rom8453-EQ | Exempt Organization Declaration and Signature for | OMe No. 16451870
Electronic Flling ‘
For calendar yoar 2008, or tax yaar baginning _ __0_7__/{_0_:!-_ , 2009, end ending _ _ __Q §[§9, 20 :LQ_ - 2@ 0 9
Depariment of the Treasury For use with Forms 980, 890-EZ, 880-PF, 1120-POL, and 6868
Internz! Revenye Servce . P See Instructions on back.
Name of exampl organizallan Emplayer idantifleation numhar
UNIVERSITY SPECIALTY HOSPILTAL 52-0882914

Type of Return and Return information (Whole Dollars Only)

Chack the box for the return for which you are using this Form 8453-EQ and enter the applicable amount, if any, from the return.
if you check the box on line 1a, 28, 3a, 4a, or 6a below and the amount on that lina for the return for which you are filing this form
was blank, then leave line 1b, 2h, 3b, 4b, or 8%, whichever Is applcable, blank (do not enter -0-). If you entered -G~ on the return,
then enter -0- on the applicable |Ine below. Do not complets more than one line in Part 1,

1a Form 990 check here P b Total revenue, if any (Form 990, Part Vill, column (A), fine 12), . . 1b 56045196.
2a Form 990.EZ check hore P |:| b Total revenue, If any (Form 990-£2,he9). . . . . . .. ..., 2b
3a Form 1120.POLcheckhere B || b Total tax (Form 1120-POL,Ie22) .. .. ..vv.... 3b
4a Form 990-PF check here P|£] b Tax based on investment income (Form 990-PF, Part Vi, ine §) 4b
6a Form 8868 check hore P b Balance dua {Form 8868, 1n03¢C) . . v v v v e st s1 1 v 0s.. 5b

EEIRAIR Declaration of Officer \(
ecl m(\p

] I:I | authorize the U.S. Treaswry and its deslgnaled Flnanclal Agei A anﬁ ACH electronlo funds withdrawal (direct debil} entry

to the flnanclal Instifution account Indlcated In the tefhprelfidlion soflware for payment of the orgenizallon's federat taxes owed
on this return, and the financial institution to dgbl r‘ to this account. To revoke a payment, | must conlact the U.S. Treasury
Financlal Agent at 1-888-353-4637 no &x udiness days prior to the payment (selllement) date. | alsc authorize the finenclat
Instiiutions Invoived [n the proceasing elactronic payment of taxes to rescelve confldantlal Information necessary fo answer

Inquirles and rescive Issuss related to the payment.

D If a copy of this return Is being flled with a state agency(les) regulating chariles as pert of the IRS Fed/State program, | cartify that
| eoxeouted the electronic disclesure congent confalned within this return allowing disclosure by the IRS of this Form
000/990-EZ2/990-PF {24 speclfically Identifled in Part 1 above) to the selected state agency{lss),

Under penaltles of perjury, | declare that T am en officer of the above named organizatlon and that | have examined a copy of the
organlzation's 2000 electronic return and accompanylng schedulss and stalements and fo the bast of my knowladge and bellef, they are
true, corract, and complete. | further declare thal the amount In Part | above Is the amount shown on the copy of the organlzation's
elactronle relurn, | consent to aliow my Inlermediate service provider, transmitter, of elactronlc return originator (ERO) 10 send the
organlzation's return 1o the IRS and to receive from the IRS {(a) an acknowledgemsent of recalpt or reason for refactlon of the lransmission,
{b) an Indicatlon of any refund offsel, {¢) the reason for any delay In processing the return or refund, and (d) the date of any refund.

Sign > SIMW | 96 /¢t }jwic_ﬂ)

Here gnaturs of officer (7 bafe Title

Declaration of Electronlc Return Orlginator (ERO) and Pald Preparer (see instructions)

| declare that | have reviewaed the above organization's return and that the entries on Form 8453-EC ere complele and correct to the best
of my knowladge, If 1 am only a collector, | am not responsible for reviewing the return and only declare thet this form accurately reflects
tha data on the relurn. The organizafion officer will have slgned this form befare | submit the retum. | will give the officer a copy of all
tarms -and [nformation to be filed with the IRS, and have followed all other requirements in Pub. 4163, Modemized &Flle (MsF) Information
for Authorized IRS e-file Providers for Business Returns. If | am also the Pald Preparer, under panallles of perjury | declarg that | have examined the above
arganization's return and accompanylng schadules and statements, and to the best of my knawledge and bellef, they are true, correct, and complats.
This Pald Preparer daclaration Is based on all informatlon of which | hava any knowladge.

., | bate Cheok if (f:hetﬁk ERO% 88N or PTIN
. ERDs ' also pald if gell-
ERO's sigcn)alure ’ M w\ Mv’ | 8/9/11 praparer ! X | employed P00451522
Use Firm'a name (or KPMG LLP BN 13-5565207
Only  yours li selremployed), 1676 INTERNATIONAL DRIVE ,
address, and ZIP cada MCLEAN VA 22102 Phone o, 1032868000

Under pensltios of perjury, | deolere that | heva examined the above relur end accompanylng schedules end statements, and to he best of my knowledge
and ballef, Ihey ame true, correct, and comyplste, Declaration of preparer Is based on all informalfon of which the preparer has any knowledge,

. Date Check Preparars SSN or PTIN
Pad  baiec ) tmpioys
oy e

se Unly gdgr'gas.s:nd leP code Phons 1o,

For Privacy Act and Paperwork Reduction Act Notice, see back of form, Form B453-E0 (2008}

d8A
BE1675 1.000

Js1079 2502 v 09-9.3 513485 PAGE 1



) | )

Return of Organization Exempt From Income Tax
Under section 501(c}, 527, or 4847{a){1) of the Internal Revenue Code (except black lung
benefit trust or private foundation)

P The organization may have to use a copy of this return to satisfy state reporting requirements.
07/01, 2009, and ending

OMB No, 1545-0047

rom 990

Department of the Treasury
Internal Revenue Service

A For the 2009 calendar year, or tax year beginning

Open to Public

Inspection

06/30,2010

B check itape Please |C Name of organization UNIVERSITY SPECIALTY HOSPITAL O Employer identification number
' prss |US IRS ™ 5 Business s 52-0882914

Name change | PHintor [ Number and street (or P.O. box If mail is not delivered to street address) Room/suite | E  Telephone number

wnonn | ooe | 611 SOUTH CHARLES STREET (410) 547-8500

Terminates :Ef:,f: Clty-or town, state or country, and ZIP + 4

Amandod tons. | BALTIMORE, MD 21230 G Gross receipts $ 56,397,294,

Apationton F Name and address of principal officer: JAMES WARNER H{a} Lﬁ rr‘x?ai?e: group relum for H Yes Wo
611 SOUTH CHARLES STREET BALTIMORE ' MD 21230 H{b) Ara all affiliates included? Yes . No

| Tax-exempt stalus: | X |501(c) { 3 ) «4 (Insert no.) | | 4947(a)(1) or | | 527 IF “No,” altach a lisl. {see instructions)

J  Wobsite: p WWW. SPECIALTYHOSPITAL.ORG

H{c) Group exemption number

K Form of organtzation: | X | corporation | [ trust] | Assoclation | [ other | L vear of formation: 1968 M State of legal domiclle:  MD
Summary
1 Briefly describe the organization's mission or most significant activities: _ _ _ _ _ _ _ _ _ _ _
o ~IHE HOSPITAL PROVIDES SPECIALTZED CARE SERVICES TO PATIENTS WHO ARE = _
£| ~ CRITICALLY ILL, HAVE MULTIPLE COMPLICATIONS AND/OR FAILURES THAT =
§| REQUIRE CONTINUED HOSPITALIZATION BEYOND THE ACUTE CARE SETTING. = =
§ 2  Check this box » |:| if the organization discentinued its operations or disposed of more than 25% of its net assets.
o8| 3 Number of voting members of the governing body (Part VI, line 18) _ . . . @, i i i i o s s s e e e e 3 8
,ﬁ 4  Number of independent voting members of the governing body ({Ragt¥ ™) . . . .. ... 4 0
:g § Total number of employees (Part V, line 2a)_ 6@ R 589
&| 6 Total number of volunteers (estimatejf ,,6 6
Ta Total gross unrelated busine! M Part III column(C) line12 L ..., 1a -43,395.
b Net unrelated business taxab1 ome from Form 990-T, line34 .« .« . . . i i v v v i it et e aaa s Th -43,395,
Prior Year Current Year
o| 8 Contributions and grants (Palk VIl line b}y L. 0. 0.
E 8 Program servicerevenue (Part VI line 2g) . . . . . . . . . L L 55,545,1656. 54,088,180.
E 10 Investment income (Part VIII, column (A), lines 3, 4, and 7d), . . _ . . . ... .. . 13,070. 1,759,628,
11 Other revenue (Part VIl column (A), lines 5, 64, 8¢, 9c, 10¢, and 1€}, | 439,579, 197,388,
12 Total revenue - add lines 8 through 11 (must equal Part VIH, column (A), line 12}, . . . ... . 55,997,805. 56,045,196,
13 Grants and similar amounts paid (Pert IX, column (A), lines 1-3) 0. 0.
14 Benefits paid to or for members (Part IX, column (A), linedy 0. 0.
|18 Salaries, other compensation, employee benefits (Part IX, column (A), lines 5-10), | ., 30,880,447, 28,482,181,
2 | 16a Professional fundraising fees (Part [X, column (A), line 11e) A, 0. 0.
§ b Total fundraising expenses, Part IX, column (D), lne 26} p» 0. s 1 ‘ :
u 17 Other expenses (Part IX, column (A), lines 11a-11d, 11f-24) . . . . ... .. . 30,618,384, 28,980,156.
18 Total expenses. Add lines 13-17 (must equal Part IX, column (A), line28) 61,498,831, 57,462,337,
19 Revenue less expenses. Subtractline 18from e 12, L L . 4 0 vt 4t v v v o n o o 2 o o a -5,501,026. -1,417,141,
58 Beglnning of Year End of Year
£520 Totalassels (PatX,ne16) . . . . 40,848,049, 40,410,879,
%é 21 Total liabilities (Part X, ne 26y e 31,038,613, 32,005,836,
25|22 Net assets or fund balances. Sublract line 21 from line20. . . . . . . . .. ‘. 9,809,436. 8,405,043,

B

Signature Block

Under penaltles of perjury, | declare that | have examined this return, including accompanying schedules and statements, and to the best of my knowledge
and belief, it is true, correct, and complete. Declaration of preparer (other than cofficer} Is based on all information of which praparer has any knowladge.
Sign '
Here Slgnature of officer Date
) Type or print name and title
, < Date Chack if Praparer's (dentifying number
Paid Preparers } seff- (see Instructions;ry °
| signature A 5/11/11 employed PO0451522
:rep;relrs ﬁlrm"s name (oryours KPMG LLD EIN > 13-5565207
se Onl self-em
y address, gnerzu}'+4 1676 INTERNATIONAL DRIVE MCLEAN, VA 22102 Phone ne. 703-286-8000
May the IRS discuss this return with the preparer shown above? (seeinstructions) , . .+ 4 v v v ¢ & o & o 8 o 8 8 2 ¢ s s 8 s s » |X | Yes | | No
For Privacy Act and Paperwork Raductlon Act Notlce, see the separate instructions.* Form 990 (2009)
JSA
9E1010 3.000 .
JS1079 2502 V 09-9.3 513485 PAGE 2



Yy | N

Forn 8868 Application for Extension of Time To File an

(Rev. Apri 2009) Exempt Organization Return OMB No. 1545-1709
ﬁ,?gﬁ,’;ﬁ“;gf,gﬂ,’fsgﬁ?fj i P File a separate application for each return,

¢ If you are filing for an Automatic 3-Month Extension, complete only Partl and checkthisbox . . _ .. . . ... ... DX

¢ |f you are filing for an Additional {Not Automatic) 3-Month Extension, complete only Partll (on page 2 of this form).
Do nof complete Part If unlesgou 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 980-T and requesting an automatic 6-month extension - check this box and complete
Partlonly..... et i et e et e e ettt e e e e e PD

All other corporahons {including 1120-C filers), parinerships, REMICs, and trusts musl use Form 7004 o request an extens.'on of
time fo 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 (& months for a corporation required to file Form 990-T). However, you cannot file Form 8868
electronically if (1) you want the additional (not automatic) 3-menth extension or {2) you file Forms 990-BL, 6069, or 8870, group
returns, or a composite or consolidated From 890-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.gowefile and click on e-fila for Charities & Nonprofits.

Type or Name of Exempt Organization Employer identification number.
print University Specialty Hospital 52-0882914
Flle by the Number, street, and room or suite no. If a P.O. box, see instructions.
ﬁllllr?gdf;ﬁrfﬂ 611 South Charles Street
raturn. See City, town or post office, state, and ZIP code. For a foreign address, see instructions,
instructions. Baltimore, MD 21230
Check type of return to be filed (flla a separate application for each return):

Form 990 Form 990-T (corporation) 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 6068
Form 990-PF Form 1041-A Form 8870

e The books are in the care of B MICHELLE LEE

Telephone No. - _410 328-1376 FAX No. »
e |f the organization does not have an office or place of business in the United States, check thisbox  , _ . ... ... R |:|
& [ this is for a Group Return, enter the organization's four digit Group Exemption Number (GEN) . Ifthisis
for the whole group, check this box . > . Ifit is for part of the group check this box - . ’l-—] and attach a list with the
Mﬁiﬁm;mmmmmﬂwm cover.
1 | request an automatic 3-month (6 months for a corporation required to file Form 990-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.

» | | calendar year or
> tax year beginning 07/01, 2009 | and ending 06/30, 2010

2 Ifthis tax year Is for less than 12 months, check reason: D Initial return D Final return |:\ Change in accounting period

3a |If this application is for Form 990-BL, 990-PF, 990-T, 4720, or 6069, enter the tentative tax, less any
nonrefundable credits. See instructions. 3a|$

b If this application is for Form 980-PF or 290-T, enter any refundable credits and estimated tax payments
made. Include any prior year overpayment allowed as a credit. 3h|$

¢ 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. 3c|$
Caution. If you are going to make an elecfronic fund withdrawal with this Form 8868, see Form 8453-EO and Form 8879%-EQ
for payment ingtructions.
For Privacy Act and Paperwork Reduction Act Notice, see Instructions. Form 8868 (Rev. 4-2000)

JSA
QF8054 2.000

JS$1079 ACCT 11/4/2010 9:23:18 AM Page 1



) - )

Form 5258 {Rev. 4-2000) ) Fage 2

.lf you are fillng for an Additional (Not Automatic) 3-Month Extenslon, complete only Part il and check this box | _ _ | >

Note. Only complete Part It if you hava already been granted an automatic 3-month extangion on a previously filed Form 8868

e |f you ara fillng for an Automatic 3-Month Extension, complete enly Part | (on page 1).

ﬁ]] Additional {Not Automatic} 3-Month Extension of Time. Only file the original (no copies needed).

Employer ldentification number
52-0882314

For IRS use only

Type or Narne of Exempt Organization
print UNIVERSITY SPECIALTY HOSPITAL
File bgme Number, streel, and room or suite no. If a P.O. box, see inslructions,

S?.‘,"}.i'ﬂ for 611 SQUTH CHARLES BTREET _
mﬁ, mgee City, town or post office, stete, and 2iP code, For a forelgn address, ¢o¢ Instructions.

fnslncions. | BALTIMORE, MD 21230
Check type of raturn to ba filed (Fils & separale application for each return):

Form 930 Form 890-PF Form 1041-A Form 8089
Form 990-BL Form 890-T (sec. 401(a) or 408(a) trust) Form 4720 Form 8870
Form 980-EZ Form 980-T (trust other than above) Form §227

STOP! Do not complete Part Ii if you were not already granted an audomatic 3-month extension on a praviously filed Form BE68.
e The books are inthe cara of » MICHELL_E LEE

® |ithe orgamzahcn does net have an office or place of business in the Linited States, check this bnx .......... A D
® |f this [s for a Group Return, enter the organization's four digit Group Exemption Number (GEN) .Iifthisis
for the whola group, check this hox _ _ _ I:l If It is for par of the group, chedk this box , . | [ |and altacha

list with the names and EINg of all members the extension Is for.
4 | request an additiongl 3-month extension of time until __05/15/2011 .
§ For calendar year , or ather lax year baginning _ 07/01/2009 and ending_ 06/30/2030

€ If this-tax year [s for lass than 12 months, check reagon: |__| Initial return L] Final return |_](:hanga in accounting parioci
7 State in detail why you need the extension INFORMATION NECESSARY TO FREPARE A COMPLETE AND
ACCURATE RETURN IS NOT YET AVAILABLE.

8a If this application is for Form $90-Bl., 880-FF, 280-T, 4720, or 6080, enter the tentative ax, less any
nonrefundable credits. Sea instructions, dai}

b i this application Is for Form 990-PF, 890-T, 4720, or 6088, entsr sny refundable credits and estimated
tex payments made. Include any prior year overpayment allowed as a credit and any amount paid

previously with Form B868. gh 0.
¢ Balance Due. Subtract line 8b from ling 8a. Include your payment with this form, o1, i required, deposit
with PTD coupan or, if required, by using EFTPS (Electronic Federal Tax Payment Systemn). See instructions. |8c($ 0.

Signature and Verification
Under penallies of perjury, | declore 1hat | have examined this fomn, including attompanying schedules and siatements, and (o ko bast of my knowledge and belief,
it Is teum, corret, and aomplete, and thet { am authonzed 1o prepane this form,

Signature?&ipq; Di V\/\M/\/’_‘" ‘nuab[/p’af - Dmhl -1
- KBMG LLP " ' Fomm aada (aZg. 42000)

440 MONTICELLO AVE, SUITE 18200
NORPOLEK, VA 23510-2674

JEA

BFECSS 3,000
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) )

Form 990 (2009) 52-0882914 Page 2
=FTed|[l Statement of Program Service Accomplishments

1

Briefly describe the organization's mission:
THE HOSPITAL PROVIDES SPECIALIZED CARE SERVICES TO PATIENTS WHO ARE

CRITICALLY ILL, HAVE MULTIPLE COMPLICATIONS AND/OR FAILURES THAT

REQUIRE CONTINUED HOSPITALIZATION BEYOND THE ACUTE CARE SETTING.

Did the organization undertake any significant program services during the year which were not listed on

the prior Form 990 or 990-E2? . . . .. ... ... R [ Jves [X]no
If "Yes," describe these new services on Schedule Q.

Did the organization cease conducting, or make significant changes in how it conducts, any program

T OB Y L it e e e e e e e e e .DYes No
If "Yes," describe these changes on Schedule C.

Describe the exempt purpose achievements for each of the organization's three largest program services by expenses.

Secfion 501(c)(3) and 501(c}(4) organizations and section 4947{a)(1) trusts are required to report the amount of grants and
allocations to others, the total expenses, and revenue, if any, for each program service reported.

4a (Code: ){Expenses $§  49,799,197. including grants of $ ) (Revenue $ 54,088,180, }

ATTACHMENT 2

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

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

4d Other program services. (Describe in Schedule Q.}

{Expenses $ including grants of $ ) (Revenue $ )

4¢ Total program service expenses p 49,799,197,

JBA

Form 980 (2009)

SE1020 2.000
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N

10

11

) )

Form 990 (2008) 52-0882914 Page 3

v Checklist of Required Schedules

. Yes | No
Is the organization described in section 501{c}3) or 4947(a)(1) (other than a private foundation)? if "Yes,"
complete Schedule A v v v v v v i v . e e r e e e e e e e e e e 1 X
Is the organization required to complete Schedule B, Schedule of Contributors?. . . . . . . .. ... ... .... 2 X
Did the organization engage in direct or indirect political campaign activities on behalf of or in opposition to
candidates for public office? If "Yes,” complete Schedule C, Partl. . « . . < . o i it i i i et et i e s e s 3 X
Section 501(c)(3) organizations. Did the organization engage in lobbying activities? If "Yes," complete
Schedule G, Partll . . . . .. ... b e e E e r o EE ek e e e a e e s e e a e e e 4 X
Sactions 501(c)(4}), 501(c)(5), and 501(c)(6) organizations. I8 the organization subject to the section 6033(e)
notice and reporting requirement and proxy ax? if "Yes,” complete Schedule C, Partfll . « + « v v « v v v v v v v s 5
Did the organization maintain any donor advised funds or any similar funds or accounts where doners have
the right to provide advice on the distribution or investment of amounts in such funds or accounts? If "Yes,”
complate SchetUle D, Partl . v v v v v it b it et et e et e e e e e 6 X
Did the organization receive or hold a conservation easement, including easemenis to preserve open spacs,
the environment, historic land areas, or historic structures? If "Yas,” complete Schedule D, Partlf. . . . . . s ]| 7 X
Did the organization maintain collections of works of art, historical treasures, or other similar assets? /f "Yes,"
complefe Schedule D, Partlll . .« .« o v v v v i i i e e e e e e e e e e e e e e e e e .|l 8 X
Did the organization report an amount in Part X, line 21; serve as a custodian for amounts not listed in Part
X; or prbvide credit counseling, debt management, credit repair, or debt negotiation services? If "Yes,”
complete Schedule D, Part IV . . . . « « c c v o i v i it i i T | X
Did the organization, directly or through a related organization, hold assets in term, permanent, or
quasi-endowments? If" Yes," complete Schedule D, Part V.. . . . . . . .0 it vt nrertnranesan.|10 X
Is the organization's answer to any of the following questions "Yes"? If so, complete Schedule D, Parts Vi,
VIL VL DX, or Xasapplicable « « v v v oo v i v i i n i

Did the organization report an amount for land, bu1ld|ngs and equipment in Part X, line 107 /f "Yes," complete
Schedule D, Part Vi.

Did the organizafion report an amount for inveslments—olher securities in Part X, line 12 that is 5% or more
of its total assets reported in Part X, line 167 If *Yes," complete Schedule D, Part Vii.

Did the organization report an amount for investments-program related in Part X, line 13 that is 5% or more
of its total assets reported in Part X, line 167 If "Yes,” complete Schedule D, Part Vil

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 1X.

+ Did the organization report an amount for other liabilities in Part X, line 257 If "Yes," complete Schedule D, Part X,
e Did the organization's separate or consolidated financial statements for the tax year include a footnote that addresses

the organization's liability for uncertain tax positions under FIN 482 Jf "Yes," complete Schedtie D, Part X,

12 Did the organization obtain separate, independent audited financial statements for the tax year? If "Yes,"

complete Schedule D, Parts Xi, Xi, and XliL. . . .. . . . B v ve e e e coeveen 12| ]
12A Was the organization included in consolidated, independent audited financial statement for the tax year? Yes | No [i]

If "Yes," complefing Schedule D, Parts XI, Xil, and Xiltisoptional, « « « « v « v v o v v v s v e s n v 0 v e s |12A X
13 s the organization a school described in section 170(b)(1)(ANIN? I "Yes," complete SchedwWe E. « v v v v v v o v .
14a Did the organization maintain an office, employees, or agents outside of the United States?. . . . .. ... .... 14a X

b Did the erganization have aggregate revenues or expenses of more than $10,000 from grantmaking, fundraising,

business, and program service activities outside the United States? If “Yes," complete 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

arganization or entity located outside the United States? If "Yes," complete Schedufe F,Partfl. . . . . . v v v v v . 15 X
16 Did the organization report on Part IX, column (A}, line 3, more than $5,000 of aggregate granis or assistance

to individuals located outside the United States? If "Yes,” complete Schedule F, Parfilf . . . v« v v v v v o v 0 s .| 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,” compiete Schedule G, Part! « « « v v v v v v v v vt v e v u v .17 X
18 Did the organization report more than $15,000 total of fundraising event gross income and contributions on

Part VIll, lines 1¢ and Ba? If "Yes,” complete Schedule G, Partlf . . . . -« - v« v o v i v v v o - e e T X
19 Did the organization report more than $15,000 of gross income from gaming activities on Part VI, line 9a?

if "Yes," complete Schedule G, Partifl . . . ... ... ... .. e KT X
20 Did the organization operate one or more hospitals? i “Yes,"complete Schedule H « . v v v v v v v v i v i u oo | 20 X

Form 990 (2000)

JSA

9E1021 2.000

JS81079 2502 V 09-9.3 513485
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Form 990 (2009) 52-0882914 Page 4
Checklist of Required Schedules (continued)
Yes | No
21 Did the organization report more than $5,000 of grants and other assistance to governments and organizations
in the United States on Part IX, column (A), line 17 If "Yes," complefe Schedule I, Partsiandif. . . .. .. ..... 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," complete Schedule |, Partsfand il . ... ... ...... .| 22 X
23 Did the organization answer "Yes" to Part VI, Section A, line 3, 4, or 5 about compensation of the
organization's current and former officers, directors, trustees, key employees, and highest compensated
employees? If "Yes,"complete Schedule J . . . . . . i s i e e e e e e e e ke e e e e e e . [ 23 X
24a Did the organization have a tax-exempt bond issue with an outstanding principal amount of more than
$100,000 as of the last day of the year, that was issued after December 31, 20027 If "Yes," answer lines
24b through 24d and complefe Schedule K If 'No,"gofo question 25 . . . . . . o v v it it e e e e . [24a X
b Did the organization invest any proceeds of tax-exempt bonds beyond a temporary period exception? . . . . . .. 24b
¢ Did the organization maintain an escrow account other than a refunding escrow at any time during the year
to defease any tax-exemptbonds? . . .. ... L e e e e e . |24c
d Did the organization act as an "on behalf of" issuer for bonds outstanding at any time during the year?. . . . . . . [24d
25a Section 501(c)({3) and 501(c}(4} organizations. Did the organization engage in an excess benefit transaction
with a disqualified person during the year? If "Yes,” complete Schedule L, Part! . ., . . . . . . . ... .. .. . |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 980 or
890-EZ? if "Yes," complete Schedule L, Part!. . .. ... ... A ede] 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,” complate 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," complefe Schedule L, Part Il . . . . . . L . . . . i it et e e e e .
28 Was the organization a parly to a business transaction with one of the following parties (see Schedule L,
Part IV instructions for applicable filing thresholds, conditions, and exceptions): ;
a A current or former officer, director, trustee, or key employee? Iif "Yes," complete Schedule L, Part iV, . . . . . . . |28a X
b A family member of a current or former officer, director, trustee, or key employee? If “Yas,” complefe
Schedule L,Part V. . . v v v v v v i e e s e 41 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, trustes, or direct or indirect owner? If "Yes," complete Schedule L,
PartlV .. o e S e r e En e ke e e e a e e a e 28c X
29  Did the organization receive more than $25,000 in non-cash contributions? /f “Yes," complete Schedule M | 29 X
30 Did the organization receive contributions of art, historical treasures, or other similar assets, or qualified
conservation contributions? /f “Yes," complete Schedule M . . . . . . . . .. L. o i e e e e . [ .30 X
31 Did the organization liquidate, terminate, or dissolve and cease operations? If "Yes,” complefe Schedule N,
e 1 O T [ 31 X
32 Did the organization sell, exchange, dispose of, or transfer more than 25% of its net assets? /f "Yes," complole
Schedula N, Partll . . . .. ... ....... N K- 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!. . . . . ... e e e e e 33 X
34 Was the organization related to any tax-exempt or taxable entity? If "Yes,” complefe Schedule R, Parts i,
MivV,andVlinet ... ... P r E E N N B E  E ke ke ke e e ae e ee e e e e e 34 X
35 Is any related organization a controlled entify within the meaning of section 512(b)(13)? If "Yes," complete
Schedule R, Part Ve 2 & v i i i i it i it s i et m e s st s e .| 35 X
36  Section 501(c){3) organizations. Did the organization make any transfers to an exempt non-charitable related
organization? If “Yes,” complefe Schedule R, Part V,line 2 . . . . . . . « i i i i i i it e e e e e . | 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 I - X4 X
38  Did the organization complete Schedule O and provide explanations in Schedule O for Part VI, lines 11 and
19?7 Note. All Form 990 filers are required to complete Schedule ©. &+ v v v v v v v v v e e e e e ee e e e .| 38 X
Form 980 (2009)
JSA
YE1030 2.000
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Form 990 (2009) 52-0882914 Page 5
Statements Regarding Other IRS Filings and Tax Compliance '
Yas | No
Enter the number reported in Box 3 of Form 1096, Annual Summary and Transmittal of ﬁ" ) St
U.S. Information Returns. Enter -0-if not applicable . . . .. . .. .. ' oo v i s v s nn . [ 1a S5 S| ek
Enter the number of Forms W-2G included in line 1a. Enter -0- if not applicable, . ., . ....[L1b 0 r %.4 ;
Did the organization comply with backup withholding rules for reportable payments to vendors and reportable |3 !
gaming {(gambling) winnings to prize winners? _ , . ... ....... R I £ - X
Enter the number of employees reported on Form W-3, Transmlttal of Wage and Tax tho st
Statements, filed for the calendar year ending with or within the year covered by this return , | 2a 58 9|3y é A '__ L&

3a

4a

‘organizations. Did the supporting organization, or a donor advised fund malntalned by a sponsoring

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

Did the organization have unrelated business gross income of $1,000 or more during the year covered by | st
thisreturn? _ . . .. .. .. ..t iinn .. O -1 W

If "Yes," has it filed a Form 290-T for this year? If "No," provide an explanation in Schedule G ., . . . . ... ... .. 3b X
At any lime during the calendar year, did the organization have an interest in, or a signature or other authority
over, a financial account in a foreign country {such as a bank account, securities account, or other financial
account)? . . . ..
If “Yes," 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 Financiat Accounts. ' :
Was the organization a party to a prohibited tax shelter transaction at any time during the taxyear? . .. .....

Did any taxable party notify the organization that it was or is a party to a prohibited tax shelter transaction?

if "Yes," to question 5a or 5b, did the organization file Form 8888-T, Disclosure by Tax-Exempt Entity Regarding

Prohibited Tax Shelter Transaction? , . . . . . . . .. it i i e e e e e e . | B¢

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? . . _ . . .. . ... .............. ., | ba X
If "Yes," did the organization include with every solicitation an express statement that such contrlbutlons or

gifts were not taxdeductible? , ., , ., ... ........
Organizations that may recelve deductible contributions under section 170({c).

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? . . . . ..
If "Yes," did the organization notify the donor of the value of the goods or services provided? , . ... .......
Did the organization sell, exchange, or otherwise dispose of tangible personal property for which it was
required tofile FOrM 82827 . v v v v v v 0 v it e e s e s e e e e s s e e

If "Yes," indicate the number of Forms 8282 filed duringtheyear ., , , . . ... ........ :
Did the organization, during the year, receive any funds, directly or indirectly, to pay premiums on a personal
benafit contract? . . . ., L e i e e e e
Did the organization, during the year, pay premiums, directly or indirectly, on a personal benefit contract?
For all contributions of qualified intellectual property, did the organization file Form 8899 as required?., . . . .. .
For contributions of cars, boats, airplanes, and other vehicles, di¢ the organization file a Form 1098-C as
required? , ., .. .. . L.7h

Sponsoring organizations maintaining denor advised funds and sectlon 509{a)}{3) supportin

organization, have excess business holdings at any time during the year?

LI N T R I TR TR A T S T R T R ST Y R R

¢ Sponsoring organizations malntaining donor advised funds.
a Did the organization make any taxable distributions under section 48667, . . . . . v v v v v b v v s e e e
k Did the organization make a distribution to a donor, donor advisor, orrelated person? , . . . .. ... ¢ ¢ o oo ..
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 290, Part VIII, line 12, for public use of club facilites , , . . [10b
11  Section 501(c}{12) organizations. Enter:
a Gross income from members or shareholders | . L L . . . . .. i et i e e e e 11a
b Gross income from other sources (Do not net amounts due or paid to other sources against
amounts due or received from them. ) ., . . . . . L s s e e e e e e e e 11b
12a Section 4947(a)(1) non-exempt charitable trusts, Is the organization filing Form 980 in lieu of Form 10417
b _If "Yes," enter the amount of tax-exempt interest received or accrued during the year ., ., . |12b e
Form 990 (2009)
JSA

HE1040 2.000
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) )

Form 990 {2009) 52-0882914 Page 6
Uil Governance, Management, and Disclosure For each "Yes" response to lines 2 through 7b below, and

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

Secti

b
9

on A. Governing Body and Management
Yos | No
Enter the number of voting members of the governingbody « « v+ v v v v v e v v v v v 0 v s 1a 8| |
Enter the number of voting members thatare independent + « » » « « o+ v v v v s s v s s es LI 0.
Did any officer, director, trustee, or key employee have a family relationship or a business relationship with '
any other officer, director, trustee, orkeyemployee? . . v v v v v v v s v i s i e e e
Did the organization delegate control over mana'gement duties customarily performed by or under the direct

supervision of officers, direclors 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?. « . .+ .
Did the organization become aware during the year of a material diversion of the organization's assets?. . . . . .
Does the organization have members or stockholders? . . . v o o v v v i vt b b i b i e e e s
Does the organization have members, stockholders, or other persons who may elect one or more members
ofthe governing body? .+ & v v v v o i o it s e e e e e e e e e et s s r e
Are any decisions of the governing body subject to approval by members, stockholders, or other persons? . . . .
Did the organization contemporaneously document the meetings held or written actions undertaken during

the year by the following:

Thegoverning body?, « v v v v vt L i it e e e s e r s e s e e s
Each committee with authority to act on behalf of the governingbody? . . . . . . v v o o i v v i v i e n oo v 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? If "Yes, " provide the names and addresses in Schedule O . . . . .. .. ... 93 X

o b |
lelkalls

[
i

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

Yes | No
10a Does the organization have local chapters, branches, or affiliates? . . . . .. .. ... .. ... ..ot . {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?. . . . . . . ., . |10k
11 Has the organization provided a copy of this Form 290 to all members of its governing body before filing the
YA I T T T 11X
11A Describe in Schedule O the process, if any, used by the organization to review this Form §80. |2 i
12a Does the organization have a written conflict of interest policy? If "No,"gofoline 13 . . . . . . .. . oo v v .. 12a| X
b Are officers, directors or trustees, and key employees required to disclose annually interests that could give
rise to conflicts? . . . .. .. e e e e e e e e e e et e e e 12b| X _
¢ Does the organization regularly and consistently monitor and enforce compliance with the policy? If "Yes,"
describe in Schedule Qhow thiSISTONE v v v & v v v i i it i i i it e st m s e e s s et s ma s e ne 12¢| X
13  Does the organization have a written whistleblower policy?. . . . . . . vt t v i i it it it a 13 | X
14  Doss the organization have a written document retention and destructionpolicy?. « » o v v v s v v v it 0 00 o & X
15 Did the process for determining compensation of the following persons include a review and approval by

independent persons, comparability data, and contemporanecus substantiation of the deliberation and decision? [+
The organization's CEO, Executive Directoer, or top management official . . . . ... . I I £ T IS
Other officers or key employees of the organization . .. . .. .............. i 1] ) X_ i I
If "Yes" to line 15a or 15b, describe the process in Schedule Q. {See instructions.) i

16a Did the organization invest in, contribute assets to, or parlicipate in a joint venture or S|m|Iar arrangement
with a taxable entity during theyear?. . . ... ... T i
b If "Yes," has the organization adopted a written policy or procedure requiring the crganization to evaluate
its participation in joint venture arrangements under applicable federal tax law, and taken steps to safeguard
the organization's exempt status with respect to such arrangements? . . . . . . . o 4 v . v v s s e e e e
Section C. Disclosure
17  List the states with which a copy of this Form 990 is required to be fled » ™2, ______________ ___ _____________
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 ingpection. 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 so, how), the organization makes its governing documents, conflict of interest
pelicy, 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: P MICHELLE LEE 110 & PACA STREET BALTIMORE, MD 21201 .
(410)328-1376
BEmf’SzAs_m Form 990 (2008)
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Form §90 (2009)

52-08829%214

Page 7

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

Employees, and Independent Contractors

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

1a Complete this table for all persons required to be listed. Report compensation for the calendar year ending with or within the
organizaficn'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 employes)
who received reportable compensation (Box 5 of Form W-2 and/or Box 7 of Form 1029-MISC) of more than $100,000 from the

organization and any related organizations.

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

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

List persons in the following order. individual frustees or directors; institutional trustees; officers; key employees; highest

compensatad employees; and former such persons.
|:| Chack this box if the organization did not compensate any current officer, director, or trustee,

(A) {B) €} {D) ) {F}
Name and Title Averags | Position (check all that apply) Reportable Reportable Estimated
hoursper (23| 5| Q] & 3|2 compensation compensation amount of
week (2513 ? 2 223 from from related other
ﬁ g g., 53 ?E 2|8k tr_le . organizations compensation
83| B g 8 organization (W-2/1089-MISC} from the
g E 2 -g {W-2/1099-MISC) organization
5lE 2 and related
o g-_ organizations

JEFFREY A RIVEST

"DIRECTOR T 2.00| x 0J 1,028,442 28,123,
ALISON G BROWN

"DIRECTOR 7T '2.00| X 0 443,425 27,605,
LISA ROWEN )

DIRECTOR T 2.00] X 0/ 447,025 61,642,
REVEREND JOHN SABATELLI

LIAISON T TTTTTTTTT 40.00] X 52,938 0 1,154,
INGRID CONNERNEY

DIRECTOR 7 2.00| X 0, 168,983 17,670.
KEITH PERSINGER

"CFO AND DIRECTOR | 10.00| X X 0 550, 080 16,480.
JONATHAN GOTTLIEB

DIRECTOR T 2.00| X 0 278,951 38,567.
SEBLU ZERA YQHANNES

DOCTOR & DIRECTOR . | 40.00| X X 180,944 | 0 8,725,
JAMES WARNER

VP & CEO T 40.00 X 233,457 0 13,704,
JOYCE A SMITH

VP & CNO T 40.00 X 182,586 0 9,038,
CARLA JONES

"STAFF COORDINATOR | 40.00 X 113,935 | 0 5,774,
ERDA YOUNG

"DIRECTOR OF QUALITY OUTCOMES | 40.00 X 111,372 0 18,144,
ATISHA F MUHAMMAD

"CLINICAL NURSE ] 40,00 X 102,681 0 0.
KIMBERLY KIDD-WATKINS

DIRECTOR - CLINICAL NURSING | 40.00 X 107,343 0 21,160,

JSA Form 990 (2008)

9E1041 3.000
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Form 990 (2009)

)

52-0882914 Page B
Section A. Cfficers, Directors, Trustees, Key Employees, and Highest Compensated Employees (continued)
(A) (B) (C) (o} (E) {F)
Name and title Average | Position {check all that apply) Reportable Reportable Estimated
hoursper (¢35 (0| & EEA compensation compensation amount of
week (22|38 g b g‘% g from from related other
E 3 'é: HEEFE N the organizations compensation
g B g|® 8 organization (W-2/1099-MISC) from the
E_ 5 ] ?:-: {W-2/1099-MISC) organization
& 8 2 and related
13 2 organizations
£

1b Total

>

1,085,256

2,916,906 |

267,786,

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 »

5

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 . . . . ... ... .

5 Did any person listed on line 1a receive or accrue compensation from any unrelated organization for
services rendered lo the organization? /f "Yes," complefe Schedule J for SUCh PErSOn . v v v v v v s v s s s s s s s o

Section B. Independent Contractors

1 Complete this table for your five highest compensated independent confractors that received more than $100,000 of

compensation from the organization,

(A)

Name and business address

(B)

Description of services

(€

Compensation

ATTACHMENT 3

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- 8

JBA

9E1050 2,000
JS1079 2502

vV 09-9.3

513485

Form 990 (2000)
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Form $90 (2009) : ) ) Page 9

P 52-0882914
; i (&) ® < (D}

" Total revenue Related or Unralated Revenue
exempt business excluded from tax
function revenue under sactions

e revenueé 512, 513, or 514

gg 1a Federated campaigns . + « « « « « &
£3| b Membershipdues ........ i
g@ ¢ Fundraisingevents . . « « « » + 4
'Er'_g d Related organizations . . .« « .. .
'g.g ¢ Government grants {contributions) .
E E f All othar contributions, gifs, grants,
'5“6 and similar amounis not included above .
5% 9 Noncash contributions included in lines fa-1f: $ ____ [H@giuals HHA ;
h_Total. Addlines fa-1f . . o = v v v v o v s s s s 0 v s 2 s ™ 0. |} it :
% Business Code [T BRSNS (eail Bl hed!
% 94 PATIENT SERVICES REVENUE 900099 54,088, 180. 54,088,180.
[
g b
2 ¢
Sl d
o f All other program service revenue . . . . .
C | g Total.AddIiNES28-2f « « 4 4 v v v m v s v s ieaa P 54,088,180,
3 Investment income (including dividends, interest, and
other SIMIlar amountS)e » « «+ v s s v v e v e nnssse 2,064,408, 2,054,408,
Income from investment of tax-exempt bond proceeds . . . > 9. N
5 ROVAIES = + = = = v o o v 2 o v v vt n s ancane P
{i) Real (i) Personal
Ba GrossRents. .. ..... 33,059,
Less: rental expenses . . . 57.318.
¢ Rental income or (loss) . . -24,259.
d Netrentalincomeor{loss). o = v o v & v v v v v 0 s 4 .>| )
(i) Securities (i) Other
Ta Gross amount from sales of
assets other than inventory
b Less: cost or other basis
and sales expenses . . . 294,780,
¢ Ganor(loss) - . .. ... -294,780.
d Netgainor{loss) « o v v v o v v s v v mu
Q| 8a Gross income from fundraising
s events {not including $
5 of contributions reported on line 10).
« See PartIV,ne18 « » v v+ v v . ... &
g b Less:.: directexpenses . . . . . P b
o ¢ Net income or (loss} from fundraising events .
8a Gross income from gaming activities.
See PartV,line19 , ., . ....... a
b Less: directexpenses . . .« « v v . ... b
¢ Netincome or (loss) from gaming activities . .
10a Gross sales of inventory, less
refurnsand allowanees | , ., .. ... a
b -Less: costofgoodssold. + - v v s v s s b
¢ Netincome or (loss) fromsalesof inventory, . . . . ... .M i
Miscellaneous Revenue Business Code [t ' ;
11a CAFE & VENDING 722210 217,330, 217,330,
OTHER MISC. REV. 200099 4,317. 4,317,
c
d Allotherrevenue . . . . . . v v v v v ot
e Total.Addiines 11a-11d = + « v« « s v s s s e a s P 221,647
12 Total Revenue. Seeinstructions « - « v o v c v v o o o P 56,045,196 -43,395, 2,000,411,

Form 990 (2009)
JSA

9E1051 1.000
JS81079 2502 V 09-9.3 513485 PAGE 10
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Form 990 (2009) 52-0882914 Pege 10
Statement of Functional Expenses
Section 501(c)(3) and 501(c}{4) organizations must complete all columns.
All other organizations must complete column {A) but are not required to complete columns (B), (C), and (D).
Do notinclude amounts reported on lines 6b, Total e(z?genses Progra(r%)servloe Managt(e(r:rzent and Funé?gising
7b, 8b, 9b, and 10b of Part Vill. expanses general expenses expenses
1 Grants and other assistance to governments and T S i
organizations in the U.S. See Part IV, line 21 , . 0.
2 Grants and other assistance to individuals in
the US. Sea Part iV, line22 . ... ...... C.
3 Crants and other assistance to governments,
organizations, and individuals outside the
U.S. Seg PartIV,lines15and16 _ _ _ ., . .. Q.
4 Benefits paidtoorformembers , , , ... ... 0.
5 Compensation of current officers, directors,
trustees, and keyemplovess . . . . . .. . . . 438,785, 191,624. 247,161,
6 Compensation not included above, to disqualified
persons {as defined under section 4858(f)(1)) and
persons described in section 4958(¢)(3%B} , . . 0.
Other salariesandwages., . . . . . . v - . . 23,093,222, 21,004,228, 2,088,924,
Pension plan contributions {include section 401{k}
and section 403({b) employer contributions) . . . 475,348, 419, 848. 55,500.
9 Other employeebenefits + « v v v+ v 0 v v 4 v - 2,950,068. 2,605,626. 344, 442.
10 Payrolltaxes . » - . . . . 1,524,758, 1,346,731. 178, 027.
11  Fees for services (non-employees):
a Management . . .. ..... ] e 1,019,250, 1,019,250.
D LE0A v v v v n s r e r e rae e e 7,979. 7,979.
C AGCOUNNG = v v v v v v e v e e e s ne s 284,672, 284,672,
d LobbYing + = v s ¢ v v v s s e v nnu e 4,771.4 4,'7'71:
e Professional fundralsing services. See Part IV, line 17 0.}
f Investment managementfees ., .,.... .. 0.
g Other . . . .. e e e h e e e e 299,287, 299,287.
12 Advertising and promotion + « + v o . 4 v 4 . . 0.
13 Officeexpenses . . . . & v v v v v a v v s s s 133,024. 107,284, 25,740,
14 Informationfechnology. . « . - v v v v v 4 v 991,270. 991,270,
15 ROValleS, , i v v v v onn e nn e e, 0.
16 OCCUPaNCY « v v v s s s 0 s s 8 0 0 1 0 1 4 0.
17 Travel & o . o s e s e s e s e e 2,509. 2,509.
18 Payments of travel or entertainment expenses
for any federal, state, or local public officials 0.
19 Conferences, conventions, and meslings , , . . 26,275. 14,366. 11,909.
20 Interest . . . . . . i h s e e e e 874,628. 772,509, 102,119.
21 Paymentstoaffiliates .. . v o0 v v v v v v 0.
22 Depreciation, depletion, and amortization . . . . 2,059,657, 1,819,177, 240,480.
23 INSUMANCE | & v v s e v e e e e e e e e 164,556. 164,556.
24 Other expenses. Itemize expenses not
covered above. (Expenses grouped together
and labeled miscellanecus may not exceed
5% of total expenses shown on line 25 below.} T e o i S
a PURCHASED SERVICES 9,823,650, 8,250,318, 1,873,332,
pBADDEBT 5,742,708, 5,742,708,
¢SUPPLIES 5,878,499, 5,858,124. 20,375.
dMEDLCAL, FEES 1,664,075, 1,664,075,
¢ UNRELATED BUSINESS INCOME TA 3,346. 3,346.
f Allotherexpenses .. ... ____________
25 Total functional expenses. Add lines 1 through 24f 57,462,337. 49,729,197, 7,663,140. 0.
26 Joint Costs. Check here p 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 |, , . . ... .... ..
1.000 Form 990 (2009)
JS1079 2502 V 09-9.3 513485 PAGE 11
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Form 980 (2008) 52-0882914 Page 11
.Balance Sheet '
(A) {8)
Beginning of year End of year
1 Cash - non-interest-bearing | , . . .. ... o ot s e 3,141,107 1 2,218,893,
2 Savings and temporary cashinvestments . . . . . ... ... .. .. ... 2 ‘
3 Pledges and grants receivable, net | _ . . . ... ... ... ... 3
4 Accountsreceivable,net . . . ..., ... ... ... ..., 2,245,411, 4 2,732,6790.
5 Receivables from current and former officers, directors, trustees, key el ;
employees, and highest compensated employees. Complete Part | of
SchedUle L, .\ L\ it 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
" Partllof Schedule L, |, . . ., . . i i et sttt et e a 6
‘g’ 7 Notes and loans receivable, net | | . . ... ... L e e e 7
&1 8 inventortes forsaleoruse, , ., .., . ..,.............. ... 554,268. 8 555,990.
9 Prepaid expenses and deferred charges | . . ... . ... ...t 49%. 9 17,100.
10a Land, buildings, and equipment cost or [10a 36,154,499.[" N SR
other basis. Complete Part Vi of Schedule D T [ PR i (s
b Less: accumulated depreciation, , .. ... ... [10b 17,180,457, 20,296,418 J10¢ 18,974,042.
11 Investments - publicly traded securities, . . . .. o v vt vt e e 1¢,045,320. 11 10,235,756.
12  Investments - other securities. SeePartV, line 11. . . . .. ... .\ v o. . 3,729,500, 12 5,094,000.
13 Investments - program-related. See Part IV, line 11 . ... .......... | 13
14 Intangible assels . . . . . L. ... .. e et e e 14
15 Otherassets. SeePartlV,line 11 . . .. ... ... i it eenn. 835,526.|15 582,428,
16  Total assets. Add lines 1 through 15 (mustequal ine34) . .. ... .... 40,848,042, 18 40,410,879,
17  Accounts payable and accrued expenses, |, . . . . . .. it e e 6,188,945, 17 5,856,706,
18 Grantspayable . | . . ... ... ... ... .. e e 18
19 Deferredrevenue , ., . .. ................. e 1,568,686, 19 0.
20 Taxexemptbond liabilties , ., . ... ....... e et e,
g 21 Escrow or custodial account liability. Complete Part IV of Schedule D
£(22 Payables to current and former officers, directors, trustees, key
:-S employees, highest compensated employees, and disqualified
— persons. Complete Fartllof Schedule L | |, . . .. .. .. ..o s v
23 Secured mortgages and notes payablé to unrelated third parties , , . ... .
24 Unsecured notes and loans payable to unrelated third parties_ , , . . .. .
25 Other liabilities. Complete Part X of Schedule D , . . . . . ... ....... 23,280,982 25 26,149,130.
26 Total liabilities. Add lines 17 through25 . . . . . 31,038,613.| 24 32,005,836.
Organizations that follow SFAS 117, check here » |X | and B :
g complete lines 27 through 29, and lines 33 and 34. T
§ 27 Unrestricted netassets , , , ... ... 9,432,526 27 8,015,385,
E 28  Temporarily restricted netassets . . . . . . . . . 0 e e e 376,910, 28 389,658.
T|29 Permanently restricted netassets . _ . . . . . 0t i s i st et e 29
z Organizations that do not follow SFAS 117, check here »
5 and complete lines 30 through 34.
% 30 Capital stock or trust principal, or currentfunds |, _ ., ... .........
“131 Paid-in or capital surplus, or land, building, or equipmentfund , . . . .. .. 31
3 32 Retained earnings, endowment, accumulated income, or other funds | | | | 32
2|33 Totalnetassetsorfund balances , . . . . . . . .. it 9,809,436, 33 8,405,043,
34 Total liabilities and net assets/fund balances e e e e e eene e e 40,848,049.) 34 40,410,879,

JSA
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Form 990 (2009)
Part Xl Financial Statements and Reporting

1

2a

3a

b

Page 12

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

If "Yes" to line 2a or 2b, does the organization have a committee that assumes responsibility for ovarsight 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.

If "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

As a result of a federal award, was the organization required to undergo an audit or audits as set forth in
the Single Audit Act and OMB Circular A-1337., . ,
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.

HYes No‘ :

3a X

3b

JSA

8E1054 2.000
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Form 990 (2009)
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gE,TnEEQEtFQQO_EZ) Public Charity Status and Public Support | o o 1240047

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

Open to Public

ﬁ,?g.?{;{“;:\}e?fl};‘%lﬁiﬁ”” P Attach to Form 890 or Form 980-EZ. P See separate instructions. Inspection
Name of the organization Employer identification number
UNIVERSITY SPECIALTY HOSPITAL 52-0882914

Reason for Public Charity Status (All organizations must complete this part.) See instructions.
The organization is not a private foundation because it is: (For lines 1 through 11, check only one box.)
1 - A church, convention of churches, or association of churches described in section 170(b){1){A}i).
A school described in section 170{b)(1){A)(l). (Attach Schedule E.)
A hospital or a cooperative hospital service organization described in section 170(b){(1){A)(iii).
A medical research organization operated in conjunction with a hospital described in section 170(b)}{1){A)}iii). Enter the
hospital's name, city, and state;

|
]
section 170{(b){1){A}{iv). (Complete Part|l.}

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

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

A community trust described in section 170(b){1}{A)(vi). (Complete Part Il.)

An organization that normally receives: (1) more than 331/3% of its support from contributions, membership fees, and gross

receipts from activities related to its exempt functions - subject to certain exceptions, and (2) no more than 331/3% of its

support from gross investment income and unrelated business taxable income (less section 511 tax) from businesses

acquired by the organization after June 30, 1975. See sectlon 509(a)(2). (Complete Part lil.)

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

An organization organized and operated exclusively for the benefit of, to perform the functions of, or to carry out the
purposes of one or more publicly supported organizations described in section 509(a)(1) or section 509(a}{2). See section
509{a)(3). Check the box that describes the type of supporting organization and complete lines 11¢ through 11h,

a [ |Typel b [ ]Typell ¢ [ ] Type - 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 509(a}{2).

10
11

f If the organization received a written determination from the IRS that it is a Type I, Type II, or Type Il supporting
organization, check thisbox . e e e e e e
g Since August 17, 2008, has the organization accepted any gift or contribution from any of the
following persons? :
(i) A person who directly or indirectly controls, either alone or together with persons described in {ii) | Yes| Mo
and (iii) below, the governing body of the supported organization? . . . .. ... ... ... . [1em)
(i} Afamily member of a person described in () above? . . . .. L. . [V1etin
(i A 35% conirolled entity of a person described in () or (i above? _ . .. ... . 11glit)
h Provide the following information about the supported organization{s).
{i) Name of supported (1) EIN {ill) Type of organization| {Iv} Is the organization | {v) Did you notify {vi) Is the {vil) Amount of
organization (described onlines 1-8 | in col. {i} listed in your | the organization in | organization in col. support
above or IRC section | governing document? col. {i) of your {i) organized in the
{soe instructions)} support? us?
Yeos No Yes No Yes No

Total

For Privacy Act and Paperwork Reduction Act Notice, see the Instrustions for Schedule A (Form 920 or 990-EZ) 2008
Form 980 or 890-EZ.

JSA
9E1210 2.000
JS51079 2502 V 09-9.3 513485 PAGE 14



) )

* Schedule A (Form 990 or 990-E2) 2009 52-08829%914 Page 2
Support Schedule for Organizations Described in Sections 170({b)}{1){A)(iv) and 170(b)(1){A)(vi)

{Complete only if you checked the hox on line 5, 7, or 8 of Part L)
Section A. Public Support
Calendar year {or fiscal year beginning In) (a) 2005 {b) 2006 (c) 2007 {d} 2008 {e) 2008 (f) Total

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

2 Tax revenues levied for the organization's
benefit and sither paid to or expended on
itsbehalf « « & & o v s 0 v v v i

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

4  Toftal. Add linesj through3. . . . . el - . 7 ] i -
5 The portlon of total contributions by each [§i gﬂ Lo e 4 - Bl B e 'é%
person {other than a governmental unit or |; Ty % ; 3 el iy : ; Tl )
publicly supported organization) included ‘ i e i s : ; " o |kt t . ‘x“;
on line 1 that exceeds 2% of the amount | i : : AR : ; i ; el
shown on line 11, column (), , . . . . . | g : : R dhi pEa L ;
6 Publlc support. Subtract line 5 from line 4. | Bl easanas i i i B R e el
Section B. Total Support
Calendar year {or fiscal year beginning in} {a) 2005 (b) 2006 {e) 2007 (d) 2008 {e} 2009 (f) Total

7 Amountsfromlined .. ........

8 Gress income from interest, dividends,
payments received on securities loans,
rents, royalties and income from simitar
sources

9 Net income from unrelated business
activities, whether or not the business is
regularly carrledon . . . .. .. e

10  Ofther income. Do not include gain or
loss from the sale of capital assets

(Explainin Part IV} . . . . . .. ey
11 Total support. Add lines 7 through 10 . . i
12 Gross receipts from related activities, etc. (seeinstructions) . « & & v v 4 vt d it it d i e s e e s
13 First five years. If the Form 990 is for the organization's first, second, third, fourth, or fifth tax year as a section 501(c)(3)
organization, check this boxandstop here . . . . . . .. ¢ v v v v v n 4 s w v s mw s m s e wm s xawa e T |——|
Section C. Computation of Public Support Percentage
14  Public support percentage for 2009 {line 8, column (f) divided by line 11, column{®} . . . ... .. 14 %
15 Public support percentage from 2008 Schedule A, Partll, line14 ., . ., . .. .. v e v s s v 2 ee..L158 %
16a 331/3% support test - 2009. If the organization did not check the box on line 13, and line 14 is 334/3% or more, check
this box and stop here. The organization gualifies as a publicly supported organization , |, . . v i v v v e v v e n v v n >
bk 331/3% support test - 2008, If the organization did not check a box on line 13 or 16a, and line 15 is 331/3% or more,
check this box and stop here. The organization qualifies as a publicly supported organization, ., , .., ., ...... .. .. >

17a 10%-facts-and-circumstances test - 2009. If the organization did not check a box on line 13, 16a or 16b, and line 14 is 10%
or more, and if the organization meets the "facts-and-circumstances" test, check this box and stop hers. Explain in
Part IV how the organization meets the "facts-and-circumstances” test. The organization qualifies as a publicly supported
organization, _ . .. ..... ... S r e e rm e r e e e e s e e e e e >
b 10%-facts-and-clrcumstances test - 2008. If the organizafion did not check a box on I|ne 13, 16a, 16b, or 17a, and line
15 is 10% or more, and if the organization meets the "facts-and-circumstances" test, check this box and stop here.
Explain in Part [V how the organzation meets the "facts-and-circumstances” test. The organization qualifies as a publicly
supported organization, . ., . ... ....
18 Private foundation. If the organization did not check a box on line 13, 16a, 18b, 17a, or 17b, check this box and see
NSIUCHONS 4 4 4 v it b i b s e i i e i i i e e e e e s e e e e e e e e aaae e aaee e e P
’ Schadule A (Form 990 or 990.EZ) 2000

JSA

9E1220 1.000 .
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)

Schedule A {Form 990 or 990-EZ) 2009
Support Schedule for Organizations Described in Section 509(a){2}

52-0882914

{Complete only if you checked the box on lihe 9 of Part 1)

Page 3

Section A. Public Support

1

6 Total. Add lines 1 through 5

7

Calendar year (or fiscal year beginning in) »
Gifts, grants, contributions, and
membership fees received. (Do not include
any"unusualgrants) _ . ., .. .. ..
Gross receipts from admissions, merchandise
sold or services performedg,
furnished In any activity that is related to the
organlzation's tax-exempt purpose

or facilities

Gross recelpts from aclivities that are not an
unrelated trade or business under section 513 |
Tax revenues levied for the organization's
benefit and either paid to or expended on
tsbehall | |, ., s e e e
The wvalue of services or facilities
furnished by a governmental unit to the

organization without charge

a Amounts included on lines 1, 2, and 3

received from disqualified persons , . . .
b Amounts included on lines 2 and 3
received from other than disqualified
ersons that exceed the greater of
5,000 or 1% of the amount on line 13
for'the VEATN v v v v v v s 8 5 s 8 8 8 s &

c Addiines7aand7b. . . . . .. ... S

Public support {Subtract line 7¢ from
ling 6.)

(a}2005

(b} 2006

{c) 2007

(d) 2008

(e) 2009

() Total

Section B. Total Support

9
10

11

12

Calendar year (or fiscal year beginning in) b

Amounts from line6. . . ... ...

a Gross income from interest, dlwdends
payments received on securities loans,
rents, royalties and income from similar
SOUMCES ., v v v = v v v v =

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

¢ Addlines 10aand 10b , , , .,
Net income from unrelated business
activities not included in fdine 10b,
whether or not the business is regularly
carried on

Other income. Do not include gain or
loss from the sale of capital assets
(Explain in Part 1V.)

LI )

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

14

and 12.)

(a) 2005

(b} 2006

(¢) 2007

{d) 2008

(e) 2009

{f} Total

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

Section C, Computation of Public Support Percentage

15
16

Public support percentage for 2009 (line 8, column (f) divided by line 13, column (f}) |
Public support percentage from 2008 Schedule A, Part Il ine15. & & v v v ¢ o 0 4 0 & 0 ¢ 8 s 0 ¢ 0 a0 2 s

15

%

16

%

Section D. Computation of Investment Income Percentage

17
18

19a

20 Private foundation.

Investment income percentage for 2009 (line 10¢, cotumn (f) divided by line 13, column (f))

Investment income percentage from 2008 Schedule A, Part Ill, line 17

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

%

18

%

17 is not more than 33 1/3%, check this box and stop here. The organization qualifies as a publicly supported oiganization »

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
19a, or 19b, check this box and see instructions

If the organization did not check a box on line 14,

JSA
9E1221 1.000
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Schedule A {(Form 990 or 990-EZ) 2009
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) 52—g)2914

Schedule A (Form 990 or 990-EZ) 2000 Page 4

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

A Schedule A (Form 990 or 980-E2) 2009

9E1226 2,000
JS1079 2502 VvV 09-9.3 513485 PAGE 17



) )

SCHEDULE C Political Campaign and Lobbying Activities | ome No. 1545-0047

(Form 890 or 990-E2) For Organizations Exempt From Income Tax Under section 501(c) and section 527

p Complete if the organization is described below.

Open to Public
Department of the Treasury . . , ]
Intemal Revenus Service p Attach to Form 890 or Form 990-EZ. pSee separate instructions Inspection

If the organization answered "Yes," to Form 990, Part IV, line 3, or Form 990-EZ, Part VI, line 46 (Polltical Campalgn Activities), than
® Section 501(c)(3) organizations: Complete Parts |-A and B. Do not complete Part I-C.

® Section 501(c) (other than section 501(c}{3)) organizations: Complete Parts I-A and C below. Do not complete Part 1-B-

® Section 527 organizations: Complete Part I-A only.
if the organization answered "Yes," to Form 9980, Part IV, line 4, or Form 990-EZ, Part VI, line 47 (Lobbylng Activities), then

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

® Section 501(c){3) organizations that have NOT filed Form 5768 (election under section 501(h}): Complete Part II-B. Do not complete Part 1i-A.
If the organization answered "Yes," to Form 990, Part IV, line 6 {Proxy Tax), then

® Section 501(c}(4), (5), or (6) organizations: Complete Part |II. /
Name of organlzation Employer identiflcation number
UNIVERSITY SPECIALTY HOSPITAL 52-0882914
Complete if the organizationis exempt under section 501(c) or is a section 527 organization.
1 Provide a déscription of the organization's direct and indirect political campaign activities in Part IV,
2 Political expenditres |, . . ... .ttt i e e e » $
3 Volunteer KOUrs |, | . .. . i it ittt it e i e e i e e e
Complete if the organization is exempt under section 501(c)(3).
1 Enter the amount of any excise tax incurred by the organization under section 4955 , . . .. >
2 Enter the amount of any excise tax incurred by organization managers under section 4955 , , P §
3 If the organization incurred a section 4955 tax, did it file Form 4720 forthisyear? . _ . . . ... ... ..... H Yos H No
4a Wasacorrectionmade? _ L L e e e Yes No
b If "Yes," describe in Part IV. -
EZNEY  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
ACHVIEES . L, i i e e e ettt $
2 Enter the amount of the filing organization's funds contributed to other organizations for section :
527 exempt function activities , , , . . ... .. .ot .. A g
3 Total exempt function expenditures. Add lines 1 and 2. Enter here and on Form 1120-POL,
T T4 > %
4 Did the filing organization file Form 1120-POL for this year? _ . . . . . . . 0 i v i st e et v e o s a s s an D Yeas |:| No

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

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

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

For Privacy Act and Paperwork Reduction Act Notice, see the Instructions for Form 980 or 990-E2. Schedule C {Form 990 or 990-E2Z) 2009
JEA
9£1264 2.000
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) Page 2

Scheduie € (Form 990 or 990-E2) 2003) 52-0882914
m Complete if the organization is exempt under section 501{(c)(3) and filed Form 5768 {election

under section 501(h}).

A
B

Check »i__ | if the filing organization helongs to an affiliated group.
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

- o Q0 0O

| Over $1,500,000 but not over $17,000,000 |$225,000 plus 5% of the excess over $1,500,000.

Total lobbying expenditures to influence public opinion (grass roots lobbying)
Total lobbying expenditures to influence a legislative body (direct lobbying)
Total lobbying expenditures (add lines faandib), , ., ... ..
Other exempt purpose expenditures , , ., ........
Total exempt purpose expenditures {add lines 1cand1d), . . . ... ..........
Lobbying nontaxable amount. Enter the amount from the following table in both
columns.

If the amount on line 1e, column (a) or (b} I18:( The lobbying nontaxable amount is:

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

Over $500,000 but not over $1,000,000 $100,000 plus 15% of the excess over $500,000.
Over §1,000,000 but not over $1,500,000 |$175,000 plus 10% of the excess over $1,000,000,:

Over $17,000,000 $1,000,000.

— -z

Grassroots nontaxable amount (enter 25% of line 1f)
Subtract line 1g from line 1a. If zero or less, enter -0-
Subtract line 1f from line 1c. If zero or less, enter-0- | _ . _ . _ . ... .. ...

If these is an amount other than zero on either line 1h or line 1i, did the organlzatmn flle Form 4720 reporting _
section 4911 taxforthisyear? . ... ... ... .. |_|Yes |—|No

4-Year Averaging Period Under Section 501(h})
{Some orgamzations that made a section 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 fiscal year :
baginning in) {a) 2006 {b) 2007 (c) 2008 {d) 2009 {e) Total

2a

Lobbying non-taxable amount

b

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

¢ Total lobbying expenditures

d

Grassroots nontaxable amount

e

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

f Grassroots lobbying expenditures

Jsa

Schedule C {Form 990 or 890-EZ) 2009

9E1265 1.000
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Schedule C (Form 990 or 990-EZ) 2000 52-0882914 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:
Volunteers?

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

Paid staff or management {(include compensation in expenses reported on lines 1c through 1i}?_
Medla advertisements?

Rallies, demonstrations, seminars, conventions, speeches, lectures, or any similar means? |

Other activities? If "Yes," describe in Party ... X 4,771.

Total. Add lines 1c through 1i | B

Did the activities in line 1 cause the organization to be not described in section 501(c)3)? , , .
b If "Yes" enter the amount of any tax incurred under section 4912

T
=]
=
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wm
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¢ If "Yes," enter the amount of any tax incurred by organization managers under section 4942 |

If the filing organization incurred a section 4912 tax, did it file Form 4720 for thisyear? , . . , . X [
Mplete if the organization is exempt under section 501(0)(4) section 501(c)(5), or sectlon

501(c)(8).
Yos | No
1 Were substantially all (90% or more) dues received nondeductible by members? 1
2 Did the organization make only in-house lobbying expenditures of $2,000 orless?
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 answered
"Yes."
1 Dues, assessments and similar amounts from members | . . . . . . 0ttt o e e
2 Section 162(e} nondeductible lobbying and political expenditures {do not include amounts of political | ="
expanses for which the section 527(f) tax was paid).
a CGurrent year
b Carryover from last year
¢ Total

3  Aggregate amount reperted in section 6033(e)(1)(A) notices of nondeductible section 162{(e)dues _ _ _ | 3
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 estimate of nondeductible lobbying e
and political expenditure next year? _ | 4

Taxable amount of lobbying and political expendltures {see instructions)
Part v Supplemental Information

Complete this part to provide the descriptions required for Part I-A, line 1; Part I-B, line 4; Part I-C, line 5; and Part II-B, line 1i.
Also comglete this part for any additional information.
SEE PAGE 4

15A Schedule € {Form 990 or 990-E2Z) 2009
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Schedule C (Form 990 or 990-E2) 2009 52-0882914 Page 4
WEUANA  Supplemental Information {continued)

LOBBYING

THE ORGANIZATION DOES NOT ENGAGE IN ANY DIRECT TOBBYING ACTIVITIES. THE
(_I"I_HA) AND THE AMERICAN HOSPITAL ASSOCIATION (AHA). MHA AND AHA ENGAGE TN
' MEMBER HOSPITALS. THE MHA AND AHA REPORTED THAT 8_._7_3_%__%1&]2_%§L2_635_9_F ________

™ Schedule C (Form 990 or 990-E2) 2008

9E1267 1,000
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SCHEDULE D Supplemental Financial Statements | 0w . 16450047
(Form 990)
» Complete if the organization answered "Yes," to Form 990,
Part IV, line 6, 7, 8, 9, 10, 11, or 12, ;
E,?gm:n,::\}e?]fdzes:ma:euw p- Attach to Form 990. B See separate instructions. O';?Qp?czgghc
Nama of the crganization Employer [dentiflcation number
UNIVERSITY SPECIALTY HOSPITAL 52-0882914
Crganizations Maintainlng 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 atend ofyear . ... .. .. .
§ - Did the organization inform all donors and donor advisors in wiiting that the assets held in donor advised

~ funds are the organization’s property, subject to the organization’s exclusive legal control? . .. . . ... ... |:| Yeas D 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 privatebenefit? . . . . . ... ... .. .. .. . . ... 0 l:l Yeos D No
Conservation Easements. Complete if the organization answered "Yes'" to Form 990, Part IV, line 7.
1 Purpose(s) of conservation easements held by the organization {(check all that apply).
Preservation of land for public use (e.g., recreation or 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.

3] Held at the End of the Year

a Total number of conservaticneasements . . . ... ... ittt rnn e e 2a
b Total acreage restricted by conservationeasements . . . .. .. ..+ c v e .... | 2b
¢ Number of conservation easements on a certified historic structure included in(a). . . . . . | 2¢c
d Number of conservation easements included in (c) acquired after 8/17/06 ., . .......[2d

3 Number of conservation easements modified, transferred, released, extinguished, or terminated by the organization during
the tax year »

4 Number of states where property subject to conservation easementis located »
5 Does the organization have a written policy regarding the periodic monitoring, inspection, handling of
violafions, and enforcement of the conservation easementsitholds? . .. ... ... ... ... I:I Yes I:l No
6  Staff and volunteer hours devoted to monitering, 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 salisfy the requirements of section
170Ch){4)(B)(D) and 1700h) 4B . . v v v i i i e i et st i e e e e e e e e e l___l Yes |:| No

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

the organization's accounting for conservation easements.
IEI"' Organizations Maintaining Collections of Art, Historical Treasures, or Other Similar Assets.
Complete if the organization answered "Yes" to Form 990, Part IV, line 8.
1a if the organization elecled, as permitted under SFAS 116, not to report in its revenue statement and balance sheet works of

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

(i} Revenues included in Form 290, PartVill line1 . . . . ¢« v v v v v v o v b v s s e b b e s n s s n s | ]
(i) Assetsincluded inForm 980, Part X . . . . & v v v v ot i st i s s e e s s e e s | ]

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

a Revenues included in Form 990, Part Vill, line 1 . . . . . . & o i i o i i it e h e e e m e | ]
b Assets included in Form 990, PartX . ... ... ........... T &
For Privacy Act and Paperwork Reduction Act Notice, see the Instructions for Form 990. Schedule D (Form 990) 2009
JSA
9E1266 2.000
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3

a
b
c

4

5

52-0882914
Organizations Maintaining Collections of Art, Historical Treasures, or Other Similar Assets (confinued)

Page 2 -

Loan or exchange programs
OCther

Using the organization's acquisition, accession, and other records, chéck any of the following that are a significant use of its
collection items (check all that apply):

Public exhibition d

Scholarly research e H

Preservation for future generations
Provide a description of the organization's collections and explain how they further the organization's exempt purpose in
Part XIV.
During the year, did the organization solicit or receive donations of art, historical treasures, or other similar
assets to be seold 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 890, Part

IV, line 9, or reported an amount on Form 980, Part X, line 21.

1a

b
c
d
®
f

2a
b

Is the organization an agent, trustee, custodian or other intermediary for contributions or other assets not
included on Form 890, Part X7 . . . . . . v v i i ittt e et e s e r e s e e e e e
If "Yes," explain the arrangement in Part X1V and complete the following table: ’

|:|No

Amount
Beginning balance . . v v v o v v e v v e v e e e P L T
Additions during theyear . . v @ o v v v v i v v i e b e e e AT |
Distributions during the year . « « v+ & v & ¢ & it ottt i e s s e e
Endingbalance « v v o v o v v v v n i e s e s e e e e 1f

Did the crganization include an amount on Form 990, Part X, ine 217 , . . . . v v v v v v v v nn v s o s n o |_|Ye5
If "Yes," explain the arrangement in Part XIV.

Endowment Funds. Complete if organization answered '"Yes" to Form 990, Part IV, line 10.
(a) Current Year {b) Prior year (6) Two years back {d) Three years back

|_lNo

{e) Four years back

1a Beginning of year balance . . . .
b Contributions . . . ........
¢ Net investment earnings, gains,
and 108888, . . . u v s v e
d Grants or scholarships . .. . ..
e Other expenditures for facilities .
andprograms . . . ... .0 ...
f Administrative expenses . . . ..
g End of yearbalance., . . .. ...
2 Provide the estimated percentage of the year end balance held as:
& Board designated or quasi-endowment » %
b Permanent endowment p %
¢ Term endowment p %
3a Are there endowment funds not in the possession of the organization that are held and administered for the
organization by: Yes | No
(i) unrelated organizations. « . » &« v v v e h h i et e e e e e e e e s s sy 3a(l)
{iirelated organizations . . . . . ... .. . e e e e R T4
b If "Yes" to 3a{ii}, are the related organizations listed as required on Schedulg R? . o . v v v v v v h v v v n v e v 3b
4 Describe in Part XIV the intended uses of the crganization's endowment funds.
Investments - Land, Buildings, and Equipment. See Form 990, Part X, line 10.
Description of invasiment (a) Cost or other basis (b} Cost or other {c} Accumutated () Book value
{invesiment} basis {(other) depreciation
fa Land. « v« v v oot i a e e e . 915, 184 [+ 0ot 915,184,
b Buildings « - ..o i i 24,693,969 11,531,655| 13,162,314.
¢ Leasehold improvements. . . . . . . ... 221,051 221,051}
d Equipment . ... .o i i s e 10,269,359 5,380,085( 4,889,274,
6 OthEr « v v v v vttt i n e ne s e 54,936 47,666] 7,270,
Total. Add lines 1a through 1e. (Column (d) must equal Form 990, Part X, column (B), line 10(c).). . . . . . P 18,974,042,

JSA
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Schedute D (Form $90) 2009 ) 52-0882914

Psge 3
CEIRRYIN  Investments - Other Securities. See Form 990, Part X, line 12,
(a) Description of security or category {b} Book value {c) Method of valuation:
(including name of security) Cost or end-of-year market value
Financialderivatives , , ., .. ..............
Closely-held equity inferests , . . ... .. .......
OtherRLTERNATIVE INVESTMENTS 5,094,000. FMV
e e e e e et
Total, (Column (b) must equel Form 990, Part X, col. (B) line 12.) » 5,094,000 ‘, s
GERYIN Investments - Program Related. See Form 990, Part X, line 13.
(a} Description of investment type (b} Book value {¢) Method of valuation:

Cost or end-of-year market value

Total. (Column (b} must equal Form 990, Part X, col, (B} line 13.) »
E1{Pq Other Assets. See Form 990, Part X, line 15.

{a) Description {b) Baok value
Total. (Column (b) must equal Form 880, Part X, col (B8 16) o v & v 4 o 4 4 o o s s o s s s s s 20 s o s s usoaness P
Other Liabilities. See Form 990, Part X, line 25.
1. {a} Description of liability {b) Amount
Federal income taxes
3RD PARTY ADVANCES 4,293,827
OTHER CURRENT LIABILITIES 3,860,998
DUE TO AFFILIATES 17,411,051
CAPITAL LEASE LIABILITY 583,254
Total. (Column (h) must equal Form 990, Part X, col. (B) line 26} P 26,149,130 52 G

2, FIN 48 Footnote. In Part XIV, provide the text of the footnote to the organization's financial staterents lht reports the
crganization's liability for uncertain tax positions under FIN 48.

9E12J7%A1.000 Schedule D {Form 990) 2009
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o

10

EIPAl Reconciliation of Revenue per Audited Financlal Statements With Revenue per Return

1
2

Lo - T - I -

3

4
a
b
c

5
P8l Reconciliation of Expenses per Audited Financial Statements With Expenses per Return
1

1
2

a0 oo

=gl

c

5  Total expenses. Add Ilnes 3 and 4c (This must equal Form 990, Part |, line 18.),

Complete this part to provide the descriptions required for Part li, lines 3, 5, and 9; Part |ll, lines 1a and 4; Part IV, lines 1b
and 2b; Part V, line 4; Part X, line 2; Part XI, ling 8; Part XIl, lines 2d and 4b; and Part Xlll, lines 2d and 4b. Also complete

B

52-0882914

)

Page 4

Reconciliation of Change in Net Assets from Form 990 to Audited Financlal Statements

Total revenue (Form 990, 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

Total adjustments (net). Add lines 4 through 8 | . . . .. ... vt i s s e e
Excess or {deficit) for the year per audited financial statements. Combine lines 3and 9 .

O (=] | LN [ [ [N |

10

Total revenue, gains, and other support per audited financial statements
Amounts included on line 1 but net en Form 920, Part VI, line 12;
Net unrealized gains on investments 2a

1

Donated services and use of facilities 2b

Recoveries of prior year grants 2¢

Other (Describe in Part XV . . . . . . ... ... . 7 " [2d

Add lines 2a through 2d
Subtract line 2e from line1 .. ..
Amounts included on Form 990, Part VI, line 12, but not on line 1;
Investment expenses not included on Form 990, Part VI, line 7b 4a

Other (Describe in Pact XIV.) . . . . . ... ... ..

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

Add lines 4a and 4b

Total revenue. Add lines 3 and 4e. (This must equal Form 990, Partlfine 12.) . . . v v v v v v e v v v s

4c

5

Total expenses and losses per audited financial statements
Amounts included on fine 1 but not on Form 990, Part IX, line 25:
Donated services and use of facilities

Prior year adjustments Tt

Other Iosses

Subtractline Zefromline 1 ., . . v v i i v it ittt bt e s e e
Amounts included on Form 990, Part IX, line 25, but not on line 1:
Investment expenses not Included on Form 990, Part VI, fine 7b

Other {Describe in Part Xxwy oo

Add fines 4a and 4b .

Supplemental Information

this part to provide any additional information.

JSA
8E1271 1.000
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Schedule D (Form $90) 2008 ) 52-. )2 914 Page 5
L@  Supplemental Information (coniinued)

SCHEDULE D, PART X

FIN 48 FOOTNOTE PER AUDIT REPORT

THE ORGANIZATION IS A SUBSIDIARY OF THE UNIVERSITY COF MARYLAND MEDICAL
SYSTEM éORPORATION (THE CORPORATION). THE CORPORATION ADOPTED THE
PROVISIONS OF FASB'INTERPRETATION NG. 48, ACCOUNTING FOR UNCERTAINTY IN
INCOME TAXES (FIN 48} ON JULY 1, 2007. FIN 48 PRESCRIBES A THRESHOLD OF
MORE-LIKELY- THAN-NOT FOR RECOGNITION AND DERECOGNITION OF TAX POSITIONS
TAKEN OR EXPECTED TC 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.

Schedule D {Form 990) 2009
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SCHEDULE H
(Form 990)

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

Department of the Treasury
Intemal Revenus Service

Hospitals

p Attach to Form 990.
P See separate instructions.

)

| OME No. 1545-0047

Open to Public
Inspection

Name of the organization
UNIVERSITY SPECIALTY HOSPITAL

Employer identification number
52-0882914

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"isitawrittenpolicy? « « v v ¢ v 0 & 0 0 v r r e e e e

2  |f the organization has multiple hospitale, indicate which of the following best describes application of the

charity care policy to the various hospitals.

Applied uniformly to all hospitals
Generally tailored to individual hospitals

[:] Applied uniformly to most hospitals

Answer the following based on the charity care eligibility criteria that applies to the largest number of the
organization's patients.

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:

I:l 100% I:l 150% 200% Other __ %

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 discounted Care: | . . . v v v v v v s s s v »
200% 250% 300% 350% ﬁ 400% Other __200.0000 o

If the organization does not use FPG to determine eligibility, describe in Part V1 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.

Does the organization's policy provide free or discounted care to the "medically indigent™? + + « + « ¢ v v 2 & 4 4 4w &

5a Does the organization budget amounts for free or discounted care provided under its charity care policy? . . .« « . . .« .. Ve e
If "Yes," did the organization's charity care expenses exceed the budgeted amount? . . . . . .. Cr e s s s e
c If "Yes" to line 5b, as a result of budget considerations, was the organization unable to provide free or discounted
care to a patient who was eligible for free or discounted care?. . . . . ..
6a Does the organization prepare an annual community benefitreport? .« « & v« v o v s v 4 4 s 5 ek s r E n E E s E o E e
b If "Yes," does the crganization-make it available to the public? . . .
Complete the following table using the worksheets provided in the Schedule H instructions. Do net submit

these worksheets with the Schedule H.

L T T T T T N ]

7 Charity Care and Certain Other Community Benefits at Cost

Charity Care and ti;)cli!uq?her of | (b} Persons
Means-Tested Government ?,'g',gf,,g’ servad
on

Programs onal) {optlonal

{c) Total community
benefit expense

{d) Direct offsstting
revenue

{s) Net community {f) Percent
henefit expanse of total
expense

a Charily care at cost {from
Worksheets1and 2} » = = =

1,894,186.

1,894,186. 3.30

b Unreimbursed Medicaid {from

Worksheet 3, columna) . . .

G Unreimbursed costs - other means-
lested government programs (from
Worksheat 3, cclumnd) |

d Total Charity Care and
Means-Tested Government
Pragrams » o » v 5 5 5w

1,894,186.

1,894,186, 3.30

Other Benefits

@ Communily heallh improvement
services and community benefit
opevations {from Workshest 4) »

68,469.

68,469, .12

f Health professions education
{from Worksheet5) « « » o

66,359,

66,359, .12

g Subsidized heallh services (from
‘WorkshestB)s « v« o = & & &

2,199.

2,199.

h  Research (from Worksheet 7} . .

[  Cash and in-kind contributions ta
community groups {from
Worksheot 8), . . . . « . &

24,700.

24,700. .04

Total. Other Bonefts « « o« o &

161,727.

161,727. .28

i
K Total. Add linss 7d snd 7j . . .

2,055,913,

2,055,913, 3.58

For Privacy Act and Paperwork Reduction Act Notice, see the Instructions foer Form 990.

JBA
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Schedule H (Form 9980} 2009

52-0882914

)

Page 2

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

building activities.

(a) Number of
activities or
Programs
{oplional)

(b} Persons
served
{optional)

{c) Total community
building expense

{d} Direct offsatting
revenue

{8) Net communilty
bullding expense

() Percent of
total expense

1_ Physicatimprovemenis and housing
2 Economic development

3_Communily support

4 _Environmental improvements

& Leadership development and

training for community members

6 Cuoalition building

7 Communily health improvement
advocacy

8 Workforce development

129,592.

129,592,

.23

9 Gther

10 Total

129,592,

129,592.

.23

0
Part Il Bad Debt, Medicare, & Collection Practices

Section A. Bad Debt Expsnse

1 Does the organization report bad debt expense in accordance with Healthcare Financial Management

Association Statement No. 157

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

2 Enter the amount of the organization's bad debt expense {at cosf)

Yes | No

4,930,988

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

Section B. Medicare

§ Enter total revenue received from Medicare (including DSH and IME)

[-- ]

Check the box that describes the method used:

_ Cost accounting system
Section C. Collection Practices

Cost to charge ratio

Enter Medicare allowable costs of care relating to payments on line 5
Subtract line 6 from line 5. This is the surplus or (shortfall) . . . . .
Describe in Part V| the extent to which any shortfall reported in line 7 should be treated as community benefit.
Also describe in Part VI the costing methodology or source used to determine the amount reported on line 6.

D Other

......... 5
......... 6
......... 7

10,206,768

9,998,808

207,960.F

2a Does the organization have a written debt collectionpofiey? . .. ... .. ... ..... i e e ar el | 9a| X
b If "Yes," doss the organization's collection policy contain provisions on the collection practices tc be followed
for patients who are known to qualify for charity care or financial assistance? DescribeinPart Vi, . . . ... .... gb | X
m Management Companies and Joint Ventures
{a} Name of entity (b} Description of primary {c) Crganlzation's (d) Officers, directors () Physicians’
activity of entity profit % or stock trustess, or key profit % or stock
ownership % employees' profit % ownership %
or stock ownershlp %
1
2
3
4
5
6
7
8
9
10
11
12
13
14
9512%?1.000 Schedule H {(Form 990} 2009
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Facility Information

cl ol ol 23| ol | m| m
[l = z 2 @ Al by
Name and address % 2 | B § El o ga| R 2 Other
a ‘;—’ |l a| =) 8| 8 8 (Describe)
ARIEINIR I
HEIR IR IRIE:
= — I [ o
R = 1]
@ °
5 E
g
UNIVERSITY SPECIALTY HOSPITAL
611 S. CHARLES STREET
BALTIMOCRE MD 21230 X
_____ e ]
Schedule H (Form 980) 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 Ill, -
line 4; Part ll}, tine 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 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 consfituents 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 informalion 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, efc.).

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

PART I, LINE 6A:

OF MARYLAND'S HEALTH SERVICES COST REVIEW COMMISSION. THAT

REQUIREMENT ONLY APPLIES TO ACUTE CARE HOSPITALS. USH DOES, HOWEVER,

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,

1
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 990) 2009
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Schedule H (Form 990) 2009 . 52-0882914 Page 4
RN 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 I, line 7, column (f); Part I, line 7; Part I,
line 4; Part Il line 8; Part I, line @b, and Part V. See Instructicns,
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
demegraphic constituents it serves.

Community bullding activities. Describe how the organization’s community building aclivities, as reporiad 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 respeclive 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,

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 UNCOMPENSATED CARE. COMMUNITY BENEFIT EXPENSES ARE EQUAL TO

JSA
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Schadule H {Form 990) 2008 52-0882914 Page 4
:USYN Supplemental information

Complete this part to provide the following information.

1

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

Needs assessment, Describe how the organization assesses the heaith 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.

-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 crganization 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 report.

FAYMENT 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 METHCD FOR

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

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 PAYQRS, INCLUDING GOVERNMENTAL PAYORS,

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

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

Complete this part to provide the following information.

1

o

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

Nesods assessment. Describe how the organization assesses the health cate 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 Part li, 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 repori,

TO UNCOMPENSATED CARE,

JSA
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T8Il  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 Ill, line 8; Part lll, line €b, and Part V. See Instructions.
Neeads assessment. Describe how the organization assesses the health care needs of the communities it serves.

Patient education of oligibility 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 heaith care facilities further its exempt
purpose by promoting the heaith of the community (e.g., open medical staff, community board, use of surplus funds, etc.).

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.

PART III, LINE 4:

PART III, LINE 3:

THE ORGANIZATION DOES NOT CODE CHARITY CARE AND BAD DEBT EXPENSE INTO

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

SEPARATE ACCOUNT AND IS CLASSIFIED AS A "DEDUCTION FROM REVENUE. AS

PART III, LINE 4:
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ETsAE  Supplemental Information

Complete this part to provide the following information.

1

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

Needs assessmant, Describe how the crganization 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 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.).

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

If applicable, identify all states with which the organization, or a related organization, 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 1974. AT THAT TIME, THE HSCRC

APPROVED RATES APPLIED ONLY TO COMMERCIAL INSURERS. 1IN 1377, THE

MARYLAND HOSPITALS TO BRING THE FEDERAL MEDICARE PAYMENTS UNDER HSCRC

JBA
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GETER%]  Supplemental Information -

Complete this part to provide the following information.

1

Provide the description required for Part |, line 3c; Part I, line Ba; Part |, line 7g; Part 1, line 7, column {f); Part I, line:7; Part I,
line 4; Part lil, 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 eligibifity 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 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 exémpt
purpose by promoting the health of the community (e.9., open medical staff, community board, use of surplus funds, eic.).

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.

MARYLAND SYSTEM AS LONG AS TWO CONDITIONS ARE MET.

PART III, LINE SB:

OUR POLICY IS TO COMPLY WITH ALL STATE AND FEDERAL LAW AND THIRD

IN A DIGNIFIED AND RESPECTFUL MANNER. EMERGENCY SERVICES WILL BE

PROVIDED TC ALL PATIENTS REGARDLESS OF ABILITY TO PAY. FINANCIAL

DEFINED IN THE FINANCIAL ASSISTANCE POLICY. THE ORGANIZATION DOES

JSA
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GEUAYUE  -Supplemental Information

Complete this part to provide the following information.

1

2
3

Provide the description required for Part |, line 3c; Part |, line 6a; Part |, line 7g; Part |, line 7, column {f); Part |, line 7; Part |l
line 4; Part lll, line 8; Part Ili, line 9b, and Part V. See Instructions.
Needs assessment. Describe how the organization assesses the health care needs of the communities if 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 erganization'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.).

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

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

WITH 241 INPATIENT ADMISSIONS IN FY10. USH IS A PRIVATE, NON-PROFIT

UNIVERSITY OF MARYLAND MEDICAL CENTER. THE UNIVERSITY OF MARYLAND

METROPOLITAN REGION, INCLUDING PATIENTS WITH IN-STATE AND
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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 1, line 7, column (f); Part |, line 7; Part III,
line 4; Part Ill, line 8; Part I, line 8b, and Part V. See Instructions.

2 Needs assessment. Describe how the organization assesses the heaith 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 bullding activitles, 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 heaith 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.

TO ADDRESS AND PRIORITIZE COMMUNITY NEEDS. THE PRIMARY SOURCE OF

BALTIMORE CITY HEALTH DEPARTMENT. THIS REPORT OUTLINES BALTIMORE'S

CITY-WIDE INDICATORS, THERE ARE ALSC NUMERCUS COMPARISONS TO

STATE-WIDE AND NATIONAL PREVALENCE RATES AS WELL. THE NATIONAL

LEADING HEALTH INDICATORS FROM HEALTHY PEOPLE 2010 WERE ALSO

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

ADDITIONAL REPORTS, DATA, ALERTS, AND PUBLIC HEALTH TRENDS ARE
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=ETARYE 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 I, line 7; Part lil,
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 neads 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.

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 ite 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.

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

IN 2008, THE MARYLAND HOSPITAL ASSOCIATION CONDUCTED A MARYLAND

TOP-OF-MIND HEALTH CONCERNS OF THE PUBLIC, ALTHOUGH THEY DIFFER FROM

RELATIONSHIP WITH THE BALTIMORE CITY HEALTH DEPARTMENT. THIS

ISSUES FOR THE CITY. UMMC STAFF PARTICIPATES IN A VARIETY OF

SUCH AS THE TOBACCO COALITION, CANCER COALITION, AND FLU COALITIONS.

NEEDS WITH OTHER COMMUNITY LEADERS, PROVIDERS, AND COMMUNITY
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Supplemental Information

Complete this part to provide the following information.

1 Provide the description required for Part I, line 3¢; Part |, line 6a: Part l, line 7g; Part |, line 7, column (f; Part |, line 7, Part Il
line 4; Part Ill, line 8; Part {ll, 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 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 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 crganization'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 heaith of the community (e.g., open medical staff, community board, use of surplus funds, ete,).

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

ORGANTZATIONS.
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Supplemental Information
Complete this part to provide the following information.
1 Provide the description required for Part I, line 3c; Part |, line 8a; Part |, line 7g; Part |, tine 7, column (f); Part |, line 7; Part IlI,
line 4; Part lll, line 8; Part Ill, line 2b, 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 co nstltuents it serves. i

5 Community bullcllng activities. Describe how the organizalion's community building activities, as reported in Part II, 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 heaith of the community (e.9., 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 promotfing 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.

MAJOR IDENTIFIED HEALTH NEEDS IN BALTIMORE (AS IDENTIFIED IN THE 2008

RESPIRATORY DISEASE, AND DIABETES. MARYLAND'S HEALTH NEEDS ARE

ABUSE. CHILDHOOD AND ADULT OBESITY AND SMOKING CONTRIBUTE

CHRONIC DISEASE RISK FACTORS. THEREFORE, MUCH CURRENT UMMC COMMUNITY

ORGANIZATION, THE ISSUES IDENTIFIED THAT CORRELATED MOST HIGHLY TO

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

AND INCONTINENCE. THESE WERE CONSIDERED SERVICES OF IMPORTANCE IN

PATIENT EDUCATION OF ELIGIBILITY FOR ASSISTANCE:
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 3c; Part |, line Ba; Part |, line 7g; Part |, line 7, column {f); Part |, line 7; Part IIl,
line 4; Part lll, 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 Patlent education of eligibility for assistance. Describe how the organization informs and educates palients and persons whb
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 actlvities. 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 affiliated health care system, describe the respective roles of the crganization and its affiliates
in promoting the health of the communities served.

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

THE FINANCIAL ASSISTANCE POLICY IS POSTED ON A SIGN AT THE ENTRANCE

OF PATIENT ACCOUNTING ON 18T FLOOR AND AT THE 611 ENTRANCE. ALSO,

TENTS ARE PLACED AT THE NUMEROUS NURSING STATIONS. IF A PATIENT

PROVIDED WITH EACH HOSPITAL BILLS (MARYLAND SUMMARY BILLS & PATIENT

STATEMENTS). THIS SHEET INCLUDES THE FOLLOWING STATEMENTE‘.__:__(_:L_)_T_HE
AN INDIVIDUAL'S ABILITY TO PAY, (2} THE FACILITY WILL WORK WITH THE

RESQURCES, (3} THE FACILITY PROVIDES ASSISTANCE WITH ENROLLMENT FOR

PUBLICLY FUNDED ENTITLEMENT PROGRAMS. IN ADDITION, PATIENTS ARE
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GELAN - 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 |||
line 4; Part lll, line 8; Part lll, line 9b, and Part V. See Instruciions.

Needs assassment. 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 goverment programs or under
the organization's charity care policy.

Community information. Describe the communilty the crganization 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 heaith of the communities the organization serves.

6 Prowde 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 affiiated 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.
THEIR SERV%EE&___{Q;QQDITION__Eﬁﬁnggﬁggygg_ggRVICE TEAM ADVISES ANE _____
COORDINATES EFFORTS WITH SELF PAY TEAM, FOR ANY PATIENT/GUARANTOR
__CALLING IN, STATING FINANCIAL HARDSHIP.
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ETRRYUR  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 N,
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 sefves.

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. Describe the community the organization serves, taking into account the geocgraphic 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.

8 Provide any other information important to describing how the crganization'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 organization, files a community benefit report.

COMMUNITY INFORMATION:

ACCORDING TO 2010 POPULATION ESTIMATES BY CLARITAS - NIELSEN COMPANY,

BALTIMORE CITY'S POPULATION WAS AT 634,206. FORTY-ONE PERCENT OF

UMMC'S PATIENTS RESIDE_IN BALTIMORE CITY. WHILE UMMC SERVES ALL OF

CILTY'S POPULATION., CAUCASIONS COMPRISE 32.6% OF THE POPULATION

F_OLLOWED BY I-II_SPANIC OR LATINO REPRESENTING 2.8%, THE REMAINING
STATEWIDE, 20% OQF HOUSEHOLD_S_B_E_P_Q_RTED AN TNCOME IN THIS RI_\NG:E. _'I‘HE____
$39,366; APPROXIMATELY HALF OF THE STATEWIDE M:E_D_I:A_hl_I_IEC_JC_)I\_’IE!_EUL{_I_C_H__I_S_ _____
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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 (fy; Part I, line 7; Part |,
line 4; Part 1l line 8; Part Ili, 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 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, comm unity 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.
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iRl Supplemental Information

Complete this part to provide the following information.

1

Provide the description required for Part I, line 3¢, Part |, line 6a; Part |, line: 7g; Part |, line 7, column (f}; Part |, line 7; Part 'Ill,
line 4; Part lll, line 8; Part lll, line 9b, and Part V. See Instructions.
Needs assessment. Describe how the organization assesses ihe 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 Il, promote
the heaith 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 corganization and its affiliates
in promoting the health of the communities served.

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

AMERICANS HAD THE HIGHEST MORTALITY RATE BOTH IN BALTIMORE AND

STATEWIDE. SOURCE: 2008 BALTIMORE CITY HEALTH STATUS REPORT

SERVICES. USH OFFERS PLACEMENTS FOR SENIQR CITIZENS TO SPEND TIME

WITH USH PATIENTS. IT PROVIDES SOCIALIZATION FOR BOTH THE SENICRS AND

THE PATIENTS. THEY RECEIVE A SMALL STIPEND.

THE UNIVERSITY OF MARYLAND MEDICAL SYSTEM (UMMS), THE HEALTH CARE

COMMUNITY. THE GROUP IS8 COMPRISED OF COMMUNITY OUTREACH MANAGEMENT

AND STAFF, SOCIAL WORKERS, DIRECTORS, VICE PRESIDENTS, AND PHYSICIANS

JSA
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IR 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 {fy; Part |, line 7; Part IlI,
ling 4; Partlli, line 8; Part Il 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. 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 activites. 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 facilties 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 applicable, identify all states with which the organization, or a related organization, files a com munity benefit report.

ADDRESSED AS WELL A5 COMMUNITY INVOLVEMENT AND ACTIVITIES EACH YEAR.

COMMUNICATE PRIORITIES TO THE MEDICAL CENTER. IN ADDITION TO THE

IDENTIFIED UMMS PRIORITIES, UMMC SENIOR LEADERS AND COMMUNITY

HEALTH IN THE WEST BALTIMORE COMMUNITY., THIS YEAR'S EVENT WAS HELD

THE UMMC IN SEPTEMBER 2009. WE CHOOSE THIS PARTICULAR LOCATION

TRANSPORTATION AND LOCAL BUSINESSES. FROM COMMUNITY RESQURCES, TO

AND WELLNESS INFORMATION, AND TESTING FOR CHOLESTEROL, HIV, AND

DIABETES, THIS EVENT HAD IT ALL! FREE PROSTATE SCREENTNGS AND FLU

JBA
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Schedule H (Form 980) 2009 52-0882914 Page 4
GEURYE  Supplemental Information ' \

Complete this part fo provide the following information.

1 Provide the description required for Part |, line 3c; Part |, line 8a; Part |, line 7g; Part |, line 7, column (fy; Part I, line 7; Part Ill, '
line 4; Part lll, line 8; Part lIl, 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 asslstance. 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
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
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 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.

[--]

SHOTS WERE ALSO OFFERED TC PARTICIPANTS. THE ATTENDEES COULD FEEL

ACCESS CARE. THE EVENT WAS ATTENDED BY OVER 1,000 PEOPLE, COVER 110

MEN RECEIVED PROSTRATE SCREENING WHICH IDENTIFIED 10% OF MEN WHO

THE UMMS COMMUNITY QUTREACH AND ADVOCACY TEAM, HOSTE_:D__ZE‘I_QOI:’I THE

AFRICAN AMERICAN HISTORY AND CULTURE IN RECOGNITION OF NATIONAL
______ COMMUNITY MEMBERS. WE EMPHASIZED THE IMPORTANCE OF LIVING A HEART

_ACTIVITIES FOR CHILDREN. THE MAIN ATTRACTION OF THE DAY WAS THE

JsA ' Schadule H {Form 990) 2009
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" Schedule H {Form 990) 2009 52-0882914 Page 4
JEERRYIE 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 n,
line 4; Part 1l line 8; Part IIl, 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 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 info account the geographic area and
demographic constituents it serves.

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

6 Provide any olher 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 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.

PRESENTED MINI- HEALTH SEMINARS ON THE IMPORTANCE OF MAINTAINING A

__BEALTHY LIFESTYLE WITH FOOD CHOICES, PORTION CONTROL, AND .

AND MORE. THIS EVENT WAS HELD AT MONDAWMIN MALL IN APRIL 2010 AND

FAITH-BASED ORGANIZATIONS. UMMC SPONSORED AN EXPERT PANEL WITH

1SA Schedule H (Form 990) 2009
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Schedule H (Form 990) 2008 52-0882914 Page 4
TR 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 llI,
line 4; Part 11, 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.

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 communily the crganization serves, taking into account the geographic area and
demagraphic constituents it serves.

Community bullding activities. Descrbe 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 medicai 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 afflllates
in promofing the health of the communities served.

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

. PHYSICIANS FROM DHMH BALTIMORE CITY HEALTH DEPT AND UMMC TO ANSWER

PREPARED FOR THE NEW HIN1 EPIDEMIC. TOPICS INCLUDED: IMMUNIZATIONS,

PRESENTED. COMMUNITY VACCINES WERE GIVEN AT USH.

CENTER, IS KNOWN WORLD-WIDE AS THE PREMIER RESOURCE FOR TRAUMA CARE.

NEIGHBORS THAT ARE EVEN CLOSER TO BALTIMORE THAN DENVER, COLORADO.

OF HAITI, IT ALSO LED TQ NEW KNOWLEDGE. PROVIDING EXPERT CARE FOR THE

JSA

Schedule H {(Form 990} 2008
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Schedule H (Form 990) 2009 52-0882914 Page 4
ETSRYN  Supplemental Information

Complete this part to provide the following information.

1

Provide the description required for Part |, line 3c; Part I, line 8a; Part 1, line 7g; Part |, line 7, column (f}; Part |, line 7; Part I,
line 4; Partlll, 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.

Patient education of eligibility for assistance. Dascribe 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 orgamzatlon 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 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 report.

THIS DISASTER WILL ALSO HELP US IMPROVE CARE FOR THE CITIZENS OF

MARYLAND, INCLUDING PREPARING FOR FUTURE MASS CASUALTY DISASTERS AT

MANY YEARS. THE STAFF OF BOTH INSTITUTIONS ARE INTIMATELY FAMILIAR

WITH THE PEOPLE AND AGENCIES IN HAITI. THEIR CLINIC WAS LOCATED IN

DOCTORS AND NURSES WHO SURVIVED THE DISASTER. STAFF VOLUNTEERED

IN HAITI, MANY OF THEM WHO WERE HELPED BY OUR TEAMS.

JSA
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Schedule H (Form 990) 2009
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 (), Part |, line 7; Part Iil,
line 4; Part lIl, line 8; Part lll, line @b, andrPart 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 loca! 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 organization, files a community benefit report,

) )

52-0882914 Page 4

IN ADDITION TO THESE LARGE COMMUNITY OUTREACH EVENTS, THE UMMC

EMPLOYEE HEALTH FAIRS, BLOOD PRESSURE SCREENINGS, SMOKING CESSATION

CLASSES, CAR SAFETY SEAT CHECKS, VIQOLENCE AND TRAUMA PREVENTION,

BREAST AND PROSTRATE SCREENINGS, PHYSICIAN-LED HEALTH AND WELLNESS

TALKS FOR LOCAL BUSINESSES, CHURCHES, SENIOR & COMMUNITY CENTERS, AND

MANY COMMUNITY EVENTS AND FAIRS EACH YEAR. A COMMUNITY HEALTH

NEWSLETTER IS ALSC PRODUCED QUARTERLY. CANCER, DIABETES, AND HEART

THE FOLLOWING:

DO THEY CURRENTLY SEE A UMMS OR OTHER PHYSICIAN, HAVE

JSA
9E1287 1.000
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Schedule H (Form 990) 2009 52-0882914 : Page 4
=F:AYN  Supplemental Information

Complete this part to provide the following information.

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

2 Needs assessment. Describe how the organization assesses the health care neads 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 arganization's charity care policy.

4 Community information.” Describe the communily 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 affiliatés
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.

ATTENDEES THEIR THOUGHTS ABOUT THE EVENTS, WHAT THEY LIKED, DISLIKED,
__OUR TEAM THEN COMPILES THIS INFORMATION IN A WRITTEN SUMMARY AND
_ TIME, ATTENDANCE, HOW MANY PEOPLE THEY SAW, ETC. THE RESPONSE FROM
___BOTH TYPES OF EVALUATIONS, FROM PARTICIPANTS AND VENDORS, PROVIDE
AS WELL AS LESS SUCCESSFUL SERVICES. FUTURE EVENTS AND OUTREACH IS

1A Schedule H (Form 980} 2009
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SCHEDULE J Compensation Information | OMB No. 1545-0047
For certain Officers, Directors, Trustees, Key Employeas, and Highest

(Form 990) Compensated Employees

- Complete If the organization answered "Yes" to Form 990, .
Dapartment of the Treasury Part IV, line 23, Open to Public
Internal Revenue Senvca P Attach to Form 990. P See separate Instructions. Inspection
Name of the erganization Employer identification number
UNIVERSITY SPECIALTY HOSPITAT, - 52-0882914

Questions Regarding Compensation

Yes | No

1a Check the appropriate box(es) if the organization provided any of the following to or for a person listed In Form
980, Part VI, Section A, line 1a. Complete Part 11l to provide any relevant information regarding these items.
First-class or charter travel - Housing allowance or residence for personal use
Travel for companions - Payments for business use of personal residence
Tax indemnification and gross-up payments Health or social club dues er initiation fees
Discretionary spending account - Personal services (e.g., maid, chauffeur, chef)

b If any of the boxes on line 1a Is checked, did the organization follow a written policy regarding payment
or rcleimburSEment or provision of all of the expenses described above? If "No," complele Part ill to
explain ., ., _.,.,.. e e e

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

Compensation committee - Written employment contract
Independent compensation consultant Compensation survey or study
. Form 990 of other organizations Approval by the board or compensation committee

4 During the year, did any person listed in Form 990, Part VI, Section A, line 1a, wilh respect to the filing
organization or a related organization:

a Receive a severance payment or change-of-control payment? . . e e e e e e e

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

¢ Participate in, or receive payment from, an equity-based compensatioh arrangement?, | |, . . .. . .. e
If "Yes" to any of lines da-c, list the persons and provide the applicable amounts for each item in Part Il.

=2

Only section 501(c)(3) and 501{c)(4} organizations must complete lines 5-9,
5 For persons listed in Form 990, Part VII, Section A, line 1a, did the organization pay or accrue any
compensation contingent on the revenues of:
a The organization?, |
b Any related organization? | |
if "Yes" to line 5a or 5b, describe in Part 1ll,
6  For persons listed in Form 990, Part ViI, Section A, line 1a, did the organization pay or accrue any
compensation contingent on the net garnings of:
a The organization?, , , ., ,, . . ... . e e e e e e o
b Any related organization? | | ..
If "Yes" to line 6a or 8b, describe in Part IIl.
7 For persons listed in Form 990, Part VII, Section A, line 1a, did the organization provide any non-fixed
payments not described in lines 5 and 67 If "Yes," describe in Partll _ e . 7 X

subject to the initial contract exception described in Regs. section 53.4958-4(a)(3)? If "Yes," describe

inParttlt . ... ... e e e e C e e e e e e 8 X
9 If "Yes" to line 8, did the organization also follow the rebuttable presumption procedure described in
Regulations section 53.4958-6(¢)? . . ... .... e e e e e e e e s e e e e e 9
For Privacy Act and Paparwork Reduction Act Notice, sae the Instructions for Farm 990, Schedule J (Form 990) 2000
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Scheduls J {Form 850) 2009

52-0882914

Page 2

Officers, Directors, Trustees, Key Employees, and Highest Compensated Employess. Use Schedule J-1 if addilional space is needed.

For each Individual whose compensation must be reperted In Schedule J, report compensation from the organization on row {I) and from relaled organizations, described In the
instructions, on row (fi). Cro not list any individuals that are not listed on Form 899, Part VII.

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

{B) Breakdown of W-2 and/or 1099-MISG compensation

{C) Retirement and (D) Nontaxabte (E) Total of {F) Componsati
{#) Namé (Basa | yBomws & inceniie {other o o bonefis B0-0) sepurted inprior
i} ) compensation Forrm 980-E2
: LU O 04 04 I I, O o f 9. ____5. 0.
JEFFREY A RIVEST {n 515,774, 218,427 294,241 8,199 19,924 1,056,565. 272,708,
{ 0. Q. (118 0. 0. 0. 0.
ALISON G BROWN gy T EeY,e9r | 111,466 77" 20,3287 77T 9,195 18,410 471,030, 0.
mL___ ¢ L . o ol 0, B 0. _ 0. 0.
LISA ROWEN i 306,291, 124,800, 16,934, 43,200, 18,242, 508,667, 0.
Wl ___ ! o o O _____ 04 ___ 0. __0. 0.
INGRID CONNERNEY i 147,218 . 21,308, 457 6,056. 11,614 186,653 . 0,
(1] . ol ol ef o o4 _______ o 0.
KELTH PERSINGER ) 366,474, 136,500, 47,1086, 8,793, 7,687 566,560 . 0.
my._ =t O O . 0. 04 __ L S T N 0.
JONATHAN GOTTLIER (i 22,153, 50,000. 1,798 31,024 7,543 317,51%" 0.
m 180,580 0. 364 | 6,975, 1,750 189, 669. 0.
SEBLU ZERA YOHANNES [ TR o T 0 ol " o]~ B Y 0.
| ____172,327) - 47,4129 13,718 6,689 7,015 247,163 0.
JAMES WARNER iy 0. 0 Gl a. . 0. 6.
n 145,202, 25,616 11,768 | 2,269. 6,769, 191,624, 0.
JOYCE A SMITH w| X o] T o] T 0] o ol T T TTTTTTTTTTT 0.
o _ o Y VR U
i
L I I SOV R VY N S
{ii}
L O ISR N o | S JE U I
{ii)
e N 1 JEY (SR RO
(D]
e e
1]
ol e d
{1}
[ TN I [ U UTUUURTIUTIIY TRV I
(i
Schedule J {Fonnh $90) 2009
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Schedula J (Form 850) 2009 ’ 52-0882914 ) © pge 3
MS_upplemental Information :

Complete this part lo provide the information, explanation, or descriptions required for Part |, lines 1a, 1b, 4¢, ba, 8b, 63, 6b, 7, and 8. Also complete this part
for any additional information.

SCHEDULE J, PART I, LINE 1A

HEALTH CLUB DUES OR OTHER HEALTH MAINTENANCE PROGRAMS. SUCH BENEFITS ARE

SCHEDULE J, PART I, LINE 4B

SUPPLEMENTAL, NONQUALIFED RETIREMENT PLAN

Schedule J (Form $90) 2009
JsA

PE1262 1.000
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Schedule J (Form 980) 2008 52-0882914 Pege 3
lmu! Supplemental Information

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

LISA ROWEN

O N T e e e e
_IN ADDITION, THE FOLLOWING INDIVIDUALS BECAME VESTED IN OR RECEIVED .
_PAYMENTS FROM THE PLAN THAT HAVE BEEN REPORTED ON SCHEDULE J, PART II, _______ _____________________
_COLUMN B(IID):

JOYCE A SMITH $1_0_'_2_El4_ ____________________________
_UAMES WARNER FL2, 206
_ALISON BROWN ___ S T - -

KEITH PERSINGER $41,337
_ JEFFREY RIVEST $281,052

Schedule J {Form 990) 2009
JSA
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| omB No. 1545-0047

2009

Open to Public

SCHEDULE O
(Form 990)

Supplemental Information to Form 990

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

Depariment of the Treasury

Internal Revenue Service P Attach to Form 990. Inspection
Name of the organization Employer identification number
UNIVERSITY SPECIALTY HOSPITAL ' 52-08829%14

ATTACHMENT 1

TAX EXEMPT BOND ISSUE

FORM 990, PART IV, LINE 24A

DPURSUANT TO A MASTER LOAN AGREEMENT DATED JUNE 20, 1991 (THE "MASTER LOAN
AGREEMENT") , AS AMENDED, THE UNIVERSITY OF MARYLAND MEDICAL SYSTEM
CORPORATION (THE I-'CORPORIl\TION") AND SEVERAL OF ITS SUBSIDIARIES HAVE
ISSUED DEBT THROUGH THE MARYLAND HEALTH AND HIGHER EDUCATION FACILITY
AUTHORITY (THE "AUTHO#ITY“). 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 DISPOSITION OF ASSETS.

THE OBLIGATED GRCUP UNDER THE MASTER LOAN AGREEMENT INCLUDES THE
CORPORATION, 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 30, 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 (Farm 990) 2009 Page 2
Name of the organization Employer Identification number
UNIVERSITY SPECIALTY HOSPITAL 52-0882914

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

MEDICAL SYSTEM CORPORATION AND ARE REPORTED ON SCHEDULE X OF ITS FORM

990,

MEMBERS AND STOCKHOLDERS

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

UNIVERSITY OF MARYLAND MEDICAL SYSTEM CORPORATION (UMMS) IS THE SOLE
MEMBER OF UNIVERSITY SPECIALITY HOSPITAL (USH). UMMS MAY ELECT ONE OR
MCRE BOARD MEMBERS OF THE GOVERNING BODY AND ALL DHECISIONS OF THE

GOVERNING BODY MUST BE APPROVED BY UMMS.

FORM 990 PREPARATION AND REVIEW PROCESS

PART VI, SECTION A, 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 TC COMPLETE THE
RETURN AND INPUT THE DATA -INTO THE KPMG TAX ORGANIZER, WHICH I8 A

WEB-BASED SYSTEM.

WHEN ALL DATA HAS BEEN ENTERED, THE INFORMATION IS SUBMITTED TO 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 PROCESS, A DRAFT RETURN IS SENT TOC

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

UPON COMPLETION OF THE IN-HOQUSE REVIEW, KPMG IS INSTRUCTED TC MAKE ANY

J8A : Schedule O {(Form 990) 2009
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Schedule O (Form 990) 2008 Page 2
Name of the organization Employer identification number
UNIVERSITY SFPECIALTY HOSPITAL 52-0882914

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

UNDERGOES ANOTHER REVIEW BY THE ACCOUNTING STAFF AT FINANCE SHARED
SERVICES AND 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 DISCRETION OF THE REVIEWING BOARD MEMBER, SUCH MEMBER WILL
BRING ANY ISSUES OR QUESTIONS RELATED TO THE COMPLETED IRS FORM 290 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 FORM 990

BEFORE FILING.

CONFLICT OF INTEREST POLICY

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

THE ORGANIZATION'S OFFICERS, DIRECTORS, EMPLOYEES 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, OR ANY ENTITY CONTROLLED BY OR OWNED IN SUBSTANTIAL

PART BY THE ORGANIZATION.

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

GENERAL COUNSEL OF THE UNIVERSITY OF MARYLAND MEDICAL SYSTEM CORPORATION

ISA Schedule O (Form 990) 2009
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Schedule Q (Fomrm 990) 2009 : Page 2
Name of the organization Employar identification number
UNIVERSITY SPECIALTY HOSPITAL 52-0882914

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

AND JAMES LAWRENCE KERNAN HOSPITAL. THE CEC OR CFO QF BEACH 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 JBMES LAWRENCE KERNAN HOSPITAL. WITH
REéPECT TO THE OTHER ENTITIES IN THE UNIVERSITY OF MARYLAND MEDICAL
SYSTEM, THE GENERAL CQUNSEL MAY BE CALLED FOR CONSULT. IF S0, 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
CRGANIZATION OR OTHER APPROPRIATE EXECUTIVE. SUCH INDIVIDUAL HAVING A
POTENTIAL CONFLICT OF INTEREST SHALL PLAY NO ROLE ON BEHALF OE THE
ORGANIZATION, OR ANY ORGANIZATION CONTROLLED OR SUBSTANTIALLY OWNED, IN

ANY TRANSACTION IN WHICH A CONFLICT EXISTS.

ALL INVITATIONS FOR BIDS, fROPOSALS 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 CR MEMBER OF THE MEDICAL STAFF, INCLUDING

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

1A Schedule O (Form $90) 2009
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Name of the organization Employer ldentlfication number
UNIVERSITY SPECIALTY HOSPITAL 52~0882914

ATTACHMENT 1 (CONT'D)

WITH THIS PROVISION IS A MATERIAL BREACH OF AGREEMENT.
IN ADDITION, A BOARD DISCLOSURE REPORT IS FILED WITH THE MARYLAND HEAﬂTH
SERVICES COST REVIEW COMMISSION ON AN ANNUAL BASIS SHOWING ANY BUSINESS

TRANSACTIONS BETWEEN THE BOARD MEMBERS AND THE ORGANIZATION.

EXECUTIVE COMPENSATION
FORM 590, PART VI, SECTION B, LINE 15
THE ORGANIZATION DETERMINES THE EXECUTIVE COMPENSATION 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 NO CONFLICT OF

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 PERFORMANCE AND THE PROPOSED

COMPENSATION PACKAGES DURING THE DECISION MAKING PROCESS.

THE COMMITTEE MEMORIALIZES ITS DELIBERATIONS IN DETAILED MINUTES REVIEWED

AND ADCPTED 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 TC DETERMINE THE COMPENSATION PACKAGES FOR ALL

™ Schedule O (Form 990) 2009
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Schedule O (Form 990) 2009 Pege 2
Name of the organization Employar identification number
UNIVERSITY SPECIALTY HOSPITAL 52-0882914

ATTACHMENT 1 (CONT'D)

MANAGEMENT EMPLOYEES FROM THE VICE PRESTIDENT LEVEL ANb UpP.

PUBLIC DISCLOSURE

FORM 990, PART VI, SECTION C, LINE 19

IN GENERAL, FINANCIAL AND TAX INFORMATION 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 BPECIFIC REQUEST

FOR THAT INFORMATION.

REQUESTS FOR FORM 990 AND FORM 1023

A REQUESTOR SEEKING TQ REVIEW AND/OR ORTAIN A COPY OF THE ORGANIZATION'S
IRS FORM 990 OR FORM 1023 AS FILED WITH THE INTERNAL REVENUE SERVICE,
INCLUDING ALL SCHEDULES ANb 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 TS DIRECTED TO THE
OFFICE OF THE CHIEF FiNANCIAL OFFICER FOR THE ORGANIZATION AND THE FORM
9%0 AND/OR FORM 1023 ARE MADE AVATILABLE 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.

5 Schedule O {Form 990) 2000
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Schedule O {Fonm 990) 2009 Pzge 2
Name of the organization Employer identification number
UNIVERSITY SPECIALTY HOSPITAL 52-0882914

ATTACHMENT 1 (CONT'D)
WRITTEN REQUESTS FOR AN ENTIFY'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 TQ THE

REQUESTOCR.

CONFLICT OF INTEREST POLICY AND GOVERNING DOCUMENTS:

IF THE GOVERNING DOCUMENTS AND CONFLICT OF INTEREST POLICY OF OUR

ORGANIZATION ARE SUBJECT TO THE FEDERAL PUBLIC DISCLOSURE RULES {(OR STATE

PUBLIC DISCLOSURE RULES), THESE DOCUMENTS WILL BE MADE PUBLICLY AVAILABLE \
AS APPLICABLE LAW MAY REQUIRE. OTHERWISE, THE GOVERNING DOCUMENTS AND

CONFLICT OF INTEREST POLICY WILL BE PROVIDED TO THE PUBLIC AT THE

DISCRETION OF MANAGEMENT,

ATTACHMENT 2

4A PROGRAM SERVICE

THE HOSPITAL PROVIDES REHABILITATIVE AND CHRONIC MEDICAL AND
NURSING SERVICES ON AN INPATIENT AND QUTPATIENT BASIS, TOGETHER

WITH THE APPROPRIATE ANCILLIARY SERVICES.

THESE SERVICES INCLUDE CARE WHICH MANY FACILITIES PREFER NOT TO

PROVIDE. THE MISSION OF THE HOSPITAL IS TO PROVIDE THE BEST

QUALITY OF CARE FOR THOSE MEDICALLY COMPLEX LONGER STAY PATIENTS.

THE MISSION HAS PROVIDED THE FACILITY A DISPROPORTIONATE SHARE OF

1A ) Schedule O (Form 990} 2009
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Schedule O (Form 980) 2009 Page 2

‘Name of the organization : Employer identlfication number
UNIVERSITY SPECIALTY HQSPITAL 52-0882914

FORM 990, PART III - PROGRAM SERVICES

-
ATTACHMENT 2 (CONT'D)

MEDICAID PATIENTS WHO ARE THE INDIGENT CITIZENS OF THE STATE OF
MARYLAND. ALSO, FOR ANY NON-MEDICAID/MEDICARE PATIENT THE

HOSPITAL IS COMMITTED TO PROVIDE CARE WHERE POSSIBLE.

ATTACHMENT 3
990, PART VII- COMPENSATION OF THE FIVE HIGHEST PAID IND. CONTRACTORS

NAME AND ADDRESS DESCRIPTION OF SERVICES COMPENSATION

ARAMARK SERVICES INC FOOD SERVICES 656,918.
PO BOX 6510089
CHARLOTTE, NC 28265

SLEEP SERVICES OF AMERICA INC SLEEP STUDIES 1,083,248,
890 AIRPORT ROAD
GLEN BURNIE, MD 21061

TRANSCARE AMBULANCE SERVICES 803,633,
PO BOX 785491
PHILADELPHIA, PA 19178

INDEPENDANT DIALYSIS FOUNDATION MEDICAL 630,900.
840 HOLLINS STREET
BALTIMORE, MD 21201

MEDLINE INDUSTRIES LAUNDRY/LINEN SV(CS 498,776,
PO BOX 382075 .
PITTSBURGH, PA 15251-80975

TOTAL COMPENSATION 3,673,475,

JsA Schadule O (Form 990) 2009
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SCHERULER

(Form 990} Related Organizations and Unrelated Partnerships

P Complate If the organization answered "Yes" to Form 994, Part IV, line 33, 34, 35, 36 or 37.
p Attach to Form 980. » Sao saparate Instructions.

Dapartmant of the Treasury
Internal Revenue Service

OMB No. 1545-0047

Qpen to Public
Inspection

Name of the organlzation
UNIVERSITY SPECTALTY HOSPITAL

52-08

Employer identification number

82914

Identification of Disregarded Entities (Complete if the organization answared "Yes" on Form 980, Part IV, line 33.)

(b}
Primary activity

[o} (d}
Legal domlcile (state
of forelgn couniry)

{8
Name, address, and EIM of disreqarded eatity

Total income

(e}
End-of-year assels

[
Direct confrolling
antily

Identlfication of Related Tax-Exempt Organizations (Complete if the crganization answered "Yes® on
had one or more related tax-exempt erganizations during the tax year.}

Form 990, Part IV, line 34 because it

Namea, sddmss.andli(ligofrelalsdomanlzauon Pr|ma|(-:)acumy Legsal dm(':?cila (state Exempléﬁcllaseclion Puhllnﬂgza)ﬂystatus Directé(?nlrulllnu

or forelgn counlng {If section 501 (C)3)) anlily

BALTIMORE WASHINGTON EMERGENCY PHYS, INC  52-1756326

301 HOSPITAL DRIVE o GLEN BURNIE, MD 21081 | HEALTH CARE |MD 501 (€} (3)| 11 BWMS

BALTIMORE WASHINGTON HEALTHCARE SERVICES  52-1830243

301 HOSPITAL DRIVE ¢ GLEN BURNIE, MD 21061 HEALTH CARE |MD 501 (C} (3} 11 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 BHMS

NORTH ARUNDEL DEVELOPMENT CORPORATIGN 52-1318404

301 HOSPITAL DRIVE GLEN BURNIE, MD 21061 | REAL ESTATE |MD 501 (C) (2) BWMS

NORTH COUNTY CORPORATION 52-1591355

301 HOSPITAL DRIVE GLEN BURNIE, MD 21061 | REAL ESTATE |MD 501 (C) {(2) BWMS

For Privacy Act and Papsrwork Reduction Act Nollge, sse the Instruatlons for Form 990,

JSA
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Schedule R {(Form 990) 2009

52-0882914

Page 2
ldentification of Related Organizations 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) (o} {d) (0] n ()] {h) (I} ay
Nams, address, and EiN of Prmary aglivity Legal Direct conlsolling Predominant Share of total Income Share of end-of-year Disprepotors Code V-URI General or
related organizalion domicile enlity lncﬂmglgﬂgwd' nssels Ras— amount in box20 of | mansging
(state or excleded fiom Scheduls K1 partner?
foraign tax (‘:#;?Iir {Form 1085)
countryd 53132_514) vesTHo veal o
ARUNDBL, PHYSICIANS ASSOCIATES | '
301 HOSPITAL DRIVE [HEALTH CARE HD N/A N/A
CENTRAL MARYLAND RADIOLOGY ONC |
10710 CHARTER DRIVE [HEALTH CARE MD [H/R N/A
CENTRAL MD REHABILITATION CRNT |
22 S50UTH GREENE STREET JHEALTH CARE MD N /A NfA
HBLEN P DENIT CANCER TREATMENT |
22 SQUTH GREENE STREET JHEALTH CARE HD 1P N/A
INNOVATIVE HEALTH LLC 52-18972 |
;9_1;.: CANVASBACK DRIVE, SUITE |BILLING HD IN/A N/A
NORTH ARUNDEL PET CENTZR LLC 2|
301 HOSPITAL DRIVE [HEALTH CARE HD H/n N/A
HORTH ARUNDEL SENIOR LIVING LL|
301 HOSPITAL anVé IHEALTH CARE MD [N/h N/A
Identification of Related Organizations Taxable as a Corperation or Trust (Complete if the organization answered "Yes" on Form 990, Part
IV, ling 34 because it had one or more related organizations treated as a corporation or trust during the tax year.)
(a} (b) {0} {d) U] n (g} (h)
Nams, address, and EIN of related omanization Primary acibdly Legal damicile Direct centrolling Type of entily Share of lolal Income Share of Percenlage
{slale or entity {C coip, 5 corp, end-of-year assels awnership
fareign ¢ouniry) or trusy)
ARUNDEL PHYSICIANS ASSOCTATES, INC. 52-1992649 _ |
;O_Iﬁ}TOSPITAL DRIVE GLEN BURNIE, MD 21361 HEALTH CARB D N/A C CORP
BALTIMORE WASHINGTON HEALTH ENTERPRISBS 52-1936656 |
301 HOSPITAL DRIVE GLEN BURNIE, MD 21061 [HEALTH CARE D N/A C CORE
BW PROFRSSIONAL SERVICES, INC. 52:1655640 |
301 HOSPITAL DRIVE GLEN BURNIE, MD 21061 B HEALTH CARE MO LELS C CORP
COUNCIL OF UNIT OWNBRS OF MD GBN pC 52-1891126 |
g;’.’ LINDEN AVENUE BALTIMHORE, MO 21201 REAL RSTATE MD NSk C CORP
8HORE REALTH ENTERPRISES, INC. _ __ 52-1363201 |
219 SOUTH WASHINGTON STREBT BASTON, MD 21601 REAL BSTATE ™D /R C CORP
UNIVERSTTY LITHOTRIPTER, TNC, ___ __ _____ 52-1151021 |
ZZ_EOUTH OGRBBNR STREET BALTIMORE, MD 21201 HEALTH CARE MD LrE:Y C CORP
Uteg SELP INSURANCE TRUST 52-6316433 |
;Z_E(TUTH ORBBNER STREET BALTIMORE, MDh 21201 INSURANCE MD LIES FTRUST
Schedulo R {Form 990) 2008
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Schedule R (Form 290) 2009

52-0882914

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 entity is listad in Parts 1, Il, or IV of this scheduls.

1 During the tax year, did the organization engage in any of the following transactions with ane or more related organizatiens listed In Parts I-1v/?
Racelpt of (ij Interast (1) annuities (i) royalties or (iv) rent from a controlled enlity . . . . . .
Gift, grant, or capital contribution to other organization(s) . . .
Gift, grant, or capital contribution from other organization(s) .
Loans or foan guarantees lo or for olher organization(s) . . .
Loans or loan guarantees by other arganization(s} . . + . . .

T OO oo

- Ta -

:3—1"_

- e

o

Sale of assets to other organlzation(s) .
Purchase of assets from other organization{s) . . . .. ...
Exchangeofassets . . . - . v v oo n v h e e e e
Lease of facilities, equipment, or other assets fo other organizalion(s)

P R R A R

Sharing of pald employees « + v v v v v v v v v w e v n v n o

Relmbursament pald to other organization for expenses . . .
Raimbursement paid by other organization for expensas . . .

Other transfer of cash or property to other orgarization(s} . .

.

Lease of facilities, equipment, or other assets from other organization(s) . . ,
Performance of services or membership or fundratsing solicitalions for other organization(s}
Performance of services or membership or fundratsing solicitations by other organlzation(s).
Sharing of facililies, equipment, mailing lists, or olher agsets .

Other transfer of cash or property from olher organization(s). . . . . + v o v
2 If the answer to any of the above is "Yes,” see the instructions for information on who must complete this line, including coverad relailonshps and transaction lhresholds

e e

+

*

(8}
Name of other arganizallon

Tean sacl lan
type (-1}

[3
Amount ?nwlved

(1)

(2)

(3)

{4)

(5)

(8)

SSA
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Schedule R {Form 090) 2009

52-0882914

Paga 4

Unrelated Organizations Taxable as a Partnership (Complete if the organization answered "Yes"” on Form 990, Part IV, line 37.)

Provide the following Infermation for each entily taxed as a parinership through which the organization conducted more than five percent of ils activities (measured by tolal assets
or gross revenue) that was not a ratated organlzation. See instructions regarding exclusion for cerain investment parinerships.

) ) L l(:)rmul Ar WI‘d,aﬂn Shm 4 o sl I G (h)al
Name, address, and EIN of entt Pri activity egel domicile '8 all partners) @ of Dispr Code V.U eneral of
" i i ey {sSate or forsign section end-ofyear allocations? amount inbox 20 | Managing
Gountiy) Shieke) assels of Schedule K1 | Partner?

organizations? Form 1065)
Yoz | No Yes | No Yos | No
Schedule R (Form 990) 2009
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SCHEDULE R-1 Continuation Sheet for Schedule R (Form 990)

{Form 990)

P Attach to Form 990 to ilst additional information for Schedule R
{Form 020), Part I; Part ll; Part I; Part IV; Part V, line 2; or Part VI

Intemal Revenue Senvice I See [nstructlons for Schedula R (Form 990).

Depariment of the Treasury

Name of flling organizallon

OMB No. 1545-0047

Open te Public

Inspection

Employer ldentification number

UNIVERSITY SPECIALTY HOSPITAL 52-0882914
Continuation of dentification of Disregarded Entities
(a) ] {e) [d} (o} [iJ
HName, address, and EIN of disregarded entily Primary sclivity Legal domicile (stale Total Income End-of-year assats | Direct controlling
or forelgn couniny) entity
For Privacy Act and Paperwork Reduction Act Notice, see the Instruclions for Form 990. Schadule R-1 {Form 990} 2009
JsA
9E1311 1.000 ‘
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Schedule R-1 {Form 980) 2009

52~0882914

Paga 2

Continuation of ldentification of Related Tax-Exempt Qrganizations

(a)
Name, address, and EIN of related oranlzation

L]
Primary aclivily

(c}
.| Legal domicite (slate

(d}
Exempl Code seclion

- 1e)
Public charity status

{n
Direst controlling
enlily

of foreign country) (it seclion 501(c)({3)}
CHESTER RIVER HEALTR FOUNDATION INC 52-1338661
106 BROWN 8TRBET CHESTERTOWN, WD 21620 ] FUNDRAISING |MD 501 {C} (3)11 CRHS
CHESTER RIVER HEALTH SYSTEM INC 52-2046500 -
100 BROWN STREET CHESTERTOWM, ™MD 2isz0 ] HEALTH CARE |MD 501 (C) (3)11 UMMSC
CHESTER RIVER LOSPITAL CENTER INC - 52-0679694 i
760 BROWN §TREET CHESTERTOWN, MD 21630 | HEALTH CARE |MD 50t (C) {3)3 CRHS
CHESTER RIVER MANOR INC B52-6070333
W00 MORGNEC ROAD 777777 CHESTERTOWN, ™MD 21620 ] HEALTH CARE |MD 501 (C) {3)|11 cRES
MARYLAND GENERAL CLINICAL PRACTICE GROUP  52-1566211
827 LINDEN AVENUE ~77° BALTIMORE, MD 21261 7 HEALTH CARE [MD 501 (C) {311 MGHS
MARYLAND GENERAL COMM BEALTH FOUNDATION 53-2147632
827 LINDEN AVENUE BALTIMORE, ™MD 21201 77777 FUNDRAISING |MD s01 {C) (3)11 MGHS
MARYLAND GENERAL HEALTH SYSTEMS INC 52-1175337
27 LINDEN AVENUE 7T BALTIMORE, MD 21201~~~ 7 HEALTH CARE [MD 501 (€) (3)11 UMMSC
MARYLAND GENERAL HOSPITAL INC 52-0591667
B27 LINDEN AVENUE T BALTIMORE, MD 21201 HEALTH CARE |MD 501 {C) (3)3 MGHS
CARE HEALTH SERVICES INC 52-1510269
219 SOUTH WASHINGTON STRERET  EASTON, MD 21601 77 HEALTH CARE |MD 501 {(€) (3)11 sHsg
DORCHESTER GENERAL HOSPITAL FOUNDATION 52-1703242
219 SOUTH WASHINGTON STREET ~ BASTON, MD 21601 FUNDRAISING {MD 501 (C) (3)11 SH3
MEMORIAL HOSPITAL FOUNDATION INC 52-1282080
219 S0UTH WASHINGTON STREET  EASTON, ™MD 21601 FUNDRAISING |MD 501 {Q) (3)11 SHS
SHORE CLINICAL FOUNDATION TNC 52-1874111
219 SOUTH WASHINGTON STREET  EBASTON, MD 21601 | HEALTH CARE |MD 501 (C) (3)11 8HS
SHORE HEALTH SYSTEM INC 52-0610538
219 d0UTH WASHINCTON STREET  BASTON, ™MD 21601 | HEALTH CARE |MD 501 {C) (3)|3 UMMSC
JAMES LAWRENCE KERNAN HOSP ENDOW FD 23-7360743
2200 KERNAN DRIVE BALTIMORE, MD 21207 FUNDRAISING |MD 501 {C) (3)11 UMMSC
JAMES LAWRENCE KERNAN HOSPITAL INC 52-0591639
2200 KERNAN DRIVE BALTIMORE, ™D 21207 77 HEALTH CARE |MD 501 {C) (33 UMMSC
EHIPLEY § CHOICE MEDICAL PARK INC 04-3643849
22 SOUTH GREBNE STREET BALTIMORE, MD 21301 REAL ESTATE |MD 501 {C) (2) UMMSC
UMMS FOUNDATION INC 52-2238893
22 SOUTH GREENE STREET BALTIMORE, MD 21201~~~ FUNDRAISING |MP 501 {@) (3)11 UMMSC
UNIVERSITY OF MD MEDICAL SYSTEM CORP 52-1362793
22 H0UTH CGREENE STREET BALTIMORE, MD 21201 7 HEALTH CARE |MD 501 {C) (3)[3 UMMSC
: Schadule R-1 (Form 940 2008
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Schedule R-1 (Form 890) 2000 Page 3
52-0882914
Ul Continuation of Identification of Related Organizations Taxable as a Partnership
{a} b} {e) (d} (e) n (o} (n) i L)}
Name, address, and EIN of Primary aclivity Legal Diract conirolling Predominant Share of tolal Income Share of end-of-year Dheponcass | Code V-UBI| amounton | General or
retated organizallon d:lg‘l:lgf antity i"“gmglgl"eldale“- assels 1okt box 20 of K- managlg
orelign exciuded from partner?
couniry) tax under .
seslions —
512-514.) Yes| No Yos| No
AN/SUNRISE OF SEVERNA PRRE 1l :
301 HOSPITAL DRIVE HEALTH CARE MO /a W/n
SHIPLEYS IMAGING CENTBR LLC 52|
22 SOUTH GREENE STRRET HEALTH CARE o R/a w/R
UNIVERSITYCARE LLC 52-1914892 |
22 SOUTH GREENE STREET HEALTH CARE I T2 n/a
$cheduie R-1 (Form 990) 2009
Jak
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Schedule R-1 (Formn 990) 2009 52-0882914 Page 4
UEIVE Continuation of Identification of Related Organizations Taxable as a Corporation or Trust
(a) b} (e} (d} (o) U] (] (b}
WName, address, and EIN of related onganization Primary aclivity Legal domicile Direc controlling Type of entity Share of lotat income Share of Percentage
{stale or enlity {G com, S corp, end-of-year ownership
forelgn cauniry) Or tyust) assals
THRRAPIN INSURANCE COMBANY e 98-0129232 |
P.0O. BOX 1109 K¥i-1102 GRAND CAYMAN, CAYMAN ISLANDS IHSURANCE o7 pi/n © CORP
B X BN O ]
301 HOSPITAL DRIVE GLEN BURNIE, MD 21061 REAL ESTATE HD i/ © Ccorp
Schedule R-1 {Form 980} 2009
JSA
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Schedule R-1 (Form 864) 2009 Page 5

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

(A) (B) - (C)
Name of olher organization Transaction Amaunt involved
iype (a-r)

(7)

(6}

(9)

(10}

{11)

(12)

(13}

(14}

(18)

{16)

(17)

(18}

(9}

{20)

(21)

(22}

(23)

{24)

Schaduls R-1 (Form 990} 2008

J8A
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Schedule R-1 (Form 890) 2009 52-0882914 Page 6

Continuation of Unretatad Organizations Taxable as a Partnership

{a} b 3] {d) @
Namag, address, and EIN of enlity Prlmangy)actimy Legal domicile ‘;’rg";'“g Sh(ar)e of Dtspfo:glhmla Oodég}-UBl Gantgr)al ar
(state or foreign "sem% end-ofyear alfocalions? amount on Box managing
country} o g&‘mﬂgs " nssets 20 af K- pariner?
Yes | Ne Yas | No Yes | No

Sohedule R-1 (Form 990) 2009
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