Return of Organization Exempt From Income Tax

Form 9 9 0 Under section 501(c), 527, or 4947(a){1} of the Internal Revenue Code (except private foundations}
P Do not enter Social Securlty numbers on this form as it may be made public. Open to Public
Ceapariment of the Treasury
Internal Revenua Service » Information about Form 990 and Its instructions is at www.lrs.gov/form990, Inspection
A For the 2013 calendar year, or tax year beginning 07/01, 2013, and ending 06/30,2014
€ Nama of organization D Employer identification number
B chetdemiate: | MONTGOMERY GENERAL HOSPITAL, INC.
:::::' Doing Business As MEDSTAR MONTGOMERY MEDICAL CENTER 52-0646823
Mame change Number and street {or P.0. box If mall is net delivered to street address} Room/suite E Telephone number
Initial retuen 18101 PRINCE PHILIP DRIVE (301) 774-B640
Tarminated Cily or lown, state or province, country, and ZIP or foreign postal code
amwies | OLNEY, MD 20832 G Grossrecelpts § 148, 729,217.
soneation | F Nama and address of principal oficer PETER MONGE His) Emﬁiﬁf return for Yos H Ne
18101 PRINCE PHILIP DRIVE OLNEY, MD 20832 H{B) Are sl subordinates ehued? Yes No
| Taroempistatos: | X [501c)3) | |501(c)( ) @ (nsetno) | | asaziantior | |527 #f "No.” attach a list. [see Instructions)
J  Website: pr WWW . MONTGOMERYGENERAL , ORG Hic) Group exemption number
K Form of mganizahon:l X | corporation | ITrusll | Association | | other b | L Year of formation 2000[ M Siate of legal domicile:  MD
Summary
1 Briefly describe the organization's mission or most significant activies: MEDSTAR MONTGOMERY MEDICAL CENTER IS =
g|  DEDICATED TO ENHANCING OUR COMMUNITY'S HEALTH BY OFFERING _____________________________
s|  HIGH QUALITY, COMPASSIONATE AND PERSONALIZED CARE.
E 2 Check this box b |:| If the organization discontinued its operations or disposed of more than 25% of its net assels.
®| 3 Number of voting members of ihe goveming body (Part Vi, line1a) , . . . . . ........ R - 18.
':’, 4 Number of independent voling members of the governing body (Part Vi, line1b), , , , . .. .. e e . 4 16.
=| 5 Total number of individuals employed in calendar year 2013 (Pan V, line2a)_ , , . .. ..... R - 1,156.
% 6 Total number of volunteers (estimaleif NECESSANY) . . . . . v v v v v i v v v s e oo n e nn s F 245.
<| 7a Toial unrelated business revenue from Part VIll, eelumn (C), line 12 , , . . . ... ... .... R | £ 141,171.
b Net unrelated business taxable income from Form990-T, line34 . . . . . . . v . v v o0 o v v e e eea.. |Tb -42,385.
Prior Year Current Year
2 8 Contributionsandgrants (Part VIl line1h), . . . . . .. R p——— 0 a
E| 9 Program service revenue (Part Vill, line 2g), . . . . .. .. 50 000 L T 150,253, 062. 145,827,727,
E 10 Investment inceme {Part VI, column (A}, lines 3, 4,and 7d) , , , , , 182, 944. 13,122,
11  Other revenue (Part VIII, column (A), lines 5, 6d, Bc, 8¢, 10¢c,and11e), , , , . .. ..... 5,462,883. 2,888,368.
12 Total revenue - add lines 8 through 11 (must equal Part VIIl, column (A), line 12). . . . . . . 155,898, 889. 148,729,217.
13 Grants and similar amounts paid (Part IX, column (A} lines 1-3) , | ., ., , .. ... ... 0 0
14 Benefits paid to or for members {Part IX, column (A), fined) , . . . . e e e e 0 0
|15 Salaries, other compensation, employse benefits (Parl 1X, column (A), lines 5-10), , , . . . 69,796,647, 67,246,301.
2|16a Professional fundraising fees (Pan IX, column (A}, line11e) , , . . .. .. T 0 0
§- b Total fundraising expenses (Part IX, column (D), line25) » _ ___ _________° o
W47  Other expenses (Part IX, column (A), lines 11a-11d, 117-248) , . . . .. . . e 78,834,948. 74,408,333,
18 Tolal expenses. Add lines 13-17 {must equal Part IX, column (A}, line25) . . ., . ..... 148,631,595, 141,655,634,
|19 Revenue less expenses. Subtract line 18 fromkine12. . . . . . . ...... pnnnno: 7,267,294, 7.073,583.
'6§ Beginning of Current Year End of Year
85|20 Total assets (Pari X, Ine 16) , , . . . . . e .....[ 136,893,886, | 145,739,697
E% 21 Total liabllities {Part X, line 26) , , . , . . T s 39,108,310, 39,049,033.
23(22 Net assets or fund balances. Subtract line 21 fromline20. . . . o« o o o oo v 2. .. A 97.785,576. 106,690,664 .

Signature Block

Under penalties of perjury, | declare that | have examined this retum, including accompanying schedules and stalements, and to the best of my knowledge and belisf il is
true, correct, and complgla, Declaration gf preparer {other than officer) is based on all information of which preparer has any knowledge.

:

) oy s/ /i
Sign Signature f ofic 9} Date  °
Here
Jool Briuan NP Treasuver
Type or print name andJdtle L

Print/Type preparer's name Preparer’s signatura Dale Check l_l i | FTIN
Paid 2. Badblaur
P arer [MARGARET A. BRADSHAW ey il 5/6/15 self-employed | P00501222

repare

Usep;nly Firm's name b KPMG LLP FimsEIN B 13-5565207

Firn's address 1676 INTERNATIONAL DRIVE MCLEAN, VA 22102 Phonamo. _ 703-2B6-8000
May the IRS discuss this return with the preparer shown above? (seeinstructions) | | | | . . . . . ... . ... e o Ix ves | INe
For Paperwork Reduction Act Notlce, sea the separate Instructions. Form 990 (2013)
JSA
3E1065 2,000
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o 8868 Application for Extension of Time To File an

(Rev. January 2014) Exempt Organization Return ST T TRE T
Departmant of the Treasury P Flle a separate application for each return.
Intemal Revanue Service P Information about Form 8868 and Its instructions |s at www.lrs.gov/form8868.

e |f you are filing for an Automatic 3-Month Extension, complete only Part | and check this box
e |f you are filing for an Additional (Not Automatic) 3-Month Extension, complete only Part Il (on page 2 of this form).
Do not complete Part Il unless you have already been granted an automatic 3-month extension on a previously filed Form 8668,

Electronic flling {e-file). You can electronically file Form 8868 if you need a 3-month automalic extension of time to file (6 months for
a corporation required to file Form 990-T), or an additional (not automatic) 3-month extension of time. You can electronically file Form
8868 to request an extension of time to file any of the forms listed in Part | or Part Il with the exception of Form 8870, Information
Return for Transfers Associated With Certain Personal Benefit Contracts, which must be sent to the IRS in paper format (see
instructions). For more details on the electronic filing of this form, visit www.irs.gov/efile and click on e-file for Charities & Nonprofils.
i1afll 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

PALOMIY . . . . e ettt e e e e e e e e e » ]
All other corporations (inciuding 1120-C filers), parinerships, REMICs, and trusts must use Form 7004 fo request an extension of time
to file income tax returns. Entsr filer's ldentifylng number, ses instructions
Name of exempt organization or other filer, see instructions. Employer identification number (EIN} or
Type or
print MONTGOMERY GENERAL HOSPITAL, INC. 52-0646893
:ﬂ: ?a::efor Number, street, and room or suile no. If a P.O. box, see insiructions. Social security number (SSN)
filing your 18101 PRINCE PHILIP DRIVE
return. See City, town or post office, state, and ZIP code. For a foreign address, see Instructions.
instructions.
OLNEY, MD 20832
Enter the Return code for the return that this application is for (file a separate application for eachreturn) . . .+ o & v o v 4 - & |_°]1_|
Application Return | Application Return
Is For Code |Is For Code
Form 990 or Forrm 990-EZ2 01 Form 990-T (corporation} 07
Form 990-BL 02 Form 1041-A 08
Farm 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

¢ The books are in the care of »-JOEL BRYAN, 5565 STERRETT PLACE, S5TH _FLOOR, COLUMBIA, MD_ 21044
Telephone No. » _ 410 772-6721 FAXNo.» __

¢ |f the organization does not have an office or place of business in the United States, check thisbox _ ., . .. ........ > |:|

e If this is for a Group Return, enter the organization’s four digit Group Exemption Number (GEN) . If this is

for the whole group, check thisbox , |, , . . . > |:| . 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.

1 |Irequest an avtomatic 3-month (8 menths for a corporation required to file Form 990-T) extension of time
untit___________02/16_,2015 _, to file the exempt organization return for the organization named above. The extension is
for the organization's return for:

»|__| calendar year 20 __ or

> tax year beginning 07/01 _, 2013 _, and ending

2 |f the tax year entered in line 1 is for Jess than 12 months, check reason: D Initial return |__-| Final return
Change in accounling period

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

¢ Balance due. Subtract line 3b from line 3a. Include your payment with this form, if required, by using EFTPS
{Electronic Federal Tax Payment System). See instructions. 3cl$ 0

Caution. If you are going to make an elecironic funds withdrawal {direct debit) with this Form 8868, see Form 8453-EQ and Form 8879-EQ for payment
instructions.
For Privacy Act and Paparwork Reduction Act Notice, sae Instructions. Form BB68 (Rev. 1-2014)

JSA

AFB054 2 000
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Form 8868 (Rev. 1-2014) Page 2
= If you are filing for an Additional {Not Automatic) 3-Month Extension, complete anly Part Il and check thisbox. . . ... .. » ILJ
Nota. Only complete Part Il if you have already been granied an automatic 3-month extension on a previously filed Form 8868.
» _If you are filing for an Automatic 3-Month Extension, complete only Part | (on page 1).

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

Enter filer's Identifying number, see instructions

Name of exempt arganization or other ﬁer. see instructions. Employer identificalion number (EIN} or

Type or

print MONTGOMERY GENERAL HOSPITAL, INC. 52-0646893

S Number, street, and room or suite no. If a P.O. box, see instructions. Social security number (SSN}

due dvate for 18101 PRINCE FHILIP DRIVE

ngn!'%“;e City, town or post office, state, and ZIP code. For a foreign address, see instructions.

instructions. QOLNEY, MD 20832

Enter the Return code for the return that this application is for (file a separate application foreachreturn) . . . . ... ..... 1ol 1_|_
Application Return | Application Return
Is For Code |Is For Code
Form 990 or Form 990-EZ 01 :
Form 990-BL 02 Form 1041-A 08
Form 4720 (individual) 03 Form 4720 {other than individual) 09
Form 980-PF 04 Form 5227 10
Form 990-T (sec. 401{a) or 408(a} trust) 05 Form 6068 11
Form 990-T (trust other than above) 06 Form 8870 12

STOP! Do not complete Part 1l if you were not already granted an automatic 3-month extension on a praviously filed Form 8868.
¢ The books are inthe care of P JnET, RRYAN, 5565 STERRETT PLACE, S5TH FLOOR COLIMBIA, MD 21044

Telephone No. » 410 772-6721 FaxNo. b .
e |f the organization does not have an office or place of business in the United States, checkthisbox , . . .. .......... WP l:l
e [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 . Ifitis for part of the group, check thisbox., . .. ... M |_| 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
5 For calendar year , or other tax year beginning 07/01 ,20 13 ,and endi 06/30 ,20 14
6 If the tax year entered in line 5 is for less than 12 months, check reason: L_I Initial return Finat 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, ga|$ 0
b If this application is for Forms 990-PF, 990-T, 4720, or 6069, enter any refundable credils and
estimated tax payments made. Include any prior year overpayment allowed as a credit and any

amount paid previously with Form 8868. E $ ]
¢ Balance Due. Subtract line 8b frem line 8a. Include your payment with this form, if required, by using EFTPS
(Electronic Federal Tax Payment System). See instructions. Bc|$ 0

Signature and Verification must be completed for Part Il only.

Under penalties of perjury, | declare that | have examined this form, including accompanying schedules and statements, and to the best of my
knowledge and belief, it is true, correct, and complete, and thal | am authorized to prepare this form.

Title B PAID PREPARER pate B 2/09/15
Form BB6B {Rev. 1-2014)

Signature

JSA

3FB055 2 000
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MONTGOMERY GENERAL HOSPITAL, INC. 52-0646893

Form 890 (2013) Page 2
ELYllE Statement of Program Service Accomplishments
Check if Schedule O contains a response or note toanylineinthisPart Il . . . . . oo v v v v s v v v oo v v o v as

1 Briefly describe the organization's mission:
ATTACHMENT 1

2 Did the organization undertake any significant program services during the year which were not listed on the
prior Form 990 or 980-E27 ... ... U I 7 P [T
If "Yes,” describe these new services on Schedule O.

3 Did the organization cease conducling, or make significant changes in how it conducts, any program
SOIVICES? | . . ... [dves [X])no
If *Yes,"” describe these changes on Schedule O.

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

4a (Code: Y(Expenses $ 13,084,928, including grants of § s ) (Revenue $ 145.787.100. )
ATTACHMENT 2

4h (Code: ) (Expenses $ 4.299,1359. including grants of $ ) (Revenue $ )
MEDSTAR MONTGOMERY MEDICAL CENTER PROVIDED $4.3M IN CHARITY CARE
SERVICES IN FISCAL YEAR 2014. CHARITY CARE IS PROVIDED PURSUANT
TO MEDSTAR HEALTH'S FINANCIAL ASSISTANCE POLICY TO MEMBERS OF THE
COMMUNITY WHOSE INCOME IS BELOW CERTAIN THRESHOLDS AND FOR WHICH
THE HOSPITAL IS NOT COMPENSATED. UNDER MARYLAND'S UNIQUE PAYER
SYSTEM, THE AMOUNT REPORTED REPRESENTS MEDSTAR MONTGOMERY'S
CHARITY CARE EXPENSE AND REVENUES REPRESENT DIRECT PAYMENTS FROM
THE STATE'S CHARITY CARE POOL. OTHER CHARITY CARE EXPENSES ARE
INDIRECTLY REIMBURSED VIA THE STATE OF MARYLAND'S PAYMENT SYSTEM.

4¢ (Code: } (Expenses $ 2,271,347, including grants of $ }{Revenue $ )
MEDSTAR MONTGOMERY MEDICAL CENTER PROVIDED $4.3M IN SUBSIDIZED
{(MISSION DRIVEN)} HEALTH SERVICES IN FISCAL YEAR 2014. THESE
CRITICAL SERVICES, WHICH ARE DRIVEN BY COMMUNITY NEEDS, QOPERATE AT
A LOSS. THEY ADDRESS PRIORITIES PRIMARILY THROUGH DISEASE
PREVENTION AND IMPROVEMENT OF HEALTH STATUS. SERVICES PROVIDED
INCLUDE EXPANDED EMERGENCY ROOM SUBSIDIES, BEHAVIORAL SERVICES,
AND WOMEN'S AND CHILDREN'S SERVICES SUBSIDIES.

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

(Expenses § including grants of ){Revenue § )
4e Total program service expenses b 141,655,634.
T Form 990 (2013)

07353X 2502 Vv 13-7.15 2377084 PAGE 3



MONTGOMERY GENERAL HOSPITAL, INC. 52-0646893

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,”
complete Schedule A . . . . . . . ... FGOo0G0G0060000080a00580000000 1 X
2 Is the organization required to complete Schedule B, Schedule of Coniributors (see instructions)? . .. ... ... 2 X
3 Did the organization engage in direct or indirect political campaign activities on behalf of or in opposilion to
candidates for public office? If "Yes,"complete Schadule C,Parfl . . . v « v « v 4 ¢ 4 o s o v i v ettt o e nann 3 X
4 Section 501(c){3) organizations. Did the organization engage in lobbying activities, or have a section 501(h)
election in effect during the tax year? If "Yes,"complate Schedule C, Partl. + . « . « v+ v« v i v i e s o h 4 X
5 Is the organizalion a section 501(c}{4), 501(c){5), or 501(c){6) arganization that receives membership dues,
assessments, or similar amounts as defined in Revenue Procedure 98-197 If "Yes," complete Schedule C,
T nOpOGO0GOLObDOBOOLOOA0d00a0 G 5 X
6 Did the organization maintain any donor advised funds or any similar funds or accounts for which donors
have the right to provide advice on the distribution or investment of amounts in such funds or accounts? If
“Yes,“complete Schedufe D, Part! . . . v o v v v i v v e e e e e e e 6 X
7 Did the organization receive or hold a conservation easement, including easements lo preserve open space,
the environment, historic tand areas, or historic structures? If "Yes," complete Schedule D, Partil. . . . . . . . . . 7 X
8 Did the organization maintain collactions of works of art, historical treasures, or other similar assels? /f "Yes,”
complete Schedule D, Partlll . . .+ - v« v i i it it s i e L 8 X
9 Did the organization report an amount in Part X, line 21, for escrow or custodial account liability; serve as a
custodian for amounts not listed in Part X; or provide credit counseling, debt management, credit repafr, or
debt negotiation services? If “Yes," complete Schedule D, PartivV . . . . ... .. A 0G0 cO0o00C0000d0a0 o) m X
10 Did the organization, directly or through a related organization, hold assets in lemporarily restrlcled
endowments, permanent endowments, or quasi-endowments? If "Yes," complete Schedufe D, PartV , , . ... .| 10 X
11 if the organization's answer 10 any of the following questions is "Yes," then complete Schedule D, Parls VI,
VII, VI, 1X, or X as applicable.
a Did the organization report an amount for land, buildings, and equipment in Part X, line 107 If “Yes,”
complate Schedule D, Part VI , . . . . v v i ittt ittt PN i & - B D .
b Did the organization report an amount for investments-other securities in Part X, line 12 that is 5% or more
of its total assets reported in Part X, line 167 If *Yes,” complete Schedufe D, PartVll . . . .. ............|11b X
¢ Did the organization report an amount for investments-program refated in Part X, line 13 that is 5% or more
of its total assets reported in Part X, line 167 If “Yes," complete Schedule D, Part Vil . . . . . R i [ X
d Did the organizalion report an amount for other assels in Part X, line 15 that is 5% or more of its total assets
reported in Part X, line 167 If "Yes,"complele Schedule D, PartiX . . ... ... ... ..... e e e ... 1 X
e Did the organization report an amount for other llabilities in Part X, line 257 If "Yes,” complete Schedule D, Part X |11e X
f Did the organization's separate or consolidated financial stalemenis for the tax year include a fooinote that addresses
the organization’s liability for uncertain tax positions under FIN 48 (ASC 740)? If "Yes," complele Schedule D, Part X | ., . . . . 11f X
12a Did the organization obtain separale, independent audited financial statements for the tax year? If "Yes,"
complete Schedule D, Parts Xland Xl . .. .... e e e e e et e ettt e e 12a X
b Was the organization included in consolidated, independent audited financial statements for the tax year? if "Yes,” and if
the organization answered "No" to line 12a, then complating Schedule D, Parts Xl and Xillisoptional . « « « + + o « o o o v o s 12b X
13 Is the organization a school described in section 170(b){1){A){i)? If "Yes.” complete Schedule £ . . .. ... ... 13 X
14 a Did the organization maintain an office, employees, or agents outside of the United States?. . . . . ... .. ... 14a X
b Did the organization have aggregate revenues or expenses of more than $10,000 from grantmaking,
fundraising, business, investment, and program service activities outside the United States, or aggregale
fareign investments valued at $100,000 or more? if "Yes,” compleile Schedule F, Parts fand V. . . . . ... ... [14b X
15 Did the organization report on Part IX, column {A), line 3, more than $5,000 of grants or other assistance to or
for any foreign organization? If "Yes,” complele Schedule F,Partsland IV . . . . v . o v v v v v v v v o v v o v v 15 X
16 Did the organization report on Part IX, column (A), line 3, more than $5,000 of aggregate grants or other
assistance to or for foreign individuals? If "Yes," complete Schedule F, Partsiland IV . . . . . . ... ... ....| 16 X
17 Did the organization report a total of more than $15,000 of expenses for professional fundraising services on
Part IX, column (A), lines 6 and 11e? If “Yes,” complete Schedule G, Part ! (ses instructions) e I 1 X
18 Did the organization report more than $15,000 total of fundraising event gross income and contributions on
Part VIII, lines 1¢ and 8a? /f “Yes," complefe Schedwle G, Partll . . . . . . ... v i o vs e s e |18 X
19 Did the organization report more than $15,000 of gross income from gaming activities on Part VNI, line 9a?
If"Yes,"complate Schedule G, Partlll . . . v v v v v v vt s v o ittt e e e P I |- X
20 a Did the organization operate one or more hospital facilities? If "Yes," comnplete Schedule H . , . . . . . cees..]20a|l X
b _If "Yes" to line 20a, did the organization atitach a copy of its audited financial statements to this return? , . . . , . {20b X

JSA

3E1021 1.000
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MONTGOMERY GENERAL HOSPITAL, INC. 52-0646893

Form 990 {2013)
Checklist of Required Schedules {continued)

21

22

23

24 a

26

27

28

29
30

3

32

33

34

35a

36

37

38

Page 4

Did the organization report more than $5,000 of granis or other assistance to any domestic organization or
government on Part IX, column {A), line 17 If "Yes," complete Scheduie |, Parisfand it . . . . .. ... ......
Did the organization report more than $5,000 of grants or other assistance to individuals in the United States

on Part IX, column (A}, line 27 If "Yes,” complete Schedule |, Parts land iif . . . . . AODdoCOBAannDoD000G
Did the organization answer "Yes" to Part VI, Section A, line 3, 4, or 5 about compensation of the
organization's current and former officers, directors, trusiees, key employees, and highest compensated
employees? If "Yes,"complete Schedute J . . . .. ... ... ... ...
Did the organization have a tax-exempt bond issue W|lh an outstanding principal amount of more than
$100,000 as of the last day of the year, that was issued after December 31, 20027 If "Yes,” answer lines 24b
through 24d and complete Schedule K. If “‘No,"gotoline25a. . . ......... SO HO0B00O0NO0CA000D
Did the organization invest any proceeds of tax-exempt bonds beyond a temporary pemd exception? . .. ...
Did the organization maintain an escrow account other than a refunding escrow at any time during the year
to defease any tax-exemptBONgS? . . . & . v v v st v b n e a e e e e et s e e e s e e e s
Did the organization act as an "on behalf of" issuer for bonds outstanding at any time during the year? . . . . . .
Section 501(c){3) and 501(cH{4) organizations. Did the organization engage in an excess benefit transaction
with a disqualified person during the year? If "Yes," complete Schedule L Part!. . . . . v v o v v v v v v v v v s s
Is the organization aware thal it engaged in an excess benefit transaction with a disqualified person in a prior
year, and that the transaction has not been reported on any of the organization's prior Forms 990 or 990-EZ?
ff*Yes,"complete Schedle L, Part L . . « . v v v v v v s i v ottt e e e s ot ottt s on e
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, highest compensated employees, or
disqualified persons? If so, complete Schedule L, Part 1l |, . . . 00 0 o s s ot e e e e s et e e et e e et e
Did the organization provide a grant or other assistance lo an officer, director, frustee, key employee,
substantial contributor or employee thereof, a grant selection commiltee member, or to a 35% controiled
entity or family member of any of these persons? If "Yes,” complete Schedufe L, Partill. . . . ... .. ... ...
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 current or former officer, director, trustee, or key employee? ¥f "Yes,” complefe Schedule L, PartiV. . . . . ...
A family member of a current or former officer, director, trustee, or key employee? If "Yes,” complele
ScheduleL,PartilVi . .. ...........
An entity of which a current or former officer, director, trustee, or key employee (or a family member thereof)
was an officer, director, trustee, or direct or indirect owner? If "Yes,” complete Schedule L, Part iV, . . . . .. ..
Did the organization receive more than $25,000 in non-cash contributions? If “Yes," complete Schedule M
Did the organization receive contributions of arl, historical treasures, or other similar assets, or qualified
conservation contributions? If "Yes,"complefe Schedule M . . . . . . . . . i i it i it it s e
Did the organization liquidate, terminate, or dissolve and cease operations? If "Yes," complete Schedule N,

Did the organization sell, exchange, dispose of, or transfer more than 25% of ils net assets? If "Yes,"”
complete Schedufe N, Part ll . . . . . @ . i i o i e i e e i e e e e e e e e e e e e e e e
Did the organization own 100% of an entity disregarded as separate from the organization under Regulations
seclions 301.7701-2 and 301.7701-37 If "Yes,"complete Schedule R, Part! . . . . . v v v v vt v v v v v e v o
Was the organization related to any lax-exempt or taxable entity? If "Yes,” complete Schedule R, Part #i, i,
oriV,andPartV,line 1 . . v i v v i i it i e s e e s s e e s e s
Did the organization have a controlled entity within the meaning of section 512(b){(13)? ., . . . . e e e e e
If "Yes" {0 line 36a, did the organization receive any payment from or engage in any transaction W|th a
controlled entity within the meaning of section 512(b)(13)? If "Yes," complefe Schedule R, Part V, line 2, , , , , .,
Section 501(c)(3) organizations. Did the organization make any transfers to an exempt non-charitable
related organization? If "Yes," complete Schedule R, Part V,ling 2 |, | , . . . . v v v i v v v vt vt s s n s
Did the organization conduct more than 5% of ils activities through an entity that is not a relaled organization
and that is treated as a partnership for federal income tax purposes? /f "Yes,” complate Schedule R,

PartVi. . .... 5000cDoadn000g000 Er e e e e a e A e A ek e e E e e a e s e e e

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 required to complete Schedule O . . + « « o ¢« + v o v e ¢ v ¢ ¢ o v s s v oo o

JSA
JE1030 1.000

Yes | No

21

22

23

24a

24b

24c

24d

25a

25b

26

27

28a

28b

28c

29

30

N

32

33

34

. |35a

35b

36

37

38

X
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MONTGOMERY GENERAL HOSPITAL, INC. 52-0646893

Form 980 (2013) Page 5
Statements Regarding Other IRS Filings and Tax Compliance
Check if Schedule O confains a response ornotetoanylineinthisPartV .. . . . . ... ... v o0 v v v e J ]
Yes | No
1a Enter the number reported in Box 3 of Form 1096, Enter -0- if not applicable, , . .......[1a 96
b Enter the number of Forms W-2G included in line 1a. Enter -0- if not applicable, . . ......L1b 0
¢ Did the organization comply with backup withholding rules for reportable payments to vendors and ]
reportable gaming (gambling) winnings o Prize WinMErS?, |, . . . v v v v v v v v e v v v o oo sonrsosenessslde X
2a Enter the number of employees reported on Form W-3, Transmittal of Wage and Tax
Statemenits, filed for the calendar year ending with or within the year covered by this return | 2a 1,156/ (0001 AN
b If at least one is reported on line 2a, did the organization file all required federal employment lax returns? | 2b X
Note. If the sum of lines 1a and 2a is greater than 250, you may be required to e-file (see instructions), , , . ., .. /
3a Did the organization have unrelated business gross income of $1,000 or more during the yvear? , ., ., ., ... .| 33 X
b If “Yes,” has it filed a Form 980-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
BOCOUM)? | L L L R . | | X
b Iif “Yes,” enter the name of the foreign country: & _ _ _ _ _ el
See instructions for filing requirements for Form TD F 90-22.1, Report of Foreign Bank and Financial Accounts. ]
5a Was the organizalion a party to a prohibiled tax shelter transaction al any time during the taxyear? _ ., .., . .| 53 X
b Did any taxable party notify the organization that it was or is a party to a prohibited tax shelter transaction? | 5b X
c If"Yes™ to line 5a or §b, did the organization file Form B886-T7 _ . . . . . . . . . . . i i i i i i s e e et m e e 5S¢
6a Does the organization have annual gross receipls that are normally greater than $100,000, and did the
organization solicit any contributions that were not tax deductible as charitable contributions? _, ., ., ... ... 6a X
b If "Yes,” did the organization include with every solicitation an express statement thal such contributions or
gifts were not taxdeductible? |, . . ... L e e i e e 6b
7 Organizations that may receive deductible contributions under section 170{c).
a Did the organization receive a payment in excess of $75 made partly as a contribution and partly for goods
and services provided o the Payor? | . . . . . v v v s e b s s s s s s s s st snnessnssneessneeaslia X
b If "Yes," did the organization notify the donor of the value of the goods or services provided? , , ..........|L7b
¢ Did the organization sell, exchange, or otherwise dispose of tangible personal property for which it was
required 10 file FOMM B2B27 &+ v 4 v v v v v v o o s e v n s o s s o s n s s s nn s nsnenns e e e 7c X
d If "Yes," indicate the number of Forms 8282 filed during the year . . . . . . . . o Ld ]
a Did the crganization receive any funds, directly or indireclly, fo pay premiums on a2 personal benefit contract? |_7e X
f Did the organization, during the year, pay premiums, directly or indireclly, on a personal benefit contract? , , , , . |_7f X
@ If the organization received a contribution of qualified intellectual property, did the organization file Form 8899 as required? | 79
h If the organization received a contribution of cars, boals, airplanes, or other vehicles, did the organization file a Form 1098-C? 7h
8 Sponscoring organizations maintaining donor advised funds and section 509{a}{(3) supporting
organizations. Did the supporting organization, or a donor advised fund maintained by a sponsoring
organization, have excess business holdings atany time during the year? . . . . . . . . . v i v v v v v v o o v o o 8
8 Sponsoring organizations maintaining donor advised funds.
a Did the organization make any taxable distributions under section 49667, ., . . . . .. . .. .. i it v v et Sa
b Did the organization make a distribution to a donor, donor advisor, orrelatedperson? , . . . . ... ........ 9b
10 Section 501(c)(7) organizations. Enter:
a Initiation fees and capital contributions included on Part Vill, line12 , . . . . ... ...... 40a
b Gross receipls, 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 orshareholders |, ., . . .. .. .. ... . it er it 11a
b Gross income from other sources (Do not net amounts due or paid to other sources
against amounts due or received fromM tNEM.) . . . . . v v v v s et e ot e s s v v ennea.. b
12a Section 4847(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 health insurance issuers.
a Is the organization licensed to issue qualified health plans in more thanonestate?, , , ., .. ... ... .. ... | 132
Note. See the instructions for additional information the organization must report on Schedule O.
b Enter the amount of reserves the organization is required to maintain by the states in which
the organization is licensed to issue qualified healthplans ., , ., . .. ............H13b
¢ Enter the amount of reservesonhand , , . . ... ..... R I I | -
14a Did the organization receive any payments for indoor tanning services during the taxyear? , , ,..........|143 X
b If "Yes,” has it filed a Form 720 to report these paymenis? /f "No.," provide an explanation in Schedule O . . . . . . 14b

JSA
JE1040 1.000
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Form 990 (2013) MONTGOMERY GENERAL HOSPITAL, INC. 52-0646893 Page 6

Part

!} Governance, Management, and Disclosure For each "Yes" response to lines 2 through 7b below, and for a "No”
response (o 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 anyline inthisPartVl - . . . ... v o0 v o s IR LR b4

Section A. Governing Body and Management
Yes | No
1a Enter the number of voting members of the governing body at the end of the taxyear . . . . . 1a 18
If there are malerial differances in voting rights among members of the governing body, or if the governing
body delegated broad authority to an exscutive commitige or similar committee, explain in Schedule O.
b Enter the number of voting members included in line 1a, above, who are independent . . . . . 1b 16
2 Did any officer, director, trustee, or key employee have a family relationship or a business relationship with
any other officer, director, trustee, or key employee? . .+ v o v v v v v v v o et b o s e st e .. a0 0 2 X
3 Did the organization delegate control over management duties customarily performed by or under the direct
supervision of officers, directors, or trustees, or key employees to a management company or other person? . . 3 X
4  Did the organization make any significant changes to its governing documents since the prior Form 990 was filed?. . . . . . 4 X
5 Did the organization become aware during the year of a significant diversion of the organization's assets?. . . . 5 X
6 Did the organization have members or stockholders? . . .+ o o o v v v v s s i i et e i i e s e e . 6 | X
7a Did the organization have members, stockholders, or other persons who had the power to elect or appoint
one or more members Of the GOVErMING BOAY? . « « « « « o v v e v v o v o n o n s s tscn o nonnennns . |L7a X
b Are any governance decisions of the organization reserved to (or subject to approval by) members,
stockholders, or persons otherthanthe governing body? « « « v v v v v v o e i i et e vt e e e et n e .ol X
8 Did the organization contemporaneously document the meetings held or written aclions undertaken during
the year by the following:
a Thegoverningbody?. - « « « v v v v vt oo st n e nvanenns e e e e 83 | X
b Each committee with authority to act on behalf of the governingbedy? . . . . . . v o o v vt i i i i oo v 8b | X
9 |s there any officer, director, trustee, or key employee listed in Part VI, Section A, who cannot be reached at
the organization's mailing address? If “Yes," provide the names and addressesin Schedule O . . . . ... .... ] X
Section B. Policies (This Section B requests information about policies not required by the Internal Revenue Code.)
Yes | No
10a Did the organization have local chapters, branches, oraffliates? . . . . v o v v o v v v o v o v v vt vt i e o 10a X
b If "Yes," did the organization have writlen policies and procedures governing the activities of such chapters,

1%a
b
12a
b

13
14
15

16a

affiliates, and branches to ensure their operations are consistent with the organization's exempt purposes? . . . 10b
Has the organization provided a complete copy of this Form 920 to all members of its governing body before filing the form? . 1Ma| X
Describe in Schedule O the process, if any, used by the organization to review this Form 990.

Did the organization have a written conflict of interest policy? If "No,"gotoline 13 . . « . v v o o o v v v b 12a| X
Waere officers, directors, or trustees, and key employees required {o disclose annually interests that could give

rise to conflicts? . . . ... ... e e e et e e e . |M2B1 X
Did the organization regularly and consistently moniter and enforce compliance with the policy? If "Yes,”

describe in Schedule ORow thiSWaSHONE + « v+ v v o« o s v i vttt et s e v e an o e .. M2 X
Did the organization have a written whistleblower policy?. . . . . . .« .. . o oo v v o™ T I b .S
Did the organization have a written document retention and destruction policy?. . . . . . . . B8 0000000 14 | X

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?

The organization's CEQ, Execulive Director, or top managementofficial . . . ... ... ... ... cevee.. M8al X
Other officers or key employees oftheorganization . . . + « v v v v s o v ot vttt n v o e v e nn o cev.. M8bL X
If "Yes" to line 15a or 15b, describe the process in Schedule O (see instructions).

Did the organization invest in, conlribute assels to, or participate in a joint venture or similar arrangement

o
o
=

with ataxable entity during the year?. . . . . . . NG00 0G00000G0 0600000000000 0C000 0 .. A
If "Yes," did the organization follow a written policy or procedure requiring the organization lo evaluate ils

participation in joint venture arrangements under applicable federal tax law, and take steps lo safeguard the
organization's exempt stalus with respect lo such arrangements? |, ., . ., . . . . . . o it ittt a .. 18b] X

|

Secti

on C. Disclosure

17
18

19

List the states with which a copy of this Form 990 is required to be filed ™ MD,

Section 6104 requires an organization to make its Forms 1023 (or 1024 if applicable), 890, 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 El Upon request D Other (explain in Schedule O)

Describe in Schedule O whether (and if so, how) the organization made its governing documents, conflict of interest policy, and
financial stalements 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
organization: P JOEL BRYAN 5565 STERRETT PLACE, S5TH FLOOR COLUMBIA, MD 21044 410-772-6721
58 Form 990 {2013)
3E1042 1.000
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Form 990 (2013) MONTGOMERY GENERAL HOSPITAL, INC. 52-0646893 Page 7
Compensation of Officers, Directors, Trustees, Key Employees, Highest Compensated Employees, and
Independent Contractors
Check if Schedule O contains a response or nole foanylineinthisPart VIl. . . . .. ................
Saction A, Officers, Directors, Trustees, Key Employees, and Highest Compensated Employees
1a Complete this table for all persons required to be listed. Report compensation for the calendar year ending with or within the
organization's tax year.

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

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

e 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 thal received, in the capacity as a former director or trustee of the
organization, more than $10,000 of reportable compensation from the organization and any related organizations.

List persons in the following order: individual trustees or direciors; institutional 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) {8} Position (D) ®) {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 direclor/trustes) from related other ion
nours for =] = the organizalions compensa
rotated ;% 2 § %: é é;' g organization (w-:?n 099-MISC) from the
orgenizations g = % 22 % a | 2| (w-2/1099-MISC) org:nlz’a:l::
belowdetted | 3 2| 3 gleg and rel al
ling) E 5 g g organizalions
S !é} Z
a
B e | 10,01
DIRECTOR 0| X 0 0 0
() e N | R 10101
DIRECTOR 0] X 0 0 0
_(QMICHAEL K KERR MD . ._|..2:99]
DIRECTOR 0} X 60,000. 0 o}
4)KENNETH A SAMET 1.00
TUUDIRECTOR 777771 39.00] X of 3,334,799. 61,007.
ANy AMERY, MD e} 2:00)
DIRECTOR 0] X 0 0 0
§)CHARLES F MESS, SR. MD 1.00
S e 0| x 0 0 0
_(7)BENNETT MORRISON, MD __________1_49.00
DIRECTOR 0| X 129,848. 0 2,530.
_(WRICHARD WEINSTEIN, MD _________|__1.00]
DIRECTOR ol X 16,350. O 0
_(REVIN FLANNERY __ .. _3:00]
DIRECTOR o] X 0 0 0
O N | R Y1003,
DIRECTOR 0| X 0 0 1]
) MO NTEC MU T C T PANE D B | R 00,
DIRECTOR 0} X 0 0 0
2} TN e R | R 110101
DIRECTOR o| X 0 0 0
(43)FADIA KINKEL | 1.00]
DIRECTOR 0| X 0 0 0
(G L=t gl L 08 s o R R e ol
DIRECTOR o] X 0 0 0
JSA Form 990 (2013)

IE1041 1.000
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MONTGOMERY GENERAL HOSPITAL, INC. 52-06468B93
Form 890 (2013) Page B
Section A. Officers, Directors, Trustees, Key Employees, and Highest Compensated Employees (continued)
(A) (e} ()] (o) € 1)
Name and litle Average Position Reportable Reportable Estimaled
hours per | {do naot check mere than one compensation |compensation from amount of
week {list any | DOX, unless person is both an from related other
hoursfor  |_Officer and a director/trustes) the organizations compensation
reiwed |5 | 1 Q1F|5F || organization | (W-2/1099-MISC) from the
opancatons |35 | 2| 8|2 |55 | 3 | (w-2/1089-MISC) organizsiion
below dotted |3 £ | F ] 3&". . and relaled
tine) e 8 g g arganizations
g g B
3|8 a
3 &
2
15) JAMES A. BONIFANT 1.00
“TTpIreCTOR T 0] x 0 d 0
16) KATHERINE W. FARQUHAR, PH.D. 1.00
TTTTpIRECTOR T o] x 0 0 0
17) RICHARD KURNOT, MD 1.00
“TTTpirecTor T 0| X o 9 0
18) CYNTHIA CHROSNIAK, M.D. 1.00
TTTTpIreCTOR T 0| x 41,400. o 0
19} PETER MONGE 39.00
“TTTpRESIDENT | 1 1.00| X X 789,812. o 19,285.
20} DAVID HAVRILLA 40.00
""" TCFO/TREASURER | ] X 325,449. o 30,996,
21) DENISE SCHMIDT 40.00
TTTTSECRETARY 7T X 0 0 0
22) ROGER LEONARD 40,00
“TT7UP, MEDICAL AFFAIRS | ¢ ol X 361,497. 0 871.
23) CONNIE STONE 40.00
"T7UP, PATIENT CARE SERVICES | 0] X 240,634, 0 19,495,
24) KEVIN MELL 40.00
TTT7yP, OPERATIONS | T X 226,109. 0 19,158,
25) FREDERICK FINELLI 40.00
7T VP, MEDICAL AFFAIRS | | X 576,139. 0 21,776.
1b SUb-total ----------------------- - - ’ 206‘298- 3’334'799. 63'537.
¢ Total from continuation sheets to Part VII, Section A . . . ... ....... | 3,333,172, 0 136,889.
d Total {addlines1tband 16} . . . .+« v v v v v v v v e v a s e vevse. | 3,539,470.| 3,334,799. 200,426.
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 66
Yes | No
3 Did the organization list any former officer, director, or trusiee, key employee, or highest compensated
employee on line 1a? If "Yes," complete Schedule J for suchindividval . . . .. .. ... ... ..... A0 000 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 /f *Yes,” complete Scheduie J for such
individual . . . ... ... ..., e et e e e e e e et e et 4 | X
5 Did any person listed on line 1a receive or accrue compensation from any unrelated organization or individual i
for services rendered to the organization? If "Yes,” complete Schedule Jforsuchperson . . . . . . .. ..o .. ... 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

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 b

10

JSA
3E1055 1.000
07353X 2502

Vv 13-7.15

2377084

. Form 990 (2013)
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MONTGOMERY GENERAL HOSPITAIL, INC. 52-0646893
Form 890 (2013} Page B
QY] Section A. Officers, Directors, Trustees, Key Employees, and Highest Compensated Employees (continued}
(A) ® < D) {E) F
Name and title Average Posilion Reporiable Reportable Estimated
hours per (do not check more than one compensation |compensation from amount of
waek {list any | Dox, unless person Is both an from related other
hours lor officer and & director/trustes) | the organizations compensation
ented (83| 2(2 5&|¢ organization W-2/1098-MISC) from the
organcatons & 2| £ | g HAE (W-2?1099—M|SC) ( organizatian
below dotted 35 HE E& = and related
Hine) ER-a -] g 8 organizations
gz ] 3
[} E ?g
1% g
2
26) VIVIAN HSIA __ _ ____ o _____|_30-09]
VP, HUMAN RESOURCES 0 X 161,166. 0 961,
27) ONBNHORNE ____ | 40.00]
NETWORK MANAGER 0 X 148,190. 0 1,028,
28) RANDALL BURSAW ________________| ¢ oty
SUPERVISOR, NUCLEAR MEDICINE 0 X 145,938. o 5,118.
29) JERNNE O'TOOLE ________________|_“ ool
DIR. FIN. SERVICES/CONTROLLER 0 X 143,899, Q 1,619.
30) MELISSA YEAGER | ¢ 40.00/
VP, MKTNG, PLANNING, BUS DEV 0 X 172,939, 0 16,582,
1b Sub-total L e e >
¢ Total from continuation sheets to Part Vll, Section A , , ., . ... ...... >
d Total (add lines 1band1e) . . . . .. ......... SneRfARaREsBN o
2 Total number of individuals {including but not limited to those listed above) who received more than $100,000 of
reportable compensalion from the organization b 66
Yes | No
3 Did the organization list any former officer, direclor, or trustee, key employee, or highest compensated
employee on line 1a7 }f "Yes," complete Schedufe Jfor suchindividual , . . . . . . . . ¢ i i i i it it i st e e 3 X
4 For any individual listed on line 1a, is the sum of reportable compensation and other compensation from the
organization and related organizations greater than $150,000? If “Yes,” complete Schedule J for such PR
Y T 4 | X
5 Did any person listed on line 1a receive or accrue compensation from any unrelated organization or individual
for services rendered o the organization? Iif “Yes,"complete Schedule Jforsuchperson . . . . ... ... ... ... 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 8} 1#)
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 b

JSA
3E1055 1.000
07353X 2502

VvV 13-7.15
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Form 950 (2013)

MONTGOMERY GENERAL HOSPITAL,

INC.

52-0646893

Page 9

SEAAYIE  Statement of Revenue

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

*)

Total revenue

(8}
Relaled or
axempt
function
ravenue

(D}
Revenue
excluded from lax
under sections

512-514

Federated campaigns . . - . « . . .

Membershipdues . . ... .. ..

Fundraising events

Relaled organizations . . . . + . . .

- b [t [
® |a |0 |o |o

Government grants {(contributions) . .

- o A n oo

All oiher contributions, gifts, granis,
and similar amounts not included above . |11

and Other Similar Amounts

g Noncash contributions included in lines 1a-1+ §
h_Total. Add lings 1a-11 . . . . .

BI Contributions, Gifts, Grants

Business Code

2a PATIENT SERVICE REVENUE

621300

137,198,802,

137,198,802,

PHYSICIAN BILLIKG REVENUE

621110

8.437.689.

B,43%,685,

LAB REVENUE

900059

91,543,

50,516,

40, 62T,

500053

98.693.

35,6593,

b
c
d OTHER PROGRAM SERVICE REVENUE
e
f

All other program service revenug . . . . .

|Program Service Revenu

§_Total. Add lines 2a-2f . .

145,827,727,

other similar amounts). . . . .

P

§ Royalties + -

3 Investmeni income (Including dividends, interest, and

D N

»
4 Income from investment of lax-exempt bond proceeds . . . >
>

12,097,

12, 857,

(i} Real

(ii) Personal

6a Grossrenis . . 371,511,

b Less rental expenses . . .

¢ Rental income or (loss) . . 371,511,

]

d Netrental incomeor(ss) . . . . .. ....

AR i

371,511,

(i) Securilies

{ii) Other

7a Gross amount from sales of
assets other than Inventory

Fri |

b Less: cost or other basis
and sales expenses . . . .

¢ Gainor(loss) . - « + + « « ]

d Net gainor{loss) . . .

225,

235.

Ba Gross income from fundralsing
evenis (not Including $
of contributions reported on line ic).
See Parl IV, line 18

b Less: direct expenses

Other Revenue

¢ Net income or (loss)} from fundraising events . .

ioiiizene s

@a Gross income from gaming activities.
Sea Part IV, line19 , , . ., .

b Less:directexpenses . + « v+« - ... b
¢ Net income or {loss) from gaming activilies . .

10a Gross sales of inventory, less

relums andallowances _ _ . ., ..... a

b Less:costofgoodsseld. . . ...... b

¢ Netincome or (Iossi from sales of inventory, ,

& st ia oo B

Miscellaneous Revenue

E_u_slness Code

11a REBATE INCOME

300033

367,630,

367,630,

b TELEPHONE REVENUE

900039

163,317,

100, 544 . |

52,773,

¢ EQUITY INTEREST IN AFFILIATES

200099

135,545,

135,549,

d All other revenue

500099

1,860,361,

1,860,361,

e Total. Addlines 11a-11d + + + + « =+ »
12 Total . See instructions . . . . . .

2,516,857,

148,725,217, |

115.537.}ﬂﬂ-1

141,171.

£,900, 346,

JSA
3E1051 1.000

07353X 2502
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Form 890 (2013}

MONTGOMERY GENERAL HOSPITAL, INC.

52-0646893

Page 10

Statement of Functional Expenses

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

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 Viil.

(A}
Total expenses

8)
Program service
expenses

€}
Management and
general axpenses

(D)
Fundraising
ExXpenses

1 Grants and other assistance to govemmenis and
organizatlons in the United States. See Part IV, line 21 .
2 Grants and other assistance to individuals in
the United States. See Part IV, line22. . . . . .
3 Granis and other assistance to governments,
organtzations, and Iindlviduals outside the
United Stales. See Part 1V, lines 15 and 16
4 Benefits paid to or for members

5 Compensation of current officers, directors,
trustees, and keyemployees , . ., ... .. ..
6 Compensation no{ Included above, to disquallfied
persons (as defined under section 4958(f)(1)) and
persons described in section 495B(c}3NB)
7 Ofther salaries and wages

8 Pension plan accruals and contributions {include sectlon

401(k) and 403(b) employer coniribullens), . . . . .
8 Other employeebenefils . . « + « v v v v v 4 &
10 Payrollfax@s « « « « v o o v o v o v 0 0o 0 o o

11 Fees for services (non-employees):
a Management

blegal .. .. ...... ...
¢ Accounting
dlebbying , . ... ..............
8 Professional fundraising services. See Part IV, line 17,
{ Investment management fees

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

L R R R e I N R R

---------

g Other, (f line 11g amount exceeds 10% of ling 25, column

{A} amount, lisl ling 119 expenses on Schadule o).ATCH .4.
12 Adverlising and promotion , , , , ., ... ...
13 Officeexpenses . . . . . c v v v v v o v o s
14 Informationtechnology. . . . . . o v o v o o
15 Royalties., . . ....... SNSRI .
16 Ocoupancy |, , . .. v v v nsnnnnns
17 Travel

18 Payments of travel or entertainment expenses
for any federal, state, or local public officials
19 Conferences, conventions, and meetings _ , . .
20 Interest | . . ., L ... ... e
21 Paymentsloaffiliates. . . ... ........
22 Depreciation, depletion, and amortization , | |, ,
23 Insurance | . . . .. . . i i e e e e e
24 Other eqenses. llemize expenses nol covered
abowe (List miscellaneous expenses In ling 24e If
line 248 amount excesds 10% of lina 25, column
(A) amount, list line 240 expenses on Schedule O}

o Allotherexpenses _ . o oo e
25 Total functlonal exp Add lines 1 through 24e

2,002,875,

2,002,875,

0

54,907,894,

54,907,894.

B20,521. 820,521.
5,431,982. 5,431,992,
4,083,019. 4,083,019,

0
10,621. 10,621.

0

O

0

0
28,393,883, 28,393,883.
355,473. 155,473.

0

0

0
741,405. 741,405,
23,73%9. 23,739,

0
54,301. 54,301.
2,150,100. 2,180,100,

0
9,633,425. 9,633,425.
1,025,777. 1,025,777.

26,195,157.

26,195,157,

2,775,475. 2,775,475.
787,282. 787,282.
149,009. 145,009,

2,073,686. 2,073,686.

141,655,634,

141,655,634.

268 Joint costs. Complete this line only if the
organization reported in column (B} joint costs
from a combined educational campaign and
fundraising solicitation, Check here B[] if

following SOP 98-2 (ASC 958-720), , ... .. 0
J5A
AE1052 1.000 Form 990 (2013)
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MONTGOMERY GENERAL HOSPITAL, INC. 52-0646893
Form 990 (2013) Page 11
Balance Sheet
Check if Schedule O contains a response or note to anylineinthisPart X . . . o . oo v v vneeanasl |
{A) (®)
Baginning of year End of year
1 Cash-non-interest-beaning |, |, . . . .. ... 0 it e g1 0
2 Savings and temporary cashinvestments, | ., . . ... . ... ... ..., 30,065,044.; 2 35,140,183.
3 Pledges and grantsreceivable, net | . . .. . . e e g3 0
4 Accountsreceivable, Nel | L L e e e e e 15,512,512.| 4 17,573,967,
5 Loans and other receivables from current and former officers, directors,
trustees, key employees, and highest compensated employees.
Complete Part Il of ScheduleL | . g5 0
6 Loans and olher receivables from ofher disquallned persons (as dellned under sectlon
4958(f){1)). persons described in section 4958(c}(3)(B), and contributing employers
and sponsoring organizations of section 501{c}{9) voluntary employees’ beneficiary
A organizations (see Instructions). Complete Parl ll of ScheduleL = . . ... .. d 6 0
®| 7 Noles and loans receivable, net | = | 97 0
2| 8 |Inventories for saleoruse | e e e e e 2,404,441.) 8 2,325,518.
9 Prepaid expensesanddeferredcharges , . ... ... ... ¢ ¢ .- 1,040,319.| 9 1,478,172.
10a Land, buildings, and equipment: cost or
other basis. Complete Part VI of Schedule D 10a 188,142,582.
b Less; accumulated depreciation, . . . ... ... 10b 99,064,773. 87,671,498.|10¢c 89,077,809.
11 Investmenis - publicly traded securities _ . . . . . ... ... ... . .... q 11 0
12  Investments - other securities. SeePart IV, line 11, _ . . . ... ....... 117,313.[12 144,048.
13 Invesitments - program-related. See Part IV, line 1% _ ., . .. ... ..... qd143 0
14 Intangibleassets , . . . ... ... ... . ... . .. e q14 2
15 Other assels. See Part IV, line 11 . . . . . .. 0 0 v i i s i e s e e e e 82,759.1 15 0
16 Total assets. Add lines 1 through 15 (must equalline34) . . ........ 136,893,886.] 16 145,739,657,
17  Accounts payable and accrued eXpeNSES , . . . . . . .. . e e e e e 14,841,024.)17 16,370,413,
18 Grantspayable, . . . ... ...... .. .. e 418 0
19 Deferredrevenue | ., . .. ... ... .. ..t 72,433.]119 280,984.
20 Tax-exemptbond liabilitles , . . ., . ... .. ......... . ... ... qd20 0
@124 Escrow or custodial account liability. Complete Part IV of Schedule D |, | | | g 21 0
E 22 Loans and other payables to current and former officers, directors,
= frustees, key employees, highest compensated employees, and
= disqualified persons. Complete Part |l of ScheduleL, ., , . .. ........ g 22 g
23 Secured morigages and notes payable to unrelated third parties | |, . . .. d 23 "]
24 Unsecured notes and loans payable to unrelated third parties, | , , . ., . . g 24 0
25 Other liabilities (including federal income tax, payables to related lhll‘d
parties, and other liabilities not included on lines 17-24). Complete Part X
ofScheduleD , ., .. ... . ... it s 24,194,853./25 22,397, 636.
26 Total liabilities. Add lines 17 through 25, . . . . . . . v« o w v v v v a v .. 39,108,310.| 26 39,049,033,
Organlizations that follow SFAS 117 (ASC 958), check here » m and
§ complete lines 27 through 29, and lines 33 and 34,
€127 \Unrestricted netassets . . L L e 87,785,576.| 27 106,690,664.
g 28 Temporarily restricted net assets | [ g 28 o
2|29 Permanently restrictednetassels, |, . . ... ... ... ...+ c.'.unon.. g 29 0
T Organizations that do not follow SFAS 117 (ASC 958), check hera P ‘:, and
5 complete lines 30 through 34,
2130 Capital stock or trust principal, or currentfunds . 30
#(31 Paid-in or capital surplus, or land, building, or equipmentfund = . | 31
<{32 Retained earnings, endowment, accumulated income, or other funds _ _ _ . 32
2(33 Totalnetassetsorfundbalances . . . . . . . ... ... . ... . ... ... 37,785,576.| 33 106,690,664.
34 Total liabilities and net assets/fundbalances. . . . . ... ... ... 136,893,886.| 34 145,739,697,
Form 990 (2013)
JSA
3E10523 1.000
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MONTGOMERY GENERAL HOSPITAL, INC. 52-0646893

Form 990 (2013}

Page 12

Reconcillation of Net Assets

Check if Schedule O contains a response or note to any lineinthisPart X1 . . . . . . . . ... ....... . [x]
1 Total revenue {must equal Part VIIl, column (A}, iN€ 12) - « o v v v v e vt v v e ne s enns 1 148,725,217.
2  Total expenses (must equal Part IX, coumn (Al INE 25) « » v v v v v v v v e e e e e anss 2 141,655,634.
3 Revenue less expenses. Subtractline2fromiline1. . . . . « v ot it b i i b it it e | 3 7,073,583,
4 Netassets or fund balances at beginning of year (must equal Part X, line 33, column (A)) . . . . . 4 97,785,576.
5 Netunrealized gains (I0SSES) ONINVESIMENIS + « « v v v v v v v e vt v et o me s e nennns 5 2,248.
6 Donated services anduseoffaciliies . . . . . . . . . . . c . i i et e e e e 6 0
T InvestmMent eXpPenSES . & . & v v« v v v o n v o e v s 0 o 8 s s b s b st e e e e e e e 7 0
8 Priorperiod adjustments . . . . . v v o o ht ot e e e e e s s e e e e s e e s s e e s e 8 0
9 Other changes in net assets or fund balances (explainin Schedule ©) . . . . . . . .. oo v ... 9 1,829,257.
10 Net assels or fund balances at end of year. Combine lines 3 through 9 (must equal Part X, line
33, COIUMN {BY) « « v v e e e o o e e e o s o e o o o e o o o s & u & & o o o « « s & o o oo« e e 10 106,690,664.
m Financial Statements and Reporting
Check if Schedule O contains a response or nole to any lineinthisPart Xl . . ................. [ ]
Yes | No
1 Accounting method used to prepare the Form 990: D Cash Accrual [:] Other
If the organization changed its method of accounting from a prior year or checked "Other," explain in
Schedule O.
2a Were the organization's financial statements compiled or reviewed by an independent accountant? = . | 2a X
If "Yes," 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:
|:| Separate basis I:‘ Consolidated basis D Both consclidated and separale basis
b Were the organization's financial statements audited by an independentaccountant? . . . + v v v v v v v 0 o s 2b | X
If "Yes,” check a box below to indicate whether the financial statements for the year were audited on a
separate basis, consolidated basis, or both:
Separate basis Consolidated basis \:| Both consolidated and separate basis
c If "Yes" to line 2a or 2b, does the organization have a committee that assumes responsibility for oversight
of the audit, review, or compilation of its financial statements and selection of an independent accountant? 2 | X
If the organization changed either its 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 v v 0 v v e v o 0 o 4 o 4 b s o b 8t b s ot s nvsmenans 3a .S
b If "Yes,” did the organization undergo the required audit or audits? If the organization did not undergo the
required audi or audits, explain why in Schedule O and describe any steps taken to undergo such audits. 3b

JSA

3E1054 1.000

07353X 2502 vV 13-7.15 2377084
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JSA

OMB No. 1545-0047

SCHEDULE A Public Charity Status and Public Support

(Form 90 or 990-E2) Complete if the organization is a sactlon 501(c){3) organization or a section
4947(a){1) nonexempt charitable trust.

Depariment of the T P Attach to Form 990 or Form 990-EZ. Onen te Public
.,,?Eﬂ\a'."ﬁvenue Se:ii:uw P-Information about Schedule A (Form 990 or 9890-EZ) and its instructions Is at www.irs.gov/form990, Inspection
Name of the organization Employer Identification number
MONTGOMERY GENERAL HOSPITAL, INC, 52-0646893

Y1 Reason for Public Charity Status (All organizations must complete this part.) See instructions.
The organization is not a private foundation because it is: (For lines 1 through 11, check only one box.)
1 A church, convention of churches, or association of churches described in section 170(b){1)}(A}(i).

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

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

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

hospital's name, city, and state:

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

section 170(b){1){A)iv). (Complete Part IL.}

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

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

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

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

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

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

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

acquired by the organization after June 30, 1975. See section 508{a){2). (Complete Part ll.)

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

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

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

2
3
4

(1] OO0 O EI=L

or section 509(a)(2).
f If the organization received a written determination from the IRS that it is a Type |, Type I, or Type Il supporting
organization, check thisbox ... ... ........
g Since August 17, 2006, has the organization accepted any gift or contribution from any of the
following persons?
{i) A person who directly or indirectly controls, either alone or together with persons described in (ii) and Yes | No
(iii) below, the governing body of the supported organization? | . . . . .. ... .. ... ... 1gil)
{) A family member of a persondescribed in(i)above? _ . . .. ... ... e e e 11gii)
{iii} A 35% controlled entity of a person describedin (i} or (iyabove? . . .. .............. 11gliii)
h Provide the following information about the supported organization(s).
{l} Name of supported iy EIN {lii} Type of organization (v} 1sthe | {v} Did you notify (vi) Is the {vii} Amount of monetary
organization (described on lines 1-9 orgenizationin | the organizalion | organizalion in support
above or IRC section col (I} stedin | 1 ot (3 of your | cal () organized
{see instructions)} ¥ ocomant? - suppont? inthe U5 ?
Yes | No Yes No Yas Ne
(A)
(B)
{C)
(D)
(E)
Total
For Paperwork Raduction Act Notice, sea the Instructions for Schedule A (Form 980 or 980-EZ) 2013

Form 090 or 990-EZ.

3E1210 1.000
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MONTGOMERY GENERAL HOSPITAL, INC. 52-0646893

Schedule A {Form 960 or 890-EZ) 2013 Page 2

Support Schedule for Organizations Described in Sections 170(b){1}{(A)(iv) and 170{b){1)(A){vi}
{Complete only if you checked the box on line 5, 7, or 8 of Part | or if the organization failed to qualify under
Part lIl. If the organization fails to qualify under the tests listed below, please complete Part Iil.)

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, contribulions, and
membership fees recelved. (Do not
include any "unusual grants.”} . . . . . .
2 Tax revenues levied for  the
organization's benefit and either paid
fo orexpended onitsbehalf . . . . . . .
3 The value of services or facllities
furnished by a governmental unit to the
organization without charge . . . . . . .
Total. Add lines 1 through 3. . . . . . .
5 The portion of total contributions by
each person (other than a
governmental unit or publicly
supporied organizalion) Included on
line 1 that exceeds 2% of the amount
shown on line 11, column{f}. . . . . ..
6 Public support. Subtract line 5 from line 4.
Section B. Total Support
Calandar year (or fiscal year beginning in) I (a) 2009 {b) 2010 {c) 2011 (d) 2012 (e} 2013 {f Total
7 Amountsfromlined ... ..... ..
8 Gross income from interest, dividends,

payments recaived on securities loans,
rents, royalties and income from similar

SOURCES , | | L . i i v v v e e e
9 Net income from unrelated business
aclivities, whether or not the business
is regularly carriedon . . . . . . 5000
10 Other income. Do not include gain or
loss from the sale of capital assets
{ExplaininPart V) . . ... ......
11  Total support. Add lines 7 through 30 . .
12  Gross receipts from related activities, etc. (see instructions) . . . . . . . . . R I 14 I
13 First five years. If the Form 980 is for lhe organization’s first, second, third, fourh, or fifth tax year as a section 501(c}{3)
organization, check thisboxandstophere . . . . . . ¢ v v v« v v u o vt AoononnooBOBODODNOOO0ONOBO A A B AN >
Section C. Computation of Public Support Percentage
14 Public support percentage for 2013 (line &, column (f) divided by line 11, column(f)) , . ... ... |14 %
15 Public support percentage from 2012 Schedule A, Part il line14 . . . . . ... F O I |- %
16a 331/13% support tast - 2013, If the organization did not check the box on line 13, and line 14 is 334/3% or more, check
this box and stop here. The organization qualifies as a publicly supportedorganization , . . . ... .. v v v v v e wa. P
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., , . . ... .. .00 0. P
17a 10%-facts-and-circumstances test - 201 3. 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. Expiain in
Part IV how the organization meets the “facts-and-circumstances” test. The organization qualifies as a publicly supported
OFQANIZAON, | . .t it ittt s v e v s o s s s e n e e e e N
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 organization meets the "facts-and-circumstances” test. The organization qualifies as a publicly
SUPROItEd OrgaNIZAtION , |, . . . . i v vttt et e s e s e r o n e e et s s e e e s >
18 Private foundation. If the organization did not check a box on line 13, 16a, 16b, 17a, or 17b, check this box and see
INSITUCHIONS |, L 4 v v v v v v u v v v b e o v o o e o s v s v e s v w sy e e s s s s e e s ee s s s e s s e e aase s PD
Schedule A (Form 980 or 980-E2Z) 2013
J5A
IE1220 1.000
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MONTGOMERY GENERAL HOSPITAL, INC. 52-0646893
Schedule A {(Form 990 or 890-EZ) 2013 Page 3
Support Schedule for Organizations Described in Section 509(a)(2)
(Complete only if you checked the boxon line 8 of Part | or if the organization failed to qualify under Part Il.
If the organization fails to qualify under the tests listed below, please complete Part |l.)
Section A, Public Support
Calendar year (or fiscal year beginning in} M| (a) 2009 (b) 2010 {c) 2011 {d) 2012 {e) 2013 {f) Total
1  Gifts, granis, coniributions, and membership fees
received. (Do not Include any "unusual grants.”)
2 Gross receipts from sdmissions, merchandise
sold or senices performed, or facilities
furnished in any aclivity that is related to the
organization’s lax-exempt purpose | |
3 Gross recelpis from actlvities that are not an
unralaled trade or business under seclion 513
4 Tax revenues levied for the
organization's benefit and either paid
to orexpended on its behalf | = = |
§ The wvalue of services or facilities
furnished by a governmental unit to the
organization withoul charge
6 Total. Add lines 1 through5_ |
7a Amounts included on lines 1, 2, and 3
received from disqualified persons . . . .
b Amounis Included on lines 2 and 3
recaived from olher than disqualified
persons that exceed the greater of $5,000
or 1% of the amount on line 13 for the year
¢ Addlines7aand7b. . . . « « v . . ..
B Public support {Subtract line 7¢ from
line6.) . . . . o oo i,
Section B. Total Support
Calendar year (or fiscal year beginning in) »-{ (a) 2009 {b) 2010 {c} 2011 {d) 2012 (e} 2013 {f} Total
9 Amountsfromline6. . ... ......
10a Gross income from interast, dividends,
payments received on securities loans,
rents, royalties and income from similar
SOUTCES o 4+ v v » o v ¢ s o v o o 4 s s s
b Unrelated business taxable income (less
seclion 511 1axes) from businesses
acquired after June 30, 1975
¢ Add lines 10a and 10b

11  Net income from unrelated business
activilies not Included in line 10b,
whather or not the business Is regularly
carriedOn + + ¢ ¢ 4 b0 4 v e e e n e

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

13 Total support. {Add lines 8, 10¢, 11,

-------

LR R

and12) . ... ....... ...
14  First flve years. If the Form 990 is for lhe organizalion's first, second, third, fourth, or fifth tax year as a sectlon 501(c)}(3)
organization, check this box and SOPHBMB. . v « v « v ¢ v + 4 4 4 ¢+ ¢ o o s 0t 4 0 o s s s s s st e v 0t oo s oo ossssP
Section C. Computation of Public Support Percentage
15  Public support percentage for 2013 (line 8, column (f) divided byline 13, column ()}, _ . . . .. .... 15 %
16 Public support percentage from 2012 Schedule A, Partlll, line15. . . . . .. ... ... Soooonoon . .| 16 %
Section D. _Computation of Investment Income Percentage
17 Investment income percentage for 2013 (line 10c, column {f) divided byline 13, column {f)) , . ., . ... ... 17 Yo
18  Investment income percentage from 2092 Schedule A, Part I line 17 | | . . . . . 0 i i v e s e e v e 18 %

19a 331/3% support tests - 2013. If the organization did not check the box on line 14, and line 15 is more than 331/3%, and line
17 is nol more than 331/3%, check this box and stop here. The organization qualifies as a publicly supported organizalion P
b 331/3% support tests - 2012. If the organizatlon did not check a box on line 14 or line 19a, and line 16 is mora than 331/3%, and
line 18 is not more than 331/3%, check this box and stop here. The organization qualifies as a publicly supported organization P
20 Private foundation. If the organization did not check a box on line 14, 19a, or 19b, check this box and see Instructions P
52221 T Schedule A (Form 880 or 990-EZ) 2013
07353X 2502 V 13-7.158 2377084 PAGE 17




MONTGCMERY GENERAL HOSPITAL, INC. 52-0646893
Schedule A {Form 990 or 990-E2) 2013 Page 4

Supplemental Information. Provide the explanations required by Part il, line 10; Part ll, line 17a or 17b;
and Part lll, line 12. Also complete this part for any additional information. (See instructions).

JSA Schedule A {Form 990 or 890-EZ) 2013

JE1225 2.000
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SCHEDULED

| OMB No. 1545-0047

Supplemental Financial Statements

(Form 980) P Complete if the organization answersd "Yes," to Form 980, 2@1 3
Part IV, line 6, 7, 8, 9, 10, 11a, 11b, 11c, 11d, 11e, 11f, 12a, or 12b.

Department of ihe Treasury P Attach to Farm 990. Open to Public

Inlernal Revenue Senice - Information about Schedule D (Form 990) and its Instructions Is at www./rs.gov/form890, Inspection

Name of the organization Employer identification number

MONTGOMERY GENERAL HOSPITAL, INC. 52-0646893

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

{a) Donor advised funds {b) Funds and other accounts
1 Total numberatendofyear . . .........
2  Aggregate contributions to {during vear) . ...
3 Agoregate grants from (duringyear). . .. ...
4  Aggregate value atendofyear. . .. ... ...
5§ Did the organization inform all donors and donor advisors in writing that the assets held in donor advised
funds are the organization's property, subject to the organizalion's exclusive legalcontrol? . . .. ... .. .. D Yes |:| No

6 Did the organization Inform all grantees, donors, and donor advisors in writing that grant funds can be used
only for charitable purposes and not for the benefit of the donor or donor advisor, or for any other purpose
conferring impermissible private beneft? . . . . . . . . . . ..o e e e e e e e e s D Yos l:] No
Conservation Easements. Complete if the organization answered "Yes" to Form 990, Part IV, line 7.
1 Purpose(s) of conservation easements held by the organization (check all that apply}.
Preservation of land for public use (e.g., recreation or education) Preservation of an historically important land area
Protection of natural habitat Preservation of a certified historic structure
Preservation of open space

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

Held at the End of the Tax Year
a Total number of conservationeasememts . . . . v v v v v v v v P P s e e e e e e 2a
b Total acreage restricted by conservationeasements . . . . . . . ¢ v v v v s v v v o s a e 2b
¢ Number of conservation easements on a certified historic structure included in{a)., . . . . . 2c
d Number of conservation easements included in (c} acquired after 8/17/06, and not on a
historic structure listed in the NationalRegister, . . . . . . . v v e v v v v v v e s v v ... 2d
3  Number of conservation easements modified, transferred, released, extinguished, or terminated by the organization during the
taxyear » __ _ _ _ __ __________

4  Number of stales where property subject to conservation easementis located » _ ________________
§ Does the organization have a written policy regarding the periodic monitoring, inspection, handling of

violations, and enforcement of the conservation easementsitholds? .. ... ... e e et e e e D Yes D No
6 Staff and volunteer hours deveted to monitoring, inspecting, and enforcing conservation easements during the year

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

| g TS

8 Does each conservation easement reported on line 2(d) above satisfy the requirements of section 170{h)(4)XB)
(1) and SeCtion A7OMNANBIIT . . . . . . v o st e s e e e e e e e e e [ ves Tlwo
@ in Part Xlll, describe how the arganization reports conservation easements in its revenue and expense statement, and
balance sheet, and include, if applicable, the text of the footnote to the organizalion's financial statements that describes the
organization's accounting for conservation easements.
Organizations Maintaining Collections of Art, Historical Treasures, or Other Similar Assets.
Complete if the organization answered "Yes" to Form 990, Part IV, line 8.
1a If the or?anization elected, as permitted under SFAS 116 (ASC 958), not to report in ils revenue slalement and balance sheet

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

b If the organization elected, as permitted under SFAS 116 (ASC 858}, to report in its revenue statement and balance sheet
works of art, historical treasures, or other similar assets held for public exhibition, education, or research in furtherance of
public service, provide the following amounts relating {o these items:

{) Revenues included in Form 980, PartVIILline1 . . v v v v v v v v v v b i it e i e it e e e nw s >3
{ii) Assetsincludedin Form 990, PartX . . . ¢« v v v v 4 v s e v bt s e nn s s e s aoo0ooa g JE

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

a Revenuesincluded in Form 990, Part VIILLTIne 1 . . .. o v v v v v v v et o nenonroanveeass PO _____________
b Assels included in Form 990, Part X . . ... .. ... SooocaonanaasobocBOn o0 a0 LAk
For Paperwork Reductlon Act Notice, sae the Instructions for Form 890. Schedule D {Form 890) 2013
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MONTGOMERY GENERAL HOSPITAL, INC. 52-0646893
Schedule D {Form 590) 2013 _ _ Page 2
FIsYl[] Organizations Maintaining Collections of Art, Historical Treasures, or Other Similar Assets (continued)

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

a Public exhibition d Loan or exchange programs
b Scholarly research e oter
c Preservation for future generations T oTTTTTTTTTTTTTTTTTTTTTTTTTT
4 Provide a description of the organization’s collections and explain how they further the organization's exempt purpose in Part
X,

§ During the year, did the organization solicit or receive donations of arl, historical treasures, or other similar
assels to be sold to raise funds rather than to be maintained as part of the organizalion's collection? . . . . . . i:l Yas |:| No

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

1a Is the organization an agent, trustee, custodian or other intermediary for contributions or other assets not
included on FOrm 980, PAIX? | .\, .\ .\ttt s e e e e [(dves [Ino

b If "Yes," explain the arrangement in Part Xlll and complete the following table:
Amount
¢ Beginning balance . .. .. 000000000000 0oAc0 G 0a0an o 6ol
d Additionsduringtheyear ... .+ v v v v vt o et s e oo easa|1d
e Distributionsduringtheyear. . . . .« . v v v it ittt s vt vnsesaa]|le
f ENding balante . « v ¢ v v v v v b s v v b b s b a s e e e n e e e e . 1f
2a Did the organization include an amount on Form 990, Part X, line 21?7 . . .. . . . . v ... L]ves | I No
b If "Yes," explain the arrangement in Part XlIl. Check here if the explanation has been providedinPartXl, , . ... ...
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 . . . ........
¢ Net investment earnings, gains,

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

andprograms. . .........
f Administrative expenses . . . . .
g Endof yearbalance. . ... ...

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 %

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

organization by: Yas | No
{i) unrelated organizations. ... ... Q0 DDD00C00O00D0GO0a0000000Gc0ca0A0Ao00G00D00 D 3a(i)
(ihrelated organizalions | . . . . .. ... ... ... e e e a e I T

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

4 Describe in Part XIll 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.

Descripiton of property {a} Cost or other basis | {b) Cost or cther basis {c) Accumulated (d) Book value
{investment) {other) deprecialion
1a Land. . - . - - v o i e e e e e 146,581. 146,581.
b Buidings - ---..--......c0... $9,087,500.f 33,B854,896. 65,232,604.
¢ Leasehold improvements. . . . . . . ... 2,773,284. 1,909,660, 863,624,
d Equipment - . < . .t i b et e e 74,492,645.| 57,233,137, 17,259,508.
e Other . .. .. ... ... 11,642,572. 6,067,080, 5,575,492.
Total. Add lines 1a thraugh 1e. (Column {d) must equal Form 990, Part X, column (B), line 10(c).). . . . . . » 89,077,809,

Schedule D (Form 980) 2013
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MONTGOMERY GENERAL HOSPITAL, INC. 52-0646893
Schedule D {Form 990) 2013 Page 3
Investments - Other Securities.

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

{a) Description of security or category (b) Beok value {e) Method of valuation:
{including name of security) Cost or end-of-ysar markel value

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

Total. (Column (b) must equel Form §90, Part X, col. (B) line 12.}
3E=A"IR Investments - Program Related.
Complete if the organization answered "Yes" to Form 990, Part IV, line 11c. See Form 9980, Part X, line 13.

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

{1)
{2)
{3)
{4)
(5)
(8)
(7
(8}
(9}
Total. {Column (b) must equal Form 990, Part X, col. {8) line 13) W
Other Assets.
Complete if the organization answered "Yes" to Form 890, Part IV, line 11d. See Form 990, Part X, line 15.

{a) Description (b) Book value
(1)
{(2)
(3)
4)
(5)
{6)
(7
(8)
(9)
Total. {Column (b) must aqual Form 990, Part X, col. (B)ling@ 15.), . o v o v v o v o v v e i e o v a s oa s s as »

Other Liabilities.
Complete if the organization answered "Yes" to Form 99¢, Part IV, line 11e or 11f. See Form 990, Part X,

line 25.

1. {a) Description of liability {b} Bock valua
(1) Federal income taxes
{(2) DUE TO RELATED ORGANIZATION 8,510,889,
{3)MOB LIABILITY 7,877,865,
{4) ADVANCE HEALTH INSURANCE 4,255,719,
(5) PATIENT CREDIT BALANCES 273,398,
{6) OPTIMUM CHOICE IBNR 131,960.
{7)OTHER LIABILITIES 1,347,804,
(8)
()

Total. {Column (b) must equal Form 980, Part X, col. (B} line 25.) W 22,397,636,

2. Liabitity for uncertain tax positions. In Part XIII, provide the text of the foolnole to the organization’s financial statements that reports the

organization's liability for uncertain tax positions under FIN 48 (ASC 740). Check here if the text of the foolnote has been provided in Part Xill El

T Schedule D (Form 980} 2013
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MONTGOMERY GENERAL HOSPITAL, INC.

Schedule D (Form 890) 2013

52-0646893

Page 4

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

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

1  Tolal revenue, gains, and other support per audited financial statements =~ . . . . ... .. 1
2 Amounts included on line 1 but not on Form 990, Part VI, line 12:

a Netunrealized gains on investments e e 2a

b Donaled services and use offacilites |, ., . . . ... ... ..., .... 2b

¢ Recoveries of prioryeargrants . . . .............. 2¢

d Other (DescribeinPart XWL) |, . . . . ... ... . .., 2d

e Addlines2athrough2d = .. .. ........... e 20
3 Subtractline2e fromline1 . . . ... ... ... ... .. e e i i e 3
4  Amounts included on Form 990, Part VIII, line 12, but not on line 1:

a Investment expenses not included on Form 990, Part VIll, line7b . = = | 4a

b Other (DescribeinPartXill) . . . .. .. ............. 4b

c Addlinesdaanddb e, dc
5  Total revenue. Add lines 3 and 4c. (This must equal Form 990, Parth 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

o a0 on

3

4
a
b
c

5

Total expenses and losses per audited financial statements 1
Amounts included on line 1 but not on Form 990, Part IX, line 25:

Donaled services and use of facilities | 2a

Prior year adjustments oottt T

Otherfosses  © Tttt ”

e (Descr'ib'e'in'P'a 4 5(Iil.5 ........................... 20

Add lnes 2a though2d 11T T e 26
Subtractline2e fromlined . . . . . . . ... ... A
Amounts included on Form 990, Part IX, line 25, bul not on line 1:

Investment expenses not included on Form 990, Part VIII, line 7b . 4a

Other (DescribeinPartny 00T 4b

Add linesdaanddb Tttt 4c
Total expenses. Add fines 3 and 4c. ('Thi's must 'edu'abeﬁnogbb, Part l: line iB'.): : : : : : : : : : : : : : 5

ETa@dlll Supplemental Information.
Provide the descriptions required for Part Ii, lines 3, 5, and 9; Part |ll, lines 1a and 4; Part 1V, 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. Alsc complete this part to provide any additional information.

SEE PAGE 5
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Schedule D (Form 990) 2013 MONTGOMERY GENERAL HOSPITAL, INC. 52-0646893 Paga 5
(@l  Supplemental Information (confinued)

FIN 48 FOQTNOTE

SCHEDULE D, PART X

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

ip, 2014.

Scheduls D (Form 990) 2013
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SCHEDULE H Hospitals | OMB No. 1545-0047
(Form 980)

- Complete if the organization answared “Yes" to Form 880, Part IV, quastion 20.

Attach to Form 890. P Sae separate instructions. i
E,?;’,?g{“;;‘;?{,";‘s;ﬁ";“ . P Information abot: Schedule H (Form QGDTand its Il:istructlons Is at www.irs.gov/form990, ﬁ,z:lé?ig: blic
Name of the organization Employer |dantification number
MONTGOMERY GENERAL HOSPITAL, INC. 52-0646893
[Tl _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 [ X
b I "Yes, " was ila WHHEN POICY?. « -« « v v i e i e ittt et et et s e e ane e senenane e b | X

2 If the organization had multiple hospital facilities, indicate which of the following best describes application of
the financial assistance policy to its various hospital facilities during the tax year.
Applied uniformly to all hospital facilities Applied uniformly to most hospital facilities
Generally tailored to individual hospital facilities

3 Answer the following based on the financial assistance eligibility criteria that applied 1o 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,” indicate which of the following was the FPG family income limit for eligibility for free care: |3a | X

100% 150% E 200% Other %
b Did the organization use FPG as a factor in determining eligibility for providing discounted care? W "Yes,” L
indicate which of the following was the family income limit for eligibility for discounted care: _ , , . .. ... .... 3biX
200% D 260% 300% 350% E 400% Other %

c If the organization used factors 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 lest 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 to the largest number of its patients during the
tax year provide for free or discounted care to the "medically indigent"?

5a Did the organization budget amounts for free or discounted care provided under its financial assistance policy during the lax year? 5a| X
b If "Yes,” did the organization's financial assistance expenses exceed the budgeted amount? . . . . . . . ... ..., |8 ZX
¢ If "Yes" to line 5b, as a result of budget considerations, was the organization unable to provide free or
discounted care to a patient who was eligible for free ordiscounted care? . . . . . . . . . . . .. ... ... . |.5¢e X
6a Did the organization prepare a community benefit report during thetaxyear? .. ... .. ... ... ... ... .. ga | X
b K "Yes," did the organization make il availabletothepublic? . . . . .« ¢ o v i e i v i e i 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 Benefils at Cost
Financial Assistance and | {3) Number ot | (h) Persans {c) Total community {d) Direct ofisetting {a) Nel community {7} Percent
Means-Tested Government oQrams served benefit expense revenue benefit expense of total
Programs Tophonay | (optional) axpense
8 Flnancial Assislance at cost
(from Workshest 1) + « + . 4,299,359, 4,299,359, 3.04
b Medicaid (from Worksheet 3,
columna) « « « 4 o . s
€ Costs of other means-tested
e&:vemment programs Sfmm
orksheet 3, columnb) |
d Total Financlal Assistance and
Means-Tested Government
PrOgrams « « o « « + « . 4,289,359, 4,299,359, 3.04
Other Banafits
e C ity haalth imp
services and community benefil
operations (from Worksheeld) « 1,612,295, 18,830. 1,593,465. 1.12
f Health professions education
(from Worksheet5) - « . 65,718. 65,718. .05
g Subsidized health senices (from
Workshest8) « « « » « « « 2,271,347, 2,271,347. 1.60
h Research {from Workshest 7) 206,970, 206,970. .15
§  Gash and in-kind contributions
for community beneft (from 105,803. 105,803. .07
WorksheatB), . . . . . . .
| Total. Other Benefis - . . . 4,262,133, 18,830, 4,243,303, 2.99
k__Total. Add lines 7d and 7j. . 8,561,492, 1B,B30. B,542,662.1  6.03
For Paperwark Reduction Act Hotice, see the Instructions for Form 890. Schedule H (Form 990} 2013
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MONTGOMERY GENERAL HOSPITAL, INC.
Schedule H (Form 990) 2013

52-064688%3

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

heaith of the communities it serves.

{a) Number of | {b} Persons {c) Total community (d) Direct cfisetting {8} Net community {f) Percent of
activities or served bullding expense revenue buiiding expense folal expense
programs {optlonal)
(optional}
1_Physteal improvements and housing
2_Economic development
3 COI'I'IITII.II'IWSUDDOR Bl, 008. 81, Q008. .06
4 Environmental improvements
5 Lendership development and
Ining for ¥
& Coalition building 2,487, 2,487,
7 Community health improvement
advocacy 26,385, 26,385, .02
B Workforce development 502. 502.
8 Qther
10 Total 110,382, 110,382, .08
m Bad Debt, Medicare, & Collection Practices
Section A. Bad Debt Expense Yes | No
1 Did the organization report bad debt expense in accordance with Healthcare Financial Management Association
SlatementNO. 157, . . . .ttt it et e .. e
2 Enter the amount of the organization's bad debt expense. Explain in Part VI the
methodology used by the organization to estimate thisamount, , , _ . .. ....... 2 4,630,844.
3 Enter the estimated amount of the organization's bad debt expense attributable to
patients eligible under the organization's financial assistance poticy. Explain in Part VI
the methodology used by the organization o estimate this amount and the rationale,
if any, for including this portion of bad debt as community benefit. ., . . .. . ... .. 3
4 Provide in Part VI the text of the footnole to the organization's financial statements that describes bad debt
expense or the page number on which this footnote is contained in the attached financial statements.
Section B. Medicare
5 Enter total revenue received from Medicare {including DSHandIME) ..........|5
¢ Enter Medicare allowable costs of care relating to paymentsonline5 . . ......,..l6
7 Subtract line 6 from line 5. Thisisthe surplus {forshortfall) . . ..............1l7
8 Describe in Part VI the extent lo which any shortfall reported in line 7 should be treated as community
benefit. Also describe in Part Vi the costing methodology or source used to determine the amount reported
on line 6. Check the box that describes the method used:
Cost accounting system Cost to charge ratio D Other
Section C. Collection Practices
%a Did the organization have a written debt collection policy during the taxyear?, . . . . v v v v v o v v v v v v v v n s ga | X
b If “Yes," did the orpanization's collection policy that applied to the largest number of iis patients during the tax year contain provisions on the
collecilon practices to be followed for patienls who are known to qualify for financial essistance? DescribainPartVl , . . . . . . v v ¢ ¢ o o o gb | ¥
Management Companies and Joint Ventures (owned 10% or more by officers, directors, trustees. key employees, and physicians - sos Instructions)
{a) Name of entity ({b) Description of primary {c) Organization’s {d) Officers, directors, | (e) Physicians’
activity of entity profit % or stock trustees, or key profit % or stock
ownership % employees’ profit % ownership %
or stogk ownership %
1
2
3
4
5
8
7
8
)
10
1
12
13
o Schedule H (Form 290} 2013
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MONTGOMERY GENERAL HOSPITAL,

Schedule H (Form 990) 2013

INC.

52-0646893

Page 3

Fachity Information

Section A. Hospital Facilities

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

How many hospital faciiities did the organization operate
during the taxyear? __ 1

Jeldsoy pasueor
|eldsoy suaipy)
(eudsoy Bunpea|

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

jexfuns g jeopaiw |eIeuss

(Endsoy 558008 LD

Aupoey yareesey

oy pZ-H3a

Other (describe)

Facility
raporting
group

1 MONTGOMERY GENERAL HOSPITAL

18101 PRINCE PHILIP DRIVE

CLNEY MD 20832

10

JSA
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MONTGOMERY GENERAL HOSPITAL, INC. 52-0646893

Schedule H {Form 990) 2013 Page 4
Facility Information (continued)
Section B. Facility Policles and Practices
{Complele a separate Section B for each of the hospital facilities or facility reporting groups listed in Part V, Section A)
Name of hospital facility or facility reporting group MONTGOMERY GENERAL HOSPITAL
If reporting on Part V, Section B for a single hospttal facility only; line number of
hospital facility (from Schadule H, Part V, Saection A)
Yes | No
Community Health Needs Assessment (Lines 1 through Bc are optional for tax 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)? K "No," skipto line 9., . . . . . . v v v i v v v v o e e .. 1 | X
If "Yes,” indicate what the CHMNA report describes (check all that apply):
a | %] A definition of the community served by the hospital facility
b | *| Demographics of the community
¢ LXJ Existing health care facilities and resources within the community that are available to respond to the
___ health needs of the community
d | ¥| How data was obtained
e | _X]| The health needs of the cammunity
f LX| Primary and chronic disease needs and other health issues of uninsured persons, low-income persons,
and minority groups
1] The process for identifying and prioritizing community health needs and services to meet the
cemmunity health needs
h The process for consulting with persons representing the community's interests
i Information gaps that limit the hospital facility’s ability to assess the community's health needs
j Other (describe in Section C)
2 Indicate the tax year the hospital facility Jast conducted a CHNA: 20 11
3 In conducting its most recent CHNA, did the hospital facility take into account input from persons who
represent the broad interests 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 input from persons who represent the community, and identify the persons the hospital facility
consuited . . . ... O I B <
4  Was the hospital facility's CHNA conducted with one or more other hospital facilities? If "Yes,” list the other
hospital facilities in Section C |, , . . . . .. i ittt s i s et i e 4 X
5 Did the hospital facility make its CHNA report widely available tothe public? , ., ., ... ... .. ... ... .. 5§ | X
If "Yes,” indicate how the CHNA report was made widely available (check all that apply):
a Hospital facility's website (listurl); HTTF://WWW.MEDSTARMONTGOMERY . 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 conducted 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 community health needs identified
___ through the CHNA
b | Xi Execution of the implementation strategy
e | X] Participation in the development of a community-wide plan
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 its 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 SECton S0T( )7 . . v v v v e e e e s v e nm e oot te s e e i 8a X
b If "Yes” to line Ba, did the organization file Form 4720 to report the section 4958 excisetax? , , ., ..... .. 8b
c 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? §
Schedule H (Form 880) 2013
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MONTGOMERY GENERAL HOSPITAL, INC. 52-0646893

Schadule H {Form 990) 2013
Facility Information {continued}
Financial Assistance Policy MONTGOMERY GENERAL HOSPITAL

Page 5

Yes | No

10

1"

12

— T@ o Q0 0oOm

13
14

- 0o a0 T o

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

Explained eligibility criteria for financial assistance, and whether such assistance includes free or discounted
({000 CooD000C0CDD00000000GDa0D00DG00D000000a0000000C00008C000
Used federal poverty guidelines (FPG) to determine eligibility for providing freecare? . .. ...... ... ..
If *Yes," indicate the FPG family income limit for eligibility for free care: 2 2 99

If "No," explain in Section C the criteria the hospilal faclity used.

Used FPG to determine eligibility for providing discounfedcara?. . . . . - . . .« v v o it i i it it v a0 o
If "Yes," indicate the FPG family income limit for eligibility for discounted care: 4 00,

If "Mo," explain in Section C the criteria the hospital facility used.

Explained the basis for calculating amounts charged topatients? . . . . . . . .« . ¢ o i ittt e
If "Yes," indicate the factors used in determining such amounts (check all that apply}:

Income level

Asset level

Medical indigency

Insurance status

Uninsured discount

Medicaid/Medicare

State regulation

Residency

Other (describe in Section C)

Explained the methcd for applying for financial assistance?. . . .« ¢ o v o v vt s v e r et a v e e e a s
Included measures to publicize the policy within the community served by the hospital faciity? , , , , ... ..
if "Yes,” indicate how the hospital facility publicized the policy (check all that apply}.

The policy was posted on the hospital facility's website

The policy was attached to billing invoices

The policy was posted in the hospital facilily's emergency rooms or waiting rooms

The policy was posted in the hospital facility’s admissions offices

The policy was provided, in writing, to patients on admission to the hospital facility

The policy was available on request

Other {describe in Section C)

[T T Il el sel sel sel >

[ Leoe] o] |

10

11

12

13 |

14

Billing and Collections

15

16

o a0 o

17

O a0 oo

Did the hospital facility have in place during the tax year a separate billing and collections policy, or a written
financial assistance policy (FAP) that explained actions the hospital facility may take upon non-payment? _ | _ |
Check all of the following actions against an individual that were permitted under the hospital facility's
policies during the tax year before making reascnable efforts to determine the individual's eligibility under the
facility's FAP:

Reporting to credit agency

Lawsuits

Liens on residences

Body attachments

Other similar actions {(describe in Section C}

Did the hospital facility or an authorized third party perform any of the following actions during the tax year
before making reasonable efforts to determine the individual's eligibility under the facility's FAP?
If "Yes,"” check all actions in which the hospital facility or a third party engaged:

Reporting to credit agency

Lawsuits

Ligns on residences

Body attachments

Other similar actions {describe in Section C)

(LT T]

--------

A

| 15

17

JSA
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MONTGOMERY GENERAL HOSPITAL, INC. 52-0646893

Schedula H (Form 990) 2013 Page 6
Facility Information (confinued) __ MONTGOMERY GENERAL HOSPITAL

18 Indicate which efforts the hospital facility made before initiating any of the actions listed in line 17 {check all that apply):
Notified individuals of the financial assistance policy on admission
Notified individuals of the financia) assistance policy prior to discharge
Notified individuals of the financial assistance policy in communications with the individuals regarding the individuals' bills
Documented its determination of whether individuals were eligible for financial assistance under the hospital facility's
financial assistance policy

D Other {describe in Section C}
Policy Relating to Emergency Medical Care

o o0 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 facility to provide, without discrimination, care for emergency medical conditions fo
individuals regardless of their eligibility under the hospital facility's financial assistance policy? . . . ........ 18 | X
If "No,” indicate why:

a The hospital facility did not provide care for any emergency medical conditions
b The hospital facility's policy was not in writing
[ The hospital facility limited who was eligible to receive care for emergency medical conditions (describe

in Section C)
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 facllity used its lowest negotiated commercial insurance rate when calculating the
maximum amounts that can be charged

b The hospital facility used the average of its three lowest negotiated commercial insurance rates when
caleulating the maximum amounts that can be charged

c [:] The hospital facility used the Medicare rates when calculating the maximum amounts that can be
charged

d D Other (describe in Section C)

21 During the tax 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 SUCh CarBT . . . . . . @ @ it v i it e st e n st s et n s nn e 21 X
K "Yes,” explain in Section C.

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

Schedule H (Form 980) 2013
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MONTGOMERY GENERAL HOSPITAL, INC. 52-0646893
Schedule H (Form §90) 2013 Page 7
Facility Information (continued)
Section C. Supplemental Information for Part V, Section B. Provide descriptions required for Part V, Section B, lines
1], 3, 4, 5d, 6i, 7, 10, 11, 121, 14g, 16e, 17e, 18e, 19¢, 19d, 20d, 21, and 22. If applicable, provide separate descriptions
for each facility in a facility reporting group, designated by "Facility A," "Facility B," efc.

JSA Schedule H (Form 890} 2013
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MONTGOMERY GENERAL HOSPITAL, INC. 52-0646893
Schedule H (Farm 890) 2013

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)

Page B

How many non-hospital health care facilities did the organization operate during the tax year?

Name and address
1

Type of Facility (describe)

Schedule H (Form 990) 2013
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MONTGCMERY GENERAL HOSPITAL, INC. 52-0646893

Scheduls H {Form 930) 2013 Page 9
Supplemental Information

Provide the following information.

1 Redquired descriptions. Provide the descriplions 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 reporied in Part V, Section B.

3 Patient education of eligibilty for assistance. Describe how the organization informs and educates patients and persons
who may be billed for patient care about their eligibility for assistance under federal, state, or local government programs or
under the arganization's 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 crganization's hospital facilities or
other health care facilities further its exempt purpose by promoting the health of the community (e.9., open medical staff, community
board, use of surplus funds, ete.).

6 Affiliated health care system. If the organization is part of an affilialed 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 FRCM THE REST OF THE NATION. THE HEALTH SERVICES
COST REVIEW COMMISSICN (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 METHCD FOR REFERENCING UNCOMPENSATED
CARE IN EACH PAYORS' RATES, WHICH DOES NOT ENABLE MARYLAND HOSPITALS TO

BREAKOUT ANY COFFSETTING REVENUE RELATED TO UNCOMPENSATED CARE.

UNREIMBURSED MEDICAID

PART I, LINE 7B

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

AMOUNT FOR THE SAME SERVICES DELIVERED AT THE SAME HOSPITAL., MARYLAND'S

ISA Schedule H (Form 980) 2013
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MONTGOMERY GENERAL HOSPITAL, INC. 52-0646893

Schedula 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 Pari 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 addilion 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 gecgraphic area and
demographic censtituents it serves.

Promotion of community health. Provide any other information important to describing how the crganization's hospital facilities or
other heallh 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 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 TC 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 EDUCATICN

FART I, LINE 7F

MARYLAND'S REGULATORY SYSTEM CREATES A UNIQUE PROCESS FOR HOSPITAL

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

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

PROCESS AND ALL PAYORS, INCLUDING GOVERNMENTAL PAYORS, PAY THE SAME

AMOUNT FQR 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

J5A
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MONTGOMERY GENERAL HOSPITAL, INC. 52-0646893

Schedule H (Form 930) 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 1li, 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, Seclion B,

Patient aducation of eligibility for assistance. Describe how the corganization 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.

BREAKOQUT ANY OFFSETTING REVENUE RELATED TO UNCOMPENSATED CARE.

BAD DEBT

PART III, LINE 4

MEDSTAR HEALTH AND ITS AFFILIATED ORGANIZATIONS REPORT BAD DEBT EXPENSE

IN ACCORDANCE WITH ASU 2011-07, WHICH REQUIRES CERTAIN HEALTHCARE

ENTITIES TO CHANGE THE PRESENTATION OF THEIR STATEMENT OF OPERATIONS BY

RECLASSTIFYING 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 PAY AMOUNTS ARE COLLECTIBLE IN DETERMINING REVENUE RECOGNITION,

RESERVE MODELS, WHICH HAVE BEEN DEVELOPED BASED ON HISTORICAL COLLECTION

RESULTS AND WHICH ARE ADJUSTED PERIODICALLY BASED ON ACTUAL COLLECTIONS

EXPERIENCE, ARE USED TC ESTIMATE UNCOLLECTIELE 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

COLLECTIELE

J5A
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MONTGOMERY GENERAL HOSPITAL, INC. 52-0646893

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 |ll, 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 ealigibility 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 facililies 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 ali 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 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 QFFSETTING REVENUE RELATED TO UNCOMPENSATED CARE. AS SUCH,

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

JSA
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MONTGCMERY GENERAL HOSPITAL, INC. 52-0646893

Schedule H (Form 990} 2013 Page D
EILRYN  Supplemental Information

Provide the following information.

1 Required descriptions. Provide the descriptions required for Part |, lines 3c, 6a, and 7; Part |l and Part Ill, 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, Seclion B.

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

4 Community information. Describe the community the organization serves, taking into account the geographic area and
demographic constiluents 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 exemnpt 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 organizalion is part of an affiliated health care system, describe the respective roles of the
organization and its affiliates in promaoting the health of the communities served.

7 State filing of community benefit report. If applicable, identify all states with which the organization, or a related
organization, files 2 community benefit report.

CHNA INPUT
PART V, SECTION B, LINE 3
HOSPITAL LEARD

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 ALSO HELPS PRODUCE THE HOSPITAL'S COMMUNITY HEALTH NEEDS
ASSESSMENT AND IMPLEMENTATION STRATEGY. HE/SHE WORKS COLLABORATIVELY WITH
REPRESENTATIVES FROM THE CORPORATE COMMUNITY HEALTH DEPARTMENT AND
GEORGETOWN UNIVERSITY. THE LEAD ALSC WORKS CLOSELY WITH THE WRITER.

HE/SHE REVIEWS ALL NARRATIVES PRIOR TO PUBLICATION.

NAME OF HOSPITAL LEAD: DAIRY MARROQUIN & GINA COOK

EXECUTIVE SPONSOR

ROLE DESCRIPTION

JSA Schedule H (Form 980) 2013
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MONTGOMERY GENERAL HOSPITAL, INC. 52-0646853

Schedule H {(Form 990} 2013 Page 9
CETIAYE  Supplemental Information

Provide the following information.

1

Required descriptions. Provide the descriptions required for Part |, lines 3¢, 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 addilion 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 palient 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 il serves.

Promotion of community health. Provide any other information important fo describing how the organization's hospital facilities or
other health care facilities further its exempt purpose by promoting the health of the communily {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.

THE EXECUTIVE SPONSOR SERVES AS THE CONDUIT BETWEEN THE ADVISCRY TASK

FORCE AND THE SENIOR MANAGEMENT TEAM. THE SPONSOR 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: NIKKI YEAGER

ADVISORY TASK FCORCE

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 SUFPPORT EFFORTS TO

OPTIMIZE COMMUNITY PARTICIPATION.

J5A
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MONTGOMERY GENERAL HOSPITAL, INC. 52-06468533

Schedula H {Form 880) 2013 Page 9

ETsatl  Supplemental Information

Provide the following information.

1

Required descriptions. Provide the descriptions required for Part |, lines 3¢, 6a, and 7; Part Il and Part Hll, 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 patienls and persons
who may be billed for palient 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 organizalion’s hospital facilities or
other health care facililies 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 respeclive 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.

HOTE ;

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

COMMUNITY REPRESENTATIVES SHOULD MAKEUP AT LEAST 50% OF TOTAL

PARTICIPANTS.
NAME : TITLE: AFFLIATICN HOSPITAL
WITH HOSPITAL EMPLOYEE
(I.E., BOARD (YES/NOQ}
MEMBER, VOLUN-
TEER, COMMUNITY
ARDVOCATE, STAFF)
DAIRY MARROQUIN COMMUNITY OUTREACH STAFF YES
COORDINATOR
GINA COOK MANAGER, PLANNING STAFF YES
AND COMMUNITY HERLTH
JSA Schedule H (Form 990) 2013
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MONTGCMERY GENERAL HOSPITAL, INC. 52-0646893

Schedule H (Form 990} 2013 Page 9
E1i8%8 Supplemental Information

Provide the following information.

1

2

Required descriptions. Provide the descriptions required for Part |, lines 3c, 6a, and 7; Part Il and Part Ill, lines 2, 3, 4, 6 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 patienls and persons
who may be billed for palient 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 ocrganization 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 proamoting 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
arganizalion, files a community benefit report.

NIKKI YEAGER VP, BUSINESS, MARKETING STAFF YES

AND COMMUNITY BENEFIT

DEBRA OTANI CANCER CENTER NAVIGATOR STAFF YES

KATE DAVIS DIRECTCOR, OPERATIONS STAFF YES
INNOVATION

ANNA LAUGHREN PERFORMACE IMPROVEMENT STAFF YES
COORDINATOR

DR. ROBERT LARKIN PHYSICIAN STAFF YES

EMERGENCY DEPT.

DR. MORTON ALBERT PHYSICIAN STAFF YES

PSYCHIATRY DEPT.

ANA ALVAREZ MEMBER REPRESENTATIVE, VOLUNTEER NO

LEISURE WORLD MEDICAL

CENTER
MARY JANE JOSEPH PROGRAM MANAGER COMMUNITY NO
ADVOCATE
JON HULSIZER MEMBER REPRESENTATIVE, COMMUNITY NO
OLNEY CHAMBER QF ADVOCATE

J5A
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MONTGOMERY GENERAL HOSPITAL, INC. 52-06468393

Schedule H {(Form 950) 2013 Page 9
ERAYUN  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.

Needs assessmant. 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 medicai staff, community
board, use of surplus funds, efc.}).

Affiliated health care system. If the organization is part of an affilialed 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. Il applicable, identify all states with which the organizalion, or a related
organization, files a community benefit report.

COMMERCE
MARSHA BATISTA RESIDENT SERVICES COMMUNITY NO
COUNSELOR, PUBLIC ADVOCATE

HOUSING PROGRAM

MATT QUINN MEMBER REPRESENTATIVE, COMMUNITY NO
GREATER OLNEY CIVIC ADVOCATE
ASSOCIATICON

KEITH GIERB PRESIDENT , BRCOKE GROVE COMMUNITY NO
RETIREMENT HOME ADVOCATE

THOMAS BRUNETTO MEMBER REPRESENTATIVE, COMMUNITY NO
CLNEY HOME FOR LIFE ADVOCATE

MARY RADLES SCHOOL PRINCIPAL, COMMUNITY NO
ST. PETER'S SCHOOL ADVOCATE
OLNEY

MARGARET SIMONS COMMUNITY MEMBER VOLUNTEER NO

JEA
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MONTGOMERY GENERAL HOSPITAL, INC. 52-0646893

Schedule H (Form 890) 2013 Page 9

ETZAYN 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, 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 to
any CHNAs reported in Part V, Section B.

Patient education of eligibility for assistance. Describe how the organization informs and educales patients and persons
who may be billed for patient care about their eligibility for assistance under federal, state, or local government programs or
under the organization's 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 exempl 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
organizalion, files a community benefit report.

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 QUR CONTRIBUTION TO IMPROVING THE HEALTH OF

UNDERSERVED AND VULNERABLE POPULATIONS IN THE REGIONS WE SERVE.

THREE-YEAR IMPLEMENTATION STRATEGIES WITH MEASURAELE OBJECTIVES WERE

DEVELOPED FOR EACH HOSPITAL'S COMMUNITY BENEFIT SERVICE AREA - 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, RESOQURCES, STRENGTHS OF EXISTING

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

LOCAL HEALTH GOALS. THE MEDSTAR HEALTH CORPORATE COMMUNITY HEALTH

DEPARTMENT WILL PRCVIDE SYSTEM-WIDE COCRDINATION AND OVERSIGHT OF

COMMUNITY BENEFIT PROGRAMMING.

PART VI, LINE 2

IN FY12, MEDSTAR MONTGOMERY MEDICAL CENTER {MEDSTAR MONTGOMERY) CONDUCTED
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2ETARYE  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 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 ot
under the organization's financial assistance policy.

Community information. Describe the communily 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.

A COMMUNITY HEALTH NEEDS ASSESSMENT (CHNA) IN ACCORDANCE WITH THE

GUIDELINES ESTABLISHED BY THE PATIENT PROTECTION AND AFFORDAELE CARE ACT

AND THE INTERNAL REVENUE SERVICE.

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

WHICH WAS COMPRISED COF A DIVERSE GROUP OF INDIVIPDUALS, INCLUDING

GRASSROOTS ACTIVISTS, COMMUNITY RESIDENTS, HOSPITAL REPRESENTATIVES,

PUBLIC HEALTH LEADERS, AND OTHER STAKEHOLDER ORGANIZATIONS, SUCH AS

REPRESENTATIVES FROM THE U.S. DEPARTMENT OF HEALTH AND HUMAN SERVICES.

THE ATF REVIEWED QUANTITATIVE AND QUALITATIVE COMMUNITY HEALTH DATA, AS

WELL AS LOCAL, REGICNAL AND NATIONAL HEALTH GOALS.

BASED ON THEIR FINDINGS, ATF MEMBERS 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. COCMMUNITY MEMBERS RESPONDED TO THE SURVEY BY

ATTENDING & COMMUNITY INPUT SESSION OR COMPLETING IT ONLINE OR VIA

HARDCOPY .
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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 0, lines 2, 3, 4, 8 and
ab.

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.

Patient education of eligibility for assistance. Describe how the organization informs and educates patienls 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 inte 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 parl 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.

BASED ON THE ATF'S RECOMMENDATION, THE HOSPITAL IDENTIFIED ASPEN HILL AND

BEL PRE AS ITS COMMUNITY BENEFIT SERVICE AREA (CBSA) - A GEOGRAPHY WITH A

HIGH DENSITY OF LOW-INCOME OR VULNERABLE RESIDENTS WITHIN CLOSE FROXIMITY

OF THE HOSPITAL., HEART DISEASE WAS CHOSEN AS THE HEALTH PRIORITY FOR THE

CBSA.

THE HOSPITAL'S FY12 CHNA AND 3-YEAR IMPLEMENTATICN STRATEGIES WERE

ENDORSED BY MEDSTAR MONGOMERY'S BOARD OF DIRECTORS AND AFPPROVED BY THE

MEDSTAR HEALTH BOARD OF DIRECTORS. THE DOCUMENT WAS PUBLISHED ON THE

HOSPITAL'S WEESITE ON JUNE 30, 2012.

AS A PROUD MEMBER OF MEDSTAR HEALTH, REPRESENTATIVES FROM MEDSTAR

MONTGOMERY ROUTINELY PARTICIPATE IN THE MEDSTAR HEALTH COMMUNITY BENEFIT

WORKGROUP. THE WORKGROUP IS COMPRISED OF COMMUNITY HEALTH PROFESSIONALS

WHC REFRESENT ALL TEN MEDSTAR HOSPITALS. THE TEAM ANALYZES LOCAL AND

REGIONAL COMMUNITY HEALTH DATA, ESTABLISHES SYSTEM-WIDE COMMUNITY HEALTH

PROGRAMMING PERFORMANCE AND EVALUATION MEASURES AND SHARES BEST
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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 Ill, 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 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 banefit report. If applicable, identify all stales with which the organization, or a related
organization, files a community benefit report.

FRACTICES.

PATIENT EDUCATION OF ELIGIBILITY FOR ASSISTANCE

PART VI, LINE 3

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

HEALTH IS COMMITTED TO ENSURING THAT UNINSURED PATIENTS WITHIN THE

COMMUNITIES WE SERVE WHO LACK FINANCIAL RESOURCES HAVE ACCESS TO

NECESSARY HOSPITAL SERVICES. MEDSTAR HEALTH AND ITS HEALTHCARE FACILITIES

WILL:

Ll

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

COMPASSION.

SERVE THE EMERGENCY HEALTH CARE NEEDS OF EVERYONE WHO PRESENTS AT

QUR 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
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Provide the following information.

1

Required descriptions. Provide the descriptions required for Part |, lines 3c, 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 seligibility for assistance. Descripe how the organization informs and educates patients and persons
who may be billed for patient care about their eligibility for assistance under federal, state, or local government programs or
under the organization's financial assistance policy.

Community information. Describe the community the organization serves, taking into account the geographic area and
demographic constiluents 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
beard, use of surplus funds, etc.).

Affiliated health care system. If the organization is part of an affilizted health care system, describe the respeclive roles of the
organizalion 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.

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

ALL WHO MAY NEED CARE IN THE COMMUNITY.

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

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

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

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

PATIENT ELIGIBILITY, MEDSTAR HEALTH'S FACILITIES WILL ASSIST UNINSURED

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

FOLLOWING WAYS:

ASSIST WITH ENROLLMENT IN PUBLICLY-FUNDED ENTITLEMENT PROGRAMS

{E.G., MEDICAID}.

ASSIST WITH CONSIDERATION OF FUNDING THAT MAY BE AVAILABLE FRCM

OTHER CHARITABLE ORGANIZATIONS.

PROVIDE CHARITY CARE AND FINANCIAL ASSISTANCE ACCORDING TO

APPLICABLE GUIDELINES.

PROVIDE FINANCIAL ASSISTANCE FOR PAYMENT OF FACILITY CHARGES USING
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Supplemental Information

Provide the following information.

1

LU

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

Needs assessmeant. 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 of
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 promoling 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 2 community benefit report.

SLIDING SCALE BASED ON PATIENT FAMILY INCCME AND FINANCIAL RESOURCES.

OFFER PERIODIC PAYMENT PLANS TO ASSIST PATIENTS WITH FINANCING

THEIR HEALTHCARE SERVICES.

EACH FACILITY WILL POST THE POLICY, INCLUDING A DESCRIPTION OF THE

APPLICABLE COMMUNITIES IT SERVES, IN EACH MAJOR PATIENT REGISTRATION AREA

AND IN ANY OTHER AREAS REQUIRED BY APPLICABLE REGULATIONS, WILL

COMMUNICATE THE INFORMATION TC PATIENTS AS REQUIRED BY THIS POLICY AND

APPLICABLE REGULATIONS AND WILL MAKE A COPY OF THE POLICY AVAILABLE TO

ALL PATIENTS. ADDITIONALLY, THE MARYLAND PATIENT INFORMATION

SHEET/MEDSTAR'S PATIENT INFORMATION SHEET WILL BE PROVIDED TO INPATIENTS

ON ADMISSICN AND AT TIME OF FINAL ACCOUNT BILLING.

MEDSTAR HEALTH BELIEVES THAT ITS PATIENTS HAVE PERSONAL RESPONSIBILITIES
RELATED TQ 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
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Part VI Supplemental Information

Pravide 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
gb.

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 palient care about their eligibility for assistance under federal, siate, 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 organizalion 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.

RESPONSIBILITIES INCLUDE:

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 CTHER

FINANCIAL SERVICES STAFF TO ENSURE THERE IS A COMPLETE UNDERSTANDING OF

THE PATIENT'S FINANCIAL SITUATION AND CONSTRAINTS.

COMPLETING APPROPRIATE APPLICATIONS FOR PUBLICLY-FUNDED HEALTHCARE

PROGRAMS. THIS RESPONSIBILITY INCLUDES RESPONDING IN A TIMELY FASHION TO

REQUESTS FOR DOCUMENTATION TO SUPPORT ELIGIBILITY.

MAKING APPLICABLE PAYMENTS FOR SERVICES IN A TIMELY FASHION,

INCLUDING ANY PAYMENTS MADE PURSUANT TO DEFERRED AND PERIODIC PAYMENT

SCHEDULES.

"

PROVIDING UPDATED FINANCIAL INFORMATICON TO THE FACILITY'S FINANCIAL
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Supplemental Information

Provide the following information.

1

Required descriptions. Provide the descriptions required for Part I, lines 3¢, 6a, and 7; Part Il and Part I, lines 2, 3, 4, 8 and
ob.

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 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 statf, 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.

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

IT IS THE RESPONSIBILITY OF THE PATIENT TO INFORM THE MEDSTAR

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 TO 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

MEDSTAR MONTGOMERY IS LOCATED IN OLNEY, MARYLAND, IN THE NORTH-EASTERN

CORNER OF MONTGOMERY COUNTY. THE HOSPITAL HAS BEEN A CORNERSTCONE OF THE
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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 I} and Part 1ll, 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 patienis and persons
who may be billed for palient 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
beard, 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.

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

COMMUNITY, WITH A LONG AND RICH HISTORY DEDICATED TO SERVING MONTGOMERY

COUNTY RESIDENTS AND THE SURROUNDING COUNTIES. AS PART OF THIS

COMMITMENT, THE HOSPITAL IS DEVELOPING PROGRAMS RAND EVALUATING

INITIATIVES AIMED TC ADDRESS AND MINIMIZE DISPARITIES IN HEALTH STATUS.

THE COMMUNITY BENEFIT SERVICE AREA (CBSA), ZIP CODE 20906, SITS ON ROUTE

97, WHICH IS A MAIN THORCUGHFARE THAT ALLOWS TRAFFIC TO FLOW FROM

WASHINGTON, DC THROUGH MONTGOMERY COUNTY TQ HOWARD COUNTY. IT IS5 COMPOSED

COF SEVERAL NEIGHBORHOODS INCLUDING ASPEN HILL, BEL PRE, LEISURE WORLD,

LAYHILL, AND PARTS OF GLENMONT. THIS AREA IS A PRIMARY COMMUTER ROUTE

WITH HEAVY VOLUMES OF TRAFFIC FROM OUTSIDE OF ASPEN HILL MOVING

SOUTHBOUND AND WESTBOUND INTO DC AND MARYLAND. GLENMONT IS THE LAST STOP

FOR THE WASHINGTON METRO AND HAS HIGH VOLUMES OF PEDESTRIAN AND VEHICULAR

TRAFFIC.

THIS CBSA WAS SELECTED DUE TO ITS PROXIMITY TO THE HOSPITAL, COUPLED WITH

A HIGH DENSITY OF LOW-INCOME RESIDENTS, UNDERSERVED SENIORS AND AN

ETHNICALLY DIVERSE POPULATION. A SPECIAL FOCUS IS ON PERSONS AGED 50 AND

JSA

Schadule H (Form 880) 2013

JE1327 2.000

07353X 2502 V 13-7.15 2377084 PAGE 49



MONTGOMERY GENERAL HOSPITAL, INC. 52-0646893
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:E114"l Supplemental Information

Provide the following information.

1 Reguired descriptions. Provide the descriptions required for Part |, lines 3c, 6a, and 7; Parl 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, state, 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
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.

OLDER HAVING RISK FACTCRS THAT ARE LINKED TQ HEART DISEASE. ASPEN HILL IS
LARGELY RESIDENTIAL BUT PLAGUED BY DEMOGRAPHICALLY ISOLATED
NEIGHBORHOODS: SENIOR HOUSING, MULTI-DWELLING/APARTMENTS, AND PRIVATE
HOMES. EACH NEIGHBORHOOD TENDS TO HOUSE PERSONS OF DIFFERENT
SOCIO-ECONOMIC STATUS WHICH IS DIRECTLY LINKED TO KEY DETERMINANTS OF

POPULATION HEALTH.

ASPEN HILL IS AN AGING COMMERCIAL AREA THAT HAS SEEN A DECLINE IN ITS
ECONOMIC VITALITY. IN THE 1980'S, ASPEN HILL WAS HOME TC THE LARGEST
EMPLOYER IN THE COQUNTY WITH 5, 000 EMPLOYEES. UPON THEIR DEPARTURE,
COMMERCIAL BUSINESSES LOST THEIR MAIN CUSTOMER BASE AND A 250,000 SQUARE
FOOT VACANT SITE REMAINS. THE DETERICRATING BUILDING AND UNUSED PARKING
LOT HAS CREATED A NEGATIVE RIPPLE EFFECT AMONG COMMERCIAL PROPERTIES AND
THE RESIDENTIAL CHARACTER OF THE AREA. RESIDENTS AND LOCAL BUSINESS
CWNERS ARE ADVOCATING FOR CHANGE THAT WILL INCREARSE COMMERCE AND

REVITALIZE THE LOCAL RETATIL MARKET.
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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 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 eliglbility for assistance. Describe how the organization informs and educates patients and persons
who may be billed for patient care about their eligibility for assistance under federal, state, or local government programs or
under the organization's financial assistance policy.

Community information. Describe the communily 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 syslem, 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.

DEMOGRAPHIC

MEDSTAR MONTGOMERY'S CBSA HAS 66,091 RESIDENTS, COVER 40% OF WHOM ARE AGE

54 OR OLDER. IT IS ALSQO HOME TC LEISURE WORLD, A SELF-CONTAINED COMMUNITY

FOR RETIRED OR SEMI-RETIRED PERSONS OVER THE AGE OF 52. ACCORDING TO

MARYLAND'S DEPARTMENT OF HEALTH AND MENTAL HYGIENE, THE LEADING CAUSE OF

DEATH FOR BOTH MALES AND FEMALES IN MONTGCOMERY COUNTY IS CARDIOVASCULAR

DISEASE (2010).

MEDSTAR MONTGOMERY SELECTED THIS AREA AS THE CBSA FOR SEVERAL REASONS.

FIRST, AFRICAN AMERICAN AND ASIAN MALE POPULATIONS IN THE AREA HAVE THE
HIGHEST PREVALENCE OF HEART DISEASE, CHOLESTERCL AND HIGH BLOOD PRESSURE
IN MONTGOMERY COUNTY {(MARYLAND DEPARTMENT OF HEALTH AND MENTAL HYGIENE;
MARYLAND BEHAVIORAL RISK FACTOR SURVEILLANCE SYSTEM). SINCE NEARLY 38% OF
THE ASPEN HILL/BEL PRE POPULATION CONSISTS OF THESE TWO GROUPS, IT IS A
HIGH RISK AREA WHERE CARDIOVASCULAR HEALTH EDUCATION CAN HAVE THE

GREATEST IMPACT.

SECOND, THE HOSPITAL USED THE CATHOLIC HEALTHCARE WEST'S COMMUNITY NEEDS
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CETR@YN  Supplemental Information

Provide the following information.

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

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

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

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

6 Affiliated health care systam. 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 bansfit report. |f applicable, identify all states with which the arganization, or a related
organization, files a community benefit report.

INDEX (CNI), WHICH MEASURES THE SEVERITY OF HEALTH DISPARITIES BASED ON
FIVE HEALTHCARE ACCESS BARRIERS: INCOME, CULTURE/LANGUAGE, EDUCATION,
INSURANCE, AND HOUSING. ACCORDING TO THE CNI SCORING METHODOLOGY, A SCORE
OF 1.0 INDICATES A ZIP CODE WITH THE LOWEST SOCIO-ECONOMIC BARRIERS,
WHILE A SCORE OF 5.0 REPRESENTS A ZIP CODE WITH THE MOST SOCIO-ECONOMIC
BARRIERS, ZIP CODE 20906 SCORED 3.4 OUT OF S5 INDICATING PERVASIVE
SOCIOECONOMIC DISPARITIES IN ACCESS TO HEALTHCARE SERVICES. THE MEDIAN

SCORE FOR MONTGOMERY COQUNTY WAS 2.1.

PROMOTICN OF COMMUNITY HEALTH

PART VI, LINE 5

AS A COMMUNITY PARTNER, MEDSTAR MONTGOMERY ENGAGES IN A NUMBER OF
ACTIVITIES TO PROMOTE AND IMPRCVE THE HEALTH AND WELLBEING OF THE
COMMUNITY. EDUCATING THE COMMUNITY ABCOUT CANCER PREVENTION AND
ENCOURAGING HEALTHY BEHAVIORS IS A PRIORITY AT MEDSTAR MONTGOMERY., A
COMMUNITY OQUTREACH SPECIALIST WITH A PUBLIC HEALTH BACKGROUND PLAYS AN
IMPORTANT ROLE BY PROVIDING EDUCATION AND SUPPORT SERVICES TO

UNDERSERVED/LOW-INCOME INDIVIDUALS.

JSA Schedule H {(Form 980) 2013
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MONTGCMERY GENERAL HOSPITAL, INC. i 52-0646893

Schedute H (Form 990) 2013 Page 9
ETaYR  Supplemental Information

Provide the following information.

1 Required descriptions. Provide the descriptions required for Part |, lines 3c, 6a, and 7; Part Hl 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 il serves, in addition to
any CHNAs reported in Part V, Section B.

3 Patient education of eligibility for assistance. Descripe how the organization informs and educates patients and persons
who may be billed for patient care about their eligibility for assistance under federal, state, or local government programs or
under the organizalion'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
beard, use of surplus funds, elc.),

6 Affillated 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.

MEDSTAR MONTGOMERY IS COMMITTED TO MEETING THE NEEDS OF VULNERAELE
POPULATIONS BY ESTABLISHING STRATEGIC PARTNERSHIPS AND ALLIANCES. THE
HOSPITAL PROVIDES FINANCIAL SUFPORT TO PROYECTO SALUD AND HOLY CROSS
HEALTH CENTER: ASPEN HILL, WHICH ENABLES THESE CLINICS TO TREAT

LOW-INCOME, UNINSURED, ETHNICALLY DIVERSE RESIDENTS AT FREE OR LOW COST.

THE HOSPITAL ALSO PRCOVIDES IN-KIND SPACE FOR DAY-TO-DAY QPERATION OF
PROYECTO SALUD'S CLINICAL SPACE.

WITH A FOCUS ON PERSONS WHO SPERK SPANISH AS A PRIMARY LANGUAGE, SERVICES
INCLUDE PHYSICAL EXAMINATIONS, HEALTH COUNSELING, EDUCATION, AND
LABORATORY SERVICES. IN ADDITION, PROYECTO SALUD OFFERSE A SEASONAL FLU
CLINIC. PRESCRIPTICN MEDICATIONS ARE MADE AVAILABLE THROUGH THE
MONTGOMERY CARES PROGRAM. THE CLINIC ALSC PROVIDES REFERRALS FOR COUNTY
SPECIALTY SERVICES, SEXUALLY TRANSMITTED INFECTIONS AND HUMAN
IMMUNODEFICIENCY VIRUS (HIV) PROGRAMS, WOMEN'S CANCER CONTROL PROGRAM,

FAMILY PLANNING, AND ALCCOHOL TREATMENT AND REHABILITATION.

JSA Schedule H (Form 980) 2013
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MONTGOMERY GENERAL HOSPITAL, INC. 52-0646893
Schedule H (Form 990) 2013 Page 9
GELERUE  Supplemental Information

Provide the following information.

1 Required descriptions. Provide the descriplions required for Part ), lines 3c, 6a, and 7; Part I and Part I, lines 2, 3, 4, 8 and
ab.

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 eliglbility for assistance. Describe how the organization informs and educates patients and persons
who may be billed for patient care about their eligibility for assistance under federal, state, or local government programs or
under the organization's financiat 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 organizalion 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.

AFFILIATED HEALTH CARE SYSTEM

PART VI, LINE 6

AS A PROUD MEMBER OF MEDSTAR HEALTH, MEDSTAR MONTGOMERY IS ABLE TC EXPAND
ITS CAPACITY TO MEET THE NEEDS OF THE COMMUNITY BY PARTNERING WITH OTHER
MEDSTAR HOSPITALS AND ASSOCIATED ENTITIES. MEDSTAR HEALTH RESOURCES
ASSIST THE HOSPITAL IN COMMUNITY HEALTH PLANNING TO MEET THE NEEDS QF THE
UNINSURED AND OTHER VULNERABLE POPULATIONS. THROUGH ITS COMMUNITY HEALTH
FUNCTION, MEDSTAR HEALTH PROVIDES MEDSTAR MONTGOMERY WITH TECHNICAL
SUPPORT TO 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 TQ PAY.

STATE FILING OF COMMUNITY BENEFIT REPCORT
PART VI, LINE 7
THE COMMUNITY BENEFIT REPORT FOR MEDSTAR MONTGOMERY MEDICAL CENTER IS

ONLY FILED IN THE STATE OF MARYLAND.

JEA Schedule H {(Form 980) 2013
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SCHEDULE J Compensation Information | om8 No. 1545-0047
(Form 990) For certain Officars, Directors, Trustees, Key Employees, and Highest

Departimant of the Treasury

Compensated Employess
P Complete if the organization answered “Yes" to Form 980, Part IV, line 23.

Name of the omganization

2013

P Attach to Form 990. P See separate instructions. Open to Public
Jntemal Revenua Servica P Informatlon about Schadule J (Form 990) and its Instructions Is at www.irs.gov/form990,

Inspection
Employer |dentification number
MONTGOMERY GENERAL HOSPITAL, INC. 52-0646893

m Questions Regarding Compensation

1a

9

o

Check the appropriate box(es) if the organization provided any of the following to or for a person listed in Form
990, Part VII, Section A, line 1a. Complete Part Ill to provide any relevant information regarding these items.

First-class or charter travel Housing allowance or residence for personal use
Travel for companions Payments for business use of personal residence
Tax indemnification and gross-up payments Health or social club dues or initiation fees
Discretionary spending account Personal services {e.g., maid, chauffeur, chef)

If any of the boxes on line 1a are checked, did the organization follow a written policy regarding payment
or reimbursement or provision of all of the expenses described above? I "No,” complete Part Il to
explain . ..., AR NGO00G00000000000000B000 0 0600000608000 000000 0

Did the organization require substantiation prior to reimbursing or allowing expenses incurred by all
directors, trustees, and officers, including the CEO/Executive Director, regarding the items checked in line
1a?

4 ¢ 4 & 8 4 8 + % W o = s+ = s s s 8 33 % oE " oE oEoE 4 4 % % % 8 ¥ W s = o= B & s e s s s e s o omow PR R

Indicate which, if any, of the following the filing arganization 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 CECQ/Executive Director, bul explain in Part lll.
Compensalion committee ﬂ Written employment contract

Independent compensation consultant Compensation survey or study

Form 990 of other organizations Approval by the beard or compensation committee
During the year, did any person listed in Form 990, Part VII, Section A, line 1a, with respect o the filing
organization or a related organization:

Receive a severance payment or change-of-control payment? |, .. . ... .t it e e e
Participate in, or receive payment from, a supplemental nonqualified retirement plan?
Participate in, or receive payment from, an equity-based compensation arrangement?, _ . ., . .. ... .. ..
If "Yes" lo 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 completa lines 5-9.

For persons listed in Form 890, Part VI, Section A, line 1a, did the organization pay or accrue any
compensation contingent on the revenues of:

The organization?
Any related organization? | |, .. _. e e e e
If "Yes"” to line 5a or Sb, describe in Part lil.

For persons listed in Form 990, Part VI, Section A, line 1a, did the organizalion pay or accrue any
compensation contingent on the net earnings of:

The organization?
Any related organization?
If "Yes" to line Ga or 6b, describe in Part lll.

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," describeinPartil . ., . . ... ...... P,
Were any amounts reporled in Form 990, Part VI, paid or accrued pursuant to a coniract that was subject
lo the initial contract exception described in Regulations seclion 53.4958-4{a)(3)7 If "Yes," describe
inPartlll , .. .. ...ccv0evvnnn o000 DGL0GODbDOObOCO0COC0OOOaG0
If "Yes" to line B, did the organization also follow the rebuttable presumption procedure described in
Regulations section 53.4958-6(c)? . . . . ... ... SooO0ODOOOADSBAcOOOOO0 OG0 annanoon

Yes | No

1b

4a

4b

dc

5a

8b

6b

For Paperwork Reduction Act Notice, see the Instructions for Form 880.

JSA
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. OMB No. 1545-0047
e Supplemental Information to Form 990 or 990-EZ |
{Form 990 or 880-EZ)

Complete to provide information for responses to spectfic questions on
Dapsrtment of the Traasury Form 980 or 990-EZ or to provide any additional information. Open to Public
Intemal Revanug Service » Attach to Form 990 or 990-EZ. Inspection
MName of the organization Employer identification number

MONTGOMERY GENERAL HOSPITAL, INC. 52-0646893

ORGANIZATION MEMEERS

PART VI, LINE &

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

ORGANIZATION.

DESCRIPTION OF MEMBERS

PART VI, LINES 7A

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

HEALTH, INC.

DECISIONS OF GOVERNING BODY

PART VI, LINES 7B

AS AN AFFILIATE AND SUBSIDIARY OF MEDSTAR HEALTH, INC., A TAX-EXEMPT
MARYLAND NON-STOCK CORPORATION, THE BYLAWS OF THE ORGANIZATION ARE
SUBJECT TO CERTAIN RESERVED POWERS, WHICH PROVIDE THAT THE SOLE MEMBER OF

THE ORGANIZATION MUST APPROVE CERTAIN DECISIONS, INCLUDING BUT NOT

For Privacy Act and Paparwork Reduction Act Notice, see the Instructions for Form 890 or 980-EZ. Schedule O {Form 990 or 880-EZ) (2013)
S
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Schedule O (Ferm 980 or 990-E2) 2013 Page 2
Name of the crganization Employer Identification number
MONTGOMERY GENERAL HOSPITAL, INC. 52-0646893

LIMITED TO MATTERS CONCERNING THE SALE OR PURCHASE OF REAL OR PERSONAL
PROPERTY, CAPITAL BUDGETS, STRATEGIC PLANNING, INVESTMENTS, AND CORPORATE

GOVERNANCE .

FORM 990 REVIEW PROCESS

PART VI, LINE 1lA

THE PROCESS FOR REVIEWING THE FORM 990 INCLUDED EDUCATION AND
TRANSPARENCY. SENIOR FINANCIAL EXECUTIVES, WORKING WITH INDEPENDENT
OUTSIDE EXPERTS, THOROUGHLY REVIEWED FORM %90 AND ACCOMPANYING
INSTRUCTIONS. IN ADDITION, SENIOR EXECUTIVES REVIEWED THE RELEVANT
SECTIONS OF THE FORM 9%0 WITH THE FOLLOWING COMMITTEES OF THE
ORGANIZATICN'S GOVERNING BODY: FINANCE, AUDIT, GOVERNANCE, STRATEGIC
PLBNNING, AND EXECUTIVE COMPENSATION. FOLLOWING THESE MEETINGS, THE
GOVERNING BODY WAS PROVIDED A COPY OF THE FORM 930 IN ITS FINAL FORM AND
GIVEN AN OPPORTUNITY TO PROVIDE ANY INPUT OR COMMENTS RELATING TO THE

FORM 990 PRICR TO 1ITS 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 {CR
POTENTIAL EXISTENCE OF) ANY TRANSACTION WITH MEDSTAR THAT WOULD RESULT IN
A CONFLICT OF INTEREST. SUCH DISCLOSURES (IF ANY) ARE REVIEWED BY THE

GOVERNANCE COMMITTEE OF THE MEDSTAR HEARLTH BOARD OF DIRECTORS WHICH

JSA Schedule O (Form 880 or 890-EZ) 2013
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Schedule O {(Form 980 or 990-EZ) 2013 Paga 2
Name of the organization Employer Identification number
MONTGOMERY GENERAL HOSPITAL, INC. 52-0646893

DETERMINES HOW THE MATTER SHOULD BE RESOLVED.

ANNUAL DISCLOSURES - ALL OFFICERS, DIRECTORS, AND SENIOR MANAGERS

ALL OFFICERS, DIRECTORS AND SENIOR MANAGERS ARE REQUIRED, NOT LESS THAN
ANNUALLY, TO COMPLETE A SURVEY OF QUESTIONS CONCERNING ANY TRANSACTIONS
OR RELATIONSHIPS WHICH WOULD OR COULD REPRESENT A CONFLICT OF INTEREST.
SUCH DISCLOSURES (IF ANY) RELATED TO DIRECTORS ARE REVIEWED BY THE
FOVERNANCE COMMITTEE OF THE MEDSTAR HEALTH BOARD OF DIRECTORS WHICH
DETERMINES HOW THE MATTER SHOULD BE RESOLVED. SUCH DISCLOSURES (IF ANY)
RELATED TO 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).

EXECUTIVE COMPENSATION PROCESS

PART VI, LINE 15

THE EXECUTIVE COMPENSATICN COMMITTEE OF THE BOARD OF DIRECTORS OF MEDSTAR
HEALTH, INC. (THE "COMMITTEE") HAS OVERSIGHT CVER 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
AND APPROVED BY THE COMMITTEE WITH ASSISTANCE AND GUIDANCE FRCM AN

INDEPENDENT THIRD PARTY ADVISOR. THE MEMBERS OF THE COMMITTEE ARE

J5A Schedule O {Form 880 or 880-EZ) 2013
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Name of the organization Employer idantification number
MONTGOMERY GENERAL HOSPITAL, INC. 52-0646893

INDEPENDENT FROM ALL OF THE PARTICIPANTS IN THE PROGRAM.

THE MAIN OBJECTIVE OF THE PRCGRAM IS TO PROVIDE MARKET COMPETITIVE TOTAL
COMPENSATION THAT IS INTERNALLY EQUITABLE AND HAS A STRONG
PAY-FOR-PERFORMANCE LINKAGE. PERFORMANCE IS EVALUATED AT THE SYSTEM,
OPERATING UNIT, AND INDIVIDUAL LEVELS. THE OVERALL TOTAL COMPENSATICN
PHILOSOPHY IS MANAGED AT THE 75TH PERCENTILE OF THE COMPETITIVE MARKET
FOR COMPARABLE SIZE (NET REVENUE) AND TYPE ("TAX-EXEMPT HEALTHCARE
ORGANIZATIONS"). WHERE APPFROPRIATE, 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 REASCONABLENESS AND COMPETITIVENESS OF THE PROGRAM. IN
DETERMINING REASONAELENESS 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, PROPFRIETARY DATABASES, AND CLIENT EXPERIENCES TO DETERMINE ITS
FINAL RECOMMENDATIONS. E&Y PRESENTS THEIR FINDINGS AND RECOMMENDATIONS TO
THE COMMITTEE. THE COMMITTEE MAKES THE FINAL DECISIONS ON ALL OF THE
COMPENSATION DETERMINATICNS OF THE PROGRAM. ALL DECISIONS MADE BY THE

COMMITTEE ARE CONTEMPORANEQUSLY DOCUMENTED,

FINANCIAL STATEMENT AVAILABILITY

PART VI, LINE 19

54 Schedule O (Form 880 or 880-EZ) 2013
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Schedule O (Form 990 or 990-E2) 2013 Page 2
Name of the omanization Employer identification number
MONTGCMERY GENERAL HOSPITAL, INC. 52-0646893

MEDSTAR HEALTH POSTS ITS ANNUAL FINANCIAL AUDIT AND QUARTERLY FINANCIAL

REPORTS TO THE ELECTRONIC MUNICIPAL MARKET ACCESS (EMMA)} SYSTEM. THE

ORGANIZATION ALSO E-MAILS ITS ANNUAL AND QUARTERLY DISCLCOSURES 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 INFCORMATION OFFICES

OTHER CHANGES IN NET ASSETS

PART XI, LINE 9

MRI JV PARTNERSHIP DISTRIBUTION..........cciuerenncnnnsans § 788,635
TRNA RELEASED FROM RESTRICTION(CAPITAL)........covieennnnn $ 130,631
INTERCO TRANSACTIONS. . ..ttt ittt snnnnsstsanssnasannsnn $ 909,991
TOTAL $1,829,257

ATTACHMENT 1

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

AS A PROUD MEMBER OF MEDSTAR HEALTH, MEDSTAR MONTGCMERY MEDICAL

CENTER'S (MEDSTAR MONTGOMERY) MISSION IS TO ENHANCE QUR COMMUNITY'S

HEALTH AND WELL-BEING BY OFFERING HIGH QUALITY, COMPASSIONATE AND

PERSONALIZED CARE. MEDSTAR MONTGOMERY IS LOCATED IN OLNEY, IN

NORTHEASTERN MONTGOMERY COUNTY, MARYLAND, A SUBURB OF WASHINGTON,

D.C. AFTER OVER 90 YEARS, THE HOSPITAL REMAINS TRUE TO ITS ROOTS,

OFFERING A WIDE RANGE OF WELLNESS PROGRAMS AND OUTPATIENT SERVICES IN

ADDITION TO INPATIENT TREATMENT. 1IN FISCAL YEAR 2014, MEDSTAR

MONTGOMERY HAD 2,040 INPATIENT ADMISSIONS, 40,186 QUTPATIENT VISITS,
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Schedute O {(Form 980 or 990-E7) 2013 Page 2

Name of the organization Employer ldentification number
MONTGOMERY GENERAL HOSPITAL, INC. 52-0646893

ATTACHMENT 1 (CONT:D)

FORM 530, PART III, LINE 1 - ORGANIZATION'S MISSION

AND 37,798 EMERGENCY VISITS.

ATTACHMENT 2

FORM 590, PART III - PROGRAM SERVICE, LINE 4A

MEDSTAR MONTGOMERY MEDICAL CENTER'S LARGEST PROGRAM IS ACCESS TO
AND THE PROVISION OF ACUTE HOSPITAL SERVICES TO THE COMMUNITIES OF
NORTHEASTERN MONTGOMERY COUNTY, MARYLAND AND THE SURROUNDING
AREAS. IN ADDITION TO THE PROGRAM SERVICE EXPENSES LISTED ABOVE,
MEDSTAR MONTGOMERY INCURRED $17.1M OF MANAGEMENT AND GENERAL
EXPENSES IN PROVIDING SERVICES TO ITS COMMUNITIES. THE ACUTE CARE
HOSPITAL OFFERS A CARDIAC AND VASCULAR PROGRAM, GENERAL SURGERY,
ORTHOPEDICS, CANCER CARE, AND CBSTETRICS. WITH THE ADDITION OF
SPECIALISTS FROM MEDSTAR GECRGETOWN UNIVERSITY HOSPITAL AND
MEDSTAR WASHINGTON HOSPITAL CENTER, MEDSTAR MONTGOMERY BRINGS
SPECIALTY CARE CLOSER TO ITS PATIENTS. MEDSTAR MONTGCOMERY ALSC
QFFERS QUTPATIENT MENTAL HEALTH SERVICES, HOME HEALTH AND PRIVATE
DUTY NURSING SERVICES. MEDSTAR MONTGOMERY INCLUDES AN EMERGENCY
DEPARTMENT WITH A DEDICATED PEDIATRIC CENTER, A FAST-TRACK UNIT
AND A SEPARATE UNIT FOR CRISIS EVALUATION. IT IS A CERTIFIED
CHEST PAIN CENTER BY THE SOCIETY OF CHEST PAIN CENTERS, AND
RECOGNIZED BY THE JCOINT COMMISSICON AS A PRIMARY STROKE CENTER.
MEDSTAR MONTGOMERY OFFERS AN ADA-CERTIFIED DIABETES AND NUTRITION
CENTER, A MENTAL HEALTH CENTER AND PRIVATE DUTY NURSING SERVICES.
FOR THE FIFTH CONSECUTIVE YEAR, MEDSTAR MONTGOMERY WAS THE

RECIPIENT OF THE 2014 DELMARVA FOUNDATION FOR MEDICAL CARE'S

JSA Schedule O {Form 990 or 890-EZ) 2013
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Schedule O {Form 990 or 990-€Z) 2013

Page 2

Name of the organization
MONTGOMERY GENERAL HOSPITAL, INC.

Employer identification number
52-0646893

ATTACHMENT 2 (CONT'D)

EXCELLENCE AWARD FOR QUALITY IMPROVEMENT IN HOSPITALS.

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

ATTACHMENT 3

NAME AND ADDRESS

MERIDIAN ANESTHESIA PRACTICE L
PO BOX 400
OLNEY, MD 20830-0400

DELPHI OF TEAM HEALTH
PO BOX 634850
CINCINNATI, OH 45263-4850

COMMUNITY RADIOLOGY ASSOC
10373-A REISTERSTOWN RD
OWINGS MILLS, MD 21117

INPATIENT SPECIALISTS PA
1201 SEVEN LOCKS RD STE 200
ROCKVILLE, MD 20854

EMERGENCY MEDICINE ASSOCIATES

20010 CENTURY BLVD STE 200
GERMANTOWN, MD 20874

FORM 950, PART IX - OTHER FEES

DESCRIPTION

PURCHASED SERVICES

POOLED COSTS CO 05, 501, & 902
SERVICE CONTRACT - BIOMED
SERVICE CONTRACTS

SERVICE CONTRACTS SOFTWARE

DESCRIPTION OF SERVICES COMPENSATION
MEDICAL SERVICES 5,316,543.
MEDICAL SERVICES 1,201,037.
MEDICAL SERVICES 890,394.
MEDICAL SERVICES 690,647.
MEDICAL SERVICES 549,863.

ATTACHMENT 4

(n) {B) (C) (D)
TOTAL PROGRAM MANAGEMENT FUNDRAISING
FEES SERVICE EXF. AND GENERAL EXPENSES

8,107,297, B,107,297.
1,134,401. 1,134,401,
798,810, 798,810.
741,160, 741,160,
1,847,9%02. 1,847,902,

JEA
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Schedula O (Form 930 or 990-E2) 2013

page 2

Name of tha organization

MONTGOMERY GENERAL HOSPITAL, INC.

Employer identification number
52-0646B93

FORM 990, PART IX - OTHER FEES

ATTACHMENT 4 (CONT'D)

(A} (B} {s}] (D)
TOTAL PROGRAM MANAGEMENT FUNDRAISING
DESCRIPTION FEES SERVICE EXP. AND GENERAL EXPENSES
SHARED SERVICES 3,143,962, 3,143,962.
SIEMENS CONTRACT 1,185,609, 1,185,609.
OTHER PROFESSIONAL FEES 3,960,584, 3,960,584,
PHYSICIAN FEES 4,416,652, 4,416,652,
PHYSICIAN FEES ON CALL 439,613. 439,613.
PURCHASED SERVICES GUH 444,024, 444,024,
REFERENCE LAB 479,364, 479,364.
OTHER FEES FOR SERVICES 1,694,505, 1,694,505,
TOTALS 28,393,883, 28,383,88B3.
JSA Schedula O (Form 980 or 990-EZ) 2013
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MONTGOMERY GENERAL HOSFITAL, INC. 52-0646893

Scheduls R (Form 950) 2013 Page 5
Supplemental information
Complete this part to provide additional information for responses to questions on Schedule R (see
instructions).

Schedule R (Form 890) 2013

3E1510 1.000
07353X 2502 Vv 13-7.1%5 2377084 PAGE 77



emB8879-EO IRS e-file Signature Authorization

for an Exempt Organization OMB Na. 1545-1078

For calendar year 2013, o facal yesr beginning 07 /01 __ . 2013, ancendingQ6 /30__ _ 20 14_
Oepanment of 0 Treasory » Do not send to the RS, Keep for your records. 2@ 1 3
inlama! Revenus Senice P Information about Form 3879-EOQ sand Hs Instructions la at www.irs.goviform887TYeo.
Name of exemp! organization Employer idantification number
MONTGOMERY GENERAT. HOSPITAL, INC. 52-0646883

Nama and title of officer

JOEL BRYAN, VICE PRESIDENT/TREASURER
Type of Return and Return Information (Whole Doliars 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 return. If you
check Ihe box on line 1a, 2a, 3a, 4a, or 53, below, and the amount on that lina for the return being filed with this form was blank, then
leave line 1b, 2b, 3b, 4b, or 6b, whichever is applicable, blank {do not enter -0-). But, If you entered -0- on the return, then anter -0-
on the applicable line below. Do not complete mare than 1 line in Part I,

ta Form 990 check here & IE[__Q] Total ravenus, if any (Form 880, Part VIl column (A}, fine 12) 1 148729217, -
2a Form 990-EZ check here b Total revenue, if any (Form 980-E2Z, line 8) _ ces. 2n
3a Form 1120.POLcheckhere | | & Totaitax (Form 1120-POL ine22) . .. .~ 3b

4a Form 990-PF check here » [F b Tax bassd on investment income (Farm S90-PF, Part Vi, line 5). 4b
5a Form 8868 check hera » b Balance Due (Form 8868, Part |, line 3cor Part Il line Bc) , ., ., 5b

« .9

MU Deciaration and Signature Authorization of Officer

Under penatlies of perjury, | declare that | am an officer of the above organization and that | have exarmined a copy of the
arganization's 2013 electronic return and accompanying schedules and statemants and ta the best of my knowledge and bel ef, thay
are lrue, correct, and complsie. | further declare thal tha amount in Part | above Is the amount shown on the copy of the
organization's elaclronic relurn. | consent to allow my intermadiate service provider, transmitter, or electronic return originator (ERO)
{o send the organization's return lo the IRS and to receive from the IRS (a} en acknowledgemen! of raceipi or raason for rejection of
the transmission, (b) the reasen for any delay in processing the retum or refund, and (c) the date of any refund. If applicable, |
authorize the U.S. Treasury and ils designated Financial Agent to inftiae an electronic funds withdrawal {direct debit) entry to the
financial institution account indicated in the tax preparation softwara for payment of the organization's fedaral taxas owed on this
return, and the financlal institution to debit the entry to this account. To revoke a payment, | must contact the U.S. Treasury Financia)
Agent at 1-88B-353-4537 no Iater than 2 business days prior lo the payment (setlilement) date. | also authorize the financial instiutions
involved in the processing of the elsclronic paymen of texes to recaive confidential informalion necessary to answer Inguiries and
resolve issues related to the payment | have selected a personal identification number (PIN) as my signature for the organization's
electronic return and, If applicable, the arganization’s consant to alectronic funds withdrawal,

Officer's PIN: check ons box only

| authorize KPMG LLP 1o anler my PIN I—z 112(317 as my signalure
ERO firm name Enter five numbers, bt
do nol antar all zoros
on the organlzation’s tax yeaer 2013 electronically filed raturn. If | have indicaled within this return that a copy of the return is
being filed with a slate agency{ies) regulating charities es part of the IRS Fed/Stale program, | also authorize the aforementianed
ERO to enter my PIN on the return’'s disclosure consent screen.

D As en officer of the organization, | will enler my PIN as my signature on the organization's tax year 2013 electronically fited return,
If | hava indicated within this return that a copy of the reiumn is being filed with a stale agency{les) ragulaling charities as part of
the IRS FadlSt:mﬁ:gram, i will enler my PIN on the return's disclosura consent screen.

Officer's signature B Deta P L}[E{)[lg
Certification and Authentication tol

ERO's EFIN/PIN. Enter your six-digit electronic filing Identification

numbar (EFIN) followed by your five-digit self-selected PIN. 51410 |2 | 8 |D 212 l L I 0i2 l

do nat anter all zeros

I certify that tha above numeric enlry is my PIN, which is my signatura on the 2013 slaclronically filed return for the organization
indicaled above | confirm that | am submitiing this ralurn in accordance with the requirements of Pub, 4183, Modernized e-File (MeF}
Information for Authorized IRS e-file Providers for Business Relurns

ERQ's signaturs DMM [I . MM Date p 4/.95//5'

ERO Must Retain This Form - See Instructions
Do Not Submlit This Form To the [RS Unless Requested To Do So
For Papsrwork Reductlon Act Notice, see back of form. Form B879-EO 2012

J5A
JEVETE 1 DOC

07353X 2502 vV 13-7.15 2377084 PAGE 1



Electronic Filing Page 1 of |

Cumulative e-File History 2013

Federal

Locator: 07353X

Taxpayer Name: Montgomery General Hospital, INC.

Return Type: 990, 990 & 990T (Corp)

Submitted Date: 05/06/2015 15:32:10

Acknowledgement Date: 05/06/2015 15:57:47

Status: Accepted

Submission ID: 54028020151265000013

https://gosystemrs.fasttax.com/ElfCumulativeHistory.asp?Acct=2502& Year=2013&Loc=07... 5/7/2015



