Return of Organization Exempt From Income Tax

Form 9 9 O Under section 501(c), 527, or 4947(a)(1) of the Internal Revenue Code (except private foundations)
P Do not enter Social Security numbers on this form as it may be made public. Open to Public
Department of the Treasury i X
Internal Revenue Service P Information about Form 990 and its instructions is at www.irs.gov/form990. Inspection
A For the 2021 calendar year, or tax year beginning 07/ 01/ 2021 and ending 06/ 30/ 2022
C Name of organization D Employer identification number
B check if applicable:
| s | CARROLL HOSPI TAL CENTER, | NC.
| ohanee Doing Business As 52- 1452024
Name change Number and street (or P.O. box if mail is not delivered to street address) Room/suite E Telephone number
|| mitial rewn 200 MEMORI AL AVENUE (410)871- 6859
Terminated City or town, state or province, country, and ZIP or foreign postal code
|| fnended WESTM NSTER, MD 21157 G Grossreceipts $ 320, 839, 839.
Application | F Name and address of principal officer: GARRETT HOOVER H(@) s this a group return for Yes No
L pending subordinates?
SA'VE AS " CI AB()\/E H(b) Are all subordinates included? Yes - No
| Tax-exempt status: | X | 501(c)(3) | | 501(c) ( ) « (insertno.) | | 4947(a)(1) or | | 527 If "No," attach a list. (see instructions)

J_ website: B WAV LI FEBRI DGEHEALTH. ORG/ CARROLL/ CARRCLL. AS

H(c) Group exemption number }

K Form of organization: | X | Corporation | | Trustl | Association | | Other P> | L Year of formation: 1957| M State of legal domicile: VD
Part | Summary
1 Briefly describe the organization's mission or most significant activites:  OUR COVMUNI TI ES EXPECT AND DESERVE =~
3|  SUPERI OR MEDI CAL TREATMENT, COMPASSI ONATE CARE, AND EXPERT GUDANCE IN =
5|  MAINTAINING THEIR HEALTH AND VELL-BEING (CONTINED INSCHO "~
§ 2 Check this box P> |:| if the organization discontinued its operations or disposed of more than 25% of its net assets.
3| 3 Number of voting members of the governing body (Part VI, line1a) | . . . . . . . . v v o v i e e 3 17
ﬁ 4 Number of independent voting members of the governing body (Part VI, linelb) . . . . . . . . ... .. .... 4 15
;E 5 Total number of individuals employed in calendar year 2021 (Part V, line2a), . . . . . v v v v v o e oo 5 1, 837
% 6 Total number of volunteers (estimate if NECESSAY) | . . . . v v v v i e e e e o 6 190
<| 7a Total unrelated business revenue from Part VIII, column (C), ine 12 _ . . . . . . . . . v o o 7a NONE
b Net unrelated business taxable income from Form 990-T, line34 . . . . . . &t i v vt o b v u o e oo u aas 7b
Prior Year Current Year
o»| 8 Contributionsandgrants (Part Vill, linedh) _ . . . . . . . . . ... 12, 789, 736. 4,516, 854.
g 9 Program service revenue (Part VIIl, line2g) . . . . . . ... .... PUBL?CC:)TI\TS';EETION 247,918, 374. 256, 734, 696.
E 10 Investment income (Part VIII, column (A), lines 3, 4, and 7d), _ . . . 10, 773, 655. 11, 430, 237.
11 Other revenue (Part VIII, column (A), lines 5, 6d, 8c, 9¢, 10c, and 11€), . . . . . . . . . .. 2, 359, 537. 6, 459, 285.
12 Total revenue - add lines 8 through 11 (must equal Part VIII, column (A), ine12). . . . . .. 273,841, 302. 279, 141, 072.
13 Grants and similar amounts paid (Part IX, column (A), lines 1-3) _ . . . . . . . s s s\ . .. 1, 276, 000. 1, 273, 443.
14 Benefits paid to or for members (Part IX, column (A), lined) _ . . . . . . ... ... .... NONE NONE
¢|15 Salaries, other compensation, employee benefits (Part IX, column (A), lines 5-10), , , . , . . 131, 299, 683. 131, 391, 024.
g 16a Professional fundraising fees (Part IX, column (A), line11€) . . . . . . . . . . . . o v . .. NONE NONE
S| b Total fundraising expenses (Part IX, column (D), line25) p | NONE
Y117  Other expenses (Part IX, column (A), lines 11a-11d, 11f-24€) . . . . . . . . . . . .. .. . 108, 077, 703. 122, 797, 019.
18 Total expenses. Add lines 13-17 (must equal Part IX, column (A), line25) _ . . . . .. ... 240, 653, 386. 255, 461, 486.
19 Revenue less expenses. Subtractline 18 fromline 12, . . . v v v v v vt u v e e e 33, 187, 916. 23,679, 586.
S g Beginning of Current Year End of Year
%% 20 Totalassets (Part X, iN€ 16) . . . . . . . . . . 464, 037, 898. 414,506, 635.
22121 Total liabilities (Part X, NE26) . . . . . o o s s e e e 210, 798, 370.| 185, 239, 052.
EE’ 22 Net assets or fund balances. Subtract line 21 from1ine20. . . . . . . o v v v v v v o v .. 253, 239, 528. 229, 267, 583.

Part Il Signature Block

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

Sign } Signature of officer

Date

Here M CHAEL MYERS oo
Type or print name and title ) ﬂ
Print/Type preparer's name Preparer‘%é Date Check I_, if | PTIN
Era:e(:)arer MARC BERGER %g i S/12023 self-employed | P01871563
Use Only | Fimsname B BDO USA,_LLP /" */ / FrmsEN B 13- 5381590

Firm's address B> 8401 GREENSBORO DRI VE, ' #800 MCLEAN, VA 22102

Phone no. 703-893- 0600

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

......................... m Yes |_| No

For Paperwork Reduction Act Notice, see the separate instructions.

JSA
1E1065 3.000

9937Sl L43V

Form 990 (2021)



CARROLL HOSPI TAL CENTER, | NC. 52- 1452024

Form 990 (2021) Page 2
Part Il Statement of Program Service Accomplishments
Check if Schedule O contains a response or note to any lineinthisPart Il . . . . . . .. . .. ... ... ......

1 Briefly describe the organization's mission:
SEE SCHEDULE O

2 Did the organization undertake any significant program services during the year which were not listed on the
prior Form 990 or 990-EZ7 | | e e
If "Yes," describe these new services on Schedule O.

3 Did the organization cease conducting, or make significant changes in how it conducts, any program
SBIVICES ?, 4 i ittt e e e e e e e e e e e e e e e e e e e e e e e e e e e e |:| Yes No
If "Yes," describe these changes on Schedule O.

4 Describe the organization's program service accomplishments for each of its three largest program services, as measured by
expenses. Section 501(c)(3) and 501(c)(4) organizations are required to report the amount of grants and allocations to others,
the total expenses, and revenue, if any, for each program service reported.

|:| Yes No

4a (Code: ) (Expenses $ 192, 669, 433. including grants of $ 1,273, 443. ) (Revenue $ 231, 636, 218. )
SEE SCHEDULE O

4b (Code: ) (Expenses $ 21,108, 142. including grants of $ NONE ) (Revenue $ 26, 387, 167. )
CARROLL COUNTY RADI OLOGY - PROVI DI NG A FULL ARRAY OF RADI OLOGY
SERVI CES TO PATI ENTS I N THE CARROLL COUNTY AREA.

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

4d Other program services (Describe on Schedule O.)
(Expenses $ including grants of $ ) (Revenue $ )

4e Total program service expenses p 213,777, 575.

JSA
1E1020 1.000 Form 990 (2021)

9937Sl L43V 5




CARROLL HOSPI TAL CENTER, | NC. 52- 1452024

Form 990 (2021)
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Page 3
Checklist of Required Schedules

Yes | No
Is the organization described in section 501(c)(3) or 4947(a)(1) (other than a private foundation)? If "Yes,"
complete Schedule A. & . . . . L L L e e e e e e e e e e e e e e e e e e e e e e e e e e e e 1 X
Is the organization required to complete Schedule B, Schedule of Contributors? See instructions . . . ... ... 2 X
Did the organization engage in direct or indirect political campaign activities on behalf of or in opposition to
candidates for public office? If "Yes," complete Schedule C,Part1. . . . . . ... ... ... ... ... .. 3 X
Section 501(c)(3) organizations. Did the organization engage in lobbying activities, or have a section 501(h)
election in effect during the tax year? If "Yes," complete Schedule C,Partll. . . . .. ... ... ..., 4 X
Is the organization a section 501(c)(4), 501(c)(5), or 501(c)(6) organization that receives membership dues,
assessments, or similar amounts as defined in Rev. Proc. 98-19? If "Yes," complete Schedule C, Partlll . . . . . . 5 X
Did the organization maintain any donor advised funds or any similar funds or accounts for which donors
have the right to provide advice on the distribution or investment of amounts in such funds or accounts? If
"Yes," complete Schedule D, Partl. . . . . . . . . . i i i i i e e e e e e e e e e e e e e e e 6 X
Did the organization receive or hold a conservation easement, including easements to preserve open space,
the environment, historic land areas, or historic structures? If "Yes," complete Schedule D, Partll, . . ... ... 7 X
Did the organization maintain collections of works of art, historical treasures, or other similar assets? If "Yes,"
complete Schedule D, Part Il . . . . . . . . o i i st e e e e e e e e e e e e e e e e e 8 X
Did the organization report an amount in Part X, line 21, for escrow or custodial account liability, serve as a
custodian for amounts not listed in Part X; or provide credit counseling, debt management, credit repair, or
debt negotiation services? If "Yes," complete Schedule D, PartIV . . . . . . . .. .. .. ... 9 X
Did the organization, directly or through a related organization, hold assets in donor-restricted endowments
or in quasi endowments? If "Yes," complete Schedule D, PartV . . . . . . . . i i i i i v it e e e 10 X
If the organization's answer to any of the following questions is "Yes," then complete Schedule D, Parts VI,
VII, VIII, IX, or X, as applicable.
Did the organization report an amount for land, buildings, and equipment in Part X, line 10? If "Yes,"
complete Schedule D, Part VI . . . . . o i i i it s e s e e e e e e e e e e e e e e e e e e e e e lla| X
Did the organization report an amount for investments-other securities in Part X, line 12, that is 5% or more
of its total assets reported in Part X, line 167 If "Yes," complete Schedule D, PartVIl . . . . ... ... ...... 11b X
Did the organization report an amount for investments-program related in Part X, line 13, that is 5% or more
of its total assets reported in Part X, line 167 If "Yes," complete Schedule D, PartVIll, . . . . ... ........ 1llc X
Did the organization report an amount for other assets in Part X, line 15, that is 5% or more of its total assets
reported in Part X, line 167? If "Yes," complete Schedule D, Part IX. . . . . . . . i v i i it i i i et e e e 11d X
Did the organization report an amount for other liabilities in Part X, line 25? If "Yes," complete Schedule D, Part X . . . . . . 1l1le X
Did the organization's separate or consolidated financial statements for the tax year include a footnote that addresses
the organization's liability for uncertain tax positions under FIN 48 (ASC 740)? If "Yes," complete Schedule D, Part X . . . . . 11f X
Did the organization obtain separate, independent audited financial statements for the tax year? If "Yes," complete
Schedule D, Parts XIand Xll. & o v v v vt v e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e 12a X
Was the organization included in consolidated, independent audited financial statements for the tax year? If
"Yes," and if the organization answered "No" to line 12a, then completing Schedule D, Parts XI and XIl is optional 12b| X
Is the organization a school described in section 170(b)(1)(A)(ii)? If "Yes," complete Schedule E. . . .. ... .. 13 X
Did the organization maintain an office, employees, or agents outside of the United States?, . . . ... .. ... 14a X
Did the organization have aggregate revenues or expenses of more than $10,000 from grantmaking,
fundraising, business, investment, and program service activities outside the United States, or aggregate
foreign investments valued at $100,000 or more? If "Yes," complete Schedule F,Partsland IV, . . . .. .. .. 14b X
Did the organization report on Part IX, column (A), line 3, more than $5,000 of grants or other assistance to or
for any foreign organization? If "Yes," complete Schedule F,Partslland IV ., . . . . . ... ... ... 15 X
Did the organization report on Part IX, column (A), line 3, more than $5,000 of aggregate grants or other
assistance to or for foreign individuals? If "Yes," complete Schedule F, Partsllland IV . . . . .. ... ... ... 16 X
Did the organization report a total of more than $15,000 of expenses for professional fundraising services on
Part IX, column (A), lines 6 and 11e? If "Yes," complete Schedule G, Part |. See instructions . . . . ... .. ... 17 X
Did the organization report more than $15,000 total of fundraising event gross income and contributions on
Part VIII, lines 1c and 8a? If "Yes," complete Schedule G, Partll . . . . . . . . . i i it i it it it e v 18 X
Did the organization report more than $15,000 of gross income from gaming activities on Part VIII, line 9a?
If"Yes," complete Schedule G, Part Il . . . . . . v i v i i i s i e e e s e e e e e e e e e e e e e e e e 19 X
Did the organization operate one or more hospital facilities? If "Yes," complete ScheduleH . . . ... ... ... 20a| X
If "Yes" to line 20a, did the organization attach a copy of its audited financial statements to this return? , . . . . 20b| X
Did the organization report more than $5,000 of grants or other assistance to any domestic organization or
domestic government on Part IX, column (A), line 1? If "Yes," complete Schedule |, Partsland Il , . . .. .. .. 21 X

JSA

1E1021 1.000

9937Sl L43V

Form 990 (2021)
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CARRCOLL HOSPI TAL CENTER, | NC. 52- 1452024
Form 990 (2021) page 4

Checklist of Required Schedules (continued)

Yes No

22 Did the organization report more than $5,000 of grants or other assistance to or for domestic individuals on
Part IX, column (A), line 2? If "Yes," complete Schedule |, Partsland lll . . . . . .. .. .. v it 22 X
23 Did the organization answer "Yes" to Part VI, Section A, line 3, 4, or 5, about compensation of the
organization's current and former officers, directors, trustees, key employees, and highest compensated
employees? If "Yes," complete Schedule J. . . . . . . . ¢ i i i i i i e s e e e e e e e e e e e e e e e e 23 X
24a Did the organization have a tax-exempt bond issue with an outstanding principal amount of more than
$100,000 as of the last day of the year, that was issued after December 31, 20027 If "Yes," answer lines 24b

through 24d and complete Schedule K. If"No," gotoline25a . . . . . . . . . . . . @ i i it it ittt e e e a 24a| X
b Did the organization invest any proceeds of tax-exempt bonds beyond a temporary period exception? , . . . . .. 24b X
Did the organization maintain an escrow account other than a refunding escrow at any time during the year
to defease any tax-exempt DONAS 2, . . & v v i v i v e e e e e e e e e e e e e e e e e e e e 24c X
d Did the organization act as an "on behalf of" issuer for bonds outstanding at any time during the year?, . . . . .. 24d X
25a Section 501(c)(3), 501(c)(4), and 501(c)(29) organizations. Did the organization engage in an excess benefit
transaction with a disqualified person during the year? If "Yes," complete Schedule L,Part!, . .. .. ... .. .. 25a X

b Is the organization aware that it engaged in an excess benefit transaction with a disqualified person in a prior
year, and that the transaction has not been reported on any of the organization's prior Forms 990 or 990-EZ?
If"Yes," complete Schedule L, Part I, . . . . v v v i v i s i e e e e e s e e e e e e e e e e e e e e e e 25b X

26 Did the organization report any amount on Part X, line 5 or 22, for receivables from or payables to any current
or former officer, director, trustee, key employee, creator or founder, substantial contributor, or 35%
controlled entity or family member of any of these persons? If "Yes," complete Schedule L, Partll, . . . ... ... 26 X

27 Did the organization provide a grant or other assistance to any current or former officer, director, trustee, key
employee, creator or founder, substantial contributor or employee thereof, a grant selection committee
member, or to a 35% controlled entity (including an employee thereof) or family member of any of these
persons? If "Yes," complete Schedule L, Part Il . . . . . . . @ v v i i i s e s e e e e e e e e e e e e e e e 27 X

28 Was the organization a party to a business transaction with one of the following parties (see the Schedule L,
Part IV instructions, for applicable filing thresholds, conditions, and exceptions):

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

"Yes," complete Schedule L, Part IV . . . . . . o i i it s e s e e e e e e e e e e e e e e e e e e e 28a X
b A family member of any individual described in line 28a? If "Yes," complete Schedule L, PartIV. . . ... .. ... 28b| X
¢ A 35% controlled entity of one or more individuals and/or organizations described in line 28a or 28b? If
"Yes," complete Schedule L, Part IV . . . . . . 0 i i i i s s e e e e e e e e e e e e e e e e e e e 28c X
29 Did the organization receive more than $25,000 in non-cash contributions? If "Yes," complete Schedule M . . . . | 29 X
30 Did the organization receive contributions of art, historical treasures, or other similar assets, or qualified
conservation contributions? If "Yes," complete Schedule M, . . . . . . . . i i i i e e e e e e e e e e 30 X
31 Did the organization liquidate, terminate, or dissolve and cease operations? If "Yes," complete Schedule N, Part| | 31 X
32 Did the organization sell, exchange, dispose of, or transfer more than 25% of its net assets? If "Yes,"
complete Schedule N, Part I, . . . . . i i i i s st s e s e e e e e e e e e e e e e e e e e e e e e e 32 X
33 Did the organization own 100% of an entity disregarded as separate from the organization under Regulations
sections 301.7701-2 and 301.7701-3? If "Yes," complete Schedule R,Part1, . . . . . ... ... v 33 X
34 Was the organization related to any tax-exempt or taxable entity? If "Yes," complete Schedule R, Part II, Il
orlV,and Part V,line L. . . . . . ittt e e e e e e e e e e e e e e e e e e e e e e e e e e 34 X
35a Did the organization have a controlled entity within the meaning of section 512(b)(13)? . .. .. ... ... ... 35a| X
b If "Yes" to line 35a, did the organization receive any payment from or engage in any transaction with a
controlled entity within the meaning of section 512(b)(13)? If "Yes," complete Schedule R, Part V,line2 ., . . . .. 35b| X
36 Section 501(c)(3) organizations. Did the organization make any transfers to an exempt non-charitable
related organization? If "Yes," complete Schedule R, PartV,line 2. . . . . . . . . . i i i i i i v ittt e v 36 X
37 Did the organization conduct more than 5% of its activities through an entity that is not a related organization
and that is treated as a partnership for federal income tax purposes? If "Yes," complete Schedule R, PartVI . . . .| 37 X
38 Did the organization complete Schedule O and provide explanations on Schedule O for Part VI, lines 11b and
197 Note: All Form 990 filers arerequired to complete Schedule O. . . . . . . . . . o v i v vt vt v a v 0 38 X
Statements Regarding Other IRS Filings and Tax Compliance
Check if Schedule O contains a response or note to any lineinthisPartV .. ............ e |:|
Yes | No
la Enter the number reported in box 3 of Form 1096. Enter -0- if not applicable . ... ... .. la 165
b Enter the number of Forms W-2G included on line 1a. Enter -0- if not applicable. . . ... .. 1b NONE
c Did the organization comply with backup withholding rules for reportable payments to vendors and
reportable gaming (gambling) winnings t0 Prize WINNErs? . . . v v v v v v i v v v o o v a e m e s e s s a s s s s 1c | X
JSA Form 990 (2021)

1E1030 1.000
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CARROLL HOSPI TAL CENTER, | NC. 52- 1452024

Form 990 (2021) Page 5
Statements Regarding Other IRS Filings and Tax Compliance (continued) Yes | No
2a Enter the number of employees reported on Form W-3, Transmittal of Wage and Tax
Statements, filed for the calendar year ending with or within the year covered by this return. . | 2a 1,837

b If at least one is reported on line 2a, did the organization file all required federal employment tax returns? | 2b X
Note: If the sum of lines 1a and 2a is greater than 250, you may be required to e-file. See instructions.

3a Did the organization have unrelated business gross income of $1,000 or more during the year?. . . ... ... .. 3a X
b If "Yes," has it filed a Form 990-T for this year? If "No" to line 3b, provide an explanation on Schedule O . . ... .. 3b
4a Atany time during the calendar year, did the organization have aninterest in, or asignature or other authority over,
a financial account in a foreign country (such as a bank account, securities account, or other financial account)?. . | 4a X

b If "Yes," enter the name of the foreign country »
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 taxyear?. . . . . . . .. 5a X
b Did any taxable party notify the organization that it was or is a party to a prohibited tax shelter transaction? | 5b X
¢ If "Yes" to line 5a or 5b, did the organization file Form 8886-T? . . . . . . & v v v v i v i v it e e s e e s 5¢c

6a Does the organization have annual gross receipts that are normally greater than $100,000, and did the

organization solicit any contributions that were not tax deductible as charitable contributions? . . . . . . ... .. 6a X
b If "Yes," did the organization include with every solicitation an express statement that such contributions or
gifts were not taxdeductible? . . . . . . o L L i s e e e e e e e e e e e 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 contribution and partly for goods

and services provided to the payor? . . . . . . . . i i i it e e e e e e e e e e e e e e e e e e e e e 7a X
b If "Yes," did the organization notify the donor of the value of the goods or services provided? . . . . ... .. ... 7b
c Did the organization sell, exchange, or otherwise dispose of tangible personal property for which it was
required t0 file FOMM 828272 & v v v v v i ittt e e e e e e e e e e e e e e e e e 7c X
d If "Yes," indicate the number of Forms 8282 filed duringtheyear . . . . . . . ... ... ... | 7d |
e Did the organization receive any funds, directly or indirectly, to pay premiums on a personal benefit contract? | 7€ X
f Did the organization, during the year, pay premiums, directly or indirectly, on a personal benefit contract? . . . . . 7f X
g If the organization received a contribution of qualified intellectual property, did the organization file Form 8899 as required? | 79
h If the organization received a contribution of cars, boats, airplanes, or other vehicles, did the organization file a Form 1098-C?. . 7h
8 Sponsoring organizations maintaining donor advised funds. Did a donor advised fund maintained by the
sponsoring organization have excess business holdings at any time duringtheyear?. . . . . . . . . . . .. oo .. 8
9 Sponsoring organizations maintaining donor advised funds.
a Did the sponsoring organization make any taxable distributions under section 4966? . . . . . . . . . ..o .o .. 9a
b Did the sponsoring organization make a distribution to a donor, donor advisor, or related person?. . . . . . . . .. 9b
10 Section 501(c)(7) organizations. Enter:
a Initiation fees and capital contributions included on Part VIll, line12 . . ... ... ... ... 10a
b Gross receipts, included on Form 990, Part VI, line 12, for public use of club facilties . . . . 10b
11 Section 501(c)(12) organizations. Enter:
a Gross income from members or shareholders. . . . . . . o v 0 v oo L n L n e e 1lla
b Gross income from other sources. (Do not net amounts due or paid to other sources
against amounts due or received fromthem.). . . . . . . . o . o L L0 e e e 11b
12a Section 4947(a)(1) non-exempt charitable trusts. Is the organization filing Form 990 in lieu of Form 10417 12a
b If "Yes," enter the amount of tax-exempt interest received or accrued during the year . . . . . 12b
13 Section 501(c)(29) qualified nonprofit health insurance issuers.
a Is the organization licensed to issue qualified health plans in morethanonestate?. . . . ... ... ... ... .. 13a

Note: See the instructions for additional information the organization must report on Schedule O.
b Enter the amount of reserves the organization is required to maintain by the states in which

the organization is licensed to issue qualified healthplans . . . . . . ... ... .. ... ... 13b
¢ Enterthe amountofreservesonhand. . . . . . . v i ittt it ettt et 13c
14a Did the organization receive any payments for indoor tanning services during the taxyear? . . . . . . .. .. ... 14a X
b If "Yes," has it filed a Form 720 to report these payments? If "No," provide an explanation on Schedule O . . . . . . 14b
15 s the organization subject to the section 4960 tax on payment(s) of more than $1,000,000 in remuneration or
excess parachute payment(s) during the year? . . . . . . . i i i i i i i i e e e e e e e e e e e e e e e s 15 X

If "Yes," see the 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.

17 Section 501(c)(21) organizations. Did the trust, any disqualified person, or mine operator engage in any
activities that would result in the imposition of an excise taxunder section 4951, 4952 or4953?. ., . .. ... .. 17
If "Yes," complete Form 6069.

JSA
1E1040 1,000 Form 990 (2021)
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Form 990 (2021) CARROLL HOSPI TAL CENTER, | NC. 52-1452024 Page 6
Governance, Management, and Disclosure. For each "Yes" response to lines 2 through 7b below, and for a "No"
response to line 8a, 8b, or 10b below, describe the circumstances, processes, or changes on Schedule O. See instructions.
Check if Schedule O contains a response or note to any line inthis Part VI | . . . . . . .. . . ' v i v i v i ..

Section A. Governing Body and Management

Yes | No
la Enter the number of voting members of the governing body at the end of the taxyear . . . . . 1la 17
If there are material differences in voting rights among members of the governing body, or
if the governing body delegated broad authority to an executive committee or similar
committee, explain on Schedule O.
b Enter the number of voting members included on line 1a, above, who are independent. . . . . 1b 15
2 Did any officer, director, trustee, or key employee have a family relationship or a business relationship with
any other officer, director, trustee, or keyemployee?. . . . . . . & i i i i i e e e e s e e e e 2 X
3 Did the organization delegate control over management duties customarily performed by or under the direct
supervision of officers, directors, trustees, or key employees to a management company or other person?. . . . 3 X
4 Did the organization make any significant changes to its governing documents since the prior Form 990 was filed?. . . . . . 4 X
5 Did the organization become aware during the year of a significant diversion of the organization's assets?. . . . 5 X
6 Did the organization have members or stockholders? . . . . . . . ¢ o v o L L e e e e e e s 6 X
7a Did the organization have members, stockholders, or other persons who had the power to elect or appoint
one or more members of the governing body? . . . . . & o ¢ o o i L n e e e e e e e e e e 7a X
b Are any governance decisions of the organization reserved to (or subject to approval by) members,
stockholders, or persons other than the governingbody? . . . . . . . . ¢ o v i v i i i i n i e e 7b X
8 Did the organization contemporaneously document the meetings held or written actions undertaken during
the year by the following:
a The governing body 2, . . . i i i i i s s e e e e e e e e e e e e e e e e e e e 8a | X
b Each committee with authority to act on behalf of the governingbody?. . . . . ... ... ... ... ... ... 8b X
9 Is there any officer, director, trustee, or key employee listed in Part VII, Section A, who cannot be reached at
the organization's mailing address? If "Yes," provide the names and addresses on Schedule O. . . . . ... ... 9 X
Section B. Policies (This Section B requests information about policies not required by the Internal Revenue Code.)
Yes | No
10a Did the organization have local chapters, branches, or affiliates? . . . . . . . .. . o v v v i i v oo oo 10a X
b If "Yes," did the organization have written policies and procedures governing the activities of such chapters,
affiliates, and branches to ensure their operations are consistent with the organization's exempt purposes? . . . | 10b
11a Has the organization provided a complete copy of this Form 990 to all members of its governing body before filing the form? . lia X
b Describe on Schedule O the process, if any, used by the organization to review this Form 990.
12a Did the organization have a written conflict of interest policy? If "No," gotoline13 . . .. .. ... .. .. ... 12a| X
b Were officers, directors, or trustees, and key employees required to disclose annually interests that could give
FISE 10 CONMIICIS? & v v v v ot v et e e e e e e et e e e e e e e e e e e e e e e e e 12b| X
¢ Did the organization regularly and consistently monitor and enforce compliance with the policy? If "Yes,"
describe on Schedule Ohow thiSWasS dONE « « « v« v v v v v o e e e e e e e e e e e et et et 12c| X
13 Did the organization have a written whistleblower policy?. . . . .« . .« v v o v o 0 i h e e e s e e s 13 X
14  Did the organization have a written document retention and destruction policy?. . . . . . . . v v v v v v o . 14 X
15 Did the process for determining compensation of the following persons include a review and approval by
independent persons, comparability data, and contemporaneous substantiation of the deliberation and decision?
a The organization's CEO, Executive Director, or top management official . . . . . . .« .« . v v v v v oo oo 15a| X
b Other officers or key employees of the organization . . . . . . . & v v o v o v i i i i i s e s e e 15b X
If "Yes" to line 15a or 15b, describe the process on Schedule O. See instructions.
16a Did the organization invest in, contribute assets to, or participate in a joint venture or similar arrangement
with ataxable entity dUriNg the YEar?2 . « « v v v v v v v v e e e e e e e e e e e e e e e e e e e e e e 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? . . . . . . . . . . i v i i i i i e a .. 16b| X

Section C. Disclosure

17  List the states with which a copy of this Form 990 is required to be filed » CA MD,

18 Section 6104 requires an organization to make its Forms 1023 (1024 or 1024-A, if applicable), 990, and 990-T (section 501(c)
%’s only) available for public inspection. Indicate how you made these available. Check all that apply.

Own website Another's website @ Upon request |:| Other (explain on Schedule O)

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

20 State the name, address, and telephone number of the person who possesses the organization's books and records »
AMY _ENGLE 200 MEMORI AL _AVE WESTM NSTER, MD 21157

o 410-871-7114 Form 990 (2021)
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Form 990 (2021)

CARROLL HOSPI TAL CENTER,

I NC.

52- 1452024

Page 7

Part VII
Independent Contractors

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

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

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

la Complete this table for all persons required to be listed. Report compensation for the calendar year ending with or within the

organization's tax year.

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

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

e List the organization's five current highest compensated employees (other than an officer, director, trustee, or key employee)
who received reportable compensation (box 5 of Form W-2, Form 1099-MISC, and/or box 1 of Form 1099-NEC) of more than
$100,000 from the organization and any related organizations.s

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

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

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

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

©

(GY (C)] Position (D) E) F
Name and title Average (do not check more than one Reportable Reportable Estimated amount
hours box, unless person is both an compensation compensation of other
per week officer and a director/trustee) from the from related compensation
(list any os|s|o|lxlex|m organization (W-2/ organizations (W-2/ from the
hours for E__ Sl 2 = % 133«3 % 1099-MISC/ 1099-MISC/ organization and
related 3a| 5% 3 % 3|2 1099-NEC) 1099-NEC) related organizations
organizations| 8 ;—’ §_J E—; o g
below & = o 5
dotted line) e z 2
(1) NEIL M MELTZER 1.00
DI RECTOR/ LBH PRESI DENT/ CEO 40.00| X NONE 3, 103, 147. 60, 154.
(2) DAVI D KRAJEWSKI 1.00
ASSI| STANT TREASURER 40. 00 X NONE 1, 586, 119. 227, 190.
(3) LESLI E R SI MVMONS 1.00
FORMER DI R. / PRES. CHC/ COO LBH 40. 00 X NONE 1, 404, 398. 201, 758.
(49) FLAVIO W KRUTER, M D. 40. 00
PHYSI Cl AN NONE X 1, 080, 740. NONE 48, 962.
(5) QVWEI GAl, MD. 40. 00
PHYSI Cl AN NONE X 775, 079. NONE 33, 378.
(6) MARK D. OLSZYK 35. 00
CH EF MEDI CAL OFFI CER/ VP 5. 00 X 541, 348. 135, 337. 57, 778.
(7) DARLENE GABEAU, M D. 40. 00
PHYSI Cl AN NONE X 578, 916. NONE 35, 932.
(8) GARRETT W HOOVER 1.00
DI RECTOR/ PRESI DENT/ COO OF CHC 40.00| X X 555, 722. NONE 32, 575.
(9) JAMES ROBERGE 1.00
VP CAPI TAL | MPROV. & SUPPORT 40. 00 X NONE 433, 348. 78, 485.
(10) M CHAEL MYERS 20. 00
VP RATES & REIMB. & CFO CHC 20. 00 X 399, 430. NONE 80, 252.
(11) TERRENCE CARNEY 1.00
VP SUPPLY CHAI N 40. 00 X NONE 454, 580. 21, 228.
(12) MARLANA OTTI NGER, M D. 40. 00
PHYSI Cl AN NONE X 451, 693. NONE 13, 216.
(13) NANCY KANE 1.00
VP FI NANCI AL  REPORTI NG 40. 00 X NONE 368, 542. 88, 810.
(14) JED S. ROSEN, M D. 40. 00
CH EF COF SURCERY NONE X 410, 827. NONE 30, 932.

JSA
1E1041 1.000

9937Sl L43V

Form 990 (2021)
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CARROLL HOSPI TAL CENTER, | NC. 52-1452024
Form 990 (2021) Page 8
Section A. Officers, Directors, Trustees, Key Employees, and Highest Compensated Employees (continued)
GV (B) © (D) E) F)
Name and title Average Position Reportable Reportable Estimated
hours per | (do not check more than one compensation |compensation from amount of
week (listany [ DOX, unless person is both an from related other
hours for officer and a director/trustee) the organizations compensation
elaed 123 | 21218 |5&| 8| organization | (W-2/1099-MISC) from the
organizations 5 g__ E 8 g 55 g (W-2/1099-MISC) organization
below dotted g, E_: g- 3|35 and r.elat.ed
line) = = 2._, % § organizations
3 é g
15) CRSCOEWMAN_ __ | 10.00]
VP FIN CARRCLL, CFO LEVI NDALE 30. 00 X 92, 236. 276, 711. 50, 986.
16) STEPHANE J. REID | 40. 00
CNQ VP _PATI ENT CARE SERVI CES NONE X 374, 706. NONE 12, 677.
A7) SHARON L. MOCLERNAN | 40.00 |
VP OF CLI NI CAL | NTEGRATI ON NONE X 308, 562. NONE 67, 889.
18 AECYEO | 1.00]
CHAI R NONE | X X NONE NONE NONE
19) THOVAS ziRPQLI | 1.00]
VI CE CHAIR NONE | X X NONE NONE NONE
20) MARTINKP HLL | 1.00]
SECRETARY NONE | X X NONE NONE NONE
21) DAVIDS BOLINER | 1.00]
DI RECTOR 1.00| X NONE NONE NONE
22) SUE CHAMBERS | 1.00]
DI RECTOR NONE | X NONE NONE NONE
23)__MARK DEBINSKI_(THRU 03/22) | 1.00]
DI RECTOR/ FOUNDATI ON CHAI R 1.00| X NONE NONE NONE
24) MARK GOLDSTEIN | 1.00]
DI RECTOR/ PRES. MEDI CAL STAFF 1.00| X NONE NONE NONE
25 TODHERRING | 1.00]
DI RECTOR NONE | X NONE NONE NONE
1b Sub-total | e »| 5 569,259. | 7,762, 182.] 1,142, 202.
¢ Total from continuation sheets to Part VII, Section A . . . . . . . . . . ... | 2 NONE NONE NONE
d Total (add lines 1b and 1C) « « « « = & v v v b w v v e e e e e e e e e e »| 5,569, 259. 7,762,182, 1,142, 202.
2 Total number of individuals (including but not limited to those listed above) who received more than $100,000 of
reportable compensation from the organization » 239
Yes | No
3 Did the organization list any former officer, director, or trustee, key employee, or highest compensated
employee on line 1a? If "Yes," complete Schedule J for suchindividual . . . . .. ... ... ..., 3
4 For any individual listed on line 1a, is the sum of reportable compensation and other compensation from the
organization and related organizations greater than $150,000? If “Yes,” complete Schedule J for such
10 LAY/ To [ = 4
5 Did any person listed on line la receive or accrue compensation from any unrelated organization or individual
for services rendered to the organization? If “Yes,” complete Schedule Jfor suchperson . ... ... ... .. .... 5
Section B. Independent Contractors
1 Complete this table for your five highest compensated independent contractors that received more than $100,000 of
compensation from the organization. Report compensation for the calendar year ending with or within the organization's tax
year.
(A (B) ©
Name and business address Description of services Compensation

2 Total number of independent contractors (including but not limited to those listed above) who received

more than $100,000 in compensation from the organization p

JSA
1E1055 2.000
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CARROLL HOSPI TAL CENTER, | NC. 52-1452024
Form 990 (2021) Page 8
Section A. Officers, Directors, Trustees, Key Employees, and Highest Compensated Employees (continued)
GV (B) © (D) E) F)
Name and title Average Position Reportable Reportable Estimated
hours per | (do not check more than one compensation |compensation from amount of
week (listany [ DOX, unless person is both an from related other
hours for officer and a director/trustee) the organizations compensation
elaed 123 | 21218 |5&| 8| organization | (W-2/1099-MISC) from the
organizations 5 g_ E a g Eg g (W-2/1099-MISC) organization
below dotted g, E_: g- 3|35 and r.elat.ed
line) = = 2._, % g organizations
g | g °l B
3|2 2
® 2
2
(26) KIRANKUINA M | 1.00]
DI RECTOR 1.00| X NONE NONE NONE
(27) BRANMOFFET | 1.00]
DI RECTOR/ CHAI RVAN OF LBH 1.00| X NONE NONE NONE
( 28) ALEX MYERS (4/22 - 6/22) | 1.00]
DI RECTOR/ | NTERI M FDN CHAI R NONE | X NONE NONE NONE
(29 MARCUS L. PRMM____ | 1.00
DI RECTOR NONE | X NONE NONE NONE
( 30) DEBORAH SEIDEL | 1.00]
DI RECTOR NONE | X NONE NONE NONE
(31) JAKTEMIS | 1.00
DI RECTOR NONE | X NONE NONE NONE
(32) THOWAS D MWELLIVER | 1.00]
DI RECTOR NONE | X NONE NONE NONE
(33) DREWRY WITE, M | 1.00]
DI RECTOR NONE | X NONE NONE NONE
1b Sub-total | e >
c Total from continuation sheets to Part VII, Section A , ., . .. ... ... .. | 2
d Total (add lineslband 1c) . . . = & & & @ @ i i i i i i e e e e e e e e e »
2 Total number of individuals (including but not limited to those listed above) who received more than $100,000 of
reportable compensation from the organization »
Yes | No
3 Did the organization list any former officer, director, or trustee, key employee, or highest compensated
employee on line 1a? If "Yes," complete Schedule J for suchindividual . . . . .. ... ... ..., 3 X
4 For any individual listed on line 1a, is the sum of reportable compensation and other compensation from the
organization and related organizations greater than $150,000? If “Yes,” complete Schedule J for such
INAIVIdUAL . o . . s h e e e e e e e e e e e e e e e e e e e e e e e e e e e 4 X
5 Did any person listed on line la receive or accrue compensation from any unrelated organization or individual
for services rendered to the organization? If “Yes,” complete Schedule Jfor suchperson . ... ... ... .. .... 5 X
Section B. Independent Contractors
1 Complete this table for your five highest compensated independent contractors that received more than $100,000 of
compensation from the organization. Report compensation for the calendar year ending with or within the organization's tax
year.
(A (B) ©
SEE SCHEDULE O Name and business address Description of services Compensation

2 Total number of independent contractors (including but not limited to those listed above) who received

more than $100,000 in compensation from the organization p

37

JSA
1E1055 2.000
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function revenue

business revenue

Form 990 (2021) CARROLL HOSPI TAL CENTER, | NC. 52- 1452024 Page 9
Statement of Revenue
Check if Schedule O contains aresponse or note to any line inthisPart VIl , . . . . .. .. ... ... ..o u.o.. |:|
(A (B) © (©)
Total revenue Related or exempt Unrelated Revenue excluded

from tax under
sections 512-514

L8| 1a Federated campaigns « « « « « « « la
:DE § b Membershipdues. . . . . . .. .. 1b
m,g ¢ Fundraisingevents . . . . . . . .. ic
= 5 d Related organizations . . . . . . . . 1d 3, 080, 982.
(3),; e Government grants (contributions) . . | le 329, 294.
g'(T) f All other contributions, gifts, grants,
EE and similar amounts not included above . | 1f 1, 106, 578.
;5 g Noncash contributions included in
gg linesla-1f « « ¢« v v & 4 v 4 & v v . 19
O®| h Total.Addlines1a-1f . v v v v v v v v v v v uw o .. > 4,516, 854.
Business Code
8 2a NET PATIENT SERVI CE REVENUE 621300 250, 655, 556. 250, 655, 556.
é ) p CANCER CENTER LEASE TO SI NAI HOSP 621300 6, 079, 140. 6, 079, 140.
e
gg| ¢
S3| d
o
o e
e f  All other program service revenue . . . . .
g Total. AddliNes2a-2f . v v v v v v v v uu e e > 256, 734, 696.
3 Investment income (including dividends, interest, and
other similar amounts). « « « v ¢ 4 & v 4 v v e w e e .. > 6, 600, 831. NONE 6, 600, 831.
4 Income from investment of tax-exempt bond proceeds . > NONE
5 Royalties v « v & v v v h v e e e e e e e e e e s | NONE
() Real (ii) Personal
6a Grossrents . . .« . . 6a 586, 118.
Less: rental expenses| 6b NONE
Rental income or (loss)|_6¢ 586, 118. NONE
d Netrentalincomeor (I0SS) « + « & v v v & v v v 0 4w u | 586, 118. 586, 118.
7a Gross amount from (i) Securities (ii) Other
sales of assets
other than inventory| 7a 46, 528, 173.
g b Less: cost or other basis
S and sales expenses 7b 41,698, 767.
E ¢ Gainor(loss) . - . . [ 7c 4, 829, 406.
5 d Netgainor(loSs) « « « v & ¢ v+ & & ¢+ 4 4 & 0 v 4 4 a0 > 4, 829, 406. 4,829, 406.
= | 8a Gross income from fundraising
© events (not including $
of contributions reported on line
1c). See Part1V, line18 . . . . . . . . 8a NONE
b Less: directexpenses « « « « « « « « . 8b NONE
¢ Net income or (loss) from fundraising events . . . . . . > NONE
9a Gross income from gaming
activities. See Part IV, line19 . . . .. 9a NONg
Less: direct exXpenses « « « « « & « « . 9b NONE
Net income or (loss) from gaming activities. . . . . . . > NONE
10a Gross sales of inventory, less
returns and allowances , . . ... .. 10a NONH
b Less:costofgoodssold . « « « v v « . 10b NONE
¢ Net income or (loss) from sales of inventory, , . ., .. .. » NONE
» Business Code
§ g 11a NON UNION PENSI ON 900099 3,765, 144. 3,765, 144.
c_CG % p CAFETER A/ VENDI NG 722210 819, 334. 819, 334.
© 5 c LAB CONTRACT REVENUE - CANCER CENTER 900099 744, 713. 744, 713.
; - d Allotherrevenue . . v v v o v v v v 0 900099 543, 976. 543, 976.
= e Total. Add lines 11a-11d - « « « ¢ ¢ ¢ 4 0 0000 > 5, 873, 167.
12 Total revenue. See instructions + . « v v v v v v 4 0w . » 279, 141, 072. 258, 023, 385. NONE 16, 600, 833.

JSA

1E1051 1.000

993798l

L43V

Form 990 (2021)

13



Form 990 (2021) CARROLL HOSPI TAL CENTER,
REVNE Statement of Functional Expenses
Section 501(c)(3) and 501(c)(4) organizations must complete all columns. All other organizations must complete column (A).

I NC. 52- 1452024 Page 10

Check if Schedule O contains a response or noteto any lineinthisPartIX . . . . . .. ... . i it v v i
Do not include amounts reported on lines 6b, 7b, Total éﬁgenses Progra(ra)service Manag((e(r:TZent and Funcglrja)ising
8b, 9b, and 10b of Part VIIL expenses general expenses expenses
1 Grants and other assistance to domestic organizations
and domestic governments. See Part IV, line21 . . . . 1, 273, 443, 1, 273, 443,
2 Grants and other assistance to domestic
individuals. See Part IV, line22 ., . . ... ... NONE
3 Grants and other assistance to foreign
organizations, foreign  governments, and
foreign individuals. See Part IV, lines 15 and 16 NONB
4 Benefits paid to or formembers, , , . ... .. NONE
5 Compensation of current officers, directors,
trustees, and key employees , . . .. ... .. 1, 305, 836. 839, 393. 466, 443.
6 Compensation not included above to disqualified
persons (as defined under section 4958(f)(1)) and
persons described in section 4958(c)(3)B) , . . . . . NONE
7 Other salariesandwages | | . . . . ... ... 105, 265, 777. 90,012, 114. 15, 253, 663.
8 Pension plan accruals and contributions (include 1,725, 212. 1,725, 212.
section 401(k) and 403(b) employer contributions)
9 Other employeebenefits . . . . . .« v v v v . 16, 093, 409. 12, 569, 915. 3, 523, 494.
10 Payrolltaxes .« « v v v & v 0 v d e e e e e s 7,000, 790. 7,000, 790.
11 Fees for services (nonemployees):
a Management | ., . .. ... ........ NONH
DLegal & vt e NONE
CAccounting , . . ... i it e e e NONE
dLobbying . . ..iiiie e 59, 022. 59, 022.
e Professional fundraising services. See Part IV, line 17, NONE
f Investment managementfees . . . . . .. .. 392, 952. 392, 952.
g Other. (f line 11g amount exceeds 10% of line 25, column SEE SCHE O
(A), amount, list line 11g expenses on Schedule 0.) . . . . . 61! 0841 886 441 574! 979 161 509! 907 I\D\IE
12 Advertising and promotion , . . . . . ... .. 561, 185. 560, 581. 604.
13 Office eXpenses . . v v v v v v v v w v v 3, 626, 675. 1, 723, 293. 1, 903, 382.
14 Information technology. . . . . . . .. .. .. 50, 727. 45, 401. 5, 326.
15 Royalies, . . v v v v v v i i e NONE
16 OCCUPANCY . . » v o oo e e e 2, 975, 360. 2,970, 774. 4, 586.
17 Travel . . . .. e, 60, 100. 56, 157. 3, 943.
18 Payments of travel or entertainment expenses
for any federal, state, or local public officials NONB
19 Conferences, conventions, and meetings , . ., . NONE
20 INtErest . . o v e e e e e e 3,610, 407. 3,610, 407.
21 Paymentstoaffiliates. . . . . .. .. .. ... NONE
22 Depreciation, depletion, and amortization , , . . 13, 671, 104. 13, 362, 154. 308, 950.
23 INSUTANCE |, .\ © & e e e e e e 748, 321. 748, 321.
24 Other expenses. Itemize expenses not covered
above. (List miscellaneous expenses on line 24e. If
line 24e amount exceeds 10% of line 25, column
(A), amount, list line 24e expenses on Schedule O.)
a MEDI CAL SUPPLI ES 20, 637, 158. 20, 620, 968. 16, 190. NONE
b OTHER GENERAL SUPPLI ES 5, 204, 442. 2,984, 571. 2,219, 871. NONE
¢ LOSS ON REFI NANCI NG DEBT 3, 505, 765. 3, 505, 765. NONE NONE
d MAI NTENANCE REPAI RS 2,362, 711. 2, 361, 834. 877. NONE
e All other expenses 4,246, 204. 3, 231, 503. 1,014, 701.
25 Total functional expenses. Add lines 1 through 24e 255, 461, 486. 213, 777, 575. 41, 683, 911. NONE
26 Joint costs. Complete this line only if the
organization reported in column (B) joint costs
from a combined educational campaign and
fundraising solicitation. Check here p if
following SOP 98-2 (ASC 958-720) . . . . .. .
1sA Form 990 (2021)
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CARROLL HOSPI TAL CENTER, | NC. 52-1452024
Form 990 (2021) Page 11
EP @ Balance Sheet
Check if Schedule O contains a response or note to any lineinthisPartX .. .................. |:|
(A (B)
Beginning of year End of year
1 Cash-non-interest-bearing . . . . . . .. i i ittt it i 2,475.] 1 2,475.
2 Savings and temporary cashinvestments. . . . . . . ... i e e . 59, 640, 896.| 2 48, 885, 035.
3 Pledges and grantsreceivable,net . . . . . .. ... 00 e e NONE 3 12, 696.
4  Accountsreceivable, Net . . . v vt i e e e e e e e e e e e e e e 19, 340, 587.| 4 20, 749, 177.
5 Loans and other receivables from any current or former officer, director,
trustee, key employee, creator or founder, substantial contributor, or 35%
controlled entity or family member of any of these persons . . . . . . .. .. NONE 5 NONE
6 Loans and other receivables from other disqualified persons (as defined
under section 4958(f)(1)), and persons described in section 4958(c)(3)(B). . NONE 6 NONE
,g 7 Notesandloansreceivable, Net. . . v v v v v v i vt e e e e e e e e e e NONH 7 NONE
@| 8 Inventoriesforsaleoruse. . . . ... v v i it 5, 148, 662.| 8 5, 293, 921.
<| 9 Prepaid expenses and deferred charges . « « « v v v v v v v v e e n e e 910, 990.| 9 791, 367.
10a Land, buildings, and equipment: cost or other
basis. Complete Part VI of ScheduleD . . .. .. 10a 375, 544, 244.
b Less: accumulated depreciation. . . . . . . . .. 10b 245, 250, 243. 139, 063, 867.|10c 130, 294, 001.
11 Investments - publicly traded securities. . . . . . v v v v v e e e e e e e 74,582.] 11 76, 175.
12 Investments - other securities. See Part IV, line11. . . . . . . .. . o . . .. 116, 569, 794.| 12 103, 318, 402.
13 Investments - program-related. See Part IV, line 11, . . . ... ... ... .. 28,670, 049.]| 13 29, 907, 685.
14 Intangible @ssetS. « v v v v v vt e e e e e e e e e e e e e e e e e e e e e e 8,828, 785.| 14 8, 158, 349.
15 Otherassets.SeePart IV, N1l . .+ o v v v v v v v e e e e e e e e e e n 85, 787, 211.| 15 67,017, 352.
16 Total assets. Add lines 1 through 15 (mustequalline33) ... ..... .. 464, 037, 898.]| 16 414, 506, 635.
17  Accounts payable and accrued eXpenses. . . . . . . .. v u v e e e e e 152, 457, 216. | 17 32, 778, 708.
18  GrantSpayable . . . v v v v v e e e e e e e e e e e e e e e e NONE 18 NONE
19 DeferredreVENUE . . v v v v v v vttt e e e e e e NONE 19 997, 869.
20 Tax-exemptbondliabilities . . . . . .. i it i e 3, 695, 000. ] 20 1, 885, 000.
21 Escrow or custodial account liability. Complete Part IV of ScheduleD . . . . NONE 21 NONE
©|22 Loans and other payables to any current or former officer, director,
= trustee, key employee, creator or founder, substantial contributor, or 35%
% controlled entity or family member of any of thesepersons . . . . . .. ... NONE 22 NONE
—123  secured mortgages and notes payable to unrelated third parties . . . . . . . NONE 23 NONE
24 Unsecured notes and loans payable to unrelated third parties. . . . ... .. NONE 24 NONE
25  Other liabilities (including federal income tax, payables to related third
parties, and other liabilities not included on lines 17-24). Complete Part X
of Schedule D . . v v v i v o e e e e e e e e e e e 54, 646, 154.| 25 149, 577, 475.
26 Total liabilities. Add lines 17 through25. . . . . ... .. ... ... .... 210, 798, 370.| 26 185, 239, 052.
%) Organizations that follow FASB ASC 958, check here P m
§ and complete lines 27, 28, 32, and 33.
‘—cg 27 Net assets without donor restrictions. . . . . . v v v v v v v v b v v e e e n 193, 576, 069. | 27 168, 339, 645.
j'g 28 Net assets with donor restrictions. . . . . . . v v v v v v i v v e e e e e e e 59, 663, 459.| 28 60, 927, 938.
5 Organizations that do not follow FASB ASC 958, check here » |:|
'-'; and complete lines 29 through 33.
3 29 Capital stock or trust principal, or currentfunds . . . . . ... ........ 29
E—) 30 Paid-in or capital surplus, or land, building, or equipmentfund . . ... ... 30
2 31 Retained earnings, endowment, accumulated income, or other funds . . . . 31
©|32 Totalnetassetsorfundbalances . . . . . . . . . . . oo oo oo oo 253, 239, 528.| 32 229, 267, 583.
<133 Total liabilities and net assets/fund balances. . . . . v v v v v v n e 464, 037, 898.| 33 414, 506, 635.

JSA

1E1053 1.000

993798l

L43V

Form 990 (2021)

15



CARRCLL HOSPI TAL CENTER, | NC. 52-1452024

Form 990 (2021)
Part Xl Reconciliation of Net Assets

Check if Schedule O contains a response or noteto anylineinthisPart XI . . ... .. ... ......

©CwWw o ~NOoO U~ WNPBR

=

Total revenue (must equal Part VIII, column (A), line12) . . . . . v v v o v i v i i v e v e e e s

279,141, 072.

Total expenses (must equal Part IX, column (A),line25) . . . .« . v o v o v v v v i v i v i e

255, 461, 486.

23,679, 586.

Revenue less expenses. Subtractline2fromline 1. . . . . . . . . v o vt v it v i i i n e
Net assets or fund balances at beginning of year (must equal Part X, line 32, coumn (A)) . . . . .

253, 239, 528.

- 24, 898, 055.

Donated services and use of facilities . . « « &« v 4 & i i h h e e e e e e e e e e e e e e e s

Investment EXPENSES « v v v v v v v v w e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e s

Prior period adjustments . . .« . v & v i it i e e e e e e e e e e e e e e e e

1
2
3
4
Net unrealized gains (losses) oniNVeStMENES . .« & v v v v i v o v v it e s e s s e 5
6
7
8
9

Other changes in net assets or fund balances (explain on Schedule O). . . . . . . ... ... ...

-22, 753, 476.

Net assets or fund balances at end of year. Combine lines 3 through 9 (must equal Part X, line
32,c0lumn (B)) « v v v i i e e e e e e e e e e e e e e e e e e e e e e e 10

229, 267, 583.

WPl Financial Statements and Reporting

Check if Schedule O contains a response or note to any lineinthisPartXIl. . . . ... .....

2a

3a

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

If "Yes," check a box below to indicate whether the financial statements for the year were compiled or
reviewed on a separate basis, consolidated basis, or both:

|:| Separate basis |:| Consolidated basis |:| Both consolidated and separate basis

Were the organization's financial statements audited by an independent accountant? . . . . . ... .. ...
If "Yes," check a box below to indicate whether the financial statements for the year were audited on a
separate basis, consolidated basis, or both:

Separate basis Consolidated basis |:| Both consolidated and separate basis
If "Yes" to line 2a or 2b, does the organization have a committee that assumes responsibility for oversight of

the audit, review, or compilation of its financial statements and selection of an independent accountant?. . . .

If the organization changed either its oversight process or selection process during the tax year, explain on
Schedule O.

As a result of a federal award, was the organization required to undergo an audit or audits as set forth in the
Single Audit Actand OMB Circular A-133? . . v o v i v i i s e e s e st s e s e s e e e e
If "Yes," did the organization undergo the required audit or audits? If the organization did not undergo the

required audit or audits, explain why on Schedule O and describe any steps taken to undergo such audits . . .

Yes | No

2b | X

2c | X

3a | X

3b | X

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

(Form 990) Complete if the organization is a section 501(c)(3) organization or a section 4947(a)(1) nonexempt charitable trust. 2@2 1
ﬂ?@ﬁ,ﬁ"ﬁg\}eﬁﬂfglﬁﬁ?w » Go to www.irs.:oc;;ii;;(;g (f);:ni n9 sgtoruogti'j;rsm azzot:ez I.atest information. Oﬁszptgc?:,?,“c
Name of the organization Employer identification number
CARROLL HOSPI TAL CENTER, | NC. 52-1452024

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

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

1

2
3
4

(&)

~N O

10

11
12

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).)

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

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

|:| An organization operated for the benefit of a college or university owned or operated by a governmental unit described in

section 170(b)(1)(A)(iv). (Complete Part Il.)

A federal, state, or local government or governmental unit described in section 170(b)(1)(A)(v).

An organization that normally receives a substantial part of its support from a governmental unit or from the general public
described in section 170(b)(1)(A)(vi). (Complete Part Il.)

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

An agricultural research organization described in section 170(b)(1)(A)(ix) operated in conjunction with a land-grant college

or university or a non-land-grant college of agriculture (see instructions). Enter the name, city, and state of the college or
university:

An organization that normally receives (1) more than 331/3 % of its support from contributions, membership fees, and gross
receipts from activities related to its exempt functions, subject to certain exceptions; and (2) no more than 331/3 % of its
support from gross investment income and unrelated business taxable income (less section 511 tax) from businesses
acquired by the organization after June 30, 1975. See section 509(a)(2). (Complete Part lIl.)

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

An organization organized and operated exclusively for the benefit of, to perform the functions of, or to carry out the purposes of
one or more publicly supported organizations described in section 509(a)(1) or section 509(a)(2). See section 509(a)(3). Check
the box on lines 12a through 12d that describes the type of supporting organization and complete lines 12e, 12f, and 12g.

a |:| Type I. A supporting organization operated, supervised, or controlled by its supported organization(s), typically by giving

the supported organization(s) the power to regularly appoint or elect a majority of the directors or trustees of the
supporting organization. You must complete Part IV, Sections A and B.

b Type Il. A supporting organization supervised or controlled in connection with its supported organization(s), by having
control or management of the supporting organization vested in the same persons that control or manage the supported
organization(s). You must complete Part IV, Sections A and C.

c Type lll functionally integrated. A supporting organization operated in connection with, and functionally integrated with,
its supported organization(s) (see instructions). You must complete Part IV, Sections A, D, and E.

d Type lll non-functionally integrated. A supporting organization operated in connection with its supported organization(s)
that is not functionally integrated. The organization generally must satisfy a distribution requirement and an attentiveness
requirement (see instructions). You must complete Part IV, Sections A and D, and Part V.

e Check this box if the organization received a written determination from the IRS that it is a Type |, Type Il, Type llI
functionally integrated, or Type lll non-functionally integrated supporting organization.

f Enter the number of supported organizations . . . . . . . . .t i it e e e e e e e e e e e e e e e e e e |:|

g Provide the following information about the supported organization(s).

(i) Name of supported organization (i) EIN (iii) Type of organization | (iv) Is the organization | (v) Amount of monetary (vi) Amount of
(described on lines 1-10 |listed in your governing support (see other support (see
above (see instructions)) document? instructions) instructions)

Yes No

(A)

(B

©

(D)

B)

Total

For Paperwork Reduction Act Notice, see the Instructions for Form 990 or 990-EZ. Schedule A (Form 990) 2021
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Schedule A (Form 990) 2021

CARROLL HOSPI TAL CENTER, | NC. 52- 1452024

Page 2

Support Schedule for Organizations Described in Sections 170(b)(1)(A)(iv) and 170(b)(1)(A)(vi)

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

Section A. Public Support

Calendar year (or fiscal year beginning in) »

1

6

(a) 2017 (b) 2018 (c) 2019 (d) 2020 (e) 2021

(f) Total

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

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

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

Total. Add lines 1 through 3

The portion of total contributions by
each person (other than a

governmental unit or publicly

supported organization) included on

line 1 that exceeds 2% of the amount
shown on line 11, column (f). . . . . . .

Public support. Subtract line 5 from line 4

Section B. Total Support

Calendar year (or fiscal year beginning in) »

7
8

10

11
12
13

(a) 2017 (b) 2018 (c) 2019 (d) 2020 (e) 2021

(f) Total

Amounts from line 4

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

similar sources

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

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

Total support. Add lines 7 through 10 . .

Gross receipts from related activities, etc. (see instructions) 12

First 5 years. If the Form 990 is for the organization's first, second, third, fourth, or fifth tax year as a section 501(c)(3)
organization, check this box and stop here

Section C. Computation of Public Support Percentage

14
15
16a

17a

18

Public support percentage for 2021 (line 6, column (f), divided by line 11, column (f)) 14

%

Public support percentage from 2020 Schedule A, Part Il, line 14 15

331/3% support test - 2021. If the organization did not check the box on line 13, and line 14 is 331/3 % or more, check this
box and stop here. The organization qualifies as a publicly supported organization. . . . . . . . . .« v v v v v v v o v v >
331/3% support test - 2020. If the organization did not check a box on line 13 or 16a, and line 15 is 331/3 % or more, check
this box and stop here. The organization qualifies as a publicly supported organization
10%-facts-and-circumstances test - 2021. If the organization did not check a box on line 13, 16a, or 16b, and line 14 is
10% or more, and if the organization meets the facts-and-circumstances test, check this box and stop here. Explain in
Part VI how the organization meets the facts-and-circumstances test. The organization qualifies as a publicly supported
organization >
10%-facts-and-circumstances test - 2020. If the organization did not check a box on line 13, 16a, 16b, or 17a, and line
15 is 10% or more, and if the organization meets the facts-and-circumstances test, check this box and stop here. Explain
in Part VI how the organization meets the facts-and-circumstances test. The organization qualifies as a publicly supported
organization >
Private foundation. If the organization did not check a box on line 13, 16a, 16b, 17a, or 17b, check this box and see
instructions >

%
[]

[]

[]
L]

JSA
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CARROLL HOSPI TAL CENTER, | NC. 52-1452024
Schedule A (Form 990) 2021 Page 3
Support Schedule for Organizations Described in Section 509(a)(2)
(Complete only if you checked the box on line 10 of Part | or if the organization failed to qualify under Part Il.
If the organization fails to qualify under the tests listed below, please complete Part Il.)

Section A. Public Support
Calendar year (or fiscal year beginning in) » (a) 2017 (b) 2018 (c) 2019 (d) 2020 (e) 2021 (f) Total

1 Gifts, grants, contributions, and membership fees

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

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

organization's tax-exempt purpose -« « « « .«

3 Gross receipts from activities that are not an

unrelated trade or business under section 513 .

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

5 The value of services or facilities
furnished by a governmental unit to the
organization without charge . . . . . . .
6 Total. Add lines 1 through5. . . . ...
7a Amounts included on lines 1, 2, and 3
received from disqualified persons , ., . .
b Amounts included on lines 2 and 3
received from other than disqualified
persons that exceed the greater of $5,000
or 1% of the amount on line 13 for the year
¢ Addlines7aand7b. . .« « . v .. .
8 Public support. (Subtract line 7c from
iN€6.) v v v v v v v e w e w e e e
Section B. Total Support
Calendar year (or fiscal year beginning in) P (a) 2017 (b) 2018 (c) 2019 (d) 2020 (e) 2021 (f) Total
9 Amounts fromline6. . . ... ... ..
10a Gross income from interest, dividends,
payments received on securities loans,

rents, royalties, and income from similar
SOUIMCES « + « = = « = = s & = = = s = » &«

b Unrelated business taxable income (less

section 511 taxes) from businesses
acquired after June 30,1975 . . . . . .
¢ Addlines10aand10b . . . . . . . ..
11  Net income from unrelated business

activities not included in line 10b, whether
or not the business is regularly carried on.

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

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

and12.) . . o v h s e e e e e s
14 First 5 years. If the Form 990 is for the organization's first, second, third, fourth, or fifth tax year as a section 501(c)(3)
organization, check thisboxandstop here. . . . . . o v v v i i i v i i i i i e i e e e w e e e e e e e e e e e e e e a e e »
Section C. Computation of Public Support Percentage
15 Public support percentage for 2021 (line 8, column (f), divided by line 13, column (f)) . . . .. .. ... ... 15 %
16 Public support percentage from 2020 Schedule A, Partlll, line15. . . . . & v v v v i v v v i v v v 0 v wu s 16 %
Section D. Computation of Investment Income Percentage
17 Investment income percentage for 2021 (line 10c, column (f), divided by line 13, column (f)), . . . . .. ... 17 %
18 Investment income percentage from 2020 Schedule A, Partlll, line 17 | , . . . . . . . & v o v o v o v o . 18 %

19a 331/3% support tests - 2021. If the organization did not check the box on line 14, and line 15 is more than 331/3%, and line

17 is not more than 331/3%, check this box and stop here. The organization qualifies as a publicly supported organization . . P>

b 331/3% support tests - 2020. If the organization did not check a box on line 14 or line 19a, and line 16 is more than 331/3 %, and
line 18 is not more than 331/3 %, check this box and stop here. The organization qualifies as a publicly supported organization P ’:’

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

JSA Schedule A (Form 990) 2021
1E1221 1.000

9937Sl L43V 19




CARROLL HOSPI TAL CENTER, | NC. 52- 1452024
Schedule A (Form 990) 2021 Page 4
Supporting Organizations
(Complete only if you checked a box in line 12 on Part I. If you checked box 12a, Part |, complete Sections A
and B. If you checked box 12b, Part |, complete Sections A and C. If you checked box 12c, Part |, complete
Sections A, D, and E. If you checked box 12d, Part |, complete Sections A and D, and complete Part V.)
Section A. All Supporting Organizations

Yes| No

1 Are all of the organization's supported organizations listed by name in the organization's governing
documents? If "No," describe in Part VI how the supported organizations are designated. If designated by
class or purpose, describe the designation. If historic and continuing relationship, explain. 1

2 Did the organization have any supported organization that does not have an IRS determination of status
under section 509(a)(1) or (2)? If "Yes," explain in Part VI how the organization determined that the supported
organization was described in section 509(a)(1) or (2). 2

3a Did the organization have a supported organization described in section 501(c)(4), (5), or (6)? If "Yes," answer
lines 3b and 3c below. 3a

b Did the organization confirm that each supported organization qualified under section 501(c)(4), (5), or (6) and
satisfied the public support tests under section 509(a)(2)? If "Yes," describe in Part VI when and how the
organization made the determination. 3b

¢ Did the organization ensure that all support to such organizations was used exclusively for section 170(c)(2)(B)
purposes? If "Yes," explain in Part VI what controls the organization put in place to ensure such use. 3c

4a Was any supported organization not organized in the United States (“foreign supported organization")? If

"Yes," and if you checked box 12a or 12b in Part |, answer lines 4b and 4c below. 4a
b Did the organization have ultimate control and discretion in deciding whether to make grants to the foreign
supported organization? If "Yes," describe in Part VI how the organization had such control and discretion
despite being controlled or supervised by or in connection with its supported organizations. 4b

¢ Did the organization support any foreign supported organization that does not have an IRS determination
under sections 501(c)(3) and 509(a)(1) or (2)? If "Yes," explain in Part VI what controls the organization used
to ensure that all support to the foreign supported organization was used exclusively for section 170(c)(2)(B)
purposes. 4c

5a Did the organization add, substitute, or remove any supported organizations during the tax year? If "Yes,"
answer lines 5b and 5c below (if applicable). Also, provide detail in Part VI, including (i) the names and EIN
numbers of the supported organizations added, substituted, or removed; (i) the reasons for each such action;
(iii) the authority under the organization's organizing document authorizing such action; and (iv) how the action
was accomplished (such as by amendment to the organizing document). 5a

b Type | or Type Il only. Was any added or substituted supported organization part of a class already
designated in the organization's organizing document? 5b

¢ Substitutions only. Was the substitution the result of an event beyond the organization's control? 5¢C

6 Did the organization provide support (whether in the form of grants or the provision of services or facilities) to
anyone other than (i) its supported organizations, (ii) individuals that are part of the charitable class benefited
by one or more of its supported organizations, or (iii) other supporting organizations that also support or
benefit one or more of the filing organization's supported organizations? If "Yes," provide detail in Part VI. 6

7  Did the organization provide a grant, loan, compensation, or other similar payment to a substantial contributor
(as defined in section 4958(c)(3)(C)), a family member of a substantial contributor, or a 35% controlled entity
with regard to a substantial contributor? If "Yes," complete Part | of Schedule L (Form 990). 7

8 Did the organization make a loan to a disqualified person (as defined in section 4958) not described on line
7? 1f "Yes," complete Part | of Schedule L (Form 990). 8

9a Was the organization controlled directly or indirectly at any time during the tax year by one or more
disqualified persons, as defined in section 4946 (other than foundation managers and organizations
described in section 509(a)(1) or (2))? If "Yes," provide detail in Part VI. 9a

b Did one or more disqualified persons (as defined on line 9a) hold a controlling interest in any entity in which
the supporting organization had an interest? If "Yes," provide detail in Part VI. 9b

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

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

b Did the organization have any excess business holdings in the tax year? (Use Schedule C, Form 4720, to
determine whether the organization had excess business holdings.) 10b

Schedule A (Form 990) 2021

JSA
1E1229 1.000

9937SI L43V 20



CARRCLL HOSPI TAL CENTER, | NC. 52-1452024

Schedule A (Form 990) 2021 Page 5
EIgM\Y Supporting Organizations (continued)

Yes| No

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

Yes| No

1 Did the governing body, members of the governing body, officers acting in their official capacity, or membership of one or
more supported organizations have the power to regularly appoint or elect at least a majority of the organization's officers,
directors, or trustees at all times during the tax year? If "No," describe in Part VI how the supported organization(s)
effectively operated, supervised, or controlled the organization’s activities. If the organization had more than one supported
organization, describe how the powers to appoint and/or remove officers, directors, or trustees were allocated among the
supported organizations and what conditions or restrictions, if any, applied to such powers during the tax year. 1

2 Did the organization operate for the benefit of any supported organization other than the supported
organization(s) that operated, supervised, or controlled the supporting organization? If "Yes," explain in Part
VI how providing such benefit carried out the purposes of the supported organization(s) that operated,
supervised, or controlled the supporting organization. 2

Section C. Type Il Supporting Organizations

Yes| No

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

Section D. All Type lll Supporting Organizations

Yes| No

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

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

3 By reason of the relationship described on line 2, above, did the organization's supported organizations have
a significant voice in the organization’s investment policies and in directing the use of the organization's
income or assets at all times during the tax year? If "Yes," describe in Part VI the role the organization's
supported organizations played in this regard. 3

Section E. Type lll Functionally Integrated Supporting Organizations
1 Check the box next to the method that the organization used to satisfy the Integral Part Test during the year (seeinstructions).

a The organization satisfied the Activities Test. Complete line 2 below.
b The organization is the parent of each of its supported organizations. Complete line 3 below.
c The organization supported a governmental entity. Describe in Part VI how you supported a governmental entity (see instructions).

Yes| No

2 Activities Test. Answer lines 2a and 2b below.

a Did substantially all of the organization’s activities during the tax year directly further the exempt purposes of
the supported organization(s) to which the organization was responsive? If "Yes," then in Part VI identify
those supported organizations and explain how these activities directly furthered their exempt purposes,
how the organization was responsive to those supported organizations, and how the organization determined
that these activities constituted substantially all of its activities. 2a

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

3 Parent of Supported Organizations. Answer lines 3a and 3b below.
a Did the organization have the power to regularly appoint or elect a majority of the officers, directors, or

trustees of each of the supported organizations? If "Yes" or "No," provide details in Part VI. 3a
b Did the organization exercise a substantial degree of direction over the policies, programs, and activities of each
of its supported organizations? If "Yes," describe in Part VI the role played by the organization in this regard. 3b

JSA  1E1230 1.000 Schedule A (Form 990) 2021
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CARROLL HOSPI TAL CENTER, | NC.

Schedule A (Form 990) 2021

o

52- 1452024

Page 6

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

Check here if the organization satisfied the Integral Part Test as a qualifying trust on Nov. 20, 1970 (explain in Part VI). See

instructions. All other Type Ill non-functionally integrated supporting organizations must complete Sections A through E.

Section A - Adjusted Net Income

(A) Prior Year

(B) Current Year
(optional)

Net short-term capital gain

Recoveries of prior-year distributions

Other gross income (see instructions)

Add lines 1 through 3.

Depreciation and depletion

A W I[N |-

o (O [W(N (-

Portion of operating expenses paid or incurred for production or collection
of gross income or for management, conservation, or maintenance of
property held for production of income (see instructions)

7

Other expenses (see instructions)

8

Adjusted Net Income (subtract lines 5, 6, and 7 from line 4)

Section B - Minimum Asset Amount

(A) Prior Year

(B) Current Year
(optional)

1

Aggregate fair market value of all non-exempt-use assets (see
instructions for short tax year or assets held for part of year):

Average monthly value of securities

la

Average monthly cash balances

1b

Fair market value of other non-exempt-use assets

1c

Total (add lines 1a, 1b, and 1c)

1d

0|0 |To|®

Discount claimed for blockage or other factors
(explain in detail in Part VI):

Acquisition indebtedness applicable to non-exempt-use assets

w

Subtract line 2 from line 1d.

w

IN

Cash deemed held for exempt use. Enter 0.015 of line 3 (for greater amount,
see instructions).

Net value of non-exempt-use assets (subtract line 4 from line 3)

Multiply line 5 by 0.035.

Recoveries of prior-year distributions

(N[O (O

Minimum Asset Amount (add line 7 to line 6)

N ENRIRIGEES

Section C - Distributable Amount

Current Year

Adjusted net income for prior year (from Section A, line 8, column A)

Enter 0.85 of line 1.

Minimum asset amount for prior year (from Section B, line 8, column A)

Enter greater of line 2 or line 3.

Income tax imposed in prior year

A |W I[N |-

o OB |WI|N |-

Distributable Amount. Subtract line 5 from line 4, unless subject to
emergency temporary reduction (see instructions).

6

~

Check here if the current year is the organization's first as a non-functionally integrated Type Ill supporting organization

(see instructions).

JSA
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CARROLL HOSPI TAL CENTER, | NC

Schedule A (Form 990) 2021

52- 1452024

Page 7

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

Section D - Distributions

Current Year

1 Amounts paid to supported organizations to accomplish exempt purposes 1
2 Amounts paid to perform activity that directly furthers exempt purposes of supported
organizations, in excess of income from activity 2
3 Administrative expenses paid to accomplish exempt purposes of supported organizations 3
4  Amounts paid to acquire exempt-use assets 4
5 Qualified set-aside amounts (prior IRS approval required - provide details in Part VI) 5
6 Other distributions (describe in Part VI). See instructions. 6
7 Total annual distributions. Add lines 1 through 6. 7
8 Distributions to attentive supported organizations to which the organization is responsive
(provide details in Part VI). See instructions. 8
9 Distributable amount for 2021 from Section C, line 6 9
10 Line 8 amount divided by line 9 amount 10

Section E - Distribution Allocations (see instructions)

0]

Excess Distributions

(iD)

Underdistributions

(iii)
Distributable

Pre-2021 Amount for 2021

1 Distributable amount for 2021 from Section C, line 6

2 Underdistributions, if any, for years prior to 2021
(reasonable cause required - explain in Part VI). See
instructions.

3 Excess distributions carryover, if any, to 2021

a From2016 .......

b From2017 .......

c From2018 .......

d From2019 .......

e From2020 .......

f  Total of lines 3a through 3e

g Applied to underdistributions of prior years

h  Applied to 2021 distributable amount

i Carryover from 2016 not applied (see instructions)

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

4 Distributions for 2021 from
Section D, line 7: $

a Applied to underdistributions of prior years
b Applied to 2021 distributable amount
¢ Remainder. Subtract lines 4a and 4b from line 4.

5 Remaining underdistributions for years prior to 2021, if
any. Subtract lines 3g and 4a from line 2. For result
greater than zero, explain in Part VI. See instructions.

6 Remaining underdistributions for 2021. Subtract lines 3h
and 4b from line 1. For result greater than zero, explain in
Part VI. See instructions.

7 Excess distributions carryover to 2022. Add lines 3j
and 4c.

8 Breakdown of line 7:

a Excess from 2017. ., . .
b Excess from 2018, , . .
¢ Excess from 2019, . . .
d Excess from 2020. . . .
e Excess from 2021, . . .

JSA
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Schedule B
(Form 990)

Department of the Treasury
Internal Revenue Service

Schedule of Contributors

» Attach to Form 990 or Form 990-PF.
» Go to www.irs.gov/Form990 for the latest information.

OMB No. 1545-0047

2021

Name of the organization

Employer identification number

CARRCOLL HOSPI TAL CENTER, | NC. 52- 1452024
Organization type (check one):
Filers of: Section:

Form 990 or 990-EZ

Form 990-PF

O dodok

501(c)( 3 ) (enter number) organization

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

527 political organization

501(c)(3) exempt private foundation

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

501(c)(3) taxable private foundation

Check if your organization is covered by the General Rule or a Special Rule.

Note: Only a section 501(c)(7), (8), or (10) organization can check boxes for both the General Rule and a Special Rule. See

instructions.

General Rule

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

Special Rules

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

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

|:| For an organization described in section 501(c)(7), (8), or (10) filing Form 990 or 990-EZ that received from any one
contributor, during the year, contributions exclusively for religious, charitable, etc., purposes, but no such
contributions totaled more than $1,000. If this box is checked, enter here the total contributions that were received
during the year for an exclusively religious, charitable, etc., purpose. Don't complete any of the parts unless the
General Rule applies to this organization because it received nonexclusively religious, charitable, etc., contributions

totaling $5,000 or more during the year

Caution: An organization that isn't covered by the General Rule and/or the Special Rules doesn't file Schedule B (Form 990), 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).

For Paperwork Reduction Act Notice, see the instructions for Form 990, 990-EZ, or 990-PF.

JSA
1E1251 2.000

993798l
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Schedule B (Form 990) (2021)

Page 2

Name of organization

CARROLL HOSPI TAL CENTER, | NC.

Employer identification number

52- 1452024

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

(@)
No.

(b)

Name, address, and ZIP + 4

(c)

Total contributions

(d)

Type of contribution

N A

$

3, 080, 982.

Person
Payroll
Noncash

(Complete Part Il for
noncash contributions.)

(@)
No.

(b)

Name, address, and ZIP + 4

(c)

Total contributions

(d)

Type of contribution

N A

281, 566.

Person
Payroll
Noncash

(Complete Part Il for
noncash contributions.)

(@)
No.

(b)

Name, address, and ZIP + 4

(c)

Total contributions

(d)

Type of contribution

N A

47, 727.

Person
Payroll
Noncash

(Complete Part Il for
noncash contributions.)

(@)
No.

(b)

Name, address, and ZIP + 4

(c)

Total contributions

(d)

Type of contribution

Person
Payroll
Noncash

(Complete Part Il for
noncash contributions.)

(@)
No.

(b)

Name, address, and ZIP + 4

(c)

Total contributions

(d)

Type of contribution

Person
Payroll
Noncash

(Complete Part Il for
noncash contributions.)

(@)
No.

(b)

Name, address, and ZIP + 4

(c)

Total contributions

(d)

Type of contribution

Person
Payroll
Noncash

(Complete Part Il for
noncash contributions.)

JSA
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Schedule B (Form 990) (2021)

Page 3

Name of organization

Employer identification number

52- 1452024

CARROLL HOSPI TAL CENTER, | NC.

3EWHll Noncash Property (see instructions). Use duplicate copies of Part Il if additional space is needed.

(a) No. (b) (c) )
from Description of noncash property given FMV (or estimate) Date received
Part | P property g (See instructions.)
$
(a) No. (c)
from Description of norgzllsh roperty given FMV (or estimate) Date r(g<):eived
Part | P property g (See instructions.)
$
(a) No. (c)
from Description of norgzllsh roperty given FMV (or estimate) Date r(g<):eived
Part | P property g (See instructions.)
$
(a) No. (c)
from Description of norgzllsh roperty given FMV (or estimate) Date r(g<):eived
Part | P property g (See instructions.)
$
(a) No. (c)
from Description of norgzllsh roperty given FMV (or estimate) Date r(g<):eived
Part | P property g (See instructions.)
$
(a) No. (c)
from Description of norgzllsh roperty given FMV (or estimate) Date r(g<):eived
Part | P property g (See instructions.)
$
ISA Schedule B (Form 990) (2021)

1E1254 2.000

993798l

L43V
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Schedule B (Form 990) (2021)

Page 4

Name of organization

CARROLL HOSPI TAL CENTER,

I NC.

Employer identification number

52- 1452024

3EIgQlll Exclusively religious, charitable, etc., contributions to organizations described in section 501(c)(7), (8), or
(10) that total more than $1,000 for the year from any one contributor. Complete columns (a) through (e) and
the following line entry. For organizations completing Part lll, enter the total of exclusively religious, charitable, etc.,

contributions of $1,000 or less for the year. (Enter this information once. See instructions.) > $

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

a) No.
(fr)om (b) Purpose of gift (c) Use of gift (d) Description of how gift is held
Part |
(e) Transfer of gift
Transferee's name, address, and ZIP + 4 Relationship of transferor to transferee
(a) No. . . - .
from (b) Purpose of gift (c) Use of gift (d) Description of how gift is held
Part |
(e) Transfer of gift
Transferee's name, address, and ZIP + 4 Relationship of transferor to transferee
(a) No. . . - .
from (b) Purpose of gift (c) Use of gift (d) Description of how gift is held
Part |
(e) Transfer of gift
Transferee's name, address, and ZIP + 4 Relationship of transferor to transferee
(a) No. . . L .
from (b) Purpose of gift (c) Use of gift (d) Description of how gift is held
Part |

Transferee's name, address, and ZIP + 4

(e) Transfer of gift

Relationship of transferor to transferee

JSA
1E1255 2.000

9937Sl L43V
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SCHEDULE C Political Campaign and Lobbying Activities | oM No. 1545-0047

(Form 990)
For Organizations Exempt From Income Tax Under section 501(c) and section 527 2@21

P Complete if the organization is described below. » Attach to Form 990 or Form 990-EZ. Open to Public
P Go to www.irs.gov/Form990 for instructions and the latest information. Inspection

Department of the Treasury
Internal Revenue Service

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

® Section 501(c) (other than section 501(c)(3)) organizations: Complete Parts I-A and C below. Do not complete Part I-B.
® Section 527 organizations: Complete Part I-A only.
If the organization answered "Yes," on Form 990, Part IV, line 4, or Form 990-EZ, Part VI, line 47 (Lobbying Activities), then
® Section 501(c)(3) organizations that have filed Form 5768 (election under section 501(h)): Complete Part II-A. Do not complete Part 11-B.
® Section 501(c)(3) organizations that have NOT filed Form 5768 (election under section 501(h)): Complete Part II-B. Do not complete Part II-A.

If the organization answered "Yes," on Form 990, Part IV, line 5 (Proxy Tax) (See separate instructions) or Form 990-EZ, Part V, line 35c (Proxy
Tax) (See separate instructions), then

® Section 501(c)(4), (5), or (6) organizations: Complete Part IlI.
Name of organization Employer identification number

CARROLL HOSPI TAL CENTER, | NC. 52-1452024
Complete if the organization is exempt under section 501(c) or is a section 527 organization.
1 Provide a description of the organization's direct and indirect political campaign activities in Part IV. See instructions for
definition of "political campaign activities."

2 Political campaign activity expenditures. See instructions . . . . . . . . . .. ..t ... . > $
3 Volunteer hours for political campaign activities. Seeinstructions . . . . . . . . .« c v v v o o . .
Complete if the organization is exempt under section 501(c)(3).
1 Enter the amount of any excise tax incurred by the organization under section 4955, , . . . . > $
2 Enter the amount of any excise tax incurred by organization managers under section 4955 , , » $
3 If the organization incurred a section 4955 tax, did it file Form 4720 for thisyear? , . . .. ... ........ H Yes H No
4a Was acormectionmade? . . . . . . . ... i e e e e e e e e e e e Yes No

b If "Yes," describe in Part V.
Part I-C Complete if the organization is exempt under section 501(c), except section 501(c)(3).

1 Enter the amount directly expended by the filing organization for section 527 exempt function

ACHVILIES . L L L e e >S5
2 Enter the amount of the filing organization's funds contributed to other organizations for section
527 exempt function activitiesS , |, . . . . . . i v it e e e e e e e e e e |
3 Total exempt function expenditures. Add lines 1 and 2. Enter here and on Form 1120-POL,
e L7 e e e e >3
4 Did the filing organization file Form 1120-POL forthisyear? . . . . . . . . . . . @ v i v i i e e e e e e e e e |_, Yes |_, No

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

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

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

1)

2

(3)

4)

(5)

(6)

For Paperwork Reduction Act Notice, see the Instructions for Form 990 or 990-EZ. Schedule C (Form 990) 2021
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Schedule C (Form 990) 2021 CARROLL HOSPI TAL CENTER, | NC. 52- 1452024 Page 2

HWHIPY Complete if the organization is exempt under section 501(c)(3) and filed Form 5768 (election under
section 501(h)).

A Check >|_| if the filing organization belongs to an affiliated group (and list in Part IV each affiliated group member's name,
address, EIN, expenses, and share of excess lobbying expenditures).

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

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

la Total lobbying expenditures to influence public opinion (grassroots lobbying) . . . . .
Total lobbying expenditures to influence a legislative body (direct lobbying) . . . . . .
Total lobbying expenditures (add lineslaand1b). . . ... ... ... ........
Other exempt purpose expenditures . . . . . . v v v v v v v vt b e e e e
Total exempt purpose expenditures (add lineslcand1d). . . .. ... ... .. ...
Lobbying nontaxable amount. Enter the amount from the following table in both
columns.
If the amount on line 1e, column (a) or (b) is:| The lobbying nontaxable amount is:
Not over $500,000 20% of the amount on line le.
Over $500,000 but not over $1,000,000 $100,000 plus 15% of the excess over $500,000.
Over $1,000,000 but not over $1,500,000 [$175,000 plus 10% of the excess over $1,000,000.
Over $1,500,000 but not over $17,000,000 |[$225,000 plus 5% of the excess over $1,500,000.
Over $17,000,000 $1,000,000.
g Grassroots nontaxable amount (enter 25% ofline 1f) . . . ... ... ... ... ...
h Subtract line 1g from line 1a. If zeroorless,enter-0- . . . . . ... ... .......
i Subtract line 1f from line 1c. If zeroorless, enter-0-, . . . . . . . . . o v v v o v ..
j If there is an amount other than zero on either line 1h or line 1i, did the organization file Form 4720
reporting section 4911 taxforthisyear? . . . . v v i v i i i i i i i e e e e e e e e |:| Yes |:| No
4-Year Averaging Period Under Section 501(h)
(Some organizations that made a section 501(h) election do not have to complete all of the five columns below.
See the separate instructions for lines 2a through 2f.)

- ®O QO O T

Lobbying Expenditures During 4-Year Averaging Period

Calendar year (or fiscal year (a) 2018 (b) 2019 (c) 2020 (d) 2021 (e) Total
beginning in)

2a Lobbying nontaxable amount

b Lobbying ceiling amount
(150% of line 2a, column (e))

Cc Total lobbying expenditures

d Grassroots nontaxable amount

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

f Grassroots lobbying expenditures

Schedule C (Form 990) 2021
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Schedule C (Form 990) 2021 CARROLL HOSPI TAL CENTER, | NC.

52- 1452024 Page 3

(election under section 501(h)).

Complete if the organization is exempt under section 501(c)(3) and has NOT filed Form 5768

For each "Yes," response on lines la through 1i below, provide in Part IV a detailed
description of the lobbying activity.

@

(b)

Yes

No

Amount

1

- T oK "t o o o0 oW

)
O T o

d

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:

Rallies, demonstrations, seminars, conventions, speeches, lectures, or any similar means?. . . .
Other activitiesS? . . . & v v i it ettt e e e e e e e e e e e e e e e e e
Total. Add lines 1cthrough 1i . . . & v v o v o v i s s e e e s e s e e e e s e s e e
Did the activities in line 1 cause the organization to be not described in section 501(c)(3)? . . .
If "Yes," enter the amount of any tax incurred under section4912. . . . . . . . . o v v v o v u s
If "Yes," enter the amount of any tax incurred by organization managers under section 4912 , ,

XXX [X X

20, 714.

XX

38, 308.

59, 022.

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

501(c)(6).

1
2
3

Did the organization agree to carry over lobbying and political campaign activity expenditures from the prior year? | 3

Yes | No

1
2

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

answered "Yes."

5

Dues, assessments and similar amounts from members . . . . . . . . v v v it e e e e e e e e e e e e e

Section 162(e) nondeductible lobbying and political expenditures (do not include amounts of

political expenses for which the section 527(f) tax was paid).

LT =T 01 00T |
Carryover from lastyear. . . . . o v v i v i e e e e e e e e e e e e e e e e e e e e e
Total . v v e e e e e e e e e e e e e e e e e e e e e e e e e e e e e
Aggregate amount reported in section 6033(e)(1)(A) notices of nondeductible section 162(e) dues

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

and political expenditure NEXEYEar? « « « v v v v vt v v e e e e e e e e e e e e e e e e
Taxable amount of lobbying and political expenditures. See inStructions. . . « v v v v v v v v v v v v 0w u .

2a
2b
2C

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

SEE PACE 4
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Schedule C (Form 990 or 990-EZ) 2021 CARROLL HOSPI TAL CENTER, | NC. 52-1452024  Page 4
Supplemental Information (continued)

SCHEDULE C, PART 11-B, LINE 1, LOBBYI NG ACTI VI TI ES:

ATTORNEY FEES RELATED TO LOBBYI NG ACTI VI TI ES. LOBBYI NG ALSO | NCLUDES A
PORTI ON OF THE MARYLAND HOSPI TAL ASSCOCI ATI ON DUES RELATED TO LOBBYI NG
ACTI VITI ES DURI NG THE YEAR ENDED JUNE 2022 AND OTHER LOBBYI NG ACTI VI Tl ES
PERFORVMED ON BEHALF OF THE HOSPI TAL REGARDI NG COMMUNI TY STABI LI ZATI ON AND

DEVELOPMENT, HEALTH CARE MALPRACTI CE, HEALTH CARE FACI LI TI ES AND BUDGETS.

ISA Schedule C (Form 990 or 990-EZ) 2021
1E1500 2.000
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SCHEDULE D : : OMB No. 1545-0047
(Form 990) Supplemental Financial Statements |
P Complete if the organization answered "Yes" on Form 990, 2@21

Part IV, line 6, 7, 8, 9, 10, 11a, 11b, 11c, 11d, 11e, 11f, 12a, or 12b.
Department of the Treasury _ P Attach to Form 990. Open tq Public
Internal Revenue Service P Go to www.irs.gov/Form990 for instructions and the latest information. Inspection
Name of the organization Employer identification number
CARROLL HOSPI TAL CENTER, | NC. 52-1452024

Organizations Maintaining Donor Advised Funds or Other Similar Funds or Accounts.
Complete if the organization answered "Yes" on Form 990, Part IV, line 6.
(a) Donor advised funds (b) Funds and other accounts

Total number atendofyear . . .........
Aggregate value of contributions to (during year)
Aggregate value of grants from (during year) . .
Aggregate value atendofyear. . . ... ....
Did the organization inform all donors and donor advisors in writing that the assets held in donor advised
funds are the organization's property, subject to the organization's exclusive legalcontrol? . . . ... ... .. |:| Yes |:| No
6 Did the organization inform all grantees, donors, and donor advisors in writing that grant funds can be used
only for charitable purposes and not for the benefit of the donor or donor advisor, or for any other purpose
conferring impermissible private benefit? . . . . . . . L L L L L L e e e e e e e e e e Yes |:| No
Part Il Conservation Easements.
Complete if the organization answered "Yes" on Form 990, Part IV, line 7.
1 Purpose(s) of conservation easements held by the organization (check all that apply).
Preservation of land for public use (for example, recreation or education) Preservation of a historically important land area
Protection of natural habitat Preservation of a certified historic structure
Preservation of open space
2 Complete lines 2a through 2d if the organization held a qualified conservation contribution in the form of a conservation

a b~ WN B

easement on the last day of the tax year. Held at the End of the Tax Year
a Total number of conservationeasements . . . . . . . . . .t i i ittt a e e 2a
b Total acreage restricted by conservationeasements . . . . . ... ... ...t 2b
¢ Number of conservation easements on a certified historic structure includedin(a). . . . . 2c
d Number of conservation easements included in (c) acquired after 7/25/06, and not on a
historic structure listed in the National Register. . . . . . . . . v o v v v v v vt v v e e 2d
3 Number of conservation easements modified, transferred, released, extinguished, or terminated by the organization during the
tax year p
4 Number of states where property subject to conservation easement is located »
5 Does the organization have a written policy regarding the periodic monitoring, inspection, handling of
violations, and enforcement of the conservation easementsit holds? . . . . . . . . ¢ i i i v v v v v v v v |:| Yes |:| No
6 Staff and volunteer hours devoted to monitoring, inspecting, handling of violations, and enforcing conservation easements during the year
>
7 Amount of expenses incurred in monitoring, inspecting, handling of violations, and enforcing conservation easements during the year
>3

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

and section LTOM@B)M? . . . . . .+ o v e e et e e e e [ ves [Tno
9 In Part XIIl, describe how the organization reports conservation easements in its revenue and expense statement and

balance sheet, and include, if applicable, the text of the footnote to the organization's financial statements that describes the

organization's accounting for conservation easements.
m Organizations Maintaining Collections of Art, Historical Treasures, or Other Similar Assets.
Complete if the organization answered "Yes" on Form 990, Part IV, line 8.

la If the organization elected, as permitted under FASB ASC 958, not to report in its revenue statement and balance sheet works
of art, historical treasures, or other similar assets held for public exhibition, education, or research in furtherance of public
service, provide in Part XllI the text of the footnote to its financial statements that describes these items.

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

(i) Revenue included on Form 990, Part VIl line 1. . . v v v o v v v i it e e e e e e e e e e e e > 3
(ii) Assetsincluded in FOrm 990, Part X. . v & v v v o i v i v e e e e e e e e e e e e e e e e e > 3

2 If the organization received or held works of art, historical treasures, or other similar assets for financial gain, provide the
following amounts required to be reported under FASB ASC 958 relating to these items:

a Revenue included on Form 990, Part VIILL lIne 1, . . . . . . . i v i i i e e e e e e e e e e e e > 3
b Assets included in FOrm 990, Part X. « « v v v v o v v vt v v e e e e e e e e e e e e e e e e e e e e e e > $
For Paperwork Reduction Act Notice, see the Instructions for Form 990. Schedule D (Form 990) 2021
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Schedule D (Form 990) 2021 CARROLL HOSPI TAL CENTER, | NC. 52- 1452024 Page 2
Organizations Maintaining Collections of Art, Historical Treasures, or Other Similar Assets (continued)
3 Using the organization's acquisition, accession, and other records, check any of the following that make significant use of its
collection items (check all that apply):
a Public exhibition d B Loan or exchange program
b Scholarly research e Other
c Preservation for future generations
4  Provide a description of the organization's collections and explain how they further the organization's exempt purpose in Part
Xl
5 During the year, did the organization solicit or receive donations of art, historical treasures, or other similar

-4\l Escrow and Custodial Arrangements.

Complete if the organization answered "Yes" on Form 990, Part IV, line 9, or reported an amount on Form
990, Part X, line 21.

la

Is the organization an agent, trustee, custodian or other intermediary for contributions or other assets not

|:|No

b If "Yes," explain the arrangement in Part XIll and complete the following table:
Amount
c Beginning balance . . . . . . . .. .o e e e e e e 1c
d Additionsduringtheyear. . . . . . . . . o i i i i i i e e e e e e 1d
e Distributionsduringtheyear. . . . . .. . .. .. ittt le
f Endingbalance . . . . . . . . . . i e e e e e e e e 1f
2a Did the organization include an amount on Form 990, Part X, line 21, for escrow or custodial account liability? |_| Yes No
b If "Yes," explain the arrangement in Part XIll. Check here if the explanation has been provided onPart XIll , , . .. .. ...
WAl Endowment Funds.
Complete if the organization answered "Yes" on Form 990, Part IV, line 10.
(@) Current year (b) Prior year (c) Two years back (d) Three years back (e) Four years back
1a Beginning of year balance . . . . 106, 873, 143. 84, 992, 485. 84, 798, 824. 82, 495, 552. 75, 148, 952.
b Contributions . « « « « « « . . .. 523, 132. 5, 000. 20, 626. 16, 413. 204, 650.
¢ Net investment earnings, gains,
and 10SSeS . « « v e e - 14, 675, 522. 24, 025, 800. 3, 711, 535. 3, 600, 365. 7, 353, 450.
d Grants or scholarships . . . . . . 7, 500. 13, 500. 13, 500. 9, 500. 11, 500.
e Other expenditures for facilities
and programs . . . . . .. ... 2,136, 642. 3, 525, 000. 1, 304, 006. 200, 000.
f Administrative expenses . . . . .
g End of year balance. . . . . . . . 92, 713, 253. 106, 873, 143. 84, 992, 485. 84,798, 824. 82, 495, 552.
2 Provide the estimated percentage of the current year end balance (line 1g, column (a)) held as:
a Board designated or quasi-endowment p»_ 26. 8600 %
b Permanent endowment p 1. 2800 %
Term endowment B 71. 8600 %
The percentages on lines 2a, 2b, and 2c should equal 100%.
3a Are there endowment funds not in the possession of the organization that are held and administered for the
organization by: Yes | No
(i) Unrelated organizationS. . . . v v v v v v b e e e e e e e e e e e e e e e e e e e e e e e e e e 3a(i) X
(i) Related organizations . . v v v v v v v v e e e e e e e e e e e e e e e e e e e e e e e e e e e e 3a(ii)) X
b If "Yes" on line 3a(ii), are the related organizations listed as required on Schedule R?. . . . . . . . . ... .. .. 3b X
4  Describe in Part Xlll the intended uses of the organization's endowment funds.

Land, Bwldm%s and Equipment.

Complete if the organ|zat|0n answered "Yes" on Form 990, Part IV, line 11a. See Form 990, Part X, line 10.
Description of property (a) Cost or other basis (b) Cost or other basis (c) Accumulated (d) Book value
(investment) (other) depreciation
la Land. . . . . v v i it e s e e e 1, 983, 973. 1, 983, 973.
b Buildings .................. 181, 659, 703. | 85,912, 340. 95, 747, 363.
¢ Leasehold improvements. . . ... ....
d Equipment. . . ... .. 00 110, 634, 116.| 93, 652, 798. 16, 981, 318.
e Other . . . . . . i i i i i i it e v 81, 266, 452. | 65, 685, 105. 15, 581, 347.
Total. Add lines 1a through le. (Column (d) must equal Form 990, Part X, column (B), line 10c.), , . . . . . » 130, 294, 001.
Schedule D (Form 990) 2021
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Schedule D (Form 990) 2021 CARROLL HOSPI TAL CENTER, | NC. 52- 1452024 Page 3
EWAIl Investments - Other Securities.
Complete if the organization answered "Yes" on Form 990, Part IV, line 11b. See Form 990, Part X, line 12.

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

(1) Financial derivatives « « « « « « « & v v 0 a 0w ..
(2) Closely held equity interests = « « « « v v v 0 v v s

(3) Other

(A) I NVESTMENT | N FOUNDATI ON 97, 530, 382. FW
(B)I NVESTMENT I N PREM ER 4,496, 782. FW
(C)I NVESTMENT I N MI. Al RY

(D) HEALTH SERVI CE 1,219, 178. FW
(E) EXECUTI VE OPTI ON PLAN 152, 490. FW
(F) I NVESTMENT I N CMOA - 80, 430. FW
(©)

(H)

Total. (Column (b) must equal Form 990, Part X, col. (B) line 12.) . P> 103, 318, 402.
WYl Investments - Program Related.
Complete if the organization answered "Yes" on Form 990, Part IV, line 11c. See Form 990, Part X, line 13.

(a) Description of investment (b) Book value (c) Method of valuation:
Cost or end-of-year market value
(LI NVESTMENT | N BRI DA NG LI FE 22,092, 923. FMW/
(2)] N\VESTMENT | N CARROLL
(3)COUNTY RADI OLOGY 7,814, 762. FW
4
(5
(6)
)
(8)
(9
Total. (Column (b) must equal Form 990, Part X, col. (B) line 13.) . P 29, 907, 685.

gl Other Assets.
Complete if the organization answered "Yes" on Form 990, Part IV, line 11d. See Form 990, Part X, line 15.

(a) Description (b) Book value

(1)DUE FROM AFFI LI ATES 47, 383, 646.
(2)PREPAI D PENSI ON ASSET 14, 838, 473.
(3)TRUSTEE FUNDS PRI NCI PAL 2012A 1, 887, 045.
(4)OTHER RECEI VABLES 1, 611, 230.
(5)TRUSTEE BOND CONST. FUND 2015 1, 259, 213.
(6)TRUSTEE FUNDS | NTEREST 2012A 37, 745.
(N

(8)

9

Total. (Column (b) must equal Form 990, Part X, col. (B)line 15.). . . . . . . . . . . . v v v v i i v e e i v v > 67,017, 352.

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

line 25.
1. (a) Description of liability (b) Book value
(1) Federal income taxes
(2JADVANCES FROM THI RD PARTI ES 15, 321, 912.
(3)FI NANCE LEASE 3, 660, 991.
(4DUE TO AFFI LI ATES 2,090, 209.
(5)OTHER LI ABI LI TI ES 1, 903, 053.
(6)ACCRUED PENSI ON 1,129, 313.
(7)DEFERRED COWVPENSATI ON 94, 803.
(8)DUE TO AFFI LI ATES BONDS 125, 377, 194.
C)]
Total. (Column (b) must equal Form 990, Part X, col. (B) iN€ 25.) . . . . v v v v v v e e e e e e e e e e e e e e e e > 149, 577, 475.
2. Liability for uncertain tax positions. In Part XllI, provide the text of the footnote to the organization's financial statements that reports the
organization's liability for uncertain tax positions under FASB ASC 740. Check here if the text of the footnote has been provided in Part XIII .
2 70 1.000 Schedule D (Form 990) 2021
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Schedule D (Form 990) 2021 CARROLL HOSPI TAL CENTER, | NC. 52- 1452024 pPage 4
Reconciliation of Revenue per Audited Financial Statements With Revenue per Return.
Complete if the organization answered "Yes" on Form 990, Part IV, line 12a.

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

a Net unrealized gains (losses)oninvestments . . . . ... ... ... ..... 2a

b Donated services and use of facilites . . . .. ................. 2b

¢ Recoveriesof prioryeargrants. . . . . . . . . . i i h e e e e e e e 2¢c

d Other (Describe iNPart XIL) . v v v v it e e e e e e e e e e e e 2d

e Addlines 2athrough2d . . . . .. i v it i it e e et e e e e e e e 2e
3 Subtractline2e fromline 1l . .. .. ... vt i ittt e e e e 3
4 Amounts included on Form 990, Part VIII, line 12, but not on line 1:

a Investment expenses not included on Form 990, Part Vlll, line7b . . . .. .. 4a

b Other (Describe iNPart XIIL) . . . v v vt o e e e e e e e e e e e 4b

C Addlines4aand 4b . . . . . . it i e e e e e e e e e e e e e e e e e e e e 4c
5  Total revenue. Add lines 3 and 4c. (This must equal Form 990, Partl,line12)) , , ... ... .. .. .. 5

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

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

a Donated services and use of facilites . . . . ... ... .. ... ....... 2a

b Prioryear adjustments . . . v v v v v v v e b i e e e e 2b

C OtherloSSES. & v v v it i e e e e e e e e e e e e e 2¢c

d Other (Describe inPart XIL) . v v v v v v v e e e e e e e e e e e e e 2d

e Addlines2athrough2d . .. . .. i i it ittt ettt e e ae s e e e e 2e
3  Subtractline2e fromline 1 . . . . . ittt ittt e e e e e e 3
4 Amounts included on Form 990, Part IX, line 25, but not on line 1:

a Investment expenses not included on Form 990, Part VIll, line7b . . . .. .. 4a

b Other (Describe iNPart XIIL) . . . v v vt i e e e e e e e e e e e 4b

C Addlines4aand 4b . . . . . . it i e e e e e e e e e e e e e e e e e e e e e 4c
5  Total expenses. Add lines 3 and 4c. (This must equal Form 990, Partl,line18.), , . ... ... ... .. 5

EWPMIIN Supplemental Information.
Provide the descriptions required for Part Il, lines 3, 5, and 9; Part lll, lines 1a and 4; Part IV, lines 1b and 2b; Part V, line 4; Part X, line

2; Part XI, lines 2d and 4b; and Part XII, lines 2d and 4b. Also complete this part to provide any additional information.

SEE SUPPLEMENTAL PACE
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Schedule D (Form 990) 2021 CARROLL HOSPI TAL CENTER, | NC. 52- 1452024 Page 5
RETSPMIIl Supplemental Information (continued)

SCHEDULE D, PART V, LINE 4:

THE CARRCLL HOSPI TAL CENTER ENDOWVENT FUNDS ARE USED TO PROVI DE | NCOVE ON
AN ONGO NG BASI S TO MEET THE PURPOSES OF SUPPCORTI NG THE M SSI ON OF
CARROLL HOSPI TAL AND OTHER CHARI TABLE CARRCLL AFFI LI ATES. THE FUNDS ARE

USED TO FURTHER ADVANCE THE CHARI TABLE PURPOSES OF THE ORGANI ZATI ONS.

SCHEDULE D, PART X, LINE 2:

LI FEBRI DGE (" THE CORPCRATI ON') AND I TS NOT- FOR- PROFI T SUBSI DI ARI ES HAVE
BEEN RECOGNI ZED BY THE | NTERNAL REVENUE SERVI CE AS TAX- EXEMPT PURSUANT TO

SECTI ON 501(C)(3) OF THE | NTERNAL REVENUE CODE.

LI FEBRI DCE' S | NCORPORATED FOR- PROFI T SUBSI DI ARI ES ACCOUNT FOR | NCOVE
TAXES | N ACCORDANCE W TH FASB ASC TOPI C 740, | NCOVE TAXES. | NCOVE TAXES
ARE ACCOUNTED FOR UNDER THE ASSET AND LI ABI LI TY METHOD. DEFERRED TAX
ASSETS AND LI ABI LI TIES ARE RECOGNI ZED FOR THE FUTURE TAX CONSEQUENCES
ATTRI BUTABLE TO DI FFERENCES BETWEEN THE FI NANCI AL STATEMENT CARRYI NG
AMOUNTS OF EXI STI NG ASSETS AND LI ABI LI TI ES AND THEI R RESPECTI VE TAX BASES
AND OPERATI NG LOSS AND TAX CREDI T CARRYFORWARDS. DEFERRED TAX ASSETS AND
LI ABI LI TI ES ARE MEASURED USI NG ENACTED TAX RATES EXPECTED TO APPLY TO
TAXABLE | NCOVE | N THE YEARS I N WH CH THOSE TEMPORARY DI FFERENCES ARE
EXPECTED TO BE RECOVERED OR SETTLED. THE EFFECT ON DEFERRED TAX ASSETS
AND LI ABILITIES OF A CHANGE I N TAX RATES IS RECOGNI ZED I N THE PERI OD THAT
| NCLUDES THE ENACTMENT DATE. ANY CHANGES TO THE VALUATI ON ALLOWANCE ON
THE DEFERRED TAX ASSET ARE REFLECTED IN THE YEAR OF THE CHANGE. THE

CORPORATI ON ACCOUNTS FOR UNCERTAI N TAX POSI TI ONS | N ACCORDANCE W TH ASC

Schedule D (Form 990) 2021
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RETSPMIIl Supplemental Information (continued)

TOPI C 740.

Schedule D (Form 990) 2021
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SCHEDULE H
(Form 990)

Department of the Treasury
Internal Revenue Service

Hospitals

| OMB No. 1545-0047

p Complete if the organization answered "Yes" on Form 990, Part IV, question 20.
» Attach to Form 990.
P Go to www.irs.gov/Form990 for instructions and the latest information.

Name of the organization

CARROLL HOSPI TAL CENTER,

I NC. 52- 1452024

Open to Public
Inspection
Employer identification number

Financial Assistance and Certain Other Community Benefits at Cost

Yes| No
la Did the organization have a financial assistance policy during the tax year? If "No," skip to question6a . . . . . . . . la | X
b If"Yes,"wasitawrittenpolicy?. . . . & v ¢ v i i e s e e e e e e e e e e e e e e e 1b | X
2 If the organization had multiple hospital facilities, indicate which of the following best describes application of
the financial assistance policy to its various hospital facilities during the tax year.
Applied uniformly to all hospital facilities Applied uniformly to most hospital facilities
Generally tailored to individual hospital facilities
3 Answer the following based on the financial assistance eligibility criteria that applied to the largest number of
the organization's patients during the tax year.
a Did the organization use Federal Poverty Guidelines (FPG) as a factor in determining eligibility for providing
free care? If "Yes," indicate which of the following was the FPG family income limit for eligibility for free care: |3a | X
100% 150% |:| 200% other _300. 0000 %
b Did the organization use FPG as a factor in determining eligibility for providing discounted care? If "Yes,"
indicate which of the following was the family income limit for eligibility for discounted care: ., . . .. .. ... ... 3b | X
200% 250% h 300% h 350% 400% Other 500. 0000 %
¢ If the organization used factors other than FPG in determining eligibility, describe in Part VI the criteria used
for determining eligibility for free or discounted care. Include in the description whether the organization used
an asset test or other threshold, regardless of income, as a factor in determining eligibility for free or
discounted care.
4 Did the organization's financial assistance policy that applied to the largest number of its patients during the
tax year provide for free or discounted care to the "medically indigent"?, . . . . . . . . . ¢ i it i it i .. 4 | X
5a Did the organization budget amounts for free or discounted care provided under its financial assistance policy during the tax year? 5a | X
b If "Yes," did the organization's financial assistance expenses exceed the budgeted amount? . . . . . . . ... .. .. 5b | X
If "Yes" to line 5b, as a result of budget considerations, was the organization unable to provide free or
discounted care to a patient who was eligible for free or discounted care? . . . . . . .« v v i v i v i h i n e . 5¢C X
6a Did the organization prepare a community benefit report during the taxyear? . . . . .. .. .. v v v v 6a | X
b If "Yes," did the organization make itavailabletothepublic? . . . . . . . . v . v v o i i i o s e e 6b | X
Complete the following table using the worksheets provided in the Schedule H instructions. Do not submit
these worksheets with the Schedule H.
7 Financial Assistance and Certain Other Community Benefits at Cost

Financial Assistance and (a) Number of (b) Persons (c) Total community (d) Direct offsetting (e) Net community (f) Percent
Means-Tested Government activities or served benefit expense revenue benefit expense of total
Programs programs (optional) (optional) expense
a Financial Assistance at cost
(from Worksheet1) . . . . 6, 658, 573. 6, 658, 573. 2.61
b Medicaid (from Worksheet 3,
columna) « + v« & & & 4
C Costs of other means-tested
government programs (from
Worksheet 3, coumn b) . .
d Total. Financial Assistance
and Means-Tested
Government Programs . . . 6, 658, 573. 6, 658, 573. 2.61
Other Benefits
€ Community health improvement
services and community benefit
operations (from Worksheet 4) 4, 620, 746. 561, 296. 4, 059, 450. 1.59
f Health professions education
(from Worksheet5) . . . . 1,162, 523. 1,162, 523. 0.46
g Subsidized health services (from
Worksheet6) + « « = » »+ & 11, 755, 500. 11, 755, 500. 4.60
h Research (from Worksheet 7) 159, 410. 159, 410. 0. 06
i Cash and in-kind contributions
Worchon gy 142, 07. 142, 07, 0.06
j Total. Other Benefits. . . . 17, 840, 986. 561, 296. 17, 279, 690. 6. 77
k Total. Add lines 7d and 7j 24,499, 559. 561, 296. 23, 938, 263. 9. 38

For Paperwork Reduction Act Notice, see the Instructions for Form 990.
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Schedule H (Form 990) 2021

CARROLL HOSPI TAL CENTER, | NC.

52- 1452024 Page 2

Part Il Community Building Activities Complete this table if the organization conducted any community building
activities during the tax year, and describe in Part VI how its community building activities promoted the
health of the communities it serves.

(a) Number of | (b) Persons (c) Total community (d) Direct offsetting (e) Net community (f) Percent of
activities or served building expense revenue building expense total expense
programs (optional)
(optional)

1 Physical improvements and housing

2 Economic development

3 Community support 239, 507. 130, 620. 108, 887. 0. 05

4 Environmental improvements

5 Leadership development and

training for community members
6 Coalition building
7 Community health improvement
advocacy 385, 925. 385, 925. 0.17

8 Workforce development

9 Other

10 Total 625, 432. 130, 620. 494, 812. 0.22

Bad Debt, Medicare, & Collection Practices
Section A. Bad Debt Expense Yes | No
1 Did the organization report bad debt expense in accordance with Healthcare Financial Management Association
StatemMeNt NO. 152, . o i i ittt e e e e e e e e e e e e e e e e e e e e e e e e e e e e 1 X
2 Enter the amount of the organization's bad debt expense. Explain in Part VI the
methodology used by the organization to estimate this amount, ., . . ... ....... 2 3, 824, 801.
3 Enter the estimated amount of the organization's bad debt expense attributable to
patients eligible under the organization's financial assistance policy. Explain in Part VI
the methodology used by the organization to estimate this amount and the rationale,
if any, for including this portion of bad debt as community benefit . . . . ... ... .. 3 267, 736.
4 Provide in Part VI the text of the footnote to the organization's financial statements that describes bad debt
expense or the page number on which this footnote is contained in the attached financial statements.

Section B. Medicare

5 Enter total revenue received from Medicare (includingDSHandIME) . . . . ... ... 5 99, 923, 517.

6 Enter Medicare allowable costs of care relating to paymentsonline5 .. ... ... .. 6 82, 498, 202.

7 Subtract line 6 from line 5. This is the surplus (orshortfall) . . . . . ... ........ 7 17, 425, 315.

8 Describe in Part VI the extent to which any shortfall reported on line 7 should be treated as community

benefit. Also describe in Part VI the costing methodology or source used to determine the amount reported
on line 6. Check the box that describes the method used:
Cost accounting system Cost to charge ratio |:| Other
Section C. Collection Practices
9a Did the organization have a written debt collection policy during the taxyear?. . . . . . . v v v o v v v v v v e v s 9a X
b If "Yes," did the organization's collection policy that applied to the largest number of its patients during the tax year contain provisions
on the collection practices to be followed for patients who are known to qualify for financial assistance? Describe in PartVl | ., , . ., . . . . . . 9b X

Man agem ent Companies and Joint Ventures (owned 10% or more by officers, directors, trustees, key employees, and physicians - see instructions)
(a) Name of entity (b) Description of primary (c) Organization's (d) Officers, directors, (e) Physicians'
activity of entity profit % or stock trustees, or key profit % or stock
ownership % employees' profit % ownership %
or stock ownership %
1CARROLL CT RADI OLOGY | | MAG NG CENTER 0. 60000 NONE 0. 40000
2
3
4
5
6
7
8
9
10
11
12
13
JSA
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Schedule H (Form 990) 2021 CARROLL HOSPI TAL CENTER, | NC. 52- 1452024 Page 3
Facility Information

Section A. Hospital Facilities ClolQl&|Q9|2|B| 3
(list in order of size, from largest to smallest - see instructions) | 3 | a g El1g|8|®|e
(v} 5" - =
How many hospital facilities did the organization operate during | ;_J @ <§ 8|S 3| %
the tax year? 1 2|212|8|8/E|°
- - - = o | = 5
Name, address, primary website address, and state license | & :.—{ g8 g <
number (and if a group return, the name and EIN of the g "§_, Facility
subordinate hospital organization that operates the hospital E reporting
facility) B Other (describe) group
1 CARROLL HOSPI TAL CENTER, | NC.
200 MEMORI AL AVENUE
VESTM NSTER MD 21157
CARROLLHGSPI TALCENTER. ORG
X | X X
2
3
4
5
6
7
8
9
10
JSA Schedule H (Form 990) 2021
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Schedule H (Form 990) 2021 CARROLL HOSPI TAL CENTER, | NC. 52- 1452024 Page 4
Facility Information (continued)
Section B. Facility Policies and Practices
(complete a separate Section B for each of the hospital facilities or facility reporting groups listed in Part V, Section A)
Name of hospital facility or letter of facility reporting group CARROLL HOSPI TAL CENTER, | NC.
Line number of hospital facility, or line numbers of hospital
facilities in a facility reporting group (from Part V, Section A):
Yes No
Community Health Needs Assessment
1  Was the hospital facility first licensed, registered, or similarly recognized by a state as a hospital facility in the
current tax year or the immediately preceding tax year? . . . . . . . . . . i i i i i e e e e e e e e e e e 1
2  Was the hospital facility acquired or placed into service as a tax-exempt hospital in the current tax year or
the immediately preceding tax year? If "Yes," provide details of the acquisition in SectionC , . . . ... .. ... 2
3 During the tax year or either of the two immediately preceding tax years, did the hospital facility conduct a
community health needs assessment (CHNA)? If "No," skipto line 12 , . . . . . . . . . & . i i v i v v v v e v . 3 X
If "Yes," indicate what the CHNA report describes (check all that apply):
a | X| A definition of the community served by the hospital facility
b [ X Demographics of the community
| X Existing health care facilities and resources within the community that are available to respond to the
___health needs of the community
d l How data was obtained
e | X|The significant health needs of the community
f X Primary and chronic disease needs and other health issues of uninsured persons, low-income persons,
and minority groups
g The process for identifying and prioritizing community health needs and services to meet the
community health needs
h The process for consulting with persons representing the community's interests
i The impact of any actions taken to address the significant health needs identified in the hospital
facility's prior CHNA(S)
j Other (describe in Section C)
4 Indicate the tax year the hospital facility last conducted a CHNA: 2020
5 Inconducting its mostrecent CHNA, did the hospital facility take into account input from persons who represent
the broad interests of the community served by the hospital facility, including those with special knowledge of or
expertise in public health? If "Yes," describe in Section C how the hospital facility took into account input from
persons who represent the community, and identify the persons the hospital facility consulted , . . . . ... .. 5 X
6a Was the hospital facility's CHNA conducted with one or more other hospital facilities? If "Yes," list the other
hospital facilities in Section C . . . . & o v i v i i i e s e e e e s e e e e e e e e s 6a
b Was the hospital facility's CHNA conducted with one or more organizations other than hospital facilities? If "Yes,"
list the other organizations in Section C . . . . & v v o v i i i i it s e s e e e e e e e e e e 6b
7  Did the hospital facility make its CHNA report widely available to the public? . . . . . . .. .. ... o000 7 X
If "Yes," indicate how the CHNA report was made widely available (check all that apply):
a Hospital facility's website (list url): SEE PART V, SECTION C
b Other website (list url): SEE PART V, SECTION C
c Made a paper copy available for public inspection without charge at the hospital facility
d - Other (describe in Section C)
8 Did the hospital facility adopt an implementation strategy to meet the significant community health needs
identified through its most recently conducted CHNA? If “No," skiptoline11. . . . . . . . . v v o v v v i v v a 8
9 Indicate the tax year the hospital facility last adopted an implementation strategy: 20 20
10 Is the hospital facility's most recently adopted implementation strategy posted on a website? . . . . . . ... .. 10
a If "Yes," (list url): SEE PART V, SECTION C
b If "No," is the hospital facility's most recently adopted implementation strategy attached to this return? ., , . . . . 10b
11 Describe in Section C how the hospital facility is addressing the significant needs identified in its most
recently conducted CHNA and any such needs that are not being addressed together with the reasons why
such needs are not being addressed.
12a Did the organization incur an excise tax under section 4959 for the hospital facility's failure to conduct a
CHNA asrequired by section 50L(1)(3)? « + « « & v v v v i v v v e e e e e e e e e e e e 12a X
If "Yes" to line 12a, did the organization file Form 4720 to report the section 4959 excisetax? . . . . . . . . .. 12b
If "Yes" to line 12b, what is the total amount of section 4959 excise tax the organization reported on Form
4720 for all of its hospital facilities? $
I 67 1.000 Schedule H (Form 990) 2021
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Schedule H (Form 990) 2021 CARROLL HOSPI TAL CENTER, | NC. 52- 1452024  pPage5
Facility Information (continued)
Financial Assistance Policy (FAP)
Name of hospital facility or letter of facility reporting group CARRCLL HOSPI TAL CENTER, | NC.
Yes | No
Did the hospital facility have in place during the tax year a written financial assistance policy that:
13 Explained eligibility criteria for financial assistance, and whether such assistance included free or discounted care? | 13 X
If "Yes," indicate the eligibility criteria explained in the FAP:
a Federal poverty guidelines (FPG), with FPG family income limit for eligibility for free care of 300. 0000 9
~_and FPG family income limit for eligibility for discounted care of _500. 0000 o4
b || Income level other than FPG (describe in Section C)
c l Asset level
d | X| Medical indigency
e || Insurance status
f |1 Underinsurance status
g L[| Residency
h || Other (describe in Section C)
14 Explained the basis for calculating amounts charged to patients? . . . . . . . . v o v o v i h i h i e s 14 | X
15 Explained the method for applying for financial assistance? . . . . . . . . . v i i i i i it i h i e e 15 | X
If "Yes,” indicate how the hospital facility's FAP or FAP application form (including accompanying
instructions) explained the method for applying for financial assistance (check all that apply):
a Described the information the hospital facility may require an individual to provide as part of his or her
application
b Described the supporting documentation the hospital facility may require an individual to submit as part
of his or her application
c Provided the contact information of hospital facility staff who can provide an individual with information
about the FAP and FAP application process
d Provided the contact information of nonprofit organizations or government agencies that may be
sources of assistance with FAP applications
e |:| Other (describe in Section C)
16  Was widely publicized within the community served by the hospital facility? . . ... ... ........... 16 | X
If "Yes," indicate how the hospital facility publicized the policy (check all that apply):
a The FAP was widely available on a website (list url): SEE PART V, SECTION C
b The FAP application form was widely available on a website (list url): SEE PART V, SECTION [C
c A plain language summary of the FAP was widely available on a website (list urI):SEE PART V, SHCT |C
d The FAP was available upon request and without charge (in public locations in the hospital facility and
by mail)
e The FAP application form was available upon request and without charge (in public locations in the
hospital facility and by mail)
f A plain language summary of the FAP was available upon request and without charge (in public
locations in the hospital facility and by mail)
g Individuals were notified about the FAP by being offered a paper copy of the plain language summary of
the FAP, by receiving a conspicuous written notice about the FAP on their billing statements, and via
conspicuous public displays or other measures reasonably calculated to attract patients' attention
h Notified members of the community who are most likely to require financial assistance about availability

[ & K

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)
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Schedule H (Form 990) 2021 CARROLL HOSPI TAL CENTER, | NC. 52- 1452024  Pageb
Facility Information (continued)
Billing and Collections

Name of hospital facility or letter of facility reporting group CARROLL HOSPI TAL CENTER, | NC.

17 Did the hospital facility have in place during the tax year a separate billing and collections policy, or a written
financial assistance policy (FAP) that explained all of the actions the hospital facility or other authorized party
may take UPoN NONPAYMEN? . . . L L v\ i v e e e e e e e e e e e e e e e e e e 17 | X

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

a || Reporting to credit agency(ies)

Selling an individual's debt to another party

Deferring, denying, or requiring a payment before providing medically necessary care due to

~__ nonpayment of a previous bill for care covered under the hospital facility's FAP

d [__| Actions that require a legal or judicial process

|| Other similar actions (describe in Section C)

f |X] None of these actions or other similar actions were permitted

19 Did the hospital facility or other authorized party perform any of the following actions during the tax year
before making reasonable efforts to determine the individual's eligibility under the facility's FAP? , ., . . .. ... 19 X
If "Yes," check all actions in which the hospital facility or a third party engaged:

a || Reporting to credit agency(ies)
| Selling an individual's debt to another party

¢ || Deferring, denying, or requiring a payment before providing medically necessary care due to
~__nonpayment of a previous bill for care covered under the hospital facility's FAP

d [ | Actions that require a legal or judicial process
L__| Other similar actions (describe in Section C)

20 Indicate which efforts the hospital facility or other authorized party made before initiating any of the actions listed (whether or

not checked) in line 19 (check all that apply):
a Provided a written notice about upcoming ECAs (Extraordinary Collection Action) and a plain language summary of the

FAP at least 30 days before initiating those ECAs (if not, describe in Section C)

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

Processed incomplete and complete FAP applications (if not, describe in Section C)

Made presumptive eligibility determinations (if not, describe in Section C)

Other (describe in Section C)

None of these efforts were made

Policy Relating to Emergency Medical Care

21 Did the hospital facility have in place during the tax year a written policy relating to emergency medical care
that required the hospital facility to provide, without discrimination, care for emergency medical conditions to

individuals regardless of their eligibility under the hospital facility's financial assistance policy? . . .. ... ... 21 | X
If "No," indicate why:

T QO O T

—h

a The hospital facility did not provide care for any emergency medical conditions
b The hospital facility's policy was not in writing
c The hospital facility limited who was eligible to receive care for emergency medical conditions (describe
in Section C)
d |:| Other (describe in Section C)
Schedule H (Form 990) 2021
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Schedule H (Form 990) 2021 CARROLL HOSPI TAL CENTER, | NC. 52- 1452024  Page7
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 CARROLL HOSPI TAL CENTER, | NC.

22 Indicate how the hospital facility determined, during the tax year, the maximum amounts that can be charged
to FAP-eligible individuals for emergency or other medically necessary care.

a |:| The hospital facility used a look-back method based on claims allowed by Medicare fee-for-service
during a prior 12-month period

b |:| The hospital facility used a look-back method based on claims allowed by Medicare fee-for-service and
all private health insurers that pay claims to the hospital facility during a prior 12-month period

c The hospital facility used a look-back method based on claims allowed by Medicaid, either alone or in
combination with Medicare fee-for-service and all private health insurers that pay claims to the hospital
facility during a prior 12-month period

d |:| The hospital facility used a prospective Medicare or Medicaid method

23 During the tax year, did the hospital facility charge any FAP-eligible individual to whom the hospital facility
provided emergency or other medically necessary services more than the amounts generally billed to
individuals who had insurance covering suCh care?. . . . . . & . o i v i i i it e e e e e e e e e e e e 23 X
If "Yes," explain in Section C.

24  During the tax year, did the hospital facility charge any FAP-eligible individual an amount equal to the gross
charge for any service provided to that individual? . . . . . . . . . . o i i i it i e e e e e e . 24 X

If "Yes," explain in Section C.

Schedule H (Form 990) 2021
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Schedule H (Form 990) 2021 CARROLL HOSPI TAL CENTER, | NC. 52- 1452024 Page 8
Facility Information (continued)

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

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

PART V, SECTION B, LINE 5:

THE COVMUNI TY HEALTH NEEDS ASSESSMENT (CHNA) TOOK | NTO ACCOUNT | NPUT FROM
REPRESENTATI VES OF THE COMMUNI TY SERVED BY THE HOSPI TAL FACI LI TY,

| NCLUDI NG PERSONS W TH SPECI AL KNOAMLEDGE OF OR EXPERTI SE I N PUBLI C
HEALTH, AS WELL AS LEADERS AND REPRESENTATI VES OF MEDI CALLY UNDERSERVED,
LOW I NCOVE, AND M NORI TY POPULATI ONS. THE CHNA WRI TTEN REPORT

| NCORPORATED EXPERTI SE AND PARTI Cl PATI ON FROM SUCH COMMUNI TY LEADERS AND
REPRESENTATI VES, AS WELL AS LEADERS | N PUBLI C HEALTH, | NCLUDI NG
REPRESENTATI VES FROM THE CARROLL COUNTY HEALTH DEPARTMENT. AS PART OF THE
CHNA, A KEY | NFORMANT SURVEY OF 56 COMMUNI TY LEADERS FROM A BROAD RANCGCE
OF SECTORS, | NCLUDI NG PUBLI C HEALTH AND MEDI CAL SERVI CES, NON- PROFI T AND
SCCl AL ORGANI ZATI ONS, CHI LDREN AND YOUTH AGENCI ES, AND THE BUSI NESS
COVMMUNI TY, WAS CONDUCTED. | N ADDI TI ON, THE CHNA | NCLUDES FI NDI NGS FROM
THE MARYLAND STATE HEALTH | MPROVEMENT PROCESS (SHI P) AND LOCAL HEALTH
DEPARTMENT | MPROVEMENT PLAN. FURTHERMORE, LEADERS FROM THE CARROLL COUNTY
HEALTH DEPARTMENT AND THE PARTNERSHI P FOR A HEALTHI ER CARROLL COUNTY ARE
MEMBERS OF A COW TTEE THAT HELPS OVERSEE THE DEVELOPMENT AND EXECUTI ON
OF THE CHNA PLAN.

PART V, SECTION B, LINE 7A AND 7B:

HTTPS: / / HEALTHYCARRCLL. ORG WP- CONTENT/ UPLQADS/ 2021/ 04/ CHNA- FI NAL- CONSOLI DA
TED- REPORT- 2021. PDF

PART V, SECTION B, LINE 10A:

HTTPS: / / HEALTHYCARROLL. ORG CB- HI P/

PART V, SECTION B, LINE 11:

PURSUANT TO THE CHNA UNDERTAKEN BY CARRCLL HOSPI TAL, 13 COVMUNI TY HEALTH
NEEDS WERE | DENTI FI ED. THEN, WORKI NG COLLABCRATI VELY, HOSPI TAL AND
COMMUNI TY PUBLI C HEALTH LEADERS, AS WELL AS THE HOSPI TAL'S COMMUNI TY
BENEFI T PLANNI NG COW TTEE, BEGAN PRI ORI Tl ZI NG THE FOCUS FOR ACTION I N
THE NEXT THREE YEARS. | N PARTI CULAR, A JO NT STRATEGY MEETI NG WAS
CONVENED TO HELP DETERM NE THE PRI ORI TI ZATI ON OF THE | DENTI FI ED COVMUNI TY
HEALTH NEEDS.

DURI NG THE JO NT STRATEGY MEETI NG, EACH OF THE 13 | DENTI FI ED COMMUNI TY
HEALTH NEEDS WAS ADDRESSED. THE 13 | DENTI FI ED NEEDS WERE PRI ORI Tl ZTED BY
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Schedule H (Form 990) 2021 CARROLL HOSPI TAL CENTER, | NC. 52- 1452024 Page 8
Facility Information (continued)

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

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

HOSPI TAL AND COVMUNI TY PUBLI C HEALTH LEADERS ON THE FOLLOW NG CRI TERI A:
SERI QUSNESS/ SI GNI FI CANCE/ PERVASI VENESS AND THE ABI LI TY TO | MPACT. FI NAL
CRI TERI A SELECTI ON WAS DETERM NED BY THE EXECUTI VE COUNCI L MEMBERS OF
CARROLL HOSPI TAL, | N COLLABORATI ON W TH THE PARTNERSHI P FOR A HEALTHI ER
CARROLL COUNTY BOARD.

PURSUANT TO THI' S PRI ORI Tl ZATI ON PROCESS, | T WAS DETERM NED THAT THE NEEDS
CARROLL HOSPI TAL WOULD ATTEMPT TO ADDRESS WOULD BE NARROAED DOWN TO FOUR
KEY COVMUNI TY BENEFI T | SSUES, SO AS TO MAXIM ZE THE HOSPI TAL' S RESCURCES
TO ADDRESS NEEDS THE HOSPI TAL FELT I T WAS I N THE BEST PCSI TI ON TO ATTEMPT
TO MEET. THE NEEDS IN PRIORITY CRDER ARE: MENTAL HEALTH, DI ABETES,

CANCER, AND HEART HEALTH. OBESI TY EFFORTS THAT ARE | NTERRELATED W TH THE
KEY | SSUES OF DI ABETES, CANCER AND HEART HEALTH WLL BE A MAIN
CONCENTRATI ON.  THESE SAME FOUR KEY | SSUES W LL SI MULTANEQUSLY BE
ADDRESSED COLLABORATI VELY W TH OTHER COMMUNI TY PARTNERS UNDER THE
LEADERSHI P OF THE PARTNERSHI P.

| DENTI FI ED NEEDS NOT SPECI FI CALLY ADDRESSED:

AREAS NOT SPECI FI CALLY ADDRESSED | N THE HOSPI TAL' S PLAN WERE ADDRESSED
THROUGH CARROLL COUNTY HEALTH DEPARTMENT' S LOCAL HEALTH | MPROVEMENT PLAN,
SUCH AS | LLEGAL SUBSTANCE ABUSE AND OTHER ADDI CTI ONS. AREAS SUCH AS

PHYSI CAL | NACTI VI TY AND AGE- RELATED DI SEASES W LL BE ADDRESSED THROUGH
THE PARTNERSHI PS ADVANCI NG HEALTH AND HEALTHY AG NG LEADERSHI P TEANS.

PART V, SECTION B, LINE 16A, FAP:

HTTPS: / / WAV LI FEBRI DGEHEALTH. ORG MAI N/ FI NANCI AL- ASSI STANCE

PART V, SECTION B, LINE 16B, FAP APPLI CATI ON\:

HTTPS: / / WAV LI FEBRI DGEHEALTH. ORG MAI N/ FI NANCI AL- ASSI STANCE

PART V, SECTION B, LINE 16C, FAP PLAI N LANGUAGE SUMVARY:

HTTPS: / / WAV LI FEBRI DGEHEALTH. ORG MAI N/ FI NANCI AL- ASSI STANCE
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Schedule H (Form 990) 2021 CARROLL HOSPI TAL CENTER, | NC. 52- 1452024 Page 8
Facility Information (continued)

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

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

PART V, SECTION B, LINE 22C

CHARGES FOR ALL HOSPI TAL PATI ENTS ARE STATE REGULATED. SERVI CES ARE
CHARGED TO ALL HOSPI TAL PATI ENTS AT THE SAME RATE. CHARGES FOR

I NDI VI DUALS FOUND ELI G BLE FOR FAP BASED ON 300% OR LESS OF THE FEDERAL
POVERTY LEVEL (FPL) ARE WRI TTEN- OFF I N FULL TO FAP (THERE | S NO PATI ENT
LI ABI LI TY). CHARGES FOR | NDI VI DUALS WHOSE PRESUMPTI VE FPL SCORE IS < 200%
ARE WRI TTEN OFF TO FAP IN FULL (THERE IS NO PATI ENT LI ABILITY). CHARGES
FOR | NDI VI DUALS FOUND ELI G BLE FOR FAP BASED ON THE HSCRC S FI NANCI AL
HARDSHI P CRI TERI A OF 301% 500% OF FPL ARE CAPPED AT 25% OF THE ANNUAL
HOUSEHOLD | NCOVE PER THE HSCRC S FI NANCI AL HARDSHI P CRI TERI A.  THE

DI FFERENCE BETWEEN THE TOTAL CHARGES AND THE CALCULATED 25% OF THE ANNUAL
HOUSEHOLD | NCOVE |'S WRI TTEN OFF AS CHARI TY CARE.
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Schedule H (Form 990) 2021 CARROLL HOSPI TAL CENTER, | NC. 52- 1452024 Page 9
Facility Information (continued)

Section D. Other Health Care Facilities That Are Not Licensed, Registered, or Similarly Recognized as a Hospital Facility
(list in order of size, from largest to smallest)

How many non-hospital health care facilities did the organization operate during the tax year? 5
Name and address Type of Facility (describe)
1 CARROLL COUNTY RADI OLOGY I MAG NG CENTER
7253 AMBASSADOR RCAD
BALTI MORE MND 21244
2 CARRCLL COUNTY RADI OLOGY I MAG NG CENTER
1430 PROGRESS WAY, SU TE 108
EL DERSBURG MD 21784
3 CARRCLL COUNTY RADI OLOGY I MAG NG CENTER
193 STONER AVENUE, SU TE 200
VESTM NSTER MD 21157
4 CARRCOLL COUNTY RADI OLOGY I MAG NG CENTER
1011 BALTI MORE BOULEVARD
VESTM NSTER MD 21157
5 CARRCOLL COUNTY RADI OLOGY I MAG NG CENTER
844 WASHI NGTON ROAD, SUI TE 102
VESTM NSTER MD 21157

10
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Schedule H (Form 990) 2021 CARROLL HOSPI TAL CENTER, | NC. 52- 1452024 pPage 10

=E1g@YIl Supplemental Information

Provide the following information.

1

Required descriptions. Provide the descriptions required for Part |, lines 3c, 6a, and 7; Part Il and Part lll, lines 2, 3, 4, 8 and
9b.

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

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

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

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

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

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

PART |, LINE 3C

CARROLL HOSPI TAL CENTER, | NC. PROVI DES SERVI CES W THOUT CHARGE OR AT

AMOUNTS LESS THAN | TS ESTABLI SHED RATES TO PATI ENTS WHO MEET THE CRI TERI A

OF ITS CHARITY CARE POLICY. | T DOES NOT PURSUE THE COLLECTI ON OF AMOUNTS

DETERM NED TO QUALI FY AS CHARI TY CARE AND THOSE AMOUNTS ARE NOT REPORTED

AS REVENUE. THE CRI TERI A CONSI DERS GROSS | NCOVE AND FAM LY SI ZE ACCORDI NG

TO CURRENT FEDERAL POVERTY GUI DELI NES. TO QUALI FY, THE PATI ENT MJST HAVE

| NCOVE OF 300% OR LESS OF THE FEDERAL POVERTY GUI DELI NES. A SLI DI NG SCALE

'S USED TO DETERM NE ELI G BI LI TY FOR THOSE WHOSE | NCOVE EXCEEDS 300%

ELIGBILITY | S CALCULATED BASED ON THE NUMBER OF PEOPLE LI VING IN THE

HOUSEHOLD. THE PROGRAM COVERS UNI NSURED, UNDER-1 NSURED AND PATI ENT

LI ABI LI TY AFTER | NSURANCE(S) PAY. APPROVALS ARE GRANTED FOR A

TWELVE- MONTH PERI CD OF Tl ME AND PATI ENTS ARE ENCOURAGED TO RE- APPLY FOR

CONTI NUED ELI G BI LI TY.
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Schedule H (Form 990) 2021 CARROLL HOSPI TAL CENTER, | NC.

52-1452024 Page 10

=E1g@YIl Supplemental Information

Provide the following information.

1 Required descriptions. Provide the descriptions required for Part I, lines 3c, 6a, and 7; Part Il and Part Ill, lines 2, 3, 4, 8 and

9b.

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

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

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

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

Affiliated health care system. If the organization is part of an affiliated health care system, describe the respective roles of the

organization and its affiliates in promoting the health of the communities served.

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

organization, files a community benefit report.

PART |, LINE 6A:

CARROLL HOSPI TAL CENTER, INC. IS INCLUDED IN THE COVWUNI TY HEALTH NEEDS

ASSESSMENT (CHNA) OF THE PARTNERSHI P FOR A HEALTHI ER CARROLL COUNTY.

PART |, LINE 7:

MARYLAND S REGULATORY SYSTEM CREATES A UNI QUE PROCESS FOR HOSPI TAL
PAYMENT THAT DI FFERS FROM THE REST OF THE NATI ON. THE HEALTH SERVI CES
COST REVI EW COW SSI ON ( HSCRC) DETERM NES PAYMENT THROUGH A RATE- SETTI NG
PROCESS AND ALL PAYORS, | NCLUDI NG GOVERNMENTAL PAYORS, PAY THE SAME
AMOUNT FOR THE SAME SERVI CES DELI VERED AT THE SAME HOSPI TAL. MARYLAND S
UNI QUE ALL- PAYOR SYSTEM | NCLUDES A METHOD FOR REFERENCI NG UNCOVPENSATED
CARE | N EACH PAYORS' RATES, WH CH DOES NOT ENABLE MARYLAND HOSPI TALS TO
BREAK- QUT ANY OFFSETTI NG REVENUE RELATED TO UNCOMPENSATED CARE. | N RECENT
YEARS, THE STATE OF MARYLAND HAS CLOSED FI SCAL GAPS I N THE STATE MEDI CAI D

BUDGET BY ASSESSI NG HOSPI TALS THROUGH THE RATE- SETTI NG SYSTEM
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Schedule H (Form 990) 2021 CARROLL HOSPI TAL CENTER, | NC.

52-1452024 Page 10

=E1g@YIl Supplemental Information

Provide the following information.

1 Required descriptions. Provide the descriptions required for Part I, lines 3c, 6a, and 7; Part Il and Part Ill, lines 2, 3, 4, 8 and

9b.

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

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

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

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

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

Affiliated health care system. If the organization is part of an affiliated health care system, describe the respective roles of the

organization and its affiliates in promoting the health of the communities served.

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

organization, files a community benefit report.

PART I, LINE 7A - 1|:

THE FOLLOW NG COSTI NG METHODOLOG ES WERE USED TO CALCULATE LINES 7A

THROUGH 71 ON THE COVMUNI TY BENEFI T REPORT.

OFFSETTI NG REVENUE - REVENUE FROM THE ACTIVITY DURI NG THE YEAR THAT
OFFSETS THE TOTAL COMMUNI TY BENEFI T EXPENSE OF THAT ACTIVITY, | T | NCLUDES
ANY REVENUE GENERATED BY THE ACTIVITY OR PROGRAM SUCH AS A PAYMENT OR
REI MBURSEMENT FOR SERVI CES PROVI DED TO PROGRAM PATI ENTS. OFFSETTI NG
REVENUE | NCLUDES RESTRI CTED GRANTS CR CONTRI BUTI ONS USED TO PROVI DE A
COVMMUNI TY BENEFI T, BUT DCES NOT | NCLUDE UNRESTRI CTED GRANTS OR

CONTRI BUTI ONS THAT THE ORGANI ZATI ON USES TO PROVI DE COVMUNI TY BENEFI T.

DI RECT COSTS - DI RECT COSTS | NCLUDE SALARI ES, EMPLOYEE BENEFI TS,
SUPPLI ES, | NTEREST ON FI NANCI NG, TRAVEL AND OTHER COSTS THAT ARE DI RECTLY
ATTRI BUTABLE TO THE SPECI FI C SERVI CE AND THAT WOULD NOT EXI ST | F THE

SERVI CE OR EFFORT DI D NOT EXI ST.
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Schedule H (Form 990) 2021 CARROLL HOSPI TAL CENTER, | NC. 52- 1452024 pPage 10
Supplemental Information

Provide the following information.

1

Required descriptions. Provide the descriptions required for Part |, lines 3c, 6a, and 7; Part Il and Part lll, lines 2, 3, 4, 8 and
9b.

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

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

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

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

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

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

I NDI RECT COSTS - | NDI RECT COSTS ARE COSTS NOT ATTRI BUTED TO PRODUCTS

AND/ OR SERVI CES THAT ARE | NCLUDED I N THE CALCULATI ON OF COSTS FOR

COMMUNI TY BENEFI T. THESE COULD | NCLUDE, BUT ARE NOT LIM TED TO, SALARI ES

FOR HUMAN RESOURCES AND FI NANCE DEPARTMENTS, | NSURANCE AND OVERHEAD

EXPENSES.

PART |, LINE 7E

CARROLL HOSPI TAL PROVI DES MEDI CAL SERVI CES TO ACCESS CARROLL PATI ENTS.

FOUNDED | N 2005, ACCESS CARROLL IS A JO NT VENTURE BETWEEN CARROLL

HOSPI TAL, THE CARROLL COUNTY HEALTH DEPARTMENT AND THE PARTNERSHI P FOR A

HEALTHI ER CARROLL COUNTY THAT PROVI DES FREE HEALTH CARE TO UNI NSURED,

LOW | NCOVE CARROLL COUNTY RESI DENTS WHO MEET CERTAIN ELIG BILITY

REQUI REMENTS.

ACCESS CARROLL CONSI STS OF A HEALTH CARE TEAM | NVCOLVI NG VOLUNTEER

PHYSI CI ANS, NURSES AND OTHER MEDI CAL PROFESSI ONALS WHO WORK TOCGETHER TO

PROVI DE PATI ENTS W TH PRI MARY MEDI CAL CARE. MEDI CATI ON ASSI STANCE,
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Schedule H (Form 990) 2021 CARROLL HOSPI TAL CENTER, | NC. 52- 1452024 pPage 10

=E1g@YIl Supplemental Information

Provide the following information.

1

Required descriptions. Provide the descriptions required for Part |, lines 3c, 6a, and 7; Part Il and Part lll, lines 2, 3, 4, 8 and
9b.

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

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

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

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

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

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

SPECI ALI TY CARE, DI AGNOSTI C AND LABORATORY TESTI NG, AND PATI ENT EDUCATI ON

ARE ALSO AVAI LABLE ONSI TE. CARROLL HOSPI TAL | NCURRED $ 1, 074,713 I N COST

TREATI NG ACCESS CARROLL PATIENTS I N FI SCAL YEAR 2022.

PART |, LINE 7G

| NCLUDED I N THESE EXPENSES ARE DI RECT AND | NDI RECT COSTS ATTRI BUTABLE TO

PHYSI CIl ANS' CLI NI CS TOTALI NG $11, 427, 450.

PART Il - COVMUNI TY BUI LDl NG

THE PARTNERSH P FOR A HEALTHI ER CARRCLL COUNTY, |INC., AN AFFI LI ATE OF

CARROLL HOSPI TAL AND THE CARROLL COUNTY HEALTH DEPARTMENT, |S A PRI VATE

NONPROFI T ORGANI ZATI ON WORKI NG TO | MPROVE HEALTH BY CONNECTI NG PECPLE,

I NSPI RI NG ACTI ON, AND STRENGTHENI NG COVMUNI TY. THE PARTNERHSIP IS A

RELATED SECTI ON 501(C) (3) TAX- EXEMPT ORGANZI ATI ON, AND RECEI VES A

MAJORITY OF | TS OPERATI NG FUNDS FROM CONTRI BUTI ONS MADE DI RECTLY BY THE
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=E1g@YIl Supplemental Information

Provide the following information.

1 Required descriptions. Provide the descriptions required for Part I, lines 3c, 6a, and 7; Part Il and Part Ill, lines 2, 3, 4, 8 and
9b.

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

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

4 Community information. Describe 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 promoting the health of the community (e.g., open medical staff, community
board, use of surplus funds, etc.).

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

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

HOSPI TAL.

THEY SPONSOR PROGRAMS SUCH AS SAFE | N THE SHADE AND FUN IN THE SUN TO

HELP REDUCE SUN EXPOSURE AND PROMOTE CANCER PREVENTI ON.

THE CARROLL ANTI - STI GVA RESI LI ENCE EFFORT ( CARE) CAMPAI GN PROMOTES

REMOVI NG THE STI GVA AROUND MENTAL HEALTH TREATMENT.

THE PARTNERSHI P ALSO PROMOTES PHYSI CAL ACTIVITY WTH THE WALK CARROLL,

FI TNESS FRI DAYS AND TRYVENT PROGRANS.

CARROLL' S COOKI NG, COVMUNI TY GARDENS AND HEALTHY LI VI NG SERI ES ROUNDS OUT

THE PROGRAMS FOR ADVANCI NG HEALTH AND WELLNESS.

CARROLL HOSPI TAL ALSO WORKS W TH THE GREATER BALTI MORE REG ONAL

| NTEGRATED CRI SI' S SYSTEM TO PROVI DE ALTERNATI VES TO THE EMERGENCY ROOM

FOR I NDI VI DUALS I N CRI SI S.
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Provide the following information.

1 Required descriptions. Provide the descriptions required for Part I, lines 3c, 6a, and 7; Part Il and Part Ill, lines 2, 3, 4, 8 and

9b.

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

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

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

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

Affiliated health care system. If the organization is part of an affiliated health care system, describe the respective roles of the

organization and its affiliates in promoting the health of the communities served.

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

organization, files a community benefit report.

PART 111, LINE 2:

BAD DEBT EXPENSE | S ESTI MATED BY USI NG HI STORI CAL RATES FOR EACH PAYOR

AND THE LENGTH OF TI ME THE RECElI VABLE HAS BEEN OUTSTANDI NG THESE RATES

ARE REVI SI TED FROM TI ME TO TI ME AND ADJUSTED WHEN DEEMED APPROPRI ATE. ANY

ADDI TI ONAL RESERVES ARE DETERM NED BY THE HOSPI TAL' S EXECUTI VES.

PART 111, LINE 3:

CARROLL HOSPI TAL CENTER, | NC. DETERM NES ELI G BI LI TY FOR FI NANCI AL

ASSI STANCE THROUGH OTHER VARI QUS MEANS (CREDI T REPORTS, DEBT AND ASSET
REVI EW5, AND REFERRALS FROM THE HOSPI TAL' S BI LLI NG AGENTS) WHEN THE
PATI ENT HAS NOT COMPLETED THE FI NANCI AL ASSI STANCE APPLI CATION. |F A
DETERM NATI ON | S MADE REGARDI NG THE PATIENT' S I NABI LI TY TO PAY, THE
ACCOUNT CAN BE APPROVED FOR FI NANCI AL ASSI STANCE ON A PRESUMPTI VE BASI S
RATHER THAN BE REFLECTED AS BAD DEBT EXPENSE. OF THE REMAI NI NG BAD DEBT
EXPENSE, | T | S ESTI MATED THAT $267, 736 | N COST MAY BE ATTRI BUTABLE TO

PATI ENTS ELI G BLE FOR FI NANCI AL ASSI STANCE/ CHARI TY CARE. AS DESCRI BED
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Provide the following information.

1 Required descriptions. Provide the descriptions required for Part I, lines 3c, 6a, and 7; Part Il and Part Ill, lines 2, 3, 4, 8 and

9b.

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

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

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

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

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

Affiliated health care system. If the organization is part of an affiliated health care system, describe the respective roles of the

organization and its affiliates in promoting the health of the communities served.

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

organization, files a community benefit report.

ELSEWHERE, THE HOSPI TAL ENGAGES | N MULTI PLE EFFORTS TO | NFORM PATI ENTS OF
THE AVAI LABI LI TY OF FI NANCI AL ASSI STANCE. THE AMOUNT WAS BI LLED TO

PATI ENTS ONLY BECAUSE THEY, DESPI TE THE HOSPI TAL' S EFFORTS, DI D NOT
REQUEST, OR DI D NOT COOPERATE W TH, THE HOSPI TAL' S EFFORTS TO PROVI DE

THEM W TH THE AVAI LABLE FI NANCI AL ASSI STANCE.

PART 11, LINE 4:

ALL PATI ENT ACCOUNTS ARE HANDLED CONSI STENTLY AND APPROPRI ATELY TO

MAXI M ZE CASH FLOW AND TO | DENTI FY BAD DEBT ACCOUNTS TI MELY. ACTI VE
ACCOUNTS ARE CONSI DERED BAD DEBT ACCOUNTS WHEN THEY MEET SPECI FI C
COLLECTI ON ACTI VI TY GUI DELI NES ANDY OR ARE REVI EWED BY THE APPROPRI ATE
MANAGEMENT AND DEEMED TO BE UNCOLLECTI BLE. EVERY EFFORT |'S MADE TO

| DENTI FY AND PURSUE ALL ACCOUNT BALANCE LI QUI DATI ON OPTI ONS | NCLUDI NG BUT
NOT LI M TED TO TH RD PARTY PAYCR REI MBURSEMENT, PATI ENT PAYMENT
ARRANGEMENTS, MEDI CAI D ELI G BI LI TY AND FI NANCI AL ASSI STANCE. THI RD PARTY
RECEI VABLE MANAGEMENT AGENCI ES PROVI DE EXTENDED BUSI NESS OFFI CE SERVI CES

AND | NSURANCE QUTSOURCE SERVI CES TO ENSURE MAXI MUM EFFCORT IS TAKEN TO
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Provide the following information.

1

Required descriptions. Provide the descriptions required for Part |, lines 3c, 6a, and 7; Part Il and Part lll, lines 2, 3, 4, 8 and
9b.

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

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

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

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

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

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

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

CONTRACTUAL ARRANGEMENTS W TH THI RD PARTY COLLECTI ON AGENCI ES ARE USED TO

ASSI ST I N THE RECOVERY OF BAD DEBT DCOLLARS AFTER ALL | NTERNAL COLLECTI ON

EFFORTS HAVE BEEN EXHAUSTED. | N SO DA NG THE COLLECTI ON AGENCI ES MJST

OPERATE CONSI STENTLY W TH CARROLL HOSPI TAL CENTER S GOAL OF MAXI MUM BAD

DEBT RECOVERY AND STRI CT ADHERENCE W TH FAI R DEBT COLLECTI ONS PRACTI CES

ACT (FDCPA) RULES AND REGULATI ONS, WHI LE MAI NTAI NI NG POSI TI VE PATI ENT

RELATI ONS. SEE AUDI TED FI NANCI AL STATEMENTS PAGE 16.

PART 111, LINE 8:

COSTI NG METHODOLOGY: TOTAL REVENUE RECEI VED FROM MEDI CARE (DSH & | ME) AND

MEDI CARE ALLOMBLE COSTS ARE DERI VED FROM THE ANNUAL MEDI CARE COST

REPORT. THE | NPATI ENT ROUTI NE COSTS ARE DERI VED FROM THE STEP- DOMN

METHODOLOGY BASED ON ACCEPTED STATI STI CAL ALLOCATI ON WTH A UNI FORM PER

DI

EM COST FOR EACH PAYOR TYPE. THE ANCI LLARY MEDI CARE ALLOMABLE COSTS ARE

I NI TI ALLY DERI VED FROM THE STEP- DOWN METHODOLOGY BUT ARE ALLOCATED TO THE

PAYOR TYPES BASED ON THE RATI O OF COST TO CHARGE FOR EACH PAYCR
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Supplemental Information

Provide the following information.

1 Required descriptions. Provide the descriptions required for Part I, lines 3c, 6a, and 7; Part Il and Part Ill, lines 2, 3, 4, 8 and
9b.

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

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

4 Community information. Describe 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 promoting the health of the community (e.g., open medical staff, community
board, use of surplus funds, etc.).

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

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

PART 111, LINE 9B:

PATI ENTS CAN BE DETERM NED ELI G BLE FOR FI NANCI AL ASSI STANCE (F. A.)

PROSPECTI VELY OR RETROSPECTI VELY. THE F. A. ELIG BILITY PERI OD EXPI RES ONE

YEAR FROM THE MONTH ELI G BILITY | S APPROVED FOR MEDI CALLY NECESSARY

SERVI CES. THE PATIENT | S ASKED TO PROVI DE THE F. A, APPROVAL LETTER FOR

SERVI CES PROVIDED WTHI N THE ELI G BILITY PERI OD. THE HOSPI TAL WLL MAKE

EVERY EFFORT TO | DENTI FY PATI ENTS ELI G BLE FOR F. A, BY UPDATI NG A

USER- DEFI NED FI ELD I N CERNER TO | DENTI FY PATI ENTS RETURNI NG FOR SERVI CE

VHO ARE ALREADY QUALI FI ED FOR FI NANCI AL ASSI STANCE. BALANCES APPROVED FOR

Fl

NANCI AL ASSI STANCE ARE WRI TTEN- OFF TO A ZERO BALANCE AND THEREFORE NOT

PURSUED BY | NTERNAL COLLECTI ON PROCESSES OR THI RD- PARTY AGENCI ES.

BALANCES ALREADY PLACED W TH THI RD PARTY AGENCI ES ARE WRI TTEN- OFF TO A

ZERO BALANCE AND THE ACCOUNTS ARE CLOSED AND RETURNED BY THE THI RD- PARTY

ACGENCY.
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Supplemental Information

Provide the following information.

1 Required descriptions. Provide the descriptions required for Part I, lines 3c, 6a, and 7; Part Il and Part Ill, lines 2, 3, 4, 8 and
9b.

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

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

4 Community information. Describe 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 promoting the health of the community (e.g., open medical staff, community
board, use of surplus funds, etc.).

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

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

PART VI, LINE 2:

MONI TORI NG THE HEALTH STATUS OF THE COVMMUNI TY IS AN ONGO NG AND

| NTERACTI VE PROCESS ENGAGED | N BY THE HOSPI TAL, W TH SUBSTANTI AL

I N\VOLVEMENT FROM OUR COVMUNI TY VI A THE PARTNERSH P FOR A HEALTHI ER
CARRCLL COUNTY, INC. ("THE PARTNERSHI P"), AN ENTITY ESTABLI SHED BY THE
HOSPI TAL AND THE CARRCLL COUNTY HEALTH DEPARTMENT SPECI FI CALLY TO ASSESS
UNMET HEALTH NEEDS | N THE COVMUNI TY, EXPAND THE CAPACI TY FOR HEALTH AND
QUALI TY OF LI FE | MPROVEMENT | N THE COMWUNI TY, SERVE AS A COLLABORATI VE
VEHI CLE FOR | NTERACTION W TH THE COVWUNI TY, AND WTH OCUR COMMUNI TY, TO
DRI VE THE EFFORT TO CREATE A HEALTH ER CARROLL COUNTY. THE PARTNERSHI P | S
A RELATED SECTI ON 501(C) (3) TAX- EXEMPT ORGANI ZATI ON AND RECEI VES A
MAJORITY OF | TS OPERATI NG FUNDS FROM CONTRI BUTI ONS MADE DI RECTLY BY THE

HOSPI TAL.

| MPROVEMENT | N THE COMMUNI TY HEALTH | MPROVEMENT AREAS (CHIA) |S ONE OF
THE HOSPI TAL' S GOALS. THE CHI A ARE THE AREAS REQUI RI NG | NDI VI DUAL AND

ORGANI ZATI ONAL ACTI ON TO ACHI EVE TARGETED | MPROVED STATUS USI NG THE U. S.
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Provide the following information.

1 Required descriptions. Provide the descriptions required for Part I, lines 3c, 6a, and 7; Part Il and Part Ill, lines 2, 3, 4, 8 and

9b.

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

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

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

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

Affiliated health care system. If the organization is part of an affiliated health care system, describe the respective roles of the

organization and its affiliates in promoting the health of the communities served.

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

organization, files a community benefit report.

DEPARTMENT OF HEALTH AND HUMAN SERVI CES' HEALTHY PEOPLE 2030 TARGETS AS
THE PRI MARY BENCHMARK. THE HOSPI TAL PARTI Cl PATES ACTI VELY | N MANY OF THE
CHI A LEADERSHI P TEAMS COVPRI SED OF DI VERSE | NDI VI DUALS AND CORGANI ZATI ONS
FROM THROUGHOUT THE HOSPI TAL' S SERVI CE AREA, WHO SHARE EXPERTI SE AND

I NTEREST IN THE CHIA. W TH SUPPORT AND GUI DANCE FROM THE PARTNERSH P,
THOSE LEADERSHI P TEAMS DEVELOP AND | MPLEMENT ACTI ON PLANS SPECI FI CALLY

| NTENDED TO ACCOWPLI SH TARGETED RESULTS. "HEALTHY CARRCLL VI TAL SI GNS'

( DESCRI BED BELOW ARE THEN AFFI RVED, ARE SPECI FI C TO EACH CHI A LEADERSHI P
TEAM AND SERVE AS ONE OF THE PRI MARY TOOLS FOR MEASURI NG AND REPORTI NG

RESULTS TO THE HOSPI TAL LEADERSH P AND TO THE COVMUNI TY.

RECENTLY THE HOSPI TAL HAS COLLABORATED W TH THE PARTNERSHI P W TH RESPECT
TO AN ASSESSMENT OF HEALTH NEEDS VI A MARYLAND S STATE HEALTH | MPROVEMENT
PROCESS (S.H.1.P.), WH CH WAS ORGANI ZED TO PRODUCE A LOCAL HEALTH

| MPROVEMENT PLAN (L. H. I.P.). THE PARTNERSH P ORGAN ZATI ON

ENTHUSI ASTI CALLY AGREED TO SERVE AS THE LOCAL COALI TI ON REQUI RED I N THE

OPPORTUNI TY FOR LI NKAGE TO | MPORTANT, VALI DATED | NFORVATI ON ABOUT HEALTH

NEEDS | N OQUR COVMUNI TY AND ONGO NG OPPORTUNI TI ES TO COLLABORATE W TH OUR
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Supplemental Information

Provide the following information.

1 Required descriptions. Provide the descriptions required for Part I, lines 3c, 6a, and 7; Part Il and Part Ill, lines 2, 3, 4, 8 and
9b.

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

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

4 Community information. Describe 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 promoting the health of the community (e.g., open medical staff, community
board, use of surplus funds, etc.).

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

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

LOCAL AND STATE HEALTH DEPARTMENT REGARDI NG | MPLEMENTATI ON STRATEG ES FOR

TARGETED RESULTS.

PURSUANT TO THE S. H. 1. P. ASSESSMENT, THI RTY-NI NE "H GH | MPACT OBJECTI VES"
VEERE | DENTI FI ED BY THE STAFF AT MARYLAND S DEPARTMENT OF HEALTH AND
MENTAL HYA ENE. A CARRCLL COUNTY SPECI FI C DATA PROFI LE SERVED AS THE
BASELI NE DOCUMENT. AFTER THOROUGH ANALYSI'S, A LEADERSH P TEAM WH CH

| NCLUDED THE HOSPI TAL, PRODUCED A LOCAL HEALTH | MPROVEMENT PLAN
(L.H1.P.) ADDRESSING FIVE PRICRITY NEED AREAS. THE S.H. I.P. AND L.H |.P.
PROVI DE ANOTHER | MPORTANT SET OF VERY USEFUL | NFORVATI ON THAT IS BEI NG
FULLY | NTEGRATED W THI N THE HOSPI TAL' S COVMUNI TY HEALTH NEEDS ASSESSMENT
(CHNA) AND COVMUNI TY BENEFI T PLANNI NG PROCESSES. THE HOSPI TAL AND THE
PARTNERSHI P HAVE CONDUCTED MJLTI PLE PREVI OUS NEEDS ASSESSMENTS, HAVE MADE
REAL PROGRESS TOWARD COVMUNI TY ENGAGEMENT | N THESE PROCESSES AND HAVE

| NTEGRATED ANNUAL MEASUREMENT SYSTEMS | NTO THE HEALTH | MPROVEMENT WORK
KNOWN AS "HEALTHY CARRCLL VI TAL SIGNS (HCVS)." DURI NG THE 2021 FI SCAL
YEAR, THE HOSPI TAL CONDUCTED | TS FOURTH COMMUNI TY HEALTH NEEDS ASSESSMENT

IN COVPLI ANCE W TH | RS REQUI REMENTS (" CHNA"). SHORTLY THEREAFTER, THE
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Provide the following information.

1 Required descriptions. Provide the descriptions required for Part I, lines 3c, 6a, and 7; Part Il and Part Ill, lines 2, 3, 4, 8 and

9b.

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

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

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

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

Affiliated health care system. If the organization is part of an affiliated health care system, describe the respective roles of the

organization and its affiliates in promoting the health of the communities served.

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

organization, files a community benefit report.

HOSPI TAL BEGAN TO UNDERTAKE CERTAI N I NI TI ATI VES | DENTI FI ED I N THE CHNA
| MPLEMENTATI ON STRATEGY TO BEG N TO ATTEMPT TO MEET | DENTI FI ED COVWMUNI TY

HEALTH NEEDS.

PART VI, LINE 3:

THE FOLLOW NG DESCRI BES MEANS USED AT CARROLL HOSPI TAL TO | NFORM AND

ASSI ST PATI ENTS REGARDI NG ELI G BLI TY FOR FI NANCI AL ASSI STANCE UNDER
GOVERNMENTAL PROGRAMS AND THE HOSPI TAL' S CHARI TY CARE PROGRAM FI NANCI AL
ASSI STANCE NOTI CES, | NCLUDI NG CONTACT | NFORMATI ON, ARE POSTED I N THE

BUSI NESS OFFI CE AND ADM TTI NG, AS VWELL AS PO NTS OF ENTRY AND

REG STRATI ON THROUGHOUT THE HOSPI TAL. PATI ENT FI NANCI AL SERVI CES BROCHURE
' FREEDOM TO CARE' | S AVAI LABLE TO ALL I NPATI ENTS. BROCHURES ARE ALSO

AVAI LABLE I N ALL OUTPATI ENT REG STRATI ON AND SERVI CE AREAS. CARROLL

HOSPI TAL EMPLOYS A FI NANI CAL ASSI STANCE LI Al SON WHO | S AVAI LABLE TO
ANSVEER QUESTI ONS AND TO ASSI ST PATI ENTS AND FAM LY MEMBERS W TH THE
PROCESS OF APPLYI NG FOR FI NANCI AL ASSI STANCE. A PATI ENT | NFORVMATI ON SHEET

I S MADE AVAI LABLE TO ALL | NPATI ENTS PRI OR TO DI SCHARGE. CARROLL
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Supplemental Information

Provide the following information.

1

Required descriptions. Provide the descriptions required for Part |, lines 3c, 6a, and 7; Part Il and Part lll, lines 2, 3, 4, 8 and
9b.

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

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

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

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

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

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

organization, files a community benefit report.

HOSPI TAL' S UNI NSURED ( SELF- PAY) AND UNDER- | NSURED ( MEDI CARE BENEFI Cl ARY

W TH NO SECONDARY) MEDI CAL ASSI STANCE ELI G Bl LI TY PROGRAM SCREENS,

ASSI STS W TH THE APPLI CATI ON PROCESS AND ULTI MATELY CONVERTS PATI ENTS TO

VARI QUS MEDI CAL ASSI STANCE COVERAGE AND | NCLUDES ELI G BI LI TY SCREEN NG

AND ASSI STANCE W TH COVPLETI NG THE FI NANCI AL ASSI STANCE APPLI CATI ON AS

PART OF THAT PROCESS. ALL HOSPI TAL STATEMENTS AND ACTI VE ACCOUNTS

RECEI VABLE OUTSOURCE VENDORS | NCLUDE A MESSAGE REFERENCI NG THE

AVAI LABI LI TY OF FI NANCI AL ASSI STANCE FOR THOSE WHO ARE EXPERI ENCI NG

Fl

NANCI AL DI FFI CULTY AND PROVI DES CONTACT | NFORVATI ON TO DI SCUSS CARROLL

HOSPI TAL CENTER S FI NANCI AL ASSI STANCE PROGRAM COLLECTI ON AGENCI ES'

I NI TI AL STATEMENT REFERENCES THE AVAI LABI LI TY OF FI NANCI AL ASSI STANCE FOR

THOSE WHO ARE EXPERI ENCI NG FI NANCI AL DI FFI CULTY AND PROVI DES CONTACT

| NFORMATI ON TO DI SCUSS CARROLL' S FI NANCI AL ASSI STANCE PROGRAM  ALL

HOSPI TAL PATI ENT FI NANCI AL SERVI CES STAFF, ACTI VE ACCOUNTS RECEI VABLE

OUTSOURCE VENDCRS, COLLECTI ON AGENCI ES AND MEDI CAI D ELI G BI LI TY VENDORS

ARE TRAI NED TO | DENTI FY POTENTI AL FI NANCI AL ASSI STANCE ELI G BI LI TY AND

ASSI ST PATI ENTS W TH THE FI NANCI AL ASSI STANCE APPLI CATI ON PROCESS.

Fl

NANCI AL ASSI STANCE APPLI CATI ON AND | NSTRUCTI ONS COVER SHEET | S
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Supplemental Information

Provide the following information.

1 Required descriptions. Provide the descriptions required for Part I, lines 3c, 6a, and 7; Part Il and Part Ill, lines 2, 3, 4, 8 and
9b.

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

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

4 Community information. Describe 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 promoting the health of the community (e.g., open medical staff, community
board, use of surplus funds, etc.).

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

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

AVAI LABLE I N RUSSI AN, SPANI SH, AND FRENCH. CARROLL HOSPI TAL HOSTS AND
PARTI Cl PATES | N VARI QUS DEPARTMENT OF HEALTH AND MENTAL HYGQ ENE AND
MARYLAND HOSPI TAL ASSCCI ATI ON SPONSCORED CAMPAI GNS LI KE COVER THE

UNI NSURED WEEK.

PART VI, LINE 4:

AS THE ONLY HOSPI TAL I N THE COUNTY, CHC S PRI MARY SERVI CE AREA | S THE
ENTI RE COUNTY. THE HOSPI TAL DOES, HOAEVER, ALSO SERVE PORTI ONS OF

BALTI MORE, FREDERI CK AND MONTGOMERY COUNTI ES, AS WELL AS AREAS | N
SCQUTHERN PENNSYLVANI A. THE GENERAL DEMOGRAPHI CS FOR OUR PRI MARY COVMUNI TY

(CARROLL COUNTY) ARE LI STED BELOW

POPULATI ON

TOTAL POPULATI ON 2021: 173, 873

POPULATI ON PERCENTAGE CHANGE FROM 2020 TO 2021: 0.6%
PERSONS UNDER 5 YEARS OLD, PERCENTACE I N 2021: 5.4%

PERSONS UNDER 18 YEARS OLD, PERCENTAGE I N 2021: 21.9%
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Supplemental Information

Provide the following information.

1

Required descriptions. Provide the descriptions required for Part |, lines 3c, 6a, and 7; Part Il and Part lll, lines 2, 3, 4, 8 and
9b.

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

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

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

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

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

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

organization, files a community benefit report.

PERSONS 65 YEARS COLD AND OVER, PERCENTAGE I N 2021: 17.5%

FEMALE PERSONS, PERCENTAGE I N 2021: 50.1%

PERSONS OF WHI TE RACE, PERCENTAGE I N 2021: 90. 9%

PERSONS OF BLACK RACE, PERCENTAGE I N 2021: 4.1%

PERSONS OF HI SPANI C OR LATINO CRIG N, PERCENTAGE IN 2021: 4.3%

SCQURCE: US CENSUS BUREAU: STATE AND COUNTY QUI CKFACTS.

FAM LY

TOTAL NUMBER OF HOUSEHOLDS (2021): 66, 197

AVERAGE HOUSEHOLD SI ZE (2021): 2.68 PERSONS

SCQURCE: US CENSUS BUREAU: STATE AND COUNTY QUI CKFACTS.

ECONOM CS

MEDI AN HOUSEHOLD | NCOME: $104, 708

PERCENTACE OF PERSONS BELOW POVERTY LEVEL: 5.4%

SCURCES: CARROLL COUNTY DEPARTMENT OF ECONOM C DEVELOPMENT AND US CENSUS

BUREAU: STATE AND COUNTY QUI CKFACTS.
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Provide the following information.

1 Required descriptions. Provide the descriptions required for Part I, lines 3c, 6a, and 7; Part Il and Part Ill, lines 2, 3, 4, 8 and

9b.

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

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

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

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

Affiliated health care system. If the organization is part of an affiliated health care system, describe the respective roles of the

organization and its affiliates in promoting the health of the communities served.

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

organization, files a community benefit report.

OTHER SI GNI FI CANT DEMOGRAPHI C CHARACTERI STI CS

ACCORDI NG TO THE AMERI CAN COMMUNI TY SURVEY THE PERCENTAGE OF UNI NSURED
PATI ENTS IN CARROLL COUNTY IS 3.7% IN FY 2020, OF THE CARROLL COUNTY

RESI DENTS THAT WERE HOSPI TALI ZED (El THER AT CHC OR OTHER HOSPI TALS) 14. 1%
VERE ENROLLED I N MEDI CAL ASSI STANCE PROGRAMS | N CARROLL COUNTY, WH CH

| NCLUDES MCHI P, PAC, AND MEDI CAL ASSI STANCE. THE AVERAGE LI FE EXPECTANCY

W THI N CARROLL COUNTY WAS 79 YEARS.

PART VI, LINE 5:

CARROLL HOSPI TAL CENTER, FOUNDED I N 1961, IS THE SOLE HOSPI TAL SERVI NG
THE JURI SDI CTI ON OF CARROLL COUNTY, MARYLAND W TH A 2021 POPULATI ON OF
MORE THAN 173, 000 PERSONS. CARROLL HOSPI TAL CENTER IS THE SECOND LARGEST
EVMPLOYER I N CARROLL COUNTY W TH OVER 2, 000 ASSOCI ATES IN FY 2022. CARROLL

HOSPI TAL CENTER | S ACCREDI TED BY THE JO NT COWM SSI ON.

OUR GOVERNI NG BODY | S COVPRI SED PREDOM NANTLY OF | NDEPENDENT LEADERS

REPRESENTATI VE OF OUR COVMUNI TY WHO ASSURE THAT ALL FI NANCI AL
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Provide the following information.

1 Required descriptions. Provide the descriptions required for Part I, lines 3c, 6a, and 7; Part Il and Part Ill, lines 2, 3, 4, 8 and

9b.

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

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

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

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

Affiliated health care system. If the organization is part of an affiliated health care system, describe the respective roles of the

organization and its affiliates in promoting the health of the communities served.

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

organization, files a community benefit report.

SURPLUSESTHE HCSPI TAL GENERATES ARE USED EXCLUSI VELY TO FURTHER THE

CHARI TABLE PURPOSES OF THE ORGANI ZATI ON.

CARROLL HOSPI TAL OFFERS DI VERSE SERVI CE LI NES | NCLUDI NG COVPREHENSI VE
ACUTE CARE SUCH AS MEDI CAL, SURG CAL, PERI-NATAL, PEDI ATRICS, PSYCHI ATRY,
MEDI CAL AND RADI ATI ON ONCOLOGY, ADULT | NTENSI VE CARE AND CARDI OVASCULAR
SERVI CES, | NCLUDI NG EMERGENCY PERCUTANEOQOUS | NTERVENTI ONAL CARDI OLOGY.
BOTH HOME- BASED AND | NPATI ENT HOSPI CE CARE ARE PROVI DED THROUGH OUR

AFFI LI ATE, BRI DA NGL.I FE, I NC. (FORMERLY CARRCLL HOSPI CE, INC.), DI VERSE
DI AGNOSTI C SERVI CES ARE PROVI DED AT MULTI PLE LOCATI ONS AND | NCLUDE BOTH
LABORATORY AND RADI OLOG C CAPABI LI TIES. THE HOSPI TAL PARTI Cl PATES I N

MEDI CARE AND MEDI CAl D PROGRANS.

THERE ARE APPROXI MATELY 450 PHYSI Cl ANS REPRESENTI NG 38 SPECI ALTI ES ON

CARROLL' S MEDI CAL STAFF. THE HOSPI TAL OPERATES AN EMERGENCY DEPARTMENT

(ED) SERVI NG ALL PERSONS REGARDLESS OF ABILITY TO PAY.

AN EXTENSI VE NETWORK OF HOSPI TAL AFFI LI ATED PHYSI CI AN PRACTI CES ASSURES
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Provide the following information.

1

Required descriptions. Provide the descriptions required for Part |, lines 3c, 6a, and 7; Part Il and Part lll, lines 2, 3, 4, 8 and
9b.

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

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

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

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

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

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

ADEQUATE AVAI LABI LI TY OF BOTH PRI MARY AND SPECI ALTY CARE PHYSI CI ANS

THROUGHOUT THE SERVI CE AREA MEETI NG THE CARRCLL HOSPI TAL CENTER STANDARDS

OF EXCELLENCE AND | NCORPCRATI NG THE SAME VALUES AND PRI NCI PLES. BUI LDI NG

ON I TS LONG TRADI TI ON OF COLLABORATI ON W TH OUR LOCAL RESI DENTS, THE

HOSPI TAL, I N JO NT EFFORT W TH THE CARRCLL COUNTY HEALTH DEPARTMENT,

ESTABL| SHED THE PARTNERSHI P FOR A HEALTHI ER CARROLL COUNTY, | NC. (THE

PARTNERSHI P) I N 1999 TO LI NK HOSPI TAL STRENGTHS, ALONGSI DE THOSE OF OTHER

VEELL- ESTABLI SHED COMVUNI TY PARTNERS, TO ACHI EVE AN | MPROVED HEALTH

STATUS. THE PARTNERSHI P IS A SECTI ON 501(C) (3) TAX- EXEMPT ORGAN ZATI ON

THAT RECEIVES A MAJORITY OF I TS OPERATI NG FUNDS FROM CONTRI BUTI ONS MADE

DI RECTLY BY THE HOSPI TAL.

THE PARTNERSH P WAS ESTABLI SHED TO

- ASSESS UNMET HEALTH NEEDS | N OUR COVWUNI TY

- EXPAND THE CAPACI TY FOR HEALTH AND QUALI TY OF LI FE | MPROVEMENT I N CUR

COMMUNI TY

- SERVE AS OUR COLLABORATI VE VEHI CLE FOR | NTERACTI ON W TH THE COVMUNI TY
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Provide the following information.

1 Required descriptions. Provide the descriptions required for Part I, lines 3c, 6a, and 7; Part Il and Part Ill, lines 2, 3, 4, 8 and

9b.

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

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

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

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

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

Affiliated health care system. If the organization is part of an affiliated health care system, describe the respective roles of the

organization and its affiliates in promoting the health of the communities served.

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

organization, files a community benefit report.

-DRI VE THE EFFORT TO CREATE A HEALTHI ER CARROLL COUNTY COVMUNI TY

THI' S STRATEGY HAS ALLOWNED CARROLL HOSPI TAL CENTER TO REMAI N CONTI NUALLY
VEELL- CONNECTED TO THE COVMUNI TY, TO LEVERAGE RESOURCES | N ACTI ON
ALONGSI DE THOSE OF OTHER KEY ORGANI ZATI ONS AND AGENCI ES ( PARTI CULARLY,
THE CARROLL COUNTY HEALTH DEPARTMENT) AND TO ASSURE MEASURABLE RESULTS.
MONI TORI NG THE HEALTH STATUS OF THE COVMMUNI TY IS AN ONGO NG AND

I NTERACTI VE PROCESS ENGAGED I N BY CARROLL HOSPI TAL CENTER AND THE
PARTNERSHI P. CARRCLL HOSPI TAL CENTER AND THE PARTNERSHI P PURSUE

| MPROVEMENT | N THE COMMUNI TY HEALTH | MPROVEMENT AREAS (CHI AS) VI A
LEADERSHI P TEAMS COVPRI SED OF DI VERSE | NDI VI DUALS AND ORGANI ZATI ONS WHO
SHARE EXPERTI SE AND | NTEREST IN THE CHI A, THOSE LEADERS DEVELOP AND

| MPLEMENT ACTI ON PLANS SPECI FI CALLY | NTENDED TO ACCOWPLI SH TARGETED
RESULTS. "HEALTHY CARRCLL VI TAL SIGNS' ARE THEN AFFI RMED, ARE SPECI FIC TO
EACH CH A LEADERSH P TEAM AND SERVE AS ONE OF THE PRI MARY TOOLS FOR
RESULTS REPORTI NG WAV HEATLHYCARROLL. ORG | S THE PARTNERSHI P' S VEBSI TE
VHERE CURRENT SECONDARY DATA, NATI ONAL BENCHVARKS, | MPROVEMENT TARGETS

AND BEST PRACTI CE REFERENCES ARE EASI LY AVAI LABLE, ARE AS CURRENT AS
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Provide the following information.

1

Required descriptions. Provide the descriptions required for Part |, lines 3c, 6a, and 7; Part Il and Part lll, lines 2, 3, 4, 8 and
9b.

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

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

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

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

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

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

AVAI LABLE, AND ARE AVAI LABLE TO ANYONE AT NO COST.

CARROLL HOSPI TAL CENTER HAS LONG RECOGNI ZED THAT PROMOTI NG THE HEALTH OF

ITS COMUNITY IS ONE OF | TS ESSENTI AL RESPONSI Bl LI TI ES. EXTENSI VE

COVMMUNI TY OQUTREACH AND LEARNI NG PROGRAMS ARE OFFERED BY THE HOSPI TAL W TH

AN EMPHASI S ON DI SEASE PREVENTI ON, EARLY | NTERVENTI ON AND WELLNESS.

OUR | NTEGRATED APPRCOACH RECOGNI ZES AND STRI VES TO ELI M NATE BARRI ERS SUCH

AS TRANSPORTATI ON CHALLENGES OR LI M TED ABI LI TI ES TO PURCHASE ESSENTI AL

PRESCRI PTI ON PRODUCTS; | T ALSO | NCLUDES MORE | N- COVWMUNI TY CARE

COORDI NATI ON AND ASSI STANCE W TH NAVI GATI NG THE OFTEN COVPLEX WORLD OF

HEALTH CARE ASSOCI ATED SERVI CES.

CHC IS ONE OF THE FOUNDI NG AND FUNDI NG PARTNERS I N A UNI QUE AND HI GLY

SUCCESSFUL | NTEGRATED PRI MARY CARE CENTER KNOWN AS ACCESS CARROLL, | NC.

AT ACCESS CARRCLL, INC. THE BARRIERS OF LOW I NCOVE AND I NELIG BILITY FOR

STATE, FEDERAL OR OTHER | NSURANCE ASSI STANCE ARE BEI NG ELI M NATED FOR

SI GNI FI CANT NUMBERS OF CARRCOLL COUNTY RESI DENTS WHO ARE RECEI VI NG THE
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Provide the following information.

1

Required descriptions. Provide the descriptions required for Part |, lines 3c, 6a, and 7; Part Il and Part lll, lines 2, 3, 4, 8 and
9b.

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

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

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

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

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

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

organization, files a community benefit report.

SAME | NTEGRATED PRI MARY AND SPECI ALTY CARE SERVI CES NEEDED TO MANAGE

THEI R ACUTE AND/ OR CHRONI C DI SEASE | SSUES AS THEI R H GHER | NCOVE AND

I NSURED NEI GHBORS. | N ADDI TI ON TO THE PRI MARY AND SPECI ALTY MEDI CAL CARE

AND CARE MANAGEMENT NAVI GATI ON ASSI STANCE, THE ACCESS CARRCLL PATI ENTS

RECEI VE DI AGNOSTI C LABORATORY AND RADI OLOGY SERVI CES, DENTAL SERVI CES,

PRESCRI PTI ON ASSI STANCE AND MORE.

CARROLL HOSPI TAL CENTER CONTRI BUTED $1, 071, 508 TO ACCESS CARRCLL I N FY22

TO COVER SALARY AND BENEFI T EXPENSES FOR THE EXECUTI VE DI RECTOR, BUSI NESS

OPERATI ONS MANAGER AND RN HEALTH NAVI GATOR, AS VELL AS OPERATI ONAL

EXPENSES. THE HOSPI TAL ALSO PROVI DES LABORATORY AND DI AGNOSTI C | MAG NG

SERVI CES TO ACCESS CARROLL, CAPTURED UNDER CHARI TY CARE, WHI CH TOTALED

$6, 049 I N FY22.

THESE HEALTH PROMOTI ON EFFORTS ARE | N ADDI TI ON TO PROGRAM5S AND SERVI CES

THAT SEEK TO HELP PEOPLE CHANGE THEI R LI FESTYLES TO MOVE TOMRD A STATE

OF OPTI MAL HEALTH I N M ND, BCODY AND SPIRI T. CARROLL HOSPI TAL CENTER

DEMONSTRATES | TS COVWM TMENT TO | MPROVI NG THE HEALTH AND WELLNESS OF THE
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Provide the following information.

1

Required descriptions. Provide the descriptions required for Part |, lines 3c, 6a, and 7; Part Il and Part lll, lines 2, 3, 4, 8 and
9b.

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

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

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

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

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

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

organization, files a community benefit report.

COMMUNI TIES I T SERVES BY PROVI DI NG SERVI CES AND PROGRAMS THAT ADDRESS

CRI TI CAL NEEDS, | NCLUDI NG HEALTH CARE TO VULNERABLE OR UNDERSERVED

PEOPLE, PUBLI C HEALTH PROGRAMS, AND HEALTH EDUCATI ON, SCREENI NG AND

PREVENTI ON SERVI CES. THESE PROGRAMS AND ACTI VI TI ES | NCLUDED HOSPI CE

SERVI CES, PHYSI CI AN SUPPORT, CHARI TY/ UNCOVPENSATED CARE, EDUCATI ON

PROGRAMS, HEALTH SCREENI NGS, SUPPORT GROUPS, HEALTH PROFESSI ONS EDUCATI ON

AND COVMMUNI TY CONTRI BUTI ONS.

CARROLL HOSPI TAL CENTER OFFERS THESE PROGRAMS AND SERVI CES NOT ONLY TO

ADDRESS THE NEEDS OF PEOPLE W TH CHRONI C OR ACUTE MEDI CAL | SSUES, BUT

ALSO TO ADDRESS PREVENTI ON AND EDUCATI ON TO KEEP OUR POPULATI ON VAELL.

JSA
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Schedule H (Form 990) 2021 CARROLL HOSPI TAL CENTER, | NC. 52- 1452024 pPage 10
Supplemental Information

Provide the following information.

1 Required descriptions. Provide the descriptions required for Part I, lines 3c, 6a, and 7; Part Il and Part Ill, lines 2, 3, 4, 8 and
9b.

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

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

4 Community information. Describe 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 promoting the health of the community (e.g., open medical staff, community
board, use of surplus funds, etc.).

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

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

PART VI, LINE 6:

CARROLL HOSPI TAL, A LI FEBRI DGE HEALTH CENTER, | S PART OF AN AFFI LI ATED
HEALTH CARE SYSTEM THAT PROVI DES AN ARRAY OF HEALTH CARE SERVI CES TO I TS
COMMUNI TY. THE HOSPI TAL, AS A SOLE COMMUNI TY PROVI DER, PROVI DES BOTH

| NPATI ENT AND OUTPATI ENT CARE, | NCLUDI NG ESSENTI AL HEALTH CARE SERVI CES
SUCH AS OBSTETRI CS, EMERCGENCY SERVI CES, PEDI ATRIC, AND CRI Tl CAL CARE,

VH CH WOULD LI KELY OTHERW SE NOT BE PROVI DED W THI N CARROLL COUNTY DUE TO
THEI R UNPROFI TABLE NATURE (HI GH COST SERVI CES W TH RELATI VELY LOW

REI MBURSEMENT) . ADDI TI ONALLY, THE HOSPI TAL | S RELATED TO A GROUP

PHYSI CI AN PRACTI CE ( CARROLL HEALTH GROUP), WHI CH PROVI DES PRI MARY AND
SPECI ALTY CARE SERVI CES TO THE COVMMUNI TY. THE PROVI SI ON OF PHYSI CI AN
SERVI CES HELPS MEET AN | DENTI FI ED COVMMUNI TY HEALTH NEED FOR ADDI TI ONAL
PRI MARY AND SPECI ALTY CARE PHYSI Cl ANS AND PROVI DERS | N THE COVMMUNI TY.

BRI DG NGLI FE, I NC. (FORMERLY KNOWN AS CARROLL HOSPICE, INC. ), AN

AFFI LI ATE OF CARROLL HOSPI TAL, PROVI DES | NPATI ENT HOSPI CE CARE, AS VELL
AS RESI DENTI AL HOSPI CE AND PALLI ATI VE CARE, TO PATI ENTS NEARI NG THE END

OF LIFE. BRI DA NGLI FE PROVI DES PAI N MANAGEMENT AND SYMPTOM CONTRCL AND

JSA Schedule H (Form 990) 2021
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Schedule H (Form 990) 2021 CARROLL HOSPI TAL CENTER, | NC. 52- 1452024 pPage 10

=E1g@YIl Supplemental Information

Provide the following information.

1

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

any CHNAs reported in Part V, Section B.

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

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

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

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

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

organization, files a community benefit report.

HELPS COCRDI NATE HOVE AND | NPATI ENT SERVI CES. | N ORDER TO PROVI DE

COVPREHENSI VE AND COMPASSI ONATE CARE, BRI DA NGLI FE UTI LI ZES AN

| NTERDI SCI PLI NARY TEAM | NCLUDI NG PHYSI CI ANS, NURSES, SOCI AL WORKERS,

CLERGY, PHARNMACI STS, AND HOVE HEALTH Al DES. FURTHER, BRI DA NGLI FE

PROVI DES BEREAVEMENT CARE FOR FAM LY MEMBERS FOR UP TO THI RTEEN MONTHS,

AS VELL AS FOR THE BROADER COVMUNI TY AS NEEDED.

PART VI, LINE 7:

LI

ST OF STATES RECEI VI NG COVWUNI TY BENEFI T REPORT:

MD

JSA
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SCHEDULE | Grants and Other Assistance to Organizations, | OMB No. 1545-0047

(Form 990) Governments, and Individuals in the United States 2@21
Complete if the organization answered "Yes" on Form 990, Part 1V, line 21 or 22.
5 » Attach to Form 990. Open to Public
epartment of the Treasury .
Internal Revenue Service » Go to www.irs.gov/Form990 for the latest information. Inspection
Name of the organization Employer identification number
CARROLL HOSPI TAL CENTER, | NC. 52- 1452024

General Information on Grants and Assistance
1 Does the organization maintain records to substantiate the amount of the grants or assistance, the grantees' eligibility for the grants or assistance, and
the selection criteria used to award the grants Or @ssiStanCe? . . . . .t v v v v b i v v e e e e e e e e e e e e e e e e e e e e Yes |:| No
2 Describe in Part IV the organization's procedures for monitoring the use of grant funds in the United States.

Il Grants and Other Assistance to Domestic Organizations and Domestic Governments. Complete if the organization answered "Yes" on Form 990,
Part IV, line 21, for any recipient that received more than $5,000. Part Il can be duplicated if additional space is needed.

1 (a) Name and address of organization (b) EIN (c) IRC section (d) Amount of cash | (e) Amount of non- ((ft)u MEIhOd of valuatioln (9) Description of (h) Purpose of grant
or government (if applicable) grant cash assistance 00K, Fch)llt\ééspprmsa, noncash assistance or assistance
(1) ACCESS CARROLL
10 DI STI LLERY DR WESTM NSTER, MD 21157 20- 2146701 [501(C)(3) 1,071, 508. SEE PART |V
(2) PARTNERSHI P FOR A HEALTHI ER CARROLL COUNTY
535 OLD WEST. PIKE WESTM NSTER, MD 21157 52- 2156892 [501(C)(3) 201, 935. SEE PART |V
(3)
(4)
(5)
(6)
(7
(8)
(9)
(10)
(11)
(12)
2 Enter total number of section 501(c)(3) and government organizations listed inthe line1table . . . . . . . . . . o v o v o v i i v i i o h e e | 4 2
3 Enter total number of other organizations listed inthe line 1table. . . . . v o v v 0 v i 0 v i s st s e e e e e e e e e e e e e e »
For Paperwork Reduction Act Notice, see the Instructions for Form 990. Schedule | (Form 990) 2021
JSA

1E1288 1.000

75



Schedule | (Form 990) (2021) CARROLL HOSPI TAL CENTER, | NC. 52- 1452024 Page 2
eIl Grants and Other Assistance to Domestic Individuals. Complete if the organization answered "Yes" on Form 990, Part IV, line 22.
Part lll can be duplicated if additional space is needed.
(a) Type of grant or assistance (b) Number of (c) Amount of (d) Amount of (e) Method of valuation (book, (f) Description of non-cash assistance
recipients cash grant non-cash assistance FMV, appraisal, other)
1
2
3
4
5
6
7
e\ Supplemental Information. Provide the information required in Part |, line 2, Part lll, column (b); and any other additional
information.

SCHEDULE |, PART I, LINE 2:

THE FI RST GRANT PROVIDED IS TO ACCESS CARROLL, WHICH I S A JO NT VENTURE
BETWEEN CARROLL HOSPI TAL, THE CARRCLL COUNTY HEALTH DEPARTMENT AND THE
PARTNERSHI P FOR A HEALTHI ER CARROLL COUNTY. ACCESS CARROLL IS A 501(C) (3)
TAX EXEMPT ORGANI ZATI ON THAT PROVI DES FREE HEALTH CARE TO UNI NSURED,
LOW | NCOVE CARROLL CQOUNTY RESI DENTS WHO MEET CERTAIN ELI G BILITY

REQUI REMENTS.

THE SECOND GRANT PROVIDED | S TO THE PARTNERSHI P FOR A HEALTHI ER CARROLL

JSA
1E1504 1.000
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Schedule | (Form 990) (2021)

CARROLL HOSPI TAL CENTER,

I NC.

52- 1452024 Page 2

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

Part lll can be duplicated if additional space is needed.

(a) Type of grant or assistance

(b) Number of
recipients

(c) Amount of
cash grant

(d) Amount of
non-cash assistance

(e) Method of valuation (book,
FMV, appraisal, other)

(f) Description of non-cash assistance

7

e\ Supplemental Information. Provide the information required in Part |, line 2, Part lll, column (b); and any other additional

information.

COUNTY, A RELATED ORGANI ZATI ON THAT IS CONTROLLED BY THE ORGANI ZATI ON AND

IS A JONT VENTURE WTH THE CARROLL COUNTY HEALTH DEPARTMENT. THE

PARTNERSHI P FOR A HEALTHI ER CARROLL COUNTY IS A 501(C)(3) TAX EXEMPT

ORGANI ZATI ON THAT | S DEDI CATED TO | MPROVI NG THE HEALTH AND QUALI TY OF

LI FE OF I NDI VI DUALS LI VING I N CARROCLL COUNTY, MARYLAND.

JSA
1E1504 1.000

77

Schedule | (Form 990) (2021)



Schedule | (Form 990) (2021) CARROLL HOSPI TAL CENTER, | NC. 52- 1452024 Page 2

eIl Grants and Other Assistance to Domestic Individuals. Complete if the organization answered "Yes" on Form 990, Part IV, line 22.
Part lll can be duplicated if additional space is needed.
(a) Type of grant or assistance (b) Number of (c) Amount of (d) Amount of (e) Method of valuation (book, (f) Description of non-cash assistance
recipients cash grant non-cash assistance FMV, appraisal, other)
1
2
3
4
5
6
7
e\ Supplemental Information. Provide the information required in Part |, line 2, Part lll, column (b); and any other additional
information.

SCHEDULE |, PART |, LINE 1H

NAME OF THE ORGANI ZATI ON: ACCESS CARROLL
EIN: 20-2146701

PURPCSE: TO SUPPCORT THE OPERATI ONS OF ACCESS CARROLL.

NAME OF THE ORGANI ZATI ON: PARTNERSHI P FOR A HEALTHI ER CARROLL COUNTY
EIN. 52-2156892

PURPOSE: TO SUPPCORT THE OPERATI ONS OF PARTNERSHI P

Schedule | (Form 990) (2021)
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SCHEDULE J Compensation Information |_ome no. 1545-0047

Compensated Employees

(Form 990) For certain Officers, Directors, Trustees, Key Employees, and Highest 2@21

» Complete if the organization answered "Yes" on Form 990, Part IV, line 23.

Department of the Treasury P Attach to Form 990. Open to Public
Internal Revenue Service P Go to www.irs.gov/Form990 for instructions and the latest information. Inspection
Name of the organization Employer identification number
CARROLL HOSPI TAL CENTER, | NC. 52-1452024
Questions Regarding Compensation
Yes | No
la Check the appropriate box(es) if the organization provided any of the following to or for a person listed on Form
990, Part VII, Section A, line 1a. Complete Part lll to provide any relevant information regarding these items.
First-class or charter travel Housing allowance or residence for personal use
Travel for companions Payments for business use of personal residence
Tax indemnification and gross-up payments Health or social club dues or initiation fees
Discretionary spending account Personal services (such as maid, chauffeur, chef)
b If any of the boxes on line 1a are checked, did the organization follow a written policy regarding payment
or reimbursement or provision of all of the expenses described above? If "No,” complete Part Ill to
BXPIAIN . L e e e e e e e e e e e e e e b | X
2 Did the organization require substantiation prior to reimbursing or allowing expenses incurred by all
directors, trustees, and officers, including the CEO/Executive Director, regarding the items checked on line
I 2
3 Indicate which, if any, of the following the organization used to establish the compensation of the
organization's CEO/Executive Director. Check all that apply. Do not check any boxes for methods used by a
related organization to establish compensation of the CEO/Executive Director, but explain in Part Ill.
Compensation committee Written employment contract
Independent compensation consultant Compensation survey or study
Form 990 of other organizations Approval by the board or compensation committee
4 During the year, did any person listed on Form 990, Part VII, Section A, line 1a, with respect to the filing
organization or a related organization:
a Receive a severance payment or change-of-control payment?. . . . . . . . . . . . . i ittt 4a X
b Participate in or receive payment from a supplemental nonqualified retrementplan? . . . . ... .. ... ... 4b X
Participate in or receive payment from an equity-based compensation arrangement? . . . . . . . . .. 40w .. 4c X
If "Yes" to any of lines 4a-c, list the persons and provide the applicable amounts for each item in Part lIl.
Only section 501(c)(3), 501(c)(4), and 501(c)(29) organizations must complete lines 5-9.
5 For persons listed on Form 990, Part VI, Section A, line 1la, did the organization pay or accrue any
compensation contingent on the revenues of:
a The organization? . . . . v i v v i it e e e e e e e e e e e e e e e e e e e e e e e e e e e e e 5a X
b Anyrelated organization? . . . . . . . i i i i e e e e e e e e e e e e e e e e e e e e e e e e e e 5b X
If “Yes" on line 5a or 5b, describe in Part lll.
6 For persons listed on Form 990, Part VI, Section A, line 1la, did the organization pay or accrue any
compensation contingent on the net earnings of:
a The organization? . . . . v i v v i it e s e e e e e e e e e e e e e e e e e e e e e e e e e e e e e 6a X
b Anyrelated organization? . . . . . . . i i i i e e e e e e e e e e e e e e e e e e e e e e e e e e 6b X
If “Yes" on line 6a or 6b, describe in Part lll.
7 For persons listed on Form 990, Part VI, Section A, line la, did the organization provide any nonfixed
payments not described on lines 5 and 672 If "Yes," describeinPartlll. . . . ... ... ... ........... 7 X
8 Were any amounts reported on Form 990, Part VII, paid or accrued pursuant to a contract that was subject
to the initial contract exception described in Regulations section 53.4958-4(a)(3)? If "Yes," describe
Q0= | 8 X
9 If "Yes" on line 8, did the organization also follow the rebuttable presumption procedure described in
Regulations section 53.4958-6(C)? . . . . . & v i i i i i i i e e e e e e e e e e e e e e e e e e e 9
For Paperwork Reduction Act Notice, see the Instructions for Form 990. Schedule J (Form 990) 2021
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Schedule J (Form 990) 2021 CARROLL HOSPI TAL CENTER, | NC. 52-1452024

REaQIl Officers, Directors, Trustees, Key Employees, and Highest Compensated Employees. Use duplicate copies if additional space is needed.
For each individual whose compensation must be reported on Schedule J, report compensation from the organization on row (i) and from related organizations, described in the
instructions, on row (ii). Do not list any individuals that aren't listed on Form 990, Part VII.

Note: The sum of columns (B)(i)-(iii) for each listed individual must equal the total amount of Form 990, Part VI, Section A, line 1a, applicable column (D) and (E) amounts for that
individual.

Page 2

(B) Breakdown of W-2 and/or 1099-MISC and/or 1099-NEC compensation (C) Retirement and (D) Nontaxable (E) Total of columns (F) Compensation
(A) Name and Title (i) Base (i) Bonus & incentive (iii) Other other deferred benefits ®)([)-(D) in column (B) reported
compensation compensation reportablg compensation as d('a:fgrrrr:]ac;gg prior
compensatlon

NEIL M MELTZER 0) NONE! NONE| NONE NONE NONE NONE NONE

1 DI RECTOR/ LBH PRESI DENT/ CEO (ii) 1, 052, 468. 1,442, 162. 608, 517. 34, 349. 25, 805. 3,163, 301. 402, 199.
LESLI E R SI MMONS 0) NONE! NONE| NONE NONE NONE NONE NONE

2 FORVER DI R / PRES. CHC/ COO LBH (ii) 681, 592. 459, 362. 263, 444. 176, 752. 25, 006. 1, 606, 156. 172, 791.

M CHAEL MYERS 0) 292, 841. 67, 706. 38, 883. 47,442, 32, 810. 479, 682. 26, 408.
3 VP RATES & REIMB. & CFO CHC (ii) NONE NONE| NONE NONE NONE| NONE NONE
GARRETT W HOOVER 0) 365, 446. 153, 808. 36, 468. 1, 960. 30, 615. 588, 297. NONE
4 DI RECTOR/ PRESI DENT/ COO OF CHC (ii) NONE NONE| NONE NONE NONE| NONE NONE
STEPHANI E J. REID 0) 244, 401. 54, 314. 75, 991. 10, 874. 1, 803. 387, 383. NONE
5 CNO' VP PATI ENT CARE SERVI CES (ii) NONE NONE| NONE NONE NONE| NONE NONE
SHARON L. MCCLERNAN 0) 207, 288. 51, 126. 50, 148. 34, 938. 32, 951. 376, 451. NONE
6 VP OF CLINI CAL | NTEGRATI ON (ii) NONE NONE| NONE NONE NONE| NONE NONE
MARK D. OLSZYK 0) 366, 556. 91, 860. 82, 932. 46, 052. 170. 587, 570. NONE
7 CHI EF MEDI CAL OFFI CER/ VP (ii) 91, 639. 22, 965. 20, 733. 11, 513. 43. 146, 893. NONE
CRI' S COLEMAN 0) 77, 345. 14, 285. 606. 9, 930. 2, 816. 104, 982. NONE
8 VP FIN CARROLL, CFO LEVI NDALE (if) 232, 035. 42, 855. 1, 821. 29, 790. 8, 450. 314, 951. NONE
JED S. ROSEN, M D. 0) 384, 391. 24, 150. 2, 286. 3, 946. 26, 986. 441, 759. NONE
9 CHIEF OF SURGERY (ii) NONE NONE NONE NONE NONE NONE NONE
FLAVIO W KRUTER, M D. | 853, 153. 225, 301. 2, 286. 23, 716. 25, 246. 1,129, 702. NONE
10 PHYSI Gl AN (ii) NONE NONE NONE NONE NONE NONE NONE
QWEl GAl, MD. 0) 529, 294. 245, 011. 774. 2,712. 30, 666. 808, 457. NONE
11 PHYSI Gl AN (ii) NONE NONE NONE NONE NONE NONE NONE
DARLENE GABEAU, M D. 0) 540, 869. 18, 277. 19, 770. 2,108. 33, 824. 614, 848. NONE
12 PHYSI Gl AN (ii) NONE NONE NONE NONE NONE NONE NONE
MARLANA OTTI NGER, M D. | () 450, 934. NONE| 759. 331. 12, 885. 464, 909. NONE
13 PHYSI Gl AN (ii) NONE NONE NONE NONE NONE NONE NONE
JAMES ROBERGE 0) NONE! NONE| NONE NONE NONE NONE NONE

14 VP CAPI TAL | MPROV. & SUPPORT (ii) 286, 771. 74, 413. 72, 164. 48, 087. 30, 398. 511, 833. 34, 939.
TERRENCE CARNEY 0) NONE! NONE| NONE NONE NONE NONE NONE

15 VP SUPPLY CHAIN (if) 276, 300. 96, 129. 82, 151. 19, 147. 2,081. 475, 808. 42, 464.
DAVI D KRAJEWSKI 0) NONE! NONE| NONE NONE NONE NONE NONE

16 ASSI STANT TREASURER (if) 743, 929. 505, 741. 336, 449. 197, 271. 29, 919. 1, 813, 309. 280, 798.

Schedule J (Form 990) 2021
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Schedule J (Form 990) 2021

CARROLL HOSPI TAL CENTER,

I NC.

52-1452024

Page 2

Officers, Directors, Trustees, Key Employees, and Highest Compensated Employees. Use duplicate copies if additional space is needed.

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

individual.
(B) Breakdown of W-2 and/or 1099-MISC and/or 1099-NEC compensation | c) Retirement and (D) Nontaxable (E) Total of columns (F) Compensation
(A) Name and Title (i) Base (i) Bonus & incentive (iii) Other other deferred benefits (B)(i)-(D) in column (B) reported
compensation compensation reportablg compensation as d?:fg:;?%gg prior
compensation
NANCY KANE @i) NONE| NONE| NONE NONE NONE NONE NONE

1 VP FI NANCI AL REPORTI NG (i) 260, 208. 65, 626. 42, 708. 61, 651. 27, 159. 457, 352. 28, 164.
0]
2 (ii)
0]
3 (ii)
0]
4 (ii)
0]
5 (ii)
0]
6 (ii)
0]
7 (ii)
0]
8 (ii)
0]
9 (ii)
0]
10 (ii)
0]
11 (ii)
0]
12 (ii)
0]
13 (ii)
0]
14 (ii)
0]
15 (ii)
0]
16 (i)
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Schedule J (Form 990) 2021 CARROLL HOSPI TAL CENTER, | NC.

52-1452024

Page 3

=E13lI[l Supplemental Information

Provide the information, explanation, or descriptions required for Part |, lines 1a, 1b, 3, 4a, 4b, 4c, 5a, 5b, 6a, 6b, 7, and 8, and for Part Il. Also complete this part

for any additional information.

SCHEDULE J, PART |, LINE 1A

THE ORGANI ZATI ON PAYS MEMBERSHI P DUES FOR SELECT SENI OR EXECUTI VES AT A

CLUB USED FOR BUSI NESS MEETI NGS AND EVENTS.

SCHEDULE J, PART I, LINE 3:

THE COVPENSATI ON OF CARRCLL HOSPI TAL CENTER, INC.'S CEQ EXECUTI VE

DI RECTOR | S DETERM NED AT THE PARENT LEVEL BY LI FEBRI DGE HEALTH, | NC. THE
METHODS USED AT LI FEBRI DGE HEALTH, | NC. | NCLUDE A COVPENSATI ON COW TTEE,
| NDEPENDENT COVPENSATI ON CONSULTANT, WRI TTEN EMPLOYMENT CONTRACT,
COVPENSATI ON SURVEY OR STUDY AND APPROVAL BY THE BOARD OR COVPENSATI ON

COW TTEE.

JSA
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Schedule J (Form 990) 2021

CARROLL HOSPI TAL CENTER,

I NC.

52-1452024

Page 3

=E13lI[l Supplemental Information

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

SCHEDULE J, PART I,

THE FOLLOW NG DI RECTORS AND OFFI CERS PARTI Cl PATED I N A LI FEBRI DGE HEALTH
SPONSORED SUPPLEMENTAL NONQUALI FI ED RETI REMENT PLAN DURI NG THE YEAR THE
AMOUNTS REPORTED BELOW REPRESENT EMPLOYER CONTRI BUTI ONS TO THE SECTI ON

457(F) PLAN MADE DURI NG THE YEAR

DAVI D KRAJEWSKI

LESLI E SI MVIONS

MARK D. COLSZYK

JAVES ROBERGE

M CHAEL MYERS

CRI'S COLEMAN

NANCY KANE

SHARON L. MCCLERNAN

THE FOLLOW NG DI RECTORS AND OFFI CERS RECEI VED PAYMENTS AS PART OF THEI R

PARTI Cl PATION I N A LI FEBRI DGE HEALTH SPONSORED NONQUALI FI ED SUPPLEMENTAL

LI NE 4B:

$159, 849
$145, 191
$ 50, 906
$ 34,837
$ 33,600
$ 29,727
$ 29,558
$

24,086

JSA
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Schedule J (Form 990) 2021 CARROLL HOSPI TAL CENTER, | NC. 52- 1452024 Page 3

=E13lI[l Supplemental Information
Provide the information, explanation, or descriptions required for Part |, lines 1a, 1b, 3, 4a, 4b, 4c, 5a, 5b, 6a, 6b, 7, and 8, and for Part Il. Also complete this part
for any additional information.

RETI REMENT PLAN DURI NG THE YEAR:

NElI L MELTZER $550, 299
DAVI D KRAJEWSKI $299, 687
LESLI E SI MVIONS $239, 743
MARK D. COLSZYK $ 98, 283
STEPHANI E REI D $ 75,991
JAVES ROBERGE $ 44,830

SHARON L. MCCLERNAN $ 44, 810

TERRENCE CARNEY $ 42,464
NANCY KANE $ 36, 030
M CHAEL MYERS $ 34, 849

COVPENSATI ON PROVI DED BY RELATED ORGANI ZATI ONS:

MR MELTZER RECEI VED COVPENSATI ON AS PRESI DENT OF LI FEBRI DGE HEALTH,

INC., NOT AS A DI RECTOR

Schedule J (Form 990) 2021
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Schedule J (Form 990) 2021 CARROLL HOSPI TAL CENTER, | NC. 52- 1452024 Page 3

=E13lI[l Supplemental Information
Provide the information, explanation, or descriptions required for Part |, lines 1a, 1b, 3, 4a, 4b, 4c, 5a, 5b, 6a, 6b, 7, and 8, and for Part Il. Also complete this part
for any additional information.

M5. SI MMONS RECEI VED COVPENSATI ON AS EXECUTI VE VI CE PRESI DENT AND CHI EF

OPERATI NG OFFI CER OF LI FEBRI DGE HEALTH, I NC., NOT AS A DI RECTOR

MR MYERS RECEI VED COMPENSATI ON AS CFQ VI CE PRESI DENT OF CARROLL HOSPI TAL

CENTER, INC., NOT AS A DI RECTOR

MR KRAJEWSKI RECEI VED COVPENSATI ON AS EXECUTI VE VI CE PRESI DENT AND CFO
OF LI FEBRI DGE HEALTH, | NC. AND PRESI DENT OF LI FEBRI DGE HEALTH PARTNERS,

INC., NOT AS AN OFFI CER

Schedule J (Form 990) 2021
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SCHEDULE K Supplemental Information on Tax-Exempt Bonds OMB No. 1545-0047

(Form 990) » Complete if the organization answered "Yes" on Form 990, Part IV, line 24a. Provide descriptions,
explanations, and any additional information in Part VI.
Department of the Treasury > Attach to Form 990. Oen to Public
Internal Revenue Service » Go to www.irs.gov/Form990 for instructions and the latest information. Inspection
Name of the organization Employer identification number
CARROLL HOSPI TAL CENTER, | NC. 52-1452024
Bond Issues
(a) Issuer name (b) Issuer EIN (c) CUSIP # | (d) Date issued (e) Issue price (f) Description of purpose (9) Defeased bEahfgaolfnof ?i)nzr?gilﬁg
Issuer
Yes No | Yes No | Yes [No
A MARYLAND HEALTH AND HI GHER EDUCATI ON FAC AUTHORI TY | 52- 0936091 574218HJ5 | 05/31/2012 124,790, 000. [REFUND 2002 BONDS, FAC ACQ RENOVA | X X X
B
C
D
Proceeds
A B C D
1 Amountofbondsretired . . . . . . . .. i i e e e e e e e e e . 15, 315, 417.
2 Amountofbondslegallydefeased. . . . . . ... ... i i i i it 105, 055, 980.
3 Total proceeds Of ISSUE . & . v v v v i i i e s e e e e e e e e e e e e e e e 124, 790, 000.
4  Gross proceedsinreservefunds . . . . . . i i i i h e e e e e e e e e e e e e s
5 Capitalized interest fromproceeds. . . . . . . v v i v v i v b i e e e e e
6 Proceeds inrefunding @SCrOWS. . . . v v v v v v v i v v v v e e e e e ek e e
7  Issuance coStSfrom Proceeds . . . v v v v v v e e e e e e e e e 100, 764.
8 Credit enhancementfrom proceeds . . . . . . vt v v i v b i i h e e e e e e e s
9  Working capital expenditures fromproceeds . . . . . . . . i i i i e w e
10  Capital expenditures from proceeds . . . . v v v v v v i i i i e e e e e e e e e e 14, 899, 236.
11 Other Spent ProCeeaS. .« v v v v v v v v v e e e e e e e e e e e e e e e 78, 596, 537.
12 Other UNSPent ProCeeaS . . v v v v v v vt v b i vt e v f e e e e e e e e
13  Year of substantialcompletion. . . . . . . ... ... 2012
Yes No Yes No Yes No Yes No
14  Were the bonds issued as part of a refunding issue of tax-exempt bonds (or,
if issued prior to 2018, acurrent refundingissue)? . . . . . . . . . . i e e e e X
15 Were the bonds issued as part of a refunding issue of taxable bonds (or, if
issued prior to 2018, anadvance refunding issue)?. . . . . . . . . . i v e w e e X
16 Has the final allocation of proceeds beenmade? . . . ... .. ... ... ... X
17 Does the organization maintain adequate books and records to support the
final allocation of proceeds? . . . . . . . . v v v i i i e e e e e e e X
For Paperwork Reduction Act Notice, see the Instructions for Form 990. Schedule K (Form 990) 2021
JSA
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Schedule K (Form 990) 2021

Page 2

Ml Private Business Use MARYLAND HEALTH AND HI GHER EDUCATI ON FAC AUTHORI TY
A B C
1 Was the organization a partner in a partnership, or a member of an LLC, Yes No Yes No Yes No Yes No
which owned property financed by tax-exemptbonds?. . . . . . . . ... 0. X
2 Are there any lease arrangements that may result in private business use of
bond-financed property? . . . . . . oo s e e e e e e e e e X
3a Are there any management or service contracts that may result in private
business use of bond-financed property? . . . . . . . . . i i i e e e e e e e X
b If "Yes" to line 3a, does the organization routinely engage bond counsel or other outside
counsel to review any management or service contracts relating to the financed property? . . . . . X
¢ Are there any research agreements that may result in private business use of
bond-financed property? . . . . . . i i e e e e e e e e e e e e e e a e X
d If "Yes" to line 3c, does the organization routinely engage bond counsel or other
outside counsel to review any research agreements relating to the financed property?. . X
4  Enter the percentage of financed property used in a private business use by entities
other than a section 501(c)(3) organization or a state or local government . . . . . . > 1. 0000 % % % %
5 Enter the percentage of financed property used in a private business use as a
result of unrelated trade or business activity carried on by your organization,
another section 501(c)(3) organization, or a state or local government . . . ... .. > 1. 0000 % % % %
6 Totaloflines4and5. . . . . . . 0 i i i i i ittt e e e e e e e e e e e e e 2.0000 % % % %
7 Does the bond issue meet the private security or paymenttest? _ ., . . . . ... ... .. X
8a Has there been a sale or disposition of any of the bond-financed property to a
nongovernmental person other than a501(c)(3) organization since the bonds were issued? X
b If "Yes" to line 8a, enter the percentage of bond-financed property sold or
disposed Of .+« @ v i i e e e e e e e e e e e e e e % % % %
¢ If"Yes" to line 8a, was any remedial action taken pursuant to Regulations
sections 1.141-12 and 1.145-27 . . . . & i v i i i i i e e e e e e
9 Has the organization established written procedures to ensure that all
nonqualified bonds of the issue are remediated in accordance with the
requirements under Regulations sections 1.141-12 and 1.145-2? ., , . . .. ... .. .. X
Arbitrage
A B C
1 Has the issuer filed Form 8038-T, Arbitrage Rebate, Yield Reduction and Yes No Yes No Yes No Yes No
Penalty in Lieu of Arbitrage Rebate? . . . . . . . . o v i i i i e e e e e e X
2 If"No" to line 1, did the following apply?
a Rebate notdue yet?, |, . . . . . . . i e e e e e e e e e e X
b Exceptiontorebate? . . . . . . i i i i i i i e e e e e e e e e e e e e e e X
C Norebatedue? . . . . v v v v i i i i e e e e e e e e e e e e e e e et X
If "Yes" to line 2c, provide in Part VI the date the rebate computation was
performed. . . . . . i e e e e e e e e e e e e e e e e e e e e e e e s
3 Isthe bond issue avariable rate issuUe?. . . . . . . . . i i i 4 e e e e e e e e e s X |
Schedule K (Form 990) 2021
JSA
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Schedule K (Form 990) 2021 Page 3
Arbitrage (continued) MARYLAND HEALTH AND HI GHER EDUCATI ON FAC AUTHORI TY
A B C D

4a Has the organization or the governmental issuer entered into a qualified Yes No Yes No Yes No Yes No
hedge with respecttothe bond iISSUE?. .« « & & v vt 4 v v b i 4 v e e e v a s u i naas X
Name of provider =+« v v v v vt e e i e e e e e e e e e e e e e e
Termofhedge. « v v @ v v v i i i i e e e e e e e e e e e e e e e e
Was the hedge superintegrated?. .« « &« v v v e i v h e e e e e e e e e e

o Q|0 (T

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

o
—|
@

3

=4
Q
O

d Was the regulatory safe harbor for establishing the fair market value of the GIC satisfied?

6 Were any gross proceeds invested beyond an available temporary period? . . . . . . .. X
7 Has the organization established written procedures to monitor the
requirements of SeCtion 1487 . . . . . & v i i i i e e e e e e e e e e e e e e e e s X
Procedures To Undertake Corrective Action

Yes No Yes No Yes No Yes No

Has the organization established written procedures to ensure that violations
of federal tax requirements are timely identified and corrected through the
voluntary closing agreement program if self-remediation isn't available under
applicable regulations? . . . . . . . . .. e e e e e e e e e X
Supplemental Information. Provide additional information for responses to questions on Schedule K. See instructions.

JSA
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Schedule K (Form 990) 2021 Page 4
EAYN Supplemental Information. Provide additional information for responses to questions on Schedule K (see instructions) (Continued)

SCHEDULE K, PART |, BOND I SSUES:

(A) | SSUER NAME: MARYLAND HEALTH AND HI GHER EDUCATI ON FAC AUTHORI TY
(F) DESCRI PTI ON OF PURPOSE: REFUND 2002 BONDS, FAC ACQ RENOVATI ON
SCHEDULE K, PART |V, ARBITRACE, LINE 2C

(A) | SSUER NAME: MARYLAND HEALTH AND HI GHER EDUCATI ON FAC AUTHORI TY
DATE THE REBATE COVPUTATI ON WAS PERFORMED: 07/01/ 2020

JSA
1E1511 1.000 Schedule K (Form 990) 2021



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

(Form 990) P Complete if the organization answered "Yes" on Form 990, Part IV, line 25a, 25b, 26, 27, 2@21
28a, 28b, or 28c, or Form 990-EZ, Part V, line 38a or 40b.
Department of the Treasury _ P Attach to Form 990 or Form 990-EZ. Open To Public
Internal Revenue Service P Go to www.irs.gov/Form990 for instructions and the latest information. Inspection
Name of the organization Employer identification number
CARROLL HOSPI TAL CENTER, | NC. 52- 1452024
Excess Benefit Transactions (section 501(c)(3), section 501(c)(4), and 501(c)(29) organizations only).
Complete if the organization answered "Yes" on Form 990, Part IV, line 25a or 25b, or Form 990-EZ, Part V, line 40b.
1 (a) Name of disqualified person (b) Relationship bg:\évzﬁir;:ti;?]ualified person and (c) Description of transaction (::;:":e:
(1)
(2)
(3
4
(5
(6)
2 Enter the amount of tax incurred by the organization managers or disqualified persons during the year
UNDEr SECHON 4058 & . o i i v i it e e et e et e e e e e e e e e e e e e e e e e > 3
3 Enter the amount of tax, if any, on line 2, above, reimbursed by the organization . .. ........... > 3
Loans to and/or From Interested Persons.
Complete if the organization answered "Yes" on Form 990-EZ, Part V, line 38a or Form 990, Part IV, line 26; or if the
organization reported an amount on Form 990, Part X, line 5, 6, or 22.
(@) Name of interested person (b) Relationship | (c) Purpose of | (d) Loan to or (e) Original (f) Balance due (@) In default?|(h) Approved| (i) Written
with organization loan from the principal amount by board or | agreement?
organization? committee?
To | From Yes No Yes No Yes No
(1)
(2)
(3
4
(5
(6)
(N
(8)
(9
(10)
TOtAl v v v u e e u e e h e e e e e e e e e e e e e e e e eaeeaaeaas > 3
Grants or Assistance Benefiting Interested Persons.
Complete if the organization answered "Yes" on Form 990, Part IV, line 27.
(a) Name of interested person (b) Relationship between interested |(c) Amount of assistance (d) Type of assistance (e) Purpose of assistance
person and the organization
(1)
(2)
(3
4
(5
(6)
(N
(8)
(9
(10
For Paperwork Reduction Act Notice, see the Instructions for Form 990 or 990-EZ. Schedule L (Form 990) 2021
JSA
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CARROLL HGOSPI TAL CENTER, | NC. 52- 1452024
Schedule L (Form 990 or 990-EZ) 2021 Page 2
Business Transactions Involving Interested Persons.

Complete if the organization answered "Yes" on Form 990, Part IV, line 28a, 28b, or 28c.

(a) Name of interested person (b) Relationship between (c) Amount of (d) Description of transaction (e) sharing of
interested person and the transaction organization's
organization revenues?
Yes | No
(1)HEATHER GREEN FAM LY RELATI ONSHI P 132, 919. |SEE PART V X
(2)ROBERT J. BEAWAI S FAM LY RELATI ONSHI P 94, 083. |SEE PART V
(3)RANDY C. GREEN, JR FAM LY RELATI ONSHI P 55, 989. |SEE PART V X

(4)
(5)
(6)
(1)
(8)
9

10
m Supplemental Information

Provide additional information for responses to questions on Schedule L (see instructions).

SCHEDULE L, PART 1V, BUSI NESS TRANSACTI ONS | NVOLVI NG | NTERESTED PERSONS:

(A) NAME OF PERSON. HEATHER GREEN

(B) RELATI ONSHI P BETWEEN | NTERESTED PERSON AND ORGANI ZATI ON:

FAM LY RELATIONSH P TO A DI RECTOR, LESLIE SI MVONS

(D) DESCRI PTI ON OF TRANSACTI ON: EMPLOYEE OF HOSPI TAL - DI RECTOR OF
CARDI AC VASCULAR LAB

(A) NAMVE OF PERSON: ROBERT J. BEAWAI S

(B) RELATI ONSHI P BETWEEN | NTERESTED PERSON AND ORGANI ZATI ON:
FAM LY RELATI ONSHI P TO A DI RECTOR, LESLIE SI MVONS

(D) DESCRI PTI ON OF TRANSACTI O\t | T SYSTEM ENG NEER

(A) NAME OF PERSON: RANDY C. CREEN, JR

(B) RELATI ONSHI P BETWEEN | NTERESTED PERSON AND ORGANI ZATI ON:
FAM LY RELATIONSH P TO A DI RECTOR, LESLIE SI MVONS

(D) DESCRI PTI ON OF TRANSACTI ON: REG STERD NURSE

JSA
1E1507 1.000 Schedule L (Form 990 or 990-EZ) 2021
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SCHEDULE O Supplemental Information to Form 990 or 990-EZ |_omB No. 1545-0047

(Form 990 or 990-E2) Complete to provide information for responses to specific questions on 2@21
Form 990 or 990-EZ or to provide any additional information.
P Attach to Form 990 or 990-EZ. Open to Public
Department of the Treasury ) o ) ) ) .
Internal Revenue Service P> Information about Schedule O (Form 990 or 990-EZ) and its instructions is at www.irs.gov/form990. Ins pectlon
Name of the organization Employer identification number

CARROLL HOSPI TAL CENTER, | NC. 52- 1452024

FORM 990, PART |, LINE 1, DESCRIPTI ON OF ORGANI ZATI ON M SSI ON:
AT CARROLL HOSPI TAL CENTER, WE OFFER AN UNCOVPROM SI NG COWM TMENT TO THE
HI GHEST QUALI TY HEALTH CARE EXPERI ENCE FOR PECPLE I N ALL STAGES OF LI FE.

VWE ARE THE HEART OF HEALTH CARE I N OUR COVMUNI TI ES.

FORM 990, PART 111, LINE 1, DESCRI PTI ON OF ORGAN ZATI ON M SSI ON:
OUR COVMUNI TI ES EXPECT AND DESERVE SUPERI CR MEDI CAL TREATMENT,
COVPASSI ONATE CARE, AND EXPERT GUI DANCE | N MAI NTAI NI NG THEI R HEALTH AND
VEELL- BEI NG AT CARROLL HOSPI TAL CENTER, WE OFFER AN UNCOVPROM SI NG
COW TMENT TO THE HI GHEST QUALI TY HEALTH CARE EXPERI ENCE FOR PECPLE I N

ALL STAGES OF LIFE. WE ARE THE HEART OF HEALTH CARE I N OUR COVMUNI TI ES.

FORM 990, PART 111, LINE 4A, PROGRAM SERVI CE ACCOWVPLI SHVENTS:
CARRCLL HOSPI TAL CENTER (CHC), A 161 LI CENSED BED ACUTE CARE FACI LITY
LOCATED | N WESTM NSTER, MARYLAND, OFFERS THE LATEST | N MEDI CAL TECHNOLOGY
AND SERVI CES, COMVBI NED W TH A STATE- OF- THE- ART FACI LI TY AND TOP- NOTCH
SKI LLED MEDI CAL PROFESSI ONALS, CARI NG FOR PATI ENTS W TH COVPASSI ON.
CURRENTLY, THERE ARE APPROXI MATELY 2, 000 | NDI VI DUALS EMPLOYED BY THE
HOSPI TAL - MAKI NG CHC THE SECOND LARGEST EMPLOYER | N CARRCLL COUNTY. THE
ORGANI ZATI ON OPERATES AN ACUTE CARE HOSPI TAL SERVI NG THE COVMUNI Tl ES
LOCATED | N CARROLL AND SURROUNDI NG COUNTI ES AS WELL AS PARTS OF
PENNSYLVANI A. | N ACCORDANCE W TH OQUR TAX- EXEMPT FUNCTI ON, THE
ORGANI ZATI ON OPERATES AN EMERGENCY ROOM OPEN TO ALL PERSONS REGARDLESS OF
THEI R ABI LITY TO PAY AND HAD 42, 458 PATI ENT VI SI TS DURI NG THE FI SCAL

YEAR. AS THE ONLY HOSPI TAL | N CARROLL COUNTY, WE OFFER OUR COVMUNI TY A

For Privacy Act and Paperwork Reduction Act Notice, see the Instructions for Form 990 or 990-EZ. Schedule O (Form 990 or 990-EZ) (2021)
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SCHEDULE O Supplemental Information to Form 990 or 990-EZ |_omB No. 1545-0047

(Form 990 or 990-E2) Complete to provide information for responses to specific questions on 2@21
Form 990 or 990-EZ or to provide any additional information.
P Attach to Form 990 or 990-EZ. Open to Public
Department of the Treasury ) o ) ) ) .
Internal Revenue Service P> Information about Schedule O (Form 990 or 990-EZ) and its instructions is at www.irs.gov/form990. Ins pectlon
Name of the organization Employer identification number

CARROLL HOSPI TAL CENTER, | NC. 52- 1452024

FULL ARRAY OF SERVI CES, | NCLUDI NG EMERGENCY SERVI CES, COVPREHENSI VE
CANCER CARE, PEDI ATRICS, MATERNITY, GERI ATRICS, THE LATEST M NI MALLY

I NVASI VE SURG CAL PROCEDURES AND ADVANCED TOTAL AND PARTI AL JO NT
REPLACEMENT PROCEDURES. | N THE YEAR ENDI NG JUNE 2022, CARRCLL HOSPI TAL
CENTER RECORDED 12, 726 | NPATI ENT ADM SSI ONS AND OBSERVATI ON STAY CASES,

1, 023 BI RTHS AND 5, 440 SURA CAL PROCEDURES, ALL CONTRI BUTI NG TO A TOTAL
OF 104, 199 PATI ENT ENCOUNTERS FOR THE PERIOD. ALL OF THHS IS IN LINE WTH
OUR M SSION: "QUR COVMUNI TI ES EXPECT AND DESERVE SUPERI CR MEDI CAL
TREATMENT, COWPASSI ONATE CARE, AND EXPERT GUI DANCE | N MAI NTAI NI NG THEI R
HEALTH AND WELL-BEI NG AT CARRCLL HOSPI TAL CENTER, WE OFFER AN

UNCOVPROM SI NG COWM TMENT TO THE HI GHEST QUALI TY HEALTH CARE EXPERI ENCE
FOR PEOPLE I N ALL STAGES OF LIFE. WE ARE THE HEART OF HEALTHCARE I N OUR
COMMUNI TI ES. " THE HOSPI TAL ALSO PROVI DES PLANNED COVMMUNI TY BENEFI T
ACTIVITIES TO | MPROVE ACCESS TO HEALTH CARE AND | MPROVE THE OVERALL
HEALTH OF OUR COMMUNI TY. OUR M SSION IS PURSUED | N COLLABCRATI ON W TH CUR
RELATED ORGANI ZATI ONS: CARROLL COUNTY HEALTH SERVI CES, BRI DA NGLI FE, THE
PARTNERSH P FOR A HEALTHI ER CARRCLL COUNTY (OUR COVMUNI TY ADVOCACY ARM,
AND THE CARROLL HOSPI TAL CENTER FOUNDATI ON, FOR MORE | NFORVATI ON ON THESE
SUBSI DI ARI ES, PLEASE SEE THEI R | NDI VI DUAL FORMS 990, AS WELL AS THOSE OF

LI FEBRI DGE HEALTH AND | TS OTHER COVPONENTS.

FORM 990, PART VI, SECTION A, LINE 6:
THE CORPORATI ON SHALL HAVE ONE MEMBER: CARROLL COUNTY HEALTH SERVI CES
CORPCRATI ON (THE "MEMBER'), A MARYLAND NONSTOCK CORPORATI ON. MEMBERSHI P

I N THE CORPORATI ON SHALL NOT BE TRANSFERABLE.

For Privacy Act and Paperwork Reduction Act Notice, see the Instructions for Form 990 or 990-EZ. Schedule O (Form 990 or 990-EZ) (2021)
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SCHEDULE O Supplemental Information to Form 990 or 990-EZ |_omB No. 1545-0047

(Form 990 or 990-E2) Complete to provide information for responses to specific questions on 2@21
Form 990 or 990-EZ or to provide any additional information.
P Attach to Form 990 or 990-EZ. Open to Public
Department of the Treasury ) o ) ) ) .
Internal Revenue Service P> Information about Schedule O (Form 990 or 990-EZ) and its instructions is at www.irs.gov/form990. Ins pectlon
Name of the organization Employer identification number

CARROLL HOSPI TAL CENTER, | NC. 52- 1452024

FORM 990, PART VI, SECTION A, LINE 7A:
THE MEMBER SHALL HAVE THE EXCLUSI VE PONER AND AUTHORI TY TO TAKE THE
FOLLOW NG ACTIONS: (1) THE BOARD OF DI RECTORS SHALL AT ALL TI MES BE
| DENTI CAL TO THE BOARD OF DI RECTORS OF THE MEMBER. NONVOTI NG MEMBERS OF
THE BOARD OF DI RECTORS OF THE MEMBERS, AS PROVI DED FOR UNDER THE BYLAWS
OF THE MEMBER, SHALL BE NONVOTI NG DI RECTORS OF THE CORPORATION. (2) THE
MEMBER MAY REMOVE ANY DI RECTOR AT ANY TIME, WTH OR W THOUT CAUSE.
REMOVAL FROM THE BOARD OF DI RECTORS OF THE MEMBER CONSTI TUTES REMOVAL
FROM THE BOARD OF DI RECTORS OF THE CORPORATI ON. (3) THE | NDI VI DUAL
SERVI NG AS PRESI DENT OF THE MEMBER W LL SERVE AS THE PRESI DENT OF THE
CORPORATI ON.  REMOVAL OR RESI GNATI ON OF THE PRESI DENT OF THE MEMBER W LL
CONSTI TUTE REMOVAL COR RESI GNATI ON AS THE PRESI DENT OF THE CORPORATI ON,
AND APPO NTMENT AS THE PRESI DENT OF THE MEMBER W LL CONSTI TUTE

APPO NTMENT AS PRESI DENT OF THE CORPCRATI ON.

FORM 990, PART VI, SECTION A, LINE 7B:
THE MEMBER HAS PONER TO APPO NT AND/ OR REMOVE MEMBERS COF THE GOVERNI NG

BODY.

FORM 990, PART VI, SECTION B, LINE 11B:
THE LI FEBRI DGE EXEMPT ENTI TIES' 990S ARE | NI TI ALLY REVI EMED BY THE
ASSI STANT VI CE PRESI DENT OF FI NANCI AL REPORTI NG. | N ADDI TI ON, AN
| NDEPENDENT ACCOUNTI NG FI RM ALSO REVI EM6 ALL THE 990 RETURNS. A FORVAL

MEETI NG | S THEN SCHEDULED W TH THE CHI EF FI NANCI AL OFFI CER, VI CE

For Privacy Act and Paperwork Reduction Act Notice, see the Instructions for Form 990 or 990-EZ. Schedule O (Form 990 or 990-EZ) (2021)
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SCHEDULE O Supplemental Information to Form 990 or 990-EZ |_omB No. 1545-0047

(Form 990 or 990-E2) Complete to provide information for responses to specific questions on 2@21
Form 990 or 990-EZ or to provide any additional information.
P Attach to Form 990 or 990-EZ. Open to Public
Department of the Treasury ) o ) ) ) .
Internal Revenue Service P> Information about Schedule O (Form 990 or 990-EZ) and its instructions is at www.irs.gov/form990. Ins pectlon
Name of the organization Employer identification number

CARROLL HOSPI TAL CENTER, | NC. 52- 1452024

PRESI DENT OF FI NANCE, CGENERAL COUNSEL, AND ASSI STANT VI CE PRESI DENT OF

FI NANCI AL REPORTI NG TO REVI EW I N THEI R ENTI RETY ALL THE LI FEBRI DGE EXEMPT
ENTI TI ES 990" S. MANAGEMENT THEN PROVI DES A COPY OF THE 990'S TO THE
CARROLL HOSPI TAL CENTER, | NC. BOARD AND TO EACH | NDI VI DUAL BOARD DI RECTOR

PRI OR TO THE FI LI NG DATE FOR REVI EW

FORM 990, PART VI, SECTION B, LINE 12C
ALL DI RECTCRS, OFFI CERS, EMPLOYEES, MEDI CAL STAFF MEMBERS, AND VOLUNTEERS
ARE EXPECTED TO RECOGNI ZE AND DI SCLOSE AT THE EARLI EST POSSI BLE TI ME

ACTUAL AND POTENTI AL CONFLI CTS OF | NTEREST.

AN | NDI VI DUAL |'S CONSI DERED TO HAVE A CONFLI CT OF | NTEREST W TH REGARD TO
A MATTER OR TRANSACTION I F THE | NDI VIDUAL OR A FAM LY MEMBER OF THE

| NDI VI DUAL HAS A PERSONAL OR FI NANCI AL | NTEREST THAT HAS THE POTENTI AL TO
| NFLUENCE THE ACTI ON TAKEN BY THE | NDI VI DUAL ON BEHALF OF LI FEBRI DCGE
HEALTH. ADDI TI ONAL | NFORMATI ON REGARDI NG WHAT CONSTI TUTES A CONFLI CT OF

| NTEREST AND HOW TO DI SCLOSE A CONFLICT I'S QUTLI NED BELOW

LI FEBRI DGE AND ALL OF I TS SUBSI DI ARI ES SHALL REQUI RE ALL EMPLOYEES,

MEDI CAL STAFF, AND MEMBERS OF THE BOARD TO DI SCLOSE ANY ACTI VI TI ES THAT
COULD RESULT I N A PCSSI BLE CONFLICT OF INTEREST. IF A CONFLICT IS

| DENTI FI ED, THE PERSON | NVOLVED WOULD RECUSE HI M HERSELF FROM

DEL| BERATI ONS REGARDI NG THE TRANSACTI ONS. AN | NDI VI DUAL | S CONSI DERED TO
HAVE A CONFLI CT OF | NTEREST W TH REGARD TO A MATTER OR TRANSACTION | F THE

| NDI VI DUAL HAS A PERSONAL COR FI NANCI AL | NTEREST THAT HAS THE POTENTI AL TO

For Privacy Act and Paperwork Reduction Act Notice, see the Instructions for Form 990 or 990-EZ. Schedule O (Form 990 or 990-EZ) (2021)
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SCHEDULE O Supplemental Information to Form 990 or 990-EZ |_omB No. 1545-0047

(Form 990 or 990-E2) Complete to provide information for responses to specific questions on 2@21
Form 990 or 990-EZ or to provide any additional information.
P Attach to Form 990 or 990-EZ. Open to Public
Department of the Treasury ) o ) ) ) .
Internal Revenue Service P> Information about Schedule O (Form 990 or 990-EZ) and its instructions is at www.irs.gov/form990. Ins pectlon
Name of the organization Employer identification number

CARROLL HOSPI TAL CENTER, | NC. 52- 1452024

I NFLUENCE THE ACTI ON TAKEN BY THE | NDI VI DUAL ON BEHALF OF LI FEBRI DGE OR

ANY OF I TS SUBSI DI ARI ES.

AN | NDI VI DUAL IS CONSI DERED TO HAVE A "PERSONAL | NTEREST" IN A MATTER I F
IT 1S LIKELY TO HAVE A DI RECT AND MATERI AL | MPACT ON THE | NDI VI DUAL' S
RELATI ONSHI P W TH LI FEBRI DGE OR ANY OF | TS SUBSI DI ARIES (E. G, THE

I NDI VI DUAL" S CONTI NUED MEMBERSHI P ON A SUBSI DI ARY HOSPI TAL' S MEDI CAL
STAFF), OR ON THE I NDI VI DUAL' S OWN HEALTH CARE, OR THE I NDI VIDUAL | S
PERSONALLY | NVOLVED I N A SUBSTANTI AL WAY (E. G, SERVES AS AN OFFI CER

Dl RECTOR, TRUSTEE, OR KEY EMPLOYEE) W TH ANOTHER ORGANI ZATI ON THAT HAS A

SI GNI FI CANT | NTEREST | N THE MATTER

AN | NDI VI DUAL |'S CONSI DERED TO HAVE A "FI NANCI AL | NTEREST" IN A

TRANSACTI ON | F THE | NDI VI DUAL, OR THEIR FAM LY MEMBER, (I) IS A PARTY TO
THE TRANSACTION, (I11) WLL BENEFI T PERSONALLY FROM THE TRANSACTI ON, OR
(1'11) HAS, DI RECTLY OR I NDI RECTLY, A CURRENT OR ANTI Cl PATED OMNERSHI P OR
I NVESTMENT | N, OR COVPENSATI ON ARRANGEMENT W TH, A PARTY TO THE

TRANSACTI ON. AN OWNERSHI P | NTEREST OF LESS THAN 5% I N AN ENTI TY W LL NOT,
IN AND OF | TSELF, GENERALLY BE CONSI DERED A FI NANCI AL | NTEREST; HOWEVER,
TO THE EXTENT THE | NDI VI DUAL' S COVPENSATI ON FROM THE ENTI TY IS DI RECTLY
LI NKED TO THE ENTITY' S BUSI NESS W TH LI FEBRI DGE HEALTH, SUCH COVPENSATI ON

W LL CONSTI TUTE A FI NANCI AL | NTEREST.

FOR THE PURPCSES OF THI S PCLI CY, A "FAM LY MEMBER' | NCLUDES SPOUSE OR

DOMESTI C PARTNER, PARENTS, BROTHERS AND S| STERS, CHI LDREN ( WHETHER

For Privacy Act and Paperwork Reduction Act Notice, see the Instructions for Form 990 or 990-EZ. Schedule O (Form 990 or 990-EZ) (2021)
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SCHEDULE O Supplemental Information to Form 990 or 990-EZ |_omB No. 1545-0047

(Form 990 or 990-E2) Complete to provide information for responses to specific questions on 2@21
Form 990 or 990-EZ or to provide any additional information.
P Attach to Form 990 or 990-EZ. Open to Public
Department of the Treasury ) o ) ) ) .
Internal Revenue Service P> Information about Schedule O (Form 990 or 990-EZ) and its instructions is at www.irs.gov/form990. Ins pectlon
Name of the organization Employer identification number

CARROLL HOSPI TAL CENTER, | NC. 52- 1452024

NATURAL OR ADOPTED), GCRANDPARENTS, GRANDCHI LDREN, GREAT- GRANDCHI LDREN,
AND | N- LAW5, SPOUSES OF BROTHERS, SI STERS, CHI LDREN, GRANDCHI LDREN, AND
GREAT CRANDCHI LDREN, AND ANY OTHER MEMBER OF A HOUSEHOLD OF THE

I NDI VI DUAL.

CONFLI CTS OF | NTEREST ARE TO BE REPORTED BY EMPLOYEES TO THEIR
SUPERVI SOR, WHO W LL BE RESPONSI BLE FOR DETERM NI NG WHETHER FURTHER

DI SSEM NATI ON | S NECESSARY.

MEMBERS OF THE MEDI CAL STAFF SHOULD REPORT CONFLI CTS TO THE CH EF OF
THEI R DEPARTMENT, AND MEMBERS OF THE BOARD SHOULD REPORT THEM TO THE

CHI EF COVPLI ANCE OFFI CER.

QUESTI ONNAI RES ARE SENT OUT TO MEMBERS OF THE BOARD ON AN ANNUAL BASI S.
| F QUESTI ONS ARI SE OR FURTHER GUI DANCE | S SCUGHT, | NDI VI DUALS CAN CONTACT

THE CHI EF COVPLI ANCE OFFI CER OR CONFI DENTI AL COVPLI ANCE HOTLI NE.

NOTHI NG IN THI'S DEFI NI TION IS | NTENDED TO RELI EVE ANY PERSON OF ANY

ADDI TI ONAL OBLI GATI ONS THAT MAY BE | MPOSED BY STATE OR FEDERAL LAW

FORM 990, PART VI, SECTION B, LINE 15:
THE EXECUTI VE COVPENSATI ON COWM TTEE OF THE BOARD OF DI RECTORS OF
LI FEBRI DGE HEALTH, WHI CH | S COVWPRI SED OF | NDEPENDENT BOARD MEMBERS
DETERM NED TO BE FREE OF ANY CONFLI CT OF | NTEREST, 1S CHARGED W TH

DETERM NI NG EXECUTI VE COVPENSATI ON AND ESTABLI SHI NG PERFORVMANCE CRI TERI A

For Privacy Act and Paperwork Reduction Act Notice, see the Instructions for Form 990 or 990-EZ. Schedule O (Form 990 or 990-EZ) (2021)
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SCHEDULE O Supplemental Information to Form 990 or 990-EZ |_omB No. 1545-0047

(Form 990 or 990-E2) Complete to provide information for responses to specific questions on 2@21
Form 990 or 990-EZ or to provide any additional information.
P Attach to Form 990 or 990-EZ. Open to Public
Department of the Treasury ) o ) ) ) .
Internal Revenue Service P> Information about Schedule O (Form 990 or 990-EZ) and its instructions is at www.irs.gov/form990. Ins pectlon
Name of the organization Employer identification number

CARROLL HOSPI TAL CENTER, | NC. 52- 1452024

ACCORDI NG TO AN APPROVED COVPENSATI ON PHI LOSOPHY. THE COVWM TTEE WORKS

W TH AN | NDEPENDENT EXECUTI VE COMPENSATI ON CONSULTI NG AND ADVI SCRY FI RM
THAT PROVI DES MARKET SURVEY DATA CONCERNI NG COVPENSATI ON AND BENEFI T
LEVELS FOR FUNCTI ONALLY COVPARABLE HEALTHCARE EXECUTI VES I N SI M LAR
HEALTH SYSTEMS AND HOSPI TALS ACROSS THE REG ON AND NATI ON BASED ON
SEVERAL FACTORS | NCLUDI NG SI ZE, REVENUES, HOSPI TAL TYPE AND COVPLEXI TY.
THE COWM TTEE REVI EW6 AND APPROVES THE COMPENSATI ON OF THE SENI OR
EXECUTI VES AND ENSURES THAT ALL FORMS OF EXECUTI VE COVPENSATI ON ARE
REASONABLE, APPROPRI ATE AND CONSI STENT W TH | TS ESTABLI SHED COVPENSATI ON

PHI LOSOPHY.

FORM 990, PART VI, SECTION C, LINE 19:
IT 1S THE POLICY OF LI FEBRI DGE HEALTH I NC. AND | TS SUBSI DI ARI ES TO MAKE
AVAI LABLE UPON REQUEST THE AUDI TED FI NANCI AL STATEMENTS TO THE GENERAL
PUBLI C. THE LI FEBRI DGE HEALTH | NC. AND SUBSI DI ARY GOVERNI NG DOCUMENTS ARE
NOT MADE AVAI LABLE TO THE GENERAL PUBLI C UPON REQUEST OR VI A A VEBSI TE.

THE CONFLI CT OF I NTEREST POLICY IS | NCLUDED ON SCHEDULE O

FORM 990, PART VII:
UNDER THE BYLAWS OF CARRCLL HOSPI TAL CENTER, | NC. THE BOARD OF CARROLL
HOSPI TAL CENTER, I NC. MJUST AT ALL TIMES BE | DENTI CAL TO THE BOARD OF

CARROLL COUNTY HEALTH SERVI CES CORPORATI ON.

FORM 990, PART X, LINE 9, CHANGES I N NET ASSETS:

CHANCE | N TEMPORARY RESTRI CTED ASSETS ( FOUNDATI ON) 2,638,914

For Privacy Act and Paperwork Reduction Act Notice, see the Instructions for Form 990 or 990-EZ. Schedule O (Form 990 or 990-EZ) (2021)
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SCHEDULE O Supplemental Information to Form 990 or 990-EZ |_ome No. 1545-0047

(Form 990 or 990-E2) Complete to provide information for responses to specific questions on 2@21
Form 990 or 990-EZ or to provide any additional information.
P Attach to Form 990 or 990-EZ. Open to Public

Department of the Treasury ) o ) . . .
Internal Revenue Service P> Information about Schedule O (Form 990 or 990-EZ) and its instructions is at www.irs.gov/form990. Ins pectlon
Name of the organization Employer identification number
CARRCOLL HOSPI TAL CENTER, | NC. 52- 1452024

CHANGE I N | NVESTMENT | N BRI DA NGLI FE UNRESTRI CTED 2,444, 660

TRANSFERS FROM AFFI LI ATES 385, 000

CHANGE | N | NVESTMENT | N FOUNDATI ON UNRESTRI CTED (16, 091, 735)

CHANGE IN M NI MUM PENSI ON LI ABI LI TY (5,318, 272)

TRANSFERS TO AFFI LI ATES (2,254, 787)

CARRCLL COUNTY RADI OLOGY, LLC M NORITY | NTEREST (2,111, 610)

CHANGE | N TEMPORARY RESTRI CTED ASSETS (BRI DA NGLI FE) (1,374, 440)

OTHER CHANCES - ACCESS CARROLL DONATI ON (1,071, 206)

TOTAL (22, 753, 476)

FORM 990, PART Xl I, LINE 2C

THI' S PROCESS HAS NOT CHANGED FROM THE PRI OR YEAR

For Privacy Act and Paperwork Reduction Act Notice, see the Instructions for Form 990 or 990-EZ. Schedule O (Form 990 or 990-EZ) (2021)
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Schedule O (Form 990 or 990-EZ) 2021 Page 2
Name of the organization Employer identification number

CARROLL HOSPI TAL CENTER, | NC. 52- 1452024

FORM 990, PART VI | - COWPENSATI ON OF THE 5 HI GHEST PAI D | ND. CONTRACTORS

NAME AND ADDRESS DESCRI PTI ON OF SERVI CES COVPENSATI ON

ALTEON HEALTH, LLC
5700 DARROW ROAD #106
HUDSQON, OH 44236 PHYSI CI AN SERVI CES 3, 085, 120.

CARROLL COUNTY ANESTHESI A ASSOCI ATES, PA
P.O BOX 75193
BALTI MORE, MD 21275 ANESTHESI A SERVI CES 2,750, 000.

MD SPORTSCARE & REHABI LI TATION, LLC
501 FAI RMOUNT AVENUE, SUITE 302
TOANBON, MD 21286 REHABI LI TATI ON SVCS 2, 256, 824.

UNI VERSI TY OF MD PHYSI Cl ANS PA
419 W REDWOOD STREET, SU TE 660
BALTI MORE, MD 21201- 7000 PHYSI CI AN SERVI CES 1, 828, 249.

OBHG MARYLAND PC
777 LOMNDES HI LL ROAD, BUILDI NG 1
GREENVI LLE, SC 29607-2131 PHYSI CI AN SERVI CES 1, 754, 290.

ISA Schedule O (Form 990 or 990-EZ) 2021
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Schedule O (Form 990 or 990-EZ) 2021 Page 2
Name of the organization Employer identification number
CARROLL HOSPI TAL CENTER, | NC. 52-1452024
FORM 990, PART | X - OTHER FEES
(A (B) (O (D
TOTAL PROGRAM MANAGENVENT FUNDRAI SI NG
DESCRI PTI ON FEES SERVI CE EXP. AND GENERAL EXPENSES
PURCHASE & PATI ENT SRVCS 20, 5883, 667. 17,519, 138. 3, 064, 529.
OTHER FEES 18, 534, 933. 5,154, 121. 13, 380, 812.
PHYSI CI AN FEES 16, 303, 077. 16, 303, 077. NONE
CONTRACTED SERVI CES 5, 188, 500. 5, 123, 934. 64, 566.
CANCER CENTER PROF. FEES 300, 000. 300, 000. NONE
FOOD SERVI CES 97, 962. 97, 962. NONE
CONSULTI NG 76, 747. 76, 747. NONE
IO 1A R T e e
61, 084, 886 44,574,979 16, 509, 907.
ISA Schedule O (Form 990 or 990-EZ) 2021
1E1228 2.000
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| OMB No. 1545-0047

?,%}'E]DSQLOE)R Related Organizations and Unrelated Partnerships
» Complete if the organization answered "Yes" on Form 990, Part 1V, line 33, 34, 35b, 36, or 37. 2@21
Department of the Treasury . >AttaCh_to Form 990. ) ) Open to Public
Internal Revenue Service P Go to www.irs.gov/Form990 for instructions and the latest information. Inspection
Name of the organization Employer identification number
CARRCOLL HOSPI TAL CENTER, | NC. 52- 1452024
Identification of Disregarded Entities. Complete if the organization answered "Yes" on Form 990, Part IV, line 33.
@ (b) ©) (d) (e) ) ®
Name, address, and EIN (if applicable) of disregarded entity Primary activity Legal domicile (state Total income End-of-year assets Direct controlling
or foreign country) entity
(1) CARROLL HOSP. CENTER MOB | NVESTMENT, LLC 27-1528335
200 MEMORI AL AVENUE WESTM NSTER, MD 21157 | NVESTMENTS VD - 614, 629. NONE| CHC
(2) CARROLL REG ONAL CANCER CENTER PHYSI CI AN 42- 2463175
200 MEMORI AL AVENUE WESTM NSTER, MD 21157 HEAL THCARE VD -1,622, 334. NONE| CHC
(3)
(4)
©)]
(6)
- Identification of Related Tax-Exempt Organizations. Complete if the organization answered "Yes" on Form 990, Part IV, line 34, because it had
LM one or more related tax-exempt organizations during the tax year.
@ (b) ©) (d) (e) ® @
Name, address, and EIN of related organization Primary activity Legal domicile (state | Exempt Code section | Public charity status Direct controlling Section 512(b)(13)
or foreign country) (if section 501(c)(3)) entity Czr:]‘tfifyfd
SEE SUPPLEMENTAL PAGE Yes No
)]
(2)
(3)
(4)
©)]
(6)
(N
For Paperwork Reduction Act Notice, see the Instructions for Form 990. Schedule R (Form 990) 2021
JSA
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Schedule R (Form 990) 2021

CARROLL HOSPI TAL CENTER,

I NC.

52-1452024

Page 2

Identification of Related Organizations Taxable as a Partnership. Complete if the organization answered "Yes" on Form 990, Part IV, line 34,
because it had one or more related organizations treated as a partnership during the tax year.

@ (b) ©) (d) (e) ® ¢ (h) 0] @ (k)
Name, address, and EIN of Primary activity Legal Direct controlling _ Predominant Share of total Share of end-of- | pisproportionate Code V - UBI General or | Percentage
related organization domicile entity |nc8rr:1r2|:(irt(23ted, income year assets alocatirs? | amount in box 20 | managing | ownership
(state or excluded from of Schedule K-1 | partner?
foreign tax under (Form 1065)
country) sections 512 - 514)
Yes| No Yes| No
)]
SEE SUPPLEMENTAL PAGE
(2)
(3)
(4)
©)]
(6)
(N

Identification of Related Organizations Taxable as a Corporation or Trust. Complete if the organization answered "Yes" on Form 990, Part IV,
line 34, because it had one or more related organizations treated as a corporation or trust during the tax year.

(@) (b) ©) (d) (e) ® @ (h) @)
Name, address, and EIN of related organization Primary activity Legal domicile | Direct controlling Type of entity Share of total Share of Percentage| _Section
(state or foreign| entity (C corp, S corp, or trust) income end-of-year assets |ownership Smlji(tfgl(lfé)
country) entity?
Yes|No
)]
SEE SUPPLEMENTAL PAGE
(2)
(3)
(4)
©)]
(6)
(N
Schedule R (Form 990) 2021
JSA
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CARROLL HOSPI TAL CENTER,

990 SCH R, PART 111-1DENTIFI CATION OF REL. ORG TAXABLE AS PARTNERSHI P

(A) NANE/ ADDRESS/ EI N

(E) PREDOM NANT

I NCOVE

I NC.

(F) SHARE OF (G SHARE EOY

TOT | NCOMVE

52- 1452024

( H) DI SPROPORTI ONATE
YES NO

(1) CODE V- UBI

(J) PARTNER  (K) %
YES NO OAKERSH P

CARROLL COUNTY RADI OLOGY, LLC
7523 AVMBASSADOR RCOAD BALTI MORE

CARROLL OCCUPATI ONAL HEALTH, L
7001 CORPORATE CENTER COURT VE

CARDI OVASCULAR ASSQCI ATES OF M
2401 WVEST BELVEDERE AVENUE BAL

LI FEBRI DGE CARDI OLOGY OF PARKV
2401 WVEST BELVEDERE AVENUE BAL

LI FEBRI DGE COVMUNI TY GASTROENT
2401 WVEST BELVEDERE AVENUE BAL

LI FEBRI DGE COVWUNI TY PEDI ATRI C
2401 WVEST BELVEDERE AVENUE BAL

LI FEBRI DGE COVWUNI TY PULMONOLO
2401 WVEST BELVEDERE AVENUE BAL

LI FEBRI DGE GYNECOLOGY OF PI KES
2401 WVEST BELVEDERE AVENUE BAL

LI FEBRI DGE MEDI CAL ASSQCI ATES,
2401 WVEST BELVEDERE AVENUE BAL

LI FEBRI DGE NEUROSCI ENCES, LLC
2401 WVEST BELVEDERE AVENUE BAL

B) PRIMARY  (C)LEGAL (D) DI RECT
ACTI VI TY DOM Cl LE CONTROLLI NG

RADI OLOGY M NA

MEDICAL SERVICES M NA

MEDICAL SERVICES M NA

MEDICAL SERVICES M NA

MEDICAL SERVICES M NA

MEDICAL SERVICES M NA

MEDICAL SERVICES M NA

MEDICAL SERVICES M NA

MEDICAL SERVICES M NA

MEDICAL SERVICES M NA

N A

N A

N A

N A

N A

N A

N A

N A

N A

N A

1,151, 508.

NONE

NONE

NONE

NONE

NONE

NONE

NONE

NONE

NONE

8, 444, 113.

NONE

NONE

NONE

NONE

NONE

NONE

NONE

NONE

NONE

104

NONE

NONE

NONE

NONE

NONE

NONE

NONE

NONE

NONE

NONE

X 60. 0000
X NONE
X NONE
X NONE
X NONE
X NONE
X NONE
X NONE
X NONE
X NONE



CARROLL HOSPI TAL CENTER, |NC.

990 SCH R, PART | 11-1DENTI FI CATION OF REL. ORG TAXABLE AS PARTNERSHI P

(A) NAME/ ADDRESS/ EI N B) PRIMARY  (C)LEGAL (D) DI RECT
ACTIVITY DOM Cl LE CONTROLLI NG

(E) PREDOM NANT

52- 1452024

I NCOVE

(F) SHARE OF

TOT | NCOMVE

(G SHARE EOY

( H) DI SPROPORTI ONATE
YES NO

(1) CODE V- UBI

(J) PARTNER  (K) %
YES NO OARERSH P

LI FEBRI DGE PRI MARY CARE OF ELD
2401 WVEST BELVEDERE AVENUE BAL

LI FEBRI DGE PRI MARY CARE OF NOR
2401 WVEST BELVEDERE AVENUE BAL

HOVECARE MARYLAND, LLC 26-1378
8028 RI TCH E H GHWAY PASADENA,

LI FEBRI DGE REHABI LI TATI ON SERV
2401 WVEST BELVEDERE AVENUE BAL

ELLI COTT CI TY ASC MANAGEMENT,
2401 WVEST BELVEDERE AVENUE BAL

SURG CENTER OF BALTI MORE, LLC
2401 WVEST BELVEDERE AVENUE BAL

SPRI NGAELL PARTNERS, LLC 27-19
2200 PINE HI LL FARMS LANE HUNT

LI FEBRI DGE SUBURBAN PHYSI CI AN
5401 OLD COURT ROAD RANDALLSTO

LI FEBRI DGE LAB MANAGEMENT, LLC
2401 WVEST BELVEDERE AVENUE BAL

LI FEBRI DGE METROPQOLI TAN PHYSI C
2401 WVEST BELVEDERE AVENUE BAL

MEDI CAL SERVI CES MD

MEDI CAL SERVI CES MD

HOVE HEALTH SRVC MD

REHAB SERVI CES MD

MEDI CAL SERVI CES MD

MEDI CAL SERVI CES MD

ASSI STED LI VI NG MD

MEDI CAL SERVI CES MD

LAB SERVI CES MD

MEDI CAL SERVI CES MD

N A

N A

N A

N A

N A

N A

N A

N A

N A

N A

NONE

NONE

NONE

NONE

NONE

NONE

NONE

NONE

NONE

NONE

NONE

NONE

NONE

NONE

NONE

NONE

NONE

NONE

NONE

NONE
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NONE

NONE

NONE

NONE

NONE

NONE

NONE

NONE

NONE

NONE

X NONE
X NONE
X NONE
X NONE
X NONE
X NONE
X NONE
X NONE
X NONE
X NONE



CARROLL HOSPI TAL CENTER, |NC.

990 SCH R, PART | 11-1DENTI FI CATION OF REL. ORG TAXABLE AS PARTNERSHI P

(A) NAME/ ADDRESS/ EI N B) PRIMARY  (C)LEGAL (D) DI RECT
ACTIVITY DOM Cl LE CONTROLLI NG

(E) PREDOM NANT

52- 1452024

I NCOVE

(F) SHARE OF

TOT | NCOMVE

(G SHARE EOY

( H) DI SPROPORTI ONATE
YES NO

(1) CODE V- UBI

(J) PARTNER  (K) %
YES NO OARERSH P

LI FEBRI DGE MULTI - SPECI ALTY, LL
41 MAGNA WAY, SUI TE 100 WESTM

ELLI COTT CI TY AMBULATORY SURGE
2850 N RIDGE ROAD ELLICOIT CI'T

OAK FARM SOLUTI ONS, LLC 47-494
1122 KENI LWORTH DRI VE TOWSON,

M\R | NDUSTRI ES, LLC 33-1095434
5 BEL AIR SOQUTH PARKWAY BEL Al

MNR OF FREDERI CK COUNTY, LLC 8
5 BEL AIR SOQUTH PARKWAY BEL Al

BAKER REHAB GROUP, LLC 88-0864
197 THOVAS JOHNSON DRI VE FREDE

ADVANCED ENDO CTR OF HOWARD CT
8875 CENTRE PARK DRI VE COLUMBI

MEDI CAL SERVI CES MD

MEDI CAL SERVI CES MD

HOVE HEALTH SRVC MD

URGENT CARE SRVC MD

URGENT CARE SRVC MD

REHAB SERVI CES MD

MEDI CAL SERVI CES MD

N A

N A

N A

N A

N A

N A

N A

NONE

NONE

NONE

NONE

NONE

NONE

NONE

NONE

NONE

NONE

NONE

NONE

NONE

NONE
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NONE

NONE

NONE

NONE

NONE

NONE

NONE

X NONE
X NONE
X NONE
X NONE
X NONE
X NONE
X NONE



CARROLL HOSPI TAL CENTER, | NC. 52- 1452024

990 SCH R, PART | V-1 DENTI FI CATION OF REL. ORG TAXABLE AS CORP/ TRUST

(A) NANE/ ADDRESS/ EI N (B) PRI MARY (C)LEGAL (D) DI RECT (E) ENTITY (F) SHARE OF (G SHARE OF EOY (H)% (1) SEC 512(B)(13)
ACTIVI TY DOM CILE ~ CONTROLLI NG TYPE TOT | NCOMVE OAKNERSHI P YES NO

CARROLL COUNTY MED- SERVI CES, | NC 52- 1891102

200 MEMORI AL AVENUE VESTM NSTER, MD 21157 MEDI CAL SERVI CES MD  CCMS INC C CORP NONE NONE NONE X

LI FEBRI DGE | NVESTMENTS, | NC 52- 1483166

2401 WEST BELVEDERE AVENUE BALTI MORE, MD 21215 | NVESTMENT MD  LBH C CORP NONE NONE NONE X

HEALTHSTAR MEDI CAL SERVI CES, |NC 52- 1829098

2401 WEST BELVEDERE AVENUE BALTI MORE, MD 21215 HEAL THCARE MD LB INV INC C CORP NONE NONE NONE X

PRACTI CE DYNAM CS, | NC 52- 1960319

124 BUSI NESS CENTER DRI VE REI STERSTOM, MD 21136 MANAGEMENT MD LB INV INC C CORP NONE NONE NONE X

LI FEBRI DGE | NSURANCE COVPANY, LTD 98- 0415396

PO BOX 1109 GRAND CAYMAN, CJ KY1-1102 | NSURANCE c LBH C CORP NONE NONE NONE X

LI FEBRI DGE COVMMUNI TY PHYSI CI ANS, | NC 80- 0719005

2401 WEST BELVEDERE AVENUE BALTI MORE, MD 21215 HEAL THCARE MD LB INV INC C CORP NONE NONE NONE X

CARROLL BI LLING SERVI CES, I NC 30- 0026598

200 MEMORI AL AVENUE VESTM NSTER, MD 21157 Bl LLI NG SERVI CES MD  CHC INC C CORP NONE NONE 100. 0000 X

CARROLL COUNTY GEN. HOSP. SOUTH CARRCLL
200 MEMORI AL AVENUE VESTM NSTER, MD 21157 REAL ESTATE MD N A C COrRP NONE NONE NONE X

MED- SERVI CES HOLDI NGS, | NC

200 MEMORI AL AVENUE VESTM NSTER, MD 21157 MEDI CAL SERVI CES MD CCMS | NC C COrRP NONE NONE NONE X
LI FEBRI DGE HEALTH | SRAEL, LTD 51-5804516
16 ABBA HI LLEL ROAD RAHVAT GAN, |S 5250608 HEALTHCARE IS LB INV INC C COrRP NONE NONE NONE X
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Schedule R (Form 990) 2021 CARROLL HOSPI TAL CENTER, | NC. 52- 1452024 Page 3
Transactions With Related Organizations. Complete if the organization answered "Yes" on Form 990, Part IV, line 34, 35b, or 36.

Note: Complete line 1 if any entity is listed in Parts Il, lll, or IV of this schedule. Yes| No
1 During the tax year, did the organization engage in any of the following transactions with one or more related organizations listed in Parts II-IV?
a Receipt of (i) interest, (ii) annuities, (iii) royalties, or (iv) rent from a controlled entity. . . . . . . . o v v v i i i i s e e e e e e e e e e e e e e e e e e la X
b Gift, grant, or capital contribution to related organization(S) . . . . . . . . i i i i i i e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e ib| X
¢ Gift, grant, or capital contribution from related organization(S). . . . . . . & & i i i i i i e e e e e e e e e e e e e e e e e e e e e e e e e e e e e ic| X
d Loans or loan guarantees to or for related organization(S) . . . . . .« v i i i i i e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e id| X
e Loans or loan guarantees by related organization(S) . . . . . . i i i i i i i i e e e e ke e e e e e e e e e e e e e e e e e e e le | X
f Dividends from related organization(S) . . . . . . v v v vt e e e e e e e if X
g Sale of assetstorelated Organization(S) . . . . . v v vt i i i e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e 1g X
h Purchase of assets from related organization(S), . . . . . . . . . i i i i i i ittt e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e ih X
i Exchange of assets with related organization(S). . . . . . .« & it i i i i i i e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e 1i X
j Lease of facilities, equipment, or other assets to related organization(S). . . . . . & v v v o vt i b e e e e e e e e e e e e e e e e e e e e e e 1j [ X
k Lease of facilities, equipment, or other assets from related organization(S) . . . & v & v v v vt v v bt e e e e e e e e e e e e e e e e e e e e e e 1k | X
| Performance of services or membership or fundraising solicitations for related organization(S) . . . . . v v v 4 v v v it v e e e e e e e e e e e e e e 1| X
m Performance of services or membership or fundraising solicitations by related organization(S). . . . v v v & v o v i vt e e e e e e e e e e e e e e im| X
n Sharing of facilities, equipment, mailing lists, or other assets with related organization(S) . . . . . . . .t i vt i i it b i e e e e e e e e e e e e e e e e e e in X
o Sharing of paid employees with related organization(S) . . . . . . & . v v i i i e e e e e e e e e e e e e e e e e e e e e e e e e e e e e lo| X
p Reimbursement paid to related organization(S) for EXPeNSES. « « « v v v v vt vt e e e e e e e e e e e e e e e e e e e e e e e e e 1p | X
g Reimbursement paid by related organization(s) for eXpEeNSES . « v v v v v it i h e e e e e e e e e e e e e e e e e e e e e e e e 19| X
r Other transfer of cash or property to related organization(S) . . . . . & v v v v o v v b it e e e e e e e e e e e e e e e e e e e e e e e e e e e ir | X
s Other transfer of cash or property from related organization(S). . . . . v v 4 i i v vt i i et e e e e e e e e eeaaeaemaeeaaeaaeaeeaaeaa 1s | X
2 If the answer to any of the above is "Yes," see the instructions for information on who must complete this line, including covered relationships and transaction thresholds.
(@) (b) ©) (d)
Name of related organization Transaction Amount involved Method of determining
type (a-s) amount involved
(1) PARTNERSHI P FOR A HEALTH ER CARROLL COUNTY B 201, 935. |FW
(2) CARROLL HOSPI TAL CENTER FOUNDATI ON, | NC. C 3,080, 982. | CASH
(3) CARROLL COUNTY RADI OLOGY, LLC M 1, 268, 853. |FW
(4) BRI DA NG.IFE, | NC P 17,822, 000. [FMW
(5) BRI DA NGLI FE, | NC Q 385, 000. |FW
(6) PARTNERSHI P FOR A HEALTH ER CARROLL COUNTY S 112, 094. |FW
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Schedule R (Form 990) 2021 CARROLL HOSPI TAL CENTER, | NC. 52-1452024 Page 4
Unrelated Organizations Taxable as a Partnership. Complete if the organization answered "Yes" on Form 990, Part IV, line 37.

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

(a) _ (b) (c) () (e) () @) (h) [0} [0} (k)
Name, address, and EIN of entity Primary activity Legal domicile Predominant Are all partners Share of Share of Disproportionate Code V - UBI General or |Percentage
(state or foreign income (related, section total income end-of-year allocations? amount in box 20 | managing |ownership
country) unrelated, excluded | 501(c)(3) assets of Schedule K-1 partner?
from tax under organizations? (Form 1065)

sections 512 -514)| yes | No Yes | No Yes | No

(1)

(2)

(3)

(4)

(5)

(6)

()

(8)

9)

(10)

(11)

(12)

(13)

(14)

(15)

(16)
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Schedule R (Form 990) 2021
WAl Supplemental Information

CARROLL HOSPI TAL CENTER, | NC.

52- 1452024

Page 5

Provide additional information for responses to questions on Schedule R. See instructions.

(D) EXEMPT CCDE

(E) CHARITY STATUS

(F) DIRECT
CONTROLLI NG

PART || - |DENI TFI CATI ON OF RELATED TAX- EXEMPT ORGANI ZATI ONS
(A) NAME\ ADDRESS\ EI N (B) ACTIVITY (O LEGAL DOM Cl LE
BRI DA NGLI FE | NC 52- 1565870

292 STONER AVENUE

WESTM NSTER, MD 21157
HOSPI CE MD

CARROLL HOSPI TAL CENTER FOUNDATI ON | NC 52-1115038

200 MEMORI AL AVENUE

WESTM NSTER, MD 21157
FOUNDATI ON MD

PARTNERSHI P FOR A HEALTHI ER CARROLL CTY 52-2156892
535 OLD WESTM NSTER PI KE, #102 WESTM NSTER, MD 21157

HEALTH SVCS MD

LEVI NDALE HEBREW GERI ATRI C CENTER HOSP 52-0607913

2434 \EST BELVEDERE AVENUE BALTI MORE, MD 21215

HOSPI TAL MD
SI NAI HOSPI TAL OF BALTI MORE | NC 52- 0486540
2401 WVEST BELVEDERE AVENUE BALTI MORE, MD 21215

HOSPI TAL MD

COURTLAND GARDENS NURSI NG AND REHAB CTR 52- 0607907
2434 \\EST BELVEDERE AVENUE BALTI MORE, MD 21215

NURSI NG MD

NORTHVEST HOSPI TAL CENTER | NC 52- 1372665

5401 OLD COURT ROAD

RANDALLSTOWN, MD 21133
HOSPI TAL MD

CHI LDRENS HOSPI TAL OF BALTIMORE CITY INC 52-0591592

2401 WVEST BELVEDERE AVENUE BALTI MORE, MD 21215

HOSPI TAL  SUPP MD
THE BALTI MORE JEW SH HEALTH FDN | NC 52-2111541
2401 WVEST BELVEDERE AVENUE BALTI MORE, MD 21215

HOSPI TAL  SUPP MD

CHI LDRENS HOSPI TAL AT SI NAI FOUNDATI ON 52-2167587
2401 WVEST BELVEDERE AVENUE BALTI MORE, MD 21215

HOSPI TAL  SUPP MD

501(C) (3)

501(C) (3)

501(C) (3)

501(C) (3)

501( Q) (3)

501( Q) (3)

501( Q) (3)

501( Q) (3)

501( Q) (3)

501( Q) (3)

12A,

10

128,

128,

128,

LBH

LBH

LBH

LBH

LBH

LBH

LBH

(G SEC 512

YES NO
X
X
X

X

X

X

X

X

X

X
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Schedule R (Form 990) 2021 CARROLL HOSPI TAL CENTER, | NC. 52- 1452024 Page 5

WAl Supplemental Information
Provide additional information for responses to questions on Schedule R. See instructions.

(A) NANVE\ ADDRESS\ EI N (B) ACTIVITY (C LEGAL DOMCILE (D) EXEMPT CODE (E) CHARITY STATUS (F) DI RECT (G SEC 512
CONTROLLI NG YES NO
THE BALTI MORE JEW SH ELDERCARE FDN 52- 2337669
2401 VEST BELVEDERE AVENUE BALTI MORE, MD 21215
HOSPI TAL SUPP MD 501(C) (3) 128, 11 LBH X
CENTER FOR HOPE | NC 52- 1681279
5400 PREAKNESS WAY BALTI MORE, MD 21215
CHI LD SVCS MD 501(C) (3) 7 LBH X
GRACE MEDI CAL CENTER | NC 52- 0591555
2000 W BALTI MORE STREET BALTI MORE, MD 21223
HOSPI TAL MD 501(C) (3) 3 LBH X
VEST BALTI MORE RENAI SSANCE FDN | NC 84- 3355332
2401 VEST BELVEDERE AVENUE BALTI MORE, MD 21215
COMMUNI TY CTR MD 501(C) (3) 7 LBH X
CARROLL COUNTY HEALTH SERVI CES CORP 52- 0691413
200 MEMORI AL AVENUE VEESTM NSTER, MD 21157
HOSPI TAL SUPP MD 501( Q) (3) 128, 11 LBH X
LI FEBRI DGE CENTER FOR HOPE | NC 85- 3920012
2401 VEST BELVEDERE AVENUE BALTI MORE, MD 21215
REAL ESTATE MD 501( Q) (3) 12A, | SHB X
LI FEBRI DGE HEALTH I NC 52- 1402373
2401 VEST BELVEDERE AVENUE BALTI MORE, MD 21215
SUPPORT MD 501( Q) (3) 12C, 111 N A X
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