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
€ Name of organization D Employer identification number
B creck et | MONTGOMERY GENERAL HOSPITAL 52-0646893
ot Doing Business As MEDSTAR MONTGOMERY MEDICAL CENTER
Name change Number and street {(or P.O. box if malil is not delivered to street address) Room/suite E Telephone number
Initiat return 18101 PRINCE PHILIP DRIVE (301) 774-8640
Terminated Clty or town, state or country, and ZIP + 4
Amendeg _9]‘_,NEY, MD 20832 G Grossreceipts § 145,220,481.
Aepikation [ F Name and address of principal officer: PETER MONGE H(a) fs this & group retum for H Yes @E
18101 PRINCE PHILIP DRIVE OLNEY, MD 20832 H(b) Are all affiliates included? Yes
| Taxexemptstatus: | X [501(c)3) | |501(c)( ) @ (nsetnoy | | 4947(ayyor | 527 If "No," attach a lst. (see instructions)
J  Website: p WWW. MONTGOMERYGENERAL .ORG H(c) Group exemption number P»
K Form of organization: | X | Corporation | [ Trust] [ Association | | Other B | L Year of formation: 2000| M _State of legal domicile:  MD
@ Summary
Briefly describe the organization's mission or most significant activities: _ _ _ _ _ _ _ _ _ _ _ _
2 MEDSTAR MONTGOMERY MEDICAL CENTER IS DEDICATED TO ENHANCING OUR
£| COMMUNITY'S HEALTH AND WELL-BEING BY OFFERING HIGH QUALITY,
§| COMPASSIONATE AND PERSONALIZED CARE.
é 2 Check this box P> [___J if the organization discontinued its operations or disposed of more than 25% of its net assets.
| 3 Number of voting members of the governing body (Part Vi, line 1a) _ . . . . . . . . . . 0 v v it e e e s 3 19.
§ 4 Number of independent voting members of the governing body (Part Vi, line 1b) 4 13.
E 5 Total number of individuals employed in calendar year 201%{8“1%’55? 5‘ .5( ! {JOP{ 5 1,824.
&’ 6 Total number of volunteers (estimate if necessary) . .. ... ., 'T’ _!' J . _‘__ . l __________ 6 300.
7a Total gross unrelated business revenue from Part VI, column (C), line12 7a 378,823.
b _Net unrelated business taxable income from FOrm 990-T,liN€34 « « + o « 4 = o e v o o s s o t o o s s o s o o 7b -42,42].
Prior Year Current Year
o| 8 Contributions and grants (Part VAL, lineth) 0. 3,500.
E 9 Program service revenue (PartVIL iNe29) . . . . . . . . .. e e 136,180,638.| 143,534,212.
E 10 Investment income (Part VIII, column (A}, lines 3,4, and7d) . . . . . ... ...... 724,066. -1,550,341.
11 Other revenue (Part VIII, column (A), lines 6, 6d, 8c, 9c, 10c,and 11e) . _ . 1,793,676. 1,388,812.
12 Total revenue - add lines 8 through 11 (must equal Part VIII, column (A), line12), . . .. . . 138,698,380.] 143,376,183.
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), fined) = ... ... .. 0. 0.
2 15 Salaries, other compensation, employee benefits (Part IX, column (A), lines 5-10)_ . . 64,512,526. 67,360,488.
2 | 16a Professional fundraising fees (Part IX, column (A), line11e} _ . . . . . . ... ...... 0. 0.
§' b Total fundraising expenses (Part IX, column (D}, line 25) p ________________(_) ______
Y147 other expenses (Part X, column (A), lines 11a-11d, 11f-24) 68,958, 256. 68,985,723.
18 Total expenses. Add lines 13-17 (must equal Part IX, column (A), line25) |, ., . .. ... 133,470,782. 136,346,211.
19 Revenue less expenses. Subtractiine 18fromline 12 . . . . . . . . v v v c v v o 2 2 o « 5,227,598. 7,029,972,
5 § Beginning of Current Year End of Year
85120 Totalassets (PartX, N 16) . . ... ... ..., 165,724,138.] 120,823,935,
%2 21 Total liabilities (Part X, i€ 26) . . . . . . e e, 32,262,425. 40,100,635.
25|22 Net assets or fund balances. Subtract line 21 from N 20, . » « v v o v o a2 e v n. . 133,461, 713. 80,723,300.

Signature Block
Under penalties of perjury | decl ha xamined this retum, including accompanying schedules and statements, and to the best of my knowledge and belief, it Is true,
correct, and complete. Dec] fpr other than officer) is based on all information of which preparer has any knowledge.

ﬁign } —— S/-// gA!
ere Date
-
) &2 AVP,_ Tasatin)
ype or print name and title =

Print/Type preparer's name Preparer's signature Date Check if PTIN
Paid self-
p Scott Sherman MM/\/ 5/3/12 employed P l P00451522

reparer

Useep:)nely Fimsname P KPMG LLP Fim'sEIN pp 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? (see instructions) . . . . + « & & - - = + + o o v s oo o .. [X{ves | [No
For Paperwork Reduction Act Notice, see the separate instructions. Form 990 (2010)
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rm 8868 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> File a separate application for each return.

e If you are filing for an Automatic 3-Month Extension, complete only Partland check thisbox _ _ . . . . ... ........ > [X]

¢ 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 (e-file). 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 L only L g e L et & s ble e oo aldhene i e Bt e e L L T »[]
All other corporations (including 1120-C filers), partnerships, REMICs, and trusts must use Form 7004 to request an extension of time
to file income tax returns.

Type or Name of exempt organization Employer identification number
print MONTGOMERY GENERAL HOSPITAL 52-0646893

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

due date for 18101 PRINCE PHILIP DRIVE

g:?ny%";e City, town or post office, state, and ZIP code. For a foreign address, see instructions.

instructions. OLNEY, MD 20832

Enter the Return code for the return that this application is for (file a separate application foreachretun) , , . . . . .. e n
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 p» MARC BERGER

Telephone No. » 410 772-6719 FAX No. »
e If the organization does not have an office or place of business in the United States, check thisbox _ . . . ... ........ | 4 [:]
e |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 , , , , . . > I:] . if it is for part of the group, check thisbox, , _ . . . . » I_I and attach

a list with the names and EINs of all members the extension is for.
1 lrequest 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 ,2011

2 |f the tax year entered in line 1 is for less than 12 months, check reason: [:] Initial return I:] 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. 3cl$ 0.

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

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

OFao'm.ooo
07353X EO14 V 10-8.2 2377084 PAGE 1



Form 5868 (Rev. 1-2011) Pags 2
o if you are filing for an Additional (Not Automatic) 3-Month Extension, complete only Part It and check thisbox, , . . .... P> I__]
Note. Only complete Part Il if you have aiready been granted an automatic 3-month extension on a previously filed Form 8868,

o [f you are filing for an Automatic 3-Month Extenslon, complete only Part | {on page 1).
Additional (Not Automatic) 3-Month Extension of Time. Only file the original (no coples needed).

Type or Name of exsmpt organization Employer |dentification number
print MONTGOMERY GENERAL HOSPITAL 52-0646893

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

andedor | 18101 PRINCE PHILIP DRIVE

?'ilnr::! y;uere City, town or post office, state, end ZIP code. For a foreign address, see Instructions.

instructions. OIINEYr MD 20832

Enter the Return code for the retum that this application is for (file a separate applicationforeachreturn) , , ,, .. ......,

Application Return | Application Return
Is For Code |is For Code
Form 990 01 e s i e A S R R 7
Form 990-BL i 02 JForm 1041-A 08
Form 990-EZ 03 Form 4720 09
Form 890-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

STOPI Do not compiete Part Il if you were not already granted an automatic $-month extension on a previously filed Form 8888.

e The books are in the care of » MARC BERGER

Telephone No. p __ 410  772-6719 FAX No. »

e [f the organization does not have an office or place of business in the United States, checkthisbox , , ., . ........... P> D
¢ If this is for a Group Retum, enter the organization's four digit Group Exemption Number (GEN) .Ifthisis
for the whole group, check thisbox _ , . . ., P[] . Ifitis for part of the group, check thisbox., . . . . . . »[_Jandattacha

list with the names and EINs of all members the extension is for,

4 | request an additional 3-month extension of time until 05/15 ,2012

5 For calendar year , or other tax year beginning 07/01,20 10 , and end 06/30 , 2011

8 If the tax year entered in line 5 Is for less than 12 months, check reason: | | Initial retun Final return

Change in accounting period
7 State in detail why you need the extension INFORMATION NECESSARY TO PREPARE A COMPLETE AND

ACCURATE RETURN IS NOT YET AVAILABLE.

8a 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. 8al$ 0.
b If this application Is for Form 990-PF, 880-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 8868. 8b$
¢ Balance Due. Subtract ine 8b from line 8a. Include your payment with this form, if required, by using EFTPS
{Electronic Federal Tax Payment System). See instructions. 8¢c|$ 0.
Signature and Verification

Under penalties of perjury, | declare thet | have examined this form, including accompenylng schedules and statements, and to the best of my knowledge and belief,
it Is true, comect, and complete, and that | am authorized to prepare this form.

Signature P> LZk W .I/Y\,)(\_/\ /—“ Title P> [/ﬁp( mb\i“é/“

Form 8868 {(Rev. 1-2011)

JSA

QF8065 3.000
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Form 990 (2010) 52-0646893 Page 2

EYadIlll Statement of Program Service Accomplishments
Check if Schedule O contains a response to any questioninthisPart 1 . . . . .. ... 0ot i nnn.. @

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 Form 990 or 990-EZ?
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
SOIVICeS? e, e ... [lves [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: ) (Expenses $ 98,920,651. including grants of $ 0. ){(Revenue $ 142,716,137, )
MEDSTAR MONTGOMERY MEDICAL CENTER'S LARGEST PROGRAM IS ACCESS TO
AND THE PROVISION OF ACUTE HOSPITAL SERVICES TO THE COMMUNITIES OF
NORTHEASTERN MONTGOMERY COUNTY, MARYLAND AND THE SURROUNDING
AREAS. IN ADDITION TO THE PROGRAM SERVICE EXPENSES LISTED ABOVE,
MMMC INCURRED $29.6M OF MANAGEMENT AND GENERAL EXPENSES IN
PROVIDING SERVICES TO ITS COMMUNITIES. THE ACUTE CARE HOSPITAL
OFFERS A CARDIAC AND VASCULAR PROGRAM, GENERAL SURGERY,
ORTHOPEDICS, CANCER CARE, PSYCHIATRY AND OBSTETRICS. IN ADDITION
TO ACUTE SERVICES, MMMC OFFERS OUTPATIENT MENTAL HEALTH SERVICES,
HOME HEALTH AND PRIVATE DUTY NURSING SERVICES. FOR MORE
INFORMATION, SEE SCHEDULE O.

4b (Code: ) (Expenses $ 5,981,647, including grants of $ 0. )(Revenue $ 0. )

MEDSTAR MONTGOMERY MEDICAL CENTER PROVIDED $6.0M IN CHARITY CARE

SERVICES IN FISCAL YEAR 2011. CHARITY CARE IS PROVIDED PURSUANT

TO MEDSTAR HEALTH'S FINANCIAL ASSISTANCE POLICY TO MEMBERS OF THE

COMMUNITY WHOSE INCOME IS BELOW CERTAIN THRESHOLDS AND FOR WHICH

THE HOSPITAL IS NOT COMPENSATED. UNDER MARYLAND'S UNIQUE PAYER

SYSTEM, THE AMOUNT REPORTED REPRESENTS MMMC'S CHARITY CARE EXPENSE

AND REVENUES REPRESENT DIRECT PAYMENTS FROM THE STATE'S CHARITY

CARE POOL. OTHER CHARITY CARE EXPENSES ARE INDIRECTLY REIMBURSED

VIA THE STATE OF MARYLAND'S PAYMENT SYSTEM.

4¢ (Code: ) (Expenses $ 1,856, 070.including grants of $ 0. )(Revenue $ 0. )
MEDSTAR MONTGOMERY MEDICAL CENTER PROVIDED $1.9M IN SUBSIDIZED
(MISSION DRIVEN) HEALTH SERVICES IN FISCAL YEAR 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 PROVIDED
INCLUDED THE PROVISION OF PSYCHIATRIC CARE SERVICES, EMERGENCY
ROOM SERVICES, AND HOSPITALISTS.

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

(Expenses $ including grants of $ ) (Revenue $ )
4¢ Total program service expenses P 106, 758,368.

ISA Form 990 (2010)

0E1020 1.000
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Form 990 (2010) 52-0646893 Page 3
Part IV Checklist of Required Schedules
Yes | No
1 Is the organization described in section 501(c)(3) or 4947(a)(1) (other than a private foundation)? If "Yes,”
complete Schedule A . ... .......... e e e e e e r e ae e e e e e e e e e 1 X
2 s 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? If "Yes," complete Schedule C,Part!. . « « « v « v v v v v v v s e e e a et nn e 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? If "Yes," complete Schedule C,Partll. « . . « v v ¢ v v e v v o2 s e n s 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,
L T 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! . ... ...... il poicari iyt o B a5 e oo oo P et 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? If "Yes,”
complete Schedule D, Partlll . « « v v @ v v i i i e it v e et n s s te e nns s e 2t el 8 X
¢ 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, PartlV . « . v« o v v o v v et b e n e it et nne e S e g 9 X
10 Did the organization, directly or through a related organization, hold assets in term, permanent, or
quasi-endowments? If "Yes," complete Schedule D, Part V, . . . . . . . . o i v v i v v v o o s s neannnnns 10 X
11 If the organization's answer to any of the following questions is "Yes," then complete Schedule D, Parts VI,
VI, VIll, IX, or X as applicable.
a Did the organization report an amount for land, buildings, and equipment in Part X, line 10? If "Yes,” complete
Schedule D, Part VI ., . . . . .. e ittt et st e e JMal 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 . . . . . S 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 v v v v u .. 11¢c X
d Did the organization report an amount for other assets in Part X, line 15 that is 5% or more of its total assets
reported in Part X, line 167 If "Yes," complete Schedule D, PartIX . . . . .. . . . v v v o v v o o oevennnn. 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?  "Yes,”
complete Schedule D, Parts XI, XIl, and Xl « « « & v v« v v o o b v s s s ot mn s n e nnnme s e e 12a X
b Was the organization included in consolidated, independent audited financial statements for the tax year? if "Yes," and if
the organization answered "No" to line 12a, then completing Schedule D, Parts XI, X, and Xlliisoptional « « « « « « « = 4 s » » 12b| X
13 Is the organization a school described in section 170(b)(1)(A)ii)? ¥ "Yes," complete ScheduleE .. ... ... .. 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 IX, column (A), line 3, more than $5,000 of grants or assistance to any
organization or entity located outside the United States? If "Yes,” complete Schedule F, Partslland IV . . . . . . . 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? /f "Yes," complete Schedule F,Partsllland IV . . . . . « v « « . . 16 X
17 Did the organization report a total of more than $15,000 of expenses for professional fundraising services
on Part iX, column (A), lines 6 and 11e? If "Yes,” complete Schedule G, Part | (see instructions) . . « « « v « v . . . 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 . . . . . . . ... .cue..u.n Y e 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,Part lll . . « « « ¢ v ¢ v 4 o it s o o s s o s s s oo s acraeronssnanses 19 X
20a Did the organization operate one or more hospitals? If "Yes," complete Schedule H . . . . « . v v v v e e v v v u 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) . . . . . 20b| X
JSA Form 990 (2010)
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Form 990 (2010) 52-0646893 Page 4
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? If "Yes," complete Schedule |, Parts fand 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 o v o o s o s s s s aus 22 X
23 Did the organization answer "Yes" to Part VI, Section A, line 3, 4, or 5 about compensation of the
organization's current and former officers, directors, trustees, key employees, and highest compensated
employees? If "Yes,” complete Schedule J . . . . ... | et e 5 e S T, ., 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, 2002? If "Yes," answer lines 24b
through 24d and complete Schedule K If NO,”goto ine 25 . . . . . v v i o e e e e e et e st eenn e 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-exemptbonds? . . . . . . . . . il it e e e e e e e e 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] . . . . .. ... ¢ oo v caeun 25a X

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

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

If "Yes," complete Schedule L Part I, . . . v v v o v v e e e e e e ee e I e e R 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, Part Il . | 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, Partlll . . . . .. 8 ey () el erere) 3 [ ermrae Se rerlarlier rm G P 27 X

28 Was the organization a party to a business transactlon 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 LPart V. . . v o v v v vt i et nesaannnnaens ol nt o B e A A B FEEE 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, PartvV. . . .. ... .. 28¢ X
29 Did the organization receive more than $25,000 in non-cash contributions? If "Yes,” complete Schedule M | 29 X
30 Did the organization receive contributions of art, historical treasures, or other similar assets, or qualified
conservation contributions? If "Yes," complete Schedule M . . . . . v v v @ i i i vt it s e e .30 X
31 Did the organization liquidate, terminate, or dissolve and cease operations? If "Yes," complete Schedule N,
Part | T e R L e e - - - T . LEEr L 31 X
32 Did the organization sell, exchange, dispose of, or transfer more than 25% of its net assets? /f "Yes,”
complete Schedule N, Partll. . . . . ... .. ... eeenanean LT - T . 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 i it o v vt v v 33 X
34 Was the organization related to any tax-exempt or taxable entity? If "Yes," complete Schedule R, Parts i, lll,
T T T B 1 T 34 | X
35 Is any related organization a controlled entity within the meaning of section 512(b)(13)? , . .. ......... .1 38 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,
PartV,iine2 ., . . . .. ..... .. R R TRl L L e | e @ Yes I:l No
36 Section 501(c)(3) organizations. Did the organization make any transfers to an exempt non-charitable
related organization? If "Yes," complete Schedule R, Part V, line 2, . . . . . . . .. o v v v v o oo v ennnnnes 36 X
37 Did the organization conduct more than 5% of its activities through an entity that is not a related organization
and that is treated as a partnership for federal income tax purposes? If "Yes," complete Schedule R,

PartVI o vt i e e i N L i L S A TN, PR P, Sl 87 X
38 Did the organization complete Schedule O and provide explanations in Schedule O for Part V1, lines 11 and
19? Note. All Form 990 filers are required to complete Schedule O. . . . . . . . v v v v u et o v v v oo oo s 38 X

Form 990 (2010)
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Form 890 (2010) 52-0646893 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 119
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
reportable gaming (gambling) winnings to prizewinners?. _ _ . . .. ... ... ... .00 ee..pe] 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 , l 2a l 1,824

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

3a Did the organization have unrelated business gross income of $1,000 or more during the year? 3a X
b If "Yes," has it filed a Form 990-T for this year? If "No," provide an explanation in Schedule O ., . . .. ........ 3b X

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

account)? L ... ... . o R TR S non AT N 4a X
b if “Yes,” enter the name of the foreign countey: » _____
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 organizationfile FOrm 8886-T? . . . . . . . i i i it v v v v oo s v s e s nsan 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? , ., ... ......... A 6a X
b If "Yes," did the organization include with every solicitation an express statement that such contributions or
gifts were not tax deductible? , . . . . S 6b
7 Organizations that may receive deductible contributions under section 170(c).
a Did the organization receive a payment in excess of $75 made partly as a contribution and partly for goods
and services provided tothe payor? . . . . ... ............. e Ta X
b If "Yes," did the organization notify the donor of the value of the goods or services provided? , . ,......... 7b
c Did the organization sell, exchange, or otherwise dispose of tangible personal property for which it was
required to file FOMM 82827 .« . .« v v v vt it vt sttt e s s e s a s s e e s e nenns s s nas s Tc X
d If "Yes," indicate the number of Forms 8282 filed duringtheyear . , . .. ........... [ 7d l
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? , , . | 7
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?, . . . . ... ... ... oo 8
9 Sponsoring organizations maintaining donor advised funds.
a Did the organization make any taxable distributions under section4966? . . . . . . . . . . . v v i i it v i 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 VIl{, fine12 _ , . ... ........ 10a

b Gross receipts, included on Form 990, Part VIlI, line 12, for public use of club facilities , . . . [10b
11 Section 501(c)(12) organizations. Enter:

a Gross income from members orshareholders ., , .. ... ... ¢ .. ... R, 11a
b Gross income from other sources (Do not net amounts due or paid to other sources
against amounts due or received fromthem.), ., . ... ... .. R 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 , . . . . |12b
13 Section 501(c){29) qualified nonprofit health Insurance issuers.
a Is the organization licensed to issue qualified health plans in more than one state? 13a
Note. See the instructions for additional information the organization must report on Schedule O.
b Enter the amount of reserves the organization is required to maintain by the states in which

the organization is licensed to issue qualified healthplans . . . . . ... ............ 13b
¢ Enterthe amountofreservesonhand, . . . ... ... ... ...ttt nrrnnnn 13c
14a Did the organization receive any payments for indoor tanning services during the taxyear? , . . .. ........ 14a X
b If "Yes," has it filed a Form 720 to report these payments? I/f "No," provide an explanation in Schedule O , ... .. 14b
JSA
OE1040 1.000 Form 990 (2010)
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Form 990 (2010) 52-0646893 Page 6
Governance, Management, and Disclosure For each "Yes" response to lines 2 through 7b below, and

for a "No" response to line 8a, 8b, or 10b below, describe the circumstances, processes, or changes in
Schedule O. See instructions.

Check if Schedule O contains a response to any question in this PartVI ................ [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 » » . . . . | 12 19
b Enter the number of voting members included in line 1a, above, who are independent . . . . . . 1b 13
2 Did any officer, director, trustee, or key employee have a family relationship or a business relationship with
any other officer, director, trustee, orkey employee? . ........... P -, I O 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 members orstockholders? . . . . .. ... v v it v s v cn e RPN, . .. 6 [X
7a Does the organization have members, stockholders, or other persons who may elect one or more members
ofthegoverningbody? . . . . v ot i it i it it i s e a e s e e s e e e e 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 The governingbody?. . . . « . v v o v . S R I e +ERE - L e U 8a | X
b Each committee with authority to act on behalf of the governing body? .. ... N, R e R . 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 affiiates? . . .. ... ... ... en... ... |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
Y111 v SR o o, N - Tt S Bl - Ry on i parlidion u Bl 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? If "No," gotoline 13 . . . . v ¢ o v v v o o v v v 12a| X
b Are officers, directors or trustees, and key employees required to disclose annually interests that could give
IiSe 10 CONMICES? + v o v v v o i b s e et b e am s et e mm e s m e e e e e e e e 12b| X
¢ Does the organization regularly and consistently monitor and enforce compliance with the policy? If "Yes,”
describe in Schedule O how thiSISONE « « v v v v v v e v e v i aa e nan et o L el oy oa i 12¢| X
13 Does the organization have a written whistleblower policy?. . . . . . . O N E N s g e 8] 13 | X
14 Does the organization have a written document retention and destructionpolicy?. . . . . . .. ... ... ... |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 CEQO, Executive Director, or top managementofficial . . .. ......... ... ... 15a| X
b Other officers or key employees of theorganization . . . . . . . . . . vt v v oo v e oo nnnnan e 15b
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 duringtheyear?. . . . ... ............... . D e N el 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? . . . . . ST TS LL B BN . e LN, f 16b} X

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 880 (2010)

52-0646893

Page 7

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

and Independent Contractors

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

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:

individual
compensated employees; and former such persons.

trustees or directors;

institutional

trustees;

officers; key employees; highest

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

(A) (B) © (D) (E) )
Name and Title Average | Position (check all that apply) Reportable Reportable Estimated
hoursper [85[5| Q 5 g Il compensation compensation amount of
week (25| % g 2|83 3 from from related other
(describe g 2 % = _g $215 the organizations compensation
hoursfor | Q2| 3 g8 organization (W-2/1099-MISC) from the
- gfr':’_;"m : g § 3 % (W-2/1099-MISC) organization
ATTACHMENT 3 inSchedule [ & | 8 2 and related
0) o § organizations
R ()FEIER WAMONCER™ S ole' o
PRESIDENT/DIRECTOR 40.00f X X 776,425 0 15,278.
__(2)KEVIN FLANNERY _____________|
DIRECTOR 1.00] X X (W 0 0.
__(3)DONALD SWEENEY |
DIRECTOR 1.00[ X X (V9 0 0.
_(9MICHREL K KERR MD |
DIRECTOR 1.00[ X 10,000, 0 0.
__(5)KEVIN MCMAHON |
DIRECTOR 1.00/ X 41,800 132,385 3,311.
6)KENNETH A SAMET |
DIRECTOR 1.00; X 0 3,125,094 132, 265.
_(7)CHARLES R TUEGEL MD ________|
DIRECTOR 1.00( X X 0. 0 0.
8) AMYSAMPEYSMDF "I.0 =0T 78 7|
DIRECTOR 1.00] X 2,500/ 0 0.
_(9)DOUGLAS FARQUHAR = ___ |
DIRECTOR 1.00f X 0, 0 0.
_{10)JOHN FERGUSON |
DIRECTOR 1.00f X 0 0 0.
_(1)JULIE BAWA MPH |
DIRECTOR 1.00} X 0. 0 0.
_{12)CHARLES F MESS SR MD |
DIRECTOR 1.00f X 0 0 0.
13)BENNETT T MORRISON MD ______ |
DIRECTOR 1.00[ X 0 J 0 0.
_{14C_THOMPSON PARDOE __________|
DIRECTOR 1.00] X 0. 0 0.
_(15ROBERT SULLIVAN = |
DIRECTOR 1.00] X 0/ 0 0.
_{16)IVONNE GIULIANA CENTTY DDS _ |
DIRECTOR 1.00[ X 0. 0 0.
JSA Form 990 (2010)
0E1041 1.000
07353X EO014 V 10-8.3 2377084



Form 980 (2010) 52-0646893 Page 8
Section A. Officers, Directors, Trustees, Key Employees, and Highest Compensated Employees (continued)

(A) (8) (€) (D) €) "
Name and title Average Position (check ali that apply) Reportable Reportable Estimated
hoursper (§ = 2’;;’ o 5 8&| 3| compensation compensation amount of
week a2 2=z % e |23 % from from related other
(describe EE 8%‘- MEAFE IR the organizations compensation
hoursfor | S § 5 |&)°® g organization | (W-2/1099-MISC) from the
rolated | & 8| 8| |w-2/1099-MiSC) organtzation
organizations 2 > and related
in Schedule O) § organizations
a
(17)SHEILA WOODARD
" DIRECTOR T TTTTTTT 1.00| X 0. 0. 0.
(18)M JOY DRASS MD )
" DIRECTOR T 1.00{ X 0. 1,247,987, 35,303.
(19)DEE HAWKINS
" DIRECTOR T 1.00| X 0. 0 0.
(20)DAVID HAVRILLA
SEICFONE L= 1 maw "N | 40.00 X 312,749, 0 21,589.
(21)ROGER LEONARD
"7 VP MEDICAL STAFF | 40.00 X 372,889. 0 11,213.
(22) CONNIE STONE
" VP PATIENT CARE SERVICES | 40.00 X 175, 042. 0 6,848.
(23) KEVIN MELL
"7 VP HUMAN RESOURCES | 40.00 X 191,550. 0 10,372.
(24)B A SECRIST
" VP QUALITY/SAFETY/COMPLIANCE | 40.00 X 140,224, 0, 8,938.
(25) JEANNE O TOOLE
" CONTROLLER 777 40.00 X 157,092. 0, 22,146.
(26)MARIA ELENA ESPINA
" PHYSICAN ASSISTANTS DIRECTOR | 40.00 X 130,534. 0. 18,505,
(27)RANDALL BURSAW
"~ SUPERVISOR/NUCLEAR MEDICINE | 40.00 X 154,216. 0 18,341,
(28)OWEN HORN
"  NETWORK OPERATIONS MANAGER | 40.00 | | x 139,107. 0. 16,923,
1b Sub-total L e e »| 2,604,128, 4,505,466, 321,032.
¢ Total from continuation sheets to Part VII, Section A ATTACHMENT.2 .. b 151,102 0 21,281.
d Total (add lines1band1c). . . ... ........ . PR LL'F N - » 2,755,230 4,505,466 342,313.
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 » 15
Yes| No

3 Did the organization list any former officer, director or trustee, key employee, or highest compensated
employee on line 1a? If "Yes," complete Schedule J for such individual . . .. ....... 5 (8 CRPEPEr e | e . 3 X

4 For any individual listed on line 1a, is the sum of reportable compensation and other compensation from
the organization and related organizations greater than $150,000? If "Yes,” complete Schedule J for such

INdividual . .« . . o e e i e e et e i e et e e et = B 4 [ X
§ 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 . . ... .. .. ¢ e+ v v 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) () (©)
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 p» 10

JSA Form 990 (2010)

OE1050 1.000
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Form 990 (2010) 52-0646893 Page 9
Statement of Revenue
(A) (8) €} (D)

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

gg 1a Federatedcampaigns « « « « . . . . | 18
S3| b Membershipdues .........[1b
gg ¢ Fundraisingevents . . . ... ... | 1¢c
©8| d Related organizations . « . . . . . . 1d 3,500.
g% e Government grants (contributions) . . | 1e
=1 f Al other contributions, gifts, grants,
§§ and similar amounts not included above . [1f
§§ g Noncash contributions included in fines 1a-1f%. $ ____ _
T__Mo_tal.__;wunesm-ﬂ...................> 3,500.
2 Business Code
% 2a PATIENT SERVICE REVENUE 621300 135,086, 940. 135,086,940,
o b PHYSICIAN BILLING REVENUE 621110 7,629,196, 7,629,196,
-g ¢ LAB REVENUE 900099 658, 026. 606,871, 51,155.
3 d OTHER PROGRAM REVENUE 900099 160, 050. 160, 050.
E o
-4 f All other program servicerevenue « . . . .
@ | g TotalAddlines2a-2f . . . v v oot ittt P 143,534,212,
3 Investment income (including dividends, interest, and
other SiMilar amounts)e « + « » s o o v o e v v v nwsss P 293,957, 293,957,
4  Income from investment of tax-exempt bond proceeds . . . > 0.
5 Royames.........-.....--........> 0.
(i) Real (ii) Personal
6a GrossRents. « « o » & 4 » 241,723,
b Less: rental expenses . . .
¢ Rental income or (loss) . . 241,723,
d Netrental incomeor (J0SS)« « « o + « s s v « v o o s s s s P 241,723. 241,723.
(i) Securities (ii) Other
7a Gross amount from sales of
assets other than inventory
b Less: cost or other basis
and sales expenses . . . . 1,844,298,
c Ganor(loss) « + « v v+ & -1,844,298.
d Netgainor(loss) = s « « o v v v« s s s v s s o a o s o P -1,844,298. -1,844,298.
g 8a Gross income from fundraising
5 events (not including $
5 of contributions reported on line 1c).
. SeePartIV,ine18 « « o o v .. o... a
2| b Less:directexpenses . . ... ..., b
o ¢ Netincome or (loss) from fundraisingevents . . . . . . . . P> 0.
9a Gross income from gaming activities.
SeePartIV,line18 , , . ........ a
b Less:directexpenses . . . . ... ... b
¢ Netincome or (loss) from gaming activities . « « « « « . . . P> 0.
10a Gross sales of inventory, less
returnsand allowances , , ,...... a
b Less:costofgoodssold. . - « « v v .« b
¢ Net income or (loss) from sales of inventory, . . . . o . . . P> 0.
Miscellaneous Revenue Business Code
41a MANAGEMENT FEES 900099 225, 958. 225, 958.
b EQUITY INTEREST IN AFFILIATES 525990 142,149, 142,149.
¢ MISCELLANEOUS REVENUE 900099 778,982. 327,668. 451,314.
d Allotherrevenue . . « « v 2 o « 2 ¢ v =«
e Total. Addlines11a-11d « + « v v v v v v v v v v e n o P 1,147,089.
12 T Vi in PP I T 143,376,183, 143,483,057, 378,823, -489,197.
Form 990 (2010)
JsA
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Form 990 (2010) 52-0646893 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).
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. SeePartIV,line22 . ......... 0.
3 Grants and other assistance to governments,
organizations, and individuals outside the
US. See PartiV, lines15and 16 _, _ _ , . ... 0.
4 Benefits paid toor formembers , , _ . .. ... 0.
5§ Compensation of current officers, directors,
trustees, and key employees . . . . . . . . .. NONE
6 Compensation not included above, to disqualified
persons (as defined under section 4958(f)(1)) and
persons described in section 4958(c)(3)(B). . . . . . 0.
7 Othersalariesandwages. . . « « « o v o v v« 56,133,695, 51,214,274. 4,919,421.
8 Pension plan contributions (include section 401(k)
and section 403(b) employer contributions), . . . . . 2,171,705, 1,981,382. 190,323.
9 Other employee benefits . . . . . e 5,006,436. 4,567,684. 438,752.
10 PayrollaXes « « v v v s v v v e n e e e 4,048,652. 3,693,838, 354,814.
11 Fees for services (non-employees):
a Management , . ... ............ 0.
blegal ......ciiceotenenanas 161,441. 350. 161,091.
C AcCoUNting o « v s 4 s a @ e m e e e ... -26,863. -27,000. 137.
d Lobbying = « st an e annennas . 0.
@ Professional fundraising services. See Part IV, fine 17 0.
f Investment managementfees . ... ... .. 0.
goOther . . . ..o v i it it i e 22,802,053. 14,142,540. 8,659,513.
12 Advertisingand promotion « + + « + ¢« .. .. 531,207. 4,765. 526,442.
13 Officeexpenses . . . . .o v v v v v v v o 0.
14 Informationtechnology. . + « « v o o 0 v+ . & 0.
15 Royalties. . . . ovvv e vnnnnnn. 0.
16 OCCUDBNCY « + v o » o s o s o s o s s o s o » 360,132. 360,132,
17 Travel . . . . . o o e s s s i e s e e 36,223. 18,950. 17,273.
18 Payments of travel or entertainment expenses
for any federal, state, or local public officials 0.
19 Conferences, conventions, and meetings . . . . 83,507. 62,105. 21,402,
20 Interest . . .. ... ¢ 00 n e 625,731. 625,731.
21 Paymentstoaffiiates , ........... 4 0.
22 Depreciation, depletion, and amortization . . . . 8,377,031. 8,377,031.
23 INSUMANCE , . . v v v e s s s v e s . 1,314,090. 1,314, 090.
24 Other expenses. Itemize expenses not covered
above (List miscellaneous expenses in line 24f. If
line 24f amount exceeds 10% of line 25, column
(A) amount, list line 24f expenses on Schedule O)
aSUPPLIES 24,375,025, 24,172,336. 202,689.
pBAD DEBT 3,373,019. 3,373,019.
¢RECRUITMENT 524,227. 524, 523,703,
dOTHER 2,165,733. 982,599. 1,183,134.
¢ EQUIPMENT RENTAL & MAINTENAN 1,748,479. 1,747,839. 640,
f All other expenses _ _ _ ______________ 2,534,688. 2,521,960. 12,728.
25 Total functional expenses. Add lines 1 through 24f 136,346,211, 106,758,368. 29,587,843. 0.

26

Joint Costs. Check here p |_| 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

JSA
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Form 990 (2010)

52-0646893 Page 11
Balance Sheet
(A) (8)
Beginning of year End of year

1 Cash-non-interest-bearing , . . ., .. .................. 1
2 Savings and temporary cash investments _ , , ., .. T 47,205,461. 2 22,016,428.
3 Pledges and grants receivable,net ., . ... ............. 3
4 Accounts receivable, NBt |, . . . ... ... ..., 14,622,539 4 14,257,611,
5 Receivables from current and former officers, directors, trustees, key
employees, and highest compensated employees. Complete Part Il of
Schedule L, .. ... e i 0. 5 60,698.
6 Receivables from other disqualified persons (as defined under section 4958(f)(1)), persons
described in section 4958(c)(3)(B), and contributing employers and sponsoring organizations of
. section 501(c)(9) voluntary employees' beneficiary organizations (see instructions) , , _ . . . . 6
§| 7 Notes and loans receivable, net, , ., .. ... ... . 761,657 7 526,161,
2| & Inventoriesforsaleoruse . . . ... ... ... ..., 2,504,868 8 2,562,529.
9 Prepaid expenses and deferredcharges , , . .. ... ... . ¢ u...... 610,837. 9 858,345.
10a Land, buildings, and equipment: cost or
other basis. Complete Part VI of Schedule D [10a| 158,870,261.
Less: accumulated depreciation, . .. ...... 10b 78,744,647. 77,961,090.10¢ 80,125,614.
11  Investments - publicly traded securities. . . . .. . . . P . - 20,965,797 11 66,391.
12 Investments - other securities. See PartIV,line 1. . . . .. ... ... ... 96,364. 12 50,254.
13 Investments - program-related. See Part IV, line 11 .. ............ 13
14 Intangibleassets. ... ................ e 14
15 Other assets. SeePartIV,line 11 . . . . ... ... vunn.. e 995,525.115 299,904,
16  Total assets. Add lines 1 through 15 (must equalline34) . . . ....... 165,724,138./ 16 | 120,823,935,
17 Accounts payable and accruedexpenses, ., . ........ ST L L. 11,232,636. 17 13,344,100.
18 Grantspayable. . . . ... ... ...ttt ittt e 18
19 Deferredrevenve . ...... e N e E sl 19
20 Tax-exemptbondliabilities . .. ... ... ...ttt v e renennnn 20
@121 Escrow or custodial account liability. Complete Part IV of Schedule D 21
£|22 Payables to current and former officers, directors, trustees, key
E employees, highest compensated employees, and disqualified persons.
& Complete Part Il of ScheduleL . ., .. .. Sl ey Foal B ceea 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 . . .. ......... ... 21,029,789. 25 26,756,535.
26 Total liabilities. Add lines 17 through 25, . . . . v o e v v v s s v e e en 32,262,425 .| 26 40,100,635.
Organizations that follow SFAS 117, check here » l_] and complete
2 lines 27 through 29, and lines 33 and 34.
§ 27 Unrestrictednetassets . . ... .......... .00t 131,430,313, 27 79,435,856.
&|28 Temporarily restrictednetassets , . . ... ............ ..., 2,031,400. 28 1,287,444,
T|29 Permanently restrictednetassets. . . . ........... . .., 29
= Organizations that do not follow SFAS 117, check here » D and
5 complete lines 30 through 34.
g 30 Capital stock or trust principal, or currentfunds ., . ... .. . LR, 30
%(31 Paid-in or capital surplus, or land, building, or equipmentfund , , ., . ... 31
i 32 Retained earnings, endowment, accumulated income, or otherfunds . . . . 32
2133 Totalnetassets orfund balances . . . . . . v v v v v vt e 133,461,713, 33 80,723,300.
34 Total liabilities and net assets/fund balances. . . . . . . .. .. v oo v v o 165,724,138 34 120,823, 935.

JSA
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Form 990 (2010) Page 12
Reconciliation of Net Assets
Check if Schedule O contains a response to any question inthis PartXl. . . . ... ... G h e e e E]
1  Total revenue (must equal Part VIIl, column (A), lin@12) . = + + v v v v v v v v s e s s s s nn o s s 1 143,376,183,
2 Total expenses (must equal Part X, column(A),ln@25). - « « + v v & ¢ v v v s s s s s s nnaannaa 2 136,346,211.
3 Revenue less expenses. Subtractline2fromline1 ... ... ... ...t ittt eananas 3 7,029,972.
4 Net assets or fund balances at beginning of year (must equal Part X, line 33, column (A)) . = . . . ... |- 4 133,461,713.
5 Other changes in net assets or fund balances (explaininScheduleO) . ............. eer . |8 -59,768,385.
6 Net assets or fund balances at end of year. Combine lines 3, 4, and 5 (must equal Part X, line 33,
ColuMN(B)) o v v ittt et et e s e e e s e e e E e e 6
80,723,300.
Financial Statements and Reporting
Check if Schedule O contains a response to any question in this PartXIl . . . ... .... Cer i e [x]
Yes | No
1 Accounting method used to prepare the Form 990: D Cash @ Accrual D Other
If the organization changed its method of accounting from a prior year or checked "Other,” explain in
Schedule O.
2a Were the organization's financial statements compiled or reviewed by an independent accountant? 2a X
b Were the organization's financial statements audited by an independent accountant? e R . 2b | X
¢ [f "Yes" to line 2a or 2b, does the organization have a committee that assumes responsibility for oversight of
the audit, review, or compilation of its financial statements and selection of an independent accountant? 2¢ | X
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 ., . ... .ieiiieaaaa., 3a X
b If "Yes," did the organization undergo the required audit or audits? If the organization did not undergo the
required audit or audits, explain why in Schedule O and describe any steps taken to undergo such audits. 3b
Form 990 (2010)
JSA
0E1054 1.000
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SCHEDULE A

OMB No. 1545-0047

(Form 990 or 990-E2) Public Charity Status and Public Support
Compiete if the organization is a section 501(c)(3) organization or a section
4947(a)(1) nonexempt charitable trust. e to Public.
E,?Zﬁ,’;i"{;‘\fe‘,’fu‘ﬂ"sln;."-’;“” P Attach to Form 990 or Form 990-EZ. P> See separate Instructions. : 4nspc¢.ﬁbn.
Name of the organization Empiloyer Identification number
MONTGOMERY GENERAL HOSPITAL 52-0646893

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

N

L]

T

o o

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.)

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

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

10 H 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 D Type ll c D Type Wl - Functionally integrated d |:] Type lll - Other

eD By checking this box, | certify that the organization is not controlled directly or indirectly by one or more disqualified

persons other than foundation managers and other than one or more publicly supported organizations described in section
509(a)(1) or section 509(a)(2).

f If the organization received a written determination from the IRS that it is a Type I, Type Il, or Type Ill supporting
organization, check this boX L e e e e e .
g Since August 17, 2006, has the organization accepted any gift or contribution from any of the
following persons? .
(i) A person who directly or indirectly controls, either alone or together with persons described in (ii) Yes | No
and (iii) below, the governing body of the supported organization? _ . ... ............. 11g(i)
(i) Afamily member of a persondescribed in (i) above? L 11gi)
(ii) A 35% controlled entity of a person described in () or (i) above? _ . ... . . Tl B N B i 11g(il)
h Provide the following information about the supported organization(s).
(i) Name of supported (I EIN (iii) Type of organization (iv)1sthe | (v) Did you notify (vl) Is the (vii) Amount of
organization (described on lines 1-9 organizationin | the organization | organization in support
above or IRC section col. (D(',f;fn".;" in col. (of | col. i) organized
(see Instructions)) Y ecmerta® | your support? inthe U.S.?
Yes | No Yes No Yes No
(A)
(B)
€)
(D)
(E)
Total
For Paperwork Reduction Act Notice, see the instructions for Schedule A (Form 990 or 880-EZ) 2010

Form 990 or 990-EZ.

JSA
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Schedule A (Form 990 or 990-E2) 2010 52-0646893 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 lIl. if the organization fails to qualify under the tests listed below, please complete Part Ill.)

Section A. Public Support
Calendar year (or fiscal year beginning in) D (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
tsbehalf « « « « o v v v v v v v v v o
3 The value of services or facilities
furnished by a governmental unit to the
organization withoutcharge . . .« . . . .
Totai. Add lines 1 through 3.
5 The portion of total contributions by each
person (other than a governmental unit or
publicly supported organization) included
on iine 1 that exceeds 2% of the amount
shownonline11,column(®, ., ....
6  Pubiic support. Subtract line 5 from line 4.
Section B. Total Support
Calendar year (or fiscal year beginning In) P (a) 20086 (b) 2007 (c) 2008 (d) 2008 (e) 2010 (f) Total
7 Amounts fromline4 ..........
8 Gross income from interest, dividends,
payments received on securities loans,
rents, royalties and income from similar
SOUFCES, ., , . 4t a v s s v o n s s
9 Net income from unrelated business
activities, whether or not the business
isregularlycarriedon « & « & « v 4 0.
10 Other income. Do not include gain or
loss from the sale of capital assets
(ExplaininPartiV.) = & v v ¢ v v 0 v u
11 Totai support. Add lines 7 through 10 . .
12  Gross receipts from related activities, etc. (see instructions) « « + « v o « = &+ « LB S 12
13 First five years. If the Form 990 is for the organization‘s first, second, third, fourth, or fifth tax year as a section 501(c)(3)
organization, check thisboxand stop here . . . . . . . v v . v v v v v u e o s 1 0 8 o n = o o s s o o s @ s 2 s 0 ¢ 8o 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, Partll, 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 , ., . ... .. ... ¢ v v | 4
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, . . .. ............ | 4
17a 10%-facts-and-circumstances test - 2010. If the organization did not check a box on line 13, 16a or 16b, and line 14 is 10%

or more, and if the organization meets the "facts-and-circumstances” test, check this box and stop here. Explain in
Part IV how the organization meets the "facts-and-circumstances” test. The organization qualifies as a publicly supported
organization. . . . ... .. i it et L S E | RNy, mE B e L >

b 10%-facts-and-circumstances test - 2009. If the organization did not check a box on line 13, 16a, 16b, or 17a, and line
156 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 et n e e e 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
L4 T >
Scheduie A (Form 990 or 890-EZ) 2010
JSsA
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Schedule A (Form 990 or 990-E2) 2010 52-0646893 Page 3
Support Schedule for Organizations Described in Section 509(a)(2)
(Complete only if you checked the box on line 9 of Part | or if the organization failed to qualify under Part II.
If the organization fails to qualify under the tests listed below, please complete Part II.)
Section A. Public Support
Calendar year (or fiscal year beginning in) |  (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  Gross receipts from admissions, merchandise

sold or services performed, or facilities
furnished in any activity that Is related to the
organization's tax-exempt purpose =
3  Gross recelpts from activitles that are not an
unrelated trade or business under section 513
4 Taxrevenues levied for the organization's
benefit and either paid to or expended on
ftsbehalf . .., .. ... ...,
5§ The value of services or facilities
furnished by a governmental unit to the
organization without charge
6 Totai. Add lines 1 through5_, _ , . ...
7a Amounts included on lines 1, 2, and 3

received from disqualified persons . . . .
b Amounts included on lines 2 and 3
received from other than disqualified
gersons that exceed the greater of
5,000 or 1% of the amount on line 13
fortheyear . « « v » « ¢ o ¢ 0 ¢ s 2 o s
¢ Addlines7aand7b. « + v+ v s s s v«
8 Pubiic support (Subtract line 7c from
iN€B.) v v v v v v v v v v s v o u s us
Section B. Total Support
Calendar year (or fiscal year beginning in) p (a)2006 (b) 2007 (c) 2008 (d) 2009 (e) 2010 (f) Total

9 Amountsfromline6, . « « « v s ¢ s v
10a Gross income from interest, dividends,
payments received on securities loans,
rents, royalties and income from similar
SOUMCES . « o o o « o s s 2 a s s s s 5 1

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

¢ Add lines 10a and 10b

11 Net income from unrelated business
activities not included in line 10b,
whether or not the business is regularly
carriedonN » s s s = o 1 5 = s e n s o w

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

(BxplaininPartiv)y , . .........
13 Total support. (Add lines 9, 10c, 11,
and12) . . L i
14 First five years. If the Form 990 is for the organization's first, second, third, fourth, or fifth tax year as a section 501(c)(3)
organization, check thisboxand stop here. . . v v v o « v @ v v v v e v s o o v a s » o M. SR LT RN N R »
Section C. Computation of Public Support Percentage
15 Public support percentage for 2010 (line 8, column (f) divided by line 13, column (), _ ., . . ... .. I | %
16 Public support percentage from 2009 Schedule A, Partlif, line15. . « v & @ v v« v v v v o o s a s s s 0 s u 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, Partlil, line17 | . . . . . ... . . v .. 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
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
20 Private foundation. If the organization did not check a box on line 14, 19a, or 19b, check this box and see instructions P
Scheduie A (Form 980 or 990-EZ) 2010
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52-0646893
Schedule A (Form 990 or 990-EZ) 2010 Page 4
Supplemental Information. Complete this part to provide the explanations required by Part II, line 10;
Part I, line 17a or 17b; or Part lll, line 12. Also complete this part for any additional information. (See
instructions).

JSA Schedule A (Form 9980 or 990-EZ) 2010
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OMB No. 1545-0047

SCHEDULE D Supplemental Financial Statements

(Form 990)
» Complete if the organization answered "Yes,” to Form 990,
PartlV, line 6,7, 8, 9, 10, 11, or 12. ic
Department of the Treasury i - Onen. to, P Ub_i Le
Intemal Revenue Service P Attach to Form 990. D> See separate instructions. Inspection
Name of the organization ) Employer identification number
MONTGOMERY GENERAL HOSPITAL 52-0646893

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

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

1  Total numberatendofyear . ..........

2  Aggregate contributions to (during year) . . . .

3  Aggregate grants from (duringyear) ......

4  Aggregate value atendofyear .........

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

funds are the organization’s property, subject to the organization’s exclusive legalcontrol? . . . . . ... ... D Yes D 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 benefit? . . . . . . .. ... .o e e [:‘ Yeos D No
Conservation Easements. Complete if the organization answered "Yes" to Form 990, Part IV, line 7.
1 Purpose(s) of conservation easements held by the organization (check all that apply).
Preservation of land for public use (e.g., recreation or education) Preservation of an historically important land area
Protection of natural habitat Preservation of a certified historic structure
Preservation of open space

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

Held at the End of the Tax Year
a Total number of conservationeasements . . . ......... T 2a
b Total acreage restricted by conservationeasements . . .. ... ... ... .t v e 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. . . . ... ... . B . 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 easementislocated » _________________
5 Does the organization have a written policy regarding the periodic monitoring, inspection, handling of

violations, and enforcement of the conservation easementsitholds? ... ... S gl ., FENUE RN, L D Yes D No
6 Staff and volunteer hours devoted to monitoring, inspecting, and enforcing conservation easements during the year

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

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

() @nd A70MNANBXI? . . . . .\ s st st e e e e e e e L lves [lno

9 In Part X1V, describe how the organization reports conservation easements in its revenue and expense statement, and
balance sheet, and include, if applicable, the text of the footnote to the organization’s financial statements that describes the
organization's accounting for conservation easements.
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?amzatlon elected, as permitted under SFAS 116 %SC 958), not to report in its revenue statement and balance sheet

works of art, historical treasures or other similar assets held for public exhibition, education, or research in furtherance of
public service, provide, in Part XIV, the text of the footnote to its flnanmal 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, PartVlll, line1 . . ... ... T T e >Ss
(ii) Assets included in Form 990, PartX . . . . ¢ v v v i i i i it it i et i s e e e s ___

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

a Revenues included in Form 990, PartVlll,line1 . ... ... .. ..., it I T
b Assetsincludedin Form 990, PartX . .. .. -« o vt v v e v v v et ie e e ]
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 . 52-0646893 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 E] Loan or exchange programs

o

Scholarly research e Other
c Preservation for future generations
4 Provide a description of the organization's collections and explain how they further the organization's exempt purpose in Part
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? - . . . . . [ ]Yes I_I No

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

1a Is the organization an agent, trustee, custodian or other intermediary for contributions or other assets not
includedon Form 990, Part X?. . . . . v v v i i i it et ittt sttt n s et s e et |:] Yes [:‘ No
b [f "Yes," explain the arrangement in Part XIV and complete the following table:

Amount
c Beginningbalance . . . ..« .t i it i ittt e e e .- |1¢
d Additionsduringtheyear . ... ... cu it ittt it ..|1d
e Distributionsduringtheyear. . . .. . ..o i i it it i i i 1e
f Endingbalance . . . . . ...ttt it i i i it i e e ... | 1F

2a Did the organization include an amount on Form 990, Part X, line 21?
b If "Yes," explain the arrangement in Part XIV.
LEld'M 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

1a Beginning of year balance . . . .
b Contributions . . . ........
¢ Net investment earnings, gains,

andlosses. . . ..........
d Grants or scholarships . .. ...
e Other expenditures for facilities .
and programs . » « s+ o o s ..
f Administrative expenses . . . . .
g Endofyearbalance. .. ... ..

2 Provide the estimated percentage of the year end balance held as:

a Board designated or quasi-endowment %

b Permanentendowment - %

¢ Term endowment p %

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. . . . . . . . ... n e e e 5 o el grego g A00 0 8 ama o 3a(i)
(ii) related organizations . . . . . . 3o o dboban o o e AR h B o NG R D G e e 5 A O P 3a(li)

b If "Yes" to 3a(ii), are the related organizations listed as required on ScheduleR? ... .... SERE Oh 55 (3 0%l e 3b

4 Describe in Part XIV 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) Accumulated (d) Book value
(investment) (other) depreciation
1a Land. « ¢ e v v s it i i e i e 146,581 146,581.
b Buildings - - ... .... R O e 83,317,458 7,211,663\ 76,105,795,
¢ Leasehold improvements. . . . . . . ... 2,249,815 2,249,815.
d Equipment . ................ 57,502,443) 57,502,443| 0.
e Other . . .+« v v v it i it i e onnn 15,653,964} 14,030,541} 1,623,423,
Total. Add lines 1a through 1e. (Column (d) must equal Form 990, Part X, column (B), line 10(c).). . . . . . > 80,125,614.

Schedule D (Form 990) 2010
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Schedule D (Form 990) 2010

52-0646893

Page 3

Investments - Other Securities. See Form 990, Part X, line 12.

(a) Description of security or category
(including name of security)

(b) Book value

(c) Method of valuation:
Cost or end-of-year market value

Total. (Column (b) must equal Form 990, Part X, col. (B) line 12.) »

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

()

4)

5

6

@

(8

©

(19)

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

(1)

(2)

(3)

(4)

(5)

(6)

()

(8)

(9)

(10)
Total. (Column (b) must equal Form 990, Part X, col. (B)lin@ 15.) . v v u v & & & & & s & o s = o o « o s s s s « « s s a s « |
Other Liabilities. See Form 990, Part X, line 25.
1. (a) Description of liability {b) Amount

(1) Federal income taxes

(2) DUE TO RELATED ORGANIZATION 11,867,122.

(3) MOB_LIABILITY

7,877,865.

(4) ADVANCE HEALTH INSURANCE

3,622,987.

(5) WORKERS COMP 769,617.
(6) SURGERY CENTER DEBT 289, 481.
(7) PATIENT CREDIT BALANCES 169,124.
(8) OPTIMIM CHOICE IBNR 131, 960.

(9) OTHER LIABILITIES

2,028,379.

(10)

(11)

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

>

26,756,535.

2. FIN 48 (ASC 740) Footnote. In Part X1V, 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).

JSA
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Schedule D (Form 990) 2010 52-0646893 Page 4
Reconciliation of Change in Net Assets from Form 990 to Audited Financial Statements
Total revenue (Form 990, Part Vill, column (A), line 12) 1

Total expenses (Form 990, Part I1X, column (A), line 25) 2

Excess or (deficit) for the year. Subtract line 2 fromline1 _ , _ | 3

Net unrealized gains (losses) on investments 4
Donated services and use of facilities 5

Total adjustments (net). Add lines 4 through 8 | . . . ... .. ii e e e e, 9
10 Excess or (deficit) for the year per audited financial statements. Combine Ilnes 3and9 ....... 10

Reconcllation of Revenue per Audited Financial Statements With Revenue per Return
1  Total revenue, gains, and other support per audited financialstatements , _ . . .. ........... 1
2  Amounts included on line 1 but not on Form 990, Part VIi}, line 12:

Net unrealized gains on investments , , | | 2a

Donated services and use of facilities . 2b

Recoveries of prior year grants 2c

Other (Describe in Part XIV.) . 2d

© 0O ~NOON A WN =

o Q00 T

2e

4  Amounts included on Form 990, Part Vil, line 12, but not on line 1:
Investment expenses not included on Form 990, Part V|, line 7b 4a

Other (Describe in Part XIV.) 4b
¢ Add lines 4a and 4b 4c

Total revenue. Add lines 3 and 4c. (This must equal Form 990 Pan‘l iNe12) « v v v v v v v v oo nus 5
Part ){Ill Reconciliation of Expenses per Audited Financial Statements With Expenses per Return
Total expenses and losses per audited financial statements 1

2 Amounts included on line 1 but not on Form 990, Part IX, line 25:
Donated services and use of facilities 2a

Prior year adjustments 2b

Other losses 2¢

Other (Describe in Part XIV.) 2d

Add lines 2a through2d 2e

3 Subtractline2efromlinet .. ... ... .0t ittt i eeronnsan e e e m e e s 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 VIII, line 7b 4a

b Other (Describe in Part XIV.) 4b
¢ Add lines 4a and 4b 4c

Total expenses. Add lines 3 and 4c. (This must equal Form 990, Part ], lin€ 18.). . v v « v v « v v s o « » 5
Part )A"A Supplemental Information

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

o

®© QO 0 T Y

Schedule D (Form 990) 2010
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Schedule D (Form 990) 2010 52-0646893 Page 5
FUSAA 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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SCHEDULE H Hospitals | oms No. 1545-0047
(Form 990)

P Complste If the organization answered "Yes™ to Form 890, Part IV, question 20.
Department of the Treasury P> Attach to Form 990. P> See separate instructions. Open to Public

Intemal Revenue Service Inspection -
Name of the organization Employer identification number

MONTGOMERY GENERAL HOSPITAL 52-0646893
Financial Assistance and Certaln Other Community Benefits at Cost

Yes | No

1a Did the organization have a financia! assistance policy during the tax year? If "No," skip to question6a . . . . . . .. 1a | X
b If "Yes," was ita writtenpolicy?. . . . . .. ... ... L Ll T Il o e e—" e Gy N — 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
|nd|V|duaIs'7 If “Yes,” indicate whlch of the following was the FPG family income limit for eligibility for freecare: , , ., ., . ... .. [ 3a X
100% D 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 eligibilitj( for discounted care: 3b X

200% [:I 250% 300% 350% 400% Other %

¢ If the organization did not use FPG to determine eligibility, describe in Part V! 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"?

5a Did the organization budget amounts for free or discounted care provided under its financial assistance policy during the tax year? 5a | X
b If "Yes," did the organization's financial assistance expenses exceed the budgeted amount? . Oiah N N ce . 5b
¢ If "Yes" to line 5b, as a result of budget considerations, was the organization unable to prowde free or dlscounted X

care to a patient who was eligible for free or discountedcare?. . . . . . . . ... .. e i 0 oy 5c X

6a Did the organization prepare a community benefit report duringthetaxyear? . . ... .. .. .. v 6a | X

b Iif "Yes," did the organization make it available tothepublic? . . . . . . . . ¢ ¢ i s i it it e e e e e 6b | X
Complete the following table using the worksheets provided in the Schedule H instructions. Do not submit
these worksheets with the Schedule H.

7 Financial Assistance and Certain Other Community Benefits at Cost
(a) Number of | {b) Persons ¢) Total communit: d) Direct offsettin @) Net communi Percent
MT:::}':L::‘E‘:::;:?:“ activities or ¢ )served ¢ )beneﬁt expense y (@ revenue g (geneﬁt expenseIty (f)oftotal
Programs fopfionay | (optional) expense

@ Financial Assistance at cost

e TN 4,837,912, 0. 4,837,912. 3.64

b Unreimbursed Medicaid (from

Worksheet 3, columna) s « « &« 0. 0. 0. 0.00
€ Unreimbursed costs - other means-
tested government programs (from
Worksheet 3, columnb) | _ _ | 0. 0. 0. 0.00
d Total Financial Assistance and
Means-Tested Government

i 1 R 4,837,912, 0. 4,837,912, 3.64
Other Benefits
e C ity health imp: it
LG IET T G s 1,225,684. 72,294, 1,153,390. .87

operations (from Worksheet 4) «

f  Health professions education

(from Worksheet5) « = = « » 393,737. 0. 393,737. .30
g Subsidized health services (from
Worksheet8)s « « « » + o = 1,856,070. 0. 1,856,070. 1.40
h  Research (from Worksheet 7) « 0. 0. 0. 0.00
{ Cash and in-kind contributions to
community groups (from 118,359. 0. 118,359. .09
Worksheet8), . « o + « & &
j Total. Other Benefits « » « « . 3,5923,850. 72,294. 3,521,556. 2.66
K Total. Add lines7d and 7j . . . 8,431,762. 72,294. 8,359,468. 6.30
For Paperwork Reduction Act Notice, see the Instructions for Form 990. Schedule H (Form 990) 2010
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Schedule H (Form 890) 2010

52-0646893

Page 2

Community Building Activities Complete this table if the organization conducted any community building
activities during the tax year, and describe in Part VI how its community building activities promoted the

health of the communities it serves.

(a) Number of | (b) Persons (c) Total community (d) Direct offsetting (e) Net community (f) Percent of
activities or served building expense revenue building expense total expense
programs (optional)
{optional)
1_ Physical improvements and housing
2 _Economic development
3_Community support 75,391. 0. 75,391. .06
4_Environmental improvements 258,261. 0. 258,261. .19
5 Leadership development and
training for community members 305. 0. 305.
6 Coalition building 966. 0. 966.
7 Community health improvement
advocacy 33,147. 0. 33,147. .02
8 Workforce development
9 Other
10 Total 368,070. 0. 368,070. .27
Bad Debt, Medicare, & Collection Practices
Sectlon A. Bad Debt Expense Yes | No
1 Does the organization report bad debt expense in accordance with Healthcare Financial Management
Association StatementNo. 15?7 . . . . . ... ... .. o N N, . L E [l N U ) [Pt 11X
2 Enter the amount of the organization's bad debt expense (atcost) , . . .. ....... 2 2,526,391.
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 (includingDSHandME) . ......... 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 V! the costing methodology or source used to determine the amount reported on line 6.
Check the box that describes the method used:
Cost accounting system Cost to charge ratio |:| Other
Sectlon C. Collection Practices
9a Does the organization have a written debt collection policy during thetaxyear?. . . . ... ... . v v v e v v v n. ga| X
b If "Yes," did the organization's collection policy that applied to the largest number of its patients during the tax year contain provisions on the
collection practices to be followed for patients who are known to qualify for financial assistance? DescribeinPart VI | . . . . v . v ¢ v o o « .9 ] X
4l 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
1
12
13
JSA Schedule H (Form 990) 2010
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Schedule H (Form 990) 2010 52-0646893 Page 3
Facility Information
Section A: Hospitai Facliities 5 ol ol | el 2| 3| o
S = ] 3 4
(tist in order of size, measured by total revenue per facility, g H g 2 % g 2 %
from largest to smallest) z “ S| 8 312
] z| 8 @ 8 4
° I3 @ =
How many hospital facilities did the organization operate & % B § g <
= @
during the taxyear? _ 1 e !
g 2
Name and address E Other (describe)
1 MONTGOMERY GENERAL HOSPITAL
18101 PRINCE PHILIP DRIVE
OLNEY MD 20832 X X X
2
3
4
5
6
7
8
9
10
11
12
13
14
15
16
Schedule H (Form 990) 2010
JSA
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Schedule H (Form 990) 2010 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 Scheduie H, Part V, Section A): __1

Yes | No

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

1 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. . . . . . . vt i i i it o e e e et e e e e e et i 1

If "Yes," indicate what the Needs Assessment describes (check all that apply):

a | | A definition of the community served by the hospital facility

b | | 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

d [ _[How data was obtained

e |___| The health needs of the community

f |__| Primary and chronic disease needs and other health issues of uninsured persons, low-income persons,

and minority groups

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

community health needs

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)

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

3 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 . . . . . ... ... ... .. i i i e e, 3

4 Was the hospital facility's Needs Assessment conducted with one or more other hospital facilities? If "Yes,"
list the other hospital facilities in Part VI _— 4

5 Did the hospital facility make its Needs Assessment widely availabletothe public?. . . . ... ......... 5

if "Yes," indicate how the Needs Assessment was made widely available (check all that apply):

a | __ | Hospital facility's website

| | Available upon request from the hospital facility

Other (describe in Part V1)

6 lf the hospital facility addressed needs identified in its most recently conducted Needs Assessment, indicate

how (check all that apply):

|t 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

L__| Other (describe in Part V1)

7 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
e L e 7

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

— - o

0o T

—oQ 0 0 0 oo

9 Used federal poverty guidelines (FPG) to determine eligibility for providing free care to low income
NAIVIdUEIS? | L . . e e e e e e e e e et e
If "Yes," indicate the FPG family income limit for ellglblhty forfreecare:__ __ _ %

0512%%.000 Schedule H (Form 990) 2010
07353X EO014 VvV 10-8.3 2377084



Schedule H (Form 880) 2010 Page 5
Facility Information (continued) = MONTGOMERY GENERAL HOSPITAL

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: _ ¢
11 Explained the basis for calculating amounts charged to patients? . . . .. . . ... . . o v v v v v e 11
If "Yes," indicate the factors used in determining such amounts (check all that apply):
a | | Income level
b | | Assetlevel
¢ |_| Medical indigency
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?, . . . . . . . . . v i i v i i v e s e e 12
13 Included measures to publicize the policy within the community served by the hospital facility? , , . . . . .. i 13

if "Yes," indicate how the hospital facility publicized the policy (check all that apply):
The policy was posted on the hospital facility's website
The policy was attached to billing invoices
The policy was posted in the hospital facility's emergency rooms or waiting rooms
The policy was posted in the hospital facility's admissions offices
The policy was provided, in writing, to patients on admission to the hospital facility
The policy was available on request
g Other (describe in Part V1)
Billing and Collections

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:
Reporting to credit agency
Lawsuits
Liens on residences
Body attachments
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 taxyear?, | . . . . . ... ... e e e e e

If "Yes," check all collection actions in which the hospital facility or a thlrd party engaged (check all that

-0 QO T

o O 0 TN

16

apply):
a | | Reporting to credit agency
b [ | Lawsuits
¢ | | Liens on residences
d | | Body attachments
e Other actions (describe in Part V1)

17 Indicate which actions the hospital facility took before initiating any of the collection actions checked in line
16 (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
c Notified patients of the financia! assistance policy in communications with the patients regarding the

"~ patients’ bills

d |:] Documented its determination of whether a patient who applied for financial assistance under the
financial assistance policy qualified for financial assistance

|:| Other (describe in Part V1)

Schedule H (Form 990) 2010
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Schedule H (Form 990) 2010 Page 6
Facility Information (continued) _ MONTGOMERY GENERAL HOSPITAL
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 hospital facility limited who was eligible to receive care for emergency medical conditions (describe

in Part V1)
d [ ] other (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 |:| The hospital facility used the average of the three lowest negotiated commercial insurance rates for
those services at the hospital facility

c |:| The hospital facility used the Medicare rate for those services

d |:| Other (describe in Part V1)

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
o 1= e s e s e E e n e e e 20
If "Yes," explain in Part V1.

21 Did the hospital facility charge any of its patients an amount equal to the gross charge for any service
providedtothatpatient? . . . . . . v v i i it i i i o h e s s et e e e 21
If "Yes," explain in Part V1.

Schedule H (Form 990) 2010
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Schedule H (Form 990) 2010 Page 7
Facility Information (continued)

Sectlon C. Other Facillties That Are Not Licensed, Registered, or Similarly Recognized as a Hospital Facllity
(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
F1s@Yl 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 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.

§ 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 heaith 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
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 lll, lines 4, 8, and 9b; and
PartV, Section B, lines 1j, 3, 4, 5¢c, 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.

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

JSA Schedule H (Form 980) 2010
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Schedule H (Form 990) 2010 Page 8
¥  Supplemental Information

Complete this part to provide the following information.

1

2

Required descriptions. Provide the descriptions required for Part |, lines 3c, 6a, and 7; Part II; Part lil, 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.

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.

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

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

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

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

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

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 $3,373,019 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
148YN 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
PartV, Section B, lines 1j, 3, 4, 5¢, 6i, 7, 11h, 139, 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.

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
:F1s8%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 II; Part Ii], 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.

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 1

AS A COMMUNITY PARTNER, MEDSTAR MONTGOMERY MEDICAL CENTER (MMMC) 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 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 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.

PARTNERS INCLUDE, BUT ARE NOT LIMITED TO: THE MONTGOMERY 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.

LED BY THE MONTGOMERY COUNTY DEPARTMENT OF HEALTH, MMMC IS A

COLLABORATIVE PARTNER OF THE COMMUNITY HEALTH IMPROVEMENT PROCESS (CHIP).

THE PURPOSE OF CHIP IS TO IDENTIFY THE HEALTH NEEDS OF COUNTY RESIDENTS,

INCREASE ACCESS TO CARE, AND SUPPORT INTERVENTIONS TO REDUCE OR ELIMINATE

HEALTH DISPARITIES. IN 2010, CHIP RELEASED QUANTITATIVE COMMUNITY HEALTH

DATA BASED ON 129 HEALTH INDICATORS. THIS INFORMATION HELPS MMMC LEADERS

BETTER ASSESS COMMUNITY HEALTH NEEDS, ENABLING THEM TO PRIORITIZE AND

ESTABLISH MORE EFFECTIVE COMMUNITY BASED INTERVENTIONS.

AS A PROUD MEMBER OF MEDSTAR HEALTH, REPRESENTATIVES FROM MMMC ALSO
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Schedule H (Form 990) 2010 Page 8
E's@YE  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 Iil, 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 Promotlon 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.

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.

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:

d TREAT ALL PATIENTS EQUITABLY, WITH DIGNITY, WITH RESPECT AND WITH

COMPASSION.
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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 lil, lines 4, 8, and 9b; and
PartV, 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 healith. 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. '

" SERVE THE EMERGENCY HEALTH CARE NEEDS OF EVERYONE WHO PRESENTS AT

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

2 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.

N BALANCE NEEDED FINANCIAL ASSISTANCE FOR SOME PATIENTS WITH BROADER

FISCAL RESPONSIBILITIES IN ORDER TO KEEP ITS HOSPITALS' DOORS OPEN FOR

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 RESOURCES 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:

" ASSIST WITH ENROLLMENT IN PUBLICLY-FUNDED ENTITLEMENT PROGRAMS
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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 ll; 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 PartV, 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 heaith 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.

(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.

i 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
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Schedule H (Form 990) 2010 Page 8
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Complete this part to provide the following information.

1 Required descriptions. Provide the descriptions required for Part |, lines 3c, 6a, and 7; Part li; Part lil, 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 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.

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

CAiZE, FINANCIAL ASSISTANCE, AND PERIODIC PAYMENT PLANS AVAILABLE UNDER

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

THEIR RESPONSIBILITIES. FOR PURPOSES OF THIS POLICY, PATIENT

RESPONSIBILITIES INCLUDE:

u COMPLETING FINANCIAL 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
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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 II; Part 1ll, 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 healith 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.

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

SCHEDULES .

N 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 MONTGOMERY COUNTY MARYLAND, MEDSTAR MONTGOMERY MEDICAL CENTER

SERVES THE GREATER BALTIMORE AND WASHINGTON, D.C. METRO AREAS, WITH THE

LARGE MAJORITY OF PATIENTS ORIGINATING IN MONTGOMERY COUNTY.
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Schedule H (Form 990) 2010 Page 8
F1s@%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 lil, 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 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 Afflliated 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.

DEMOGRAPHIC:

THE POPULATION OF MONTGOMERY COUNTY IS SPLIT ALMOST EVENLY BETWEEN MALES

(48.5%) AND FEMALES (51.5%) AND RELATIVELY DIVERSE, WITH 57.5% CAUCASIAN,

17.2% AFRICAN AMERICAN, 13.9% ASIAN, 0.4% AMERICAN INDIAN/ALASKA NATIVE

AND 0.1% NATIVE HAWAIIAN/OTHER PACIFIC ISLANDER. COMPARED TO THE STATE

AVERAGE (8.2%), THE COUNTY ALSO HAS A LARGE AND GROWING HISPANIC

POPULATION (17%).

THE MEDIAN AGE IS 36.8 YEARS, WITH A LIFE EXPECTANCY OF 83.8. WHILE THE

MEDIAN ANNUAL HOUSEHOLD INCOME IS $93,774, THERE ARE POCKETS OF POVERTY;

6.7% OF HOUSEHOLDS HAVE ANNUAL INCOMES AT OR BELOW THE FEDERAL POVERTY

LINE. ADDITIONALLY, 11.5% OF THE POPULATION IS UNINSURED AND 6.9%

RECEIVE MEDICAID.

JSA
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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 lll, 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 healith. 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.

PROMOTION OF COMMUNITY HEALTH

PART VI, LINE 5

AS A COMMUNITY PARTNER, MMMC ENGAGES IN A NUMBER OF COMMUNITY BENEFIT

ACTIVITIES TO IMPROVE AND PROMOTE THE HEALTH AND WELLBEING OF THE

COMMUNITY. FOR EXAMPLE, THE HOSPITAL PROVIDES FREE SCREENINGS FOR BLOOD

PRESSURE, BODY FAT/WAIST HIP RATIO, PODIATRY, SLEEP APNEA, VISION,

CHOLESTEROL, BONE DENSITY AND ORAL HEALTH AT THE ANNUAL HEALTH EXPO.

INFORMATION ON PREVENTION, EARLY DETECTION, TREATMENT, DIAGNOSIS AND CARE

FOR VARIOUS DISEASES WAS ALSO OFFERED. ATTENDEES ENJOY PHYSICIAN LECTURES

BY MGH MEDICAL STAFF, GIVEAWAYS, AND MULTIPLE INTERACTIVE HEALTH BOOTHS.

EDUCATING THE COMMUNITY ABOUT CANCER PREVENTION AND TREATMENT IS A

PRIORITY AT MMMC. AN ONCOLOGY CERTIFIED REGISTERED NURSE IS AVAILABLE TO

GUIDE PATIENTS' FAMILIES AND PHYSICIANS THROUGH THE MANY FACETS OF TESTS

AND TREATMENTS THAT OFTEN ACCOMPANY A CANCER DIAGNOSIS. THIS CANCER CARE

NAVIGATOR NOT ONLY EDUCATES PATIENTS ABOUT CANCER AND TREATMENTS BUT
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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 eligibllity for assistance. Describe how the organization infforms 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. i

5§ Promotion of community healith. 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.

PROVIDES EMOTIONAL SUPPORT AND ENCOURAGEMENT. A COMMUNITY OUTREACH

SPECIALIST WITH A PUBLIC HEALTH BACKGROUND PLAYS AN IMPORTANT ROLE

PROVIDING EDUCATION AND SUPPORT SERVICES TO UNDERSERVED/LOW-INCOME

COMMUNITIES.

MMMC IS COMMITTED TO MEETING THE NEEDS OF VULNERABLE POPULATIONS BY

ESTABLISHING STRATEGIC PARTNERSHIPS AND ALLIANCES. A PARTNERSHIP WITH

PROYECTO SALUD, A NOT-FOR-PROFIT PRIMARY CARE CLINIC IN WHEATON, ENABLES

LOW-INCOME, UNINSURED, SPANISH SPEAKING RESIDENTS TO RECEIVE FREE OR LOW

COST CULTURALLY SENSITIVE HEALTHCARE SERVICES AT A SATELLITE SITE ON THE

GROUNDS OF MMMC.

UNDER THE TERMS OF THE AGREEMENT, MMMC PROVIDES PROYECTO SALUD WITH FREE

SPACE TO PROVIDE PATIENT CARE. THE MEDICAL CENTER ALSO PROVIDES PARTIAL

FINANCIAL SUPPORT FOR OPERATIONS AND MARKETING.

THE CLINIC'S SERVICES FOCUS ON PRIMARY ADULT HEALTHCARE INCLUDING

PHYSICAL EXAMINATIONS, HEALTH COUNSELING AND EDUCATION, AND BASIC

ISA 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 ii; 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 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.

LABORATORY SERVICES. IN ADDITION, THE CLINIC OFFERS A SEASONAL FLU CLINIC

FOCUSED ON PREVENTION WITH VACCINATIONS. PRESCRIPTION MEDICATIONS ARE

MADE AVAILABLE THROUGH THE MONTGOMERY CARES PROGRAM. THE CLINIC ALSO

PROVIDES REFERRALS FOR COUNTY SPECIALTY SERVICES, STD, HIV PROGRAMS,

WOMEN'S CANCER CONTROL PROGRAM, FAMILY PLANNING AND AFFORDABLE ALCOHOL

TREATMENT AND REHABILITATION.

AFFILIATED HEALTH CARE SYSTEM

PART VI, LINE 6

AS A PROUD MEMBER OF MEDSTAR HEALTH, MEDSTAR MONTGOMERY MEDICAL CENTER IS

ABLE TO EXPAND ITS CAPACITY TO MEET THE NEEDS OF THE COMMUNITY 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 MONTGOMERY GENERAL

HOSPITAL WITH TECHNICAL SUPPORT TO ENHANCE COMMUNITY HEALTH PROGRAMMING

AND EVALUATION. MEDSTAR'S CORPORATE PHILANTHROPY DIVISION IDENTIFIES

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 3c, 6a, and 7; Part I, Part lil, 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.

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 MONTGOMERY MEDICAL CENTER IS

ONLY FILED IN THE STATE OF MARYLAND.

JSA Schedule H (Form 990) 2010
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SCHEDULE J Compensation Information | om8 No. 1545-0047

For certain Officers, Directors, Trustees, Key Employees, and Highest
(Form 990) Compensated Employees 2@ 1 o
p Complete if the organization answered "Yes" to Form 990, _
Department of the Treasury Part IV, line 23. Opento Public
Intemal Revenue Service P Attach to Form 990. P> See separate instructions. Inspection
Name of the organization Employer identification number
MONTGOMERY GENERAL HOSPITAL 52-0646893

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 VI, 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

X @i e T . i e S e = 1b
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 inline1a? , _ , . . ... ... 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 V11, 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 retirementplan? _ . . . ... .... ... 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 Iil.
Only section 501(c)(3) and 501(c)(4) organizations must complete lines 5-9.
§ For persons listed in Form 990, Part Vi, Section A, line 1a, did the organization pay or accrue any
compensation contingent on the revenues of:
a Theorganization? ., . ... ............ . Sl ey | » o' ol = 5a X
b Any related Organization? | | ., L. L L. .. e e e e e e e 5b X
If "Yes" to line 5a or 5b, describe in Part lil.
6 For persons listed in Form 990, Part VI, Section A, line 1a, did the organization pay or accrue any
compensation contingent on the net earnings of:
a The Organization? | . . . . . .. ..t uss st s e et e e e e e e e 6a X
b Anyrelated organization? , | . . L L. L. .. e et e b et 6b 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,"describe inPart i, , _ . . .. ... ... ..., 7 X

8 Were any amounts reported in Form 990, Part VI, paid or accrued pursuant to a contract that was subject
to the initial contract exception described in Regulations section 53.4958-4(a)(3)? If "Yes," describe

iR art Ll e e Rt s s B openien (S s s Compll NEenel | N N N P gy R R 8 X
9 If "Yes" to line 8, did the organization also follow the rebuttable presumption procedure described in
Regulations section 53.49586(C)? . . .. ... . s I, A P . T 9
For Paperwork Reduction Act Notice, see the Instructions for Form 990. Scheduie J (Form 990) 2010
JSA
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SCHEDULE L

Transactions With Interested Persons
(Form 990 or 990-EZ)

» Compilete if the organization answered
"Yes"™ on Form 990, Part IV, line 25a, 25b, 26, 27, 28a, 28b, or 28¢,
or Form 990-EZ, Part V, line 38a or 40b.

Department of the Treasury
> Attach to Form 990 or Form 990-EZ. > See separate instructions.

Intemal Revenue Service

OMB No. 1545-0047

2010

Open To Public.
Inspection

Name of the organization
MONTGOMERY GENERAL HOSPITAL

Employer identification number

52-0646893

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.

1 (a) Name of disqualified person

(b) Description of transaction

{€) Comected?

lYes| No

(1)

(2)

(3)

(4)

(5)

(6)

2 Enter the amount of tax imposed on the organization managers or disqualified persons during the
under section 4958 . . .

year

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.

{b) Loan to ortrom
the orgarization?

(a) Name of interested person and purpose (c) Original

principal amount

(d) Balance due

To [From

Ke) In default?| (f) Approved
by board or

committee?

(g) Written
agreement?

Yes Yes | No | Yes | No

X 63,892. 60,698.

(1) DR. KEVIN MCMAHON (FIN ASSISTANCE)

XX

(2)

(3)

(4)

(5)

(6)

(7

(8)

(9

(10)

60,698.

Totallll mo, .5, U8 B R B, o= Dwl Be 5, 0l T, N, >3

i1i4ll} 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

organization

{c) Amount and type of assistance

(1)

(2)

(3)

4

(5)

(6)

(7

(8)

(9)

(10)

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

JSA

0E1297 1.000

07353X EO14 VvV 10-8.3 2377084

Scheduie L (Form 990 or 990-EZ) 2010



52-0646893

Scheduie L {Form 990 or 990-EZ) 2010 Page 2

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

(a) Name of interested person (b) Relationship between {c) Amount of (d) Description of transaction (@) Sharing of
interested person and the transaction organization's
organization revenues?

Yes | No

(1)
(2)
(3)
4)
(5)
(6)
(7
(8)
(9
10

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

LOAN TO BOARD MEMBER

SCHEDULE L, PART II

DR. KEVIN MCMAHON, A BOARD MEMBER AT MONTGOMERY GENERAL HOSPITAL, HAS AN
OUTSTANDING LOAN FROM THE HOSPITAL. THE GENERAL PURPOSE OF THE LOAN WAS
TO PROVIDE FINANCIAL ASSISTANCE FOR PAYMENT OF DR. MCMAHON'S MALPRACTICE
TAIL INSURANCE. THE ORIGINAL PRINCIPAL AMOUNT OF THE LOAN WAS $63,892.
THE BALANCE DUE ON THE LOAN AT JUNE 30, 2011 WAS $60,698. THE LOAN IS

NOT IN DEFAULT. THERE IS A WRITTEN AGREEMENT SUPPORTING THIS LOAN.

0515%?2.000 Schedule L (Form 990 or 990-EZ) 2010

07353X EO014 vV 10-8.3 2377084



SCHEDULE O | oms No. 15450047

(Form 990 or 890-EZ)

Supplemental Information to Form 990 or 990-EZ

Complete to provide information for responses to specific questions on

2010

Department of the Treasury Form 9980 or 990-EZ or to provide any additional information. ' Open to Publi
Intemal Revenue Service P Attach to Form 990 or 990-EZ. - Inspection
Name of the organization Employer identification number

MONTGOMERY GENERAL HOSPITAL 52-0646893

EXEMPT PURPOSE ACHIEVEMENTS

PART III, LINE 4A

MMMC IS ACCREDITED BY THE SOCIETY OF CHEST PAIN CENTERS AND IS A
RECIPIENT OF THE JOINT COMMISSION PRIMARY STROKE CENTER CERTIFICATION.
FOR THE SECOND CONSECUTIVE YEAR, MMMC WAS THE RECIPIENT OF THE DELMARVA

FOUNDATION MEDICARE EXCELLENCE AWARD FOR QUALITY IMPROVEMENT.

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 éOLE MEMBER OF THE

ORGANIZATION.

DESCRIPTION OF MEMBERS

PART VI, LINES 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
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.

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 890-EZ) 2010 Page 2
Name of the organization Employer identification number
MONTGOMERY GENERAL HOSPITAL 52-0646893

DECISIONS OF GOVERNING BODY

PART VI, LINES 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.

FORM 990 REVIEW PROCESS

PART VI, LINE 11A

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
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

JSA Scheduie O (Form 990 or 990-E2) 2010
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Schedule O (Form 990 or 990-EZ) 2010 Page 2
Name of the organization Employer identification number
MONTGOMERY GENERAL HOSPITAL 52-0646893

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).

EXECUTIVE COMPENSATION PROCESS

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

JSA Schedule O (Form 990 or 990-EZ) 2010
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Schedule O (Form 980 or 990-EZ) 2010 Page 2
Name of the organization Employer Identification number
MONTGOMERY GENERAL HOSPITAL 52-0646893

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. IN
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
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
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Name of the organization Employer identification number
MONTGOMERY GENERAL HOSPITAL 52-0646893

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

UNREALIZED GAIN - OTHER INVESTMENTS.......c0cteuvseeenees $ 2,396,879
EQUITY TRANSFERS - NET ASSETS.........co0veevrenceneeons (61,511,106)
PRIOR PERIOD ADJUSTMENTS. ... ...ccotererececccnoconosnnas (654,158)
TOTAL $ (59,768,385)

ATTACHMENT 1

FORM 990, PART III, LINE 1 - ORGANIZATION'S MISSION

AS A PROUD MEMBER OF MEDSTAR HEALTH, MEDSTAR MONTGOMERY MEDICAL
CENTER'S MISSION IS TO ENHANCE OUR COMMUNITY'S HEALTH AND WELL-BEING
BY OFFERING HIGH QUALITY, COMPASSIONATE AND PERSONALIZED CARE.
MEDSTAR MONTGOMEkY MEDICAL CENTER (MMMC) IS LOCATED IN OLNEY, IN

NORTHEASTERN MONTGOMERY COUNTY, MARYLAND, A SUBURB OF WASHINGTON,
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Name of the organization Employer identification number
MONTGOMERY GENERAL HOSPITAL 52-0646893

ATTACHMENT 1 (CONT'D)

FORM 990, PART III, LINE 1 - ORGANIZATION'S MISSION

D.C. AFTER OVER 90 YEARS, THE HOSPITAL REMAINS TRUE TO ITS ROOTS,
OFFERING A WIDE RANGE OF WELLNESS PROGRAMS AND OUTPATIENT SERVICES IN
ADDITION TO INPATIENT TREATMENT. IN FISCAL YEAR 2011, MMMC HAD
10,612 INPATIENT ADMISSIONS, 65,610 OUTPATIENT VISITS, AND 38,091

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)(3X4X5X6) (D)ORG. (E)REL. ORG. (F)OTHER
29 JAN ROWE
DIRECTOR, REIMB & FIN PLANNING 40.00 X 151,102. 0. 21,281.

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
M JOY DRASS MD
DIRECTOR 40.00

ATTACHMENT 4

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

NAME AND ADDRESS DESCRIPTION OF SERVICES COMPENSATION

MERIDIAN ANESTHESIA PRACTICE PHYSICIAN SERVICES 3,843,400.
3801 INTERNATIONAL DRIVE, #300
SILVER SPRING, MD 20906

DELPHI HEALTHCARE PARTNERS PHYSICIAN SERVICES 1,219,332.

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

0E1228 2.000
07353X EO014 vV 10-8.3 2377084



Schedule O (Form 990 or 980-EZ) 2010 Page 2

Name of the organization Employer identification number

MONTGOMERY GENERAL HOSPITAL 52-0646893
ATTACHMENT 4 (CONT'D)

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

NAME AND ADDRESS DESCRIPTION OF SERVICES COMPENSATION

170 SOUTHPORT DR
MORRISVILLE, NC 27560

MONTGOMERY MAGNETIC IMAGING MRI 716,702.
4110 ASPEN HILL RD STE 200
ROCKVILLE, MD 20853

INPATIENT SPECIALISTS PHYSICIAN SERVICES 567,678.
1201 SEVEN LOCKS RD, STE 200
ROCKVILLE, MD 20854

EMERGENCY MEDICINE ASSOCIATES PHYSICIAN SERVICES 532,356.
20010 CENTURY BLVD, STE 200
GERMANTOWN, MD 20874

TOTAL COMPENSATION 6,879,468.
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Supplemental Information
Complete this part to provide additional information for responses to questions on Schedule R (see
instructions).
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