Return of Organization Exempt From Income Tax

Form 9 9 0 Under saction 501{c), 527, or 4947(a){1) of the Internal Revenue Coda {axcept private foundations)
Depariment of the Tressury P Do not enter Soclal Security numbers on this form as it may be made public. Opente Public
Intemal Revenue Service P Information about Form 880 and Its instructions is at www./rs.gov/formg30, Inspection
A For the 2013 calendar year, or tax year belnn_lng 07/01, 2013, and anding 06/30,20 14
C Name of organization 0 Employer identification number
B emcnmstwn | THE GOOD SAMARITAN HOSPITAL OF MARYLAND, INC.
:,‘,’:;:' Doing Business As MEDSTAR GOQD SAMARITAN HOSPITAL 52-0591607
tame change Number and street {or P.O. box If mail is not deliverad 1o street address) Room/suite E Telephone number
mumeenen | 5601 LOCH RAVEN BLVD, (410) 772-6721
Torminsted City or town, state or province, country, and ZIP or foreign postal code
m':r'l‘dod BALTIMORE, MD 21239 G Gross racelpis $ 318,385,443.
Apntcation | £ Name and address of principal afficer: JEFFREY MATTON Hia} ts this a group retumn for Yes | X | No
pending subordinates?
5601 LOCH RAVEN BLVD BALTIMORE, MD 21239 Hib) Ars all suborcinates inckaled? Yes Ij No
t  Taxexemptstelus: | X |soncns) | [s0tic)( ) 4 (tinsetno) | | 4sazayver | 527 Hf “No," attach a st. (3se instructions)
J  Website: p WWW.GOODSAM-MD.ORG Hic) Group exemption number -
K Form of organizalion: | X I Corporalion I |Tms|| IAssoclaiiun l | Other P I L Year of formation: 1220| M State of legal domicile:  MD
Summary
1 Briefly describe the arganizalion's mission or most significant activittes: WE ARE GOOD SAMARITANS, GUIDED By
8 CATHOLIC TRADITION AND TRUSTED TO DELIVER IDEAL HEALTH EXPERIENCES. __________________
[
[}
E 2 Check this box P I:I if the organization discontinued ils operations or disposed of more than 25% of its net assets.
®| 3 Number of voting members of the governing body (Part Vi, lineda) , , . ... ... .... R - 23.
': 4 Number of independent voting members of the governing body (Part VI, line 1by | _ | | . R . 15.
Z| 5 Total number of individuals employed in calendar year 2013 (Pant V, line 2a), , , . . . . . . P | - 2,658,
-—E 6 Tolal number of volunteers (estimateif necessary) . _ . . . . . .. ... ... .... R - 140.
<| 7a Tolal unrelated business revenus from Part VIIl, column (C), line 12 _ . . . . . . . . .. N | £ 168,172,
b Net unrelated business taxable income from Form 980-T. line 34 . . . . .. ... .. .. s oo v oo, |7B 0
Prior Year Current Year
g 8 Contributionsand grants (Part VIl lineth)_ , . . . . . . ..... —— 419,802. 493,970.
§ 9 Program service revenue {(Pari VIl fine 2g), . . . . . . .. ... .. PUBLIC INSPECTION 296,320,895, 309,961,225,
2 10  Investment incame {Parl VIIl, column (A}, lines 3,4, and 7d) , , . . . 3,004,907. 4,442,981,
11 Other revenue (Part VI, column (A), lines 5, 6d, 8c, 9¢, 10c, and 11e), _ , . . . . e 10,905,676. 3,487,267,
12 Total revenue - add lines B through 11 (miust equal Part VIIl, column (A), line12), . . . . . . 310,651,280. 318,385,443,
13 Grants and similar amounts paid (Part IX, column (A), lines 1-3) , _ . . . .. .. e e 0 o
14  Benefits paid to or for members (Part IX, column {A), ine4) . . . . . . . ... . . .... 0 0
g |15 Salarles, other compensalion, employse benefits (Part IX, column (A), lines 5-10), , . , . . | 159,589, 920. 152,920,843,
£ | 16a Professional fundraising fees {Part IX, column (A) line41e) . , . . . . . ... . . ..... 0 o
§ b Total fundraising expenses (Part IX, column (D), line 28) - ____ o ____
w7 Other expensas (Parl IX, column (A), lines 11a-11d,117-24e) , , ., . . ... ... . ... 154,257, 025. 156,017,497.
18  Tolal expenses. Add lines 13-17 (must equal Part IX, column {A), line28) , , , . . _ . ... 314,246,945, 308,938,340.
19 Revenue less axpenses. Subtract lin@ 1BTrom iN@ 12, . v & v v v o v v v v v v e m v v u s -3,595,665. 9,447,103.
5 5 Beginning of Current Year End of Year
€520 Total assets (Part X, ne 16) . ., . . ... .. e 172,368,181.| 189,638,382.
:t':% 21 Tolal liabilities (Pant X, line 26), . . . . . . [ 50,472,722, 47,522,422,
25|22  Net assets or fund balances. Sublract fine 21 from e 20, . . . . . . .. . ... ..... 121,895,459, 142,115, 960.

j

Signature Block

Under penallies of perjury, | declare that | have examined this retum, 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 praparer has any knowledge.

K.\«M/P b%\«of\ 5/ L /15—
Sign Slgnature ot bificer J Date
Here Cre? ~
Joe Bruan_ VP Treasuver
Type of print name and titte  ~J ’

Print/Type preparer's name Praparer's signature Date Check I_J i | FTIN
Paid 2 Badlaur~
Proparer |MARGARET A BRADSHAW r: 16715 sell.employed | 00501222
UsepOnly Firms name B KPMG LLP FemsEIN B 13-5565207

Firm's address B 1676 INTERNATIONAL DRIVE MCLEAN, VA 22102 Phone no. 703-286-8000
May the IRS discuss this return with the preparer shown above? (see instructions) . . . . . . . . . . . . 0 [X]ves | [No
For Paperwork Reductlon Act Notice, see the separate instructions. Form 990 (2013)
JSA
3E1065 2.000
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Fom 3868 Application for Extension of Time To File an

(Rev. January 2014) Exempt Organization Return eI e
Department of the Treasury P> File a separata application for each return.

Intemal Revenue Senvice P Information about Form 8868 and its instructions ls at www.irs.gov/formB868.

¢ |f you are filing for an Automatic 3-Month Extension, complete only Part | and check thishox . _ . . .. ... ... ... . B

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

Electronic filing fe-fife). You can electronically file Form 8868 if you need a 3-month automatic extension of time to file (6 months for
a corparation required 1o file Form 980-T), or an additional (not automatic} 3-month exiension of time. You can electronically file Form
8868 to request an extension of time to file any of the forms listed in Part | or Part Il with the exception of Form 8870, Information
Return for Transfers Associated With Certain Personal Benefit Contracts, which must be sent to the IRS in paper format (see
instructions). For more details on the electronic filing of this form, visit www.irs.gov/efile and click on e-file for Charities & Nonprofils.

Etdl Automatic 3-Month Extension of Time. Only submit original {no copies needed).
A corporation required to file Form 990-T and requesting an automatic 6-month extension - check this box and complete

Partlonly ... ......... e TR
All other corporations (including 1120-C filers), parinerships, REMICs, and frusts must use Form 7004 fo request an extension of time
1o file income tax returns. Enter filer's Identifying number, see instructions
Name of exempt organization or cther filer, see Instruclions. Empleyer identification number (EIN} or
Type or
print THE GOOD SAMARITAN HOSPITAL OF MARYLAND, INC. 52-0591607
s::: %ﬁgﬁu Number, street, and room or suite na. If a P.O. box, see instructions. Social security number (SSN)
filing your 5601 LOCH RAVEN BLVD.
mtfr:cl?::s City, town or post office, stale, and ZIP code. For a foraign address, see instructions,
BALTIMORE, MD 21239
Enter the Return code for the return that this application is for (file a separate application for eachreturn} . . .« . . . . . . .. Lof1]
Application Return | Application Return
Is For Ccde |lIs For Code
Form 990 or Form 980-E2 01 Form 990-T (corporation) 07
Form 990-BL 02 Form 1041-A 08
Form 4720 (individual) 03 Form 4720 (other than individual) 09
Form 990-PF 04 Form 5227 10
Form 990-T (sec. 401(a) or 408(a) trust) 05 Form 6069 11
Form 990-T (trust other than above) 06 Form 8870 12

Telephone No. » _ 410 772-6721 FAXNoO.»
* [f the organization does not have an office or place of business in the United States, check thisbox _ | _ . _ . . ... ... .. > |:|
& |f this is for a Group Return, enter the organization's four digit Group Exemption Number (GEN) .ifthisis
for the whole group, check thisbox , , , ., . P D . If it is for part of the group, check thisbox_, _ ., . . . . » |_| and attach

a list with the names and EINs of all members the extension is for.
1 Irequest an automaltic 3-month {6 months for a corporation required to file Form 990-T) extension of time
wnbil ___________02/16_,2015 _, tofile the exempt organization return for the organization named above. The extension is
for the organization’s return for:
» | | calendar year20___ or

> tax year beginning 07/01 _,2013 _, and ending 06/30_,2014 _.

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

3a |If this application is for Form 990-BL, 990-PF, 990-T, 4720, or 6069, enter the lentalive tax, less any
nonrefundable credits. See instructions. 3al$ 0

b If this application is for Form 990-PF, 990-T, 4720, or 6069, enter any refundable credits and
estimated tax payments made. Include any prior year overpayment allowed as a credit. 3b|% 0

¢ Balance due. Subtract line 3b from line 3a. Include your payment with this form, if required, by using_EFPS
(Electronic Federal Tax Payment System). See instructions. 3c|s 0

Cautlon. If you are going 1o make an electronic funds withdrawal (direct debit) with this Form 8868, see Form 8453.EO and Form B879-EO for payment
instructions.
For Privacy Act and Paperwork Reduction Act Notice, see Instructions. Form BB6B (Rev. 1-2014)

JSA

JAFB054 2.000

05462X 2502 V 13-7.5F 1783298 PAGE 1



Form 8868 {Rev 1-2014) Page 2
» If you are filing for an Additional (Not Automatic) 3-Month Extension, complete only Part Il and check thisbox, . . ... .. » [1,
Nota. Only comptete Part Il if you have already been granted an automalic 3-month extension on a previously filed Form 8868.

»_If you are filing for an Automatic 3-Month Extension, complets only Part ) {on page 1).

lﬁil Additional (Not Automatic) 3-Month Extension of Time. Only file the original (no copies needed).

Enter filer's Identifylng number, see Instructions

Name of exempt organization or other filer, see instructions. Employer identification number (EIN) or
Type or
print THE GOOD SAMARITAN HOSPITAL OF MARYLAND, INC. 52-0591607
Number, street, and room or suite no. If a P.O. box, see instructions. Socia! security number {SSN)
fvednolr | 5601 LOCH RAVEN BLVD.
'rie""ll‘lgny‘é”; City, town or post office, slale, and ZIP code. For a foreign addrass, see instructions.
instructions. BALTIMORE, MD 21239
Enter the Return code for the return that this application is for {file a separate applicationfor eachreturn) . . . . ... ... .. | ol L]_
Application Return [ Application Return
Is For Code |ls For Code
Form 990 or Form 990-EZ 01
Form 990-BL 02 Form 1041-A o8
Form 4720 (individual) 03 Form 4720 (other than individual) 09
Form 990-PF 04 Form 5227 10
Form 990-T (sec. 401{a} or 408(a) trust) 05 Form 6069 11
Form 990-T (trust other than above) 06 Form 8870 12

STOP! Do not complete Part Il if you were not already granted an automatic 3-month extension on a praviously filed Form 8868.
¢ The books are inthe care of > 10F1, RRYAN, 5565 STERRETT PLACE, STH FLROOR COLIMRTA, MD 21044

Telephone No. B _ 430  772-6721 FaxNo. » .
* If the organization does not have an office or place of business in the United States, checkthisbox . . ... ... .. 50000 D
o If this is for a Group Return, enter the crganization's four digit Group Exemption Number (GEN) . thisis
for the whole group, check thisbox . . . . .. > D . If it is for part of the group, check this box. . . ... . » |__] and attach a
list with the names and EINs of all members the extension is for.
4 |request an additional 3-month extension of time until 05/15 ,20 15
§ For calendar year , or other tax year beginning 07/01 ,20 13 , and ending 06/30 ,2014

6 If the tax year entered in line 5 is for less than 12 months, check reason: L’ Inittal return |_] Final return
Change in accounting period
7  State in detail why you need the extension INFORMATION NECESSARY TO PREPARE A COMPLETE
AND ACCURATE RETURN IS NOT YET AVAILABLE.

8a If this application is for Forms 990-BL, 990-PF, 990-T, 4720, or 6069, enter the tentative tax, less any
nonrefundable credits. See instructions., 8ai$ 0

b It this application is for Forms 990-PF, 990-T, 4720, or 6069, enter any refundable credits and
estimated tax payments made. Inciude any prior year overpayment allowed as a credit and any

amount paid previously with Form 8868, —é“l? $ 1]
¢ Balance Due. Subtract line 8b from line 8a. Include your payment with this form, if required, by using EFTPS
(Electronic Federal Tax Payment System). See instructions. Bci$ Q

Signature and Verification must be completed for Part Il only.

Under penaliles of perjury, | declare that | have axamined this form, including accompanying schedules and statements, and to the best of my
knowledge and beiief, il is true, correct, and complete, and that [ am authorized to prepare this form.

Signature b Tile - PAID PREPARER Date P  2/00/15

Form 8868 (Rev. 1-2014)

JSA

3FBO55 2.000
05462X 2502 vV 13-7.15 17932598 PAGE 1



THE GOOD SAMARITAN HOSPITAL OF MARYLAND, INC. 52-0591607

Form 990 {2013) Page 2
Statement of Program Service Accomplishments
Check if Schedule O contains a response or note toany lineinthisPart 1 . . .. ... ... ........ 200000

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 890-EZ7 . . ... ... R I 7N 3
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

SBIVICBS? L ... e [1ves [xIno
If "Yes,” describe these changes on Schedule O.

4 Describe the organization's program service accomplishments for each of ils three largest program services, as measured by
expenses, Section 501(c}(3) and 501(c}{4} organizations are required to report the amount of grants and allocations to others,
the total expenses, and revenue, if any, for each program service reported.

4a {Code: Y{Expenses $ 224,546,141, iNCluding grants of $ : ) (Revenue $ 286,468,353, )
ATTACHMENT 2

4b (Code: ) (Expenses $ 29,122,684, including grants of $ o )(Revenue § 23,492,872, )
MEDSTAR GOOD SAMARITAN HOSPITAL PROVIDED $29.1M IN SUBSIDIZED
{MISSION DRIVEN) HEALTH SERVICES IN FISCAL 2014. THESE CRITICAL
SERVICES, WHICH ARE DRIVEN BY COMMUNITY NEEDS, OPERATE AT A LOSS.
THEY ADDRESS PRIORITIES PRIMARILY THROUGHE DISEASE PREVENTION AND
IMPROVEMENT OF HEALTH STATUS. SERVICES PROVIDED INCLUDE WOMEN'S
HEALTH SERVICES, HOSPITALISTS, PSYCHIATRY, UROLOGY, EMERGENCY
DEPARTMENT COVERAGE, OUTPATIENT RENAL CARE, AND CERTAIN SUB-ACUTE
PROGRAM SUBSIDIES.

4c (Code: ) (Expenses $ n.172,088. including granis of $ o )(Revenue $ o )
MEDSTAR GOOD SAMARITAN HOSPITAL PROVIDED $8.2M IN HEALTH
PROFESSIONS EDUCATION IN FISCAL YEAR 2014. THIS CATEGORY INCLUDES
TRAINING IN GRADUATE MEDICAL EDUCATION, AND EDUCATICN FOR
PHYSICIANS, MEDICAL STUDENTS, NURSES, AND OTHER HEALTH
PROFESSIONS.

4d Other program services (Describe in Schedule 0.}

(Expenses $ including grants of $ ) (Revenue § }
4e Total program service expenses b 261,840,913,
3E1020 2.000 Form 990 (2013)
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THE GOOD SAMARITAN HOSPITAL OF MARYLAND, INC. 52-0591607

Form 990 (2013) Page 3
Checklist of Required Schedules
Yes | No
1 Is the organization described in section 501(c)(3) or 4947(a)(1) {other than a private foundation)? if "Yes,"
complele Schedule A . . . . v v o it i i i e e s e e 0000000600000 0bEaG0a . 1 X
2 Is the organization required to complete Schedule B, Schedufe of Contributors (see instructions)? . ... .. ... 2 X
3 Did the organization engage in direct or indirect political campaign activities on behalf of or in opposition to
candidates for public office? If "Yes," complete Schedule C,Part!. . . . . . 0000000 CO0GOAN00E0Gaacs 3 X
4 Saction 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,"compiate Schedule C,Partll. « v v v v v v v i v v it e e e e ns 4 X
5 Is the organization a section 501(c)(4), 504(c}(5), or 501(c)(6) organization that receives membership dues,
assessments, or simitar amounts as defined in Revenue Procedure 98-197? /f "Yas," complete Schedule C,
e e e oo 0000000000 cat e 00OoDO0CO00CO0BONbboGdoD0BoGoaGana0nc vee e |9 X
6 Did the organization mainlain 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, Part| .. .. .. 0O0cD0O0C0o00NONcbacdoboBoGBaaanannc R X
7 Did the organization receive or hold a conservation easement, including easements to preserve open space,
the environment, historic land areas, or historic struclures? If "Yes,” complete Schedule D, Part . . . . . . ... .| 7 X
8 Did the organizalion maintain collections of works of art, historical treasures, or other similar assets? /f "Yes,"
complete Schedule D, Part ll . . . . v i i i i i it e it it i et e e, OO OO000000000aa ] X
8 Did the organization report an amount in Part X, line 21, for escrow or cuslodial account liability; 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 . . . . ... ... .. SUOU0O0CoCOD0a s ot X
10 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
11 If the organizalion's answer to any of the following questions is "Yes,” then complete Schedule D, Paris Vi,
VI, VIIL, 1X, or X as applicable.
a Did the organization report an amount for land, buildings, and equipment in Part X, line 107 If "Yes"
complete Schedule D, Part VI | | | |, . ... ...ttt it B i I -1 ¢
b Did the organization report an amount for investments-other securities in Part X, line 12 that is 5% or more
of its lotal assels reported in Part X, line 167 If "Yes,"complete Schedule D, Part Vi . , . . ... ..........|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 assels reported in Part X, line 167 If "Yes,"complele Schedule D, Part VIt . . . . .. . v o v o ... 11c X
d Did the organization report an amount for other assels in Part X, line 15 that is 5% or more of its total assels
reported in Part X, line 167 If "Yes,"complete Schedufe D, PartIX . . . .. e h e e e e e et e e 1M1d| X
e Did the organization report an amount for other liabilities in Part X, line 257 If "Yes," complete Schedule D, Part X |11e X
f Did the organization's separale or consclidated financial statements for the tax year include a foolnote that addresses
the organization's liabllity for uncertain tax pesitions under FIN 48 (ASC 740)7 If "Yes," complete Schedule D, Part X , . . ., . . 11f X
12a Did the organization obtain separale, independent audited financial stalements for the tax year? If "Yes,”
complete Schedule D, Parts Xfand Xl .. ......... A 00000000 GONODDE 00000 0G0a0a00 D 12a X
b Was the organization included in consolidated, independent audited financial statements for the tax year? if “Yas,” and if
the organization answered "No" (o line 12a, then completing Schedula D, Parts Xtand Xllisoptional « + « v « « « « o ¢ o0 = « & 12b| X
13 Is the organization a school described in section 170(b){1}A)(ii)? If "Yes," complete Schedule E . . . . . . e .| 13 X
14 a Did the organization maintain an office, employees, or agents outside of the United States?. . . . . . . . e e |14a X
b Did the organization have aggregale revenues or expenses of more than $10,000 from grantmaking,
fundraising, business, investment, and program service activities outside the United States, or aggregate
foretgn investments valued at $100,000 or more? /f *Yes," complete Schedule F, Partsland V. . . . . . . . . .. 14b X
18 Did the organization report on Part IX, column (A}, line 3, more than $5,000 of granls or other assistance to or
for any foreign organization? If "Yes,” complete Schedule F, Partsftand IV . . . . . . . . ... ... RIS X
16 Did the organization report on Part [X, column (A), line 3, more than $5,000 of aggregate grants or other
assistance to or for foreign individuals? If “Yes,* complete Schedule F, Parts filand IV . . . . . GO0 o0c 0000 Rk X
17 Did the organization report a total of more than $15,000 of expenses for professional fundraising services on
Part IX, column (A), lines 6 and 11e? If *Yes,” complete Schedule G, Part [ {see instructions) 0o 0coc0000 ok X
18 Did the organization report more than $15,000 total of fundraising event gross income and contributions on
Part VI, lines 1c and 8a? If "Yes,” complete Schedule G, Partl . . . . ... .. 0000000000600 000a T 18 X
19 Did the organization report more than $15,000 of gross income from gaming activities on Part VI, line 9a?
if "Yes,"complete Schedule G, Partlll . . . . . v v v v v v it vt i e e e e et e e e e 19 X
20 a Did the organization operate one or more hospital facililies? if "Yes," complete Schedule H . . . . . ... .. ... 20a] X
b_If "Yes" 1o line 20a, did the organization attach a copy of its audited financial stalemenis to this return? . . . . . . 20b| X
ISA Form 990 (2013)
JE1021 1.009
05462X 2502 vV 13-7.15 1793298 PAGE 4



THE GOOD SAMARITAN HOSPITAL OF MARYLAND, INC. 52-0591607

Form 990 (2013} Page 4
Checklist of Required Schedules {continued)
Yes | No
21 Did the organization report more than $5,000 of grants or other assistance lo any domeslic organization or
government on Part IX, column (&), line 17 If "Yes,” complete Schedule |, Partstand ! . . . .. ... .. .. ... 21 X
22 Did the organization report more than $5,000 of grants or other assistance to individuals in the United States
on Part 1X, column (A), line 2? if "Yes," complete Schedule |, Partstand il . . . . . .. . v v v v v v o n v . 22 X
23 Did the organizalion answer "Yes” to Part VIl, Section A, line 3, 4, or 5 about compensation of the
organization’s current and former ofiicers, directors, trustees, key employees, and highest compensaled
employees? If "Yes,"complete Schedule J . . . . . . . . . .. ... e et e 23| X
24a Did the organization have a tax-exempt bond issue with an oulstanding principal amount of more than
$100,000 as of the last day of the year, that was issued afler December 31, 20027 If "Yes,” answer lines 24
through 24d and complete Schedule K. If ‘No,"goto ine 258, . . . . . v i v v v et s e et e e e . |24a X
b Did the organization invest any proceeds of tax-exempt bonds beyond a temporary period exception?, . . . . . . | 24b
¢ Did the organization maintain an escrow account other than a refunding escrow al any time during the year
to defease any tax-exempt bonds? . . . . . 00 G000 000000000C000000dc 0B O0b00c0Ga0000 24c
d Did the organization act as an "on behalf of” issuer for bonds ouistanding 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 Parti. . . . . . . . v v v v v v o a v os |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 890-EZ7
If"Yes,"complefe Schedule L, Part L . . . . i i v i i i it it it s ettt e te et e et e nenneneenas 25b X
26 Did the organization report any amount on Part X, line 5, 6, or 22 for receivables from or payable to any
current or former officers, directors, trustees, key employees, highes! compensaled employees, or
disqualified persons? If so, complete Schedule L, Part 11, | . . . . . . . . . s v s e e, 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, Partill, . . . ... .. ...... 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? ¥ "Yes,” complete Schedule L, PartiV, . . . ... . |2Ba X
b A family member of a current or former officer, director, trustee, or key employee? If "Yes,” complete
Schedule L, PartV. . . . ... ... ... 500000000000 DCb00DE 00000 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? /f "Yes," complete Schedule L Part IV, . . . ... .. |28c| X
29  Did the organization receive more than $25,000 in non-cash contributions? #f *Yes,” complete Schedule M | 29 X
30 Did the organization receive contributions of art, historical treasures, or other similar assels, or qualified
conservation contributions? If "Yes,"complete Schedule M . . . . . . . . . . it it et e e e e e e 30 X
a1 Did the organization liquidate, terminate, or dissolve and cease operations? If "Yes," complete Schedule N,
L B a0 00000 000000600000 b 00 caa 00 0s00e0e0 0 a0 adnodAa0n o006 . LA X
32 Did the organization sell, exchange, dispose of, or transfer more than 25% of ils net assets? If "Yes,”
complete Schadule N, Partll . . « v v v i v o i i e it e e i e e et e e e e - I ] X
33  Did the organization own 100% of an entity disregarded as separale from the organization under Regulations
seclions 301.7701-2 and 301.7701-37? If "Yes,"complete Schedule R Part! . . . . . . . v v v v v vsv...} 33 X
34 Was the organization related to any tax-exempt or taxable entity? If "Yes," complete Schedule R, Part I, I,
oriV,andPart V,line 1 . . . . . . . i i ittt i e i et e e e G a8 0000008000800 o ek X
35a Did the organization have a controlled entity within the meaning of section 512(b){(13)? . . . . ..........|35a] X
b If "Yes" to line 35a, did the organizalion receive any payment from or engage in any transaction with a
contrelled entity within the meaning of section 512(b){(13)7 If "Yes,” complete Schedule R, Fart V, line 2. | 35b X
36 Section 501{c){3} organizations. Did the organization make any transfers to an exempt non-charitable
related organization? If "Yes," complefe Schedule R, Part V, ine 2 . , . . . v v v v v v v o o o o o vvvwnnnnn 36 X
37 Did the organization conduct more than 5% of its activities through an entity that is nol a related organization
and that is treated as a partnership for federal income tax purposes? /f "Yes,” compiete Schedule R,
o T T T T T T 1 X
38 Did the organization complete Schedule O and provide explanations in Schedule O for Part VI, lines 11b and
197 Note. All Form 990 filers are requiredto completeSchedule O . . . . . . o v v v v v o0 v 0 s 0o v v 0w 38 X
Form 980 (2013)
JSA
3E1D30 1.000
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THE GOOD SAMARITAN HOSPITAL OF MARYLAND, INC. 52-0591607

Form 990 (2013)
Statements Regarding Other IRS Filings and Tax Compliance

Check if Schedule O contains a response or note to anylineinthisPartV . . . . .. .. ... ... ....... []
Yes | No

1a Enter the number reported in Box 3 of Form 1096. Enter -0- if not applicable, , ., .......l1a 0
b Enter the number of Forms W-2G included in line 1a. Enter -0- if not applicable, , , ... ... [1b 0
¢ Did the organization comply wilh backup withholding rules for reportable payments to vendors and i

reportable gaming {gambling) winnings {o prize winners?, . . .. ... .. O [ | - 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 2,658
b If at least one is reported on line 2a, did the organization file all required federal employment tax returns? | 2b X
Note. If the sum of lines 1a and 2a is greater than 250, you may be required to e-file (see instructions), , . . .. . i

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

4a At any time during the calendar year, did the organization have an interest in, or a signature or other authority

over, a financial account in a foreign country (such as a bank account, securities account, or other financial

account)? . L L L e e e e e e e e e 4a X
b if “Yes,” enter the name of the foreign country: » ____ _ _

See instructions for filing requirements for Form TD F 90-22.1, Report of Foreign Bank and Financial Accounts.

S5a Was the organization a party to a prohibited tax shelter transaction at any time during the laxyear? . ., ... ... 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
¢ If "Yes" to line 5a or Sb, did the organizationfile Form 88B6-T7 . . . . . v v v v i i v v e e e e s 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 as charitable contributions? . , . .. .... .. ga X
b If "Yes," did the organization include with every solicitation an express statement that such contributions or
gifis were nottax deductible? . . . . L L, L. L L e e e e e e e e e &b
7 Organizations that may receive deductible contributions under section 170(c).
a Did the organization receive a payment in excess of $75 made parily as a contribution and partly for goods
and services providedto thepayor? , . . ... ............ e e e e e 7a X
b If "Yes," did the organization notify the donor of the value of the goods or services provided? . . . . .. ... ... 7b
¢ Did the organization sel, exchange, or otherwise dispose of tangible personal property for which it was
required to file Form 82827 . .. ... ... ... 000000000 0GD0 a0 8aBENeEaBb00B00080000 7c X
d If "Yes,” indicale the number of Forms 8282 filed duringtheyear . . . ... ... ... ..... | 7d |
e Did the organization receive any funds, directly or indirecily, to pay premiums on a personal benefit contract? | Te X
f Did the organization, during the year, pay premiums, directly or indirectly, on a personal benefit coniract? , . . . . 7t X
g I the organization received a contribution of qualified intellectual property, did tha organization file Form B892 as required? | 74
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 508{a)(3) supporting
organizations, Did the supporting organization, or a donor advised fund maintained by a sponsoring
organization, have excess business holdings atanytime during the year? . . . . . . .. .. .\ v o v nn v 8
9 Sponsoring organizations maintaining donor advised funds.
a Did the organization make any taxable distributions under section 49667 , . . . . . . . . v v v v vt i i , | .9a
b Did the organization make a distribution to a donor, donor advisor, orrelated person? . . . . . ... ... .. ... 8b
10 Section 501{c)(7) organizations. Enter:
a Initiation fees and capital contributions included on Part VIll, line12 . ., . ... ........ 10a
b Gross receipts, included on Form 990, Part VIII, line 12, for public use of club facilities . . . . [10b
11 Section 501{c)(12) organizations. Enter:
a Gross income from members or shareholders |, . . . . . . v vt v v n s ot e e e e, 11a
b Gross income from other sources (Do not nel amounts due or paid to other sources
against amounts due or received fromthem.), . . . ... ... ... ..... R i D]
12a Section 4947(a){1) non-exempt charitable trusts. Is the organization filing Form 990 in lieu of Form 10417 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 haalth insurance issuers.
a Is the organization licensed to issue qualified health plans in morethanonestate?, ., ... ... ... .. .. ... 13a
Note. See the instructions for additional information the organization must report on Schedule ©.
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 . _ . .. .............l13b
c Enter the amount of reservesonhand, . ... ...... R I
14a Did the organization receive any payments for indoor tanning services during the taxyear? , , , ... ....... 14a X
b If "Yes." has it filed a Form 720 to report these payments? If “No," provide an explanation in Schedule O . . . . . . 14b

JSA,
3E1040 1.000
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Form 990 (2013) THE GOOD SAMARITAN HOSPITAL OF MARYLAND, INC. 52-0591607 Page &

AUl Governance, Management, and Disclosure For each "Yes" response fo 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 Q. See instructions.
Check if Schedule O contains a response or note to anylineinthisPartVl . . . . . . . .. .. oo v oo n
Section A. Governing Body and Management
Yes | No
ia Enter the number of voting members of the governing body at the end of the taxyear « . . + . 1a 23
If there are malerial differences in voting rights among members of the governing body, or if the governing
body delegated broad authority to an exacutive commitiee or similar commitiee, explain in Schedule Q.
b Enter the number of voting members included in line 1a, above, who are independent . . . . . |1b 15
2 Did any officer, director, trustee, or key employee have a family relationship or a business relationship with
any other officer, director, frustee, orkey employee? . . . . v o v v v vt i st it b m et 2 X
3 Did the organization delegate control over management duties customarily performed by or under the direct
supervision of officers, directors, or trustees, or key employees to a management company or other person? . . 3 X
4  Did the organization make any significant changes to Its governing documents since the prior Form 990 was filed?. . . . . . 4 X
§ Did the organization become aware during the year of a significant diversion of the organization’s assets?. . . . 5 X
8 Did the organization have membersarstockholders? . . . o v o v v o v o bt i b b et v e e 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 membersofthe governing body? . . & . . o v v vt s i e e e e s s 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 thanthe governing body? + « « v v v ¢ v v v bt i e et v i et e n e n e 7b | X
8 Did the organization contemporaneously document the meelings held or wrilten actions undertaken during
the year by the following:
a The governingbody?. . . .. .. e e et e e e e e e e Ba | X
b Each committee with authority to act on behalf of the governingbody? . . . . . . v v v et v v vttt e v 8b | X
9 Is there any officer, director, trustee, or key employee listed in Part VIl, Section A, who cannot be reached at
the organization's mailing address? If "Yes,” provide the names and addresses in Schedule O, . . . .. ... .. 9 X
Section B. Policies (This Seclion B requests information about policies not required by the Internal Revenue Code.)
Yeos | No
10a Did the organization have local chapters, branches, oraffiliates? . - . . . v v o v v o b v et vttt s n e e an 10a X
b If "Yes," did the organization have written policies and procedures governing the activities of such chapters,
affiliates, and branches 10 ensure their operations are consistent with the organization’s exempt purposes? . . . |[18b
11a Has the organization provided a complete copy of this Form 990 to all members of iis governing body before filing the form? . Mal 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,"gololine 13 . . . . . . . . . e o .. 12a| X
b Were officers, directors, or lrusiees, and key employees required to disclose annually interests that could give
rise to conflicts? . . . .. ..... e n e e e e e b 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 thIS WaSOOME « « v+ v v o o et i it e et i e et en e s e neenenenens. 12¢| X
13  Did the organization have a written whistleblower policy?. . . . . . . . . o i i i i i ittt i st e e 13 | X
14 Did the organization have a written document retention and destructionpolicy?. . . . . . . . o v o v v v v ot 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 CEQ, Executive Direclor, or lop managementofficial . . . . .. .. ..« ... ... ... |18al X
b Other officers or key employees of theorganization . . . . . . . . ¢ . o i ittt i ittt nesnnnan ve.. 1150 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 dUrNg e YBAIT . « « « « « v o v v e v v e et e oo st neeneenennn teee.. |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 sleps to safeguard the
organization’s exempl slatus with respect lo such arrangements? . . . . . . . .. s a s+ s e sa. ... |16b
Section C. Disclosure
17 List the states with which a copy of this Form 990 is required to be fled »_MP. _________________________________
18  Seclion 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 D Other (explain in Schedule Q)
19 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.
20 State the name, physical address, and telephone number of the person who possesses the books and records of the
urganizalion: P 30EL BRYAN 5565 STERRETT PLACE. S5TH FLRODOR COLUMBIA, MD 21044 410-772-6721
54 Form 990 (2013}
AE1042 1.000
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Form 990 (2013) THE GOOD SAMARITAN HOSPITAL OF MARYLAND, INC. 52-0591607 Page 7
Compensation of Officers, Directors, Trustees, Key Employees, Highest Compensated Employees, and
Independent Contractors
Check if Schedule O contains a response or note to anylineinthisPartVIl. . . .. .. ............... @
Section A.  Officers, Directors, Trustees, Key Employees, and Highest Compensated Employess
1a Complete this table for all persons required to be listed. Report compensation for the calendar year ending with or within the
organization's tax year.

e List all of the organization's current officers, directors, trustees {whether individuals or organizations), regardless of amount of
compensation. Enter -0- in columns {D), (E), and (F) if no compensation was paid.

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

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

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

e 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 ftrustees or directors; instilutional trustees; officers; key employees; highest
compensated employees; and former such persons.

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

)
(A) {B) Fosition (D} (3] F)
Name and Title Average | (do not check more than one Reportable Reportable Estimated
hours per | box, unless person is both an compensation |compensation from amount of
week {istany] officer and a director/trustee) from related olher
hours for s slol =] o the organizations compensation
omes || 2| 32|38 §| organization | (W-2/1099-MISC) from the
organtzations | & § £ B E] .§ 2 ;; (W-2/1099-MISC) organlzation
=N ot
= m
line) § E @ E
_{YPANIEL P CAHILL __________ | _1.00]
BOARD MEMBER X 0 0 0
_{gMOIRA P LARSEN __ ______________|_ _1.00]
BOARD MEMBER X 45,136. 0 226,
_{3JEFFREY A MATTON ______________|_40.00]
PRESIDENT/BOARD MEMBER X X 710,465, 0 32,396.
_{4KENNETH A saMeT _______________[__1.00]
BOARD MEMBER 38.00| X 0 3,334,799, 61,007.
{SWILMOT C BALL JRMD ____ [ _1.00]
BOARD MEMBER X 0 0 0
{LUIsS GIMENEZ MD ____ .. |..21:00]
BOARD MEMBER X 0 0 0
J{DPAVIS M HAMN MD | __1.00]
BOARD MEMBER X 0 0 ]
_{8)JEREMY P WEINER MD ____________|_ _1.00]
BOARD MEMBER X 0 0 0
_{9ANTHONY READ _____ _____________| _1.00]
BCARD CHAIR X 0 0 0
{10)CHARLES L BAUERMANN __ 1 1.00]
BOARD MEMBER X 0 0 0
{AykaY G BEE______________________]__1.00]
BCARD MEMBER X s, 0 0
{(12)JEFFREY R DONNELLY ___ | _1.00]
BOARD MEMBER X O 0 0
(13)SONYA H eRAY _____  ______]._1:00]
BOARD MEMBER X o 0 0
{14)REV DENIS J MADDEN ___________ | _1.00]
BOARD MEMBER X 0O 0 0
JSA Form 990 (2013)
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THE GOOD SAMARITAN HOSPITAL OF MARYLAND, INC. 52-0591607
Form 990 (2013) Page 8
Section A. Officers, Directors, Trustees, Key Employees, and Highest Compensated Employees (continued)
(A} (8) {C) {D) €) 0]
Name and tille Avarage Position Reporiable Reportable Estimated
hours per | {do nol check more than one compensation |eompansation from amount of
week (Isl any | box, unless person is both an from related other
noursfor | Officer and a diractoritrustes) the organizations compensation
resed |22 | 21218 |35 (8| organization | (W-2/1099-MISC) from the
opanizatons | 3% (21§ |2 |28 £ | (wozitosa-Msc) organization
below doted |2 & | & = § b and related
e}y |S5|8 g|®8 organizations
HHEHE
3|2 z
2 £
2
15) DR ALLAN NOONAN | 1 1.00]
BOARD MEMBER X 0 0 0
16) T EDGIE RUSSELL ______________|_ _1 1.00]
BOARD MEMBER X 0 x; 0
17) REV PM SMITH _________________| _1.00
BOARD MEMBER X 0 0 0
18} JomN C sMyTH | _1.00
BOARD MEMBER X s, 0 0
19) KATHLEEN J WHEJ?EEi____________“__J:fUl
BOARD MEMBER X 2, 0 0
20} ELIAS SHAYA.____________________-:ulgﬂl
MEDICAL DIRECTOR 1.00|] X 52,055, 0 8,858.
21} DAVID WEISMAN ________________|_40.00]
PRESIDENT/BOARD MEMBER 1.00|] X 183,918, 0 21,572.
22) CHRISTOPHER T HELMRATH ______ | 1 iy
BOARD MEMBER X 0 O 0
23) REV LAWRENCE M JOHNSON _______| _1.00] -
BOARD MEMBER X 0 0 0
24) MSGR. ADAM J PARKER __________| 1 1.00]
BOARD MEMBER X 0 0 0
25) THOMAS L. OWsLEY | _1 1.00]
BOARD MEMEER X 0 O 0
1b SUb-totaI -------------------------------------- > 755'601. 3‘334‘799. 93'629.
¢ Total from continuation sheets to Part VIl, Section A , . . . ... ... ... »| 5,174,852, 0 253, 080.
d Total (add lines1bandlc) . . . . .« o v i v i v v o vt e et s o s v s aan » 5,930,453. 3,334,798, 346,709,
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 b 119
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 Jforsuchindividual . . . . . . . . . vt vt v i st st an o 3 1 X
4 For any individual listed on line 1a, is the sum of reportable compensation and other compensation from the
organization and related organizations grealer than $150,0007 If “Yes,” complete Schedule J for such
i e e ot 000G a0 0o 0000 ca0ao0cn00ana0caa0osadaano oo ao oo noaoo0as 4 | X
5 Did any person listed on line 1a receive or accrue compensation from any unrelated organization or individual
for services rendered to the organization? If "Yes," complete Schedule J for suchperson . . . . . . . . . . . ... .. 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) {c)
Name and business address Deascription of services Compensation

ATTACHMENT 3

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

18

J5A
IE 1055 1.000
05462X 2502
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THE GOOD SAMARITAN HOSPITAL OF MARYLAND, INC. 52-0591607
Form 990 {2013) Page 8
Section A. Officers, Directors, Trustees, Key Employees, and Highest Compensated Employees {continued)
(&) B} (C} {D) € (F)
Name and title Average Position Reporiable Reportable Estimated
hoursper | (do not check morethanone | compensation |compensation from amount of
waek {listany | DOX, unless person is both an from related other
hours for :ﬂ.i_cer-g_!' g ;dlrgwg";s‘“% the organizations Cﬂ'f::;"f:;'ﬂﬂ
relaied 152 (RS i3 organization (W-2/1099-MISC}
waredt U T s
line} 25 B8 g g organizations
al=| (] 2
2|8 3
8 g
&
26) CAROL J. PACIONE _____________| 1 1.00]
BOARD MEMBER X 0 0 0
27) THOMAS SENKER _________________]_40.00]
VICE PRESIDENT X 210,934. O 21,236.
28) MARTIN BINSTOCK ______________|_40.00]
VICE PRESIDENT X 469,821. O 29,898.
29) DEANA STOUT __________________|_40.00]
VICE PRESIDENT X 291,184. O 35,908.
30) SHIRLEY ROTH _________________|_ 40.00]
CHIEF NURSING OFFICER X 214,901. 0 21,043,
31) MICHAEL JACOBS _______________| 40.00]
PHYSICIAN X 7%6,776. 0 23,522.
32y bavib_coLn ______________|_40.00
PHYSICIAN X 559,963. 0 21,795,
33) ROBERT BRESLIN ______________|_40.00
PHYSICIAN X 542,907. 0 18,832.
34) DALE BUCHBINDER __ ___________|_40.00
CHIEF X 679,876. 0 19,236.
35) KAPIL SIMLOTE ________________|_490.00
PHYSTCIAN X 516,261. 0 14,262.
36) JENNIFER WILKERSON _________ | ¢ 0]
FORMER COFFICER X 162,722. 0 16,918.
1bSUb-tma|l|-l. -------------------------- I.I"..’
c Total from continuation sheets to Part VI, SectionA , ., ,......... P
dTotal{add linestband 1€} . . . . . . . o v v v v ittt ot v oo anannn . >
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 b 119
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 . . . . . . . . . . e i i i it e et n e ee e 3 [ X
4 For any individual listed on line 1a, is the sum of reportable compensation and other compensation from the
organization and related organizalions greater than $150,0007 If “Yes,” complete Schedule J for such
individual . . . . .. 00000000000 CB00BbEaa0 B0 00b000Adc0ca000c0ca0naae 4 | X
§ Did any person listed on line 1a receive or accrue compensation from any unrelated organization or individual
for services rendered to the organization? I "Yes,” complete Schedule J for suchperson . . . ... ... pnnannn 5 X

Section B. Indepandent Contractors

1

Complete this table for your five highest compensated independent contraclors that received more than $100,000 of
compensaltion from the organization. Report compensation for the calendar year ending with or within the organization's tax

year,

(A)
Name and business address

8}
Description of services

(€)

Compensation

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 »

FETY
JE 1055 1.000

05462X 2502 VvV 13-7.15 1793268
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THE GOCD SAMARITAN HOSPITAL OF MARYLAND, INC.

52-0591607

Form 990 {2013) Page 8
Al Section A, Officers, Directors, Trustees, Key Employees, and Highest Compensated Employees (confinued)
{A) =) <) {0} €} (F)
Name and title Average Position Reportable Repertable Estimated
hoursper | (donot check morethanone |  compensation |compensation from amount of
week {iistany | bOX, unless person is both an from related other
hoursfor | _officer and a director/trustee) the organizalions compensation
retated |83 1 21 218|535 || organization | (w-2/1099-MISC) from the
oganizstons | 5. | 2| § | g |BZ |3 | (w-2r1009-MISC) organizalion
below dotted g.g HELIF IR and related
tine) QE 8 g “g organizations
85| (%] 3
3|2 2
3 £
2
( 37) LAWRENCE BECK _______ | ____ 9]
FORMER OFFICER X 193,534, 0 0
ib Subetotal L. R €
¢ Total from continuation sheets to Part VIl, SectionA , , ., .. ....... P
d Total (add linesMband1e) . « . v v v v v v v v vt i e v i vt goono o
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 W 119
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 . . . . . ... ... ... ... 8000000 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 $150,0007 If “Yes," complete Schedule J for such
individual . . . . .......... 00DO0O0D00s 00N 000030000000 08 3B O0D0O00D00ODOL00a 4 ; X
§ Did any person listed on line 1a receive or accrue compensation from any unrelated organization or individual
for services rendered to the organization? If “Yes," complete Schedule J for suchperson . . . ... v v v o v v v n. 5 X
Section B. Independent Contractors
1 Complete this table for your five highest compensated independent contractors that received more than $100,000 of
compensalion from the organization, Report compensation for the calendar year ending with or within the organization's tax
year.
(A) {8) (c}
Name and business address Description of services Compensation

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 »

JSA
3E1055 1.000
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Form

990 {2013)

THE GOOD SAMARITAN HOSPITAL OF MARYLAND,

INC.

52-0591607

Page9

Statement of Revenue

Check if Schedule O contains a response or note to anyline inthis Part VIl . . . .. .. .00 v s v e v D

(A) {8 (c) o)

Total revenue Related or Unrelaled Revenua
exempt buslness excluded from tax
function revenue under seclions
revenue 512-514

‘E'E 1a Federatedcampaigns . . . . . . . . | 12
E-;E b Membershipdues .........[1b
“a_'E ¢ Fundraisingevents . ... ... ..L]lc
6_ £| d Related organtzations . . . . . ... 1d
E% e Government granis (contributions) . . | 1@ 51,1384,
S E f Al other contributions, gifis, grants,
g‘d and simitar amounis not included above . |_1f 4432, 586.
§§ @ Noncash conirbutionsincluded intnes fa-16. $ |
h TotalAddlinesta-1f . . . . o v v v v v v v v uu o . o P 493,970,
_{ Business Code I
s 2a NET PATIENT SERVICE REVENUE 621400 288,577,400, 299 577,406,
f, b PHARMACY REVENUE 300053 £ 280,688 6,280,688,
"é ¢ MEANINGFUL USE INCOME 300093 4,103,128, 4,103,138,
w| d
& | £ Allother program servicerevenue . . . . .
i g Total. Addines2a-2f . . . ... fiin e e iy D 305, 961,235,
3 Investment income {including dividends, interest. and
other similar amounts). . . . . . 1,215,780, 1,215,791,
4 Income from investment of tax-exempt bond proceeds . . . L g ]
5 FRoyalties « - - - -+ - - - = Ftui i i s e S o
(i) Real {ii) Personal
6a Grossrenls . . . . . . . . 403,062,
b Less: rental expenses . . .
¢ Renial income or {less) . . 403,062,
d Net rental incomeor(loss) . . . . ... T PR Rt T LT . 403,062, 1 403, 062,
(1) Securities (il) Other |
7a Gross amount from sales of !
assets other thaninventory | 3,267,255, =40, DES, E
b Less: cost or other basis
and sales axpenses . . . .
¢ Ganor(loss) . « « v . .. 3,267,258, -840, 068, |
d Netganor(loss) . ...... A ML et 3,337,150, 3,227,190,
g B8a Gross income from fundraising
s events (not including $
S of contributions reported on line 1c),
= See PartIV,line 18 . . .. ....... a
g b Less:direclexpenses . . . . . . . ... b |
0 ¢ Net incoma or (loss) from fundraisingevents « « v o 4 4 o . P o ]
9a Gross income from gaming activilies.
SeePartV,linei® ., , ., ....... a
b Less:directexpsnses . . . . ...... b
¢ Netincome or {loss) from gaming activities . « « o+ + » o« . P o
10a Gross sales of invenlory, less
relurns and allowances |, . ., ., ... a
b less:costofgoodssold. . ....... b
¢ Netincome or {loss) frgr_n salescfinventory, , . ..... .M o
Miscellaneous Ravenus Business Code
411a CHILD DAY CARE 900093 736, BL0, 798,810.
b REBATE INCOME 900093 352, 635, 352, 635.
¢ MEALS ON WHEELS 900083 §5.119, 95,119.
d Allctherrevenueg - « + + « + + + o & s « » 240099 1, B37T 541, 168,172, 1,669,469,
8 Total Addlines11a-11d « + « = + v v c v e s v e v v o . P 3,084,305, T
— 112  Totalrevenue. Sesinstructions . . . . .+ . 0 v o .. . . I 315,395 443 305,981, 238 168,172 7,762,076,

JSA

3JE1051 1.000

05462X 2502

vV 13-7.15

1793298

Form 990 (2013)

PAGE 12



Form 990 (2013)
Statement of Functional Expenses

THE GOOD SAMARITAN HOSPITAL OF MARYLAND, INC.

52-0591607

Page 10

Section 501(c)(3) and 501(c)(4) organizations rmust complete all columns. All other organizations must complete column (A).

Check if Schedule O contains a response or note to any line in this Part IX

Do not include amounts reported on lines 6b, 7h,
8b, 9b, and 10b of Part Vill.

{A)
Tolal expenses

B)
Program service
expenses

{C)
Management and
general expenses

D)
Fundraising
EXpenses

1 Grants and olher assistance to govemments and

organizations in the United States. See Part IV, line 21 ,

2 Grants and other assistance to individuals in

the United States. See Pari IV, line22. . . ., .

3 Grants and other assistance to governments,

4 Benefits paid to or for members

organizations, and individuals oulside the
United Stales. See Part IV, lines 15 and 16, , _ |

---------

§ Compensation of current officers, direclors,

trustees, and key employses

----------

6 Compensation not included above, lo disqualified

7 Other salaries and wages

persons (as defined under section 4858(f){1)) and
persons described in section 4958(c){3){B}

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

8 Pension plan accruals and contributions (include section

2,241,668,

2,016,625.

225,043,

O

122,562,745,

110,709, 066.

11,853,679,

401(k) and 403(b) employer contributions) , . . « . . 2,913,490, 2,622,141. 291,349,
9 Otheremployeabenefits « o v o v 0 o v v 4 oW 16,211,480. 13,843,113. 2,368,367,
10 Payrolltaxes . .+ « v v v v v e e v n e 8,991,460. 7,916,019, 1,075,441.
11 Fees for services {non-employees).
aManagement _ . . ... ......... 23,683,547, 11,117,687. 12,565,860.
blegal , .. .............. 7,000. 7,000.
CACCOUNtING . . . . .. e e e 0
dlebbying . . ., . ,............. 0
8 Professional fundraising senices. See Part IV, line 17, 0
f Invesiment managementfees , , , ... ... 0
g Other. (f line 11g amount excesds 10% of line 25, column
(A) amount. list lina 119 expenses on Schadute 0)RTCH 4, 43,607,496. 44,705,280, -1,097,784.
12 Adverlising and promotion , , , . . ... ... 783,479. 33,099, 750,380,
13 Officeexpenses . . v v v v v v o v s 0 o v n . 1,721,822, 1,276,695. 445,127,
14 Informationtechnology. . » « « v o v v v v v . 0
15 Rovalties, ., .. ............ 0000 0
16 OCCUPARCY . . . . . i v v v v e e e e e 2,127,181. B03,476. 1,323,705.
17 Travel ., . . e e e e e e e e . 503,509. 324,584, 178,925.
18 Paymenis of travel or enteriainmenl expenses
for any federal, state, or local public officials 0
19 Conlferences, conventions, and meetings , _ . . 19,951. 16,140. 3,811.
20 Imterest , , ., ....... 2,696,085. 2,696,085.
21 Paymentstoaffiliates, . .. .......... 0
22 Depreciation, depletion, and amortization , | , 13,500,822, 5,492,315. 8,008,507,
23 INSUM@NEE , | . . 0 ot ot e e e e e 4,467,928, 59,589, 4,408,339,
24 Other expenses. Itemize expensas not covered
above (List miscellaneous expenses in line 24e. If
line 24¢ amount exceeds 10% of line 25, column
(A) amount, list line 24e expenses on Schedule O.)
aMED /SURG SUPPLIES __________ 35,863,344, 35,834,781, 28,563.
pbMAINTENANCE _ _ _ _ o ____ 17,889,521. 16,306,517, 1,583,404.
cUTILITIES _ o oo oo ____ 4,861,425. 4,605,574, 255,851.
dEQOD SERVICES/SUPPLIES ______ 4,115,615. 3,989,951, 125,664.
e All olherexpenses _ _ __ _ ___ _ . ____ 168,372. 168,261, 111.
25 Total functions] expenses. Add lines 1 through 24e 308,938,340.| 261,840,913, 47,097,427.

26 Jolnt costs. Complete this line only if the

organizalion reported Iin column (B) joint costs
from a combined educational campaign and
fundraising soficitation. Check here B[] if

JSA

following SOP 98-2 (ASC 958-720), . . .. . . o
3E1052 1.000 Form 990 (2013}
05462X 2502 Vv 13-7.15 1793298 PAGE 132



THE GOOD SAMARITAN HOSPITAL OF MARYLAND, INC. 52-0591607
Form 990 {2013) Page 11
Balance Sheet
Check if Schedule O contains a response or note lo any line in this Part X . . . . . . . N
(A) (B)
Beginning of year End of year
1 Cash-norvinterest-bearing | |, ., . ... ... . 3,900.] 1 3,998.
2 Savings and temporary cashinvestments . ... ... ... q 2 0
3 Pledges and grants receivable,net ., . .. ... .. ... ... .. qa3 0
4 Accountsreceivable,net ., .. L, 36,913,542.| 4 42,364,355,
§ Loans and other receivables from current and former officers, directors,
trustees, key employees, and highest compensalied employees.
Complete Partllof Schedule L . .. ... ... q.s 0
6 Loans and ather receivables from other disqualified persons {as defined under section
4958(f)(1}), persons described in section 4958(c){3){B), and contributing employers
and sponseoring organizations of sectlon 501(¢)9) voluntary employees' beneficiary
A organizations (see Instructions). Complele Part Il of SchedwleL ., . . . . ... Q6 0
E 7 Noles and loans receivable, net . L a7 0
Z| 8 |Inventoriesforsaleoruse ... ... .. ... 2,856,912.| 8 2,755,453,
9 Prepaid expensesand deferredcharges . . . .. ... . . v o v v v enas §74,030.| 9 1,244,286.
10a Land, buildings, and equipment: cost or
other basis. Complete Part V| of Schedule D 10a 238,501,896,
b Less: accumulated depreciation, , , ., . ... .. 10b 161,492,166, 76,145, 735.{10¢ 77,009,730.
11 Investments - publicly traded securities |, , ., ... ............. a1 )
12 Investments - other securities. SeePart IV, line 11, _ . . ... ....... 216,703.] 12 480,332.
13 Investments - program-related. See Part IV, line 1% _ . _ . ... ... .... Q13 0
14 Intangibleassets, , , . ., ., . ... .. ... ... ., Q14 0
15 Other assets. SeePart IV, line 11 , _ . . . ... . . ... 55,657,359.[15 65,780,228.
16 Total assets. Add lines 1 through 15 (must equal line 34) . . . . . ... .. 172,368,181.} 16 185,638,382.
17  Accounts payable and accrued expenses, . . . . . . . . . .. s e e ... 29,039,397.]17 25,416,341.
18 Granlspayable, ., . ., . . ... ... ... ... .. ... q 18 0
19 Deferred revenue | . . . . . . . . e e e e 70,623.]19 115,467.
20 Tax-exempt bond #abilities | . L. L L L Q 20 0
o121 Escrow or custodial account liability. Complete Part IV of Schedule D | | | | g 21 0
§ 22 Loans and other payables to current and former officers, directors,
§ trustees, key employees, highest compensated employees, and
= disqualified persons. Complete Part |l of Schedule L, | , , ... ... .. .. g 22 0
23 Secured morlgages 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
parlies, and other liabilities not included on lines 17-24). Complete Part X
of Schedule D _ ., . .. ............. 21,362,702.| 25 21,9%0,614.
26 Total liabllities. Add lines 17 through25. . . . .. ... .... pooooos 50,472,722.| 26 47,522,422,
Organizations that follow SFAS 117 (ASC 958), check here » | X] and
2 complete lines 27 through 29, and lines 33 and 34.
§ 27 Unrestricted netassets = e o 66,926,520.| 27 76,740,419,
g 28 Temporarily restricted netassets |, . .. ... ... ... 54,968,939.]| 28 65,375,541,
e 29 Permanently restricled netassets, . . . ... ... ¢ 0 i i it s i J 29 0
P Organizations that do not follow SFAS 117 (ASC 958), check hera P El and
5 complete lines 30 through 34.
.2 30 Capital stock or lrust principal, or currentfunds 30
@31 Paid-in or capital surplus, or land, building, or equipmentfund === | 31
<132 Retained earnings, endowment, accumulated income, or other funds . 32
Z (33 Total net assets or fund balances R 121,895,459.] 33 142,115, 960.
34 Total liabilities and net assetsffund balances. . . . . .. ... ... 0.0 .. 172,368,181.| 34 189,638,382.

454
3E 1053 1.000
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THE GOOD SAMARITAN HOSPITAL OF MARYLAND, INC. 52-0591607

Farm 990 (2013} Page 12
@4l Reconciliation of Net Assets
Check if Schedule O contains a response or note o any lineinthisPart Xl . . ... ... ........ o c
1 Total revenue (must equal Part VIII, column {A}, line 12) . . . ... .... e e 1 318,385,443,
2 Total expenses (must equal Part IX, column (A), lne 25) . . . .. .. ... e e 2 308,938,340,
3 Revenue less expenses, Subtractline2fromline1. . . . v v v v oo . .. e 3 9,447,103,
4 Net assets or fund balances at beginning of year (must equal Part X, line 33, column (A)} .« . . . . 4 121,895,459,
5 Netunrealized gains {losses)oninvestments . . . . . v v v v v v o e s e e 5 7,046,313,
6 Donated services anduseoffaciities . . . v v . v v i v i i i e e e 6 0
7T INVeSIMEnt BXPENSES « & v v v v v v v v e v n e e e e e 7 0
8 Priorperiod adjustments « . v v v v v i h e e e e 8 0
9 Other changes in net assels or fund balances (explaininSchedule O) . + v v v v v v v v w e v n e 9 3,726,485.
10 Net assets or fund balances at end of year. Combine lines 3 through 9 {must equal Part X, line
33 column (B}« ¢ v v o e i v e e e e e gooonnoonrfdRAoceoenecoeoaBso60 10 142,115,960.

m Financial Statements and Reporting

Check if Schedule O contains a response or note to any line in thisPart XIl . . .. ..... e

uooo.-.D

1 Accounting method used lo prepare the Form 990: D Cash EI Accrual [:Z 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? |
If "fes," check a box below to indicate whether the financial statements for the year were compiled or
reviewed on a separate basis, consolidated basis, or both:
Separale basis D Consolidated basis |:| Both consolidated and separate basis
b Were the organization's financial statements audited by an independent accountant? . . .. ... .. 80000
If "Yes," check a box below to indicate whether the financial stalements for the year were audited on a
separate basis, consolidated basis, or both:
Separale basis ‘:l Consolidated basis D Both consolidated and separate basis
¢ |f"Yes" {o line 2a or 2b, does the organization have a committee thal assumes responsibility for oversight
of the audit, review, or compilation of its financial statements and selection of an independent accountant?
If the organization changed either ils oversight process or selection process during the tax year, explain in
Schedule O.
3a As aresult of a federal award, was the organization required to undergo an audit or audits as set forth in
the Single Audit Act and OMB Circular A-1337 & v 4 v v v bt v et vt e m s s e et e anna D C 0000 ac

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

Yes | No

2a

2b

2c

3a

3b

JSA
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SCHEDULE A Public Charity Status and Public Support OMB No. 1545-0047

(Form 990 or 850-E2) Complete if the organization Is a section 501{c)(3} organization or a section
4947(a}{1) nonexempt charitable trust.

Department of the Treasury - Attach to Form 990 or Form 890-EZ. Open to Public
Internal Revenue Service »information about Scheduls A {(Form 990 or 890-EZ) and Its instructions is at www.irs.gov/form990. Inspection

Name of the organization Employer Identification number
THE GOOD SAMARITAN HOSPITAL OF MARYLAND, INC. 52-0591607
Reason for Public Charity Status (All organizations must complete this part.) See instructions.

The arganization Is not a private foundation because it is: (For lines 1 through 11, check only one box.)

1 [ | Achurch, convention of churches, or association of churches described in section 170(b){(1){A))).

2 | | Aschool described in section 170(b){1}(A)(ii). (Attach Schedule E.)

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

4 |__| A medical research organization operaled in conjunction with a hospital described in section 170{b){1){A)iii). Enter the

hospital's name, city, and state: __ e

5 |:| 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.)

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

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

8 | __| A communily trust described in section 170(b){1)(A){vi). (Complete Part I1.)

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

receipts from activities related to its exempt functions - subject to certain exceptions, and (2) no more than 331/13%of its
support from gross investment income and unrelated business taxable income (less saction 511 tax) from businesses
acquired by the organization after June 30, 1875. See section 509(a){2). (Complete Part Ill.)

10 B An organization organized and operated exclusively 1o test for public safety. See section 509(a){4).

11 An organization organized and operated exclusively for the benefit of, to perform the functions of, or to carry out the
purposes of one or more publicly supported organizations described in seclion 508(a)(1) or section 509(a)(2). See section
508({a){3). Check the box that describes the type of supporting organization and complete lines 11e through 11h.

a D Typel b |:] Typell ¢ Type lll-Functionally integrated .d D Type llI-Non-functionally integrated
eD By checking this box, | certify that the organization is not controlled directly or indirectly by one or more disqualified persons
other than foundation managers and other than one or more publicly supported organizalions described in section 509(a)(1)

or section 509(a)(2).
f If the organization received a written determination from the IRS that it is a Type I, Type Il, or Type Il supporting
organization, check this box . . ... ... ..... et et a et a e
g Since August 17, 2006, has the organization accepted any gift or contribution from any of the
following persons?
(i} A person who directly or indirectly controls, either alone or together with persons described in (i} and Yes | No
(iii) below, the governing body of the supported organization? | . . . . . . . ... .. ... ... .... 11a()
(i) Afamily member of a person described in(iyabove? .. 11giii}
(iii) A 35% controlled entity of a person described in (i} or {iyabove? . . . ... ... ... ... 11l
h Provide the following information about the supported organization(s).
{l} Name of supporied {ii) EIN {ili) Type of arganilzation {iv)Isthe | {v} Did you notify {vl) Is the {vli) Amount of monetary
organization {described on lines 1-9 orgenization in | the organization | organization In support
above or IRC section Turm listedin | 5 ey (i) of your | col. {I) erganized
{see instructions)) b gm";,’,,"‘mﬂl-l,"“ suppon? intha V.57
Yes | No Yes No Yes No
(A)
{B)
{C)
{D
{E)
Total
For Paperwork Reduction Act Notice, see the Instructions for Schedule A {Form 890 or 980-EZ) 2013

Form 990 or 980-EZ,

JSA
3E1210 1.000
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THE GOCD SAMARITAN HOSPITAL OF MARYLAND, INC. 52-0591607

Schedule A (Form 990 or 390-EZ) 2013 Paga 2
Support Schedule for Organizations Described in Sections 170(b){(1)(A)iv) and 170(b)(1)(A)(vi)

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

Section A. Public Support
Calendar year (or fiscal year beginning in) b {a) 2009 {b} 2010 {c) 2011 {d) 2012 (e} 2013 {f) Total
1 Gifts, grants,  contributions, and

6

membership fees received. (Do not
include any "unusual grants.”} . . . . . . |

Tax revenues levied for the
organization’s benefil and either paid
to or expended onitsbehalf . . . . . . .

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

Total. Add lines 1 through 3. . . . . . . E

The portion of tolal contributions by
each person {other than a
governmental unit or publicly
supporied organization) included on
line 1 thal axceeds 2% of the amount
shown on line 11, column {f}, . . . ...

Publlc support. Sublract line 5 from line 4. [

Section B. Total Support

Calendar year {or fiscal year beglnning in) P {a) 2009 (b) 2010 {cy 2011 {d) 2012 {a) 2013 {f) Total
7 Amounts fromlined ... .......
B8 Gross income from interest, dividends,

payments recelved on securities loans,
rents, royalties and income from similar
sources, ., , ,, ..

..........

9 Net income from unrelaled business
activities, whether or not the business
isregularlycarriedon . . . . . .. ...
10  Other income. Do not include gain or
loss from the sale of capital assets
(ExplaininPartIV.) . . ... o0 v v v
11 Total support. Add lines 7 through 10 . .
12 Gross receipls from related aclivilies, 8lc. (SE@ INSIUCHONS) « + v v v ¢ o o 4 v @ v 2 v o v 0 s o s v o v v v 12|
13 Flmst flve years. Il the Form 990 is for the organization's first, second, third, fourth, or fifth tax year as a section 501{c){3)
organization, check this boxand stophere . . . . . SCbobO0OoO0DOORenNoOod0oAo0 A G0 Doo0oNoobn06bG > D
Section C. Computation of Public Support Percentage
14  Public support percentage for 2013 (line 6, column (f) divided by line 11, column (f) . . . . . ... 14 %
15 Public support percentage from 2012 Schedule A, Partll,line 14 . . . . ... ... ... ... ... 18 %.
16a 331/3% support test - 2013. If the organization did not check the box on line 43, and line 14 is 331/3% or more, check
this box and stop here. The organization qualifies as a publicly supported organization . . .. ... .. . o o o oo o' .. >
b 331/3% support test - 2012. If the organization did not check a box on line 13 or 16a, and line 15 is 331/3 % or more,
check this box and stop here. The organization qualifies as a publicly supported organization, . , . .. ........... »>
17a 10%-facts-and-circumstances test - 2013. 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, . .. ...... g G 0D00CGEOB00aoan00aa0Boa s .
b 10%-facts-and-circumstances test - 2012, 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 organizalion meets the "facts-and-circumstances® tesl. The organization qualifies as a publicly
supportedorganization. . . ... ... ... ... e, e N
18  Private foundation. If the organization did not check a box on line 13, 16a, 16b, 17a, or 17b, check this box and see
instructions , . .. ... JooooonocooSon NG Ga s B goDoODocODGOGANNoooOGo oA >|:|
Schedule A (Form 880 or 890-EZ) 2013
JSA
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THE GOOD SAMARITAN HOSPITAL OF MARYLAND,

Schedula A {Form 890 or §90-E2) 2013

INC.

52-05921607

Page 3

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

{Complete only if you checked the box on line 9 of Part | or if the organization failed to qualify under Part Il

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

Section A. Public Support

Calendar year (or fiscal year beginning In) »

1

Ta

Gifls, grants, contributions, and membershlip fees
raceived. {Do not include any "unusual granis.”)

Gross receipts from admissions, marchandise

sold or services perfoomed, or facililles

furnished in any activity that Is related to the

orpanization's tax-exempt purpese | |
Gruss receipts from activities that are not an
unralated trade or business under section 513 |
Tax revenues levied for  the
organization's benefit and either paid
to or expended on its behalf | |
The wvalue of serices or facilities
furnished by a governmental unit io the
organization without charge
Total. Add lines 1 through5_ . .
Amounts included on lines 1, 2, and 3
raceived from disqualified persons . . . .
Amounts fncluded 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
Addlines 7aand 7b. « 4 o 4+ 4 4 0 0 ..
Public support (Subtract line 7¢ from

ling6.) . ....

{a) 2009

{b) 2010

{c) 2011

(d) 2042

(e) 2013

{f) Total

Section B. Total Support

Calendar year {or fiscal year beginning in) M

{a) 2009

{b) 2010

{c) 2011

{d) 2012

(e) 2013

{f) Total

9 Amountsfromline&, ., ... ......
10a Gross income from interest, dividends,
payments received on securities loans,
rents, royalties and income from similar
SOUMCES . . . v v v v s v n s s s s oo
b Unrelated business taxable income (less
section 511 1axes) from businesses
acquired after June 30, 1975 | | | |
¢ Addlines10aand 10b , ., . ...
11 Net income from unrelated business
activittes nol Included in line 10b,
whether or not the business is regularly
carrledon « s ¢« o 5 5 s 6 s 04 s e e
12 Other income, Do nol include gatn or
loss from the sale of capilal assels
(ExplaininPart V) ., ., ... ... oo
13 Total support. (Add lines 9, 10¢, 11,
andi2) . ... .. ... .. Ce
14  First five years. If the Form 990 Is for the organization's first, second, third, fourth, or fifih tax year as a section 501{c)(3)
organization, check this box and StOP RBIE ., . v v v s 4 v 4 & 4 o ¢ 4 4 4 4 6 & o 4 4 6 o o = s o o o o = o o o o s o s s o o e s » I__l
Section C. Computation of Public Support Percentage
16 Public support percentage for 2013 (line 8, column (f) divided by line 13, column {)), . _ . . . . . . ... .. 15 %
18  Public suppori percentage from 2012 Schedule A, Part 11, in@ 15. . . « . . .« 4t v o s v e o o s v o o o 16 %
Section D. Computation of Investment Income Percentage
17  Investment income percentage for 2013 (line 10c, column (f} divided by line 13, column {f}) , . . . ... ... 17 %
18 Invesiment income percentage from 2012 Schedule A, PartILline 17 | . . . . . . . 0 s o e e e e e u i 18 %
19a 331/3% support tasts - 2013. If the organization did not check the box on line 14, and line 15 is more than 331/3%, and line
17 {5 not more than 331/3%, check this box and stop here. The organization gualifies as a publicly supported orpanization P
b 331/3% support tests - 2012. If the organization did not check & 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 llne 14, 19a, or 18b, check this box and see instructions P

JSA
JE1221 1.000
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THE GOOCD SAMARITAN HOSPITAL OF MARYLAND, INC. 52-0581607
Schedule A (Form 990 or 990-E2) 2013 Page 4

Supplemental Information, Provide the explanations required by Part I, line 10; Part Il, line 17a or 17b;
and Part Ill, line 12. Also complete this part for any additional information, {See instructions).

JSA Schedule A (Form 890 or 890-E2) 2013

3E1225 2 000
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Schedule B Schedule of Contributors OMB No, 1545 0047
{Form 890, 990-EZ,

S'a?:;;':ﬁ.'onne S— » Attach to Form 990, Form 990-EZ, or Form §80-PF. 2@ 1 3
Inlaprnal Revenue Service o/ P Information about Schedule B {Form 980, 990-EZ, or 990-PF) and Its instructlons is at www.lrs.gov/formg90.

Name of the organization Employer [dentification number
THE GOOD SAMARITAN HOSPITAL OF MARYLAND, INC.

52-0591607

Organization type (check one):

Fllers of: Saction:

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

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

|:| 501(c){3) taxable private foundation

Check if your organization is covered by the General Rule or a Special Rule.
Nota. 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 980, 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

D 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 980, Part VIII, line 1h, or (ii) Form 990-EZ, line 1.
Complete Parts | and Il

D 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 cruelly to children or animals. Complete Parts |, Il, and [l

|:] For a section 501(c)(7), (8), or {10) organization filing Form 990 or 990-EZ that received from any one contributor,
during the year, contributions for use exclusively for religious, charitable, etc., purposes, bul 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, ete., 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 >3

LI T T R O T R T R e ——— - ————

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 its
Form 990-PF, Part |, line 2, to certify that it does not meet the filing requirements of Schedule B (Form 990, 990-EZ, or 990-PF).

For Paperwork Reductlion Act Notice, sea tha Instructlons for Form 980, 990-E2Z, or 990-PF, Schedule B (Form 980, 990-EZ, or 890-PF) (2013)

JSA

31251 1.000
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Schedule B {Form 890, 990-EZ, or 880-PF) (2013}

Name of organization THE GOOD SAMARITAN HOSPITAL OF MARYLAND, INC.

Page 2

Employer 1dentification number
52-0581607

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

{a)
No.

(b)

Name, addrass, and ZIP + 4

(c)
Total contributions

(d)
Type of contribution

200,000.

Parson
Payroll
Noncash

(Complete Part Il for
noncash contributions.}

(a)
No.

{b)
Name, address, and ZIP + 4

(e}
Total contributions

{d)
Type of contribution

100, 000.

Person
Payroll
Noncash

{Complete Part Il for
noncash contributions.)

(a}
No.

{b)
Name, address, and ZIP + 4

(c)
Total contributions

{d)
Type of contribution

Person
Payroll
Noncash

{Completa Part Il for
noncash contributions.)

{2}
No.

(b}
Name, address, and ZIP + 4

(c)

Total contributions

(d}
Type of contribution

Person
Payroll
Noncash

{Complete Pari Il for
noncash contributions.)

(a)
No.

(b}

Name, address, and ZIP + 4

{c)
Total contributions

(d)
Type of contribution

15,000.

Person
Payroll
Noncash

{Complete Part It for
noncash contributions.}

(a)
No.

(b}

Name, address, and ZIP + 4

()

Total contributions

(d)
Type of contribution

Parson
Payroll
Noncash

{Complete Part |! for
noncash contributions.)

JSA

JE1253 1.000

05462X 2502 vV 13-7.15

Schedute B (Form 990, 980-EZ, or 990-PF) (2013)

1793298
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Schedule B (Form 930, 990-E2, or 890-PF) {2013}

Name of organization THE GOQOD SAMARITAN HOSPITAL OF MARYLAND, INC.

Paga 2

Employer Identification number

52-0591607

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

(a) {b) (c) {d)
Na. Name, address, and ZIP + 4 Total contributions Type of contribution
N Person
Payroll
VeV SN — oo 10.000. Noncash
(Complete Part Il for
__________________________________________ nencash contributions.)
{a) (b) {c) {d)
No. Name, address, and ZIP + 4 Totatl contributions Type of contribution
e B | Person
Payroll
e ————— e e—m———___210,000. Noncash
{Complete Part Il for
__________________________________________ noncash contributions.)
(a) (b} {c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
e D o e Person
Payroll
————— e ———— demmmemeeon22000: 1 Noncash
{Complete Part Il for
__________________________________________ noncash contributions.)
(a) (b} {c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
B L Person
Payroll
R . e ___3.000. Noncash
{Complete Part Il for
__________________________________________ noncash contributions.)
(a) (b} {c) (d}
No. Name, address, and ZIP + 4 Total contributions Type of contribution
s | s e Person
Payroll
__________________________________________________________ Noncash
{Complete Part |l for
__________________________________________ noncash contributions.)
{a) (b} {c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
5 0 3 05| | T e e Parson
Payroll
__________________________________________________________ Noncash
{Complete Part [l for
__________________________________________ noncash contribulions.)
JSA Schedule B {Form 890, 890-EZ, or 830-PF) (2013)
JE 1253 1.000

05462X 2502 vV 13-7.15

1793298

PAGE 22



Schedule B (Form 950, 990-£2, or 990-PF} (2013)

Page 3

Name of organization THE GOOD SAMARITAN HOSPITAL OF MARYLAND, INC.

Employer Identification number

52-0591607

ZEIT  Noncash Property {see instructions). Use duplicate coples of Part Il if additional space is needed.

(a) No. ¢

P (o) & ()
Description of noncash property given FMV {or estimate) Date raceived

Part | - property ¢ {see instructions) ala recelve

(a) No. (c)
f {b) {d)

rom Description of noncash property given FMV (or estimate) Dat ived
Part | P property give {see instructions) ate recelve

(a) No. ()
f {b) (d)

rom Description of noncash property given Ivi(cgsstimate) Date received
Part | P praperty g (see instructlons)

(a) No. (c)

¢ (b) (c)

rom Description of noncash property gi EMV (or eatimata) Dat: ived
Part | P ne property given (see instructions) ate recelve

{a) No. (c)
from (b) FMV (or estimats) ()
Description of noncash property given Date received
Part | (see instructions)

{a) No. {c)
. (b) (d)

" Dascription of noncash property given FMV (or estimats) Date received
Part | p proparly ¢ (see instructions) ) recaive

JSA Schedule 8 (Form 980, 980-EZ, or 890-PF) (2013)

AE1254 1,000
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Schedule B (Form 990, 590-EZ, or 890-PF) {2013}

Page 4

Name of organization THE GOOD SAMARITAN HOSPITAL OF MARYLAND, INC.

Employer identification number
52-0591607

Exciusively religious, charitable, etc., individual contributions to section 501(c)(7), (8), or (10) organizations
that total more than $1,000 for the year. Complete columns (a) through {e) and the following line entry.

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 lll if additional space is needed.

{a) No.
from
Part |

{b) Purpose of gift

{c) Usa of gift

{a} No.
from
Part |

{a) No.
from
Part |

{a) No.
1;n::_ltnl {b) Purpose of gift (c) Use of gift {d) Description of how gift Is held
a
{e) Transfer of gift
Transferee's name, address, and ZIP + 4 Relatlonship of transferor to transferee
JSA Schedule B (Form 980, 980-EZ, or 890-PF) (2013)
3E 1265 1.000
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I OME No. 1545-0047

e Lot Supplemental Financial Statements

(Form 990) » Complate if tha organization answered "Yes,” to Form 990,

Part IV, line 6, 7, 8, 8, 10, 113, 11b, 11¢, 11d, 11e, 11f, 123, or 12b.
Depariment of the Freasury P Attach to Form 990, Open to Public
Internal Revenue Service P Information about Schedule D {(Form 880) and its instructions Is at www.irs.gov/form9%0, Inspection
Name of the organization Employer identification number
THE GOOD SAMARITAN HOSPITAL OF MARYLAND, INC. 52-0591607

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

{a) Donor advised funds {b) Funds and other accounts
1 Total number atendofyear .. .........
2 Aggregate contributions to (during year) . . . .
3  Aggregate grants from (during year). ... ...
4  Aggregate value atendofyear. .. .......
§ Did the organization inform all donors and donor advisors in writing that the assets held in donor advised
funds are the organization's property, subject to the organization’s exclusive legalcontrol? . . ... ... ... D Yes D No
6  Did the organization inform all grantees, denors, and donor advisors in wriling 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? . . . . . ... ..... JooonDODOoOoO0nnoooonooDa0 00 D Yas D No
mrg\servation 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 tha Tax Year
a Total number of conservalioneasements . . . .. ... .. 0 ittt sttt 2a
b Total acreage restricted by conservationeasements . . . . . ... v v v v v vt u et e 2b
¢ Number of conservation easements on a certified historic structure includedin (@). . . . . . 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 . v v v v i v v v o e e oo s e s e 2d
3 Number of conservation easements modified, transferred, released, extinguished, or terminated by the organization during the
taxyear » _ _ __ __ o _____

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

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

violations, and enforcement of the conservation easementsitholds? .. ... .. DeoO0CO0O00O0AOodOSaa . D Yes |:| No
6  Staff and volunteer hours devoled to monitoring, inspecting, and enforcing conservation easements during the year

»
7 Amount of expenses incurred in monitoring, inspecting, and enfarcing 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)
(i) and section 170()BY? . . . . ... . ... e Eves Lo
9 In Part Xlll, describe how the organization reporis conservalion easements in ils revenue and expense statement, and
balance sheet, and include, if applicable, the text of the footnote o the organization's financial statements that describes the
organization's accounting for conservation easemenis.
Organizations Maintaining Collections of Art, Historical Treasures, or Other Similar Assets,
Complete if the organization answered "Yes" to Form 990, Part IV, line 8.
1a |If the or?anization elected, as permitted under SFAS 116 (ASC 958), not to report in its revenue statement and balance sheet

works of art, historical treasures, or other similar assels held for public exhibition, education, or research in furtherance of
public service, provide, in Part XllI, the text of the footnole to its financial statements that describes these items.

b If the organization elected, as permitted under SFAS 116 (ASC 958), to report in ils 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:

() Revenues included in Form 890, Part VIILlINE 1 . v ¢ v v v v v v v e e it e e et e annnnnn . >3
(1) Assetsincluded in Form 990, Part X .« v v v v o it ot b e et e e . S __IEL

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

a Revenuesincluded in Form 880, Part VIILENE 1 , . . . . o . v it i i e et et et ean .. PSS iEE
b Assels included in Form 990, Part X o v o o v v v 0 e v i e e e e e e e h e e e e e e Qoo Ak
For Paperwork Reduction Act Notice, see the Instructions for Form 980. Schadule D {Form 980) 2013
JSA
3E1266 2 000
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THE GOOD SAMARITAN HOSPITAL OF MARYLAND, INC. 52-0591607
Schedule D (Form 8303 2043 Page 2

GELAIl Organizations Maintaining Collections of Art, Historical Treasures, or Other Similar Assets (continued)

3 Using the organization's acquisilion, accession, and other records, check any of the following that are a significant use of its
collection items {check ali that apply):

a Public exhibition d B Loan or exchange programs
b Scholarly research e Ower_______
¢ Preservation for future generations SRS
4 Provide a description of the organization's collections and explain how they further the organization's exempt purpose in Part
XL

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

Escrow and Custodial Arrangements. Complete if the organization answered "Yes” to Form 990, Part IV, line 9,
or reported an amount on Form 980, Part X, line 21,

1a Is the organization an agent, trustee, custodian or other intermediary for contributions or other assels not
included on Form 990, Part X? Cves [ ne

--------------------- LI T R R R R

b I "Yes,” explain the arrangement in Part Xlll and complete the following table:

Amount
c Beginningbalance . . .. ..t vttt it s e e e i e e .. |1e
d Additionsduringtheyear . ... .. .. ...ttt entnncennn .. |1d
e Distributionsduringtheyear. . . . . . .« ot it it ittt it n v e N
f Endingbalance . . . . . .« .t i vt ittt e e e Sooooooo il
2a Did the organization include an amount on Form 980, Part X, line21? . . . . .. ... ... ... . |_] Yes No

b If "Yes," explain the arrangement in Part Xlil. Check here if the explanation has been provided inPart Xlll, , . ... ...

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

1a Beginning of year balance . . . .
b Contributions . . . ... o000
¢ Net investment earnings, gains,

andlosses. . . .. v h v e e e
d Grants or scholarships . ... ..
e Other expenditures for facilities

andprograms. . « . v« v 2« ..
f 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. %

b Permanent endowment p %

¢ Temporarily restricted endowment p. %

3a Are there endowment funds not in the possession of the organization that are held and administered for the

organization by: Yes | No
{i) unrelated organizations, ., . ... ...... Do 00C000000000Ga 0000006000000 0000 0 3a(l)
{iyrelatedorganizations . . . . . ... .................. O < 11D

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

4 Describe in Part Xl the intended uses of the organization’s endowment funds.

Land, Buildings, and Equipment. _ ,
Complete if the organization answered "Yes" to Form 990, Part IV, line 11a. See Form 990, Part X, line 10.

Description of property (a) Cost or other basis | (b} Cost or other basis (€} Accumulaled {d) Book value
{invesiment) {other) daeprecialion
1a Land. « v v o o 0t v o b v b e maa e e
b Buildings - « ¢« ¢« ¢« v v s v o i v 64,596,408.| 38,410,081, 26,186,328.
¢ lLeasehold improvements. - . . . . . ... 891, 915. 377,084. 514,831.
d Equipment « « ¢« v vt i i i i e e 111,745,262.| 85,374,869, 26,370,393,
a Other + .« v v v v i it i i i e e 61,268,310.| 37,330,132, 23,938,178,
Total. Add lines 1a through 1e. {Column (d} must equal Form 990, Part X, column (B}, line 10(c).). . . . . . » 77,009,730,

Schedule D (Form 990} 2013

J5A
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THE GOOD SAMARITAN HOSPITAL OF MARYLAND,

Schedule D (Form 990) 2013

INC.

52-0591607
Page 3

EURYUE  Investments - Other Securities.

Complete if the organization answered "Yes" to Form 980, Part IV, line 11b. See Form 990, Part X, line 12.

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

(b) Book value

{c) Method of valuation:
Cost or end-of-year market valug

Total. (Column {b) must equal Form 890, Part X, col. (B} line 12.) P

Investments - Program Related.

Complete if the organization answered "Yes" to Form 990, Part IV, line 11¢. See Form 990, Part X, line 13.

{a} Description of invesiment

{b} Book value

{e) Method of valuation:
Cost or end-of-ysar market value

()

(2)

(3)

4

(5)

(6)

@)

(8)

(9

Total. {Column (b) must equal Form 890, Part X, col. (B) line 13.)

Other Assets.

Complete if the organization answered "Yes" to Form 990, Part IV, line 11d. See Form 990, Part X, line 15.

{a) Description {b) Book value

{(1)INTEREST IN THOMAS O'NEILL
{2) CATHOLIC HEALTH CARE FUND 64,895,210,
(3)OPTICN IT ASSET 634,187.
(4)OTHER ASSETS 250,831.
(5)
(6)
(7)
(8)
(9)

Total. (Column (b) must equal Form 990, Part X, col. (B) ine 15.}, . . . . v v v v v i e s ot e n e o n e e eee » 65,780,228.

Other Liabilities.

Compiete if the organization answered "Yes" to Form 990, Part IV, line 11e or 11f. See Form 990, Part X,

line 25.
1. {a) Description of liability {b} Book value
(1) Federal income taxes
{2)ADVANCES FROM 3RD PARTY PAYORS 6,704,512.
{3)ASBESTOS ABATEMENT LIABILITY 2,773,906.
{4)STOCK OPTION PLAN 563,077,
{5)WORKERS COMP 2,643,663,
(6) CREDIT BALANCE PATIENT A/R 1,137,341.
(7YDEFERRED COMPENSATION LIABILITY 225,831.
{8) INTERCOMPANY DUE TO 196,270,
{9)OTHER LIABILITIES 7,745,314.
Total. (Column (b} must equal Form 990, Part X, col, (B} line 25.) » 21,990,614.

2. Liability for uncertain tax positions. In Part XllI, provide the text of the foolnote 1o the organizalion’s financial statements that reports the
organization’s liabllity for uncertain tax positions under FIN 48 (ASC 740), Check here if the lext of the footnote has been provided in Part Xl

454
3E1270 1.000
05462X 2502

vV 13-7.15

1793298
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THE GOOD SAMARITAN HOSPITAL OF MARYLAND, INC.
Schedule D (Form 930) 2013

52-0591607

Page 4

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

Complete if the organization answered "Yes" to Form 990, Part IV, line 12a.

1 Total revenue, gains, and other support per audiled financial statements . _ . . .. ... ... 1
Amounts included on ling 1 but not on Form 990, Part VIII, line 12:

a Netunrealized gainsoninvestments _ . . ... ............ | 23

b Donated services and useof facilites _ . . ... ............ | 2b |

¢ Recoveriesofprioryeargrants . . .. .. ... ... 2¢

d Other (DescribeinPartXil) . . . ... ........... 2d

e Addlines 2athrough2d . . . . ... ............ e |20
3 Sublractline2e fromlinet . ., . ... .................... C e 555550 k]
4  Amounts included on Form 980, Part VIl line 12, but not on line 1:

a Investment expenses not included on Form 990, Part VIll, line 7b | _ . 4a

b Other (DescribeinPartXUL) . . ... .............. 4b

c Addlinesdaanddb L. 4c

5  Total revenue. Add lines 3 and 4¢. {This must equal Form 990, Part I, line 12.)

.............

5

Reconciliation of Expenses per Audited Financial Statements With Expenses per Return.

Complete if the organization answered "Yes" to Form 990, Part IV, line 12a.

1  Total expenses and losses per audited financial statements

1
Amounts included on line 1 but not on Form 990, Part IX, line 25: ooy
a Donated services and use of facilites . 2a
b Prior year adjustments o . o " [2b
¢ Otherlosses  ~ 11T TTTTTiirirrioeieaseess R
d Other (DesciibenPartiilj ~ 77Tty
e Add lines 2a through 2d o R )
3 Subtractline2e fromline . . C ...l . ... . i s
4  Amounts included on Form 990, Part IX, line 25, but not on line 1:
a Investment expenses not included on Form 990, Part Vill, line 7b 4a
b Other (Describe in Part XIil.) R
¢ Add lines 4a and 4b 4c
5  Total expenses. Add lines 3 and 4c. (This must equal Form 990, Pari{ line 18). . . . . .. ... |5

Supplemental Information.

Provide the descriptions required for Part (I, lines 3, 5, and 9; Part Ill, lines 1a and 4; Part IV, lines 1b and 2b; Part V, line 4; Part X, line

2, Part X, lines 2d and 4b; and Part X, lines 2d and 4b. Also complete this part to provide any additional information.

S BBE BAGE 5 e e e
JSA Schedute D (Form 890) 2013
3E1271 1,000
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Schedule O (Form §50) 2013 THE GOOD SAMARITAN HOSPITAL OF MARYLAND, INC. 52-0591607 Page §
=la® Al Supplemental Information (continued)

FIN 48 FOOTNOTE

SCHEDULE D, PART X

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

30, 2014.

Schedule D {Form 880) 2013

JSA
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SCHEDULE H Hospitals l OMB No. 1545-0047

(Form 990)
» Complete if the organization answerad “Yes" to Form 880, Part IV, quastion 20,

Attach to Form 980. P See separate instructions. i
ﬂ?ﬁ;’;{“@;‘,}e‘,’,ﬂg’:ﬂz“” P Information ahm: Schedule H (Form 980) and s I':lsm.ll:llons is at www./rs.gov/form390. %Z?)r;:;%s: olie
Name of the organization Employer Identification number
THE GOOD SAMARITAN HOSPITAL OF MARYLAND, INC. 52-0591607
Financial Assistance and Certain Other Community Benefits at Cost

Yes| No
1a Did the organization have a financial assistance policy during the tax year? If "No,” skip to question6a . . .. .... |1a]lX
b If"Yes,"was Rawnhttenpolicy?. « « - + v v v v v v v oo e ts et e e O I | 1 S
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.
Appilied 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) as a factor in determining eligibility for providing
free care? If "Yes,” indicale which of the following was the FPG family income limit for eligibility for free care: |3a |X
100% 150% 200% Other %
b Did the organization use FPG as a faclor in determining eligibility for providing discounted care? If "Yes," L
indicate which of the following was the famiiy income limit for eligibility for discounted care: , , ., ... ... ... 1 3p | X
200% EI 250% 300% t] 350% 400% Other %
¢ If the organization used faclors other than FPG in determining 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, as a factor in determining eligibility
for free or discounted care.
4 Did the organization's financial assistance policy that applied 1o the largest number of its patients during the
tax year provide for free or discounted care to the "medically indigent™?, , . . . . . . .. ... .. ... .. .. ... 41X
S5a Did the organization budget amounts for free or discounted care provided under its financial assistance policy during the lax year? S5aj X
b If "Yes," did the organization's financial assistance expenses exceed the budgetedamount? . . . . . . . .. .. ... 5bl X
c If "Yes® to line 6b, as a result of budget considerations, was the organization unable to provide free or
discounted care to a palient who was eligible for free or discountedcare? . . . . . . . . .. . i i .. Sc X
6a Did the organization prepare a community benefil report during thetaxyear? .. . .. . .. oot i it vt e v .. 6a | X
b If "Yes," did the organization make it availabletothe public? . . . « . ¢ o v 4 o v i i i i e e e e et e e e 6b} X
Complete the following table using the worksheets provided in the Schedule H instructions. Do not submit
these worksheets with the Schedule H.
7__ Financial Assistance and Certain Other Community Benefits at Cost
Wanns Tastod Govemment | ooier | Chere | PGy [ OPmae [ e | M
Programs forlona) | f(optional) expense
a Financlal Assistance at cost
(from Worksheet 1) - « .+ + 5,686,617, 5,686,617. 1.84
b Medicaid (from Worksheet 3,
COlUMNA) + v + o o o v o
€ Costs of other means-tested
government programs (from
Worksheet 3, column b) | |
d Total Financial Assistance and
Means-Taestad Government
Programs .« « + - - - - . 5,686,617, 5,686,617. 1.84
Other Benefits
a C ity health impr
o oo ) - 1,157,460. 47,889. 1,109,571, .36
f Health professions education
(from Worksheet §) - . . . 8,172, 088. 8,172,088. 2.65
g Subsidized health senices (from
WOrkshestB)s « « + + o o 29,122,684. 23,492,872. 5,629,812. 1.82
h  Research {from Worksheet 7)
| Cash and in-kind contributions.
m'ofgmg';fbf‘fm-ﬂ*fm_ o 35,686. 2,000. 33,686. .01
| Total. Other Benefils - - - . 38,487,918. 23,542,761, 14,945,157, 4.84
k_ Total. Add lines 7d and 7). . 44,174,535, 23,542,761, 20,631,774. _ 6.68
For Paperwork Reduction Act Nolice, see the Instructions for Form 890, Schedule H (Form 980) 2013
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THE GOOD SAMARITAN HOSPITAL COF MARYLAND, INC. 52-0591607

Schedule H {Form 990) 2013 Page 2
Community Building Activities Complete this table if the organization conducted any community building

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

{a) Number of| (b} Persons {c) Total community (d) Direct offselting {8} Nat community (N Percant of
aclivities or served buliding expensa revenua building expense total expense
programs {optianal)
{optional)

1_Physical improvements and housing
Econcmic development

Community support 708, 936. 358,944. 349,992, .11
Environmantal improvements
Leadership development and

o & (L M

raining for communiy members

Coalitlon building

7 Community health improvement

advocacy 26,385. 26,385, .01
8 Workforce development 1l4,462. 14,462, .01
8 Other
10 Total 749,783, 358,944. 390,839. .13
Bad Debt, Medicare, & Collection Practices
Sectlon A. Bad Debt Expense Yas | No
1 Did the organization report bad debt expense in accordance with Healthcare Financial Management Association
StatementNo. 157, . ... .. 500000000000 AS o000 000R00060000a0000 e T S
2 Enter the amount of the organization's bad debt expense. Explain in Part VI the
methodology used by the organization to estimate this amount, , , ., , ... .. .. 2 11,707,414.

3 Enter the estimated amount of the organization's bad debt expense atiributable to
patients eligible under the organization's financial assistance policy. Explain in Part Vi
the methodology used by the organization to estimate this amount and the raticnale,
if any, for including this portion of bad debt as community benefit. | _ . . . . .. L3
4 Provide in Part VI the text of the footnote to the organization's financial statemenls that describes bad debt
expense or the page number on which this footnote is contained in the attached financial statements.
Section B. Medicare
§ Enter total revenue received from Medicare (includingDSHandIME) .. ........|8
6 Enter Medicare allowahle cosis of care relating to paymentsonline5 . . . . ... ...
7 Subtract line 6 from line 5. This is the surplus (orshortfall) , . . . ... .. .o ... |7
8 Describe in Part VI the extent to which any shortfall reported in line 7 should be treated as community
benefil. Also describe in Part VI the costing methodology or source used to determine the amount reported
on line 6. Check the box that describes the method used:
Cost accounting system Cost to charge ratio l:] Other
Section C. Collection Practices

9a Did the organization have a written debl collection policy during the taxyear?. . . . .. ... ... v v v o .. .|l ga i X
b )f "Yes,” did the organization's collection policy that applied to the largest number of ils patients during the tax year contain provisions on the
collaction praclices to be followsed for patlents who are known to qually for financial assistance? DescribeinPadd Vi , , . . ., . . e as e .l 9B 1 X
Management Companles and Joint Ventures {owned 0% or mors by officers, direciors, trustees, key employees, and physiclans ~ ses Instructions)
{a) Name of entity (b} Description of primary {c) Organization's {d) Officers, direciors, | ({e) Physicians'
activily of entily profit % or stock trustees, or key profit % o stock
ownership % employees’ profit % ownership %
or stock ownership %

1

2

3

4

5

]

7

8

9
10
11
12
13
- PR, Schedula H (Form 990) 2013
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THE GOOD SAMARITAN
Schedula H (Form 890} 2013

HOSPITAL OF

MARYLAND, INC.

52-0591607

Page 3

Facility Infformation

Saction A. Hospital Facilities

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

How many hospital facilities did the organization operate
during the taxyear? __1

Name, address, primary website address, and state license
number

fendsoy pasuesy)

[EBINS 3 [ENPOW [RIBUSD

Jendsoy suapayd

|exdsoy Buppes)

(ENdsoy SSB00E [EamD

Aupoe) yueesey

sunoy pZ-y3

Jopo-u

Other (describe)

Facility
reporiing
group

1 MAIN HOSPITAL BUILDING

5601 LOCH RAVEN BLVD

BALTIMORE MD 21239

10

JSA
3£1286 2.000
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THE GOOD SAMARITAN HOSPITAL OF MARYLAND, INC. 52-05321607

Schedule H (Form 990) 2013 Page 4
Facility Information (confinued)
Section B. Facility Policies and Practices
{Complete a separate Section B for each of the hospital facilities or facllity reporting groups listed in Part V, Section A)
Nama of hospital facility or facility reporting group MAIN HOSPITAL BUILDING
If reporting on Part V, Section B for a single hospital facility only: line number of
hospital facility (from Schedule H, Part V, Section A) 1
Yes | No
Community Health Needs Assessment {Lines 1 through Be are optional for lax years beginning on or before March 23, 2012)
1 During the tax year or either of the two immediately preceding tax years, did the hospital facility conduct a
community health needs assessment (CHNA)? If "No,” skipto line 9., . . . ...... et e e e e e e 1 X
i "Yes," indicate what the CHNA report describes {check all that apply):
a | X| A definition of the community served by the hospital facility
b | X| Demographics of the community
¢ L Xl Existing health care facilities and resources within the community that are available to respond to the
___ health needs of the community
d | X| How data was obtained
@ | _X]| The health needs of the community
f | Xl Primary and chronic disease needs and other health issues of uninsured persons, low-income persons,
and minority groups
[+] The process for identifying and prieritizing 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
i L] Other (describe in Section C)
2 Indicate the tax year the hospital facility last conducted a CHNA: 20 11
3  In conducting its most recent CHNA, did the hospital facility take inio account input from persons who
represent the broad inlerests of the community served by the hospital facility, including those with special
knowledge of or expertise in public health? If "Yes,” describe in Section C how the hospital facility took into
account inpul from persons who represent the community, and identify the persons the hospital facility
consulted | , .. ... ... ... e e e e e e e e 3 1 X
4  Was the hospital facility's CHNA conducted with one or more other hospital facilities? If "Yes," list the other
hospital facilities in SectionC . , . ... ....... e e e e e e e e e e 4 X
5  Did the hospital facility make its CHNA report widely available tothepublic? . , . . ... ... ......... § 1 X
If "Yes," indicate how the CHNA report was made widely available {check all that apply):
a Hospital facility's website (list unl): _WWW.MEDSTARGOODSAM . ORG
b Other website (list url):
c Available upon request from the hospital facility
d Other {describe in Section C}
6 If the hospital facility addressed needs identified in its most recently conducled CHNA, indicate how (check
all that apply as of the end of the tax year):
a X| Adoption of an implementation strategy that addresses each of the communily health needs identified
___through the CHNA
b | X] Execution of the implementation strategy
¢ | X]| Participation in the development of a community-wide ptan
d | X| Participation in the execution of a community-wide plan
e | X|Inclusion of a community benefit section in operational plans
f [ X| Adoption of a budget for provision of services that address the needs identified in the CHNA
g |_X| Prioritization of health needs in its community
h [ X! Prioritization of services that the hospital facility will undertake to meet health needs in its community
i L_J Other {describe in Section C)
7 Did the hospital facility address all of the needs identified in ils most recently conducted CHNA? If "No,”
explain in Section C which needs it has not addressed and the reasons why it has not addressed such needs . 7 | X
8a Did the organization incur an excise tax under section 4959 for the hospital facility's failure to conduct a
CHNA as required by section 501(N(3)? . . .. . ... .. e e e e e 8a X
b If "Yes" to line 8a, did the organization file Form 4720 to report the seclion 4959 excisetax? ., . . .. ... .. 8b
¢ If "Yes" to line 8b, what is the total amount of section 4959 excise tax the organization reported on Form
4720 for all of its hospital facilities? $

Scheduls H {Form 990} 2013
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THE GOOD SAMARITAN HOSPITAL OF MARYLAND, INC,. 52-0591607

Schedule H {Form 930) 2013 Page 5
Facility Information (conlinued)
Financial Assistance Policy MAIN HOSPITAL BUILDING Yes | No
Did the hospital facility have in place during the tax year a wrilten financial assistance policy that:
9  Explained eligibility criteria for financial assistance, and whether such assistance includes free or discounted
-7 S e, 9 | X
10  Used federal poverly guidelines (FPG) to determine eligibility for providing freecare? . .. . ... ... .. .. 10 | X
If “Yes," indicate the FPG family income limit for eligibility for free care: 2 2 0 9
If "No," explain in Section C the criteria the hospital facility used.
11 Used FPG to determine eligibility for providing discountedcare?. . . . . . v v v v v v vnensvswan.. 111X
If "Yes," indicate the FPG family income limit for eligibility for discounted care: 4. 0 0 o
If "No," explain in Section C the criteria the hospital facility used. ]
12 Explained the basis for calculating amounts charged topatients? . - « v v v v v v v v v v v v v v vresso. 121X
If "Yes," indicate the factors used in determining such amounts (check all that apply}):
a | X| Income leve!
b | X| Assellgvel
¢ | X[ Medical indigency
d | X| Insurance stalus
e | X| Uninsured discount
f | X| Medicaid/Medicare
g || Stateregulation
h | | Residency
i |__] ©Other(describe in Section C)
13 Explained the method for applying for financial assiStance?. « « « « ¢ v ¢ vt v v vttt vt e e e a e e 13} X
14 Included measures to publicize the pelicy within the community served by the hospltal facility? , . . ...... 14 | X
If "Yes," indicate how the hospital facility publicized the policy (check ali that apply):
a | X| The policy was posted on the hospital facility’s website
b [__| The policy was attached to billing invoices
¢ [ X]| The policy was posted in the hospital facility's emergency rooms or waiting rcoms
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 Section C)
Billing and Collections
15  Did the hospital facility have in place during the tax year a separate billing and collections policy, or a writlen
financial assistance policy (FAP) that explained actions the hospital facility may take upon non-payment? , . . . 151 X
16  Check all of the following actions against an individual that were permitlted under the hospital facility's
policies during the tax year before making reasonable efforts to determine the individual's eligibility under the
facility's FAP:
a | | Reporting to credit agency
b |_ | Lawsuits
¢ |_| Lienson residences
d | | Body attachments
@ |__] Ofthersimilar actions (describe in Section C}
17  Did the hospital facility or an authorized third party perform any of the following aclions during the tax year
before making reasonable efforts to determine the individual's eligibility under the facility's FAP? , . . .. ... 17 X
If "Yes,” chack all actions in which the hospital facility or a third party engaged:
a | | Reporting to credit agency
b | | Lawsuits
¢ | | Liensonresidences
d | | Bodyattachments
[ Other similar actions (describe in Section C) g
Schedule H (Form 890) 2013
JEA

JE1323 1.000

05462X 2502 VvV 13-7.15 1793298

PAGE 34



THE GOOD SAMARITAN HOSPITAL OF MARYLAND, INC. 52-0591607
Schedule H (Form 990) 2013 Page 6
Facility Information (confinued) __ MAIN HOSPITAL BUILDING
18  Indicate which efforts the hospital facility made before initiating any of the actions listed in ling 17 (check all that apply):
Notified individuals of the financial assistance policy on admission
Notified individuals of the financial assistance policy prior to discharge
Notified individuals of the financial assistance policy in communications with the individuals regarding the individuals® bilis
Documented its determination of whather individuals were eligible for financial assistance under the hospital facility's
financial assistance policy
e D Other (describe in Section C)
Policy Relating to Emergency Medical Care

oo oo

Yes| No

19  Did the hospital facility have in place during the tax year a written policy relating to emergency medical care
that requires the hospital faciiity 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
i "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 Section C)
d D Other (describe in Section C)
Changes to Individuals Eligible for Assistance under the FAP (FAP-Eligible Individuals)

20 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 E' The hospital facility used the average of its three lowest negotiated commercial insurance rates when
calculating the maximum amounts that can be charged

c D The hospital facility used the Medicare rates when calculating the maximum amounts thal can be
charged

d EI Other {describe in Section C)

21 During the lax year, did the hospital facility charge any FAP-eligible individual to whom the hospital facility
provided emergency or other medically necessary services more than the amounts generally billed to
individuals who had insurance covering SUCR CaIE7, . . . . . . . v i s i vt v it ot ot r t et nn e ans o 21 X
If "Yes," explain in Section C.

22 During the tax year, did the hospital facility charge any FAP-eligible individual an amount equal to the gross
charge for any service provided to that individual? , ., , .., ............
If "Yes," explain in Section C.

22 X

..................

Schedule H {Form 990) 2013
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THE GOOD SAMARITAN HOSPITAL OF MARYLAND, INC. 52-0591607
Schedule H {Form 890) 2013 Page 7
Facility Information (continued)
Section C. Supplemental Information for Part V, Section B. Provide descriptions required for Part V, Section B, lines
1j, 3, 4, 5d, 6i, 7, 10, 11, 12i, 14g, 16e, 17e, 18e, 19c, 19d, 20d, 21, and 22. If applicable, provide separate descriptions
for each facility in a facility reporting group, designated by "Facility A," "Facility B,”" elc.

JSA Scheadule H {(Form 880) 2013
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THE GOOD SAMARITAN HOSPITAL OF MARYLAND, INC. 52-0591607
Schedule H {Form 990} 2013 Page B

Facility Information (continued)
Section D. Other Health Care Facilities That Are Not 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? 1

Name and address Type of Facility (describe}
1 TRANSITIONAL CARE AT GOOD SAMARITAN COMPREHENSIVE CARE FACILITY
5601 LOCH RAVEN BLVD
BALTIMORE MD 21239

10

Schedule H {Form 830) 2013
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THE GOOD SAMARITAN HOSPITAL OF MARYLAND, INC. 52-0591607
Schedule H (Form 890) 2013 Page 9
E1e8YN  Supplemental information

Provide the following information.

1 Required descriptions. Provide the descriptions required for Part |, lines 3c, 6a, and 7; Part Il and Part Ill, lines 2, 3, 4, 8 and
9b.

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

3 Patlent education of eligibility for assistance. Describe how the organization informs and educales patients and persons
who may be billed for patient care about their eligibility for assistance under federal, state, or local governmenl 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 hospital facilities or
other health care facilities further its exempt purpose by promoting the health of the community (e.g., open medical staff, community
board, use of surplus funds, etc.).

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

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

CHARITY CARE AT COST

PART I, LINE 7A

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

BREAKOUT ANY OFFSETTING REVENUE RELATED TO UNCOMPENSATED CARE.

UNREIMBURSED MEDICAID

PART I, LINE 7B

MARYLAND'S REGULATCORY 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

JEA Schedtile H (Form 980) 2013
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THE GOOD SAMARITAN HOSPITAL OF MARYLAND, INC. 52-0591607

Schedule H (Form 980) 2013 Page 9
CETSRYE  Supplemental Information

Provide the following information.

1

Required descriptions. Provide the descriptions required for Part |, lines 3¢, 6a, and 7; Part Il and Part lll, lines 2, 3, 4, 8 and
9b.

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

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

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

Promotion of community health. Provide any other information important to desceribing how the organization's hospital 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 surptus funds, etc.).

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

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

UNIQUE ALL-PAYOR SYSTEM INCLUDES A METHOD FOR REFERENCING UNCOMPENSATED

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

BREAKOUT ANY OFFSETTING REVENUE RELATED TO UNCOMPENSATED CARE. COMMUNITY

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

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

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

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

HOSPITALS THROUGH THE RATE-SETTING SYSTEM.

HEALTH PROFESSIONS EDUCATION

PART I, LINE 7F

MARYLAND'S REGULATORY SYSTEM CREATES A UNIQUE PROCESS FOR HOSPITAL

PRYMENT 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

JSA
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THE GOOD SAMARITAN HOSPITAL OF MARYLAND, INC. 52-0591607
Schedule H (Form 990) 2013 Page 9
25180  Supplemental Information

Provide the following information.

1 Required descriptions. Provide the descriptions required for Part |, lines 3¢, 6a, and 7; Part Il and Part lll, lines 2, 3, 4, 8 and
8b.

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

3 Patient education of eligibility for assistance. Describe how the organization informs and educates palients and persons
who may be billed for patient care abowt their eligibility for assistance under federal, stale, 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 imporlant to describing how the organization's hospital 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 alf states with which the organization, or a related
organization, files a community benefit report.

BREAKOUT ANY OFFSETTING REVENUE RELATED TO UNCOMPENSATED CARE.

BAD DEBT

PART III, LINE 4

MEDSTAR HEALTH AND ITS AFFILIATED ORGANIZATIONS REPCRT BAD DEBT EXPENSE
IN ACCORDANCE WITH ASU 2011-07, WHICH REQUIRES CERTAIN HEALTHCARE
ENTITIES TO CHANGE THE PRESENTATION OF THEIR STATEMENT OF OPERATIONS BY
RECLASSIFYING THE PROVISION FOR BAD DEBTS ASSOCIATED WITH PATIENT SERVICE
REVENUE FROM AN OPERATING EXPENSE TO A DEDUCTION FROM PATIENT SERVICE
REVENUE (NET OF CONTRACTUAL ALLOWANCES AND DISCOUNTS). HOWEVER, MEDSTAR
AND ITS AFFILIATED ENTITIES DO NOT MAKE A DETERMINATION AS TO WHETHER
SELF PRY AMOUNTS ARE COLLECTIBLE IN DETERMINING REVENUE RECOGNITION.
RESERVE MODELS, WHICH HAVE BEEN DEVELOPED BASED ON HISTORICAL COLLECTICN
RESULTS AND WHICH ARE ADJUSTED PERIODICALLY BASED ON ACTUAL COLLECTIONS
EXPERIENCE, ARE USED TO ESTIMATE UNCOLLECTIBLE AMOUNTS ACROSS ALL PAYORS
INCLUDING SELF PAY. BAD DEBT DETERMINATIONS ARE MADE ONLY AFTER
SUFFICIENT EVIDENCE IS OBTAINED TO SUPPORT THAT AN AMOUNT IS NOT

COLLECTIBLE

5 Scheduls H {Form 880) 2013
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THE GOOD SAMARITAN HOSPITAL OF MARYLAND, INC. 52-0591607

Schedule H (Form 990) 2013 Page 9

Supplemental Information

Provide the following information.

1

Required descriptions. Provide the descriptions required for Part |, lines 3c, 6a, and 7; Part Il and Part lll, fines 2, 3, 4, § and
9b.

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

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

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

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

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

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

MEDICARE

PART III, LINE 8

MARYLAND'S REGULATORY SYSTEM CREATES A UNIQUE PROCESS FOR HOSPITAL

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

COST REVIEW COMMISSION (HSCRC) DETERMINES PAYMENT THROUGH A RATE-SETTING
PROCESS AND ALL PAYORS, INCLUDING GOVERNMENTAL PAYORS, PAY THE SAME
AMOUNT FOR THE SAME SERVICES DELIVERED AT THE SAME HOSPITAL. MARYLAND'S
UNIQUE ALL-PAYOR SYSTEM INCLUDES A METHOD FOR REFERENCING UNCOMPENSATED
CARE IN EACH PAYORS' RATES, WHICH DOES NOT ENABLE MARYLAND HOSPITALS TO
BREAKOUT ANY OFFSETTING REVENUE RELATED TO UNCOMPENSATED CARE, AS SUCH,

THE NET EFFECT FOR MEDICARE EXPENSES AND REVENUES IN MARYLAND IS ZERO.

JSA
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Supplemental Information

Provide the following information.

1

Required descriptions. Provide the descriptions required for Part I, lines 3c, 6a, and 7; Part Il and Part Ill, lines 2, 3, 4, 8 and
9b.

2 Needs assessment. Describe how the organization assesses the health care needs of the communities it serves, in addition to
any CHNAs reporied 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 communily 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 hospital 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, eic.}.

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.

CHNA INPUT

PART V, SECTION B, LINE 3

HOSPITAL LEAD

ROLE DESCRIPTION

THE COMMUNITY HEALTH NEEDS ASSESSMENT (CHNA) HOSPITAL LEAD SERVES AS THE

COORDINATOR OF ALL ASPECTS OF THE COMMUNITY HEALTH ASSESSMENT PROCESS.

HE/SHE HELPS ESTABLISH AND COORDINATE THE ACTIVITIES OF THE ADVISORY TASK

FORCE. THE LEAD ALSQ HELPS PRODUCE THE HOSPITAL'S COMMUNITY HEALTH NEEDS

ASSESSMENT AND IMPLEMENTATICN STRATEGY. HE/SHE WORKS COLLABORATIVELY WITH

REPRESENTATIVES FROM THE CORPORATE COMMUNITY HEALTH DEPARTMENT AND

GEOQORGETOWN UNIVERSITY. THE LEAD ALSO WORKS CLOSELY WITH THE WRITER.

HE/SHE REVIEWS ALL NARRATIVES PRIOR TO PUBLICATION.

NAME OF HOSPITAL LEAD: DEBORAH BENA, MITCH HERBERT

EXECUTIVE SPONSOR

ROLE DESCRIPTION

J5A
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Provide the following information.

1 Required descriptions. Provide the descriptions required for Part |, lines 3¢, Ga, and 7; Part Il and Part 1ll, lines 2, 3, 4, 8 and
9b.

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

3 Patient education of eligibility for assistance. Describe how the organization informs and educales patients and persons
who may be billed for patienl 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
demaographic constituents it serves.

5 Promotion of community haalth. Provide any other information important to describing how the organization's hospital 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 ils 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 EXECUTIVE SPONSOR SERVES AS THE CONDUIT BETWEEN THE ADVISORY TASK
FORCE AND THE SENIOR MANAGEMENT TEAM. THE SPCNSOR IS AN ACTIVE
PARTICIPANT OF THE ADVISORY TASK FORCE AND HE/SHE COMMUNICATES THE
HOSPITAL'S CLINICAL STRENGTHS AND PROGRAM PRIORITIES TO DIVERSE

AUDIENCES.

NAME OF EXECUTIVE SPONSOR: JEFF MATTON

ADVISORY TASK FORCE

ROLE DESCRIPTION

THE ADVISORY TASK FORCE (ATF) REVIEWS PRIMARY/SECONDARY DATA AND
LOCAL/STATE/FEDERAL COMMUNITY HEALTH GOALS. BASED ON FINDINGS, THE ATF

PROVIDES INPUT INTO THE HOSPITAL'S THREE-YEAR IMPLEMENTATION STRATEGY.

AS AMBASSADORS FOR THE CHNA PROCESS, THE ATF MEMBERS SUPPORT EFFORTS TO

OPTIMIZE COMMUNITY PARTICIPATION.

JSA Schedule H {Form 990) 2013
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Provide the following information.

1

Required descriptions. Provide the descriptions required for Part |, lines 3¢, 6a, and 7; Part Il and Part lll, lines 2, 3, 4, 8 and
9b,

2 Needs assessment. Describe how the organization assesses the health care needs of the communities it serves, in addition to
any CHNAs 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, stale, 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 hospital facitities or
olher health care facilities further its exernpt purpose by promoting the health of the community (e.g., open medical staff, community
board, use of surplus funds, etc.).

6 Affiliatad 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.

NOTE:

THE ATF SHOULD BE A COMBINATION OF COMMUNITY REPRESENTATIVES AND STAFF.

COMMUNITY REPRESENTATIVES SHOULD MAKEUP AT LEAST 50% OF TOTAL

PARTICIPANTS.
NAME: TITLE: AFFLIATION HOSPITAL
WITH HOSPITAL EMPLOYEE
(I.E., BOARD (YES/NO)
MEMBER, VOLUN-
TEER, COMMUNITY
BRDVOCATE, STAFF)
MITCHELL HERBERT REGIONAL DIRECTOR, STAFF YES
STRATEGIC AND BUSINESS
PLANNING
JSA Schedule H (Form 990) 2013
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Provide the following information.

1

2

Required descriptions. Provide the descriptions required for Part |, lines 3¢, 6a, and 7; Part | and Part IIl, lines 2, 3, 4, 8 and
9b.

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

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

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

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

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

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

DEBORAH BENA HEALTH MINISTRIES STAFF YES
COORDINATOR
JEFFREY MATTON PRESIDENT STAFF YES
ALLAN NOONAN BOARD CHAIR BOARD MEMBER NO/
BOARD
SONYA GRAY BOARD MEMBER BOARD MEMBER NO/
BOARD
CAROL PACIONE PASTORAL LIFE DIRECTOR, COMMUNITY NO
ST. PIUS CHURCH ADVOCATE
DAVID WEISMAN, MD PHYSICIAN STAFF YES
MICHELLE ZIKUSOKA, MD PHYSICIAN STAFF YES
ANDREW DZIUBAN DIRECTOR OF PHILANTHROPY STAFF YES
BERNADETTE KROL, RN REGISTERED NURSE STAFF YES
MOIRA LARSEN, MD PHYSICIAN STAFF YES
RACHEL V. NEILL GOVANS ECUMENICAL COMMUNITY NO

DEVELOPMENT CORPCORATICN ADVOCATE

{GEDCC) - CARES PROGRAM

LORETHA MYERS PRESIDENT, LOCH RAVEN COMMUNITY NO

JSA
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Supplemental Information

Provide the following information.

1

Required descriptions. Provide the descriptions required for Part |, lines 3¢, 6a, and 7; Part Il and Part Wll, lines 2, 3, 4, B and
9b.

Neods assessment. Describe how the organizalion assesses the health care needs of the communities it serves, in addition to
any CHNAs reported in Part V, Section B.

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

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

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

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

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

IMPROVEMENT ASSOCIATION, ADVOCATE
HORTHEAST COMMUNITY

ASSOCIATICN

PATRICIA STABILE PROGRAM DIRECTOR, HARBEL COMMUNITY KO

PREVENTION AND RECOVERY ADVOCATE

CENTER

RANDOLPH ROWEL, PHD CHAIR AND ASSOCIATE COMMUNITY iin]

PROFESSOR, DEPARTMENT OF ADVOCATE

BEHAVIQURAL HEALTH

SCIENCES, MORGAN STATE

UNIVERSITY

NEEDS ASSESSMENT

PART V, SECTION B, LINE 7

THE IMPLEMENTATION STRATEGIES SERVE AS A ROADMAP FOR HOW COMMUNITY

BENEFIT RESOURCES WILL BE ALLOCATED AND DEPLOYED. MEDSTAR'S HOSPITALS

WILL BE ABLE TO MEASURE OUR CONTRIBUTION TO IMPROVING THE HEALTH OF

UNDERSERVED AND VULNERAELE POPULATIONS IN THE REGIONS WE SERVE.

JSA
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Supplemental Information

Pravide the following information.

1

Required descriptions. Provide the descriptions required for Part |, lines 3¢, 6a, and 7; Part Il and Part Ill, lines 2, 3, 4, 8 and
9b.

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

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

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

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

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

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

organization, files a community benefit report.

THREE-YEAR IMPLEMENTATION STRATEGIES WITH MEASURABLE OBJECTIVES WERE

DEVELOPED FOR EACH HOSPITAL'S COMMUNITY BENEFIT SERVICE AREAR - A SPECIFIC

COMMUNITY OR TARGET POPULATION OF FOCUS. PRIORITIES WERE BASED ON

COMMUNITY NEED AS DETERMINED BY QUANTITATIVE DATA AND COMMUNITY INPUT, AS

WELL AS ON HOSPITAL EXPERTISE, RESOURCES, STRENGTHS OF EXISTING

PROGRAMMING AND PARTNERSHIPS, AND ALIGNMENT WITH NATIONAL, STATE, AND

LOCAL HEALTH GOALS. THE MEDSTAR HEALTH CORPORATE COMMUNITY HEALTH

DEPARTMENT WILL PROVIDE SYSTEM-WIDE COORDINATION AND OVERSIGHT OF

COMMUNITY BENEFIT PROGRAMMING.

PART VI, LINE 2

IN FYl2, MEDSTAR GOOD SAMARITAN HOSPITAL CONDUCTED A COMMUNITY HEALTH

NEEDS ASSESSMENT (CHNA)}) IN ACCORDANCE WITH THE GUIDELINES ESTABLISHED BY

THE PATIENT PROTECTION AND AFFORDABLE CARE ACT AND THE INTERNAL REVENUE

SERVICE.

THE HOSPITAL'S CHNA WAS LED BY 11 ADVISORY TASK FORCE (ATF) MEMBERS,

JSA
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Supplemental Information

Provide the following information.

1

2

Required descriptions. Provide the descriptions required for Part |, lines 3c, 6a, and 7; Parl Il and Part lll, lines 2, 3, 4, 8 and
9b.

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

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

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

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

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

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

WHICH WAS COMPRISED OF A DIVERSE GROUP OF INDIVIDUALS, INCLUDING

GRASSROOTS ACTIVISTS, COMMUNITY RESIDENTS, FAITH-BASED LEADERS, HOSPITAL

REPRESENTATIVES, PUBLIC HEALTH LEADERS, AND OTHER STAKEHOLDER

ORGANIZATIONS, SUCH AS REPRESENTATIVES FROM LOCAIL HEALTH DEPARTMENTS. THE

ATF REVIEWED QUANTITATIVE AND QUALITATIVE COMMUNITY HEALTH DATA, AS WELL

AS LOCAL, REGIONAL AND NATIONAL HEALTH GOALS.

BASED ON THEIR FINDINGS, THE ATF DESIGNED A SURVEY TO IDENTIFY TRENDS IN

HOW PARTICIPANTS PERCEIVED THE SEVERITY OF KEY HEALTH ISSUES IN THE

FOLLOWING CATEGORIES: WELLNESS AND PREVENTION, ACCESS TO CARE, QUALITY OF

LIFE, AND ENVIRONMENT. COMMUNITY MEMBERS RESPONDED TO THE SURVEY BY

ATTENDING A COMMUNITY INPUT SESSION OR COMPLETING IT ONLINE OR VIA

HARDCOPY .

BASED ON THE ATF'S RECCMMENDATION, THE HCSPITAL IDENTIFIED GOVANS AS ITS

COMMUNITY BENEFIT SERVICE AREA (CBSA} - GEOGRAPHY WITH A HIGH DENSITY OF

LOW-INCOME OR VULNERABLE RESIDENTS WITHIN CLOSE PROXIMITY OF THE

HOSPITAL. HEALTH PRIORITIES FOR THE CBSA INCLUDE HEART DISEASE AND

JSA
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=148l  Supplemental Information

Provide the following information.

1 Required descriptions. Provide the descriptions required for Part |, lines 3¢, 6a, and 7; Part Il and Part lll, lines 2, 3, 4, 8 and
9b.

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

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

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

§ Promotion of community health. Provide any other information important to describing how the organization’s hospital 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, eic.).

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.

DIABETES.

THE HOSPITAL'S FY1l2 CHNA AND 3-YEAR IMPLEMENTATION STRATEGIES WERE
ENDORSED BY MEDSTAR GOOD SAMARITAN'S BOARD OF DIRECTORS AND ARPPROVED BY
THE MEDSTAR HEALTH BCARD OF DIRECTORS. THE DOCUMENT WAS PUBLISHED ON THE

HOSPITAL'S WEBSITE ON JUNE 30, 2012.

AS A PROUD MEMBER OF MEDSTAR HEALTH, REPRESENTATIVES FROM MEDSTAR GOOD
SAMARITAN ROUTINELY PARTICIPATE IN THE MEDSTAR HEALTH COMMUNITY BENEFIT
WORKGRCUP. THE WORKGROUP IS COMPRISED OF COMMUNITY HEALTH PROFESSICNALS
WHO REPRESENT ALL TEN MEDSTAR HOSPITALS. THE TEAM ANALYZES LOCAL AND
REGIONAL COMMUNITY HEALTH DATA, ESTABLISHES SYSTEM-WIDE COMMUNITY HEALTH
PROGRAMMING PERFORMANCE AND EVALUATICON MEASURES AND SHARES BEST

PRACTICES.

RETY Schedule H (Form 980) 2013
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Supplemental Information

Provide the following information.

1

Required descriptions. Provide the descriptions required for Part |, lines 3c, 6a, and 7; Parl Il and Part I, lines 2, 3, 4, 8 and
oh.

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

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

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

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

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

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

PATIENT EDUCATION OF ELIGIBILITY FOR ASSISTANCE

PART VI, LINE 3

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

HEALTH IS COMMITTED TO ENSURING THAT UNINSURED PATIENTS WITHIN THE

COMMUNITIES WE SERVE WHO LACK FINANCIAL RESQURCES HAVE ACCESS TO

NECESSARY HOSPITAL SERVICES. MEDSTAR HEALTH AND ITS HEALTHCARE

FACILITIES WILL:

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

COMPASSION.

SERVE THE EMERGENCY HEALTH CARE NEEDS OF EVERYONE WHO PRESENTS AT

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

ASSIST THOSE PATIENTS WHO ARE ADMITTED THROUGH OUR ADMISSIONS

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

OF ALL OF THE CARE THEY RECEIVE.

n

BALANCE NEEDED FINANCIAL ASSISTANCE FOR SOME PATIENTS WITH BROADER

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

ALL WHO MAY NEED CARE IN THE COMMUNITY.

J5A
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Supplemental Information

Provide the following information.

1

Required descriptions. Provide the descriptions required for Part ), lines 3c, 6a, and 7; Part Il and Parl 1], lines 2, 3, 4, 8 and
9b.

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

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

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

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

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

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

organizalion, files a community benefit report.

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

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

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

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

PATIENT ELIGIBILITY, MEDSTAR HEALTH'S FACILITIES WILL ASSIST UNINSURED

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

FOLLOWING WAYS:

L1

(E

ASSIST WITH ENROLLMENT IN PUBLICLY-FUNDED ENTITLEMENT PROGRAMS

.3., MEDICAID}.

ASSIST WITH CONSIDERATICN OF FUNDING THAT MAY BE AVAILABLE FROM

OTHER CHARITABLE ORGANIZATIONS.

i

PROVIDE CHARITY CARE AND FINANCIAL ASSISTANCE ACCORDING TO

APPLICABLE GUIDELINES.

PROVIDE FINANCIAL ASSISTANCE FOR PAYMENT OF FACILITY CHARGES USING

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

" OFFER PERIODIC PAYMENT PLANS TO ASSIST PATIENTS WITH FINANCING

J5A
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ETERYN  Supplemental Information

Pravide the following information.

1 Required descriptions. Provide the descriptions required for Part |, lines 3¢, 6a, and 7; Part Il and Pari Ill, lines 2, 3, 4, 8 and
gb.

2 Needs assessment. Describe how the organization assesses the health care needs of the communities it serves, in addition to
any CHNAs 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, stale, or local government programs or
under the organization's financial assistance policy.

4 Community information. Describe the community the organizalion 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 hospital facilities or
ather health care facilities further its exempt purpose by promoting the health of the community (e.g., open medical staff, community
board, use of surplus funds, etc.).

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

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

THEIR HEALTHCARE SERVICES.

EACH FACILITY WILL POST THE POLICY, INCLUDING A DESCRIPTICN OF THE
APPLICABLE COMMUNITIES IT SERVES, IN EACH MAJOR PATIENT REGISTRATION AREA
AND IN ANY OTHER AREAS REQUIRED BY APPLICABLE REGULATIONS, WILL
COMMUNICATE THE INFORMATION TO PATIENTS AS REQUIRED BY THIS POLICY AND
APPLICABLE REGULATIONS AND WILL MAKE A COPY OF THE POLICY AVAILABLE TO
ALL PATIENTS. ADDITICONALLY, THE MARYLAND PATIENT INFORMATION
SHEET/MEDSTAR'S PATIENT INFORMATION SHEET WILL BE PROVIDED TO INPATIENTS

ON ADMISSION AND AT TIME OF FINAL ACCOUNT BILLING.

MEDSTAR HEALTH BELIEVES THAT ITS PATIENTS HAVE PERSONAL RESPONSIBILITIES
RELATED TO THE FINANCIAL ASPECTS OF THEIR HEALTHCARE NEEDS. THE CHARITY
CARE, FINANCIAL ASSISTANCE, AND PERIODIC PAYMENT PLANS AVAILABLE UNDER
THIS POLICY WILL NOT BE AVAILABLE TO THOSE PATIENTS WHO FAIL TO FULFILL
THEIR RESPONSIBILITIES. FOR PURPOSES OF THIS POLICY, PATIENT

RESPONSIBILITIES INCLUDE:

JSA Schedule H (Form 980) 2013
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Supplemental Information

Provide the following information.

1

it

Required descriptions. Provide the descriptions required for Part |, lines 3c, 6a, and 7; Part Il and Part Il lines 2, 3, 4, 8 and
9b.

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

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

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

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

Affiliated health care system. If the organization is part of an affilialed health care system, describe the respeclive roles of the
organizalion and its affiliales in promoting the health of the communities served.

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

COMPLETING FINANCIAL DISCLOSURE FORMS NECESSARY TO EVALUATE THEIR

ELIGIBILITY FOR PUBLICLY-FUNDED HEALTHCARE PROGRAMS, CHARITY CARE

PROGRAMS, AND OTHER FORMS OF FINANCIAL ASSISTANCE. THESE DISCLOSURE

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

MEDSTAR HEALTH'S FACILITIES TO PROPERLY COUNSEL PATIENTS CONCERNING THE

AVAILABILITY OF FINANCIAL ASSISTANCE.

"

WORKING WITH THE FACILITY'S FINANCIAL COUNSELORS AND OTHER

FINANCIAL SERVICES STAFF TO ENSURE THERE IS A COMPLETE UNDERSTANDING OF

THE PATIENT'S FINANCIAL SITUATION AND CONSTRAINTS.

"w

COMPLETING APPROPRIATE APPLICATIONS FOR PUBLICLY-FUNDED HEALTHCARE

PROGRAMS, THIS RESPONSIBILITY INCLUDES RESPONDING IN A TIMELY FASHION TO

REQUESTS FOR DOCUMENTATION TO SUPPORT ELIGIBILITY.

MAKING APPLICABLE PAYMENTS FOR SERVICES IN A TIMELY FASHION,

INCLUDING ANY PAYMENTS MADE PURSUANT TC DEFERRED AND PERIODIC PAYMENT

SCHEDULES.

PROVIDING UPDATED FINANCIAL INFORMATION TO THE FACILITY'S FINANCIAL

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

IT IS THE RESPONSIBILITY OF THE PATIENT TC INFORM THE MEDSTAR

JSA
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THE GOOD SAMARITAN HOSPITAL OF MARYLAND, INC. 52-0591607

Schadule H {Form 990) 2013 Page 9
F1(8%N Supplemental Information

Provide the following information.

1

Required descriptions. Provide the descriptions required for Part |, lines 3¢, 6a, and 7; Part || and Part i, lines 2, 3, 4, 8 and
gb.

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

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

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

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

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

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

organization, files a community benefit report.

HOSPITAL OF THEIR EXISTING ELIGIBILITY UNDER A MEDICAL HARDSHIP DURING

THE 12 MONTH PERIOD.

UNINSURED PATIENTS OF MEDSTAR HEALTH'S FACILITIES MAY BE ELIGIBLE FOR

CHARITY CARE OR SLIDING-SCALE FINANCIAL ASSISTANCE UNDER THIS POLICY.

THE FINANCIAL COUNSELORS AND FINANCIAL SERVICES STAFF WILL DETERMINE

ELIGIBILITY FOR CHARITY CARE AND SLIDING-SCALE FINANCIAL ASSISTANCE BASED

ON REVIEW OF INCOME FOR THE PATIENT AND THEIR FAMILY {HOUSEHOLD), OTHER

FINANCIAL RESOURCES AVAILABLE TC THE PATIENT'S FAMILY, FAMILY SIZE, AND

THE EXTENT OF THE MEDICAL COSTS TO BE INCURRED BY THE PATIENT.

COMMUNITY INFORMATION

PART VI, LINE 4

GEOGRAPHIC

THE GOVANS NEIGHBRORHOOD IS LOCATED IN NORTH CENTRAL BALTIMORE CITY,

APPROXIMATELY TWO MILES FRCM MEDSTAR GOCD SAMARITAN. THE NEIGHBORHOOD

FEATURES MANY DIFFERENT HOUSING TYPES, BUSINESSES, CHURCHES, A CHARTER

SCHOOL AND A NEIGHBORHOOD PARK. GOVANS HAS ALWAYS BEEN ASSOCIATED WITH

JSA
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THE GOOD SAMARITAN HOSPITAL CF MARYLAND, INC. 52-0591607

Schedule H (Form 990} 2013 Page 9

Supplemental Information

Provide the following information,

1

Required descriptions. Provide the descriptions required for Part |, lines 3c, 6a, and 7; Part Il and Part I, lines 2, 3, 4, 8 and
9b.

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

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

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

Promotion of community health. Provide any other information important to describing how the organization's hospital facilities or
ather 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, elc.).

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

State filing of community banefit report. If applicable, identify all siates with which the organization, or a related

organization, files a community benefit report,

YORK ROAD, FIRST AS AN INDIAN TRAIL, AND THEN AS AN IMPORTANT COMMERCIAL

ROAD AND TURNPIKE LINKING THE PORT COF BALTIMORE TO PENNSYLVANIA.

DEMOGRAPHICS:

ACCORDING TO STATISTICS FROM THE BALTIMORE CITY 2011 NEIGHBORHCOD HEALTH

PROFILE, THE TOTAL POPULATICN IN GOVANS IS JUST OVER 10,000 AND THE

MAJORITY OF RESIDENTS ARE AFRICAN AMERICAN (91.3%). CAUCASIANS MAKE UP

S

7% OF THE POPULATION, 0.5% IS ASIAN, 1.3% IS HISPANIC, AND 2.5% IS TWO

OR MORE RACES OR QTHER. ADULTS CVER THE AGE OF 18 YEARS OLD MAKE UP

THREE-QUARTERS (75.6%) OF THE POPULATION, WITH SENIORS OVER AGE 65 YEARS

AT 12.8%. CHILDREN UNDER THE AGE OF 18 ACCOUNT FOR 24.4% OF THE GOVANS

POPULATICON. THE MEDIAN ANNUAIL HOUSEHOLD INCOME IS $37,000, ABOUT THE SAME
AS BALTIMORE CITY, WHILE UNEMPLOYMENT IS 14.9%, HIGHER THAN THE BALTIMORE
CITY AVERAGE (11.0%). JUST OVER ONE-QUARTER (26.9%) OF HOUSEHOLDS ARE
HEADED BY A SINGLE-PARENT. THE POVERTY RATE IS 11.6%, SLIGHTLY LESS THAN
BALTIMORE CITY (15.7%). IN 2011, APPROXIMATELY 1,400 FAMILIES IN THE
GOVANS AREAR RECEIVED ASSISTANCE FROM CARES, A COMBINATION FQOD PANTRY AND

EMERGENCY FINANCIAL ASSISTANCE CENTER. OVER TWO-THIRDS (62.2%) OF

JSA
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THE GOOD SAMARITAN HOSPITAL OF MARYLAND, INC. 52-0591607
Schedule H (Form 990) 2013 Page 9
EITAYN  Supplemental Information

Provide the following information.

1 Required descriptions. Provide the descriptions required for Pari |, lines 3¢, 6a, and 7; Part Il and Part Ill, lines 2, 3, 4, 8 and
9b.

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

§ Promotlon of community health. Provide any other information important to describing how the organization’s hospital 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 ils 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.

RESIDENTS OVER 25 YEARS OF AGE HAVE ATTAINED HIGH SCHOOL. AS THE HIGHEST
LEVEL OF EDUCATION. LIFE EXPECTANCY IS 73.%, JUST LONGER THAN THAT OF
BALTIMCRE CITY (71.8}. THE LEADING CAUSES OF DEATH ARE HEART DISEASE
{(24.9 PER 10,000), CANCER (19.5 PER 10,000), HIV/AIDS (4.9 PER 10,000},

STROKE (4.2 PER 10,000), AND DIABETES (2.6 PER 10,000).

PROMOTION OF COMMUNITY HEALTH

PART VI, LINE 5

AS A COMMUNITY PARTNER, MEDSTAR GOOD SAMARITAN ENGAGES IN A NUMBER OF
COMMUNITY BENEFIT ACTIVITIES TO IMPROVE AND PROMOTE THE HEALTH AND
WELL-BEING OF THE COMMUNITY. THE HOSPITAL PARTNERS WITH COMMUNITY
ORGANIZATIONS, SUCH AS SENIOR CENTERS, CHURCHES AND SENIOR HOUSING TOQ
PROVIDE HEALTH EDUCATION CLASSES, EXERCISE AND WEIGHT LOSS PROGRAMS AND
BLOOD PRESSURE SCREENINGS. DIABETES EDUCATION AND HEART HEALTH CLASSES
ARE HELD AT VARIOUS LOCATIONS IN THE GOVANS AREA OF BALTIMORE CITY. SITES
INCLUDE CARES, A FQOD PANTRY AND FINANCIAL ASSISTANCE CENTER, A LOCAL

SENIOR CENTER AND A LOCAL CHURCH. THE LIFE BALANCE / WEIGHT MANAGEMENT

JSA Schadule H (Form 880) 2013
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THE GOOD SAMARITAN HOSPITAL OF MARYLAND, INC. 52-0591607
Schedule H (Form 990) 2013 Page 9
EAE  Supplemental Information

Provide the following information.

1 Required descriptions. Provide the descriptions required for Part 1, lines 3c, 6a, and 7; Part 1| and Part Ill, lines 2, 3, 4, 8 and
gb.

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

3 Patient education of eligibility for assistance. Describe how the organizalion informs and educates patients and persons
who may be billad 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 communily 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 hospital 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, elc.).

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.

PROGRAM, AN EVIDENCED BASED PROGRAM TO PREVENT TYPE 2 DIABETES, IS HELD
WEEKLY AT A SENIOR CENTER. BLOOD PRESSURE SCREENINGS ARE HELD AT VARIOUS
LOCATIONS IN THE NORTHEAST AREA COF BALTIMORE AND PERSONS IDENTIFIED WITH
HIGH BLOOD PRESSURE ARE REFERRED TO THEIR PRIMARY CARE PROVIDER AND THOSE
WITHOUT INSURANCE ARE NAVIGATED TO A SAFETY NET PROVIDER. THE KNOW STROKE
PROGRAM IS A ONE HOUR LECTURE ON STRCKE PREVENTION PRESENTED BY A SPEECH
PATHOLOGIST FROM THE MEDSTAR GOOD SAMARITAN REHABILITATION DEPARTMENT.
THE PROGRAM IS PRESENTED IN SENIOR CENTERS AND LIBRARIES. TOPICS INCLUDE
RISK FACTORS, SIGNS AND SYMPTOMS, TREATMENTS, AND LIFESTYLE CHOICES

RELATED TO STROKE PREVENTION.

AFFILIATED HEALTH CARE SYSTEM

PART VI, LINE 6

AS A PROUD MEMBER OF MEDSTAR HEALTH, MEDSTAR GOOD SAMARITAN IS ABLE TO
EXPAND ITS CAPACITY TO MEET THE NEEDS OF THE COMMUNITY BY PARTNERING WITH
OTHER MEDSTAR HOSPITALS AND ASSOCIATED ENTITIES. MEDSTAR HEALTH RESQURCES
ASSIST THE HOSPITAL IN COMMUNITY HEALTH PLANNING TO MEET THE NEEDS OF THE

UNINSURED AND OTHER VULNERABLE FOPULATIONS. THROUGH ITS COMMUNITY HEALTH

JSA Schedule H (Form 890} 2013
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THE GOOD SAMARITAN HOSPITAL OF MARYLAND, INC. 52-0591607

Schedule H {Form 990) 2013 Page 9

Supplemental Information

Provide the following information.

1

Required descriptions. Provide the descriptions required for Part |, lines 3¢, 6a, and 7; Part Il and Part IIi, lines 2, 3, 4, 8 and
9b.

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

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

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

Promaotion of community health. Provide any other information important to describing how the organization's hospital 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, elc.).

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

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

FUNCTION, MEDSTAR HEALTH PROVIDES MEDSTAR GOOD SAMARITAN WITH TECHNICAL

SUPPORT TQ ENHANCE COMMUNITY HEALTH PROGRAMMING AND EVALUATION. MEDSTAR'S

CORPORATE PHILANTHROPY DEPARTMENT IDENTIFIES AND SEEKS PUBLIC AND PRIVATE

FUNDING SOURCES TO ENSURE THE AVAILABILITY OF HIGH QUALITY HEALTH

SERVICES, REGARDLESS OF ABILITY TO PAY.

STATE FILING OF COMMUNITY BENEFIT REPORT

PART VI, LINE 7

THE COMMUNITY BENEFIT REPORT FOR MEDSTAR GOOD SAMARITAN HOSPITAL IS ONLY

FILED IN THE STATE OF MARYLAND.

JSA
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SCHEDULE J Compensation Information [ OMB No. 1545-0047

For certaln Offlcers, Directors, Trustees, Key Employeaes, and Highest
(FDI‘I‘I‘I 990) Compensated Emplo;yeas i 2 2@1 3
b Complete if the organization answerad "Yes" to Form 920, Part IV, line 23. -
Deparment of th Tressury P Attach to Form 990. P See separate instructions. Open to Public
Intemal Revenus Serdcs » Information about Schedule J {Form £00) and its instructions is at www.irs.gov/form390. Inspection

Name of the organization

Employer identification number

THE GOOD SAMARITAN HOSPITAL OF MARYLAND, INC. 52-0591607
Questions Regarding Compensation
Yas | No
1a Check the appropriate box{es) if the organization provided any of the following to or for a person listed in Form
990, Part VI, Section A, line 1a. Complete Part Il to provide any relevant information regarding these items.
First-class or charter travel Housing allowance or residence for personal use
Travel for companions Payments for business use of personal residence
Tax indemnification and gross-up payments Health or social club dues or initiation fees
Discretionary spending account Personal services (e.g., maid, chauffeur, chef)
b If any of the boxes on line 1a are checked, did the arganization follow a written policy regarding payment
g; lr;aii'r:lt:urs»emenl or provision of all of the expenses described above? If “No," complete Part Il to -
P SnNDNo0o000UGOCGooc0a D D 000000600000 o0 aoo0NEaBAanana s
2 Did the organizalicn require substantiation prior to reimbursing or allowing expenses incurred by all
directors, trusiees, and officers, including the CEO/Executive Director, regarding the items checked in line
L L e e e e e et e c e ea. |2
3 Indicate which, if any, of the following the filing organization used to establish the compensation of the
organization’s CEQ/Executive Director. Check all that apply. Do not check any boxes for methods used by a
related organization to establish compensation of the CEO/Execulive Director, but explain in Part Ill.
Compensaticn committee Written employment contract
Independent compensation consullant Compensation survey or study
Form 990 of other organizations | x| Approval by the board or compensation committee
4  During the year, did any person listed in Form 980, Part VII, Section A, line 1a, with respect to the filing
organization or a related organization:
Receive a severance payment or change-of-control payment? . | . . . . . . . . . . .. 4a X
Participate in, or receive payment from, a supplemental nonqualified retirementplan? _ _ . . . . . ... .. .. 4b X
Participate in, or receive payment from, an equity-based compensation arrangement?, . _ . . . . . . ... .. . 4c X
If "Yes" to any of lines 4a-c, list the persons and provide the applicable amounts for each item in Part Ill.
Only section 501{c)(3) and 501{c){4} organizations must complete lines 5-9.
5 For persons lisled in Form 990, Part VII, Section A, line 1a, did the organization pay or accrue any
compensation contingent on the revenues of:
The organization? , , , . .. . . e T X
Anyrelated organization? | . . L. L. L. ... ... e C it eieesae.. | 5B X
if "Yes" to line 5a or 5b, describe in Part Ill.
€ For persons listed in Form 990, Part VI, Section A, line 1a, did the organization pay or accrue any
compensation contingent on the net earnings of:
Theorganization? . ., ., ... ... ... ... e e e e e 6a X
Anyrelated organization? , ., .., .. ... .. ... . .. .. . ..., e e e e e 6b X
Iif "Yes" to line Ba or 6b, describe in Part Il
7 For persons listed in Form 990, Part VI, Section A, line 1a, did the organization provide any non-fixed
payments not described in lines 5 and 67 If "Yes," describeinPartll , , _ . ... ....... ... ... .... 7 X
8 Were any amounts repdrted 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)7 K "Yes,” describe
inPartil . ...... 00 C0DGCO0D 0N 0B0a0cGonaB00Baa00 . 00 CO00CCOAa0000000C 8 X
9 |If "Yes™ to line 8, did the organization also follow the rebuttable presumption procedure described in
Regulations section 53.4958-6{(¢)? . . . ... ... ... .. .. poOoODOoooO0O0OROAOnOo GO0 O0D 00 0n ]

For Paperwork Reduction Act Notlce, see the Instructions for Form 90,
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SCHEDULE L. Transactions With Interested Persons | _om8 No_1545-0047

(Form 980 or 990-EZ)|p Complete If the organization answered “Yas" on Form 990, Part IV, line 25a, 25b, 28, 27, 28a, 2@ 1 3
28b, or 28¢, or Form 990-EZ, Part V, line 38a or 40b.

Deperiment of the Treasury P> Attach to Form 990 or Form 890-EZ. P> See separata Instructions. Open To Public
Intermal Revenue Service P> Information about Schedule L (Form 880 or 890-E2) and its Instructions is at www.irs.gov/form990, Inspection

Name of the organization Employer Identlfication number
THE GOOD SAMARITAN HOSPITAL OF MARYLAND, INC. 52-0591607

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

1 {a) Name of disqualified person ) Relationshale\é: zl%:g?zgli;qnual'rﬁed person {c) Description of transaction
{1

{2)
{3)
{4
{5
{6)
2 Enter the amount of tax incurred by the organization managers or disqualified persons during the year

under section4958 , , .., .........
3 Enter the amount of tax, if any, on line 2, above, reimbursed by the organization

{d) Commcrmar

Ya;‘ No

Part Il Loans to and/or From Interested Persons.
Complete if the organization answered “Yes" on Form 990-EZ, Part V, line 38a or Form 990, Part IV, line 26: or if the
organization reported an amount on Form 990, Part X, line 5, 6, or 22,

{a) Name of interested person | (o} Relationship | () Purpose ot | {d) Loan toor (e} Original {f) Balance due l(g) In default?{h) Approved| (i} Written
with organization ican from the principal amount by board or | agreement?
organization? committea?

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

{1
(2)
(3)
{4)
{5)
(6)
{7
(8)
(9)
(10
Total .. . ... ... .. ... T S
Grants or Assistance Benefiting Interested Persons.
Complete if the organization answered "Yes” on Form 990, Part IV, line 27.

(a) Name of interested person | (b) Relationship between interested |{¢c) Amount of assistance {d) Type of assistance {e) Purpose of assistance
person and the organization

{1)
{2)
{3)
{4)
{5)
{6)
{7)
(8)
(9)
{10)
For Paperwork Reduction Act Notice, see the Instructions for Form 990 or 990-EZ. Schaduls L {Form 850 or $90-E2) 2013
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THE GOCD SAMARITAN HOSPITAL OF MARYLAND, INC. 52-0591607

Schedule L (Form 990 or 890-EZ) 2013 Page 2
Business Transactions Involving Interested Persons.
Complete if the organization answered "Yes" on Form 990, Part IV, line 28a, 28b, or 28c.
{a) Name of intarested person {b) Relationship between {c) Amount of {d) Description of transaction {@) Sharing of
interasted person and the transaction organtzation’s
organization renues?
Yes | No
{1) ors wam s pADGETT, P.C. SEE_PART V ONCOLOGY SERVICES
{2) 65 surRGICAL SERVICES, LLC SEE_PART ¥ SURGICAL SERVICES
3) PATHOLOGY ASSOCIATES LABORATORIES SEE PART V LAB SERVICES

{4)

{5)

{6)

{7

(8)

{9)

10

Supplemental Information

Provide additional information for responses to questions on Schedule L (see instructions).

BUSINESS TRANSACTIONS INVOLVING INTERESTED PERSONS

SCHEDULE L, PART IV

DR. JEREMY WEINER, A BOARD MEMBER AT MEDSTAR GOOD SAMARITAN HOSPITAL,

OWNS MORE THAN 5% OF GS SURGICAL SERVICES, LLC (GSS),

WHICH PROVIDES

MEDICAL AND SURGICAL SERVICES TO MEDSTAR GOOD SAMARITAN HOSPITAL. GS§5'S

GROSS REVENUES RECEIVED FROM THE HOSPITAL FOR THE YEAR WAS $1.0 MILLION.

DR. DAVIS HAHN, A BOARD MEMBER AT MEDSTAR GOOD SAMARITAN HOSPITAL, OWNS

MORE THAN 5% OF DRS. HAHN & PADGETT, P.C. {(HP), WHICH PROVIDES ONCOLOGY

SERVICES TO MEDSTAR GOOD SAMARITAN HOSPITAL.

RECEIVED FRCM THE HOSPITAL FOR THE YEAR WAS $1.0 MILLION.

HP'S GROSS REVENUES

DR. MOIRA LARSEN, A BOARD MEMBER AT MEDSTAR GOCD SAMARITAN HOSPITAL, OWNS

MORE THAN 5% OF PATHOLOGY ASSOCIATES LABORATORIES,

PROVIDES LAB SERVICES TO MEDSTAR GOOD SAMARITAN HOSPITAL.

PC (PAL),

WHICH

PAL'S GROSS

REVENUES RECEIVED FROM THE HOSPITAL FOR THE YEAR WAS $0.7 MILLION.

J5A
3E1507 2.000
05462X 2502
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SCHEDULE O | ome No. 15450047

Supplemental Information to Form 990 or 990-EZ

(Form 980 or 980-EZ) 2@1 3
Comgplete to provide information for responses to specific questions on

Department of e Treasury Form 990 or 930-EZ or to provide any additional information, Open to Public

intemal Revenue Servica P Attach to Form 990 or 990-EZ. Inspection

Name of the organization Employer identification number

THE GOOD SAMARITAN HOSPITAL OF MARYLAND, INC. 52-0591607

ORGANIZATICON MEMEERS

PART VI, LINE 6

THE ORGANIZATION IS AN AFFILIATE AND SUBSIDIARY OF MEDSTAR HEALTH, INC.,
A TAX-EXEMPT MARYLAND NON-STOCK CORPORATION. MEDSTAR HEALTH, INC., OR
ONE OF 1TS AFFILIATES AND SUBSIDIARIES, IS THE SOLE MEMBER OF THE

ORGANIZATION.

DESCRIPTION CF MEMBERS

PART VI, LINE 7A

AS AN AFFILIATE AND SUBSIDIARY OF MEDSTAR HEALTH, INC., A TAX-EXEMPT
MARYLAND NON-STOCK CORPORATION, THE ORGANIZATION MAY RECOMMEND PERSON(S)
FOR MEMBERSHIP ON THE ORGANIZATION'S GOVERNING BODY. ANY SUCH
RECOMMENDATIQON BY THE ORGANIZATION IS SUBJECT TO APPROVAL BY THE
GOVERNANCE COMMITTEE OF THE BOARD OF DIRECTORS OF MEDSTAR HEALTH, INC.
THE BOARD OF MEDSTAR HEALTH, INC. HAS DELEGATED CERTAIN APPROVAL
AUTHORITY TC THE GOVERNANCE COMMITTEE AND THE PRESIDENT & CEQ OF MEDSTAR

HEALTH, INC.

DECISIONS OF GOVERNING BODY

PART VI, LINE 7B

AS AN AFFILIATE AND SUBSIDIARY OF MEDSTAR HEALTH, INC., A TAX-EXEMPT
MARYLAND NON-STOCK CORPORATION, THE BYLAWS OF THE ORGANIZATION ARE

SUBJECT TO CERTAIN RESERVED POWERS, WHICH PROVIDE THAT THE SOLE MEMBER OF

For Privacy Act and Paperwork Reduction Act Notice, see the Instructions for Form 890 or 800-EZ. Schedule O {Form 980 or 990-EZ) (2013}
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Schedule O (Form 950 or §90-E2Z) 2013 Page 2
Name of the orpanization Employer Identification number
THE GOOD SAMARITAN HOSPITAL OF MARYLAND, INC. 52-05981607

THE ORGANIZATION MUST APPROVE CERTAIN DECISIONS, INCLUDING BUT NOT
LIMITED TO MATTERS CONCERNING THE SALE OR PURCHASE OF REAL OR PERSONAL
PROPERTY, CAPITAL BUDGETS, STRATEGIC PLANNING, INVESTMENTS, AND CORPORATE

GOVERNANCE .

PROCCESS FOR REVIEWING FORM 990

PART VI, LINE 11a

THE PROCESS FOR REVIEWING THE FORM 990 INCLUDED EDUCATION AND
TRANSPARENCY. SENIOR FINANCIAL EXECUTIVES, WORKING WITH INDEPENDENT
OUTSIDE EXPERTS, THOROUGHLY REVIEWED FORM 990 AND ACCOMPANYING
INSTRUCTIONS. IN ADDITION, SENIOR EXECUTIVES REVIEWED THE RELEVANT
SECTIONS OF THE FORM $90 WITH THE FOLLOWING COMMITTEES OF THE
ORGANIZATION'S GOVERNING BODY: FINANCE, AUDIT, GOVERNANCE, STRATEGIC
PLANNING, AND EXECUTIVE COMPENSATICN. FOLLOWING THESE MEETINGS, THE
GOVERNING BODY WAS PROVIDED A COPY OF THE FORM 990 IN ITS FINAL FORM AND
GIVEN AN OPPORTUNITY TO PROVIDE ANY INPUT OR COMMENTS RELATING TO THE

FORM 990 PRIOR TO ITS FILING.

CONFLICT OF INTEREST POLICY
PART VI, LINE 12C

APPOINTMENT OF BOARDS OF DIRECTORS

MEDSTAR HEALTH (AND ITS SUBSIDIARIES) REQUIRE ALL NOMINATED DIRECTORS,
PRIOR TO THEIR APPOINTMENT OR ELECTION, TO DISCLOSE THE EXISTENCE OF (OR
POTENTIAL EXISTENCE OF) ANY TRANSACTION WITH MEDSTAR THAT WOULD RESULT IN

A CONFLICT OF INTEREST. SUCH DISCLOSURES (IF ANY)} ARE REVIEWED BY THE

JSA Schedule O {Form 830 or 890-E2) 2013

3E1228 1.000
05462X 2502 vV 13-7.15 1793298 PAGE &5



Schedule O {(Form 990 or 990-EZ) 2013 Page 2
Name of the organization Employer identification number
THE GOCD SAMARITAN HOSPITAL OF MARYLAND, INC. 52-0591607

GOVERNANCE COMMITTEE OF THE MEDSTAR HEALTH BOARD OF DIRECTORS WHICH

DETERMINES HOW THE MATTER SHOULD BE RESOLVED.

ANNUAL DISCLOSURES - ALL OFFICERS, DIRECTORS, AND SENIOR MANAGERS

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

MARYLAND HEALTH SERVICES COST REVIEW COMMISSION (HSCRC).

DESCRIPTION OF EXECUTIVE COMPENSATION PROCESS

PART VI, LINE 15

THE EXECUTIVE COMPENSATION COMMITTEE OF THE BOARD OF DIRECTORS OF MEDSTAR
HEALTH, INC. (THE "COMMITTEE") HAS OVERSIGHT OVER THE EXECUTIVE
COMPENSATION PROGRAM (THE "PROGRAM"} OF MEDSTAR HEALTH, INC. AND ITS
AFFILIATES. TOTAL COMPENSATION FOR THE TOP MANAGEMENT OFFICIALS, OFFICERS

AND KEY EMPLOYEES OF MEDSTAR HEALTH, INC. AND ITS AFFILIATES ARE REVIEWED

JSA Schedule O (Form 980 or 990-EZ) 2013
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THE GOOD SAMARITAN HOSPITAL OF MARYLAND, INC. 52-0591607

AND APPROVED BY THE COMMITTEE WITH ASSISTANCE AND GUIDANCE FROM AN
INDEPENDENT THIRD PARTY ADVISOR. THE MEMBERS OF THE COMMITTEE ARE

INDEPENDENT FROM ALL OF THE PARTICIPANTS IN THE PROGRAM.

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

INFORMATION TECHNOLOGY, FINANCE, ETC.).

THE COMMITTEE HAS ENGAGED ERNST & YOUNG LLP ("E&Y")} TO SERVE AS AN
ADVISOR ON THE REASONABLENESS AND COMPETITIVENESS OF THE PROGRAM. IN
DETERMINING REASONABLENESS AND COMPETITIVENESS, E&Y REVIEWS MARKET
PRACTICES AND TRENDS, AND MAKES RECOMMENDATIONS RELATED TO THE PROGRAM.
E&Y UTILIZES INFORMATION FROM CUSTOM SURVEYS, NATIONAL COMPENSATION
SURVEYS, PROPRIETARY DATABASES, AND CLIENT EXPERIENCES TO DETERMINE ITS
FINAL RECOMMENDATICNS. E&Y PRESENTS THEIR FINDINGS AND RECCMMENDATIONS TO
THE COMMITTEE. THE COMMITTEE MAKES THE FINAL DECISIONS ON ALL OF THE
COMPENSATION DETERMINATIONS OF THE PROGRAM. ALL DECISIONS MADE BY THE

COMMITTEE ARE CONTEMPORANEOUSLY DOCUMENTED.

J5A Schedule O {Form 990 or 890-EZ) 2013
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THE GOOD SAMARITAN HOSPITAL OF MARYLAND, INC. 52-0591607

COMMITTEE ARE CONTEMPORANEOUSLY DOCUMENTED.

FINANCIAL STATEMENT AVAILABILITY

PART VI, LINE 1%

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

CORPORATE (OR AS APPLICABLE ENTITY) PUBLIC INFORMATION OFFICES.

FINANCIAL STATEMENTS AND REPORTING

PART XII, LINE 2C

THE GOQD SAMARITAN HOSPITAL OF MARYLAND, INC. IS AN AFILLIATE OF THE
MEDSTAR HEALTH, INC. AUDIT AND SUBJECT TO QOVERSIGHT BY THE AUDIT

COMMITTEE COF THE MEDSTAR BOARD.

OTHER CHANGES IN NET ASSETS
PART XI, LINE 39

EQUITY TRANSFERS - NET ASSETS........coivivuininann $ 3,726,485,

ATTACHMENT 1

AS A PROUD MEMBER OF MEDSTAR HEALTH, MEDSTAR GOOD SAMARITAN
HOSPITAL'S (MEDSTAR GOOD SAMARITAN) MISSION IS TCO BE GOOD SAMARITANS,
GUIDED BY CATHOLIC TRADITION AND TRUSTED TO DELIVER IDEAL HEALTH

EXPERIENCES. MEDSTAR GOOD SAMARITAN, LOCATED IN NORTHEAST BALTIMORE

JSA Schedule O (Form 990 or 880-EZ) 2013
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Name of the organization Employer Identification number
THE GOOD SAMARITAN HOSPITAL OF MARYLAND, INC. 52-0591607

ATTACHMENT 1 (CONT'D)

Page 2

FORM 990, PART ITI, LINE 1 - ORGANTZATION'S MISSION

CITY, MARYLAND, IS KNOWN FOR ITS SPECIALTIES IN ORTHOPAEDICS,
RHEUMATOLOGY, NEPHROLOGY, AND PHYSICAL MEDICINE AND REHABILITATION
PROGRAMS. IN ADDITION TO GENERAL ADULT ACUTE CARE SERVICES, MEDSTAR
GOOD SAMARITAN HAS A COMPREHENSIVE INPATIENT REHABILITATION UNIT AND
A SUB-ACUTE CARE UNIT. THROUGH MGSH'S CENTER FOR SUCCESSFUL AGING,
INTEGRATED CARE IS PROVIDED TO PATIENTS WHO EXPERIENCE AGE-RELATED
HEALTH CONDITIONS. IN FISCAL YEAR 2014, MEDSTAR GOOD SAMARITAN HAD
11,759 INPATIENT ADMISSIONS, 316,816 OUTPATIENT VISITS, AND 57,700

EMERGENCY VISITS.

ATTACHMENT 2

FORM 990, PART III - PROGRAM SERVICE, LINE 4A

MEDSTAR GOOD SAMARITAN HOSPITAL'S LARGEST PROGRAM IS ACCESS TO AND
THE PROVISION OF ACUTE HOSPITAL SERVICES TO THE COMMUNITIES OQF
NORTHEASTERN BALTIMORE CITY, MARYLAND AND THE SURROUNDING AREAS.
IN ADDITION TO THE PROGRAM SERVICE EXPENSES LISTED ABOVE, MEDSTAR
GOOD SAMARITAN INCURRED $46.9M OF MANAGEMENT AND GENERAL EXPENSES
IN PROVIDING SERVICES TO ITS COMMUNITIES. IT ALSQ QFFERS
COMMUNITY-BASED HEALTH SERVICES THROUGH THE GQOOD HEALTH CENTER AND
PROVIDES SENIOR LIVING SERVICES THROUGH THE GQOD SAMARITAN NURSING
CENTER AND TWO SENIOR HOUSING COMPLEXES LOCATED ON ITS 43-ACRE
CAMPUS . MEDSTAR GOOD SAMARITAN IS RECOGNIZED BY THE JOINT
COMMISSICN AS AN ADVANCED PRIMARY STROKE CENTER BAND CERTIFIED IN
JOINT REPLACEMENT OF THE HIP AND KNEE. IN 2014, US NEWS AND WORLD

REPORT RECOGNIZED MEDSTAR GOCD SAMARITAN AS A TOP BALTIMORE

JSA Schedule O {Form 890 or 990-EZ} 2013
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THE GCOD SAMARITAN HOSPITAL OF MARYLAND, INC. 52-0591607

ATTACHMENT 2 (CONT'D)

REGIONAL HOSPITAL THAT IS HIGH PERFORMING IN EIGHT SPECIALTIES:

DIABETES AND ENDOCRINOLOGY, GASTROENTEROLOGY AND GI SURGERY,

GERIATRICS, NEPHROLOGY, ORTHOPAEDICS, NEUROCLOGY AND NEUROSURGERY,

PULMONOLOGY, AND UROLOGY.

ATTACHMENT 3

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

NAME AND ADDRESS DESCRIPTION OF SERVICES COMPENSATION

HUNT VALLEY ANES ASSOC PA MEDICAL SERVICES 8,316, 000,
PO BOX 20284
TOWSON, MD 21284

JOHNS HOPKINS UNIVERSITY PROFESSIONAL SVCS 7,494,312,
3910 KESWICK ROAD
BALTIMORE, MD 21218

MORRISON MANAGEMENT SPECIALIST NUTRITION SERVICES 4,098,120,
5801 PEACHTREE DUNWOODY ROAD
ATLANTA, GA 30342

UNIVERSITY OF MARYLAND PROFESSIONAL SVCS 3,463,858.
2119 MAIN ADMINISTRATION BUILDING
COLLEGE PARK, MD 20742

GS SURGICAL SERVICES LLC PHYSICAN SERVICES 1,035,252,
5601 LOCH RAVEN BOULEVARD
BALTIMORE, MD 21239

ATTACHMENT 4

FORM 290, PART IX - OTHER _FEES

(A) (B) (C) {D}
TOTAL PROGRAM MANAGEMENT FUNDRAISING
DESCRIPTICN FEES SERVICE EXP. AND GENERAL EXPENSES
PHYSICAN SERVICES FIXED 26,906,678. 26,906,678.
PROFESSIONAL FEES-OTHER 5,112, 283. 5,107,125, 5,158.
™ Schedule O {Form 990 or 990-E2) 2013

3E1226 1.000
05462X 2502 vV 13-7.15 1793298 PAGE 70



Schedule O (Form 990 or 950-EZ) 2013 Page 2
Name of the organization Employer identification number
THE GOOD SAMARITAN HOSPITAL OF MARYLAND, INC. 52-0591607
ATTACHMENT 4 (CONT'D)
FORM 0, PART IX - OTHER FEES
(A} (B) {C) (o)
TOTAL PROGRAM MANAGEMENT FUNDRAISING
DESCRIPTION FEES SERVICE EXP. AND GENERAL EXPENSES
MISC PURCHASED SERVICES 2,962,192. 2,848,031, 1l4,161.
PURCHASED PROFESSIONAL SERVICE 2,3792,071. 1,986,230, 392,841,
PHARMACY SERVICES 1,022,539, 1,022,539,
BLOOD BANK FEES 1,105,900. 1,105,300.
BILLING SERVICE EXPENSE 1,747,432, 1,747,432,
ALL OTHER 2,371,401, 3,981, 345. -1,609,%44.
TOTALS 43,607,456, 44,705, 280. =1,087,784.
15A Schedule O {Form 990 or 980-EZ) 2013
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THE GOOD SAMARITAN HOSPITAL OF MARYLAND, INC. 52-0591607

Scheduls R {Form 990) 2013 Page 5
A1 E Supplemental Information

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

Schedule R {(Form 980) 2013

3E1510 1.000
05462X 2502 vV 13-7.15 1793298 PAGE 83



ren B8T79-EO IRS e-file Signature Authorization

for an Exempt Organization OMB No 1545-1878

For calendar year 2013, or fscal yoar beginning QZ QJ._ - .2012, and encing0 & Z;_O_ -+ 20 _111_ 2
»- Do not send to tha IRS. Keep for your recotds.
II:::::n ;:J.‘."..'i" s:ma P> Information about Farm 8879-EC and its Instructlons ks at www.rs.gov/formeB79e0, 2@ 1 3
Namas of exempl crgenizetion Employer kdentification numbar
THE D TAN HOSPITAL OF MARYIL.AND, TNC. 52-0591607

Nama and title of efficer

JOEL BRYAN, VICE PRESIDENT/TREASURER
Type of Return and Return Information (Whole Dollars Only)

Check the box for the return for which you are using this Form B879-EO and enter the applicable amount, if any, from the retumn. If you
check the box on Hne 1a, 2a, 3a, 4a, or 6a, below, and the amount on that line for the retum baing fiiled with this form was blank, then
leave line 1b, 2b, 3b, 4b, or 6b, whichever is applicable, blank (do not entar -0-). But, if you antered -0- on the relurn, then enlar -0-
on the applicable line below. Do not complete more than 1 line in Part I,

1a Form 990 check here B I)_LID:: Total revenue, if any (Form 990, Part VIl column (A}, line 12) . _ . 1b __318385443,
2a Form 980-EZ check hare » b Total revenus, if any (Form 990-EZ, line 8) 2b

3s Form 1120-POLcheck here » [ ] b Totaltax (Form 1120-POL, e 22, _ . b

4a Form 990-PF check hera » 5‘ b Tax based on investment income {Form QQO-PF: I;'a.rt Vi, line 8), 4b
§a Form 8868 check here » b Balance Due (Form BB68, Part |, line 3c or Partlt, lna8c) ., &b

Imlll Declaration and Signature Authorizatlon of Officer

Under penallies of perjury, [ declare that | am an officer of the sbove organlzation and lhat | have examined a copy ol the
ofganization's 2013 electronic return and accompenying schedules and statemants and to the best of my knowledge and bafief, they
are true, correct, and complete. | further declare that the amount in Part [ abova is the amount shown on the copy of the
organization's alectronic return. | consent to allow my inlermadiale sarvice provider, transmitler, or slecironic retum originator {ERQ)
to send the organization's return o the IRS and to receive from Ihe IRS (a) an acknowledgament of receipt or reason for rejection of
the transmission, {b) the reason for any datay in processing the retumn or refund, and (c) the date of any refund. If applicable, |
authorize the U.S. Treasury and its designated Financial Agent to initiate an eleclronic funds withdrawal (direct debit) entry to the
financial institution secount indicated in the tax preparation software for payment of the organization's federal taxas owed on this
return, and the financial institution to debit the entry to this account. To revoke & payment, | must contact the U.S Treasury Financial
Agent at 1-888-353-4537 no later than 2 business days prior (o the payment {setilement) date. | atso authorize the financial insttutions
Involved in the processing of the electronic payment of taxes to receive conlidential information nacessary (o answer inquiries and
rasolva issues ralated to the payment. | have selecied a persone! Identification number (PIN) as my signature for the organtzation's
electronic return and, if applicable, the organization's consent to elecironic funds withdrawal.

Officer's PiN: check one box only

| authoriza KEMG LLP foentermyPIN L2 I 2 l 21313]  asmy signature
ERD firm name Entar five numbar, but
do not entor &il zaros
on the organization's tax year 2013 electronicatly filad return. If | have Indicated within this raturn that a copy of the return is
being filed with a state agency(les) regulaling charities as parl of the IRS Fed/Stale program, | also authorize the eforementioned
ERO 1o enler my PiN on the rejurn's disclosure consent scraen,

D As an officer of the organizalion, | will enter my PIN as my signalure an the organization's tax year 2013 elactronically filed return.
If ¥ have indicated within this return that 2 copy of the return Is being filed with a state agencylies) regulaling charities as part of
the IRS Fed/State program, | will enter my PIN on the return's disclosure consant screen.

Otficer's signature P %X @’Ln.(\__ Date p q fb! iy

Cestificatiop and Authenticdtion

ERO’'s EFIN/PIN. Enter your six-dight electronic filing identtfication l
number (EFIN) followed by your five-digit sell-selected PIN. 5

410 2|8|0|2|2 1]012
do not enter al) zeros
I cerlify thal the above numeric enlry is my PIN, which is my signature on the 2013 elactronically filed return for the organizatlon

indicated ebove. | confirm thal | am submilting this return In accordance with the requiremants of Pub, 4183, Modernized e-Fike (MeF)
Information for Authorized IRS e-file Providers for Business Returmns.

ERO's sighaturs WM‘_MM Dtz b t//l;g//f

ERO Must Retaln This Form - See Instructions
Do Not Submit This Form To the IRS Unlass Requested To Do So
For Paperwork Reduction Act Notice, see back of form. Form 8879-E0 (2013)

JSA
JE1675 1 000

05462X 2502 vV 13-7.15 17932098 PAGE 2



Electronic Filing Page 1 of |

Cumulative e-File History 2013
Federal

Locator: 05462X
Taxpayer Name: THE GOOD SAMARITAN HOSPITAL OF MARYLAND, INC.
Return Type: 990, 990 & 990T (Corp)
Submitted Date: 05/06/2015 15:32:10
Acknowledgement Date: |05/06/2015 15:57:46
Status: Accepted
Submission ID: 54028020151265000006

https://gosystemrs.fasttax.com/ElfCumulativeHistory.asp?Acct=2502& Year=2013&Loc=05... 5/7/2015



