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OMB No. 1645-1878

IRS e-file Signature Authorization
rm 8879-EQ for an Exempt Organization

For calendar year 2013, orfiscal yaar baginning QZ[_Q_]_.___ , 2013, and ending Q 5,{_3__0___ , 20 _1_4__ _
Department of e Treasury Do not send to the IRS. Keep for your records. 2@1 3
Intaral Revanus Service P Information about Form 8878-E0 and Its Instructions Is at www.irs.govform8arseo.
Name of exempt arganization ) Employer idantification number
CIVISTA MEDTICAT CENTER, INC. 52-0445374

Name and title of oficer

ERTE BOAS, CFQ
Type of Return and Return Information (Whole Dollars Only)

Check the box for the return for which you are using this Form 8879-EQ and entar the applicable amount, if any, fram the return. If you
check the box on line 1a, 2a, 3a, 4a, or Ba, helow, and the amount on that ling for the return belng filed with this form was blank, then
leave line 1b, 2b, 3b, 4b, or Bb, whichever is applicabls, blank {do not enter -0-). But, if you entsrad -0- on the return, then enter -0-
on the applicable lina helow. Do not complete mara than 1 line in Part |,

1a Form 990 check hete » b Total revenus, if any (Form 990, Part Vill, colmn{A} line 12} . 1b 129110479,
2a Form 990-EZ check hers b Total ravenue, if any (Form 980-E2 fine®) ., . . ... ..... 2b
3a Form 1120-POL check here »__ | | b Totaltax (Form 1120-POL, fine 22} . ..., ..,..,. 3b
4a Form 980-PF check hare b b Tax hased on investment income (Form 880-PF, Part Vi, line 5), 4b
Sa Form 8868 check here b b Balance Due (Form 8868, Past |, line 3¢ or Pert i, line 82} _ |, | | | 5b

Imﬂl Declaration and Signature Authorization of Officer

Under penalties of parjury, | declare thai | am an officer of the above organization and thal | have examined & copy of the
crganization's 2013 slectronic return and accompanying schedules and statements and to the best of my knowledge and belief, thay
are true, correct, and complete. 1 further declare that the amount in Part | above Is the amount shown on the copy of the
organization's electronic return. | consent to allow my intermediate service provider, transmitter, or electronic return originator (ERQ)
to zend the crgaenization's return (o the IRS and o recelve from the IRS (a} an acknowledgement of receipt or reason for rejection of
the transmission, (b) the reason for any delay in processing the return or refund, and {c) the date of any refund. If applicable, |
autherize the U.S. Treasury and its designated Financial Agent to initiate an electronic funds withdrawal (direct dabit) entry to the
financia! institution account indicated in the tax preparation softwars for payment of the organization's federal taxes owed on this
return, and the financial institution to debit the entry to this account, To revoke a payment, | must contact the U.S. Treasury Financial
Agent at 1-B88-353-4537 no later than 2 business days prior to the payment (settlament) date. | also authorize the financial institutions
involved in the processing of the electronic payment of taxes to recelve confidential information necessary to answer inquirles and
resolve issues related {o the payment. | have selsctad a personal identification number [PIN) as my signature for the crganization's
electronic return and, if applicakle, the organization's consent to alectrenic funds withdrawal,

Offlcer's PIN: check one box only
E’a | authorize GRANT THORNTON. LLP : to entermy PIN Eﬁ as my signature

ERDArm name Enter flve pumbars, but
do not enter all zeros
on the organization's tax year 2013 slectronically filed return. I | have indicated within this return that a copy of the return is
being filad with a state agency(ies) regulating charilies as part of the IRS Fed/State program, [ also avthorize the aforementioned
ERO to anter my PIN on the return's disclosure consent scraen.

D As an officer of the organization, | will enter my PIN as my signature on the organization's tax year 2013 elsctronically fited return.
If | have indicated within this retum that 8 copy of the refum is being filed with a state agency(fes} regulating charities as part of

: the IRS Fed/State progiam, ! wif enter gy PIN on the retum's disclosure congent screen.
Officer's signatwrs B K/ M Date B {95/08/‘&5
. 7 L4

Certification and Authentication

ERO's EFIN/PIN. Enter your six-digit elecironic filing identification
number (EFIN) foliowed by your fva-digit sef-selected PIN.

l2]3l6]ois]|3(3]s]slo]s]

o not entar all zeros

i certify that the above numeric entry is my PIN, which is my signature on the 2013 alectroniczlly filed return for the organization
indicated above. | confirm that | am submitiing this return in accordance with the requirements of Pub. 4163, Modarnized e-File (MeF)
Information for Authorized IRS e-file Providers for Business Returns. '

T e L Date p 05/06/2015

ERO's signature I

ERO Must Rotain This Form - See Insiructions
Do Not Submit This Form To the IRS Unless Requested To Do So _
For Paperwork Reduction Act Notice, see hack of form. ' Form §879-EQ (2013)

JSA
AE1e7e 1,000

0659EF 700P V 13-7.15 0180223-00037



Return of Organization Exempt From Income Tax

Form 9 9 0 Undaer section 504(c), 527, or 4347{a}1) of the Internal Revenue Code (except private feundations)
P Do not enter Saclal Security numbers on this form as it may be made public,

Deparment &f the Tresaury Opento Publ IG.

Intemsl Revenus Servie » Intormation about Form 990 and Its instructions is at www.irs.goviform990. lnspection
A For the 2013 calendar year, or tax year beginning 07/01, 2013, and ending 06/30,2014
C Name of organizaticn . D Employer Identification number
B cwaiasis | 0yyTSTA MEDICAL CENTER, INC. 52-0445374
e Deing Business As _
Mame change Number and strest {or P.Q, box if mad is not dellvered to stresi addreas)} Roomisulte E Telephone number
il rowm 5 GARRETT AVE (301) e08-4130
Terminated City or tewn, state or provines, couniry, and ZIP or ferefgn postal code
Amanded LA PLATA, MD 20646 G Grossmecelpls $ 129,219,788,
Mgl {F Name and addiess of principal Gcer, NOEL CERVING Hia} 18 this & graup reium for X
panding subdirtes?
5 GARRETT AVE LA PLATA, MD 2064¢ Hib} Ara el subordintes mﬂmﬁ‘.‘H Yes H
| Taxexempt status: l X | B01(cH3) | | 50NE ()« (insertno) I [ asamminyor 1 i 527 IF*bo;* attach & lsl. ien Inskruations)
J  Wabslte: p WWW . CHARLESREGTIONAL.CRG Hie) Group examption number I
K Form of argenizstion: | X Ecnrpuratiun [ Trwa] [assccistion | | other » | L. vaar of sarmaiion: 1980| M State of legaldomicle:  MD
Summary
1 Briefly destribs tha organization's misslon or most significant activitiess CIVISTA MEDICAL CENTER, INC. IS A
gl  COMPONENT OF A REGIONAL INTEGRATED HEALTH SYSTEM SERVING THE
§|  HEALTH NEFDS OF CHARLES COUNTY AND THE CITIZENS OF SOUTHERN MARYLAND, -
§ 2 Chack thisbox M D if the organization discontinued its operations or disposed of more than 25% of its net assets.
@[ 3 Number of voting mambers of the governing body (Part Vi, line1a) | | | | W n e m e e et 3 16.
‘; 4 Wumber of independent vating members of the goveming body (Part VI, line 1k}, . ., . .. .. .. o0 vW . 4 13.
£| § Total number of indivicusis employed In calendar year 2013 (PartV, e 2a), . | _ _ | e e 5 1,089,
% & Total number of volunteers (estimaie ifnecessary} | . |, ... ... ... .. e et e e e s ] 115.
< | 7a Totet unrelated business revenue from Part Vill, column (Ch fine 12 | | | | | e e .. |72 142,153.
b Net unrelated business taxable income from Form 990-T, e 34 . . . . o o o o v v v v v o e eiaaaa 7b -4,543.
Prior Year Current Year
ol 8 Contributions and grants (PartVilL lineth), | L L L L Ly e s wu e .. e 528,633. 373,966,
g 9 Frogram service revenue (Part VL ne 2g) . . . . . .. . h e e hh . R, 118,308,645.| 128,303,767,
3110 Invesiment income {Part VI, column (A), fines 3, 4, and 7d), , _ . . . e 796,545, ~79,5086,
2 \ R
11 Other revenue (Part VIIl, column (A}, lines &, 6d, 8¢, B¢, 10c, and 118}, , ., . . ... .. .. -2,428, 080, 510,252,
12  Total revenue - add lines 8 through 11 must equal Part VIIl, column (A), line12), . . . . .. 117,206,743, | 129,110,479,
13  Grants and simllar amounts paid (Part X, column (A), nes 1-3) ., ., .. ... ... .. 58,392. 87,252,
14 Benefits paid to or for membars {Part 14, column (A), fine 4} | e e e . 0 0
¢ |15 Salaries, other compensation, employee benefits (Part IX, coleurmn (A), lines 5—10) e 53,080,677, 52,674,539,
ﬁ 16a Professionsl fundraising fees (Part IX, column (&), lhe1t8) | | | | | e e 0 0
% b Total fundraising expanses (Part X, cobron (D), line25) 0 T
17 Other expenses [Pant IX, column (&), linss 11a-11d, 111-248) |, , , .. . ... ... e 56,619,499, 65,768,408,
18 Total expensas. Add lines 13-17 (must equal Part 1X, column (A), line 28) ., . ... .. 109,768,566.1 118,530,195,
18 Revenue less expenses. Sublractfine 18Fomline12, . o 0 v b\ o o o v i w 7,438,175, 10,580,280.
5 g ) Beginning of Gurront Year End of Year
gﬁ 20 Totel assets (Part X, Jine 18) | | e e e e e 143,406,844.| 158,176,511.
ﬁ% 21 Total liablities (Part X, lins28), . . .. ..... e e e e e 104,014,817.| 107,530,822,
22122 Net assets or fund balances. Subtrectline2ifromline20. o v o v o v ¢ 0 g oo oo 39,392,027, 50,645,689,

Signature Block

Linder penalties of perju a% | declate thet | have examined this setum, inclyding accompanying schedules and staiements, and to the kesl of my knowledge and beflef, Il 13
true, corract, &nd complete, Declaration of prepagerfolher th r) s cn all Infornyalion of which preparer has any knawladge,

Sign ’ Slgnaiure of officer MO /ff’W’- Dmaéﬂ/agir/ZQi‘SH
Here LRI BOASS (. F O.

Type or print name and {itla

Print/Type preparers name ’ Preparer’s signature ~ Dete Chﬂﬂkl__l i | PTIN
Pald el S e br.empl
Preparer |Lopuk, GIARDINI = 05/12/2015 | =si-smpoyed | pQ0532355
Use Only Firm's name  -GRANT THORNTON LEP Firi's EIN B 36-6055558

Fim¥'s eddress M*2001 MARKET STREET, SUITE 700 PSILADELPHTA, BA 18103 Fhonene. 215-561-4200
May the IRS digcuss this return with the preparer shown above? (see Instructions} | | , . . ., et iR ves E e
For Paperwork Reduction Act Notlce, see the separate instructions. romn 990 (2013)

;‘?‘:0101.DOD
0659EE 7007 v 13-7.15 0180223-00037



Form 8868 Application for Extension of Time To File an

(Rev. January 2014) Exempt Organization Return S NS LAY
Department of the Treasury P> File a separate application for each return.

Internal Revenue Service » Information about Form 8868 and its instructions is at www.irs.gov/form8868.

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

e If you are filing for an Additional (Not Automatic) 3-Month Extension, complete only Part Il (on page 2 of this form).
Do not complete Part Il unless you have already been granted an automatic 3-month extension on a previously filed Form 8868.

Electronic filing (e-file). 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.

[N 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

B S o i e I v N i AN e B ST O o1 B Ao 6 N R wdienn »[]
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 filer's identifying number, see instructions
Name of exempt organization or other filer, see instructions. Employer identification number (EIN}) or
Type or
print CIVISTA MEDICAL CENTER, INC. 52-0445374
si'e by the Number, street, and room or suite no. If a P.O. box, see instructions. Sacial security number (SSN)
ue date for
filing your 5 GARRETT AVE
{:;L:;Zd?:nes City, town or post office, state, and ZIP code. For a foreign address, see instructions.
LA PLATA, MD 20646

Enter the Return code for the return that this application is for (file a separate application for eachreturn) . . . . v o v v v v v 0f1
Application Return | Application Return
Is For Code |Is For Code
Form 990 or Form 990-EZ 01 Form 990-T (corporation) 07
Form 990-BL 02 Form 1041-A 08
Form 4720 (individual) 03 Form 4720 (other than individual) 09
Form 990-PF ] 04 Form 5227 10
Form 990-T (sec. 401(a) or 408(a) trust) 05 Form 6069 11
Form 990-T (trust other than above) 06 Form 8870 12
o The books are in the care of ERIK BOAS, 5 GARRETT AVE LA PLATA, R 206465 Ber = -t

Telephone No. » 301 609-4130 FAXNo.» 301 934-0053
e If the organization does not have an office or place of business in the United States, et Kethi SO e 8 = ai s e e o b | 2 D
e |If this is for a Group Return, enter the organization's four digit Group Exemption Number (GEN) . If this is
for the whole group, check thisbox _ , ., . . > D . If it is for part of the group, check thisbox, , . . ., . » [_, 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
untl__02/15_,20 15 _, to file the exempt organization return for the organization named above. The extension is
for the organization's return for:
> calendar year20 _ or
> tax year beginning 07/01 ,2013 ,and ending ________06/30 ,2014 .

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. 3a|$ 0
b If this application is for Form 990-PF, 990-T, 4720, or 6069, enter any refundable credits and
estimated tax payments made. Include any prior year overpayment allowed as a credit. 3b|$ 0
¢ Balance due. Subtract line 3b from line 3a. Include your payment with this form, if required, by using EFTPS
(Electronic Federal Tax Payment System). See instructions. 3c|$ 0
Caution. If you are going to make an electronic funds withdrawal (direct debit) with this Form 8868, see Form 8453-EO and Form 8879-E0 for payment
instructions.
For Privacy Act and Paperwork Reduction Act Notice, see instructions. Form 8868 (Rev. 1-2014)
JSA

3F8054 2.000
V. 13=7,1F 0180223-00037
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Form 8868 (Rev. 1-2014) Page 2
e |f you are filing for an Additional (Not Automatic) 3-Month Extension, complete only Part Il and check thisbox. . . . . . .. 4 w
Note. Only complete Part Il if you have already been granted an automatic 3-month extension on a previously filed Form 8868.

e |f you are filing for an Automatic 3-Month Extension, complete only Part | (on page 1).

m 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 Cl VI STA MEDI CAL CENTER, | NC 52- 0445374
) Number, street, and room or suite no. If a P.O. box, see instructions. Social security number (SSN)

fue dedor | 5 GARRETT AVE

‘;gﬂ?ﬂ?";ﬂe City, town or post office, state, and ZIP code. For a foreign address, see instructions.

instructions. LA PLATA, MD 20646

Enter the Return code for the return that this application is for (file a separate application for eachreturn) . . . . ... .. ... [of1]
Application Return | Application Return
Is For Code |Is For Code
Form 990 or Form 990-EZ 01
Form 990-BL 02 Form 1041-A 08
Form 4720 (individual) 03 Form 4720 (other than individual) 09
Form 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 already granted an automatic 3-month extension on a previously filed Form 8868.
e The books are in the care of »
Telephone No. » 301 609-4130 ] FaxNo. » 301 934-0053 ]

e |f the organization does not have an office or place of business in the United States, check thisbox . . . . ... ... ..... > |:|
e |[f this is for a Group Return, enter the organization's four digit Group Exemption Number (GEN) . If this is
for the whole group, check thisbox . . . . .. 4 |:| . If it is for part of the group, check thisbox. . . .. .. | 2 |_, and attach a

list with the names and EINs of all members the extension is for.

4 Irequest an additional 3-month extension of time until 05/ 15 , 20 15

5  For calendar year , or other tax year beginning 07/01 ,20 13 |, and ending 06/30 ,2014

6 If the tax year entered in line 5 is for less than 12 months, check reason: |_, Initial return |_, Final return

Change in accounting period
7  State in detail why you need the extension ADDI TI ONAL TI ME | S NEEDED TO GATHER | NFORVATI ON
NECESSARY TO FI LE A COVPLETE AND ACCURATE RETURN

8a If this application is for Forms 990-BL, 990-PF, 990-T, 4720, or 6069, enter the tentative tax, less any
nonrefundable credits. See instructions. 8al$ 0
b If this application is for Forms 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. 8b|$ 0
¢ 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. 8c|$ 0

Signature and Verification must be completed for Part Il only.

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

Signature »> ) o =5 Tite B EA Date B> 2/6/201F
Form 8868 (Rev. 1-2014)

JSA
3F8055 2.000

0659EE 700P V 13-7.15 0180223- 00037
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Cl VI STA MEDI CAL CENTER, | NC. 52-0445374

Form 990 (2013) Page 2
U  Statement of Program Service Accomplishments
Check if Schedule O contains a response or note to any lineinthisPart Il . . . . .. .. ... oo o oo

1 Briefly describe the organization's mission:
CI VI STA MEDI CAL CENTER, INC. I'S A COVMPONENT OF A REG ONAL
| NTEGRATED HEALTHCARE SYSTEM CREATED TO PROVI DE EXCELLENCE | N
ACUTE HEALTHCARE AND PREVENTI VE SERVI CES | N CHARLES COUNTY AND
THE SURROUNDI NG COMMUNI Tl ES.

2 Did the organization undertake any significant program services during the year which were not listed on the

Prior FOMM 990 O 990-EZ? . . . . . . 0\ttt e e e e e e e [ ves No
If "Yes," describe these new services on Schedule O.

3 Did the organization cease conducting, or make significant changes in how it conducts, any program
SBIVICES? . . . .\t ittt e e e e e e e [ves [XIno
If "Yes," describe these changes on Schedule O.

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

4a (Code: ) (Expenses $ 100, 043, 927. including grants of $ g7,252. ) (Revenue $ 128, 673,866. )

ATTACHMENT 1

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

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

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

(Expenses $ including grants of $ ) (Revenue $ )
4e Total program service expenses p 100, 043, 927.
3E10905 000 Form 990 (2013)

0659EE 700P V 13-7.15 0180223- 00037



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

Form 990 (2013)

10

11

12

13
14

15

16

17

18

19

20

Page 3
Checklist of Required Schedules
Yes | No
Is the organization described in section 501(c)(3) or 4947(a)(1) (other than a private foundation)? If "Yes,"
complete SChedUlE A . v . v i i e e e e e e e e e e e e e e e e e e e e e e 1 X
Is the organization required to complete Schedule B, Schedule of Contributors (see instructions)? . . . . . . ... 2 X
Did the organization engage in direct or indirect political campaign activities on behalf of or in opposition to
candidates for public office? If "Yes," complete Schedule C,Partl. . . . . . .« . v o v i v i i i it it e e e 3 X
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 o v v v v i v o v u 4 X
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,
|| 5 X
Did the organization maintain any donor advised funds or any similar funds or accounts for which donors
have the right to provide advice on the distribution or investment of amounts in such funds or accounts? If
"Yes," complete Schedule D, Partl . . . & o v o v i i i i s s e e e e e e e e e e e e e s 6 X
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, Partil. . . . . . .. .. 7 X
Did the organization maintain collections of works of art, historical treasures, or other similar assets? If "Yes,"
complete Schedule D, Part ll « . v v v v v v v e e e e e e e e e e e e e e e e e e e e e e e e e e e 8 X
Did the organization report an amount in Part X, line 21, for escrow or custodial account liability; serve as a
custodian for amounts not listed in Part X; or provide credit counseling, debt management, credit repair, or
debt negotiation services? If "Yes," complete Schedule D, PartIV . . . . . .« . v o v i i i i n i e e 9 X
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
If the organization’s answer to any of the following questions is "Yes," then complete Schedule D, Parts VI,
VII, VIII, IX, or X as applicable.
a Did the organization report an amount for land, buildings, and equipment in Part X, line 10? If "Yes,"
complete Schedule D, PartVl . . . . . o ittt 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 167 If "Yes," complete Schedule D, PartVIl ., . . . . .. ... ....... 11b X
¢ Did the organization report an amount for investments-program related in Part X, line 13 that is 5% or more
of its total assets reported in Part X, line 167 If "Yes," complete Schedule D, PartVIIl, . . . . .. ... ....... 1llc 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 . . . . . . . . . . .. ... . iuenen.. 11d X
e Did the organization report an amount for other liabilities in Part X, line 25? If "Yes," complete Schedule D, Part X [1lle 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, Part X , . , . ., . 11f X
a Did the organization obtain separate, independent audited financial statements for the tax year? If "Yes,"
complete Schedule D, Parts Xland XIl . . . . v o 0 o v i i i s e e s e s e e e e e e e e e e e e s 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 Xl and Xllisoptional . . . . . « « = v o v o 12b X
Is the organization a school described in section 170(b)(1)(A)(ii)? If "Yes," complete ScheduleE . . .. ... ... 13 X
a Did the organization maintain an office, employees, or agents outside of the United States?. . . . . . .. .. ... 1l4a 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 IV. . . . . . . .. .. 14b X
Did the organization report on Part IX, column (A), line 3, more than $5,000 of grants or other assistance to or
for any foreign organization? If "Yes," complete Schedule F, Partslland IV . . . . . . . . . oo oo v v i oo 15 X
Did the organization report on Part IX, column (A), line 3, more than $5,000 of aggregate grants or other
assistance to or for foreign individuals? If "Yes," complete Schedule F, Parts llland IV . . . . . . . .. oo oo 0 16 X
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
Did the organization report more than $15,000 total of fundraising event gross income and contributions on
Part VIII, lines 1c and 8a? If "Yes," complete Schedule G, Partll . . . . . . . . o v vt i i i it i i i s e 18 X
Did the organization report more than $15,000 of gross income from gaming activities on Part VIII, line 9a?
If"Yes," complete Schedule G, Part lll . . . . v v v o v i v i s s s e s e e e e e e e e e e e e e 19 X
a Did the organization operate one or more hospital facilities? If "Yes," complete ScheduleH . . . ... .. .. ... 20a| X
b If "Yes" to line 20a, did the organization attach a copy of its audited financial statements to thisreturn? . . . . . . 20b X
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Page 4
Checklist of Required Schedules (continued)

Yes | No
Did the organization report more than $5,000 of grants or other assistance to any domestic organization or
government on Part IX, column (A), line 1? If "Yes," complete Schedule |, Partsland Il . . . ... ......... 21 X
Did the organization report more than $5,000 of grants or other assistance to individuals in the United States
on Part IX, column (A), line 2? If "Yes," complete Schedule |, Partsland Ill . . . . ... ... ............ 22 X
Did the organization answer "Yes" to Part VII, Section A, line 3, 4, or 5 about compensation of the
organization's current and former officers, directors, trustees, key employees, and highest compensated
employees? If "Yes," complete Schedule J . . . . . v v it v it s e e e e e e e e e e e e 23 X
Did the organization have a tax-exempt bond issue with an outstanding principal amount of more than
$100,000 as of the last day of the year, that was issued after December 31, 20027 If "Yes," answer lines 24b
through 24d and complete Schedule K. If “N0,” O t0 liNE25@. . . . . v v v v v v o e e e e e e e e e e e e e e e 24a X
Did the organization invest any proceeds of tax-exempt bonds beyond a temporary period exception?. . . . . . . 24b
Did the organization maintain an escrow account other than a refunding escrow at any time during the year
to defease any tax-exempt bonNds? . . . . . . . . . i i e e e e e e e e e e e e e e e e 24c
Did the organization act as an "on behalf of" issuer for bonds outstanding at any time during the year? . . . . . . 24d
Section 501(c)(3) and 501(c)(4) organizations. Did the organization engage in an excess benefit transaction
with a disqualified person during the year? If "Yes," complete Schedule L, Partl, . . . ... .. ... ... .. .. 25a X
Is the organization aware that it engaged in an excess benefit transaction with a disqualified person in a prior
year, and that the transaction has not been reported on any of the organization's prior Forms 990 or 990-EZ?
If"Yes," complete Schedule L, Part L . . . . o v v i v it st e s e e e e e e e e e e e e e e e e 25b X
Did the organization report any amount on Part X, line 5, 6, or 22 for receivables from or payable to any
current or former officers, directors, trustees, key employees, highest compensated employees, or
disqualified persons? If so, complete Schedule L, Part Il . . . . . . . . . . . 26 X
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
Was the organization a party to a business transaction with one of the following parties (see Schedule L,
Part IV instructions for applicable filing thresholds, conditions, and exceptions):
A current or former officer, director, trustee, or key employee? If "Yes," complete Schedule L, PartIV. . . . . ... 28a X
A family member of a current or former officer, director, trustee, or key employee? If "Yes," complete
Schedule L, Part IV, . o v v i i e e e e e e e e e e e e e e e e e e e e 28b X
An entity of which a current or former officer, director, trustee, or key employee (or a family member thereof)
was an officer, director, trustee, or direct or indirect owner? If "Yes," complete Schedule L,PartIV. . . . . .. .. 28c X
Did the organization receive more than $25,000 in non-cash contributions? If "Yes," complete Schedule M | 29 X
Did the organization receive contributions of art, historical treasures, or other similar assets, or qualified
conservation contributions? If "Yes," complete Schedule M . . . . . . . . . i i i i i it e e e e e e e 30 X
Did the organization liquidate, terminate, or dissolve and cease operations? If "Yes," complete Schedule N,
P |y vt et e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e 31 X
Did the organization sell, exchange, dispose of, or transfer more than 25% of its net assets? If "Yes,"
complete Schedule N, Part Il . . v o v v v e v e e e v e e e e e e e e e e e e e e e e e e 32 X
Did the organization own 100% of an entity disregarded as separate from the organization under Regulations
sections 301.7701-2 and 301.7701-3? If "Yes," complete Schedule R,Part1 . . . . ... ... ... ....... 33 X
Was the organization related to any tax-exempt or taxable entity? If "Yes," complete Schedule R, Part II, IlI,
OrIV,and Part V, lINE L . . v o v i e i e e e e e e e e e e e e e e e e e e e e e e e e e e 34| X
Did the organization have a controlled entity within the meaning of section 512(b)(13)? . . . .. ... .. .. .. 35a X
If "Yes" to line 35a, 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,line 2, , . . . . 35b
Section 501(c)(3) organizations. Did the organization make any transfers to an exempt non-charitable
related organization? If "Yes," complete Schedule R, Part V,line 2 ., . . . . . . .. .. & . i i vurene.. 36 X
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,
PAt VL s v e e e e e e e e e e e I Y X
Did the organization complete Schedule O and provide explanations in Schedule O for Part VI, lines 11b and
19?2 Note. All Form 990 filers are required to complete Schedule O . . . . . . . . . . v v v v v v v v v v ann 38 X
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Statements Regarding Other IRS Filings and Tax Compliance
Check if Schedule O contains a response or note to anylineinthisPartV .. ... ... ... ... .. ..... |:|
Yes No
la Enter the number reported in Box 3 of Form 1096. Enter -0- if not applicable, , . . ... ... la 192
b Enter the number of Forms W-2G included in line 1a. Enter -O- if not applicable, . . . . .. .. 1b 0
c Did the organization comply with backup withholding rules for reportable payments to vendors and
reportable gaming (gambling) winnings to prize WiNNers?, . . . . . . . . . . . i i i e e e e e e e e e e e e e e 1c X
2a Enter the number of employees reported on Form W-3, Transmittal of Wage and Tax
Statements, filed for the calendar year ending with or within the year covered by this return , | 2a 1, 099
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" to line 3b, provide an explanation in Schedule O , . . . . .. 3b X
4a At any time during the calendar year, did the organization have an interest in, or a signature or other authority
over, a financial account in a foreign country (such as a bank account, securities account, or other financial
ACCOUMD? L L L L it e e e e e e e e e e e e e 4a X
b If “Yes,” enter the name of the foreign country: »
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
¢ If "Yes" to line 5a or 5b, did the organization file Form 8886-T? . . . . . . . . . . . . . i i i i e e e e e 5c
6a Does the organization have annual gross receipts that are normally greater than $100,000, and did the
organization solicit any contributions that were not tax deductible as charitable contributions? , . . . . ... ... 6a X
b If "Yes," did the organization include with every solicitation an express statement that such contributions or
gifts were not tax deductible? . . . . . .. L L. e e 6b
7 Organizations that may receive deductible contributions under section 170(c).
a Did the organization receive a payment in excess of $75 made partly as a contribution and partly for goods
and services provided to the payor? , . . . . . .. ... L e e e e e e e e e e 7a X
b If "Yes," did the organization notify the donor of the value of the goods or services provided? , . . ... ... ... 7b
c Did the organization sell, exchange, or otherwise dispose of tangible personal property for which it was
required to file FOMM 828272 & v v v v v i it e e e e e e e e e e e e e e e e e e 7c X
d If "Yes," indicate the number of Forms 8282 filed duringtheyear , . . . ... ... ...... | 7d |
e Did the organization receive any funds, directly or indirectly, to pay premiums on a personal benefit contract? | 7e X
f Did the organization, during the year, pay premiums, directly or indirectly, on a personal benefit contract? , . . . . 7f X
g If the organization received a contribution of qualified intellectual property, did the organization file Form 8899 as required? | 79
h If the organization received a contribution of cars, boats, airplanes, or other vehicles, did the organization file a Form 1098-C? 7h
8 Sponsoring organizations maintaining donor advised funds and section 509(a)(3) supporting
organizations. Did the supporting organization, or a donor advised fund maintained by a sponsoring
organization, have excess business holdings at any time duringtheyear? . . . . . . .. ... ... ...« ..... 8
9 Sponsoring organizations maintaining donor advised funds.
a Did the organization make any taxable distributions under section4966? ., . . . . . . . . . . . ¢ v o v v ... 9a
b Did the organization make a distribution to a donor, donor advisor, or related person? , . . . .. ... ... .... 9b
10 Section 501(c)(7) organizations. Enter:
a Initiation fees and capital contributions included on Part VI, line12 , . . . . ... ... ... 10a
b Gross receipts, included on Form 990, Part VIII, line 12, for public use of club facilities , , . . [10b
11 Section 501(c)(12) organizations. Enter:
a Gross income from members or shareholders . . . . . . . . . 0 0 i e e e e e lla
b Gross income from other sources (Do not net amounts due or paid to other sources
against amounts due or received fromthem.) . . . . . . . . . . . . i i i e e e 11b
12a Section 4947(a)(1) non-exempt charitable trusts. Is the organization filing Form 990 in lieu of Form 10417 12a
b If "Yes," enter the amount of tax-exempt interest received or accrued during the year , _ . . . 12b
13 Section 501(c)(29) qualified nonprofit health insurance issuers.
a Is the organization licensed to issue qualified health plans in morethanonestate?, . . ... ... ... ...... 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 healthplans _ _ . . . . . ... ... ...... 13b
c Enterthe amountofreservesonhand. . . .. ... ... ... ... .. ... 13c
14a Did the organization receive any payments for indoor tanning services during the taxyear? . . . . ... ... ... 1l4a X
b If "Yes," has it filed a Form 720 to report these payments? If "No," provide an explanation in Schedule O . . .. .. 14b
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Part VI 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 or note to any lineinthis Part VI . . . <« & v v v v o v v v v o o v o o v n
Section A. Governing Body and Management
Yes | No
la Enter the number of voting members of the governing body at the end of the taxyear . - . . . la 18
If there are 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, or key employee? . . . . . . &t i o i i i i i e e e e s e e e 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 o v o i h L L e e e e e e s 6 | X
7a Did the organization have members, stockholders, or other persons who had the power to elect or appoint
one or more members of the governing body? . . . . . & o ¢ o i i i n e e e e e s 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 governing body? . . . . . . . . ¢ o v 0 i i i it d i s 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?. . .« c v v i i ittt e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e ga | X
b Each committee with authority to act on behalf of the governingbody? . . . . ... .. ... .. ... .. gb | X
9 Is there any officer, director, trustee, or key employee listed in Part VI, Section A, who cannot be reached at
the organization's mailing address? If "Yes," provide the names and addresses in ScheduleO, , . ... ... .. 9 X
Section B. Policies (This Section B requests information about policies not required by the Internal Revenue Code.)
Yes | No
10a Did the organization have local chapters, branches, or affiliates? . . . . . . . .. . . v o v v i i v oo oo 10a X
b 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
11a Has the organization provided a complete copy of this Form 990 to all members of its governing body before filing the form? . 11a| X
b Describe in Schedule O the process, if any, used by the organization to review this Form 990.
12a Did the organization have a written conflict of interest policy? If "No," gotoline13 . . .. .. ... .. .. ... 12a| X
b Were officers, directors, or trustees, and key employees required to disclose annually interests that could give
MSE 10 CONIICIS? « v v v i o ottt e e ettt e e e e e e e e e e e e e e e e e 12b| X
c Did the organization regularly and consistently monitor and enforce compliance with the policy? If "Yes,"
describe in Schedule O hoW thiSWas dONE .« « « v v v v v v v o e e e e e e e e e e e e e e 12¢| X
13 Did the organization have a written whistleblower policy?. . . . . . . v v o i i L i s e e e s e e e 13 | X
14  Did the organization have a written document retention and destruction policy?. . . . . . . . v v v v v v o . 14 | X
15 Did the process for determining compensation of the following persons include a review and approval by
independent persons, comparability data, and contemporaneous substantiation of the deliberation and decision?
a The organization's CEO, Executive Director, or top management official . . . . . . .« .« . v oo v v v oo oo 15a| X
b Other officers or key employees of theorganization . . . . . . . . & v o v v i i i i i i e e e e e 15b| X
If "Yes" to line 15a or 15b, describe the process in Schedule O (see instructions).
16a Did the organization invest in, contribute assets to, or participate in a joint venture or similar arrangement
with ataxable entity during the Year? . . .« v v v v v v o b e e e e e e e e e e e e e e e e e e e e e e e e e 16a X
b 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
organization's exempt status with respect to such arrangements? | ., | . . . .. ... .. ... .0 e .. 16b

Section C. Disclosure

17
18

19

20

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 instion. Indicate how you made these available. Check all that apply.

Own website Another's website Upon request |:| Other (explain in Schedule O)

Describe in Schedule O whether (and if so, how) the organization made its governing documents, conflict of interest policy, and
financial 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>ERI K BOAS 5 GARRETT AVE LA PLATA,_ MD 20646 301- 609- 4130
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Form 990 (2013) Cl VI STA MEDI CAL CENTER, | NC. 52- 0445374 Page 7
Compensation of Officers, Directors, Trustees, Key Employees, Highest Compensated Employees, and
Independent Contractors
Check if Schedule O contains a response or note to any lineinthisPartVII. . ... ... ... ... ........
Section A.  Officers, Directors, Trustees, Key Employees, and Highest Compensated Employees
la Complete this table for all persons required to be listed. Report compensation for the calendar year ending with or within the
organization's tax year.

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.

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

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

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

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

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

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

©
(A (B) Position (D) E) F)
Name and Title Average | (do not check more than one Reportable Reportable Estimated
hours per | box, unless person is both an compensation | compensation from amount of
week (listany| officer and a director/trustee) from related other )
hoursfor [0 =[5 o] x| e x| = the organizations compensation
relaed | 22| 2] F|2|2S S organization (W-2/1099-MISC) from the
organizations | 8 8 | & | @ | 3|2 & | 2 | (W-2/1099-MISC) organization
below dotted | S £ 3 % & 8 and r_ela_ted
ine) - g ;—’ ?B ;D organizations
3 g
_(pSHELLY QULHANE | 1.00
VI CE CHAIR X X 0 0 0
_(2B. _LARRY JENKINS JR, MD_____ | 1.00
DI RECTOR X 0 0 0
_(@R WAYNE BARNES | 1.00
DI RECTOR X 0 0 0
_(@SARA A MDDLETON | 1.00
DI RECTOR X 0 0 0
_(GCANDICE QUINNKELLY | 1.00
EX- OFFI CI O DI RECTOR X 0 0 0
_(@ANTHONY GOVINGTON | 1.00
DI RECTOR X 0 0 0
_(MKHADAR BAIG MD._ | 1.00
DI RECTOR X 0 0 0
_(@LOUS JENKINS, JR | 1.00
CHAI RVAN X X 0 0 0
_(QRCHARD WNKLER | 1.00
SECRETARY/ TREASURER X X 0 0 0
IQMCHAEL CADY | _1.00]
DI RECTOR X 0 0 0
(ADASHVIN J. PATEL, MD_ | 1.00
DI RECTOR X 0 0 0
(AMES BURKE ] 1.00
DI RECTOR X 0 0 0
(A3JOAN ASHWORTH | 1.00
EX- OFFI CI O DI RECTOR 49.00| X 0 527, 667. 20, 501.
(A4ROBERT CHRENAIK | 1.00
EX- OFFI Cl O DI RECTOR 49.00| X 0 1,735, 933. 246, 647.
ISA Form 990 (2013)
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Cl VI STA MEDI CAL CENTER, | NC. 52- 0445374
Form 990 (2013) Page 8
Section A. Officers, Directors, Trustees, Key Employees, and Highest Compensated Employees (continued)
(A (B) © (D) E) F)
Name and title Average Position Reportable Reportable Estimated
hours per (do not check more than one compensation | compensation from amount of
week (listany [ DOX, unless person is both an from related other
hours for officer and a director/trustee) the organizations compensation
relaed |23 | 21318 |5& |2 | organization | (W-2/1099-MISC) from the
organizations = g_ E a g :é_)g g (W-2/1099-MISC) organization
below dotted g, E_: g- 3|35 and r.elat.ed
line) = = 2._, % § organizations
3 é g
15) NOEL CERMINO | 40.00]
EX- OFFI CI O PRESI DENT & CEO 10. 00| X X 496, 041. 0 72, 218.
16) JOEL SEWCHAND, _MD | 1 1.00]
CHI EF OF STAFF X 0 0 0
1) ERKBOAS | 40.00]
CHI EF FI NANCI AL OFFI CER 10. 00 X 255, 074. 0 26, 215.
18) MARKDUMNS | 40.00]
CHI EF MEDI CAL OFFI CER X 424, 838. 0 55, 309.
19) PAUL BLACGMOOD | 40.00]
VP PLANNI NG X 196, 551. 0 19, 899.
20) STACEY COK | 40.00]
VP HUMAN RESOURCES X 196, 150. 0 26, 972.
21) WLLIAMGRIMS | 40.00]
VP ANCI LLI ARY SERVI CE X 176, 917. 0 9, 105.
22) KATHERINE MDDLETON | 40.00]
RN X 165, 916. 0 7,520.
23) MRILYNGREGORY | 40.00]
CLI NI CAL NURSE |V X 177, 286. 0 7, 795.
24) GABREL ABIQLA | 40.00]
PHARVACY CLI NI CAL MANAGER X 159, 217. 0 23, 775.
25) EUGENE SIMANDHI | 40.00]
PEDI ATRI C HOSPI TALI ST PHYSI AN X 170, 971. 0 26, 479.
1b Sub-total e > 0 2, 263, 600. 267, 148,
c Total from continuation sheets to Part VII, Section A , ., . .. ... ... .. | 2 2, 564, 247. 0 280, 751.
d Total (add lines 1b and 1C) « « « « = v v v vt w v v e e e e e e e e e e e »| 2,564, 247. 2,263, 600. 547, 899.
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 » 40
Yes | No
3 Did the organization list any former officer, director, or trustee, key employee, or highest compensated
employee on line 1a? If "Yes," complete Schedule J for suchindividual . . . . ... ... ... ..., 3 X
4 For any individual listed on line 1a, is the sum of reportable compensation and other compensation from the
organization and related organizations greater than $150,000? If “Yes,” complete Schedule J for such
INIVIAUAL . . 4 o e e s e e e e e e e e e e e e 4 | X
5 Did any person listed on line la receive or accrue compensation from any unrelated organization 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

Name and business address

B)

Description of services

©

Compensation

ATTACHVENT 2

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

28
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Form 990 (2013) Page 8
REWRYIl  Section A. Officers, Directors, Trustees, Key Employees, and Highest Compensated Employees (continued)
(A (B) © (D) E) F)
Name and title Average Position Reportable Reportable Estimated
hours per | (do not check more than one compensation |compensation from amount of
week (listany [ DOX, unless person is both an from related other
hours for officer and a director/trustee) the organizations compensation
elaed 123 | 21218 |5&| 8| organization | (W-2/1099-MISC) from the
organizations éé_ E a g 55 g (W-2/1099-M|SC) organization
below dotted | © £ | & 3|~ and related
. g2 |5 | ®8 R
line) S| 2 & organizations
c iy @ 3
g | g | B
3|2 2
& 2
2
(g INGLI_ | 40.00]
PEDI ATRI C HOSPI TALI ST PHYSI AN X 145, 286. 0 5, 464.
1b Sub-total e >
c Total from continuation sheets to Part VII, Section A , ., . .. ... ... .. | 2
d Total (add lineslband 1C) . . . = & & & @ @ @ i i i it e e e e e e e e e e >
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 » 40
Yes | No
3 Did the organization list any former officer, director, or trustee, key employee, or highest compensated
employee on line 1a? If "Yes," complete Schedule J for suchindividual . . . . . . . . . . v v v v i v it e e e 3 X
4 For any individual listed on line 1a, is the sum of reportable compensation and other compensation from the
organization and related organizations greater than $150,000? If “Yes,” complete Schedule J for such
INIVIAUAL . . 4 o e e s e e e e e e e e e e e e 4 | X
5 Did any person listed on line la receive or accrue compensation from any unrelated organization 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)
Name and business address

B)

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

JSA
3E1055 1.000
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Form 990 (2013) Cl VI STA MEDI CAL CENTER, | NC. 52- 0445374 Page 9
Statement of Revenue
Check if Schedule O contains aresponse or note to any line inthis Part VIl , | . . . . . . .. .. . . ... |:|
(GY (C)] © (D)

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

% % la Federated campaigns . - « = « « . . la
52| b Membershipdues . ........ 1b
5/:1" < ¢ Fundraisingevents . . . . .« « .+ .. ic
o= d Related organizations . . + . . . . . 1d 373, 966.
2% e Government grants (contributions) . . | 1e
%g f  All other contributions, gifts, grants,
E o) and similar amounts not included above . |_1f
é;% g Noncash contributions included in lines 1a-1f: $
h Total. Addlines 1a-1f . . « « o & & & u o v o o o o o o« > 373, 966.
% Business Code
% 2a NET PATI ENT REVENUE 900099 128, 305, 767. 128, 305, 767.
[vd
g b
> c
& d
| e
§’ f  All other program service revenue . . . . .
a g Total. Addlines2a-2f . + v v i i it i e e e e > 128, 305, 767.
3 Investment income (including dividends, interest, and
other similaramounts). . . . « « « ¢ o 0 0 0000 e . > 29, 813. 29, 813.
4 Income from investment of tax-exempt bond proceeds . . . > 0
5 ROyalties « + = =+ o+ o+ s ttte e sxa e s a .. > 0
(i) Real (i) Personal
6a Grossrents . . . . . 2 ..
b Less: rental expenses . . .
¢ Rental income or (loss)
d Netrentalincomeor(loss) . « . « o v v v v v v i . > 0
(i) Securities (ii) Other
7a Gross amount from sales of
assets other than inventory
b Less: cost or other basis
and sales expenses . . . . 109, 319.
c Ganor(loss) + + + v+« » -109, 319.
d Netgainor(loSs) « « v v v v o v v v v v v v a0t > -109, 319. -109, 319.
g 8a Gross income from fundraising
S events (not including $
5 of contributions reported on line 1c).
0: See PartIV,linel8 . . . « « v v v o v . a
g Less: directexpenses . . « -« « . . . . b
6 Net income or (loss) from fundraisingevents . . . . . . . . » 0
9a Gross income from gaming activities.
See PartIV,line19 , ., .. ...... a
Less: directexpenses . . « - v 2 v ... b
Net income or (loss) from gaming activities. . « « « + . . . > 0
10a Gross sales of inventory, less
returns and allowances , , , ... ... a
b Less:costofgoodssold. . . . . . . .. b
¢ Net income or (loss) from sales of inventory, , . . .. ... » 0
Miscellaneous Revenue Business Code
11a ANSWERI NG SERVI CE 561000 142, 153. 142, 153.
b CAFETERI A & COFFEE BAR SALES 900099 339, 137. 339, 137.
c MEDI CAL RECORD COPI ES & APPLI CATI ON FEE 900099 6, 891. 6, 891.
d Allotherrevenue « « « v v v v v v v v u s 900099 22,071, 22,071,
e Total. Add liNes 11a-11d « « = = = + = « = « = + + = « « | 2 510, 252.
12 Total revenue. See instructions . . « + v v o v & v 4 . . | 2 129,110, 479. 128, 673, 866. 142 153. -79,506.
JsA Form 990 (2013)
3E1051 1.000
0659EE 700P V 13-7.15 0180223- 00037



Form 990 (2013)
REVRENE Statement of Functional Expenses

Cl VI STA MEDI CAL CENTER,

I NC.

52- 0445374

Page 10

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

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

Do not include amounts reported on lines 6b, 7b,

(A)

(B)

©)

(D)

&, 9b, and 100 of Part Vil e | Tl | temedeme i’
1 Grants and other assistance to governments and
organizations in the United States. See Part IV, line 21 . 87, 252. 87, 252,
2 Grants and other assistance to individuals 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 paid toor formembers, ., , . ... .. 0
5 Compensation of current officers, directors,
trustees, and key employees , . . .. ... .. 2, 690, 668. 2,287, 068. 403, 600.
6 Compensation not included above, to disqualified
persons (as defined under section 4958(f)(1)) and
persons described in section 4958(c)(3)(B) 0
7 Other salaries and wages , . . . . . . .. . .. 41,092, 471. 34, 928, 600. 6, 163, 871.
8 Pension plan accruals and contributions (include section
401(k) and 403(b) employer contributions) . . . + . . 11 1491 273. 976- 882. 172: 391.
9 Other employeebenefits . . . . . v« v v v v . 4,510, 905. 3,834, 269. 676, 636.
10 Payroll taxes « « « « « v v v v v e e 3,231, 222. 2,746, 539. 484, 683.
11 Fees for services (non-employees):
a Management ... ....... 0
blegal . ... ... ... ... 783, 885. 783, 885.
cAccounting . . .. ... ... ... ... 56, 865. 56, 865.
dLlobbying . ... ... ...... ... ... 6, 109. 6, 109.
e Professional fundraising services. See Part IV, line 17, 0
f Investment managementfees , ., ... ... 0
g Other. (if line 11g amount exceeds 10% of line 25, column
(A) amount, list line 11g expenses on Schedule O.). « + « + & 8' 047' 614 6’ 8401 472 11 207’ 142
12 Advertising and promotion _, , . . . ... ... 596, 727. 507, 218. 89, 509.
13 OffiCe eXPenses . . v v v v v v v v v v e s 3,401, 786. 2,891, 518. 510, 268.
14 Information technology. . . . . . . . . . . .. 0
15 Royalties, , . . .. v v i 0
16 OCCUPANCY . . v s o s oo 3, 280, 517. 2,788, 439. 492, 078.
17 Travel | o . . . e e e e 49, 742. 42, 281. 7,461.
18 Payments of travel or entertainment expenses
for any federal, state, or local public officials 0
19 Conferences, conventions, and meetings , . . . 140, 596. 119, 507. 21, 089.
20 INETESE . o o v e e e e 2,775,924, 2, 359, 535. 416, 389.
21 Paymentsto affiliates. . . . . .. .. .. ... 0
22 Depreciation, depletion, and amortization , , _ . 3, 694, 364. 3, 140, 209. 554, 155.
23 INSUMANCE . . . o v e e e e 2,992, 707. 2,543, 801. 448, 906.
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.)
aSUPPLI ES AND DRUGS 15, 855, 097. 13, 476, 832. 2,378, 265.
bPURCHASED SERVICES 11, 975, 008. 10, 178, 757. 1, 796, 251.
.BADDEBT 9, 064, 027. 7,704, 423, 1, 359, 604.
4EQUI PMENT SERVI CE_CONTRACTS 1, 528, 644. 1, 299, 347. 229, 297.
e All other expenses _________________ 1,518, 796. 1, 290, 978. 227, 818.
25 Total functional expenses. Add lines 1 through 24e 118, 530, 199. 100, 043, 927. 18, 486, 272.
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 |:| if
following SOP 98-2 (ASC 958-720) . . . . .. . 0
éé?osz 1000 Form 990 (2013)
0659EE 700P V 13-7.15 0180223- 00037



Cl VI STA MEDI CAL CENTER, | NC. 52- 0445374
Form 990 (2013) Page 11
EPE@ Balance Sheet
Check if Schedule O contains a response or noteto anylineinthisPart X . . .. ... ... .. . . ... | |
(A B)
Beginning of year End of year
1 Cash-non-interest-bearing . .. ... ... ... 1 0
2 Savings and temporary cash investments_ . . 28, 125,065.| 2 21, 245, 679.
3 Pledges and grantsreceivable, net . . ... ... ... g s 0
4 Accounts receivable,net . L 11, 705, 089.| 4 7,988, 094.
5 Loans and other receivables from current and former officers, directors,
trustees, key employees, and highest compensated employees.
Complete Part Il of Schedule L | _ . . . . . . . .. .. .. . . ... 0 s 0
6 Loans and other 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). Complete Part Il of ScheduleL . . . . . . . ... 0 6 0
‘sn‘.) 7 Notes and loans receivable,net . .. ... .. ... ... ... Q7 0
2| 8 |Inventoriesforsaleoruse ... ... .. ... 1, 459, 352.| 8 1, 586, 764.
9 Prepaid expenses and deferredcharges . . . . ... ... ... .... 459,932.| 9 205, 947.
10a Land, buildings, and equipment: cost or
other basis. Complete Part VI of Schedule D 10a| 107,506, 269.
b Less: accumulated depreciation, , , ... .... 10b 36, 665, 550. 69, 010, 185. |10c 70, 840, 719.
11 Investments - publicly traded securities |, . . . . . .. .. . .0 011 20, 457, 797.
12 Investments - other securities. See Part IV, line 11, , . . . . . ... ... .. 012 0
13 Investments - program-related. See Part IV, line 11 | _ . . . . ... ... .. 0 13 0
14 Inangible @SSETS . . . . . . . e 0 14 0
15 Otherassets. See Part IV, line 11 | | . . . . . . i v i it it 32,647,221.| 15 35, 851, 511.
16  Total assets. Add lines 1 through 15 (must equal line 34) . .. .. ..... 143, 406, 844. | 16 158, 176, 511.
17 Accounts payable and accrued expenses ., _ . . . . . . . . . 12,114,172.| 17 13, 949, 677.
18 Grantspayable, . . . . . ... .. ... ... Q18 0
19 Deferredrevenue . . . . . .. ... ... .. g 19 0
20  Tax-exempt bond liabilies . .. .. ... ... ... .. ... .. .. ... g 20 0
¢ |21  Escrow or custodial account liability. Complete Part IV of Schedule D | | | | Q21 0
=]22 Loans and other payables to current and former officers, directors,
% trustees, key employees, highest compensated employees, and
~ disqualified persons. Complete Part Il of Schedule L, , _ . . .. .. ... .. g 22 0
23 Secured mortgages and notes payable to unrelated third parties | | . . . . . 20, 599, 450. | 23 19, 523, 669.
24 Unsecured notes and loans payable to unrelated third parties, . , . . . . .. Q 24 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 Schedule D . . . . . . o o e e 71,301, 195. | 25 74,057, 476.
26 Total liabilities. Add lines 17 through25. . . . . . . . v v v v v v v v v v 104, 014, 817.| 26 107, 530, 822.
Organizations that follow SFAS 117 (ASC 958), check here » m and
3 complete lines 27 through 29, and lines 33 and 34.
§ 27 Unrestricted netassets _ 39, 182, 155.| 27 50, 553, 092.
&|28 Temporarily restricted netassets L. 209, 872.| 28 92, 597.
=29 Permanently restricted netassets., . . . . . . . . . . ¢ o v it 0 29 0
T Organizations that do not follow SFAS 117 (ASC 958), check here P> |:| and
5 complete lines 30 through 34.
,g 30 Capital stock or trust principal, or currentfunds = . ... ... ... 30
@131 Paid-in or capital surplus, or land, building, or equipment fund . 31
f 32 Retained earnings, endowment, accumulated income, or other funds | 32
2|33 Total net assets or fund balances 39, 392, 027. | 33 50, 645, 689.
34 Total liabilities and net assets/fund balances. . . . . v v v v v v v b h e ... 143, 406, 844. | 34 158, 176, 511.

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

Form 990 (2013) Page 12
Reconciliation of Net Assets
Check if Schedule O contains a response or noteto any lineinthisPart Xl . ..................
1 Total revenue (must equal Part VIII, column (A),line 12) . . . . . . v v v o v i v i i i i 1 129, 110, 479.
2 Total expenses (must equal Part IX, column (A),line25) . . . . . . v v v i i i i i h e e 2 118, 530, 199.
3 Revenue less expenses. Subtractline2fromlinel. . . . . . . . o v v oo o n s d e n e e 3 10, 580, 280.
4 Net assets or fund balances at beginning of year (must equal Part X, line 33, column (A)) . . . . . 4 39, 392, 027.
5 Net unrealized gains (losses) oninvestments . . . . . . & v v v v ittt s e e e e s 5 0
6 Donated services and use of facilities . . . . . . . . 0 0 o e e e e e e s e e e e s 6 0
7 INVESIMENE EXPENSES « + & v v v v v v v s v s e a s h s h e e e e e e e e e e e e 7 0
8 Priorperiod adjustments . . . . . . i h i e e e e e e e e e e e e e e e e e s 8 0
9 Other changes in net assets or fund balances (explainin ScheduleO) . . . . . . . ... ... ... 9 673, 382.
10 Net assets or fund balances at end of year. Combine lines 3 through 9 (must equal Part X, line
R G T 10 50, 645, 689.
m Financial Statements and Reporting
Check if Schedule O contains a response or noteto any lineinthisPart XIl . . .. ... ... ......... |:|
Yes | No
1 Accounting method used to prepare the Form 990: |:| Cash Accrual |:| Other
If the organization changed its method of accounting from a prior year or checked "Other," explain in
Schedule O.
2a Were the organization's financial statements compiled or reviewed by an independent accountant? = . 2a X
If "Yes," check a box below to indicate whether the financial statements for the year were compiled or
reviewed on a separate basis, consolidated basis, or both:
|:| Separate basis |:| Consolidated basis |:| Both consolidated and separate basis
b Were the organization's financial statements audited by an independent accountant? . . . . . .. ... .. .. 2b | X
If "Yes," check a box below to indicate whether the financial statements for the year were audited on a
separate basis, consolidated basis, or both:
|:| Separate basis Consolidated basis |:| Both consolidated and separate basis
¢ If"Yes"to line 2a or 2b, does the organization have a committee that assumes responsibility for oversight
of the audit, review, or compilation of its financial statements and selection of an independent accountant? 2c | X
If the organization changed either its oversight process or selection process during the tax year, explain in
Schedule O.
3a As aresult of a federal award, was the organization required to undergo an audit or audits as set forth in
the Single Audit Actand OMB Circular A-1337 &« & v v v v i i e s s e e s e s e s e s s e s s s e 3a
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 (2013)
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SCHEDULE A Public Charity Status and Public Support | oM No. 1545-0047

(Form 990 or 990-EZ) Complete if the organization is a section 501(c)(3) organization or a section 2@ 1 3
4947(a)(1) nonexempt charitable trust.

Department of the Treasury P Attach to Form 990 or Form 990-EZ. ) Open to Public
Internal Revenue Service P Information about Schedule A (Form 990 or 990-EZ) and its instructions is at www.irs.gov/form990. Inspection
Name of the organization Employer identification number

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

a |:| Type | b |:| Typell ¢ |:| Type llI-Functionally integrated d |:| Type llI-Non-functionally integrated

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

f If the organization received a written determination from the IRS that it is a Type |, Type Il, or Type Ill supporting
organization, check this box
g Since August 17, 2006, has the organization accepted any gift or contribution from any of the
following persons?
(i) A person who directly or indirectly controls, either alone or together with persons described in (ii) and Yes | No
(ii) below, the governing body of the supported organization? = . . . . .. ... ... ...... 119()
(i) Afamily member of a person described in (i) above? L 11g(iD)
(iii) A 35% controlled entity of a person described in (i) or (i) above? . . ... ... ... .. ..., 11g(iii)
h Provide the following information about the supported organization(s).
(i) Name of supported (i) EIN (iii) Type of organization (iv) Is the (v) Did you notify (vi) Is the (vii) Amount of monetary
organization (described on lines 1-9 organizationin | the organization | organization in support
above or IRC section Cgtr(');f:rﬂr:” in col. (i) of your | col. (i) organized
(see instructions)) Y o support? inthe U.S.?
Yes No Yes No Yes No
(A)
(B
©
(D)
(B)
Total
For Paperwork Reduction Act Notice, see the Instructions for Schedule A (Form 990 or 990-EZ) 2013

Form 990 or 990-EZ.

JSA
3E1210 1.000
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Cl VI STA MEDI CAL CENTER, | NC. 52- 0445374

Schedule A (Form 990 or 990-EZ) 2013 Page 2
Support Schedule for Organizations Described in Sections 170(b)(1)(A)(iv) and 170(b)(1)(A)(vi)

(Complete only if you checked the box on line 5, 7, or 8 of Part | or if the organization failed to qualify under
Part 1. If the organization fails to qualify under the tests listed below, please complete Part IIl.)

Section A. Public Support

Calendar year (or fiscal year beginning in) P> (a) 2009 (b) 2010 (c) 2011 (d) 2012 (e) 2013 (f) Total

1

6

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

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

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

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

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

Section B. Total Support

Calendar year (or fiscal year beginning in) P> (a) 2009 (b) 2010 (c) 2011 (d) 2012 (e) 2013 (f) Total

7
8

10

11
12
13

Amounts fromlined4 . . ... ...

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

Net income from wunrelated business
activities, whether or not the business
isregularly carriedon . . . . . . ...

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

Total support. Add lines 7 through 10 . .

Gross receipts from related activities, etc. (SE INStructions) « « v v v v & v 4 v 4 v h w ke s e e e e e s 12

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

Section C. Computation of Public Support Percentage

14
15
16a

17a

18

Public support percentage for 2013 (line 6, column (f) divided by line 11, column(f)) . ... .. .. 14 %
Public support percentage from 2012 Schedule A, Partll,line14 ., . . . .. .. ... ... . .... 15 %
331/3% support test - 2013. If the organization did not check the box on line 13, and line 14 is 331/3% or more, check

this box and stop here. The organization qualifies as a publicly supported organization ., . . .. .. ... .. ...« . ... | 2
331/3% support test - 2012. If the organization did not check a box on line 13 or 16a, and line 15 is 331/3% or more,
check this box and stop here. The organization qualifies as a publicly supported organization. . . . .. .. ... ...... | 2
10%-facts-and-circumstances test - 2013. If the organization did not check a box on line 13, 16a, or 16b, and line 14 is

10% or more, and if the organization meets the "facts-and-circumstances" test, check this box and stop here. Explain in

Part IV how the organization meets the "facts-and-circumstances” test. The organization qualifies as a publicly supported
OFQANIZALION. | 4 . vt i e i e e e et e e e e e e e e e e e e e e e e e e e e e e e >
10%-facts-and-circumstances test - 2012. If the organization did not check a box on line 13, 16a, 16b, or 17a, and line

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

INSTTUCTIONS L L L vt ot it it i e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e . »[ |

JSA
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Cl VI STA MEDI CAL CENTER, | NC. 52- 0445374
Schedule A (Form 990 or 990-EZ) 2013 Page 3
Support Schedule for Organizations Described in Section 509(a)(2)
(Complete only if you checked the box on line 9 of Part | or if the organization failed to qualify under Part Il.
If the organization fails to qualify under the tests listed below, please complete Part Il.)
Section A. Public Support
Calendar year (or fiscal year beginning in) P (a) 2009 (b) 2010 (c) 2011 (d) 2012 (e) 2013 (f) Total

1 Gifts, grants, contributions, and membership fees

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

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

organization's tax-exempt purpose

3 Gross receipts from activities that are not an

unrelated trade or business under section 513 |

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

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

6 Total. Add lines 1 through 5

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

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

c Addlines7aand7b. . « « v v 4 ...
8 Public support (Subtract line 7c from

iNEG.) v v v v v i e i v e e e e
Section B. Total Support
Calendar year (or fiscal year beginning in) P (a) 2009 (b) 2010 (c) 2011 (d) 2012 (e) 2013 (f) Total

9 Amounts fromline6. . . ... .....
10a Gross income from interest, dividends,
payments received on securities loans,
rents, royalties and income from similar
SOUMCES . v v v v v+ s & s = = = = = = &«

b Unrelated business taxable income (less

section 511 taxes) from businesses
acquired after June 30, 1975

¢ Addlines 10aand10b , _ , ., . . ...
11 Net income from unrelated business
activities not included in line 10b,
whether or not the business is regularly
carriedonN = = = + = & % w2 o= o= owoa o o=

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 thisboxand stop here. . . . . . o 0 0 v 0 0 i v i i i bt e i w e e w s e e e e e e e e e e a s e »

Section C. Computation of Public Support Percentage

15  Public support percentage for 2013 (line 8, column (f) divided by line 13, column (f)) . . . . . . ... 15 %

16  Public support percentage from 2012 Schedule A, Partlll, line15. . . . . & & v v v v v v v a v v v o v wx s 16 %

Section D. Computation of Investment Income Percentage

17 Investment income percentage for 2013 (line 10c, column (f) divided by line 13, column (f)) , . . . . . .. . . 17 %

18 Investment income percentage from 2012 Schedule A, Part I, line 17 . . . . . . . . o v v v o i . 18 %

19a 331/3% support tests - 2013. If the organization did not check the box on line 14, and line 15 is more than 331/3%, and line
17 is 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 - 2012. If the organization did not check a box on line 14 or line 19a, and line 16 is more than 331/3 %, and
line 18 is not more than 331/3%, check this box and stop here. The organization qualifies as a publicly supported organization P ’:’

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

JSA Schedule A (Form 990 or 990-EZ) 2013
3E1221 1.000

0659EE 700P V 13-7.15 0180223- 00037




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

Schedule A (Form 990 or 990-EZ) 2013 Page 4
eI\ Supplemental Information. Provide the explanations required by Part II, line 10; Part Il, line 17a or 17b;
and Part lll, line 12. Also complete this part for any additional information. (See instructions).
ISA Schedule A (Form 990 or 990-EZ) 2013

3E1225 2.000

0659EE 700P V 13-7.15 0180223- 00037



H OMB No. 1545-0047
Schedule B Schedule of Contributors
(Form 990, 990-EZ,
or 990 PF) o > Attach to Form 990, Form 990-EZ, or Form 990-PF. 2@13
In?gﬁ]rars:ve%ue%e;\?;iuw P> Information about Schedule B (Form 990, 990-EZ, or 990-PF) and its instructions is at www.irs.gov/form990.

Name of the organization Employer identification number

Cl VI STA MEDI CAL CENTER, I NC
52- 0445374

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

501(c)(3) exempt private foundation

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

O0odnx

501(c)(3) taxable private foundation

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

General Rule

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

Special Rules

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

|:| 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 |, II, and Ill.

|:| 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 > $

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 its
Form 990-PF, Part |, line 2, to certify that it does not meet the filing requirements of Schedule B (Form 990, 990-EZ, or 990-PF).

For Paperwork Reduction Act Notice, see the Instructions for Form 990, 990-EZ, or 990-PF. Schedule B (Form 990, 990-EZ, or 990-PF) (2013)

JSA
3E1251 1.000

0659EE 700P V 13-7.15 0180223- 00037



Schedule B (Form 990, 990-EZ, or 990-PF) (2013)

Page 2

Name of organization Cl VI STA MEDI CAL CENTER, T'NC. Employer identification number
52-0445374
Contributors (see instructions). Use duplicate copies of Part | if additional space is needed.
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
__1_| CHARLES REG ONAL MEDI CAL CTR FOUNDATI ON _ Person
Payroll
6 GARRETT AVENUE, 2ND FLOOR __ _|$________373,966. | Noncash
(Complete Part Il for
_LA_PI_-_AIA-__B/P__gQ(i‘lQ _______________________ noncash contributions.)
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
e | Person
Payroll
__________________________________________________________ Noncash
(Complete Part Il for
__________________________________________ noncash contributions.)
(@) (b) () (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
e | Person
Payroll
__________________________________________________________ Noncash
(Complete Part Il for
__________________________________________ noncash contributions.)
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
e | Person
Payroll
__________________________________________________________ Noncash
(Complete Part Il for
__________________________________________ noncash contributions.)
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
e | ———— Person
Payroll
__________________________________________________________ Noncash
(Complete Part Il for
__________________________________________ noncash contributions.)
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
e Person
Payroll
__________________________________________________________ Noncash
(Complete Part Il for
__________________________________________ noncash contributions.)

JSA
3E1253 1.000

0659EE 700P

V 13-7.15

Schedule B (Form 990, 990-EZ, or 990-PF) (2013)

0180223- 00037



Schedule B (Form 990, 990-EZ, or 990-PF) (2013)

Page 3

Name of organization C| VI STA MEDI CAL CENTER, | NC.

Employer identification number

52- 0445374

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

(a) No.
from
Part |

(b)

Description of noncash property given

(©)
FMV (or estimate)
(see instructions)

(d)

Date received

(a) No.
from
Part |

(b)

Description of noncash property given

(©)
FMV (or estimate)
(see instructions)

(d)

Date received

(a) No.
from
Part |

(b)

Description of noncash property given

(©)
FMV (or estimate)
(see instructions)

(d)

Date received

(a) No.
from
Part |

(b)

Description of noncash property given

(©)
FMV (or estimate)
(see instructions)

(d)

Date received

(a) No.
from
Part |

(b)

Description of noncash property given

(©)
FMV (or estimate)
(see instructions)

(d)

Date received

(a) No.
from
Part |

(b)

Description of noncash property given

(©)
FMV (or estimate)
(see instructions)

(d)

Date received

JSA
3E1254 1.000

0659EE 700P

V 13-7.15

Schedule B (Form 990, 990-EZ, or 990-PF) (2013)

0180223- 00037



Schedule B (Form 990, 990-EZ, or 990-PF) (2013)

Page 4

Name of organization C| \/| STA MEDI CAL CENTER,

I NC.

Employer identification number

52- 0445374

Exclusively 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 lll, 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.

(a) No.
from
Part |

(b) Purpose of gift

(c) Use of gift

(a) No.
from
Part |

(a) No.
from
Part |

(a) No.
from
Part |

JSA
3E1255 1.000

0659EE 700P \Y

13-7.15

Schedule B (Form 990, 990-EZ, or 990-PF) (2013)

0180223- 00037



SCHEDULE C Political Campaign and Lobbying Activities OMB No. 1545-0047
(Form 990 or 990-EZ)
For Organizations Exempt From Income Tax Under section 501(c) and section 527 2@13
P Complete if the organization is described below. P Attach to Form 990 or Form 990-EZ. Open to Public
Department of the Treasury P> See separate instructions. P Information about Schedule C (Form 990 or 990-EZ) and its P .
Internal Revenue Service instructions is at www.irs.gov/form990. Inspection

If the organization answered "Yes," to Form 990, Part IV, line 3, or Form 990-EZ, Part V, line 46 (Political Campaign Activities), then
® Section 501(c)(3) organizations: Complete Parts I-A and B. Do not complete Part I-C.
® Section 501(c) (other than section 501(c)(3)) organizations: Complete Parts I-A and C below. Do not complete Part I-B.
® Section 527 organizations: Complete Part I-A only.
If the organization answered "Yes," to Form 990, Part IV, line 4, or Form 990-EZ, Part VI, line 47 (Lobbying Activities), then
® Section 501(c)(3) organizations that have filed Form 5768 (election under section 501(h)): Complete Part II-A. Do not complete Part 11-B.
® Section 501(c)(3) organizations that have NOT filed Form 5768 (election under section 501(h)): Complete Part II-B. Do not complete Part II-A.
If the organization answered "Yes," to Form 990, Part IV, line 5 (Proxy Tax) or Form 990-EZ, Part V, line 35¢ (Proxy Tax), then
® Section 501(c)(4), (5), or (6) organizations: Complete Part Ill.
Name of organization Employer identification number
Cl VI STA MEDI CAL CENTER, | NC 52- 0445374
Complete if the organization is exempt under section 501(c) or is a section 527 organization.
1 Provide a description of the organization's direct and indirect political campaign activities in Part V.
2 Political expenditures ., . . . . . . i it e e e e e e e e e e e e e e e e e e > S
3 VOIUNtEEr hOUIS, | L L o s e e e et e et e e e e e

Complete if the organization is exempt under section 501(c)(3).

1 Enter the amount of any excise tax incurred by the organization under section 4955, , . . . . > 3$
2 Enter the amount of any excise tax incurred by organization managers under section 4955 , , » $
3 If the organization incurred a section 4955 tax, did it file Form 4720 for thisyear? , . . . ... ... ...... Yes No
4a Was acormection made? . . . . . . . ... i e e e e e e e e e e e e e Yes No
b If "Yes," describe in Part V.
Part I-C Complete if the organization is exempt under section 501(c), except section 501(c)(3).
1 Enter the amount directly expended by the filing organization for section 527 exempt function
ACHVILIES . L L L L e e >S5
2 Enter the amount of the filing organization's funds contributed to other organizations for section
527 exempt function activities , |, . . . . .t v v i i e e e e e e e e e e |
3 Total exempt function expenditures. Add lines 1 and 2. Enter here and on Form 1120-POL,
e L7 e e e > $
4 Did the filing organization file Form 1120-POL forthisyear? . . . . . . . . . . . @ v i v i i e e e e e e e e u |_, Yes |_, No

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

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

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

1)

)]

(3)

(4)

(5)

(6)

For Paperwork Reduction Act Notice, see the Instructions for Form 990 or 990-EZ. Schedule C (Form 990 or 990-EZ) 2013

JSA
3E1264 1.000

0659EE 700P V 13-7.15 0180223- 00037



Schedule C (Form 990 or 990-EZ) 2013 Cl VI STA MEDI CAL CENTER, | NC. 52- 0445374 Page 2
HWHIPY Complete if the organization is exempt under section 501(c)(3) and filed Form 5768 (election under
section 501(h)).
A Check | | if the filing organization belongs to an affiliated group (and list in Part IV each affiliated group member's
name, address, EIN, expenses, and share of excess lobbying expenditures).
B Check >|:| if the filing organization checked box A and "limited control" provisions apply.
Limits on Lobbying Expenditures (a) Filing (b) Affiliated
(The term "expenditures" means amounts paid or incurred.) organization's totals group totals

la Total lobbying expenditures to influence public opinion (grass roots lobbying) . . . . .
Total lobbying expenditures to influence a legislative body (direct lobbying) . . . . . .
Total lobbying expenditures (add lineslaand1b) ., . . . ... ... ..........
Other exempt purpose expenditures , . . . . . . . . . ittt i e
Total exempt purpose expenditures (add lines1cand1d). . . ... ... .. ... ..
Lobbying nontaxable amount. Enter the amount from the following table in both
columns.

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

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

Over $500,000 but not over $1,000,000 $100,000 plus 15% of the excess over $500,000.

Over $1,000,000 but not over $1,500,000 |$175,000 plus 10% of the excess over $1,000,000.

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

Over $17,000,000 $1,000,000.

g Grassroots nontaxable amount (enter 25% of line 1f) . . . . . . ... ... ... ...

h  Subtract line 1g from line la. If zero or less,enter-0- , . . . . .. ... ........

i Subtract line 1f from line 1c. If zeroor less, enter-0- . ., . . . . . . . o v v v o v ..

- O QO O T

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

Lobbying Expenditures During 4-Year Averaging Period

Calendar year (or fiscal year
beginning in) (a) 2010 (b) 2011 (c) 2012 (d) 2013 (e) Total

2a Lobbying nontaxable amount

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

Cc Total lobbying expenditures

d Grassroots nontaxable amount

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

f Grassroots lobbying expenditures

Schedule C (Form 990 or 990-EZ) 2013

JSA

3E1265 1.000
0659EE 700P V 13-7.15 0180223- 00037



Cl VI STA MEDI CAL CENTER, | NC. 52- 0445374
Schedule C (Form 990 or 990-EZ) 2013 Page 3

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

€ (b)

For each "Yes," response to lines la through 1i below, provide in Part IV a detailed
description of the lobbying activity. Yes | No Amount

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

a Volunteers? X
b  Paid staff or ﬁ]én'a'gén;e'nt'(i'nélljdé '(;(Sn'm'eﬁs'at'i()ln'in' e'xf)e'ns'e's 're'p(')rfe'd on lines 1'c'tr'1r(')u'g'h 1|)’> X
c Medla advertlsements’) ---------------------------------------- X
d Mailings to members, legislators, or the public? X
e Publications, or published or broadcast stateme.nt.s’?; ..................... X
f  Grants to other organizations for lobbying purposes? X
g Direct contact with legislators, their staffs, government officials, or a legislative body? X
h Rallies, demonstrations, seminars, conventions, speeches, lectures, or any similar means? X
I Otheractivities? X 6’ 109
j Total Addlineslcthrough1i . . . .. .......... ... ... ... ...... 6, 109.
2a Did the activities in line 1 cause the organization to be not described in section 501(c)(3)? , . . X
b If "Yes," enter the amount of any tax incurred under section 4912 . . . . . .. .. ... ..
¢ If "Yes," enter the amount of any tax incurred by organization managers under section 4912
d If the filing organization incurred a section 4912 tax, did it file Form 4720 for this year?. . . . .
Complete if the organization is exempt under section 501(c)(4), section 501(c)(5), or section
501(c)(6).
Yes | No
1  Were substantially all (90% or more) dues received nondeductible by members? 1
2  Did the organization make only in-house lobbying expenditures of $2,000 or lessp ~C T 2
3 Did the organization agree to carry over lobbying and political expenditures from the p'ri(')r'yéa'r’?; 3

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

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

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

A CUITBNEYBAI, | | .ttt e e e e e ettt e e 2a
Carryover from lastyear L e 2b

C TOtaI -------------------------------------------------------- 20
3 Aggregate amount reported in section 6033(e)(1)(A) notices of nondeductible section 162(e) dues | _ . .| 3

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

5  Taxable amount of lobbying and political expenditures (see instructions) . . . . . . . v v v v v v v v v v u 5

Part IV Supplemental Information
Provide the descriptions required for Part I-A, line 1; Part I-B, line 4; Part I-C, line 5; Part II-A (affiliated group list); Part II-A, line 2; and
Part 1I-B, line 1. Also, complete this part for any additional information.

JSA Schedule C (Form 990 or 990-EZ) 2013
3E1266 1.000

0659EE 700P V 13-7.15 0180223- 00037



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

Schedule C (Form 990 or 990-EZ) 2013 Page 4
Part IV Supplemental Information (continued)

LOBBYI NG ACTI VI TI ES

SCHEDULE C, PART 11-B, LINE 1I

THE ORGANI ZATI ON DCES NOT ENGAGE | N ANY DI RECT LOBBYI NG ACTIVITIES. THE
ORGANI ZATI ON PAYS MEMBERSHI P DUES TO THE MARYLAND HOSPI TAL ASSOCI ATl ON
(MHA) AND THE AMERI CAN HOSPI TAL ASSOCI ATI ON (AHA) . MHA AND AHA ENGAGE IN
MANY SUPPORT ACTI VI TI ES | NCLUDI NG LOBBYlI NG AND ADVOCATI NG FOR THEI R
MEMBER HOSPI TALS. THE MHA AND AHA REPORTED THAT 6. 22% AND 23. 65% OF
MEMBER DUES WERE USED FOR LOBBYI NG PURPCSES AND AS SUCH, THE ORGANI ZATI ON

HAS REPORTED THI S AMOUNT ON SCHEDULE C PART [1-B AS LOBBYI NG ACTI VI Tl ES.

ISA Schedule C (Form 990 or 990-EZ) 2013

3E1500 1.000

0659EE 700P V 13-7.15 0180223- 00037



. . OMB No. 1545-0047
SCHEDULE D Supplemental Financial Statements
(Form 990) » Complete if the organization answered "Yes," to Form 990, 2@ 1 3

Part IV, line 6, 7, 8, 9, 10, 11a, 11b, 11c, 11d, 11e, 11f, 12a, or 12b.

Department of the Treasury » Attach to Form 990. _ Open to Public
Internal Revenue Service P Information about Schedule D (Form 990) and its instructions is at www.irs.gov/form990. |nspect|on
Name of the organization Employer identification number
Cl VI STA MEDI CAL CENTER, | NC. 52- 0445374

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

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

Total number atendofyear . . .........
Aggregate contributions to (during year)
Aggregate grants from (during year). . . . ...
Aggregate value atend ofyear. . . ... ....
Did the organization inform all donors and donor advisors in writing that the assets held in donor advised
funds are the organization's property, subject to the organization's exclusive legalcontrol? . . . ... ... .. |:| Yes |:| No
6 Did the organization inform all grantees, donors, and donor advisors in writing that grant funds can be used

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

conferring impermissible private benefit? . . . . v v v a u i e e e e e e e e e e e e e e e e e e |:| Yes |:| No
Conservation Easements. Complete if the organization answered "Yes" to Form 990, Part IV, line 7.
1 Purpose(s) of conservation easements held by the organization (check all that apply).
Preservation of land for public use (e.g., recreation or 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.

a b~ WN B

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

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

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

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

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

() and section L70MNABI?. . . . . . . ...\t [Jves [lno
9 In Part XIIl, describe how the organization reports conservation easements in its revenue and expense statement, and

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

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

la |If the or?anlzatlon elected, as permitted under SFAS 116 %SC 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 XIll, the text of the footnote to its flnanC|aI 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, PartVIILIIne 1l . . . v v o v v v v i v it e e e e e e e e e e »$_
(ii) Assets included in Form 990, Part X . . & v v v v i v v v e e e e e e e e e e e e e e e e s »s_

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

a Revenues included in Form 990, Part VI, line 1 . . . . . . . i v i i i i e e e e e e e e e e > ___
b Assets included in FOrm 990, Part X . . & v v v @ v v vt i e e e e e e e e e e e e e e e e e e e e e > 3
For Paperwork Reduction Act Notice, see the Instructions for Form 990. Schedule D (Form 990) 2013

JSA
3E1268 2.000
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Cl VI STA MEDI CAL CENTER, | NC. 52- 0445374

Schedule D (Form 990) 2013 Page 2
*EIsdlll Organizations Maintaining Collections of Art, Historical Treasures, or Other Similar Assets (continued)

3 Using the organization's acquisition, accession, and other records, check any of the following that are a significant use of its
collection items (check all that apply):
a Public exhibition d Loan or exchange programs
b Scholarly research e Other
Preservation for future generatons T
4 Provide a description of the organization's collections and explain how they further the organization's exempt purpose in Part

Xl
5 During the year, did the organization solicit or receive donations of art, historical treasures, or other similar
assets to be sold to raise funds rather than to be maintained as part of the organization's collection? . . . . . . EI Yes EI No

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

la Is the organization an agent, trustee, custodian or other intermediary for contributions or other assets not
included on Form 990, Part X? |:| Yes |:| No

b If "Yes," explain the arrangement in Part XIll and complete the following table:

Amount
c Beginningbalance . . . . . . . . i i e e e e s e e e s 1c
d Additionsduringtheyear . .. .. ... i it it it 1d
e Distributionsduringtheyear. . . . . . o v o v i i i i i e e e e le
f Endingbalance . . . . . . . . o o e e s e e e e 1f
2a Did the organization include an amount on Form 990, Part X, line 212 . . .. ... ... .. ... |_| Yes | | No

b If "Yes," explain the arrangement in Part XIll. Check here if the explanation has been provided in Part XIll, _ . . . . . ..

Endowment Funds. Complete if the organization answered "Yes" to Form 990, Part IV, line 10.
(a) Current year (b) Prior year (c) Two years back (d) Three years back | (e) Four years back

la Beginning of year balance . . . .

b Contributions . . .. ... ....
Net investment earnings, gains,

andlosses. . . ... .. ... .

d Grants or scholarships . . . ...
Other expenditures for facilities

and programs. . . . . . .. ...

Administrative expenses . . . . .

g End of year balance. . . .. ...

2 Provide the estimated percentage of the current year end balance (line 1g, column (a)) held as:

a Board designated or quasi-endowment p- %
Permanent endowment p %
¢ Temporarily restricted endowment p %

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

organization by: Yes | No
(i) unrelated Organizations . . . . . . . . i i i i it e e e e e e e e e e e e e e e e e e e e 3a(i)
(i related organizations , . . . . . . . ... e e e e e e e e 3a(ii)

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

4 Describe in Part XllI the intended uses of the organization's endowment funds.
=FTsavll Land, Bwldm%s and Equipment.

Complete if the organ|zat|on answered "Yes" to Form 990, Part IV, line 11a. 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
la Land. « «+ ¢ v o v o o h e e e e e e e
b Buildings -+« « s oo i 72,981, 864.| 15, 465, 450. 57,516, 414.
¢ Leasehold improvements. . . . . . .. .. 498, 563. 259, 774. 238, 789.
d Equipment . .« oo i e e 32,581, 956.| 20, 940, 326. 11, 641, 630.
€ Other v v v v v v o v e e e e e e e 1, 443, 886. 1, 443, 886.
Total. Add lines 1a through le. (Column (d) must equal Form 990, Part X, column (B), line 10(c).). . . . . . > 70, 840, 719.
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Cl VI STA MEDI CAL CENTER, | NC.

Schedule D (Form 990) 2013

52- 0445374
Page 3

CERAYIIl Investments - Other Securities.

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

(a) Description of security or category
(including name of security)

(b) Book value

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

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

WYl Investments - Program Related.

Complete if the organization answered "Yes" to Form 990, Part IV, line 11c. See Form 990, Part X, line 13.

(a) Description of investment

(b) Book value

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

(€]

&)

©)]

4

®)

(6)

™

®

©

Total. (Column (b) must equal Form 990, Part X, col. (B) line 13.) P>

Part IX Other Assets.

Complete if the organization answered "Yes" to Form 990, Part IV, line 11d. See Form 990, Part X, line 15.

(a) Description (b) Book value

(1) SECURI TY DEPCSI TS 2, 675.
(2) OTHER CURRENT RECEI VABLES 1, 643, 669.
(3)I NV. CHES POTOVAC HEALTHCARE 3, 395, 961.
(4)OTHER ASSETS 13, 519, 852.
(5) PHYSI CI AN LOANS 273, 902.
(6)1 NVESTMENT MARYLAND ECARE 10, 000.
(7)DUE FROM AFFI LI ATES 12, 063, 440.
(8) ECONOM C | NTEREST- NET ASSETS 4,942, 012.
9

Total. (Column (b) must equal Form 990, Part X, col. (B)line 15.). . . . . . . . . . . . v v v i i e i i u . > 35, 851, 511.

Other Liabilities.

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

line 25.

1. (a) Description of liability (b) Book value
(1) Federal income taxes
(2) ADVANCES FROM THI RD PARTI ES 3, 448, 653.
(3)ACCRUED PENSI ON COSTS 6, 283, 749.
(4)DUE TO AFFI LI ATES 53, 748, 594.
(5)LEASE LI ABI LI TI ES 456, 802.
(6) MALPRACTI CE | BNR 2, 889, 445.
(7)OTHER LI ABI LI TI ES 7, 230, 233.
(8)
9

Total. (Column (b) must equal Form 990, Part X, col. (B) line 25.) P 74,057, 476.

2. Liability for uncertain tax positions. In Part XIlI, 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). Check here if the text of the footnote has been provided in Part XIlI

JSA
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Cl VI STA MEDI CAL CENTER, | NC. 52-0445374
Schedule D (Form 990) 2013 Page 4

Part XI Reconciliation of Revenue per Audited Financial Statements With Revenue per Return.
Complete if the organization answered "Yes" to Form 990, Part IV, line 12a.

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

a Net unrealized gains on investments 2a

b Donated services and use of faciltes . 2b

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

d Other (DescribeinPart XIL) | ... .. 2d

e Addlines 2athrough2d L 2e
3 Subtractline2e fromlinel . . . ... ... ... ... .. e e 3
4 Amounts included on Form 990, Part VIII, line 12, but not on line 1:

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

b Other (DescribeinPartXIl) . ... ab

c Addlinesdaanddb L 4c
5  Total revenue. Add lines 3 and 4c. (This must equal Form 990, Part |, line12)) ., ., ... ... ... ... 5

EWPMIl Reconciliation of Expenses per Audited Financial Statements With Expenses per Return.
Complete if the organization answered "Yes" to Form 990, Part IV, line 12a.

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

a Donated services and use of facilities 2a

b Prioryearadiustments T -

C Otherlosses STt ”

4 other (Descr'ib'e Bt )'(II'I.)' ........................... »

e Addlines 2a through2d "t 0o
3 Subtractline 2e fromline’L” . . . . .. ... .| 3
4 Amounts included on Form 990, Part IX, line 25, but not on line 1:

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

b Other (Describe inPartxuty —Connner 4b

o Add lines da anddb Tt "
5  Total expenses. Add lines 3 and 4c. (This must equal Form 990, Part I, line18). . . . ... ... ... .| 5

REWPMIl  Supplemental Information.
Provide the descriptions required for Part Il, lines 3, 5, and 9; Part Ill, lines 1a and 4; Part IV, lines 1b and 2b; Part V, line 4; Part X, line
2; Part XI, lines 2d and 4b; and Part XII, lines 2d and 4b. Also complete this part to provide any additional information.

SEE PACE 5

JSA Schedule D (Form 990) 2013
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Schedule D (Form 990) 2013 Cl VI STA MEDI CAL CENTER, | NC. 52- 0445374 Page 5
Supplemental Information (continued)

LI ABI LI TY FOR UNCERTAI N TAX PCSI TI ON ( ASC 740)

SCHEDULE D, PART X, LINE 2

THE ORGANI ZATION | S A SUBSI DI ARY OF THE UNI VERSI TY OF MARYLAND MEDI CAL
SYSTEM CORPORATI ON ( THE CORPORATI ON). THE CORPORATI ON ADOPTED THE

PROVI SI ONS OF ASC 740, ACCOUNTI NG FOR UNCERTAI NTY I N THE | NCOVE TAXES
(FI'N 48) ON JULY 1, 2007. THE FOOTNOTE RELATED TO ASC 740 IN THE
CORPORATI ON' S AUDI TED FI NANCI AL STATEMENTS IS AS FOLLOWS:  THE

CORPORATI ON FOLLOANS A THRESHOLD OF MORE- LI KELY- THAN- NOT' FOR RECOGNI Tl ON
AND DERECOGNI TI ON OF TAX PCSI TI ONS TAKEN OR EXPECTED TO BE TAKEN I N A TAX
RETURN. MANAGEMENT DOES NOT BELI EVE THAT THERE ARE ANY UNRECOGNI ZED TAX

BENEFI TS THAT SHOULD BE RECOGNI ZED.

Schedule D (Form 990) 2013
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SCHEDULEH
(Form 990)

Department of the Treasury
Internal Revenue Service

Hospitals

| OMB No. 1545-0047

P Complete if the organization answered "Yes" to Form 990, Part IV, question 20.
P Attach to Form 990. P> See separate instructions.
P Information about Schedule H (Form 990) and its instructions is at www.irs.gov/form990.

Name of the organization

Cl VI STA MEDI CAL CENTER,

I NC. 52- 0445374

Open to Public
Inspection
Employer identification number

Financial Assistance and Certain Other Community Benefits at Cost

Yes| No
la Did the organization have a financial assistance policy during the tax year? If "No," skip to question6a . . . . . . . . la | X
b If"Yes,"wasitawrittenpolicy?. . . . & v ¢ v i i e e e e e e e e e e e e e e e e s 1b | X
2 If the organization had multiple hospital facilities, indicate which of the following best describes application of
the financial assistance policy to its various hospital facilities during the tax year.
Applied uniformly to all hospital facilities Applied uniformly to most hospital facilities
Generally tailored to individual hospital facilities
3 Answer the following based on the financial assistance eligibility criteria that applied to the largest number of
the organization's patients during the tax year.
a Did the organization use Federal Poverty Guidelines (FPG) as a factor in determining eligibility for providing
free care? If "Yes," indicate which of the following was the FPG family income limit for eligibility for free care: |3a|X
100% 150% 200% Other %
b Did the organization use FPG as a factor in determining eligibility for providing discounted care? If "Yes,"
indicate which of the following was the family income limit for eligibility for discounted care: , , . . ... ... ... 3p | X
200% 250% 300% h 350% 400% Other %
¢ If the organization used factors other than FPG in determining eligibility, describe in Part VI the income based
criteria for determining eligibility for free or discounted care. Include in the description whether the
organization used an asset test or other threshold, regardless of income, as a factor in determining eligibility
for free or discounted care.
4 Did the organization's financial assistance policy that applied to the largest number of its patients during the
tax year provide for free or discounted care to the "medically indigent"? . . . . . . .. . .. .. ... ... .. 4 | X
5a Did the organization budget amounts for free or discounted care provided under its financial assistance policy during the tax year? 5a | X
b If "Yes," did the organization's financial assistance expenses exceed the budgeted amount? . . . . . . . ... .. .. 5b | X
If "Yes" to line 5b, as a result of budget considerations, was the organization unable to provide free or
discounted care to a patient who was eligible for free or discounted care? . . . . . . .« o v i v i v i h i e e . 5¢c X
6a Did the organization prepare a community benefit report during the taxyear? . . . . .. .. . o v v oo 6a | X
b If "Yes," did the organization make itavailabletothepublic? . . . . . . . . v . v v o i o i o e e e 6b | X
Complete the following table using the worksheets provided in the Schedule H instructions. Do not submit
these worksheets with the Schedule H.
7 Financial Assistance and Certain Other Community Benefits at Cost
Einancial Assistance and (a) Number of | (b) Persons (c) Total community (d) Direct offsetting (e) Net community (f) Percent
Means-Tested Government a&g’é?:rsngr served benefit expense revenue benefit expense of total
Programs (optional) (optional) expense
a Financial Assistance at cost
(from Worksheet1) + + . . 1, 367, 916. 1, 367, 916. 1.25
b Medicaid (from Worksheet 3,
columna) « « « = & &«
C Costs of other means-tested
government programs (from
Worksheet 3, column b)
d Total Financial Assistance and
Means-Tested Government
Programs = « = « « = & s 1, 367, 916. 1, 367, 916. 1.25
Other Benefits
€ Community health improvement
Soerations (o Workoneot 8 775, 127. 24, 400. 750, 727. . 69
f Health professions education
(from Worksheet5) . . . . 265' 178. 265' 178. . 24
g Subsidized health services (from
Worksheet 6)« « « « « « » - 7,341, 734. 4,259, 091. 3, 082, 643. 2.82
h Research (from Worksheet 7)
i Cash and in-kind contributions
for community benefit (from 111’ 852 111’ 852 . 10
Worksheet8). . . & & & &
i Total. Other Benefits . . . . 8, 493, 891. 4,283, 491. 4,210, 400. 3. 85
k Total. Add lines 7d and 7j. . 9, 861, 807. 4,283, 491. 5, 578, 316. 5. 10
For Paperwork Reduction Act Notice, see the Instructions for Form 990. Schedule H (Form 990) 2013
JSA 3E1284 1.000
0659EE 700P V 13-7.15 0180223- 00037



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

Schedule H (Form 990) 2013 Page 2
Part Il Community Building Activities Complete this table if the organization conducted any community building

activities during the tax year, and describe in Part VI how its community building activities promoted the
health of the communities it serves.

(a) Number of | (b) Persons (c) Total community (d) Direct offsetting (e) Net community (f) Percent of
activities or served building expense revenue building expense total expense
programs (optional)
(optional)
Physical improvements and housing
Economic development 1! 508. 1! 508.
Community support 99, 759. 46, 120. 53, 639. . 05

Environmental improvements

g (B (W (N (P

Leadership development and

training for community members

6 Coalition building 3,462. 3, 462.
7 Community health improvement
advocacy
8 Workforce development 280, 284. 280, 284. . 26
9 Other
10 Total 385, 013. 46, 120. 338, 893. .31
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
StAtEMENENO. 152, & i v vt it e v et e e e e e e e e e e e e e e e e e e 1 | X
2 Enter the amount of the organization's bad debt expense. Explain in Part VI the
methodology used by the organization to estimate thisamount, . . . . ... ... ... 2 6, 651, 716.

3 Enter the estimated amount of the organization's bad debt expense attributable to
patients eligible under the organization's financial assistance policy. Explain in Part VI
the methodology used by the organization to estimate this amount and the rationale,
if any, for including this portion of bad debt as community benefit. . . . . . . . . .. 3

4 Provide in Part VI the text of the footnote to the organization's financial statements that describes bad debt
expense or the page number on which this footnote is contained in the attached financial statements.

Section B. Medicare

5 Enter total revenue received from Medicare (includingDSHand IME) . . . . . ... .. 5 47,119, 982.
6 Enter Medicare allowable costs of care relating to paymentsonlne5.......... 6 42,294, 447.
7 Subtract line 6 from line 5. This is the surplus (orshortfall) . . .. ............ 7 4, 825, 535.
8 Describe in Part VI the extent to which any shortfall reported in line 7 should be treated as community

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

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

collection practices to be followed for patients who are known to qualify for financial assistance? DescribeinPartVI , ., ., . . . . . . . . . . . 9b X
Man agement Companies and Joint Ventures (owned 10% or more by officers, directors, trustees, key employees, and physicians - 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
A Schedule H (Form 990) 2013
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Cl VI STA MEDI CAL CENTER, | NC. 52- 0445374
Schedule H (Form 990) 2013 Page 3

Facility Information

Section A. Hospital Facilities

18Y10-43

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

lendsoy pasuaoi
[endsoy s,uaipyo
rendsoy Buiyoea]
Ajoey yoressay
sinoy yz-43

How many hospital facilities did the organization operate
during the taxyear? 1 Facilty
Name, address, primary website address, and state license reporting
number Other (describe) group

1 CI'VI STA MEDI CAL CENTER | NC.
5 GARRETT AVE
LA PLATA MD 20646

[ea1Bins 7 [e2IpaW [RIBUSD
|endsoy ssaooe [eond

10

JSA Schedule H (Form 990) 2013
3E1286 2.000

0659EE 700P V 13-7.15 0180223- 00037



Cl VI STA MEDI CAL CENTER, | NC. 52- 0445374
Schedule H (Form 990) 2013 Page 4
Facility Information (continued)
Section B. Facility Policies and Practices
(Complete a separate Section B for each of the hospital facilities or facility reporting groups listed in Part V, Section A)

Name of hospital facility or facility reporting group Cl VI STA MEDI CAL CENTER | NC.

If reporting on Part V, Section B for a single hospital facility only: line number of
hospital facility (from Schedule H, Part V, Section A) 1

Yes | No

Community Health Needs Assessment (Lines 1 through 8c are optional for tax years beginning on or before March 23, 2012)

1 During the tax year or either of the two immediately preceding tax years, did the hospital facility conduct a
community health needs assessment (CHNA)? If "No," skipto line 9., . . . . . . ... ... ... ... .... 1 X
If "Yes," indicate what the CHNA report describes (check all that apply):

A definition of the community served by the hospital facility

Demographics of the community

Existing health care facilities and resources within the community that are available to respond to the

health needs of the community

How data was obtained

The health needs of the community

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

and minority groups

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

community health needs

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

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

- Other (describe in Section C)

2 Indicate the tax year the hospital facility last conducted a CHNA: 20 _1 é

3 In conducting its most recent CHNA, did the hospital facility take into account input from persons who
represent the broad interests of the community served by the hospital facility, including those with special
knowledge of or expertise in public health? If "Yes," describe in Section C how the hospital facility took into
account input from persons who represent the community, and identify the persons the hospital facility

«
<[] ] [x[xx] [x[x]x

T 3 | X
4 Was the hospital facility's CHNA conducted with one or more other hospital facilities? If "Yes," list the other

hospital facilities in SECtON C . . . . . . o Lttt ittt et e e e e 4 X
5 Did the hospital facility make its CHNA report widely available tothe public? . . . . .. ... ... ....... 5 | X

If "Yes," indicate how the CHNA report was made widely available (check all that apply):
Hospital facility's website (list url): VWAV CHARLESREG ONAL. ORG
- Other website (list url):
Available upon request from the hospital facility
Other (describe in Section C)
6 If the hospital facility addressed needs identified in its most recently conducted CHNA, indicate how (check
all that apply as of the end of the tax year):
X Adoption of an implementation strategy that addresses each of the community health needs identified
through the CHNA
Execution of the implementation strategy
Participation in the development of a community-wide plan
Participation in the execution of a community-wide plan
Inclusion of a community benefit section in operational plans
Adoption of a budget for provision of services that address the needs identified in the CHNA
Prioritization of health needs in its community
Prioritization of services that the hospital facility will undertake to meet health needs in its community
Other (describe in Section C)
7 Did the hospital facility address all of the needs identified in its most recently conducted CHNA? If "No,"

o) o 0O T o

- T Q "o 9 0 T
L o< [ <[ <]

explain in Section C which needs it has not addressed and the reasons why it has not addressed such needs . 7 | X

8a Did the organization incur an excise tax under section 4959 for the hospital facility's failure to conduct a
CHNA as required by SECton 5OL(N)(3)? . + v v v v v v e e e e e e e e e e 8a X
If "Yes" to line 8a, did the organization file Form 4720 to report the section 4959 excisetax? , , . ... .. .. 8b

c If "Yes" to line 8b, what is the total amount of section 4959 excise tax the organization reported on Form
4720 for all of its hospital facilities? $

Schedule H (Form 990) 2013
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Cl VI STA MEDI CAL CENTER, | NC. 52- 0445374

Schedule H (Form 990) 2013
Facility Information (continued)
Financial Assistance Policy  Cl VI STA MEDI CAL CENTER | NC.

Page 5

Yes

10

11

12

- T Q "o 9 0 T 9

13
14

- O Q O T 9

9

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

Explained eligibility criteria for financial assistance, and whether such assistance includes free or discounted
(072
Used federal poverty guidelines (FPG) to determine eligibility for providing freecare? . . . . .. .. ... ...
If "Yes," indicate the FPG family income limit for eligibility for free care: £ 9 0_ %

If "No," explain in Section C the criteria the hospital facility used.

Used FPG to determine eligibility for providing discountedcare? . . . . . . v & v v v v i v i v it i e s e
If "Yes," indicate the FPG family income limit for eligibility for discounted care: 3_ 9 9 %

If "No," explain in Section C the criteria the hospital facility used.

Explained the basis for calculating amounts charged to patients? . . . . . .« . v o v o v i b b h i e n e
If "Yes," indicate the factors used in determining such amounts (check all that apply):

Income level

Asset level

Medical indigency
Insurance status

Uninsured discount
Medicaid/Medicare

State regulation

Residency

Other (describe in Section C)

Explained the method for applying for financial assistance?. . . . . . . . & v v v i i i i i n e e e e

L D] <] [ <

If "Yes," indicate how the hospital facility publicized the policy (check all that apply):

The policy was posted on the hospital facility's website

The policy was attached to billing invoices

The policy was posted in the hospital facility's emergency rooms or waiting rooms
The policy was posted in the hospital facility's admissions offices

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

Other (describe in Section C)

| x| x| x| x| <[ <

10

11

12

13

14

Billing and Collections

15

16

O O 0 T 9

17

O O 0 T 9

Did the hospital facility have in place during the tax year a separate billing and collections policy, or a written
financial assistance policy (FAP) that explained actions the hospital facility may take upon non-payment?, , . .

Check all of the following actions against an individual that were permitted under the hospital facility's
policies during the tax year before making reasonable efforts to determine the individual's eligibility under the
facility's FAP:

Reporting to credit agency
Lawsuits

Liens on residences

Body attachments

Other similar actions (describe in Section C)

Did the hospital facility or an authorized third party perform any of the following actions during the tax year

If "Yes," check all actions in which the hospital facility or a third party engaged:

Reporting to credit agency
Lawsuits

Liens on residences

Body attachments

Other similar actions (describe in Section C)

15

17

JSA
3E1323 1.000
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Cl VI STA MEDI CAL CENTER, | NC. 52- 0445374

Schedule H (Form 990) 2013

Page 6

Facility Information (continued) Cl VI STA MEDI CAL CENTER | NC.

18 Indicate which efforts the hospital facility made before initiating any of the actions listed in line 17 (check all that apply):

Notified individuals of the financial assistance policy on admission
Notified individuals of the financial assistance policy prior to discharge

Notified individuals of the financial assistance policy in communications with the individuals regarding the individuals' bills
Documented its determination of whether individuals were eligible for financial assistance under the hospital facility's

financial assistance policy
Other (describe in Section C)

Policy Relating to Emergency Medical Care

Yes| No
19 Did the hospital facility have in place during the tax year a written policy relating to emergency medical care
that requires the hospital facility to provide, without discrimination, care for emergency medical conditions to
individuals regardless of their eligibility under the hospital facility's financial assistance policy? . . ... ... ... 19 | X
If "No," indicate why:
a The hospital facility did not provide care for any emergency medical conditions
b The hospital facility's policy was not in writing
c The hospital facility limited who was eligible to receive care for emergency medical conditions (describe
in Section C)
d |:| Other (describe in Section C)
Changes to Individuals Eligible for Assistance under the FAP (FAP-Eligible Individuals)
20 Indicate how the hospital facility determined, during the tax year, the maximum amounts that can be charged
to FAP-eligible individuals for emergency or other medically necessary care.
a |:| The hospital facility used its lowest negotiated commercial insurance rate when calculating the
maximum amounts that can be charged
b |:| The hospital facility used the average of its three lowest negotiated commercial insurance rates when
calculating the maximum amounts that can be charged
c |:| The hospital facility used the Medicare rates when calculating the maximum amounts that can be
charged
d Other (describe in Section C)
21 During the tax year, did the hospital facility charge any FAP-eligible individual to whom the hospital facility
provided emergency or other medically necessary services more than the amounts generally billed to
individuals who had insurance covering SUCh Care?., . . . . . . v i v i i vt e e et e e e e e e e e e 21 X
If "Yes," explain in Section C.
22 During the tax year, did the hospital facility charge any FAP-eligible individual an amount equal to the gross X
22

charge for any service provided to that individual?

If "Yes," explain in Section C.

JSA
3E1324 1.000
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Cl VI STA MEDI CAL CENTER, | NC. 52-0445374
Schedule H (Form 990) 2013 Page 7

Facility Information (continued)
Section C. Supplemental Information for Part V, Section B. Provide descriptions required for Part V, Section B, lines

1j, 3, 4, 5d, 6i, 7, 10, 11, 12i, 14q, 16e, 17e, 18e, 19c, 19d, 20d, 21, and 22. If applicable, provide separate descriptions
for each facility in a facility reporting group, designated by "Facility A," "Facility B," etc.

I NPUT FROM | NDI VI DUALS REPRESENTI NG THE COVMUNI TY

SCHEDULE H, PART V, SECTION B, LINE 3

Cl VI STA MEDI CAL CENTER DBA UNI VERSI TY OF MARYLAND CHARLES REGQ ONAL
MEDI CAL CENTER (CRMC) COWMPLETED THE COMMUNI TY HEALTH NEEDS ASSESSMENT

CHNA) IN FY 2012.

THI'S PROCESS | NVOLVED THE FOLLOW NG PECPLE:

PHCC EXECUTI VE COW TTEE:

NOEL A. CERVI NO CEO Cl VI STA HEALTH ( CRMO)

DR DEVADASON HEALTH OFFI CER CC HEALTH DEPARTMENT ( CCDCH)

DR BRAD GOTTFRI ED PRESI DENT COLLECE OF SOUTHERN MARYLAND (CSM
JI'M RI CHMOND SUPERI NTENDENT CHARLES COUNTY PUBLI C SCHOOLS

PHCC STEERI NG COW TTEE:

JOYCE RI GGS DR, COWUN TY DEV./ PLANN NG Cl VI STA (CRWO)
FAY REED, RN DEPUTY HEALTH OFFI CER CCDOH

W LLI AM LEEBEL PUBLI C | NFORMATI ON OFFI CER CCDOH

LI NDA SM TH PRQJECT COORDI NATCOR CSM

TANI SHA SAUNDERS  COORDI NATOR OF | NTEGRATED STUDENT SERVI CES CCPS

AMBER STARN, MPH  EPI DEM OLOG ST ( CONTRACT) Cl VI STA (CRWO)

PARTNERSHI PS FOR A HEALTHI ER CHARLES COUNTY:
Cl VI STA MEDI CAL CENTER

Cl VI STA HEALTH, BOARD OF DI RECTORS

CHARLES COUNTY DEPARTMENT OF HEALTH

UNI VERSI TY OF MARYLAND CLI NI CAL TRI ALS PROGRAM
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Cl VI STA MEDI CAL CENTER, | NC. 52- 0445374
Schedule H (Form 990) 2013 Page 7
Facility Information (continued)
Section C. Supplemental Information for Part V, Section B. Provide descriptions required for Part V, Section B, lines
1j, 3, 4, 5d, 6i, 7, 10, 11, 12i, 14q, 16e, 17e, 18e, 19c, 19d, 20d, 21, and 22. If applicable, provide separate descriptions
for each facility in a facility reporting group, designated by "Facility A," "Facility B," etc.

BEL ALTON ALUMNI COVMUNI TY DEVELOPMENT ASSOCI ATI ON
CHARLES COUNTY DEPARTMENT OF COMMUNI TY SERVI CES, TRANSPORTATI ON
TRl COUNTY COUNCI L FOR SOUTHERN MARYLAND

M NI STER S ALLI ANCE OF CHARLES COUNTY

CHARLES COUNTY DEPARTMENT OF SOCI AL SERVI CES
MARYLAND FOUNDATI ON FOR QUALI TY HEALTHCARE
HEALTH PARTNER S CLINIC

GREATER BADEN FQHC

SHI LOH COVMUNI TY UNI TED METHCODI ST CHURCH

CHARLES COUNTY NURSI NG AND REHABI LI TATI ON CENTER
ALZHEI MER S ASSOCI ATI ON

CENTER FOR CHI LDREN

CHESAPEAKE POTOVAC HOVE HEALTH AGENCY

COLLEGE OF SOUTHERN MARYLAND

CHARLES COUNTY DEPARTMENT OF AG NG

PRI ORI TY PARTNERS

Bl G BROTHERS/ Bl G S| STERS

COVMMUNI TY HI SPANI C ADVOCATES

BLACK LEADERSH P COUNCI L FOR EXCELLENCE

YOUNG RESEARCHERS COMMUNI TY PRQIECT

PI NNACLE CENTER ( MENTAL HEALTH)

HOSPI CE OF CHARLES COUNTY

BREAST CANCER SUPPORT ADVOCATES

CHARLES COUNTY PUBLI C SCHOOLS  SCHOOL NURSES
CHARLES COUNTY COWM SSI ONERS

CHARLES COUNTY EMERGENCY SERVI CES

JSA Schedule H (Form 990) 2013
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Cl VI STA MEDI CAL CENTER, | NC. 52-0445374
Schedule H (Form 990) 2013 Page 7

Facility Information (continued)
Section C. Supplemental Information for Part V, Section B. Provide descriptions required for Part V, Section B, lines
1j, 3, 4, 5d, 6i, 7, 10, 11, 12i, 14q, 16e, 17e, 18e, 19c, 19d, 20d, 21, and 22. If applicable, provide separate descriptions
for each facility in a facility reporting group, designated by "Facility A," "Facility B," etc.

CHARLES COUNTY SHERI FF' S OFFI CE

SO, MD DELEGATI ON

CHARLES COUNTY COVMUNI TY FOUNDATI ON
COVMMUNI TY PHYSI CI ANS

CHARLES COUNTY FI RE AND RESCUE BOARD

LI FESTYLES, I NC. (HOMELESS)

THE PLAN WAS PRESENTED AND APPROVED BY THE BOARD OF DI RECTORS ON

11/ 28/ 2011.

NEEDS NOT ADDRESSED BY THE MOST RECENTLY CONDUCTED CHNA

SCHEDULE H, PART V, SECTION B, LINE 7

ALL THE PRI MARY NEEDS CQUTLI NED I N THE COVWUNI TY HEALTH NEEDS ASSESSMENT
ARE BEI NG ADDRESSED AND FUNDED BY Cl VI STA REG ONAL MEDI CAL CENTER El THER
DI RECTLY (I.E., OB CLINIC, PHYSICI AN RECRUI TMENT) OR THROUGH PARTNERSHI PS
W TH OTHER ORGANI ZATI ONS (I .E., CHI LDHOOD OBESI TY PROGRAM FETAL | NFANT

MORTALI TY) .

I NDI VI DUALS ELI G BLE FOR FI NANCI AL ASSI STANCE
SCHEDULE H, PART V, SECTION B, LINE 20D
ALL PATI ENTS ARE CHARGED STATE REGULATED RATES REGARDLESS COF THEI R

ABI LI TY TO PAY.

JSA Schedule H (Form 990) 2013
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Cl VI STA MEDI CAL CENTER, | NC. 52- 0445374
Schedule H (Form 990) 2013 Page 7
Facility Information (continued)
Section C. Supplemental Information for Part V, Section B. Provide descriptions required for Part V, Section B, lines
1j, 3, 4, 5d, 6i, 7, 10, 11, 12i, 14q, 16e, 17e, 18e, 19c, 19d, 20d, 21, and 22. If applicable, provide separate descriptions
for each facility in a facility reporting group, designated by "Facility A," "Facility B," etc.

I NDI VI DUALS ELI G BLE FOR FI NANCI AL ASSI STANCE

SCHEDULE H, PART V, SECTION B, LINE 22

THE STATE OF MARYLAND | S A UNI QUE STATE I N REGARD TO THE PROVI SI ON COF
HEALTH CARE SERVI CES AND THEI R RELATED CHARGES BY HOSPI TALS. ALL HOSPI TAL
CHARGES PROCESSED TO ALL PAYCRS, | NCLUDI NG GOVERNMENTAL PAYCRS, ARE SET
THROUGH MARYLAND S HEALTH SERVI CES COST COWM SSI ON. ACCORDI N&LY, ALL
HOSPI TAL CHARGES ARE NOT GROSS CHARCGES AS DEFI NED BY THE | RS UNDER

| NTERNAL REVENUE CODE SECTI ON 501(R) (5) (B).

JSA Schedule H (Form 990) 2013
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Cl VI STA MEDI CAL CENTER, | NC. 52- 0445374
Schedule H (Form 990) 2013 Page 8
Facility Information (continued)
Section D. Other Health Care Facilities That Are Not Licensed, Registered, or Similarly Recognized as a Hospital
Facility
(list in order of size, from largest to smallest)

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

Name and address Type of Facility (describe)
1

10

Schedule H (Form 990) 2013
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Cl VI STA MEDI CAL CENTER, | NC. 52- 0445374

Schedule H (Form 990) 2013 Page 9
=E1g@YIl Supplemental Information

Provide the following information.

1 Required descriptions. Provide the descriptions required for Part I, lines 3c, 6a, and 7; Part Il and Part Ill, lines 2, 3, 4, 8 and
9b.
2 Needs assessment. Describe how the organization assesses the health care needs of the communities it serves, in addition to

any CHNAs reported in Part V, Section B.

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

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

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

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

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

organization, files a community benefit report.

RELATED ORGANI ZATI ON REPORT

SCHEDULE H, PART |, LINE 6A

AN ANNUAL COWMUNI TY BENEFI T REPORT | S PREPARED FOR EACH FI SCAL YEAR

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

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

EACH YEAR. | N ADDI TI ON, THE ANNUAL COVMUNI TY BENEFI T REPORT | S AVAI LABLE

UPON REQUEST AT THE ENTI TY' S CORPCRATE OFFI CES.

COST ATTRI BUTABLE TO A PHYSI CAL CLINI C

SCHEDULE H, PART I, LINE 7

MARYLAND S REGULATORY SYSTEM CREATES A UNI QUE PROCESS FOR HOSPI TAL

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

COST REVI EW COW SSI ON ( HSCRC) DETERM NES PAYMENT THROUGH A RATE SETTI NG

PROCESS AND ALL PAYORS, | NCLUDI NG GOVERNMENTAL PAYORS, PAY THE SAME

AMOUNT FOR THE SAME SERVI CES DELI VERED AT THE SAME HOSPI TAL. MARYLAND S

UNI QUE ALL PAYOR SYSTEM | NCLUDES A METHOD FOR REFERENCI NG UNCOVPENSATED
CARE | N EACH PAYOR S RATES, WH CH DOES NOT ENABLE MARYLAND HOSPI TALS TO

BREAKOUT ANY OFFSETTI NG REVENUE RELATED TO UNCOMPENSATED CARE.

JSA
3E1327 2.000

0659EE 700P V 13-7.15 0180223- 00037
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Cl VI STA MEDI CAL CENTER, | NC. 52- 0445374
Schedule H (Form 990) 2013 Page 9
Supplemental Information

Provide the following information.

1 Required descriptions. Provide the descriptions required for Part I, lines 3c, 6a, and 7; Part Il and Part Ill, lines 2, 3, 4, 8 and
9b.

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

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

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

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

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

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

SCHEDULE H, PART I, LINE 7B, COLUWS (C) THROUGH (F)

MARYLAND S REGULATORY SYSTEM CREATES A UNI QUE PROCESS FOR HOSPI TAL
PAYMENT THAT DI FFERS FROM THE REST OF THE NATI ON. THE HEALTH SERVI CES
COST REVI EW COW SSI ON, (HSCRC) DETERM NES PAYMENT THROUGH A RATE SETTI NG
PROCESS AND ALL PAYORS, | NCLUDI NG GOVERNMENTAL PAYORS, PAY THE SAME
AMOUNT FOR THE SAME SERVI CES DELI VERED AT THE SAME HOSPI TAL. MARYLAND S
UNI QUE ALL PAYOR SYSTEM | NCLUDES A METHOD FOR REFERENCI NG UNCOVPENSATED
CARE | N EACH PAYORS' RATES, WHI CH DOES NOT ENABLE MARYLAND HOSPI TALS TO
BREAKOUT ANY OFFSETTI NG REVENUE RELATED TO UNCOVPENSATED CARE. COVMUNI TY
BENEFI T EXPENSES ARE EQUAL TO MEDI CAI D REVENUES | N MARYLAND, AS SUCH, THE
NET EFFECT IS ZERO. ADDI Tl ONALLY, NET REVENUES FCR MEDI CAI D SHOULD
REFLECT THE FULL | MPACT ON THE HOSPI TAL OF | TS SHARE OF THE MEDI CAl D

ASSESSMENT.

SCHEDULE H, PART I, LINE 7F COLUWN (O
MARYLAND S REGULATORY SYSTEM CREATES A UNI QUE PROCESS FOR HOSPI TAL

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

JSA Schedule H (Form 990) 2013
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Cl VI STA MEDI CAL CENTER, | NC. 52- 0445374

Schedule H (Form 990) 2013 Page 9
=E1g@YIl Supplemental Information

Provide the following information.

1

Required descriptions. Provide the descriptions required for Part |, lines 3c, 6a, and 7; Part Il and Part lll, lines 2, 3, 4, 8 and
9b.
Needs assessment. Describe how the organization assesses the health care needs of the communities it serves, in addition to

any CHNAs reported in Part V, Section B.

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

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

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

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

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

organization, files a community benefit report.

COST REVI EW COW SSI ON, (HSCRC) DETERM NES PAYMENT THROUGH A RATE SETTI NG

PROCESS AND ALL PAYORS, | NCLUDI NG GOVERNMENTAL PAYORS, PAY THE SAME

AMOUNT FOR THE SAME SERVI CES DELI VERED AT THE SAME HOSPI TAL. MARYLAND S

UNI QUE ALL PAYOR SYSTEM | NCLUDES A METHOD FOR REFERENCI NG UNCOVPENSATED

CARE | N EACH PAYORS' RATES, WH CH DOES NOT ENABLE MARYLAND HOSPI TALS TO

BREAKOUT ANY OFFSETTI NG REVENUE RELATED TO UNCOMPENSATED CARE.

SCHEDULE H, PART I, LINE 7F COLUWN (D)

MARYLAND S REGULATORY SYSTEM CREATES A UNI QUE PROCESS FOR HOSPI TAL

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

COST REVI EW COW SSI ON, (HSCRC) DETERM NES PAYMENT THROUGH A RATE SETTI NG

PROCESS AND ALL PAYORS, | NCLUDI NG GOVERNMENTAL PAYORS, PAY THE SAME

AMOUNT FOR THE SAME SERVI CES DELI VERED AT THE SAME HOSPI TAL. MARYLAND S

UNI QUE ALL PAYOR SYSTEM | NCLUDES A METHOD FOR REFERENCI NG UNCOVPENSATED

CARE | N EACH PAYORS' RATES, WH CH DOES NOT ENABLE MARYLAND HOSPI TALS TO

BREAKOUT ANY OFFSETTI NG REVENUE RELATED TO UNCOMPENSATED CARE.

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

Schedule H (Form 990) 2013 Page 9
=E1g@YIl Supplemental Information

Provide the following information.

1

Required descriptions. Provide the descriptions required for Part |, lines 3c, 6a, and 7; Part Il and Part lll, lines 2, 3, 4, 8 and
9b.
Needs assessment. Describe how the organization assesses the health care needs of the communities it serves, in addition to

any CHNAs reported in Part V, Section B.

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

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

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

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

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

COVMMUNI TY BUI LDI NG ACTI VI TI ES

SCHEDULE H, PART 11

AS THE ONLY HOSPI TAL SERVI NG CHARLES COUNTY, MARYLAND, UN VERSITY OF

MARYLAND CHARLES REG ONAL MEDI CAL CENTER (UM CRMC) SUPPORTS PROGRAMS AND

ACTI VI TI ES WHERE THE HOSPI TAL' S EXPERTI SE AND RESOURCES CAN | NFLUENCE THE

FUNDAMENTAL | SSUES THAT AFFECT THE HEALTH OF THE COVMUNI TY.

UM CRMC SUPPORTS ECONOM C DEVELOPMENT OF THE COMMUNI TY THROUGH LEADERSHI P

PARTI Cl PATI ON I N ORGANI ZATI ONS SUCH AS THE CHAMBER OF COMMERCE, ECONOM C

DEVELOPMENT COWM SSI ON, LEADERSHI P SOUTHERN MARYLAND, AND THE TRI - COUNTY

COUNCI L OF SOUTHERN NMARYLAND.

UM CRMC PARTI Cl PATES | N MANY COUNTY, STATE AND REG ON- W DE EMERGENCY

PREPAREDNESS PLANNI NG ACTI VI TIES AND DRI LLS WTH OQUR COVMUNI TY PARTNERS

SUCH AS EMERGENCY SERVI CES, FI RE AND RESCUE, DEPARTMENT OF HEALTH, COUNTY

GOVERNMENT, FEMA AND MEMA. THI 'S SERVES TO ENSURE THAT I N THE EVENT OF A

DI SASTER, THE HOSPI TAL | S READY TO SUPPORT AND CARE FOR CUR COMVUNI TY.

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

Schedule H (Form 990) 2013 Page 9
=E1g@YIl Supplemental Information

Provide the following information.

1

Required descriptions. Provide the descriptions required for Part |, lines 3c, 6a, and 7; Part Il and Part lll, lines 2, 3, 4, 8 and
9b.
Needs assessment. Describe how the organization assesses the health care needs of the communities it serves, in addition to

any CHNAs reported in Part V, Section B.

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

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

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

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

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

organization, files a community benefit report.

HOSPI TAL ADM NI STRATI ON PARTI Cl PATES | N HEALTHCARE WORKFORCE DEVELOPMENT

BY SERVI NG ON COMWM TTEES SUCH AS THE CHARLES COUNTY COWM SSI ONER' S

HEALTHCARE TASKFORCE AND SUPPORT OF COLLEGE OF SCUTHERN MARYLAND NURSI NG

AND ALLI ED HEALTH PROGRAMS. | N ADDI TI ON, UM CRMC PARTI Cl PATES AND

SUPPORTS THE BLACK LEADERSHI P COUNCI L ON EXCELLENCE' S YOUNG RESEARCHERS

COMMUNI TY PRQIECT WHI CH OFFERS DI SADVANTAGED YOUTH I N H GH SCHOOL AN

OPPORTUNI TY TO SHADOW MEDI CAL PROFESSI ONALS.

ACCORDI NG TO THE 2007 MARYLAND PHYSI CI AN WORKFORCE STUDY, THE SOUTHERN

MARYLAND REG ON HAS A PHYSI CI AN SHORTAGE FOR PRI MARY CARE PHYSI ClI ANS.

SQUTHERN MARYLAND HAD THE REG ONAL LOW REQUI REMENT FOR PRI MARY CARE

PHYSI CI ANS PER 100, 000 RESI DENTS OF 56.5. THE MARYLAND STATE AVERAGE RATE

WAS 58. 2 PER 100, 000 RESI DENTS. UNDER MEDI CAL SPECI ALTI ES, THE SOUTHERN

MARYLAND REG ON HAS A SHORTAGE FOR CARDI OLOGY, DERMATCOLOGY,

ENDCOCRI NOLOGY, GASTROENTERCLOGY, HEMATOLOGY, ONCOLOGY, | NFECTI QUS

DI SEASE, NEPHROLOGY, PSYCHI ATRY, PULMONARY MEDI CI NE, AND RHEUMATOLOGY.

THE ONLY MEDI CAL SPECI ALTI ES W TH ADEQUATE PHYSI Cl AN SUPPLI ES WERE

ALLERGY AND NEUROLOGY. CHARLES COUNTY HAS ONE NEUROLOG ST WHI CH IS DEEMED

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

Schedule H (Form 990) 2013 Page 9
=E1g@YIl Supplemental Information

Provide the following information.

1

Required descriptions. Provide the descriptions required for Part |, lines 3c, 6a, and 7; Part Il and Part lll, lines 2, 3, 4, 8 and
9b.
Needs assessment. Describe how the organization assesses the health care needs of the communities it serves, in addition to

any CHNAs reported in Part V, Section B.

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

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

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

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

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

ADEQUATE FOR THE POPULATI ON; HOWEVER, THE PHYSI Cl AN PLANS TO RETI RE WHI CH

WLL LEAVE THE COUNTY IN A CRITI CAL SHORTAGE IN THI S SPECI ALTY. AS A

RESULT OF THE PREVAI LI NG PHYSI CI AN SHORTAGE, AND TO M Tl GATE THE EFFECTS

OF THE LACK OF ACCESS OF THE COVMWMUNI TY TO MEDI CAL CARE, UM CRMC HAS

DEVELOPED A ROBUST AND ONGO NG PHYSI CI AN RECRU TMENT AND RETAI NMVENT

PROGRAM

BAD DEBT EXPENSE

SCHEDULE H, PART II1Il, LINE 2 & 4

Cl VI STA REPORTS BAD DEBT EXPENSE | N ACCORDANCE W TH GENERALLY ACCEPTED

ACCOUNTI NG PRI NCI PLES ( GAAP) HFMA 15. THE PROVI SI ON FOR BAD DEBTS | S

BASED UPON MANAGEMENT' S ASSESSMENT COF HI STORI CAL AND EXPECTED NET

CCOLLECTI ONS CONSI DERI NG HI STORI CAL BUSI NESS AND ECONOM C CONDI Tl ONS,

TRENDS | N HEALTH CARE COVERAGE, AND OTHER COLLECTI ON | NDI CATORS.

PERI ODI CALLY THROUGHOUT THE YEAR, MANAGEMENT ASSESSES THE ADEQUACY OF THE

ALLOMNCE FOR UNCOLLECTI BLE ACCOUNTS BASED UPON HI STORI CAL WRI TE- OFF

EXPERI ENCE BY PAYCR CATEGORY, AS WELL AS, THE ACCUMULATI ON OF RECEIl VABLE

BALANCES BY PERI CD QUTSTANDI NG THE RESULTS OF THI S REVI EW ARE THEN USED

JSA
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Cl VI STA MEDI CAL CENTER, | NC. 52- 0445374
Schedule H (Form 990) 2013 Page 9
Supplemental Information

Provide the following information.

1 Required descriptions. Provide the descriptions required for Part I, lines 3c, 6a, and 7; Part Il and Part Ill, lines 2, 3, 4, 8 and
9b.

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

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

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

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

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

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

TO MAKE ANY NECESSARY MODI FI CATI ONS TO THE PROVI SI ON FOR BAD DEBTS AND
THE ESTABLI SHED ALLOMNCE FOR UNCOLLECTI BLE RECEI VABLES. AFTER COLLECTI ON
OF AMOUNTS DUE FROM | NSURERS, THE CORPORATI ON FOLLOAS | NTERNAL GUI DELI NES

FOR PLACI NG CERTAI N PAST DUE BALANCES W TH COLLECTI ON AGENCI ES.

MEDI CARE COST REPCORT

SCHEDULE H, PART 111, LINE 8

I N MARYLAND, THE HEALTH SERVI CES COST REVI EW COWM SSI ON ( HSCRC) STARTED
SETTI NG HOSPI TAL RATES I N 1974. AT THAT TI ME, THE HSCRC APPROVED RATES
APPLI ED ONLY TO COMMVERCI AL | NSURERS. IN 1977, THE HSCRC NEGOTI ATED A

WAl VER FROM MEDI CARE HOSPI TAL PAYMENT RULES FOR MARYLAND HOSPI TALS TO

BRI NG THE FEDERAL MEDI CARE PAYMENTS UNDER HSCRC CONTRCOL. MEDI CARE

REI MBURSES MARYLAND HOSPI TALS ACCORDI NG TO RATES ESTABLI SHED BY THE HSCRC
AS LONG AS THE STATE CONTI NUES TO MEET A TWO- PART TEST. TH S TWO- PART

WAI VER TEST ALLOAS MEDI CARE TO PARTI Cl PATE | N THE MARYLAND SYSTEM AS LONG

AS TWO CONDI TI ONS ARE MET:

ALL OTHER PAYERS PARTI CI PATI NG | N THE SYSTEM PAY HSCRC SET RATES.

JSA Schedule H (Form 990) 2013
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Cl VI STA MEDI CAL CENTER, | NC. 52- 0445374

Schedule H (Form 990) 2013 Page 9
=E1g@YIl Supplemental Information

Provide the following information.

1

Required descriptions. Provide the descriptions required for Part |, lines 3c, 6a, and 7; Part Il and Part lll, lines 2, 3, 4, 8 and
9b.
Needs assessment. Describe how the organization assesses the health care needs of the communities it serves, in addition to

any CHNAs reported in Part V, Section B.

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

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

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

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

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

THE RATE OF GROMH I N MEDI CARE PAYMENTS TO MARYLAND HOSPI TALS FROM 1981

TO THE PRESENT IS NOT GREATER THAN THE RATE OF GROMH | N MEDI CARE

PAYMENTS TO HOSPI TALS NATI ONALLY OVER THE SAME Tl ME FRAME

CCOLLECTI ON PRACTI CES

SCHEDULE H, PART 111, LINE 9B

THE ORGANI ZATI ON EXPECTS PAYMENT AT THE TI ME THE SERVI CE | S PROVI DED. OUR

POLICY | S TO COVPLY W TH ALL STATE AND FEDERAL LAW AND THI RD PARTY

REGULATI ONS AND TO PERFORM ALL CREDI T AND COLLECTI ON FUNCTIONS IN A

DI GNI FI ED AND RESPECTFUL MANNER. EMERGENCY SERVI CES W LL BE PROVI DED TO

ALL PATI ENTS REGARDLESS OF ABILITY TO PAY. FI NANCI AL ASSI STANCE | S

AVAI LABLE FOR PATI ENTS BASED ON FI NANCI AL NEED AS DEFI NED I N THE

FI NANCI AL ASSI STANCE PCLI CY. THE ORGANI ZATI ON DOES NOT DI SCRI M NATE ON

THE BASI S OF ACGE, RACE, CREED, SEX OR ABILITY TO PAY.

PATI ENTS WHO ARE UNABLE TO PAY NMAY REQUEST A FI NANCI AL ASSI STANCE

APPLI CATI ON AT ANY TI ME PRI OR TO SERVI CE OR DURI NG THE BI LLI NG AND
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Cl VI STA MEDI CAL CENTER, | NC. 52- 0445374

Schedule H (Form 990) 2013 Page 9
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Provide the following information.

1

Required descriptions. Provide the descriptions required for Part |, lines 3c, 6a, and 7; Part Il and Part lll, lines 2, 3, 4, 8 and
9b.
Needs assessment. Describe how the organization assesses the health care needs of the communities it serves, in addition to

any CHNAs reported in Part V, Section B.

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

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

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

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

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

organization, files a community benefit report.

CCOLLECTI ON PROCESS. THE ORGANI ZATI ON MAY REQUEST THE PATI ENT TO APPLY FOR

MEDI CAL ASSI STANCE PRI OR TO APPLYI NG FOR FI NANCI AL ASSI STANCE. THE

ACCOUNT WLL NOT BE FORWARDED FOR CCOLLECTI ON DURI NG THE MEDI CAL

ASSI STANCE APPLI CATI ON PROCESS CR THE FI NANCI AL ASSI STANCE APPLI CATI ON

PROCESS.

COVMMUNI TY HEALTH CARE NEEDS ASSESSMENT

SCHEDULE H, PART VI, LINE 2

Cl VI STA MEDI CAL CENTER DBA UNI VERSI TY OF MARYLAND CHARLES REGQ ONAL

MEDI CAL CENTER (CRMC) COWMPLETED THE COMMUNI TY HEALTH NEEDS ASSESSMENT

(CHNA) DURI NG THE FI SCAL YEAR ENDED JUNE 30, 2012 AND IS CURRENTLY BEI NG

| MVPLEMENTED. THI' S CHNA REPORT AND | MPLEMENTATI ON PLAN WAS APPROVED BY

UMMC BOARD OF DI RECTORS ON JUNE 28, 2012. THE CHNA REPORT |S AVAI LABLE ON

THE FOLLOW NG WEBSI TE:

WAV CHARLESREG ONAL. ORG . . . / CHARLESCOUNTYCOVMUNI TYHEAL THNEEDSASSESSMVENT201

1.

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

Schedule H (Form 990) 2013 Page 9
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Provide the following information.

1

Required descriptions. Provide the descriptions required for Part |, lines 3c, 6a, and 7; Part Il and Part lll, lines 2, 3, 4, 8 and
9b.
Needs assessment. Describe how the organization assesses the health care needs of the communities it serves, in addition to

any CHNAs reported in Part V, Section B.

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

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

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

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

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

THI'S PROCESS | NVOLVED THE FOLLOW NG PEOCPLE:

PHCC EXECUTI VE COW TTEE:

NOEL A. CERVI NO CEO Cl VI STA HEALTH ( CRMC)

DR DEVADASON HEALTH OFFI CER  CC HEALTH DEPARTMENT ( CCDCH)

DR BRAD GOTTFRI ED PRESI DENT COLLEGE OF SOUTHERN MARYLAND ( CSM
JI'M RI CHMOND SUPERI NTENDENT ~ CHARLES COUNTY PUBLI C SCHOOLS

PHCC STEERI NG COW TTEE:

JOYCE RI GGS DR, COWUN TY DEV./ PLANNI NG CI VI STA CRMC
FAY REED, RN DEPUTY HEALTH OFFI CER CCDCOH
W LLI AM LEEBEL PUBLI C | NFORVMATI ON OFFI CER CCDOH
LI NDA SM TH PRQJECT COORDI NATCOR CSM

TANI SHA SAUNDERS  COORDI NATOR OF | NTEGRATED STUDENT SERVI CES CCPS

AMBER STARN, MPH EPI DEM OLOG ST ( CONTRACT) CI VI STA CRMC

PARTNERSHI PS FOR A HEALTHI ER CHARLES COUNTY:

Cl VI STA MEDI CAL CENTER

Cl VI STA HEALTH, BOARD OF DI RECTORS

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

Schedule H (Form 990) 2013 Page 9
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Provide the following information.

1

Required descriptions. Provide the descriptions required for Part |, lines 3c, 6a, and 7; Part Il and Part lll, lines 2, 3, 4, 8 and
9b.
Needs assessment. Describe how the organization assesses the health care needs of the communities it serves, in addition to

any CHNAs reported in Part V, Section B.

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

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

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

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

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

organization, files a community benefit report.

CHARLES COUNTY DEPARTMENT OF HEALTH

UNI VERSI TY OF MARYLAND CLI NI CAL TRI ALS PROGRAM

BEL ALTON ALUWMNI COVMUNI TY DEVELOPMENT ASSOCI ATI ON

CHARLES COUNTY DEPARTMENT OF COMMUNI TY SERVI CES, TRANSPORTATI ON

TRl COUNTY COUNCI L FOR SOUTHERN MARYLAND

M NI STER S ALLI ANCE OF CHARLES COUNTY

CHARLES COUNTY DEPARTMENT OF SOCI AL SERVI CES

MARYLAND FOUNDATI ON FOR QUALI TY HEALTHCARE

HEALTH PARTNER S CLINI C

GREATER BADEN FQHC

SHI LOH COVMUNI TY UNI TED METHCDI ST CHURCH

CHARLES COUNTY NURSI NG AND REHABI LI TATI ON CENTER

ALZHEI MER S ASSOCI ATI ON

CENTER FOR CHI LDREN

CHESAPEAKE POTOVAC HOVE HEALTH AGENCY

COLLEGE OF SOUTHERN MARYLAND

CHARLES COUNTY DEPARTMENT OF AG NG

PRI ORI TY PARTNERS

JSA
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Provide the following information.

1

Required descriptions. Provide the descriptions required for Part |, lines 3c, 6a, and 7; Part Il and Part lll, lines 2, 3, 4, 8 and
9b.

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

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

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

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

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

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

organization, files a community benefit report.

Bl G BROTHERS/ Bl G S| STERS

COMMUNI TY HI SPANI C ADVOCATES

BLACK LEADERSH P COUNCI L FOR EXCELLENCE

YOUNG RESEARCHERS COMMUNI TY PRQIECT

PI NNACLE CENTER ( MENTAL HEALTH)

HOSPI CE OF CHARLES COUNTY

BREAST CANCER SUPPORT ADVOCATES

CHARLES COUNTY PUBLI C SCHOOLS SCHOOL NURSES

CHARLES COUNTY COWM SSI ONERS

CHARLES COUNTY EMERGENCY SERVI CES

CHARLES COUNTY SHERI FF' S OFFI CE

SO, MD DELEGATI ON

CHARLES COUNTY COVMUNI TY FOUNDATI ON

COVMMUNI TY PHYSI CI ANS

CHARLES COUNTY FI RE AND RESCUE BOARD

LI FESTYLES, I NC. (HOMELESS)

THE PLAN WAS PRESENTED AND APPROVED BY THE BOARD OF DI RECTORS ON

JSA
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Provide the following information.

1 Required descriptions. Provide the descriptions required for Part I, lines 3c, 6a, and 7; Part Il and Part Ill, lines 2, 3, 4, 8 and
9b.
2 Needs assessment. Describe how the organization assesses the health care needs of the communities it serves, in addition to

any CHNAs reported in Part V, Section B.

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

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

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

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

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

organization, files a community benefit report.

11/ 28/ 2011.

HOSPI TAL | DENTI FI ED THE FOLLOW NG AS NEEDS OF THE COMMUNI TY:

REPRODUCTI VE HEALTH
HEALTHY BABI ES (1 NFANT MORTALI TY DI SPARI TY)
STD REDUCTI OV PREVENTI ON
CHRONI C DI SEASE

HEART DI SEASE

DI ABETES

OBESI TY

ACCESS TO CARE

DENTAL HEALTH
TRANSPORTATI ON

PHYSI CI AN SHORTAGE
CANCER TEAM

LUNG CANCER

PROSTATE CANCER

COLORECTAL CANCER

JSA
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Provide the following information.

1

Required descriptions. Provide the descriptions required for Part |, lines 3c, 6a, and 7; Part Il and Part lll, lines 2, 3, 4, 8 and
9b.
Needs assessment. Describe how the organization assesses the health care needs of the communities it serves, in addition to

any CHNAs reported in Part V, Section B.

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

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

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

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

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

I NJURY AND VI OLENCE FREE COVMUNI TY
ROADWAY | NCI DENTS

I NDJURI ES AND FALL PREVENTI ON
BEHAVI ORAL HEALTH

SUBSTANCE ABUSE

MENTAL HEALTH

VH CH OF THESE NEEDS DI D YOU ADDRESS I N FY13 AND HOW?

ALL THE PRI MARY NEEDS CUTLI NED | N THE NEEDS ASSESSMENT ARE BEI NG

ADDRESSED BY Cl VI STA HEALTH (CRMC) EI THER DI RECTLY (I.E., OB CLINC,

PHYSI CI AN RECRU TMENT) OR THROUGH PARTNERSHI PS W TH OTHER ORGANI ZATI ONS

(1.

E., CH LDHOOD OBESI TY PROGRAM FETAL | NFANT MORTALITY, PROSTATE

CANCER) OR THROUGH THE PHCC WHICH | S LED AND PRI MARI LY FI NANCED BY

Cl VI STA HEALTH (CRMC). WHERE A NEED | S APPROPRI ATELY ADDRESSED BY ANOTHER

ENTITY, CIVISTA (CRVC) PROVI DES LEADERSH P THROUGH THE CHARLES COUNTY

HEALTH | MPROVEMENT PLAN AND THE LOCAL HEALTH COALI TION (PHCC) TO

COVMUNI CATE | NI TI ATI VES, PROVI DE FI NANCI AL SUPPORT ANDY OR ASSI STANCE VHEN

JSA
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Provide the following information.

1

Required descriptions. Provide the descriptions required for Part |, lines 3c, 6a, and 7; Part Il and Part lll, lines 2, 3, 4, 8 and
9b.
Needs assessment. Describe how the organization assesses the health care needs of the communities it serves, in addition to

any CHNAs reported in Part V, Section B.

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

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

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

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

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

organization, files a community benefit report.

NEEDED AND REVI EW RESULTS (I.E., SUBSTANCE ABUSE, MENTAL HEALTH).

Cl VI STA HEALTH (CRMC) AND THE CHARLES COUNTY DEPARTMENT OF HEALTH ( CCDCH)

COLLABCORATED TO COVPLETE A COVPREHENSI VE ASSESSMENT OF THE HEALTH NEEDS

(CHNA) OF CHARLES COUNTY, MARYLAND. AN EPI DEM OLOG ST WTH A MASTER S

DEGREE | N PUBLI C HEALTH EPI DEM OLOGY WAS CONTRACTED TO ANALYZE THE

QUALI TATI VE AND QUANTI TATI VE DATA. CI VI STA LEAD THE EFFORT AND COVERED

80% OF THE COST OF THE CHNA

TO PROVI DE A COMPREHENSI VE ASSESSMENT OF THE HEALTH NEEDS OF THE COUNTY,

A FOUR METHOD PLAN WAS DEVELOPED WHI CH | NCLUDED 4 DI FFERENT SOURCES OF

DATA: A LONG ONLI NE SURVEY OF CHARLES COUNTY RESI DENTS PERCEPTI ONS OF

HEALTH AND HEALTH BEHAVI ORS, A SHORT PAPER SURVEY ON HEALTH PERCEPTI ONS

THROUGHOUT THE COUNTY, 7 FOCUS GROUPS W TH COMMUNI TY LEADERS, ClI Tl ZENS,

AND STAKEHOLDERS, AND A QUANTI TATI VE DATA ANALYSI S.

THE USE OF THE MULTI PLE DATA COLLECTI ON METHODS STRENGTHENED THE VALI DI TY

OF THE ASSESSMENT' S FI NDI NGS, AS WELL AS ENSURED THAT CHARLES COUNTY

JSA
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Provide the following information.

1 Required descriptions. Provide the descriptions required for Part I, lines 3c, 6a, and 7; Part Il and Part Ill, lines 2, 3, 4, 8 and
9b.
2 Needs assessment. Describe how the organization assesses the health care needs of the communities it serves, in addition to

any CHNAs reported in Part V, Section B.

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

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

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

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

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

organization, files a community benefit report.

RESI DENTS HAD AN OPPORTUNI TY TO PARTI Cl PATE | N THE ASSESSMENT PROCESS AND
TO FEEL | NVESTED I N | TS QUTCOVE. THREE HUNDRED AND TWO (302) CHARLES
COUNTY RESI DENTS COVPLETED THE 74 QUESTI ON ONLI NE SURVEY THAT WAS CREATED
USI NG SURVEY MONKEY. THE LINK TO THE SURVEY WAS AVAI LABLE ON THE CI VI STA
HEALTH (CRMC) WEBSI TE. THE FI RST SECTI ON OF THE SURVEY ASKED PARTI Cl PANTS
ABOUT THEI R PERCEPTI ON OF HEALTH AND HEALTH SERVI CES W THI N THE COUNTY.
THE SECOND SECTI ON ASKED THEM ABOUT THEI R HEALTH BEHAVI OGRS, | N ORDER TO

DETERM NE THEI R RI SK FOR THE DEVELOPMENT OF CERTAI N HEALTH CONDI Tl ONS.

A SHORT THREE QUESTI ON SURVEY WAS DI STRI BUTED THROUGHOUT THE COUNTY
REGARDI NG PERCEPTI ONS OF HEALTH W THI N THE COUNTY. A TOTAL OF 200 SHORT
SURVEYS WERE COVPLETED. SURVEYS WERE LOCATED THROUGHOUT THE COUNTY

| NCLUDI NG CI VI STA (CRMC) WAI TI NG ROOVS, CCDOH WAI TI NG ROOMVS, LI BRARI ES,
SENI OR CENTERS, COMMUNI TY CENTERS. THI RTY FI VE WERE COVPLETED | N SPANI SH

(17.5%.

SEVEN FOCUS GRCOUPS WERE HELD THROUGHOUT THE COUNTY. THE FOCUS GROUP

TOPI CS | NCLUDED: ACGE RELATED HEALTH | SSUES, CHRONI C DI SEASE SPECI FI C

JSA
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Provide the following information.

1

Required descriptions. Provide the descriptions required for Part |, lines 3c, 6a, and 7; Part Il and Part lll, lines 2, 3, 4, 8 and
9b.
Needs assessment. Describe how the organization assesses the health care needs of the communities it serves, in addition to

any CHNAs reported in Part V, Section B.

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

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

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

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

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

organization, files a community benefit report.

HEALTH, SPECI AL POPULATI ONS, COUNTY LEADERSHI P, SUBSTANCE ABUSE, YOUTH

THROUGH THE SCHOOL NURSES, AND THE PARTNERSHI PS FOR A HEALTH ER CHARLES

COUNTY (PHCC) (COVMMUNITY LEADERS AND STAKEHOLDERS). APPROXI MATELY 165

PEOPLE PARTI CI PATED I N THE COUNTY FOCUS GROUPS.

SURVEY FOR COMMUNI TY MEMBERS:

302 CHARLES COUNTY RESI DENTS COVPLETED THE 74 QUESTI ON ONLI NE SURVEY THAT

WAS CREATED USI NG SURVEY MONKEY. THE LI NK TO THE SURVEY WAS AVAI LABLE ON

THE Cl VI STA HEALTH (CRMC) VEBSI TE. A SHORT 3 QUESTI ON SURVEY WAS

DI STRI BUTED THROUGHOUT THE COUNTY REGARDI NG PERCEPTI ONS OF HEALTH W THI N

THE COUNTY. A TOTAL OF 200 SHORT SURVEYS WERE COVPLETED. SURVEYS WERE

LOCATED THROUGHOUT THE COUNTY | NCLUDI NG CI VI STA WAI TI NG ROOM5, CHARLES

COUNTY DEPARTMENT OF HEALTH WAI TI NG ROOVS, LI BRARIES, SEN OR CENTERS,

COMMUNI TY CENTERS. 35 WERE COMPLETED I N SPANI SH (17.5% .

DESCRI PTI ON OF | NDI VI DUALS AND ORGANI ZATI ONS CONSULTED FOR CHNA | NPUT:

SEVEN FOCUS GRCOUPS WERE HELD THROUGHOUT THE COUNTY W TH REPRESENTATI ON

FROM THE FOLLOW NG ORGANI ZATI ONS. THE FOCUS GROUP TOPI CS | NCLUDED: AGE
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Provide the following information.

1

Required descriptions. Provide the descriptions required for Part |, lines 3c, 6a, and 7; Part Il and Part lll, lines 2, 3, 4, 8 and
9b.
Needs assessment. Describe how the organization assesses the health care needs of the communities it serves, in addition to

any CHNAs reported in Part V, Section B.

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

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

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

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

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

organization, files a community benefit report.

RELATED HEALTH | SSUES, CHRONI C DI SEASE SPECI FI C HEALTH, SPECI AL

POPULATI ONS, COUNTY LEADERSHI P, SUBSTANCE ABUSE, YOUTH THROUGH THE SCHOCL

NURSES, AND THE PARTNERSHI PS FOR A HEALTH ER CHARLES COUNTY ( PHCC)

(COVMMUNI TY LEADERS AND STAKEHOLDERS). APPROXI MATELY 165 PECPLE

PARTI Cl PATED I N THE COUNTY FOCUS GROUPS FROM THE FOLLOW NG

ORGANI ZATI ONS.

ORGANI ZATI ON REPRESENTATI VE NAME TITLE
AMBER STARN EPI DEM OLOGQ ST
CC DEPT OF HEALTH FAYE GRILLO DEPUTY HEALTH OFFI CER

BEL ALTON COMMUNI TY DEVELOPMENT CENTER

JUDY RUDOLF

DEPT. OF COMMUNI TY SERVI CES BRENDA WALCOTT

VAN GO JEFF BARNETT

DONNA HARRI S

TRl COUNTY COUNCI L FOR SO MD

ELAI NE LANCASTER

FI RST GOSPEL CHURCH OF BRYANS ROAD

JSA
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Supplemental Information

Provide the following information.

1 Required descriptions. Provide the descriptions required for Part I, lines 3c, 6a, and 7; Part Il and Part Ill, lines 2, 3, 4, 8 and
9b.

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

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

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

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

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

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

REV. JAMES BRI SCCE
PASTOR DEPARTMENT OF SOCI AL SERVI CES
JUAN THOWPSON OVBUDSMAN
DANI ELLE GREEN
TERRY SULLI VAN
LI FESTYLES, I NC. (HOMELESS)
SANDY WASHI NGTON EX. DI RECTOR
MARI E ROBI NSON
RENEE CURRY
HEALTH PARTNERS CLINI C
DR HOMRD HAFT MEDI CAL DI RECTOR
CHRI SSI E MULCAHEY EX. DI RECTOR
HI SPANI C COVMUNI TY REPRESENTATI VE
MARI A M CHLETEC COMMUNI TY MEMBER
CC NURSI NG AND REHAB.
BUD ZI MVERVAN EX. DI RECTOR
Bl LL HOLMAN

DENI SE MCCANN
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Provide the following information.

1

Required descriptions. Provide the descriptions required for Part |, lines 3c, 6a, and 7; Part Il and Part lll, lines 2, 3, 4, 8 and
9b.

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

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

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

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

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

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

ALZHEI MER S ASSOCI ATI ON

LI NDA GOTTFRI ED DI RECTOR

CENTER FOR CHI LDREN  COLLEEN W LBURN

UM CRMC MAUREEN JENKI NS MGR, LABOR AND DELI VERY

CHESAPEAKE POTQOVAC HOVE HEALTH

KELLY W NTERS

COLLEGE OF SOUTHERN MD

LI NDA SM TH
CC DEPT. OF AG NG BONNI E HAMPTON
CC DEPT. OF HEALTH LI NDA BLAKE DI RECTOR
PRI ORI TY PARTNERS ANGELA DEALE OQUTREACH WORKER

Bl G BROTHERS BI G SI STERS

CYNTH A GRAHAM

BLACK LEADERSH P COUNCI L FOR EXCELLENCE

BONI TA ADEEB

ROSE HAFT

YOUNG RESEARCHERS CP  ANTHONY QUI CK COVMMUNI TY MEMBER

PI NNACLE COUNSELI NG CENTER
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Provide the following information.

1 Required descriptions. Provide the descriptions required for Part I, lines 3c, 6a, and 7; Part Il and Part Ill, lines 2, 3, 4, 8 and
9b.

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

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

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

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

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

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

JACKI E BURSON LI C. COUNSELOR

HOSPI CE COLLEEN W LSON

CC DEPT. OF HEALTH MARY BETH KLI CK TOBACCO COUNSELOR

UM CRMC BETSY WOLFORD CDE

CCDCH DAWN COX BREAST AND CERVI CAL CANCER

UM CRMC DR. RI CH FERRARO MED. DI R ED.

SI STERS AT HEART ROBERTA KI ELI GER CHAI R

CAMBRI DGE PEDI ATRI CS DI ANA ABNEY, MD PEDI ATRI CI AN

UM CRMC ANG E BOCKER RESPI RATORY THERAPI ST

UM CRMC TERESA BRANNI GAN DI RECTOR OF NURSI NG

SCHOOL NURSES

SHEI LA BROCKMAN

CHERYL SM TH

PEGGY Bl RD

TAMWY DI LLI NG

CAROLYN ENGLESON

TAMWY CROZI ER

JENNI FER LEDFORD
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Provide the following information.

1 Required descriptions. Provide the descriptions required for Part I, lines 3c, 6a, and 7; Part Il and Part Ill, lines 2, 3, 4, 8 and
9b.

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

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

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

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

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

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

- LI SA BAZZARE

- KATHLEEN DEBOLT

-  PATRI C A HORNER

-  KARL J. MUEHLFELD

- LUCY WATHEN

- CHARLENE FALKEN

- JOANNE COLLI NS

- MARCGE CHARRON

- ELI ZABETH GALLACHER
- ERI CA HADLEY

- JAN SI EWERTSEN

- LENURE PETTY

- NATASHA W LLI AMS

- KOFO WLLI AVS

- NADJA DE LOS SANTOS
- PHYLI SS RENARD

- KAREN GRACE

- DEBORAH HEI M
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Provide the following information.

1

Required descriptions. Provide the descriptions required for Part |, lines 3c, 6a, and 7; Part Il and Part lll, lines 2, 3, 4, 8 and
9b.
Needs assessment. Describe how the organization assesses the health care needs of the communities it serves, in addition to

any CHNAs reported in Part V, Section B.

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

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

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

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

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

CONSTANCE LARSEN
DI ANE GARDI NER
SHELLEY PRESNELL
LAURI E MULERT
BETSY KEESLER
EDI TH PATTEN
BARBARA BALAZEK
CAROLE NOYES
KATI E POPP
DORCTHY REEVES
KIM JAMESON
STEPHANI E KI ESEL

CAROL A. DAWN

CHARLES COUNTY DEPT. OF AGQ NG

KATHY COOKE
CC DEPT. OF HEALTH LI NDA THOVAS DIR. OF DI SABI LI TI ES
CC DEPT. OF HEALTH LI NDA FENLON H V AND PREVENTI ON
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Provide the following information.
1 Required descriptions. Provide the descriptions required for Part I, lines 3c, 6a, and 7; Part Il and Part Ill, lines 2, 3, 4, 8 and

9b.

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

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

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

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

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

organization and its affiliates in promoting the health of the communities served.

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

organization, files a community benefit report.

CC DEPT. OF SOCI AL SERVI CES
DELI A MEADOWS

CC DEPT. OF SOCI AL SERVI CES

JERONDA MONTGOMERY

CC DEPT. OF SOCI AL SERVI CES

WANDA COLLI NS

CC DEPT. OF HEALTH

LA S BEVERAGE

JUDY CENTER OF CHARLES COUNTY

THERESA OSBORNE

CC DEPT. OF HEALTH

CELESTE CAMERI NO

CC DEPT. OF HEALTH

Dl SABLED ADULTS/ ELDERLY

DI SABI LI TY SERVI CES

CASE WORKER

PROGRAM DI RECTOR

QUTREACH FOR TI TLE 1 SCHOOLS

OUTREACH WORKER

LI NDA THOVAS CO CHAIR
CC DEPT. OF HEALTH
ANGELA DEAL OUTREACH WORKER
CC HOSPI CE Dl XI E PCE DI RECTOR
AVERI CAN CANCER SCOCI ETY
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Provide the following information.

1 Required descriptions. Provide the descriptions required for Part I, lines 3c, 6a, and 7; Part Il and Part Ill, lines 2, 3, 4, 8 and
9b.

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

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

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

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

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

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

STEPHANI E HUBBARD MANAGER
UM CRMC BRI AN LOUX MANAGER
UM CRMC AMY COPELAND HEALTH PROMOTI ONS AND OUTREACH

MARYLAND HI GHWAY SAFETY

JACKI E NORRI S POTOVAC DI RECTOR

CC DEPT. OF SOCI AL SERVI CES

NI KKI D' ANGELO I N HOVE SERVI CES

ANTI TOBACCO ADVOCATE ANTHONY MURRI LL

HEALTH PARTNERS, | NC.

KI'T WRI GHT BOARD OF DI RECTORS

CC DEPT. OF SOCI AL SERVI CES

PAT OSBORNE MEDI CAI D DI VI SI ON

GREATER BAYDEN MEDI CAL

MELANI E GRI FFI TH VP COMMUNI TY AFFAI RS

UM CRMC NOEL CERVI NO CEO

CC DEPT. OF EMERGENCY SERVI CES

Bl LL STEVENS Dl RECTOR

CHARLES COUNTY SHERI FF' S OFFI CE

JSA
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Provide the following information.

1

Required descriptions. Provide the descriptions required for Part |, lines 3c, 6a, and 7; Part Il and Part lll, lines 2, 3, 4, 8 and
9b.

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

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

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

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

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

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

BUDDY G BSON LI EUTENANT

UM CRMC BOARD OF DI RECTORS

Rl CHARD W NKLER BOARD PRESI DENT
STATE SENATOR MAC M DDLETON SENATOR
UM CRMC DR MARK DUMAI S CMO

CC COVMMUNI TY FCUNDATI ON

GRETCHEN HEI NZE EXECUTI VE DI RECTCOR
MARYLAND DELEGATE JULI E VANDERSLI CE REP FOR PETER MURPHY
CONGRESSMVAN HEATHER ASATA REP FOR STENY HOYER

COLLEGE OF SOUTHERN MD

LAURA PCLK REP FOR PRESI DENT

DATCHER AND ASSOCI ATES

DELORES DATCHER CEO
UM CRMC JOYCE RI GGS DI RECTOR
CC DEPT. OF HEALTH Bl LL LEEBLE PI O

CHARLES COUNTY COWM SSI ONER

DEBRA DAVI S COW SSI ONER

CHARLES COUNTY VOLUNTEER SERVI CES

JSA
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Provide the following information.

1

Required descriptions. Provide the descriptions required for Part |, lines 3c, 6a, and 7; Part Il and Part lll, lines 2, 3, 4, 8 and
9b.
Needs assessment. Describe how the organization assesses the health care needs of the communities it serves, in addition to

any CHNAs reported in Part V, Section B.

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

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

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

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

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

JACK CONLON VOLUNTEER PRESI DENT
M NI STERS ALLI ANCE REV.
JAMES BRI SCCE PRESI DENT
CC DEPT. OF HEALTH SHI RLEY HANCOCK DI RECTOR
UM CRMC ROBI N BENTON DI RECTOR
LI FESTYLES OF MARYLAND

CCORAE YOUNG SUPPORT DI RECTOR

MEMBER REPRESENTATI ON - 60 MEMBER ORGANI ZATI ONS REPRESENTED LH C
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Provide the following information.

1

LI

Required descriptions. Provide the descriptions required for Part |, lines 3c, 6a, and 7; Part Il and Part lll, lines 2, 3, 4, 8 and
9b.
Needs assessment. Describe how the organization assesses the health care needs of the communities it serves, in addition to

any CHNAs reported in Part V, Section B.

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

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

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

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

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

FESTYLES OF MARYLAND

CCORAE YOUNG SUPPORT DI RECTOR

MEMBER REPRESENTATI ON - 60 MEMBER ORGANI ZATI ONS REPRESENTED LH C

CCORAE YOUNG SUPPORT DI RECTOR

MEMBER REPRESENTATI ON - 60 MEMBER ORGANI ZATI ONS REPRESENTED LHI C

ELI G BI LI TY EDUCATI ON

SCHEDULE H, PART VI, LINE 3

UM CRMC POSTS | TS CHARI TY CARE POLICY, OR A SUMVARY THERECF, AS WELL AS

Fl

NANCI AL ASSI STANCE CONTACT | NFORMATI ON, | N ADM SSI ONS AREAS, EMERGENCY

ROOVS, BUSI NESS OFFI CES AND OTHER AREAS OF THE FACI LI TY WHERE ELI G BLE

PATI ENTS ARE LI KELY TO PRESENT. I N ADDI TION, THE POLI CY | S AVAI LABLE ON

THE UM CRMC WEBSI TE AND IS POSTED I N THE LOCAL PAPER TW CE EACH YEAR

THE FAP IS WRITTEN IN A CULTURALLY SENSI TI VE AND AT AN APPROPRI ATE

READI NG LEVEL. I T I'S AVAI LABLE I N ENGLI SH AND SPANI SH. ALL PATI ENT ACCESS

CUSTOVER SERVI CE STAFF HAVE TRAI NI NG | N THE FI NANCI AL ASSI STANCE

PROCESS.

JSA
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Supplemental Information

Provide the following information.

1 Required descriptions. Provide the descriptions required for Part I, lines 3c, 6a, and 7; Part Il and Part Ill, lines 2, 3, 4, 8 and
9b.

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

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

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

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

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

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

DURI NG THE | NTAKE OR DI SCHARGE PROCESS OR WHEN THERE |'S CONTACT REGARDI NG
A BILLING MATTER, |F A PATI ENT DI SCLOSES FI NANCI AL DI FFI CULTY OR CONCERN
W TH PAYMENT OF THE BILL, THE PATI ENT IS PROVI DED W TH FAP | NFORVATI ON. A
PACKET W TH THE APPLI CATI ON, CRI TERI A AND A DOCUMENTATI ON CHECKLI ST | S

PROVI DED. ASSI STANCE COVPLETI NG THE APPLI CATI ON | S AVAI LABLE.

ADDI TI ONALLY, ASSI STANCE | S PROVI DED FOR PATI ENTS OR THEIR FAM LI ES I N
QUALI FI CATI ON AND APPLI CATI ON OF GOVERNVENT BENEFI TS, MEDI CAI D AND OTHER
STATE PROGRAMS. ONCE AN APPLI CATION | S PROCCESSED AND | F I T | S DEEMED

| NCOVPLETE, A LETTER IS SENT TO THE PATI ENT REQUESTI NG THE M SSI NG OR

| NCOVPLETE | TEMS. PATI ENTS MAY CALL THE CALL CENTER OR COME | NTO THE

PATI ENT ACCESS OFFI CE FOR ASSI STANCE.

DESCRI PTI ON OF COMWWUNI TY SERVED
SCHEDULE H, PART VI, LINE 4
THE COVMUNI TY BENEFI T SERVI CE AREA FOR Cl VI STA MEDI CAL CENTER (UM CRMC)

IS ALL 28 ZI P CODES LOCATED W THI N THE BORDERS OF CHARLES COUNTY. THI S
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Provide the following information.

1

Required descriptions. Provide the descriptions required for Part |, lines 3c, 6a, and 7; Part Il and Part lll, lines 2, 3, 4, 8 and
9b.
Needs assessment. Describe how the organization assesses the health care needs of the communities it serves, in addition to

any CHNAs reported in Part V, Section B.

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

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

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

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

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

I NCLUDES THE SI X ZI P CODES | DENTI FI ED AS THE PRI MARY SERVI CE AREA.

Cl VI STA MEDI CAL CENTER (UM CRMC) | S CHARLES COUNTY' S ONLY HOSPI TAL AND,

AS SUCH, SERVES THE RESI DENTS OF THE ENTI RE COUNTY.

GEOGRAPHY

CHARLES COUNTY | S LOCATED 23 M LES SOUTH OF WASHI NGTON, D.C. IT IS ONE

OF FI VE MARYLAND COUNTI ES, WH CH ARE PART OF THE WASHI NGTON, DC MD VA

METROPOLI TAN AREA. AT 458 SQUARE M LES, CHARLES COUNTY | S THE ElI GHTH

LARGEST OF MARYLAND S TWENTY FOUR COUNTI ES AND ACCOUNTS FOR ABQUT 5

PERCENT OF MARYLAND S TOTAL LANDMASS. THE NORTHERN PART OF THE COUNTY | S

THE " DEVELOPMENT DI STRI CT" WHERE COMMERCI AL, RESI DENTI AL, AND BUSI NESS

GROWMH |'S FOCUSED. THE MAJOR COWMMUNI TI ES OF CHARLES COUNTY ARE LA PLATA

(THE COUNTY SEAT), PORT TOBACCO, | NDI AN HEAD, AND ST CHARLES, AND THE

MAI N COMMERCI AL CLUSTER OF HUGHESVI LLE WALDORF WHI TE PLAI NS.

APPROXI MATELY 60 PERCENT OF THE COUNTY'S RESI DENTS LI VE I N THE GREATER

WALDORF LA PLATA AREA. BY CONTRAST, THE SOUTHERN (COBB NECK AREA) AND

VESTERN ( NANJEMOY, | NDI AN HEAD, MARBURY) AREAS OF THE REG ON STILL REMAI N

VERY RURAL W TH SMALLER POPULATI ONS.

JSA
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Provide the following information.

1

Required descriptions. Provide the descriptions required for Part |, lines 3c, 6a, and 7; Part Il and Part lll, lines 2, 3, 4, 8 and
9b.
Needs assessment. Describe how the organization assesses the health care needs of the communities it serves, in addition to

any CHNAs reported in Part V, Section B.

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

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

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

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

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

organization, files a community benefit report.

POPULATI ON

CHARLES COUNTY HAS EXPERI ENCED RAPI D GROMH SI NCE 1970, EXPANDI NG | TS

POPULATI ON FROM 47,678 I N 1970 TO 120,546 I N THE 2000 CENSUS AND 146, 551

IN THE 2010 CENSUS. THE CURRENT CENSUS BUREAU 2012 ESTI MATES THE

POPULATI ON AT 150,592 FOR A 2. 8% | NCREASE | N TWO YEARS. THE MAGNI TUDE COF

GROWH CAN BE SEEN I N THE CHANGES | N POPULATI ON DENSI TY. THE 1990 CENSUS

SHOWED THAT THERE WERE 219.4 | NDI VI DUALS PER SQUARE M LE, WH CH | NCREASED

TO 261.5 | NDI VI DUALS PER SQUARE M LE BY 2000, AN | NCREASE COF 19.2% AND

TO 320. 2 | NDI VI DUALS PER SQUARE M LE BY 2010, AN | NCREASE OF 22. 5%

TRANSPORTATI ON

THE PERCENT CHANGE I N THE POPULATI ON GROWMH FOR CHARLES COUNTY HAS BEEN

SLI GHTLY GREATER THAN THE CHANGE SEEN I N THE MARYLAND POPULATI ON GROWTH.

THI S GCROMH HAS CREATED TRANSPORTATI ON | SSUES FOR THE COUNTY | N

PARTI CULAR FOR THE " DEVELOPMENT DI STRI CT" | N THE NORTHERN PART OF THE

COUNTY WHERE MANY RESI DENTS COVMUTE TO WASHI NGTON D. C. TO WORK. THE

AVERACGE WORK COMMUTE TI ME FOR A CHARLES COUNTY RESIDENT IS 42.3 M NUTES
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Provide the following information.

1

Required descriptions. Provide the descriptions required for Part |, lines 3c, 6a, and 7; Part Il and Part lll, lines 2, 3, 4, 8 and
9b.
Needs assessment. Describe how the organization assesses the health care needs of the communities it serves, in addition to

any CHNAs reported in Part V, Section B.

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

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

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

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

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

VH CH | S H GHER THAN THE MARYLAND AVERAGE BY SLI GHTLY MORE THAN 10

M NUTES. PUBLI C TRANSPORTATI ON CONSI STS OF COMMUTER BUS FOR OQUT OF COUNTY

TRAVEL AND THE COUNTY RUN VAN GO BUS SERVI CE FOR | N COUNTY

TRANSPORTATI ON.

Dl VERSI TY

AS THE POPULATI ON OF THE COUNTY CHANGES, THE DI VERSI TY OF THE COUNTY ALSO

| NCREASES. THE AFRI CAN AMERI CAN POPULATI ON HAS EXPERI ENCED THE GREATEST

| NCREASE. | N 2000, AFRI CAN AVERI CANS MADE UP 26% OF THE TOTAL CHARLES

COUNTY POPULATI ON, BY 2012, THEY COVPRI SE 42. 4% OF THE TOTAL COUNTY

POPULATI ON. AS OF 2012, M NORI TI ES MAKE UP ROUGHLY 54% OF THE CHARLES

COUNTY POPULATI ON. THE HI SPANI C COVMUNI TY HAS ALSO SEEN | NCREASES OVER

THE PAST FEW YEARS. THEY NOW COVPRI SE 4. 7% OF THE TOTAL COUNTY

POPULATION. THIS IS THE ONE OF THE H GHEST PERCENTAGES AMONG THE 24

MARYLAND JURI SDI CTI ONS.

ECONOWY

EVMPLOYMENT AND ECONOM C | NDI CATORS FOR THE COUNTY ARE FAI RLY STRONG  THE

JSA

Schedule H (Form 990) 2013

3E1327 2.000

0659EE 700P V 13-7.15 0180223- 00037



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

Schedule H (Form 990) 2013 Page 9
=E1g@YIl Supplemental Information

Provide the following information.

1

Required descriptions. Provide the descriptions required for Part |, lines 3c, 6a, and 7; Part Il and Part lll, lines 2, 3, 4, 8 and
9b.
Needs assessment. Describe how the organization assesses the health care needs of the communities it serves, in addition to

any CHNAs reported in Part V, Section B.

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

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

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

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

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

2010 US CENSUS ESTI MATES FOUND THAT 73. 8% OF THE CHARLES COUNTY

POPULATI ON | S CURRENTLY I N THE LABOR WORK FORCE. THE 2011 UPDATE

ESTI MATES THAT APPROXI MATELY 5. 6% OF CHARLES COUNTY | NDI VI DUALS ARE

LI VI NG BELOW THE POVERTY LEVEL, UP 0.4% FROM 2010, HOAEVER THI S | S LONER

THAN THE MARYLAND RATE OF 9% I N 2011. THE CHARLES COUNTY MEDI AN HOUSEHOLD

| NCOVE WAS $92, 135, AN | NCREASE COF $3, 310 OVER THE 2010 ESTI MATES AND

STILL WELL ABOVE THE MARYLAND MEDI AN HOUSEHOLD | NCOVE OF $72,419. THE

DI VERSI TY OF THE COUNTY | S ALSO REPRESENTED | N THE BUSI NESS COVMUNI TY

W TH 29. 3% OF ALL CHARLES COUNTY BUSI NESSES BEI NG BLACK OMNED FI RM5. THI S

IS H GHER THAN THE STATE OF MARYLAND AT 19. 3%

EDUCATI ON

CHARLES COUNTY HAS A LARCER PERCENTAGE OF HI GH SCHOOL GRADUATES THAN

MARYLAND (90.6% VS. 88.2%,; HONEVER, CHARLES COUNTY HAS A SMALLER

PERCENTAGE THAN MARYLAND OF | NDI VI DUALS W TH A BACHELOR S DEGREE OR

H GHER (26.3% VS. 36.1%.

HOUSI NG

JSA
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Provide the following information.

1 Required descriptions. Provide the descriptions required for Part I, lines 3c, 6a, and 7; Part Il and Part Ill, lines 2, 3, 4, 8 and
9b.

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

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

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

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

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

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

THERE 1S A H CH LEVEL OF HOVE OANERSHI P | N CHARLES COUNTY (80. 1%,
HONEVER, THIS IS SLI GATLY DOAWN FROM THE 2010 LEVEL OF 81.8% THE MEDI AN
VALUE OF A HOUSING UNIT I N CHARLES COUNTY | S H GHER THAN THE MARYLAND
AVERAGE ($341,200 VS. $319,800). HOVE VALUES ACROSS MARYLAND HAVE
DECREASED AND CHARLES COUNTY SHOWED A SLI GHTLY LARGER DECREASE THAN THE
MARYLAND AVERAGE (4% VS. 3% . THE AVERAGE HOUSEHOLD SI ZE | N CHARLES

COUNTY IS 2. 86 PERSONS.

LI FE EXPECTANCY
THE LI FE EXPECTANCY FOR A CHARLES CCOUNTY RESI DENT, AS CALCULATED FOR 2009
2011, WAS 78.4 YEARS. THIS IS SIM LAR TO THE STATE AVERAGE LI FE

EXPECTANCY OF 79. 2 YEARS.

Bl RTHS

THERE VERE 1, 923 BI RTHS I N CHARLES COUNTY I N 2012. CHARLES COUNTY
REPRESENTS 54% OF THE BI RTHS | N SOUTHERN MARYLAND (UP 11% FROM 2009) AND
2.6% OF THE TOTAL BI RTHS I N MARYLAND FOR 2012. M NORI TI ES MADE UP JUST

OVER HALF OF THE BABI ES BORN I N CHARLES COUNTY IN 2012 (51.5% WHICH IS
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Provide the following information.

1

Required descriptions. Provide the descriptions required for Part |, lines 3c, 6a, and 7; Part Il and Part lll, lines 2, 3, 4, 8 and
9b.
Needs assessment. Describe how the organization assesses the health care needs of the communities it serves, in addition to

any CHNAs reported in Part V, Section B.

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

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

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

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

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

organization, files a community benefit report.

IN LINE WTH THE COVPCSI TI ON OF THE COUNTY.

SCQURCE: 2012 MARYLAND VI TAL STATI STI CS REPORT

PROMOTI NG THE HEALTH OF THE COMMUNI TY

SCHEDULE H, PART VI, LINE 5

| MPLEMENTATI ON STRATEGY: THE CHARLES COUNTY HEALTH | MPROVEMENT PLAN

(CCHI P):

UPON COVPLETI ON OF THE CHNA, THE STEERI NG COWM TTEE OF PARTNERSH PS FCR A

HEALTHI ER CHARLES COUNTY (PHCC) REVI EMED THE RESULTS AND THE | DENTI FI ED

TOP 11 HEALTH NEEDS. THE STEERI NG COWM TTEE SET COUNTY OBJECTI VES THROUGH

2014 BASED ON MARYLAND SHI P OBJECTI VES AND HEALTHY PEOPLE 2020 GOALS.

THE RESULTS AND GOALS WERE PRESENTED TO THE PHCC MEMBERSHI P AT THE

QUARTERLY GENERAL MEMBERSHI P MEETI NG SI X TEAMS WERE FORMED BASED ON

EXPERTI SE AND | NTEREST TO FORMULATE 3 YEAR ACTI ON PLANS TO ADDRESS THE

FOLLOW NG HEALTH NEEDS USI NG ONE OR MORE OF THE "SEVEN STRATEG ES FOR

JSA
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Supplemental Information

Provide the following information.

1 Required descriptions. Provide the descriptions required for Part I, lines 3c, 6a, and 7; Part Il and Part Ill, lines 2, 3, 4, 8 and
9b.

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

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

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

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

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

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

COMMUNI TY CHANGE" FOUND ON THE LAST PACE OF THE CHARLES COUNTY HEALTH

| MVPROVEMENT PLAN.

1. REPRODUCTI VE HEALTH

A HEALTHY BABI ES (| NFANT MORTALI TY DI SPARI TY)
B. STD REDUCTI ON PREVENTI ON
2. CHRONI C DI SEASE

A HEART DI SEASE

B. DI ABETES

C OBESI TY

3. ACCESS TO CARE

A DENTAL HEALTH

B. TRANSPORTATI ON

C PHYSI CI AN SHORTAGE

4. CANCER TEAM

A LUNG CANCER

B. PROSTATE CANCER

C COLORECTAL CANCER
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Provide the following information.

1

Required descriptions. Provide the descriptions required for Part |, lines 3c, 6a, and 7; Part Il and Part lll, lines 2, 3, 4, 8 and
9b.
Needs assessment. Describe how the organization assesses the health care needs of the communities it serves, in addition to

any CHNAs reported in Part V, Section B.

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

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

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

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

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

I NJURY AND VI OLENCE FREE COVMUNI TY
ROADWAY | NCI DENTS

I NJURI ES AND FALL PREVENTI ON
BEHAVI ORAL HEALTH

SUBSTANCE ABUSE

MENTAL HEALTH

THE CHARLES COUNTY HEALTH NEEDS ASSESSMENT AND HEALTH | MPROVEMENT PLAN

WERE PRESENTED TO THE CI VI STA HEALTH BOARD (UM CRMC) OF DI RECTORS AND

APPROVED. ANNUAL UPDATES TO THE PLAN ARE REVI EWVED AND APPROVED.

THE CCHI P OBJECTI VES ARE THE CHARLES COUNTY HEALTH | MPROVEMENT PLAN AND

AVAI LABLE AT:

HTTP: / / WAV CHARLESREG ONAL. ORG | NDEX. CFM?

FUSEACTI ONEHEAL THRESOURCES. SHONHEAL THACTI ONPLANS

THE HEALTH | MPROVEMENT TEAM ACTI ON PLANS (| MPLEMENTATI ON PLANS) ARE

AVAI LABLE AT:

JSA
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Provide the following information.

1

Required descriptions. Provide the descriptions required for Part |, lines 3c, 6a, and 7; Part Il and Part lll, lines 2, 3, 4, 8 and
9b.
Needs assessment. Describe how the organization assesses the health care needs of the communities it serves, in addition to

any CHNAs reported in Part V, Section B.

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

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

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

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

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

organization, files a community benefit report.

HTTP: / / WAV CHARLESREG ONAL. ORG | NDEX. CFM? FUSEACT| ON=HEAL THRESOURCES.

SHOWHEAL THACTI ONPLANS

ALL THE PRI MARY NEEDS CUTLI NED | N THE NEEDS ASSESSMENT ARE BEI NG

ADDRESSED BY CI VI STA HEALTH (UM CRMC) EI THER DI RECTLY (I.E., OB CLINC,

PHYSI CI AN RECRU TMENT) OR THROUGH PARTNERSHI PS W TH OTHER ORGANI ZATI ONS

(1.

E., CH LDHOOD OBESI TY PROGRAM FETAL | NFANT MORTALITY, PROSTATE

CANCER) OR THROUCGH THE PHCC WHICH | S LED AND PRI MARI LY FI NANCED BY

Cl VI STA HEALTH (UM CRMC). WHERE A NEED |'S APPROPRI ATELY ADDRESSED BY

ANOTHER ENTI TY, Cl VI STA PROVI DES LEADERSH P THROUGH THE CHARLES COUNTY

HEALTH | MPROVEMENT PLAN AND THE LOCAL HEALTH COALI TION (PHCC) TO

COVMUNI CATE | NI TI ATI VES, PROVI DE FI NANCI AL SUPPORT ANDY OR ASSI STANCE VHEN

NEEDED AND REVI EW RESULTS (I.E., SUBSTANCE ABUSE, MENTAL HEALTH).

ALL THE PRI MARY NEEDS CUTLI NED | N THE NEEDS ASSESSMENT ARE BEI NG

ADDRESSED AND FUNDED BY CI VI STA (UM CRMC) EI THER DI RECTLY (I.E., OB

CLI NI C, PHYSI Cl AN RECRU TMENT) OR THROUGH PARTNERSHI PS W TH OTHER

ORGANI ZATIONS (I.E., CH LDHOOD OBESI TY PROGRAM FETAL | NFANT MORTALI TY) .

JSA
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Provide the following information.

1

Required descriptions. Provide the descriptions required for Part |, lines 3c, 6a, and 7; Part Il and Part lll, lines 2, 3, 4, 8 and
9b.
Needs assessment. Describe how the organization assesses the health care needs of the communities it serves, in addition to

any CHNAs reported in Part V, Section B.

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

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

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

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

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

VHERE A NEED | S APPROPRI ATELY ADDRESSED BY ANOTHER ENTI TY, CI VI STA

PROVI DES LEADERSH P THROUGH THE CHARLES COUNTY HEALTH | MPROVEMENT PLAN

AND THE COALI TI ON OF PARTNERSHI PS FOR A HEALTH ER CHARLES COUNTY TO

COVMUNI CATE | NI TI ATI VES, PROVI DE ASSI STANCE WHEN NEEDED AND REVI EW

RESULTS (I.E., SUBSTANCE ABUSE, MENTAL HEALTH) .

THE MAJORITY OF THE GOVERNI NG BODY, THE BOARD OF DI RECTORS, OF CI VI STA

MEDI CAL CENTER (UM CRMC) |'S COWPRI SED OF PERSONS WHO RESI DE | N THE

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

CONTRACTORS OF THE ORGANI ZATI ON.

Cl VI STA MEDI CAL CENTER (UM CRMC) EXTENDS MEDI CAL PRI VI LEGES TO ALL

QUALI FI ED MEDI CAL STAFF IN THE COVMMUNI TY. CONTI NU NG MEDI CAL EDUCATI ON

SEM NARS AND GRAND ROUNDS ARE OPEN TO ALL COVMUNI TY PHYSI Cl ANS.

JSA
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Provide the following information.

1

Required descriptions. Provide the descriptions required for Part |, lines 3c, 6a, and 7; Part Il and Part lll, lines 2, 3, 4, 8 and
9b.
Needs assessment. Describe how the organization assesses the health care needs of the communities it serves, in addition to

any CHNAs reported in Part V, Section B.

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

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

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

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

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

AFFI LI ATED HEALTH CARE SYSTEM ROLES

SCHEDULE H, PART VI, LINE 6

Cl VI STA MEDI CAL CENTER (UM CRMC) |S A MEMBER OF THE UNI VERSI TY OF

MARYLAND MEDI CAL SYSTEM (UMVB). SYSTEM HOSPI TALS MEET MONTHLY TO

COORDI NATE AND PLAN COVMUNI TY BENEFI T OPERATI ONS SUCH AS HEALTH NEEDS

ASSESSMENTS AND MARYLAND STATE HEALTH | MPROVEMENT PLAN OBJECTI VES. UMVB

PROVI DES LEADERSH P AND GUI DANCE TO LOCAL SYSTEM JURI SDI CTI ONS REGARDI NG

ALI GNMENT W TH SYSTEM AND STATE W DE GOALS.

SQUTHERN MARYLAND HAD THE HI GHEST PERCENTAGE OF PHYSI Cl AN SHORTAGES OF

ALL OF THE REG ONS | N MARYLAND (89.9% . TO ADDRESS THE SHORTAGE, Cl VI STA

MEDI CAL CENTER (UM CRMC) AND UMMS HAVE DEVELOPED A RECRUI TMENT AND

RETENTI ON PLAN TO SUCCESSFULLY ATTRACT AND RETAI N PRI VATE PHYSI Cl ANS TO

THE COVMMUNI TY.

JSA

Schedule H (Form 990) 2013

3E1327 2.000

0659EE 700P V 13-7.15 0180223- 00037



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

Schedule H (Form 990) 2013 Page 9
=E1g@YIl Supplemental Information

Provide the following information.

1

Required descriptions. Provide the descriptions required for Part |, lines 3c, 6a, and 7; Part Il and Part lll, lines 2, 3, 4, 8 and
9b.
Needs assessment. Describe how the organization assesses the health care needs of the communities it serves, in addition to

any CHNAs reported in Part V, Section B.

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

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

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

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

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

organization, files a community benefit report.

COVMMUNI TY BENEFI T REPORT STATE FI LI NGS

SCHEDULE H, PART VI, LINE 7

COMMUNI TY BENEFI T REPORT WAS FI LED I N THE STATE OF MARYLAND.

JSA
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SCHEDULE | Grants and Other Assistance to Organizations, | ome No. 1545-0047

(Form 990) Governments, and Individuals in the United States 2@13
Complete if the organization answered "Yes" to Form 990, Part IV, line 21 or 22.
» Attach to Form 990. Open to Public
Department of the Treasury .
Intemal Revenue Service » Information about Schedule | (Form 990) and its instructions is at www.irs.gov/form990. Inspection
Name of the organization Employer identification number
Cl VI STA MEDI CAL CENTER, | NC. 52- 0445374

General Information on Grants and Assistance
1 Does the organization maintain records to substantiate the amount of the grants or assistance, the grantees' eligibility for the grants or assistance, and

the selection criteria used to award the grants OF aSSISTANCE? . . . . . . . . . oottt e e e e e e ves [ _INo
2 Describe in Part IV the organization's procedures for monitoring the use of grant funds in the United States.

eIl Grants and Other Assistance to Governments and Organizations in the United States. Complete if the organization answered "Yes" to Form 990,
Part IV, line 21, for any recipient that received more than $5,000. Part Il can be duplicated if additional space is needed.

1 (a) Name and address of organization (b) EIN (¢) IRC section (d) Amount of cash (e) Amount of non- ({%mekthpoﬁvog‘gz'r“a?;g” () Description of (h) Purpose of grant
or government if applicable grant cash assistance other) non-cash assistance or assistance

_(1) CHARLES REGI ONAL NEDI CAL CENTER FNDN,_INC__ | CAREG VERS

6 GARRETT AVENUE LA PLATA, MD 20646 52- 1414564 [501(C) (3) 8, 000. SPONSOR
_(2) MARCH OF DIMES FOUNDATION _ _ __________| MARCH FOR

2120 WASHI NGTON BLVD STE 425 13- 1846366 |501(C) (3) 6, 560. BABI ES SPON.
_(3) CHARLES_ COUNTY CHAMBER OF COMVERCE _ _ _ __ _ | 2014

101 CENTENNI AL STREET STE A 52- 0699475 13, 250. CAREG VERS SPONSOR
_(4) LI FESTYLES_OF_MARYLAND FOUNDATI ON, _INC___ _ |

101 CATALPA DR STE 103 LA PLATA, MD 20646 52-2183558 [501(C) (3) 12, 000. SPONSORSHI P
_(5) CHARLES_COUNTY DEPARTMENT OF HEALTH_ _ ___ _ |

PO BOX 1050 WHI TE PLAI NS, MD 20646 52- 2046030 15, 000. SPONSORSHI P
®_ ]
0
e ]
©e_ ]
@y ]
.
)
2 Enter total number of section 501(c)(3) and government organizations listed in the line 1table _ _ . . . . . . . . . ... . . ... ... ... .. » 5.
3 Enter total number of other organizations listed inthe line 1table |, . . . . . . . . . . v i i i i i e e e e e e e e e e e e e e e e e e e e e e e e e >
For Paperwork Reduction Act Notice, see the Instructions for Form 990. Schedule | (Form 990) (2013)

JSA

3E1288 1.000

0659EE 700P V 13-7.15 0180223- 00037



Cl VI STA MEDI CAL CENTER, | NC.
Schedule | (Form 990) (2013)

52- 0445374
Page 2

eIl Grants and Other Assistance to Individuals in the United States. Complete if the organization answered "Yes" on Form 990, Part IV, line 22.

Part lll can be duplicated if additional space is needed.

(a) Type of grant or assistance (b) Number of
recipients

(c) Amount of
cash grant

(d) Amount of
non-cash assistance

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

(f) Description of non-cash assistance

7

I\ Supplemental Information. Complete this part to provide the information required in Part |, line 2, Part lll, column (b), and any other additional

information.

PROCEDURE FOR MONI TORI NG USE OF GRANT FUNDS | NSI DE U. S.

PART |, LINE 2

Cl VI STA MEDI CAL CENTER MAKES FI NANCI AL AND | N- KI ND CONTRI BUTI ONS TO

VARI QUS ORGANI ZATI ONS | N THE COMWUNI TY. EACH OF THE CONTRI BUTI ON

RECI Pl ENTS ARE ElI THER GOVERNMENTAL UNI TS OR SECTI ON 501(C)(3) CHARI TABLE

ORGANI ZATI ONS WHI CH WORK TO FULFI LL THE ORGANI ZATION'S M SSI ON OF

PROMOTI NG HEALTH W THI N THE COMVUNI TY.

JSA
3E1504 1.000

0659EE 700P V 13-7.15

0180223- 00037

Schedule | (Form 990) (2013)



SCHEDULE J Compensation Information OMB No. 1545-0047
(Form 990) For certain Officers, Directors, Trustees, Key Employees, and Highest
Compensated Employees
P Complete if the organization answered "Yes" to Form 990, Part IV, line 23. .
Department of the Treasu P Attach to Form 990. P> See separate instructions. Open to Public
Intgrnal Revenue Service i P Information about Schedule J (Form 990) and its instructions is at www.irs.gov/form990. Inspection
Name of the organization Employer identification number
Cl VI STA MEDI CAL CENTER, | NC. 52-0445374
Questions Regarding Compensation
Yes No
la Check the appropriate box(es) if the organization provided any of the following to or for a person listed in Form
990, Part VII, Section A, line 1a. Complete Part Il to provide any relevant information regarding these items.
First-class or charter travel Housing allowance or residence for personal use
Travel for companions Payments for business use of personal residence
Tax indemnification and gross-up payments Health or social club dues or initiation fees
Discretionary spending account Personal services (e.g., maid, chauffeur, chef)
b If any of the boxes on line 1a are checked, did the organization follow a written policy regarding payment
or reimbursement or provision of all of the expenses described above? If "No,” complete Part Ill to
XDl e e e e e e e e b | X

2 Did the organization require substantiation prior to reimbursing or allowing expenses incurred by all
directors, trustees, and officers, including the CEO/Executive Director, regarding the items checked in line
1a? 2 X

3 Indicate which, if any, of the following the filing organization used to establish the compensation of the
organization's CEO/Executive Director. Check all that apply. Do not check any boxes for methods used by a
related organization to establish compensation of the CEO/Executive Director, but explain in Part Ill.

Compensation committee - Written employment contract
Independent compensation consultant Compensation survey or study
- Form 990 of other organizations Approval by the board or compensation committee

4 During the year, did any person listed in Form 990, Part VII, Section A, line 1a, with respect to the filing
organization or a related organization:

a Receive a severance payment or change-of-control payment? | _ . . . . . . . . L . . 4a X
b Participate in, or receive payment from, a supplemental nonqualified retrementplan? _ . . . . ... ... ... 4b X
Participate in, or receive payment from, an equity-based compensation arrangement?, . . . . . . .. .. ... 4c X

If "Yes" to any of lines 4a-c, list the persons and provide the applicable amounts for each item in Part lIl.

Only section 501(c)(3) and 501(c)(4) organizations must complete lines 5-9.
5 For persons listed in Form 990, Part VII, Section A, line 1a, did the organization pay or accrue any
compensation contingent on the revenues of:
a The organization? 5a X

b Any related organization? 5b X

If “Yes" to line 5a or 5b, describe in Part Ill.
6 For persons listed in Form 990, Part VII, Section A, line 1a, did the organization pay or accrue any
compensation contingent on the net earnings of:
a The organization? 6a X

b Anyrelated organization? | L L L e e e e e e e e e 6b X
If "Yes" to line 6a or 6b, describe in Part Ill.

7 For persons listed in Form 990, Part VII, Section A, line la, did the organization provide any non-fixed

payments not described in lines 5 and 67 If "Yes," describe inPart Il |, _ . . . . . . . . .. .. ... .. ... . 7 X

8 Were any amounts reported in Form 990, Part VII, paid or accrued pursuant to a contract that was subject
to the initial contract exception described in Regulations section 53.4958-4(a)(3)? If "Yes," describe

T2 8 X
9 If "Yes" to line 8, did the organization also follow the rebuttable presumption procedure described in
Regulations section 53.4958-6(C)? . . . .« v v i v v i e e e e e e e e e e e e e e e e e e e e e e e e 9
For Paperwork Reduction Act Notice, see the Instructions for Form 990. Schedule J (Form 990) 2013

JSA
3E1290 1.000

0659EE 700P V 13-7.15 0180223- 00037



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

Schedule J (Form 990) 2013 Page 2
REVRIR  Officers, Directors, Trustees, Key Employees, and Highest Compensated Employees. Use duplicate copies if additional space is needed.

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

Note. The sum of columns (B)(i)-(iii) for each listed individual must equal the total amount of Form 990, Part VII, Section A, line 1a, applicable column (D) and (E) amounts for that
individual.

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

(C) Retirement and (D) Nontaxable (E) Total of columns (F) Compensation
(A) Name and Title (i) Base (i) Bonus & incentive (iii) Other other deferred benefits ®O-©) reported as deferred in
compensation compensation reportable compensation prior Form 990
compensation

JOHN ASHWORTH ol q a qa_ qa qa 99 0
1 BX-OFFI G Q' DI RECTCR (ii) 370, 396 91, 000 66, 271. 10, 200. 10, 301 548, 168 0
ROBERT CHRENCI K ol q a qa_ qa qa 99 0
2 EX-OFFI G O/ DI RECTOR (ii) 1,173, 854. 543, 595 18, 484. 236, 346 10, 301 1, 982, 580. 0
NCEL CERVI NO @ 342,612 133, 927 19, 502. 65, 873 6, 345 568, 259 0
3 EX- OFFI Cl O PRESI DENT & CEO al d T (-: _____________ 6 _____________ C_ _____________ 0 _____________a_____________a
ERI K BOAS @ 194, 731 50, 872 9,471, 26, 215 0 281, 289 0
4 CHI EF FI NANCI AL OFFI CER al d T (-: _____________ 6 _____________ C_ _____________ 0 _____________a_____________a
MARK DUVAI S @ 281, 160 137, 766 5,912, 45, 008 10, 301 480, 147 0
5 CH EF MEDI CAL OFFI CER al d T (-: _____________ 6 _____________ C_ _____________ 0 _____________a_____________a
PAUL BLACKWOOD M 170,522.| . 23,973.] 2,06 ___° 5,9%8.| 13,941 216,4%0.] 90
6 VP PLANNING (ii) o 0 0 0 Qg G 0
KATHERI NE M DDLETON Mp____ 164,507.] 1,36 3. 6,747, /73.) 173,436 O
7 AN (ii) 0 C 0 0 Q g 0
MARI LYN GREGCORY @ 175, 749 1, 336 201. 6, 619 1,176 185, 081 0
8 CLI NI CAL NURSE |V al d T (-: _____________ 6 _____________ C_ _____________ 0 _____________6_____________6
GABRI EL ABI OLA @ 151, 673 6, 779 765. 7,142 16, 633 182, 992 0
9 PHARMACY CLI NI CAL MANAGER @l d T (-: _____________ 6 _____________ C_ _____________ 0 _____________6_____________6
STACEY COOK (O] I 170,881.] 24,802 467.] 6,045  20,927.| 223,122.| O
10 VP HUMAN RESOURCES (ii) [0 0 0 g Qg G 0
W LLI AM GRI MES @ 158, 627 17, 823. 467. 7,929 1,176. 186, 022 0
llVP ANCI LLI ARY SERVI CE @l d T (-: _____________ 6 _____________ C_ _____________ 0 _____________6_____________6
EUGENE SUWANDHI @ 170, 878 C 93 5, 552 20, 927. 197, 450 0
12 PEDI ATRI C HOSPI TALI ST PHYSI AN @l d T da a T d T s )
TI NG LI @ 145, 200 C 86 5, 464. 0 150, 750 0
13 PEDI ATRI C HOSPI TALI ST PHYSI AN @l d T da a T d T s )
(0 O e S A

14 (i)
(0 O e S A

15 (i)
(0 O e S A

16 (i)
Schedule J (Form 990) 2013

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

Schedule J (Form 990) 2013 Page 3

=E13lI[l Supplemental Information

Complete this part to provide the information, explanation, or descriptions required for Part |, lines 1a, 1b, 3, 4a, 4b, 4c, 5a, 5b, 6a, 6b, 7, and 8, and for Part II.
Also complete this part for any additional information.

HEALTH OR SOCI AL CLUB DUES

SCHEDULE J, PART |, LINE 1A

UMVES EXECUTI VES RECElI VE A BENEFI T PACKAGE VWHI CH MAY BE USED TOWARDS
HEALTH CLUB DUES OR OTHER HEALTH MAI NTENANCE PROGRAMS. SUCH BENEFI TS ARE
CAPPED AT $7,000, $5,000 OR $3, 000 DEPENDI NG ON JOB TI TLE AS DESCRI BED | N

THE PROGRAM DOCUMENTS.

SUPPLEMENTAL NONQUALI FI ED RETI REMENT PLAN

SCHEDULE J, PART I, LINE 4B

DURI NG THE FI SCAL YEAR- ENDED JUNE 30, 2014, CERTAIN OFFI CERS AND KEY
EMPLOYEES PARTI Cl PATED I N THE UNI VERSI TY OF MARYLAND MEDI CAL SYSTEM
(UMVB) SUPPLEMENTAL NONQUALI FI ED RETI REMENT PLAN. THE | NDI VI DUALS LI STED
BELOW HAVE VESTED IN THE PLAN I N A PRI OR YEAR, THEREFORE THE

CONTRI BUTI ONS TO THE PLAN FOR THE FI SCAL YEAR ARE REPORTED AS TAXABLE
COVPENSATI ON AND REPORTED ON SCHEDULE J, PART II, LINE B(IlI1), OTHER
REPORTABLE COMPENSATI ON:

JOHN W ASHWORTH

Schedule J (Form 990) 2013

JSA
3E1505 1.000

0659EE 700P V 13-7.15 0180223- 00037



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

Schedule J (Form 990) 2013 Page 3

=E13lI[l Supplemental Information

Complete this part to provide the information, explanation, or descriptions required for Part |, lines 1a, 1b, 3, 4a, 4b, 4c, 5a, 5b, 6a, 6b, 7, and 8, and for Part II.
Also complete this part for any additional information.

DURI NG THE FI SCAL YEAR- ENDED JUNE 30, 2014, CERTAI N OFFI CERS AND KEY
EVMPLOYEES PARTI Cl PATED I N THE UNI VERSI TY OF MARYLAND MEDI CAL SYSTEM
(UMVB) SUPPLEMENTAL NONQUALI FI ED RETI REMENT PLAN. THE | NDI VI DUALS LI STED
BELOW HAVE NOT VESTED I N THE PLAN THEREFORE THE ACCRUED CONTRI BUTI ON TO
THE PLAN FOR THE FI SCAL YEAR | S REPORTED ON SCHEDULE J, PART I, COLUWN
C, RETI REMENT AND OTHER DEFERRED COVPENSATI ON:

ROBERT A. CHRENCI K

NON- FI XED PAYMENTS

SCHEDULE J, PART |, LINE 7

BONUSES PAI D ARE BASED ON A NUMBER COF VARI ABLES | NCLUDI NG BUT NOT LIM TED
TO I NDI VI DUAL GOAL ACHI EVEMENTS AS WELL AS ORGANI ZATI ON OPERATI ON

ACHI EVEMENTS. THE FI NAL DETERM NATI ON OF THE BONUS AMOUNT | S DETERM NED
AND APPROVED BY THE BOARD AS PART OF THE OVERALL COVPENSATI ON REVI EW OF

THE OFFI CERS AND KEY EMPLOYEES.

Schedule J (Form 990) 2013

JSA
3E1505 1.000

0659EE 700P V 13-7.15 0180223- 00037



. OMB No. 1545-0047

SCHEDULE O Supplemental Information to Form 990 or 990-EZ

(Form 990 or 990-EZ) 2@ 1 3
Complete to provide information for responses to specific questions on

benartment of the Treasu Form 990 or 990-EZ or to provide any additional information. Open to Public

Intornal Revenue Senvce » Attach to Form 990 or 990-EZ. Inspection

Name of the organization Employer identification number

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

TAX EXEMPT BOND | SSUES

FORM 990, PART 1V, QUESTION 24

PURSUANT TO A MASTER LOAN AGREEMENT DATED JUNE 20, 1991 (THE "MASTER LOAN
AGREEMENT"), AS AMENDED, THE UNI VERSI TY OF MARYLAND MEDI CAL SYSTEM
CORPCRATI ON ( THE " CORPORATI ON') AND SEVERAL OF | TS SUBSI DI ARI ES HAVE

| SSUED DEBT THROUGH THE MARYLAND HEALTH AND HI GHER EDUCATI ON FACI LI TY
AUTHORI TY (THE "AUTHORI TY"). AS SECURI TY FOR THE PERFORVANCE OF THE BOND
OBLI GATI ON UNDER THE MASTER LOAN AGREEMENT, THE AUTHORI TY MAI NTAI NS A
SECURI TY | NTEREST | N THE REVENUE OF THE OBLI GORS. THE MASTER LOAN
AGREEMENT CONTAI NS CERTAI N RESTRI CTlI VE COVENANTS. THESE COVENANTS REQUI RE
THAT RATES AND CHARGES BE SET AT CERTAIN LEVELS, LIM T | NCURRENCE OF

ADDI TI ONAL DEBT, REQUI RE COWPLI ANCE W TH CERTAI N OPERATI NG RATI OS AND

RESTRI CT THE DI SPCSI TI ON OF ASSETS.

THE OBLI GATED GROUP UNDER THE MASTER LOAN AGREEMENT | NCLUDES THE
CORPORATI ON, THE JAMES LAVRENCE KERNAN HOSPI TAL, | NC., MARYLAND GENERAL
HOSPI TAL, | NC., BALTI MORE WASHI NGTON MEDI CAL CENTER, | NC., SHORE HEALTH
SYSTEM | NC., CHESTER RI VER HOSPI TAL CENTER, |INC., CIVISTA MEDI CAL
CENTER, INC., UNI VERSITY OF MARYLAND ST. JOSEPH MEDI CAL CENTER, LLC,
UPPER CHESAPEAKE MEDI CAL CENTER, | NC., HARFCRD MEMORI AL HOSPI TAL, | NC.
AND THE UNI VERSI TY OF MARYLAND MEDI CAL SYSTEM FOUNDATI ON, | NC. EACH
MEMBER OF THE OBLI GATED GROUP | S JO NTLY AND SEVERALLY LI ABLE FOR THE
REPAYMENT OF THE OBLI GATI ONS UNDER THE MASTER LOAN AGREEMENT OF THE

CORPORATI ON' S $1, 457, 870, 000 OF QUTSTANDI NG AUTHORI TY BONDS ON JUNE 30,

For Privacy Act and Paperwork Reduction Act Notice, see the Instructions for Form 990 or 990-EZ. Schedule O (Form 990 or 990-EZ) (2013)

JSA
3E1227 1.000
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Schedule O (Form 990 or 990-EZ) 2013 Page 2

Name of the organization Employer identification number

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

2014. ALL OF THE BONDS WERE | SSUED I N THE NAME OF THE UNI VERSI TY OF
MARYLAND MEDI CAL SYSTEM CORPORATI ON AND ARE REPORTED ON SCHEDULE K OF I TS

FORM 990.

MEMBERS OR STOCKHOLDERS

FORM 990, PART VI, LINE 6, 7A AND 7B

UNI VERSI TY OF MARYLAND CHARLES REG ONAL HEALTH, INC. AND UNI VERSI TY OF
MARYLAND MEDI CAL SYSTEM CORPORATI ON MAY ELECT MEMBERS AND APPROVE

DECI SIONS OF THE CI VI STA MEDI CAL CENTER BOARD.

FORM 990 REVI EW PROCESS

FORM 990, PART VI, LINE 11B

THE | RS FORM 990 | S PREPARED AND REVI EMED BY THE ACCOUNTI NG FI RM OF GRANT
THORNTON. ACCOUNTI NG PERSONNEL | N FI NANCE SHARED SERVI CES AT THE

UNI VERSI TY OF MARYLAND MEDI CAL SYSTEM GATHER THE | NFORMATI ON NEEDED TO
COVPLETE THE RETURN AND | NPUT THE DATA | NTO THE GRANT THORNTON TAX

ORGANI ZER, WHI CH | S AN EXCEL- BASED SYSTEM

VHEN ALL DATA HAS BEEN ENTERED, THE | NFORVATION | S SUBM TTED TO GRANT
THORNTON FOR | MPORTATI ON | NTO THEI R TAX SOFTWARE. AT THI'S PO NT, GRANT
THORNTON STAFF MEMBERS REVI EW THE DATA, ASK FCOR ADDI TlI ONAL | NFORVATI ON | F
NEEDED AND PREPARE THE TAX RETURN. EACH RETURN | S REVI EMED AT SEVERAL
LEVELS AT GRANT THORNTON | NCLUDI NG THE TAX PARTNER AFTER THEI R REVI EW
PROCESS, A DRAFT RETURN IS SENT TO THE ACCOUNTI NG STAFF AT UWS FOR AN

I N- HOUSE REVI EW

ISA Schedule O (Form 990 or 990-EZ) 2013
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Schedule O (Form 990 or 990-EZ) 2013 Page 2
Name of the organization Employer identification number

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

UPON COVPLETI ON OF THE | N-HOUSE REVI EW GRANT THORNTON | S | NSTRUCTED TO
MAKE ANY NECESSARY CHANGES AND TO PREPARE THE FI NAL TAX RETURN. THE FI NAL
RETURN UNDERGCOES ANOTHER REVI EW BY THE ACCOUNTI NG STAFF AT FI NANCE SHARED
SERVI CES AND | S ALSO REVI EMED BY THE ACCOUNTI NG MANAGER, THE DI RECTOR OF
FI NANCI AL REPORTI NG, THE VI CE PRESI DENT OF FI NANCE AND THE CFO, WHO SI GNS

THE RETURN.

PRI CR TO FILING THE | RS FORM 990, THE ORGAN ZATI ON' S BOARD CHAI RVAN,
TREASURER, AUDI T COW TTEE CHAI RVAN, EXECUTI VE COW TTEE CHAI RVAN OR
OrHER MEMBER OF THE BOARD W TH SI M LAR AUTHORI TY WLL REVIEWTHE | RS FORM
990. AT THE DI SCRETI ON OF THE REVI EW NG BOARD MEMBER, SUCH MEMBER W LL
BRI NG ANY | SSUES OR QUESTI ONS RELATED TO THE COVPLETED I RS FORM 990 TO

THE ATTENTI ON OF THE BOARD.

NOTW THSTANDI NG THE ABOVE, A BOARD RESOLUTION IS NOT REQUI RED FOR THE
FI LI NG OF THE ORGANI ZATION' S | RS FORM 990. EACH BOARD MEMBER | S PROVI DED

WTH A COPY OF THE FINAL I RS FORM 990 BEFORE FI LI NG

CONFLI CT OF | NTEREST POLI CY MONI TORI NG & ENFORCEMENT

FORM 990, PART VI, LINE 12C

THE ORGANI ZATI ON' S OFFI CERS, DI RECTORS, EMPLOYEES AND MEDI CAL STAFF
MEMBERS, AS APPL| CABLE, SHALL DI SCLOSE CONFLI CTS OF | NTEREST OR POTENTI AL
CONFLI CTS OF | NTEREST BETWEEN THEI R PERSONAL | NTERESTS AND THE | NTERESTS
OF THE ORGANI ZATI ON, OR ANY ENTI TY CONTROLLED BY OR OWNED | N SUBSTANTI AL
PART BY THE ORGANI ZATI ON. A QUESTI ONNAI RE WHI CH DI SCLOSES POTENTI AL

CONFLI CTS OF I NTEREST | S DI STRI BUTED ANNUALLY TO ALL OFFI CERS, DI RECTORS

ISA Schedule O (Form 990 or 990-EZ) 2013
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Schedule O (Form 990 or 990-EZ) 2013 Page 2
Name of the organization Employer identification number

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

AND KEY EMPLOYEES. THE GENERAL COUNSEL OF THE UN VERSI TY OF MARYLAND
MEDI CAL SYSTEM CORPORATI ON (UMMBC) REVI EWS THE RESPONSES FOR UMVSC AND
JAVES LAVWRENCE KERNAN HOSPI TAL. THE CEO OR CFO OF EACH OF THE OTHER
ENTI TIES IN THE UNI VERSI TY OF MARYLAND MEDI CAL SYSTEM REVI EW6 THE

RESPONSES FOR THOSE ENTI Tl ES.

THE GENERAL COUNSEL, | N CONSULTATION WTH THE AUDIT COW TTEE, |F
NECESSARY, WOULD DETERM NE | F A CONFLI CT OF | NTEREST EXI STED FOR UMVBC,
AND JAMES LAVWRENCE KERNAN HOSPI TAL. W TH RESPECT TO THE OTHER ENTI TIES I N
THE UNI VERSI TY OF MARYLAND MEDI CAL SYSTEM THE GENERAL COUNSEL MAY BE
CALLED FOR CONSULT. I F SO, THE GENERAL COUNSEL MAY CONSULT THE AUDI T

COW TTEE, |F NECESSARY.

VHENEVER A CONFLI CT OR POTENTI AL CONFLI CT OF | NTEREST EXI STS, THE NATURE
OF THE CONFLI CT OR POTENTI AL CONFLI CT OF | NTEREST MJUST BE DI SCLOSED | N
VRI TI NG TO THE ORGANI ZATI ON' S BOARD, BOARD COWM TTEE, AN OFFI CER OF THE
ORGANI ZATI ON OR OTHER APPROPRI ATE EXECUTI VE. SUCH | NDI VI DUAL HAVI NG A
POTENTI AL CONFLI CT OF | NTEREST SHALL PLAY NO ROLE ON BEHALF OF THE
ORGANI ZATI ON, OR ANY ORGANI ZATI ON CONTROLLED OR SUBSTANTI ALLY OMNED, I N

ANY TRANSACTI ON I N WHI CH A CONFLI CT EXI STS.

ALL | NVI TATI ONS FOR BI DS, PROPOSALS COR SCLI Cl TATI ONS FOR OFFERS | NCLUDE

THE FOLLOW NG PROVI SI ON:

ANY VENDOR, SUPPLI ER OR CONTRACTCOR MJUST DI SCLOSE ANY ACTUAL OR POTENTI AL

ISA Schedule O (Form 990 or 990-EZ) 2013
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Schedule O (Form 990 or 990-EZ) 2013 Page 2
Name of the organization Employer identification number

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

TRANSACTI ON W TH ANY ORGANI ZATI ON OFFI CER, DI RECTOR, EMPLOYEE OR MEMBER
OF THE MEDI CAL STAFF, | NCLUDI NG FAM LY MEMBERS W THI N FI VE DAYS OF THE
TRANSACTI ON.  FAI LURE TO COWLY WTH THIS PROVISION | S A MATERI AL BREACH

OF AGREEMENT.

I N ADDI TI ON, A BOARD DI SCLOSURE REPCRT | S FI LED WTH THE MARYLAND HEALTH
SERVI CES COST REVI EW COVM SSI ON ON AN ANNUAL BASI S SHOW NG ANY BUSI NESS

TRANSACTI ONS BETVWEEN THE BOARD MEMBERS AND THE ORGANI ZATI ON.

PROCESS FOR DETERM NI NG COMPENSATI ON
FORM 990, PART VI, LINE 15A & 15B
THE ORGANI ZATI ON DETERM NES THE EXECUTI VE COVPENSATI ON PAID TO I TS

EXECUTI VES I N THE FOLLOAN NG MANNER PRESCRI BED I N THE | RS REGULATI ONS:

EXECUTI VE COVPENSATI ON PACKAGES ARE DETERM NED BY A COW TTEE OF THE
BOARD THAT IS COVWPOSED ENTI RELY OF BOARD MEMBERS WHO HAVE NO CONFLI CT OF
| NTEREST. THE COWM TTEE ACQUI RES CREDI BLE COVPARABI LI TY MARKET DATA
CONCERNI NG THE COVPENSATI ON PACKAGES OF SI M LARLY SI TUATED EXECUTI VES.
THE COW TTEE CAREFULLY REVI EM6 THAT DATA, THE EXECUTI VE' S PERFORMANCE
AND THE PROPOSED COMPENSATI ON PACKAGES DURI NG THE DECI SI ON MAKI NG
PROCESS. THE COWM TTEE MEMORI ALI ZES | TS DELI BERATI ONS | N DETAI LED M NUTES

REVI ENED AND ADOPTED AT THE NEXT- FOLLOW NG MEETI NG

THE COWM TTEE SEEKS AN OPI NI ON OF COUNSEL THAT I T HAS MET THE
REQUI REMENTS OF THE | RS | NTERMEDI ATE SANCTI ONS REGULATI ONS. THI S PROCESS

'S USED TO DETERM NE THE COMPENSATI ON PACKAGES FOR ALL MANAGEMENT

ISA Schedule O (Form 990 or 990-EZ) 2013
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Schedule O (Form 990 or 990-EZ) 2013 Page 2
Name of the organization Employer identification number

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

EMPLOYEES FROM THE VI CE PRESI DENT LEVEL AND UP.

HOW DOCUMENTS ARE MADE AVAI LABLE TO THE PUBLIC

FORM 990, PART VI, LINE 19

I N GENERAL, FI NANCI AL AND TAX | NFORVATI ON RELATI NG TO THE ORGANI ZATION | S
DEEMED PROPRI ETARY AND NOT SUBJECT TO DI SCLOSURE UPON REQUEST. HOWEVER,
SPECI FI C PROVI SI ONS OF FEDERAL AND STATE LAW REQUI RE THE ORGANI ZATI ON TO
DI SCLOSE CERTAIN LI M TED FI NANCI AL AND TAX DATA UPON A SPECI FI C REQUEST

FOR THAT | NFORVATI ON.

REQUESTS FOR FORM 990 AND FORM 1023:

A REQUESTOR SEEKI NG TO REVI EW AND/ CR OBTAIN A COPY OF THE ORGAN ZATION S
RS FORM 990 OR FORM 1023 AS FI LED W TH THE | NTERNAL REVENUE SERVI CE,

| NCLUDI NG ALL SCHEDULES AND ATTACHMENTS, NAY APPEAR | N PERSON OR SUBM T A
VRI TTEN REQUEST. THE MOST RECENT THREE YEARS COF | RS FORM 990 MAY BE
REQUESTED. | F THE REQUESTER APPEARS | N PERSQN, THE | NDI VI DUAL | S DI RECTED
TO THE OFFI CE OF THE CHI EF FI NANCI AL OFFI CER FOR THE ORGANI ZATI ON AND THE

FORM 990 AND/ OR FORM 1023 ARE MADE AVAI LABLE FOR | NSPECTI ON.

THE I NDI VIDUAL IS PERM TTED TO REVI EW THE RETURN, TAKE NOTES AND REQUEST
A COPY. | F REQUESTED, A COPY |S PROVI DED ON THE SAME DAY. A NOM NAL FEE
'S CHARGED FOR MAKI NG THE COPI ES. THE ORGANI ZATI ON MAY HAVE AN EMPLOYEE

PRESENT DURI NG THE PUBLI C | NSPECTI ON OF THE DOCUMENT.

VR TTEN REQUESTS FCOR AN ENTITY' S FORM 990 OR FORM 1023 ARE DI RECTED
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Cl VI STA MEDI CAL CENTER, | NC. 52- 0445374

| MMEDI ATELY TO THE OFFI CE OF THE CHI EF FI NANCI AL OFFI CER FOR THE
ORGANI ZATI ON.  THE REQUESTED COPI ES ARE NMAI LED WTH N 30 DAYS OF THE
REQUEST. REPRODUCTI ON FEES AND NAI LI NG COSTS ARE CHARGED TO THE

REQUESTOR.

CONFLI CT OF | NTEREST POLI CY AND GOVERNI NG DOCUMENTS:

| F THE GOVERNI NG DOCUMENTS AND CONFLI CT OF | NTEREST POLI CY OF QUR

ORGANI ZATI ON ARE SUBJECT TO THE FEDERAL PUBLI C DI SCLOSURE RULES (OR STATE
PUBLI C DI SCLOSURE RULES), THESE DOCUMENTS W LL BE MADE PUBLI CLY AVAI LABLE
AS APPLI CABLE LAW MAY REQUI RE. OTHERW SE, THE GOVERNI NG DOCUMENTS AND
CONFLI CT OF | NTEREST POLICY WLL BE PROVIDED TO THE PUBLI C AT THE

DI SCRETI ON OF MANAGEMENT.

HOURS ON RELATED ENTI TI ES

FORM 990, PART VII, SECTION A, COLUW B

THE UNI VERSI TY OF MARYLAND MEDI CAL SYSTEM (UMMB) |S A MULTI - ENTI TY HEALTH
CARE SYSTEM THAT | NCLUDES 11 ACUTE CARE HOSPI TALS, 1 ACUTE CARE HOSPI TAL
OMED IN A JO NT VENTURE ARRANGEMENT AND VARI QUS SUPPORTI NG ENTI TIES. A
NUMBER OF | NDI VI DUALS PROVI DE SERVI CES TO VARI QUS ENTI TI ES W THI N THE
SYSTEM | N GENERAL, THE OFFI CERS AND KEY EMPLOYEES OF UMMS AVERAGE | N
EXCESS OF 40 HOURS PER WEEK SERVI NG THE DI FFERENT ENTI TI ES THAT COWPRI SE

UMVS.
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Schedule O (Form 990 or 990-EZ) 2013 Page 2
Name of the organization Employer identification number

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

OTHER CHANGES | N NET ASSETS OR FUND BALANCES

FORM 990, PART X, LINE 9

SWAP COSTS BOND REFI NANCI NG -101, 832
NET ASSETS RELEASED FROM RESTRI CTI ONS - 206, 434
CHANGE I N TEMP. RESTRI CTED NET ASSETS 117, 275

CHANGE I N EQUI TY OF AFFI LI ATES, FOUNDATION 373, 966

CHANGE I N EQUI TY OF AFFI LI ATES, CPHA 67, 664
CHANGE IN FMV - ALTERNATI VE | NVESTMENTS 8, 106
CHANGE IN FMW - OTHER | NVESTMENTS 412, 087
M SCELLANEQUS 2,550
673, 382
ATTACHMENT 1
FORM 990, PART IIl - PROGRAM SERVI CE, LINE 4A

UNI VERSI TY OF MARYLAND CHARLES REG ONAL HEALTH, INC. IS THE PARENT
COVPANY OF A REG ONAL | NTEGRATED HEALTH SYSTEM SERVI NG THE HEALTH
NEEDS OF CHARLES COUNTY AND THE CI TI ZENS OF SOUTHERN MARYLAND.

Cl VI STA MEDI CAL CENTER D. B. A. UNI VERSI TY OF MARYLAND CHARLES

REGQ ONAL MEDI CAL CENTER (UM CRMC) HAS A COMMUNI TY BENEFI TS PROGRAM
THAT UTI LI ZES A PLANNED, MANAGED, ORGANI ZED, AND MEASURED APPROACH
TO MEETI NG THE | DENTI FI ED COMWWUNI TY NEEDS OF THE AREA WE SERVE.
THE MSSION | S TO | MPROVE OVERALL COVMUNI TY HEALTH BY | MPROVI NG
ACCESS TO HEALTH CARE, ENHANCI NG THE HEALTH OF THE COVMUNI TY,
ADVANCI NG HEALTHCARE KNOW.EDGE AND WORKI NG W TH HEALTH - PROVI DI NG
AGENCY PARTNERS. UM CRMC COLLABCRATED W TH THE CHARLES COUNTY
DEPARTMENT OF HEALTH (CCDOH) TO COMPLETE A COMPREHENSI VE

ASSESSMVENT OF THE HEALTH NEEDS ( CHNA) OF CHARLES COUNTY, MARYLAND.
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Cl VI STA MEDI CAL CENTER, | NC. 52- 0445374

ATTACHVENT 1 ( CONT' D)

AN EPI DEM OLOG ST WTH A MASTER S DEGREE I N PUBLI C HEALTH

EPI DEM OLOGY WAS CONTRACTED TO ANALYZE THE QUALI TATI VE AND

QUANTI TATI VE DATA. UM CRMC LEAD THE EFFORT AND COVERED 80% OF THE
COST OF CHNA. TO PROVI DE A COMPREHENSI VE ASSESSMENT OF THE HEALTH
NEEDS OF THE COUNTY, A FOUR METHOD PLAN WAS DEVELOPED WH CH

| NCLUDED FOUR DI FFERENT SOURCES OF DATA: A LONG ONLI NE SURVEY COF
CHARLES COUNTY RESI DENTS PERCEPTI ONS OF HEALTH AND HEALTH

BEHAVI ORS, A SHORT PAPER SURVEY ON HEALTH PERCEPTI ONS THROUGHOUT
THE COUNTY, SEVEN FOCUS GROUPS W TH COVMUNI TY LEADERS, CI Tl ZENS,
AND STAKEHOLDERS, AND A QUANTI TATI VE DATA ANALYSI S. THE USE OF THE
MJULTI PLE DATA COLLECTI ON METHODS STRENGIHENED THE VALIDI TY OF THE
ASSESSMENT' S FI NDI NGS, AS WELL AS ENSURED THAT CHARLES COUNTY

RESI DENTS HAD AN OPPORTUNI TY TO PARTI Cl PATE | N THE ASSESSMENT
PROCESS AND TO FEEL I NVESTED IN I TS QUTCOME. THREE HUNDRED AND TWO
CHARLES COUNTY RESI DENTS COVPLETED THE 74 QUESTI ON ONLI NE SURVEY
THAT WAS CREATED USI NG SURVEY MONKEY. THE LINK TO THE SURVEY | S
AVAI LABLE ON THE CI VI STA MEDI CAL CENTER S WEBSI TE. THE FI RST

SECTI ON OF THE SURVEY ASKED PARTI Cl PANTS ABOUT THElI R PERCEPTI ON CF
HEALTH AND HEALTH SERVI CES W THI N THE COUNTY. THE SECOND SECTI ON
ASKED THEM ABCQUT THEI R HEALTH BEHAVI CRS, | N ORDER TO DETERM NE
THEI R RI SK FOR THE DEVELOPMENT OF CERTAI N HEALTH CONDI TI ONS. A
SHORT THREE QUESTI ON SURVEY WAS DI STRI BUTED THROUGHOUT THE COUNTY
REGARDI NG PERCEPTI ONS OF HEALTH W THI N THE COUNTY. A TOTAL OF 200
SHORT SURVEYS WERE COVPLETED. SURVEYS WERE LOCATED THROUGHOUT THE

COUNTY | NCLUDI NG CI VI STA MEDI CAL CENTER WAI TI NG ROOMS, CCDOH
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Cl VI STA MEDI CAL CENTER, | NC. 52- 0445374

ATTACHVENT 1 ( CONT' D)

VAI TI NG ROOVS5, LI BRARIES, SENI OR CENTERS, AND COVMUNI TY CENTERS.
THI RTY FI VE WERE COVPLETED I N SPANI SH (17.5% . SEVEN FOCUS GROUPS
WERE HELD THROUGHOUT THE COUNTY. THE FOCUS GROUP TOPI CS | NCLUDED:
AGE- RELATED HEALTH | SSUES, CHRONI C DI SEASE SPECI FI C HEALTH,

SPECI AL POPULATI ONS, COUNTY LEADERSHI P, SUBSTANCE ABUSE, YOUTH
THROUGH THE SCHOOL NURSES, AND THE PARTNERSHI PS FOR A HEALTHI ER
CHARLES COUNTY (PHCC). APPROXI MATELY 165 PEOPLE PARTI Cl PATED I N
THE COUNTY FOCUS GROUPS FROM A W DE VARI ETY OF ORGANI ZATI ONS AND

COMMUNI TY GROUPS.

QUANTI TATI VE DATA WAS ANALYZED FOR SEVERAL HEALTH TOPI CS

I NCLUDI NG MORTALI TY, POPULATI ON AND DEMOGRAPHI C DATA, NATALI TY,

| NFANT MORTALI TY, HEART DI SEASE, STROKE, HYPERTENSI QN, ACCESS TO
HEALTH CARE/ HEALTH UNI NSURANCE, CANCER, ASTHWA, | NJURI ES,

Dl ABETES, OBESITY, OSTEOPOROSIS, ARTHRITI'S, DEMENTI A/ ALZHEI MER S
DI SEASE, COVMUNI CABLE DI SEASE, SEXUALLY TRANSM TTED DI SEASES,

H V/ Al DS, MENTAL HEALTH, DENTAL HEALTH, SUBSTANCE ABUSE,

DI SABI LI TIES, AND TOBACCO USE. CUMULATI VE ANALYSI S OF ALL

QUANTI TATI VE AND QUALI TATI VE DATA | DENTI FI ED THE TOP 11 HEALTH
NEEDS OF CHARLES COUNTY WHI CH WAS PRESENTED TO THE PARTNERSHI PS
FOR A HEALTH ER CHARLES COUNTY, A COALI TI ON OF CHARLES COUNTY
AGENCI ES AND ORGANI ZATI ONS. THE DI RECTI ON OF PARTNERSH PS FOR A
HEALTHI ER CHARLES COUNTY | S GUI DED BY THE STEERI NG COWM TTEE WHI CH
CONSI STS OF LEADERSH P FROM UM CRMC, CHARLES COUNTY DEPARTMENT OF

HEALTH, CHARLES COUNTY PUBLI C SCHOOLS, THE COLLEGE OF SOUTHERN
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ATTACHVENT 1 ( CONT' D)

MARYLAND AS WELL AS A PUBLI C HEALTH EPI DEM OLOG ST. FOCUS GROUPS
| NCLUDED REPRESENTATI VES FROM THE FCOLLOW NG ORGANI ZATI ONS:
PARTNERSHI PS FOR A HEALTHI ER CHARLES COUNTY

UNI VERSI TY OF MARYLAND CHARLES REG ONAL MEDI CAL CENTER

UNI VERSI TY OF MARYLAND CHARLES REG ONAL HEALTH, INC., BOARD OF
DI RECTORS

CHARLES COUNTY DEPARTMENT OF HEALTH

UNI VERSI TY OF MARYLAND CLI NI CAL TRI ALS PROGRAM

BEL ALTON ALUMNI ASSOCI ATl ON

CHARLES COUNTY DEPARTMENT OF COMMUNI TY SERVI CES, TRANSPORTATI ON
TRl COUNTY COUNCI L FOR SOUTHERN MARYLAND

M NI STER S ALLI ANCE OF CHARLES COUNTY

CHARLES COUNTY DEPARTMENT OF SOCI AL SERVI CES

MARYLAND FOUNDATI ON FOR QUALI TY HEALTHCARE

HEALTH PARTNER S CLINIC

SHI LOH COVMUNI TY UNI TED METHCDI ST CHURCH

CHARLES COUNTY NURSI NG AND REHABI LI TATI ON CENTER

ALZHEI MER S ASSOCI ATI ON

CENTER FOR CHI LDREN

CHESAPEAKE POTOVAC HOVE HEALTH AGENCY

COLLEGE OF SOUTHERN MARYLAND

CHARLES COUNTY DEPARTMENT OF AG NG

PRI ORI TY PARTNERS

Bl G BROTHERS/ Bl G S| STERS

COVMMUNI TY HI SPANI C ADVOCATES
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ATTACHVENT 1 ( CONT' D)

BLACK LEADERSH P COUNCI L FOR EXCELLENCE
YOUNG RESEARCHERS COMMUNI TY PRQIECT

PI NNACLE CENTER ( MENTAL HEALTH)

HOSPI CE OF CHARLES COUNTY

BREAST CANCER SUPPORT ADVOCATES
CHARLES COUNTY PUBLI C SCHOOLS - SCHOCOL OF NURSES
CHARLES COUNTY COWM SSI ONERS

CHARLES COUNTY EMERGENCY SERVI CES
CHARLES COUNTY SHERI FF' S OFFI CE

SO MD DELEGATES

CHARLES COUNTY COVMUNI TY FOUNDATI ON
COVMMUNI TY PHYSI CI ANS

CHARLES COUNTY FI RE AND RESCUE BOARD

ACCOWPLI SHVENTS: Cl VI STA MEDI CAL CENTER PROVI DED $7.5 M LLION IN
CHARI TY CARE, HEALTH PROFESSI ONS EDUCATI ON, COMMUNI TY BENEFI T
OPERATI ONS, COVWUNI TY HEALTH | MPROVEMENT SERVI CES, SUBSI DI ZED
HEALTH SERVI CES, CASH AND | N-KI ND DONATI ONS AND COVMUNI TY BUI LDI NG
ACTIVITIES IN FI SCAL YEAR 2014. TH' S YEAR, WE PROVI DED AND
SUPPORTED PROGRAMS, ACTI VI TI ES AND SCREENI NGS SUCH AS BLOOD
PRESSURE, GLUCOSE, CHOLESTEROL, BREAST AND CERVI CAL CANCER,
PROSTATE CANCER AND STROKE RI SK REDUCTI ON EDUCATI ON. VE PROVI DED
HEALTH EDUCATI ON PROGRAMS ON HEARTY HEALTHY EATI NG DI ABETES
EDUCATI ON AND | NTERACTI VE CHI LDREN S NUTRI TI ON SHOW CANCER

EDUCATI ON, COMMUNI TY PROSTATE CANCER, BREAST AND CERVI CAL CANCER,
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ATTACHVENT 1 ( CONT' D)

AND TOBACCO CESSATI ON PROGRAM | N ADDI TI ON, WE SPONSORED AMERI CAN
CANCER SOCI ETY' S LOOK GOCOD FEEL BETTER, ADVANCED DI RECTI VES,
ARTHRI TI'S, OSTEOPORCSI S, COMMUNI TY DI SASTER DRI LLS, SCHOOL CAREER
DAYS, THE YOUNG RESEARCHERS COMMUNI TY PROJECT, AND SUPPORT GROUPS
SUCH AS STRCOKE SUPPCRT, CARDI AC SUPPORT, AND THE BETTER BREATHERS
CLUB. VWE OFFER CLINICS AND CLI NI C SERVI CES SUCH AS PRENATAL, OB
CLINIC, RENAL DI ALYSI S SERVI CES AND AMERI CAN RED CROSS BLOOD

DRI VES. WE PARTI Cl PATED I N COMMUNI TY COALI TI ONS AND BOARDS SUCH AS
THE UNI TED WAY, PARTNERSHI PS FOR A HEALTH ER CHARLES COUNTY,
CHARLES COUNTY TOBACCO COALI TI ON, LEADERSHI P SOUTHERN MARYLAND,
HOSPI CE OF CHARLES COUNTY, HEALTHY FAM LI ES, FETAL | NFANT

MORTALI TY BOARD, CENTER FOR ABUSED PERSONS, JUVENI LE DRUG COURT;
CHAMBER OF COMVERCE AND CHARLES COUNTY CHI LD ADVOCACY PARTNERSH P.
VEE PARTI Cl PATED I N COMMUNI TY EVENTS SUCH AS CHRI STMAS CONNECTI ON,
AMERI CAN CANCER SOCI ETY' S RELAY FOR LI FE, ALZHEI MER' S WALK, MARCH

OF DI MES AND SAFE NI GHTS.

ATTACHVENT 2

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

NAME AND ADDRESS DESCRI PTI ON OF SERVI CES COVPENSATI ON

MARYLAND | NPATI ENT CARE SPECI ALI STS PHYSI Cl ANS 1, 300, 000.
6934 AVI ATI ON BLVD STE B
GLEN BURNIE, MD 21061

SCQUTHERN MD PULMONARY & CRI Tl CAL CARE RESPI RATCORY 1,091, 196.
4475 REGENCY PLACE STE 303
VH TE PLAINS, MD 20695

BAXTER BAKER SI DLE CONN & JONES PA LEGAL CONSULTANT 781, 823.
120 EAST BALTI MORE STR STE 2100
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Cl VI STA MEDI CAL CENTER, | NC. 52- 0445374
ATTACHVENT 2 ((CONT' D)

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

NAME AND ADDRESS DESCRI PTI ON OF SERVI CES COVPENSATI ON

BALTI MORE, MD 21202

RO ELIGBILITY SERVI CES CORP PT ACCTG PURC SVC 666, 923.
1920 GREENSPRI NG DR STE 200
TIMONIUM MD 21094

NDG COVMUNI CATI ONS, | NC ADVERTI SI NG 657, 062.
105 CENTENNI AL STR STE K
LA PLATA, MD 20646
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Cl VI STA MEDI CAL CENTER, | NC 52- 0445374

SCHEDULE R Related Organizations and Unrelated Partnerships [[OMB No. 1545-0047
(Form 990) PComplete if the organization answered "Yes" on Form 990, Part IV, line 33, 34, 35b, 36, or 37. 2@13
p Attach to Form 990. P See separate instructions. Open to Public
ﬁ}fs:}gr‘;;\:g:si:izuw P Information about Schedule R (Form 990) and its instructions is at www.irs.gov/form990. F:nspection
Name of the organization Employer identification number
Cl VI STA MEDI CAL CENTER, | NC. 52- 0445374
Identification of Disregarded Entities Complete if the organization answered "Yes" on Form 990, Part IV, line 33.
@) (b) () (d) (e) )
Name, address, and EIN (if applicable) of disregarded entity Primary activity Legal domicile (state Total income End-of-year assets Direct controlling
or foreign country) entity
X
@ _
LS
v
s _
% _
Il Identification of Related Tax-Exempt Organizations Complete if the organization answered "Yes" on Form 990, Part IV, line 34 because it had
one or more related tax-exempt organizations during the tax year.
@) (b) ©) (d) (e) ) )
Name, address, and EIN of related organization Primary activity Legal domicile (state | Exempt Code section | Public charity status Direct controlling Section 512(b)(13)
or foreign country) (if section 501(c)(3)) entity °‘L”n‘{i§ﬂf"
Yes No
1) BALT MORE WMASHI NGTON EMERGENCY PHYS | NC 52- 1756326
T 7801 HOSPITAL DRIVE T GLEN BURNIE, MD 21061 | HEAL THCARE ND 501(C) (3) 11A BW/S X
(2) BALT MORE WWASHI NGTON HEALTHCARE SERVI CES 52- 1830243
T 7801 HOSPITAL DRIVE T GLEN BURNIE, MD 21061 | HEAL THCARE ND 501(C) (3) 11A BW/S X
(3) BALT MORE WMASHI NGTON MEDI CAL CENTER | NC 52- 0689917
T 7801 HOSPITAL DRIVE T GLEN BURNIE, MD 21061 | HEAL THCARE ND 501(C) (3) 03 BW/S X
4) BALTI MORE WMASHI NGTON MEDI CAL SYSTEM | NC. 52- 1830242
T 7801 HOSPITAL DRIVE T GLEN BURNIE, MD 21061 | HEAL THCARE ND 501(C) (3) 11A UMVSC X
(5) BW MEDI CAL CENTER FOUNDATI ON | NC 52- 1813656
T 7801 HOSPITAL DRIVE ¢ GLEN BURNIE, MD 21061 | EUNDRAI SI NG ND 501(C) (3) 11C BW/S X
(6) NORTH ARUNDEL DEVELOPMENT CORPORATI ON 52-1318404
301 HOSPITAL DRIVE ¢ GLEN BURNIE, MD 21061 | REAL ESTATE ND 501(C) (2) NCC X
@) NORTH COUNTY CORPORATI ON 52- 1591355
T 7801 HOSPITAL DRIVE T GLEN BURNIE, MD 21061 | REAL ESTATE ND 501( C) (2) BW/S X
For Paperwork Reduction Act Notice, see the Instructions for Form 990. Schedule R (Form 990) 2013
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Cl VI STA MEDI CAL CENTER, | NC 52- 0445374

SCHEDULE R Related Organizations and Unrelated Partnerships [[OMB No. 1545-0047
(Form 990) PComplete if the organization answered "Yes" on Form 990, Part IV, line 33, 34, 35b, 36, or 37. 2@13
p Attach to Form 990. P See separate instructions. Open to Public
ﬁ}fs:}gr‘;;\:g:si:izuw P Information about Schedule R (Form 990) and its instructions is at www.irs.gov/form990. F:nspection
Name of the organization Employer identification number
Cl VI STA MEDI CAL CENTER, | NC. 52- 0445374
Identification of Disregarded Entities Complete if the organization answered "Yes" on Form 990, Part IV, line 33.
@) (b) © () (e) _ o
Name, address, and EIN (if applicable) of disregarded entity Primary activity Legal domicile (state Total income End-of-year assets Direct controlling
or foreign country) entity
X
@ _
LS
v
s _
% _
Il Identification of Related Tax-Exempt Organizations Complete if the organization answered "Yes" on Form 990, Part IV, line 34 because it had
one or more related tax-exempt organizations during the tax year.
@) (b) ©) (d) (e) ) )
Name, address, and EIN of related organization Primary activity Legal domicile (state | Exempt Code section | Public charity status Direct controlling Section 512(b)(13)
or foreign country) (if section 501(c)(3)) entity °‘L”n‘{i§ﬂf"
Yes No
1) SHI PLEYS CHOI CE MEDI CAL PARK | NC 04- 3643849
T 22 'SOUTH GREENE STREET BALTI MORE, MD 21201 | REAL ESTATE ND 501(C) (2) NCC X
) CHESTER RI VER HEALTH FOUNDATI ON | NC 52- 1338861
T 7100 BROW STREET ¢ CHESTERTOW, MD 21620 | EUNDRAI SI NG ND 501(C) (3) 08 CRHS X
(3) WV OF ND SHORE REG ONAL HEALTH, I NC 52- 2046500
T 7100 BROW STREET ¢ CHESTERTOW, MD 21620 | HEAL THCARE ND 501(C) (3) 11A UMVSC X
(4) CHESTER RI VER HOSPI TAL CENTER 52-0679694
T 7100 BROW STREET ¢ CHESTERTOW, MD 21620 | HEAL THCARE ND 501(C) (3) 03 CRHS X
(5) CHESTER RI VER MANCR | NC 52- 6070333
T 7200 MORGNEC ROAD T CHESTERTOW, MD 21620 | HEAL THCARE ND 501(C) (3) 09 CRHS X
(6) MARYLAND GENERAL CLI NI CAL PRACTI CE GROUP 52- 1566211
'827 LINDEN AVENUE 7 BALTI MORE, MD 21201 | HEAL THCARE ND 501(C) (3) 11B MGHS X
7) MARYLAND GENERAL COVM HEALTH FOUNDATI ON 52-2147532
T 7827 LINDEN AVENUE T BALTI MORE, MD 21201 | EUNDRAI SI NG ND 501( C) (3) 11C MGHS X
For Paperwork Reduction Act Notice, see the Instructions for Form 990. Schedule R (Form 990) 2013
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Cl VI STA MEDI CAL CENTER, | NC 52- 0445374

SCHEDULE R Related Organizations and Unrelated Partnerships [[OMB No. 1545-0047
(Form 990) PComplete if the organization answered "Yes" on Form 990, Part IV, line 33, 34, 35b, 36, or 37. 2@13
p Attach to Form 990. P See separate instructions. Open to Public
ﬁ}fs:}gr‘;;\:g:si:izuw P Information about Schedule R (Form 990) and its instructions is at www.irs.gov/form990. F:nspection
Name of the organization Employer identification number
Cl VI STA MEDI CAL CENTER, | NC. 52- 0445374
Identification of Disregarded Entities Complete if the organization answered "Yes" on Form 990, Part IV, line 33.
@) (b) © () (e) _ o
Name, address, and EIN (if applicable) of disregarded entity Primary activity Leg?I domicile (sta;e Total income End-of-year assets Direct controlling
or foreign country’ entity
X
@ _
LS
v
s _
% _
Il Identification of Related Tax-Exempt Organizations Complete if the organization answered "Yes" on Form 990, Part IV, line 34 because it had
one or more related tax-exempt organizations during the tax year.
@) (b) ©) (d) (e) ) )
Name, address, and EIN of related organization Primary activity Legal domicile (state | Exempt Code section | Public charity status Direct controlling Section 512(b)(13)
or foreign country) (if section 501(c)(3)) entity cc;r;]ttrigﬂ;ad
Yes No
1) W VERSI TY OF MARYLAND M DTOMN HEALTH, | 52- 1175337
T 7827 LINDEN AVENUE T BALTI MORE, MD 21201 | HEAL THCARE ND 501(C) (3) 11B UMVSC X
(2) MARYLAND GENERAL HOSPI TAL | NC 52- 0591667
T 7827 LINDEN AVENUE T BALTI MORE, MD 21201 | HEAL THCARE ND 501(C) (3) 03 MGHS X
@)_OARE HEALTH SERVI CES | NC 52- 1510269
219 SOUTH WASHI NGTON STREET | EASTON, MD 21601 | HEAL THCARE ND 501(C) (3) 09 SHS X
(4) DORCHESTER GENERAL HOSPI TAL FOUNDATI ON 52- 1703242
219 SOUTH WASHI NGTON STREET | EASTON, MD 21601 | EUNDRAI SI NG ND 501(C) (3) 11D SHS X
(5) MEMORI AL HOSPI TAL FOUNDATI ON | NC 52-1282080
T 7219 SOUTH WASHI NGTON STREET | EASTON, MD 21601 | EUNDRAI SI NG ND 501(C) (3) 11A SHS X
(6) SHORE CLI NI CAL FOUNDATI ON | NC 52-1874111
T 7219 SOUTH WASHI NGTON STREET | EASTON, MD 21601 | HEAL THCARE ND 501(C) (3) 03 SHS X
@) SHORE HEALTH SYSTEM | NC 52- 0610538
T 7219 SOUTH WASHI NGTON STREET | EASTON, MD 21601 | HEAL THCARE ND 501( C) (3) 03 UMVSC X
For Paperwork Reduction Act Notice, see the Instructions for Form 990. Schedule R (Form 990) 2013
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Cl VI STA MEDI CAL CENTER, | NC 52- 0445374

SCHEDULE R Related Organizations and Unrelated Partnerships [[OMB No. 1545-0047
(Form 990) PComplete if the organization answered "Yes" on Form 990, Part IV, line 33, 34, 35b, 36, or 37. 2@13
p Attach to Form 990. P See separate instructions. Open to Public
ﬁ}fs:}gr‘;;\:g:si:izuw P Information about Schedule R (Form 990) and its instructions is at www.irs.gov/form990. F:nspection
Name of the organization Employer identification number
Cl VI STA MEDI CAL CENTER, | NC. 52- 0445374
Identification of Disregarded Entities Complete if the organization answered "Yes" on Form 990, Part IV, line 33.
@) (b) © () (e) _ o
Name, address, and EIN (if applicable) of disregarded entity Primary activity Leg?I domicile (stta;e Total income End-of-year assets Direct Cct)'rtnm”mg
or foreign country’ entity
X
@ _
LS
v
s _
% _
Il Identification of Related Tax-Exempt Organizations Complete if the organization answered "Yes" on Form 990, Part IV, line 34 because it had
one or more related tax-exempt organizations during the tax year.
@) (b) ©) (d) (e) ) )
Name, address, and EIN of related organization Primary activity Legal domicile (state | Exempt Code section | Public charity status Direct controlling Section 512(b)(13)
or foreign country) (if section 501(c)(3)) entity cc;r;]ttrigﬂ;ad
Yes No
1) JAMVES LAWRENCE KERNAN HOSP ENDOW FD 23-7360743
© 2200 KERNANDRIVE | BALTIMORE, WD 21207 | FUNDRAI SING | MD 501(C) (3) |11B UMVBC X
) JAMES LAWRENCE KERNAN HOSPI TAL | NC 52- 0591639
T 72200 KERNAN DRIVE T BALTI MORE, MD 21207 | HEAL THCARE ND 501(C) (3) 03 UMVSC X
3) UMVE FOUNDATI ON, | NC. 52-2238893
T 22 'SOUTH GREENE STREET BALTI MORE, MD 21201 | EUNDRAI SI NG ND 501(C) (3) 11A UMVSC X
(4 W VERSI TY OF MD MEDI CAL SYSTEM CORP 52- 1362793
T 22 'SOUTH GREENE STREET BALTI MORE, MD 21201 | HEAL THCARE ND 501(C) (3) 03 UMVSC X
(5) W VERSI TY OF MARYLAND CHARLES REG ONAL 52- 2155576
~POBOX1070 LA PLATA, WD 20646 | HEAL THCARE MD 501(C) (3) |11C UMVBC X
(6) CHARLES REG ONAL MEDI CAL CENTER FOUNDATI 52- 1414564
~POBOX1070 LA PLATA, WD 20646 | FUNDRAI SING | MD 501(C) (3) |11A Cl VHS X
7) CHARLES REG ONAL MEDI CAL CENTER AUXI LI AR 52-1131193
©POBOX1070 LA PLATA, MD 20646 | FUNDRAI SING | MD 501(C) (3) |11A Cl VHS X
For Paperwork Reduction Act Notice, see the Instructions for Form 990. Schedule R (Form 990) 2013
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Cl VI STA MEDI CAL CENTER, | NC 52- 0445374

SCHEDULE R Related Organizations and Unrelated Partnerships [[OMB No. 1545-0047
(Form 990) PComplete if the organization answered "Yes" on Form 990, Part IV, line 33, 34, 35b, 36, or 37. 2@13
p Attach to Form 990. P See separate instructions. Open to Public
ﬁ}fs:}gr‘;;\:g:si:izuw P Information about Schedule R (Form 990) and its instructions is at www.irs.gov/form990. F:nspection
Name of the organization Employer identification number
Cl VI STA MEDI CAL CENTER, | NC. 52- 0445374
Identification of Disregarded Entities Complete if the organization answered "Yes" on Form 990, Part IV, line 33.
@) (b) © () (e) _ o
Name, address, and EIN (if applicable) of disregarded entity Primary activity Legsl domicile (stta;e Total income End-of-year assets Direct Cct)'rtnm”mg
or foreign country’ entity
X
@ _
LS
v
s _
% _
Il Identification of Related Tax-Exempt Organizations Complete if the organization answered "Yes" on Form 990, Part IV, line 34 because it had
one or more related tax-exempt organizations during the tax year.
@) (b) ©) (d) (e) ) )
Name, address, and EIN of related organization Primary activity Legal domicile (state | Exempt Code section | Public charity status Direct controlling Section 512(b)(13)
or foreign country) (if section 501(c)(3)) entity Czr;]‘t'ifyfd
Yes No
(1) WV OF ND ST. JOSEPH FOUNDATI ON, I NC 52- 1681044
~ 7601 GBLERDRIVE TOASCN, WD 21204 | FUNDRAI SING | MD 501(C) (3) |11A UMVBC X
) HARFORD NEMORI AL HOSPI TAL, | NC. 52-0591484
T 7520 UPPER CHESAPEAKE DR | BEL AR MD 21014 | HEAL THCARE VD 501( C) ( 3) 03 UMUCHS X
3) UCH LEGACY FUNDI NG CORPORATI ON 52-0882914
520 UPPER CHESAPEAKE DR | BEL AR MD 21014 | FUNDRAI SI NG VD 501( C) ( 3) 11A UMUCHS X
(4) UM WPPER CHESAPEAKE HEALTH SYSTEM | NC. 52- 1398513
520 UPPER CHESAPEAKE DR | BEL AR MD 21014 | HEAL THCARE VD 501( C) ( 3) 11C 111-Fl |UMJCHS X
(5) UPPER CHESAPEAKE HEALTH FOUNDATI ON, | NC. 52- 1398507
T 7520 UPPER CHESAPEAKE DR | BEL AR MD 21014 | FUNDRAI SI NG VD 501( C) ( 3) 11A UMUCHS X
(6) UPPER CHESAPEAKE MEDI CAL CENTER, | NC. 52- 1253920
T 7520 UPPER CHESAPEAKE DR | BEL AR MD 21014 | HEAL THCARE VD 501( C) ( 3) 03 UMUCHS X
(7) UPPER CHESAPEAKE MEDI CAL SERVI CES, | NC. 52- 1501734
T 7520 UPPER CHESAPEAKE DR | BEL AR MD 21014 | HEAL THCARE VD 501( C) ( 3) 09 UMUCHS X
For Paperwork Reduction Act Notice, see the Instructions for Form 990. Schedule R (Form 990) 2013
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Cl VI STA MEDI CAL CENTER, | NC 52-0445374

SCHEDULE R Related Organizations and Unrelated Partnerships [[OMB No. 1545-0047
(Form 990) PComplete if the organization answered "Yes" on Form 990, Part IV, line 33, 34, 35b, 36, or 37. 2@13
p Attach to Form 990. P See separate instructions. Open to Public
:Dr:s:gr;;\:e(::zz:zzuw P Information about Schedule R (Form 990) and its instructions is at www.irs.gov/form990. F:nspection
Name of the organization Employer identification number
Cl VI STA MEDI CAL CENTER, | NC. 52- 0445374
Identification of Disregarded Entities Complete if the organization answered "Yes" on Form 990, Part IV, line 33.
(CY] (b) ©) (d) (e) ) ®
Name, address, and EIN (if applicable) of disregarded entity Primary activity Legal domicile (state Total income End-of-year assets Direct controlling
or foreign country) entity
%
@
.
G
)
©._
Il Identification of Related Tax-Exempt Organizations Complete if the organization answered "Yes" on Form 990, Part IV, line 34 because it had
one or more related tax-exempt organizations during the tax year.
@ (b) ©) (d) (e) ® )
Name, address, and EIN of related organization Primary activity Legal domicile (state | Exempt Code section | Public charity status Direct controlling Section 512(b)(13)
or foreign country) (if section 501(c)(3)) entity Czr:]‘tfifyfd
Yes No
(1) UPPER CHESAPEAKE PROPERTI ES, | NC. 52-1907237
T 7520 UPPER GHESAPEAKE DR | BEL AR MD 21014 | REAL ESTATE VD 501( C) (2) UMUCHS X
2) UPPER CHES RESI DENTI AL HOSPI CE HOUSE, I N 26-0737028
T 7520 UPPER GHESAPEAKE DR | BEL AR MD 21014 | HOSPI CE VD 501( C) ( 3) 07 UMUCHS X
(3) UPPER CHESAPEAKE/ ST. JOSEPH HOME CARE, | 52-1229742
T 7520 UPPER GHESAPEAKE DR | BEL AR MD 21014 | HOSPI CE VD 501( C) ( 3) 09 UMUCHS X
G
)
®._ ]
L
For Paperwork Reduction Act Notice, see the Instructions for Form 990. Schedule R (Form 990) 2013
JSA
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Cl VI STA MEDI CAL CENTER, | NC. 52- 0445374
Schedule R (Form 990) 2013 Page 2
Identification of Related Organizations Taxable as a Partnership Complete if the organization answered "Yes" on Form 990, Part IV, line 34
because it had one or more related organizations treated as a partnership during the tax year.
@ (b) ©) (d) (€) ® ¢l (h) 0] @ (k)
Name, address, and EIN of Primary activity Legal Direct controlling _ Predominant Share of total Share of end-of- | pisproportionate Code V-UBI General or | Percentage
related organization domicile entity |nc8rr:1r2|:(irt(23ted, income year assets alocatins> | @amount in box 20 | managing | ownership
(state or excluded from of Schedule K-1 | partner?
foreign tax under (Form 1065)
country) sections 512-514)
Yes| No Yes| No
(1) ARUNDEL PHYSI Gl ANS_ASSCCI ATES |
301 HOSPI TAL DRI VE HEAL THCARE M | NA N A
_(2)_BALTI MORE_WASHI NGTON | MAGI NG __|
301 HOSPI TAL DRI VE HEAL THCARE M | NA N A
_(3)_ NAH SUNRI SE_ OF SEVERNA PARK LL |
301 HOSPI TAL DRI VE HEAL THCARE M | NA N A
_(4)_ NORTH ARUNDEL SENI OR LIVING LL |
301 HOSPI TAL DRI VE HEAL THCARE M | NA N A
_(5)_ I NNOVATI VE HEALTH LLC 52:19972 |
29165 CANVASBACK DRIVE, SUITE | BILLING M | NA N A
_(6)_ CENTRAL MARYLAND RADI OLOGY ONC |
10710 CHARTER DRI VE HEAL THCARE M | NA N A
(7)_SHPLEY' S_| MAGI NG CENTER LLC 5 |
22 SOUTH GREENE STREET HEAL THCARE M | NA N A
Identification of Related Organizations Taxable as a Corporation or Trust Complete if the organization answered "Yes" on Form 990, Part IV,
line 34 because it had one or more related organizations treated as a corporation or trust during the tax year.
(@) (b) ©) (d) (e) ® @ (h) @)
Name, address, and EIN of related organization Primary activity Legal domicile | Direct controlling Type of entity Share of total Share of Percen- Section
(state or foreign entity (C corp, S corp, or income end-of-year assets tage Sczlni(ttr)gl(lfé)
country) trust) ownership entity?
lYes|No
(1) ARUNDEL PHYSI CIANS ASSOCIATES, INC. ___ ________ 52:1992649 |
301 HOSPITAL DRIVE GLEN BURNIE, MD 21061 HEAL THCARE MD N A C ooRP
(2) BALTI MORE WASHI NGTON HEALTH ENTERPRISES, _____ __ 52-1936656 __|
301 HOSPITAL DRIVE GLEN BURNIE, MD 21061 HEAL THCARE MD N A C ooRP
(8) BWPROFESSIONAL SERVICES, INC._______________ 52:1655640 __
301 HOSPITAL DRIVE GLEN BURNIE, MD 21061 HEAL THCARE MD N A C ooRP
(4) UNV_OF_MARYLAND CHARLES REGIONAL CARE P ___ __ __ 52:2176314 _ |
PO BOX 1070 LA PLATA, MD 20646 HEAL THCARE MD N A C ooRP
_(5) UNIVERSI TY_M DTOM PROF CENTER A CONDO_ __ _____ 52-1891126 |
827 LI NDEN AVENUE BALTI MORE, MD 21201 REAL ESTATE MD N A C ooRP
(6) SHORE HEALTH ENTERPRISES, INC_______________ 52:1363201 |
219 SOUTH WASHI NGTON STREET EASTQN, MD 21601 REAL ESTATE MD N A C ooRP
(7) NA EXECUTIVE BUILDING CONDO ASSN_INC. _________ 1 NONE _ __ |
301 HOSPITAL DRIVE GLEN BURNIE, MD 21061 REAL ESTATE MD N A C ooRP
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Cl VI STA MEDI CAL CENTER, | NC. 52- 0445374
Schedule R (Form 990) 2013 Page 2
mwwaml  |dentification of Related Organizations Taxable as a Partnership Complete if the organization answered "Yes" on Form 990, Part IV, line 34
because it had one or more related organizations treated as a partnership during the tax year.
@ (b) ©) (d) (€) ® ¢ (h) @0 0] (k)
Name, address, and EIN of Primary activity Legal Direct controlling _ Predominant Share of total Share of end-of- | pisproportionate Code V-UBI General or | Percentage
related organization domicile entity |nc8rr:1r2|:(irt(23ted, income year assets alocatins> | @amount in box 20 | managing | ownership
(state or excluded from of Schedule K-1 | partner?
foreign tax under (Form 1065)
country) sections 512-514)
Yes| No Yes| No
_(1)_ UNIVERSI TYCARE LLC 521914892 |
22 SOUTH GREENE STREET HEAL THCARE M | NA N A
(2)_ O_DEA MEDICAL ARTS LIMTED PAR]
7601 CSLER DRI VE RENTAL M | NA N A
_(3)_ ADVANCED | MAGI NG AT ST._ JOSEPH |
7601 CSLER DRI VE HEAL THCARE M | NA N A
_(4)_ UcHs/ UMVB_REAL_ESTATE _TRUST_ 27 |
520 UPPER CHESAPEAKE DR HOLD LAND M | NA N A
©L ]
.© ]
- ]
e Identification of Related Organizations Taxable as a Corporation or Trust Complete if the organization answered "Yes" on Form 990, Part IV,
line 34 because it had one or more related organizations treated as a corporation or trust during the tax year.
(@) (b) ©) (d) (e) ® @ (h) @)
Name, address, and EIN of related organization Primary activity Legal domicile | Direct controlling Type of entity Share of total Share of Percen- Section
(state or foreign entity (C corp, S corp, or income end-of-year assets tage Sczlni(ttr)gl(lfé)
country) trust) ownership entity?
lYes|No
(1) TERRAPIN INSURANCE COMPANY _ _ __ _____________ 98-0129232 |
P.O BOX 1109 GRAND CAYMAN, KY1-1102 | NSURANCE c N A C COoRP
(2) UMVB_SELF INSURANCE TRUST__________________ 52:6315433
22 SOUTH GREENE STREET BALTI MORE, MD 21201 | NSURANCE MD N A TRUST
_(3) UPPER CHESAPEAKE | NSURANCE COMPANY, LTD.____ __ __ 98-0468438 _ |
P.O. BOX 1109 GRAND CAYMAN, GRAND CAYMAN | SLANDS CJ CAPTI VE I NSURANCE|  CJ N A LTD
_(4) UPPER CHESAPEAKE HEALTH VENTURES, INC. _________ 52:2031264 _ |
520 UPPER CHESAPEAKE DR BEL AIR_MD 21014 HEAL THCARE MD N A C COoRP
_(5) UPPER CHESAPEAKE MEDI CAL CENTER LAND CON ___ __ __ 77-0674478 _ |
520 UPPER CHESAPEAKE DR BEL AIR_MD 21014 REAL ESTATE MD N A C CoRP
_(6) UPPER CHESAPEAKE MEDI CAL OFFICE BULDING ___ __ __ 52:1946829 _ |
520 UPPER CHESAPEAKE DR BEL AIR_MD 21014 REAL ESTATE MD N A C COoRP
(7) UPPER CHESAPEAKE MGMI SVCS ORG INC. __________ 52:1946025 _ |
520 UPPER CHESAPEAKE DR BEL AIR_MD 21014 MANAGEMENT SRVCS MD N A C COoRP
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Cl VI STA MEDI CAL CENTER, | NC 52- 0445374

Schedule R (Form 990) 2013 Page 3

Transactions With Related Organizations Complete if the organization answered "Yes" on Form 990, Part IV, line 34, 35b, or 36.

Note. Complete line 1 if any entity is listed in Parts Il, lll, or IV of this schedule. Yes | No

1 During the tax year, did the organization engage in any of the following transactions with one or more related organizations listed in Parts II-IV?
a Receipt of (i) interest (ii) annuities (iii) royalties or (iv) rent from a controlled entity | . . . . . . . L L o, la X
b Gift, grant, or capital contribution to related organization(s) . . . . . . . . ... ... e e e e e e 1b X
¢ Gift, grant, or capital contribution from related organization(s) . . . . . . . . . ... L e e e ic X
d Loans or loan guarantees to or for related organization(s) . . . . . . . .. ... L. e e e e e e 1d X
e Loans or loan guarantees by related organization(s), . . . . . . . . ... e e e e e e e e le X
f  Dividends from related organization(s). . . . . . . . . . . .. L e e e e e e e e e e e e e e if X
g Sale of assets torelated Organization(s) . . . . . . . . . ... e e e e e e e e e e 1g X
h  Purchase of assets from related organization(s) . . . . . . . . . . . .. ... e e e e 1h X
i Exchange of assets with related organization(s) . . . . . . . . . . . .. . . e e e e e e e e e Li| X
j Lease of facilities, equipment, or other assets to related organization(S) . . . . . . . . . . ot e e 1j X
k Lease of facilities, equipment, or other assets from related organization(S) |, . . . . . . . . . .t e e 1k X
I Performance of services or membership or fundraising solicitations for related organization(S) . . . . . . . . . . . o 0 1l X
m Performance of services or membership or fundraising solicitations by related organization(s) . . . . . . . . . . . . 0 e im X
n Sharing of facilities, equipment, mailing lists, or other assets with related organization(S) . . . . . . . . . . 0 o e in| X
o Sharing of paid employees with related organization(S). . . . . . . . . . . . . ... e e e e e e e lo| X
p Reimbursement paid to related organization(s) for expenses | . . . L L L L L e e e 1p X
q Reimbursement paid by related organization(s) for XpeNSes | . . L L L L L L L L L L e e e e e e e e 1q| X
r  Other transfer of cash or property to related organization(s) . . . . . . . . . . . . ... e e e e e ir | X
s Other transfer of cash or property from related organization(S) . . . . v & v v it i v it e e e et m e e e e e e ma e e aeaaeeaeaaeaaeeeaa 1s| X

2 If the answer to any of the above is "Yes," see the instructions for information on who must complete this line, including covered relationships and transaction thresholds.

(@) (b) () (d)
Name of related organization Transaction Amount involved Method of determining
type (a-s) amount involved

)]

(2)

(3)

(4)

©)]

(6)

ISA Schedule R (Form 990) 2013
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Schedule R (Form 990) 2013

Cl VI STA MEDI CAL CENTER,

I NC.

52-0445374

Page 4

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

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

(a) (b) (©) (d) (e) [0) @) (h) @ (0] (k)
Name, address, and EIN of entity Primary activity Legal domicile Predominant Are all partners Share of Share of Disproportionate Code V-UBI General or Percentage
(state or foreign income (related, section total income end-of-year allocations? amount in box 20 managing ownership
country) unrelated, excluded 501(c)(3) . assets of Schedule K-1 partner?
from tax under organizations? (Form 1065)
section 512-514) Yes | No Yes | No Yes | No

B

B

©e

B

)

®©

o

®

©

@ _

@

@@

@)

@

@s_

@

ISA Schedule R (Form 990) 2013
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Cl VI STA MEDI CAL CENTER, | NC. 52- 0445374

Schedule R (Form 990) 2013 Page 5
Supplemental Information
Complete this part to provide additional information for responses to questions on Schedule R (see
instructions).

Schedule R (Form 990) 2013
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