Form 990

Department of the Treasury
Internal Revenue Service

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)

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

OMB No. 1545-0047

Open to Public”

Inspection

A For the 2011 calendar year, or tax year beginning 07/01, 2011, and ending 06/30, 201>
C Name of organization D Employer identification number
B ovoritamiase: | o7 MARYS HOSPITAL OF ST. MARYS COUNTY INC.
::.",{;:‘ Doing Business As MEDSTAR ST. MARY'S HOSPITAL 52-0619006
Name change Number and street (or P.O. box if maii is not deiivered to street address) Room/suite E Teiephone number
Initial retum 25500 POINT LOOKOUT ROAD (301) 475-6003
Terminated City or town, state or country, and ZiP + 4
L LEONARDTOWN, MD 20650 G Gross receipts $ 136,662,395.
hepleation | 'FName and address of principal officer. CHRISTINE WRAY H(a) ta thisia orsuz e foe |:_J Yes H No
25500 POINT LOOKOUT ROAD LEONARDTOWN, MD 20650 H(b) Are all affiliates included? Yes No
| Taxexemptstetus: | X |501(c)3) | |501(c)( ) « (nsetno) | | 4947(@)t)or | |s27 If "No," attach a lst. (see instructions)
J Website: p WWW.STMARYSHOSPITALMD.ORG H(c) Group exemption number P>
K Form of organization: ] X I Corporation | |Trust| lAssocIation | IOther > | L Year of formation: 1912| M State of legal domicile: ~ MD
Summary
1 Briefly describe the organization's mission or most significant activities: _ _ _ _ _ _ _ _ _ _ _ _ _ __ _ _ _ o
® AS A PROUD MEMBER OF MEDSTAR HEALTH, MEDSTAR ST. MARY'S HOSPITAL _ ___________________
€ UPHOLDS_ITS TRADITION OF CARING BY CONTINUOUSLY PROMOTING, MAINTAINING _____
5 AND IMPROVING HEALTH THROUGH EDUCATION AND SERVICE. _______ _ ________________________
§ 2 Check this box P> [:] if the organization discontinued its operations or disposed of more than 25% of its net assets.
o8| 3 Number of voting members of the govemning body (Part Vi, line1a) _ . . . . .. . . ... ... ' ''uu... 3 17.
,@ 4  Number of independent voting members of the governing body (Part V1, fine1t) . .. ... 4 11.
:;; 5 Total number of individuals employed in calendar year 2011 (PartV, line2a) . .. . ... ... .. .... 5 1,229.
<| 6 Total number of volunteers (estimate if necessary) . L L, 6 13.
7a Total gross unrelated business revenue from Part VIll, column (C), line 12~~~ 7a 0
b Net unrelated business taxable income from Form 990-T, liN€34 . . .+ & vt vt v o v v o v o v mwm e m e na 7b 0
Prior Year Current Year
g 8 Contributions and grants (Part VI, line th) T 1,567,565. 521,104.
§ 9 Program service revenue (Part VIl line2g) . . . . ... ... BT E RIEEECTION 122,488,330. 136,184,752,
& 10 Investment income (Part VI, column (A), lines 3, 4, and 7d), | _ 830,044. 71,691.
11 Other revenue (Part VIl column (A), lines 5, 6d, 8¢, 9c, 10c,and 11e) . | 0 -115,152.
12 Total revenue - add lines 8 through 11 (must equal Part VIll, column (A), line12), . . . ... 124,885,939. 136,662,395.
13 Grants and similar amounts paid (Part IX, column (A}, lines 1-3) =~ .. ... 0 0
14 Benefits paid to or for members (Part IX, column (A), lined) . ... ... .. 0 0
2 15 Salaries, other compensation, employee benefits (Part IX, column (A), lines 5-10) = | 58,548, 078. 62,939,991.
2| 16a Professional fundraising fees (Part IX, column (A), line11e) |, . . . . . ... ...... 0 0
§- b Total fundraising expenses (Part IX, columnh (D), line 25) >_______________9 _____
B 17 Other expenses (Part IX, column (A), lines 11a-11d, 11f-24)) .. ... ... 59,146,555, 64,405,495,
18 Total expenses. Add lines 13-17 (must equal Part IX, column (A), line25) _ . . . .. 117,694,633, 127,345,486.
19 Revenue less expenses. Subtractline 18 fromline 12, . . . . . . v v v v v v v v o v o v 7,191,306. 9,316,909.
5 § Beginning of Current Year End of Year
§§ 20 Totalassets (Part X, ine 18) . . . . . ... 149,658,852, 154,491,599.
%g 21 Total lisbilities (Part X, ine26) . . . 59,342,136. 31,194,276.
27|22 Net assets or fund balances. Subtractline 21fromline20. . . . . . o v v v v o v v v o . 90,316, 716. 123,297,323,

Sig nature Block

Under penalties of perjury, | deciare that i
correct, and compiete. Declaratiop e

xamined this retum, inciuding accompanying scheduies and statements, and to the best of my knowledge and beiief, it is true,
her than officer) is based on aii information of which preparer has any knowledge.

J7 /7‘//3

Sign
Here Date /7 7
: AP TRxATIw
Type or print name and titie ’
Print/Type preparer's name Preparer's signature Date Ch'feck if PTIN
seff-
:ald Scott M. Sherman ‘&fm m\ Mr\/ 5/8/13 empioyed P |:| P00451522
reparer & :
UsepOnIy Fimename B __ KPMG LLP EN > 13-5565207
Firm's address P> 440 MONTICELLO AVE, SUITE 1900 NORFOLK, VA 23510-2674 Phoneno. p 757-616-7000
May the IRS discuss this return with the preparer shown above? (seeinstructions) , . . . . . . . . v v v v o v v o o s o s v v m Yes L] No
For Paperwork Reduction Act Notice, see the separate instructions. Form 990 (2010)
JSA
1E1065 1.000
4778BC EO014 VvV 11-6.5 2602270 PAGE 2
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rrm 8868 Application for Extension of Time To File an

(Rev. January 2012) Exempt Organization Return OMB No. 1545-1709
Department of the Treasury

Intemai Revenue Service P> Flie a separate appilication for each return.

e If you are filing for an Automatic 3-Month Extension, complete only Partland check thisbox , . ., ......... . |_£]

o 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.

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

B 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

Partionly ., .. ......... N R S = S P Y PR T T A [ ]
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. Enter flier’s identifying number, see instructions
Name of exempt organization or other filer, see instructions. Employer identification number (EIN) or
Type or
print ST. MARYS HOSPITAL OF ST. MARYS COUNTY INC. [X] 52-0619006
zﬂz t:’\;:gefor Number, street, and room or suite no. If a P.O. box, see instructions. Social security number (SSN)
fliing your 255 0 0 POINT LOOKOUT ROAD
::;‘:ma?;es City, town or post office, state, and ZIP code. For a foreign address, see instructions.
' LEONARDTOWN, MD 20650

Enter the Return code for the return that this application is for (file a separate application foreachreturn) . . . .. ....... I 0 1|

Application Return [ Application Return
Is For Code |Is For Code
Form 990 01 Form 990-T (corporation) 07
Form 990-BL 02 Form 1041-A 08
Form 990-EZ 01 Form 4720 09
Form 990-PF 04 Form 5227 10
Form 990-T (sec. 401(a) or 408(a) trust) 05 Form 6069 ' 11
Form 990-T (trust other than above) 06 Form 8870 12

e The books are in the care of » ST MARYS HOSPITAL

Telephone No. B _ 301 475-6003 FAX No. »
¢ If the organization does not have an office or place of business in the United States, checkthisbox , . . .. .......... | 4 D
e [f this is for a Group Return, enter the organization’s four digit Group Exemption Number (GEN) . If thisis
for the whole group, check thisbox _ _ , , . > EI . If it is for part of the group, check this box > I__I and attach
a list with the names and EINs of all members the extension is for.

1 | request an automatic 3-month (6 months for a corporation required to file Form 990-T) extension of time

until 02/15 , 20 13 |, to file the exempt organization return for the organization named above. The extension is
for the organization's return for:

> - calendaryear20__ or

> tax year beginning 07/01 , 2011 | and ending 06/30 , 2012

2 If the tax year entered in line 1 is for less than 12 months, check reason: D Initial return D 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$ 0

b If this application is for Form 990-PF, 990-T, 4720, or 6069, enter any refundable credits and

estimated tax payments made. Include any prior year overpayment allowed as a credit. 3b|$

¢ Balance due. Subtract line 3b from line 3a. Include your payment with this form, if required, by using EFTPS

(Electronic Federal Tax Payment System). See instructions. 3c|$ 0

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. 1-2012)

1F80‘fj'3‘§1.000
v 11-6 2602270 PAGE 1



Form 8868 (Rev. 1-2012) Page 2
o If you are filing for an Additional (Not Automatic) 3-Month Extension, complete only Part Il and check thisbox, , . ... .. > B(_I
Note. Only complete Part Il if you have already been granted an automatic 3-month extension on a previously filed Form 8868.
e If you are filing for an Automatic 3-Month Extension, complete only Part | (on page 1).
Additional (Not Automatic) 3-Month Extension of Time. Only file the original (no copies needed).

Enter filer's Identifying number, see instructions

Name of exempt organization or other filer, see instructions. Employer identification number (EIN) or
Type or
print ST. MARYS HOSPITAL OF ST. MARYS COUNTY INC. m 52-0619006
File by the Number, street, and room or suite no. if a P.O. box, see instructions. k Social security number (SSN)
duo datefor | 25500 POINT LOOKOUT ROAD [ ]
2‘&% V%“e"e City, town or post office, state, and ZIP code. For a foreign address, see instructions.
instructions. LEONARDTOWN, MD 20650
Enter the Return code for the return that this application is for (file a separate application for each return) « « - o & . - - I T I 0[ 11
Application Return | Application Return
Is For Code |Is For Code
Form 990 01 : oy JRE
Form 990-BL 02 Form 1041-A 08
Form 990-EZ 01 Form 4720 09
Form 990-PF 04 Form 5227 10
Form 990-T (sec. 401(a) or 408(a) trust) 05 Form 6069 11
Form 990-T (trust other than above) 06 Form 8870 12

STOP! Do not complete Part Il if you were not alreadLgLanted an automatic 3-month extension on a previously filed Form 8868-.__“
e The books are in the care of » ST MARYS HOSPITAL
Telephone No. B __ 301  475-6003 _ FAX No. b .

o If the organization does not have an office or place of business in the United States, checkthisbox ., . ........... > D
o If this is for a Group Return, enter the organization’s four digit Group Exemption Number (GEN) . If this is
for the whole group, check thisbox , . , . .. > D . If it is for part of the group, check this box
list with the names and EINs of all members the extension is for.

4 | request an additional 3-month extension of time until 05/15 ,20 13

5 For calendar year , or other tax year beginning 07/01 ;20 11 , and endin 06/30 ,2012
6 If the tax year entered in line 5 is for less than 12 months, check reason: D Initial return Final return

Change in accounting period
7 State in detail why you need the extension INFORMATION NECESSARY TO PREPARE A COMPLETE AND

ACCURATE RETURN IS NOT YET AVAILABLE.

8a If this application is for Form 990-BL, 990-PF, 990-T, 4720, or 6069, enter the tentative tax, less any
nonrefundable credits. See instructions. 8a|$ 0
b If this application is for Form 990-PF, 990-T, 4720, or 6069, enter any refundable credits and
estimated tax payments made. Include any prior year overpayment allowed as a credit and any

amount paid previously with Form 8868. ?l; $
¢ Balance Due. Subtract line 8b from line 8a. Include your payment with this form, if required, by using EFTPS
(Electronic Federal Tax Payment System). See instructions. 8cl$ 0

Signature and Verification must be completed for Part Il only.

Under penalties of perjury, i declare that | have examined this form, inciuding accompanying schedules and statements, and to the best of my knowledge and beiief,
it is true, correct, and compiete, and that i am authorized to prepare this form.

Signature P> Title > CPA pate B 2/7/13
Form 8868 (Rev. 1-2012)

JSA

1F8055 4.000

4778BC E014 vV 11-6.4 2602270 PAGE 1



ST. MARYS HOSPITAL OF ST. MARYS COUNTY INC. 52-0619006

Form 990 (2011) Page 2
ETEA[N Statement of Program Service Accomplishments
Check if Schedule O contains a response to any questioninthisPart Il . . . ... ... ...............

1 Briefly describe the organization's mission:
ATTACHMENT 1

2 Did the organization undertake any significant program services during the year which were not listed on the
prior FOrm 990 0r 890-EZ7 |, , ., | . ..\ttt t sttt et e s [1ves [x]No
If "Yes," describe these new services on Schedule O.

3 Did the organization cease conducting, or make significant changes in how it conducts, any program
SBIVICRS? [1ves [x]No
If "Yes," describe these changes on Schedule O.

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

4a (Code: )(Expenses $__ 97,755,167, including grants of § o )(Revenue $ 132,567,578, )
MEDSTAR ST. MARY'S HOSPITAL'S LARGEST PROGRAM IS ACCESS TO AND THE
PROVISION OF ACUTE HOSPITAL SERVICES TO THE COMMUNITIES OF ST.
MARY'S COUNTY, MARYLAND AND THE SURROUNDING AREAS. IN ADDITION TO
THE PROGRAM SERVICE EXPENSES LISTED ABOVE, MEDSTAR ST. MARY'S
INCURRED $18.9M OF MANAGEMENT AND GENERAL EXPENSES IN PROVIDING
SERVICES TO ITS COMMUNITIES. MEDSTAR ST. MARY'S PROVIDES ACUTE
CARE SERVICES INCLUDING MEDICINE, SURGERY, OBSTETRICS AND
GYNECOLOGY, ONCOLOGY, ORTHOPEDICS, PULMONARY AND CARDIAC
REHABILITATION AND PSYCHIATRY. FOR MORE INFORMATION SEE, SCHEDULE
0

4b (Code: ) (Expenses $ 6,866,210, including grants of $ o ) (Revenue $ 3,617,174, )
MEDSTAR ST. MARY'S HOSPITAL PROVIDED $6.9M IN SUBSIDIZED (MISSION
DRIVEN) HEALTH SERVICES IN FISCAL YEAR 2012. THESE CRITICAL
SERVICES, WHICH ARE DRIVEN BY COMMUNITY NEEDS, OPERATE AT A LOSS.
THEY ADDRESS PRIORITIES PRIMARILY THROUGH DISEASE PREVENTION AND
IMPROVEMENT OF HEALTH STATUS. SERVICES PROVIDED INCLUDE MOBILE
PRIMARY CARE SERVICES AND EMERGENCY AND TRAUMA SERVICES.

4¢ (Code: ) (Expenses $ 3,830,893. including grants of $ o )(Revenue $ o )
MEDSTAR ST .MARY'S HOSPITAL PROVIDED $4.8M IN CHARITY CARE
SERVICES IN FISCAL YEAR 2012. CHARITY CARE IS PROVIDED PURSUANT
TO MEDSTAR HEALTH'S FINANCIAL ASSISTANCE POLICY TO MEMBERS OF THE
COMMUNITY WHOSE INCOME IS BELOW CERTAIN THRESHOLDS AND FOR WHICH
THE HOSPITAL IS NOT COMPENSATED. UNDER MARYLAND'S UNIQUE PAYER
SYSTEM, THE AMOUNT REPORTED REPRESENTS MEDSTAR ST. MARY'S CHARITY
CARE EXPENSE. OTHER CHARITY CARE EXPENSES ARE INDIRECTLY
REIMBURSED VIA THE STATE OF MARYLAND'S PAYMENT SYSTEM.

4d Other program services (Describe in Schedule O.)
(Expenses $ including grants of $ ) (Revenue $ )
4e Total program service expenses b 108,452,270.

Form 990 (2011)
4778BC E014 V 11-6.5 2602270 PAGE 3

JSA
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ST. MARYS HOSPITAL OF ST. MARYS COUNTY INC. 52-0619006

Form 990 (2011) Page 3
Part IV Checklist of Required Schedules
Yes | No
1 Is the organization described in section 501(c)(3) or 4947(a)(1) (other than a private foundation)? If "Yes,”
complete SChedule A .+ « & « « ¢ v i o i i s e e h e s e s e s s s et e e s e e e e e e 1 X
2 s the organization required to complete Schedule B, Schedule of Contributors (see instructions)? . ... ..... 2 X
3 Did the organization engage in direct or indirect political campaign activities on behalf of or in oppositionto
candidates for public office? If "Yes," complete Schedule C,Part!. . . . . . . « v v v v i i i i i it i it s e 3 X
4 Section 501(c)(3) organizations. Did the organization engage in lobbying activities, or have a section 501(h)
election in effect during the tax year? If "Yes," complete Schedule C,Partll. . . . . . .« v o v v v v v o i i v v u 4 X
5 Is the organization a section 501(c)(4), 501(c)(5), or 501(c)(6) organization that receives membership dues,
assessments, or similar amounts as defined in Revenue Procedure 98-197? If "Yes,” complete Schedule C,
Part ] g S e . . e L s 5 X
6 Did the organization maintain any donor advised funds or any similar funds or accounts for which donors
have the right to provide advice on the distribution or investment of amounts in such funds or accounts? /f
"Yes,"complete Schedule D, Part] . . . . . .« c i i i i i e it ettt ettt e e n e e e e e 6 X
7 Did the organization receive or hold a conservation easement, including easements to preserve open space,
the environment, historic land areas, or historic structures? If "Yes," complete Schedule D, Partll. . . . . . . ... 7 X
8 Did the organization maintain collections of works of art, historical treasures, or other similar assets? /f "Yes,"
complete Schedule D, Partlll . . . . . v . i i i i i i i e e et et e e e e e et e e .. 8 X
9 Did the organization report an amount in Part X, line 21; serve as a custodian for amounts not listed in Part
X; or provide credit counseling, debt management, credit repair, or debt negotiation services? If "Yes,"
complete Schedule D, Part IV . . . . . v i i i i i i i i e e e e e e e et e e e e e e e 9 X
10 Did the organization, directly or through a related organization, hold assets in temporarily restricted
endowments, permanent endowments, or quasi-endowments? If "Yes,"” complete Schedule D, PartV . . ... .. 10 X
11 If the organization’s answer to any of the following questions is "Yes," then complete Schedule D, Parts VI, '
VI, VI, IX, or X as applicable.
a Did the organization report an amount for land, buildings, and equipment in Part X, line 10? /f "Yes,” complete
Schedule D, Part VI . . . . e e e e e e e e e e 11a] X
b Did the organization report an amount for investments—other securities in Part X, line 12 that is 5% or more
of its total assets reported in Part X, line 16? If "Yes,” complete Schedule D, Part VIl , . . . . ... ... . v ... 11b X
¢ Did the organization report an amount for investments-program related in Part X, line 13 that is 5% or more
of its total assets reported in Part X, line 16? /f "Yes,”" complete Schedule D, PartVIlll, . . . ... . ... .. .... 11¢c X
d Did the organization report an amount for other assets in Part X, line 15 that is 5% or more of its total assets
reported in Part X, line 167 If "Yes," complete Schedule D, Part IX . . . . . . . @ v v v it it e e s e ee e 11d| X
e Did the organization report an amount for other liabilities in Part X, line 25? If "Yes,” complete Schedule D, Part X |[11e| X
f Did the organization's separate or consolidated financial statements for the tax year include a footnote that addresses
the organization's liability for uncertain tax positions under FIN 48 (ASC 740)? If "Yes," complete Schedule D, PartX , , . . . . 11f X
12a Did the organization obtain separate, independent audited financial statements for the tax year? If "Yes,”
complete Schedule D, Parts XI, Xll, and Xl . « « .« v« c o v v i i et et e e s e ot o s s s ot nneens 12a X
b Was the organization included in consolidated, independent audited financial statements for the tax year? if "Yes,” and if
the organization answered "No" to line 12a, then completing Schedule D, Parts X, Xll, and Xlll isoptional . . . . . . . . . . .. 12b| X
13 Is the organization a school described in section 170(b)(1)(A)(ii)? /f "Yes,"” complete Schedule E . ... ... ... 13 X
14a Did the organization maintain an office, employees, or agents outside of the United States?. . . . . .. ... ... 14a X
b Did the organization have aggregate revenues or expenses of more than $10,000 from grantmaking,
fundraising, business, investment, and program service activities outside the United States, or aggregate
foreign investments valued at $100,000 or more? If "Yes,” complete Schedule F, Partsland V. . . . . . ... .. 14b X
15 Did the organization report on Part IX, column (A), line 3, more than $5,000 of grants or assistance to any
organization or entity located outside the United States? If "Yes," complete Schedule F, PartsllandV . . . . . .. 15 X
16 Did the organization report on Part IX, column (A), line 3, more than $5,000 of aggregate grants or assistance
to individuals located outside the United States? If "Yes," complete Schedule F, Partsliland vV . . . . . . ... .. 16 X
17 Did the organization report a total of more than $15,000 of expenses for professional fundraising services
on Part IX, column (A), lines 6 and 11e? If "Yes," complete Schedule G, Part | (see instructions} . . . . . . . . ... 17 X
18 Did the organization report more than $15,000 total of fundraising event gross income and contributions on
Part VIll, lines 1c and 8a? If "Yes," complete Schedule G, Partll . . . . . v ¢ ¢« v v o vt o it i m et e s an e 18 X
19 Did the organization report more than $15,000 of gross income from gaming activities on Part VI, line 9a?
If "Yes," complete Schedule G, Partlll . . . . . . « ¢ v o v i i i s e s it e et e e e m e s e e e e 19 X
20a Did the organization operate one or more hospital facilities? /f "Yes,” complete Schedule H . . . .. ........ 20a| X
b_If "Yes" to line 20a, did the organization attach a copy of its audited financial statements to this return? . . . . . . 20b| X
JSA Form 990 (2011)

1E1021 1.000

4778BC E014 VvV 11-6.5 2602270
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ST. MARYS HOSPITAL OF ST. MARYS COUNTY INC. 52-0619006

Form 990 (2011) Page 4
Checklist of Required Schedules (continued)
Yes | No
21 Did the organization report more than $5,000 of grants and other assistance to any government or organization
in the United States on Part IX, column (A), line 1? If "Yes," complete Schedule I, Parts land ll. . . .. .. ... .. 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 I, Parts land Il . . . . . .. . ... v v vsunwnen 22 X
23 Did the organization answer "Yes" to Part VI, Section A, line 3, 4, or 5 about compensation of the
organization's current and former officers, directors, trustees, key employees, and highest compensated
employees? If "Yes,"complete Schedule J . . . . . . . . . . it 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, 20027 If "Yes,” answer lines 24b
through 24d and complete Schedule K If“No,” go to line 25, . . . . . . . i v i i i i e st et e et e e ee s 24a| X
b Did the organization invest any proceeds of tax-exempt bonds beyond a temporary period exception? . . . . . . . 24b X
¢ Did the organization maintain an escrow account other than a refunding escrow at any time during the year
to defease any tax-exemptbonds? . . . . .. . . ... e e e e e e e e e e, 24¢ 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 adisqualified person during the year? If "Yes,” complete Schedule L, Part] . . . . . . . . v v v o v v v v e 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,"complefe Schedule L, Part 1. . . . . . . . . . i i v ittt ees on i et ettt s tneeanens 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? /f "Yes,” complete Schedule L, Part Il , | 26 X
27 Did the organization provide a grant or other assistance to an officer, director, trustee, key employee,
substantial contributor or employee thereof, a grant selection committee member, or to a 35% controlled
entity or family member of any of these persons? If “Yes,”" complete Schedule L, Partlll . . . ... ... ... ... 27 X
28 Was the organization a party to a business transaction with one of the following parties (see Schedule L,
Part [V 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 PartIV. . . . . o o i it i et e e e e e e e e e 28b X
¢ An entity of which a current or former officer, director, trustee, or key employee (or a family member thereof)
was an officer, director, trustee, or direct or indirect owner? If "Yes,” complete Schedule L, Part V . . . ... ... 28¢ 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 e e e e e 30 X
31 Did the organization liquidate, terminate, or dissolve and cease operations? /f "Yes," complete Schedule N,
At L e e o . I i iy - 31 X
32 Did the organization sell, exchange, dispose of, or transfer more than 25% of its net assets? /f "Yes,*
complete Schedule N, Partll. . . . . . . .« i i i i i i i et it ittt a s ar e st ensaseenan 32 X
33 Did the organization own 100% of an entity disregarded as separate from the organization under Regulations
sections 301.7701-2 and 301.7701-37 I/f "Yes," complete Schedule R, Part!. . . . . . v . v v vt v v v v e v v 33 X
34 Was the organization related to any tax-exempt or taxable entity? If "Yes,” complete Schedule R, Parts il, lll,
Noand Viline 1 . . i e e e e e it e e e e e e e e 34 X
35a Did the organization have a controlled entity within the meaning of section 512(b)}(13)? . . . ... ... .. ... 35a| X
b Did the organization receive any payment from or engage in any transaction with a controlled entity within the
meaning of section 512(b)(13)? If "Yes," complete Schedule R, Part V,line2 , . . . . .. ... ... ... .. ... 35b| 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, Part V, line 2 . . . . . . . . v v v i e e e i 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,
Partvi . ........ e R e O R R . (B3 7 X
38 Did the organization complete Schedule O and provide explanations in Schedule O for Part VI, lines 11 and
192 Note. All Form 990 filers are required to complete Schedule ©. . . . . . . v v ¢ v v ot o i v i e e v v 38 X
Form 990 (2011)
JSA

1E1030 1.000

4778BC E014 vV 11-6.5 2602270

PAGE 5



ST. MARYS HOSPITAL OF ST. MARYS COUNTY INC. 52-0619006
Form 990 (2011) Page 5
Statements Regarding Other IRS Filings and Tax Compliance
Check if Schedule O contains a response to any questioninthisPartV. . .. ................... []

1a Enter the number reported in Box 3 of Form 1096. Enter -0- if not applicable, . . . ... ... 1a 125
b Enter the number of Forms W-2G included in line 1a. Enter -0- if not applicable 1b o
¢ Did the organization comply with backup withholding rules for reportable payments to vendors and |

reportable gaming (gambling) winnings to prize Winners?, , . . . . . . . . . . i i it it e e e e e

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 l 1,229 1| EE
b If at least one is reported on line 2a, did the organization file all required federal employment tax returns? | 2b X
Note. If the sum of lines 1a and 2a is greater than 250, you may be required to e-file (see instructions), . . ... .|
3a Did the organization have unrelated business gross income of $1,000 or more during the year? 3a X

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

b If “Yes,” enter the name of the foreign country:

1c_ X

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

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

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

........................... 6a X
b If "Yes," did the organization include with every solicitation an express statement that such contributions or
gifts were nottaxdeductible? . . . . .. ... .. L e e e e e

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 providedtothe payor? . . . . . . .. ... ... ... e e e e 7a X
b If "Yes," did the organization notify the donor of the value of the goods or services provided? . . .......... 7b
c¢ Did the organization sel, exchange, or otherwise dispose of tangible personal property for which it was
requiredtofile FOrm 82827 . . . . . . i i i i il e e e e e e e e et e e 7c | X

If "Yes," indicate the number of Forms 8282 filed during the year

6b

d

e Did the organization receive any funds, directly or indirectly, to pay premiums on a personal benefit contract? , , . | 7e X
f Did the organization, during the year, pay premiums, directly or indirectly, on a personal benefit contract? | 7f X
9
h

If the organization received a contribution of qualified intellectual property, did the organization file Form 8899 as required? , . . | 79

If the organization received a contribution of cars, boats, airplanes, or other vehicles, did the organization file a Form 1098-C? 7h

8 Sponsoring organizations maintaining donor advised funds and section 509(a)(3) supporting

organizations. Did the supporting organization, or a donor advised fund maintained by a sponsoring

organization, have excess business holdings at any time during theyear? . , . . . . A Y » o= & § _ 8

9 Sponsoring organizations maintaining donor advised funds. |
a Did the organization make any taxable distributions under section4966? , . ., . .. ... .. @ v i v i v e 9a
9b

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

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

b Gross receipts, included on Form 990, Part Vill, line 12, for public use of club facilites . , . . {10b
11 Section 501(c)(12) organizations. Enter:

a Gross income from members orshareholders . . . . . . . . . c v v v s i s et e,

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

against amounts due or received from them.) , . . . . . ... .. . ¢ v it i e . 11b

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 during the year [ 12b|

13 Section 501(c)(29) qualified nonprofit health insurance issuers.
a Is the organization licensed to issue qualified health plans in more than one state? 13a

Note. See the instructions for additional information the organization must report on Schedule O.
b Enter the amount of reserves the organization is required to maintain by the states in which
the organization is licensed to issue qualified health plans 13b

¢ Enter the amount of reserves on hand 13c

14a Did the organization receive any payments for indoor tanning services during the tax year? 14a X

__b If "Yes " has it filed a Form 720 to report these payments? If "No," provide an explanation in Schedule O . . . . . . 14b

1E1o'ajt%A1.ooo Form 990 (2011)
4778BC E014 vV 11-6.5 2602270 PAGE 6
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Form 990 (2011) ST. MARYS HOSPITAL OF ST. MARYS COUNTY INC. 52-0619006 Page 6
iElif'1] Governance, Management, and Disclosure For each "Yes" response to lines 2 through 7b below, and for a

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

Check if Schedule O contains a response to any questioninthisPartVI. - . . . . . .. . ... .. ... ........,
Section A. Governing Body and Management
Yes | No
1a Enter the number of voting members of the governing body at the end of the tax year. If thereare . - . . . . 1a 17
material differences in voting rights among members of the governing body, or if the governing body
delegated broad authority to an executive committee or similar committee, explain in Schedule O.
b Enter the number of voting members included in line 1a, above, who are independent . . . . . . 1b 13
2 Did any officer, director, trustee, or key employee have a family relationship or a business relationship with
any other officer, director, trustee, orkeyemployee? . . . . . . . o i it i  t i s e s e e 2 X
3 Did the organization delegate control over management duties customarily performed by or under the direct
supervision of officers, directors, or trustees, or key employees to a management company or other person? . . . | 3 X
4  Did the organization make any significant changes to its governing documents since the prior Form 990 was filed?. . . . . . . 4 X
5§ Did the organization become aware during the year of a significant diversion of the organization's assets?. . . . . 5 X
6 Did the organization have members or stockholders? . . . . . .. . ¢ .. o v i it i e 6 | X
7a Did the organization have members, stockholders, or other persons who had the power to elect or appoint
one or more members of thegoverningbody? . . . . . .« c i i it i e s s s i e e e e 7a | X
b Are any governance decisions of the organization reserved to (or subject to approval by) members,
stockholders, or persons other than the governingbody? . . . . . .« . ¢ oo i it it i s e e e 7b | X
8 Did the organization contemporaneously document the meetings held or written actions undertaken during
the year by the following:
a The governing body?. « « « v v v v v vt v e et e e ettt et e e e 8a| X
b Each committee with authority to act on behalf of the governingbody? . . ... .... ... ... ... ... 8b | X
9 Is there any officer, director, trustee, or key employee listed in Part V|, Section A, who cannot be reached at
the organization's mailing address? If "Yes," provide the names and addresses in Schedule O . . . . . . ... ... 9 X

Section B. Policles (This Section B requests information about policies not required by the Internal Revenue Code.)

10a
b

11a
b
12a
b

13
14
15

16a

Yes | No
Did the organization have local chapters, branches, oraffiliates? . . . .. ... ... ... ..... .. ... ... ,_1_0_a X
If "Yes," did the organization have written policies and procedures governing the activities of such chapters,
affiliates, and branches to ensure their operations are consistent with the organization's exempt purposes? . . . . [10b
Has the organization provided a complete copy of this Form 990 to all members of its governing body before filing the fom? . . |{11a X
Describe in Schedule O the process, if any, used by the organization to review this Form 990.
Did the organization have a written conflict of interest policy? /f "No,”" gotfoline 13 . . . . . . . .. . . .. . .. 12a] X
Were officers, directors, or trustees, and key employees required to disclose annually interests that could give
HSE 0 CONTICIS? » « & v v i i v v ettt e e e e e et e e e e e e e e e e 12b| X
Did the organization regularly and consistently monitor and enforce compliance with the policy? I/f "Yes,”
describe in Schedule Ohow thiswasdone . . . . ... ............ el L R e e— 12¢| X
Did the organization have a written whistleblowerpolicy?. . . . . . . . . . ... .. i i i e e 13 | X
Did the organization have a written document retention and destructionpolicy?. . . . ... ... ... ... ... 14 | X
Did the process for determining compensation of the following persons include a review and approval by
independent persons, comparability data, and contemporaneous substantiation of the deliberation and decision?
The organization's CEO, Executive Director, or top managementofficial . . . . ................... 15a| X
Other officers or key employees of theorganization ., . . . . . .. . . . i it ittt it ittt et o nen 15b| X

If "Yes" to line 15a or 15b, describe the process in Schedule O (see instructions.)

Did the organization invest in, contribute assets to, or participate in a joint venture or similar arrangement
with ataxable entity during the year? . . . . . . . i i v i i vttt it et i et e 16a| X
If "Yes," did the organization follow a written policy or procedure requiring the organization to evaluate its

participation in joint venture arrangements under applicable federal tax law, and take steps to safeguard the
cgganization‘s exempt status with respect to such arrangements? . . . _ . . . _ ... ... ... ... ..... 16b| X

Section C. Disclosure

17
18

19

20

List the states with which a copy of this Form 990 is required to be filed »___ ____ _ _ ______________ ___ ___________

Section 6104 requires an organization to make its Forms 1023 (or 1024 if applicable), 990, and 990-T (Section 501(c)(3)s only)
available for public inspection. Indicate how you made these available. Check all that apply.

[:] Own website Another's website Upon request

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

State the name, physical address, and telephone number of the person who possesses the books and records of the
organization: P varc BERGER 5565 STERRETT PLACE, STH FLOOR COLUMBIA, MD 21044 410-772-6719

JSA

Form 990 (2011)
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Form 990 (2011) ST. MARYS HOSPITAL OF ST. MARYS COUNTY INC. 52-0619006 Page 7

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

Check if Schedule O contains a response to any questioninthisPartVIl . ... ................
Section A.  Officers, Directors, Trustees, Key Employees, and Highest Compensated Employees

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

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

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

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

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

(A) ®) © (D) €) )
Name and Title Average Position Reportable Reportable Estimated
hours per | (do not check more than one compensation |compensation from amount of
gﬂm box, unless fo Bt & f:l:: org::?zt:gons com:tet;esrati on
hours for officer and a directorfirustee) | ganization | (W-2/1099-MISC) from the
organizations i g -a’: g é g %: E (W-211 099-MISC) organization
inScheduie | 2 | & 3le|33|3 and related
0) gg HEIE IS organizations
R
AHEHE
ATTACHMENT 2 °l s g
o
__(1) AVANI D SHAH, M.D __________|
BOARD MEMBER 1.00] X 10,000. 0 0
__(2) CHRISTINE WRAY ____________|
PRESIDENT/BOARD MEMBER 40.00) X X 574,729. 0 15,428.
__(3) KENNETH A SAMET |
BOARD MEMBER 1.00| X 0 6,126,151. 183,379.
__(4) HAROLD LEE, MD ________ _____ |
BOARD MEMBER 3.00] X 15,000. 0 0
__(5) BARBARA R THOMPSON ______ |
BOARD MEMBER 1.00f X 0 0 0
__(6) JANE H SYPHER ______________|
BOARD MEMBER 1.00| X 0 0 0
__(7) LEWIE ALDRIDGE, JR __________ |
BOARD MEMBER 1.00] X 0 0 0
_.(8) ANTHONY V BRANCH ___________|
BOARD MEMBER 1.00} X 0 0 0
__(9) DONALD CATHER, JR |
BOARD MEMBER 1.00| X 0 0 0
_(10) LINDA DUDDERAR |
BOARD MEMBER 1.00] X 0 0 0
_{11) MARY LEIGH HARLESS |
BOARD MEMBER 1.00] X 0 0 0
_{12) JOHN MCALLISTER ____________ |
BOARD MEMBER 1.00| X 0 0 0
_{13) KAREN OWENS |
BOARD MEMBER 1.00] X 0 0 0
_(14) DONALD SIRK ________________|
DIRECTOR 40.00) X 186,277. 0 257.
JSA Form 990 (2011)
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ST. MARYS HOSPITAL OF ST. MARYS COUNTY INC. 52-0619006
Form 990 (2011) Page 8
Section A. Officers, Directors, Trustees, Key Employees, and Highest Compensated Employees (continued)
(A) (8 (€} (D) €) )
Name and title Average Position Reportable Reportable Estimated
hours per | (do not check more than one compensation |compensation from amount of
week box, uniess person is both an from related other
(describe officer and a director/trustes) the organizations compensation
hoursfr 192 | 21318 |38 (8| organization | (W-2/1099-MISC) from the
eaed 152 B8 (2|53 |3 | W-2/1099-MISC) organization
organizations 8 g g 5|3 . and related
inSchedus |5 | B g g organizations
) 8|3 8| 3
3|8 2
8 g
g
15) R TIMOTHY STORCH ______________
BOARD MEMBER 1.00] X O 0 0
16) PATTY VERNON RUSHER __________|
BOARD MEMBER 1.00] X 0 0 0
17) RICHARD BRARM |
CFO 40.00 X 329,531. 0 14,424,
18) JOAN GELRUD __________________|
VP 40.00 X 246,845. 0 29,227,
19) MARK BOUCOT __ ________________|
\'2% 40.00 X 206,264. 0 29,648.
20) MARYLOU WATSON ______________|
VP NURSING 40.00 X 237,796. 0 32,021.
21) AMIR KHAN MD |
PHYSICIAN 40.00 X 525,379. 0 4,708,
22) MEHRDAD AKHLAGHI MD _________ |
PHYSICIAN 40.00 X 346,662. 0 2,582,
23) PATRICIA GURNY MD |
PHYSICIAN 40.00 X 267,578. 0 2,943.
24) ROBERT KONKOL MD |
PHYSICIAN 40.00 X 327,960. 0 3,535.
25) YAHIA TAGOURI MD ________ |
PHYSICIAN 40.00 X 428,161. 0 4,708.
1b Sub-total L > 786,006.] 6,126,151. 199,064.
¢ Total from continuation sheets to Part VI, SectionA , _ . . ... ...... »| 2,950,947. 0] 123,796.
dTotal(addlines1tband1c) . . . . . . . . i i v i i i it i it iin s an s e » 3,736,953. 6,126,151. 322,860.
2 Total number of individuals (including but not limited to those listed above) who received more than $100,000 of
reportable compensation from the organization » 11
’ 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? /f “Yes,” complete Schedule J for such
INdiVIdual . . . o o e e e e e e e e e e e e e e e e e e e et e e e e e 4 | X
5§ Did any person listed on line 1a receive or accrue compensation from any unrelated organization or individual
for services rendered to the organization? If “Yes,” complete Schedule J for suchperson . . . . . . .+ o v v v o 5 X
Section B. Independent Contractors
1 Complete this table for your five highest compensated independent contractors that received more than $100,000 of
compensation from the organization. Report compensation for the calendar year ending with or within the organization's tax
year.
(A} ®) ()
Name and business address Description of services Compensation

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

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

0

JSA
1E1055 2.000
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ST. MARYS HOSPITAL OF ST. MARYS COUNTY INC. 52-0619006
Form 990 (2011) Page 8
icli0'i[] Section A. Officers, Directors, Trustees, Key Employees, and Highest Compensated Employees (continued)
(A) (B) () D) 3] )
Name and title Average Position Reportable Reportable Estimated
hoursper | (do not check more than one compensation |compensation from amount of
week box, unless person s both an from related other
( officer and a director/trustee) the organizations compensation
hoursfor [S3 | 3| Q S el P from the
ala|R 3|8 organization {W-2/1099-MiSC) !
eed 152 582|533 | W-211089-MISC) organization
organizations | Q & 5 Eak] . and related
in Schedule | S 5 B g\|° g organizations
0 g5 (8| §
3!2 g
§ 2
( 26) PAUL M BARBER _______________ ]
FORMER CFO/BOARD MEMBER 3.00 X 34,771. 0 0
1b Sub-total L >
¢ Total from continuation sheets to Part VII, SectionA , ., , ... ....... >
d Total(addlinesibandic). . . . . . . . .. .. .. ..o >
2 Total number of individuals (including but not limited to those listed above) who received more than $100,000 of
reportable compensation from the organization » 11
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 , . . . . ... . . . . ¢ i i i it esnuas 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? /f “Yes,” complete Schedule J for such ;
Ndividual . . . o o e e e e e e e e e e e e e et e e e e e e e e e 4 | X
5 Did any person listed on line 1a receive or accrue compensation from any unrelated organization or individual
for services rendered to the organization? If “Yes,” complete Schedule J for suchperson . . . ... ... ... ..... 5 X
Section B. independent Contractors
1 Complete this table for your five highest compensated independent contractors that received more than $100,000 of
compensation from the organization. Report compensation for the calendar year ending with or within the organization's tax
year.
(A) (B) ©)
Name and business address Description of services Compensation

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

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

N
1E1055 2.000
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Form 990 (201t)

Contributions, Gifts, Grants
- 0 0O 060 T

'P rogram Service R°"°"“‘| and Other Simiiar Amounts
- O

2a

= -0 ao o

Total. Add lines 1a-1f . . . . . . . .

ST. MARYS HOSPITAL OF ST. MARYS COUNTY INC.

52-0619006

Page 9

Statement of Revenue

Federated campaigns . . . . ... .| 1a
Membership dues 1b
Fundraisingevents . . . ......|L1¢
Related organizations . . . . ... .[|.1d
Government grants (contributions) . . | 1e
Ali other contributions, gifts, grants,

40,545.

and similar amounts not inciuded above . | 1f 480,559.

Noncash contributions included in iines 1a-1f. $
Business Code

NET PATIENT SERVICE REVENUE 900099

(A)
Total revenue

521,104,

130,569,141.

(B)
Related or
exempt
function
revenue

130,569,141.

©)
Unrelated
businass
revenue

(D)
Revenue
excluded from tax
under sections
512,513, or 514

QTHER OPERATING REVENUE 900099

5,615,611 .

5,615,611,

All other program service revenue . . . . .

Total. Add lines2a-2f . . . ... .....

136,184,752,

ao v

7a

Other Revenue

Investment income (including dividends, interest, and
other similar amounts). . . . .

71,691.

71,691.

Income from investment of tax-exempt bond proceeds . . .

VVYyYVY |V

() Real

(ii) Personal

Royalties - - -

Grossrents + « + v 444
Less: rental expenses . . .
Rental income or (loss) . .
Net rental income or (loss) . .

.(i)' Securities

(ii) Other

Gross amount from sales of
assets other than inventory

Less: cost or other basis

and sales expenses . . . .
Gainor(loss) . . . . ...
Net gainor(loss) . ... .

Gross income from fundraising

events (not including $

of contributions reported on line 1c).

See PartIV,line18 . . . . ... .... a
Less: directexpenses . . . . ...... b
Net income or (loss) from fundraisingevents . . . . . .
Gross income from gaming activities.

See PartIV,line19 , , . .. .. .... a
Less: directexpenses . . . . . ..... b
Net income or {loss) from gaming activities. . . . . . .

Gross sales of inventory, less
returns and allowances

Less: costofgoodssold . . . ... ...

Net income or {loss) from sales ofinventory, . . . . ... .0

Misceilaneous Revenue Business Code

11a
b

c
d
e

JSA
1E1051 1.000

4778BC EO014

EQUITY IN EARNINGS OF AFFILIATES 900099

> =

-320,554.

-320,554.

EQUITY IN EARNINGS FROM CONSOL SUBS 900099

205,402.

205,402.

Allotherrevenue . . . . . . v . o v o v

Total. Addlines11a-11d « - - « v v v ¢« v 0 v v v 0 n e

136,662,395,

136,184,752,

-43,461.

VvV 11-6.5

2602270
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Form 980 (2011)

ST. MARYS HOSPITAL OF ST. MARYS COUNTY INC.

52-0619006

Page10

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).

Check if Schedule O contains a response to any question in this Part X

?g, ’;Zt ig:f Zﬁ%ﬁugﬁm’jfd on lines 6b, Total ggmses Progra(:)service Managgrzvzent and Funnga)ising
)y expenses general expenses expenses
1 Grants and other assistance to govemments and
organizations in the United States. See Part [V, line 21 . 0
2 Grants and other assistance to individuais in
the United States. See Part IV, line22, . . .. . 0
3 Grants and other assistance to governments,
organizations, and individuals outside the
United States. See Part iV, lines 15 and 16, _ | 0
4 Benefits paidtoorformembers, , . ... ... 0
5 Compensation of current officers, directors,
trustees, and keyemployees , . . ... ... . 4,194,324, 3,572,541. 621,783.
6 Compensation not inciuded above, to disqualified
persons (as defined under section 4958(f)(1)) and
persons described in section 4958(c}(3)B). . . . . . 0
7 Othersalariesandwages. . . . . ....... 49,799,660. 45,576,180. 4,223,480.
8 Pension plan accruals and contributions (include section
401(k) and 403(b) employer contributions) . . . . . . 235,172. 203,834, 31,338.
9 Otheremployeebenefits . o . « v v v v v o o . 4,884,421. 4,270,186, 614,235.
10 PayrolltaXes « + » » = ¢ o 0 o s s 0 0 v 0 0 s 3,826,414. 3,491,599. 334,815.
11 Fees for services (non-employees):
a Management . .. .............. 30,150. 30,150.
blegal ... ... iv i ittt 32,357. 32,357,
CACCOUNtING + v v v v o v v v o v e e e n m e 17,313. 17,313.
dLobbying + « v o v v v it i 0
@ Professional fundraising services. See Part [V, line 17 0
f Investment managementfees . ..... ... 0
goOther . . . . i it i i it s s et n e s 0
12 Advertisingand promotion . . . . . . . .. .. 459,584. 30,949. 428,635.
13 OffiCEEXPENSES « v « v v & v + « « s v o = + 1,182,840. 37,186. 1,145,654.
14 Information technology. « « « « = « v s « + & & 3,067,304. 2,667,420. 399,884.
15 Royalies, . . . .. vve v evnnnns. 0
16 OCCUPANCY « « v o o s o s s s s o s v v v o = 0
17 Travel . . ... ... Lo S s W 202,526. 111,019. 91,507.
18 Payments of travel or entertainment expenses
for any federal, state, or local public officials 0
19 Conferences, conventions, and meetings . . . . 0
20 INterest . . v v v v i e e e e e e e 1,250,604. 1,250,604.
21 Paymentstoaffiiates . . .. ......... 0
22 Depreciation, depletion, and amortization . . . . 8,475,333, 5,273,003. 3,202,330.
23 INSUMANCE | . . . v v v v e v v omm e nn e 134,907. 131,472. 3,435.
24 Other expenses. Itemize expenses not covered
above (List miscellaneous expenses in line 24e. If
line 24e amount exceeds 10% of line 25, column
(A) amount, list line 24e expenses on Schedule O.)
aSUPPLIES _ _ _ 21,238,674. 21,225,542. 13,132,
p PURCHASED SERVICES __________ 7,091,423. 5,246,122. 1,845,301.
¢BAD DEBT _ ___________________ 5,245,599. 5,245,270, 329.
d CONTRACTED_SERVICES 4,124,351, 3,435,324. 689,027.
e Allotherexpenses _ _ _ _ ___ _________._ 11,852,530. 7,934,623, 3,917,907.
25 Total functional exp Add lines 1 through 24e 127,345,486. 108,452,270. 18,893,216.
26 Joint costs. Complete this line only if the

organization reported in column (B) joint costs
from a combined educational campaign and
fundraising solicitation. Check here p D if

following SOP 98-2 (ASC 958-720) . . . . . . . 0
JSA
1E1052 1.000 Form 990 (2011)
4778BC EO014 V 11-6.5 2602270 PAGE 12



ST. MARYS HOSPITAL OF ST. MARYS COUNTY INC. 52-0619006
Form 990 (2011) Page 11
Balance Sheet
(A) (B)
Beginning of year End of year
1 Cash-noninterestbearing . . . .. ... ............. e b 35,929,469.] 1 44,901,919.
2 Savings and temporary cashinvestments, _ . . . ... ... ....... q 2 0
3 Pledges and grants receivable,net . . . . ... ... L. .. . a3 0
4 Accounts receivable,net L, 16,921,369.] 4 20,598,037.
5 Receivables from current and former officers, directors, trustees, key
employees, and highest compensated employees. Complete Part 1l of
ScheduleL . .. ds 0
6 Receivables from other disqualified persons (as defined under section
4958(f)(1)), persons described in section 4958(c)(3)(B), and contributing
employers and sponsoring organizations of section 501(c)(9) voluntary

. employees' beneficiary organizations (see instructions) . . . . .. .. .. qge 0

§ 7 Notes and loans receivable,net . . . ... ... ... ... ... ... 759,791.| 7 376,521.

&| 8 |Inventoriesforsaleoruse, ..., ...... ... ... ... ... 2,491,322.| 8 2,594,447.

9 Prepaid expensesanddeferredcharges . ... ................ 1,008,368.| 9 670,396.
10a Land, buildings, and equipment: cost or
other basis. Complete Part VI of Schedule D [10a 133,045,061.

b Less: accumulated depreciation, . ... ... .. 10b 58,130,575. 77,481,818.|10¢c 74,914,486.
11  Investments - publicly traded securities , , . ... .............. 2,303,570.| 11 5,381,826.
12 Investments - other securities. See Part IV, line 11, , , . ... .. ...... 12 0
13 Investments - program-related. See Part IV, line 11, . . . . . ... .... q13 0

{14 Intangibleassets . . . . . ... ... ... 914 0
15 Otherassets. SeePartiV,fine 11 _ . . .. ... .. v .. 12,763,145.1 15 5,053,967.
16 Total assets. Add lines 1 through 15 (mustequalline34) . . .. ... ... 149,658,852.116 154,491,599,
17 Accounts payable and accrued expenses, _ . . . .. ... .. ... .. ... 11,009,002.|17 8,924,909.
18 Grantspayable, , . ., . . ... .. ... ...t q18 0
19 Deferred revenve , . ., ., .. e ] cecgrecec ) e o Qe x4 o q19 0
20 Tax-exemptbondliabilities , ., . . . . .. ... ... ... 34,483,879.| 20 2,399,187.

@121 Escrow or custodial account liability. Complete Part IV of Schedule D g 21 0

E 22 Payables to current and former officers, directors, trustees, key

_.-?, employees, highest compensated employees, and disqualified persons.

- Complete Partliof ScheduleL | . . .. ... ... .o, Qq 22 0
23 Secured mortgages and notes payable to unrelated third parties , , , , . . . g 23 0
24 Unsecured notes and loans payable to unrelated third parties, . . . . . . . 024 0
25 Other liabilities (including federal income tax, payables to related third

parties, and other liabilities not included on lines 17-24). Complete Part X

of ScheduleD |, |, ., .. ... ... ...t it e e 13,849,255.| 25 19,870,180.
26 Total liabilities. Add lines 17 through25. . . ... ... ........... 59,342,136.] 26 31,194,276.

Organizations that follow SFAS 117, check here » ILI and complete

g lines 27 through 29, and lines 33 and 34.

S127  Unrestricted netassets . . .. .. ... L., 88,827,049.| 27 122,870, 566.

&|28 Temporarily restricted netassets | . ... .. ... .......... 1,389,667.] 28 326,757.

2 29 Permanently restrictednetassets, . . .. ... ... ... ¢ ... 100,000.| 29 100,000.

z Organizations that do not follow SFAS 117, check here P D and

B compiete 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

<132 Retained earnings, endowment, accumulated income, or other funds _ 32

2|33 Totalnetassetsorfundbalances . . . . . . .. .. .. ... ... .. .. .. 90,316,716.| 33 123,297,323.
34 Total liabilities and net assets/fund balances. . . . ... ........... 149,658,852.| 34 154,491,599.

JSA
1E10563 1.000
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ST. MARYS HOSPITAL OF ST. MARYS COUNTY INC. 52-0619006

Form 990 (2011) Page 12
Reconciliation of Net Assets e
Check if Schedule O contains a response to any questioninthisPartXi. . . . . . . ... . ..o v i s oo

1 Total revenue (must equal Part VIii, column (A),line12). . . . . . . . - ¢ . i i i i i i s v i i s o e 1 136,662,395.
2 Total expenses (must equal Part IX, coumn (A), line25). . . . . . . o o i i i ittt it i e 127,345,486.
3 Revenue less expenses. Subtract line2fromiinet ... ... ... . .. ..., 3 2,316,909,
4 Net assets or fund balances at beginning of year (must equal Part X, line 33, coumn (A)). . . . . ... 4 20,316, 716.
§ Other changes in net assets or fund balances (explaininSchedule Q) .. ... ............. 5 23,663,698
6 Net assets or fund balances at end of year. Combine lines 3, 4, and 5 (must equal Part X, line 33,

LoTe 143 I = ) ) 6

123,297,323,
Financial Statements and Reporting
Check if Schedule O contains a response to any questioninthisPart Xl . . .. ... ... ............
Yes | No

1  Accounting method used to prepare the Form 990: D Cash Accrual D Other

If the organization changed its method of accounting from a prior year or checked "Other," explain in

Schedule O.
2a Were the organization's financial statements compiled or reviewed by an independent accountant? 2a X

b Were the organization's financial statements audited by an independent accountant? 2b | X
¢ If "Yes" to line 2a or 2b, does the organization have a committee that assumes responsibility for oversight
of the audit, review, or compilation of its financial statements and selection of an independent accountant? . 2c | X

If the organization changed either its oversight process or selection process during the tax year, explaln in
Schedule O.
d If "Yes" to line 2a or 2b, check a box below to indicate whether the financial statements for the year were
issued on a separate basis, consolidated basis, or both:
[ ] separate basis Consolidated basis || Both consolidated and separate basis
3a As a result of a federal award, was the organization required to undergo an audit or audits as set forth in

the Single Audit Actand OMB Circular A-133? . . ...l ..., Ll X
b If "Yes," did the organization undergo the required audit or audits? if the organization did not undergo the
required audit or audits, explain why in Schedule O and describe any steps taken to undergo such audits 3b

Form 990 (2011)

JSA
1E1054 1.000
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f}ﬁf’fgﬁ,’fgo_ez, Public Charity Status and Public Support OB Mo, 15450047

Complete if the organization Is a section 501(c)(3) organization or a section
4947(a)(1) nonexempt charitabie trust.

Onen to Public:.

Department of the Treasury

Intemal Revenue Service P Attach to Form 990 or Form 990-EZ. P> See separate instructions. Inspection”
Name of the organization Employer Identification number
ST. MARYS HOSPITAL OF ST. MARYS COUNTY INC. 52-0619006

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
hospitaf's name, city, andstate: ____
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 Ii.)

6 : A federal, state, or local government or governmental unit described in section 170({b)(1)(A)(v).
7 |_] An organization that normally receives a substantial part of its support from a governmental unit or from the general public
___ described in section 170(b)(1)(A)(vi). (Complete Part 1l.)

8 || A community trust described in section 170(b)(1)(A){vi). (Complete Part Ii.)

9 [ | An organization that normally receives: (1) more than 331/3% of its support from contributions, membership fees, and gross
receipts from activities related to its exempt functions - subject to certain exceptions, and (2) no more than 331/3% 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 iil.)
10 | | Anorganization organized and operated exclusively to test for public safety. See section 509(a)(4).
11 |__| An organization organized and operated exclusively for the benefit of, to perform the functions of, or to carry out the

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

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

a D Type | b D Type il c D Type Ill - Functionally integrated d D Type Il - Other
eE] By checking this box, | certify that the organization is not controlled directly or indirectly by one or more disqualified

persons other than foundation managers and other than one or more publicly supported organizations described in section

509(a)(1) or section 509(a)(2).

f If the organization received a written determination from the IRS that it is a Type I, Type ll, or Type Il supporting
organization, check thisbox e
g Since August 17, 2006, has the organization accepted any gift or contribution from any of the
following persons? .
() A person who directly or indirectly controls, either alone or together with persons described in (ii) Yes | No
and (iii) below, the governing body of the supported organization? . . . . ... ....... 11g()
(i) A family member of a person described in (i) above? L. 11g(i)
(ili) A 35% controlled entity of a person described in (i) or (i) above? .. .. ... .......... 1g(ili)
h Provide the following information about the supported organization(s).
(1) Name of supported (Ii) EiN (iiy Type of organization (iv) Isthe | (v) Did you notify (vi) is the (vil) Amount of
organization (described on lines 1-9 organization in | the organization | organization in support
above or IRC section col. Mlstedin |~ in col iy of | col. i) organized
(see Instructions)) Y aera® | your support? inthe U.5.?
Yes | No Yes No Yes No
(A
(8)
()
(D)
(E)
Total
For Paperwork Reduction Act Notice, see the instructions for Schedule A (Form 990 or 990-EZ) 2011

Form 990 or 990-EZ.

JSA
1E1210 1.000
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Schedule A (Form 990 or 990-E2) 2011
Part Il

ST. MARYS HOSPITAL OF ST. MARYS COUNTY INC. 52-0619006

Page 2

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

Section A. Public Support
Calendar year (or fiscal year beginning in) P (a) 2007 (b) 2008 (c) 2009 (d) 2010 (e) 2011 (f) Total
1 Gifts, grants, contributions, and
membership fees received. (Do not
include any "unusual grants.") . . « . . .
2 Tax revenues levied for the
organization's benefit and either paid
toorexpendedonitsbehalf . . . . ...
3 The value of services or facilities
furnished by a governmental unit to the
organization without charge . . . . . . .
Total. Add lines 1 through3. . . . . . .
5 The portion of total contributions by
each person (other than a
governmental unit or publicly
supported organization) included on
line 1 that exceeds 2% of the amount
shown on line 11, column(f). . . . . .. =
6 Pubiic support. Subtract line 5 from line 4. 3
Section B. Total Support
Calendar year (or fiscal year beginning in) b (a) 2007 (b) 2008 (c) 2009 (d) 2010 (e) 2011 (f) Total
7 Amounts fromiined4 ... .......
8 Gross income from interest, dividends,
payments received on securities loans,
rents, royalties and income from similar
SOUMCES, |, , . . .. v v o o v o s s
9 Net income from unrelated business
activities, whether or not the business
isregularlycarriedon « « « . . . . . ..
10 Other income. Do not include gain or
loss from the sale of capital assets
(ExplaininPartiVl) . . . .. ......
11 Totai support. Add lines 7 through 10 . .
12 Gross receipts from related activities, etc. (SEEINSITUCHONS) + + & v v ¢ 4 ¢ 4 ¢t o v o v @ e @ n m 2 m e nn e 12 I
13 First five years. if the Form 990 is for the organization's first, second, third, fourth, or fifth tax year as a section 501(c)(3)

organization, check this box and stop here

>[ |

Section C. Computation of Public Support Percentage

14

15

16a
b

17a

18

%
%

Public support percentage for 2011 (line 6, column (f) divided by line 11, column (f)) 14
Public support percentage from 2010 Schedule A, Partll,line14 . _ . . ... ... ... ..., 15
331/3% support test - 2011. 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 D
331/3% support test - 2010. 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, . . . ... .......... >
10%-facts-and-circumstances test - 2011. 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
OFGaNIZAtION . L . L L i ittt i it e e e e e e e e e e e e e e e >
10%-facts-and-circumstances test - 2010. If the organization did not check a box on line 13, 16a, 16b, or 17a, and line

16 is 10% or more, and if the organization meets the "facts-and-circumstances" test, check this box and stop here.
Explain in Part IV how the organzation meets the "facts-and-circumstances” test. The organization qualifies as a publicly
supported Organization . . . . . . ... i e e e s 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

instructions

JSA

Schedule A (Form 980 or 980-EZ) 2011

1E1220 1.000
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ST. MARYS HOSPITAL OF ST. MARYS COUNTY INC. 52-0619006
Schedule A (Form 990 or 990-EZ) 2011 Page 3
Support Schedule for Organizations Described in Section 509(a)(2)
(Complete only if you checked the boxon line 9 of Part | or if the organization failed to qualify under Part .
If the organization fails to qualify under the tests listed below, please complete Part Il.)
Section A. Pubiic Support
Calendar year (or fiscal year beginning in) |  (a) 2007 (b) 2008 {c) 2009 (d) 2010 (e) 2011 (f) Total
1  Gifts, grants, contributions, and membership fees
received. (Do not inciude any "unusual grants.”)
2 Gross receipts from admissions, merchandise
sold or services performed, or facilities
furnished in any activity that is reiated to the
organization's tax-exempt purpose | |
3  Gross receipts from activities that are not an
unrelated trade or business under section 513 |
4 Tax revenues levied for the
organization's benefit and either paid
toorexpendedonitsbehalf , . . . ., .
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 inciuded on lines 2 and 3
received from other than disqualified
persons that exceed the greater of $5,000
or 1% of the amount on line 13 for the year
¢ Addlines7aand7b. . . . . ... ...
8 Public support (Subtract line 7¢ from
line6.) . i e o 0. M. el ..
Section B. Total Support
Caiendar year (or fiscal year beginning in) P>|  (a) 2007 (b) 2008 (c) 2009 (d) 2010 (e)2011 (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 s 4 = v v = 2 s o v s =«
b Unrelated business taxable income (less
section 511 taxes) from businesses
acquired after June 30, 1975 _ .
¢ Addlines10aand10b , . . . .. ..
11  Net income from unrelated business
activities not included in line 10b,
whether or not the business is regularly
carriedon « ¢ ¢ ¢ s x n s s s s s m s
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) . ., ... L. ...,
14 First five years. If the Form 990 is for the organization's first, second, third, fourth, or fifth tax year as a section 501(c)(3)
organization, check this boXand StOP here. . . . . . . . v v v v v v vt et e et e e e e, »
Section C. Computation of Public Support Percentage
15  Public support percentage for 2011 (line 8, column (f) divided by line 13, column(f)) . . . . . . ... ... 15 %
16 Public support percentage from 2010 Schedule A, Part lll, ine 15. . . .« . . v v v v o v s o o o o s an e s 16 %
Section D. Computation of Investment income Percentage
17  Investment income percentage for 2011 (line 10c, column (f) divided by line 13, column () ., . . . . . .. .. 17 %
18 Investment income percentage from 2010 Schedule A, Partlll, line17 , _ . . . . .. ... .. ... .. .. 18 %
19a 331/3% support tests - 2011. If the organization did not check the box on line 14, and line 15 is more than 331/3%, and line
17 is not more than 331/3%, check this box and stop here. The organization qualifies as a publicly supported organization P
b 331/3% support tests - 2010. 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 P

JSA
1E1221 1.000

4778BC E014

VvV 11-6.5

2602270

Schedule A (Form 980 or 980-EZ) 2011

PAGE 17



ST. MARYS HOSPITAL OF ST. MARYS COUNTY INC. 52-0619006
Schedule A (Form 990 or 990-EZ) 2011 Page 4
Supplemental Information. Complete this part to provide the explanations required by Part i, line 10;
Part Il, line 17a or 17b; and Part Ili, line 12. Also complete this part for any additional information. (See
instructions).

JSA Scheduie A (Form 990 or 990-EZ) 2011

1E1225 2.000
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Schedule B Schedule of Contributors OMB No. 1545-0047

(Form 990, 990-EZ,

or 990-PF)

Department of the Treasury
Intemal Revenue Service

» Attach to Form 990, Form 990-EZ, or Form 990-PF. Z@-‘ 1

Name of the organization
ST. MARYS HOSPITAL OF ST. MARYS COUNTY INC.

52-0619006

Employer identification number

Organization type (check one):

Filers of: Section:

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

Form 990-PF D 501(c)(3) exempt private foundation

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

D 501(c)(3) taxable private foundation

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

General Rule

[x]

For an organization filing Form 990, 890-EZ, or 990-PF that received, during the year, $5,000 or more (in money or
property) from any one contributor. Complete Parts | and Ii.

Special Rules

[]

L]

[]

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

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

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

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

For Paperwork Reduction Act Notice, see the instructions for Form 990, 890-EZ, or 990-PF.

JSA
1E1251 1.000
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Schedule B (Form 990, 990-EZ, or 930-PF) (2011)

Page 2

Name of organizaton ST. MARYS HOSPITAL OF ST. MARYS COUNTY INC.

Employer identification number

52-0619006
Contributors (see instructions). Use duplicate copies of Part | if additional space is needed.
(a) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
L B o ol B 2" ] ol B " ol n' ol o ol Person
Payroli
I N _=Em e = =SS uES . S S s S e ___294,559. Noncash
(Complete Part Il if there is
—————————————————————————————————————————— a noncash contribution.)
(a) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
T S R R N . S S I Person
Payroll
e | $________101,323. | Noncash
(Complete Part Il if there is
—————————————————————————————————————————— a noncash contribution.)
(a) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
P inls s b BF =Tolddl B'w =" = Person
Payroll
asfis § ___EB 'f= &' Sfmm'm ______ _ = e _430,545. Noncash
(Complete Part il if there is
—————————————————————————————————————————— a noncash contribution.)
(a) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
o2 |Ias o Nkl o F'em)sl 0 /0" Person
Payroll
e | $________142,862. | Noncash
(Complete Part |l if there is
—————————————————————————————————————————— a noncash contribution.)
(a) (b) () (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
R o L B | Person
Payroll
SNsl § Sun =N SReEN s BN Rl w B S Suiai s ———____._33,403. | Noncash
(Complete Part Il if there is
—————————————————————————————————————————— a noncash contribution.)
(a) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
e L Person
Payroll
e eyl gl e peeyuny ey ey Wi il Syel e __5.000. Noncash
(Complete Part Ii if there is
—————————————————————————————————————————— a noncash contribution.)
JSA Scheduie B (Form 990, 990-EZ, or 990-PF) (2011)
1E1253 1.000
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Schedule B (Form 990, 890-EZ, or 990-PF) (2011)

Page 2

Name of organizaton ST. MARYS HOSPITAL OF ST. MARYS COUNTY INC.

Employer identification number
52-0619006

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

(a)
No.

(b)

Name, address, and ZIP + 4

(c)

Total contributions

(d)
Type of contribution

Person
Payroli
Noncash

(Complete Part I if there is
a noncash contribution.)

(a)
No.

(b)

Name, address, and ZIP + 4

()

Total contributions

(d)
Type of contribution

Person
Payroll
Noncash

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

(a)
No.

(b)

Name, address, and ZIP + 4

(c)
Total contributions

(d)
Type of contribution

Person
Payroll
Noncash

(Complete Part li if there is
a noncash contribution.)

(a)
No.

(b)
Name, address, and ZIP + 4

(c)

Total contributions

(d)
Type of contribution

Person
Payroll
Noncash

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

(a)
No.

(b)

Name, address, and ZIP + 4

(c)
Total contributions

(d)
Type of contribution

Person
Payroli
Noncash

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

(a)
No.

(b)

Name, address, and ZIP + 4

(c)
Total contributions

(d)
Type of contribution

Person
Payroll
Noncash

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

JSA
1E12563 1.000
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Schedule B (Form 990, 990-EZ, or 890-PF) (2011)

Page 3

Name of organization ST, MARYS HOSPITAL OF ST. MARYS COUNTY INC.

Employer identification number

52-0619006

Noncash Property (see instructions). Use duplicate copies of Part Il if additional space is needed.

(a) No. (c)
from (b) FMV (or estimate) (d)
Description of noncash property given Date received
Part | (see instructions)
$
(a) No. c)
: (b) { (@
Lo Description of noncash property given FMV'{or estimats) Date recelved
Part | P property g (see instructions) %
$
(a) No. (c)
" (b) . (d)
fom Description of noncash property given ARl Dat ived
Part | P property 9 (see instructions) #18.Tocolve
$
(a) No. (c)
; (b) (d
= Description of noncash property given FHV (or estimate) Date received
Part | P property g (see Iinstructions) 2EOD8
$
(a) No. C
; (b) 0 (@
Lo Description of noncash property given FMV (orSetimate) Date recelved
Part | P b A (see instructions) i
$
(a) No. (3
f (b) = (d)
L Description of noncash property given e e Date received
Part | P property 8 (see instructions) g
$
JSA Schedule B (Form 990, 990-EZ, or 890-PF) (2011)
1E1254 1.000
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Schedule B (Form 990, 990-EZ, or 890-PF) (2011)
Name of organization ST, MARYS HOSPITAL OF ST. MARYS COUNTY INC. Employer Identification number
52-0619006

BExclusively religious, charitable, etc., individual contributions to section 501(c)(7), (8), or (10) organizations
that total more than $1,000 for the year. Complete columns (a) through (e) and the following line entry.
For organizations completing Part Ill, enter the total of exclusively religious, charitable, etc.,
contributions of $1,000 or less for the year. (Enter this information once. See instructions.) » $
Use duplicate copies of Part Il if additional space is needed.

Page 4

(a) No.
;ror;nl (b) Purpose of gift (c) Use of gift (d) Description of how gift is held
al
(e) Transfer of gift
Transferee's name, address, and ZIP + 4 Relationship of transferor to transferee
(a) No.
;rorrtnl (b) Purpose of gift {c) Use of gift (d) Description of how glft Is held
a
(e) Transfer of gift
Transferee's name, address, and ZIP + 4 Relationship of transferor to transferee
(a) No.
'I;ror;nl (b) Purpose of gift (c) Use of gift (d) Description of how gift is held
a
(e) Transfer of gift
Transferee's name, address, and ZIP + 4 Relationshlp of transferor to transferee
(a) No.
;roml {b) Purpose of gift (c) Use of gift (d) Description of how glift Is held
art
(e) Transfer of gift
Transferee’s name, address, and ZIP + 4 Relationship of transferor to transferee
JSA Schedule B (Form 990, 990-EZ, or 990-PF) (2011)
1E1255 1.000
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| OMB No. 1545-0047

SCHEDULE D

Supplemental Financial Statements

(Form 990) 2@1 1
»Complete Iif the organization answered "Yes," to Form 990,

Department of the Treasury Part IV, line 6, 7, 8, 9, 10, 11a, 11b, 11c, 11d, 11e, 11f, 12a, or 12b. Open tq Public

Intemal Revenue Service - Attach to Form 990. »> See separate instructions. Inspection

Name of the organization Employer identification number

ST. MARYS HOSPITAL OF ST. MARYS COUNTY INC. 52-0619006

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 (duringyear). . ... ..
4  Aggregate value atendofyear. . . .......
5 Did the organization inform all donors and donor advisors in writing that the assets held in donor advised
funds are the organization’s property, subject to the organization's exclusive legalcontrol? . . ... ...... D Yes D 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? . . . . . . . . . ... 00w e e e e D Yes D No
Conservation Easements. Complete if the organization answered "Yes" to Form 990, Part IV, line 7.
1 Purpose(s) of conservation easements held by the organization (check all that apply).
Preservation of land for public use (e.g., recreation or education) Preservation of an historically important land area
Protection of natural habitat Preservation of a certified historic structure

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

Held at the End of the Tax Year
a Total number of conservationeasements . . . . . . ... ... ittt it e e 2a
b Total acreage restricted by conservationeasements . . . ... ... ... ... 2b
¢ Number of conservation easements on a certified historic structure includedin(a). . . . .. 2¢
d Number of conservation easements included in (c) acquired after 8/17/06, and not on a
historic structure listed in the NationalRegister. . . . . ... .. ... ... .. ... c... 2d
3  Number of conservation easements modified, transferred, released, extinguished, or terminated by the organization during the
taxyear » __ _ _ _ ___ _
4  Number of states where property subject to conservation easementislocated » _________________
5 Does the organization have a written policy regarding the periodic monitoring, inspection, handling of
violations, and enforcement of the conservationeasementsitholds? .. ... ... ... ... ... D Yes D 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
S

8 Does each conservation easement reported on line 2(d) above satisfy the requirements of section 170(h)(4)(B)
(1) and section TOMANBIIN? . . . . . .. ...\t s s e Cves Tlno
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.
m Organizations Maintaining Collections of Art, Historical Treasures, or Other Similar Assets.
Complete if the organization answered "Yes" to Form 990, Part IV, line 8.
1a If the or?anization elected, as permitted under SFAS 116 (ASC 958), not to report in its revenue statement and balance sheet

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

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

(i) Revenues included in Form 990, PartVIILline 1 . . v ¢ v v v v v v v o m e v o s v i e v e e > __
(i) Assets included in Form 990, PartX . . . . v vt i i i vt i it e i 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 (ASC 958) relating to these items:

a Revenues included in Form 990, Part VL line 1 . . . . . . . . @i it i ittt it i n s s oo nens >SS __
b Assets included in Form 990, Part X . . . . . . & . ot i i i e e e e s e e s e e e xaaee e e »$
For Paperwork Reduction Act Notice, see the Instructions for Form 990. Schedule D (Form 990) 2011
JSA

1E1268 1.000 ]
4778BC EO014 V 11-6.5 2602270 PAGE 24



ST. MARYS HOSPITAL OF ST. MARYS COUNTY INC. 52-0619006

Schedule D (Form 990) 2011 Page 2

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

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):

Public exhibition d Loan or exchange programs

Scholarly research e B Other

Preservation for future generatons T T TTTTTTTTTTTTTTTTTTTTTTTTTTTTT
Provide a description of the organization's collections and explain how they further the organization's exempt purpose in Part
XIV.
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? . . . . - . [ ]vYes [ ]No

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

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

1a

b

- 0 O O

2a

Is the organization an agent, trustee, custodian or other intermediary for contributions or other assets not
included on FOrm 990, PartX?. « « « v v v v v v e ettt e e e e e e [ lves [_]No
If "Yes," explain the arrangement in Part X!V and complete the following table:

Amount

Beginningbalance . . . ... . it it i il e e e e e e e e 1¢
Additions duringtheyear ... .. ... ... it 1d
Distributions duringtheyear. . . . . . . . .. . . i i e e 1e
Endingbalance . . . . . . ... i i i e e s e s 1f
Did the organization include an amount on Form 990, Part X, ine21? . . .. .. .. ... .. .o ov' ... [ |Yes [ _[No
If "Yes," explain the arrangement in Part XIV.

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

1a
b
c

3a

b

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

Beginning of year balance . . . .
Contributions . . . ........
Net investment earnings, gains,
andlosses. . .. .........
Grants or scholarships . . . . ..
Other expenditures for facilities .
andprograms. . . . .. ... ..
Administrative expenses . . . . .
End of yearbalance. . . . . . ..
Provide the estimated percentage of the current year end balance (line 1g, column (a)) held as:
Board designated or quasi-endowment p %

Permanent endowment » %

Temporarily restricted endowment p %

The percentages in lines 2a, 2b, and 2¢ should equa! 100%.
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. . . . . . . L oL s e e e e e e e e e e s e e e 3a(i)
(iifrelated organizations . . . . . . . . . . . . . L i e e e e e e e e e 3a(ii)

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

4 Describe in Part XIV the intended uses of the organization's endowment funds.
Land, Buildings, and Equipment. See Form 990, Part X, line 10.
Description of property (a) Cost or other basis (b) Cost or other basis (c) Accumulated (d) Book value
(investment) (other) depreciation
1a Land. . . . ¢ . oo it e e e 3,921,322. 3,921,322.
b Buildings ... ... 000l 78,261,414.| 21,194,093. 57,067,321,
¢ Leasehold improvements. - - . . . .. ..
d Equipment . .. ... ... .00 49,020,349.| 36,804,752, 12,215,596.
@ Other « « ¢ v v v o v ettt et ennn 1,841,975, 131,728. 1,710,247.
Total. Add lines 1a through 1e. (Column (d) must equal Form 990, Part X, column (B), line 10(c).). . . . . . » 74,914,486.
Schedule D (Form 980) 2011
JSA
1E1269 1.000
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ST. MARYS HOSPITAL OF ST. MARYS COUNTY INC. 52-0619006

Schedule D (Form 990) 2011 Page 3
investments - Other Securities. See Form 990, Part X, line 12.
(a) Description of security or category (b) Book value (c) Method of valuation:
(including name of security) Cost or end-of-year market value

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

(2) Closely-held equityinterests , . . ... .......

(3)Other_ __ __ _ _

B L DO

L (- e S | W S VO

B e S S

Nl R e S S

e o E

R (3 Lt N S S

() e T IR e A

H)

Total. (Cojumn (b) must equal Form 990, Part X, col. (B) line 12.) »
A1l Investments - Program Related. See Form 990, Part X, line 13.

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

()
2
(3)
(4)
(5)
(6)
(7)
(8)
(9)
(10)
Total. (Column (b) must equaI'Form 990, Part X, col. (B) line 13.) »
Other Assets. See Form 990, Part X, line 15.
(a) Description (b) Book value

Q)
2)
(3)
(4)
(5)
(6)
(7)
(8)
(9)

(10)

Total. (Column (b) must equal Form 990, PartX, col. (B)line 15.) . . . . . u v + v & o o s o s o 4 o e I >

Other Liabilities. See Form 990, Part X, line 25.

1. (a) Description of liability (b) Book value
(1) Federal income taxes
(2)AMOUNTS DUE TO THIRD-PARTY PAY 3,923,881.
(3) INTERCOMPANY PAYABLES 4,471,998.|
(4)LIABILITY FOR SELF INSURANCE C 42,644. '
(5)ACCRUED PENSION LIABILITY 2,621,563.]
(6) RAC LIABILITY 1,256,798.
(7)OTHER LIABILITIES 7,553,296.
(8)
(9)

(10)

(11)

Total. (Column (b) must equal Form 990, Part X, col. (B) line 25.) W 19,870,180.

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

Schedule D (Form 990) 2011
4778BC EO01l4 VvV 11-6.5 2602270 PAGE 26
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ST. MARYS HOSPITAL OF ST. MARYS COUNTY INC. 52-0619006
Schedule D (Form 990) 2011 Page 4
Reconciliation of Change in Net Assets from Form 990 to Audited Financial Statements
1  Total revenue (Form 990, Part VIll, column (A),line12) . . . .. ... ... .. ... ... 1
Total expenses (Form 990, Part IX, column (A),line 25) . . . . .. .. ... .. . ..... 2
Excess or (deficit) for the year. Subtract line 2 from line 1
Net unrealized gains (losses)oninvestments . . ... ...

Donated services and use of facilities 5

Excess or (deficit) for the year per audited financial statements. Combine lines3and9 , . ... .. 10
Reconciliation of Revenue per Audited Financial Statements With Revenue per Return
Total revenue, gains, and other support per audited financial statements _ _ . .. .. ... ... 1
Amounts included on line 1 but not on Form 990, Part VIll, line 12:

Net unrealized gains oninvestments . . .. .. ........... 2a
Donated services and use of faciltes _ . . . . ... ............ 2b
Recoveries of prior year grants 2c
Other (Describe in Part XIV.) | 2d

Add lines 2a through 2d

-

N ajiffio © o~ bWON
3
pu )
o
ha ]
°©
o
i,
o
Q
3
&
[
g
o
2
74

o a0 oT o

2e

4  Amounts included on Form 990, Part Viil, line 12, but not on line 1:
Investment expenses not included on Form 990, Part VI, line 7b 4a

Other (Describe in Part XiV.) 4b

¢ Add lines 4a and 4b 4c

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
Total expenses and losses per audited financial statements 1

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

Prior year adjustments 2b

Other losses 2¢

Other (Describe in Part XIV.) 2d

Add lines 2a through 2d 2¢

3  Subtract line 2e from line 1
4  Amounts included on Form 990, Part IX, line 25, but not on line 1:
a Investment expenses not included on Form 990, Part VIl line 7b 4a

b Other (Describe in Part XIV.) 4b

¢ Add lines 4a and 4b 4c

5 Total expenses. Add lines 3 and 4¢. (This must equal Form 990, Part !, line18.), . . ... ... ... .. 5
PO Supplemental Information

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

-2

[ - N - B -

Schedule D (Form 890) 2011
JSA

1E1271 1.000
4778BC E014 V 11-6.5 2602270 PAGE 27



Schedule D (Form 990) 2011 ST. MARYS HOSPITAL OF ST. MARYS COUNTY INC. 52-0619006 Page 5
QA Supplemental Information (continued)

FIN 48 FOOTNOTE

SCHEDULE D, PART X

INCOME TAXES ARE ACCOUNTED FOR UNDER THE ASSET AND LIABILITY METHOD.

DEFERRED TAX ASSETS AND LIABILITIES ARE RECOGNIZED FOR THE FUTURE TAX

CONSEQUENCES ATTRIBUTABLE TO DIFFERENCES BETWEEN THE FINANCIAL STATEMENT

CARRYING AMOUNTS OF EXISTING ASSETS AND LIABILITIES AND THEIR RESPECTIVE

TAX BASES AND OPERATING LOSS AND TAX CREDIT CARRYFORWARDS. DEFERRED TAX

ASSETS AND LIABILITIES ARE MEASURED USING ENACTED TAX RATES EXPECTED TO

APPLY TO TAXABLE INCOME IN THE YEARS IN WHICH THOSE TEMPORARY DIFFERENCES

ARE EXPECTED TO BE RECOVERED OR SETTLED. THE EFFECT ON DEFERRED TAX

ASSETS AND LIABILITIES OF A CHANGE IN TAX RATES IS RECOGNIZED IN THE

PERIOD THAT INCLUDES THE ENACTMENT DATE. ANY CHANGES TO THE VALUATION

ALLOWANCE ON THE DEFERRED TAX ASSET ARE REFLECTED IN THE YEAR OF CHANGE.

THE CORPORATION ACCOUNTS FOR UNCERTAIN TAX POSITIONS IN ACCORDANCE WITH

THE FASB ACCOUNTING STANDARDS CODIFICATION (ASC) TOPIC 740, INCOME TAXES.

THERE WAS NO LIABILITY RECORDED FOR UNCERTAIN TAX POSITIONS AS OF JUNE

30, 2012.

Schedule D (Form 990) 2011

JSA

1E1226 2.000
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SCHEDULE H Hospitals | omB No. 1545-0047
(Form 990)

> Complete If the organization answered "Yes" to Form 990, Part IV, question 20.

Department of the Treasury P> Attach to Form 990. P> See separate instructions. Open to".P u blic:
Intemal Revenue Service Inspection . -*
Name of the organization Empiloyer Identification number
ST. MARYS HOSPITAL OF ST. MARYS COUNTY INC. _ 52-0619006
Financial Assistance and Certain Other Community Benefits at Cost
Yes| No
1a Did the organization have a financial assistance policy during the tax year? If "No," skip to question6a . . . . . . .. 1a | X
b If"Yes," Was it a WHHEN POCY?. « « o v v v v i it e e i i et e et et e e e e e bl X |
2 If the organization had multiple hospital facilities, indicate which of the following best describes application of K
the financial assistance policy to its various hospital facilities during the tax year.
Applied uniformly to all hospital facilities Applied uniformly to most hospital facilities
Generally tailored to individual hospital facilities
3 Answer the following based on the financial assistance eligibility criteria that applied to the largest number of
the organization's patients during the tax year.
a Did the organization use Federal Poverty Guidelines (FPG) to determine eligibility for providing free care? If |
"Yes," indicate which of the following was the FPG family income limit for eligibility forfreecare: , , . . . . .. . . ¢+ o v . .. 3a | X
100% 150% 200% Other %
b Did the organization use FPG to determine eligibility for providing discounted care? If "Yes," indicate which
of the following was the family income limit for eligibility for discountedcare: , . . . ... ... ... .. ...... 3b[X
200% 250% 300% 350% 400% Other = % [
c If the organization did not use FPG to determine eligibility, describe in Part Vi the income based criteria for
determining eligibility for free or discounted care. include in the description whether the organization used an
asset test or other threshold, regardless of income, to determine eligibility for free or discounted care.
4 Did the organization's financial assistance policy that applied to the largest number of its patients during the |
tax year provide for free or discounted care to the "medically indigent"?_ _ . . . . . ... ... ... ... .. .... 4 | X
5a Did the organization budget amounts for free or discounted care provided under its financial assistance policy during the tax year? 5a[ X
b [f "Yes," did the organization's financial assistance expenses exceed the budgetedamount? . . . . ... ....... 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 discountedcare? . . . .. ... ... ... .. ... ... Sc X
6a Did the organization prepare a community benefit report during the taxyear? ... ... ..... ... ... ..., 6a| X
b If "Yes," did the organization make it available tothepublic? . . . . . . . . . . . . . .. i e e 6b| X
Complete the following table using the worksheets provided in the Schedule H instructions. Do not submit
these worksheets with the Schedule H.
7 Financial Assistance and Certain Other Community Benefits at Cost
zanclal Assiganee nd[RRT Cletee [ CLTmGImY | e | e | e
Programs {optional) cxpense
a Financial Assistance at cost
(from Worksheet 1) . . . . 5740 4,007,907. 4,007,907. 3.15
b Medicaid (from Worksheet 3,
columna) « « v ¢ o s o
€ Costs of other means-tested
govemment programs (from
Worksheet 3, coumn b) _ _
d Total Financial Assistance and
Means-Tested Government
Programs « « « « « = « » 5740 4,007,907. 4,007,907. 3.15
Other Benefits
e C ity health imp it
e e e n s 37| 18797 898,269. 52,844. 845,425. .66
f Health professions education
(from Worksheet5) . . . . 6 741 235,178. 235,178. .18
g Subsidized health services (from
Worksheet8)e = « + » = + » 2 6,866,210. 3,617,174, 3,249,036. 2.55
h Research (from Worksheet 7)
I Cash and in-kind contributions
@Lﬁ&mh;"e‘t’g')'ybmeﬁ‘(“m n 8 340 195,323. . 195,323, .15
| Total. Other Benefis. . . . 53| 19878 8,194, 980. 3,670,018, 4,524,962. 3.54
K_ Total. Add lines 7d and 7j. . 53 25618 12,202,887. 3,670,018. 8,532,869. 6.69
For Paperwork Reduction Act Notice, see the Instructions for Form 990. Schedule H (Form 990) 2011
1E12Js§A1.000
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ST. MARYS HOSPITAL OF ST. MARYS COUNTY INC.

52-0619006

Schedule H (Form 990) 2011 Page 2
Community Building Activities Complete this table if the organization conducted any community building
activities during the tax year, and describe in Part VI how its community building activities promoted the
health of the communities it serves.
(a) Number of | (b) Persons {c) Total community (d) Direct 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 1 510. 510.
3 Community support 1 392. 392.
4 Environmental Improvements
§ Leadership development and
training for community members 1 2,5065. 2,505.
6 Coalitlon building 9 9 28,574. 28,574. .02
7 Communlty health improvement
advocacy 5 46,373. 46,373. .04
8 Workforce development 6 611 1,005,329, 1,005,329. .79
9 Other
10 Total 23 620 1,083,683, 1,083,683. .85
Bad Debt, Medicare, & Collection Practices
Section A. Bad Debt Expense Yes | No
1 Did the organization report bad debt expense in accordance with Healthcare Financial Management Association
StatementNO. 157, . L . . L i ittt it e et e e e e e e e e et e e e 11X
2 Enter the amount of the organization's baddebtexpense , , , . ... .......... 2 5,245,599.
3 Enter the estimated amount of the organization's bad debt expense attributable to
patients eligible under the organization's financial assistance policy . . . ... ..... 3
4 Provide in Part VI the text of the footnote to the organization's financial statements that describes bad debt
expense. In addition, describe the costing methodology used in determining the amounts reported on lines 2
and 3, and rationale for including a portion of bad debt amounts as community benefit.
Sectlon B. Medicare
§ Enter total revenue received from Medicare (includingDSHandIME) . . ... ... .. 5
6 Enter Medicare allowable costs of care relating to paymentsonine5.......... 6
7 Subtract line 6 from line 5. This is the surplus (orshortfall) . . . ............. 7
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 D Other
Section C. Coliection Practices
9a Did the organization have a written debt collection policy duringthe taxyear?, . . . .. ... ... .. .. ... 9a | X
b If “Yes," did the organization's collection policy that applied to the largest number of its patients during the tax year contain provisions on the
collection practices to be followed for patients who are known to qualify for financial assistance? DescribeinPart VI , , , , . . v v 4 4 « o » & 9b | X
il Management Companies and Joint Ventures (see instructions)
(a) Name of entity (b) Description of primary (c) Organization's (d) Officers, directors, (e) Physicians'
activity of entity profit % or stock trustees, or key profit % or stock
ownership % employees' profit % ownership %
or stock ownership %
1
2
3
4
5
6
7
8
9
10
11
12
13
JSA Schedule H (Form 990) 2011
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ST. MARYS HOSPITAL OF ST.

Schedule H (Form 990) 2011

MARYS

COUNTY INC.

52-0619006
Page 3

Facility Information

Section A. Hospital Facilities

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

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

Name and address

|eydsoy pasusor]

leojuns g [edlpawl |essueD

[endsoy s,uaipiyd

|eydsoy Buiyoes |

leydsoy ssacoe [edD

sinoy yz-43

Auiroey yoseesey

JoLpo-u3

Other (describe)

1 ST MARYS HOSPITAL OF ST MARYS COUNTY

25500 POINT LOOKOUT ROAD

LEONARDTOWN MD 20650

2

10

11

12

13

14

15

16

JSA

1E1286 1.000
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ST. MARYS HOSPITAL OF ST. MARYS COUNTY INC. 52-0619006

Schedule H (Form 990) 2011 Page 4
Faciiity Information (continued)
Section B. Facliity Policies and Practices
(Compilete a separate Section B for each of the hospital facilities iisted in Part V, Section A)
Name of Hospital Facility: ST MARYS HOSPITAL OF ST MARYS COUNTY
Line Number of Hospital Facility (from Scheduie H, Part V, Section A): __ 1
Yes | No
Community Health Needs Assessment (Lines 1 through 7 are optional for tax year 2011)
1 During the tax year or any prior tax year, did the hospital facility conduct a community health needs
assessment (Needs Assessment)? 1f "No," skipto line 8., . . . . . . . . i v v it it it ot e e e e e e 1 X
If "Yes," indicate what the Needs Assessment describes (check all that apply):
a | X]| A definition of the community served by the hospital facility
b | X| Demographics of the community
¢ | X]| Existing health care facilities and resources within the community that are available to respond to the
___health needs of the community
d [ X]| How data was obtained
e | X| The health needs of the community
f [ X| Primary and chronic disease needs and other health issues of uninsured persons, low-income persons,
and minority groups
g The process for identifying and prioritizihng community health needs and services to meet the
community health needs
h The process for consulting with persons representing the community's interests
i Information gaps that limit the hospital facility's ability to assess the community's health needs
i Ll other (describe in Part Vi)
2 Indicate the tax year the hospital facility last conducted a Needs Assessment: 20 1 ‘2
3 In conducting its most recent Needs Assessment, did the hospital facility take into account input from
persons who represent the community served by the hospital facility? If "Yes," describe in Part VI how the
hospital facility took into account input from persons who represent the community, and identify the persons
the hospital facility consulted . . . . ., ... . ... ... ... e e e e e e 3 | X
4 Was the hospital facility's Needs Assessment conducted with one or more other hospital facilities? If "Yes,"
list the other hospital facilities inPart VI, . . . . . ... ... ... ... .. . . .. 4 X
5 Did the hospital facility make its Needs Assessment widely available to thepublic?, . . . ... ......... 5§ [ X
If "Yes," indicate how the Needs Assessment was made widely available (check all that apply):
a | X| Hospital facility's website
b | X| Available upon request from the hospital facility
¢ |__] Other (describe in Part VI)
6 If the hospital facility addressed needs identified in its most recently conducted Needs Assessment, indicate
how (check all that apply):
a | X| Adoption of an implementation strategy to address the health needs of the hospital facility's community
b | X| Execution of the implementation strategy
¢ | X| Participation in the development of a community-wide community benefit plan
d | X| Participation in the execution of a community-wide community benefit plan
e | X| inclusion of a community benefit section in operational plans
f | X| Adoption of a budget for provision of services that address the needs identified in the Needs Assessment
g | X| Prioritization of health needs in its community
h | X] Prioritization of services that the hospital facility will undertake to meet health needs in its community
i L] Other (describe in Part VI)
7 Did the hospital facility address aii of the needs identified in its most recently conducted Needs Assessment? if "No," explain
in Part VI which needs it has not addressed and the reasons why it has not addressedsuchneeds . . . . v v v o v v o & & 7
Financial Assistance Poiicy
Did the hospital facility have in place during the tax year a written financial assistance policy that:
8 Explained eligibility criteria for financial assistance, and whether such assistance includes free or discounted
L 8 | X
9 Used federal poverty guidelines (FPG) to determine eligibility for providing freecare? , . .. .......... 9 [ X

if "Yes," indicate the FPG family income limit for eligibility for free care:2_ 0 0 %
If "No," explain in Part VI the criteria the hospital facility used.
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ST. MARYS HOSPITAL OF ST. MARYS COUNTY INC. 52-0619006

Schedule H (Form 980) 2011 Page D
Facility information (continued) ST MARYS HOSPITAL OF ST MARYS COUNTY
Yes | No
10 Used FPG to determine eligibility for providing discountedcare? . . . . . .. ... ... ... . . ... 10 | X
If "Yes," indicate the FPG family income limit for eligibility for discounted care: 4 0 0 o s |oros
If "No," explain in Part VI the criteria the hospital facility used. e ]
11 Explained the basis for calculating amounts charged topatients? _ _ . . ... ... ....... . © o ... 11 | X
if "Yes," indicate the factors used in determining such amounts (check all that apply): i :
a | X[ Income level
b | X| Assetlevel
¢ | X| Medical indigency
d [ X| Insurance status
e | X| Uninsured discount
f | X| Medicaid/Medicare
g [ | State regulation
h |__| Other (describe in Part VI) i
12 Explained the method for applying for financial assistance?, . . . . . .. .. ... o' v v o o, 12 | X
13 Included measures to publicize the policy within the community served by the hospital facility? . . . . . . . . . 13 | X
If "Yes," indicate how the hospital facility publicized the policy (check all that apply):
a | | The policy was posted on the hospital facility's website
b | _| The policy was attached to billing invoices
¢ | X| The policy was posted in the hospital facility's emergency rooms or waiting rooms
d | X| The policy was posted in the hospital facility's admissions offices
e | X| The policy was provided, in writing, to patients on admission to the hospital facility
f | X} The policy was available on request
g |__| Other (describe in Part Vi)
Billing and Collections
14 Did the hospital facility have in place during the tax year a separate billing and collections policy, or a written
financial assistance policy (FAP) that explained actions the hospital facility may take upon non-payment? _ _ _ . 14 | X
15 Check all of the following actions against an individual that were permitted under the hospital facility's
policies during the tax year before making reasonable efforts to determine the patient's eligibility under the
facility's FAP:
a Reporting to credit agency
b Lawsuits
c Liens on residences
d Body attachments
e Other similar actions (describe in Part VI)
16  Did the hospital facility or an authorized third party perform any of the following actions during the tax year
before making reasonable efforts to determine the patient's eligibility under the facility's FAP? _ . . . . . . 16 X
if "Yes," check all actions in which the hospital facility or a third party engaged: i
a Reporting to credit agency
b Lawsuits
¢ | _| Liens on residences
d | | Body attachments
e || Other similar actions (describe in Part VI)
17 Indicate which efforts the hospital facility made before initiating any of the actions checked in line 16 (check
all that apply):
a | | Notified patients of the financial assistance policy on admission
b | | Notified patients of the financial assistance policy prior to discharge
¢ |__| Notified patients of the financial assistance policy in communications with the patients regarding the
patients’ bills
d [:] Documented its determination of whether patients were eligible for financial assistance under the
hospital facility's financial assistance policy
e [:] Other (describe in Part VI) _ :
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ST. MARYS HOSPITAL OF ST. MARYS COUNTY INC. 52-0619006

Schedule H (Form 990) 2011 Page 6
Part V Facility information (continued) ST MARYS HOSPITAL OF ST MARYS COUNTY
Policy Relating to Emergency Medicai Care
Yes| No
18  Did the hospital facility have in place during the tax year a written policy relating to emergency medical c