OMB No. 1545-0047

Form 990 Return of Organization Exempt From Income Tax
Under section 501(c), 527, or 4947(a)(1) of the Internal Revenue Code (except black lung
benefit trust or private foundation) Open to Public
Department of the Treasury
Intemal Revenue Service P The organization may have to use a copy of this return to satisfy state reporting requirements. Inspection
A For the 2010 calendar year, or tax year beginning 07/01, 2010, and ending 06/30,2011
C Name of organization D Employer identification number
B crecktupicste | PRANKLIN SQUARE HOSPITAL CENTER INC. 52-0608007
rasiod Doing Business As MEDSTAR FRANKLIN SQUARE MEDICAL CENT
Name change Number and street (or P.O. box if mail is not defivered to street address) Room/suite E Telephone number
Initial retum 9000 FRANKLIN SQUARE DRIVE (410) 772-6719
Terminated City or town, state or country, and ZIP + 4
e BALTIMORE, MD 21237 G Grossreceipts $§ 452,953,180.
Applicaion F Name and address of principal officer: ADRIENNE KIRBY H(a) fﬁ’l‘:s: group retum for lj Yes Ei No
9000 FRANKLIN SQUARE DRIVE BALTIMORE, MD 21237 H(b) Are all affiliates included? Yes
| Taxexemptstatus: | X [501(c)3) | [501(c)( ) « (nsetno) | | 4947(@)t)or | |527 IF "No," sttach a list. (ses instructions)
J Website: p0 WHW. FRANKLINSQUARE.ORG H(c) Group exemption number P
K Form of organization: I X I Corporation I l Trustl l Association | I Other P> I L Year of formation: 1898| M State of legai domiclle: ~MD
m Summary
1 Briefly describe the organization's mission or most significant activities: _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ oo
o MEDSTAR FRANKLIN SQUARE MEDICAL CENTER, A MEMBER OF MEDSTAR HEALTH, ______________
€/ ~ PROVIDES THE HIGHEST QUALITY HEALTHCARE AND EDUCATION TO OUR __
Sl COMMUNITIRS. e
g 2 Check this box P D if the organization discontinued its operations or disposed of more than 25% of its net assets
e8| 3 Number of voting members of the governingbody (Part Vi, line1a) _ . . . . .. .. ... ... . vou... 3 19.
§ 4  Number of independent voting members of the governingbody (Part VI, line tb) . . .. .. ... ... 4 14.
E § Total number of individuals employed in calendar year 201fF a!t\] umza). of ( (Far B ALl A {31 .. .5 3,858.
&| 6 Total number of volunteers (estimate if necessary) _ _f % J_'{ﬁ;i.b; Lk *3“ L *_—3:e~‘_l ‘klm *'Qi i { . .16 400.
7a Total gross unrelated business revenue from Part VIll, column (C), line42 =~~~ 7a 0.
b Net unrelated business taxable income from FOrm 990-T,line34 . v « v o v v o v ot v o s @ e s s o o s n s s 7b 0.
Prior Year Current Year
o| 8 Contributions and grants (Part VIll, line tb) . . . ... ... ... 4,212,704. 2,172,692,
g 9 Program service revenue (PartVIll, line2g) . . L L, 428,134,103.| 447,746,775.
é 10 Investment income (Part VI, column (A), lines 3, 4,and 7d), . . . . . . . ... .. .... 143,132. 27,046.
11 Other revenue (Part VIlI, column (A), lines 5, 6d, 8c, 8¢, 10c,and 11¢) . . . . .. 6,863,857, 2,973,353.
12 Total revenue - add lines 8 through 11 (must equal Part VIII, column (A), line12), . . .. .. 439,353,796.] 452,919,866.
13 Grants and similar amounts paid (Part IX, column (A), lines1-3) 0. 0.
14 Benefits paid to or for members (Part IX, column (A), line4) 0. 0.
@ |15 Salaries, other compensation, employee benefits (Part X, column (A), lines 5-10) | 206,636,133.] 218,337,018.
2 | 16a Professional fundraising fees (Part IX, column (A), line11e) | _ . . . . .. .. ... .... 0. 0.
§- b Total fundraising expenses (Part iX, column (D), line 25) p_____________g_: _____
“117 oOther expenses (PartIX, column (A), lines 11a-11d, 11240 _ _ 201,552,463.] 216,493,339.
18 Total expenses. Add lines 13-17 (must equal Part IX, column (A), line25) . . . . . . .. 408,188,596.| 434,830,357.
19 Revenue less expenses. Subtract ine 18 from liNe 12, & v v o v v v v v v o eme e v v 31,165,200. 18,089,509.
58 Beginning of Current Year End of Year
§§ 20 Totalassets (Part X, ine 16) . . . . . . . . 279,516,026.| 310,161,018.
28121 Total liabilities (PartX, ine 26 . . . ..ottt 72,667,918,  73,232,767.
25|22 Net assets or fund balances. Subtractline 21 rom N 20. . . . . » v v v v o v s u e v 206,848,108.] 236,928,251.

Signature Block

Under penaltles of perjury, | declare
correct, and complete. Decla

| l;\ée }gamined this retum, including accompanying schedules and statements, and to the best of my knowledge and belief, it is true,
rep

her than officer) is based on all information of which preparer has any knowledge. . .
e [ 7

Sign ’
Here Signaturg of offi

> L2 . Berear. AVP, TRAxAT I/

Type or print name and title

Print/Type preparer's name Preparer’s signature Date Check if PTIN
Pald seif M
b Scott Sherman MM\/ 5/3/12 employed P P00451522
reparer -
Use"omy Fimsname p» KPMG LLP Fim's EN B 13-5565207
Firm's address P> 440 MONTICELLO AVE, SUITE 1900 NORFOLK, VA 23510-2674 Phone no. 757-616-7000
May the IRS discuss this return with the preparer shown above? (seeinstructions) . . . . . . v v v v o v v v o v v 2o v o o o v ] X I Yes I [ No
For Paperwork Reduction Act Notice, see the separate instructions. Form 990 (2010)
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rom 3868 Application for Extension of Time To File an

(Rev. January 2011) Exempt Organization Return OMB No. 1545-1709
Department of the Treasury

Intemal Revenue Service P> Flle a separate application for each return.

® If you are filing for an Automatic 3-Month Extension, complete only Part | and check thisbox _ ., ... ... .. e e > Iil

e If you are filing for an Additional (Not Automatic) 3-Month Extension, complete only Part Il (on page 2 of this form).
Do not complete Part Il unless you have already been granted an automatic 3-month extension on a previously filed Form 8868.

Electronic filing (efile). You can electronically file Form 8868 if you need a 3-month automatic extension of time to file (6 months for
a corporation required to file Form 990-T), or an additional (not automatic) 3-month extension of time. You can electronically file Form
8868 to request an extension of time to file any of the forms listed in Part | or Part Il with the exception of Form 8870, Information
Return for Transfers Associated With Certain Personal Benefit Contracts, which must be sent to the IRS in paper format (see
instructions). For more details on the electronic filing of this form, visit www.irs.gov/efile and click on e-file for Charities & Nonprofits.
Automatic 3-Month Extension of Time. Only submit original (no copies needed).

A corporation required to file Form 990-T and requesting an automatic 6-month extension - check this box and complete

Part | only
All other corporations (including 1120-C filers), partnershlps REMICs, and trusts must use Form 7004 to request an extension of tlme
to file income tax returns.

Type or Name of exempt organization Employer identification number
print FRANKLIN SQUARE HOSPITAL CENTER INC. 52-0608007

File by the Number, street, and room or suite no. If a P.O. box, see instructions.

due date for 9000 FRANKLIN SQUARE DRIVE

gﬂf’ny‘g’; City, town or post office, state, and ZIP code. For a foreign address, see instructions.

instructions. BALTIMORE, MD 21237

Enter the Return code for the return that this application is for (file a separate application for each return)

Application Return | Application Return
Is For Code |Is For Code
Form 990 01 Form 990-T (corporation) 07
Form 990-BL 02 Form 1041-A 08
Form 990-EZ 03 Form 4720 09
Form 990-PF 04 Form 5227 10
Form 990-T (sec. 401(a) or 408(a) trust) 05 Form 6069 11
Form 990-T (trust other than above) 06 Form 8870 12

e The books are inthe care of » MARC BERGER

Telephone No. p» 410 772-6719 FAX No. »
o [f the organization does not have an office or place of business in the United States, check thisbox _ ., . . . .......... | 2 D
o |f this is for a Group Return, enter the organization's four digit Group Exemption Number (GEN) . If this is
for the whole group, check thisbox , _ , . . . > D . if it is for part of the group, check this box | 4 l___l and attach
a list with the names and EINs of all members the extension is for.
1 | request an automatic 3-month (6 months for a corporation required to file Form 990-T) extension of time

until 02/15 ,20 12 , to file the exempt organization return for the organization named above. The extension is
for the organization's return for:

> calendaryear20 __ or

> tax year beginning 07/01 ,2010 ,and ending 06/30 ,20 11

2 If the tax year entered in line 1 is for less than 12 months, check reason: D Initial return D Final return
Change in accounting period

3a If this application is for Form 990-BL, 990-PF, 990-T, 4720, or 6069, enter the tentative tax, less any

nonrefundable credits. See instructions. 3al$ 0.

b If this application is for Form 990-PF, 990-T, 4720, or 6069, enter any refundable credits and

estimated tax payments made. Include any prior year overpayment allowed as a credit. 3b|$

¢ Balance Due. Subtract line 3b from line 3a. Include your payment with this form, if required, by using EFTPS

(Electronic Federal Tax Payment System). See instructions. 3ci$ 0.

Caution. If you are going to make an electronic fund withdrawal with this Form 8868, see Form 8453-EQO and Form 8879-EO for
payment instructions.

For Paperwork Reduction Act Notice, see Instructions. Form 8868 (Rev. 1-2011)

0F 8054 4.000
32062H E014 11/9/2011 3:38:01 PM V 10-8.2 1793294 PAGE 1



Form 8868 (Rev. 1-2011)

e if you are filing for an Additional (Not Automatic) 3-Month Extenslon, complete only Part Il and chack thisbox, , . . . ... > X
Note. Only complete Part Il if you have aiready been granted an automatic 3-month extension on a previously filed Form 8868.

e If you are filing for an Automatic 3-Month Extenslon, complete only Part | (on page 1).

m Additional (Not Automatic) 3-Month Extension of Time. Only file the originai (no coples needed). _

Type or Name of exempt organization Employer identification number
print FRANKLIN SQUARE HOSPITAL CENTER INC. §2-0608007

File by the Number, street, and room or sulte no. if a P.O. box, see Instructions.

Sdonded « | 9000 FRANKLIN SQUARE DRIVE

filing your City, town or post office, state, and ZIP code. For a forelgn address, see instructions.

reum. 5% | RALTIMORE, MD 21237

Enter the Return code for the return that this application is for (file a separate application foreachretum) _ . . . .. e 1 Y
Application Return §Application Return
Is For Code |ls For Code
Form 980 o1 | . R
Form 990-BL 02 Form 1041-A 08
Form 980-EZ 03 Form 4720 09
Form 990-PF 04 Form 6227 10
Form 990-T (sec. 401(a) or 408(a) frust) 05 Form 6069 11
Form 990-T (trust other than above) 06 Form 8870 12

STOP! Do not complete Part Il if you were not already granted an automatic 3-month extenston on a previously filed Form 8868.

¢ The books are in the care of » MARC BERGER
Telephone No. p __ 410 772-6719

FAX No. >
e if the organization does not have an office or place of business in the United States, check thisbox . , , , ., .
» if this Is for a Group Return, enter the organization's four digit Group Exemption Number (GEN)

T 3

.if this is

for the whols group, check thisbox _ . , . .. ® [_] . Ifit s for part of the group, check thisbox _ , , , , , , »|__Jandattacha

list with the names and EiNs of all members the extension is for.

4 1request an additional 3-month extension of time until 05/15 , 20 12
§ For calendar year . or other tax year beginning 07/01 20 10 , and endi 06/30 ,2011
6 If the tax year entered in iine 5 is for less than 12 months, check reason: [_] initial return Final return
Change in accounting period
7 State in detail why you need the extension INFORMATION NECESSARY TO PREPARE A COMPLETE AND
ACCURATE RETURN IS8 NOT YET AVAILABLE.
8a If this application is for Form 880-BL, 990-PF, 990-T, 4720, or 6069, enter the tentative tax, less any .
nonrefundable credits. See instructions. Bal$ ‘0.
b If this application is for Form B90-PF, 890-T, 4720, or 6069, enter any refundable credits and
estimated tax payments made. Include any prior year overpayment allowed as a credit and any
amount paid previously with Form 8888. 8bj$
¢ Balance Due. Subtract iine 8b from line Ba. Include your payment with this form, if required, by using EFTPS
{Electronic Federal Tax Payment System). Ses instructions. 8c|$ 0.

Signature and Verification

Under penalties of perjury, | declere that | heve examined this form, including accompanying echeduies and statements, and to the best of my knowledge and bellef,
it Ia true, comect, and complete, and that | am authorized to prepare this form.

Title P> [PA,

Signature >kﬂg/ﬁ N k‘ \vmv/

JSA

0F 8055 3.000
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Date P> I (é léf ”
Form 8868 (Rev. 1-2011)
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Form 990 (2010) 52-0608007 Page 2

ETadIIll Statement of Program Service Accomplishments
Check if Schedule O contains a response to any questioninthisPart Il . . . . .. ... v it e v nnn LT_l

1 Briefly describe the organization's mission:
ATTACHMENT 1

2 Did the organization undertake any significant program services during the year which were not listed on
the prior FOM 990 0r 990-EZ? . . . . . . . 0 0 st s et e e e e e e e e e e [Ives [X]No
if "Yes," describe these new services on Schedule O.

3 Did the organization cease conducting, or make significant changes in how it conducts, any program
senvices? L. et e [Ives [X]No
If "Yes," describe these changes on Schedule O.

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

4a (Code: Y(Expenses $  346,617,386. including grants of $ 0. )(Revenue $ 430,830,486. )
MEDSTAR FRANKLIN SQUARE MEDICAI. CENTER'S LARGEST PROGRAM IS ACCESS
TO AND THE PROVISION OF ACUTE HOSPITAL SERVICES TO THE COMMUNITIES
OF EASTERN BALTIMORE COUNTY, MARYLAND AND THE SURROUNDING AREAS.
IN ADDITION TO THE PROGRAM SERVICE EXPENSES LISTED ABOVE, MFSMC
INCURRED $55.6M OF MANAGEMENT AND GENERAL EXPENSES IN PROVIDING
SERVICES TO ITS COMMUNITIES. MFSMC OFFERS CLINICAL SERVICES IN
MEDICINE, SURGERY, ONCOLOGY, OBSTETRICS, CARDIOLOGY (INCLUDING
ANGIOPLASTY), PEDIATRICS, GYNECOLOGY, AND PSYCHIATRY. FOR
ADDITIONAL INFORMATION, SEE SCHEDULE O.

4b (Code: )(Expenses $  17,499,067. including grants of $ 0. )(Revenue $ 12,997,752, )
MEDSTAR FRANKLIN SQUARE MEDICAL CENTER PROVIDED $17.5M IN
SUBSIDIZED (MISSION DRIVEN) HEALTH SERVICES IN FISCAL 2011. THESE
CRITICAL SERVICES, WHICH ARE DRIVEN BY COMMUNITY NEEDS, OPERATE AT
A LOSS. THEY ADDRESS PRIORITIES PRIMARILY THROUGH DISEASE
PREVENTION AND IMPROVEMENT OF HEALTH STATUS. SERVICES INCLUDE
OPERATION AND MANAGEMENT OF THE FAMILY HEALTH CENTER, HOMELESS
HEALTH SERVICES, PRIMARY CARE SERVICES, HOSPITALISTS, AND
EMERGENCY AND TRAUMA SERVICES.

4c (Code: ) (Expenses $ 15,143, 864.including grants of $ 0. ) (Revenue $ 0. )
MEDSTAR FRANKLIN SQUARE MEDICAL CENTER PROVIDED $15.1M IN HEALTH
PROFESSIONS EDUCATION IN FISCAL YEAR 2011. THIS CATEGORY INCLUDES
TRAINING IN GRADUATE MEDICAL EDUCATION, AND EDUCATION FOR
PHYSICIANS, MEDICAL STUDENTS, NURSES, AND OTHER HEALTH
PROFESSIONS.

4d Other program services. (Describe in Schedule O.)
(Expenses $ including grants of $ ) (Revenue $ )
4e Total program service expenses P 379,260,317.

JSA

0E1020 1.000
32062H EO014 vV 10-8.3 1793294

Form 990 (2010)
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Form 990 (2010) 52-0608007 Page 3
Part v Checklist of Required Schedules
Yes | No
1 Is the organization described in section 501(c)(3) or 4947(a)(1) (other than a private foundation)? If "Yes,”
complete SCheduIB A .« . v v v v i i i i et e e e e et e e e e e 1 X
2 Is the organization required to complete Schedule B, Schedule of Contributors? (see instructions) . . . . . . ... 2 X
3 Did the organization engage in direct or indirect political campaign activities on behalf of or in opposition to
candidates for public office? /f "Yes,”" complete Schedule C,Part I . . . . « « v v & v v v ¢ e v s s s e n s s s a1 s 3 X
4 Section 501(c)(3) organizations. Did the organization engage in lobbying activities, or have a section 501(h)
election in effect during the tax year? /f "Yes," complete Schedule C, Partll. . . . . . . e e et s e 4 X
5 Is the organization a section 501(c)(4), 501(c)(5), or 501(c)(6) organization that receives membership dues,
assessments, or similar amounts as defined in Revenue Procedure 98-19? If "Yes,”" complete Schedule C,
Partlll + . v v c o vt o a s s st s s e annaonans C e e e e r e a s e E s e e 5
6 Did the organization maintain any donor advised funds or any similar funds or accounts where donors have
the right to provide advice on the distribution or investment of amounts in such funds or accounts? /f "Yes,"
complete Schedule D, Part ] . . « « o v o vt a i i et v e n s e s st s e s ot onsasarsansannnenn 6 X
7 Did the organization receive or hold a conservation easement, including easements to preserve open space,
the environment, historic land areas, or historic structures? /f "Yes," complete Schedule D, Partll. . . . . . . . .. 7 X
8 Did the organization maintain collections of works of art, historical treasures, or other similar assets? /f "Yes,"
complete SChedule D, Part lll .« « o« &t o o 4 v 6 s s s v e ot s o e v ata s m s an s ane e 8 X
9 Did the organization report an amount in Part X, line 21; serve as a custodian for amounts not listed in Part
X; or provide credit counseling, debt management, credit repair, or debt negotiation services? If "Yes,"
complete Schedule D, PartiV . . . « « v v v v o v e rr e e e E e e e et e 9 X
10 Did the organization, directly or through a related organization, hold assets in term, permanent, or
quasi-endowments? /f "Yes,” complete Schedule D, PartV. .. ... .. e e e e s e s e s s e aE e 10 X
11 If the organization’s answer to any of the following questions is "Yes," then complete Schedule D, Parts VI,
Vi, ViIi, IX, or X as applicable.
a Did the organization report an amount for land, buildings, and equipment in Part X, line 10? /f "Yes," complete
Schedule D, PartVi _ , . . .. Y e e O P P, 11a} X
b Did the organization report an amount for investments—other securities in Part X, line 12 that is 5% or more
of its total assets reported in Part X, line 16? If "Yes," complete Schedule D, Part Vil . . . . ... ... e e 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, Part VIl , . . . . . . . . . v o « v o « . 11c X
d Did the organization report an amount for other assets in Part X, line 15 that is 5% or more of its total assets
reported in Part X, line 1672 If "Yes," complete Schedule D, Part X | . . . . v v v v i o s v s o s e e s o ean 11d X
e Did the organization report an amount for other liabilities in Part X, line 257? If "Yes,” complete Schedule D, PartX |11e| X
f Did the organization’s separate or consolidated financial statements for the tax year include a footnote that addresses
the organization's liability for uncertain tax positions under FIN 48 (ASC 740)? If "Yes,” complete Schedule D, PartX , ., . . . . 11f X
12a Did the organization obtain separate, independent audited financial statements for the tax year? /f "Yes,"
complete Schedule D, Parts XI, Xll,and Xl . . . &« v & v i ittt i i et e e v s s s s s s s s s s aaanannn 12a X
b Was the organization included in consolidated, independent audited financial statements for the tax year? ¥ “Yes," and if
the organization answered "No" to line 12a, then completing Schedule D, Parts XI, Xll, and Xlllisoptional « + « « « « « « « « + & 12b] X
13 s the organization a school described in section 170(b)(1)(A)ii)? /f "Yes," complete Schedule E .. ... ... .. 13 X
14a Did the organization maintain an office, employees, or agents outside of the United States?. . . . . . . . .. ... 14a X
b Did the organization have aggregate revenues or expenses of more than $10,000 from grantmaking, fundraising,
business, and program service activities outside the United States? /f "Yes,"” complete Schedule F, Parts land IV- - |14b X
15 Did the organization report on Part 1X, column (A), line 3, more than $5,000 of grants or assistance to any
organization or entity located outside the United States? /f "Yes," complete Schedule F, Partslland vV . . . . . . . 15 X
16 Did the organization report on Part IX, column (A), line 3, more than $5,000 of aggregate grants or assistance
to individuals located outside the United States? If "Yes," complete Schedule F,Partsllland IV . . . . . . . . ... 16 X
17 Did the organization report a total of more than $15,000 of expenses for professional fundraising services
on Part IX, column (A), lines 6 and 11e? If "Yes," complete Schedule G, Part | (seeinstructions) . . « . « « « v« 4+ « 17 X
18 Did the organization report more than $15,000 total of fundraising event gross income and contributions on
Part VIII, lines 1c and 8a? If "Yes," complete Schedule G,Partll . . . . « « v« v 4 s ¢ o s e s o s o a s o m v o nes 18 X
19 Did the organization report more than $15,000 of gross income from gaming activities on Part VI, line 9a?
If "Yes," complete Schedule G,Partlll . . . . . v« v v o v v e vt n s e n L T 19 X
20a Did the organization operate one or more hospitals? i "Yes," complete Schedule H . . . . . . . .. ... ... 20a| X
b If "Yes" to line 20a, did the organization attach its audited financial statements to this return? Note. Some Form
990 filers that operate one or more hospitals must attach audited financial statements (see instructions) . . . . . 200] X
JSA Form 990 (2010)

0E1021 1.000
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Form 990 (20t0) 52-0608007 Page 4
Part IV Checklist of Required Schedules (continued)
Yes | No
21  Did the organization report more than $5,000 of grants and other assistance to governments and organizations
in the United States on Part IX, column (A), line 1? /f "Yes,” complete Schedule |, Partsland ll. . .. .. ... ... 21 X
22 Did the organization report more than $5,000 of grants and other assistance to individuals in the United States
on Part IX, column (A), line 2? If "Yes,” complete Schedule I, Parts land Ill . . . .. . . ..o i uueennnnns 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 SChedUIe J . . . . .. it it ettt 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,”goto lin@ 25. . . . . v v v v v v v v v v m e ot m s nmannsess 24a X
b Did the organization invest any proceeds of tax-exempt bonds beyond a temporary period exception? . . . . . . . 24b
¢ Did the organization maintain an escrow account other than a refunding escrow at any time during the year
to defease any tax-exempt bonds? . . . . . L L. L it h e e e e e e SaE e e e 24c
d Did the organization act as an "on behalf of" issuer for bonds outstanding at any time during the year? ....... 24d
25a Section 501(c)(3) and 501(c)(4) organizations. Did the organization engage in an excess benefit transaction
with a disqualified person during the year? If "Yes," complete Schedule L, Part] . . . . . . . « @ « e v v v v v v v 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, Parf 1. . . v v o v v v e o v s e et v st e s an e ene e eenennnees 25b X
26  Was aloan to or by a current or former officer, director, trustee, key employee, highly compensated employee, or
disqualified person outstanding as of the end of the organization's tax year? If "Yes,” complete Schedule L, Partll . | 26 X
27 Did the organization provide a grant or other assistance to an officer, director, trustee, key employee,
substantial contributor, or a grant selection committee member, or to a person related to such an individual?
If "Yes,"complete Schedule L Part lll . . . . . . . . . i i it v it meeensonsnsssnoennsnnees 27 X
28 Was the organization a party to a business transaction with one of the following parties (see Schedule L,
Part IV instructions for applicable filing thresholds, conditions, and exceptions):
a A current or former officer, director, trustee, or key employee? if "Yes,” complete Schedule L, PartiV. . . ... .. 28a X
b A family member of a current or former officer, director, trustee, or key employee? If "Yes," complete
Schedule L, Part V. . . . . et e s s e e Ch e e s e e 28b X
¢ An entity of which a current or former officer, director, trustee, or key employee (or a family member thereof)
was an officer, director, trustee, or direct or indirect owner? If "Yes," complete Schedule L, PartlvV . ... ... .. 28¢c| X
29 Did the organization receive more than $25,000 in non-cash contributions? /f “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 it it i e 30 X
31 Did the organization liquidate, terminate, or dissolve and cease operations? If "Yes,” complete Schedule N,
1 31 X
32 Did the organization sell, exchange, dispose of, or transfer more than 25% of its net assets? I/f "Yes,”
complete Schedule N, Partll. . . . . . v v v i i v vt e et o m o s aoosnanenossssesnosseensnns 32 X
33 Did the organization own 100% of an entity disregarded as separate from the organization under Regulations
sections 301.7701-2 and 301.7701-3? If "Yes," complete Schedule R, Part]. . . « v v & « vt ¢ v v o o n n s v un 33 X
34 Was the organization related to any tax-exempt or taxable entity? /f "Yes,” complete Schedule R, Parts I, Il
NV,and Vline 1 & v i v it i st s ittt s e e s a et s nm e e e e e et aa e 34 X
35 Is any related organization a controlled entity within the meaning of section 512(b}13)? , . . ... ... .. ... 35 X
a Did the organization receive any payment from or engage in any transaction with a
controlled entity within the meaning of section 512(b)(13)? ¥ "Yes," complete Schedule R,
L @ Yes D No
36  Section 501(c)(3) organizations. Did the orgamzatlon make any transfers to an exempt non-charitable
related organization? /f "Yes," complete Schedule R, Part V, line 2 . , . . . . . . . i v v e eueeeveennenns 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
T 14 X
38 Did the organization complete Schedule O and provide explanations in Schedule O for Part Vi, lines 11 and
19? Note. All Form 990 filers are required to complete Schedule O. . . . . v v v v v o v e v n s 0 o s o x .. 38 X
Form 990 (2010)
JsA
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Form 990 (2010) 52-0608007 Page 5
Statements Regarding Other IRS Filings and Tax Compliance

Check if Schedule O contains a response to any questioninthisPartV. .. ... ................. [ ]

Yes | No
1a Enter the number reported in Box 3 of Form 1096. Enter -0- if not applicable, , . ... ... . 1a 0
b Enter the number of Forms W-2G included in line 1a. Enter -0- if not applicable, . . ... ... 1b 0

¢ Did the organization comply with backup withholding rules for reportable payments to vendors and
1c | X

2a Enter the number of employees reported on Form W-3, Transmittal of Wage and Tax
Statements, filed for the calendar year ending with or within the year covered by this return , | 2a l 3,858 _
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? /f "No,"” provide an explanationinSchedule O . . . . . . ... . ... 3b

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

BCCOUM)? L L Lttt it ittt e e e e et e e 4a X
b If “Yes,” enter the name of the foreign country: » ___ __
See instructions for filing requirements for Form TD F 90-22.1, Report of Foreign Bank and Financial Accounts.
5a Was the organization a party to a prohibited tax shelter transaction at any time during the taxyear? . .. ..... 5a X
b Did any taxable party notify the organization that it was or is a party to a prohibited tax shelter transaction? | 5b X
c If "Yes," to line 5a or 5b, did the organization file FOmM 8886-T? . . . . . . v v v v v v v v v v o n s st ansenns 5¢
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 taxdeductible? . . .. ... T, Ba X
b If "Yes," did the organization include with every solicitation an express statement that such contributions or
gifts were not taxdeductible? , . . . ... ........ . ... ... et e e e 6b
7 Organizations that may receive deductible contributions under section 170(c).
a Did the organization receive a payment in excess of $75 made partly as a contribution and partly for goods
and services providedtothepayor? . . .. .. .. ... ... ... ... i i 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 X
¢ Did the organization sell, exchange, or otherwise dispose of tangible personal property for which it was
requiredtofile FOrM 82827 . . . . . ot i it it it st it st st s e s e e 7c X
d If "Yes," indicate the number of Forms 8282 filed duringtheyear , , . .. ........... L7d [
e Did the organization receive any funds, directly or indirectly, to pay premiums on a personal benefit contract? , , . | 7e X
f Did the organization, during the year, pay premiums, directly or indirectly, on a personal benefit contract? | 7f X
g If the organization received a contribution of qualified intellectual property, did the organization file Form 8899 as required? . , . [ 79
h If the organization received a contribution of cars, boats, airplanes, or other vehicles, did the organization file a Form 1098-C? 7h

8 Sponsoring organizations maintaining donor advised funds and section 509(a)(3) supporting
organizations. Did the supporting organization, or a donor advised fund maintained by a sponsoring
organization, have excess business holdings at any time duringtheyear? , . ... ... .. ¢ v v v i v v .. 8

9 Sponsoring organizations maintaining donor advised funds.

a Did the organization make any taxable distributions under section4966? _ ., . . . ... .. . o v o s v v v u . 9a
b Did the organization make a distribution to a donor, donor advisor, orrelatedperson? , . . . ............ 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 VIII, line 12, for public use of club faciltes ., ., . ., {10b
11 Section 501(c)(12) organizations. Enter:
a Gross income from membersorshareholders . . . . . .. .. . o v v i i v v i st e e 11a
b Gross income from other sources (Do not net amounts due or paid to other sources
against amounts due orreceived from them.) . . . . . . . 0 v ittt s e e e e e e e 11b
12a Section 4947(a){1) non-exempt charitable trusts. Is the organization filing Form 990 in lieu of Form 1041? |12a
b If "Yes," enter the amount of tax-exempt interest received or accrued during the year , _ | ., . I 12b
13 Section 501(c)(29) qualified nonprofit health insurance issuers.
a Is the organization licensed to issue qualified health plans in more thanonestate?,. . . ............... 13a
Note. See the instructions for additional information the organization must report on Schedule O.
b Enter the amount of reserves the organization is required to maintain by the states in which
the organization is licensed to issue qualified healthplans , , _ . . . ... .......... 13b
c Enterthe amountofreservesonhand, |, ... .. ... ... ¢ttt innnrrnnnn 13¢
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 in Schedule O . . .. .. 14b
0510'14%A1.ooo Form 990 (2010)
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Form 990 (2010) 52-0608007

Governance, Management, and Disclosure For each "Yes" response to lines 2 through 7b below, and
for a "No" response to line 8a, 8b, or 10b below, describe the circumstances, processes, or changes in

Page 6

Schedule O. See instructions.

Check if Schedule O contains a response to any question inthisPartVl ................ [x]
Section A. Governing Body and Management
Yes | No
1a Enter the number of voting members of the governing body at the end of the taxyear . . . . . . 1a 1
b Enter the number of voting members included in line 1a, above, who are independent . . . . . . 1b 1
2 Did any officer, director, trustee, or key employee have a family relationship or a business relationship with
any other officer, director, trustee, orkeyemployee? . ........... ... e h e e e e e e 2 X
3 Did the organization delegate control over management duties customarily performed by or under the direct
supervision of officers, directors or trustees, or key employees to a management company or other person? . . .| 3 X
4 Did the organization make any significant changes to its governing documents since the prior Form 990 was filed? . . . . . . 4 X
§ Did the organization become aware during the year of a significant diversion of the organization's assets?. . . . . 5 X
6 Does the organization have membersorstockholders? . . . . . . . . . it i i it i ittt i e s s 6 [ X
7a Does the organization have members, stockholders, or other persons who may elect one or more members
of the governing body? .. ... f e e e r e e aa e e aee e a e e 7a | X
b Are any decisions of the governing body subject to approval by members, stockholders, or other persons? . . . . | 7b X
8 Did the organization contemporaneously document the meetings held or written actions undertaken during
the year by the following:
a Thegoverning body?. « « v ¢t v v v i vttt s i e m s i s et s m s s ot nn e s e aa s 8a | X
b Each committee with authority to act on behalf of the governingbody? . . . . .......... e e e 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? i "Yes, " provide the names and addresses in Schedule O . . . . . . .. .. .. 9 X
Section B. Policies (This Section B requests information about policies not required by the Internal Revenue Code.)
Yes | No
10a Does the organization have local chapters, branches, or affiliates? . ... ... e s e s e e e e e 10a X
b If "Yes," does the organization have written policies and procedures governing the activities of such chapters,
affiliates, and branches to ensure their operations are consistent with those of the organization?. . . . . . . ... 10b
11a Has the organization provided a copy of this Form 990 to all members of its governing body before filing the
Y1 11a| X
b Describe in Schedule O the process, if any, used by the organization to review this Form 990.
12a Does the organization have a written conflict of interest policy? /f "No,"gotoline13 . . . v v v ¢ v v v e v v v u 12a| X
b Are officers, directors or trustees, and key employees required to disclose annually interests that could give
risetoconflicts? . o« v o v i i i i e e i e e e e e e e e e e e s e e e e e 12b} X
¢ Does the organization regularly and consistently monitor and enforce compliance with the policy? /f "Yes,"”
describe in Schedule O how thiSisdoONe . . . « v v« v v v e v v e e s s e s e e s nnnan e e 12¢| X
13 Does the organization have a written whistleblower policy?. . . . . . . ... .. e e e s e s 13 | X
14 Does the organization have a written document retention and destructionpolicy?. . . . .« . v v v v v e 0 0 v v 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 managementofficial . . . . . .. .. ...t v v v v weunn. 15a| X
b Other officers or key employees oftheorganization . . . . . .. .. ... ...ttt eronennnns 15b) X
If "Yes" to line 15a or 15b, describe the process in Schedule O. (See instructions.)
16a Did the organization invest in, contribute assets to, or participate in a joint venture or similar arrangement
with a taxable entity during the year?, . . . ... e e 16a X
b If "Yes," has the organization adopted a written policy or procedure requiring the organization to evaluate
its participation in joint venture arrangements under applicable federal tax law, and taken steps to safeguard
the organization's exempt status with respect to such arrangements? . . .. .. .. s e s e s s xae s s aes 16b

Section C. Disclosure

17
18

19

20

Section 6104 requires an organization to make its Forms 1023 (or 1024 if applicable), 990, and 990-T (501(c)(3)s only)

available for public inspection. Indicate how you make these available. Check all that apply.
Own website Another's website Upon request

Describe in Schedule O whether (and if so, how), the organization makes its governing documents, conflict of interest

policy, and financial statements available to the public.

State the name, physical address, and telephone number of the person who possesses the books and records of the

organization: » MARC BERGER, 5565 STERRETT PLACE, 5TH FLOOR, COLUMBIA, MD 21044

410-772-6719

JSA
0E1042 1.000
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Form 990 (2010)

52-0608007

Page 7

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

and Independent Contractors

Check if Schedule O contains a response to any question in this Part VI

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

1a 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.

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

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

organization and any related organizations.

® 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.

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

List persons in the following order:
compensated employees; and former such persons.

individual

trustees or directors;

institutional

trustees;

officers; key employees; highest

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

(A) (8) (€) (D) 3] 3]
Name and Title Average | Position (check all that apply) Reportable Reportable Estimated
hoursper [85| 5[ Q] & 3zl a compensation compensation amount of
week (22| 2|7 > EHE from from related other
(describe g g g. S13|s48|5 the organizations compensation
hoursfor + @ 2| 3 g|°8 organization (W-2/1099-MISC) from the
oot | B|5| | 8] 3| | w-2r1009-misC) organization
ATTACHMENT 3 inSchedule | & | 2 and related
0) o S organizations
o
__(1)HATEM 8 ABDOMD |
DIRECTOR 1.00f X 0. 0 0.
__(2)KHALID AL-TALIB MD _________ |
DIRECTOR 1.00] X 0 0 0.
__(3)MOHAMMAD M ALABRASH MD ______ |
DIRECTOR 1.00] X 11,667 0 0.
__(9MICHAEL L DIETRICH |
DIRECTOR 1.00f X 04 0 0.
__(5)DEBRA B DOYLE |
DIRECTOR 1.00] X 04 0 0.
__(6)ELIZABETH S GLENN |
DIRECTOR 1.00] X 0. 0 0.
__(7)IRA GUBERNICK MD |
DIRECTOR 1.00] X 23,333 0 0.
__(8)CLIFFORD M JOENSON JR |
DIRECTOR 1.00] X 0. 0 0.
__(9)COLLEEN LOPRESTO |
DIRECTOR 1.00 X 0 0 0.
_(10)VINCENT MARTORANA DPM _______ |
DIRECTOR 1.00f X 0. 0 0.
_(1)PATRICIA R NORMAN |
DIRECTOR 1.00f X 04 0 0.
12)CHARLES PICCININI
" DIRECTOR 77 1.00] X 0, 0 0.
_(13KENNETH A SAMET |
DIRECTOR 1.00] X 0] 3,125,094 132,265.
_(14RICHARD W SINGLE SR _____ |
DIRECTOR 1.000 X 0. 0 0.
_{1SMICHAEL D SUTER MD |
DIRECTOR 1.00[ X 04 0 0.
_(16DEBORAH M TURNER _ _________|
DIRECTOR 1.00] X 0, 0 0.
JSA Fom 990 (2010)
OE1041 1.000
32062H EQ014 vV 10-8.3 1793294 PAGE 8



Form 990 (2010) 52-0608007 Page 8
Section A. Officers, Directors, Trustees, Key Employees, and Highest Compensated Employees (continued)
(A) (8) (C) (D) € F)
Name and title Average Position (check all that appty) Reportable Reportable Estimated
housper | S 5 551 Q 5 3&| 3| compensation compensation amount of
week %Eﬁ%%g'w t3 i from from related other
(descrive |G E (P2 7 |3 (58] 3 the organizations compensation
hourstor | S o | g |2 |%8 organization | (W-2/1099-MISC) from the
rolated | & 8| B| |(W-2/1099-MiSC) organization
organizations 2 § and related
in Schedule O) & organizations
[=3
(17)THOMAS S WINTZ
" DIRECTOR T 1.00| X 0. 0, 0.
(18)ADRIENNE KIRBY
" PRESIDENT 7 40.00| X X 355,177. 0, 4,882
(19)GEORGE J JABAJI MD
"7 DIRECTOR T 1.00| X 32,089. 0. 0.
(20)ANTHONY SCLAMA
"7 VICE PRESIDENT | 40.00 X 487,274. 0, 17,946.
(21)ROBERT LALLY
" VICE PRESIDENT | 40.00 X 345,081. 0, 36,044.
(22) LAWRENCE STRASSNER
~ VICE PRESIDENT | 40.00 X 221,219. 0l 10,297.
(23) GLENN VISBEEN
" SENIOR VICE PRESIDENT | 40.00 X 306,790. 0. 15,706.
(24)YVONNE OTTAVIANO
~CHIEF T 40.00 X 404,428, 0, 17,986.
(25)WILLIAM MCGUIRE
" "PHYSICIAN DIR SERVICE LINE FSH| 40.00 X 479,099. 0, 7,995.
(26)WILLIAM WATERFIELD
" CHIEF T 40.00 X 395,542, 0] 17,472.
(27) SAMUEL SMITH -
"7 MEDICAL DIRECTOR | 40.00 X 395,777. 0, 22,944,
(28) ALBERT FLEISHER
" PHYSICIAN T 40.00 X 444,999. 0, 16,717.
b Subtotal L e, »| 3,902,4754 3,125,094, 300,254.
¢ Total from continuation sheets to Part VII, Section A ATTACHMENT.2 . . » 04 1,060,335 38,378.
d Total (add lines 1band1€) . . « - & & o v i v vt e st vt et nnan s e »| 3,902,475 4,185,429 338,632.
2 Total number of individuals (including but not limited to those listed above) who received more than $100,000 in
reportable compensation from the organization » 178
Yes| No
3 Did the organization list any former officer, director or trustee, key employee, or highest compensated g
employee on line 1a? If "Yes,” complete Schedule J for suchindividual . . . . . . . . . . v v v o o o o o o noauoaes 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
individual . .« . v L i s e e e e e e e it e e e e ee e e 4 | X
5§ Did any person listed on line 1a receive or accrue compensation from any unrelated organization or individual
for services rendered to the organization? If "Yes," complete Schedule J for suchperson . . .. ... .. cuuvuau. 5 X
Section B. Independent Contractors
1 Complete this table for your five highest compensated independent contractors that received more than $100,000 of
compensation from the organization.
(A) (8) ©)
Name and business address Description of services Compensation

ATTACHMENT 4

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 » 34

JSA

0E1050 1.000
32062H E014 vV 10-8.3 1793294
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Form 990 (2010) 52-0608007 Page 9
RELSYIIN  Statement of Revenue

(A) (B) (C) (D)

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

gg 1a Federated campaigns . - + « « . . . |18
3| b Membershipdues . ........[1b
QE ¢ Fundraisingevents . . . . . ... .| 1€ 95,451.
®8| d Related organizations . . . . . . .. 1d
:::% e Government grants (contributions) . . | 1€
B5 f Al other contributions, gifts, grants,
g% and similar amounts not included above . L 1f 2,077,241.
§§ g Noncash contributions included in iines 1a-1f: $
— | h Total.Addlinesda-1f . + v v v v o o o s v v 0 oo .P 2,172,692.
§ Buslness Code
2 2a NET PATIENT SERVICE REVENUE 621300 443,828,238, 443,828,238.
x b PHARMACY 900099 3,864,337. 3,864,337.
% ¢ HEALTH EDUCATION 900099 54,200. 54,200.
#| d
g,’ f All other program servicerevenue . . . . .
o g Total.Addlines2a-2f . o . « o o v o v o v e P 447,746,775,
3 Investment income (including dividends, interest, and
other SiMilaramounts)e « « v v « v v s v e e v s neas P 13,341, 13,341,
4  Income from investment of tax-exempt bond proceeds . . . > 9.
5 ROyalies « = =+ v ==t 22 e o a e B o.
(i) Real (ii) Personal
6a GrossRents. . . . . ... 374,013,
b Less: rental expenses . . . 0.
¢ Rental income or (loss) . . 374,013, :
d Netrental incomeor (I0SS) . s « s = s s o o s o o o o « o o P 374,013, 374,013,
(i) Securities (ii) Other
7a Gross amount from sales of
assets other than inventory 13,705.
b Less: cost or other basis
and sales expenses . . . .
¢ Ganor(loss) « + « « « v . 13,705,
d Netgainor(loss) « « « = « « v = s st v v s s 00 s edP 13,705. 13,705.
g 8a Gross income from fundraising
S events (not including$ _____ 95.452.
¢>, of contributions reported on line 1c).
. SeePartV,line18 - « » « o oo ... a 26,182
2| b Lessidirectexpenses .. ... ... .. b 33,314. _
6 ¢ Net income or (loss) from fundraisingevents . . . . . . . . P> -7,132. -7,132.
9a Gross income from gaming activities.
SeePartIV,line19 , _ ., . ....... a
b Less:directexpenses « « + « » . s s . b
¢ Net income or (loss) from gaming activities . « « « « . . . . P 0.
10a Gross sales of inventory, less
returnsand allowances , , ,...... a
b Less: costofgoodssod. . . ... ... b
¢ Net income or (loss) from salesofinventory. . . . . . . . . P 0.
Miscellaneous Revenue Business Code |
11a REBATE INCOME 900099 1,337,847. 1,337,847,
b PARKING LOT REVENUE 812930 156,120. 156,120,
c NSABP REVENUE 900099 156,019. 156, 019.
d Allotherrevenue « « « « « = o = v = v s &« 900093 956,486 956,486
e Total.lAddlines 11a-11d « v v v v e v v s s v v v v s o P 2,606,472,
12 T in i T 452,919,866. 447,746,775. 0. 3,000,399,

Form 990 (2010)
JSA

0E1051 2.000
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Form 990 (2010) 52-0608007 Page 10
Statement of Functional Expenses
Section 501(c)(3) and 501(c)(4) organizations must complete all columns.
All other organizations must complete column (A) but are not required to complete columns (B), (C), and (D).
Do not include amounts reported on lines 6b, (A) (I ) (D)
7b, 8b, 9b, and 10b of Part Vil ' TGislspenses i el e o
1 Grants and other assistance to governments and
organizations in the U.S. See Part IV, line 21 0.
2 Grants and other assistance to individuals in
the US. See Part IV, line22 , . ... .. . 0.
3 Grants and other assistance to governments,
organizations, and individuals outside the
US. SeePart IV, lines15and16 , , , . . . 0.
4 Benefits paidtoorformembers , . . . ... . 0.
5 Compensation of current officers, directors,
trustees, and keyemployees . . . ... ... . 1,867,505. 1,782,630. 84,875.
8 Compensation not inciuded above, to disquaiified
persons (as defined under section 4958(f)(1)) and
persons described in section 4958(c)(3)(B). . . . . . 0.
7 Othersalariesandwages. . . . . .. ... .. 177,793,162.] 160,648,542. 17,144,620.
8 Pension pian contributions (include section 401(k)
and section 403(b) empioyer contributions)., . . . . . 4,163,920. 3,764,599. 399,321.
9 Other employeebenefits . . . . . . . . “e 22,257,444. 20,122,951. 2,134,493.
10 PayrolltaXS . + v ¢ « s s ¢+ s s n v s au e 12,254,987. 11,229,550. 1,025,437.
11 Fees for services (non-employees):
a Management . . . . . v n e 25,720,380. 0. 25,720,380.
blegal ......ccoiveeenonsnsa 210,324. 1,225, 209,099.
CcAccounting o « v s o @ n a5 e n s n e 0.
d Lobbying « + » s e e n st s e n e 0.
e Professional fundralsing services. See Part IV, iine 17 0.
f Investment managementfees , ... ... .. 0.
goOther . . .. ...t veesnnns 39,947,118. 37,703,836. 2,243,282.
12 Advertisingand promotion « « + « « & s . .. 1,715,013. 97,751. 1,617,262.
13 OFfiCCEXPENSES « v = o v « ¢ ¢ s s v o s s s o 3,514,936. 2,299,497. 1,215,439,
1I4 Information technology. « = « + + v 4 o s 2 4 & 20,007. 76,212, 13,795.
15 ROYAMIES, . o v v v v e e neene e 0.
16 OCCUPANCY + « o v v v v e e v mm e s vnas 1,612,439. 1,612,501. -62.
17 Travel . . . . & o v v i i h i e .. e .. 495,146. 406, 742. 88,404.
18 Payments of travel or entertainment expenses
for any federal, state, or local public officials 0.
19 Conferences, conventions, and meetings . . . . 67,590. 61,767. 5,823.
20 Interest ., . ... R 10,049,727. 10,049,727. 0.
21 Paymentstoaffiliates ., .......... .. 0.
22 Depreciation, depletion, and amortization . . . . 18,638,121. 18,638,121, 0.
23 INSUMANCE &, & v & ot v ot o o e o v s nema 8,576,809. 8,218,935, 357,874, 0.
24 Other expenses. itemize expenses not covered
above (List miscelianeous expenses in line 24f. if
iine 24f amount exceeds 10% of iine 25, coiumn
(A) amount, iist iine 24f expenses on Schedule O)
ang_QG_S_/_P_I-I_A_R_l@_C_Y _______________ 28,551,740. 28,510,921. 40,819.
bl\gE_D_I_C_A_L_/_S_U_R_G_I_C_A_I.v__S_U_P_P_I.LI_E_S____ 26,205,287, 26,182,462. 22,825,
¢BAD DEBTS 18,153,399. 18,153,399.
dI__DQIlIiA_I\I_'I‘_S_/_P_R_O_S_'I‘_. ______________ 9,414,279. 9,414,220. 59.
e FOOD SERVICE ________________ 5,816,531. 5,515,608. 300,923.
f All other expenses _ _ _______________ 17,714,493. 14,769,121. 2,945,372,
25 Totai functionai exp Add iines 1 through 24f 434,830,357. 379,260,317. 55,570, 040. 0.
26 Joint Costs. Check here B || if following
SOP 98-2 (ASC 958-720). Complete this line
only if the organization reported in column
(B) joint costs from a combined educational
campaign and fundraising solicitation , , , . . .
OE1055 1,000 Form 990 (2010)
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Form 990 (2010) 52-0608007 Page 11
Balance Sheet

(A) (B)
Beginning of year End of year
1 Cash-non-interest-bearing , . ., ., ... ................... 6,378 1 6,428.
2 Savings and temporary cashinvestments , _ . . ... ... ... ...... 774,224, 2 194,039.
3 Pledges and grants receivable,net , _ . . . ... ..... .. ..., e e 3
4 Accounts receivable, net , ... ... .. ... ... ... 46,884,632 4 61,540,128,
5 Receivables from current and former officers, directors, trustees, key
employees, and highest compensated employees. Complete Part II of
Schedule L . . ., . ... ... . . ... i i 5
6 Receivables from other disquaiified persons (as defined under section 4958(f)(1)), persons
described in section 4958(c)(3)(B), and contributing employers and sponsoring organizations of
A section 501(c)(9) voiuntary empioyees' beneficiary organizations (see instructions) , _ . ., . .. 6
§ 7 Notes and loans receivable,net, , . .. ......... e e e e 7
&| 8 Inventoriesforsaleoruse, , .., .. ......... .. .00 0nnnnn 5,840,785. 8 6,680,009.
9 Prepaid expenses and deferred charges | , ., . ... ... e 715,281. 9 931,948.
10a Land, buildings, and equipment: cost or
other basis. Complete Part V! of Schedule D [10a| 447,810,781.
b Less: accumulated depreciation, , , . ...... 10b| 209,221,892.| 221,848,133./10c| 238,588,889.
11 Investments - publicly traded securities. . . . ... ... e e e e 11
12  Investments - other securities. See PartV,fine 11. . . . . . ... ...... 1,026,012.12 485,215.
13 Investments - program-related. See Part iV, line 11 ... ........... 13
14 Intangibleassets. . . ................. e et e e 14
15 Otherassets.See PartIV,line 11 . . . . . . . . i it v et o oo nnnnns 2,420,581/ 15 1,734,362.
16  Total assets. Add lines 1 through 15 (mustequalline 34) . . ....... .| 279,516,026. 16 310,161,018.
17 Accounts payable and accruedexpenses. . . . .. ........ e e 42,259,717 17 40,284,965.
18 Grantspayable. . . . . ... ...ttt et anrnnn e e 18
19 Deferredrevenue . .. ........ccevveccnnnaenn. e 329,983. 19 323,611.
20 Tax-exempt bond liabilites . .. ............ e e e e e 20
8|21 Escrow or custodial account liability. Complete Part IV of Schedule D 21
£|22 Payables to current and former officers, directors, trustees, key
% employees, highest compensated employees, and disqualified persons.
= Complete Partllof Schedule L . . .. . ... vevurnennnnnnenn. 22
23 Secured mortgages and notes payable to unrelated third parties . . . . . .- 23
24 Unsecured notes and loans payable to unrelated third parties. . . .. ... . 24
25 Other liabilities. Complete Part X of ScheduleD . ., .. ....... .. ... 30,078,218, 25 32,624,191.
26 Total liabilities. Add lines 17 through25. . . . . ... ... ......... 72,667,918, 26 73,232,767.
Organizations that follow SFAS 117, check here. p m and complete
2 lines 27 through 29, and lines 33 and 34.
§ 27 Unrestricted netassets . ... .. . ¢ oo v v v o eornwnos e e e e e 206,422,096 . 27 236,443,036.
5|28 Temporarily restricted netassets . . . . ... ... ... e ... 426,012 28 485,215.
T(29 Permanently restrictednetassets, . . ............. .00 29
c Organizations that do not follow SFAS 117, check here » D and
5 complete lines 30 through 34.
g 30 Capital stock or trust principal, orcurrentfunds . . ... ... ........ 30
%131 Paid-in or capital surplus, or land, building, or equipmentfund . ... ... . 31
f 32 Retained earnings, endowment, accumulated income, or other funds . , . . 32
2133 Totalnetassets orfund balances . . . . v v v vt v b b e e 206,848,108.[ 33 236,928,251.
34 Total liabilities and net assets/fund balances. . . . . . . v v v v v v v v v 279,516,026 . 34 310,161,018.

Fom 990 (2010)
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52-0608007
Form 990 (2010)

Reconciliation of Net Assets

Check if Schedule O contains a response to any questioninthis PartXl. . . ¢ v v v v v v v v v v o v a v na v w
1 Total revenue (must equal Part VIll, column (A),fine12). . . . . v vt vt i it i it b v s i et e na s 1 452,919, 866.
2  Total expenses (must equal Part IX, column (A),fine25). . . . v v o o v v v v w e e nn B 434,830,357,
3 Revenue less expenses. Subtractline2fromline1 . . ... . ¢t it ittt i . L3 18,089,509.
4 Net assets or fund balances at beginning of year (must equal Part X, line 33, coumn (A)) . . . . . . .. 4 206,848,108.
5 Other changes in net assets or fund balances (explainin Schedule Q) . ................. 5 11,990,634.
6 Net assets or fund balances at end of year. Combine lines 3, 4, and 5 (must equal Part X, line 33,
Lol 1173113 I = ) ) 6
236,928,251.

Financial Statements and Reporting

Check if Schedule O contains a response to any questioninthisPartXIl . .. ... ... ive ..

1 Accounting method used to prepare the Form 990: [:] Cash @ Accrual [:] Other
If the organization changed its method of accounting from a prior year or checked "Other," explain in
Schedule O.
2a Were the organization's financial statements compiled or reviewed by an independent accountant?
b Were the organization's financial statements audited by an independent accountant?
¢ If "Yes" to line 2a or 2b, does the organization have a committee that assumes respon5|b|I|ty 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 in
Schedule O.
d If "Yes" to line 2a or 2b, check a box below to indicate whether the financial statements for the year were
issued on a separate basis, consolidated basis, or both:
Separate basis [ X] Consolidated basis [ ] Both consolidated and separate basis
3a As a result of a federal award, was the organization required to undergo an audit or audits as set forth in
the Single Audit Act and OMB Circular A-1332 . . .. ... ...iiieiiiiaaaea

b If "Yes," did the organization undergo the required audit or audits? If the organization did not undergo the
required audit or audits, explain why in Schedule O and describe any steps taken to undergo such audits.

Yes | No
2a X
2b} X
2c | X
3a X
3b

JSA
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SCHEDULE A
(Form 990 or 990-EZ)

OMB No. 1545-0047

Public Charity Status and Public Support

Complete if the organization Is a sectlon 501(c)(3) organization or a section
4947(a)(1) nonexempt charltabie trust.

P> Attach to Form 990 or Form 990-EZ. P> See separate instructions.
Employer identification number
FRANKLIN SQUARE HOSPITAL CENTER INC. 52-0608007
;143 Reason for Public Charity Status (All organizations must complete this part.) See instructions.
The organization is not a private foundation because it is: (For lines 1 through 11, check only one box.)
1 ]A church, convention of churches, or association of churches described in section 170(b){1){A)(i).
A school described in section 170(b)(1)(A)(ii). (Attach Schedule E.)
A hospital or a cooperative hospital service organization described in section 170(b)(1)(A)(iii).
A medical research organization operated in conjunction with a hospita! 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 Il.)
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 lll.)
An organization organized and operated exclusively to test for public safety. See section 509(a)(4).
An organization organized and operated exclusively for the benefit of, to perform the functions of, or to carry out the
purposes of one or more publicly supported organizations described in section 509(a)(1) or section 509(a)(2). See section
509(a)(3). Check the box that describes the type of supporting organization and complete lines 11e through 11h.
a [:] Type | b [:] Type !l c Type Il - Functionally integrated d D Type 1l - Other
By checking this box, 1 certify that the organization is not controlled directly or indirectly by one or more disqualified
persons other than foundation managers and other than one or more publicly supported organizations described in section
509(a)(1) or section 509(a)(2).

Department of the Treasury
intemai Revenue Service

Name of the organization

. Inspectionw’ .

2
3
4

L1 L0 O =

10
11

f If the organization received a written determination from the IRS that it is a Type !, Type !l, or Type Il supporting
organization, check this boxX L e e e
g Since August 17, 2006, has the organlzatlon accepted any gift or contribution from any of the

following persons?

(i) A person who directly or indirectly controls, either alone or together with persons described in (i) Yes | No
and (iii) below, the governing body of the supported organization? . ... ... ... ....... 11gl)

(i) Afamily member of a persondescribed in (i) above? _ ... 11g(i)

(iii) A 35% controlled entity of a person described in (i) or (i) above? . . . .. e e e e, 11g(li)

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

(1) Name of supported () EIN (it) Type of organization (Iv) 1sthe  [(v) Did you notify (vi) is the (vil) Amount of
organization (described on lines 1-9 organizationin | the organization | organization in support
above or IRC section ool () lsted in in col. () of | col. (i) organized
(see Instructions)) Y certa® | your support? inthe U.S.?
Yes | No Yes No Yes No
(A)
(8)
(€
(D)
(E)
Total

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

JSA
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Scheduie A (Form 990 or 990-EZ) 2010 52-0608007 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 11l If the organization fails to qualify under the tests listed below, please complete Part lIl.)

Section A. Public Support

Calendar year (or fiscal year beginning In) p (a) 2006 (b) 2007 (c) 2008 (d) 2009 (e) 2010 (f) Total

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

2 Tax revenues levied for the organization's
benefit and either paid to or expended on
itsbehalf . « « « « ¢ v e o v v v ..

3 The value of services or facilities
furnished by a governmental unit to the
organization withoutcharge . . . « . .« .

4 Total. Add lines 1 through3. . « + « .+ »

5 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

shownonline 11, column(f), . . . ...
6 _ Publlic support. Subtract line 5 from line 4.
Section B. Total Support
Calendar year (or fiscal year beginning in) » (a) 2006 (b) 2007 (c) 2008 (d) 2009 (e) 2010 () Total
7 Amountsfromlined4 ... .......

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

9 Net income from unrelated business
activities, whether or not the business
isregularlycarriedon « . .« . < - ¢ .

10 Other income. Do not inciude gain or
loss from the sale of capital assets

(ExplaininPartiV) . .. ¢« a 0.
11 Totai support. Add lines 7 through 10 . .
12 Gross receipts from related activities, etc. (S€€INSrUCHONS) « « « « & & ¢ ¢ 2 v v s 0 v v s o n s o s s s s s 12
13 First flve 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 thisboxandstophere . . ... ... ... .00 cu.. T T T T T s “ e e e » I_I
Section C. Computation of Public Support Percentage
14 Public support percentage for 2010 (line 6, column (f) divided by line 11, column(f)) . ... .. .. 14 %
15 Public support percentage from 2009 Schedule A, Part !l line14 ., . . . ... ............ 15 %
16a 331/3% support test - 2010. 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 . . . .. .. . ...+ oo v s oo >
b 331/3% support test - 2009. 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, , ., . ............. >

17a 10%-facts-and-circumstances test - 2010. If the organization did not check a boxon line 13, 16a or 16b, and line 14 is 10%
or more, and if the organization meets the "facts-and-circumstances" test, check this box and stop here. Explain in

Part IV how the organization meets the "facts-and-circumstances” test. The organization qualifies as a publicly supported
organization, . . ... ... .00 B m e ae s e aeasaeserrases e a et >

b 10%-facts-and-circumstances test - 2009. If the organization did not check a box on line 13, 16a, 16b, or 17a, and line
15 is 10% or more, and if the organization meets the "facts-and-circumstances" test, check this box and stop here.
Explain in Part IV how the organzation meets the "facts-and-circumstances” test. The organization qualifies as a publicly

supportedorganization, . . . .. .. ... ...ttt e e s r e ettt e e e, >
18 Private foundation. If the organization did not check a box on line 13, 16a, 16b 17a or 17b, check this box and see
instructions , . _ ... ... T T fe P

Schedule A (Form 990 or 990-EZ) 2010
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Scheduie A (Form 990 or 990-EZ) 2010

52-0608007

Page 3

Support Schedule for Organizations Described in Section 509(a)(2)

(Complete only if you checked the boxon line 9 of Part | or if the organization failed to qualify under Part Il.

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

Section A. Public Support

1

7

Calendar year (or fiscal year beginning in) P>
Gifts, grants, contributions, and membership fees
received. (Do not inciude any "unusual grants.")
Gross receipts from admissions, merchandise
sold or services performed, or faciiities
furnished in any activity that is reiated to the
organization's tax-exempt purpose
Gross receipts from activities that are not an
unreiated trade or business under section 513
Tax revenues levied for the organization's
benefit and either paid to or expended on
tsbehalf | ., .........
The value of services or facilities
furnished by a governmental unit to the
organization without charge
Total. Add lines 1 through5_, , ., . ...

a 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
gersons that exceed the greater of
5,000 or 1% of the amount on line 13
fortheyear . =« « v s s s o s a 2 a2 0 s

¢ Addlines7aand7b. « + « + + s ¢ 4 =«
Pubilc support (Subtract line 7¢ from
iN@6.) o o o o o s o s s 4 s o o o u u s

(a) 2006

(b) 2007

(c) 2008

(d) 2009

(€) 2010

(f) Total

Section B. Total Support

9
10

11

12

13

14

Calendar year (or fiscal year beginning In) P

Amounts fromline6. . . . . . ... ..
a Gross income from interest, dividends,
payments received on securities loans,
rents, royalties and income from similar

b Unrelated business taxable income (less
section 511 taxes) from businesses
acquired after June 30, 1975

¢ Add lines 10a and 10b

Net income from unrelated business
activities not included in line 10b,
whether or not the business is regularly
carriedON = = « « 2 o s 5 &« 2 2 8w w

Other income. Do not include gain or
loss from the sale of capital assets
(BplaininPartiV.) ., .........
Total support. (Add lines 9; 10¢c, 11,
and 12.) ,

(a) 2006

(b) 2007

(c) 2008

(d) 2009

(e) 2010

(f) Total

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

organization, check this box and stop here

Sectlion C. Computation of Public Support Percentage

15 Public support percentage for 2010 (line 8, column (f) divided by line 13, column(f))_ . . .. ... ... .. 15 %
168 Public support percentage from 2009 Schedule A, Partili, ine15. . . « « @ v v v ¢ 4 v et v v v v v o s s« 16 %
Section D. Computation of Investment Income Percentage

17 investment income percentage for 2010 (line 10c, column (f) divided by line 13, column(f)) . . ., ... .. .. 17 %
18 Investment income percentage from 2009 Schedule A, Part i, line 17 . . . . 0 o v o v i v o o o .18 %
19a 331/3% support tests - 2010. if the organization did not check the box on line 14, and line 15 is more than 331/3%, and line

20

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 - 2009. 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

Private foundation. if the organization did not check a box on line 14, 19a, or 19b, check this box and see instructions P>

JSA
0E1221 1.000
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52-0608007
Scheduie A (Form 990 or 990-E2) 2010 Page 4
Supplemental Information. Complete this part to provide the explanations required by Part Il, line 10;

Part Il, line 17a or 17b; or Part lll, line 12. Also complete this part for any additional information. (See
instructions).

JSA Schedule A (Form 990 or 990-EZ) 2010
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SCHEDULE D | omB No. 1545-0047

! Supplemental Financial Statements
{Form 990)

» Compiete if the organization answered "Yes," to Form 990, 2@ 1 0

Part IV, line 6, 7, 8, 9, 10, 11, or 12. ] Publi;
Department of the Treasury .  Open to Public
Intemal Revenue Service » Attach to Form 990. B> See separate instructions. Inspection
Name of the organization Employer identification number
FRANKLIN SQUARE HOSPITAL CENTER INC. 52-0608007

Organizations Maintaining Donor Advised Funds or Other Similar Funds or Accounts. Complete if the
organization answered "Yes" to Form 990, Part IV, line 6.

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

1 Total number atendofyear . . .........
2 Aggregate contributions to (during year) . . .
3 Aggregate grants from (duringyear) ......
4 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? . . . .. ... ... D Yes E:] 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
urpose conferring impermissible private beneft? . . . . . . . ... ... e D Yes E:] No
Conservation Easements. Complete if the organization answered "Yes" to Form 990, Part {V, line 7.
1 Purpose(s) of conservation easements held by the organization (check all that apply).
Preservation of land for public use (e.g., recreation or education) Preservation of an historically important land area
Protection of natural habitat Preservation of a certified historic structure
Preservation of open space

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

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

4  Number of states where property subject to conservation easement is located

Does the organization have a written policy regarding the periodic monitoring, inspection, handling of

(3]

violations, and enforcement of the conservation easementsitholds? . . . . ... .. . v 't s v ot o v vuo- D Yes D No
6  Staff and volunteer hours devoted to monitoring, inspecting, and enforcing conservation easements during the year

»__
7  Amount of expenses incurred in monitoring, inspecting, and enforcing conservation easements during the year

| T

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

()@ A70MMANBXIN . . . .. o\ s oot et e e e e e [Ives Llno
9 In Part XIV, describe how the organization reports conservation easements in its revenue and expense statement, and

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

orﬁanization’s accounting for conservation easements.

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

1a If the or?anlzatlon elected, as permitted under SFAS 116 (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 XIV, the text of the footnote to its fmancual statements that describes these items.

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

(i) Revenues included in Form 990, Part Vill,fine1 . . ... ..... .. ... ... T >3
(i) Assets included in Form 980, PartX . . . . . .t i i i i i it ittt s i et e e e e > _ . __

2 If the organization received or held works of art, historical treasures, or other similar assets for financial gain, provide the
following amounts required to be reported under SFAS 116 (ASC 958) relating to these items:

a Revenues included in Form 990, PartVill,line1 . . ... ....... e e e st >SS
b__Assetsincluded in Form 990, PartX . ... .. ... . . ... @ v s oot e o u i vttt >3
For Paperwork Reduction Act Notice, see the Instructions for Form 990. Scheduie D (Form 990) 2010
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Schedule D (Form 990) 2010 52-0608007 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 are a significant use of its
collection items (check all that apply):
a Public exhibition d Loan or exchange programs
Scholarly research e B Other
c Preservation for future generations
4 Provide a description of the organization's collections and explain how they further the organization's exempt purpose in Part
XIV.
5 During the year, did the organization solicit or receive donations of art, historical treasures, or other similar
assets to be sold to raise funds rather than to be maintained as part of the organization's collection? . . . . . . [ IYes [ |No

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

-3

1a Is the organization an agent, trustee, custodian or other intermediary for contributions or other assets not
includedon Form 890, Part X?. . . . . . .« ¢ 4t i i i i i st r e s e e s e s s e e |:] Yes |:] No
b If "Yes," explain the arrangement in Part XIV and complete the following table:

Amount

Beginningbalance . . . . .. ...ttt it i it i e e e s e e 1c¢
Additions duringtheyear . ... ... . ¢¢ i enean e e e e e e 1d
Distributions duringtheyear. . . . . . ... v vt i v s o n e e s e e e s 1e
Endingbalance . . . .. .... e A e e e e e e 1f
2a Did the organization include an amount on Form 990, Part X, e 212 . v v v v v v v v s o v v m e s e n e L _|Yes | |No
b If "Yes," explain the arrangement in Part XIV.
Part V Endowment Funds. Complete if organization answered "Yes" to Form 990, Part IV, line 10.
(a) Current year (b) Prior year (c) Two years back (d) Three years back (e) Four years back

-0 a0

1a Beginning of year balance . . ..
b Contributions . . . ........
¢ Net investment earnings, gains,
andlosses. . v v vt i i v ..
d Grants or scholarships . .. ...
e Other expenditures for facilities .
andprograms .. . « + « s v« s«
f Administrative expenses . . . . .
g Endof yearbalance. . ......
2 Provide the estimated percentage of the year end balance held as:
a Board designated or quasi-endowment p %

b Permanent endowment » %

¢ Term endowment » %
3a Are there endowment funds not in the possession of the organization that are held and administered for the
organization by: Yes | No
(i) unrelatedorganizations. . . . = v ¢« 4t it i s i s e e s e s e e e e e e e e e 3a(i)
(i) related Organizations . . . v v v v v vt i i i e e e e e e e e a e - [3a(ii)
b If "Yes" to 3a(ii), are the related organizations listed as requiredonSchedule R? . . . . . . .« v v v v v e a v s 3b
4 Describe in Part XV the intended uses of the organization's endowment funds.

Land, Buildings, and Equipment. See Form 990, Part X, line 10.

Description of investment (a) Cost or other basis | (b) Cost or other basis (c) Accumuiated (d) Book vaiue
(investment) (other) depreciation

1a Land. - - - ¢ ¢ v o f i h i e e e e 386,702 386,702.
b Buildings .. ......... e e e 156,835,402{ 70,480, 986| 86,354,416.

¢ lLeasehold improvements. . « « . . .. .. 2,211,560 1,353,414|( 858, 146.

d Equipment . .. ... iu . 259,153,527§131,780,461| 127,373,066.

e Other . - . ....... P 29,223,590 5,607,031( 23,616,559.
Total. Add lines 1a through 1e. (Column (d) must equal Form 990, Part X, column (B), line 10(c).). . . . . . » 238,588,889.

Scheduie D (Form 990) 2010
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Schedule D (Form 990) 2010 52-0608007 Page 3
Investments - Other Securities. 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 , , , .. ............

Total. (Column (b) must equal Form 990, Part X, col. (B) line 12.) »
FEIEQYI Investments - Program Related. See Form 990, Part X, line 13.

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

1

(2)

(3)

(4)

%)

6)

(7)

(8)

(9)

(10)
Total. (Column (b) must equal Form 990, Part X, col. (B) line 13.) >
Other Assets. See Form 990, Part X, line 15.

(a) Description (b) Book value

4]
(2)
(3)
(4)
(5)
(6)
)
(8)
9)
(10)

Total. (Column (b) must equal Form 990, Part X, col. (B)line 15.) . + =« o &« v v s & o+ o o s o o 5 s s o o s s s o o o s o o >

Other Liabilities. See Form 990, Part X, line 25.

1. (a) Description of liability (b) Amount
(1) Federal income taxes
(2) ADVANCED FROM 3RD PARTY PAYORS 12,628,533.
(3) WORKERS COMPENSATION 5,322,757.
(4) STOCK OPTION PLAN 440,785.
(5) ASBESTOS ABATEMENT LIABILITY 243,225.
(6) OTHER LIABILITY 13,988,891.
(7)
(8)
(9)

(10)
(11)

Total. (Column (b) must equal Form 990, Part X, col, (B) line 25.) P 32,624,191.

2. FIN 48 (ASC 740) Footnote. In Part XIV, provide the text of the footnote to the organization's financial statements that reports the
organization's liability for uncertain tax positions under FIN 48 (ASC 740).

Schedule D (Form 990) 2010
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Schedule D (Form 990) 2010 52-0608007 Page 4
Reconciliation of Change in Net Assets from Form 990 to Audited Financial Statements
1  Total revenue (Form 9980, Part VI, column (A), ine 12) . . . . . . v v v i i e e e e e e e ia s 1
2 Total expenses (Form 990, Part IX, column (A), ine25) , . . . .. ... . v v i i, 2
3  Excess or (deficit) for the year. Subtractline 2 fromline1 _ _ . . . ... ..... e e e 3
4  Net unrealized gains (losses) oninvestments | . . . . . . . .. ... e e 4
5 Donated services and use offacilities , , , ., ... ............. ... .. 0.0, 5
6 INVESIMENt EXPENSES . . L . . L\ ittt et et e e e e e e e 8
7  Priorperiod adjustments _ _ ., ... ........... et e 7
8 Other(DescribeinPartXIV.) | . . . . ... ... ... trnrernrnnrannsnns 8
9 Total adjustments (net). Add lines 4 through8 _ | . . . . . ... .. v i i i i, 9
10  Excess or (deficit) for the year per audited financial statements Combinelines3and9 ....... 10
Reconciliation of Revenue per Audited Financial Statements With Revenue per. Return
1 Total revenue, gains, and other support per audited financial statements , _ ., , .. ........... 1
2  Amounts included on line 1 but not on Form 990, Part VIl line 12:
a Netunrealized gainsoninvestments _ . . .. ... .... .00 ... 2a
b Donated services and use of facilities _, , . . . ... ... .. 0. . ... 2b
¢ Recoveries of prioryeargrants, . . ., ... ... ............... 2¢
d Other (DescribeinPartXV.,) ., . ..... e e 2d
e Addlines 2athrough2d , . . .. ... ... .. .. ... . ¢c¢cciienenenrnrennnennan 2e
3 Subtractline2efromline1 . ... ....... ...ttt nnnenn e e e 3
4  Amounts included on Form 990, Part Vili, line 12, but not on line 1:
a Investment expenses not included on Form 990, Part Vill, line7b , , , . . .. 4a
b Other (DescribeinPartXIV.) . . ... ... e e 4b
c Addlines4aanddb , . . . .. ... ... ... e e e e, 4c
Total revenue. Add lines 3 and 4c¢. (This must equal Form 990, Partl, line 12.) . . v v v v v v v v v o . . 5
Reconciliation of Expenses per Audited Financial Statements With Expenses per Return
1 Total expenses and losses per audited financial statements . A o . 1
2  Amounts included on line 1 but not on Form 990, Part IX, line 25:
a Donated services and use of facilties ... e 2a
b Prior yearadjustments ... ... ... ... ..., 2b
c Other Iosses ------------------------------------ zc
d Other (Describe inPartXV.) . . . . . e 2
e Addlines 2athrough2d = | et e e aaeeeaieeeai 2e
3 Subtractline2efromline1 .. ................. 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 in Part XV | e 4b
c Add lines 4a and 4b --------------------------------------------- 4c
Total expenses. Add lines 3 and 4c¢. (This must equal Form 990, Partl,line 18). . . v v v v v « v v o u « 5

Supplemental Information

Complete this part to provide the descriptions required for Part I, lines 3, 5, and 9; Part lll, lines 1a and 4; Part [V, lines 1b and 2b;
PartV, line 4; Part X, line 2; Part X|, line 8; Part Xl}, lines 2d and 4b; and Part X!l, lines 2d and 4b. Also complete this part to provide
any additional information.

JSA
0E1271 1.000
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Schedule D (Form 990) 2010 52-0608007 Page 5
U@ Supplemental Information (continued)

FIN 48 FOOTNOTE

SCHEDULE D, PART X

INCOME TAXES ARE ACCOUNTED FOR UNDER THE ASSET AND LIABILITY METHOD.
DEFERRED TAX ASSETS AND LIABILITIES ARE RECOGNIZED FOR THE FUTURE TAX
CONSEQUENCES ATTRIBUTABLE TO DIFFERENCES BETWEEN THE FINANCIAL STATEMENT
CARRYING AMOUNTS OF EXISTING ASSETS AND LIABILITIES AND THEIR RESPECTIVE
TAX BASES AND OPERATING LOSS AND TAX CREDIT CARRYFORWARDS. DEFERRED TAX
ASSETS AND LIABILITIES ARE MEASURED USING ENACTED TAX RATES EXPECTED TO
APPLY TO TAXABLE INCOME IN THE YEARS IN WHICH THOSE TEMPORARY DIFFERENCES
ARE EXPECTED TO BE RECOVERED OR SETTLED. THE EFFECT ON DEFERRED TAX
ASSETS AND LIABILITIES OF A CHANGE IN TAX RATES IS RECOGNIZED IN THE
PERIOD THAT INCLUDES THE ENACTMENT DATE. ANY CHANGES TO THE VALUATION
ALLOWANCE ON THE DEFERRED TAX ASSET ARE REFLECTED IN TH YEAR OF CHANGE.
THE CORPORATION ACCOUNTS FOR UNCERTAIN TAX POSITIONS IN ACCORDANCE WITH
THE FASB ACCOUNTING STANDARDS CODIFICATION (ASC) TOPIC 740, INCOME TAXES.
THERE WAS NO LIABILITY RECORDED FOR UNCERTAIN TAX POSITIONS AS OF JUNE

30, 2011.

Schedule D (Form 990) 2010
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| OMB No. 1545-0047

SCHEDULE G Supplemental Information Regarding 201 o
(Form 990 or 990-E2) Fundraising or Gaming Activities

Complete H the organization answered "Yes™ to Form 990, Part IV, lines 17, 18, or 19, or if the Open To,Public, -
Department of the Treasury organization entered more than $15,000 on Form 990-EZ, line 6a. RlrE o e
Internal Revenue Service P> Attach to Form 990 or Form 990-EZ. P> See saparate instructions. ' Inspectiosr -F
Name of the organization Employer identification number
FRANKLIN SQUARE HOSPITAL CENTER INC. 52-0608007

Fundraising Activities. Complete if the organization answered "Yes" to Form 990, Part IV, line 17.
Form 990-EZ filers are not required to complete this part.
1 Indicate whether the organization raised funds through any of the following activities. Check all that apply.

a Mail solicitations e Solicitation of non-government grants
b Internet and email solicitations f Solicitation of government grants

c Phone solicitations g Special fundraising events

d In-person solicitations

2a Did the organization have a written or oral agreement with any individual (including officers, directors, trustees
or key employees listed in Form 990, Part VIl) or entity in connection with professional fundraising services? D Yes I:] No

b If "Yes," list the ten highest paid individuals or entities (fundraisers) pursuant to agreements under which the fundraiser is to be
compensated at least $5,000 by the organization.

. {v) Amount paid to .
(i) Name and address of individual (i) Did fundraiser have {iv) Gross receipts (or retained by) {vi) Amount paid to

(i) Activity custody or control of y " (or retained by)
or entity (fundralser) contributions? from activity fundra‘::?r(:l)sled in organization

Yes No

3 List all states in which the organization is registered or licensed to solicit contributions or has been notified it is exempt from
registration or licensing.

For Paperwork Reduction Act Notice, see the Instructions for Form 990 or 990-EZ. Schedule G (Form 990 or 990-EZ) 2010
JSA
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Schedule G (Form 990 or 990-EZ) 2010

52-0608007

Page 2

Part i Fundraising Events. Complete if the organization answered "Yes" to Form 990, Part IV, line 18, or reported more
than $15,000 of fundraising event contributions and gross income on Form 990-EZ, lines 1 and 6b. List events with
gross receipts greater than $5,000.
(a) Event #1 (b) Event #2 (c) Other Events (d) Total events
GOLF TOURNAMENT|NONE 0.| (add col. (a) through
(event type) (event type) (total number) col. (©)
[}
3
S |1 Grossreceipts . ... ........ 121,633. 121,633.
@ | 2 Less: Charitable
contributions _ _ , . ... ...... 95,451. 95,451.
3 Gross income (line 1 minus
iNE2): v oo v v v e e e ey 26,182. 26,182.
4 Cashprizes . . .. .........
5§ Noncashprizes , . . .
[}
% | 6 Rent/facilitycosts _ , . .. .. ...
o
L% 7 Food andbeverages . . ... ..
8
& | 8 Entertainment , | I
9 Other direct expenses _ _ . _ _ . 33,314. 33,314.
10 Direct expense summary. Add lines 4 through Qincolumn(d) . . . .. ... ............. » ( 33,314
11 Net income summary. Combine line 3, column (d),andline10. ... .. s ML L. » -7,132.

Gaming. Complete if the organization answered "Yes" to Form 990, Part IV, line 19, or reported more
than $15,000 on Form 990-EZ, line 6a.

; b) Puil tabs/instant ; d) Total gaming (add

g (a) Bingo bir(\gz:n/pl:ograessi\?e girr‘\go (c) Other gaming c(ol.) (a) thr%ugh gog (c)
2
@

1 Grossrevenue . . . . .. .. ....
8|2 Cashprizes ., . ... e
®
u,ﬂj- 3 Noncashprizes ....¢.uv00..
k3] -
9| 4 Rentffacilitycosts | _ . .. ..
o)

5 Otherdirectexpenses . . . .....

Yes % | |Yes % || _{Yes %

6 Volunteerlabor . . .. .... No No No

7 Direct expense summary. Add lines 2 through Sincolumn(d) . . . .. . ... ............ » | )

8 Net gaming income summary. Combine line 1, columnd,andline7 . . . . . . ... ......... »

9 Enter the state(s) in which the organization operates gaming activities:

10a Were any of the organization's gaming licenses revoked, suspended or terminated during the taxyear?,

b If "Yes," explain:

0E1282 1.000
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52-0608007

Schedule G (Form 990 or 990-EZ) 2010 Page 3
11 Does the organization operate gaming activities with nonmembers? _ = . . .. ... ... ... .. ... l_,Yes [_l No
12 Is the organization a grantor, beneficiary or trustee of a trust or a member of a partnership or other entity
formed to administer charitablegaming? . . . . . .. ... ... ... . ..., e e e e |:]Yes |:] No
13 Indicate the percentage of gaming activity operated in:
a The organization'sfacility . . . ............. Gt e e s s e s e s s e et ae e 13a %
b An outside facility . . . ..... f ek e e s m e s e a s am e e e e eme e ee et 13b %
14  Enter the name and address of the person who prepares the organization's gaming/special events books and
records:
Name P _ _
Address »

15a Does the organization have a contract with a third party from whom the organization receives gaming
TEVEBNUE? & o L i it i s v e v s o s o s o e s s s e s s s s a st et s ansaenea e o [:IYes D No
b If "Yes," enter the amount of gaming revenue received by the organizaton®» $ __ and the
amount of gaming revenue retained by the third party p $
¢ If "Yes," enter name and address of the third party:

16  Gaming manager information:

Description of services provided p

D Director/officer [:I Employee [:] Independent contractor

17  Mandatory distributions:
a Is the organization required under state law to make charitable distributions from the gaming proceeds to
retain the state gaming ICeNSE?, , . ., . .\ . o\t vttt et e e e [Ives [ _]No
b Enter the amount of distributions required under state law to be distributed to other exempt organizations
or spent in the organization's own exempt activities during the tax year » $
Supplemental Information. Complete this part to provide the explanation required by Part |, line 2b,
columns (jii) and (v), and Part Ill, lines 9, 9b, 10b, 15b, 15¢c, 16, and 17b, as applicable. Also complete this
part to provide any additional information (see instructions).

Schedule G (Form 990 or 990-EZ) 2010
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SCHEDULE H Hospitals | OMB No. 1545-0047

(Form 990)
P Complete If the organization answered "Yes" to Form 880, Part iV, question 20.
Department of the Treasury P> Attach to Form 990. > See separate Instructions. Open to Public
Intemal Revenue Service | Inspectlon
Name of the organization Employer identification number
FRANKLIN SQUARE HOSPITAL CENTER INC. 52-0608007
Financial Assistance and Certain Other Community Benefits at Cost
Yes| No
1a Did the organization have a financial assistance policy during the tax year? If "No," skip to question6a . . . . . ... [1a X
b If "Yes," was ita writtenpolicy?. « . . . ... T 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) to determine eligibility for providing free care to low income
mdnvnduals’? If “Yes,” indicate whlch of the following was the FPG family income limit for eligibility for freecare: _, , ., ... . ... 3a | X
100% Ij 150% 200% Other %
b Dld the organization use FPG to determine eligibility for providing discounted care to low income individuals? If
"Yes," indicate which of the following was the family income limit for eligibility for discounted care:_ , , . ... ... 3l X
200% 250% 300% 350% 400% ‘j Other %
¢ If the organization did not use FPG to determine eligibility, describe in Part VI the income based criteria for
determining eligibility for free or discounted care. Include in the description whether the organization used an
asset test or other threshold, regardless of income, to determine 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"?_ _ . . . . .. ... ... ... 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 budgetedamount? . . . . . ... ...... 5b.
c If "Yes" to line 5b, as a result of budget considerations, was the organization unable to provide free or discounted X
care to a patient who was eligible for free ordiscountedcare?. . . . . . . . . . . i it h i i e s, Sc X
6a Did the organization prepare a community benefit report duringthetaxyear? .. ... ... . ¢ n .. 6a | X
b If "Yes," did the organization make it availabletothepublic? . . . . . . . . . . ¢ . i i i i e e e . 6b | X
Complete the following table using the worksheets provided in the Schedule H instructions. Do not submlt
these worksheets with the Schedule H.
7 Financial Assistance and Certain( lS))"gher Community Benefits at Cost
Financial Assistance and (ﬂa)cmrtn&e& of ersons (c) Total community (d) Direct offsetting (e) Net community (f) Percent
Means_-rg?;eg‘:a ?nosvemment P Sﬁm) (os'm ) benefit expense revenue Igeneﬁt expense eo):p tgntgle
@ Financial Assistance at cost
(from Worksheets 1 and )« » » 8,367,249. 0. 8,367,249. 2,01
b unreimbursed Medicaid (from
Worksheet 3, column a) » « 0. 0. 0. 0.00
€ Unreimbursed costs - other means-
Worksheot 3, coumny o 0. 0. 0. 0.00
d Total Financial Assistance and
Means-Tested Govemment
Programs » » « « « » = « & 8,367,249. 0. 8,367,249. 2.01
Other Benefits
© Community heaith improvement
it St syl 2,125,443, 46,931. 2,078,512, .50
f Health professions education
(from Worksheet§) « » » » » 15,143, 864. 0. 15,143,864. 3.63
g Subsidized health services (from
Workshest8)- = - » o + 17,499,067. 12,997,752. 4,501,315. 1.08
h h (trom V e 1,434. 0. 1,434, 0.00
| Cash and in-kind contributions to
community groups (from 261,638. 0. 261,638. .06
Worksheet8), . . . « & » &
| Total. Other Benefts « « « . . 35,031, 44s6. 13,044,683. 21,986,763. 5.27
K Total. Add lines 7d and 7j . ., . 43,398,695. 13,044,683. 30,354,012. 7.28
For Paperwork Reduction Act Notice, see the Instructions for Form 990. Schedule H (Form 990) 2010
DE12JBiA2.000
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Schedule H (Form 990) 2010 52-0608007 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 () Percent of
activities or served building expense revenue building expense total expense
programs (optionai)
(optional)
1 _Physical improvements and housing
2 Economic development
3 _Community support 114,216. 0. 114,216. .03
4 Environmental improvements
5 Leadership development and
training for community members 2 ’ 221. 0. 2 ’ 221.
6 Coalition bullding
7 Community health improvement
advocacy 47,834, 0. 47,834. .01
8 Workforce development
9 Other
10 Total 164,271. 0. 164,271, .04
Bad Debt, Medicare, & Collection Practices
Section A. Bad Debt Expense Yes | No
1 Does the organization report bad debt expense in accordance with Healthcare Financial Management
Association StatementNO. 152 . . . . v v v i ittt et e s s e el 11X
2 Enter the amount of the organization's bad debt expense (atcost) . . . .. ... ... l2 11,791, 844.
3 Enter the estimated amount of the organization's bad debt expense (at cost) attributable
to patients eligible under the organization's financial assistance policy , , . . ... ... 3 0.
4 Provide in Part VI the text of the footnote to the organization's financial statements that describes bad debt
expense. In addition, describe the costing methodology used in determining the amounts reported on lines
2 and 3, and rationale for including a portion of bad debt amounts in community benefit.
Section B. Medicare
5 Enter total revenue received from Medicare (includng DSHandIME) . ... ...... 5 0.
6 Enter Medicare allowable costs of care relating to paymentsonline5 . ... ...... 6 0.
7 Subtract line 6 from line 5. This is the surplus (orshortfall) . . .............. 7 0.
8 Describe in Part VI the extent to which any shortfall reported in line 7 should be treated as community benefit.
Also describe in Part VI the costing methodology or source used to determine the amount reported on line 6.
Check the box that describes the method used:
Cost accounting system Cost to charge ratio D Other
Section C. Collection Practices
9a Does the organization have a written debt collection policy during thetaxyear?. . ... ... .. ... ¢ oo ga| X
b If "Yes," did the organization's coliection 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? Describein Part VI . . . . . . v o o « « o » « 9b | X
I\ Management Companies and Joint Ventures
(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 %
1
2
3
4
5
6
7
8
9
10
11
12
13
JSA Schedule H (Form 980) 2010
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Schedule H (Form 990) 2010

52-0608007

Page 3

Facility Information

Section A. Hospital Facilities

(list in order of size, measured by total revenue per facility,
from largest to smallest)

How many hospital facilities did the organization operate
during the taxyear? __ 1

Name and address

|exdsoy pasuadi

lediuns '@ jedlpeuws |eJsueD

|endsoy s,uaipiiyd

lexdsoy Buiyoee |

|epdsoy $s8008 |BOND

Aupoey yoseesay
sinoy pz-4

Jao-y3

Other (describe)

1 FRANKLIN SQUARE HOSPITAL CENTER

9000 FRANKLIN SQUARE DRIVE

BALTIMORE MD 21237-3901 X

FAST TRACK ER

2

10

1

12

13

14

15

16

JSA
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Schedule H (Form 990) 2010

Name

Page 4
Facility Information (continued)
Section B. Facility Policies and Practices
(Complete a separate Section B for each of the hospital facilities listed in Part V, Section A)
Line Number of Hospital Facility (from Schedule H, Part V, Section A): 1
Yes | No

Community Health Needs Assessment (Lines 1 through 7 are optional for 2010)

1

-

[

(2 I -

= oQe .o a6 e

7

During the tax year or any prior tax year, did the hospital facility conduct a community health needs
assessment (Needs Assessment)? If "No," skipto line 8., . . . . . v v i v v vt v vt e e e e eeee e
If "Yes," indicate what the Needs Assessment describes (check all that apply):

A definition of the community served by the hospital facility

Demographics of the community

Existing health care facilities and resources within the community that are available to respond to the
health needs of the community

How data was obtained

The health needs of the community

Primary and chronic disease needs and other health issues of uninsured persons, low-income persons,
and minority groups

The process for identifying and prioritizing community health needs and services to meet the
community health needs

The process for consulting with persons representing the community's interests

Information gaps that limit the hospital facility’s ability to assess all of the community's health needs
Other (describe in Part V1)

Indicate the tax year the hospital facility last conducted a Needs Assessment: 20 _

In conducting its most recent Needs Assessment, did the hospital facility take into account input from
persons who represent the community served by the hospital facility? If "Yes," describe in Part VI how the
hospital facility took into account input from persons who represent the community, and identify the persons
the hospital facility consulted
Was the hospital facility's Needs Assessment conducted with one or more other hospital facilities? If "Yes,"
list the other hospital facilities in Part V!
Did the hospital facility make its Needs Assessment widely available to the public?
If "Yes," indicate how the Needs Assessment was made widely available (check all that apply):

Hospital facility's website

|| Available upon request from the hospital facility

|| Other (describe in Part VI)

If the hospital facility addressed needs identified in its most recently conducted Needs Assessment, indicate
how (check all that apply):

| __| Adoption of an implementation strategy to address the health needs of the hospital facility's community
Execution of the implementation strategy

Participation in the development of a community-wide community benefit plan

Participation in the execution of a community-wide community benefit plan

Inclusion of a community benefit section in operational plans

Adoption of a budget for provision of services that address the needs identified in the Needs Assessment
Prioritization of health needs in its community

|| Prioritization of services that the hospital facility will undertake to meet health needs in its community

| | Other (describe in Part Vi)

Did the hospital facility address all of the needs identified in its most recently conducted Needs Assessment?
If "No," explain in Part VI which needs it has not addressed and the reasons why it has not addressed such
needs . . . oo v v e v s e s s. gar e B en e e ity o L . LY . e N ER T

Financial Assistance Policy

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

8 Explained eligibility criteria for financial assistance, and whether such assistance includes free or discounted
care R T e . L. - P T o e et L . W T e N et
9 Used federal poverty guidelines (FPG) to determine eligibility for providing free care to low income
INdIVIdUAIS? |, e e e e et e et e e et e
If "Yes," indicate the FPG family income limit for eligibility for freecare: __ _ _ %
0E1255 5 000 _ Schedule H (Form 990) 2010
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Schedule H (Form 990) 2010
Facility Information (confinued) _ FRANKLIN SQUARE HOSPITAL CENTER

Page 5

Yes | No
10 Used FPG to determine eligibility for providing discounted care to low income individuals? _ , ., .. ... ... 10
If "Yes," indicate the FPG family income limit for eligibility for discounted care: _ o,
11 Explained the basis for calculating amounts charged topatients? _ . . . ... ... ... . @ v v v, 11
If "Yes," indicate the factors used in determining such amounts (check all that apply):
a | | Income leve!
b | | Assetlevel
¢ | | Medicalindigency
d { | Insurance status
e | | Uninsured discount
f | | Medicaid/Medicare
g | | State regulation
h Other (describe in Part V1)
12 Explalned the method for applying for financial assistance?, . . . . . . ... ..o v i v i i e i e e e 12
13 Included measures to publicize the policy within the community served by the hospital facility? , , , . ... .. 13
If "Yes," indicate how the hospital facility publicized the policy (check all that apply):
a | | The policy was posted on the hospital facility's website
b | | The policy was attached to billing invoices
¢ | | The policy was posted in the hospital facility's emergency rooms or waiting rooms
d | | The policy was posted in the hospital facility's admissions offices
e | | The policy was provided, in writing, to patients on admission to the hospital facility
f - The policy was available on request
g |__| Other (describe in Part V1)
Biliing and Coliections
14 Did the hospital facility have in place during the tax year a separate billing and collections policy, or a written
financial assistance policy that explained actions the hospital facility may take upon non-payment? , , . . . . . 14
15 Check all of the following collection actions against a patient that were permitted under the hospital facility's
policies at any time during the tax year:
a Reporting to credit agency
b Lawsuits
c Liens on residences
d Body attachments
e Other actions (describe in Part VI)
16 Did the hospital facility engage in or authorize a third party to perform any of the following collection actions
during the taXYBAI?, | | . L L.\ it ittt e e e e e e e 16
If "Yes," check all collection actions in which the hospital facility or a third party engaged (check all that
apply):
a [ | Reporting to credit agency
b | | Lawsuits
¢ | | Liens on residences
d | | Body attachments
e | | Other actions (describe in Part VI)
17 Indicate which actions the hospital facility took before initiating any of the collection actions checked in line
1 6_(check all that apply):
a | __| Notified patients of the financial assistance policy on admission
b | | Notified patients of the financial assistance policy prior to discharge
¢ |__| Notified patients of the financial assistance policy in communications with the patients regarding the
patients' bills
d D Documented its determination of whether a patient who applied for financial assistance under the
financial assistance policy qualified for financial assistance
e [ ] Other (describe in Part V1)
Schedule H (Form 890) 2010
JSA
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Schedule H (Form 890) 2010 Page 6
Facility Information (confinued) _ FRANKLIN SQUARE HOSPITAL CENTER
Policy Relating to Emergency Medical Care

Yes| No

18 Did the hospital facility have in place during the tax year a written policy relating to emergency medical care
that requires the hospital facility to provide, without discrimination, care for emergency medical conditions to
individuals regardless of their eligibility under the hospital facility's financial assistance policy? . .......... 18
If "No," indicate the reasons why (check all that apply):

a The hospital facility did not provide care for any emergency medical conditions
b The hospital facility did not have a policy relating to emergency medical care
c The hospita! facility limited who was eligible to receive care for emergency medical conditions (describe
in Part V1)
d [ ] oOther (describe in Part Vi)
Charges for Medical Care

19 Indicate how the hospital facility determined the amounts billed to individuals who did not have insurance
covering emergency or other medically necessary care (check all that apply):

a The hospital facility used the lowest negotiated commercial insurance rate for those services at the
hospital facility

b D The hospital facility used the average of the three lowest negotiated commercial insurance rates for
those services at the hospital facility

c D The hospital facility used the Medicare rate for those services

d [ | Other (describe in Part VI)

20 Did the hospital facility charge any of its patients who were eligible for assistance under the hospital facility's
financial assistance policy, and 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?. & i i i i h e e s e C e sk e et e a e e e R 20
If "Yes," explain in Part VI.

21 Did the hospital facility charge any of its patients an amount equal to the gross charge for any service
providedtothatpatient? . . . . . . . . i i it i it i it et s et e e et i e e 21
If "Yes," explain in Part VI.
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Schedule H (Form 990) 2010 Page 7
Facility Information (continued)

Section C. Other Facllities That Are Not Licensed, Registered, or Similarly Recognlzed as a Hospital Facility
(list in order of size, measured by total revenue per facility, from largest to smallest)

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

Name and address Type of Facility (describe)
1

10

Schedule H (Form 990) 2010
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Schedule H (Form 990) 2010 Page 8
Supplemental Information

Complete this part to provide the following information.

1 Required descriptions. Provide the descriptions required for Part {, lines 3c, 6a, and 7; Part Il; Part Ill, lines 4, 8, and 9b; and
Part V, Section B, lines 1j, 3, 4, 5¢, 6i, 7, 11h, 13g, 15e, 16e, 17e, 18d, 19d, 20, and 21.

2 Needs assessment. Describe how the organization assesses the health care needs of the communities it serves, in addition to
any needs assessments 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 loca! 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 hospitals 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.

CHARITY CARE AT COST

PART I, LINE 7A

MARYLAND'S REGULATORY SYSTEM CREATES A UNIQUE PROCESS FOR HOSPITAL

PAYMENT THAT DIFFERS FROM THE REST OF THE NATION. THE HEALTH SERVICES

COST REVIEW COMMISSION (HSCRC), DETERMINES PAYMENT THROUGH A RATE-SETTING

PROCESS AND ALL PAYORS, INCLUDING GOVERNMENTAL PAYORS, PAY THE SAME

AMOUNT FOR THE SAME SERVICES DELIVERED AT THE SAME HOSPITAL. MARYLAND'S

UNIQUE ALL-PAYOR SYSTEM INCLUDES A METHOD FOR REFERENCING UNCOMPENSATED

CARE IN EACH PAYORS' RATES, WHICH DOES NOT ENABLE MARYLAND HOSPITALS TO

BREAKOUT ANY OFFSETTING REVENUE RELATED TO UNCOMPENSATED CARE.

UNREIMBURSED MEDICAID

PART I, LINE 7B

MARYLAND'S REGULATORY SYSTEM CREATES A UNIQUE PROCESS FOR HOSPITAL

PAYMENT THAT DIFFERS FROM THE REST OF THE NATION. THE HEALTH SERVICES

COST REVIEW COMMISSION (HSCRC), DETERMINES PAYMENT THROUGH A RATE-SETTING

JSA Schedule H (Form 990) 2010
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Schedule H (Form 990) 2010 Page 8
;E148%N  Supplemental Information

Complete this part to provide the following information.

1 Required descriptions. Provide the descriptions required for Part |, lines 3c, 6a, and 7; Part ll; Part lll, lines 4, 8, and 9b; and
Part V, Section B, lines 1j, 3, 4, 5¢, 6i, 7, 11h, 13g, 15¢, 16e, 17¢, 18d, 19d, 20, and 21.

2 Needs assessment. Describe how the organization assesses the health care needs of the communities it serves, in addition to
any needs assessments 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 hospitals 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.

PROCESS AND ALL PAYORS, INCLUDING GOVERNMENTAL PAYORS, PAY THE SAME

AMOUNT FOR THE SAME SERVICES DELIVERED AT THE SAME HOSPITAL. MARYLAND'S

UNIQUE ALL-PAYOR SYSTEM INCLUDES A METHOD FOR REFERENCING UNCOMPENSATED

CARE IN EACH PAYORS' RATES, WHICH DOES NOT ENABLE MARYLAND HOSPITALS TO

BREAKOUT ANY OFFSETTING REVENUE RELATED TO UNCOMPENSATED CARE. COMMUNITY

BENEFIT EXPENSES ARE EQUAL TO MEDICAID REVENUES IN MARYLAND, AS SUCH, THE

NET EFFECT IS ZERO. THE EXCEPTION TO THIS IS THE IMPACT ON THE HOSPITAL

OF ITS SHARE OF THE MEDICAID ASSESSMENT. IN RECENT YEARS, THE STATE OF

MARYLAND HAS CLOSED FISCAL GAPS IN THE STATE MEDICAID BUDGET BY ASSESSING

HOSPITALS THROUGH THE RATE-SETTING SYSTEM.

HEALTH PROFESSIONS EDUCATION

PART I, LINE 7F

MARYLAND'S REGULATORY SYSTEM CREATES A UNIQUE PROCESS FOR HOSPITAL

PAYMENT THAT DIFFERS FROM THE REST OF THE NATION. THE HEALTH SERVICES

COST REVIEW COMMISSION (HSCRC), DETERMINES PAYMENT THROUGH A RATE-SETTING

PROCESS AND ALL PAYORS, INCLUDING GOVERNMENTAL PAYORS, PAY THE SAME
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Schedule H (Form 990) 2010 Page 8
CEGAYE Supplemental Information

Complete this part to provide the following information.

- 1 Required descriptions. Provide the descriptions required for Part |, lines 3c, 6a, and 7; Part Il; Part lli, lines 4, 8, and 9b; and
Part V, Section B, lines 1j, 3, 4, 5¢, 6i, 7, 11h, 13g, 15e, 16e, 17e, 18d, 19d, 20, and 21.

2 Needs assessment. Describe how the organization assesses the health care needs of the communities it serves, in addition to
any needs assessments 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 hospitals 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.

AMOUNT FOR THE SAME SERVICES DELIVERED AT THE SAME HOSPITAL. MARYLAND'S

UNIQUE ALL-PAYOR SYSTEM INCLUDES A METHOD FOR REFERENCING UNCOMPENSATED

CARE IN EACH PAYORS' RATES, WHICH DOES NOT ENABLE MARYLAND HOSPITALS TO

BREAKOUT ANY OFFSETTING REVENUE RELATED TO UNCOMPENSATED CARE.

PERCENT OF TOTAL EXPENSE

PART I, LINE 7, COLUMN (F)

BAD DEBT EXPENSE OF $18,153,399 HAS BEEN REMOVED FROM TOTAL EXPENSE TO

CALCULATE THE PERCENTAGES IN COLUMN (F).

BAD DEBT

PART III, LINE 4

MEDSTAR HEALTH AND ITS AFFILIATED ORGANIZATIONS REPORT BAD DEBT

EXPENSE IN ACCORDANCE WITH GENERALLY ACCEPTED ACCOUNTING PRINCIPLES

(GAAP) AND HFMA 15. AMOUNTS THAT ARE NOT EXPECTED TO BE COLLECTED,

FOR PATIENTS QUALIFYING UNDER MEDSTAR HEALTH'S FINANCIAL ASSISTANCE
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Schedule H (Form 990) 2010 Page 8
Supplemental Information

Complete this part to provide the following information.

1 Required descriptions. Provide the descriptions required for Part |, lines 3c, 6a, and 7; Part {; Part !li, lines 4, 8, and 9b; and
Part V, Section B, lines 1j, 3, 4, 5¢c, 6i, 7, 11h, 13g, 15¢e, 16e, 17e, 18d, 19d, 20, and 21.

2 Needs assessment. Describe how the organization assesses the health care needs of the communities it serves, in addition to
any needs assessments 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 hospitals 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, efc.).

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.

POLICY, ARE WRITTEN OFF TO CHARITY CARE AND REPORTED AS A REDUCTION

TO REVENUE. BAD DEBT EXPENSE RESULTS FROM MANAGEMENT'S INABILITY TO

COLLECT REVENUES THAT MEET THE GAAP CRITERIA FOR REVENUE RECOGNITION.

BAD DEBT REPRESENTS AN OPERATING EXPENSE AND IS REFLECTED AS A

SEPARATE LINE ITEM ON THE ORGANIZATION'S STATEMENT OF OPERATIONS.

HOWEVER, MEDSTAR AND ITS AFFILIATED ENTITIES DO NOT MAKE A

DETERMINATION AS TO WHETHER SELF PAY AMOUNTS ARE COLLECTIBLE IN

DETERMINING REVENUE RECOGNITION. RESERVE MODELS, WHICH HAVE BEEN

DEVELOPED BASED ON HISTORICAL COLLECTION RESULTS AND WHICH ARE

ADJUSTED PERIODICALLY BASED ON ACTUAL COLLECTIONS EXPERIENCE, ARE

USED TO ESTIMATE UNCOLLECTIBLE AMOUNTS ACROSS ALL PAYORS INCLUDING

SELF PAY. BAD DEBT DETERMINATIONS ARE MADE ONLY AFTER SUFFICIENT

EVIDENCE IS OBTAINED TO SUPPORT THAT AN AMOUNT IS NOT COLLECTIBLE.

MEDICARE
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Schedule H (Form 990) 2010 Page 8
Supplemental Information

Complete this part to provide the following information.

1 Required descriptions. Provide the descriptions required for Part I, lines 3c, 6a, and 7; Part I, Part lll, lines 4, 8, and 9b; and
Part V, Section B, lines 1j, 3, 4, 5¢, 6i, 7, 11h, 13g, 15e, 16e, 17e, 18d, 19d, 20, and 21.

2 Needs assessment. Describe how the organization assesses the health care needs of the communities it serves, in addition to
any needs assessments 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 hospitals 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, efc.).

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 III, LINE 8

MARYLAND'S REGULATORY SYSTEM CREATES A UNIQUE PROCESS FOR HOSPITAL

PAYMENT THAT DIFFERS FROM THE REST OF THE NATION. THE HEALTH

SERVICES COST REVIEW COMMISSION (HSCRC) DETERMINES PAYMENT THROUGH A

RATE-SETTING PROCESS AND ALL PAYORS, INCLUDING GOVERNMENTAL PAYORS,

PAY THE SAME AMOUNT FOR THE SAME SERVICES DELIVERED AT THE SAME

HOSPITAL. MARYLAND'S UNIQUE ALL-PAYOR SYSTEM INCLUDES A METHOD FOR

REFERENCING UNCOMPENSATED CARE IN EACH PAYORS' RATES, WHICH DOES NOT

ENABLE MARYLAND HOSPITALS TO BREAKOUT ANY OFFSETTING REVENUE RELATED

TO UNCOMPENSATED CARE. AS SUCH, THE NET EFFECT FOR MEDICARE EXPENSES AND

REVENUES IN MARYLAND IS ZERO.

NEEDS ASSESSMENT

PART VI, LINE 2

AS A COMMUNITY PARTNER, MEDSTAR FRANKLIN SQUARE MEDICAL CENTER (MFSMC)

WORKS COLLABORATIVELY WITH LOCAL PARTNERS TO IDENTIFY KEY HEALTH NEEDS.
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Schedule H (Form 990) 2010 Page 8
Supplemental Information

Complete this part to provide the following information.

1 Required descriptions. Provide the descriptions required for Part |, lines 3¢, 6a, and 7; Part II; Part lll, lines 4, 8, and 9b; and
Part V, Section B, lines 1j, 3, 4, 5¢, 6i, 7, 11h, 13g, 15e, 16e, 17¢, 18d, 19d, 20, and 21.

2 Needs assessment. Describe how the organization assesses the health care needs of the communities it serves, in addition to
any needs assessments 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 hospitals 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.

PARTNERS INCLUDE, BUT ARE NOT LIMITED TO: THE BALTIMORE COUNTY DEPARTMENT

OF HEALTH, NOT-FOR-PROFIT AND SOCIAL SERVICE AGENCIES, SCHOOLS AND

UNIVERSITIES, FAITH BASED ORGANIZATIONS AND COMMUNITY BASED COALITIONS.

LOCAL, STATE AND NATIONAL HEALTH GOALS ARE ALSO USED TO ASSESS THE NEEDS

OF THE COMMUNITY. IN ADDITION, HOSPITAL SERVICE UTILIZATION PATTERNS,

SUCH AS THE CAUSES OF EMERGENCY ROOM VISITS AND INPATIENT ADMISSIONS HELP

DETERMINE THE HEALTH NEEDS OF THE COMMUNITY.

THE HOSPITAL'S MOST RECENT COMMUNITY HEALTH ASSESSMENT WAS CONDUCTED IN

2007-2008. MFSMC LED AND FINANCIALLY SUPPORTED THE ASSESSMENT, WHICH

FOCUSED ON THE SOUTHEASTERN PORTION OF BALTIMORE COUNTY. THE PURPOSE OF

THE PROJECT WAS THREEFOLD: (1) TO ASSESS THE CURRENT HEALTH AND

WELL-BEING OF SOUTHEAST BALTIMORE RESIDENTS; (2) TO IDENTIFY

DISCREPANCIES IN SERVICE NEEDS AND OUTCOMES AMONG AREA RESIDENTS; AND (3)

TO DEVISE A STRATEGIC PLAN FOR CORRECTING IDENTIFIED DISCREPANCIES. IN

APRIL 2008, MFSMC PUBLISHED AN ACTION PLAN FOR DEVELOPING COORDINATED AND

COLLABORATIVE EFFORTS AND INVESTING IN ECONOMIC AND SOCIAL RESOURCES IN

WAYS THAT IMPROVE THE HEALTH AND WELL-BEING FOR ALL OF SOUTHEASTERN
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Schedule H (Form 990) 2010 Page 8
318N Supplemental Information

Complete this part to provide the following information.

1 Required descriptions. Provide the descriptions required for Part |, lines 3c, 6a, and 7; Part Il; Part lll, lines 4, 8, and 9b; and
PartV, Section B, lines 1j, 3, 4, 5¢, 6i, 7, 11h, 13g, 15e, 16e, 17e, 18d, 19d, 20, and 21.

2 Needs assessment. Describe how the organization assesses the health care needs of the communities it serves, in addition to
any needs assessments 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 hospitals 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 heaith 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.

BALTIMORE COUNTY'S RESIDENTS. RESOURCES WHICH ARE CURRENTLY AVAILABLE TO

MEET THE ACTION PLAN WERE IDENTIFIED IN FY2009 THROUGH A COLLABORATIVE

EFFORT AMONG PROFESSIONAL NETWORKS, COUNTY AGENCIES AND COMMUNITY

ORGANIZATIONS. IN FY2010, BEST PRACTICES AND FUNDING SOURCES FOR ACTION

ITEMS WERE ASSESSED. IN FY201ll THE HOSPITAL AND ITS NETWORK PARTNERS

COMPLETED SOME INITIATIVES AND CONTINUE TO DEVELOP OTHER PROGRAMS.

AS A PROUD MEMBER OF MEDSTAR HEALTH, REPRESENTATIVES FROM MFSMC ALSO

PARTICIPATE IN THE MEDSTAR HEALTH COMMUNITY BENEFIT WORKGROUP. THE

WORKGROUP IS COMPRISED OF COMMUNITY HEALTH PROFESSIONALS WHO REPRESENT

ALL NINE MEDSTAR HOSPITALS. THE TEAM ANALYZES LOCAL AND REGIONAL

COMMUNITY HEALTH DATA, ESTABLISHES SYSTEM-WIDE COMMUNITY HEALTH

PROGRAMMING PERFORMANCE AND EVALUATION MEASURES AND SHARES BEST

PRACTICES.
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Schedule H (Form 990) 2010 Page 8
F14QYR Supplemental Information

Complete this part to provide the following information.

1 Required descriptions. Provide the descriptions required for Part |, lines 3¢, 6a, and 7; Part Il; Part 1ll, lines 4, 8, and 9b; and
Part V, Section B, lines 1j, 3, 4, 5c, 6i, 7, 11h, 13g, 15e, 16e, 17¢, 18d, 19d, 20, and 21.

2 Needs assessment. Describe how the organization assesses the health care needs of the communities it serves, in addition to
any needs assessments 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 hospitals 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.

PATIENT EDUCATION OF ELIGIBILITY FOR ASSISTANCE

PART VI, LINE 3

AS ONE OF THE REGION'S LEADING NOT-FOR-PROFIT HEALTHCARE SYSTEMS, MEDSTAR

HEALTH IS COMMITTED TO ENSURING THAT UNINSURED PATIENTS WITHIN THE

COMMUNITIES WE SERVE WHO LACK FINANCIAL RESOURCES HAVE ACCESS TO

NECESSARY HOSPITAL SERVICES. MEDSTAR HEALTH AND ITS HEALTHCARE

FACILITIES WILL:

" TREAT ALL PATIENTS EQUITABLY, WITH DIGNITY, WITH RESPECT AND WITH
COMPASSION.
" SERVE THE EMERGENCY HEALTH CARE NEEDS OF EVERYONE WHO PRESENTS AT

OUR FACILITIES REGARDLESS OF A PATIENT'S ABILITY TO PAY FOR CARE.

" ASSIST THOSE PATIENTS WHO ARE ADMITTED THROUGH OUR ADMISSIONS

PROCESS FOR NON-URGENT, MEDICALLY NECESSARY CARE WHO CANNOT PAY FOR PART

OR ALL OF THE CARE THEY RECEIVE.

" BALANCE NEEDED FINANCIAL ASSISTANCE FOR SOME PATIENTS WITH BROADER

FISCAL RESPONSIBILITIES IN ORDER TO KEEP ITS HOSPITALS' DOORS OPEN FOR
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Schedule H (Form 990) 2010 Page 8
:F154YE Supplemental Information

Complete this part to provide the following information.

1 Required descriptions. Provide the descriptions required for Part |, lines 3c, 6a, and 7; Part Il; Part 1)}, lines 4, 8, and 9b; and
Part V, Section B, lines 1j, 3, 4, 5c, 6i, 7, 11h, 13g, 15e, 16e, 17e, 18d, 19d, 20, and 21.

2 Neeods assessment. Describe how the organization assesses the health care needs of the communities it serves, in addition to
any needs assessments 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 hospitals 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.

ALL WHO MAY NEED CARE IN THE COMMUNITY.

IN MEETING ITS COMMITMENTS, MEDSTAR HEALTH'S FACILITIES WILL WORK WITH

THEIR UNINSURED PATIENTS TO GAIN AN UNDERSTANDING OF EACH PATIENT'S

FINANCIAL RESQURCES PRIOR TO ADMISSION (FOR SCHEDULED SERVICES) OR PRIOR

TO BILLING (FOR EMERGENCY SERVICES). BASED ON THIS INFORMATION AND

PATIENT ELIGIBILITY, MEDSTAR HEALTH'S FACILITIES WILL ASSIST UNINSURED

PATIENTS WHO RESIDE WITHIN THE COMMUNITIES WE SERVE IN ONE OR MORE OF THE

FOLLOWING WAYS:

W ASSIST WITH ENROLLMENT IN PUBLICLY-FUNDED ENTITLEMENT PROGRAMS

(E.G., MEDICAID).

. ASSIST WITH ENROLLMENT IN PUBLICLY-FUNDED PROGRAMS FOR THE

UNINSURED (E.G., D.C. HEALTHCARE ALLIANCE).

" ASSIST WITH CONSIDERATION OF FUNDING THAT MAY BE AVAILABLE FROM

OTHER CHARITABLE ORGANIZATIONS.

" PROVIDE CHARITY CARE AND FINANCIAL ASSISTANCE ACCORDING TO

APPLICABLE GUIDELINES.
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Schedule H (Form 990) 2010 Page 8
Supplemental Information

Complete this part to provide the following information.

1 Requlred descriptions. Provide the descriptions required for Part |, lines 3c, 6a, and 7; Part iI; Part Ili, lines 4, 8, and 9b; and
Part V, Section B, lines 1j, 3, 4, 5¢, 6i, 7, 11h, 13g, 15e, 16e, 17e, 18d, 19d, 20, and 21.

2 Needs assessment. Describe how the organization assesses the health care needs of the communities it serves, in addition to
any needs assessments 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 communlty health. Provide any other information important to describing how the organization's hospitals 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.

b PROVIDE FINANCIAL ASSISTANCE FOR PAYMENT OF FACILITY CHARGES USING

A SLIDING SCALE BASED ON PATIENT FAMILY INCOME AND FINANCIAL RESOURCES.

N OFFER PERIODIC PAYMENT PLANS TO ASSIST PATIENTS WITH FINANCING

THEIR HEALTHCARE SERVICES.

EACH MEDSTAR HEALTH FACILITY (IN COOPERATION AND CONSULTATION WITH THE

FINANCE DIVISION OF MEDSTAR HEALTH) WILL SPECIFY THE COMMUNITIES IT

SERVES BASED ON THE GEOGRAPHIC AREAS IT HAS SERVED HISTORICALLY FOR THE

PURPOSE OF IMPLEMENTING THIS POLICY. EACH FACILITY WILL POST THE POLICY,

INCLUDING A DESCRIPTION OF THE APPLICABLE COMMUNITIES IT SERVES, IN EACH

MAJOR PATIENT REGISTRATION AREA AND IN ANY OTHER AREAS REQUIRED BY

APPLICABLE REGULATIONS, WILL COMMUNICATE THE INFORMATION TO PATIENTS AS

REQUIRED BY THIS POLICY AND APPLICABLE REGULATIONS AND WILL MAKE A COPY

OF THE POLICY AVAILABLE TO ALL PATIENTS.

MEDSTAR HEALTH BELIEVES THAT ITS PATIENTS HAVE PERSONAL RESPONSIBILITIES

RELATED TO THE FINANCIAL ASPECTS OF THEIR HEALTHCARE NEEDS. THE CHARITY

CARE, FINANCIAL ASSISTANCE, AND PERIODIC PAYMENT PLANS AVAILABLE UNDER
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Schedule H (Form 990) 2010 Page 8
SFTiRY/l Supplemental Information

Complete this part to provide the following information.

1 Required descriptions. Provide the descriptions required for Part |, lines 3c, 6a, and 7; Part II; Part Ill, lines 4, 8, and 9b; and
Part V, Section B, lines 1j, 3, 4, 5c¢, 6i, 7, 11h, 13g, 15e, 16e, 17e, 18d, 19d, 20, and 21.

2 Needs assessment. Describe how the organization assesses the health care needs of the communities it serves, in addition to
any needs assessments 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 hospitals 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.

THIS POLICY WILL NOT BE AVAILABLE TO THOSE PATIENTS WHO FAIL TO FULFILL

THEIR RESPONSIBILITIES. FOR PURPOSES OF THIS POLICY, PATIENT

RESPONSIBILITIES INCLUDE:

N COMPLETING FINANCIAIL DISCLOSURE FORMS NECESSARY TO EVALUATE THEIR

ELIGIBILITY FOR PUBLICLY-FUNDED HEALTHCARE PROGRAMS, CHARITY CARE

PROGRAMS, AND OTHER FORMS OF FINANCIAL ASSISTANCE. THESE DISCLOSURE

FORMS MUST BE COMPLETED ACCURATELY, TRUTHFULLY, AND TIMELY TO ALLOW

MEDSTAR HEALTH'S FACILITIES TO PROPERLY COUNSEL PATIENTS CONCERNING THE

AVAILABILITY OF FINANCIAL ASSISTANCE.

" WORKING WITH THE FACILITY'S FINANCIAL COUNSELORS AND OTHER

FINANCIAL SERVICES STAFF TO ENSURE THERE IS A COMPLETE UNDERSTANDING OF

THE PATIENT'S FINANCIAL SITUATION AND CONSTRAINTS.

" COMPLETING APPROPRIATE APPLICATIONS FOR PUBLICLY-FUNDED HEALTHCARE

PROGRAMS. THIS RESPONSIBILITY INCLUDES RESPONDING IN A TIMELY FASHION TO

REQUESTS FOR DOCUMENTATION TO SUPPORT ELIGIBILITY.

" MAKING APPLICABLE PAYMENTS FOR SERVICES IN A TIMELY FASHION,

INCLUDING ANY PAYMENTS MADE PURSUANT TO DEFERRED AND PERIODIC PAYMENT

JSA Schedule H (Form 990) 2010
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Schedule H (Form 990) 2010 Page 8
Supplemental Information

Complete this part to provide the following information.

1 Required descriptions. Provide the descriptions required for Part |, lines 3¢, 6a, and 7; Part Il; Part !ll, lines 4, 8, and 9b; and
PartV, Section B, lines 1j, 3, 4, 5¢, 6i, 7, 11h, 13g, 15e, 16e, 17¢, 18d, 19d, 20, and 21.

2 Needs assessment. Describe how the organization assesses the health care needs of the communities it serves, in addition to
any needs assessments 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 hospitals 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.

SCHEDULES .

" PROVIDING UPDATED FINANCIAL INFORMATION TO THE FACILITY'S FINANCIAL

COUNSELORS ON A TIMELY BASIS AS THE PATIENT'S CIRCUMSTANCES MAY CHANGE.

COMMUNITY INFORMATION

PART VI, LINE 4

GEOGRAPHIC: LOCATED IN THE ROSEDALE SECTION OF EASTERN BALTIMORE COUNTY,

MARYLAND, MEDSTAR FRANKLIN SQUARE MEDICAL CENTER'S SERVICE AREA INCLUDES

NEIGHBORHOODS IN EASTERN BALTIMORE CITY, SOUTHEASTERN BALTIMORE COUNTY

AND EXTENDING UP TO SOUTHERN HARFORD COUNTY, ADJACENT TO THE CHESAPEAKE

BAY.

SIGNIFICANT DEMOGRAPHIC CHARACTERISTICS RELEVANT TO THE NEEDS THE

HOSPITAL SEEKS TO MEET:

THIS AREA HAS A LARGE BASE POPULATION OF APPROXIMATELY 503,072, AND IS

PROJECTED TO GROW BY 3.7% IN THE NEXT FIVE YEARS, TO ABOUT 521,728. THE

SERVICE AREA HAS BECOME A MUCH MORE DIVERSE COMMUNITY OVER THE PAST FEW

JsA Schedule H (Form 990) 2010
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Schedule H (Form 990) 2010 Page 8
FEI{AYE  Supplemental Information

Complete this part to provide the following information.

1 Required descriptions. Provide the descriptions required for Part |, lines 3c, 6a, and 7; Part II; Part li, lines 4, 8, and 9b; and
Part V, Section B, lines 1j, 3, 4, 5¢, 6i, 7, 11h, 13g, 15e, 16e, 17e, 18d, 19d, 20, and 21.

2 Noeds assessment. Describe how the organization assesses the health care needs of the communities it serves, in addition to
any needs assessments 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 hospitals 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.

DECADES. THE AREA, PARTICULARLY EASTERN BALTIMORE CITY AND EASTERN

BALTIMORE COUNTY, CAN BE DESCRIBED AS BLUE-COLLAR, HIGH SCHOOL EDUCATED,

AND ECONOMICALLY DEPRESSED, WITH A DIVERSE POPULATION CONSISTING OF

CAUCASIANS (71.2%), AFRICAN-AMERICANS (20.5%), ASIAN/PACIFIC ISLANDERS

(2.6%), HISPANICS/LATINOS (3.2%), AND OTHERS (2.4%). FORTY-TWO PERCENT

OF THE POPULATION IS EITHER VERY YOUNG OR ELDERLY, WITH 24% OF RESIDENTS

UNDER THE AGE OF EIGHTEEN AND 18% OVER 65 YEARS OF AGE. POVERTY IS A

SIGNIFICANT PROBLEM IN EASTERN BALTIMORE COUNTY. STATISTICS SHOW THAT

46% OF THE RESIDENTS ABOVE 24 YEARS OF AGE HAVE A HIGH SCHOOL OR LOWER

LEVEL OF EDUCATION. STATISTICS ALSO SHOW THAT THE MEDIAN HOUSEHOLD INCOME

IN THE ESSEX/MIDDLE RIVER/DUNDALK AREA OF APPROXIMATELY $49,200 IS MUCH

LOWER THAN THE OVERALL COUNTY MEDIAN OF $74,750. BASED ON HOSPITAL

UTILIZATION DATA, THE NUMBER OF INDIVIDUALS WHO ARE UNINSURED OR

UNDERINSURED IN THE HOSPITAL'S CATCHMENT AREA IS ESTIMATED TO BE 38% AND

GROWING. THIS IS A DIRECT RESULT OF THE DECLINE IN MANUFACTURING

INDUSTRIES IN THE REGION, WHICH ARE BEING REDUCED OR DECLARING BANKRUPTCY

(E.G., GENERAL MOTORS OLDSMOBILE ASSEMBLY PLANT AND BETHLEHEM STEEL

CORPORATION, BOTH OF WHOM WERE PREVIOUSLY MAJOR EMPLOYERS IN THE AREA).
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Schedule H (Form 990) 2010 Page 8
Supplemental information

Complete this part to provide the following information.

1 Required descriptions. Provide the descriptions required for Part I, lines 3c, 6a, and 7; Part Il; Part lll, lines 4, 8, and 9b; and
Part V, Section B, lines 1j, 3, 4, 5¢, 6i, 7, 11h, 13g, 15e, 16e, 17e, 18d, 19d, 20, and 21.

2 Needs assessment. Describe how the organization assesses the health care needs of the communities it serves, in addition to
any needs assessments 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 hospitals 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.

CURRENTLY, THE LARGEST EMPLOYER IN THE AREA IS THE HOSPITAL. THE

INCREASING NUMBER OF FAMILIES AND INDIVIDUALS WITH EITHER NO HEALTH

INSURANCE OR SEVERELY CURBED HEALTH INSURANCE REPRESENTS A SERIOUS

CONCERN FOR THE HEALTHCARE COMMUNITY AND GOVERNMENT AGENCIES.

PROMOTION OF COMMUNITY HEALTH

PART VI, LINE 5

AS A COMMUNITY PARTNER, THE HOSPITAL ENGAGES IN A NUMBER OF COMMUNITY

BENEFIT ACTIVITIES TO IMPROVE AND PROMOTE THE HEALTH AND WELLBEING OF THE

COMMUNITY. FOR EXAMPLE, IN PARTNERSHIP WITH BALTIMORE COUNTY AND

HEALTHCARE FOR THE HOMELESS IN BALTIMORE CITY, MFSMC ESTABLISHED A NEW

PRIMARY CARE ACCESS POINT FOR HOMELESS PERSONS IN BALTIMORE COUNTY. THE

HOSPITAL PROVIDES THE PRIMARY HEALTHCARE STAFF, IN-KIND SUPPORT IN

TECHNICAL ASSISTANCE, INFORMATION TECHNOLOGY, FINANCE/BUDGET/BILLING, AND

PUBLIC RELATIONS AND MARKETING. MFSMC ALSO PROVIDES WRITE OFFS FOR LABS

AND SPECIALTY SERVICES.
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Schedule H (Form 990) 2010 Page 8
CFETaAYIE  Supplemental Information

Complete this part to provide the following information.

1 Required descriptions. Provide the descriptions required for Part |, lines 3c, 6a, and 7; Part Il; Part lll, lines 4, 8, and 9b; and
Part V, Section B, lines 1j, 3, 4, 5¢, 6i, 7, 11h, 13g, 15e, 16e, 17e, 18d, 19d, 20, and 21.

2 Needs assessment. Describe how the organization assesses the health care needs of the communities it serves, in addition to
any needs assessments 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 hospitals 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.

ADDITIONALLY, MFSMC EVALUATES OVER 300 CHILDREN EACH YEAR WHO ARE

SUSPECTED OF BEING ABUSED. CHILDREN IN EASTERN BALTIMORE COUNTY ARE

ALMOST 50% MORE LIKELY AS CHILDREN IN THE REST OF THE COUNTY TO BE ABUSE

VICTIMS. IN RESPONSE TO THE HIGH INCIDENCE OF ABUSE, THE DEPARTMENT OF

PEDIATRICS DEVELOPED A COMPREHENSIVE APPROACH TO DIAGNOSE AND .PREVENT

CHILD ABUSE. THE FRANKLIN SQUARE HOSPITAL CHILD PROTECTION TEAM (CPT)

BEGAN TO FUNCTION IN NOVEMBER, 2000. THE LEADERS OF THE CPT ARE A SOCIAL

WORKER COORDINATOR, THE MEDICAL DIRECTOR, AND ON-CALL SOCIAL WORK AND

MEDICAL STAFF. THE TEAM PROVIDES 24/7 COVERAGE TO THE HOSPITAL AND

EVALUATES ANY CHILD WHO IS SUSPECTED OF BEING PHYSICALLY OR SEXUALLY

ABUSED. THIS SERVICE HAS PROVEN TO BE A SIGNIFICANT CONTRIBUTION TO THE

COMMUNITY - IMPACTING THOUSANDS OF PARENTS AND CHILDREN.

AFFILIATED HEALTH CARE SYSTEM

PART VI, LINE 6

AS A PROUD MEMBER OF MEDSTAR HEALTH, MEDSTAR FRANKLIN SQUARE MEDICAL

CENTER IS ABLE TO EXPAND ITS CAPACITY TO MEET THE NEEDS OF THE COMMUNITY
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Schedule H (Form 990) 2010 Page 8
Supplemental information

Complete this part to provide the following information.

1 Required descriptions. Provide the descriptions required for Part |, lines 3c, 6a, and 7; Part IIl; Part 1}, lines 4, 8, and 9b; and
Part V, Section B, lines 1j, 3, 4, 5¢, 6i, 7, 11h, 13g, 15e, 16e, 17e, 18d, 19d, 20, and 21.

2 Needs assessment. Describe how the organization assesses the health care needs of the communities it serves, in addition to
any needs assessments 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 hospitals 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.

BY PARTNERING WITH OTHER MEDSTAR HOSPITALS AND ASSOCIATED ENTITIES.

MEDSTAR HEALTH RESOURCES ASSIST THE HOSPITAL IN COMMUNITY HEALTH PLANNING

TO MEET THE NEEDS OF THE UNINSURED AND OTHER VULNERABLE POPULATIONS.

THROUGH ITS COMMUNITY HEALTH FUNCTION, MEDSTAR HEALTH PROVIDES MFSMC WITH

TECHNICAL SUPPORT TO ENHANCE COMMUNITY HEALTH PROGRAMMING AND EVALUATION.

MEDSTAR'S CORPORATE PHILANTHROPY DIVISION IDENTIFIES PUBLIC AND PRIVATE

FUNDING SOURCES TO ENSURE THE AVAILABILITY OF HIGH QUALITY HEALTH

SERVICES, REGARDLESS OF ABILITY TO PAY.

STATE FILING OF COMMUNITY BENEFIT REPORT

PART VI, LINE 7

THE COMMUNITY BENEFIT REPORT FOR MEDSTAR FRANKLIN SQUARE MEDICAL CENTER

IS FILED IN THE STATE OF MARYLAND.

ISA Schedule H (Form 990) 2010

0E1326 1.000
32062H E014 Vv 10-8.3 1793294 PAGE 50



SCHEDULE J Compensation Information | oM No. 1545-0047

(Form 990) For certain Officers, Directors, Trustees, Key Employees, and Highest
Compensated Employees
p Complete if the organization answered "Yes" to Form 990, .
.. Open tO}_P:}lebﬂl,(_.‘,.
>+ Inspection:

Department of the Treasury Part IV, line 23.
Intemal Revenue Service P Attach to Form 990. P> See separate instructions.

Name of the organization Employer identification number
FRANKLIN SQUARE HOSPITAL CENTER INC. 52-0608007
Questions Regarding Compensation

Yes | No

1a Check the appropriate box(es) if the organization provided any of the following to or for a person listed in Form
990, Part VII, Section A, line 1a. Complete Part Il to provide any relevant information regarding these items.

First-class or charter travel Housing allowance or residence for personal use
Travel for companions Payments for business use of personal residence
Tax indemnification and gross-up payments Health or social club dues or initiation fees
Discretionary spending account Personal services (e.g., maid, chauffeur, chef)

b If any of the boxes on line 1a are checked, did the organization follow a written policy regarding payment
or reimbursement or provision of all of the expenses described above? If "No," complete Part Il to i
BXPIAIN . L L e i e e e e e e e e e et e e JET.

2 Did the organization require substantiation prior to reimbursing or allowing expenses incurred by all officers,

directors, trustees, and the CEO/Executive Director, regarding the items checked in line 1a? 2

3 Indicate which, if any, of the following the organization uses to establish the compensation of the
organization's CEO/Executive Director. Check all that apply.
Compensation committee Written employment contract
Independent compensation consultant Compensation survey or study
Form 990 of other organizations Approval by the board or compensation committee
4 During the year, did any person listed in Form 990, Part VIl, Section A, line 1a, with respect to the filing
organization or a related organization:
a Receive a severance payment or change-of-control payment from the organization or a related organization? _ _ 4a X
Participate in, or receive payment from, a supplemental nonqualified retirement plan? 4b | X

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

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

-

Only section 501(c)(3) and 501(c)(4) organizations must complete lines 5-9.
§ For persons listed in Form 990, Part Vi1, Section A, line 1a, did the organization pay or accrue any
compensation contingent on the revenues of:
a The organization?
b Anyrelated organization? _ L L L ettt i et
If "Yes" to line 5a or b, describe in Part lll.
6 For persons listed in Form 990, Part VII, Section A, line 1a, did the organization pay or accrue any
compensation contingent on the net earnings of:
a The organization?

5a X
5b X

6a X

If "Yes" to line 6a or 6b, describe in Part Il
7 For persons listed in Form 990, Part VI, Section A, line 1a, did the organization provide any non-fixed
payments not described in lines 5 and 67 If "Yes," describeinPart il , _ . . . . ... ... .. ... ... .. .. 7 X
8 Were any amounts reported in Form 990, Part VII, paid or accrued pursuant to a contract that was subject
to the initial contract exception described in Regulations section 53.4958-4(a)(3)? i "Yes," describe

inPartlll . . . ... e e e e e s e s e s e r s e e 8 X

Regulations section 53.4958-6(C)7 + + & v v v v v i v v v e e e e x e e s s e e e e e et e 9
For Paperwork Reduction Act Notlce, see the Instructions for Form 990. Scheduie J (Form 990) 2010
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SCHEDULE L Transactions With Interested Persons | -OME No. 1545-0047

(Form 990 or 990-EZ) » Complete If the organization answered 2@ 1 n

"Yes" on Form 990, Part IV, line 25a, 25b, 26, 27, 28a, 28b, or 28¢, =
Department of the Treasury or Form 990-EZ, Part V, line 38a or 40b. - Onen To Public .
Intemal Revenue Service P Attach to Form 990 or Form 990-EZ. ) See separate instructions. - Inspection
Name of the organization Employer identification number
FRANKLIN SQUARE HOSPITAL CENTER INC. 52-0608007

Excess Benefit Transactions (section 501(c)(3) and section 501(c)(4) organizations only).
Complete if the organization answered "Yes" on Form 990, Part IV, line 25a or 25b, or Form 990-EZ, Part V, line 40b.

. oFe e 5 {c) Comected?
1 (a) Name of disqualified person (b) Description of transaction m
(1)
(2)
(3)
(4)
(5)
(6)
2 Enter the amount of tax imposed on the organization managers or disqualified persons during the year

under section 4958 . . . . . .. L it it s i et e s e i e e m e e e e e > $

m Loans to and/or From Interested Persons.
Complete if the organization answered "Yes" on Form 990, Part IV, line 26, or Form 990-EZ, Part V, line 38a.

(a) Name of interested person and purpose {b) Loan 1o orfom (c) Original (d) Balance due  [e) In default?| (f) Approved | (g) Written
the organization? principal amount by board or | agreement?
committee?

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

(1)
(2)
(3)
(4)
(5)
(6)
(1)
(8)
(9)
{10)
Total . . .. ... o' v i v v vt vt o aasens R R R " R N >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 person and the (c) Amount and type of assistance
organization

(1)
(2)
(3)
4)
(5)
(6)
(1
(8)
(9)
(10)
For Paperwork Reduction Act Notice, see the Instructions for Form 990 or 890-EZ. Scheduie L (Form 990 or 990-EZ) 2010
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52-0608007

Schedule L (Form 990 or 990-EZ) 2010 Page 2

=W’ Business Transactions Involving Interested Persons.
Complete if the organization answered "Yes" on Form 990, Part IV, line 283, 28b, or 28c¢.

(a) Name of interested person {b) Relationship between (c) Amount of (d) Description of transaction (@) Sharing of
interested person and the transaction organization's
organization revenues?
Yes | No
(1) ORTHOPEDIC & HAND SURGERY ASSOCIATES, PA |SEE PART V 300,000.| ORTHOPEDIC SBRVICES X
(2)
(3)
(4)
(5)
(6)
(1)
(8)
(9)
10

Supplemental Information
Complete this part to provide additional information for responses to questions on Schedule L (see instructions).

BUSINESS TRANSACTIONS INVOLVING INTERESTED PERSONS

SCHEDULE L, PART IV

DR. IRA GUBERNICK, A BOARD MEMBER AT FRANKLIN SQUARE HOSPITAL, OWNS MORE
THAN 5% OF ORTHOPEDIC & HAND SURGERY ASSOCIATES, P.A. (OHSA), WHICH
PROVIDES MANAGEMENT AND SUPPORT SERVICES TO FRANKLIN SQUARE HOSPITAL'S
ORTHODEPIC, SPORTS MEDICINE, AND EMERGENCY DEPARTMENTS. OHSA'S GROSS

REVENUES RECEIVED FROM THE HOSPITAL FOR THE YEAR WERE $0.3 MILLION.

Schedule L (Form 990 or 990-EZ) 2010
32062H EO014 VvV 10-8.3 1793294 PAGE 55
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| omB No. 1545-0047

SCHEDULE O
{Form 990 or 990-E2)

Supplemental Information to Form 990 or 990-EZ

Complete to provide information for responses to specific questions on

2010

Depargn ot Teasury Form 990 or 990-EZ or to provide any additional information. - Open:to Public:
intemal Revenue Service » Attach to Form 990 or 990-EZ. Inspection = =
Name of the organization Employer identification number
FRANKLIN SQUARE HOSPITAL CENTER INC. 52-0608007

DESCRIPTION OF EXEMPT PURPOSE ACHIEVEMENTS

PART III, LINE 4A

MFSMC ATTAINED MAGNET RECOGNITION BY THE AMERICAN NURSES CREDENTIALING
CENTER (ANCC) IN 2008 AND IS RECOGNIZED BY THE JOINT COMMISSION AS AN
ADVANCED PRIMARY STROKE CENTER. US NEWS AND WORLD REPORT RECOGNIZED MFSMC
AS A HIGH PERFORMING HOSPITAL IN GASTROENTEROLOGY, PULMONOLOGY, CANCER,
DIABETES, ENDOCRINOLOGY, EAR NOSE AND THROAT, GYNECOLOGY, ORTHOPEDICS,
NEPHROLOGY, NEUROLOGY AND UROLOGY. THE HOSPITAL WAS ALSO A THIRD-TIME
RECIPIENT OF THE DELMARVA FOUNDATION MEDICARE EXCELLENCE AWARD FOR
QUALITY IMPROVEMENT. MFSMC WAS ALSO RECOGNIZED BY HEALTHGRADES AS ONE OF

THE NATION'S 50 BEST HOSPITALS FOR ITS CLINICAL EXCELLENCE.

ORGANIZATION MEMBERS

PART VI, LINE 6

THE ORGANIZATION IS AN AFFILIATE AND SUBSIDIARY OF MEDSTAR HEALTH, INC.,
A TAX-EXEMPT MARYLAND NON-STOCK CORPORATION. MEDSTAR HEALTH, INC., OR
ONE OF ITS AFFILIATES AND SUBSIDIARIES, IS THE SOLE MEMBER OF THE

ORGANIZATION.

DESCRIPTION OF MEMBERS

PART VI, LINE 7A

AS AN AFFILIATE AND SUBSIDIARY OF MEDSTAR HEALTH, INC., A TAX-EXEMPT
MARYLAND NON-STOCK CORPORATION, THE ORGANIZATION MAY RECOMMEND PERSON (S)

FOR MEMBERSHIP ON THE ORGANIZATION'S GOVERNING BODY. ANY SUCH

For Privacy Act and Paperwork Reduction Act Notice, see the Instructions for Form 990 or 990-EZ. Schedule O (Form 990 or 990-EZ) (2010)
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Schedule O (Form 990 or 990-EZ) 2010 Page 2
Name of the organization Employer identification number
FRANKLIN SQUARE HOSPITAL CENTER INC. 52-0608007

RECOMMENDATION BY THE ORGANIZATION IS SUBJECT TO APPROVAL BY THE
GOVERNANCE COMMITTEE OF THE BOARD OF DIRECTORS OF MEDSTAR HEALTH, INC.
THE BOARD OF MEDSTAR HEALTH, INC. HAS DELEGATED CERTAIN APPROVAL
AUTHORITY TO THE GOVERNANCE COMMITTEE AND THE PRESIDENT & CEO OF MEDSTAR

HEALTH, INC.

DECISIONS OF GOVERNING BODY

PART VI, LINE 7B

AS AN AFFILIATE AND SUBSIDIARY OF MEDSTAR HEALTH, INC., A TAX-EXEMPT
MARYLAND NON-STOCK CORPORATION, THE BYLAWS OF THE ORGANIZATION ARE
SUBJECT TO CERTAIN RESERVED POWERS, WHICH PROVIDE THAT THE SOLE MEMBER OF
THE ORGANIZATION MUST APPROVE CERTAIN DECISIONS, INCLUDING BUT NOT
LIMITED TO MATTERS CONCERNING THE SALE OR PURCHASE OF REAL OR PERSONAL
PROPERTY, CAPITAL BUDGETS, STRATEGIC PLANNING, INVESTMENTS, AND CORPORATE

GOVERNANCE.

PROCESS FOR REVIEWING FORM 9290

PART VI, LINE 1l1A

THE PROCESS FOR REVIEWING THE FORM 990 INCLUDED EDUCATION AND
TRANSPARENCY. SENIOR FINANCIAL EXECUTIVES, WORKING WITH INDEPENDENT
OUTSIDE EXPERTS, THOROUGHLY REVIEWED FORM 990 AND ACCOMPANYING
INSTRUCTIONS. IN ADDITION, SENIOR EXECUTIVES REVIEWED THE RELEVANT
SECTIONS OF THE FORM 990 WITH THE FOLLOWING COMMITTEES OF THE
ORGANIZATION'S GOVERNING BODY: FINANCE, AUDIT, GOVERNANCE, STRATEGIC
PLANNING, AND EXECUTIVE COMPENSATION. FOLLOWING THESE MEETINGS, THE

GOVERNING BODY WAS PROVIDED A COPY OF THE FORM 990 IN ITS FINAL FORM AND

™ Schedule O (Form 990 or 990-EZ) 2010
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Schedule O (Form 990 or 990-EZ) 2010 Page 2
Name of the organization Employer identification number
FRANKLIN SQUARE HOSPITAL CENTER INC. 52-0608007

GIVEN AN OPPORTUNITY TO PROVIDE ANY INPUT OR COMMENTS RELATING TO THE

FORM 990 PRIOR TO ITS FILING.

CONFLICT OF INTEREST POLICY

PART VI, LINE 12C

APPOINTMENT OF BOARDS OF DIRECTORS

MEDSTAR HEALTH (AND ITS SUBSIDIARIES) REQUIRE ALL NOMINATED DIRECTORS,
PRIOR TO THEIR APPOINTMENT OR ELECTION, TO DISCLOSE THE EXISTENCE OF (OR
POTENTIAL EXISTENCE OF) ANY TRANSACTION WITH MEDSTAR THAT WOULD RESULT IN
A CONFLICT OF INTEREST. SUCH DISCLOSURES (IF ANY) ARE REVIEWED BY THE
GOVERNANCE COMMITTEE OF THE MEDSTAR HEALTH BOARD OF DIRECTORS WHICH

DETERMINES HOW THE MATTER SHOULD BE RESOLVED.

ANNUAL DISCLOSURES - ALL OFFICERS, DIRECTORS, AND SENIOR MANAGERS

ALL OFFICERS, DIRECTORS AND SENIOR MANAGERS ARE REQUIRED, NOT LESS THAN
ANNUALLY, TO COMPLETE A SURVEY OF QUESTIONS CONCERNING ANY TRANSACTIONS
OR RELATIONSHIPS WHICH WOULD OR COULD REPRESENT A CONFLICT OF INTEREST.
SUCH DISCLOSURES (IF ANY) ARE REVIEWED BY THE GOVERNANCE COMMITTEE OF THE
MEDSTAR HEALTH BOARD OF DIRECTORS WHICH DETERMINES HOW THE MATTER SHOULD
BE RESOLVED. IN ADDITION, OFFICERS AND DIRECTORS OF MARYLAND HOSPITALS
AND NURSING CENTERS ARE REQUIRED TO ANNUALLY DISCLOSE ADDITIONAL
INFORMATION RELATING TO POTENTIAL CONFLICTS OF INTEREST AND SUCH
DISCLOSURES ARE REPORTED TO THE MARYLAND HEALTH SERVICES COST REVIEW

COMMISSION (HSCRC).

DESCRIPTION OF EXECUTIVE COMPENSATION

N Schedule O (Form 990 or 990-EZ) 2010
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Schedule O (Form 990 or 990-EZ) 2010 Page 2
Name of the organization Employer identification number
FRANKLIN SQUARE HOSPITAL CENTER INC. 52-0608007

PART VI, LINE 15

THE EXECUTIVE COMPENSATION COMMITTEE OF THE BOARD OF DIRECTORS OF MEDSTAR
HEALTH, INC. (THE "COMMITTEE") HAS OVERSIGHT OVER THE EXECUTIVE
COMPENSATION PROGRAM (THE "PROGRAM") OF MEDSTAR HEALTH, INC. AND ITS
AFFILIATES. TOTAL COMPENSATION FOR THE TOP MANAGEMENT OFFICIALS,
OFFICERS AND KEY EMPLOYEES OF MEDSTAR HEALTH, INC. AND ITS AFFILIATES ARE
REVIEWED AND APPROVED BY THE COMMITTEE WITH ASSISTANCE AND GUIDANCE FROM
AN INDEPENDENT THIRD PARTY ADVISOR. THE MEMBERS OF THE COMMITTEE ARE

INDEPENDENT FROM ALL OF THE PARTICIPANTS IN THE PROGRAM.

THE MAIN OBJECTIVE OF THE PROGRAM IS TO PROVIDE MARKET COMPETITIVE TOTAL
COMPENSATION THAT IS INTERNALLY EQUITABLE AND HAS A STRONG
PAY-FOR-PERFORMANCE LINKAGE. PERFORMANCE IS EVALUATED AT THE SYSTEM,
OPERATING UNIT, AND INDIVIDUAL LEVELS. THE OVERALL TOTAL COMPENSATION
PHILOSOPHY IS MANAGED AT THE 75TH PERCENTILE OF THE COMPETITIVE MARKET
FOR COMPARABLE SIZE (NET REVENUE) AND TYPE (TAX-EXEMPT HEALTHCARE
ORGANIZATIONS). WHERE APPROPRIATE, ADDITIONAL INDUSTRY DATA IS
CONSIDERED (GENERAL BUSINESS AND/OR TAXABLE HEALTHCARE) FOR SELECTED
POSITIONS THAT CAN BE RECRUITED FROM OR POTENTIALLY LOST TO THESE

INDUSTRIES (E.G., INFORMATION TECHNOLOGY, FINANCE, ETC.).

THE COMMITTEE HAS ENGAGED ERNST & YOUNG LLP ("E&Y") TO SERVE AS AN
ADVISOR ON THE REASONABLENESS AND COMPETITIVENESS OF THE PROGRAM. 1IN
DETERMINING REASONABLENESS AND COMPETITIVENESS, E&Y REVIEWS MARKET
PRACTICES AND TRENDS, AND MAKES RECOMMENDATIONS RELATED TO THE PROGRAM.

E&Y UTILIZES INFORMATION FROM CUSTOM SURVEYS, NATIONAL COMPENSATION

JSA Schedule O (Form 990 or 990-EZ) 2010
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Name of the organization Empiloyer identification number
FRANKLIN SQUARE HOSPITAL CENTER INC. 52-0608007

SURVEYS, PROPRIETARY DATABASES, AND CLIENT EXPERIENCES TO DETERMINE ITS
FINAL RECOMMENDATIONS. E&Y PRESENTS THEIR FINDINGS AND RECOMMENDATIONS
TO THE COMMITTEE. THE COMMITTEE MAKES THE FINAL DECISIONS ON ALL OF THE
COMPENSATION. DETERMINATIONS OF THE PROGRAM. ALL DECISIONS MADE BY THE

COMMITTEE ARE CONTEMPORANEOUSLY DOCUMENTED.

FINANCIAL STATEMENT AVAILABILITY

PART VI, LINE 19

MEDSTAR HEALTH POSTS ITS ANNUAL FINANCIAL AUDIT AND QUARTERLY FINANCIAL
REPORTS TO THE ELECTRONIC MUNICIPAL MARKET ACCESS (EMMA) SYSTEM. THE
ORGANIZATION ALSO E-MAILS ITS ANNUAL AND QUARTERLY DISCLOSURES TO HOLDERS
OF THE COMPANY'S PUBLICLY TRADED DEBT. THE COMPANY'S GOVERNANCE DOCUMENTS
AND CONFLICTS OF INTEREST POLICIES ARE AVAILABLE UPON REQUEST THROUGH ITS

CORPORATE (OR AS APPLICABLE ENTITY) PUBLIC INFORMATION OFFICES.

OTHER CHANGES IN NET ASSETS

PART XI, LINE 5

EQUITY TRANSFERS .......civetierencenncoconnsonsenss $ 11,927,152
UNREALIZED GAIN ON INVESTMENTS........eo0ceveeevcen- 63,482
TOTAL: $ 11,990,634

JSA Schedule O (Form 990 or 990-E2) 2010
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Name of the organization Employer identification number
FRANKLIN SQUARE HOSPITAL CENTER INC. 52-0608007

ATTACHMENT 1

AS A PROUD MEMBER OF MEDSTAR HEALTH, MEDSTAR FRANKLIN SQUARE MEDICAL
CENTER'S MISSION IS TO PROVIDE SAFE, HIGH QUALITY CARE, EXCELLENT
SERVICE, AND EDUCATION TO IMPROVE THE HEALTH OF THE COMMUNITY.
MEDSTAR FRANKLIN SQUARE MEDICAL CENTER (MFSMC) IS AN ACUTE-CARE
TEACHING HOSPITAL LOCATED IN EASTERN BALTIMORE COUNTY, MARYLAND. A
NEW SEVEN-STORY PATIENT TOWER WAS OPENED IN FISCAL 2011 AND INCLUDES
A NEW EMERGENCY DEPARTMENT AND 291 PRIVATE PATIENT ROOMS. THE
HOSPITAL'S CANCER INSTITUTE IS A 64,000 SQUARE FOOT FACILITY
PROVIDING CANCER PATIENTS AND THEIR FAMILIES WITH A BROAD RANGE OF
ONCOLOGY SERVICES, INCLUDING SCREENING, DIAGNOSIS AND TREATMENT. IN
FISCAL YEAR 2011, MFSMC HAD 24,283 INPATIENT ADMISSIONS, 204,026

OUTPATIENT VISITS AND 105,989 EMERGENCY VISITS.

ATTACHMENT 2
PART VII - CONTINUATION OF OFFICERS, DIRECTORS, TRUSTEES, —
KEY EMPLOYEES AND HIGHEST COMPENSATED EMPLOYEES
(1) =IND.TRUSTEE/DIR. (2)=INS.TRUSTEE (3)=OFFICER (4)=KEY EMP. (5)=HIGHEST COMP. (6)=FORMER

(C) POSITION COMPENSATION FROM
(A)NAME AND TITLE (B)HOURS (1X2){(3X4)5X6) (D)ORG. (E)REL. ORG. (F)OTHER
29 CARL SCHINDELAR
FORMER OFFICER 1.00 X 0. 1,060,335. 38,378.

ATTACHMENT 3

FORM 990, PART VII, COLUMN B - ESTIMATED AVERAGE PER WEEK

NAME AND TITLE HOURS DEVOTED FOR RELATED ORGANIZATION

KENNETH A SAMET

DIRECTOR 40.00

CARL SCHINDELAR

FORMER OFFICER 40.00

JSA Schedule O (Form 990 or 990-EZ) 2010

0E1228 2.000
32062H EO014 VvV 10-8.3 1793294 PAGE 61



Schedule O (Form 990 or 980-EZ) 2010

Page 2

Name of the organization
FRANKLIN SQUARE HOSPITAL CENTER INC.

Employer identification number

52-0608007

ATTACHMENT 4

990, PART VII- COMPENSATION OF THE FIVE HIGHEST PAID IND. CONTRACTORS

NAME AND ADDRESS

BOVIS LEND LEASE
ONE PRESERVE PARKWAY, SUITE 700
ROCKVILLE, MD 20852

CHESAPEAKE PERIOPERATIVE SERVICES
PO BOX 17568
BALTIMORE, MD 21297

MORRISON MANAGEMENT SPECIALIST
4721 MORRISON DRIVE
MOBILE, AL 36609

GKV
CASCADE BUILDING, 1030 HULL STREET
BALTIMORE, MD 21230

SLEEP SERVICES OF AMERICA
PO BOX 198320
ATLANTA, GA 30384

TOTAL COMPENSATION

DESCRIPTION OF SERVICES COMPENSATION

CONSTRUCTION MGMT

MEDICAL SERVICES

FOOD SRVC PROVIDER

MARKETING SERVICES

MEDICAL SERVICES

34,934,639.

9,646,824,

4,001,002.

940,462.

928,923.

50,451, 850.

JSA

0E1228 2.000
32062H E014

V 10-8.3

1793294

Schedule O (Form 990 or 990-EZ) 2010

PAGE 62



000°} Logl30

€9 HOYd P6CE6LT €°8-0T A $TOd HZO0CZE ver

0L0Z (066 Wuod) ¥ 9jnpeyss ‘066 WO 10§ SUORINIISU] BY) 088 ‘920N IOV LUORINPEY suomieded Jjo4
X ¥/N €1 (€)(D)T09 oa TTYLIdSOH | o100z oa 'NOIONIHSWM _ __________ MN ISEMIS ONIANI 80T
$L29509-CS AIO0IIISNI HONVASHY YVYLSAIN {2)

X ¥/N €| (£) (D109 aw TYLIASOH | __ ___»sretz QW ‘WMOWIITVE __ _ _ _ _ FYMYNVA ALTSNIATNO ISvE T0Z  __
S89T16S0-2S TVIIdSOH TVINOWIW NOINQ FHL (9)

X ¥/N €[ (€)(D)109 an TYLIdSOH | __ eeetz aw ‘EMOWILIVE __ _ _ QATH NEAVN HOOT 1095 _ _
L09T6S0-2S ‘QNVIXMVN 40 TYIIASOH NVIINYWYS ao0D H.E..?.mv

X ¥/N €| (€)(D)T09 aw TYLIGSOH| = Z€80Z QW ‘XENTO 5 SATHQ JdITIHd SONINd TOTST _ _ _
€689%90-29 TYLIASOH TYHENHD XYAWODLNOW (2

X ¥/N II €1T| (€) (D) 109 QW | SDAS TUOIQAW | PPOTZ QW ‘YISHQTOD _ _ _ _ MOOTI HIS ‘SOVId_LLFMNals §9§§
S¥¥L80Z-2S )

X ¥/N € (g) (D)T09 aw TYLIASOH | ____szzrz au ‘SdoWLiTve ______ _ IZSMLS ¥EAONVH HIOOS TOOE __
099T6%0-2S ‘ONI ‘TIVIIASOH ¥OEUVH @

X ¥/N dd | (€) (D) T09 A | aNod TYOIQEW | $%0TZ QW ‘VIEWQTOD _ _ _ _¥0O0T4 HLIS ‘HOVIJ_LLANWELS §9S§ _ _ _
PZLYPLEL-ET NOIILWNOdNOD HWOH HONOHD [(3)
ON SO
Eﬁ.ﬂ.o Anwe ((£)(0)108 uoloes ) {Aqunoo uBleso) Jo
(€1)@Q)Z1LG uonoag | Bullonuod ang sniejs ABYo 2liqnd | uonoes epog idwex3 | ayes) ajioiwop |eba Ayanoe Auewid uoeziuebuo pajeral J0 NiJ pue ‘ssaippe ‘sweN
(B) ® (o) (r) () (a) (e)

(1eaA xe} ay) Buunp suoneziuebio jdwaxa-xe) psje|as aiow o duo
peyY I asnesaq p¢ aul| ‘Al Med ‘066 W04 U0 S8, Paismsue uoneziuebio ay) ji 819|dwo)) suoneziuebio ydwaxz-xe] paje|ay JO uoesuudP|

II3ed

...... —— e

Y/N|"1€2'926 ‘PEY'9EL’S an SOAS HITVHH LETTZ AN 'HIOWILTIVL HATIA FTIVNOS NITINVIE 0006

Aua (Anunos ubjaJoy 10
ms__o._.:mw aug sjosse ._.movfo.ucm oEooN._v_uS._. aje)s) ejiojwiop |ebe Aynpoe Aewiid Amnus papseBassip Jo N|3 pue ‘ssaippe ‘sweN
L) (2 (2) () (e)

('€ aull ‘Al Hed ‘066 wio4 uo SoA, pasemsue uoneziuebio sy; jl sje|dwo)) senpug papsebaisiq jo uoneosynuap)

L008090-2S "ONI ¥JINAD TYLIASOH HIVNDS NITINVIA

uoljezjuebio ay) jo swen

‘suogangsu) ojesedos eeg 066 wio4 0} yoelly 80Ieg BNUBASY [BUBIU|

"1€ 10 ‘€ ‘SE ‘PE ‘CC BU|) ‘Al Med ‘066 W04 0} ,S8A,, Peiemsue uojiezjuebio ey; j| ejejdwo) o Ainsee| 8l Jo uswyedaQ

(066 wi04)

T TR T mn__:m._wctwm pajejajun pue m:O_uNN_:mm._O paje|oy ¥ 3INA3IHIS




000°} Z0€L30

%9 #ADYd $6ZE6LT €°8-0T A »T0d Hzooze ™'

0102 (066 Wu04) ¥ oINpayIs ‘066 WU04 J0j SUORINIISU| BY) 985 ‘©INON IOV uopINpeyY jJomssded 104

X ¥/N €| (€)(D)T0S aw TYLI4SOH | PHOTZ QW ‘VIEWOTOD _ _ _ _ ¥00T4 HIS 'EOWId_LLIMMELS §9S§ _ _ _
009T6S0-2S 40 ALID FHL JO TVIIASOH QNY HWOH HOMAHD @

X Y/N 6| (€)(D)T0S QW | SOAS TUOIQHW | ____so.0z OW ‘NOINEATYD_ __ Tz ILINS 'AVON TIIWMAMOd T90¥ __
6L9T90T-2S "OMI ‘¥SINSD XHAD¥OS WVISAAW (9)

X ¥/N 6| (€)(D)109 W [HLTVEH TVINAW [ Y50TZ QW 'VIGWOTOD _ __ _ HOO4 HIS 'SOVIA_LLSWNSIS S9SS _ __
6€S96¥%T-2S ‘ONI ‘SHOTANES HJIT XWE ()

X ¥/N I ¥i1| (€)(D)TO94 an NOIIVANNOA | YY0TZ QW 'VISWQTOD _ _ _ _¥00Td HIS ‘SOVI_LLEMMALS S9S§  _ _
2662EtTT-2S dH¥0D INAWIOTIAIA XVE [2)

X Y/N IT 91T | (£)(d)109 AW | SOAS TNOIQAW| 9901z QW 'VISWQTOD _ _ _ _¥00T4 HIS 'S0VId_LLEM¥ALS §9S§
0€ZZPST-CS ‘ONI ‘HILIVEH ¥VISASW um (€)

X ¥/N €| (€)(D)T09 oa TNLIASOH | 0100z DQ_‘NOIONIHSWM __ _ W IETULS ONIAMI OTT
62TZLCT-CS MOTIVNOANOD WAINAD TVLIASOH NOLONIHSYM @

X ¥/N €| (€)(D)T10S oa TYLIASOH | 1000z Da_‘NOIONIHSYM ____ __ ©a7T6 RIVA T ‘NIKAY TYLISAOH _ _ _
¥8S8TZZ-2S I ‘YEINED TVOIGEW NMOIIDNOSD-NYLISAEW THL W)

ON | seA
Eﬁwﬁu e ((€)(2) L0 uonoas 41) {Anunos uBiaso; 10
(€1)@)ZLs uogoss |  BUNCAUOD 108N | Smiels Aweyo oIland | uoRsss epod dwiex3 | ejels) ojolwiop [86a Ayoe Arewd uoneziuebio pejeiel Jo NI PUE ‘sSeIppe ‘SWEN
®) ] (o) ] (o (@ (e)

(Jeah xe} ay} Buunp suoneziuebio jdwaxa-xe} paje|al alow 10 duo
peyY Jl asnesaq p¢ aul| ‘Al Med ‘066 W04 U0 ,SIA, Paiomsue uoneziueblo ay ji 9)9|dwo)) suoneziuebio ydwax3-xe) pajejoy Jo uonesyuap|

l1ed

uuuuuuu ——— —_— L LR P

Aua (Agunos ubialoy J0
Buyioauod 1Panq $19SSB Jeak-j0-pug suwiooul [ejo L aie1s) spojwop 8bs Awoe Arewnd Awus paprebassip Jo NIJ pue 'ssaippe ‘sweN
) (o) (p) (9 (@) (e)

(‘€€ aull ‘Al Hed ‘066 W04 UO S84, PaIamsue uojeziuebio sy 4 sje|dwoD) senyu3 papsebaisig jo uopeoypuspl  [REEER

L008090-2S “DNI ¥HINHD TYIIdSOH Hdv¥N0S NITINVNA

Jequinu uogesypuep| Jefoidwsg uoneziuebio ay) Jo aweN
‘suoponisyy Oaﬂhﬂﬂﬂﬂ =211 A ‘066 wao4 o} yoeyy A BOES BNUBABY [BWSIU|

1€ 10 '9E 'SE 'PE ‘EE Oul] ‘Al Med ‘066 WO O} ,SOA,, PeJemsuE uopeziuebio ey ji 01ejduwiod ¢ o e i

sdiysiaulied pajejaiun pue suoneziuebiQ pajejoy SOl )

Ly00-G¥S1 "ON 8NO



S9 HDYd

0102 (066 uuo4) Y snpeydss

Y6ZE6LT €°8-0T A $10H mmmonmgo.ﬂﬂemo

*066 ULIO- JO} SUORONIISU| 8Y) 08S ‘9IRON IOV UORONPaY suomieded 104

X ¥Y/N 6| (€)(D)T09 W | SOAS TYOICAW | ____so.0z GW ‘NOLESATYD _ __ 12 ZLINS ‘QVOY TIIWMEAMOZ TS0V
0TS086T-CS ‘ONI ‘NOISNANI HITVAH HVISAEH ()

X ¥/N I ¥YIT| (€)(D)109 an NOILVUANNOA |  szzTz QW ‘SMOMILTVE ____ _ _ _ ISSuLS NZAONVH_HIOS TO0E _ __
CESYB8ZT-CS *ONI ‘NOILVANNOA ‘TVII4SOH NOSNVH {9)

X Y/N I NYTIT| (€)(D)T109 an SOAS NIWAV | €Iz OW ‘HMOWILTVE __ ____ ____ QAT NEAVN HOOT 109§
€9862V1-2S ‘ONI ‘SHIINEJ0¥d §D ()

X ¥/N 6| (€)(D)T09 (W [ONISAOH ¥AATH | _  eterz aW ‘SMOWILTVE_ ___ _ _ _ _ _ __ _ QATE NEAVY HOOT 109§ _ _ _
969T8%T-2S *ONI ‘ONISNOH S )

X Y¥/N 6| (g€)(D)To09 QW) SOAS TNOIQHAW | ecztz W ‘ssoMIzTve QATE NHAVE HOOT 1095
9982L9T-2S ‘ONI ‘MAINZD ONISHON NYLINVKVS Q00D {€)

X ¥/N I ¥YTIT| (€)(D)109 an NOIIVANNOA | _ ecziz aw ‘SMOWIITVE _ QATE NAAVH HDOT T09S _ _ _
CCTLOEZ-CS *ONI ‘NOILVANAO4 TYLIASOH NVIINVWYS dOOD @)

X Y¥/N I ¥TIT| (€)(D)109g oa NOILUANANOL | 1000z DA 'NOIONTIHSVM ___ ___ 5Q16 NIVW I ’NINGY TYIISOH _
€LB6EEZ-CZS SOH XLISMEAINAN NMOLADNOZD ¥0A4 NOIIVANNOA [(3)

ON SOA
o Ao ((£)(0) 105 uonoes ) (knunoo uBjaio} Jo
{e1)q)z1S uonoes Buyiosyuoo oau1Q sniejs AuByo 2jiqnd | uogoes epoD idwex3 | eie)s) ejiolwop [B6a] Aunoe Aewpd uojieziuefiio pajejas Jo NI pue ‘ssaippe ‘aweN
(6) (1) (9) (2] () (a) (e)

pey }l asnesaq p¢ aul| ‘Al Ved ‘066 W0 U0 ,SIA, paIamsue uoneziuebio ayy yi 9)9|dwo)) suoneziuebio ydwax3z-xe] pajejoy Jo uogesLuUap|

(Jeah xe} ayy Buunp suoneziueb0 Jdwaxs-xe} paje|al aJow 0 duo Il e d

LTI

Buifjosnuos yoang sjesse Jeak-o-pug

@) (s)

(Aqunoas uBiaioy 10
ewodL [BJ0) ajeis) epoiwop [ebe Ayanoe lewid Amnua papseBaisip Jo NIT pue ‘ssaippe ‘sweN

(p) () (a) (e)

(‘€€ ull ‘Al Wed ‘066 W04 U ,SBA, PasamsuE uojeziuebio ay 4 sje|dwoD) senpu3 papsebaisiq jo uogesynuspl (TR

L008090-2S
Jequinu uopesypuep| Jekoidwy

"ONI JJINAD TVLIdSOH HIVADS NITANVIA
uojieziueblo ay; Jo aweN

uophadsyy

D1jGig D) uady

0L0%

L¥00-S¥S1 "ON GNO

‘suopongsu) ejesedes eeg ‘066 W04 O} Yoeny OGS BNUBASY |BUIB}U|
*I€ 10 ‘9E ‘SE 'PE ‘SC OU|| ‘Al Med ‘086 W04 0} ,SOA, Peiemsue uojezjueblo ey J ejejdwio) Aunseau| euy jo Jusuniedeq

sdiysiauped pajejaiun pue suoneziuebip pajejoy mm..ﬁn.mnw_mv



000°4 L0ELT0

99 HOVd v6ZE6LT €°8-0T A »T0Z HZ90ZE™
0102 (066 uuod) y einpeyoss 066 WUO4 JO§ SUORINIISU| BY} 89S ‘9o[JON J0Y UORINPEY jomieded Jo4
X Y¥/N I YTIT| (€)(D)T109 aw NOILYQNNOd | Z€80Z QW ‘ANTO 3 JATHQ 4TTIHA EDNINJ TOTST _ _
0096€09-2S aqEvod g, NEWOM mo:.CU
X ¥/N I ¥YTIT| (€)(D)109 aw NOII¥aNnod | Z€80Z QW ‘AENTO SATNG gITIHG SONINA TOTST _ _ _
ZT899¢T-2S *ONI ‘SHDIA¥ES HLTVEH HOW (9)
X ¥/N L| (€)(D)109g an NOILWANNOA | Z€80Z QM ‘XENTO 3 SAT¥Q ATTIHA SDNTHA TOTET
65662TT-CS *ONI_‘NOILYANNOA HLTVEH HOW [3)
X ¥/N 6| (€)(D)109 aW| SOAS TVOIAW | ZES0Z QW ‘RANTO_ 3 FATHQ 4TTIHA SONING TOTST _ _
LIOVZLET-2ZS ‘ONI ‘HITVEH ALINOWAOD HOW [2)
X ¥/N 6| (€)(d)Tog @A | SOAS TWOIQHW |  _  soL0z QW ‘NOIMSATYD___ __IZ SII0S 'OVOM TIIAMEAMOD T90%
91585%T-2S SHVORLTVEH VA ¥visaan (€)
X ¥/N €| (£)(D)T09 a TYLIASOH | s0L0z Gk ‘NOL¥EATYD _ _ _ _IZ 31I0S 'QVOY TIINMEAMOA T90%  _ _
L6068%T-2S NOILVNOJNOD H¥VD WNEL ONOT NVLSAEW @
X ¥/N 6| (€)(d)10S aW| SOAS TVOIAEW | s0.0z GW ‘SOMEATYD ___ _ _______ avo¥ TIIWMIAHOE T90F
L6S96TO0-ES ILYIDOSSY SHSHON ONILISIA HITVSH AVLSAEW [(3)
oN SO\
hinus fpue ((£)2)106 uonoss y) (Anunoo uBia.oy Jo
pajjo5uod .
(€1Xq)ZLg uopdes Buyjouod 108.1g snigjs Aeyo ollqnd | uopoes epoD idwex3 | alejs) ajiojwop jBbe Auaoe Aewiid uojieziuefiio pajeal Jo NIJ pue 'ssaippe ‘aweN
(B) @ (0) ()] () (@) (e)
("1eaA xe} sy} Buunp suoneziuebio ydwaxs-xe} paje|al alow 10 dUo Il 1ed
peyY }l asnesaq $€ aul| ‘Al Med ‘066 W04 UO ,SaA, paJamsue uoneziuebio ay) j 9)9|dwo)) suoneziuebio ydwex3z-xe] pajejay JO UoReIIUIP]
|||||||||||||||||||||||||||||||||||||||||||||||||||||||| O8
|||||||||||||||||||||||||||||||||||||||||||||||||||||||| O8
|||||||||||||||||||||||||||||||||||||||||||||||||||||||| (08
|||||||||||||||||||||||||||||||||||||||||||||||||||||||| ©r
|||||||||||||||||||||||||||||||||||||||||||||||||||||||| @y
|||||||||||||||||||||||||||||||||||||||||||||||||||||||| W
Aue (Aunoo ubiauoy J0
Bugonuoo 12341a sjosse Jeof-0-pua swooul fe10L alBls) ayoiwop |86e1 fynpoe Kiewiig Aypue papseBessip Jo NIJ pue ‘ssaippe ‘aweN
)] (9) (p) (9 (a) (®)
(‘'e€ aul ‘Al Hed ‘066 W04 uo SaA,, palamsue uoljeziuebio auy y a)9jdwos) senpul papiebaisiq Jo uoneaynuap| E
L008090-2S *ONI ¥HINID IVII4ASOH FIVNDS NITINVIA

lequinu uogesypuep) JeAoidwg uoyeziuebio ay) jo sweN

808G BNUBASY [BLISIU)

co.: adsu -
Ainseas] oy jo Juewpedaq

31[qig 61 uadg

0107

L¥00-S¥S1 'ON SNO

‘suopongsu;j ejesedes eeg ‘066 W04 O} yoey
*1€ 10 ‘g¢ 'SE ‘VE ‘C€ BUI] ‘Al Med ‘066 W04 O} ,SeA, pesemsue uojeziuebio eyy j) eye)dwon ¢

(066 wiod)

sdiysiaupied pajejaiun pue suoneziuebiQ pajejoy Ak




000°L 20€L30

L9 HOVU4 P6Cc6LT €°8-0T A ¥T0d HZ90Z¢ ver
0102 (066 uuo4) Y 8Inpeyos "066 UuIOJ JOj SUORINIISU] BY} 8BS ‘9ORON JOV UORINPEY HIoMIeded JoJ
X Y/N I Vi1 | (€)(d)109g oa NOIINANNOA | o100z oa_‘NOIONIHSYM _ __ _ _ _ _ __ __ MM IEENIS_ONIANI OTT
OLO9T6LT-CS ‘ONI ‘NOIIVANNOI OHM ()
X Y/N I ¥IT| (€)(D)T0S an SOAS NIWAY | ___ soLoz aw ‘NOLMSATYD __ __1Z 3LIOS 'Q¥0¥ TTINNIANOd T90%
TIHZEE€T-2S onr uma (9)
X Y¥/N IVIT (€) (D) 109 an NOILVANOOSA | ~ gt1zTz W ‘ENOWILITVE _ __ __ _ KYMMHVA ALISWSAINO ISVE 10T _
8C89V¥1-CS ‘ONI ‘NOILVANAOA TYII4SOH TVINOWEW NOINO ()
X ¥/N I ¥IT| (€)(D)109 aw NOIIVANNOA |  6ezlz W ‘SMOMIITVE aATd NEAVH HDOT T09S _ _ _
Z8EV0TT-CS 4 S¥VD HILTVEH ODITOHLVD TISN.O SYWOHL SHL [(2
X ¥/N €| (€)(D)T09 OQ| SOAS NOIAHAW | 0100z oa_‘NOIONIHSYM _ ___ __ _____ MN ISSHIS_ONIANI 20T _ _ _
TSTTE6T-CS I ‘NOILVLIITISVHEN TYOIQHW H¥N / NVEMN€0S {¢)
X ¥/N €] (€)(D)T0S QW | SOAS 'TVOIQEW | _______ 2€80Z QW ‘AENTO 3 ATHQ JTTIHE EONTEd TOTST __ _
20601T€C-2S "ONI ‘XENTO LV SVHIN TYNOIOSM (@)
X ¥/N €| (€)(D)109 oa TYLIdSOH | 0100z DQ_‘NOIONIHSYM __ MN ISTMIS ONIANI ZOT __ _
67L69ET-CS IVII4SOH NOIIVIITISVHEY TYNOILVN (1)
ON SOA
Bﬁﬁa Aimus {(€)2)1.05 uonoes y1) {knunoo ubjaloy Jo
(€1)@)z1s uonoag | Buliouod ang snieis Aueyo oliqnd | uonoes epop idwex3 | ajeys) ejionuop jebe- Ayaoe Aewnd uoeziuefio pajeial J0 NI pue ‘ssaippe ‘SweN
(6) 1Y} (o) (2] (9) (@ (e)
(-Jeak xe} ay Buunp suoneziuebio 1dwaxa-xe} paje|as aJjow Jo U0 RV
pey J asnedaq $¢ aull ‘Al Wed ‘066 W04 Uo S8, paismsue uoneziuebio ayy yi 919|dwo)) suoneziuebio ydwaxz-xe] paje|ay Jo uogesyuap)
|||||||||||||||||||||||||||||||||||||||||||||||||||||||| O
|||||||||||||||||||||||||||||||||||||||||||||||||||||||| @
|||||||||||||||||||||||||||||||||||||||||||||||||||||||| (08
|||||||||||||||||||||||||||||||||||||||||||||||||||||||| o
|||||||||||||||||||||||||||||||||||||||||||||||||||||||| @
|||||||||||||||||||||||||||||||||||||||||||||||||||||||| W
Ajue (Anunoo uBjaloy Jo
Buyoyuos 10eu|g sjasse Jeak-Jo-pug awooul |ejo} olels) apoiwop [ebe Aunoe Lewid Amus papieBaisip jo NI3 pue ‘ssaippe ‘sweN
(1) (s) (p) (9 (a) (e)
(‘g aull ‘Al Med ‘066 Wio4 Uo SIA, Pasamsue uoeziuebio ay) 4l sjeidwo)) senpu3 pepsebassiq jo uogeoypuepl  [REE]
L008090-2S ONI JAILNID TVLIASOH HIVAODS NITINVIA

Lv00-S¥S1 'ON GNO

uolez|ueb.o sy} jo sweN

sdiysiaupied pajejaiun pue suoineziuebiQ pajejay

*SuUoOpoNysu; ejesedes seg <

‘066 w04 0) yoeyly o
*1€ 10 ‘g€ ‘GE ‘VE ‘€€ OUj| ‘Al Led ‘066 Wwiog 0} S04, pelomsue uojjezjuebio ey) j eye)dwosn x|

89S BNUaASY [BLISIU|
Ainsess] 8y jo Juswpedsq

(066 wJio4)
d IINAIHOS




0004 £0€130

89 HOY4 v6eZE6LT €°8-0T A $T0d HZ90Z€E ver
010z (066 w03) ¥ 8INpaydg “066 WO 10} SUO[INUISU| B} 998 ‘@2[JON JOY UOIINpeY YJomieded 104
||||||||||||||||||||||||||||||||||||||||||||| U
||||||||||||||||||||||||||||||||||||||||||||| O8
X ¥/N I YTIT| (€)(D)109 an NOILVANOOA | .ezTz QW ‘FMOWIITVE_ __ _ _ _ _ _ SATHG VDS NIDINVES 0006  _ _
9¥S62¢€C-2S NAZ MEINED TVIIdSOH TAVNDS NITDINVIA 1s)
X ¥/N IIT att| (€)(D)TO9 d| ODIO I¥0ddNs | 0S90Z QW 'NMOICQWWNORT _ _ _ _ _ _ _ ___ Lzs xo8 04 _ _ _
89€TSO0T-2S ‘ONI ‘NOIIVANAOA TVII4SOH S.ANVH IS )
X Y/N €] (€)(d)Toq an TYLIASOH | ___ « 0S90Z OW 'NMOLGNWNOAT __ _ _ ___ _ G¥OM_1OONOOT INIO 00SSZ
9006T90-2S AINNOD §,X¥VH 1S 40 TYLIdSOH §.XUVH ‘1S [O)
X Y¥/N II 911 (€) (D) T0S N IO IIOddAS | « 0§90z QW ‘NMOIQWNOST _ L2s Xo8 0d
926€STZ-CS ‘ONI ‘S XMYN ‘IS 40 ADIJSOH (@)
X ¥/N 6| (€)(D)109 aW [ONISQOH ¥AATH | eeziz aW ‘suwoWriTe® QATE NEAVH HOOT 1095 _ _ _
0L0662C-2S ‘ONI ‘SaooM nzmbomnoos.:u
ON seA
B&hﬁwu Ay ()2 10g uonoes ) {Aaunoo ubissoj Jo
(e1Ma)zis uonoag |  Bullionuod oeag sniejs Aeyd a1ljqnd | uosoes epod jdwex3 | eje)s) sjolwop jeba Aymoe Arewlid uopeziuebio paleds JO NI pue 'ssaippe ‘dWeN
(6) (1) (e) (p) (9 (a) (e)
(-JeaA xe} ayy buunp suoneziueblo Jdwaxa-xe) psje|as aiow Jo auo Il 1ed
pey Jl esneosaq $¢ aull ‘Al Hed ‘066 W04 UO ,SSA, palsomsue uoeziuebio ayy 4 a19|dwo)) suoneziuebio ydwaxz-xe| pajejay JO uogesyRuUIp| :
|||||||||||||||||||||||||||||||||||||||||||||||||||||||| O8
|||||||||||||||||||||||||||||||||||||||||||||||||||||||| (O8
|||||||||||||||||||||||||||||||||||||||||||||||||||||||| (O3
|||||||||||||||||||||||||||||||||||||||||||||||||||||||| ©r
|||||||||||||||||||||||||||||||||||||||||||||||||||||||| @
|||||||||||||||||||||||||||||||||||||||||||||||||||||||| (OB
Aue {Kaunod uBleloj 10
Buyionuod e sjasse teak-jo-pul awooul [ejo 8)e1s) ejionwuop [eba Ayapoe Arewld Ayyua papsebassip Jo NI3 pue ‘ssaippe ‘aweN
[0} (e) (p) () (a) (e)

(‘g€ aull ‘Al Wed ‘066 wio4 uo ,SeA, pasemsue uoneziuebio ay) y 8)s|dwo)) sanpul peplebais|q jo uopesyuap)

L008090-2S “ONI ¥HINID TYLIdSOH HIvA0S NITINVIA
uoneziuebio ay) jo aweN

‘suogongsu| ejesedes e ‘066 WJo4 0} yoeny o 801LBG BNUBASY [EWBYU|
"€ 10 ‘9¢ ‘SE ‘PE ‘€€ 8uj ‘Al Hed ‘066 W04 O} ,S6A, Peiemsue uojezjuebio ey) J ejejdwo) Ainseeuy ey Jo uewpedeg

sdiysiauped pajejasun pue suopeziuebiQ pajejoy zmmho_mnw_mv

L¥00-S¥S1 "ON GWO



000°L 80€130

69 HOVYd P6CE6LT €°8-0T A ¥T0d HZO90Z¢ ver
0102 (066 wiod) Y enpeydss
d¥00 D ¥/R aW IAYES ONITIIE PP0TZ A ‘YIEWATOD d00Td HLIS ‘EOVId LLEMYALS S9SS
" TvLoZvOoL-£Zz  -ONI ‘SEDIANHS EATIIVAISININAY SNVIDISXHA (1)
J90D0 D ¥/N aW YdHOD DNIQTOH PPOTZ AW ‘YIGWOTOD ¥OOTIA HLS ‘HOWId LLIYAALS S9SS
" “egseest-zs “DNI "SEHOLNZA AVMINYE (9)
Ju00 O /N ad IANES "TYOIAEN PP0TZ QW ‘YIGWOTOD ¥OOId HIS ‘HOVId LLIANVALS S9SS
" “sessset-zs % D17 * SE1INHA0NA FAVOXITAR (G)
d300 D ¥/N aW IA¥ES 'TYOIQEW PPOTZ A ‘YIEWATOD ¥O00Td HLS ‘ZEOVId LLAIYALS S9SS
" Tosssset-zs T ‘anc#p TVOIAAM HEVOXITEH (§)
d300 D v/N aW FDIAYES NIWAY YY0TZ AW ‘YIEWATOD HOOT4d HLS “EOVId LLIWYALS G9S5S
" “oLoctet-zs ‘DNI ‘INSWEDVNVA SAOUNO5EE XITAH (§)
J30D D Y/N aW IA¥ES TYOIAdW PHOTZ AW ‘YIGWATOD ¥OOTId HLS ‘HOVId LIANVALS S9SS
" “ezzesst-zs  “DNI ‘HuvONEIXE (Z)
d400 O Y/N au SATYS DANA YY0TZ AW ‘YISWATOD HOOTd HLS ‘dADVWId ILAWHALS S9SS
" “esoeist-zs T T T T T M T BEIOwWaWHA WVLSdER (})
(isnuy Jo {Anunoo ubialoy
diysiaumo sjosse Jesh-jo-pus ‘dioo g ‘dioo Q) Ajjua 10 9181s)
abejuaoiod Jo areys aWodU 8]0} O aleyS Apue jo adAL Buyionuoo yoaung a|ojwop |eba Ayanoe ewud uoneziuebio pajelal Jo NIJ pue ‘ssaippe ‘sweN
(W) (8) ® (8) (p) () (@) (e)
(-Jeal xe} ay Buunp jsnJ} Jo uojeiodiod B se pajesl) suoleziuebio paje|al 810w J0 aUO pey Yl snedaq ¢ aul|
‘Al Hed ‘066 WI04 UO ,SaA, Pajamsue uoeziuebio ay y ajo|dwo) 3snay 10 uogelodiod) e se sjqexe] suoneziuebio pajeidy jo uonesynuap] KRG
||||||||||||||||||||| 1wy
..................... 19)
||||||||||||||||||||| 1g)
..................... 22
X X ¥/N aW SHDIANES €Y'TI |05 D ALIAS ‘AVOd LSTYDTAEL S2ZS9
[OLONIHSVM 40 ONIDWWI NVIDISAHA (§)
X X /N an SHI NOILVIAVH {¥00T1d HLS ‘FOVIA LLIYIILS §95S
"~ " T ses0sTe-sL OTT ‘WH-DWCS (Z)
X X ¥/N an IA¥ES TYOIAEW |[400T3 HLS ‘EOVId LIFYYALS $96S
s OT1 ‘UNEAVSYd IV ¥EINEOIDMOS ()}
ON |SOA ON [SOA
(5901 wiog) (#15-Z1G Suoias (Kyunoo
1-) 8|npayes Japun xe) uBialoy
Jeued 10 wioy papn|oxs Jo oyB)s) uonezuebio pajelal
Mﬁﬂﬁo BuiBsuew | oz xcn.:_ junowe | sopeae sjasse awodu} .vo«w_owww_w_&wu:_ A ajIojwop jo
d |omeued | |GN-ASPOY | wmemcano | 1aAj0-pUB JO AUBUS| 161030 BJBYS JBUIWOPa. Buosjuoo aug | [ebey Aynoe Arewnd NI2 PUB 'ssaJppe 'sUBN
o) (0] ] (w) (6 1)} (o) (p) (9 (a) (e)
(1eak xe} sy} Bunnp diysiauped e se pajeas) suoneziuebio paje|as oW Jo aUO pey ) asnedaq
$€ aull ‘Al Hed ‘066 Wio4 Uo SaA, palamsue uojeziuebio ayy ji ajsjdwo)) diysisuped e se ajgexe] suopeziuebip pajejay jo uonesynuap; LRSS
Z ofed L008090-2S 010Z (066 WUo3) o 2INPaYdS



000°t 80€130

0oL DY P6ZE6LT €°8-0T A $T0d HZI0ZE
vsr
0102 (066 wiod) Y enpeyos
J300 ¥/N aW IA¥ES TYOIAAW S0LOZ AW ‘NOLISATYD 01Z #LINS ‘AVOd TIIWMEAMOd T90%
" “sosogoz-zs DNI ‘SuaNIivd NVIDISAHA WVISAEW (1)
dJ40d ¥/K and IA¥EAS 'TYOIGEKW 0T00Z DA ‘MOLONIHSYM MN LATHLS ONIANI 00T
" T000TE€sT-2S  BOH RVIDISAHA HHINHD TVII4SOH NOLONIHSWM (9)
d40D Y/N an TANES TYOIAIW S0LOZ AW ‘NOLMZATYD 01Z HLINS ‘QVON TIIWYIAMOd T190%
T LL9ZE€IZ-2S | ONI ‘INAWSOVNVW JHOMLIN NSI¥ NOLONIHSUM (G)
J90D ¥/N ad IA¥ES ONITIIE S0L0Z AW ‘NMOIMIATYD 0TIZ ALINS ’‘AVOd TIIWAIAMOd T90V
" ettoset-zs "7 Tomr ‘omrriid wvis (p)
J30D ¥/N ad IA¥ES 'TYOIAENW S0LOZ GW ‘NOLYIATIYD 0T1Z ALINS ‘AVO TIIWIEAMOd TI0¥
" “soeeest-zs 777 DNI 11006%N (§)
Ju00 v/N W EDIAMAS NIWAY S0L0Z QW ‘NOLYIATIYD 01Z ALINS ‘AVYOY TIIWJIAMOd T90P
" Ttveecrz-zs “DNI '§ESINANALING WVISGEN (Z)
Ju00 /N ad SAYD JAOYNYKH PH0TZ AW ‘YIGWATOD YOOI HLS 'EOVId LLAWYALS S9SS
" Tizsseet-zs | -ONI ‘EDIOHD ATIWVA WYISAaW ()
(1sruy Jo (Ai3unod ubiauog
diysiaumo sjasse Jeak-jo-pua ‘dioo g ‘diod 9) Ao 10 9B}S)
abejueosod jo areys aWoou) (810} jo auByS | Ajua jo odAL Buyionuod eiq ajjwop |eba7 Ayanoe Aewiid uoeziuebuo pajelas Jo NI pue 'ssalppe ‘aWeN
(W) (6) 1) (e) (») (9 (@) (e)
(1eah xe} sy} BuLinp jsnJ} Jo uoielodiod e se pajeal) suoneziuebio pajejal 810w 10 3UO pey } 9SNedaq ¢ aul| -
‘Al Hed ‘066 W04 UO ,S9A, paiomsue uoneziueblo ayy j aj9|dwo) 3sni) Jo uogelodiod) e se sjqexe] suoneziuebio pajejay jo uoneoynuap] KRS
||||||||||||||||||||| 1wy
||||||||||||||||||||| 19)
||||||||||||||||||||| 1s)
||||||||||||||||||||| 73
||||||||||||||||||||| ey
||||||||||||||||||||| 12y
||||||||||||||||||||| wr
ON |SOA ON |seA
(5901 wioy) (¥15-21G suooas (fpunos
1-M 8Inpayps pun xe} uBjeloj
tiouyed 0 wod papnjoxs 10 3je)S) uoneauebio pajejel
diysiaumo BuiBeuew | OZ x0q Ul JUNOWE | ¢wesmae sjasse awosul .vo«w_wm_mv_wh&uu:_ Aua ajIojwop 10
obejussad | o eeues | 1gN-ABPOD | wwewedna |igak-jo-pus jo aueys |  Ielo) jo elByS JUBULOPSId Bujionuoo e | (ebe Ao Kiewd NIZ Pue ‘ssaippe ‘sueN
o) ] ] (w) (6 1)} (o) () (9 (@) (e)
. , (-seak xe} ayy Buunp diysisuped e se pajeas suoneziuebio paje|as 910W JO SUO pey ) asnedsq
¥€ Ul ‘Al Wed ‘066 W04 U0 S, paiamsue uojeziuebio ay) yi 9)8|dwon) diysiauped e se ajqexe] suoneziuebio pejejay jo uonesynuap] LEEE
T 9bed L008090-2S 010z (066 Wiod) ¥ @inpauds



000°4 80€130

TL dAOYA v6ZE6LT €°8-0T A $T0d HZ90Z¢E
vst
010Z (066 wio4) Y ejnpeyssg
|||||||||||||||||||||||||||||||||||||||| z)
|||||||||||||||||||||||||||||||||||||||| o)
J40d D ¥/N Fi5) FONVIASNT | NVHWAVD ANVED ZOTTI-TAX ISOT XOS Od HONSAV AVE HIAL FWIT €2
TL1988T0-86 QELIWIT SONVEOSNI TYIONVNIZ DNIHASHATAD (G)
Jd0d D ¥/N a IANES 'TVOIAER 0590Z GW 'NMOLGQNVNOS'T QYO¥ LOONOOT INIOd 00SSZ
T1ecoest-zs DRI 'EDNVITIV HITVEH §.ANVH IS (p)
Juod D ¥/R aW TANES TVOIQEN ZE€80Z AW ‘XIANTO FAIYA 4ITIHd HONI¥A TOTST
TzooeveT-2s  "DNI ‘SHDIANAS QEIAISHAAIA HOW (L)
J¥00 2 ¥/R an ¥ 4ENMO OQNOD ¥$0TZ QW ‘VIGWOTOD ¥OOId HIS ‘HOVId LLHWNALS S9SS
T26€95L0-9L  VIDOSSY OQNOD GNWT SATNA HWVODS NITINVHA (Z)
d¥0D D /N [ ADIAMES EYHAA 0T00Z OQ ‘NOIONIHSYM MN IIATMLIS DNIANI Z0T
“sotoest-zs “ONI 'SEDIANES ANOIVINGWY HEN (})
(ysruy 40 (Anunoo ubiasoy
diysiaumo sjasse Jesk-jo-pus ‘diod § ‘diod D) Aua 10 2)B)S)
abejuaoiad jo arys awoou [Bj0} JO ateys | Amuo Jo adAL Buyjonuod 185q |  aflop |ebe) Awpoe Arewd uoieziueBlo paleial jo NI3 Pue ‘ssalppe ‘aweN
()] (6 ) (e) (p) (9 (a) (e)
A.._mw\n Xe} ay} mc_._:U snJjj Jo co_«m._oa._oo e se pajeal} wco_«mN_cmm._o pajejad aiow JO 3uU0 pey )l asnedaq ¢ aul| "
‘Al Hed ‘066 WJo4 UO ,SaA, paiamsue co_«mN_cmm._o ayl i 90_& EOOV Isni] 1o uonesodio) e se ajqexe] suonezjuebip pajejay jo uonedyiuap| E
..................... 1y
||||||||||||||||||||| 19)
..................... 5]
||||||||||||||||||||| 12)
B WL ey
||||||||||||||||||||| Ty
||||||||||||||||||||| Oy
ON [seA ON |seA
(5901 wioy) (PLs-Z1G suonoss (Anunoo
1-Y 8inpayps Japun xe} uBlaloy
¢leuped 10 woJ pepnjoxe 10 oje)s) uoyieziuebio peje|as
diysioumo | BuiBeuew | gz xoq Ui Junowe | s sjasse awoou| .uo.w_wﬁ_wﬁwuc_ Ajua a|I01Wwop J0
abejueosad | Jo jeseuen 19N-ABPOD | wmewcdeidna (1gak-jo-pua jo aleyS| (10} JO BleYS Weuwopald Buyionuos eiq 1ebo Ayanoe Arewnd NI3 pue ‘ssaJppe ‘aueN
L)) ()] 0} (0} (6) o) (9) (r) () (@) (e)
(‘1eaf xey ay Bunp diysiauped e se pajeal) suoleziuebio pajejal 810W JO BUO peyY Jl asNedaq
¥€ Ul ‘Al Wed ‘066 WJO4 UO ,SBA, palamsue uojneziuebio ayl i w«Q_Q wo)) diysseuped e se ajqexe] suopeziuefiQ paje|oy Jo uonesynuap| It bed
T obed L008090-2S 0102 (066 Wio-) ¥ SINPaldS



000'L 60€L30

cL dDYA v6Zt6LT £€°8-0T A ¥T10d HZ90Z¢

0102 (066 UuO) ¥ BINPOYDS vsf
(9)

(9)

AWI [ 6T¥‘S9 d ONI TYLIdSOH ¥oduvH (v)

AN | "6TL'20Z d ANVTANYAN J0 TYIIdSOH NYIINVWYS aood gHL (€)

AWd | "60€'S8Z d ONI HITVHH ¥VISaaW HH (2)

AWA | ©000°00S 0 . ILTVd 40 ALID HHI 40 TYLIASOH ANV AWOH HouaHo (V)

PaAJOAU) JUnOLLE (1—8) adAy
Sujuuwsiep Jo POy PBAIOAUI Junowy vopoesuel uojlezIuBG.I0 JOYI0 JO IWBN
(P S (@ (e)

“Spjoysaiy UonoesUES} pue sdiysuoijej@l palaaod buipnjoul ‘aul Siy} 2}3|dWod JSNW oYM UO UORELWIOJUI JO} SUOHONIISUI BY) 9388 ,, SSA, S| SAOQER U] JO AUB O} Jomsue 3y} §| g

N h—‘ -------.------------u---------AWvCO_ﬂmN_CNU‘—O‘—wSOEO‘—%>tmn°‘—nL°EWNU%OthWCNLﬂhwEMO h
X b} fe e e e i e s s et st s s s e (SYyoneziueBIo Joyo 0) Aadoud 10 yseo Jo Jajsuel; oo b
X di ..........................................................mwm:wnxw._ou:o_umN_cmm._o._wr_uo>nU_Naucw_‘:wm._:n—:_ww_Q

X o1 ..........................................................wmwcwnxm._ouco_uNN_cmm._o._wcuoOuU_NQu:wEwm._:nE_wm_O

X up ..........................................................................mw0>o_QEw_u_NQuom:_._wcw:
X Wy ........................................................mummmmhmcuo._o.mam__mc___mE.ucwEQ_:Uw_wm_u___omuuomc_._m:wE
X [l "ot e s s s s e e e e e e e o (s)uOnEZIVEDIO JOYJO AQ SUOREYDNOS BuisSiBIpUNy JO dIYSISQUIBW JO SIDIAISS JO BOUBWIONA |
X Np| ST Tt ttrtrtsrsssessseescse e (g)uojeziuebio JBYJ0 Joj SUOIE)DNOS Buisieipuny Jo diysiaquiawW JO SBJIAISS JO BoUBWIONS] N
X _.F " % s s @ 5 5 ® o m a B 2 2= a4 3 TS S B E S E S A 884N S S e e s s s s oEoEoE oo Amvco_uﬂN_CNm._O ._wcuo EO.C sjesse ._wcuc 10 JCOEQ_DUQ .ww_u___omh wO QWNwJ _.
X m " @ ® = B @ @ e B m e 8 = E & ¥ S S BB S S S8 A S s e E BB S E a8 e 8 E R AN s EoE s .AmvCO_uNN_CNm._O ._w—._uO 0} sjesse hw_.—uo 10 .uCQEQ__.-Um _ww_u___ONh wO ww&ml_ 1
X ur ..............................................................................muwmmwuowmcmcoxm-._
X Wﬂ................................................................Amv:o_umN_cmm._O._w:uoEotmuomwmuowwmco._:n_m
X I ....................................................................Amvco_uNN_:mm._o._wr_uOoumuwmmwuow_wwu
X o .............................................................vaco_umN_:Nm._o._wcuo>nmwquN._N:mcwo_._om:NOJ¢
X Pl ..........................................................Amvco_umN_:Nm._o._wr_uo._Ow._oOumwquN._N:mcmo_._ow:NOJ_u
X OF .....--........-....-....-........-......-.-...-.--...AWVCO_uNN_CNmLO._wEuOEO.CCO_u:D_._uCOU_mu_QNO._O.uCN._m.t_mU 9
x DF ..-..-.-...-...-...-.........-..-.-...-.-..-.....--....AWVCO_uNN_Cmm._O._Q—._uOOuCO_uzn_huCOO_mu_QNO.—O_uCN._m.t_mU D
= 7 R R R I I .b_u:w PajjoJjuod B wouyy juals (A1) Jo sanjekos (m) seninuue (n)iseisyul (1) jojdisoay e
. &N SHed Ul pajs)| suoeziuebio psjel@s 8Jow Jo auo yum suoijoesuesy Bumoljoy eyy jo Aue u) abebus uoneziuebio ay) pip Jesk xey ayy Buung 1
oN [sea 8INPaLDS SIY} JO Al IO i) “II SHed Ul peisy) st Ajjus Aue yi | sulj sjejdwio “eloN

('9¢ 10 ‘BGE 'GE ‘PE duUl| ‘Al Med ‘066 W04 0} ,SIA, Palamsue uoneziuebio ay) ji 819|dwos) suopeziuebio peIe|oY YIM SuojoBSURL L

€ o0ed L008090-CS 0102 (066 Wiod) ¥ 2Inpaydg



€L dOVd

010Z (066 Wuod) ¥ °INPEYdIS

v6ZE6LT

000°L 0LEL30

€°8-0T A ¥10d HZO0CZE

vsf

ON | seA

Leuped
BuiBeuew
Jo eisua)

[C]

(5901 wuod)
1LY 8inpeus Jo
0Z X0q ul Junowe
18N-A 80D
(8)

oN | sep

¢suoneoo|ie
uogiodoidsiq
o)

sjesse
Jeef-jo-pue
40 858y
(o)

oN | seA

4suopsziueBio
€)¥o)ros
UORI9S
lsiouped jie ety
(p)

{Agunoo
uBiauo) 10 81B)S)
ajplwop (ee
(o)

Kuanoe Kewld

(@

Ko jo NI pue 'ssaippe ‘aueN
(e)

"sdiysiaupied Jususaau) uielad 1oj uoisnjoxa Buipsebal suoijonlisu) 8ag "uoljeziuebio paje|sl B Jou Sem Jey) (anusaal ssoub 1o
sjasse [}0) AQ painsesw) saijIAlOR S)I JO Jusdlad sAy Uey) alow pajonpuod uoieziuebio ayj yorym ybnoiyy diysiauyied e se paxe} AJjus yoes 40} OB WOl BUimO||0) 8y} SpIAOId

("2€ au| ‘Al Wed ‘066 W04 uo ,SBA, Pasamsue uojeziuebio sy 4 919|dwo) diysisuped e se ajqexe] suoyeziuebiQ pejejaiun

I Vied

P ebed

L008090-2S

010Z (066 UWw0d) ¥ 8INPaYdS



52-0608007

Schedule R (Form 990) 2010 Page 5
Supplemental Information
Compilete this part to provide additional information for responses to questions on Schedule R (see
instructions).
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