OMB No. 1545-0047

. 990 Return of Organization Exempt From Income Tax
orm
Under section 501(c), 527, or 4947(a)(1) of the Int ernal Revenue Code (except black lung
benefit trust or private foundation) Open to Public

Department of the Treasury

Internal Revenue Service P The organization may have to use a copy of this return to satisfy state reporting requirements. Inspection
A For the 2011 calendar year, or tax year beginning 07/01, 2011, and ending 06/3Q20 12
C Name of organization D Employer identification number
B checkitaicabe: | T MENSIONS HEALTH CORPORATION 52-1289729
] fress Doing Business As
Name change Number and street (or P.O. box if mail is not delivered to street address) Room/suite E Telephone number
| iaienmn | 7300 VAN DUSEN ROAD (240) 456-2245
O Terminated City or town, state or country, and ZIP + 4
] Amended LAUREL, MD 20707 G Gross receipts $ 376,604,323.
- Qsﬂgﬁf‘;m F Name and address of principal officer: NEIL MOORE H(a) fﬁ?l?;tse:?gmup return for i:‘ Yes E‘ No
7300 VAN DUSEN RD LAUREL, MD 20707 H(b) Are all affiliates included? Yes No
| Tax-exempt status: | X | 501(c)(3) | | 501(c) ( ) € (insertno.) | | 4947(a)(1) or | | 527 If "No," attach a list. (see instructions)
J  Website: p» WWW.DIMENSIONSHEALTH.COM H(c) Group exemption number P
K Form of organization: | X | Corporation | | Trustl | Association | | Other P> | L Year of formation: 1982| M State of legal domicile: MD
Part | Summary
1 Briefly describe the organization's mission or most significant activites:
OUR STATED MISSION IS TO PROVIDE HIGH QUALITY, EFFICIENT HEALTHCARE
g 'SERVICES TO PRESERVE, RESTORE AND IMPROVE THE HEALTH STATUS OF OUR
g COMMUNITY.
% 2 Check this box P |:| if the organization discontinued its operations or disposed of more than 25% of its net assets.
g 3 Number of voting members of the governing body (Part VI, linela) . . . . . . . . . . . . . . . . . . ... ... 3 11.
£ 4 Number of independent voting members of the governing body (Part VI, line1b) . . . . . ... . .. ... .. 4 10
g 5 Total number of individuals employed in calendar year 2011 (Part V, line2a), . . . . . . . . . . v v v v v v .. 5 3,020
E 6 Total number of volunteers (estimate if NneCeSSary) . . . . . . . . . . e e e e, 6 209
7a Total unrelated business revenue from Part VIII, column (C), line 12 | . . . . . . . . . . i, 7a 0
b Net unrelated business taxable income from Form 990-T, iN€ 34 . . . . . . . v v & v i v e ot e e e e e e e 7b 0
Prior Year Current Year
° 8 Contributions and grants (Part VIII, line1h) . . . . . . . . . .. . ... ... 34,749,148. 33,854, 560.
qczj 9 Program service revenue (Part VI, iNne 29) . . . . . . . . . 328,912,185. 341,183,614.
E 10 Investment income (Part VIII, column (A), lines 3,4, and7d)_ . . . . . . . . . . ... ... 180,254. -419.
11 Other revenue (Part VIII, column (A), lines 5, 6d, 8c, 9¢c, 10c, and 11e) . . . . . . . . . . . . 2,128,049. 1,448,002,
12 Total revenue - add lines 8 through 11 (must equal Part VIII, column (A), line12), . . . . .. 365,969, 636. 376,485,757.
13 Grants and similar amounts paid (Part IX, column (A), lines 1-3) _ . . . . . . . . . . . . .. 5,403. 41,045.
14 Benefits paid to or for members (Part IX, column (A), lined) . . . . . . .. .. ... 0 0
«» |15 Salaries, other compensation, employee benefits (Part IX, column (A), lines 5-10), . . . . . . 187,358,227, 197,705,801.
§ 16a Professional fundraising fees (Part IX, column (A), line11e) _ . . . . . . . . . . . . . ... 0 0
§ b Total fundraising expenses (Part IX, column (D), line 25) }______________9 _____
Y117 other expenses (Part IX, column (A), lines 11a-11d, 11f-24e) _ . . . . . . . . . . . . .. 151,001,275. 155,804,846.
18 Total expenses. Add lines 13-17 (must equal Part IX, column (A), line25) _ . . . . 338,364,905. 353,551, 692.
19 Revenue less expenses. Subtractline18fromlinel2. . . . . . . . . . ... ... ... 27,604,731. 22,934,065.
59 Beginning of Current Year End of Year
85120 Total assets (Part X, W€ 16) . . . . ... . ... ... 206,986,139.] 211,487,005.
<2121 Total liabilities (Part X, iNe26), . . . . ... .. ... 221,301,652.] 249,513,475.
%% 22 Net assets or fund balances. Subtractline 21 fromline 20, . . . . . v v v @ v v u v u o . -14,315,513. -38,026,470.

Signature Block

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

)
Q
=3

Sign } Signature of officer Date
Here
} Type or print name and title
) Print/Type preparer's name Preparer's signature Date Check I_, if | PTIN
E‘:‘;darer 04/23/2013 | seltemploed | P01074058
UsepOnIy Eirm'sname P COHEN, RUTHERFORD + KNIGHT, PC FimsEN p 52-1202280
Firm's address P> 6903 ROCKLEDGE DRIVE, SUITE 500 BETHESDA, MD 20817-1800 Phone no. 301-828-1008
May the IRS discuss this return with the preparer shown above? (seeinstructions) . . . . . . . . . . . v v o v | X | Yes | | No
For Paperwork Reduction Act Notice, see the separat e instructions. Form 990 (2011)
JSA

1E1010 1.000

4/23/2013 7:48:10 AM



DIMENSIONS HEALTH CORPORATION 52-1289729

Form 990 (2011) Page 2
Part 1l Statement of Program Service Accomplishments
Check if Schedule O contains a response to any questioninthisPart Ill . . . . . .. ... .. 0 000000 l_l

1 Briefly describe the organization's mission:

ATTACHMENT 1

2 Did the organization undertake any significant program services during the year which were not listed on the
prior FOrm 990 0r 990-EZ2 . . . . . [ ]ves No
If "Yes," describe these new services on Schedule O.

3 Did the organization cease conducting, or make significant changes in how it conducts, any program
SBIVICES? [Jves [X]no
If "Yes," describe these changes on Schedule O.

4 Describe the organization's program service accomplishments for each of its three largest program services, as measured by
expenses. Section 501(c)(3) and 501(c)(4) organizations 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 $  323,302,367. including grants of $ 41,045. ) (Revenue $ 341,913,185, )
ATTACHMENT 2

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

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

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

(Expenses $ including grants of $ ) (Revenue $ )
4e Total program service expenses P 323,302,367.
1E1020 1,000 Form 990 (2011)

4/23/2013 7:48:10 AM



DIMENSIONS HEALTH CORPORATION 52-1289729

Form 990 (2011)
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Page 3
Checklist of Required Schedules

Yes | No
Is the organization described in section 501(c)(3) or 4947(a)(1) (other than a private foundation)? If "Yes,"
complete SChedule A . . o v vt i e e e e e e e 1 X
Is the organization required to complete Schedule B, Schedule of Contributors (see instructions)? . . . . .. ... 2 X
Did the organization engage in direct or indirect political campaign activities on behalf of or in opposition to
candidates for public office? If "Yes," complete Schedule C,Partl. . . . . . . . . . ot v v i i it v e 3 X
Section 501(c)(3) organizations. Did the organization engage in lobbying activities, or have a section 501(h)
election in effect during the tax year? If "Yes," complete Schedule C,Partll. . . . . . . ... .. oo oo oo 4 X
Is the organization a section 501(c)(4), 501(c)(5), or 501(c)(6) organization that receives membership dues,
assessments, or similar amounts as defined in Revenue Procedure 98-197? If "Yes," complete Schedule C,
Part lll . . . e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e 5
Did the organization maintain any donor advised funds or any similar funds or accounts for which donors
have the right to provide advice on the distribution or investment of amounts in such funds or accounts? If
"Yes," complete Schedule D, Partl . . . . . . o o 0 i i e e e e e e e e e e e e 6 X
Did the organization receive or hold a conservation easement, including easements to preserve open space,
the environment, historic land areas, or historic structures? If "Yes," complete Schedule D, Partil. . . . . ... .. 7 X
Did the organization maintain collections of works of art, historical treasures, or other similar assets? If "Yes,"
complete Schedule D, Part lll . . v v v v v v i e e e e e e e e e e e e e e 8 X
Did the organization report an amount in Part X, line 21; serve as a custodian for amounts not listed in Part
X; or provide credit counseling, debt management, credit repair, or debt negotiation services? If "Yes,"
complete Schedule D, Part IV . . v v v v v v i e e e e e e e e e e e e e 9 X
Did the organization, directly or through a related organization, hold assets in temporarily restricted
endowments, permanent endowments, or quasi-endowments? If "Yes," complete Schedule D, PartV ., . ... .. 10 X
If the organization’s answer to any of the following questions is "Yes," then complete Schedule D, Parts VI,
VII, VIII, IX, or X as applicable.
Did the organization report an amount for land, buildings, and equipment in Part X, line 10? If "Yes," complete
Schedule D, PartVl . . . . . ittt e e 1ia| X
Did the organization report an amount for investments—other securities in Part X, line 12 that is 5% or more
of its total assets reported in Part X, line 167 If "Yes," complete Schedule D, PartVIl , , . . . .. ... ....... 11b X
Did the organization report an amount for investments-program related in Part X, line 13 that is 5% or more
of its total assets reported in Part X, line 167? If "Yes," complete Schedule D, PartVill, , . . . . ... ... ..... 1llc X
Did the organization report an amount for other assets in Part X, line 15 that is 5% or more of its total assets
reported in Part X, line 16? If "Yes," complete Schedule D, Part IX . . . . . .. .. ... .. ... ... ...... 11d X
Did the organization report an amount for other liabilities in Part X, line 25? If "Yes," complete Schedule D, Part X [11le X
Did the organization’s separate or consolidated financial statements for the tax year include a footnote that addresses
the organization's liability for uncertain tax positions under FIN 48 (ASC 740)? If "Yes," complete Schedule D, Part X , . , . ., . 11f X
Did the organization obtain separate, independent audited financial statements for the tax year? If "Yes,"
complete Schedule D, Parts XI, XIl, and Xl . . . . . o v o 0 v o e e e e e e e e e e e e e 12a X
Was the organization included in consolidated, independent audited financial statements for the tax year? If "Yes," and if
the organization answered "No" to line 12a, then completing Schedule D, Parts XI, XII, and Xlll isoptional . . . . . . . . . . .. 12b X
Is the organization a school described in section 170(b)(1)(A)(ii)? If "Yes," complete ScheduleE . . . . ... ... 13 X
Did the organization maintain an office, employees, or agents outside of the United States?. . . . . . . ... ... 14a X
Did the organization have aggregate revenues or expenses of more than $10,000 from grantmaking,
fundraising, business, investment, and program service activities outside the United States, or aggregate
foreign investments valued at $100,000 or more? If "Yes," complete Schedule F,Partsland V. . . . . . .. . .. 14b X
Did the organization report on Part IX, column (A), line 3, more than $5,000 of grants or assistance to any
organization or entity located outside the United States? If "Yes," complete Schedule F, Parts lland IV . . . . . . . 15 X
Did the organization report on Part IX, column (A), line 3, more than $5,000 of aggregate grants or assistance
to individuals located outside the United States? If "Yes," complete Schedule F, Parts llland IV . . . . . . ... .. 16 X
Did the organization report a total of more than $15,000 of expenses for professional fundraising services
on Part IX, column (A), lines 6 and 11e? If "Yes," complete Schedule G, Part | (see instructions) . . . . . . ... .. 17 X
Did the organization report more than $15,000 total of fundraising event gross income and contributions on
Part VIII, lines 1c and 8a? If "Yes," complete Schedule G, Partll . . . . . . .. . . o o oo i i v oo 18 X
Did the organization report more than $15,000 of gross income from gaming activities on Part VIII, line 9a?
If"Yes," complete Schedule G, Part lll . . . . . . o 0 0 o o e e e e e e e e e e e e e 19 X
Did the organization operate one or more hospital facilities? If "Yes," complete ScheduleH , . . .. ... ..... 20a| X
If "Yes" to line 20a, did the organization attach a copy of its audited financial statements to thisreturn? . . . . . . 20b X

JSA
1E1021 1.000

4/23/2013 7:48:10 AM

Form 990 (2011)



DIMENSIONS HEALTH CORPORATION 52-1289729
Form 990 (2011) Page 4
Part IV Checklist of Required Schedules  (continued)

Yes | No
21  Did the organization report more than $5,000 of grants and other assistance to any government or organization
in the United States on Part IX, column (A), line 1? If "Yes," complete Schedule I, Partsland Il . . . .. ... ... 21 X
22  Did the organization report more than $5,000 of grants and other assistance to individuals in the United States
on Part IX, column (A), line 2? If "Yes," complete Schedule |, Partsland lll . . . . ... ... ............ 22 X

23 Did the organization answer "Yes" to Part VII, 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 . . . . . . . . . . it e e e e e e e e 23 X

24a Did the organization have a tax-exempt bond issue with an outstanding principal amount of more than
$100,000 as of the last day of the year, that was issued after December 31, 2002? If "Yes," answer lines 24b

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

b Is the organization aware that it engaged in an excess benefit transaction with a disqualified person in a prior
year, and that the transaction has not been reported on any of the organization's prior Forms 990 or 990-EZ?

If"Yes," complete Schedule L, Part 1. . . . . . . . . i i i e s e e e e e e e e e e e e e 25b X
26  Was aloan to or by a current or former officer, director, trustee, key employee, highly compensated employee, or
disqualified person outstanding as of the end of the organization's tax year? If "Yes," complete Schedule L, Part Il , | 26 X

27 Did the organization provide a grant or other assistance to an officer, director, trustee, key employee,
substantial contributor or employee thereof, a grant selection committee member, or to a 35% controlled
entity or family member of any of these persons? If "Yes," complete Schedule L, Partlll . . . ... ......... 27 X

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

a A current or former officer, director, trustee, or key employee? If "Yes," complete Schedule L, PartIV. . . . . . .. 28a X
b A family member of a current or former officer, director, trustee, or key employee? If "Yes,” complete
Schedule L, Part IV . . o o ot e e e e e e e e e e e e e e e e e e e e 28b X
¢ An entity of which a current or former officer, director, trustee, or key employee (or a family member thereof)
was an officer, director, trustee, or direct or indirect owner? If "Yes," complete Schedule L, PartvV .. . . . ... .. 28c¢ X
29 Did the organization receive more than $25,000 in non-cash contributions? If "Yes," complete Schedule M | 29 X
30 Did the organization receive contributions of art, historical treasures, or other similar assets, or qualified
conservation contributions? If "Yes," complete Schedule M, . . . . . . . . . . i e e e e e 30 X
31 Did the organization liquidate, terminate, or dissolve and cease operations? If "Yes," complete Schedule N,
2 O 31 X
32 Did the organization sell, exchange, dispose of, or transfer more than 25% of its net assets? If "Yes,"
complete Schedule N, Part I, . . . . v v v e e e e et e e e e e e e e e e e e e e e e 32 X
33 Did the organization own 100% of an entity disregarded as separate from the organization under Regulations
sections 301.7701-2 and 301.7701-3? If "Yes," complete Schedule R,Part1. . . . . .. ... ... ... ..... 33 X
34  Was the organization related to any tax-exempt or taxable entity? If "Yes," complete Schedule R, Parts I, Il
IV,and V, INE L . o o o o e e e e e e e e e e e e e e e e e e e 34| X
35a Did the organization have a controlled entity within the meaning of section 512(b)(13)? . . . . ... .. ... .. 35a X
b Did the organization receive any payment from or engage in any transaction with a controlled entity within the
meaning of section 512(b)(13)? If "Yes," complete Schedule R, Part V,line2 . . . . . .. .. . .. .. .. ... 35b X
36  Section 501(c)(3) organizations. Did the organization make any transfers to an exempt non-charitable
related organization? If "Yes," complete Schedule R, PartV,line2 . . . . . . .. . . . .. .. .. . . .. ...... 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,

Part MVl L . e e e e e e e e e e e e i e e 37 X
38 Did the organization complete Schedule O and provide explanations in Schedule O for Part VI, lines 11 and
197 Note. All Form 990 filers are required to complete ScheduleO. . . . . . .. ... ... ... ......... 38 X

Form 990 (2011)

JSA
1E1030 1.000

4/23/2013 7:48:10 AM



DIMENSIONS HEALTH CORPORATION 52-1289729

Form 990 (2011) Page 5
Statements Regarding Other IRS Filings and Tax Comp  liance
Check if Schedule O contains a response to any questioninthisPartV. . .. ... ... ... ... ....... |_|
Yes | No
la Enter the number reported in Box 3 of Form 1096. Enter -0- if not applicable, . . . . ... .. la 341
b Enter the number of Forms W-2G included in line 1a. Enter -O- if not applicable, . . . . . . .. 1b 0
¢ Did the organization comply with backup withholding rules for reportable payments to vendors and
reportable gaming (gambling) winnings to prize winners?, . . . . . . . . . . . . . . e e e e e e lc X
2a Enter the number of employees reported on Form W-3, Transmittal of Wage and Tax
Statements, filed for the calendar year ending with or within the year covered by this return | | 2a 3,020
b 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 (see instructions), . . . . . .
3a Did the organization have unrelated business gross income of $1,000 or more during the year? . . . . . ... .. 3a X
b If "Yes," has it filed a Form 990-T for this year? If "No," provide an explanation in Schedule O , , . . .. .. .. ... 3b
4a At any time during the calendar year, did the organization have an interest in, or a signature or other authority
over, a financial account in a foreign country (such as a bank account, securities account, or other financial
ACCOUND? | L L L et e e e e e e e e e e 4a | X
b If “Yes,” enter the name of the foreign country: » CAYMAN ISLANDS
See instructions for filing requirements for Form TD F 90-22.1, Report of Foreign Bank and Financial Accounts.
5a Was the organization a party to a prohibited tax shelter transaction at any time during the taxyear? . . . . . . .. 5a X
b Did any taxable party notify the organization that it was or is a party to a prohibited tax shelter transaction? | 5b X
c If"Yes" to line 5a or 5b, did the organization file Form 8886-T? . . . . . . . . . . . . . . . . . . o u.u... 5¢
6a Does the organization have annual gross receipts that are normally greater than $100,000, and did the
organization solicit any contributions that were not tax deductible? . . . . . . . . .. . ... ... ... .. .... 6a X
b If "Yes," did the organization include with every solicitation an express statement that such contributions or
gifts were not tax deductible? . . . . . .. L e e 6b
7 Organizations that may receive deductible contribut ions under section 170(c).
a Did the organization receive a payment in excess of $75 made partly as a contribution and partly for goods
and services provided to the payor? . . . . . . .. L. L L. e 7a| X
b If "Yes," did the organization notify the donor of the value of the goods or services provided? ., . . .. .. ... .. 7b X
¢ Did the organization sell, exchange, or otherwise dispose of tangible personal property for which it was
required to file FOMM 82822 . & v v v v v i i e e e e e e e e e e e e e e e e e e e e e e e e e e 7c X
d If "Yes," indicate the number of Forms 8282 filed duringtheyear ., . . . . .. ... ... ... | 7d |
e Did the organization receive any funds, directly or indirectly, to pay premiums on a personal benefit contract? ., , . | 7€ X
f Did the organization, during the year, pay premiums, directly or indirectly, on a personal benefit contract? | 7f X
g If the organization received a contribution of qualified intellectual property, did the organization file Form 8899 as required? ., , ., | 79
h If the organization received a contribution of cars, boats, airplanes, or other vehicles, did the organization file a Form 1098-C? 7h
8 Sponsoring organizations maintaining donor advised funds and section 509(a)(3) supporting
organizations. Did the supporting organization, or a donor advised fund maintained by a sponsoring
organization, have excess business holdings at any time duringtheyear? . . . . . .. . ... ... ... .. .... 8 X
9 Sponsoring organizations maintaining donor advised funds.
a Did the organization make any taxable distributions under section4966? , . . . . .. . .. .. .. . .. .. .... 9a
b Did the organization make a distribution to a donor, donor advisor, or related person? , . . . . .. .. .. .. ... 9b
10 Section 501(c)(7) organizations. Enter:
a Initiation fees and capital contributions included on Part VI, line12 _ . . . . .. .. ... .. 10a
b Gross receipts, included on Form 990, 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 . . . . . . . . . . . . lla
b Gross income from other sources (Do not net amounts due or paid to other sources
against amounts due or received fromthem.) . . . . . . . . . .. ... ... . e 11b
12a Section 4947(a)(1) non-exempt charitable trusts. Is the organization filing Form 990 in lieu of Form 1041? [12a
b If "Yes," enter the amount of tax-exempt interest received or accrued during the year | _ . . 12b
13 Section 501(c)(29) qualified nonprofit health insur  ance issuers.
a Is the organization licensed to issue qualified health plans in more thanone state? . . . . . .. .. ... .. .... 13a
Note. See the instructions for additional information the organization must report on Schedule O.
b Enter the amount of reserves the organization is required to maintain by the states in which
the organization is licensed to issue qualified healthplans . . . . ... . ... .. ... 13b
c Enterthe amountofreservesonhand. . . . .. ... ... ... ... ... ... 13c
14a Did the organization receive any payments for indoor tanning services during the taxyear? . . . . .. .. .. ... 1l4a X
b If "Yes," has it filed a Form 720 to report these payments? If "No," provide an explanation in Schedule O . . . . .. 14b

JSA

1E1040 1.000

4/23/2013 7:48:10 AM

Form 990 (2011)



Form 990 (2011) DIMENSIONS HEALTH CORPORATION 52-1289729 Page 6
Ul Governance, Management, and Disclosure  For each "Yes" response to lines 2 through 7b below, and for a

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

Check if Schedule O contains a response to any questioninthisPartVI. . . . . . . . .. . .. oo oo oo m
Section A. Governing Body and Management
Yes | No
la Enter the number of voting members of the governing body at the end of the tax year. If thereare . . . . . . la 11
material differences in voting rights among members of the governing body, or if the governing body
delegated broad authority to an executive committee or similar committee, explain in Schedule O.
b Enter the number of voting members included in line 1a, above, who are independent . . . . . . ib 10
2 Did any officer, director, trustee, or key employee have a family relationship or a business relationship with
any other officer, director, trustee, or key employee? . . . . . . . . . L e e e e e e 2 X
3 Did the organization delegate control over management duties customarily performed by or under the direct
supervision of officers, directors, or trustees, or key employees to a management company or other person? . . . | 3 X
4 Did the organization make any significant changes to its governing documents since the prior Form 990 was filed?. . . . . . . 4 X
5 Did the organization become aware during the year of a significant diversion of the organization's assets?. . . . . 5 X
6 Did the organization have members or stockholders? . . . . . . . . . o o L L e e 6 X
7a Did the organization have members, stockholders, or other persons who had the power to elect or appoint
one or more members of the governing body? . . . . . . . . . L L L e e e e 7a X
b Are any governance decisions of the organization reserved to (or subject to approval by) members,
stockholders, or persons other than the governingbody? . . . . . . . . . . o v o oo L e 7b X
8 Did the organization contemporaneously document the meetings held or written actions undertaken during
the year by the following:
a Thegoverning body?. . . . . . o o i i i e e e e e e e e e e e e e e e 8a | X
b Each committee with authority to act on behalf of the governingbody? . . . . ... ... .. ... ... .. ... 8b | X
9 Is there any officer, director, trustee, or key employee listed in Part VI, Section A, who cannot be reached at
the organization's mailing address? If "Yes," provide the names and addresses in Schedule O . . . .. ... .. .. 9 X
Section B. Policies (This Section B requests information about policies not required by the Internal Revenue Code.)
Yes | No
10a Did the organization have local chapters, branches, or affiliates? . . . . . . . . .. .. .. o 00000, 10a X
b If "Yes," did the organization have written policies and procedures governing the activities of such chapters,
affiliates, and branches to ensure their operations are consistent with the organization's exempt purposes? . . . . [ 10b
1la Has the organization provided a complete copy of this Form 990 to all members of its governing body before filing the foom? . . [11a X
b Describe in Schedule O the process, if any, used by the organization to review this Form 990.
12a Did the organization have a written conflict of interest policy? If "No," gotoline13 . . . . .. ... .. ... ... 12a| X
b Were officers, directors, or trustees, and key employees required to disclose annually interests that could give
MSE 10 CONFlICES? . . o . v o e i e e e e e e e e e e e e e e e e e e e e e 12b| X
¢ Did the organization regularly and consistently monitor and enforce compliance with the policy? If "Yes,"
describe in Schedule Ohow thiswas done . . . . . . . . . it i it e e e e e e e e e 12¢| X
13 Did the organization have a written whistleblower policy?. . . . . . . . . . . . . . o . 13 | X
14 Did the organization have a written document retention and destruction policy?. . . . . . . .. ... ... .. .. 14 | X
15 Did the process for determining compensation of the following persons include a review and approval by
independent persons, comparability data, and contemporaneous substantiation of the deliberation and decision?
a The organization's CEO, Executive Director, or top managementofficial . . . .. ... ... ... ... . ..... 15a| X
b Other officers or key employees of the organization . . . . . . . . . . . v i v i i i i e e e e e e e e e e e 15b| X
If "Yes" to line 15a or 15b, describe the process in Schedule O (see instructions.)
16a Did the organization invest in, contribute assets to, or participate in a joint venture or similar arrangement
with ataxable entity dUriNg the YEar? . . . . . v v v v v e e e e e e e e 16a X
b If "Yes," did the organization follow a written policy or procedure requiring the organization to evaluate its

participation in joint venture arrangements under applicable federal tax law, and take steps to safeguard the
organization's exempt status with respect to such arrangements? . L L L L . 16b

Section C. Disclosure

17
18

19

20

List the states with which a copy of this Form 990 is required to be filed »_"-»________________ _ _ _ _ _ _ _ _ _________
Section 6104 requires an organization to make its Forms 1023 (or 1024 if applicable), 990, and 990-T (Section 501(c)(3)s only)
available for public inspection. Indicate how you made these available. Check all that apply.

Own website Another's website Upon request

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

and financial statements available to the public during the tax year.

State the name, physical address, and telephone number of the person who possesses the books and records of the
organization: P>NEIL MOORE 7300 VAN DUSEN ROAD LAUREL, MD 20707 301-618-2109

JSA

1E1042 1.000

Form 990 (2011)
4/23/2013 7:48:10 AM



Form 990 (2011) DIMENSIONS HEALTH CORPORATION 52-1289729 Page 7

Part VI Compensation of Officers, Directors, Trustees, Key Employees, Highest Compensated Employees, and
Independent Contractors

Check if Schedule O contains a response to any question inthisPartVIl . . ... ... ... .........
Section A.  Officers, Directors, Trustees, Key Employ  ees, and Highest Compensated Employees

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

® List all of the organization's current officers, directors, trustees (whether individuals or organizations), regardless of amount
of compensation. Enter -0- in columns (D), (E), and (F) if no compensation was paid.
® List all of the organization's current key employees, if any. See instructions for definition of "key employee."

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

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

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

List persons in the following order: individual trustees or directors; institutional trustees; officers; key employees; highest
compensated employees; and former such persons.

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

QY (B © (D) (5] (@]
Name and Title Average Position Reportable Reportable Estimated
hours per | (do not check more than one compensation compensation from amount of
week box, unless person is both an from relf"‘tec_’ other .
(describe ) . the organizations compensation
hours for | Officer and a directorftrustee) organization (W-2/1099-MISC) from the
Org{:n'?z‘:{fons 23| 3(2|3|3&| T | W-211099-MISC) organization
inSchedule | 2| 5| 3| 5|23 3 and related
o) 8 g % o ?, ga [} organizations
g2 3 g|°8
g2 3| 3
slal [°] &
ATTACHMENT 3 s %
[=
__(1) THOMAS HENDERSHOTT |
DIRECTOR 1.00| X 0 0 0
__(2) ELIZABETH HEWLETT |
DIRECTOR 1.00| X 0 0 0
__(83) BARBARA FRUSH |
SECRETARY 1.00| X 0 0 0
__(#4) C PHILIPS NICHOLS JR |
CHAIRMAN OF THE BOARD 1.00| X 0 0 0
__(5) SAYED SADIQ MD |
DIRECTOR 1.00| X 0 0 0
(6) BENJAMIN STALLINGS MD
""" TREASURER | 1.00| X 0 0 0
__(r) V _PREM CHANDAR |
DIRECTOR 1.00| X 48,000. 0 0
__(8) TAWANA GAINES |
VICE CHAIR 1.00| X 0 0 0
__(9) ANDREA HARRISON |
DIRECTOR 1.00| X 0 0 0
_(10) BRADFORD SEAMON |
DIRECTOR 1.00| X 0 0 0
_(11) FREDERICK SMALLS |
DIRECTOR 1.00| X 0 0 0
_(12) NEIL MOORE |
CEO/CFO 38.00 X 337,842. 0 23,844.
_(13) JOHN O'BRIEN ITI |
Co0 40.00 X 302, 651. 0 39,488.
_ (14 GITA K SHAR |
VP MEDICAL AFFAIRS 39.00 X 299, 389. 0 20,117.
ISA Form 990 (2011)

1E1041 1.000

4/23/2013 7:48:10 AM



DIMENSIONS HEALTH CORPORATION 52-1289729
Form 990 (2011) Page 8
Section A. Officers, Directors, Trustees, Key Emplo  yees, and Highest Compensated Employees  (continued)
QY (B © (D) (5] (@]
Name and title Average Position Reportable Reportable Estimated
hours per (do not check more than one compensation | compensation from amount of
week box, unless person is both an from related other
(describe officer and a director/trustee) the organizations compensation
hoursior |22 | 2| Q18 |S& |8 | organization | (W-2/1099-MISC) from the
reléteq = g__ E 8 g gg E (W-2/1099-MISC) organization
organizations g, E_: g- 3|3 g and r.elat.ed
in Schedule [~ =« | @ 8 g organizations
0) G|z | o
(] 0 >
°le g
2
15) DAVID GOLDMAN
~ VICE PRESIDENT QUALITY | 39.00 X 263,552. 0 35,815.
16) KANWALJIT SINGH TANEJA
~coo - pGHC ] 20.00 X 266,382. 0 37,963.
17) GLORIA A CEBALLOS
~vecCcNO ] 40.00 X 185,462. 0 16,396.
18) SHEILA JARRETT
RN 40.00 X 200, 607. 0 26,094.
19) MANI A GOTTIPAMULA
RN ] 40.00 X 184,340. 0 27,366.
20) MICHAEL JACOBS
~ PRESIDENT DHA | 20.00 X 188, 051. 0 30,738.
21) DANIEL J O'BRIEN JR
~ GENERAL COUNSEL | 40.00 X 184,788. 0 4,122.
22) GT DUNLOP ECKER
~ PRES § CEO | 0 X 251,309. 0 10,501.
23) KENNETH GLOVER
~ cEo ] 20.00 X 459,302. 0 25,149.
1b Sub-total > J87,882. 0 83,449.
¢ Total from continuation sheets to Part VII, Sectio nNA . ..., | 2 2,183,793. 0 214,144.
d Total (add lines 10 and 1C) . . « « v v v v v v e e e e e e e e e e e . »| 3,171,675. 0 297,593.
2 Total number of individuals (including but not limited to those listed above) who received more than $100,000 of
reportable compensation from the organization » 204
Yes | No
3 Did the organization list any former officer, director, or trustee, key employee, or highest compensated
employee on line 1a? If "Yes," complete Schedule J for such individual . . . . ... ... ... ... ... ...... 3 X
4 For any individual listed on line 1a, is the sum of reportable compensation and other compensation from the
organization and related organizations greater than $150,000? If “Yes,” complete Schedule J for such
3T TV T 4 | X
5 Did any person listed on line 1la receive or accrue compensation from any unrelated organization or individual
for services rendered to the organization? If “Yes,” complete Schedule Jfor suchperson . .. .. ... ... ..... 5 X
Section B. Independent Contractors
1 Complete this table for your five highest compensated independent contractors that received more than $100,000 of
compensation from the organization. Report compensation for the calendar year ending with or within the organization's tax
year.
(A B) ©
Name and business address Description of services Compensation

ATTACHMENT 4

2 Total number of independent contractors (including but not limited to those listed above) who received
more than $100,000 in compensation from the organization p

29

JSA
1E1055 2.000

4/23/2013

7:48:10 AM

Form 990 (2011)



Form 990 (2011)
Part VI

DIMENSIONS HEALTH CORPORATION

52-1289729

Page 9

Statement of Revenue

QY

Total revenue

(B)
Related or
exempt
function
revenue

©
Unrelated
business
revenue

(D)
Revenue
excluded from tax
under sections
512, 513, or 514

- O o o T o

and Other Similar Amounts
«

Contributions, Gifts, Grants

=0

Federated campaigns . . . . . . . . la

Membershipdues . . . . . . ... 1b

1lc 56,525,

Fundraisingevents . . . . . . . ..

Related organizations . . . . . . .. 1d
31,969,520.

Government grants (contributions) . . | 1e

All other contributions, gifts, grants,

and similar amounts not included above . [_1f 1,828,515.

Noncash contributions included in lines 1a-1f: $

Total. Addlines 1a-1f « v v v v v v v v v i e e e e . |

33,854,560.

Program Service Revenue

< - ® 2o o T o

Business Code

NET PATIENT REVENUE

339,498,343.

339,498,343.

CAFETERIA/MEAL SERVICE/ VENDING

876,355.

876,355.

PARKING

310,971.

310,971.

TRAUMA FEES

497,945,

497,945,

All other program service revenue . . . . .
Total. Add lines2a-2f . . . . . . . . . .. ... .. ... >

341,183,614.

al

o o0 T o

7a

Other Revenue

9a

10a

Investment income (including dividends, interest, and

other similar amounts). . ATTACHMENT .5 ....... >

Income from investment of tax-exempt bond proceeds . . . >
|

Royames .........................

22,960.

22,960.

0

0

(i) Real (ii) Personal

Grossrents « « . 4 . 0. 756,343.

Less: rental expenses . . .

Rental income or (loss) 756,343.

Net rental incomeor (IosS) . = « v v v v v v v v v v 0w v >

756,343.

756,343.

(i) Securities (ii) Other

Gross amount from sales of

assets other than inventory 750.

Less: cost or other basis
24,129.

and sales expenses . . . .

-23,379.

Gainor(loss) . « . « . ..
Net gainor (I0SS) « + « &« &« & v v & v 4 o o 0w e u s >

-23,379.

-23,379.

Gross income from fundraising
events (not including $ 51,024.
of contributions reported on line 1c).

See Part IV, linel18 . . . . v v v v v .. a 56,525.

Less: direct expenses - - « « « « « « .+ . b 94,437.

ATCH.7.»

Net income or (loss) from fundraising events

-37,912.

-37,912.

Gross income from gaming activities.
See Part IV, line 19

Less: directexpenses . . . . . . . ... b
Net income or (loss) from gaming activities . .

Gross sales of inventory, Iless
returns and allowances a

Less: costofgoodssold . . . . . . . .. b

Net income or (loss) from sales of inventory, .

Miscellaneous Revenue Business Code

1la

® o o T

12

OTHER

729,571.

729,571.

All otherrevenue . . . . .« v v v v v v

Total. Add lines 11a-11d + + « « =+ + & & v v 4 40w >
Total revenue. See instructions . . . . . . . . . . . . .. »

729,571.

376,485,757.

341,913,185,

718,012,

JSA
1E1051 1.000

4/23/2013 7:48:10 AM

Form 990 (2011)
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Page 10

Edh@ 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).

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

Do not include amounts reported on lines 6b, Total éﬁ;)nenses Progra(rET;])service Managse(r:T)]ent and Fungi?e)lising
7b, 8b, 9b, and 10b of Part VIII. expenses general expenses expenses
1 Grants and other assistance to governments and
organizations in the United States. See Part IV, line 21 . 0
2 Grants and other assistance to individuals in
the United States. See Part IV, line22., . . . . . 41,045. 41,045.
3 Grants and other assistance to governments,
organizations, and individuals outside the
United States. See Part IV, lines 15 and 16, | _ | 0
Benefits paid to or formembers , , ., . . .. .. 0
Compensation of current officers, directors,
trustees, and key employees , . . . ... ... 2,043,1109. 2,043,119.
6 Compensation not included above, to disqualified
persons (as defined under section 4958(f)(1)) and
persons described in section 4958(c)(3)B) ., . . . . . 0
Othersa|ariesandwages ____________ 155, 124,846. 145, 932,587. 9, 192,259.
Pension plan accruals and contributions (include section
401(k) and 403(b) employer contributions) . . . . . . 141 377r 612. 131 5141 955. 862, 657.
9 Other employee benefits . . . . . . . ... .. 16,618,365. 15,621,263. 997,102.
10 PayrolltaxeS . = v v v v v v v v v e e e 9,541,859. 8,969,347. 572,512.
11 Fees for services (non-employees):
a Management ., . ., ... ........... 784,285. 784,285.
b Llegal . .................... 904,0094. 904,0094.
C AcCoUNtiNng « = v v v v h e e e e e e e e e e 29,041. 29,041.
d LODDYING « « ¢ v v v e e e e e e e 0
e Professional fundraising services. See Part IV, line 17 0
f Investment managementfees . ., . ... ... 0
G Other & v v e e e e 26,585,826. 18,344,220. 8,241,606.
12 Advertising and promotion . . . . . . . .. .. 380,689. 236,027. 144,662.
13 Officeexpenses . . . . . v ¢ v v v o v v v . 394,614. 284,122. 110,492.
14 Information technology. . . . . . . . . .. .. 208, 966. 20,897. 188,069.
15 Royalties, ., . . . .. v v v i 0
16 OCCUPANCY « v v & v v 4 & v v v & v w v n n s 5,429,047. 5,266,176. 162,871.
17 Travel . . . . . o o e e e e e e e e e 158,687. 90,452. 68,235.
18 Payments of travel or entertainment expenses
for any federal, state, or local public officials 0
19 Conferences, conventions, and meetings . . . . 0
20 Interest . . . . . . ..o i h e e e e e 3,337,517. 3,037,140. 300,377.
21 Payments to affiliates . . . ... ....... 0
22 Depreciation, depletion, and amortization . . . . 9,179,793. 7,435,632, 1,744,161.
23 Insurance . . . . . 8,741,932. 8,077,397. 664,535.
24 Other expenses. Itemize expenses not covered

25

above (List miscellaneous expenses in line 24e. If
line 24e amount exceeds 10% of line 25, column
(A) amount, list line 24e expenses on Schedule O.)

e All other expenses _ ATTACHMENT_8____

Total functional expenses. Add lines 1 through 24e

3,361,340.

2,319,325.

1,042,015.

14,843,437.

14,843,437.

4,076,938.

2,813,087.

1,263,851.

147,257.

141,367.

5,890.

77,241,383.

76,313,8091.

927,492.

353,551,692.

323,302,367.

30,249, 325.

26

Joint costs. Complete this line only if the
organization reported in column (B) joint costs
from a combined educational campaign and
fundraising solicitation. Check here p if
following SOP 98-2 (ASC 958-720)

JSA
1E1052 1.000

4/23/2013 7:48

:10 AM
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Form 990 (2011)
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Page 11

Balance Sheet

G

Beginning of year

®)
End of year

1 Cash-non-interest-bearing . . ... .. ... ................ 12,642,565, 1 12,567, 991.
2 Savings and temporary cashinvestments. . . . . . ... ... ... .. ... 23,881,815, 2 28,788,393.
3 Pledges and grants receivable, net . . .. ... ... .. ... .. g 3 0
4 Accounts receivable,net = L L. 46,442,351 4 45,817, 346.
5 Receivables from current and former officers, directors, trustees, key
employees, and highest compensated employees. Complete Part Il of
SChedUIe L .................................... O 5 0
6 Receivables from other disqualified persons (as defined under section
4958(f)(1)), persons described in section 4958(c)(3)(B), and contributing
employers and sponsoring organizations of section 501(c)(9) voluntary
m employees' beneficiary organizations (see instructions) . . . . . . . . . .. 06 0
@w| 7 Notes and loans receivable,net q 7 0
2| 8 Inventoriesforsaleoruse. . ... ... ... ... ... ... .. 5,321,168, 8 5,062,611,
9 Prepaid expenses and deferred charges . . . .. ...... ATCH. 9 4,030,187. 9 4,472,611.
10a Land, buildings, and equipment: cost or
other basis. Complete Part VI of Schedule D |10a| 242,844,748.
b Less: accumulated depreciation, , ., . . ... .. 10b| 191,458,412. 54,043,496./10c 51,386,336.
11 Investments - publicly traded securities . . . . . . . .. . .. ... . ... . Q11 0
12 Investments - other securities. See Part IV, line 11, . , . . . . . .. .. ... 11,178,784 12 11,235,823.
13 Investments - program-related. See Part IV, line11 _ . . . . . .. ... .. Q13 0
14 Intangibleassets . . . . . ... ... ... ... 68,200. 14 56,199.
15 Other assets. See Part IV, line 11 | | . . . . . . . i o v, 49,377,573, 15 52,099,695.
16 Total assets. Add lines 1 through 15 (must equal line 34) . . . .. ... .. 206,986,139, 16 211,487,005.
17 Accounts payable and accrued expenses. . . . . . . . . . ... .. ... .. 46,387,655 17 45,636,289.
18 Grantspayable . . . . . . ... ... ... 918 0
19 Deferredrevenue , . . . . ... ................ ATCH .10, 4,259,835. 19 4,360,856.
20 Tax-exempt bond liabiliies | | . . . .. ... ... 58,575,454, 20 55,685,683.
»|21 Escrow or custodial account liability. Complete Part IV of Schedule D 921 0
§ 22 Payables to current and former officers, directors, trustees, key
E employees, highest compensated employees, and disqualified persons.
- Complete Part Il of Schedule L . . . ... . ... ...... . ...... g 22 0
23 Secured mortgages and notes payable to unrelated third parties | | | ., . . g 23 0
24 Unsecured notes and loans payable to unrelated third parties, . . . . . . . g 24 0
25 Other liabilities (including federal income tax, payables to related third
parties, and other liabilities not included on lines 17-24). Complete Part X
of Schedule D | . . . . . ... ... ... 112,078,708, 25 143,830, 647.
26 Total liabilities. Add lines17through25. . . . ... ... ... ....... 221,301,652, 26 249,513,475.
Organizations that follow SFAS 117, check here | 2 |X_, and complete
" lines 27 through 29, and lines 33 and 34.
§ 27 Unrestricted netassets _ . . ... -18,584,932.| 27 -40,769,571.
T|128 Temporarily restricted netassets ... ... .. 4,269,419, 28 2,743,101.
f'g 29 Permanently restricted netassets, . . . . .. .. .. . .. .. ... ... g 29 0
5 Organizations that do not follow SFAS 117, check he re » |:| and
"'; complete lines 30 through 34.
Z 30 Capital stock or trust principal, or currentfunds =~~~ . 30
ﬁ 31 Paid-in or capital surplus, or land, building, or equipment fund 31
f 32 Retained earnings, endowment, accumulated income, or other funds = = | 32
2|33 Total net assets or fund balances -14,315,513. 33 -38,026,470.
34 Total liabilities and net assets/fund balances. . . . ... ........... 206,986,139. 34 211,487,005.

JSA

1E1053 1.000

4/23/2013 7:48:10 AM
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DIMENSIONS HEALTH CORPORATION 52-1289729

Form 990 (2011) Page 12

Part XI Reconciliation of Net Assets =
Check if Schedule O contains a response to any questioninthisPart XlI. . . . . . . . ... . oo oo oL

376,485,757.
353,551,692.

Total revenue (must equal Part VIII, column (A), line12) . . . . . . . . o v v it i i v it i e 1
2
3 22,934,065.
4
5

Total expenses (must equal Part IX, column (A),line25). . . . . . . . o v o v it it v i i i
Revenue less expenses. Subtractline2fromlinel . . . ... .. . . i i i e
Net assets or fund balances at beginning of year (must equal Part X, line 33, coumn (A)) . . . . . . ..
Other changes in net assets or fund balances (explainin ScheduleO) . . . ... ... ... ......
Net assets or fund balances at end of year. Combine lines 3, 4, and 5 (must equal Part X, line 33,
column (B)) . « & v v v e e e e e e e e e e e e e e e e e e e e e 6

-14,315,513.
-46,645,022.

o O WN R

-38,026,470.

Part Xl Financial Statements and Reporting
Check if Schedule O contains a response to any questioninthisPart XIl . . . . . . . ... ... .00 .. |_|

Yes | No

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

2a Were the organization's financial statements compiled or reviewed by an independent accountant? 2a X

Were the organization's financial statements audited by an independent accountant? 2b | X
c If "Yes" to line 2a or 2b, does the organization have a committee that assumes responsibility for oversight
of the audit, review, or compilation of its financial statements and selection of an independent accountant? . 2c | X
If the organization changed either its oversight process or selection process during the tax year, explaln in
Schedule O.
d If "Yes" to line 2a or 2b, check a box below to indicate whether the financial statements for the year were

issued on a separate basis, consolidated basis, or both:

|:| Separate basis Consolidated basis |:| Both consolidated and separate basis
3a As a result of a federal award, was the organization required to undergo an audit or audits as set forth in
the Single Audit Actand OMB Circular A-1332 - .. ... . ... ... sa| X
b If "Yes,"” did the organization undergo the required audit or audits? If the organization did not undergo the
required audit or audits, explain why in Schedule O and describe any steps taken to undergo such audits 3b | X

Form 990 (2011)

JSA
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SCHEDULE A

| OMB No. 1545-0047

(Form 990 or 990-E2) Public Charity Status and Public Support
Complete if the organization is a section 501(c)(3)  organization or a section 2@1 1
4947(a)(1) nonexempt charitable trust. .
ﬁ,‘fé’ﬁf;{"ﬁg\}eﬂfﬂgﬁﬁ?w P Attach to Form 990 or Form 990-EZ. PSee separate inst  ructions. o?nesrgxtac():t?;r? e
Name of the organization Employer identification number
DIMENSIONS HEALTH CORPORATION 52-1289729

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.)

A church, convention of churches, or association of churches described in section 170(b)(1)(A)(i).

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

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

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

hospital's name, city, and state: =~~~

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

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

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

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

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

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

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

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

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

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

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

An organization organized and operated exclusively for the benefit of, to perform the functions of, or to carry out the

purposes of one or more publicly supported organizations described in section 509(a)(1) or section 509(a)(2). See section

509(a)(3). Check the box that describes the type of supporting organization and complete lines 11e through 11h.

a |:| Type | b |:| Type |l c |:| Type Il - Functionally integrated d |:| Type Il - 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).

f If the organization received a written determination from the IRS that it is a Type |, Type Il, or Type Ill supporting
organization, check this box
g Since August 17, 2006, has the organization accepted any gift or contribution from any of the
following persons?
(i) A person who directly or indirectly controls, either alone or together with persons described in (ii) Yes | No
and (i) below, the governing body of the supported organization? . .. ... ... ... . 11g(i)
(i) A family member of a person described in (i) above? L 11g(ii)
(iii) A 35% controlled entity of a person described in (i) or (i) above? ... ... ... 11g(iii)
h Provide the following information about the supported organization(s).
(i) Name of supported (i) EIN (i) Type of organization (iv) Is the (v) Did you notify (vi) Is the (vii) Amount of
organization (described on lines 1-9 organizationin | the organization | organization in support
above or IRC section Cgtr(');f:rﬂr:” in col. (i) of col. (i) organized
(see instructions) ) Y e | your support? inthe U.S.?
Yes No Yes No Yes No
(A
(B)
©
(D)
(E)
Total
For Paperwork Reduction Act Notice, see the Instruc  tions for Schedule A (Form 990 or 990-EZ) 2011

Form 990 or 990-EZ.

JSA
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DIMENSIONS HEALTH CORPORATION 52-1289729

Schedule A (Form 990 or 990-EZ) 2011 Page 2
Support Schedule for Organizations Described in Sec  tions 170(b)(1)(A)(iv) and 170(b)(1)(A)(vi)

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

Section A. Public Support

Calendar year (or fiscal year beginning in) » (a) 2007 (b) 2008 (c) 2009 (d) 2010 (e) 2011 (f) Total

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

2  Tax revenues levied for the
organization's benefit and either paid
to or expended on itsbehalf . . . . . ..

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

4  Total. Add lines 1 through3. . . . . ..

The portion of total contributions by
each person (other than a
governmental unit or publicly
supported organization) included on
line 1 that exceeds 2% of the amount
shown on line 11, column (f). . . . . . .
6  Public support. Subtract line 5 from line 4.

Section B. Total Support
Calendar year (or fiscal year beginning in) > (a) 2007 (b) 2008 (c) 2009 (d) 2010 (e) 2011 (f) Total

7 Amounts fromline4 . .. .... ...

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

9 Net income from unrelated business
activities, whether or not the business
isregularly carriedon . . . . . . . ...

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

11 Total support. Add lines 7 through 10 . .

12 Gross receipts from related activities, etc. (see instructions) . . « « « v & v v v d i n d e e e e e e 12
13 First five years. |If the Form 990 is for the organization's first, second, third, fourth, or fifth tax year as a section 501(c)(3)
organization, check thishoxand stop here . . . . . . . . 0 i i i i ot e e e e e e e e e e e e e e e e e e e e e e e e e e e e »
Section C. Computation of Public Support Percentage
14 Public support percentage for 2011 (line 6, column (f) divided by line 11, column(f)) . .. ... .. 14 %
15 Public support percentage from 2010 Schedule A, Part Il line14 . _ . . . . . . . . .. .. .. ... 15 %
16a 331/3% support test - 2011. |If the organization did not check the box on line 13, and line 14 is 331/3% or more, check
this box and stop here. The organization qualifies as a publicly supported organization . . . .. .. ... .. .. ... ... | 4
b 331/3% support test - 2010. If the organization did not check a box on line 13 or 16a, and line 15 is 331/3% or more,
check this box and stop here. The organization qualifies as a publicly supported organization. . . . .. .. ... .. .... | 4

17a 10%-facts-and-circumstances test - 2011. If the organization did not check a box on line 13, 16a, or 16b, and line 14 is
10% or more, and if the organization meets the "facts-and-circumstances" test, check this box and stop here. Explain in

Part IV how the organization meets the "facts-and-circumstances” test. The organization qualifies as a publicly supported

OrgaNIZAtION. . L . .t i e e e e e e e e e e e e e e e e >

b 10%-facts-and-circumstances test - 2010. If the organization did not check a box on line 13, 16a, 16b, or 17a, and line
15 is 10% or more, and if the organization meets the "facts-and-circumstances" test, check this box and stop here.
Explain in Part IV how the organzation meets the "facts-and-circumstances" test. The organization qualifies as a publicly

supported Organization , | . . . . . .. . i e e e e e e e e e e e e e e e e e e e e e e e e e >
18 Private foundation. If the organization did not check a box on line 13, 16a, 16b, 17a, or 17b, check this box and see
INSTTUCHIONS . L . . . o e e e e e e e e e e e e e e e e e e e e e e » |:|

Schedule A (Form 990 or 990-EZ) 2011

JSA
1E1220 1.000

4/23/2013 7:48:10 AM



DIMENSIONS HEALTH CORPORATION

52-1289729

Schedule A (Form 990 or 990-EZ) 2011 Page 3
Support Schedule for Organizations Described in Sec  tion 509(a)(2)
(Complete only if you checked the box on line 9 of Part | or if the organization failed to qualify under Part Il.
If the organization fails to qualify under the tests listed below, please complete Part Il.)
Section A. Public Support
Calendar year (or fiscal year beginning in) P (a) 2007 (b) 2008 (c) 2009 (d) 2010 (e)2011 (f) Total
1 Gifts, grants, contributions, and membership fees
received. (Do not include any "unusual grants.")
2  Gross receipts from admissions, merchandise
sold or services performed, or facilities
furnished in any activity that is related to the
organization's tax-exempt purpose |
3 Gross receipts from activities that are not an
unrelated trade or business under section 513 |
4 Tax revenues levied for the
organization's benefit and either paid
to or expended on its behalf | . . .
5 The value of services or facilities
furnished by a governmental unit to the
organization without charge , | . . . . .
6 Total. Add lines 1 through5 . . . . .
7a Amounts included on lines 1, 2, and 3
received from disqualified persons . . . .
b Amounts included on lines 2 and 3
received from other than disqualified
persons that exceed the greater of $5,000
or 1% of the amount on line 13 for the year
¢ Addlines7aand7b. . . . . . . . . ..
8 Public support (Subtract line 7c from
ine6.) . . . o v v i e e e ..
Section B. Total Support
Calendar year (or fiscal year beginning in) P (a) 2007 (b) 2008 (c) 2009 (d) 2010 (e)2011 (f) Total
9 Amounts fromline6. . . .. ......
10a Gross income from interest, dividends,
payments received on securities loans,
rents, royalties and income from similar
SOUIMCES . & v v v v v v e s a w s e s
b Unrelated business taxable income (less
section 511 taxes) from businesses
acquired after June 30, 1975 | | . .
¢ Addlines 10aand 10b ., . . . ..
11 Net income from unrelated business
activities not included in line 10b,
whether or not the business is regularly
carriedon = + = = & & e w = w w e w o os
12 Other income. Do not include gain or
loss from the sale of capital assets
(ExplaininPartIV.) ., . .. .. .....
13 Total support. (Add lines 9, 10c, 11,
and12) . ...
14 First five years. If the Form 990 is for the organization's first, second, third, fourth, or fifth tax year as a section 501(c)(3)
organization, check thisboxandstophere . . . . . . . . . . 0 0 0 v i i e e e e e e e e e e e e e e e e e e e a e e »
Section C. Computation of Public Support Percentag
15 Public support percentage for 2011 (line 8, column (f) divided by line 13, column (f)) . . . . .. 15 %
16 Public support percentage from 2010 Schedule A, Partlll, line15. . . . . . . . v v o v v v i v u v v uuw . 16 %
Section D. Computation of Investment Income Percen  tage
17 Investment income percentage for 2011 (line 10c, column (f) divided by line 13, column (f)) . _ . . . . . . .. 17 %
18 Investment income percentage from 2010 Schedule A, Partlll, line17 . . . . . . . . . .. . . .. .. 18 %
19a 331/3% support tests - 2011. If the organization did not check the box on line 14, and line 15 is more than 331/3%, and line
17 is not more than 331/3%, check this box and stop here. The organization qualifies as a publicly supported organization P
b 331/3% support tests - 2010. If the organization did not check a box on line 14 or line 19a, and line 16 is more than 331/3 %, and
line 18 is not more than 331/3%, check this box and stop here . The organization qualifies as a publicly supported organization P ’:‘
20 Private foundation. If the organization did not check a box on line 14, 19a, or 19b, check this box and see instructions »

JSA

1E1221 1.000

4/23/2013 7:48:10 AM

Schedule A (Form 990 or 990-EZ) 2011



DIMENSIONS HEALTH CORPORATION 52-1289729
Schedule A (Form 990 or 990-EZ) 2011 Page 4
Supplemental Information. Complete this part to provide the explanations required by Part Il, line 10;
Part Il, line 17a or 17b; and Part lll, line 12. Also complete this part for any additional information. (See
instructions).

ISA Schedule A (Form 990 or 990-EZ) 2011

1E1225 2.000
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Schedule B Schedule of Contributors OMB No. 1545-0047
(Form 990, 990-EZ,
or 990-PF) » Attach to Form 990, Form 990-EZ, or Form 990-PF. 2@11

Department of the Treasury
Internal Revenue Service

Name of the organization Employer identification number
DIMENSIONS HEALTH CORPORATION

52-1289729

Organization type (check one):

Filers of: Section:

Form 990 or 990-EZ 501(c)( 3 ) (enter number) organization
|:| 4947(a)(1) nonexempt charitable trust not treated as a private foundation
|:| 527 political organization

Form 990-PF |:| 501(c)(3) exempt private foundation
|:| 4947(a)(1) nonexempt charitable trust treated as a private foundation

D 501(c)(3) taxable private foundation

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

General Rule

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

Special Rules

|:| For a section 501(c)(3) organization filing Form 990 or 990-EZ that met the 33 1/3 % support test of the regulations
under sections 509(a)(1) and 170(b)(1)(A)(vi) and received from any one contributor, during the year, a contribution of
the greater of (1) $5,000 or (2) 2% of the amount on (i) Form 990, Part VI, line 1h, or (ii) Form 990-EZ, line 1.
Complete Parts | and II.

|:| For a section 501(c)(7), (8), or (10) organization filing Form 990 or 990-EZ that received from any one contributor,
during the year, total contributions of more than $1,000 for use exclusively for religious, charitable, scientific, literary,
or educational purposes, or the prevention of cruelty to children or animals. Complete Parts |, II, and Ill.

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

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

For Paperwork Reduction Act Notice, see the Instruc tions for Form 990, 990-EZ, or 990-PF. Schedule B (F orm 990, 990-EZ, or 990-PF) (2011)

JSA
1E1251 1.000

4/23/2013 7:48:10 AM



Schedule B (Form 990, 990-EZ, or 990-PF) (2011)

Page 2

Name of organizaton DIMENSTIONS HEALTH CORPORATION

Employer identification number

52-1289729

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

(a)

(b)

(c)

(d)

No. Name, address, and ZIP + 4 Total contributions Type of contribution
__1_| STATE OF MD DEPT HUMAN SERVICES _______ Person
Payroll
311 W SARATOGA ST _  _ ______________|$_____15,512,042. | \Noncash
BALTIMORE, MD 21201 (Complete Part !I if t_here is
———————————————————————————————————————— a noncash contribution.)
(a) (b) (¢ (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
__2_| PRINCE GEORGES COUNTY GOVT ____________ Person
Payroll
14741 GOVERNOR ODEN BOWIE DR |¢_ ____15,104,768. | oncash
UPPER MARLBORO, MD 20772 (Complete Part II if there is
———————————————————————————————————————— a noncash contribution.)
(a) (b) (© (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
__3_| MAGRUDER MEMEORIAL HOSPITAL TRUST _____ Person
Payroll
_P_O_P_O_X__6_5_8________________________________ _______:L_'Pilgiggg; Noncash
UPPER MARLBORO, MD 20772 (Complete Part II if there is
———————————————————————————————————————— a noncash contribution.)
(&) (b) (© (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
__4_| BOWIE FOUNDATION ______________________ Person
Payroll
15001 HEALTH CENTER DRIVE | $_________10,710. | Noncash
BOWIE, MD 20716 (Complete Part !I if t_here is
———————————————————————————————————————— a noncash contribution.)
(a) (b) (¢ (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
__D5_| MD DEPT OF HEALTH AND MENTAL HYGINE ___ Person
Payroll
_2_0_1_1”.FB_E_S_T_O_I\I__S_T__________________________ _______1_'§§2L219; Noncash
BALTIMORE, MD 21201 (Complete Part !I if t_here is
———————————————————————————————————————— a noncash contribution.)
(&) (b) (¢ (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
- - _6 GOLF TOURN __ _ _ _ ______ Person
Payroll
3001 HOSPITAL DR _________?_6L§g§_ Noncash

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

JSA
1E1253 1.000

4/23/2013 7:48:10 AM

Schedule B (Form 990, 990-EZ, or 990-PF) (2011)



Schedule B (Form 990, 990-EZ, or 990-PF) (2011)

Page 2

Name of organization

DIMENSIONS HEALTH CORPORATION

Employer identification number

52-1289729

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

(a)

(b)

(c)

(d)

No. Name, address, and ZIP + 4 Total contributions Type of contribution
__J_| ROSS HEALTH SCIENCES INC Person
Payroll
_659_59?_1'_]3__1__S_T_E__3_0_0_______________________ _________6f1i1L§9§; Noncash
BRUNSWICK, NJ 08902 (Complete Part !I if t_here is
—————————————————————————————————————————— a noncash contribution.)
(@) (b) (©) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
__8_| MARYLAND HOSPITAL ASSOCIATION INC Person
Payroll
_6_8_2_0_P_E_E_Rff‘_T_H__R_D__________________________ _________§9L999_ Noncash
ELKRIDGE, MD 21075 (Complete Part !I if t_here is
—————————————————————————————————————————— a noncash contribution.)
(@) (b) (©) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
__39_| NORTHERN VIRGINIA HOSPITAL ALLIANCE ___ Person
Payroll
10332 MAIN STREET STE 273 ____________|$_________42,567. | nNoncash
FAIRFAX, VA 22030 (Complete Part !I if t_here is
—————————————————————————————————————————— a noncash contribution.)
(@) (b) (©) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
_10_| RESTRICTED CONTRIBUTIONS UNDER $5000 ____ Person
Payroll
_3’_0_0_1__H_O_SF_I_T?’_L__D_R__________________________ _________§§LZ§§_ Noncash
CHEVERLY, MD 20785 (Complete Part !I if t_here is
—————————————————————————————————————————— a noncash contribution.)
(@) (b) (©) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
e | e Person
Payroll
__________________________________________________________ Noncash
(Complete Part Il if there is
—————————————————————————————————————————— a noncash contribution.)
(@) (b) (©) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution

Person
Payroll
Noncash

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

JSA
1E1253 1.000

4/23/2013 7:48:10 AM

Schedule B (Form 990, 990-EZ, or 990-PF) (2011)



Schedule B (Form 990, 990-EZ, or 990-PF) (2011)

Page 3

Name of organization

DIMENSIONS HEALTH CORPORATION

Employer identification number

52-1289729
zEgdIll Noncash Property (see instructions). Use duplicate copies of Part Il if additional space is needed.

(a) No. (c)

¢ (b) . (d)

rom Description of noncash property given FMV (or estimate) Date received
Part | P property g (see instructions)
(a) No. (c)

¢ (b) . (d)

rom Description of noncash property given FMV (or estimate) Date received
Part | P property g (see instructions)
(a) No. (c)

¢ (b) . (d)

rom Description of noncash property given FMV (or estimate) Date received
Part | P property g (see instructions)
(a) No. (c)

¢ (b) . (d)

rom Description of noncash property given FMV (or estimate) Date received
Part | P property g (see instructions)
(a) No. (c)

¢ (b) . (d)

rom Description of noncash property given FMV (or estimate) Date received
Part | P property g (see instructions)
(a) No. (c)

¢ (b) . (d)

rom Description of noncash property given FMV (or estimate) Date received
Part | P property g (see instructions)

ISA Schedule B (Form 990, 990-EZ, or 990-PF) (2011)

1E1254 1.000

4/23/2013 7:48:10 AM



Schedule B (Form 990, 990-EZ, or 990-PF) (2011)

Page 4

Name of organization

Il Exclusively religious, charitable, etc., individual contributi

DIMENSIONS HEALTH CORPORATION

Employer identification number

52-1289729

that total more than $1,000 for the year.

For organizations completing Part lll, enter the total of exclusively religious, charitable, etc.,
contributions of $1,000 or less for the year. (Enter this information once. See instructions.) » $
Use duplicate copies of Part Il if additional space is needed.

ons to section 501(c)(7), (8), or (10) organization
Complete columns (a) through (e) and the following line entry.

S

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

JSA
1E1255 1.000

4/23/2013 7:48:10 AM

Schedule B (Form 990, 990-EZ, or 990-PF) (2011)



| OMB No. 1545-0047

SCHEDULE D . .
(Form 990) Supplemental Financial Statements 2@11
» Complete if the organization answered "Yes," to For m 990,
Department of the Treasury Part IV, line 6, 7, 8, 9, 10, 11a, 11b, 11c, 11d, 1 1e, 11f, 12a, or 12b. Open to_ Public
Internal Revenue Service » Attach to Form 990. PSee separate instructions. Inspection
Name of the organization Employer identification number
DIMENSIONS HEALTH CORPORATION 52-1289729
Organizations Maintaining Donor Advised Funds or Ot her 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. . . .. ... ..
5 Did the organization inform all donors and donor advisors in writing that the assets held in donor advised

funds are the organization’s property, subject to the organization's exclusive legal control? . . ... ... ... I:I Yes I:I No
6 Did the organization inform all grantees, donors, and donor advisors in writing that grant funds can be used

only for charitable purposes and not for the benefit of the donor or donor advisor, or for any other purpose

conferring impermissible private benefit? . . . . . . . L L e e e e e e e e e e e e e e e |:| Yes |:| No
Conservation Easements. Complete if the organization answered "Yes" to Form 990, Part IV, line 7.
1 Purpose(s) of conservation easements held by the organization (check all that apply).

Preservation of land for public use (e.g., recreation or education) Preservation of an historically important land area
Protection of natural habitat Preservation of a certified historic structure
Preservation of open space
2 Complete lines 2a through 2d if the organization held a qualified conservation contribution in the form of a conservation
easement on the last day of the tax year.

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

4 Number of states where property subject to conservation easementis located » _ __ ______________
5 Does the organization have a written policy regarding the periodic monitoring, inspection, handling of

violations, and enforcement of the conservation easementsitholds? . . . . . . . . . . . ..., I:I Yes I:I No
6 Staff and volunteer hours devoted to monitoring, inspecting, and enforcing conservation easements during the year
> __
7 Amount of expenses incurred in monitoring, inspecting, and enforcing conservation easements during the year
»s __
8 Does each conservation easement reported on line 2(d) above satisfy the requirements of section 170(h)(4)(B)
() and section 170MVANBI?. . . . . . . . ... [ Jves [no
9 In Part XIV, describe how the organization reports conservation easements in its revenue and expense statement, and

balance sheet, and include, if applicable, the text of the footnote to the organization’s financial statements that describes the
organization’s accounting for conservation easements.

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

la |If the or?anizati_on elected, as permitted under SFAS 116 %SC 958), not to report in its revenue statement and balance sheet
works of art, historical treasures, or other similar assets held for public exhibition, education, or research in furtherance of
public service, provide, in Part X1V, the text of the footnote to its financial statements that describes these items.

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

(i) Revenues included in Form 990, Part VIl linel . . . . .« v v v v i i i e e e e e e e »s_ ________
(i) Assets included in Form 990, Part X . . . . v v o i vt e e e e e e e e e e e e e e e e e s »$_

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

a Revenues included in Form 990, Part VI, line 1 . . . . . . . . . i i i i i e s e e e e e e e e e s ___
b Assets included in Form 990, Part X . . . . . . o i i i i i i e e e e e e e e e e e e e e e e e e e e > $
For Paperwork Reduction Act Notice, see the Instruc  tions for Form 990. Schedule D (Form 990) 2011

JSA
1E1268 1.000
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DIMENSIONS HEALTH CORPORATION 52-1289729

Schedule D (Form 990) 2011 Page 2
Part Il Organizations Maintaining Collections of Art, Histo rical Treasures, or Other Similar Assets  (continued)

3 Using the organization's acquisition, accession, and other records, check any of the following that are a significant use of its
collection items (check all that apply):
a Public exhibition d Loan or exchange programs
b Scholarly research e E| Other
Preservation for future generations
4 Provide a description of the organization's collections and explain how they further the organization's exempt purpose in Part

XIV.
5 During the year, did the organization solicit or receive donations of art, historical treasures, or other similar
assets to be sold to raise funds rather than to be maintained as part of the organization's collection? . . . . . . Yes No

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

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

b If "Yes," explain the arrangement in Part XIV and complete the following table:

Amount
c Beginningbalance . . . . . . ... e e e e 1c
d Additionsduringtheyear . ... . ... ... i i e 1d
e Distributions duringtheyear. . . . . . . . . oo o o oo o le
f Endingbalance . . . . . . .. . o e e e e 1f
2a Did the organization include an amount on Form 990, Part X, line21? . . . . . . . . .. .. . .. ... .... |_, Yes |_, No

b If "Yes," explain the arrangement in Part XIV.

Endowment Funds. Complete if the organization answered "Yes" to Form 990, Part IV, line 10.
(a) Current year (b) Prior year (c) Two years back (d) Three years back | (e) Four years back

la Beginning of year balance . . . .

b Contributions . . . ... ... ..
Net investment earnings, gains,

andlosses. . . . .........

d Grants or scholarships . . . . ..

Other expenditures for facilities .

and programs. . . . . .. ... .

Administrative expenses . . . . .

g End of year balance. . . .. ...

2 Provide the estimated percentage of the current year end balance (line 1g, column (a)) held as:

a Board designated or quasi-endowment p %
Permanent endowment » %
C Temporarily restricted endowment p %

The percentages in lines 2a, 2b, and 2c should equal 100%.
3a Are there endowment funds not in the possession of the organization that are held and administered for the

organization by: Yes | No
(i) unrelated OrganizationS. . . . &« v v i i i e e e e e e e e e e e e e e e e e e e e e e 3a(i)
(i) related Oorganizations . . . . . . . . . . i i e e e e e e e e e e e e e e e e e e e e e e e e e 3a(ii)

b If "Yes" to 3a(ii), are the related organizations listed as required on Schedule R? . . . . . . ... ... ... ... 3b

4 Describe in Part XIV the intended uses of the organization's endowment funds.
Part VI Land, Buildings, and Equipment. See Form 990, Part X, line 10.

Description of property (a) Cost or other basis (b) Cost or other basis (c) Accumulated (d) Book value
(investment) (other) depreciation
la Land. - - & o v v vt e 743,311, 743,311.
b Buildings . ... ... oo oL 65,532,281, 36,738,440 28,793,841.
¢ Leasehold improvements. . . . . ... .. 35,236,809, 32,438,400 2,798,4009.
d Equipment . . ... ..o 140,089,8404122,281,572 17,808,268.
e Other « « & v v v v i i e e e e e e 1,242,507 1,242,507.
Total. Add lines la through le. (Column (d) must equal Form 990, Part X, column (B), line 10(c).). . . . . . » 51,386, 336.

Schedule D (Form 990) 2011
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DIMENSIONS HEALTH CORPORATION
Schedule D (Form 990) 2011

52-1289729
Page 3

=ETg@YiIl Investments - Other Securities. See Form 990, Part X, line 12.

(a) Description of security or category (b) Book value
(including name of security)

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

(1) Financial derivatives , . . . ... ..........

(2) Closely-held equity interests

@’ other__
(A) BOND FUNDS HELD IN TRUST 11,235,823. FMV
e
B
e
...
B
..
B )
U]
Total. (Column (b) must equal Form 990, Part X, col. (B) line 12.) » 11 12 235 ’ 823.

RETRYAII Investments - Program Related. See Form 990, Part X, line 13.

(a) Description of investment type (b) Book value

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

(€]

2

(©)]

“4)

®)

(6)

™

8

C)]

(10)

Total. (Column (b) must equal Form 990, Part X, col. (B) line 13.) »

Other Assets. See Form 990, Part X, line 15.

(a) Description

(b) Book value

(1) DUE FROM AFFILIATES

39,908,054.

(2) NON-CURRENT ACCOUNTS RECEIVABL

3,797,144.

(3) INVESTMENT AEI

4,834,485.

(4) INVESTMENT DAL

1,000,000.

(5) DEFERRED FINANCING COSTS

235,304.

(6) DEFERRED COMPENSATION

(7)OTHER ACCOUNTS RECEIVABLE

2,324,708.

8

©)

(10)

Total. (Column (b) must equal Form 990, Part X, col. (B) lin€ 15.) , , . . . v & v v & v & = & & = « # = = »

> 52,099, 695.

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

1. (a) Description of liability (b) Book value
(1) Federal income taxes
(2)ADVANCES FROM THIRD PARTIES 11,707,067.
(3) CAPITAL LEASE OBLIGATIONS 3,112,911.
(4 DUE TO AFFILIATES 23,640,7009.
(5) ACCRUED EMPLOYEE BENEFIT LIAB 105,369, 960.
(6)
(7)
(8)
9)

(10)

(11)

Total. (Column (b) must equal Form 990, Part X, col. (B) line 25.) » 143,830,647.

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

organization's liability for uncertain tax positions under FIN 48 (ASC 740).

JSA
1E1270 1.000
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DIMENSIONS HEALTH CORPORATION 52-1289729
Schedule D (Form 990) 2011 Page 4
Reconciliation of Change in Net Assets from Form 99 0 to Audited Financial Statements
Total revenue (Form 990, Part VIII, column (A), line 12)
Total expenses (Form 990, Part IX, column (A), line 25)

© 00N O O~ WN
|w)
o
>
[]
—
[¢)
o
(%]
[¢]
=
<
(@]
D
. w o
Q
>
o
c
0
D
o
=
—
Q
Q
=
D
(@]
O |00 |N|O |0 |~ W IIN |-

10 Excess or (deficit) for the year per audited financial statements. Combine lines3and9 . . . . . . . 10
Reconciliation of Revenue per Audited Financial Sta  tements With Revenue per Return
Total revenue, gains, and other support per audited financial statements 1
2 Amounts included on line 1 but not on Form 990, Part VIII, line 12:
Net unrealized gains on investments 2a

Donated services and use of facilities 2b

Recoveries of prior year grants 2c

Other (Describe in Part XIV.) 2d

Add lines 2a through 2d 2e

O O O T 9

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

Other (Describe in Part XIV.) 4b

Add lines 4a and 4b 4c

5 Total revenue. Add lines 3 and 4c. (This must equal Form 990, Part |, line12)) . . . .. . _ ... .. .. 5
WPl Reconciliation of Expenses per Audited Financial St atements With Expenses per Return
1  Total expenses and losses per audited financial statements 1

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

Prior year adjustments 2b

Other losses 2c

Other (Describe in Part XIV.) 2d

Add lines 2a through 2d 2e

O O O T 9

4 Amounts included on Form 990, Part IX, line 25, but not on line 1:
Investment expenses not included on Form 990, Part VIII, line 7b 4a

Other (Describe in Part XIV.) 4b

¢ Add lines 4a and 4b 4c

5 Total expenses. Add lines 3 and 4c. (This must equal Form 990, Partl,line18.), , ., . .. ... ... .. 5
EUP A Supplemental Information
Complete this part to provide the descriptions required for Part ll, lines 3, 5, and 9; Part lIl, lines 1a and 4; Part IV, lines 1b and 2b;
Part V, line 4; Part X, line 2; Part XI, line 8; Part XII, lines 2d and 4b; and Part XIIl, lines 2d and 4b. Also complete this part to provide
any additional information.

[o 2]

Schedule D (Form 990) 2011
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Schedule D (Form 990) 2011 DIMENSIONS HEALTH CORPORATION 52-1289729 Page 5
CETIYA Supplemental Information (continued)

FIN 48 DISCLOSURE

SCHEDULE D, PART X, LINE 2

THE CORPORATION IS EXEMPT FROM FEDERAL INCOME TAX UNDER SECTION 501 (C) (3)
OF THE INTERNAL REVENUE CODE AS A PUBLIC CHARITY. FEDERAL TAX LAW
REQUIRES THAT THE CORPORATION BE OPERATED IN A MANNER CONSISTENT WITH ITS
INITIAL EXEMPTION APPLICATION IN ORDER TO MAINTAIN ITS EXEMPT STATUS.
MANAGEMENT HAS ANALYZED THE OPERATIONS OF THE CORPORATION AND CONCLUDED
THAT IT REMAINS IN COMPLIANCE WITH THE REQUIREMENTS FOR EXEMPTION. THE
STATE IN WHICH THE CORPORATION OPERATES ALSO RECOGNIZES THIS EXEMPTION

FOR STATE INCOME TAX PURPOSES.

ORGANIZATIONS OTHERWISE EXEMPT FROM FEDERAL AND STATE INCOME TAXATION ARE
NONETHELESS SUBJECT TO TAXATION AT CORPORATE TAX RATES AT BOTH THE
FEDERAL AND STATE LEVELS ON THEIR UNRELATED BUSINESS INCOME. EXEMPTION
FROM OTHER STATE TAXES, SUCH AS REAL AND PERSONAL PROPERTY TAX, IS
SEPARATELY DETERMINED. FOR 2012 AND 2011, MANAGEMENT HAS DETERMINED THAT

IT DID NOT HAVE ANY TAX LIABILITY.

ALTHOUGH EXEMPT FROM FEDERAL AND STATE INCOME TAXES, THE CORPORATION IS
REQUIRED TO FILE AN ANNUAL FEDERAL INFORMATION RETURN ON FORM 990. IN
ADDITION, TO THE EXTENT THAT THE CORPORATION HAS GROSS INCOME FROM
BUSINESS ACTIVITIES UNRELATED TO ITS EXEMPT PURPOSE IN EXCESS OF $1,000
FOR ANY TAX YEAR, IT MUST ALSO FILE A FORM 990-T TAX RETURN. GENERALLY,
FEDERAL AND STATE TAXING AUTHORITIES MUST PROPOSE ANY TAXABLE ADJUSTMENTS
WITHIN THREE YEARS FROM THE DUE DATE OF THE 990-T OR THE ACTUAL FILING

DATE, WHICHEVER IS LATER, UNLESS UNRELATED BUSINESS GROSS INCOME IS UNDER

Schedule D (Form 990) 2011

JSA
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Schedule D (Form 990) 2011 DIMENSIONS HEALTH CORPORATION 52-1289729 Page 5
CETIYA Supplemental Information (continued)

REPORTED BY 25% OR MORE, IN WHICH CASE THE RELEVANT TIME PERIOD IS SIX
YEARS. NO STATUTE OF LIMITATIONS APPLIES FOR YEARS FOR WHICH NO 990-T HAS
BEEN FILED. THE CORPORATION IS NOT CURRENTLY UNDER AUDIT BY ANY TAXING

AUTHORITY AND HAS NOT BEEN NOTIFIED OF ANY IMPENDING AUDIT.

CURRENT ACCOUNTING STANDARDS DEFINE THE THRESHOLD FOR RECOGNIZING
UNCERTAIN INCOME TAX RETURN POSITIONS IN THE FINANCIAL STATEMENTS AS
"MORE LIKELY THAN NOT" THAT THE POSITION IS SUSTAINABLE, BASED ON ITS
TECHNICAL MERITS, AND ALSO PROVIDE GUIDANCE ON THE MEASUREMENT,
CLASSIFICATION AND DISCLOSURE OF TAX RETURN POSITIONS IN THE FINANCIAL
STATEMENTS. MANAGEMENT BELIEVES THERE IS NO IMPACT ON THE CORPORATION'S
ACCOMPANYING CONSOLIDATED FINANCIAL STATEMENTS RELATED TO UNCERTAIN

INCOME TAX POSITIONS.

Schedule D (Form 990) 2011
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OMB No. 1545-0047

SCHEDULE F
(Form 990)

Statement of Activities Outside the United States
990,

2011

Open to Public

» Complete if the organization answered "Yes" to Form
Part IV, line 14b, 15, or 16.

Department of the Treasury P Attach to Form 990. PSee separate instructions.

Internal Revenue Service Inspection
Name of the organization Employer identification number
DIMENSIONS HEALTH CORPORATION 52-1289729

General Information on Activities Outside the Unite
Form 990, Part IV, line 14b.

1 For grantmakers. Does the organization maintain records to substantiate the amount of its grants and other

assistance, the grantees' eligibility for the grants or assistance, and the selection criteria used to award the

grants or assistance?

d States. Complete if the organization answered "Yes" to

|:|Yes |:|No

2 For grantmakers. Describe in Part V the organization's procedures for monitoring the use of its grants and other
assistance outside the United States.

3 Activities per Region. (The following Part I, line 3 table can be duplicated if additional space is needed.)

(a) Region

(b) Number of
offices in the
region

(c) Number of
employees,
agents, and
independent

(d) Activities conducted in
region (by type) (e.g.,
fundraising, program services,
investments,

(e) If activity listed in (d) is
a program service,
describe specific type of
service(s) in region

(f) Total
expenditures for
and investments

in region

contractors
in region

grants to recipients
located in the region)

(1) CENTRAL AMERICA/CARIBBEAN INVESTMENTS 19,295,374.

(2)

(3)

(4)

()

(6)

(1)

(8)

9

(10)

(11)

(12)

(13)

(14)

(15)

(16)

a7

3a Sub-total, . . ... ..... 19,295,374.

b Total from continuation
sheets to Part |

c__Totals (add lines 3a and 3b)

For Paperwork Reduction Act Notice, see the Instruc

JSA
1E1274 1.000

19,295,374.
Schedule F (Form 990) 2011

tions for Form 990.
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DIMENSIONS HEALTH CORPORATION

52-1289729

Schedule F (Form 990) 2011 Page 2
Part Il Grants and Other Assistance to Organizations or Ent ities Outside the United States. Complete if the organization answered "Yes" to Form 990,
Part IV, line 15, for any recipient who received more than $5,000. Check this box if no one recipient received more than $5,000 >

Part Il can be duplicated if additional space is needed.

(a) Name of
organization

(b) IRS code
section and EIN
(if applicable)

(c) Region

(d) Purpose of
grant

(e) Amount of
cash grant

(f) Manner of
cash
disbursement

(9) Amount of
non-cash
assistance

(h) Description
of non-cash
assistance

(i) Method of
valuation
(book, FMV,
appraisal,

other)

(1)

(2)

(3)

(4)

(5)

(6)

()

(8)

9)

(10)

(11)

(12)

(13)

(14)

(15)

(16)

2 Enter total number of recipient organizations listed above that are recognized as charities by the foreign country, recognized as tax-exempt
by the IRS, or for which the grantee or counsel has provided a section 501(c)(3) equivalency letter |

3 __Enter total number of other organizations or entitieS . . . . . . vt it it i e e 4 e e e e e e e s e e e e e e e e e e e e e aeaeee e >

Schedule F (Form 990) 2011
JSA
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DIMENSIONS HEALTH CORPORATION 52-1289729

Schedule F (Form 990) 2011 Page 3
Part Il Grants and Other Assistance to Individuals Outside the United States. Complete if the organization answered "Yes" to Form 990, Part IV, line 16.

Part Il can be duplicated if additional space is needed.

(h) Method of
(a) Type of grant or assistance (b) Region (c) Number of (d) Amount of (e) Manner of () Amount of (9) Description valuation
recipients cash grant cash non-cash of non-cash (book, FMV,
disbursement assistance assistance appraisal,
other)

(1)

(2)

(3)

(4)

(5)

(6)

()

(8)

9)

(10)

(11)

(12)

(13)

(14)

(15)

(16)

(17)

(18)

Schedule F (Form 990) 2011
JSA
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DIMENSIONS HEALTH CORPORATION

Schedule F (Form 990) 2011

Part IV Foreign Forms

52-1289729

Page 4

Was the organization a U.S. transferor of property to a foreign corporation during the tax year? If "Yes,"
the organization may be required to file Form 926, Return by a U.S. Transferor of Property to a Foreign
Corporation (see Instructions for Form 926)

Did the organization have an interest in a foreign trust during the tax year? If "Yes," the organization
may be required to file Form 3520, Annual Return to Report Transactions with Foreign Trusts and
Receipt of Certain Foreign Gifts, and/or Form 3520-A, Annual Information Return of Foreign Trust With a
U.S. Owner (see Instructions for Forms 3520 and 3520-A)

Did the organization have an ownership interest in a foreign corporation during the tax year? If "Yes,"
the organization may be required to file Form 5471, Information Return of U.S. Persons With Respect To
Certain Foreign Corporations. (see Instructions for Form 5471)

Was the organization a direct or indirect shareholder of a passive foreign investment company or a
qualified electing fund during the tax year? If "Yes," the organization may be required to file Form 8621,
Information Return by a Shareholder of a Passive Foreign Investment Company or Qualified Electing
Fund. (see Instructions for Form 8621)

Did the organization have an ownership interest in a foreign partnership during the tax year? If "Yes,"
the organization may be required to file Form 8865, Return of U.S. Persons With Respect To Certain
Foreign Partnerships. (see Instructions for Form 8865)

Did the organization have any operations in or related to any boycotting countries during the tax year? If
"Yes," the organization may be required to file Form 5713, International Boycott Report (see Instructions
for Form 5713)

Yes

Yes

Yes

Yes

Yes

Yes

I:INO

No

No

No

JSA
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DIMENSIONS HEALTH CORPORATION 52-1289729
Schedule F (Form 990) 2011 Page 5

Supplemental Information
Complete this part to provide the information required by Part |, line 2 (monitoring of funds); Part |, line 3, column (f)
(accounting method; amounts of investments vs. expenditures per region); Part Il, line 1 (accounting method); Part Ill
(accounting method); and Part Ill, column (c) (estimated number of recipients), as applicable. Also complete this part to
provide any additional information (see instructions).

Schedule F (Form 990) 2011
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| OMB No. 1545-0047

SCHEDULE G Supplemental Information Regarding 2@ 11
(Form 990 or 990-EZ) ~ Fundraising or Gaming Activities _

Complete if the organization answered "Yes" to Form 990, Part IV, lines 17, 18, or 19, or if the Open to Public
Department of the Treasury organization entered more than $15,000 on Form 990- EZ, line 6a.
Internal Revenue Service P> Attach to Form 990 or Form 990-EZ.  PSee separa  te instructions. Inspection
Name of the organization Employer identification number
DIMENSIONS HEALTH CORPORATION 52-1289729
Fundraising Activities. Complete if the organization answered "Yes" to Form 990, Part IV, line 17.

Form 990-EZ filers are not required to complete this part.
1 Indicate whether the organization raised funds through any of the following activities. Check all that apply.

a Mail solicitations e Solicitation of non-government grants
b Internet and email solicitations f Solicitation of government grants
c Phone solicitations g Special fundraising events
d In-person solicitations
2a Did the organization have a written or oral agreement with any individual (including officers, directors, trustees

or key employees listed in Form 990, Part VII) or entity in connection with professional fundraising services? |:| Yes |:| No

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

(v) Amount paid to
(iv) Gross receipts (or retained by)

from activity fundraiser listed in
col. (i)

(vi) Amount paid to
(or retained by)
organization

(iii) Did fundraiser have
(ii) Activity custody or control of
contributions?

(i) Name and address of individual
or entity (fundraiser)

Yes No

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

Paperwork Reduction Act Notice, see the Instruction s for Form 990 or 990-EZ. Schedule G (Form 990 or 990-EZ) 2011
JSA
1E1281 1.000

4/23/2013 7:48:10 AM



Schedule

DIMENSIONS HEALTH CORPORATION

G (Form 990 or 990-EZ) 2011

52-1289729

Page 2

Fundraising Events.

Complete if the organization answered "Yes" to Form 990, Part IV, line 18, or reported more

than $15,000 of fundraising event contributions and gross income on Form 990-EZ, lines 1 and 6b. List events with

gross receipts greater than $5,000.

(a) Event #1 (b) Event #2 (c) Other Events (d) Total events
GOLF TOURNAMENT (add col. (a) through
(event type) (event type) (total number) col. (C))
g
O |1 Grossreceipts | . . . ... ..... 107,549. 0 107,549.
& | 2 Less: Charitable
contributions |, . . .. ... .. .. 51,024. 0 51,024.
3 Gross income (line 1 minus
line2). « o v v v i i 56,525. 0 56,525.
4 Cashprizes . . . . ......... 0
5 Noncashprizes . . . ... ... .. 17,129. 0 17,129.
(%]
2| 6 Rent/facilitycosts 29,123. 0 29,123.
g
4i | 7 Food and beverages | . . . . . . . . 23,477. 0 23,477.
5
e
& | 8 Entertainment . ... .. .. 0
9 Other direct expenses | . . . . . . . 24,708. 0 24,708.
10 Direct expense summary. Add lines 4 through 9 incolumn() =~ > |( 94,437,
11 Netincome summary. Combine line 3, column (d),andline 10 . . . . . . . . . .. o\ u v u. .. > -37,912.
Part Il Gaming. Complete if the organization answered "Yes" to Form 990, Part IV, line 19, or reported more

than $15,000 on Form 990-EZ, line 6a.

) ; (b) Pull tabs/instant ; (d) Total gaming (add
2 (a) Bingo bingo/progressive bingo (c) Other gaming col. (a) through col. (c))
g
Q
o

1 Grossrevenue . . . . . . .. ....
Q| 2 Cashprizes, | ... ........
(]
5
&| 3 Noncashprizes . ..........
]
3] .
2| 4 Rent/facility costs .. ..
a

5 Other direct expenses . . . ... ..

| |Yes % | |Yes % || |Yes %
6 Volunteer labor . No No No

b If "Yes," explain:

Were any of the organization's gaming licenses revoked, suspended or terminated during the tax year?

JSA
1E1282 1.000
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DIMENSIONS HEALTH CORPORATION 52-1289729

Schedule G (Form 990 or 990-EZ) 2011 Page 3
11  Does the organization operate gaming activities with nonmembers? |_, Yes |_, No
12  Is the organization a grantor, beneficiary or trustee of a trust or a member of a partnership or other entity
formed to administer charitable gaming? . . . . . . ... ... .. L e |:| Yes |:| No
13 Indicate the percentage of gaming activity operated in:
a The organization's facility . . . . . . . o v i i i i e e s e e e e e e e e e e e e e e e e e e e 13a %
b Anoutside facCility . . . . . v v i i s e e e e e e e e e e e e e e e e e e e e e e e e 13b %
14  Enter the name and address of the person who prepares the organization's gaming/special events books and
records:
Name®»
Address »

15a Does the organization have a contract with a third party from whom the organization receives gaming

b If "Yes," enter the amount of gaming revenue received by the organizaton» $ and the
amount of gaming revenue retained by the third party » $
¢ If"Yes," enter name and address of the third party:

16  Gaming manager information:

Description of services provided p»

|:| Director/officer |:| Employee |:| Independent contractor

17  Mandatory distributions:
a Is the organization required under state law to make charitable distributions from the gaming proceeds to
retain the state gaming license?. . . . . . . . . L e e [ Jves [ Ino
b Enter the amount of distributions required under state law to be distributed to other exempt organizations
or spent in the organization's own exempt activities during the tax year » $
Supplemental Information. Complete this part to provide the explanation required by Part |, line 2b,
columns (iii) and (v), and Part Ill, lines 9, 9b, 10b, 15b, 15c, 16, and 17b, as applicable. Also complete this
part to provide any additional information (see instructions).

Schedule G (Form 990 or 990-EZ) 2011
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SCHEDULE H Hospitals | ome No. 1545-0047

(Form 990) 2@1 1
P Complete if the organization answered "Yes" to Form 990, Part IV, question 20.
Department of the Treasury p Attach to Form 990. PSee separate instructions. Open tq Public
Internal Revenue Service Inspection
Name of the organization Employer identification number
DIMENSIONS HEALTH CORPORATION 52-1289729
Financial Assistance and Certain Other Community Be  nefits at Cost
Yes| No
la Did the organization have a financial assistance policy during the tax year? If "No," skip to question6a . . . . . . .. 1a|X
b If"Yes,"wasitawritten policy?. . . . . . . o i e e e e e e e e e e e e e e s ib|X
2 If the organization had multiple hospital facilities, indicate which of the following best describes application of
the financial assistance policy to its various hospital facilities during the tax year.
Applied uniformly to all hospital facilities Applied uniformly to most hospital facilities
Generally tailored to individual hospital facilities
3 Answer the following based on the financial assistance eligibility criteria that applied to the largest number of
the organization's patients during the tax year.
a Did the organization use Federal Poverty Guidelines (FPG) to determine eligibility for providing free care? |If
"Yes," indicate which of the following was the FPG family income limit for eligibility for freecare: , _ ., ., . . . ... . ... ... 3a|X
100% I:I 150% i 200% I:I Other _____ %
b Did the organization use FPG to determine eligibility for providing discounted care? If "Yes," indicate which
oﬁheﬁNowMgwasﬂmfmm%%ﬁomeHmnﬂHeHmNMyMrdbmmnmdcma _____________________ 3b | X
200% 250% 300% 350% 400% Other M%
¢ If the organization did not use FPG to determine eligibility, describe in Part VI the income based criteria for
determining eligibility for free or discounted care. Include in the description whether the organization used an
asset test or other threshold, regardless of income, to determine eligibility for free or discounted care.
4 Did the organization's financial assistance policy that applied to the largest number of its patients during the
tax year provide for free or discounted care to the "medically indigent"? . . . . . .. . . . ... .. ... .. 4 | X
5a Did the organization budget amounts for free or discounted care provided under its financial assistance policy during the tax year? S5a X
If "Yes," did the organization's financial assistance expenses exceed the budgeted amount? . . . . . . ... ... .. 5b
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 discountedcare? . . . . . . . . . .. . o oo 5c
6a Did the organization prepare a community benefit report during the taxyear? . . . . .. .. ... ... .. ... a| X
b If "Yes," did the organization make itavailabletothepublic? . . . . . . . . . . . . o oo Lo e e 6b| X
Complete the following table using the worksheets provided in the Schedule H instructions. Do not submit
these worksheets with the Schedule H.
7 Financial Assistance and Certain Other Community Benefits at Cost
Financial Assistance and (agcl;livirt?gseggf (b) Persons (c) Total community (d) Direct offsetting (e) Net community (f) Percent
Means-Tested Government programs (Os?%%cél) benefit expense revenue benefit expense of total
Programs (optional) p expense
a Financial Assistance at cost
21,871,702. 21,871,702. 6.66

(from Worksheet1) . . . .
b Medicaid (from Worksheet 3,

columna) - . . . .« . . .
C Costs of other means-tested
government programs (from
Worksheet 3, coumnb) |
d Total Financial Assistance and
Means-Tested Government

Programs =« « « = . . . . 21,871,702. 21,871,702. 6.66
Other Benefits

€ Community health improvement

services and community benefit 4 6 6 97 6 1 3 2 8 0 4 53 5 1 6 14
4 . 7 . 7 . .

operations (from Worksheet 4) .

f Health professions education

(from Worksheet5) . . . . 124’263' 124’263' -04
g Subsidized health services (from

Worksheet8). + + + + 1 . 45,148,011. 7,574,621. 37,573,390. 11.44
h Research (from Worksheet 7)
i Cash and in-kind contributions

for community benefit (from 4 , 650. 4 , 650.

Worksheet8), . . . . . . .
| Total, Other Benefits. + + © 45,743, 900. 7,587,901. 38,155, 819. 11.62
k  Total. Add lines 7d and 7j. . 67,615,602. 7,587,901. 60,027,521. 18.28

For Paperwork Reduction Act Notice, see the Instruc  tions for Form 990. Schedule H (Form 990) 2011
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Schedule H (Form 990) 2011

DIMENSIONS HEALTH CORPORATION

52-1289729

Page 2

Community Building Activities

Complete this table if the organization conducted any community building

activities during the tax year, and describe in Part VI how its community building activities promoted the
health of the communities it serves.

(a) Number of
activities or
programs
(optional)

(b) Persons
served
(optional)

(c) Total community
building expense

(d) Direct offsetting
revenue

(e) Net community
building expense

(f) Percent of
total expense

Physical improvements and housing

Economic development

Community support

Environmental improvements

g (B (W N (P

Leadership development and

training for community members

[«2]

Coalition building

7 Community health improvement

advocacy
8 Workforce development 2,526. 2,526.
9 Other
10 Total 2,526. 2,526.

Bad Debt, Medicare, & Collection Practices

Section A. Bad Debt Expense

Yes | No
1 Did the organization report bad debt expense in accordance with Healthcare Financial Management Association
StAtEMENENO. 152, . i i v i i e e e e e e e e e e e e e e e e e e e e e e e e e e e 1 X
Enter the amount of the organization's bad debtexpense . . . . . .. . ... ... ... 2 17,352,165.
Enter the estimated amount of the organization's bad debt expense attributable to
patients eligible under the organization's financial assistance policy _ . , . .. .. ... 3
4 Provide in Part VI the text of the footnote to the organization's financial statements that describes bad debt
expense. In addition, describe the costing methodology used in determining the amounts reported on lines 2
and 3, and rationale for including a portion of bad debt amounts as community benefit.
Section B. Medicare
5 Enter total revenue received from Medicare (including DSHand IME) . . . . . ... .. 5 106,839,511.
6 Enter Medicare allowable costs of care relating to paymentsonline5 . .. ..... .. 6 87,124,103.
7 Subtract line 6 from line 5. This is the surplus (orshortfall) . . .. ... ......... 7 19,715,408.
8 Describe in Part VI the extent to which any shortfall reported in line 7 should be treated as community benefit.
Also describe in Part VI the costing methodology or source used to determine the amount reported on line 6.
Check the box that describes the method used:
Cost accounting system I:I Cost to charge ratio Other
Section C. Collection Practices
9a Did the organization have a written debt collection policy during the taxyear?. . . . . . .. .. ... .. ... ... 9a | X
b If "Yes," did the organization's collection policy that applied to the largest number of its patients during the tax year contain provisions on the
collection practices to be followed for patients who are known to qualify for financial assistance? DescribeinPartVI , , ., . ., . . ., . . . . . . 9b X

Management Companies and Joint Ventures

(see instructions)

(a) Name of entity

(b) Description of primary
activity of entity

(c) Organization's
profit % or stock
ownership %

(d) Officers, directors,
trustees, or key
employees' profit %
or stock ownership %

(e) Physicians'
profit % or stock

ownership %

O (N[O [0~ (W ([N (-

=
o

11

12

13
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Page3

Facility Information

Section A. Hospital Facilities

(list in order of size, from largest to smallest)

How many hospital facilities did the organization operate
during the tax year? _ 2

Name and address

lendsoy pasuaor

[ea1Bins 7 [e2IpaW [RIBUID

fendsoy s,uaIpiyd

lendsoy Buiyoea ]

|endsoy ssaooe [eond

Aujioey yoreasay

sinoy yz-y3

18Y10-43

Other (describe)

1 PRINCE GEORGES HOSPITAL CENTER

3001 HOSPITAL DR

CHEVERLY MD 20707

2 LAUREL REGIONAL HOSPITAL

7300 VAN DUSEN RD

LAUREL MD 20707

3

10

11

12

13

14

15

16

JSA
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DIMENSIONS HEALTH CORPORATION 52-1289729

Schedule H (Form 990) 2011 Page 4
Facility Information  (continued)
Section B. Facility Policies and Practices
(Complete a separate Section B for each of the hospital facilities listed in Part V, Section A)
Name of Hospital Facilty: ~PRINCE GEORGES HOSPITAL CENTER
Line Number of Hospital Facility (from Schedule H, Part V, Section A): 1
Yes No
Community Health Needs Assessment  (Lines 1 through 7 are optional for tax year 2011)

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

a A definition of the community served by the hospital facility

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

d How data was obtained

e The health needs of the community

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

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

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

i Information gaps that limit the hospital facility's ability to assess the community's health needs

j Other (describe in Part VI)

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

3 In conducting its most recent Needs Assessment, did the hospital facility take into account input from
persons who represent the community served by the hospital facility? If "Yes," describe in Part VI how the
hospital facility took into account input from persons who represent the community, and identify the persons
the hospital facility consulted . . . . . . . . ... e e e e e e

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

5 Did the hospital facility make its Needs Assessment widely available to the public?, . . . .. .. ... ... ..
If "Yes," indicate how the Needs Assessment was made widely available (check all that apply):

a Hospital facility's website
b Available upon request from the hospital facility
¢ || Other (describe in Part VI)

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

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

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

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

e Inclusion of a community benefit section in operational plans

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

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

i | Other (describe in Part VI)

7 Did the hospital facility address all of the needs identified in its most recently conducted Needs Assessment? If "No," explain
in Part VI which needs it has not addressed and the reasons why it has not addressed suchneeds . . . . ... ... ...

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

8  Explained eligibility criteria for financial assistance, and whether such assistance includes free or discounted
CAIE?, L i i e e e e e e e e e X

9  Used federal poverty guidelines (FPG) to determine eligibility for providing free care? X

If "Yes," indicate the FPG family income limit for eligibility for free care: 2_ _0 2 %
If "No," explain in Part VI the criteria the hospital facility used.

JSA
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DIMENSIONS HEALTH CORPORATION 52-1289729

Schedule H (Form 990) 2011 Page 4
Facility Information  (continued)
Section B. Facility Policies and Practices
(Complete a separate Section B for each of the hospital facilities listed in Part V, Section A)
Name of Hospital Facility: =~ LAUREL REGIONAL HOSPITAL
Line Number of Hospital Facility (from Schedule H, Part V, Section A): 2
Yes No
Community Health Needs Assessment  (Lines 1 through 7 are optional for tax year 2011)

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

a A definition of the community served by the hospital facility

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

d How data was obtained

e The health needs of the community

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

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

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

i Information gaps that limit the hospital facility's ability to assess the community's health needs

j Other (describe in Part VI)

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

3 In conducting its most recent Needs Assessment, did the hospital facility take into account input from
persons who represent the community served by the hospital facility? If "Yes," describe in Part VI how the
hospital facility took into account input from persons who represent the community, and identify the persons
the hospital facility consulted . . . . . . . . ... e e e e e e

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

5 Did the hospital facility make its Needs Assessment widely available to the public?, . . . .. .. ... ... ..
If "Yes," indicate how the Needs Assessment was made widely available (check all that apply):

a Hospital facility's website
b Available upon request from the hospital facility
¢ || Other (describe in Part VI)

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

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

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

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

e Inclusion of a community benefit section in operational plans

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

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

i | Other (describe in Part VI)

7 Did the hospital facility address all of the needs identified in its most recently conducted Needs Assessment? If "No," explain
in Part VI which needs it has not addressed and the reasons why it has not addressed suchneeds . . . . ... ... ...

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

8  Explained eligibility criteria for financial assistance, and whether such assistance includes free or discounted
CAIE?, L i i e e e e e e e e e X

9  Used federal poverty guidelines (FPG) to determine eligibility for providing free care? X

If "Yes," indicate the FPG family income limit for eligibility for free care: 2_ _0 2 %
If "No," explain in Part VI the criteria the hospital facility used.
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DIMENSIONS HEALTH CORPORATION 52-1289729

Schedule H (Form 990) 2011 Page 5
Facility Information _(continued) _ PRINCE GEORGES HOSPITAL CENTER
Yes | No
10 Used FPG to determine eligibility for providing discounted care? . | . . . . . . . . . . . 10 | X
If "Yes," indicate the FPG family income limit for eligibility for discounted care: 5 0 0 g4
If "No," explain in Part VI the criteria the hospital facility used.
11 Explained the basis for calculating amounts charged to patients? _ . . . . . . . . . . . . . . 11 | X
If "Yes," indicate the factors used in determining such amounts (check all that apply):
a | X| Income level
b | X| Assetlevel
¢ | X| Medical indigency
d | X| Insurance status
e | | Uninsured discount
f | | Medicaid/Medicare
g | | State regulation
h | | Other (describe in Part VI)
12 Explained the method for applying for financial assistance?, . . . . . . . . . . . . . . . i 12 | X
13 Included measures to publicize the policy within the community served by the hospital facility? , . . . . . . . . 13 | X
If "Yes," indicate how the hospital facility publicized the policy (check all that apply):
a | | The policy was posted on the hospital facility's website
b | X| The policy was attached to billing invoices
¢ | X| The policy was posted in the hospital facility's emergency rooms or waiting rooms
d | X| The policy was posted in the hospital facility's admissions offices
e | X| The policy was provided, in writing, to patients on admission to the hospital facility
f | X| The policy was available on request
g |__| Other (describe in Part VI)
Billing and Collections
14 Did the hospital facility have in place during the tax year a separate billing and collections policy, or a written
financial assistance policy (FAP) that explained actions the hospital facility may take upon non-payment? = | 14 | X
15 Check all of the following actions against an individual that were permitted under the hospital facility's
policies during the tax year before making reasonable efforts to determine the patient's eligibility under the
facility's FAP:
a Reporting to credit agency
b Lawsuits
c Liens on residences
d Body attachments
e Other similar actions (describe in Part VI)
16 Did the hospital facility or an authorized third party perform any of the following actions during the tax year
before making reasonable efforts to determine the patient's eligibility under the facility's FAP? | . . . . . . .. 16 X
If "Yes," check all actions in which the hospital facility or a third party engaged:
a | | Reporting to credit agency
b | | Lawsuits
¢ | | Liens on residences
d | | Body attachments
e | | Other similar actions (describe in Part VI)
17 Indicate which efforts the hospital facility made before initiating any of the actions checked in line 16 (check
all that apply):
a | X| Notified patients of the financial assistance policy on admission
b | X| Notified patients of the financial assistance policy prior to discharge
¢ | X| Notified patients of the financial assistance policy in communications with the patients regarding the
patients’ bills
d Documented its determination of whether patients were eligible for financial assistance under the
hospital facility's financial assistance policy
e |:| Other (describe in Part VI)
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DIMENSIONS HEALTH CORPORATION 52-1289729

Schedule H (Form 990) 2011 Page 5
Facility Information  (continued) LAUREL REGIONAL HOSPITAL
Yes | No
10 Used FPG to determine eligibility for providing discounted care? . | . . . . . . . . . . . 10 | X
If "Yes," indicate the FPG family income limit for eligibility for discounted care: 5 0 0 g4
If "No," explain in Part VI the criteria the hospital facility used.
11 Explained the basis for calculating amounts charged to patients? _ . . . . . . . . . . . . . . 11 | X
If "Yes," indicate the factors used in determining such amounts (check all that apply):
a | X| Income level
b | X| Assetlevel
¢ | X| Medical indigency
d | X| Insurance status
e | | Uninsured discount
f | | Medicaid/Medicare
g | | State regulation
h | | Other (describe in Part VI)
12 Explained the method for applying for financial assistance?, . . . . . . . . . . . . . . . i 12 | X
13 Included measures to publicize the policy within the community served by the hospital facility? , . . . . . . . . 13 | X
If "Yes," indicate how the hospital facility publicized the policy (check all that apply):
a | | The policy was posted on the hospital facility's website
b | X| The policy was attached to billing invoices
¢ | X| The policy was posted in the hospital facility's emergency rooms or waiting rooms
d | X| The policy was posted in the hospital facility's admissions offices
e | X| The policy was provided, in writing, to patients on admission to the hospital facility
f | X| The policy was available on request
g |__| Other (describe in Part VI)
Billing and Collections
14 Did the hospital facility have in place during the tax year a separate billing and collections policy, or a written
financial assistance policy (FAP) that explained actions the hospital facility may take upon non-payment? = | 14 | X
15 Check all of the following actions against an individual that were permitted under the hospital facility's
policies during the tax year before making reasonable efforts to determine the patient's eligibility under the
facility's FAP:
a Reporting to credit agency
b Lawsuits
c Liens on residences
d Body attachments
e Other similar actions (describe in Part VI)
16 Did the hospital facility or an authorized third party perform any of the following actions during the tax year
before making reasonable efforts to determine the patient's eligibility under the facility's FAP? | . . . . . . .. 16 X
If "Yes," check all actions in which the hospital facility or a third party engaged:
a | | Reporting to credit agency
b | | Lawsuits
¢ | | Liens on residences
d | | Body attachments
e | | Other similar actions (describe in Part VI)
17 Indicate which efforts the hospital facility made before initiating any of the actions checked in line 16 (check
all that apply):
a | X| Notified patients of the financial assistance policy on admission
b | X| Notified patients of the financial assistance policy prior to discharge
¢ | X| Notified patients of the financial assistance policy in communications with the patients regarding the
patients’ bills
d Documented its determination of whether patients were eligible for financial assistance under the
hospital facility's financial assistance policy
e |:| Other (describe in Part VI)
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DIMENSIONS HEALTH CORPORATION 52-1289729

Schedule H (Form 990) 2011 Page 6
Facility Information (continued) _ PRINCE GEORGES HOSPITAL CENTER

Policy Relating to Emergency Medical Care

Yes| No

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

a The hospital facility did not provide care for any emergency medical conditions

b The hospital facility's policy was not in writing

c The hospital facility limited who was eligible to receive care for emergency medical conditions (describe
in Part VI)

d |:| Other (describe in Part VI)
Individuals Eligible for Financial Assistance

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

a The hospital facility used its lowest negotiated commercial insurance rate when calculating the
maximum amounts that can be charged

b I:I The hospital facility used the average of its three lowest negotiated commercial insurance rates when
calculating the maximum amounts that can be charged
c I:I The hospital facility used the Medicare rates when calculating the maximum amounts that can be
charged
d Other (describe in Part VI)
20 Did the hospital facility charge any of its patients who were eligible for assistance under the hospital facility's
financial assistance policy, and to whom the hospital facility provided emergency or other medically
necessary services, more than the amounts generally billed to individuals who had insurance covering such

If "Yes," explain in Part VI.

21 Did the hospital facility charge any of its FAP-eligible patients an amount equal to the gross charge for any
service provided to that patient? . . . . . . . o . o o e e e e e e e e e e e e e e e e 21 X

If "Yes," explain in Part VI.

Schedule H (Form 990) 2011
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DIMENSIONS HEALTH CORPORATION 52-1289729

Schedule H (Form 990) 2011 Page 6
Facility Information  (continued) LAUREL REGIONAL HOSPITAL

Policy Relating to Emergency Medical Care

Yes| No

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

a The hospital facility did not provide care for any emergency medical conditions

b The hospital facility's policy was not in writing

c The hospital facility limited who was eligible to receive care for emergency medical conditions (describe
in Part VI)

d |:| Other (describe in Part VI)
Individuals Eligible for Financial Assistance

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

a The hospital facility used its lowest negotiated commercial insurance rate when calculating the
maximum amounts that can be charged

b I:I The hospital facility used the average of its three lowest negotiated commercial insurance rates when
calculating the maximum amounts that can be charged
c I:I The hospital facility used the Medicare rates when calculating the maximum amounts that can be
charged
d Other (describe in Part VI)
20 Did the hospital facility charge any of its patients who were eligible for assistance under the hospital facility's
financial assistance policy, and to whom the hospital facility provided emergency or other medically
necessary services, more than the amounts generally billed to individuals who had insurance covering such

If "Yes," explain in Part VI.

21 Did the hospital facility charge any of its FAP-eligible patients an amount equal to the gross charge for any
service provided to that patient? . . . . . . . o . o o e e e e e e e e e e e e e e e e 21 X

If "Yes," explain in Part VI.
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DIMENSIONS HEALTH CORPORATION 52-1289729
Schedule H (Form 990) 2011 Page 7
Facility Information (continued)
Section C. Other Health Care Facilities That Are No t Licensed, Registered, or Similarly Recognized as a Hospital
Facility
(list in order of size, from largest to smallest)

How many non-hospital health care facilities did the organization operate during the tax year? S
Name and address Type of Facility (describe)
1 CORA B WOOD SENIOR CENTER SENIOR HEALTH CENTER
3601 TAYLOR STREET STE 108
BRENTWOOD MD 20722
2 GLENRIDGE MEDICAL CENTER MEDICAL CENTER
7582 ANNAPOLIS ROAD
LANHAM MD 20784
3 DIMENSIONS SURGERY CENTER AMBULATORY SURGERY CENTER
14999 HEALTH CENTER DR STE 103
BOWIE MD 20716
4 LARKIN CHASE CARE & REHABILITATION REHABILITATION CENTER
15005 HEALTH CENTER DRIVE
BOWIE MD 20716
5 GLADYS SPELLMAN SPECIALTY CARE UNIT ACUTE CARE
7300 VAN DUSEN ROAD
LAUREL MD 20707
6
7
8
9
10
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DIMENSIONS HEALTH CORPORATION 52-1289729
Schedule H (Form 990) 2011 Page 8

Part VI Supplemental Information

Complete this part to provide the following information.

1 Required descriptions. Provide the descriptions required for Part I, lines 3c, 6a, and 7; Part II; Part lll, lines 4, 8, and 9b; and
Part V, Section B, lines 1j, 3, 4, 5c¢, 6i, 7, 9, 10, 11h, 139, 15e, 16e, 17e, 18d, 19d, 20, and 21.

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

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

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

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

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

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

PART I, LINE 3

IN THE EVALUATION OF AN APPLICATION FOR FINANCIAL ASSISTANCE, A PATIENT'S
TOTAL RESOURCE WILL BE TAKEN INTO ACCOUNT WHICH WILL INCLUDED AN ANALYSIS
OF THE ASSETS HELD BY THE PATIENT (NARROWLY DEFINED UNDER THE
ORGANIZATION'S FINANCIAL ASSISTANCE POLICY AS THOSE ASSETS THAT ARE
CONVERTIBLE TO CASH AND UNNECESSARY FOR THE PATIENT'S DAILY LIVING

EXPENSES) .

IN ADDITION, IF A SELF-PAY PATIENT THAT RECEIVES EMERGENCY OR OTHER
MEDICALLY NECESSARY SERVICES DOES NOT PROVIDE THE ORGANIZATION WITH
SUFFICIENT INFORMATION FOR THE ORGANIZATION TO DETERMINE WHETHER THE
PATIENT MAY QUALIFY FOR FINANCIAL ASSISTANCE PURSUANT TO THE
ORGANIZATION'S FINANCIAL ASSISTANCE POLICY, AND THE ORGANIZATION
DETERMINES THAT THE ACCOUNT IS LIKELY UNCOLLECTIBLE BECAUSE THE PATIENT
HAS NOT PAID ALL, OR A PORTION, OF THE SUBSEQUENT BILL FOR THE SERVICES
PROVIDED, THE ORGANIZATION WILL RUN THE PATIENT'S ACCOUNT THROUGH A
PROGRAM CALLED ISOLUTIONS TO DETERMINE WHETHER THE PATIENT MAY QUALIFY

FOR PRESUMPTIVE CHARITY CARE. ISOLUTIONS TAKES THE PATIENT'S FINANCIAL
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DIMENSIONS HEALTH CORPORATION 52-1289729

Schedule H (Form 990) 2011 Page 8
Part VI Supplemental Information

Complete this part to provide the following information.

1 Required descriptions. Provide the descriptions required for Part I, lines 3c, 6a, and 7; Part II; Part lll, lines 4, 8, and 9b; and
Part V, Section B, lines 1j, 3, 4, 5c¢, 6i, 7, 9, 10, 11h, 139, 15e, 16e, 17e, 18d, 19d, 20, and 21.

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

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

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

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

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

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

AND DEMOGRAPHIC INFORMATION AND DETERMINES WHETHER THE PATIENT IS LIKELY
TO QUALIFY UNDER THE ORGANIZATION'S FINANCIAL ASSISTANCE POLICY. IF THE
ISOLUTIONS PROGRAM INDICATES THAT A PATIENT IS LIKELY TO QUALIFY FOR FREE
OR DISCOUNTED CARE, THE ORGANIZATION WILL ACCEPT THAT PATIENT INTO ITS

FINANCIAL ASSISTANCE POLICY AND DISCOUNT THE PATIENT'S ACCOUNT FROM 25 TO

100%, DEPENDING UPON THE RESULTS OF THE ISOLUTIONS PROGRAM.

PART I, LINE 5

THE ORGANIZATION DOESN'T BUDGET A PRESET PERCENTAGE FOR CHARITY CARE. IT
IS THE ORGANIZATION'S POLICY TO PROVIDE FINANCIAL ASSISTANCE TO ANY
INDIVIDUAL THAT QUALIFIES UNDER THE ORGANIZATION'S FINANCIAL ASSISTANCE
POLICY, REGARDLESS OF THE AMOUNT OF CHARITY CARE PROVIDED BY THE
ORGANIZATION DURING THE YEAR. 1IT IS PART OF OUR MISSION TO SERVE AS THE

SAFETY NET FOR THE UNINSURED AND UNDERINSURED.
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DIMENSIONS HEALTH CORPORATION 52-1289729
Schedule H (Form 990) 2011 Page 8

Part VI Supplemental Information

Complete this part to provide the following information.

1 Required descriptions. Provide the descriptions required for Part I, lines 3c, 6a, and 7; Part II; Part lll, lines 4, 8, and 9b; and
Part V, Section B, lines 1j, 3, 4, 5c¢, 6i, 7, 9, 10, 11h, 139, 15e, 16e, 17e, 18d, 19d, 20, and 21.

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

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

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

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

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

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

PART I, LINE 6A COMMUNITY BENEFIT REPORT
THE ORGANIZATION SUBMITS A COMMUNITY BENEFIT REPORT ANNUALLY TO THE

MARYLAND HSCRC.

PART I, LINE 7A COLUMN D CHARITY CARE

MARYLAND'S REGULATORY SYSTEM CREATES A UNIQUE PROCESS FOR HOSPITAL
PAYMENT THAT DIFFERS FROM THE REST OF THE NATION. THE HEALTH SERVICES
COST REVIEW COMMISSION, (HSCRC) DETERMINES PAYMENT THROUGH A RATE-SETTING
PROCESS AND ALL PAYORS, INCLUDING GOVERNMENTAL PAYORS, PAY THE SAME
AMOUNT FOR THE SAME SERVICES DELIVERED AT THE SAME HOSPITAL. MARYLAND'S
UNIQUE ALL-PAYOR SYSTEM INCLUDES A METHOD FOR REFERENCING UNCOMPENSATED
CARE IN EACH PAYORS' RATES, WHICH DOES NOT ENABLE MARYLAND HOSPITALS TO

BREAKOUT ANY OFFSETTING REVENUE RELATED TO UNCOMPENSATED CARE.

PART I, LINE 7B COLUMNS C-F UNREIMBURSED MEDICAID
MARYLAND'S REGULATORY SYSTEM CREATES A UNIQUE PROCESS FOR HOSPITAL
PAYMENT THAT DIFFERS FROM THE REST OF THE NATION. THE HEALTH SERVICES

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

JSA Schedule H (Form 990) 2011

1E1327 2.000

4/23/2013 7:48:10 AM



DIMENSIONS HEALTH CORPORATION 52-1289729
Schedule H (Form 990) 2011 Page 8

Part VI Supplemental Information

Complete this part to provide the following information.

1 Required descriptions. Provide the descriptions required for Part I, lines 3c, 6a, and 7; Part II; Part lll, lines 4, 8, and 9b; and
Part V, Section B, lines 1j, 3, 4, 5c¢, 6i, 7, 9, 10, 11h, 139, 15e, 16e, 17e, 18d, 19d, 20, and 21.

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

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

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

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

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

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

PROCESS AND ALL PAYORS, INCLUDING GOVERNMENTAL PAYORS, PAY THE SAME
AMOUNT FOR THE SAME SERVICES DELIVERED AT THE SAME HOSPITAL. MARYLAND'S
UNIQUE ALL-PAYOR SYSTEM INCLUDES A METHOD FOR REFERENCING UNCOMPENSATED
CARE IN EACH PAYORS' RATES, WHICH DOES NOT ENABLE MARYLAND HOSPITALS TO
BREAKOUT ANY DIRECT OFFSETTING REVENUE RELATED TO UNCOMPENSATED CARE.
COMMUNITY BENEFIT EXPENSES ARE EQUAL TO MEDICAID REVENUES IN MARYLAND, AS
SUCH, THE NET EFFECT IS ZERO. THE EXCEPTION TO THIS IS THE IMPACT ON THE
HOSPITAL OF ITS SHARE OF THE MEDICAID ASSESSMENT. IN RECENT YEARS, THE
STATE OF MARYLAND HAS CLOSED FISCAL GAPS IN THE STATE MEDICAID BUDGET BY

ASSESSING HOSPITALS THROUGH THE RATE-SETTING SYSTEM.

PART I, LINE 7F HEALTH PROFESSIONS EDUCATION COLUMN D

MARYLAND'S REGULATORY SYSTEM CREATES A UNIQUE PROCESS FOR HOSPITAL
PAYMENT THAT DIFFERS FROM THE REST OF THE NATION. THE HEALTH SERVICES
COST REVIEW COMMISSION, (HSCRC) DETERMINES PAYMENT THROUGH A RATE-SETTING
PROCESS AND ALL PAYORS, INCLUDING GOVERNMENTAL PAYORS, PAY THE SAME
AMOUNT FOR THE SAME SERVICES DELIVERED AT THE SAME HOSPITAL. MARYLAND'S

UNIQUE ALL-PAYOR SYSTEM INCLUDES A METHOD FOR REFERENCING UNCOMPENSATED
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Part VI Supplemental Information

Complete this part to provide the following information.

1 Required descriptions. Provide the descriptions required for Part I, lines 3c, 6a, and 7; Part II; Part lll, lines 4, 8, and 9b; and
Part V, Section B, lines 1j, 3, 4, 5c¢, 6i, 7, 9, 10, 11h, 139, 15e, 16e, 17e, 18d, 19d, 20, and 21.

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

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

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

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

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

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

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

BREAKOUT ANY OFFSETTING REVENUE RELATED TO UNCOMPENSATED CARE.

PART I, LINE 7 COLUMN F
THE ORGANIZATION'S BAD DEBT EXPENSE THAT WAS REPORTED ON FORM 990, PART
IX $25,214,633 WAS REDUCED FROM TOTAL EXPENSES TO DETERMINE THE

PERCENTAGES OF TOTAL EXPENSES.

PART I, LINE 7G COLUMN C

ACCESS TO PRIMARY AND SPECIALIST HEALTH CARE SERVICES IS AN IDENTIFIED
AND CONSIDERABLE HEALTH NEED THROUGHOUT THE ORGANIZATION'S COMMUNITY. FOR
EXAMPLE, THE NATIONAL BENCHMARK IS 631 PEOPLE: 1 PRIMARY CARE PHYSICIAN,
WHEREAS, FOR PRINCE GEORGE'S COUNTY, THE NUMBER OF PEOPLE PER PRIMARY
CARE PHYSICIAN IS APPROXIMATELY 1077:1. THIS STEMS IN LARGE PART FROM
THE COUNTY'S VERY HIGH UNINSURED AND UNDERINSURED POPULATION THAT CAN

AFFORD TO PAY LITTLE TO NO REIMBURSEMENT FOR SERVICES RECEIVED.

IN ORDER TO MEET THIS SUBSTANTIAL COMMUNITY HEALTH NEED, THE ORGANIZATION
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DIMENSIONS HEALTH CORPORATION 52-1289729
Schedule H (Form 990) 2011 Page 8

Part VI Supplemental Information

Complete this part to provide the following information.

1 Required descriptions. Provide the descriptions required for Part I, lines 3c, 6a, and 7; Part II; Part lll, lines 4, 8, and 9b; and
Part V, Section B, lines 1j, 3, 4, 5c¢, 6i, 7, 9, 10, 11h, 139, 15e, 16e, 17e, 18d, 19d, 20, and 21.

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

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

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

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

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

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

HAS BROUGHT IN SPECIALIST AND PRIMARY CARE PHYSICIANS INTO THE
ORGANIZATION'S COMMUNITY. FIRST, THE ORGANIZATION PAYS PHYSICIANS TO
COVER THE BAD DEBTS THEY INCUR WHEN PROVIDING SERVICES TO PATIENTS AT
PGHC AND LRH. 1IN ADDITION, THE ORGANIZATION HAS EMPLOYED PRIMARY CARE
AND SPECIALIST PHYSICIANS THROUGH ITS DIRECT TAX-EXEMPT SUBSIDIARY
PHYSICIAN PRACTICE, DIMENSIONS HEALTHCARE ASSOCIATES, TO PROVIDE PATIENT
SERVICES TO THE COMMUNITY, INCLUDING UNINSURED AND UNDERINSURED PATIENTS
THAT WOULD NOT OTHERWISE HAVE ACCESS TO PHYSICIAN SERVICES. THE DIRECT
SUBSIDIES PAID FROM THE ORGANIZATION TO DHA DURING THE TAX YEAR TO
SUPPORT THE CONTINUED EXISTENCE OF THE PHYSICIAN PRACTICE, AND TO HELP
REDUCE THE PHYSICIAN SHORTFALL IN THE COMMUNITY, WERE $14,756,000 DURING

THE 2011 TAX YEAR.

PART III, LINE 4 BAD DEBT

THE ORGANIZATION'S FOOTNOTE FOR "ACCOUNTS RECEIVABLE AND CONTRACTUAL

ALLOWANCES" :

THE CORPORATION'S POLICY IS TO WRITE OFF ALL PATIENT ACCOUNTS THAT HAVE
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DIMENSIONS HEALTH CORPORATION 52-1289729
Schedule H (Form 990) 2011 Page 8

Part VI Supplemental Information

Complete this part to provide the following information.

1 Required descriptions. Provide the descriptions required for Part I, lines 3c, 6a, and 7; Part II; Part lll, lines 4, 8, and 9b; and
Part V, Section B, lines 1j, 3, 4, 5c¢, 6i, 7, 9, 10, 11h, 139, 15e, 16e, 17e, 18d, 19d, 20, and 21.

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

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

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

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

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

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

BEEN IDENTIFIED AS UNCOLLECTIBLE. AN ALLOWANCE FOR DOUBTFUL ACCOUNTS IS
RECORDED FOR ACCOUNTS NOT YET WRITTEN OFF THAT ARE ANTICIPATED TO BECOME

UNCOLLECTIBLE IN FUTURE PERIODS.

DISCOUNTS RANGING FROM 2% TO 6% OF HOSPITAL CHARGES ARE GIVEN TO
MEDICARE, MEDICAID AND CERTAIN APPROVED COMMERCIAL HEALTH INSURANCE AND
HEALTH MAINTENANCE ORGANIZATIONS (HMOS). ALSO, THESE PAYERS ROUTINELY
REVIEW PATIENT BILLINGS AND DENY PAYMENT FOR CERTAIN PROCEDURES THAT THEY
DEEM MEDICALLY UNNECESSARY OR PERFORMED WITHOUT APPROPRIATE
PRE-AUTHORIZATION. DISCOUNTS AND DENIALS ARE RECORDED AS REDUCTIONS OF
NET PATIENT REVENUE. ACCOUNTS RECEIVABLE FROM THESE THIRD-PARTY PAYERS
HAVE BEEN ADJUSTED TO REFLECT THE DIFFERENCE BETWEEN CHARGES AND THE

ESTIMATED REIMBURSABLE AMOUNTS.

THE AMOUNT OF BAD DEBT REPORTED ON LINE 2 WAS THE COST OF THE BAD DEBT
EXPENSE, AS DETERMINED USING THE RATIO OF PATIENT CARE COST TO CHARGES

DETERMINED IN WORKSHEET 2.
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DIMENSIONS HEALTH CORPORATION 52-1289729
Schedule H (Form 990) 2011 Page 8

Part VI Supplemental Information

Complete this part to provide the following information.

1 Required descriptions. Provide the descriptions required for Part I, lines 3c, 6a, and 7; Part II; Part lll, lines 4, 8, and 9b; and
Part V, Section B, lines 1j, 3, 4, 5c¢, 6i, 7, 9, 10, 11h, 139, 15e, 16e, 17e, 18d, 19d, 20, and 21.

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

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

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

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

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

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

THE ORGANIZATION ESTIMATES THAT ONLY A MINIMAL AMOUNT OF ITS BAD DEBT
EXPENSE WAS ATTRIBUTABLE TO PATIENTS THAT WOULD BE ELIGIBLE FOR FINANCIAL
ASSISTANCE UNDER THE ORGANIZATION'S FINANCIAL ASSISTANCE POLICY. AS
REFERENCED IN THE DISCLOSURE TO SCHEDULE H, PART I, LINE 3, THE
ORGANIZATION USES A COMPUTER PROGRAM TO HELP DETERMINE WHETHER PATIENTS
MAY QUALIFY FOR PRESUMPTIVE CHARITY CARE, AND THE ORGANIZATION BELIEVES
THIS PROGRAM HELPS CAPTURE THE VAST MAJORITY OF THE PATIENTS THAT ARE
ELIGIBLE FOR FINANCIAL ASSISTANCE UNDER THE ORGANIZATION'S FINANCIAL
ASSISTANCE POLICY THAT DID NOT PROVIDE THE ORGANIZATION WITH SUFFICIENT

INFORMATION TO QUALIFY THEM FOR FINANCIAL ASSISTANCE.

PART III, LINE 8 MEDICARE
THE COSTING SOURCE IS THE MEDICARE COST REPORT AND THE METHODOLOGY IS

MEDICARE ALLOWABLE COST TO MEDICARE REVENUES RECEIVED.
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DIMENSIONS HEALTH CORPORATION 52-1289729

Schedule H (Form 990) 2011 Page 8
Part VI Supplemental Information

Complete this part to provide the following information.

1 Required descriptions. Provide the descriptions required for Part I, lines 3c, 6a, and 7; Part II; Part lll, lines 4, 8, and 9b; and
Part V, Section B, lines 1j, 3, 4, 5c¢, 6i, 7, 9, 10, 11h, 139, 15e, 16e, 17e, 18d, 19d, 20, and 21.

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

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

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

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

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

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

PART III, LINE 9 DEBT COLLECTION POLICY

ALL SELF-PAY PATIENTS MAY APPLY FOR THE FINANCIAL ASSISTANCE PROGRAM.
PATIENTS MAY APPLY FOR THE PROGRAM IN PATIENT FINANCIAL SERVICES CUSTOMER
SERVICE AREA OR PATIENT ACCESS DEPARTMENT. INCOME, ASSETS AND OTHER
CRITERIA ARE EVALUATED FOR DETERMINATION OF PATIENT FINANCES TO QUALIFY
FOR THE PROGRAM. ONCE THE COLLECTION PROCESS HAS BEGUN, THE ORGANIZATION
CONTINUES TO MONITOR WHETHER THE PATIENT QUALIFIES FOR CHARITY CARE UNDER
THE FINANCIAL ASSISTANCE POLICY. IF THE ORGANIZATION DETERMINES THAT A
PATIENT QUALIFIES FOR FINANCIAL ASSISTANCE, INCLUDING ONCE THE COLLECTION
HAS BEGUN, THE ORGANIZATION WILL APPROVE THE PATIENT FOR CHARITY CARE.
THE WRITE OFF (RANGING FROM 25% - 100%) TO CHARITY CARE IS ACCORDING TO A
SLIDING FEE SCALE FOR INCOME. ONCE CHARITY CARE HAS BEEN APPROVED, THERE

IS NO FURTHER ATTEMPT MADE BY THE ORGANIZATION TO COLLECT.
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DIMENSIONS HEALTH CORPORATION 52-1289729
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Part VI Supplemental Information

Complete this part to provide the following information.

1 Required descriptions. Provide the descriptions required for Part I, lines 3c, 6a, and 7; Part II; Part lll, lines 4, 8, and 9b; and
Part V, Section B, lines 1j, 3, 4, 5c¢, 6i, 7, 9, 10, 11h, 139, 15e, 16e, 17e, 18d, 19d, 20, and 21.

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

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

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

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

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

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

PART V, LINE 17

PRINCE GEORGES HOSPITAL CENTER

THE HOSPITAL FACILITY OR AN AUTHORIZED THIRD PARTY DID NOT UNDERTAKE ANY
OF THE COLLECTION ACTIONS NOTED IN PART V, SECTION B, LINE 16 BEFORE
MAKING REASONABLE EFFORTS TO DETERMINE ANY PATIENT'S ELIGIBILITY UNDER
THE HOSPITAL'S FINANCIAL ASSISTANCE POLICY. IN ORDER TO HELP DETERMINE
PATIENTS' ELIGIBILITY UNDER THE HOSPITAL'S FINANCIAL ASSISTANCE POLICY,
THE HOSPITAL UNDERTAKES A NUMBER OF ACTIONS, INCLUDING NOTIFYING PATIENTS
OF THE FINANCIAL ASSISTANCE POLICY ON ADMISSION, NOTIFYING PATIENTS OF
THE FINANCIAL ASSISTANCE POLICY PRIOR TO DISCHARGE, NOTIFYING PATIENTS OF
THE FINANCIAL ASSISTANCE POLICY IN COMMUNICATIONS WITH THE PATIENTS'
BILLS, AND DOCUMENTING ITS DETERMINATION OF WHETHER PATIENTS WERE
ELIGIBLE FOR FINANCIAL ASSISTANCE UNDER THE HOSPITAL'S FINANCIAL

ASSISTANCE POLICY.
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DIMENSIONS HEALTH CORPORATION 52-1289729
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Part VI Supplemental Information

Complete this part to provide the following information.

1 Required descriptions. Provide the descriptions required for Part I, lines 3c, 6a, and 7; Part II; Part lll, lines 4, 8, and 9b; and
Part V, Section B, lines 1j, 3, 4, 5c¢, 6i, 7, 9, 10, 11h, 139, 15e, 16e, 17e, 18d, 19d, 20, and 21.

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

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

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

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

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

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

PART V, LINE 17

LAUREL REGIONAL HOSPITAL

THE HOSPITAL FACILITY OR AN AUTHORIZED THIRD PARTY DID NOT UNDERTAKE ANY
OF THE COLLECTION ACTIONS NOTED IN PART V, SECTION B, LINE 16 BEFORE
MAKING REASONABLE EFFORTS TO DETERMINE ANY PATIENT'S ELIGIBILITY UNDER
THE HOSPITAL'S FINANCIAL ASSISTANCE POLICY. IN ORDER TO HELP DETERMINE
PATIENTS' ELIGIBILITY UNDER THE HOSPITAL'S FINANCIAL ASSISTANCE POLICY,
THE HOSPITAL UNDERTAKES A NUMBER OF ACTIONS, INCLUDING NOTIFYING PATIENTS
OF THE FINANCIAL ASSISTANCE POLICY ON ADMISSION, NOTIFYING PATIENTS OF
THE FINANCIAL ASSISTANCE POLICY PRIOR TO DISCHARGE, NOTIFYING PATIENTS OF
THE FINANCIAL ASSISTANCE POLICY IN COMMUNICATIONS WITH THE PATIENTS'
BILLS, AND DOCUMENTING ITS DETERMINATION OF WHETHER PATIENTS WERE
ELIGIBLE FOR FINANCIAL ASSISTANCE UNDER THE HOSPITAL'S FINANCIAL

ASSISTANCE POLICY.
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DIMENSIONS HEALTH CORPORATION 52-1289729
Schedule H (Form 990) 2011 Page 8

Part VI Supplemental Information

Complete this part to provide the following information.

1 Required descriptions. Provide the descriptions required for Part I, lines 3c, 6a, and 7; Part II; Part lll, lines 4, 8, and 9b; and
Part V, Section B, lines 1j, 3, 4, 5c¢, 6i, 7, 9, 10, 11h, 139, 15e, 16e, 17e, 18d, 19d, 20, and 21.

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

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

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

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

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

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

PART V, LINE 19D

PRINCE GEORGES HOSPITAL CENTER

THE HOSPITAL FACILITY PROVIDES A DISCOUNT OF AT LEAST 25% OFF OF

GROSS CHARGES FOR THE PROVISION OF EMERGENCY AND OTHER MEDICALLY
NECESSARY CARE TO ANY INDIVIDUAL THAT IS ELIGIBLE FOR FINANCIAL
ASSISTANCE UNDER THE HOSPITAL FACILITY'S FINANCIAL ASSISTANCE POLICY.
PURSUANT TO THE HEALTH SERVICES COST REVIEW COMMISSION (HSCRC) ALL-PAYOR
SYSTEM FOR HOSPITALS IN THE STATE OF MARYLAND, THE GREATEST DISCOUNT OFF
OF GROSS CHARGES FOR THE PROVISION OF EMERGENCY AND OTHER MEDICALLY
NECESSARY CARE PERMITTED TO ANY COMMERCIAL INSURER OR MEDICARE IS ONLY
6%. AS A RESULT, THE HOSPITAL FACILITY WAS ABLE TO DETERMINE THAT THE
MAXIMUM AMOUNT CHARGED TO INDIVIDUALS THAT WERE ELIGIBLE FOR FINANCIAL
ASSISTANCE UNDER THE HOSPITAL FACILITY'S FINANCIAL ASSISTANCE POLICY WAS
NOT GREATER THAN THE AMOUNT GENERALLY BILLED TO INDIVIDUALS WHO HAVE

INSURANCE COVERING SUCH CARE.

JSA Schedule H (Form 990) 2011

1E1327 2.000

4/23/2013 7:48:10 AM



DIMENSIONS HEALTH CORPORATION 52-1289729
Schedule H (Form 990) 2011 Page 8

Part VI Supplemental Information

Complete this part to provide the following information.

1 Required descriptions. Provide the descriptions required for Part I, lines 3c, 6a, and 7; Part II; Part lll, lines 4, 8, and 9b; and
Part V, Section B, lines 1j, 3, 4, 5c¢, 6i, 7, 9, 10, 11h, 139, 15e, 16e, 17e, 18d, 19d, 20, and 21.

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

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

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

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

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

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

PART V, LINE 19D

LAUREL REGIONAL HOSPITAL

THE HOSPITAL FACILITY PROVIDES A DISCOUNT OF AT LEAST 25% OFF OF

GROSS CHARGES FOR THE PROVISION OF EMERGENCY AND OTHER MEDICALLY
NECESSARY CARE TO ANY INDIVIDUAL THAT IS ELIGIBLE FOR FINANCIAL
ASSISTANCE UNDER THE HOSPITAL FACILITY'S FINANCIAL ASSISTANCE POLICY.
PURSUANT TO THE HEALTH SERVICES COST REVIEW COMMISSION (HSCRC) ALL-PAYOR
SYSTEM FOR HOSPITALS IN THE STATE OF MARYLAND, THE GREATEST DISCOUNT OFF
OF GROSS CHARGES FOR THE PROVISION OF EMERGENCY AND OTHER MEDICALLY
NECESSARY CARE PERMITTED TO ANY COMMERCIAL INSURER OR MEDICARE IS ONLY
6%. AS A RESULT, THE HOSPITAL FACILITY WAS ABLE TO DETERMINE THAT THE
MAXIMUM AMOUNT CHARGED TO INDIVIDUALS THAT WERE ELIGIBLE FOR FINANCIAL
ASSISTANCE UNDER THE HOSPITAL FACILITY'S FINANCIAL ASSISTANCE POLICY WAS
NOT GREATER THAN THE AMOUNT GENERALLY BILLED TO INDIVIDUALS WHO HAVE

INSURANCE COVERING SUCH CARE.
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DIMENSIONS HEALTH CORPORATION 52-1289729
Schedule H (Form 990) 2011 Page 8

Part VI Supplemental Information

Complete this part to provide the following information.

1 Required descriptions. Provide the descriptions required for Part I, lines 3c, 6a, and 7; Part II; Part lll, lines 4, 8, and 9b; and
Part V, Section B, lines 1j, 3, 4, 5c¢, 6i, 7, 9, 10, 11h, 139, 15e, 16e, 17e, 18d, 19d, 20, and 21.

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

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

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

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

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

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

PART V, LINE 21

PRINCE GEORGES HOSPITAL CENTER

THE HOSPITAL FACILITY DOES NOT CHARGE ANY INDIVIDUALS THAT IT KNOWS ARE
ELIGIBLE FOR FINANCIAL ASSISTANCE AN AMOUNT EQUAL TO THE GROSS CHARGE FOR
ANY SERVICE. THE HOSPITAL USES THE CHARGE MASTER RATES FOR A SERVICE AS
A STARTING POINT AGAINST WHICH THE DISCOUNTS MANDATED IN THE HOSPITAL
FACILITY'S FINANCIAL ASSISTANCE POLICY ARE APPLIED TO DETERMINE THE
AMOUNT ACTUALLY BILLED TO PATIENTS ELIGIBLE UNDER THE FINANCIAL
ASSISTANCE POLICY. THE HOSPITAL FACILITY WILL NOT COLLECT PAYMENT FROM
ANY PATIENT ELIGIBLE UNDER THE FINANCIAL ASSISTANCE POLICY IN EXCESS OF
THE REDUCED AMOUNT THAT IS ACTUALLY BILLED TO SUCH FINANCIAL ASSISTANCE

PATIENT.

PART V, LINE 21

LAUREL REGIONAL HOSPITAL

THE HOSPITAL FACILITY DOES NOT CHARGE ANY INDIVIDUALS THAT IT KNOWS ARE
ELIGIBLE FOR FINANCIAL ASSISTANCE AN AMOUNT EQUAL TO THE GROSS CHARGE FOR

ANY SERVICE. THE HOSPITAL USES THE CHARGE MASTER RATES FOR A SERVICE AS
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DIMENSIONS HEALTH CORPORATION 52-1289729
Schedule H (Form 990) 2011 Page 8
Part VI Supplemental Information

Complete this part to provide the following information.

1 Required descriptions. Provide the descriptions required for Part I, lines 3c, 6a, and 7; Part II; Part lll, lines 4, 8, and 9b; and
Part V, Section B, lines 1j, 3, 4, 5c¢, 6i, 7, 9, 10, 11h, 139, 15e, 16e, 17e, 18d, 19d, 20, and 21.

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

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

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

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

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

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

A STARTING POINT AGAINST WHICH THE DISCOUNTS MANDATED IN THE HOSPITAL
FACILITY'S FINANCIAL ASSISTANCE POLICY ARE APPLIED TO DETERMINE THE
AMOUNT ACTUALLY BILLED TO PATIENTS ELIGIBLE UNDER THE FINANCIAL
ASSISTANCE POLICY. THE HOSPITAL FACILITY WILL NOT COLLECT PAYMENT FROM
ANY PATIENT ELIGIBLE UNDER THE FINANCIAL ASSISTANCE POLICY IN EXCESS OF
THE REDUCED AMOUNT THAT IS ACTUALLY BILLED TO SUCH FINANCIAL ASSISTANCE

PATIENT.

PART VI, LINE 2, NEEDS ASSESSMENT

A PRINCE GEORGE'S COUNTY HEALTH PROFILE SNAPSHOT REPORT WAS COMPLETED BY
PGHC IN JUNE 2006. THE REPORT WAS GENERATED AS A RESULT OF A
COLLABORATIVE EFFORT OF PGHC AND THE PRINCE GEORGES' COUNTY HEALTH
DEPARTMENT. THE DATA REFERENCED IN THE REPORT WAS ACQUIRED FROM US CENSUS
DATA AND FROM THE PUBLIC HEALTH QUICK STATS FOR PRINCE GEORGES' COUNTY,
MARYLAND AND THE MOST RECENT MARYLAND VITAL STATISTICS REPORT.
ADDITIONALLY, THERE HAVE BEEN HEALTHCARE ASSESSMENT REPORTS/STUDIES
PREPARED BY RAND CORPORATION IN FEBRUARY 2009, PRINCE GEORGE'S COUNTY

GOVERNMENT IMPROVEMENT PLAN IN 2011, AND A PUBLIC IMPACT HEALTH STUDY BY
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DIMENSIONS HEALTH CORPORATION 52-1289729
Schedule H (Form 990) 2011 Page 8

Part VI Supplemental Information

Complete this part to provide the following information.

1 Required descriptions. Provide the descriptions required for Part I, lines 3c, 6a, and 7; Part II; Part lll, lines 4, 8, and 9b; and
Part V, Section B, lines 1j, 3, 4, 5c¢, 6i, 7, 9, 10, 11h, 139, 15e, 16e, 17e, 18d, 19d, 20, and 21.

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

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

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

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

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

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

THE UNIVERSITY OF MARYLAND SCHOOL OF PUBLIC HEALTH IN 2012. THE MAIN
FINDINGS OF THE 2006 PG COUNTY HEALTH PROFILE SNAPSHOT REPORT, THE 2009
RAND REPORT, THE PRINCE GEORGE'S COUNTY REPORT AND THE 2012 UM SPH PUBLIC
HEALTH IMPACT STUDY IS THAT THERE ARE SIGNIFICANT HEALTH DIPARITIES IN
PRINCE GEORGE'S COUNTY AND THAT THE COUNTY LACKS A ROBUST HEALTH SAFETY
NET. A COMMON THEME IS THAT THERE ARE HEALTHCARE DISPARITIES WHICH
INCLUDE (1) RATES OF UNINSURANCE THAT ARE RELATIVELY HIGH WHEN COMPARED
WITH SURROUNDING JURISDICTIONS (2) AND A SHORTAGE OF PRIMARY CARE

PHYSICIANS IN THE COMMUNITY.

IN MARCH 2008, THE PGHC BOARD OF DIRECTORS ESTABLISHED A COMMUNITY HEALTH
TASK FORCE (CHTF) COMMITTEE. THE CHTF INCLUDES COLLABORATIONS WITH SUCH
ORGANIZATIONS AS THE PRINCE GEORGE'S COUNTY HEALTH ACTION FORUM AND THE
PRINCE GEORGE'S COUNTY HEALTH DEPARTMENT. THE PURPOSE OF THE CHTF IS TO
ASSIST MANAGEMENT IN THE DEVELOPMENT OF RELATIONSHIPS AND A PLAN TO WORK
WITH IDENTIFIED COMMUNITY-BASED HEALTH SERVICES AND TO MAKE AN OPTIMAL
RANGE OF SERVICES MORE WIDELY AVAILABLE TO IMPROVE COMMUNITY HEALTH

STATUS. TO DATE, THE CHTF HAS FOCUSED ATTENTION ON COMMUNITY HEALTH

JSA Schedule H (Form 990) 2011

1E1327 2.000

4/23/2013 7:48:10 AM



DIMENSIONS HEALTH CORPORATION 52-1289729
Schedule H (Form 990) 2011 Page 8
Part VI Supplemental Information

Complete this part to provide the following information.

1 Required descriptions. Provide the descriptions required for Part I, lines 3c, 6a, and 7; Part II; Part lll, lines 4, 8, and 9b; and
Part V, Section B, lines 1j, 3, 4, 5c¢, 6i, 7, 9, 10, 11h, 139, 15e, 16e, 17e, 18d, 19d, 20, and 21.

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

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

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

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

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

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

NEEDS, PROVIDING IMPROVED HEALTH INFORMATION, AND IS CURRENTLY WORKING
WITH THE NATIONAL INSTITUTE OF HEALTH - NATIONAL LIBRARY OF MEDICINE (NIH

- NLM) TO IDENTIFY SUSTAINABLE COMMUNITY HEALTH DELIVERY INITIATIVES.

LRH MANAGEMENT ACTIVELY SOLICITS INFORMATION FROM COMMUNITY STAKEHOLDERS
AND OTHER COMMUNITY-BASED ORGANIZATIONS TO ASSESS THE HEALTH NEEDS IN OUR
COMMUNITY. LRH REPRESENTATIVES SERVE AS MEMBERS OF A VARIETY OF
HEALTHCARE FOCUSED COMMUNITY ORGANIZATIONS AND PROVIDE STAFF EXPERTISE
AND OTHER RESOURCES, INCLUDING HOSTING MEETINGS AT OUR FACILITY, AND
PARTICIPATING IN EVENTS, BY PROVIDING HEALTH SCREENING SERVICES. SOME OF

THESE ORGANIZATIONS INCLUDE:

* PRINCE GEORGE'S COUNTY HEALTH DEPARTMENT

* PRINCE GEORGE'S CARE ACCESS NETWORK HEALTH INFORMATION AND RESOURCE
INITIATIVE (PG CAN)

* HEALTH ACTION FORUM OF PRINCE GEORGE'S COUNTY

* PRINCE GEORGE'S HEALTHCARE ACTION COALITION

* NATIONAL CAPITAL AREA BREAST HEALTH QUALITY CONSORTIUM
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DIMENSIONS HEALTH CORPORATION 52-1289729
Schedule H (Form 990) 2011 Page 8

Part VI Supplemental Information

Complete this part to provide the following information.

1 Required descriptions. Provide the descriptions required for Part I, lines 3c, 6a, and 7; Part II; Part lll, lines 4, 8, and 9b; and
Part V, Section B, lines 1j, 3, 4, 5c¢, 6i, 7, 9, 10, 11h, 139, 15e, 16e, 17e, 18d, 19d, 20, and 21.

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

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

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

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

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

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

* THE PRINCE GEORGE'S COUNTY LOCAL HEALTH DISPARITIES COMMITTEE

* THE HEALTH EMPOWERMENT NETWORK OF MARYLAND, INC. (HENM) - A COMMUNITY
BASED ORGANIZATION MADE UP OF PARTNERS SUCH AS THE PRINCE GEORGE'S COUNTY
HEALTH DEPARTMENT, UNIVERSITY OF MARYLAND PREVENTION RESOURCE CENTER,
PRINCE GEORGE'S COUNTY AREA AGENCY ON AGING, DEPARTMENT OF MENTAL HEALTH
AND HYGIENE, INTEGRITY HEALTH PARTNERS AND THE CITY OF SEAT PLEASANT,

AMONG OTHERS.

ACCORDING TO THE PATIENT PROTECTION AND AFFORDABLE CARE ACT (ACA)
HOSPITALS MUST PERFORM A COMMUNITY HEALTH NEEDS ASSESSMENT (CHNA) EITHER
FISCAL YEAR 2011, 2012 OR 2013, ADOPT AN IMPLEMENTATION STRATEGY TO MEET
COMMUNITY HEALTH NEEDS IDENTIFIED BEGINNING IN 2013, PERFORM AN
ASSESSMENT AT LEAST EVERY THREE YEARS THEREAFTER. A FORMAL CHNA, PER ACA

GUIDELINES, WILL BE COMPLETED ON OR BEFORE JUNE 30, 2013.
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DIMENSIONS HEALTH CORPORATION 52-1289729
Schedule H (Form 990) 2011 Page 8

Part VI Supplemental Information

Complete this part to provide the following information.

1 Required descriptions. Provide the descriptions required for Part I, lines 3c, 6a, and 7; Part II; Part lll, lines 4, 8, and 9b; and
Part V, Section B, lines 1j, 3, 4, 5c¢, 6i, 7, 9, 10, 11h, 139, 15e, 16e, 17e, 18d, 19d, 20, and 21.

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

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

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

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

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

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

PART VI, LINE 3, PATIENT EDUCATION OF ELIGIBILITY FOR ASSISTANCE
DIMENSIONS HEALTHCARE SYSTEM PROVIDES COMPASSIONATE CARE FOR ALL,
REGARDLESS OF AN INDIVIDUAL'S ABILITY TO PAY. IT IS OUR MISSION TO SERVE
AS THE SAFETY NET FOR THE UNINSURED AND UNDERINSURED AND TO HELP SAVE
LIVES AND IMPROVE OUR PATIENTS' QUALITY OF LIVING.

DIMENSIONS HEALTHCARE SYSTEM, THROUGH THE PROVISION OF DISCOUNTED OR FREE
HEALTH CARE SERVICES, (DEPENDING UPON THE ESTABLISHED CRITERIA SET OUT
BELOW), PROVIDES FINANCIAL ASSISTANCE TO THOSE WHO NEED MEDICAL AND
HEALTH CARE SERVICES BUT DO NOT HAVE THE RESOURCES TO PAY FOR THAT CARE.
IT DOES SO BY PRESERVING THE DIGNITY OF THE INDIVIDUAL WHO NEEDS

ASSISTANCE.

THE PROVISION OF FREE AND DISCOUNTED CARE THROUGH OUR FINANCIAL
ASSISTANCE PROGRAM IS CONSISTENT, APPROPRIATE AND ESSENTIAL TO THE
EXECUTION OF OUR MISSION, VISION AND VALUES, AND IS CONSISTENT WITH OUR

TAX-EXEMPT, CHARITABLE STATUS.

DIMENSIONS HEALTHCARE SYSTEM IS COMMITTED TO: COMMUNICATING THE
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DIMENSIONS HEALTH CORPORATION 52-1289729
Schedule H (Form 990) 2011 Page 8

Part VI Supplemental Information

Complete this part to provide the following information.

1 Required descriptions. Provide the descriptions required for Part I, lines 3c, 6a, and 7; Part II; Part lll, lines 4, 8, and 9b; and
Part V, Section B, lines 1j, 3, 4, 5c¢, 6i, 7, 9, 10, 11h, 139, 15e, 16e, 17e, 18d, 19d, 20, and 21.

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

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

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

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

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

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

ORGANIZATION'S MISSION TO THE PATIENT SO THEY CAN MORE FULLY AND FREELY
PARTICIPATE IN PROVIDING THE NEEDED INFORMATION WITHOUT FEAR OF LOSING
BASIC ASSETS AND INCOME; ASSESSING THE PATIENTS' CAPACITY TO PAY AND
REACH PAYMENT ARRANGEMENTS THAT DO NOT JEOPARDIZE THE PATIENTS' HEALTH
AND BASIC LIVING ARRANGEMENTS OR UNDERMINE THEIR CAPACITY FOR
SELF-SUFFICIENCY; UPHOLDING AND HONORING PATIENTS' RIGHTS TO APPEAL
DECISIONS AND SEEK RECONSIDERATION AND TO HAVE A SELF-SELECTED ADVOCATE
TO ASSIST THE PATIENT THROUGHOUT THE PROCESS; AVOIDING SEEKING OR
DEMANDING PAYMENT FROM OR SEIZING INCOME OR ASSETS FROM PATIENTS ELIGIBLE
FOR FINANCIAL ASSISTANCE; AND PROVIDING OPTIONS FOR PAYMENT ARRANGEMENTS,
WITHOUT REQUIRING THAT THE PATIENT SELECT HIGHER COST OPTIONS FOR

REPAYMENT.

IN ORDER TO PROMOTE THE HEALTH AND WELL-BEING OF THE COMMUNITY SERVED,
INDIVIDUALS WITH LIMITED FINANCIAL RESOURCES WHO ARE UNABLE TO ACCESS
ENTITLEMENT PROGRAMS SHALL BE ELIGIBLE FOR FREE OR DISCOUNTED HEALTH CARE
SERVICES BASED ON ESTABLISHED CRITERIA. ELIGIBILITY CRITERIA WILL BE

BASED UPON THE FEDERAL POVERTY GUIDELINES AND WILL BE UPDATED ANNUALLY IN
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DIMENSIONS HEALTH CORPORATION 52-1289729

Schedule H (Form 990) 2011 Page 8
Part VI Supplemental Information

Complete this part to provide the following information.

1 Required descriptions. Provide the descriptions required for Part I, lines 3c, 6a, and 7; Part II; Part lll, lines 4, 8, and 9b; and
Part V, Section B, lines 1j, 3, 4, 5c¢, 6i, 7, 9, 10, 11h, 139, 15e, 16e, 17e, 18d, 19d, 20, and 21.

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

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

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

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

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

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

CONJUNCTION WITH THE PUBLISHED UPDATES BY THE UNITED STATES DEPARTMENT OF
HEALTH AND HUMAN SERVICES. ALL OPEN SELF-PAY BALANCES MAY BE CONSIDERED
FOR FINANCIAL ASSISTANCE. IF A DETERMINATION IS MADE THAT THE PATIENT
HAS THE ABILITY TO PAY ALL OR A PORTION OF THE BILL, SUCH A DETERMINATION
DOES NOT PREVENT A REASSESSMENT OF THE PERSON'S ABILITY TO PAY AT A LATER
DATE. THE NEED FOR FINANCIAL ASSISTANCE IS TO BE RE-EVALUATED AT THE

FOLLOWING TIMES:

* SUBSEQUENT RENDERING OF SERVICES,

* INCOME CHANGE,

* FAMILY SIZE CHANGE,

* WHEN AN ACCOUNT THAT IS CLOSED IS TO BE REOPENED, OR

* WHEN THE LAST FINANCIAL EVALUATION WAS COMPLETED MORE THAN SIX MONTHS

BEFORE.

APPROPRIATE SIGNAGE WILL BE VISIBLE IN THE FACILITY IN ORDER TO CREATE
AWARENESS OF THE FINANCIAL ASSISTANCE PROGRAM AND THE ASSISTANCE

AVAILABLE. AT A MINIMUM, SIGNAGE WILL BE POSTED IN ALL PATIENT INTAKE
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DIMENSIONS HEALTH CORPORATION 52-1289729
Schedule H (Form 990) 2011 Page 8
Part VI Supplemental Information

Complete this part to provide the following information.

1 Required descriptions. Provide the descriptions required for Part I, lines 3c, 6a, and 7; Part II; Part lll, lines 4, 8, and 9b; and
Part V, Section B, lines 1j, 3, 4, 5c¢, 6i, 7, 9, 10, 11h, 139, 15e, 16e, 17e, 18d, 19d, 20, and 21.

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

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

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

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

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

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

AREAS, INCLUDING, BUT NOT LIMITED TO, THE EMERGENCY DEPARTMENT, THE
BILLING OFFICE, AND THE ADMISSION/PATIENT REGISTRATION AREAS. INFORMATION
SUCH AS BROCHURES WILL BE INCLUDED IN PATIENT SERVICES/INFORMATION
FOLDERS AND/OR AT PATIENT INTAKE AREAS. ALL PUBLIC INFORMATION AND/OR
FORMS REGARDING THE PROVISION OF FINANCIAL ASSISTANCE WILL USE LANGUAGES
THAT ARE APPROPRIATE FOR THE FACILITY'S SERVICE AREA IN ACCORDANCE WITH

THE STATE'S LANGUAGE ASSISTANCE SERVICES ACT.

THE NECESSITY FOR MEDICAL TREATMENT OF ANY PATIENT WILL BE BASED ON THE
CLINICAL JUDGMENT OF THE PROVIDER WITHOUT REGARD TO THE FINANCIAL STATUS
OF THE PATIENT. ALL PATIENTS WILL BE TREATED WITH RESPECT AND FAIRNESS

REGARDLESS OF THEIR ABILITY TO PAY.

WHERE POSSIBLE, PRIOR TO THE ADMISSION OF THE PATIENT, THE HOSPITAL WILL
CONDUCT A PRE-ADMISSION INTERVIEW WITH THE PATIENT, THE GUARANTOR, AND/OR
HIS/HER LEGAL REPRESENTATIVE TO DETERMINE POTENTIAL ELIGIBILITY UNDER THE
ORGANIZATION'S FINANCIAL ASSISTANCE POLICY. IF A PRE-ADMISSION INTERVIEW

IS NOT POSSIBLE, THIS PATIENT INTERVIEW SHOULD BE CONDUCTED UPON
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DIMENSIONS HEALTH CORPORATION 52-1289729
Schedule H (Form 990) 2011 Page 8
Part VI Supplemental Information

Complete this part to provide the following information.

1 Required descriptions. Provide the descriptions required for Part I, lines 3c, 6a, and 7; Part II; Part lll, lines 4, 8, and 9b; and
Part V, Section B, lines 1j, 3, 4, 5c¢, 6i, 7, 9, 10, 11h, 139, 15e, 16e, 17e, 18d, 19d, 20, and 21.

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

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

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

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

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

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

ADMISSION OR AS SOON AS POSSIBLE THEREAFTER. IN THE CASE OF AN EMERGENCY
ADMISSION, THE HOSPITAL'S EVALUATION OF PAYMENT ALTERNATIVES SHOULD NOT
TAKE PLACE UNTIL THE REQUIRED MEDICAL CARE HAS BEEN PROVIDED. AT THE
TIME OF THE INITIAL INTERVIEW, THE FOLLOWING INFORMATION SHOULD BE
GATHERED:

A) ROUTINE AND COMPREHENSIVE DEMOGRAPHIC AND FINANCIAL DATA.

B) COMPLETE INFORMATION REGARDING ALL EXISTING THIRD PARTY COVERAGE.

IDENTIFICATION OF POTENTIALLY FINANCIAL ASSISTANCE ELIGIBLE PATIENTS CAN
TAKE PLACE AT ANY TIME DURING THE RENDERING OF SERVICES OR DURING THE
COLLECTION PROCESS. ALSO, THOSE PATIENTS WHO MAY QUALIFY FOR MEDICAL
ASSISTANCE FROM A GOVERNMENTAL PROGRAM SHOULD BE REFERRED TO THE
APPROPRIATE PROGRAM, SUCH AS MEDICAID, PRIOR TO CONSIDERATION FOR

FINANCIAL ASSISTANCE.

MEDICAID ELIGIBILITY
ALL UNINSURED INPATIENTS AT DIMENSIONS ARE ASSISTED BY DHS MEDICAID

ELIGIBILITY STAFF TO EVALUATE THE PATIENTS FOR MARYLAND MEDICAID
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DIMENSIONS HEALTH CORPORATION 52-1289729

Schedule H (Form 990) 2011 Page 8
Part VI Supplemental Information

Complete this part to provide the following information.

1 Required descriptions. Provide the descriptions required for Part I, lines 3c, 6a, and 7; Part II; Part lll, lines 4, 8, and 9b; and
Part V, Section B, lines 1j, 3, 4, 5c¢, 6i, 7, 9, 10, 11h, 139, 15e, 16e, 17e, 18d, 19d, 20, and 21.

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

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

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

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

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

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

ELIGIBILITY. ONCE THEY ARE EVALUATED, THE STAFF WILL ASSIST THE
PATIENTS WITH THE COMPLETION OF THE MEDICAID APPLICATION. THE
APPLICATION IS PRESENTED TO DSS FOR REVIEW AND CERTIFICATION. THE STAFF
MONITORS THE APPLICATION PROCESS TO ENSURE THAT A DETERMINATION IS MADE
ON THE APPLICATION. DHS PATIENTS DO NOT RECEIVE A BILL DURING THIS
PROCESS. ONCE THE MEDICAID APPLICATION DETERMINATION HAS BEEN MADE,
PATIENTS WHO QUALIFY WILL RECEIVE A BILL. IF A PATIENT IS DEEMED
INELIGIBLE FOR MEDICAID, THE PATIENT WILL BE CATEGORIZED AS SELF PAY AND

ASSESSED FOR POSSIBLE ELIGIBILITY UNDER THE FINANCIAL ASSISTANCE PROGRAM.

PART VI, LINE 4, COMMUNITY INFORMATION

DIMENSIONS HEALTHCARE SYSTEM (DHS) IS THE LARGEST NOT-FOR-PROFIT PROVIDER
OF HEALTH CARE SERVICES IN PRINCE GEORGE'S COUNTY. ADDITIONAL COUNTIES
AND AREAS SERVED INCLUDE ANNE ARUNDEL, HOWARD, MONTGOMERY COUNTIES AND

THE DISTRICT OF COLUMBIA.

DHS HOSPITALS' PRIMARY COVERAGE AREA IS PRINCE GEORGE'S COUNTY. THE

POPULATION ESTIMATE FOR PRINCE GEORGE'S COUNTY IN 2010 WAS 863,420. IN
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Part VI Supplemental Information

Complete this part to provide the following information.

1 Required descriptions. Provide the descriptions required for Part I, lines 3c, 6a, and 7; Part II; Part lll, lines 4, 8, and 9b; and
Part V, Section B, lines 1j, 3, 4, 5c¢, 6i, 7, 9, 10, 11h, 139, 15e, 16e, 17e, 18d, 19d, 20, and 21.

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

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

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

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

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

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

PRINCE GEORGE'S COUNTY, THE MEDIAN HOUSEHOLD INCOME WAS $70,715 AND THE
PERCENTAGE OF PERSONS BELOW POVERTY LEVEL WAS 7.9%. OF THE COUNTIES AND
AREAS SERVED, PRINCE GEORGE'S COUNTY HAS THE HIGHEST PERCENTAGE OF
HOUSEHOLDS WITH INCOME BELOW THE FEDERAL POVERTY LINE AS WELL AS HIGHER
PERCENTAGE OF UNINSURED (15%), MEDICAID RECIPIENTS (15.7%) AND THE
HIGHEST MORTALITY RATE (747.8%/100,000). IN THE OTHER SERVICE AREAS, ANNE
ARUNDEL COUNTY, THE DISTRICT OF COLUMBIA, HOWARD AND MONTGOMERY COUNTIES,
MEDIAN HOUSEHOLD INCOME WAS $83,456, $63,124, $103,273, THE PERCENTAGE OF
PERSONS BELOW POVERTY LEVEL BEING 5.3%, 18.5%, 4.2% AND 6% RESPECTIVELY

(US CENSUS BUREAU STAT AND COUNTY QUICK FACTS).

FOR EACH OF THE COUNTIES AND AREAS COMPRISING THE SERVICE AREA,
9.8%-11.4% OF THE POPULATION IS 65 YEARS OF AGE OR OLDER AND

APPROXIMATELY 7%-27.4% REPRESENT MEDICAID PATIENTS.

IN PRINCE GEORGE'S AND THE OTHER SERVICE AREAS, SMOKING, OBESITY AND
EXCESSIVE ALCOHOL CONSUMPTION ARE HEALTH RISK FACTORS. THERE ARE RISK

FACTORS FOR PREMATURE DEATH; SUCH AS HIGH BLOOD PRESSURE RANGING BETWEEN
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Complete this part to provide the following information.

1 Required descriptions. Provide the descriptions required for Part I, lines 3c, 6a, and 7; Part II; Part lll, lines 4, 8, and 9b; and
Part V, Section B, lines 1j, 3, 4, 5c¢, 6i, 7, 9, 10, 11h, 139, 15e, 16e, 17e, 18d, 19d, 20, and 21.

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

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

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

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

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

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

26.2% -28.2%; OBESITY 23.3% - 34%; SMOKER 11.9% - 22.4%.

ACCESS TO PRIMARY HEALTH CARE SERVICES REMAINS AN ISSUE OF CONCERN IN
PRINCE GEORGE'S COUNTY. PRINCE GEORGE'S COUNTY HAS SUBSTANTIALLY LOWER
PER CAPITA NUMBERS OF PRIMARY CARE PHYSICIANS WHEN COMPARED TO
NEIGHBORING JURISDICTIONS. THE NATIONAL BENCHMARK IS 631:1 FOR ACCESS TO
PRIMARY CARE PHYSICIAN, COMPARED TO 1,077:1 FOR PRINCE GEORGE'S COUNTY.
THE NUMBER OF SAFETY NET CLINICS IN PRINCE GEORGE'S HOSPITAL IS 5, WHICH
COMPARES TO 38-40 IN THE DISTRICT OF COLUMBIA AND 11 IN MONTGOMERY

COUNTY.

IN LIGHT OF THE COUNTY'S HIGH UNINSURED OR UNDERINSURED POPULATION THAT
PAYS LITTLE TO NO REIMBURSEMENT FOR SERVICES RECEIVED, THE COUNTY'S LEVEL
OF PRIVATE-PRACTICE PRIMARY CARE DOCTORS AND PRIMARY CARE CLINICS HAS NOT
KEPT PACE WITH THE HEALTH CARE NEEDS OF COUNTY RESIDENTS. THE CAPACITY
OF COMMUNITY-BASED CARE, INCLUDING SAFETY-NET CLINICS, REMAINS SEVERELY
LIMITED. THIS LACK OF PRIMARY CARE SERVICES AND PATIENT "MEDICAL HOMES"

HAS RESULTED IN INCREASED USE OF THE HOSPITAL'S EMERGENCY DEPARTMENTS AND
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Complete this part to provide the following information.

1 Required descriptions. Provide the descriptions required for Part I, lines 3c, 6a, and 7; Part II; Part lll, lines 4, 8, and 9b; and
Part V, Section B, lines 1j, 3, 4, 5c¢, 6i, 7, 9, 10, 11h, 139, 15e, 16e, 17e, 18d, 19d, 20, and 21.

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

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

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

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

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

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

OTHER SPECIALTY HEALTH CARE SERVICES. FOR THE FISCAL YEAR ENDING JUNE
30, 2012, PGHC AND LRH, HAD A PATIENT AND THIRD PARTY PAYER MIX THAT
INCLUDED 56.1% AND 41.8%, RESPECTIVELY, FOR MEDICAID AND UNINSURED

SELF-PAY PATIENTS.

COMMUNITY CHALLENGES & HEALTH STATISTICS:

DESPITE THE HIGHER THAN AVERAGE MEDIAN HOUSEHOLD INCOME, EDUCATIONAL
ATTAINMENT, AND PERCENTAGE OF INDIVIDUALS IN THE WORK FORCE REPRESENTED
BY PRINCE GEORGIANS IN COMPARISON WITH NATIONAL FIGURES, THE COUNTY DOES
CONTAIN SEVERAL POCKETS OF LOW SOCIOECONOMIC STATUS. THE 2009 COMMUNITY
HEALTH STATUS REPORT DATA REVEAL THAT MEDICALLY VULNERABLE PRINCE
GEORGIAN'S (UNINSURED AND MEDICAID ENROLLED INDIVIDUALS) NUMBER
APPROXIMATELY 297,784 OR 35.7% OF THE POPULATION. AS A RESULT, ISSUES
SUCH AS DIABETES MORTALITY, HEART DISEASE, HYPERTENSION, STROKE, AND
DEATHS FROM BREAST, COLORECTAL AND PROSTATE CANCERS, HIV AND INFANT
MORTALITY ALL REPRESENT SIGNIFICANT HEALTH CHALLENGES FOR COMMUNITY

MEMBERS.
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Part VI Supplemental Information

Complete this part to provide the following information.

1 Required descriptions. Provide the descriptions required for Part I, lines 3c, 6a, and 7; Part II; Part lll, lines 4, 8, and 9b; and
Part V, Section B, lines 1j, 3, 4, 5c¢, 6i, 7, 9, 10, 11h, 139, 15e, 16e, 17e, 18d, 19d, 20, and 21.

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

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

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

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

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

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

FURTHERMORE, PERSISTENT DISPARITIES IN MORTALITY AND HEALTH STATUS FOR
SEVERAL HEALTH INDICES ARE SEEN IN VARIOUS RACIAL AND ETHNIC POPULATIONS.
THE RACIAL AND ETHNIC MINORITIES ARE APPROXIMATELY 2/3 OF PRINCE
GEORGE'S COUNTY MEDICAID BENEFICIARIES. COUNTY AND MARYLAND STATE HEALTH
STATISTICS ARE SIMILAR TO NATIONAL TRENDS REGARDING THE STATUS OF

MINORITY HEALTH.

PART VI, LINE 5, PROMOTION OF COMMUNITY HEALTH

DIMENSIONS HEALTH CORPORATION (DHC) MAINTAINS CLINICAL AFFILIATION
AGREEMENTS WITH AND SUPPORTS CLINICAL PLACEMENTS FOR BOTH NURSING AND
ANCILLARY PROGRAMS IN AND OUT OF STATE. IN ADDITION, WITH STATE SUPPORT,
DHC PARTICIPATES IN THE NSP II GRANT WHICH IS A PARTNERSHIP DESIGNED TO
PROMOTE BSN AND MSN COMPLETION FOR RNS. DHC ALSO PARTICIPATED IN THE NSP
I GRANT. ONE OF THE PROVISIONS IN THIS GRANT IS THE AVAILABILITY OF
$4,000 PER YEAR FOR UP TO 15 PRINCE GEORGE'S COUNTY RESIDENTS WHO ARE
ENROLLED IN AN ENTRY LEVEL NURSING PROGRAM. IN TERMS OF COMMUNITY-BASED

MENTORING DHC STAFF MEMBERS PARTICIPATE ON A SMALL SCALE IN CAREER DAYS
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Complete this part to provide the following information.

1 Required descriptions. Provide the descriptions required for Part I, lines 3c, 6a, and 7; Part II; Part lll, lines 4, 8, and 9b; and
Part V, Section B, lines 1j, 3, 4, 5c¢, 6i, 7, 9, 10, 11h, 139, 15e, 16e, 17e, 18d, 19d, 20, and 21.

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

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

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

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

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

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

AT LOCAL COUNTY SCHOOLS. ADDITIONALLY, DHC HAS ESTABLISHED
COLLABORATIONS WITH SUCH ORGANIZATIONS AS THE PRINCE GEORGES COUNTY
(MARYLAND) HEALTH ACTION FORUM AND THE PRINCE GEORGES COUNTY HEALTH
DEPARTMENT. THE PURPOSE OF THE COLLABORATIONS IS TO ASSIST MANAGEMENT IN
THE DEVELOPMENT OF RELATIONSHIPS AND A PLAN TO WORK WITH IDENTIFIED
COMMUNITY-BASED HEALTH SERVICES AND TO MAKE AN OPTIMAL RANGE OF SERVICES
MORE WIDELY AVAILABLE TO IMPROVE COMMUNITY HEALTH STATUS. TO DATE, THIS
EFFORT HAS FOCUSED ATTENTION ON COMMUNITY HEALTH NEEDS, PROVIDED IMPROVED
HEALTH INFORMATION, AND DHC IS CURRENTLY WORKING WITH THE NATIONAL
INSTITUTE OF HEALTH - NATIONAL LIBRARY OF MEDICINE TO IDENTIFY
SUSTAINABLE COMMUNITY HEALTH INFORMATION DELIVERY INITIATIVES. DHC ALSO
PROVIDED A NUMBER OF HEALTH FAIRS, HEALTH EMPLOYEE INTERNSHIPS, AND OTHER

PROGRAMS TO PROMOTE HEALTH IN THE SURROUNDING COMMUNITIES.

DIMENSIONS HEALTH IS COMPRISED OF AN 11 MEMBER BOARD. NONE ARE EMPLOYED
BY DIMENSIONS. MEMBERSHIP OF THE BOARD INCLUDES PEOPLE WHO LIVE IN PRINCE

GEORGES' COUNTY.
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Complete this part to provide the following information.

1 Required descriptions. Provide the descriptions required for Part I, lines 3c, 6a, and 7; Part II; Part lll, lines 4, 8, and 9b; and
Part V, Section B, lines 1j, 3, 4, 5c¢, 6i, 7, 9, 10, 11h, 139, 15e, 16e, 17e, 18d, 19d, 20, and 21.

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

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

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

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

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

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

THE DIMENSIONS HEALTH SYSTEM PROVIDES A BROAD ARRAY OF INPATIENT AND
COMMUNITY BASED SERVICES TO RESIDENTS IN THE METROPOLITAN REGION. THE
SYSTEM OPERATES SEVERAL FACILITIES INCLUDING TWO ACUTE CARE HOSPITALS.
ALL PHYSICIANS LICENSED IN THE STATE OF MARYLAND WHO MEET THE FACILITY
BYLAW REQUIREMENTS ARE ELIGIBLE TO APPLY FOR PRIVILEGES. APPROXIMATELY,
372 HOLD PRIVILEGES AT THE DIMENSIONS' LAUREL REGIONAL HOSPITAL AND 581
HAVE PRIVILEGES AT THE PRINCE GEORGE'S HOSPITAL CENTER. ALTHOUGH PGHC
HAS ONE OF THE LARGEST POPULATIONS OF UNINSURED PATIENTS IN THE STATE, WE
BELIEVE THAT ALL PATIENTS SHOULD RECEIVE THE HIGHEST LEVEL OF CARE
REGARDLESS OF ECONOMIC STANDING. THIS GOAL CAN ONLY BE ACHIEVED WITH
EXPERIENCED SPECIALIST PHYSICIANS CARING FOR ALL OF OUR PATIENTS EVEN
WHEN SO MANY OF OUR PATIENTS CANNOT AFFORD TO PAY. TO OVERCOME THIS
OBVIOUS DILEMMA, WE PAY PHYSICIANS TO COVER THEIR BAD DEBTS SO THE "GAP"
EXISTS IN THE HOSPITAL'S PROFITS BUT NOT IN PATIENT CARE. WE GET NO
FUNDS FROM THE REGULATED SYSTEM TO OFFSET THESE PHYSICIAN PAYMENTS BUT,
IN LIGHT OF PGHC'S SAFETY NET MISSION, WE WILL ALWAYS PUT THE PATIENTS

FIRST.

JSA Schedule H (Form 990) 2011

1E1327 2.000

4/23/2013 7:48:10 AM



DIMENSIONS HEALTH CORPORATION 52-1289729
Schedule H (Form 990) 2011 Page 8

Part VI Supplemental Information

Complete this part to provide the following information.

1 Required descriptions. Provide the descriptions required for Part I, lines 3c, 6a, and 7; Part II; Part lll, lines 4, 8, and 9b; and
Part V, Section B, lines 1j, 3, 4, 5c¢, 6i, 7, 9, 10, 11h, 139, 15e, 16e, 17e, 18d, 19d, 20, and 21.

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

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

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

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

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

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

THE LARGEST COMMUNITY BENEFIT EXPENDITURE IS THE MISSION-DRIVEN,
NON-REIMBURSED SUBSIDIES PAID TO ITS PHYSICIANS TO GUARANTEE THE
CONTINUATION OF THE SYSTEM'S SAFETY NET MISSION. WE HAVE IDENTIFIED
SEVERAL HEALTH-RELATED TRENDS, NEEDS, AND PROBLEMS FACING OUR POPULATION,
INCLUDING ACCESS TO PRENATAL CARE, ISSUES RELATED TO AGING, SUBSTANCE
ABUSE, ACCESS TO SPECIALTY CARE, MATERNAL AND CHILD HEALTH ETC. THE
ORGANIZATION'S STRATEGIES FOR ADDRESSING THESE ISSUES INCLUDES PROVIDING
CLASSES, SEMINARS, SCREENING AND HEALTH SERVICES, DIABETES EDUCATION,
CPR, ACLS, PREEMIE SUPPORT GROUP, SMOKING CESSATION PRESENTATIONS,
PROVIDE FLU SHOTS TO THE PUBLIC, PROVIDE BLOOD PRESSURE SCREENINGS TO

LOCAL CHURCHES.

PRINCE GEORGE'S HOSPITAL CENTER (PGHC) AND LAUREL REGIONAL HOSPITAL (LRH)
HAVE PARTNERED WITH COMMUNITY-BASED ORGANIZATIONS TO INCREASE THEIR
CAPACITY TO PROVIDE SERVICES TO THE COMMUNITY. THIS INCLUDES PROVIDING
HEALTHCARE PROVIDERS AT VARIOUS FEDERALLY QUALIFIED HEALTH CENTERS (FQHC)
SITES IN PRINCE GEORGE'S COUNTY TO FACILITATE ACCESS TO SUB-SPECIALTY

SERVICES FOR UNINSURED AND UNDERINSURED RESIDENTS. WE ARE ALSO PROUD TO
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Complete this part to provide the following information.

1 Required descriptions. Provide the descriptions required for Part I, lines 3c, 6a, and 7; Part II; Part lll, lines 4, 8, and 9b; and
Part V, Section B, lines 1j, 3, 4, 5c¢, 6i, 7, 9, 10, 11h, 139, 15e, 16e, 17e, 18d, 19d, 20, and 21.

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

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

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

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

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

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

PARTNER WITH OUTREACH GROUPS SUCH AS ALCOHOLICS ANONYMOUS, NARCOTICS
ANONYMOUS, AND A PARKINSON'S SUPPORT GROUP. THE HOSPITALS HAVE ALSO
WORKED WITH LOCAL AND STATE HEALTH OFFICIALS TO DEVELOP THE PRINCE
GEORGE'S COUNTY AND THE STATE HEALTH IMPROVEMENT PLANS AND CONTINUES TO
WORK CLOSELY WITH THE HEALTH DEPARTMENT TO IMPLEMENT PROGRAMS THAT

ADDRESS THE HEALTH PLAN GOALS.

PGHC AND LRH ARE IMPROVING AND ADAPTING CURRENT HEALTH PROGRAMS INTO
SUSTAINABLE COMMUNITY-BASED PROGRAMS TO IMPACT THE OVERALL HEALTH AND
WELLNESS OF THE COMMUNITY IN A POSITIVE WAY. THIS SERVICE EXPANSION AND
ADAPTATION IS BEING ACHIEVED THROUGH COLLABORATIVE PARTNERSHIPS WITH

COMMUNITY ORGANIZATIONS AS WELL AS STATE AND LOCAL HEALTH AGENCIES.

PART VI, LINE 6, AFFILIATED HEALTH CARE SYSTEM

PRINCE GEORGE'S HOSPITAL CENTER , LAUREL REGIONAL HOSPITAL, GLADYS
SPELLMAN CARE UNIT, AND BOWIE HEALTH CENTER ARE ALL FACILITIES OPERATED
BY THE DIMENSIONS HEALTHCARE SYSTEM, THE LARGEST NOT-FOR-PROFIT PROVIDER

OF HEALTH CARE SERVICES IN PRINCE GEORGE'S COUNTY. DIMENSIONS HEALTH
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Complete this part to provide the following information.

1 Required descriptions. Provide the descriptions required for Part I, lines 3c, 6a, and 7; Part II; Part lll, lines 4, 8, and 9b; and
Part V, Section B, lines 1j, 3, 4, 5c¢, 6i, 7, 9, 10, 11h, 139, 15e, 16e, 17e, 18d, 19d, 20, and 21.

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

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

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

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

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

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

CORPORATION PROVIDES MANY DIFFERENT SERVICES TO THE COMMUNITY IT SERVES.
PGHC OFFERS A COMPREHENSIVE RANGE OF INPATIENT AND OUTPATIENT MEDICAL AND
SURGICAL SERVICES INCLUDING: EMERGENCY AND TRAUMA SERVICES (DESIGNATED
LEVEL II REGIONAL TRAUMA CENTER FOR SOUTHERN MARYLAND), CRITICAL CARE
SERVICES, CARDIAC CARE SERVICES (COMPREHENSIVE CARDIAC CARE - ONLY
PROGRAM OF ITS KIND IN THE COUNTY). LAUREL REGIONAL HOSPITAL OFFERS A
COMPREHENSIVE RANGE OF INPATIENT AND OUTPATIENT MEDICAL AND SURGICAL
SERVICES INCLUDING EMERGENCY SERVICES, CRITICAL CARE SERVICES, CARDIAC
CARE SERVICES, LABORATORY AND PATHOLOGY TESTING, MEDICAL AND SURGICAL
SERVICES, MATERNAL AND CHILD HEALTH, PHYSICAL REHABILITATION CENTER (ONLY
HOSPITAL-BASED CARF ACCREDITED REHAB UNIT IN THE COUNTY), PULMONARY
REHABILITATION PROGRAM, WOUND CARE CENTER (94 PERCENT HEALING RATE).
GLADYS SPELLMAN, WHICH IS NOW LOCATED WITHIN LRH'S FACILITY, PROVIDES
NURSING HOME CARE. BOWIE HEALTH CENTER IS A HOSPITAL-BASED EMERGENCY

SERVICE CENTER.

IN ADDITION, DIMENSIONS HEALTHCARE ASSOCIATES, INC., A SUBSIDIARY OF

DIMENSIONS HEALTH CORPORATION, EMPLOYS MULTI-SPECIALTY PHYSICIANS,

JSA Schedule H (Form 990) 2011

1E1327 2.000

4/23/2013 7:48:10 AM



DIMENSIONS HEALTH CORPORATION 52-1289729
Schedule H (Form 990) 2011 Page 8

Part VI Supplemental Information

Complete this part to provide the following information.

1 Required descriptions. Provide the descriptions required for Part I, lines 3c, 6a, and 7; Part II; Part lll, lines 4, 8, and 9b; and
Part V, Section B, lines 1j, 3, 4, 5c¢, 6i, 7, 9, 10, 11h, 139, 15e, 16e, 17e, 18d, 19d, 20, and 21.

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

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

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

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

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

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

INCLUDING PRIMARY CARE PHYSICIANS, TO PROVIDE PATIENT SERVICES TO THE
COMMUNITY, INCLUDING UNINSURED AND UNDERINSURED PATIENTS THAT WOULD NOT
OTHERWISE HAVE ACCESS TO PHYSICIAN SERVICES. THE COST TO DHC OF FUNDING
THE SHORTFALL OF THIS PHYSICIAN PRACTICE THAT MEETS AN IDENTIFIED
COMMUNITY NEED FOR ADDITIONAL PHYSICIANS IN THE COMMUNITY WAS $14,756,000

DURING THE 2011 TAX YEAR.

JSA Schedule H (Form 990) 2011

1E1327 2.000

4/23/2013 7:48:10 AM



DIMENSIONS HEALTH CORPORATION 52-1289729
Schedule H (Form 990) 2011 Page 8
Part VI Supplemental Information

Complete this part to provide the following information.
1 Required descriptions. Provide the descriptions required for Part I, lines 3c, 6a, and 7; Part II; Part lll, lines 4, 8, and 9b; and
Part V, Section B, lines 1j, 3, 4, 5c¢, 6i, 7, 9, 10, 11h, 139, 15e, 16e, 17e, 18d, 19d, 20, and 21.

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

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

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

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

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

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

STATE FILING OF COMMUNITY BENEFIT REPORT

MD,

JSA Schedule H (Form 990) 2011

1E1327 2.000

4/23/2013 7:48:10 AM



I OMB No. 1545-0047

SCHEDULE | Grants and Other Assistance to Organizations,

(Form 990) - : . 2011
Governments, and Individuals in the United States
5 Complete if the organization answered "Yes" to Form 990, Part 1V, line 21 or 22. Open to Public
epartment of the Treasury .
Internal Revenue Service p Attach to Form 990. Inspection
Name of the organization Employer identification number
DIMENSIONS HEALTH CORPORATION 52-1289729

General Information on Grants and Assistance
1 Does the organization maintain records to substantiate the amount of the grants or assistance, the grantees' eligibility for the grants or assistance, and

the selection criteria used to award the grants OF @sSISIANCE? . . . . . . . . ..ot o ot e e e ves [ Ino
2 Describe in Part IV the organization's procedures for monitoring the use of grant funds in the United States.

Grants and Other Assistance to Governments and Orga  nizations in the United States. Complete if the organization answered "Yes"
to Form 990, Part IV, line 21, for any recipient that received more than $5,000. Check this box if no one recipient received more than $5,000.
Part Il can be duplicated if additional space isneeded . . . . . . . ... ... e e [ ]

1 (a) Name and address of organization (b) EIN (c) IRC section (d) Amount of cash (€) Amount of non- (f) Method of valuation (9) Description of (h) Purpose of grant

or government if applicable grant cash assistance (book, meé?)ppralsal, non-cash assistance or assistance

2 ]

2 Enter total number of section 501(c)(3) and government organizations listed in the lineltable , ., . . ... ... ..................»
3___Enter total number of other organizations listed in the line 1 table . . . . . . . . . . . . . i i e e e e e e e e e e e e e e e e 4 e e e e a4 s | 2
For Paperwork Reduction Act Notice, see the Instruc  tions for Form 990. Schedule | (Form 990) (2011)

JSA

4/23/2013 7:48:10 AM

1E1288 1.000



DIMENSIONS HEALTH CORPORATION

Schedule | (Form 990) (2011)

52-1289729
Page 2

EUWHlll Grants and Other Assistance to Individuals in the U
Part lll can be duplicated if additional space is needed.

nited States. Complete if the organization answered "Yes" on Form 990, Part IV, line 22.

(a) Type of grant or assistance (b) Number of (c) Amount of (d) Amount of (e) Method of valuation (book, (f) Description of non-cash assistance
recipients cash grant non-cash assistance FMV, appraisal, other)
1 SCHOLARSHIPS 14. 41,045.

7

REGIWA  Supplemental Information.  Complete this part to provide the information required in Part |, line 2, and any other additional information.

PROCEDURES FOR MONITORING GRANT USE

SCHEDULE I, PART I, LINE 2

PURSUANT TO THE NSP I GRANT PARTICIPATED IN BY DHC,

DHC PAYS ON A

CONTINUING BASIS FOR THE COST OF TUITION AND RELATED EXPENSES SUCH AS

BOOKS, LICENSING FEES, AND EXAMINATIONS, UP TO $4,000.00 PER FISCAL YEAR.

STUDENTS MUST BE ENROLLED IN THE ASSOCIATE/BACHELORS DEGREE NURSING

PROGRAM OR COMPLETING PRE-REQUISITES WITH NURSING AS THEIR STATED FIELD

OF STUDY.

AS A CONDITION OF DIMENSIONS HEALTHCARE SYSTEM'S OBLIGATIONS DESCRIBED

JSA
1E1504 2.000

4/23/2013

7:48:10 AM

Schedule | (Form 990) (2011)



DIMENSIONS HEALTH CORPORATION
Schedule | (Form 990) (2011)

52-1289729
Page 2

EURlll Grants and Other Assistance to Individuals inthe U nited States. Complete if the organization answered "Yes" on Form 990, Part IV, line 22.

Part lll can be duplicated if additional space is needed.

(a) Type of grant or assistance (b) Number of
recipients

(c) Amount of
cash grant

(d) Amount of
non-cash assistance

(e) Method of valuation (book,
FMV, appraisal, other)

(f) Description of non-cash assistance

7

REGIWA  Supplemental Information.  Complete this part to provide the information required in Part |, line 2, and any other additional information.

ABOVE, SCHOLARSHIP RECIPIENT AGREES:

1.TO SUPPLY EVIDENCE OF CURRENT ENROLLMENT IN A NURSING PROGRAM OF STUDY

AND/OR PRE-REQUISITE STUDY FOR ACCEPTANCE INTO THE SCHOOL OF NURSING

PROGRAM. A COPY OF YOUR COURSE REGISTRATION MEETS THIS REQUIREMENT.

2.TO WRITE A 200 WORD ESSAY ON HOW THIS SCHOLARSHIP IS ENABLING YOU TO

PURSUE YOUR NURSING EDUCATION AND AN UPDATE ON YOUR PROGRESS THROUGH YOUR

NURSING PROGRAM.

JSA
1E1504 2.000

4/23/2013 7:48:10 AM

Schedule | (Form 990) (2011)



DIMENSIONS HEALTH CORPORATION
Schedule | (Form 990) (2011)

52-1289729
Page 2

EURlll Grants and Other Assistance to Individuals inthe U nited States. Complete if the organization answered "Yes" on Form 990, Part IV, line 22.
Part lll can be duplicated if additional space is needed.
(a) Type of grant or assistance (b) Number of (c) Amount of (d) Amount of (e) Method of valuation (book, (f) Description of non-cash assistance
recipients cash grant non-cash assistance FMV, appraisal, other)
1
2
3
4
5
6
7

REGIWA  Supplemental Information.  Complete this part to provide the information required in Part |, line 2, and any other additional information.

3.TO MAINTAIN A FULL-TIME COURSE OF STUDY FOR THE PERIOD OF TIME COVERED

BY THIS AGREEMENT.

4.TO MAINTAIN A CUMULATIVE GPA OF AT LEAST 2.5 ON A SCALE OF 4.0

THROUGHOUT THE DURATION OF THIS AGREEMENT. SUCH EVIDENCE WILL REQUIRE

SUBMISSION OF A COPY OF THE TRANSCRIPT FOR EACH QUARTER OR SEMESTER.

5.TO INTERVIEW, IF REQUESTED, WITH NURSING AND HUMAN RESOURCES

REPRESENTATIVES AS APPOINTED BY THE CORPORATION.

JSA
1E1504 2.000

4/23/2013 7:48:10 AM

Schedule | (Form 990) (2011)



DIMENSIONS HEALTH CORPORATION
Schedule | (Form 990) (2011)

52-1289729
Page 2

EURlll Grants and Other Assistance to Individuals inthe U nited States. Complete if the organization answered "Yes" on Form 990, Part IV, line 22.

Part lll can be duplicated if additional space is needed.

(a) Type of grant or assistance (b) Number of () Amount of
recipients cash grant

(d) Amount of
non-cash assistance

(e) Method of valuation (book,
FMV, appraisal, other)

(f) Description of non-cash assistance

7

REGIWA  Supplemental Information.  Complete this part to provide the information required in Part |, line 2, and any other additional information.

6.TO SUCCESSFULLY GRADUATE WITH AN ASSOCIATE DEGREE (OR HIGHER) IN

NURSING. SUCH EVIDENCE WILL REQUIRE SUBMISSION OF AN ORIGINAL DIPLOMA,

WHICH WILL BE COPIED BY THE CORPORATION.

7.TO TAKE THE NCLEX-RN EXAMINATION AT THE FIRST AVAILABLE TESTING DATE

AFTER GRADUATION. IF THE SCHOLARSHIP RECIPIENT IS UNSUCCESSFUL IN PASSING

THE NCLEX-RN EXAMINATION ON THE FIRST ATTEMPT, HE/SHE MUST SCHEDULE

RETESTING AT THE FIRST AVAILABLE DATE.

8.THAT SHE/HE WILL MEET ALL CONDITIONS OF EMPLOYMENT AS A REGISTERED

JSA
1E1504 2.000

4/23/2013 7:48:10 AM

Schedule | (Form 990) (2011)



DIMENSIONS HEALTH CORPORATION
Schedule | (Form 990) (2011)

52-1289729
Page 2

EURlll Grants and Other Assistance to Individuals inthe U nited States. Complete if the organization answered "Yes" on Form 990, Part IV, line 22.

Part lll can be duplicated if additional space is needed.

(a) Type of grant or assistance (b) Number of
recipients

(c) Amount of
cash grant

(d) Amount of
non-cash assistance

(e) Method of valuation (book,
FMV, appraisal, other)

(f) Description of non-cash assistance

7

REGIWA  Supplemental Information.  Complete this part to provide the information required in Part |, line 2, and any other additional information.

NURSE AS REQUIRED BY DIMENSIONS HEALTHCARE SYSTEM. AS PART OF THE

APPLICATION PROCESS FOR EMPLOYMENT, SHE/HE WILL BE REQUIRED TO COMPLETE

PRE-EMPLOYMENT DRUG TESTING AND UNDERGO A CRIMINAL BACKGROUND CHECK.

9.THAT SHE/HE WILL BE SUBJECT TO AND COMPLY WITH ALL POLICIES, RULES, AND

REGULATIONS OF DIMENSIONS HEALTHCARE SYSTEM.

10.IF SHE/HE DOES NOT COMPLY WITH THE CONDITIONS AS DESCRIBED IN

PARAGRAPHS 1 THROUGH 10 OF SECTION B, WITHDRAWS FROM THE PROGRAM, DOES

NOT GRADUATE FROM THE PROGRAM OR DOES NOT BEGIN EMPLOYMENT WITH

JSA
1E1504 2.000

4/23/2013 7:48:10 AM

Schedule | (Form 990) (2011)



DIMENSIONS HEALTH CORPORATION
Schedule | (Form 990) (2011)

52-1289729
Page 2

EURlll Grants and Other Assistance to Individuals inthe U nited States. Complete if the organization answered "Yes" on Form 990, Part IV, line 22.

Part lll can be duplicated if additional space is needed.

(a) Type of grant or assistance (b) Number of
recipients

(c) Amount of
cash grant

(d) Amount of
non-cash assistance

(e) Method of valuation (book,
FMV, appraisal, other)

(f) Description of non-cash assistance

7

REGIWA  Supplemental Information.  Complete this part to provide the information required in Part |, line 2, and any other additional information.

DIMENSIONS HEALTHCARE SYSTEM WITHIN THREE (3) MONTHS OF GRADUATION, THIS

AGREEMENT BECOMES NULL AND VOID AND SCHOLARSHIP RECIPIENT AGREES TO REPAY

ANY AND ALL FUNDS REMITTED BY DIMENSIONS HEALTHCARE SYSTEM THROUGH THIS

SCHOLARSHIP PROGRAM TO DIMENSIONS HEALTHCARE SYSTEM WITHIN THREE (3)

MONTHS OF GRADUATION OR WITHDRAWAL FROM THE PROGRAM.

11.IF SHE/HE BEGINS EMPLOYMENT WITH DIMENSIONS HEALTHCARE SYSTEM, BUT

DOES NOT REMAIN AN EMPLOYEE FOR ONE (1) YEAR, SHE/HE AGREES TO REPAY ANY

AND ALL FUNDS REMITTED BY DIMENSIONS HEALTHCARE SYSTEM THROUGH THIS

SCHOLARSHIP PROGRAM TO DIMENSIONS HEALTHCARE SYSTEM ON A PRORATED BASIS,

JSA
1E1504 2.000

4/23/2013 7:48:10 AM

Schedule | (Form 990) (2011)



DIMENSIONS HEALTH CORPORATION
Schedule | (Form 990) (2011)

52-1289729
Page 2

EURlll Grants and Other Assistance to Individuals inthe U nited States. Complete if the organization answered "Yes" on Form 990, Part IV, line 22.

Part lll can be duplicated if additional space is needed.

(a) Type of grant or assistance (b) Number of
recipients

(c) Amount of
cash grant

(d) Amount of
non-cash assistance

(e) Method of valuation (book,
FMV, appraisal, other)

(f) Description of non-cash assistance

7

REGIWA  Supplemental Information.  Complete this part to provide the information required in Part |, line 2, and any other additional information.

BASED ON THE AMOUNT OF TIME WORKED AT TIME OF SEPARATION. THIS PAYMENT

WILL BE REMITTED TO DIMENSIONS HEALTHCARE SYSTEM WITHIN THREE (3) MONTHS

OF SEPARATION.

JSA
1E1504 2.000

4/23/2013 7:48:10 AM

Schedule | (Form 990) (2011)



SCHEDULE J Compensation Information | oMmB No. 1545-0047

(Form 990) For certain Officers, Directors, Trustees, Key Empl  oyees, and Highest
Compensated Employees 2@1 1

p Complete if the organization answered "Yes" to Form 990,

Department of the Treasury Part IV, line 23. Open to Public
Internal Revenue Service > Attach to Form 990. P>See separate instructions . Inspection
Name of the organization Employer identification number
DIMENSIONS HEALTH CORPORATION 52-1289729
Questions Regarding Compensation
Yes | No
la Check the appropriate box(es) if the organization provided any of the following to or for a person listed in Form
990, Part VII, Section A, line 1a. Complete Part Il to provide any relevant information regarding these items.
First-class or charter travel Housing allowance or residence for personal use
Travel for companions Payments for business use of personal residence
Tax indemnification and gross-up payments Health or social club dues or initiation fees
Discretionary spending account Personal services (e.g., maid, chauffeur, chef)
b If any of the boxes on line 1a are checked, did the organization follow a written policy regarding payment
or reimbursement or provision of all of the expenses described above? If "No,” complete Part Ill to
BXPIAIN L L L L L e e e e e e e e 1b X
2 Did the organization require substantiation prior to reimbursing or allowing expenses incurred by all officers,
directors, trustees, and the CEO/Executive Director, regarding the items checked in line 1a? , . . . . .. ... 2 X
3 Indicate which, if any, of the following the filing organization used to establish the compensation of the
organization's CEO/Executive Director. Check all that apply. Do not check any boxes for methods used by a
related organization to establish compensation of the CEO/Executive Director. Explain in Part Ill.
Compensation committee Written employment contract
Independent compensation consultant Compensation survey or study
Form 990 of other organizations Approval by the board or compensation committee
4  During the year, did any person listed in Form 990, Part VII, Section A, line 1a, with respect to the filing
organization or a related organization:
a Receive a severance payment or change-of-control payment? . . . . . . . . . . . . 4a X
b Participate in, or receive payment from, a supplemental nonqualified retrement plan? _ . . . . . .. ... ... 4b X
Participate in, or receive payment from, an equity-based compensation arrangement? . . . . . . . . .. .. . .. 4c X
If "Yes" to any of lines 4a-c, list the persons and provide the applicable amounts for each item in Part lIl.
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 Theorganization? . . . L e e 5a X
b Anyrelated organization? . . . . L L L L e e e e e 5b X
If “Yes" to line 5a or 5b, describe in Part Ill.
6 For persons listed in Form 990, Part VII, Section A, line 1a, did the organization pay or accrue any
compensation contingent on the net earnings of:
a Theorganization? . . L e e 6a X
b Anyrelated organization? . . | L L L L e e e e e 6b X
If “Yes" to line 6a or 6b, describe in Part lll.
7 For persons listed in Form 990, Part VII, Section A, line la, did the organization provide any non-fixed
payments not described in lines 5 and 67 If "Yes," describe inPart Il _ . . . . . . . . . .. .. ... .. .. .. 7 X
8 Were any amounts reported in Form 990, Part VII, paid or accrued pursuant to a contract that was subject
to the initial contract exception described in Regulations section 53.4958-4(a)(3)? If "Yes," describe
N ==V B | 8 X
9 If "Yes" to line 8, did the organization also follow the rebuttable presumption procedure described in
Regulations section 53.4958-6(C)? . . . . . . . . . i i i e e e e e e e e e e e e e 9
For Paperwork Reduction Act Notice, see the Instruc  tions for Form 990. Schedule J (Form 990) 2011

JSA
1E1290 1.000

4/23/2013 7:48:10 AM



DIMENSIONS HEALTH CORPORATION

Schedule J (Form 990) 2011

gl  Officers, Directors, Trustees, Key Employees, and H

52-1289729

Page 2

ighest Compensated Employees.

Use duplicate copies if additional space is needed.

For each individual whose compensation must be reported in Schedule J, report compensation from the organization on row (i) and from related organizations, described in the
instructions, on row (ii). Do not list any individuals that are not listed on Form 990, Part VII.

Note. The sum of columns (B)(i)-(iii) for each listed individual must equal the total amount of Form 990, Part VII, Section A, line 1a, applicable column (D) and (E) amounts for that
individual.

(B) Breakdown of W-2 and/or 1099-MISC compensation

(C) Retirement and

(D) Nontaxable

(E) Total of columns

(F) Compensation

(A) Name (i) Base (i) Bonus & incentive (i) Other other deferred benefits (B)(i)-(D) report.ed as deferred in
compensation compensation reportable compensation prior Form 990
compensation
0} 337,842, G G G 23,844. 361,686.
1 NEIL MOORE |l d d a7 d d a7
0} 251,309. G q q 10,501. 261,810.
2 GT DUNLOP ECKER @l qd d a7 d d a7
@ 302,651, G G 21,475. 18,013. 342,139.
3 JOHN O'BRIEN III @l qd d a7 d d a7
@ 266,382, q G 22,000. 15,963. 304, 345.
4 KANWALJIT SINGH TANEJA |Gy ¢ qa qa a qd qa - q
@ 291,861. G 7,528. 8,892. 11,225, 319,506.
5 GITA K SHAH @l d d a7 d d a7
@ 263,552, G G 10,478. 25,337. 299,367.
6 DAVID GOLDMAN @l d d a7 d d a7
0 459,302, g g J 25,149, 484,451,
7 KENNETH GLOVER @l d d a7 d d a7
@ 185,462, q q 6,754. 9,642, 201,858.
g GLORIA A CEBALLOS @l qa qa a7 qa qa q
@ 200,607, q G 9,788. 16,306. 226,701,
9 SHEILA JARRETT |l d d a7 d d a7
@ 184,340. q q 22,000. 5,366. 211,706.
10MANI A GOTTIPAMULA @l qa qa a7 qa qa q
@ 188,051. q G 11,758. 18,980. 218,789.
11 MICHAEL JACOBS @l d d a7 d d a7
@ 184,788. q q G 4,122, 188,910.
12DANIEL J O'BRIEN JR @l qa qa a0 q qa q
() I O S A
13 (ii)
() I O S A
14 (i)
() I O S A
15 (ii)
() O S A
16 (i)
Schedule J (Form 990) 2011
JSA
1E1291 1.000
4/23/2013 7:48:10 AM



DIMENSIONS HEALTH CORPORATION 52-1289729

Schedule J (Form 990) 2011 Page 3
=EVl[I@ Supplemental Information

Complete this part to provide the information, explanation, or descriptions required for Part |, lines 1a, 1b, 3, 4a, 4b, 4c, 5a, 5b, 6a, 6b, 7, and 8, and for Part II.
Also complete this part for any additional information.

SEVERANCE PAYMENT
SCHEDULE J, PART I, LINE 4A
A SEVERANCE PAYMENT WAS MADE TO THE FOLLOWING INDIVIDUAL:

GT DUNLOP ECKER $261,810

Schedule J (Form 990) 2011

JSA
1E1505 3.000

4/23/2013 7:48:10 AM



| OMB No. 1545-0047

SCHEDULE O Supplemental Information to Form 990 or 990-EZ
(Form 990 or 990-EZ)

2011

Complete to provide information for responses to sp ecific questions on

Department of the Treasury Form 990 or 990-EZ or to provide any additional inf  ormation. Open to Public
Internal Revenue Service » Attach to Form 990 or 990-EZ. Inspection
Name of the organization Employer identification number
DIMENSIONS HEALTH CORPORATION 52-1289729

DESCRIPTION OF 990 REVIEW PROCESS

PART VI, LINE 11

A DRAFT OF THE 990 IS PREPARED IN COORDINATION BETWEEN THE ORGANIZATION'S
FINANCE DEPARTMENT, THE ORGANIZATION'S OPERATIONS DEPARTMENT, AND THE
ORGANIZATION'S OUTSIDE ACCOUNTANTS. THE EXECUTIVE VICE PRESIDENT AND
CHIEF FINANCIAL OFFICER REVIEWS THE DRAFT 990 THAT IS PREPARED AND ANY
COMMENTS OR QUESTIONS ARE REFLECTED IN A FURTHER REVISED 990. THE LATEST
VERSION OF THE 990 IS MADE AVAILABLE TO ALL MEMBERS OF THE BOARD OF
DIRECTORS FOR THEIR REVIEW AND COMMENTS PRIOR TO FILING. ANY ADDITIONAL
COMMENTS FROM BOARD MEMBERS ARE RESPONDED TO PRIOR TO FILING THE FORM

990.

CONFLICTS MONITORING AND ENFORCEMENT

PART VI, LINE 12

THE ORGANIZATION HAS ADOPTED A CONFLICT OF INTEREST POLICY THAT COVERS
THE ORGANIZATION AND ITS SUBSIDIARIES. ANY POSSIBLE CONFLICT OF INTEREST
ON THE PART OF ANY DIRECTOR SHOULD BE DISCLOSED IN WRITING TO THE MEMBERS
OF THE BOARD OF DIRECTORS AND MADE A MATTER OF RECORD. ANY MEMBER OF THE
BOARD OF DIRECTORS HAVING A POTENTIAL CONFLICT OF INTEREST ON ANY MATTER
UNDER CONSIDERATION WILL NOT VOTE OR USE HIS OR HER PERSONAL INFLUENCE ON
THE MATTER, AND HE OR SHE SHOULD NOT BE COUNTED IN DETERMINING THE QUORUM

FOR THE MEETING.

DETERMINATION OF COMPENSATION

For Privacy Act and Paperwork Reduction Act Notice, see the Instructions for Form 990 or 990-EZ. Schedule O (Form 990 or 990-EZ) (2011)

JSA
1E1227 2.000

4/23/2013 7:48:10 AM



Schedule O (Form 990 or 990-EZ) 2011 Page 2
Name of the organization Employer identification number

DIMENSIONS HEALTH CORPORATION 52-1289729

PART VI, LINE 15

THE ORGANIZATION HAS ADOPTED A PROCESS FOR DETERMINING EXECUTIVE
COMPENSATION THAT COVERS THE ORGANIZATION AND ITS SUBSIDIARIES. THE
ORGANIZATION UTILIZES A WRITTEN EMPLOYMENT CONTRACT, A COMPENSATION
SURVEY OR STUDY, AN APPROVAL BY BOARD/COMPENSATION COMMITTEE AND

CONTEMPORANEOUS WRITTEN SUBSTANTIATION OF THE DECISION-MAKING PROCESS.

DOCUMENT AVAILABILITY

PART VI, LINE 19

THE ORGANIZATION MAKES ITS GOVERNING DOCUMENTS, CONFLICT OF INTEREST

POLICY AND FINANCIAL STATEMENTS AVAILABLE TO THE PUBLIC UPON REQUEST.

NET ASSET RECONCILIATION

PART XI, LINE 5

CHANGE IN MINIMUM PENSION LIABILITY $(31,888,000)

FORGIVENESS OF DUE FROM DHA (14,755,890)
UNREALIZED LOSS (12,000)
ROUNDING 10,868
TOTAL $(46,645,022)
AUDITS

PART XII, QUESTIONS 2 AND 3

DIMENSIONS HEALTH CORPORATION AND ITS SUBSIDIARES UNDERWENT A

CONSOLIDATED AUDIT OF THEIR FINANCIAL STATEMENT THAT COMPLIED WITH SINGLE

AUDIT ACT/OMB CIRCULAR A-133 REQUIREMENTS DUE TO THE EXPENDITURE OF

ISA Schedule O (Form 990 or 990-EZ) 2011

1E1228 2.000

4/23/2013 7:48:10 AM



Schedule O (Form 990 or 990-EZ) 2011 Page 2
Employer identification number

Name of the organization

DIMENSIONS HEALTH CORPORATION 52-1289729

FEDERAL AWARDS. THE ACCOUNTING FIRM OF COHEN, RUTHERFORD + KNIGHT P.C.
HAS ISSUED AN UNMODIFIED OPINION REGARDING THE CONSOLIDATED FINANCIAL
STATEMENTS IN CONFORMANCE WITH GENERALLY ACCEPTED AUDIT STANDARDS AND
GOVERNMENT AUDITING STANDARDS AND UNMODIFIED REPORT RELATED TO THE
SCHEDULE OF EXPENDITURES OF FEDERAL AWARDS IN ACCORDANCE WITH THE SINGLE
AUDIT ACT/OMB CIRCULAR A-133 REQUIREMENTS FOR THE FISCAL YEAR THAT

CORRESPONDS TO THE TAX REPORTING YEAR GOVERNED BY THIS FORM 990.

ATTACHMENT 1

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

OUR STATED MISSION IS TO PROVIDE HIGH QUALITY, EFFICIENT HEALTHCARE
SERVICES TO PRESERVE, RESTORE AND IMPROVE THE HEALTH STATUS OF OUR
COMMUNITY. THIS MISSION IS PURSUED IN COLLABORATION WITH OUR RELATED
ORGANIZATIONS. WE URGE THOSE INTERESTED TO ACCESS MORE DETAILED AND

COMPLETE INFORMATION AT WWW.DIMENSIONSHEALTH.ORG

ATTACHMENT 2

FORM 990, PART III - PROGRAM SERVICE, LINE 4A

THE MAIN FUNCTION OF THE ORGANIZATION IS TO PROVIDE COMMUNITY
BENEFITS THROUGH PROGRAMS AND ACTIVITIES THAT IMPROVE ACCESS TO
HEALTH CARE AND IMPROVE THE OVERALL HEALTH OF THE COMMUNITIES WE
SERVE. OUR STATED IS MISSION IS TO PROVIDE HIGH QUALITY, EFFICIENT
HEALTHCARE SERVICES TO PRESERVE, RESTORE AND IMPROVE THE HEALTH
STATUS OF OUR COMMUNITY. THIS MISSION IS PURSUED IN COLLABORATION
WITH OUR RELATED ORGANIZATIONS, WHICH ARE LISTED IN PART VI. WHILE

WE HAVE ATTEMPTED TO SUMMARIZE OUR PROGRAM SERVICE ACCOMPLISHMENTS

ISA Schedule O (Form 990 or 990-EZ) 2011
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Schedule O (Form 990 or 990-EZ) 2011 Page 2
Name of the organization Employer identification number

DIMENSIONS HEALTH CORPORATION 52-1289729

ATTACHMENT 2 (CONT'D)

BELOW, WE URGE THOSE INTERESTED TO ACCESS MORE DETAILED AND

COMPLETE INFORMATION AT WWW.DIMENSIONSHEALTH.ORG.

THE ORGANIZATION OPERATES LAUREL REGIONAL HOSPITAL (LRH), WHICH
SERVES THE COMMUNITIES LOCATED IN PRINCE GEORGE'S, ANNE ARUNDEL,
HOWARD, AND MONTGOMERY COUNTIES WITH A POPULATION OF APPROXIMATELY
2,400,000. IN ACCORDANCE WITH OUR TAX-EXEMPT PURPOSE, THE
ORGANIZATION OPERATES AN EMERGENCY ROOM OPEN TO ALL PERSONS
REGARDLESS OF THE ABILITY TO PAY THAT SERVED APPROXIMATELY 34,729
PATIENTS DURING THE 2011 TAX YEAR. ALL PHYSICIANS LICENSED IN THE
STATE OF MARYLAND WHO MEET THE FACILITY BYLAW REQUIREMENTS ARE
ELIGIBLE TO APPLY FOR MEDICAL STAFF PRIVILEGES. APPROXIMATELY, 372
HAVE PRIVILEGES AT LRH. THE ORGANIZATION HAS A GOVERNING BODY
PRIMARILY COMPRISED OF INDEPENDENT PERSONS REPRESENTATIVE OF THE

COMMUNITY, AND PARTICIPATES IN THE MEDICARE AND MEDICAID PROGRAMS.

WE HAVE IDENTIFIED SEVERAL HEALTH-RELATED TRENDS, NEEDS, AND
PROBLEMS FACING OUR POPULATION, INCLUDING ACCESS TO PRENATAL CARE,
ISSUES RELATED TO AGING, SUBSTANCE ABUSE, ACCESS TO SPECIALTY
CARE, MATERNAL AND CHILD HEALTH ETC. THE ORGANIZATION'S
STRATEGIES FOR ADDRESSING THESE ISSUES INCLUDES PROVIDING CLASSES,
SEMINARS, SCREENING AND HEALTH SERVICES, DIABETES EDUCATION. MORE
INFORMATION ABOUT THESE STRATEGIES IS AVAILABLE ON THE WEB SITE

IDENTIFIED ABOVE.

ISA Schedule O (Form 990 or 990-EZ) 2011
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Schedule O (Form 990 or 990-EZ) 2011 Page 2
Name of the organization Employer identification number

DIMENSIONS HEALTH CORPORATION 52-1289729

ATTACHMENT 2 (CONT'D)

DURING THE MOST RECENT REPORTING PERIOD LRH PROVIDED OVER $6
MILLION IN CHARITY CARE, AT COST, TO THE COMMUNITY. ADDITIONALLY,
LRH EXPENDED APPROXIMATELY $9,700,00 ON COMMUNITY BENEFIT PROGRAMS
SUCH AS MISSION-DRIVEN HEALTH SERVICES, EDUCATION AND OUTREACH,
GRANTS AND SCHOLARSHIPS. THESE ARE PROGRAMS AND ACTIVITIES
BENEFITING THE COMMUNITIES WE SERVE, INCLUDING SCREENINGS AND
SPEAKERS WHO ARE EDUCATED ON A WIDE RANGE OF TOPICS. LRH ALSO
OFFERS CPR, ACLS, AND SMOKING CESSATION CLASSES. LRH IS PROUD TO
PARTNER WITH OUTREACH GROUPS SUCH AS ALCOHOLICS ANONYMOUS,
NARCOTICS ANONYMOUS, AND A PARKINSON'S SUPPORT GROUP. FOR MORE

DETAILED INFORMATION, PLEASE VISIT THE WEB SITE IDENTIFIED ABOVE.

IN ADDITION, THE ORGANIZATION OPERATES PRINCE GEORGE'S HOSPITAL
CENTER (PGHC), AN ACUTE CARE HOSPITAL IN PRINCE GEORGE'S COUNTY,
WHICH PROVIDES QUALITY CARE TO A POPULATION OF APPROXIMATELY
1,500,000. IN ACCORDANCE WITH OUR TAX-EXEMPT PURPOSE PGHC OPERATES
AN EMERGENCY ROOM OPEN TO ALL PERSONS REGARDLESS OF ABILITY TO PAY
THAT SERVED APPROXIMATELY 49,241 PATIENTS DURING THE 2011 TAX
YEAR. ALL PHYSICIANS LICENSED IN THE STATE OF MARYLAND WHO MEET
THE FACILITY BYLAW REQUIREMENTS ARE ELIGIBLE TO APPLY FOR MEDICAL
STAFF PRIVILEGES. APPROXIMATELY, 581 HAVE PRIVILEGES AT PGHC. THE
ORGANIZATION THAT OPERATES PRINCE GEORGES HOSPITAL CENTER HAS A

GOVERNING BODY PRIMARILY COMPRISED OF INDEPENDENT PERSONS

ISA Schedule O (Form 990 or 990-EZ) 2011
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Name of the organization Employer identification number

DIMENSIONS HEALTH CORPORATION 52-1289729

ATTACHMENT 2 (CONT'D)

REPRESENTATIVE OF THE COMMUNITY, AND PGHC PARTICIPATES IN THE

MEDICARE AND MEDICAID PROGRAMS.

WE HAVE IDENTIFIED SEVERAL HEALTH-RELATED TRENDS, NEEDS, AND
PROBLEMS FACING THE PGHC COMMUNITY POPULATION, INCLUDING ACCESS TO
PRENATAL CARE, ISSUES RELATED TO AGING, SUBSTANCE ABUSE AND ACCESS
TO SPECIALTY CARE, E.G. EMERGENCY AND TRAUMA SERVICES, MATERNAL
AND CHILD HEALTH. THE ORGANIZATION'S STRATEGIES FOR ADDRESSING
THESE ISSUES INCLUDES PROVIDING CLASSES, SEMINARS, SCREENING AND
HEALTH SERVICES, DIABETES EDUCATION. MORE INFORMATION ABOUT THESE

STRATEGIES IS AVAILABLE ON THE WEB SITE IDENTIFIED ABOVE.

DURING THE MOST RECENT REPORTING PERIOD PGHC PROVIDED OVER $16
MILLION IN CHARITY CARE, AT COST, TO THE COMMUNITY. ADDITIONALLY,
PGHC EXPENDED APPROXIMATELY $28,500,000 TO COMMUNITY BENEFIT
PROGRAMS SUCH AS EDUCATION AND OUTREACH, GRANTS AND SCHOLARSHIPS,
AND MISSION DRIVEN HEALTH CARE SERVICES ON PROGRAMS AND ACTIVITIES
BENEFITING THE COMMUNITIES PGHC SERVES. THESE PROGRAMS AND
ACTIVITIES INCLUDED TRAUMA SERVICES, PREEMIE SUPPORT GROUP, SMOKING
CESSATION PRESENTATIONS, PROVIDED FLU SHOTS TO THE PUBLIC, PROVIDE
BLOOD PRESSURE SCREENINGS TO LOCAL CHURCHES, ETC. FOR MORE

DETAILED INFORMATION, PLEASE VISIT THE WEB SITE IDENTIFIED ABOVE.

ATTACHMENT 3

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

NAME AND TITLE HOURS DEVOTED FOR RELATED ORGANIZATION

ISA Schedule O (Form 990 or 990-EZ) 2011
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Name of the organization Employer identification number

DIMENSIONS HEALTH CORPORATION 52-1289729
ATTACHMENT 3 (CONT'D)

THOMAS HENDERSHOTT

DIRECTOR 1.00
ELIZABETH HEWLETT

DIRECTOR 0
BARBARA FRUSH

SECRETARY 1.00
C PHILIPS NICHOLS JR

CHAIRMAN OF THE BOARD 0
SAYED SADIQ MD

DIRECTOR 0
BENJAMIN STALLINGS MD

TREASURER 0
V PREM CHANDAR

DIRECTOR 0
TAWANA GAINES

VICE CHAIR 0
ANDREA HARRISON

DIRECTOR 0
BRADFORD SEAMON

DIRECTOR 0
FREDERICK SMALLS

DIRECTOR 0
NEIL MOORE

CEO/CFO 2.00
JOHN O'BRIEN III

COO 0
GITA K SHAH

VP MEDICAL AFFAIRS 1.00
DAVID GOLDMAN

VICE PRESIDENT QUALITY 1.00
KANWALJIT SINGH TANEJA

COO - PGHC 20.00
GLORIA A CEBALLOS

VP CNO 0
SHEILA JARRETT

RN 0
MANI A GOTTIPAMULA

RN 0
MICHAEL JACOBS

PRESIDENT DHA 20.00
DANIEL J O'BRIEN JR

GENERAL COUNSEL 0
GT DUNLOP ECKER

PRES & CEO 0
KENNETH GLOVER

CEO 20.00
ISA Schedule O (Form 990 or 990-EZ) 2011
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Schedule O (Form 990 or 990-EZ) 2011 Page 2

Name of the organization Employer identification number

DIMENSIONS HEALTH CORPORATION 52-1289729
ATTACHMENT 4

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

NAME AND ADDRESS DESCRIPTION OF SERVICES COMPENSATION

PHOENIX INFORMATION SYSTEM 4,574,1009.
1130 EAST ARAPHAO ROAD STE 500
RICHARDSON, TX 75081

SODEXHO FOOD SERVICE 3,947,867.
PO BOX 536922
ATLANTA, GA 30353-6922

HOSPITALIST MEDICINE PHYSICIANS STAFFING 1,487,500.
PO BOX 645037
CINCINNATI, OH 45264

EMCARE OF MARYLAND LLC STAFFING 2,350,067.
7032 COLLECTION CTR DR
CHICAGO, IL 60693

BROADWAY SERVICES INC SECURITY 1,848,980.
3709 EAST MONUMENT STREET
BALTIMORE, MD 21205

TOTAL COMPENSATION 14,208,523.

ATTACHMENT 5

FORM 990, PART VIII - INVESTMENT INCOME

(A) (B) (C) (D)
TOTAL RELATED OR UNRELATED EXCLUDED
DESCRIPTION REVENUE EXEMPT REVENUE BUSINESS REV. REVENUE
INVESTMENT INCOME 22,960. 22,960.
TOTALS 22,960. 22,960.

ATTACHMENT 6

FORM 990, PART VIII - EXCLUDED CONTRIBUTIONS

DESCRIPTION AMOUNT

GOLF TOURNAMENT 51,024.

TOTAL 51,024.

ISA Schedule O (Form 990 or 990-EZ) 2011
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Name of the organization Employer identification number
DIMENSIONS HEALTH CORPORATION 52-1289729
ATTACHMENT 7
FORM 990, PART VIII - FUNDRAISING EVENTS
GROSS DIRECT NET
DESCRIPTION INCOME EXPENSES INCOME
GOLF TOURNAMENT 56,525. 94,437. -37,912.
TOTALS 56,525. 94,437. -37,912.
ATTACHMENT 8
FORM 990, PART IX - OTHER EXPENSES
(A) (B) (C) (D)
TOTAL PROGRAM MANAGEMENT FUNDRAISING
DESCRIPTION EXPENSES SERVICE EXP. AND GENERAL EXPENSES
SUPPLIES 49,748,307. 49,250,824. 497,483.
EQUP RENT AND MAINT 1,956,081. 1,740,912. 215,169.
EDUCATION HONORARIUM 14,983. 14,983.
BAD DEBT 25,214,633. 25,214,633.
PERMITS AND LIC 24,591. 24,5091.
TAXES 126,959. 126,959.
OTHER 155,829. 107,522. 48,307.
TOTALS 77,241,383. 76,313,891. 927,492.
ATTACHMENT 9
FORM 990, PART X - PREPAID EXPENSES AND DEFERRED CHARGES
ENDING
DESCRIPTION BOOK VALUE
PREPAID EXPENSES 4,472,611,
TOTALS 4,472,611,
ISA Schedule O (Form 990 or 990-EZ) 2011
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Page 2
Name of the organization Employer identification number
DIMENSIONS HEALTH CORPORATION 52-1289729
ATTACHMENT 10
FORM 990, PART X - DEFERRED REVENUE
ENDING
DESCRIPTION

BOOK VALUE
DEFERRED REVENUE

4,360,856.
TOTALS

4,360,856.

JSA

Schedule O (Form 990 or 990-EZ) 2011
1E1228 2.000
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DIMENSIONS HEALTH CORPORATION 52-1289729

| OMB No. 1545-0047

(SIS)TEDE)%IEE R Related Organizations and Unrelated Partnerships 2011
Department of the Treasury P Complete if the organization answered "Yes" to Form 990, Part IV, line 33, 34, 35, 36, or 37. Open to Public
Internal Revenue Service » Attach to Form 990. P See separate instructions. Inspection
Name of the organization Employer identification number
DIMENSIONS HEALTH CORPORATION 52-1289729
Identification of Disregarded Entities (Complete if the organization answered "Yes" to Form 990, Part IV, line 33.)
(@) (b) © () (€)
Name, address, and EIN of disregarded entity Primary activity Legal domicile (state Total income End-of-year assets Direct controlling
or foreign country) entity
&
@
)
U
&)
8
Part Ii Identification of Related Tax-Exempt Organizations (Complete if the organization answered "Yes" to Form 990, Part IV, line 34 because it had
one or more related tax-exempt organizations during the tax year.)
@ (b) © (d) (e) ® _
Name, address, and EIN of related organization Primary activity Legal domicile (state | Exempt Code section | Public charity status Direct controlling Section 512(b)(13)
. ) . . controlled
or foreign country) (if section 501(c)(3)) entity entity?
Yes No
@ DIMENSIONS HEALTHCARE ASSOCIATES 52-1902711

© 7300 VAN DUSEN RD LAUREL, MD 20707 ] HEALTHCARE MD 501(C) (3) |509(A)(3) |DHC X
@ ]
e ]
e ]
& ]
©._ ]
]
For Paperwork Reduction Act Notice, see the Instruc  tions for Form 990. Schedule R (Form 990) 2011
JSA

1E1307 1.000

4/23/2013 7:48:10 AM



DIMENSIONS HEALTH CORPORATION

52-1289729

Schedule R (Form 990) 2011 Page 2
syl |dentification of Related Organizations Taxable as  a Partnership (Complete if the organization answered "Yes" to Form 990, Part IV, line 34
because it had one or more related organizations treated as a partnership during the tax year.)
@) (b) © (@) (€). ¢ (h) () 0 (k)
Name, address, and EIN Primary activity Legal Direct controlling _ Predominant Share of total Share of end-of-year | pisproportionate Code V-UBI General or | Percentage
of domicile entity income (related, income assets alocatins> | @amount in box 20 | managing | ownership
. unrelated,
related organization (state or excluded from of partner?
foreign tax under Schedule K-1
country) sections 512-514) (Form 1065)
Yes| No Yes |No
B
B
€ )
B
)
® _
o
el Identification of Related Organizations Taxable as  a Corporation or Trust (Complete if the organization answered "Yes" to Form 990, Part IV,
line 34 because it had one or more related organizations treated as a corporation or trust during the tax year.)
(@) (b) © (@) ) @ (h)
Name, address, and EIN of related organization Primary activity Legal domicile Direct controlling Type of entity Share of total Share of Percentage
(state or entity (C corp, S corp, income end-of-year assets ownership
foreign country) or trust)
(1) AFFILIATED ENTERPRISES __ 52-1542144
7300 DUSEN RD LAUREL, MD 20707 HEALTHCARE MD DHC C CORP 1,073,459. 4,205,852. | 100.0000
(2) DIMENSIONS ASSURANCE __ _______________ 28-0348082_
PO BOX 1363 GENESIS BUILDING GEORGE TOWN, GRAND CAYMAN CJ | INSURANCE cJg DHC C CORP 7,178,039. 43,617,421. | 100.0000
(8) mmDISON MANOR _ 52-1269059_
7300 VAN DUSEN RD LAUREL, MD 20707 HEALTHCARE MD DHC C CORP 658,919. 3,248,882. | 100.0000
B
G2
. ]
- ]
Schedule R (Form 990) 2011
JSA

1E1308 1.000

4/23/2013
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DIMENSIONS HEALTH CORPORATION 52-1289729

Schedule R (Form 990) 2011 Page 3
Transactions With Related Organizations  (Complete if the organization answered "Yes" to Form 990, Part IV, line 34, 35, 35a, or 36.)
Note. Complete line 1 if any entity is listed in Parts Il, lll, or IV of this schedule. Yes | No
1 During the tax year, did the organization engage in any of the following transactions with one or more related organizations listed in Parts lI-1V?
a Receipt of (i) interest (i) annuities (iii) royalties or (iv) rent from a controlled entity | . . . . . . . L L s, la X
b Gift, grant, or capital contribution to related organization(s) , . . . . . . . . ... ... e e e e e e e e 1b X
¢ Gift, grant, or capital contribution from related organization(s) . , . . . . . . .. .. L e e e e e 1ic X
d Loans or loan guarantees to or for related organization(s) . . . . . . . . . . ... ... e e e e e e e e e 1d X
e Loans or loan guarantees by related organization(s), . . . . . . . . . . ... ... e e e e e e e e e e le X
f  Sale of assets torelated organization(S) , . . . . . . . . . .. ... e e e e e e e e e e e e e e 1f X
g Purchase of assets from related organization(s) , . . . . . . . ... .. L L e e e e e e e e e e e 1g X
h Exchange of assets with related organization(s) , |, . . . . . . . . . . . . . . . e e e e 1ih X
i Lease of facilities, equipment, or other assets to related organization(S) | . . . . . . . . . . . e 1i X
j Lease of facilities, equipment, or other assets from related organization(S) | . . . . . . . . . . e 1j X
k Performance of services or membership or fundraising solicitations for related organization(S) . . . . . . . . . . . . . o, 1k | X
I Performance of services or membership or fundraising solicitations by related organization(s) . . . . . . . . . . . . . o, 1l X
m Sharing of facilities, equipment, mailing lists, or other assets with related organization(S) . . . . . . . . . . . o o, im| X
n Sharing of paid employees with related organization(s) . | | . . . . . . . . . ... ... e e e e in| X
0 Reimbursement paid to related organization(s) for eXpenses | | | L L L L e e e e lo| X
p Reimbursement paid by related organization(s) for eXpenses | | | . L L L L L e e e e e e e e ip| X
q Other transfer of cash or property to related organization(s) . , . . . . . . . . . . . . . i it e e e e e e e e e e e 1q X
r  Other transfer of cash or property from related organization(S) . . . . . . .t i i i i i i i e e e e e e e e e e e e e e e e e e e e e e e e e e e e e 1r X

2 If the answer to any of the above is "Yes," see the instructions for information on who must complete this line, including covered relationships and transaction thresholds.

@ (b) © (d)
Name of other organization Transaction Amount involved Method of determining
type (a—r) amount involved

(1) DIMENSIONS HEALTHCARE ASSOCIATES N,P,K 14,755,980. | FMV

(2

3

4)

(©)]

(6)

ISA Schedule R (Form 990) 2011
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DIMENSIONS HEALTH CORPORATION

Schedule R (Form 990) 2011

52-1289729

Page 4

Unrelated Organizations Taxable as a Partnership

(Complete if the organization answered "Yes" on Form 990, Part IV, line 37.)

Provide the following information for each entity taxed as a partnership through which the organization conducted more than five percent of its activities (measured by total assets
or gross revenue) that was not a related organization. See instructions regarding exclusion for certain investment partnerships.

(a)

Name, address, and EIN of entity

(b)

Primary activity

(©
Legal domicile
(state or foreign
country)

()
Predominant
income (related,
unrelated, excluded
from tax under
section 512-514)

(e)
Are all partners
section
501(c)(3)
organizations?

Yes No

®
Share of
total income

(©)
Share of
end-of-year
assets

(h)

Disproportionate
allocations?

Yes

No

0 @) (k)
Code V-UBI General or Percentage
amount in box 20 managing ownership
of Schedule K-1 partner?
(Form 1065)

Yes No

JSA
1E1310 1.000

4/23/2013

7:48:10 AM
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DIMENSIONS HEALTH CORPORATION 52-1289729

Schedule R (Form 990) 2011 Page 5
Supplemental Information
Complete this part to provide additional information for responses to questions on Schedule R (see
instructions).

Schedule R (Form 990) 2011
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RENT AND ROYALTY INCOME

Taxpayer's Name

DIMENSIONS HEALTH CORPORATION

Identifying Number

52-1289729

DESCRIPTION OF PROPERTY
RENTAL PROPERTY

| | Yes | | No | Did you actively participate in the operation of the activity during the tax year?

TYPE OF PROPERTY:

REAL RENTAL INCOME

OTHER INCOME:

756, 343.

TOTALGROSS INCOME . . . & v v v v v v v w o e o s s & u & a s w s & s & o o & s & o & a & s & & s u s

756, 343.

OTHER EXPENSES:

DEPRECIATION (SHOWN BELOW) . . . . v v v ot e e e e e e e e e e e e e e e e s
LESS: Beneficiary's Portion . . . . . . . 0 i e e e e e e e e e e e e e e e e e

AMORTIZATION

LESS: Beneficiary's Portion . . . . . . . L s e e e e e e e e e e e e e e e e
DEPLETION . . . o i it i e e e e e e e e e e e e e e e e e e e e e e
LESS: Beneficiary's Portion . . . . . . . 0 i e e e e e e e e e e e e e e e e e
L I o = S
TOTAL RENT OR ROYALTY INCOME (LOSS) & 4t 4 u e et u et a e e o u e u u e o u m u a o e o u o u a o et u o a u e a a0 u

756, 343.

Less Amount to

RentorRoyalty . . . . . . . . i i e e e e e e e e e e e e e e e e e e e e e e e e e e e
[ T=T o] T -
L= o)1= 1T o
Investment INtErest EXPENSE . . . . L . . it it e e e e e e e e e e e e e e e e e e e e e e e e .
Other EXPENSES . . . . v i i v ottt e e e e e e e e e e e e e e e e e e e e e e e e e e
Net Income (LOSS) t0 Others . . L . 4 i i it ottt v e e st e e e e e e e e e e e e e e e e e e e e e
Net Rent or Royalty INCOME (LOSS) . . v 4 v v v ot v et h v s e et s e et m e e e e e e e e e e e e e e e

756, 343.

Deductible Rental Loss (if Applicable) . . . . . o o s e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e

SCHEDULE FOR DEPRECIATION CLAIMED

(b) Cost or (c) Date

(a) Description of property
unadjusted basis acquired

(e)
Bus.
%

(f) Basis for
depreciation

(g) Depreciation
in
prior years

(h)
Method

(i) Life
or
rate

(j) Depreciation
for this year

Totals . .+ v o i i u e e e s

JSA
1E7000 2.000

4/23/2013 7:48:10 AM



DIMENSIONS HEALTH CORPORATION 52-1289729

RENT AND ROYALTY SUMMARY

ALLOWABLE

TOTAL DEPLETION/ OTHER NET
PROPERTY INCOME DEPRECIATION EXPENSES INCOME
RENTAL PROPERTY 756,343. 756, 343.
TOTALS 756,343. 756,343.

4/23/2013 7:48:10 AM



4797 Sales of Business Property OMB No. 15450184
Form (Also Involuntary Conversions and Recapture Amounts 2@1 1
Department of the Treasury Under SeCtIonS 179 and 280F(b)(2)) . Attachment
Internal Revenue Service  (99) » Attach to your tax return. PEee separate instructions . Sequence No. 27
Name(s) shown on return Identifying number
DIMENSIONS HEALTH CORPORATION 52-1289729
1 Enter the gross proceeds from sales or exchanges reported to you for 2011 on Form(s) 1099-B or 1099-S (or
substitute statement) that you are including on line 2, 10, or 20 (SE€iNStruCtionS). . . v v v v v v v v v v u v a v o u 1
Sales or Exchanges of Property Used ina Trade or B usiness and Involuntary Conversions From Other
Than Casualty or Theft - Most Property Held More Th  an 1 Year (see instructions)
2 (a) Description (b) Date acquired (c) Date sold (d) Gross (e)alﬂf)\pl)\:c(i: Iﬁtrlon 0 t(ujac:;,oglgtsher sfjgt)n?:g? (of)r f(rlgfnS)th e
of property (mo., day, yr.) (mo., day, yr.) sales price allowab_le_ ;ince improvements and sum of (d) and (e)
acquisition expense of sale
ATTACHMENT 1 -23,379.
3 Gain, if any, from Form 4684, 1ine39 | | | . L L e e e e 3
4 Section 1231 gain from installment sales from Form 6252, line 26 or 37 | | . . . . . . . . . . . i 4
5 Section 1231 gain or (loss) from like-kind exchanges from Form 8824 _ . . . . . . . . . . . . . . . ... 5
6 Gain, if any, from line 32, from other than casualty or theft . . . . . . . . . . . . 6
7 Combine lines 2 through 6. Enter the gain or (loss) here and on the appropriate line as follows: | . . . . . . . .. .. 7 -23,379.
Partnerships (except electing large partnerships) a nd S corporations. Report the gain or (loss) following the
instructions for Form 1065, Schedule K, line 10, or Form 1120S, Schedule K, line 9. Skip lines 8, 9, 11, and 12 below.
Individuals, partners, S corporation shareholders, and all others. If line 7 is zero or a loss, enter the amount from
line 7 on line 11 below and skip lines 8 and 9. If line 7 is a gain and you did not have any prior year section 1231
losses, or they were recaptured in an earlier year, enter the gain from line 7 as a long-term capital gain on the
Schedule D filed with your return and skip lines 8, 9, 11, and 12 below.
8 Nonrecaptured net section 1231 losses from prior years (see instructions) | . . . . . . . . . . . . e 8
9 Subtract line 8 from line 7. If zero or less, enter -0-. If line 9 is zero, enter the gain from line 7 on line 12 below. If line
9 is more than zero, enter the amount from line 8 on line 12 below and enter the gain from line 9 as a long-term
capital gain on the Schedule D filed with your return (See iNStructions) . . . . . . v v v v u v u v o o a0 o e e e . 9
m Ordinary Gains and Losses _ (see instructions)
10 Ordinary gains and losses not included on lines 11 through 16 (include property held 1 year or less):
11 Loss,ifany, fromline 7 . L e e e 11 |( 23,379)
12 Gain, if any, from line 7 or amount from line 8, if applicable | . . . . . . . . . . . L 12
13 Gain,ifany, fromline 31 L e e e e e e e e e e e 13
14 Netgain or (loss) from Form 4684, lines 3L and 38a | | . . . . . . . . . o o 0 s 14
15 Ordinary gain from installment sales from Form 6252, line 250r 36 _ . . . . . . . . . . . o o i i 15
16 Ordinary gain or (loss) from like-kind exchanges from Form 8824 . . . . . . . . . . . . . 16
17 Combinelines 10 through 16, | | . . L . . . . . e e e e e e e e e e e 17 -23,379.
18 For all except individual returns, enter the amount from line 17 on the appropriate line of your return and skip lines a
and b below. For individual returns, complete lines a and b below:
a If the loss on line 11 includes a loss from Form 4684, line 35, column (b)(ii), enter that part of the loss here. Enter the
part of the loss from income-producing property on Schedule A (Form 1040), line 28, and the part of the loss from
property used as an employee on Schedule A (Form 1040), line 23. Identify as from "Form 4797, line 18a."
Seeinstructions | . . L L L L L L e e e e e e e e e 18a
b Redetermine the gain or (loss) on line 17 excluding the loss, if any, on line 18a. Enter here and on Form 1040, line 14 | 18b
For Paperwork Reduction Act Notice, see separate in  structions. Form 4797 (2011)

JSA
1X2610 2.000

4/23/2013 7:48:10 AM



Form 4797 (2011) 52-1289729 Page 2

Part lll Gain From Disposition of Property Under Sections 12 45, 1250, 1252, 1254, and 1255
(see instructions)
19 (a) Description of section 1245, 1250, 1252, 1254, or 1255 property: (b)(r'r?gfed%i?ﬁi{?d ((rcgol-),adtgysglg)
A
B
C
D
Property A Property B Property C Property D

These columns relate to the properties on lines 19A through 19D. »

20 Gross sales price (Note: See line 1 before completing.)| 20

21 Cost or other basis plus expense of sale , , , . . . . 21
22 Depreciation (or depletion) allowed or allowable , , | 22
23 Adjusted basis. Subtract line 22 from line21 , , , .[23
24 Total gain. Subtract line 23 fromline20 . ., . . . . 24
25 If section 1245 property:
a Depreciation allowed or allowable fromline22 , , .[25a
b Enter the smaller of line24o0r25a . ... ... .. 25b

26 If section 1250 property:  If straight line depreciation was
used, enter -0- on line 264, except for a corporation subject
to section 291.

a Additional depreciation after 1975 (see instructions) ,|26a

b Applicable percentage multiplied by the smaller of

line 24 or line 26a (see instructions) 26b

C Subtract line 26a from line 24. If residential rental property
or line 24 is not more than line 26a, skip lines 26d and 26e ,[26¢C
d Additional depreciation after 1969 and before 1976 |26d

e Enter the smaller of line26cor26d, ., ., .. .. .. 26e
f Section 291 amount (corporationsonly), . , . . . . 26f
g Add lines 26b, 26e, and26f , . ., ., _ ., ... .. 2640

27 If section 1252 property:  Skip this section if you did not
dispose of farmland or if this form is being completed for a
partnership (other than an electing large partnership).

a Soil, water, and land clearing expenses 27a

b Line 27a multiplied by applicable percentage (see instructions) (27 b
c Enter the smaller of line24o0r27b . , . ... ... 27cC

28 If section 1254 property:
a Intangible drilling and development costs, expenditures for
development of mines and other natural deposits, mining
exploration costs, and depletion (see instructions) 28a

b Enter the smaller of line24o0r28a ., .. ... ... 28b

29 If section 1255 property:
a Applicable percentage of payments excluded from
income under section 126 (see instructions) 29a

b Enter the smaller of line 24 or 29a (see instructions).|29b
Summary of Part lll Gains. Complete property columns A through D through line 29b before going to line 30.

30 Total gains for all properties. Add property columns A through D, line 24 30

31 Add property columns A through D, lines 25b, 26g, 27c, 28b, and 29b. Enter here and on line 13 31

32 Subtract line 31 from line 30. Enter the portion from casualty or theft on Form 4684, line 33. Enter the portion from
other than casualty or theft on Form 4797, liN€6 . . . . . . . . . .\ v i i v v i e i e e e e e e e e e e e e 32

Recapture Amounts Under Sections 179 and 280F(b)(2) When Business Use Drops to 50% or Less
(see instructions)

(a) Section (b) Section
179 280F(b)(2)
33 Section 179 expense deduction or depreciation allowable in prioryears | _ . . . . . . . . ... 33
34 Recomputed depreciation (see instructions) | . . . . . . . . . . . e e 34
35 Recapture amount. Subtract line 34 from line 33. See the instructions for wheretoreport . . . . . 35
Form 4797 (2011)
JSA

1X2620 2.000

4/23/2013 7:48:10 AM



DIMENSIONS HEALTH CORPORATION

Supplement to Form 4797 Part | Detall

52-1289729

ATTACHMENT 1

Date Date Gross Sales Depreciation Allowed Cost or Other Gain or (Loss)

Description Acquired Sold Price or Allowable Basis for entire year
SALE OF ASSET 750. 24,129. -23,379.
Totals -23, 379.

JSA
1XA258 1.000

4/23/2013

7:48:10 AM




Form

Department of the Treasury

Internal

Exempt Organization Business Income Tax Return

For calendar year 2011 or other tax year beginning

ending 06/30,20 12

990-T

07/01 5011, and

Revenue Service P> See separate instructions.

(and proxy tax under section 6033(e))

OMB No. 1545-0687

2011

Open to Public Inspection for
501(c)(3) Organizations Only

A Check box if

Name of organization ( Check box if name changed and see instructions.)
address changed

B Exempt under section

501( C ) 3 ) Print | Number, street, and room or suite no. If a P.O. box, see instructions.
- 408(e) 220(e) Ty[?er
408A 530(a) 7300 VAN DUSEN ROAD

529(a)

DIMENSIONS HEALTH CORPORATION

D Employer identification number

(Employees' trust, see instructions.)

52-1289729

City or town, state, and ZIP code

C Book value of all assets
at end of year

21

LAUREL, MD 20707

E Unrelated business activity codes

(See instructions.)

F  Group exemption number (See instructions.) >

1,487,005. |G cCheck organization type p> | X | 501(c) corporation | | 501(c) trust |

| 401(a) trust |

| Other trust

H De

scribe the organization's primary unrelated business activity.

I Du
If"

ring the tax year, was the corporation a subsidiary in an affiliated group or a parent-subsidiary controlled group?
Yes," enter the name and identifying number of the parent corporation. p>

J The books are in care of » NEIL MOORE

1a
b
2
3
4a

0 N o O

10
11
12

Telephone number p» 301-618-2109

Unrelated Trade or Business Income (A) Income (B) Expenses (C) Net
Gross receipts or sales
Less returns and allowances c Balance P»| 1c
Cost of goods sold (Schedule A, line7), . . ... .. ... 2
Gross profit. Subtract line 2 fromlinelc , , ., . . ... .. 3
Capital gain net income (attach ScheduleD) , , . . . . .. 4a
Net gain (loss) (Form 4797, Part Il, line 17) (attach Form 4797), _ | 4b
Capital loss deduction fortrusts , , , . . ... ... ... 4c
Income (loss) from partnerships and S corporations (attach statement) | 5
Rent income (ScheduleC) , . . . . . .. .. .. .. ... 6
Unrelated debt-financed income (Schedule E) , . ., . . .. 7
Interest, annuities, royalties, and rents from controlled
organizations (Schedule F) . , . . . . . .. .. .. .. .. 8
Investment income of a section 501(c)(7), (9), or (17)
organization (Schedule G) . . . . . . . . . . v v v o v .. 9
Exploited exempt activity income (Schedulel) , , ., . . .. 10
Advertising income (Schedule J), ., . . .. .. ... ... 11
Other income (See instructions; attach schedule.), , . . . . 12
Total. Combine lines 3through12. . . . . . . . . . . .. 13 0

13

34l Deductions Not Taken Elsewhere  (See instructions for limitations on deductions.) (Except for contributions,

deductions must be directly connected with the unrelated business income.)

14  Compensation of officers, directors, and trustees (Schedule K) . . . . . . . . . . v & v v v v e e e e e e e 14
15  SalariesandWages . . . . . . . i i i e e e e e e e e e e e e e e e e e e e e e e e e e e e e 15
16  Repairs and mainteNanCe , | . . . . . v v v v v v e e h e e e e e e e e e e e e e e e 16
17 Baddebts | . . L L e e e e e e e e e e e e e e e e e e e e e e 17
18 Interest (attachschedule) . . . . . . . . . . . .. e e e e e e 18
19 TaxesandliCenses . . . . . . . . . i e e e e e e e e e e e e e e e e e e e e e e 19
20 Charitable contributions (See instructions for limitationrules.) . . . . . . . . . . . ¢ . . i i i e e e .. 20
21 Depreciation (attach FOrm 4562). ., . . . . . v v v v e e e e e e e e e e 21

22 Less depreciation claimed on Schedule A and elsewhereonreturn _ , ., . ., . 22a 22b
23 Depletion, |, . L L L 23
24  Contributions to deferred compensation plans | . . . . . . . . .tk e e e e e e e e e e e e e e e e e e 24
25 Employee benefitprograms . . . . . . . L L L L 25
26 Excess exemptexpenses (Schedulel) . . . . . . . . ... L. e e e e 26
27 Excessreadershipcosts (Scheduled) . . . . . . . . . ... L. e e e e 27
28  Other deductions (attach schedule) . . . . . . . . . . . . . . . .. e e e 28
29 Total deductions. Add lines 14 through 28 | | . . . . . . v 0 v i e e e e e e e e e e e e e e e e e e e 29
30 Unrelated business taxable income before net operating loss deduction. Subtract line 29 from line13 _, , . , . . 30
31 Net operating loss deduction (limited to the amountonline30) . . . . . . . . . v v v v v v e e e e e e e 31
32 Unrelated business taxable income before specific deduction. Subtract line 31 fromline30 , , ., . .. ... .. 32
33 Specific deduction (Generally $1,000, but see line 33 instructions for exceptions.) ., . . . . . . . . . « « . . . . 33
34 Unrelated business taxable income.  Subtract line 33 from line 32. If line 33 is greater than line 32,

enter the smaller of zeroor liNe 32 . . . . . . . . . o ot i i e e 4 e e e e e e e e e e e e e e e e e e e 34 0
ié?eligrz%%%erwork Reduction Act Notice, see instruction S. Form 990-T (2011)

4/23/2013 7:48:10 AM



Form 990-T (2011) DIMENSIONS HEALTH CORPORATION 52-1289729 Page 2
Tax Computation
35 Organizations Taxable as Corporations. See _instructions for tax computation. Controlled group
members (sections 1561 and 1563) check here P See instructions and:
a Enter your share of the $50,000, $25,000, and $9,925,000 taxable income brackets (in that order):
s | @l | @ls
b Enter organization's share of: (1) Additional 5% tax (not more than $11,750)_ . . . . . . $
(2) Additional 3% tax (not more than $100,000) | . . . . . . . . . . . v i oo $
¢ Income taxontheamountonline34 | . . . L. > | 35¢
36 Trusts Taxable at Trust Rates. See instructions for tax computation. Income tax on
the amount on line 34 from: I:I Tax rate schedule or I:I Schedule D (Form1041), . . . . . . . . . .. »| 36
37 Proxytax. Seeinstructions ., . . . . . . . . . .. »| 37
38 Alternative minimum tBX | e e e 38
39 Total. Add lines 37 and 38 to line 35c or 36, whichever applies . ., . . . . . . . v v v v i v e e e e e e 39
Tax and Payments
40a Foreign tax credit (corporations attach Form 1118; trusts attach Form 1116) , , , . | 40a
b Other credits (SEeiNStrUCtiONS), ., . . . . v & v o v e e e e e e e e e e 40b
¢ General business credit. Attach Form 3800 (see instructions) | . _ ., . . . . . . .. 40c
d Credit for prior year minimum tax (attach Form 8801 or 8827) . . . . . . . .. 40d
e Total credits. Add lines 40athrough40d | |, . .. ... ... ... .. 40e
41 Subtractline 40e fromlin€39. . . . . . . . . . . i e e e e e e e e e e e e e e e e 41
42 Other taxes. Check iffrom:l:l Form 4255 I:I Form 8611 I:I Form 8697 I:I Form 8866 I:I Other (attach schedule), | 42
43 Totaltax. Addlines41 and 42 . . . & v v v v vt i e e e e e e e e e e e e e e e e e e e e s 43 0
44a Payments: A 2010 overpayment credited to2011 . . . . ... . ... ... 44a
b 2011 estimated tax payments | . . . . . . . ... i i i e e e 44b
c Taxdeposited with FOrm 8868 . . . . . . . ... ... ... .0.ourun.. 44c
d Foreign organizations: Tax paid or withheld at source (see instructions) , ., . . . . . 44d
e Backup withholding (seeinstructions) - « = « = « = v ¢ v v v 0 w0 e 0 e e e e 44e
f Credit for small employer health insurance premiums (Attach Form 8941) , . . . . . 44f
g Other credits and payments: Form 2439
Form 4136 Other Total p> | 449
45 Total payments. Add lines 44athrough 44g . . « & v & v @ v ittt t e e e e e e e e e e e e e e e e e s 45
46  Estimated tax penalty (see instructions). Check if Form 2220 isattached, . . . . . . ... . . . . . . .. | 4 I:I 46
47  Taxdue. If line 45 is less than the total of lines 43 and 46, enter amountowed . , . . . . . . . . + v + o « o « »| 47
48  Overpayment. If line 45 is larger than the total of lines 43 and 46, enter amountoverpaid _ , ., . . . ... ... »| 48

4

3

Enter the amount of line 48 you want: Credited to 2012 estimated tax P> Refunded P>

49

9
Statements Regarding Certain Activities and Other | nformation (see instructions)
1

At any time during the 2011 calendar year, did the organization have an interest in or a signature or other authority over a financial | Yes | No

account (bank, securities, or other) in a foreign country? If YES, the organization may have to file Form TD F 90-22.1, Report of Foreign

Bank and Financial Accounts. If YES, enter the name of the foreign country here p

During the tax year, did the organization receive a distribution from, or was it the grantor of, or transferor to, a foreign trust? = X

If YES, see instructions for other forms the organization may have to file.
Enter the amount of tax-exempt interest received or accrued during the tax year » $

Schedule A - Cost of Goods Sold.  Enter method of inventory valuation »

1 Inventory at beginning of year , | 1 6 Inventoryatendofyear . _ . . . ... 6
2 Purchases , . . ....... 2 7 Cost of goods sold. Subtract line
3 Costoflabor , . .. .. ... 3 6 from line 5. Enter here and in
4 a Additional section 263A costs Partl,line2, ., . . .. ... ... ... 7
(attach schedule) | , . . . .. 4a 8 Do the rules of section 263A (with respect to | Yes | No
b Other costs (attach schedule) . [4b property produced or acquired for resale) apply
5 Total. Add lines 1 through 4b . | 5 to the organization? . , . . . . . . . . v i v e e e X
Under penalties of perjury, | declare that | have examined this return, including accompanying schedules and statements, and to the best of my knowledge and belief, it is true,
. correct, and complete. Declaration of preparer (other than taxpayer) is based on all information of which preparer has any knowledge.
Slgn } > May the IRS discuss this return
Here with the preparer shown below
Signature of officer Date Title (see instructions)? X | Yes No
Paid Print/Type preparer's name Preparer's signature Date Checkl_, it PTIN
04/23/2013 | self-employed | P0O1074058
Preparer I e » COHEN, RUTHERFORD + KNIGHT, PC Fim's ENp 52-1202280
Use Only I dress p 6903 ROCKLEDGE DRIVE, SUITE 500 Phoneno. __ 301-828-1008
BETHESDA, MD 20817-1800 Form 990-T (2011)
JSA

1E1620 2.000

4/23/2013 7:48:10 AM



DIMENSIONS HEALTH CORPORATION 52-1289729
Form 990-T (2011)

Schedule C - Rent Income (From Real Property and Pe
(see instructions)

Page 3

rsonal Property Leased With Real Property)

1. Description of property

@)
@
(©)
)

2. Rent received or accrued

(a) From personal property (if the percentage of rent
for personal property is more than 10% but not
more than 50%)

(b) From real and personal property (if the
percentage of rent for personal property exceeds
50% or if the rent is based on profit or income)

3(a) Deductions directly connected with the income
in columns 2(a) and 2(b) (attach schedule)

@)
@
3
)
Total Total
(c) Total income. Add totals of columns 2(a) and 2(b). Enter
here and on page 1, Part |, line 6, column (A) | g
Schedule E - Unrelated Debt-Financed Income

(b) Total deductions.
Enter here and on page 1,
Part I, line 6, column (B) p

(see instructions)

3. Deductions directly connected with or allocable to
debt-financed property

(a) Straight line depreciation (b) Other deductions

2. Gross income from or
allocable to debt-financed

1. Description of debt-financed property

It
property (attach schedule) (attach schedule)
@)
2
3
)
4. Amount of average 5. Average adjusted basis .
acquisition debt_on or of or allocable to 64 ((i:i?llizg]dn 7. Gross income reportable (coslil91|r|1ogaxbltgti‘le%??:tc|)cl)$r§ns
allocable to debt-financed debt-financed property by column 5 (column 2 x column 6) 3(a) and 3(b))
property (attach schedule) (attach schedule) y
@ %
@ %
®) %
(4) %
Enter here and on page 1,| Enter here and on page 1,
Part I, line 7, column (A). Part I, line 7, column (B).
Totals L L L | 2

Total dividends-received deductions

included in column 8

Schedule F - Interest, Annuities, Royalties, and Re

nts From Controlled

Organizations

(see instructions)

Exempt Controlled Organizations

5. Part of column 4 that is
included in the controlling

1. Name of controlled
organization

2. Employer
identification number

6. Deductions directly

3. Net unrelated income connected with income

4. Total of specified

(loss) (see instructions) payments made | organization's gross income in column 5
1)
2
3
@)
Nonexempt Controlled Organizations
; i 10. Part of column 9 that is 11. Deductions directly
7. Taxable Income B(iol\ég; Fsgge:ﬁ;??utquon@;e 9. LOtrile(r)]ftsS‘r)T?;(ij(IeEd included in the controlling connected with income in
pay organization's gross income column 10
1)
2
3
4
Add columns 5 and 10. Add columns 6 and 11.
Enter here and on page 1, Enter here and on page 1,
Part 1, line 8, column (A). Part I, line 8, column (B).
I >
1sA Form 990-T (2011)
1E1630 2.000
4/23/2013 7:48:10 AM



Form 990-T (2011) DIMENSIONS HEALTH CORPORATION 52-1289729 Page 4
Schedule G - Investment Income of a Section 501(c)(7), (9), or ( 17) Organization (see instructions)

3. Deductions 4. Set-asides 5. Total deductions
1. Description of income 2. Amount of income directly connected - and set-asides (col. 3
P (attach schedule) {attach schedule) plus col. 4)
@)
2
3
4
Enter here and on page 1, Enter here and on page 1,
Part 1, line 9, column (A). Part [, line 9, column (B).
Totals . . . . ... >
Schedule | - Exploited Exempt Activity Income, Othe  r Than Advertising Income (see instructions)
4. Net income
2 G 3. Expenses (loss) from 7. Excess exempt
- bross directly unrelated trade or 5. Gross income expenses
unrelated - - > 6. Expenses .
o . - busi p connected with business (column from activity that attributable to (column 6 minus
1. Description of exploited activity ijsmess |3come production of 2 minus column is not unrelated column & column 5, but not
rol;n trade or unrelated 3). Ifa gain, business income more than
usiness business income compute cols. 5 column 4).
through 7.
@)
2
3
G
Enter here and on Enter here and on Enter here and
page 1, Part |, page 1, Part |, on page 1,
line 10, col. (A). line 10, col. (B). Part Il, line 26.
Totals . . . . uue. |
Schedule J - Advertising Income  (see instructions)
Part | Income From Periodicals Reported on a Consolidated Basis
4. Advertising 7. Excess readership
2. Gross . gain or (loss) (col. . . . costs (column 6
1. Name of periodical advertising 3. Direct 2 minus col. 3). If 5. Circulation 6. Readership minus column 5, but
income advertising costs a gain, compute iIncome costs not more than
cols. 5 through 7. column 4).
@)
2
3
“
Totals (carry to Part Il, line (5)) , ., P>
EWdlll ncome From Periodicals Reported on a Separate Basi s (For each periodical listed in Part II, fill in columns
2 through 7 on a line-by-line basis.)
4. Advertising 7. Excess readership
2. Gross . gain or (loss) (col. . . . costs (column 6
1. Name of periodical advertising 3. Direct 2 minus col. 3). If 5. Circulation 6. Readership minus column 5, but
income advertising costs a gain, compute income costs not more than
cols. 5 through 7. column 4).
1)
(2
(3
4
(5) Totals from Part |
Enter here and on Enter here and on Enter here and
page 1, Part |, page 1, Part | on page 1,
line 11, col. (A). line 11, col. (B). Part Il, line 27.
Totals, Part Il (lines1-5) ., , . . »

Schedule K - Compensation of Officers, Directors, a  nd Trustees (see instructions)

1. Name 2. Title ti%epféig?éd"{o 4. Compensation attributable to
business unrelated business
) %
@ "
®) "
4 %)
Total. Enter here and on page 1, Partll linel4, . . . . . . . . . . . . . .. . . .. ... >
1sA Form 990-T (2011)

1E1640 2.000

4/23/2013 7:48:10 AM



