JEA

IRS e-file Signature Authorization
- . . OMB No, 1545-1678
~n8879-EQ for an Exempt Organization ’
For calendar year 2010, or fiscal year beginning _0_7__ __0,_1_ _ _ , 2010, and ending _0_6_/_3_Q, e 1 20 __1_1_ _
Deparlment of the Tressury » Do not send to the IRS. Keep for your records. 2@ 1 u
Inlemal Ravenue Service » See instructions on back,
Name of exempt organization Employer [dentification number
MERCY MEDICAL CENTER 52-0591658

Name and title of officer

JOHN TOPPER, SR VP/CFO/TREASURER

Type of Return and Return Information (Whole Dollars Only)
Check the box for the return for which you are using this Form 8879-E0 and enter the applicable amount, if any, from the
return. If you check the box on line 1a, 2a, 3a, da, or 5a, helow, and the amount on that line for the return being filed with this
form was blank, then leave line 1b, 2b, 3b, 4b, or 5b, whichever is applicable, biank (do not enter -0-). But, if you entered
-0~ on the return, then enter -0- on the applicable line below. Do not complete more than 1 line in Part |.

1a Form 990 check hera » | X| b Total revenue, if any (Form 990, Part VIIl, column (A), line 12), | 1b 413922646.
2a Form 990-EZ chack here » b Total revenue, if any (Form 990-EZ, line9), . _ ., ... ... 2b
3a Form 1120-POL check here » _| b Total tax (Form 1120-POL, line 22) = | T, 3b
4a Form 990-PF check here » [_J__}i b Tax based on Investment income (Form 990-PF, Part VI, line 5) , 4b
5a Form 8868 check hare » b Balance Due (Form 8868, Part |, line 3c or Part I}, line 8c)_ | |, | . 5b

XYY Declaration and Signature Authorization of Officer

Under penalties of perjury, | declare that | am an officer of the above organization and that | have examined a copy of the organizatlon's
2010 electronic return and accompanying schedules and statements and to the best of my knowledge and belief, they are true,
correct, and complete. | further declare that the amount In Part | above is the amount shown on the copy of the organization's
electronic return. | consent to allow my Intermediate service provider, transmitter, or electronic return originator (ERO) to send the
organization's return to the RS and to recelve from the IRS (a} an acknowledgement of receipt or reason for rejection of the
fransmission, (b) the reason for any delay in processing the return ot refund, and (c) the date of any refund. If applicable, | authorize
the U.S. Treasury and its designated Financlal Agent to initlate an alectronic funds withdrawal (direct debit} entry to the financial
instltution account indicated in the tax preparation softwars for payment of the organization's federal taxes owed on this return,
and the financial institution to debit the entry to this account, To revoke a payment, | must contact the U.S. Treasury Financial
Agent at 1-888-353-4537 no later than 2 business days prior to the payment (settlement) date. | also authorize the financial institutions
involved In the processing of the electronic payment of taxes to recelve confidential information necessary to answer inquiries and
resolve issues related to the payment. | have selected a personal identification number (PIN) as my signature for the organization's
electronic return and, if applicable, the organization's consent to electronic funds withdrawal. ‘

Officer's PIN: check one box anly
i authorlze COHEN, RUTHERFORD + KNIGH to enter my PIN 114]2]1]3 as my signature

ERC firm name Enter five numbers, but
dao not enter all zeros

on the organization's tax year 2010 electronically filed return. If | have Indicated within this return that a copy of the return
is belng fled with a state agency(ies) regulating charities as part of the IRS Fed/State program, | alsc authorize the
aforementioned ERO ta enter my PIN on the return's disclosure consent screen.

D As an officer of the organization, ! will enter my PIN as my signalure on the organization's tax year 2010 slectrenically
filed return. If ! have Indlcated within this return that a copy of the return is being filed with a state agency(les) regulating

charities aWhZ :RS Fed/State program, | will enter my PiN on the return's disciosure consent screaen.
Officer's signatura > — Date P S | i ]‘\‘E)/

Part 1l ortification #hd Authentida
ERO's EFIN/PIN. Enter yotr-skedigit-etféctronic filing identification
number {EFIN) followed by your five-digit self-selected PIN. 5|2{0|5]1|5]2]0{8j1]7

do not enter all zercs

| certify that the above numeric entry Is my PIN, which is my signature on the 2010 electronically flled return for the organization
indicated above. | confirm that | am submitting this return in accordance with the requirements of Pub. 4163, Modernized e-File

(MeF) Information for Authorized IRS e-file Providers for Business Returns.

(_dZom oo 0570472012

ERO Must Retain This Form - See Instructions
Do Not Submit This Form To the IRS Unless Requested To Do So

For Paperwork Reduction Act Notice, see back of form.

ERO's signature P

Form 8879-EQ z010)
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rom 990

benefit trust or private foundation)

Department of the Treasury

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

OMB No. 1645-0047

QCpen to Public

Internal Revenue Service P The organizaticn may have to use a copy of this return to satisfy state reporting raguirements. Inspection
A For the 2010 calendar year, or tax year beginning 07/01, 2010, and ending 06/30,2011
€ Name of organization D Employer identification number
B owckimaice: | ypROY MEDICAL CENTER 52-0591658
foss Doing Business As
Name changa Number and street (or P.O. box If mail Is not delivered to strest address) Room/sulite E Telephone number
Initlal refumn 301 ST, PAUL PLACE {410) 332-9000
Terminated Clty or town, state or country, and ZIP + 4
Amended BALTIMORE, MD 21202 G Gross recelpls $ 415,667,358,
;‘gflg?:;'“" F Name and address of principal officer: THOMAS MULLEN H(a) I:fflti?ai?e.: graup esturn for H Yes Ne
301 ST PAUL PLACE BALTIMORE, MD 21202 Hib} Are all affiliatas included? Yes Mo
I Tax-exempt status: | X | 501 (c)(3) | | 501(c) ( ) o ({insert no.) l ‘ 4947(a)(1) or | | 527 If "No," atiach a llst. {sea Instructions}
J  Website: p» WWW.MDMERCY , COM H(c) Group examption pumber
K Form of organization: | X | Corporation I | Trustl |Associaiion ‘ ‘ Other | L Year of formation: 194 9| M Stats of legal domiile:  MD

Summary
1 Briefly describe the organlzation's mission or most significant activities: . _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ e
o| ~GROUNDED IN A VISION OF GOD'S HEALING LOVE FOR ALL PEOPLE, WB ARE
€|  COMMITTED TO PROVIDING HEALTHCARE FOR PERSONS OF EVERY CREED, COLOR,
5| ~ AND ECONOMIC AND SOCIAL CONDITION IN BALT CITY, CENTRAL MD AND BEYOND.
é 2 Chack this box W I:l If the organization discontinued its operations or disposed of more than 25% of its net assets,
of [ 3 Number of voting membears of the governing bedy (Part VI, inea) |, _ . . . . e s i e e e e e 3 7.
_@ 4 Number of independent voting members of the governing body (Part VI, line 1y . . .. ... ....... 4 1,
E 5 Total number of individuals employad in calendar year 2010 (PartV, e 2a) . . . . . .. . . ... 5 3,403.
&| 6 Total number of volunteers (estimate if necessary) _ . .. . ... .. e e e e e e 6 154.
7a Total gross unrelated business revenus from Part VI, column (C), line 12 T 7a 677,832,
b Net unrelated business taxable income from Form 990-T, line 34 .+ & v & 4 o« @ & 4 v o s & x & = o 2 o 5 o 5 &= 7h -435,788.
Prior Year Current Year
o| 8 Gontributions and grants (PartVIIl, like Thy 10,673,654. 12,148,485,
% 9 Program service revenue (Part VIl line 20} L L s s e e e e e e e e 361,778,126, 384,499,547,
E 10 Investment income (Part VIII, column {A), ines 3,4, and7d), . . .. ... ... ... 3,206,570, 4,780, 746.
11 Other revenue (Part VIII, column (A}, lines 5, 8d, 8¢, 9¢, 10¢, and e} . .. 11,860,031. 12,483,868,
12 Total revenue - add linas & through 11 (must aqual Part VIII, column {A), line 12}, . . . . . . 387,518,381, 413,922,646,
13 Grants and similar amaunts paid (Part IX, column (A), fnes1-3) 0. 0.
14 Benefits paid to or formembers (Part IX, column (A), linedy 0. 0.
@ 15 Salarigs, other compensation, employee benefits (Part IX, column (A), lines 5-10) . . 166,554,477, 179,580,535,
E 16a Professional fundraising fees (Part [X, column (A), line 11e) 0 0.
o =
“117 Other expenses (Part1X, column (&), Ines 11a-11d, 19£.240) . ... .. ... 184,825,680, 211,835,638.
18 Total expenses. Add lines 13-17 (must equal Part IX, column (A), line25) _ . _ . . . .. 351,380,157.1 391,226,173.
19 Revenue less expensas, Subtract ine 18 fromiine 12, . . ., 4 v o v v v v v uu e 36,138,224, 22,696,473,
G § Beginning of Current Year End of Year
%E 20 Totalassets (PartX,lin@16) . _ . . e 798,086,962, 815,479,823,
%% 21 Total liabilities (Part X, Ime26) _________ o 552,550,779, 540,093,894,
25 Net assets of fund balances. Subtract e 21 from e 20, + « « » « 2 v oo v v ne e oo 245,536,183.] 275,385,929,

Signature Block

Under penalties of perjury, | declare that | have examined this return, including accompanying sehedules and statements, and to the best of my knowledge and bellef, it is true,
correct, and complete. Declaration of preparer (cther than officer} is based on all Information of which preparer has any knowlec[ga

Sign )
Here Slgnature of officer Date
} Typa or printname and title
Print{Typa preparer's name Preparer's signature Date Check if PTIN
Paid self-
b TINA ECKLOFF 05/04/2012 |employed p [ || PO1074058
U;Bep;ﬁ; Frmsname B COHEN, RUTHERFORD + KNIGHT, PC Fim's EIN g 52-1202280
Firm's address P> 6903 ROCKLEDGE DRIVE, SUITE 50¢ BETHESDA, MD 20817-1800 Phone no. 301-828-1008
May the IRS discuss this return with the preparer shown above? (see instrUctions) |, . . W W v v v v v v v v v b v e b e o e e e | X | Yes | | No

For Paperwork Reduction Act Notice, see the separate instructions.

JSA
QE1010 1.000

5/4/2012 7:35:4% PM

Form 990 (2010)




Form 990 (2010) 52-0591658 Page 2

Statement of Program Service Accomplishments
Check if Schedule O contains a respense to any questioninthisPart Il . . . . .. ... .. et e i I_J

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-E27 _ _ . R [ Jves [X]no
If "Yes," describe these new services on Scheduls O,

3 Did the organization cease conducting, or make significant changes in how it conducts, any program
services? ... .. S [Jves [X]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 4847 (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 repotted.

4a (Code: ) {Expenses $  302,019,621. including grants of § ) (Revenue $ 396,315,583, )
ATTACHMENT 2

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

Ac (Code: ) (Expenses $ Including grants of 3 Y (Revenue $ )

4d Other program services. {Describe in Schedule O.)
{Expenses $ including grants of $ ) (Ravenue $ )

4e Total program service expenses » 302,019,621.

Form 990 (2010}
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Form 990 (2010} 52-0591658 Page 3
Checklist of Required Schedules
Yes | No
1 is the organization described in section 501(c)(3) or 4847(a)(1) (other than a private foundation)? If "Yes,”
COMPIBIO SCMBAUIE A v ¢ v v v v e vt v et et e e e e e e e e 1 X
2 Is the organization required to complete Schedule B, Schedule of Coniributors? (see instructions) « + + « « v o 4 & 2 X
3 Did the organization engage in direct or indirect political campaign activities on behalf of or in opposition fo
candidates for public office? If "Yes," complete Schedule C, Part!. . . . . . . o o i i ot i i i 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? /f "Yes," complete Schedile C,Partll. « « v v v o v o v i v i v v v o e v e s 4 X
5 Is the organization a section 501(c)(4), 501{c){5), or 501(c){8) organization that receives membership dues,
assessments, or similar amounts as defined in Revenue Procedure 98-197 If "Yes," complete Schedule G,
= | 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 SChedle D, Partl .« v v v v v v v e v e it v n n ot e m 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 histeric structures? If "Yes,” complete Schedule D, Partfl. . . . . . . . .. 7 ;S
8 Did the organization maintain cellections of works of art, historical treasures, or other similar assets? /f "Yos,"
complete Schedule D, Part Il « v v v o v o e e e e e e e ek 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? f "Yes”
complote Schedule D, ParflV . v v v v o e i i v v a s 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? {f "Yes," complefe Schedule D, PartV', . . . . ... f e e e e e e e e e e
11 If the organization's answer to any of the following questions is "Yes," then complete Schedule D, Parts VI,
VI, VIIL, X, or X as applicable.
a Did the organization repert an amount for land, buildings, and equipment in Part X, line 107 /f “Yes," complete
Schedte D, PArf VI L . . o o s s e e e e e e e e e e e e e e 11a| £
b Did the organization repert an amount for investments—other securities in Part X, line 12 that is 5% or more
of its total assats reported in Part X, line 187 If “Yes," complete Schedule D, Part Vit . . . . . .. ... ... .... 1b| 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 "Yas,” complete Schedute D, Part VI, . . . . . . . . .. .. ... 11¢c X
d Did the erganization report an amount for other assets in Part X, line 15 that is 5% or more of its total assets
reportect in Part X, line 167 If "Yes," complete Schedule D, PartIX . . . . 0 0 i e e e e e e e 11d| X
& Did the organization report an amecunt for other liabilities in Part X, line 257 if "Yes,* complete Scheduls D, PartX [11e| ¥
f Did the organization's separate or consolidated financial statements for the tax year include a footnote that addresses
the organization’s Jiability for uncertain tax positions under FIN 48 (ASC 740)7 If "Yes," complete Schedule D, PariX | | |, . . 11f X
12a Did the organization obtaln separate, independent audited financial statements for the tax year? # "Yes,”
complete Schedule D, Parts XL, XIL and Xl .« v v 0 o v v i i i i e i e e e e i e i e e e e e e e 12a X
b Was the organization included in consclidated, independent audited financial staternents for the tax yeai? f *Yas, " and if
the organization answered "No” o line 12a, then completing Schedule D, Parts XI, Xl and Xlifisoptional . . . .« . « « v « .« . 12| X
13 Is the organization a school described in section 170(B)(1)(A)(ii)? /f "Yes," complete Schedule £ . . . .. . .. .. 13 X
14a 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 ouiside the United States? If "Yes,” complete Schedule F, Parts { and V- - |14hb 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," complefe Schedule F, Parts ffand vV . . . . . . . 15 X
16 Did the arganization report on Part IX, column (&), line 3, more than $5,000 of aggregate grants or assistance
to individuals located outside the United States? If "Yes," complete Schedule F, Parts illand IV . . . . . . . .« .. 16 X
17 Did the organization report a total of more than $15,000 of expenses for professional fundraising services
on Part 1X, column (A), lines B and 11e? If "Yes," complete Schedule G, Part I (see instructions) . . . . « .« . . 17 X
18 Did the organization report more than $15,000 total of fundraising event gross income and contributions on
Part VI, lines 1c and 8a? If "Yes," complefe Schedufe G, Partll . .« v v v o v o v v v i i i s i i i e e e 18 X
19 Did the crganization report more than $15,000 of gross income from gaming activities on Part VIII, line 9a?
if "Yes,"complete Schedule G, Partill . . v v . i 0 i i i s i e e e e s 19 )8
20a Did the organization operate one or more hospitals? if "Yes," complete Schedule H . . . . . R F L E TR
b If "Yes" to line 20a, did the organization attach its audited financial statements to this retum? Note. Some Form
990 filers that operate one or more_hospitals must attach audited financial statements {see instructions} . . . . . 20bi X
JSA Form 890 (2010)
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Form 990 (2010} 52-0591658 Page 4
Checklist of Required Schedules (continued)
Yes | No
21 Did the organization report more than $5,000 of grants and other assistance to governments and organizations
in the United States on Part IX, column (&), line 1? /f "Yes," complete Schedule |, Parisland #, . . ... v 0 v .. 21 S
22  Did the organization report more than $5,000 of grants and other assistance to individuals in the United States
on Part IX, column (A}, line 27 If "Yes," complete Schedule I, Partsfandill .. .. .. o v i i i i na 22 X
23 Did the organization answer "Yes" to Part VI, Section A, line 3, 4, or 5 about compensation of the
organization's current and former officers, directors, trustess, key employees, and highest compensated
employees? If "Yes,"completo Schedlle d . . . . . . . i i e e e e e e e e 23| X
24a Did the organization have a tax-exempi 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, QO IO IINE 28, L . . L it i e s e it et e it aeenae o 24a| X
b Did the organization invest any proceeds of tax-exempt bonds beyond a temporary period exception? . . . . . . . 24b X
¢ Did the organization maintain an escrow account other than a refunding escrow at any time during the year
to defease any tax-exemptbonds? . . . . .. ... i e e e A & . 1= X
d Did the organization act as an "on behalf of" issuer for bonds outstanding at any time during the year?, . , . . . . |24d b
25a Section 501(c)(3) and 501(c){4} organizations. Did the organization engage in an excess benefit transaction
with a disqualified person during the year? If "Yes," complefe Schedufe L, Parti . . . .. D 41 X
b s 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-EZ7
If "Yos,” complete Scheatle L, PArtl. . . @ i e e e s 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 i . | 26 £
27 Did the organization provide a grant or other assistance to an officer, dirsctor, trustes, key employee,
substantial contributor, or a grant selection commiitee member, or to a person related to such an individual?
if “Yes," complete Schedule L, Part il . . . . @ 0 v v v it i i e e s e e e e e e e e e .
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): s -
a A current or former officer, director, trustee, or key employee? if "Yes," complefe Schedule L, Partiv. . . . . . .. 28a X
b A family member of a current or former officer, director, trustee, or key employee? If "Yes," complele
Schedule L, Part V. . . . . . ... Ch e e e e e e e e e e 28b S
¢ An entity of which a current or former officer, director, trustee, or key employee {or a family member thereof)
was an officer, director, trustee, or direct or indirect owner? If “Yes,” complete Schedule L, Part V . . . . . .. .. 28¢ X
29 Did the organization receive more than $25,000 in non-cash centributions? 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 Schedle M . . . . o o i i i e e e e e e e e e e 30 2
31 Did the organization liquidaie, tarminate, or dissolve and cease operations? f "Yes,” complete Schedule N,
13 31 X
32 Did the organization sell, exchange, dispose of, or transfer more than 25% of its net assets? ff "Yes"”
complete Schedule N, Partl#l, . . . .. ... e e S, 32 X
33 Did the organization own 100% of an entity disregarded as separate from the organlzatlon under Regulations
sections 301.7701-2 and 301.7701-37 if "Yes,"complete Schedufa R Part!, . « . « v v v v v v o v i v e v e v n s 33 X
34 Was the organization related to any tax-exempt or taxable entity? If "Yes,* complete Schedule R, Paris If, 1,
Noand VIIe T . o e e e e e e e e e e e e e e e e e e e e 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,
PartV, line 2 | e e e -Yes DNO
36  Section 501(0)(3) organizations. Did the orgamzatlon make any transfers to an exempt non-charitable
related organization? If “Yes," compiete Schedule R, Part V, line 2, . . . . . @ i i i i s e e e e a e e 36 X
37  Did the organization conduct more than 5% of its activities through an entity that is not a related organization
and fhat is treated as a partnership for federal income tax purposes? If "Yes," complete Schedule R
2 I I £
38 Did the organization compiete Schedule O and provide explanations in Schedule O for Part VI, lines 11 and
197 Note. All Form 290 filers are required to complete Schedule ©. . . . . . . . o 0 v i v i i v 4 v v aaaa 38 X
Form 990 {2010}
JBA
0E1030 1.000
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Form 990 (2010} 52-0591658 Page 5

Statements Regarding Other IRS Filings and Tax Compliance
Check if Schedule O contains a response to any questioninthis PartV. . .. .. ... ... oo in ... [ ]

o

2a

3a

b

4a

5a

Ga

Enter the number reported in Box 3 of Form 1096. Enter -0- if not applicable, , ., .......l1a 359
Enter the number of Forms W-2G included in line 1a. Enter -0- if not applicable, , . . ... .. L1b ‘
Did the organization comply with backup withholding rules for reportable payments to vendors and i
reportable gaming {gambling) winnings 1o prize winnersy, . . . . . i v v v v v i e e m e s e e
Enter the number of employees reported on Form W-3, Transmittal of Wage and Tax

Statements, filed for the calendar year anding with or within the year covered by this return , [ 2a l 3,40
If at least one is reported on line 2a, did the organization file afl required federal employment tax returns? | 2
Note. If the sum of lines 1a and 2a is greater than 250, you may be required to e-fife. (see instructions) :

Did the organization have unrslated business gross income of $1,000 or more during theyear? , . . . . ... .. 3a
If "Yes," has it filed a Form £90-T for this year? If “No," provide an explanation in Schedule O . . _ . . . . ... ... 3b X
At any time during the calendar vear, 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

See instructions for filing requirements for Form TD F 9C-22.1, Report of Foreign Bank and Financial Accounts.

Was the organization a party to a prohibited tax shelter transaction at any time during the taxyear? . . . . . ...

Did any taxable party notify the organization that it was or is a party to a prohibited tax shelter transaction? | 5b X
i "Yes," to line 5a or 5b, did the organization file Form 8886-T?, , . ... ... e ke e e e e e e e Jc

Does the organization have annua! gross receipts that are normally greater than $100,000, and did the

organization saliclt any contributions that were nottax deductible? | |, . . . . v o v vt v it i e e e 6a X
If "Yes," did the organization include with every solicitation an express statement that such contributions or

gifts were nottaxdeductible? , | . . . . . ... . e e e s _

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 |5
and services provided to the payor? | . . . . . . L L. L e e e .
b If "Yes," did the organizaticn notify the doneor of the value of the goods or services provided? . . . .. .. ... ..
¢ Did the organization sell, exchange, or otherwise dispose of tangible personal property for which it was
required to file Form 82827 . ... . .. .. 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 during theyear . _ , . ... ... ..... \ | 7d | = =
¢ Did the organization recelve any funds, directly or indirectly, tc pay premiums on a personal benefit contract? , | |
f Did the organization, during the year, pay premiums, directly or indirectly, on a personal benefit contract?
g If the organization received a contribution of qualified intellectual property, did the organization file Form 8899 as required? | , .
h If the erganization received a contribution of cars, boats, airplanes, or other vehicles, did the organization file a Form 1098.C? :

8 Sponsoring organizations maintaining donor advised funds and section 509(a}{3) supporting
organizations. Did the supporting organization, or a donor advised fund maintained by a sponsoring &
organization, have excess business holdings atany time duringtheyear? . . . . ... ... ... D,

9 Sponsoring organizations maintaining donor advised funds.

a Did the organization make any taxable distributions under section 40667 , , . . . . . . i« v i bt e s e ae e
b Did the organization make a distribution to a donor, donor adviser, or related person? |, | . . . . . v v o s e o v .
10 Section 501(c)(7) organizations, Enter:
a Initiation fees and capital contributions included on Part Vlil, line 12 . ., . ... ... ... 10a
b Gross receipts, included on Form 290, Part VI, line 12, for public use of club facilities , , , . {10b
11 Section 501(c}(12} organizations. Enter;
a Gross income from membars or sharehelders . . . . v v v v v e b sk m e e e e e e e 11a
b Gross income from other sources (Do net net ameunts due or paid to other sources
against amounts due or recaived from them.) . & . . . v v v v e e e e s e e e n e 11b
12a Section 4947(a)(1) non-exempt charitabie trusts. Is the organization filing Form 890 in lieu of Form 10417
b IF"Yes," enter the amount of tax-exempt interest received or accrued during the year | | | | . | 1 2b|
13 Section 501(¢)(29} qualified nonprofit health insurance issuers.
a Is the organization licensed to issue qualified health plansin more thanone state? ., , . .. .. . . ...« .. ...
Note. See the instructions for additional informaticn the organization must report on Schedule O.
b Enter the amount of reserves the organization is required to maintain by the states in which
the organization is licensed to issue qualified healthplans , _ . . . .. .. ... ... ... .. 13b
c Enterthe amount of reserves On hand ., . . . . L vt ot v b ot et a e n e ek e e e e 13¢ : :
t4a Did the organization receive any payments for indoar tanning services during the taxyear? , . ., .. .. ... .. 14a X
b _If ™es," has it filed a Form 720 to renort these payments? /f "No,” provide an explanation in Schedule O . . . . . . 14b

JEA
0E£1040 1.000

Form 990 (2010)
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Form 990 (2010) 52-0591658 Page 6
IR 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 instfructions.

Check if Schedule O contains a response to any question in this Part VI ........... v [X]
Section A. Governing Body and Management
Yes | Mo
fa Enter the number of voting members of the governing body at the end of the tax year « » . . - . | 12 L
b Enter the number of voting members included in line 1a, above, who are independent . . . . . . 1b
2 Did any officer, director, trustee, or key employee have a family relationship or a business relationship with
any other officer, director, trustes, orkey employee? . -« v v v v v v v v s i s s s e e e
3 Did the organization delegate control over managemant 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 organlzation make any significant changes te its governing documents since the prior Form 290 was filed? . . . « . . 4 S
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? . .« v o v o v o v e i i e e 6 | X
7a Does the organization have members, stockholders, or other persons who may elect ane or more members
of the governing body? . . .. .. ... .. .. e e e e e e e s e e e e e P
b Are any decisions of the governing body subject to approval by members, stockholders, or other persons? . . . . LfB.
B Did the organization contemparaneously document the meetings held or written actions undertaken during i
the year by the following:
a Thegoverningbody?. . . .« . v v v v w v n o e e e e e e ... | 82
b Each committee with authority to act on behalf of the governing body? . . . . . e e e e . .| 8b
9 Is there any officer, director, trustee, or key employee listed in Part VI, Section A, who cannot be reached at
the organization's mailing address? if "Yes," provide the names and addresses in Schedule O . . . . . . . ... .. 9 X
Section B. Policies (This Section B requests information about policies not required by the Internal Revenue Code.)
Yes | No
10a Does the organization have local chapters, branches, or affliates? . . . . .. - v v v v v v o n v e .. |10a X
b If "Yes," does the organizaticn have written policies and precedures governing the activities of such chapters,
affiliates, and branches to ensure their operations are censistent with those of the organization?. . . . . . s w .. 10D
11a Has the organization previded a copy of this Form 990 to all members of its governing body before fling the
form?. .. .. e e e e e e e e e s e e e e e ... 118 X.
b Describe in Schedule O the process, if any, usad by the organization to review this Form 990. : :':'3
12a Does the organization have a written conflict of interest policy? /f "No,"gotoline 13 . v « v v v v v a v s i .. [12a] X
b Are officers, dirsctors or trustess, and key employees required io disclose annually interests that could give
Hse to CONfliCtS? + v v v v v v s v e e e e e e e e e e e e .12bl X
¢ Does the organization regularly and consistently monitor and enforce compliance with the policy? if "Yes,”
describe in Schodule QROW NS ISONE « v v v v v e e e s e e m a e e m e e e e e e e 12¢| X
13 Does the organization have a written whistieblowsr policy?. « o o v v v v v o ot vt o et e e 13 | X

14
15

16a

Does the organization have a writien document retantion and destructlon policy?. . . .
Did the process for determining compensation of the following persons include a review and approval by
independent persons, comparability data, and contemporaneous substantiation of the deliberation and decision?
The organization's CEQ, Executive Director, of top management official . . ., .. . v o 0o o a o e 15a X
Other officers or key employees of the organization . . . . . ... .. ... e e e e e e
If "Yes" to line 15a or 15b, describe the proeess in Schedule O. (See instructions.)

Did the organization invest in, contribute assets to, or participate in a joint venture or similar arrangetment

with a taxable entity duringthe year?. . . . . .« . o v v v i oo ot e e e e e e e e 16a _X _
If "Yes," has the organization adopted a written zolicy or procedure requiring the organization to evaluate S
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 arran@emMents? . o o o « =+ 0 = v v o+ o 2 » =« o e s

Section C. Disclosure

17
18

19

20

List the states with which a copy of this Form 990 is required to be filed . =7 _ _ e
Saction 6104 requires an organization to make its Forms 1023 (or 1024 if applicable), 990, and 990-T (501(c)(3)s only)

avajlable for public inspection. Indicate how you make these available. Check all that apply.
Own website Ancther's website Upon request

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

policy, and financial statements availakle to the public.

State the namse, physical address, and telephene number of the person who possesses the books and records of the

organization; > JOHN_TOPPER 301 ST. PAUL PTACE BALTIMORE, MD 21202

410-332-9313

JSA
0E1G42 1.000
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Form 990 (2010) 52-0591658 Page T

ENRY] Compensation of Officers, Directors, Trustees, Key Employees, Highest Compensated Employees,
and Independent Contractors
Check if Schedule O contains a response to any questicn inthisPartVIl. . .. . ....... . oo E

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

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

e List all of the organization's current officers, directors, trustess (whsther individuals or organizations), regardiess of amount
of compensation. Enter -0- in columns (D}, (E), and (F) if nc compensation was paid.

® | st 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 employes)
who received reportable compensation (Box 5 of Form W-2 and/or Box 7 of Form 1099-MISC) of more than $100,000 from the
organization and any related organizations.

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

* List all of the organization's former directors or trustees that received, in the capacity as a former director or trustes of
the organization, more than $10,000 of reportable compensation frem 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.

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

(A (B) {©) {D) E) (F)
Name and Title Average | Position {check all that apply) Reportable Reportable Estimated
hours per | S Iz g HEEIRS compensation compensation amount of
weak ez z|g|5|27|3 from from related cther
wosobe (S| %3228 the organizations compensatich
hoursfor | G = | 2 g|®8 organization (W-2/1099-MISC) from the
org.:rllazi::jlcns 5— 5 8 '?? (W-2/1099-MISC) crganization
ATTACHMENT 3 inSchedue | § | & z and related
0) ® = organizations
a.
__(1yTHOMAS MULLEN ____ |
CHAIR, EX OFFICIO 15.00] X X 0) 1,252,955 33,264,
__(2)SAMUEL MOSKOWITZ |
EXEC VP/VICE CHAIR 34.00[ X X 1,277,842 0 31,571,
__(3)SCOTT SPIER MD
SECRETARY 33.501 X X 464,124 0 33,006.
__(4JOHN TOPFER
SR VP & CFO/TREASURER 15.00] X X 0 450,343 28,015.
__(5)SUSAN FINLAYSON |
SR VP/DIRECTOR 38.00] X 423,685, 0 18,807.
(6)TOM MALIA
T UBIRECTOR T 40.00| X 0, 0 0.
__(7)MICHAEL MULLANE __ |
SR VICE PRESIDENT CLINICAL PRf 25,00 X 131,353, 8] 2,199,
__{8)UUDITH WEILAND
SENIOR VP 15.00 X 374,620, 0 11,058.
__(9)ROBERT EDWARDS |
SENTOR VP 10,00 X 586,613, 0 31,690.
10WJAMES LEVY MD
TUUUBHYsIcian T 40.00 X 284,553 ] 0 41,735.
1MWILMA A S ROWE MD '
"7 "PRESIDENT MEDICAL STAFF | 39,00 X 658,186 0 32,154,
_(12)GARY MICHAEL _______  __ _______
SENTQR VP MARKETING/PLANNING 37,00 X 279,082 0 30,877.
_{13)pMY FREEMAN _____ |
EXFE VP/SECRETARY 0.00 X 634,642 0 6,735.
w4y
Jas ]
oae._ ]
Jsa, Farm 990 (2010)
DE 1041 1.000

5/4/2012 7:35:49 PM
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Page B

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

(A) B) (©) (D) E) (F}
Name and title Average Positlon {check all that apply) Reportable Raportable Estimated
nowspar (23 [E5] O [F[S T[] compensation compensation amount of
waek &2 \25 g:12%3 from from related other
(descrve | & g1%3 " 23 2 £ the organizations compensation
hoursfor |5 = | 3] g|"3 organization (W-2/1099-MISC) from the
g b 3
rolated & & 3 (W-2/1099-MISC) organlzation
organizations 2 2 and related
in Schedule O} % organizations
£,
an ]
a8 ]
o ]
ey ]
ey ]
@2 o]
@3 o]
@y
@8
@8 ]
@n ]
@8
1b Sub-total » 5,114,700, 1,703,302 301,111,
¢ Total from continuation sheets to Part VII, Section A |, ., , . .. ....... >
d Total (add lines tband e} . . . o v o oot n e e e »| 5,114,700] 1,703,302 301,111,
2 Total number of individuals {including but not limited to those listed above) who received more than $100,000 in

reportable compensation from the organization W 126

3 Did the organization list any former officer, director or trustee, key employee, or highest compensated
employee on line 1a? If "Yes,* complete Schaduile J for such individual . . . . . . o n e e e e e .
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 Schedufe J for such
individual . . o 0 v 0 0 e e e e e e e e e e e e e e e e e e e e,
5 Did any person listed on line 1a receive or accrue compensaticn from any unrelated organization or individual

for services rendered to the organization? If "Yes," complete Schedule J for such person

Section B. Independent Contractors

1

Complete this table for your flve highest compensated independent contractors that received more than $100,000 of

compensation from the organization.

(A} B
Name and buslness address Description of services

©

Compansation

ATTACHMENT 4

2

Total number of independent contractors {including but not timited to those listed above) who received
more than $100,000 in compensation from the organization b 74

JSA

QET050 1.000

57472012 7:35:49 PM

Form 990 (2010)




Form 990 {2010) 52-0591658 Page 9
X: Statement of Revenue
s - = - (A} (B} © (M)
= - = = = : Total revenue Related or Unrefated Revanue
o o o exempt business excluded from tax
e m% o = e function revenue under sections
S "“‘“‘ = = e revenue 512, 513, or 514
%,g 1a Federated campaigns « « « v = = » . |18 = = = -
£3| b Membershipdues .. .......|1b =
gg ¢ Fundraisingevents « . « « v « . . . [1C o = = i 1
B8 | d Related organizations . . . . . . . . | 1d 7,540,143, e e = =
g £| e Government grants (contributions) . . | 1€ 918,655, |\ ani = - =
B E f  All other contributions, gifts, grants, e
8 s e
E H and simllar amounts not inciuded above . L 1f 3,689,687, oo B2 o e
§E g Noncash contributions included In lines 1a-1f. § 1,794,963, s = =
®| h_ Tofal Addlinesda-tf . + . o . . . . . e e e > 12,148,485, =
O . 2 = S i
2 Business Code = = o
£ | 2a PATIENT REVENUE 383,891,547, 383,891, 547,
© | | BEDIATRIC REVENUE 08, 000. 808, 000,
L
2 c
& | d
El e
g
g f All other program service revenue . . . « .
g
o g Tofal. Addlines2a-2f . + v o o v 4 4 2w e - »> 384,499,547
3 Investment inceme {including dividends, interest, and
other similar amounts). . ATTACHMENT 3 > 4,937,899, 4,937,898,
4 Income from investment of tax-exempt bond proceeds . . . > 0.
5 Roya|ties P I R 4 i 4w ww o w - 0.
(i) Real (i) Personal =
6a GrossRents. « « . v 4 . - 1,562,362, e - =
b Less: rental expenses . . . 1,561,545,
¢ Rental income or {loss) 817. i =
d Net rental income or {Joss}s + « + « . . S e w e e > 817, 70,033, -69,216,
(i} Securitles {it) Othar
7a Gross amount from sales of
assets other than inventory 26,014 42 = =
b Less: cost or other basis e =
and sales expenses . . . . 183,167.
¢ Ganor(lossy « - « .. .. -157,153. =
d Netganorfloss) « s s« v v v mw v m v e o nvvys P -157,153. -157,183.
@ | 8a Gross income from fundraising = = :
3 avents (not including §
5 of contributions reported on line 1c). e =
% See PartIV,line18 . . . . . . . . s . @ e e
e I Less:directexpenses . . . . . . . . ‘. =
£ =
o ¢ Netincome or (loss) from fundraising events « « « + . > 0. B T il
9a Gross income from gaming activities, =
See Part IV, line 192 _ , ., ... e a
b less; directexpenses . . . . . s b
¢ Netincoms or {loss) from gaming activities. « « « « + o = . » 0.
10a Gross sales of inventory, less
returnsand allowances , , , .. .,. .. a = e
b Less:costofgoodssold. . . v v v+« b 2 G i
¢ Net income or (loss) from sales of nventory, . . . . . . .. > 0.
Miscellanecus Revenue Business Code e = = ==
11z MBNAGEMENT FEE 561000 6,041,107, 5,886,227. 154,880,
b TELEVISION SERVICE 20,707. 20,707,
¢ CAFETERIA REVENUE 2,023,368. 2,023,368,
d Allotherrevenue + « v v o « v s v v s v 812930 4,407,869 3,815,
e Total Addlines 11a-11d « « « v v v 0 v v o N 12,493,051 |
12 Totalrevenue. See instrucions, « e o + &+ o v s 2 0s 0 o . » 113,922, 646. 396,315,583, 817,832, 4,780,746,

JBA
0E1051 2.000
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Form 980 {2010)
3rlsd) 4 Statement of Functional Expenses
Section 501(c)(3) and 501(c)(4) organizations must complete all columns.

52-0591658

Paga']ﬁ

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

Do not include amounts reported on fines 6b, {A} {B) (C} D
75, 8b, 9b, and 10b of Part VII. Totaiexponses T meen bonoras expenass %ﬁﬁ
1 Grants and other assistance to governments and G
organizatlons in the U.8. See Part IV, line 21 0.
2 Grants and other assistance tc individuals in
the U.S. Sea Part IV, line22 . ... .. . 0.
3 Grants and other assistance toc governments,
organizations, and individuals outside tha
U.S. See Part IV, lines 15 and 186 | , , , ., .. 0.
Benefits paid to or for members , , . .. .. .. 0.
Compensation of current officers, directors,
trustess, and keyemployaes , . .. ... . . ] 6,730,335, 0. 6,730,335, 0.
6 Compensation not included above, to disgualified
persons (as defined under sectlon 4958(f)(1)) and
persons described in section 4958(c}{3¥B), . . . . . 0. 0. 0. 0.
Other salariesandwages. . . .+ v « v 2 =+ & 144,2.54,310. 118,052,248. 26,202,062 0.
Pension plan contributions {include section 401{k)
and section 403(b} employer contributions). . . . . 4, 310, 015. 3, 305; 781. 1, 004,234, 0.
9@ Other employsebenefits . . . - . « v o . o0 13,679,816, 10,492,418, 3,187,398, 0.
10 Payroll aXes « « v v v v v v e n e nn e 10,616,059, 8,142,517, 2,473,542, 0.
11 Fees for servicas (non-employees}):
2 MaNAgEMBNt . o o v e e e e e e 1,809,158, 0. 1,809,158, 0.
B Legal v o v v e e e 821,966, 14,534, 807,432. 0.
¢ Accounting . . & v v v s e n e e e e e e e 434,124, 168,769, 265,355, 0.
d Lobbying « -« « . - Ch e s e 0. 0. 0. 0.
e Professional fundralsing services, See Part IV, line 17 0. e 0.
f Investment managementfees . ... .. ... 263,159, 0. 263,155, 0.
O OB & v ot e v e m e e e 24,968,761. 17,564,826. 7,403,935, 0.
12 Advertisingand promotion « . - .+« .40 . 1,153,781, 1,152,459, 1,322, 0.
13 OFfiCEEXPBNSOS & v « v v v v v v v v a s 83,416,804, 78,661,330, 4,755,474, 0.
14 Information technology. « « « « o « + « . co 905,863, 905,863, 0. C,
15 ROYEiS, o o v v v e e e e o 0. 0. 0. C.
16 OCCUPENCY + = v v v a v st n v n o 10,087,858, 9,135,621, 952,237, Q.
17 Travel o v o v e e e e e e e e 438,302, 272,270, 166,032, 0.
18 Payments of travel or entertainment expenses
for any federal, state, or local public officials . 0. 0. 0. 0.
19 Conferences, conventions, and mestings . . , . 276,650, 75,5BB. 201,062. 0.
20 Interest . . . ... . ... P 13,225, 930. 13,225,930. 0. 9.
21 Payments to affiiates . . . . ... ... e 0. 0. 0. 0.
22 Depreciation, depletion, and amertization . 25,796,379, 0. 25,796,370,
23 INSUFANCE . o o v v v v v e v e n e . 6,607,661, 5,466,854, 1,140,807.
24  Other expenses. ltemize expenses not covered . i . o

above (List miscellaneous expenses In line 24f. If
line 24 amount excaeds 10% of line 25, column
{A) amount, list line 24f expenses on Schedule O.)

f All ctherexpenses _ _ . _ . -

25 Total functional expenses. Add lines 1 through 24f

9,160,712,

8,106,597,

1,063,115.

5,793,174,

4,082,607,

1,710,567,

131,677, 131,677, 0.
23,081,732, 23,061,732, 0.
1,559,040, 0. 1,559,040.

1,713,907,

1,713,907.

391,226,173,

302,019,621,

B9,206,552.

OO OOl O O o

26 Joint Costs. Check here p

if following
SOP 98-2 (ASC 958-720). Complete this line
only If the organlzation reported in column
(B} joint costs from a combined educational
campaign and fundraising solicitation

JS,
QE1062

A
1.000

5/4/2012
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Form 990 {2010) 52-0591658 Page 11
Balance Sheet
(A) (B)
Baeginning of year End of year
1 Cash - non-interest-bearing _ . ... .. e . 58,933,702, 1 68,806,766,
2 Savings and temporary cashinvestments . . .. .. ...... e 2
3 Pledges and granis receivable, net | _ | | e e e e e e 3
4 Accounts receivable,net . . ... ... e e o 21,652,316, 4 19,105,826.
5 Receivables from current and former officers, directors, trustees, key [, i i e : i
employees, and highest compensated employees. Complete Part [l of |
ScheduleL, ... .. ........ e
6 Recelvables from ather disqualiied persons (as defined under section 4858(f)(1}), persons o
desarlbed In section 4958{c)(3)(8), and contributing employers and spensoiing organizations of |-
@ section 501(c)(8) voluntary empioyees' beneficlary organizations (see instructions) , , . , , , . 6
B| 7 Notesand loans receivable, net, ., ........ .. ATCH .6 .. 201,120 7 474,045,
21 8 Inventories for sale oruse, . . . . . . e s 5,477,366. 8 6,739,369,
9 Prepaid expenses and deferred charges , , . ........ ALCH .7 .. 3,196,298, 9 3,449,102,
10a Land, buildings, and equipment cost or CmEo i e e
other basis. Complete Part VI of Schedule D [10a | 721,853,773 .p v 0o [ e o ke i
Less: accumulated depreciation, , . , , .....|10b| 209,343,451 453,850,721.]10¢| 512,510,322,
11 Investments - publicly traded securities, . . .. . ... .. .. ATCH §_ .| 144,993,940, 11 34,283,252,
12 Investments - other securities. See Part IV, line 11. , . . . . . ... . . . .. 51,670,718, 12 111,719,734,
13 Investments - program-related. See Part IV, line 11 . . . . . ... - o ... 13
14 Intangbleassets, . . . . @ v vt v v s w v e e e e e e 14
15 Other assets. See Part IV, Ine 11 , . . . .. e e e e s 58,035,781. 15 58,391,207,
16 Total assets. Add lines 1 through 15 {(must equa! line34) v v v v m e v .. 798,086,962. 16 815,479,823,
17 Accounts payable and accrugd expenses, . . . ... ... e e 48,512,885.) 17 55,267,656,
18 Grantspayable. . ......... e e e e e e e e 18
19 Deferredrevenue .. ........ e e e e e e e e 19
20 Tax-exempt bond liabilites . . . .. e e e e e e e 440,856,541.] 20 441,277,062,
021 Escrow or custodial account liability. Comp ete Part IV of Schedule D
/22 Payables fo current and former officers, directors, trustees, ey
:-E employees, highest compensated employees, and disqualified persons.
~ Complete Partllof Schedule L . . . . . . . o v v i i o e o e
23 Secured mortgages and notes payable to unretated third parties . . . .. ..
24 Unsecured notes and loans payable to unrelatec third parties. . . . . .. ..
25  Other liabilities. Complete Part X of ScheduleD . ., .. v oo v v .. ce s 63,181,353, 25 43,54%,176.
26 Total liabilities. Add iines 17 through 25, . . . . . o . @ v u v s 0w a4 552,550,779, 26 540,093,894,
Organizations that follow SFAS 117, check here p m and complete
@ lines 27 through 29, and lines 33 and 34, SR
% 27  Unrestricted netassets . . ... ...... e e e e e e 210,431,026, 27 245,850,569.
Bl28 Temporarily restricted netassets . . . . . e e e 33,981,727, 28 28,411, 930.
=129 Permanently restricted netassets, ., . ..., .. ... ... .. .. 1,123,430, 29 1,123,430.
e Organizations that do not follow SFAS 117, check here P ‘:] and :
5 complete lines 30 through 34, :
% 30 Capital stock or trust principal, arcurrentfunds . . . . . . ... ..o ..
#!31 Paid-in or capital surplus, or land, building, or equipmentfund ., .. .. ...
ff 32 Retained earnings, endowment, accumulated income, or other funds , . . .
2(33 Total net assets or fund balances , . . . . . e e e e e e e e 245,536,183. 33 275,385,929,
34 Total liabilities and net assets/iund balanCes, . . v v v v v s v i e e 798,086,962./ 34 | 815,479,823,

JSA
QE 1053 1.000
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Part Xi Reconciliation of Net Assets
Check if Schedule O contains a response to any questioninthisPart Xl. . . . . - . v v o v e v e s o m i i v s

1 Tofal revenue (must equal Part VIIl, column (A}, line 12}, -« « v o v v oo o v e e e v e s e s 1 413,922, 646. i
2 Total expenses {must equal Part IX, column {A), liN@ 25). = v v v v v o v o v i v v e e e 2 391,226,173. !
3 Revenue less expenses. Subtract line 2 fromline1 . .. ... .. e e e e e e e e e 3 72,696,473, j
4 Net assets or fund halances at beginning of year (must equal Part X, line 33, column (A}. . . . . . .. 4 245,536,183, |
5  Other changes in net assets or fund balances (explainin Schedule Q) v v ¢ v a v v v v v v o i v v u 5 7,153,213.
6 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 h e e e e e e e e e s e s e e e e 6
275,385,929,

EIs® Y] Financial Statements and Reporting
Check if Schedule O contains a respense to any questioninthis Part Xl . . . .. .. ... e e e |_| i

Yes | No

1 Accounting method used to prepare the Form 990 EI Cash Accrual |:| Other
If the organization changed its method of accounting from a prior year or chacked "Other," explain in
Schedule O.
2a Woere the organization's financial statements compiled or reviewed by an independent accountant?
b Were the organization's financial statements audited by an independent accountant?
¢ If "Yes" to line 2a or 2b, does the organization have a commitiee that assumes responsibility for oversight of
the audit, review, or compilation of its financial statements and selection of an independent accountant?
If the organization changed sither its oversight process or selection process during the tax year, explain i 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, consclidated basis, or both:
| ] separate basis Consclidated basis || Both consolidated and separate basis

3a As a result of a federal award, was the organization required to undergo an audit or audits as set forth in

the Single Audit Act and OMB Circular A1837 e e 3a | X
required audit or audits, explain why in Schadule O and describe any steps taken to undergo such audits. 3b | X

i
|
b If "Yes," did the organization undergo the required audit or audits? If the organization did not undergo the 1‘
'i
|
|

Form 990 (2010)

J5A

0E1054 1.000 :
5/4/2012 7:35:49 PM :



SCHEDULE A
(Form 990 or 990-EZ}

Department of the Treasury
Internal Revenue Service

OMB No, 1545-0047

Public Charity Status and Public Support

GComplete If the organization is a section 501(c){3} organization or a section
4947(a)(1) nonexempt charitable trust,

p Attach to Form 980 or Form 990-EZ, W See separate instructions.

Onen to Public
Inspection

Name of the organization

MERCY

Employer identification number
MEDICAL CENTER 52-0591658

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

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

1

2
31X
4

10
11

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 erganization 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)(lii}. Enter the
hospital's name, city, and statex
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). (Complate Part Il.)

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

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

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

An organization that normally receives: (1) more than 33173 % of its support from contributions, membership fees, and gress
receipts from activities related to its exempt functions - subject to certain exceplions, and (2) no more than 331/3% of its
support from gross investment income and unrelated business taxable income (less section 511 tax) from businesses
acquired by the organization after June 30, 1975. See section 509(a)(2). (Complete Part lil.)

An arganization 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 dascribes the type of supporting organization and complete lines 11e through 11h.

a [ |Typel b [ ]Typeu ¢ [ ] Type il - Functionally integrated d [__] Type lli - Other

By checking this box, | certify that the organization is not controlled directly or indirectly by one or more disgualified
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 1, Type Hl, or Type lll supporting
organization, check thisbox . .. ., ............. e e e e e e e P
g Since August 17, 2008, has the crganization accepted any gift or contribution from any of the
following persons? '
{i) A person who dirsctly or indirectly controls, either alone or together with persons described in {ii) Yes | No
and (i) below, the governing body of the supported organizaton? . ... ... e 11g(i)
(i) A family member of a person described in (i) above? _ , |, e e (il
(iify A 35% controlled entity of a perscn described in (i} or (i) above? = . . e gfiii)
h Provide the following information about the supported organization(s).
{} Name of supported {if) EIN {iii) Type of organization (i) 1sthe | (v} Did you notify {wi} Is the {vii) Amount of
organization (described on lines 1-9 organization in | the organization | erganization in support
above or IRC section C""J'r“) "S‘Gdl'" in col. {i) of | col. {I) organized
(see instructions)} YooY | your support? intha U.8.7
Yes | No Yes No Yes No
{(A)
B)
(©)
(D)
(E)
Total ;

For Paperwork Reduction Act Notice, see the Instructions for

Schedule A (Form 999 or 990-EZ) 2010

Form 990 or 990-EZ.

JSA
0E1210 3.000

5/4/2012 7:35:49 PM




Schedule A {Form 990 or 990-E7Z) 2010 52-0591658 Page 2

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

Section A. Public Support

Calendar year (or fiscal year beglnning in) W {a} 2006 (b) 2007 (¢} 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
itsbahalf + « « « & & ¢ v v 0 ..

3 The wvalus of services or facilities
furnished by a goverhimental unit to the
organization without charge . . . . . « .

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

5 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, cotlumn {f}), . . ... .

6  Public support. Subtract line & from line 4.

Section B. Total Support

Calendar year {or fiscal year beginning in) W (z) 2008 (b) 2007 (c) 2008 {d) 2009 (e) 2010 (f) Total
7 Amounts fromlined . ... .. .. ..
8 Gross income from Interest, dividends,

payments received on securities leans,
rents, royalties and income from similar
sources

9 Net income from unrelated business
activities, whether or not the business
is regularly carriedon + « « & 2 0 0 0
10 Other income. Do not include gain or
loss from the sale of capital assets
(Explainin PartV.) o v v v o 0 0 0 0
11  Total support. Add lines 7 through 10 . .
12  Gross recelpts from related activities, ste. (see instructions) . ] .
13 First five years. If the Form 990 is for the organizaticn's first, second, third, fourth, or fifth tax year as a section 501(c)(3)
organization, check this boxand stop here . . . . . . . . . . . A I I I G e s »
Section C. Computation of Public Support Percentage
14  Public support percentage for 2010 {line 6, column (f) dividec by line 11, column () . . . ... .. 14 i
15 Public support percentage from 2008 Schedule A, Part il line 14 . ., . ... oo o v oo v a 15 %
16a 331/3% support test - 2010, If the organizaticn did not check the box an line 13, and line 14 is 331/3% or more, check
this box and stop here. The organization qualifies as a publicly supported organization , . , . .. e e e e e e, »
b 331/3% support test - 2009, If the crganization did nat check a box on line 13 or 16a, and line 15 is 331/3% or more,
check this box and stop here. The organization qualifies as a publicly supported organization, . , .. ... ... ... .. . >
17a 10%-facts-and-circumstances test -2010. If the organization did not check a box on line 13, 16a ar 16b, and line 14 is 10%
or more, and if the organizaticn mests the "facts-and-circumstances” test, check this box and stop here. Explain in
Part [v how the organization mests the "facts-and-circumstances” test. The organization qualifies as a publicly supported
organization. . . ... ... ... ... e e e e e e e >
b 10%-facts-and-circumstances test - 2009. If the organization did not check a box on lina 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 qualifles as a publicly
supported OrganiZation . . . . . . @ 4 v i e e e e e e e e e e w i a 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
INSTIUCHIONS . L W 4 4 4 e 4w v w v 4 e e a s e e ot a st st e 4w e e e e e e aaraxs e e eaaases >
Schedule A (Form 990 or 980-EZ) 2010
JSA

0E1220 1.000

5/4/2012 7:35:49 PM
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Schedule A (Form 990 or 880-EZ) 2010 52-0591658 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 H.
If the organization fails to qualify under the tests listed below, please complete Part Il.)

Section A. Public Support

Calendar year (or fiscal year beginning In) | (a) 2006 (p) 2007 {c) 2008 {d) 2008 (ey2010 (A Total

1  Gifts, grants, contributions, and membership fees

recelved. {Do not Include any "unusual grants.”)

2 Gross recelpts from admissions, marchandise
sold or services performed, or facllifles
furnished in any activity that is related to the

organization's tax-exempt purpose

3  Gross receipts from activitles that are not an

unrefated trade or business under saction 513

4  Taxrevenues 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 withoutcharge , , , ., ...

6 Total. Add fines 1 through 5

7a Amounts included on lines 1, 2, and 3
received from disqualified persons . . . .

b Amounts included on lines 2 and 3
received from other than disqualifled
gersons that exceed -the greater of
5,000 or 1% of the amount on line 13

fortheyear « o + v & 4 « 4 o v & v v u n
¢ Addlines7aand b, + & v ¢ v v o 0 o
8 Public support (Subtract line 7c from
NG B.Y v v v w v s 8 v w & s .
Section B. Total Support
Calendar year (or fiscal year beginning inj »~| _ (a) 2006 (b) 2007 {c) 2008 (d) 2009 (e)2010 (f) Total
9 Amounts fromline6. . ... .. e

10a Gross income from interest, dividends,
payments received on securities loans,
rents, royalties and income from similar
SOUICES . & v @ v = - s a ok n s m e ]

b Unrelated business taxable income (less
section 511 taxes) from businesses
acquired after June 30, 1275

¢ Addlines 10aandi0d , . . ... ..

11  Net income from unrelated business
actlvities not included in line 10b,
whether or not the business is regularly

carriedon = = = =« & o« = [ -
12 Other income. Do not include gain or
loss from the sals of capital assets

{(ExplaininPart V) , . . 0 o v v v
13 Total support. (Add lines 8, 10¢, 11,
and12) ., .. .. .
14 First five years. If the Form 990 is for the organization's first, second, third, fourth, or fifth tax year as a section 501{c}(3)
organization, check this box and stophere. . . . . . W e w s e e A P l_—l
Section C. Computation of Public Support Percentage
15 Public support percentage for 2010 {line 8, column {f) divided by line 13, column (), |, _ . e 15 %
16 Public support percentage from 2008 Schedule A, Partlll,line 18, . . « v+ « v v v & v e n e v aa ] 16 %o
Section D. Compuiation of Investment Income Percentage
17 Investment income percentage for 2010 (line 10¢, column (f) divided by line 13, column (Fy , ., . . .. ... 17 %
18  Investment income percentage from 2009 Schedule A, Partlll ne17 . . . ... ..... A | %

19a 331/3% support fests - 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 »

b 331/3% support tests - 2009. If the organization cid not check a box on line 14 or line 189a, 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
20 Private foundation. If the organization did not check a box on line 14, 1%a, or 19b, check this box and see instructions W

381221 1.000
5/4/2012 7:35:49 PM

Schedule A (Form 990 or 980-EZ) 2010




52-0591658
Schedule A (Form 990 or 990-EZ) 2010

Page 4

[ PTd Supplemental Information. Complete this part to provide the explanations required by Part Il, line 10;
Part !l, line 17a or 17b; or Part lll, line 12. Also complete this part for any additional information. (See
instructions).

JEA

DE 1225 2,000
5/4/2012 7:35:49 PM
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Schedule B Schedule of Contributors OMB No. 1545-0047
(Form 990, 990-EZ,
or 990-PF) B Attach to Form 990, 990-EZ, or 990-PF. 2@ 1 0

Department of the Traaslyy
Internal Revenue Service

Name of the organization Employer identification number
MERCY MEDICAL CENTER

52-0591658

Organizatlon type {check one):

Filers of: Section:

Form 990 or 990-EZ 501(0)(3 ) {(enter number) organization
D 4847{a){1) nohexampt charitabie trust not treated as a private foundation
D 527 political organizatlon

Form 990-PF I:l 501(c)(3) exempt private foundation
D 4847{a){1) nonexempt charitable trust treated as a private foundation

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

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

General Rule

: For an organlzation filing Ferm 980, 990-EZ, or 990-PF that received, during the year, $5,000 or more {(in money or
property) from any one contributor. Complete Parts | and I.

Special Rules

|:] Far a section 501(c){3) organization flling Form 890 or 990-EZ that met the 331/5 % support test of the regulations under
sections 509(a)(1) and 170(b}{1}{A){(vi), and received from any ane contributor, during the year, a contribution of the
greater of (1) $5,000 or (2) 2% of the amount on (i) Form 990, Part VIll, line 1h or {ii} Form 920-EZ, line 1. Complete Parts
[and Il

|__—:| For a section 501(c)(7), (8), or (10) arganization filing Form 290 or 990-EZ that received from any one contributor, during
the year, aggregate contributions of more than $1,000 for use exclusively for refigious, charitable, scientific, literary, or
educational purposas, or the prevention of cruelty to children ot animals. Complete Parts |, I, and Ili.

[:‘ For a section 501(c)(7), (8), or {10) crganization flling Form 990 or 920-EZ that received from any one contributor, during
the year, contributions for use exclusively for religious, charitakle, etc., purposes, but these contributions did not
aggregate to mora than $1,000. If this box is checked, enter hera the total contributions that were received during the
year for an exclusively religious, charitable, etc., purpese. Do not complete any of the parts unless the General Rule
applies to this organization because it received nonexclusively religious, charitable, stc., contributions of $5,000 or more
during the year . | ]

Caution. An organization that is not coversd by the General Ruls and/or the Special Rules does not file Schedule B (Form 980,
990-EZ, or 990-PF), but it must answer "No" on Part IV, lins 2 of its Form 990, or check the box on line H of its Form 890-EZ, or on
fine 2 of its Form 990-PF, to certify that it does not meet the filing requirements of Schedule B (Form 890, 990-EZ, or 990-PF).

For Paperwork Reduction Act Notice, see the Instructiens for Form 990, 890-EZ, or 890-PF, Schedule B (Form 9980, 990-EZ, or 990-PF) (2010)

JSA

QE 12514 1.000
5/4/2012 7:35:492 PM




Schedule B (Form 990, 990-EZ, or 990-PF) (2010)

Page Cof

of Part |

Name of organization MERCY MEDICAL CENTER

Employer identiflcation humber

52-0591658

Contributors (see instructions)

(a) {b) {c) (d)
No Name, address, and ZIP + 4 Aggregate contributions Type of contribution
__1_| MERCY HEALTH FOUNDATION _ Person
Payroll
301 ST. PAUL PLACE $______ZL§59LEQ§L Noncash

BALTIMORE, MD 21202

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

(a)

(b)

(c)

{d)

No. Name, address, and ZIP + 4 Aggregate contributions Type of contribution
__2_| DEPARTMENT OF HEALTH AND HUMAN SERVICES Person
Payroll
6820 DEERPATH ROAD $ 118,655, Noncash

(Complete Part [} if there is
a noncash contribution.}

(a)

(b)

{c)

(d)

No. Name, address, and ZIP + 4 Aggregate contributions Type of contribution
__ 3 | HEALTHCARE FOR THE HOMELESS Person
Payroll
421 FALLS WAY 5______}';:&_“_11}4_8; Noncash

BALTIMORE, MD 21202

(Complete Pari Il if there is
a honcash contribution.)

{a)

(b)

{c)

(d}

No. Name, address, and ZIP + 4 Aggregate contributions Type of contribution
__4 | FAMILY VIOLENCE RESPONSE Person
Payroll
300 E JOPPA ROAD $ 9,453 Noncash

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

{a)

(k)

{c)

(d)

No. Name, address, and ZIP + 4 Aggregate confributlons Type of contribution
_ 5| BEXUAL ASSAULT FORENSIC EXAMINERS _____ Person
Payroll
300 E JOPPA ROAD SR 5,356, Noncash

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

(a)

(i)

{c)

{d)

No. Name, address, and ZiP + 4 Aggregate contributions Type of contribution
__6_| CHARLES C EDWARDS IT MD ____ ________ ___ Person
Payroll
1826 CIRCLE RD 3 1,794,963, Noncash

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

JBA
0E1253 1.000

5/4/2012 7:35:49 PM

Schedule B {Form 990, 990-EZ, or 990-PF) (2010}




Scheduls B (Form 990, $90-5Z, or 990-PF) (2010)

Page of of Pari |

Name of organization MERCY MEDICAL CENTER

Employer identification number

52-0591658

Contributors (see instructions)

(a)

(k)

(c)

(d)

No. Name, address, and ZIP + 4 Aggregate contributions Type of contribution
— Z - _.Sy,PfPBF_I_V_E_ _H_O_U_S_I_N_G_ _P_Fiqci%bfl_ _______________ Person
Payroll
1966 GREENSPRING DR STE 200 $________452,531. } Noncash
TIMONIUM, MD 21093 (Complete Part If if there s
T ————— a nencash contribution.)
(a} {b) (c) (d)
No. Name, address, and ZIP + 4 Aggregate contributions Type of contribution
__8_| NATIONAL INSTITUTE OF HEALTH Person
Payroll -
6120 EXECUTIVE BLVD STE 43 $ __ 28,735. | Noncash L.
ROCKVILLE, MD 20892-7150 (Complete Part Il if there is
—————————— R e T a honcash contribution.)
(a) {b) {c) (d)
No. Name, address, and ZIP + 4 Aggregate contributions Type of contribution
__9_| DOMESTIC DATING VIOLENCE INITIATIVE Person
Payroll
300 E JOPPA RD . $___.....__15,000. | woncash
TOWSON, MD 21286-3016 (Complete Part Il if there is
S L a nencash contribution.)
{a) {b) {c} ()
No. Name, address, and ZIP + 4 Aggregate contributions Type of contribution
_ 10 | FORENSIC WURSE BXAMINER Person
Payroil
_:)?P_()__E__Jm_OﬁPHPA“R_D ____________________________ $ ,________}-:ILgég; Neoncash
TOWSON, MD 21286-3016 (Complete Part Il if there Is
Saghngihgbut . ey S shoclydiydlibeatycionfiu NSRS a nohcash centribution.)
(a} (b) (c) (d)
No. Name, address, and ZIP + 4 Aggregate cantributions Type of contribution
_ 1 _| ADVOCACY SUPPORT AND EZXPANSION PROJECT _ Person
Payroll
E’PP_JE__JP_P_P_})’__R_D_ ___________________________ $ H________§21§§§; Noncash
TOWSON, MD 21286-3016 (Complete Part Il if there Is
oo A e sty a noncash contribution.)
{a) (b} (<) (d)
Na. Name, address, and ZIP + 4 Aggregate contributions Type of contribution
12 | SUPPORTIVE HOUSING PROGRAM Person
Payroll
417 E FAYETTE ST $_________2§r_12§_; Noncash

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

JSA
0E1253 1,000

5/4/2012 7:35:4% PM

Schedule B [Form 990, 880-EZ, or 990-PF) {2010}




Schedule B (Form 980, 990-EZ, or 990-FF) {2010) Page of of Part | :
Name of organization MERCY MEDICAL CENTER Employer identification number :
52-0591658

1

Contributors (see instructions) ‘
- I

(a} (b} () {d) i
No. Name, address, and ZiP + 4 Aggregate confributions Type of contribution

_13_| 1PV FORENSIC EXAMINATION KITS ___________ Person
Payroll i
300 E JOPPARD o __ $ _________ Elﬂﬁz_ Noncash i
TOWSON MD 21286~3016 (Complete Part Il If there is ‘

S e a noncash contribution.)

(a) (b) {c) (d)

No. Name, address, and ZIP + 4 Aggregate contributions Type of contribution i
_14_| SEXUAL ASSAULT RESPONSE ENHANCEMENT FROJ Person |
Payroll ‘
300 E JOPPA RD o __ $ _________ 34,750. | 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

15 STATE OF MARYLAND Person

Payroll
301 WEST PRESTON ST . $________B00,000. | Noncash

BALTTMORE, MD 21202-2305 (Complete Part Il if there is
__________ R T a noncash contribution.)

(a) (b) (c) (c)

No. Name, address, and ZIP + 4 Aggregate contributions Type of contribution

Person
Payroil :
S . Noncash 1

{Complete Part Ii f there Is
—————————————————————————————————————————— a noncash cantribution.)

(@) (b) ©) ()

No. Name, address, and ZIP + 4 Aggregate contributions Type of contribution '
e | e Person :
Payroll 1

__________________________________________ $___________ .| Noncash
(Complete Part Il if there is }

—————————————————————————————————————————— a noncash contribution.) i

|

(a) (b) (c) (c) ;
No. Name, address, and ZiP + 4 Aggregate contributions Type of contribution ]

i

e | Person '
Payroll p

__________________________________________ S o Noncash g
{Complete Part [l if there is ,

—————————————————————————————————————————— a noncash contribution.) :

JSA Schedule B (Form 990, 990-EZ, or 990-PF) {2010)

0E1253 1.000
5/4/2012 7:35:49% PM



Schedule B (Farm 990, 990-EZ, or 920-PF) (2010)

Page

of of Partll

Name of organfzation MERCY MEDICAL CENTER

Employer Identification number

52~059%1658
[EET Noncash Property (soe instructions)

{a) No. (c)

from D ipti f " h ty given FMV (or estimate) Date ::lt):eived
Part | escription o noncash property give (see instructions)

INTELLECTUAL PROPERTY
6
1,794,963,

{a) No. {c)

from Description of o h ty gi FMV (or estimate) Date r(:c):eived
Part | escription of noncash property given (see instructions} a
(a) No. {c)

from Description of o h ty gi FMV (or estimate) Date ::leived
Part | escription of noncash property glven (see Instructions) a
(a} No. {c}

from D pti ¢ {b) h tv ail FMV {or estimate) Date ::c):eived
Part | escription of noncash property given {586 Instructions) a
{(a) No. {c)

f (b} _ {d)

rom Description of h rty gi FMV (or estimate) Date received
Part | escription of noncash property given (see instructions)
(a) No. {c)

f (b) {ey

rom D iptl f h ty gi FMV (or estimate) Date received
Part i escription or noncashn properiy given (see instructions)

JBA

CE1254 1.000

5/4/2012 7:35:49 PM

Schadule B (Form 990, 990-EZ, or 380-PF) (2010)




OMB No, 1545-0047

f&*:i”;’;—; D Supplemental Financial Statements
» Complete if the organization answered "Yes," to Form 830,

Part IV, line 6, 7, 8, 9,10, 11, or 12. ithli

Dapartment of the Treasury ° . Open _to_ Pubhc
Intemal Revenue Service » Attach to Form 990. » See separate instructions. Inspection
Name of the organization Employer Identification number
MERCY MEDICAL CENTER 52~0591658
Organizations Maintaining Donor Advised Funds or Other Similar Funds or Accounts. Complete if the

organization answered "Yes" to Form 890, Part IV, line 6.
(a) Donor advised funds {b) Funds and other acccunts

Total numberatend ofyear . . . . v v v o v ..
Aggregate contributions to {during year) . . - -
Aggregate grants from (durlng year) .. - . ..
Aggregate value atendofyear . . ... .. ..
Did the organization inform all donors and donor advisers in writing that the assets held in donor advised
funds are the organization's property, subject to the organization's exclusive legal control? . . . . . . . .« .« D Yes |:| No
6 Did the organization inform all grantees, donors, and donor advisors in writing that grant funds can be
used only for charitable purposes and not for the benefit of the donor or donor advisor, or for any other
purpose conferring impermissible private beneflit? . . . . . . .. W r e s I .. |:| Yeos D No
Conservation Easements. Complete if the organization answered "Yes" to Form 990, Part IV, line 7.
1 Purpose(s) of conservation easements held by the arganization (check all that apply).
Preservation of land for public use {e.g., recreation or education) Preservation of an historically important land area
Protection of natural habitat Preservation of a certified historic structure
Preservation of open space
2 Complete lines 2a through 2d if the organization held a qualified conservation contribution in the form of a conservation
easement on the last day of the tax year.

LS I

|Held at the End of the Tax Year

a Total number of conservation easements . . . . . . o« i o v o v b w e s e e ke 2a
b Total acreage restricted by conservaticneasements . . . . ... .. ... f e e s 2b
¢ Number of conservation easements on a certified historic structure includedin (@). . . . . . 2c
d Number of conservation easements included in {c¢) accuired after 8/17/08, and not on a
historic structure listed in the National Register., . . . ... ... .. ... e e 2d
3 Number of consarvation easements madified, transferred, released, extinguished, or terminated by the organization during the
taxyear » __ __ __ _ _____ ...
4  Number of states where property subject to conservation easementislocated » _________________
5 Does the organization have a written policy regarding the periodic monitoring, inspection, handling of
violations, and enforcement of the conservation easements it holds? , . . .. n e e e e e . L__| Yes El No
6 Staff and volunteer hours devoted to monitering, inspecting, and enforcing conservation easements during the year
»
7  Amount of expenses incurred in monitoring, inspecting, and enforcing conservation easements during the year
> i
8 Does each conservation easement reported on line 2{d) above satisfy the requirements of section 170(h){4)(B)
() and TTOM@BXI? . L ... ... R e o Eves Tlwe

9 In Part XIV, describe how the organization reports conservation eassments in its revenue and expense statement, and
balance sheet, and includs, if applicable, the text of the footnote to the organization's financial statements that describes the
organization’s accounting for conservation easements.
Organizations Maintaining Collections of Art, Historical Treasures, or Other Similar Assets.
Complete if the organization answered "Yes" to Form 990, Part [V, line 8.
1a |If the or?anization elected, as permitted undsr SFAS 116 (ASC 958), not to regort in its revenue statement and balance shest

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

b If the organization elected, as permitted under SFAS 116 {ASC ©58), to teport in its revenue statement and balance shest
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 VIl line 4 « - - v v v o v v v v v v i v i N &
(i) Assets included in Form 980, PartX ... ...... o d s e e e e e s >

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

a Revenues included in Form 290, Part Vill, line1 . . . ... ... e e e e aaeeeeeas e S
b Assetsincluded in Form 990, Part X . . .« v s+ & 2« o 8 4 s 4 4 w4 n s st s s s s s s w s T
For Paperwork Reduction Act Notice, see the Instructions for Form 990. Schedule D {Form 990} 2010
JsA
QE12686 1.000

5/4/2012 7:35:4% PM




Schedule D (Form 990) 2010 52-0591658

Page 2

Organizations Maintaining Collections of Art, Historical Treasures, or Other Similar Assets

(continued)

3 Using the organization's acquisition, accession, and other records, check any of the following that are a significant use of its

collection items (check all that apply):

a Public exhibition d Loan or exchange programs
b Scholarly research e Other
c Preservation for future generations ~____TTTTTTTTToTTTTTTTTTTTTTTT
4 Provide a description of the organization's collections and explain how they further the organization's exempt purpose in Part
XV,
5 During the vear, did the organization solicit or receive donaticns of art, historical freasures, or other similar
assets to be sold to raise funds rather than to be maintained as part of the organization's coliection? « . . . . . [ 1Yes f—-] No

line 9, or reported an amount on Form 990, Part X, line 21.

Escrow and Custodial Arrangements. Complete if the organization answered "Yes" to Form 990, Part IV,

1a Is the organization an agent, trustee, eustodian or other intermediary for contributions or other assets not
included on Form 990, Part X?. . v v v v v o v v o i v v e a s e e e e Ch e e e e

b [f"Yes,"” explain the arrangement in Part XIV and complete the following table:
Amount
¢ Beginninghalance . . . 4« v v f i i e e e e e e e P
d Additions duringtheyear « . ..+ c v v o v i ot v i i n e e v | 1d
e Distributionsduringthevear. . .+ v v v o v v v v e i e e e K I
f ENdiNgbalance « v s v v v v v v e v v v e e e e e e P K B
2a Did the organization include an amount on Form 990, Part X, line 212 . . . . .. . v vt v s v v e v u . |_| Yes |_J No

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

Endowment Funds. Complete if organization answered "Yes" to Form 990, Part IV, line 10.

(@) Four years back

(a) Current year {b} Prior year {e) Two years back {d) Three years back
1a Beginning of year balance . . . .

b Contributions . . . .. ... ...

¢ Net investment earnings, gains,
andlossSeS. - v v v h ke ks

Grants or scholarships . . . ...

e Other expenditures for facilities .
and programs . » «+ v« v v 0 a0 s

f Administrative expenses . . . . .

g End of yearbalance., . ... . ..

2 Provide the estimated percentage of the yaar end halance hald as:

a Board designated or quasi-endowment » %
b Permanent endowment » %
¢ Term endowment p %

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

(i} unrelated erganizations. . . . v o v 0l i e . e e e e e e e e e e e e e .
(il related organizations . . .. ... .. h e e e e e m e e e w e e e e e e
b If"Yes" to 3a(ii), are the related organizations listed as required on ScheduleR? . . . . . . . .. .. oo u

4 Describe in Part XIV the intendad uses of the organization's endowment funds.

Yes | No

3all)
3a(ll)

Land, Buildings, and Equipment. See Form 990, Part X, line 10.

Description of investment {a) Cost or other basis | (b} Cost or other basis {c) Accumulated {d) Book value
{Investment) {other) depreclation
1a Land. - -« - -« « .- .. 8,067,791} = 8,067,791,
b Buildings « -« v« o v v v c s v oo a s 523,331,831] 91,921,563} 431,410,268,
¢ Leasehold improvements. - . . . . . ...
d Equipment .......... e 164,443,806117,421,888} 47,021, 918.
e Other . .. ............ PP 26,010,345 26,010,245,
Total. Add lines 1a through 1e. {Column (d} must equal Form 890, Pari X, column {B), line 10{c).). . . . . . » 512,510,322,
Schedule I (Form 999) 2010
ISA
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Schedule D (Form 880) 2010

52-0591658 Page 3

:ET Rl Investments - Other Securities. See Form 990,

Part X, line 12.

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

ok value

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

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

{
(2) Closely-held equity interests
(

100,802,210,

EMV

10,817,524.

FMV

Total. (Column (b} must equal Form 890, Part X, coi. (B) line 12.) »

111,719,734 f-

U Investments - Program Related. See Form 890,

Part X, Ilne 13

{a) Dascription of investment type

{b) Book value

(e} Method of valuation:
Cost or end-of-year market value

(10)

Total, {Column (h) must equal Form 990, Part X, col. (B) fine 13.) |

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

(a} Description {b) Book value
(1) INTEREST IN MERCY HEAILTH FOUND 28,450,574,
(2) DUE FROM RELATED ENTITIES 14,064,786,
{3) OTHER RECEIVABLES 2,628,978,
(4) DEPOSITS 733,200,
(5) DEFERRED FINANCING COSTS 2,666,971,
{6) OTHER CURRENT ASSETS 302,160,
{7) OTHER ASSETS 163,408,
{8) INVEST UNCONSCLID SUBS 868, 380.
(9) DEFERRED COMP PLAN ASSETS 6,647,882,
(10)CARDINAL SHEHAN SEC DEPOSIT 1,834,868.
Total. (Column (b) must equal Form 990, Part X, col (B)MN€ 15 & v o 0w u o u o o 4 o & & x4t 8 v 4o i ae s s us s » 58,391,207.

Other Liabilities. See Form 980, Part X, ling 25,

1. {a) Description of liability (b) Amount
(1) Federal income taxes 0
{2) CONSTRUCTION RETAINAGE 780,113,

(3) POST RETIREMENT OBLIGATION

6,818,511.

{4) DEFERRED COMPENSATION

6,647,876,

(5) MERRILL LYNCH SWAP

22,788,921,

{6) MALPRACTICE TAIL LIABILITY

337,536,

(7) CARDINAL DEPOSIT

(8) RETIREMENT ANNUITY PLAN OBLIGA 3,129,836

(9) ESTIMATED TAIL LIAB GIC 1,000,000, ==
(10)

(11}

Total. (Column (b) must equal Form 990, Part X, col. (B) line 25.) W

43,549,176.

2. FIN 48 (ASC 740) Footnote. in Part XIV, provide ihe text of the footnote to the orgamzatlon s financial statements that reporis the
organization's liability for uncertain tax positions under FIN 48 (ASC 740).

JSA

Q£1270 1.000
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Schedule D (Form 990) 2010 52-0591658 Page 4
_ Reconciliation of Change in Net Assets from Form 990 to Audited Financial Statements
1 Total revenus (Form 990, Part VIIL, column (A), line 12) . . . . . . . . . o v s s e i P
: Total expenses (Form 980, Part IX, column (A), ine 25)
Excess or (deficit) for the yvear. Subkiract line 2 from line 1
Net unrealized gains {losses) on Investments
Donated services and use of facilities _ |
Investment expenses
Prior period adjustments
Other (Describe in Part XIV.)
9  Total adjustments (net). Add lines 4 through 8 . . . 00 e v e it e e et e e e e et e
10  Excess or (deficit) for the year ner audited financial statements. Combing lines3and9 ., . . . . . . 10
Reconciliation of Revenue per Audited Financial Statements With Revenue per Return
1  Total revenue, gains, and other support per audited financial statements
2  Amounts included on line 1 but not cn Form 880, Part VI, line 12:
Net unrealized gains on investments
Donated services and use of facilities
Recoveries of prior year grants,
Other {Describe in Part XIV.}
Add lines 2a through2d |, | ., . ... ... ... .. ..., .
3 Subtractline2efromlinet . . . .. .. .. . s it .
4  Amounts included on Form 980, Part VI, line 12, but not on line 1;

W~ DU RN

Wce [~ | (e || [N

B oa % w1 4 1 w4 = omom o o4 omomomoEow T X B3R omoAoEoR

[T =~ T + I = g ]

a Investment expenses not included on Form €90, Part VIl kne7b , , . .. ..
b Other{Describein Part XIV.) |, . . . 0 vt it ot e e et et e e e e s e e - :
¢ Addlines4aand4b . . .. ... .. e e 4c i
Total revenue. Add lines 3 and 4¢. (This must equal Form 950, Partl line 12.) . . . . . . . . . . . ... 5
Reconciliation of Expenses per Audited Financial Statements With Expenses per Return
1 Total expenses and losses per audited financial statements ... . ... ... 1 4

2 Amounts included on line 1 but not on Form 990, Part IX, line 25:
Donated services and use of facilities
Prior year adjustments
Other losses
Other (Descnbe in Part XIV )
Add lines 2a through2d
Subftract line 2e from line 1
4 Amounts included on Form 290, Pari [X, line 25, but not on line 1:
Investment expenses not included on Form 990, Part VI, line 7b
Other (Describe in Part XIV.y
Addlines4aand4b
5  Total expenses. Add lines 3 and 4c (This musf equa! Form 980, Part! fine 18). . . . . . . i .. 4. ]| B
Supplemental Information
Complete this part to provide the descriptions required for Fart 1, lines 3, 5, and 9; Part 111, lines 1a and 4; Part IV, lines 1b and 2b;
Part V, Iine 4; Part X, Iine 2; Part X|, line 8; Part X, lines 2d and 4b; and Part Xl lines 2d and 4b. Also complete this part to provide

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

O o0 T o

(7]

o]

a o

Schedule D (Form 990) 2010 4
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CERAA  Supplemental Information (continued)
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OMB No. 1545-0047

2010

Open to Puhlic.

SCHEDULE F
{(Form 990)

Statement of Activities Qutside the United States |

» Complete if the organization answered "Yes" to Form 990,
Part IV, line 14b, 15, or 16,

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

Internal Revenue Service
Name of the arganization

MERCY MEDICAL CENTER

m General Information on Activities Qutside the United States. Complete if the organization answered "Yss" to ;
Form 990, Part IV, line 14b. §

1 For grantmakers. Does the organization maintain records to substantiate the amount of the grants or
assistance, the grantees' eligibility for the grants or assistance, and the selection criteria used to award the
I__—I Yes D No

grants or assistance? |
2 For grantmakers. Describe in Part V the organizatior's procedures for monitoring the use of grant funds outside the
United States.

Inspection
Employer identification number

52-0591658 ;

3 Activities per Reglon. {The following Part |, line 3 table can be duplicated if additional space is needed.)

{a) Region

{b) Number of
offices In the
reglon

(€} Number of
employess,
agents,
and Independent

{d} Activitles conducted in
region (by type) (e.d.,
fundraising, program
services, investments,

{e) If activity listed in (d) is
a program sarvice,
describe spechic type of
service{s) in reglon

[f) Total
expenditures for
and investments

In region

contractors
In reglon

grants to recipients i
located in the ragion)

(1) CENTRAL AMERICA/CARIBBEAN INVESTMENTS 16,117,000,

(2)

(3)

(4)

(6)

(7)

{

i

]

(5) }
|

(8)

(%)

{10)

(11)

(12)

(13) |

(14)

(15)

{16)

(17}
3a Sub-total, ,....... .
b Total from continuatio
sheetsto Part! , , ... ..

¢__Totals (add lines 3a and 3b)
For Paperwork Reduction Act Notice, see the Instructicns for Form 980

16,117,000,

L R 16,117,000,
Schedule F (Form 990) 2019

JSA
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Schedule F (Form 990) 2010
EERAVA  Foreign Forms

Page 4

Was the organization a U.S. transferor of property to a foreign corporation during the tax year? If "Yes,”
the organization may be required fo file Form 826, Return by a U.S. Transferar of Property to & Foreign
Corporafion (see Instructions for Forim 826)

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

Did the arganization have an ownership interest In a foreign corporation during the tax year? ff “Yes,”
the organization may be required fo file Form 5471, Information Return of U.S. Persons with respect to
Certain Foreign Corporations. (see instructions for Form 5471)

Was the organization a direct or indirect shareholder of a passive fereign investment company or a
qualified electing fund during the tax year? If "Yas," the organization may be required fo file Form 8621,
Return by a Sharcholder of a Passive Foreign lnvestment Company or Qualified Electing Fund. (see
instructions for Form 8621} | |

Did the organization have an ownership interest in a foreign partnership duting the tax year? I "Yes,”
the organization may be required (o file Form 8865, Return of U.S. Porsons with respect to Certain
Forefgn Partnerships. {see instructions for Form 8868), | | |

Did the organization have any operations In or related to any boycotting countries during the tax year? f
"Yas," the organization may be required to fiie Form 5713, International Boycoft Report (see Instructions
for Form 5713)

Yes

Yes

Yes

Yes

Yes

Yes

DNO

DNO

No

No

JSA
DE1277 1.000

5/4/2012 7:35:49 PM
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MERCY MEDICAL CENTER 52~0521658
Schedule F (Form 990) 2010 52-0591658 Page B

Supplemental Information
Complete this part to provide the information required by Part |, line 2 {monitoring of funds}); Part |, line 3, column (f) i
{accounting method); Part Il, line 1 (accounting method); Part Iil (accounting method); and Part |, column {c) (estimated :
number of reciplents), as applicable. Also complete this part to provide any additional infermation (see instructions).

PART I, LINE 3 |
AMONG THE AMOUNTS INDICATED AS FOREIGN INVESTMENTS IN PART I WAS MERCY
MEDTCAL CENTER'S OWNERSHIP TNTEREST IN GREENLEAF TNSURANCE COMPANY, LTD |
("GREENLEAF"), A CAYMAN ISLAND CORPORATION. GREENLEAF IS A WHOLLY-OWNED

SUBSIDIARY OF MERCY MEDICAL CENTER WHAT PROVIDES DIRECT COVERAGE FOR

PROFESSIONAL, MALPRACTICE, AND COMPREHENSIVE GENERAL LIABILITY FOR MERCY

I
3
il

MEDICAL CENTER AND ITS ASSOCIATED HEALTH CARE FACILITIES. A3 OF THE END
OF THE 2010 TAX YEAR, THE VALUE OF MERCY MEDICAL CENTER'S OWNERSHIP IN

GREENLEAF WAS $12,547,000,

Schedule F {Form 990) 2010
JSA
JE1502 1.000
5/4/2012 7:35:49 PM




SCHEDULE H Hospitals | one N, 15¢5-0047

(Form 990)

Department of tha Treasury
Internal Revenue Service

» Complete if the organization answered "Yes' to Form 990, Part IV, question 20,

Name of the organization

MERCY MEDICAL CENTER 52-0591658
Financial Assistance and Certain Other Community Benefits at Cost

1a

p Attach to Form 290. B See separate instructions. Open to Public

Inspection
Employer identification number

Did the organization have a financial assistance policy during the tax year? If "No," skip to question6a . . . . . . ..

b If"Yes,"wasitawrttenpolicy?. . ... ... ... e e N e e e s e eaes
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 ysar.
a Did the organization use Federal Povarly Guidelines (FPG) to determine eligibility for providing free care to low income
Indi\flduals'? If “Yes,” indicate which of the foilowing was the FPG family incoma limit for eligibllity for freecare: , , , . . . . . ..
100% D 150% X 200% Other %
b Did the organization use FPG to determlne eligibility for providing discounted cars to low income individuals? If
"Yes," indicate which of the following was the family income limit for eligibility for discounted care:, , , ., .. ...
200% l:l 250% 300% 350% 400% |j Other . . _%
¢ 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 cars. Include in the description whether the organization used an
asset test or other threshold, regardless of incoeme, to determine eligikility 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™?, _ . . . . . . . e e
S5a Did the crganization budget amounts for free or discounted care provided under its financial asslstance policy during the tax year?
b 1If "Yes," did the organization's financial assistance expenses aexceed the budgetedamount? . . . . . . .. .. .. ..
¢ If "Yes" to line 5b, as a result of budget considerations, was the organization unable to provide free or discounted
care to a patient who was eligible for free or discounted care?. . . . . . . . o o o i s e e
6a Did the organization prapare a community benefit report duringthe taxyear? . . . . . . . v v v v v v v v v o0 o
b If"Yes," did the organization make itavailabletothe public? . . . . . . o« o v o i v o i e e s e e s
Complete the following table using the workshesets provided in the Schedule H instructions. Do not submit
these worksheets with the Schedule H.
7 Financial Assistance and Certain Other Community Benefils at Cost
Financial Assistance and (aa)clzl#m:segff (0} Persons {c) T'otal community {d) Direct offsetting {e) Net community (f) Percent
Means-Tested Government ?mgmms (ospﬁréig ) benefit expense ravenue benefit expense e?xfp té)nt:(l3
Programs opiional)
A  Financlal Asslstance at cost
{from Worksheets 1 and 2)- « - 10,440,830, 10,440,830. 2.84
b Unreimbursed Medicald {from
Worksheet 3, columna) .« »
€ Unreimbursed costs - other means-
tested government programs {from
Worksheet 3, colurmn b) |
d Total Financlal Assistance and
o 10,449,830, 10,440,830, 2.4
Other Benefits
€ Community health improvement
cporatons rom iaknent ) < 3,988,308, 13, 023. 3,975,285, 1.08
f  Health professions education
(from Worksheet 8) « « « » « 13,818,636, 13,818,636, 3.76
g Subsidized health sovices {frem
Worksheet 6 « « « « o« 4,635,649, 261,073, 4,374,576, 1.19
h  Resaarch (from Worksheet 7) « «
i Cash and in-kind coniributions to
community groups {from 1,696,122. 1,696,122, .46
Worksheet8), . . . & & 4 »
i Total. Other Bencfits + « + » » 24,128,715, 274,006, 23,864,619, 6.49
K Total Add linos 7d and 7], « 34,579,545. 274,096, 34,305,449, 9.33

For Paperwork Reduction Act Notice, see the Instructions for Form 990,

JSA

0E1284 2.000
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Scheduls H (Form 9907 2010 52-0591658 Page 2
Community Building Activities Complete this table if the organization conducted any community building
activities during the tax year, and describe in Part VI how its community building activities promoted the
health of the communities it serves.

{a) Number of| (i) Persons {c) Total community (d) Direct offsetting (e} Net community (fy Percent of i
actlvities or servad building expense revenue bullding expense fotal expense i
programs (optional)
{optionai}
Physical Improvements and housing 12,000. 12 L 000, 51\
Economic development 968,623. 490,938, 477,685, .13 l;
Community support 20,192, 20,192, |

Environmental improvements I

o (o (N

Leadership development and ’

training for communily members 3C4 4 133, 304 7 133. .08
6 Coallticn building

7 Community health improvement

advocacy 214,085, 214,085, .Co
8 Workforce development
9 Other
10 Total 1,519,033. 490,938. 1,028,095, .27

m Bad Debt, Medicare, & Collection Practices

Saction A. Bad Debt Expense Yes | No

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

Association StatementNo. 152 . . . .. ..o vt u e e e e L X i
2 Enter the amount of the organization's bad debt expense {atcost) , . ... ....... 2 19,970,443 |
3 Enter the estimated amount of the organization's bad debt expense (at cost) atiributable
to patients eligible under the organization's financial assistance policy . , . ., ... .. 3

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

5 Enter total revenue recsived from Medicare (including DSH and IMEY . . . v« o o 4 - & 5 111,617,975 _
6 Enter Medicare allowable costs of cara relating to paymentsonlne5. .. . .. ... - 6 89,544,621 i
7 Subtract line 6 from line 5. This is the surplus {or shortfall) . . . . . . e 7 22,073,354 !
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 methodalogy or source used o determine the amount reported on line 6.
Check the box that describes the method used:
Cost accounting system Cost to charge ratio I:I Other
Section €. GCollection Practices |
9a Does the organization have a written debt cellection policy during the taxyear?. . . . .. .. .. .. ... e .. 9a | B |
b If "Yes," did the organization's collsction poliey that applied to the largest number of lls patients during the tax year contain provisions on the i

collection practices to be followed for patlents who are known to qualify for financlal assistance? Descrbe inPartVl , , o v o 0 0 0 0 0o o o gh | X
Management Companies and Joint Ventures

(a} Mame of entity (b) Description of primary {c) Organlzation's {d) Officers, directors, () Physiclans’ :

activity of entity profit % or stock trustees, or key nrofit % or stock :

owhership % employses' profit % ownership % !

or stock ownership % 'l

1 ;
2
3
4
5
6
7
8
9
10
11

12 ;

13 |

JsA Schedule H (Form 990) 20140
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52-0591658

Page 3

Facility Information

Section A. Hospital Facilities

{list in order of size, measured by total revenue per facility,
from largest to smallest)

How many hospital facilities did the crganization operate
during the tax year? 1

Name and address

endsoy pasusol]

{eaIBins g |eopow |RIBu L)

[erdscy susIpys

|Endsey Buyaea

|endsoy sssooe [BOnUD

Aoy yoreesey

sdnoy #g-u3

1Ay

Other {describe)

1 MERCY MEDICAL CENTER

301 ST PAUL PLACEH

BALTIMORE MD 21202

2

10

11

12

13

14

15

16

JBA,
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5/4/2012 7:35:49 PM

Schedule H (Form 990) 2010




Schedule H (Form 990) 2010

Facility Information (confinued)

Section B. Facility Policles and Practices
{Complete a separate Section B for each of the hospital facilities listed in Part V, Section A)

Name of Hospital Facility: MERCY MEDICAL CENTER

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

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
assessmant {Needs Assessmant)? If "No," skiptolne 8. . . ... ... e e e e e e e -
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
¢ |__|Exsting heaith care facilities and resources within the community that are available to respond to the

health needs of the community

How data was obtainad

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 meset the
community health ngeds

h | __| The process for consulting with persons representing the community's interests
i |__|Information gaps that limit the hospital facility's ability to assess all of the community's health nesds
j ] Other {describe in Part V1)

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

3 In conducting its most racent 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 frem persens who represent the community, and identify the persons
the hospital facility consulted ., . ., e e e e e

4  \Was the hospital facility's Needs Assessment conducted with one or more other hospital faciliies? if *Yes,"
list the other hospital facilities inPart VI, . . . o v v vt i v v e o e e e u s et e e e e e

5 Did the hosplital facility make its Needs Assessment widely available to the public?, , , . . ... ... e
If *Yes," indicate how the Needs Assessment was made widely available (check all that apply):
a | | Hospital facllity's website
b | |Avallable upon request from the hospital facility

| Other {describa in Part V1)

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 nseds in its community

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

| | Other (describe in Part V1)

7  Did the hospital facility address all of the needs identified in its most recently conductad Needs Assessment?
If "No," explain in Part VI which needs it has not addressed and the reasons why it has not addressed such
NEEBOS = » v v c o o o v a e aaa e as S A A I P I W AT .

- Fimn D O 0 To

Financial Assistance Policy

Did the hospital facility have in place during the tax year a written financial assistance policy that:
8 Explained eligibility criteria for financial assistance, and whather such assistance includes free or discounted

care?, . ... ... ... e e e e e e e e e Ce e
9 Used federal poverty guidslines (FPG) to determine eligibility for providing free care to low Income

individuals? , , ., ........ C e e e e e e .

If "Yes," indicate the FPG family inceme limit for elighility for free care: ___ _ %

QE 1267 2000
5/4/2012 7:35:49 PM
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Schedule H (Form 990} 2010 Page 5
Facility Information (continued) _ MERCY MEDICAL CENTER

10 Used FPG to determine eligibility for providing discounted care tc low income individuals? |, ., .. ...
If "Yes," indicate the FPG family income limit for eligibility for discounted care: %
11  Explained the basis for calculating ameunts charged to patients? | . _ . ... .... s
If "Yes," indicate the factors used in determining such amounts (check all that apply):
a | | [ncome level
b || Assetlevel
¢ |_| Medical indigehcy
d | | Insurance siatus
e | | Uninsured discount
f || Medicaid/Medicare
g |__| State regulation
h | | Other{describe in Part Vl)
12  Explained the method for applying for financial assistance?, |, . . .. . .. . ... . i ian s
13  Included measures to publicize the policy within the community served by the hospital facility’?
If "Yes," indicate how the hospital facility publicized the policy (check all that apply):
a | | The policy was posted on the hospital facility's website
b | | The policy was attached to billing invoices
c | | The policy was posted in the hospital facllity's emergency rooms or waiting rooms
d | | The policy was posted in the hospital facility's admissions offices
e | | The policy was provided, in writing, to patients on admission to the hospital facility
f | _| The policy was available on request
g | | Other (describe in Part V1)

Billing and Collections

Schedule H (Form 990) 2010

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 facllity may take upon non-payment? _ ..

15 Check all of the following collection actlons against a patient that were permitted under the hospital facility's
policies at any time during the tax yea::

a Reporting to credit agency

b Lawsuits

c Liens on residencas

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 taxyear? _  _ ... ..., ke e e e
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

¢ | | Liens on residences

d { | Bodyattachments

e | | Other actions (describe in Part V1)

17  Indicate which actions the hospital facility took before initiating any of the collection actions checked in line

16 {check all that apply):

a | | Notified patients of the financial assistance policy en admission

b | | Notified patients of the financlal assistance policy pricr to discharge

¢ | | Notified patients of the financial assistance policy in com munications with the patients regarding the
patients’ bills

d 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 i)

JSA
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Schedule H (Form 990) 2010
Facility Information (confinued) _ MBRCY MEDICAL CENTER
Policy Relating to Emergency Medical Care

P

aga 6

18

o @

d

Did the hospital facility have In place during the tax year a written policy relating to emergsncy 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? v v v v s s v n e
If "No," indicate the reasons why (check ali that apply):

The hospital facility did not provide care for any emergency medical condltions

The hospital facility did not have a policy relating to emergency medical care

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

Charges for Medical Care

Yes

No

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 D The hospital facility used the average of the three lowest negotlated commercial insurance rates for
those services at the hospital facility

¢ D The hospital facility used the Medicare rate for those services

d |::| Other (describe in Part VI)

20 Did the hospiial facility charge any of its patients who were eligible for assistance under the hospital facility's
financial assistance policy, and to whom the hospital facilty provided emergency or other medically
necessary services, more than the amounts generally billed to individuals who had Insurance coveting such
CaB?. . v v h o w e s Ch e e e e e e e e s PR e e e e
If "Yes," explain in Part V1.

21 Did the hospital facilty charge any of its patients an amount equal to the gross charge for any service
provided to that patient? . . . . . W e e e e e e e e L2
If "Yes," explain in Part V1.

Schedule H {Form 990) 2010

J8A

JE 1324 1,000

5/4/2012 7:35:49 PM




Schedule H {Form 980) 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?

;
§
Name and address Type of Facility (describe) ;
|
1
\]
|
2 ‘
3 '
4 1;
:1
: :
:
! j
2 ;
10 |
|
Schedule H {Form 990) 2010 ‘
1
i
i
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Schedule H {Form 990) 2010 Pags 8

:Ftaatil Supplemental Information

Complete this part to provide the following information.

1 Required descriptions. Provide the descriptions reguired for Part |, lines 3c, 6a, and 7; Part Il; Part ill, lines 4, 8, and 9b; and
Part V, Section B, lines 1j, 3, 4, 5c, 6i, 7, 11h, 13g, 15e, 16e, 17e, 18d, 194, 20, and 21.

2 Needs assessment. Describe how the crganization assesses the health care needs of the communities 1t serves, in addition to
any needs assessments reported in Part V, Section B. I

3 Patient education of eligibility for assistance. Descrice how the organization informs and educates patients and persons
who may be billed for patient cars about thelr 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 i
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 caro 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 affiiated 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 4
organization, files a community benefit report. !

MARYLAND HOSPITAL ASSOCIATION UNIFIED MARYLAND HOSPITAL RESPONSES

PART I, LINES 7A, 7B AND 7F

7A. CHARITY CARE AT COST AND 7F. HEALTHE PRCFESSIONS EDUCATION ARE

EXPLAINED IN THE FOLLOWING:

MARYLAND'S REGULATORY SYSTEM CREATES A UNIQUE PROCESS FOR HOSPITAL

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

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

PROCESS ALL PAYORS, INCLUDING GOVERNMENTAL PAYCRS, PAY THE SAME AMOUNT

| FOR THE SAME SERVICES DELIVERED AT THE SAME HOSPITAL. MARYLAND'S UNIQUE :

ALL PAYOR SYSTEM INCLUDES A METHCD FOR REFERENCING UNCOMPENSATED CARE 1IN

i EACH PAYORS' RATES, WHICH COES NOT ENABLE MARYLAND HOSPITALS TO BREAKOUT

ANY OFFSETTING REVENUE RELATED TO UNCCMPENSATED CARE.

7B, UNREIMBURSED MEDICAID IS EXPLAINED IN THE FCLLOWING:

MARYLAND'S REGULATORY SYSTEM CREATES A UNIQUE PROCESS FOR HOSPITAL

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

JSA Schedule H {Form 990) 2010
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Schedule H (Farm 990) 2090 Page 8
ETRAUl  Supplemental Information

Complete this part to provide the following information. i

1 Regquired descriptions. Provide the descriptions required for Part |, lines 3c, 6a, and 7; Part II; Part 1ll, lines 4, 8, and 9b; and
Part V, Section B, lines 1], 3, 4, 5c, 61,7, 11h, 13g, 152, 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 educatlon 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 Communlty 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 purpese by promoting the health of the community {e.g., open medical staff, community
board, use of surplus funds, efc.).

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

7 State fillng of community benefit report. If applicable, identify alt states with which the organization, or & related
arganization, files a community benefit report.

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

i
1
\
|
W
Hi
i
i
il
El
N
i
i

PROCESS ALL PAYORS, INCLUDING GOVERNMENTAL PAYCRS, PAY THE SAME AMOUNT ’

FOR THE SAME SERVICES DELIVERED AT THE SAME HOSPITAL. MARYLAND'S UNIQUE

ALL PAYOR SYSTEM INCLUDES A METHOD FOR REFERENCING UNCOMPENSATED CARE IN

EACH PAYORS' RATES, WHICH DOES NOT ENABLE MARYLAND HOSPITALS TQ BREAKOUT

ANY DIRECTED OFFSETTING REVENUE RELATED TO UNCOMPENSATED CARE. COMMUNITY

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

i NET EFFECT IS ZERC. THE EXCEPTION TO THIS IS THE IMPACT ON THE HOSPITAL

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

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

HOSPITALS THROUGH THE RATE SETTING SYSTEM. THE MARYLAND MEDICAID

ASSESSMENT FOR MERCY MEDICAL CENTER FOR THE 2010 TAX YEAR WAS $989,402.

PART I, LINE 3C

FINANCIAL ASSISTANCE WILL BE FROVIDED AT NO CHARGE OR AT A REDUCED CHARGE

| TO PATIENTS WHO ARE UNABLE TO PAY BASED ON A SLIDING SCALE THAT WILL BE

APPLIED FOR INCOMES UP TC APPROXIMATELY 400% ABOVE THE HHS POVERTY

} GUIDELINES. THE POVERTY GUIDELINES ARE ISSUED EACH YEAR BY THE DEPARTMENT

JsA Schedule H (Form 890} 2010
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Schedule H (Form 950) 2010 Page 8
ENAY]  Supplemental Information

Complete this part to provide the following infermation.

1 Required descriptions. Provide the descriptions required for Part I, lines 3¢, 6a, and 7; Part il; Part Ill, lines 4, 8, and 8b; and
Part V, Section B, lines 1], 3, 4, 5¢, 61, 7, 11h, 13g, 15e, 18e, 17, 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 Patlent education of ellgibillty 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 arsa and
demographic constituents it serves.

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

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.

OF HEALTH AND HUMAN SERVICES (HSS).

IN ORDER TO QUALIFY FOR FINANCIAL ASSISTANCE, A PATIENT MUST BE A U.S.

CITIZEN OR PERMANENT LEGAL RESIDENT WHO QUALIFIES UNDER AT LEAST ONE OF

THE FOLLOWING CONDITIONS:

1, A PATIENT WITH FAMILY INCOME AT OR BELOW 200% OF THE FEDERAL POVERTY

LEVEL, WITH LESS THAN $10,000 IN HOUSEHOLD MONETARY ASSETS QUALIFIES FOR

FULL FINANCIAL ASSISTANCE IN THE FORM OF FREE MEDICALLY NECESSARY CARE.

2, A PATIENT NOT OTHERWISE ELIGIBLE FCR MEDICAID QR CHIP WHO IS A

BENEFICIARY/RECIPIENT OF A MEANS-TESTED SOCIAL SERVICES PROGRAM,

INCLUDING BUT NOT NECESSARILY LIMITED TO THE FOLLOWING PROGRAMS, IS

DEEMED ELIGIBLE FOR FIWNANCIAL ASSISTANCE IN THE FORM OF FREE MEDICALLY

NECESSARY CARE, PROVIDED THAT THE PATIENT SUBMITS PROOF QF ENROLLMENT

WITHIN 30 DAYS UNLESS THE PATIENT OR THE PATIENT'S REPRESENTATIVE

REQUESTS AN ADDITIONAL 30 DAYS:

J8A Schedule H {(Form 980) 2010

0E1326 1.000
5/4/2012 7:35:49 PM



Schedule H (Form 890) 2010 Page 8

-F1za'll Supplemental Information

Complete this part to provide the following information.

1

Required descriptions. Provide the descriptions required for Part |, lines 3¢, Ga, and 7; Part [I; Part lll, lines 4, 8, and 9b; and
Part V, Section B, lines 1j, 3, 4, 5¢, 6i, 7, 11h, 139, 15e, 16e, 17e, 184, 19d, 20, and 21.

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.

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

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

Promotion of community health. Provide any other information imporiant 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, stc.).

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 premoting the health of the communities served.

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

organization, files a community benefit report,

BA) HOUSEHOLDS WITH CHILDREN IN THE FREE CR REDUCED LUNCH PROGRAM
B} SUPPLEMENTAL NUTRITIONAL ASSISTANCE PROGRAM ([SNAFP)

C} LOW-INCOME-HOUSEHOLD ENERGY ASSISTANCE PROGRAM

D) PRIMARY ADULT CARE PROGRAM ({(PAC), UNTIL SUCH TIME AS INPATIENT

BENEFITS ARE ADDED TO THE PAC BENEFIT PACKAGE

E)

WOMEN, INFANTS, AND CHILDREN (WIC)

3.

A PATIENT WITH FAMILY INCCME AT OR BELOW 400% OF FEDERAL POVERTY

LEVEL, WITH LESS THAN $10,000 IN HOUSEHCLD MONETARY ASSETS QUALIFIES FOR

PARTIAJ, FINANCIAL ASSISTANCE IN THE FCRM OF REDUCED-COST MEDICALLY

NECESSARY CARE. THE AMOUNT OF FINANCIAL ASSISTANCE IN THIS CASE IS BASED

ON A SLIDING SCALE OF INCOME AND SHOWN IN THE ATTACHED TABLE AND OTHER

FACTORS.

JBA

Schedule H {Form 9980) 2010

GE1328 1.009

5/4/2012 7:35:49 PM




Schedule H (Form 990) 2010 Page 8
ERAU] Supplemental Information

Complete this part to provide the following information.

1

Reguired descriptions. Provide the descriptions required for Part |, lnes 3¢, 6a, and 7; Part Il; Part Ill, lines 4, 8, and 9b; and
Part V, Section B, lines 1], 3, 4, 5¢, 61,7, 11h, 13g, 158, 18e, 17e, 184, 194, 20, and 21.

2 Needs assessment. Descrlbe 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 Patlent education of eligibility for assistance. Describe how the organization informs and educates patienis and persons
who may be billed for patient care about their eliglbllity for assistance under federal, state, or local government programs or
under the organization’s financial assistance policy.

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

5 Promotlion of community health. Provide any other information important to describing how the organization's hospitals facilities or
other health care facilities further its sxempt purpose by promoting the health of the community (e.g., open medical staff, comm unity
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.

4, A PATIENT WITH: (I) FAMILY INCOME AT COR BELOW 500% OF FEDERAL POVERTY

LEVEL; (II) WITH MEDICAL DEBT INCURRED WITHIN THE 12 MONTH PERICOD PRIQR

TQO APPLICATION THAT FEXCEEDS 25% OF FAMILY INCOME FOR THE SAME PERIOD; AND

(I

II) WITH LESS THAN $10,000 IN HOUSEHOLD MONETARY ASSETS WILL QUALIFY

FOR PARTIAL FINANCIAL ASSISTANCE IN THE FORM OF REDUCED-COST MEDICALLY

NECESSARY CARE. THE AMOUNT OF FINANCIAL ASSISTANCE IN THIS CASBE IS BASED

ON A SLIDING SCALE OF INCOME, AMOUNT OF MEDICAL DEBT, AND OTHER FACTORS.

A)

AN ELIGIBLE PATIENT OR ANY IMMEDIATE FAMILY MEMBER OF THE PATIENT

LIVING IN THE SAME HOUSEHQLD SHALL REMAIN ELIGIBLE FOR REDUCED-COST

MEDICALLY NECESSARY CARE WHEN SEEKINC SUBSEQUENT CARE AT MERCY MEDICAL

CENTER DURING THE 12-MONTH PERICD BEGINNING ON THE DATE ON WHICH THE

REDUCED-COST MEDICALLY NECESSARY CARE WAS INITIALLY RECEIVED.

B)

TO AVOID AN UNNECESSARY DUPLICATION OF MERCY MEDICAL CENTER'S

DETERMINATIONS OF ELIGIBILITY FOR FINANCIAL ASSISTANCE, A PATIENT

ELTGIBLE FOR CARE UNDER PARAGRAPH 4.A SHALL INFCRM THE HOSPTIAL OF HIS OR

HER ELIGIBILITY FOR THE REDUCED-COST MEDICALLY NECESSARY CARE.

JEA
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Schedula H (Form 990) 2010 Page 8
FTihil Supplemental Information i

Complete this part to provide the following information.

1 Regquired descriptions. Provide the descriptions required for Part i, lines 3c, 6a, and 7: Part I; Part Ill, lines 4, 8, and 8b; and
Part V, Section B, lines 1j, 3, 4, 5¢, Bi, 7, 11h, 134, 15e, 16e, 178, 184, 19d, 20, and 21.

2 Noods assessmant. Describe how the organization assesses the health care needs of the communities It serves, in addition to
any needs assessments reported in Part Vv, Section B.

3 Patient educatlon of eligibility for assistance. Descrive 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 fmportant to describing how the organization's hospitals fagilities or
other health care facllities further its exempt purpose by promoting the health of the community {e.g., open medical staff, community
hoard, 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. :

]
i
]

P P P L)

5. AN UNINSURED PATIENT WITH FAMILY INCCME BETWEEN 200% AND 500% OF

FEDERAL POVERTY LEVEL WHC REQUESTS ASSISTANCE QUALIFIES FOR A PAYMENT

PLAN.

6. A HCMELESS PATIENT QUALIFIES FOR FINANCIAL ASSISTANCE.

7. A DECEASED PATIENT, WITH NO PERSCON DESIGNATED AS DIRECTOR OF FINANCIAL

AFFAIRS, OR NG ESTATE NUMBER ON FILE AT THE APPICABLE REGISTRARS OF WILLS i

DEPARTMENT, QUALIFIES FOR FINANCIAL ASSISTANCE.

8. A PATIENT WHO HAS A REMAINING BALANCE AFTER MEDICAL ASSISTANCE

QUALIFIES FOR FINANCIAL ASSISTANCE.

9. MERCY MEDICAL CENTER MAY ELECT TO GRANT PRESUMPTIVE CHARITY CARE TO

PATIENTS BASED ON INFORMATION GATHERED DURING A DEBT COLLECTION PROCESS.

I FACTORS INCLUDE PROPENSITY TO PAY SCORING, ELIGIBILITY AND PARTICIPATION

IN OTHER FEDERAL PROGRAMS, AND OTHER REILEVENT INFORMATION.

| JSA Schedule H (Form 290} 2010
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Schedule H (Form 990) 2010 Page 8
Supplemental Information

Complete this part to provide the following information.

1 Required descriptions. Provide the descriptions required for Part |, lines 3¢, 6a, and 7: Part ll; Part [ll, lines 4, 8, and 2b; and
Part V, Section B, lines 1j, 3, 4, 5c, 6i, 7, 11h, 13g, 15e, 16e, 17e, 18d, 19d, 20, and 21.

2 Needs assessment. Describe how the arganization 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 patlent care about their eligibility for assistance under federal, state, or local government programs cr
under the crganization's financial assistance policy.

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

5 Promotlon 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 organizaticn is part of an affiliated health care system, describe the respective roles of the
organizationand its affillates in prometing the heaith of the communities servad.

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

10. A PATIENT WHO DOES NCT QUALIFY UNDER THE PRECEDING CATEGORIES MAY

STILL APPLY FOR FINANCIAL ASSISTANCE, AND MFERCY MEDICAL CENTER WILL

REVIEW TEE APPLICATION AND MAKE A DETERMINATION ON A CASE-BY-CASE BASIS

AS TO ELIGIBILITY FOR FINANCIAL ASSISTANCE. FACTORS THAT WILL BE

CONSIDERED INCLUDE:

A) FIXED INCOME SUCH AS SOCIAL SECURITY, RETIREMENT OR DISABILITY WITH NO

ADDITIONAL INCOME SOURCES AVAILABLE

B) MEDICAL EXPENSES AND/OR

C)} EXPENSES RELATED TQO NECESSITIES OF LIFE COMPARED TO INCOME.

IN DETERMINING ELIGIBILITY, THE SIZE OF THE PATIENT'S BILL RELATIVE TO

THE PATIENT'S ABILITY TC PAY WILL BE CONSIDERED. FINANCIAL ASSISTANCE

WILL BE GRANTED FOR NECESSARY HOSPITAL SERVICES AND IT WILL BE PROVIDED

TO THOSE WHO PROPERLY DOCUMENT ELIGIBILITY AND COOPERATE WITH MERCY

J5h Schedule H (Form 980) 2010
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Schedule H (Form 990} 2010 Page 8
GETRYIl Supplemental Information

Complete this part to provide the following information.

1 Required descriptions. Provide the descriptions required for Part [, lines 3¢, 8a, and 7; Part II; Part 1, lines 4, 8, and 9b; and
Part V, Section B, lines 1], 3, 4, 5¢, 8i, 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 patlents and persons
who may be billed for patient care about their eligibility for assistance under federal, state, or local government programs or
under the erganization'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 infermation important to describing how the organization's hospitals facllities or
other health care facilities further its exempt purpose by premoting the health of the community {2.g., open medical siaff, community
board, use of surplus funds, etc.).

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

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

MEDICAL CENTER'S FINANCIAL ASSISTANCE APPLICATICN PROCESS.

WITHIN TWO BUSINESS DAYS FOLLOWING A PATIENT'S INITIAL REQUEST FOR

FINANCIAL ASSISTANCE SERVICES, APPLICATION FOR MEDICAL ASSISTANCE, OR

BOTH, THE FACILITY MUST MAKE A CETERMINATICN OF PROBABLE ELIGIBILITY.

NOTICE OF THE AVAILABILITY OF FINANCIAL ASSISTANCE IS TO BE POSTED IN THE

ADMISSIONS OFFICE, BUSINESS OFFICE, AND EMERGENCY AREAS OF THE HOSPITAL.

SUCH NOTICE IS POSTED IN ENGLISH, SPANISH AND/OR ANY OTHER LANGUAGE THAT

WILL BE UNDERSTANDABLE TO TARGET POPULATICONS OF PATIENTS UTILIZING

HOSPITAL SERVICES.

INDIVIDUAL NOTICE OF THE AVAILABILITY CF FINANCIAL ASSISTANCE, THE

POTENTIAL FOR MEDICAID ELTIGIBILITY, AND THE AVAILABILITY OF ASSISTANCE

FROM OTHER GOVERNMENT FUNDED PROGRAMS SHALL BF PROVIDED TC EACH PERSON

WHO SEEKS SERVICES IN THE HCSPITAL AT THE TIME OF COMMUITY OQUTREACH

EFFORTS, PRENATAL SERVICES, PREADMISSION, OR ADMISSION. SUCH NOTICE WILL

BE PRINTED IN ENGLISH, SPANISH, AND/OR ANY OTHER LANGUAGE THAT WILL BE

JsA Schedule H (Form 890} 2010
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Schedule H {Form 990) 2010 Page 8
:ET1AYUl  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 IIl, lines 4, 8, and 9b; and
Part V, Section B, lines 1j, 3, 4, 5¢, 61, 7, 11h, 13g, 15e, 16e, 17e, 18d, 19d, 20, and 21.

2 Needs assessment. Describe how the organizaticn 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 ellgibility 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.

UNDERSTANDABLE TO TARGET POPULATIONS CF PATIENTS UTILIZING HOSPITAL

SERVICES.

MERCY MEDICAL CENTER WILL MAKE AN EFFORT TO PROVIDE THE FINANCIAL

ASSISTANCE APPICATICN, POLICIES, PROCEDURES, AND INFORMATION AVAILABLE IN !

ENGLISH, SPANTSH, AND/OR ANY OTHER LANGUAGE THAT WILL BE UNDERSTANDABLE

TO TARGET POPULATIONS COF PATIENTS UTILIZING HOSPITAL SERVICES.

PART I, LINE 6A

COMMUNITY BENEFIT REPORT IS MADE AVAILABLE ON ANOTHER'S WEBSITE,

SPECIFICALLY THE WEBSITE FOR THE MARYLAND HSCRC. MERCY MEDICAL CENTER

PREPARES ITS COMMUNITY BENEFIT REPORT ANNUALLY AND ITS MADE AVAILABLE TO

THE PUBLIC.

PART I, LINE 7G

THERE ARE NO COSTS REPCRTED THAT ARE ATTRIBUTABLE TO A PHYSICIAN CLINIC. i

JsA Scheduls H (Form 990) 2010 ,
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Schedule H {Form 290) 2010 Page 8 ]
CEVRAUN  Supplemental Information

Complete this part to provide the following information. i

1 Required descriptions. Provide the descriptions required for Part |, lines 3c, 6a, and 7; Part |l; Part IIl, lines 4, 8, and 9b; and
Part V, Section B, lines 1j, 3, 4, 5¢, 6i, 7, 11h, 13g, 15e, 168, 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 ellgibility 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
demagraphic censtituents it serves. i

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.). b

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 heatth of the communities served.

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

PART I, LINE 7, COLUMN F

THE BAD DEBT EXPENSE AS REPORTED ON FORM 990, PART IX, IS

523,061,732,

PART I, LINE 7

IN TABLE 7, A COST-TO-CHARGE RATICO WAS USED IN ALL CALCULATIONS.

PART III, LINE 4

THE COST OF BAD DEBTS ON LINE 2 AND 3 OF SCHEDULE H WAS DETERMINED BASED

ON THE COST TO CHARGE RATIO FORM MERCY MEDICAL CENTER'S ANNUAL FILING

WITH THE HSCRC.

PART III, LINE 8

THE COSTING SQURCE IS THE MEDICARE COST REPCRT AND THE METHODOLOGY IS

MEDICARE ALLOWABLE COST T0O MEDICARE REVENUES RECEIVED. '

JSA
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Schedule H {Form 990) 2010 Page 8
:ETTA%N  Supplemenial Information

Complete this part to provide the following infarmation,

1 Requlred descriptions. Provide ths descriptions required for Part |, lines 3¢, Ba, and 7; Part II; Part lll, lines 4, 8, and 9b; and
Part V, Section B, lines 1], 3, 4, 5¢, 6i, 7, 11h, 13g, 15e, 18e, 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 financlal assistance poiicy.

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

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

6 Affiliated health care system. If the organizaticn 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 beneflt report. If applicable, identify all states with which the organization, or a related
organization, files a community bensfit report.

PART III, LINE 9B

ONCE THE COLLECTION PRCCESS HAS BEGUN, THE ORGANIZATION CONTINUES TO

MONITOR WHETHER THE PATIENT QUALIFIES FOR CHARITY CARE UNDER THE

FINANCIAL ASSISTANCE POLICY. IF THE CRGANIZATION DETFRMINES THAT A

PATTIENT QUALIFIES FOR FINANCIAL ASSISTANCE, INCLUDING ONCE THE COLLECTION

PROCESS HAS BEGUN, THE ORGANTIZATION WILL APPROVE THE PATIENT FOR CHARITY

CARE. ONCE CHARITY CARE HAY BFRRN APPROVED, THERE IS NC FURTHER ATTEMPT

MADE BY THE ORGCNANIZATION TO COLLECT. COLLECTION EFFORTS WILL BE STOPPED

AT ANY TIME DURING THE COLLECTION PROCESS IF THE PATIENT QUALIFIES FOR

CHARITY CARE UNDER THE FINANCIAL ASSISTANCE POLICY. FURTHERMORE, IF A

PATIENT'S FINANCIAL SITUATION CHANGES AT ANY POINT DURING THE COLLECTION

PROCESS, THE PATIENT MAY QUALIFY FCR FINANCIAL ASSISTANCE AT SUCH POINT.

PART V

MERCY MEDICAL CENTER {MMC) IS A LICENCED HOSPITAL. MMC PROVIDES

INPATIENT, OUTPATIENT AND EMERGENCY CARE SERVICES PRIMARILY FOR THE

CITIZENS OF THE BALTIMORE METROPOLITAN AREA.

JSA, Schedule H (Form 990) 2010
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Schedule H {Form 890) 2010 Page B
ETIALUN  Supplemental Information

Complete this part to provide the following information.

1

Required descriptions. Provide the descriptions required for Part |, lines 3¢, 6a, and 7; Part II; Part 1ll, lines 4, 8, and 9b; and
Part V, Section B, lines 1j, 3, 4, 5¢, 6i, 7, 11h, 139, 15s, 16e, 178, 18d, 184, 20, and 21.

Needs assessment. Descrlbe how the crganization assesses the health care needs of the communities it serves, In addition to
any needs assessments reporied in Part V, Section B,

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

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

Promotion of communlty 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.).

Affiliated health care system. If the organization is part of an affillated health care system, daescribe the respective roles of the
organization and its affiliates in promoting the health of the communitiss served.

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

organization, files a community benefit report.

NEEDS ASSESSMENT

PART VI, QUESTION 2

MERCY MEDICAL CENTER EMPLOYED A MULTI-PRONGED APPROACH IN IDENTIFYING

COMMUNITY NEEDS. THESE APPROACHES ARE AS FOLLCWS:

1.

ACCESSING EXISTING DATA SOURCES CON HEALTH CARE STATUS IN PRIMARY

SERVICE AREA(PSA) AS PREVIOUSLY REFERENCED, "BALTIMORE CITY'S HEALTH

STATUS REPORT: 2008" WAS THE MAIN STATISTICAL DOCUMENT THAT PROVIDED THE

HOSPITAL WITH KEY DATA ON THE MOST CRITICAL HEALTH CARE CONDITIONS

AFFECTING THE POPULATION.

ACCESSED AND REVIEWED OTHER STATE OF MARYLAND HEALTH CARE DATA BASES

RELATED TO HEALTH CARE NEEDS OF COMMUNITIES THAT MERCY MEDICAL CENTER

SERVES IN ITS5 PSA.

PUBLICATIONS AND DATA AVAILABLE FROM ORGANIZATIONS IN WHICH MERCY MEDICAL

CENTER PHYSICIAN AND ADMINISTRATIVE LEADERSHIP ARE ACTIVE PARTICIPANTS

AND MEMBERS SUCH AS B'MCRE FOR HEALTHY BABIES, JOURNEY HOME, FAMILY

JsA
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Schedule H (Form 290) 2010 Page B l‘
P4l Supplemental Information i

Complete this part to provide the following infermation.

1 Required descriptions. Provide the descriptions required for Part |, lines 3c, Ba, and 7; Part II; Part IIl, lines 4, 8, and 9b; and i
Part V, Section B, lines 1, 3, 4, 5¢, 6i, 7, 11h, 13g, 18e, 18e, 17e, 18d, 194, 20, and 21.

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

3 Patient education of elighility for assistance. Describe how the organization informs and educates patients and persons
who may be billed for patient care about their sligibility 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 infermation important to describing how the organization's hospltals facilities or ;
other health care facilities further its exempt purpose by promoting the health of the community (e.g., open medical staff, community i
board, use of surplus funds, etc.). !

6 Affillated health care system. If the organization is part of an affiiated health care system, describe tho 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.

CRISIS CENTER OF BALTIMORE, AND BALTIMORE HOMELESS SERVICES, AMOUNG

OTHERS.

2. PARTNERSHIPS, WORKGROUPS, AND MEMBERSHIP IN ORGANIZATIONS THROUGH THE ;

WORKGROUPS AND PARTNERSHIPS THAT HAVE BEEN ESTABLISHED WITH KEY i

ORGANIFZATIONS SUCH AS HEALTH CARE FOR THE HOMELESS, BALTIMORE HOMELESS

SERVICES, THE WEINBERG HOUSING AND RESQURCE CENTER, MAYOR'S OFFICE ON

EMEGENCY MANAGEMENT, SEX AND FAMILY CRIMES DIVISION OF THE BALTIMORE CITY

POLICE DEPARTMENT, TURN AROUND HOUSE OF RUTH, FAMILY CRISIS CENTER OF

BALTIMORE, DOMESTIC VIOLENCE COORDINATING COUNCIL, B'MORE FOR HEALTHY

BABTES AND FAMILY HEALTH CENTERS OF BALTIMGRE, THE HOSPITAL RECEIVED

SIGNIFICANT INPUT AND FEEDBACK ON THE HEATLTH CARE NEEDS OF ITS TMMEDIATE

SURROUNDING NEIGHBORHOODS AND COMMUNITIES. THIS WAS ACHIEVED THROUGH

REGULAR MEETINGS AND DISCUSSIONS THROUGHOUT FY1l,

THROUGH PARTICIPATION OF THE HOSFITAL'S EXECUTIVE LEADFRSHIP TEAM IN

BUSINESS FORUMS SUCH AS THE DOWNTOWN PARTNERSHIP AND MEMBERSHIP IN OTHER

ORGANIZATIONS, SIGNIFICANT FEEDBACK AND INFORMATION ON HEALTH CARE NEEDS

J8A Schedule H {Forim 990} 2010
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Supplemental Information

Complete this part to provide the following information.

1 Required descriptions. Provide the descriptions required for Part |, lines 3¢, 6a, and 7; Part II; Part IIl, lines 4, &, and 9b; and
PartV, Section B, lines 1j, 3, 4, 5¢, 6i, 7, 11h, 13g, 15e, 168, 176, 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. i

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

4 Community information. Desctbe 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 heaith care facilities further its exempt purpose by promoting the health of the community (e.g., open medical staff, community
board, use of surplus funds, stc.).

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

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

AND GAPS WAS AL3S0O GATHERED.

3, MERCY HEALTH SERVICES MISSION AND COPORATE ETHICS COMMITTEE THE

MISSTON AND COPORATE ETHICS COMMITTEE OF THE BCARD OF TRUSTEES MEETS

REGULARLY TC REVIEW AND COORDINATE ISSUES RELATED TO MISSION INTEGRATION

AND COORDINATION. THIS BOARD COMMITTEE IS INFORMED AND CLEARLY

UNDERSTANDS THE SCOPE AND DEPTH OF THE HOSFITAL'S COMMUNITY BENEFIT AND

INITIATIVES.

IN SUMMARY, THROUGH R QUANTITATIVE ASSESSMENT CF NEEDS BASED ON REVIEW OoF

CURRENT DATA SOURCES AND ACTIVE PARTICIPANTS IN SEVERAL COMMUNITY BASED

ORGANIZATIONS, MERCY MEDICAL CENTER WAS ABLE TO DETERMINE AND PRIORITIZE

ITS COMMUNITY NEED FQCUS.

PLANNING IS UNDERWAY TO PERFORM A FORMAL COMMUNITY NEEDS ASSESSMENT BY

: JUNE 30, 2013.

JSA Schedule H {Form 990} 2010
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Schedule H (Form 990) 2010 Page 8
Supplemental Information

Complete this part to provide the following information.

1 Required descriptions. Provide the descriptions reguired for Part |, lnes 3¢, Ba, and 7; Part II; Part lll, lines 4, 8, and 8b; and
Part V, Section B, lines 1j, 3, 4, 5c, 61, 7, 11h, 13g, 158, 18e, 17¢, 184, 194, 20, and 21.

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

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

4 Community information. Descrive 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. |f applicable, identify all states with which the organization, or a related
arganization, files a community benefit report.

PATIENT EDUCATION OF ELIGIBILITY FCR ASSISTANCE

PART VI, QUESTION 3

MERCY ATTEMPTS TO BE VERY PROACTIVE IN COMMUNICATING ITS CHARITY CARE

POLICY AND FINANCIAL ASSISTANCE CONTACT INFORMATION TO PATIENTS. THE

CHARITY CARF POLICY AND FINANCIAL ASSISTANCE CONTACT INFORMATION I8

POSTED IN ALI, ADMISSIONS AREAS, INCLUDING THE EMERGENCY ROOM. A COPY OF

THE POLICY AND FINANCIAL ASSISTANCE CONTACT INFORMATION IS ALSO PROVIDED

TO PATIENTS OR THEIR FAMILIES DURING THE PRE~ADMISSION, PRE-SURGERY AND

ADMISSIONS PROCESS.

MERCY UTILIZES A THIRD PARTY, AS WELIL AS IN-HOUSE FINANCIAL COUNSELING

STAFF, TO CONTACT AND SUPPORT PATIENTS IN UNDERSTANDING AND COMPLETING

THE FINANCIAL ASSISTANCE REQUIREMENTS. THEY ALSO DISCUSS WITH PATIENTS OR

THEIR FAMILIES THE AVAILABILITY OF VARIQUS GOVERNMENT BENEFITS AND ASSIST

PATIENTS WITH UNDERSTANDING THE QUALIFICATIONS FOR SUCH PROGRAMS.

EVEN AFTER THE PATIENT IS DISCHARGED, EACH BILLING STATEMENT CONTATINS AN

OVERVIEW OF MERCY'S FINANCIAL ASSISTANCE POLICY, A PATIENT'S RIGHTS AND

JSA Schedule H (Form 990) 2010
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Schedule H (Form 990) 2010 Page 8
:FT 8%l Supplemental Information

Complete this part to provide the following information.

1

Required descriptions. Provide the descriptions required for Part |, lines 3c, 6a, and 7; Part I Part lll, lines 4, 8, and 9b; and
Patt V, Section B, lines 1j, 3, 4, 5c, 85, 7, 11h, 13g, 15e, 168, 178, 18d, 194, 20, and 21,

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

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

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

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

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

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

organization, files a community benefit report.

OBILGATIONS, AND CONTACT NUMBERS FOR FINANCIAL ASSISTANCE, FINANCIAL

COUNSELING, AND MARYLAND MEDICAID. FOLLCW-UP PHONE CALLS BY HOSPITAL

BILLING/COLLECTION STAFF MADE TC PATIENTS WITH UNPAID BALANCES ALSO

STRESS THE AVAILABILITY OF FINANICAL ASSISTANCE AND CHARITY CARE

AVAILIBILITY.

MERCY MEDICAL CENTER PROVIDES AND PROMOTES HEATLH SERVICS FOR THE PEOPLE

OF BALTIMORE OF EVERY CREED, RACE, ECONOMIC, AND SQCTAL CONDITION., IN THE

SPIRIT OF THE SISTERS OF MERCY WHO ARE ITS SPONSORS, MERCY CONTINUES A

SPECIAL COMMITTMENT TC THE UNDERSERVED AND THE UNINSURED.

CONSISTENT WITH THIS MISSION, IT HAS BEEN THE POLICY OF MERCY MEDICAL

CNETER TO ACCEPT, WITHIN THE LIMITS OF ITE FINANCIAL RESCURCES, ALL

PATIENTS WHO REQUIRE ITS SERVICES, WITHOUT REGARD TO THEIR ABILITY TO PAY

FOR SUCH SERVICES., EMERGENCY CARE WILL BE RENDERED TO ALL PATIENTS

WITHOUT REGARD T(¢ THE LIMITATION OF FINANCIAL RESOURCES. THIS POLICY,

HOWEVER, DOES NOT PRECLUDE AN ATTEMPT TO REVIEW:

1. THE PATIENT'S ABILITY TC PAY

J5A
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Schedule H (Form 980) 2010 Page 8
:ETIa"l Supplemental Information

Gomplete this part to provide the following infermation.

1

Required descriptions. Provide the dsscriptions required for Part I, fines 3¢, 6a, and 7; Part I, Part I, lines 4, 8, and 9b; and
Part V, Section B, lines 1j, 3, 4, 5¢, 61, 7, 11h, 139, 15e, 16e, 17s, 18, 19d, 20, and 21.

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.

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

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

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 purpese by promoting the health of the community (e.g., open medical staff, community
board, use of surplus funds, etc.).

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

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

organization, files a community benefit report,

2. THE AVAILIABILITY OF INSURANCE BENEFITS

3. THE ELIGIBILITY OF MEDICAL ASSISTANCE FOR THE PATIENT

COMMUNITY INFORMATION

PART VI, QUESTION 4

LOCATED IN THE HEART OF DOWNTOWN BALTIMORE, MERCY MEDICAL, CENTER DRAWS

PATIENTS FROM THE GRFATER BALTIMORE METRCPOLITAN AREA FOR ITS

LONGSTANDING TRADITION OF COMPASSIONATE CARE, COMMITMENT TO QUALITY AND

PATIENT SAFETY, AS WELL A5 ITS PRIMARY CARE AND SPECIALIST PHYSICIANS.

MERCY MEDICAL CENTER'S PRIMARY SERVICEZ AREA WHICH COMPRISES 17 ZIP CODES

IN BALTIMORE CITY, ACCOUNTS FOR $0% OF ITS TOTAL ADMISSIONS. KEY

DEMOGRAPHIC CHARACTERISTICS OF THE PSA ARE A5 FOLLOWS:

POPULATION

1,

THE PSA 2009 POPULATION IS 535,038

2.

PSA POPULATION GROWTH IS PROJECTED TO DECLINE BY 1.2% FROM 2009 TO

2014. THIS IS IN CONTRAST TO A& 3.1% PROJECTED GROWTH FOR THE STATE

JSA
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EWAY] Supplemental Information

GComplete this part to provide the following information.

1

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

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,

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

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

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

Afflllated health care system, If the organization is part of an affiliated health care system, describe the respective roles of the

organization and its affiliates in promoting the health of the communities served.
State filing of community benefit report. if applicable, identify all states with which the organization, or a related
organization, files a community benefit report.

OF MARYLAND.

3.

SINCE 1990, THE DISTRIBUTION OF BALTIMORE CITY RESIDENTS HAS SHIFTED

TOWARDS OLDER AGE GROUPS WITH A 6% INCREASE IN THE 40 YEARS AND OLDER

POPULATION. THIS TREND OF AN INCREASING OLDER POPULATION GROWTH 15

EXPECTED THROUGH 2020.

ETHNICITY AND AGE

1.

64% BLACK; 32% CAUCASIAN IN PSA. BALTIMORE CITY'S BLACK POPULATION HAS

INCREASED BY 5% SINCE 1980.

2.

APPROXIMATELY 59% OF PATIENTS SFRVED BY MERCY MEDICAL CENTER ARE

MEMBERS OF A RACIAL OR ETHNIC MINORITIES; 66% ARE WOMEN AND 5i% ARE

MEDICAID AND/COR MEDICARE BENEFICIARIES.

3. 12% OF THE POPULATION IS 65 YEARS IN AGE AND OLDER.

INCOME

1., PSA MEDIAN HOUSEHOLD INCOME $35,656

2, 40% OF BALTIMORE CITY HOUSEHOLDS REPORTED AN INCOME OF LESS THAN

$30,000. THIS IS ONLY 44% OF THE STATEWIDE MEDIAN INCOME OF 568,080

JBA
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Schedule H {Form 980) 2010 Page 8
ERALUE  Supplemental Information

Complete this part to provide the following information.

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

2 Needs assessment. Describe how the organization assesses the healith care needs of the communities it serves, in addition to i
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. Dascribe the community the organization serves, taking into account the geographic area and
demographic constituents it serves.

5 Promotion of communlty 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
hoard, use of surplus funds, etc.).

6 Affiliated health care system. If the organization is part of an affilated 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 staies with which the organization, or a related i
organization, files a community benefit report.

3. THREE TIMES AS MANY FAMILIES LIVING IN BALTIMORE CITY HAD INCOME THAT

WAS BELOW THE POVERTY LEVEL COMPARED TO ALL FAMILIES IN MARYLAND.

OF NOTE, THE MAJOR COMMUNITY BENEFIT PROGRAMS THAT ARE IDENTIFIED IN i

QUESTION #4 DIRECTLY ADDRESS XEY HEALTH CARE NEEDS OF THE POPULATION IN

MERCY MEDICAL CENTER'S P3A.

KEY FINDINGS FORM THE "BALTIMORE CITY HEALTH STATUS REPORT 2008~

BALTIMORE CITY V3. STATE OF MARYLAND ON KEY HEALTH OUTCOME MEASURES

1. OVERALL MORTALITY RATE: BALTIMORE IS 37% HIGHER

2. LIFE EXPECTANCY: BALTIMORE IS 8% LOWER

3. INFANT MORTALITY: BALTIMCRE IS 41% HIGHER

4. LOW BIRTH WEIGHT: BALTIMORE IS 36% HIGHER

5. TEEN BIRTH RATE: BALTIMORE IS TWICE AS HIGH

6. HIV/AIDS MORTALITY: BALTIMORE IS FIVE TIMES HIGHER

AS SHOWN BY THESE SELECT INDICATORS, THERE IS A SIGNIFICANT HEALTH STATUS

DISPARITY BETWEEN BALTIMORE CITY'S RESIDENTS AND THE REST OF THE STATE OF |

JsA Schedule H {Form 990) 2010
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Schedule H (Form 990) 2010 Page 8
Supplemental information

Complete this part to provide ths follewing Information.

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

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

3 Patlent education of eligibility for assistance. Describe how the organization informs and educates patlents 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 financia! assistance policy.

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

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

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

7 State fillng of community benefit report. If appiicable, Identify all states with which the organization, or a related
organization, files a community benefit report.

MARYLAND,

DUE TO ITS LOCATION IM CENTER CITY, MERCY MEDICAL CENTER CARES FOR MANY

OF THE AT-RISK, LOW INCOME POPULATION IN THE COMMUNITIES THAT IMMEDIATELY

SURROUND THE HOSPITAL. THIS IS BEST EVIDENCED BY THE LARGE PERCENTAGE OF

EMERGENCY ROOM VISITS BY THE MEDICAID, UNINSURED, AND MEDICARE PATIENTS.

MERCY MEDICAL CENTER'S COMMUNITY BENEFIT SERVICE ARFA (CBSA) IS DEFINED

BY 15 OF THE 17 PSA ZIP CODES. THESE ZIP CCDES WERE IDENTIFIED AND

DETERMINED BASED ON EMERGENCY DEPARTMENT (ED} VISITS DURING FYll. KEY

DEMOGRAPHIC CHARACTERISTICS OF THE CBSA ARE AS FOLLOWS:

1. THE CBSA POPULATION IS 487,000

2. 53% FEMALE AND 32% MALE

3. 90% BLACK OR AFRICAN AMERICAN; 5% WHITE; 5% ALL OTHER

4, MEDIAN HOUSEHOLD INCCME $21,000

5. PERCENTAGE OF HOUSEHOLDS WITH INCOME BELCW FEDERAL POVERTY GUIDELINES

43%

JSA Schedule H (Form 990) 2010
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Schedule H {Form 990) 2010 Page 8
:ETIal  Suppliemental Information

Complete this part to provide the following information.

1 Required descriptions. Provide the descripticns required for Part 1, lines 3c, Ga, and 7; Part II; Part Ill, lines 4, 8, and 8b; and
Part V, Sectlon B, lines 1j, 3, 4, 5¢, 6i, 7, 11h, 13g, 15e, 16e, 17¢, 184, 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 Patfent education of eligibllity for assistance. Describe how the organization informs and educates patients and persons
who may be billed for patient care about their eligibility for assistance under faderal, 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 communlty health, Provide any other infermation important to describing how the organization's hospitals facilities or
other health cars facilities further its exempt purpose by promoting the health of the community (s.g., open medical staff, community
board, use of surplus funds, ete.).

6 Affiliated health care system, If the organization is part of an affiiated healih cars 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.

6. ESTIMATE PERCENTAGE OF UNINSURED PEOPLE 39%

7. PERCENTAGE OF MEDICAID RECIPIENTS 30%

MEDICAID COVERED AND UNINSURED PATIENTS ACCOUNTED FOR MORE THAN 50% OF

THE FYil EMERGENCY ROOM VISITS.

1. BALTIMORE CITY'S LARGEST HOMELESS SHELTER AT GUILFORD AVENUE TS

WITHIN THREE BLOCKS CF THE HOSPITAL

2 » MERCY MEDICAL CENTER PROVIDES ALL OF THE MEDICAL STAFF (PHYSICIANS AND

NURSING PERSONNEL) FOR HEALTHCARE FOR THE HOMELESS (HCH), A

FEDERALLY OUALIFIED HEALTH CENTER, WHICH DELIVERS QUTPATIENT CARE

TO A LARGE NUMBER OF HOMELESS PERSONS IN BALTIMORE CITY. THE HCH

CLINIC IS LOCATED TWO BLOCKS FRCM THE HOSFPITAL.

COMMUNITY BUILDING ACTIVITIES

PART VI, QUESTION 4

MERCY SUPPORTIVE HOUSING FPROGRAM

THE SUPPORTIVE HOUSING PROGRAM AT MERCY MEDICAL CENTER HAS A STAFF OF

AETY Schedule H {(Form 980) 2010
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Sehedule H (Form 990) 2010 Page B
Part Vi Supplemental Information

Complete this part to provide the following information.

1

Required descriptions. Provide the descriptions required for Part |, lines 3c, 8a, and 7; Part Il; Part [Il, lines 4, 8, and 9b; and
Part V, Section B, lines 1], 3, 4, 5¢, 6i, 7, 11h, 13g, 15e, 168e, 17e, 18d, 18d, 20, and 21.

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

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

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

Promotion of community health. Provids 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.).

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

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

organization, flles a community benefit report.

EIGHT EXPERIENCED HUMAN SERVICES PERSONNEL WHO WORK IN CONJUNCTION WITH

OTHER HOMELESS AND HUMAN SERVICES PROVIDERS TO COORDINATE SERVICES FOR

HOMELESS FAMILIES AND FAMILIES AT RISK FOR HOMELESSNESS. THE PROGRAM'S

GOAL IS TO HOUSE HOMELSS FAMILIES AND TO PROVIDE SUPPORTIVE SERVICES FOR

A DEFINED PERIOD TO PREVENT A RETURN TO HOMELESSNESS.

IN FY 2011, THE SUPPORTIVE HOUSING PROGRAM AT MERCY PROVIDED A

COMPREHENSIVE RANGE OF COUNSELING SERVICES AND COMMUNITY RESOURCE

LINKAGES TO 207 CLIENTS. THESE SERVICES INCURRED DIRECT COSTS OF $568,441

DURING FY2011l, OR ABOQUT $3,00C PER CLIENT.

MERCY FAMILY VICLENCE RESPONSE PROGRAM

THE MERCY FAMILY VICLENCE RESPONSE PRCGRAM WAS DEVELOPED BY A

MULTIDISCIPLINARY STAFF TASK FORCE AT MERCY MEDICAL CENTER TO PROVIDE

CRISIS INTERVENTION AND SAFETY PLANNING FOR VICTIMS OF FAMILY VIOLENCE

{DOMESTIC VIQLENCE, CHILD ABUSE, ELDER AND VULNERABLE ADULT ABUSE) AND

SEXUAL ASSAULT WHO COME TO MERCY MEDICAL CENTER AND ITS PHYSICIANS FOR

JGA
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Schedule H (Form 990} 2010 Page 8
RS Supplemental Information

Complete this part to provide the following infermation.

1 Required descriptions. Provide the descriptions required for Part |, lines 3¢, 6a, and 7; Part II; Part Ill, lines 4, 8, and 8b; and
Part V, Section B, lines 1], 3, 4, 5¢, 61, 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, Sectlon B.

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

4 Community information. Descrbe 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 desctibing 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 i
board, use of surplus funds, efc.).

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

TREATMENT,

THIS PROGRAM IMPROVES BALTIMORE'S COORDINATED COMMUNITY RESPONSE TO

VICTIMS OF VIOLENCE, AND CREATES AN ALERT WORKFORCE AT MERCY MEDICAL

CENTER, SKILLED AT IDENTIFYING AND RESPONDING TO VICTIMS OF FAMILY

VIOLENCE. !

DUE TO ITS LOCATION WITHIN THREE BLOCKS OF THE CITY'S LARGEST HOMELESS |

SHELTER AT GUILFORD AVENUE AND CLOSE PROXIMITY TOQ HCH, MERCY MEDICAL

CENTER'S ER RECEIVES MANY VISITS FORM HOMELESS PERSONS. WITH DECADES OF

EXPERIENCE IN PROVIDING EMERGENT AND URGENT CARE TC POCR AND HOMELESS

POPULATIONS, THE HOSPITAL HAS ESTABLISHED KEY SERVICES FOR THE MEDICALLY

UNDERSERVED INCLUDING THE FOLLOWING:

A FULIL TIME SOCIAL WORKER IS A PART OF THE ER TEAM TO COORDINATE CARE AND

OTHER SERVICES FOR HOMELESS PATIENTS WHO ARRIVE AT THE ER.

ER PHYSICIANS AND NURSES MAKE VISITS TO BALTIMCRE CITY SHELTERS TO

A Schedule H (Form 990) 2010
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Schedule H (Form 990) 2010 Pege 8
-PTIaYd  Supplemental Information

Complete this part to provide the following information.

1

Required descriptions. Provide the descriptions required for Part |, ines 3¢, 6a, and 7; Part II; Part 1ll, lines 4, 8, and 9b; and
Part V, Section B, lines 1j, 3, 4, 5¢, 61, 7, 11h, 139, 15e, 16e, 17¢, 18d, 19d, 20, and 21.

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

Patient education of eligibllity for assistance, Describe how the organization informs and educates patients and perscns

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.

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

Promotlon of communlty heaith. 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, stc.).

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

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

organization, files a community benefit raport,

PROVIDE THE FOLLOWING SERVICES:

1. ADMINISTRATION OF FLU VACCINATIONS TO RESIDENTS

2. PRESENTATIQONS ON PARASITES AND INFECTIQUS DISEASE

3, INFECTIOUS DISEASE PREVENTION

THE FORENSIC NURSE EXAMINER PROGRAM (FNE) IS HOUSED AT THE HOSPITAL'S ER

AND PROVIDES 24/7 CARE TC PATIENTS WHC ARE VICTIMS OF SEXUAL, DOMESTIC,

CHILD, FLDER AND INSTITUTIONAL VIOLENCE. FORENSIC NURSES PROVIDE

COMPRELUENSIVE FORENSIC MEDICAL INTERVIEWS, MEDICAL ASSESSMENTS, AND

FEVIDENCE COLLECTION, AND ASSURE CRISIS INTERVENTION TO AN EVER INCREASING

VOLUME OF UNDERSERVED PATIENTS.

DURING FY 2011, THE FNE PROGRAM CONDUCTED 554 EXAMINATIONS AND IS THE

DESIGNATED SITE FOR PATIENTS IN BALTIMORE CITY.

LOW BIRTH WEIGHT PROGRAM - DEPARTMENT OF OBSTETRICS

JSA
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Schedule H {Form 990} 2010 Page 8
ERYN  Supplemental Information

Complete this part to provide the following information, i

1 Regquired descriptions. Provide the descriptions required for Part |, lines 3c, Ba, and 7; Part Il; Part IIl, lines 4, 8, and Sb; and
Part V, Section B, lines 1j, 3, 4, 5¢, 6i, 7, 11h, 13g, 15e, 16e, 17e, 18d, 18d, 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 Past V, Section B, |

3 Patient education of eligibility for assistance. Descrbe 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 heaith of the community (e.g., open medical staff, community
board, use of surplus funds, etc.).

k

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

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.

MERCY MEDICAL CENTER DELIVERED MCRE BABIES, 2,886 THAN ANY OTHER HOSPITAL

IN BALTIMORE CITY IN FY 2011. OF THESE BABIES, 10.6% WERE OF LOW BIRTH

WEIGHT AND 13.7% WERE PREMATURE. LCW BIRTH WEIGHT AND PREMATURITY ARE

INTERTWINED AND CORRELATED, AS CITED IN QUESTION #2, LOW BIRTH WEIGHT I3

A KEY HEALTH STATUS INDICATOR THAT IS MEASURED AND TRACKED BY THE |

BALTIMORE CITY DEPARTMENT OF HFALTH THAT MUST BE DECREASED IN INCIDENCE.

THE HOSPITAL HAS TAKEN A LEADERSHIP ROLE THROUGH ITS ACTIVE PARTICIPATION

IN "B'MORE FOR HEALTHY BABIES", A LONG TERM INITIATIVE LED BY THE MAYOR'S

OFFICE AND MANAGED BY THE BALTIMORE CITY HEALTH DEPARTMENT TO REDUCE THE !

INCIDENTS OF LOW BIRTH WEIGHT. DR. ROBERT ATLAS, CHAIRMAN OF MERCY

MEDICAL CENTER'S DEPARTMENT OF OBSTETRICS AND GYNECOLOGY, HAS A

LEADERSHIP ROLE WITHIN THIS WORKGROUP. THE GOALS OF "B'MORE FOR HEALTHY

BABIES™ ARE REDUCTION IN TEE FOLLOWING: '

1. RATE OF PRE-TERM BIRTHS BY AT LEAST 10%

2. RATE OF LOW BIRTH WEIGHT INFANTS BY AT LEAST 10%

3. THE NUMBER OF DEATHS FROM UNSAFE SLEEP BY AT LEAST 10%

JEA Schedule H (Form 990) 2010
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Schedule H (Form 990) 2010 Page 8
=ZTRl Supplemental Information

Complete this part to provide the following information.

1

Required descriptlons. Provide the descriptions required for Part I, lines 3c, 6a, and 7; Part 1I; Part lll, lines 4, 8, and 8b; and
Pait V, Section B, lines 1j, 3, 4, 5¢, 61, 7, 11h, 13g, 158, 168, 17¢, 18d, 19d, 20, and 21.

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

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

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

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

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

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

organization, files a community benefit report.

OF NOTE, 60% OF THE PATIENTS WHO DELIVERED BABIES AT MERCY MEDICAL CENTER

WERE EITHER MEDICAID BENEFICIARIES OR UNINSURED/SELF PAY. THIS POPULATION

IS ESPECIALLY LINKED WITH LOW BIRTH RATE AND PREMATURITY DUE TO POVERTY

THAT CLOSELY RELATES TO UNHEALTHY LIFESTYLES, PARTICULARLY, FOOR

NUTRITION AND INADEQUATE PRENATAL CARE.

IN ORDER TO ENSURE 24/7 COVERAGE FOR ITS OBSTERICAL PATIENTS, REGARDLESS

OF THEIR ABLILITY TC PAY, MERCY MEDICAI, CENTER PROVIDED $1,397,137 IN

PHYSICIAN SUBSIDY FOR THIS SPECIALTY.

DETERMINING THE NEEDS IN THE CCMMUNITY TO BE ADDRESSED

SINCE THE INCEPTION OF COMMUNITY BENEFIT REPORTING TO THE HSCRC, MERCY

MEDICAL CENTER HAS CONSISTENTLY RANKED AMONG THEE TOP FIVE HOSPITALS IN

THE STATE OF MARYLAND IN TERMS OF THE PERCENTAGE OF OQPERATING REVENUE

DEVOTED TO COMMUNITY NEEDS PROGRAMS.

JEA
0E$326 1.000

Schedule H (Form 999} 2010

5/4/2012 7:35:49 FM

L
ii
[}
i
i




Schedule H {Form 990) 2010 Page 8
ETEAYN  Supplemental Information

Complete this part to provide the following information.

1

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

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

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

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

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

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

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

organization, filas a community benefit report.

PROMOTION OF COMMUNITY HEALTH

PART VI, QUESTION 5

ACCESS TCO CARE FOR AT-RISK, UNDERSERVED POPULATIONS HAS LONG BEEN A

CORNERSTONE MISSION FOR MERCY MEDICAL CENTER. MAJOR PROGRAMS TO SERVE

THIS NEED INCLUDE OQUR FUNDING OF DIRECT PHYSICIAN CHARITY CARE ACROSS ALL

SPRECIALTIES AND THE PHARMACY CHARITY FUND TO PATIENTS WHO ARE UNINSURED

AND UNABLE TO PAY. IN ADDITICN, THE FAMILY HEALTH CENTERS OF BALTIMORE

(FCHB) IS A FEDERALLY QUALIFIED HEALTH CENTER (FQHC), WHICH RECEIVES

SIGNIFICANT FINANCIAL SUPPORT FROM THE HOSPITAL. FCHB, WITH A CLINIC

LOCATED ADJACENT TO THE MERCY CAMPUS, LARGELY SERVES THE MEDICAID AND

UNINSURED POPULATIONS IN SURROUNDING COMMUNITIES.

BASED UPON THE NEEDS ASSESSMENT, MERCY MEDICAL CENTER IDENTIFIED THREE

KEY AREAS OF FOCUS FOR "MISSION DRIVEN HEALTH SERVICES" IN FY 2011: THEY

ARE AS FOLLOWS:

HOMELESSNESS: THE NEED TC RESPOND TO AND ACTIVELY SUPPORT THE MEDICAL

PROFESSIONAL NEEDS OF ORGANIZATIONS THAT SERVE THE HOMELESS POPULATION OF

JSA
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Scheduls H (Form 890) 2010 Page 8
FETIRYE  Supplemental Information

Complete this part to provide the fellowing information.

1 Required descriptions. Provide the descriptions required for Part |, lines 3c, 6a, and 7; Part II; Part 1Il, lines 4, 8, and 9b; and
PmtV,SecﬁonB,Hne51L3,4,50,6LT,11h,139,159.169,179.18d,19d,20,and21.

2 Needs assessment. Describe how the organization assesses the health care needs of the communities it serves, in addition to
any needs assessments reperted in Part V, Saction 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 sligibility 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 prometing 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 pari 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 crganization, or a related
organization, files a community benefit report.

BALTIMORE.

EMERGENCY SERVICES: AS PROVIDED THROUGH THE EMERGENCY DEPARTMENT, GIVEN

THE LARGE PERCENTAGE OF POOR AND UNINSURED PATIENTS WHO ACCESS THIS

SERVICE.

LOW BIRTH WEIGHT: MERCY MEDICAL CENTER DELIVERS MORE BABIES TO WOMEN AT

QR BELOW THE POVERTY LINE THAN ANY OTHER HOSPITAL IN BALTIMORE. A

SIGNIFICANT PERCENTAGE (>1(0%) OF THESE BIRTHS ARE PREMATURE AND OF LOW

BIRTH WEIGHT.

ALI, OF THESE PROGRAMS ARE INTERTWINED AS THEY SHARE A COMMON THREAD IN

THAT THE UNDERSERVED AND POOR POPULATIONS OF BALTIMORE ARE THE PRIMARY

RECIPIENTS OF MEDICAL SERVICES PROVIDED BY MERCY MEDICAL CENTER ON AND

OFF ITS CAMPUS.

HOMELESSNESS
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Schedule H {Form 990) 2010 Page 8
Flail  Supplemental Information

Complete this part to provide the following information.

1 Required descriptions. Provide the descriptions required for Part |, lines 3c, 6a, and 7; Part Il; Part Ill, lines 4, 8, and &b; and
Part V, Section B, lines 1], 3, 4, 5¢, 6i, 7, 11h, 13g, 15e, 16e, 17¢, 18d, 18d, 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 lecal government programs or
under the organization's financlal assistance policy. [

4 Community information. Descrbe 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 faciities further its exempt purpose by promoting the health of the community (e.g., open medical staff, comm Lnity
board, use of surplus funds, stc.).

6 Affiliated health care system. If the organization is part of an effiliated health care system, describe the respective roles of the
orgariization 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, ot a related
organization, files a community benefit report.

THE NUMBER OF PECPLE EXPERIENCING HOMELESSNESS HAS GROWN STEADILY OVER i

THE PAST 20 YEARS IN BALTIMORE AND THRCUGHOUT THE ENTIRE NATION. THIS

NUMBER IS EXPECTED TO CONTINUE TO RISE GIVEN THE DETERIOQORATING ECONOMIC

CONDITIONS LOCALLY AND NATIONALLY THAT CAUSE HIGH UNEMPLOYMENT, LOSS OF

HOMES, REDUCED FEDERAL ASSISTANCE TO MEDICAID AND OTHER SAFETY NET

PROGRAMS. BALTIMORE'S HCMELESS POPULATION EXTENDS GREATLY BEYOND THOSE

WHO CAN FIND BEDS IN CITY AND OTHER NONPROFIT RUN SHELTERS. MERCY MEDICAL

CENTER IS DIRECTLY INVOLVED IN THE PROVISION CF MEDICAL SERVICES TO THE

HOMELESS POPULATION THRCUGH THREE AREAS.

HEALTH CARE FOR THE HOMELESS

HEALTH CARE FOR THE HOMELESS (HCH) WAS ESTABLISHED IN 1985 AND PROVIDES

ADULT, PEDIATRIC, AND GERIATRIC MEDICAL CARE, DENTAL CARE, MENTAL HEALTH,

HIV SERVICES, SOCIAL WORK AND CASE MANAGEMENT, ADDICTION TREATMENT,

i‘ QUTREACH, PRISON RE-ENTRY, SUPPORTIVE HOUSING, AND ACCESS TO EDUCATION

AND EMPLOYMENT.
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Schadule H (Form 990) 2010 Page 8
FTi 4%l Supplemental Information

Complete this part to provide the following information.

1 Required descriptions. Provide the descriptions reguired for Part |, lines 3c, 6a, and 7; Part II; Part Ill, lines 4, 8, and 9b; and
Part V, Section B, lines 1j, 3, 4, B¢, 6i, 7, 11h, 13g, 15e, 16, 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 patienis and persons
who may be billed for patient care about their eligibility for assistance under federal, state, or local government programs ot
under the organization's financial assistance policy.

4 Community information. Describe the community the organization setves, taking into account the geographic area and
demographic canstituents 1t 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 exampt purpose by promoting the health of the community {e.g., open medical staff, community
board, use of surplus funds, efc.).

6 Affiliated health care system. If the organization is part of an affillated health care system, describe the respective roies of the
organization and its affiliates in promoting the health of tha 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.

IN 2011, HCH SAW 17,421 PATIENTS A THREEFCLD INCREASE FROM THE PRIOR YEAR

PRIMARILY DUE TO ITS NEW LOCATION AND EXPANDED PROGRAMS.

SINCE ITS INCEPTION IN 1985 (A 25-YEAR PARTNERSHIP), MERCY MEDICAL CENTER

EAS DIRECTLY EMPLOYED AND PROVIDED ALL OF THE PHYSICIAN AND NURSING STAFF

TO HCH FOR MEDICAT SERVICES. WHILE THE HOSPITAL IS5 REIMBURSED FOR THE

DIRECT COSTS OF ITS EMPLOYED CLINICIANS FORM HCH, INDIRECT AND OTHER NON

COMPENSATED COSTS CONTRIBUTED TO HCH WERE $1,297,938 IN FY 2011.

THE HOSPITAL EMPLOYS AND PROVIDES FOUR PRIMARY CARE PHYSICIANS, TWO NURSE

PRACTITIONERS, ONE PHYSICIAN ASSISTANT, AND THREE REGISTERED NURSES TO

WORK AT HCH.

MERCY MEDICAL CENTER, THROUGH ITS SOLE MEMBER, MHS, I8 GOVERNED BY A

COMMUNITY BOARD COMPRISED OF CIVIC LEADERS WHQ ARE COMMITTED TO AND

REPRESENT THE HEALTHCARE NEEDS OF THE COMMUNITY. MERCY MEDICAL CENTER

EXTENDS MEDICAL STAFF PRIVILEGES TO ALL QUALIFIED PHYSICIANS FOR ALL OF

ITS DEPARTMENTS. ALL FINANCIAL SURPLUSE3S MERCY MEDICAL CENTER GENERATES
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Scheduls H {Form 990) 2010 Page 8
ETsAUl Supplemental Information

Complete this part to provide the following information. i

1 Required descripticns. Provide the descriptions required for Part [, lines 3c, 6a, and 7; Part Il; Part Ill, lines 4, 8, and 9b; and |
Part ¥, Section B, lines 1j, 3, 4, 5¢, 6i, 7, 11h, 13g, 15e, 18e, 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 eliglbility for assistance. Dascribe how the organization informs and educates patients and persons
who may be bllled 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 heaith. Provide any other information Important to deseribing how the organization's hospitals facilities or
other health care facilities further its exemat purpose by promoting the health of the community (e.g., open medical staff, community
beoard, use of surplus funds, etc.).

6 Affiliated health care system. If the orgarization is part of an affiiated health care system, describe the respective roles of the
organization and its affilistes 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.

BRE USED EXCLUSIVELY TOQ FURTHER THE MISSION OF THE ORGANIZATION,

MERCY SUPPORTIVE HOUSING PROGRAM

. THE SUPPORTIVE HOUSING PROGRAM AT MERCY MEDICAL CENTER HAS A STAFF OF

EIGHT EXPERIENCED HUMAN SERVICES PERSONNEL WHO WORK IN CONJUNCTION WITH

OTHER HOMELESS AND HUMAN SERVICE PROVIDERS TO COORDINATE SERVICES FOR

| HOMELESS FAMILIES AND FAMILIES AT RISK FOR HOMELESSNESS. THE PROGRAM'S

‘, GOAL IS TO HOUSE HOMELESS FAMILIES AND TO PROVIDE SUPPORTIVE SERVICES FOR

; L DEFINED PERIOD TO PREVENT A RETURN TO HOMELESSNESS.

IN FY 2011, THE SUPPORTIVE HOUSING PROGRAM AT MERCY PROVIDED A

COMPREHENSIVE RANGE COUNSELING SERVICES AND COMMUNITY RESOURCE LINKAGES

TO 207 CLIENTS. THRESE SERVICES INCURRED DIRECT COSTS OF $477,629 DURING

FY 2011, OR ABOUT $3,000 PER CLIENT.

: MERCY FAMILY VIOLENCE RESPONSFE PROGRAM

JBA Schedute H (Form 996) 2010
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Schedule H {Form 990) 2010 Page 8
ETeYl  Supplemental Information

Complete this part to provide the following information.

1 Required descriptlons. Provide the descriptions required for Part |, lines 3c, 6a, and 7; Part II; Part 1, 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 reporied in Part V, Section B.

3 Patient education of eligibliity for assistance. Describe how the organization informs and educates patients and perscns
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 impaortant to describing how the organization's hospitals facilities or
other health care facilities further its exempt purpose by bromoting the health of the cemmunity (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
arganization and its affillates 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 MERCY FAMILY VIOLENCE RESPONSE PROGRAM WAS DEVELOFED BY A

MULTIDISIPLINARY STAFF TASK FORCE AT MERCY MEDICAL CENTER TO PROVIDE

CRISIS INTERVENTION AND SAFETY PLANNING FOR VICTIMS OF FAMILY VIQOLENCE

(DOMESTIC VIOLENCE, CHILD ARUSE, ELDER AND VULNERABLE ADULYT ABUSE) AND

SEXUAL ASSAULT WHO COME T¢ MERCY MEDICAL CENTER AND ITS PHYSICIANS FOR

TREATMENT.

THIS PROGRAM TIMPROVES BALTIMORE'S COCRDINATED COMMUNTIY RESPONSE TO

VICTIMS OF VIOLENCE, AND CREATES AN ALERT WCRKFORCE AT MERCY MEDICAL

CENTER, SKILLED AT IDENTIFYING AND RESPONDING TO VICTIMS OF FAMILY

VIOLENCE.

AFFILTATED HEALTH CARE SYS3TEM

PART VI, QUESTION 6

KEY MERCY HEALTH SERVICES (MHS) PARTNERSHIPS/WORK GROUPS

MERCY MEDICAL CENTER I3 A PART OF AN AFFILIATED HEALTH CARE SYSTEM, WHICH

INCLUDES A NUMBER OF CRGANIZATIONS THAT ARE UNDER THE COMMON GOVERNANCE
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Schedule H (Form 990) 2010 Page 8

ERRUN  Supplemental Information

Complete this part to provide the following Information,

1 Required descriptions. Provide the descriptions required for Part |, lines 3c, 6a, and 7; Part Il; Part lll, lines 4, 8, and €b; and
Part V, Section B, lines 1], 3, 4, Bc, 6i, 7, 11h, 139, 15e, 18e, 17e, 184, 184, 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 assisiance under federal, state, or local government programs or
under the organization's financial assistance policy.

4 Community information. Dascribe the community the organization serves, taking into account the geocgraphic 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 s 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.

OF MERCY HEALTH SERVICES, THESE AFFILIATED ORGANIZATIONS WORK TOGETHER

TO PROVIDE A RANGE OF HEALTHCARE SERVICES TO THEIR COMMUNITIES. AMONG

MERCY MEDICAL CENTER'S AFFILIATES ARE SAINT PAUL PLACE SPECIALISTS, INC,

("SPPS), MARYLAND FAMILY CARE, INC. ("MFC"), AND STELLA MARIS, INC.

{("sM"™). SPPS PROVIDES SPECIALTY PHYSICIAN SERVICES TO PATIENTS OF MERCY

MEDICAL CENTER'S INPATIENT SERVICES AND QUTPATIENT CLINICS AND TO OTHER

MEMBERS OF 'THE COMMUNITY THROUGHOUT CENTRAL MARYLAND AND BEYOND. DURING

THE 2010 TAX YEAR, SPPS PROVIDED SEVERAL COMMUNITY BENFFIT ACTIVITIES.

FIRST, SPPS PROVIDED $1,926,771 OF CHARITY CARE TO PATIENTS SEEN BY SPPS

PHYSICTIANS. SECOND, SPPS INCURRED DIRECT AND INDIRECT UNREIMBURSED COS8TS

OF $3,458,657 AS A RESULT OF PROVIDING PHYSICIAN SERVICES TO PATIENTS IN

THE EMERGENCY DEPARTMENT OF MERCY MEDICAL CENTER. THIRD, SPPS PROVIDES

AN ANTEPARDUM DIAGNCSTIC PHYSICIAN SUBSIDY WITH A NET COST OF $6,658 TO

SPPS. FINALLY, SPPS PHYSICIANS UNDERTAKE DISEASF AND PREVENTION RESEARCH

AT AN UNREIMBURSED COST TO SPPS OF §583,985.

aM OWNS AND OPERATES A NURSING HOME, A RESIDENTIAL AND HOME HOSPICE

SERVICE AND A HOMF HEALTH AGENCY. DURING THFR 2010 TAX YEAR, SM PROVIDED
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Schedule H {Form 990) 2010 Page 8
AUl  Supplemental Information

Complete this part to provide the following information. )

1 Required descriptions. Provide the descriptions required for Part |, lines 3¢, 6a, and 7; Part Il Part I, lines 4, 8, and 9b; and i
Part V, Section B, lines 1j, 3, 4, 5¢, 8i, 7, 11h, 13g, 158, 16e, 17e, 18d, 194d, 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 reportad 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. i

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

& Afflliated 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 repart. i

$471,000 OF CHARITY CARE TO ITS PATIENTS. MFC PROVIDES PRIMARY CARE

SERVICES ON THE CAMPUS OF MERCY MEDICAL CENTER, THROUGHOUT BALTIMORE ‘

CITY, AND IN ANNE ARUNDEL AND BALTIMORE COUNTIES. ADDITIONALLY, MFC

EMPLOYS A NUMBER OF PHYSICIANS TO SERVE AS HOSPITALS, WHO CARE FOR

PATIENTS ADMITTED TC MERCY MEDICAL CENTER. DURING THE 2010 TAX YEAR, MFC |

PROVIDED $81,116 OF CHARITY CARE TO PATIENTS SEEN BY MMC PHYSICIANS.

GROUP NAME: HEALTH CARE FOR THFE HOMELESS

PURPOSE AND MMC PARTICIPATION: HCH PROVIDES HEALTH-RELATED SERVICES TO

REDUCE THE INCIDENCE AND BURDENS OF HOMELESSNESS. ITS HEADQUARTERS/CLINIC |

IS LOCATED THREE BLOCKS FROM MERCY. CATHERINE KELLY, DIRECTOR OF

COMMUNITY OUTREACH AT MERCY, SERVES ON THE HCH BOARD OF DIRECTCRS.

GROUP NAME: BALTIMORE HOMELESS SERVICES

PURPOSE AND MMC PARTICIPATION: A PROGRAM WITHIN THE MAYQR'S OFFICE OF

HUMAN SERVICES RESPONSIBLE FOR MANAGING THE CONTINUUM OF CARE OF PROVIDED

TO THE CITY'S HOMELESS POPULATION. MERCY SUPPORTIVE HOUSING PROGRAM

PROVIDES HOUSING COUNSELING AND CASE MANAGEMENT FOR HOMELESS FAMILIES

JSA Schedule H (Form 99¢) 2010
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Schedule H (Form 990) 2010 Page 8
ETRRYE Supplemental Information

Complete this part to provide the following information.

1 Required descriptions. Provide the descriptions required for Part 1, lines 3¢, 6a, and 7; Part II; Part Ill, lines 4, 8, and 9h; and
Part V, Section B, lines 1j, 3, 4, 5¢, 61, 7, 11h, 139, 15e, 16e, 17e, 184, 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 Patlent education of eligibllity for assistance. Describe how the organization informs and educates patients and persons
who may be billed for patient care about their eligibility for assistance under federal, state, or local government programs or
under the organization's financlal assistance policy. I

4 Community information. Describe the community the organization serves, taking into account the geographic area and 1
demographic constituents it serves, i

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

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 promating 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.

UNDER GRANTS FROM THIS AGENCY.

GROUP NAME: THE WEINBERG HOUSING AND RESOURCE CENTER i

PURPOSE AND MMC PARTICIPATION: BATLTIMORE CITY'S FACILITY PROVIDING 274

EMERGENCY SHELTER BEDS AND 25 BEDS FOR THE MEDICALLY FRAGILE AS WELL AS

PROGRAMS AND SERVICES FOR THE HOMELESS. MERCY EMPLOYEES ASSIST WITH THE

PROGRAM. i

GROUP NAME: MAYOR'S OFFICE ON EMERGENCY MANAGEMENT | i

PURPQSE AND MMC PARTICIPATION: MERCY SERVES ON THE EMERGENCY PREPAREDNESS

TASK FORCE FOR BALTIMORE CITY.

GROUP NAME: SEX AND FAMILY CRIMES DIVISION OF THE BALTIMORE CITY POLICE

DEPARTMENT

PURPOSE AND MMC PARTICIPATION: MERCY'S FORENSIC NURSE EXAMINER PROGRAM !

WORKS COLLABORATIVELY WITH THE BALTIMORE CITY POLICE DEPARTMENT. MERCY

PROVIDES THE FORENSIC NURSE EXAMINER PROGRAM IN THE METROPOLITAN AREA.
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=FreAul  Supplemental Information

Complete this part to provide the following information.

|

1 Required descriptions. Provide the descriptions required for Part |, lines 3¢, 6a, and 7; Part Il Part Il, lines 4, 8, and 9b; and !
Part V, Section B, lines 1j, 3, 4, 5¢, 81, 7, 11h, 13g, 158, 16e, 17e, 18d, 194, 20, and 21. i

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

3 Patient education of ellgibility 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 ‘1
other health care faciities further its exempt purpose by promoting the health of the community {&.g., open medical staff, community i
board, use of surplus funds, efc.). I

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. it

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.

GROUP NAME: TURN AROUND, HQUSE CF RUTH

PURPOSE AND MMC PARTICIPATION: MERCY'S FAMILY VIOLENCE RESPONSE PROGRAM

WORKS WITH TURN AROUND, HOUSE OF RUTH, AND OTHER ORGANIZATIONS. MERCY i

ALSO IS TAXING A LEADERSHIP ROLE IN ESTABLISHING HOSPITAL-BASED FAMILY i

VIOLENCE RESPONSE PROGRAMS AT OTHER MARYLAND HOSPITALS.

GROUP NAME: FAMILY CRISIS CENTER OF BALTIMCRE (FCCB)

H PURPOSE AND MMC PARTICIPATION: FCCE IS A MAJOR REFERRAL PARTNER TO MERCY'

|
il FORENSIC NURSE EXAMINER AND SUPPORTIVE HOUSING PROGRAMS.

[ GROUP NAME:; DOMESTIC VIOLENCE CCORDINATING COUNCIL

} PURPOSE AND MMC PARTICIPATION: COLLEEN MCCRE, COORDINATOR OF MERCY'S

h FAMILY VIOLENCE RESPONSE PROGRAM, SERVES ON THE ORGANIZATION'S STEERING

COMMITTEE.

CROUP NAME: B'MORE FOR HEALTHY BABIES (BHE)}

; PURPOSE AND MMC PARTICIPATION: BHB I8 A COALITICN OF PHYSICIANS AMOUNG

BRALTIMORE CITY'S MAJOR HOSPITALS THAT ADDRESSES WAYS TC REDUCE INFANT
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Schedule H (Form 990) 2010 Page 8
ETsd ]  Supplemental Information

Complete this part to provide the following information.

1

Required descriptions. Provide the descriptions required for Part |, lines 3¢, 6a, and 7; Part II; Part Ill, lines 4, 8, and 9b; and
Part v, Section B, lines 1j, 3, 4, 5¢, 61, 7, 11h, 13g, 15e, 16e, 17e, 18d, 184, 20, and 21.

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

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

Community information. Describe the community the corganization serves, taking Inte account the geographic arsa and
demographic constituents it serves.

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

Affiliated health care system. ¥ 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 cemmunities served.

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

organization, flles a community benefit report.

MORTALITY, PREMATURITY AND LOW BIRTH WEIGHT. ROBERT ATLAS, M.D., CHAIRMAN

OF THE DEPARTMENT OF OBSTETRICS AND GYNECOLOGY AT MERCY AND A RECOGNIZED

EXPERT IN AT-RISK PREGNANCY IS A LEADER WITHIN BHB.

GROUP NAME: FAMILY HEALTH CENTERS OF BALTIMORE (FCHB)

PURPOSE AND MMC PARTICIPATICN: SAMUEL MOSKOWITZ, MERCY'S EXECUTIVE VICE

PRESIDENT AND CHIEF OPERATING OFFICER SERVES CON THE BOARD OF DIRECTORS OF

FCHBE, A FEDERALLY QUALIFIED HEALTH CENTER THAT SERVES CENTRAL AND SQUTH

BALTIMORE CITY.

JsA
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Schedule H (Form 990) 2010 Page 8 i:
PETNAYE  Supplemental Information ;

Complete this part to provide the following information. ‘

1 Required descriptions. Provide the descriptions required for Part |, lines 3c, 6a, and 7; Part Il; Part [ll, 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 j
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 communlty health. Provide any cther information important to deseribing 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.).

R

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 I
organization, files a community bensfit report. :

STATE FILING OF COMMUNITY BENEFIT REPORT

MD,
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0E1326 1,000 !
5/4/2012 7:35:49 PM i




SCHEDULE J Compensation Information | oM No. 1545-0047

(Form 990) For certain Officers, Directors, Trustees, Key Employees, and Highest
Compensated Employees

p Complete if the organizatien answered "Yes" to Form 990,

Department of the Treasury Part IV, line 23, Open to Public
Internal Revenue Service P Attach to Form 990. » See separate instructions. Inspection
Name of the organization Employer identificaflon number
MERCY MEDICAL CENTER 52-0591658

Questions Regarding Compensation

1a Check the appropriate box(es) if the organizaticn provided any of the following to or for a persen listed in Form
990, Part Vil, Section A, line 1a. Complste Part lll to provide any relevant information regarding these items.

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

b If any of the boxes on line 1a are checked, did the organization follow a written policy regarding payment |
or reimbursement or provision of al of the expenses described above? If "No,” complete Part Il to

L= 1= 1 o e

2 Did the orgamzatton require substantiation prior to reimbursing or allowmg expenses incurred by all officers,

directors, trustees, and the CEQ/Executive Director, regarding the items checked in line 1a?

3 Indicate which, if any, of the following the organization uses to establish the compensation of the
organization's GEO/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 persen listed in Form 890, Part VI, Section A, line 1a, with respect to the filing
organization or a related organization:

a Receive a severance payment or change-cf-contrel payment from the organization or a related organization? |
Participate in, or receive payment from, a supplemental nonqualified retirement plan?

¢ Participate in, or receive payment from, an equity-based compensation arrangement?, | _ ., ., ... .. ..
If "Yes" to any of lines 4a-c, list the persons and provide the applicable amounts for each item in Part Il

Only section 501(c){3) and 501{c)(4} organizations must complete lines 5-9.
5§ For persons listed in Form 990, Part VII, Section A, line 1a, did the organization pay or accrue any
compensation contingent on the revenues of:
a The organization?
b Anyrelated organization? | L L L. e e e e e e e e e
If "Yes" to line 5a or 5b, describe In Part III
6 [For persons listed in Form 290, Part VI, Section A, line 1a, did the organization pay or accrue any
compensation contingent on the net earnings of:
a The organization? |
b Any related organization?
If *Yes" to line 6a or 6b, describe in Part [I1.
7  For persons listed In Form 990, Part VI, Section A, line 1a, did the organization provide any non-fixed
payments not described in lines 5 and 67 If "Yes," describe inPartl, |, . . . .. .. ... .. ... ..., 7 X
8 Were any amounts reported in Form 990, Part VII, paid or accrued pursuant to a contract that was Subjth
to the initial contract exception described in Ragulations section 53.4958-4(a)3)? If "Yes," describe

T = e e e e n e e e 8 X
9 If"Yes" to line 8, did the crganization also foliow the rebuitable presumption procedure described in
Regulations section 53.4958-6(c)? . . . ... .. T T 9
For Paperwork Reduction Act Notice, see the Instructions for Form 99¢0. Schedule J (Form 990) 2010
JSA
QJE12901.000

5/4/2012 7:35:49 PM
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SCHEDULE M
{Form 990)

Department of the Treasury
Internal Revenue Saervice

Noncash Contributions

» Complete if the organizations answered "Yes" on Form
8490, Part IV, lines 29 or 30.

p-Aftach to Form 990.

| OMB No. 1545-0047

2010

' Open To Public '
Inspection

Name of the organization
MERCY MEDICAL CENTER

Employer identiflcation number

m Types of Property

Books and publications
Clothing and household

12 QTR RN
>
5
a
-
LI
o
o
=
=]
5
=8
=]
=
o)
@
&6
o
@

Securities - Publicly traded
Securities - Closely held stock
Securities - Partnership, LLC,

~ O WM -~

- =

or tfrustinterests , . . .. ... ..

12 Securities - Miscellaneous , , .
13  Qualified conservation
contribution - Historic
sfructures . . . ... ... ..
14 Qualified conservation
contribution - Other . . . . ..
15 Real estate - Residential ,
16 Real estate - Commercial . . .
17 Real estate-Other, , ... ..

18 Collectibles. ., v v v v s v v v 0 =+

19 Foodinventory. ... ... ..
20 Drugs and medical supplies . .
21 Taxidermy . .. ... .. ...
22 Historical artifacts . . ... ..
23 Scientific specimens, . .. ..
24 Archeological artifacts, . . . .

25 Otherw(_______________ )
26 Otherw{_______________ )
27 Otherw{_______________ )
28 Otherw{_______________ )

s ow

Boafsandplanes. . . ... ..
intellectual property . . . . ..

52-0591658
(a) (b} o (e
Check if | Number of contributions or zﬁ%cua:tg fgn;rr'tt;ztg’ﬁ Method of datermining
applicable items contributed Form 990 Parlt)\illl line 1g noncash contribution amounts
o X 1. 1,794,963, |COST SAVINGS

29 Number of Forms 8283 received by the organization during the tax year for contributions for

which the crganization completed Form 8283, Part IV, Donee Acknowledgement . . .

30a

b If "Yes," describe the arrangement in Part i,

31 Does the organization have a gift acceptance policy that requires the review of any non-standard [ fos

contributions? |, |

32a
contributions?

b If "Yes," describe in Part Il

33 If the organization did not report an amount in column {c¢) for a type of property for which column (&) is checked,

describe in Part 11

T T )

During the year, did the organization receive by contribution any property reported in Part I, line 1-28 that
it must hold for at least three vears from the date of the initia! contribution, and which is not required to be
used for exempt purposes for the entire holding period?

Does the organization hire or use third parties or related crganizations to solicit, process, or sell noncash

29

Yes

For Paperwork Reduction Act Notice, see the Instructions for Form 920.

OE1298 1.000

5/4/2012

7:35:49

PM

Schedule M {(Form 990) (2010}




Schedule M (Form 990) (2010} 52-0591658 Page 2

Supplemental Information. Complete this part to provide the information required by Part |, lines 3Cb, 32b,
and 33. Also complete this part for any additional information,

Jsa Schedule M {Form 930) (2010)

DE1508 1.000
5/4/2012 7:35:49 PM




SCHEDULE O
{Form 290 or 990-EZ)

Department of the Treasury
Internal Revenue Service

| oMz Ne. 1545-c047

2010

Open to Public
Inspection

Supplemental Information to Form 990 or 990-EZ

Complete to provide information for responses to specific questions on
Form 990 or 990-EZ or to provide any additlonal information.
- Attach to Form 990 or 990-EZ.

Name of the organization

Employer identification nuimher

MERCY MEDICAL CENTER 52~0501658

DESCRIPTION OF 990 REVIEW PROCESS

PART VI, LINE 11

MERCY HEALTH SERVICES, INC, {("MHS), THE SOLE PARENT OF THE CORPORATION,

HAS A POLICY WHICH REQUIRES THE CORPORATION'S 930 TC BE MADE AVAILABLE

FOR REVIEW BY THE MHS BCARD AND/OR THE MHS BCARD EXECUTIVE COMMITTEE

PRIOR TO ITS FILING. AT ITS MARCH 21, 2012 MEETING, MHS BOARD EXECUTIVE

COMMITTEE MEMBERS RECEIVED A COPY OF THE CORPORATION'S DRAFT FORM 9850,

THE MHS CFO PROVIDED A POWER POINT PRESENTATION REGARDING THE DRAFT AND

THERE WAS AN OPPORTUNITY FOR QUESTIONS AND DISCUSSION. FOLLOWING FURTHER

REVISION OF THE DRAFT 990 AND PRIOR TO ITS FILING, IT WAS MADE AVAILABLE

IN FINAL FORM TC ALL MEMBERS OF THE MHS BCARD AND THE CORPORATION'S

BOARD.

CONFLICTS OF INTEREST MONITORING AND ENFORCEMENT

PART VI, LINE 12C

MHS HAS A WRITTEN CONFLICT QF INTEREST POLICY THAT COVERS MHS AND ALL OF

ITS DIRECT AND INDIRECT SUBSIDIARIES. THE INDIVIDUALS COVERED UNDER THE

POLICY INCLUDE ALL TRUSTEES, DIRECTORS, QFFICERS (INCLUDING ALL SENIOR

AND EXECUTIVE VICE PRESIDENTS) AND MEMBERS OF ANY COMMITTEE WITH

BOARD-DELEGATED POWERS. UNDER THE POLICY, EACH SUCH PERSON IS REQUIRED TO

COMPLETE AN ANNUAL DISCLCSURE FORM REGARDING BUSINESS RELATIONSHIPS THAT

HE OR SHE, OR ANY FAMILY MEMBER, HAS WITH ANY OTHER ORGANIZATION THAT

DOES BUSINESS WITH MHS OR ITS SUBSIDIARIES AND RELATIONSHIPS BETWEEN AND

AMONG OFFICERS,

TRUSTEES AND DIRECTORS. THE COMPLETED DISCLOSURE FORMS

For Privacy Act and Paperwork Reduction Act Notice, see the Instructions for Form 990 or 890-EZ, Schedule O (Form 990 ar 990-EZ) (2010)

JSA
0E1227 2.000

5/4/2012 7:35:4% PM
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Schedule O (Form 990 or 990-EZ) 2010 Page 2
Name of the organization Employer identiflcation numher ‘

MERCY MEDICAL CENTER 52-0591658

ARE REVIEWED BY THE MHS BOARD CHAIR AND BY THE MHS CEO OR A DESIGNEE.

IN ADDITION TO THE ANNUAL DISCLOSURE, ANY PERSON WHC IS COVERED BY THE %
CONFLICT OF INTEREST PCLICY HAS AN ONGOING OBLIGATION TO DISCLOSE THE I
EXISTENCE OF ANY ACTUAL OR POTENTIAL CONFLICT TO THE BOAURD OR THE BOARD

COMMITTEE IN WHICH THE MATTER ARISES., FOLLOWING THE DISCLOSURE, THE

PERSON MAY MAKE A PRESENTATION, BUT MUST THEN LEAVE THE MEETING AND THE

OTHER MEMBERS OF THE BOARD CR COMMITTEE SHALL DETERMINE WHETHER A

CONFLICT EXISTS. UNDER THE PCLICY, A CONFLICT OF INTEREST EXISTS WHEN AN

INDIVIDUAL'S OWN PERSONAL INTERST WOULD, OR MAY, INTERFERE WITH OIS OR

HER IMPARTIALITY REGARDING THE MATTER. IF A CONPFLICT EXISTS, THE PERSON

MAY NOT BY PRESENT DURING DELIBERATIONS ON THE MATTER OR VOTE ON IT. THE

BOARD OR COMMITTEE, AFTER CONDUCTING SUCH ADDITIONAL DUE DILIGENCE AS IT

DETERMINES IS5 APPROPRIATE, SHALL MAKE A DECISION ON THE MATTER BASED UPON

WHETHER THE PARTICULAR FROPOSAL IS FAIR, REASONABLE AND IN THE BEST

INTEREST OF THE ORGANIZATION,

PROCESS OF DETERMINING COMPENSATION

PART VI, LINE 15

THE ORGANIZATION'S BCARD HAS ADCPTED A COMPENSATION POLICY (THE "POLICY")

FOR COVERED INDIVIDUALS. PURSUANT 70 THE PCLICY, A COMPENSATION

"
a
il
I

COMMITTEE OF INDEPENDENT DIRECTORS COF THE BCARD OF THE ORGANIZATION'S

PARENT CORPORATION WAS ESTABLISHED TO REVIEW THE COMPENSATION OF ALL X

EMPLOYEES SPECIFIED AS HAVING A SUBSTANTIAL INFLUENCE OVER THE

ORGANIZATION AND WHO RECEIVE REMUNERATION FROM THE ORGANIZATION. THE

COMPENSATION COMMITTEE IS ADVISED BY AN INDEPENDENT COMPENSATION

JSA Schedule O (Form 980 or990-EZ) 2014 |

0E1228 2,000 .:

5/4/2012 7:35:49 PM



Schedule O (Form 990 or 990-E2) 2010 Page 2
Name of the organization Employer identifteation number

[ MERCY MEDICAL CENTER 52-0591658

|

% CONSULTANT, WHICH OPINES TC THE COMPENSATION COMMITTEE THAT THE LEVEL OF !
| COMPENSATION PAID AND THE PROCESS BY WHICH COMPENSATION IS ESTABLISHED

% MEET APPLICABLE IRS REASONABLENESS AND "SAFE HARBOR" STANDARDS. THE
OUTSIDE COMPENSATION CCNSULTANT PROVIDES DATA OF COMPENSATION PROVIDED AT

SIMILAR ORGANIZATIONS TO ENSURE THAT THE ORGANIZATION DOES NOT COMPENSATE

IN EXCESS OF MARKET NORMS. MERCY HEALTH SERVICES, INC. (THE

CORPORATION'S SOLE MEMBER) HAS A WRITTEN POLICY REGARDING THE REVIEW OF j

PHYSICIAN COMPENSATION TITLED "AMENDED AND RESTATED PHYSICIAN ;
COMPENSATION REVIEW." THE POLICY APPLIES TC ALL MHS SUBSIDIARIES,

INCLUDING THE CORPORATION, AND IT SETS QUT THE PROCESS AND PROCEDURES FOR %
ENSURING THAT PHYSICIAN COMPENSATICN IS APPROPRIATELY REVIEWED AND ;
DETERMINED TO BE CCNSISTENT WITH FAIR MARKET VALUE. UNDER THE POLICY THE

REVIEW AND DETERMINATION MUST BE DOCUMENTED IN WRITING. THE POLICY

ADDRESSES INTERNAL REVIEWS THRCUGH BENCHMARKING OF PHYSICIAN COMPENSATION
AGAINST NATIONALLY RECOGNIZED COMPENSATION SURVEY DATA, THE USE OF
INDEPENDENT COMPENSATION CONSULTANTS AND REVIEW BY THE MHS BOARD
COMPENSATION COMMITTEE. THE POLICY FURTHER REQUIRES THAT ALL

COMPENSATION REVIEWS BE PERFCRMED IN ACCORDANCE WITH THE MHS CONFLICT OF

INTEREST POLICY.

DOCUMENT AVAILABILITY

PART VI, LINE 19

THE GOVERNING DOCUMENTS OF THE ORGANIZATICN, ITS CONFLICTS OF INTEREST
POLICY, AND ITS FINANCIAL STATEMENTS ARE AVAILABLE FROM THE ORGANYZATION f

UPON REQUEST.
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Name of the organization Employer identification number
MERCY MEDICAL CENTER 52-0591658 i

AUDITS ¢

PART XI, QUSTIONS 2 AND 3

MERCY HEALTH SYSTEM, INC. AND ITS SUBSIDIARES INCLUDING THE ORGANIZATION
FILING THIS FORM 890, UNDERGC A CONSOLIDATED AUDIT OF THEIR FINANCIAL

STATEMENT THAT COMPLIES WITH SINGLE AUDIT ACT/OMB CIRCULAR A-133

REQUIREMENTS DUE TO THE EXPENDITURE QOF FEDERAL AWARDS, THE ACCOUNTING
FIRM OF COHEN, RUTHERFCORD + KNIGHT P.C. HAS ISSUED AN UNQUALIFIED OFPINION é
REGARDING THE CONSOLIDATED FINANCIAL STATEMENTS IN CONEFORMANCE WITH
GENERALLY ACCEPTED AUDIT STANDARDS AND THE SINGLE AUDIT ACT/OMB CIRCULAR ;
A-133 REQUIREMENTS FOR THE FISCAL YEAR THAT CORRESPONDS TO THE TAX i
’:

REPORTING YEAR GOVERNED BY THIS FORM 990.

PART VI, LINE 1B

MERCY HEALTH SERVICES, INC. ("MHS"), A 501(C) (3) CORPORATION, IS THE SOLE

MEMBER OF MERCY MEDICAL CENTER, INC. ("MMC"™). MHS IS5 GOVERNED BY A
28—-PERSON BOARD OF TRUSTERS, OF WHOM 21 ARE INDEPENDENT BOARD MEMBERS.
THE BOARD OF DIRECTORS OF MMC IS CURRENTLY MADE OF 7 DIRECTORS. THE ;
PRESIDENT QOF MHS SERVES AS AN EX OFFICIC MEMBER OF MMC'S BOARD AND THE 1
BALANCE OF THE MMC BOARD MEMBERS ARE ELECTED BY, AND SUBJECT TO REMOVAL

BY, THE BOQARD OF TRUSTEES CF MHS. ONE CF THE MEMBERS OF THE MFC BOARD IS :
INDEPENDENT. SEVEN OF THE BCARD MEMBERS ARE COMPENSATED AS EMPLOYEES

EITHER OF MFC OR A RELATED ORGANIZATION LISTED IN SCHEDULE R, PART II. i

PART VI, LINE 6

MHS IS THE SOLE MEMBER OF MMC.

ISA Schedule O (Form 990 or 990-EZ} 2010
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Name of the organization Employer identification number

MERCY MEDICAL CENTER 52-0591658

PART VI, LINE 7A

THE PRESIDENT OF MHS SERVES AS AN EX OFFICIO VOTING MEMBER OF THE BOARD
OF DIRECTORS OF MMC. AS THE MEMBER OF MMC, THE BOARD OF TRUSTEES OF MHS
ELECTS ALL OF THE OTHER MEMBERS OF THE BOARD OF MMC. ALL OF THE MEMBERS
OF THE MMC BOARD SERVE AT THE PLEASURE OF THE BOARD OF TRUSTEES OF MHS

AND ARE SUBJECY TO REMOVAL BY THE MHS BOARD.

PART VI, LINE 7B

THE BQARD OF TRUSTEES OF MHS EXERCISES AUTHORITY OVER MMC THROUGH ITS

RIGHT TO APPOINT AND REMOVE MMC BOARD MEMBERS.

IN ADDITION, MHS, AS THE MEMBER, IS RESPONSIBLE FCR THE FOLLOWING

ACTIONS:

B) TO APPOINT MEMBERS TC MMC'S BOARD OF DIRECTORS;

B) TO REVIEW AND APPROVE OR DISAPPROVE THE STRATEGIC PLAN, ANNUAL
BUDGET AND THE ANNUAT OPERATING GCALS AND OBJECTIVES OF MMC AS

RECOMMENDED TC MHS BY MMC'S BOARD COF DIRECTORS;

C) TO EVALUATE THE PERFORMANCE OF MMC'S BOARD OF DIRECTORS, OFFICERS, AND
OPERATING MANAGEMENT;

D} TO REMOVE BOARD MEMBERS OF MMC IN ITS DISCRETION AT ANY TIME;

E} TO APPROVE THE MISSION AND VISION THAT GOVERN MMC'S OPERATIONS;

F) TO HAVE ULTIMATE RESPONSIBILITY FOR MMC'S QUALITY ASSURANCE,

PERFORMANCE IMPROVEMENT, UTILIZATION REVIEW AND RISK MANAGEMENT; AND

G) TO APPCINT, REAPPCINT AND TAKE ANY CORRECTIVE ACTION RELATED TO THE

MEDICAL STAFF OF MMC (THE "MEDICAL STAFF") IN ACCORDANCE WITH THE

Jsa Schedule O (Form 990 ar 990-EZ) 2010
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Nama of the otganization Employer identification number

MERCY MEDICAL CENTER 52-0591658

MEDICAL STAFF BYLAWS OF MMC.

THE FOLLOWING ACTIONS REQUIRE THE AFPPROVAL OF AND AFFIRMATIVE CORPORATE

ACTION BY MHS:

A} ANY DISPOSITION OF ALL OR SUBSTANTIALLY ALL OF MMC'S ASSETS,

DISSOLUTION, LIQUIDATICN, WINDING UP OR ABANDONMENT OF MMC;

B) ANY AMENDMENT OF THE ARTICLES OF INCORPORATION OR BYLAWS OF MMC OR OF
THE MEDICAL STAFF BYLAWS OF MMC;

C) ANY BORROWING OR LENDING BY MMC OR THE, ISSUANCE OF ANY GUARANTEE BY

MMC IN AN AMOUNT IN EXCESS OF AN AMOUNT SPECIFIED BY MHS FROM TIME TO

TIME;

D) ANY MERGER, CONSCLIDATICN OR INSTITUTIONAL AFFILIATION WITH ANY QOTHER
CORPORATION OR OTHER ENTITY; AND

E} THE PURCHASE OR SALE OF ASSETS FOR AN AMOUNT IN EXCESS OF AN AMOUNT

SPECIFIED FROM TIME TO TIME BY MHS.

ULTIMATELY, THE CORPORATION IS CONTROLLED BY MHS'S 26-PERSON COMMUNITY

BOARD, WHICH INCLUDES 21 INDEPENDENT DIRECTORS AS NOTED ABOVE.

OTHER CHANGES TO NET ASSETS

PART XI, LINE 5

UNREALIZED GAIN ) $ 6,015,988
INTEREST RATE SWAP 9,811,012
NET ASSETS RELEASED FOR CAPITAL EXP 950,110
CONTRIBUTIONS (8,879,019)

JBA
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Name of the organization Employer identiflcation number i
MERCY MEDICAL CENTER 52-0591658 ;
MHF NET BENEEFIT (944,974) E

CHANGES TO POST RETIREMENT ;

PLAN OBLIGATIONS 200,158 i

TOTAL $ 7,153,273

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

MERCY IS DEDICATED TO CARRYING FORWARD THE 136 - YEAR TRADITION OF

THE SISTER'S HEALING MINISTRY IN BALTIMORE. GROUNDED IN A VISION OF

GOD'S HEALING LOVE FOR ALL PEQPLE, WE ARE COMMITTED TO PROVIDING

HEALTHCARE FOR PERSONS OF EVERY CREED, COLOR, AND ECONOMIC AND SOCIAL
CONDITION IN BALTIMORE CITY, CENTRAL MARYLAND AND BEYOND. IN THK
TRADITION OF CATHOLIC HEALTHCARE AND CF THE SISTERS OF MERCY, WE
CONTINUE QUR SPECIAL COMMITMENT TO PCCOR AND UNDERSERVED PERSONS.
MERCY IS DRIVEN BY ITS MISSICN TO SERVE AND WILL REMAIN STEADFAST IN
ITS COMMITMENT TO UPHOLD ITS HIGHEST STANDARDS FOR CARE, ITS
COMMITMENT OT THE POOR AND ITS COMMITMENT OT BALTIMORE., WE ARE HERE
TC PROVIDE EXCELLENT HEALTHCARE, WITH COMPASSICN AND RESPECT, TO ALL

WHC COME TO US FOR HELP.

ATTACHMENT 2 t

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

TO PROVIDE HEALTHCARE TO PATIENTS WITHOQUT REGARD TO ABILITY TO '
PAY. MERCY STRIVES TO PROVIDE EXCELLENT CLINICAL SERVICES ACROSS
THE LIFE SPAN WITHIN A COMMUNITY OF CCMPASSIONATE CARE. MERCY

MEDICAL CENTER (MMC} HAS 226 LICENSED BEDS AND HAD 17,455

JSA Schedule O (Form 290 or 990-EZ} 2010
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Name of the organization Ernployer identification number

MERCY MEDICAL CENTER 52-0591658

ATTACHMENT 2 (CONT'D}

INPATIENT ADMISSIONS FOR THE FISCAL YEAR ENDING JUNE 30,2011.
MERCY MEDICAL CENTER'S PRIMARY SERVICE AREA (PSA) WHICH COMPRISES
17 ZIP CODES IN BALTIMCRE CITY, ACCOUNTS FOR ALMOST 60% OF ITS
TOTAL ADMISSIONS. THE KEY DEMOGRAPHIC CHARACTERISTICS OF THE PSA

ARE AS FOLLOWS:

64% OF THE POPULATION IS BLACK

59% OF PATIENTS SERVED BY MMC ARE MEMBERS OF A RACIAL OR ETHNIC
MINORITY

66% ARE WOMEN

51% ARE MEDICAID AND/OR MEDICARE BENEFICIARIES

12% OF THE POPULATION IS 65 YEAR IN AGE AND CLDER

THE MEDIAN HOUSEHOLD INCOME OF THE POPULATION IS $35,656

40% OF BALTIMORE CITY HOUSEHOLDS REPORTED A INCOME OF LESS THAN
$30,000

THREE TIMES AS MANY FAMILIES LIVING IN BALTIMORE CITY HAD INCOME

THAT WAS BELOW THE POVERTY LEVEL COMPARED TO ALL FAMILES IN

MARYLAND,

WITHIN THE HOSPITAL'S 17 ZIP CCDES THAT CCMPRISE THE PSA 35% OF

FAMILIES LIVE BELOW THE FEDERAL POVERTY LEVEL DEFINITION. DUE TO
ITS LOCATION IN CENTER CITY, MMC CARES FOR MANY OF THE AT-RISK,

LOW INCOME POPULATION IN THE COMMUNITIES THAT IMMEDIATELY SURROUND

THE HOSPITAL. THIS IS BEST EVIDENCED BY THE LARGE PERCENTAGE OF

EMERGENCY ROOM VISITS BY MEDICAID, UNINSURED, AND MEDICARE

PATIENTS. MEDICAID COVERED AND UNISURED PATIENTS ACCOUNTED FOR

MORE THAN 50% OF FY2011 EMERGENCY ROOM VISITS., IN FY 2011, THE

JsA
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Name of the organization Employer identification number

MERCY MEDICAL CENTER 52-0591658

ATTACHMENT 2 (CONT'D)

SUPPORTIVE HOUSING PROGRAM PROVIDED A CCOMPREHENSIVE RANGE
COUSELING SERVICES AND COMMUNITY RESOURCE LINKAGES TO 207 CLIENTS.
THESE SERVICES INCURRED A DIRECT COSTS OF $568,441 DURING FY 2011,
OR ABOUT $3,000 PER CLIENT. MMC DELIVERED MORE BABIES, 2,886, THAN
ANY OTHER HOSPITAL IN BALTIMORE CITY IN FY 2011. OF THESE BABIES,
10.6% WERE OF LOW BIRTH WEIGHT AND 13.7% WERE PREMATURE. 60% OF
THE PATIENTS WHO DELIVERED BABIES AT MMC WERE EITHER MEDICAID
BENEFICIARIES OR UNISURED/SELF PAY. THIS FOPULATION IS ESPECIALLY
LINKED WITH LOW BIRTH WEIGHT AND PREMATURITY DUE TO POVERTY THAT
CLOSELY RELATED TO UNHEALTHY LIFESTYLES, PARTICULARLY, POOR

NUTRITITION AND INADEQUATE PRENATAL CARE.

ATTACHMENT 3

FORM 290, PART VII, COCLUMN B - ESTIMATED AVERACE PER WEEK

NAME AND TITLE HOURS DEVOTED FOR RELATED ORGANIZATION

THOMAS MULLEN

CHAIR, EX OFFICIO 25,00
SAMUEL MOSKOWITZ

EXEC VB/VICE CHAIR 6.00
SCOTT SPIER MD

SECRETARY 6.50
JOHN TOPPER

SR VP & CFO/TREASURER 25.00
SUSAN FINLAYSON

SR VP/DIRECTOR 2.00
MICHAEL MULLANE

SR VICE PRESIDENT CLINICAL PRG 15.00
JUDITH WEILAND

SENIOR VP 0.00
ROBERT EDWARDS

SENIOR VP 30.00
JAMES LEVY MD

PHYSICIAN 0.00
WILMA A S ROWE MD

PRESIDENT MEDICAL STAFF 1.00

J8A
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Name of the organization
MERCY MEDICAL CENTER

Employer identification rumber

52-0591658

GARY MICHAEL

SENIOR VP MARKETING/PLANNING
AMY FREEMAN

EXE VP/SECRETARY

ATTACHMENT 3 (CONT'D)

3.00

0.00

ATTACHMENT 4

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

NAME AND ADDRESS

WHITING TURNER
PO BOX 17596
BALTIMORE, MD 21297

CURA HOSPITALITY
PO BOX 827276
PHILADELPHIA, PA 19182

RADAMERICA II LLC
9105 FRANKLIN SQUARE DR
BALTIMORE, MD 21237

UNIVERSITY OF MARYLAND MEDICAL SYSTEMS
22 SOUTH GREENE ST
BALTIMORE, MD 21201

ELLERBE BECKET
1001 G ST NW
WASHINGTON, DC 20001

TCTAL COMPENSATION

FORM 990, PART VIIT - INVESTMENT INCOME

DESCRIPTION OF SERVICES COMPENSATICN

CONSTRUCTION 75,948,029,

DESCRIPTION
INTEREST INCOME
INVESTMENT INCOME

TOTALS

FOOD SERVICES 3,853,453.

RADIATION THERAPY 2,876,206.

MEDICAL SERVICES 2,515,473,

ARCHITECT 2,237,555,

87,430,716,

ATTACHMENT 5
(&) (B) {c) {D)

TOTAL RELATED OR UNRELATED EXCLUDED
REVENUE EXFEMPT REVENUE BUSINESS REV. REVENUE
1,145,971, 1,145,971,
3,791,928, 3,791,928,
4,937,889, 4,937,899,

JSA
0E1228 2.000
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Name of the organization

MERCY MEDICAL CENTER

Employer identification number

52-0591658

FORM 990, PART X -~ NOTES AND LOANS RECEIVABLE

ATTACHMENT 6

BORROWER:
ORIGINAL AMOUNT:
DATE OF NOTE:
PURPOSE OF LOAN:

ERICA NICHELSCHN DO
43,1¢66.

1270172007

PRACTICE DEVELOPMENT

BEGINNING BALANCE DUE . ............. e 21,8697, |
ENDING BALANCE DUE ....cevuervanress e e e 11,817. i
BORROWER : MARK KIM MD f
ORIGINAL AMOUNT: 40,000, ;
DATE OF NOTE: 08/01/2008 :
PURPOSE OF LOAN: PRACTICE DEVELOPMENT

BEGINNING BALANCE DUE +.1vvvoreneraernnennnns e 26,372,

ENDING BALANCE DUE ........... e e e 18,437.

JSA Schedule O (Form 920 or 990-EZ) 2010

0E1228 2,000
5/4/2012 7:35:49 PM



Schedule O {Form 990 or 990-EZ) 2010

Page 2

Name of the organization
MERCY MEDICAL CENTER

Employer identification number

52-0591658

BORROWER:
ORIGINAL AMOUNT:
DATE OF NOTE:
PURPOSE OF LOAN:

BEGINNING BALANCE DUE ...
ENDING BALANCE DUE ....ovvvvesvren

BORROWER:
ORIGINAL AMOUNT:
DATE OF NOTE:
PURPOSE OF LOAN:

ATTACHMENT 6 (CONT'D)

METROPOLITAN OBGYN ASSOCIATES

TERESA HOFFMAN

60,022,
11/01/2008

PRACTICE DEVELOPMENT LOAN

100,000.
10/15/2008
PRACTICE DEVELOPMENT

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

.....

P ee e 56,700.

.............. e e e 26,667,

BEGINNING BALANCE DUE ... vt eeseerarrennnnnns Pt r e e a by 34,182.
ENDING BALANCE DUE ... ivetvsnesnsararrenanssnrs C ot s ety 25,011,
JsA Schedule O (Farm 990 or 890-EZ) 2010
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Name of the organization

MERCY MEDICAL CENTER

Employer identification number

52-0591658

BORROWER:
ORIGINAL AMOQUNT:
DATE OF NOTE:
PURPOSE OF LOAN:

BEGINNING BALANCE DUE ... v vrrernnsorsantensnsnsnsansasssns
ENDING BALABNCE DUE .....covesvrreerorconss B A
BORROWER: DR FARRIOR

DATE OF NOTE:
PURPOSE OF LOAN:

BEGINNING BALANCE DUE ...

ENDING BALANCE DUE ,...,.

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

TERESA HOFFMAN

30,000.
0€/07/2010
PRACTICE DEVELOPMENT LOAN

12/10/2009
PRACTICE DEVELOPEMNT LOAN

ATTACHMENT 6 (CONT'D)

28,943,
23,732,

16,613,
1,

JEA
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Name of the organization Employer ldentification number
MERCY MEDICAL CENTER 52-0591658 !
ATTACHMENT 6 (CONT'D) :
BORROWER: DR HCPKINS LUNA i
DATE OF NOTE: 12/710/2008
BEGINNING BALANCE DUE . ... it errrormassssotannasns 16,613,
ENDING BALANCE DUE ....... O 9,874,
i
BORROWER: - HATEM ABDO
BEGINNING BALANCE DUE ... it nrronnnsnrnenens fer s e 0. :
ENDING BALANCE DUE .....0 0 rsrsrnrsmmenrnrnonanes s e e 190,111. ‘
i
y
f
|
i
H
|
18A Schedule O (Form 980 or 990-E2) 2010 i
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Name of the organization Employer identificaflon number
MERCY MEDICAL CENTER 52-0591658
ATTACHMENT 6 (CONT'D)
BORROWER: DR HOPKINS LUNA
BEGINNING BALANCE DUE ....... bt et e a e E s e e e e 0.
ENDING BALANCE DUE ............ e e ettt s e e ey 168,395,
TOTAL BEGINNING NCOTES AND LOANS RECEIVABLE 201,120,
TOTAL ENDING NOTES AND LOANS RECEIVABLES 474,045,
ATTACHMENT 7
FORM 990, PART X - PREPATID EXPENSES AND DEFERRED CHARGES
ENDING

DESCRIPTION BOOK VALUE
PREPAID EXPENSES 3,449,102,

TOTALS 3,449,102,

ATTACHMENT 8
FORM 990, PART X — INVESTMENTS - PUBLICLY TRADED SECURITIES
ENDING COoST

DESCRIPTION BOOK VALUE CR FMV
FUNDS HELD BY TRUSTEE 34,283,252, FMV

TOTALS

34,283,252,

JSA
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52-0591658

Schedule R {Form 990) 2010 Page §

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

0E 1510 1.000

Schedule R (Form 990} 2010

5/4/2012 7:35:49 PM




O0E70040 1,000

RENT AND ROYALTY INCOME

Taxpayer's Name

MERCY MEDICAL CENTER

[dentifying Number
52—-0591658

DESCRIPTION OF PROPERTY
RENTAL PROPERTIES

I |Yes| INO

| Did you actively participate in the operaticn of the activity during the tax year?

REAL RENTAL INCOME
OTHER INCOME

1,562,362,

TOTAL GROSSINCOME - .« - « & v & v« 2 s+ & s o s & s« 4 » p v = = = + =« & 8.3 % 5 o & =+« &« 5 8 » s =3 223 o aa

1,562,362,

OTHER EXPENSES
SEE ATTACHMENT

DEPRECIATION {SHOWN BELOW)
LESS: Beneficiary's Portion

AMORTIZATION

DEPLETION |
LESS: Beneficiary's Portion

TOTAL EXPENSES

707,542,

1,561,545,

817,

Less Amount to
Rent or Royalty
Depreciation
Depletion
Investment Interest Expensa L.
Other Expenses |
Net Income (Loss) to Others _ |

Net Rent or Royalty Income (Loss) |

Deductible Rental Loss {if Applicabla) « « » « « < v« & s & v 0 000w i

817.

SCHEDULE FOR DEPRECIATION CLAIMED

{d) (e . {g} Depreciation (i) Life ’ -
- (b) Cost or {c) Date ACRs | Bus {f) Basis for In (h} or (i) Depreciation
(a) Description of property unadjusted basis acquired des. o depreciation prlor years Method | 40 for this year
SEE ATTACHMENT
Jaa Totals « « « @ o o0 w0 e e e e a e P An s

5/4/2012 7:35:49 PM




MERCY MEDICAL CENTER 52-0591658

SUPPLEMENT TO RENT AND ROYALTY SCHEDULE

OTHER DEDUCTIGONS

REPAIRS 21,555,
TAXES 156,680,
RENT 675,768,

854,003,

5/4/2012 7:35:4%9 PM




MERCY MEDICAL CENTER

RENT AND ROYALTY SUMMARY

52-0591658

ALLOWABLE
TOTAL DEPLETION/ OTHER NET
PROPERTY INCOME DEPRECIATION EXPENSES INCOME
RENTAL PROPERTIES 1,562,362, 707,542, 854,003, g817.
TOTALS 1,562,362, 707,542, 854,003, g17,

5/4/2012 7:35:49 PM




o 4797

Sales of Business Property
(Also Involuntary Conversions and Recapture Amounts
Under Sections 179 and 280F(b}(2))

2010

| OMB No. 1545-0184_

Attachment
Sequence No, 27

Identifying number

Napartment of the Treasury
Intemal Revenue Sarvice  (89)

p Attach te your tax return. p Sece separate instructions.

Name(s) shown on return

T h e

MERCY MEDICAL CENTER 52~0591658
1 Enter the gross proceeds from sales or exchanges reported to you for 2010 on Form(s) 1099-B or 1099-S {or
substitute statement) that you are including on line 2, 10, or 20 (seeinstructions), , , . , . .. . . . .. . .. Lt
Sales or Exchanges of Property Used in a Trade or Business and Involuntary Conversions From Other
Than Casualty or Theft - Most Property Held More Than 1 Year (se¢ instructions)
2 () Description (i) Date acculred | (c) Date scid (d) Gross O oo™ | e - Ao
of proparty {mo., day, yr.) {mo., day, yr.) sales price allowable since | Improvements and sum of (d) and {e)
acqulsltion expense of sale
3 Gain, if any, from Form 4884, lined2 . ... .. ... .. N I
4 Section 1231 gain from installment sales from Form 8252, line 26 0r 37 = | .. T
5 Section 1231 gain or {loss) from like-kind exchanges from Form 8824~ ... ... ... N
6 Gain, if any, from line 32, from other than casualty ortheft ., . .. .. ....... . . L6
7 Combine lings 2 through 8. Entar the gain or {loss) here and on the appropriate line as follows: | R 4

Partnerships {except electing large partnershlps) and S§ corporations. Report the gain or {loss} following th
instructions for Form 1085, Schadule K, line 10, or Form 11208, Schedule K, line 9. Skip lines 8, 9, 11, and 12 below.

Individuals, pariners, S corporation shareholders, and all others. If lina 7 is zero or a loss, enter the amount from
line 7 on line 11 below and skip lines 8 and 9. If line 7 is a gain and you did not have any prior year section 1231
losses, or they were recaptured in an earller year, enfer the gain from line 7 as a long-term capital gain on the
Schedule D filed with your return and skip lines 8, 9, 11, and 12 below.

8 Nonrecaptured net section 1231 losses from prior years (ses Instructions) . . ., ... ....... .. L8
9 Subtract line 8 from line 7. If zero or loss, enter -0-. If line 9 Is zero, enter the gain from line 7 on line 12’ below. If line
9 is more than zero, enter the amount from line 8 on line 12 helow and enter the gain from line B as a long-term
capital gain on the Scheduls D filed with your return {seeinstructions) , , , , ., . . . .. ... ... e e e 9
Ordinary Gains and Losses (see instructions)
10 Ordinary gains and fosses not included on lines 11 through 16 (includs property held 1 year or less):

ATTACHMENT 1 ~157,153.
11 Loss ifany, fromline?, e e e 11_|( b}
12 Gain, if any, from line 7 or amount from line 8, if applicable |, |, . . ., . . . .ttt e 12
13 Gain, ifany, fromline31 | | | ... e e e el 13
14 Net gain or (loss) from Form 4684, lines 34 ancdta ., .. .. e e e o e e e L .. 14
15 Ordinary gain from installment sales from Form 8252, ine 250r36 =, | . ., .. e e e e e ... 15
16 Ordinary gain or {loss) from like-kind exchanges from Form 8824 | | | e e e e e e e e e e e B i 1
17 Combine lines 10 through 16, | |, | ca e e I -157,153.

18 For all except individual retums, enter the amount from fine 17 on the appropriate line of your refurn and skip lines a
and b below. Far individual returns, complete linas a and b below:

a I the I0ss on line 11 includes a ioss from Form 4684, line 38, column {o)(il}, enter that part of the loss here. Enter the
part of the loss from income-preducing property on Schedule A (Form 1040), line 28, and the part of the loss from

property used as an employee on Schedule A (Form 1040), line 23. Identify as from "Form 4797, line 18a."
Seeinstructions , , ., ... e e e e e e e e A B 1:1:
b Redetermine the gain or {loss) on line 17 axcluding the loss, if any, on line 18a. Enter here and on Form 1040, line 14 |18k

For Paperwork Reduction Act Notice, see separate instructions. Form 4797 (2010)

JBA
0X2610 2.000

5/4/2012 7:35:49 PM




Form 4797 (2010) 52-0591658 Page 2
Gain From Disposition of Property Under Sections 1245, 1250, 1252, 1254, and 1255
(see instructions)
19 (a) Description of section 1245, 1250, 1262, 1254, or 1255 property: (blnqgt,edaa‘;,‘?‘;,lrf?d {g)f%gys‘;lﬁ’,
A
g
o
2]
Property A Property B Propetty C Property D
These columns relate to the properties on lines 19A through 19D. >
20 Gross salos price {Note: See line 1 before completing.) 20
21 Cost or other basis plus expense of sale | |, , , , .21
22 Depreciation {or depletion) allowed or allowable , | |22
23  Adjusted basis. Subtract line 22 from line21 , , , | 23
24 Total gain. Subtract [lne 23 fromline20 , . . . . . 24
25 If section 1245 property:
a Depreciation allowed or allowable from line22 | | 125a
b Enter the smallerof line24 or25a , , . ... . .. 25b
26 If section 1250 property: If straight line depreciation was
used, enter -0- on (ine 26¢, except for a corporation subject
to section 291,
a Additional depreciation after 1975 {see Insiructicns),|26a
b Applicable percantage multiplied by the smalier of
line 24 or line 26a (seeinstructions), _ , . ., . . .[26b
G Subfract line 26a from line 24. If residential rental property
orline 24 is not more than iine 26a, skip lines 26d and 26s ,|26¢
d Additional depreciation after 1969 and before 1976 |26d
e Enter the smallerof line 26cor26d. |, , .. ... .|26e
f Saction 291 amount (corporations only), . .| 26f
g Add lines 26b, 26e, and 26f ., Can e x e |26
27 If sectlon 1252 proporty: Skip thls sectlon if you did not
disposse of farmland or if thls form is baing completed for a
partnership (other than an elacting large parinersh|p).
a Soil, water, and land clearing sxpenses , ., , , ., . ,|27a
b Line 27a multiplled by applicable percentage {see instruations} |27 b
¢ Enter the smaller of line 24 or27b , . , . . . <. «|27c
28 If section 1254 property:
a Intangible drilling and development costs, expenditures for
development of mines and other natural deposits, mining
exploration costs, and depletion (see Instructions) | | |, 28a
b Enterthesmallerof line24 0r28a , . ... . . . ./28h
29 If section 1255 property:
a Applicable percentage of payments excluded from
income under section 126 (see instructions), | | | ,[2%a
b Enter the smaller of line 24 or 23a (see instructions).| 29k
Summary of Part lll Gains. Complete property columns A through D through line 29b before going to line 30,
30 Total gains for all properties. Add property columns A through D, line 24 | e e e e e e .. .30
31 Add property celumns A through D, lines 25b, 26g, 27¢, 28b, and 28b. Enter hereandonline 13, , , ., .. e 3
32 Subtract line 31 from lina 30. Enter the portion from casualty or theft on Form 4684, line 36. Enter the portion from
other than casualty or thefton Form4787,line 6 | | . . . . . v v v v o v o v o u o 4 s a s et VW e s s e e e s 32
Recapture Amounts Under Sections 179 and 280F(b)(2) When Business Use Drops to 50% or Less
(see instructions)
{a) Section (b} Section
179 2B0F(b}(2)

33 Section 179 expense deduction or depreclation allowable in prior years
34 Recomputed depreciation (see instructions) | |

35 Recapture amount. Subtract line 34 from line 33. See the instructions for where toreport , , . . .| 35

----------- 33

L34

J3A

0X2620 2.000
5/4/2012 7:35:49 PM

Form 4797 (2010}
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Form 990"'T

Exempt Organization Business Income Tax Return (and proxy tax under section 6033(e))

OMB Mo. 1548-06887

2010

T Opan o PUblc: Ins 9E.licl't
13 p 80

D Employer Identification number

{Employees' frust, see Instruations for Block D on

Departmant of the Treasury For calendar year 2010 or other tax year beginning _ _ _ _ _ __ _ _ 93{9_]_- 2010, and
Internal Revenue Service ending 06/30 20171 P Seo separate instructions. i BAT
A Check box if Name of organization { Check box if name-changed and see instructions.}
address changed
paga 9.}
B Exempt under section MERCY MEDICAL CENTER
- 501(C y 3 Print { Number, street, and room or sulte no. If a .0, box, see page 8 of instructions. 52-0591658

- 408(e) 220(e) or

Type

E Unrelated business acilvity codes

{See Instructlons for Btock £ on page $.)

| {a08A 530(a) 301 ST. PAUL PLACE
528(a) Clty or town, state, and ZIP code
C Book value of all assets BALTIMORE, MD 21202 531120 561000
at end of year - :
F Group exemption number (See instructions for Bleck F on page 2.)
815,479,823.|G Gheck crganization type P | X | 501(c} corporation | | s01(c) trust [ Taot(@tust | | othertust
H Describe the organization's primary unrelsted business activity. » ATTACHMENT 1
| During the tax year, was the corporation a subsidiary in an affiliated group or a parent-subsidiary controlled group? _ . . ., . . > m Yes |_J No

If "Yes,” enter the name and identifying number of the parent corporation. P ATTACHMENT 2

Telephone number B 410-332-5313

J The books are in care of » JOHN TOPPER
Unrelated Trade or Business income {A) Income (B) Expenses (C) Net
1a Gross receipts or sales 747,048, K i B
b Less returns and allowances ¢ Balance P{_1¢ 747 4 048,
2  Cost of goods sold (Schedule A, ine?), _ , , . ... ...
Gross profit. Subtract line 2 fromlinelc _ , , , . .. ... 3 747,048, 747,048.
4a Capitai gain net income (attach Schedule D} , | . . . .. 4a
b Net galn (loss) (Form 4797, Part I, line 17) (aitach Form 4797) | 4b
¢ Capital loss deductionfortrusts , _ _ . ., .. ...... 4c
5§  Income {loss) fram partnerships and S corporaticns (attach statement) |5 3 :
6 Rentincome(ScheduleC)_ ., ., .,............| B 32,585. 101,801. -69,216.
7 Unrelated debt-financed income (Schedule E) _ , ., ... 7
8 Interest, annuities, royalties, and rents from controlled
organizations (Schedule F), , , . . N L -
g Investment income of a sectlon 501{c)(7}, (9), or (17)
organization {(Schedule GY , _ _ ., ... ... ... ... 9
10  Exploited exempt activity income (Schedulo l) , |, | ., 10
11 Advertising income {Schedula Jy, , _ . ., ... .... L
12 Other income (See page 10 of the Instructlons; attach schedule.) , |12 : :
13 Total Combine lines 3 through12, . , . . . . . P ] 779,633, 101,801, 677,832.

Deductions Not Taken Efsewhere (See page 11 of the instructions for limitations on deductions.) (Except for
contributions, deductions must be directly connected with the unrelated business income.)

14  Compensgation of officers, directors, and trustees (Schedule K) ., .| e .. , L. L4
15  Salariesandwages | . L . L L L L L L h e s e e e m e s e e e e s 15 157,752,
16  Repairsandmaintenance . . . . .. . ... .00 e i e e e e . e L)
1 7 Bad dehts W W % = ®m 3 = ®m 31 m A A = 4 1 ™ ®w ®w ®m & m L ®E ® 1 ®m = 4 ¢ B = m ®m m % ¥ 3 ® ® oA o< ¥ ¥ 3 W 5 m ¥ = @ 1 7
18  Interest {attachschedule) , , , , .. ... ....... e e e e e e e e e 18
1 9 Taxes and |ICGHSGS ---------------------------------------------- 19
20  Charitable contributions (See page 13 of the instructions for limitationrules.) . . . . . v v v o« 4 4 & e wow . | 20
21 Depreciation (attach Form4582), . . , .. .. .. .. P I 0.} :
22  Less depreciation claimed on Schedule A and elsewhere on retumn , _ _ , , , . [22a 0,
23 Depletion ., ........ S e A e .
24 Contributions to deferred compensation plans _____ V. e e V. e e e ..
25  Employee benefitprograms | . ., L . ... i u e e e e
26 [Excess exemptexpenses (Schedule I} |, ., .. ... e e . . e .
27  Excess readership costs (Schedule J) |, . ... ... e e e e e e e e
28 Other deductions (attach schedule) , , . . . . . . e e e e A TTACHMENT 3 28 855,868,
29 Total deductions. Add lines 14 through 28 _ , ., . . e o S I ] 1,113,820.
30  Unrelated business taxable income before net operating loss deduction. Subtract I|ne 20 fromline 13, , . . .. 30 -435,788.
31 Net operating loss deduction (limited to the amountonlin@ 30} | | . ., . .. . . i ot v o ot m v s e v 31
32  Unrelated business taxable income before specific deduction. Subtract line 31 fromline30 . , ., . . .. ... 32 -435,788.
33 Specific deduction (Generally $1,000, but see line 33 instructions forexceptiens.) , , . .. .. .. .. .. ... 33 1,000.
34  Unrelated business taxable income. Subtract line 33 from line 32. If line 33 Is greater than line 32,

enter the smallerof zeroorline 32, . . . . . . P 34 -435,788,

JSA For Pagerwork Reduction Act Notice, see instructions.
0E1610 0.0

5/4/2012 7:35:49 PM

Form 980T (2010}
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Form 990-T {2010)

52-0591658 Page 2

Tax Computation

35 Orpanizations Taxable as Corporations, See instructions for tax computation on page
Controlled group members (sections 1561 and 1563) check here > L__l See Instructions and:
a Enter your share of the $50,000, $25,000, and $9,925,000 taxable income brackets (in that order).

15.

(1)$ [ @ls | s
b Enter organization's share of: (1) Additional 5% tax (not more than $11,780), , ., , . . $
(2) Additional 3% tax (not more than $100,000) _ , , . . .., ... e e $
¢ Incomas tax on the amounton line 34 |, |, | e e e R o I 21
36 Trusts Taxable at Trust Rates. See Instructions for lax computation on page 16. Income tax on :
the amount on line 34 from: D Tax rate schedule or El Schedule D (Form1041) | , ., ... ... .. > 36
37  Proxy tax. See page 16 of the Instructions , , ., . . . . . . . . e e e e N o Y4
38 Alternative minimumtax _ , ., . ... ... ittt e e e e e i e e .. |38
Total, Add lines 37 and 38 to line 35¢ or 36, whichaver appl|es P T s e« .| 39
Tax and Payments
40a Foreign tax credit (corporations attach Form 1118; trusts attach Form 1116) , , . . 140a
b Other cradits (see page 16 of theinstructions) , ., , . ... ... .. .. s .. . . 40D
¢ Ganeral business credit. Attach Ferm 3800, | | ., ., ., .. ... e e e 40¢
d Cradit for prior year minimum tax (attach Form BBO1or8827) . ., ., .. N 1
e Total credits. Add lines 40a through4Cd | ., . . ... ...« ... ot r e e e h s e e e e . . [40e
41  Subtract llne 40e from ne39, . . ... .. S e e e e C e r e aae e e v s me e e 41
42  Other taxes, Check if from: D Form 4255 I:] Form 8611 D Form 8697 |:| Form 8866 I:I Other (atlach schedule) 42
43 Totaltax. Addlines 4T and 42 .+ o v v v o v o v o v v s s m e v s v e s s s e e 43
44a Payments: A 2009 overpayment credited to 2010, |, ., . .. B . . -
b 2010 estimatedtaxpayments . . . . . . ¢ v v v et s 0 s u e e a ey 44b
¢ Tax deposlted with Form 8868 | | |, ot r ne et e a e e e C e . |Ade
d Foreign organizations: Tax paid or withhald at source (see instructions) , , , , .. . |44d
@ Backup withholding (see Instructions) «+ « o v ¢ s 4 s v 0 0 v 0 n 0w o v e [ d4e
£ Credit for small employer health Insurance premiums (Attach Form 8941y, . .. .. 44f
g Other credits and payments: Form 2439
Form 4136 Other Total M| 449 :
45  Total payments. Add lines 4dathrough 44g. v o v v v 0 v v o v s n s o n vt P W s .. | 45
46  Estimated tax penally (see page 4 of the instructions). Check if Form 2220 s attached , . , ..o v ™ 46
47  Taxdus. If line 45 is less than the total of lines 43 and 46, enter amountowed . . . v« « v & & & .. AT 0.
48 Overpayment. If ine 45 is larger than the total of lines 43 and 48, enter amount overpaid , , . . . . . . . B )] 0.
Enter the amount of line 48 you want: Cradited to 2011 estimated tax » Rafunded > a0 0.

Statements Regarding Certain Activities and Other Information (see instructions on page 17)

At any time during the 2010 calendar year, did the organlzation have an Interest in or a signature or other aut
account (bank, securities, or other) in a forsign eountry? if YES, the organization may have to file Form TD F 90-2
Bank and Financial Accounts. If YES, enter the name of the forelgn countryhere »
2 Durlng the tax year, did the organization receive a di stribution from, or was it the grantor of, or transferor to, a
If YES, sae page 5 of the instructions for other forms the organization may hava to file.
3 Enter the amaunt of tax-exempt intarest raceived or accrued during tha tax year » &

hority aver a financial | Yes | No
2.1, Repart of Forelgn -

foreign trust? | X

Schedule A - Cost of Goods Sold. Enter method of inventory valuation »

1 Inventory at beginning of year , | 1 6 Inventoryatendofyear |, ., ., ... 6
2 Purchases , ., ... ... .l 2 7 Cost of goods sold. Subtract line
3 Costoflabor ,, ... P § from line 5. Enter here and in
4a Additional section 263A costs Partl,line2,,,,..... [ I 4
(attach schadule) , , ., . ., , [42 8 Do the rules of section 263A (with respect to [Yes | No
b Other costs (attach scheduls) . [4b property produced or acquired for rosale) apply ) '
5 Total Add lines 1 through 4b . | 5 totheorganization? , . o . . . « . 4 v s+ s .. .. X
Under altles perjury, | declara thal | have axamined thls relurn, inciuding accompanying schedules and slatemants, and o the best of my knowledge and heliaf, it is liue,
. corract nd col te, aration of prspnref'(olherthan laxpayer) |s based on all | forrr' Lion of which pre p Bf has any knowledge.
Sign /h May the IRS disouss this retum
Here | \5 }“ with the preparer shown below
Slgﬂmﬁre of officef ( \ Date Title {see Insteuctions)?| X[ vas No
. PrintTyp prepa snam Preparer's signalure Date Check L_J i | FTN
Paid TINA ECKLOFF C_fRam 05/04/2012 | seifemployed | P01074058

Preparer o U CONEN, RUTHEREORD + KNIGHT, PC

FemsENp 52-1202280

Use Only Firmsaddress)6903 ROCKLEDGE DRIVE, SUITE 500

Phone no. 301-828~1008

BETHESDA, MD 20817-1800

JSA

051620 0.040

5/4/2012 7:35:49 PM

Form 990-T (2010)

ERR



Form 990-T {2010)

52-0591658

Page 3

Schedule C - Rent Income (From Real Property and Personal Property Leased With Real Property)

{see instructions on page 18)

1. Description of property

{1y MEDI SPA

2)
)]
{4
2. Rent received or accrued
{a) From personal property {if the percentage of rent (b} Fram real and persenal property (if the 3{a) Deductions directly connectad with the Incoma
for personal pr?‘;;):rretyﬂi_lsa;ngﬁ,g;an 10% bul not pﬁe(r;;entaﬁemof ren: forbpers;nal prggteﬁyi exceods In columns 2{a}and 2(b) {attach schedule)
b or If the rent Is based on profit or income) ATTACHMENT 4
(1) 32,585. 101,801,
(2)
(3}
(4}
Total Total 32,585,
- (b} Total deductions.
(¢} Total income. Add totals of columns 2(a) and 2{b). Enter Enter here and on page 1,
here and on page 1, Partt, line 6, column (A). . . . . 32,585.| Partl, line 6, column (B) 101,801,

Schedule E - Unrelated Debt-Financed Income (see instructions on page 19)

2.6 income o 3. Deductions directly com:lected with or allocakle to
. Gross income from or debt-financed propert
1. Description of debt-financed proparty allocable to debt-inanced " ° propery "
preperty (a) Stralght line depreclation {b) Other deductions
{attach schedule) (attach schedule)
mn
(2 :
(3) !
) !
4. Amount of average 5. Avarage adjusted basis i
acquisition debt on or of or allocable to 64 gﬂzgdn 7. Gross income reportable (cﬁﬁﬁléogaxbigti?g}lggﬂé ns
allocable to debt-financed debt-financed propetty by column 5 {column 2 x eolumn &) 3(a) and 3(b}
property (attach schedule) {attach schadule) ¥
(1) %
(2) Y !
(3} % ;
(4 o, !
Enter here and on page 1, Enter here and on page 1,
Part |, line 7, column (A). Part I, line 7, column (B). :
Totals . .. ... e e e e > i
Total dividends-received deductions includsd in column8 . . . . . A PP I S . > ;

Schedule F - Interest, Annuities, Royalties, and Rents From Controlled Organizations (see instructions on page 20)
Exempt Controlled Crganizations

1. Name of confrolled 2. Employer 5. Part of column 4 that s | 8. Deductions dlrectly

organization identification numbear 3. Net unrelated Income | 4. Total of specified | included In the controling | connectad with income
(loss) {see instructions) payments made | grganization's gross income in column 5
)
2
(3) :
(4) ‘ ?

Nonexempt Controlled Organizations

7. Taxable Income

8. Net unrelated income

9. Total of specified

10. Part of column 9 that Is
included In the controlling

11, Deductions dirsctly
connected with Income in

{less) (ses instructions) payments made organization’s gross incorne column 18
(1}
{2}
{3}
{4}
Add columns 5 and 10. Add columns 6 and 1.
Enter here and on page 1, Enter hera and on page 1,
Part |, line 8, column {A}. Pait L, line 8, column (B},
Totals . . . .. PP e a4 a e e wiseaas >
JsA Form 990-T (2010)

0E1630 0.020

5/4/2012

7:35:49 PM




Form 990-T (2010

52-0591658

Page 4

Schedule G - Investment Income of a Section 501{c)(7), (9), or {17) Organization (see instructions on page 20)

1. Descripiion ofincome

2, Amount of Income

3. Deductions
directly connected
(attach schedule)

4, Set-asides
{attach schedule)

B, Total deductions
and set-asldes {col. 3
plus col. 4)

M

2)

€)]

)

Totals , , , .. ....

Enter here and on page 1,
Part |, line 8, column (A),

2’| Enter here and on page 1,
| Part I, line 9, column (B).

Schedule | - Exploited Exempt Activity Income, Other Than Advertising Income (see instructions on page 21}

4. Net income

3. Expenses {loss) fom 7. Excess exempt
2. Gross directly unrelated trade or 5, Gross Income 6. Expenses expenses
. . . unrelated connected with business (column from activity that attribLitable to (column & minls
1. Description of exploited activity business Income production of 2 mlaus column Is not unrelated column & solumn 5, but not
from trade or unrelated 3}, I a gain, buslness income mors than
business business income compute cals. 5 column 4),
through 7.
(1}
(2)
(3)
(4}
Enter here and con Enter here and ¢n Eriter here and
page 1, Part |, page 1, Part |, an pagse 1,
line 18, col. {A). lina 16, cal. (B). Part Ii, line 26.
Totals . . ...

Schedule J - Advertising Income (see instr

uctions on page 21)

Income From Peri

odicals Reported on a Consoli

dated Basis

1. Name of periodical

2. Gross Direct
advertising 3. Direc
income advertising costs

4, Advertising
gain or (loss) (col.
2 minus col, 3), If
a galn, compute
cols. & through 7.

5. Girculation

income

6. Readership
cosis

7. Excess readership
costs {column 6
minus column 5, but
not more than
column 4),

(

(2)

(3)

)

Totals (carry to Part I, Ine (5 ., .

Part Il
2 through 7 on ali

Income From Periodicals Repo
ne-by-line basis.)

rted on a Separate Basis (For each periodical listed in Part I, fill in columns

1. Name of periodical

2. Gross
advertising 3, Direct
incoma advertising costs

4, Adverlising
gain or (loss) {cal.
2 minus col, 3). I

a galn, compute
cols. 5 through 7.

8, Circulation

income

6. Readership
cosis

7. Excess readership
costs {column 6§
mlnus column §, but
not more than
column 4],

{0

)

{3)

{4)

{5) Totals from Part |

Totals, Part |l (lines 1-5) , N

Enter hers and on
page 1, Part |
line 11, col. (B).

Enter here and on
page 1, Part |,
line 11, col. {A).

Enter here and
on page 1,
Part Il, line 27.

Schedule K - Compensatlon of Officers, Directors, and Trustees {see instructions on page 21)

1. Name 2. Title “3“{32%52%“0 o | 4 Compeneatio alrouiaio o
(1) o
(2) o)
(3) o)
(4) )
Total. Enter here and on page 1, Part 1|, e 14, . L . . . 0 0 v e e v e v e n m e s m e e m am e mxeases »

JBA

QE1640 0.020

5/4/2012

7:35:4% PM

Form 990-T {2010}




MERCY MEDICAL CENTER 52-0591658

ATTACHMENT 1

QRGANIZATION'S PRIMARY UNRELATED BUSINESS ACTIVITY.

LEASE REAL ESTATE PROPERTY, PRCVIDE MANAGEMENT SERVICES TO TAXABLE
AFFILIATES, PROVIDE LAR SERVICES TC NON-HOSPITAL PATIENTS, PROVIDE
ANSWERING SERVICE, PROVIDE PARKING TC NON-HOSPITAL PATRONS

ATTACHMENT 1
5/4/2012 7:35:49 PM




MERCY MEDICAL CENTER

NAME AND FEIN OF PARENT CCRPORATION

MERCY HEALTH SERVICES, INC. 52-2173382

5/4/2012 7:35:49 FPM

52-0591658

ATTACHMENT 2

ATTACHMENT 2




MERCY MEDICAL CENTER 52-0591658

ATTACHMENT 3

FORM 990T - PART II - LINE 28 - TOQTAL CTHER DEDUCTIONS

OTHER 8,302,
PARKING 947, 566.
PART II - LINE 28 - OTHER DEDUCTIONS 955,868.

ATTACHMENT 3
5/4/2012 7:35:49 PM




MERCY MEDICAL CENTER

SCHEDULE C - RENT INCOME DEDUCTIONS

52-0591658

MEDI SPA

ATTACHMENT 4

RENTAL EXPENSES

TOTAL

5/4/2012

7:35:49 PM

101, 801.

101,801,

ATTACHMENT 4




