax Systems, Inc. All rights reserved. US8879E1 Rev. 1



