2009 Income Tax Returns

Cl VI STA MEDI CAL CENTER, | NC.




e

KPMG LLP Telephone 703-286-8000
Suite 1200 Fax 703-286-8010

1676 International Drive

McLean, VA 22102

Private

Mr. Jim Clague
CivistaMedical Center, Inc.
5 Garrett Ave

LaPlata, MD 20646

Enclosed are the original and one copy of your income tax return(s) for the period ended June
30, 2010 for Civista Medical Center, Inc. asfollows:

2009 990 - Return of Organization Exempt from Income Tax

2009 Schedule A - Public Charity Status and Public Support

2009 Schedule C - Political Campaign and Lobbying Activities
2009 Schedule D - Supplemental Financial Statements

2009 Schedule F - Statement of Activities Outside the United States
2009 Schedule H - Hospitals

2009 Schedule | - Grants & Other Assist. to Org/Gov/Ind. inthe U.S
2009 Schedule J - Compensation Information

2009 Schedule K - Supplemental Information on Tax-Exempt Bonds
2009 Schedule O - Supplemental Information to Form 990

2009 Schedule R - Related Organizations and Unrelated Partnerships
2010 990-W Estimated Tax Worksheet for Form 990-T

2009 8453-EO - U.S. Exempt Org Declaration for E:filing

2009 8453-EO - U.S. Individual Income Tax Declaration for e-filing
2009 Maryland Corporation Income Tax Return

Each original should be dated, signed and filed in accordance with the filing instructions
included with the copy of the return. This bound copy is for your use and should be retained
for your files.

These returns were prepared from information provided by you or your representative. The
preparation of tax returns does not include the independent verification of information used.
Therefore, we recommend you review the returns before signing to ensure there are no omissions
or misstatements. 1f you note anything which may require a change to the returns, please

contact us before filing them.

Also enclosed are the original source documents you furnished, if any, for our usein
preparing the return(s). Upon an audit of the return(s), requests may be made for supporting
documentation. Therefore, we recommend that you retain all pertinent records.

KPMG LLP, a U.S. limited liability partnership, is
the U.S. member firm of KPMG International, a
Swiss cooperative.



s

Mr. Jim Clague

A tax-exempt organization is required to provide copies of Form 990 if it receives such a
request. A reasonable fee for providing such copies may be charged. Note that if an

organi zation makes Form 990 "widely available" an organization is not required to provide
copies at any time. An example of "widely available" is posting the Form 990 to an
organization's internet address so that the general public can freely access and download it
to print a copy. If someone visits an organization to inspect a Form 990 in person, the
organization must still allow inspection at the office; however, if the person requests a copy
of Form 990, the organization can disclose the internet address from which he/she can print
acopy of the Form 990.

We recommend that the return(s) be mailed by either registered or certified mail with the
sender's receipt postmarked to prove filing before the due date.

We sincerely appreciate this opportunity to serve you. Please contact usif you have
guestions concerning the returns or if we may be of further assistance.

KPMG LLP

Enclosure(s)



I nstructions for filing
Civista Medical Center, Inc.
Form 8453-EO - Exenpt Org. Declaration & Signature for E-filing
for the period ended June 30, 2010

kkhkkkhkhkkhhkkhhkkhhkhhkkhhkkhhkkihk*k

Si gnature..
The origi nal Form 8453-EO shoul d be signed (use full nane) and
dated by the taxpayer.

Filing..
Ret urn your signed Form 8453-EO decl aration to:

KPMG LLP
1676 International Drive
McLean VA 22102

Paynment of tax...
No paynent of tax is required.

To docunment the tinely filing of your tax return(s), we suggest that
you obtain and retain proof of mailing. Proof of mailing can be
acconpl i shed by sending the tax return(s) by registered or certified
mail (nmetered by the U.S. Postal Service) or through the use of an IRS
approved delivery method provided by an I RS designated private
delivery service.

DO NOT separately file form990 with the Internal Revenue Service.
Doing so will delay the processing of your return.

We nust receive your signed formbefore we can electronically
transmt your return which is due on May 16, 2011. W

woul d appreciate your returning this formas soon as possible

as this will expedite the processing of your return. The Interna
Revenue Service will notify us when your return is accepted.

Your return is not considered filed until the Internal Revenue
Service confirms their acceptance, which may occur after the due
date of your return.

kkhkkkhkhkkhhkkhhkkhhkkihkkhkhkkhhkkhhkk*k



rrm 8453-E0 Exempt Organization Deciaration and Signhature for OMS No. 1545-187¢
Electronic Filing

For calendar year 2009, or tax year beginning _ _ _0_7_/_0_]; , 2009, andending _ _ _C §Z_3_0, 20 1O 2 @ B g
For use with Forms 990, 990-EZ, 990-PF, 1120-POL, and 8868
Department of the Treasury ’ "
intemal Revenue Service B See instructions on back.
Name of exempt organization Employer identification number
CIVISTA MEDICAL CENTER, INC. 52-0445374

Type of Return and Return Information (Whole Dollars Only)

Check the box for the return for which you are using this Form 8453-EQ and enter the applicable amount, if any, from the return.
If you check the box on line 1a, 2a, 3a, 4a, or 5a below and the amount on that line for the return for which you are filing this form
was blank, then leave line 1b, 2b, 3b, 4b, or Bb, whichever is applicable, blank {do not enter -0-). If you entered -0- on the return,
then enter -0- on the applicable line below. Do not complete more than onre line in Part |.

1a Form 390 check here b b Total revenue, if any (Form 980, Part VIII, column (A), ine 12), . ., 1b _102666865.

2a Form 990-EZ check here b |:| b Total revenue, if any (Form 990-EZ, line @), . .. ... .. .. 2b
3a Form 1120-POL check here B D b Totaltax {Form 1120-POL,ine22) . .. ... .. ... 3b
4a Form 990-PF check here b b Tax based on investment income (Form 990-PF, Part VI, line 5} 4b
5a Form 8868 check here B b Balancedue(Form88688,INe 3C) . . . v v v v v v v v e v e 5b

=931  Declaration of Officer

6 I_—_| 1 authorize the U.S. Treasury and its designated Financial Agent to initiate an ACH electronic funds withdrawal (direct debit) entry
to the financial institution account indicated in the tax preparstion software 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 [ater than 2 business days pricr to the payment (setifement) date. | also autherize the financial
institutions involved in the processing of the electronic payment of taxes to receive confidential informaticn necessary to answer
inquiries and resolve issues related to the payment.

D If a copy of this return is being filed with a state agency{ies) regulating charities as part of the IRS Fed/State program, | certify that
| executed the electronic disclosure consent contained within this return allowing disclosure by the 1RS of this Form
990/990-EZ/990-PF (as specifically identified in Part | above) to the selected state agency(ies).

Under penalties of perjury, | declare that § am an officer of the above named organization and that ! have examined a copy of the
organization's 2009 electrenic 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 elecironic return originator (ERO) to send the
organization's return to the IRS and to receive from the IRS (a) an acknowledgement of receipt or reason for rejection of the transmission,
(b} an indication of any refjand offset, (¢) the an for any delay in processingje retyrn or refund, and {d) the date of any refund.

S /(}/)1’30// b resilest + CED

Dafe Title

fx1adl||8 Declaration of Electronic Return Originator (ERO) and Paid Preparer (see instructions)

I declare that | have reviewed the above organization's return and that the entries on Form 8453-EO are complete and correct to the best
of my knowledge. If | am only a collector, | am not responsible for reviewing the return and only declare that this form accurately reflects
the data on the return. The organization officer will have signed this form befcre | submit the return. | will give the officer a copy of all
forms and information to be filed with the IRS, and have followed all other requirements in Pub. 4163, Mocdernized e-File (MeF) information
for Authorized IRS e-fife Providers for Business Returns. If | am also the Paid Preparer, under penalties of perjury | declare that | have examined the above
organization's return and accompanying schedules and statements, and to the best of my knowledge and belief, they are true, correct, and complete.
This Paic¢ Preparer declaration is based on all information of which | have any knowledge.

Date Check if Check ERO's SN or PTIN
ERO's M}\/ aiso paid if self-
ERO's signature p M W " 5/9/11 preparer | X! employed PQ0451522

Use - KPMG LLP EN 13-5565207
Firm's name (or
Only yours if sef-employed), } 1676 INTERNATIONAL DRIVE

address, and ZIP code MOLEAN VA 22102 Phoneno. 733 -286-8000C

Under penalties of perjury, | declare that | have examined the above retum and accompanying schedules and statements, and to the best of my knowledge
and belief, they are trug, correct, and complete. Declaration of preparer is based on all information of which the preparer has any knowledge.

! Date Check Preparer’s SSN or PTIN
. Preparer's if seif-
Paid signature ; employed
]
Prepai'er s Firm's name {or EiN
Use Only yours if self-employed), ?
address, and ZIP cede
Phene no
For Privacy Act and Paperwork Reduction Act Notice, see back of form. Form 8453-E0 (2009)
J5A
9E1675 1.000

26035M 2502 V 09-3.3 526225



Electronic Filing Status Report
2009 990 Returns Found in Account 2502:

Report Date: 5/12/2011 2:22:02 PM

Federal
Taxpayer Client e Service Filing  Filing
L ocator Name Code Alerts Jurisdiction Center Type Status Date Sent Date Ack.
Civista
26035M Medical 526225 FED REG Accepted 5/12/2011 8:41:00 AM 5/12/2011 9:01:00 AM
Center, Inc

1 record returned.

https://gosystemrs.fasttax.com/ElfReport.asp

DCN Debts

Pagelof 1

Federal
Only
Direct

PIN EIC Debit

5/12/2011



Department of the Treasury

Return of Organization Exempt From Income Tax

Under section 501(c), 527, or 4947(a)(1) of the Internal Revenue Code (except black lung
benefit trust or private foundation)

OMB No. 1545-0047

Open to Public

Internal Revenue Service P The organization may have to use a copy of this return to satisfy state reporting requirements. Inspection
A For the 2009 calendar year, or tax year beginning 07/ 01, 2009, and ending 06/ 30,2010
B check it appiicable: | Please |C Name of organization Cl VI STA MEDI CAL CENTER, | NC. D Employer identification number
: fress T;ee:zsr Doing Business As 52-0445374
Name change | Printor Number and street (or P.O. box if mail is not delivered to street address) Room/suite | E Telephone number
| areun | %0 | 5 GARRETT AVE (301) 609-4130
] rerminated Isrfsfiflijfci? City or town, state or country, and ZIP + 4
feT;';ded tions. | LA PLATA, MD 20646 G Gross receipts $ 102, 666, 865.
|| Applcation F Name and address of principal officer: NOEL CERVI NO H(a) L\Sﬁhfi\;tse:?gmup return for i:‘ Yes E‘ No
5 GARRETT AVE LA PLATA, MD 20646 H(b) Are all affiliates included? Yes No

| Taxexemptstaws: | X [501(c) (3 ) 4 (nsertno) | |49a7@@or | [527

If "No," attach a list. (see instructions)

J  Website: p WAV Cl VI STA. ORG

H(c) Group exemption number P

K Form of organization: | X | Corporation | | Trustl | Association | | Other P> | L Year of formation: 198O| M State of legal domicile: VD
Summary
1 Briefly describe the organization's mission or most significant activities: _ _ _ _ _ _ _ _ __ __ ______________ _________________
o|  GVISTA MEDI CAL CENTER PROVIDES EXCELLENT CARE TO EACH PATIENT INA
g| SAFE, CARING AND FAM LY- CENTERED ENVI RONMENT.
3
é 2 Check this box P> |:| if the organization discontinued its operations or disposed of more than 25% of its net assets.
| 3 Number of voting members of the governing body (Part VI, line1a) . . . . . . . . . . . . .. . ... 3 15
§ 4 Number of independent voting members of the governing body (Part VI, line1b) 4 14
2|5 Total number of employees (PartV,ine2a), | . . . . ... ... ... 5 1,010
E 6 Total number of volunteers (estimate if necessary) . . . . . . . . . L L . 6 160
7a Total gross unrelated business revenue from Part VIII, column (C), lne12 =~~~ 7a 170, 519.
b Net unrelated business taxable income from Form 990-T, iN€34 . . . . & v & v & 4 v 4 v & v & 0 o v a o a e e 7b 60, 778.
Prior Year Current Year
o| 8 Contributions and grants (Part VIll, line1b) 1, 079, 540. 27, 613.
g 9 Program service revenue (Part VIIl, line2g) . . . ... ... 95, 312, 096.| 101, 981, 695.
é 10 Investment income (Part VIII, column (A), lines 3,4, and 7d), . _ . . . . . .. . .. .. .. 818, 420. 131, 108.
11 Other revenue (Part VIII, column (A), lines 5, 6d, 8c, 9¢, 10c,and 11e) = . . 510, 815. 526, 449.
12 Total revenue - add lines 8 through 11 (must equal Part VIII, column (A), line12) . , , . . . . . 97, 720, 871. 102, 666, 865.
13 Grants and similar amounts paid (Part IX, column (A), lines1-3) 0. 93, 470.
14 Benefits paid to or for members (Part IX, column (A), line4) 0. 0.
2 15 Salaries, other compensation, employee benefits (Part IX, column (A), lines 5-10) = | 41, 428, 443. 45,152, 262.
g 16a Professional fundraising fees (Part IX, column (A), line11e) . . . . . . . .. . ... ... 0. 0.
>3 b Total fundraising expenses, Part IX, column (D), line 25) }__________9 __________
Y117 other expenses (Part IX, column (A), lines 11a-11d, 11f-24f) . 57,457, 699. 55,574, 825.
18 Total expenses. Add lines 13-17 (must equal Part IX, column (A), line25) . . . .. 98, 886, 142. 100, 820, 557.
19 Revenue less expenses. Subtractline 18 fromline 12, , . . . . . . . . v v v v v v v v u . -1, 165, 271. 1, 846, 308.
5§ Beginning of Year End of Year
85120 Total assets (Part X, e 16) | . . ... ... 118, 804, 555.] 121,283, 439.
<821 Total liabilties (Part X, line 26) L. 105, 154, 344.| 108, 395, 171.
§§_’ 22 Net assets or fund balances. Subtractline21fromline20. . . . . . .. ... ........ 13, 650, 211. 12, 888, 268.

Signature Block

Under penalties of perjury, | declare that | have examined this return, including accompanying schedules and statements, and to the best of my knowledge
and belief, it is true, correct, and complete. Declaration of preparer (other than officer) is based on all information of which preparer has any knowledge.
Sign }
Here Signature of officer Date
} Type or print name and title
. Date Check if Preparer's identifying number
i Preparer's } self- (see instructign
Paid | signature AUAT W\ XN 5/9/11 Smployed B> PoBA5 1522
Preparer's | =
P Firm's name (or yours p KPMG LLP EIN » 13- 5565207
Use Only | if self-employed),
address, and zIP +4 P 1676 | NTERNATI ONAL DRI VE MCLEAN, VA 22102 Phone no. P 703-286- 8000
May the IRS discuss this return with the preparer shown above? (See inStructions) , . . . . . . & & v & v & & & & = s # & + & + » |X | Yes | | No
For Privacy Act and Paperwork Reduction Act Notice, see the separate instructions.* Form 990 (2009)
JSA
9E1010 3.000
26035M 2502 V 09-9.3 526225
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rom 3868 Application for Extension of Time To File an

(Rev. April 2009) Exempt Organization Return OMB No. 1545-1709
Department of the T

|n‘f§ﬁ,ra|r"§§\,ef,ueze[§ia;“ry P> File a separate application for each return.

e If you are filing for an Automatic 3-Month Extension, complete only Part I and check thisbox . _ . . . . ... ... ... » X

e If you are filing for an Additional (Not Automatic) 3-Month Extension, complete only Part Il (on page 2 of this form).

Do not complete Part Il unless you have already been granted an automatic 3-month extension on a previously filed Form 8868.
Automatic 3-Month Extension of Time. Only submit original (no copies needed).

A corporation required to file Form 990-T and requesting an automatic 6-month extension - check this box and complete

e L 0 > I:I

All other corporations (including 1120-C filers), partnerships, REMICs, and trusts must use Form 7004 to request an extension of
time to file income tax returns.

Electronic Filing (efile). Generally, you can electronically file Form 8868 if you want a 3-month automatic extension of time to file
one of the returns noted below (6 months for a corporation required to file Form 990-T). However, you cannot file Form 8868
electronically if (1) you want the additional (not automatic) 3-month extension or (2) you file Forms 990-BL, 6069, or 8870, group
returns, or a composite or consolidated From 990-T. Instead, you must submit the fully completed and signed page 2 (Part Il) of Form
8868. For more details on the electronic filing of this form, visit www.irs.gov/efile and click on e-file for Charities & Nonprofits.

Type or Name of Exempt Organization Employer identification number
print Cl VI STA MEDI CAL CENTER 52- 0445374

File by the Number, street, and room or suite no. If a P.O. box, see instructions.

gﬁr?gd;ctﬁ rf0f 5 GARRETT AVENUE

return. See City, town or post office, state, and ZIP code. For a foreign address, see instructions.

instructions. LA PLATA, MD 20646

Check type of return to be filed (file a separate application for each return):
Form 990 Form 990-T (corporation) Form 4720

Form 990-BL Form 990-T (sec. 401(a) or 408(a) trust) Form 5227
Form 990-EZ Form 990-T (trust other than above) Form 6069
Form 990-PF Form 1041-A Form 8870

e The books are in the care of » CORPORATE OFFI CE

Telephone No. » FAX No. »

e |f the organization does not have an office or place of business in the United States, check this box
e |[f this is for a Group Return, enter the organization's four digit Group Exemption Number (GEN) . If this is

for the whole group, check this box . > . If it is for part of the group, check this box . . > I_, and attach a list with the
names and EINs of all members the extension will cover.

1 | request an automatic 3-month (6 months for a corporation required to file Form 990-T) extension of time
until <= : ) ,to file the exempt organization return for the organization named above. The extension is
for the organization's return for:

» - calendar year or
> tax year beginning 7. 1. , 2009 , and ending 6. 30 , 2010

2 If this tax year is for less than 12 months, check reason: |:| Initial return |:| Final return |:| Change in accounting period

3a If this application is for Form 990-BL, 990-PF, 990-T, 4720, or 6069, enter the tentative tax, less any

nonrefundable credits. See instructions. 3al$ NONE
b If this application is for Form 990-PF or 990-T, enter any refundable credits and estimated tax payments
made. Include any prior year overpayment allowed as a credit. 3bl|$ NONE

¢ Balance Due. Subtract line 3b from line 3a. Include your payment with this form, or, if required, deposit
with FTD coupon or, if required, by using EFTPS (Electronic Federal Tax Payment System). See
instructions. 3¢l s NONE
Caution. If you are going to make an electronic fund withdrawal with this Form 8868, see Form 8453-EO and Form 8879-EO
for payment instructions.
For Privacy Act and Paperwork Reduction Act Notice, see Instructions. Form 8868 (Rev. 4-2009)

JSA
9F8054 2.000



Farm BO68 (Rev. 4-2008) Page 2
* If you are filing for an Additional {Not Automatic) 3-Month Extension, complete only Part Il and check thisbox , , , . . .. . » |_X]
Note. Only complete Part Il if you have already been granted an automatic 3-maonth extension on a previously filed Form 8868.

» |f iou are filing for an Automatic 3-Month Extension, complete only Part | {on page 1).

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

Type or Name of Exempt Organization Employer identification number
print CIVISTA MEDICAL CENTER, INC. 52-0445374

File by the Number, strest, and room or suite no. i a P.O. box, see instructions. For IRS use only

;ﬂ:rm’ for |3 GARRETT AVE

fillng the City, town or post office, siate, and ZIP code. For a foreign address, see instructions.

i, | LA PLATA, MD 20646

Check type of return to be filed (File a saparate application for each return):

Form 990 Form 990-PF [ ] Form 1041-A Form 6069
| | Form 990-BL Form 990-T (sec. 401(a} or 408(a) frust) | | Form 4720 Form 8870
Form 990-E7 Form 990-T (trust other than above) Form 5227

STOP! Do not complete Part |1 if you were not already granted an automatic 3-month extension on a previously filed Form 8868.
« The books are inthe care of B JIM CLAGUE

Telephone No. p» 301 6035-5154 FAX No.
» |f the organization does not have an office or place of business in the United States, checkthisbox , , .. ... ... ... .. > |:|
s if this is for a Group Retumn, enter the arganization’s four digit Group Exemption Number (GEN) . I this is
for the whole group, check thisbax , , , & D If it is for part of the group, check this box » | |and attach a
list with the names and EINs of all members the extension is for.

4 | request an additional 3-month extension of time untif __ 05/15/2011 .

5 For calendar year , or other tax year beginning ©7/01/2009 and ending__06/30/2010

6 If this tax year is for less than 12 months, check reason: |_, Initial return I_| Final return |_, Change in accounting period
7 State in detail why you need the extension INFORMATION NECESSARY TO PREPARE A COMPLETE AND
ACCURATE RETURN TS NOT YET AVAILABLE.

8a If this application is for Forr 990-BL, 990-PF, 990-T, 4720, or 6069, enter the tentative tax, less any
nenrefundable credits. See instructions. 8al$
b If this application is for Form 980-PF, 980-T, 4720, or 6069, enter any refundable credits and estimated
tax payments made. Include any prior year overpayment allowed as a credit and any amount paid

previously with Form 8868. 8b|$ 0.
¢ Batance Due. Subtract line 8b from line 8a. Include your payment with this form, or, if required, deposit
with FTD coupen or, if required, by using EFTPS {Electronic Federal Tax Payment System). Ses instructions. |8c| $ 0.

Signature and Verification
under penafies of perjury, | declare thai | have examined this form, including accompanying schedules and statements, and to the best of my knowledge and belief,
it is true, comrect, and complete, and that | am authorized 1o prepare this form.

Signoture B> 967(“ AA X\/\v/ e w (0 S ome | /31 {10

KPMG LL Form BFEE (Hev. 4.2009)
1676 INTERNATIONAL DRIVE
MCLEAN, VA 22102

JBA

9F8055 5.000
26035M 2502 vV 09-8.6 526225 -



Form 990 (2009) 52-0445374

Page 2

Part lll Statement of Program Service Accomplishments

1 Briefly describe the organization's mission:

ATTACHVENT 2

2 Did the organization undertake any significant program services during the year which were not listed on
the prior Form 990 or 990-EZ7 | | . L . . L e e Yes

If "Yes," describe these new services on Schedule O.
3 Did the organization cease conducting, or make significant changes in how it conducts, any program

SEIVICES? [ Jves
If "Yes," describe these changes on Schedule O.

4 Describe the exempt purpose achievements for each of the organization's three largest program services by expenses.

Section 501(c)(3) and 501(c)(4) organizations and section 4947(a)(1) trusts are required to report the amount of grants and

allocations to others, the total expenses, and revenue, if any, for each program service reported.

No

No

4a (Code: ) (Expenses $ 66, 401, 044. including grants of $ 93,470. ) (Revenue $ 101, 981, 695.

ATTACHMVENT 3

)

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

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

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

4e Total program service expenses 66, 401, 044.

Form 990 (2009)

JSA

9E1020 2.000

26035M 2502 V 09-9.3 526225



Form 990 (2009) 52-0445374

10

11

Page 3

\Y Checklist of Required Schedules

Is the organization described in section 501(c)(3) or 4947(a)(1) (other than a private foundation)? If "Yes,"
complete Schedule A . . . . &t i it e e e e e e e e e e e e e s

Did the organization engage in direct or indirect political campaign activities on behalf of or in opposition to
candidates for public office? If "Yes," complete Schedule C,Partl. . . . . . . . v o v i i v i v i v it i e e
Section 501(c)(3) organizations. Did the organization engage in lobbying activities? If "Yes,” complete
Schedule C,Part Il . . . . . o o o o it e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e
Sections 501(c)(4), 501(c)(5), and 501(c)(6) organizations. Is the organization subject to the section 6033(e)
notice and reporting requirement and proxy tax? If "Yes," complete Schedule C, Partlll . . . . . . ... ... ...
Did the organization maintain any donor advised funds or any similar funds or accounts where donors have
the right to provide advice on the distribution or investment of amounts in such funds or accounts? If "Yes,"
complete Schedule D, Part | . . . v o v o v i i i i s e s e e e e e e e e e e e e s
Did the organization receive or hold a conservation easement, including easements to preserve open space,
the environment, historic land areas, or historic structures? If "Yes," complete Schedule D, Partll. . . . . ... ..
Did the organization maintain collections of works of art, historical treasures, or other similar assets? If "Yes,"
complete Schedule D, Part lll . . . . & @ v o v i i e s e s e e e e e e e e s e e e e
Did the organization report an amount in Part X, line 21; serve as a custodian for amounts not listed in Part
X; or provide credit counseling, debt management, credit repair, or debt negotiation services? If "Yes,"
complete Schedule D, Part IV . . . . ¢ o v i i i i s e s e e e e e e e e e e s
Did the organization, directly or through a related organization, hold assets in term, permanent, or
quasi-endowments? If* Yes," complete Schedule D, Part V., . . . . . . . i i i i i i it e s e e e e e
Is the organization’s answer to any of the following questions "Yes"? If so, complete Schedule D, Parts VI,
VILVIIL X, or Xasapplicable . . . o v v o v o s s e e s e e e e e e e e e e e e e s
Did the organization report an amount for land, buildings, and equipment in Part X, line 10? If "Yes," complete
Schedule D, Part VI.

Did the organization report an amount for investments—other-securities in Part X, line 12 that is 5% or more
of its total assets reported in Part X, line 167 If "Yes," complete Schedule D, Part VII.

Did the organization report an amount for investments-program related in Part X, line 13 that is 5% or more
of its total assets reported in Part X, line 167 If "Yes," complete Schedule D, Part VIII.

Did the organization report an amount for other assets in Part X, line 15 that is 5% or more of its total assets
reported in Part X, line 167 If "Yes," complete Schedule D, Part IX.

e Did the organization report an amount for other liabilities in Part X, line 25? If "Yes," complete Schedule D, Part X.
® Did the organization’s separate or consolidated financial statements for the tax year include a footnote that addresses

12

12A

13

1l4a

15

16

17

18

19

20

the organization's liability for uncertain tax positions under FIN 482 If "Yes," complete Schedule D, Part X.
Did the organization obtain separate, independent audited financial statements for the tax year? If "Yes,"
complete Schedule D, Parts XI, Xll, and XIl.. . v o v o v o v v i o e s e s s s e e e e e e e e e e e

Yes No

10 X

12 X

Was the organization included in consolidated, independent audited financial statement for the tax year? Yes | No

If "Yes," completing Schedule D, Parts XI, XIl, and Xlllisoptional. + = + « v & v & v v v v 0 v 0 v 0 e e |12A X

Is the organization a school described in section 170(b)(1)(A)(ii)? If "Yes," complete Schedule E. . . . . . . . ...
Did the organization maintain an office, employees, or agents outside of the United States?. . . . . . . . .. ...
Did the organization have aggregate revenues or expenses of more than $10,000 from grantmaking, fundraising,
business, and program service activities outside the United States? If "Yes," complete Schedule F, Partl. . . . . .
Did the organization report on Part IX, column (A), line 3, more than $5,000 of grants or assistance to any
organization or entity located outside the United States? If "Yes," complete Schedule F, Partll. . . . ... .. ...
Did the organization report on Part IX, column (A), line 3, more than $5,000 of aggregate grants or assistance
to individuals located outside the United States? If "Yes," complete Schedule F,Partlll . . . ... ... ......
Did the organization report a total of more than $15,000 of expenses for professional fundraising services
on Part IX, column (A), lines 6 and 11e? If "Yes," complete Schedule G, Part| . . . . .. .. ... .o
Did the organization report more than $15,000 total of fundraising event gross income and contributions on
Part VIII, lines 1c and 8a? If "Yes," complete Schedule G, Partll . . . . . . . . v v v i i i v it i it e s e
Did the organization report more than $15,000 of gross income from gaming activities on Part VIII, line 9a?
If"Yes," complete Schedule G, Part lll . . . . & o 0 o v i v i s e s s e e e e e e e e e e e e
Did the organization operate one or more hospitals? If "Yes," complete ScheduleH . . ... ............

13 X

14a X

14b| X

15 X

16 X

17 X

18 X

19 X

20| X

JSA
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Form 990 (2009) 52-0445374 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 (A), line 1? If "Yes," complete Schedule I, Partsland Il . . . ... ... .. 21 X
22  Did the organization report more than $5,000 of grants and other assistance to individuals in the
United States on Part IX, column (A), line 27 If "Yes," complete Schedule |, Partsland lll. . . . ... ........ 22 X

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

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

24b through 24d and complete Schedule K. If “No,” g0 to qUESHION 25, . . . . . v v v o e e e e e e e e e e e e 24a| X
b Did the organization invest any proceeds of tax-exempt bonds beyond a temporary period exception? . . . . . . . 24b X
Did the organization maintain an escrow account other than a refunding escrow at any time during the year
to defease any tax-exempt boNds? . . . . . . . . L i e e e e e e e e e e e e e e e e e 24c X
d Did the organization act as an "on behalf of" issuer for bonds outstanding at any time during the year?. . . . . .. 24d X
25a Section 501(c)(3) and 501(c)(4) organizations. Did the organization engage in an excess benefit transaction
with a disqualified person during the year? If "Yes," complete Schedule L, Part1 . . . . ... ... ... .. .. .. 25a X

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

990-EZ? If "Yes," complete Schedule L, Part I . . . . . . . 0 i it i e s et 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, Partll , | 26 X

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

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

a A current or former officer, director, trustee, or key employee? If "Yes," complete Schedule L, PartIV. . . . . . .. 28a X
b A family member of a current or former officer, director, trustee, or key employee? If "Yes,” complete
Schedule L, Part IV . . . .t i i i e e e e e e e e e e e e e e e e e e e e e e e e e e 28b X

¢ An entity of which a current or former officer, director, trustee, or key employee of the organization (or a
family member) was an officer, director, trustee, or direct or indirect owner? If "Yes," complete Schedule L,

o 28c X
29 Did the organization receive more than $25,000 in non-cash contributions? If "Yes," complete Schedule M | 29 X
30 Did the organization receive contributions of art, historical treasures, or other similar assets, or qualified

conservation contributions? If "Yes," complete Schedule M, . . . . . . . . i i i i i e e e e e e e e e 30 X
31 Did the organization liquidate, terminate, or dissolve and cease operations? If "Yes," complete Schedule N,

V2 31 X
32 Did the organization sell, exchange, dispose of, or transfer more than 25% of its net assets? If "Yes," complete

SChedUle N, PArt Il & v v v v v e e e e e e e e e e e e e e e e e e e e e e 32 X
33 Did the organization own 100% of an entity disregarded as separate from the organization under Regulations

sections 301.7701-2 and 301.7701-3? If "Yes," complete Schedule R,Partl. . . . . .. ... .. ... ... .. 33 X
34  Was the organization related to any tax-exempt or taxable entity? If "Yes,” complete Schedule R, Parts Il

HLIV,and Vo N8 L o v o e e i e e e e e e e e e e e e e e e e e e e e e e e 34| X
35 Is any related organization a controlled entity within the meaning of section 512(b)(13)? If "Yes," complete

Schedule R, Part V, line 2 . . . . o i i i i s i s e e e e e e e e e e e e e e e e e e e e e e e e e e e e 35 X
36  Section 501(c)(3) organizations. Did the organization make any transfers to an exempt non-charitable related

organization? If "Yes," complete Schedule R, PartV,line 2 . . . . . . . . . . i i i i i i i i it et e e 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 that is treated as a partnership for federal income tax purposes? If "Yes," complete Schedule R,

PV o v v e e e e e e e e e e e e e e e e e e e e e e e 37 X
38 Did the organization complete Schedule O and provide explanations in Schedule O for Part VI, lines 11 and
19? Note. All Form 990 filers are required to complete Schedule O. . . . . . . . . v v i v vt ot v u e v 38 X

Form 990 (2009)
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Form 990 (2009) 52-0445374 Page 5
Statements Regarding Other IRS Filings and Tax Compliance

Yes | No
la Enter the number reported in Box 3 of Form 1096, Annual Summary and Transmittal of
U.S. Information Returns. Enter -0- if not applicable, . . . . ... ... ... ... ...... la 196
b Enter the number of Forms W-2G included in line 1a. Enter -O- if not applicable, . . . . .. .. 1b 0
¢ Did the organization comply with backup withholding rules for reportable payments to vendors and reportable
gaming (gambling) winnings to prize winners? | . . . ... ... ... . 0o e e T, lc X
2a Enter the number of employees reported on Form W-3, Transmittal of Wage and Tax
Statements, filed for the calendar year ending with or within the year covered by this return , | 2a 1,010

b If at least one is reported on line 2a, did the organization file all required federal employment tax returns? | 2b X
Note. If the sum of lines la and 2a is greater than 250, you may be required to e-file this return. (see
instructions)

3a Did the organization have unrelated business gross income of $1,000 or more during the year covered by
this return? 3a X

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

b If “Yes,” enter the name of the foreign country: » CAYMAN | SLANDS
See the instructions for exceptions and filing requirements for Form TD F 90-22.1, Report of Foreign Bank

and Financial Accounts.

5a Was the organization a party to a prohibited tax shelter transaction at any time during the taxyear? . . . ... .. 5a X
b Did any taxable party notify the organization that it was or is a party to a prohibited tax shelter transaction? | 5b X
c If "Yes," to question 5a or 5b, did the organization file Form 8886-T, Disclosure by Tax-Exempt Entity Regarding

Prohibited Tax Shelter Transaction? . ., . . . . . . . . i ittt et ettt et e e 5¢C
6a Does the organization have annual gross receipts that are normally greater than $100,000, and did the
organization solicit any contributions that were not tax deductible? . . . . . . .. . ... ... ... .. . ..... 6a X
b If "Yes," did the organization include with every solicitation an express statement that such contributions or
gifts were not tax deductible? , . . . . . ... L e e 6b

7 Organizations that may receive deductible contributions under section 170(c).
a Did the organization receive a payment in excess of $75 made partly as a contribution and partly for goods

and services provided to the payor? |, | . . . . . . . . i i i ittt i e e e e e e e e e e e e e e e e e e e e e 7a X
b If "Yes," did the organization notify the donor of the value of the goods or services provided? , . . ... ... ... 7b
¢ Did the organization sell, exchange, or otherwise dispose of tangible personal property for which it was

requiredtofile FOrm 828272 . . . v v v i i i i e e e e e e e e e e e e e e e 7c X
d If "Yes," indicate the number of Forms 8282 filed duringtheyear , . . . ... ... ...... | 7d |
e Did the organization, during the year, receive any funds, directly or indirectly, to pay premiums on a personal

benefit CONtract? . . . . . . o e e e e 7e X
f Did the organization, during the year, pay premiums, directly or indirectly, on a personal benefit contract? | 7f X
g For all contributions of qualified intellectual property, did the organization file Form 8899 asrequired?, , . . . . . 79
h For contributions of cars, boats, airplanes, and other vehicles, did the organization file a Form 1098-C as

TEOUINEU? L L L Lt e e e e e e e e e e e e e 7h

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

organization, have excess business holdings at any time duringtheyear? . . . . . . . . ... ... . ... u... 8
9 Sponsoring organizations maintaining donor advised funds.
a Did the organization make any taxable distributions under section 49667, . . . . . . . . . . ¢ ' v v v s v v v v u. 9a
b Did the organization make a distribution to a donor, donor advisor, or related person? , . . . ... ... ...... 9b
10 Section 501(c)(7) organizations. Enter:
a Initiation fees and capital contributions included on Part VI, line12 , . . . . ... ... ... 10a
b Gross receipts, included on Form 990, Part VIII, line 12, for public use of club facilites , . . ., [10b
11 Section 501(c)(12) organizations. Enter:
a Gross income from members or shareholders . . . . . . . . .. .. .. ... . lla
b Gross income from other sources (Do not net amounts due or paid to other sources against
amounts due or received fromthem.) . . . . .. ... .. ... .. .. .. e 11ib
12a Section 4947(a)(1) non-exempt charitable trusts. Is the organization filing Form 990 in lieu of Form 1041? |12a
b If "Yes," enter the amount of tax-exempt interest received or accrued duringtheyear . . ... | 12b |

Form 990 (2009)
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Form 990 (2009) 52-0445374 Page 6

Governance, Management, and Disclosure For each "Yes" response to lines 2 through 7b below, and
for a "No" response to line 8a, 8b, or 10b below, describe the circumstances, processes, or changes in
Schedule O. See instructions.

Section A. Governing Body and Management

Yes | No
la Enter the number of voting members of the governingbody - - «+ « « v v v o v v v v v v o la 15
b Enter the number of voting members that are independent . . . . . .. . ... ... ... ... 1b 14
2 Did any officer, director, trustee, or key employee have a family relationship or a business relationship with
any other officer, director, trustee, or key employee? . . . . . . @ i i i i i s e e e s e s e e e e s 2 X
3 Did the organization delegate control over management duties customarily performed by or under the direct
supervision of officers, directors or trustees, or key employees to a management company or other person? . . .| 3 X
4 Did the organization make any significant changes to its organizational documents since the prior Form 990 was filed?. . . . . 4 X
5 Did the organization become aware during the year of a material diversion of the organization's assets?. . . . . . 5 X
6 Does the organization have members or stockholders? . . . . . . . o v v o i i i i e e e e e e e s 6 X
7a Does the organization have members, stockholders, or other persons who may elect one or more members
of the governing body? . . . . . . i i i i e e e e e e e e e e 7a X
b Are any decisions of the governing body subject to approval by members, stockholders, or other persons? . . . . | 7b X
8 Did the organization contemporaneously document the meetings held or written actions undertaken during
the year by the following:
a Thegoverning body?. . . . o o v v i i i i e e e e e e e e e e e e e e s ga | X
b Each committee with authority to act on behalf of the governingbody? . . . . ... .. ... ... oo gb | X
9 Is there any officer, director, trustee, or key employee listed in Part VII, Section A, who cannot be reached at
the organization's mailing address? If "Yes," provide the names and addresses in Schedule O , . .. ........ 9a X
Section B. Policies (This Section B requests information about policies not required by the Internal
Revenue Code.)
Yes | No
10a Does the organization have local chapters, branches, or affiliates? . . . . . . . . v o v o v it v v i v oo e 10a X
b If "Yes," does the organization have written policies and procedures governing the activities of such chapters,
affiliates, and branches to ensure their operations are consistent with those of the organization?. . . . . . . . .. 10b
11 Has the organization provided a copy of this Form 990 to all members of its governing body before filing the
70 111 11| X
11A Describe in Schedule O the process, if any, used by the organization to review this Form 990.
12a Does the organization have a written conflict of interest policy? If "No," gotoline13 . . . . ... ... .. .. .. 12a| X
b Are officers, directors or trustees, and key employees required to disclose annually interests that could give
MSE 10 CONMIICES? & & o ot ot it e i et e e e e e e e e e e e e e e e e e e e e e e 12b| X
¢ Does the organization regularly and consistently monitor and enforce compliance with the policy? If "Yes,"
describe in Schedule O how thisSiS dONE .« . v o v ot v i e e e e e e e e e e e e e e e e e 12¢| X
13 Does the organization have a written whistleblower policy?. . . . . . . . . o o o o i ot i e e e 13 | X
14  Does the organization have a written document retention and destructionpolicy?. . . . . . . . .« v o v v o v .. 14 | X
15 Did the process for determining compensation of the following persons include a review and approval by
independent persons, comparability data, and contemporaneous substantiation of the deliberation and decision?
a The organization's CEO, Executive Director, or top managementofficial . . . . . ... ... . v ... 15a| X
b Other officers or key employees of the organization . . . . . . . v v v v v i it e e e e e e e e 15b X
If "Yes" to line 15a or 15b, describe the process in Schedule O. (See instructions.)
16a Did the organization invest in, contribute assets to, or participate in a joint venture or similar arrangement
with a taxable entity during the year? . . . . . . . . . . . . i e e e e e e e e e e e e e e e 16a X
b If "Yes," has the organization adopted a written policy or procedure requiring the organization to evaluate
its participation in joint venture arrangements under applicable federal tax law, and taken steps to safeguard
the organization's exempt status with respect to such arrangements? . . . . . . . o o 0 @ 2 0 2400w 16b

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

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

19 Describe in Schedule O whether (and if so, how), the organization makes its governing documents, conflict of interest
policy, and financial statements available to the public.

20 State the name, physical address, and telephone number of the person who possesses the books and records of the

organization: »J1 M CLAGUE 5 GARRETT AVE LA PLATA, M> 2046

301-609-5154

JSA Form 990 (2009)
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Form 990 (2009) 52-0445374 Page 7

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

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

la Complete this table for all persons required to be listed. Report compensation for the calendar year ending with or within the
organization's tax year. Use Schedule J-2 if additional space is needed.

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

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

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

® List all of the organization's former directors or trustees that received, in the capacity as a former director or trustee of
the organization, more than $10,000 of reportable compensation from the organization and any related organizations.
List persons in the following order: individual trustees or directors; institutional trustees; officers; key employees; highest
compensated employees; and former such persons.
|:| Check this box if the organization did not compensate any current officer, director, or trustee.

(A) (8) © (D) (E) F
Name and Title Average | Position (check all that apply) Reportable Reportable Estimated
hours per | 2 3|z _9= e g J compensation compensation amount of
week e 25518 2| 3 from from related other
g2l = = 3 S|’ the organizations compensation
g i,—’ 3 g ® g organization (W-2/1099-MISC) from the
%z 2 5 (W-2/1099-MISC) organization
o 2 2 and related
° 2 organizations
WAYNE COOPER
‘EX-OFFIicito ] 3.00| X 0. 0. 0.
DELORES DATCHER
‘DIRECTOR ] 3.00| X 0. 0. 0.
C DEVADASON
‘EX-OFFIcito 3.00| X 0. 0. 0.
SARA M DDLETON
VICE CHAFR ] 3.00| X X 0. 0. 0.
SURYAKANT PATEL
‘DIRECTOR ] 3.00| X 0. 0. 0.
BARBARA STEPURA
‘DIRECTOR ] 3.00| X 0. 0. 0.
KHADAR BAI G
‘DIRECTOR ] 3.00| X 0. 0. 0.
VAN M TCHELL
‘DIRECTOR ] 3.00| X 0. 0. 0.
LOU S JENKI NS JR
"SECRETARY/ TREASURER | 3.00| X X 0. 0. 0.
SEETARAMAYYA NAGULA
‘DIRECTOR ] 3.00| X 0. 0. 0.
RI CHARD W NKLER
‘DIRECTOR ] 3.00| X 0. 0. 0.
M CHAEL CADY
‘DIRECTOR ] 3.00| X 0. 0. 0.
ASHVI N J PATEL MD
"CHIEF OF STAFF | 4.00| X X 0. 0. 0.
JAMES BURKE
CHAlIR 4.00| X X 0. 0. 0.
NCEL CERVI NO
"PRESIDENT & CEO 40. 00 X 372, 801. 0. 6, 692.
ERI K BOAS
‘CFO 40. 00 X 148, 315. 0. 2, 320.
1A Form 990 (2009)
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Form 990 (2009) 52-0445374 Page 8
Section A. Officers, Directors, Trustees, Key Employees, and Highest Compensated Employees (continued)
(A B) © (D) E) F)
Name and title Average | Position (check all that apply) Reportable Reportable Estimated
hours per | 2 SE] _9= P gg J compensation compensation amount of
week e |z2(5|5 18 2|3 from from related other
22|z = 3 a8 the organizations compensation
g i,—’ 3 g ® g organization (W-2/1099-MISC) from the
G|z 2 5 (W-2/1099-MISC) organization
|2 2 and related
o 2 organizations
CATHY DELLI GATTI
'VI'CE PRESI DENT PATIENT CARE | 40. 00 X 151, 336. 0. 20, 303.
KEVI N BURBULES
CHIEF INFO OFFICER ~ ] 40. 00 X 156, 068. 0. 34, 985.
GARY HERBEK
‘coo T T 40. 00 X 203, 071. 0. 19, 544.
JOAN HUMULOCK
'CLI'NI'CAL NURSE PACU ] 40. 00 X 130, 907. 0. 7, 738.
MARI LYN E GREGORY
CLINICAL NURSE OR | 40. 00 X 135, 593. 0. 6, 356.
KANI KA HAMPTON
PHYSICCAN 40. 00 X 129, 538. 0. 18, 227.
El LEEN FRANCES STOPA
CLINICAL NURSE PACU | 40. 00 X 124, 585. 0. 4, 200.
KATHERI NE M DDLETON
RNOR 40. 00 X 138, 048. 0. 7,074.
CHRI STI NE STEFANI DES
'FORMER PRESI DENT & CEO | X 307, 041. 0. 0.
10 TOtAl Wttt et e e e e e e e e e e e e e e e e »| 1,997, 308. 0. 127, 439.
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 » 24
Yes | No
3 Did the organization list any former officer, director or trustee, key employee, or highest compensated
employee on line 1a? If "Yes," complete Schedule J for suchindividual . . . . .. ... ... . ..., 3 X
4 For any individual listed on line 1a, is the sum of reportable compensation and other compensation from
the organization and related organizations greater than $150,000? If "Yes," complete Schedule J for such
INAIVIAUAL .+ . o e e e e e e e e e e e e e e e e e e e e e e e e e e 4 | X
5 Did any person listed on line la receive or accrue compensation from any unrelated organization for
services rendered to the organization? If "Yes," complete Schedule Jforsuchperson ., . ... .. ... ... ..... 5 X

Section B. Independent Contractors

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

compensation from the organization.

()

Name and business address

B)

Description of services

©
Compensation

ATTACHMENT 4

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

23

JSA
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Form 990 (2009)

Page 9

ERYI  Statement of Revenue 52- 0445374
(A (C)] © (D)
Total revenue Related or Unrelated Revenue
exempt business excluded from tax
function revenue under sections
revenue 512,513, 0or 514
gg la Federated campaigns . - « = « « . . la
g 3| b Membershipdues . . ....... 1b
I E ¢ Fundraisingevents . . . . . .. .. ic
%g d Related organizations . . « « « . . . 1d 27, 613.
g g e Government grants (contributions) . . | 1€
55 f  All other contributions, gifts, grants,
‘g g and similar amounts not included above . | 1f
é;% g Noncash contributions included in lines 1a-1f: $
h Total. Addlines 1a-1f . . « « & & o & 4 o o o o v o o u « s » 27, 613.
% Business Code
% 2a NET PATI ENT REVENUE 900099 101, 981, 695. 101, 981, 695.
g b
> c
& | d
E1 e
§’ f All other program service revenue . . . . .
a g Total. Addlines2a-2f . + « v & v o v i 4 e e e e e e e s > 101, 981, 695.
3 Investment income (including dividends, interest, and
other similar amounts). « « «+ + v v v v v v e e e e > 131, 108. 131, 108.
Income from investment of tax-exempt bond proceeds . . . > 0.
5 ROyalties « + = =+ o+ oseretaeaeaaaae .. » 0.
(i) Real (i) Personal
6a GrossRents. . . . . . ..
b Less: rental expenses . . .
¢ Rental income or (loss)
d Netrentalincomeor (I0SS)« + & v & v & v & v 0 4w 0w 0w » 0.
(i) Securities (ii) Other
7a Gross amount from sales of
assets other than inventory
b Less: cost or other basis
and sales expenses . . . .
c Ganor(loss) - « « v« ..
d Netgainor(IoSS) « « « « « ¢ v+ & v+ & v ¢ & 0w . a » 0.
g 8a Gross income from fundraising
S events (not including $
5 of contributions reported on line 1c).
0: See PartIV,linel18 . . . « « « v« o v . a
g Less: directexpenses . . « -« « . . .. b
5 Net income or (loss) from fundraisingevents . . . . . . . . » 0.
9a Gross income from gaming activities.
See PartIV,line19 , ., .. ...... a
Less: directexpenses . .« . . o 0 ... b
Net income or (loss) from gaming activities. « « « « « . . . > 0.
10a Gross sales of inventory, less
returns and allowances , ., , ... ... a
Less: costofgoodssold . . . . . . . .. b
c Net income or (loss) from sales of inventory. . . . . . . . . » 0.
Miscellaneous Revenue Business Code
11a ANSVERI NG SERVI CE 561000 170, 280. 170, 280.
p CAFETERIA AND COFFEE BAR SALES 900099 292, 647. 292, 647.
¢ APPLI CATI ON FEES 900099 9, 250. 9, 250.
d Allotherrevenue . « « v v v v v v v u s 900099 54,272, 54, 033. 239.
e Total. Add lines 11a-11d « « « « = ¢ ¢ ¢ ¢ ¢ 0 0 00w a > 526, 449.
12  Total Revenue. Seeinstructions « « « « « « v v v v+« 4 . » 102, 666, 865. 102, 044, 978. 170, 519. 423, 755.
Form 990 (2009)
JSA
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Form 990 (2009) 52-0445374 Page 10
Statement of Functional Expenses
Section 501(c)(3) and 501(c)(4) organizations must complete all columns.
All other organizations must complete column (A) but are not required to complete columns (B), (C), and (D).
Do not include amounts reported on lines 6b, Total éﬁgenses Progra(r?\)service Manag((e(r:rZent and Func(ilrja)ising
7b, 8b, 9b, and 10b of Part VIII. expenses general expenses expenses
1 Grants and other assistance to governments and
organizations in the U.S. See Part IV, line 21 93, 470. 93, 470.
2 Grants and other assistance to individuals in
the US. See Part IV, line22 . . ... ..... 0.
3 Grants and other assistance to governments,
organizations, and individuals outside the
US. See Part IV, lines15and 16 _ _ . . . . . . 0.
Benefits paid to or formembers , , ., . ... .. 0.
Compensation of current officers, directors,
trustees, and key employees , . . . ... ... 648, 530. 648, 530. 0.
6 Compensation not included above, to disqualified
persons (as defined under section 4958(f)(1)) and
persons described in section 4958(c)(3)(B) . . . 0.
7 Other salaries andwages . . . . + . . . .. .. 37, 046, 113. 29, 636, 890. 7,409, 223, 0.
8 Pension plan contributions (include section 401(k)
and section 403(b) employer contributions) . . . 1,041, 396. 833,117. 208, 279. 0.
9 Other employee benefits . . . . . . . ... .. 3, 698, 388. 2,847, 759. 850, 629. 0.
10 Payrolltaxes « « v v v v v v v w e e e 2,717, 835. 2,119, 911. 597, 924. 0.
11 Fees for services (non-employees):

a Management . . . . . oo 150, 000. 0. 150, 000. 0.

b Legal . .. ... ... 365, 765. 0. 365, 765. 0.

C ACCOUNEING « « v v v e e e e e e e e e e 181, 438. 0. 181, 438. 0.

d Lobbying « « v v v v v v v e e e 0.

e Professional fundraising services. See Part IV, line 17 0.

f Investment managementfees ., . . ... ... 0.

G OthEr + v v e e e e e e e e 11, 420, 092. 6, 852, 055. 4,568, 037. 0.
12 Advertising and promotion . + + .+« . ... 422, 403. 316, 802. 105, 601. 0.
13 Officeexpenses . . . .« v v v v v v 0 v v w . 0.

14 Information technology. . . . . « . . .« . .. 0.
15 Royalties, . . . . .. ...t 0.
16 OCCUPANCY « « v v v v e e e e e e e e 2,832, 690. 1,472, 999. 1,359, 691. 0.
17 Travel .« . o v v s e s e e e e e e e e e e e 30, 106. 7,527. 22, 579. 0.
18 Payments of travel or entertainment expenses

for any federal, state, or local public officials 0.
19 Conferences, conventions, and meetings . . . . 0.
20 Interest . . . . . i . i i i e e e e e s 3, 227, 565. 0. 3, 227, 565. 0.
21 Paymentstoaffiliates . ... ... ...... 0.
22 Depreciation, depletion, and amortization . . . . 5! 149: 235. 36: 045. 5! 113: 190. 0.
23 Insurance . . . . . ... 2,003, 907. 0. 2,003, 907. 0.
24 Other expenses. Itemize expenses not

covered above. (Expenses grouped together

and labeled miscellaneous may not exceed

5% of total expenses shown on line 25 below.)

aSUPPLI ES AND DRUGS 16, 151, 456. 15, 020, 854. 1,130, 602. 0.

yBADDEBT 5, 315, 173. 5, 315, 173. 0. 0.

¢cO'O[HER 3,599, 936. 406, 173. 3,193, 763. 0.

4 EQUI PMENT RENTAL AND MAI NT 4, 368, 351. 1,441, 556. 2,926, 795. 0.

e TELEPHONE 356, 708. 713. 355, 995. 0.

f All otherexpenses _ _ __ _ __ __________ 0.
25 Total functional expenses. Add lines 1 through 24f 100! 8201 557. 66! 4011 044. 34! 4191 513. 0.
26 Joint Costs. Check here p If following

SOP 98-2. Complete this line only if the
organization reported in column (B) joint costs
from a combined educational campaign and
fundraising solicitation , , _ . . . .. ... ..
9E10J5%A1.000 Form 990 (2009)
26035M 2502 V 09-9.3 526225



Form 990 (2009) 52-0445374 Page 11
Balance Sheet
(A) (B)
Beginning of year End of year
1 Cash-non-interest-bearing , ., . . .. ... ... ...... ... ... ... 1
2 Savings and temporary cashinvestments . . .. ... ... ... ..... 24,142,941, 2 29,116, 660.
3 Pledges and grants receivable,net | . . . . ... .. ... ... ... 3
4 Accounts receivable, net . ... 9,140,952 4 10, 886, 077.
5 Receivables from current and former officers, directors, trustees, key
employees, and highest compensated employees. Complete Part Il of
Schedule L . . . . . .. . e 5
6 Receivables from other disqualified persons (as defined under section
4958(f)(1)) and persons described in section 4958(c)(3)(B). Complete
" Partllof Schedule L | . . . .. . o 6
‘3)3 7 Notes and loans receivable, net |, . . . . . . .. . .. .. .. 7
2| 8 Inventoriesforsale oruse . . . ... .. ... ... 1,533,892 8 1,588, 468.
9 Prepaid expenses and deferred charges _ . . . . . . ... .. ..., 1,185,201, ¢ 854, 589.
10a Land, buildings, and equipment: cost or |10a| 118,632, 613.
other basis. Complete Part VI of Schedule D
b Less: accumulated depreciation, . . ... .. .. 10b 53, 211, 565. 69, 663, 504.|10¢ 65, 421, 048.
11 Investments - publicly traded securities. . . . . . . ... ... 00 85,735.111 75, 000.
12 Investments - other securities. See Part IV, line11. . ... ... ... .... 12
13 Investments - program-related. See Part IV, line11 . ... .......... 13
14 Intangibleassets. . . . . . . . i i i i it e e e e e e e e e e e e e e e e 14
15 Otherassets.SeePartIV,line 1l . . . .. ... .. i it i it unn. 13, 052, 330.] 15 13, 341, 597.
16 Total assets. Add lines 1 through 15 (must equalline 34) . . ... ... .. 118, 804, 555.] 16 121, 283, 439.
17 Accounts payable and accrued eXpenses . . . . . . . .o oun o 14,978, 874.| 17 16, 336, 955.
18 Grants payable . . . . . . . i i i e e 18
19 Deferredrevenue | | . . . . ... . ittt e e e 19
20 Tax-exemptbond liabilites . . . . ... ... ... . ... . 0., 59,107, 135.] 20 8, 529, 039.
9|21 Escrow or custodial account liability. Complete Part IV of Schedule D 21
2|22 Payables to current and former officers, directors, trustees, key
'-E employees, highest compensated employees, and disqualified
- persons. Complete Part Il of ScheduleL , , . .. ... .... ... .. ... 22
23 Secured mortgages and notes payable to unrelated third parties , . . . ... 21, 804, 652.| 23 20, 920, 214.
24 Unsecured notes and loans payable to unrelated third parties, ., . ... ... 24
25 Other liabilities. Complete Part X of ScheduleD . . . . . .. ... .. .... 9, 263, 683.| 25 12, 608, 963.
26 Total liabilities. Add lines 17 through 25 . . . . . . 0 it it e et 105, 154, 344.| 26 108, 395, 171.
Organizations that follow SFAS 117, check here » m and
3 complete lines 27 through 29, and lines 33 and 34.
£[27  Unrestricted netassets . . . ... ... 13,650, 211.| 27 | 12, 888, 268.
g 28 Temporarily restricted net assets |, . . . . . . . . . e e e e e e 28
=29 Permanently restricted net assets ., . . . . . . . . . i it e 29
I Organizations that do not follow SFAS 117, check here » |:|
5 and complete lines 30 through 34.
% 30 Capital stock or trust principal, or currentfunds , . . . ... ......... 30
@131 Paid-in or capital surplus, or land, building, or equipment fund , . ., . . . .. 31
f 32 Retained earnings, endowment, accumulated income, or other funds _ , , . 32
2|33 Totalnetassetsorfundbalances . . . . . . . . v oo 13,650, 211.| 33 12, 888, 268.
34 Total liabilities and net assets/fund balances . . . . . . . ... . ... ... 118, 804, 555.| 34 121, 283, 439.
Form 990 (2009)
JSA
9E1053 1.000
26035M 2502 V 09-9.3 526225



Form 990 (2009)

2a

3a

Page 12

Part Xl Financial Statements and Reporting

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

If "Yes" to line 2a or 2b, does the organization have a committee that assumes responsibility for oversight of
the audit, review, or compilation of its financial statements and selection of an independent accountant?
If the organization changed either its oversight process or selection process during the tax year, explain in
Schedule O.

If "Yes" to line 2a or 2b, check a box below to indicate whether the financial statements for the year were
issued on a consolidated basis, separate basis, or both:

|:| Separate basis Consolidated basis |:| Both consolidated and separate basis

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

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

Yes | No
2a X
2b | X
2C X
3a X
3b

JSA

9E1054 2.000

26035M 2502 V 09-9.3 526225

Form 990 (2009)



SCHEDULE A

| OMB No. 1545-0047

(Form 990 or 990-E2) Public Charity Status and Public Support
Complete if the organization is a section 501(c)(3) organization or a section 2@09
4947(a)(1) nonexempt charitable trust. .
Department of the Treasury . . Open to PL.lb“C
Internal Revenue Service P Attach to Form 990 or Form 990-EZ. P> See separate instructions. Inspection
Name of the organization Employer identification number

Cl VI STA MEDI CAL CENTER, | NC. 52-0445374

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

f If the organization received a written determination from the IRS that it is a Type |, Type Il, or Type Ill supporting
organization, check this box
g Since August 17, 2006, has the organization accepted any gift or contribution from any of the
following persons?
(i) A person who directly or indirectly controls, either alone or together with persons described in (ii) Yes | No
and (i) below, the governing body of the supported organization? = . . . . .. ... .. ..... 11g()
(i) A family member of a person described in (i) above? 11g(iD)
(iii) A 35% controlled entity of a person described in (i) or (i) above? . . . ... ... ... .. ..., 11g(iii)
h Provide the following information about the supported organization(s).
(i) Name of supported (i) EIN (iii) Type of organization| (iv) Is the organization | (v) Did you notify (vi) Is the (vii) Amount of
organization (described on lines 1-9 | in col. (i) listed in your | the organization in | organization in col. support
above or IRC section | governing document? col. (i) of your (i) organized in the
(see instructions)) support? us.?
Yes No Yes No Yes No
Total
For Privacy Act and Paperwork Reduction Act Notice, see the Instructions for Schedule A (Form 990 or 990-EZ) 2009

Form 990 or 990-EZ.

JSA
9E1210 2.000
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Schedule A (Form 990 or 990-EZ) 2009 52-0445374 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 1)

Section A. Public Support

Calendar year (or fiscal year beginning in) p» (a) 2005 (b) 2006 (c) 2007 (d) 2008 (e) 2009 (f) Total

1

6

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

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

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

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

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

Section B. Total Support

Calendar year (or fiscal year beginning in) p (a) 2005 (b) 2006 (c) 2007 (d) 2008 (e) 2009 (f) Total

7
8

10

11
12
13

Amounts fromline4 . . ... ... ..

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

Net income from unrelated business
activities, whether or not the business is
regularly carriedon « .« .« . o 0 0L

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

Total support. Add lines 7 through 10 . .

Gross receipts from related activities, etc. (SEe iNStructions) « « v v v v & v 4 v 4 4 d h h e e e e e e e e e e 12

First five years. If the Form 990 is for the organization's first, second, third, fourth, or fifth tax year as a section 501(c)(3)
organization, check thishoxand stop here . . . . . . . v 0 v i v i it vt v e e e e e e e e e e e e e e e e e e e e e »

Section C. Computation of Public Support Percentage

14
15
16a

17a

18

Public support percentage for 2009 (line 6, column (f) divided by line 11, column(f)) . ... .. .. 14 %
Public support percentage from 2008 Schedule A, Partll,line14 ., ., . . ... ... ... .. .... 15 %
331/3% support test - 2009. If the organization did not check the box on line 13, and line 14 is 331/3% or more, check
this box and stop here. The organization qualifies as a publicly supported organization ., . . .. .. ... .. ...« . .. | 2
331/3% support test - 2008. If the organization did not check a box on line 13 or 16a, and line 15 is 331/3% or more,
check this box and stop here. The organization qualifies as a publicly supported organization. . . . .. .. ... ...... | 2
10%-facts-and-circumstances test - 2009. If the organization did not check a box on line 13, 16a or 16b, and line 14 is 10%
or more, and if the organization meets the "facts-and-circumstances" test, check this box and stop here. Explain in
Part IV how the organization meets the "facts-and-circumstances” test. The organization qualifies as a publicly supported
OFQANIZALION. | 4 . it i i i e et e et e e e e e e e e e e e e e e e e e e e e e e e e e e >
10%-facts-and-circumstances test - 2008. If the organization did not check a box on line 13, 16a, 16b, or 17a, and line
15 is 10% or more, and if the organization meets the "facts-and-circumstances” test, check this box and stop here.
Explain in Part IV how the organzation meets the "facts-and-circumstances" test. The organization qualifies as a publicly
SUPPOrted OrganiZation . . . . . v v v it it e e e e e e e e e e e e e e e e >
Private foundation. If the organization did not check a box on line 13, 16a, 16b, 17a, or 17b, check this box and see
Lo o] o >

JSA

Schedule A (Form 990 or 990-EZ) 2009

9E1220 1.000
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Schedule A (Form 990 or 990-EZ) 2009 52-0445374 Page 3
Support Schedule for Organizations Described in Section 509(a)(2)
(Complete only if you checked the box on line 9 of Part .)
Section A. Public Support
Calendar year (or fiscal year beginning in) P> (a) 2005 (b) 2006 (c) 2007 (d) 2008 (e) 2009 (f) Total
1 Gifts, grants, contributions, and

membership fees received. (Do not include
any "unusual grants.")

2  Gross receipts from admissions, merchandise
sold or services performed, or facilities
furnished in any activity that is related to the

organization's tax-exempt purpose

3 Gross receipts from activities that are not an

unrelated trade or business under section 513 |

4  Taxrevenues levied for the organization's
benefit and either paid to or expended on
its behalf

5 The value of services or facilities

furnished by a governmental unit to the
organization without charge
6 Total. Add lines 1 through5, | _ . . . .

7a Amounts included on lines 1, 2, and 3

received from disqualified persons . . . .
b Amounts included on lines 2 and 3
received from other than disqualified
persons that exceed the greater of
$5,000 or 1% of the amount on line 13
fortheyear . . . . .« v v o v oo
c Addlines7aand7b. . « « + v v o 4.

8 Public support (Subtract line 7c from

iN€6.) v v v v vt v e v e e e e e
Section B. Total Support

Calendar year (or fiscal year beginning in) »> (a) 2005 (b) 2006 (c) 2007 (d) 2008 (e) 2009 (f) Total

9 Amounts fromline6. . . ... .....

10a Gross income from interest, dividends,

payments received on securities loans,

rents, royalties and income from similar
SOUMCES . v v v v v+ s o s & = = = = = &«

b Unrelated business taxable income (less

section 511 taxes) from businesses
acquired after June 30, 1975
¢ Add lines 10a and 10b

11 Net income from unrelated business
activities not included in line 10b,
whether or not the business is regularly
carriedon = = = = & = 2w o= wowowow o= ow

12 Other income. Do not include gain or

loss from the sale of capital assets

(ExplaininPartIV.) . . ... ......
13 Total support. (Add lines 9, 10c, 11,
and12) . ...
14 First five years. If the Form 990 is for the organization's first, second, third, fourth, or fifth tax year as a section 501(c)(3)
organization, check thisboxand stop here. . . . . . o v v v 0 i i v i i i b i e e e e ke e e e e e e w e e e e e ek »
Section C. Computation of Public Support Percentage
15 Public support percentage for 2009 (line 8, column (f) divided by line 13, column (f)) . . . .. ... 15 %
16 Public support percentage from 2008 Schedule A, Partlll,line15. . . . . . v v v i v v v vt v v v e v ww s 16 %
Section D. Computation of Investment Income Percentage
17 Investment income percentage for 2009 (line 10c, column (f) divided by line 13, column (f)) _ . . . . . .. . . 17 %
18 Investment income percentage from 2008 Schedule A, Part I, line17 | . . . . . . . . . v v v o v .. 18 %

19a 33 1/3% support tests - 2009. 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 33 1/3%, check this box and stop here. The organization qualifies as a publicly supported organization P> I:I
b 33 1/3% support tests - 2008. If the organization did not check a box on line 14 or line 19a, and line 16 is more than 331/3%, and
line 18 is not more than 331/3%, check this box and stop here. The organization qualifies as a publicly supported organization P>

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

JSA Schedule A (Form 990 or 990-EZ) 2009
9E1221 1.000

26035M 2502 V 09-9.3 526225




52-0445374
Schedule A (Form 990 or 990-EZ) 2009 Page 4

=g\ Supplemental Information. Complete this part to provide the explanation required by Part I, line 10;
Part ll, line 17a or 17b; or Part lll, line 12. Provide any other additional information. See instructions

ISA Schedule A (Form 990 or 990-EZ) 2009

9E1225 2.000
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SCHEDULE C Political Campaign and Lobbying Activities | oms No. 1545-0047

(Form 990 or 990-EZ) For Organizations Exempt From Income Tax Under section 501(c) and section 527

» Complete if the organization is described below.

Open to Public

Department of the Treasury _ . . .
Internal Revenue Service p Attach to Form 990 or Form 990-EZ.  pSee separate instructions Inspection

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

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

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

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

® Section 501(c)(3) organizations that have filed Form 5768 (election under section 501(h)): Complete Part II-A. Do not complete Part 11-B.

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

® Section 501(c)(4), (5), or (6) organizations: Complete Part IlI.

Name of organization Employer identification number
Cl VI STA MEDI CAL CENTER, | NC. 52-0445374
Complete if the organization is exempt under section 501(c) or is a section 527 organization.
1 Provide a description of the organization's direct and indirect political campaign activities in Part IV.
2 Political expenditures . . . . .. ... e e e > $
3 Volunteer hours | L . . e e e e e

Complete if the organization is exempt under section 501(c)(3).
1 Enter the amount of any excise tax incurred by the organization under section 4955 . , , . . > $
2 Enter the amount of any excise tax incurred by organization managers under section 4955 . . » $
3 If the organization incurred a section 4955 tax, did it file Form 4720 for this year?

................ Yes No
4a  Was acormection made? | | L L L e e e e e e e e e e e e e e e E| Yes E| No

b If "Yes," describe in Part IV.
=FElig®® Complete if the organization is exempt under section 501(c), except section 501(c)(3).
1 Enter the amount directly expended by the filing organization for section 527 exempt function

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

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

(a) Name (b) Address (c) EIN (d) Amount paid from (e) Amount of political
filing organization's contributions received and
funds. If none, enter -0-. promptly and directly

delivered to a separate
political organization. If
none, enter -0-.

For Privacy Act and Paperwork Reduction Act Notice, see the Instructions for Form 990 or 990-EZ. Schedule C (Form 990 or 990-EZ) 2009

JSA
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Schedule C (Form 990 or 990-EZ) 2009 52-0445374 Page 2
Complete if the organization is exempt under section 501(c)(3) and filed Form 5768 (election
under section 501(h)).
A Check »| | if the filing organization belongs to an affiliated group.
B Check p if the filing organization checked box A and "limited control" provisions apply.
Limits on Lobbying Expenditures (a) Filing (b) Affiliated
(The term "expenditures" means amounts paid or incurred.) organization's totals group totals

Total lobbying expenditures to influence public opinion (grass roots lobbying) . . . . . .
Total lobbying expenditures to influence a legislative body (direct lobbying) . . . .. ..
Total lobbying expenditures (add lineslaand1b) , . . ... ... ... .........
Other exempt purpose expenditures . . . . . . . .. .. ...ttt
Total exempt purpose expenditures (add lineslcand1d), . ... ... ... ......
Lobbying nontaxable amount. Enter the amount from the following table in both
columns.

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

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

Over $500,000 but not over $1,000,000 $100,000 plus 15% of the excess over $500,000.
Over $1,000,000 but not over $1,500,000 |$175,000 plus 10% of the excess over $1,000,000.
Over $1,500,000 but not over $17,000,000 |$225,000 plus 5% of the excess over $1,500,000.
Over $17,000,000 $1,000,000.

g Grassroots nontaxable amount (enter 25% of line1f) ., . . ... ... ... .......
h Subtract line 1g from line 1a. If zero or less, enter -0-
i Subtract line 1f from line 1c. If zero or less, enter-0- . . . . . . . . .. ... .. ...
j If these is an amount other than zero on either line 1h or line 1i, did the organization file Form 4720 reporting

section 4911 tax for this year? . . . i i i i i i i it i i e e e e e e e e e e e e aeeaaeaeeaaeaeaa Yes ,_| No

- O Q O T O

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

Lobbying Expenditures During 4-Year Averaging Period

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

2 a Lobbying non-taxable amount

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

C Total lobbying expenditures

d Grassroots nontaxable amount

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

f Grassroots lobbying expenditures

Schedule C (Form 990 or 990-EZ) 2009
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Schedule C (Form 990 or 990-EZ) 2009 52-0445374 Page 3

EWHIE=0 Complete if the organization is exempt under section 501(c)(3) and has NOT filed Form 5768
(election under section 501(h)).

€Y (b)

Yes | No Amount

1 During the year, did the filing organization attempt to influence foreign, national, state or local
legislation, including any attempt to influence public opinion on a legislative matter or

referendum, through the use of:
Volunteers?

Paid staff or management (include compensation in expenses reported on lines 1c through 1i)?
Media advertisements?

Rallies, demonstrations, seminars, conventions, speeches, lectures, or any similar means?
Other activities? If "Yes," describe in Part IV X 11, 344.

Total. Add lines 1c through 1i . ... ... 11, 344.
Did the activities in line 1 cause the organization to be not described in section 501(c)(3)? , . | X
If "Yes," enter the amount of any tax incurred under section 4912 _ . . . . . ... ... ....

If "Yes," enter the amount of any tax incurred by organization managers under section 4912
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NI Complete if the organization is exempt under section 501(c)(4), section 501(c)(5), or section
501(c)(6).

Yes | No

1  Were substantially all (90% or more) dues received nondeductible by members? 1

2 Did the organization make only in-house lobbying expenditures of $2,000 or less?> 2

3 Did the organization agree to carryover lobbying and political expenditures from the prioryear? ., . .. ... ... 3

Complete if the organization is exempt under section 501(c)(4), section 501(c)(5), or section
501(c)(6) if BOTH Part IlI-A, lines 1 and 2 are answered "No" OR if Part lll-A, line 3 is answered
"Yes."

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

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

@ CUITBNEYBAI, | | .ttt e e e e ettt et e e e 2a
b Carryover fromlastyear L e 2b
TOtaI -------------------------------------------------------- 20

3 Aggregate amount reported in section 6033(e)(1)(A) notices of nondeductible section 162(e) dues | _ . . | 3

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

5  Taxable amount of lobbying and political expenditures (see inStructions) . . . . . . v v v v v v v v u 0w v u 5
Part IV Supplemental Information

Complete this part to provide the descriptions required for Part I-A, line 1; Part I-B, line 4; Part I-C, line 5; and Part II-B, line 1i.
Also, complete this part for any additional information.
SEE PAGE 2 °P y

ISA Schedule C (Form 990 or 990-EZ) 2009
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Schedule C (Form 990 or 990-EZ) 2009 52-0445374 Page 4
Part IV Supplemental Information (continued)

LOBBYI NG ACTI VI TI ES

_THE ORGANI ZATI ON DOES NOT ENGAGE TN ANY DIRECT LOBBYING ACTIVITIES. THE
_ (MY AND THE AVERI CAN HOSPITAL ASSCCIATION (AHA). MHA AND AHA ENGAGE IN
_MEMBER HOSPITALS. _ THE MHA AND AHA REPORTED THAT 8.73% AND 23.76%OF

ISA Schedule C (Form 990 or 990-EZ) 2009
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SCHEDULE D
(Form 990)

| OMB No. 1545-0047

Supplemental Financial Statements

» Complete if the organization answered "Yes," to Form 990,

Part IV, line 6, 7, 8, 9, 10, 11, or 12. Open to Public
Department of the Ti . .
|n?2z,ra|m;gve?meze§ia;uw p Attach to Form 990. B> See separate instructions. Inspection

Name of the organization Employer identification number
Cl VI STA MEDI CAL CENTER, | NC. 52-0445374
Organizations Maintaining Donor Advised Funds or Other Similar Funds or Accounts. Complete if

the organization answered "Yes" to Form 990, Part IV, line 6.

(a) Donor advised funds (b) Funds and other accounts

1 Total number atendofyear . . . ... .. ...
2 Aggregate contributions to (during year) . . . .
3 Aggregate grants from (during year) . .. ...
4  Aggregate value atendofyear . ... .....
5 Did the organization inform all donors and donor advisors in writing that the assets held in donor advised

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

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

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

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

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

Held at the End of the Year
a Total number of conservationeasements . . . . . . . . . . vttt s e e e e 2a
b Total acreage restricted by conservationeasements . . . . ... ... ...t 2b
¢ Number of conservation easements on a certified historic structure includedin(a). . . . . . 2c
d Number of conservation easements included in (c) acquired after 8/17/06 . .. ... ... 2d

3 Number of conservation easements modified, transferred, released, extinguished, or terminated by the organization during

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

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

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

>3
8 Does each conservation easement reported on line 2(d) above satisfy the requirements of section

170(h)(4)(B)(i) and 170(h)(A)(B)(i))? . . v v v i i e e e e e e e e e e e e e e e e e e e e e e e e e e e e e I:I Yes I:I No
9 In Part XIV, describe how the organization reports conservation easements in its revenue and expense statement, and

balance sheet, and include, if applicable, the text of the footnote to the organization’s financial statements that describes
the organization’s accounting for conservation easements.
Organizations Maintaining Collections of Art, Historical Treasures, or Other Similar Assets.
Complete if the organization answered "Yes" to Form 990, Part IV, line 8.

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

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

(i) Revenues included in Form 990, PartVIILIIne 1l . . . v v o v v v v i o it e e e e e e e e |
(ii) Assets included in Form 990, Part X . . & v v v v i v it e e e e e e e e e e e e e e e e e s > $

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

a Revenues included in Form 990, PartVIIILlIne 1 . . . & & v v o i i vt i i s e et e e e e e e e e e e >3
b Assetsincluded in Form 990, Part X . . & &« v o i vttt e e e e e e e e e e e e e e e e | 2
For Privacy Act and Paperwork Reduction Act Notice, see the Instructions for Form 990. Schedule D (Form 990) 2009
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Schedule D (Form 990) 2009 52-0445374 Page 2
Part I Organizations Maintaining Collections of Art, Historical Treasures, or Other Similar Assets (continued)

3 Using the organization's acquisition, accession, and other records, check any of the following that are a significant use of its
collection items (check all that apply):
a Public exhibition d Loan or exchange programs
Scholarly research e E| Other
Preservation for future generations
4 Provide a description of the organization's collections and explain how they further the organization's exempt purpose in
Part XIV.
5 During the year, did the organization solicit or receive donations of art, historical treasures, or other similar
assets to be sold to raise funds rather than to be maintained as part of the organization's collection? . . . . . . |_| Yes |_| No

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

la Is the organization an agent, trustee, custodian or other intermediary for contributions or other assets not
included on Form 990, Part X2 . . . . .t i i i i i i i i e e e e e e e e e e e e e e e e e e e e e e e e e e e e e |:| Yes |:| No
b If "Yes," explain the arrangement in Part XIV and complete the following table:

Amount
c Beginningbalance . . . . . ... i i e e s e e e e s 1c
d Additionsduringtheyear . .. .. ... it ittt e 1d
e Distributions duringtheyear. . . . . . . v o v it i i i s e e e le
f Endingbalance . . . . . . . . o e e e e e 1f
2a Did the organization include an amount on Form 990, Part X, ine 21? , . . . . . . . . . & v i v o v v v v v |_, Yes |_, No

b If "Yes," explain the arrangement in Part XIV.
Endowment Funds. Complete if organization answered "Yes" to Form 990, Part IV, line 10.

(a) Current Year (b) Prior year (c) Two years back (d) Three years back (e) Four years back

la Beginning of year balance . . . .
Contributions . . . .. ... ...

Net investment earnings, gains,
andlosses. . . . ... o0 .
d Grants or scholarships . . . ...
Other expenditures for facilities .
and programs. . . . . ... ...
Administrative expenses . . . . .
g End of year balance. . . ... ..
2 Provide the estimated percentage of the year end balance held as:

a Board designated or quasi-endowment p %

b Permanent endowment p %
Term endowment p %

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

organization by: Yes | No
(i) unrelated OrganizationS. « « v v & v 4 vt ot h e e e e e e e e e e e e e e e e e e 3a(i)
(i) related Organizations . . . . . v v i i i i e e e e e e e e e e e e e e e e e e e e e e e e e 3a(ii)

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

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

Description of investment (a) Cost or other basis (b) Cost or other (c) Accumulated (d) Book value
(investment) basis (other) depreciation
la Land. « « & v v v f i i s e e e e e e s
b Buildings - .+« oo oo
¢ Leasehold improvements. . . . . . . . .. 2,232,162. 1, 098, 740 1, 133, 422.
d Equipment - . ..ot 42,152,904, 35, 080, 097 7,072, 807.
e Other v v v v v v v i e i e e e e e 74,247,547 17,032, 728 57,214, 819.
Total. Add lines 1a through 1e. (Column (d) must equal Form 990, Part X, column (B), line 10(c).). . . . . . » 65, 421, 048.
Schedule D (Form 990) 2009
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Schedule D (Form 990) 2009

52- 0445374

Page 3

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

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

(including name of security)

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

Financial derivatives

Closely-held equity interests

Other

Total. (Column (b) must equal Form 990, Part X, col. (B) line 12.) |

REIg@VIIIl Investments - Program Related. See Form 990, Part X, lin

e 13.

(a) Description of investment type (b) Book value (c) Method of valuation:
Cost or end-of-year market value
Total. (Column (b) must equal Form 990, Part X, col. (B) line 13.) |
Other Assets. See Form 990, Part X, line 15.
(a) Description (b) Book value

SECURI TY DEPOSI TS 8, 719.
OTHER CURRENT RECEI VABLES 35, 480.
I NV CHES POTOMAC HEALTHCARE 2,403, 544.
ASSETS LIM TED TO USE 6, 513, 485.
PHYSI CI ANS LOAN 125, 000.
I NVEST | N JV FREESTATE 15, 441.
DEFERRED FI NANCI NG COSTS 2,307, 627.
I NVESTMENT PREM ER 13, 641.
I NVESTMENT MARYLAND ECARE 10, 000.
DUE FROM AFFI LI ATES 1, 908, 660.
Total. (Column (b) must equal Form 990, Part X, col. (B)lIN€ 15.) , . . & & v & & & =« = = = s = = = # = s = s » s # % s » s # » # &= > 13, 341, 597.

Other Liabilities. See Form 990, Part X, line

25.

1. (a) Description of liability (b) Amount
Federal income taxes

ADVANCES FROM THI RD PARTI ES 2,240, 611.
ACCRUED | NTEREST PAYABLE 1, 344, 632.
ACCRUED PENSI ON COSTS 8, 003, 140.
DUE TO AFFI LI ATE 570, 715.
DUE TO PREM ER 53, 090.
LEASE LI ABI LI TI ES 396, 775.
Total. (Column (b) must equal Form 990, Part X, col. (B) line 25.) > 12, 608, 963.

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

organization's liability for uncertain tax positions under FIN 48.
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Schedule D (Form 990) 2009 52-0445374 Page 4
Part XI Reconciliation of Change in Net Assets from Form 990 to Audited Financial Statements

1  Total revenue (Form 990, Part VIII, column (A), line 12) . . . . . . . . . . . i, 1
2 Total expenses (Form 990, Part IX, column (A), line 25) _ . . . . . . . . . . .. .. 2
3 Excess or (deficit) for the year. Subtract line 2 fromline1 | . . . . . . . . . .. .. .. . .. ... 3
4 Net unrealized gains (losses) oninvestments | . . . . . . . . . . . 4
5 Donated services and use of facilities | |, . . . . . . . . . ., 5
6 INVESIMENTEXPENSES | . . . . o\t vttt e e e e e 6
7 Prior period adjustments | . L L L e e e 7
8  Other (Describe inPart XIV.) | . . . e 8
9  Total adjustments (net). Add lines 4 through 8 _ . . . . . . . . . . . . . . . 9
10 Excess or (deficit) for the year per audited financial statements. Combine lines3and9 . ... ... 10
Reconciliation of Revenue per Audited Financial Statements With Revenue per Return

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

a Netunrealized gains on investments | . . . . . . . . .. . . .\ . 2a

b Donated services and use of facilites | , . . . . .. .. ... .. .. ... .. 2b

¢ Recoveries of prioryeargrants, . . . ... ... ... ... 0. 2¢c

d Other (Describe inPartXIV.) | . .. 2d

e Addlines 2athrough2d . . . . . . ... ... e 2e
3 Subtractline2efromlinel .. ... ... ... .. e e e e e e s 3
4 Amounts included on Form 990, Part VIII, line 12, but not on line 1:

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

b Other (Describe inPartXIV.) | . . . .. 4b

¢ Addlines4aand4b | . L e 4c
5 Total revenue. Add lines 3 and 4c. (This must equal Form 990, Partl,line12.) . . . . . ... ... ... 5

Reconciliation of Expenses per Audited Financial Statements With Expenses per Return

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

a Donated services and use of facilties 2a

b Prior year adjustments L 2b

¢ Other |OSS€S ------------------------------------ 20

d Other (Describe inPartXIV.) L 2d

e Addlines2athrough2d = L 2e
3 Subtractline2e fromline 1 . . . . . . . . i i i i i i e e e e e e e e e e e e 3
4 Amounts included on Form 990, Part IX, line 25, but not on line 1:

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

b Other (Describe inPartXIV) L ab

Add IIneS 4a and 4b --------------------------------------------- 4C

5 Total expenses. Add lines 3 and 4c. (This must equal Form 990, Part I, line 18). . . . . . . . ... ... 5

WA Supplemental Information

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

WTH FIN 48 (AS CODIFIED). THE ORGANIZATION S AUDITED FINANGIAL

Schedule D (Form 990) 2009
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CEISOYA Supplemental Information (continued)
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| OMB No. 1545-0047

Schedule F

Statement of Activities Outside the United States
(Form 990)

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

P Attach to Form 990. p See separate instructions.

2009

Open to Public

Department of the Treasury

Internal Revenue Service Inspection
Name of the organization Employer identification number
Cl VI STA MEDI CAL CENTER, | NC. 52-0445374

General Information on Activities Outside the United States. Complete if the organization answered
"Yes" 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 grants or assistance?

[ Ino

Yes

2  For grantmakers. Describe in Part IV the organization's procedures for monitoring the use of grant funds outside the
United States.

3 Activities per Region. (Use Schedule F-1 (Form 990) if additional space is needed.)

(a) Region (b) Number of | (c) Number of (d) Activities conducted in (e) If activity listed in (d) is (f) Total
offices in the | employees or region (by type) (i.e., a program service, expenditures in
region agents in fundraising, program services, describe specific type of region
region grants to recipients located in service(s) in region
the region)
CENTRAL AMERI CA/ CARI BBEAN PROGRAM SERVI CES | NSURANCE 1,699, 120.
Jotals . . .. ........ 1, 699, 120.
For Privacy Act and Paperwork Reduction Act Notice, see the Instructions for Form 990. Schedule F (Form 990) 2009
JSA
9E1274 2.000
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Schedule F (Form 990) 2009

52- 0445374

Page 2

*ETadll Grants and Other Assistance to Organizations or Entities Outside the United States. Complete if the organization answered "Yes" to Form 990,

Part IV, line 15, for any recipient who received more than $5,000. Check this box if no one recipient received more than $5,000

Use Schedule F-1 (Form 990) if additional space is needed.

» [ ]

(b) IRS code
section and EIN

1 (a) Name of organization (if applicable)

(c) Region

(f) Manner of
cash
disbursement

(9) Amount of
non-cash
assistance

(h) Description
of non-cash
assistance

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

2 Enter total number of recipient organizations listed above that are recognized as charities by the foreign country, recognized as tax-exempt

by the IRS, or for which the grantee or counsel has provided a section 501(c)(3) equivalency letter

3 Enter total number of other organizations or entities

JSA
9E1275 1.000
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Schedule F (Form 990) 2009

52- 0445374

Page 3

Il Grants and Other Assistance to Individuals Outside the United States. Complete if the organization answered "Yes" to Form 990, Part IV, line 16.
Use Schedule F-1 (Form 990) if additional space is needed.

(e) Manner of ) Amount of (9) Description (h) Method of
(a) Type of grant or assistance (b) Region © Ngmber of (d) Amount of cash ( )non-cash of non-cash valuation
recipients cash grant disbursement assistance assistance (book, FMV,
appraisal,
other)
Schedule F (Form 990) 2009
JSA
9E1276 1.000
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Schedule F (Form 990) 2009 52-0445374 Page 4

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

JSA Schedule F (Form 990) 2009

9E1277 1.000

26035M 2502 VvV 09-9.3 526225



SCHEDULE H

Hospitals

(Form 990)

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

Department of the Treasury

Internal Revenue Service

P See separate instructions.

| OMB No. 1545-0047

Open to Public
Inspection

Name of the organization

Employer identification number

Cl VI STA MEDI CAL CENTER, | NC. 52-0445374
Charity Care and Certain Other Community Benefits at Cost
Yes| No
la Does the organization have a charity care policy? If "No," skiptoquestion6a .« . « « v v & v & v 0 vt bt b d s e e e la X
b If"Yes,"isitaWritten POliCY? « = v« & v b v o h ke e e e e e e e e e e e e e e e e e e e e e e e e e e e s b [ X
2 If the organization has multiple hospitals, indicate which of the following best describes application of the
charity care policy to the various hospitals.
Applied uniformly to all hospitals I:I Applied uniformly to most hospitals
Generally tailored to individual hospitals
3 Answer the following based on the charity care eligibility criteria that applies to the largest number of the
organization's patients.
a Does the organization use Federal Poverty Guidelines (FPG) to determine eligibility for providing free care to low income
individuals? If "Yes," indicate which of the following is the family income limit for eligibility for freecare: , , . . . . ... .. .. 3a X
100% I:I 150% 200% Iil Other = %
b Does the organization use FPG to determine eligibility for providing discounted care to low income individuals? If "Yes,"
indicate which of the following is the family income limit for eligibility for discounted care: , . , . . . . . . . . . v v o v v« « 3b X
200% 250% 300% 350% Iil 400% Other = %
¢ |If the organization does not use FPG to determine eligibility, describe in Part VI the income based criteria for
determining eligibility for free or discounted care. Include in the description whether the organization uses an
asset test or other threshold, regardless of income, to determine eligibility for free or discounted care.
4 Does the organization's policy provide free or discounted care to the "medically indigent"? . . . . .« + & v & v o v 0 v v 0 0 0w 4 X
5a Does the organization budget amounts for free or discounted care provided under its charity care policy? . = « = « « v v v v v v W 5a X
b If "Yes," did the organization's charity care expenses exceed the budgeted amount? . . . . v v v v v v 0 v 0 v 0 d e e e 5b X
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?. . . + & v & v & vt i d b d b e e e e e e e e e e e e e e s 5¢ X
6a Does the organization prepare an annual community benefitreport? . . = « & v v v 0 0 0 d e d e s e e e e e e e e e e e e 6a X
b If "Yes," does the organization make it available tothe public? . . .+ & v & v & v 0 0t i s e e e e e e e e e e e e e e e e e s 6b X
Complete the following table using the worksheets provided in the Schedule H instructions. Do not submit
these worksheets with the Schedule H.
7 Charity Care and Certain Other Community Benefits at Cost
Charity Care and (a) Number of | (b) Persons (c) Total community (d) Direct offsetting (e) Net community (f) Percent
Means-Tested Government aﬁg’é‘r‘:;gr served benefit expense revenue benefit expense of total
Programs (optional) (optional) expense
a Charity care at cost (from
Worksheets 1and 2) « « « » » 1, 543, 401. 1, 543, 401. 1.51
b Unreimbursed Medicaid (from
Worksheet 3, column a) « « « «
C  Unreimbursed costs - other means-
tested government programs (from
Worksheet 3, column b) R
d Total Charity Care and
Progtams « » sa e et s 1,543, 401. 1,543, 401. 1.51
Other Benefits
€ Community health improvement
senices and communiy beneft 37 | 169149 627, 385. 120. 627, 265. .61
f  Health professions education
(from Worksheet5) « = = « » 7 344 408, 701. 408, 701. .40
g Subsidized health services (from
Worksheet 8)- « « » « « + 4 9 50 1, 900, 706. 709, 061. 1, 191, 645. 1.17
h Research (from Worksheet 7) « «
i Cash and in-kind contributions to
\cl\?gg;régtysﬁrlou.ps.(fr?m. o 20 2532 93, 470. 93, 470. .09
| Tots. Other Benefts + 1+« | 73] 172075 3,030, 262. 709, 181. 2,321,081, 2. 27
K Total. Add lines 7d and 7j » . . 73| 172075 4,573, 663. 709, 181. 3, 864, 482. 3.78
For Privacy Act and Paperwork Reduction Act Notice, see the Instructions for Form 990. Schedule H (Form 990) 2009
JSA
9E1284 2.000
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Part Il Community Building Activities Complete this table if the organization conducted any community

building activities.

(a) Number of | (b) Persons (c) Total community (d) Direct offsetting (e) Net community (f) Percent of
activities or served building expense revenue building expense total expense
programs (optional)
(optional)
1 Physical improvements and housing
2 Economic development 3 41 061. 41 061.
3 Community support 7 88 34, 986. 34, 986. .03
4 Environmental improvements
5 Leadership development and
training for community members
6 Coalition building 5 7,984. 7,984. .01
7 Community health improvement
advocacy 1 1 4, 084. 4, 084.
8 Workforce development 5 4 197, 740. 197, 740. .19
9 Other
10 Total 21 93 248, 855. 248, 855. .23
Bad Debt, Medicare, & Collection Practices
Section A. Bad Debt Expense ves | No
1 Does the organization report bad debt expense in accordance with Healthcare Financial Management
Association Statement NO. 152 . . . . . . . . i i i e e e e e e e e e e e e e e e e e e e e 1 X
2 Enter the amount of the organization's bad debt expense (atcost) , . .. ........ 2 4, 454, 115.
3 Enter the estimated amount of the organization's bad debt expense (at cost) attributable
to patients eligible under the organization's charity care 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 other bad debt amounts in community benefit.
Section B. Medicare
5 Enter total revenue received from Medicare (includingDSHand IME) . . .. ... ... 5 30, 707, 476.
6 Enter Medicare allowable costs of care relating to paymentsonline5 . .. ... .. .. 6 35, 585, 746.
7 Subtract line 6 from line 5. This is the surplusor(shortfall) . . .. ............ 7 -4,878, 270.
8 Describe in Part VI the extent to which any shortfall reported in line 7 should be treated as community benefit.
Also describe in Part VI the costing methodology or source used to determine the amount reported on line 6.
Check the box that describes the method used:
Cost accounting system Cost to charge ratio I:I Other
Section C. Collection Practices
9a Does the organization have a written debt collectionpolicy? . . . . . . . . . . . i i i i i it it i it e e e 9a| X
b If "Yes," does the organization's collection policy contain provisions on the collection practices to be followed
for patients who are known to qualify for charity care or financial assistance? Describe inPartVI. . . ... ... .. 9b | X

Part IV Management Companies and Joint Ventures

(@) Name of entity (b) Description of primary (c) Organization's (d) Officers, directors (e) Physicians'
activity of entity profit % or stock trustees, or key profit % or stock
ownership % employees' profit % ownership %
or stock ownership %

1
2
3
4
5
6
7
8
9
10
11
12
13
14
JSA
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Facility Information

C ] Q = 0 o m m
gl | 2| 8| 2| &| 2| ?
Name and address 2 3 =) = 9 e N g Other
g | 28] 3| & »| 8| 2| 2 (Describe)
= 3 d = 3 — =
2| 2| 8| 8| 8| 8| °
21 2| €] 2| 2 5
2l | 8| B| BT
%) =4
5 8
g =)
]
ClI VI STA MEDI CAL CENTER | NC
5 GARRETT AVE
LA PLATA MD 20646 X X X

Schedule H (Form 990) 2009
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Schedule H (Form 990) 2009 52-0445374 Page 4
Part VI Supplemental Information

Complete this part to provide the following information.

1

Provide the description required for Part |, line 3c; Part |, line 6a; Part I, line 7g; Part I, line 7, column (f); Part I, line 7; Part Ill,
line 4; Part lll, line 8; Part Ill, line 9b, and Part V. See Instructions.

2 Needs assessment. Describe how the organization assesses the health care needs of the communities it serves.

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 charity care policy.

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

Community building activities. Describe how the organization's community building activities, as reported in Part Il, promote
the health of the communities the organization serves.

Provide any other information important to describing how the organization's hospitals 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.).

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.

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

PART |, LINE 6A:

ENDI NG JUNE 30. THI S REPORT IS SUBM TTED TO THE HEALTH SERVI CES COST

REVI EW COWM SSI ON (HSCRC), A STATE REGULATORY AGENCY, BY DECEMBER 31

PART |, LINE 7:

PAYMENT THAT DI FFERS FROM THE REST OF THE NATI ON. THE HEALTH

SERVI CES COST REVI EW COWMM SSI ON, (HSCRC) DETERM NES PAYMENT THROUGH A

RATE SETTI NG PROCESS AND ALL PAYCORS, | NCLUDI NG GOVERNMENTAL PAYORS,

JSA
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Schedule H (Form 990) 2009 52-0445374 Page 4
Part VI Supplemental Information

Complete this part to provide the following information.

1

Provide the description required for Part |, line 3c; Part |, line 6a; Part I, line 7g; Part I, line 7, column (f); Part I, line 7; Part Ill,
line 4; Part lll, line 8; Part Ill, line 9b, and Part V. See Instructions.

2 Needs assessment. Describe how the organization assesses the health care needs of the communities it serves.

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 charity care policy.

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

Community building activities. Describe how the organization's community building activities, as reported in Part Il, promote
the health of the communities the organization serves.

Provide any other information important to describing how the organization's hospitals 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.).

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.

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

HOSPI TAL.  MARYLAND' S UNI QUE ALL PAYOR SYSTEM | NCLUDES A METHOD FOR

REFERENCI NG UNCOMPENSATED CARE | N EACH PAYORS' RATES, WHI CH DCES NOT

PAYMENT THAT DI FFERS FROM THE REST OF THE NATI ON. THE HEALTH

SERVI CES COST REVI EW COVMM SSI ON, (HSCRC) DETERM NES PAYMENT THROUGH A

RATE SETTI NG PROCESS AND ALL PAYCRS, | NCLUDI NG GOVERNMENTAL PAYORS,

HOSPI TAL.  MARYLAND' S UNI QUE ALL PAYOR SYSTEM | NCLUDES A METHOD FOR

REFERENCI NG UNCOMPENSATED CARE | N EACH PAYORS' RATES, WHI CH DCES NOT

TO UNCOVPENSATED CARE. COVMUNI TY BENEFI T EXPENSES ARE EQUAL TO

JSA
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Schedule H (Form 990) 2009 52-0445374 Page 4
Part VI Supplemental Information

Complete this part to provide the following information.

1

Provide the description required for Part |, line 3c; Part |, line 6a; Part I, line 7g; Part I, line 7, column (f); Part I, line 7; Part Ill,
line 4; Part lll, line 8; Part Ill, line 9b, and Part V. See Instructions.

2 Needs assessment. Describe how the organization assesses the health care needs of the communities it serves.

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 charity care policy.

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

Community building activities. Describe how the organization's community building activities, as reported in Part Il, promote
the health of the communities the organization serves.

Provide any other information important to describing how the organization's hospitals 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.).

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.

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

I MPACT ON THE HOSPI TAL OF | TS SHARE OF THE MEDI CAl D ASSESSMENT.

PAYMENT THAT DI FFERS FROM THE REST OF THE NATI ON. THE HEALTH

SERVI CES COST REVI EW COWM SSI ON, (HSCRC) DETERM NES PAYMENT THROUGH A

RATE SETTI NG PROCESS AND ALL PAYCRS, | NCLUDI NG GOVERNMENTAL PAYORS,

HOSPI TAL.  MARYLAND' S UNI QUE ALL PAYOR SYSTEM | NCLUDES A METHOD FOR

REFERENCI NG UNCOMPENSATED CARE | N EACH PAYORS' RATES, WHI CH DCES NOT

PAYMENT THAT DI FFERS FROM THE REST OF THE NATI ON. THE HEALTH

SERVI CES COST REVI EW COWMM SSI ON, (HSCRC) DETERM NES PAYMENT THROUGH A

JSA

Schedule H (Form 990) 2009

9E1287 1.000

26035M 2502 V 09-9.3 526225



Schedule H (Form 990) 2009 52- 0445374 Page 4
Part VI Supplemental Information

Complete this part to provide the following information.

1 Provide the description required for Part |, line 3c; Part I, line 6a; Part I, line 7g; Part I, line 7, column (f); Part |, line 7; Part Il
line 4; Part lll, line 8; Part Ill, line 9b, and Part V. See Instructions.

2 Needs assessment. Describe how the organization assesses the health care needs of the communities it serves.

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 charity care policy.

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

5 Community building activities. Describe how the organization's community building activities, as reported in Part Il, promote
the health of the communities the organization serves.

6 Provide any other information important to describing how the organization's hospitals 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.).

7 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.

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

RATE SETTI NG PROCESS AND ALL PAYCRS, | NCLUDI NG GOVERNMENTAL PAYORS,

HOSPI TAL.  MARYLAND' S UNI QUE ALL PAYOR SYSTEM | NCLUDES A METHOD FOR

______ REFERENCI NG UNCOVPENSATED CARE I N EACH PAYORS RATES, WHICHDOES NOT

JSA Schedule H (Form 990) 2009
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Supplemental Information

Complete this part to provide the following information.

1

Provide the description required for Part |, line 3c; Part |, line 6a; Part I, line 7g; Part I, line 7, column (f); Part I, line 7; Part Ill,
line 4; Part lll, line 8; Part Ill, line 9b, and Part V. See Instructions.

2 Needs assessment. Describe how the organization assesses the health care needs of the communities it serves.

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 charity care policy.

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

Community building activities. Describe how the organization's community building activities, as reported in Part Il, promote
the health of the communities the organization serves.

Provide any other information important to describing how the organization's hospitals 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.).

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.

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

PART 111, LINE 4:

OTHER COLLECTI ON | NDI CATORS. PERI ODI CALLY THROUGHOUT THE YEAR,

PERI OD OQUTSTANDI NG. THE RESULTS OF THI S REVI EW ARE THEN USED TO MAKE

PART 111, LINE 8:

JSA
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Schedule H (Form 990) 2009 52-0445374 Page 4
Part VI Supplemental Information

Complete this part to provide the following information.

1

Provide the description required for Part |, line 3c; Part |, line 6a; Part I, line 7g; Part I, line 7, column (f); Part I, line 7; Part Ill,
line 4; Part lll, line 8; Part Ill, line 9b, and Part V. See Instructions.

2 Needs assessment. Describe how the organization assesses the health care needs of the communities it serves.

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 charity care policy.

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

Community building activities. Describe how the organization's community building activities, as reported in Part Il, promote
the health of the communities the organization serves.

Provide any other information important to describing how the organization's hospitals 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.).

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.

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

STARTED SETTI NG HOSPI TAL RATES IN 1974. AT THAT TI ME, THE HSCRC

APPROVED RATES APPLI ED ONLY TO COMMERCI AL | NSURERS. I N 1977, THE

PART 111, LINE 9B:

JSA
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Schedule H (Form 990) 2009 52-0445374 Page 4
Part VI Supplemental Information

Complete this part to provide the following information.

1

Provide the description required for Part |, line 3c; Part |, line 6a; Part I, line 7g; Part I, line 7, column (f); Part I, line 7; Part Ill,
line 4; Part lll, line 8; Part Ill, line 9b, and Part V. See Instructions.

2 Needs assessment. Describe how the organization assesses the health care needs of the communities it serves.

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 charity care policy.

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

Community building activities. Describe how the organization's community building activities, as reported in Part Il, promote
the health of the communities the organization serves.

Provide any other information important to describing how the organization's hospitals 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.).

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.

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

REGARDLESS OF THE STATUS OF COLLECTIONS, | F A PATI ENT APPLI ES FOR

Cl VI STA MEDI CAL CENTER, | N PARTNERSH P W TH THE CHARLES COUNTY

COUNTY EVERY 5 YEARS. BEG NNI NG 2011, | N ACCORDANCE W TH NEW

FOUNDATI ON, | N COOPERATI ON W TH CI VI STA MEDI CAL CENTER, CHARLES

FOR CHARLES COUNTY I N 2008. IN APRIL 2009, THE CHARLES COUNTY LOCAL

JSA
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Schedule H (Form 990) 2009 52-0445374 Page 4
Part VI Supplemental Information

Complete this part to provide the following information.

1

Provide the description required for Part |, line 3c; Part |, line 6a; Part I, line 7g; Part I, line 7, column (f); Part I, line 7; Part Ill,
line 4; Part lll, line 8; Part Ill, line 9b, and Part V. See Instructions.

2 Needs assessment. Describe how the organization assesses the health care needs of the communities it serves.

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 charity care policy.

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

Community building activities. Describe how the organization's community building activities, as reported in Part Il, promote
the health of the communities the organization serves.

Provide any other information important to describing how the organization's hospitals 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.).

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.

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

FROM ALL OF THESE REPORTS |'S | NCLUDED I N THE NEEDS ASSESSMENT UPDATE

PATI ENTS ARE LI KELY TO PRESENT. I N ADDI TI ON, THE PCLICY IS AVAI LABLE

JSA
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Schedule H (Form 990) 2009 52-0445374 Page 4
Part VI Supplemental Information

Complete this part to provide the following information.

1

Provide the description required for Part |, line 3c; Part |, line 6a; Part I, line 7g; Part I, line 7, column (f); Part I, line 7; Part Ill,
line 4; Part lll, line 8; Part Ill, line 9b, and Part V. See Instructions.

2 Needs assessment. Describe how the organization assesses the health care needs of the communities it serves.

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 charity care policy.

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

Community building activities. Describe how the organization's community building activities, as reported in Part Il, promote
the health of the communities the organization serves.

Provide any other information important to describing how the organization's hospitals 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.).

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.

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

COMMUNI TY | NFORMATI ON:

COWERCI AL, RESI DENTI AL AND BUSI NESS GROWIH | S FOCUSED, SO THAT THE

REMAI NDER OF THE COUNTY CAN RETAIN I TS RURAL CHARACTER. THE MAJOR

TOBACCO, | NDI AN HEAD, AND THE PLANNED COVMUNI TY OF ST. CHARLES. THE

LA PLATA AND ONE IS LOCATED I'N WALDORF. I N ADDI TI ON TO THE NURSI NG

WALDORF. THESE FACI LI TI ES PROVI DE CARE FOR THE ELDERLY CI TI ZENS OF

JSA
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Schedule H (Form 990) 2009 52-0445374 Page 4
Part VI Supplemental Information

Complete this part to provide the following information.

1

Provide the description required for Part |, line 3c; Part |, line 6a; Part I, line 7g; Part I, line 7, column (f); Part I, line 7; Part Ill,
line 4; Part lll, line 8; Part Ill, line 9b, and Part V. See Instructions.

2 Needs assessment. Describe how the organization assesses the health care needs of the communities it serves.

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 charity care policy.

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

Community building activities. Describe how the organization's community building activities, as reported in Part Il, promote
the health of the communities the organization serves.

Provide any other information important to describing how the organization's hospitals 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.).

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.

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

ACTIVITIES FOR THOSE ELDERLY CI TI ZENS STILL I N THE HOME FAM LI ES.

POPULATI ON FROM 47,678 TO 120, 546 I N THE 2000 CENSUS. CURRENT U. S.

CENSUS ESTI MATES ARE THAT THE POPULATI ON NOW EXCEEDS 140, 444. THI S

W TH AN | NCREASE OF 15% I N THE PERI OD FROM 2000 TO 2005. WHILE THERE

JSA
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Schedule H (Form 990) 2009 52-0445374 Page 4
Part VI Supplemental Information

Complete this part to provide the following information.

1

Provide the description required for Part |, line 3c; Part |, line 6a; Part I, line 7g; Part I, line 7, column (f); Part I, line 7; Part Ill,
line 4; Part lll, line 8; Part Ill, line 9b, and Part V. See Instructions.

2 Needs assessment. Describe how the organization assesses the health care needs of the communities it serves.

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 charity care policy.

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

Community building activities. Describe how the organization's community building activities, as reported in Part Il, promote
the health of the communities the organization serves.

Provide any other information important to describing how the organization's hospitals 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.).

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.

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

28,913 NOW MARRI ED, 1,467 SEPARATED, 924 W DOWED, AND 5, 680 DI VORCED.

CHARLES COUNTY. AFRI CAN AMERI CAN COVPRI SED 85% OF THE CHARLES COUNTY

M NORI TY POPULATI ON. THOUGH THE AMERI CAN | NDI AN/ ALASKAN NATI VE

EMPLOYMENT AND ECONOM C | NDI CATORS FOR THE COUNTY ARE STRONG. | N 2006

THE EMPLOYED POPULATI ON FOR 16 YEARS AND OLDER WAS 108, 609. THE

( EXCLUDI NG TAXI CABS), 546 | NDI VI DUALS WALK, 348 | NDI VI DUALS USE OTHER

JSA
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Schedule H (Form 990) 2009 52-0445374 Page 4
Part VI Supplemental Information

Complete this part to provide the following information.

1

Provide the description required for Part |, line 3c; Part |, line 6a; Part I, line 7g; Part I, line 7, column (f); Part I, line 7; Part Ill,
line 4; Part lll, line 8; Part Ill, line 9b, and Part V. See Instructions.

2 Needs assessment. Describe how the organization assesses the health care needs of the communities it serves.

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 charity care policy.

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

Community building activities. Describe how the organization's community building activities, as reported in Part Il, promote
the health of the communities the organization serves.

Provide any other information important to describing how the organization's hospitals 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.).

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.

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

IN 2006, THE MEAN HOUSEHOLD | NCOVE WAS $95, 033. CHARLES COUNTY HAS A

I'N 2006. AFRI CAN AMERI CANS WERE TW CE AS LI KELY TO REPORT THAT THEY

WERE BELOW THE POVERTY LEVEL AS WHI TES I N THE COUNTY. HOWEVER, THE

LESS THAN THE MARYLAND AVERAGE. THE PERCENTAGE OF COLLEGE EDUCATED

AVERAGE. FOR THE ASI AN POPULATI ON, THE CHARLES COUNTY

HI GHER THAN THE UNI TED STATE AVERAGE. EDUCATI ONAL ATTAI NVENT

JSA
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Schedule H (Form 990) 2009 52-0445374 Page 4
Part VI Supplemental Information

Complete this part to provide the following information.

1

Provide the description required for Part |, line 3c; Part |, line 6a; Part I, line 7g; Part I, line 7, column (f); Part I, line 7; Part Ill,
line 4; Part lll, line 8; Part Ill, line 9b, and Part V. See Instructions.

2 Needs assessment. Describe how the organization assesses the health care needs of the communities it serves.

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 charity care policy.

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

Community building activities. Describe how the organization's community building activities, as reported in Part Il, promote
the health of the communities the organization serves.

Provide any other information important to describing how the organization's hospitals 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.).

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.

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

AND HI SPANI C POPULATI ONS DUE TO SMALL SAMPLE SI ZES.

PERCENT. THE RATE AMONG THE WHI TE POPULATI ON WAS SIM LAR ON A

AVERAGES. THE RATE FOR THE ASI AN POPULATI ON WAS LESS THAN THE

I'N CHARLES COUNTY. I N 2004, CANCER WAS THE LEADI NG CAUSE OF DEATH I N

CHARLES COUNTY. THE AGE ADJUSTED DEATH RATE FOR OVERALL CANCER FROM

THE STATE OVERALL CANCER DEATH RATE OF 190 PER 100, 000. FOR 1998

2002, LUNG AND BRONCHUS CANCER | NCI DENCE I N CHARLES COUNTY | S 66.9

JSA
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Schedule H (Form 990) 2009 52-0445374 Page 4
Part VI Supplemental Information

Complete this part to provide the following information.

1

Provide the description required for Part |, line 3c; Part |, line 6a; Part I, line 7g; Part I, line 7, column (f); Part I, line 7; Part Ill,
line 4; Part lll, line 8; Part Ill, line 9b, and Part V. See Instructions.

2 Needs assessment. Describe how the organization assesses the health care needs of the communities it serves.

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 charity care policy.

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

Community building activities. Describe how the organization's community building activities, as reported in Part Il, promote
the health of the communities the organization serves.

Provide any other information important to describing how the organization's hospitals 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.).

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.

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

ON A COUNTY LEVEL, BOTH THE | NCI DENCE AND MORTALI TY RATES FOR OVERALL

CANCER REPORT DATA. THE COUNTY | NCI DENCE RATE FOR LUNG BRONCHUS

CANCER HAS DROPPED BELOW THE STATE | NCI DENCE (68.0); HOAEVER, THE

2003. THE WHI TE CANCER MORTALI TY RATE ( APPROXI MATELY 230 PER

100, 000) IS SLI GHTLY HI GHER THAN THE AFRI CAN AMERI CAN CANCER

MORTALI TY RATE ( APPROXI MATELY 225 PER 100, 000), THOUGH THE DI FFERENCE

JSA
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Schedule H (Form 990) 2009 52-0445374 Page 4
Part VI Supplemental Information

Complete this part to provide the following information.

1

Provide the description required for Part |, line 3c; Part |, line 6a; Part I, line 7g; Part I, line 7, column (f); Part I, line 7; Part Ill,
line 4; Part lll, line 8; Part Ill, line 9b, and Part V. See Instructions.

2 Needs assessment. Describe how the organization assesses the health care needs of the communities it serves.

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 charity care policy.

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

Community building activities. Describe how the organization's community building activities, as reported in Part Il, promote
the health of the communities the organization serves.

Provide any other information important to describing how the organization's hospitals 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.).

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.

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

W TH | NCREASES I N THE M NORI TY POPULATI ONS, | NCREASES IN M NORI TY

JSA
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Schedule H (Form 990) 2009 52-0445374 Page 4
Part VI Supplemental Information

Complete this part to provide the following information.

1

Provide the description required for Part |, line 3c; Part |, line 6a; Part I, line 7g; Part I, line 7, column (f); Part I, line 7; Part Ill,
line 4; Part lll, line 8; Part Ill, line 9b, and Part V. See Instructions.

2 Needs assessment. Describe how the organization assesses the health care needs of the communities it serves.

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 charity care policy.

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

Community building activities. Describe how the organization's community building activities, as reported in Part Il, promote
the health of the communities the organization serves.

Provide any other information important to describing how the organization's hospitals 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.).

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.

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

MARYLAND MEDI CAL SYSTEM

RETAI NED BY CI VI STA; EVALUATI ON BY NUMBER OF PHYSI CI ANS SUCCESSFULLY

JSA
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Schedule H (Form 990) 2009 52-0445374 Page 4
Part VI Supplemental Information

Complete this part to provide the following information.

1

Provide the description required for Part |, line 3c; Part |, line 6a; Part I, line 7g; Part I, line 7, column (f); Part I, line 7; Part Ill,
line 4; Part lll, line 8; Part Ill, line 9b, and Part V. See Instructions.

2 Needs assessment. Describe how the organization assesses the health care needs of the communities it serves.

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 charity care policy.

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

Community building activities. Describe how the organization's community building activities, as reported in Part Il, promote
the health of the communities the organization serves.

Provide any other information important to describing how the organization's hospitals 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.).

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.

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

PARTNERSHI PS FOR A HEALTHI ER CHARLES COUNTY(PHCC), A 70 PLUS MEMBER

AND REG ONAL ENTI TI ES FOR | SSUES SUCH AS HIN1, NEIMS AND | NAUGURAL

JSA
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Schedule H (Form 990) 2009 52- 0445374 Page 4
Part VI Supplemental Information

Complete this part to provide the following information.

1 Provide the description required for Part |, line 3c; Part I, line 6a; Part I, line 7g; Part I, line 7, column (f); Part |, line 7; Part Il
line 4; Part lll, line 8; Part Ill, line 9b, and Part V. See Instructions.

2 Needs assessment. Describe how the organization assesses the health care needs of the communities it serves.

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 charity care policy.

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

5 Community building activities. Describe how the organization's community building activities, as reported in Part Il, promote
the health of the communities the organization serves.

6 Provide any other information important to describing how the organization's hospitals 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.).

7 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.

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

COVMUNI TY SERVED BY THE HOSPI TAL AND WHO ARE NEI THER EMPLOYEES NOR

JSA Schedule H (Form 990) 2009

9E1287 1.000

26035M 2502 V 09-9.3 526225



I OMB No. 1545-0047

SCHEDULE |

Grants and Other Assistance to Organizations,

(Form 990) - : i 2@09
Governments, and Individuals in the United States
De Complete if the organization answered "Yes" to Form 990, Part 1V, line 21 or 22. Open to Public
partment of the Treasury .
Internal Revenue Service » Attach to Form 990. Inspection
Name of the organization Employer identification number
Cl VI STA MEDI CAL CENTER, | NC. 52-0445374

General Information on Grants and Assistance
1 Does the organization maintain records to substantiate the amount of the grants or assistance, the grantees' eligibility for the grants or assistance, and
the selection criteria used to award the grants or assistance? Yes |:| No

2 Describe in Part IV the organization's procedures for monitoring the use of grant funds in the United States.

Il Grants and Other Assistance to Governments and Organizations in the United States. Complete if the organization answered "Yes" to
Form 990, Part IV, line 21, for any recipient that received more than $5,000. Check this box if no one recipient received more than $5,000. Use

Part IV and Schedule I-1 (Form 990) if additional spaceis needed . . . . . . . . . o i i i it i i e e e e e e e >|:|
1 (a) Name and address of organization (b) EIN (c) IRC section (d) Amount of cash grant|(e) Amount of non-cash (f) Method of valuation (9) Description of (h) Purpose of grant
or government if applicable assistance (book, meé?)ppralsal, non-cash assistance or assistance
EE_AI__T_H_P_ABT_NER_S_I_N_C _________________ CLIN C
PO BOX 1865 WALDORF, MD 20604 52-1767044 501(C) (3) 50, 000. DONATI ONS
AMERI CAN CANCER SOOI ETY | RELAY FOR
250 W LLI AMS STREET ATLANTA, GA 30303 13-1788491 501(C) (3) 8,012. [FW N- KI ND LI FE SUPPORT

2  Enter total number of section 501(c)(3) and government organizations | . . . . . . . . . e e e e e e e e o » 2_
3 _Enter total number of other organizations . . . . . & o o vt .t e e e e e e e e e e e e e e e e e e e e e m e e e e s e e me e e e eee e e e | 2
For Privacy Act and Paperwork Reduction Act Notice, see the Instructions for Form 990. Schedule | (Form 990) 2009

JSA
9E1288 2.000

26035M 2502 V 09-9.3 526225



Page 2

Schedule | (Form 990) 2009 52-0445374
eIl Grants and Other Assistance to Individuals in the United States. Complete if the organization answered "Yes" on Form 990, Part IV, line 22.
Use Part IV and Schedule I-1 (Form 990) if additional space is needed.
(a) Type of grant or assistance (b) Number of (c) Amount of (d) Amount of (e) Method of valuation (book, (f) Description of non-cash assistance
recipients cash grant non-cash assistance FMV, appraisal, other)

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

PART 1, LINE 2
CIVISTA MEDI CAL CENTER MAKES FINANCIAL AND IN-KIND CONTRIBUTIONS TO
VAR QUS CHARI TABLE ORGANI ZATIONS IN THE cooNITY.
Schedule | (Form 990) 2009
JSA
9E1289 1.000
V 09-9.3 526225

26035M 2502



SCHEDULE J Compensation Information | omB No. 1545-0047
(Form 990) For certain Officers, Directors, Trustees, Key Employees, and Highest 2@09

Compensated Employees
p Complete if the organization answered "Yes" to Form 990,

Department of the Treasury Part IV, line 23. Open to Public
Internal Revenue Service P Attach to Form 990. P> See separate instructions. Inspection
Name of the organization Employer identification number
Cl VI STA MEDI CAL CENTER, | NC. 52-0445374
Questions Regarding Compensation
Yes | No
la Check the appropriate box(es) if the organization provided any of the following to or for a person listed in Form
990, Part VII, Section A, line 1a. Complete Part Il to provide any relevant information regarding these items.
First-class or charter travel Housing allowance or residence for personal use
Travel for companions Payments for business use of personal residence
Tax indemnification and gross-up payments Health or social club dues or initiation fees
Discretionary spending account Personal services (e.g., maid, chauffeur, chef)
b If any of the boxes on line 1a is checked, did the organization follow a written policy regarding payment
or reimbursement or provision of all of the expenses described above? If "No," complete Part lll to
BXPIAIN L L L L e e e e e e e e e e e e e 1b
2 Did the organization require substantiation prior to reimbursing or allowing expenses incurred by all
officers, directors, trustees, and the CEO/Executive Director, regarding the items checked in line 1a? , _ . . . . 2
3 Indicate which, if any, of the following the organization uses to establish the compensation of the
organization's CEO/Executive Director. Check all that apply.
Compensation committee - Written employment contract
Independent compensation consultant Compensation survey or study
- Form 990 of other organizations Approval by the board or compensation committee
4  During the year, did any person listed in Form 990, Part VII, Section A, line 1a, with respect to the filing
organization or a related organization:
a Receive a severance payment or change-of-control payment? | . . . . . . . . . . . . 4a X
Participate in, or receive payment from, a supplemental nonqualified retrementplan? . . . . . . .. .. ... 4b X
¢ Participate in, or receive payment from, an equity-based compensation arrangement?, _ . . . . .. .. ... .. 4c X
If "Yes" to any of lines 4a-c, list the persons and provide the applicable amounts for each item in Part lIl.
Only section 501(c)(3) and 501(c)(4) organizations must complete lines 5-9.
5 For persons listed in Form 990, Part VII, Section A, line 1a, did the organization pay or accrue any
compensation contingent on the revenues of:
a Theorganization?, | . . . . . . L e e e e e 5a X
b Anyrelated organization? . . . . .. L L L L e e e e e e e 5b X
If “Yes" to line 5a or 5b, describe in Part Ill.
6 For persons listed in Form 990, Part VII, Section A, line 1a, did the organization pay or accrue any
compensation contingent on the net earnings of:
a Theorganization?, | . . . . . . . L e e e e 6a X
b Anyrelated organization? . . . . ... L L L e e e e e e e 6b X
If “Yes" to line 6a or 6b, describe in Part lll.
7  For persons listed in Form 990, Part VII, Section A, line 1a, did the organization provide any non-fixed
payments not described in lines 5 and 67 If "Yes," describe inPart Il _ . . . . . . . .. .. .. ... ... .. 7 X
8 Were any amounts reported in Form 990, Part VII, paid or accrued pursuant to a contract that was
subject to the initial contract exception described in Regs. section 53.4958-4(a)(3)? If "Yes," describe
AN 22U 8 X
9 If"Yes" to line 8, did the organization also follow the rebuttable presumption procedure described in
Regulations section 53.4958-6(C)? . . . . . v v i i v i i i i e e e e e e e e e e e e e e e e e e e e e 9
For Privacy Act and Paperwork Reduction Act Notice, see the Instructions for Form 990. Schedule J (Form 990) 2009

JSA
9E1290 2.000
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Schedule J (Form 990) 2009

52- 0445374

Page 2

Officers, Directors, Trustees, Key Employees, and Highest Compensated Employees. Use Schedule J-1 if additional space is needed.

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

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

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

(C) Retirement and

(D) Nontaxable

(E) Total of columns

(F) Compensation

(A) Name (i) Base (i) Bonus & incentive (iii) Other other deferred benefits (B)(i)-(D) reported in prior
compensation compensation reportable compensation Form 990 or
compensation Form 990-EZ
@) 151, 336. 0. 0. 12, 012. 8, 291. 171, 639. 0.
CATHY DELLI GATTI al| o.] T ol o T ol ol ol 0.
0 322, 038. 40, 000. 10, 763. 5, 712. 980. 379,493 0.
NOEL CERVI NO al o] ol o T ol o 0. 0.
| 156,068 ol O 29,78, 5205 191,058, 0.
KEVI N BURBULES (ii) 0. 0. 0. 0. 0. 0. 0.
M| 290,405 O] 16,636, o] 0l 807,041 0.
CHRI STI NE STEFANI DES (ii) 0. 0. 0. 0. 0. 0. 0.
O 20307, ol O 18,015 = 6,529  _ 222,615 0.
GARY HERBEK (ii) 0. 0. 0. 0. 0. 0. 0.
o 148217 ol °8) 2181 189 150,635 0.
ERI K BOAS (i) 0. 0. 0. 0. 0. 0. 0.
(0 I O A N S A
(it)
(0 I O A N A A
(it)
(0 I O A N S A
(it)
(0 I O S N S A
(it)
(0 I O A S S E
(it)
(0 I O A N S A
(it)
(0 I I O A N S E
(it)
(0 I O A N S A
(it)
(0 I O A N S E
(it)
(0 I O A N A A
(ii)
Schedule J (Form 990) 2009
JSA
9E1291 1.000
26035M 2502 V 09-9.3 526225



Schedule J (Form 990) 2009 52-0445374 Page 3
=E13lI[l Supplemental Information

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

Schedule J (Form 990) 2009

JSA
9E1292 1.000
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SCHEDULE K
(Form 990)

Supplemental Information on Tax-Exempt Bonds

» Complete if the organization answered "Yes" to Form 990, Part IV, line 24a. Provide descriptions,
explanations, and any additional information on Schedule O (Form 990).

Department of the Treasury
Internal Revenue Service

p Attach to Form 990. See separate instructions.

OMB No. 1545-0047

Open to Public

Inspection

Name of the organization

Employer identification number

Cl VI STA MEDI CAL CENTER, | NC. 52-0445374
Bond Issues
(h)On
(a) Issuer name (b) Issuer EIN (c) CUSIP # | (d) Date issued (e) Issue price (f) Description of purpose (9) Defeased bghalf of
Issuer
Yes No Yes | No
A MARYLAND HEALTH AND HI GHER EDUCATI ONAL FACI LI TI ES 52- 0936091 574217UL7 | 02/ 09/ 2005 60, 097, 615. |BUI LD ADDI TI ON AND RENI VATE HO X X
B
C
D
E
Proceeds
A B C E
1 Totalproceedsofissue . . . . = & & & @ i i i i i ittt e e e 60, 097, 615.
2 Gross proceedsinreservefunds .+ v v 4 v v 4w e e v 4 e e ww s 4,511, 625.
3 Proceeds in refunding or defeasance escrows . . « « + v v o 4 .
4 Other unspent proceeds . . « « « v v v vt o o o 0t 0 x xw x xx s
5 Issuance costsfromproceeds . . « v v v v v 4 v e e w4 e w . 3,796, 282.
6 Working capital expenditures from proceeds . . . « v v 4 044 . .
7 Capital expenditures from proceeds - = « « « = ¢+« 4 00 o4 . .. 51, 789, 708.
8 Year of substantialcompletion. . . « v v v @ v v 40w e 2007
Yes No Yes No Yes No Yes No Yes No
9 Were the bonds issued as part of a current refunding issue? X
10 Were the bonds issued as part of an advance
refunding issue? . . . . . i i i e i e e e e e e e e e e e e e e e e s X
11 Has the final allocation of proceeds beenmade? . . . . . . .. .. X
12 Does the organization maintain adequate books and
records to support the final allocation of proceeds? . . . . . . . . X
Private Business Use
1 Was the organization a partner in a partnership, or a A 5 < =
member ofgan LLC, which owned property financed by Yes No Yes No Yes No Yes No Yes No
tax-exemptbonds?. . . v v v i v v u e e e e e e e e e e e e e e X
2 Are there any lease arrangements with respect to the
financed property which may result in private business use? X
For Privacy Act and Paperwork Reduction Act Notice, see the Instructions for Form 990. Schedule K (Form 990) 2009
JSA
9E1295 2.000
26035M 2502 V 09-9.3 526225



Schedule K (Form 990) 2009

Page 2

Part llI Private Business Use (Continued)

3a Are there any management or service contracts with
respect to the financed property which may result in
private buSINESS USE2. « v & v & & & & & & & s & s & &8 & & s = = & s & & &

Yes

No Yes

No

Yes

No

Yes

No

Yes

No

b Are there any research agreements with respect to the

financed property which may result in private business

USE? « + & & & & & & & & & a & & s & & & » & & s & = & » & & s = = & » & &

¢ Does the organization routinely engage bond counsel

or other outside counsel to review any management or

service contracts or research agreements relating to
the financed property?

Enter the percentage of financed property used in a
private business use by entities other than a section
501(c)(3) organization or a state or local government

%

%

%

%

%

Enter the percentage of financed property used in a
private business use as a result of unrelated trade or

business activity carried on by your organization, another
section 501(c)(3) organization, or a state or local government , , . , . .

%

%

%

%

%

(o))

Total of lines 4 and 5

%

%

%

%

%

~

Has the organization adopted management practices
and procedures to ensure the post-issuance
ompliance of its tax-exempt bond liabilities?

C
mp Arbitrage

1 Has a Form 8038-T, Arbitrage Rebate, Yield Reduction

and Penalty in Lieu of Arbitrage Rebate, been filed
with respecttothebondissu€? = « « & & v v & & v & & 4 & & & & 8 8w a =

Yes

No

Yes

No

Yes

No

Yes

No

Yes

No

2

Is the bond issue a variable rate issue?

3a Has the organization or the governmental issuer
identified a hedge with respect to the bond issue on
its books and records?

b Name of provider

¢ Term of hedge

4a Were gross proceeds investedinaGIC? = = & & & & & @ @ e e e e aaaa.

b Name of provider

¢ _Term of GIC

d Was the regulatory safe harbor for establishing the fair

market value of the GIC satisfied?

5 Were any gross proceeds invested beyond an
available temporary period?

6__Did the bond issue qualify for an exception to rebate?

JSA
9E1296 1.000

26035M 2502

V 09-9.3

526225
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SCHEDULE O | ome No. 1545-0047

Supplemental Information to Form 990

(Form 990) 2@09
Complete to provide information for responses to specific questions on
Form 990 or to provide any additional information. Open to Public
Department of the Treasury B
Internal Revenue Service » Attach to Form 990. Inspectlon
Name of the organization Employer identification number
Cl VI STA MEDI CAL CENTER, | NC. 52-0445374

ATTACHMENT 1

DESCRI PTI ON OF 990 REVI EW PROCESS

PART VI, LINE 11

THE PROCESS FOR REVI EW NG THE FORM 990 BEGA NS W TH CI VI STA' S STAFF
ACCOUNTANT WORKI NG W TH THE CONTROLLER I N REVI EW NG THE FI RST DRAFT FORM
990. THE STAFF ACCOUNTANT AND CONTROLLER W LL COORDI NATE W TH THE

| NDEPENDENT ACCOUNTI NG FI RM KPMG, TO UPDATE ANY NECESSARY CHANGES.

VWHI LE THE CONTROLLER SCHEDULES THE SERVI CES OF KPMG TO PRESENT THE FI NAL
DRAFT FORM 990 TO THE FI NANCE COVMM TTEE OF THE BOARD OF DI RECTORS, THE
CHI EF FI NANCI AL OFFI CER W LL REVI EW THE DOCUMENT BEFORE THE FI NAL DRAFT
I'S GENERATED. ONCE ALL NECESSARY CORRECTI ONS ARE MADE, COPI ES OF THE

FI NAL DRAFT FORM 990 W LL BE PROVI DED TO THE FI NANCE COW TTEE PRI OR TO
THE MEETI NG FOR THEI R REVI EW (WHI CH W LL BE REQUI RED TO BE KEPT

CONFI DENTI AL UNTIL THE FORM 990 | S FI NALI ZED AND SI GNED). THE FI NAL
DRAFT FORM 990 W LL BE PRESENTED BY KPMG AT THE FI NANCE COWM TTEE MEETI NG
FOR QUESTI ONS AND FI NAL APPROVAL. ONCE THE FI NANCE COWM TTEE APPROVES
THE FORM 990 TO BE SI GNED, THE PRESI DENT AND CHI EF EXECUTI VE OFFI CER W LL
SIGN AS CI VI STA'S AUTHORI ZED SI GNER. THE FI NAL FORM 990 W LL BE PROVI DED

TO THE FULL BOARD OF DI RECTORS FOR | NFORMATI ONAL PURPOSES BEFORE FI LI NG

PROCESS FOR DETERM NI NG COVPENSATI ON
PART VI, LINE 15
THE ORGANI ZATI ON UTI LI ZES AN | NDEPENDENT COMPENSATI ON COWM TTEE, AN

| NDEPENDENT COMPENSATI ON CONSULTANT, A VWRI TTEN EMPLOYMENT CONTRACT, A

For Privacy Act and Paperwork Reduction Act Notice, see the Instructions for Form 990. Schedule O (Form 990) 2009
JSA
9E1227 2.000

26035M 2502 V 09-9.3 526225



Schedule O (Form 990) 2009 Page 2
Name of the organization Employer identification number

Cl VI STA MEDI CAL CENTER, | NC. 52-0445374
ATTACHVENT 1 (CONT' D)
COMPENSATI ON SURVEY OR STUDY, AND APPROVAL BY THE BOARD/ COMPENSATI ON

COW TTEE.

THE CHI EF EXECUTI VE OFFI CER/ PRESI DENT AND THE EXECUTI VE COWM TTEE OF THE
BOARD REVI EWs AND APPROVES THE COVPENSATI ON FOR THE ORGANI ZATI ON' S TOP

MANAGEMENT OFFI CI ALS AND OTHER OFFI CERS AND KEY EMPLOYEES.

THE SALARY OF MANAGEMENT EMPLOYEES ARE BASED A MARKET STUDY OF COMPARABLE
POSI TI ONS, EDUCATI ON, AND EXPERI ENCE AS RELATED TO THE MANAGER' S

POSI TION. I N ORDER TO DETERM NE THE MANAGER S SALARY, THE COWMPENSATI ON
AND BENEFI TS SPECI ALI ST COMPLETES A RELATI VE MARKET STUDY TO OBTAI N

I NFORMATI ON ABOUT COMPARABLE JOBS | N THE HEALTHCARE | NDUSTRY. HUMAN
RESOQURCES EVALUATES THE MARKET STUDY AND THEN MAKES A RECOMMENDATI ON.
HUMAN RESOURCES ALSO USES DATA PREPARED BY | NDEPENDENT COWMPENSATI ON
CONSULTANTS. AFTER DECI DI NG ON THE COMPENSATI ON OF THE MANAGEMENT
EMPLOYEE, THE DECI SI ON | S DOCUMENTED | N THE EXECUTI VE COW TTEE M NUTES.
THE YEAR THAT THI S PROCESS WAS LAST UNDERTAKEN FOR THESE TYPES COF

POSI TI ONS WAS | N THE CURRENT YEAR.

THE CHI EF EXECUTI VE OFFI CER/ PRESI DENT | S THE ONLY EMPLOYEE WHO HAS A

VWRI TTEN CONTRACT. EFFECTI VE OCTOBER 1, 2009, THE CHI EF EXECUTI VE

OFFI CER, CHI EF FI NANCI AL OFFI CER, AND CHI EF MEDI CAL OFFI CER ARE EMPLOYEES
OF THE UNI VERSI TY OF MARYLAND MEDI CAL SYSTEM (UMVS) AND THEI R

COVPENSATI ON PACKAGES ARE DETERM NED PER AN UMMS EXECUTI VE COVPENSATI ON

COW TTEE.

CONFLI CTS MONI TORI NG AND ENFORCEMENT

JSA Schedule O (Form 990) 2009
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Name of the organization Employer identification number

Cl VI STA MEDI CAL CENTER, | NC. 52-0445374
ATTACHVENT 1 (CONT' D)

PART VI, LINE 12C

THE CONFLI CTS MONI TORI NG AND ENFORCEMENT POLI CY | S ESTABLI SHED TO
PRCHI BI T ACTI VI TI ES THAT MAY CONFLI CT OR APPEAR TO CONFLI CT WTH
Cl VI STA' S BUSI NESS. EMPLOYEES | N KEY PGCSI TI ONS AT Cl VI STA HAVE AN

OBLI GATION TO CI VI STA TO AVO D CONFLI CT OF | NTEREST SI TUATI ONS.

KEY EMPLOYEES ARE EXEMPT ADM NI STRATI VE AND NON- EXEMPT EMPLOYEES WHO HAVE
THE AUTHORI TY TO MAKE COMM TMENTS FOR ClI VI STA RESOURCES. ALL KEY
EMPLOYEES MUST SI GN A DI SCLOSURE OF BUSI NESS | NTEREST/ CONFLI CT OF

| NTEREST STATEMENT.

IT IS THE POLICY OF Cl VI STA THAT KEY EMPLOYEES DI SCLOSE ANY DETAI L OF ANY
ACTIVITIES OR | NTERESTS WHI CH MAY CONFLI CT OR APPEAR TO CONFLI CT W TH

Cl VI STA' S BUSI NESS.

CONFLI CT OF | NTEREST BEHAVI ORS ARE VARI ED, HOWEVER, | T WOULD BE

PRCHI BI TED FOR AN EMPLOYEE TO BE DI RECTLY CONNECTED I N ANY MANNER W TH
ANY BUSI NESS OR ENTITY WHI CH SELLS OR PROVI DES MATERI ALS, SUPPLI ES,
EQUI PMENT, FACILITIES OR SERVICES TO OR VHICH IS I N DI RECT OR | NDI RECT

COWPETI TION WTH OR WHICH I S A CUSTOMER OF CI VI STA.

ALL EMPLOYEES SHALL REFRAI N FROM ANY CONDUCT DURI NG THE PERFORMANCE OF
THEI R DUTI ES THAT HAS THE APPEARANCE OF | MPRCPRI ETY OR THAT COULD
REASONABLY BE CONSTRUED AS CONTRARY TO THE | NTERESTS AND M SSI ON OF THI S

ORGANI ZATI ON.
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Name of the organization Employer identification number

Cl VI STA MEDI CAL CENTER, | NC. 52-0445374
ATTACHVENT 1 (CONT' D)
AN EMPLOYEE MAY NOT ACCEPT CASH I N ANY AMOUNT OR OTHER PERSONAL G FTS

HAVI NG ANY VALUE OR ANY OTHER PERSONAL FAVORS FOR PERFORMANCE WHI CH GOES
BEYOND COVMMON COURTESY | N THE PERFORMANCE OF HI S/ HER JOB DUTI ES FROM
ANYONE W TH VWHOM CI VI STA HAS OR IS LI KELY TO HAVE ANY BUSI NESS DEALI NGS.
THESE | NDI VI DUALS MAY | NCLUDE AN EMPLOYEE, PERSPECTI VE EMPLOYEES,

CUSTOMERS, COMPETI TORS OR VENDORS.

AN EMPLOYEE MAY NOT DI SCLOSE DI RECTLY OR | NDI RECTLY ANY | NFORMATI ON OF
ANY KI ND ACQUI RED I N THE COURSE OF EMPLOYMENT OR ASSOCI ATI ON W TH CI VI STA
OR USE ANY SUCH | NFORMVATI ON TO FURTHER ANY PERSONAL | NTERESTS OR TO THE

DETRI MENT OF CI VI STA.

ANY EMPLOYEE WHO HAS KNOWL.EDGE OF ACTI VI TI ES THAT HE OR SHE BELI EVES MAY
VI OLATE ANY OF THESE PROCEDURES HAS AN OBLI GATI ON TO REPORT THEM
| MVEDI ATELY TO THEI R SUPERVI SOR/ DEPARTMENT MANAGER OR THE VI CE PRESI DENT,

HUMAN RESOURCES.

ANY | NDI VI DUAL VWHO KNOW NGLY VI OLATES THI S POLI CY |'S SUBJECT TO
DI SCI PLI NARY ACTI ON UP TO AND | NCLUDI NG DI SCHARGE | N ADDI TI ON TO

POTENTI AL CRI M NAL PROSECUTI ON.

VWHI LE ALL EMPLOYESS ARE REQUI RED TO SI GN A CONFLI CT OF | NTEREST
DI SCLOSURE, I T IS THE POLI CY OF CI VI STA THAT KEY EMPLOYEES DI SCLOSE ANY
DETAI L OF ANY ACTIVITIES OR I NTERESTS WHI CH MAY CONFLI CT OR APPEAR TO

CONFLI CT WTH CI VI STA'S BUSI NESS. KEY EMPLOYEES ARE EXEMPT ADM NI STRATI VE

JSA Schedule O (Form 990) 2009
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Name of the organization Employer identification number

Cl VI STA MEDI CAL CENTER, | NC. 52-0445374
ATTACHVENT 1 (CONT' D)
AND NON- EXEMPT EMPLOYEES WHO HAVE THE AUTHORI TY TO MAKE COW TMENTS FOR

Cl VI STA'S RESOURCES. THE RESPONSES ARE I NI Tl ALLY REVI EMED BY HUMAN
RESOQURCES. | F ANYTHI NG | S DI SCLOSED, THE DI SCLOSURE IS SENT TO THE

COVPLI ANCE OFFI CER WHO CONSULTS W TH OQUTSI DE ATTORNEYS. AFTER REVI EW OF
THE DI SCLOSURES, |F A CONFLICT IS I DENTI FI ED, THE EMPLOYEE WOULD BE

NOTI FI ED OF THE CONFLI CT AND ASKED TO REFRAI N FROM ANY FURTHER ACTI VI TY.
DEPENDI NG ON THE CONFLI CT, THE APPROPRI ATE ACTI ON WOULD BE FOR THE PERSON
I N\VOLVED TO RECUSE THEMSELVES. | F AN | NDI VI DUAL KNOW NGLY VI OLATES THI S
POLI CY, THEY W LL BE SUBJECT TO DI SCI PLI NARY ACTI ON UP TO AND | NCLUDI NG

DI SCHARGE | N ADDI TI ON TO POTENTI AL CRI M NAL PROSECUTI ON.

AS PART OF THE ANNUAL COWMPETENCI ES, EVERY EMPLOYEE COMPLETES A ONLI NE
MODULE | N HEALTHSTREAM, CI VI STA'S ONLI NE SUPPORT PAGE, WHI CH DETAI LS

THEI R RESPONSI Bl LI TY FOR DI SCLOSURE UNDER THE PCLI CY.

DOCUMENTATI ON AVAI LABI LI TY
PART VI, LINE 19
THE ORGANI ZATI ON MAKES | TS GOVERNI NG DOCUMENTS, CONFLICT OF | NTEREST

POLI CY AND FI NANCI AL STATEMENTS AVAI LABLE TO THE PUBLI C UPON REQUEST.

MANAGEMENT SERVI CES AGREEMENT

PART VI, LINE 3

EFFECTI VE OCTOBER 1, 2009, CIVISTA HEALTH AND I TS RELATED ORGANI ZATI ONS
SI GNED A MANAGEMENT SERVI CES AGREEMENT W TH UNI VERSI TY OF MARYLAND

MEDI CAL SYSTEM CORPORATI ON (" UMMS", A SECTI ON 501(C)(3) ORGANI ZATI ON)
WHEREBY UMMS PROVI DES MANAGEMENT SUPERVI SI ON FOR THE OPERATI ON AND

STRATEG C DEVELOPMENT OF CI VI STA WTH THE GOAL OF | MPROVI NG SERVI CE,

JSA Schedule O (Form 990) 2009
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Page 2

Name of the organization

Cl VI STA MEDI CAL CENTER

I NC.

Employer identification number

52- 0445374

QUALI TY OF CARE AND OTHER AREAS OF OPERATI ON

ATTACHVENT 1 ( CONT' D)

THE CHI EF EXECUTI VE

OFFI CER, THE CHI EF FI NANCI AL OFFI CER AND THE CHI EF MEDI CAL OFFI CER ARE

EMPLOYEES OF UWMS, BUT ClI VI STA MEDI CAL CENTER REI MBURSES UMMS FOR THEI R

COVPENSATI ON PACKAGES.

I N ADDI TI ON TO REI MBURSI NG UMMS FOR THE SERVI CES

OF THE SENI OR EXECUTI VE PERSONNEL, CIVISTA MEDI CAL CENTER PAYS UWMS A FEE

FOR OTHER SERVI CES UNDER THE AGREEMENT.

SCHEDULE K, PART I

AMOUNTS

540, 000
555, 000
575, 000
590, 000
610, 000
630, 000
650, 000
675, 000
700, 000
730, 000
760, 000
790, 000
820, 000
7,900, 000
10, 425, 000

32, 050, 000

CUSI P NUMBERS

574217UL7
574217UNb
574217UN3
574217UP8
574217UQ6
574217UR4
574217US2
574217UTO
574217007
574217UV5
574217UWB
574217UX1
574217UY9
574217U76
574217VAO

574217VB8

JSA
9E1228 2.000
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Name of the organization Employer identification number

Cl VI STA MEDI CAL CENTER, | NC. 52-0445374
ATTACHVENT 1 (CONT' D)

$59, 000, 000 BONDS AT REDEMPTI ON PRI CE

SCHEDULE K, PART 11

OF THE PROCEEDS REPORTED AS | SSUANCE COSTS, $1, 180, 000 OF THE PROCEEDS
WERE USED FOR BOND | SSUANCE COSTS (| NCLUDI NG UNDERWRI TERS' DI SCOUNT) AND

$2,616, 282 OF THE PROCEEDS WERE USED FOR CREDI T ENHANCEMENT.

ATTACHMENT 2

FORM 990, PART 111, LINE 1 - ORGANI ZATION'S M SSI ON

Cl VI STA MEDI CAL CENTER PROVI DES EXCELLENT CARE TO EACH PATI ENT IN A
SAFE, CARI NG AND FAM LY- CENTERED ENVI RONMENT. ClI VI STA FOSTERS A
HEALTH ER COMMUNI TY BY PROVI DI NG SERVI CE EDUCATI ON AND ACCESS TO CARE
I N CONCERT WTH OTHER COVMUNI TY ORGANI ZATI ONS. THE ORGANI ZATI ON

STRI VES TO BE THE PREEM NENT HEALTHCARE PROVI DER FOR OUR COVMMUNI TY
THROUGH ENHANCED FACI LI TI ES, TECHNOLOGY AND EQUI PMENT, AN EXCELLENT
RECORD OF QUALITY CARE AND PATI ENT SAFETY, A HI GHLY RESPONSI VE
EMERGENCY SERVI CES DELI VERY, A SKI LLED WORKFORCE AND EXCELLENT

PHYSI CI AN PARTNERS AND FI NANCI AL HEALTH TO ASSURE FUNDS FOR

RE- | NVESTMENT.

ATTACHMENT 3

4A PROGRAM SERVI CE

Cl VI STA MEDI CAL CENTER COMMUNI TY BENEFI TS PROGRAM UTI LI ZES A

JSA Schedule O (Form 990) 2009
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Name of the organization Employer identification number

Cl VI STA MEDI CAL CENTER, | NC. 52-0445374

FORM 990, PART |11 - PROGRAM SERVI CES

ATTACHVENT 3 ( CONT' D)

PLANNED, MANAGED, ORGANI ZED, AND MEASURED APPROACH TO MEETI NG THE
| DENTI FI ED COMVUNI TY NEEDS OF THE AREA WE SERVE. THE M SSION | S TO
| MPROVE OVERALL COWUNI TY HEALTH BY | MPROVI NG ACCESS TO HEALTH
CARE, ENHANCI NG THE HEALTH OF THE COMMUNI TY, ADVANCI NG HEALTHCARE

KNOWNLEDGE AND WORKI NG W TH HEALTH - PROVI DI NG AGENCY PARTNERS.

Cl VI STA MEDI CAL CENTER I N PARTNERSHI P W TH THE CHARLES COUNTY
DEPARTMENT OF HEALTH, HAS CONDUCTED A NEEDS ASSESSMENT OF CHARLES
COUNTY EVERY 5 YEARS. BEG NNI NG 2011, | N ACCORDANCE W TH NEW
REGULATI ONS, THE NEEDS ASSESSMENT W LL BE CONDUCTED EVERY 3 YEARS.
THE DATA | NCLUDED I N THI S REPORT WAS COLLECTED I N 2006 AND THE
UPDATED ASSESSMENT 1S I N PROCESS AND DUE TO BE COMPLETED I N 2011.
THI' S SURVEY | NCLUDES RESPONSES FROM HEALTH CARE PROVI DERS AS WELL
AS COMMUNI TY RESI DENTS. ADDI TI ONALLY, THE CHARLES COUNTY COVMUNI TY
FOUNDATI ON, | N COOPERATI ON W TH CI VI STA MEDI CAL CENTER, CHARLES
COUNTY DEPARTMENT OF HEALTH, THE UNI TED WAY OF CHARLES COUNTY AND
THE CHARLES COUNTY GOVERNMENT CONDUCTED A PRI ORI TY NEEDS
ASSESSMENT FOR CHARLES COUNTY IN 2008. I N APRIL 2009, THE CHARLES
COUNTY LOCAL MANAGEMENT BOARD CONDUCTED A NEEDS ASSESSMENT. THE
MARYLAND PHYSI Cl AN DATA IS FROM THE MARYLAND HEALTH COVMM SSI ON' S
2008 REPCRT. THE DATA FROM ALL OF THESE REPORTS |'S | NCLUDED I N THE
NEEDS ASSESSMENT UPDATE AND IS SHARED W TH ALL OF THE MEMBERS OF
PARTNERSHI PS FOR A HEALTH ER CHARLES COUNTY (PHCC) OF WHI CH

Cl VI STA MEDI CAL CENTER IS A FOUNDI NG MEMBER. PHCC CONSI STS OF MORE

THAN 60 COVMUNI TY MEMBER CRGANI ZATI ONS FROM A BROAD SPECTRUM OF

JSA Schedule O (Form 990) 2009
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Name of the organization Employer identification number

Cl VI STA MEDI CAL CENTER, | NC. 52-0445374

FORM 990, PART |11 - PROGRAM SERVI CES

ATTACHVENT 3 ( CONT' D)

HEALTH- RELATED SERVI CES AND | NCLUDES REPRESENTATI VES FROM STATE
AND LOCAL GOVERNMENT. THE STEERI NG COMM TTEE OF PHCC CONSI STS OF
LEADERSHI P FROM FOUR COVMUNI TY ORGANI ZATI ONS | N ADDI TI ON TO

Cl VI STA MEDI CAL CENTER, CHARLES COUNTY PUBLI C SCHOOLS, COLLEGE OF
SOUTHERN MARYLAND AND THE CHARLES COUNTY DEPARTMENT OF HEALTH.

THI' S | NFORMATI ON WAS SHARED W TH ALL OF OUR PARTNER AGENCI ES TO

I DENTI FY COMMUNI TY HEALTH NEEDS | N CHARLES COUNTY. THI S DATA
SERVES AS THE PLANNI NG AND EVALUATI ON MECHANI SM FOR CI VI STA

MEDI CAL CENTER' S COMMUNI TY BENEFI TS PROGRAM

ACCOWPLI SHVENTS: Cl VI STA MEDI CAL CENTER PROVI DED OVER $4.1 M LLI ON
I N CHARI TY CARE, UNPAI D MEDI CAI D COSTS, COVMUNI TY HEALTH

| MPROVEMENT SERVI CES, SUBSI DI ZED HEALTH SERVI CES, CASH AND | N- KI ND
DONATI ONS AND COMMUNI TY BUI LDI NG ACTIVITIES IN FY2010. THI S YEAR,
VE PROVI DED AND SUPPORTED PROGRAMS AND ACTI VI TI ES SUCH AS:

SCREENI NGS AND EDUCATI ON:

HEART DI SEASE: SCREENI NGS SUCH AS MATTERS OF THE FEMALE HEART -
HEART RI SK SCREENI NG FOR WOMEN, STROKE SCREENI NGS, BLOOD PRESSURE
SCREENI NGS, AND DI ABETES EDUCATI ON AND SCREENI NGS; EDUCATI ON
PROGRAMS SUCH AS STROKE RI SK REDUCTI ON, AND LOWERI NG YOUR

CHOLESTEROL CLASSES.

CANCER: SCREENI NGS SUCH AS PROSTATE AND COLORECTAL CANCER, TOBACCO

CESSATI ON PROGRAM, CERVI CAL AND BREAST SCREENI NGS EXAMS, EDUCATI ON

JSA Schedule O (Form 990) 2009
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Name of the organization Employer identification number
Cl VI STA MEDI CAL CENTER, | NC. 52-0445374
FORM 990, PART |11 - PROGRAM SERVI CES

ATTACHVENT 3 ( CONT' D)

AS WELL AS THE PI NK LADI ES AND SI STERS AT HEART SUPPORT GROUPS,

AND ACS' RELAY FOR LI FE SURVI VOR SUPPORT.

COVMUNI TY EDUCATI ON PROGRAMS AND SERVI CES SUCH AS ADVANCED
DI RECTI VES, ARTHRI TI' S AND OSTEOPOROCSI S, BREASTFEEDI NG, COMMUNI TY
DI SASTER DRI LLS, SCHOOL CAREER DAYS AND WE CAN! CHI LDHOOD OBESI TY

PROGRAM FAI TH- BASED HEALTH EXPO.

SUPPORT GROUPS SUCH AS STROKE SUPPORT, PARKINSON S SUPPORT GROUP,

PI NK LADI ES AND SI STER' S AT HEART AND OSTOMY SUPPORT GROUP.

CLINICS AND CLI NI C SERVI CES SUCH AS PRE NATAL AND OB CLINIC, FLU
VACCI NE CLI NI C, RENAL DI ALYSI S SERVI CES, AMERI CAN RED CROSS BLOOD

DRI VES

COVMMUNI TY COVM TTEES, BOARDS, AND ORGANI ZATI ONS ( EMPLOYEE

PARTI Cl PATI ON) SUCH AS UNI TED WAY, PARTNERSHI PS FOR A HEALTHI ER
CHARLES COUNTY, CHARLES COUNTY TOBACCO COALI TI ON, LEADERSHI P
MARYLAND, HOSPI CE OF CHARLES COUNTY, HEALTHY FAM LI ES, HEALTH
PARTNERS FREE CLI NI C BOARD, FETAL | NFANT MORTALI TY BOARD, CENTER
FOR ABUSED PERSONS, JUVEN LE DRUG COURT; CHAMBER OF COMVERCE,
CHARLES COUNTY COWM SSI ON FOR WOMEN, CHARLES COUNTY CHI LD ADVOCACY
PARTNERSHI P, HEALTHCARE ROUNDTABLE COVMUNI TY EVENTS SUCH AS

CHRI STMAS CONNECTI ON, RELAY FOR LI FE, ALZHEI MER S WALK, MARCH OF

DI MES, AND SAFE NI GHTS.
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Name of the organization

Cl VI STA MEDI CAL CENTER, | NC.

Employer identification number

52- 0445374

TTACHVENT 4

990, PART VII- COVPENSATI ON OF THE FI VE HI GHEST PAI D | ND. CONTRACTORS

NAME AND ADDRESS

MARYLAND | NPATI ENT CARE SPECI ALI STS
2007 TI DEWATER COLONY WAY STE 1-A

ANNAPOLI S, MD 21401

DI G TRACE CARE SERVI CES | NC
200 CORPORATE PLACE STE 58
PEABODY, MA 01960

RO ELIGEBILITY SERVI CES CORP
1920 GREENSPRI NG DR STE 200
TIMONI UM NMD 21094

Bl O- MEDI CAL APPLI CATI ONS OF MD
PO BOX 64741
BALTI MORE, MA 21264

MAYFLOWER TEXTI LE SERVI CE
PO BOX 20659
BALTI MORE, MD 21223

TOTAL COMPENSATI ON

DESCRI PTI ON OF SERVI CES  COVPENSATI ON

PHYSI CI ANS 1, 083, 333.
EEG PURCHASED SERV 640, 650.
PT ACCTG PURCH SERV 603, 276.
DI ALYSI S PURCH SERV 352, 729.
LAUNDRY 328, 989.

3, 008, 977.

JSA
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(SF(E)'jE]D%OE)R Related Organizations and Unrelated Partnerships
P Complete if the organization answered "Yes" to Form 990, Part IV, line 33, 34, 35, 36 or 37.
p Attach to Form 990. p See separate instructions.

Department of the Treasury
Internal Revenue Service

| OMB No. 1545-0047

2009

Open to Public

Inspection

Name of the organization

Cl VI STA MEDI CAL CENTER, | NC.

Employer identification number

52- 0445374

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

(a) (b) )
Name, address, and EIN of disregarded entity Primary activity Legal domicile (state
or foreign country)

d

Total income

(€)

End-of-year assets

®
Direct controlling
entity

Identification of Related Tax-Exempt Organizations (Complete if the organization answered "Yes" on
had one or more related tax-exempt organizations during the tax year.)

Form 990, Part IV, line 34 because it

(@) (b) ()
Name, address, and EIN of related organization Primary activity Legal domicile (state
or foreign country)

(d)

Exempt Code section

(e)
Public charity status
(if section 501(c)(3))

®
Direct controlling
entity

Cl VI STA HEALTH I NC 52- 2155576

5 GARRETT AVE 7 LA PLATA, MD 20646 | PARENT MD 501(C) (3) 11C N A

Cl VI STA HEALTH FOUNDATI ON | NC 52- 1414564

616 E CHARLES sT LA PLATA, MD 20646 | FUNDRAI SI NG | MD 501(C) (3) 11A Cl VI STA HLTH
Cl VI STA HEALTH AUXI LI ARY I NC 52-1131193

5 GARRETT AVE 7 LA PLATA, MD 20646 | AUXI LI ARY VD 501(C) (3) 9 Cl VI STA HLTH

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

JSA
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Schedule R (Form 990) 2009 52-0445374 Page 2

Identification of Related Organizations Taxable as a Partnership (Complete if the organization answered "Yes" on Form 990, Part IV, line 34
because it had one or more related organizations treated as a partnership during the tax year.)

@ (b) ©) (d) (€) ® @ (h) 0] @
Name, address, and EIN of Primary activity Legal Direct controlling _ Predominant Share of total income Share of end-of-year Disproportionate Code V-UBI General or
related organization domicile entity |nc8rr?r2|:(irt(:.elgted, assets allocations? amount in box 20 of | managing
(state or excluded from Schedule K-1 partner?
foreign tax under (Form 1065)
country) sections
512-514) Yes| No Yes| No

Identification of Related Organizations Taxable as a Corporation or Trust (Complete if the organization answered "Yes" on Form 990, Part
IV, line 34 because it had one or more related organizations treated as a corporation or trust during the tax year.)

(@) (b) ©) (d) (e) ® @ (h)

Name, address, and EIN of related organization Primary activity Legal domicile Direct controlling Type of entity Share of total income Share of Percentage
(state or entity (C corp, S corp, end-of-year assets ownership
foreign country) or trust)
Cl VI STA CARE PARTNERS | NC 52-2176314
5 GARRETT AVE LA PLATA, MD 20646 HEALTHCARE MD Cl VI STA HLTH C CORP

Schedule R (Form 990) 2009
JSA
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Schedule R (Form 990) 2009 52-0445374 Page 3
Transactions With Related Organizations (Complete if the organization answered "Yes" on Form 990, Part IV, line 34, 35, or 36.)
Note. Complete line 1 if any entity is listed in Parts II, lIl, or IV of this schedule. Yes | No
1 During the tax year, did the organization engage in any of the following transactions with one or more related organizations listed in Parts lI-1V?
a Receipt of (i) interest (ii) annuities (iii) royalties or (iv) rent from a controlled entity . . . . . & & v & v v i i i L e e e e e e e e e e e e e e la X
b Gift, grant, or capital contribution to other organization(S) . . = « &« v v v i vt i e e e e e e e e e e e e e e e e e e e 1b X
¢ Gift, grant, or capital contribution from other organization(S) . . « « =« & v v i i i L i i e e e e e e e e e e e e e e e e e lc X
d Loans or loan guarantees to or for other organization(S) . . « « ¢ v & v v vt it e e e e e e e e e e e e e e e e e e 1d X
e Loans or loan guarantees by other organization(S) . « =« & v v v i i i i ik e e e e e e e e e e e e e e e e e a e le X
f Sale of assetstoother organization(S) « « v« v & v v v vt bt i e e e e e e e e e e e e e e e e e e e e e e e e 1f X
g Purchase of assets from other organization(S) « « « « v & v & v v i i i i e e e e e e e e e e e e e e e e e e e e a e e 1g X
N EXChaNGE Of BSSEIS « « « ¢ v v v vt e e et e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e 1h X
i Lease of facilities, equipment, or other assets to other organization(S) « « « =+ & v v v 4t v o bt i e e e e e e e e e e e e 1i X
j Lease of facilities, equipment, or other assets from other organization(S) . . . = v v v v i v i v i i it e e e e e e e e e e e e e e e s 1j X
k Performance of services or membership or fundraising solicitations for other organization(S) . . . « =« & v v o v i v i L i s e e e e e e e e 1k X
I Performance of services or membership or fundraising solicitations by other organization(s). . . . « =« & v v o v i v i i e e e e s e e e e e e 1l X
m Sharing of facilities, equipment, mailing lists, or other @ssetS. . . . . v o v o v i i i i it st e e e e e e e e e e e e e s im| X
n Sharing of paid employees . . . . v o v i i i i e e e e e e e e e e e e e e e e e e e e e e a e e in| X
o Reimbursement paid to other organization for eXpeNSEesS .« « « v v v i v i i i e e e e e e e e e e e e e e e e e a e lo X
p Reimbursement paid by other organization for eXpenses . . . . v o v v i i i i i e e e e e e e e e e e e e e e e e e e ip| X
g Other transfer of cash or property to otherorganization(s) . . . « v & v v v v i i i i i i e e s e e e e e e e e e e e e e e e 19| X
r__Other transfer of cash or property from other organization(S). . . . + v v v v v v v v v w i v e b e e e e e e e e e e w e e s e a e e e e e s ir | X
2 If the answer to any of the above is "Yes," see the instructions for information on who must complete this line, including covered relationships and transaction thresholds.
(b) ©)
Name of oth(gr) organization T{;\;esnggn Amount involved
(1) CIVISTA HEALTH FOUNDATI ON | NC R 620, 000.
(2 CIVISTA HEALTH FOUNDATI ON | NC Q 500, 000.
(3) CIVISTA HEALTH FOUNDATI ON | NC P 73, 142.
(4) CIVISTA HEALTH FOUNDATI ON | NC N 184, 661.
(5) CIVISTA HEALTH FOUNDATI ON | NC L 188, 570.
(6) CIVISTA CARE PARTNERS | NC R 665, 000.
Schedule R (Form 990) 2009
JSA

9E1309 1.000
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Schedule R (Form 990) 2009 52-0445374

Page 4

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

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

(a) (b) (©) (d)

Name, address, and EIN of entity Primary activity Legal domicile

Are all partners|

(state or foreign section

country) 501(c)(3)
organizations?

Yes

No

(e)
Share of
end-of-year
assets

®

Disproportionate
allocations?

Yes

No

()} (h)

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

JSA
9E1310 1.000

26035M 2502 VvV 09-9.3 526225

Schedule R (Form 990) 2009



(Slg)l_:lrEansla_cl)E) R-1 Continuation Sheet for Schedule R (Form 990)
» Attach to Form 990 to list additional information for Schedule R

(Form 990), Part I; Part II; Part Ill; Part IV; Part V, line 2; or Part VI.
Department of the Treasury

OMB No. 1545-0047

2009

Open to Public

Internal Revenue Service P See instructions for Schedule R (Form 990). Inspection
Name of filing organization Employer identification number
Cl VI STA MEDI CAL CENTER, | NC. 52-0445374
Part | Continuation of Identification of Disregarded Entities
(@) (b) ©) (d) (e) ®
Name, address, and EIN of disregarded entity Primary activity Legal domicile (state Total income End-of-year assets Direct controlling

or foreign country)

entity

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

JSA
9E1311 1.000

26035M 2502 V 09-9.3 526225

Schedule R-

1 (Form 990) 2009



Schedule R-1 (Form 990) 2009

Page 2

Part Il Continuation of Identification of Related Tax-Exempt Organizations

(@)

Name, address, and EIN of related organization

(b)

Primary activity

()
Legal domicile (state
or foreign country)

(d
Exempt Code section

(e) ®
Public charity status | Direct controlling
(if section 501(c)(3)) entity

JSA
9E1312 1.000

26035M 2502

VvV 09-9.3

526225

Schedule R-1 (Form 990) 2009



Schedule R-1 (Form 990) 2009 Page 3

Part Il Continuation of Identification of Related Organizations Taxable as a Partnership
@ (b) () (d) (€) ®) @ (h) (i) @)

Name, address, and EIN of Primary activity Legal Direct controlling _ Predominant Share of total income Share of end-of-year Disproportionate | - Code V-UBI amount on | General or
related organization ‘(j:tg‘tg:'(l)? entity 'ncgg‘rglgggte‘i assets allocations? box 20 of K-1 managing
foreign excluded from partner?

country) tax under

sections
512-514.) Yes| No Yes | No

Schedule R-1 (Form 990) 2009

JSA
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Schedule R-1 (Form 990) 2009

Page 4

g\ Continuation of Identification of Related Organizations Taxable as a Corporation or Trust

(@) (b) ©) (d) (e) ® @ (h)
Name, address, and EIN of related organization Primary activity Legal domicile Direct controlling Type of entity Share of total income Share of Percentage
(state or entity (C corp, S corp, end-of-year ownership
foreign country) or trust) assets
Schedule R-1 (Form 990) 2009
JSA
9E1314 1.000
26035M 2502 V 09-9.3 526225



Schedule R-1 (Form 990) 2009

52- 0445374

Page 5

Continuation of Transactions With Related Organizations (Schedule R (Form 990), Part V, line 2)

(A

Name of other organization

(C)]
Transaction
type (a-r)

©

Amount involved

(7) Cl VI STA CARE PARTNERS | NC

124, 685.

(8) CI VI STA CARE PARTNERS I NC CCS LLC

788, 503.

(9) Cl VI STA CARE PARTNERS I NC CCS LLC

955, 421.

(10) CI VI STA CARE PARTNERS | NC CCP LLC

165, 000.

(11)

(12)

(13)

(14)

(15)

(16)

(17)

(18)

(19)

(20)

(21)

(22)

(23)

(24)

JSA
9E1315 1.000

26035M 2502

VvV 09-9.3

526225

Schedule R-1 (Form 990) 2009



Schedule R-1 (Form 990) 2009 52-0445374 Page 6
Al Continuation of Unrelated Organizations Taxable as a Partnership
@ : o) © @ © ® @ (h)
Name, address, and EIN of entity Primary activity Legal domicile grr‘?nz'r's Share of Disproportionate Code V-UBI General or
(state or foreign Feaction end-of-year allocations? amount on Box managing
country) 501(c)(3) assets 20 of K-1 partner?
organizations?
Yes | No Yes | No Yes | No
Schedule R-1 (Form 990) 2009
JSA
9E1316 1.000
26035M 2502 VvV 09-9.3 526225
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