) )

o 8453-EO Exempt Organization Declaration and Signature for OMB No. 1645-1879
Electronic Filing
For calendar year 2009, or tax year beginnlng _ _ _0_7_/_0_]; , 2009, and ending _ _ _0Q §Z_3,9, 2010 2@0 9
For use with Forms 990, 990-EZ, 980-PF, 1120-POL, and 8868

Dapartmant of the Treasury

intemal Revenue Senvice . Sae instructions on back.
Nanmte of exempt organizalion Employer [dentification number
THE JAMES LAWRENCE KERNAN HOSPITAL 52-0591639

CENA] Type of Return and Return information (Whole Dollars Only)

Check the box for the return for which you are using this Form 8453-EO and enter the applicable amount, if any, from the return.
If you check the box on line 1a, 2a, 3a, 4a, or 5a below and the amount on that line for the return for which you are filing this form
was blank, then leave line 1b, 2b, 3b, 4b, or 8h, whichever Is applicable, blank (do not enter -0-). If you entered -0- on the return,
then enter -0- on the applicable line below. Do not complete more than one line In Part |,

1a Form 990 chack here » b Total revenue, If any (Form 990, Part VIIl, column (A), ine 12). ., 1b _102075464.

2a Form 990-EZ check hare » I:I b Total revenue, if any (Form 980-EZ,line®), . . . ... ... .. 2b
3a Form 1120-POL c¢heck here p- D b Totaltax (Form 1120-POL, IIne22) , .., ........ . 3b
4a Form 990-PF check here »IEI b Tax based on Investment Income (Form 990-PF, Part VL line 5) 4b
5a Form 8868 check here » b Balance due (Form8868,Ine3¢) . . . . .o v v v v v ... BB

e T
‘ \'y
ETS4Il Declaration of Officer ﬁ@\ GU

8 [_] I authorize the US. Treasury and its design @ 3t to Iniliste an ACH electronic funds withdrawal (direct debit) entry
{o the financial instituilon account ingight th % preparation software for payment of the organization's federal taxes owed
on this réturn, and the financial Inslllum @bt the entry to this account. Te revoke a payment, | must contact the US. Treasury
Financial Agent at 1-B88-353-4637 no later than 2 business days prior 1o the payment {settiement) date. | also authorize the financial
Instltutions involved in the processing of the electronic payment of taxes to receive confidentia! information necessary to answer
inquiries and resolve issues related to the payment.
if a-copy of this return is being flled with a state agency(ies) regulating charities as part of the IRS Fed/State program, | cerlify that
| executed the electronlc disclosure consent contained within this return allowing disclosure by the IRS of this Form
990/990-EZ/990-PF (as specifically identified In Part | above) to the selecled stale agency(ies).

Under penaliles of parjury, 1 declare that' | am an offlcer of the above named organization and that | have examined a copy of the
organizalléi's 2008 electronlc rsturn and accompanylng schedules and statements and to the best of my knowledge and belief, they are
trie, corresl, and compléte. | further declare that the amount in Par | ahove is the amount shown on the copy of the organization's
electronic return. | consenml to allow my Intermediete service provider, transmitter, or eleclronic relurn originator (ERO} to send the
grganization's return _fo- the IRS and to reegve from 1h4/IRS (a) an acknowledgement of receipt or reason for rejection of the transmission,

(k) an indication of priyjrgk off o) thedegdon for anygélay in processinytum r vefund, and {d) the dale of any refund.
2, — e, C
Sign LS5y NG CFO
T

4

Here " Signaltte of offlcer - /) Date lle

EPT - Dectaration of Electronic Return Originator (ERO) and Paid Preparer (ses instructions)

| ‘declare that | have reviewad the above organization's return and that the enires on Form 8453-EQ are complete and correct o the best
of my knowtedge. If | am only a collector, | am not responsibla for reviewing the return and only declare that this form accurately reflects
the data on the return. The organizafion officer will have signed this form before | submil the return. | will give the officer a copy of all
forms -and Information to be filed with the IRS, and have followed all other requirements in Pub. 4163, Modernized eFile (MeF) Information
for Aulkiorlzed |RS e-fila Providers for Busingss Returns. If | am also the Pald Preparer, under penalties of perjury | declare that | have examined the above
organization's return and accompanying schedules and statements, and to the best of my knowladge and belief, they are true, correcl, and complete.
This Pald Preparer declaration Is based on all Information of which | have any khowledge. ’

Date Check if Check ERO's SN or PTIN
- ERO's h j also paid vy | §F gEIF-
ERO's signatwre } MA:«‘T m M/\./ 5/9/11 proparer | X || employed PO0451522
Use o " KPMG LLP I EN 13-5565207
Flrm's narme (or :
Only  yoursit self-amployed), 1676 INTERNATIONAL DRIVE
address, and ZIP code MCLEAN VA 22102 Pons no. 103-286-8000

Under penalllss of perjury, | declare that | have examined the above relurn and acgcompanying schodules and statements, end to the best of my knowledge
“and bellef, they are lrue, correot, and complete, Daclaralion of preparer Is based on all Information of which the praparer has any knowiedge,

Date Check Preparers SSN or PTIN

Praparer's If self-

Paid signature } amployed
. |

Preparer's . . .ne (or EIN
Use Onl_y yours if self-employed), ’

address, and ZIP code

Phons no.
' For Privacy Act and Paperwork Reduction Act Notlce, sse back of form. Form 8463-EQ (2009)

gsEﬁGTBLDOO
JS1083 2502 V 09-9.3 523418



Form 9

)

e

Dapartment of the Treasury

Internal Revenue Senvice

benefit trust or private foundation)

)

e

Return of Organization Exempt From Income Tax
Under section 501(c), 527, or 4947(a)(1) of ths Internal Revenue Code (except black lung

P The organization may have to use a copy of this return to satisfy state reporting requirements.

OMB No. 1545-0047

Open to Public
Inspection

A For the 2009 calendar year, or tax year beginning

07/01, 2009, and ending

06/30,2010

B cruck it appicabie: | Please |C Name of organization THE JAMES LAWRENCE KERWAN HOSPITAL D Employer identification number

ptsase USRS BusinessAs KERNAN ORTHOPAEDICS & REHAB HOSPITAL| 52-0591639

Name change | PARtor |  Number and street (or P.O. box If mall Is not dellvered to street address) Room/suite | E Telephone number

wiisewn | Ses | 2200 KERNAN DRIVE (410) 448-2500

Terminated ?nr‘;‘r’l:f":‘_’ Clty or town, state or country, and ZIP +4

’AeTue'::‘uecs tons. | BALTIMORE, MD 21207 G Gross receipls $ 102,300,083,

4ppicatin | F - Name and address of principal office: MTCHAEL JABLONOVER Ha) 1e this 8 group catu tor H Yes No
2200 KERNAN DRIVE BALTIMORE, MD 21207 H{b} Are all affiliates included? Yes - No

| Tax-exempt stalus:

[ X]5010) (3 ) 4 (nsertnoy |

[ 4047@)H)or |

527

J  Website: p WWW.KERNAN, ORG

If "No." altach a list. (see Insiructions)

H{c} Group exemplion number

K Form of organization: | X I Corporation t

Ttrust] | Association |

| L Year of formation: 1895 M State of legal domicile: ~ MD

Summary

1 Briefly describe tha organization's mission or most significant activities: _ _ _ _ __ _ o e _
@ KERNAN ORTHOPEDICS AND REHABILITATION DELIVERS INNOVATIVE,
e HIGH-QUALITY, AND COST EFFECTIVE REHABILITATION AND
& SURGICAL SERVICES TO THE COMMUNITY AND REGION. . __
§ 2 Check this box P [:] 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, fine1a) , |, ., ... ....... R 12
81 4 Number of independent voting members of the governing body (Part VI, line 1b) . . . . . e 4 11
::é § Total number of employees (Part V, line2a} . . . ... ..... 5 827
.f,;’ 6 Total number of volunteers (estimate if necessary) | 6 152
Ta Total gioss unrelated business revenue from Part VI, colyyy a 0.
| b WNet unrelated business taxable income from EorgeQdByWin@ 3 > . . . . . .. . . . ... . b 0.
B 'd Prior Year Current Year
o | 8 Contributions and grants {Part VI, in gt e 1,022,999, 750,000.
g 9 Program servicerevenue (Part VIIL line 29) . . . . . . . . . . L., 102,841,698. 97,531,978,
é 10 Investment income (Part VIII, column (A), lines 3,4, and 7d), . . _ . . . .. ... . ..... -443,475. 1,309,800.
11 Other revenue (Part VI, column (A), fines 5, &d, 8¢, 9¢, 10c, and 118}, L 2,225,491. 2,487,686,
12 Total revenue - add lines 8 through 11 {must equal Part VIIl, column (A), line12). . . ... . . 105,646,713.] 102,073,464,
13 Grants and similar amounts paid (Part IX, column (A}, lines 1-3) ... ... 0. 0.
14 Benefits paid to or for members (Part IX, column (A), line d) ... .. 0. 0.
|15 Salaries, other compensation, employee benefits (Part IX, column (A}, lines 5-10), |, , ., 48,128,677, 46,161,456,
2| 168a Professional fundraising fees (Part IX, column (A), linet1e) _ . . . . . .. . ... .... 0 0
§- b Total fundraising expenses, Part IX, column (D), line 26} p 6. LR : : ; : :
“117 other expenses (Part X, column (A), lines 11a-11d, 11246 . . . . ... ........| 54,998,725/ 53,992,991,
18 Total expenses. Add lings 13-17 (must equal Part IX, column (A}, line28) ., ... ,.,|[ 103,127,402, 100,154,447,
19 Revenue ess expenses. Subtract line 18from line 12, |, . . 4 i v v v v v o n o 8 o o o = 2.« 2,519,311. 1,925,017,
58 Beginning of Year End of Year
85|20 Total assets (PartX, N6 16) | |\, ..\ .\ i s 101,124,762, 102,319,050,
E% 21 Total liabilitles (Part X, INe 28) . L e e e e e e e 30,061,634, 26,135,252,
23|22 Net assets or fund balances. Sublractline 21 rom iNB20. . + v o« v v o v e s s s a2 s s s 71,063,128, 76,183,798,

Signature Block

Under penafties of perjury, | declare that | have examined this retum, including accompanying schedules and statements, and to the best of my knowtedge
and belief, it Is tme, correct, and complate. Declaralion of preparer {other than officer) is based on all informalien of which preparer has any knowladge.

Sign ’
Here Signature of officer Date
} Type or print name and title
) | Date Check if Preparer's ldentifying number
Pald Rreparer s ’ seff- (seg insirudlons;fy o
| signature W W\ M\/ 5/11/11 employed P | 00451522
Srep;rTr s !;l;rgl'?er;ﬁn?: ‘(e%r yours o KPMG LLP o EN - P 13-5565207
| a y
soOnly | e a2t +4 P1676 INTERNATIONAL DRIVE MCLEAN, VA 22102 Phoneno. B 703-286-8000

May the IRS discuss this return with the preparer shown above? (see instructions) |, . . . . v v i v v v v v v v v v o n v s s o & |x | Yeos | | Ne

For Privacy Act and Paperwork Raduction Act Notice, see the separate Instructions. *

JBA
9E1010 3.000

Js1083 2502

523418

Form 990 (2009)



) )

A -
Forn 3868 Application for Extension of Time To File an
(Rev. April 2009) Exempt Organization Return OME No. 1845-1700
ﬂfg:‘r;rln;:\tfg;bh:stz?ﬁ i P File a separate application for each return.
¢ [f you are filing for an Autematic 3-Month Extension, complete only Part| and check thisbox . . e, » [ X[

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

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
2= T B >l:|

All other corporations (including 1120-C filers), partnerships, REMICs, and trusts must use Form 7004 to request an exfension of
time to file income tax returns.

Electronic Filing (e-file} Generally, you can electronically file Form 8868 if you want a 3-month automatic extension of time to file
one of the returns noted below (6 months for a corporation required to file Form 990-T). However, you cannot file Form- 8868
clectronically if {1} you want the additional (not automatic) 3-month extension or (2) you file Forms ©90-BL, 6069, or 8870, group
returns, or a composite or consolidated From 990-T. Instead, you must submit the fully completed and signed page 2 (Part Il} of Form
8868. For more details on the electronic filing of this form, visit www.irs.gov/efile and click on e-file for Charities & Nonprofits.

Type or Name of Exempt Organization Employer identification number
print The James Lawrence Kernan Hospital 52-0591639
File by the Number, street, and room or suite ne. If a P.O. box, see instructions.
g;;:gdﬁﬁrmf 2200 Kernan Drive
return. Sea City, town or post office, state, and ZIP code. For a foreign address, see instructions.
instructions. Baltimore, MD 21207
Check type of return to be filed (file a separate application for each return):

Form 990 Form 990-T {corporaticn} Form 4720
- Form 990-BL Form 990-T (sec. 401(a) or 408(a) trust) Form 5227
Form 990-EZ Form 990-T {trust other than above) Form 6069
Form 990-PF Ferm 1041-A Form 8870

e The books are in the care of » S. MICHELLE LEE

Telephone No, p _410 328-1376 FAX No.
o [f the organization does not have an office or place of business in the United States, check thisbox ., . ., ... A |:|
» [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 this box - > . If it is for part of the group, check this box . . ’I——J and attach a list with the
pames and EINs of all members the extension will cover,
1 | request an automatic 3-month (6 months for a corporation reguired to file Form 980-T) extension of time
until 02/15 ,2011 . to file the exempt organization return for the organization named above. The extension is

for the organization's return for:

» | | calendaryear or
> tax year beginning 07/01, 2008 | and ending 06/30, 2010

2 If this tax year is for less than 12 months, check reason: |:| Initial return D Final return |:| Change in accounting pericd

3a |f this application is for Form 990-BL, 990-PF, 990-T, 4720, or 6069, enter the teniative tax, less any
nonrefundable credits. See instructions. 3al$
b If this application is for Form 990-PF or 990-T, enter any refundable credits and estimated tax payments .
made. Include any prior year overpayment allowed as a credit.
¢ Balance Due. Subtract line 3b from line 3a. Include your payment with this form, or, if required, deposit
with FTD coupon or, if required, by using EFTPS (Electronic Federal Tax Payment System). See
instructions.
Caution. If you are going to make an electronic fund withdrawal with this Form 8868, see Form 8453-EQ and Form 8872-EQ
for payment instructions.
For Privacy Act and Paperwork Reduction Act Notice, see Instructions. Form 8868 (Rev. 4-2009)

JSA
BF8054 2.000

J51083 ACCT 11/4/2010 9:22:09 AM Page 1



Fori 8663 (Rav. 4-2009} Page 2
= |f you are filing for an Additional [Not Automatic) 3-Month Extansion, complete only Part Il and check thisbox , |, , . . . .. N E3)
Note. Only complete Part Il if you have akeady been granted an automatic 3-month extenslon on a praviously filed Fonm BB&8.

= If you are filing for an Automatic 3-Month Extension, complete only Part | (on page 1).
m_i\dditional {Not Automatic) 3-Month Extension of Time. Only file the original (no coples needed).

Type or Name of Exempt Qrgantzation Employer ldentification number
lll'll:lt THE JAMES LAWRENCE KERNAN HOSPITAL 52-0591639
For IRS use only

Elebythe | Mumber, street; and room or sulte no. If a P.Q. box, sea instructions.
m"l&'ﬂ for 2200 KERNAN DRIVE
filing the City, town ar post office, stale, and ZIP code. For a forelgn address, see instructions.

ppum- 80 | BALTIMORE, MD 21207

Chack type of return to be filed (File & separate application for each retum):

Form 990 Form 980-PF Form 1041-A Form B0&D
Form 980-BL Form 990-T (sec. 401{a) or 408(a) trusf) Form 4720 ’ Form 8670
Form 990-E2 Form 880-T {irust other than above) Form 6227

STOP! Do not c(Tnptete Part Il if you ware not alrgady granted an avtomatic 3-month extension on & previously filed Form R368.
» The beoks are inthe careof B 8. MICHELLE LEE

Telephone No. p 410 328-1375 FAX No. »
* |f the organization does not have an office or place of business in the United States, checkthisbox , . .. .. T [:]
» If this i for a Group Retum, enter the organization's four diglt Group Exemption Nimbar (GEN) fthisks

for the whole group, check thisbhox _ , | P D . K itis far part of the group, check thisbox _ , . | land attach a
let with the namas and EINs of ali ambers the exension is for.
4 | request an additional 3-month extenslon of time until __ 05/16/2011 .
For calendar year , or other tax year beginning __ 07/01/2009 .and ending __06/30/2010

5
6 If this tax year Is for jess than 12 months, check reasom: || Initialreturn || Finalretum | ] Change in accounting period
7 State in detall why you need the extension INFORMATION NECESSARY TO PREPARE A COMPLETE AND

ACCURATE RETURN IS NOT YET AVAILABLE.

8a [f this epplication s for Form B80-BL, 980-PF, 880-T, 4720, or BOAY, enter the tentative {ax, kess any
nonrefundable credits, Sea instruciions, Baj$

b [f this application ig for Form 880-PF, 800-T, 4720, or 6068, enter any refundable credits and estimated
tax payments made. Include any prior year overpayment aliowed 25 a credit and any amount paid

previsusly with Fom 8868, . . Bb|% 0.
¢ Balance Due. Subtract line.8b from line 8a. Include your payment with this form, or, if required, deposit
with FTD coupon ¢r, if required, by using EFTPS (Electronic Federal Tax Payment Syslem). See Instructions.  |8c¢|§ 0.
Signature and Verification

Under penaties of perjury, | declare thet [ have sxamined this form, including sccampanying schedules and siatemients. end {o {he best of my knowledge and belied,
itis {rue, corresh, and completo, and thed | am authorized (o prepans this form.

w NN\ W Tnle}[,'ep( Drte l%éljl“h

KPMG LLP Form BBRS (rév. 4.200m)
440 MONTICELLO AVE, SUITE 1500
NORFOLK, VA 23510-2674

JSA

BFA055 3.000
JE1083 EQ14 vV 09-8.6 S23418



B 9

e -
Form 980 (2009) ‘ 52-0591639 Page 2
Statement of Program Service Accomplishments '

1 Briefly describe the organization's mission:
KERNAN ORTHOPAEDICS AND REHABILITATION DELIVERS INNOVATIVE,
HIGH-QUALITY, AND COST EFFECTIVE REHABILITATION AND SURGICAL SERVICES
TO THE COMMUNITY AND REGION.

2 Did the organization undertake any significant program services during the year which were not listed on
the prior FOrm 990 0F $80-EZ7 , ., . ..\t sttt e e e e R I\ S
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
services?._____________________ .................................. I:IYGS 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 fo others, the total expenses, and revenue, if any, for each program service reported.

4a (Cods: ){Expenses $ 78,198,073, including grants of $ ) (Revenue $ 97,531,978, )
THE ORGANIZATION OWNS AND OPERATES A MEDICAL SURGICAL AND
REHABILIATION HOSPITAL WITH 133 LICENSED BEDS. THE HOSPITAL
PROVIDES CHARITY CARE TO PATIENTS WHO ARE UNABLE TO PAY. SUCH
PATIENTS ARE IDENTIFIED BASED ON INFORMATION OBTAINED FRCM THE
PATIENTS AND SUBSEQUENT ANALYSIS. BECAUSE THE HOSPITAL DOES NOT
EXPECT COLLECTION OF AMOUNTS DETERMINED AS CHARITY CARE, THEY ARE
NOT REPORTED AS REVENUE BASED ON ESTABLISHED RATES. THE HOSPITAL
ESTIMATES THAT $428,300 OF CHARITY CARE AT COST WAS PROVIDED IN
2010, OVERALL, THE HOSPITAL DELIVERS INNOVATIVE HIGH QUALITY, COST
EFFECTIVE SURGICAL AND REHABRILITATION SERVICES TO ITS COMMUNITY.

4b (Code: ) (Expenses $ including grants of $ ) (Revenue § )

4¢ (Cods: } (Expenses $ including grants of $ ) {(Revenue $ )

4d Other program services. {Describe in Schedule O.)
{Expenses $ including grants of § ) (Revenue $ )
d4e Total program service expenses 78,198,073.

Form 990 (2009)

JBA

9E1020 2.000
JS1083 2502 VvV 09-9.3 523418
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Form 990 (2009) 52-0591639 Page 3
Checklist of Required Schedules
Yos | No
1 Is the organization described in section 501(c)(3) or 4947(a)(1) (other than a private foundation)? /f "Yes,"
complefe Schedile A . . . v v o v it i e e e e e e e e e e s e e 1 X
2 Is the organization required to complete Schedule B, Schedule of Contributors?. . . . . . v v o o v v v v oo 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 G, Part!. . . . . . . o v it i et it 3 X
4 Section 501(c}(3} organizations. Did the organization engage in lobbying aclivities? If "Yes,” complete
Schedule C, Partll « v v v v v v i ottt i i r e a e e e s e s e 4 X
5 Sections 501(c)(4), 501(c)(5) and 501 (c)(6) organlzatlons Is the organization subject to the section 6033(e)
hotice and reporting requirement and proxy tax? If "Yes,” complete Schedule C, Partflf « . . + . v« . v v v v v o 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? If "Yes,”
complete Schedile D, Partl . o v v o v o v o b s 0 s s 8 v it s e e e s e e e e s e (] 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? If "Yes,” complefe Schedule D, Part . . . . . . . . . o7 X
8 Did the crganization maintain collections of works of art, historical treasures, or other similar assets? If “Yes,"
complete Schedule D, Partll . . . . « v v o v i i i i e i e e e h e P X
9 Did the organization report an amount in Part X, line 21; serve as a custodian for amounts not listed in Part
X; or provide credit counseling, debt management, credit repa|r or debt negotiation services? If "Yes,"
complete Schedule D, ParflV . . . v v « v v v v v s o s it s v e s s s s N 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', . . . . .. . . v v .. e I X
11 Is the organization’s answer to any of the following questions "Yes"? If so, complete Schedule D, Parts VI,
VILVILIX, or Xasapplicable + @« v v v o v v e i i i e i i i i s i s s s e s s e EE X
* Did the organization report an amount for land, buildings, and equipment in Part X, line 10? If "Yes," complete i
Schedule D, Part Wi,
s Did the organization report an amount for investments—other-securities in Part X, line 12 that is 5% or more
of its total assets reported in Part X, line 167 If "Yes," complete Schediile D, Part Vi,
e 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 Schedute D, Part Vill,
e Did the organization report an amount for other assets in Part X, line 15 that is 5% or more of its total assets
reported In Part X, line 167 If "Yes,” complete Schedule D, Part IX.
o Did the organization report an amount for other liabilities in Part X, line 257 If "Yes," complete Schedule D, Part X,
® Did the organization's separate or consoclidated financial statements for the tax year include a footnote that addresses
the organization's liability for uncertain tax positions under FIN 487 Jf "Yes," complete Schedule D, Parf X.
12 Did the organization obtain separate, independent audited financial statements for the tax year? /f "Yes,” ;
complete Schedule D, Parts XI, Xt and Xil.. . . « . v v v i v oo v s T T I B X
12 A Was the organization included in consolidated, independent audited financial statement for the tax year? Yes | No [
If "Yas," completing Schedule D, Parts XI, XM, and Xl is optional. . « « v v v« v @ v v . . cev s M2al X :
13 s the organization a school described in section 170(b)(1){A)i}? i "Yes," complete Schedule E. « . + « v v v v v .| 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, fundrausmg,
business, and program service activities outside the United States? If "Yes,” complele Schedule F, Part{ . . . . . . 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, Parti. . . . ... .. ... 15 X
16 Did the organization report on Part IX, column {A), line 3, more than $5,000 of aggregate grants or assistancs
to individuals located outside the United States? If "Yes,” complete Schedufe F, Partill . . . . . .. .o v ua 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 Scheduwle G, Parf! .« . v v o o v o v o i v i 0 0 us 17 X
18 Did the organization report more than $15,000 total of fundraising event gross income and contributions on
Part Vill, lines 1c and 8a? If "Yes,"complete Schedule G,Parfll .« « v « v e v v s it s v e s v n s s 0 as .| 18 X
19 Did the organization report more than $15,000 of gross income from gaming activities on Part VIIl, line 8a?
if "Yes,"complete Schedule G, Partlll « . . . v v« v i v v i i i s e e e R L X
20 Did the organization operate one or more hospitals? if Yes," complete Schequte H . . . . . . ... . ca e .| 20 X
Form 990 (2009)
JSA

#E1021 2.000

J51083 2502 vV 09-9.3 523418
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Form 990 (2008) 52-0591639 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 (&), line 1? If "Yes," complete Schedule I, Parts land il. . . . . . s o 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 27 If “Yes," compiete Schedule |, Partsfand ltf. . . . ... ... .. ... 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 . . . . v v v v v vt e e e e e e e e e e e e 23 X
24a Did the organization have a tax-exempt hond 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 N0, go o quUestion 25 |, . . . v v i it i i e e e e e e n s 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? . . .. o . i s s i s e s s e i e s 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! . . . . . . . . . . v v o i v v u v 25a X
b Is the organization aware that it engaged in an excess benefit transaction with a disqualified person in a
prior year, and that the transaction has not been reported on any of the organization's prior Forms 990 or
Q90-EZ? If "Yes,"complete Schedule L Parf I . & v v v v v vt v o v i s s s m e vt v e e e e . |125b X
26 Was aloan to or by a current or former officer, director, trustee, key employee, highly compensated employee, or
disqualified person outstanding as of the end of the organization's tax year? If "Yes," complete Schedule L, Partll , | 26 X
27 Did the organization provide a grant or other assistance to an officer, director, trustee, key employee,
substantial contributor, or a grant selection committee member, or to a person related to such an individual?
If "Yes," complete Schedule L, Part il
28 Was the organization a party to a business transaction with cne 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, Part IV, . . . . . . . |28a X
b A family member of a current or former officer, director, trustee, or key emgployee? f "Yes,” complete
Schedule L, Parf IV . . . . . i i it it e i e e e -1+ X
¢ An entity of which a current or former officer, director, trustee, or key employee of the organization (or a
family member} was an officer, director, trustee, or direct or indirect owner? If "Yes," complete Schedule L,
3 L N ¥4 17 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,” complefe Schedule M . . . . . v v v vt i e e e e et e e e 30 X
31 Did the organizaticn liquidate, terminate, or dissolve and cease operations? If "Yes," complete Schedule N,
1 31 X
32 Did the organization sell, exchange, dispose of, or transfer more than 25% of its net assets? If "Yes,” complete
Schedule N, Partll . . . . . . . . i i e i s it et e e N - > X
33 Did the organization own 100% of an entity disregarded as separate from the organization under Regulations
sections 301.7701-2 and 301.7701-37 If "Yes," complete Schedule R, Part!. . . . . . .. ... P I 1 X
34 Was the organization related to any tax-exempt or taxable entity? If "Yes," complete Schedule R, Parts H,
A T o BT A 1/ T T v .| 34 X
35 Is any related organization a controlled entity within the meaning of section 512(b)(13)? If "Yes," complete
Schedule R, Part V, line 2 . .« i i i i i i i e it e i i e e e e e e 35 X
36  Section 501(c)(3) organizations. Did the organization make any transfers to an exempt non-charitable related
organization? If "Yes," complete Schedule R, PartV, line2 . . . . . v v v v o v v v v v v i vt e e ar e e s 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
L |37 X
38 Did the organization complete Schedule O and provide explanations in Schedule O for Part VI, lines 11 and
197 Note. All Form 990 filers are required to complete Schedule ©. . . . . . . . . . i i i it et a v o u s s 38 p:4
Form 990 (2009}
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Statements Regarding Other IRS Filings and Tax Compliance
Yes | No -
1a Enter the number reported in Box 3 of Form 1098, Annual Summary and Transmittal of :
U.S. Information Returns. Enter -0-ifnotapplicable, . . . . v v v v vt e v v v v e seas..l 18 B4
b Enter the number of Forms W-2G included in line 1a. Enter -0- if not applicable, . .. ..., . L[L1b
¢ Did the organization comply with backup withholding rules for reportable payments to vendors and reportable
gaming (gambling) winnings to prize winners? | . . . i i i it b i e h s e s s s s e e e
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 | I 2a I 827
b If at least one is reported on line 2a, did the organization file all required federal employment tax returns?
Note. If the sum of lines 1a and 2a is greater than 250, you may be required to e-fife this return. (see
insfructions}
3a Did the organization have unrelated business gross income of $1,000 or more during the year covered by
LU= (T
b If "Yes," has it filed a Form 990-T for this year? If "No," provide an explanationin Schedule O, _ , . . ... s
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
L
b If "Yas," enter the name of the foreign country:
See the instructions for exceptions and 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? , ., .. ...
b Did any taxable parly notify the organization that it was or is a party to a prohibited tax shelter transaction? | Sb X
¢ If "Yes," to question 5a or 5b, did the organization file Form 8888-T, Disclosure by Tax-Exempt Entity Regarding
Prohibited Tax Sheler Transacton? & ., v v b v v v v v v v v v v s s nnr e se e se e e e e s sneeseeennen 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? | |, . . ... .. .. i it i et s e Ba X
b If "Yes," did the organization include with every solicitation an express statement that such contributions or
gifts were nottaxdeductible? . . . . ... ... ... .. .. o a0, e e e
7 Organizations that may receive deductible contributions under section 170(c).
a Did the organization receive a payment in excess of $75 made partly as a contribution and partly for goods
and services provided to the payor? , . ., . e e e e e, e e
b If "Yes," did the organization notify the donor of the value of the goods or servicesprovided? . , . ... ......
¢ Did the organization sell, exchange, or otherwise dispose of tangible personal property for which it was
required tofile Form 82827 . . & v v v i v i i it i e e e e s s e e e
d If "Yes," indicate the number of Forms 8282 filed duringtheyear , ., , .. .. ......... I 7d |
e Did the organization, during the year, receive any funds, directly or indirectly, to pay premiums on a personal
benefit contract? , , . . _ _ . e e e i e s s .
f Did the organlzatlon during the year pay premlums dlractly or indirectly, on a personal benefit contract?
g For all contributions of qualified intellectual property, did the organization file Form 8899 asrequired?, , , , . . .
h For contributions of cars, boats, airplanes, and other vehicles, did the organization file a Form 1098-C as
= L E L=
8 Sponsoring organlzations malntaining donor advised funds and section 509(a){3) supportlng

organizations. Did the supporting organization, or a donor advised fund maintained by a sponsoring
organization, have excess business holdings at any time during theyear? , . ., .. ......

9 Sponsoring organizations maintaining donor advised funds.
a Did the organization make any taxable distributions under section 49667, , _ . . . et e e et e
b Did the organization make a distribution to a donor, donor adviser, orrelatedperson? | . ., ., .. ...+ ¢c...
10 Section 501(c}{7) organizations. Enter:
a Initiation fees and capital contributions included on Part Vill, line12 , , ... ....... . . |[10a
b Gross receipts, included on Form 990, Part VI, line 12, for public use of club facilites , , . . |[10b
11 Section 501{c){12) organizations. Enter.
a Gross income from members or shareholders . . . . . v v v v v v i v o e v s v e n s nnr s t1a
b Gross income from other sources (Do not net amounts due or paid to other sources against
amounts due or received from them. ) | . . L . 0 v i b et e vt s e te e e e 11b
12a Section 4947(a}(1) non-exempt charitable trusts. Is the organization filing Form 990 in lieu of Form 10417
b If "Yes," enter the amount of tax-exempt interest received or accrued during the year , . . . . |12b|
Form 990 (2009)
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Form 990 (2008) 52-0591639 Page 6
FETa@l 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.

Section A. Governing Body and Management

b
8

Yes | No

Enter the number of voting members of the governingbody + « v o ¢ v v v v v v v c e v v 1a
Enter the number of voting members thaiareindependent . . . . .. .. ... ... ... ... 1b
Did any officer, director, trustee, or key employee have a family relationship or a business relationship with
any other officer, director, trustee, orkeyemployee? . . . . .. v i v i it e i it i i s e e R
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? .
Did the organization make any significant changes to its organizational documents since the prior Form 990 was filed?. . . . . 4
Did the organization become aware during the year of a material diversion of the organization's assets?
Does the organization have members orstockholders? . . - .« . o v o o i it it e e i i e s e e 8
Does the organization have members, stockholders, or other persons who may elect one or more members

of the governingbody? .. ... ........... C i e E et E e e e e
Are any decisions of the governing body subject to approval by members, stockholders, or other persons? . . . .
Did the arganization contemporaneously document the meetings held or written actions undertaken during

the year by the following: :
The governingbody?. . . . . . . .. o v i i i i e T R R .
Each committee with authority to act on behalf of the governingbody? . . v v v oo v v v v v v oo v a s .

Is there any officer, director, trustee, or key employee listed in Part Vil, Section A, who cannot be reached at
the organization's mailing address? Jf “Yes," provide the names and addressesin Schedule O . . . v v . v v v v .| 9a X

Section B. Policies (This Section B requests information about policies not required by the Internal
Revenue Code.)

Yes | No
10a Does the organization have local chapters, branches, or affiliates? .. .. ... ... . ... ... cr e . |10a X
b If "Yes," does the organization have written policies and procedures governing the activities of such chapters,
affiliates, and branches to ensure their operations are consistent with those of the organization?. . . . . . . ... 10b
11 Has the organization provided a copy of this Form 890 to all members of its governing body before filing the
o1 111 S T T e
11A Describe in Schedule O the process, if any, used by the organization to review this Form 880.
12a Does the organization have a written conflict of interest policy? If “No,"gofoline13 . . . . . . v v v v v v v u 12a] X
b Are officers, directors or trustees, and key employees required to disclose annually interests that could give
=Y e 1117 - 12b| ¥
¢ Does the organization regularly and consistently menitor and enforce compliance with the policy? if "Yes,”
describe in Schedule O how thisisdone . . . . ... .. e ,[12¢| X
13 Does the organization have a wrilten whistleblowerpolicy?. . . . . . v v v o o v i v e h i et e i
14 Does the organization have a written document retention and destructionpelicy?. . . . . . .. . v v o v o v .
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 CEQ, Executive Director, or top management official . . ... ... ... ... Gt v eaa, . |18al X
b Other officers or key employees oftheorganization . . . . .. ... v vt ittt vt v vnn Cen e
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 simitar arrangement L
with a taxable entity duringthe year?. . . . . . . . . o it i it i i s e e e e 186a 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 respectfo such arrangements? « o o v v o v v @ o v 2 v 000 v v 02 a s . 116b

Section C. Disclosure

17  List the states with which a copy of this Form 990 is required to befled »_ . ____________ e _
18 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

19  Describe in Schedule O whether (and if so0, how), the organization makes its governing documents, conflict of interest

policy, and financial statements available to the public.
20 State the name, physical address, and telephone number of the person who possesses the books and records of the

organization: 5 _MICHELLE LEE 110 S. PACA ST, 7TH FLOOR BALTIMORE, MD 21201-1595

(410)328-1376
9E1oi§'°§.onn Form 990 (2008)

J81083 2502 V 09-9.3 523418



Vs
Form 990 (2008)

52-0591639

Page 7

Employees, and Independent Contractors

Compensation of Officars, Directors, Trustees, Key Employess, Highest Compensated

Sectlon A, Officers, Directors, Trustees, Key Employees, and Highest Compensated Employees

1a Complete this table for all persoens required to be listed. Report compensation for the calendar year ending with or within the
organization's tax year. Use Schedule J-2 if additional space is needed.

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. 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 capacily 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 trustees or directors; institutional trustees; officers; key employees; highest

compensated employees; and formear such persons.

|:| Check this box if the organization did not compensate any current officer, director, or trustes.

{(A) B} _ 0] {D) (E) {F)
Name and Title Average | Position {check all that apply) Reportable Reportable Estimated
hoursper |25 (3| 2| & I compensation compensation amount of
week [2%| & %: S 18%|3 from from related other
EE g.. 513 E %l 2 tr_.e _ organizations compensation
g 5 B g § arganization (W-2/1099-MISC) from the
alz 2 5 {W-2/1099-MISC) organization
z 4 2 and related
® E organizations
ROBERT A CHRENCIK
"PREASURER T 2.00| X X 0] 1,485,670 170,432,
MICHAEL R JABLONOVER
"§VP, CMO & EX OFFICIO 40.00| X X 327,472 | 0 54,147,
ALAN LEVITT
DIRECTOR . T 2.00| x 0. 0 0.
ANTHONY T HAWKINS
DIRECTOR T T T 2.00| X 0 0 0.
DAVIS VR SHERMAN
TCRATRMAN T T T T 2.00| X 0| 0 0.
DOROTHY BRUNSON
DIRECTOR T 2.00| X 0. of 0.
FRANK M CALIA
DIRECTOR T 2.00| X 0 0 0.
JOHN HARRISON
"EX OFFICIO T TTTTTTTTTT 2.00| X 0. a 0.
JOHN T CHAY
DIRECTOR T 2.00| X 0. 0 0.
OLIVER S TRAVERS
"BIRECTOR . T 2.00] X 0. 0 0.
THOMAS SCALEA
DIRECTOR T 2.00| X 0. 0 0.
VINCENT PELLEGRINI
TDIRECTOR T TTTTTTTTTTT 2.00| X 0| 0 0.
WILLIAM F PECK
"DIRECTOR T 2.00| X% 0 0 0.
W W AUGUSTIN III
cro T T 40.00 X 206,468 0 20,975.
JAMES ROSS
¢cgo T 40.00 X 404,294 0 23, 766.
VALERIE SUMMERLIN
VP cno T 40.00 X 203,306 | 0 8,408.
JSA Form 990 (2009)
SE1041 3.000
JS1083 2502 v 09-9.3 523418
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Form 990 (2009) 52-0591639 Page 8
=LAl Section A, Officers, Directors, Trustees, Key Employees, and Highest Compensated Employees (continued)
{A) (B) (©) D) (€) (F)
Name and tifle Average | Posltion {check all that apply) Reportable Reportable Estimated
hoursper [85 (5|27 RS compensation compensation amount of
week (25|2& 3 = %‘% 3 from from related other
g B % Sl2lss|t the organizations compensation
g2 F g|® g organization (W-2/1099-MISC) from the
E 5 3 % (W-2M1099-MISC) organization
e|g E and related
] ﬁ organizations
(=%
NORBERT ROBINSON L ] :
DIR - PHARMACY 40.00 X 149,857, 0 22,846.
CHRISTINE MARTIN
VP OF HR 40.00 X 146,941, 0 18,977.
ALBERTO ALEJANDRO
DENTIST 40.00 X 118,539. 0 7,907.
JAMES COLLING o ___]
PHARMACIST 40.900 X 116,896, 0 20,850.
LORL PATRIA ____________________|
MANAGER - AMBULATORY 40,00 X 123,383. 0. 23,281.
. 1bTotal ,........ f e e e e a4 me e waaas e ce e | 1,797,156 1,485,670 371,589.

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 » 26

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 , . . .

4 For any individual listed on line 1a, is the sum of reportable compensation and other compensation from
the organization and related organizations greater than $150,0007 if "Yes," complete Schedule J for such
individual . . . . .. ke e ae e e e e e e e e EEE e r e e ey

5 Did any person listed on line 1a receive or accrue compensation from any unrelated organization for
services rendered to the organization? If "Yes," complete Schedule J for such person ., , . ,

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 2

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 16

Y

Form 990 (2009)
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Form 990 (2009) e - Page 9
P a Statement of Revenue 52-0591639
e b T " ) (8 (©) (D)
’ :g} i Gail Bl Total revenue Relatad or Unrelated Revaniue
Pl g ey exempt business axcluded from tax
e i rovenus DR P St
gg 1a Federated campaigns « « o » « 4+ . | 18 o i i .i: e !‘
gg b Membershipdues . .. v v v ... 1B 4
@"E ¢ Fundraisingevents » + « + « v+ » « | 1C i |
55| d Related organizations . » . . . . . . [ 1d ;
g',,E'a e Government grants (contributions) . . | 1@ 750, 000. :
= E f All other contributions, gifts, grants, !
':.9':‘5 and slmllar amounts nat included above . [ 1f
E 2 g Noncash contributions included in lines 1a-1f: § | L
©% h TotalAddlinesfatf . . .\ .o uu ... - 750,000, |
E Busliness Code _ R il
% 2a PATIENT SERVICE REVENUE 900099 97,531,978, 97,531,978, o. . G.
E b
z G
B| d
2 f All other program service revenue . « « « «
| o TotalAddlines2a-2f . o v v v v i i i i e P 97,531,978,
3 Investment income {including dividends, interest, and
other Similar amounts)s « « v o v v v v v s v v nese P 1,530,415, 1,530,419,
4  Income from investment of tax-exempt bond proceeds . . . > 9.
N 5 Royalties » « v » # v ¢ ¢ v o o v v s 0 o 2o n o« 2o« > 0.
(i) Real (li} Personal -
6a GrossRents. « « v 0 ¢ ¢ &
b Less: rental expenses . . .
¢ Rental income or {loss} . . l
d Netrental incOmeor §0ss)e s « + + 4 s o o o v 0 s o s o s P 0.
{i) Securities {ii} Other 1
7a Gross amount from sales of ]
assets other than inventory
b Less: cost or other basis
and sales expenses . . . . 220,619,
¢ Ganor(loss) . .. ... . -220,613.
d Netgainor(losg) « « « v v o s e o c v nnns s o P -220,619. -220,619,
g 8a Gross income from  fundraising
5 events (not including $
5 of contributions reported on fine ic).
% See Part!V,line18 + « v « v o v w o v . @
g b Less:directexpenses « » v v v v v 2 .. b
6 ¢ Net income or {loss) from fundraisingevents +« . . . . . . . ’; 0.
8a Gross income from gaming activities.
SeePartiV,line19 |, , .., ... ..«., &
b Less: directexpenses + « « «+ s s s s 4 b
¢ Net income or {loss) from gaming activities s + « « o v « « + P 0.
10a Gross sales of inventory, less
returns and allowances | _ _ . . .. .. a
b Less: costofgoodssold. . . .. .. .. b :
¢ Net income or {loss) from sales of inventory, . v v o v o . . P 0.
Miscellaneous Revenue Business Code ;
11a CAFE/VENDING 722210 305,914 . 305,914,
p MISC. 900099 327,750. 327,750,
¢ OUTPATIENT PHARMACY 446110 1,547,215, 1,547,315
d Allotherrevenue . . . - . . .. .. ... 200099 306,807, 306,607,
o Total. Addlines 11a-11d « v v v v v v v v v v v v v n s N 2,487,686,
12 Total Revenus. Seeinstructions « « « « o o o v v 0 0 v s o P 102,079,464 100,019,664 . 0. 1,309,800

JSA
9E1061 1.000

JS1083 2502
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Form 990 (2009) 52-0591639 Page 10
>E134) 4 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 complate columns (B), (C), and (D}.
i . A B C D
Do not inciude amounts reported on lines 6b, Tuotal t(axgenses Progra(m)servica Manag gm!ent and Funérﬂ’ising

7h, 8b, 9b, and 10b of Part Vill.

EXpPENses general expenses BXpenses
1 Grants and other assistance to governments and
organizations in the U.S. See Part IV, line 21, , 0.
2 Grants and cther assistance to individuals in
the US. SeePart IV, line22 .. ........ 0.
3 Grants and other assistance to governments,
organizations, and individuals outside the
U.S. See PartlV, lines15and16 , , _ . . ... 0.
4 Benefits paid toorformembers , , , . ... .. 0.
5 Compensation of current officers, directors,
frustees, andkeyemployess . . . . . o . v .. 1,248,836. 593,333. 655,503,
& 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. . . . . v v v v v 4 & 36,414,587. 30,061,246, 6,353,341.
8 Pension plan contributions {include section 401 (k)
and section 403({b) employer contributions) . . . 1,589,9%43. 1,230,495, 359,448,
9 Otheremployeebenefits . . . .« . v v v v s 4,286,121. 3,317,133. 968,988 .
10 Payrollfa@S . « « = s v v s v s v s un o 2,621,969. 2,029,205. 592,764.
11 Fees for services (non-employees):
a Management &, . v v i e v e e e e s e e s 1,040,364, 1,040,364.
blegad ........... et 13,860. 13,860
c Accounting . . ¢ v v v hh e s e e s 109,029, 109,023.
d Lobbying « « v v v h e e e 5,820. 5,820.
e Professional fundraising servicas. See Part IV, line 17 0.
f Investment managementfees . . .. ... .. 0.
gOther . . o . oo v i e 484,942. 484,942.
12  Advertising and promotion « = + « « v 4 v 44 s i 0.
13 Officeexpenses « v v v v v v v v s 0 s 0 0 v = 12,397,590. 12,240,587. 157,003.
14 Informationtechnology. . . . « ¢« v v v v & 4 1,922,147. 1,922,147.
15 RoyalfieS, . . . 0w me e a .. - 0.
16 Ocoupancy . .« = v = v« 0.
17 Travel . . . h f e e e e e e e e e 0.
18 Payments of travel or entertainment expenses
for any federal, state, or local public officials 0.
18 Conferences, conventions, and meetings , , . . 0.
20 INEErESt 4 v v v e v b r e e e e e e 536,214. 414,989. 121,225,
21 Payments to affiliates s et e 0.
22 Depreciation, depletion, and amortization . . . . 3,358,067, 2,598,889. 759,178.
23 InsUrance , , . ... ......... A 0.
24 Other expenses. Itemize expenses not

covered above. (Expenses grouped together
and labeled miscellaneous may not exceed
5% of total expenses shown on line 25 below.)

14,456,956, 9,515,076. 4,941,880,
7,635,670, 7,635,670.
9,057,278, 9,057,278.
2,975,054, ‘2,202,481, 765,573,
100,154,447, 80,903,382. 19,251,065, 0.

¢BAD DEBTS
dSUPPLIES ___________________
&
f Allotherexpenses __ __ __ _ __ __ ______
25 Total functional expenses. Add lines 1 through 24f
26 Joint Costs. Check here B || If following

SOP 98-2. Complete this line only if the
organization reported in column (B) joint costs
from a combined educational campaign and
fundraising solicitation

JEA
9E1052 1.000

JS81083 2502

VvV 09-9.3
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Form 890 (2009)
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Form 990 {2009) 52-0591639 Page 11
Balance Sheet '
(A) (B}
Beginning of year End of year
1 Cash-non-interest-bearing , . . ... ... v v v v o e v v v vnnn e 1
2 Savings and temporary cashinvestments | _ . . ... .. ...... ... . 9,628,962, 2 9,161,039,
3 Pledges and grantsreceivable, net | . . .. ... ... e e e ., . 3
4 Accountsreceivable,met | . ., ... ... .0 . Ca 16,318,938, 4 14,025, 076.
5 Receivables from current and former officers, directors, trustees, key |~ .7 i By
employees, and highest compensated employees. Complete Part |l of
Schedule L, |, L e e et e e
6 Receivables from other disqualified persons (as defined under section
4958(f)(1)) and persons described in section 4958(c)(3}B). Complete
N Partll of SChedUle L, L, . 0\ v sttt e e e e e 6
‘3’ 7 Notes and loans receivable, net | | . . .. . v s i e e e e e . 7
21 8 Inventoriesforsaleoruse, |, . ... ..., . i 888,214, 8 987,438,
9 Prepaid expensés and deferred charges |, . .. . ...t i et e e 0. 9 14,900,
10a Land, buildings, and equipment cost or [10a 76,840,728.|;
other basis. Complete Part VI of Schedule D GNTRIER: b
b Less: accumulated depreciation, , ,,......|10b 40,825,202, 37,491,178.10¢ 36,015,526,
11 Investments - publicly traded SECUrES. + v v v v v v v v v v v n v o v v 7,593,895, 11 7,512,471,
12 Invesiments - other securities. See Part IV, line 11, 4 v v v v v v 0 v 0 v v v s 2,730,673.12 3,740,000.
13 Investments - program-related. See Part IV, line 11 . . ... ... .. .. .. 13
14 Intangbleassels, . . .. ... vt vt i it i e e e 14
15 Other assefs. SeePartIV, line 11, .. ... .. .. v ... Ce e 26,472,902, 15 30,862,600,
16 Total assets. Add lines 1 through 15 {must equal line 34) . .. . .. s .| 101,124,762.16 102,319,050,
17 Accounts payable and accrued eXpenses, , . . . v . e v s e .. ... - 9,206,243 .17 9,547,429,
18 Granlspayable . . .. ... ... ... .. i ieernnnencnnn .
19 Deferredrevenue | . . . .. ... ...t et o nnrsenernnn .
20 Tax-exemptbondliabilties . . . . .. ..., ... 00 e
g 21  Escrow or custodial account liability. Complete Part IV of Schedule D
E122 Payables to current and former officers, directors, trustees, key
g employses, highest compensated employees, and disqualified
- persons. Gomplete Partll of Schedule L . . . ., ... ............
23  Secured mortgages and notes payable to unrelated third parties . , . . . . .
24 Unsecured notes and loans payable to unrelated third parties, | ., ., .. ..
25 Other liabilities. Complete Part X of Schedule D , , . . ... .. ... .... 20,855,391, 25 16,587,823,
26 Total liabilities. Add lines 17 through25, , , . . .. 30,061,634. 26 26,135,252,
Organizations that follow SFAS 117, check here p m and '
& complete lines 27 through 29, and lines 33 and 34.
|27 Unrestricted netassets . . . L .. ... ... 44,894,872 .| 27 46,819,889,
m|28  Temporarily restricted netassets . . . . ... .. ... .. ... eae. .. 26,168,256, 28 29,363,909.
T|29 Permanently restricted net @ssets , | . . . . . . . .. i i e e e
T Organizations that do not follow SFAS 117, check here P l::]
5 and complete lines 30 through 34.
.3 30 Capital stock or trust principal, orcurrentfunds , , . ... ..........
@131 Paid-in or capital surplus, or land, buitding, or equipmentfund _ ., ., . .,
fj 32 Retained earnings, endowment, accumulated income, or other funds , | | 32
2(33 Totalnetassets or fund balances _ . . . .\ it v s v e e ey e 71,063,128, 33 76,183,798,
34 Total liabilities and net assets/fund balances , | . . o v b v v n v v v v . n . 101,124,762, 34 102,319,050.

JSA
9E1063 1.000

Js1083 2502

Vv 09-9.3
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Form 990 (2009
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Form 990 (2009)

Page 12

Part Xl Financial Statements and Reporting

1 Accounting method used to prepare the Form 890 |:| Cash Accrual |:| Other
If the organization changed its method of accounting from a prior year or checked "Other," explain in
Schedule O.
2a Were the organization's financial statements compiled or reviewed by an independent accountant? _ . . . . ...
b Were the organization's financial statements audited by an independent accountant? , , , , ... .........
¢ If "Yes" to line 2a or 2b, does the organization have a committee that assumas responsibility for oversight of
the audit, review, or compilation of its financial statements and selection of an independent accountant? . , . . .
If the organization changed either its oversight process or selection process during the tax year, explain in
Schedule O.
d 1f "Yes" to line 2a or 2b, check a box below to indicate whether the financial statements for the year were
issued on a consolidated basis, separate basis, or both:
[ ] separate basis Consolidated basis | _| Both consolidated and separate basis
3a As aresult of a federal award, was the crganization required to undergo an audit or augits as set forth in

Yes | No

the Single Audit Act and OMB Circular A-1387 . L . . . L . . i it ittt it s et v o n s ne e n Ca e 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

JsA

961054 2.000
JS1083 2502 Vv 09-9.3 523418

Form 980 (2009)
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o o 90-£2) Public Charity Status and Public Support | ove v sessons7
Completa if the organizafion is a section 501(c)(3) organization or a section

Department of the Treasury 4847(a){1) nonexsmpt charltable trust. . Onen to PL.lb|ic

Intemal Revanue Service P Attach to Form 990 or Form 930-EZ. P See separate instructions. - Inspection

Name of the organization Employer Identificatlon number

THE JAMES LAWRENCE KERNAN HOSPITAL 52-0591639

I Reason for Public Charity Status (All organizations must complete this part.) See instructions.
The organization is not a private foundation because it is: (For lines 1 through 11, check only one box.)
1 A church, convention of churches, or association of churches described in section 170(b){1)(A){I}.

2 A school described in section 170(b)(1)(A)(i). (Attach Schedule E.)

3 | X | Ahospital or a cooperative hospital service organization described in sectlon 170(b}{1){A){lit).

4 A medical research organization operated in conjunction with a hospital described in section 170(b){1){A)(iii}. Enter the

haspital's name, city, and state: _

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

saction 170(b){1){A){iv). (Complete Partil.) '

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

7 An organization that normally receives a substantial part of its support from a governmental unit or from the general public

described in section 170{b){(1)(A)(vi). (Complete Part I1.)

A community trust described in sectlon 170(b}{1}{A)(vi). (Compleie PartIl.)

9 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 lli.}

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

11 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 [_]Typel b [ ]Typell ¢ [__]| Type Il - Functionally integrated d [ ] Type - Other

e|:| 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 508(a){2).

o

f If the organization received a written determination from the IRS that it is a Type |, Type ll, or Type |ll supporting
organization, check this BOX_
g Since August 17, 20086, has the organization accepted any gift or contribution from any of the
following persons? .
{i) A person who direclly or indirectly controls, either alone or together with persons described in (ii) Yes [ No
and (iii} below, the governing body of the supported organization? = . . . ... ........... 11gl}
{ii) Afamily member of a person describsdin {iyabove? _ . . . . . . ... ... R L ]
(iii) A 35% controlled entity of a person described in () or (i} above? . . .. ... ......... A L
h Provide the following information about the supported organizaiion(s).
(i) Name of supported {1i) EIN {iliy Type of organization| (iv) Is the organization | {v) Did you notify {vi) Is the (vll) Amount of
organization (described on lines 1-9 | in col. {)) listed in your | the organization in | organization in col. support
above or IRC section | governing document? col. (i) of your (1) organized in the
{see instructions)) support? us?
Yes No Yes No Yes Ne

Total

For Privacy Act and Paperwork Reductlon Act Notlce, see the Instructions for Schedutle A {Form 990 or 990-EZ) 2009
Form 990 or 990-EZ.

JSA
BE1210 2.000
J51083 2502 Vv 09-9.3 523418
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Schedule A (Form 990 or!990-EZ) 2009 52-0591639 Page 2
Support Schedule for Organizations Described in Sections 170(b)(1){A)(iv) and 170({k)(1)}{A)(vi)
(Complete only if you checked the boxonline 5, 7, or 8 of Part L)
Section A. Public:Suppor{ )
Calendar year {or fiscal year beginning in) {a) 2005 {b) 2008 (e} 2007 (d) 2008 (e) 2009 {f) Total
1  Gifts, grants, contributions, and
membership fees recelved. (Do not
include any "unusuai grants.") . . . . . .
2 Tax revenues levied for the organization's
benefit and either paid to or expended on
itebehalf o « v @ v 4 v i h e e e e
3 The value of services or facilities
furnished by a governmental unit to the
organization without charge . . . . . . .
Total. Add lines 1 through3. « « + « « &
§ The portion of total contributions by each
parson (other than a governmental unit or |3
publicly supperted organization) included |
on line 1 that exceeds 2% of the amount |
shown on line 11, column{f), . . . ...
6 Public support. Subtract line 5 from line 4. |5
Section B. Total Support ]
Calendar year (or fiscal year beginning in) p» {a) 2005 {b) 2006 {c) 2007 {d) 2008 (e) 2009 {f) Total

7
8

10

11
12
13

Amounts fromling4 .« .« v v v v v v » s

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

Net income from unyelated business
activities, whether or not the business is
regularly carriedon . . . . .

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

Total support. Add lines 7 through 10 . . il i
Gross receipts from retated activities, etc. {see instructions) . . . . .

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

Section C. Computation of Public Support Percentage

14
15

Public support percentage for 2009 (line 6, column (f) divided by line 11, column ()} . .
Public support percentage from 2008 Schedule A, Partll, line14 ., ., .., .. .. ..

14

%

15

%

16a

b

17a

18

331/3% support test - 2009. 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 . .. ................. P
33113% support test - 2008. If the organization did not check a box on line 13 or 18a, and line 15 is 331/3% or more,
check this box and stop here. The organization qualifies as a publicly supported organization, . . .. ... ... ...... M
10%-facts-and-circumstances test - 2009, If the organization did not check a box on ling 13, 16a or 16b, and line 14 is 10%
or more, and if the organization meels 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, . . ... ... 0o e . e e R ¢
10%-facts-and-circumstances test - 2008. If the organization did not check a box on line 13 16a 18b, or 17a, and line
15 is 10% or more, and if the organization meets the "facts-and-circumstances" test, check this box and stop here.
Explain in Part IV how the organzation meets the "facts-and-circumstances" test. The organization qualifies as a publicly
supported organization , . . . . . N 4
Private foundatlon. If the organization did not check a box on line 13, 18a, 16b, 17a, or 17b, check this box and see
instructions , . .

JSA

Schedule A (Form 990 or 890-EZ) 2008

9E1220 1.000

JS81083 2502 vV 09-9.3 523418
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$chedule A (Form 990 or 990-EZ) 2009 52-0591639 Page 3
Support Schedule for Organizations Described In Section 509(a)(2)
(Complete only if you checked the box on line 8 of Part |.)
Section A. Public Support
Calandar year {or fiscal year beginning in) & {a) 2005 (b) 20086 (¢) 2007 (d) 2008 (e) 2009 {f) Total
1 Gifts, grants, contributions, and
membership fees received. (Do not include
any"unusualgrants™ _ . . .. ... ..
2  Gross raceipls from admisslons, merchandlse

sold or senices performed, or facllitles
furnished in any activity that is related to the
organization's tax-exempt purpose

3 Gross receipts from activities that are not an
unrelated trade or business under section 513 |
4  Taxrevenues levied for the organization's
benefit and either paid to or expended on
its behalf L R e
5§ The value of services or facilities
furnished by a governmental unit to the
organization without charge
6 Total Add lines 1 through&, = . .|

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
ersons that exceed the greater of
55 000 or 1% of the amount on line 13
forthe VEAM v v v v = s = n n nn e
¢ Addlines7aand7b. . . . . . . ...
8 Publlc support (Subtract line 7¢ from
NeB) « v v o v v ao et oasal

Seaction B. Total Support .
Calendar year {or fiscal year beginning in) | {a) 2005 {b} 2006 (e) 2007 (d)2008 (e) 2009 (f) Total

9 Amountsfromlines, . . . ... .. ..
10a Gross income from interest, dividends,
payments received on securities locans,
rents, royalties and income from similar

b Unrelated business taxable income (less
section 511 taxes) from businesses
acquired after June 30, 19756

¢ Addlines 10aandi0b | . . . ...

11 Net income from unrelated business
activities not included in line 10b,
whether or not the business is regulariy
camiedon = = = & 2 a2 a R

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

{ExplaininPartiV.) , .. ... .....
13 Total support. (Add lines 9, 10c, 11,
and12) ., L L s
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 stophere. . . . . . ... R A A A e e P D
Sectlon C. Computation of Public Support Percentage
15 Public support percentage for 2009 (line 8, column (f) divided by line 13, colurn (f}, . _ . . . .. ...... |15 %
16 Public support percentage from 2008 Schedule A, Partlll, line15. . . . .. ... . i e i s aanseaj 1B %
Section D. Computation of Investment Income Percentage
17 Investment income percentage for 2009 (line 10¢, column (f) divided by line 13, column (fh) , . . ... ... . 17 %
18 - Investment income percentage from 2008 Schedule A, Part il Hne 17 | . . . . . v v v i e v v e s s e s e 18 %

19a 33 1/3% support tests - 2009. If the organization did not check the box on line 14, and line 15 is more than 331/3%, and line
17 ig not more than 33 1/3%, check this box and stop here. The organization qualifies as a publicly supported organization W

b 33 1/3% support tests - 2008, 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 >

20 Private foundation. If the organization did not check a box on line 14, 18a, or 19b, check this box and see instructions M
' Schadule A {Form 980 or 880-EZ) 2000

9E1 2‘;?\1 .o
71083 2502 : vV 09-9.3 523418
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v 52-0591639
Schedule A (Form 990 or 990-EZ) 2009 Page 4

Supplemental Information. Complete this part to provide the explanation required by Part II, line 10;
Part I, line 17a or 17b; or Part lll, line 12. Provide any other additional information. See instructions

Lo Schedule A {Form 990 or 990-E2) 2009

9E1225 2.000
Js1083 2502 vV 09-9.3 523418
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Schedule B Schedule of Contributors OMB No. 1545-0047
{Form 990, 990-EZ,
or 980-FF) p Attach to Form 990, 990-EZ, or 990-PF. 2@09
Deparlmeni of the Treasury
Intemal Revenue Senice

Name of the organization ) Employer Identification number
THE JAMES LAWRENCE KERNAN HOSPITAL ] '
52-0591639

Organization type (check ong).
Filers of: Section:
Form 990 or 990-EZ 501(c)(3 } (enter number) organization

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

Form 990-PF

501(c)(3) exempt private foundation

4947(a){1) nonexempt charilablé trust treated as a privaie foundation

Do ugdul

501(c)(3) taxable private foundation

Check if your organization is covered by the General Rule or a Special Rule.
Note. Only a section 501(c)(7), (8), or (10) organization can check boxes for both the General Rule and a Special Rule. See
instructions,

General Rule

For an organization filing Form 990, 990-EZ, or 890-PF that received, during the year, $5,000 or more (in money or
property} from any one contributor. Complete Parts | and IL

Special Rules

|:| For a section 501(c)(3) organization filing Form 990 or 990-EZ that met the 331/3 % support test of the regulations under
sections 509(a)(1) and 170{b)}{1)}{A)vi}, and received from any one contributor, during the year, a contribution of the greater
of (1) $5,000 or {2) 2% of the amount on (i} Form 980, Part VI, line 1h or {ii) Form 990-EZ, line 1. Complete Parts | and
.

D For a section 501(¢)(7), (8), or {10) organization fillng Form 990 or 990-EZ that received from any one contributor, during
the year, aggregate contributions of more than $1,000 for use exclusively for religious, charitable, scientific, literary, or
educational purposes, or the prevention of cruelty to children or animals. Complete Paris |, 1l, and Il

[:l For a section 501(c)(7), (8), or {10} organization filing Form 990 or 990-EZ that received from any one contributor, during
the year, contributions for use exclusively for religious, charitable, stc., purposes, but these contributions did not
aggregate to more than $1,000. If this box is checked, enter here the total contributions that were received during the
year for an exclusively religious, charitable, etc., purpose. Do not complete any of the parts unless the General Rule
applies to this organization because it received nonexclusively religious, charitable, ete., contributions of $5,000 or more
during the year >3

Caution. An organization that is not covered by the General Rule and/or the Special Rules does not file Schedule B (Form 990,
990-EZ, or 990-PF), but it must answer "No" on Part IV, line 2 of its Form 990, or check the box on line H of its Form 990-EZ,
or on line 2 of its Form 990-PF, to certify that it does not meet the filing requirements of Schedule B {Form 990, 830-EZ, or
990-PF).

For Privacy Act and Paperwork Reduction Act Notice, see the Instructions Schedule B {Form 980, 990-E2, or 890-PF) (2009)
for Form 980, 990-EZ, or 990-PF.

JEA

9E1251 2.000
JS1083 2502 vV 02-9.3 523418
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Schedule B (Form 990, 890-EZ, or 990-PF) (2009)

9

PE

Page of of Part |

Name of organization

THE JAMES LAWRENCE KERNAN HOSPITAL

Employer identification number

52-0591639
Contributors (see instructions)
(a) (b} {c) )]
No. Name, address, and ZIP + 4 Agaregate contributions Type of contribution
1 | STATE OF MARYLAND Person
Payroll
45 CALVERT STREET 3$ 750,000. | Noncash
ANNAPOLIS. MD 21401 {Complete Part Il if there is
: - a noncash contribution.)
{a) (b) {c) (d)
No. Name, addrass, and ZIP +4 Aggregats contributions Type of contributlon
Person
Payrofi
$ Noncash
{Complete Part |l if there is
a noncash contribution.)
() {b) {c) (ch)
No. Name, address, and ZIP +4 Agaregate contributions Type of contribution
Person
Payroll
$ Noncash
' {Complete Part Il if there is
a noncash contribution.)
(a) (b} {c) (d)
No. Name, address, and ZIP +4 Aggregate contributions Type of contribution
Person
Payroll
$ Nongash
(Complete Part I if there is
a noncash contribution.)
(a} (b) (c) (d)
No. Name, address, and ZIP + 4 Aggregate contributions Type of contribution
Person
Payroll
$ Noncash
(Complete Part Il if there is
a noncash contribution.)
{a) (b) (c) (d)
No. Name, address, and ZIP + 4 Aggregate contributlons Type of contribution
Person
Payroll
$ Noncash

(Complete Part Il if there is
a noncash contribution.)

JSA
9E1253 1.000

Js1083 2502

vV 09-9.3

Schedule B {Form 990, 880.EZ, or 990.PF) (2009)
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SCHEDULE C Political Campaign and Lobbying Activities | omB No. 1546.0047

{Form 880 or 990-EZ) For Organizations Exempt From Income Tax Under section 501(c) and section 527

» Complete if the organization is described below.

Department of the Treasury . .
Internal Revenue Servica p Attach to Form 820 or Form 990-EZ.  pSee separate instructions

if the organization answered "Yes," to Form 990, Part [V, line 3, or Form 990-EZ, Part Vi, line 46 (Political Campaign Activitles), then

* ‘Section 501(c){3) organizations: Complete Parts I-A and B. Do not complete Part I-C.

& Section 501{c) {other than section 501{c}{3)) crganizations: Complete Parts 1-A and C below. Do not complete Part |1-B.

¢ Section 527 organizations: Complete Part I-A only.
If the organization answered "Yes," to Form 990, Part IV, line 4, or Form 990-EZ, Part V|, line 47 (Lobbying Activities}, then

® Section 501(c}{3) organizations that have filed Form 5768 (election under section 501(h)): Complete Part Il-A. Do not complete Part 11-B.

® Section 501(cH3) organizations that have NOT filed Form 5768 (election under section 501(h}): Complete Part 1I-B. Do not complete Part Ii-A.
If the organization answered "Yes," to Form 990, Part IV, line § (Proxy Tax), then

® Section 501(c){4)}, (5), or (6) organizations: Complete Part 111

Name of erganization Employer identification number
THE JAMES LAWRENCE KERNAN HOSPITAL 52-0591639
Complete if the organization is exempt under section 501(c) or is a section 527 organization.
1 Provide a description of the organization's direct and indirect political campaign activities in Part 1V,
2 Political expenditures . . .. ........... et e e > 3
3 Volumteer hours . . . .. .. . ittt it it e e n e e e

Open to Public
Inspection

Complete if the organization is exempt under section 501(c)(3).

1 Enter the amount of any excise tax incurred by the organization under section 4955 , , , . . > 35
2 Enter the amount of any excise tax incurred by organization managers under section 4955 , . » $
3 If the organization incurred a section 4955 tax, did it file Form 4720 forthisyear? . . . . . . . ... ... ... H Yes EEI No
4a Was acorrectionmade? , . . e e e e e e e e e Yes No

b If "Yes," describe in Part I/,
;EYi4He Complete if the organization is exempt under section 501(c), except section 501{c)(3).
1 Enter the amount directly expended by the filing organization for section 527 exempt function

BOHVIEBS . . . L\ vt ittt e P8
2 Enter the amount of the filing organization's funds contributed to other organizations for section
527 exempt function 8CtiviiEs | | | . . L 0 0 s v v e s et e e e e e e e e e e >3
3 Total exempt function expenditures. Add lines 1 and 2. Enter here and on Form 1120-POL,
L= > $
4 Did the filing organization file Form 1120-POL forthisyear? . . . . .. ... ... e e s I:I Yeas |:| No

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

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

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

For Privacy Act and Paperwork Reduction Act Noflce, see the Instructions for Form 990 or 280-EZ. Schedule C {(Form 990 or 980-EZ) 2009

JSA
9E1264 2.000
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Schedule G (Form 890 or 990-EZ) 2000~ 52-0591639 - Page 2
m Complete if the organization is exempt under section 501{c)(3) and filed Form 5768 (election
under section 501(h}).
A Check »| | if the filing organization belongs to an affiliated group.
B Check p| | if the filing organization checked box A and "limited control" provisions apply.
' Limits on Lobbying Expenditures {a) Filing (b} Affiliated
{The term "expenditures™ means amounts paid or incurred.} organization's totals group totals

1a Total lobbying expenditures to influence public opinion (grass roots lobbying), . .. ..

b Total lobbying expenditures to influence a legislative body (direct lobbying) ., . . .. ..
¢ Total lobbying expenditures (add lines1aand1b) . . . ... ... . e e,
d Other exempt purpose expenditres . , . . . . . . vt o st e ey e
e Total exempt purpose expenditures (add lines fcand1d). . . . .. ...........
f Lobbying nontaxable amount. Enter the amount from the following table in both

columns.

If the amount on lIine 1e, column {a) or (b) is:| The lobbying nontaxable amount fs:

Not over $500,000 20% of the amount on line 1e.

Qver $500,000 but not over $1,000,000 $100,000 plus 15% of the excess over $500,000.
Over $1,000,000 but not over $1,5600,000 |$175,000 plus 10% of the excess over $1,000,000.
Qver $1,500,000 but not over $17,000,000 |$225,000 plus 5% of the excess over $1,500,000.
Qver $17,000,000 $1,000,000.

g Grassroots nontaxable amount {enter 25% of line 1f) . . . . . ettt e e e e
h Subtract line 1g from line 1a. If zero or less, enter-0- | _ . . . e e e
i Subtract line 1f from line 1c. If zero orless, enter-0- . . . ... ... T,
j If these is an amount other than zero on either line 1h or line 1i, did the organization file Form 4720 reporting
section 4911 faxforthisyear? . . . . . . i i it v i v o v o v o i s sy e e P e e i e a s Yes |_| No

4-Year Averaging Period Under Section 501(h}
{Some organizations that made a saction 501(h) election do not have to complete all of the five
columns below. See the instructions for lines 2a through 2f on page 4.}

Lobbying Expenditures During 4-Year Averaging Period -

Calendar year (or flscal year 2
beginning In) (a) 20086 (k) 2007 {c) 2008 {d) 2009 {e) Total

2a Lobbying non-taxable amount

b Lobbying ceiling amount
{150% of line 23, column (e))

¢ Total lobbying expenditures

d Grassroots nontaxable amount

<

e Grassroofs ceiling amount
{150% of line 2d, column (&)

f Grassroofs lobbying expenditures

Schedule C (Form 990 or 990-EZ) 2008
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Schedule C (Form 990 or 990-EZ) 2009 52-0591639 Page 3

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

(a) {b)
Yes| No Amount
1 During the year, did the filing organization attempt to influence foreign, national, state or local
legislation, including any attempt to influence public opinion on a legislative matter or
referendum, through the use of;

a Volunteers? X

b Paid staff or management (include compensafion in expenses reported on lines 1¢ through 1i)?’ X|

c MEdlaadvertlsementS?-- ------- 4 B w & @& & F N & %W & F F F OF N OV OF S OE §poE 2 = = = = & & B @B X

d Mailings to members, legislators, or the public? e X

e Publications, or published or broadcast statements? ~~~ ~ """ e X

f  Grants to other organizations for lobbying purposes? . T X

g Direct contact with legislators, their staffs, government officials, or a legislative body? .. X

h Rallies, demonstrations, seminars, conventions, speeches, lectures, or any similar means? .. X

I Otheractivities? If "Yes," describe in Parttv e X 5,820.
J Total Add lines fcthroughti . e
2a Did the activities In line 1 cause the organization to be not described in section 501(c}(3)7? |

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

¢ If "Yes," enter the amount of any tax incurred by organization managers under section 4912

d If the filing organization incurred a section 4912 tax, did it file Form 4720 forthisyear?. . . . .
m_ci_mgplete if the organization Is exempt under section 501(c){4), section 501(c)(5), or sectlon

' 501(c)(6).
- Yes | No

1 Were substantially all (90% or more) dues received nondeductible by members? L

2 Did the organization make only in-house lobbying expenditures of $2,000 or ess? T ... 2

3  Did the organization agree to carryover lobbying and political expenditures from the prioryear? , . .. ... .. 3

Complete if the organization is exempt under section 501(c){4), section 501(c)(5), or section
501(c)(6) if BOTH Part lll-A, lines 1 and 2 are answered "No" OR if Part lll-A, line 3 Is answerad
"Yes."

1 Dues, assessments and similar amounts from members | 1

® = E E N N E o8 s E PN OFRPOEOEoEoEEER N oM oEsoEoEw

Section 162(e) nondeductible lobbying and political expenditures {do not include amounts of political
expenses for which the sectlon 527(f) tax was paid}.
a Currehtyear_ .
b Carryover from last year
L T
3  Aggregate amount reported in section 6033(e)(1)(A) notices of nondeductible section 162(e) dues _ |
4  If notices were sent and the amount on line 2¢ exceeds the amount on line 3, what portion of the
excess does the organization agree to carryover to the reasonable estlmate of nondeductible lobbying
and political expenditure nextyear? L L. L e e e
5  Taxable amount of lobbying and political expenditures (see instructions) . ... ... NN

Supplemental Information

Complete this part to provide the descriptions required for Part I-A, line 1; Part |-B, line 4; Part +C, line §; and Part 1I-B, line 1i.
Also comglete this part for any additional information.
SEE PAGE 4

™ Schedule C (Form 980 or 990-E2) 2009
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Schedule C (Form 990 or §90-E2) 2009 52-0591639 Page 4
CEA Supplemental Information (continued)

SCHEDULE C, PART II-B, LINE 1I

(MHA)}) AND THE AMERICAN HCSPITAL ASSOCIATION (AHA). MHA AND AHA ENGAGE IN
MEMBER HOSPITALS. THE MHA AND AHA REPORTED THAT 8.73% %ﬂg_%ELZE%LQF ________

18A : Schedule G (Form 890 or 990-EZ) 2009
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Supplemental Financial Statements | ove . 15450047

» Complete if the organization answered "Yes,” to Form 990,
Part IV, line 6, 7, 8, 9, 10, 11, or 12,

SCHEDULE D
{(Form 990)

Department of the Treasury Open to Puhlic

Intemal Revenue Service p Attach to Form 990. » See separate instructions. Inspection
Name of the organlzation Employer Identification number
THE JAMES LAWRENCE KERNAN HOSPITAL 52-0591639

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

(a) Donor advised funds {b) Funds and other accounts
1 Total number atendofyear . . ... .. ....
2 Aggregate contributions to (during year) . . . .
3 Aggregate grants from (during year) . ... ..
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 I:I No

8 Did the organization inform all grantees, donors, and donor advisors in writing that grant funds can be
used only for charitable purposes and not for the benefit of the donor or donor advisor, or for any other
purpose conferring impermissible private benefit? |, , . . . o v 4 v 0 v e s e e e s s e e e s e s sa s I:\ Yes 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 pleasure)} 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 Year

Total number of conservationeasements . . . .. .. ¢ . v v vt v v s e m e n . P 1|

a

b Total acreage restricted by conservationeasements . . . . . .. .. .. 000 i . 2b
¢ Number of conservation easements on a certified historic structure includedin (a), . . .. . 2c
d Number of conservation easements included in {c) acquired after 8/17/06 . . ....... 2d

3 Number of conservation easements modified, transferred, released, extinguished, or tarminated by the organization during

the tax year »
4 Number of states where property subject to conservation easement is located »
5 Dees the organization have a written policy regarding the periodic monitoring, inspection, handling of

violations, and enforcement of the conservation easementsitholds? . .. ... . ... @i v v v e v w.- I:' Yes D No
"6 Staff and volunteer hours devoted to monitoring, inspecting, and enforcing conservation easements during the year
>
7  Amount of expenses incurred in monitoring, inspecting, and enforcing conservation easements during the year
»3
8 Does each conservation easement reported on line 2(d) above satisfy the requirements of section
170(h)(4)(BYD) and 170(h)(4XBXI)? . v v v v v v i s e e e e i a s e D Yes l___| No

9 In Part XIV, describe how the organization reperts conservation easements in its revenue and expense statement, and
balance sheet, and include, if applicable, the text of the footnote to the organization's financial statements that describes

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

1a If the organization elected, as permitted under SFAS 116, nol 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 financial statements that describes these items.

b If the organization elected, as permitted under SFAS 118, to report in its revenue statement and balance sheet works of ar,
historical treasures, or other similar assets held for public exhibition, education, or research in furtherance of public service,
provide the following amounts relating to these items:

(i) Revenues included in Form 990, Part VIl line1 . . . o o v v v v v v v v e s i i i i i s i | ]
(ii) Assets included in Form 980, PartX ... .. f e e E e s r e e m e e e >3

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

a Revenues included in Form 990, PartVill,line1 . .« .« v v vt v s v T &
b Assetsincluded iNnForm 990, Part X & & v v v v v it v v et e e e A 8
For Privacy Act and Paperwork Reduction Act Notice, see the Instructions for Form 990. Schedule D (Form 990) 2009
JsA
9E1268 2,000
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Schedule D (Form 990) 2009 52-0591639 Pags 2
Organizations Maintaining Collections of Art, Historical Treasures, or Other Similar Assets {continued)
3 Using the prganization's acquisition, accession, and other records, check any of the following that are a significant use of its
collection items {check all that apply):
a Public exhibition d Loan or exchange programs !
b Scholarly research e QOther
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 recelve donations of art, historical treasures, or other similar
assets to be sold to raise funds rather than to be maintained as part of the organization's collection? . . . . . . |_| Yes |_| No
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
included on FOrm 890, PAMX? . .+« v v v vt et v n s coven [ ]Yes | ]Ne
b If "Yes," explain the arrangement in Part XIV and complete the following table:
Amount
¢ Beginningbalance . ... ... ¢ i i i i s s e e s e e « e 1e
d Additionsduringtheyear .. ... ...ttt i e e 1d
e Disfribufions duringtheyear. . . . v v v v v v s i i i i e s e e 1e
f Endingbalance . . . v v v v v o i i i s s e i e e e 1f
2a Did the organization include an amount on Form 880, Parl X, line21? , [, .. ... ... .. in . |__| Yes | |No
b If "Yes," explain the arrangement in Part XIV.
Endowment Funds. Complete if organization answered "Yes" to Form 990, Part IV, line 10.

{a) Cuirent Year (b) Prior year {c) Two years back {d) Three years back (a) Four yeers back

1a Beginning of year balance . . . .

b Contributions « « v v s v v 00

¢ Net investment earnings, gains,
and losses. . . ..

d Grants or scholarships . ... ..

e Other expenditures for facilities .
andprograms . . . .. ... ...

f Administrative expenses . . . . .

g End of yearbalance. .......
2 Provide the estimated percentage of the year end balance held as:
a Board designated or quasi-endowment p %
b Permanent endowment p %
¢ Term endowment b %
3a Are there endowment funds not in the possession of the organization that are held and administered for the
organization by: Yes | No
{i) unrelated OrganizationS. « v« v s v v & 4 s o b b b e nm e e e e e e e e | 3ali)
{(yrelatedorganizations . . . ¢ v« v vt i s e e e s e < =T
b If "Yes" to 3a(ii}, are the related organizations listed as requiredon Schedule R? . . ... .. . v v i o v v 3b
4 Describe In Part XIV the intended uses of the organization's endowment funds.
Investments - Land, Buildings, and Equipment. See Form 990, Part X, line 10.
Descriptlon of investment {a) Cost or other basls {b) Cost or other {c} Accumulated {d) Book value
{investmant) basls (other) deapraciation
Ta Land- - -« « = «c an v vrrennanen 697,9641 697,964.
b Buildings - - - « - s oo i 47,010,785 19,851,818]| 27,158,967,
¢ Leasehold improvements. « « « + « « v . - _
d Equipment « « s v v i v s e n e 27,761,878) 20,605,366/ 7,156,512,
e Other . . -« v v a v v i L et et s e 1,370,101 368,018] 1,002,083,
Total. Add lines 1a through 1e. (Column (d) must equal Form 990, Part X, column (B), line 10(c).). . . . . . > 36,015,526,

Schadule D (Form 990) 2009
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$chedule D {Form 990) 2009 ' 52-0591639 Page 3
EEGRY  Investments - Other Securities. See Form 990, Part X, line 12.
(a} Description of security or category (b} Book value () Method of valuation:
(including name of security} Cost or end-of-year market value

Total. (Coluntn (b} must equal Form 996, Parl X, col. (B} line 12) W L
CEISRUIN Investments - Program Related. See Form 890, Part X, line 13.

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

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

. (@) Description {b) Book value
DUE FROM AFFILIATES 916,287,
KERNAN ENDOWMENT 27,522,939,
DUE FROM UMMS FOUNDATION 1,708,179.
OTHER A/R ) 715,195,
Total, {Column {b) must equal Form 990, Part X, col. (BIHN8 15} | v & 4 v « v« 4 & & & e o+ o v o n o s s s s s s 8 s 58 =« = « = > 30,862,600.

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

1, _ (a) Description of labllity (b) Amount
Federal income taxes

DUE TO THIRD PARTY 2,444,986 )
PATIENT A/R CREDIT BALANCES 526,900,
FIN47 ACCRUAL 440,;561.
DUE TO AFFILIATES : 13,134,875.
OTHER LIABILITIES 40,501,
Total, (Column (b) must equal Form 990, Part X, col. (B) line 25) W 16,587,823,

2. FIN 48 Footnote. In Part X1V, provide the text of the foolnote to the organization's financial statements that reports the
organization's liability for uncertain tax positions under FIN 48.

9E12"{’%A1.000 Schedule D {Form 880) 2008
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Scheduls D (Form 990) 2009
Part Xl

1

N O R R

8
10

CEUIPAN Reconciliation of Revenue per Audited Financial Statements With Revenue per Return

1  Total revenue, gains, and other support per audited financial statements 1
2  Amounts included on line 1 but not on Form 990, Part VI, line 12:
a Netunrealized gains on investments | _ . .. . .. e e
b Donated services and use of facilities , . _ ., . ... ... Cr e e
¢ Recoveries of prioryeargrants, | . ... ... .. . 0 e
d Other (DescribeinPartXIV.) . . .. ............ ot e
e Addlnes 2athrough2d .. . . ... ........... e
3 Subtractline2e fromline1 .. ... .. ... e
4  Amounts included on Form 990, Part Vill, line 12, but not on line 1:
a Investment expenses not included on Form 990, Part Vlll, line 7b _ , | | |
b Other (DescribeinPart XV} | . . . .. . ................... cel
cAddlines4aand4b ................................ A ..
Total revenue. Add lines 3 and 4¢. (This must equal Form 990, Partl line 12.) v o v v v v v o v o o v o s 5
Reconciliation of Expenses per Audited Financial Statements With Expenses per Return
1 Total expenses and [osses per audited financlal statements 1
2 Amounts included on line 1 but not on Form 990, Part IX, line 25: LA
a Donated services and use of facilities .. 2a
b Prior year adjustments
¢ Otherlosses
d Other (Describe in Part Xiv.y =
e Add lines 2a through2d = | .
3  Subftractiine 2e fromline1 .. .. ..... e e E et ar e e e ey
4  Amounts included on Form 990, Part IX, line 25, but not on line 1:
a Invesiment expenses not included on Form 990, Part VIl line 7b_ e 4a
b Other (DescribeinPartxivy N . ) )
< Add |Ines 4a and 4b " ® ®E ®E E W W Y F OE E = mE ®m ®E = om = B E 8 B N N B N S L N P ER N =2 =E B BN [
5 Tofal expenses. Add I|nesa and 4c¢. (This must equal Form 990, Part !, line 18.). . . . . . v an s na| B

)

/

52-05%21639

)

-

Pege 4

Recongiliation of Change in Net Assets from Form 990 to Audited Financial Statements

Total revenue (Form 980, Part VIIi, column (A), line 12}

Total expenses (Form 980, Part IX, column (A), line 25)

Excess or {deficit) for the year. Subtract line 2 from line 1
Net unrealized gains (losses) on investments
Donated services and use of facilities _ . . . .. . ...ttt e e
INvestment @XPenSes | | | .. . i e e et s et s
Prior period adjustments | ., L .. e
Other (Describein Part XIV.) L, L i st e e e e,
Total adjustments (net). Add lines 4 through 8 . . . .. . .. . it i n e e rn e
Excess or {deficit} for the year per audited financial statements. Combine lines 3and 9 .

-------------------------

1

o[~ | |on | (&3 [N

8

‘e ... 110

GEUSAA Supplemental Information

Complete this part to provide the descriptions required for Part I, lines 3, 5, and 8; Part lll, lines 1a and 4; Part IV, lines 1b
and 2b; Part Vv, Iine 4; Part X line 2 Part XI line 8; Part Xil, lines 2d and 4b; and Part X/ll, lines 2d and 4b. Also complete

JEA
9E1271 1.000

JS1083 2502 VvV 08-9.3 523418
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ETRQA Supplemental Information {continued)

FIN 48 FOOTNOTE PER AUDIT REPORT

SCHEDULE D

THE ORGANIZATION IS A SUBSIDIARY OF THE UNIVERSITY OF MARYLAWD MEDICAL
SYSTEM CORPORATION (THE CORPORATION). THE CORPORATION ADOPTED THE
PROVISIONS OF FASE INTERPRETATION NO. 48, ACCOUNTING FOR UNCERTAINTY IN
INCOME TAXES (FIN 48) ON JULY 1, 2007. FIN 48 PRESCRIBES A THRESHOLD OF
MORE-LIKELY-THAN-NOT FQOR RECOGNITION AND DE-RECOGNITICN OF TAX POSITIONS
TAKEN OR EXPECTED TO BE TAKEN IN A TAX RETURN. FIN 48 ALSO RECOGNIZES
RELATED GUIDANCE ON MEASUREMENT, CLASSIFICATION, INTEREST AND PENALTIES
AND DISCLOSURE. THE IMPLEMENTATION OF FIN 48 DID NOT HAVE A SIGNIFICANT
IMPACT ON THE CORPORATION'S BALANCE SHEET OR STATEMENT OF OPERATIONS.
MANAGEMENT DOES NOT BELIEVE THAT THERE ARE ANY UNRECOGNIZED TAX BENEFITS

THAT SHOULD BE RECOGNIZED.

Schadule D (Form 890) 2009
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SCHEDULE H
{(Form 990)

Hospitals

P Complete if the organization answered "Yes" to Form 990, Part IV, question 20.
p Attach to Form 990,

Department of the Treasury
P See separate instructions.

Internal Revenue Service

D

e

| OMB No. 1545-0047

Open to Public
Inspection

Name of the organization
THE JAMES LAWRENCE KERNAN HOSPITAL

Emp!oyar Identiflcation number
52-05921639

[ZZXTH Charity Care and Certain Other Community Benefits at Cost

1a Does the organization have a charity care policy? If "No," skip to question 6a

b If"Yes" is it a written policy?

2 I the organization has multiple hospitals, indicate which of the following best describes application of the
charity care policy to the various hospitals.

Applied uniformly to all hospitals I:l Applied uniformly to most hospitals
Generally tailored to individual hogpitals
3 Answer the following based on the charity care eligibility criteria that applies to the largest number of the
organization's patients.

a Does the organization use Federal Poverty Guidelines (FPG} to determine eligibility for providing free care to low income
individuals? If "Yes," indicate which of the following is the family income limit for eligibility for free care:

|:| 100% I:l 150% 200% Other . %

b Does the organization use FPG to determine eligibility for providing discounted care to low income individuals? If "Yes,"
indicate which of the following is the family income limit for eligibility for discountedcare: , , , , ., . .
200% 250% 300% 350% il 400% Other
¢ If the organization does not use FPG to determine eligibility, describe in Part VI the income based criteria for
determining eligibility for free or discounted care. Include in the description whether the organization uses an
asset test or other threshold, regardless of income, to determine eligibility for free or discounted care.
4  Does the organization's policy provide free or discounted care to the "medically indigent”? . . .
5a Does the organization budget amounts for free or discounted care provided under its charity care policy? « « « o « v« v v

If "Yes," did the organization's charity care expenses exceed the budgetedamount? . . « + « v v+« -+ - & Cas s

If "Yes" to line 5b, as a result of budget considerations, was the organization unable to provide free or discounted
care to a patient who was eligible forfreeor discounted care?. « « « = = ¢ v ¢ i st 0 2 s e e E s e o
6a Does the organization prepare an annual community benefitreport? - « = o v v 0 o 0 i i i e e e e e .
b If "Yes," does the organization make it available tothepublic? - = - « - v & v v i v s e b d s E s e s s e s e s

Complete the following table using the worksheets provided in the Schedule H instructions. Do not submit
these worksheets with the Schedule H.

7 Charity Care and Certain Other Community Benefits at Cost

Charity Care and a) Mumber of | (b) Persons {¢) Total community {d) Direct offsetting (e} Net communily {f) Percent
Means-Tested Government a;::jwlrlg;gr servad benefit expense revanua benefit expense of total
Programs |__fopliona)) _|_ (eptional) expense

a Charilyf care at cost {from

Workshests 1and2} « « » » » 428,300, 428,300. .43
b Unreimbursed Medicaid (irom

Workshest 3, columna}. .
¢ Unreimbursed costs - other maans-

tested government programs (from

Workshest 3, coluran b) e e
d Total Charity Care and

Means-Tasted Government

Programs « = » « &« = 1 1 » 428,300. 428,300. .43

Other Benefits

@ Communily health improvement

services and community benefit

oparatlons {from Worksheet 4) 79,604. 12,973. 59,631, -06
f Healh professions education

{from Worksheet5) . » « 4« & 5’314‘250' 5,314,250, 5.31
{ $Subsidized health senvices {from

Workshoet8)e « » = v = + 25,999, 7,966. 18,033. .02
h  Researeh (from Worksheet 7} « «
i Cash and In-kind contributions to

communily groups (from 154,034, 38,648. 115,386. .12

Worksheat B}, & + &« s « & 0 3 I
| Total. Other Beneits « = « » - 5,573,887. 66,587. 5,507,300. 5.5
K Total. Add lines 7dand 7j . . . 6,002,187, 66,587. 5,935,600. 5.94

For Privacy Act and Paperwork Reduction Act Notice, see the Instructions for Form 890. Schedule H {Form 990) 2009
JSA
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52-0591639
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Page 2

building activities.

Community Building Activities Complete this table if the organization conducted any community

{a) Humber of
activitles or
programs
{optional)

(b} Persons
served
{optional)

{c) Total community
bullding expense

{d) Direct offsetting
revenus

(e) Net communily
buliding expense

{f) Percent of
total sxpense

1_Physical improverents and housing

2 Economic development

7,941,

1,993,

5,849,

.01

w

Community support

'S

Environmental improvements

<}

Leadership development and

training for communily members

-2}

Coalifion bullding

7 Community health Improvermnent
advocacy

8 Workforce development

9 Ofher

5,610.

1,407,

4,202.

10 Total

13,551,

3,400.

10,151.

.01

0

Bad Debt, Medicare, & Collection Practices

Saectlon A. Bad Debt Expense

1 Does the organization report bad debt expense in accordance with Healthcare Financial Management
Association StatementNo. 157 . . . . . v v v v e v e s e e e e e e h e a s s a

2 Enter the amount of the organization's bad debt expense (at cost)

3 Enter the estimated amount of the organization's bad debt expense (at cost) attributable
to patients eligible under the organization's charity care policy

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

Yes | No

2 and 3, and rationale for including other bad debt amounts in community benefit.

Section B. Medicare

-6 Enter total revenue received from Medicare (including DSHand IME) . . v+« =+ . .. 5 30,794,326
6 Enter Medicare allowable costs of care relaling to paymentsonfines, ., .. ... .. 6 27,431,643,
7 Subtract line 6 from line 5. This is the surplus or (shortfall) . . . ... .......... 7 3,362,683
8 Describe in Part VI the extent to which any shortfall reported in line 7 should be freated as community benefit.

Also describe in Part Vi the costing methodology or source used to determine the amount reported on line €.
Check the box that describes the method used:

Cost accounting system

Section C. Collection Practices

Cost to charge ratio

I:I Other

8a Does the organization have a written debt collectionpolicy? . . . .. . . . .« & i i o i i i e i s s g9a | X
b if "Yes" does the organization's collection policy contain provisions on the cellection practices to be followed
for patients who are known to qualify for charity care or financial assistance? Describein PartVi. . . . . . . . ... [ 9b | X
Management Companies and Joint Ventures
{a) Name of entily {b} Description of primary {c) Organizatlon's (d) Officers, directors {e} Physlcians'

activity of entity

profit % or stock
ownership %

trustees, or key
employaes' profit %
or stock ownership %

profit % or stock
ownership %

€O (= [0 (O T |0 [N |=2

JS
9E1285 1.000

JS1083 2502

vV 09-9.3

523418
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Facility Information
c o [¢] — O ] m
Name and address § % :;. “é- % % E g Other
g % 2l 2| & 8 gl = (Describe)
2RI IR IR
S E|Ei 8] ¢ 3
2le| E| B B
t B,
5 g
g
JAMES LAWRENCE KERNAN HOSPITAL REHABILITATION
2200 KERNAN DRIVE ] ‘
BALTIMORE  ~ MD 21207 | X | % _
KERNAN PHYSICAL THERAPY - WOODLAWN PHYSICAL THERAPY CTR
3104 LORD BALTIMORE, SUITE 100 |
BALTIMORE MD 21244 |
KERNAN PHYSICAL THERAPY - TIMONIUM PHYSICAL THERAPY CTR
1 TEXAS STATION COURT, SUITE 300 |
‘TIMowIUM MD 21093 |
Schedule H (Form $80) 2009
JBA
BE1286 1.000
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ETRAYN  Supplemental Information
Complete this part to provide the following Information.

1 Provide the description required for Part |, line 3c; Part |, ling 6a; Part I, line 7¢; Part |, line 7, column (f}; Part I, line 7; Part IlI,
line 4; Part I, line 8; Part lll, line 8b, and Part V. See Instructions.

2 Needs assessment. Describe how the organization assesses the health care needs of the communities it serves.

3 Patlent 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 charity care policy.

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

§ Community building activities. Describe how the organization's community building activities, as reported in Part ll, promote
the health of the communities the organization serves.

6 Provide any cther information important to describing how the organization's hespitals 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.).

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

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

PART I, LINE 6A:

ENDING JUNE 30. THIS REPORT IS SUBMITTED TO THE HEALTH SERVICES COST

REVIEW COMMISSION (HSCRC), A STATE REGULATORY AGENCY, BY DECEMBER 31

PART I, LINE 7:

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,

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

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

JSA Schedule H {Form $20) 2009
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Supplemental Information
Complete this part to provide the following information.
1 Provide the description required for Part 1, line 3¢; Part |, line 6a; Part |, line 7g; Part |, line 7, column {f); Part |, line 7; Part |,
line 4; Part lll, line 8; Part lll, line 9b, and Part V. See Instructions.
2 Needs assessment. Describe how the organization assesses the health care needs of the communities it serves.

3 Patlent education of aligibllity 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 charity care policy.

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

5 Community building activities. Describe how the organization's community building activities, as reported In Part Il, promote
" the health of the communities the organization serves.

6 Provide any other information important to describing how the organization's hospitals 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.). '

7 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.

8 |f applicable, identify all states with which the organization, or a related organization, files a community benefit report.

ENABLE MARYLAND HOSPITALS TO BREAKOUT ANY OFFSETTING REVENUE RELATED

SCHEDULE H, LINE 7B COLUMNS (C) THROUGH (F)

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,

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

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

TO UNCCOMPENSATED CARE. COMMUNITY BENEFIT EXPENSES ARE EQUAL TO

MEDICAID REVENUES IN MARYLAND, AS SUCH, THE NET EFFECT IS ZERO.

JSA Schedule H {(Form 990) 2009
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Supplemental Information
Complete this part to provide the following information.
1 Provide the description required for Part |, line 3¢; Part |, line 6a; Part |, line 7g; Part |, line 7, column {f); Part |, line 7; Part IlI,
line 4; Partlll, line 8; Part Ill, line 9b, and Part V. See Instructions.
2 Needs assessment. Describe how the organization agsesses the health care needs of the communities it serves.

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 charity care policy_.

4 Communlty information. Describe the community the organization serves, taking into account the geographic area and
demeographic constituents it serves.

5 Community bullding actlvitles. Describe how the organization's community building activities, as reported in Part Il, promote
the health of the communities the organization serves.

8 Provide any other information impertant to describing how the organization's hospitals or other health care facilities further its exempt
purpose by promoling the health of the community (e.g., open medical staff, community board, use of surplus funds, etc.},

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

8 If applicabie, identify all states with which the organization, or a related organization, files a community benefit report.

SCHEDULE H, LINE 7F COLUMN (C)

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

SERVICES COST REVIEW COMMISSION, (HSCRC) DETERMINES PAYMENT THROUGH A

RATE SETTING PROCESS AND ALL PAYORS, INCLUDING GOVERNMENTAL PAYORS,

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

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

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

SERVICES COST REVIEW COMMISSION, (HSCRC) DETERMINES PAYMENT THRCUGH A

RATE SETTING PROCESS AND ALL PAYORS, INCLUDING GOVERNMENTAL PAYORS,

JSA Schedule H (Form 900} 2009

9E1287 1.000
Js1083 2502 vV 09-9.3 523418
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Scheduls H (Fo;m 960) 2000 52-0591639 Page 4
CETRRYN  Supplemental information

Complete this part to provide the following information.

1

Provide the description required for Part |, line 3c; Part |, line 6a; Part |, line 7g; Part |, line 7, column (f); Part |, line 7; Part 1lI,
line 4; Part I, line 8; Part lll, line 8b, and Part V. See Instructions.

2 Neads assessment. Describe how the organization assesses the health care needs of the communities it serves.
3 Patient education of eligibility for assistance. Describe how the organization informs and educates patients and persons who

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

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

Community building actlvities. Describe how the organization’s community building activities, as reported in Part ll, promote
the health of the communities the organization serves.

Provide any other information important to describing how the organization's hospitals 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.).

7 If the organization is part of an affiliated health care system, describe the respeclive roles of the organization and its affiliates
in promoting the health of the communities served.
8 If applicable, identify all states with which the organization, or a related organization, files a community benefit report.
___}ﬁ%@{@@?ﬁ;_)??ﬁ?ﬁ@P'S UNIQUE ALL PAYOR SYSTFyL}EEEHEE§_% METHOD FOR
__ REPERENCING UNCOMPENSATED CARE IN EACH PAYORS' RATES, WHICH DOES NOT
ENABLE MARYLANQ_HOSEET%%g_EELEEEAKOUT ANY OFFSETTING REVENUE BEE&IER__
TC UNCOMPENSATED CARE.
_________________________________ o
™ Schedule H (Form 850) 2009
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SETIRYR  Supplemental Information

Complete this part to provide the following information.

1

Provide the description required for Part |, line 3c; Part I, line 8a; Part |, line 7g; Part |, line 7, column {f); Part |, line 7; Part I,
line 4; Part lll, line 8; Part lll, line 9b, and Part V. See Instructions.
Needs assessment. Describe how the organization assesses the health care needs of the communities it serves.

Patlent 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 charity care policy.

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

Community building activities. Describe how the organization's community building activities, as reported in Parl I, promote
the health of the communities the organization serves.

Provide any other information important to describing how the organization's hospitals 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, stc.).

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.

If applicable, identify all states with which the organization, or a related organization, files a community benefit raport.

PART III, LINE 4:

PART III, LINE 3:

THE SAME GENERAL LEDGER ACCOUNT. CHARITY CARE IS BOOKED TO A

PART III, LINE 4:

OTHER COLLECTION INDICATCRS. PERIODICALLY THROUGHOUT THE YEAR,

JSA

Scheduls H {Form 990} 2009
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CETSRYR  Supplemental Information

Complete this part to provide the following information.

1

Provide the description required for Part [, line 3¢; Part I, line 6a; Part |, line 7g; Part |, line 7, column {f); Part |, line 7; Part i,
line 4; Part lll, line 8; Part Ill, line 9b, and Part V. See Instructions.

‘Needs assessment. Describe how the organization assesses the health care needs of the communities it serves.

3 Patlent 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 charity care policy.

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

Community building activities. Describe how the organization's community building activities, as reported in Part I, promote
the health of the communities the organization serves.

Provide any other information important to describing how the organization's hospitals 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.).

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.

if applicable, identify all states with which the organization, or a related crganization, files a community benefit report.

 CATEGORY. THE RESULTS OF THIS REVIEW ARE THEN USED TO MAKE

PART III, LINE 8:

STARTED SETTING HOSPITAL RATES IN 1574. AT THAT TIME, THE HSCRC

APPROVED RATES APPLIED ONLY TO COMMERCIAL INSURERS. 1IN 1977, THE

JEA

Schedule H (Form 990) 2009
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Supplemental Information
Complete this part to provide the following information.
1 Provide the description required for Part |, line 3c¢; Part |, line 6a; Part 1, line 7g; Part |, line 7, column {f); Part |, line 7, Part I,
line 4; Part lll, line 8; Part Jll, line 9b, and Part V. See Instructions. .
2 Needs assessment. [ ~ .ibe how the organization assesses the health care needs of the communities it serves.

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 assislance under federal, state, or local government programs or under
the organization's charity care policy.

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

5 Community building activities. Describe how the organization's community building actlwtles as reported in Part Il, promote
the health of the communities the organization serves.

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

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

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

- ALL OTHER PAYERS PARTICIPATING IN THE SYSTEM PAY HSCRC

PART III, LINE SB:

THE ORGANTIZATION EXPECTS PAYMENT AT THE TIME THE SERVICE IS PROVIDED.

IN A DIGNIFIED AND RESPECTFUL MANNER. EMERGENCY SERVICES WILL BE

PROVIDED TO ALL PATIENTS REGARDLESS OF ABILITY TO PAY. FINANCIAL

DEFINED IN THE FINANCIAL ASSISTANCE POLICY, THE OQRGANIZATION DOES

NOT DISCRIMINATE ON THE BASIS OF AGE, RACE, CREED, SEX OR ABILITY TO

JSA . ’ Schedule H (Form 980) 2009
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LERRYR  Supplemental Information

Complete this part to provide the following information.

1 Provide the description required for Part I, line 3c; Part |, line 6a; Part |, line 7g; Part |, line 7, column (f); Part |, line. 7; Part 1l
line 4; Part IHl, line 8; Part lll, line 9b, and Part V, See Instructions.

2 Needs assessment. Describe how the organization assesses the health care needs of the communities it serves.

3 Patient sducation 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 charity care policy.

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

" 5 Community building activities. Describe how the organization's community building activities, as reported in Part Il, promote
the health of the communities the organization serves.

6 Provide any other Information important to describing how the organization’s hospitals 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.).

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

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

COLLECTION PROCESS. THE ORGANIZATIOIE_%Y_BLEQPE:_S_T__TLIEE_:_E%E‘EEFT T™
ASSISTANCE. THE ACCOUNT WILL NOT BE FORWARDED FOR COLLECTION DURING
KERNAN PHYSICAL THERAPY AT TIMONIUM CEASED OPERATIONS ON MAY 28, 2010.

QUTREACH AND ADVOCACY STRATEGIC PLAN, DEVELOPED IN FY 2006, HELPED TO

LAY THE FOUNDATION OF KERNAN'S COMMUNITY OUTREACH INITIATIVES. OTHER

188 Schedule H {(Form 990) 2009
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Supplemental Information
Complete this part to provide the following informaticn.
1 Provide the description required for Part I, line 3¢; Part |, line 6a; Part |, line 7g; Part |, line 7, column (f); Part I, line 7; Part 1lI,
line 4; Part 1ll, line 8; Part lll, line 9b, and Part V. See Instructions.

2 Needs assessment. Describe how the organization assesses the heaith care needs of the communities it serves.

3 Patient education of eliglbility 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 charity care policy.

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

5 Community building activities. Describe how the organization's community building activities, as reported in Part I, promote
the health of the communities the organization serves.

6 Provide any other information important to describing how the organization's hospitals or olher 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.).

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

8 |f applicable, identify alf states with which the organization, or a related organization, files a community benefit raport.

i BRAIN INJURY ASSOCIATION OF MARYLAND

_____THE UNIVERSITY OF MARYLAND MEDICAL CENTER (UMMC), IN CONJUNCTION WITH ____________

NEEDS. LOCAL, STATE, AND FEDERAL ASSESSMENTS AND REPORTS ARE

UTILIZED TO ADDRESS AND PRICORITIZE COMMUNITY NEEDS. THE PRIMARY

PRODUCED BY THE BALTIMORE CITY HEALTH DEPARTMENT. THIS REPORT

JsA Schedule H (Form 990) 2009
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E1aq'%l  Supplemental Information :

Complete this part to provide the following information.

1

Provide the description required for Part 1, line 3c¢; Part |, line 6a; Part |, line 7g; Part |, line 7, column (f); Part |, line 7; Part 1,
line 4; Part lll, line 8; Part II1, line 9b, and Part V. See Instructions.
Needs assessmenf. Describe how the organization assesses the health care needs of the communities it serves.

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

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

Community building activities. Describe how the organization's community building activities, as reported in Part I, promote
the health of the communities the organization serves.

Provide any other information important to describing how the organization's hospitals or other health care facilities further its exempt
purpose by promoting the health of the community (e.9., open medical staff, community board, use of surplus funds, etc.).

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.

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

OUTLINES BALTIMORE'S PREVALENCE ON EIGHT MAJOR HEALTH CATEGORIES AS

THIS YEAR. THE BALTIMORE CITY'S HEALTH DISPARITIES REPORT CARD WAS

FALL '09 SEASON), US DEPT OF HEALTH AND HUMAN SERVICES, AND LOCALLY

IN 2008, THE MARYLAND HOSPITAL ASSOCIATION CONDUCTED A MARYLAND

JSA

Schedute H {Form 990) 2009
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i:I48%0 Supplemental Information
Complete this part to provide the following information.

1 Provide the description required for Part |, line 3c; Part |, ling 6a; Part |, ling 7g; Part §, line 7, column (f); Part |, line 7; Part Il
line 4; Part ll, line 8; Part lli, line 9b, and Part V. See Instructions.

2 Needs assessment. Describe how the organization assesses the health care needs of the communities it serves.

3 Patient sducation 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 charity care policy.

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

5 Community building activities. Describe how the organization's community building activities, as reported in Part Il, promote
. the health of the communities the organization serves.

8 Provide any other information important to describing how the organization's hospitals 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.).

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

8 [f applicable, identify all states with which the organization, or a related organization, files a community benefit report.

TOP PRIORITIES. THIS TYPE OF SURVEY GIVES AN INITIAL INSIGHT INTO

DECISION MAKER FROM JUNE 10 THROUGH JULY 1, 2005. THESE INTERVIEWS

WERE CONDUCTED WITH RESIDENTS IN A NUMBER OF ZIP CODES. THE SURVEY

_____AND NEEDS OF THE COMMUNITY SERVED BY UMMC., MANY OF THESE RESIDENTS
BALTIMORE CITY HEALTH STA?USmBE?ORT) INCLUDE THE FOL%QWE@@_PEADING
RESPIRATORY DISEASE, AND DIABETES. MARYLAND'S HEALTH NEEDS ARE

JSA Schedule H (Form $90) 2009

$E1287 1.000
JS1083 2502 . vV 09-9.3 523418



3 D

Vi A

Scheduls H (Form 960) 2000 52-0591639 Page 4
=Tl Supplemental Information

Complete this part to provide the following information.
/

1

Provide the description required for Part |, line 3c; Part |, line Ba; Part |, line 7g; Part |, line 7, column (f); Part |, line 7; Part Il
ling 4; Part Ill, line 8; Part [Il, line 9b, and Part V. See Instructions. )

2 Needs assessment, Describe how the organization assesses the health care needs of the communities it serves.

(-]

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 charity care policy.

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

Community building activities. Describe how the organization's community building activities, as reported in Part I, promote
the health of the communities the organization gerves.

Provide any other information important to describing how the organization's hospitals 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.).

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.

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

ABUSE. CHILDHCOD AND ADULT OBESITY AND SMCKING CONTRIBUTE

CHRONIC DISEASE RISK FACTORS. THEREFORE, MUCH CURRENT UMMC COMMUNITY

CONSUMERS' HEALTH STATUS WERE STROKE, DIABETES, HIGH BLOOD PRESSURE

OTHERS IN UMMS' COMMUNITY OUTREACH EFFORTS TO INFORM COMMUNITY

J8A
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Supplemental Information
Complete this part to provide the following information.
1 Provide the description required for Part |, line 3¢; Part |, line 8a; Part |, line 7g; Part I, line 7, column (f); Part |, line 7; Part lil,
line 4; Partlli, line 8; Part IIl, line 9k, and Part V. See Instructions.
2 Needs assessment, Describe how the organization assesses the health care needs of the communities it serves.

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

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

§ Community building activities. Describe how the organization's community building activities, as reported in Part Il, promote
the health of the communities the organization serves.

6 Provide any other information important to describing how the organization's hospitals 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.).

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

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

-]

THERE ARE POSTERS & INFORMATICNAL LETTERS POSITIONED THROUGHOUT THE

FACILITY. 1IN ADDITION, DURING THE PATIENT'S STAY, THE ADMISSION

CHARITABLE PROGRAMS. EACH INPATIENT IS ASSIGNED A CASE MANAGER

DURING THEIR STAY FOR DISCHARGE PLANNING, WHICH INCLUDES AN

PROCESS. THIS INFORMATION IS ALSO AVAILABLE TO ANY INQUIRING

PROVIDED WITH EACH HOSPITAL BILLS (MARYLAND SUMMARY BILLS & PATIENT

STATEMENTS) . THIS SHEET INCLUDES THE FOLLOWING STATEMENTS : (1)THE

FACILITY PROVIDES HEALTHCARE SERVICES TO THOSE IN NEED REGARDLESS OF

AN INDIVIDUAL'S ABILITY TO PAY, (2) THE FACILITY WILL WORK WITH THE

RESOURCES (3) THE FACILITY PROVIDES ASSISTANCE WITH ENROLLMENT FOR

PUBLICLY FUNDED ENTITLEMENT PROGRAMS. 1IN ADDITION, PATIENTS ARE

INFORMED THAT THEY MAY QUALIFY FOR FREE OR REDUCED COST OF MEDICALLY

______________________________________________________________________________ e

JSA Schedule H (Form 890} 2009
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‘Schedule H (Form 990) 2009 52-0591639 Page 4
EETE RN Supplemental Information

Complete this part to provide the following information.

1

Provide the description required for Part |, line 3c; Part |, line 6a; Part |, line 7g; Part |, line 7, column (f); Part |, line 7; Part ill,
line 4; Part lil, line 8; Part Ili, line b, and Part V. See Instructions.
Needs assessment. Describe how the organizafion assesses the health care needs of the communities it serves.

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

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

Community bullding activities. Describe how the organization's community building activities, as reported in Part Il, promote
the health of the communities the organization serves.

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

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

if applicable, identify all states with which the organization, or a related organization, files a community benefit report.

NECESSARY CARE,

_____________________________________________________________________ e e ——

LASTLY, THE SELF PAY TEAM AT PATIENT FINANCIAL SERVICES PROVIDES

THEIR SERVICES. 1IN ADDITION, THE CUSTOMER SERVICE TEAM ADVISES AND

COORDINATES EFFORTS WITH SELF PAY TEAM, FOR ANY PATIENT/GUARANTOR

“JBA
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ETRAY%N  Supplemental Information

Complete this part to provide the follewing information.

1

Provide the description required for Part I, line 3c; Part |, line 6a; Part |, line 7g; Part |, line 7, column (f, Part |, line 7; Part I,
line 4; Part1ll, line 8; Part Il line 9b, and Part V. See Instructions.
Needs assessment. Describe how the organization assesses the health care needs of the communities it serves.

Patlent aducation 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 charity care policy.

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

Community building activities, Describe how the organization's community building activities, as reported in Part Il, promote
the health of the communities the organization serves.

Provide any other information important to describing how the organization's hospitals 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.).

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

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

COMMUNITY INFORMATION:

SURGERY, PRIMARILY CRTHOPAEDICS, FOR 115 YEARS.

A MEMBER OF THE UNIVERSITY OF MARYLAND MEDICAL SYSTEM {(UMMS), KERNAN

PATIENTS THROUGHOUT THE STATE OF MARYLAND. KERNAN IS A PRIVATE,

BALTIMORE COUNTY, KERNAN HOSPITAL IS DEDICATED TO REACHING OUT TO THE

JSA
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SETSRYE  Supplemental Information

Complete this part to provide the following information.

1

Provide the description required for Part |, line 3¢; Part |, line 6a; Part |, line 7g; Part |, line 7, column {f}; Part I, line 7; Part Ill,
line 4; Part lll, line 8; Part lll, line 8bh, and Part V. See Instructions.

2 Needs assessment. Describe how the organization assesses the health care needs of the communities it serves.

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 charity care policy.

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

Community building activities. Describe how the organization's community building activities, as reported in Part I, promote
the health of the communities the organization serves. '

Provide any other information important to describing how the organization's hospitals or other health care facilities further its exempt
purpose by promoting the health of the community (e 9., open medical staff, community board, use of surplus funds, etc.).

If the otganization 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.

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

RESIDENTS, NURSING AND PHYSICAL AND OCCUPATIONAL THERAPY STUDENTS.

HOSPITAL FOR ELECTIVE PROCEDURES. PATIENTS REQUIRING RFHABILITATIVE

IN~-PATIENT ADMISSIONS: 3,257

SURGERIES: 5,578

OUTPATIENT VISITS: 72,440

DURING FY 2010, NEARLY 34 PERCENT OF BALTIMORE CITY PATIENTS

JSA
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_Supplemental Information
Complete this part to provide the following information.
1 Provide the description required for Part |, line 3¢; Part |, line 6a; Part |, line 7g; Part |, line 7, column (f); Part |, fine 7; Part IIf,
line 4; Part 1, line 8; Part lli, line b, and Part V. See Instructions.
2 Needs assessment. Describe how the organization assesses the health care needs of the communities it serves.

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 charity care policy. .

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

5 Community building activities. Describe how the organization's community building activities, as reported in Part lI, promote
the health of the communities the organization serves.

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

7 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.

8 If applicable, identify all states with which the organization, or a related organiza'tion, files a community benefit report.

STATEWIDE, APPROXIMATELY 24 PERCENT OF THOSE NEEDING POST-ACUTE

ACCORDING TO THE U.S. CENSUS BUREAU, IN 2000 THE STATE OF MARYLAND

NUMBER BEING ADULTS. CAUCASIONS COMPRISED 64 PERCENT, BLACK OR

PERCENT. THE REMAINING SOCIAL MAKEUP IS COMPRISED OF ASIAN, AMERICAN

INDIAN, WATIVE HAWAIIAN/PACIFIC ISLANDERS AND OTHER RACES.

ACCORDING TO 2010 POPULATION ESTIMATES BY CLARITAS - NIELSEN COMPANY,

BALTIMORE CITY'S POPULATION WAS AT 634,206. ACCORDING TO THE 2010

POPULATION ESTIMATE AGAIN FROM CLARITAS - NIELSEN COMPANY, AFRICAN =~
LATINO REPRESENTING 2.8%. THE REMAINING RACIAL MAKEUP IS COMPRISED

JSA Schedule H (Form 990) 2009
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CEIAYE  Supplemental Information

Complete this part to provide the following information.

1

Provide the description required for Part |, line 3¢; Part |, line 6a; Part 1, line 7g; Part |, line 7, column (f); Part §, line 7; Part Ilj,
line 4; Part lll, line 8; Part I, line 9b, and Part V. See Instructions.

2 Needs assessment. Describe how the organization assesses the health care needs of the communities it serves.

3 Patlent education of eligibility for assistance. Descripe 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 charity care policy.

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

Community building activities. Describe how the organization's community building activities, as reported in Part I, promote
the health of the communities the organization serves.

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

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.

if applicable, identify all states with which the organization, or a related organization, files a community benefit report.

FORTY-SIX PERCENT OF BALTIMORE CITY HOUSEHOLDS REPORTED AN INCOME OF

STATEWIDE, 20% OF HOUSEHOLDS REPCRTED AN INCOME IN THIS RANGE. THE

$39,366; APPROXIMATELY HALF OF THE STATEWIDE MEDIAN INCOME WHICH IS

CONSIDERED "BELOW POVERTY" IF THEIR ANNUAL INCOME WAS LESS THAN

$21,027. THREE TIMES AS MANY FAMILIES LIVING IN BALTIMORE CITY HAD AN

IN 2007. MORE THAN THREE-QUARTERS OF BALTIMORE CITY RESIDENTS OF ALL

RACES WERE ABOVE THE POVERTY LEVEL, HOWEVER, AFRICAN AMERICAN

IN 2006, HEART DISEASE, CANCER AND CEREBRCVASCULAR DISEASE WERE THE

Schedule H {Form 980) 2009
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ETia%l  Supplemental Information

Complete this part to provide the following information.

1

Provide the description required for Part |, line 3¢; Part |, line 8a; Part |, line 7g; Part |, line 7, column (f); Part |, line 7; Part I,
line 4; Partlll, line 8; Part lll, line 8b, and Part V. See Instructions.
Needs assessment. Describe how the organization assesses the health care needs of the communities it serves.

Patient education of eligibility for assistance. Descrive 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 charity care policy.

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

Community bullding activities. Describe how the organization's community building activities, as reported in Part |, promote
the health of the communities the organization serves.

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

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.

If applicablé. identify all states with which the organization, or a related organization, files a community benefit report.

TOP THREE LEADING CAUSES OF DEATH IN BALTIMCRE CITY AND NATIONWIDE.

THERE WERE 7,017 DEATHS AMONG BALTIMORE CITY RESIDENTS, RESULTING IN

AN ALL-CAUSE MORTALITY RATE OF 1083.4 PER 100,000. THERE WERE 3,554

. ALL DEATHS IN BALTIMORE CITY. AMONG RACE/ETHNIC GROUPS, AFRICAN

STATEWIDE. SOURCE: 2008 BALTIMORE CITY HEALTH STATUS REPORT

ADAMS COWLEY SHOCK TRAUMA CENTER, OR OTHER ACUTE CARE HOSPITALS

JSA
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Supplemental Information
Complete this part to provide the following information.
1 Provide the description required for Part |, line 3¢; Part |, line 6a; Part |, line 7g; Part |, line 7, column {f); Part |, line 7; Part I,
line 4; Part lll, line 8; Part lll, line 9b, and Part V. See Instructions.
2 Needs assessment. Describe how the organization assesses the health care needs of the communities it serves. -

3 Patient education of eligibllity 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 charity care policy.

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

5 Community building activities. Describe how the organization's community building activities, as reported in Part |l, promote
the health of the communities the organization serves.

6 Provide any other information important to describing how the organization's hospitals 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, stc.).

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

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

32-BED UNITS, DEDICATED TO SPINAL CORD INJURED, TRAUMATIC BRAIN

INJURED, STROKE AND COMPREHENSIVE MEDICAL REHABILITATION. EACH UNIT

OF NURSING, PHYSICAL THERAPY, OCCUPATIONAL THERAPY, SPEECH THERAPY,

THERAPEUTIC RECREATIONAL, CASE MANAGEMENT AND DIETARY, AS WELL AS

UROLOGY. IN ADDITION, ORTHOPAEDIC SERVICES SUCH AS TOTAL JOINT

MEDICINE PROCEDURES-ARE PROVIDED. KERNAN IS ALSO HOME TO A PAIN

MANAGEMENT CENTER, AND A CENTER FOR INTEGRATIVE MEDICINE. OVER THE

PAST 10 YEARS, KERNAN HAS PROVIDED INPATIENT SERVICES TO NEARLY

THE HOSPITAL ALSQO PROVIDES A COMPLETE DENTAL PRACTICE, INCLUDING NINE

TREATMENT AREAS FOR GENERAL AND PEDIATRIC DENTISTRY. IN ADDITION TO

THE RECEPTION AND BUSINESS AREAS, THE SUITE ALSO INCLUDES AREAS FOR

A SPECIAL MISSION OF THE KERNAN DENTAL SERVICE IS TO SERVE CHILDREN
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CEVIRYN Supplemental Information !

Complete this part to provide the following information.

1

Provide the description required for Part |, line 3c; Part |, line 8a; Part I line 7g; Part |, line 7, column (f};, Part |, line 7; Part |1,
line 4; Part lIl, line 8; Part I, line 8b, and Part V. See Instructions.
Needs assessment, Describe how the organization assesses the health care needs of the communities it serves.

Patient education of sligibility 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 charity care policy.

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

Community building activities. Describe how the organization's community building activities, as reported in Part Il, promote
the health of the communities the organization serves.

Provide any other information important to describing how the organization's hospitals 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.).

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.

if applicable, identify all states with which the organization, or & related organization, files a community benefit report.

AND ADULTS WHO HAVE LIMITED ACCESS TO ORAL HEALTH CARE IN THE

CAN MAKE EVEN ROUTINE CARE DIFFICULT, SOMETIMES REQUIRING THE USE OF

CHALLENGE OF TREATING THIS SPECIAL GROUP OF PEOPLE. STAFF VISITS

AREA SCHOOLS TO INSTRUCT STUDENTS ON ORAL CARE, AS WELL AS

DURING FY 2010, THE DENTAL CLINIC SAW 11,203 PATIENTS AND PERFORMED

KERNAN PROVIDES EDUCATION, SERVES AS AN ADVOCATE AND SUPPORTS THE

DISABILITY POPULATIONS WITHIN ITS CONTINUUM OF CARE, DURING FY 2010,

INJURY, STROKE, SPINAL CORD INJURY, AMPUTEE, CAREGIVERS', TOTAL

JOINT, AND TRAUMA SURVIVORS' PROGRAMS.

JsA
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Supplemental Information
Complete this part to provide the following information.
1 Provide the description reguired for Part |, line 3c; Part |, line 6a; Part |, line 7g; Part |, line 7, column {f); Part |, line 7; Part IIl,
line 4; Part I, line 8; Part Ill, line 9b, and Part V. See Insiructions.
2 Needs assessment. Describe how the organization assesses the health care needs of the communities it serves.

3 Patient aducation 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 charity care policy.

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

5 Community building activities. Describe how the organization's community building activities, as reported in Part Il, promote
the health of the communities the organization serves.

6 Provide any other information important to describing how the organization's hospitals 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.).

7 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.

8 If applicable, identify all states with which the organization, or a related organizaticn, files a community benefit report.

IN' ADDITION TO SUPPORT GROUPS, PHYSICAL SPACE WAS PROVIDED WITHIN THE
n WOMEN EMBRACING ABILITIES NOW, A MENTORING PROGRAM FOR WOMEN
WELL. DENTAL EDUCATION WAS PROVIDED TO DICKEY HILL ELEMENTARY SCHOOL
HEALTH FAIR. HIGH SCHOOL STUDENTS IN HOWARD COUNTY AT HAMMOND HIGH
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GEARIE  Supplemental Information

Complete this part to provide the following information.

1

Provide the description required for Part |, line 3¢; Part |, line 6a; Part |, line 7g; Part |, line 7, column {f); Part |, line 7; Part Il
line 4; Part lIl, line 8, Part I}, line b, and Part V. See Instructions.

2 Needs assessment. Describe how the organization assesses the health care needs of the communities it serves.

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 charity care policy.

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

5 Community building activities. Describe how the organization's community building activities, as reported in Part Il, promote
the health of the communities the organization serves, _

6 Provide any other information important to describing how the organization's hospitals 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.).

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

8 If applicable, identify all states with which the organization, or a related crganization, files a community benefit report.

DICKEY HILL ELEMENTARY/MIDDLE SCHOOL LEARNED ABOUT HEALTH CARE
___CAREERS THROUGH ACTIVITIES OF KERNAN STAFF AT THOSE SCHOOLS.
ADDITIONALLY, HEALTH CARE DENTAIL SCREENINGS AND B%gEE%gE_g%f@EF ____________
_ LESSON ARE TWO EVENTS HELD ANNUALLY AT DICKEY HILL @E@@@@T&B};Eﬁp ________
MIDDLE SCHOOL. STUDENTS ALSCO LEARNED ABQUT HEALTH CAREERS DURIggHEEE__
___TAKE YOUR CHILD TO WORK DAY. _
CLINICAL EDUCATION AND MENTORING OF FUTUgg gg&gzgﬂg&g@_EBQF§§§E9§§E§ _______
WAS PROVIDED TO NUMEROUS COLLEGE AND UNIVERSITY STUDENTS IN THE
FIELDS OF QCCUPATIONAL THERAPY, PHYSICAL THERAPY, SPEECH LANGUAGE _
PATHOLOGY, DENTAL, NURSING AND MEDICINE. é?BEEIIEHEE§E§§B§_E§P _______________
MEDICAL RESIDENTS WERE ALSC PROVIDED TO AREA HIGH Sgﬁgngi_Eyp __________
PROVIDED PRE-SEASON SPORTS PHYSICALS., .
COMMUNITY INTEGRATION AND ADAPTIVE LEISURE OPPORTUQEE{@%_@?EF _____________
PROVIDED THROUGH COLLABORATIVE INITIATIVES WITH BALTIMORE MUNIE}E&E____
GOLF CORPORATION AND BALTIMORE CITY PARKS AND RECREATION-THERAPEUTIC
RECREATION DIVISION. KERNAN HOSTED ITS OWN ADAPTED SPORTS FESTIVAL _  _  _  ___ _
TO SHOWCASE ADAPTED SPORTS OPPORTUNITIES FOR BOTH E&EE@@T§_9§EL23¥€ _______
- Schadule H (Form 890) 2009
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Supplemental Information
Complete this part to provide the following information.
1 Provide the description required for Part |, line 3¢; Part |, line 6a; Part |, line 7g; Part |, line 7, column (f); Part |, line 7; Part Il
Iine 4: Part lll, line 8; Part Ill, line 9b, and Part V. See Instructions.

2 Needs assessment. Describe how the organization assesses the heaith care needs of the communities it serves.

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 aorganization's charity care policy.

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

5 Community building activities. Describe how the organization's community building activities, as reperted in Part 1l, promote
the health of the communities the organization serves.

8 Provide any other information important to describing how the organization's hospitals 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.).

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

8 if applicable, idehtify all states with which the organization, or a related organization, files a community benefit report.

COMMUNITY .

__DISABILITY POPULATIONS WITHIN ITS CONTINUUM OF CARE. DURING FY 2010, _
JOINT, AND TRAUMA SURVIVORS' PROGRAMS.
IN ADDITION TO SUPPORT GROUPS, PHYSICAL SPACE WAS PROVIDED WITHIN THE
" MONTHLY MEETING SPACE FOR THE FRANKLINTOWN COMMUNITY
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Supplemental Information
Complete this part to provide the following information.
1 Provide the description required for Part |, fine 3¢; Part |, line 6a; Part |, line 7g; Part |, line 7, column (f); Part |, line 7; Part Ill,
line 4; Part lll, line 8; Part Ill, line 8b, and Part V. See Instructions.
2 Needs assessment. Describe how the organization assesses the health care needs of the communities it serves.

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 sligibility for assistance under federal, state, or local government programs or under
the organization's charity care policy,

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

5 Community building activities. Describe how the organization's community building activities, as reported in Part I, promote
the health of the communities the organization serves.

6 Provide any other information important to describing how the organization's hospitals 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.}.

7 If the organization is part of an affilated health care system, describe the respeclive roles of the organization and its affiliates
in promoting the health of the communities served.

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

RESPONDING TO THE NEED TO HEALTHCARE EDUCATION AND CAREER AWARENESS,

WELL, DENTAL EDUCATION WAS PROVIDED TO DICKEY HILL ELEMENTARY SCHOOL

HEALTH FAIR. HIGH SCHOOL STUDENTS IN HOWARD COUNTY AT HAMMOND HIGH

SCHOCL, MT. HEBRON HIGH SCHOOL, AND FOLLY QUARTER MIDDLE SCHOOL AND

BALTIMORE COUNTY STUDENTS FROM RANDALLSTOWN, MILFORD MILL AND

HEREFORD HIGH SCHOOLS, AS WELL AS BALTIMORE CITY PARTNER SCHOOL

LESSON ARE TWO EVENTS HELD ANNUALLY AT DICKEY HILL ELEMENTARY AND

MIDDLE SCHOOL. STUDENTS ALSQO LEARNED ABQUT HEALTH CAREERS DURING THE

FIELDS OF OCCUPATIONAL THERAPY, PHYSICAL THERAPY, SPEECH LANGUAGE

PATHOLOGY, DENTAL, NURSING AND MEDICINE. ATHLETIC TRAINERS AND
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ERAUE  Supplemental Information )

Complete this part to provide the following information.

1

Provide the dascription required for Part |, line 3c; Part |, line 6a; Part |, line 7g;, Part |, line 7, column {f), Part |, line 7; Part ilI,
ling 4; Partill, line 8; Part Il1, line 8b, and Part V. See Instructions.

2 Needs assessment, Describe how the organization assesses the health care needs of the communities it serves.

-

Patient education of eligibility for assistance. Describe how the erganization informs and educates patienis 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 charity care policy.

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

Community building activities. Describe how the organization's community building activities, as reported in Part Il, promote
the health of the communities the organization serves.

Provide any other information important to describing how the organization's hospitals 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.).

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.

If applicable, identify all states with which the organization, or a related organization, files a community benefit réport.

MEDICAL RESIDENTS WERE ALSO PROVIDED TO AREA HIGH SCHOOLS, AND

RECREATION DIVISION. KERNAN HOSTED ITS OWN ADAPTED SPORTS FESTIVAL

ANNUAL GOALS AND ACTIVITIES., COMMUNITY OUTREACH INITIATIVES,

COMMUNITY, AND THE DISABILITIES TREATEP AT KERNAN WERE HELD. THESE

o o e o ot Lt 8 o Pt T o o e e e e ke e T T T T e A A A —————— e
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YRRl Supplemental Information

Complete this part to provide the following information.

1

Provide the description required for Part |, line 3(_:; Part I, line 6a; Part |, line 7g; Part |, line 7, column {f); Part |, line 7; Part Il
line 4; Part Il1, line 8; Part Ill, line b, and Part V. See Instructions.
Nesds assessment. Describe how the organization assesses the health care needs of the communities it serves.

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 charity care policy.

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

Community bullding activities. Describe how the organization's community building activities, as reported in Part I, promote
the health of the communities the organization serves.

Provide any other information important to describing how the organization's hospitals 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 surpius funds, etc.).

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.

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

COMMUNITY GROQUPS

J8A

Schedule H {Form 890} 2009
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Schedule H (Form 990} 2008 52-0591639 Page 4
ETRRYE  Supplemental Information

Complete this part to provide the following information.

1 Provide the description required for Part |, line 3¢; Part |, line 6a; Part |, line 7g; Part |, line 7, column (f); Part |, line 7; Part I,
line 4; Part lll, line 8; Part lll, line 9b, and Part V. See Instructions.

2 Needs assessment. Describe how the organization assesses the health care needs of the communities it serves.

3 Patlent education of seligibility for assistance. Describe how the organization informs and educales 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 charity care policy.

4 Community Information. Describe the community the organization serves, taking inte account the geographic area and
demographic constiluents it serves.”

5 Community building activities. Describe how the organization's community building activities, as reported in Part Il, promote
the health of the communities the organization serves.

6 Provide any other information important to describing how the organization's hospitals or other heaith 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.).

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

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

______ CORPORATE/NON-PROFIT GROUPS
___BALTIMORE MUNICIPAL GOLF CORPORATION .
___BALTIMORE CITY DEPARTMENT OF PARKS & RECREATION - THERAPREUTIC

_ PIVISIQE_______________________________________________________________________________
HOWARD COUNTY YOUTH PROGRAMS
THE BRAIN INJURY ASSOCIATIOKLE&i}@g@{E&gQ ______________________________________________
ARTHRITIS FOUNDATION OF MARYLAND . .

______ OO M, o ———— e

______ BALTIMORE ADAPTIVE RECREATION AND SPORTS

____MULTIPLE SCLEROSIS SOCIETY OF MARYLAND
___BOY SCOUTS OF AMERICA-MARYLAND
__MARYLAND AMPUTEE ASSOCIATION

TKF FOUNDA@EQE _________________________________________________________________________
BALTIMORE COUNTY DEPARTMENT OF AGING

____AMERICAN RED CROSS

_____UNITED WAY OF CENTRAL MARYLAND e

____KERNAN'S LEADERSHIP CONSULTS WITH COMMUNITY LEADERS ON AN ONGOING = _

A Schadule H (Form 990) 2009
SE1287 1.000
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Scheduls H (Form 890) 2009 52-059163¢ Page 4
ETRY]  Supplemental Information '

Complete this part to provide the following information.
1 Provide the description required for Part |, line 3c; Part |, line 8a; Part |, line 7g; Part |, line 7, column (f}; Part I, line 7; Part I,

line 4; Part lll, line 8; Part Ili, line 8h, and Part V. See Instructions.

2 Needs assessment. Describe how the organization assesses the health care needs of the communiiies it serves.
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, siate, or local government programs or under
the organization's chariiy care policy.

4 Community information. Describe the community the organization serves, taking inte account the geographic area and

demographic constituents it serves.

5 Community building activities. Describe how the organization's community building activities, as reported in Part 1l, promote

the health of the communities the organization serves.

Provide any other information important to describing how the organization's hospitals 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.).

7 If the organization is part of an affiliaied health care system, describe the respective roles of the organization and its affiliates

in promoting the health of the communities served.

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

BASIS TO DETERMINE HOW BEST TO MEET THE NEEDS OF THEIR CONSTITUENTS

BOARD AND COMMISSIONS WITHIN THESE ORGANIZATIONS, PLUS SPONSORING OF
_AWARENESS, AND TOTAL JOINT EDUCATION. ANOTHER INITIATIVE - ADAPTED =~
ORTHOPAEDIC NURSES DURING COMMUNITY EVENTS. INDIVIDUALS EXPRESSED

Schodule H (Form 990) 2009
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Schedule H (Form 980) 2009 52-0591639 Page 4
CETRRYUN Supplemental Information
Complete this part to provide the fellowing information.

1 Provide the description required for Part |, line 3¢; Part |, line 6a; Part |, line 7a; Part |, line 7, column {f); Part |, line 7; Part IlI,
line 4; Part lll; line 8; Part Ill, line 9b, and Part V. See Instructions.

2 Needs assessment. Describe how the organization assesses the health care needs of the communities it serves.

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 charity care policy.

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

5 Community building activities. Describe how the organization's community building activities, as reported in Part Il, promote
the health of the communities the organization serves.

6 Provide any other information important to describing how the organization's hospitals or other heaith 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.).

7 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.

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

STAY AND RECOVERY MORE MEANINGFUL. THAT INFORMATION WAS PACKAGED AS

FIT AND AWARE OF SPORTS ABILITIES, DESPITE PHYSICAL IMITATIONS. THE
WATCHING OTHERS PARTICIPATE IN SPORTS. THE FE}_ED_B_A_C_IS_'EQ_E‘EEE':_FY_E_N_T_ ______

ALL STATES WHICH ORGANIZATION FILES A COMMUNITY BENEFIT REPORT:
JSA Schedule H (Form 990) 2009
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JS1083 2502 V 09-9.3 523418



) D

7 e

Schedule H (Form 980) 2009 52-0591639 Pege 4
ETaq'Y] Supplemental Information

Complete this part to provide the following information.

1

Provide the description required for Part |, line 3¢; Part I, line 6a; Pért I, line 7g; Part 1, line 7, column (f); Part |, line 7; Part |||
line 4; Partlll, line 8; Part Il line 9b, and Part V. See Instructions.
Needs assessment. Describe how the organization assesses the health care needs of the communities it serves.

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 charity care policy.

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

Community bullding activities. Describe how the organization's community building activities, as reperted in Part ||, promote
the health of the communities the organization serves.

Provide any other information important to describing how the organizaticn's hospitals or other health care facilities further its exempt
purpose by promoting the health of the community {e.g., epen medical staff, community board, use of surplus funds, etc.).

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.

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

JBA

Schedule H (Form 980) 2009
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SCHEDULE J ' Compensation Information | omB No. 1545-0047
For certain Officers, Directors, Trustees, Key Employees, and Highest g

{Form 990) Compensated Employees 2@0 9

p Complete if the organization answered "Yes" to Form 830, ;
Department of the Treasury Part IV, line 23. Open to Public
Internal Revenue Service P Attach to Form 890. P See separate Instructions. Inspection
Name of the organization Employer identiflcation number
THE JAMES LAWRENCE KERNAN HOSPITAL 52-0591639

Questlons 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 Ill to provide any relevant information regarding these items.
First-class or charter travel Housing allowance or residence for personal use
Travel for companions Payments for business use of personal residence
Tax indemnification and gross-up payments Heaith or social club dues or initiation fees
Discretionary spending account Personal services (e.g., maid, chauffeur, chef)

b If any of the boxes on {ine 1ais 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 lll to
2
2 Did the organization require substantiation prior to reimbursing or allowing expenses incurred by all

officers, directors, trustees, and the CEQ/Executive Director, regarding the iterns checked in line 1a?

3  Indicate which, if any, of the following the organization uses to establish the compensation of the
" organization's CEQ/Executive Director. Check all that apply.

Compensation committee - Written employment contract
Independent compensation consuliant 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 VII, Section A, line 1a, with respect to the filing
organization or a related organization:

a Receive a severance payment or change-of-control payment? | . L .. .. 0 i e e s e e e e

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

c Participate in, or receive payment from, an equity-based compensation arrangement?, . . . . ... .. .. ...
If "Yes" to any of lines 4a-c, list the persons and provide the applicable amounts for each itemn in Part lIl.

=2

Only section 501{c}(3) and 501(c){4) organizations must complete lines 5-9.
5§ For persons listed in Form 990, Part VI, Section A, line 1a, did the organization pay or accrue any
compensation contingent on ihe revenues of;
a The crganization?
b Any related organization?
~ If"Yes" to line 5a or bb, describe in Part Il
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:
8 THe OFGANZALIONT, | | L . L L\ttt sttt st s e ek e e e e e e e
b Anyrelated organizalion? | | . . . .t e e e it e ettt e et ettt e e,
If "Yes" to line 6a or 6b, describe in Part lll.
7  For persons listed in Form 980, Part VI, Section A, line 1a, did the organization provide any non-fixed
payments not described in lines 5 and 67 If "Yes," describe in Part 1, | . . . . . v it v s v e v et e een 7 X

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

imPartlll . . . . e e e e e 8 X
g If "Yes" to line 8, did the organization also follow the rebuttable presumption procedure described in
Regulations seclion 53.4958-6{C}? . . . . . . . . it eu i e s e e a e e e e w e s v ]
For Privacy Act and Paperwork Reduction Act Notice, see the Instructions for Form 930. Schedule J {Form 980) 2009
JSA
9E1290 2.000

JsS1083 2502 vV 09-9.3 523418



Schedule J (Form 880) 2009

52-0591639

Paga 2

Officers, Directors, Trustess, Key Employeas, and Highest Compensated Employees. Use Schedule J-1 if additional space is needed.

For each individual whose compensation must be reported in Schedule J, report compensalion from the organlzaticn on row (i) and from relatad organlzations, described in the
Instructions, on row (il}. Do not list any individuals that are not listed on Form 990, Part VIl

Note. The sum of columns (B){i)-{iii) must equal the applicable column (D) er column {E) amounts on Form 990, Part VI, line 1a.

{B) Breakdown of W-2 and/ar 109¢-MISC compensetlon

{C) Retirement and {D) Nontaxable {E) Tolal of columns {F) Compenssilon
{A)Nams (i) Base (i) Bonus & incentive (i} Other olher defemed banefils G- teporied In prior
coempensatlon compensation reporiable sompensation Form 960 or
cempensation Form 980-E2
(0] . o. L 04 o4 X R o4 0.
ROBERT A CHRENCIK m 891,638, 585, 000 9,032 151,615 18,817 1,656,102 0.
W) ____233,207) 54,9144 33,351, 34,720 13,427 381,619, 0.
MICHAEL R JABLONOVER (i) 0, 0, 0 0 0, ol T 0.
ml____ 164,885) - 26,880 14,7034 _ 6,543, 14,432, 227,443 0.
W W AUGUSTIN III i) 0, 0. 0. 0. 0, 0. ~©o.
ml____ 274,706 1 83,594 45,994 ¢ 8,789, 14,977, 428,060, 0,
JAMES ROSS i) 0. 0 0, 0 0 0.
Wl 138,379 11,3684 . 110 _____7.3054 15,742 72,703, 0.
NORBERT ROBINSON i) 0, 0. 0. 0. 0, 0. 0.
0] __“_“}ul}',l,ﬂa' 22,014 B 13,823, 4;,45}31 ,_kAg}.‘}JP}}_‘ ______ ]_.§§,918. 0.
CHRISTINE MARTIN ) 12 oy T [F 0 0, o[ i
).____1s51.952{ _ : 26,9314 ____ 24,423 ) ¢ 6,057, _____ 2,351 _ __ 211,714 0.
VALERIE SUMMERLIN {n 0. 0. 0. 0. 0, o] T 0.
o
i
o
{n
ol b e
(]} '
o e
)
o I I I _
[(])}
o V] o _ . _ Ao _
{mn
o b __] o o =
(L]
o e ] B
n
[ IS I (N R S I I
(]
Schadule J {(Form 080) 2008
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Schedule J (Form 880) 2008

52-0591639

Page 3

Supplemental Information

Complete this part to provide the information, explanation, or descriptions required for Part |, lines 1a,

for any additional information.

1b, 4¢, 5a, 5b, 6a, 6b, 7, and 8. Also complete this pad

HEALTH OR SOCIAL DUES

CAPPED AT $7,000,

SCHEDULE J, PART I, LINE 4B

§5,000 OR $3,000 DEPENDING ON JOB TITLE AS DESCRIBED IN

SUPPLEMENTAL, NONQULIFIED RETIREMENT PIL.

THE FOLLOWING INDIVIDUALS PARTICIPATE IN A

JBA

9E 1262 1.000
JS1083 2502

vV 09-9.3

523418

Schadule J {Form 890) 2009



Schedule J (Form 850) 2009

52-0591639

Pege 3

Supplemental Information

Complete this part to provide the information, explanation, or descriptions required for Part |, lines 1a, 1b, 4e, 5a, &b, Ga 6b, 7, and 8. Also complete this part

for any additional information.

IN ADDITION,

THE

FOLLOWING INDIVIDUALS BECAME VESTED IN OR RECEIVED

PAYMENTS FROM THE PLAN THAT HAVE BEEN REPORTED ON SCHEDULE J, PART II,

W.W. AUGUSTIN III

CHRISTINE E MARTIN

-$8,110

JSA

9E1202 1.000
JE1083

2502

vV 09-9.3

523418
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2009

Open to Public

SCHEDULE O
(Form 990)

Supplemental Information to Form 990

Complete to provide informathn for responses to specific questions on
Form 990 or to provide any additional information.

Department of the Treasury

Internal Revenue Service P Attach to Form 990, Inspection
Name of the organlzation Employer Identification numbar
THE JAMES LAWRENCE KERNAN HOSPITAL 52-0591639

ATTACHMENT 1

TAX EXEMPT BOND ISSUE

PART IV LINE 20

PURSUANT TO A MASTER LOAN AGREEMENT DATED JUNE 20, 1991 (THE "MASTER LOAN
AGREEMENT"), AS AMENDED, THE UNIVERSITY OF MARYLAND MEDICAL SYSTEM
CORPORATION (THE "CORPORATION") ANWND SEVERAL OF ITS SUBSIDIARIES HAVE
ISSUED DEBT THROUGH THE MARYLAND HEALTH AND HIGHER EDUCATION FACILITY
AUTHORITY (THE "AUTHORITY"). AS SECURITY FOR THE PERFORMANCE OF THE BOND
OBLIGATION UNDER THE MASTER LOAN AGREEMENT, THE AUTHORITY MAINTAINS A
SECURITY INTEREST IN THE REVENUE OF THE OBLIGORS. THE MASTER LOAN
AGREEMENT CONTAINS CERTAIN RESTRICTIVE COVENANTS. THESE COVENANTS REQUIRE
THAT RATES AND CHARGES BE SET AT CERTAIN LEVELS, LIMIT INCURRENCE OF
ADDITIONAL DEBT, REQUIRE COMPLIANCE WITH CERTAIN OPERATING RATIOS AND

RESTRICT THE DISPCOSITION OF ASSETS.

THE OBLIGATED GROUP UNDER THE MASTER LOAN AGREEMENT INCLUDES THE
CORPORATICN, UNIVERSITY SPECIALTY HOSPITAL, INC., THE JAMES LAWRENCE
KERNAN HOSPITAL, INC.,, MARYLAND GENERAL HOSPITAL, INC., BALTIMORE
WASHINGTON MEDICAL CENTER, INC,, SHORE HEALTH SYSTEM, INC., CHESTER RIVER
HEALTH SYSTEM, INC. AND THE UNIVERSITY OF MARYLAND MEDICAL SYSTEM
FOUNDATION, iNC. EACH MEMBER OF THE OBLIGATED GROUP IS JOINTLY AND
SEVERALLY LIABLE FOR THE REPAYMENT OF THE OBLIGATIONS UNDER THE MASTER
LOAN AGREEMENT OF THE CORPORATION'S $1,013,920£000 OF OUTSTANDING

AUTHORITY BONDS ON JUNE 36, 2010.

For Privacy Act and Paperwork Reduction Act Notice, see the Instructions for Form 990. Schedule O (Form 990) 2009
JSA
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Schedule O (Form 990) 2008 Page 2
Name of the organization Employer identlfication number
THE JAMES LAWRENCE KERNAN HOSPITAL 52-0591639

ATTACHMENT 1 (CONT'D)
ALL OF THE BONDS WERE ISSUED IN THE NAME OF THE UNIVERSITY OF MARYLAND

MEDICAL SYSTEM CORPORATICN AND ARE REPORTED ON SCHEDULE K OF ITS FORM

990.

MEMBERS AND STOCKHOLDERS

FORM 990, PART VI, SECTION A, LINES 6, 7A AND 7B

UNIVERSITY OF MARYLAND MEDICAL SYSTEM CORPORATICON (UMMS) IS THE SOLE
MEMBER OF JAMES LAWRENCE KERNAN HOSPITAL (JLK). UMMS MAY ELECT ONE OR
MORE BOARD MEMBERSE OF THE GOVERNING BODY AND ALL DECISIONS OF THE

GOVERNING BODY MUST BE APPROVED BY UMMS,

FORM 990 PREPARATION AND REVIEW PROCESS

FORM 990, PART VI, SECTION B, LINE 11

THE IRS FORM 990 IS PREPARED AND REVIEWED BY THE ACCOUNTING FIRM OF KPMG.
ACCOUNTING PERSONNEL IN FINANCE SHARED SERVICES AT THE UNIVERSITY OF

MARYLAND MEDICAL SYSTEM GATHER THE INFORMATION NEEDED TO COMPLETE THE

RETURN AND INPUT THE DATA INTO THE KPMG TAX ORGANIZER, WHICH IS A

WEB-BASED SYSTEM.

WHEN ALL DATA HAS BEEN ENTERED, THE INFORMATION IS SUBMIfTED TC KPMG FOR
IMPORTATION INTO THEIR TAX SOFTWARE. AT THIS POINT, KPMG STAFF MEMBERS
REVIEW THE DATA, ASK FOR ADDITIONAL INFORMATION IF NEEDED AND PREPARE THE
TAX RETURN. EACH RETURN IS REVIEWED AT SEVERAL LEVELS AT KPMG INCLUDING
THE TAX PARTNER. AFTER THEIR REVIEW PRCCESS, A DRAFT RETURN IS5 SENT TO

THE ACCOUNTING STAFF AT UMMS FOR AN IN-HOUSE REVIEW,

UPCN COMPLETION OF THE IN-HOUSE REVIEW, KPMG IS INSTRUCTED TO MAKE ANY

JSA Schedule O {Form 990) 2009
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Schedule O (Form 990) 2009 . Page 2
Name of the csganization Employer [dentiflcation number
THE JAMES LAWRENCE KERNAN HOSPITAL 52-0591639

‘ ATTACHMENT 1 (CONT'D)
NECESSARY CHANGES AND TO PREPARE THE FINAL TAX RETURN. THE FINAL RETURN

UNDERGOES ANOTHER REVIFW BY THE ACCCOUNTING STAFF AT FINANCE SHARED
SERVICES % 7 IS ALSO REVIEWED BY THE ACCOUNTING MANAGER, THE DIRECTOR OF

FINANCIAL REPORTING, THE VICE PRESIDENT OF FINANCE AND THE CFO, WHO SIGNS

THE RETURN.

PRIOR TO FILING THE IRS FORM 990, THE ORGANIZATION'S BOARD CHAIRMAN,
TREASURER, AUDIT COMMITTEE CHAIRMAN, EXECUTIVE COMMITTEE CHAIRMAN OR
OTHER MEMBER OF THE BOARD WITH SIMILAR AUTHORITY WILL REVIEW THE IRS FORM
990. AT THE DISéRETION OF THE REVIEWING BOARD MEMBER, SUCH MEMBER WILL
BRING ANY ISSUES OR QUESTIONS RELATED TO THE COMPLETED IRS FORM 990G TO
THE ATTENTION OF THE BOARD. NOTWITHSTANDING THE ABOVE, A BOARD
RESOLUTION IS NOT REQUIRED FOR THE FILING OF THE ORGANIZATION'S IRS FORM
990. EACH BOARD MEMBER IS PROVIDED WITH A COPY OF THE FINAL IRS FCRM 990

BEFCORE FILING.

CONFLICT OF INTEREST POLICY

FORM 990, PART VI, SECTION B, LINE 12C

THE ORGANIZATION'S OFFICERS, DIRECTORS, EMPLCYEES AND MEDICAL STAFF
MEMBERS, AS APPLICABLE, SHALL DISCLOSE CONFLICTS OF INTEREST OR POTENTIAL
CONFLICTS OF INTEREST BETWEEN THEIR PERSONAL INTERESTS AND THE INTERESTS
OF THE ORGANIZATION, dR ANY ENTITY CONTROLLED BY OR OWNED IN SUBSTANTIAL

PART BY THE ORGANIZATION.

A QUESTIONNATIRE WHICH DISCLOSES POTENTIAL CONFLICTS OF INTEREST IS
DISTRIBUTED ANNUALLY TO ALL OFFICERS, DIRECTORS AND KEY EMPLOYEES. THE

GENERAL COUNSEL OF THE UNIVERSITY OF MARYLAND MEDICAL SYSTEM CORPORATION

JSA Schedule O (Form 480) 2009
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Name of the organization Employer identification number
THE JAMES LAWRENCE KERNAN HOSPITAL 52-0591639

ATTACHMENT 1 (CONT'D}
{UMMSC) REVIEWS THE RESPONSES FOR UMMSC, UNIVERSITY SPECIALTY HOSPITAL

AND JAMES LAWRENCE KERNAN HOSPITAL. THE CEO OR CFO OF EACH OF THE OTHER
ENTITIES IN THE UNIVERSITY OF MARYLAND MEDICAL SYSTEM REVIEWS THE

RESPONSES FOR THOSE ENTITIES.

THE GENERAL COUNSEL, IN CONSULTATION WITH THE AUDIT COMMITTEE, IF
NECESSARY, WOULD DETERMINE IF A CONFLICT OF INTEREST EXISTED FOR UMMSC,
UNIVERSITY SPECIALTY HOSPITAL AND JAMES LAWRENCE KERNAN HOSPITAL. WITH.
RESPECT TO THE OTHER ENTITIES IN THE UNIVERSITY OF MARYLAND MEDICAL
SYSTEM, THE GENERAL COUNSEL MAY BE CALLED FOR CONSULT. IF SO, THE

GENERAL COUNSEL MAY CONSULT THE AUDIT COMMITTEE, IF NECESSARY.

WHENEVER A CONFLICT OR POTENTIAL CONFLICT OF INTEREST EXISTS, THE NATURE
OF THE CONFLICT OR POTENTIAL CONFLICT OF INTEREST MUST BE DISCLOSED IN
WRITING TO THE ORGANIZATION'S BOARD, BOARD COMMITTEE, AN OFFICER OF THE
ORGANIZATION OR OTHER APPROPRIATE EXECUTIVE. SUCH INDIVIDUAL HAVING A
POTENTIAL CONFLICT OF INTEREST SHALL, PLAY NO ROLE ON BEHALF OF THE
ORGANIZATION, OR ANY ORGANIZATION CONTROLLED OR SUBSTANTIALLY OWWED, IN

ANY TRANSACTION IN WHICH A CONFLICT EXISTS.

ALL INVITATIONS FOR BIDS, PROPOSALS OR SOLICITATIONS FOR:OFFERS INCLUDE
THE FOLLOWING PROVISION: ANY VENDOR, SUPPLIER OR CONTRACTOR MUST
DISCLOSE ANY ACTUAL OR POTENTIAL TRANSACTION WITH ANY ORGANIZATION
OFFICER, DIRECTOR, EMPLOYEE OR MEMBER OF THE MEDICAL STAFF, INCLUDING

FAMILY MEMBERS WITHIN FIVE DAYS OF THE TRANSACTION. FAILURE TO COMPLY

15A Schodule O (Form 920) 2009

9E1228 2,000
J81083 2502 Vv 09-9.3 523418



) )

o ) e
Schedule © (Form 990) 2009 Page 2
Name of the organization Employer Identification number
THE JAMES LAWRENCE KERNAN HOSPITAL 52-0591639

ATTACHMENT 1 (CONT'D}

WITH THIS PROVISION IS A MATERIAL BREACH OF AGREEMENT.

IN ADDITION, A BOARD DISCLOSURE REPORT IS FILED WITH THE MARYLAND HEALTH
SERVICES COST REVIEW COMMISSION ON AN ANNUAL BASIS SHOWING ANY BUSINESS

TRANSACTIONS BETWEEN THE BOARD MEMBERS AND THE ORGANIZATION.

EXECUTIVE COMPENSATION
FORM 990, PART VI, SECTION B, LINE 15
THE ORGANIZATION DETERMINES THE EXECUTIVE COMFPENSATION PAID TO ITS

EXECUTIVES IN THE FOLLOWING MANNER PRESCRIBED IN THE IRS REGULATIONS:

EXECUTIVE COMPENSATION PACKAGES ARE DETERMINED BY A COMMITTEE OF THE
BOARD THAT IS COMPOSED ENTIRELY OF BOARD MEMBERS WHO HAVE NC CONFLICT OF

2

INTEREST.

THE COMMITTEE ACQUIRES CREDIBLE COMPARABILITY MARKET DATA CONCERNING THE
COMPENSATION PACKAGES OF SIMILARLY SITUATED EXECUTIVES, THE COMMITTEE
CAREFULLY REVIEWS THAT DATA, THE EXECUTIVE'S PERFORMAMCE AND THE PROPOSED

COMPENSATION PACKAGES DURING THE DECISION MAKING PROCESS.

THE COMMITTEE MEMORIALIZES ITS DELIBERATIONS IN DETAILED MINUTES REVIEWED

AND ADOPTED AT THE NEXT-FOLLOWING MEETING.

THE COMMITTEE SEEKS AN OPINION OF COUNSEL THAT IT HAS MET THE

REQUIREMENTS OF THE IRS INTERMEDIATE SANCTIONS REGULATIONS.

THIS PROCESS IS USED TO DETERMINE THE COMPENSATION PACKAGES FOR ALL

JSA Schedule O (Form 990) 2009
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Schedule O {Form 990) 2009 ‘ Page 2
Name of the organization ! Employer identification number
THE JAMES LAWRENCE KERNAN HOSPITAL 52-0591639

ATTACHMENT 1 (CONT'D)

MANAGEMENT EMPLOYEES FROM THE VICE PRESIDENT LEVEL AND UP.

PUBLIC DISCLOSURE

FORM 990, PART VI, SECTION C, LINE 19

IN GENERAL, FINANCIAL AND TAX INFORMATICON RELATING TO THE ORGANIZATION IS
DEEMED PROPRIETARY AND NOT SUBJECT TO DISCLOSURE UPON REQUEST. HOWEVER,
SPECIFIC PROVISIONS OF FEDERAL AND STATE LAW REQUIRE THE ORGANIZATION TO
DISCLOSE CERTAIN LIMITED FINANCIAL AND TAX DATA UPON A SPECIFIC REQUEST
FOR THAT INFORMATION.

REQUESTS FOR FORM 990 AND FORM 1023:

A REQUESTOR SEEKING TQ REVIEW AND/OR OBTAIN A COPY OF THE ORGANIZATION'S
IRS FORM 990 OR FORM 1023 AS FILED WITH THﬁ INTERNAL REVENUE SERVICE,
INCLUDING ALL SCHEDULES AND ATTACHMENTS, MAY APPEAR IN PERSON OR SUBMIT A
WRITTEN REQUEST. THE MOST RECENT THREE YEARS OF IRS FORM 990 MAY BE
REQUESTED.

IF THE REQUESTER APPEARS IN PERSON, THE INDIVIDUAL IS DIRECTED TG THE
OFFICE QF THE CHIEF FINANCIAL OFFICER FOR THE ORGANIZATION AND THE FORM
990 AND/OR FORM 1023 ARE MADE AVAILABLE FOR INSPECTION. THE INDIVIDUAL
IS PERMITTED TO REVIEW THE RETURN, TAKE NOTES AND REQUEST A COPY. IF
REQUESTED, A COPY IS PROVIDED ON THE SAME DAY. A NOMINAL FEE IS CHARGED
FOR MAKING THE COPIES. THE ORGANIZATION MAY HAVE AN EMPLOYEE PRESENT
DURING THE PUBLIC INSPECTION OF THE DOCUMENT.

WRITTEN REQUESTS FOR AN ENTITY'S FORM 990 OR FORM 1023 ARE DIRECTED
IMMEDIATELY TO THE OFFICE OF THE CHIEF FiNANCIAL OFFICER FOR THE
ORGANIZATION. THE REQUESTED COPIES ARE MAILED WITHIN 30 DAYS OF THE
REQUEST. REPRODUCTION FEES AND MAILING COSTS ARE CHARGED.TO THE

REQUESTOR..

15A Schedule O {Form 990) 2009
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) )

A
Schedule O (Form 990) 2009 : Page 2
Name of the organlzation Employer identification numbar
THE JAMES LAWRENCE KERNAN HOSPITAL 52-0591639

ATTACHMENT 1 (CONT'D)

CONFLICT OF INTEREST POLICY AND GOVERNING DOCUMEMNTS:

‘IF THE GOVERNING DOCUMENTS AND CONFLICT OF INTEREST POLICY OF OUR
ORGANIZATION ARE SUBJECT TC THE FEDERAL PUBLIC DISCLOSURE RULES (OR STATE
PUBLIC DISCLOSURE RULES), THESE DOCUMENTS WILL BE MADE PUBLICLY AVATLABLE
AS APPLICABLE LAW MAY REQUIRE. OTHERWISE, THE GOVERNING DOCUMENTS AND
CONFLICT OF INTEREST POLICY WILL BE PROVIDED TO THE PUEBLIC AT THE

DISCRETION OF MANAGEMENT,

ATTACHMENT 2
990, PART VII- COMPENSATION OF THE FIVE HIGHEST PAID IND. CONTRACTORS

NAME AND ADDRESS DESCRIPTION OF SERVICES COMPENSATION

ARAMARK SERVICES INC FOOD SERVICES 1,396,943,
PO BOX 651009
CHARLOTTE, NC 28265

ARAMARK HEALTHCARE ENVIRONMTL SERVICES 484,693,
PO BOX 33170
NEWARK, NJ 07188

NAVIGANT CONSULTING INC CONSULTING SERVICES 447,892,
4511 PAYSPHERE CIRCLE
CHICAGO, IL 60674

MEDQUIST TRANSCRIPTION SERV 271,277,
PO BOX 10832
NEWARK, NJ 07193

D AND S TECHNICAL SERVICES REPATR AND MAINTENAN 242,061,
1919 FRAMES ROAD
BALTIMORE, MD 21222

TOTAL COMPENSATION 2,842,866.

LI

JSA Schedule O (Form 990) 2008
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I
i Related Organizations and Unrelated Partnerships GHE Ho. 10483047
Depariment of the Tressury » Gomplete if the organizallon answered "Yes” to Form 290, Part IV, ling 33, 34, 35, 36 or 37. Open to Punlic
Inteinal Revenua Service p Altach to Form 990, » Ses separate Instrustions. Inspection
Nama of the organfzatlon Employer ldentification number
THE JAMES LAWRENCE KERNAN HOSPITAL 52-0591629
m ldentification of Disregarded Enfities {Complete if the organization answered "Yes" on Form 990, Part IV, line 33.)
&) ®) {c) {d) {8} m
Name, address, and EIN of disregarded entity Primary activly Legal domicis (state Total Income Endof-yearassets | Direcl controliing
or foreign counlry) entity
KERNAN PHYSICAL THERAPY 52-2061788
2200 KERWAN DRIVE BALTIMORE, MD 21207 THERAPY MD 1,682,409. 244,504, N/A
Part il Identification of Related Tax-Exempt Organizations (Complete if the organization answered "Yes" on Form 990, Part IV, line 34 becauss it
had one or more related tax-exempt organizations during the tax year.)
(a} : ®) (o} =) o) [
Nama, address, end EIN of ralaled erganizallon Piimary aclivily Legal domicile {state | Exampt Code seclion | Public charily status |  Direol controliing
or foreign country) (if section 501 (c)(3Y) entity
BALTIMORE WASHINGTON EMERGENCY PHYS, INC 52-1756326 .
301 HOSPITAL DRIVE GLEN BURNIE, MD 21061 HEALTH CARE |MD 501 (C) (3} 11 BWMS
BALTIMORE WASHINGTON HEALTHCARE SERVICES 52-1830243
301 HOSPITAL DRIVE GLEN BURNIE, MD 21061 | HEALTH CARE |MD 501 (¢ (3311 BWMS
BALTIMORE WASHINGTON MEDICAL CENTER, INC 52-0689917
‘301 HOSPITAL DRIVE GLEN BURNIE, MD 21061 | HEALTH CARE |MD 501 (C) (3)}3 BWMS
BALTIMORE WASHINGTON MEDICAL SYSTEM, INC 52-1830242
301 HOSPITAL DRIVE GLEN BURNIE, MD 21061 | HEALTH CARE |MD 501 (C) {(3})]|11 UMMSC
BW MEDICAL CENTER FOUNDATION, INC. 52-1813656
301 HOSPITAL DRIVE GLEN BURNIE, MD 21061 | FUNDRAISING |MD 501 (C) (3) 11 BWMS
NORTH ARUNDEL DEVELOPMENT CQRPORATION 52-1318404
301 HOSPIFAL DRIVE GLEN BURNIE, ™MD 21061 | REAL ESTATE {MD 501 (C) (2) BWMS
NORTH COUNTY CORPORATION 52-1591355
F01 HOSPITAL DRIVE GLEN BURNIE, MD 21061 | REAL ESTATE |MD 501 (C} (2) BWMS
For Privacy Act and Paparwork Reductlon Act Notice, see the Instructions for Form 990, . Schedule R (Form 880) 2009
JSA

HE1307 2.000
J81083 2502 V'09-9.3 523418



Sehedule R {Form 890} 2009 52-0591639% Page 2
Identiication of Related Crganizations Taxable as a Partnership (Complets if the organization answered "Yes" on Form 990, Part IV, line 34
because it had one or more related organizations treated as a partnership during the tax year.)
(a) {b) fc) (d) (a) f (a) [h) ) 1]
Name, address, and EIN of Primary acliity Legal Direc coptialiing Predominant Share of {elal income Share of end-of-year | pipspnsew Code V-UBI General of
related organizalion domicile enlity '"“g{,l"rglgl‘*e'g“’d- assels ibtata? amount In box 20 of | maneging
{state or excluded from Schedule K-1 paner?
foreign tax &’.2‘.‘12’ (Form 10885)
count) '53132'5“) Yes| No Yeos] No
RRUNDEL PHYSICTANS ASSOCIATES, |
301 BOSPITAL DRIVE HEALTH CARE MD /A N/A
CENTRAL MARYEAND RADTOLOGY ONC
10710 CHARTER DRIVE HEALTH CARE MO /R N/A
CENTRAL MD REWABILITATION CENT)
22 SO0UTH GREEME STIRERT IHRALTH CARE MD W/ N/A
HELEN B. DENIT CANCER TREATHMEN/
22 S0UTH OGRBENB STRERT [HRALTH CARB MD LIES N/A
ISNOVATIVE HEALTH, LLC 521397 |
29165 CANVASBACK DRZ-\IB, SUTITE |[BILLING uo N/A /A
NORTH ARUNDEL PET CENTER, LLC |
301 HOSPITAL DRIVE HBALTH CARE HD N/ N/A
HOATH hRUNDEL SEHIOR LIVING, 1|
3101 HOSPITAL DRIVE HEALTHE CARE HD N /B N/h -
Identification of Related Organizations Taxable as a Gorporation or Trust (Complete if the organization answered "Yes" on Form 990, Part
" IV, line 34 because it had one or more related organizations treated as a corporation or frust during the tax year.)
{a} (b} {o) () (8) {1} (g) {h}
Name, address, and EIN of refated organizailon Primary aclivity Legal domicile Direcl controliing Type of enlity Shara of lotal Incoma Share of Parcanlage
{state or enlity {C comp, S corp, end-of-year asssls ovmership
foralgn country) or lrust)
ARUNDBL PHYSICIANS ASSOCIATES, INC. 52-1952645 |
* 301 HOSPITAL DRIVE GLEN BURNIE, MD 21061 [HBALTH CARE MD R/B C CORP
BRLTIMORE WASHINGTON HBALTH BNTERPRISES _ _ _92-1936656 |
301 HOSPITAL DRIVE GLEN iiURNIB, MD 21061 [EEALTE CARE MD il /A C CORP
BN PROPESSIONAL SBRVICRS, INC, $2-1655640 |
':;'uﬁl(HosP]TM. DRIVE GLEN BURNIE, MD 21061 HEALTH CARE MD IN/B C CORP
COUNCIL OF URLT OWNERS OF MD BN PC 52-1881126 |
827 LINDEN AVENUR BALTIMORE, MD 21201 REAL ESTATE HD M/R IC CORP
SHORE HEALTH ENTERFRISES, INC. 52-1363201 |
219 30UTH WASHINGTON STREBET BASTON. D 21601 REBL, BSTATE MD /n |C CORP
URIVERSITY LITHOTRIPTER, INC. 52-1as1021 |
2:; SOUTH GREENE STREET BALTIMORE, MD 21201 HEALTH CARR MD H/A C CORP
UMMS SBLF INSURANCE TRUST _  _  ________ 52-6315413 |
22 SOUTH GREENE STREET BALTIMORE, MD 21201 INSURARNCE MD N/ JTRUST
Schedule R (Form 990) 2009
JSA
9E1308 1.000
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Scheduls R (Form 550) 2008 52-0591639 Page 3
Transactions With Related Organizations (Complete if the organization answered "Yes" on Form 990, Part IV, line 34, 35, or 36.)

Note. Complete line 1 If any enlity Is lIsted in Parts 11, I, or IV of this schedule.

1 During the tax year, did the organization engage in any of the following transactions with one or more related Drganlzauons listad in Parts lI-IV?
Receipt of (i) interest {il) annuities (il} royalties or {iv) rent froma conlrolled entity . . + » « v v v v v o v s s i e b i st e e .
Gift, grant, or capital contribulion to other organizalion(8} « + » « v v v ¢ s ¢ s s b1 a A T e s s s Ch e e e e
Gift, grant, or capital contribution from otherorganizallon(s) . « « « + v ¢ v s v s v i i L e e G r s R e e e
Loans or [oan guarantees to or forotherorganizalion(s) « « + v v v o v s v i v s s i v m i a0 s N
Loans or loan guarantees by other organizallon(s)

oo T

Sale of assets tootherorganzation(s) » -+ « v v v v v v v v v v n v i
Purchase of assets from other organization(s) . .
Exchange ofassels  « v v oo v v o v v v T T T T T A
Lease of facilitles, equipment, or other assets to other erganization(s)

- -

Lease of facilities, equipment, or other assets from otherorganizallon(S} + » « + o v v o v v ettt s s s an a0 [ T T . 1 [ X
Performance of services or membership or fundralsing solicitations for otherorganlzation(s) « « « ¢ v ¢ o s s v v s it v P v e L e T e e 1k X
Parformance of services or membershlp or fundralsing solicltalions by olher organization(s). + « v v v v v s v 0 v v 0 o s e e Ve e s uf X
Sharlng of facilities, equipment, mailing lists, or olher assets
SharingofpaidemployBes « « v o v v v v s vt s i e s

=5 — =

Q

Relmbursamant pald to other organization for expanses . . . .
p Reimbursement pald by other organlzationforexpenses . . « v« v v vt i it i s s i e

q Other transfer of cash or property to other organization(s) . . - v« = v v v s o - -

Other transfer of cash or property from other crganization(s)
2 If the answer to any of the above Is "Yes," see the Instructions for infermalion on who musl comgtele this line, including covered relationships and transaction thresholds.

(a) [T
Name of olher organizalion ) Tg‘:(a:_“g" Amounl invelved

(1

(2)

{3)

{4

{5)

(6)

Schedule R {Form 890} 2009
isa
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Schedule R {Form 990) 2009

52-0591639

Page 4

Unrelated QOrganizations Taxable as a Partnership (Complete if the organization answered *Yes" on Form 930, Part IV, line 37.}

Provide the following informatlon for each entlly taxed as a parlnership through which the organlzation conducted more than five percent of its aclivilies (measured by tofal assats
or gross revenue) that was not a related organization. Sea instructions regarding exclusion for certain investment parinerships,

i)
Neme, eddress, and EIN of enlity

{d}

Are all partners]
section
501(cK3)
organizations?

U]
Disproporiionate|
aliocationsT

You

No

Yeas

No

fa) ]
Caode \rUBI General of
amount In box 20 managing
of Schedula K-1 | Partner?
(Form 1065)

Yos | No

JISA

$E4310 1,000
J81083 2502 Vv 09-9.3

Sehedule R {Form 830) 2000



OMB No. 1545-0047

2009

Open to Public
Inspection

ey v
(slfof:_ﬁf’g;-‘ﬁ R-1 Continuation Sheet for Schedule R (Form 990)
P Attach to Form 980 to list addltional information for Schedula R
(Form 990), Part |; Part Ii; Part lli; Part IV; Part V, Iine 2; or Part Vi.
Bepartment of the Treasury
Tnternal Revenus Service P Saq Instructlons for Schedule R {Form 990}

Name of fllibg organization
THE JAMES LAWRENCE KERNAN HOSPITAL

Employer Identification mimbar
£2-0591639

Continuation of Identification of Disregarded Entities

] ) (] {d) 5] if.
Name, address, and EIN of disregarded entity Primary aclivity Legsl domicile (state Tolal Income End-of-year assels Direct conlrolling
or foreign country) enlity
For Privacy Act and Paperwork Reduction Act Notlce, see the Instructions for Form $80. $chedule R-1 {Form 890) 2000
JsA
9E1311 1.000 .
JS1083 2502 vV 09-9.3 523418



Schedule R-1 (Form 950) 2009

52-0591639

Page 2
Continuation of Identification of Related Tax-Exempt Organizations
{a) [} {o) ) (e} ]
Name, address, and EIN of related organization Primary acihdty Legal domicile {state | Exempt Coda section | Publie charity stalus | Direct cantrolling
or farelgn couniry) {if sectton 501(c1(3)) enlilz
CHESTER RIVER HEALTH FOUNDATION, INC. 52-1338861
160 BROWN STREET CHESTERTOWN, ™MD 21620 | FURDRAISING |MD 501 (Cy {3)|11 CRHS
CHESTER RIVER HEALTH SYSTEM, INC, 5Z-2046500
100 BROWN S§TREET CHESTERTOWN, MD 21620 | HEALTH CARE |MD 501 {Q) (3)¥11 UMMSC
CHESTER RIVER HOSPITAL CENTER, INC. 52-0679694
100 BROWN 4TRERT CHESTERTOWN, MB 21620 | HEALTHE CARE |MD 501 {€) (3)|3 CRHS
CHESTER RIVER MANOR, INC. 52-6070333
200 MORGNEC ROBD CHESTERTOWN, MD 21620 | HEALTH CARE |MD 501 (C) (3)|11 CRHS
MARYLAND GENERAL CLINICAL PRACTICE GROUP  52-1566211
®P7 LINDEN AVENUE BALTIMORE, MD 21201 ] HEALTH CARE |MD 501 (C) (3)|11 MGHS
MARYLAND GENERAL COMM HEALTH FOUNDATION 52-2147532
837 LINDEN AVENUE BALTIMORE, MD 21201 | FUNDRAISTING {MD 501 (¢} (3)11 MGHS
MARYLAND GE_NERAT_. HEALTH SYSTEMS, INC. 52-1175337
827 LINDEN AVENOE BALTIMORE, MD 21201 | HEALTH CARE |MD 501 {C) (3)|11 UMMEC
MARYLAND GENERAL HOSPITAL, INC. 52-06591667
827 LINDEN AVENOE BALTIMORE, MO 21201 | HEALTH CARE |MD 501 (C) (3)3 MGHS
CARE HEALTH SERVICES, INC. 52-1510269
219 SOUTH WASHINGTON STREET  EASTON, ™MD 21601 ] HEALTH CARE |MD 501 {(¢) (3)11 5HS
DORCHESTER GENERAL HOSPITAL FOURDATION 52-1703242 }
219 SOUTH WASHINGTON STREET ~ EASTON, MD 21601 FUNDRAISING |MD 501 {C) (3)|11 SHS
MEMORIAL HOSPITAL FOUNDATION, INC. 52-1262080
219 HOUTH WASHINGTON STREET  EASTON, ™MD 2ie¢1 | FUNDRAISING |MD 501 (C) (3)11 SHS
GHORE CLINICAL FOUNDATION, INC, 52-18743111 .
P19 SOUTH WASHINGTON STREET  EASTON, ™MD 21601 | HEALTH CARE |MD 501 (€) (311 SHS
SHORE HEARITH SYSTEM, INC, 52-0610538
219 SOUTH WASHINGTON STREET BASTON, Mp 21601 77 HEALTH CARE |MD 501 (€} {3)|3 UMMSC
JAMES LAWRENCE KZRNAN HOSP ENDOW FD 23-7360743
2200 KERNAN DRiIve BALTIMORE, MD 21207 | FUNDRATSING |MD 501 {(Cy (3)11 UMMSC
SHIPLEY'S CHOICE MEDICAL PARK, INC. C4-3643849
27 HOUTH GHEENE STRERT BALTIMORE, MD 21201~ 7] REAL ESTATE |MD 501 (C) (2)11 UMMSC
UMMS FOUNDATION, INC, £2-2238893
27 YOUTH GREENE STREET BALTIMORE, MD 21201 | FUNDRAISING |MD 501 (C) {311 UMMSC
UNIVERSITY OF MD MEDICAL SYSTEM CORP 52-1362793
77 GOUTH GREENE STREET BALTIMORE, MD 21201 | HEALTH CARE |MD 501 (¢ (3)3 UMMSC
UNIVERSITY SPECIALTY HOSPFITAL 52-0882914
%11 SOUTH CHARLES STREET BALTIMORE, 21230 - | HEALTH CARE |MD 501 {C) (3)3 UMMSC
) 8chedule R-1 {Form 9890} 2009
JSA .
9E1312 1.00
JS1083 2502 v 09-9.3 523418
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Schedule R-1 {Form 980) 2009 Page 3
: 52-0591639
Part il Continuation of Identificatlon of Related Organlzations Taxable as a Partnership
{a} L] (s} {d} {0} (M g {h) (0] ®
Name, address, and EIN of Primary aotivity Legal Direct controlling Predéminant Share of tolal Insome Share of end-of.year | Pheeesene L Gode V-UBT amount on | General or
retaled organization ‘Es“tra"le“'é? enlily Inmdg}glgr‘ilgled. assels fostters? hox 20 of K- managing
forei?n exoluded from parner?
counfiy} 1ax under
sactions
512-514.) Yes{ No Yos | No
NAH/SUNRISE OF SBVERNA PARK, L
HBRLTH CARE MD Iy N/A
SHIPL
22 SQUTH GREENE STREET HEALTH CARE MD T4 H/A
UNIVERSITYCARE, LLC 52-1914892)
22 SQUTH UREENE STREET HEALTH CARE MD /A H/A
Schadule R-1 (Form 990) 2009
JsA
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Schedule R-1 {Fomn 880} 2008

52-0591639

W

Page 4
I8V Continuation of Idantification of Related Crganlzations Taxabla as a Cerporation or Trust
ia) (1) (© {d} (] 0 ) ih)
Name, address, and EIN of related erganizalion Primary activity Legal domicile Direct cantrolling Type of anlily Share of {otal Incoma Share of Percenlage
{siale or enlily {C comp, S corp, and-of-year ownarship
forelgn counlry) or trust) assels
TERRAPIN INSURANCE COMPANY 98-0129232
P.Q. BOX 1109 KY1-1102 GRAND CAYMAN, CAYUAN ISLANDS INSURANCE CJ /B C CORP
NA EXECUTIY.EEILILDING ﬁﬂm uuuuuuuuuuuuuuuuuuuuu
301 HOSPITAL DRIVE GLEN BURNIR, MD 21081 REAL ESTATE MD /2 C CORP

JEA

9E1314 1.000
JS81083 2502

vV 09-9.3

523418

Schedule R-1 (Form $90) 2008
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Schedule R-1 (Form $80) 2009 Page 5

Continuation of Transactlons With Related Organizations (Schedule R (Form 990}, Part V, line 2)

(A .(B} c)
Hame of olher crganization Transaclion Amouni Invohed
: type (a-7)

(7

(8)

{9)

(10}

(11}

(12)

(13)

(14)

(15)

(16)

(17)

(18)

(19)

(20)

(21)

(22)

(23)

24)

Schodule R-1 (Form BBU‘ZDOO

JBA
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Schedule R-1 (Form 980} 2000

- 52-0591639

Page 6

Continuatton of Unrelated Organizations Taxable as a Partnership

(a) b {c} {d) o
Marze, address, and £IN of enity Primangy)acliwty Legal domicile Ao el Sh(ar!a of u,p..,g,.n,mg ccda(g\;.um Gan(er)al or
{state orlfn:eTgn s:%%m% end-oFyear allocotioms? amount on Box managing
country) oro ‘z[%u)\s? assets 20 of K1 partner?
Yes | No Yes | No Yes | Ne
Schoedule R-1 (Form 990} 2000
J5A
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