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

benefit trust or private foundation)

Department of the Treasury
Internal Revenue Service

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

A For the 2010 calendar year, or tax year beginning

, 2010, and ending

OMB No. 1545-0047

Open to Public
Inspection
, 20

C Name of organization
HARFORD MEMORIAL HOSPITAL,

B Check if applicable:

INC.

D Employer identificatiol

52-0591484

Address

change Doing Business As

n number

Number and street (or P.O. box if mail is not delivered to street address)

501 SOUTH UNION AVENUE

Name change

Initial return

Room/suite

E Telephone number

(410)

877-3700

City or town, state or country, and ZIP + 4

520 UPPER CHESAPEAKE DR., STE.

405 BEL AIR, MD 21014

H(b) Are all affiliates included?

Terminated

|| Aended HAVRE DE GRACE, MD 21078 G Gross receipts $ 93,146,486.
’;pngE:iO“ F Name and address of principal officer: LYLE E SHELDON H(a) |€}ftlhi?{ a group retum for Yes

L pendin affiliates?

Yes

=

No
No

| Tax-exempt status: | X | 501(c)(3) | | 501(c) ( ) «q (insertno.) | | 4947(a)(1) or | | 527 If "No," attach a list. (see instructions)
J  Website: p» WWW.UCHS .ORG H(c) Group exemption number P>
K Form of organization: | X | Corporation | | Trustl | Association | | Other P> | L Year of formation: 1 911| M State of legal domicile: MD
Part | Summary
1 Briefly describe the organization's mission or most significant activites: __ __ __ __ __ __ __ __ __ __ __ _ _ _ _ _ _ _ __ _ _ __________
o ACUTE HOSPITAL CARE
-
£
% 2 Check this box P> |:| if the organization discontinued its operations or disposed of more than 25% of its net assets.
g 3 Number of voting members of the governing body (Part VI, line 1a) . . . . . . . . . . . . .. . .. ... .. 3 15.
_‘§ 4  Number of independent voting members of the governing body (Part VI, linetb) 4 10.
S| 5 Total number of individuals employed in calendar year 2010 (Part V, ne 2a) 5 910.
E 6 Total number of volunteers (estimate if necessary) . . L ... L, 6 l46.
7a Total gross unrelated business revenue from Part VIIl, column (C), line12. 7a 0.
b Net unrelated business taxable income from Form 990-T, iN€ 34 . . . v & & & 4 & 4 & 4 & & o & 0 & o o v & v o » 7b 0.
Prior Year Current Year
o| 8 Contributions and grants (Part VI, lineth) 60,418. 194,560.
g 9 Program service revenue (Part VIIl, line2g) . . . . . ... ... ... 88,214,775. 90, 938,045.
E 10 Investmentincome (Part VIII, column (A), lines 3,4, and 7d) ... . -2,400,105. 774,371.
11 Other revenue (Part VI, column (A), lines 5, 6d, 8¢, 9c, 10c,and 11e) 587,814. 600, 735.
12 Total revenue - add lines 8 through 11 (must equal Part VIII, column (A), line12) . . . . . . . 86,456,902. 92,507,711.
13 Grants and similar amounts paid (Part IX, column (A), lines 1-3) 3,744. 0.
14 Benefits paid to or for members (Part IX, column (A), line4) 0. 0.
@ 15 Salaries, other compensation, employee benefits (Part IX, column (A), lines 5-10) = | 43,786,173. 44,018,775.
2 | 16 a Professional fundraising fees (Part IX, column (A), line 11€) . . . . . . . .. . .. ... 0. 0.
é’- b Total fundraising expenses (Part IX, column (D), line 25) }_____________Q ______
“117  Other expenses (Part IX, column (A), lines 11a-11d, 11f-24) 42,800, 996. 44,461,035.
18 Total expenses. Add lines 13-17 (must equal Part IX, column (A), line25) = . . . .. 86,590,913. 88,479,810.
19 Revenue less expenses. Subtract line 18 from line 12 ., . . v v v v v v v v v v e e e e e -134,011. 4,027,901.
5 g Beginning of Current Year End of Year
§§ 20 Totalassets (Part X, line 16) . . . . . L L 94,969, 551. 104,456,711.
g: 21 Total liabilities (Part X, line 26) 80,342,315. 80,311,711.
§E 22 Net assets or fund balances. Subtractline 21 fromline20 . . . . . v v & v v v v b u e e 14,627,236. 24,145,000.

| Signature Block

U
Y
H

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

Sign }
Here Signature of officer Date
} Type or print name and title
Print/Type preparer's name Preparer's signature Date Check if PTIN
Paid self-
i employed P P00288383
reparer
P Firm's name B GRANT THORNTON LLP Firm'sEIN B 36-6055558
Use Only
Firm's address B> 2001 MARKET STREET, SUITE 3100 PHILADELPHIA, PA 19103 Phone no. 215-561-4200

May the IRS discuss this return with the preparer shown above? (see instructions)

m Yes

I_INo

For Paperwork Reduction Act Notice, see the separate instructions.
JSA
0E1010 1.000

3956AU 700P 11/21/2011 8:04:11 AM V 10-8.2
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Form 990 (2010) 52-0591484 Page 2
Part Il Statement of Program Service Accomplishments
Check if Schedule O contains a response to any questioninthisPart Il . .. ... ... ... ... . .00

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 990-EZ2 | . . . . . .. [ ves No
If "Yes," describe these new services on Schedule O.

3 Did the organization cease conducting, or make significant changes in how it conducts, any program
OV IS Y e e e [ Ives No
If "Yes," describe these changes on Schedule O.

4 Describe the exempt purpose achievements for each of the organization's three largest program services by expenses.
Section 501(c)(3) and 501(c)(4) organizations and section 4947(a)(1) trusts are required to report the amount of grants and
allocations to others, the total expenses, and revenue, if any, for each program service reported.

4a (Code: ) (Expenses $ 60,746,772. including grants of $ 0. )(Revenue $ 90,938,045. )
SEE SCHEDULE O

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

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

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

(Expenses $ including grants of $ ) (Revenue $ )
4e Total program service expenses » 60, 746,772.
JSA Form 990 (2010)
0E1020 1.000
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Form 990 (2010) 52-0591484 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 . . . & o i i i e e e e e e e e e e e e e e e e e e e e e e 1 X
2 Is the organization required to complete Schedule B, Schedule of Contributors? (see instructions) . .. ... ... 2 X
3 Did the organization engage in direct or indirect political campaign activities on behalf of or in opposition to
candidates for public office? If "Yes,"complete Schedule C,Part]. . . . . v « ¢ v v v o v v v i e e e e e e e a e 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,"complete Schedule C,Partll. . . . . . . .« . v v v v v i v oo 4 X
5 Is the organization a section 501(c)(4), 501(c)(5), or 501(c)(6) organization that receives membership dues,
assessments, or similar amounts as defined in Revenue Procedure 98-19? If "Yes," complete Schedule C,
22 T 1 5
6 Did the organization maintain any donor advised funds or any similar funds or accounts where donors have
the right to provide advice on the distribution or investment of amounts in such funds or accounts? If "Yes,"
complete Schedule D, Part | . . . . . & o v v i i i e e e e e e e e e e e e e e e e e e e e 6 X
7 Did the organization receive or hold a conservation easement, including easements to preserve open space,
the environment, historic land areas, or historic structures? If "Yes,"complete Schedule D, Part!l. . . . . . . . . . 7 X
8 Did the organization maintain collections of works of art, historical treasures, or other similar assets? If "Yes,"
complete Schedule D, Part Ill . . . . o . o v i i i e e e e e e e e e e e e e e e e e e e e e e 8 X
9 Did the organization report an amount in Part X, line 21; serve as a custodian for amounts not listed in Part
X; or provide credit counseling, debt management, credit repair, or debt negotiation services? If "Yes,"
complete Schedule D, Part IV . . . .« & o i o i i e e e e e e e e e e e e e e e e e e e e e e e e 9 X
10 Did the organization, directly or through a related organization, hold assets in term, permanent, or
quasi-endowments? If "Yes,"complete Schedule D, Part V.. . . . . . . . i i i i i i it it e e e e e 10 X
11 If the organization’s answer to any of the following questions is "Yes," then complete Schedule D, Parts VI,
VII, VI, IX, or X as applicable.
a Did the organization report an amount for land, buildings, and equipment in Part X, line 10? If "Yes,"complete
Schedule D, Part VI . . . . . . . e e e e e e Ma| X
b Did the organization report an amount for investments—othersecurities in Part X, line 12 that is 5% or more
of its total assets reported in Part X, line 167 If "Yes,"complete Schedule D, Part VIl , . . . . .. .. ... .« .«.. 11b X
¢ Did the organization report an amount for investments-program related in Part X, line 13 that is 5% or more
of its total assets reported in Part X, line 167 If "Yes,"complete Schedule D, Part VIIl, . . . . ... ... ... ... 11c X
d Did the organization report an amount for other assets in Part X, line 15 that is 5% or more of its total assets
reported in Part X, line 167 If "Yes,"complete Schedule D, Part IX . . . . . . . v i v v i i e e e et e e e e 11d X
e Did the organization report an amount for other liabilities in Part X, line 25? If "Yes,"complete Schedule D, Part X |11e X
f Did the organization’s separate or consolidated financial statements for the tax year include a footnote that addresses
the organization's liability for uncertain tax positions under FIN 48 (ASC 740)? If "Yes,"complete Schedule D, PartX , ., . . . . 11f X
12 a Did the organization obtain separate, independent audited financial statements for the tax year?  If "Yes,"
complete Schedule D, Parts XI, XIl, and XIIl. . « « o v v v o v v i i e e e e e e e e e e e e e e e e e e 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 completing Schedule D, Parts XI, XIl, and Xlll is optional . . . « . « « « « « . . 12b X
13 Is the organization a school described in section 170(b)(1)(A)(ii)? If "Yes," complete Schedule E . . . . . . . ... 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, and program service activities outside the United States? If "Yes, "complete Schedule F, Parts | and IV- - | 14b X
15 Did the organization report on Part IX, column (A), line 3, more than $5,000 of grants or assistance to any
organization or entity located outside the United States? If "Yes,"complete Schedule F, Partslland IV . . . . . .. 15 X
16 Did the organization report on Part IX, column (A), line 3, more than $5,000 of aggregate grants or assistance
to individuals located outside the United States? If "Yes,"complete Schedule F, Partsllland 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 | (seeinstructions) . . . . . . . .. .. 17 X
18 Did the organization report more than $15,000 total of fundraising event gross income and contributions on
Part VIII, lines 1c and 8a? If "Yes,"complete Schedule G,Partll . . . . « « ¢ v v v o o v i i e e e e e e 18 X
19 Did the organization report more than $15,000 of gross income from gaming activities on Part VIII, line 9a?
If "Yes,"complete Schedule G,Part lll . . . . v v« o v v v i e e e e et e e e e e e e e e e e e e e 19 X
20 a Did the organization operate one or more hospitals? If "Yes," complete Schedule H . . . . . . . . ... ... ... 20a X
b If "Yes" to line 20a, did the organization attach its audited financial statements to this return? Note. Some Form
990 filers that operate one or more hospitals must attach audited financial statements (see instructions) . . . . . 20b X
JSA Form 990 (2010)
0E1021 1.000
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Form 990 (2010) 52-0591484 Page 4
Part IV Checklist of Required Schedules (continued)

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

23 Did the organization answer "Yes" to Part VII, Section A, line 3, 4, or 5 about compensation of the
organization's current and former officers, directors, trustees, key employees, and highest compensated
employees? If "Yes,"complete Schedule J . . . . . . . i i it e e e e e e 23 X

24 a Did the organization have a tax-exempt bond issue with an outstanding principal amount of more than
$100,000 as of the last day of the year, that was issued after December 31, 20027 If "Yes," answer lines 24b

through 24d and complete Schedule K. If “N0,”go to line 25 . . . . . . . . i i e e e e e e e e e e e 24a| X
b Did the organization invest any proceeds of tax-exempt bonds beyond a temporary period exception? . ... ... 24b X
c Did the organization maintain an escrow account other than a refunding escrow at any time during the year
to defease any tax-exempt boNds? . . . . . . i L i e e e e e e e e e e e e e e e e e e 24c X
d Did the organization act as an "on behalf of" issuer for bonds outstanding at any time during the year? . ... ... 24d X
25 a Section 501(c)(3) and 501(c)(4) organizations. Did the organization engage in an excess benefit transaction
with a disqualified person during the year? If "Yes,"complete Schedule L,Part! . . . ... .. ... .. v... 25a X

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

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

27 Did the organization provide a grant or other assistance to an officer, director, trustee, key employee,
substantial contributor, or a grant selection committee member, or to a person related to such an individual?
If "Yes,"complete Schedule L, Part Il . . . . . . . . . @ @ i i i i i i e e e e e e e e e e e e e e e e e 27 X

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

a A current or former officer, director, trustee, or key employee? If "Yes," complete Schedule L, PartIV. . . . . . .. 28a X
b A family member of a current or former officer, director, trustee, or key employee? If "Yes," complete
Schedule L, Part IV . . . . v v v i e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e 28b X
¢ An entity of which a current or former officer, director, trustee, or key employee (or a family member thereof)
was an officer, director, trustee, or direct or indirect owner? If "Yes,"complete Schedule L, PartIV . . . ... ... 28c X
29 Did the organization receive more than $25,000 in non-cash contributions? If "Yes," complete Schedule M | 29 X
30 Did the organization receive contributions of art, historical treasures, or other similar assets, or qualified
conservation contributions? If "Yes,"complete Schedule M . . . . . . . . @ @ i i i i i i i e e e e e e 30 X
31 Did the organization liquidate, terminate, or dissolve and cease operations? If "Yes," complete Schedule N,
T 0 31 X
32 Did the organization sell, exchange, dispose of, or transfer more than 25% of its net assets? If "Yes,"
complete Schedule N, Part 1], . . . . @ v v i v i i i e e e e e e e e e e e e e e e e e e e e e e e e e e 32 X
33 Did the organization own 100% of an entity disregarded as separate from the organization under Regulations
sections 301.7701-2 and 301.7701-3? If "Yes,"complete Schedule R,Partl. . . . . . . . . .« v v v o v v v u o 33 X
34 Was the organization related to any tax-exempt or taxable entity? If "Yes," complete Schedule R, Parts I, Il
FA A T To B A =y 34 X
35 Is any related organization a controlled entity within the meaning of section 512(b)(13)? . . .. .. .. ... ... 35 X

a Did the organization receive any payment from or engage in any transaction with a
controlled entity within the meaning of section 512(b)(13)?  If "Yes," complete Schedule R,

Part Vi INE 2 . . . o o e [ ves No

36 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,line 2. . . . . . . . . . i i i v i v it et e e e u 36 X
37 Did the organization conduct more than 5% of its activities through an entity that is not a related organization

and that is treated as a partnership for federal income tax purposes? If "Yes," complete Schedule R,

Part VI . . e e e e e e e e e e e e e e e P I 4 X
38 Did the organization complete Schedule O and provide explanations in Schedule O for Part VI, lines 11 and

19? Note. All Form 990 filers are required to complete Schedule O. . . . . . . . . . . . i v v vt v v v u v v uu. 38 X

Form 990 (2010)
JSA
0E1030 1.000
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Form 990 (2010) 52-0591484 Page 5
Statements Regarding Other IRS Filings and Tax Compliance

Check if Schedule O contains a response to any questioninthisPartV. . ... .. ... ............. [ ]
Yes | No
1a Enter the number reported in Box 3 of Form 1096. Enter -0-if not applicable , . . ... .. .. 1a 416
b Enter the number of Forms W-2G included in line 1a. Enter -0- if not applicable , , . ... ... 1b 0
c Did the organization comply with backup withholding rules for reportable payments to vendors and
reportable gaming (gambling) winnings to prize Winners?, . . . . . . . . . . . . . e e e e e e e e e e e e e e 1c X
2a Enter the number of employees reported on Form W-3, Transmittal of Wage and Tax
Statements, filed for the calendar year ending with or within the year covered by this return , |_2a 910

b If at least one is reported on line 2a, did the organization file all required federal employment tax returns? | 2b X
Note. If the sum of lines 1a and 2a is greater than 250, you may be required to e-file. (see instructions)
3a Did the organization have unrelated business gross income of $1,000 or more during the year? 3a X

b If "Yes," has it filed a Form 990-T for this year? If "No," provide an explanation in Schedule O _ ., . . ... ... ... 3b
4a At any time during the calendar year, did the organization have an interest in, or a signature or other authority
over, a financial account in a foreign country (such as a bank account, securities account, or other financial

T U 41 4a X

b If “Yes,” enter the name of the foreign country: » __ o _____
See instructions for filing requirements for Form TD F 90-22.1, Report of Foreign Bank and Financial Accounts.

5a Was the organization a party to a prohibited tax shelter transaction at any time during the taxyear? . ., ., . ... 5a X
b Did any taxable party notify the organization that it was or is a party to a prohibited tax shelter transaction? | Sb X
c If"Yes,"to line 5a or 5b, did the organization file Form 8886-T? . . . . . . . . . . . . . & ' i i i i e i e . 5c

6a Does the organization have annual gross receipts that are normally greater than $100,000, and did the

organization solicit any contributions that were not tax deductible? , ., , . . .. ... ... ... ... . ... ... 6a X
b If "Yes," did the organization include with every solicitation an express statement that such contributions or
gifts were not tax deductible? | | . . . . L. L 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 to the payor? . . . . . . . . ... e e e e e e e e 7a X
b If "Yes," did the organization notify the donor of the value of the goods or services provided? . . . ... ... ... 7b
c Did the organization sell, exchange, or otherwise dispose of tangible personal property for which it was

required to file FOrm 82827 . . . . . & i i i e e e e e e e e e e e e e e e e e e e e e e e 7c X
d If "Yes," indicate the number of Forms 8282 filed duringtheyear . . . . ... ... ... ... | 7d |
e Did the organization receive any funds, directly or indirectly, to pay premiums on a personal benefit contract? , ., , | 7e X
f Did the organization, during the year, pay premiums, directly or indirectly, on a personal benefit contract? | 7f X
g If the organization received a contribution of qualified intellectual property, did the organization file Form 8899 as required?, . . | 79
h If the organization received a contribution of cars, boats, airplanes, or other vehicles, did the organization file a Form 1098-C? 7h

8 Sponsoring organizations maintaining donor advised funds and section 509(a)(3) supporting
organizations. Did the supporting organization, or a donor advised fund maintained by a sponsoring

9 Sponsoring organizations maintaining donor advised funds.

a Did the organization make any taxable distributions under section 49667 . . . . . . .. ... ... ... . . .... 9a

b Did the organization make a distribution to a donor, donor advisor, or related person? . . . ... ... ...... 9b

10 Section 501(c)(7) organizations. Enter:

a Initiation fees and capital contributions included on Part VIIl, line12 . . . .. ... ... ... 10a

b Gross receipts, included on Form 990, Part VI, line 12, for public use of club facilities ... .[10b

11  Section 501(c)(12) organizations. Enter:

a Gross income from members or shareholders . . . . . . . . . o 0 i i e 11a

b Gross income from other sources (Do not net amounts due or paid to other sources

against amounts due or received from them.) . . . . . . . . ... ... ... ... 11b

12a Section 4947(a)(1) non-exempt charitable trusts. Is the organization fiing Form 990 in lieu of Form 1041? [12a

b If "Yes," enter the amount of tax-exempt interest received or accrued during the year | | . . 12b
13 Section 501(c)(29) qualified nonprofit health insurance issuers.

a Is the organization licensed to issue qualified health plans in more than one state?, . ., . . . ... ... ...... 13a

Note. See the instructions for additional information the organization must report on Schedule O.
b Enter the amount of reserves the organization is required to maintain by the states in which

the organization is licensed to issue qualified health plans , . ... ........... 13b
c Enterthe amount of reserves on hand | | . . . . . i v i i i e e e e e e e e e 13c
14 a Did the organization receive any payments for indoor tanning services during the taxyear? . . . . ... ... ... 14a X
b If "Yes,"has it filed a Form 720 to report these payments? If "No," provide an explanation in Schedule O . . . . . . 14b
OE10:§?.000 Form 990 (2010)
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Form 990 (2010) 52-0591484 Page 6
LAYl Governance, Management, and Disclosure For each "Yes" response to lines 2 through 7b below, and

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

Check if Schedule O contains a response to any question in this Part VI .. ..............
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 15
b Enter the number of voting members included in line 1a, above, who are independent . . .. .. 1b 10
2 Did any officer, director, trustee, or key employee have a family relationship or a business relationship with
any other officer, director, trustee, or key employee? . . . . . . . . L L e e e e e s 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 Does the organization have members or stockholders? . . . . . . . . . ¢ i i i i i i i i e e 6 | X
7a Does the organization have members, stockholders, or other persons who may elect one or more members
of the governing body? .« v v v v v o e e e e e e e e e e e e e e e e e e e e e e e e 7a X
b Are any decisions of the governing body subject to approval by members, stockholders, or other persons? ... 7b X
8 Did the organization contemporaneously document the meetings held or written actions undertaken during
the year by the following:
a Thegoverning body?. . . v v v v v v i i e e e e e e e e e e e e e e e e e e e e e e 8a | X
b Each committee with authority to act on behalf of the governing body? . . . ... ... ... ... .. o0 8b | X
9 Is there any officer, director, trustee, or key employee listed in Part VII, Section A, who cannot be reached at
the organization's mailing address? If "Yes," provide the names and addresses in Schedule O , . . .. .. .. ... 9 X
Section B. Policies(This Section B requests information about policies not required by the Internal Revenue Code.)
Yes | No
10a Does the organization have local chapters, branches, or affiliates? . . ... ... .. ... ... 0000, 10a X
b If "Yes," does the organization have written policies and procedures governing the activities of such chapters,
affiliates, and branches to ensure their operations are consistent with those of the organization? . .. .. .. ... 10b
11a Has the organization provided a copy of this Form 990 to all members of its governing body before filing the
0T 111 11a | X
b Describe in Schedule O the process, if any, used by the organization to review this Form 990.
12a Does the organization have a written conflict of interest policy? If "No,"gotoline 13 . . . . . . .. . . . .. 12a | X
b Are officers, directors or trustees, and key employees required to disclose annually interests that could give
MSe 10 CONMlICIS? - « o o v i i e i e i e e e e e e e e e e e e e e e e e e e e e e e e e 12b | X
¢ Does the organization regularly and consistently monitor and enforce compliance with the policy? If "Yes,"
describe in Schedule O how thiSiS dONe . . . . . o v i v it e e e e e e e e e e e e e e e e 12¢ | X
13 Does the organization have a written whistleblower policy? . . . . . . . . . c o i i i it e e . 13 | X
14  Does the organization have a written document retention and destruction policy? . .. ... .. ... ... .. .. 14 | X
15  Did the process for determining compensation of the following persons include a review and approval by
independent persons, comparability data, and contemporaneous substantiation of the deliberation and decision?
a The organization's CEO, Executive Director, or top management official . . . ... ... ... ........... 15a | X
b Other officers or key employees of the organization . . . . . . . . i i i i i ittt sttt e e e e e 15b | X
If "Yes" to line 15a or 15b, describe the process in Schedule O. (See instructions.)
16a Did the organization invest in, contribute assets to, or participate in a joint venture or similar arrangement
with a taxable entity during the YEar? . . . . . . . . . i it i e e e e e e e e e e 16a X
b If"Yes," has the organization adopted a written policy or procedure requiring the organization to evaluate

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

Section C. Disclosure

17  List the states with which a copy of this Form 990 is required to be filed » Mo,
18  Section 6104 requires an organization to make its Forms 1023 (or 1024 if applicable), 990, and 990-T (501(c)(3)s only)

available for public inspection. Indicate how you make these available. Check all that apply.

Own website Another's website Upon request

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

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

organization: - JOSEFPH _E. HOFFMAN 520 UPPER CHESAPEAKE DRIVE, STE_405 BEL AIR, MD 21014

443-643-3340
JSA Form 990 (2010)
0E1042 1.000
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Form 990 (2010) 52-0591484 Page 7

"/l Compensation of Officers, Directors, Trustees, Key Employees, Highest Compensated Employees,
and Independent Contractors
Check if Schedule O contains a response to any question inthisPartVII. . . .. ... ... ..........

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

1a Complete this table for all persons required to be listed. Report compensation for the calendar year ending with or within the
organization's tax year.

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

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

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

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

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

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

(A) )] © (D) (E) (F)
Name and Title Average | Position (check all that apply) Reportable Reportable Estimated
hours per | 9 E) g ] g J compensation compensation amount of
week 22| 2|9 |S|e=| 3 from from related other
(descive | S 2| S 2 4|2 the organizations compensation
housfor | & 2| 8 gl° g organization (W-2/1099-MISC) from the
Org;‘ijfztj{i’ons alg 8 3 (W-2/1099-MISC) organization
in Schedule @ T 2 and related
0) @ & organizations
Q
_(1H _WILLIAM ACKBR _____________|
TREASURER/DIRECTOR 5.00f X X 0 0 0
__(2)STEVEN M BENTMAN, MD ________|
DIRECTOR 1.00] X 0. 20,833, 0.
__(@JoBN H cAIN ]
DIRECTOR 1.00] X 0 0 0
__()DIANE K FORD ________________|
DIRECTOR 1.00] X 0 0 0
__(5)ROBERT ¥ HOOFNAGLE, JR, MD ___ |
DIRECTOR 1.00] X 0. 58,600 0.
__(6)M SCOT RAUFRMAN ______________|
SECRETARY/DIRECTOR 5.00f X X 0 0 0
__(7)ANDREW KLEIN ________________|
DIRECTOR 1.00] X 0 0 0
__(8)JAMES LAMBDIN |
DIRECTOR 1.00] X 0 0 0
__(9)ANTHONY J MEOLL _____________|
DIRECTOR 1.00] X 0 0 0
_(10)ROGER E SCHNEIDER MD ________ |
CHAIRMAN/DIRECTOR 5.00f X X 0 0 0
_()LYLE & SHELDON ______________|
PRESIDENT & CEO/DIRECTOR 5.00f X X 0. 755,430, 196,177.
_(12)RICHARD P STREETT JR VMD _____ |
DIRECTOR 1.00] X 0 0 0
_(13)ADELE A WILZACK, RN, MS _____ |
DIRECTOR 1.00] X 0 0 0
_(4)ALBERT J A YOUNG __ ___________|
DIRECTOR 1.00] X 0. 0 0.
_(15)FAHEEM YOUNUS, MD ___________ |
DIRECTOR 1.00] X 0. 175,882, 0.
_(eJoyce ¥oxX
VP - PATIENT SVCS/CNO 20.00 X 202,582. 0 41,437.
JSA Form 990 (2010)
0E1041 1.000

3956AU 700P 11/21/2011 8:04:11 AM V 10-8.2 PAGE 9



Form 990 (2010)

52-0591484

Page 8

LRIl Section A. Officers, Directors, Trustees, Key Employees, and Hi

hest Compensated Employees(continued)

(A) (B) © (D) (E) (F)
Name and title Average Position (check all that apply) Reportable Reportable Estimated
hours per i 2 gg g E g8z d compensation compensation amount of
week S5 |58/2 | |33 |3 from from related other
(describe | & & “’§’- ] § 2= the organizations compensation
housfor | = = | B 18|78 organization (W-2/1099-MISC) from the
relétec_i % @ 3 (W-2/1099-MISC) organization
organizations @ 2 and related
in Schedule O) % organizations
(17) JOSEPH E HOFFMAN III |
SR VP/CFO 5.00 X 0. 363,940. 107,678.
(18) KENNETH D KOzEL |
SR VP/COO 5.00 X 0. 378,133. 99,448.
(19) DEAN C KASTER |
SR VP - CORP STRATEGY/PLANNING 5.00 X 0. 260,785. 74,808.
(20) MARGARET M VAUGHAN |
SR VP - CHIEF MEDICAL OFFICER 5.00 X 0. 368,719. 107,480.
@) B SCOTT CONOVER |
SR VP/GENERAL COUNSEL 5.00 X 0. 330,806. 49,761.
(22) TONI M SHIVERY |
VP - HUMAN RESOURCES 5.00 X 0. 196,127. 56,071.
3) EUGENE CURROTTO
VP - OPERATIONS 40.00 X 167,951. 0. 55,154.
(24) RICHARD CASTEEL |
VP - MIS 40.00 X 163,292. 0 29,955.
(5 STEPHEN LOW |
DIR - PHARMACEUTICAL SERVICES 40.00 X 128,874. 0. 31,303.
(26) BEVERLY WEHMER
ADMINISTRATIVE DIRECTOR 40.00 X 109,408. 0. 27,418.
7) LONI WINTER
PHARMACIST 40.00 X 134,723. 0. 553.
@
1b Sub-total > 906,830.] 2,909,255. 877,243.
¢ Total from continuation sheets to Part VII, SectionA _ . . . ... ...... | 2
d Total (add lines1band1c) . . . . . . . . . . 0 i v v i i i i i e e | 906, 830. 2,909,255, 877,243.
2 Total number of individuals (imcluding but not limited to those listed above) who received more than $100,000 in
reportable compensation from the organization  » 6
Yes | No
3 Did the organization list any former officer, director or trustee, key employee, or highest compensated
employee on line 1a? If "Yes,"complete Schedule J for suchindividual . . . . . . . . . . v v v i v i v it e n 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
individual . . . v o e e e e e e e e e e e e e e e e e e e e e e 4 X
5 Did any person listed on line 1a receive or accrue compensation from any unrelated organization or individual
for services rendered to the organization? If "Yes,"complete Schedule J for suchperson . . . . . ... .. ' s .. 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.

(A)

Name and business address

(B)

Description of services

(©)

Compensation

ATTACHMENT 2

2 Total number of independent contractors (including but not limited to those listed above) who received

more than $100,000 in compensation from the organization »

5

JSA
0E1050 1.000

3956AU 700P 11/21/2011 8:04:11 AM

vV 10-8.2
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Form 990 (2010) 52-0591484 Page 9
Part Vil Statement of Revenue
(A) (B) (C) (D)

Total revenue Related or Unrelated Revenue
exempt business excluded from tax
function revenue under sections
revenue 512,513, or 514

) 1a Federated campaigns . . . . . . . . 1a
c
% § b Membershipdues . . .. .. ... 1b
4 E ¢ Fundraisingevents . . . ... ... 1c
%E d Related organizations . . . . . . . . 1d 194,560.
2 E e Government grants (contributions) . . |_1e
o'n
g 5 f Al other contributions, gifts, grants,
;'-é % and similar amounts not included above . L1f
é 'E g Noncash contributions included in lines 1a-1f:  $
© h_Total. Add lines 1a-1f . + & v« @ v o v o v o o v a o o a . » 194,560,
g Business Code
[=
@ | 2a NET PATIENT SERVICE REVENUE 621400 90,938,045. 90,938,045.
(]
14
© b
L c
2
& d
E e
o f All other program service revenue . . . . .
@ | g Total. Addlines2a-2f . . . . . .. .. ... ..... > 90,938,045.
3 Investment income (including dividends, interest, and
other similaramounts) . . . . . . . . ..o oL 0oL > 892,124. 0. 892,124.
Income from investment of tax-exempt bond proceeds . . . > 0.
5 Royalties - « - = =« o+ raeaeaaua e > 0.
(i) Real (i) Personal
6a GrossRents. . . . .. .. 473,485,
Less: rental expenses . . . 638,775.
¢ Rental income or (loss) -165,290.
d Netrentalincomeor(loss) « + & v & v @ v 0 v 0 v 0w 0w > -165,290. -165,290.
(i) Securities (i) Other
7a  Gross amount from sales of
assets other than inventory -117,753.
b Less: cost or other basis
and sales expenses . . . .
¢ Gainor(loss) . - . . . .. -117,753
d Netgainor(IoSs) « « v v v v & v v v v b v v 4 e | -117,753. -117,753.
g 8a Gross income from fundraising
5 events (not including $
q>, of contributions reported on line 1c).
x SeePartlV,liNe18 « v v v v v v v .. a
g b Less:directexpenses . . . + . . . ... b
6 ¢ Netincome or (loss) from fundraisingevents . . . . . . .. » 0.
9a Gross income from gaming activities.
SeePartIV,line19 , , . ... ..... a
Less: directexpenses + + =+ v 4 0 4. . b
Net income or (loss) from gaming activites . . . . . . . . . » 0.
10a Gross sales of inventory, less
returns and allowances , ., , ... ... a
b Less:costofgoodssold . . . . . . . .. b
c__Netincome or (loss) from sales ofinventory . . . . . . . .. » 0.
Miscellaneous Revenue Business Code
11a CAFETERIA SALES/MISC 900099 757,443. 757,443.
b INTEREST INCOME - ACCTS RECEIVABLE 900099 8,582. 8,582.
c
d Allotherrevenue . . . .+ o v v v o v W
e Total. Addlines 11a-11d « « = = = + « ¢ = s s+ + = « « 4 766,025.
12 Total revenue. See instructions .+ + = « v v o v v v 0. » 92,507,711. 90,938,045. . 1,375,106.
Form 990 (2010)
JSA
0E1051 2.000
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Form 990 (2010)
- 11404 Statement of Functional Expenses
Section 501(c)(3) and 501(c)(4) organizations must complete all columns.

52-0591484

Page 10

All other organizations must complete column (A) but are not required to complete columns (B), (C), and (D).

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

(A)
Total expenses

(B)
Program service
expenses

(C)
Management and
general expenses

D)
Fundraising
expenses

1 Grants and other assistance to governments and
organizations in the U.S. See Part IV, line 21 0.
2 Grants and other assistance to individuals in
the U.S.SeePartIV,line22 . ......... 0.
3 Grants and other assistance to governments,
organizations, and individuals outside the
U.S.SeePartlV,lines15and 16 _ , _ ., . . .. 0.
4 Benefits paid to or formembers | ., . . . .. .. 0.
5 Compensation of current officers, directors,
trustees, and key employees , . . . ... ... 0.
6 Compensation not included above, to disqualified
persons (as defined under section 4958(f)(1)) and
persons described in section 4958(c)(3)B) ., . . . . . 0.
Other salariesandwages . . . . . . « . « . . . 35,895,212. 25,769, 730. 10,125,482.
Pension plan contributions (include section 401(k)
and section 403(b) employer contributions) . . . . . . 1,679,183. 1,205,512. 473,671.
9 Other employee benefits . . . . . . . . .. .. 3,798,257. 2,726,828. 1,071,429.
10 PayrolltaXxeS « « v v ¢ ¢ v 0 0 kb e e e 2,646,123. 1,899,693. 746,430.
11 Fees for services (non-employees):
a Management . ... ............. 0.
b Legal . . . .. .. i i i it 0.
c Accounting + = v h h h h e h e e e e e e e e s 348,188. 348,188.
d Lobbying « v+ s v v a e e e e 0.
e Professional fundraising services. See Part 1V, line 17 0.
f Investment management fees . . . ... ... 235,507. 235,507.
goOther . . . v v v i i i i 3,758,882. 2,721,767. 1,037,115.
12 Advertising and promotion . . . . . .. ... 2,303. 1,071. 1,232.
13 Officeexpenses . . . . . ... ... 11,817,752. 10,525,788. 1,291,964.
14 Informationtechnology . . ... ... .. ... 0.
15 Royalties, . . . .. ..vvvin .. 0.
16 OCCUPANCY &+ & v & v v 4 s v s v v w o n e 1,382,063. 32,384. 1,349,679.
17 Travel o v e e e e e e e e e 37,562. 6,492. 31,070.
18 Payments of travel or entertainment expenses
for any federal, state, or local public officials 0.
19 Conferences, conventions, and meetings 77,692, 16,774. 60, 918.
20 Interest . . . . . . .. i i e e e e 1,577,726. 1,131,773. 445, 953.
21 Paymentsto affiliates . . ... ........ 0.
22 Depreciation, depletion, and amortization 3,056,821. 2,178,532. 878,289.
23 Insurance . . . . . . e 1,231,545. 45,000. 1,186,545.
24 Other expenses. Itemize expenses not covered
above (List miscellaneous expenses in line 24f. If
line 24f amount exceeds 10% of line 25, column
(A) amount, list line 24f expenses on Schedule O.)
a PROVISION FOR_BAD DEBT ______ 9,220,013. 9,220,013.
p CORPORATE _FEES 3,665,672. 3,665,672.
¢ MAINTENANCE CONTRACT 3,065,784. 534,388. 2,531,396.
d PURCHASED_ SERVICES 2,899,679. 1,002,582. 1,897,097.
e COLLECTION EXPENSE 1,863,852. 1,863,852.
f All other expenses _ _ _ ___ ___________ 219,994. 1,728,445. -1,508,451. 0.
25 Total functional expenses. Add lines 1 through 24f 88,479,810. 60,746,772. 27,733,038. 0.
26 Joint Costs. Check here p if following
SOP 98-2 (ASC 958-720). Complete this line
only if the organization reported in column
(B) joint costs from a combined educational
campaign and fundraising solicitation , , , . . .
JSA

0E1052 1.000

3956AU 700P 11/21/2011 8:04
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Form 990 (2010) 52-0591484 Page 11
Balance Sheet
(A) (B)
Beginning of year End of year
1 Cash-non-interest-bearing . . . . . . . . . . . . . 11,927,701.| 1 11,891,535.
2 Savings and temporary cash investments .. ... ... ... .. 2
3 Pledges and grants receivable,net . . . ... .. ... ... ... 3
4 Accountsreceivable,net . . L, 10,297,674.| 4 9,755,419.
5 Receivables from current and former officers, directors, trustees, key
employees, and highest compensated employees. Complete Part Il of
Schedule L . . . ... ... 5
6  Receivables from other disqualified persons (as defined under section 4958(f)(1)), persons
described in section 4958(c)(3)(B), and contributing employers and sponsoring organizations of
" section 501(c)(9) voluntary employees' beneficiary organizations (seeinstructions) . . ., . . . . 6
‘3’ 7 Notes and loans receivable, net . . . . . ... .. ... ... 7
&| 8 Inventoriesforsaleoruse . . ... .. ..................... 8
9 Prepaid expenses and deferred charges . . . . ... ... ... .. .... 3,633,861.| 9 4,001,121.
10a Land, buildings, and equipment: cost or
other basis. Complete Part VI of Schedule D [10a 100,813,870.
b Less:accumulated depreciation , ., . . ... ... 10b 65,455,925. 30,751,282.(10c 35,357,945.
11 Investments - publicly traded securities . . . . . . . ... 0. e i ... 36,688,064.| 11 41,946,186.
12  Investments - other securities. See Part IV, line11 . . . .. .. ... ..... 12
13 Investments - program-related. See Part IV, line 11 . . . ... ........ 13
14 Intangibleassets . . . . . . . . . .. i e e e e e e e 14
15 Otherassets. See Part IV, line 11 . . . . . . v v v v i vt et et et e e n 1,670,969.|15 1,504,505.
16 Total assets. Add lines 1 through 15 (mustequal line34) ... ....... 94,969,551.]16 104,456,711.
17  Accounts payable and accrued €XpeNnSES . . . . . . . b v v v . e e e e e e e 20,089,549.| 17 15,753,358.
18 Grantspayable. . . . . . . . . . . i i i ittt ittt e e e e e e e e e 18
19  Deferredrevenue . . . .. ... ... . ...t 19
20 Tax-exemptbondliabilities . . . . .. .. . . ittt e e e e 28,446,349.] 20 28,044,895,
®|21 Escrow or custodial account liability. Complete Part IV of Schedule D 21
£(22 Payables to current and former officers, directors, trustees, key
",': employees, highest compensated employees, and disqualified persons.
= Complete Part Il of Schedule L . . . o\ o v ve e e e e ene . 22
23  Secured mortgages and notes payable to unrelated third parties . ... ... 23
24 Unsecured notes and loans payable to unrelated third parties ., . . ... ... 24
25 Other liabilities. Complete Part X of ScheduleD . . ... ........... 31,806,417.| 25 36,513,458.
26  Total liabilities. Add lines 17 through 25 . . . . . . . . .+ .t i v i v v v v o 80,342,315.]26 80,311,711.
Organizations that follow SFAS 117, check here » m and complete
o lines 27 through 29, and lines 33 and 34.
% 27 Unrestrictednetassets . . . . . ... .. . . i i i i i e e e 14,627,236.| 27 24,145,000.
g 28 Temporarily restricted netassets . . . .. .. ... ... . ... 28
5|29 Permanently restrictednetassets , . . ..................... 29
E Organizatit_)ns that do not follow SFAS 117, check here > |:| and
5 complete lines 30 through 34.
©130 Capital stock or trust principal, or currentfunds . . . ... .......... 30
ﬁ 31 Paid-in or capital surplus, or land, building, or equipmentfund . . . .. ... 31
f 32 Retained earnings, endowment, accumulated income, or other funds 32
2133 Totalnetassetsor fund balances . . . . . . v v v o v b e e 14,627,236.| 33 24,145,000.
34 Total liabilities and net assets/fundbalances . . ... ............. 94,969,551.| 34 104,456,711.

JSA
0E1053 1.000
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52-0591484

Form 990 (2010)
Part XI Reconciliation of Net Assets

Check if Schedule O contains a response to any questioninthisPart Xl . . .. ... ... ... ... .00,

O~ WON -

Total revenue (must equal Part VIII, column (A), line12) . . . . . v o o o v i i it i e s e e e e e s

Total expenses (must equal Part IX, column (A), line25) . . . . . . . i i v it it i it it i e
Revenue less expenses. Subtract line 2 fromline1 . . .« v v v o o v i i o d i e e e e e e

Net assets or fund balances at beginning of year (must equal Part X, line 33, column (A)) . .. ... ..
Other changes in net assets or fund balances (explain in ScheduleO) . . ... .............

Net assets or fund balances at end of year. Combine lines 3, 4, and 5 (must equal Part X, line 33,
column (B)) v v v i e e e e e e e e e e e e e e e e e e

1 92,507,711.
2 88,479,810.
3 4,027,901.
4 14,627,236.
5 5,489,863.
6

24,145,000.

Part Xl Financial Statements and Reporting

Check if Schedule O contains a response to any questioninthisPart XIl . . . .. ... ... ... . 00000,

Yes | No
1 Accounting method used to prepare the Form 990: |:| Cash Accrual |:| Other
If the organization changed its method of accounting from a prior year or checked "Other," explain in
Schedule O.
2a Were the organization's financial statements compiled or reviewed by an independent accountant? 2a X
b Were the organization's financial statements audited by an independent accountant? 2b | X
¢ If"Yes" to line 2a or 2b, does the organization have a committee that assumes responsibility for oversight of
the audit, review, or compilation of its financial statements and selection of an independent accountant? 2c | X
If the organization changed either its oversight process or selection process during the tax year, explain in
Schedule O.
d If "Yes" to line 2a or 2b, check a box below to indicate whether the financial statements for the year were
issued on a separate basis, consolidated basis, or both:
[ ] separate basis Consolidated basis || Both consolidated and separate basis
3a As aresult of a federal award, was the organization required to undergo an audit or audits as set forth in
the Single Audit Actand OMB Circular A-1332 3a X
b If "Yes," did the organization undergo the required audit or audits? If the organization did not undergo the
required audit or audits, explain why in Schedule O and describe any steps taken to undergo such audits. 3b
Form 990 (2010)
JSA
0E1054 1.000
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o o02) Public Charity Status and Public Support o R
Complete if the organization is a section 501(c)(3) organization or a section 2 @ 1 0
Department of th Treasury 4947(a)(1) nonexempt charitable trust. . .
Internal Revenue Service P> Attach to Form 990 or Form 990-EZ. P> See separate instructions. Inspection
Name of the organization Employer identification number
HARFORD MEMORIAL HOSPITAL, INC. 52-0591484

Reason for Public Charity Status (All organizations must complete this part.) See instructions.

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

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

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

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

A medical research organization operated in conjunction with a hospital described in section 170(b)(1)(A)(iii). Enter the
hospital's name, city, and state:
An organization operated for the benefit of a college or university owned or operated by a governmental unit described in
section 170(b)(1)(A)(iv). (Complete Partll.)

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 Partl.)

A community trust described in  section 170(b)(1)(A)(vi). (Complete Part 11.)

An organization that normally receives: (1) more than 331/3 % of its support from contributions, membership fees, and gross
receipts from activities related to its exempt functions - subject to certain exceptions, and (2) no more than 331/3% of its
support from gross investment income and unrelated business taxable income (less section 511 tax) from businesses
acquired by the organization after June 30, 1975. See section 509(a)(2). (Complete Partll.)

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

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

a |:| Type | b |:| Type Il c |:| Type Il - Functionally integrated d |:| Type Il - Other

By checking this box, | certify that the organization is not controlled directly or indirectly by one or more disqualified
persons other than foundation managers and other than one or more publicly supported organizations described in section
509(a)(1) or section 509(a)(2).

f If the organization received a written determination from the IRS that it is a Type I, Type Il, or Type Ill supporting
organization, check this box | e
g Since August 17, 2006, has the organization accepted any gift or contribution from any of the
following persons?
(i) A person who directly or indirectly controls, either alone or together with persons described in (ii) Yes | No
and (iii) below, the governing body of the supported organization? = . . . . . ... ... ..... 11g(i)
(ii) Afamily member of a person described in (i) above? 11g(ii)
(iii) A 35% controlled entity of a person described in (i) or (i) above? ... .. ... ... 11g(iii)
h Provide the following information about the supported organization(s).
(i) Name of supported (ii) EIN (i) Type of organization (iv) Isthe [ (V) Did you notify (vi) Is the (vii) Amount of
organization (described on lines 1-9 organizationin | the organization | organization in support
above or IRC section Cgllj'r('g\'/setfrﬂr:” in col. (i) of col. (i) organized
(see instructions)) bt your support? in the U.S.?
Yes No Yes No Yes No
(A)
(B)
(©
(D)
(E)
Total
For Paperwork Reduction Act Notice, see the Instructions for Schedule A (Form 990 or 990-EZ) 2010

Form 990 or 990-EZ.

JSA
0E1210 3.000
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Schedule A (Form 990 or 990-EZ) 2010 52-0591484 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 I1l. If the organization fails to qualify under the tests listed below, please complete Partlll.)

Section A. Public Support

Calendar year (or fiscal year beginning in) (a) 2006 (b) 2007 (c) 2008 (d) 2009 (e) 2010 (f) Total

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

2 Tax revenues levied for the organization's
benefit and either paid to or expended on
tsbehalf . . . . . v o v v v oo

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

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

The portion of total contributions by each

person (other than a governmental unit or

publicly supported organization) included

on line 1 that exceeds 2% of the amount

shown on line 11, column (f), . . . . ..

6 Public support. Subtract line 5 from line 4.
Section B. Total Support

Calendar year (or fiscal year beginning in) »> (a) 2006 (b) 2007 (c) 2008 (d) 2009 (e) 2010 (f) Total

7 Amountsfromline4 . ... ... ...

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

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

10 Other income. Do not include gain or
loss from the sale of capital assets
(Explainin PartIV.) « . v v v v v v v v

11 Total support. Add lines 7 through 10

12  Gross receipts from related activities, etc. (seeinstructions) . « « « v v v v v v i e e e e 12
13  First five years. If the Form 990 is for the organization's first, second, third, fourth, or fifth tax year as a section 501(c)(3)
organization, check thisbox and stophere . . . . . . . . . . . . . . L L i i i e e e e e e e e e e e e e e e e e e e e e e » I:I
Section C. Computation of Public Support Percentage
14  Public support percentage for 2010 (line 6, column (f) divided by line 11, column (f)) . .. .. ... 14 %
15 Public support percentage from 2009 Schedule A, Part Il line14 . . . . . .. ... ... ... ... 15 %
16a 33 1/3 % support test - 2010. If the organization did not check the box on line 13, and line 14 is 33 1/3 % or more, check
this box and stop here. The organization qualifies as a publicly supported organization . ... ... ............. 4
b 331/3 % support test - 2009. If the organization did not check a box on line 13 or 16a, and line 15 is 331/3 % or more,
check this box and stop here. The organization qualifies as a publicly supported organization . . . ... ........... 4

17a 10%-facts-and-circumstances test -2010. If the organization did not check a box on line 13, 16a or 16b, and line 14 is 10%
or more, and if the organization meets the "facts-and-circumstances" test, check this box and stop here. Explain in
Part IV how the organization meets the "facts-and-circumstances” test. The organization qualifies as a publicly supported
OMGaNIZAtION L L L . it i i it e e e e e e e e e e e e e e e e e e e e e e e e e >

b 10%-facts-and-circumstances test - 2009. If the organization did not check a box on line 13, 16a, 16b, or 17a, and line
15 is 10% or more, and if the organization meets the "facts-and-circumstances" test, check this box and stop here.
Explain in Part IV how the organzation meets the "facts-and-circumstances" test. The organization qualifies as a publicly

supported Organization . . . . . . . . i e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e >
18 Private foundation. If the organization did not check a box on line 13, 16a, 16b, 17a, or 17b, check this box and see
INSITUCHONS L L L . . i i i s st s s e e e e e e e e e e e e e e e e e e >

Schedule A (Form 990 or 990-EZ) 2010
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Schedule A (Form 990 or 990-EZ) 2010

52-0591484

Page 3

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

(Complete only if you checked the box on line 9 of Part | or if the organization failed to qualify under Part II.
If the organization fails to qualify under the tests listed below, please complete Part I1.)

Section A. Public Support

Calendar year (or fiscal year beginning in) P

1

7a

Gifts, grants, contributions, and membership fees
received. (Do not include any "unusual grants.")
Gross receipts from admissions, merchandise
sold or services performed, or facilities
furnished in any activity that is related to the
organization's tax-exempt purpose = |
Gross receipts from activities that are not an
unrelated trade or business under section 513 |
Tax revenues levied for the organization's
benefit and either paid to or expended on
its behalf ----------------
The value of services or facilities
furnished by a governmental unit to the
organization without charge
Total. Add lines 1 through 5
Amounts included on lines 1, 2, and 3

received from disqualified persons . . . .

Amounts included on lines 2 and 3
received from other than disqualified
persons that exceed the greater of
$5,000 or 1% of the amount on line 13
fortheyear. . . . . . . . . v v o

Addlines7aand7b . . . . . . .00 .
Public support (Subtract line 7c from
iNEB.) v v v v v v v v v e v e e e

(a) 2006

(b) 2007

(c) 2008 (d) 2009

(e) 2010

(f) Total

Section B. Total Support

Calendar year (or fiscal year beginning in) P

9
10 a

1

12

13

14

Amounts fromline6 . . . . . ... ...
Gross income from interest, dividends,
payments received on securities loans,
rents, royalties and income from similar
SOUMCES . v v v v v + s # = & = = = = = &«

Unrelated business taxable income (less
section 511 taxes) from businesses
acquired after June 30, 1975
Add lines 10a and 10b

Net income from unrelated business
activities not included in line 10b,
whether or not the business is regularly
carried oN = « = = & & 2w e wow o ow o= o

Other income. Do not include gain or
loss from the sale of capital assets
(Explainin PartIV.) , . ., ... .....
Total support. (Add lines 9, 10c, 11,
and 12.)

First five years. If the Form 990 is for the organization's first, second, third, fourth, or fifth tax year as a section 501(c)(3)

organization, check this box and stop here

(a) 2006

(b) 2007

(c) 2008 (d) 2009

(e) 2010

(f) Total

Section C. Computation of Public Support Percentage

15  Public support percentage for 2010 (line 8, column (f) divided by line 13, column (f)) . . . . .. ... 15 %
16  Public support percentage from 2009 Schedule A, Partlll,line15 . . . . . . . . v o v v v v i i v v hhw . 16 %
Section D. Computation of Investment Income Percentage
17  Investment income percentage for 2010 (line 10c, column (f) divided by line 13, column (f)) . . . . . ... .. 17 %
18 Investment income percentage from 2009 Schedule A, Partlll, line 17 . . . . . . . . . .. ... ... 18 %
19a 331/3 % support tests - 2010. If the organization did not check the box on line 14, and line 15 is more than 331/3 %, and line

17 is not more than 331/3 %, check this box and stop here. The organization qualifies as a publicly supported organization | 2

b 331/3 % support tests - 2009. If the organization did not check a box on line 14 or line 19a, and line 16 is more than 331/3 %, and

line 18 is not more than 331/3 %, check this box and stop here. The organization qualifies as a publicly supported organization | 2 ’:’

20 Private foundation. If the organization did not check a box on line 14, 19a, or 19b, check this box and see instructions | 2

JSA
0E1221 1.000
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52-0591484
Schedule A (Form 990 or 990-EZ) 2010 Page 4
Supplemental Information. Complete this part to provide the explanations required by Part Il, line 10;
Part Il, line 17a or 17b; or Partll, line 12. Also complete this part for any additional information. (See
instructions).

JSA Schedule A (Form 990 or 990-EZ) 2010
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Schedule B Schedule of Contributors OMB No. 1545-0047
(Form 990, 990-EZ,
or 990-PF) » Attach to Form 990, 990-EZ, or 990-PF. 2@ 1 0

Department of the Treasury
Internal Revenue Service

Name of the organization Employer identification number

HARFORD MEMORIAL HOSPITAL, INC.

52-0591484

Organization type (check one):
Filers of: Section:
Form 990 or 990-EZ 501(c)( 03 ) (enter number) organization

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

Form 990-PF

501(c)(3) exempt private foundation

4947(a)(1) nonexempt charitable trust treated as a private foundation

Oo0dugk

501(c)(3) taxable private foundation

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

General Rule

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

Special Rules

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

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

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

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

For Paperwork Reduction Act Notice, see the Instructions for Form 990, 990-EZ, or 990-PF. Schedule B (Form 990, 990-EZ, or 990-PF) (2010)
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Schedule B (Form 990, 990-EZ, or 990-PF) (2010)

Page of

Name of organization HARFORD MEMORIAL HOSPITAL,

INC.

Employer identification number

52-0591484

Contributors (see instructions)

(a)

(b)

(c)

(d)

No. Name, address, and ZIP + 4 Aggregate contributions Type of contribution
__1_| UPPER CHESAPEAKE HEALTH FOUNDATION, INC. _ Person
Payroll
520 UPPER CHESAPEAKE DRIVE, SUITE 405 ____ $________189,923. | Noncash
BEL AIR, MD 21014 (Complete Part I.I if t.here is
—————————————————————————————————————————— a noncash contribution.)
(a) (b) (c) (d)
No. Name, address, and ZIP + 4 Aggregate contributions Type of contribution
e Person
Payroll
__________________________________________ S __ Noncash
(Complete Part Il if there is
—————————————————————————————————————————— a noncash contribution.)
(a) (b) (c) (d)
No. Name, address, and ZIP + 4 Aggregate contributions Type of contribution
e Person
Payroll
__________________________________________ S __ Noncash
(Complete Part Il if there is
—————————————————————————————————————————— a noncash contribution.)
(a) (b) (c) (d)
No. Name, address, and ZIP + 4 Aggregate contributions Type of contribution
e Person
Payroll
__________________________________________ S __ Noncash
(Complete Part Il if there is
—————————————————————————————————————————— a noncash contribution.)
(a) (b) (c) (d)
No. Name, address, and ZIP + 4 Aggregate contributions Type of contribution
e Person
Payroll
__________________________________________ S __ Noncash
(Complete Part Il if there is
—————————————————————————————————————————— a noncash contribution.)
(a) (b) (c) (d)
No. Name, address, and ZIP + 4 Aggregate contributions Type of contribution
e Person
Payroll
__________________________________________ S __ Noncash
(Complete Part Il if there is
—————————————————————————————————————————— a noncash contribution.)
JSA Schedule B (Form 990, 990-EZ, or 990-PF) (2010)
0E1253 1.000
3956AU 700P 11/21/2011 8:04:11 AM V 10-8.2 PAGE 20
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SCHEDULE C | OMB No. 1545-0047

(Form 990 or 990-EZ)

Political Campaign and Lobbying Activities
For Organizations Exempt From Income Tax Under section 501(c) and section 527
p Complete if the organization is described below.
p Attach to Form 990 or Form 990-EZ.

Open to Public
Inspection

Department of the Treasury
Internal Revenue Service

If the organization answered "Yes," to Form 990, Part IV, line 3, or Form 990-EZ, Part VI, line 46 (Political Campaign Activities), then

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

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

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

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

® Section 501(c)(3) organizations that have NOT filed Form 5768 (election under section 501(h)): Complete Part II-B. Do not complete Part II-A.
If the organization answered "Yes," to Form 990, Part IV, line 5 (Proxy Tax) or Form 990-EZ, Part V, line 35a (Proxy Tax), then

® Section 501(c)(4), (5), or (6) organizations: Complete Part IlI.
Name of organization Employer identification number
HARFORD MEMORIAL HOSPITAL, INC. 52-0591484
Complete if the organization is exempt under section 501(c) or is a section 527 organization.
1 Provide a description of the organization's direct and indirect political campaign activities on behalf of or in opposition to

candidates for public office in Part IV.

» See separate instructions.

2 Poliical expenditures . . . . .. ... e > 3
3 Volunteerhours . . . . . L . e e e e
Z1iJ8:] Complete if the organization is exempt under section 501(c)(3).

1 Enter the amount of any excise tax incurred by the organization under section 4955 . . . .. > $

2 Enter the amount of any excise tax incurred by organization managers under section 4955 .. >3

3 If the organization incurred a section 4955 tax, did it file Form 4720 for this year?

4a Was a correction made?
If "Yes," describe in Part IV.

b
I JEe Complete if the organization is exempt under section 501(c), except section 501(c)(3).
1 Enter the amount directly expended by the filing organization for section 527 exempt function

BCHVIEES |, . L L L i e e e e e e e e e >
2 Enter the amount of the filing organization's funds contributed to other organizations for section
527 exempt function activities | | . . .. ... L. L >
3 Total exempt function expenditures. Add lines 1 and 2. Enter here and on Form 1120-POL,
N8 17D e e >3
4 Did the filing organization file Form 1120-POL forthisyear? . . . . . . . . . . . . . @ ' i i i i i e i e . |:| Yes |:| No

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

(a) Name

(b) Address

(c) EIN

(d) Amount paid from
filing organization's
funds. If none, enter -0-.

(e) Amount of political
contributions received and
promptly and directly
delivered to a separate
political organization. If

none, enter -0-.

(1

2

©)]

(4)

()

(6)

For Privacy Act and Paperwork Reduction Act Notice, see the Instructions for Form 990 or 990-EZ.

JSA
0E1264 0.040
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Schedule C (Form 990 or 990-EZ) 2010 52-0591484 Page 2
m Complete if the organization is exempt under section 501(c)(3) and filed Form 5768 (election under
section 501(h)).
A Check»| | if the filing organization belongs to an affiliated group.
B Checkp if the filing organization checked box A and "limited control" provisions apply.
Limits on Lobbying Expenditures (a) Filing (b) Affiliated
(The term "expenditures” means amounts paid or incurred.) organization's totals group totals

Total lobbying expenditures to influence public opinion (grass roots lobbying)
Total lobbying expenditures to influence a legislative body (direct lobbying)
Total lobbying expenditures (add lines 1a and 1b)
Other exempt purpose expenditures . . . . . . .. .. ... ...
Total exempt purpose expenditures (add lines1cand1d) . . ... ... .........
Lobbying nontaxable amount. Enter the amount from the following table in both

columns.

- 0o QO 0 T o

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

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

Over $500,000 but not over $1,000,000 $100,000 plus 15% of the excess over $500,000.
Over $1,000,000 but not over $1,500,000 $175,000 plus 10% of the excess over $1,000,000.
Over $1,500,000 but not over $17,000,000 $225,000 plus 5% of the excess over $1,500,000.
Over $17,000,000 $1,000,000.
g Grassroots nontaxable amount (enter 25% of line 1f)
h Subtract line 1g from line 1a. If zero or less, enter -0-
i Subtract line 1f from line 1c. If zero or less, enter-0- . . . . . . . . . .. .. .. ...
j Ifthere is an amount other than zero on either line 1h or line 1i, did the organization file Form 4720 reporting

section 4911 tax for this year? . . . . Lt i i i it i i e e e e e e e e e e e e aaeaaeaeeaaeaaa |:| Yes |:| No

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

Lobbying Expenditures During 4-Year Averaging Period

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

2 a Lobbying nontaxable amount

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

c Total lobbying expenditures

d Grassroots nontaxable amount

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

f Grassroots lobbying expenditures

Schedule C (Form 990 or 990-EZ) 2010
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Schedule C (Form 990 or 990-EZ) 2010 52-0591484 Page 3

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

(a) (b)
Yes | No Amount
1 During the year, did the filing organization attempt to influence foreign, national, state or local
legislation, including any attempt to influence public opinion on a legislative matter or
referendum, through the use of:
a Volunteers? X
b Paid staff or hén'aéém'er'lt'(ihélljd'e 'cc;n;p;arllsétiloﬁ in e'x;')e'ns'els 'relpért'eél on lines 1'c'tr'1r(')u'gr'1 1|)'7 X
c Medla advertlsements') ---------------------------------------- X
d Mailings to members, legislators, or the public? X
e Publications, or published or broadcast stateme}lt.s?' ..................... X
f  Grants to other organizations for lobbying purposes?: X
g Direct contact with legislators, their staffs, government officials, or a legislative body? X
h Rallies, demonstrations, seminars, conventions, speeches, lectures, or any similar means? X
i Other activities? If "Yes," describe in Parttiv........ ... X 10,916.
j  Total. Add lines 1c through 1i L. 10,916.
2a Did the activities in line 1 cause the organization to be not described in section 501(c)(3)? _ . . X
b If"Yes,"enter the amount of any tax incurred under section 4912 . . . . . ... ... ..
¢ If "Yes,"enter the amount of any tax incurred by organization managers under section 4912
d If the filing organization incurred a section 4912 tax, did it file Form 4720 for this year?. . . . .

IR Complete if the organization is exempt under section 501(c)(4), section 501(c)(5), or section

501(c)(6).
Yes | No
1 Were substantially all (90% or more) dues received nondeductible by members? 1
2  Did the organization make only in-house lobbying expenditures of $2,000 orless? 2
3 Did the organization agree to carryover lobbying and political expenditures from the prior year? ., . .. ... ... 3

dlIBE=}] Complete if the organization is exempt under section 501(c)(4), section 501(c)(5), or section
501(c)(6) if BOTH Part lll-A, lines 1 and 2 are answered "No" OR if Part lll-A, line 3 is answered
IlYes-ll

1 Dues, assessments and similar amounts from members . ... L. . 1

2  Section 162(e) nondeductible lobbying and political expenditures (do not include amounts of political
expenses for which the section 527(f) tax was paid).

a CUIMENt YEAr | e e e e e e 2a
b Carryover from lastyear L 2b
c TOtaI -------------------------------------------------------- 2c
3 Aggregate amount reported in section 6033(e)(1)(A) notices of nondeductible section 162(e) dues . . .| 3

4 If notices were sent and the amount on line 2c exceeds the amount on line 3, what portion of the
excess does the organization agree to carryover to the reasonable estimate of nondeductible lobbying
and political expenditure nextyear? = L e 4

5 Taxable amount of lobbying and political expenditures (see instructions)
Part IV Supplemental Information

Complete this part to provide the descriptions required for Part I-A, line 1; Part I-B, line 4; Part I-C, line 5; and Part II-B, line 1i.

Also, complete this part for any additional information.
LOBBYING ACTIVITIES

SCHEDULE, C, PART II-B, LINE 1I

HOSPITAL ASSOCIATION. THESE ASSOCIATIONS ALLOCATE A PORTION OF MEMBER

JSA Schedule C (Form 990 or 990-EZ) 2010
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52-0591484

Schedule C (Form 990 or 990-EZ) 2010 Page 4
Part IV Supplemental Information (continued)

JSA Schedule C (Form 990 or 990-EZ) 2010
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. . OMB No. 1545-0047
SCHEDULE D Supplemental Financial Statements
(Form 990) 2@ 1 0
p Complete if the organization answered "Yes," to Form 990,

PartlV, line 6,7, 8,9, 10, 11, or 12. :
Department of the Treasury . . Open to_ Public
Internal Revenue Service » Attach to Form 990. P» See separate instructions. Inspection
Name of the organization Employer identification number
HARFORD MEMORIAIL HOSPITAL, INC. 52-0591484

Organizations Maintaining Donor Advised Funds or Other Similar Funds or AccountsComplete if the
organization answered "Yes" to Form 990, Part IV, line 6.
(a) Donor advised funds (b) Funds and other accounts

Total numberatendofyear . ..........
Aggregate contributions to (during year)
Aggregate grants from (duringyear) ... ...
Aggregate value atend ofyear . ... .. ...
Did the organization inform all donors and donor advisors in writing that the assets held in donor advised
funds are the organization’s property, subject to the organization’s exclusive legal control? . . . .. ... ... |:| 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 benefit? . . . . .. L L L L L L L e e e e e e |:| Yes |:| No
Conservation Easements. Complete if the organization answered "Yes" to Form 990, Part 1V, line 7.
1 Purpose(s) of conservation easements held by the organization (check all that apply).

a b ON =

Preservation of land for public use (e.g., recreation or education) Preservation of an historically important land area
Protection of natural habitat Preservation of a certified historic structure
Preservation of open space

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

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

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

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

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

> _
8 Does each conservation easement reported on line 2(d) above satisfy the requirements of section 170(h)(4)(B)

(@G 1TOMNABYI? . . . . . .. ot et e [Jves Llno
9 In Part X1V, describe how the organization reports conservation easements in its revenue and expense statement, and

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

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

1a |If the or?anization elected, as permitted under SFAS 116 (ASC 958), not to report in its revenue statement and balance sheet
works of art, historical treasures, or other similar assets held for public exhibition, education, or research in furtherance of
public service, provide, in Part X1V, the text of the footnote to its financial statements that describes these items.

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

(i) Revenuesincluded in Form 990, Part VIIl, line 1 . .« v v« v v v i i o i e e e e e e e e e »$_
(ii) Assets included in Form 990, Part X . . & v v v o i v i e e e e e e e e e e e e e e e e s s ___

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

a Revenuesincluded in Form 990, Part VIIl, line 1 . . . . . . . . . . i i i i it e e e e e »s_
b Assetsincluded in Form 990, Part X . . . v v i v v u i e e e e e e e e e e e e e e e e e e e e e e » $
For Paperwork Reduction Act Notice, see the Instructions for Form 990. Schedule D (Form 990) 2010
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Schedule D (Form 990) 2010 52-0591484 Page 2
(ETiJ|[l 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
Scholarly research e B Other
c Preservation for future generatons T TTTTTTmmmTmmm e
4 Provide a description of the organization's collections and explain how they further the organization's exempt purpose in Part
XIV.
5 During the year, did the organization solicit or receive donations of art, historical treasures, or other similar
assets to be sold to raise funds rather than to be maintained as part of the organization's collection? . . . . . . |:| Yes |:| No

Part IV 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, custo dian or other intermediary for contributions or other assets not
included on FOrM 990, Part X? « « « . v v v o v e e et e e e e e e e e e e e e e [ ]Yes [ |No

b If "Yes," explain the arrangement in Part XI V and complete the following table:
Amount
c Beginningbalance . . ... ... . .. o o e e e e e 1c
d Additionsduringtheyear . .. . ... ... it i e 1d
e Distributionsduringtheyear . . . ... ... .. ... i, 1e
f Endingbalance . . . . . . . . . o e e e e e 1f
2a Did the organization include an amounton Form 990, Part X, line 21? . . . . . . . . . . & o ' v i v v v o v . |_| Yes |_| No

b If "Yes," explain the arrangement in Part XI V.

Endowment Funds. Complete if 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
Contributions . . . ... ... ..
c Net investment earnings, gains,
andlosses. . . . . .o h 0.
d Grants or scholarships . . . ...
e Other expenditures for facilities
andprograms . . . . . . ... ..
f Administrative expenses . . . ..
g Endofyearbalance. .. .. ...
2 Provide the estimated percentage of the y ear end balance held as:

a Board designated or quasi-endowment p» %
Permanent endowment » %

¢ Termendowment p» € %

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

organization by: Yes | No
(i) unrelated organizations . . . . .« . L L L L e e e e e e e e e e e e e s 3a(i)
(i) related Organizations . . . . . o v i i i i e e e e e e e e e e e e e e e e e e e e e e 3a(ii)

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

4 Describe in Part XIV the intended uses of t he organization's endowment funds.
Part VI Land, Buildings, and EquipmentSee Form 990, Part X, line 10.

Description of investment (@) Cost or other basis (b) Cost or other basis (c) Accumulated (d) Book value
(investment) (other) depreciation
12 Land. « v o v o v v h e e 9,269,463. 9,269,463.
b Buildings -« . ..o 29,326,556.| 15,070,281, 14,256,275.
c Leasehold improvements - . . . . . .. .. 1,100,432. 898,377 202,055.
d Equipment ... .......... 0.0 43,948,582.| 38,025,966, 5,922,616.
e Other . ... ................ 17,168,837. 11,461,301, 5,707,536.
Total. Add lines 1a through 1e. (Column (d) must equal Form 990, Part X, column (B), line 10(c).) . . . . . . > 35,357, 945.
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Schedule D (Form 990) 2010 52-0591484 Page 3
ET /Il Investments - Other Securities. See Form 990, Part X, line 12.

(a) Description of security or category (b) Book value (c) Method of valuation:
(including name of security) Cost or end-of-year market value

(1) Financial derivatives , . ., . ... ..........
(2) Closely-held equity interests

Total. (Column (b) must equal Form 990, Part X, col. (B) line 12.) »
GELAYIIE Investments - Program Related. See Form 990, Part X, line 13.

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

)
)

1
2

3)
4)
5
6
7

)
)
)
8)
)
(10)
Total. (Column (b) must equal Form 990, Part X, col. (B) line 13.) »
i) g Other Assets. See Form 990, Part X, line 15.

(a) Description (b) Book value

(
(
(
(
(
(
(
(

)
)

1
2

3)
4)
5
6
7

)
)
)
8)

9)

(10)
Total. (Column (b) must equal Form 990, Part X, col. (B) line 15.) . . . v v v v v v & & v « « & # = % » s = * s = % » s =« «» » &« & » |
Other Liabilities. See Form 990, Part X, line 25.
1 (a) Description of liability (b) Amount
1) Federal income taxes
2) ADVANCES FROM THIRD PARTIES 1,412,472.
3) DUE TO AFFILIATES 33,753,857.
4) LIABILITY FOR ASBESTOS REMOVAL 1,347,129.

(

(

(

(
()]
(
(7
(

(
(
(
(
(
(
(
(

6)
)
8)
9)
(10)
(1)
Total. (Column (b) must equal Form 990, Part X, col. (B)line 25.) W 36,513,458.
2. FIN 48 (ASC 740) Footnote. In Part XIV, provide the text of the footnote to the organization's financial statements that reports the
organization's liability for uncertain tax positions under FIN 48 (ASC 740).
oE1238 1 000 Schedule D (Form 990) 2010
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Schedule D (Form 990) 2010 52-0591484 Page 4
Reconciliation of Change in Net Assets from Form 990 to Audited Financial Statements

1  Total revenue (Form 990, Part VIII, column (A), line 12) . . . . . . . . . . . 1 92,507,711.
Total expenses (Form 990, Part IX, column (A), line 25) 88,479,810.
Excess or (deficit) for the year. Subtract line 2 from line 1 4,027,901.
Net unrealized gains (losses) on investments 4,650,915.
Donated services and use of facilities
INVESIMENt EXPENSES | . . . . . . o ot st e e et e e e
Prior period adjUStMENts . . . . . . . . ..
Other (Describe in Part XIV.) . . . .. .. 837, 682.
Total adjustments (net). Add lines 4 through 8 . . . . . . . . . . . 5,488,597.

10 Excess or (deficit) for the year per audited financial statements. Combine lines3and9 . ... ... 10 9,516,498.

Reconciliation of Revenue per Audited Financial Statements With Revenue per Return

1  Total revenue, gains, and other support per audited financial statements . . . . . . . ... ... ... 1 98,399,576.

2 Amounts included on line 1 but not on Form 990, Part VIII, line 12:
Net unrealized gains on investments 2a 4,650, 915.

Donated services and use of facilities 2b

Recoveries of prior year grants 2c

Other (Describe in Part XIV.) 2d 602,175.

Add lines 2a through 2d 2e 5,253,090.

3 Subtractline 2e fromline 1 . . . . . . & i i i i i it e e e e e e e e e e e e 3 93,146,486.
4 Amounts included on Form 990, Part VIII, line 12, but not on line  1:
a Investment expenses not included on Form 990, Part VIII, line 7b 4a

b Other (Describe in Part XIV.) 4b -638,775.

¢ Addlines 4a and 4b 4c -638,775.

5  Total revenue. Add lines 3 and 4c. (This must equal Form 990, Partl, line 12.) . . . . v v v v v v v v . . 5 92,507,711.
11PN Reconciliation of Expenses per Audited Financial Statements With Expenses per Return
1 Total expenses and losses per audited financial statements 1 88,883,078.

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

Prior year adjustments 2b

Other losses 2c

Other (Describe in Part XIV.) 2d 638, 775.

Add lines 2a through 2d 2e 638,775.

3 Subtractline 2e fromline 1 . . . . . . i i i i i i it e e e e e e e e e e 3 88,244,303.
4 Amounts included on Form 990, Part IX, line 25, but noton line  1:
a Investment expenses not included on Form 990, Part VIII, line 7b 4a

b Other (Describe in Part XIV.) 4b 235,507.

¢ Addlines 4a and 4b 4c 235,507.

5  Total expenses. Add lines 3 and 4c. (This must equal Form 990, Partl,line 18.) . . . . . v v v v v v v . . 5 88,479,810.
WP (A Supplemental Information

Complete this part to provide the descriptions required for PartIl, lines 3, 5, and 9; Part lll, lines 1a and 4; Part IV, lines 1b and 2b;
Part V, line 4; Part X, line 2; Part XI, line 8; Part XII, lines 2d and 4b; and Part Xlll, lines 2d and 4b. Also complete this part to provide
any additional information.

© o NOoOOL A~ WNDN
Ol |N(o |G|~ (W|N

O 0 0 T O

O 0 0 T o
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Schedule D (Form 990) 2010 52-0591484 Page 5
EWP U  Supplemental Information (continued)

INCOME TAXES (FIN 48)

PART X, QUESTION 2

HARFORD MEMORIAL HOSPITAL ACCOUNTS FOR TAX PROVISIONS IN ACCORDANCE WITH

FASB INTERPRETATION NO. 48 (FIN 48), ACCOUNTING FOR UNCERTAINTY IN INCOME

TAXES, INCLUDED IN ASC SUBTOPIC 740-10, INCOME TAXES - OVERALL, WHICH

CLARIFIES THE ACCOUNTING FOR UNCERTAINTY IN TAX PROVISIONS. FIN 48

REQUIRES THAT HARFORD MEMORIAL HOSPITAL RECOGNIZE THE IMPACT OF AN

UNCERTAIN TAX POSITION IN ITS FINANCIAL STATEMENTS IF THAT POSITION IS

MORE LIKELY THAN NOT TO BE SUSTAINED ON AUDIT, BASED ON THE TECHNICAL

MERITS OF THE POSITION.

RECONCILIATION OF CHANGE IN NET ASSETS

SCHEDULE D, PART XI, LINE 8

MINIMUM PENSION LIABILITY $837,682

RECONCILIATION OF REVENUE

SCHEDULE D, PART XII

LINE 2D - OTHER REVENUE ON BOOKS NOT ON RETURN

MINIMUM PENSION LIABILITY $837,682
RECLASS - INVESTMENT EXPENSE $(235,507)
TOAL LINE 2D $602,175

LINE 4B - OTHER REVENUE ON RETURN NOT ON BOOKS

RECLASS - RENTAL EXPENSE $(638,775)

Schedule D (Form 990) 2010

JSA
0E1226 1.000

3956AU 700P 11/21/2011 8:04:11 AM V 10-8.2 PAGE 29



Schedule D (Form 990) 2010 52-0591484 Page 5
EWP U  Supplemental Information (continued)

RECONCILIATION OF EXPENSE

SCHEDULE D, PART XIII

LINE 2D - OTHER EXPENSES INCLUDED ON BOOKS NOT RETURN
RECLASS - RENTAL EXPENSE $638,775
LINE 4B - OTHER EXPENSES INCLUDED ON RETURN NOT ON BOOKS

RECLASS - INVESTMENT EXPENSE $235,507
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SCHEDULE H Hospitals OMB No. 1545-0047

(Form 990)

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

2010

Attach to F 990. S te instructions. 1
Department of the Treasury P> Attach to Form P> See separate instructions Open to. Public
Internal Revenue Service Inspectlon

Name of the organization

HARFORD MEMORIAL HOSPITAL, INC. 52-0591484

Employer identification number

| 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 If"Yes,"wasitawritten policy? . . . . . o i i e e e e e e e e e e e e e e e 1b | X
2 If the organization had multiple hospital facilities, indicate which of the following best describes application of
the financial assistance policy to its various hospital facilities during the tax year.
Applied uniformly to all hospital facilities Applied uniformly to most hospital facilities
Generally tailored to individual hospital facilities
3 Answer the following based on the financial assistance eligibility criteria that applied to the largest number of
the organization's patients during the tax year.
a Did the organization use Federal Poverty Guidelines (FPG)to determine eligibility for providing free care to low income
individuals? If “Yes,"indicate which of the following was the FPGfamily income limit for eligibility for freecare: , ., ., . . ... .. 3a | X
100% |:| 150% 200% |:| Other %
b Did the organization use FPGto determine eligibility for providing discounted care to low income individuals? If
"Yes," indicate which of the following was the family income limit for eligibility for discounted care:, , , . ... ... 3b [ X
200% |:| 250% 300% 350% 400% Ij Other %
c If the organization did not use FPG to determine eligibility, describe in Part VI the income based criteria for
determining eligibility for free or discounted care. Include in the description whether the organization used an
asset test or other threshold, regardless of income, to determine eligibility for free or discounted care.
4 Did the organization's financial assistance policy that applied to the largest number of its patients during the
tax year provide for free or discounted care to the "medically indigent"? . . . . . . .. ... ... ... ... ... 4 | X
5a Did the organization budget amounts for free or discounted care provided under its financial assistance policy during the tax year? 5a | X
b If "Yes," did the organization's financial assistance expenses exceed the budgeted amount? . .. ... ........ 5b
c If "Yes"to line 5b, as a result of budget considerations, was the organization unable to provide free or discounted X
care to a patient who was eligible for free or discounted care?. . . . . . . . . v o i o i i i L d e e e 5S¢
6a Did the organization prepare a community benefit report during the tax year? . . . . . .. .. ... o000 6a | X
b If "Yes," did the organization make it available to the public? . . . ... ... ... vt i i 6b
Complete the following table using the worksheets provided in the Schedule H instructions. Do not submit
these worksheets with the Schedule H.
7 Financial Assistance and Certain Other Community Benefits at Cost
Financial Assistance and (a) Number of | (b) Persons (c) Total community (d) Direct offsetting (e) Net community (f) Percent
Means-Tested Government aglfg’é‘r'gsmgr (oseig'vedl benefit expense revenue benefit expense of total
Programs (optional) ptional) expense
a Financial Assistance at cost
(from Worksheets 1and 2) « « « 3’696’138' 3’696'138' 5.00
b Unreimbursed Medicaid (from
Worksheet 3, columna) « « « «
€ Unreimbursed costs - other means-
tested government programs (from
Worksheet 3, column b) .
d Total Financial Assistance and
Means-Tested Government
Programs = = = + = & & s 3,696,138. 3,696,138. 5.00
Other Benefits
€ Community health improvement
o o ooty 320, 633. 112,641, 207,992. .25
f  Health professions education
(from Worksheet5) « « & & & 30’979' 30’979' -04
g Subsidized health services (from
Worksheet6) - » = = - - - 2,365,591. 2,365,591. 3.00
h  Research (from Worksheet 7) « «
i Cash anc_:l in-kind contributions to
e 44,945, 44,945, .05
j Total. Other Benefits « « « & « 2’762’148' 112’641' 2’649'507' 3.34
K Total. Add lines 7dand 7j . . . 6,458,286. 112,641. 6,345,0645. 8.34
For Paperwork Reduction Act Notice, see the Instructions for Form 990. Schedule H (Form 990) 2010
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Schedule H (Form 990) 2010 52-0591484 Page 2
Part Il Community Building Activities Complete this table if the organization conducted any community building
activities during the tax year, and describe in Part VI how its community building activities promoted the
health of the communities it serves.

(a) Number of | (b) Persons (c) Total community (d) Direct offsetting (e) Net community (f) Percent of
activities or served building expense revenue building expense total expense
programs (optional)
(optional)

Physical improvements and housing

Economic development

Community support

Environmental improvements

a || (N (=

Leadership development and

training for community members

o

Coalition building

7 Community health improvement

advocacy

8 Workforce development
9 Other
10 Total

Part 11l Bad Debt, Medicare, & Collection Practices

Section A. Bad Debt Expense

Yes | No
1 Does the organization report bad debt expense in accordance with Healthcare Financial Management
Association Statement NoO. 157 . . . . . . . . L L L e e e e e e e e e e e e e e e e e e e e e e e e e e 1 [ X
Enter the amount of the organization's bad debt expense (atcost) . . . ... ... ... 2 9,220,013.
Enter the estimated amount of the organization's bad debt expense (at cost) attributable
to patients eligible under the organization's financial assistance policy . . . . . ... .. 3 786,000.

4 Provide in Part VI the text of the footnote to the organization's financial statements that describes bad debt
expense. In addition, describe the costing methodology used in determining the amounts reported on lines
2 and 3, and rationale for including a portion of bad debt amounts in community benefit.

Section B. Medicare

5 Enter total revenue received from Medicare (includingDSHand IME) . . . ... .... 5 33,357,279,
6 Enter Medicare allowable costs of care relating to paymentsonline5 .. ........ 6 32,603,490,
7 Subtract line 6 from line 5. This is the surplus (or shortfall) . .. .. ........... 7 753,789.
8 Describe in Part VI the extent to which any shortfall reported in line 7 should be treated as community benefit.

Also describe in Part VI the costing methodology or source used to determine the amount reported on line 6.
Check the box that describes the method used:
Cost accounting system |:| Cost to charge ratio Other
Section C. Collection Practices
9a Does the organization have a written debt collection policy during the taxyear? . .. ... ... ... .. ...... 9a | X

b If "Yes," did the organization's collection policy that applied to the largest number of its patients during the tax year contain provisions on the

collection practices to be followed for patients who are known to qualify for financial assistance?Describe inPartVI , ., . ., . . . . .. 9b X
Management Companies and Joint Ventures
(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 stock ownership %

1

2

3

4

5

6

7

8

9
10
11
12
13
JSA Schedule H (Form 990) 2010
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Schedule H (Form 990) 2010 52-0591484 Page 3
Facility Information
Section A. Hospital Facilities el ol ol 4 ol | m| m
) g = | 3 = | & 20 P
(list in order of size, measured by total revenue per facility, z 3 § % % § E %
o = . =
from largest to smallest) 2| 3| 3 % g % £
2| g| & S | © =
How many hospital facilities did the organization operate o) f;’o }3'_, % g =
during the tax year? _ 1 g H
2
Name and address B Other (describe)
1 HARFORD MEMORIAL HOSPITAL
501 SOUTH UNION AVENUE
HAVRE DE GRACE MD 21078 X X X
2
3
4
5
6
7
8
9
10
11
12
13
14
15
16
Schedule H (Form 990) 2010
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Schedule H (Form 990) 2010 Page 4
Facility Information (continued)

Section B. Facility Policies and Practices

(Complete a separate Section B for each of the hospital facilities listed in Part V, Section A)

Name of Hospital Facility: HARFORD MEMORIAL HOSPITAL

Line Number of Hospital Facility (from Schedule H, Part V, Section A): 1

Yes | No

Community Health Needs Assessment (Lines 1 through 7 are optional for 2010)

1 During the tax year or any prior tax year, did the hospital facility conduct a community health needs
assessment (Needs Assessment)? If "No," skipto line 8. . . . . . . . . . . .. . . @ . i uuninene.. 1

If "Yes,"indicate what the Needs Assessment describes (check all that apply):

a || A definition of the community served by the hospital facility

|| Demographics of the community

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

How data was obtained

The health needs of the community

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

and minority groups

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

community health needs

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

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

Other (describe in Part VI)

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

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

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

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

a || Hospital facility's website

|| Available upon request from the hospital facility
¢ || Other (describe in Part VI)

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

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

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

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

Inclusion of a community benefit section in operational plans

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

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

L__| Other (describe in Part VI)

7 Did the hospital facility address all of the needs identified in its most recently conducted Needs Assessment?
If "No," explain in Part VI which needs it has not addressed and the reasons why it has not addressed such
NEEAS + v v v v v v e e e u e e e e e w e e e e e e w e e e a e e a e e e e w e e x e e e w e e e e 7

Financial Assistance Policy

—_— -

- JTKQ "0 o 0 T o

Did the hospital facility have in place during the tax year a written financial assistance policy that:
8  Explained eligibility criteria for financial assistance, and whether such assistance includes free or discounted
9 Used federal poverty guidelines (FPG) to determine eligibility for providing free care to low income
individuals? 9 | X

JSA
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Schedule H (Form 990) 2010 Page 5
Facility Information (continued) _ HARFORD MEMORIAL HOSPITAL
Yes | No
10 Used FPG to determine eligibility for providing discounted care to low income individuals? _ ., . . . .. ... 10 | X
If "Yes," indicate the FPG family income limit for eligibility for discounted care: 3 0 0 o
11 Explained the basis for calculating amounts charged to patients? . . . . . . . . . . . . . . . . ... .. 11
If "Yes," indicate the factors used in determining such amounts (check all that apply):
a | X| Income level
b | X| Assetlevel
¢ | X| Medical indigency
d | | Insurance status
e | | Uninsured discount
f | | Medicaid/Medicare
g | X| State regulation
h [ | Other (describe in Part VI)
12  Explained the method for applying for financial assistance? | . . . . . . . . . . . . . . . 12 | X
13  Included measures to publicize the policy within the community served by the hospital facility? . . . . . . .. 13 | X
If "Yes," indicate how the hospital facility publicized the policy (check all that apply):
a | X| The policy was posted on the hospital facility's website
b | X| The policy was attached to billing invoices
¢ | X| The policy was posted in the hospital facility's emergency rooms or waiting rooms
d | X| The policy was posted in the hospital facility's admissions offices
e | X| The policy was provided, in writing, to patients on admission to the hospital facility
f | X| The policy was available on request
g || Other(describe in Part VI)
Billing and Collections
14  Did the hospital facility have in place during the tax year a separate billing and collections policy, or a written
financial assistance policy that explained actions the hospital facility may take upon non-payment? . . . . 14 | X
15  Check all of the following collection actions against a patient that were permitted under the hospital facility's
policies at any time during the tax year:
a Reporting to credit agency
b Lawsuits
c Liens on residences
d Body attachments
e Other actions (describe in Part VI)
16  Did the hospital facility engage in or authorize a third party to perform any of the following collection actions
during the tax year? | o L L e e e e e 16 | X
If "Yes," check all collection actions in which the hospital facility or a third party engaged (check all that
apply):
a | | Reporting to credit agency
b | | Lawsuits
¢ | | Lienson residences
d | | Body attachments
e | X| Other actions (describe in Part VI)
17  Indicate which actions the hospital facility took before initiating any of the collection actions checked in line
16 (check all that apply):
a | X| Notified patients of the financial assistance policy on admission
b | X| Notified patients of the financial assistance policy prior to discharge
¢ | X| Notified patients of the financial assistance policy in communications with the patients regarding the
patients' bills
d Documented its determination of whether a patient who applied for financial assistance under the
financial assistance policy qualified for financial assistance
e [ ] Other (describe in Part Vi)
Schedule H (Form 990) 2010
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Schedule H (Form 990) 2010
Facility Information (continued) HARFORD MEMORIAL HOSPITAL
Policy Relating to Emergency Medical Care

Page 6

Yes | No
18 Did the hospital facility have in place during the tax year a written policy relating to emergency medical care
that requires the hospital facility to provide, without discrimination, care for emergency medical conditions to
individuals regardless of their eligibility under the hospital facility's financial assistance policy? . .. ... ... .. 18 | X
If "No," indicate the reasons why (check all that apply):
a The hospital facility did not provide care for any emergency medical conditions
b The hospital facility did not have a policy relating to emergency medical care
c The hospital facility limited who was eligible to receive care for emergency medical conditions (describe
in Part V1)
d [ ] oOther (describe in Part Vi)
Charges for Medical Care
19 Indicate how the hospital facility determined the amounts billed to individuals who did not have insurance
covering emergency or other medically necessary care (check all that apply):
a The hospital facility used the lowest negotiated commercial insurance rate for those services at the
hospital facility
b |:| The hospital facility used the average of the three lowest negotiated commercial insurance rates for
those services at the hospital facility
c |:| The hospital facility used the Medicare rate for those services
d Other (describe in Part V)
20 Did the hospital facility charge any of its patients who were eligible for assistance under the hospital facility's
financial assistance policy, and to whom the hospital facility provided emergency or other medically
necessary services, more than the amounts generally billed to individuals who had insurance covering such
CAMB . & i i i i e e e e e e 20 X
If "Yes," explain in Part VI.
21 Did the hospital facility charge any of its patients an amount equal to the gross charge for any service
provided to that patient? . . . . & v v i i e e e e e e e e e e e e e e e e e e e 21 [ X
If "Yes," explain in Part VI.
Schedule H (Form 990) 2010
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Schedule H (Form 990) 2010 Page 7
Facility Information (continued)

Section C. Other Facilities That Are Not Licensed, Registered, or Similarly Recognized as a Hospital Facility
(list in order of size, measured by total revenue per facility, from largest to smallest)

How many non-hospital facilities did the organization operate during the tax year? 1

Name and address Type of Facility (describe)
1 UC HEALTHLINK CLINIC PRIMARY CARE CLINIC-INDIGENT
2027 PULASKI HWY, SUITE 206
HAVRE DE GRACE MD 21078

10
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Schedule H (Form 990) 2010 Page 8
Part VI Supplemental Information

Complete this part to provide the following information.

1 Required descriptions. Provide the descriptions required for Part I, lines 3c, 6a, and 7; Part Il; Part Ill, lines 4, 8, and 9b; and
Part V, Section B, lines 1j, 3, 4, 5¢, 6i, 7, 11h, 13g, 15e, 16e, 17e, 18d, 19d, 20, and 21.

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

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

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

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

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

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

PART III, SECTION A, LINE 4

BAD DEBT EXPENSE

THE HOSPITAL GRANTS CREDIT TO PATIENTS, SUBSTANTIALLY ALL OF WHOM ARE

LOCAL RESIDENTS. THE HOSPITAL GENERALLY DOES NOT REQUIRE COLLATERAL OR

OTHER SECURITY IN EXTENDING CREDIT; HOWEVER, THE HOSPITAL ROUTINELY

OBTAINS ASSIGNMENT OF (OR ARE OTHERWISE ENTITLED TO RECEIVE) PATIENTS'

BENEFITS RECEIVABLE UNDER THEIR HEALTH INSURANCE PROGRAMS, PLANS OR

POLICIES.

PART III, SECTION B, LINE 8

COMMUNITY BENEFIT AND SHORTFALL

THE HOSPITAL DID NOT HAVE A MEDICARE SHORTFALL.

PART III, SECTION C, LINE 9B

COLLECTION PRACTICES

IT IS THE POLICY OF HARFORD MEMORIAL HOSPITAL ("HMH") TO ATTEMPT TO

COLLECT PAYMENT FOR ALL SERVICES RENDERED TO PATIENTS IN THE MOST

EFFICIENT AND PATIENT FRIENDLY MANNER. HMH WILL FIRST ATTEMPT TO COLLECT

JSA Schedule H (Form 990) 2010
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Schedule H (Form 990) 2010 Page 8
Part VI Supplemental Information

Complete this part to provide the following information.

1 Required descriptions. Provide the descriptions required for Part I, lines 3c, 6a, and 7; Part Il; Part Ill, lines 4, 8, and 9b; and
Part V, Section B, lines 1j, 3, 4, 5¢, 6i, 7, 11h, 13g, 15e, 16e, 17e, 18d, 19d, 20, and 21.

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

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

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

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

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

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

PAYMENT FROM THE PATIENT'S INSURANCE COMPANY. 1IN THE EVENT THE PATIENT

HAS NO INSURANCE OR LIMITED INSURANCE COVERAGE, HMH WILL ATTEMPT TO

QUALIFY THE PATIENT FOR THE MARYLAND MEDICAL ASSISTANCE PROGRAM AND/OR

HMH'S FINANCIAL ASSISTANCE POLICY.

PART V, LINES 15E/16E/19D/21

BILLING AND COLLECTIONS:

LINE 15E

PATIENTS WHO ARE LEFT WITH A BALANCE AFTER ALL INSURANCES HAVE BEEN

PURSUED AND FINANCIAL ASSISTANCE HAS BEEN OFFERED WILL BE FORWARDED TO A

COLLECTION AGENCY AS A LAST RESORT TO OBTAIN PAYMENT FROM THE PATIENT.

LINE 16E

TWO AGENCIES ARE EMPLOYED BY HMH; EACH RECEIVING APPROXIMATELY FIFTY

PERCENT OF THE ACCOUNT (BASED ON TEH FIRST LETTER OF THE LAST NAME OF

EACH PATIENT). ACCOUNTS PLACED WITH ONE OF THE COLLECTION AGENCIES ARE

CLASSIFIED AS BAD DEBTS AND REMOVED FROM ACCOUNTS RECEIVABLE.

JSA Schedule H (Form 990) 2010
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Schedule H (Form 990) 2010 Page 8
Part VI Supplemental Information

Complete this part to provide the following information.

1 Required descriptions. Provide the descriptions required for Part I, lines 3c, 6a, and 7; Part Il; Part Ill, lines 4, 8, and 9b; and
Part V, Section B, lines 1j, 3, 4, 5¢, 6i, 7, 11h, 13g, 15e, 16e, 17e, 18d, 19d, 20, and 21.

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

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

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

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

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

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

CHARGES FOR MEDICAL CARE:

LINES 19D & 21

THE STATE OF MARYLAND HEALTH SERVICES COST REVIEW COMMISSION SETS RATES

FOR ALL HOSPITALS IN THE STATE. THOSE RATES ARE APPLIED UNIFORMLY TO ALL

PATIENTS. GROSS CHARGES MAY NOT BE DISCOUNTED OUTSIDE OF STATE-ACCEPTED

DISCOUNTS FOR PROMPT PAYMENT AND ADVANCE FUNDING. IF A PATIENT QUALIFIES

FOR FINANCIAL ASSISTANCE, A PERCENTAGE OF THE GROSS CHARGES ARE THEN

WRITTEN-OFF TO CHARITY CARE.

PART VI, SUPPLEMENTAL INFORMATION

NEEDS ASSESSMENT

EVERY THREE YEARS A COMMUNITY HEALTH ASSESSMENT SURVEY/PLAN IS PERFORMED.

PART VI, SUPPLEMENTAL INFORMATION

PATIENT EDUCATION OF ELIGIBILITY FOR ASSISTANCE

THE HOSPITAL DISPLAYS SIGNS AT EVERY REGISTRATION POINT INFORMING THE

PATIENTS ABOUT THE AVAILABILITY OF THE VARIOUS FINANCIAL AND MEDICAL

ASSISTANCE PROGRAMS.

JSA Schedule H (Form 990) 2010
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Schedule H (Form 990) 2010 Page 8
Part VI Supplemental Information

Complete this part to provide the following information.

1 Required descriptions. Provide the descriptions required for Part I, lines 3c, 6a, and 7; Part Il; Part Ill, lines 4, 8, and 9b; and
Part V, Section B, lines 1j, 3, 4, 5¢, 6i, 7, 11h, 13g, 15e, 16e, 17e, 18d, 19d, 20, and 21.

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

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

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

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

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

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

THE HOSPITAL OFFERS EVERY SELF-PAY PATIENT OR ANY PATIENT WHO INQUIRES,

THE FINANCIAL ASSISTANCE INFORMATIONAL PACKET AND APPLICATION. THE COVER

SHEET FOR THE FINANCIAL ASSISTANCE PACKET ALSO INCLUDES INFORMATION ON

OBTAINING MEDICAL ASSISTANCE.

IN ADDITION, THE HOSPITAL HAS A FINANCIAL COUNSELOR THAT VISITS THE

SELF-PAY PATIENT IN THE EMERGENCY DEPARTMENT OR IN THE PATIENT'S ROOM TO

DISCUSS WHAT IS AVAILABLE TO THEM.

THE HOSPITAL ALSO EMPLOYS A MEDICAL ASSISTANCE ADVOCACY COMPANY TO ASSIST

THE HOSPITAL'S PATIENTS GET MEDICAL ASSISTANCE.

THE HOSPITAL ALSO PROVIDES INFORMATION ABOUT THE PROGRAMS IN EACH BILLING

STATEMENT .

JSA Schedule H (Form 990) 2010
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Schedule H (Form 990) 2010 Page 8
Part VI Supplemental Information

Complete this part to provide the following information.

1 Required descriptions. Provide the descriptions required for Part I, lines 3c, 6a, and 7; Part Il; Part Ill, lines 4, 8, and 9b; and
Part V, Section B, lines 1j, 3, 4, 5¢, 6i, 7, 11h, 13g, 15e, 16e, 17e, 18d, 19d, 20, and 21.

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

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

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

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

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

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

PART VI, SUPPLEMENTAL INFORMATION

COMMUNITY INFORMATION

THE SERVICE AREA OF THE UPPER CHESAPEAKE HEALTH SYSTEM, WHICH INCLUDES

HARFORD MEMORIAL HOSPITAL, CONSISTS OF THE NORTHEAST PART OF MARYLAND,

INCLUDING HARFORD COUNTY, WESTERN CECIL COUNTY AND PORTION OF BALTIMORE

COUNTY. THIS SERVICE AREA IS LOCATED AT THE APEX OF THE CHESAPEAKE BAY

AND IS SPREAD ACROSS 536 SQUARE MILES. IT CONTAINS, AMONG OTHERS, THE

CITIES AND TOWNS OF HAVRE DE GRACE, ABERDEEN, BEL AIR, FALLSTON, AND

EDGEWOOD. THE SERVICE AREA ENJOYS A DIVERSE ECONOMIC BASE, RANGING FROM

CONCENTRATIONS IN SERVICE, MANUFACTURING, DISTRIBUTION, AND RETAIL, TO

FEDERAL GOVERNMENT EMPLOYMENT. HARFORD COMMUNITY COLLEGE PROVIDES A

LOCAL VENUE FOR ADVANCED EDUCATION AND HARFORD COUNTY'S PROXIMITY TO

BALTIMORE GIVES IT ACCESS TO NATIONALLY RECOGNIZED UNIVERSITIES WHICH

HELP PROVIDE A SKILLED WORKFORCE. THE SERVICE AREA IS SERVED BY

INTERSTATE 95, AMTRAK AND FREIGHT RAIL LINES ALONG THE BUSY EAST-COAST

TRANSPORTATION CORRIDOR BETWEEN NEW YORK AND WASHINGTON, DC. 1IN 2007,

THE SERVICE AREA HAD A TOTAL POPULATION OF 276,500 PEOPLE WITH HISTORICAL

ANNUAL GROWTH RATES OF APPROXIMATELY 1.8% PER YEAR. THIS GROWTH HAS BEEN

JSA Schedule H (Form 990) 2010
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Schedule H (Form 990) 2010 Page 8
Part VI Supplemental Information

Complete this part to provide the following information.

1 Required descriptions. Provide the descriptions required for Part I, lines 3c, 6a, and 7; Part Il; Part Ill, lines 4, 8, and 9b; and
Part V, Section B, lines 1j, 3, 4, 5¢, 6i, 7, 11h, 13g, 15e, 16e, 17e, 18d, 19d, 20, and 21.

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

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

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

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

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

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

CHARACTERIZED BY AN INFLUX OF YOUNG FAMILIES SEEKING SUBURBAN ENVIRONMENT

IN WHICH TO LIVE AND IS COMPLEMENTED BY A GROWTH IN BUSINESSES AND OTHER

SERVICES THAT FOLLOW YOUNG, MIDDLE CLASS FAMILIES. 1IN 2007, THE SERVICE

AREA HAD AN ESTIMATED 101, 930 HOUSEHOLDS WITH A MEDIAN FAMILY INCOME OF

$67,300 AND AN AVERAGE HOUSEHOLD INCOME OF $81,000. 87% OF THE SERVICE

AREA'S ADULTS OVER THE AGE OF 25 ARE HIGH SCHOOL GRADUATES OR HIGHER; 27%

ACHIEVED BACHELOR'S DEGREES OR HIGHER. THE SERVICE AREA'S GROWTH AND

GEOGRAPHIC LOCATION EXPLAIN ITS ABILITY TO ATTRACT MAJOR EAST-COAST

DISTRIBUTION CENTER AND INDUSTRY, WHICH HAVE PROVIDED ADDITIONAL

EMPLOYMENT OPPORTUNITIES IN THE SERVICE AREA. 1IN DECEMBER 2007, THE

SERVICE AREA HAD A WORK FORCE OF APPROXIMATELY 142,829.

PLEASE SEE SCHEDULE O FOR MORE INFORMATION.

PART VI, SUPPLEMENTAL INFORMATION
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Schedule H (Form 990) 2010 Page 8
Part VI Supplemental Information

Complete this part to provide the following information.

1 Required descriptions. Provide the descriptions required for Part I, lines 3c, 6a, and 7; Part Il; Part Ill, lines 4, 8, and 9b; and
Part V, Section B, lines 1j, 3, 4, 5¢, 6i, 7, 11h, 13g, 15e, 16e, 17e, 18d, 19d, 20, and 21.

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

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

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

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

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

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

PROMOTION OF COMMUNITY HEALTH

THE HOSPITAL DID NOT HAVE COMMUNITY BUILDING ACTIVITES DURING THE

CALENDAR YEAR ENDED DECEMBER 31, 2010.

PART VI, SUPPLEMENTAL INFORMATION

AFFILIATED HEALTH CARE SYSTEM

HARFORD MEMORIAL HOSPITAL, INC. (HMH) IS ONE HOSPITAL IN AN "AFFILIATED

HEALTH CARE SYSTEM" THAT INCLUDES A SECOND HOSPITAL, UPPER CHESAPEAKE

MEDICAL CENTER, INC. (UCMC), A PHYSICIAN SERVICES ORGANIZATION (UPPER

CHESAPEAKE MEDICAL SERVICES, INC.), A PROPERTY HOLDING COMPANY (UPPER

CHESAPEAKE PROPERTIES, INC.), A HOSPICE RESIDENCE (UPPER CHESAPEAKE

RESIDENTIAL HOSPICE HOUSE, INC. & HOSPICE OF HARFORD COUNTY LLC) AND A

FOR-PROFIT VENTURE WITH INVESTMENTS IN PRIVATE IMAGING SERVICES (UPPER

CHESAPEAKE HEALTH VENTURES, INC.).

THE "SYSTEM" PROVIDES A BROAD RANGE OF COMMUNITY HEALTH CARE SERVICES,

INCLUDING PREVENTIVE, AMBULATORY, ACUTE AND HOSPICE SERVICES, THROUGH AN

INTEGRATED HEALTH CARE DELIVERY SYSTEM IN HARFORD COUNTY AND PARTS OF
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Schedule H (Form 990) 2010 Page 8
Part VI Supplemental Information

Complete this part to provide the following information.

1 Required descriptions. Provide the descriptions required for Part I, lines 3c, 6a, and 7; Part Il; Part Ill, lines 4, 8, and 9b; and
Part V, Section B, lines 1j, 3, 4, 5¢, 6i, 7, 11h, 13g, 15e, 16e, 17e, 18d, 19d, 20, and 21.

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

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

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

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

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

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

BALTIMORE AND CECIL COUNTIES, IN NORTHEAST MARYLAND.

HMH AND UCMC ARE THE ONLY HOSPITALS IN HARFORD COUNTY, MARYLAND. HMH

OFFERS ACUTE CARE SERVICES, INCLUDING INTENSIVE CARE, EMERGENCY AND OTHER

OUTPATIENT SERVICES, AND HAS THE ONLY ACUTE CARE BEHAVIORAL HEALTH UNIT

IN HARFORD COUNTY.

PART VI, SUPPLEMENTAL INFORMATION

STATE FILING OF COMMUNITY BENEFIT REPORT

THE HEALTH SERVICES COST REVIEW COMMISSION, THE STATE AGENCY THAT

REGULATES HOSPITAL RATES IN MARYLAND, REQUIRES A COMMUNITY BENEFIT REPORT

TO BE FILED ANNUALLY.
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SCHEDULE J Compensation Information | oMB No. 1545-0047

(Form 990) For certain Officers, Di(r:ectors, Trustees, Key Employees, and Highest 2@ 1 0
ompensated Employees
p Complete if the organization answered "Yes" to Form 990,
Department of the Treasury Part IV, line 23. Open to Public
Internal Revenue Service P> Attach to Form 990. PSee separate instructions. Inspection
Name of the organization Employer identification number
HARFORD MEMORIAL HOSPITAL, INC. 52-0591484
Questions Regarding Compensation
Yes | No
1a Check the appropriate box(es) if the organization provided any of the following to or for a person listed in Form
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
(e))r( Iraeiirr]‘nbursement or provision of all of the expenses described above? If "No," complete Part Ill to 1b
2 Dig the organization require substantiation prior to reimbursing or allowing expenses incurred by all officers,
directors, trustees, and the CEO/Executive Director, regarding the items checked inline 1a?_ . . . ... ... 2
3 Indicate which, if any, of the following the organization uses to establish the compensation of the
organization's CEO/Executive Director. Check all that apply.
Compensation committee Written employment contract
Independent compensation consultant Compensation survey or study
- Form 990 of other organizations Approval by the board or compensation committee
4  During the year, did any person listed in Form 990, Part VII, Section A, line 1a, with respect to the filing
organization or a related organization:
Receive a severance payment or change-of-control payment from the organization or a related organization? 4a X
Participate in, or receive payment from, a supplemental nonqualified retirementplan? . . . . . . .. .. ... 4b X
Participate in, or receive payment from, an equity-based compensation arrangement? . . . . ... .. .. ... 4c X
If "Yes" to any of lines 4a-c, list the persons and provide the applicable amounts for each item in Part IIl.
Only section 501(c)(3) and 501(c)(4) organizations must complete lines 5-9.
5 For persons listed in Form 990, Part VII, Section A, line 1a, did the organization pay or accrue any
compensation contingent on the revenues of:
The organization? L L L e e e e 5a X
Anyrelated organization? | . L L L e e 5b X
If "Yes" to line 5a or 5b, describe in Part Ill.
6  For persons listed in Form 990, Part VII, Section A, line 1a, did the organization pay or accrue any
compensation contingent on the net earnings of:
The organization? L L L e e e e 6a X
Anyrelated organization? | . L L L e e 6b X
If "Yes" to line 6a or 6b, describe in Part Ill.
7 For persons listed in Form 990, Part VII, Section A, line 1a, did the organization provide any non-fixed
payments not described in lines 5 and 67 If "Yes," describe in Part Il . . . . . . . .. .. .. ... .. ..., 7 X
8 Were any amounts reported in Form 990, Part VII, paid or accrued pursuant to a contract that was subject
to the initial contract exception described in Regulations section 53.4958-4(a)(3)? If "Yes," describe
10T =T L 8 X
9 If"Yes"to line 8, did the organization also follow the rebuttable presumption procedure described in
Regulations section 53.4958-6(C)7 . . . . . . . . i i i i i e e e e e e e e e e e e e e e e e e e e e 9

For Paperwork Reduction Act Notice, see the Instructions for Form 990.
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Schedule J (Form 990) 2010

52-0591484

Page 2

Il Officers, Directors, Trustees, Key Employees, and Highest Compensated EmployeesUse duplicate copies if additional space is needed.

For each individual whose compensation must be reported in Schedule J, report compensation from the organization on row (i) and from related organizations, described in the
instructions, on row (ii). Do not list any individuals that are not listed on Form 990, Part VII.

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

(B) Breakdown of W-2 and/or 1099-MISC compensation

(C) Retirement and

(D) Nontaxable

(E) Total of columns

(F) Compensation

(A) Name (i) Base (ii) Bonus & incentive (iii) Other other deferred benefits (B)(i)-(D) reported in prior
compensation compensation reportable compensation Form 990 or
compensation Form 990-E2
o __________° o o oy 0 o oy
1 LYLE E SHELDON (ii) 488, 792. 216,674. 49,964 160,200. 35,977. 951,0607.
o__________° o o oy 0 o oy
2 FAHEEM YOUNUS, MD (i) 0. 0 175,882. 0. 0. 175,882.
M ____1 155,276, _____ 36,35L.] _____ 10,955, 1 39,826 __1,611.| 244,019. ____________
3 JOYCE FOX (i) 0. 0. 0. 0. 0. 0.
o __________° o o oy 0 o oy
4 JOSEPH E HOFFMAN III (ii) 243,610. 94,643. 25,087. 79,634. 28,314. 471,888.
o __________° o o oy 0 o o
5 KENNETH D KOZEL (ii) 253,777. 95, 946. 28,410. 76,876. 22,572. 477,581.
o__________° o o oy 0 o o
6 DEAN C KASTER (ii) 195,672. 62,577. 2,536. 51, 605. 23,203. 335,593.
o__________° o o oy 0 o o
7 MARGARET M VAUGHAN (ii) 265,627. 90, 383. 12,7009. 83,392. 24,088. 476,199.
op__________° o o oy 0 o o
g E SCOTT CONOVER (ii) 232,278. 80,998. 17,530. 48, 616. 1,154. 380,576.
o __________° o o oy 0 o o
9 TONI M SHIVERY (ii) 150,057. 36,940 9,130 34,858 21,213 252,198.
M ____1 136,242, _____ 30,762, 247 - 29,604, 25/550. ___ 223,105. ____________
10 EUGENE CURROTTO (ii) 0. 0. 0. 0. 0. 0.
M ____1 143,103.] 20,001 _____ 188, _____1 16,166.  __13,789.] 193,247 __ __________
11 RICHARD CASTEEL (ii) 0. 0. 0. 0. 0. 0.
M ____1 114,506 14,284. 84 ¢ 9,363. _____21,940.] ~___ 160,177 .
12 STEPHEN LOW (i) 0. 0. 0. 0. 0. 0.
ol
13 (ii)
o ____
14 (ii)
ol
15 (ii)
ol
16 (i)
Schedule J (Form 990) 2010
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Schedule J (Form 990) 2010 52-0591484 Page 3
ZIi3[[H Supplemental Information

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

SCHEDULE J, COMPENSATION INFORMATION

PART I, QUESTION 4B

AN ORGANIZATION RELATED TO THIS FILING ORGANIZATION MADE SPLIT DOLLAR

LIFE INSURANCE PLAN CONTRIBUTIONS TO THE FOLLOWING MEMBERS OF SENIOR

LEADERSHIP WHO ARE LISTED ON THIS FILING ORGANIZATION'S FORM 990, PART

VII, SECTION A, LINE 1A:

LYLE E SHELDON $107,000

JOSEPH E HOFFMAN III $ 28,616

DEAN C KASTER $ 22,510

MARGARET M VAUGHAN $ 31,167

Schedule J (Form 990) 2010

JSA
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(SF%';'IE%%)E K Supplemental Information on Tax-Exempt Bonds OMB No. 15450047
p Complete if the organization answered "Yes" to Form 990, Part IV, line 24a. Provide descriptions, 2@ 1 0
explanations, and any additional information on Schedule O (Form 990). Open to Public
Department of the Treasury . i
Internal Revenue Service » Attach to Form 990. P See separate instructions. Inspection
Name of the organization Employer identification number
HARFORD MEMORIAL HOSPITAL, INC. 52-0591484

Bond Issues

(h) On (i) Pooled
(a) Issuer name (b) Issuer EIN (c) CUSIP # | (d) Date issued (e) Issue price (f) Description of purpose (g) Defeased | behalf of . .
issuer Financing
Yes | No | Yes [No Yes | No
A MARYLAND HEALTH & HIGHER ED FACILITIES AUTHORITY 52-0936091 5742172P9 08/08/2008 124,100,000.| REFINANCE EXISTING DEBT X X X
B MARYLAND HEALTH & HIHGER ED FACILITIES AUTHORITY 52-0936091 5742172P9 08/08/2008 55,325,000.| REFINANCE EXISTING DEBT X X X
C
D
Proceeds
A B (o D
1 Amountofbondsretired . . . i i i i i e e e e e e e e e e e e e a e e e e 125,300,000. 54,125,000.
2 Amountofbondslegallydefeased . . & v & i i i i i e i e e e e e e e e e 0. 0.
3 Total proceeds Of ISSUE « « « & v v v v i u e v b e e e ke e e e e e e e e as 129,980,000. 58,596, 000.
4 Gross proceeds inreserve funds « « = v« s v i v i w e w e xaw e e e e e e s 0. 3,977,000.
5 Capitalized interest from proceeds - « « v v v v v v i i i i h e e e e e e e e e e e e e e 0. 0.
6 Proceeds in refunding @SCrOWS « « « « v v o v bt v @ u o e et e e e et eeea 103,437,431. 42,124,236.
7 Issuance Costs from ProCeedS « v « c v vt v bt e e e e e e e e e e eeeeea 732,972. 493,714.
8 Credit enhancement from proceeds - « « & v v v vttt a4 b e e e e e a e 227,228. 0.
9 Working capital expenditures fromproceeds . . . . . i o i e i e e e e e e e e e e e 0. 0.
10 Capital expenditures from proceeds « = « ¢ o v @t i a4 b e e e e e e e e e 3,720,000. 0.
11 Other spent ProCeeAS = « « v v @t et b e e e e et e e e e e ee e 0. 0.
12 Otherunspent ProCeedS .« « v v @ o vt v bt e e e et e e e e e ee e 0. 0.
13  Year of substantial completion . - . . . . i i i i i e e e e e e e e e e e e e e 2008 2008
Yes No Yes No Yes No Yes No
14 Were the bonds issued as part of a current refundingissue? . . .+ v v v v v v v v v u W X X
15 Were the bonds issued as part of an advance refundingissue? . . . « « o« v v v v v v v W X X
16 Has the final allocation of proceeds beenmade? . . . . . . . v o v i v v v v i v 0w a X X
17 Does the organization maintain adequate books and records to support the final allocation of proceeds? = - « « . X X
Part lll Private Business Use
A B (o D
1 Was the organization a partner in a partnership, or a member of an LLC, which owned Yes No Yes No Yes No Yes No
property financed by tax-exemptbonds? , . ., . ... ... ... ... X X
2 Are there any lease arrangements that may result in private business use of bond-financed property . X X
For Paperwork Reduction Act Notice, see the Instructions for Form 990. Schedule K (Form 990) 2010
52?295 0.060
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Schedule K (Form 990) 2010 52-0591484 Page 2
Part Il Private Business Use (Continued)
A B C
3a Are there any management or service contracts that may result in private business Yes No Yes No Yes No Yes No
use of bond-financed Property? . . . . . i i . u e e e ke e e e e e e e e aeaaeeas X X
b Are there any research agreements that may result in private business use of
bond-financed property?. . . . . . . i e e e e e e e e e e e e e e e e e e e e e e e e X X
¢ Does the organization routinely engage bond counsel or other outside counsel
to review any management or service contracts or research agreements relating
to the financed property? . . . . . . e X X
4 Enter the percentage of financed property used in a private business use by entities
other than a section 501(c)(3) organization or a state or local government . . . . . . ... ... » 0.0000 % 0.0000 % % %
5 Enter the percentage of financed property used in a private business use as a result
of unrelated trade or business activity carried on by your organization, another
section 501(c)(3) organization, or a state or local government . . . . . . . i i i i 0o . .. > 0.0000 % 0.0000 % % %
6 Totaloflines4and5 |, | | . . . . . ...t e e e e e 0.0000 % 0.0000 % % %
7 Has the organization adopted management practices and procedures to ensure
the post-issuance compliance of its tax-exempt bond liabilites? . ., . . . . . . . . . . .« « .« . X X
CELAVA  Arbitrage
A B C
1 Has a Form 8038-T, Arbitrage Rebate, Yield Reduction and Penalty in Lieu of Yes No Yes No Yes No Yes No
Arbitrage Rebate, been filed with respect to the bond issue? | , . . . . . . . & v & v & v o v o v . X X
2 Isthebondissue avariablerateissue?. « & v v & & v v e v w w e w e m e e e e m e w e X X
3a Has the organization or the governmental issuer entered into a qualified hedge
with respect to the boNd iSSUE? . & v v v v i i vt v e et e e e e a e e e e X X
b Nameofprovider . « v v @ v v o v v w o v v h e e e e e e e e e e e aaaw maa e BANK OF AMERICA
C Termofhedge = v v v i i a e e e e e e e e e e e e e e e e eeaeeeeeea 35.000
d Was the hedge superintegrated? . . . . . . . v v v v v v v e e e e e e e e e X X
e Was the hedge terminated? . . . & o v 4 i i vt i e e e e e e e e e e e e e e e mee e X X
4a Were gross proceeds invested iN @ GIC? . « + v vt v v 4 s b o 4t m e e e e e e e X X
b Name of provider . « v v @ v v v o u u i e e h e e e e e e e e e s a e a e e aaaawaaas
CTermofGIC . v v o v v v i v w e e w e e e e e e e a e e ma e e aa e a e e e
d Was the regulatory safe harbor for establishing the fair
market value of the GIC satisfied? . . v v & v v v 0 v v o o v v e e v w e e e e e e e e
5 Were any gross proceeds invested beyond an
available temporary Period? « v v« 4t 4 4 4k ke e e e e e e e e e e e e e eeeeeeeeea X X
6 Did the bond issue qualify for an exceptiontorebate? . . . .« v ¢ ¢ v v f i i 0 d e e e e e s X X

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

SCHEDULE K - SUPPLEMENTAL INFORMATION
THE OBLIGATED GROUP ON THE BOND ISSUES IDENTIFIED IN SCHEDULE K

INCLUDE

BOTH HARFORD MEMORIAL HOSPITAL, INC. (52-0591484)AND UPPER CHESAPEAKE

MEDICAL CENTER, INC. (52-1253920).

JSA
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SCHEDULE L Transactions With Interested Persons
(Form 990 or 990-EZ) p Complete if the organization answered
"Yes" on Form 990, Part IV, line 25a, 25b, 26, 27, 28a, 28b, or 28c,
Department of the Treasury or Form 990-EZ, Part V, line 38a or 40b.

|  OMB No. 1545-0047

2010

Open To Public

Internal Revenue Service - Attach to Form 990 or Form 990-EZ. P See separate instructions. Inspection

Name of the organization
HARFORD MEMORIAL HOSPITAL, INC.

Employer identification number

52-0591484

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

1 (a) Name of disqualified person (b) Description of transaction (©) Conecies?
'Yes| No
()]
(2)
(3)
4
(5)
(6)
2 Enter the amount of tax imposed on the organization managers or disqualified persons during the year
UNder SECHON 4958 . . . i i i i it e e e e e e e e e e e e e e e e e e e e e e > $
3 Enter the amount of tax, if any, on line 2, above, reimbursed by the organizaton . ... .......... » $
Part Il Loans to and/or From Interested Persons.
Complete if the organization answered "Yes" on Form 990, Part IV, line 26, or Form 990-EZ, Part V, line 38a.
(a) Name of interested person and purpose (b) Loan to orfrom (c) Original (d) Balance due |(e) In default?| (f) Approved | (g) Written
the organization? principal amount by board or | agreement?
committee?
To |From Yes | No | Yes | No | Yes | No
()]
(2)
(3)
4
(5)
(6)
(4]
(8)
(9)
(10)
Total . . . .. . e e e e e e e e e e e e e e e e e eeeeees | )

(dlll Grants or Assistance Benefiting Interested Persons.
Complete if the organization answered "Yes" on Form 990, Part 1V, line 27.

(a) Name of interested person (b) Relationship between interested person and the
organization

(c) Amount and type of assistance

(1)

()

()

(4)

()

(6)

(7)

(8)

()

(10)

For Paperwork Reduction Act Notice, see the Instructions for Form 990 or 990-EZ.

JSA
0E1297 1.000
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Schedule L (Form 990 or 990-EZ) 2010

52-0591484

Page 2

W\l Business Transactions Involving Interested Persons.
Complete if the organization answered "Yes" on Form 990, Part IV, line 28a, 28b, or 28c.

(a) Name of interested person

(b) Relationship between

(c) Amount of

(d) Description of transaction

(e) Sharing of

interested person and the transaction organization's
organization revenues?
Yes | No
(1) RoGER E SCHNEIDER VASC SURG ASSOC PARTNER 284,760.| PHYSICIAN FEES PAID TO VSA LLC X

()

()

(4)

()

(6)

(7)

(8)

()

(10)

Supplemental Information

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

JSA
0E1507 2.000
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| ome No. 1545-0047

SCHEDULE O Supplemental Information to Form 990 or 990-EZ

(Form 990 or 990-EZ) 2 @ 1 0
Complete to provide information for responses to specific questions on

Depariment of the Treasry Form 990 or 990-EZ or to provide any additional information. Open to Public

Internal Revenue Service » Attach to Form 990 or 990-EZ. Inspection

Name of the organization Employer identification number

HARFORD MEMORIAL HOSPITAL, INC. 52-0591484

PART VI, SECTION A, GOVERNING BODY & MANAGEMENT QUESTION 2

FAMILY OR BUSINESS RELATIONSHIP

LYLE E SHELDON AND JOSEPH E HOFFMAN III ARE OFFICERS IN THE SAME BUSINESS
ENTITIES. THE SAME BUSINESS ENTITIES ARE THE FOR-PROFT CORPORATIONS OR
PARTNERSHIPS THAT ARE RELATED TO THIS FILING ENTITY. PLEASE SEE FORM

990, SCHEDULE R.

PART VI, SECTION A, GOVERNING BODY & MANAGEMENT QUESTION 6

EXISTENCE OF MEMBERS

UPPER CHESAPEAKE HEALTH SYSTEM AND UNIVERSITY OF MARYLAND MEDICAL SYSTEM
ARE PARTNERS IN A MARYLAND LIMITED LIABILITY COMPANY NAMED UCHS/UMMS
VENTURE LLC ("VENTURE"). THE VENTURE WAS ORGANIZED FOR CHARITABLE
PURPOSES TO COORDINATE ACTIVITIES OF HEALTHCARE FACILITIES AND OTHER
CORPORATE BODIES WHOSE PURPOSES INCLUDE THE PROVISION OF HEALTHCARE
SERVICES OR FINANCIAL ASSISTANCE TO HEALTHCARE FACILITIES IN HARFORD
COUNTY, MARYLAND. VENTURE IS THE SOLE MEMBER OF THIS FILING

ORGANIZATION.

PART VI, SECTION B, POLICIES QUESTION 11B

ORGANIZATIONAL REVIEW OF FORM 990

THE BOARD OF UPPER CHESAPEAKE HEALTH SYSTEM, INC. ("HEALTH SYSTEM") HAS
ASSIGNED THE EXECUTIVE COMMITTEE OF THE HEALTH SYSTEM'S BOARD TO REVIEW
AND APPROVE ALL CONTENTS OF FORM 990 ON BEHALF OF THE BOARDS OF ALL

HEALTH SYSTEM'S TAX-EXEMPT AFFILIATES. 1IN TURN, ONCE THE FORM 990 HAS

For Privacy Act and Paperwork Reduction Act Notice, see the Instructions for Form 990 or 990-EZ. Schedule O (Form 990 or 990-EZ) (2010)
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Schedule O (Form 990 or 990-EZ) 2010 Page 2
Name of the organization Employer identification number

HARFORD MEMORIAL HOSPITAL, INC. 52-0591484

BEEN APPROVED BY HEALTH SYSTEM'S EXECUTIVE COMMITTEE, A FINAL VERSION OF

THE FORM 990 WILL BE MADE AVAILABLE TO ALL BOARD MEMBERS OF THE

RESPECTIVE HEALTH SYSTEM'S TAX-EXEMPT AFFILIATES. FORMAL NOTIFICATION OF

THE FINAL AND APPROVED FORM 990 FOR EACH OF THE HEALTH SYSTEM'S

AFFILIATES AS WELL AS ITS AVAILABILITY WILL BE COMMUNICATED TO THE

APPLICABLE BOARD MEMBERS ON OR BEFORE THE FILING OF THE FORM 990.

PART VI, SECTION B, POLICIES QUESTION 12C

CONFLICT OF INTEREST POLICY

THE ORGANIZATION'S WRITTEN CONFLICT OF INTEREST POLICY COVERS THE

FOLLOWING INDIVIDUALS: DIRECTORS, PRINCIPAL OFFICERS, AND SENIOR

MANAGEMENT. FURTHERMORE, THE POLICY EXTENDS TO THE FAMILY MEMBERS (PER

INTERNAL REVENUE SERVICE DEFINITION) OF SUCH DIRECTORS, PRINCIPAL

OFFICERS, AND SENIOR MANAGEMENT. THE BOARD OF DIRECTORS AND ANY

COMMITTEE CONSIDERING A CONTRACT, TRANSACTION OR ARRANGEMENT TO WHICH A

KNOWN OR POTENTIAL CONFLICT OF INTEREST RELATES, DETERMINES WHETHER A

CONFLICT EXISTS. ACTUAL CONFLICTS ARE REVIEWED BY THE CHAIRMAN OF THE

BOARD. AN INDIVIDUAL WITH A KNOWN OR POTENTIAL CONFLICT OF INTEREST MUST

REFRAIN FROM PARTICIPATING IN, OR ACTING ON, THE DECISION ON ANY MATTER

IN WHICH A CONFLICT OF INTEREST, OR EVEN THE APPEARANCE OF SUCH A

CONFLICT OF INTEREST, IS PRESENT WITH RESPECT TO SUCH INDIVIDUAL AND WILL

REMOVE HIMSELF OR HERSELF FROM ANY MEETING OR DELIBERATIONS ON THE

MATTER.

PART VI, SECTION B, POLICIES QUESTION 15

PROCESS FOR DETERMINING COMPENSATION

THE EXECUTIVE COMPENSATION COMMITTEE OF THE BOARD OF DIRECTORS APPROVES

JSA Schedule O (Form 990 or 990-EZ) 2010
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Schedule O (Form 990 or 990-EZ) 2010 Page 2
Name of the organization Employer identification number

HARFORD MEMORIAL HOSPITAL, INC. 52-0591484

COMPENSATION FOR THE CHIEF EXECUTIVE OFFICER, CHIEF OPERATING OFFICER,

CHIEF FINANCIAL OFFICER, AND ALL KEY EMPLOYEES. THE EXECUTIVE

COMPENSATION COMMITTEE UTILIZES BUT IS NOT LIMITED TO THE FOLLOWING

RESOURCES IN EVALUATING AND ESTABLISHING REASONABLE COMPENSATION:

INDEPENDENT COMPENSATION CONSULTANTS, COMPENSATION SURVEYS AND

COMPENSATION STUDIES. THIS ORGANIZATION AND ITS TAX-EXEMPT AFFILIATES

STRIVE TO MAINTAIN AN ARM'S LENGTH RELATIONSHIP BETWEEN ITSELF AND ITS

EMPLOYEES. IT IS THE GOAL OF THE EXECUTIVE COMPENSATION COMMITTEE TO

ENSURE THAT TOTAL COMPENSATION (COMPENSATION AND BENEFITS) PAID TO ITS

EMPLOYEES IS FAIR AND REASONABLE. FINALLY, THE PROCESS OF SETTING AND

APPROVING SUCH COMPENSATION IS PERFORMED ANNUALLY BY THE BOARD'S

EXECUTIVE COMPENSATION COMMITTEE.

PART VI, SECTION C, DISCLOSURE QUESTION 19

DOCUMENTS AVAILABLE TO THE PUBLIC

THE ORGANIZATION WILL MAKE THE FOLLOWING DOCUMENTS AVAILABLE TO THE

PUBLIC UPON REQUEST: ARTICLES OF INCORPORATION, BYLAWS, CONFLICT OF

INTEREST POLICY, AND AUDITED FINANCIAL STATEMENTS (HARFORD MEMORIAL

HOSPITAL, INC. AND UPPER CHESAPEAKE MEDICAL CENTER, INC.).

PART VII, SECTION A, PART I

AVERAGE HOURS PER WEEK

THE FOLLOWING CHART DETAILS THE FILING ORGANIZATION'S BOARD OF DIRECTORS

MEMBERS AND OFFICERS WHO ARE ALSO BOARD OF DIRECTORS MEMBERS AND OFFICERS

OF RELATED EXEMPT ORGANIZATIONS AND THE HOURS SPENT PER WEEK ON DUTIES

FOR THOSE RELATED EXEMPT ORGANIZATIONS. THE CHART DOES NOT REFLECT HOURS

JSA Schedule O (Form 990 or 990-EZ) 2010
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Schedule O (Form 990 or 990-EZ) 2010

Page 2

Name of the organization
HARFORD MEMORIAL HOSPITAL, INC.

Employer identification number

52-0591484

SPENT PER WEEK ON DUTIES FOR ANY RELATED FOR-PROFIT ENTITIES.

THE HOURS

REFLECTED IN PART VII, SECTION A, COLUMN B ARE ONLY THE AVERAGE HOURS PER

WEEK FOR THIS FILING ORGANIZATION.

UCF UCMC UCMS UCP UCHC UCHS HH UCRHH
LYLE E. SHELDON 1 5 1 1 .50 40 1 .50
PRES/CEO
JOSEPH E. HOFFMAN 1 1 1 1 1 40 - 1
SR VP/CFO
JOYCE FOX - 20 - - - - - -
VP PATIENT SERVICES/CNO
MARGARET M. VAUGHAN - 5 1 - - 40 - -
SR VP/CMO
KENNETH D. KOZEL 1 5 1 1 1 40 - -
SR VP/COO
DEAN C. KASTER - 5 - - - 40 - -
SR VP/CORP STRTGY/PLNING
TONI M. SHIVERY - 5 - - - 40 - -
VP/HUMAN RESOURCES
JSA Schedule O (Form 990 or 990-EZ) 2010
0E1228 2.000
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Schedule O (Form 990 or 990-EZ) 2010 Page 2

Name of the organization Employer identification number
HARFORD MEMORIAL HOSPITAL, INC. 52-0591484
E. SCOTT CONVOER - 5 1 - - 40 - -

SR VP/GENERAL COUNSEL

UCF - UPPER CHESAPEAKE HEALTH FOUNDATION

UCMC - UPPER CHESAPEAKE MEDICAL CENTER

UCMS - UPPER CHESAPEAKE MEDICAL SERVICES

UCP - UPPER CHESAPEAKE PROPERTIES

UCHC - UPPER CHESAPEAKE/ST. JOE'S HOME CARE

UCHS - UPPER CHESAPEAKE HEALTH SYSTEM

HH - HEALTHY HARFORD

UCRHH - UPPER CHESAPEAKE RESIDENTIAL HOSPICE HOUSE

PART XI, LINE 5

NET UNREALIZED GAINS ON INVESTMENT....$4,650,915
MINIMUM PENSION PLAN LIABILITY........ 837,682
ROUNDING . v ottt ettt ettt teeenenenennn 1,266
TOTAL DIFFERENCE......0oviennennn. $5,489,863

PART III, PROGRAM SERVICE ACCOMPLISHMENTS

TO PROVIDE HEALTHCARE SERVICES TO PATIENTS REGARDLESS OF THEIR ABILITY TO

PAY FOR SUCH SERVICES.

FOR MORE THAN 90 YEARS, UPPER CHESAPEAKE HEALTH HAS BEEN PROVIDING

COMPREHENSIVE, HIGH QUALITY HEALTH CARE. ITS TWO HOSPITALS, HARFORD

JSA Schedule O (Form 990 or 990-EZ) 2010
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Schedule O (Form 990 or 990-EZ) 2010 Page 2
Name of the organization Employer identification number

HARFORD MEMORIAL HOSPITAL, INC. 52-0591484

MEMORIAL HOSPITAL AND UPPER CHESAPEAKE MEDICAL CENTER OFFER SOME OF THE
AREA'S MOST ADVANCED INPATIENT AND OUTPATIENT SERVICES SO THAT PATIENTS
CAN ENJOY THE SUPERIOR WELLNESS RESOURCES A HEALTHY LIFESTYLE NEEDS,
WITHOUT LEAVING THEIR NEIGHBORHOOD. UPPER CHESAPEAKE HEALTH SYSTEM IS A
COMMUNITY-BASED, NON-PROFIT HEALTH SYSTEM LOCATED IN HARFORD COUNTY,
MARYLAND. OUR VISION IS BASED ON CREATING THE HEALTHIEST COMMUNITY IN
MARYLAND. BUILDING ON THAT VISION, WE HAVE A STRONG COMMITMENT TO
SERVICE EXCELLENCE. SO MUCH SO THAT IT HAS BECOME PART OF THE FABRIC OF
THE HEALTHCARE EXPERIENCE AT UPPER CHESAPEAKE HEALTH. UPPER CHESAPEAKE
HEALTH SYSTEM HAS OVER 2,500 PHYSICIANS AND HEALTHCARE PROFESSIONALS WHO
ARE DELIVERING CARE FOR THE MIND, BODY AND SPIRIT IN SETTINGS FROM
OFFICES, TO OUTPATIENT CENTERS, TO HOSPITALS, TO SHOPPING CENTERS, TO
BUSINESSES AND HOMES. HARFORD MEMORIAL HOSPITAL IS A MEMBER OF THE UPPER
CHESAPEAKE HEALTH SYSTEM. HARFORD MEMORIAL HOSPITAL IS AN ACUTE CARE,
NON-PROFIT FACILITY OFFERING A FULL COMPLEMENT OF MEDICAL, DIAGNOSTIC AND
EMERGENCY CARE SERVICES. THE HOSPITAL IS FULLY ACCREDITED BY THE JOINT
COMMISSION ON THE ACCREDITATION OF HEALTHCARE ORGANIZATIONS (JCAHO). 1IN
ADDITION TO MEDICAL/SURGICAL ACUTE CARE BEDS, THE HOSPITAL HAS A
STATE-OF-THE-ART ICU/PCU AND A BUSY EMERGENCY DEPARTMENT THAT CARES FOR
OVER 35,000 PATIENTS EACH YEAR. HARFORD MEMORIAL OFFERS VERY
SPECIALIZED, ONE OF A KIND, HOSPITAL BASED SERVICES, INCLUDING A JOINT
CENTER FOR PATIENTS UNDERGOING HIP OR KNEE JOINT REPLACEMENT SURGERY, A
SLEEP DISORDER CENTER FOR THE DIAGNOSIS AND TREATMENT OF SLEEP DISORDERS,

AND INPATIENT AND OUTPATIENT BEHAVIORAL HEALTH SERVICES.

JSA Schedule O (Form 990 or 990-EZ) 2010
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Schedule O (Form 990 or 990-EZ) 2010 Page 2
Name of the organization Employer identification number

HARFORD MEMORIAL HOSPITAL, INC. 52-0591484

HARFORD MEMORIAL AND UPPER CHESAPEAKE MEDICAL CENTER MAINTAIN CHARITY

CARE PROGRAMS AND, IN ADDITION, CONDUCT MANY COMMUNITY OUTREACH AND

COMMUNITY BUILDING ACTIVITIES, INCLUDING:

- COMMUNITY HEALTH EDUCATION PROGRAMS WHICH INCLUDE NEWBORN BABY CARE,

SITTER SAFETY PROGRAM, INFANT CPR, INFANT SAFETY, STOP SMOKING CLASS,

KIDS SAFETY CLASS, AND PRENATAL BREAST FEEDING CLASS

— SUPPORT GROUPS INCLUDING BREAST FEEDING SUPPORT, BREAST CANCER

AWARENESS GROUPS, PERINATAL BEREAVEMENT, ASTHMA SUPPORT GROUP, WIDOW AND

WIDOWERS SUPPORT GROUP, GRIEF SUPPORT GROUP, PROSTATE CANCER SUPPORT

GROUP, AMPUTEE NETWORK, BRAIN INJURY SUPPORT GROUP, STROKE CLUB, LUPUS

SUPPORT GROUP, AND OTHERS

- HEALTH SCREENINGS INCLUDING SCREENINGS FOR OSTEOPOROSIS, CARDIAC

PROBLEMS, BLOOD PRESSURE, AND OTHER ISSUES

- FREE AND MOBILE CLINICS

A NUMERICAL SUMMARY OF COMMUNITY ACTIVITIES FOR HARFORD MEMORIAL HOSPITAL

IS AS FOLLOWS:

#OF STAFF HOURS # OF ENCOUNTERS
COMMUNITY HEALTH SERVICES 681 5,541
TRANSITIONAL CARE 0 0
COMMUNITY BENEFIT OPERATIONS 0 0

JSA Schedule O (Form 990 or 990-EZ) 2010
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Schedule O (Form 990 or 990-EZ) 2010 Page 2

Name of the organization Employer identification number
HARFORD MEMORIAL HOSPITAL, INC. 52-0591484

TOTAL COMMUNITY BENEFIT 681 5,541
DIRECT COSTS ($) INDIRECT COSTS ($)
COMMUNITY HEALTH SERVICES S 195,419 S 125,214
TRANSITIONAL CARE S 1,637,554 S 1,049,257
COMMUNITY BENEFIT OPERATIONS $ 0 S 0
TOTAL COMMUNITY BENEFIT S 1,832,973 S 1,174,471
OFFSETTING NET COMMUNITY
REVENUE ($) BENEFIT ($)
COMMUNITY HEALTH SERVICE S 112,642 S 207,991
TRANSITIONAL CARE S 0 S 2,686,811
COMMUNITY BENEFIT OPERATIONS $ 0 S 0
CHARITY CARE S 0 S 1,439,219
TOTAL COMMUNITY BENEFIT S 112,642 S 4,334,022

COMMUNITY OUTREACH

IN 2010, HEALTHLINK HAD APPROXIMATELY 22,350 COMMUNITY-WIDE ADULT

CONTACTS THROUGH THEIR SCREENING AND EDUCATION PROGRAMS, FLU VACCINATION

CLINICS, SUPPORT GROUPS AND HEALTHLINK PRIMARY CARE CLINIC VISITS.

APPROXIMATELY 5,449 OF THESE CONTACTS WERE FOR HEALTH SCREENINGS (BLOOD

PRESSURE, BODY FAT, CHOLESTEROL, OSTEOPOROSIS, STROKE, SLEEP, DIABETES

RISK ASSESSMENTS, FOOT AND EYE SCREENINGS, AND CANCER SCREENINGS). AN

ADDITIONAL 3,890 CONTACTS WERE REALIZED THROUGH THE HEALTHLINK PRIMARY

CARE CLINIC. OVER 2,000 INFLUENZA VACCINATIONS WERE ADMINISTERED

COUNTYWIDE. IN ADDITION TO INFLUENZA VACCINATIONS, COMMUNITY OUTREACH
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PROVIDED AN ADDITIONAL 56 HIN1 VACCINATIONS. COMMUNITY OUTREACH ALSO

PROVIDED LOCAL BUSINESSES WITH EMPLOYEE HEALTH SCREENINGS AND

VACCINATIONS TOTALING 469 ENCOUNTERS. AND MORE THAN 6,000 HARFORD COUNTY

CHILDREN RECEIVED HEALTH EDUCATION FROM UPPER CHESAPEAKE COMMUNITY

OUTREACH.

SENIOR CENTER PROGRAMS

- IN ADDITION TO COMMUNITY HEALTH HOLDING MONTHLY BLOOD PRESSURE

SCREENINGS AT ALL FIVE SENIOR CENTERS, SPRING HEALTH CARNIVALS WERE HELD

AT EACH CENTER. THE FOCUS WAS ON GENERAL HEALTH AND WELL-BEING AS WELL AS

STAYING ACTIVE. HEALTH SCREENINGS AND PHYSICAL ACTIVITIES WERE PROVIDED

IN A CARNIVAL ATMOSPHERE BY COMMUNITY OUTREACH. APPROXIMATELY 200 SENIORS

PARTICIPATED IN ONE OF THE CARNIVALS.

CHILDREN'S PROGRAMS

- A TOTAL OF 887 CHILDREN WERE INVOLVED WITH OUR GLO GERM PROGRAM. THIS

IS A PROGRAM THAT EMPHASIZES HOW INFECTION IS SPREAD AND THE IMPORTANCE

OF GOOD HAND WASHING HABITS.

- APPROXIMATELY 2,070 CHILDREN WERE EXPOSED TO OUR "KATU" (KIDS AGAINST

TOBACCO USE) PROGRAM AND NEW SMOKING OUT THE TRUTH. THESE PROGRAMS TEACH

CHILDREN, ADOLESCENTS, AND TEENS ABOUT THE DANGERS ASSOCIATED WITH

TOBACCO USE. "TOXIC SOUP" IS A PROGRAM THAT ADDRESSES THE EFFECTS OF

SECONDHAND SMOKE, WHICH IS A PROGRAM INCLUDED AT TIMES.
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- APPROXIMATELY 219 CHILDREN ATTENDED OUR TEDDY BEAR CLINICS. THIS IS A

PROGRAM THAT FAMILIARIZES CHILDREN WITH THE HOSPITAL EXPERIENCE.

- "BE SMART ABOUT BODY ART" WAS DEVELOPED IN 2007. IT EDUCATES TEENS

ABOUT THE POTENTIAL DANGERS ASSOCIATED WITH BODY PIERCING AND TATTOOING.

THIS PROGRAM HAS BEEN VERY SUCCESSFUL WITH OVER 393 TEENS BEING EDUCATED

IN 2010.

"HOW SWEET IT IS" WAS A NEW INTERACTIVE PROGRAM DEVELOPED THIS YEAR.

THE PROGRAM EDUCATES CHILDREN AND ADULTS ON THE SUGAR CONTENT IN MANY OF

THEIR FAVORITE DRINKS INCLUDING JUICE BOXES, SPORTS DRINKS, SODA,

FLAVORED WATER, AND POPULAR COFFEE DRINKS.

- OVER 275 UNDERSERVED CHILDREN WERE FITTED AND GIVEN A BIKE HELMET

THROUGH HEALTHLINK EVENTS IN 2010.

MORE THAN 6,000 HARFORD COUNTY CHILDREN PARTICIPATED IN ONE OF THE ABOVE

LISTED CHILDREN'S PROGRAMS IN 2010.

VACCINES

COMMUNITY OUTREACH ADMINISTERED APPROXIMATELY 2,000 COMMUNITY FLU

VACCINATIONS AND AN ADDITIONAL 56 HIN1 VACCINATIONS.

"DINING WITH DOCS" LECTURES

IN 2010, "DINING WITH DOCS" COMMUNITY LECTURES WERE HELD AT BOTH UPPER

CHESAPEAKE MEDICAL CENTER AND HARFORD MEMORIAL. A TOTAL OF 138 COMMUNITY
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RESIDENTS ATTENDED THE LECTURES.

1IN2N3N CANCER EVENT

FREE CANCER SCREENINGS WERE OFFERED AT A HALF DAY COUNTYWIDE CANCER

EVENT. OVER EIGHT COUNTY AGENCIES PARTNERED WITH COMMUNITY OUTREACH TO

PROVIDE CANCER EDUCATION AND SCREENINGS TO MORE THAN 178 COUNTY

RESIDENTS. THE EVENT WAS HELD AT HARFORD COMMUNITY COLLEGE. THE KEYNOTE

SPEAKER WAS JAYNE MILLER FROM CHANNEL 11 AND THREE OF UPPER CHESAPEAKE

PHYSICIANS PROVIDED LECTURES ON CANCER SCREENINGS, ENVIRONMENTAL EFFECTS

AND CANCER, AS WELL AS THE IMPORTANCE OF TAKING TIME FOR YOU.

HEALTHLINK COMMUNITY WELLNESS CENTER

IN 2010, THE HEALTHLINK COMMUNITY WELLNESS CENTER, WHICH OPERATES FROM

THE HL MEDICAL MOBILE VAN, HAD 160 RESIDENTS PARTICIPATE IN ONE OF THE

AVATILABLE HEALTH SCREENINGS OFFERED THROUGHOUT THE YEAR. A THIRD LOCATION

AT CARDIFF SHOP RITE WAS ADDED MID-YEAR.

PRIMARY CARE CLINIC

THE HEALTHLINK PRIMARY CARE CLINIC (PCC) PROVIDED PRIMARY CARE ON A

SLIDING FEE SCALE TO LOW INCOME ADULTS AGE 19 AND ABOVE WHO ARE UNINSURED

OR UNDERINSURED AND MEET SPECIFIC INCOME CRITERIA. 1IN 2010, THE PCC HAD

APPROXIMATELY 1,500 ESTABLISHED PATIENTS AND A TOTAL OF 3,890 PATIENT

ENCOUNTERS, UP FROM 3,498 PATIENT VISITS IN 2009.

HEALTHLINK CALL CENTER
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-IN 2010, OUR HEALTHLINK CALL CENTER HANDLED APPROXIMATELY 7,500 CALLS.

THIS INCLUDED ALMOST 1,300 PHYSICIAN REFERRAL AND 2,600 SERVICE CALLS. A

NEW CALL CENTER PROGRAM AND SOFTWARE, ECHO, WAS INSTALLED IN 2010.

- THE "FLU HOTLINE" WAS REINSTATED TO KEEP THE COMMUNITY BETTER INFORMED

ABOUT THE LOCATIONS AND TIMES THAT FLU CLINICS WERE BEING HELD THROUGHOUT

THE COUNTY. AS NEW INFORMATION BECAME AVAILABLE OR CHANGED, THE RECORDING

ON THE HOTLINE WAS UPDATED SO THAT RESIDENTS COULD GET ACCURATE

INFORMATION.

SUPPORT GROUPS

TWO HEALTHLINK RNS FACILITATE COUNTYWIDE SUPPORT GROUPS:CHD STROKE AND

DIABETES. BOTH GROUPS MEET MONTHLY; THE STROKE GROUP MEETS AT UCMC AND

THE DIABETES GROUP MEETS AT THE ABERDEEN SENIOR CENTER. THE STROKE GROUP

AVERAGES 12 PARTICIPANTS PER MEETING (144 PARTICIPANTS PER YEAR) AND THE

DIABETES GROUP AVERAGES 17 PARTICIPANTS PER MEETING (204 PARTICIPANTS PER

YEAR) .

HEALTHLINK AND COMMUNITY HEALTH IMPROVEMENT COALITIONS AND COMMITTEES

- HARFORD COUNTY SCHOOL HEALTH BOARD

- HARFORD COUNTY TOBACCO COALITION

- HARFORD COUNTY CANCER COALITION

- HARFORD COUNTY HIGHWAY SAFETY COMMITTEE

- OFFICE ON AGING ADVISORY BOARD
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- HARFORD COUNTY HOMELESS ADVISORY BOARD

ATTACHMENT 1

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

AN ACUTE CARE, NON-PROFIT HOSPITAL, HARFORD MEMORIAL HOSPITAL OFFERS
A FULL COMPLEMENT OF MEDICAL, DIAGNOSTIC, AND EMERGENCY CARE
SERVICES. THE HOSPITAL HAS A STATE-OF-THE-ART ICU/PCU AND A BUSY
EMERGENCY DEPARTMENT THAT CARES FOR OVER 50,000 PATIENTS A YEAR.
HARFORD MEMORIAL OFFERS SPECIALIZED, HOSPITAL-BASED SERVICES,
INCLUDING A BARIATRIC SURGERY PROGRAM, ANTICOAGULATION MANAGEMENT,
CENTER FOR WOUND CARE, INPATIENT AND OUTPATIENT BEHAVIORAL HEALTH
SERVICES, JOINT CENTER FOR HIP AND KNEE REPLACEMENT, AND A SLEEP

DISORDER CENTER.

ATTACHMENT 2

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

NAME AND ADDRESS DESCRIPTION OF SERVICES COMPENSATION

NORTHERN CHESAPEAKE ANESTHESIA ASSOC PHYSICIAN FEES 1,178,503.
P.O. BOX 89
BEL AIR, MD 21014

HASKINS, COOK & O'MARA, MD.PA PHYSICIAN FEES 213,268.
10845 PHILADELPHIA ROAD
WHITE MARSH, MD 21162

NORTHEAST BALTIMORE ACUTES DAVITA DIALYSIS SERVICES 201, 648.
P.O. BOX 403008
ATLANTA, GA 30384

MEDQUIST TRANSCRIPTIONS LTD TRANSCRIPTION SRVS 189,110.
PO BOX 29307
NEW YORK, NY 10087

SHEPPARD PRATT HEALTH SYSTEM MANAGEMENT SRVS 183,717.
6501 N. CHARLES STREET
BALTIMORE, MD 21204
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ATTACHMENT 2 (CONT'D)
990, PART VII- COMPENSATION OF THE FIVE HIGHEST PAID IND. CONTRACTORS
NAME AND ADDRESS DESCRIPTION OF SERVICES COMPENSATION

TOTAL COMPENSATION

1,966,246.
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(SF%';'IE%ES"(;)E R Related Organizations and Unrelated Partnerships 2010
Department of the Treasury P Complete if the organization answered "Yes" to Form 990, Part IV, line 33, 34, 35, 36, or 37. Open to Public
Internal Revenue Service P Attach to Form 990. P> See separate instructions. Inspection
Name of the organization Employer identification number
HARFORD MEMORIAL HOSPITAL, INC. 52-0591484

Identification of Disregarded Entities (Complete if the organization answered "Yes" on Form 990, Part IV, line 33.)

(a) (b) (c) (d) (e)
Name, address, and EIN of disregarded entity Primary activity Legal domicile (state Total income End-of-year assets Direct controlling
or foreign country) entity
]
@
e
B IO
)
®
Part II Identification of Related Tax-Exempt Organizations (Complete if the organization answered "Yes" on Form 990, Part IV, line 34 because it had
one or more related tax-exempt organizations during the tax year.)
(a) (b) (c) (d) (e) (f) i
Name, address, and EIN of related organization Primary activity Legal domicile (state | Exempt Code section | Public charity status Direct controlling Section 51f|(b(‘j)(13)
or foreign country) (if section 501(c)(3)) entity c%nr:[i(zyg
Yes No
(1) UPPER CHESAPEAKE HEALTH FOUNDATION, INC. 5 2 _ l 3 9 8 5 O 7
T 520 UPPER CHESAPEAKE DRIVE | BEL ATR, MD 21014 | FIN SUPPORT MD 501 (C) (3) 112 N/A X
(2) UPPER CHESAPEAKE MEDICAL SERVICES, INC. 5 2 _ l 5 O l 7 3 4
520 UPPER CHESAPEAKE DRIVE | BEL AIR, MD 21014 | PHYSICIAN SVC |MD 501 (C) (3) 9 UCHS/UMMS VN X
(3) UPPER CHESAPEAKE/ST. JOE'S HOME CARE, IN 5 2 — l 2 2 9 7 4 2
520 UPPER CHESAPEAKE DRIVE | BEL AIR, MD 21014 | HOSPICE CARE |MD 501 (C) (3) 9 UCHS/UMMS VN X
@)_ UPPER CHESAPEAKE MEDICAL CENTER, INC. 5 2 _ l 2 5 3 9 2 0
520 UPPER CHESAPEAKE DRIVE | BEL AIR, MD 21014 | HOSPITAL CARE |MD 501 (C) (3) |3 UCHS/UMMS VN X
(5) UPPER CHESAPEAKE PROPERTIES, INC. 5 2 _ l 9 O '7 2 3 7
520 UPPER CHESAPEAKE DRIVE | BEL AIR, MD 21014 | TITLE HOLDING |MD 501(C) (2) | N/A UCHS/UMMS VN X
(_6 UPPER CHESAPEAKE HEALTH SYSTEMS, INC. 5 2 _ l 3 9 8 5 l 3
520 UPPER CHESAPEAKE DRIVE BEL ATR, MD 21014 HLTHCARE SVCS |MD 501 (C) (3) 11C;III-FI |UCHS/UMMS VN X
(_7)_ UPPER CHESAPKE RESIDENTIAL HOSPICE HOUSE 2 6_ O 7 3 '7 02 8
520 UPPER CHESAPEAKE DRIVE | BEL AIR, MD 21014 | HOSPICE CARE |MD 501 (C) (3) |7 UCHS/UMMS VN X
For Paperwork Reduction Act Notice, see the Instructions for Form 990. Schedule R (Form 990) 2010
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. . . | OMB No. 1545-0047
?F%T;E%%)E R Related Organizations and Unrelated Partnerships 2010
Department of the Treasury P> Complete if the organization answered "Yes" to Form 990, Part IV, line 33, 34, 35, 36, or 37. Open to Public
Internal Revenue Service P Attach to Form 990. P> See separate instructions. Inspection
Name of the organization Employer identification number
HARFORD MEMORIAL HOSPITAL, INC. 52-0591484
Identification of Disregarded Entities (Complete if the organization answered "Yes" on Form 990, Part IV, line 33.)
(a) (b) (c) (d) (e)
Name, address, and EIN of disregarded entity Primary activity Legal domicile (state Total income End-of-year assets Direct controlling
or foreign country) entity
.\
e
)
U
)
.
Part II Identification of Related Tax-Exempt Organizations (Complete if the organization answered "Yes" on Form 990, Part IV, line 34 because it had
one or more related tax-exempt organizations during the tax year.)
(a) (b) (c) (d) (e) (f) i
Name, address, and EIN of related organization Primary activity Legal domicile (state | Exempt Code section | Public charity status Direct controlling Section 51f|(b(‘j)(13)
or foreign country) (if section 501(c)(3)) entity c%nr:[i?yg
Yes No
(1) HEALTHY HARFORD, INC. 52-1944325
T 2027 PULASKT HWY, SUITE 215 | HAVRE DE GRACE, MD 21078 | HEALTH INIATV |MD 501 (C) (3) 7 N/A X
e
e
. ]
B
% ]
U
For Paperwork Reduction Act Notice, see the Instructions for Form 990. Schedule R (Form 990) 2010
JSA
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ey Identification of Related Organizations Taxable as a Partnership(Complete if the organization answered "Yes" on Form 990, Part IV, line 34
because it had one or more related organizations treated as a partnership during the tax year.)
(a) (b) (c) (d) (e) (9) (h) (i) (1)] (k)
Name, address, and EIN Primary activity Legal Direct controlling _ Predominant Share of total Share of end-of-year| pisproportionate Code V-UBI Generalor | Percentage
of domicile entity 'nci’]’:%gg(ajted' income assets alocatons? | @mount in box 20 | managing | ownership
related organization (state or excluded from of partner?
foreign tax under Schedule K-1
country) sections 512-514) (Form 1065)
Yes| No Yes| No
(1)_ucus/umms_VENTURE LLC_52-21780 |
520 UPPER CHESAPEAKE DRIVE MEDICAL SERVICES MD N/A N/A
(2)_ucHs UmMs_REAL ESTATE_TRUST 27 |
520 UPPER CHESAPEAKE DRIVE HOLD LAND MD N/A N/A
s ]
]
)
@® __ ]
o _ ]
sy Identification of Related Organizations Taxable as a Corporation or Trust(Complete if the organization answered "Yes" on Form 990, Part IV,
line 34 because it had one or more related organizations treated as a corporation or trust during the tax year.)
a (b) (c) (d) (e) (9) (h)
Name, address, and EIN of related organization Primary activity Legal domicile Direct controlling Type of entity Share of total income Share of Percentage
(state or entity (C corp, S corp, end-of-year assets ownership
foreign country) or trust)
(1) UPPER CHESAPEAKE HEALTH VENTURES, INC. _____ 52-2031264 __|
520 UPPER CHESAPEAKE DRIVE BEL AIR, MD 21014 MISC. SERVICE MD N/A C CORP
(2) UPPER CHESAPEAKE MED. OFFICE BLDG, INC. _____ 52-1946829 __|
520 UPPER CHESAPEAKE DRIVE BEL AIR, MD 21014 REAL ESTATE MD N/A C CORP
(3)_ UPPER CHESAPEAKE MGMT SVCS ORG, INC. _______ 52-1946025 __|
520 UPPER CHESAPEAKE DRIVE BEL AIR, MD 21014 MANAGEMENT SV MD N/A C _CORP
_(4)_Uc MEDICAL_GENTER IAND_CONDOMINIUM, INC. ___ _ 77-0674478 __|
520 UPPER CHESAPEAKE DRIVE BEL AIR, MD 21014 REAL ESTATE MD N/A C _CORP
(5) UPPER CHESAPEAKE INSURANCE COMPANY, LTD._ ____ 98-0468438 _
P.O. BOX 1109 KY1-1102 GRAND CAYMAN, CAYMAN ISLANDS CJ CAPTIVE INSUR CJ N/A LTD.
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Transactions With Related Organizations (Complete if the organization answered "Yes" to Form 990, Part IV, line 34, 35, 35a, or 36.)
Note. Complete line 1 if any entity is listed in Parts 11, Ill, or IV of this schedule. Yes | No
1 During the tax year, did the organization engage in any of the following transactions with one or more related organizations listed in Parts 1I-1V?
a Receipt of (i) interest (ii) annuities (iii) royalties or (iv) rentfromacontrolled entity . . . . . . . . o v o i o L e e e e e e e e e e s 1a | X
b Gift, grant, or capital contribution to other organization(s) . . . . & v ¢ o i L e i e e e e e e e e e e e e e e e e e e s 1b X
c Gift, grant, or capital contribution from other organization(s) . . . . . v & v i L L e e e e e e e e e e e e e e e e e 1c | X
d Loans orloan guarantees to or for other organization(s) . . . . . & o v i i i i e e e e e e e e e e e e e e e e e e 1d X
e Loans orloan guarantees by otherorganization(s) . . . . & v v v i i i i i e e e e e e e e e e e e e e e e r e e e 1e X
f Saleofassetstootherorganization(s) . . . . v o v v v i i i i L e e e e e e e e e e e e e e e e 1f X
g Purchase of assets from other organization(s) . . . . &« v o v v i i i i i e e e e e e e e e e e e e e e e e e 19 X
N EXChaNGe Of 8SSEES « « « v v v v v v e e vt e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e 1h X
i Lease of facilities, equipment, or other assets to other organization(s) . . . . . & v v o v i i i i i L L e e e e e e e e e e e e s 1i X
j Lease of facilities, equipment, or other assets from other organization(s) . . . .« v & v v i i i i i L e e e e e e e e e e e e e e e s 1j X
k Performance of services or membership or fundraising solicitations for other organization(s) . . . . . . & v o i L i L L e e e e e s e e e s 1k X
I Performance of services or membership or fundraising solicitations by other organization(s) . . . . . . v & v v o i i i i L i e e e e e e s 1l X
m Sharing of facilities, equipment, mailing lists, orotherassets . . . . . . . v o v i i i i i L e e e e e e e e e e e e e e e e s im| X
n Sharing of paid emMpPIOYEes . . & . v o v i i e e e e e e e e e e e e e e e e e e e a e e e a e s in| X
o Reimbursement paid to other organization for expenses . . . . . . o i i i i h e e e e e e e e e e e e e e e 10| X
p Reimbursement paid by other organization for expenses . . . . . . v i i i e i e e e e e e e e e e e e e e e s 1p X
q Other transfer of cash or property to other organization(s) . . . . .« v o v i i i i i i i e e e e e e e e e e e e e e e e 19 X
r  Other transfer of cash or property from other organization(s) . . & & v v & i i i i i i it i e e e e e e e e e waea e aaeaae e aaeae e aaas 1r X
2 If the answer to any of the above is "Yes," see the instructions for information on who must complete this line, including covered relationships and transaction thresholds.
(a) (b) (d)
Name of other organization Transaction Amount((i:r:volved Method of determining
type (a-r) amount involved
()]
(2)
(3)
(4)
(5)
(6)
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Page 4

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

Provide the following information for each entity taxed as a partnership through which the organization conducted more than five percent of its activities (measured by total assets
or gross revenue) that was not a related organization. See instructions regarding exclusion for certain investment partnerships.

@ (b)

Name, address, and EIN of entity Primary activity

(c)
Legal domicile
(state or foreign
country)

(d)

Are all partners
section
501(c)(3)
organizations?

Yes

No

(e)
Share of
end-of-year
assets

(U]

Disproportionate
allocations?

Yes

No

(9) (h)
Code V-UBI General or
amount in box 20 managing
of Schedule K-1 partner?
(Form 1065)
Yes | No

JSA
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Schedule R (Form 990) 2010 Page 5
Supplemental Information

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

instructions).
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