OMB No. 1545-0047

2019

Return of Organization Exempt From Income Tax
Under section 501(c), 527, or 4947(a)(1) of the Internal Revenue Code (except private foundations)
P Do not enter social security numbers on this form as it may be made public,

=m 390

{Rev. January 2020)

Department of tho Treasury X - . ) Open to Public
Internal Revenua Service P> Go to www.irs.qov/Form890 for instructions and the latest information. Inspection

A For the 2019 calendar year, or tax year beginning  JUL 1, 2019 andending JUN 30, 2020

B Check It C Name of organization D Employer identification number
weleitle | LEVINDALE HEBREW GERIATRIC CENTER

cange | AND HOSPITAL, INC.
S Doing business as 52-0607913
e | Number and street (or P.0. box if mail is not delivered to strest address) Room/suite [ E Telephone number
Foa | 2434 WEST BELVEDERE AVENUE (410) 601-5653
sted” | Gity or town, state or province, country, and ZIP or forsign postal code G _Gross receipts $ 81,739,351,
fended] BALTIMORE, MD 21215 Hi{a} Is this a group retumn

(1888 | F Name and address of principal officer; DEBORAH GRAVES for subordinates? | [_]ves [X]No
perdind | SAME AS C ABOVE H{b) Avs all subordinates inctuded? ] Yes [ No

| Taxexempt status: [ X 501(ci(3) [ 1 501(c){ ) ginsertno.) [ | 4947(ay1jor [ | 527

J Website: p» WWW. LIFEBRIDGEHEATL TH. ORG/LEVINDALE Hic) Grou

K_Form of arganization; [X] Corporation [ ] Trust [ ] Associaion [ | Other > | State of legal domicile: MD

i L Year of formationiafl 8

Part|| Summary ,’_\%
o| 1 Briefly describe the organization's mission or most significant activities: LEVINDALE A& A GERTATRIC CENTER
8 AND HOSPITAL DEDICATED TO PROVIDING SUPERIOR SERVIQE’FIN A COST
E 2 Check this box P :| if the organization discontinued its operations or disposed of morﬁg:g 35% of its net assets,
g 3 Number of voting members of the goveming body (Part VI, line 12) R B 3 27
3 4 Number of independent voting members of the governing body {Part VI, line 1b) 4 23
| & Total number of individuals employed in calendar year 2018 (Pant V, line 2a) | &L... 8 ... ... 5 9989
2| 6 Total number of volunteers {estimate if necessary) ... R W 6 88
3| 7a Total unrelated business revenue from Part Vill, coumn (C) line 12 ..., "} 3"* ...................................... 7a 4,179.
1 b Net unrelated business taxable income from Form 890-T, ling 39 . . fﬁ o ke | 7h -4,218.
N o Prior Year Current Year
o| 8 Contributions and grants (Part VIl tine 1h) \U 857,244, 5,351,502,
E| 9 Program service revenue (Part VIl lina 2g) . e?‘% 77,444,847.] 78,285,690.
Z| 10 Investment income {Part VIHl, column (A), lines 3, 4, an 1 79) l%} 1,303,711. 1,406,997.
€1 11 Other revenue (Part VIll, column (A), lines 5, 6d, 8¢, M6} o 663,002. 376,616.
__| 12_Total revenue - add lines 8 through 11 {mustgﬂ&!\mg olumn (A}, line 12) _....... 80,268,804.| 85,420,805.
13 Grants and similar amounts paid (Part IX, mn §; lirfes R ) T 0. 0.
14  Benefits paid 1o or for members (Part IX, column (A)fhne 4y . 0. 0.
@| 15 Salaries, other compensation, employeg:henefits<Part X, column (), lines 5-10) ... 49,104,418.| 51,826,095.
8| 16a Professional fundraising feas (PartiIX, % B line 1) 0. 0.
a8l b Total fundraising expenses (Pai D), line 25) 38,984.
| 47 Other expenses (Part IX, ings 11a-11d, 11624} 28,209,746.| 28,362,904.
18 Total expenses. Add lines,1 t equal Part X, column (A), line25) 77,314,164.] 80,188,999.
19 Revenua less expenses. S line 18fromline 32 o 2,954,640. 5,231,806.
84 73 J Beqinning of Current Year End of Year
8820 Total assets ‘1“"916) sttt | 69,710,998, 99,789,143
< Total Siabilties (Pahty, line 26) et | 29,900,338.) 51,106,695,
= Net assets or fund balances. Subtract lina 21 om i@ 20 ............ocoooovovevcvrern, 45,810,660.| 48,682,448.

Signature Block_—,

Under penalties of perjury, | d% that

this return, including accompanying schedules and statements, and to the best of my knowledge and belief, it is

true, correct, and complete. Déclarak other than officer} is based an all infarmation of which preparer has any knowledgey 4

} ot - Q{7 7pu
Sign Signature of offiget—" Date 7
Here DAVID KRAJEWSKI, EXECUTIVE VP/CFO

Type or print name and title

Print/Type preparer's name Preparer's signalure Date L] PTIN
Paid LORI S. BURGHAUSER LORI S. BURGHAUSER [05/10/21)cnempeyes [PO0370694
Preparer | Firm's name _p SC&H GROUP, INC. Firm'sEiNge 20-5991824
Use Only | Firm's address p, 910 RIDGEBROOK ROAD

SPARKS, MD 21152 Phoneno. (410) 403-1500

May the IRS discuss this return with the preparer shown above? (seeinstructions) ... X Yes No
g32001 012020 LMA For Paperwerk Reduction Act Notice, see the separate instructions. Form 990 {2019

SEE SCHEDULE O FOR ORGANIZATION MISSION STATEMENT CONTINUATION



LEVINDALE HEBREW GERIATRIC CENTER

Form 990 (2019} AND HOSPITAL, INC. 52-0607913 page?
Part lll | Statement of Program Service Accomplishments
Check if Schedule O contains a response ornotatoanylineinthis Part W ... E_

1  Briefly describe the organization's mission:

LEVINDALE IS A GERIATRIC CENTER AND HOSPITAL DEDICATED TQO PROVIDING
SUPERIOR SERVICE IN A COST EFFECTIVE MANNER FOR THE AGED, FRAIL AND
ILL IN INSTITUTIONAL, COMMUNITY AWD HOME SETTINGS. AS AN ADVOCATE FOR
THE ELDERLY, LEVINDALE ACCEPTS A LEADERSHIP ROLE TN DEFINING AND

2  Did the arganization undertake any significant program services during the yaar which were not listed on the

PROT FOMM 930 0 D30-EZ? ____.........ooeoccveesessss oo ssssssstessoss oot et e et [ Ives [X1no
If "Yes," describa thase new services on Schedule O,
3  Did the organization cease conducting, or make significant changes in how it conducts, any program services? . DYes IZI No

If "Yes," dascriba these changes an Schadule O.

4  Describe the organization's program service accomplishments for each of its threa 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 pragram service reparted,

4a (Coda: )(Expnnsrus 28,439,861- Including grants of § 0- ) (-1;-. ?':'S\E 25.536,399- )
LEVINDALE OPERATES A 210-BED NURSING FACILITY, WHICH INCLUDES A 60-BED
SUBACUTE UNIT. LEVINDALE PROVIDED 18,472 PATIENT DAESEHSU‘BACUTE CARE
AND 52,882 DAYS OF INTERMEDIATE NURSING CARE. . ﬁ -i

£
\_J
£ 7
-4
AN
S\ P
. o
4b (Coda ) (Exprun:.u 4 2 8 4 0 0 0 7 4 . Includmm l; 0 - } (Havgnug $ 4 9 ' 8 8 1 ) 4 4 6 * )

LEVINDALE OPERATES A 120 BED CHRONTC HOSPITAL, WHICH PROVIDES SPECIALTY
LONG-STAY HOSPITAL SERVICES, REHABELITATION CARE, AND BEHAVIORAL HEALTH
CARE. LEVINDALE PROVIDED 35,1 24w INPATIENT DAYS: 6,834 IN THE CHRONIC

MEDICAL UNIT; 2,480 IN THE.REHABILITATION UNIT; AND 25,810 IN THE BRAIN

HEALTH UNIT. £ 1%
N7

S .
™ -
N ?

3 4"‘3-\‘*;5

A W
v-ir_

4¢  {code: &ﬁ: g 2,532,463, incudnggantsols 0. ) (Revenues 2,868,343, )

LEVINDALE “HEBREW GERIATRIC CENTER AND HOSPITAL PROVIDES ADULT DAY CARE,
PARTIAL HOSRITALIZATION, CLINIC SERVICES, AND REHABILITATION SERVICES.
LEVINDALE HAS PROVIDED 11,540 DAYS IN ITS ADULT DAY CARE PROGRAM. THE
PARTIAL HOSPITALIZATION PROGRAM HAD 1,961 DAYS. OTHER PROGRAM SERVICE
EXPENSES INCLUDE CAFETERIA FOR RESIDENTS, VISITORS AND STAFF, AS WELL
AS TRANSPORTATION FOR THE ELDERLY TO PROGRAMS RUN BY LEVINDALE.

4d Other program services (Describe on Schedule O.)
fE_xpenses 3 including grants of } {Rovenue § }
4e _Total program service expenses P 59,772,398.

Form 990 (2019)
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LEVINDALE HEBREW GERIATRIC CENTER

Form 990 (2019 AND HOSPITAL, INC. 52-0607913 page3
[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 privale foundation)?
If 'Yes,” complete Schedule A . 11 X
2 Is the organization required ta Completﬂ Schedule B Schedu!e o! Comnbutors? ................................................................ : 2 | X
3 Did the organization engage in direct or indirect political campaign activities on behalf of ar in opposition to candidates for
public office? if *Yes," complete SChEGUIR C, PAI I ...................c.ovvvveroresoeeesess s s eeeessoeseeeeeessoe e ee e eeeoee s 3 X
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? jf "Yes," complete Schedule C, Part Il . . el X
5 Isthe organization a section 501(c){4), 501{(c){5), or 501(c)(B) orgamzatlon that receives membershlp duas assessments or
similar amounts as defined in Revenue Procedure 98-197 Jf "Yes,* complete Schedule C, Part ll ... 5 X
6 Did the organizalion maintain any donor advised funds or any similar funds or accounts for which donars have the right to
provide advice on the distribution or investment of amounts in such funds or accounts? jf+ Yes, " complete Schedule D, Part | [+ X
7  Did the organization receive or hold a conservation easement, including easements to preserve open space,
the environment, historic land areas, or historic struclures? Jr *Yes," complate Schedule D, Partll ... 7 X
8 Did the organization maintain collections of works of art, historical treasures, or othar simifar assets? if "Yes,"
Schedule D, Part il . e R 8 | X
9 Did the organization report an amount in Part X hne 21 for ascrow or custodual account I:ablllty. serve assus
amounts not listed in Part X; or provide credit counseling, dsbt management, credit repair, or de ot atior] s
If "Yes," complate Schedule D, Part IV . N i} B s eoprees st eenn s 9 X
10 Did the organization, directly or through a related orgamzatmn hold assets in donor restnc:ed wrg!ms
or in quasi endowments? Jf “Yes,* complete Schedule D, Part vV ........... ¥ 10| X
11 I the organization’s answer to any of the following questions is “Yes," then complate Sc
as applicable.
a Did the organization report an amount for land, buildings, and equipment in Part X,
P VI primstensisesrenssssssssinsmsssenssussosesassssssasssssasssasonsssssarasasssssnssossesssonsoss s NG it orsseman SRl e oo SRS | 11a| X
b Did the organization report an amount for investments - other securities in Pﬁ e 12, that is 5% or more of its total
assets reported in Part X, line 162 jf *Yes," complete Schedule D, Par:gl— ﬁl’ ............................................................... bl X
¢ Did the organization report an amount fer investments - program r in Fart X, line 13, that is 5% or more of its total
assets reported in Part X, line 167 if *Yes," compiete Schedule P Pa "" ........................................................................ 1ic X
d Did the organization report an amount for other assets in P )\%gg_js. that is 5% or rmore of its total assets reported in
Part X, line 167 if "Yes,* complete Schedufe D, Part le-....%.'ﬂ:- ............................................................................... 11d| X
e Did the organization report an amount for other liahiliti NG » line 257 Jf “Yes,* complete Schedule D, Part X ... 11e| X
f Did the organization's separate or consolidatea@cia 'statoments for the tax year include a footnote that addresses
the organization’s liability for uncartain tax positi r FIN 48 {ASC 740)? jf “Yes, complete Schedule D, Part X ... 11f X
12a Did the organization obtain separate, |ndeggu|:lent audited financial statements for the tax year? Jf “ves, complete
Schadule D, Parts X1 ANG XI .....cov.q. B Kb B et s s es s et eesee oo ee e | 122 X
b Was the organization included in ccﬁso‘ﬁ?j ndependent audited financial statements for the tax year?
if *Yes," and if the organization.answ ’I‘ 0" to line 12a, then completing Schedule D, Parts X! and Xil is optional ... 12b| X
13 Is the organization a school des! in sectlon 170MB)NAN? If *Yes,* complete Schedule E 13 X
14a Did the organization malnl in il | 143 X
b Did the arganizatio e?g
invastiment, and p senﬂce activities outside the United States, or aggregate fareign investments valued at $100,000
or more? Jf "Yes,* complgle SChedule F, Parts 1aNG IV ............oovvoveeeoeeeeeeeeeee e e 34b 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 Hand IV ... . 15 X
16  Did the organization report on Part IX, colurnn {A), line 3, more than $5,000 of aggregale grants or other assistance to
o for foreign individuals? if *Yes,” complete Schedule F, Parts filand IV ... 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 & and 1187 Jf "Yes,* complete SChEAUIE G, PA L —...ovovoeeeeeoeeeeeeeoeoeeooeo 17 X
18  Did the organization report more than $15,000 total of fundraising event gross income and contributions on Part VI, lines
Tcand 8a? if *Yes," complete SChEdUIE G, PAM I ............ccowicvoroeooeeeeeeoeeesoeoee oot eeee e 18 X
19 Did the organization report more than $15,000 of gross income from gaming activities on Part VIIl, line 9a7 *Yes,"
complete SChEAIR G, PAT HI ..........c..cc it ettt ettt et eee et e e e e 19 X
20a Did the organization operate one or more hospital facilities? If "Yes,* complete Schedule H ... ... 20a] X
b If "Yes" to line 20a, did the organization attach a copy of its audited financial statements to this return? 2ob| X
21  Did the organization report more than $5,000 of grants ar other assistance to any domestic organization or
domestic government on Part IX, column (A), line 1? Jf "Yes." complate Schedule | Paris fand il s e — 21 X
932003 01-20-20 Form 990 (201g)
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LEVINDALE HEBREW GERIATRIC CENTER

Form 980 {2019) AND HOSPITAL, INC. 52-0607913 Paged
[Part IV [ Checklist of Required Schedules (oninved)

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 "Yas," complate Schedufe |, Parts 1ana Ml ............ooooeeeeeeee oottt 22 X

23 Did the organization answer "Yes" to Part VI, Section A, line 3, 4, or 5 about compensation of the arganization's current
and former officers, directors, trustees, key amployees, and highest compensated employees? |f “Yes, " complele
SCHEOUIB J ..ottt bbbttt 1At e b bs A esbe 8L bbb 23 | X

24a Did the organization have a tax-exempt bond issue with an outstanding principal amount of maora than $100,000 as of tha
last day of the year, that was issuad after December 31, 20027 f "Yes," answer lines 24b through 24d and complete

SCHEOUIE K. I *NO,* GO 10 18 258 ......o.cov.oooo oo eeeeeeeoee e eeeee s eeses s e s e eees e es oo oo et et ent e | 242 X
b Did the organization invest any proceeds of tax-exempt bonds beyond a temporary period exception? ... ... | 24b
¢ Did the organization maintain an sscrow account other than a refunding escrow at any time during the year to defease
any tax-oxOMPt BONHST oo i i rm i ee e ssnesosesssessonsbiossasosonensnsosamsasas amnssaswrihibh ins et T T an bhaimiE e« s ARG R 1 | 24c
d Did the organization act as an "on behalf of" issuer for bonds outstanding at any time during theyear? . 244d
25a Section 501{c){3), 501(c}{4), and 501(c){29) organizations, Did the organization engage in an excess beneafit
fransaction with a disqualified person during the year? Jf “Yes," complate Schedule L, Part | | 25a X
b Is the organization aware that it engaged in an excess banefit transaction with a disqualified person in a pno J
that the transaction has not been reported on any of the organization’s prior Forms 890 or 890-EZ7?
25b X

Schedule L, Part 1 | ....oceesenreeseceeseesssss oSyl Bl s s 30 s rassassassasldssnsnnassnssossssssssssensesesseisumnbiban . A, R IR R
26 Did the organization report any amount on Part X, line 5 or 22, for raceivables from or payables !{;ny cuyrent
or former officer, diractor, trustee, key employee, creator or founder, substantial contributor, or
contralled antity or family member of any of thase persans? Jf "Yes,* complete Schedule @: H . L28 X

27 Did the organization provide a grant or other assistance to any current or former officer, af, trustes, key employee
creator or founder, substantial contributor or employse thereof, a grant selection ccm@fh( mbaer, or to a 35% controlled

entity {including an employae thereof) or family member of any of these parsons? | complete Schedute L, Part lli ......... 27 X
28 Was the organization a party to a business transaction with one of the followi ses Schedule |, Part IV
instructions, for applicable filing thresholds, conditions, and exceptions): \
a A current or former officer, director, trustee, key employes, creator or { r.mrﬁgubstantial contributor? Jr
"Yes," complete Schedule L, Part IV ............co.occ.ocouevevvmuerreiesssin v Y, T IR T e R & e | 282 X
b Afamily member of any individual described in line 28a? "Yesé%gte Schedule L, Part IV . OSSOSO I : -1 P -
¢ A 35% controlled entity of one or more individuals and/or organ ze@‘s describsd in lines 28a or 28b? J'f
"Yes," complete Schedule L, Part iV .. #% | 28c X
20 Did the organization recsive more lhan 325.000 i nbutlons? If 'Yes, compl'ete Schedule M 29 X
30 Did the organization receive contributions of treasures, or other similar assets, or qualified conservation
contributions? #f "Yas,® complats SCRBTUIE M .. M. bt oottt s es s st b sasb ettt iens | SO X
31 Did the organization liquidate, terminate, o c&sso]ve d cease operations? If "Yes," complete Schedule N, Part | .................. 31 X
Did the organization sell, exchange, dlsgoé of, ‘Er transfer rmore than 25% of its net assets? jf *Yes," complete
Schedule N, Part ii . *‘\‘% i gan. |22 X
Did the organization own 10%9 n entu |sregarded as separate from the orgamzatlun under Hegulatlons
sections 301.7701-2 and 301.7701-3?1)f "Yes," complete Schedule R, Part! ... e |38 X
34 Was the organization rgl_alﬂg &n Max-exempt or taxable entity? jf *Yes," complete Scheduie R Parr H m or iv and
PartVline 1 .4 B N . OO -~ 3 B¢
35a Did the organizatio ai% a controlled enuty withln the meamng of sectton 51 2{b)(13)? T < -7 X
b If "Yes" to line 35a, dl&l]ge organization receive any paymeant from or engage in any transaction wuth a controlled anmy
within the meaning of section 512(b)(13)? if “Yes," complete Schedule R, Part V, fine 2 . . 35b
36 Section 501(c)(3) organizations. Did the organization make any transfers to an exampt nen- chantable re!aled orgamzallon?
If "Yes," complete Schedule R, Part V, line 2 , 36 X
37 Did the organization conduct more than 5% of |ts actwut:es ihrough an anllty that is not a related orgamzanon
and that is treated as a partnership for federal income tax purposes? If “Yes," complate Schedule R, Part VI ... 37 X
38 Did the organization complete Schedule O and provide explanations in Schedule O for Part VI, lines 11b and 157
Note: All Form 994 filers are raquired to complete Scheduld O i r s ss st e g | X
[Part V] Statements Regarding Other IRS Filings and Tax Compliance
Check if Schedule O contains aresponse ornole to any lineinthisPartV L e L[]
Yes | No
1a Enter the number reported in Box 3 of Form 1096. Enter -0- if not applicable ,.......................c..... 1a 59
b Enter the number of Forms W-2G included in line 1a. Enter -0- if not applicable .. ......... 1b 0
c Did the organization comply with backup withholding rules for reportable payments to vendors and reportable gaming
{gambling) winnings to prize WINNArs? ... i ic
932004 01-20-20 Form 980 (2019)
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LEVINDALE HEBREW GERIATRIC CENTER

Form 990 (2019) AND HOSPITAL, INC. 52-0607913 pPageb
[Part V| Statements Regarding Other IRS Flllngs and Tax Compliance ontinved)

Yes | No
2a Enter the number of employees reported on Form W-3, Transmittal of Wage and Tax Statemants, | |
filed for the calendar year ending with or within the year covered by thisretum 2a 999
b If at least one is reported on line 2a, did the organization file all required federal employrent tax returns? . 2 | X
Note: If the sum of lines 1a and 2a is greater than 250, you may be required 1o e-file (seeinstructions) ... ... ...
3a Did the arganization have unrelated business gross income of $1,000 or more during the year? | . ..........ocin 3a | X
b If "Yes,” has it filed a Form 990-T for this year? Jf *No* to fine 3b, provide an explanation on Schedule O .............cocoovveeeenn, 3 | X
4a At any tima during tha calendar year, did the organization have an interest in, or a signature ar othar autharity cver, a
financial account in a foreign country (such as a bank account, securities account, or other financial account)? .. da X
b If "Yes," enter the name of the foreign country P>
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 taxabla party notify the organization that it was or is a party to a prohibited tax shelter transaction? ... . ... 5b X
¢ If "Yas" toline 5a or 5b, did the organization file FOmmm B0 T st siasirseoarom sy st e s eesr 5¢
6a Does the organization have annual gross receipts that are normally greater than $100,000, and did the organi it
any contributions that were not tax deductible as charitable contributions? ... . . ... . S . Ga X
b If "Yas," did the organization include with every solicitation an exprass statement that such contribution
were not tax deductible? | et e e s @ ..................... 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 coniribution and partly for goods a%r_v.ulﬁ prowided to the payor? | 7a X
b If "Yes," did the organization notify the donor of the value of the goods or services provid B 7b
¢ Did the organization sell, exchange, or otherwise dispose of tangible personal property f ﬂl’fch it was required
to file Form 82827 ................ x; B s e s 2t 7c X
d f "Yes," indicate the number of Forrns 8282 flled durlng the year % N “}.; L7d |
e Did the organization raceive any funds, directly or indirectly, to pay premium ﬁ' .pergonal benefit contract? ... Te X
f Did the organization, during the year, pay premiums, directly or indirectly, oéﬁarsonal benefit contract? ... . 7t X
g If the organization received a contribution of qualified intellectual propeyty~diddhe organization file Form 8895 as required? | 7g
h I the organization received a contribution of cars, boats, airplaness micles, did the organization file a Form 1098-C? 7h
8 Sponsoring organizations maintaining donor advised funds. gDTd onor advised fund maintained by the
sponsoring organization have excess business holdings at e o cﬁmng the Year? e 8
8 Sponsoring organizations maintaining donor advised f\.@‘
a Did the sponsoring organization maka any taxabla. tionglinder saction d0B6 T QGa
b Did the sponsoring organization make a distrib;%m a&\! r, donor advisor, or related parsen? b
10  Section 501(c)(7) organizations. Enter: r
a Initiation fees and capital contributions inclyded on Part Vill, ine 12 . .. | 10a
b Gross receipts, included on Form QQG}Pf ane 12, for public use of club famlltles 10b
11 Section 501{c){12) arganizations. Egie
a Gross income from members BIS e rer e seens et srsssrn st tersrentesrenennsneneenes 118
b Gross income from other source t net amounts due or pald to other sources against
amounts due or received fiom | 11b
12a Section 4947(a){1 ' hantable trusts Is the organrzatlon fllmg Forrn 990 in Ileu of Form 10417 12a
b If "Yes," enter the t of tax-axempt interest received or accrued during the year .................. l 12b l
13 Section 501(c){29) qu‘éllﬁed nonprofit health insurance issuers.
a |s the organization licensed to issue qualified health plans inmora than one 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 ..., | 13D
¢ Enterthe amount of reserves onhand | . ... L19€
14a Did the organization receive any payments for indoor tanning services durlng lhe tax yeaﬁ _______________________________________________ 14a X
b I "Yas,” has it filad a Form 720 to report these payments? Jf "No, " provide an explanation on Schedule O ... 14b
15 Is the organization subject 1o the section 4960 tax an payment(s) of more than $1,000,000 in remuneration or
excess parachute payment(s) dUring The YBAI? | .. ... .ttt 15 X
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 X
If “Yes," complete Form 4720, Schedule O.
Form 990 (2019)
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LEVINDALE HEBREW GERIATRIC CENTER
Form 990 {2019} AND HOSPITAL, INC. 52-0607913 Pageb

| Part Vi | Governance, Management, and Disclosure goreach "Yes" response to fines 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 ling in this Part Vi
Section A, Governing Body and Management

Yes | No
1a Enter the number of voting members of the gaverning body at the end of the taxyear . ... |_1a 27
If there are material differences in voting rights among members of the governing body, or if the governing
body delegated broad autharity to an executive commitlee or similar committee, explain on Schedule 0,
h Enter the number of voting members included on lina 1a, above, who are independent .................. |_1b 23
2 Did any officer, director, trustee, or key employee have a family relationship or a business relationship with any other
officer, director, trustee, or Ky 8MPIOYBET ettt bbbttt 2 X
3 Did the organization delegate control over management duties customarily performed by or under the diract supervision
of officers, diractors, trustees, or key employees to a management company or other parson? 3 X
4 Did the organization make any significant changaes to its govemning 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 stackholders? 6 | X
7a Did the organization have members, stockholders, or other persons who had the power to elect or apponnt onk
more members of the governing body? ... . N, | 7a | X
b Are any governance decisions of the organization reserved to (or sublect to approval by) member o@
persons other than the governing body? U 3o P 7 | X
8 Did the organization contemporaneously document the meelmgs held or wrltlen actlons undertaken dunng l the following
@ TNe GOVEMING DOGY? . ... .eoiieniieiess st sressebs bt bs bbb e sbe s g 8a | X
b Each committee with authority to act on behalf of the governing body? | Q g8b | X
9 Is there any officer, director, trustes, or key employee listed in Part VI, Sectlon A wh I?e reached at the
orqanization's mailing addrass? g i 9 X
Section B. Policies /= sacii i .
Yes | No
10a Did the organization have local chapters, branches, or affiliates? 10a X
b If *Yes," did the organization have written policies and procedure
and branches to ensure their operations are consistent with the zéhon S exempl PUIPOSEST 10b
11a Has the organization provided a complete copy of this Form members of its goveming body before filing the form? 11a | X
b Describe in Schedula O the process, if any, used by the o on to review this Form 990.
12a Did the arganization have a written conflict of inte No," o 1o line 13 ..ciiiiiiiiiiiieii st e s sreees | 123 X
b Were officers, directors, or trustees, and key employ isclose annvally interests that could give rise to conflicts? ...  12b X
¢ Did the organization regularly and consistently m
in Schedule O how this was done .......... 12¢ | X
13 Did the organization have a written whlstl 13 | X
14  Did the organization have a written 8 -_ 14 | X
16 Did the process for determining comp
persons, comparability data, and & '_, iporaneous substantiation of the deliberation and decision?
a The organization’s GEO, Executiye Director, or top managemant official ... 15a X
b Qther officers or ke oy the organization . SO U -V R P i |- - 3 X
If "Yes" to line 15a , dascribe the process in Schedule 0 (see mstructmns)
16a Did the organization i t in, contribute assets to, or participate in a joint venture or similar arrangement with a
taxahle enlity dURING The YBAT? | ... . ..t essins s i s e s e es s e serssesbreseitsees st e sssbssraresessresseebaaaE s b st s venaebs 16a X
b If "Yes," did the organization follow a written policy or procedure requiring the organization to evaluate its participation
in joint venture arrangements under applicable federal tax law, and take steps to safeguard the organization’s
exempt status with respect to such arrangements? _.._.............. ki e | 16b

Section C. Disclosure

17 List the statas with which a copy of this Form 990 is required to be filed P-MD

18 Saction 6104 requires an organization to make its Forms 1023 {1024 or 1024-A, if applicable), 990, and 980-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 Upan request [:' Other (explain on Schedule O)

19 Describe on Schedule O whether (and if so, how) the grganization made its governing documents, conflict of interest policy, and financial
statements available to the public during the tax year,

20 State the nams, addrass, and telephone number of the person who possaesses the organization’s books and records P

NANCY KANE - (410) 601-5653
2401 WEST BELVEDERE AVENUE, BALTIMORE, MD 21215
932006 01-20-20 Form 990 (2019
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LEVINDALE HEBREW GERIATRIC CENTER
Form 990 (2019) AND HOSPITAL, INC. 52-0607913 page?
| Part VII| Compensation of Officers, Directors, Trustees, Key Employees, Highest Compensated
Employees, and Independent Contractors
Check if Schedule O contains a responss or note to any line in this Part Vil

Section A. _ Officers, Directors, Trustees, Key Employees, and Highest Compensated Employees
1a Completa this table for ali persons required to be listed. Report compensation for the calendar year ending with or within the organization’s tax year,

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

& |jst all of the organization's current key employaes, if any. See instructions for definition of "key employee.”

® | jst the organization's five current highest compensated employees (other than an officer, director, trustee, or key emplayse) who received report-
able compensation (Box 5 of Form W-2 and/or Box 7 of Form 1089-MISC) of more than $100,000 from the organization and any related organizations.

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

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

See instructions for the order in which to list the persons above.

I:] Check this box if neither the organization nor any related arganization compensated any current officer, director, or trﬁslee.

) ®) ) ) “SE), F)
Name and title Average | ... BacSI U R Reportable q(l';;%rta Estimated
hours per | box, unless person is both an compensation Joay, ¢ nsation amount of
week [ oficerandadiectorfirustec) from _ G‘ \frorg related other
fistany |2 the N organizations compensation
hours for | = b organizégon ii (W-2/1099-MISC) from the
related |z | £ i (w-21008-MISC)” organization
organizations % = i Eﬁ -~ and related
ow BlE€l .18y = y organizations
bl?r:e) HHEHALE of Qﬁ‘..-_. 4 i
(1) ABEA DAVID POLIAKOFF, ESQ. 1.00 W N
CHAIRMAN 0.00|X X 1% * 0. 0. 0.
(2} HOWARD PERLOW 1.00 _" j"‘f
VICE CHAIRMAN 0.00|X X | ;:I 0. 0. 0.
{3} ROBERT SMELKINSON 1.00 ‘{‘\ (}l]‘
SECRETARY 0.00 |X| A 0. 0. 0.
(4) GIL HORWITZ 1.00] ".‘-algl )
TREASURER 0.00 &Kl 0. 0. 0.
(5) ALLAN C, ALPERSTEIN 1008 o4
DIRECTOR 40. 00, (X 0. 0. 0.
(6) KEITH ATTMAN L, 007
DIRECTOR j.. 000 |X 0. 240. 0.
{7) ROCHELLE BOHRER fl «.00
DIRECTOR “J5%70.00 |X 0. 0. 0.
{8) MARC A, COHEN & 1.00
DIRECTOR . «f._ 1 0.00|X 0. 0. 0.
{9) ROBERT I. DAMIE % 2 1.00
DIRECTOR N 0.00|X 0. 0. 0.
{10} JASON A, FRANRY, ESG. 1.00
DIRECTOR b 0.00|X 0. 0. 0.
{11) GERALD B, FELDMN_,-'_M.D. 1.00
DIRECTOR 0.00|X 0. 240. 0.
(12} STACEY GOLDENBERG 1.00
DIRECTOR 0.00|X 0. 0. 0.
(13} PERRI GOLDENHERSH 1.00
DIRECTOR 0.00iX 0. 0. 0.
(14) DEBORAH GRAVES 40.00
DIRECTOR, PRES & COQ, LEVINDALE 1.00 X X 354,803. 0.| 49,703.
(15) ESTHER JACOBSON 1.00
DIRECTOR 0.00|X 0. 240. 0.
{16) KEVIN KEANE 1.00
DIRECTOR 0.00|X 0. 0. 0.
{17) JAYNE KLEIN 1.00
DIRECTOR 0.00 (X 0. 0. 0.
832007 01-20-20 Form 990 (2019)
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LEVINDALE HEBREW GERIATRIC CENTER

Form 990 (2019) AND HOSPITAL, INC. 52-0607913  Page8
Part Vil Section A. Officers, Directors, Trustees, Key Employees, and Highest Compensated Employees jcontinuag)
{A) (8) (C} ) {E) {F)
Name and title Averaga o cfﬂgfgiu?:"mm ane Reportable Reportable Estimaled
hours per | pox, unfess peraon s bath an compensation compensation amount of
waek officer 1d n diectortrustes) from fram related other
listany | = the organizations compensation
heurs for B = organization {W-2/1099-MISC) from the
related | 5| & 2 (W-2/1099-MISC) organization
organizations é § B E_ and related
balow _g Sls|E 28 5 organizations
i) | 57| 8] [EE £
(18} BARRY LEVIN 1.00[ [ [
DIRECTOR 0.001|X 0. 0. 0.
(19} SCOTT LONDON, ESQ, 1.00
DIRECTOR 0.00|X 0. 0.
{20) BERNARD RUBIN, M.D, 1.00
DIRECTOR 1.00|X 0. “w_j& 0.
{(21) LYNN B, SASSIN, ESQ. 1.00 f N ].'
DIRECTOR 0.00(X 0 h 0.
{22} ETHAN SEIDEL, PH.D, 1.00 o Q >
DIRECTOR 0.00 (X { 0¢]™ 0. 0.
(23} RICHARD SHATZKIN 1.00 aq_ _}’1
DIRECTOR 0.00|X . iR 240. 0
(24) MICHELE SHERMAK, M.D, 1.00 T"p
DIRECTOR 0.00 X of G 0. 0. ..
(25) MARC B. TERRILL 1.00 B\
DIRECTOR 0.00 (X 1N ) 0. 0. 0.
(26) DAVID UMLFELDER, C.P.A. 1.00 C c\] -
DIRECTOR 0.00 X Vi ™ 0. 0. 0.
16 Subtota) et i e So\.J > [__394,803. 1,200.] 49,703,
¢ Total from continuation sheets to Part VII, Section A \ » | 1,096,783.| 8,491,233.] 1703142.
d_Total {add lines 1b and 1c] . A > 1 49]1,586.] 8,492,433,] 1752845.

2 Total number of individuals {i ncludmg but not Ilmlted tot

compensation from the orgamzal on_ e . e 47

.:'-,— ”T\ *» Yes | No
3 Did the organization list any former officer, directoy, tﬂ.sp!'ee key employee, or highest compensatad employea an
line 1a? Jf *Yes,* complete Schedule J for . 3| X
4 Forany individual listed on line 1a, is the sum ofyeportable compensation and other compensation from the organization
and related organizations greater th%b{" 0007 Jf “Yes," complete Schedule J for such individual ..o 4 | X
5 Did any person listed on line 1a racei g0 atcrue compensation from any unrelated organization or individual for services
rendered to the organization?. ™ \bomplate Schedule J for SUCR DEMON o 5 X

Section B. Independent Contractdvs, "¢
1 Complete this tabla.for w@hest compensated indepandent contractars that received more than $100,000 of compensation from

the organization. ] ompensation for the calendar vear ending with or within the organization's tax year,
A B C|
ﬁame and bu(si:wss address Descripliog gf services Ccmp(en)sation

METZ CULINARY MANAGEMENT
TWO WOODLAND DRIVE, DALLAS, PA 18612 FFOOD SERVICE 2,303,738.
CORNERSTONE HEALTHCARE
5 ENGLEFIELD SQUARE, OWINGS MILLS, MD 21117 AGENCY NURSING 644,853.
PERDIEMER HEALTH, 10451 MILL RUN CIRCLE,
SUITE 400, OWINGS MILLS, MD 21117 AGENCY NURSING 483,957.
CONTEMPORARY NURSING, 5589 MARQUESAS
CIRCLE, SUITE 101, SARASOTA, FL 34233 AGENCY NURSING 250,602,
CROTHALL HEALTHCARE, 13028 COLLECTION
CENTER DRIVE, CHICAGO, IL 60693 HOUSEKEEPING SERVICE 241,111,
2 Total number of independent contractars (including but not limited to those listed above) wha received more than

$100,000 of compensation from the organization P 16

SEE PART VII, SECTION A CONTINUATION SHEETS Form 990 (2019}

832008 (01-20-20
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LEVINDALE HEBREW GERIATRIC CENTER

Form £90 AND HOSPITAL, INC. 52-0607913
Pa I Section A. Officers, Directors, TFUMM@_&M?‘L@M& 285 j
{A) (8) (8] {D) {E) {F)
Name and title Average Position Reportable Reportable Estimated
hours {check all that apply) compensation compensation amount of
per from from ralated other
week o} the organizations compensation
fistany |3 2 organization {W-2/1099-MISC) from the
hoursfor | 5| £ (W-2/1099-MISC) organization
related | 3|3 g and related
organizations| £ | 3 e E organizations
below 8 El:|El1s]s
CEHEHEEE
(27) DEBRA WEINBERG 1.00
DIRECTOR 0.00|X 0. 0. 0.
{28) NEIL M, MELTZER 1.00
PRESIDENT/CEO/DIRECTOR, LIFEBRIDGE 40.00 X 0. 2, 328L38 .1 409,143,
{30) DAVID RRAJEWSKI 1.00
EXEC VB/CFO 40.00 X 0. 1{2%\1 959.) 390,457.
{31) LESLIE SIMMONS 4,00
EXECUTIVE VP 36.00 X 0 \‘ui"w 170.] 285,431.
{33) JASON WEINER 1.00 (' =
SVP AND GENERAL COUNSEL 40.00 X L O,I" 591,819.| 107,297,
(34) DR, RAYMOND MILLER 1.00 o
LEVINDALE MEDICAL DIRECTOR 40.00 X Za 0. 0. 0.
(35) TERRENCE CARNEY 1.00 4
VP SUPPLY CHAIN 40.00 X - . 0. 490,953.| 21.,068.
(36) JAMES ROBERGE 1.00 1%
VP CAPITAL IMPROVEMENTS & SUPPORT SE | 40.00 X | £ |an! 0. 451,914.| B80,062.
(38} HOLLY PHIPPS ADAMS 1.00 Pa N,
VP HUMAN RESOURCES, LEVINDALE 40.00 T ) ) 0. 385,005.] 71,597,
(39) NANCY KANE 1.00 s Y
VP FINANCIAL REPORTING 40.00 J_q(g 11X 0. 369,837.| 83,548.
(40} LOU DUNAWAY 1.00 | Al
VP BUDGET & CAPITAL PLANNING 40..00%. ./ X 0. 300,156.] 71,827.
(41) MARIAN CHIMA 40.00,[™
VP NURSING HOME OPERATIONS 0 007 X 236,055, 0.{ 13,472.
(42) LUANN HOLLENBERGER lee 1700
DIRECTOR OF PATIENT CARE SERVICES; (| 40.00 X 29,605. 135,732.] 29,934.
(43) CAROLINE NGAUJAH We=40.00
REGISTERED NURSE i ~=...\-..‘, " 0.00 X 183,069, 0. 35,926.
{44) ROSS J MAULTASCH “‘; } 40.00
AVP OF OPERATIONS . W\ 0.00 X 188,019. 0.| 29,738,
{45) DIANN FERGUSON 4" IS 40.00
REGISTERED NURSE '5;';4. 0.00 X 163,310. 0.| 15,331.
(46) MIELMIA ALVINA % 40.00
REGISTERED NURSE 0.00 X 145,7040. 0./ 28,853.
{47) SHANAE WILLIAMS MCLEAN 40.00
DIRECTOR OF NURSING 0.00 X 151,025. 0.] 17,112,
{48) BRIAN WHITE 0.00
LBH EXECUTIVE VICE PRESIDE (FORMER) 0.00 X C. 378,237.] 11,522.
(49) JOEL SULDAN 0.00
EXEC VP & GENERAL COUNSEL {FORMER) 0.00 X 0. 405,446. 229,
Total to Part Vil, Section A, line 1c i i
32201
04-01-19
9
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LEVINDALE HEBREW GERIATRIC CENTER

Form 990 AND HOSPITAL, INC. 52-0607913
| Part VIl I Section A. _ Officers, Directors, Trustees, Key Employees, and Highest Compensated Employees
(A) B8) {C) (D} {E) F)
Name and title Average Position Reportable Reportable Estimatad
hours {check all that apply) compensation compensation amount of
per from from related other
waek g the organizations compensation
(list any g 2 organization (W-2/1098-MISC) from the
hoursfor s | B {W-2/1089-MISC) organization
related | 3| & 2 and related
organizations| £ | 5 g organizations
below |Z|E];|E]% 5
N HE EHEER
(50) RONALD GINSBERG 0.00
VP MEDICAL AFFAIRS/CMO {FORMER) 0.00 X 0. 212,867. 595.
_(2.
Nt
PN
L&
YW
( » ‘ \‘i >
JCh”
P ‘ I {
Y 4 \l‘*
~ J
- v
_*® i «
‘% =
T . i
Total to Part VIl, Section A, line 1c__....__ R 1,096,783.] 8,491,2331),703,142.

032201
04-01-19
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LEVINDALE HEBREW GERIATRIC CENTER

Form 890 (2019) AND HOSPITAL, INC. 52-0607913 pPage9
Part VIl | Statement of Revenue

Check if Schedule O contains a response or note to any lina in this Part VIl e
ERaE CEE (B) {C) (D)
Total revernue | Related or exempt Unrelated Revenue excluded
function revenua |business revenue| from lax under
sections 512 - 514
.'g 1 a Federated campaigns ... |1a
g b Membershipdues ... ... |1b
9H ¢ Fundraising events e
§ d Related organizations 1d 451 311,
-, e Government grants (contnbutlons) 1e 4,149,033,
_5 1 All other contributions, gifts, grants, and
E similar amounts nol included above | 1f 751,158,
.E € Noncash contributiong Included in linas 1a-1f lﬂ £
5 h Total. AddlinesTatf ... > 5,351,502,
Business Code
» | 2 3 PATIENT SERVICE REVENUE 623000 71,488,218, 71,488 218, ° %
g b MEDICARE/MEDICAID PAYMENTS 623000 6,797,472, 6,797,472, % %
] ¢
Eqd - & I ®
o e .
a f All other program service revenue ... . i:'g f
g_Total. Add lines 2a-2f . 78,285,690.)
3  Investment income i ("ncludlng dundends, mterest and @1
other similar amounts) .. ... > 680, 6¢8. |{€ ’ 680,683,
4 Income from investment of tax -exempt bond proceeds > __Q .
& Royalties ... ......gasccsecs oo s | -
{i} Real {i) Personal
6 a Gross renis . |82 102,811,
b Less: rental expenses . |6h 0, %’So
¢ Rental income or (loss) |6c 102,811, o~
d Net rental income or{loss) ... R 5% )~ 102,811, 102,811,
7 a Gross amaount from sales of 0} Securitiss o (ijfOther
assels ather than inventary |7a| 6,990,503.) S 1,340,
b Less: cost or ather basis \? } h s
g and sales expenses ____ |7h| 6,265,329, 0,
§ ¢ Gainorfloss) ... |7e 72—'&.174-;|—'— 1,140,
& d Netgamor(loss) ..... T 726,314, 726,314,
S| 8a Grass income from lundralsmgesé t&% —"E
g including $ .
contributions reported w See
PantV,line 18 e ¥ .. |Ba
b Less: direct gxfe fy
¢ Nat income 5 from fundraising events ... .. | 2
9 a Gross income froly gaming activities. See
PartlV,line19 . ... |92
b Less:directexpenses .. ... 9b
¢ Net income or {loss) from gaming activities ... . >
10 a Gross sales of invantory, less retumns
and allowances ... 57,289,
b Less: cost of goods sold 53,217,
c_Net income or {loss) from sales of inventory ... 4,072, 4,072,
@ Business Code
2 |11 a MEDICAL PAY FOR PERFORMANCE 500099 163,868, 163,868,
§ b MERNINGFUL USE EHR INCENTIVE 500099 77,765, 77,765,
3 ¢ BILLING 561000 16,717, 4,179, 12,538,
g d Allother revenue . ... 200099 11,383, 438. S
= e Total. Addlines 1a11d . i > 269,733,
12__ Total revenue. See instruclions 85,420,805, 78,286,188, 4,179, 1,778,936,
832008 01-20-20 Form 990 (2019)
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orm 880 (2019)

[Partix|

LEVINDALE HEBREW GERIATRIC CENTER

AND HOSPITAL,

INC.

52-0607913 page 10

Part iX | Statement of Funclional Expenses

Section 501(c)(3) and 507{c){4) organizations must complete all columns. All other organizations must complete column {A).

Check it Schedule O contains a response or note(tz)ang ling in this Part IX(B.’.. el PO A _( .......................................... X]
Do not include amounts reported on lines 6b, . C) D)
7, 8b, 9b, and 10b of Part VL Total expenses Prora aervice 3‘;,’1,?2.‘*2};.’!‘;’;3 ";‘;‘é.;_:jfg';g
1 Grants and other assistance to domestic organizations
and domestic governments. Ses Part IV, line 21
2 Grants and other assistance toa domestic
individuals. See Part IV, line22 ... .
3 Grants and other assistancs to foraign
organizations, foreign governments, and foreign
individuals. See Part IV, lines 15 and 16
4 Benelits paid to or formembers .
5 Compensation of current officers, dlrectors
trustees, and key employees 1,559,365.] 1,121,281. 399,100. 38,984.
6 Compensation nol included above to dlsquahhed \
persons (as defined under section 4958(1)(1)) and @
persons described in section 4958(c)(3)(B) 32,408. 32,408. £
7 Other salaries and wages . 40 ,455 L270.] 30 ,129 ,572-‘r_:1-0@.325 ,'5‘98.
8 Pension plan accruals and conlnhullons (mclude G ~:W
section 401(k) and 403(b) employer contributions) 679,421. 542,048 4. ), 137,373.
9 Otheremployee benefits 6,017,949.| 4,354,521.]™1,663,428.
10 Payrolitaxes . 3,080,682.( 2,457 ,¥94. 622,888.
11 Feas for services (nonernplayees) N’
a Management . e v
B L8gal || e 171,915.] 4714915,
¢ Accounting __ [ 4 4-.-&‘"*
d lobbying 39,175ﬁljd29 , 202, 9,973,
e Professional fundralsmg services. See Part IV lme 17 “ b
f Investment managementfees 56 359 56,359.
g Other. (If ine 11g amount exceeds 10% af line 25, o Q%j )
calumn (A amount, list line 11g expenses onSch 0.) | 12, 3B5m731 9,250,953.] 3,094,778.
12 Advertising and promotion - 294357, 17,014. 12,343.
13 OMice 6XPENSES .. ... . ... 4_150%4,840. 226,401. 788, 439.
14 Information technology ... . ... . . N 7
15 Royallies | ..., ; v
16 Occupancy .. <o/ 052,133, 1,240, 340.] 813,753,
17 Teavel . s b N 57,716. 56,672. 1,044,
18 Payments of travel or entenai@anm:ﬁées
for any federal, state, or local lc officials
19 Conferences, conventlons,}g ngs . 83,447, 37,260. 46,187.
20 Interest ... e 1....\@ .................. 769,482, 226,816. 542,666.
21 Payments to affiliates 7. ... . ...
22 Depreciation, depleﬂoh,éndamumzatlun _____ 4,011,188. 2,978,163.] 1,033,025.
23 InSUrance .. ...
24  Other expenses. llemiza expanses not covered
above (List miscellaneous expenses on line 24e. If
ling 24e amount exceeds 10% of ina 25, column (A)
amount, list line 24e expenses on Schedule 0.)
a UBIT 7,379, 7,379.
b SUPPLIES 5,935,609.] 5,227,186. 708,423, .
¢ MEDICAID TAX ASSESSMENT 1,611,740. 1,611,740.
d DUES AND MEMBERSHIPS 122,389. 6,668. 115,721.
e All other expanses 14,444, 14,444,
25__ Total functional expenses. Add lines 1through24e | 80,188,999.] 59,772,398.] 20,377,617. 38,984.
26 Joint costs. Complete this line only if the organization
reported in column {B) joint costs fram a combined
educational campaign and fundraising sclicitation.
Check hera_!- I_ if foliawing SOP 08-2 (ASC 858-720)
932010 01-20-20 Form 990 {2019)
12

10560510 769024 LIF240.6

2019.05094 LEVINDALE HEBREW GERTATRT T.TF240.1



Form 990 {2019)

LEVINDALE HEBREW GERIATRIC CENTER
AND HOSPITAL, INC.

| Part X | Balance Sheet

52-0607913 page i1

Check if Schedule O contains a respanse or note to any line in this Part X R R B e B
{A) 8)
Beginning of year End of year
1 Cash-noninterestbearing . 8,549,616.] 1 15,617,156.
2 Savingsand temporary cash investments " 276,198.| 2 276,198.
3 Pledges and grants receivable,net ... 255,823.| 3 120,768.
4  Accounts recaivable, net e L85,120,421.] 4 8,430,883,
5 Loans and other receivables from any currant or forrner aff icer, dlrector
trustee, kay employes, creator or founder, substantiat contributor, or 35%
controllad entity or family member of any of these persons 5
6 Loans and other receivablas from other disqualified persons (as defined
under section 4958(f)(1)), and persons dascribed in section 4858{c)(3)(B) [
# | 7 Notesand loans receivable, net | . ..o 7
§ 8 Inventories forsaleoruse 315,640.] a 347,977.
<| 9 Prepsidexpenses and deferred charges .. " 133,241, 1% 103,940.
10a Land, buildings, and equipment: cost or othar
basis. Complete Part VI of Schedule D 10a| 87,711,215.
b Less: accumulated depraciation ob| 47,307,197. 40,339 @ .Moc| 40,404,018.
11 investments - publicly traded securities ... ... I o [
12 Investments - other securities. See Part IV, line 11 9374045380, 12 9,569,119.
13  Investments - program-related. See Part IV, line 19 - £ 13
14 Intangible assets f 2’- 14
15 Other assets. See Part IV, line 11 oA N 939,717, 15 24,919,084.
| 18 Total assets. Add lines 1 through 15 (must aqual line3d) ... W 69,710,998.1 6] 99, 789,143,
17 Accounts payable and accrued expenses .. . - . Jb_8,129,114.] 47 9,185,026.
18 Grantspayable ... ... S 18
19 Deferred revenue . ... ..o 751,899./ 19| 24,718,686.
20 Tax-exsmpt bond liabilities . . 20
21 Escrow or custodial account liability. Complale Part IV of ___________ 21
@ 22 Loans and other payablas to any current or former offi _
= trustee, key employee, creator or founder, substanti j
',-Eu controlled entity or family member of any of ﬁ% __________________________ 22
= 23 Securad mortgages and notes payable ta‘tinrelatay third parties 23
24  Unsecured notes and loans payable to un‘é"latled ird parties 24
25  Other liabilities {including federal inc tax, payables to related third
parties, and other liabilities rmrlnc:h%e OP lines 17-24). Complete Part X
of Schadule D . . N e 15,019,325.| 25| 17,192,983,
__ |26 Totatliabilities. Add lines 17ttybugit2s .. ... T S 23,900,338.] 26| 51,106,695.
Organizations that folloWw EASB ASC 958, check here P [X]
§ and complete Ilrles 7, 28, and 33.
5|27 Netassels wilfibuidonquéstrictions 38,103,607.f 27| 41,159,457,
@ |28 Netassets o restrichons 7,707,053.] 28 7,522,991.
g Organizations that do not follow FASB ASC 958, check here B [ ]
= and complete lines 29 through 33,
; 29 Capilal stock or trust principal, or current funds 29
@ | 30 Paid-in or capital surplus, or land, building, or equipmentfund 30
£ |31 Retained earnings, endowment, accumulated income, or other funds 31
% |32 Totalnetassetsorfundbalances .. 45,810,660.| a2 | 48,682,448.
133 Total liabllities and net assets/ffund balances ... 69,710,998.| 33| 99,789,143,
Form 990 (2019}
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LEVINDALE HEBREW GERIATRIC CENTER

Form 990 (2019) AND HOSPITAL, INC, 52-0607913 page12
{ Part Xl | Reconciliation of Net Assets
Chack if Schedule O contains a response or note to any linein this Part X1 ... P T VP et o T A PP T i T ey L}_{_J_
1 Total revenus (must equal Part VIIl, column (A), line 12) 1 85,420,805.
2 Total expenses {must equal Part IX, column (&), line25) . ... ... ...~ | 2 80,188,999.
3 Revenue lass expenses. Subtract line 2 from line 1 3 5,231,806,
4 Net assets or fund balances at beginning of year (must equal Part X fine 32 e (A)) ______________________________ 4 45,810,660.
5 Net unrealized gains (losses) on investments 5 -142,140.
€ Donated services and use of facilities ... 6
7 Invastmentexpenses . . 7
8 Prior period adjustments 8
9 Other changes in net assets or fund balances (explaln on Schedule 0) 9 -2,217,878,
10 Nst assets or fund balances at end of year. Gombine lines 3 through 9 {must equal Part X, line 32,
SR B i R e i i iSRRI T N 10 48,682,448.
nmal Statements and Reportmg
Chack if Schedule O contains a response or nota to any line in this Part XU ..o IXI_*
{ } i Yes | No
1 Accounting method used ta prapare the Form 990: D Cash |X] Accrual D Other _f-"::“‘k.__
If the organization changed its methad of accounting from a prior year or checked "Other,” explajyinS dulB O. %
2a Were the arganization’s financial statements compiled or raviewad by an independent accountafit? ¢ | 2a X
If “Yes," check a box below to indicate whether the financial statements for the year ware comp or /gl:ewnd ona
separate basis, consolidated basis, or both: s
]___] Saparate basis |:| Consoclidated basis [:l Both consolidated and se &Pasus
b Were the organization's financial statements audited by an independent accountant _____________________________________________ | 2h X
If "Yes," check a box below to indicate whether the financial statements for the ea udlted ona separate basis,
consolidated basis, or both:
D Saparate basis @] Consolidated basis [:] Both conso a nd separate basis
¢ If"Yes" to line 2a or 2h, does the organization have a committee that A S pcnsmllsty for oversight of tha audit,
raview, or compilation of its financial statements and selection of a in dent accountant? 2e| X
If the organization changed sither its oversight process or salec Epmﬁass during the tax year, explain on Scheduia O,
Ja As aresult of a federal award, was the organization requnr der 0 an audit or audits as set forth in the Single Audit
Act and OMB Gircular A1337 | @ g e 3a| X
b If "Yes," did the organization undergo the requnre aud 7 If the organization did not undergo the required audit
or audits, explain why on Schedule O and describe any'$leps taken to undergosuchaudits ..oeccieeece o | 30 X
‘“\ ﬁ,.ﬁ’ Form 980 (2019
P b
NN
& 9
b s

832012 01-20-20

14
10560510 769024 LIF240.6 2019.05094 T.REVTNDAT.R HRRARW AWRTAMBT 7.TH24N0 9



R . . OMB No. 1545-0047
;ﬁ:igou:;g{z' Public Charity Status and Public Support
Complete if the organization is a section 501(c)(3) organization or a section 20 1 9
4947(a}{ 1) nonexempt charitable trust.

Department of the Treasury P Attach to Form 990 or Form 990-EZ. Open to Public
e P> Go to www.irs.gov/Form990 for instructions and the latest information. Inspection
Name of the organization ELEVINDALE HEBREW GERIATRIC CENTER Employer identification number

AND HOSPITAL, INC. 52-0607913
| PartT [ Reason for Public Charity Status {All organizations must complate this part.) Ses instructions.

The organization is not a private foundation because it is: (For lines 1 through 12, check only ane box.)

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

A school described in section 170(b){1)}{A)ii). (Attach Schedule E (Form 990 or S90-EZ),)

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

A medical research organization oparated in conjunction with a hospital described in section 170{b)}(1){A)iii). Enter the hospital's nams,
city, and state:
An organization oparated for the benefit of a college or university owned or operated by a governmental unit dascnbed in

L~ B - Y

section 170{b){1}{A)iv}. {Complete Part il.) : \

6 A federal, state, or local governmant or governmantal unit described in section 170{b){ 1){A){v). ' ““ Y

7 An organization that normally receives a substantial part of its support from a governmeantal unit or fror '%'mr ublic described in
section 170(b){1){A)(vi). (Complete Part II.) -

\_

A community trust deseribed in section 170{b)}{1){A}vi). (Complete Part I, )
An agricultural research organization described in section 170{b){1){A)(ix) operated in COV%nCtIO wlh a Iand~grant college
or university or a nonvland-grant coliege of agriculture (see instructions). Enter the name, cit Q@;ate of the collage or
univarsity:
An organization that normally receives: (1) more than 33 1/3% of its support from co@:ﬁpons membership fees, and gross receipts from
activities related ta its exempt funclions - subject to certain axceptions, and (2) ng morathan 33 1/3% of its support from gross investment
income and unrelated business taxable income {less section 511 tax) from bus%qg\ssas acquired by the organization after June 30, 1975.
See section 509{a){2). (Complate Part III.) - ﬂ"—s
11 [:| An arganization organized and operated exclusivaly to test for public ﬂgﬁﬁ 6e section 509{a){4).
12 I:l An organization arganized and operated exclusively for the benef 'pn?irm the functions of, or to carry out the purposes of one or
more publicly supported organizations described in section f §rsection 509(a){2). See section 503{a){3). Check the box in
lines 12a through 12d that describes the type of supportin S%V"‘Ehon and complete lines 12e, 12f, and 12g.
a [__,J Type L. A supporting organization operated, supervis cofjirolled by its supported arganization(s), typically by giving
the supported organization(s) the power to regulalrlfg or elact a majerity of the directors or trustees of the supporting
organization. You must complete Part IV d B.
b D Type Il A supporting organization supery{sed orgortfrolled in connection with its supported organization(s), by having
control or management of the supporting &Qéflion vested in the same persons that control or manage the supported
organization{s). You must completeRart IV, tions A and C.
c l:l Type I functionally mtegratad. uppbrting organization operated in connection with, and functionally integrated with,
its supported organlzahon(s) ions). You must complete Part IV, Sections A, D, and E.
d D Type I non-functlona X& A supporting organization operated in connection with its supported organization(s)
that is not functionally mtagrat The organization generally must satisfy a distribution requirement and an attentiveness
requirement (sea ingtru r‘lc!s) You must complete Part IV, Sections A and D, and Part V.
e [__] Checkthis bpﬁfi i‘:@,amzahun received a written determination from the IRS that it is a Type |, Type I), Type Ul
functlonally‘ﬁq‘ ted, or Type lll nonfunctionally integrated supporting organization,
f Enter the number of sipgorted organizations ... | |
—9_Provide tha following information about the supported organization(s).

o o

0 00000 0RO

10

T 15 e tn listed
{i} Name of supported {ii) EIN IZI)TVP: c‘;f orglanizeltlgsg n“’uusr : 0 rl-‘-' '?;o'g:"n: o (v} Amount of mone.tary {vi) Amount of other
organization {describad on lines 1- Y N support {sea instructions) | support (see instructions)
above {ses instructions)) es o
Total
LHA For Paperwork Reduction Act Notice, see the Instructions for Form 990 or 990-EZ. oazo21 oe-25-18  Schedule A (Form 990 or 990-EZ) 2019
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LEVINDALE HEBREW GERIATRIC CENTER

Schedule A (Farm 990 or 890-E2) 2019 AND HOSPITAL, INC. 52-0607913 page2
- Support Schedule for Organizations Described in Sectians 170{b){1){A){iv) and 170{D){1){A)(v}}

(Complete only if you checked the box on line 5, 7, or 8 of Part | or if the organization failed to qualify under Part lll. If the organization
fails to qualify under the tests listed below, please complete Parl I11.)

Section A. Public Support
Calendar year {or fiscal year beginning in) P~ {a) 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 Taxrevenues levied for the organ-
ization's benefit and either paid to
or expended on its behalf .

3 The value of sarvices or facilities
furnished by a governmantal unit to
the organization without charge

4 Total Add lines 1 through 3 *
5 The portion of total contributions
by each person {other than a

govarnmental unit or publicly
supported organization) included
on line 1 that exceeds 2% of the
amount shown on line 11,
calutmn (f)f oo
6 Public support. Subtract line 5 from line 4. m‘
Section B, Total Support d W'
Calendar year {or fiscal year beginning in) p» {a) 2015 {b} 2016 c) 201 {d) 2018 (e} 2018 _{f} Total
7 Amounts fromlined . . .. .. i, W .
8 Gross income from interast, ,,:&r,-'i.'
dividends, payments recaived on {k
securities loans, reants, royalties, ’:;__% @}.
and income from similar sources = % |
9 Net income from unrelated business o "'\3_ |
activities, whether or not the Lo
business is regularly carried on o \ ':.-,s
10 Other income. Do not include gain & tf.r s
or loss from the sale of capital N |f
assets (ExplaininPart VL) . . . i

11 Total support. Add lines 7 through 10 |&

12 |

14 Public support perc for20)9 (line 6, column () divided by Ene 11, column {f) 14 2%

'l

15 Public support percaitage from 2018 Schedule A, Part Il line 14 15 %
16a 33 1/3% support test :%19. 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
b 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 ... eeee e »[]
17a 10°% -facts-and-circumstances test - 2019. | the organization did not check a bex on lina 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 ... ... .. ]
b 10% -facts-and-circumstances test - 2018. If tha organization did not check a box on line 13, 16a, 16b, ar 17a, and line 15 is 10% or

more, and if the organization mests the “facts-and-circumstances” test, check this box and stop here. Explain in Part VI how the

organization mests the "facts-and-circumstances” test. The organization qualifies as a publicly supported organization . >

18 Private foundation. If the organization did not check a box on line 13, 16a, 16b, 17a, or 17b, check this box and see instructions ... » D
Schedule A {Form 980 or 990-EZ) 2019
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LEVINDALE HEBREW GERIATRIC CENTER
Schedule A {Form 990 or 990-E2) 2019 AND HOSPITAL, INC. 52-0607913 pages
| Part Il [ Support Schedule for Organizations Described In Section 509(a){9)

(Gomplete only if you checked the box on line 10 of Part | o if the organizaticn failed to qualify under Part 1. If the organization fails to
aualify under the tests listed below, please complete Part I1.)
Section A, Public Support
Calendar year {or fiscal year beginning in) P {a) 2015 {b} 2016 {c) 2017 {d) 2018 {e} 2019 {f} Total
1 Gifts, grants, contributions, and
mambership fees receivad. (Do not
include any "unusual grants.”y
2 Gross receipts from admissions,
merchandise sold or services per-
formed, or facilities furnished in

any activity that is related to the
organization’s tax-exempt purpose

3 Gross receipts from activities that
are not an unrelated trade or bus-
iness under section 513

4 Tax revenues lavied for the organ-
ization's benefit and either paid to l()
orexpended onitsbehalf

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

6 Total. Add lines 1 through 5 ... ;

7a Amounts included on lines 1, 2, and @{ J\

3 received from disqualified persons Q§

b Amounts included on kines 2 and 3 recaived WS
fram other than disqualified peraons that 4 )
exceed tha greater of $5,000 or 1% of the > N
amount on line 13fortheyear ‘4,}._7

cAddlines7aand7b sl o

8 Public support. (Sueract line 7¢ tam fing 6
Section B. Total Support = “a&._“"

Calendar year (or fiscal year beginning in) p- {a) 2015 5016 ﬁ {c) 2017 (d) 2018 (e) 2019 {f) Total

9 Amounts from line & 4 P

10a Gross income from intarast, L4
dividends, payments received on .
securities loans, rents, royalties, E l
and income from similar sources ia,

b Unrelated business taxable income
{less section 511 taxes) from businasses |4 1'\ )
acquired after June 30, 1975

c Addlines 10aand 10b .

—
. 1N

11 Net income from unrelated bus ess A B
activities not included in line 1 Wyl

whather or not the busj
regularly carried on ﬁ
de . gam

12 Otherincome. Do
or loss from the sale apltal
asgsets (Explain in Part

13 Total support. (Acd lines s, 10: 11, and 12)

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

_chack this box and stop here TR - S - = A= I
Section C, Computation of Publtc Support Percentage
15 Public support percentage for 2018 (line 8, column {f), divided by line 13, column 1)) I 15 %
16 _Public support percentage from 2018 Schedule A, Part L, line 15 ..o 16 %
Section D. Computation of Investment Income Percentage _
17 Investment income percentage for 2019 {line 10¢, column (f), divided by line 13, column O s 17 %
18 Investment income percentage from 2018 Schedule A, Pan lll, inet?7 18 %

19a 33 1/3% support tests - 2019, If the organization did not chack the box on line 14, and line 15 is more than 33 1/3%, and lins 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. [f the organization did not check a box on line 14 or line 193, and line 16 is more than 33 1/3%, and
line 18 is not more than 33 1/3%, chack 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, chack this box and see instructions ...
932023 08-25-18 Schedule A (Form 990 or 990 -EZ) 2019
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LEVINDALE HEBREW GERIATRIC CENTER
Schedule A {Form 990 or 990-E2) 2019 AND HOSPITAL, INC,. 52-0607913 pagea
| Eﬂft |? | Supporting Organizations
(Complete only if you checked a box in line 12 on Part I. If you checked 12z of Part |, complete Seclions A
and B. If you checked 12b of Part |, complete Sactions A and C. If you chacked 12c of Part |, complate
Sections A, D, and E. if you checked 12d of Par |, complate Sections A and D, and complste Part V)
Section A. All Supporting Organizations

Yes ) No
1 Areall 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, 1
2 Did the organization have any supported organization that does not have an IRS determination of status
under section S09(a)(1) or {2)? Jf "Yes," explain in Part VI how the arganization determined that the supported
organization was described in section 509(a)(1) or (2). |2
3a Did the organization have a supported organization described in section 501(c)(4), (5), ar (6)? I "Yes," answer
(b) and (c) befow. |_3a
b Did the organization confirm that each supported organization qualified under section 501 (c)4), (5}, or (6) and K
satisfied the public support tests under section 509{a)(2)? *Yas, * describe in Part VI when and how the Ty Y
organization made the determination. d ‘1 3 3b
¢ Did the crganization ensure that all support to such organizations was used exclusively for saction 170(%1&_; f
purposes? Jf *Yes, " explain in Part V what controls the organization put in place to ensure such use® % 1 ° 3c
4a Was any supported organization not organized in the United States (“foreign supported organi7€ion')? c}f}‘
“Yes," and if you checked 12a or 12b in Part i, answer (b} and (c) below. _H i 4a
b Did the organization have ultimate control and discretion in deciding whether to make gra}s tr_J the foreign
supported organization? if “Yes," describe in Part VI how the arganization had such co | discretion
despite being controlled or supervised by or in connection with its supported organizaqggs. e 4b
¢ Did the organization support any foreign supported organization that does not hava RS determination
under sections 501(c)(3) and 505(a)(1) or (2)? If “Yes," explain in Part V what.cc e organization used
to ensure that all support to the foreign supported organization was used ex s for section 170{c){2)(B)
purposes. o 4¢
52 Did the organization add, substitute, or remave any supported or 'z@gn'%,huring the tax year? Jf *ves,*
answer (b) and (c) below {if applicable). Also, provide detail in Parﬁ%@?ﬁding {1) the names and EIN
numbers of the supported organizations added, substituted, rq% ; {ii) the reasons for each such action;
{iij) the authonity under the organization's organizing dotumgntifithorizing such action; and {iv) how the action
was accomplished (such as by amendment to the J%Qg ument). |53
b Type l or Type Il only. Was any added or subsl!gét?dm "orted organization part of a class already
designated in the organization’s organizing docuﬁiqt?_: i 5b
¢ Substitutions only. Was the substitution t Jesult\ﬁsén event beyond the organization's control? 5¢
6 Did the organization provide suppont (whe%‘i‘?the form of grants or the provision of services or facilities) to
anyone other than (j) its supported organiz a , {il) individuals that are pan of the charitable class
benefited by one or mors of im'sn ; d organizations, or {jii) other supporting organizations that also
support or benefit ona or morg‘gf@e ing organization's supported organizations? "Yes, " provide detail in
Part V1. _ ﬁ\_"w" 6
7 Did the organizatio ‘Eﬁd g nt, loan, compensation, or othar similar payment to a substantial contributor
{as defined in sect:g;l_ 8{c)(3}CY, a family member of a substantial contributor, or a 35% controlled entity with
regard to a substantial®tgntributor? if Yes," complete Part | of Schedule L (Form 990 or 990-E2). 7
8 Did the organization make a loan to a disqualified person (as dsfined in section 4858) not described in line 77
if "Yes," complete Fart | of Schedule L (Form 990 or 990-E2). 8
9a Was the organization controlled directly or indiractly at any time during the tax year by ane or mara
disqualified parsons as dafined in section 4846 {other than foundation managers and organizations described
in section 509(a)(1) or (2))? # “Yes," provide detail in Part VL. Sa
b Did one ar more disqualified persons (as definad in line 9a) hold a controlling interest in any entity in which
the supporting organization had an intarest? jf "Yes, " provide detail in Part V. 9b
¢ 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? j¢ "Yes, " provide detail in Part VI, 9¢
10a Was the organization subject to the excess business holdings rules of section 4943 hacause of section
4843(f) (regarding certain Type Il supporting organizations, and all Type Il non-functionally integrated
supporting organizations)? if *Yes, " answer 70b below. 10a
b Did the crganization have any excess business holdings in the tax year? {Use Schedule C, Form 4720, to
ietermine whether tt ization had business holdings.) 10b
832024 09-25-18 Schedule A (Form 990 or 980-EZ) 2019
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LEVINDALE HEBREW GERIATRIC CENTER
Schedule A (Form 990 or 990-E7) 2019 AND HOSPITAL, INC. 52-0607913 pages
| Suppor‘tlng Organizations {continued)

Yes | No

11 Has the organization accepted a gift or contribution from any of the following persons?
a A parson who directly or indirectly controls, sither alone or together with parsons described in (b) and {c)
below, the governing body of a supported organization? 1la
b A family member of a person described in (a) abova? 11b

¢ _A 35% controlled entily of a person describad in (a) or b) above? if "Yes" 10 4. b, or ¢ prvide delail in Part V1. 11c
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 yaar? 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 supporied organization,
describe how the powers lo appoint and/or remove directors or trustees were aflocated among the supported "
organizations and what conditions or restrictions, if any, applied to such powers during the tax year. - .{t 1
2 Did the organization operate for the benefit of any supported organization other than the supported _;‘i
organization(s) that operated, supervised, or controlled the supporting organization? If *Yes," explain in f \[ 1'Ic
Part VI how providing such benefit carned out the purposes of the supported organization(s) that operate,g’ T
A : - % U 2
Sectlon C. Type I Supportlng__lﬂanlzatlons [ ™

% J

1 Woara 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 arganization's supported organization{s)? If "No," deseribe i Pp@}now control
or management of the supporting organization was vested in the same persons that cd%rrl\ﬂh:r or managed

Y i

—tha supgored organizationds)
Section D. All Type lll Supporting Organizations % PR

organization’s tax year, {i) a written notice describing the type an it offsupport provided during the prior tax
year, {ii) a copy of the Form 990 that was most recently filed as Gate of notification, and {iii) copies of the
organization's governing documents in effect on the date of F g a_ntﬁn 1o the extent not previously provided? 1
2 Were any of the organization's officers, directors, or trusteé_ﬁtl]ae“{) appointed or elected by the supported
organization(s) or (if) serving on the governing bo y.-n{;aﬁ.l poyted organization? jf “No," expiain in Part VI how
the organization maintained a close and continugls wi g Yelationship with the supported organization(s). 2
3 By reason of the relationship described in (2}, dlmh%a%g&nization's supported organizations have a
significant voice in the organization’s investimgnt pal and in directing the use of the organization's
income or assets at all timas durlnglﬂe'( ‘.'_ ealﬁ If "Yes," describe in Part VI the role the organization's

Yes | No
1 Did the organization provide to each of its supparted organizations, hyEﬁ'éYlasth of the fifth month of the
the

WLE
Sectlon E. Type II[ Functlonally:lntearated Supporting Organizations
1 Check the box next to the me, ha?ﬂhe organization used to satisfy the Integral Part Test during the year (see instructions).
a l:l The organization §atj§.ﬂe Wctivities Test, Complete line 2 below.,
b [:l The organiz@hb nt of each of its supported organizations. Complete line 3 bejow.

¢ [] e organiza pported a governmental entity. Describe in Part VI how you supported a government entity (see instructions,
2  Aclivities Test. Answeri(g) 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? jf *Yes," then in Part VI identify
those supported organizations and explain how these activities direcily furthered their exempt purposes,
how the organization was responsive to those supported organizations, and how the crganization 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? ff *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. 2h
3 Parent of Supported Organizations. Answer (a) and {b} below.
a Did the organization have the power o regularly appoint or elect a majority of the officers, directors, or
trustees of each of the supported organizations? Provide details in Part VL. 3a
b Did the arganization exercise a substantial degree of direclion over the policies, programs, and activities of each
of its supported organizations? Jf *Yes," describe in Part VI the role plaved by the organization in this regard, 3b
932025 08-25-19 Schedule A (Form 990 or 990-EZ) 2019
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LEVINDALE HEBREW GERIATRIC CENTER

Schedule A (Form 990 or 980-E7) 2019 AND HOSPITAL, INC.

52-0607913 Pages

art Type Il Non-Functionally Integrated 509(a){(3) Supporting Organizations
1 [__] Check hereif the arganization satisfied the Integral Part Test as a qualifying trust on Nov. 20, 1970 (explain in Part V), See instructions. All
other Type Il non-functionally integrated supporting organizations must complate Sections A through E,
Section A - Adjusted Net Income {A) Prior Year ® (Cc,:rtrizr;ta;'ear
1__ Net shortterm capital gain 1
2 Recoveries of prior-year distributions 2
3 Other gross incoma {see instructions} 3
4 Add lines 1 through 3. 4
5 Depreciation and deplation 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 incoma (see instructions} (5]
7__ Other expenses {see instructions) 7
8 Adjusted Net Income (subtract lines 5,6, and 7 from lina 4) a ).
Section B - Minimum Asset Amount {A) Prior Yea H‘ ® gl.;rtrizr;ta:}’ear
1 Aggregate fair market valus of all non-exempt-use assets (see Y—_
_instructions for shor tax year or assets held for part of year): ..ﬂ Q’
a_Average monthly value of securities la
b _Average monthly cash balances ib z
c_Fair market value of other non-exempt-use assets ic | H"
d_Total {add lines 1a, 1b, and 1c} dd Fa
e Discount claimed for hlockage or other
faclors {explain in detail in Part VI): Y
2 Acquisition indgbtadness applicable to non-exermnpt-use assets
3 Subtract line 2 from line 1. [ 7N uf
4 Cash deemed held for exempt use. Enter 1-1/2% of line 3 (for greater *J
—__see instructions), 4
5 _ Net value of non-exempt-use assets {subtract line 4 from line 3 b, 5
_6_ Multiply line 5 by .035. L 3 &
7__Recoveries of prior-year distributions > ir Jﬂw 7
8 Minimum Asset Amount (add line 7 to ling e 8
Section C - Distributable Amount ﬁ\} j} » Current Year
1__Adjusted net income far prior year {fram Section A, lihé 8, Column A} 1
2 Enter 85%of line 1. *» i ] 2
3 __Minimum asset amount for prior Wfon B, line B, Column A} 3
4 Enter greater of line 2 or line g,._. e 4
§ _Income tax imposed in prior years. I ) 5
6 Distributable Amount. Subtrabtlife 5 from line 4, unless subject to
emergency tempor see instructions). <]

7
instructions).

|:| Check hera mtl%Y.lrrent_year is the organization's first as a non-functionally integrated Type Il supporting arganization (see

832028 (6-25-18

10560510 769024 LIF240.6

Schedule A (Form 990 or 980-EZ) 2019
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10560510 769024 LIF240.6

LEVINDALE HEBREW GERIATRIC CENTER

52-0607913 Page 7

Schedule A (Form 990 or 990-E7) 2019 AND HOSPITAL, INC.
[PartV'] Type Il Non- -Functionally Integrated 509(a}{3} Supparting Organizations _fcontinued)

Section D - Distributions

Current Year

1 __Amounls paid to supported organizations to accomplish exempt purposes
2 Amounts paid to parform activity that directly furthers exempt purposes of supported

organizations, in excess of income from activity

3 Administrative expanses paid to accomplish exempt purposes of supported organizations

4 Amounts paid 1o acquire exempt-use assets

5 Qualified set-aside amounts (prior IRS approval required}

6 _Other distributions {describe in Part VI). Sea instructions.

7 ___Total annual distributions, Add lines 1 through 6.

8 Distributions to attentive supported organizations to which the organization is responsive

{provide details in Part V). See instructions.

9 __ Distributable amount for 2019 from Saction G, line 6

10 Line 8 amount divided by lina 8 amount

0] (i)
Excess Distributions Underdistribution

Section E - Distribution Allocations {ses instructions) Pre-2019

1 Distributable amount for 2019 from Section C, line 6
2  Underdistributions, if any, for years prior to 2019 (reason-

able cause required- explain in Part Vl). See instructions,

{iti)
Distributable
Amount for 2019

3 Excess distributions carryover, if any, to 2019
a_From 2014

o

b From 2015

¢ _From 2016

d_From 2017

e From 2018 —

f_Total of lines 3a through e

g Applied to underdistributions of prior years
h_Applied to 2019 distributable amount

i Carryover from 2014 not applied (see instructions)

| Remainder. Subtract lines : 3, 3h, and 3i from 3f. ﬁ k

4 Distributions for 20189 from Section D, N g

line 7: 8 =
&_}’

c_Remainder. Subtract lines 4a and 4b from 4.

a_Applied to underdistributions of prior years
19, if

b _Apglied ta 2019 distributable amount
It greatar

any. Subtract lines 3g and 4a from

5 Remaining underdistributions for year pri
SS
than zero, explain in Part V1. Sae.i

6 Remaining underdistributions c‘:F' 019)Subtract lines 3h
and 4b from line 1. For rasult g han zero, explain in

Part V1. See |nstru

7 Excess distributi oﬁyover to 2020. Add lines 3j

and 4c.

8 Breakdown of line 7;

a _Excess from 2015

b_Excess from 2016

¢_Excess from 2017

d Excess from 2018

e Excess from 2019

Schedule A (Form 990 or 980-EZ) 2019

832027 08-25-18
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LEVINDALE HEBREW GERIATRIC CENTER
Schedule A {Form 990 or 990-E7) 2019 AND HOSPITAL, INC. 52-0607913 pagas

[Part VI | Supplemental Information. Provide the explanations required by Part Il,line 10; Part Il ine 17a or 17b; Part Il fine 12;
Part IV, Section A, lines 1, 2, 3b, 3¢, 4b, 4¢, 5a, 6, 9a, 8b, 9¢, 113, 11b, and 11c; Part IV, Section B, iines 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 1a; Part V,
Section D, lines 5, 6, and B; and Part V, Section E, lines 2, 5, and 6, Also complete this part for any additional information.
(Ses instructions.)

N
o)

\‘0
o
~D
AN
N
‘W
. \C)
NaX

D
AN\
X

B32028 09-25-19 Schedule A {(Form 990 or 930-EZ)} 2019

22
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** PUBLIC DISCLOSURE COPY **

Schedule B Schedule of Contributors OMB No. 1545-0047
(Form 990, 990-EZ, »- Attach to Form 990, Form 990-EZ, or Form 990-PF.
g:pg?:;?';’m Treasury P Go to www.irs.gov/Form990 for the latest information. 20 1 9
Internal Revenus Service
Narme of the organization Employer identification number
LEVINDALE HEBREW GERIATRIC CENTER
AND HOSPITAL, INC. 52-0607913
Organization type (check one):
Filers of: Section:
Form 990 or 990-EZ (X1 501} 3 ) tenter number) organization

[:I 4947(a)(1} nonexempt charitable trust not treated as a private foundation

(] ser political crganization t&
T
?g‘.':.'-;.__‘ g
Form 980-PF I:] 501(c)(3) exempt private foundation e \J )
b
l___l 4947{a)(1) nonexempt charitable trust treated as a private foundati?r % ) -
[] 501{c)(3) taxable private foundation W fl’.
-
f.7a

Check if your organization is covered by the General Rule or a Special Rule. o
Note: Only a section 501(c)(7), {8), or {10) organization can check hoxas for both the G_an&% ¢ and a Special Rule. Ses instructions.

Fr \‘
General Rule & _..-_f.':-f'}:

For an organization filing Form 980, 990-E2, or 980-PF that rec&gg:’!ﬁggry}}ig the year, contributions totaling $5,000 or more {in money or
property) from any ane contributor. Complete Parls | and |, ﬁﬁln fuctions for determining a contributor’s total contributions.

oy,
v

P
o % -

Special Rules * L%

e W
o Y
[:I For an organization described in section 50 o (3) filifg Farm 990 or 990-EZ that met the 33 1/3% support test of the regulations under

sections 509(a)(1) and 170{b)(1)(A)vi}, that cheb hedule A {Form 990 or 990-EZ), Part Il, line 13, 18a, or 16b, and that received from

any one contributor, during the year, total.contribitions of the greater of (1) $5,000; or (2) 2% of the amount on {i) Form 890, Part VI, Jine ihy;

or (i) Form 990-EZ, line 1. Complﬁetbfﬁs | apd II.

year, total contributions of $1,000 exclusively for religious, charitable, scientific, literary, or educational purposes, or for the

|:| For an organization described ‘nme&ﬁeﬁgm (c)(7), (8), or (10} filing Form 990 or 990-EZ that recsived from any one contributor, during the
@ th
pravantion of cruelt_gto il animals. Gomplate Parts |, Il, and |1l
AT

F -
L i

D For an organizaticti"ilescribed in section 501(c)(7), (8), or {10} filing Form 990 or 990-EZ that recsived from any one contributor, during the
year, contributions exclusivaly for religious, charitabls, etc., purposes, but no such contributions totaled more than $1,000. If this box
is chacked, enter here the total contributions that were receivad during the year for an exclusively religious, charitahle, etc.,
purpose. Don't cornplate any of the parts unless the General Rule applies to this organization becauss il received nonexclusively
religious, charitable, elc., contributions totaling $5,000 or more during the year > 3

Caution: An organization that isn't coverad by tha General Rule and/or the Special Rules doesn't file Schedule B (Form 890, 990-E2, or 990-PF),
but it must answer “No" on Part IV, line 2, of its Form 990; or check the box on line H of its Form 990-EZ or on its Form 990-PF, Part |, line 2, to
certify that it doesn't meet the filing requirements of Schedule B (Form 990, 980-EZ, or 990G-PF).

LHA For Paperwork Reduction Act Notice, see the instructions for Form 990, 950-EZ, or 890-PF. Schedule B (Form 990, 990-EZ, or 990-PF) {2019}

823451 11-06-18



Scheduls B (Form 990, 990-E2, or 990-PF) (2019}

Page 2

Namae of arganization
LEVINDALE HEBREW GERIATRIC CENTER
AND HOSPITAL, INC.

Employer identification number

52-0607913

Part |

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

(a)
No.

{b)

Name, address, and ZIP + 4

(c)

Total contributions

{d)
Type of contribution

1

$ 4,149,032.

Person
Payroll ]
Noncash [ |

{Complete Part |l for
noncash contributions.)

(a)
No.

{b)

Name, address, and ZIP + 4

(<)

\ {d)

Total contributions_““wf% Type of contribution

s A 452%905.

52
A\

s

3 Person IE

Payroll ]
Noncash [ |

{Complete Part Il for
noncash contributions.)

{a)
No.

{b)
Name, address, and ZIP + 4

S «©

Y. . Total contributions

(d)
Type of contribution

$ 451,311.

Person
Payroll ]
Noncash [ ]

{Complete Part Il for
noncash contributions.)

{a)
No.

) N

{c)

Total contributions

{d)
Type of contribution

Name, address, and ﬁ’@r}

\/

a

$ 50,000.

Person
Payroll |:|
Noncash [ ]

{Complete Part Il for
noncash contributions.)

(a)
No.

P 7*.-.“‘.:;,1" ib)

(c}
Total contributions

{d)
Type of contribution

“% 4 Name, address, and ZIP + 4
=

$ 45,000.

Person @
Payroll |:|
Noncash [ |

{Complete Part Il for
nencash contributions.)

(a)
No.

(b)
Name, address, and ZIP + 4

(c)
Total contributions

(d)
Type of contribution

$ 24,000.

923452 11-08-19

T1RT40RIN TARAN24 T.TR240 A

Person
Payroll |:|
Noncash [ |

(Complete Part Il for
noncash contributions.)

2

Schedule B {Form 980, 990-EZ, or 990-PF) {2019)
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Schedule B {Form 990, 990-EZ, or 990-PF) (2019)

Page 2

Name of organization

LEVINDALE HEBREW GERIATRIC CENTER

AND HOSPITAL, INC.

Employer identification number

52-06075913

Partl

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

(a)
No.

{b)
Name, address, and ZIP + 4

{d)
Tvpe of contribution

{e)
Total contributions

7

$

[(X]
(I
]

Person
Payroll
Noncash

21,000.

{Complete Part Il for
noncash contributions.)

{a)
No.

{b)
Name, address, and ZIP + 4

(d)
Type of contribution

{c)
Total contributions_ ]

$

Person [ZI
Payroll [ ]
Noncash [ _]

N

3
& a4
y

{Complete Part Il for
noncash contributions.)

{a)
No,

{b)
Name, address, and ZIP + 4

N
i N

i
T %

{c)

Total contributions

(d}
Type of contribution

NeXd

A

*

$

Person
Payroll
Noncash

X]
]

10,049. ]

C»

Qr,—;\'

(Complete Part Il for
noncash contributions.)

{a)
No.

b) N o
Name,address.andZP té

{c)

Total contributions

(d)

Type of contribution

10

\/

RS

$

[X]
]
]

Person
Payroll
Noncash

10,000.

L Y "o.w\‘
h U

2 ——
%\w#—

{Complete Part Il for
noncash contributions.)

{a}
No.

-“,\l\t

P
-

O {b)

Name, address, and ZIP + 4

(d}
Type of contribution

(c)

Total contributions

“\,
11

Person
Payroll |:’

9,620. Noncash [

{Complete Part Il for
nencash contributions,)

{a)
No.

(b)

Name, address, and ZIP + 4

(d)
Type of contribution

{c)
Total contributions

12

Person rXJ
Payroll [ _|

5,000. Noncash [ ]

(Complete Part il for
noncash contributions.)

923452 11-08-19

15140510 769024 TTW24D.A

3

Schedule B (Form 990, 990-EZ, or 950-PF) {2019}
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Schedule B (Form 990, 990-EZ, or 990-PF) (2019)

Page 2

Name of organization
LEVINDALE HEBREW GERIATRIC CENTER
AND HOSPITAL, INC.

Employer identification number

52-0607913

Part|

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

(a}
No,

(b)

Name, address, and ZIP + 4

()
Total contributions

(d)
‘Type of contribution

13

$ 5,000.

[(Z]
[
]

Person
Payroll
Noncash

(Completa Part Il for
noncash contributions.)

(a)
No.

(b)
Name, address, and ZIP + 4

{c}
Total contributions_

14

sf@ﬂ.

Q

{d)
contribution

Person [X]
Payroll [ ]
Noncash [ ]

RT e of

./

(Complete Part Il for
noncash contributions.)

{a)
No.

{b)
Name, address, and ZIP + 4

(d)
Type of contribution

15

5,000.

Person @
Payroll [:_]
Noncash [ ]

5 o

(Complete Part Il for
noncash contributions.)

(a)
No.

(b} A{quéi-J (c)
Name, address, and Z‘lEh v Total contributions
T

{d)
Tﬂagcf contribution

T

NA\Y,

Person |:|
Payroll D
Noncash [ |

4 f"::"qt\‘

) §

N

{Complete Part Il far
noncash contributions.)

{a)
No.

j?‘% (b)

Name, address, and ZIP + 4

Q"

{c)

Total contributions

{d)
Type of contribution

Person D
Payroll  [_]
Noncash []

{Complate Part Il for
noncash contributions.)

(a}
No.

(b)
Name, address, and ZIP + 4

{c)

Total contributions

(d)
Type of contribution

923452 11-08-18

15140510 769024 T.TR240.A

(]
]
]

Person
Payroll
Noncash

{Complete Part Il for
noncash contributions.)

—_——— e — .
4
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Schedule B (Form 990, 990-EZ, or 890-PF) {2019)
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Schedule B (Form 990, S30-EZ, or 990-PF) (2019)

Page 3

Name of organization

LEVINDALE HEBREW GERIATRIC CENTER

Employer identification number

AND HOSPITAL, INC. 52-0607913
Partll Noncash Property (ses instructions). Use duplicata copies of Part Il if additional space is neaded,
(al
No. {c)
fro?-n b ioti y () h i FMV (or estimate) Dat (d) ived
_ escription of noncash property given (See instructions.) ate receive
$
(a) j
No. {b) % {d}
- . FMV (or estlma
from Description of noncash property given (See lnstructlon Date received
Partl
Q_ Q‘k } %
(a) . r
No. (b) A %«r MY @ ()
from Description of noncash property given }0 for estimate) Date received
- {Sea instructions.)
Part| Cn
24 )
!_1:_ '\-"lu_r-r
L $
g e
@ ~\~ (e
No. b) £ \k . i (d)
- FMV (or estimate)
from Description of noncash dy given . . Date received
(See instructions.)
Parti e
e I «
AN N4
- b'--'-':k\‘:’
N ) $
N 2
o )N ©
fr::;_' D ioti . (b) h . FMV {or estimate) Dat (c} ved
escription of noncash property given {See instructions.) ate receive
Part |
$
{a)
(c}
No.
° - (8) i FMV [or estimate) {d) i
from Description of noncash property given . . Date received
{See instructions.)
Part|
$

823453 11-06-19

15140510 769024 T.TW240.4A

5
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Schedule B (Form 930, 990-EZ, or 890-PF} {2019)
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Schedule B {Form 990, 990-EZ, or 990-PF) (2019) Page 4

Name of organization Employer identification number
LEVINDALE HEBREW GERIATRIC CENTER
AND HOSPITAL, INC. 52-0607913

Part lll  Exclusively religious, charitable, etc., contributions to arganizations described in section 501(cK7), (8), or (10} that total more than 51,000 for the year
from any one contributor. Complata columns (a} through (e) and the following line entry. For organizations
compleling Part I, enter the Lotal of exclusively religious, charitable, etc., contributions of $1,000 or less for the year, (Enter this infa. 05e.) | &
Use duplicate copies of Part |ll if additional space is needed.

{a) No.
;l:!m {b) Purpose of gift {c) Use of gift {d) Description of how gift is held
{e} Transfer of gift
Transferee’s name, address, and ZIP + 4 Relationship of transferor'to transferee
I3 7
e
- 1L 3 N
{a} No. |
fromI {b} Purpose of gift {c} Use of gift . (d)|Pescription of how gift is held
(|74
Kd\ qlnl
N
{e) Transfe "Q;&lj“
Transferee’s name, address, and ZIP + 4 Relationship of transferor to transferee
h Y
N
- &
N M e
{?) No. — ‘J
rom . L.y X i o
pom (b) Purpose of gift 4 \\kk {c} Use of gift {d) Description of how gift is held
- W
o
S
W - \‘ (e} Transfer of gift
Transfe e% me, address, and ZIP + 4 Relationship of transferor to transferee
ZINT
% 7
AN
(a) No.
él:_ftn' {b) Purpose of gift {c) Use of gift (d} Description of how gift is held
{e) Transfer of gift
Transferee's name, address, and ZIP + 4 Relationship of transferor to transferee
623454 11-08-19 Schedule B (Form 990, 950-EZ, or 990-PF) {2019}
6
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SCHEDULE C Political Campaign and Lobbying Activities OMB No. 1545-0047

(Form 990 or 890-E2)
For Organizations Exempt From Income Tax Under section 501(c) and section 527
Digertmant of the Traastry P> Complete if the organization is described below. P> Attach to Form 990 ar Form 980-EZ. Open to p‘ub“c
Inlernal Revente Service P Go to www.irs.gov/Form890 for instructions and the latest information. Inspection

If the organization answered "Yes," an Form 990, Part IV, line 3, or Form 990-EZ, Part V, line 46 (Political Campaign Activities), then
® Section 501(c){3) organizations: GComplete Parts |-A and B. Do not complate Part 1-C.
® Section 501(c) (other than section 501(c){3)) organizations: Complete Parts I-A and C below, Do not complete Part 1B.
® Section 527 organizations: Complete Pari I-A only.
If the organization answered "Yes," on Form 990, Part IV, line 4, or Form 990-EZ, Part VI, line 47 (Lobbying Activities), then
® Saction 501(c)(3) organizations that have filed Form 5768 (election under section 501{h)): Cemplete Part il-A. Do not complete Part [1-8.
® Section 501(c)(3) organizations that have NOT filed Form 5768 {election under section 501(n)): Complete Part II-B. Do not complete Part II-A.
If the organization answered "Yes," on Form 920, Part IV, line 5 (Proxy Tax) {see separate instructions) or Form 990-EZ, Part V, line 35¢ (Proxy
Tax) {see separate instructions), then

& Section 501(cl{4}, (S}, or (6} oroanizations: Complete Part lll.

Name of arganization LEVINDALE HEBREW GERIATRIC CENTER Emplayer identification number
AND HOSPITAL, INC. S, 452-0607913
| Part I-A | Complete if the organization is exempt under section 501 [c} oris a section organization.
Pa\ 4
1 Provide a description of the arganization’s direct and indirect political campaign activities in Part i % )
2 Political campaign activity expenditures T!k >3
3 Voluntear hours for political campaign activities i 4 B
[PartI-B] Complete if the organization is exempt under section 501(c)(@),7 «
1 Enter the amount of any excise tax incurred by the aorganization under section 4955 4. * % D _______________________ | 2
2 Enter the amount of any excise tax incurred by organization managers under sectlo '*{éi _____________________________ >s
3 If the organization incurred a section 4955 tax, did it file Form 4720 for this yagr;? "b _ug ______________________________________________ E‘ Yes ’.j No
o Was 3 COMBCUANIMANE? .t RO RS A [Jves [INo
b If "Yes," dascribe in Part IV ¥
|'P'rt I-C| Complete if the organization is exempt undeg section 501(c), except section 501 (C)[3).
1 Enter the amount directly expended by the filing organization for &éﬁ? exernpt function aclivities . P&
2 Enter the amount of the filing organization's funds contnbute;g.td hef;crgamzatlons for section 527
axempt function activities .S
3 Total exampt function expendnures Add I:nes 1 arpdﬂrﬁter h.rlyand on Form 1120 POL,
ine17b .. . SESSUUUYOURUSOOUTVOREUR -
4 Did the filing organlzatlon fla Form 1120-POL for'fﬁ: r? l:' Yes [ INe
5 Enter the names, addresses and employer |dent|fcat| number (EIN) of all secﬂon 527 polmcal organlzatlons o whlch the filing organization
made payments. For each organizatiornlist r the amount paid from the filing organization's funds. Also enter tha amaunt of political

contributions received that were prol E“a dxd ectly deliverad to a separate political organization, such as a separate segregated fund or a
political action commitiee (PAG). [féd gp rspace is needed, provide information in Part V.

{a) Name & ) (b) Address {c) EIN (d) Amount paid from | (e} Amount of political
. 3 filing organization's | contributions received and
' funds. If none, enter-0-. |  promptly and directly
& ] delivered to a separate
X political organization.
b If none, enter -0-.
For Paperwork Reduction Act Notice, see the Instructions for Form 990 or 990-EZ. Schedule C (Form 990 or 930-EZ) 2019

LHA
932041 11-28-18
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LEVINDALE HEBREW GERIATRIC CENTER

Schedule C {Form 990 or 990-E2) 2019 AND HOSPITAIL, INC. 52-0607913 Page2
[Partll-A | Complete if the organization is exempt under section 501{c){3} and filed Form 5768 (election under
section 501(h)).

A Check b D if the filing organization belongs to an affiliated group {and list in Part IV each affiliated group member's name, address, EIN,
expensas, and share of excess lobbying expenditures).

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

Limits on Lobbying Expenditures org(:tliilahl?gn's (b) Am:';t:lg group
(The term "expenditures" means amounts paid or incurred.) totals

1a Total Iobhying expenditures to influance public opinion {grassroots lobbying)
b Total lobbying expenditures to influence a legislative body (direct lobbying)
¢ Total lobbying expendituras {add lines 1a and 1h)
d Other exempt purpose expenditures ...
e Total exempt purpose expenditures (add lines 1¢ and 1d)
¥ _Lobbying nontaxable amount. Enter the amount from the foltowing table in both columns.

I the amount on line 1e, column {a) or {b) is: The lobbying nontaxable amount is:

Not over $500,000 20% of the amount on line 1a.
Over $500.000 but not over $1,000,000 $100,000 plus 15% of the excess over $500,000.

Over $1,000,000 but not over $1,500,000 $175,000 plus 10% of the excass over $1,000,000. 0

Over $1.500,000 but not over $17,000,000 $225,000 plus 5% of the excess over $1,500,000z=);
Over $17,000,000 $1,000,000.

g Grassroots nontaxable amount (enter 25% of line 11)
h Subtract line 1g from line 1a. If zero or less, enter -0-
i Subtractline 1ffrom line 1c. If zero orless, enter-0- ... .
i M there is an amount other than zero on either lina 1h or line 1i, did the organizalion?_e

reporiing section 4911 tax for this yvear? .. . gt o SRR

4-Year Averaging Period Uan 501(h)
(Some organizations that made a section 501{h) election‘dom thave to complete all of the five columns below,
See the separate instrigtiops fofjjines 2a through 2f.)

Lobbying Expenditures:Dufing 4-Year Averaging Period

Calandar year :
{or fiscal year beginning in) {a)2016 o i

lﬁ 17 {c) 2018 {d) 2019 (e} Total

hY
2a Lobbying nontaxable amount \\\:. j
b Lobbying ceiling amount

{150% of line 2a, column(a}) &

c_Total lobbying expenditures s _|mw %
]
\!
d_Grassroots nontaxable amoun
e Grassroots ceiling -
{150% of line 2d, cblu el}

f Grassroots lobbying expenditures

Schedule G {Form 980 or 990-EZ) 2019

832042 11-26-19
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10560510 769024 LIF240.6

LEVINDALE HEBREW GERIATRIC CENTER

Schadule C (Form 990 or 890-E7) 2019 AND HOSPITAL, INC. 52-0607913 Page3

| Part lI-B | Complete if the arganization is exempt under section 501(c){3) and hias NOT filed Form 5768

{election under section 501(h}).

For each “Yes" response on lines 7a through 1i below, pravide in Part IV a detailed description (@)

{b)

of the lobbying activity. Yes No

Amount

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

Volunteers?

pa|bd

Paid staff or management {include compensation in expenses raported on lines 1c through 1i)?

Media adveartiSBMENtST | .. . oot

Mailings to membars, legislators, or the public? . . e

Publications, or published or broadcast statements?

Grants to other organizations for lobbying purposes?

Direct contact with legislators, their staffs, govarnment officials, or a legislative body? X [Ny

11,130.

Rallies, demonstrations, seminars, convenlions, speaches, lecturas, or any similar means? J Al

— = T -0 a0 D

39,375

50,305.

Other aCtVIES? e NS
Total. Add lines T through 1§ . e P E i IE
f X

2a Did the activities in line 1 cause the organization to be not described in section 501(c)(3)?

b If "Yes," enter the amount of any tax incurred under section 4912

d_f the filing organization incurred a section 4912 tax, did it file Form 4720 for this year? L 4 & .

Part llI-A

501(c)(8). W\

Complete if the organization is exempt under section 501{ﬂ)(4)éction 501(c)(5), or section

-

"I

Yes

No

1 Were substantially all {80% or more) duas received nondeductible by memh@y;:;ﬁ ________________________________________________ 1
2 Did the organization make only in-house lobbying expenditures of $2, 8887

3 _ Did the organization agree to carry over lobbying and political c n.acliVity expendituras from the prior year? 3

Part lll-B| Complete if the organization is exempt undersection 501(c)(4),

section 501{c)(5), or section

501{c){6) and if either {(a) BOTH Part III-A,([ nes?and 2, are answered "No" OR (b) Part llI-A, line 3, is

answered "Yes." ff =
1 Dues, assessments and similar amounts from members %_.mf .......................................................................... 1
2 Section 162{e) nondeductible lobbying and poli@?lb:;ﬁq ras (do not include amounts of political
expenses for which the section 527{f) tax was ﬁ%db:
a Current year e e OSSOSO 23
b Carryover fromlastyear it 1‘.{;’_ 2h
3 Aggregate amount reported irﬁ- 603 8){1){A) notices of nondeductible section 162(e) dues .. 3
4  |f notices werea sent and the a t OF line 2c exceads the amount on line 3, what portion of the excess
does the organization agr over to the reasonable estimate of nondeductible lobbying and palitical
OXPENAItUIE NEXL YBEIT o My . ittt e e oot 4
5 Taxable amount o ng and political expenditures (see instructions} ... R TR, 5

Supplemeéntal Information

Provide the descriptions raquir'ed for Part FA, line 1; Part I-B, line 4; Part |-G, line 5; Part II-A (affiliated group kst); Par Il-A, lines 1 and 2 (see

instructions); and Part II-B, line 1. Also, complete this part for any additional information.

PART II-B, LINE 1, LOBBYING ACTIVITIES:

LOBBYING INCLUDES A PORTION OF MARYLAND HOSPITAL ASSOCIATION DUES

RELATED TO LOBBYING ACTIVITIES DURING THE YEAR ENDED JUNE 30, 2020 AND

OTHER LOBBYING ACTVITIES PERFORMED ON BEHALF OF THE HOSPITAL REGARDING

COMMUNITY STABILIZATION AND DEVELOPMENT, HEALTHCARE MALPRACTICE AND

LONG TERM CARE.

Schedule C (Form 990 or 930-E2} 2019

932043 11-26-18
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SCHEDULE b Supplemental Financial Statements Qb le 1000047
{Form 990) - Complete if the organization answered "Yes" on Form 990, 20 1 9
Part IV, line 6, 7, 8, 9, 10, 11a, 11b, 11¢, 11d, 11e, 111, 123, or 12b ,
Department ol the Traasury » Attach to Form 990. Open to Public
Internal Revenue Servica PGo to wwwhirs.qov/Formg90 for instructions and the latest information. Inspection
Name of the organization LEVINDALE HEBREW GERIATRIC CENTER Employer identification number
AND HOSPITAL, INC. 52-0607913

| Part | | Organizations Maintaining Donor Advised Funds or Other Similar Funds or Accounts. Complate if the
arganization answered "Yes" on Form 9909, Part IV, line 6.

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

1 Totalnumberatend of year ., . . .
2 Aggregate valua of contributions to (dunng yaar)
3  Aggregate value of grants from (during year)
4  Aggregate value at end of year
5 Did the organization inform all donors and donor adwsors in writing that the assels held in donor advised funds

are the organization’s property, subject to the organization's exclusive legal controt? L] ves |:| No
[+

Did the organization inform all grantees, donors, and donar 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 conferri =
impermissi ivate Benefit? ...

1 Purpose(s) of conservation easements held by the organization {check all that apply). = E!. | %

Prasarvation of land for public use {for example, recreation or education) f:] Prese
D Protection of natural habitat |:| Preserval
I:l Preservation of open space —~
2 Complete lines 2a through 2d if the organization held a qualified conservation conlﬁbut% form of a conservation easament on tha last

ion of1 orically important land area
of a'certified historic structure

i

day of the tax year, ) QY Held at the End of the Tax Year
a Total number of conservation easemants TR TS OURNUOPIOh. ik, YOS | 2a
b Total acreage restricted by conservation easerments - } _____________________________ | 2b
¢ Number of conservation easements on a centified historic siructure Includedﬁg,{a} SR - 2c
d Number of conservation easements included in (c) acquirad after 7/25 "iqd on a historic structure
listed in the National Register ... ... ... B Bt 2d
3 Number of conservation easements modlf ed transferred ralea Mguished or termmated by the organization during the tax
year p _ % {.,
4 Number of states where property subject to conservatjon iﬁaﬂm‘ﬂs located p-
5 Doas the arganization have a written policy regar &g 'C manitoring, inspection, handling of
violations, and enforcement of the con%watlom&a% ISRholds? | | cacimrmesmnparaiarn | coms e [ lves [INo
6 Staff and volunteer hours devoted to monitoring ‘rﬁ:e ng, handling of violations, and enforcing conservation easements during the yaar
>
7 Amount of axpenses incurrad in mcnrtonnE |nspectmg, handling of violations, and enforcing conservation easements during the year
| &

and section T70MAUBIINT S erocvrremmeeeaeeee sttt
9 InPart Xlll, describe how the of tion reports conservation easements in its revenue and expense statement and
balance sheet, and/ﬁlﬂ_e icable, the text of the footnote to the organization's financial statements that describes the

organization's accountinty for conservation easements, -
Part Ill | Organizatiohs Maintaining Collections of Art, Historical Treasures, or Other Similar Assets.

Gomplets if the organization answared "Yes" on Form 990, Part IV, line 8.
1a If the organization elected, as permitted under FASB ASC 958, nat 1o report in its revenue statement and balance sheet works
of art, historical treasures, or other similar assets held for public exhibition, education, or research in furtherance of public
service, provide in Part XIll the text of the footnote to its financial stalements that describes thesa items.
b If the organization elected, as permitted under FASB ASG 958, to report in its revenue statement and balance shest 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:
{iy Revenue included on Farm 990, Part Vill, ling 1

8 Does each conservation easer&e g‘ e on line 2{d) above satisfy the requirerents of section 170{){4)[B)()

(i) Assetsincluded in Form 990, PartX . ... 16,625.
2 If the organization received or held works of art, historical treasures, or other similar assats for financial gain, provide
the following amounts required 1o be reported under FASB ASC 958 relating 1o these itams:
a Revenue included on Form 990, Part Vil linet . . > 3
b_Assets includedin Form 990, Part X ... S |
LHA For Paperwork Reduction Act Notice, see the Instructions for Form 990. Schedule D (Form 230} 2019

832051 10-02-18
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LEVINDALE HEBREW GERIATRIC CENTER
Schedule D (Form 990) 2019 AND HOSPITAL, INC. 52-0607913 page2
[Partiil] Organizations Maintaining Collections of Art, Historical Treasures, or Other Similar Assets {continued)
3  Using the organization's acquisition, accession, and ather records, check any of the following that make significant use of its
collection items {chack all that apply):
a Public exhibition d [:] Loan or exchange program
b [] Scholarly research e [_] Other
c |:] Preservation for future generations
4 Provide a description of the organization's collactions and explain how they further the arganization's exempt purposa in Part XlIl.
& During the year, did the organization solicit or receive donations of arl, historical treasuras, 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" an Form 990, Part IV, line 9, or
reported an amount on Form 990, Part X, line 21,

1a |s the organization an agent, trustee, custodian or other intermediary for contributions or other assets nat included
b If "Yes," axplain the arrangement in Part XlIl and completa the following table:

Amount

Beginning balance e
AddItions dURNG the YBAT | .. et e e s
Distributions during the year

| 11

c

d

e

t Ending balance U PP UUUUUURURUOROR = _ A,

2a Did the organization include an amount on Form 980, Part X, line 21, for escrow or custodial acﬁj’nt liashili
b_If "Yes," explain the arrangement in Pari XIll. Check here if the explanation has been provided oniBart

Part Endowment Funds. Gomplete if the organization answered "Yes" on Form 990, Part IV, Ine 10.

E] Yes I:| No

 {a) Current year {b) Prior year (cii Iw? vears back | {d) Three vears back | {e] Four yzars back

1a Beginning of yearbalance . . ... 4,223,234, 4,223,234, 044223234, 4,223 234, 4,223,234,

b Contributions ... AN

¢ Net invastment eamings, gains, and losses N Tf‘-‘

d Grants or scholarships | ... ... o™

e Other expenditures for facilities r 4

and programs ALY

f Administrative expenses ... A

g Endolyearbalance . ... . . 4,223_234€,| T 1,223,234, 4,223 234, 4,223,234, 4,223,234,
2 Provide the estimated percentage of the current year end bﬁgﬂcé‘ﬂdiﬁe 1g, column (g)) held as:

a Board designated or quasiendawment P e s 00 ot %

b Permanentendowment p 100.00 4 % \‘-\-Ix"‘-

¢ Term endowment p- L00 9 N 4

The percentages on lines 2a, 2b, and 2¢ should equal 100%.
3a Are there endowment funds not in the\eo sti?ﬁ of the organization that are held and administered for the organization

by: t-,{}g\} .  Yes | No
i) Unrelated Organizations gy g8 My .7 .......ooocceecueeuuuseeossssoeieees oo eereesossess s msssstessese e seee e ses s s  3afi) X
i) Related organizations |, o S .. [ oot | 3afi)| X
b If "Yas" on line 3afii}, are the ganizations listed as required on ScheduleR? ..~~~ la | X
4 Describe in Part Xllldﬁ(é itehdad ¥ses of the organization’s endowment funds,
Land, Buildings, and Equipment.
Complete if thebiganizalion answered "Yes" on Form 950, Part IV, line 11a, See Form 990, Part X, line 10,
Description of broperty {a) Cost or other {b) Cost or other {c) Accumulated {d) Book value
basis (investment) basis {other) depraciation
Ta Land e
b Builldings | . ..., 62,339,917.] 31,575,288.[ 30,764,629.

¢ Leasehold improvements .. . . .. . . .
d Equipment

21,738,455.] 14,755,658.] 6,982,797.

@ Oher.....oooieoo 3,632,843, 976,251.] 2,656,592,
Total. Add lines 1a through 1e. (Column () must equal Form 990, Part X, column (B) fine 10C) oo oo »| 40,404,018,
Schedule D {Form 990) 2019

832052 10-02-18
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LEVINDALE HEBREW GERIATRIC CENTER
Schadule D {Form 990) 2019 AND HOSPITAL, INC. 52-0607913 page3
| Part VII| Investments - Other Securities.

Complete if the organization answered "Yes" on Form 990, Part IV, line 11b. See Form 880, Part X, lina 12.
{a) Description of security or calegory (including nama of security} (b} Book value (c) Mathod of valuation: Cost or end-of-year market value

{1) Financial derivatives . . . ...

{2) Closely held equity interasts

{3) Other
(o) ECONOMIC INTEREST IN
gy FOUNDATION 9,569,119. END-OF-YEAR MARKET VALUE
G
O}

—LE)
R
1G)
H)

Tatal. (Col. {h} must equal Form 990, Part X, cal. {B) line 12.) p» 9,569,119.

Part VIII{ Investments - Program Related.

ié‘,
Complets if the organization answered "Yas' on Form 990, Part IV, line 11¢. See Form 990, Part X, lindl13.
35t.07 end-of-year market value

{a) Description of investment {b) Book value {c) Method of valuat ;
{1 - 4L 31 %
{2) % P
(3) W J
(4) P
{5) {7
{6) o oS
@) Y
(8) 1N P
_19) ™ et
Total. {Col. (b} must equal Farm 880, Part X, cul. (B} line 13.} J"*"«x_alal’_
Part IX{ Other Assets. %?mw
Complete if the organization answered *Yes" on Form 980=Fart;| ~.. ng 11d. See Farm 990, Part X, line 15.
{a) Descript_io@' T {b) Book value
{1y INTERCOMPANY RECEIVABLES 4 E‘.M 24,636,002,
{2y CAPITAL ACCUMULATED . %-(-pf 67,767.
3y LIMITED USE ASSETS ﬁ __\ 215, 315.
(4) b J
(5} - h
__i8 . 1
@ AN\
8 s sm N
8} . U
Total. (Cal st 6qual Form 990, Part X ool (8) ine 15 oo — o »| 24,919,084.
| Part X | Other Liiﬁ’ é\ }'
Complete | e,o‘r.ganization answered "Yas" on Form 990, Part IV, ling 11e or 11f, See Form 980, Part X, line 25.
1 {4),Description of liability {b) Book valua
(1) _Federal income taxes
{2y PENSTION LIABILITY 5,081,315,
{3 CAPTIVE PROFESSIONAL LIABILITY 205,911,
4 A/P - RELATED PARTIES 620,808.
(5 ASSET RETIREMENT OBLIGATION 1,560,000.
©® A/P DUE TO AFFILIATE BONDS 9,680,707.
7 DEFERRED COMPENSATION 44,242,
{8)
{9}
Total. (Column (b} must equal Form 990, Part X ol (BN 25 w.coccovviveooeiioiiiiee e »| 17,192,983,

2. Liahility for uncertain tax positions. In Part Xll, provide the text of the footnote to the organization's financial stataments that reports tha
organization’s liability for unceriain tax positions under FASB ASC 740. Check hera if the text of the footnote has been pravided in Part Xl |:|
Schedule D (Form 990} 2019

832062 10-02-19
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10560510 769024 LIF240.6

LEVINDALE HEBREW GERIATRIC CENTER

AND HOSPITAL, INC. 52-0607913 paga4d
dited Financial Statements With Revenue per Return.

Complets if the organization answerad "Yas" on Farm 990, Part IV, line 12a.

1 Total revenue, gains, and other support per audited financial statements 1
2 Amounts included on lina 1 but not on Form 980, Part VI, line 12:

a Netunvealized gains Josses) oninvestments | 23

b Donated services and use of facilities 2b

¢ Recoveriesof prioryeargranls |_2c

d Other (DeseribeinPart Xill) 2d

BT L T L I e— | 2e
B ULt I O O L A P T e T B e S e B R 3
4  Amounts included on Form 980, Part VI, line 12, but not on ina 1:

a Investment sxpenses not included on Form 830, Part VIIL lina 7b

b Other Descrba PR XILY i it iose s s tess o oo 4b

& AddWmeadaand 8b: ool e e e {:

penm per Audlted {
Complate if tha organization answered "Yas" on Form 990, Part IV, line 12a,

1 Total expenses and losses per audited financial statements

2 Amounts included on line 1 but not on Form 880, Part [¥, line 25:

Donated servicas and use of facilities | ...

Prior year adjustments

Other lossas

" a o oo

3 Sublract ne 2e TOMENG 1 e
4  Amounts included on Form 890, Part IX, line 25, but nat an lina 1: \”’J_i

a Investment expanses not incleded on Form 990, Part VI, line Tt
Other (Dascriba in Part XL}

Part Xill Supplementa nnrmation

Provide the descriptions required for Part il, lines 3, 5, and 9 1aand4.- Part IV, lines 1b and 2b; Part V, line 4; Part X, kne 2; Part XI,
Enes 2d and 4b; and Part XII, lines 2d and 4b. Also oo?egg‘\ provide any additional information.

PART III, LINE 4: . V

LEVINDALE OWNS AND DfﬂfhkﬂvaRIDUS ARTWORKS, TO BRING HAPPINESS AND JOY

TO LEVINDALE'S RESIDEHT§ AND PATIENTS.

ﬂ‘%:ﬁ*

PART V, LINE Eg

THE PERMANENTLY ENDOWED FUNDS HELD BY THE BALTIMORE JEWISH ELDERCARE

FOUNDATION, INC. ARE USED TO SUPPORT LEVINDALE HEBREW GERIATRIC CENTER AND

HOSPITAL, INC.

6320584 10-02-18 Schedule D (Form 990) 2019
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SCHEDULE H . OMS Na. 1545-0047
(Form 990) Hospitals
P Complete if the organization answered "Yes® on Form 990, Part IV, question 20. 20 1 9
Department of the Treasury P> Attach to Form 980, Open to Public
Internal Revenua Service P> Go to www.irs.gov/Form980 for instructions and the latest information. Inspection
Name of the organization LEVINDALE HEBREW GERIATRIC CENTER Employer identification number

AND HOSPITAL, INC. 52-0607913
art inancial Assistance and Certain er Community Benefits at Cost

Yes | No

1a Did the organization have a financial assistance policy during the tax year? If “No," skip to question 6a T RINRURE - 0 |-

b tf "Yes " was it a wntten pOlICY? ..................................................................................................................................... ib
acllities, indicate which of the following bast dascribes appllc:mnn of ihe financial assistance palicy to (ts various haspital

bd |

2 fag:lmies during tha lnx year
Applied uniformly to all hospital facilities EI Applied uniformly to mast hospital facilities
D Generally tailored to individual hospital facilities
3 Answerthe following based on the financial assistance eligibllity criterla that applisd 1o the largest number of the organization's patients during the tax yaar,
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 efigibility for free cara:
(] 100% [ J1s0%  [_J200%  [X] other 300 %
b Did the organization use FPG as a factor in delermining eligibility for providing discounted care? If *Yes
of the following was the family income limit for eligibility for discounted care:

] 200% [(J2so% [Jaoow [ Jasow [ ao0% - Other ||
izati ed for determining

eligibility for fres or discounted care. Include in the description whether the organization used an ass tast or ather

4 Didthe orgmlzaﬂon s financial assistanca poticy that applied 1o the largest number of ita patients during the tax yeargro tor frea o discounted cars to the
"MBGICAIY INGIBAN™T  ..ovvveevuuerarieerireessuaessessteesnsssnesmmrenssossessres st sesnseesonessssossessisesmsssssesos o B R v enaee e 4

5a Did the organization budget amounts for free or discounted care provided under its financial a slange policy during the taxyear? . | 5a
b If "Yes," did the organization’s financial assistance axpenses excaed the bu %d 2 c
¢ If "Yes" to line 5b, as a result of budget considerations, was the organizatiol !.gm:ule o provide free or discounted
care to a patient who was eligible for free or discounted care? | & - 5c X

6a | X

X

b B B

6a Did the organization prepare a community benafit report during th
b If "Yes," did the organization make it available to the public? =2 OO SOV VRO U RROURRTUOTOTR A - -
Complate the luliowmg table using the workshests providad In the Scheduls H inal ucﬁ_s. D not submit these workshaeats with the Schadula H.
7 Financial Assistance and Certain Other Cammunity Benef: s | i [
Financial Assistance and (an)c g'vl:;r;mh S % . _&i‘;s:na (cg;‘c;lﬂ: ::'r;:nnr::ﬂy (d} Dirr:;::n c:.lfl:elling (egegl;:‘c:m.ﬂly _(-f!:r':;?ﬂt
Means-Tested Government Programs | Prowomsogiona) |8 Soptional sxpanze
a Financial Assistance at cost (from \\Q ,F
Worksheet 1) . - ¥ 1481775. 1481775.| 1.85%
b Medicaid {from Worksheat 3 * [ { 1
column a) . :
¢ Costs of other means- tested - 4'—1
government programs {from _ W
Worksheet 3, column bj __ ﬁ&"'\:\;ﬂ
d Total. Financtal Assis m'a-‘;tﬁ1L “’\éh r
Means-~Tasted Gaoverim S iiiee... 1481775. 1481775- 1-85%
Other Benefi
e Community health
improvament services and
community benefit operations
(from Worksheetd) 827,082.] 58,028.| 769,054. .96%
f Health professions education
(from Worksheets) 254,485.| 54,081.| 200,404. .25%
g Subsidized health services
{from Worksheet8) . ... .
h Rasearch {from Worksheest 7)
i Cash and in-kind contributions

for community benefit (from

Worksheet8) . 25,354, 25,354, .03%
i Total. Other Benefits 1106921.] 112,109.| 994,812.| 1.24%
k Total. Add lines 7dand 7] ......... 2588696.| 112,109.| 2476587.| 3.09%
8az0et 11-18-18 LHA For Paperwork Reduction Act Notice, see the Instructions for Form 990. Schedule B {Form 990) 2019
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LEVINDALE HEBREW GERIATRIC CENTER

Scheduls H {Form 980) 2019 AND HOSPITAL, INC.

52-0607913 Pagez_

| Part |l | Community Building Activities Complele this table if the organization conducted any community b

tax year, and describe in Parl VI how its community building activities promotad the health of the communities it sarves.

uilding activities during the

(@) Number of b} Persons {c) Total {d) Direct {e) et ) Percent ot
activities or programs sorved (optional) community oftsatling revenue community total expense
{aptionaly bullding expensa building expanse
1 Physical improvements and housing
2 Econcmic developmant
3 _Community support
4 __Environmantal improvements
5 Leadership development and
training for community members
6 Coalition building
7 Community health improvement
advocacy
8__ Workforce development 6,136. 6,136. .01%
9 Other .
10 Total 6,136. 4136, .01%
[Part I | 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 Managemeaptisd @ n
2  Enter the amount of the organization’s bad debt expense. Explain in Part VI the B
methodology used by the organization to estimate this amount O I 3,073,778.
3 Enter the estimated amount of the organization's bad debt expense attributable to @ ‘ﬁ
patients sligible under the organization's financial assistance policy. Explain in Part Vijthe s
methodology used by the organization 1o estimate this amount and the rationale, if %
for including this portion of bad debt as community benafit VUUR, N SO < | 2,579,822,
4 Provide in Part VI the text of the footnote to the organization's financial sta@w at describes bad debt
expense or the page number on which this footnote is contained in th edtfinancial statements.
Section B. Medicare g\ i'
6  Enter total revenue received from Medicare (including DSH and JME) %, . 5 | 54,157,395,
6  Enter Medicare allowable costs of care relating to payments w s, |61 39,992,188,
7 Subtract line 6 from line 5, This is the surplus (or shortfall % 171 14,165,207.
8 Describe in Part VI the extent to which any shortf. Ste%m ine 7 should be treated as community benaefit.
Also describe in Part Vi the costing methodal ¢ Used to determine the amount reporied on line 6.
Check the box that describes the method used: %
[:I Cost accounting system [Z—I t o cHarge ratio D Other
Section C. Collection Practices %+
9a Did the organization have a written Mg n policy during the tax year? OOV I <N P
b i "Yes," did the organization's collacliprp% ,Ii?é! applied to the largest number of its patients during the tax year contain pravisians on the
callection practices to be followed for'patietils who are known to gqualily for financial assistance? Describe in Part\i ... oh | X
art IV anagement E_?mp_?n es and Joint Ventures {owned 10% or mora by officers, directars, trustees, kay employses, and physicians - ass instructions)
{a) Name of ﬁy\ “‘Q:_ } ) (b) Description of primary {c) Organization's | (d) Officers, direct- | (e) Physicians'
activity of entity profit % or.stock ﬁ?' ;rrl::Stleoeg'e:f profit % or
ownership % prca&t %%r{stock stock
ownership % OWI'IBFShlp %
832092 11-18-18 Schedule H {(Form 930) 2019
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LEVINDALE HEBREW GERIATRIC CENTER
Schedule H (Form 950) 2019 AND HOSPITAL, INC. 52-0607913 Page3
[PartV T Facility Information

Section A. Hospital Facilities = =
{list in order of size, from largest to smallest) |8l =l = §
How many hospital facilities did the organization operate % E "t% % ﬁ g‘
during the tax year? 1 al 2| g § g Bl e
=g -] -
Name, address, primary website address, and stale license number 2 2 £ @ ] = é 5 Facllity
{and if_ag_roup return, the name anq EIN of }he subordinate hospital ] £ %’ ‘E B E 3 % reporting
organization that operates the hospital facility) § .§ ;.1 E :&; § & & Other (describe] oroup
1 LEVINDALE HEBREW GERIATRIC CENTER & HO
2434 WEST BELVEDERE AVENUE
BALTIMORE: MD 21215
HTTP://WWW.LIFEBRIDGEHEALTH. ORG;_' LEVIND
30088 X
{!
&+
‘ "
D
' J
-P\"l#l"
U
% U..-dﬂ‘-h
.&.\ o/
£ N\
N 7
- v
o @
L N g ™4
s N Y
i \V
7/
N
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10560510 769024 LIF240.6

LEVINDALE HEBREW GERIATRIC CENTER

Schedule H (Form 990) 2019 AND HOSPITAL, INC. 52-0607913 Pagesa

[Part V T Facility Information continued)

Section B, Facility Policies and Practices
{complete a separate Section B for each of tha hospital facilities or facility reporting groups listed in Part V, Section A}

Name of hospital facility or letter of facility reporting group LEVINDALE HEBREW GERIATRIC CENTER & HOSP

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 1ax YBar?  _.._..........oouioioeii e
2 Was the hospital facility acquired or placed inlo service as a tax-exempt haspital in the current tax year or
the immediately preceding tax year? If "Yas,” provide details of the acquisition in Section C
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 line12 . .. ,,lq.a% .
If "Yes," indicate what the CHNA report describes (check all that apply): + J
A definition of the community served by tha hospital facility ;@-.'“ §
L "
1

Demographics of the community | %
dt ﬁa"é;

[ I - ]

[Ibdbdbd  Bdbded  BabdR

Existing health care facilities and rasources within the community that are availabla to reéo alth needs
of the community p
How data was obtained o '
The significant health needs of the community ) {E;j

v
Primary and chronic disease needs and other health issues of uninsured perso‘i income persons, and minority

o

-

=

The process for consulting with persons reprasenting the communitys.i ests
The impact of any actions taken to address the significant hean:l;l‘-ﬁéoq jdentified in the hospilal facility's prior CHNA(s)
Other (describe in Section C) L % }
Indicate the tax year the hospital facility fast conducted a CHNA: 2017
In conducting its most recent CHNA, did the hospital facilitw i to gccount input from persons who represent the broad
interests of the community served by the hospital facility, i i ose with special knowledge of or expertise in public
health? If "Yes," describe in Section C how the h%pi% k into account input from persons who represent the
community, and identify the persons the hospital facility constited
6a Was the hospital facifity's CHNA conducted with 0%‘95 ;n'ora other hospital facilities? If "Yes," list the other
hospital facilities in SectionC | . . ... O OO .- LTt e R e

b Was the hospital facility’'s CHNA conddct Mithpne or more organizations other than hospital facilities? If "Yes,'

list the other organizations in Sectio Nere

groups X‘
The process for identifying and prioritizing community health needs Z‘_ i‘iﬂi‘c o meet the community health needs
St

—_— - =

[ 1

7 Did the hospital facility make ita.C Ni%p,oﬂ widely available to the public? ...
It "Yes," indicats how the CHNA e E@as made widely available {check all that apply}):
a [X] Hospital facuuy'sw%nisa}(ysmu: SEE PART V, SECTION C, LINE 7D

b |:| Other websi

i
1@; available for public inspaction without charge at the hospital facility
d [2] Other (describe’lp Section C)
8 Did the hospital facility adopt an implementation strategy 1o meet tha significant community health needs
identified through its most recently conducted CHNA? If "No," skip taline 11
9 Indicate the tax year the hospital facility last adopted an implementation strategy: 20 17
10 Is the hospital facility's most recently adopted implementation strategy posted on a website?
ali'ves," fistud; SEE PART V, SECTION C, LINE 7D
b If "No," is the hospital facility’s most recently adopted implementation strategy attached to this return?

11 Describe in Section G how the hospital facility is addressing the significant needs identified in its most
recantly 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 501(r(3)?
b If "Yes" to line 12a, did the organization file Form 4720 to report the saction 4859 excise tax? T T ST B S
c If "Yes" to lina 12b, what is the total amount of section 4959 excise tax the organization reported on Form 4720
for all of its hospital facilities? $

&b

10

10b

| 122

12b

832084 11-18-18 Schedule H (Form 990) 2019
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LEVINDALE HEBREW GERIATRIC CENTER
Scheduls H {Form 990) 2018 AND HOSPITAL, INC. 52-0607913 Pages
[PartV | Facility Information (continued)
Financial Assistance Policy (FAP)

Name of hospital facility or letter of facility reporting group LEVINDALE HEBREW GERIATRIC CENTER & HOSP
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 “Yas," indicate the eligibility criteria explained in the FAP:
a Federal poverty guidelines (FPG), with FPG family incoma limit for eligibility for frae cara of 300 5
and FPG family income limit for eligibility for discounted care of 500 %
Income level other than FPG (describe in Section C)
Asset lavel
Medical indigency
Insurance status
Underinsurance status
Residency
Other (describe in Section C)
14 Explained the basis for calculating amounts charged to patients? 4
15 Explained the method for applying for financial assistance? . ... ...
if “Yes," indicate how the hospital facility's FAP or FAP application form {including accomp
explainad the method for applying for financial assistance (check all that apply): -
a Described the information the hospital facility may require an individual to provide as.part ;;Wé or her application
b @ Described the supporting documentation ths hospital facility may raguire an indiviéﬁ:rg submit as pari of his

INENERN

15 | X

or her application .‘Eﬁh
c Provided the contact information of hospital facility staff who can provide arﬁ@ idual with information
about the FAP and FAP application process 3 ___¢‘~'.'_~\__ ,'g
d [_] Provided the contact information of nonprofit organizations or goveaﬁwjgg?ncies that may be sources
of assistance with FAP applications o W
F | i
e l:l Other {describe in Section C} % iL
16 Was widely publicized within the community served by the hospi%:ﬁa y? TSSOSO e (- 2 -

If "Yas," indicate how the hospital facility publicized the policy {check @l that apply):

The FAP was widely available on a website {listyurl)d SEE, FART V, SCHEDULE C

The FAP application form was widely ava‘iw)lq;gﬁ webdite {ist urt), SEE PART V, SCHEDULE C

A plain language summary of the FAP wés wide}ﬂ!!ava‘[lable on a websita {list url); SEE PART V, SCHEDULE C

The FAP was available upon requast and%o harge {in public locations in the hospital facility and by mail)

The FAP application form was availabig upoR"i'e'quesl and without charge (in public locations in the hospital

tacility and by mail) + € 19

A plain language summary érﬂlge‘ﬁé-%s available upon request and without charge (in public locations in

the hospital facility and,bygmail) %,

Individuals were noliﬁdﬁ:ut)ae FAP by being offered a paper copy of the plain language summary of the FAP,
o .

by receiving a t_:_gps%i:u b’m‘rtten notice about the FAP on their billing statements, and via conspicuous public

displays or E;ﬁe?‘{gea&ggs reasonably calculated to atiract patients' attention

b

o a0 o

bd B Eodbdpdbdbd

Notified membb%of the community who are maost likely to require financial assistance about availability of the FAP
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

Other (describe in Section C)

[] b

Schedule H (Form 990) 2019
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LEVINDALE HEBREW GERIATRIC CENTER
Schedule H (Form 990) 2019 AND HOSPITAL, INC. 52-0607913 Pages
|PartV | Facility Information /ontinuea)

Billing and Collections

Name of hospital facility or letter of facility reportinggroup ~ LEVINDALE HEBREW GERIATRIC CENTER & HOSP
Yes | No

17 Did the hospital facility have in place during the tax year a separate billing and collections palicy, or a written financial
assistance policy (FAP) that explained all of the actions the hospital facility or other authorized party may take upon
MIONPAYIMENLT | .\ ooiioriseeisseri s ee st s seeeese s sam s ses s et e s e et ee e eese s e et es o111 eees et e s eee e s e e s et 17 | X

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

Reporting to credit agency(ies)

Selling an individual's debt 1o another party

Deferring, denying, or requiring a payment before praviding medically necassary 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 G)

Nane of these actions or other similar actions were permitied e

19 Did the hospital facility or other authorized party perform any of the following actions during the tax year befor{r@»g

oo

KOO 000

[+]

d
e
f

reasonable efforts to determine the individual's eligibility under the facility's FAP? e e 19 X
If *Yes," check all actions in which the hospital facility or a third party engaged: ~ Q: “t -
Reporting to credit agency{ies) g %
b [ Selling an individual's debt to another party A % ,,4'

c |:] Deferring, denying, or requiring a payment before providing medically necessary ca ‘g.gue to nonpayment of a

pravious bill for care coverad under the hospital facility's FAP L‘ j, E

Actions that require a legal or judicial process

Other similar actions {deseribe in Section C) “ic : '*-‘ N

20 Indicate which efforis the hospital facility or other authorized party made beforg initiati Y'any of the actions listed (whether or
not checked) in line 19 (chack all that apply): >

Provided a written notice about upcoming ECAs (Extraordinary lion#u.ction) and a plain language summary of the

FAP at least 30 days befora initiating those ECAs (if not, dg‘ ibg in y ction C)

Made a reasonable effort to orally notify individuals aboutstie and FAP application process (if not, describe in Section C)

Pracessed incomplate and complete FAP applicatlon;:gk&qt, ascribe in Saction C)

Made presumptive sligibility detarminations {if gjot, escfibe in Section C)

Other (describe in Section C) oy N

f None of these efforts were made V 4. \

Policy Relatlng to Emergency Medical Care w

21 Did the haspital facility have in place during % written policy relating to emergancy medical care
that required the hospital facility to prouldeﬁwnhoul discrimination, care for emergency medical conditions to
individuals regardlass of their ellglbmly‘o hospital facllity's financial assistance policy? ... 21 X

If "No," indicate why:

Hd

JDBB@ 2

a LY_] The hospital facility di ‘:&{m e care for any emergency medical conditions
b |:| The haspital facullty ‘%lc s not in writing
c [:l The hosplta;. c| who was eligible ta receive care for emergency medical conditions (describa in Section C)
d j Other [desc Sectlon 9]
‘-'-_ Schedule H (Form 9390) 2019
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LEVINDALE HEBREW GERIATRIC CENTER

Schedule H {Form 990) 2019 AND HOSPITAL, INC. 52-0607913 Page?
IPartV | 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 _ LEVINDALE HEBREW GERTIATRIC CENTER & HOSP

Yes | No
22 Indicate how the hospital facility determined, during the tax year, the maximum amounts that can be charged to FAP-gligible
individuals for emergency or other medically necessary care.
a |:| The hospital facility used a look-back method based an 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 facllity during a prior 12-month period
[ @ The hospital facility used a lock-back method based on claims allowad by Medicaid, either alone or in combination
with Medicare fee-for-service and all private health insurers thal pay claims to the hespital facility during a prior
12-month period
d I:] The hospital facility used a prospective Medicare or Medicaid method
23 During the tax ysar, did the hospitat facility charge any FAP-eligible individual to whom the haospital facility provided %
emargency or other medically necessary services more than the amounts generally billed to individuals who had {a\\
iNSUFANCe COVEriNG SUCh GAIB? ...\ oo ‘i;:}'ri | 23 X
If "Yas," explain in Section C. e,
24 During the tax year, did the hospital facility charge any FAP-gligible individual an amount equal to }j;e:gr %;}ga%r any
service provided to that individual? {} S A— | 24 X
I "Yes," explain in Section C. i
Schedule H {Form 930) 2019
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LEVINDALE HEBREW GERIATRIC CENTER
Schedule H (Form 980) 2019 AND HOSPITAL, INC. 52-0607913 Pages
[PartV_| Facility Information ontined)

Section C. Supplemental Information for Part V, Section B. Provide descriptions required for Part V, Section B, lines
2, 3j, 5, 6a, 6b, 7d, 11, 13h, 13h, 158, 16j, 18e, 19e, 20a, 20b, 20c, 20d, 20s, 21¢, 21d, 23, and 24. If applicable, provide
separate dascriptions for each hospital facility in a facility reporting group, designated by facility reporting group letter
and hospital facility line number from Part V, Saction A ("A, 1," "A, 4,* "B, 2, "B, 3," etc.) and name of hospital facility.

LEVINDALE HEBREW GERIATRIC CENTER & HOSPITAL, INC:

PART V, SECTION B, LINE 5:

DURING THE FY18 CHNA PROCESS THE PROJECT TEAM DEVELOPED A BRIEF SURVEY

TOOL THAT ENGAGED COMMUNITY MEMBERS OF THE MOST IMPORTANT INFORMATION

RELATED TO THEIR HEALTH. THIS PROCESS RESULTED IN 4,755 SUEE£§~RESULTS

g % 3
o
COVERING EVERY ZIP CODE IN BALTIMORE CITY AND SOME OVERLiéﬁiﬁb ZIP CODES
B

IN BALTIMORE COUNTY. £ N

L
o

o]

|

4

F 7.
IN ADDITION, LEVINDALE AND THE OTHER PARTICIPA@é%b&hOSPITALS JOINED

N\
TOGETHER WITH THE BALTIMORE CITY HEALTH DEPKQEQENT ("BCHD") TO ALIGN THE
T b

(A
CHNA PROCESS WITH BCHD'S ACCREDITATIUN:P&H@#SS.
.Y )
?}:f' -
EACH HOSPITAL REACHED OUT TO THEfﬁEﬁEﬁPECTIVE COMMUNITIES FOR

== J
ORGANIZATIONAL SPONSORS ANDU?DCUS GROUP PARTICIPANTS. THE MAJORITY OF

-y

.l'\'*x .Aj
THESE FOCUS GROUPS INVOLVED PARTICIPANTS FROM ACROSS THE CITY AND WERE

+ L 1
CO-FACILITATED BY REPRESENTATIVES FROM MULTIPLE HOSPITALS WHICH RESULTED

i ‘
IN 10 SHARED FOCUS‘&hd;?Q.

o
% %

e,
AN
N

THE POPULATIOﬁé;THAT MADE UP THESE FOCUS GROUPS AND THE DATES THE MEETINGS

WERE HELD ARE LISTED BELOW:

-LGBTQ FOCUS GROUP - MEETING HELD NOVEMBER 13, 2017

-DISABILITIES (PHYSICAL) FOCUS GROUP - MEETING HELD OCTOBER 27, 2017

-OLDER ADULTS FOCUS GROUP 1 - MEETING HELD NOVEMBER 9, 2017

-OLDER ADULTS FOCUS GROUP 2 - MEETING HELD NOVEMBER 9, 2017

-SINGLE PARENTS FOCUS GROUP - MEETING HELD OCTOBER 31, 2017

932088 11-19-19 Schedule H (Form 990) 2019
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LEVINDALE HEBREW GERIATRIC CENTER
Schedule H (Form 990) 2019 AND HOSPITAL, INC. 52-0607913 Pagas
[PartV | Facility Information {continuad)

Section C, Supplemental Information for Part V, Section B. Provide descriptions required for Part V, Section B, lines
2, 3j, 5, 6a, 8b, 7d, 11, 13b, 13h, 15e, 16j, 18e, 19, 20a, 20b, 20c, 20d, 20e, 21¢, 21d, 23, and 24. If applicabls, provide
ssparale descriptions for each hospital facility in a facility reporting group, designated by facility reporting group letter
and hospital facility line number from Part V, Saction A {"A, 1,1 "A,4," "B, 2," "B, 3," etc.) and name of hospital facility,

—~SPANISH SPEAKING FOCUS GROUP - MEETING HELD NOVEMBER 9, 2017

—CURRENTLY HOMELESS FOCUS GROUP - MEETING HELD DECEMBER 4, 2017

-HOMELESS MEN IN TEMPORARY HQUSING FOCUS GROUP - MEETING HELD NOVEMBER 22,

2017
—-CANCER FOCUS GROUP - NOVEMBER 10, 2017
%
-POPULATION HEALTH FOCUS GROUP - NOVEMBER 16, 2017 ﬁ:%&&
S 3

N\

F

.- '[:_ J1F b
THE HOSPITALS ALSO COLLABORATED IN COMPILING INVITE;LISTQT CR TWO MEETINGS
. ]

OF LEADERS OF ORGANIZATIONS WHO ARE MAJOR PARTNESS IN HEALTH CARE

v
DELIVERY. ALL HOSPITALS CO-FACILITATED THESE:ﬁéEEINGS, BRINGING TOGETHER

W
25 LEADERS TO SHARE THEIR INPUT ABOUT COHEQHITF‘HEALTH NEEDS. A LIST OF

- ""*-l_"i
THESE KEY STAKEHOLDERS CAN BE FOUND IN JMHE.FURRENT CHNA.

[ [£]

ﬁ T%
RECOGNIZING THE POTENTIAL BENEFIT?_.- R gM ALIGNING CHNA PROCESSES + LEVINDALE
ivE 3.._ ""‘ . rF 3
AGREED TO SHIFT THE CHNA Sg&ﬁDﬁLﬁ-BY ONE YEAR AND COLLABORATE WITH OTHER
- I}

BALTIMORE CITY BASED HOSBITAﬂ%FiN EXECUTING MAJOR ASPECTS OF THE CHNA

PROCESS. A STEERING @dh&i@%EE GOVERNED COLLABORATION, WHICH WAS LARGELY

EXECUTED BY A PROJE@&‘QEQM. THE ACTIVITIES WITHIN THIS COLLABORATIVE

N AT
- 3

INCLUDED: /%N J

=

.

1. PROCESS PLANNING:

A. PUBLIC SURVEY TOOL - THE HOSPITALS COLLABORATED TO DEVELOP A BRIEF

SURVEY TOOL THAT WOULD ENGAGE THE COMMUNITY MEMBERS OF THE MOST IMPORTANT

INFORMATION RELATED TO THEIR HEALTH. AS A COLLABORATIVE, THE FOCUS OF THE

SURVEY QUESTIONS WERE ON THE RESPONDENTS' OPINIONS ABOUT COMMUNITY HEALTH

NEEDS, RATHER THAN THE RESPONDENTS' PERSONAL EXPERIENCES OF HAVING THOSE

932008 11-18-18 Schedule H {Form 990) 2019
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LEVINDALE HEBREW GERIATRIC CENTER
Bchedule H (Form 990) 2019 AND HOSPITAL, INC. 52-0607913 Pages
[(Part V | Facility Information ;ontinuem

Section C. Supplemental Information for Part V, Section B, Provide descriptions required for Part V, Section B, lines
2,3j, 5, 6a, 6b, 7d, 11, 13b, 13h, 15e, 16}, 18e, 19a, 20a, 20b, 20c, 20d, 208, 21c, 21d, 23, and 24. If applicable, provide
separate descriptions for sach hospital facility in a facility reporting group, designaled by facility reporting group letter
and hospital facility line number from Part v, Section A (A, 1, "A, 4," "B, 2," "B, 3," elc.) and name of hospital facility.

NEEDS.

B. COLLABORATION - IN IDENTIFYING PUBLIC HEALTH INFORMATIONAL NEEDS FROM

BALTIMORE CITY HEALTH DEPARTMENT THE HOSPITALS JOINED TOGETHER WITH THE

BALTTIMORE CITY HEALTH DEPARTMENT TO ALIGN THE CHNA PROCESS WITH BCHD'S

ACCREDITATION PROCESS. *AEi

= ¢ )
C. MUTUAL TECHNICAL SUPPORT ON BEST PRACTICES FOR HOSPITAT-SPECIFIC CHNA
" i

), -
PROCESSES - THE PROJECT TEAM AND THE OVERARCHING STEERING COMMITTEE MET ON
o

r7
s 0 B
A REGULAR BASIS AND ADVISED EACH OTHER ON BESTPRACTICES IN IMPLEMENTING
1

CHNAS. b,
f =
L -

.
il
o

Y
%L 3}

" &
D. PRIORITIZATION AND IMPLEMENTATION -, COMMUNITY HEALTH LEADERS DEVELOPED
B C W

INVENTORIES OF CURRENT AND POTEN‘fhﬁhﬁhOGRAMMING. CONVENED EXPERTS AND

ACHTEVED AGREEMENT ON DIREGT&Oﬁf%UR A SHARED STRATEGY.
o .‘.1 .

]

L 1

2. DATA COLLECTION: N\

. W
e

A. DISTRIBUTIONAE SURVEY TOOL - ALL HOSPITALS WITHIN THE COLLABORATIVE
T

UTILIZED INDI%%@UALIZED METHODS FOR REACHING COMMUNITY MEMBERS TO RESPOND

TO PUBLIC SURVEYS.

B. FACILITATION OF AFFINITY-BASED FOCUS GROUPS - THE HOSPITALS REACHED OUT

TO THEIR RESPECTIVE COMMUNITIES FOR ORGANIZATIONAL SPONSORS AND FOCUS

GROUP PARTICIPANTS. AS A RESULT, THE HOSPITALS FORMED 10 SHARED FOCUS

GROUPS, INCLUDING MANY POPULATIONS NOT PREVIOUSLY SURVEYED.

8320968 11-18-19 Schedule H (Farm 990) 2019
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LEVINDALE HEBREW GERIATRIC CENTER

Schedule H (Form 990) 2019 AND HOSPITAL, INC. 52-0607913 Pages
|PartV | Facility Information fcontinued)

Section C, Supplemental Information for Part V, Section B, Provide descriptians required for Part V, Section B, lines

2,3}, 5, 6a, 6b, 7d, 11, 13b, 13h, 15e, 16}, 18e, 198, 20a, 20b, 20c, 20d, 20s, 21¢, 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, Saction A A, 1,""A, 4," "B, 2" "B, 3," etc.) and name of hospilal facility.

C. FACILITATION OF STAKEHOLDER INTERVIEWS - THE HOSPITALS COLLABORATED IN

COMPILING INVITE LISTS FOR TWO MEETINGS OF LEADERS OF ORGANTZATIONS WHO

ARE MAJOR PARTNERS IN HEALTH CARE DELIVERY. ALIL THE HOSPITALS

CO-FACILITATED THESE MEETINGS, BRINGING TOGETHER 25 LEADERS TO SHARE THEIR

_i‘s

<N )
3. DATA COLLECTION PROCESS: ﬂzg%:}
~ \ v
_i wcah :
T il .1
A. PUBLIC SURVEY TQOL - UNIVERSITY OF MARYLAND MEDICAL SYSTEM HOSTED AN

INPUT ABOUT COMMUNITY HEALTH NEEDS.

INTERNET-BASED TOOL ON SURVEYMONKEY TO ACCOMMQDAT i‘I'I*I-IE SURVEY AND RECORD

N
ALL: THE RESPONSES. LIFEBRIDGE HEALTH TEAM_&;E%ERS UTILIZED A VARIETY OF

¥y - D

METHODS TQ COLLECT RESPONSES FOR THE Sﬂﬂﬁﬁﬁg:I.E. DISTRIBUTION AT

N\
COMMUNITY EVENTS; DISTRIBUTION TO INBIVEﬁhAL CLIENTS AND PATIENTS OF
T %

LIFEBRIDGE HEALTH PROGRAMS; DISSEMINETION TO EMAILS LISTS OF PARTNER

ST, J
ORGANIZATIONS; DISSEMINATIQﬁ'TOZEEFEBRIDGE HEALTH EMPLOYEE EMAII, LISTS AND

N J
COLLECTION OF SURVEYS FR%E,REEEGIOUS CONGREGATIONS.
TS l,.:__ ..l._
\\ .-: a1

-
\q
B. FOCUS GROUPS - T&E‘E%JABORATIVE IDENTIFIED NINE GROUPS AND WORKED WITH
e

N =
PARTNER ORGANIthiQ S TO RECRUIT PARTICIPANTS FOR THE FOCUS GROUPS. 1IN

THE FOCUS GROﬁﬁs THE CONVERSATIONS WERE GUIDED BASED ON THE SAME QUESTIONS

THAT WERE ASKED IN THE SECOND HALF OF THE SURVEY FOCUSING ON KEY HEALTH

AND ENVIRONMENTAL/SQOCIAL CONCERNS IN THE COMMUNITY, PROBLEMS WITH ACCESS

TO HEALTH CARE, AND GENERAL IDEAS THAT THE PARTICIPANTS HAD FOR COMMUNITY

IMPROVEMENT. THE PRIORITY CONCERNS FOR EACH AREA OF INQUIRY WERE

SUMMARIZED BASED ON THE AMOUNT OF TIME SPENT ON TOPICS AND THE NUMBER OF

PEOPLE _EXPRESSING OPINIONS ABOUT THE ISSUES.

032088 11-19-19 Schedule H {Form 990) 2019
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LEVINDALE HEBREW GERIATRIC CENTER
Schedule H (Form 990) 2019 AND HOSPITAL, INC. 52-0607913 Pagss
[PartV [ Facility Information ;ontinued)

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, 16}, 186, 19e, 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.

C. STAKEHOLDER MEETINGS - TWO MEETINGS WERE HELD, WHICH ATTRACTED A TOTAL

OF 25 LEADERS FROM PARTNER ORGANIZATIONS. LIKE THE FOCUS GROUPS, THE

QUESTIONS FROM THE PUBLIC SURVEY WERE USED TO GUIDE DISCUSSIONS AMONG THE

STAKEHOLDERS. LEADERS FROM THE PARTICIPATING HOSPITALS LED BREAKOUT

GROUPS DURING THE STAKEHOLDER MEETINGS AND FACILITATED DIALOGUES WITH

SUPPORT OF NOTE TAKERS. THE TOP CONCERNS WERE DETERMINED BABED. ON THE

.3
MOST PROMINENT THEMES IN THE DISCUSSIONS. 1IN ADDITION, LONE-@N-ONE

o & %
INTERVIEWS WERE ALSO CONDUCTED WITH STAKEHOLDERS FROM TﬁE“%HREE LBH
“ J/

HOSPITALS' SERVICE AREAS. —_ '
r 7.
s % )

b
=%

THE FOLLOWING ORGANIZATIONS PROVIDED INPUE%@NﬁﬁEHALF OF THE MEDICALLY

(A
UNDERSERVED, LOW-INCOME, AND MINORITF_EQéhLATIONS THAT LEVINDALE HEBREW

GERIATRIC CENTER AND HOSPITAL, INC SERVES: BALTIMORE CITY HEALTH
N

DEPARTMENT, BALTIMORE CITY LHIC,/ PIMLICO ELEMENTARY/MIDDLE, HELPING UP
e

MISSION, CHANA, COMPREHENSIVE ﬁOUéiNG ASSISTANCE, INC., MEDSTAR TOTAL

-

ELDER CARE, BALTIMORE MEDICAL“SYSTEM, BANNER NEIGHBORHOODS COMMUNITY

d
CENTER, CHASE BREXTON§AZE@A HEALTH AGING PARTNERSHIP, MARY HARWIN SENIOR

CENTER, LEAGUE FOR’ﬁEdﬁLE WITH DISABILITIES, CENTER FOR URBAN FAMILIES,
-

— b
PARK HEIGHTSiQOHﬁhNITY HEALTH ALLIANCE, PROMISE HEIGHTS, GREEN AND HEALTH
% 5 £

W/
HOMES INITIATIVES, MEDSTAR CENTER FOR SUCCESSFUL AGING, DISABILITY RIGHTS

MARYLAND, AMERTCAN HEART ASSOCIATION AND AMERICAN DIABETES ASSOCIATION.

LEVINDALE HEBREW GERIATRIC CENTER & HOSPITAL, INC:

PART V, SECTION B, LINE 6A: LEVINDALE HEBREW GERIATRIC CENTER AND

HOSPITAL, INC. IS INCLUDED IN THE COMMUNITY HEALTH NEEDS ASSESSMENT (CHNA)

OF LIFEBRIDGE HEALTH, INC. LIFEBRIDGE HEALTH, INC.'S CHNA ALSO INCLUDES
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LEVINDALE HEBREW GERIATRIC CENTER
Schedule H {Form 990) 2019 AND HOSPITAL, INC. 52-0607913 Pages
[PartV | 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, 18}, 1Ba, 19e, 20a, 20b, 20c, 204, 20e, 21¢, 21d, 23, and 24, If applicable, provide
separate descriptions for each hospital facility in a facility reporting group, designated by facility reporting group latter
and hospital facility line humber from Part V, Saction A {A, 1," "A, 4," "B, 2," "B, 3," etc.) and name of hospilal facility.

RELATED HOSPITAL FACILITIES, SINAI HOSPITAL OF BALTIMORE, INC. AND

NORTHWEST HOSPITAL CENTER, INC. FOR THE 2017 CHNA THE LIFEBRIDGE HEALTH

HOSPITALS COOPERATED TOGETHER WITH OTHER BALTIMORE CITY HOSPITALS (UMMC,

MEDSTAR HEALTH, ST. AGNES, JOHNS HOPKINS HEALTHCARE AND MERCY MEDICAL

CENTER) TO GATHER INFORMATION.

s
— iy
)
o ]
iy, e
W "-'\.
y!

\
1':

=,

LEVINDALE HEBREW GERIATRIC CENTER & HOSPITAL, INC: ff- T
%

PART V, SECTION B, LINE 7D: COPIES OF THE CHNA WERE DISTRIBUTED TO KEY
(/)
COMMUNITY PARTNERS. o

)

LEVINDALE HEBREW GERIATRIC CENTER AND HGS%iﬁiLl INC.
x ¢t )

-

[
- ]

HTTP://WWW.LIFEBRIDGEHEALTH.ORG/ﬁiﬁéﬁﬂs/PUBLIC/DOCUMENTS/COMMUNITY%2OHEALTH

L -

~'“‘<E'J
/2013 /LEVINDALE.PDF £ N
N/
N

LEVINDALE HEBREW GERIATRIC CENTER & HOSPITAL, INC:

PART V, SECTIOﬁ%ﬁ;%ﬁiNE 11: THE CHNA TEAM, IN CONSULTATION WITH THE

e 7

el
DIRECTOR OF PORULATION HEALTH, THE DEPARTMENT CHARGED WITH IMPLEMENTATION

OF COMMUNITY HEALTH IMPROVEMENT, ARRIVED AT THE DECISION T0O FOCUS ON

BEHAVORIAL HEALTH, CHRONIC DISEASE, JOB OPPORTUNITIES, HEALTH EDUCATION,

AS WELL AS INSURANCE SIGNUPS FOR LEVINDALE'S COMMUNITY HEALTH IMPROVEMENT

PROJECTS. LEVINDALE IS ADDRESSING THE HEALTH NEEDS THAT WERE IDENTIFIED

AS PRIORITIES BY:

BEHAVIORAL HEALTH
932088 11-18-19 Schedule H (Form 990) 2019
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LEVINDALE HEBREW GERIATRIC CENTER
Schedule H (Form 990) 2019 AND HOSPITAL, INC. 52-0607913 Pages
[Part V | Facility Information /.ontinueq)

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

BEHAVIORAL HEALTH AND HOMELESSNESS ARE AFFECTING THE LEVINDALE COMMUNITY.

IN COLLABORATION WITH OTHER CITY HOSPITALS, LEVINDALE IS WORKING ON A

PERMANENT SUPPORTIVE HOUSING MODEL WHICH WOULD PROVIDE HOUSING OPTIONS FOR

PATIENTS WHO ARE DISCHARGED FROM THE EMERGENCY DEPARTMENT AND INPATIENT

SETTINGS. THEY WOULD BE PROVIDED WITH SUPPORTIVE SERVICES, WHICH IS

ANTICIPATED TO IMPROVE HEALTH AND DECREASE UTILIZATION OF HIGHACOST

HOSPITAL SERVICES. V. .'._F_\ﬂ
T

% ¥
- oo
£

L Y ]
L . &

CHRONIC DISEASE .

rJ

By B
THE DIABETES WELLNESS SERIES WAS DEVELOPED TOﬂﬂhﬂRﬁSS THOSE WHQ ARE AT

RISK OF DEVELOPING CHRONIC DISEASES, IN AQPTEI@N TO THOSE WHO LIVE WITH

CHRONIC DISEASE ALREADY. A FQUR-PART wgﬂikﬂﬁs SERIES TARGETED TOWARD

FK.HHJ
PRE-DIABETIC AND DIABETIC MEMBERS WIhInBE TMPLEMENTED. THE CURRICULUM
T %
% J
WILL FOCUS ON HEALTHY EATING, EXEBE&EE AND STRESS REDUCTION. IN ADDITION,

THE CHANGING HEARTS PROGRAMAWIDL YCONTINUE TO ADDRESS IDENTIFICATION AND
_—

PREVENTION OF HEART DISEASE WBHTHIN THE LEVINDALE COMMUNITY. THE PROGRAM

RN W
INCLUDES LIVE HEART HE;hTHﬂﬁISK ASSESSMENTS, HEALTH EDUCATION COUNSELING

WITH A REGISTERED NURSE, EDUCATION MATERIALS TO HELP FACILITATE LIFESTYLE
W, O

CHANGE, FOLLOWSUPNCALLS AND/OR HOME VISITS, LIFESTYLE CLASSES, AND

WEB-BASED LINﬁQ TO RESOURCES TO IMPROVE CARDIAC HEALTH.

JOB OPPORTUNITIES

WORKFORCE READINESS TRAINING WILL BE IMPLEMENTED FOR EXISTING POPULATION

HEALTH PROGRAMS' CLIENTS TO PROVIDE THEM WITH MORE SUPPORT IN BEING LINKED

TO HIRING OPPORTUNITIES INSIDE AND QUTSIDE OF THE ORGANIZATION AND WILL

SEEK FUNDING TO PROVIDE THESE SERVICES TO WILLING CLIENTS FROM PROGRAMS

WITHIN THE COMMUNITY INITIATIVES DEPARTMENT.
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LEVINDALE HEBREW GERIATRIC CENTER
Schedule H {Form 990) 2019 AND HOSPITAL, INC. 52-0607913 Pages
I Part V | Faci]ity |l‘lf0rmati01‘l (co;Ly:nuedJ

Section C. Supplemental Information for Part V, Section B. Provide descriptions required for Part V, Section B, lines
2, 3}, 5, 6a, 6h, 7d, 11, 13b, 13h, 15e, 16j, 18e, 198, 20a, 20b, 20c, 20d, 208, 21¢, 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.

HEALTH EDUCATION/KNOWLEDGE OF AVAILABLE RESQURCES

A PASTORAL OUTREACH COORDINATOR AND COMMUNITY EDUCATOR HAVE BEEN ADDED TO

THE COMMUNITY HEALTH EDUCATION TEAM IN ORDER TO PROVIDE MORE OUTREACH TO

FAITH COMMUNITIES AND OFFER NEW EDUCATIONAL TOQOPICS SUCH AS SEXUAL HEALTH

FOR TEENS. .
[y )
i”Qﬁkﬁ* j
~ )
INSURANCE SIGNUPS i el

]

'tl.

INSURANCE APPLICATION COUNSELORS WILL BE TRAINED TO ASSIST PATIENTS WITH

=

e

_-d"-’f;)!! .
INSURANCE SIGNUPS WHICH IS ANTICIPATED TO LEAQQﬁaJﬁbRE PATIENTS HAVING
®% B

INSURANCE AND MORE CONSISTENT TREATMENT Fgg\Pﬁ&IENTS WHO NEED IT. IN

ADDITION, LEVINDALE WILL ENCOURAGE THE‘Uéﬁlﬁ? COMMUNITY ORGANIZATIONS

\N\J

OFFERING INSURANCE SIGNUP. N

n
L

F

-

"y

DUE TO THE FACT THAT LEVINDﬁLE”gginESIGNATED AS A GERIATRIC CENTER, IT

DOES NOT PROVIDE ACUTE CARE SERVICES AND SERVICES A MUCH OLDER POPULATION

COMPARED TO ITS SISTEH;thPiTALS. SINAI AND NORTHWEST, THAT PROVIDE ACUTE

b k‘f-\s.l.
CARE SERVICES AND SERVE A MORE AGE-DIVERSE POPULATION, MANY RESPONSES TO

N e

COMMUNITY HE%@THQﬁEEbS WILL BE ADDRESSED AT THE SYSTEM LEVEL, INVOLVING

Y 4
ALL THREE LIFEBRIDGE HEALTH HOSPITALS.

NEEDS NOT ADDRESSED WITHIN IMPLEMENTATION STRATEGY

MANY OF THE FOLLOWING NEEDS WERE IDENTIFIED EITHER AS TOP PRIORITIES BY

POPULATIONS OR CONVERSATIONS, BUT ULTIMATELY WERE NOT CHOSEN BY THE

COMMUNITY MISSION COMMITTEE AS PRIORITY FOR IMPLEMENTATION.

NEIGHBORHOOD SAFETY/VIQLENCE:
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LEVINDALE HEBREW GERIATRIC CENTER
Schedule H {Form 990) 2019 AND HOSPITAL, INC. 52-0607913 Pages
[Part V | Facility Information conginped)

Section C. Supplemental Information for Part V, Section B, Provide descriptions required for Part V, Seclion B, lines
2,3}, 5, 63, 6b, 7d, 11, 13b, 13h, 15e, 16}, 18e, 19e, 20a, 20b, 20¢, 20d, 20a, 21c, 21d, 23, and 24. If applicable, provide
separate descriptions for each hospital facility in a facility reporting group, designatad by facility reporting group letter
and hospital facility fine number from Part V, Section A ("A, 1," “A, 4," "8, 2," "B, 3," atc.) and name of hospital facility.

THIS WAS THE TOP ENVIRONMENTAL/SOCIAL CONCERN. IT WAS NOT PRIORITIZED THIS

YEAR SINCE THE STREET VIOLENCE INTERVENTION PROGRAM (SVIP) IS A ROBUST

PROGRAM ACTIVELY WORKING WITH VICTIMS OF STREET VIOLENCE. SINAI'S

KUJICHAGULTA CENTER HOSTS SVIP AND PARTNERS WITH BALTIMORE CITY'S SAFE

STREETS PROGRAM TO ADDRESS CONFLICTS AS THEY ARISE. SEE APPENDIX E1 OF THE

Y
CHNA FOR _THE PROGRESS REPORT ABOUT THE KUJICHAGULIA CENTERLQﬁHECH WAS AN

f % 1
L &
OUTGROWTH OF THE 2012 CHNA AND WAS EXPANDED AS A RESPONSE&E&EEHE 2015

CHNA.

y jﬂr‘ﬁh

HOUSING/HOMELESSNESS : &’/

HOUSING/HOMELESSNESS CAME UP IN SEVERAL FQQ@;SEROUPS BUT DID NOT ARISE AS

ONE OF THE MOST COMMONLY IDENTIFIED PRI@ﬁE@iﬁS IN THE SURVEY RESPONSES.

XL}

THIS CONCERN WILL BE ADDRESSED THROH@ﬁhE'%OLLABORATIVE WITH OTHER CITY
[ 1

HOSPITALS, WHICH IS COMMITTED TO#DEVELOPING A HOUSING STRATEGY FOR

BEHAVIORAL HEALTH PATIENTS.S w:\~
b J |
4

.":._' H

P
i

LACK OF TRANSPORTATIONN -/

LACK OF TRANSPORTAEiON;?hOSE IN THE SURVEYS AS AN IMPORTANT REASON FOR WHY

PEQPLE DO NO'IT—.;G_&E&‘\'“?@RALTH CARE. THROUGH THE CARE MANAGEMENT DEPARTMENT AND

OTHER PROGRAMgigHAT WORK WITH PEOPLE IN THE COMMUNITY, TRANSPORTATION

FUNDING_IS PROVIDED FOR MANY PATIENTS WHO NEED HELP IN GETTING TO THEIR

DOCTORS' APPOINTMENTS. SINCE PATIENTS AND CLIENTS ARE SERVED WELL BY THESE

RESOURCES, THIS CONCERN WAS NOT PRIORITIZED AS A TARGET FOR FURTHER

INVESTMENT.

INSURANCE TOO EXPENSIVE:

AS A REASON FOR WHY PEOPLE DO NOT GET HEALTH CARE, THIS NEED RECEIVED TOP
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LEVINDALE HEBREW GERIATRIC CENTER
Schedule H (Form 990) 2019 AND HOSPITAL, INC. 52-0607813 Pages
[Part V | Facility Information {continued)

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

SCORES ACROSS ALL ZIP CODES. HOWEVER, THIS IS NOT WITHIN THE PURVIEW OF

THE HOSPITAL.

INSURANCE NOT ACCEPTED:

THIS REASON RANKED FOURTH ON THE PUBLIC SURVEY, BUT IT WAS NOT ADDRESSED

SINCE LEVINDALE ACCEPTS ALL FORMS OF INSURANCE. IT WAS CONCLUBED THAT THIS
N )
PROBLEM WOULD BE BEST ADDRESSED BY PHYSICIAN OFFICES. fﬁgWth '

)

ot
)

—_—
[

‘wls =i

LIMITED ACCESS TO HEALTHY FOODS:

HEALTHY FOOD ACCESS CAME UP IN SEVERAL SURVEYS{A%QEbISCUSSIONS. THERE IS A

N\
LOT OF INTEREST THROUGHOUT BALTIMORE CITY,INE_ DRESSING THE PROBLEM OF
il e

FOOD DESERTS, BUT OVERALL THE NEED WAS MNOT.EXPRESSED AS A TOP PRIORITY

X J
AMONG COMMUNITY MEMBERS. \ ’

T 1
.

. ey
=¥

POVERTY : £ N\
"‘.-{_: ' b;
POVERTY CAME UP AS THE FIETH-HIGHEST PRIORITY IN THE LEVINDALE AND OVERALL

AW
SURVEYS, AND AS THE NﬁﬁﬁﬁhﬂbNE PRIORITY AMONG PEQOPLE WITH DISABILITIES AND

FSE,
THE LGBTQ GROUP. Q§ﬁﬁﬁ§§t SINCE THIS NEED WAS DETERMINED TO BE A CONCERN

i
WITH VARIOUS mﬁn&m FACTORS, LEVINDALE FOCUSED ON ADDRESSING SOME MORE

—_—
o, F

- §
SPECIFIC PROBﬂﬂgS (INCLUDING JOB READINESS, TRANSPORTATION) COMMONLY

ASSOCTIATED WITH POVERTY.

SCHOOL DROPOUT/POOR SCHOOLS:

THE FOCUS GROUPS WITH PARTICIPANTS IN YOQUNGER DEMOGRAPHICS SPOKE ABOUT

SCHOOL-RELATED PROBLEMS. WHILE LIFEBRIDGE HEALTH IS ENGAGED IN VARIOUS

WAYS WITH SCHOOLS, THESE EFFORTS ARE NOT GEARED TOWARDS IMPROVING OVERALL

SCHOOL_QUALITY. KUOJICHAGULIA CENTER CURRENTLY IMPLEMENTS A MENTORSHIP
§32088 11-18-19 Schedule H (Form 990) 2019
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LEVINDALE HEBREW GERIATRIC CENTER
Schedule H (Form 990) 2019 AND HOSPITAL, INC. 52-0607913 Pages
[PartV | Facility Information {cantinged)

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, 19e, 20a, 20b, 20¢, 204, 20e, 21¢, 21d, 23, and 24. If applicable, provide
separale descriptions for each hospital facility in a facility reporting group, designated by facility raporting group letter
and hospital facility line number from Part V, Section A ("A, 1,° "A, 4," *B, 2," "B, 3," elc.) and name of hospital facility.

PROGRAM FOR MIDDLE SCHOOLERS FOCUSED ON ADDRESSING BULLYING AND VIOLENCE

IN THE AFRICAN AMERICAN/BLACK COMMUNITY.

WAIT IS TOO LONG FOR CARE:

THIS PROBLEM SURFACED AS A COMMONLY IDENTIFIED NEED. A SYSTEM-WIDE EFFORT

IS BEING UNDERTAKEN TO ADDRESS THROUGHPUT IN VARIOUS HOSPITEBQ%ETTINGS.
N )
BROADER PROBLEMS, SUCH AS WAIT TIMES FOR OTHER HEALTH CARE“SERVICES SUCH
=L ) °
AS MENTAL HEALTH THERAPY APPOINTMENTS IN THE conmungmy,ﬁﬁi BEYOND THE

g F-

SCOPE OF THE HOSPITAL.

STIGMA/DISCRIMINATION: N ?f

STIGMA AND DISCRIMINATION SHOWED UP IN;SaﬁiﬁbF THE FOCUS GROUPS THAT WERE

\J
CONDUCTED. ALTHOUGH IT WAS NOT PRIOQE%ﬁEED AS A CENTRAL FOCUS FOR THE NEXT
T 1

THREE YEARS, THE CONCERNS WERE, SHARED WITH OTHER PARTS OF THE SYSTEM. THE
% -

CLINICALLY INTEGRATED NETWORK HaS»BEGUN ADDRESSING STIGMA AND

DISCRIMINATION BY INSTITUTING“AN LGBTQ-FRIENDLY

PROVIDER NETWORK. N

O~ L
ti' -

PHYSICTANS NOF“TRUSTWORTHY :

A FEW PEQPLE ﬁﬁNTIONED THIS CONCERN IN FOCUS GROUPS. ADDRESSING THIS ISSUE

WAS BEYOND THE SCOPE OF COMMUNITY BENEFIT INITIATIVES.

LEVINDALE HEBREW GERIATRIC CENTER & HOSPITAL, INC.

PART V, SECTION B, LINE 16A, 16B AND 16C:

HTTP://WWW.LIFEBRIDGEHEALTH.ORG/LEVINDALE/LEVINDALEFINANCIALASSISTANCE.A

SPX
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LEVINDALE HEBREW GERIATRIC CENTER

Schedule H (Form 990) 2019 AND HOSPITAL, INC. 52~0607913 Pages
[PartV | Facility Information {continued)

Section C. Supplemental Information for Part V, Section B. Provide descriptions required for Part V, Saction B, lines

2, 3], 5, 6a, 6b, 7d, 11, 13b, 13h, 15e, 16}, 186, 19, 20a, 20b, 20c, 20d, 20e, 21¢, 21d, 23, and 24, If applicable, provide

separale 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.

LEVINDALE HEBREW GERIATRIC CENTER & HOSPITAL, INC.

PART V, SECTION B, LINE 22C: CHARGES FOR ALL HOSPITAL PATIENTS ARE

STATE REGULATED. SERVICES ARE CHARGED TO ALL HOSPITAL PATIENTS AT THE

SAME RATE. CHARGES FOR_INDIVIDUALS FOUND ELIGIBLE FOR FAP BASED ON 300%

OR_LESS OF THE FEDERAL POVERTY LEVEL (FPL) ARE WRITTEN-OFF INwEULL TO

d 3 )
FAP (THERE IS NO PATIENT LIABILITY). CHARGES FOR INDIVIDUALS FOUND

1 I %
o~ % ).
ELIGIBLE FOR FAP BASED ON THE HSCRC'S FINANCIAL HRRDSHI__ “CRITERIA OF

301%-500% OF FPL ARE CHARGED 25% OF THE ANNUAL HOHrSEI:fDLD INCOME PER THE

& 4
- B B
HSCRC'S FINANCTAL HARDSHIP CRITERIA. THE DIFEEF&!HEE BETWEEN THE TOTAL

% \
CHARGES AND THE CALCULATED 25% OF THE ANNU__A'E}H%USEHOLD INCOME IS

e 1
WRITTEN OFF TO FAP, o W
% 0 i
.\\_1:-‘ F
-
-~ Y.t
s 0 =
F
Az
4 b )
- _,.”
f ¢
b N S
A W |
A%
Fahw)
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LEVINDALE HEBREW GERIATRIC CENTER

Schedule H (Form 990} 2019 AND HOSPITAL, INC.

52-0607913 Pageo

[ Part V [ Facility Information {continued)

Section D. Other Health Care Facilities That Are Not Licensed, Registered, or Simifarly Recognized as a Hospital Facility

{list in order of size, frorm largest to smallest)

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

Name and address

Type of Facility (dascribe)

1 LEVINDALE HEBREW GERIATRIC CENTER & HO
2434 WEST BELVEDERE AVENUE

BALTIMORE, MD 21215
2 LIFEBRIDGE ADULT DAY SERVICES _

NURSING HOME

5400 OLD COURT ROAD

RANDALLSTOWN, MD 21133

ADULT DAY CARE E

&l

%,
N

N

Clm
5 J/
4
ﬂ e
» £ g5
-\ o
V 4 .
N _J
- ¥
R
4
rY J“—"-hv
&) i Schedule H {(Form 990) 2019
932089 11-18-19
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LEVINDALE HEBREW GERIATRIC CENTER
Schedule H (Form 890) 2019 AND HOSPITAL, INC. 52-0607913 page 10
[Part VI | Supplemental Information

Provide the following information,

1 Required descriptions, Provide the descriptions required for Part |, lines 3c, 8a, and 7; Part Il and Part i, lines 2, 3, 4, 8 and
Sh.

2 Needs assessment, Describe how the organization assesses the health care neads of the communities it serves, in addition to any
CHNAs reported in Part V, Section B.

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

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

5 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 promoling the health of the community {e.g., open medical staff, commurlity board, use of surplus

funds, etc.). Y
3&% of the organization
"n.{..‘

6 Affiliated health care system. If the organization is part of an affiliated health care system, describe the respe
xérganization. files a

and its affiliates in promoting the health of the communities served.
7 State filing of community benefit report. If applicable, identify all states with which tha organization,
community benefit report. =

PART I, LINE 3C: ',

%

LEVINDALE HEBREW GERIATRIC CENTER AND HOSE;&ES}'INC. PROVIDES CARE WITHOUT

CHARGE OR AT AMOUNTS LESS THAN ITS EgTﬁgﬂiéEhn RATES, TO PATIENTS WHO MEET
THE CRITERIA OF ITS CHARITY CARE qum?f? IT DOES NOT PURSUE THE COLLECTION
OF AMOUNTS DETERMINED TQ_QUALIEyégggﬁﬁQRITY CARE AND THOSE AMOUNTS ARE NOT
REPORTED AS REVENUE. THE cagiﬁﬁ%3¢%0R CHARITY CARE CONSIDER GROSS INCOME

AND FAMILY SIZE ACCORDINC'-_:. TO GORRENT FEDERAL POVERTY GUIDELINES. PATIENTS =i

WITH AN ANNUAL INCOMENUE, ‘T 300% OF THE FEDERAL POVERTY LEVEL MAY HAVE

100% OF THEIR HOSPITAL)BILLS COVERED BY FINANCIAL ASSISTANCE. TO QUALIFY,
=

o W
THE PATIENT MUST, SI-_IG)W PROOF OF INCOME 300% OR LESS OF THE FEDERAL POVERTY

GUIDELINES. PA JENTS WITH ANNUAL INCOME ABOVE 300% OF THE FEDERAL, LIMIT

MAY HAVE A PORTION OF THEIR MEDICAL BILLS COVERED BY FINANCIAL ASSISTANCE

BASED ON A SLIDING SCALE. ELIGIBILITY IS CALCULATED BASED ON THE NUMBER OF

PEOPLE LIVING IN THE HOUSEHOLD.

PART I, LINE 7:

MARYLAND 'S REGULATORY SYSTEM CREATES A UNIQUE PROCESS FOR HOSPITAL PAYMENT

THAT DIFFERS FROM THE REST OF THE NATION. THE HEALTH SERVICES COST REVIEW

932100 11-19-18 Schedule H (Form 990) 2019
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LEVINDALE HEBREW GERIATRIC CENTER
Schedule H (Form S90) AND HOSPITAL, INC. 52-0607913 Page 10
[ Part VI| Supplemental Information (Continuation)

COMMISSION (HSCRC) DETERMINES PAYMENT THROUGH A RATE-SETTING PROCESS AND

ALL PAYORS, INCLUDING GOVERNMENTAL PAYORS, PAY THE SAME AMOUNT FOR THE

SAME SERVICES DELIVERED AT THE SAME HOSPITAL. MARYLAND'S UNIQUE ALL-PAYOR

SYSTEM INCLUDES A METHOD FOR REFERENCING UNCOMPENSATED CARE IN EACH PAYORS

RATES, WHICH DOES NOT ENABLE MARYLAND HOSPITALS TO BREAK-OUT ANY

OFFSETTING REVENUE RELATED TO UNCOMPENSATED CARE. THE COST OF RENDERING

SERVICEﬁ_FOR MEDICAL ASSISTANCE PATIENTS IS APPROXIMATELY EQUKL TO
M‘
MEDICAID REVENUES IN MARYLAND. THUS, THE NET EFFECT IS ZERﬁ HE EXCEPTION
JF

TO_THIS IS THE IMPACT ON THE HOSPITAL OF ITS SHARE DEqTﬁE HﬁbICAID

ASSESSMENT. IN RECENT YEARS, THE STATE OF MARYLAND hﬁS.bLOSED FISCAL GAPS

IN THE STATE MEDICAID BUDGET BY ASSESSING HOSPL?HES,THROUGH THE
o

RATE-SETTING SYSTEM. N\

.
- =

&

P,

L

. :-l:u-'c y

P

PART I, LINE 7A - I: | ¥

-—_

THE FOLLOWING COSTING METHODOLOGEEg;WEEE USED TO CALCULATE LINES 7A

THROUGH 71 ON THE COMMUNITY BENEFLJ REPORT.
"
\
OFFSETTING REVENUE - REVENUE FROM THE ACTIVITY DURING THE YEAR THAT
"4

OFFSETS THE TOTAL COMMUNDITY BENEFIT EXPENSE OF THAT ACTIVITY. IT INCLUDES

ANY REVENUE GENERAEED*%Y THE ACTIVITY OR PROGRAM, SUCH AS A PAYMENT OR
NS
REIMBURSEMENM;E@R SERVICES PROVIDED TO PROGRAM PATIENTS. OFFSETTING

REVENUE INCLUDE§ RESTRICTED GRANTS OR CONTRIBUTIONS USED TO PROVIDE A

COMMUNITY BENEFIT, BUT DOES NOT INCLUDE UNRESTRICTED GRANTS OR

CONTRIBUTIONS THAT THE ORGANIZATION USES TO PROVIDE COMMUNITY BENEFIT.

DIRECT COSTS - DIRECT COSTS INCLUDE SALARIES, EMPLOYEE BENEFITS, SUPPLIES,

INTEREST ON FINANCING, TRAVEL AND OTHER COSTS THAT ARE DIRECTLY

ATTRIBUTABLE TO THE SPECIFIC SERVICE AND THAT WOULD NOT EXIST IF THE
Schedule H {Form 290)
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SERVICE OR EFFORT DID NOT EXIST.

INDIRECT COSTS - INDIRECT COSTS ARE COSTS NOT ATTRIBUTED TO PRODUCTS

AND/OR SERVICES THAT ARE INCLUDED IN THE CALCULATION OF COSTS FOR

COMMUNITY BENEFIT. THESE COULD INCLUDE, BUT ARE NOT LIMITED TO, SALARIES

FOR HUMAN RESQURCES AND FINANCE DEPARTMENTS, INSURANCE AND OVERHEAD

EXPENSE L\
R
‘.{ H-:il. M
: ‘-._.T{‘-.' u}f
PART II, COMMUNITY BUILDING ACTIVITIES: s
I

AS A LARGE EMPLOYER AND PROVIDER OF HEALTH SERVICESK;NTEHE NORTHWEST

QUADRANT OF BALTIMORE CITY AND PARTS OF SOUTHEgﬂfﬁhLTIMORE COUNTY,
W

LIFEBRIDGE HEALTH PROVIDES COMMUNITY BENEFIT_&THAT ENHANCE THE OVERALL

N\
QUALITY OF LIFE IN OUR SURROUNDING comnunmmmﬂf THIS IS ACCOMPLISHED

THROUGH COALITION BUILDING AND WORKFOR@E BEVELOPMENT TO LIST A FEW

~

EXAMPLES : L )
o)
-‘_?‘. — e O -

THE CHANGING HEARTS/HEALTH ﬁEéBES INITIATIVE HOLDS SCREENINGS FOR THE

Ty }']i

COMMUNITY TO IDENTIFY<HEART?HEALTHY LIFESTYLES, TO PROVIDE EDUCATION AND

"\ )

TO IDENTIFY INDIVID E WAT RISK FOR HEART DISEASE.

.‘
a .
——

P N I
& 8
THE CAREER COACH WORKS WITH FRONT LINE EMPLOYEES TO PROVIDE SOCIAL,

RETENTION AND CEREER DEVELOPMENT SERVICES. THIS PQSITION PROMOTES THE

HEALTH OF THE COMMUNITY BECAUSE MANY OF THE CLIENTS SERVED BY THE COACH

LIVE IN THE SURRQUNDING COMMUNITY. ONE SERVICE THAT THE COACH FOCUSES ON

FOR MANY EMPLOYEES IS FINANCIAL HEALTH, PROVIDING THEM WITH RESOURCES AND

TIPS TO ENSURE THEIR STABILITY.

THE WORKFORCE DEVELOPMENT DEPARTMENT OFFERS EDUCATIONAL COURSES LIKE
Schedule H (Form 990)
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MEDICAL TERMINOLOGY THAT ARE OPEN TO THE COMMUNITY. PARTICIPATION IN

THESE COURSES PROVIDES FOUNDATIONAL KNOWLEDGE NEEDED FOR MANY ENTRY LEVEL

POSITIONS WITHIN OUR HEALTH SYSTEM.

PART III, LINE 2:

BAD DEBT EXPENSE IS ESTIMATED BY USING HISTORICAL RATES FOR EACH PAYOR AND

THE LENGTH OF TIME THE RECEIVABLE HAS BEEN OUTSTANDING. THESE RATES ARE

REVISTED FROM TIME TO TIME AND ADJUSTED WHEN DEEMED APPROPﬁ?iTﬁ} ANY
W\J )
ADDITIONAL RESERVES ARE DETERMINED BY THE HOSPITAL' SﬁﬂngUEf?ES.

'.H_c‘ .

“ — v

e

PART III, LINE 3: el

I"'"i"' ."

LEVINDALE HEBREW GERIATRIC CENTER & HOSPITAL‘thE DETERMINES ELIGIBILITY

FOR FINANCIAL ASSISTANCE THROUGH OTHER VARI@US'MEANS SUCH AS ELIGIBLE FOR

NON-REIMBURSABLE MEDICAID PROGRAMS, QUR_OF-STATE MEDICAID PROGRAMS,

r~
MARYLAND MEDICAID ELIGIBLE AFTER ADMISB ON, APPROVED FINANCIAL ASSISTANCE

UNDER PRESUMPTIVE ELIGIBILIT¥.RUEE;%HD IF THE PATIENT WAS DENIED MEDICAID
_.e- "'-_- ‘
FOR NOT MEETING DISABILITY HEQUEREMENTS OF THE REMAINING BAD DERT

EXPENSE, IT IS ESTIMA?ED;THAT $2,579,822 IN COST MAY BE ATTRIBUTABLE TO

fnr«:«r

PATIENTS ELIGIBLE EﬂﬂﬂﬁmﬁEHCIAL ASSISTANCE/CHARITY CARE.

-

.r"_‘_'_- i ™

PART III, LINE.A:
oL

-
ALL, PATIENT ACC&UNTS ARE HANDLED CONSISTENTLY AND APPROPRIATELY TO

MAXIMIZE CASH FLOW AND TO IDENTIFY BAD DEBT ACCOUNTS TIMELY. ACTIVE

ACCOUNTS ARE CONSIDERED BAD DEBT ACCQOUNTS WHEN THEY MEET SPECIFIC

COLLECTION ACTIVITY GUIDELINES AND/OR ARE REVIEWED BY THE APPROPRIATE

MANAGEMENT AND DEEMED TO BE UNCOLLECTIBLE. EVERY EFFORT IS MADE TO

IDENTIFY AND PURSUE ALL ACCOUNT BALANCE LIQUIDATION OPTIONS INCLUDING, BUT

NOT LIMITED TO THIRD PARTY PAYOR REIMBURSEMENT, PATIENT PAYMENT

Schedule H (Form 890)
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ARRANGEMENTS, MEDICAID ELIGIBILITY AND FINANCIAL ASSISTANCE. THIRD PARTY

RECEIVABLE MANAGEMENT AGENCIES PROVIDE EXTENDED BUSINESS OFFICE SERVICES

AND TNSURANCE OUTSQURCE SERVICES TO ENSURE MAXIMUM EFFORT IS TAKEN TO

RECOVER INSURANCE AND SELF-PAY DOLLARS BEFORE TRANSFER TO BAD DEBT.

CONTRACTUAL ARRANGEMENTS WITH THIRD PARTY COLLECTION AGENCIES ARE USED TO

ASSIST IN THE RECOVERY OF BAD DEBT DOLLARS AFTER ALL INTERNAL COLLECTION

EFFORTS HAVE BEEN EXHAUSTED. IN SO DOING, THE COLLECTION AGENdEES MUST

QOPERATE CONSISTENTLY WITH LEVINDALE HEBREW GERIATRIC CENTER‘ENBEHOSPITAL S
<’

GOAL OF MAXIMUM BAD DEBT RECOVERY AND STRICT ADHERENCE WITHTFAIR DEBT

COLLECTIONS PRACTICES ACT (FDCPA) RULES AND REGULATEQN@% WHILE MAINTAINING

POSITIVE PATIENT RELATIONS. SEE AUDITED FINANCIRﬁ’STATEMENTS PAGE 17.

F W/

B
Y -

ﬂ
PART III, LINE 8: L';},f '

TOTAL REVENUE RECEIVED FROM MEDICARE_jDSH & IME) AND MEDICARE ALLOWABLE

COSTS ARE DERIVED FROM THE ANNUAL_ﬁhDI_ E COST REPORT. THE INPATIENT

r

ROUTINE COSTS ARE DERIVED FROM THE.STEP-DOWN METHODOLOGY BASED ON ACCEPTED

STATISTICAL ALLOCATION WITH $UﬁIFORM PER DIEM COST FOR EACH PAYOR TYPE.

THE ANCILLARY MEDICAREn%LLOWABLE COSTS ARE INITIALLY DERIVED FROM THE
= b

STEP-DOWN METHODOLOGY~BUT ARE ALLOCATED TO THE PAYOR TYPES BASED ON THE

RATIO OF COST TO CHARGE FOR EACH PAYOR.

o

PART IIT, LINE 9B:

LEVINDALE HEBREW GERIATRIC CENTER AND HOSPITAL, INC. PROVIDES CARE WITHOUT

CHARGE OR AT AMOUNTS LESS THAN ITS ESTABLISHED RATES, TO PATIENTS WHO MEET

THE CRITERIA OF ITS CHARITY CARE POLICY. IT DOES NOT PURSUE THE COLLECTION

OF AMOUNTS DETERMINED TO QUALIFY AS CHARITY CARE AND THOSE AMOUNTS ARE NOT

REPORTED AS REVENUE. THE CRITERIA FOR CHARITY CARE CONSIDER GROSS INCOME

AND FAMILY SIZE ACCORDING TO CURRENT FEDERAL POVERTY GUIDELINES. PATIENTS
Schedule H {Farm 990}
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WITH AN ANNUAL INCOME UP TO 300% OF THE FEDERAL POVERTY LEVEL MAY HAVE

100% OF THEIR HOSPITAL BILLS COVERED BY FINANCIAL ASSISTANCE. TO QUALIFY,

THE PATIENT MUST SHOW PROOF OF INCOME 300% OR LESS OF THE FEDERAL POVERTY

GUIDELINES. PATIENTS WITH ANNUAL INCOME ABOVE 300% OF THE FEDERAL LIMIT

MAY HAVE A PORTION OF THEIR MEDICAL BILLS COVERED BY FINANCIAL ASSISTANCE

BASED ON A SLIDING SCALE. ELIGIBILITY IS CALCULATED BASED ON THE NUMBER OF

PEOPLE LIVING IN THE HOUSEHOLD. %

T

I\
« B

\
l‘F i
) B

PART VI, LINE 2: A=

T E

¥
THE ORGANIZATION ASSESSES THE HEALTH CARE NEEDS OF %HEJ&OMMUNITIES IT

SERVES BY: A) ANALYZING PRIMARY AND SECONDARY HEALTH DATA AT THE HOSPITAL

& S

AND COMMUNITY LEVEL AND B) INVOLVING PUBLIC HEALTH EXPERTS, COMMUNITY

MEMBERS AND KEY COMMUNITY GROUPS IN FURTHﬁﬁh&ﬁﬁNTIFYING PRIORITY CONCERNS

F o

AND NEEDS. L )

i

iF
i L

i
B '-'.:i
LEVINDALE HEBREW GERIATRIC CENTER .AND HOSPITAL, INC. IS INVOLVED WITH THE
-

BALTIMORE CITY HEALTH DEPARTMENE'S ACCOUNTABLE HEALTH COMMUNITIES PROJECT,

IDENTIFYING AREAS OF SIGﬁ&FECANT SOCIAL NEED AND TARGETING EFFORTS ARQUND
™

THESE AREAS. WE ALSGHﬁQﬁR REGULARLY WITH A GROUP OF BALTIMORE CITY

Y

s &
HOSPITALS LOOKING CONTINUALLY AT NEEDS OF OUR SURROUNDING COMMUNITIES AND
%
i B
ADDRESSING THQOSE NEEDS.

THROUGH QUR CARE COORDINATION PROGRAMS, WE USE ASSESSMENTS AND DATA

ANALYTICS TO IDENTIFY NEEDS AND DEVELQP TARGETED POPULATION HEALTH

PROGRAMS AS WELL AS INDIVIDUAL CARE GOALS.

WE OFTEN USE INFORMATION GATHERED DURING OUR EDUCATIONAL PROGRAM

EVALUATIONS (DONE BY SURVEY AND INFORMAL CONVERSATION) WHICH ASK IF THERE
Schedule H {Form 930}
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ARE (1) ANY CHANGES SUGGESTED TO THE PROGRAM; AND (2) ANY TOPICS PEOPLE

WOULD LIKE TO_ SEE COVERED THAT WERE NOT COVERED IN THE PROGRAM. WE ALSO

WORK IN CLOSE COLLABORATION WITH THE LOCAL HEALTH DEPARTMENTS (BALTIMORE

CITY AND COUNTY) WITH REGARD TO THEIR HEALTH INITIATIVES AND STATISTICS,

AND ALSO DIRECTLY WITH ORGANIZATIONS TO MEET THEIR REQUESTS FOR SUBJECT

MATTER (E.G. ZETA CENTER SENIORS MAY REQUEST AN EVENT SURROUNDING MEMORY

ENHANCEMENT). WE ALSO WORK WITH INTERNAL SPECIALTIES IN LBH TD AID IN
N

TARGETED HEALTH EDUCATION AS NEEDED. F o A U |

ﬁ‘f

R

T

e
T

PART VI, LINE 3:

| [

LEVINDALE USES THE FOLLOWING MEANS TO INFORM AND{EBSIST PATIENTS REGARDING

ELIGIBILITY FOR FINANCIAL ASSISTANCE UNDER gOUEHNMENTAL PROGRAMS AND THE

HOSPITAL'S CHARITY CARE PROGRAM. FINANCBﬂLwﬁﬁgISTANCE NOTICES, INCLUDING

N
CONTACT INFORMATION, ARE POSTED IN THEMBUSINESS OFFICE AND ADMITTING, AS

WELL AS POINTS OF ENTRY AND REGISTﬂkT THROUGHOUT THE HOSPITAL. PATIENT

FINANCIAL:. SERVICES BROCHURE EREEDQM TQO CARE' IS AVATLABLE TO ALL
<€ \

INPATIENTS. BROCHURES ARE AhSO.ﬁVAILABLE IN ALL QUTPATIENT REGISTRATION
= W
AND SERVICE AREAS. LENIﬁDALE EMPLOYS A FINANCIAL ASSISTANCE LIATISON WHO

L
IS AVAILABLE TO ANSWQE}Q@ STIONS AND TO ASSIST PATIENTS AND FAMILY MEMBERS

WITH THE PROCESS,d%&?EﬁLYING FOR FINANCIAL ASSISTANCE. A PATIENT

INFORMATION SHEET fé GIVEN TO ALL INPATIENTS PRIOR TO DISCHARGE AND MAILED

TO ALL INPATIENTS. LEVINDALE'S UNINSURED (SELF-PAY) AND UNDER-INSURED

(MEDICARE BENEFICIARY WITH NO SECONDARY) MEDICAL ASSISTANCE ELIGIBILITY

PROGRAM SCREENS, ASSISTS WITH THE APPLICATION PROCESS AND ULTIMATELY

CONVERTS PATIENTS TO VARIOUS MEDICAL ASSISTANCE COVERAGE AND INCLUDES

ELIGIBILITY SCREENING AND ASSISTANCE WITH COMPLETING THE FINANCIAL

ASSISTANCE APPLICATION AS PART OF THAT PROCESS. ALL HOSPITAL STATEMENTS

INCLUDE A MESSAGE REFERENCING THE AVAILABILITY OF FINANCIAL ASSISTANCE FOR
Schedule H (Form 990)
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