om 990

(Rev. January 2020)

Department of the Treasury
Internal Revenue Service

Return of Organization Exempt From Income Tax

Under section 501(c), 527, or 4947(a)(1) of the Internal Revenue Code (except private foundations)

U Do not enter social security numbers on this form as it may be made public.
U Go to www.irs.gov/Form990 for instructions and the latest information.

32BR285S

OMB No. 1545-0047

2019

Open to Public
Inspection

A For the 2019 calendar year, or tax year beginning 07/ 01/ 19 , and ending 06/ 30/ 20
B Check if applicable: C Name of organization D Employer identification number
Address change BROOK LANE HEALTH SERVI CES, I NC.
|:| Name change Doing business as 52- 0698850
9 Number and street (or P.O. box if mail is not delivered to street address) Room/suite E Telephone number

|:| Initial return

13121 BROCK LANE

301- 733- 0330

Final return/
terminated

City or town, state or province, country, and ZIP or foreign postal code

HACERSTOM MD 21742-1514

24, 447, 664

G Gross receipts$

|:| Amended return
|:| Application pending

F Name and address of principal officer:

R LYNN RUSH NG
13121 BROOK LANE

HAGERSTOMWN VD 21742

| Tax-exempt status: 5( 501(c)(3) 501(c) (

|_| 527

) T (insert no.) |_| 4947(a)(1) or

J  Website: U

VWAV BROOKLANE. CRG

H(b) Are all subordinates included?

H(a) Is this a group return for subordinates?|:| Yes |X| No

|:| Yes |:| No

If "No," attach a list. (see instructions)

H(c) Group exemption number U

K Form of organization:

[Xl Corporation |_| Trust |_| Association |_| Other U

| L Year of formation: 1949

| M State of legal domicile: ND

Part | Summary
1 Briefly describe the organization's mission or most significant activites:
o CSEE SCHEDULE O
(8]
B |
£
<
g 2 Check this box u 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, line 1a) 3 11
] 4 Number of independent voting members of the governing body (Part VI, line 1b) 4 11
‘g 5 Total number of individuals employed in calendar year 2019 (Part V, line 2a) 5 704
E 6 Total number of volunteers (estimate if necessary) 6 11
7a Total unrelated business revenue from Part VIII, column (C), lne 12 7a 0
b Net unrelated business taxable income from Form 990-T, line 39 .. .. ... . . ... . . . . i, 7b 0
Prior Year Current Year
o | 8 Contributions and grants (Part VIl line 1h) 72, 440 2,457,072
2 9 Program service revenue (Part VI, ine2g) 21, 802, 371 21, 514, 922
% 10 Investment income (Part VIII, column (A), lines 3, 4, and 7d) 13, 197 5, 624
® | 11 Other revenue (Part VIII, column (A), lines 5, 6d, 8¢, 9c, 10c, and 11¢) 332,271 469, 863
12 Total revenue — add lines 8 through 11 (must equal Part VIII, column (A), line 12) ... ... ... .. 22, 220, 279 24, 447, 481
13 Grants and similar amounts paid (Part IX, column (A), ines1-3) 0
14 Benefits paid to or for members (Part IX, coumn (A), line4) 0
«» | 15 Salaries, other compensation, employee benefits (Part IX, column (A), lines 5-10) 15, 332, 947 15, 620, 637
g 16a Professional fundraising fees (Part IX, column (A), line 11¢) 0
:-’. b Total fundraising expenses (Part IX, column (D), line25u O .......
W1 17 Other expenses (Part IX, column (A), lines 11a-11d, 11f-24¢) 7, 269, 855 6, 830, 683
18 Total expenses. Add lines 13-17 (must equal Part IX, column (A), line25) 22, 602, 802 22, 451, 320
19 Revenue less expenses. Subtract line 18 from line 12 - 382, 523 1, 996, 161
5§ Beginning of Current Year End of Year
%% 20 Total assets (Part X, ine16) 21, 895, 539 23, 841, 375
< 21 Total liabilties (Part X, line 26) 8,931, 797 9,102, 452
%)._%._' 22 Net assets or fund balances. Subtract line 21 from line 20 . .. ... .. ... .. .. ... 12, 963, 742 14, 738, 923
Part Il Signature Block

Under penalties of perjury, | declare that | have examined this return, including accompanying schedules and statements, and to the best of my knowledge and belief, it is
true, correct, and complete. Declaration of preparer (other than officer) is based on all information of which preparer has any knowledge.

S|gn } Signature of officer Date
Here R LYNN RUSH NG CEO
Type or print name and title

PrintType preparer's name Preparer's signature Date Check |:| i# [ PTIN
Paid GREGCRY P. HALL, CPA GREGRY P. HALL, CPA 05/ 10/ 21 | seiiempioyed | PO0156653
Preparer |come oame 3 OM TH ELLT OTT_KEARNS & COVPANY, LLC smsen}__ 52- 0783935
Use Only 19 BROOKWOOD AVE, STE 101

Firm's address  } CARLI SLE, PA 17015 Phone no. 717-243-9104

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

m Yes |_|No

For Paperwork Reduction Act Notice, see the separate instructions.
DAA

Form 990 (2019)



32BR285S

Form 990 (2019) BROOK LANE HEALTH SERVI CES, | NC. 52- 0698850 Page 2
Part Il Statement of Program Service Accomplishments
Check if Schedule O contains a response or note to any line in this Part Il
1 Briefly describe the organization's mission:

BROOK LANE S MSSIG\I IS TO HELP | NDI VDUALS | MPROVE THEI R EMOTI ONAL AND

2 Did the organization undertake any significant program services during the year which were not listed on the
prior Form 990 or 990-EZ2 ... [] ves [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? [] ves [X] no
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 $ 17 592 406 including grants of $ ) (Revenue $ 21 514 922 )

4b (Code: ) Expenses $ including grants of $ ) Revenue & . )
N A
4c (Code ) (Expenses $ including grants of $ ) (Revenue $ )

4d Other program services (Describe on Schedule O.)
(Expenses  $ including grants of $ ) (Revenue $ )
4e Total program service expenses U 17, 592, 406
DAA Form 990 (2019




32BR285S

Form 990 2019) BROOK LANE HEALTH SERVI CES, | NC. 52- 0698850 Page 3
Part IV Checklist of Required Schedules
Yes | No
1 Is the organization described in section 501(c)(3) or 4947(a)(1) (other than a private foundation)? If “Yes,”
complete Schedule A 1| X
Is the organization required to complete Schedule B, Schedule of Contributors (see instructions)? 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, Partt 3
4 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, Partuyt 4
5 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 98-19? If "Yes," complete Schedule C, Part it~ 5
6  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, Part | 6
7 Did the organization receive or hold a conservation easement, including easements to preserve open space,
the environment, historic land areas, or historic structures? If “Yes,” complete Schedule D, Pt~ 7
8 Did the organization maintain collections of works of art, historical treasures, or other similar assets? If “Yes,”
complete Schedule D, Part Il 8
9 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, Parttv... 9
10 Did the organization, directly or through a related organization, hold assets in donor-restricted endowments
or in quasi endowments? If “Yes,” complete Schedule D, Partv 10
11 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, Part VI ua| 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, Part™Vt 11b
¢ 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, Part™VQt 1lc
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 11d
e Did the organization report an amount for other liabilities in Part X, line 25? If "Yes," complete Schedule D, Partx 11e | 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 uf | X
12a Did the organization obtain separate, independent audited financial statements for the tax year? If “Yes,” complete
Schedule D, Parts Xl and XII ... 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 XI and XIl is optonal 120 | X
13 Is the organization a school described in section 170(b)(1)(A)(i)? If “Yes,” complete Scheduwee& 13 X
1l4a Did the organization maintain an office, employees, or agents outside of the United States? l4a 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, Parts landtv. .~~~ 14b X
15 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, Parts llandtv. ...~ 15 X
16 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 iandtv.................. 16 X
17  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 instructons) 17 X
18 Did the organization report more than $15,000 total of fundraising event gross income and contributions on
Part VIII, lines 1c and 8a? If "Yes," complete Schedule G, Partui 18 X
19 Did the organization report more than $15,000 of gross income from gaming activities on Part VIII, line 9a?
If "Yes," complete Schedule G, Part 11l . .. 19 X
20a 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 this return? 200 | X
21 Did the organization report more than $5,000 of grants or other assistance to any domestic organization or
domestic government on Part IX, column (A), line 1? If “Yes,” complete Schedule |, Parts land Il ... ... .. ....... .. .. ... .............. 21 X

DAA Form 990 (2019



32BR285S

Form 990 (2019) BROOK LANE HEALTH SERVI CES, | NC. 52- 0698850 Page 4
Part IV Checklist of Required Schedules (continued)

Yes | No

22  Did the organization report more than $5,000 of grants or other assistance to or for domestic individuals on
Part IX, column (A), line 27 If “Yes,” complete Schedule |, Parts | and IlI 22 X

23  Did the organization answer “Yes” to Part VII, Section A, line 3, 4, or 5 about compensation of the
organization's current and former officers, directors, trustees, key employees, and highest compensated
employees? If "Yes,” complete Schedule J 23 | X

24a Did the organization have a tax-exempt bond issue with an outstanding principal amount of more than

$100,000 as of the last day of the year, that was issued after December 31, 20027 If “Yes,” answer lines 24b

24a | X
b 24b X
24c X
d 24d X
25a Section 501(c)(3), 501(c)(4), and 501(c)(29) organizations. Did the organization engage in an excess benefit
transaction with a disqualified person during the year? If “Yes,” complete Schedule L, Partt 25a X

b Is the organization aware that it engaged in an excess benefit transaction with a disqualified person in a prior

year, and that the transaction has not been reported on any of the organization's prior Forms 990 or 990-EZ?

If "Yes," complete Schedule L, Part 1 25b X
26  Did the organization report any amount on Part X, line 5 or 22, for receivables from or payables to any current

or former officer, director, trustee, key employee, creator or founder, substantial contributor, or 35%

controlled entity or family member of any of these persons? If “Yes,” complete Schedule L, Parton -~~~ 26 X
27  Did the organization provide a grant or other assistance to any current or former officer, director, trustee, key

employee, creator or founder, substantial contributor or employee thereof, a grant selection committee

member, or to a 35% controlled entity (including an employee thereof) or family member of any of these

persons? If “Yes,” complete Schedule L, Part il 27 X
28  Was the organization a party to a business transaction with one of the following parties (see Schedule L, Part

IV instructions, for applicable filing thresholds, conditions, and exceptions):

a A current or former officer, director, trustee, key employee, creator or founder, or substantial contributor? If

"Yes," complete Schedule L, Part IV 283 X

A family member of any individual described in line 28a? If “Yes,” complete Schedule L, Parttv. 28b X

A 35% controlled entity of one or more individuals and/or organizations described in lines 28a or 28b? If

“Yes,” complete Schedule L, Part IV 28¢ X
29  Did the organization receive more than $25,000 in non-cash contributions? If “Yes,” complete SchedueM 29 X
30 Did the organization receive contributions of art, historical treasures, or other similar assets, or qualified

conservation contributions? If “Yes,” complete Schedue™M 30 X
31 Did the organization liquidate, terminate, or dissolve and cease operations? If “Yes,” complete Schedule N, Partt 31 X
32 Did the organization sell, exchange, dispose of, or transfer more than 25% of its net assets? If "Yes,"

complete Schedule N, Part Il 32 X
33  Did the organization own 100% of an entity disregarded as separate from the organization under Regulations

sections 301.7701-2 and 301.7701-3? If “Yes,” complete Schedule R, Part1 33 X
34  Was the organization related to any tax-exempt or taxable entity? If “Yes,” complete Schedule R, Part II, IlI,

or IV’ and Part V' L R 34 X
35a Did the organization have a controlled entity within the meaning of section 512(b)(13)?> 35a X

b 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, lne2 35b
36  Section 501(c)(3) organizations. Did the organization make any transfers to an exempt non-charitable

related organization? If “Yes,” complete Schedule R, Part V, line2 36
37 Did the organization conduct more than 5% of its activities through an entity that is not a related organization

and that is treated as a partnership for federal income tax purposes? If “Yes,” complete Schedule R, Partvi 37
38  Did the organization complete Schedule O and provide explanations in Schedule O for Part VI, lines 11b and

19? Note: All Form 990 filers are required to complete Schedule O. 38 X

Part V Statements Regarding Other IRS Filings and Tax Compliance
Check if Schedule O contains a response or note to any lineinthisPart V ... ............oooooiiiiiiiii..

Yes [ No
la Enter the number reported in Box 3 of Form 1096. Enter -0- if not applicable 1a | 13
b Enter the number of Forms W-2G included in line 1a. Enter -0- if not applicable =~ b [0
¢ Did the organization comply with backup withholding rules for reportable payments to vendors and
reportable gaming (gambling) WINNINGS t0 PriZ€ WINNEIS? . .. ... ... e e e e e e e e e e e e e e e e e e e e e e e e 1c X

DAA Form 990 (2019



32BR285S

Form 990 (2019) BROOK LANE HEALTH SERVI CES, | NC. 52- 0698850 Page 5
Part V Statements Regarding Other IRS Filings and Tax Compliance (continued)
Yes [ No
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 retun ‘ 2a | 704
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 duting 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 on Schedueo 3b
4a At any time during the calendar year, did the organization have an interest in, or a signature or other authority over,
a financial account in a foreign country (such as a bank account, securities account, or other financial account)? 4a X
b If “Yes,” enter the name of the foreign country u
See instructions for filing requirements for FINCEN Form 114, Report of Foreign Bank and Financial Accounts (FBAR).
5a Was the organization a party to a prohibited tax shelter transaction at any time during the tax year? 5a X
b Did any taxable party notify the organization that it was or is a party to a prohibited tax shelter transacton? 5b X
If “Yes” to line 5a or 5b, did the organization file Form 8886-T? 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 contrioutons?> 6a X
b If “Yes,” did the organization include with every solicitation an express statement that such contributions or
gifts were not tax deductible? 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? 7a X
b If “Yes,” did the organization notify the donor of the value of the goods or services provided? 7b
Did the organization sell, exchange, or otherwise dispose of tangible personal property for which it was
required to file FOrM 82827 ic
d If “Yes,” indicate the number of Forms 8282 filed during the year | 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. Did a donor advised fund maintained by the
sponsoring organization have excess business holdings at any time during the year> 8
9  Sponsoring organizations maintaining donor advised funds.
Did the sponsoring organization make any taxable distributions under section 4%66? 9a
b Did the sponsoring organization make a distribution to a donor, donor advisor, or related person? 9b
10  Section 501(c)(7) organizations. Enter:
Initiation fees and capital contributions included on Part Vill, line12 10a
b Gross receipts, included on Form 990, Part VIII, line 12, for public use of club faciites 10b
11  Section 501(c)(12) organizations. Enter:
Gross income from members or shareholders lla
b Gross income from other sources (Do not net amounts due or paid to other sources
against amounts due or received from them,) 11b
12a Section 4947(a)(1) non-exempt charitable trusts. Is the organization filing Form 990 in lieu of Form 10412 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 more than ore state? 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 health plans 13b
c Enter the amount of resenvesonhand 13c
1l4a Did the organization receive any payments for indoor tanning services during the tax year? 14a X
b If"Yes," has it filed a Form 720 to report these payments? If “"No," provide an explanation on Schedule O . . . . . .. . ... 14b
15 Is the organization subject to the section 4960 tax on payment(s) of more than $1,000,000 in remuneration or
excess parachute payment(s) during the year? 15
If "Yes," see instructions and file Form 4720, Schedule N.
16 Is the organization an educational institution subject to the section 4968 excise tax on net investment income? 16
If "Yes," complete Form 4720, Schedule O.

Form 990 (2019

DAA



32BR285S

Form 990 (2019) BROOK LANE HEALTH SERVI CES, | NC. 52- 0698850 Page 6
Part VI Governance, Management, and Disclosure For each "Yes" response to lines 2 through 7b below, and for a "No"
response to line 8a, 8b, or 10b below, describe the circumstances, processes, or changes on Schedule O. See instructions.
Check if Schedule O contains a response or note to any line in this Part VI ... . e
Section A. Governing Body and Management

Yes | No
la Enter the number of voting members of the governing body at the end of the tax year 1a | 11
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 on Schedule O.
b Enter the number of voting members included on line 1a, above, who are independent b | 11
2 Did any officer, director, trustee, or key employee have a family relationship or a business relationship with
any other officer, director, trustee, or key employee? 2 X
3 Did the organization delegate control over management duties customarily performed by or under the direct
supervision of officers, directors, 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? 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? 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? 7b X
8  Did the organization contemporaneously document the meetings held or written actions undertaken during the year by the following:
a The doveming body? ga | X
b Each committee with authority to act on behalf of the governing body? sb | X
9 Is there any officer, director, trustee, or key employee listed in Part VII, Section A, who cannot be reached at
the organization’s mailing address? If “Yes,” provide the names and addresses on Schedule O . ... .. ... ... .. .. ..o ... 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 affiiates? 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
1la 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,"go to line13 12a| X
b Were officers, directors, or trustees, and key employees required to disclose annually interests that could give rise to conflicts? 120 | X
c Did the organization regularly and consistently monitor and enforce compliance with the policy? If “Yes,”
describe in Schedule O how this was done 12c | X
13 13| X
14 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?
The organization’s CEO, Executive Director, or top management officd 15a | X
b Other officers or key employees of the organization b | X
If “Yes” to line 15a or 15b, describe the process in Schedule O (see instructions).
16a Did the organization invest in, contribute assets to, or participate in a joint venture or similar arrangement
with a taxable entty during the year? 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 t0 SUCh armangementS? . . ... ... ...ttt 16b
Section C. Disclosure
17  List the states with which a copy of this Form 990 is required to be filed u VD

18  Section 6104 requires an organization to make its Forms 1023 (1024 or 1024-A, 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 |X| Upon request |:| Other (explain on Schedule O)
19  Describe on 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, address, and telephone number of the person who possesses the organization's books and records U

R LYNN RUSH NG 13121 BROOK LANE
HAGERSTOM MD 21742 301- 733- 0330

DAA Form 990 (2019




32BR285S

Form 990 (2019) BROOK LANE HEALTH SERVI CES, | NC 52- 0698850 Page 7

Part VIl Compensation of Officers, Directors, Trustees, Key Employees, Highest Compensated Employees, and
Independent Contractors
Check if Schedule O contains a response or note to any lineinthis Part VIl ... ... |:|
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.

o 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.

o 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.

o List all of the organization's former officers, key employees, and highest compensated employees who received more than

$100,000 of reportable compensation from the organization and any related organizations.

o 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.

See instructions for the order in which to list the persons above.
Check this box if neither the organization nor any related organization compensated any current officer, director, or trustee.

) B) © @) B (F)
Name and title Average Position Reportable Reportable Estimated amount
hours (do not check more than one compensation compensation of other
per week box, unless person is both an from the from related compensation
(list any officer and a director/trustee) organization organizations from the
hours for SST=sTo = ezl (W-2/1099-MISC) (W-2/1099-MISC) organization and
relfslteq ;%— 22| .3:-%_ % related organizations
o B2l S| |E LT
dotted line) 5 ; % ?%
O DAVID GONZALEZ, WD,
SRR 48. 89
MEDI CAL DI RECTOR 0. 00 X 405, 952 50, 594
@ JANVAL FAWAZ
UURURRRT W 40. 69
PSYCH ATRI ST 0. 00 X 312, 232 52,624
e MAXI M LI AN T. BADOY
UURURRRT W 57.07
PSYCH ATRI ST 0. 00 X 308, 687 53, 809
@ OLGA P. DEM NA
UURURRRT W 35. 59
PSYCH ATRI ST 0. 00 X 261, 468 54, 847
s ALEXANDER T. DEVJER
UURURRRT W 40. 00
PSYCH ATRI ST 0. 00 X 278, 867 31, 545
© CORVI N F.  ROBI NJON
UURURRRT W 41. 45
PSYCH ATRI ST 0. 00 X 290, 490 18, 850
@R LYNN RUSH NG
) 40. 77
CEO 0. 00 X 231, 080 37,231
©® DAVI D SCHEY
) 40. 00
CFO 0. 00 X 126,176 38, 597
© JASON ALLEN
) 40. 00
0 0. 00 X 113, 633 34, 896
10 ROBERT FRI TZ
) 40. 77
ao 0. 00 X 110, 189 37,500
@1 LARRY BAYER
) 0.50
CHAI R 0.50 | X X 0 0

DAA

Form 990 (2019



32BR285S

Form 990 (2019) BROOK LANE HEALTH SERVI CES, | NC 52- 0698850 Page 8
Part VII Section A. Officers, Directors, Trustees, Key Employees, and Highest Compensated Employees (continued)
) ® © ©) ® ®
Name and title Average Position Reportable Reportable Estimated amount
hours (do not check more than one compensation compensation of other
per week b°>,(’ unless per§on is both an from the from related compensation
(ist any officer and a directorftrustee) organization organizations from the
hours for 25| 3| 0o BEE S (W-2/1099-MISC) (W-2/1099-MISC) organization and
related 9%‘ 2 e 2 'g_% 3 related organizations
organizations gg‘ = g |82 2
below ) i-’ 3 ° |®g
dotted line) gl 2 3| 3
sl & 2
ol g 4]
® g
(12) GECOFF COLENAN
STTIUITTIUROTIPIORRRRRTIY O 0.50
Dl RECTOR 0.50 (X 0 0
(13) HEATHER H NKUE
STTIUITTIUROTIPIORRRRRTIY O 0.50
Dl RECTOR 0.50 (X 0 0
(14) LAUREN HUGUENI N
STTIUITTIUROTIPIORRRRRTIY O 0.50
Dl RECTOR 0.50 (X 0 0
(15) SHARON KUHNS
STTIUITTIUROTIPIORRRRRTIY O 0.50
Dl RECTOR 0.50 [X 0 0
(16) ERNESTO LOPE4
STTIUITTIUROTIPIORRRRRTIY O 0.50
Dl RECTOR 0.50 [X 0 0
(17) RAY MLLER
TR SPDRRRRRTIOY RO 0.50
VI CE CHAI R 0.50 [X X 0 0
(18) LISA D. SM TH
STTIUITTIUROTIPIORRRRRTIY O 0.50
Dl RECTOR 0.50 [X 0 0
(19) TOD SALI SBURY,
STTIUITTIUROTIPIORRRRRTIY O 0.50
Dl RECTOR 0.50 [X 0 0
1b Subtotal ........ ... . . . u 2, 438, 174 410, 493
c Total from continuation sheets to Part VII, Section A ... ... ... u
d Total (add lines Iband 1c) ... u 2,438, 774 410, 493
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 U
Yes | No
3 Did the organization list any former officer, director, trustee, key employee, or highest compensated
employee on line 1a? If “Yes,” complete Schedule J for such individual . . 3 X
4 For any individual listed on line 1a, is the sum of reportable compensation and other compensation from the
organization and related organizations greater than $150,0007? If “Yes,” complete Schedule J for such
IGVIGUB oo e, 4 | X
5 Did any person listed on line 1a receive or accrue compensation from any unrelated organization or individual
for_services rendered to the organization? If “Yes,” complete Schedule J for SUCh Person . ................ .. ..iii'iiieiitieee.. .. 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 C,
Name and b(us)iness address Descriptio(n )of services Com;:ger%sation
ANTI ETAM PEDI ATRICS AND ADOLESCENT 1161 OQMEGA DRI VE
HAGERSTOMN MD 21740 PSYCH ATRI C 129, 237

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

DAA
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Form 990 (2019) BROOK LANE HEALTH SERVI CES, | NC 52- 0698850 Page 9

Part VIII  Statement of Revenue
Check if Schedule O contains a response or note to any line inthis Part VIIl ... ... ... ... |:|
Q) (B) © (D)
Total revenue Related or exempt Unrelated Revenue excluded
function revenue business revenue from tax under
sections 512-514
g g la Federated campaigns la
gg b Membership dues 1b
w—g ¢ Fundraising events 1c
-‘g & d Related organizatons =~ d
73 E| e Govemment grants (conmouons) le 2, 362, 860
5‘2 f Al other contributions, gifts, grants,
Eé’ and similar amounts not included above . ....... 1f 9 4, 212
‘E’g g Noncash contributions included in lines 1a-1f . .. 1g |$
8 G| h Total. Add lines 1a—1f ... ... ... u 2,457,072
Business Code
o | 2a  PATIENT SERVI CE REVENLE 900099| 21, 095,563| 21,095, 563
S | b  OTHER CPERATING REVEME 611710 419, 359 419, 359
g qc:, . ColER MERALL NS, Ve
£ % G
gp: o
& e
f All other program service revenue .....................
g Total. Add lines 2a=2f ............. ... ... ... u 21,514,922
3 Investment income (including dividends, interest, and
other similar amounts) u 5, 807 5, 807
4 Income from investment of tax-exempt bond proceeds u
5 Royalties ... ... u
() Real (i) Personal
6a Gross rents 6a 17,520
b Less: rental expenses [ 6b
C Rental inc. or (loss) 6C 17,520
d Net rental income or (I0SS) ........o.ouiiuiiiiiii i, u 17,520 17,520
7@ Gross amount from () Securities (i) Other
sales of assets
other than inventory | 7@
o b Less: cost or other
& basis and sales exps. [ 7b 183
&>’ ¢ Gain or (loss) 7c -183
5| d Netgain or (I0SS) . ......c.oouein e u -183 -183
% 8a Gross income from fundraising events
(not including  $
of contributions reported on line 1c).
See Part IV, lne 18 8a
b Less: direct expenses 8b
Net income or (loss) from fundraising events .................. u
9a Gross income from gaming activities.
See Part IV, lne19 9a
b Less: direct expenses 9b
¢ Net income or (loss) from gaming activities .................... u
10a Gross sales of inventory, less
returns and allowances 10a
b Less: cost of goods sold 10b
Net income or (loss) from sales of inventory ................... u
Business Code
S.l11a  OMHER REVENE 900099 452, 343 452, 343
B2 D
B8
b= d Allotherrevenue ... ... ... .. ... ... . . ...
e Total. Add lines 11a—11d ... ... ... ... .. .. ... u 452, 343
12 Total revenue. See instructions .............................. u 24,447, 481 21, 967, 265 0 23, 144

DAA

Form 990 (2019
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Page 10

Part IX

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, Total t(aﬁzjenses Prograr(r?)service Manageﬁ)ent and Fun(i(Ea)ising
7b, 8b, 9b, and 10b of Part VIl expenses general expenses expenses
1 Grants and other assistance to domestic organizations
and domestic governments. See Part IV, lne 21~~~
2 Grants and other assistance to domestic
individuals. See Part IV, lne 22
3 Crants and other assistance to foreign
organizations, foreign governments, and foreign
individuals. See Part IV, lines 15and 16
4 Benefits paid to or for members
5 Compensation of current officers, directors,
trustees, and key employees 1, 196, 413 747, 304 449, 109
6 Compensation not included above to disqualified
persons (as defined under section 4958(f)(1)) and
persons described in section 4958(c)(3)(B) .
7 Other salaries and wages 11, 465, 432 8, 898, 350 2, 567, 082
8 Pension plan accruals and contributions (include
section 401(k) and 403(b) employer contributions) 193, 495 165, 654 27,841
9 Other employee benefts 1, 715, 226 1, 317, 367 397, 859
10 Payoll taxes 1, 050, 071 802, 021 248, 050
11 Fees for services (nonemployees):
a Management
bolegal . 10, 537 650 9, 887
¢ Accounting 33, 600 33, 600
d Lobbying
e Professional fundraising services. See Part IV, line 17
f Investment management fees
g Other. (If line 11g amount exceeds 10% of line 25, column
(A) amount, list line 11g expenses on Schedule 0)
12 Advertising and promotion 23, 128 23, 128
13 Office expenses 49, 825 2, 926 46, 899
14  Information technology
15 Royales
16 Occupancy 452, 260 400, 840 51, 420
17 Travel 14, 999 4,311 10, 688
18 Payments of travel or entertainment expenses
for any federal, state, or local public officials
19 Conferences, conventions, and meetings
20 Interest 256, 915 256, 915
21 Payments to affliates
22 Depreciation, depletion, and amortization 1, 151, 302 1, 140, 214 11, 088
23 Insurance 292, 622 292, 622
24 Other expenses. Itemize expenses not covered
above (List miscellaneous expenses on line 24e. If
line 24e amount exceeds 10% of line 25, column
(A) amount, list line 24e expenses on Schedule O.)
a SUPPLIES 1, 388, 768 1, 346, 072 42, 696
b MED CAL EXPENSES 1, 330, 497 1, 326, 980 3,517
c BAD DEBIS 761, 666 762, 620 -954
d BEQUPMENT 5595, 609 266, 499 289, 110
e Al other expenses 508, 955 153, 683 355, 272
25 Total functional expenses. Add lines 1 through 24e ... .. 22, 451, 320 17, 592, 406 4, 858, 914 0
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 u |:| if
following SOP 98-2 (ASC 958-720) .. .............
DAA Form 990 (2019)
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Form 990 (2019) BROOK LANE HEALTH SERVI CES, | NC. 52- 0698850 Page 11
Part X Balance Sheet
Check if Schedule O contains a response or note to any line in this Part X . i, |_L
(A) ®)
Beginning of year End of year
1 Cash—non-interest-bearing 1, 400]| 1 1, 400
2 Savings and temporary cash investments 1, 533, 285 2 6, 151, 937
3 Pledges and grants receivable, net 3, 750]| 3
4 Accounts receivable, net 5, 458, 162 4 2, 847, 351
5 Loans and other receivables from any current or former officer, director,
trustee, key employee, creator or founder, substantial contributor, or 35%
controlled entity or family member of any of these persons 5
6 Loans and other receivables from other disqualified persons (as defined
@ under section 4958(f)(1)), and persons described in section 4958(c)3)B) = 6
fty’) 7 Notes and loans receivable, net 22, 073 7 349
< | 8 Inventories forsaleoruse 164, 674 8 133, 683
9 Prepaid expenses and deferred charges 514, 322 9 509, 620
10a Land, buildings, and equipment: cost or other
basis. Complete Part VI of SchedueD 10a 23, 885, 692
b Less: accumulated depreciaton 10b 9, 964, 204 13, 911, 733 10c 13, 921, 488
11 Investments—publicly traded securites 11
12 Investments—other securities. See Part IV, line12r 286, 140 12 275, 547
13 Investments—program-related. See Part Iv, ine1z. 13
14 Intangble assets 14
15 Otherassets. See Part IV, line 11 15
16 Total assets. Add lines 1 through 15 (must equal line 33) ................................ 21, 895, 539 16 23, 841, 375
17 Accounts payable and accrued expenses 2, 661, 716 17 3, 229, 499
18 Grants payable 18
19 Deferred O U 19
20 Tax-exempt bond liabiies 4, 414, 343 20 4, 132, 501
21 Escrow or custodial account liability. Complete Part IV of ScheduleD 21
«» | 22 Loans and other payables to any current or former officer, director,
§ trustee, key employee, creator or founder, substantial contributor, or 35%
E controlled entity or family member of any of these persons 22
=123 Secured mortgages and notes payable to unrelated third paries 1, 521, 5551 23 1, 185, 289
24 Unsecured notes and loans payable to unrelated third paries 24
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 334, 183 25 955, 163
26 _Total liabilities. Add ines 17 through 25 ...\ oiiue i 8,931, 797 26 9,102,452
Organizations that follow FASB ASC 958, check here u |X|
a8 and complete lines 27, 28, 32, and 33.
% 27  Net assets without donor restricions 12, 663, 077 27 14, 379, 626
g 28 Net assets with donor restricions 300, 665 28 359, 297
2 Organizations that do not follow FASB ASC 958, check here u D
T and complete lines 29 through 33.
S |29 Capital stock or trust principal, or current funds 29
‘03 30 Paid-in or capital surplus, or land, building, or equipment fund 30
é’(’ 31 Retained earnings, endowment, accumulated income, or other funds 31
g 32 Total net assets or fund balances 12, 963, 742 32 14, 738, 923
33 Total liabilities and net assets/fund balances .................. .. .. ... .. .. .. . . . .. ... 21, 895, 539 33 23, 841, 375

DAA
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Form 990 2019) BROOK LANE HEALTH SERVI CES, | NC. 52- 0698850 Page 12
Part Xl Reconciliation of Net Assets x
1 1 24,447, 481
2 2 22,451, 320
3 3 1, 996, 161
4 4 12, 963, 742
5 5
6 6
7 7
8 8
9 9 - 220, 980

10 Net assets or fund balances at end of year. Combine lines 3 through 9 (must equal Part X, line
32, COUMN (B)) oottt 10 14, 738, 923
Part Xll  Financial Statements and Reporting
Check if Schedule O contains a response or note to any line inthis Part X1l ... |:|
Yes [ No
1 Accounting method used to prepare the Form 990: |:| Cash |Z| 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 |Z| Both consolidated and separate basis
c If “Yes” to line 2a or 2b, does the organization have a committee that assumes responsibility for oversight of
the audit, review, or compilation of its financial statements and selection of an independent accountant> 2c | X
If the organization changed either its oversight process or selection process during the tax year, explain on
Schedule O.
3a As a result of a federal award, was the organization required to undergo an audit or audits as set forth in the
Single Audit Act and OMB Circular A-133? 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 on Schedule O and describe any steps taken to undergo such audits .. .............................. 3b

DAA

Form 990 (2019
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Form 990 (2019) BROOK LANE HEALTH SERVI CES, | NC 52- 0698850 Page 8
Part VII Section A. Officers, Directors, Trustees, Key Employees, and Highest Compensated Employees (continued)
) ® © ©) ® ®
Name and title Average Position Reportable Reportable Estimated amount
hours (do not check more than one compensation compensation of other
per week b°>,(’ unless per§on is both an from the from related compensation
(ist any officer and a directorftrustee) organization organizations from the
hours for 25| 3| 0o BEE S (W-2/1099-MISC) (W-2/1099-MISC) organization and
related 9%‘ 2 e 2 'g_% 3 related organizations
organizations gg‘ = g |82 2
below El i-’ 3 S |®g
dotted line) gl 2 3| 3
| & 2
ol g 4]
® @
o
(20) CHRI STOPHER $TOCKSLAGER
STTIUITTIUROTIPIORRRRRTIY O 0.50
Dl RECTOR 0.50 (X 0 0
(21) KELLY WEAVER
STTIUITTIUROTIPIORRRRRTIY O 0.50
Dl RECTOR 0.50 (X 0 0
1b  Subtotal ... ... .. . u
c Total from continuation sheets to Part VII, Section A ... ... ... u
d Total (add lineslband 1c) ... ... ... ... .. ... ...l u
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 U
Yes | No
3 Did the organization list any former officer, director, trustee, key employee, or highest compensated
employee on line 1a? If “Yes,” complete Schedule J for such individual . . 3
4 For any individual listed on line 1a, is the sum of reportable compensation and other compensation from the
organization and related organizations greater than $150,0007? If “Yes,” complete Schedule J for such
INdIVIAUBL 4
5 Did any person listed on line 1a receive or accrue compensation from any unrelated organization or individual
for_services rendered to the organization? If “Yes,” complete Schedule J for SUCh Person . ................ .. ..iii'iiieiitieee.. .. 5
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 C,
Name and b(us)iness address Descriptio(n )of services Com;:ger%sation

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

DAA
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SCHEDULE A Public Charity Status and Public Support OMB No. 15450047
Form 990 or 990-EZ
( ) Complete if the organization is a section 501(c)(3) organization or a section 4947(a)(1) nonexempt charitable trust. 2019
Department of the Treasury u Attach to Form 990 or Form 990-EZ. Open to Public
Internal Revenue Service ) . . X . .
U Go to www.irs.gov/Form990 for instructions and the latest information. Inspection

Name of the organization Employer identification number

BROOK LANE HEALTH SERVI CES, | NC. 52- 0698850

Part |

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 12, check only one box.)

1 A church, convention of churches, or association of churches described in section 170(b)(1)(A)().
2 A school described in section 170(b)(1)(A)(ii). (Attach Schedule E (Form 990 or 990-EZ).)
3 A hospital or a cooperative hospital service organization described in section 170(b)(1)(A)(iii).
4 A medical research organization operated in conjunction with a hospital described in section 170(b)(1)(A)(iii). Enter the hospital's name,
city, N SIAtE!
5 |:| 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 II.)
6 H A federal, state, or local government or governmental unit described in section 170(b)(1)(A)(V).
7 An organization that normally receives a substantial part of its support from a governmental unit or from the general public
described in section 170(b)(1)(A)(vi). (Complete Part II.)
8 H A community trust described in section 170(b)(1)(A)(vi). (Complete Part I1.)
9 An agricultural research organization described in section 170(b)(1)(A)(ix) operated in conjunction with a land-grant college
or university or a non-land-grant college of agriculture (see instructions). Enter the name, city, and state of the college or
T TSy
10 |:| An organization that normally receives: (1) more than 33 1/3% of its support from contributions, membership fees, and gross
receipts from activities related to its exempt functions—subject to certain exceptions, and (2) no more than 33 1/3% of its
support from gross investment income and unrelated business taxable income (less section 511 tax) from businesses
acquired by the organization after June 30, 1975. See section 509(a)(2). (Complete Part IIl.)
11 An organization organized and operated exclusively to test for public safety. See section 509(a)(4).
12 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 in lines 12a through 12d that describes the type of supporting organization and complete lines 12e, 12f, and 12g.
a |:| Type |. A supporting organization operated, supervised, or controlled by its supported organization(s), typically by giving
the supported organization(s) the power to regularly appoint or elect a majority of the directors or trustees of the
supporting organization. You must complete Part IV, Sections A and B.
b |:| Type Il. A supporting organization supervised or controlled in connection with its supported organization(s), by having
control or management of the supporting organization vested in the same persons that control or manage the supported
organization(s). You must complete Part IV, Sections A and C.
c |:| Type Il functionally integrated. A supporting organization operated in connection with, and functionally integrated with,
its supported organization(s) (see instructions). You must complete Part IV, Sections A, D, and E.
d |:| Type Il non-functionally integrated. A supporting organization operated in connection with its supported organization(s)
that is not functionally integrated. The organization generally must satisfy a distribution requirement and an attentiveness
requirement (see instructions). You must complete Part IV, Sections A and D, and Part V.
e |:| Check this box if the organization received a written determination from the IRS that it is a Type |, Type II, Type I
functionally integrated, or Type Il non-functionally integrated supporting organization.
f  Enter the number of supported organizations |:’
g Provide the following information about the supportedorganlzatlon(s) """""""""""""""""""""""""""""""""""
(i) Name of supported (ii) EIN (iii) Type of organization (iv) Is the organization (v) Amount of monetary (vi) Amount of
organization (described on lines 1-10 listed in your governing support (see other support (see
above (see instructions)) document? instructions) instructions)
Yes No
(A)
®)
©
©)
B
Total
For Paperwork Reduction Act Notice, see the Instructions for Form 990 or 990-EZ. Schedule A (Form 990 or 990-EZ) 2019

DAA



Schedule A (Form 990 or 990-EZ) 2019

BROOK LANE HEALTH SERVI CES, | NC.

52- 0698850

32BR285S

Page 2

Part I

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 IIl. If the organization fails to qualify under the tests listed below, please complete Part Ill.)

Section A. Public Support

Calendar year (or fiscal year beginning in) u

1

6

(a) 2015 (b) 2016 (c) 2017 (d) 2018

(e) 2019

(f) Total

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 its behalf

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 ()

Public support. Subtract line 5 from line 4 . ..

Section B. Total Support

Calendar year (or fiscal year beginning in) u

7
8

10

11
12
13

(a) 2015 (b) 2016 (c) 2017 (d) 2018

(e) 2019

(f) Total

Amounts from line 4

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

Net income from unrelated business
activities, whether or not the business
is regularly carried on ........ ... ... .. ..

Other income. Do not include gain or
loss from the sale of capital assets
(Explain in Part VI.) ......................

Total support. Add lines 7 through 10

Gross receipts from related activities, etc. (see instructions)
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 this DOX aNd STOD METE L ..o .o ettt iiieiiiiiiiies > |_|

Section C. Computation of Public Support Percentage

14
15
16a

17a

18

Public support percentage for 2019 (line 6, column (f) divided by line 11, column (f))

Public support percentage from 2018 Schedule A, Part Il, line 124
33 1/3% support test—2019. If the organization did not check the box on line 13, and line 14 is 33 1/3% or more, check this
box and stop here. The organization qualifies as a publicly supported organization
33 1/3% support test—2018. If the organization did not check a box on line 13 or 16a, and line 15 is 33 1/3% or more, check
this box and stop here. The organization qualifies as a publicly supported organization
10%-facts-and-circumstances test—2019. 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 VI how the organization meets the "facts-and-circumstances” test. The organization qualifies as a publicly supported
organization
10%-facts-and-circumstances test—2018. 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 VI how the organization meets the "facts-and-circumstances"” test. The organization qualifies as a publicly
supported organization
Private foundation. If the organization did not check a box on line 13, 16a, 16b, 17a, or 17b, check this box and see
instructions

14

15

................................................................................................................................. > []

DAA
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Schedule A (Form 990 or 990-EZ) 2019 BROOK LANE HEALTH SERVI CES, Page 3
Part I Support Schedule for Organizations Described in Section 509(a)(2)
(Complete only if you checked the box on line 10 of Part | or if the organization failed to qualify under Part II.
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) u (@) 2015 (b) 2016 (c) 2017 (d) 2018 (e) 2019 (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
fumished 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 through5
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
8  Public support. (Subtract line 7c from
ine6.) . ...
Section B. Total Support
Calendar year (or fiscal year beginning in) u (a) 2015 (b) 2016 (c) 2017 (d) 2018 (e) 2019 (f) Total
9 Amounts from line6
10a Gross income from interest, dividends,
payments received on securities loans, rents,
royalties, and income from similar sources . ...
b Unrelated business taxable income (less
section 511 taxes) from businesses
acquired after June 30, 1975
c Addlines 10aand10b
11 Net income from unrelated business
activities not included in line 10b, whether
or not the business is regularly carried on . . . . .
12  Other income. Do not include gain or
loss from the sale of capital assets
(Explain in Part VI)
13  Total support. (Add lines 9, 10c, 11,
and12)
14  First five years. If the Form 990 is for the organization’s first, second, third, fourth, or fifth tax year as a section 501(c)(3)
organization, check this DOX and SIOP NEIe . . .. . .. e > |:|
Section C. Computation of Public Support Percentage
15  Public support percentage for 2019 (line 8, column (f), divided by line 13, coun ¢ .~~~ 15 %
16 Public support percentage from 2018 Schedule A, Part Ill, ine 15 . . . i, 16 %
Section D. Computation of Investment Income Percentage
17 Investment income percentage for 2019 (line 10c, column (f), divided by line 13, courn ) 17 %
18 Investment income percentage from 2018 Schedule A, Part lll, line 17 18 %
19a 33 1/3% support tests—2019. If the organization did not check the box on line 14, and line 15 is more than 33 1/3%, and line
17 is not more than 33 1/3%, check this box and stop here. The organization qualifies as a publicly supported organization........................... > |:|
b 33 1/3% support tests—2018. If the organization did not check a box on line 14 or line 19a, and line 16 is more than 33 1/3%, and
line 18 is not more than 33 1/3%, check this box and stop here. The organization qualifies as a publicly supported organization ...................... > |:|
20  Private foundation. If the organization did not check a box on line 14, 19a, or 19b, check this box and see instructions .............................. > |:|

DAA
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Page 4
Part IV Supporting Organizations
(Complete only if you checked a box in line 12 on Part I. If you checked 12a of Part |, complete Sections A
and B. If you checked 12b of Part I, complete Sections A and C. If you checked 12c of Part I, complete
Sections A, D, and E. If you checked 12d of Part |, complete Sections A and D, and complete Part V.)
Section A. All Supporting Organizations
Yes No

3a

4a

5a

9a

10a

Are all of the organization’s supported organizations listed by name in the organization’s governing
documents? If “No," describe in Part VI how the supported organizations are designated. If designated by
class or purpose, describe the designation. If historic and continuing relationship, explain.

Did the organization have any supported organization that does not have an IRS determination of status

under section 509(a)(1) or (2)? If "Yes," explain in Part VI how the organization determined that the supported
organization was described in section 509(a)(1) or (2).

Did the organization have a supported organization described in section 501(c)(4), (5), or (6)? If "Yes," answer
(b) and (c) below.

Did the organization confirm that each supported organization qualified under section 501(c)(4), (5), or (6) and
satisfied the public support tests under section 509(a)(2)? If "Yes," describe in Part VI when and how the
organization made the determination.

Did the organization ensure that all support to such organizations was used exclusively for section 170(c)(2)(B)
purposes? If "Yes," explain in Part VI what controls the organization put in place to ensure such use.

Was any supported organization not organized in the United States (“foreign supported organization")? If
"Yes," and if you checked 12a or 12b in Part I, answer (b) and (c) below.

Did the organization have ultimate control and discretion in deciding whether to make grants to the foreign
supported organization? If "Yes," describe in Part VI how the organization had such control and discretion
despite being controlled or supervised by or in connection with its supported organizations.

Did the organization support any foreign supported organization that does not have an IRS determination
under sections 501(c)(3) and 509(a)(1) or (2)? If “Yes," explain in Part VI what controls the organization used
to ensure that all support to the foreign supported organization was used exclusively for section 170(c)(2)(B)
purposes.

Did the organization add, substitute, or remove any supported organizations during the tax year? If "Yes,"
answer (b) and (c) below (if applicable). Also, provide detail in Part VI, including (i) the names and EIN
numbers of the supported organizations added, substituted, or removed,; (ii) the reasons for each such action;
(iii) the authority under the organization's organizing document authorizing such action; and (iv) how the action
was accomplished (such as by amendment to the organizing document).

Type | or Type Il only. Was any added or substituted supported organization part of a class already
designated in the organization's organizing document?

Substitutions only. Was the substitution the result of an event beyond the organization's control?

Did the organization provide support (whether in the form of grants or the provision of services or facilities) to
anyone other than (i) its supported organizations, (i) individuals that are part of the charitable class benefited
by one or more of its supported organizations, or (jii) other supporting organizations that also support or
benefit one or more of the filing organization’s supported organizations? If "Yes," provide detail in Part VI.

Did the organization provide a grant, loan, compensation, or other similar payment to a substantial contributor
(as defined in section 4958(c)(3)(C)), a family member of a substantial contributor, or a 35% controlled entity
with regard to a substantial contributor? If “Yes,” complete Part | of Schedule L (Form 990 or 990-EZ).

Did the organization make a loan to a disqualified person (as defined in section 4958) not described in line 7?
If "Yes," complete Part | of Schedule L (Form 990 or 990-EZ).

Was the organization controlled directly or indirectly at any time during the tax year by one or more

disqualified persons as defined in section 4946 (other than foundation managers and organizations described
in section 509(a)(1) or (2))? If “Yes," provide detail in Part VI.

Did one or more disqualified persons (as defined in line 9a) hold a controlling interest in any entity in which

the supporting organization had an interest? If “Yes," provide detail in Part VI.

Did a disqualified person (as defined in line 9a) have an ownership interest in, or derive any personal benefit
from, assets in which the supporting organization also had an interest? If "Yes," provide detail in Part VI.

Was the organization subject to the excess business holdings rules of section 4943 because of section
4943(f) (regarding certain Type Il supporting organizations, and all Type Ill non-functionally integrated
supporting organizations)? If "Yes," answer 10b below.

Did the organization have any excess business holdings in the tax year? (Use Schedule C, Form 4720, to
determine whether the organization had excess business holdings.)

3a

3b

3c

4a

4b

4c

5a

5b

5c

9a

9b

9c

10a

10b

DAA
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Schedule A (Form 990 or 990-EZ) 2019 BROOK LANE HEALTH SERVI CES, | NC. 52- 0698850 Page 5
Part IV Supporting Organizations (continued)

Yes No

11  Has the organization accepted a gift or contribution from any of the following persons?
a A person who directly or indirectly controls, either alone or together with persons described in (b) and (c)
below, the governing body of a supported organization? 1lla
b A family member of a person described in (a) above? 11b
c A 35% controlled entity of a person described in (a) or (b) above? If "Yes" to a, b, or c, provide detail in Part VI. 1llc
Section B. Type | Supporting Organizations

Yes No

1 Did the directors, trustees, or membership of one or more supported organizations have the power to
regularly appoint or elect at least a majority of the organization’s directors or trustees at all times during the
tax year? If "No," describe in Part VI how the supported organization(s) effectively operated, supervised, or
controlled the organization’s activities. If the organization had more than one supported organization,
describe how the powers to appoint and/or remove directors or trustees were allocated among the supported
organizations and what conditions or restrictions, if any, applied to such powers during the tax year. 1
2 Did the organization operate for the benefit of any supported organization other than the supported
organization(s) that operated, supervised, or controlled the supporting organization? If “Yes," explain in Part
VI how providing such benefit carried out the purposes of the supported organization(s) that operated,
supervised, or controlled the supporting organization. 2

Section C. Type Il Supporting Organizations

Yes No

1 Were a majority of the organization’s directors or trustees during the tax year also a majority of the directors
or trustees of each of the organization’s supported organization(s)? If "No," describe in Part VI how control
or management of the supporting organization was vested in the same persons that controlled or managed
the supported organization(s). 1

Section D. All Type Ill Supporting Organizations

Yes No

1 Did the organization provide to each of its supported organizations, by the last day of the fifth month of the
organization’s tax year, (i) a written notice describing the type and amount of support provided during the prior tax
year, (i) a copy of the Form 990 that was most recently filed as of the date of notification, and (iii) copies of the
organization’s governing documents in effect on the date of notification, to the extent not previously provided? 1

2 Were any of the organization’s officers, directors, or trustees either (i) appointed or elected by the supported
organization(s) or (ii) serving on the governing body of a supported organization? If "No," explain in Part VI how
the organization maintained a close and continuous working relationship with the supported organization(s). 2

3 By reason of the relationship described in (2), did the organization’s supported organizations have a
significant voice in the organization’s investment policies and in directing the use of the organization’s

income or assets at all times during the tax year? If "Yes," describe in Part VI the role the organization’s
supported organizations played in this regard. 3
Section E. Type Il Functionally-Integrated Supporting Organizations
1 Check the box next to the method that the organization used to satisfy the Integral Part Test during the year (see instructions).
a The organization satisfied the Activities Test. Complete line 2 below.
b The organization is the parent of each of its supported organizations. Complete line 3 below.
c The organization supported a governmental entity. Describe in Part VI how you supported a government entity (see instructions).

2 Activities Test. Answer (a) and (b) below. Yes No
a Did substantially all of the organization’s activities during the tax year directly further the exempt purposes of
the supported organization(s) to which the organization was responsive? If "Yes," then in Part VI identify
those supported organizations and explain how these activities directly furthered their exempt purposes,

how the organization was responsive to those supported organizations, and how the organization determined
that these activities constituted substantially all of its activities. 2a

b Did the activities described in (a) constitute activities that, but for the organization’s involvement, one or more
of the organization’s supported organization(s) would have been engaged in? If "Yes," explain in Part VI the
reasons for the organization’s position that its supported organization(s) would have engaged in these
activities but for the organization’s involvement. 2b

3 Parent of Supported Organizations. Answer (a) and (b) below.

a Did the organization have the power to regularly appoint or elect a majority of the officers, directors, or
trustees of each of the supported organizations? Provide details in Part VI. 3a

b Did the organization exercise a substantial degree of direction over the policies, programs, and activities of each

of its supported organizations? If "Yes," describe in Part VI the role played by the organization in this regard. 3b
DAA Schedule A (Form 990 or 990-EZ) 2019
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Schedule A (Form 990 or 990-EZ) 2019 BROOK LANE HEALTH SERVI CES, | NC. 52- 0698850 Page 6
Part V Type Il Non-Functionally Integrated 509(a)(3) Supporting Organizations
1 |:| Check here if the organization satisfied the Integral Part Test as a qualifying trust on Nov. 20, 1970 (explain in Part VI). See
instructions. All other Type Ill non-functionally integrated supporting organizations must complete Sections A through E.

Section A - Adjusted Net Income (A) Prior Year ®) Cur.rent Year
(optional)
1 Net short-term capital gain 1
2 Recoveries of prior-year distributions 2
3 Other gross income (see instructions) 3
4 Add lines 1 through 3. 4
5 Depreciation and depletion 5
6 Portion of operating expenses paid or incurred for production or
collection of gross income or for management, conservation, or
maintenance of property held for production of income (see instructions) 6
7 Other expenses (see instructions) 7
8 Adjusted Net Income (subtract lines 5, 6, and 7 from line 4) 8
Section B - Minimum Asset Amount (A) Prior Year ®) Cur.rent Year
(optional)
1 Aggregate fair market value of all non-exempt-use assets (see
instructions for short tax year or assets held for part of year):
a Average monthly value of securities la
b  Average monthly cash balances 1b
c__ Fair market value of other non-exempt-use assets 1c
d Total (add lines 1a, 1b, and 1c) 1d
e Discount claimed for blockage or other
factors (explain in detail in Part VI):
2 Acquisition indebtedness applicable to non-exempt-use assets 2
3 Subtract line 2 from line 1d. 3
4 Cash deemed held for exempt use. Enter 1-1/2% of line 3 (for greater amount,
see instructions). 4
5 Net value of non-exempt-use assets (subtract line 4 from line 3) 5
6 Multiply line 5 by .035. 6
7 Recoveries of prior-year distributions 7
8 Minimum Asset Amount (add line 7 to line 6) 8
Section C - Distributable Amount Current Year
1 Adjusted net income for prior year (from Section A, line 8, Column A) 1
2 Enter 85% of line 1. 2
3 Minimum asset amount for prior year (from Section B, line 8, Column A) 3
4 Enter greater of line 2 or line 3. 4
5 Income tax imposed in prior year 5
6 Distributable Amount. Subtract line 5 from line 4, unless subject to
emergency temporary reduction (see instructions). 6
7 |:| Check here if the current year is the organization's first as a non-functionally integrated Type Il supporting organization (see

instructions).

Schedule A (Form 990 or 990-EZ) 2019
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BROOK LANE HEALTH SERVI CES,

| NC.

32BR285S

52- 0698850 Page 7

Part V

Type lll Non-Functionally Integrated 509(a)(3) Supporting Organizations (continued)

Section D - Distributions

Current Year

Amounts paid to supported organizations to accomplish exempt purposes

N -

Amounts paid to perform activity that directly furthers exempt purposes of supported

organizations, in excess of income from activity

Administrative expenses paid to accomplish exempt purposes of supported organizations

Amounts paid to acquire exempt-use assets

Qualified set-aside amounts (prior IRS approval required)

Other distributions (describe in Part VI). See instructions.

Total annual distributions. Add lines 1 through 6.

[oolN IoN N[>0 (62N - (V]

Distributions to attentive supported organizations to which the organization is responsive

(provide details in Part VI). See instructions.

Distributable amount for 2019 from Section C, line 6

10

Line 8 amount divided by line 9 amount

Section E - Distribution Allocations (see instructions)

0

Excess Distributions

(i)
Underdistributions
Pre-2019

(iii)
Distributable
Amount for 2019

Distributable amount for 2019 from Section C, line 6

Underdistributions, if any, for years prior to 2019
(reasonable cause required-explain in Part VI). See
instructions.

Excess distributions carryover, if any, to 2019

From 2014

From 2015 .. .. ... . .. ... ...l

From 2016 ..................................

From 2017

From 2018 ... . ... . .. ...l

Total of lines 3a through e

Applied to underdistributions of prior years

SKQ || |0 ||

Applied to 2019 distributable amount

Carryover from 2014 not applied (see instructions)

Remainder. Subtract lines 3g, 3h, and 3i from 3f.

Distributions for 2019 from
Section D, line 7: $

Applied to underdistributions of prior years

b Applied to 2019 distributable amount

¢ Remainder. Subtract lines 4a and 4b from 4.

5  Remaining underdistributions for years prior to 2019, if
any. Subtract lines 3g and 4a from line 2. For result
greater than zero, explain in Part VI. See instructions.

6  Remaining underdistributions for 2019. Subtract lines 3h
and 4b from line 1. For result greater than zero, explain in
Part VI. See instructions.

7  Excess distributions carryover to 2020. Add lines 3j
and 4c.

8  Breakdown of line 7:

a Excessfrom?2015. .. ... .. ... ... ............
b Excess from 2016 ...........................
c Excessfrom 2017 ... ... ... .. ... .. ............
d Excess from 2018 .. ..

e Excess from 2019

DAA
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Page 8

Part VI

Supplemental Information. Provide the explanations required by Part Il, line 10; Part Il, line 17a or 17b; Part
Ill, line 12; Part IV, Section A, lines 1, 2, 3b, 3c, 4b, 4c, 5a, 6, 9a, 9b, 9¢, 11a, 11b, and 11c; Part IV, Section

B, lines 1 and 2; Part IV, Section C, line 1; Part IV, Section D, lines 2 and 3; Part IV, Section E, lines 1c, 2a, 2b,
3a, and 3b; Part V, line 1; Part V, Section B, line le; Part V, Section D, lines 5, 6, and 8; and Part V, Section E,
lines 2, 5, and 6. Also complete this part for any additional information. (See instructions.)

DAA

Schedule A (Form 990 or 990-EZ) 2019



32BR285S

OMB No. 1545-0047

Schedule B

(Form 990, 990-EZ,

Schedule of Contributors

or 990-PF) U Attach to Form 990, Form 990-EZ, or Form 990-PF. 2019

Department of the Treasury . . .

Internal Revenue Service u Go to www.irs.gov/Form990 for the latest information.

Name of the organization Employer identification number
BROOK LANE HEALTH SERVI CES, | NC. 52- 0698850

Organization type (check one):

Filers of: Section:

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

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

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

|:| 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

|Z| For an organization filing Form 990, 990-EZ, or 990-PF that received, during the year, contributions totaling $5,000
or more (in money or property) from any one contributor. Complete Parts | and Il. See instructions for determining a
contributor's total contributions.

Special Rules

|:| For an organization described in section 501(c)(3) filing Form 990 or 990-EZ that met the 33%/3% support test of the
regulations under sections 509(a)(1) and 170(b)(1)(A)(vi), that checked Schedule A (Form 990 or 990-EZ), Part Il, line
13, 164, or 16b, and that received from any one contributor, during the year, total contributions of the greater of (1)
$5,000; or (2) 2% of the amount on (i) Form 990, Part VIII, line 1h; or (ii) Form 990-EZ, line 1. Complete Parts | and II.

|:| For an organization described in section 501(c)(7), (8), or (10) filing Form 990 or 990-EZ that received from any one
contributor, during the year, total contributions of more than $1,000 exclusively for religious, charitable, scientific,
literary, or educational purposes, or for the prevention of cruelty to children or animals. Complete Parts | (entering
"N/A" in column (b) instead of the contributor name and address), Il, and lII.

|:| For an organization described in section 501(c)(7), (8), or (10) filing Form 990 or 990-EZ that received from any one
contributor, during the year, contributions exclusively for religious, charitable, etc., purposes, but no such
contributions totaled 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. Don't complete any of the parts unless the
General Rule applies to this organization because it received nonexclusively religious, charitable, etc., contributions
totaling $5,000 or more during the year > 3

Caution: An organization that isn't covered by the General Rule and/or the Special Rules doesn't 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 I, line 2, to certify that it doesn't meet the filing requirements of Schedule B (Form 990, 990-EZ, or 990-PF).

For Paperwork Reduction Act Notice, see the instructions for Form 990, 990-EZ, or 990-PF. Schedule B (Form 990, 990-EZ, or 990-PF) (2019)

DAA
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Schedule B (Form 990, 990-EZ, or 990-PF) (2019) PACGE 1 OF 1 Page 2
Name of organization Employer identification number
BROOK LANE HEALTH SERVI CES, | NC. 52- 0698850
Part | Contributors (see instructions). Use duplicate copies of Part | if additional space is needed.
@ (b) (© (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
1 | JONE L. BOWAN FOUNDATION, INC.
10228 GOVERNOR LANE BLVD. STE. 3002 Payroll
............................................................................................. 9,000 | noncash
WLLEAVBPORT MD 21795 . (Complete Part I for
noncash contributions.)
@ (b) (© (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
2 | NCRA ROBERTS FOUNDATION
100 CAMPUS DR SU TE 350 Payroll
10, 000 Noncash

(Complete Part Il for
noncash contributions.)

@
No.

(b)

Name, address, and ZIP + 4

©

Total contributions

@

Type of contribution

3 'SVALL BUSI NESS ADM NI STRATI ON

2, 362, 860

Person

Payroll

Noncash
(Complete Part Il for
noncash contributions.)

@
No.

(b)

©

Total contributions

@

Type of contribution

Person

Payroll

Noncash
(Complete Part Il for
noncash contributions.)

@
No.

(b)

Name, address, and ZIP + 4

©

Total contributions

@

Type of contribution

Person

Payroll

Noncash
(Complete Part Il for
noncash contributions.)

@
No.

(b)

Name, address, and ZIP + 4

©

Total contributions

@

Type of contribution

Person

Payroll

Noncash
(Complete Part Il for
noncash contributions.)

DAA
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SCHEDULE D Supplemental Financial Statements OMB No. 16450047
(Form 990) u Complete if the organization answered “Yes” on Form 990, 2019
Part IV, line 6, 7, 8, 9, 10, 11a, 11b, 11c, 11d, 11e, 11f, 12a, or 12b.

Department of the Treasury u Attach to Form 990. Open to Public
Internal Revenue Service U Go to www.irs.gov/Form990 for instructions and the latest information. Inspection
Name of the organization Employer identification number

BROOK LANE HEALTH SERVI CES, | NC. 52- 0698850

Part | Organizations Maintaining Donor Advised Funds or Other Similar Funds or Accounts.

Complete if the organization answered “Yes” on Form 990, Part IV, line 6.
(@) Donor advised funds (b) Funds and other accounts

1 Total number at end of year

2 Aggregate value of contributions to (during year)

3 Aggregate value of grants from (during year)

4 Aggregate value atend of year

5 Did the organization inform all donors and donor advisors in writing that the assets held in donor advised

funds are the organization's property, subject to the organization’s exclusive legal control? |:| 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 Denefit? . . . i eiiiieiii.... |:| Yes |:| No
Part Il Conservation Easements.

Complete if the organization answered “Yes” on 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 (for example, recreation or education) H Preservation of a historically important land area
Preservation of a certified historic structure

Protection of natural habitat
Preservation of open space
2 Complete lines 2a through 2d if the organization held a qualified conservation contribution in the form of a conservation

easement on the last day of the tax year. Held at the End of the Tax Year
a Total number of conservation easements 2a
b 2b
c 2C
d Number of conservation easements included in (c) acquired after 7/25/06, and not on a
historic structure listed in the National Register 2d
3 Number of conservation easements modified, transferred, released, extinguished, or terminated by the organization during the

5 Does the organization have a written policy regarding the periodic monitoring, inspection, handling of
violations, and enforcement of the conservation easements it holds?

u
7 Amount of expenses incurred in monitoring, inspecting, handling of violations, and enforcing conservation easements during the year
us
8 Does each conservation easement reported on line 2(d) above satisfy the requirements of section 170(h)(4)(B)(i)
and section TT0MVABII? ..................o o oo [] ves []no

9 In Part Xlll, 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 Il Organizations Maintaining Collections of Art, Historical Treasures, or Other Similar Assets.
Complete if the organization answered “Yes” on Form 990, Part IV, line 8.
la If the organization elected, as permitted under FASB ASC 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 XlII the text of the footnote to its financial statements that describes these items.
b If the organization elected, as permitted under FASB 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) Revenue included on Form 990, Part VIII, line 1 us

(ii) Assets included in Form 990, Part X u 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 FASB ASC 958 relating to these items:

a Revenue included on Form 990, Part VIl line 1 us
b Assets included in FOrM 990, Part X . . .. ... u s
For Paperwork Reduction Act Notice, see the Instructions for Form 990. Schedule D (Form 990) 2019
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Schedule D (Form 990) 2019 BROOK LANE HEALTH SERVI CES, I NC. 52- 0698850 Page 2
Part Il Organizations Maintaining Collections of Art, Historical Treasures, or Other Similar Assets (continued)

3 Using the organization’s acquisition, accession, and other records, check any of the following that make significant use of its
collection items (check all that apply):

a Public exhibition d H Loan or exchange program
b | | Scholarly research e || Other
c Preservation for future generations
4 Provide a description of the organization’s collections and explain how they further the organization’s exempt purpose in Part
Xil.
5 During the year, did the organization solicit or receive donations of art, historical treasures, or other similar
assets to be sold to raise funds rather than to be maintained as part of the organization’s collection? .. ... .............. ... ................ |:| Yes |:| No
Part IV Escrow and Custodial Arrangements.
Complete if the organization answered "Yes" on Form 990, Part IV, line 9, or reported an amount on Form
990, Part X, line 21.
la Is the organization an agent, trustee, custodian or other intermediary for contributions or other assets not
included on Form 990, Part X? |:| Yes |:| No

b If “Yes,” explain the arrangement in Part XIll and complete the following table:

Amount
¢ Beginning balance lc
d Additions during the year 1d
e Distributions during the Year ... .. le
fOEnding balance 1f
2a Did the organization include an amount on Form 990, Part X, line 21, for escrow or custodial account liability? |:| Yes [ | No
b If “Yes,” explain the arrangement in Part XIll. Check here if the explanation has been provided on Part XUl .. ... .. ... ... . ... ... ... ................
Part V Endowment Funds.
Complete if the organization answered “Yes” on 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 Contributons = .
¢ Net investment earnings, gains, and
losses ....................................
d Grants or scholarships
e Other expenditures for facilities and
programs
f 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-endowmentu %
b Permarent endowmentu %
¢ Term endowmentu %
The percentages on 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
() Unrelated OIGaNZations . 3a()
(i) Related OrGaNIZations . .. 3a(i)
b If “Yes” on line 3a(ii), are the related organizations listed as required on Schedule R? 3b

4 Describe in Part XIlII the intended uses of the organization’s endowment funds.
Part VI Land, Buildings, and Equipment.
Complete if the organization answered “Yes” on 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

1a Land ......................................... 22’ 273 22’ 273

b Buidings | 17,734,811 6, 954, 340 10, 780,471

c Leasehold improvements

d Equipment 5, 342, 257 2,579, 228 2, 763, 029

e other . 786, 351 430, 636 359, 715
Total. Add lines l1a through 1e. (Column (d) must equal Form 990, Part X, column (B), line 10c.) . .. .. . .. . .. . . . . . .. . . . . . ... ... .. u 13, 921, 488

Schedule D (Form 990) 2019
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Schedule D (Form 990) 2019 BROOK LANE HEALTH SERVI CES, I NC. 52- 0698850 Page 3
Part VIl  Investments — Other Securities.
Complete if the organization answered “Yes” on 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

Part VIl Investments — Program Related.
Complete if the organization answered “Yes” on Form 990, Part IV, line 11c. See Form 990, Part X, line 13.

(@) Description of investment (b) Book value (c) Method of valuation:

Cost or end-of-year market value

@
@
(©)
()
®)
6)
@)
®
(©)
Total. (Column (b) must equal Form 990, Part X, col. (B) line 13.) . . . . .. u
Part I1X Other Assets.
Complete if the organization answered “Yes” on Form 990, Part IV, line 11d. See Form 990, Part X, line 15.

(a) Description (b) Book value

@

@

(©)

()

®)

6)

@)

®

(©)

Total. (Column (b) must equal Form 990, Part X, col. (B) lIN€ 15.) .. . . ettt ettt u

Part X Other Liabilities.
Complete if the organization answered "Yes" on 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) OBLI GATI ON UNDER | NTEREST RATE SWAP 555, 163
(©)
()
(©)
6)
@)
®
(©)
Total. (Column (b) must equal Form 990, Part X, col. (B) ine 25.) . . u 555, 163
2. Liability for uncertain tax positions. In Part XIlIl, provide the text of the footnote to the organization’s financial statements that reports the
organization's liability for uncertain tax positions under FASB ASC 740. Check here if the text of the footnote has been provided in Part Xl

DAA Schedule D (Form 990) 2019
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Schedule D (Form 990) 2019 BROOK LANE HEALTH SERVI CES, I NC. 52- 0698850 Page 4
Part XI Reconciliation of Revenue per Audited Financial Statements With Revenue per Return.
Complete if the organization answered “Yes” on Form 990, Part IV, line 12a.

1 Total revenue, gains, and other support per audited financial statements 1 23, 685, 815
2 Amounts included on line 1 but not on Form 990, Part VIII, line 12:

a Net unrealized gains (losses) on investments 2a

b Donated services and use of faciltes 2b

¢ Recoveries of prior year grants 2c

d Other (Describe in Part XIIL) | ... 2d

e Add lines 2athrough 2d 2e

3 subtract fine 2e from ine 1 3 23, 685, 815
4 Amounts included on Form 990, Part VIII, line 12, but not on line 1:

a Investment expenses not included on Form 990, Part VIll, line 70 4a

b Other (Describe in Part XIIL) 4b 761, 666

¢ Addlnesdaanddp s T 4c 761, 666
5 Total revenue. Add lines 3 and 4c. (This must equal Form 990, Part I, line 12.) .. ... ... ... ... ... ... ... ... ... ...... . 5 24,447,481

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

1 Total expenses and losses per audited financial statements =~~~ 1 21, 689, 654
2 Amounts included on line 1 but not on Form 990, Part IX, line 25:

a Donated services and use of faciliies 2a

b Prior year adjustments ... 2b

c Other Iosses ............................................................................ 2C

d Other (Describe in Part XIIL) | 2d

e Add lines 2athrough 2d 2e

3 subtract fine 2e from ine 1 3 21, 689, 654
4 Amounts included on Form 990, Part IX, line 25, but not on line 1:

a Investment expenses not included on Form 990, Part VIll, line 70 4a

b Other (Describe in Part XIIL) 4b 761, 666

¢ Addlnesdaanddp e T 4 761, 666
5 Total expenses. Add lines 3 and 4c. (This must equal Form 990, Part I, line 18.) ... ........................................ S 22,451, 320

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

PART X - FIN 48 FOOINOTE

ORGANI ZATI ON' S FI NANCI AL STATEMENTS.  BROOK LANE'S PQLICY IS TO CHARGE

PENALTIES AND | NTEREST TO [ NCOVE TAX EXPENSE AS | NCURRED.  BROOK LANE'S
PART X, LINE 4B - REVENUE AMOUNTS INCLUDED ON RETURN - OTHER

~PART XI'l, LINE 4B - EXPENSE AMOUNTS | NCLUDED ON RETURN - OTHER

Schedule D (Form 990) 2019
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Schedule D (Form 990) 2019 BROOK LANE HEALTH SERVI CES, I NC. 52- 0698850 Page 5
Part Xl Supplemental Information (continued)
BAD DEBT $ 761, 666

Schedule D (Form 990) 2019
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SCHEDULE H
(Form 990)

Department of the Treasury
Internal Revenue Service

u Complete if the organization answered “Yes” on Form 990, Part IV, question 20.

u Go to www.irs.gov/Form990 for instructions and the latest information.

Hospitals

u Attach to Form 990.

32BR285S

OMB No. 1545-0047

2019

Open to Public
Inspection

Name of the organization

BROOK LANE HEALTH SERVI CES,

I NC.

Employer identification number

52- 0698850

Part |

Financial Assistance and Certain Other Community Benefits at Cost

la Did the organization have a financial assistance policy during the tax year? If “No,” skip to question 6a
b If “Yes,” was it a written policy?

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

Generally tailored to individual hospital facilities

Applied uniformly to most 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:
|:| Other %
b Did the organization use FPG as a factor in determining eligibility for providing discounted care? If "Yes,"

[] 100%

indicate which of the following was the family income limit for eligibility for discounted care:
[] 350%

X 200%

[[] 150%

[[] 250%

X 200%

[] 300%

[] 400%

Yes | No

la
1b

XX

SaX

3b | X

5a

If the organization used factors other than FPG in determining eligibility, describe in Part VI the criteria used
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.

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"?

Did the organization budget amounts for free or discounted care provided under its financial assistance policy during the tax year?
If “Yes,” did the organization’s financial assistance expenses exceed the budgeted amount?
If “Yes” to line 5b, as a result of budget considerations, was the organization unable to provide free or

5a

discounted care to a patient who was eligible for free or discounted care?
6a Did the organization prepare a community benefit report during the tax year?
b If “Yes,” did the organization make it available to the public?

5c
6a
6b

XX

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

Financial Assistance and (@) Number of (b) Persons (c) Total community (d) Direct offsetting (e) Net community (f) Percent
M Tested G t P activities or served benefit expense revenue benefit expense of total
eans-feste overnment Frograms programs (optional) (optional) expense
a  Financial Assistance at cost (from

Worksheet 1) 3 364, 154 364, 154 1.62
b Medicaid (from Worksheet 3, column a)

3 900, 175 900, 175 4.01

C  Costs of other means-tested

government programs (from

Worksheet 3, columnb) 3 0 0. 00
d  Total. Financial Assistance and

Means-Tested Government Programs

9 1, 264, 329 1, 264, 329 5. 63
Other Benefits

e  Community health improvement

services and community benefit

operations (from Worksheet 4) 0 0. 00
f Health professions education

(from Worksheet 5) 0. 00
g Subsidized health services (from

Worksheet 6) 0 0. 00
h  Research (fom Worksheet 7) 0 0. 00
i Cash and in-kind contributions

for community benefit (from

Worksheet 8) 0 0.00
j Total. Other Benefits 0 0. 00
K Total. Addlines 7dand 7j ........ 9 1, 264, 329 1, 264, 329 5. 63

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

Schedule H (Form 990) 2019
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32BR285S

Page 2

Part I

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.

(c) Total community
building expense

(@) Number of
activities or
programs
(optional)

(b) Persons
served
(optional)

(d) Direct offsetting
revenue

(e) Net community
building expense

(f) Percent of
total expense

Physical improvements and housing

. 00

Economic development

. 00

Community support

00

Environmental improvements

[e]l[=][=][=]

olo|o|o

. 00

|| WIN|F-

Leadership development and training
for community members

00

Coalition building

. 00

Community health improvement advocacy

. 00

Workforce development

00

[(o} ool BN Ne)]

Other

. 00

10 Total

[el[=]l[=l[=][=][=]

o|lo|o|o|o|o

. 00

Part Il 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 Statement No. 15? 1

2 Enter the amount of the organization’s bad debt expense. Explain in Part VI the
methodology used by the organization to estimate this amount
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
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
Enter total revenue received from Medicare (including DSH and IME)
Enter Medicare allowable costs of care relating to payments on line 5
Subtract line 6 from line 5. This is the surplus (or shortfall)
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:
|:| Other
Section C. Collection Practices

Cost to charge ratio
9a Did the organization have a written debt collection policy during the tax year?

o N o u

Cost accounting system

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? Describe in Part VI

2 761, 666

3 253, 889

5 2,232, 352

6 2,232, 352

9a

X

................ 9b

X

Part IV Man agement Companies and Joint Ventures (owned 10% or more by officers, directors, trustees, key employees, and physicians—see instructions)
(a) Name of entity (b) Description of primary (c) Organization's |(d) Officers, directors,| (€) Physicians’
activity of entity profit % or stock trustees, or key profit % or stock
ownership % employees’ profit % ownership %
or stock ownership %

1
2
3
4
5
6
7
8
9
10
11
12
13

DAA

Schedule H (Form 990) 2019



32BR285S

Schedule H (Form 990) 2019 ~ BROOK LANE HEALTH SERVI CES, | NC. 52- 0698850 Page 3
Part V Facility Information
Section A. Hospital Facilities g g % § g § g g
I . . . z|2|15[2|8|8|R|s
(list in order of size, from largest to smallest—see instructions) 2 § % = %T S|z 3
How many hospital facilities did the organization operate during g § z g é g 3
the tax year? g i ’é g z g
Name, address, primary website address, and state license number :.ﬁ %3_’ Facilty
(and if a group return, the name and EIN of the subordinate hospital = reporting
group

organization that operates the hospital facility) Other (describe)

1 BROOK LANE HEALTH SERVI CES, | NC

13121 BROCK LANE
HACERSTOM MD 21742-1514
WAV BROOKLANE. CRG
21-002 X

Schedule H (Form 990) 2019
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Schedule H (Form 990) 2019 BROCK LANE HEALTH SERVI CES, I NC. 52- 0698850 page 4
Part V 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 letter of facility reporting group BROOK LANE HEALTH SERVI CES, I NC.
Line number of hospital facility, or line numbers of hospital
facilities in a facility reporting group (from Part V, Section A): 1
Yes | No
Community Health Needs Assessment
1 Was the hospital facility first licensed, registered, or similarly recognized by a state as a hospital facility in the
current tax year or the immediately preceding tax year? 1
2 Was the hospital facility acquired or placed into service as a tax-exempt hospital in the current tax year or
the immediately preceding tax year? If "Yes," provide details of the acquisition in SectionC 2
3 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," skip to line 12 3 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
c Z 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 significant health needs of the community
f Z Primary and chronic disease needs and other health issues of uninsured persons, low-income persons,
and minority groups
g |Z| 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 The impact of any actions taken to address the significant health needs identified in the hospital
facility's prior CHNA(s)
j |:| Other (describe in Section C)
4 Indicate the tax year the hospital facility last conducted a CHNA: 20 ﬁ
5 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 facilty consuted 5 X
6a Was the hospital facility's CHNA conducted with one or more other hospital facilities? If "Yes," list the other
hospital facilities in Section C 6a | X
b Was the hospital facility's CHNA conducted with one or more organizations other than hospital facilities? If "Yes,"
list the other organizations in SecionCc 6b | X
7 Did the hospital facility make its CHNA report widely available to the public? 7 X
If “Yes,” indicate how the CHNA report was made widely available (check all that apply):
a Hospital facility's website (list url): VWAV BROOKLANE. ORG
b Other website (list url): VWAV MERI TUSHEAL TH. COM
c Made a paper copy available for public inspection without charge at the hospital facility
d Other (describe in Section C)
8 Did the hospital facility adopt an implementation strategy to meet the significant community health needs
identified through its most recently conducted CHNA? If "No," skip to line22 8 X
9 Indicate the tax year the hospital facility last adopted an implementation strategy: 20 ﬁ
10 s the hospital facility's most recently adopted implementation strategy posted on a website? 10
a If “Yes,” (list url):
b If “No,” is the hospital facility's most recently adopted implementation strategy attached to this reurn? 10b
11 Describe in Section C how the hospital facility is addressing the significant needs identified in its most
recently conducted CHNA and any such needs that are not being addressed together with the reasons why
such needs are not being addressed.
12a Did the organization incur an excise tax under section 4959 for the hospital facility's failure to conduct a
CHNA as required by section SOLN3)? ... ... ... oo 12a X
If “Yes” to line 12a, did the organization file Form 4720 to report the section 4959 excise tax? 12b
c If “Yes” to line 12b, what is the total amount of section 4959 excise tax the organization reported on Form
4720 for all of its hospital facilities? $

DAA Schedule H (Form 990) 2019
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Schedule H (Form 990) 2019 ~ BROOK LANE HEALTH SERVI CES, | NC. 52- 0698850 Page 5
Part V Facility Information (continued)
Financial Assistance Policy (FAP)

Name of hospital facility or letter of facility reporting group BROOK LANE HEALTH SERVI CES, I NC.

Yes | No
Did the hospital facility have in place during the tax year a written financial assistance policy that:
13 Explained eligibility criteria for financial assistance, and whether such assistance included free or discounted care? .. ... .. ... ........... 13| X
If “Yes,” indicate the eligibility criteria explained in the FAP:
a |Z| Federal poverty guidelines (FPG), with FPG family income limit for eligibility for free care of 200 o
- and FPG family income limit for eligibility for discounted care of 200 o
b Income level other than FPG (describe in Section C)
c -X Asset level
d -X Medical indigency
e X Insurance status
f Underinsurance status
g ] Residency
h : Other (describe in Section C)
14 Explained the basis for calculating amounts charged to patients? .. . ... . .. . . . 14 | X
15 Explained the method for applying for financial @ssiStanCe? . ... . . . ... . . . . 15 | X

If “Yes,” indicate how the hospital facility's FAP or FAP application form (including accompanying
instructions) explained the method for applying for financial assistance (check all that apply):
a |Z| Described the information the hospital facility may require an individual to provide as part of his or her
application
b |Z| Described the supporting documentation the hospital facility may require an individual to submit as part
of his or her application
c |Z| Provided the contact information of hospital facility staff who can provide an individual with information
about the FAP and FAP application process
d |:| Provided the contact information of nonprofit organizations or government agencies that may be
sources of assistance with FAP applications
e |:| Other (describe in Section C)
16 Was widely publicized within the community served by the hospital facility? .. .. .. ... . ... . . . . 16 | X
If “Yes,” indicate how the hospital facility publicized the policy (check all that apply):
The FAP was widely available on a website (list url):
The FAP application form was widely available on a website (list url):

A plain language summary of the FAP was widely available on a website (list url):

The FAP was available upon request and without charge (in public locations in the hospital facility and

by mail)

e |Z| The FAP application form was available upon request and without charge (in public locations in the
hospital facility and by mail)

f |:| A plain language summary of the FAP was available upon request and without charge (in public
locations in the hospital facility and by mail)

g |Z| Individuals were notified about the FAP by being offered a paper copy of the plain language summary of
the FAP, by receiving a conspicuous written notice about the FAP on their billing statements, and via
conspicuous public displays or other measures reasonably calculated to attract patients' attention

h |:| Notified members of the community who are most likely to require financial assistance about availability
of the FAP

i |:| The FAP, FAP application form, and plain language summary of the FAP were translated into the
primary language(s) spoken by Limited English Proficiency (LEP) populations

j |_| Other (describe in Section C)

o O T 9

Schedule H (Form 990) 2019
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Schedule H (Form 990) 2019~ BROOK LANE HEALTH SERVI CES, | NC. 52- 0698850 Page 6
Part V Facility Information (continued)
Billing and Collections

Name of hospital facility or letter of facility reporting group BROOK LANE HEALTH SERVI CES, I NC.

Yes | No
17 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 all of the actions the hospital facility or other authorized party
may take UpoN NONPAYMENL? . .. ettt e e 17 | X
18 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:
a Z Reporting to credit agency(ies)
b | | Selling an individual's debt to another party
|| Deferring, denying, or requiring a payment before providing medically necessary care due to
___ nonpayment of a previous bill for care covered under the hospital facility's FAP
| | Actions that require a legal or judicial process
|| Other similar actions (describe in Section C)
f || None of these actions or other similar actions were permitted
19 Did the hospital facility or other authorized party perform any of the following actions during the tax year
before making reasonable efforts to determine the individual's eligibility under the facility's FAP? ... ... ... . ... .. . ... . .. . . .. . ... ... .. ... 19 | X
If “Yes,” check all actions in which the hospital facility or a third party engaged:
a Z Reporting to credit agency(ies)
|| Selling an individual's debt to another party
|| Deferring, denying, or requiring a payment before providing medically necessary care due to
___ nonpayment of a previous bill for care covered under the hospital facility's FAP
| | Actions that require a legal or judicial process
Other similar actions (describe in Section C)

20 Indicate which efforts the hospital facility or other authorized party made before initiating any of the actions listed (whether or
not checked) in line 19 (check all that apply):
a |Z| Provided a written notice about upcoming ECAs (Extraordinary Collection Action) and a plain language summary of the
FAP at least 30 days before initiating those ECAs (if not, describe in Section C)
Made a reasonable effort to orally notify individuals about the FAP and FAP application process (if not, describe in Section C)
Processed incomplete and complete FAP applications (if not, describe in Section C)
Made presumptive eligibility determinations (if not, describe in Section C)
Other (describe in Section C)
f None of these efforts were made
Policy Relating to Emergency Medical Care
21 Did the hospital facility have in place during the tax year a written policy relating to emergency medical care
that required 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? ... ... ... ... ... .. ... .. ... ... ............ 21 | X
If “No,” indicate why:

® Q O T

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)

Schedule H (Form 990) 2019
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Schedule H (Form 990) 2019  BROOK LANE HEALTH SERVI CES, | NC 52- 0698850 Page 7
Part V Facility Information (continued)
Charges to Individuals Eligible for Assistance Under the FAP (FAP-Eligible Individuals)

Name of hospital facility or letter of facility reporting group BROOK LANE HEALTH SERVI CES, I NC.

Yes | No

22 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 a look-back method based on claims allowed by Medicare fee-for-service
during a prior 12-month period
b |:| The hospital facility used a look-back method based on claims allowed by Medicare fee-for-service and
all private health insurers that pay claims to the hospital facility during a prior 12-month period
c |:| The hospital facility used a look-back method based on claims allowed by Medicaid, either alone or in
combination with Medicare fee-for-service and all private health insurers that pay claims to the hospital
facility during a prior 12-month period
d |:| The hospital facility used a prospective Medicare or Medicaid method
23 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? . . . . . . . . . . . . . 23 X
If “Yes,” explain in Section C.
24 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 INdiVIAURI? 24 | X
If “Yes,” explain in Section C.

Schedule H (Form 990) 2019
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Schedule H (Form 990) 2019 ~ BROOK LANE HEALTH SERVI CES, | NC. 52- 0698850 Page 8
Part V Facility Information (continued)

Section C. Supplemental Information for Part V, Section B. Provide descriptions required for Part V, Section B, lines
2, 3], 5, 6a, 6b, 7d, 11, 13b, 13h, 15e, 16j, 18e, 19¢, 20a, 20b, 20c, 20d, 20e, 21c, 21d, 23, and 24. If applicable, provide
separate descriptions for each hospital facility in a facility reporting group, designated by facility reporting group letter
and hospital facility line number from Part V, Section A (“A, 1,” “A, 4,” “B, 2,” “B, 3,” etc.) and name of hospital facility.

FACILITY 1, BROOK LANE HEALTH SERVICES, INC. - PART V, LINE 3E

1. SUBSTANCE ABUSE

2.  MENTAL HEALTH

3. OBESITY AND VEI GAT LGSS
4.  WELLNESS

5. DI ABETES

6. HEART DI SEASE AND HYPERTENSI ON
7. ADVERSE CH LDHOCD EVENTS
8. SEN OR ELDER | SSUES

9. CANCER

10. NUTRITION AND HEALTHY EATI NG
11. TRANSPCORTATI ON

12. HOVELESSNESS

13. RECREATI ON AND EXERC SE
14. ACCESS TO HEALTH CARE
15. POVERTY

16. TEENAGE PREGNANCY

17. DENTAL

18. EDUCATI ON

19. AFFORABLE HEALTH CARE
20.  SMOKI NG

21. NEDI CATI ON

22. CH LD HEALTH

23. EMPLOYNMENT

24. CRI ME

25. AFFORDABLE HOUSI NG

Schedule H (Form 990) 2019
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Schedule H (Form 990) 2019 ~ BROOK LANE HEALTH SERVI CES, | NC. 52- 0698850 Page 8
Part V Facility Information (continued)

Section C. Supplemental Information for Part V, Section B. Provide descriptions required for Part V, Section B, lines
2, 3], 5, 6a, 6b, 7d, 11, 13b, 13h, 15e, 16j, 18e, 19¢, 20a, 20b, 20c, 20d, 20e, 21c, 21d, 23, and 24. If applicable, provide
separate descriptions for each hospital facility in a facility reporting group, designated by facility reporting group letter
and hospital facility line number from Part V, Section A (“A, 1,” “A, 4,” “B, 2,” “B, 3,” etc.) and name of hospital facility.

26. VI SI ON HEARI NG

FACILITY 1, BROOK LANE HEALTH SERVICES, INC. - PART V, LINE 5

N JANUARY 2018, IN AN EFFORT TO | M\PROVE THE HEALTH OF WASHI NGTON COUNTY

RESI DENTS AND ALI GN THEI R PROCESS WTH THE NMARYLAND STATE HEALTH

| MVPROVEMENT PROCESS, THE WASHI NGTON COUNTY HEALTH | MPROVEMENT QCOALI TI ON

(WH CH) KNOM AS "HEALTHY WASH NGTON COUNTY" WTH LEADERSH P_FROM MERI TUS

MEDI CAL  CENTER AND BROCK LANE HEALTH SERVI CES DETERM NED THAT A COWUN TY

NEEDS ASSESSMENT WOULD BE COVPLETED DURI NG 2018 TO 2019. THE WCHI C

COW SSI ONED AN EXECUTI VE STEERING COW TTEE OF KEY STAKEHOLDERS TO OVERSEE

THE PROCESS. REPRESENTATI VES FROM MERI TUS MEDI CAL CENTER, BROOK LANE

HEALTH SERVI CES, WASH NGTON COUNTY HEALTH DEPARTMENT, THE GEORCGE W

COVBTOCK CENTER, THE UNITED WAY, THE YMCA AND OTHER COVMUNI TY ORGAN ZATI ONS

WERE [ NCLUDED. THE STEERI NG COW TTEE DEVELOPED THE GOALS, OBJECTI VES AND

TIMELINE TO CONDUCT A COVMUNITY HEALTH NEEDS ASSESSVENT AND RECOVMEND A

PLAN OF ACTION TO ADDRESS PRI ORI TI ZED HEALTH NEEDS.

THE RESEARCH AND DATA ANALYSIS OF TH S EFFORT BEGAN I N SPRING 2018. THE

PRI MARY SERVI CE AREA WAS DEFINED AS WASHI NGTON COUNTY, MARYLAND. THE

STEERING COW TTEE BEGAN A REVI EW CF THE MOST RECENT CHNA (2015/2016), THE

COWUNI TY HEALTH I NI TIATIVES, AND PROGRESS | MPROVMENT.  NEXT, SECONDARY

HEALTH DATA FROM NATI ONAL, STATE AND LOCAL SOURCES WAS REVI EVED. A

SUBCOW TTEE WAS THEN APPAO NTED TO DEVELOP A COVMUNI TY SURVEY FOR THE

PURPCSE OF OBTAI NING DI RECT | NPUT REGARDI NG THE HEALTH NEEDS OF PECPLE

LIVING IN THE PRINMARY SERVI CE AREA. THE SURVEY CONS|I STED O TH RTY- THREE

(33) QUESTI ONS RELATED TO HEALTH, STATUS, AND BEHAVI RS AND SI X

Schedule H (Form 990) 2019
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Schedule H (Form 990) 2019 ~ BROOK LANE HEALTH SERVI CES, | NC. 52- 0698850 Page 8
Part V Facility Information (continued)

Section C. Supplemental Information for Part V, Section B. Provide descriptions required for Part V, Section B, lines
2, 3], 5, 6a, 6b, 7d, 11, 13b, 13h, 15e, 16j, 18e, 19¢, 20a, 20b, 20c, 20d, 20e, 21c, 21d, 23, and 24. If applicable, provide
separate descriptions for each hospital facility in a facility reporting group, designated by facility reporting group letter
and hospital facility line number from Part V, Section A (“A, 1,” “A, 4,” “B, 2,” “B, 3,” etc.) and name of hospital facility.

(6) DEMOGRAPH C QUESTI ONS.

THE COWUN TY SURVEY WAS PUBLI C ZED AND WDELY DI STR BUTED THROUGHOUT THE

COUNTY, WTH AN ENDORSEMENT FROM WASHI NGTON COUNTY GOVERNMENT  AND

WASHI NGTON  COUNTY PUBLI C SCHOOLS. A REPRESENTATI VE SAMPLE OF 1,514 PECPLE

COWPLETED THE SURVEY AND PROVI DED | NPUT BETWEEN JUNE 25, 2018 AND SEPTEMBER

14, 2018. UPON REVI EW OF DATA, THE STEERI NG COWMM TTEE COORDI NATED THREE

(3) PUBLIC FOCUS GROUPS TO HELP DRI LL-DOMN SPEC FI C | NFORVATI ON ON TOPI CS

| NCLUDI NG NUTRI TI ON__AND PHYSI CAL ACTIVITY, MENTAL HEALTH AND SUBSTANCE

ABUSE SPECIFIC TO MEN AND SENIOR' S HEALTH NEEDS. TWD (2) SERIES OF FOCUSED

| NTERVI EW6 WERE CONDUCTED W TH THE MERI TUS MEDI CAL CENTER HEALTH EXPERTS,

SPECQ FI CALLY PHYSI CI ANS AND THE CARE NMANAGEMENT DEPARTMENT TO HELP

| DENTI FY PRI MARY DI AGNOSES AND BARRI ERS TO TREATMENT. ONE (1) FOCUS GROUP

WAS CONDUCTED TO OBTAI N SPECI FI C | NFORVATI ON ABQUT AFRI CAN- AMERI CAN

HEALTHCARE NEEDS AND ONE (1) SERIES OF FOCUSED | NTERVI EW5 WAS CONDUCTED TO

LEARN MORE ABQUT THE HEALTH NEEDS OF OUR H SPANIC AND LATI NO COVMUN TY

VEMBERS.

FACILITY 1, BROOK LANE HEALTH SERVICES, INC. - PART V, LINE 6A

MERI TUS MEDI CAL CENTER

FACILITY 1, BROOK LANE HEALTH SERVICES, INC. - PART V, LINE 6B

WASHI NGTON  COUNTY  HEALTH DEPARTMENT

HEALTHY WASHI NGTON GCOUNTY

GEORCE W COMSTOCK  CENTER

UNI TED WAY

Schedule H (Form 990) 2019
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Schedule H (Form 990) 2019 ~ BROOK LANE HEALTH SERVI CES, | NC. 52- 0698850 Page 8
Part V Facility Information (continued)

Section C. Supplemental Information for Part V, Section B. Provide descriptions required for Part V, Section B, lines
2, 3], 5, 6a, 6b, 7d, 11, 13b, 13h, 15e, 16j, 18e, 19¢, 20a, 20b, 20c, 20d, 20e, 21c, 21d, 23, and 24. If applicable, provide
separate descriptions for each hospital facility in a facility reporting group, designated by facility reporting group letter
and hospital facility line number from Part V, Section A (“A, 1,” “A, 4,” “B, 2,” “B, 3,” etc.) and name of hospital facility.

YMCA

FACILITY 1, BROOK LANE HEALTH SERVICES, INC. - PART V, LINE 24

THE HEALTH SERVI CES COST REVI EW COWM SSI ON SETS THE RATES THE FACI LI TY CAN

CHARCGE.

Schedule H (Form 990) 2019
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Schedule H (Form 990) 2019~ BROOK LANE HEALTH SERVI CES, | NC. 52- 0698850 Page 9
Part V 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? 2

Name and address Type of Facility (describe)
1 PARTIAL HOSPI TALI ZATI ON PROG - ADUL
13160 BROOK LANE

HAGERSTOMWN MD 21742-1514 | PARTI AL HOSPI TALI ZATION - ADULT
2  PARTI AL HOSPI TALI ZATION PROG - CHIL
13310 A BROCK LANE

HAGERSTOMWN MD 21742-1514 | PARTI AL HOSPI TALI ZATION - CH LD & ADCLES

Schedule H (Form 990) 2019
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edule H (Form 990) 2019 BROCK LANE HEALTH SERVI CES, I NC. 52- 0698850 Page 10

Part VI Supplemental Information

Provide the following information.

1

2

3

Required descriptions. Provide the descriptions required for Part I, lines 3c, 6a, and 7; Part Il and Part Ill, 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 I, LINE 7G - SUBSI D ZED HEALTH SERVI CES EXPLANATI ON

BROOK LANE PROVIDES CREDIT IN THE NORVAL COURSE OF I TS BUSI NESS TO

PATI ENTS.  PATI ENT RECEI VABLES ARE GENERALLY DUE 90 DAYS AFTER BILLED. AN

ALLOMNCE FOR DOUBTFUL ACCOUNTS |S CARRI ED FOR PATI ENT ACCOUNTS THAT MNAY

BECOME UNCOLLECTIBLE I N FUTURE PER OGDS. THE ALLOMNCE FOR DOUBTFUL

ACCOUNTS |S BASED ON NMANAGEMENT' S JUDGVENT OF UNCOLLECTI BLE ACCOUNTS

PART |, LINE 7, COLUW (F) - EXCLUSI ONS FROM PERCENT OF TOTAL EXPENSE

THE ORGANI ZATI ON ASSESSES THE HEALTH CARE NEEDS OF THE COVMUNI TY THROUGH

FOCUS GROUPS AND | NTERACTI ON W TH OTHER PROVI DERS AND HEALTH CARE

ORGANI ZATI ONS TO DETERM NE THE HEALTH CARE NEEDS O THE COVMUNI TY.

PART |, LINE 7 - GCOSTING METHODOLOGY EXPLANATI ON

BAD DEBT EXPENSE REPORTED AT COST IS BASED ON A RATIO O COSTS TO

CHARGES( REVENUE) NOT TO EXCEED 100%

PART |11, LINE 2 - BAD DEBT EXPENSE METHODOLOGY

BAD DEBT EXPENSE | S REPORTED AT COST BASED ON A RATIO OF COSTS TO CHARGES

Schedule H (Form 990) 2019
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edule H (Form 990) 2019 BROCK LANE HEALTH SERVI CES, I NC. 52- 0698850 Page 10

Part VI Supplemental Information

Provide the following information.

1

2

3

Required descriptions. Provide the descriptions required for Part I, lines 3c, 6a, and 7; Part Il and Part Ill, 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.

( REVENUE) .

PART 11, LINE 4 - BAD DEBT EXPENSE FOOTNOTE TO FI NANCI AL STATEMENTS

BROOK LANE PROVIDES CREDIT IN THE NORVAL COURSE OF I TS BUSI NESS TO

PATI ENTS.  PATI ENT RECEI VABLES ARE GENERALLY DUE 90 DAYS AFTER BILLED. AN

ALLOMNCE FOR DOUBTFUL ACCOUNTS |S CARRI ED FOR PATI ENT ACCOUNTS THAT MNAY

BECOME UNCOLLECTIBLE I N FUTURE PERI OGDS. THE ALLOMNCE FOR DOUBTFUL

ACCOUNTS |S BASED ON NMANAGEMENT' S JUDGVENT OF UNCCLLECTI BLE AGCCOUNTS,

H STORI CAL TRENDS, AND OTHER | NFORVATI ON.  PATI ENT RECEI VABLES ARE CHARCGED

OFF AGAINST THE ALLOMNCE VWHEN, |IN THE JUDGVENT COF NMANAGEMENT, |IT IS

UNLI KELY THEY WLL BE COLLECTED.

PART 11, LINE 8 - MED CARE EXPLANATI ON

MEDI CARE |S DETERM NED USI NG AN OVERALL COST TO CHARGE RATI O NOI' TO EXCEED

100%

PART 111, LINE 9B - COLLECTI ON PRACTI CES EXPLANATI ON

ACCOUNTS AFTER 90 DAYS ARE CONSI DERED PAST DUE. THE

Schedule H (Form 990) 2019
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edule H (Form 990) 2019 BROCK LANE HEALTH SERVI CES, I NC. 52- 0698850 Page 10

Part VI Supplemental Information

Provide the following information.

1

Required descriptions. Provide the descriptions required for Part I, lines 3c, 6a, and 7; Part Il and Part Ill, 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.

ORGANI ZARI ON. WORKS TO PROVI DE FI NANCI AL ASSI STANCE FCOR

QUALI FYI NG | NDI VI DUALS.

PART VI, LINE 2 - NEEDS ASSESSMENT

THE CORGANI ZATI ON PARTI C PATES IN FOCUS GROUPS | N DETERM NI NG THE NEEDS

ASSESSMENT OF THE COMMUNI TY.

PART VI, LINE 4 - COWLUN TY | NFOCRVATI ON

THE ORGANI ZATI ON SERVES THE GREATER TRI - STATE AREA OF NMARYLAND, THE PAN-

HANDLE OF VWEST VIRG NNA AND CENTRAL PENNSYLVANLA. TH S AREA IS A RURAL

AREA.  VE PROVI DE SERVI CES FOR ANY | NDI VI DUAL VWHO REQUESTS SERVI CES FROM

THE FACILITY.

PART VI, LINE 5 - PROMOTI ON OF COMMUNI TY HEALTH

THE ORGANI ZATI ON ALLONS THE COWUNITY TO USE | TS ATHLETI C FI ELDS FCOR

SPORTI NG EVENTS. I N ADDITION, MEMBERS OF THE CORGANI ZATI ON SERVE ON VAR QUS

COVWUNI TY BOARDS.

Schedule H (Form 990) 2019
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SCHEDULE J Compensation Information OMB No. 1545-0047
Eorm 990 For certain Officers, Directors, Trustees, Key Employees, and Highest
( ) Compensated Employees 2019

u Complete if the organization answered "Yes" on Form 990, Part IV, line 23.
Department of the Treasury U Attach to Form 990.
Internal Revenue Service uGo to www.irs.gov/Form990 for instructions and the latest information.

Open to Public
Inspection

Name of the organization Employer identification number

BROOK LANE HEALTH SERVI CES, | NC. 52- 0698850
Part | 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 on Form
990, Part VII, Section A, line 1a. Complete Part Ill 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 (such as maid, chauffeur, chef)

b If any of the boxes on line 1a are checked, did the organization follow a written policy regarding payment
or reimbursement or provision of all of the expenses described above? If "No," complete Part Il to
explain 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 on line
1a? 2

3 Indicate which, if any, of the following the 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 on 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? da

b Participate in, or receive payment from, a supplemental nonqualified retirement plan? 4b

¢ Participate in, or receive payment from, an equity-based compensation arrangement? 4c

If "Yes" to any of lines 4a—c, list the persons and provide the applicable amounts for each item in Part Ill.

X[ <[>

Only section 501(c)(3), 501(c)(4), and 501(c)(29) organizations must complete lines 5-9.
5 For persons listed on Form 990, Part VII, Section A, line 1a, did the organization pay or accrue any
compensation contingent on the revenues of:
a The organization? 5a

X[>

If “Yes” on line 5a or 5b, describe in Part II.

6 For persons listed on Form 990, Part VII, Section A, line 1a, did the organization pay or accrue any
compensation contingent on the net earnings of:
a The organization? 6a

X[>

If “Yes” on line 6a or 6b, describe in Part IIl.

7  For persons listed on Form 990, Part VII, Section A, line 1a, did the organization provide any nonfixed
payments not described on lines 5 and 67 If “Yes,” describe in Part Il 7 X

8 Were any amounts reported on 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
in Part Ill 8 X

9 If "Yes" on line 8, did the organization also follow the rebuttable presumption procedure described in
Regulations section 53.4958-6(C)? . . . . .. ...\ 9
For Paperwork Reduction Act Notice, see the Instructions for Form 990. Schedule J (Form 990) 2019

DAA



Schedule J (Form 990) 2019

BROOK LANE HEALTH SERVI CES,

| NC.

52- 0698850

32BR285S

Page 2

Part Il

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 on 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 aren't 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 Tite ot | O Borue & feenive | (1) Ot componeaton ®0-0 "o defomec on por
compensation Eorm 990
DAVID GONZALEZ, MD. of ... 405,952\ O . S B 36,407 .. 14,187| .. 456,546 0
1 MEDI CAL DI RECTCR (i) 0 0 0 0 0 0 0
JAVAL - FAWAZ I 312,232\ . O . S B 38,438| . 14,186| . 364,856 0
2 PSYCH ATRI ST (i) 0 0 0 0 0 0 0
MAXIM LI AN T.  BADOY Ll 308,687 ... O . S B 39,623| . 14,186| . 362,496 0
3 PSYCH ATRI ST (i) 0 0 0 0 0 0 0
QLA P. DEM NA Ll 261,468 O . S B 36,290 . 18,557| .. 316,315] ... 0
4+ PSYCH ATRI ST (i) 0 0 0 0 0 0 0
ALEXANDER | DEVER Ll 278,867| ... O . S B 12,988| .. 18,557| .. 310,4121 0
s PSYCH ATRI ST (i) 0 0 0 0 0 0 0
CORVIN F.  RCBINSON Ll 290,490 O . S B 12,093 .. . 6,757 ... 309,3401 0
¢ PSYCH ATRI ST (i) 0 0 0 0 0 0 0
R LYNN RUSHING Ll 231,080) O . S B 23,191 . 14,040 268,311 .. 0
7 CEO (i) 0 0 0 0 0 0 0
DAVID SCHEY Ll 126,176 . ... O . S B 30,745 . 7,852 . 164, 7731 0
s CFO (i) 0 0 0 0 0 0 0
(I) ...................................................................................................................................................
9 (i)
(I) ...................................................................................................................................................
10 (ii)
(I) ...................................................................................................................................................
1 (ii)
(I) ...................................................................................................................................................
12 (ii)
(I) ...................................................................................................................................................
13 (ii)
(I) ...................................................................................................................................................
14 (ii)
(I) ...................................................................................................................................................
15 (ii)
(I) ...................................................................................................................................................
16 (ii)

DAA

Schedule J (Form 990) 2019
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Schedule J (Form 990) 2019  BROOK LANE HEALTH SERVI CES, | NC. 52- 0698850 Page 3
Part Il Supplemental Information

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 Il. Also complete this part

for any additional information.

Schedule J (Form 990) 2019
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SCHEDULE K Supplemental Information on Tax-Exempt Bonds

(Form 990) u Complete if the organization answered “Yes” on Form 990, Part 1V, line 24a. Provide descriptions,
explanations, and any additional information in Part VI.

Department of the Treasury . u AttaCh. to FO”.“ 990. . .

Internal Revenue Service uGo to www.irs.gov/Form990 for instructions and the latest information.

32BR285S

OMB No. 1545-0047

2019

Open to Public
Inspection

Name of the organization

BROOK LANE HEALTH SERVI CES, | NC.

Employer identification number

52- 0698850

Part | Bond Issues

(@) Issuer name (b) Issuer EIN (c) CUSIP # (d) Date issued (e) Issue price (f) Description of purpose

(h) On (i) Pooled
(g) Defeased behalf of financing
issuer

A THE TOMW OF SM THSBURG 12/ 20/ 13 4, 600, 000 [SEE PART VI

Yes | No | Yes | No | Yes [ No

X X X

C

D

Part Il Proceeds

Amount of bonds retired

Amount of bonds legally defeased

4, 600, 000

Total proceeds Of ISSUE .. ... ... .ol

Gross proceeds in reserve fUnds .. ... ... . ..

Capitalized interest from proceeds

Proceeds in refunding escrows

92, 000

Issuance CoSts from ProCeedS ... .. ... ...iiiiiiue ittt

Credit enhancement from ProCceeds ... . ... ...

© |00 N o |0 ]|Dd | N |-

Working capital expenditures from proceeds 4, 508, 000

Juny
o

Capital expenditures from proceeds

[N
[

Other Spent PrOCEEAS . . . .. ... .ttt

iy
N

Other UnSpent PrOCEEAS . . .. . . ...ttt

Juny
w

Year of substantial completion

Yes No Yes No Yes

No Yes No

[N
~

Were the bonds issued as part of a refunding issue of tax-exempt bonds (or,
if issued prior to 2018, a current refunding ISSUE)? . ... . ...\ttt X

15 Were the bonds issued as part of a refunding issue of taxable bonds (or, if
issued prior to 2018, an advance refunding iSSU€)? ... . ... ... X

16 Has the final allocation of proceeds been made? .. ... . . . .. . . .

17 Does the organization maintain adequate books and records to support the
final allocation Of ProCeUS? . . . . . ... ...\

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

DAA

Schedule K (Form 990) 2019



Schedule K (Form 990) 2019

BROOK LANE HEALTH SERVI CES,

| NC.

52- 0698850

32BR285S

Page 2

Part Il

Private Business Use

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

A

Yes

Yes

No

Yes

No

Yes

No

3a

Are there any lease arrangements that may result in private business use of
bond-financed property? . ... ... ...
Are there any management or service contracts that may result in private

business use of bond-financed property? .. .. ... ...

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?

Are there any research agreements that may result in private business use of
bond-financed ProperY? .. .. .. i

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? . ... ..

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 ... .............

%

%

%

%

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

%

%

%

%

Total of lines 4 and 5

%

%

%

%

Does the bond issue meet the private security or paymenttest? ...................

8a

Has there been a sale or disposition of any of the bond-financed property to a
nongovernmental person other than a 501(c)(3) organization since the bhonds were issued?

If “Yes” to line 8a, enter the percentage of bond-financed property sold or
disposed Of .. ... . . ... . . .

%

%

%

%

If “Yes” to line 8a, was any remedial action taken pursuant to Regulations
sections 1.141-12 and 1.145-27 ... ... ... ...

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? ... . ... ... . ......

Part IV

Arbitrage

Has the issuer filed Form 8038-T, Arbitrage Rebate, Yield Reduction and
Penalty in Lieu of Arbitrage Rebate? .. ... ... ... .o

Yes

Yes

No

Yes

No

Yes

No

If “No” to line 1, did the following apply? ... ... i

Rebate not due yet? ... ... ... ...

Exception to rebate? ... ...

No rebate due?

X[x[x| [|X|&

If “Yes” to line 2c, provide in Part VI the date the rebate computation was
PErfOrMEd . . e

Is the bond issue a variable rate issue?

DAA

Schedule K (Form 990) 2019
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Schedule K (Form 990) 2019 BRCI]( LANE HEALTH SER\/' CES, | l\C 52‘ 0698850 Page 3
Part IV Arbitrage (continued)

A B C D
4a Has the organization or the governmental issuer entered into a qualified Yes No Yes No Yes No Yes No
hedge with respect to the bond issue? ......... ... .. ... ... ... X
NAME OF PIOVILET . . . e e TRU ST BANK

Term of hedge .. ... o i 2
Was the hedge superintegrated? .. ... ... ... X
Was the hedge terminated? . ... .. ... ... i X
5a Were gross proceeds invested in a guaranteed investment contract (GIC)? ....... X
Name Of ProVIAer .. . . ... e
Term of GIC e
Was the regulatory safe harbor for establishing the fair market value of the GIC satisfied? . .
6 Were any gross proceeds invested beyond an available temporary period? ........ X
7 Has the organization established written procedures to monitor the

requirements of section 1482 . . . . . .. X
Part V Procedures To Undertake Corrective Action

o | |0 |T

o

Has the organization established written procedures to ensure that violations Yes No Yes No Yes No Yes No
of federal tax requirements are timely identified and corrected through the

voluntary closing agreement program if self-remediation isn't available under
applicable regulations? X

Part VI Supplemental Information. Provide additional information for responses to questions on Schedule K. See instructions
SCHEDULE K - ADDI TI ONAL | NFORVATI ON
THE TOMW OF SM THSBURG
FI NANCE THE CONSTRUCTI ON AND FURNI SHE NG OF A 14 BED HOSPI TAL ADDI TI ON AND
PHYSI G AN OFFI CES, CONSTRUCTI NG A WASTE WATER TREATEMENT FACILITY AND
BU LDING QUT AND FURNI SH NG LEASED OFFI CE SPACE | N FREDERI CK COUNTY
MARYLAND.

Schedule K (Form 990) 2019
DAA
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schedule k Form 900y 2016~ BROCK  LANE HEALTH SERVI CES, | NC. 52- 0698850 page 4
Part VI Supplemental Information. Provide additional information for responses to questions on Schedule K. See instructions (continued)

Schedule K (Form 990) 2019
DAA
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SCHEDULE O Supplemental Information to Form 990 or 990-EZ OVB No. 1545-0047
(Form 990 or 990-EZ) Complete to provide information for responses to specific questions on 2019
Form 990 or 990-EZ or to provide any additional information.
Department of the Treasury u Attach to Form 990 or 990-EZ. Open to Public
Internal Revenue Service u Go to www.irs.gov/Form990 for the latest information. Inspection
Name of the organization Employer identification number
BROOK LANE HEALTH SERVI CES, | NC. 52- 0698850

FORM 990, PART M, LINE 11B - CRGANIZATION S PROCESS TO REVI EW FORM 990

FORM 990, PART VI, LINE 12C - ENFORCEMENT OF CONFLI CTS POQLI CY

CONFLICT OF INTEREST - IT IS AGAINST BROOK LANE POLICY FOR ANY EMPLOYEE TO

HAVE A CONFLICT OF INTEREST. IF A CONFLICT EXISTS THE | NCI DENT WLL BE

FORM 990, PART VI, LINE 15A - COVPENSATI ON PROCESS FOR TP CFFICIAL
SIMLAR ORGANI ZATIONS.  THE COVPENSATION 1S THEN APPROVED AS PART OF THE
FORM 990, PART VI, LINE 15B - GOVPENSATION PROCESS FOR OFFICERS
SIMLAR ORGANI ZATIONS.  THE COVPENSATION 1S THEN APPROVED AS PART OF THE

For Paperwork Reduction Act Notice, see the Instructions for Form 990 or 990-EZ. Schedule O (Form 990 or 990-EZ) (2019)

DAA
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Schedule O (Form 990 or 990-EZ) (2019) Page 2
Name of the organization Employer identification number
BROOK LANE HEALTH SERVI CES, | NC. 52- 0698850

- FORM 990, PART VI, LINE 19 - GOVERNI NG DOCUMENTS DI SCLOSURE EXPLANATI ON

FORM 990, PART X1, LINE 9 - OTHER CHANGES I|N NET ASSETS EXPLANATION

PAGE 1 OF 1

Schedule O (Form 990 or 990-EZ) (2019)

DAA
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(SF%';'EDQ%'(')')E R Related Organizations and Unrelated Partnerships OMB To. ToA0087
u Complete if the organization answered "Yes" on Form 990, Part IV, line 33, 34, 35b, 36, or 37. 20 19
u Attach to Form 990. Open to Public
Pepartment of the Treasury U Go to www.irs.gov/Form990 for instructions and the latest information. Inspection
Name of the organization Employer identification number
BROOK LANE HEALTH SERMVI CES, | NC 52- 0698850
Part | Identification of Disregarded Entities. Complete if the organization answered “Yes” on Form 990, Part IV, line 33.
(@ (b) © () © U]
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
(1)
2
(©)]
@
(5)
Part I Identification of Related Tax-Exempt Organizations. Complete if the organization answered “Yes” on Form 990, Part 1V, line 34, because it had
one or more related tax-exempt organizations during the tax year.
@ ®) © @ @© 0 on D)
- . L b . . . X . Section 512(b)(13)
Name, address, and EIN of related organization Primary activity Legal domicile (state Exempt Code section Public charity status Direct controlling controlled entity?
or foreign country) (if section 501(c)(3)) entity Yes No
(1) BROOK LANE FOUNDATI QN, | NC
13121 BROOK LANE DRIVE 455489464
HAGERSTO/N MD 21742 SUPPCRT OF MD 501C3 3 BROOK LANE X
(29 BROOK LANE BEHAVI CRAL SERVI CES, | NC
13121 BROOK LANE DRIVE 83- 0891593
HAGERSTO/N MD 21742 BEHAVI CRAL MD 501C3 3 BROOK LANE X
(3) BROOK LANE, |NC
13121 BROOK LANE DRIVE 83-0906074
HAGERSTO/N MD 21742 PARENT MD 501C3 7 N A X
@
(5)
For Paperwork Reduction Act Notice, see the Instructions for Form 990. Schedule R (Form 990) 2019

DAA
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Schedule R (Form 990) 2019~ BROCK LANE HEALTH SERVI CES, | NC 52- 0698850 Page 2
Part Ill Identification 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.
@ ® © @ © 0} © ® 0 0} ®
Name, address, and EIN of Primary activity Legal Direct controlling ~ Predominant Share of total Share of end-of- Dispro- Code V—UBI General or[ Percentage
related organization domicile entity income (related, income year assets portionate amount in box 20 managing | Ownership
(state or exlémggte#ém alloc.? of Schedule K-1 partner?
foreign tax under (Form 1065)
country) sections 512-514) Yes| No Yes| No
()
(@)
(©)
(&)
Part IV 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.
@ ®) © @ C) 0} © Q) 0}
Name, address, and EIN of related organization Primary activity Legal domicile Direct controlling Type of entity Share of total Share of Percentage Section
(state or entity (C corp, S corp, income end-of-year assets ownership iﬁﬁgﬁl&?
foreign country) or trust) entity?
Yes [ No
()
(@)
(©)
(&)
DAA Schedule R (Form 990) 2019
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Schedule R (Form 990) 2019 BROOK LANE HEALTH SERVI CES, | NC. 52- 0698850 Page 3

Part V Transactions With Related Organizations. Complete if the organization answered “Yes” on Form 990, Part 1V, line 34, 35b, or 36.

Note: Complete line 1 if any entity is listed in Parts I, 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 lI-IV?
a Receipt of (i) interest, (ii) annuities, (iii) royalties, or (iv) rent from a controlled entity la X
b Gift, grant, or capital contribution to related organization(s) 1b X
¢ Gift, grant, or capital contribution from related organization(s) 1c X
d Loans or loan guarantees to or for related organization(s) 1d X
e Loans or loan guarantees by related organization(s) le X
f Dividends from related OrGaNiZation(s) | .. ... 1f X
g Sale of assets to related organizalion(s) 19 X
h  Purchase of assets ffom related OrGaNZaLION(S) | ... . ... ...l 1h X
i Exchange of assets with related OIGaNIZaion(s) | ... ...l 1i X
| Lease of faciliies, equipment, or other assets to related organization(s) 1 X
k Lease of facilties, equipment, or other assets from related organization(s) 1k X
| Performance of services or membership or fundraising solicitations for related organization(s) 1l X
m Performance of services or membership or fundraising solicitations by related organization(s) im X
n Sharing of facilites, equipment, mailing lists, or other assets with related organization(s) 1n X
0 Sharing of paid employees with related organization(s) 1o | X
p Reimbursement paid to related organization(s) for @Xpenses p | X
q Reimbursement paid by related organization(s) for @XPeNSES 1q X
r Other transfer of cash or property to related organization(s) r X
s _Other transfer of cash or property from related OrganiZatioN(S) . .. . ... .. ..o\ttt ettt e e eei e 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) © (©)
Name of related organization Transaction Amount involved Method of determining amount involved
type (a-s)

(1)

2

3

@

(5)

(6)

Schedule R (Form 990) 2019

DAA
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Schedule R (Form 990) 2019~ BROCK LANE HEALTH SERVI CES, | NC 52- 0698850 Page 4

Part VI 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.

@ (b) © () (©) U] @) (h) 0] (0] (k)
Name, address, and EIN of entity Primary activity Legal Predominant Are all partners Share of Share of Disproportionate Code V—UBI General or | Percentage
domicile | income (related, section total income end-of-year allocations? amount in box 20 managing ownership
assets of Schedule K-1 artner?
(statg or | unrelated, excluded 50‘1(0).(3) (Form 1065) P
foreign from tax under | organizations?
country) | sections 512-514) Yes | No Yes | No Yes | No
@
@
(©)
@
®
©
o
®
(C)
(10)
(11)

Schedule R (Form 990) 2019

DAA
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Schedule R (Form 990) 2019 BROOK LANE HEALTH SERVI CES, I NC. 52- 0698850 Page 5

part vii  Supplemental Information.
Provide additional information for responses to questions on Schedule R. See Instructions.

Schedule R (Form 990) 2019
DAA
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Two Year Comparison Report

Form 990 2018 & 2019
For calendar year 2019, or tax year beginning 07/ 01/ 19 , ending 06/ 30/ 20
Name Taxpayer ldentification Number
BROOK LANE HEALTH SERVI CES, | NC. 52- 0698850
2018 2019 Differences
1. Contributions, gifts, grants 1. 87, 191 94, 212 7, 021
2. Membership dues and assessments 2.
3. Government contributions and grants 3. 2, 362, 860 2, 362, 860
U:': 4. Program service revenue 4. 21, 787, 620 21, 514, 922 - 272, 698
< [5. Investment income 5. 13, 635 5, 807 - 7, 828
q>) 6. Proceeds from tax exempt bonds 6.
;:) 7. Net gain or (loss) from sale of assets other than inventory 7. - 438 - 183 255
8. Net income or (loss) from fundraising events 8.
9. Netincome or (loss) from gaming . .. ... 9.
0. Net gain or (loss) on sales of inventory 10.
11. Other revenue 11. 332, 271 469, 863 137, 592
[12. Total revenue. Add lines 1 through 11 12. 22, 220, 279 24, 447, 481 2, 227, 202
13. Grants and similar amounts pad 13.
14. Benefits paid to or for members 14.
v |15. Compensation of officers, directors, trustees, etc. 15. 1, 343, 542 1, 196, 413 - 147, 129
3 16. Salaries, other compensation, and employee benefits 16. 13, 989, 405 14, 424, 224 434, 819
qC_, 17. Professional fundraising fees 17.
3 18. Other professional fees 18. 68, 469 44, 137 - 24, 332
W h9. Occupancy, rent, utiities, and maintenance 19. 368, 226 452, 260 84, 034
0. Depreciation and Depletion . . . . . . . . . . . ... 20. 1, 130, 270 1, 151, 302 21, 032
P1. Other expenses 21. 5, 702, 890 5, 182, 984 - 519, 906
P2. Total expenses. Add lines 13 through21 22. 22, 602, 802 22, 451, 320 - 151, 482
3. Excess or (Deficit). Subtract line 22 from line 12 23. - 382, 523 1, 996, 161 2, 378, 684
P4. Total exempt revenue 24. 22, 220, 279 24, 447, 481 2, 227, 202
P5. Total unrelated revenve 25.
_5 P6. Total excludable revenve 26. 22, 133, 088 21, 990, 409 - 142, 679
g R7. Total assets 27. 21, 895, 539 23, 841, 375 1, 945, 836
5 p8. Total liabiiies 28. 8,931, 7197 9,102, 452 170, 655
£ po. Retained eanings 29. 12, 963, 742 14, 738, 923 1, 775, 181
E B0. Number of voting members of governing boay 30. 13 11
S B1. Number of independent voting members of governing body 31. 13 11
B2. Number of employees 32 681 704
B3. Number of volunteers 33. 11
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Form 990

Tax Return History

2019

Name

BROOK LANE HEALTH SERVI CES, | NC

Employer Identification Number

52- 0698850

Contributions, gifts, grants

Membership dues

Program service revenue

Capital gain or loss

Investment income

2015 2016 2017 2018 2019 2020
276, 860 275,210 116, 073 87,191 2,457,072
31, 420, 657 34, 449, 515 21, 481, 769 21, 787, 620 21, 514, 922
- 8, 603 - 438 - 183
9, 615 6, 937 13, 314 13, 635 5, 807
132, 622 295, 297 776, 313 332,271 469, 863
31, 835, 754 35, 026, 959 22, 378, 866 22,220,279 24,447, 481
644, 273 1, 067, 367 1, 343, 542 1,196, 413
22, 895, 664 24, 830, 414 13, 978, 658 13, 989, 405 14, 424, 224
74, 628 92, 337 112, 329 68, 469 44,137
1, 381, 365 1, 446, 400 403, 261 368, 226 452, 260
727, 983 816, 528 911, 915 1,130, 270 1,151, 302
4,848, 851 9, 060, 697 4,952, 208 5, 702, 890 5,182, 984
29, 928, 491 32, 890, 649 21, 425, 738 22,602, 802 22,451, 320
1, 907, 263 2,136, 310 953, 128 - 382, 523 1,996, 161
31, 835, 754 35, 026, 959 22, 378, 866 22,220,279 24,447, 481
31, 558, 894 34, 751, 749 22,262, 7193 22,133, 088 21, 990, 409
24, 738, 362 25, 370, 534 23, 087, 536 21, 895, 539 23, 841, 375
11, 424, 428 9,871,312 9,572,612 8, 931, 797 9,102, 452
13, 306, 216 15, 499, 222 13,514, 924 12, 963, 742 14, /38, 923




32BR285S BROOK LANE HEALTH SERVICES, INC.
52-0698850 Federal Statements
FYE: 6/30/2020

Taxable Interest on_Investments

Description

Unrelated Exclusion Postal Acquired after uUsS
Amount Business Code Code 6/30/75 Obs ($ or %)

| NTEREST | NCOVE

TOTAL

» »
oo
0]
o
\‘
=




32BR285S BROOK LANE HEALTH SERVICES, INC.
52-0698850 Federal Statements
FYE: 6/30/2020

Form 990, Part I1X, Line 24e - All Other Expenses

Total Program Management &

Description Expenses Service General
TRAI NI NG $ 207, 685 $ 58, 482 $ 149, 203
TELEPHONE 114, 507 88, 359 26, 148
MEMBERSHI PS AND LI CENSES 83, 549 4,112 79, 437
CONTRI BUTI ONS/ ADM N.  EXPE 66, 629 1, 465 65, 164
M SCELLANEQUS EXPENSES 36, 585 1, 265 35, 320

Fund
Raising

TOTAL $ 508, 955 $ 153, 683 $ 355, 272
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Form 500 Return Summary

For calendar year 2019, or tax year beginning

BROOK LANE HEALTH SERVI CES, | NC

Taxable Income
Federal taxable income
Maryland addition adjustments
Maryland subtraction adjustments
Adjusted federal NOL carryforward available
Addition maodifications
Subtraction maodifications
Modified income
Apportionment factor

07/ 01/ 19 , and ending 06/ 30/ 20

52- 0698850

Taxable income

Total tax

Payments and Penalties
Payments
Total credits
Underpayment interest and penalty
Late payment interest

Total payments and penalties
Overpayment credited to next year's estimated tax
Tax due

Refund

Next Year's Estimates
1st quarter
2nd quarter
3rd quarter
4th quarter

Total

Filing fee
Report / extended due date

Annual Report Information

100
12/ 31/ 20
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Annual Update of Registration Form

ALL ITEMS ON THIS FORM MUST BE COMPLETED

Office of the Secretary of State, State House, Annapolis MD 21401 Telephone: 410-974-5534

1. Fee submitted: $ 100

2. Fiscal year end being reported: 6  Month 2020 Year

3. Name of Charitable Organization: @ BROOK LANE HEALTH SERVI CES, | NC,
13121 BROOX LANE

4. Mailing address of charity:  HAGERSTOMN MD 21742- 1514

13121 BROOK LANE
5. Physical address of charity: HAGERSTOM VD 21742- 1514

6. Telephone Number: 301-733-0330

7. E-mail address:

8. Does your organization engage or have a contract with a professional solicitor or fund-
raising counsel? If yes, please attach a copy of the contract(s). In order to process your
organization's application, you must respond to this question.

Professional Solicitor: [ ] Yes X No

Fund-raising Counsel: [ ] Yes X No

9. Is your organization affiliated with any Maryland State agency (as defined in COMAR
01.02.04.01L)?

D Yes |X| No (If yes, and raised more than $750,000 you must submit an Audit
and Agreed upon Procedures Report with application)

If yes, list the name(s) of the Maryland State agencies of which you are affiliated (use a
separate sheet of paper, if needed):

10. | have attached all forms required in the instructions. SEE STATEMENT 1

| hereby certify that this registration statement and all supporting documents are true to the best of
my knowledge, and the IRS Form 990 or IRS Form 990-EZ for the above noted fiscal year submitted
to the Office of the Secretary of State under section 6-408 of the Business Regulation Article of the
Annotated Code of Maryland is a copy of the form submitted to the Internal Revenue Service.

Signature of the President, Chairman or other Principal Officer Date

R LYNN RUSHI NG CEO
Print or Type Name of President, Chairman, or Principal Officer Title




32BR285S BROOK LANE HEALTH SERVICES, INC.

52-0698850
FYE: 6/30/2020

Maryland Statements

Statement 1 - Annual Update of Registration - Updated List of Board of Directors

Name
Title Address City State Zip Code

LARRY BAYER

CHAI R 13121 BROOK LANE HACGERSTOMN MA 21742
RAY M LLER

VICE CHAIR 13121 BROOK LANE HACGERSTOMN MA 21742
LAUREN HUGUENI N

DI RECTCR 13121 BROOK LANE HACGERSTOMN MD 21742
GEOFF COLEMVAN

DI RECTCR 13121 BROOK LANE HACGERSTOMN MD 21742
ERNESTO LOPEZ

DI RECTCR 13121 BROOK LANE HACGERSTOMN MD 21742
HEATHER H NKLE

DI RECTCR 13121 BROOK LANE HACGERSTOMN MD 21742
TAD SALI SBURY

DI RECTCR 13121 BROOK LANE HACGERSTOMN MD 21742
SHARON KUHNS

DI RECTCR 13121 BROOK LANE HACGERSTOMN MD 21742
CHRI STOPHER STOCKSLACER

DI RECTCR 13121 BROOK LANE HACGERSTOMN MD 21742
KELLY WEAVER

DI RECTCR 13121 BROOK LANE HACGERSTOMN MD 21742
LISA D SMTH

DI RECTCR 13121 BROOK LANE HACGERSTOMN MD 21742
DAVI D GONZALEZ, MD.

MEDI CAL DI RECTOR 13121 BROOK LANE HACGERSTOMN MD 21742
R LYNN RUSHI NG

CEO 13121 BROOK LANE HACGERSTOMN MD 21742
DAVI D SCHEY

CFO 13121 BROOK LANE HACGERSTOMN MD 21742
ROBERT FRI TZ

ao 13121 BROOK LANE HACGERSTOMN MD 21742
JASON ALLEN

600 13121 BROOK LANE HACGERSTOMN MD 21742
JAVAL FAWAZ

PSYCH ATRI ST 13121 BROOK LANE HACGERSTOMN MD 21742
MAXIM LI AN T. BADOY

PSYCH ATRI ST 13121 BROOK LANE HACGERSTOMN MD 21742




32BR285S BROOK LANE HEALTH SERVICES, INC.
52-0698850 Maryland Statements

FYE: 6/30/2020

Statement 1 - Annual Update of Registration - Updated List of Board of Directors

(continued)
Name
Title Address City State Zip Code
CORVIN F. ROBI NSON
PSYCH ATRI ST 13121 BROOK LANE HACGERSTOMN MD 21742
OLGA P. DEM NA
PSYCH ATRI ST 13121 BROOK LANE HACGERSTOMN MD 21742

ALEXANDER |. DEVER
PSYCH ATRI ST 13121 BROOK LANE HAGERSTOM MD 21742
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