m8879-EOQ IRS e-file Signature Authorization

] - [y ) 18
for an Exempt Organlzatlon OMB No. 1545-1878

For calendar year 2013, or fiscal year beginning _ _ _ _ __ _ _ . 2013, andending _ _ _ _ _ __ _ . 20 _ _ _ ]
p- Do not send to the IRS. Keep for your records. @@ 1 3
Depariment of the Treasury .
Intemal Revenue Service P Information about Form 8879-EQ and its instructions is at www.irs.goviform8879eo.
Name of exempt organization Employer identification mumber
HARFORD MEMCORIAL HCSPITAL, INC,. 52-0591484

Name and fitie of officer

JOSEPH E. HOFFMAN TIT, CFO
Type of Return and Return Information (Whole Dollars Only)

Check the box for the return for which you are using this Form 8879-EQ and enter the applicable amount, if any, from the return. If you
check the box on tine 1a, 2a, 3a, 4a, or 5a, below, and the amount on that line for the return being filed with this form was blank, then
ieave line 1b, 2b, 3b, 4b, or 5b, whichever is applicable, blank {do not enter -0-). But, i you entered -0- on the return, then enier 0-
on the applicable line below. Do not complete more than 1 line in Part L.

1a Form 990 check here p D b Total revenue, if any (Form 990, Part VIIi, column (A}, ine 12) ~~ 1b
2a Form 990-EZ check here b D b Total revenue, if any (Form 990-EZ,lne®) . . . . ... .. 2b
3a Form 1120-POL check here » b Total tax {Form 1120-POL, line 22}, . ., 3b
4a Form 990-PF check here P . b Tax based on investment income {Form 980-PF, Part Vi ||ne 5) 4b
5a Form 8868 check here » b Balance Due (Form 8868, Part |, tine 3¢ or Partll, line 8¢) | | 5b G

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 2013 electronic return and accompanying schedules and statements and to the best of my knowledge and belief, they
are true, correct, and complete. i further declare that the amount in Part | above is the amount shown on the copy of the
organization's efectronic return. | consent to aliow my intermediate 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 acknowledgement of receipt or reason for rejection of
the transmission, {b) the reason for any delay in processing the return or refund, and (¢) the date of any refund. If applicable, 1
authorize the U.S. Treasury and its designated Financial Agent to inifiate an electronic funds withdrawai (direct debit) entry to the
financial institution account indicated in the {ax preparation software for payment of the organization's federal taxes owed on this
return, and the financial institution 1o 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 infformation necessary to answer inguiries 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
| authorize GRANT THORNTON LLP to enter my PIN E as my signature

ERO firm name Enter five mambers, but
do not enter alf zeros
on the organization's tax year 2013 electronically filed return. If | have indicated within this return that a copy of the retum 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.

[j As an officer of the organization, | will enter my PIN as my signature on the organization's tax year 2013 electronically filed return.
If | have dndicated within this return that a copy of the return is being filed with a state agency(ies) regulating charities as part of
the IRS Kad/State program, } will enter my PIN on the return's disclosure consent screen.
Officer's signature Mé}\f\ Date p- 171 /12 /2014
PIRRIR  Certifichtion and Auth‘entabhﬁon
ERO's EFIN/PIN. 1nte\' your six-digit eEectré)@rrJ filing identification
number (EFIN) follgwg

wed by your five-digit self-selected PIN. 12 | 3 g 6 | 9 o I o | 0 |5 1

do not enter ali zeros

| certify that the above numeric entry is my PIN, which is my signature on the 2013 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,

N el S T
ERO's signatuw » 4 k}‘)l 1 :,t,..;( s \\/{\ af{ B vy A F f g o \fj Date b 1}_/12 /2014

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 back of form. Form 8879-EQ (2013)

FBA
3E1676 1.000
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Return of Organization Exempt From Income Tax

Open to Public
Inspection

Form 9 9 O Under section 501(c), 527, or 4947(a)(1) of the Internal Revenue Code (except private foundations)
P Do not enter Social Security numbers on this form as it may be made public.

Department of the Treasury i

Internal Revenue Service P Information about Form 990 and its instructions is at www.irs.gov/form990.

A For the 2013 calendar year, or tax year beginning , 2013, and ending

C Name of organization

B cneck tappicabie: | L AREORD MEMORI AL HOSPI TAL, | NC.

D Employer identifi

cation number

fross Doing Business As 52- 0591484

Name change Number and street (or P.O. box if mail is not delivered to street address) Room/suite E Telephone number
: Initial return 501 SOUTH UNI ON AVENUE (443) 643-1000

Terminated City or town, state or province, country, and ZIP or foreign postal code
: Amended HAVRE DE GRACE, MD 21078 G Gross receipts $ 94, 507, 778.
- Qgggicna;"” F Name and address of principal officer: LYLE E SHELDON H(a) Is éhiz_a Qltmlf)P return for B Yes No

subordinates’
520 UPPER CHESAPEAKE DRI VE BEL AIR, MD 21014 H(b) Are all subordinates included? ves | | No

| Tax-exempt status: | X | 501(c)(3) | | 501(c) ( ) € (insertno.) | | 4947(a)(1) or | | 527 If "No," attach a list. (see instructions)

J  Website: p VWWNV UMUCH. ORG

H(c) Group exemption number }

K Form of organization: | X | Corporation | | Trustl | Association | | Other P>

| L Year of formation: 1911| M State of legal domicile: MD

1 Briefly describe the organization's mission or most significant activities: _QE_QLQA_-U_q\l_I_Ql\@lMALL\JL_NE;_ANQ_U\_/EBQ\_/LN(}____
g|  _THE HEALTH OF THE PECPLE IN I TS COMMUNITIES THROUGH AN I NTEGRATED
§|  HEALTH DELIVERY SYSTEM THAT PROVIDES HGH QUALITY CARE TOALL.
§ 2 Check this box P> |:| if the organization discontinued its operations or disposed of more than 25% of its net assets.
3| 3 Number of voting members of the governing body (Part VI, line1a) | . . . . . . . . v v o v i e e 3 21.

ﬁ 4 Number of independent voting members of the governing body (Part VI, linelb) . . . . . . . . ... .. .... 4 17.
;E 5 Total number of individuals employed in calendar year 2013 (Part V, line2a), . . . . . v v v v v v e oo 5 0
% 6 Total number of volunteers (estimate if NECESSAY) | . . . . v v v v e e e e e o 6
<| 7a Total unrelated business revenue from Part VIII, column (C), ine 12 _ . . . . . . . . . v v o o 7a 0
b Net unrelated business taxable income from Form 990-T, iN€34 . . . v v v v v v 4 v & v & o & = & « # = « = = 7b 0
Prior Year Current Year
o»| 8 Contributionsandgrants (PartVill, linelh), . . . . . . .. ... .. 1,230, 777. 323, 904.
g 9 Program service revenue (Part VIIl, line2g), . . . . . . . . .. ... PUBL?CC:)TI\TS';EETION 92, 270, 172. 89, 922, 741.
E 10 Investment income (Part VIII, column (A), lines 3, 4, and 7d) _ . . . . 2, 687, 565. 1, 397, 488.
11 Other revenue (Part VIII, column (A), lines 5, 6d, 8c, 9¢, 10c, and 11e), . . . . . . . . . .. 2,614, 599. 2,132, 527.
12 Total revenue - add lines 8 through 11 (must equal Part VIII, column (A), line12). . . . . . . 98, 803, 113. 93, 776, 660.
13 Grants and similar amounts paid (Part IX, column (A), lines1-3) _ . . . . . . . . ... ... 0 0
14 Benefits paid to or for members (Part IX, column (A), lined) . . . . . . . ... ... .... 0 0
2 15 Salaries, other compensation, employee benefits (Part IX, column (A), lines 5-10), , , . . . . 47,052, 185. 46, 968, 755.
g 16a Professional fundraising fees (Part IX, column (A), linel1le) _ . . . . . . . . . . . . . ... 0 0
< b Total fundraising expenses (Part IX, column (D), line25) » { o
Y117 Other expenses (Part IX, column (A), lines 11a-11d, 11f-24€) . . . . . . . . . . . . .. .. 45, 160, 194. 41, 244, 813.
18 Total expenses. Add lines 13-17 (must equal Part IX, column (A), line25) , . . . ... ... 92, 212, 379. 88, 213, 568.
19 Revenue less expenses. Subtractline18fromlinel12. . . . . . . . ... ... ...... 6, 590, 734. 5, 563, 092.
5 g Beginning of Current Year End of Year
8520 Total assets (Pt X, M€ 16) . . . . ... . .\ttt 127,058, 074. | 126, 242, 210.
<5[21  Total liabilities (Part X, IN€26), . . . . . . ..\t 92, 881, 646. 76, 375, 767.
%?_’ 22 Net assets or fund balances. Subtractline 21 fromline20. . . . . . v & v & v v v v w v . 34, 176, 428. 49, 866, 443.

Signature Block

)
QD
=
—

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 } Signature of officer Date
Here
} Type or print name and title
baid Print/Type preparer's name Preparer's signature Date Check if | PTIN
ai
b RUSSLEE ARMSTRONG self-employed
reparer
Firm's name P> GRANT THORNTON LLP Firm's EIN P>
Use Only
Firm's address B> 2001 MARKET STREET, SUITE 700 PHI LADELPHI A, PA 19103 Phone no. 215-561-4200

May the IRS discuss this return with the preparer shown above? (see instructions)

......................... Ill Yes |_| No

For Paperwork Reduction Act Notice, see the separate instructions.

JSA
3E1065 2.000

3956AU 700P 12/10/2014 1:27:20 PM V 13-7.5F

0179877-00017

Form 990 (2013)
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HARFORD MEMORI AL HOSPI TAL, | NC. 52-0591484

Form 990 (2013) Page 2
U  Statement of Program Service Accomplishments
Check if Schedule O contains a response or note to any lineinthisPart Il . . . . .. .. ... oo o oo |:|

1 Briefly describe the organization's mission:

ATTACHMVENT 1

2 Did the organization undertake any significant program services during the year which were not listed on the
prior FOrm 990 07 990-EZ2 . . . . . . .\ttt e e e [ Jves [X]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
SBIVICES? . . . .\t ittt e e e e e e e [ves [XIno
If "Yes," describe these changes on Schedule O.

4 Describe the organization's program service accomplishments for each of its three largest program services, as measured by
expenses. Section 501(c)(3) and 501(c)(4) organizations 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 $ 62 257, 006. including grants of $ ) (Revenue $ 91,411, 779. )
SEE SCHEDULE O

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

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

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

(Expenses $ including grants of $ ) (Revenue $ )
4e Total program service expenses p 62, 257, 006.
3E10905 000 Form 990 (2013)
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HARFORD MEMORI AL HOSPI TAL, | NC. 52-0591484

Form 990 (2013)
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13
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17

18

19

20

Page 3
Checklist of Required Schedules
Yes | No
Is the organization described in section 501(c)(3) or 4947(a)(1) (other than a private foundation)? If "Yes,"
complete SChedUlE A . v . v i i e e e e e e e e e e e e e e e e e e e e e e 1 X
Is the organization required to complete Schedule B, Schedule of Contributors (see instructions)? . . . . . . ... 2 X
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,Partl. . . . . . .« . v o v i v i i i it it e e e 3 X
Section 501(c)(3) organizations. Did the organization engage in lobbying activities, or have a section 501(h)
election in effect during the tax year? If "Yes," complete Schedule C,Partll. . . . . . . . v o v o v v v v i v o v u 4 X
Is the organization a section 501(c)(4), 501(c)(5), or 501(c)(6) organization that receives membership dues,
assessments, or similar amounts as defined in Revenue Procedure 98-197? If "Yes," complete Schedule C,
|| 5 X
Did the organization maintain any donor advised funds or any similar funds or accounts for which donors
have the right to provide advice on the distribution or investment of amounts in such funds or accounts? If
"Yes," complete Schedule D, Partl . . . & o v o v i i i i s s e e e e e e e e e e e e e s 6 X
Did the organization receive or hold a conservation easement, including easements to preserve open space,
the environment, historic land areas, or historic structures? If "Yes," complete Schedule D, Partil. . . . . . .. .. 7 X
Did the organization maintain collections of works of art, historical treasures, or other similar assets? If "Yes,"
complete Schedule D, Part ll « . v v v v v v v e e e e e e e e e e e e e e e e e e e e e e e e e e e 8 X
Did the organization report an amount in Part X, line 21, for escrow or custodial account liability; 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, PartIV . . . . . .« . v o v i i i i n i e e 9 X
Did the organization, directly or through a related organization, hold assets in temporarily restricted
endowments, permanent endowments, or quasi-endowments? If "Yes," complete Schedule D, PartV , . ... .. 10 X
If the organization’s answer to any of the following questions is "Yes," then complete Schedule D, Parts VI,
VII, VIII, IX, or X as applicable.
a Did the organization report an amount for land, buildings, and equipment in Part X, line 10? If "Yes,"
complete Schedule D, PartVl . . . . . o ittt e e e e e e e e e e 11a| X
b Did the organization report an amount for investments-other securities in Part X, line 12 that is 5% or more
of its total assets reported in Part X, line 167 If "Yes," complete Schedule D, PartVIl ., . . . . .. ... ....... 11b X
¢ 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 167 If "Yes," complete Schedule D, PartVIIl, . . . . .. ... ....... 1llc X
d 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 . . . . . . . . . . .. ... . iuenen.. 11d X
e Did the organization report an amount for other liabilities in Part X, line 25? If "Yes," complete Schedule D, Part X [1lle X
f 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 48 (ASC 740)? If "Yes," complete Schedule D, Part X , . , . ., . 11f X
a Did the organization obtain separate, independent audited financial statements for the tax year? If "Yes,"
complete Schedule D, Parts Xland XIl . . . . v o 0 o v i i i s e e s e s e e e e e e e e e e e e s 12a X
b Was the organization included in consolidated, independent audited financial statements for the tax year? If "Yes," and if
the organization answered "No" to line 12a, then completing Schedule D, Parts Xl and Xllisoptional . . . . . « « = v o v o 12b X
Is the organization a school described in section 170(b)(1)(A)(ii)? If "Yes," complete ScheduleE . . .. ... ... 13 X
a Did the organization maintain an office, employees, or agents outside of the United States?. . . . . . .. .. ... 1l4a X
b Did the organization have aggregate revenues or expenses of more than $10,000 from grantmaking,
fundraising, business, investment, and program service activities outside the United States, or aggregate
foreign investments valued at $100,000 or more? If "Yes," complete Schedule F,Partsland IV. . . . . . . .. .. 14b X
Did the organization report on Part IX, column (A), line 3, more than $5,000 of grants or other assistance to or
for any foreign organization? If "Yes," complete Schedule F, Partslland IV . . . . . . . . . oo oo v v i oo 15 X
Did the organization report on Part IX, column (A), line 3, more than $5,000 of aggregate grants or other
assistance to or for foreign individuals? If "Yes," complete Schedule F, Parts llland IV . . . . . . . .. oo oo 0 16 X
Did the organization report a total of 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 | (see instructions) . . . .. ... ... 17 X
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, Partll . . . . . . . . o v vt i i i it i i i s e 18 X
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 lll . . . . v v v o v i v i s s s e s e e e e e e e e e e e e e 19 X
a Did the organization operate one or more hospital facilities? If "Yes," complete ScheduleH . . . ... .. .. ... 20a| X
b If "Yes" to line 20a, did the organization attach a copy of its audited financial statements to thisreturn? . . . . . . 20b X

JSA

3E1021 1.000
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Form 990 (2013)
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HARFORD MEMORI AL HOSPI TAL, | NC. 52-0591484

Form 990 (2013)
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Page 4
Checklist of Required Schedules (continued)

Yes | No
Did the organization report more than $5,000 of grants or other assistance to any domestic organization or
government on Part IX, column (A), line 1? If "Yes," complete Schedule |, Partsland Il . . . ... ......... 21 X
Did the organization report more than $5,000 of grants or other assistance to individuals in the United States
on Part IX, column (A), line 2? If "Yes," complete Schedule |, Partsland Ill . . . . ... ... ............ 22 X
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
employees? If "Yes," complete Schedule J . . . . . v v it v it s e e e e e e e e e e e e 23 X
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 “N0,” O t0 liNE25@. . . . . v v v v v v o e e e e e e e e e e e e e e e 24a| X
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 bonNds? . . . . . . . . . i i e e e e e e e e e e e e e e e e 24c X
Did the organization act as an "on behalf of" issuer for bonds outstanding at any time during the year? . . . . . . 24d X
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, Partl, . . . ... .. ... ... .. .. 25a X
Is the organization aware that it engaged in an excess benefit transaction with a disqualified person in a prior
year, and that the transaction has not been reported on any of the organization's prior Forms 990 or 990-EZ?
If"Yes," complete Schedule L, Part L . . . . o v v i v it st e s e e e e e e e e e e e e e e e e 25b X
Did the organization report any amount on Part X, line 5, 6, or 22 for receivables from or payable to any
current or former officers, directors, trustees, key employees, highest compensated employees, or
disqualified persons? If so, complete Schedule L, Part Il . . . . . . . . . . . 26 X
Did the organization provide a grant or other assistance to an officer, director, trustee, key employee,
substantial contributor or employee thereof, a grant selection committee member, or to a 35% controlled
entity or family member of any of these persons? If "Yes," complete Schedule L, Partlll. . . .. ... ....... 27 X
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 current or former officer, director, trustee, or key employee? If "Yes," complete Schedule L, PartIV. . . . . ... 28a X
A family member of a current or former officer, director, trustee, or key employee? If "Yes," complete
Schedule L, Part IV, . o v v i i e e e e e e e e e e e e e e e e e e e e 28b X
An entity of which a current or former officer, director, trustee, or key employee (or a family member thereof)
was an officer, director, trustee, or direct or indirect owner? If "Yes," complete Schedule L,PartIV. . . . . .. .. 28c X
Did the organization receive more than $25,000 in non-cash contributions? If "Yes," complete Schedule M | 29 X
Did the organization receive contributions of art, historical treasures, or other similar assets, or qualified
conservation contributions? If "Yes," complete Schedule M . . . . . . . . . i i i i i it e e e e e e e 30 X
Did the organization liquidate, terminate, or dissolve and cease operations? If "Yes," complete Schedule N,
P |y vt et e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e 31 X
Did the organization sell, exchange, dispose of, or transfer more than 25% of its net assets? If "Yes,"
complete Schedule N, Part Il . . v o v v v e v e e e v e e e e e e e e e e e e e e e e e e 32 X
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,Part1 . . . . ... ... ... ....... 33 X
Was the organization related to any tax-exempt or taxable entity? If "Yes," complete Schedule R, Part II, IlI,
OrIV,and Part V, lINE L . . v o v i e i e e e e e e e e e e e e e e e e e e e e e e e e e e 34| X
Did the organization have a controlled entity within the meaning of section 512(b)(13)? . . . .. ... .. .. .. 35a X
If "Yes" to line 35a, did the organization receive any payment from or engage in any transaction with a
controlled entity within the meaning of section 512(b)(13)? If "Yes," complete Schedule R, Part V,line 2, , . . . . 35b
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 ., . . . . . . .. .. & . i i vurene.. 36 X
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,
PAt VL s v e e e e e e e e e e e I Y X
Did the organization complete Schedule O and provide explanations in Schedule O for Part VI, lines 11b and
19?2 Note. All Form 990 filers are required to complete Schedule O . . . . . . . . . . v v v v v v v v v v ann 38 X

JSA
3E1030 1.000
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HARFORD MEMORI AL HOSPI TAL, | NC. 52-0591484

Form 990 (2013) Page 5
Statements Regarding Other IRS Filings and Tax Compliance
Check if Schedule O contains a response or note to anylineinthisPartV .. ... ... ... ... .. ..... |:|
Yes No
la Enter the number reported in Box 3 of Form 1096. Enter -0- if not applicable, , . . ... ... la 0
b Enter the number of Forms W-2G included in line 1a. Enter -O- if not applicable, . . . . .. .. 1b 0
c Did the organization comply with backup withholding rules for reportable payments to vendors and
reportable gaming (gambling) winnings to prize WiNNers?, . . . . . . . . . . . i i i e e e e e e e e e e e e e e 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 0
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 (see instructions), . . . . ..
3a Did the organization have unrelated business gross income of $1,000 or more during the year? , . . ... .. .. 3a X
b If "Yes," has it filed a Form 990-T for this year? If "No" to line 3b, provide an explanation in Schedule O , . . . . .. 3b X
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
ACCOUMD? L L L L it e e e e e e e e e e e e e 4a X
b If “Yes,” enter the name of the foreign country: »
See instructions for 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 taxyear? . . . ... .. 5a X
b Did any taxable party notify the organization that it was or is a party to a prohibited tax shelter transaction? | 5b X
¢ If "Yes" to line 5a or 5b, did the organization file Form 8886-T? . . . . . . . . . . . . . i i i i e e e e e 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 as charitable contributions? , . . . . ... ... 6a X
b If "Yes," did the organization include with every solicitation an express statement that such contributions or
gifts were not tax deductible? . . . . . .. L L. e e 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 to the payor? , . . . . . .. ... L e e e e e e e e e e 7a X
b If "Yes," did the organization notify the donor of the value of the goods or services provided? , . . ... ... ... 7b
c Did the organization sell, exchange, or otherwise dispose of tangible personal property for which it was
required to file FOMM 828272 & v v v v v i it e e e e e e e e e e e e e e e e e e 7c X
d If "Yes," indicate the number of Forms 8282 filed duringtheyear , . . . ... ... ...... | 7d |
e Did the organization receive any funds, directly or indirectly, to pay premiums on a personal benefit contract? | 7e X
f Did the organization, during the year, pay premiums, directly or indirectly, on a personal benefit contract? , . . . . 7f X
g If the organization received a contribution of qualified intellectual property, did the organization file Form 8899 as required? | 79
h If the organization received a contribution of cars, boats, airplanes, or other vehicles, did the organization file a Form 1098-C? 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 duringtheyear? . . . . . . .. ... ... ...« ..... 8
9 Sponsoring organizations maintaining donor advised funds.
a Did the organization make any taxable distributions under section4966? ., . . . . . . . . . . . ¢ v o v v ... 9a
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 VI, line12 , . . . . ... ... ... 10a
b Gross receipts, included on Form 990, Part VIII, line 12, for public use of club facilities , , . . [10b
11 Section 501(c)(12) organizations. Enter:
a Gross income from members or shareholders . . . . . . . . . 0 0 i e e e e e lla
b Gross income from other sources (Do not net amounts due or paid to other sources
against amounts due or received fromthem.) . . . . . . . . . . . . i i i e e e 11b
12a Section 4947(a)(1) non-exempt charitable trusts. Is the organization filing Form 990 in lieu of Form 10417 12a
b If "Yes," enter the amount of tax-exempt interest received or accrued during the year , _ . . . 12b
13 Section 501(c)(29) qualified nonprofit health insurance issuers.
a Is the organization licensed to issue qualified health plans in morethanonestate?, . . ... ... ... ...... 13a
Note. See the instructions for additional information the organization must report on Schedule O.
b Enter the amount of reserves the organization is required to maintain by the states in which
the organization is licensed to issue qualified healthplans _ _ . . . . . ... ... ...... 13b
c Enterthe amountofreservesonhand. . . .. ... ... ... ... .. ... 13c
14a Did the organization receive any payments for indoor tanning services during the taxyear? . . . . ... ... ... 1l4a X
b If "Yes," has it filed a Form 720 to report these payments? If "No," provide an explanation in Schedule O . . .. .. 14b

JSA

3E1040 1.000
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Form 990 (2013) HARFORD MEMORI AL HOSPI TAL, | NC. 52-0591484 Page 6

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.

Check if Schedule O contains a response or note to any line inthisPart VI . . .« « . v o v v v v o v i o v v o v v a

Section A. Governing Body and Management
Yes | No
la Enter the number of voting members of the governing body at the end of the taxyear . - . . . la 21
If there are material differences in voting rights among members of the governing body, or if the governing
body delegated broad authority to an executive committee or similar committee, explain in Schedule O.
b Enter the number of voting members included in line 1a, above, who are independent . . . . . 1b 17
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? . . . . . . &t i o i i i i i e e e e s e e e e e 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
4 Did the organization make any significant changes to its governing documents since the prior Form 990 was filed?. . . . . . 4 X
5 Did the organization become aware during the year of a significant diversion of the organization's assets?. . . . 5 X
6 Did the organization have members or stockholders? . . . . . . . o o v o i h L L e e e e e e s 6 | X
7a Did the organization have members, stockholders, or other persons who had the power to elect or appoint
one or more members of the governing body? . . . . . & o ¢ o i i i n e e e e e s e e e e 7a X
b Are any governance decisions of the organization reserved to (or subject to approval by) members,
stockholders, or persons other than the governing body? . . . . . . . . ¢ o v 0 i i i it d i s e 7b X
8 Did the organization contemporaneously document the meetings held or written actions undertaken during
the year by the following:
a Thegoverning body?. . . . o o v v i i i e e e e e e e e e e e e e e ga | X
b Each committee with authority to act on behalf of the governingbody? . . . . ... .. ... .. ... .. 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 ScheduleO, , . ... ... .. 9 X
Section B. Policies (This Section B requests information about policies not required by the Internal Revenue Code.)
Yes | No
10a Did the organization have local chapters, branches, or affiliates? . . . . . . . .. . . v o v v i i v oo oo 10a X
b If "Yes," did the organization have written policies and procedures governing the activities of such chapters,
affiliates, and branches to ensure their operations are consistent with the organization's exempt purposes? . . . [10b
11a Has the organization provided a complete copy of this Form 990 to all members of its governing body before filing the form? . 11a| X
b Describe in Schedule O the process, if any, used by the organization to review this Form 990.
12a Did the organization have a written conflict of interest policy? If "No," gotoline13 . . .. .. ... .. .. ... 12a| X
b Were officers, directors, or trustees, and key employees required to disclose annually interests that could give
MSE 10 CONIICIS? « v v v i o ottt e e ettt e e e e e e e e e e e e e e e e e 12b| X
c Did the organization regularly and consistently monitor and enforce compliance with the policy? If "Yes,"
describe in Schedule O hoW thiSWas dONE .« « « v v v v v v v o e e e e e e e e e e e e e e 12¢| X
13 Did the organization have a written whistleblower policy?. . . . . . . v v o i i L i s e e e s e e e 13 | X
14  Did the organization have a written document retention and destruction policy?. . . . . . . . v v v v v v o . 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 . . . . . . .« .« . v oo v v v oo oo 15a| X
b Other officers or key employees of theorganization . . . . . . . . & v o v v i i i i i i e e e e e 15b| 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 ataxable entity during the Year? . . .« v v v v v v o b e e e e e e e e e e e e e e e e e e e e e e e e e 16a X
b If "Yes," did the organization follow a written policy or procedure requiring the organization to evaluate its
participation in joint venture arrangements under applicable federal tax law, and take steps to safeguard the
organization's exempt status with respect to such arrangements? . . . . . . .. ... L L e e e 16b
Section C. Disclosure
17  List the states with which a copy of this Form 990 is required to be filed » M,
18 Section 6104 requires an organization to make its Forms 1023 (or 1024 if applicable), 990, and 990-T (Section 501(c)(3)s only)
available for public inspection. Indicate how you made these available. Check all that apply.
Own website Another's website Upon request |:| Other (explain in Schedule O)
19 Describe in Schedule O whether (and if so, how) the organization made its governing documents, conflict of interest policy, and
financial statements available to the public during the tax year.
20 State the name, physical address, and telephone number of the person who possesses the books and records of the

organization: p>JOSEPH E. HOFFMAN 520 UPPER CHESAPEAKE DRI VE, STE 405 BEL AIR MD 21014 443-643- 1000

JSA
3E1042 1.000
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Form 990 (2013) HARFORD MEMORI AL HOSPI TAL, | NC. 52- 0591484 Page 7
Compensation of Officers, Directors, Trustees, Key Employees, Highest Compensated Employees, and
Independent Contractors
Check if Schedule O contains a response or note to any lineinthisPartVII. . ... ... ... ... ........ |:|
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.

e List 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.

e List all of the organization's current key employees, if any. See instructions for definition of "key employee."

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

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

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

List persons in the following order: individual trustees or directors; institutional trustees; officers; key employees; highest
compensated employees; and former such persons.

|:| Check this box if neither the organization nor any related organization compensated any current officer, director, or trustee.

©
(A (B) Position (D) E) F)
Name and Title Average | (do not check more than one Reportable Reportable Estimated
hours per | box, unless person is both an compensation | compensation from amount of
week (listany| officer and a director/trustee) from related other )
hoursfor [0 =[5 o] x| e x| = the organizations compensation
relaed | 22| 2] F|2|2S S organization (W-2/1099-MISC) from the
organizations | 8 8 | & | @ | 3|2 & | 2 | (W-2/1099-MISC) organization
below dotted | S £ 3 % & 8 and r_ela_ted
ine) - g ;—’ ?B ;D organizations
3 g
_(QROGER E. SCHNEIDER, MD_ | 1.00
CHAI RVAN/ DI RECTOR 2.50| X X 0 0 0
_(IAMES LAMBDIN | 1.00
VI CE CHAlI RVAN/ DI RECTOR 2.50| X X 0 0 0
_(HADELE WLZACK, RN, MS. | 1.00
SECRETARY/ DI RECTOR 2.50| X X 0 0 0
_(@RCHARD P. STREET, JR, V.MD_ | 1.00
TREASURER/ DI RECTOR 2.50| X X 0 0 0
_(GLYLEE SHELDON | 5.00
PRESI DENT/ CEQl DI RECTOR 50.00| X X 0 1,287,691. 81, 383.
_(@WLLIAMB. ALLEN_PHD_ ____ | .50
DI RECTOR 1.00| X 0 0 0
_(MIOIN W ASHWORTH, 111 | .50
DI RECTOR/ UMVS BOARD REP 1.00| X 0 0 0
_(BJASON BIRNBAM | .50
DI RECTOR 1.00| X 0 0 0
_(@IONH CAN | -50
DI RECTOR 1.00| X 0 0 0
(IQROBERT A CHRENGIK | .50
DI RECTOR/ UMVS BOARD REP 1.00| X 0 0 0
(AOMELINDA L. CRAIG | .50
DI RECTOR 1.00| X 0 0 0
(AFRANKLIN J. HAJEK | .50
DI RECTOR 1.00| X 0 0 0
(AHRCBERT J. JIRSA | .50
DI RECTOR 1.50| X 0 0 0
(oM _SCOT KAUFMAN | .50
DI RECTOR 1.50| X 0 0 0
ISA Form 990 (2013)

3E1041 1.000
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HARFORD MEMORI AL HOSPI TAL, | NC. 52- 0591484
Form 990 (2013) Page 8
Section A. Officers, Directors, Trustees, Key Employees, and Highest Compensated Employees (continued)
(A (B) © (D) E) F)
Name and title Average Position Reportable Reportable Estimated
hours per (do not check more than one compensation | compensation from amount of
week (listany [ DOX, unless person is both an from related other
hours for officer and a director/trustee) the organizations compensation
relaed |23 | 21318 |5& |2 | organization | (W-2/1099-MISC) from the
organizations = g_ E a g :é_)g g (W-2/1099-MISC) organization
below dotted g, E_: g- 3|35 and r.elat.ed
line) = = 2._, % § organizations
3 é g
15) BRYANE KELLY | % 50]
DI RECTOR 1.50| X 0 0 0
16) ANNEW KINSLEY | % 50]
DI RECTOR 1.50| X 0 0 0
17) ANDREWKLEIN | % 50]
DI RECTOR 1.50| X 0 0 0
18) DONMDW MATHS | % 50]
DI RECTOR 1.50| X 0 0 0
19) ANGELA POPPE RES, MD. | 5.00]
DRCTOR/ MED DI R- PALLI ATI VE CARE| 45.00| X 0 138, 117. 18, 590.
20) WLLIAMJ. WARD, JR | % 50]
DI RECTOR 1.50| X 0 0 0
21) ALBERT J. A YONG | % 50]
DI RECTOR 1.00| X 0 0 0
22) JOSEPHE HOPFMAN 111 | 5.00]
SR VP/ CFO 50. 00 X 0 620, 604. 78, 358.
23) Jovyee FOX | 20.00]
VP - PATI ENT SVCS/ CNO 20. 00 X 284, 054. 0 49, 558.
24) BUGENE QURROTTO | 50.00]
VP - OPERATI ONS X 203, 075. 0 60, 564.
25) RCHARDC_CASTEEL | 50.00]
VP - MS X 216, 161. 0 40, 173.
1b Sub-total e > 0 1,287,691 81, 383.
c Total from continuation sheets to Part VII, Section A , ., . .. ... ... .. | 2 1,115, 163. 758, 721. 330, 556.
d Total (add lines 1b and 1C) « « « « = v v v vt w v v e e e e e e e e e e e »| 1,115,163. 2,046, 412. 411, 939.
2 Total number of individuals (including but not limited to those listed above) who received more than $100,000 of
reportable compensation from the organization » 6
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 suchindividual . . . . ... ... ... ..., 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 $150,000? If “Yes,” complete Schedule J for such
INIVIAUAL . . 4 o e e s e e e e e e e e e e e e 4 | X
5 Did any person listed on line la receive or accrue compensation from any unrelated organization or individual
for services rendered to the organization? If “Yes,” complete Schedule J for suchperson ., ... ............ 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. Report compensation for the calendar year ending with or within the organization's tax

year.

(A

Name and business address

B)

Description of services

©
Compensation

ATTACHVENT 2

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

5

JSA
3E1055 1.000

3956AU 700P 12/10/2014 1:27:20 PM V 13-7.5F

0179877-00017

Form 990 (2013)
PACGE 9



HARFORD MEMORI AL HOSPI TAL, | NC. 52-0591484
Form 990 (2013) Page 8
REWRYIl  Section A. Officers, Directors, Trustees, Key Employees, and Highest Compensated Employees (continued)

(A (B) © (D) E) F)
Name and title Average Position Reportable Reportable Estimated
hours per | (do not check more than one compensation |compensation from amount of
week (listany [ DOX, unless person is both an from related other
hours for officer and a director/trustee) the organizations compensation
elaed 123 | 21218 |5&| 8| organization | (W-2/1099-MISC) from the
organizations = g_ E a g 55 g (W-2/1099-M|SC) organization
below dotted | © £ | & 3|~ and related
) g2 |5 | ®8 R
line) S| 2 S S organizations
G = 3 S
3 g
2
(26) STEPHENLOW | 50.00]
DI R - PHARMACEUTI CAL SERVI CES X 139, 383. 0 30, 443.
(27) SUSANA COBTA | 50.00]
DI R- PERI OPERSTI VE CLI NI CAL SVC X 134, 939. 0 29, 916.
(28) BEVERLY A WEHMER | 50.00]
ASST VP - PATI ENT SERVI CES X 137, 551. 0 22,954,
1b Sub-total e >
c Total from continuation sheets to Part VII, Section A , ., . .. ... ... .. | 2
d Total (add lineslband 1C) . . . = & & & @ @ @ i i i it e e e e e e e e e e >
2 Total number of individuals (including but not limited to those listed above) who received more than $100,000 of
reportable compensation from the organization » 6
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 suchindividual . . . . . . . . . . v v v v i v it e e e 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 $150,000? If “Yes,” complete Schedule J for such
INIVIAUAL . . 4 o e e s e e e e e e e e e e e e 4 | X
5 Did any person listed on line la receive or accrue compensation from any unrelated organization or individual
for services rendered to the organization? If “Yes,” complete Schedule J for suchperson ., ... ............ 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. Report compensation for the calendar year ending with or within the organization's tax
year.
(A (B) ©
Name and business address Description of services Compensation

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 p

JSA
3E1055 1.000 Form 990 (2013)
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Form 990 (2013) HARFORD MEMORI AL HOSPI TAL, | NC. 52- 0591484 Page 9
EURAll Statement of Revenue
Check if Schedule O contains aresponse or note to any line inthis Part VIl , | . . . . . . .. .. . . ... |:|
(GY (C)] © (D)

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

n n N l
% 2| la Federated campaigns - . . . . . . . a
> .
52| b Membershipdues . ........ 1b
a < ¢ Fundraisingevents . . . . . .. .. ic
o= d Related organizations . . + . . . . . 1d 321, 051.
; E I
gb_ﬁ e Government grants (contributions) . . | 1e
g ) f  All other contributions, gifts, grants,
o<
=¥e} and similar amounts not included above . |_1f 2,853.
ég g Noncash contributions included in lines 1a-1f: $
| h_ Total. Addlines 1a-1f « « « u e e e e u i i e a . > 323, 904.
% Business Code
% 2a NET PATI ENT SERVI CE REVENUE 621400 89, 857, 166. 89, 857, 166.
% b BARI ATRI C PROGRAM 621400 65, 575. 65, 575.
o
= c
& d
§| e
S f  All other program service revenue . . . . .
a g Total. Add lines 2a-2f . . . . . . . i . i e ... .. .. > 89, 922, 741.
3 Investment income (including dividends, interest, and
other similaramounts). . . . . . . . . ..o o000 > 967, 919. 967, 919.
4 Income from investment of tax-exempt bond proceeds . . . > 0
5 ROyalties « + = =+ o+ o+ s ttte e sxa e s a .. > 0
(i) Real (i) Personal
6a Grossrents . . « . . . . . 649, 263.
b Less:rental expenses . . . 731,118.
¢ Rental income or (loss) -81, 855,
d Netrentalincomeor(loss) . « . « o v v v v v v i . > - 81, 855. - 81, 855.
(i) Securities (ii) Other
7a Gross amount from sales of
assets other than inventory 429, 569.
b Less: cost or other basis
and sales expenses . . . .
c Ganor(loss) + + + v+« » 429, 569.
d Netgainor(IoSS) « « « « « ¢ v« &« + & v+ ot & wxa > 429, 569. 429, 569.
g 8a Gross income from fundraising
S events (not including $
5 of contributions reported on line 1c).
0: See PartIV,linel8 . . . « « v v v o v . a
g Less: directexpenses . . « -« « . . . . b
6 Net income or (loss) from fundraisingevents . . . . . . . . » 0
9a Gross income from gaming activities.
See PartIV,line19 , ., .. ...... a
Less: directexpenses . . « - v 2 v ... b
Net income or (loss) from gaming activities. . « « « + . . . > 0
10a Gross sales of inventory, less
returns and allowances , , , ... ... a
b Less:costofgoodssold. . . . . . . .. b
¢ Net income or (loss) from sales of inventory, , . . .. ... » 0
Miscellaneous Revenue Business Code
11a | NCENTI VE PMTIS- ELECTRONI C HLTH RECORDS 900099 1,489, 038. 1,489, 038.
b CAFETERI A SALES/ VENDI NG 900099 480, 444. 480, 444.
¢ I NTEREST | NCOMVE - ACCTS RECEI VABLE 900099 6, 264. 6, 264.
d Allotherrevenue « « « v v v v v v v v u s 900099 238, 636. 238, 636.
e Total. Addlines 11a-11d =« + = « « + = & &+ = = = = = & » = | 2 2,214, 382.
12 Total revenue. See instructions . . « + v v o v & v 4 . . | 2 93, 776, 660. 91,411, 779. 2,040, 977.
JsA Form 990 (2013)
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Form 990 (2013)

HARFORD MEMORI AL HOSPI TAL,

I NC.

52-0591484  Page 10

REVRENE Statement of Functional Expenses
Section 501(c)(3) and 501(c)(4) organizations must complete all columns. All other organizations must complete column (A).

Check if Schedule O contains a response or note to any line in this Part IX

Do not include amounts reported on lines 6b, 7b,
8b, 9b, and 10b of Part VIII.

(A)
Total expenses

(B)

Program

service

expenses

©)
Management and
general expenses

(D)
Fundraising
expenses

1

10
11

Q@ - ® 2 0o T Q@

12
13
14
15
16
17
18

19
20
21
22
23
24

e
25

Grants and other assistance to governments and
organizations in the United States. See Part IV, line 21 .

Grants and other assistance to individuals in
the United States. See Part IV, line22. . . . . .

Grants and other assistance to governments,
organizations, and individuals outside the
United States. See Part IV, lines 15 and 16_ | ,
Benefits paid to or for members

Compensation of current officers, directors,
trustees, and key employees

Compensation not included above, to disqualified
persons (as defined under section 4958(f)(1)) and
persons described in section 4958(c)(3)(B)

Other salariesandwages | |, , . . . ... ...

Pension plan accruals and contributions (include section
401(k) and 403(b) employer contributions) . . . . . .
Other employee benefits . . . . . . .+« . ..
Payrolltaxes . « « v v v v 0 v 0 v i e e
Fees for services (non-employees):

Management

Legal

Accounting

Lobbying . . .. ....... ... ...,

Professional fundraising services. See Part IV, line 17,
Investment management fees

Other. (If line 11g amount exceeds 10% of line 25, column
(A) amount, list line 11g expenses on Schedule O.). « + « + &
Advertising and promotion , , . . . ... ...
Officeexpenses . . . . v v v v v v v v v v s
Information technology. . . . . .. ... ...
Royalties, . . . . ... ... v v v
Occupancy , . . .. ...t ianaan

Travel , L L e e e e e e
Payments of travel or entertainment expenses
for any federal, state, or local public officials
Conferences, conventions, and meetings , , . .
Interest , . . . .. ... ..
Payments to affiliates, . . . . ... ......
Depreciation, depletion, and amortization , , . .,
Insurance . , . . ... ... .00 .
Other expenses. Itemize expenses not covered
above (List miscellaneous expenses in line 24e. If
line 24e amount exceeds 10% of line 25, column

(A) amount, list line 24e expenses on Schedule O.)

All other expenses _ _ _ _ ___ _ _ _ _ ______
Total functional expenses. Add lines 1 through 24e

0

38, 069, 629.

27,643, 876.

10, 425, 753.

0

6, 017, 006.

4, 369, 188.

1, 647, 818.

2,882, 120.

2,092, 822.

789, 298.

363, 225.

340, 147.

340, 147.

3, 000, 533.

2,037, 938.

962, 595.

524.

495,

29.

751, 427.

1, 694.

749, 733.

0

0

1, 487, 809.

29, 367.

1, 458, 442.

37, 954.

5, 568.

32, 386.

0

67, 620.

14, 746.

52, 874.

1, 331, 986.

9

67, 208.

364, 778.

0

4,102, 469.

2,978, 966.

1,123, 503.

1, 447,573.

1, 051, 140.

396, 433.

9, 229, 530.

8, 839, 714.

389, 816.

9, 045, 651.

9, 045, 651.

3, 875, 458.

142, 568.

3, 732, 890.

3, 624, 094.

3, 624, 094.

2,538, 813.

3, 036, 065.

- 497, 252.

88, 213, 568.

62, 257, 006.

25, 956, 562.

26

Joint costs. Complete this line only if the
organization reported in column (B) joint costs
from a combined educational campaign and
fundraising solicitation. Check here B [ | if
following SOP 98-2 (ASC 958-720)

JSA

3E1052 1.000
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HARFORD MEMORI AL HOSPI TAL, | NC. 52- 0591484
Form 990 (2013) Page 11
EPE@ Balance Sheet
Check if Schedule O contains a response or noteto anylineinthisPart X . . .. ... ... .. . . ... | |
(A B)
Beginning of year End of year
1 Cash-non-interest-bearing | . . . . . .. ... ... .. 18, 485,374.| 1 16, 868, 982.
2 Savings and temporary cashinvestments, . ... ... ... ... .. g 2 0
3 Pledges and grantsreceivable, net . . ... ... ... g s 0
4 Accounts receivable,net . L 12,721,993.| 4 9, 380, 183.
5 Loans and other receivables from current and former officers, directors,
trustees, key employees, and highest compensated employees.
Complete Part Il of Schedule L | _ . . . . . . . .. .. .. . . ... 0 s 0
6 Loans and other receivables from other disqualified persons (as defined under section
4958(f)(1)), persons described in section 4958(c)(3)(B), and contributing employers
and sponsoring organizations of section 501(c)(9) voluntary employees' beneficiary
” organizations (see instructions). Complete Part Il of ScheduleL . . . . . . . ... 0 6 0
‘sn‘.) 7 Notes and loans receivable,net . .. ... .. ... ... ... Q7 0
2| 8 Inventoriesforsaleoruse, . . . ... ... ........ ... ... ... g 8 0
9 Prepaid expenses and deferredcharges . . . . ... ... ... .... 3,896,879.| 9 4,243, 559,
10a Land, buildings, and equipment: cost or
other basis. Complete Part VI of Schedule D 10a| 113, 843, 222.
b Less: accumulated depreciation, , , ... .... 10b 77,446, 840. 37,107, 341. |10c 36, 396, 382.
11 Investments - publicly traded securities , _ . . . . ... . . ... . ... 011 0
12 Investments - other securities. See Part IV, line 11, , . . . . . ... ... .. 012 0
13 Investments - program-related. See Part IV, line 11 | _ . . . . ... ... .. 0 13 0
14 Intangible @SSETS . . . . . . ... 0 14 0
15 Otherassets. See Part IV, line 11 | | . . . . . . i v i it it 54, 846, 487. | 15 59, 353, 104.
16  Total assets. Add lines 1 through 15 (must equal line 34) . . . ....... 127,058, 074.| 16 126, 242, 210.
17 Accounts payable and accrued expenses ., _ . . . . . . . . . 18, 459, 175. | 17 17,548, 988.
18 Grantspayable, . . . . . ... .. ... ... Q18 0
19 Deferredrevenue . . . . . .. ... ... .. Q19 0
20 Tax-exemptbond liabilities . | . . . . . .. . .. .. 26, 959, 326. | 20 26, 501, 600.
¢ |21  Escrow or custodial account liability. Complete Part IV of Schedule D | | | | Q21 0
=]22 Loans and other payables to current and former officers, directors,
% trustees, key employees, highest compensated employees, and
~ disqualified persons. Complete Part Il of Schedule L, , _ . . .. .. ... .. g 22 0
23 Secured mortgages and notes payable to unrelated third parties | | | . . . . g 23 0
24 Unsecured notes and loans payable to unrelated third parties, . , . . . . .. Q 24 0
25 Other liabilities (including federal income tax, payables to related third
parties, and other liabilities not included on lines 17-24). Complete Part X
of Schedule D . . . . . . o o e e 47, 463, 145. | 25 32, 325, 179.
26 Total liabilities. Add lines 17 through25. . . . . . . . v v v v v v v v v v 92, 881, 646. | 26 76, 375, 767.
Organizations that follow SFAS 117 (ASC 958), check here » m and
3 complete lines 27 through 29, and lines 33 and 34.
§ 27 Unrestricted netassets _ 34,176, 428. | 27 49, 866, 443.
&|28 Temporarily restricted netassets L. Q 28 0
=29 Permanently restricted netassets., . . . . . . . . . . ¢ o v it 0 29 0
T Organizations that do not follow SFAS 117 (ASC 958), check here P> |:| and
5 complete lines 30 through 34.
,g 30 Capital stock or trust principal, or currentfunds = . ... ... ... 30
@131 Paid-in or capital surplus, or land, building, or equipment fund . 31
f 32 Retained earnings, endowment, accumulated income, or other funds | 32
2|33 Total net assets or fund balances 34,176, 428.| 33 49, 866, 443.
34 Total liabilities and net assets/fund balances. . . . . v v v v v v v b h e ... 127,058, 074. | 34 126, 242, 210.

JSA
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HARFORD MEMORI AL HOSPI TAL, | NC. 52-0591484

Form 990 (2013) Page 12
Reconciliation of Net Assets
Check if Schedule O contains a response or noteto any lineinthisPart Xl . ..................
1 Total revenue (must equal Part VIII, column (A),line 12) . . . . . . v v v o v i v i i i i 1 93, 776, 660.
2 Total expenses (must equal Part IX, column (A),line25) . . . . . . v v v i i i i i h e e 2 88, 213, 568.
3 Revenue less expenses. Subtractline2fromlinel. . . . . . . . o v v oo o n s d e n e e 3 5, 563, 092.
4 Net assets or fund balances at beginning of year (must equal Part X, line 33, column (A)) . . . . . 4 34,176, 428.
5 Net unrealized gains (losses) oninvestments . . . . . . & v v v v ittt s e e e e s 5 0
6 Donated services and use of facilities . . . . . . . . 0 0 o e e e e e e s e e e e s 6 0
7 INVESIMENE EXPENSES « + & v v v v v v v s v s e a s h s h e e e e e e e e e e e e 7 0
8 Priorperiod adjustments . . . . . . i h i e e e e e e e e e e e e e e e e e s 8 0
9 Other changes in net assets or fund balances (explainin ScheduleO) . . . . . . . ... ... ... 9 10, 126, 923.
10 Net assets or fund balances at end of year. Combine lines 3 through 9 (must equal Part X, line
R G T 10 49, 866, 443.
m Financial Statements and Reporting
Check if Schedule O contains a response or noteto any lineinthisPart XIl . . .. ... ... ......... |:|
Yes | No
1 Accounting method used to prepare the Form 990: |:| Cash Accrual |:| Other
If the organization changed its method of accounting from a prior year or checked "Other," explain in
Schedule O.
2a Were the organization's financial statements compiled or reviewed by an independent accountant? = . 2a X
If "Yes," check a box below to indicate whether the financial statements for the year were compiled or
reviewed on a separate basis, consolidated basis, or both:
|:| Separate basis |:| Consolidated basis |:| Both consolidated and separate basis
b Were the organization's financial statements audited by an independent accountant? . . . . . .. ... .. .. 2b | X
If "Yes," check a box below to indicate whether the financial statements for the year were audited on a
separate basis, consolidated basis, or both:
|:| Separate basis Consolidated basis |:| Both consolidated and separate basis
¢ 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 selection process during the tax year, explain in
Schedule O.
3a As aresult of a federal award, was the organization required to undergo an audit or audits as set forth in
the Single Audit Actand OMB Circular A-1337 &« & v v v v i i e s s e e s e s e s e s s e s s s e 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

Form 990 (2013)

JSA
3E1054 1.000
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SCHEDULE A Public Charity Status and Public Support | oM No. 1545-0047

(Form 990 or 990-EZ) Complete if the organization is a section 501(c)(3) organization or a section 2@ 1 3
4947(a)(1) nonexempt charitable trust.

Department of the Treasury P Attach to Form 990 or Form 990-EZ. Open to Public
Internal Revenue Service P Information about Schedule A (Form 990 or 990-EZ) and its instructions is at www.irs.gov/form990. Inspection
Name of the organization Employer identification number
HARFORD MEMORI AL HOSPI TAL, | NC. 52-0591484

Reason for Public Charity Status (All organizations must complete this part.) See instructions.

The organization is not a private foundation because it is: (For lines 1 through 11, check only one box.)

A church, convention of churches, or association of churches described in section 170(b)(1)(A)(i).

A school described in section 170(b)(1)(A)(ii). (Attach Schedule E.)

A hospital or a cooperative hospital service organization described in section 170(b)(1)(A)(iii).

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: =~~~

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.)

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 Il.)

A community trust described in section 170(b)(1)(A)(vi). (Complete Part II.)

An organization that normally receives: (1) more than 331/3 % of its support from contributions, membership fees, and gross

receipts from activities related to its exempt functions - subject to certain exceptions, and (2) no more than 331/3% of its

support from gross investment income and unrelated business taxable income (less section 511 tax) from businesses

acquired by the organization after June 30, 1975. See section 509(a)(2). (Complete Part Ill.)

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

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 |:| Type | b |:| Typell ¢ |:| Type llI-Functionally integrated d |:| Type llI-Non-functionally integrated

e|:| 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 |, Type Il, or Type Ill supporting
organization, check this box
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) and Yes | No
(ii) below, the governing body of the supported organization? = . . . . .. ... ... ...... 119()
(i) Afamily member of a person described in (i) above? L 11g(iD)
(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 (i) EIN (iii) Type of organization (iv) Is the (v) Did you notify (vi) Is the (vii) Amount of monetary
organization (described on lines 1-9 organizationin | the organization | organization in support
above or IRC section Cgtr(');f:rﬂr:” in col. (i) of your | col. (i) organized
(see instructions)) Y o support? inthe U.S.?
Yes No Yes No Yes No
(A)
(B
©
(D)
(B)
Total
For Paperwork Reduction Act Notice, see the Instructions for Schedule A (Form 990 or 990-EZ) 2013

Form 990 or 990-EZ.

JSA
3E1210 1.000
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HARFORD MEMORI AL HOSPI TAL, | NC. 52-0591484

Schedule A (Form 990 or 990-EZ) 2013 Page 2
Support Schedule for Organizations Described in Sections 170(b)(1)(A)(iv) and 170(b)(1)(A)(vi)

(Complete only if you checked the box on line 5, 7, or 8 of Part | or if the organization failed to qualify under
Part 1. If the organization fails to qualify under the tests listed below, please complete Part IIl.)

Section A. Public Support

Calendar year (or fiscal year beginning in) P> (a) 2009 (b) 2010 (c) 2011 (d) 2012 (e) 2013 (f) Total

1

6

Gifts, grants, contributions, and
membership fees received. (Do not
include any "unusual grants.”) . . . . . .

Tax revenues levied for the
organization's benefit and either paid
to or expended on itsbehalf . . . . . ..

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

Total. Add lines 1 through3. . . . . . .

The portion of total contributions by
each person (other than a
governmental unit or publicly
supported organization) included on
line 1 that exceeds 2% of the amount
shown on line 11, column (f). . . . . . .
Public support. Subtract line 5 from line 4.

Section B. Total Support

Calendar year (or fiscal year beginning in) P> (a) 2009 (b) 2010 (c) 2011 (d) 2012 (e) 2013 (f) Total

7
8

10

11
12
13

Amounts fromlined4 . . ... ...

Gross income from interest, dividends,
payments received on securities loans,
rents, royalties and income from similar
sources

Net income from wunrelated business
activities, whether or not the business
isregularly carriedon . . . . . . ...

Other income. Do not include gain or
loss from the sale of capital assets
(ExplaininPartIV.) « . v v v v v v v v

Total support. Add lines 7 through 10 . .

Gross receipts from related activities, etc. (SE INStructions) « « v v v v & v 4 v 4 v h w ke s e e e e e s 12

First five years. If the Form 990 is for the organization's first, second, third, fourth, or fifth tax year as a section 501(c)(3)
organization, check thishoxand stop here . . . . . vt v i i i ittt e e e e e e e e e e e e e e e e e e e e e e e e »

Section C. Computation of Public Support Percentage

14
15
16a

17a

18

Public support percentage for 2013 (line 6, column (f) divided by line 11, column(f)) . ... .. .. 14 %
Public support percentage from 2012 Schedule A, Partll,line14 ., . . . .. .. ... ... . .... 15 %
331/3% support test - 2013. If the organization did not check the box on line 13, and line 14 is 331/3% or more, check

this box and stop here. The organization qualifies as a publicly supported organization ., . . .. .. ... .. ...« . ... | 2
331/3% support test - 2012. If the organization did not check a box on line 13 or 16a, and line 15 is 331/3% or more,
check this box and stop here. The organization qualifies as a publicly supported organization. . . . .. .. ... ...... | 2
10%-facts-and-circumstances test - 2013. If the organization did not check a box on line 13, 16a, or 16b, and line 14 is

10% or more, and if the organization meets the "facts-and-circumstances" test, check this box and stop here. Explain in

Part IV how the organization meets the "facts-and-circumstances” test. The organization qualifies as a publicly supported
OFQANIZALION. | 4 . vt i e i e e e et e e e e e e e e e e e e e e e e e e e e e e e >
10%-facts-and-circumstances test - 2012. If the organization did not check a box on line 13, 16a, 16b, or 17a, and line

15 is 10% or more, and if the organization meets the "facts-and-circumstances” test, check this box and stop here.
Explain in Part IV how the organization meets the "facts-and-circumstances" test. The organization qualifies as a publicly
supported organization .. . . . . . L L L L L i e e e e e e e e e e e e e e e e e e e e e e e e e e e e e >
Private foundation. If the organization did not check a box on line 13, 16a, 16b, 17a, or 17b, check this box and see

instructions

JSA

Schedule A (Form 990 or 990-EZ) 2013

3E1220 1.000
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HARFORD MEMORI AL HOSPI TAL, | NC. 52- 0591484
Schedule A (Form 990 or 990-EZ) 2013 Page 3
Support Schedule for Organizations Described in Section 509(a)(2)
(Complete only if you checked the box on line 9 of Part | or if the organization failed to qualify under Part Il.
If the organization fails to qualify under the tests listed below, please complete Part Il.)
Section A. Public Support
Calendar year (or fiscal year beginning in) P (a) 2009 (b) 2010 (c) 2011 (d) 2012 (e) 2013 (f) Total

1 Gifts, grants, contributions, and membership fees

received. (Do not include any "unusual grants.")

2  Gross receipts from admissions, merchandise
sold or services performed, or facilities
furnished in any activity that is related to the

organization's tax-exempt purpose

3 Gross receipts from activities that are not an

unrelated trade or business under section 513 |

4 Tax revenues levied for the
organization's benefit and either paid
to or expended on its behalf

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

6 Total. Add lines 1 through 5

7a Amounts included on lines 1, 2, and 3

received from disqualified persons . . . .
b Amounts included on lines 2 and 3
received from other than disqualified
persons that exceed the greater of $5,000
or 1% of the amount on line 13 for the year

c Addlines7aand7b. . « « v v 4 ...
8 Public support (Subtract line 7c from

iNEG.) v v v v v i e i v e e e e
Section B. Total Support
Calendar year (or fiscal year beginning in) P (a) 2009 (b) 2010 (c) 2011 (d) 2012 (e) 2013 (f) Total

9 Amounts fromline6. . . ... .....
10a Gross income from interest, dividends,
payments received on securities loans,
rents, royalties and income from similar
SOUMCES . v v v v v+ s & s = = = = = = &«

b Unrelated business taxable income (less

section 511 taxes) from businesses
acquired after June 30, 1975

¢ Addlines 10aand10b , _ , ., . . ...
11 Net income from unrelated business
activities not included in line 10b,
whether or not the business is regularly
carriedonN = = = + = & % w2 o= o= owoa o o=

12  Other income. Do not include gain or
loss from the sale of capital assets
(ExplaininPartIV.) , ... .......

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

and12) . L

14  First five years. If the Form 990 is for the organization's first, second, third, fourth, or fifth tax year as a section 501(c)(3)
organization, check thisboxand stop here. . . . . . o 0 0 v 0 0 i v i i i bt e i w e e w s e e e e e e e e e e a s e »

Section C. Computation of Public Support Percentage

15  Public support percentage for 2013 (line 8, column (f) divided by line 13, column (f)) . . . . . . ... 15 %

16  Public support percentage from 2012 Schedule A, Partlll, line15. . . . . & & v v v v v v v a v v v o v wx s 16 %

Section D. Computation of Investment Income Percentage

17 Investment income percentage for 2013 (line 10c, column (f) divided by line 13, column (f)) , . . . . . .. . . 17 %

18 Investment income percentage from 2012 Schedule A, Part I, line 17 . . . . . . . . o v v v o i . 18 %

19a 331/3% support tests - 2013. If the organization did not check the box on line 14, and line 15 is more than 331/3%, and line
17 is not more than 331/3%, check this box and stop here. The organization qualifies as a publicly supported organization P>
b 331/3% support tests - 2012. If the organization did not check a box on line 14 or line 19a, and line 16 is more than 331/3 %, and
line 18 is not more than 331/3%, check this box and stop here. The organization qualifies as a publicly supported organization P ’:’

20 Private foundation. If the organization did not check a box on line 14, 19a, or 19b, check this box and see instructions | 2

JSA Schedule A (Form 990 or 990-EZ) 2013
3E1221 1.000
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HARFORD MEMORI AL HOSPI TAL, | NC. 52-0591484

Schedule A (Form 990 or 990-EZ) 2013 Page 4
eI\ Supplemental Information. Provide the explanations required by Part II, line 10; Part Il, line 17a or 17b;
and Part lll, line 12. Also complete this part for any additional information. (See instructions).
ISA Schedule A (Form 990 or 990-EZ) 2013

3E1225 2.000
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Schedu
(Form 990,
or 990-PF)

Department of the Treasury

le B Schedule of Contributors

OMB No. 1545-0047

990-EZ,

P Information about Schedule B (Form 990, 990-EZ, or 990-PF) and its instructions is at www.irs.gov/form990.

» Attach to Form 990, Form 990-EZ, or Form 990-PF. 2@13

Internal Revenue Service
Name of the organization Employer identification number
HARFORD MEMORI AL HOSPI TAL, | NC.
52- 0591484

Organization type (check one):
Filers of: Section:
Form 990 or 990-EZ 501((:)(03 ) (enter number) organization

|:| 4947(a)(1) nonexempt charitable trust not treated as a private foundation

|:| 527 political organization
Form 990-PF |:| 501(c)(3) exempt private foundation

|:| 4947(a)(1) nonexempt charitable trust treated as a private foundation

|:| 501(c)(3) taxable private foundation

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

General Rule

[]

For an organization filing Form 990, 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 Il

Special Rules

[]

For a section 501(c)(3) organization filing Form 990 or 990-EZ that met the 33 1/3 % support test of the regulations
under sections 509(a)(1) and 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 (i) Form 990, Part VI, line 1h, or (ii) Form 990-EZ, line 1.
Complete Parts | and II.

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

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

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

Form 990

-PF, Part |, line 2, to certify that it does not meet the filing requirements of Schedule B (Form 990, 990-EZ, or 990-PF).

For Paperw

JSA
3E1251 1.000

39

ork Reduction Act Notice, see the Instructions for Form 990, 990-EZ, or 990-PF. Schedule B (Form 990, 990-EZ, or 990-PF) (2013)

56AU 700P 12/10/2014 1:27:20 PM V 13-7.5F 0179877-00017

PAGE 19



Schedule B (Form 990, 990-EZ, or 990-PF) (2013)

Page 2

Name of organization

HARFORD MEMORI AL HOSPI TAL,  T'NC.

Employer identification number

52-0591484

Contributors (see instructions). Use duplicate copies of Part | if additional space is needed.

(a)

(b)

(c)

(d)

No. Name, address, and ZIP + 4 Total contributions Type of contribution
R !‘ R Person
Payroll
e _________2_7:_3'_1§§_ Noncash
(Complete Part Il for
__________________________________________ noncash contributions.)
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
I _2 | - ____ Person
Payroll
e _________f'z-_§§§_ Noncash
(Complete Part Il for
__________________________________________ noncash contributions.)
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
e | . _______ Person
Payroll
__________________________________________________________ Noncash
(Complete Part Il for
__________________________________________ noncash contributions.)
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
e | . _______ Person
Payroll
__________________________________________________________ Noncash
(Complete Part Il for
__________________________________________ noncash contributions.)
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
e | ———— Person
Payroll
__________________________________________________________ Noncash
(Complete Part Il for
__________________________________________ noncash contributions.)
(@) (b) () (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution

Person
Payroll
Noncash

(Complete Part Il for
noncash contributions.)

JSA

3E1253 1.000

3956AU 700P 12/10/2014 1:27:20 PM V 13-7.5F
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Schedule B (Form 990, 990-EZ, or 990-PF) (2013) Page 3

Name of organization HARFORD MEMORI AL HOSPI TAL, | NC. Employer identification number
52-0591484
zEIgdIl Noncash Property (see instructions). Use duplicate copies of Part Il if additional space is needed.
(a) No. (c)
¢ (b) . (d)
rom Description of noncash property given FMV (or estimate) Date received
Part | P property g (see instructions)
_____________________________________________ R (R
(a) No. (c)
¢ (b) . (d)
rom Description of noncash property given FMV (or estimate) Date received
Part | P property g (see instructions)
_____________________________________________ R (R
(a) No. (c)
¢ (b) . (d)
rom Description of noncash property given FMV (or estimate) Date received
Part | P property g (see instructions)
_____________________________________________ R (R
(a) No. (c)
¢ (b) . (d)
rom Description of noncash property given FMV (or estimate) Date received
Part | P property g (see instructions)
_____________________________________________ R (R
(a) No. (c)
¢ (b) . (d)
rom Description of noncash property given FMV (or estimate) Date received
Part | P property g (see instructions)
_____________________________________________ S (R
(a) No. (c)
¢ (b) . (d)
rom Description of noncash property given FMV (or estimate) Date received
Part | P property g (see instructions)
_____________________________________________ $_ | L ________
ISA Schedule B (Form 990, 990-EZ, or 990-PF) (2013)

3E1254 1.000
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Schedule B (Form 990, 990-EZ, or 990-PF) (2013)

Page 4

Name of organization HARFORD MEMORI AL HOSPI TAL,

I NC.

Employer identification number

52-0591484

Exclusively religious, charitable, etc., individual contributions to section 501(c)(7), (8), or (10) organizations
that total more than $1,000 for the year. Complete columns (a) through (e) and the following line entry.

For organizations completing Part lll, enter the total of exclusively religious, charitable, etc.,
contributions of $1,000 or less for the year. (Enter this information once. See instructions.) » $

Use duplicate copies of Part Il if additional space is needed.

(a) No.
from
Part |

(b) Purpose of gift

(c) Use of gift

(a) No.
from
Part |

(a) No.
from
Part |

(a) No.
from
Part |
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SCHEDULE C Political Campaign and Lobbying Activities OMB No. 15450047

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

2013

P Complete if the organization is described below. P Attach to Form 990 or Form 990-EZ. Open to Public
Department of the Treasury P See separate instructions. P Information about Schedule C (Form 990 or 990-EZ) and its P .
Inspection

Internal Revenue Service instructions is at www.irs.gov/form990.

If the organization answered "Yes," to Form 990, Part IV, line 3, or Form 990-EZ, Part V, line 46 (Political Campaign Activities), then
® Section 501(c)(3) organizations: Complete Parts I-A and B. Do not complete Part I-C.
® Section 501(c) (other than section 501(c)(3)) organizations: Complete Parts I-A and C below. Do not complete Part I-B.

® Section 527 organizations: Complete Part I-A only.
If the organization answered "Yes," to Form 990, Part IV, line 4, or Form 990-EZ, Part VI, line 47 (Lobbying Activities), then

® Section 501(c)(3) organizations that have filed Form 5768 (election under section 501(h)): Complete Part II-A. Do not complete Part 11-B.
® Section 501(c)(3) organizations that have NOT filed Form 5768 (election under section 501(h)): Complete Part II-B. Do not complete Part II-A.

If the organization answered "Yes," to Form 990, Part IV, line 5 (Proxy Tax) or Form 990-EZ, Part V, line 35¢ (Proxy Tax), then
® Section 501(c)(4), (5), or (6) organizations: Complete Part Ill.

Name of organization Employer identification number

HARFORD MEMORI AL HOSPI TAL, | NC. 52-0591484

EAMY Complete if the organization is exempt under section 501(c) or is a section 527 organization.

1 Provide a description of the organization's direct and indirect political campaign activities in Part V.
2 Political eXpenditures , . . . . . i i it e e e e e e e e e e e e e e e e > S

3 Volunteer hours, | . . . s e e e e e e e e e e e e e e e

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

1 Enter the amount of any excise tax incurred by the organization under section 4955, , . . . . > 3$
2 Enter the amount of any excise tax incurred by organization managers under section 4955 , , » $
3 If the organization incurred a section 4955 tax, did it file Form 4720 for thisyear? , . . . ... ... ...... Yes No
4a Was acormection made? . . . . . . . ... i e e e e e e e e e e e e e Yes No
b If "Yes," describe in Part V.
Part I-C Complete if the organization is exempt under section 501(c), except section 501(c)(3).
1 Enter the amount directly expended by the filing organization for section 527 exempt function
ACHVILIES . L L L L e e >S5
2 Enter the amount of the filing organization's funds contributed to other organizations for section
527 exempt function activities , |, . . . . .t v v i i e e e e e e e e e e |
3 Total exempt function expenditures. Add lines 1 and 2. Enter here and on Form 1120-POL,
e L7 e e e > $
4 Did the filing organization file Form 1120-POL forthisyear? . . . . . . . . . . . @ v i v i i e e e e e e e e u |_, Yes |_, No

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

(a) Name (b) Address (c) EIN (d) Amount paid from (e) Amount of political

filing organization's contributions received and
funds. If none, enter -0-. promptly and directly
delivered to a separate
political organization. If
none, enter -0-.

1)

)]

(3)

(4)

(5)

(6)

For Paperwork Reduction Act Notice, see the Instructions for Form 990 or 990-EZ. Schedule C (Form 990 or 990-EZ) 2013
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Schedule C (Form 990 or 990-EZ) 2013 HARFORD VEMORI AL HOSPI TAL, | NC. 52- 0591484 Page 2
HWHIPY Complete if the organization is exempt under section 501(c)(3) and filed Form 5768 (election under

section 501(h)).

A Check | | if the filing organization belongs to an affiliated group (and list in Part IV each affiliated group member's

B Check >|:| if the filing organization checked box A and "limited control" provisions apply.

name, address, EIN, expenses, and share of excess lobbying expenditures).

Limits on Lobbying Expenditures (a) Filing
(The term "expenditures" means amounts paid or incurred.) organization's totals

(b) Affiliated
group totals

la

- O QO O T

Total lobbying expenditures to influence public opinion (grass roots lobbying) . . . . .
Total lobbying expenditures to influence a legislative body (direct lobbying) . . . . . .

Total lobbying expenditures (add lineslaand1b) ., . . . ... ... ..........

Other exempt purpose expenditures . . . . . . . . . . o i v v vttt et nn e
Total exempt purpose expenditures (add lines1cand1d). . . ... ... .. ... ..

Lobbying nontaxable amount. Enter the amount from the following table in both
columns.

If the amount on line 1e, column (a) or (b) is:| The lobbying nontaxable amount is:

Not over $500,000 20% of the amount on line le.

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

Over $1,000,000 but not over $1,500,000 |$175,000 plus 10% of the excess over $1,000,000.

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

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

Grassroots nontaxable amount (enter 25% of line1f) . . . . . . ... ... ......

9
h  Subtract line 1g from line la. If zero or less,enter-0- , . . . . .. ... ........
i Subtract line 1f from line 1c. If zeroor less,enter-0- , . . . .. ... ... ......
i If there is an amount other than zero on either line 1h or line 1i, did the organization file Form 4720
reporting section 4911 taxforthis year? . . . . . v v i i v i i i it e e e e e e e e e e e Yes |:| No
4-Year Averaging Period Under Section 501(h)
(Some organizations that made a section 501(h) election do not have to complete all of the five
columns below. See the instructions for lines 2a through 2f on page 4.)
Lobbying Expenditures During 4-Year Averaging Period
Calendar year (or fiscal year
beginning in) (a) 2010 (b) 2011 (c) 2012 (d) 2013 (e) Total
2a Lobbying nontaxable amount
b Lobbying ceiling amount
(150% of line 2a, column (e))
Cc Total lobbying expenditures
d Grassroots nontaxable amount
e Grassroots ceiling amount
(150% of line 2d, column (e))
f Grassroots lobbying expenditures
Schedule C (Form 990 or 990-EZ) 2013
JSA
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HARFORD MEMORI AL HOSPI TAL, | NC. 52- 0591484
Schedule C (Form 990 or 990-EZ) 2013 Page 3

EWHIE=0 Complete if the organization is exempt under section 501(c)(3) and has NOT filed Form 5768
(election under section 501(h)).

€ (b)

For each "Yes," response to lines la through 1i below, provide in Part IV a detailed
description of the lobbying activity. Yes | No Amount

1 During the year, did the filing organization attempt to influence foreign, national, state or local
legislation, including any attempt to influence public opinion on a legislative matter or
referendum, through the use of:

VOIunteerS’) ----------------------------------------------

Paid staff or management (include compensation in expenses reported on lines 1c through 1i)?
Media advertisements?

Rallies, demonstrations, seminars, conventions, speeches, lectures, or any similar means? =
Other activities? X 4,021.

Total Add lines 1cthrough 1i .. . .. ........ ... ... ... ...... 4, 021.
Did the activities in line 1 cause the organization to be not described in section 501(c)(3)? | . | X
If "Yes," enter the amount of any tax incurred under section 4912 . . . . ... ... ....

If "Yes," enter the amount of any tax incurred by organization managers under section 4912

o
c
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=
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o
=
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o
=
°
c
=2
=
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Q
o
=
o
=
o
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@
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@
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@
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9
=
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o
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Q
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=
>
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=
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=
S
3
)
>
=1
o
=
=}
D
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o
=
)
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Q
(2
)
=
<
@
o
o)
Q
<
BN)

RPN Complete if the organization is exempt under section 501(c)(4), section 501(c)(5), or section
501(c)(6).

Yes | No

1  Were substantially all (90% or more) dues received nondeductible by members? 1

2  Did the organization make only in-house lobbying expenditures of $2,000 or less? 2

3 Did the organization agree to carry over lobbying and political expenditures from the prioryear? , . . . ... ... 3

Complete if the organization is exempt under section 501(c)(4), section 501(c)(5), or section
501(c)(6) and if either (a) BOTH Part lll-A, lines 1 and 2, are answered "No," OR (b) Part lll-A, line 3, is
answered "Yes."

1  Dues, assessments and similar amounts from members | . . L L L L L 1

Section 162(e) nondeductible lobbying and political expenditures (do not include amounts of
political expenses for which the section 527(f) tax was paid).

A CUITBNEYBAI, | | .ttt e e e e e ettt e e 2a
Carryover from lastyear L e 2b

C TOtaI -------------------------------------------------------- 20
3 Aggregate amount reported in section 6033(e)(1)(A) notices of nondeductible section 162(e) dues | _ . .| 3

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

5  Taxable amount of lobbying and political expenditures (see instructions) . . . . . . . v v v v v v v v v v u 5
Supplemental Information

Provide the descriptions required for Part I-A, line 1; Part I-B, line 4; Part I-C, line 5; Part II-A (affiliated group list); Part II-A, line 2; and
Part 1I-B, line 1. Also, complete this part for any additional information.

PORTI ON OF THE DUES PAI D TO MARYLAND HOSPI TAL ASSOCI ATION. THI' S

JSA Schedule C (Form 990 or 990-EZ) 2013
3E1266 1.000
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HARFORD MEMORI AL HOSPI TAL, | NC. 52-0591484

Schedule C (Form 990 or 990-EZ) 2013 Page 4
Part IV Supplemental Information (continued)

ISA Schedule C (Form 990 or 990-EZ) 2013
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. . OMB No. 1545-0047
SCHEDULE D Supplemental Financial Statements
(Form 990) » Complete if the organization answered "Yes," to Form 990, 2@ 1 3

Part IV, line 6, 7, 8, 9, 10, 11a, 11b, 11c, 11d, 11e, 11f, 12a, or 12b.

Department of the Treasury P Attach to Form 990. Open tq Public
Internal Revenue Service P Information about Schedule D (Form 990) and its instructions is at www.irs.gov/form990. |nspect|on
Name of the organization Employer identification number
HARFORD MEMORI AL HOSPI TAL, | NC. 52-0591484

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

Total number atendofyear . . .........
Aggregate contributions to (during year)
Aggregate grants from (during year). . . . ...
Aggregate value atend ofyear. . . ... ....
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 legalcontrol? . . . ... ... .. |:| Yes |:| No
6 Did the organization inform all grantees, donors, and donor advisors in writing that grant funds can be used

only for charitable purposes and not for the benefit of the donor or donor advisor, or for any other purpose

conferring impermissible private benefit? . . . . v v v a u i e e e e e e e e e e e e e e e e e e |:| Yes |:| No
Conservation Easements. Complete if the organization answered "Yes" to Form 990, Part IV, line 7.
1 Purpose(s) of conservation easements held by the organization (check all that apply).
Preservation of land for public use (e.g., recreation or education) Preservation of an historically important land area
Protection of natural habitat Preservation of a certified historic structure
Preservation of open space

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

a b~ WN B

Held at the End of the Tax Year
a Total number of conservationeasements . . . . . . . . . . i i ittt e e e e 2a
b Total acreage restricted by conservationeasements . . . . ... ... ... ... 2b
¢ Number of conservation easements on a certified historic structure includedin(a). . . . . . 2c
d Number of conservation easements included in (c) acquired after 8/17/06, and not on a
historic structure listed in the National Register. . . . . . . . . v o v v v i i v e v e e e s 2d
3 Number of conservation easements modified, transferred, released, extinguished, or terminated by the organization during the
taxyear » __ __ _ _ ___________

4 Number of states where property subject to conservation easementis located » _ ________________
5 Does the organization have a written policy regarding the periodic monitoring, inspection, handling of

violations, and enforcement of the conservation easementsitholds? . . . . . . . ¢ ¢ v i i i v i v v v v v v v |:| Yes |:| 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

s _
8 Does each conservation easement reported on line 2(d) above satisfy the requirements of section 170(h)(4)(B)

() and section L70MNABI?. . . . . . . ...\t [Jves [lno
9 In Part XIIl, 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.

Part I Organizations Maintaining Collections of Art, Historical Treasures, or Other Similar Assets.
Complete if the organization answered "Yes" to Form 990, Part IV, line 8.

la |If the or?anlzatlon elected, as permitted under SFAS 116 %SC 958), 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 XIll, the text of the footnote to its flnanC|aI statements that describes these items.

b If the organization elected, as permitted under SFAS 116 (ASC 958), to report in its revenue statement and balance sheet
works of art, historical treasures, or other similar assets held for public exhibition, education, or research in furtherance of
public service, provide the following amounts relating to these items:

(i) Revenues included in Form 990, PartVIILIIne 1l . . . v v o v v v v i v it e e e e e e e e e e »$_
(ii) Assets included in Form 990, Part X . . & v v v v i v v v e e e e e e e e e e e e e e e e s »s_

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 (ASC 958) relating to these items:

a Revenues included in Form 990, Part VI, line 1 . . . . . . . i v i i i i e e e e e e e e e e > ___
b Assets included in FOrm 990, Part X . . & v v v @ v v vt i e e e e e e e e e e e e e e e e e e e e e > 3
For Paperwork Reduction Act Notice, see the Instructions for Form 990. Schedule D (Form 990) 2013
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HARFORD MEMORI AL HOSPI TAL, | NC. 52- 0591484
Schedule D (Form 990) 2013 Page 2
*EIsdlll Organizations Maintaining Collections of Art, Historical Treasures, or Other Similar Assets (continued)

Loan or exchange programs
Other

3 Using the organization's acquisition, accession, and other records, check any of the following that are a significant use of its
a Public exhibition d
b Scholarly research e

collection items (check all that apply):
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

Xiil.
5 During the year, did the organization solicit or receive donations of art, historical treasures, or other similar

EI Yes EI No

=g\ Escrow and Custodial Arrangements. Complete if the 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
inCIUded On Form 9907 Part X? --------------------------------------------
b If "Yes," explain the arrangement in Part XIll and complete the following table:

Amount
c Beginningbalance . . . . . . . . i i e e e e s e e e s 1c
d Additionsduringtheyear . .. .. ... i it it it 1d
e Distributionsduringtheyear. . . . . . o v o v i i i i i e e e e le
f Endingbalance . . . . . . . . o o e e s e e e e 1f

2a Did the organization include an amount on Form 990, Part X, line 217 |_, Yes | | No
b If "Yes," explain the arrangement in Part XIll. Check here if the explanation has been provided in Part XIll, , , . , . . ..

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

(e) Four years back

la Beginning of year balance . . . .

b Contributions . . .. ... ....
Net investment earnings, gains,

andlosses. . . ... .. ... .

d Grants or scholarships
Other expenditures for facilities

and programs. . . . . . .. ...

Administrative expenses . . . . .

g End of year balance. . . .. ...

2 Provide the estimated percentage of the current year end balance (line 1g, column (a)) held as:

a Board designated or quasi-endowment p- %
Permanent endowment p %
¢ Temporarily restricted endowment p %

The percentages in lines 2a, 2b, and 2c¢ should equal 100%.
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 Organizations . . . . . . . . i i i i it e e e e e e e e e e e e e e e e e e e e 3a(i)
(i related organizations , . . . . . . . ... e e e e e e e e 3a(ii)

b If "Yes" to 3a(ii), are the related organizations listed as required on Schedule R? , , . . . .. ... ... ..... 3b

4 Describe in Part XllI the intended uses of the organization's endowment funds.

=F1aavl Land, Bwldm%s and Equipment.
Complete if the organ|zat|on answered "Yes" to Form 990, Part IV, line 11a. See Form 990, Part X, line 10.
Description of property (a) Cost or other basis (b) Cost or other basis (c) Accumulated (d) Book value
(investment) (other) depreciation

la Land. -« - v v v v i v i e e 10, 819, 220. 10, 819, 220.
b Buildings + .« 32,371, 460.| 19, 242, 823. 13, 128, 637.
¢ Leasehold improvements. . . . . . .. .. 1, 542, 099. 1, 061, 289. 480, 810.
d Equipment . - . . i h oo e e e 49, 056, 423.| 42, 655, 036. 6, 401, 387.
e Other . . . ... i v i ianns 20, 054, 019. | 14,487, 692. 5, 566, 327.

Total. Add lines 1a through le. (Column (d) must equal Form 990, Part X, column (B), line 10(c).). . . . . . > 36, 396, 381.

JSA
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HARFORD MEMORI AL HOSPI TAL, | NC. 52- 0591484
Schedule D (Form 990) 2013 Page 3
Investments - Other Securities.
Complete if the organization answered "Yes" to Form 990, Part IV, line 11b. See Form 990, Part X, line 12.

(a) Description of security or category (b) Book value (c) Method of valuation:
(including name of security) Cost or end-of-year market value

Total. (Column (b) must equal Form 990, Part X, col. (B) line 12.) P>
WYl Investments - Program Related.
Complete if the organization answered "Yes" to Form 990, Part IV, line 11c. See Form 990, Part X, line 13.

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

1)
(2
©)]
4
®)
(6)
™
(8
9
Total. (Column (b) must equal Form 990, Part X, col. (B) line 13.) P>
Elgg)q Other Assets.
Complete if the organization answered "Yes" to Form 990, Part IV, line 11d. See Form 990, Part X, line 15.

(a) Description (b) Book value

(1) ASSETS LI M TED TO USE 57,183, 988.
(2) DEFERRED FI NANCI NG COSTS 102, 750.
(3) TRUSTEE HELD FUNDS 640, 062.
(4)OTHER ASSETS 1, 426, 304.
©)
(6)
)
(8
9

Total. (Column (b) must equal Form 990, Part X, col. (B)line 15.). . . . . . . . . . . . v v v i i e i i u . > 59, 353, 104.

Other Liabilities.
Complete if the organization answered "Yes" to Form 990, Part IV, line 11e or 11f. See Form 990, Part X,

line 25.
1. (a) Description of liability (b) Book value
(1) Federal income taxes
(2) ADVANCES FROM THI RD PARTI ES 1, 796, 794.
(3)DUE TO AFFI LI ATES 29, 340, 237.
(4)ACCRUED PENSI ON OBLI GATI ON 1, 188, 148.
(5)
(6)
)
(8)
9
Total. (Column (b) must equal Form 990, Part X, col. (B) line 25.) P 32, 325, 179.

2. Liability for uncertain tax positions. In Part XIlI, 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 (ASC 740). Check here if the text of the footnote has been provided in Part XIlI

JSA
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HARFORD MEMORI AL HOSPI TAL, | NC. 52-0591484
Schedule D (Form 990) 2013 Page 4

Part XI Reconciliation of Revenue per Audited Financial Statements With Revenue per Return.
Complete if the organization answered "Yes" to Form 990, Part IV, line 12a.

1  Total revenue, gains, and other support per audited financial statements . .. .. 1 95, 248, 904.
2 Amounts included on line 1 but not on Form 990, Part VIII, line 12:

a Netunrealized gains oninvestments . . ... .. ... ... 2a 6, 283, 355.

b Donated services and use of faciltes . 2b

¢ Recoveries of prioryeargrants | ... ... ... 2¢

d Other (DescribeinPartXIl) . . . . . ... ... ... 2d -4,811, 111.

e Add lines 2a through 2d 2e 1,472, 244.

........................... I 93, 776, 660.
4 Amounts included on Form 990, Part VIII, line 12, but not on line 1:

a Investment expenses not included on Form 990, Part VIII, line 7b 4a
b Other (Describein PartXIIL) | ... ... ab
¢ Addlinesdaanddb L 4c
5 Total revenue. Add lines 3 and 4c. (This must equal Form 990, Part |, line12.) . . . ... ..... ... 5 93, 776, 660.

EWPMIl Reconciliation of Expenses per Audited Financial Statements With Expenses per Return.
Complete if the organization answered "Yes" to Form 990, Part IV, line 12a.

1  Total expenses and losses per audited financial statements 1 79, 558, 888.
2 Amounts included on line 1 but not on Form 990, Part IX, line 25:

a Donated services and use of facilities 2a

b Prioryearadiustments T -

C Otherlosses STt ”

4 other (Descr'ib'e Bt )'(II'I.)' ........................... »

e Addlines 2a through2d "t 0o

........................... I 79, 558, 888.
4 Amounts included on Form 990, Part IX, line 25, but not on line 1:

a Investment expenses not included on Form 990, Part VIII, line 7b 4a

b Other (Describe inPartxuty —Connner 4b 8, 654, 680.

o Add lines da anddb Tt " 8, 654, 680.
5  Total expenses. Add lines 3 and 4c. (ThIS must equaIForm99O Part I line 18) s 88, 213, 568.

REWPMIl  Supplemental Information.
Provide the descriptions required for Part Il, lines 3, 5, and 9; Part Ill, lines 1a and 4; Part IV, lines 1b and 2b; Part V, line 4; Part X, line
2; Part XI, lines 2d and 4b; and Part XII, lines 2d and 4b. Also complete this part to provide any additional information.

SEE PACE 5

JSA Schedule D (Form 990) 2013
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Schedule D (Form 990) 2013 HARFORD VEMORI AL HOSPI TAL, | NC. 52- 0591484 Page 5
Supplemental Information (continued)

PART X, QUESTION 2

HARFORD MEMORI AL HOSPI TAL ACCOUNTS FOR TAX PROVI SI ONS | N ACCORDANCE W TH
FASB | NTERPRETATI ON NO. 48 (FI N 48), ACCOUNTI NG FOR UNCERTAI NTY I N | NCOVE
TAXES, | NCLUDED I N ASC SUBTCPI C 740-10, | NCOVE TAXES - OVERALL, WH CH
CLARI FI ES THE ACCOUNTI NG FOR UNCERTAI NTY | N TAX PROVI SI ONS.  FIN 48

REQUI RES THAT HARFORD MEMORI AL HOSPI TAL RECOGNI ZE THE EFFECT OF | NCOMVE
TAX POSI TIONS ONLY | F THOSE PGCSI TI ONS ARE MORE LI KELY THAN NOT OF BEI NG
SUSTAI NED. RECOGNI ZED | NCOVE TAX POSI TI ONS ARE MEASURED AT THE LARGEST
AMOUNT THAT |'S GREATER THAN 50% LI KELY OF BElI NG REALI ZED. CHANGES I N
RECOGNI TI ON OR MEASUREMENT ARE REFLECTED IN THE PERI CD I N WH CH THE

CHANGE | N JUDGVENT OCCURS.

SCHEDULE D, PART Xl

LINE 2D - OTHER REVENUE ON BOOKS NOT ON RETURN

M NI MUM PENSI ON LI ABI LI TY $ 3,843,569
RECLASS- | NVESTMENT EXPENSE $ (340, 147)
RECLASS- PROVI SI ONS FOR BAD DEBTS $ (9, 045, 651)
RECLASS- RENTAL EXPENSE $ 731, 118

$ (4,811, 111)

Schedule D (Form 990) 2013
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Page 5
CETS@MIIl Supplemental Information (continued)

SCHEDULE D, PART XI|

LINE 4B - OTHER EXPENSES | NCLUDED ON RETURN NOT ON BOCKS

RECLASS- PROVI SI ON FOR BAD DEBTS $ 9, 045, 651
RECLASS- | NVESTMENT EXPENSE $ 340, 147
RECLASS- RENTAL EXPENSE $ (731, 118)

$ 8,654, 680

Schedule D (Form 990) 2013
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SCHEDULE H Hospitals | ome No. 1545-0047
(Form 990)

P Complete if the organization answered "Yes" to Form 990, Part IV, question 20.

Department of the Treasury - p Attach to Form 990. p See-se-parate I-nStI'L-JCtIOHS. . Open to. Public
Internal Revenue Service P Information about Schedule H (Form 990) and its instructions is at www.irs.gov/form990. Inspection
Name of the organization Employer identification number
HARFORD MEMORI AL HOSPI TAL, | NC. 52-0591484
Financial Assistance and Certain Other Community Benefits at Cost
Yes| No
la Did the organization have a financial assistance policy during the tax year? If "No," skip to question6a . . . . . . . . la | X
b If"Yes,"wasitawrittenpolicy?. . . . & v ¢ v i i e e e e e e e e e e e e e e e e s 1b | X

2 If the organization had multiple hospital facilities, indicate which of the following best describes application of
the financial assistance policy to its various hospital facilities during the tax year.

Applied uniformly to all hospital facilities |:| Applied uniformly to most hospital facilities
- Generally tailored to individual hospital facilities

3 Answer the following based on the financial assistance eligibility criteria that applied to the largest number of
the organization's patients during the tax year.

a Did the organization use Federal Poverty Guidelines (FPG) as a factor in determining eligibility for providing
free care? If "Yes," indicate which of the following was the FPG family income limit for eligibility for free care: |3a|X

100% |:| 150% 200% |:| Other %
b Did the organization use FPG as a factor in determining eligibility for providing discounted care? If "Yes,"

indicate which of the following was the family income limit for eligibility for discounted care: , , . . ... ... ... 3p | X
200% |:| 250% 300% h 350% 400% Other %

¢ If the organization used factors other than FPG in determining eligibility, describe in Part VI the income based
criteria for determining eligibility for free or discounted care. Include in the description whether the
organization used an asset test or other threshold, regardless of income, as a factor in determining eligibility
for free or discounted care.

4 Did the organization's financial assistance policy that applied to the largest number of its patients during the

tax year provide for free or discounted care to the "medically indigent"? . . . . . . .. . .. .. ... ... .. 4 | X
5a Did the organization budget amounts for free or discounted care provided under its financial assistance policy during the tax year? 5a | X
b If "Yes," did the organization's financial assistance expenses exceed the budgeted amount? . . . . . . . ... .. .. 5b X
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? . . . . . . .« o v i v i v i h i e e . 5c
6a Did the organization prepare a community benefit report during the taxyear? . . . . .. .. . o v v oo 6a | X
b If "Yes," did the organization make itavailabletothepublic? . . . . . . . . v . v v o i o i o e e e 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 Financial Assistance and Certain Other Community Benefits at Cost

Einancial Assistance and (?c't“ﬁi??é’seér"f (b) Persons (c) Total community (d) Direct offsetting (e) Net community (f) Percent
Means-Tested Government programs served benefit expense revenue benefit expense of total
Programs (optional) (optional) expense

a Financial Assistance at cost

(from Worksheet1) . . . . 7, 3031 321. 7, 303, 321. 9. 23

b Medicaid (from Worksheet 3,

columna) « « « = & &«
C Costs of other means-tested
government programs (from
Worksheet 3, column b)
d Total Financial Assistance and
Means-Tested Government

Programs =« = « « « « « 7, 303, 321. 7, 303, 321. 9.23
Other Benefits

€ Community health improvement

services and community benefit . 631, 503 57’ 271 574' 232 ) 73

operations (from Worksheet 4)

f Health professions education

(from Worksheet5) « « . . 712. 978. .90

g Subsidized health services (from

Worksheet6)s &« & & & & & & 1! 6501 857 2 09
h  Research (from Worksheet 7) 101, 858. .13

i cashand in-_kind con?ributions
Workeneet 81+ 56, 071. .07
j Total. Other Benefits . + . . 6311 503. 57- 271. 3, 095, 996. 3.92
k Total. Add lines 7d and 7. . 7,934, 824. 57, 271. 10, 399, 317. 13. 15
For Paperwork Reduction Act Notice, see the Instructions for Form 990. Schedule H (Form 990) 2013
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HARFORD MEMORI AL HOSPI TAL, | NC.

Schedule H (Form 990) 2013

52-0591484

Page 2

Community Building Activities Complete this table if the organization conducted any community building

activities during the tax year, and describe in Part VI how its community building activities promoted the

health of the communities it serves.

(a) Number of | (b) Persons (c) Total community (d) Direct offsetting (e) Net community (f) Percent of
activities or served building expense revenue building expense total expense
programs (optional)
(optional)
1 Physical improvements and housing
2 Economic development
3 Community support 29, 592. 13, 500. 16, 092.
4 Environmental improvements 2, 533. 2, 533.
5 Leadership development and
training for community members 749 749
6 Coalition building 11, 594. 11, 594.
7 Community health improvement
advocacy
8 Workforce development 997. 997.
9 Other
10 Total 45, 465. 13, 500. 31, 965.
Bad Debt, Medicare, & Collection Practices
Section A. Bad Debt Expense Yes | No
1 Did the organization report bad debt expense in accordance with Healthcare Financial Management Association
StAtEMENENO. 152, & i v vt it e v et e e e e e e e e e e e e e e e e e e 1 | X
2 Enter the amount of the organization's bad debt expense. Explain in Part VI the
methodology used by the organization to estimate thisamount, . . . . ... ... ... 2 9, 045, 651.
3 Enter the estimated amount of the organization's bad debt expense attributable to
patients eligible under the organization's financial assistance policy. Explain in Part VI
the methodology used by the organization to estimate this amount and the rationale,
if any, for including this portion of bad debt as community benefit. . . . . . . . . . . . . 3 1, 668, 501.
4 Provide in Part VI the text of the footnote to the organization's financial statements that describes bad debt
expense or the page number on which this footnote is contained in the attached financial statements.
Section B. Medicare
5 Enter total revenue received from Medicare (includingDSHand IME) . . . . . ... .. 5 37, 256, 805.
6 Enter Medicare allowable costs of care relating to paymentsonlne5.......... 6 36, 679, 301.
7 Subtract line 6 from line 5. This is the surplus (orshortfall) . . .. ............ 7 577, 504.
8 Describe in Part VI the extent to which any shortfall reported in line 7 should be treated as community
benefit. Also describe in Part VI the costing methodology or source used to determine the amount reported
on line 6. Check the box that describes the method used:
Cost accounting system |:| Cost to charge ratio Other
Section C. Collection Practices
9a Did the organization have a written debt collection policy during the taxyear?. . . . . . . . . . .. . ... ... 9a | X
b If "Yes," did the organization's collection policy that applied to the largest number of its patients during the tax year contain provisions on the
collection practices to be followed for patients who are known to qualify for financial assistance? DescribeinPartVI , . , . . . . v « v « « &« » 9b X

Management Com

panies and Joint Ventures (owned 10% or more by officers, directors, trustees, key employees, and physicians - see instructions)

(b) Description of primary
activity of entity

(a) Name of entity

(c) Organization's
profit % or stock
ownership %

(d) Officers, directors,
trustees, or key
employees' profit %
or stock ownership %

(e) Physicians'
profit % or stock
ownership %

OO [(N[O |0~ |[W(N (-

=
o

=
=

IR
N

13
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HARFORD MEMORI AL HOSPI TAL, | NC. 52- 0591484
Schedule H (Form 990) 2013 Page 3
Facility Information
Section A. Hospital Facilities clololalolxn|m|m
sles|lz(8|z|12|2|2
(list in order of size, from largest to smallest - see instructions) g % @ % § = el
2ls|3|ala|al”
How many hospital facilities did the organization operate ?’_: :.—{ "§_, ?’_, z|<
during the taxyear? 1 @ s Faciliy
Name, address, primary website address, and state license s - reporting
number = Other (describe) group
1 HARFORD MEMORI AL HOSPI TAL
501 SOUTH UNI ON AVENUE
HAVRE DE GRACE VD 21078
VWAV UMUCH. ORG
XX X
2
3
4
5
6
7
8
9
10

JSA
3E1286 2.000
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HARFORD MEMORI AL HOSPI TAL, | NC. 52-0591484

Schedule H (Form 990) 2013 Page 4
Facility Information (continued)
Section B. Facility Policies and Practices
(Complete a separate Section B for each of the hospital facilities or facility reporting groups listed in Part V, Section A)
Name of hospital facility or facility reporting group HARFORD MEMORI AL HOSPI TAL
If reporting on Part V, Section B for a single hospital facility only: line number of
hospital facility (from Schedule H, Part V, Section A) 1
Yes No
Community Health Needs Assessment (Lines 1 through 8c are optional for tax years beginning on or before March 23, 2012)
1 During the tax year or either of the two immediately preceding tax years, did the hospital facility conduct a
community health needs assessment (CHNA)? If "No," skipto line 9., . . . . . . ... ... ... ... .... 1 X
If "Yes," indicate what the CHNA report describes (check all that apply):
a _X A definition of the community served by the hospital facility
b _X Demographics of the community
L X Existing health care facilities and resources within the community that are available to respond to the
___health needs of the community
d _X How data was obtained
e _X The health needs of the community
f _X Primary and chronic disease needs and other health issues of uninsured persons, low-income persons,
and minority groups
g The process for identifying and prioritizing community health needs and services to meet the
community health needs
h The process for consulting with persons representing the community's interests
i - Information gaps that limit the hospital facility's ability to assess the community's health needs
j - Other (describe in Section C)
2 Indicate the tax year the hospital facility last conducted a CHNA: 20 _1 é
3 In conducting its most recent CHNA, did the hospital facility take into account input from persons who
represent the broad interests of the community served by the hospital facility, including those with special
knowledge of or expertise in public health? If "Yes," describe in Section C how the hospital facility took into
account input from persons who represent the community, and identify the persons the hospital facility
Y 3 | X
4 Was the hospital facility's CHNA conducted with one or more other hospital facilities? If "Yes," list the other
hospital facilities in SectionC , . . . . . . . . ... e e e e 4 | X
5 Did the hospital facility make its CHNA report widely available tothe public? . . . . .. ... ... ....... 5 X
If "Yes," indicate how the CHNA report was made widely available (check all that apply):
a Hospital facility's website (list url): VWAV UMUCH. ORG
b - Other website (list url):
c Available upon request from the hospital facility
d Other (describe in Section C)
6 If the hospital facility addressed needs identified in its most recently conducted CHNA, indicate how (check
all that apply as of the end of the tax year):
a X Adoption of an implementation strategy that addresses each of the community health needs identified
____through the CHNA
b _X Execution of the implementation strategy
c _X Participation in the development of a community-wide plan
d _X Participation in the execution of a community-wide plan
e _X Inclusion of a community benefit section in operational plans
f _X Adoption of a budget for provision of services that address the needs identified in the CHNA
g _X Prioritization of health needs in its community
h _X Prioritization of services that the hospital facility will undertake to meet health needs in its community
i | Other (describe in Section C)
7 Did the hospital facility address all of the needs identified in its most recently conducted CHNA? If "No,"
explain in Section C which needs it has not addressed and the reasons why it has not addressed such needs . 7 X
8a Did the organization incur an excise tax under section 4959 for the hospital facility's failure to conduct a
CHNA asrequired by section 50L(1)(3)? . . . . . i i i i i i et e e e e e e e e e e e e e 8a X
b If "Yes" to line 8a, did the organization file Form 4720 to report the section 4959 excisetax? , . . . ... ... 8b
c If "Yes" to line 8b, what is the total amount of section 4959 excise tax the organization reported on Form
4720 for all of its hospital facilities? $

JSA
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HARFORD MEMORI AL HOSPI TAL, | NC. 52-0591484

Schedule H (Form 990) 2013

Facility Information (continued)
Financial Assistance Policy = HARFORD MEMORI AL HOSPI TAL

Page 5

Yes No

10

11

12

- T Q "o 9 0 T 9

13
14

- O Q O T 9

9

Did the hospital facility have in place during the tax year a written financial assistance policy that:

Explained eligibility criteria for financial assistance, and whether such assistance includes free or discounted
(072
Used federal poverty guidelines (FPG) to determine eligibility for providing freecare? . . . . .. .. ... ...
If "Yes," indicate the FPG family income limit for eligibility for free care: £ 9 0_ %

If "No," explain in Section C the criteria the hospital facility used.

Used FPG to determine eligibility for providing discountedcare? . . . . . . v & v v v v i v i v it i e s e
If "Yes," indicate the FPG family income limit for eligibility for discounted care: 3_ 9 9 %

If "No," explain in Section C the criteria the hospital facility used.

Explained the basis for calculating amounts charged to patients? . . . . . .« . v o v o v i b b h i e n e
If "Yes," indicate the factors used in determining such amounts (check all that apply):

Income level

Asset level

Medical indigency
Insurance status

Uninsured discount
Medicaid/Medicare

State regulation

Residency

Other (describe in Section C)

Explained the method for applying for financial assistance?. . . . . . . . & v v v i i i i i n e e e e

L] [T ]

If "Yes," indicate how the hospital facility publicized the policy (check all that apply):

The policy was posted on the hospital facility's website

The policy was attached to billing invoices

The policy was posted in the hospital facility's emergency rooms or waiting rooms
The policy was posted in the hospital facility's admissions offices

The policy was provided, in writing, to patients on admission to the hospital facility
The policy was available on request

Other (describe in Section C)

| x| x| x| x| <[ <

10

11

12

13

14

Billing and Collections

15

16

O O 0 T 9

17

O O 0 T 9

Did the hospital facility have in place during the tax year a separate billing and collections policy, or a written
financial assistance policy (FAP) that explained actions the hospital facility may take upon non-payment?, , . .

Check all of the following actions against an individual that were permitted under the hospital facility's
policies during the tax year before making reasonable efforts to determine the individual's eligibility under the
facility's FAP:

Reporting to credit agency
Lawsuits

Liens on residences

Body attachments

Other similar actions (describe in Section C)

Did the hospital facility or an authorized third party perform any of the following actions during the tax year

If "Yes," check all actions in which the hospital facility or a third party engaged:

Reporting to credit agency
Lawsuits

Liens on residences

Body attachments

Other similar actions (describe in Section C)

15

17

JSA
3E1323 1.000
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HARFORD MEMORI AL HOSPI TAL, | NC. 52-0591484

Schedule H (Form 990) 2013

Page 6

Facility Information (continued) HARFORD MEMORI AL HOSPI TAL

18 Indicate which efforts the hospital facility made before initiating any of the actions listed in line 17 (check all that apply):

Notified individuals of the financial assistance policy on admission
Notified individuals of the financial assistance policy prior to discharge

Notified individuals of the financial assistance policy in communications with the individuals regarding the individuals' bills
Documented its determination of whether individuals were eligible for financial assistance under the hospital facility's

financial assistance policy
Other (describe in Section C)

Policy Relating to Emergency Medical Care

Yes| No
19 Did the hospital facility have in place during the tax year a written policy relating to emergency medical care
that requires the hospital facility to provide, without discrimination, care for emergency medical conditions to
individuals regardless of their eligibility under the hospital facility's financial assistance policy? . . ... ... ... 19 | X
If "No," indicate why:
a The hospital facility did not provide care for any emergency medical conditions
b The hospital facility's policy was not in writing
c The hospital facility limited who was eligible to receive care for emergency medical conditions (describe
in Section C)
d |:| Other (describe in Section C)
Changes to Individuals Eligible for Assistance under the FAP (FAP-Eligible Individuals)
20 Indicate how the hospital facility determined, during the tax year, the maximum amounts that can be charged
to FAP-eligible individuals for emergency or other medically necessary care.
a |:| The hospital facility used its lowest negotiated commercial insurance rate when calculating the
maximum amounts that can be charged
b |:| The hospital facility used the average of its three lowest negotiated commercial insurance rates when
calculating the maximum amounts that can be charged
c |:| The hospital facility used the Medicare rates when calculating the maximum amounts that can be
charged
d Other (describe in Section C)
21 During the tax year, did the hospital facility charge any FAP-eligible individual to whom the hospital facility
provided emergency or other medically necessary services more than the amounts generally billed to
individuals who had insurance covering SUCh Care?., . . . . . . v i v i i vt e e et e e e e e e e e e 21 X
If "Yes," explain in Section C.
22 During the tax year, did the hospital facility charge any FAP-eligible individual an amount equal to the gross
charge for any service provided to that individual? . . . . . . . v i v i i v i s e e e e e e e e e e e e 22 X

If "Yes," explain in Section C.

JSA
3E1324 1.000

Schedule H (Form 990) 2013

3956AU 700P 12/10/2014 1:27:20 PM V 13-7.5F 0179877-00017

PAGE 38



HARFORD MEMORI AL HOSPI TAL, | NC.
Schedule H (Form 990) 2013

52-0591484

Page 7

Facility Information (continued)

Section C. Supplemental Information for Part V, Section B. Provide descriptions required for Part V, Section B, lines
1j, 3, 4, 5d, 6i, 7, 10, 11, 12i, 14q, 16e, 17e, 18e, 19c, 19d, 20d, 21, and 22. If applicable, provide separate descriptions

for each facility in a facility reporting group, designated by "Facility A," "Facility B," etc.

GENERAL | NFORNMATI ON:

THE COVMUNI TY HEALTH NEEDS ASSESSMENT (CHNA) WAS CONDUCTED OVER A NUMBER
OF YEARS AND CONCLUDED I N JULY OF 2012. THE PURPOSE OF THE ASSESSMENT
WAS TO GATHER | NFORVATI ON ABOUT LOCAL HEALTH NEEDS AND HEALTH BEHAVI CRS.
THE UPPER CHESAPEAKE HEALTH SYSTEM BOARD QUALITY OF CARE COW TTEE MET ON
APRIL 8, 2014 TO REVI EW THE FI NDI NGS OF THE CHNA AND THE RECOMVENDED

| MPLEMENTATI ON STRATEGY. THE COWM TTEE VOTED TO ADOPT THE FI NAL SUMVARY
REPORT AND | MPLEMENTATI ON STRATEGY AND PROVI DE THE NECESSARY RESOURCES

AND SUPPORT TO CARRY OQUT THE | NI TI ATI VES THEREI N.

QUESTI ON 3:

HARFORD MEMORI AL HOSPI TAL MAI NTAINS A KEY LEADERSHI P ROLE | N HEALTHY
HARFORD (AN | RC SECTI ON 501(C) (3) ORGAN ZATI ON LABELED - THE HEALTHY
COVMMUNI TI ES | NI TI ATI VE OF HARFORD COUNTY), ESTABLISHED I N 1995. | N 1996,
HEALTHY HARFORD BEGAN COLLECTI NG COMWUNI TY DATA VI A A COVWREHENSI VE
COVMMUNI TY HEALTH ASSESSMENT PROQJECT (CHAP) SURVEY THAT MEASURED THE

I NCI DENCE OF DI SEASE, PREVENTI VE BEHAVI CRS, AND LI FESTYLE BEHAVI ORS OF
HARFORD COUNTY RESI DENTS W TH AN EYE TOMRDS ASSESSI NG COVWUNI TY HEALTH
AND ESTABLI SHI NG HEALTH PRI ORI TIES I N THE COWUNI TY. CHAP DATA WAS
SUBSEQUENTLY CCOLLECTED I N 2000, 2005, AND 2010. THE GOALS OF THE CHAP
SURVEY ARE MULTI PLE: ASSESSI NG THE OVERALL HEALTH OF HARFORD COUNTY ADULT
RESI DENTS, | NSURI NG THAT HEALTH EDUCATI ON AND PROGRAMM NG EFFORTS I N
HARFORD COUNTY MATCH ACTUAL NEEDS, ESTABLI SHI NG A BASELI NE OF HEALTH

| NDI CATORS SO THAT PROGRESS CAN BE MEASURED OVER TI ME, AND ALI GNI NG
COVMMUNI TY STAKEHOLDERS AROUND THE COMMON GOAL COF | MPROVI NG HEALTH I N OUR

COVMUNI TY.

JSA
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HARFORD MEMORI AL HOSPI TAL, | NC. 52- 0591484
Schedule H (Form 990) 2013 Page 7
Facility Information (continued)
Section C. Supplemental Information for Part V, Section B. Provide descriptions required for Part V, Section B, lines
1j, 3, 4, 5d, 6i, 7, 10, 11, 12i, 14q, 16e, 17e, 18e, 19c, 19d, 20d, 21, and 22. If applicable, provide separate descriptions
for each facility in a facility reporting group, designated by "Facility A," "Facility B," etc.

I N ADDI TION TO THE CHAP SURVEY, A SECONDARY DATA PROFI LE WAS CREATED

UTI LI ZI NG SOURCES THAT | NCLUDED DATA FROM THE HARFORD COUNTY HEALTH
DEPARTMENT AND THE LOCAL HEALTH | MPROVEMENT PLAN (LHI P), THE HARFORD
COUNTY DEPARTMENT OF COMMUNI TY SERVI CES, 2010 U.S. CENSUS, MARYLAND VI TAL
STATI STICS, THE CDC BEHAVI ORAL RI SK FACTOR SURVEI LLANCE SYSTEM NATI ONAL
HEALTH | NTERVI EW SURVEY, COMMUNI TY HEALTH RANKI NGS, AND THE MARYLAND
DEPARTMENT OF HEALTH AND MENTAL HYGE ENE STATE HEALTH | MPROVEMENT PLAN

(SHI P).

| NFORMATI ON FROM LOCAL HEALTH | MPROVEMENT COALI TI ON AND THE RESULTI NG
PLAN (LH P) WAS USED AS A MAJOR SOURCE OF | NFORMATI ON REGARDI NG COVMUNI TY
HEALTH NEEDS. DI RECTED BY THE HARFORD COUNTY HEALTH OFFI CER, THI S LOCAL
HEALTH ASSESSMENT UTI LI ZED THE COVWUNI TY CAFE MODEL TO BRI NG TOGETHER
OVER 60 COMMUNI TY REPRESENTATI VES FROM A VARI ETY OF BACKGROUNDS TO FOCUS
ON THE MOST PRESSI NG HEALTH CONCERNS | N OUR COMMUNI TY. LEADERSHI P FROM
UCH PLAYED A SI GNI FI CANT ROLE IN THI S EXERCI SE AND SUBSEQUENTLY CHAI RED
TWO OF THE LEADI NG WORKCROUPS ( COVWMUNI TY ENGAGEMENT UNDER THE OBESI TY
PRI ORI TY, AND TOBACCO . DATA FROM THE SHI P WAS USED AS A BASI S FOR THI S
EXERCI SE. THE HEALTH AREAS THAT WERE DEEMED THE MOST PRESSI NG FOR OUR
COMMUNI TY BY THE LH C WERE OBESI TY, TOBACCO USE, AND BEHAVI CRAL HEALTH

( MENTAL HEALTH SUBSTANCE ABUSE). CONCURRENT W TH THI S EXERCI SE AN

OBESI TY TASK FORCE AND TOBACCO WORK GROUP VEERE | NI TI ATED AND CHAI RED BY
UCH LEADERSHI P. AS A RESULT OF THE OBESI TY TASK FORCE, THE COUNTY
COUNCI L COMM SSI ONED A COUNTY W DE BOARD, NAMED THE HEALTHY COVMUNI TY

PLANNI NG BOARD, WHO REPORTS DI RECTLY TO THE COUNTY CCOUNCI L AND IS STAFFED

JSA Schedule H (Form 990) 2013

3E1331 1.000

3956AU 700P 12/10/2014 1:27:20 PM V 13-7.5F 0179877-00017 PAGE 40



HARFORD MEMORI AL HOSPI TAL, | NC. 52- 0591484
Schedule H (Form 990) 2013 Page 7
Facility Information (continued)
Section C. Supplemental Information for Part V, Section B. Provide descriptions required for Part V, Section B, lines
1j, 3, 4, 5d, 6i, 7, 10, 11, 12i, 14q, 16e, 17e, 18e, 19c, 19d, 20d, 21, and 22. If applicable, provide separate descriptions
for each facility in a facility reporting group, designated by "Facility A," "Facility B," etc.

BY THE COUNTY COUNCI L AND | S RESPONSI BLE FOR MAKI NG RECOMVENDATI ONS FOR

HEALTH PCLI CY PLANNI NG AND | MPLEMENTATI ON | N THE COUNTY.

QUESTI ON 4:
HARFORD MEMORI AL HOSPI TAL' S CHNA WAS CONDUCTED | N CONJUCTION WTH I TS

RELATED AFFI LI ATE HOSPI TAL, UPPER CHESAPEAKE MEDI CAL CENTER

QUESTI ON 7:

BEHAVI ORAL HEALTH ( MENTAL HEALTH SUBSTANCE ABUSE) HAS BEEN | DENTI FI ED AS
A HEALTH PRIORITY I N THE HOSPI TAL' S COVMUNI TY.  UPPER CHESAPEAKE HEALTH,
HOWNEVER, |'S NOT ABLE TO FOCUS | TS EFFORTS ON THI S HEALTH PRIORITY. TH'S
PRICRITY IS | NSTEAD BEI NG ADDRESSED BY THE HARFORD COUNTY HEALTH
DEPARTMENT, ADDI CTI ONS DEPARTMENT; THE OFFI CE ON MENTAL HEALTH - CORE
SERVI CE AGENCY; AND DEPARTMENT OF COMMUNI TY SERVI CES, OFFI CE OF DRUG

CONTROL POLICY AS THI S | S THEI R AREA OF EXPERTI SE AND PRI MARY FOCUS.

QUESTI ON 20:

CHARGE RATES I N COVPLI ANCE W TH STATE REGULATI ON TO ALL PAYERS.

JSA Schedule H (Form 990) 2013
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HARFORD MEMORI AL HOSPI TAL, | NC. 52- 0591484
Schedule H (Form 990) 2013 Page 8
Facility Information (continued)
Section D. Other Health Care Facilities That Are Not Licensed, Registered, or Similarly Recognized as a Hospital
Facility
(list in order of size, from largest to smallest)

How many non-hospital health care facilities did the organization operate during the tax year? 1

Name and address Type of Facility (describe)
1 UC HEALTHLINK CLINI C PRI MARY CARE CLI NI C FCOR

2027 PULASKI HWY, SU TE 206 MVEDI CALLY | NDI GENT
HAVRE DE GRACE MD 21078

10
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HARFORD MEMORI AL HOSPI TAL, | NC. 52-0591484

Schedule H (Form 990) 2013 Page 9
=E1g@YIl Supplemental Information

Provide the following information.

1

Required descriptions. Provide the descriptions required for Part |, lines 3c, 6a, and 7; Part Il and Part lll, lines 2, 3, 4, 8 and
9b.
Needs assessment. Describe how the organization assesses the health care needs of the communities it serves, in addition to

any CHNAs reported in Part V, Section B.

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 financial assistance policy.

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

Promotion of community health. Provide any other information important to describing how the organization's hospital facilities 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.).

Affiliated health care system. 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.

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

organization, files a community benefit report.

PART 111, SECTION A, LINES 2-4: BAD DEBT EXPENSE

THE HOSPI TAL GRANTS CREDI T TO PATI ENTS, SUBSTANTI ALLY ALL OF WHOM ARE

LOCAL RESI DENTS. THE HOSPI TAL GENERALLY DOES NOT REQUI RE COLLATERAL OR

OTHER SECURI TY | N EXTENDI NG CREDI T; HOAEVER, THE HOSPI TAL ROUTI NELY

OBTAI NS ASSI GNMENT OF (OR ARE OTHERWSI E ENTI TLED TO RECEI VE) PATI ENTS

BENEFI TS RECEI VABLE UNDER THEI R HEALTH | NSURANCE PROGRAMS, PLANS OR

POLI CI ES.

PLEASE REFER TO FOOTNOTE 15 CHARI TY CARE AND OTHER DEDUCTI ONS FROM

REVENUE FOR THE DESCRI PTI ON REGARDI NG THE ORGANI ZATI ON'S BAD DEBT

EXPENSE.

PART 111, SECTION B, LINE 8 COVMUNI TY BENEFI T AND SHORTFALL

THE HOSPI TAL DI D NOT HAVE A MEDI CARE SHORTFALL.

JSA
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HARFORD MEMORI AL HOSPI TAL, | NC. 52-0591484

Schedule H (Form 990) 2013 Page 9
=E1g@YIl Supplemental Information

Provide the following information.

1

Required descriptions. Provide the descriptions required for Part |, lines 3c, 6a, and 7; Part Il and Part lll, lines 2, 3, 4, 8 and
9b.
Needs assessment. Describe how the organization assesses the health care needs of the communities it serves, in addition to

any CHNAs reported in Part V, Section B.

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 financial assistance policy.

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

Promotion of community health. Provide any other information important to describing how the organization's hospital facilities 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.).

Affiliated health care system. 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.

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

organization, files a community benefit report.

PART 111, SECTION C, LINE 9B: FAP AND COLLECTI ON PROCESS

ITI1S THE POLICY OF THE HOSPI TAL TO ATTEMPT TO COLLECT PAYMENT FOR ALL

SERVI CES RENDERED TO PATI ENTS I N THE MOST EFFI Cl ENT AND PATI ENT FRI ENDLY

MANNER. THE HOSPI TAL IS COW TTED TO PROVI DE FI NANCI AL ASSI STANCE TO

PERSONS VWHO HAVE HEALTH CARE NEEDS AND ARE: UNI NSURED, UNDERI NSURED,

I NELI G BLE FOR GOVERNMENT PROGRAM5, OR OTHERW SE UNABLE TO PAY FOR

MEDI CALLY NECESSARY CARE BASED ON | NDI VI DUAL FI NANCI AL SI TUATI ON.

THE HOSPI TAL W LL FI RST ATTEMPT TO CCOLLECT PAYMENT FROM THE PATI ENT' S

I NSURANCE COVPANY. | N THE EVENT THE PATI ENT HAS NO | NSURANCE OR LI M TED

| NSURANCE COVERAGE, THE HOSPI TAL W LL ATTEMPT TO QUALI FY THE PATI ENT FOR

THE MARYLAND MEDI CAL ASSI STANCE PROCRAM ANDY OR THE HOSPI TAL' S FI NANCI AL

ASSI STANCE POLI CY.

THE HOSPI TAL' S FI NANCI AL ASSI STANCE POLI CY' S PROCEDURES ARE AS FOLLOWS:

- FI NANCI AL ASSI STANCE | S MADE AVAI LABLE TO ALL OF UPPER CHESAPEAKE

HEALTH S CUSTOMVERS

JSA
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HARFORD MEMORI AL HOSPI TAL, | NC. 52-0591484

Schedule H (Form 990) 2013 Page 9
=E1g@YIl Supplemental Information

Provide the following information.

1

Required descriptions. Provide the descriptions required for Part |, lines 3c, 6a, and 7; Part Il and Part lll, lines 2, 3, 4, 8 and
9b.
Needs assessment. Describe how the organization assesses the health care needs of the communities it serves, in addition to

any CHNAs reported in Part V, Section B.

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 financial assistance policy.

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

Promotion of community health. Provide any other information important to describing how the organization's hospital facilities 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.).

Affiliated health care system. 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.

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

organization, files a community benefit report.

- APPL| CATI ONS ARE PROVI DED TO EVERY UNI NSURED PATI ENT AND UPON REQUEST

-NOTI CES OF AVAI LABI LI TY ARE AT ALL PATI ENT ACCESS PO NTS, BILLI NG

OFFI CES AND CASHI ER S STATI ONS

-NOTI CE OF AVAI LABI LI TY PROVI DED TO PATI ENTS ON PATI ENTS BI LLS AND BEFORE

DI SCHARGE

-FREE CARE IS AVAI LABLE TO PATI ENTS | N HOUSEHOLDS BETWEEN 0 PERCENT AND

200 PERCENT OF FEDERAL POVERTY LEVEL

- REDUCED COST CARE | S AVAI LABLE TO UNI NSURED PATI ENTS BETWEEN 200 PERCENT

AND 300 PERCENT OF FEDERAL POVERTY LEVEL

- | NTEREST FREE PAYMENT PLANS ARE AVAI LABLE TO UNI NSURED PATI ENTS W TH

| NCOVE BETWEEN 200 PERCENT AND 500 PERCENT OF FEDERAL POVERTY LEVEL

JSA
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HARFORD MEMORI AL HOSPI TAL, | NC. 52-0591484

Schedule H (Form 990) 2013 Page 9
=E1g@YIl Supplemental Information

Provide the following information.

1

Required descriptions. Provide the descriptions required for Part |, lines 3c, 6a, and 7; Part Il and Part lll, lines 2, 3, 4, 8 and
9b.
Needs assessment. Describe how the organization assesses the health care needs of the communities it serves, in addition to

any CHNAs reported in Part V, Section B.

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 financial assistance policy.

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

Promotion of community health. Provide any other information important to describing how the organization's hospital facilities 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.).

Affiliated health care system. 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.

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

- FI NANCI AL ASSI STANCE DETERM NATI ON APPEAL PROCESS | N PLACE

- MEDI CAL HARDSHI P / CATASTROPHI C CARE POLICY | N PLACE

PATI ENTS WHO ARE LEFT W TH A BALANCE AFTER ALL | NSURANCES HAVE BEEN

PURSUED AND FI NANCI AL ASSI STANCE HAS BEEN OFFERED - THEI R ACCOUNTS W LL

BE HANDLED I N THE FOLLOAN NG MANNER:

- THE ORGANI ZATI ON W LL REFER THESE ACCOUNTS TO I TS EARLY-OQUT VENDOR THI S

EARLY-OQUT VENDOR |'S NOT A COLLECTI ON AGENCY; IT I'S AN EXTENSI ON OF THE

HOSPI TAL' S PATI ENT ACCOUNTI NG COFFI CE.

- THE EARLY- QUT VENDCR W LL FACI LI TATE THE NEGOTATI ON OF SELF- PAY

NO- | NTEREST PAYMENT ARRANGEMENTS THROUGH A SERI ES OF LETTERS AND PHONE

CALLS.

-AN I NI TIAL NOTICE WLL BE SENT TO THE PATI ENT' S GUARANTOR PROVI DI NG

OPTI ONS FOR RESCLUTI ON. | F GUARANTOR IS UNABLE TO PAY THE BALANCE I N

JSA
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HARFORD MEMORI AL HOSPI TAL, | NC. 52-0591484

Schedule H (Form 990) 2013 Page 9
=E1g@YIl Supplemental Information

Provide the following information.

1

Required descriptions. Provide the descriptions required for Part |, lines 3c, 6a, and 7; Part Il and Part lll, lines 2, 3, 4, 8 and
9b.
Needs assessment. Describe how the organization assesses the health care needs of the communities it serves, in addition to

any CHNAs reported in Part V, Section B.

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 financial assistance policy.

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

Promotion of community health. Provide any other information important to describing how the organization's hospital facilities 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.).

Affiliated health care system. 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.

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

organization, files a community benefit report.

FULL, AN ATTEMPT W LL BE MADE TO HAVE THE BALANCE RESCLVED WTHIN 3 TO 6

MONTHS.  THE M NI MUM PAYMENT GUI DELI NES REQUI RE THE ACCOUNT BALANCE BE

PAID IN 12 MONTHS WTH A M Nl MUM PAYMENT OF FI FTY DOLLARS. THERE IS

EXCEPTI ONS FOR CANCER CENTER PATI ENTS.

-IF A VALI D ADDRESS AND CR PHONE NUMBER | S LI STED A TOTAL OF 3 LETTERS

AND 3 PHONE CALL ATTEMPTS WLL BE MADE ON ACCOUNTS THAT HAVE NOT BEEN

PAID IN FULL OR WHERE AN APPROVED PAYMENT ARRANGEMENT HAS NOT BEEN MADE.

DAY 15 TO 30 ONE PHONE CALL CAMPAI GN WLL BE MADE; DAY 68 TO 80 I F

ACCOUNT HAS NOT BEEN PAID I N FULL OR HAS NOT BEEN SET UP ON AN APPROVED

PAYMENT PLAN, THE EARLY-OUT VENDOR W LL RECOMVEND THAT THE ACCOUNT BE

PLACED WTH A COLLECTI ON AGENCY.

- ACCOUNTS MAI NTAI NED UNDER AN APPROVED PAYMENT ARRANGEMENT W LL RECEl VE

MONTHLY STATEMENTS 30 DAYS PRI OR TO THE PAYMENT DUE DATE.

AS A LAST RESORT, ACCOUNTS THAT ARE FORWARDED TO A COLLECTI ON AGENCY,

HAVE THE FOLLOW NG PROCEDURES:

JSA
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HARFORD MEMORI AL HOSPI TAL, | NC. 52-0591484

Schedule H (Form 990) 2013 Page 9
=E1g@YIl Supplemental Information

Provide the following information.

1

Required descriptions. Provide the descriptions required for Part |, lines 3c, 6a, and 7; Part Il and Part lll, lines 2, 3, 4, 8 and
9b.
Needs assessment. Describe how the organization assesses the health care needs of the communities it serves, in addition to

any CHNAs reported in Part V, Section B.

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 financial assistance policy.

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

Promotion of community health. Provide any other information important to describing how the organization's hospital facilities 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.).

Affiliated health care system. 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.

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

organization, files a community benefit report.

- TWO COLLECTI ON AGENCI ES ARE EMPLOYED BY THE HOSPI TAL; EACH RECEI VI NG

APPROXI MATELY FI FTY PERCENT OF THE ACCOUNT (BASED ON THE FI RST LETTER OF

THE LAST NAME OF EACH PATI ENT). ACCOUNTS PLACED WTH ONE OF THE

CCOLLECTI ON AGENCI ES ARE CLASSI FI ED AS BAD DEBTS AND REMOVED FROM ACCOUNTS

RECEI VABLE.

-AFTER THE I NI TI AL PLACEMENT W TH A CCOLLECTI ON AGENCY, AN | NI TI AL NOTI CE

WLL BE SENT TO THE GUARANTCR ADVI SI NG THAT THE AGENCY HAS BEEN

CONTRACTED TO MANAGE THE ACCOUNT AND THE NOTI CE WLL PROVI DE THE

GUARANTOR W TH OPTI ONS FOR RESOLUTI ON.

I N RARE CASES, ACCOUNTS MAY WARRANT LEGAL ACTION. ONCE AN ACCOUNT HAS

MET THE FOLLOW NG CRI TERI A, THE ACCOUNT IS CLOSED BY THE COLLECTI ON

AGENCY AS UNCCLLECTI BLE AND FORWARDED BACK TO PATI ENT ACCOUNTI NG FOR

REVI EW TO ESTABLI SH GROUNDS FOR LEGAL ACTION. TH S ONLY OCCURS AFTER ALL

EFFORTS TO RESOLVE THE DEBT HAVE BEEN EXHAUSTED. CRITERIA: THE DEBT | S

VALI D; THE ACCOUNT IS EQUAL TO OR GREATER THAN 120 DAYS OLD; PATI ENTS

JSA

Schedule H (Form 990) 2013

3E1327 2.000

3956AU 700P 12/10/2014 1:27:20 PM V 13-7.5F 0179877-00017 PAGE 48



HARFORD MEMORI AL HOSPI TAL, | NC. 52-0591484

Schedule H (Form 990) 2013 Page 9
=E1g@YIl Supplemental Information

Provide the following information.

1

Required descriptions. Provide the descriptions required for Part |, lines 3c, 6a, and 7; Part Il and Part lll, lines 2, 3, 4, 8 and
9b.
Needs assessment. Describe how the organization assesses the health care needs of the communities it serves, in addition to

any CHNAs reported in Part V, Section B.

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 financial assistance policy.

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

Promotion of community health. Provide any other information important to describing how the organization's hospital facilities 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.).

Affiliated health care system. 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.

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

organization, files a community benefit report.

REFUSES TO ACKNONLEDGE THE DEBT; UPON REVI EW AND | NVESTI GATI ON, THE

HOSPI TAL HAS DETERM NED THAT LI QUI D ASSETS ARE AVAI LABLE, AND THE

HOSPI TAL' S VP OF FI NANCE MUST AUTHORI ZE LEGAL ACTI ON.

PART VI, LINE 2: NEEDS ASSESSMENT

EVERY THREE YEARS A COVMUNI TY HEALTH ASSESSMENT SURVEY/ PLAN | S PERFORMED.

PART VI, LINE 3: PATIENT EDUCATI ON OF ELI G BILITY FOR ASSI STANCE

THE HOSPI TAL DI SPLAYS SI GNS AT EVERY REG STRATI ON PO NT, THE PATI ENT

ACCOUNTI NG OFFI CE, ON ALL PATI ENT BILLS, AND OTHER KEY PATI ENT ACCESS

AREAS | NFORM NG THE PATI ENTS ABOUT THE AVAI LABI LI TY OF THE VARI QUS

FI NANCI AL AND MEDI CAL ASSI STANCE PROGRAMS. A PATI ENT BI LLI NG AND

FI NANCI AL ASSI STANCE | NFORVATI ON SHEET W LL BE PROVI DED BEFORE DI SCHARGE

AND WLL BE AVAI LABLE TO ALL PATIENTS UPON REQUEST. THE HOSPI TAL OFFERS

EVERY SELF- PAY PATI ENT OR ANY PATI ENT WHO | NQUI RES THE FI NANCI AL

ASSI STANCE | NFORMATI ONAL PACKET AND APPLI CATI ON. THE COVER SHEET FOR THE

FI NANCI AL ASSI STANCE PACKET ALSO | NCLUDES | NFORVATI ON ON OBTAI NI NG

MEDI CAL ASSI STANCE. | N ADDI Tl ON, THE HOSPI TAL HAS A FI NANCI AL COUNSELCR

JSA
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HARFORD MEMORI AL HOSPI TAL, | NC. 52-0591484

Schedule H (Form 990) 2013 Page 9
=E1g@YIl Supplemental Information

Provide the following information.

1

Required descriptions. Provide the descriptions required for Part |, lines 3c, 6a, and 7; Part Il and Part lll, lines 2, 3, 4, 8 and
9b.
Needs assessment. Describe how the organization assesses the health care needs of the communities it serves, in addition to

any CHNAs reported in Part V, Section B.

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 financial assistance policy.

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

Promotion of community health. Provide any other information important to describing how the organization's hospital facilities 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.).

Affiliated health care system. 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.

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

THAT VI SI TS THE SELF- PAY PATI ENT | N THE EMERGENCY DEPARTMENT OR I N THE

PATI ENT' S ROOM TO DI SCUSS WHAT IS AVAI LABLE TO THEM THE HOSPI TAL ALSO

EMPLOYS A MEDI CAL ASSI STANCE ADVOCACY COMPANY TO ASSI ST THE HOSPI TAL' S

PATI ENTS GET MEDI CAL ASSI STANCE.

DETERM NATI ON FOR FI NANCI AL ASSI STANCE ELIG BILITY | S BASED ON ASSETS,

I NCOVE AND FAM LY SIZE. A FEWITEMS TO NOTE AS FOLLOWE:

-LI QUI D ASSETS GREATER THAN $15, 000 FOR | NDI VI DUALS, AND $25, 000 FOR

FAM LI ES WLL DI SQUALI FY THE PATI ENT FOR 100% ASSI STANCE

-EQUITY OF $150,000 IN A PRI MARY RESI DENCE W LL BE EXCLUDED FROM THE

CALCULATI ON FOR DETERM NATI ON OF FI NANCI AL ASSI STANCE

- RETI REMENT ASSETS WLL NOT BE USED FOR DETERM NATI ON OF FI NANCI AL

ASSI STANCE

-THERE 1S SPECI AL QUALI FI CATI ONS FOR NON- ClI TI ZENS/ NON- RESI DENTS OF THE

JSA
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HARFORD MEMORI AL HOSPI TAL, | NC. 52-0591484

Schedule H (Form 990) 2013 Page 9
=E1g@YIl Supplemental Information

Provide the following information.

1

Required descriptions. Provide the descriptions required for Part |, lines 3c, 6a, and 7; Part Il and Part lll, lines 2, 3, 4, 8 and
9b.
Needs assessment. Describe how the organization assesses the health care needs of the communities it serves, in addition to

any CHNAs reported in Part V, Section B.

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 financial assistance policy.

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

Promotion of community health. Provide any other information important to describing how the organization's hospital facilities 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.).

Affiliated health care system. 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.

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

organization, files a community benefit report.

UNI TED STATES

PATI ENTS MAY ALSO BE CONSI DERED FOR PRESUMPTI VE FI NANCI AL ASSI STANCE

ELIGBILITY WTH PROOF OF ENROLLMENT I N ONE OF THE PROGRAMS LI STED

BELOW

- ACTI VE MEDI CAL ASSI STANCE PHARMACY COVERAGE

- SPECI AL LOW | NCOVE MEDI CARE BENEFI CI ARY COVERAGE

- PRI MARY ADULT CARE COVERAGE

- HOVELESSNESS

- MEDI CAL ASSI STANCE AND MEDI CAl D MANAGED CARE PATI ENTS

- MARYLAND PUBLI C HEALTH SYSTEM EMERGENCY PETI TI ON PATI ENTS

- PARTI CI PATI NG I N WOMEN, | NFANTS AND CHI LDREN PROGRAM

- SUPPLEMENTAL NUTRI TI ONAL ASSI STANCE PROGRAM

-ELIG@ BILITY FOR OTHER STATE OR LOCAL ASS| STANCE PROGRAMS

- DECEASED W TH NO KNOWN ESTATE

-ELIG BILITY FOR STATE ONLY MEDI CAL ASSI STANCE PROGRAM

- HOUSEHOLDS W TH CHI LDREN I N THE FREE OR REDUCED LUNCH PROGRAM

JSA
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HARFORD MEMORI AL HOSPI TAL, | NC. 52-0591484

Schedule H (Form 990) 2013 Page 9
=E1g@YIl Supplemental Information

Provide the following information.

1

Required descriptions. Provide the descriptions required for Part |, lines 3c, 6a, and 7; Part Il and Part lll, lines 2, 3, 4, 8 and
9b.
Needs assessment. Describe how the organization assesses the health care needs of the communities it serves, in addition to

any CHNAs reported in Part V, Section B.

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 financial assistance policy.

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

Promotion of community health. Provide any other information important to describing how the organization's hospital facilities 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.).

Affiliated health care system. 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.

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

- LOW | NCOVE HOUSEHOLD ENERGY ASSI STANCE PROGRAM

- SELF- ADM NI STERED DRUGS

- MEDI CAL ASSI STANCE SPENDDOWN AMOUNTS

PART VI, LINE 4: COVMUNI TY | NFORVATI ON

THE SERVI CE AREA OF THE UPPER CHESAPEAKE HEALTH SYSTEM WH CH | NCLUDES

UPPER CHESAPEAKE MEDI CAL CENTER, CONSI STS OF THE NORTHEAST PART OF

MARYLAND, | NCLUDI NG HARFORD COUNTY, WESTERN CECI L COUNTY AND PCORTI ON OF

BALTI MORE COUNTY. TH S SERVI CE AREA | S LOCATED AT THE APEX OF THE

CHESAPEAKE BAY AND | S SPREAD ACRCSS 536 SQUARE M LES. | T CONTAINS, AMONG

OTHERS, THE CI TIES AND TOMNS OF HAVRE DE GRACE, ABERDEEN, BEL Al R

FALLSTON, AND EDGEWOOD. THE SERVI CE AREA ENJOYS A DI VERSE ECONOM C BASE,

RANG NG FROM CONCENTRATI ONS | N SERVI CE, MANUFACTURI NG, DI STRI BUTI ON, AND

RETAI L, TO FEDERAL GOVERNMENT EMPLOYMENT. HARFORD COMMUNI TY COLLECGE

PROVI DES A LOCAL VENUE FOR ADVANCED EDUCATI ON AND HARFORD COUNTY' S

PROXIM TY TO BALTI MORE G VES | T ACCESS TO NATI ONALLY RECOGNI ZED

UNI VERSI TI ES WHI CH HELP PROVI DE A SKI LLED WORKFCRCE. THE SERVI CE AREA | S

SERVED BY | NTERSTATE 95, AMIRAK AND FREI GHT RAIL LI NES ALONG THE BUSY

JSA
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HARFORD MEMORI AL HOSPI TAL, | NC. 52-0591484

Schedule H (Form 990) 2013 Page 9
=E1g@YIl Supplemental Information

Provide the following information.

1

Required descriptions. Provide the descriptions required for Part |, lines 3c, 6a, and 7; Part Il and Part lll, lines 2, 3, 4, 8 and
9b.
Needs assessment. Describe how the organization assesses the health care needs of the communities it serves, in addition to

any CHNAs reported in Part V, Section B.

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 financial assistance policy.

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

Promotion of community health. Provide any other information important to describing how the organization's hospital facilities 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.).

Affiliated health care system. 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.

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

organization, files a community benefit report.

EAST- COAST TRANSPORTATI ON CORRI DOR BETWEEN NEW YORK AND WASHI NGTON, DC.

IN 2010, THE SERVI CE AREA HAD A TOTAL POPULATI ON OF 244,826 PECPLE W TH

H STORI CAL ANNUAL GROMH RATES OF APPROXI MATELY 1.8% PER YEAR. THI S

GROWH HAS BEEN CHARACTERI ZED BY AN | NFLUX OF YOUNG FAM LI ES SEEKI NG

SUBURBAN ENVI RONMENT | N WHI CH TO LI VE AND | S COVPLEMENTED BY A GROMH I N

BUSI NESSES AND OTHER SERVI CES THAT FOLLOW YCOUNG, M DDLE CLASS FAM LI ES.

IN 2010, THE SERVI CE AREA HAD AN ESTI MATED 90, 218 HOUSEHOLDS WTH A

MEDI AN FAM LY | NCOME OF $76,808. 91% OF THE SERVI CE AREA' S ADULTS OVER

THE ACE OF 25 ARE HI GH SCHOCOL GRADUATES OR HI GHER, 30% ACHI EVED

BACHELOR S DEGREES OR HI GHER. THE SERVI CE AREA'S GROMH AND GEOGRAPHI C

LOCATI ON EXPLAIN | TS ABI LI TY TO ATTRACT MAJOR EAST- COAST DI STRI BUTI ON

CENTER AND | NDUSTRY, WH CH HAVE PROVI DED ADDI TI ONAL EMPLOYMENT

OPPORTUNI TI ES | N THE SERVI CE AREA.

PART VI, LINE 5: PROMOTI ON OF COVMUNI TY HEALTH

MONI ES SPENT FOR HOSPI TAL AND COVMUNI TY PREPAREDNESS FOR HAZARDOUS

ACCI DENTS, NATURAL DI SASTERS, AND COALI TI ON BUI LDI NG | N THE COVWUNI TY.

JSA
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HARFORD MEMORI AL HOSPI TAL, | NC. 52-0591484

Schedule H (Form 990) 2013 Page 9
=E1g@YIl Supplemental Information

Provide the following information.

1

Required descriptions. Provide the descriptions required for Part |, lines 3c, 6a, and 7; Part Il and Part lll, lines 2, 3, 4, 8 and
9b.
Needs assessment. Describe how the organization assesses the health care needs of the communities it serves, in addition to

any CHNAs reported in Part V, Section B.

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 financial assistance policy.

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

Promotion of community health. Provide any other information important to describing how the organization's hospital facilities 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.).

Affiliated health care system. 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.

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

organization, files a community benefit report.

PART VI, LINE 6: AFFILIATED HEALTH CARE SYSTEM

HARFORD MEMORI AL HOSPI TAL, INC. (HWH) IS ONE HOSPI TAL I N AN " AFFI LI ATED

HEALTH CARE SYSTEM' THAT | NCLUDES A SECOND HOSPI TAL, UPPER CHESAPEAKE

MEDI CAL CENTER, I NC. (UCMC), A PHYSIClI AN SERVI CES ORGANI ZATI ON ( UPPER

CHESAPEAKE MEDI CAL SERVI CES, INC.), A PROPERTY HCOLDI NG COWPANY ( UPPER

CHESAPEAKE PROPERTI ES, |INC.), A HOSPICE RESI DENCE (UPPER CHESAPEAKE

RESI DENTI AL HOSPI CE HOUSE, | NC. & HOSPI CE OF HARFORD COUNTY LLC) AND A

FOR- PROFI T VENTURE W TH | NVESTMENTS | N PRI VATE | MAG NG SERVI CES ( UPPER

CHESAPEAKE HEALTH VENTURES, INC.).

THE " SYSTEM' PROVI DES A BROAD RANGE OF COMMUNI TY HEALTH CARE SERVI CES,

| NCLUDI NG PREVENTI VE, AMBULATORY, ACUTE AND HOSPI CE SERVI CES, THROUGH AN

| NTEGRATED HEALTH CARE DELI VERY SYSTEM | N HARFORD COUNTY AND PARTS OF

BALTI MORE AND CECI L COUNTI ES, | N NORTHEAST MARYLAND.

HVH AND UCMC ARE THE ONLY HOSPI TALS | N HARFORD COUNTY, MARYLAND. HWH

OFFERS ACUTE CARE SERVI CES, | NCLUDI NG | NTENSI VE CARE, EMERGENCY AND OTHER

OUTPATI ENT SERVI CES, AND HAS THE ONLY ACUTE CARE BEHAVI ORAL HEALTH UNIT

JSA
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HARFORD MEMORI AL HOSPI TAL, | NC. 52-0591484

Schedule H (Form 990) 2013 Page 9
=E1g@YIl Supplemental Information

Provide the following information.

1

Required descriptions. Provide the descriptions required for Part |, lines 3c, 6a, and 7; Part Il and Part lll, lines 2, 3, 4, 8 and
9b.
Needs assessment. Describe how the organization assesses the health care needs of the communities it serves, in addition to

any CHNAs reported in Part V, Section B.

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 financial assistance policy.

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

Promotion of community health. Provide any other information important to describing how the organization's hospital facilities 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.).

Affiliated health care system. 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.

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

I N HARFORD COUNTY.

PART VI, LINE 7: STATE FILING OF COWUNI TY BENEFI T REPORT

THE HEALTH SERVI CES COST REVI EW COWM SSI ON, THE STATE AGENCY THAT

REGULATES HOSPI TAL RATES | N MARYLAND, REQUI RES A COVMUNI TY BENEFI T REPORT

TO BE FI LED ANNUALLY.

JSA

Schedule H (Form 990) 2013
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SCHEDULE J Compensation Information OMB No. 1545-0047
(Form 990) For certain Officers, %g(erﬁt‘;)éi,s;{gjtzﬁbl}é%;mployees, and Highest 2@ 1 3
P Complete if the organization answered "Yes" to Form 990, Part IV, line 23. .
Department of the Treasury _ P Attach to Form 990. P> See separate instructions.
Internal Revenue Service P Information about Schedule J (Form 990) and its instructions is at www.irs.gov/form990. Inspection
Name of the organization Employer identification number
HARFORD MEMORI AL HOSPI TAL, | NC. 52- 0591484
Questions Regarding Compensation
Yes | No
la 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 Ill to
XDl e 1b
2 Did the organization require substantiation prior to reimbursing or allowing expenses incurred by all
directors, trustees, and officers, including the CEO/Executive Director, regarding the items checked in line
a7 e e e 2
3 Indicate which, if any, of the following the filing organization used to establish the compensation of the
organization's CEO/Executive Director. Check all that apply. Do not check any boxes for methods used by a
related organization to establish compensation of the CEO/Executive Director, but explain in Part Ill.
Compensation committee Written employment contract
Independent compensation consultant Compensation survey or study
Form 990 of other organizations 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? | _ . . . . . . . . L . . 4a X
b Participate in, or receive payment from, a supplemental nonqualified retrementplan? _ . . . . ... ... ... 4b 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 lIl.
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:
a Theorganization? | . . L L e e e e e 5a X
b Anyrelated Organization? . . . . L L L L L e e e e e 5b X
If “Yes" to line 5a or 5b, describe in Part Ill.
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:
a Theorganization? . . L L e e e 6a X
b Anyrelated Organization? . . . . L L L L L e e e e e 6b X
If "Yes" to line 6a or 6b, describe in Part Ill.
7 For persons listed in Form 990, Part VII, Section A, line la, did the organization provide any non-fixed
payments not described in lines 5 and 67 If "Yes," describe inPart Il |, _ . . . . . . . . .. .. ... .. ... . 7 X
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 Regulations section 53.4958-4(a)(3)? If "Yes," describe
T2 8 X
9 If "Yes" to line 8, did the organization also follow the rebuttable presumption procedure described in
Regulations section 53.4958-6(C)? . . . .« v v i v v i e e e e e e e e e e e e e e e e e e e e e e e e 9

For Paperwork Reduction Act Notice, see the Instructions for Form 990.

JSA
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HARFORD MEMORI AL HOSPI TAL, | NC. 52-0591484

Schedule J (Form 990) 2013 Page 2
REVRIR  Officers, Directors, Trustees, Key Employees, and Highest Compensated Employees. Use duplicate copies 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) for each listed individual must equal the total amount of Form 990, Part VII, Section A, line 1a, applicable column (D) and (E) amounts for that
individual.

(B) Breakdown of W-2 and/or 1099-MISC compensation (C) Retirement and (D) Nontaxable (E) Total of columns (F) Compensation
(A) Name and Title (i) Base (i) Bonus & incentive (iii) Other other deferred benefits ®O-©) reported as deferred in
compensation compensation reportable compensation prior Form 990
compensation
LYLE E. SHELDON ol q a qa_ qa qa 9
1 PRES| DENT/ CEQY DI RECTOR (ii) 539, 669 288, 074 459, 948. 55, 799 25,584 1, 369, 074.
ANGELA POPPE RIES, MD. |¢| q a qa_ qa qa 9
2 DRCTOR/ MED DI R- PALLI ATI VE CARE (i) 138, 009 q 108. 18, 005 585 156, 707
JOYCE FOX M ____ 191,267.] _____ 47,646.| ____ 45,141, ___“ 46,319.] 3,239 333,612,
3 VP - PATIENT SVCS/ CNO (i) d d a s a h
JOSEPH E. HOFFMAN, 111 ol q a qa_ qa qa 9
4 SR VPICFO (ii) 313, 531 150, 656 156, 417. 53, 250 25,108 698, 962
EUGENE CURROTTO M ____ 140,830.] 31,431, 30,814.| - 32,146.| ____28,418.| @ _ 263,639, ______
5 VP - CPERATI ONS (i) 0 [0 0 0 0 0
RICHARD C. CASTEEL M ____ 155,628.] 29,043.] 31,490, - 24,050.| __16,123.] @ _ 256,334, ___________
g VP - MS (ii) 0 Q 0 Q 0 q
STEPHEN LOW (O] I 127,381.| _____ 11,8%.] _______ 106, ¢ 6,991, 23,452, 169,826., ___________
2 DIR - PHARVACEUTI CAL SERVI CES (i) a d a 0 0 h
SUSAN A COSTA (O] I 121,737.| _____ 11,401 1,801, 15, 142.| 14,774, 164,85%.|
g DI R-PERI CPERSTIVE CLINICAL SVC | iy a d a 0 0 h
BEVERLY A VEHMER (O] I 113,009.| _____ 15,852 | _____ 8,690. ] ____ ¢ 21,269, 1 1,685| _160,505.| ____________
g ASST VP - PATIENT SERVI CES (i) a d a 0 0 h
o o O A S A S
10 (if)
o o O A S A S
11 (it)
o o O A S A S
12 (if)
0 o O A S S
13 (if)
0 o O A S S
14 (ii)
0 o O A S S
15 (it)
0 o O A S S
16 (ii)

Schedule J (Form 990) 2013
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HARFORD MEMORI AL HOSPI TAL, | NC. 52-0591484

Schedule J (Form 990) 2013 Page 3

=E13lI[l Supplemental Information

Complete this part to provide the information, explanation, or descriptions required for Part |, lines 1a, 1b, 3, 4a, 4b, 4c, 5a, 5b, 6a, 6b, 7, and 8, and for Part II.
Also complete this part for any additional information.

SCHEDULE J, PART |, QUESTION 3

THI' S ORGANI ZATI ON DOES NOT HAVE A PAI D CEQ EXECUTI VE DI RECTOR. ALL
COVPENSATI ON TO THE CEQ EXECUTI VE DI RECTOR REPORTED ON PART VII OF THE
FORM 990 WAS PAI D BY A RELATED ORGANI ZATI ON, UPPER CHESAPEAKE HEALTH

SYSTEM

UPPER CHESAPEAKE HEALTH SYSTEM UNDERTAKES A THOROUGH PROCESS TO ENSURE
THAT THE EXECUTI VE COVPENSATION I T PAYS TO I TS TOP MANAGEMENT OFFI Cl ALS

I S REASONABLE G VEN THE MARKET I N WHI CH THE ORGANI ZATI ON OPERATES. UPPER
CHESAPEAKE HEALTH SYSTEM CHECKS THE FOLLOW NG BOXES FOR SCHEDULE J, PART

I, QUESTION 3 ON I TS FORM 990:

COVPENSATI ON COW TTEE

VWRI TTEN EMPLOYMENT CONTRACT

| NDEPENDENT COMPENSATI ON CONSULTANT
COVPENSATI ON SURVEY OR STUDY

APPROVAL BY THE BOARD OF COMPENSATI ON COWM TTEE

Schedule J (Form 990) 2013
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HARFORD MEMORI AL HOSPI TAL, | NC. 52-0591484

Schedule J (Form 990) 2013 Page 3

=E13lI[l Supplemental Information

Complete this part to provide the information, explanation, or descriptions required for Part |, lines 1a, 1b, 3, 4a, 4b, 4c, 5a, 5b, 6a, 6b, 7, and 8, and for Part II.
Also complete this part for any additional information.

SCHEDULE J, PART |, QUESTION 4B

THE ORGAN ZATI ON MADE | NTERNAL REVENUE CCDE SECTI ON 457F PLAN

CONTRI BUTI ONS TO THE FOLLOW NG MEMBERS OF SENI CR LEADERSHI P WHO ARE

LI STED ON THE ORGANI ZATI ON' S FORM 990, PART VI, SECTION A, LINE 1A, THE
OFFI CERS AND KEY EMPLOYEES LI STED BELOW HAVE VESTED IN THE PLAN IN A

PRI OR YEAR, THEREFORE, THE CONTRI BUTI ON TO THE PLAN | S REPORTED AS
TAXABLE COVPENSATI ON AND REPORTED ON SCHEDULE J, PART |1, COLUW

(B)(I'll'), OTHER REPORTABLE COMPENSATI ON.

LYLE E. SHELDON $285, 657
JOSEPH E. HOFFMAN 111 $ 45,896
JAMES J. HURSEY $ 22,440
DEAN C. KASTER $ 16, 197
JOHN K. LYNCH $ 22,565

Schedule J (Form 990) 2013
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SCHEDULE K
(Form 990)

Department of the Treasury
Internal Revenue Service

» Attach to Form 990.

TAX- EXEMPT BOND LI ABI LI TI ES

Supplemental Information on Tax-Exempt Bonds

» Complete if the organization answered "Yes" to Form 990, Part IV, line 24a. Provide descriptions,
explanations, and any additional information in Part VI.

P See separate instructions.
»Information about Schedule K (Form990) and its instructions is at www.irs.gov/form990.

OMB No. 1545-0047

2013

Open to Public
Inspection

Name of the organization

HARFORD MEMORI AL HGOSPI TAL,
Part |

I NC.

Employer identification number

52-0591484

Bond Issues

(a) Issuer name (b) Issuer EIN (c) CUSIP #

(d) Date issued

(e) Issue price

(f) Description of purpose

(9) Defeased

(h) On
behalf of
issuer

(i) Pooled
financing

A MARYLAND HEALTH & HI GHER ED FAC LI TI ES AUTHORI TY

52- 0936091 5742172P9

08/ 08/ 2008

8, 852, 000.

REFI EXI STI NG DEBT- SERI ES 2008C

Yes No

Yes No | Yes | No

X

X X

B MARYLAND HEALTH & HI HGER ED FACI LI TI ES AUTHORI TY

52- 0936091

12/ 01/ 2011

9, 476, 000.

REFI EXI STI NG DEBT- SERI ES 2011B

C MARYLAND HEALTH & HI GHER ED FACI LI TI ES AUTHORI TY

52- 0936091

12/ 01/ 2011

9, 476, 000.

REFI EXI STI NG DEBT- SERI ES 2011C

D

SERMIN Proceeds

Amountofbondsretired |, . . . . . . . . . i e e e e e e e

A

B

C

8, 659, 840.

9, 888, 000.

9, 292, 800.

Amount of bonds legallydefeased . . . . ... ... ... ... ...t

Total proceeds Of ISSUE ., . . . . . . . . i i i i it i e e e e e e e e

9, 375, 360.

9, 476, 000.

9, 476, 000.

Gross proceedsinreserve funds . . . . . . .. L. ... i e e e e e e

401, 898.

Capitalized interest from proceeds. . . . . . . . . . . i i it ittt e

Proceeds inrefunding @sCrows. . . . . . . . . . . . i it ittt et

Issuance costs from proceeds . . . . . . . .. it i e e e e e

Credit enhancement from proceeds . . . . . . . . i i i it i i v vt ittt

OO N | [W[IN|F

Working capital expenditures fromproceeds , . . . . . . . . . i i i it n e

=
o

Capital expenditures fromproceeds . . . . . . . . . .. i ittt

=
=

Other Spent Proceeds . . . . . i i i i i i it e e e e e e et e e e e

IR
N

Other unspent Proceeds . . . . . .t i i v v v v v it e e e e e e e e e e e e

=
w

Year of substantial completion, . . . . . . . . ... e

2008

2000

2000

Yes No

Yes No

Yes

No

Yes No

14

15

16

17

Does the organization maintain adequate books and records to support the
final allocation of proceeds?

EEVRMIIN Private Business Use

1

Was the organization a partner in a partnership, or a member of an LLC,
which owned property financed by tax-exemptbonds? , , . . ... ... .. . ...

Yes No

Yes No

Yes

No

Yes No

X

2

Are there any lease arrangements that may result in private business use of
bond-financed property?

X

For Paperwork Reduction Act Notice, see the Instructions for Form 990.

31205 13856AU 700P 12/ 10/ 2014

1:27:20 PM V 13-7.5F

0179877-00017

Schedule K (Form 990) 2013

PACE 60



HARFORD MEMORI AL HOSPI TAL, | NC. 52- 0591484
Schedule K (Form 990) 2013 Page 2
Private Business Use (Continued) TAX- EXEVPT BOND LI ABI LI TI ES
A B D
3a Are there any management or service contracts that may result in private business Yes No Yes No Yes No Yes No
use of bond-financed Property? . . . . . .. u e e X X X
b If "Yes" to line 3a, does the organization routinely engage bond counsel or other outside counsel
to review any management or service contracts relating to the financed property? . . . . .. ...
c Are there any research agreements that may result in private business use of bond-
financed Property? ., . . . . . .. e e e e e X X X
d If "Yes" to line 3c, does the organization routinely engage bond counsel or other
outside counsel to review any research agreements relating to the financed property? , .
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 government _ , , . . . . » % % % %
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 organization,
another section 501(c)(3) organization, or a state or local government ., , . . ... .. > % % % %
Totaloflines 4 and 5 . . . . . . . i i i it e et e e e e e e e e e e % % % %
Does the bond issue meet the private security or paymenttest? _ . . . . . .. ... ... X X X
8a Has there been a sale or disposition of any of the bond-financed property to a non-
governmental person other than a 501(c)(3) organization since the bonds were issued? . X X X
b If "Yes" to line 8a, enter the percentage of bond-financed property sold or disposed
o) % % % %
c If "Yes" to line 8a, was any remedial action taken pursuant to Regulations sections
1.141-12 and 1.145-27, . . . . i i e e e e e e e e e e e e e e a e e a e e e e e e e e
9 Has the organization established written procedures to ensure that all nonqualified
bonds of the issue are remediated in accordance with the requirements under
Regulations sections 1.141-12 and 1.145-2? | . . . . . . i v v i v v i e e e X X X
Arbitrage
A B D
1 Has the issuer filed Form 8038-T, Arbitrage Rebate, Yield Reduction and Yes No Yes No Yes No Yes No
Penalty in Lieu of Arbitrage Rebate? . . . . . . . . . . . . i i i e e e e e e X X X
2 If "No" to line 1, did the following apply?. . . & v v i v i i i it et e e e e e e e
Rebate not due yet?, . . . . . . . . . . i i i it
b Exceptiontorebate? . . . . . . . . . i i i e e e e e e e e e e e e e eeeae e
c Norebatedue? . . . . .« v i v i it i it e e e e e e e e e e e e e e e e s
If you checked "No rebate due" in line 2c, provide in Part VI the date the rebate
computationwasperformed , . . . .. .. .. e e e e e e e e
3 Is the bond issue a variable rate iSSUE?. . . . . . . . . oo X X X
4a Has the organization or the governmental issuer entered into a qualified hedge with
respect t0 the bond iSSUB? . o v v v v v v v e e e e e e e e e et e e et X X X
b Nameof provider . . . . . . i i i i i e it e e e e e e e e e e e e e
c Termofhedge. . . . v i i i i i i i ittt e e e e e e e e eeaeeaeeeaaa
d Was the hedge superintegrated?. . . . o o v vttt it e e e e e e e e e e e e e e e
e Was the hedge terminated?. . . . . . . o v vt v i i e e e e e e e e e e e e e e e
JSA Schedule K (Form 990) 2013
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HARFORD MEMORI AL HOSPI TAL,

Schedule K (Form 990) 2013

I NC.

52-0591484

Page 3

Arbitrage (Continued)

5a Were gross proceeds invested in a guaranteed investment contract (GIC)? . . . ... ..

Yes

No

Yes

No

Yes

No

Yes No

b Name of provider . . . . . . . . . i i i i i e e e e e e e e e eaaea

C Termof GIC . . . i i i i i s e it e e e ettt e et et e e e

6 Were any gross proceeds invested beyond an available temporary period? . . . ... ..

7 Has the organization established written procedures to

monitor  the

reiuirements Of SECHION 1482 . . . . . i i i i i i ik e e e e e e e e e e e e

Procedures To Undertake Corrective Action

Has the organization established written procedures to ensure that violations Yes

of federal tax requirements are timely

voluntary closing agreement
under applicable regulations?

program if self-remediation is

identified and corrected through the

not

No

Yes

No

Yes

No

Yes No

available

X

X

Part VI Supplemental Information. Provide additional information for responses to questions on Schedule K (see instructions).
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SCHEDULE L Transactions With Interested Persons |__OomB No. 1545-0047
(Form 990 or 990-EZ)[p Complete if the organization answered "Yes" on Form 990, Part IV, line 25a, 25b, 26, 27, 28a, 2@13
28b, or 28c, or Form 990-EZ, Part V, line 38a or 40b.
Department of the Treasury P Attach to Form 990 or Form 990-EZ. P> See separate instructions. Open To Public
Internal Revenue Service P> Information about Schedule L (Form 990 or 990-EZ) and its instructions is at www.irs.gov/form990. Inspection

Name of the organization Employer identification number

HARFORD MEMORI AL HOSPI TAL, | NC. 52-0591484

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.

(b) Relationship between disqualified person - . (d) conected?
and organization (c) Description of transaction es No

1 (a) Name of disqualified person

1
(2
(3
(4)
()
(6)
2 Enter the amount of tax incurred by the organization managers or disqualified persons during the year

under SeCtion 4958 . . . . . . L i e e e e e e e e e e e e e e e e e > 3$
3 Enter the amount of tax, if any, on line 2, above, reimbursed by the organizaton . ... .......... > $

Part I Loans to and/or From Interested Persons.
Complete if the organization answered "Yes" on Form 990-EZ, Part V, line 38a or Form 990, Part IV, line 26; or if the
organization reported an amount on Form 990, Part X, line 5, 6, or 22.

(a) Name of interested person | (b) Relationship | (c) Purpose of | (d) Loan to or (e) Original (f) Balance due  |(g) In default?|(h) Approved| (i) Written
with organization loan from the principal amount by board or | agreement?
organization? committee?

To |From Yes | No | Yes | No | Yes | No

(1)
(2)
(3)
(4)
(5)
(6)
(7
(8)
(9)
(10)
L0 - L > 3$

:GQlIl 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 |(c) Amount of assistance (d) Type of assistance (e) Purpose of assistance
person and the organization

(1)
(2)
(3
4
(5)
(6)
)
(8)
(9
(10)
For Paperwork Reduction Act Notice, see the Instructions for Form 990 or 990-EZ. Schedule L (Form 990 or 990-EZ) 2013
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HARFORD MEMORI AL HOSPI TAL,

Schedule L (Form 990 or 990-EZ) 2013

I NC.

52-0591484

Page 2

@I\ 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 person and the
organization

(c) Amount of
transaction

(d) Description of transaction

(e) sharing of
organization's
revenues?

Yes | No

(1) ROGER E_SCHNEI DER,_MD

VASC SURG ASSOC PARTNER

494, 519.

PHYSI CI AN FEES PAID TO VSA LLC

X

(2) JASON MBI RNBAUM M D.

PULMONARY CCA PARTNER

1,033, 071.

PHYSI Cl AN FEES PAI D TO PCCA

X

(3)

(4)

)

(6)

(1)

(8)

)

10
w Supplemental Information

Provide additional information for responses to questions on Schedule L (see instructions).
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. OMB No. 1545-0047
SCHEDULE O Supplemental Information to Form 990 or 990-EZ

(Form 990 or 990-EZ) 2@ 1 3
Complete to provide information for responses to specific questions on

Department of the Treasury Form 990 or 990-EZ or to provide any additional information. Open to Public
Internal Revenue Service » Attach to Form 990 or 990-EZ. Inspection

Name of the organization Employer identification number

HARFORD MEMORI AL HOSPI TAL, | NC. 52-0591484

PART VI, SECTION A, GOVERNI NG BODY & MANAGEMENT QUESTI ON 2

FAM LY OR BUSI NESS RELATI ONSHI P

LYLE E SHELDON AND JOSEPH E HOFFMAN [11 ARE OFFI CERS | N THE SAME BUSI NESS
ENTI TIES. THE SAME BUSI NESS ENTI TI ES ARE THE FOR- PROFT CORPORATI ONS OR
PARTNERSHI PS THAT ARE RELATED TO THI S FI LI NG ENTITY. PLEASE SEE FORM

990, SCHEDULE R.

PART VI, SECTION A, GOVERNI NG BODY & MANAGEMENT QUESTI ON 6

EXI STENCE OF MEMBERS

UPPER CHESAPEAKE HEALTH SYSTEM AND UNI VERSI TY OF MARYLAND MEDI CAL SYSTEM
ARE PARTNERS IN A MARYLAND LI M TED LI ABI LI TY COVPANY NAMED UCHS/ UMV
VENTURE LLC ("VENTURE"). THE VENTURE WAS ORGANI ZED FOR CHARI TABLE
PURPOSES TO COORDI NATE ACTI VI TI ES OF HEALTHCARE FACI LI TIES AND OTHER
CORPORATE BODI ES WHOSE PURPOSES | NCLUDE THE PROVI SI ON OF HEALTHCARE
SERVI CES OR FI NANCI AL ASSI STANCE TO HEALTHCARE FACI LI TIES | N HARFORD
COUNTY, MARYLAND. VENTURE IS THE SOLE MEMBER COF THI S FI LI NG

ORGANI ZATI ON.

PART VI, SECTION B, PCLICIES QUESTI ON 11B

ORGANI ZATI ONAL REVI EW OF FORM 990

THE BOARD OF UPPER CHESAPEAKE HEALTH SYSTEM I NC. ("HEALTH SYSTEM') HAS
ASSI GNED THE EXECUTI VE COW TTEE OF THE HEALTH SYSTEM S BOARD TO REVI EW
AND APPROVE ALL CONTENTS OF FORM 990 ON BEHALF OF THE BOARDS OF ALL

HEALTH SYSTEM S TAX- EXEMPT AFFI LI ATES. I N TURN, ONCE THE FORM 990 HAS

For Privacy Act and Paperwork Reduction Act Notice, see the Instructions for Form 990 or 990-EZ. Schedule O (Form 990 or 990-EZ) (2013)
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Schedule O (Form 990 or 990-EZ) 2013 Page 2

Name of the organization Employer identification number

HARFORD MEMORI AL HOSPI TAL, | NC. 52-0591484

BEEN APPROVED BY HEALTH SYSTEM S EXECUTI VE COW TTEE, A FI NAL VERSI ON COF
THE FORM 990 W LL BE MADE AVAI LABLE TO ALL BOARD MEMBERS OF THE

RESPECTI VE HEALTH SYSTEM S TAX- EXEMPT AFFI LI ATES. FORMAL NOTI FI CATI ON OF
THE FI NAL AND APPROVED FORM 990 FOR EACH OF THE HEALTH SYSTEM S

AFFI LI ATES AS WELL AS | TS AVAI LABI LI TY WLL BE COVMUNI CATED TO THE

APPL| CABLE BOARD MEMBERS ON OR BEFORE THE FI LI NG OF THE FORM 990.

PART VI, SECTION B, POLICI ES QUESTI ON 12C

CONFLI CT OF | NTEREST POLI CY

THE ORGANI ZATI ON'S WRI TTEN CONFLI CT OF | NTEREST PCLI CY COVERS THE

FOLLOW NG | NDI VI DUALS: DI RECTORS, PRI NCI PAL COFFI CERS, AND SENI CR
MANAGEMENT. FURTHERMORE, THE PCLI CY EXTENDS TO THE FAM LY MEMBERS ( PER

| NTERNAL REVENUE SERVI CE DEFI NI TI ON) OF SUCH DI RECTCRS, PRI NCI PAL

OFFI CERS, AND SENI OR MANAGEMENT. THE BOARD OF DI RECTORS AND ANY

COW TTEE CONSI DERI NG A CONTRACT, TRANSACTI ON OR ARRANGEMENT TO VHI CH A
KNOMN OR POTENTI AL CONFLI CT OF | NTEREST RELATES, DETERM NES WHETHER A
CONFLI CT EXI STS. ACTUAL CONFLI CTS ARE REVI EMED BY THE CHAI RVAN OF THE
BOARD. AN I NDI VI DUAL WTH A KNOWN COR POTENTI AL CONFLI CT OF | NTEREST MJST
REFRAI N FROM PARTI Cl PATI NG IN, OR ACTI NG ON, THE DECI SI ON ON ANY MATTER
IN WHI CH A CONFLI CT OF | NTEREST, OR EVEN THE APPEARANCE OF SUCH A

CONFLI CT OF I NTEREST, |'S PRESENT W TH RESPECT TO SUCH | NDI VI DUAL AND W LL
REMOVE HI MSELF OR HERSELF FROM ANY MEETI NG OR DELI BERATI ONS ON THE

MATTER

PART VI, SECTION B, PCLICIES QUESTION 15

PROCESS FOR DETERM NI NG COMPENSATI ON

ISA Schedule O (Form 990 or 990-EZ) 2013
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Schedule O (Form 990 or 990-EZ) 2013 Page 2

Name of the organization Employer identification number

HARFORD MEMORI AL HOSPI TAL, | NC. 52-0591484

THE EXECUTI VE COVPENSATI ON COW TTEE OF THE BOARD OF DI RECTORS APPROVES
COVPENSATI ON FOR THE CHI EF EXECUTI VE OFFI CER, CHI EF OPERATI NG OFFI CER,
CHI EF FI NANCI AL OFFI CER, AND ALL KEY EMPLOYEES. THE EXECUTI VE
COVPENSATI ON COWM TTEE UTI LI ZES BUT IS NOT LIM TED TO THE FOLLOW NG
RESCURCES | N EVALUATI NG AND ESTABLI SHI NG REASONABLE COMPENSATI ON:

| NDEPENDENT COMPENSATI ON CONSULTANTS, COMPENSATI ON SURVEYS AND
COVPENSATI ON STUDI ES.  THI' S ORGANI ZATI ON AND | TS TAX- EXEMPT AFFI LI ATES
STRIVE TO MAI NTAIN AN ARM S LENGTH RELATI ONSHI P BETWEEN | TSELF AND | TS
EMPLOYEES. | T IS THE GOAL OF THE EXECUTI VE COVPENSATI ON COW TTEE TO
ENSURE THAT TOTAL COVPENSATI ON ( COVPENSATI ON AND BENEFI TS) PAID TO I TS
EMPLOYEES | S FAIR AND REASONABLE. FI NALLY, THE PROCESS OF SETTI NG AND
APPROVI NG SUCH COVPENSATI ON | S PERFORMED ANNUALLY BY THE BCOARD S

EXECUTI VE COVPENSATI ON COWM TTEE.

PART VI, SECTION C, DI SCLOSURE QUESTI ON 19

DOCUMENTS AVAI LABLE TO THE PUBLI C

THE ORGANI ZATI ON W LL MAKE THE FOLLOW NG DOCUMENTS AVAI LABLE TO THE
PUBLI C UPON REQUEST: ARTI CLES OF | NCORPCRATI ON, BYLAWS, CONFLICT OF

| NTEREST POLI CY, AND AUDI TED FI NANCI AL STATEMENTS.

PART VI 1| STATEMENT OF REVENUE

LI NE 2A - PROGRAM SERVI CE REVENUE

GROSS PATIENT REVENUE. .. ... ... i $103, 293, 315
LESS: ALLOMNCES & CHARITY POLICIES. . ......... (13, 436, 149)
NET PATIENT REVENUE. . .......... .. ... ... ...... $ 89, 857, 166
ISA Schedule O (Form 990 or 990-EZ) 2013
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Schedule O (Form 990 or 990-EZ) 2013 Page 2
Name of the organization Employer identification number

HARFORD MEMORI AL HOSPI TAL, | NC. 52-0591484

RECONCI LI ATI ON OF NET ASSETS

PART X, LINE 5

M Nl MUM PENSI ON PLAN LIABILITY............ $ 3,843,569
UNREALI ZED GAI N ON OTHER THAN TRADI NG SECURITY.. $ 6, 283, 354

TOTAL. . .. $10, 126, 923

PART 111, PROGRAM SERVI CE ACCOVPLI SHVENTS

TO PROVI DE HEALTHCARE SERVI CES TO PATI ENTS REGARDLESS OF THEIR ABILITY TO
PAY FOR SUCH SERVI CES. FOR MORE THAN 90 YEARS, UPPER CHESAPEAKE HEALTH
HAS BEEN PROVI DI NG COMPREHENSI VE, H GH QUALI TY HEALTHCARE. I TS TWO

HOSPI TALS, HARFORD MEMORI AL HOSPI TAL AND UPPER CHESAPEAKE MEDI CAL CENTER
OFFER SOVE OF THE AREA' S MOST ADVANCED | NPATI ENT AND OUTPATI ENT SERVI CES
SO THAT PATI ENTS CAN ENJOY THE SUPERI OR WELLNESS RESOURCES A HEALTHY

LI FESTYLE NEEDS, W THOUT LEAVI NG THEI R NEI GHBORHOOD. UPPER CHESAPEAKE
HEALTH SYSTEM I S A COVMUNI TY- BASED, NON- PROFI T HEALTH SYSTEM LOCATED | N
HARFORD COUNTY, MARYLAND. OUR VI SION |'S BASED ON CREATI NG THE HEALTHI EST
COMMUNI TY | N MARYLAND. BUI LDI NG ON THAT VI SION, V\EE HAVE A STRONG

COW TMENT TO SERVI CE EXCELLENCE. SO MJCH SO THAT | T HAS BECOVE PART OF
THE FABRI C OF THE HEALTHCARE EXPERI ENCE AT UPPER CHESAPEAKE HEALTH. UPPER
CHESAPEAKE HEALTH SYSTEM HAS OVER 2, 500 PHYSI CI ANS AND HEALTHCARE
PROFESSI ONALS WHO ARE DELI VERI NG CARE FOR THE M ND, BCDY, AND SPIRIT IN
SETTI NGS FROM OFFI CES, TO QUTPATI ENT CENTERS, TO HOSPI TALS, TO SHOPPI NG
CENTERS, TO BUSI NESSES, AND TO HOMES. UPPER CHESAPEAKE MEDI CAL CENTER | S
A MEMBER COF THE UPPER CHESAPEAKE HEALTH SYSTEM UPPER CHESAPEAKE MEDI CAL

CENTER |I'S AN ACUTE CARE, NON-PROFIT FACILITY OFFERI NG A FULL COVPLEMENT

ISA Schedule O (Form 990 or 990-EZ) 2013
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Schedule O (Form 990 or 990-EZ) 2013 Page 2

Name of the organization Employer identification number

HARFORD MEMORI AL HOSPI TAL, | NC. 52-0591484

OF MEDI CAL, DI AGNOSTI C AND EMERGENCY CARE SERVI CES. THE HOSPI TAL IS FULLY
ACCREDI TED BY THE JO NT COVM SSI ON ON THE ACCREDI TATI ON OF HEALTHCARE
ORGANI ZATI ONS (JCAHO). THI S PREM ER HEALTH CARE FACI LI TY | NCORPORATES
SEVERAL TRENDS THAT REFLECT HOW HEALTH CARE | S CHANG NG | NCLUDI NG

REORI ENTATI ON TOMRDS OQUTPATI ENT CARE, MORE ACUTELY | LL PATIENTS I N THE
HOSPI TAL AND FLEXI BILITY FOR GROMH AND CHANGE TO MEET OQUR COMMUNI TY' S
FUTURE HEALTH CARE NEEDS. LOCATED ON THE MEDI CAL CAMPUS | S THE UPPER
CHESAPEAKE MEDI CAL CENTER W TH 194 ACUTE CARE BEDS. ADJACENT TO THE

MEDI CAL CENTER | S THE AVMBULATORY CARE CENTER OF HARFCRD COUNTY,

CONTAI NI NG PHYSI ClI AN OFFI CES, OUTPATI ENT | MAG NG AND LABORATORY
PROCEDURES, CQUTPATI ENT PRE- ASSESSMENT TESTI NG AND ASSESSMENT, UPPER
CHESAPEAKE CARDI OVASCULAR | NSTI TUTE, AND THE ADM NI STRATI VE OFFI CES OF
UPPER CHESAPEAKE HEALTH. ALSO LOCATED NEXT TO THE MEDI CAL CENTER, IS A
PRE- EXI STI NG MEDI CAL OFFI CE BUI LDI NG W TH PHYSI CI AN OFFI CES AND OTHER
HEALTHCARE RELATED SERVI CES, A PARKI NG GARAGE AND A SECOND MEDI CAL OFFI CE
BUI LDI NG WHI CH | NCLUDES OUTPATI ENT SERVI CES AND PHYSI CI AN OFFI CES.
HARFORD MEMORI AL HOSPI TAL AND UPPER CHESAPEAKE MEDI CAL CENTER MAI NTAI N
CHARI TY CARE PROGRAMS AND, | N ADDI TI ON, CONDUCT MANY COVMUNI TY OUTREACH

AND COVMUNI TY BUI LDI NG ACTI VI TI ES | NCLUDI NG

- COVWWUNI TY HEALTH EDUCATI ON PROGRAM5S WHI CH | NCLUDE NEWBORN BABY CARE,
SI TTER SAFETY PROGRAM | NFANT CPR, | NFANT SAFETY, STOP SMOKI NG CLASS,
KI DS SAFETY CLASS, AND PRENATAL BREAST FEEDI NG CLASS

- SUPPCORT GROUPS | NCLUDI NG BREAST FEEDI NG SUPPCRT, BREAST CANCER

AWARENESS GROUPS, PERI NATAL BEREAVEMENT, ASTHVA SUPPORT GROUP, W DOW AND

ISA Schedule O (Form 990 or 990-EZ) 2013
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Name of the organization Employer identification number

HARFORD MEMORI AL HOSPI TAL, | NC. 52-0591484

W DOVNERS SUPPORT GROUP, GRI EF SUPPORT GROUP, PROSTATE CANCER SUPPORT
GROUP, AMPUTEE NETWORK, BRAIN I NJURY SUPPORT GROUP, STRCKE CLUB, LUPUS
SUPPORT GROUP, AND OTHERS

- HEALTH SCREEN NGS | NCLUDI NG SCREENI NGS FOR OSTEOPCROCSI S, CARDI AC
PROBLEM5, BLOOD PRESSURE, AND OTHER | SSUES

- FREE AND MOBI LE CLINIC

ATTACHVENT 1

FORM 990, PART 111, LINE 1 - ORGANI ZATION'S M SSI ON

AN ACUTE CARE, NON-PROFI T HOSPI TAL, HARFORD MEMORI AL HOSPI TAL OFFERS
A FULL COVWPLEMENT OF MEDI CAL, DI AGNCSTI C, AND EMERGENCY CARE

SERVI CES. THE HOSPI TAL HAS A STATE- OF- THE- ART | CU PCU AND A BUSY
EMERGENCY DEPARTMENT THAT CARES FOR OVER 50, 000 PATI ENTS A YEAR
HARFORD MEMORI AL OFFERS SPECI ALI ZED, HOSPI TAL- BASED SERVI CES,

| NCLUDI NG A BARI ATRI C SURGERY PROGRAM ANTI COAGULATI ON MANAGEMENT,
CENTER FOR WOUND CARE, | NPATI ENT AND CUTPATI ENT BEHAVI ORAL HEALTH
SERVI CES, JO NT CENTER FOR H P AND KNEE REPLACEMENT, AND A SLEEP

DI SORDER CENTER

ATTACHVENT 2

990, PART VII- COVPENSATI ON CF THE FI VE HI GHEST PAI D | ND. CONTRACTORS

NAME AND ADDRESS DESCRI PTI ON OF SERVI CES COVPENSATI ON
NORTHERN CHESAPEAKE ANESTHESI A ASSCC PHYSI Cl AN FEES 882, 480.
P.O BOX 89

BEL AIR, MD 21014

BRAI N AND SPI NE SPECI ALI STS PA PHYSI Cl AN FEES 216, 080.
206 SQUTH HAYS STREET
BEL AIR, M 21014

ROCK GLENN COMMVERCI AL, LLC OFFI CE RENT 172, 171.
101 N. MAIN STREET, SU TE B
BEL AIR, M 21014

ISA Schedule O (Form 990 or 990-EZ) 2013
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Name of the organization Employer identification number

HARFORD MEMORI AL HOSPI TAL, | NC. 52-0591484
ATTACHVENT 2 ((CONT' D)

Page 2

990, PART VII- COVPENSATI ON CF THE FI VE HI GHEST PAI D | ND. CONTRACTORS

NAME AND ADDRESS DESCRI PTI ON OF SERVI CES COVPENSATI ON
BEL Al R CENTER FOR PLASTI ¢/ HAND SURGERY PHYSI CI AN FEES 148, 904.
P.O BOX 845

BEL AIR, MDD 21014- 0845

KPMG LLP AUDI T FEES 142, 784.
111 SOUTH CALVERT STREET

BALTI MORE, MD 21202

ISA Schedule O (Form 990 or 990-EZ) 2013
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HARFORD MEMORI AL HOSPI TAL, | NC. 52-0591484

SCHEDULE R Related Organizations and Unrelated Partnerships [[OMB No. 1545-0047
(Form 990) PComplete if the organization answered "Yes" on Form 990, Part IV, line 33, 34, 35b, 36, or 37. 2@13
» Attach to Form 990. P See separate instructions. .
Department of the Treasury » inf . bout Schedule R (F 990 d its inst i is at . it 990 Open to Public
Internal Revenue Service Information abou chedule ( orm )an Its Instructions Is at www.Irs.gov/rorm . Inspection
Name of the organization Employer identification number
HARFORD MEMORI AL HOSPI TAL, | NC. 52-0591484
Identification of Disregarded Entities Complete if the organization answered "Yes" on Form 990, Part IV, line 33.
@) (b) © () (e) _ o
Name, address, and EIN (if applicable) of disregarded entity Primary activity Legal domicile (state Total income End-of-year assets Direct controlling
or foreign country) entity
X
@ _
LS
v
s _
% _
Il 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.
@) (b) ©) (d) (e) ) )
Name, address, and EIN of related organization Primary activity Legal domicile (state | Exempt Code section | Public charity status Direct controlling Section 512(b)(13)
or foreign country) (if section 501(c)(3)) entity Czr;]‘t'ifyfd
Yes No
(1) UPPER CHESAPEAKE HEALTH FOUNDATI ON, | NC. 52- 1398507
520 UPPER CHESAPEAKE DRIVE | BEL AR MD 21014 | FI N SUPPORT VD 501( C) ( 3) 11A N A X
(2) UPPER CHESAPEAKE MEDI CAL SERVI CES, | NC. 52- 1501734
T 7520 UPPER CHESAPEAKE DRIVE | BEL AR MD 21014 | PHYSI Cl AN SVC | MD 501( C) ( 3) 9 UCHS/ UMVS VN X
(3) UPPER CHESAPEAKE/ ST. JCE' S HOME CARE, IN 52- 1229742
T 7520 UPPER CHESAPEAKE DRIVE | BEL AR MD 21014 | HOSPI CE CARE | MD 501( C) ( 3) 9 UCHS/ UMVS VN X
(4) UPPER CHESAPEAKE MEDI CAL CENTER, | NC. 52- 1253920
T 7520 UPPER CHESAPEAKE DRIVE | BEL AR MD 21014 | HOSPI TAL CARE | MD 501( C) ( 3) 3 UCHS/ UMVS VN X
(5) UPPER CHESAPEAKE PROPERTI ES, | NC. 52- 1907237
T 7520 UPPER CHESAPEAKE DRIVE | BEL AR MD 21014 | TI TLE HOLDI NG | MD 501( C) ( 3) N A UCHS/ UMVS VN X
(6) WV OF MD UPPER CHESAPEAKE HLTH SYSTEM 52- 1398513
520 UPPER CHESAPEAKE DRIVE | BEL AR MD 21014 | HLTHCARE SVCS | MD 501(C) (3) |11C I111-Fl |UCHS/ UWS VN X
(7) UPPER CHESAPKE RESI DENTI AL HOSPI CE HOUSE 26- 0737028
520 UPPER CHESAPEAKE DRIVE | BEL AR MD 21014 | HOSPI CE CARE | MD 501( C) ( 3) 7 UCHS/ UMVS VN X
For Paperwork Reduction Act Notice, see the Instructions for Form 990. Schedule R (Form 990) 2013
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HARFORD MEMORI AL HOSPI TAL, | NC. 52-0591484

SCHEDULE R Related Organizations and Unrelated Partnerships [[OMB No. 1545-0047
(Form 990) PComplete if the organization answered "Yes" on Form 990, Part IV, line 33, 34, 35b, 36, or 37. 2@13
» Attach to Form 990. P See separate instructions. .
Department of the Treasury P Information about Schedule R (Form 990) and its instructions is at www.irs.gov/form990 Oen to Public
Internal Revenue Service : u u s ueti : rs-g ’ Inspection
Name of the organization Employer identification number
HARFORD MEMORI AL HOSPI TAL, | NC. 52-0591484
Identification of Disregarded Entities Complete if the organization answered "Yes" on Form 990, Part IV, line 33.
(CY] (b) () (d) (e) ®
Name, address, and EIN (if applicable) of disregarded entity Primary activity Legal domicile (state Total income End-of-year assets Direct controlling
or foreign country) entity
L
9
)
B
.
.©_
a:Wdll 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.
@ (b) ©) (d) (e) ® )
Name, address, and EIN of related organization Primary activity Legal domicile (state | Exempt Code section | Public charity status Direct controlling Section 515(3)(13)
or foreign country) (if section 501(c)(3)) entity cc;r:]ttri:)y;a
Yes No
_(q) ATV RARFORD ANe_____52-1944325 |
2027 PULASKI HWY, SU TE 215 HAVRE DE GRACE, MD 21078 HEALTH | NI ATV | MD 501(C) (3) 7 N A X
@ ]
. ]
G
)
®._ ]
L
For Paperwork Reduction Act Notice, see the Instructions for Form 990. Schedule R (Form 990) 2013
JSA
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HARFORD MEMORI AL HOSPI TAL, | NC. 52- 0591484
Schedule R (Form 990) 2013 Page 2
mwwaml  |dentification of Related Organizations Taxable as a Partnership Complete if the organization answered "Yes" on Form 990, Part IV, line 34
because it had one or more related organizations treated as a partnership during the tax year.
@ (b) ©) (d) (€) ® ¢ (h) @0 0] (k)
Name, address, and EIN of Primary activity Legal Direct controlling _ Predominant Share of total Share of end-of- | pisproportionate Code V-UBI General or | Percentage
related organization domicile entity income (related, income year assets alocatins> | @amount in box 20 | managing | ownership
unrelated,
(state or excluded from of Schedule K-1 partner?
foreign tax under (Form 1065)
country) sections 512-514)
Yes| No Yes| No
(1) UcHs/ UMVB_VENTURE LLC 52-21780 |
520 UPPER CHESAPEAKE DRI VE MEDI CAL SERVI M | NA
(2)_UcHs UMvB_REAL ESTATE TRUST 27 |
520 UPPER CHESAPEAKE DRI VE HOLD LAND M | NA
e ]
]
©L ]
.© ]
- ]
e Identification of Related Organizations Taxable as a Corporation or Trust Complete if the organization answered "Yes" on Form 990, Part IV,
line 34 because it had one or more related organizations treated as a corporation or trust during the tax year.
(@) (b) ©) (d) (e) ® @ (h) @)
Name, address, and EIN of related organization Primary activity Legal domicile | Direct controlling Type of entity Share of total Share of Percen- Section
(state or foreign entity (C corp, S corp, or income end-of-year assets tage Sczlni(ttr)gl(lfé)
country) trust) ownership entity?
lYes|No
(1) UPPER CHESAPEAKE HEALTH VENTURES, INC. _________ 52:2031264 _ |
520 UPPER CHESAPEAKE DRI VE BEL AIR,_ MD 21014 M SC. SERVI CE MD N A C ooRP
(2) UPPER CHESAPEAKE MED._ OFFICE BLDG INC. ____ ____ 52:1946829 _ |
520 UPPER CHESAPEAKE DRI VE BEL AIR,_ MD 21014 REAL ESTATE MD N A C ooRP
_(3) UPPER CHESAPEAKE MGMI SVCS ORG INC. __________ 52:1946025 _ |
520 UPPER CHESAPEAKE DRI VE BEL AIR,_ MD 21014 MANAGEMENT SR MD N A C ooRP
_(4) uc MEDICAL CENTER LAND CONDOMNIUM INC.____ __ __ 77-0674478 _ |
520 UPPER CHESAPEAKE DRI VE BEL AIR,_ MD 21014 REAL ESTATE MD N A C ooRP
_(5) UPPER CHESAPEAKE | NSURANCE COMPANY, LTD.____ __ __ 98-0468438 _ |
P.O BOX 1109 KY1-1102 GRAND CAYMAN, CAYMAN | SLANDS CJ CAPTI VE | NSUR cl N A LTD.
. _
-
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Schedule R (Form 990) 2013 Page 3
Transactions With Related Organizations Complete if the organization answered "Yes" on Form 990, Part IV, line 34, 35b, or 36.
Note. Complete line 1 if any entity is listed in Parts Il, lll, 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 controlled entity | . . . . . . . L L o, la X
b Gift, grant, or capital contribution to related organization(S) , , . . . . . . . . ... i e e e e e e e e e e e 1ib X
¢ Gift, grant, or capital contribution from related organization(s) , , . . . . . . . . . ... e e e e e e e e e e e e lc| X
d Loans or loan guarantees to or for related organization(S) , . . . . . . . . . . ittt e e e e e e e e e e e e e e e id X
e Loans or loan guarantees by related organization(s), . . . . . . . . . .. i it e e e e e e e e e e e e e e e e e le X
f  Dividends from related organization(S), | . . . . . . . . . . ittt e e e e e e e e e e e e e e e e e e 1f
g Sale of assets to related organization(S) | , . . . . . . . ... L. e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e 1g X
h Purchase of assets from related organization(s) , |, . . . . . . . . . . . i ittt it e e e e e e e e e e 1h X
i Exchange of assets with related organization(s) , |, . . . . . . . . . i ittt e e e e e e e e e e e e 1i X
j Lease of facilities, equipment, or other assets to related organization(S) . . . . . . . . . . ot e e 1j X
k Lease of facilities, equipment, or other assets from related organization(S) |, . . . . . . . . . .t e e 1k X
I Performance of services or membership or fundraising solicitations for related organization(S) . . . . . . . . . . . o 0 1l X
m Performance of services or membership or fundraising solicitations by related organization(s) . . . . . . . . . . . . 0 e im| X
n Sharing of facilities, equipment, mailing lists, or other assets with related organization(S) . . . . . . . . . . 0 o e 1in X
0 Sharing of paid employees with related organization(s), ., , . . . . . . . . it i i it e e e e e e e e e e e e e e e e 1o X
p Reimbursement paid to related organization(s) for eXpenses | | | | . . L L L L L L e e e e e e e e e e e e e e e e e e e 1ip X
g Reimbursement paid by related organization(s) for eXpenSes | | | . L L L L L L L. e e e e e e e e e e e e e e e e e e e e 1q X
r  Other transfer of cash or property to related organization(s) |, , . . . . . . . . . . . it ittt e e e e e e e ir X
s Other transfer of cash or property from related organization(S) . . . . v & v v it i v it e e e et m e e e e e e ma e e aeaaeeaeaaeaaeeeaa 1s 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) ©) (d)
Name of related organization Transaction Amount involved Method of determining
type (a-s) amount involved
)]
(2)
(3)
(4)
©)]
(6)
ISA Schedule R (Form 990) 2013
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Unrelated Organizations Taxable as a Partnership Complete if the organization answered "Yes" on Form 990, Part IV, line 37.

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

(a)

Name, address, and EIN of entity

(b) ©
Primary activity Legal domicile
(state or foreign

country)

(d) (e) ®
Predominant Are :‘Ielcl:iz:ners Share of
income (related, total income
unrelated, excluded 501(c)(3)
from tax under organizations?

section 512-514) Yes | No

(©)}
Share of
end-of-year
assets

(h)
Disproportionate
allocations?

Yes No

® [0} ®
Code V-UBI General or

" Percentage
amount in box 20 managing ownership
of Schedule K-1 partner?
(Form 1065)
Yes No
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Schedule R (Form 990) 2013 Page 5
Supplemental Information
Complete this part to provide additional information for responses to questions on Schedule R (see
instructions).
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