Return of Organization Exempt From Income Tax

Under saction 501(c), 527, or 4947(a)(1} of the Internal Revenue Code (except private foundations}
» Do not entar Soclal Security numbers on this form as it may be made public.
P Information about Form €90 and Its instructions Is at www.irs.gov/form990.
A For the 2013 calendar year, or tax year beginning 07/01, 2013, and ending
€ Name of organization
MEDSTAR SOUTHERN MD HOSPITAL CENTER INC.
Doing Business As

Form 990

Department of the Troasury
ntemal Revenus Sarvice

Opento Public
Inspection

06/30,20 14
D Employer ldentification number

B Check 1t appieabie

Adgress
change

46-0726303

Hame change Number and strest {or P.O. bax if mail I not delivered {o street address) Room/suite E Telephone number

Inttial ratun 7503 SURRATTE ROAD {(301) B68-8000

Terminated City or fown, state or province, country, and ZIP or foreign postal code

;\.m:aod CLINTON, MD 20735 G Gross receipts $ 213,884,566.
Appiication | F Name and address of principal officer: MICHAEL J. CHIARAMONTE H{a} Is this a group ratum for Yas

panding subordinalas?

X |No
7503 SURRATTS ROAD CLINTON, MD 20735 Yes Hﬂo

Hib) Are off subordinates nchded?

| Taxesemptstatus: | X | 501c)3) | | 501()( )« (nseino) | | 4947(ainjer | |s27 If *No." atiach & list. (see nstuctions)
J  Website: p N/A Hic) Group examption number
K Form of orgentzation: | X | Corporation | [ Trust| | Association [ | other - [ L vear of formation: 2012| M State of legel domiciie:  MD
Summary
1 @riefly describe the organization's mission or most significant activites: MEDSTAR SOUTHERN MD HOSPITAL CENTER =
8 UPHOLDS ITS_TRADITION OF CARING BY CONTINUOUSLY PROMOTING, MAINTAINING ___
E AND IMPROVING HEALTH THROUGH EDUCATION AND SERVICE.  ___________________
2| 2 Check this box > r__] if the organization discontinued its operations or disposed of more than 25% of its net assets.
3| 3 Number of voting members of the governing body (Part VI, lineta) , , . ... .... e e e e e e 3 10.
': 4 Number of independent voting members of the governing body (Part VI, line b}, _ ., ., ., ... .. ... 4 3.
§ § Total number of individuals employed in calendar year 2013 (Part V. line 2a}, , , . , . . e e e e 5 1,758.
% 6 Total number of volunteers (estimateif necessary) , , ., ., .. .. ... oo v o.. e e e e 6 66.
<| 7a Total unrelated business revenue from Part VIIl, column (C). fne12 |, . ., . ... e e e e e e e Ta o
b Net unrelated business taxable income from Form890-T. line34 . . . . . . . . . . . . . R 7b 0
Prior Year Current Year
g 8 Contributionsand grants (PartVIll lineth), _ . ., ., ., ... ... e 0 94,533,
§ 9 Program service revenue (Part VIll, line 2g), , . . | RN - INSPECTIOJ 119,582,037, 212,576,821.
- 10 Investment income (Part VIIl, column (A), knes 3,4, and7d) , , , . . 14,918, 22,888.
11 Other revenue (Part VIII, column (A), lines 5, 6d, 8¢, 8¢, 10c,and11€), , , , . ., ... .. 645,997, 1,180,324,
12 Total revenue - add lines 8 through 11 (must equal Part VIll, column (A). line12). . . . . . . 120,243,012, 213,884, 566.
13 Grants and similar amounts paid (Part IX, column {A), lines 1-3) _ ., . . . ... ...... 0 0
14 Benefits paid to or for members (Part IX, column (A).lined) _ . . . . ... .. ... 0 a
0|15 Salaries, other compensation, employee benefits {Part 1X, column {A), lines 5-10), , . . . . . 64,730,203. 106,8759,552.
2(16a Professional fundraising fees (Part 1X, column (A) fine 118) _ . . . ., . . . .. oo .. .. 0 0
§ b Total fundraising expenses (Part IX, column (D}, ine28) - _ ______ ¢ o ___
W147 Other expenses (Part IX, column (A), lines 11a-19d, 136248} _ . . . . v v ws v v s . 61,920,600. 96,666,698.
18 Total expenses Add lines 13-17 {must equal Part IX, column (&), line 25y , .., .. 126,650,803. 203,546, 250.
19 Revenue less expenses. Subtract line 18 fromline12. . . . . . . . . e e e e e -6,407,751. 10,338,316.
5 § Beginning of Current Year End of Year
§§ 20 Totalmssets(PartX,fine16) . _ . ., ., ... ..... 000 S0O0DDO000Da 139,355,996, 178,459,823.
ﬁg 21 Total liabilities (Part X, @26}, , . . .\ v e i e e e e e 63,015,706. 91,776,999,
z7 Net assets or fund balances. Subtract line 21 fromne20. . . . . . ... ... b 76,340,290, 86,682,824,

a1

Signature Block

Under penahies of perjury, | declare that § heve examined this retum, including accompanying schedules and statements, and to the best of my knowledge and belief, it Is

{rue, corred, and com

Declaration pLpraparer {other than officer) is based on all information of which preparer has any knowledga.

)

i —

06/“/:r

Sign Signature
Here Joel Bryan VP TreaSuver
Type or print name and title .
PrintT ype preparer's name Prepagr's sig Date PTIN
Pold [ oo WWM f:.?i“mlm.lﬁ'
Preparer T A. BRADSHAW 5/6/15 p P00501222
Use Only [ Frmename B KPMG LLP Fim's EIN B> 13-5565207

Fim's address p» 1676 INTERNATIONAL DRIVE MCLEAN, VA 22102

Phone no.

703-286-8000

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

.L}ﬂYes |_|No

For Paperwork Reductlon Act Notica, see the separate instructions.

J58
3E1085 2.000
7000GB 2502

VvV 13-7.15

2944849

Form 990 (2013)
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Fam 3868 Application for Extension of Time To File an

(Rev. January 2013) Exempt Organization Return OMB No. 1545-1709
Department of the Treasury
Intemal Revenue Service P> Fila a separate application for each return.

e If you are filing for an Automatic 3-Month Extension, complete only Part | and check this box
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 lf unless you have akready been granted an automatic 3-month extansion on a previously fited Form 8868.

Electronic filing (afile). You can electranically 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 exiension of time. You can electronically file Form
8868 1o 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 (ses
instructions). For more details on the electronic filing of this form, visil www.irs.gov/efile and click on e-file for Charities & Nonprofits.

Automatic 3-Month Extension of Time. Only submit original (no copies needed).
A corporation raquired to file Form 990-T and requesting an automatic 6-meonth extension - check this box and complete

PRI LONY | L L e s e e e e e e e et e e »[]
All other corparations (including 1120-C filers), parinerships, REMICs, and rusts must use Form 7004 to request an axfension of time
to file income lax 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 MEDSTAR SOUTHERN MARYLAND HOSPLTAL CENTER, INC. 46-0726303
:L‘:?;::ﬂ;“ Number, street, and room or suite no. If a P.O. box, see instructions. Social security number (SSN)
filing your 7503 SURRATTS ROAD
:‘:s‘;:d?u: City, town or post office, state, and ZIP code. For a foreign address, see instructions
CLINTON, MD 20735
Enter the Return code for the return that this application is for (file a separate application foreachreturn} . . . o v v 0 v v v o s |_0_|_1_i
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 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

» The bocks are in the care of » MARC BERGER

Telephone No. » 410 772-6719 FAX No. »
o If the organization does not have an office or place of business in the United States, check thisbox _ , ... ........ > I:|
» If this is for a Group Relurn, 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 atlach

a list with the_names and EINs of all members the extension is for.
1 | request an automatic 3-month (6 months for a corporation required to file Form 990-T) extension of time

until 02/17 ,20 13 , to file the exempt organization return for the arganization named above. The extension is
for the organization's return for:

»| |calendaryear20__ or

> tax year beginning 08/01 ,20 12 , and ending 06/30 ,20 13

2 If the tax year entered in line 1 is for less than 12 months, check reason: initial return i:l Final return
Change in accounting period

3a If this application is for Form 990-BL, 990-PF, 990-T, 4720, or 6069, enter the tentalive tax, less any
nonrefundable credits. See instructions. 3a|$ 0.00

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|$ 0.00

¢ Balance due. Sublract line 3b from line 3a. Include your payment with this form, if required, by using EFTPS
{Electronic Federal Tax Payment System). See instructions. 3c|$ 0,00

Caution. i you are going to make an electronic fund withdrawal with this Form 8868, see Form 8453-EQ and Form 8879-EQ for payment instructions.

For Privacy Act and Paperwork Reduction Act Notics, see Instructions. Form BBGB (Rev. 1-2013)

JSA
2FB054 2.000



Form BAGE {Rev. 1-2014) Page 2
e If you are filing for an Additional {Not Automatic} 3-Month Extension, complete only Part Il and check thisbox. . . . . ... > ILI
Note. Only complete Part Il if you have already been granted an automatic 3-month extension on & previously filed Form 8868.
» [f you are filing for an Automatic 3-Month Extension, complete only Part | (an page 1).

Additional (Not Automatic) 3-Month Extension of Time. Only file the original (no copies needed).
___Enter filer's Identifying number, sea instructions

Name of exempt organization or other filer, ses instructions. Employer identification number (E!N) or
Type or
print MEDSTAR SOUTHERN MD HOSPITAL CENTER INC. 46-0726303
Number, street, and room or suite ng. If a P.O. box, see Instructions. Social security number (SSN)
:ﬂ: ?a::?nr 7503 SURRATTS ROAD
:':":gn Y‘;”;e Cily, town or post office, state, and ZIP code. For a foreign address, see instructions.
Instructions. | CLINTON, MD 20735
Enter the Return cade for the return that this application is for (file a separate application foreachreturn) . . . . . ... . ... fol u
Application Return | Application Return
Is For Code |IsFor 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 980-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 complets Part | if you were not already granted an automatic 3-month extension on a previously filed Form 8868.
® The books are inthe care of »JoET, BRYAN, 5565 STERRETT PLACE, STH FIOOR COLIMBTA. MD 21044
Telephone No. > _ 410 772-6721 FaxNo. »
¢ If the organization does not have an office or place of business in the United States, checkthisbox , . . .. .. ... ... .. » D
e If this is for a Group Relurn, enter the organization's four digit Group Exemption Number {GEN) . If this is
for the whole group, check thisbox . . . ... M D . If it is for part of the group, check thisbox., . . . ... W |_| and attach a
list with the names and EINs of all members the extension is for.
4 | request an additional 3-month extension of time until 05/15 ,20 15
§ For calendar year , or other tax year beginning 07/01 ,20 13 , and ending 06/30 ,2014 .
6 If the tax year enlered in line 5 is for less than 12 months, check reason: L1 initial return |__| Final return
Change in accounting period
7  State in detail why you need the extension INFORMATION NECESSARY TQO PREPARE A COMPLETE
AND ACCURATE RETURN IS NOT YET AVAILABLE.

B8a |[f this application is for Forms 990-BL, 990-PF, 980-T, 4720, or 6069, enter the tentative tax, less any
nonrefundable credits. See instructions. Ba|$ 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. E $ 0
¢ Balance Due. Sublract line 8b from line 8a. Include your payment with this form, if required, by using EFTPS
(Electronic Federal Tax Payment System). See instructions. 8¢c|$ 0

Signature and Verification must be completed for Part |l only.

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

mﬁmﬂd- Boblouws~

Signature Title ’Pai.d_E:t'.p.arPr Date 400715
Form 8868 (Rev. 1-2014)
35A
3FB055 2,000
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MEDSTAR SOUTHERN MD HOSPITAL CENTER INC. 46-0726303

Form 980 {2013} Page 2
EClllll Statement of Program Service Accomplishments
Check if Schedule O contains a response or note loanylinginthisPart I . .« . . oo oo vt v oo ... ceeen. [H]

1 Briefly describe the organization's mission:
ATTACHMENT 1

2 Did the organization undertake any significanl program services during the year which were not listed on the
prior FOrm 890 0F 990-E27 . . . . ...\ i\t e [ ves [XINo
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
services? . ... .......... e e [ ves [X]no
If "Yes," describe these changes on Schedule O.

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

4a (Code: J(Expenses $ 145,211,048, Including grants of § }(Revenue $ 212,576,821, )
ATTACHMENT 2
4b (Code: } (Expenses $ 1,717,847, including grants of $ ) (Revenue $ )

MEDSTAR SOUTHERN MARYLAND HOSPITAL CENTER PROVIDED $3.7M IN
CHARITY CARE SERVICES IN FISCAL YEAR 2014. CHARITY CARE IS
PROVIDED PURSUANT TO MEDSTAR HEALTH'S FINANCIAL ASSISTANCE PQLICY
TO MEMBERS OF THE COMMUNITY WHOSE INCOME IS BELOW CERTAIN
THRESHOLDS AND FOR WHICH THE HOSPITAL IS NOT COMPENSATED. UNDER
MARYLAND'S UNIQUE PAYER SYSTEM, THE AMOUNT REPORTED REPRESENTS
MSMHC'S CHARITY CARE EXPENSE AND REVENUES REPRESENT DIRECT
PAYMENTS FROM THE STATE'S CHARITY CARE POOL., OTHER CHARITY CARE
EXPENSES ARE INDIRECTLY REIMBURSED VIA THE STATE OF MARYLAND'S
PAYMENT SYSTEM.

4c {Code: ) (Expenses $ 2. 849,001, including grants of $ ) (Revenue § )
MEDSTAR SOUTHERN MARYLAND HOSPITAL CENTER PROVIDED $2.9M IN HEALTH
PROFESSIONS EDUCATION IN FISCAL YEAR 2014. THIS CATEGORY INCLUDES
TRAINING IN GRADUATE MEDICAL EDUCATION, AND EDUCATION FOR
PHYSICIANS, MEDICAL STUDENTS, NURSES, AND OTHER HEALTH
PROFESSIONS.

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

{Expenses $ including grants of $ )y {Revenue $ )
4a Total program service expenses b 171,898, 798.
e Fom 990 (2013
3E1020 2.000 { }

7000GB 2502 vV 13-7.15 2944849 PAGE 3



MEDSTAR SOUTHERN MD HOSPITAL CENTER INC. 46-0726303

Form 990 {2013) Page 3
Checklist of Required Schedules
Yes | No
1 s the organization described in section 501(c){3) or 4947(a)(1) (other than a private foundation)? If "Yes,"
complefe Schedule A . . v v v v v v v h i i e e s e e v r e e D i | X
2 Is the organization required to complete Schedule B, Schedufe of Conlributors (see instructions)? . .. ... ... 2 X
3 Did the organization engage in direct or indirect political campaign activities on behalf of or in opposition to
candidales for public office? If “Yes," complete Schedule C,Part! . . . + . .« v v o v v v n s e e esenaa| 3 X
4 Sectlon 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. . . . . ... .. .. B I X
5 Is the organization a section 501{c){4}, 501(c)(5), or 501(c)(6) organization that receives membership dues,
assessments, ar similar amounts as defined in Revenue Procedure 98-197 If “Yes,” complete Schedule C,
Partht . ........ S O0GD0CO0000OCO0O0000D ADNOO0O0DCODD000O000G0G i i e e 8 X
6 Did the organization maintain any donor advised funds or any similar funds or accounis for which donors
have the right to provide advice on the distribution or investment of amounts in such funds or accounts? if
"Yes,"complele Schedule D, Part! . . . . .. .. ... .. OO 0Bb0DGCOAODODOO0GDG . X
7 Did the organizalion raceive or hold a conservation easement, including easements to preserve open space,
the environment, historic land areas, or historic structures? If "Yes,” complete Schedule D, Partll. . . . . .. ... 7 X
8 Did the organization maintain collections of works of art, historical treasures, or other similar assets? If "Yes,”
complete Schedule D, Part il . . . .o v v v o vt i i i i e e e e e e e e, R I - X
9 Did the organization report an amount in Part X, line 21, for escrow or custodial account liabilily; serve as a
custodian for amounts not listed in Part X; or provide credit counseling, debt management, credit repair, or
debt negotiation services? if "Yes,"complete Schedule D, Part iV . . . . . . v oot v i i i e v .. 9 X
10 Did the organization, direclly or through a related organization, hold assets in temporarily restricted
endowments, permanent endowments, or quasi-endowmentis? If “Yes,” complete Schedule D, PartV . . ... .. [ 10 X
11 If the organization's answer to any of the following questions is "Yes," then complete Schedule D, Paris W,
VI, VUL, IX, or X as applicable.
a Did the organization report an amount for land, buildings, and equipment in Part X, line 107 If *Yes”
complete Schedule D, Part VI . . . . .. e e e e e ... |Val X
b Did the organization report an amount for investments-other securilies in Part X, line 12 that is 5% or more
of its lotal assets reported in Part X, line 167 /f "Yes," complete Schedule D, Part Vil , . . . .. ... .. .. .. .. 11b X
¢ Did the organization report an amount for investments-program relaled in Part X, line 13 that is 5% or more
of its total assets reported in Part X, line 167 If "Yes," complete Schedule D, Part VIlt, , . . . . ... ... ... .| e X
d Did the organization report an amount for other assets in Part X, line 15 that is 5% or more of ils total assels
reported in Part X, line 167 If "Yes," complefe Schedule D, PartiIX , ., . . .. e e e e e e e e e e e . 111d X
e Did the organization report an amount for other liabilities in Part X, line 25? If "Yes,” complete Schedule D, Part X |11e X
f Did the organization's separate or consolidated financial statements for the tax year include a foolnaote that addresses
the organization's liability for uncertain tax positions under FIN 48 (ASC 740)7? ¥ "Yes,” complete Schedule D, Part X , . . . . . 11§ X
12a Did the organization obtain separale, independenl audited financial statements for the lax year? If "Yes,”
complele Schedule D, Parts Xland Xil . . . .. ... 00000 DDCOOCOO0D0 DG N 0COBDOBO000a0 12a X
b Was the organization included in consolidated, independent audited financial statements for the tax year? if Yes,” and if
the arganizalion answered "No" to line 12a, then completing Schedule D, Parts Xl and XHisoptional « « v+ v v o v e v v 0 v e 12b X
13 s the organization a school described in section 170(b){1)(A)(i)? if "Yes,” complele Schedule E . ... ... ... 13 X
14 a Did the organization maintain an office, employees, or agents outside of the United States?. . . . ... ... ... 14a X
b Did the organization have aggregate revenues or expenses of more than $10,000 from grantmaking,
fundraising, business, investment, and program service activities cutside the Uniled States, or aggregate
foreign investments valued at $100,000 or more? /f "Yes,” complete Schedule F, Partsfand V. . . . . . . .. .. |14b X
15 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,Partsltand IV . . . . . . .. ... ... e |18 X
16 Did the organization report on Part 1X, column (A), line 3, more than $5,000 of aggregate grants or other
assistance 1o or for foreign individuals? /f “Yes,” complete Schedule F, Parts ltand iV . . . . . . . .. N X
17 Did the organization report a total of more than $15,000 of expenses for professional fundraising services on
Part IX, column {A), lines 6 and 11e? If "Yes,” complete Schedule G, Part | (see instructions) . .. .. e e AT X
18 Did the organization report more than $15,000 total of fundraising event gross income and contributions on
Pari VIII, lines 1¢ and 8a? If "Yes," complete Schedule G, Partll . . . .. ... A e D e E .. |18 b3
19 Did the organization report more than $15,000 of gross income from gaming activities on Part VIII, line 9a?
If "Yes," completa Schedule G, Partiif . . . . . e e e e et e e e e e et .18 X
20 a Did the organization operate one or more hospital facilities? ¥ "Yes,” complete Schedule H . . . . ... ... .. .j20a] X
b_lf "Yes" lo line 20a, did the organization attach a copy of its audited financial statements to this return? . . . . . . 20b| X
JSA Fom 990 (2013
JIE1021 1.000
T000GB 2502 VvV 13-7.15 2944849 PAGE 4



MEDSTAR SOUTHERN MD HOSPITAL CENTER INC. 46-0726303

Form 990 (2013} Poge 4
Checklist of Required Schedules {coniinued)
Yes | No
21 Did the organization report mare than $5,000 of granis or other assistance to any domestic organizalion or
government on Part IX, column (A}, line 17 If "Yes,” complete Schedule |, Parisfand il . . . . . .. ... .. ... 21 X
22 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 27 if "Yes,” complete Schedule I, Partstand il . . . . . .. ... .. ... e e e e | 22 X
23 Did the organization answer "Yes" to Part VI, Section A, line 3, 4, or 5 about compensation of the
organization's current and former officers, directors, trustees, key employses, and highest compensaled
employees? If "Yes,"complele SChedule J . . . . . vt it e e e aae ... 23] X
24a Did the organization have a tax-exempt bond issue with an outstanding principal amount of more than
$100,000 as of the last day of the year, that was issued after December 31, 20027 If "Yes,” answer lines 24b
through 24d and complete Schedule K. If ‘No,"goto lin@ 258, . . . . .« v v v v vt v e ne e ae e R X X
b 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 fax-exemptbonds? . . . . . . v v v b i it i e e TR | 24¢
d Did the organization act as an "on behalf of" issuer for bonds outstanding at any time during theyear? . . . . .. | 24d
25a Section 501(c)(3) and 501(c)(4) organizations. Did the organization engage in an excess benefit transaction
with a disqualified person during the year? If "Yes,” complele Schedule L, Partf. . . . . ... ...+ v.....|252 X
b Is the organization aware that it engaged in an excess benefit transaction with a disqualified person in a prior
year, and that the transaclion has not been reported on any of the organization's prior Forms 990 or 990-EZ?
If "Yes," complete Schedle L Par L . . . v v v i v v o v e e h e e O 1] X
26 Did the organization report any amount on Part X, line 5, 6, or 22 for receivables from or payable lo any
current or former officers, directors, trustees, key employees, highest compensated employees, or
disqualified persons? If so, complete Schedule L, Partll, , _ _ . . . ... ......... e 26 X
27 Did the organization provide a grant or other assustance to an officer, director, trustee, key employee
substantial contributor or employee thereof, a grant selection committee member, or to a 35% condrolled
entity or family member of any of these persons? If "Yes," complete Schedule L Partii. . . . . .. ........ 27 L
28 Was the organization a party to a business transaction with one of the following parties (see Schedule L,
Part IV instructions for applicable filing thresholds, conditions, and exceptions):
a A current or former officer, director, trusiee, or key employee? If "Yes," complete Schedule L, Part iV, . . . . . . . [2Ba X
b A family member of a current or former officer, director, trusiee, or key employee? /f "Yes," complete
Schedule L,PartiV. . . v v v v v i v e i s et e e e et e e R 11 X
¢ An entity of which a current or former officer, directar, trustee, or key employee (or a family member thereof)
was an officer, director, trustee, or direct or indirect owner? If *Yes," complele Schedule L Partiv. . . . .. ... |28c| X%
29 Did the organization receive more than $25,000 in non-cash contributions? If “Yes,” complete Schedule M | 29 X
30 Did the organization receive contributions of art, historical treasures, or other similar assets, or qualified
conservation contributions? If “Yes,” complele Schedule M . . . . . e b e e e e e 30 p.S
31 Did the organization liquidate, terminate, or dissolve and cease operations? /f "Yes," complele Schedule N,
Partl. . ...... A0 000B00c0000608000000000005 DO G0N0 0G0GaOoRENBEe000000C 31 X
32 Did the organization sel, exchange, dispose of, or transfer more than 25% of its net assets? If "Yes,”
complete Schadule N, Partl . . . . o v v i i i i e i i e s e e s s ke e e e e a2 X
33 Did the organization own 100% of an enlily disregarded as separate from the organization under Regulations
sections 301.7701-2 and 301.7701-3? if "Yes,” complele Schedule R, Partl . . . . .. ABoopO00O0DROOOG 33 X
34 Was the organization related to any lax-exempt or taxable entity? /f "Yes," complete Schedule R, Part i, Hll,
oriV,and PartV,linet . ........ e et e e e e e e e e e e .| 34 X
35 a Did the organization have a controlled entity within the meaning of section 512(b)(13)?, , . . . ... ... ... 35a; X
b If "Yes" to line 35a, did the organizalion receive any payment from or engage in any transaction with a
contralled entity within the meaning of section 512{b){13)7 If *Yes," complele Schedule R, Part V, line 2, , , , , , |35b X
36 Section 501(c)(3) organizations. Did the organization make any transfers to an exempt non-charitable
related organization? If “Yes,” complete Schedule R, PartV,line2 . ., . ... ... ....... R - | X
37  Did the organization conduct more than 5% of ils activities through an entity that is not a related organization
and that is treated as a partnership for federal income tax purposes? If "Yes,” complete Schedule R,
Part VI, « o i it it i i et s e D k14 X
38  Did the organization complete Schedule O and provide explanations in Schedule O for Part VI, lines 11b and
197 Note. All Form 890 filers are reqguired to complete Schedule 9 . . . . . . . ... ... PP - |- X
Form 900 (2013)
JSA
3E1030 1.000
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MEDSTAR SOUTHERN MD HOSPITAL CENTER INC. 46-0726303

Form 990 (2013) Page 5
Statements Regarding Other IRS Filings and Tax Compliance
Check if Schedule O contains a response or note to anylineinthisPatV . . . ... ............... ]
Yes | No
1a Enter the number reported in Box 3 of Form 1096. Enter -0-if not applicable, , , ., ., ,..[1a3 748
b Enter the number of Forms W-2G included in line 1a. Enter -0- if not applicable, , , , ., ... Lib 0
c Did the organization comply with backup withholding rules for reportable payments to vendors and |
reportable gaming (gambling) winnings to prize winners?, . . ... ....... et e et 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 1,759 |
b If ai 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 (ses instructions), . . . . ..
3a Did the organization have unrelated business gross income of 51,000 or more during the year? , , , ., .. ... 3a X
b If "Yes," has it filed a Form 950-T for this year? If “No" fo line 3b, provide an explanation in Schedule O, | | . . .. 3b
4a At any time during the calendar year, did the organization have an interest in, or a signature or other authority
over, a financial account in a foreign country (such as a bank account, securities account, or other financial
BCCOUNL? . .. e e e e e e ele e e alale e e . 4a X
b If “Yes,” enter the name of the foreign country: ™ __ _ o
See instructions for filing requirements for Form TD F 90-22.1, Report of Foreign Bank and Financial Accounts.
5a Was the organization a party to a prohibited tax shelter transaction at any time during the taxyear? , , , .. ... Sa X
b Did any taxable party notify the organizafion that it was or is a parly to a prohibited tax sheller iransaction? 5b X
c If "Yes" to line 5a or 5b, did the organization file Form 8886-T? . . ... .......... P . -
6a Does the organization have annual gross receipts that are normally greater than $100,000, and did the
organization solicit any contributions thal 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 taxdeductible? ., ., ... .. ... .. o o e G OO O o e 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 parily as a contribution and partly for goods
and services providedtothepayor? . . ., ... ... ........ ..., T 7a X
b If "Yes," did the organization notify the donor of the value of the goods or services provided? , , . . .. ... ... 7b [
¢ Did the organization sell, exchange, or otherwise dispose of tangible personal properly for which it was
required to file Form 82827 .. ... ..... e et e e e O I - 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? Th
8 Sponsoring organizations maintaining donor advised funds and section 509{a){3) supporting
organizations. Did the supporting organization, or a donor advised fund maintained by a sponsoring
organization, have excess business holdings at any time during theyear? , . _ . . . .. ..... ... P
9 Sponsoring organizations maintaining donor advised funds.
a Did the organization make any taxable distributions under section48667, , . . ... .......... P ) |
b Did the organization make a distribution to a donor, donor adviser, or refated person? , , , . . ... ... .. 89
10 Section 501(c){7) organizations. Enter:
a Initiation fees and capital contributions included on Part VIl line12 , , ., , ., ....... l1na
b Gross receipts, included on Form 990, Part VI, line 12, for public use of club facilties . . . . [10b
11  Section 501{c){12) organizations. Enter:
a Gross income from members or shareholders ., ., . ... ..... e e e e e e 11a
b Gross income from other sources (Do not net amounts due or paid to other sources
against amounis due or received fromthem.}, , . . .. ... .. .. .. .. R & ] )
12a Section 4947(a)(1) non-exempt charitable trusts. ks the organization filing Form 890 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 1o issue qualified health plans inmore thanone state?, , , , ., ... ... ...... 13a -
Note. See the instructions for additional information the organization must report on Schedule O.
b Enter the amount of reserves the organization is required to maintain by the states in which
the organization is licensed to issue qualified healthplans _ _ . . . ... ... ... e ... 13b
¢ Enterthe amountofreservesonhand . . . . . ..., ... ... it PR i < -
14a Did the organization receive any payments for indoor tanning services during the taxyear? , , ,,,........ 14a X
g If "Yes," has it filed a Form 720 to report these payments? i "No,” provide an explanation in Schedule O . . . . . . 14b

351040 1.000

T000GB 2502 VvV 13-7.15 2944848

Form 990 (2013)
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Form 980 (2013) MEDSTAR SQUTHERN MD HOSPITAL CENTER INC. 46-0726303 Page 6
EIsRYN Governance, Management, and Disclosure For each "Yes" response fo lines 2 through 7b below, and for a "No”

response lo 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 line inthis PartVl . . . . ... .. et et

Section A. Governing Body and Management
Yes No
1a Enter the number of voting members of the governing body at the end of the taxyear . . . . . 1a 14
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 vating members included in line 1a, above, who are independent . . . . . L1b E
2 Did any officer, director, trustee, or key employee have a family relationship or a business relationship with
any other officer, director, trustee, orkeyemployee? . . . . . . .. v i i i i o e e e e e s 2 X
3 Did the organization delegate control aver management duties customarily performed by or under the direct
supervision of officers, directors, or trustees, or key employees to a management company or other parson? . . 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
8 Did the organization have membersorstockholders? . . . . . . .. .. .. . i i 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 governingbody? . . . .+« « - o vt it i i e e e 566000 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? . .« « v o v vt v et v nn e v a e un e, |IBLX
8 Did the organization contemporaneously document the meetings held or written actions undertaken during
the year by the following:
a Thegoverningbody?. . . . .« v vovnn.. e e e e e e e e e e Ba | X
b Each committee with authority to act on behalf of the governingbody? . . . . . .. ... .. oo i oo v 8b | X
9 s there any officer, director, trustee, or key employee listed in Part VIl, Section A, who cannot be reached at
the organization's mailing address? If "Yes," provide the names and addressesin Schedule O, . . . . . . . . .. a X
Section B. Policies (This Section B requests information about policies nol required by the Internal Revenue Code.)
Yes | No
10a Did the organization have local chapters, branches, or ffiliates? . . . . . . . . . .« .. . o oo 10a X
b If "Yes,” did the organizalion have written policies and procedures governing he activilies 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? . 11al X
b Describe in Schedule O the process, if any, used by the organization to review this Form 920.
12a Did the organization have a written conflict of interest policy? If "No,"gofoline 13 . . . .. . . . .. .. . ... 12a| X
b Were officers, directors, or lrustees, and key employees required to disclose annually interests that could give
S IO CONMICIS? o v v v v v e e e e e v e e e een e s anoraneenn e e e 12b| X
¢ Did the organization regularly and consistently monitor and enforce compliance with the policy? If "Yes,”
describe in Schedule Ohow thiSwasdong - . . .« v e v v v v v v v v e e s ennn O I 13 .
13  Did the organization have a wrilten whistleblower policy?. . . . . . . . .. .. ... PR I < I .S
14  Did the organization have a written document retention and destruction policy?. - - .+« v v v v v v v v vn .. (141X
15 Did the process for delermining 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 . . . . . . ... .. e .. |82} X
b Other officers or key employees of theorganization . . . . . ... .. ... ... ..... O I 11 I
If "Yes" to line 15a or 15b, describe the process in Schedule O {see instructions}.
16a Did the organization invest in, contribule assets to, or pariicipate in a joint venlure or similar arrangement
with ataxable entity during the YEar? . « « v v v v v v e v e v et e e b e e iae.. |18a X
b |If "Yes, did the organization follow a writlen 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 arrangemens? . . . . . . . . . ... ... e v e s ... 16b

Section C. Disclosure

17  List the states with which a copy of this Form 990 is required to be filed »_MD. ___ ___ __
18 Section 6104 requires an organizalion to make its Forms 1023 {or 1024 if applicable}, 990, and 990-T (Section 501{c)(3)s only)
available for public inspection. Indicate how you made these available. Check all that apply.
D Own website Another's websile Upon request |:| Other (explain in Schedule O)
49 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.
20  State the name, physical address, and ielephone number of the person who possesses the books and records of the
organization: B-J0EL BRYAN 5565 STERRETT PLACE, STH FLOOR COLUMBIA, MD 21044 410-772-6721
JSA Form 980 (2013)
JE1042 1.000
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Form 980 (2013) MEDSTAR SOUTHERN MD HOSPITAL CENTER INC. 46-0726303 page 7
Compensation of Officers, Directors, Trustees, Key Employees, Highest Compensated Employees, and
Independent Contractors
Check if Schedule O contains a response ar noteto anylineinthisPartvil, . . . ... .. ... sopoO0ooDAC
Section A. Officers, Directors, Trustees, Key Employess, and Highest Compensated Employees
1a Complete this table for all persons required to be listed. Report compensation for the calendar year ending with or within the
organization's tax year.

e List all of the organization's current officers, directors, trustees (whether individuals or organizations), regardiess 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, lrustee, 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.

s List all of the organizalion'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; instilutional trustees; officers; key employees; highest
compensated employees; and former such persons.

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

ic)
(A} ® Position (D) (€) 3]
Name and Title Average | (do not check more then one Reportable Reportable Estimated
hours per | box, unless person Is both an compensation |compensation from amount of
week (listany] officer and a directortrusies) from related other ion
hours for = = the organizations compensa
relatad | § 2 % 3 é .-.; %‘ organization (W-2gi1099-MISC) from the
organizstions | S E| £| 8| §| S| & | (w-2/1009-MISC) organization
below detted | 8 2 | 3 HEY and related
line) E ;-_ E '!3 organizations
2|2 =
: £
o
_(UKENNETH A, SAMET | _1.00)
DIRECTOR 39.,00| X 0 3,334,799. 61,007.
(M. JoY DRASS, MO _______________|__31.00
DIRECTOR/VICE CHAIR 39,00 X o 1,613,176, 42,101.
_{3MAUREEN P. MCCAUSLAND ______ | 1.00
DIRECTOR 39.00| X O 612,067. 30,312.
_{4)OLIVER M. JOHNSON IT _________ | 1.00]
DIRECTOR 39.00) X O 906,460. 26,644.
_{§)STEPHEN R.T. EVANS, MD_ _______ 1 1.00]
DIRECTOR 39.00| X 0 G14,704. 41,300.
_(GMICHAEL J. CURRAN ____________ | 1.00]
DIRECTOR 39.00| X o 1,839,532. 33,533,
_{7EDWARD S. CIVERA ______________i_ _1.00]
DIRECTOR X 0 0 0
_{8)JOHN R. KIRKPATRICK, MD________|__1.00
DIRECTOR X 0 0 0
_{QWILLIAM J. OETGEN, JR. ________1__1.00]
DIRECTCR X O 0 0
{1QWILLIAM R. ROBERTS | _1.00
DIRECTOR X 0 0 0
(AYMICHAEL J. CHIARAMONTE ____ ___| _40.00
PRESIDENT/DIRECTOR X X 1,115,6589. 0 10,395,
{12)CHARLES STEWART _______________|_40.00
VICE PRESIDENT AND CFO X 550, 000. 0 20,519.
{13)SCOTT ELEFF ___________________ .| 40.00
PHYSICIAN X 535,019. 0 28,124.
{14)LOUIS MAVROMATIS ______________|_40.00
PHYSICIAN X 308,164. 0 26,590.
JSA Fom 990 (2013)

JE1041 1000
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MEDSTAR SOUTHERN MD HOSPITAL CENTER INC. 46-0726303
Form 930 (2013) Page B
FAUIl  Section A. Officers, Directors, Trustees, Key Employees, and Highest Compensated Employees (continued)
(A} | () ©) (€} F}
Name and title Average Posiion Reportable Reportable Estimated
hours per | {do not check more than one compensation | compensation from amount of
wask {list sny | DOX, unless person is both an from related other
hours lor oﬁ’ﬂ:er a_nd a director/trustes) | the organizations compensation
eiated EE{ HELE] 2&|¢g organization (W-2/1099-MISC) e
organizations §§ g & .g- H % {W-2/1099-MISC) arganization
belowdoted [R E | 5[ .§ 8|5 and related
g} |2 5 .g “’g organizations
& | & 8
a2jz g
] -
a
15) asHok ROY ________ ___________1 40.00
PHYSICIAN X 266,878. 0 21,983,
16) PATRICIA SCALFARI ____________| 40.00
PHYSICIAN X 258,535. 0 16,831.
17) JANE RAYMOND ______ __________| 40.00
PHYSICIAN X 252,843. 0 25,916.
18) JAMES SUMNER __________________;_40.00
FORMER OFFICER X 280,297. 0 7,500.
1b Sub-total »| 2,508,842.| 9,220,738. 320,525.
¢ Total from continuation sheats to Part VIl, Section A . . . .. ........ »| 1,058,553, 0 72,230.
d Total{addlines1band1c) . » . + v« « « v v v v e v v o s v s us veeasero | 3,567,385.1 9,220,738. 392,755.
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 P 8
Yes | No
3 Did the organization list any former officer, director, or lrustee, key employee, or highest compensated L |
employee on line 1a? If "Yes,” complete Schedule J for such individual . . . . ... ... SO0 GO0G0DOGAasn0Bnon 3 | X
4 For any individual listed on line 1a, is the sum of reportable compensation and other compensation from the
organizalion and related organizations greater than $150,000? If “Yes,” complete Schedule J for such |
individual . . v v v e s e e e e e e e e e e e e s 4 1 X
5 Did any person listed on line 1a receive or accrue compensation from any unrelated organization or individual
for services rendered to the organization? If “Yes," complete Schedule J for suchperson ., . . . . . AN~ nOnnnon 5 X
Saction B. Independent Contractors
1 Complete this table for your five highesl compensated independent contractors that received more than $100,000 of
compensation from the organization. Report compensation for the calendar year ending with or within the organization's tax
year.
{A) {B) {C)
Name and business address Description of services Compensation

ATTACHMENT 3

2 Total number of independent centractors (including but not limited to those listed above) who received
more than $100,000 in compensation from the organizalion » 5
e Fom 990 (2013)
T000GEB 2502 vV 13-7.15 2944849 PAGE 9



Form 990 (2013)
Part VIli

MEDSTAR SOUTHERN MD HOSPITAL CENTER INC.

46-0726303

Page 9

Statement of Revenue

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

A
Total revenue

Related or
exempt
function
revenue

{C}
Unrelated
business
revenue

(D}
Revenue
excluded from tax
under sections

512-514

Coniributions, Glits, Grants {’

|Prograrn Service Revenual and Other Simllar Amounts

Other Revenue

1a Federated campaigns « « « + » . . . |12

Membershipdues . + o v v = « o (b

Fundraisingevents . . « + + . . . . L1C

Related organizations . « « + + + . . |-1d

Government grants (contributions) . . | 1@

- o a o o

All other contributions, gifts, grants,
and similar amounis not included above . | 1 94,533,

Noncash contributions included in lnes1a-1+-% |
Total. Addlines1a-1f . . o & v o v o o o o o v v o oo o . >

- o

94,533

Business Code |/

2a PATIENT SERVICE REVENUE £21300

212,576,821,

212,576,821,

b
c
d
a
f

All other program service revenue . . « « «

9 Total. Addlines2a-2f . , . . . .. ....... N .

212,576,821 .

3  Investment income ({including dividends, interest, and

other similar amounts)s + « + = =« ¢« 0 0 0 . e . N 4
4  Income from investment of tax-exempt bond proceeds . . . >
§ Royalties « - - - - no0opoOooOoNnANGoaT A

21,958

21,958 .

a

() Real {ii} Personal

8a Grossrenls . .

n e e b b

b Less: rental expenses . . .

¢ Rental income or {loss} . .

d Netrentalincomeor{loss) . . . . . . ..

(i) Securities {ii} Other

7a Gross amount from sales of

assets other than inventory 930,
b Less: cost or other basis
and sales expenses . . . .

¢ Ganor(loss) - . .. ... 930,

d Netgainor{loss} . . ... ... Soa00ocooonnAnS >

9340,

330,

8a Gross income from fundraising
events (not including $
of contributions reported on line 1c)
SeePartV, line18 . . .. ... .. .o a

b less directexpenses . . « + + - - 4 .. b

¢ Net income or {loss) from fundraisingevents . . o « s & . . >

ga Gross income from gaming activities
SeePartiV,line1® _ ., ., .. ...... a

b Less directexpenses . . . .+ « o ¢ 5 . » b

¢ Netincome or {loss) from gaming activities . . . . . . . . . P

10a Gross sales of inventory, less
returns and allowances |, , . . ... .. a

b Less costofgoodssold. . . ... ... b

¢ Netincome or {loss) from sales ofinventory, . . . . ... .M

Miscellaneous Revenue Businaess Code

11a CAFETERIA SALES 900099

409,402,

409,402,

b TELEPHONE 500099

307,383,

307,383,

¢ GIFT_SHOP SALES 500095

257,293,

257,393,

d Al other revenue . . 900099

216, 146

216,146

e Total Addlines 11a-99d « « ¢ ¢ ¢ v v = o v o o s v s s >

12  Total revenus. Seeinstructions . . . . . . . . . AnA A

JSA

1,190,324 .

213,884 566,

212,576,821,

1,213,212,

JE1051 1.000

7000GB 2502
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Form 990 {2013)
CETR N8 Statement of Functional Expenses

MEDSTAR SOUTHERN MD HOSPITAL CENTER INC.

46-0726303

page 10

Seclion 501(c}(3) and 501{c}(4) organizalions 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 reporied on lines 6b, 7b,
8b, 9b, and 10b of Part VIll,

(A)
Total expenses

&
Program servica
EXpenses

{C)
Management and
general expenses

(D)
Fundraising
expenses

1

4 Benefits paid to or for members

7 Other salaries and wages

Granls and other assistance 1o govemments and
organizations in the United States, See Part IV, line 21 ,

Grants and other assistance to individuals in
the United States. See Part IV, line22, ., . . ..

Grants and other assistance to governments,
organizations, and individuals outside the
United States. See Part IV, lines 15 and 16, |

Compensation of current officers, directors,
trustees, and keyemployees , . .. ... ...
Compensation nol included above, to disqualified
persons {as defined under section 4958(f)}{1)) and
persons described in section 4958(c)(3)(B) ..

8 Pension plan accruals and contributions {include section

]
10
1"

a Management
b Legal
¢ Accounting
d Lobbying

40%{k} and 403(b} employer confributions) . . . . . .
Other employeebenefits . . . . .. ... ...
Payrolltaxes . . . . .
Fees for services (non-employees)

P I T T T R RN S R A ]

------------------

-------------------

@ Professional fundraising services, See Part [V, line 17,

f Investment management fees

g Other. (i line 11g amount excesds 10% of line 25, column

12
13
14
15
16
17
18

19
20
21
22
23
24

{A)} amount, list line 11g expenses on Schedute O).Ag"gl'.l .4.
Advertising and promotion
Office expenses

Travel , , ,
Payments of travel or entertainment expenses
for any federal, state, or local pubiic officials
Conferences, conventions, and meetings , |,
Interest |, . . .. .... . e
Payments to affiliates, , . . . .. .. .. ...
Depreciation, depletion, and amortization | | | |
Insurance , , .., ., .,..

Other expenses, llemize expenses not covered
above (List miscellaneous expenses in line 24e. 1l
line 248 amount exceeds 10% of line 25, column
{A} amount, list line 24e expenses on Schedule O)

e All other expenses _ _ _ oo

25

Total functional expenses. Add lines 1 through 24e

1,126,054.

927,707,

198,347,

0

89,612,582.

73,831,323,

15,781,259,

0

9,541,320.

7,821,851,

1,719,469.

6,599,596.

5,410, 3489.

1,188,247,

0

93,627,

93,627,

38l,225.

207,250.

173,875.

0

0

0

23,914,672,

20,356, 806.

3,557,766,

535,364.

535,364.

2,406,565,

1,848,615,

557,950.

2,721,101,

2,721,101.

0

580,832.

356,255,

224,577.

56,880.

41,444.

15,436.

0

0

7,770,623,

7,770,623.

0

11,303,638.

11,303,638,

4,162,017.

3,947,359,

214,658.

21,709,260,

21,495,544,

213,716.

6,810,531,

6,7592,878.

17,653.

5,248,755,

5,248, 755.

2,246,027,

1,994, 760.

251,267.

6,725,581,

2,543,541.

4,182,040.

203,546,250,

171,898, 798.

31,647,452,

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 [ | if
following SOP 98-2 (ASC 958-720)

JSA

AE1052 1 000
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MEDSTAR SOUTHERN MD HOSPITAL CENTER INC. 46-0726303
Form 980 (2013} Page 11
Balance Sheet
Check if Schedule © contains a response or note to anylineinthisPat X . . . ... ............... | |
(A} 8)
Beginning of year End of year
1 Cash-non-interest-bearing _ . .. ....... T 15,658,141.| 1 41,061,103.
2 Savings and temporary cashinvestments | e e e e g 2 0
3 Pledges and grants receivable, net = | T g 3 0
4 Accounts receivable,net ..., T 33,970.776.| 4 36,484,195,
§ Loans and other receivables from current and former oﬁ” cers directors,
trustees, key employees, and highest compensaled employees.
Complete Part Il of Schedule L. . . . ........ qs 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 spansoring organizations of section 501(c)(9) voluntary employees' beneficiary
o organizations (see instructions), Complete Part [l of Schedule L | . . . . . g 6 0
fé 7 Notes and loans receivable,net . _ . . . ... ...... e a7 0
2| 8 |Invenloriesforsaleoruse ... ........... 4,102,583.| 8 4,147,353,
9 Prepaid expenses and deferredcharges . . .. ......... e e e e 2,418,314.1 9 2,060,496,
10a Land, buildings, and equipment: cost or
other basis. Complete Part V| of Schedule D 10a 76,064,110.
b Less: accumulated depreciation, , | . . . ... .110b 15,081, 336. 42,782,B89.(10¢c 60,982,774,
11 Invesiments - publicly traded securites _ , , , ,...... e Q11 0
12 Investments - other securities. See Part IV, line 11, , , ., ., .. ....... gq12 0
13 Investments - program-related. See Part IV, line 11 | |, ., . ... .... q13 0
14 Inlangibleassets, , ., ,.............. e e 35,742,500.114 33,758,215,
15 Other assets, See Part IV, line 11 _ . . . ... ... e e 4,680,793.|15 -34,313.
16 Total assets. Add lines 1 through 15 (must equal Ilne 34) s e e e e e e e 139,355,996.| 16 178,459,823,
17 Accounts payable and accrued expenses, | | | . e e 11,775,237.| 17 3,590,502,
18 Grantspayable, , ., ., . .............. e 018 0
19 Deferredrevenue ., ., ., . ............. T q 19 0
20 Tax-exemptbond liabilities | _ . . . . .. ... ... st s Q 20 0
@21 Escrow or custodial account liability. Complete Part IV of Schedu[e D . q 21 o
E 22 Loans and other payables to current and former officers, directors,
g 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 |, |, |, | g 23 o
24 Unsecured notes and loans payable to unrelated third parties, _ _ , , ., , ., g 24 0
25 Other liabilities (including federal income tax, payables to refated third
parties, and other liabilities not included on lines 17-24). Complete Part X
of ScheduleD , .. ...... e e e e e e e e e e e 51,240,469.| 25 88,186,497.
26 Total liabilities. Add lines 17 through25. . . . ... ... ... onoDO000 63,015,706.| 26 91,776,999.
Organizations that follow SFAS 117 (ASC 958}, check here P ‘il and
- complate lines 27 through 29, and lines 33 and 34.
E 27 Unrestricted netassets . . e e e . 76,340,290, 27 B6,682,824.
g 28 Temporarily restricted net assels e e e e e e Q28 0
2 29 Permanently restricted net assets ,,,,,, r e s e e e e e s e e a 29 0
o Organlzations that do not foliow SFAS 117 (ASC 958), check here > I:\ and
5 complate lines 30 through 34.
2130  Capital stock or trust principal, or currentfunds ... L., .. 30
#(31  Paid-in or capital surplus, or land, building, or equipmentfund _ ., N
<132 Retained earnings, endowment, accumulated income, or other funds | | 32
2[33 Total net assets or fund balances |, . . . . .. o 76,340,290.] 33 86,682,824,
34 Total liabililies and net assets/fundbalances. . . . . . . v . . .. 139,355,996.] 34 178,459,823,
Form 990 (2013
JSA
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MEDSTAR SOUTHERN MD HOSPITAL CENTER INC. 46-0726303
Form 990 (2013) Page 12
Reconciliation of Net Assets
Check if Schedule O contains a response or note to any lineinthisPart Xl . ................ ..
1 Total revenue {must equal Part VIll, column (A),line 12) . . . . .. .. oo vl e 1 213,884,566
2 Total expenses (must equal Part IX, column (A), lin@25) « . . ..o v v v v v . .. |2 203,546,250,
3 Revenue less expenses, Subtractline 2fromline 1. . . .. ... ... ... .. e 3 10,338,316
4 Net assets or fund balances at beginning of year {(must equal Part X, line 33, column (&) . . . . 4 76,340,230,
5 Net unrealized gains {losses}oninvestments . . .« v o v v o v o v o vl 8000000 5 0
6 Donated services anduseoffaciliies . . . . v v v v v e v e it e i a e N 6 0
7 Investmentexpenses . . - « v e e v v a e oo o e e e e e e 7 8
8 Prior period adjustments - . . ... ... ... e e e e e 8 0
9 Other changes in net assets or fund balances (explain in Schedule O} . . . . . .. .. .. e 9 4,218.
10 Net assets or fund balances at end of year. Combine lines 3 through 9 (must equal Part X, line
A3 column(BY) . o v v v v e v e e e e e e e e e CoopDOOoocODOBAASOO 000D a0 10 86,682,824.
m Financial Statements and Reporting
Check if Schedule O contains a response or note to any lineinthisPark X0 . . . ... .. ........... ]
Yas | No
1 Accounting method used to prepare the Form 990: D Cash Accrual D Other
If the organization changed its method of accounting from a prior year or checked "Other,” explain in
Schedule O.
2a Were the organization's financial stalements 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 separale basis, consolidated basis, or both:
Separate basis |:| Consolidated basis D Both consolidated and separale basis
b Were the organization's financial statements audited by an independent accountant? . . . . . . . .. vev.. |20 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 D Both consclidated and separate basis
¢ If"Yes" lo 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 a result of a federal award, was the organization required 1o undergo an audit or audits as set forth in
the Single Audit Act and OMB Circular A-1337 . . . . .. . ... .. e o o Ja X
b If "Yes," did the organization undergo the required audit or audils? If the organization did not undergo the
required audil or audits, explain why in Schedule O and describe any steps taken to undergo such audits. 3b

JSA
3E1054 1000
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SCHEDULE A Public Charity Status and Public Support OMB No. 1545-0047

{Form 990 or 990-EZ)

Complete if the organizatlon is a section 501(c){3) organization or a section
4847{a}{1) nonsxempt charltable trust.

Departmeant of the Treasury p Attach to Form 980 or Form 890-EZ. Ooen to Public

Intemnal Revenue Service » information about Schedule A (Form 990 or 990-EZ) and its instructions Is at www.irs.gov/form990. Inspection
Name of the organization Empleyer ldentification number
MEDSTAR SOUTHERN MD HQSPITAL CENTER INC. 46-0726303

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

The organization is not a private foundation because il is: {For lines 1 thraugh 11, check only one box.)

1

2
3
4

III|II|E||I><II

10
1

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 cooperalive hospital service organization described in section 170(b){1)(A)(iii).

A medical research organization operated in conjunction with a hospilal described in section 170(b)(1 WAM)iii). Enter the
hospital’s name, city, and state: ___ e
An organization operated for the benefit of a college or universily 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 L)

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

An organization that normally receives: (1) more than 33173 % of its support from contributions, membership fees, and gross
receipls from activities related to its exempt functions - subject lo certain exceptions, and (2) no more than 331/3% of its
support from gross investment income and unrelated business taxable income {tess section 511 tax) from businesses
acquired by the organization after June 30, 1975. See section 508{a)(2). (Complete Partlll.)

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

a [ _]Tyel b []Typell c [ ] Type l-Functionally integrated  d [_] Type Iil-Non-functionally integrated
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 508{a)(2).

f If the organization received a written determination from the IRS that it is a Type |, Type I, or Type Il supporling
organization, chack this BOX L L e e e e e
1] Since August 17, 2006, has the organization accepted any gift or contribution from any of the
{ollowing persons? '
(i} A person who directly or indirectly controls, either alone or together with persons described in (i} and Yes | No
{iii) below, the governing body of the supported organization? . . .. ............ 11g6)
{ii) A family member of a person described in(iabove? | L. L. ... e e 11g(ii)
{iii) A 35% controlled entity of a person described in (Yor{ijabove? .. . ... .. ... ..., 11g(#i)
h Provide the following information about the supporied organization(s).
(i} Name of supported {ii} EIN {lii} Type of organization {ivjisthe | (v} Did you notify {vi) 18 the: {vil) Amount of monetary
organization (described on lines 1-9 organtzation in | the organtzation | crganization in suppor
above or IRC section “'urm:',‘:-"". | in col. {i) of your | col. {I) organized
{see Instructions)) A e support? nthe US?
Yes | No | Yes No Yes No
(A)
(B)
{C)
(0)
(E)
Total
For Paperwork Reduction Act Notice, sea the Instructions for Schedule A (Form 980 or 880-EZ) 2013

Form 990 or 990-EZ.

JSA
JE1210 1 000
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MEDSTAR SOQUTHERN MD HOSPITAL CENTER INC. 46-0726303

Schedule A (Form 990 or 890-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 lil. If the organization fails to qualify under the tests listed below, please complete Part lll.)

Section A. Public Support
Calendar year (or fiscal year baginning in} P {a) 2009 {b} 2010 {c) 2011 {d} 2012 {8} 2013 {f) Total
1 Gifts, grants, contributions, and

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

2 Tax  revenues levied for  the
organization's benefit and either paid
toorexpended onitsbehalf . . . . . . .

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

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

§ The portion of total contributions by
each person {other than a
governmental unit or publicly
supported organization) included on
line 1 that exceeds 2% of the amount
shownonline 11, column{f). . . . . ..

6 Public support. Subtract line 5 from line 4.

Section B. Total Support

Calendar year {or fiscal ysar beginning In) P {(a) 2009 {b) 2010 {c) 2011 {d) 2012 {e) 2043 {f Total
7 Amountsfromlined ... ... .04

8 Gross income from interest, dividends,

payments received on securities loans,
rents, royalties and income from similar

sowrces, . ... ... ... 500000
9 Net income from unrelated business
activities, whether or not the business
isregularlycarriedon . « . . . v 0 0 e
10 Other income. D& not include gain or
loss from the sale of capital assels
{Explainin PartlvV) . . . . . .. a8000
11 Total support. Add lines 7 through 10 . .
12  Gross receipts from related activities, etc. {(seeinstructions) . . . . « . . . . T 12
13  First five years. If the Form 990 is for the organization's first, second, third, fourth, or fifth tax year as a section 501(c)(3)
organization, check thisboxandstophere . . . . . .« ¢ ¢ e 0 0 o o v e s s e s e s s 4 e s s e o eanh000 0 oeEEe
Section C. Computation of Public Support Percentage
14  Public support percentage for 2013 (line 6, column (f) divided by line 11, column{f)) . . ... ... 14 %
15 Public support percentage from 2012 Schedule A, Part ll, line 14, . . . . e e s e e e 15 %
16a 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 , . .. ........ U L__I
b 33113% support test - 2042, If the organization did not check a box on line 13 or 16a, and line 15 is 33113 % or more,
check this box and stop here. The organization qualifies as a publicly supported organization. . . ... .... I r_—l
17a 40%-facts-and-clrcumstances 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 meels the "facts-and-circumstances” test. check this box and stop here. Explain in
Part IV how the organization mests the “facts-and-circumstances” test. The organization qualifies as a publicly supported
organization, . , . .. G GoOOo0Ccao00D000a 50bo00LLBo000D0aGE SGGo00bbancanDoaacC P
10%-facts-and-clrcumstances test - 2012. If the organization did not check a box on line 13, 16a, 16b, or 173, 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
supportedorganization , , . .. ... .. ... ... e e e e et e .

18 Private foundation. If the organization did not check a box on line 13, 16a, 16b, 17a, or 17b, check this box and see
instructions . . ...... . e e e e e e e e e e s e e e e e e a e e e .>D
Schadule A (Form 980 or 890-EZ) 2013
JSA
3E1220 1.000
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MEDSTAR SOUTHERN MD HOSPITAL CENTER INC, 46-0726303
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 II.
If the organization fails to qualify under the tests listed below, please complete Part Il.)
Section A. Public Support
Calendar year (or fiscal year beginning in) »|  (a) 2009 (b} 2010 (e} 2011 (d) 2012 {e) 2013 {f) Total
1 Gils, grants, contributions, and membership fees
received. (Do nol include any "unusual granis.")
2 Groas receipts from admissions, merchandise
sold or services performed, or facllities
furnished In any activily that is related to the
organizetion's tax-exempt purpose |
3 Gross receipts from activities thal are not an
unrelated irade or business under section 513 |
4 Tax revenues levied for the
organization's benefit and either paid
to or expended on itsbehalf , . . ..
5 The value of services or facilities
furnished by a governmental unit to the
organization without charge , , ., . .. .
6 Total. Add lines 1 throughS_, , , ., ...
7a Amounts included on tines 1, 2, and 3
received from disqualified persons . . . .
b Amounts included on lines 2 and 3
received from olher than disqualified
persons that exceed the greater of $5,000
or 1% of the amount on line 13 for the year
c Addlines7aand7b. « « « + v ¢« + o =«
8 Public support {Subtract line 7c from
ined) o v v v v v v v .
Section B. Total Support
Calendar year (or fiscal year beginning In) |  {a) 2009 {b) 2010 (c) 2011 {d) 2012 (e) 2013 (f) Total
9  Amounts fromline8. . . . ... ..
10a Gross income from interest, dividends,
payments received on securities loans,
rents, royalties and income from similar
SOUMCES . & o v v ¢« ¢ v 2 5 s ¢ » 2 = = .
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
carriedon » + 5 ¢ s 0 a0 e s 8 e e s
12 Other income. Do not include gain or
loss from the sale of capital assels
(ExplaininPart V) ., . .........
13 Total support. (Add lines 9, 10c, 11,
and12) L L
14  First five years. If the Form 990 is for the organization's first, second, third, fourth, or fifth tax year as a section 501(c}(3)
organization, check this box and stop here. . . . . . oo ooDO0DOacBoBoas0sD o000 aoan e S S A
Section C. Computation of Public Support Percentage
15 Public support percentage for 2013 (line 8, column (f) divided by line 13, column () . . . . ... .... 15 %
146 Public support percentage from 2012 Schedutle A, PartlllLJin@15. . « v« o v s ¢ v v v o v v o 0 v 0 00 18 %
Section D. Computation of Investment Income Percentage
17  Investment income percentage for 2013 (line 10c, column {f) divided by line 13, column () , , . . ... ... 17 %
18 Investment income percentage from 2012 Schedule A, Part i, line 17 | . ., . . . v s v v s v u v o o 18 %
19a 331/3% support tests - 2013, |f 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 organizalion qualifies as a publicly supported organization >
b 331/3% support tests - 2012, If the organization did not check a box on line 14 or line 192, and line 16 is more than 331/3%, and
ling 18 is not more than 331/2%, check this box and stop here. The organization qualifies as a publicly supported organization >
20 Private foundation. }f the organization did not check a box on line 14, 193, or 19b, check this box and see instruclions »

JSA
3E1221 1.000
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MEDSTAR SOUTHERN MD HOSPITAL CENTER INC. 46-0726303
Schedule A (Form 990 or 890-EZ) 2013 Page 4

Supplemental Information. Provide the explanations required by Part Il, line 10; Part ll, line 17a or 17b;
and Part lll, line 12. Also complete this part for any additional information. (See instructions).

JSA Schedule A {Form 980 or 990-EZ) 2013

361225 2.000
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Schedule B Schedule of Contributors OME No. 15450047

(Form 980, 890-EZ,
or 980-FF) P Attach to Form 990, Form 990-EZ, or Form 890-PF. 2013
Deapartment of the Treasury
Internal Revenue Service | P Wformation about Schedule B (Form 880, 880-EZ, or 990-PF) and Its instructions Is at www.irs.gov/form990.
Name of the organization Employer identification number
MEDSTAR SOUTHERN MD HOSPITAL CENTER INC.
46-0726303

Organization type {check ona):
Filers of: Section:
Form 990 or 990-EZ 501(c)(3 ) (enter number) organization

D 4947(a)(1) nonexempt charitable trust not treated as a private foundation

[] 527 poitical organization
Form 990-PF [C] 504(c)(3) exempt private foundation

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

|:| 501(c)(3) taxable private foundation
Check if your organization is covered by the General Rule or a Special Rule.

Nota. 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 980-PF that received, during the year, $5,000 or more {in money or
property) from any one contributor. Complete Parts | and Il

Special Rules

[

O

]

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 conlribution of
the greater of (1) $5,000 or (2) 2% of the amount on (i} Form 990, Part VIII, line 1h, or (i) Form 980-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 |, Il, and Il

For a section 501{c){7), {8}, ar {10) organization filing Form 990 or 990-EZ that received from any one contributor,
during the year, contributions for use exclusively for religious, charitable, elc., 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 paris unless the General Rule
applies to this organization because it received nonexclusively religious, charitable, etc., contributions of $5,000 or
more during the year >3

T I T T T T T R L L I R R R I N I I ] - -

Caution. An organization that is not covered by the General Rule and/or the Special Rules does not fite Schedule B (Form 990,
990-EZ, or 980-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 980-EZ or on its

Form 990

-PF, Part |, line 2, to certify that it does nat mest the filing requirements of Schedule B (Form 990, 990-EZ, or 880-PF).

For Paparw

JSA

3E1251 1.000
70

ork Reduction Act Notice, ses the Instructions for Form 980, 980-EZ, or 990-PF.
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Schadule B {Form 990, 980-E2Z, or 830-PF) (2013}

Name of organization MEDSTAR SOUTHERN MD HOUSPITAL CENTER INC.

Page 2

Employer |dentification number

46-0726303

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

{a)
No.

{b)
Name, address, and ZIP + 4

(c)
Total contributions

(d)
Type of contribution

Person
Payroll
Noncash

{Complete Part || for
noncash contributions.)

{a)
No.

{b)
Name, address, and ZIP + 4

(c}
Total contributions

{d) =
Type of contribution

Parson
Payroll
Noncash

{Complete Part Il for
noncash contributions }

(a}
No.

{b)

Name, address, and ZIP + 4

()
Total contributions

{d)
Type of contribution

Person
Payroll
Noncash

(Complete Part il for
noncash contributions. )

(a}
No.

(b}
Name, address, and ZIP + 4

(c}

Total contributions

(d}
Type of contribution

Person
Payroll
Noncash

{Complete Part il for
noncash contributions )

(a)
No.

(b}
Name, address, and ZIP + 4

Total contributions

(d)
Type of contribution

Parson
Payrol!
Noncash

{Complete Part It for
noncash contributions )

(a)
No.

(b}

Name, address, and ZIP + 4

{c)
Total contributions

(d)
Type of contribution

Person
Payroll
Noncash

{Complete Part Il for
noncash contributions.)

JSa

3E1253 1.000
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Schedule B (Form 930, $90-EZ, or 990-PF) (2013)

Page 3

Name of orpanization MEDSTAR SOUTHERN MD HOSPITAL CENTER INC.

Employer Identification number

46-0726303

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

(c)
FMV (or estimate)
{see instructions)

(d}

Date received

{a) No.
from
Part |

(b}

(c)
FMV (or estimate)
(see instructions)

()

Date received

(a) Neo.
from
Part |

(b}

(c)
FMYV (or estimate)
(see instructions)

(d)

Date received

(a) No.
from
Part |

(b}

Description of noncash property given

(c)
FMV (or estimate)
(see instructions)

{d)

Date received

{a) No.
from
Part |

(b)

Description of noncash property given

(c)
FMV (or estimate)
(see instructions)

(d)

Date received

(a} Neo.
from
Part |

{b)

(c)
FMV (or estimate)
(see instructions)

(d)

Date received

JSA
JE1254 1 00O

7000GB 2502
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Schedule B {Form 990, 990-EZ, or 990-PF) (2013}
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Schedule B (Form 930, 930-EZ, or 890-PF) (2013)

Page 4

Name of organization MEDSTAR SOUTHERN MD HOSPITAL CENTER INC.

Employer identification number
46-0726303

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 Ill, enter the total of exclusively religious, charitable, etc.,

contributions of $1,000 or less for the year. (Enter this information once. See instructions.) » $

Use duplicate copies of Part Ill if additional space is needed.

{a) No.
;rorrtnl {b) Purpose of gift {c) Use of gift {d) Description of how gift is held
a
{e} Transfer of gift
Transferee’s name, address, and ZIP + 4 Relationship of transferor to transferee
{a} No.
l;mr'tnl (b} Purpose of gift {c) Usa of gift {d) Description of how gift is held
al
(e) Transfer of gift
Transferea’s namae, addrass, and ZIP + 4 Relationship of transferor to transferee
(a) No.
l!'rorrtnI {b) Purpose of gift {c) Use of gift {d) Dascription of how glit Is held
al
{a) Transfer of gift
Transferea's name, address, and ZIP + 4 Relationship of transfaror to transforee
(a) No.
;romi {b) Purposs of gift {c) Use of gift {d) Description of how gift is held
art
{e} Transfer of gift
Transferea's nama, address, and ZIP + 4 Relationship of transferor to transferee
JSA Schedule B {(Form 830, 890-EZ, or 980-PF) (2013}
3E1255 1.000
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SCHEDULE D | OMB No. 1545-0047

Supplemental Financial Statements

(Form 990) P Complets If the organlzation answered "Yes," to Form 940, 2@1 3
Part IV, line 6, 7, 8, 9, 10, 113, 11b, 11¢, 11d, 11e, 111, 12a, or 12b.

Depariment of the Treasury P Attach to Form 990. Open to Public

Intemal Revenue Seqvice - (nformation about Schedula D {Form 980) and its instructions is at www.irs.gov/form990. Inspection

Name of tha organization Employer |dentifilcation number

MEDSTAR SOUTHERN MD HOSPITAL CENTER INC. 46-0726303

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

(a} Donor advised funds {b) Funds and other accounts
1 Totalnumberatendofyear ,..........
2  Aggregate contributions to (during year) . ...
3  Aggregate grants from {duringyear). . . .. ..
4  Aggregate value atendofyear, ., . .......
§  Did the organization inform all donors and donor advisers in writing that the assets held in donor advised
funds are the organization's propersty, subject to the organization's exclusive legalcontrol? . . ... ...... D Yes D No
6  Did the organization inform all grantees, donors, and donor advisors in writing that grant funds can be used

only for charitable purposes and not for the benefit of the donor or donor advisor, or for any other purpose
conferring impermissible privatebenefit? . . . . . ... ... ... I I R A S A S I:] Yes D No
Conservation Easements. Complete if the organization answered "Yes" to Form 990, Part IV, line 7.
1 Purpose(s) of conservation easements held by the organization (check all that apply).
Preservation of land for public use (e.g., recreation or education) Preservation of an historically important land area
Protection of natural habitat Preservation of a certified historic structure
Preservation of open space

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

Held at the End of the Tax Year
a Total number of conservationeasements . . ... ..... NGOG0 boo0NOB0BAa00:0 2a
b Total acreage restricted by conservationeasements . . . . ... .. . 00t o e 2b
¢ Number of conservation easements on a cerlified historic structure includedin(a). . . . . . 2c
d Numbsr of conservation easements included in {c) acquired after 8/17/06, and nol on a
historic structure listed in the National Register. . . .. . .. nG0GO0ocD0DObDAa0a000 2d
3 Number of conservation easements modified, transferred, released, extinguished, or terminated by the organization during the
taxyear » _ ________________

4  Number of slates where property subject to conservation easement is located b

5  Does the organization have a written policy regarding the periodic monitoring, inspection, handling of

violations, and enforcement of the conservation easements it holds? . . . . . SG00o0coanO0000ca00 D Yes EI No
6 Staff and volunteer hours devoted to monitoring, inspecting, and enforcing conservation easements during the year

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

-

8 Does each conservation easement reported on line 2(d) above satisfy the requirements of section 170(h){4XB)
(i) and section 170(hAXBY? . . . . .. .. .. .. e cevnn.. Lyes Do
] In Part Xlll, 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
ofganization's accounting for conservation easements.
Organizations Maintaining Collections of Art, Historical Treasures, or Other Similar Assets.
Complete if the organization answered "Yes" to Form 990, Part IV, line 8.
1a If the or?anizalion elected, as permitted under SFAS 116 (ASC 958), not to report in its revenue statement and balance shest

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

b |f the organization elected, as permitted under SFAS 116 (ASC 958), to report in ils 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, PartVilLline 1 . . . . oo v v v i i vt ittt ann e >3
(i} Assets included in Form 990, PartX . ....... 6fmo0b00C00cOaBR00D000000G00G0 s e

2 If the organization received or held works of ar, historical treasures, or other similar asseis 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 Vill, line1 . . .. .. nonNoo0O0000oO0OddO0C0C0000a0 G | J
b _Assetsincluded in Form 990, PatX . ... ... ... ... ..... o ooocOonOsonoocoo0os >3
For Paperwork Reduction Act Notlce, see the Instructions for Form 880. Schedule D {Form 980) 2013
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MEDSTAR SOUTHERN MD HOSPITAL CENTER INC. 46-0726303
Schedule D (Form §90) 2013

Page 2
Part Il

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

3 Using the organization's acquisition, accession, and ather records, check any of the following that are a significant use of its
collection items (check all that apply): F

a Public exhibition d B Loan or exchange programs
b Scholarly research e Other
c Preservation for future generations
4 Provide a description of the organization's colleclions and explain how they further the organizaticn's exempt purpose in Part
X

5§ During the year, did the organization salicit or receive donations of art, hislarical treasures, or other similar
assets 1o be sold to raise funds rather than to be maintained as part of the organization's collection? . . . . . . D Yes D No

Escrow and Custodial Arrangements. Complete if the organization answered "Yes" to Form 980, Part IV, line 9,
or reported an amount on Form 990, Part X, line 21.

1a Is the organization an agent, trustee, custodian or other intermediary for contributions or other assets not
included on Form 990, PartX? . . ... .. i e e
b If "Yes," explain the arrangement in Part XIli and complete the following lable:

Amount
c Beginningbalance . ... ... 00ttt t e e i e s 1¢
d Additionsduringthe year . . . . ¢ v o e o v n v a v v i s oo et 1d
e Distributions duringtheyear. . . . .. v v v v v v v vt i i i e 1a
f Endingbalance . . ............ 50000000000 G0000C0000C 1f

2a Did the organization include an amount on Form 980, Part X, line 217 e I Yes |_INo
b If "Yes,"” explain the arrangement in Part XIll. Check here if the explanation has been provided in Part Xlll, , , , ., ., , .

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

(@) Four years back

1a Beginning of year balance . . . .
b Contributions . . . ........
¢ Net investment earnings, gains,

andlosses. . . ... v 0 v e e
d Grants or scholarships . ... ..
a Other expenditures for facilities

and programs. . .. ... ....
f Administrative expenses . . . . .
g Endofyearbalance. . ......

2 Provide the estimated percentage of the current year end balance (line 1g, column (a)) held as:
a Board designated or quasi-endowment p %

b Permanent endowment p %

The percentages in fines 2a, 2b, and 2¢ should equal 100%.
3a Are there endowment funds not in the possession of the organization that are held and administered for the
organizalion by:
(i} unrelated organizations, , , ., ... . 3a(i)
(i1} related organizations e e e e e e 3a(ii)
b If “Yes" to 3a(ii), are the related organizations listed as requiredon Schedule R? . . . .. ............. b
4 Describe in Part Xlll the intended uses of the organization's endowment funds.

Yes | No

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

Ul Land, Buildings, and Equipment. . , _
Complete if the organization answered "Yes" to Form 990, Part IV, line 11a. See Form 990, Part X, line 10.
Description of property {2) Cost or other basis | {b) Cost or ather basis {c} Accumulated (d) Book value
{Investment) {other) depreciation
CE e e e e e e e o0 00000 aco0aas 6,250,000. 6,250,000.
b Buildings + - - «c oo vt 30,100,914, 2,529,776 27,571,138.
¢ Leasehold improvements. . . . . . .. .. 2,804,216. 218,711 2,585,505.
d Equipment .« . -« ..o 34,538,277.| 12,332,849, 22,205,428,
8 OthBr + v v v s v v e e i e e v 2,370,703. 2,370,703.
Total. Add lines 1a through 1e. (Column (d) must equal Form 990, Part X, column (B), fine 10(c).). . . . . . & 60,982,774.
Schedule D (Form 990} 2013
JSA
IE1269 2 000
7000GB 2502 Vv 13-7.15 2944849 PAGE 23



MEDSTAR SOUTHERN MD HOSPITAL CENTER INC. 46-0726303
Schedule O (Form 980) 2013 Page 3
Investments - Other Securities.
Complete if the organization answered "Yes" to Form 990, Part IV, line 11b. See Form 980, Part X, line 12.

{a) Description of security or category {b) Book value {c) Method of valuation:
(including name of security) Cost or end-of-year market value
(1) Financialderivatives . . . ..............
{(2) Closely-held equity interests , , , ,,,.,......
{(3) Other_ _ _ o
O .
-
S
L {
S =
S ()
G

Tolal, {Column (b} must equal Form 990, Part X, col. (B) tine 12.} P
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 (¢} Method of valuation
Cost or end-of-year market value

(1
(2)
(3)
(4)
(5)
{6)
{7)
{8)
(9)
Total. {Column (b) must agual Form 990, Part X, col. (B) line 13.) P>
Other Assets,
Complete if the organization answered "Yes" to Form 990, Part 1V, line 11d. See Form 990, Part X, line 15.

{a) Description {b) Book value
(1}
(2)
(3)
4)
(5)
{6)
{7)
(8)
(9)
Total. (Column (b) must equal Form 990, Part X, col. (B) line 15.). . v v v v v v v v e v v e o v o o o s v 4 o oo >

Other Liabilities.
Complete if the organization answered "Yes" to Form 980, 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) INTERCOMPANY PAYAELES 54,123,973,
(3)ACCRUED SALARIES, WAGES & BENEFITS 7,333,185,
(4)AMOUNTS DUE TQ THIRD PARTY PAYORS 9,799,888.
{§)CTHER LIABILITIES 16,529,451.
{6)
{7)
(8)
(9

Total. (Colurmn (b) must equal Form 990, Pant X, col. (B} line 25.) W 88,186,497.

2. Liability for uncertain tax positions. In Part XI1i, 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 Par X @

B 27onIotn Schedule D (Form 990) 2013
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MEDSTAR SOUTHERN MD HOSPITAL CENTER INC. 46-0726303
Schedule D (Form 990) 2013 Page 4
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  Amounis included on line 1 but not on Form 980, Part VIIL, line 12:

a Netunrealized gains oninvestments . . . ... ... ... 2a

b Donaled services and use of facilites _ _ _ . . . . ... ............ 2b

¢ Recoveries of prioryeargrants | . . . .. ... .. e e e e 2¢

d Other (Describein Part XULY | . . . . . ... it e st eennn. | 2d

e Addlines2athrough2d L. 2e
3 Subtractline2eframline1 . . . . . ... ... ... i i e e 3
4  Amounts included on Form 990, Part VI, line 12, but not on line 1:

a Investment expenses not included on Form 980, Part Vil line7b | 4a

b Other (Describein Part XILY | . . . . . .. e e e e i e et e 4b

c AAlNes4a anddb | L L. e 4c
5§ Tolal revenue. Add lines 3 and dc. (This must equal Form 990, Part Ll line 12.) . . . . . . . . . .. ... 5

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

1  Total expenses and losses per audited financial statements ... ... ..., 1
Amounts included on line 1 but not on Form 980, Part IX, line 25:
a Donated services and use of facilities 2a
b Prior year adjustments ottt 2b
. T 2
d Other (Describein PartXiily =~~~ 777 Tt g
e Addlines2athrough2d Tttt Em T 2e
3 Subtractline2e from finet . . . L Ll LIl Il LIl i3
4  Amounts included on Form 990, Part IX, line 25, but not on line 1:
a Invesiment expenses not included on Form 990, Part VI, line 7b L.l 4a
b Other (DescribeinPatxwt) 077 4b
¢ Addlnesdaanddb T TTTrtrroerreseess e ac
5  Total expenses. Add lines 3 and dc. (This must equal Form 990, Parii fine18). . . . ... ..... .5

CETR@ 4]l Supplemental Information.
Provide the descriptions required for Part 1l lines 3, 5, and 9; Pant I}, lines 1a and 4; Part IV, lines 1b and 2b; Part V, line 4; Part X, line
2: Part X, lines 2d and 4b; and Part XII, lines 2d and 4b. Alse complete this par to provide any additional information.

SEE PAGE 5

JsA Schedule D (Form 880} 2013
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Schedule D (Form 990) 2013 MEDSTAR SOUTHERN MD HOSPITAL CENTER INC. 46-0726303 Page 5
SER®4l  Supplemental Information {conlinued)

FIN 48 FOOTNOTE

SCHEDULE D, PART X

INCOME TAXES ARE ACCOUNTED FOR UNDER THE ASSET AND LIABILITY METHOD.
DEFERRED TAX ASSETS AND LIABILITIES ARE RECOGNIZED FOR THE FUTURE TAX
CONSEQUENCES ATTRIBUTABLE TQ DIFFERENCES BETWEEN THE FINANCIAL STATEMENT
CARRYING AMOUNTS OF EXISTING ASSETS AND LIABILITIES AND THEIR RESPECTIVE
TAX BASES AND OPERATING LOSS AND TAX CREDIT CARRYFORWARDS. DEFERRED TAX
ASSETS AND LIABILITIES ARE MEASURED USING ENACTED TAX RATES EXPECTED TO
APPLY TOQ TAXABLE INCOME IN THE YEARS IN WHICH THOSE TEMPORARY DIFFERENCES
ARE EXPECTED TC BE RECOVERED OR SETTLED. THE EFFECT ON DEFERRED TAX
ASSETS AND LIABILITIES OF A CHANGE IN TAX RATES IS RECOGNIZED IN THE
PERIOD THAT INCLUDES THE ENACTMENT DATE. ANY CHANGES TO THE VALUATION
ALLOWANCE ON THE DEFERRED TAX ASSET ARE REFLECTED IN THE YEAR OF CHARNGE.
THE CORPORATION ACCOUNTS FOR UNCERTAIN TAX POSITIONS IN ACCORDANCE WITH
THE FASB ACCOUNTING STANDARDS CODIFICATION (ASC) TOPIC 740, INCOME TAXES.
THERE WAS NO LIABILITY RECORDED FOR UNCERTAIN TAX POSITIONS AS OF JUNE

30, 2014.

Schadule D (Form 820) 2013
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SCHEDULE H Hospitals | ome No. 1545-0047

{(Form 990)
»- Complete if the organization answered "Yes” to Form 980, Part [V, question 20.
Attach to Form 880. b~ See separate Instructions. i
E,fg;ﬂ:m::%mm P Information abot: Schadule H (Form £90) and its I?lslructions is at www.irs.gov/form990. ﬁg:r;:;?i g: blic
Name of the organization Employsr identification number
MEDSTAR SOUTHERN MD HOSPITAL CENTER INC. _ _ 46-0726303
=N Financial Assistance and Certain Other Community Benefits at Cost
Yes| No
12 Did the organization have a financial assistance policy during the tax year? if "No," skip to question6a . . . . . . . . 1 1a | X
b If "Yes,” was it a written policy?. . . . . . . e e e e e e e e .. ABLX
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 faciiities 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 fallowing was the FPG family income limit for eligibility for free care: |3alX
100% 150% 200% D 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: | , , , ., .. i . |3 X
200% D 250% t' 300% 350% 400% Other %
¢ If the organization used factors other than FPG in determining eligibility, describe in Part VI the income based
crileria for determining eligibility for free or discounled care. Include in the description whether the
organization used an asset lest or other threshold, regardiess of income, as a factor in determining eligibility
for free or discounted care.
4 Did the organization's financia) assistance policy that applied to the largest number of its patients during the
tax year provide for free or discounted care to the "medically indigent™?, | . . e e e e e e e L4 X
Sa Did the organization budget amounts for free or discounted care provided under its financial assistance policy during the tax year? Sa | X
b If"Yes," did the organization's financial assistance expenses exceed the budgeted amount? . , . . . . ... . ... . |5l X
c W "Yes" to line 5b, as a result of budget considerations, was the organization unable o provide free or
discounted care to a patient who was eligible for free or discounted care? . . . . .. NG0B O0OOAa88a0D000 Sc X
6a Did the organization prepare a community benefit report during the taxyear? . . . . . A pCO0O0C0C0OD0000 0 6a | X
b If "Yes," did the organization make it availableto thepublic? . . . . . . . ... ... . EAOGOOBOBO000000 6b | X
Complete the following table using the worksheets provided in the Schedule H instructions. Do not submit
these worksheets with the Scheduls H.
7  Financial Assistance and Certain Other Community Benefits at Cost
{a) Number of 5 d) Direct offsettin e) Net communit Percent
M':';‘:;‘f#g:;g:;ggz‘:;:r:m R e e e
a Financial Assistance at cost
{from Worksheet 1) « + . - 3,717,847, 3,717,847. 1.83
b Medicald {from Worksheet 3,
columna) . « « + & ¢ « =
C Costs of other means-lested
Worvanser 3, ot
d Total Financial Assisiance and
Means-Tested Government
Programs « « + = - e 3,717,847. 3,717,847. 1.83
Other Banafits
& Community health improvernant
s oo g+ 1,070,990. 1,034. 1,069,956. .53
f Health professions education
(from Workshest §) . « . . 2,949,003, 2,949,003. 1.45
g Subsidized heaith senvices ({from
Worksheat8l. « o + o« - . 5,065,700. 2,920,354. 2,145,346. 1.05
h Rasearch (rom Worksheel 7)
I Cash end in-kind contributions
N 53,900. 53, 900. .02
| Total. Other Benefts . . . . 9,139,593, 2,921,388, 6,218,205. 3.05
k Total. Add lines 7d and 7J. . _12,857,440. 2,921,388. 9,936,052, 4.88
For Paperwork Reduction Act Notice, see the Instructions for Form 880, Schedule H (Form 980} 2013
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MEDSTAR SQUTHERN MD HOSPITAL CENTER INC.
Schedule H (Form 980) 2013

46-0726303
Page 2

Community Building Activities Complete this table if the organization conducted any community building

activities during the tax year, and describe in Part VI how its community building activities promoted the

health of the communities it serves.

{a) Number of | (b) Persons {c) Total community (d) Direct offsetiing (#) Nei community {f) Percent of
sctivities or served building expense revenue building expense total axpense
programs {optional)
{optional)
1 _Physical improvements and housing
2 Economlic development
3 Community support 15,439, 15,439, .01
4 Environmenial improvemenis
5 Leadership developmant and
Ining for ity
& Coalition building
7 Community health improvement
advocacy 28,187. 28,187. .02
8 Workforce development 89,761. 89,761. .04
9 Other
10 Total 133,387. 133,387. .07
Bad Debt, Medicare, & Collection Practices
Section A. Bad Debt Expanse Yes | No
1 Did the organization report bad debt expense in accordance with Healthcare Financial Management Association
StatementNo. 157, .+ . v v v v vt e h e e et e e e ke 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 18,032,345.
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 eslimate 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 statemenis that describes bad debt
expense or the page number on which this footnote is contained in the attached financial statements.
Saction B. Medicare
5 Enter total revenue received from Medicare (including DSHandIME) . .. ....... |3
6 Enter Medicare allowable costs of care relating lo paymentsonline5 . .. ....... |86
7 Subtract line & from line 5. This is the surplus {(orshortfall} . . . ... ... P I |
8 Describe in Part VI the extent to which any shorifall reported in line 7 should be treated as community
benefit. Also describe in Part VI the cosling 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?. . . . . .. .. .. ... oo n 8a | X
b If “Yes" did the organization's collection policy that applied to the largest number of its patienis during the tax year conlain provisions on the
collection praciices to be followed for palients who are known 1o qualify for financial assistance? DescribeinPartV , , , , . . . . . . . . . . 9b | X
Management Companies and Joint Ventures (owned 10% or more by offcars. s ey amployaes, and phyaiians - ses insincions)
{a} Name of enfily {b} Description of primary (c) Organization's {d) Officers, directors, {e} Physicians'
activily of entity profilt % or stock rustees, or key profit % or stock
ownership % amployees' profit % ownership %
or stock ownership %
1
2
3
4
5
(]
7
8
9
10
11
12
13

JSA
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MEDSTAR SOUTHERN MD HOSPITAL CENTER

Scheduls H {Form 990) 2013

INC.

46-0726303

Page 3

Facility Information

Section A. Hospital Facilitias

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

How many hospital facilities did the organization operate
during the taxyear? __ 1

fendsoy pasuaor]
lendsoy Suyoeay

jendsoy s.uatiyd

Name, address, primary website address, and state license
number

JesyBins B (EHPAW (RJBUSS)

jepdsoy 552308 [BNWD

Ayoe) yueassy

'Inoy $Z-H3

Jayio-y3

Other {describe)

Facility
reporting
group

1 MEDSTAR SOUTHERN MD HOSPITAL CENTER

7503 SURRATTS ROAD

CLINTON MD 20735

-2

10

I5A
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Scheduls H (Form 850) 2013 Page 4
Facility Information (continued)
Section B, Facility Policies and Practices
{Complete & 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 MEDSTAR SOUTHERN MD HOSPITAL CENTER
If raporting on Part V, Section B for a single hospltal facility only: line number of
hospital facility (from Schedule H, Part V, Section A) 1
Yes | No
Community Health Needs Assassment {Lines 1 through Bc 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., . . . . ... ... ...t veens 11X
If "Yes," indicate what the CHNA report describes (check all that apply):
a | X| A definition of the community served by the hospital facility
b | X! Demographics of the community
¢ | X| Existing health care facilities and resources within the community that are available to respond to the
___ health needs of the community
d | X| How data was obtained
e | X| The health needs of the cammunity
f LX] Primary and chronic disease needs and other health issues of uninsured persons, low-income persons,
and minority groups
g The process for identifying and prioritizing community health needs and services to meetl the
community health needs
h The process for consulting with persons representing the community's interests
i Information gaps that limit the hospital facility's ability to assess the community's health needs
)] || other (describe in Section C)
2  Indicate the tax year the hospital facility last conducted a CHNA: 20 1 2
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
CONSUIBA | | . i\ttt et ettt e e et 3 | X
4  Was the hospital facility's CHNA conducted with ane or more other hospital facilities? If "Yes." list the other
hospital facilities in SeclionC | , . . . ... .. .. .t i e et 4 X
5 Did the hospital facility make its CHNA report widely availableto thepublic? , , , ., ., ............. 5 [ X
If "Yes," indicate how the CHNA report was made widely available {check all that apply):
a Hospital facility's website (list url): _WWW.MEDSTARHERLTH . ORG/MSMHC
b |__| Other website (list url):
c Available upon request from the hospital facility
d [ 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):
a Adoption of an implementation strategy that addresses each of the community health needs identified
___ through the CHNA
b | X| Execution of the implementation strategy
¢ | X| Participation in the development of a community-wide plan
d | X[ Participation in the execution of a community-wide plan
e | X| Inclusion of a community benefit seclion in operational plans
f | _X| Adoption of a budget for provision of services that address the needs identified in the CHNA
g | _X| Prioritization of health needs in its community
h |_X| Prioritization of services thal the hospital facility will undertake to meet health needs in its community
I |_J Other {describe in Section C)
7 Did the hospital facility address all of the needs identified in ils most recently conducted CHNA? If "No,”
explain in Section C which needs it has not addressed and the reasons why it has not addressed such needs . i X
8a Did the organization incur an excise tax under section 4959 for the hospital facility's failure to conduct a
CHNAas required by section SOT(I(3)? . . . . . ... .t c ittt it et it e i ie e Ba X
b If "Yes" to line Ba, did the organization file Form 4720 to report the section 4959 excisetax? . . ... ... .. 8b
¢ If "Yes" to line 8b, what is the total amount of seclion 4959 excise tax the organization reported on Form
4720 for all of its hospital facilities?  $
Schedule H {Form 880) 2013
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MEDSTAR SOUTHERN MD HOSPITAL CENTER INC. 46-0726303

Schedule H (Form 890) 2013
Facility Information (confinued)
Financial Assistance Policy MEDSTAR SOUTHERN MD HOSPITAL CENTER

Page 5

Yes | No

10

11

12

- omQo -0 a0 o

13
14

- 0o 060 oW

g

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
= 1= 2
Used federal poverty guidelines (FPG) to determine eligibility for providing freecare? . . . .. .. .. .. ...
If "Yes," indicate the FPG family income limit for eligibility for free care: 200¢%

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

Used FPG to determine eligibility for providing discountedcare?. . . . . . . . . o o o i o v it e s s s o
If "Yes," indicale the FPG family income limit for eligibility for discounted care: 4 00

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

Explained the basis for calculating amounts charged fopatients? . . . . . ... .. .. .. v v v e on
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?. . . . .+ .« o v o v v v i o il
Included measures to publicize the policy within the community served by the hospital facility?
If "Yes," indicate how the hospital facility publicized lhe 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 wriling, to patients on admission to the hospital facility
The puolicy was available on request

Other (describe in Section C)

[T Toeloe[oeoe[o¢]oe

---------

[ [s]o¢]s<] <]

11

12

13

14

Billing and Collactions

15

16

o oo oo

17

o a0 on

Did the hospital facility have in place during the lax year a separate billing and collections policy, or a writlen
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 reasanable 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
before making reasonable efforts to determine the individual's eligibility under the facility's FAP?
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
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MEDSTAR SOUTHERN MD HOSPITAL CENTER INC. 46-0726303

Schedule H (Form 880) 2013
Facility Information (confinued) __ MEDSTAR SOUTHERN MD HOSPITAL CENTER

18

QoM

Page 6

Indicate which efforis 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 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 rales when
calculating the maximum amounts that can be charged
c D The hospital facility used the Medicare rates when calculating the maximum amounts that can be
charged
d ‘:l Other (describe in Section C)
21 During the tax year, did the hospilal 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 coveringsuchcare?. . . . . . . .. vt i s i it it it et 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
charge for any service providedto thatindividual? . . . . . . . . .. . ittt i e, 231 X
If "Yes," explain in Section C.
Schedule H (Form 890) 2013
Jsa
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MEDSTAR SOUTHERN MD HOSPITAL CENTER INC. 46-0726303
Schedule H (Form $90) 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, 14g, 16e, 17¢e, 18e, 19¢c, 19d, 20d, 21, and 22. I applicable, provide separate descriptions
for each facility in a facility reporting group, designated by "Facility A" "Facility B," etc.

™ Schedule H (Form 890) 2013
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MEDSTAR SOUTHERN MD HOSPITAL CENTER INC. 46-0726303
Schedule H (Form 880) 2013 Page B
Facility Information (continued}

Section D. Other Health Care Facilities That Are Not Licensed, Registered, or Similarly Recognized as a Hospital
Facllity

(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 980) 2013
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MEDSTAR SOUTHERN MD HOSPITAL CENTER INC. 46-0726303

Schedule H (Form 950) 2013 Page 8

Supplemental Information

Provide the following information.

1

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

Neods assessmant. 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 eligibilty for assistance. Describe how the organization informs and educales 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 gecgraphic area and
demographic constituents it serves.

Promoticn of community health. Provide any other information imporiant 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. lf the organization is part of an affilialed health care system, describe the respective roles of the
organization and its affiliales 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.

CHARITY CARE AND CERTAIN QOTHER BENEFITS AT COST

PART I, LINE 7

MEDICARE COST REPORT DATA AS WELL AS COST-TO-CHARGE RATIO WERE USED TO

CALCULATE FIGURES REPORTED (WHERE APPLICABLE). THE COST-TO-CHARGE RATIO

WAS DERIVED FROM WORKSHEET 2 RATIO OF PATIENT CARE COST-TO-CHARGES.

BAD DEET

PART IIT, LINE 4

MEDSTAR HEALTH AND ITS AFFILIATED ORGANIZATIONS REPORT BAD DEBT EXPENSE

IN ACCORDANCE WITH ASU 2011-07, WHICH REQUIRES CERTAIN

HEALTHCARE ENTITIES TO CHANGE THE PRESENTATION OF THEIR STATEMENT OF

OPERATIONS BY RECLASSIFYING THE PROVISION FOR BAD DEBTS ASSQCIATED WITH

PATIENT SERVICE REVENUE FROM AN OPERATING EXPENSE TO A DEDUCTION FROM

PATIENT SERVICE REVENUE (NET OF CONTRACTUAL ALLOWANCES AND DISCOUNTS) .

HOWEVER, MEDSTAR AND ITS AFFILIATED ENTITIES DO NOT MAKE A DETERMINATION

AS TO WHETHER SELF PAY AMOUNTS ARE COLLECTIBLE IN DETERMINING REVENUE

RECOGNITION. RESERVE MODELS, WHICH HAVE BEEN DEVELOPED BASED ON

Jsa
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MEDSTAR SOUTHERN MD HOSPITAL CENTER INC. 46-0726303

Schedule H (Form $90) 2013 Page 9

Supplemental Information

Provide the following information.

1

2

Required descriptions. Provide the descriptions required for Part |, lines 3¢, 6a, and 7; Pari 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
demagraphic 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., cpen medical staff, comm unity
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 flling of community benefit report. If applicable, identify all states with which the organization, or a related

organization, files a community benefit report.

HISTORICAL COLLECTION RESULTS AND WHICH ARE ADJUSTED PERIODICALLY BASED

ON ACTUAL COLLECTIONS EXPERIENCE, ARE USED TO ESTIMATE UNCOLLECTIBLE

AMOUNTS ACROSS ALL PAYORS INCLUDING SELF PAY. BAD DEBT DETERMINATIONS ARE

MADE ONLY AFTER SUFFICIENT EVIDENCE IS OBTAINED TO SUPPORT THAT AN AMOUNT

IS NOT COLLECTIBELE.

MEDICARE

PART III, LINE 8

THE AMOUNT REPORTED ON PART III, LINE 6 WAS DETERMINED USING THE COST

DATA FROM THE FY 2012 MEDICARE COST REPORT.

DEBT COLLECTION POLICY

PART III, LINE 9

IF IT I5 DETERMINED THAT A PATIENT MAY PCTENTIALLY QUALIFY FOR A

CHARITABLE/FINANCIAL PROGRAM, A HOLD IS PLACED ON THE ACCOUNT TCQ PREVENT

IT FROM BEING REPORTED AS BAD DEBT UNTIL PROGRAM APPROVALS HAVE BEEN

OBTAINED. IF IT IS APPROVED, THE ACCOUNT IS DOCUMENTED AND THE NECESSARY

Jsa
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MEDSTAR SOUTHERN MD HOSPITAL CENTER INC. 46-0726203

Schedule H (Form 980) 2013 Page 9

Supplemental Information

Provide the following information.

1

Required descriptions. Provide the descriptions required for Part |, lines 3c, 6a, and 7; Part Il and Pari 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, stale, 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 imporiant 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, efc.).

Affiliated health care system. If the organization is part of an affiliated health care system, describe the respective roles of the
organization and ils 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 2a community benefit report.

ADJUSTMENTS ARE MADE TO CLOSE THE ACCOUNT.

CHNA INPUT

PART V, SECTION B, LINE 2

HOSPITAL LEAD

ROLE DESCRIPTION

THE COMMUNITY HEALTH NEEDS ASSESSMENT (CHNA) HOSPITAL LEAD SERVES AS THE

COORDINATOR OF ALL ASPECTS OF THE COMMUNITY HEALTH ASSESSMENT PROCESS.

HE/SHE HELPS ESTABLISH AND COORDINATE THE ACTIVITIES OF THE ADVISORY TASK

FORCE, THE LEAD ALSO HELPS PRODUCE THE HOSPITAL'S COMMUNITY HEALTH NEEDS

ASSESSMENT AND IMPLEMENTATICN STRATEGY. HE/SHE WORKS COLLABORATIVELY WITH

REPRESENTATIVES FROM THE CORPORATE COMMUNITY HEALTH DEPARTMENT AND

GEORGETOWN UNIVERSITY. THE LEAD ALSO WORKS CLOSELY WITH THE WRITER.

HE/SHE REVIEWS ALL NARRATIVES PRICR TO PUBLICATION

NAME OF HOSPITAL LEAD: DANIELLE A. GRIMES, COMMUNITY LIAISON

JSA
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MEDSTAR SOUTHERN MD HOSPITAL CENTER INC. 46-0726303

Schedule H (Form 880) 2013 Page 9
EIRAYE  Supplemental Information

Provide the following information.

1

Required descriptions. Provide the descriptions required for Parl |, lines 3¢, 6a, and 7; Part Il and Part Il lines 2, 3, 4, B8 and
gb.

Needs assessment. Describe how the organization assesses the health care needs of the communities it serves, in addition to
any CHNAs reporied 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 patienl 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 imporiant to describing how the organization's hospital facilities or
other health care facilities further its exempt purpose by promoting the health of the community (s.g., open medical staff, community
board, use of surplus funds, eic.).

Affiliated health care system. If the organization is part of an affiliated health care sysltem, 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 benefil report.

EXECUTIVE SPONSOR

ROLE DESCRIPTION

THE EXECUTIVE SPONSOR SERVES AS THE CONDUIT BETWEEN THE ADVISORY TASK

FORCE AND THE SENIOR MANARGEMENT TEAM. THE SPONSCOR IS AN ACTIVE

PARTICIPANT OF THE ADVISORY TASK FORCE AND HE/SHE COMMUNICATES THE

HOSPITAL'S CLINICAL STRENGTHS AND PROGRAM PRIQRITIES TO DIVERSE

AUDIENCES

NAME OF EXECUTIVE SPONSOR: RICHARD ARDERY, VP OF MARKETING, PHILANTHROPY

AND COMMUNITY RELATIONS

ADVISORY TASK FORCE

ROLE DESCRIPTION

THE ADVISORY TASK FORCE (ATF) REVIEWS PRIMARY/SECONDARY DATA AND

LOCAL/STATE/FEDERAL COMMUNITY HEALTH GOALS. BASED ON FINDINGS, THE ATF

PROVIDES INPUT INTC THE HOSPITAL'S THREE-YEAR IMPLEMENTATION STRATEGY.

JSA
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MEDSTAR SQOUTHERN MD HOSPITAL CENTER INC. 46-0726303

Schedule H {Form 990) 2013 Page 9

Supplemental Information

Provide the following information.

1

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

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

Patient education of eliglbilty 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 communilty the organization serves, taking into account the geographic area and
demographic constituents it serves.

Promotion of community health. Provide any other information important fo describing how the organization's hospital facilities or
other health care facilitias 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 respeclive 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 stales with which the organization, or a related

organization, files a community benefit rsport.

AS AMBASSADORS FOR THE CHNA PROCESS, THE ATF MEMBERS SUPPORT EFFORTS TO

OPTIMIZE COMMUNITY PARTICIPATION,

NOTE:

THE ATF SHOULD BE A COMBINATION OF COMMUNITY REPRESENTATIVES AND STAFF.

COMMUNITY REPRESENTATIVES SHOULD MAKEUP AT LEAST 50% OF TOTAL

PARTICIPANTS.
NAME: TITLE: AFFLIATION HOSPITAL
WITH HOSPITAL EMPLOYEE
{I.E., BOARD (YES/NO)
MEMBER, VOLUN -
TEER, COMMUNITY
ADVOCATE, STAFF)
ISA Schedule H {Furm 980) 2013
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MEDSTAR SOUTHERN MD HOSPITAL CENTER INC. 46-0726303

Schedule H (Form 990) 2013 Page 9

Supplemental Information

Provide the following information.

1 Required dascriptions. Provide the descriptions required for Par |, lines 3c, 6a, and 7; Part Il and Part Ill, lines 2, 3, 4, 8 and
gb.
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 Patlent 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 imporiant 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 Affillated 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.
PAMELA CREEXKMUR HEALTH CFFICER PRINCE GEORGE'S NO
COUNTY HEALTH
DEPARTMENT

ERNEST CARTER DEPUTY HEALTH PRINCE GEORGE'S NO

OFFICER COUNTY HEALTH

DEPARTMENT

REV. DR. HARRY REVEREND UNION BETHELA.M.E NO

SEAWRIGHT CHURCH, BRANDYWINE,
MD

BEATRICE MUNICIPAL LIAISCON QFFICE TC THE NO

TIGNCR, ED.D COUNTY EXECUTIVE

TARA SAGGAR MD PHYSICIAN MSMHC YES

ANOCOP KUMAR MD PHYSICIAN MEDICAL EMERGENCY NO

PROFESSIONALS
CARCLYN LCOWE COORDINATOR DISTRICT V NO
COFFEE CLUB
ROSE DODSON COMMUNITY OUTREACH MSMHC YES
MANAGER
JSA Schadule H {Form 980) 2013
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MEDSTAR SCOUTHERN MD HOSPITAL CENTER INC. 46-0726303

Schedule H {Form 950) 2013 Page 9
Supplemental Information

Provide the following information.

1

JANICE WILSON

Required descriptions. Provide the descriptions required for Par |, lines 3c, 6a, and 7; Part Il and Part !, 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 Pant V, Section B.

Patient education of eligibility for assistance. Describe how the organization informs and educates patienis and persons
who may be billed for patient care about their 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.}.

Affiliatad 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 relaled
organization, files a community benefit report.

CHAIRMAN OF THE BAORD SOUTHERN MD NO
BLACK CHAMBER OF

COMMERCE

MELONY GRIFFITH

REV. WILLIE HUNT

DIANE WILSON

RONNIE BARNESBEY

VEDA BELTON, RN

DIANE PROCTOR

VP OF GOVERNMENT AND

EXTERNAL AFFAIRS

REVEREND

LOCAL RESIDENT

LOCAL RESIDENT

COMMUNITY HEALTH

COORDINATOR

CIVIC LEADER

GREATER BADEN NOC

MEDICAL SERVICES

COALITION OF NO
METROPOLITAN
MINISTER'S

ALLIANCE

CLINTON, MD NO

{(STROKE SURVIVOR)

FORT, WASHINGTON,

MD (STROKE SURVIVOR)NO

JSA
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MEDSTAR SOUTHERN MD HOSPITAL CENTER INC. 46-0726303

Schedule H {Form 930) 2013 Page 9
PYRRYE  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, B 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 communily 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.

ASSOCIATES

LINDA GOTTFRIED DIRECTOR OF MSMHC YES

PHILANTHROPY

NEEDS ASSESSMENT

PART V, SECTION B, LINE 7

THE IMPLEMENTATION STRATEGIES SERVE AS A ROADMAP FOR HOW COMMUNITY

BENEFIT RESOURCES WILL BE ALLOCATED AND DEPLOYED. MEDSTAR'S HOSPITALS

WILL BE ABLE TO MEASURE OUR CONTRIBUTION TO IMPROVING THE HEALTH OF

UNDERSERVED AND VULNERABLE POPULATIONS IN THE REGIONS WE SERVE.

THREE-YEAR IMPLEMENTATION STRATEGIES WITH MEASURABLE OBJECTIVES WERE

DEVELOPED FOR EACH HOSPITAL'S COMMUNITY BENEFIT SERVICE AREA - A SPECIFIC

COMMUNITY OR TARGET POPULATION OF FOCUS. PRIORITIES WERE BASED ON

COMMUNITY NEED AS DETERMINED BY QUANTITATIVE DATA AND COMMUNITY INPUT, AS

WELL AS ON HOSPITAL EXPERTISE, RESOURCES, STRENGTHS OF EXISTING

PROGRAMMING AND PARTNERSHIPS, AND ALIGNMENT WITH NATICNAL, STATE, AND

LOCAL HEALTH GOALS. THE MEDSTAR HEALTH CORPORATE COMMUNITY HEALTH

DEPARTMENT WILL PROVIDE SYSTEM-WIDE COORDINATION AND OVERSIGHT OF

JSA
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MEDSTAR SOUTHERN MD HOSPITAL CENTER INC. 46-0726303
Schedule H {(Form 950) 2013 Page 9
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.

2 Needs assessment. Describe how the organization assesses the heaith 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 patienl 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.).

& Affiliated heaith 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 heaith of the communilies served.

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

COMMUNITY BENEFIT PROGRAMMING.

PART VI, LINE 2

IN FY13, MEDSTAR SOUTHERN MARYLAND HOSPITAL CENTER CONDUCTED A COMMUNITY
HEALTH NEEDS ASSESSMENT (CHNA) IN ACCORDANCE WITH THE GUIDELINES
ESTABLISHED BY THE PATIENT PROTECTICN AND AFFORDABLE CARE ACT AND THE

INTERNAL REVENUE SERVICE.

THE HOSPITAL'S CHNA WAS LED BY SEVEN ADVISORY TASK FORCE (ATF) MEMBERS,
WHICH WAS COMPRISED OF A DIVERSE GROUP OF INDIVIDUALS, INCLUDING
GRASSROOTS ACTIVISTS, COMMUNITY RESIDENTS, HOSPITAL REPRESENTATIVES, AND
PUBLIC HEALTH LEADERS. THE ATF REVIEWED QUANTITATIVE AND QUALITATIVE
COMMUNITY HEALTH DATA, AS WELL AS LOCAL, REGIONAL, AND NATIONAL HEALTH

GOALS.

BASED ON THEIR FINDINGS, THE ATF DESIGNED A SURVEY TO IDENTIFY TRENDS IN
HOW PARTICIPANTS PERCEIVED THE SEVERITY OF KEY HEALTH ISSUES IN THE

FOLLOWING CATEGORIES: WELLNESS AND PREVENTION, ACCESS TO CARE, QUALITY OF
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MEDSTAR SOUTHERN MD HOSPITAL CENTER INC, 46-0726303
Schedule H {Form 890) 2013 Page 9
2E1 Ul Supplemental Information

Provide the following information.

1 Requirad descriptions. Provide the descriptions required for Part |, lines 3c, 6a, and 7; Part Il and Part I, lines 2, 3, 4, B and
9b,

2 Needs assassment. 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 Patlent 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 Communlty information. Describe the community the organization serves, taking into account the geographic area and
demographic constituents it serves.

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

& 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 promoling 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.

LIFE, AND ENVIRONMENT. COMMUNITY MEMBERS RESPONDED TO THE SURVEY BY
ATTENDING A COMMUNITY INPUT SESSION OR COMPLETING IT ONLINE OR VIA

HARDCOPY .

BASED ON THE ATF'S RECOMMENDATION, THE HOSPITAL IDENTIFIED CLINTON, MD.,
(ZIP CODE 20735) AS ITS COMMUNITY BENEFIT SERVICE AREA (CBSA) - A
(GEOGRAPHY WITH A HIGH DENSITY OF LOW-INCOME OR VULNERABLE RESIDENTS
WITHIN CLOSE PROXIMITY OF THE HOSPITAL. HEALTH PRIORITIES FOR THE CBSA

INCLUDE OBESITY, HYPERTENSION, AND DIABETES PREVENTION EFFORTS.

THE HOSPITAL'S FY13 CHNA AND 3-YEAR IMPLEMENTATION STRATEGY WAS ENDORSED
BY MEDSTAR SOUTHERN MARYLAND'S BOARD OF DIRECTORS AND APPROVED BY THE
MEDSTAR HEALTH BOARD OF DIRECTORS. THE DOCUMENT BECAME AVAILABLE ON THE

HOSPITAL'S OFFICIAL WEBSITE ON JUNE 30, 2013.

AS A PROUD MEMBER OF MEDSTAR HEALTH, REPRESENTATIVES FROM MEDSTAR
SOUTHERN MARYLAND HOSPITAL CENTER ROUTINELY PARTICIPATE IN THE MEDSTAR

HEALTH COMMUNITY BENEFIT WORKGROQUP. THE WORKGROUP IS COMPRISED OF
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MEDSTAR SOUTHERN MD HOSPITAL CENTER INC. 46-0726303

Schedule H {Form 860} 2013 Page 9

Supplemental Information

Provide the following information.

1

Required descriptions. Provide the descriptions required for Part |, lines 3c, 6a, and 7; Part Il and Part I, lines 2, 3, 4, B 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 eligibllity for assistance. Describe how the organization informs and educates patients and persons
who may be billed for patient care about their eligibility for assistance under federal, state, or local government programs or
under the organization's financial assistance policy.

Community information. Describe the community the organization serves, laking 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.

COMMUNITY HEALTH PROFESSIONALS WHO REPRESENT ALL TEN MEDSTAR HOSPITALS.

THE TEAM ANALYZES LOCAL AND REGICONAL COMMUNITY HEALTH DATA, ESTABLISHES

SYSTEM-WIDE COMMUNITY HEALTH PROGRAMMING PERFORMANCE AND EVALUATION

MEASURES AND SHARES BEST PRACTICES.

PATIENT EDUCATICN OF ELIGIBILITY FOR ASSISTANCE

BART VI, LINE 3

AS ONE OF THE REGION'S LEADING NOT-FOR-PROFIT HEALTHCARE SYSTEMS, MEDSTAR

HEALTH IS COMMITTED TCO ENSURING THAT UNINSURED PATIENTS WITHIN THE

COMMUNITIES WE SERVE WHO LACK FINANCIAL RESOURCES HAVE ACCESS TO

NECESSARY HOSPITAL SERVICES. MEDSTAR HEALTH AND ITS HEALTHCARE

FACILITIES WILL:

" TREAT ALL PATIENTS EQUITABLY, WITH DIGNITY, WITH RESPECT AND WITH

COMPASSION.

" SERVE THE EMERGENCY HEALTH CARE NEEDS OF EVERYONE WHO PRESENTS AT

OUR FACILITIES REGARDLESS OF A PATIENT'S ABILITY TO PAY FOR CARE.

" ASSIST THOSE PATIENTS WHO ARE ADMITTED THROUGH OUR ADMISSIONS

JSA
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MEDSTAR SOUTHERN MD HOSPITAL CENTER INC. 46-0726303

Schedule H (Form 950) 2013 Page 9
FRYE  Supplemental Information

Provide the following information.

1

Required descriptions. Provide the descriptions required for Part |, lines 3¢, 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 il serves, in addition to
any CHNAs reported in Part V, Section B.

Patlent education of aligibility for assistance. Describe haw Ihe 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 organizalion serves, taking inlo 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 faciliies further its exempt purpose by promoting the health of the community (e.g., open medical staff, comm unity
board, use of surplus funds, etc.).

Affiliated health care system. If the organization is part of an affiliated health care system, describe the respeclive 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, fites a community benefit report.

PROCESS FOR NON-URGENT, MEDICALLY NECESSARY CARE WHO CANNOT PAY FOR PART

OR ALL OF THE CARE THEY RECEIVE.

"

BALANCE NEEDED FINANCIAL ASSISTANCE FOR SOME PATIENTS WITH BROADER

FISCAL RESPONSIBILITIES IN ORDER TO KEEP ITS HOSPITALS' DOORS OFEN FOR

ALL WHO MAY NEED CARE IN THE COMMUNITY.

IN MEETING ITS COMMITMENTS, MEDSTAR HEALTH'S FACILITIES WILL WORK WITH

THEIR UNINSURED PATIENTS TC GAIN AN UNDERSTANDING OF EACH PATIENT'S

FINANCIAL RESOURCES PRIOR TO ADMISSION (FOR SCHEDULED SERVICES) OR PRICR

TO BILLING (FOR EMERGENCY SERVICES). BASED ON THIS INFORMATION AND

PATIENT ELIGIBILITY, MEDSTAR HEALTH'S FACILITIES WILL ASSIST UNINSURED

PATIENTS WHO RESIDE WITHIN THE COMMUNITIES WE SERVE IN ONE OR MORE OF THE

FOLLOWING WAYS:

ASSIST WITH ENROLLMENT IN PUBLICLY-FUNDED ENTITLEMENT PROGRAMS

(E.G., MEDICAID).

ASSIST WITH ENROLLMENT IN PUBLICLY-FUNDED PROGRAMS FOR THE

UNINSURED {(E.G., D.C. HEALTHCARE ALLIANCE}.

JEA
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MEDSTAR SQUTHERN MD HOSPITAL CENTER INC. 46-0726303

Schedule H (Form 990) 2013 Page B

Supplemental Information

Provide the following information.

1

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

Needs assessmant. 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 aducation of aligibility 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 communily the organization serves, taking into account the geographic area and
demographic constituents it serves.

Promotion of community health. Provide any other information impariant 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, elc.).

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 repori.

ASSIST WITH CONSIDERATION OF FUNDING THAT MAY BE AVAILAELE FROM

OTHER CHARITABLE ORGANIZATIONS.

i

PROVIDE CHARITY CARE AND FINANCIAL ASSISTANCE ACCORDING TO

APPLICABLE GUIDELINES.

[}

PROVIDE FINANCIAL ASSISTANCE FOR PAYMENT OF FACILITY CHARGES USING

A SLIDING SCALE BASED ON PATIENT FAMILY INCOME AND FINANCIAL RESOURCES.

"

OFFER PERIODIC PARYMENT PLANS TO ASSIST PATIENTS WITH FINANCING

THEIR HEALTHCARE SERVICES.

EACH MEDSTAR HEALTH FACILITY (IN COOPERATION AND CONSULTATION WITH THE

FINANCE DIVISION OF MEDSTAR HEALTH) WILL SPECIFY THE COMMUNITIES IT

SERVES BASED ON THE GECGRAPHIC AREAS IT HAS SERVED HISTORICALLY FOR THE

PURPOSE OF IMPLEMENTING THIS POLICY. EACH FACILITY WILL POST THE POLICY,

INCLUDING A DESCRIPTICN OF THE APPLICABLE COMMUNITIES IT SERVES, IN EACH

MAJOR PATIENT REGISTRATION AREA AND IN ANY OTHER AREAS REQUIRED BY

APPLICABLE REGULATIONS, WILL COMMUNICATE THE INFORMATION TO PATIENTS AS

REQUIRED BY THIS POLICY AND APPLICABLE REGULATIONS AND WILL MAKE A COPY

OF THE POLICY AVAILABLE TO ALL PATIENTS.

J5A
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MEDSTAR SOUTHERN MD HOSPITAL CENTER INC. 46-0726303

Schedule H {Form 990} 2013 Page 9
218N  Supplemental Information

Provide the following information.

1

Required descriptions. Provide the descriptions required for Part |, lines 3¢, 6a, and 7; Parl ! and Part Ill, lines 2, 3, 4, 8 and
9h.

Needs assessment. Describe how the organization assesses the health care needs of the communities it serves, in addition to
any CHNAs reported in Pant 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, slate, 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.

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

Affiliated health care system. If the organization is part of an affilialed 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.

MEDSTAR HEALTH BELIEVES THAT ITS PATIENTS HAVE PERSONAL RESPONSIBILITIES

RELATED TO THE FINANCIAL ASPECTS OF THEIR HEALTHCARE NEEDS. THE CHARITY

CARE, FINANCIAL ASSISTANCE, AND PERIODIC PAYMENT PLANS AVAILABLE UNDER

THIS POLICY WILL NOT BE AVAILABLE TO THOSE PATIENTS WHO FAIL TO FULFILL

THEIR RESPONSIBILITIES. FOR PURPOSES OF THIS POLICY, PATIENT

RESPONSIBILITIES INCLUDE:

COMPLETING FINANCIAL DISCLOSURE FORMS NECESSARY TO EVALUATE THEIR

ELIGIBILITY FOR PUBLICLY-FUNDED HEALTHCARE PROGRAMS, CHARITY CARE

PROGRAMS, AND OTHER FORMS OF FINANCIAL ASSISTANCE. THESE DISCLOSURE

FORMS MUST BE COMPLETED ACCURATELY, TRUTHFULLY, AND TIMELY TO ALLOW

MEDSTAR HEALTH'S FACILITIES TO PROPERLY COUNSEL PATIENTS CONCERNING THE

AVATLABILITY OF FINANCIAL ASSISTANCE.

WORKING WITH THE FACILITY'S FINANCIAL COUNSELCRS AND OTHER

FINANCIAI SERVICES STAFF TO ENSURE THERE 1S A COMPLETE UNDERSTANDING OF

THE PATIENT'S FINANCIAL SITUATICN AND CONSTRAINTS.

n

COMPLETING APPROPRIATE APPLICATIONS FOR PUBLICLY-FUNDED HEALTHCARE

JSA
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MEDSTAR SOUTHERN MD HOSPITAL CENTER INC. 46-0726303

Schedule H (Form 950) 2013 Page 9

Supplemental information

Provide the following information.

1

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

Noeaeds 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, stale, or local government programs or
under the organization's financial assistance policy.

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

Promotion of community health. Provide any other information imperiant 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, comm unity
board, use of surplus funds, eic.).

Affillated haalth care system. If the organization is part of an affiliated health care syslem, 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.

PROGRAMS. THIS RESPONSIBILITY INCLUDES RESPONDING IN A TIMELY FASHION TO

REQUESTS FOR DOCUMENTATION TO SUPPORT ELIGIBILITY.

MAKING APPLICABLE PAYMENTS FOR SERVICES IN A TIMELY FASHION,

INCLUDING ANY PAYMENTS MADE PURSUANT TO DEFERRED AND PERIODIC PAYMENT

SCHEDULES.

L]

PROVIDING UPDATED FINANCIAL INFORMATION TO THE FACILITY'S FINANCIAL

COUNSELORS ON A TIMELY BASIS AS THE PATIENT'S CIRCUMSTANCES MAY CHANGE.

COMMUNITY INFORMATION

PART VI, LINE 4

PRINCE GEORGE'S COUNTY

PRINCE GEORGE'S COUNTY WAS ESTABLISHED IN THE 17TH CENTURY AND

ENCOMPASSES A MIX OF URBAN, SUBURBAN, AND RURAL COMMUNITIES. THE COUNTY

IS PREDOMINATELY AFRICAN AMERICAN WITH AN INCREASING HISPANIC, IMMIGRANT,

AND NON-ENGLISH SPEAKING POPULATION. MINORITIES ACCOUNT FOR 79 PERCENT OF

THE COUNTY'S POPULATION.

A LARGE RANGE OF HEALTH ISSUES SIGNIFICANTLY AFFECT THE RESIDENTS OF

JSA
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MEDSTAR SOUTHERN MP HOSPITAL CENTER INC. 46-0726303

$chedule H (Form 990) 2013 Page 9
ElLAYE  Supplemental Information

Provide the following information,

1

Required descriptions. Provide the descriptions required for Part |, lines 3c, 6a, and 7; Part Il and Part NI, 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 Iinformation. 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, elc.).

Affiliatad 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.

PRINCE GEQRGE'S COUNTY. THE LEADING CAUSE OF DEATH IS CARDIOVASCULAR

DISEASE, CURRENTLY AFFECTING 28 PERCENT OF RESIDENTS. THE COUNTY'S

AGE-ADJUSTED DEATH RATE FROM CARDIOVASCULAR DISEASE IS 280.4 PER 100,000

POPULATION-SIGNIFICANTLY HIGHER THAN MARYLAND'S RATE OF 252.8 PER 100,000

POPULATION (DHMH VITAL STATISTICS ADMINISTRATION AND FAMILY HEALTH

ADMINISTRATION) . ACCORDING TO THE 2012 COUNTY HEALTH RANKINGS, 16 PERCENT

OF ADULTS IN PRINCE GEORGE'S COUNTY, AGES 1% AND OLDER, SMOKE, WHICH CAN

ALSO HAVE A NEGATIVE EFFECT ON CARDIAC HEALTH OUTCOMES. OBESITY IS ALSO A

SIGNIFICANT ISSUE AMONG RESIDENTS. ACCORDING TO THE 2010 BEHAVIORAL RISK

FACTOR SURVEILLANCE SYSTEM DATA, 70 PERCENT OF RESIDENTS ARE OVERWEIGHT

OR OBESE; THE HIGHEST IN THE STATE AND NATION. DIABETES, TOBACCO USE AND

OTHER CARDIOVASCULAR DISEASE-RELATED RISK FACTORS ARE ALSO PREVALENT

AMONG THE PCPULATION. THE AGE-ADJUSTED DEATH RATE FOR DIABETES IN THE

COUNTY (AFRICAN AMERICAN: 47.1 PER 100,000 POPULATICN AFRICAN AMERICAN;

WHITE: 21.9 PER 100,000 POPULATION) IS NOTABLY HIGHER THAN MARYLAND

(AFRICAN AMERICAN: 34.3 PER 100,000 POPULATION; WHITE: 21.7 PER 100,000

POPULATION) .

JSA
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MEDSTAR SOUTHERN MD HOSPITAL CENTER INC. 46-0726303

Schedule H (Form 990) 2013 Page 9

Supplemental Information

Provide the following information.

1

Required descriptions. Provide the descriptions required for Parl |, lines 3c, 6a, and 7; Part [l and Part Ill, lines 2, 3, 4, 8 and
ob.

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 infarms and educates palients 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 communily the organization serves, taking into account the geographic area and
demographic constituents il serves.

Promotion of community health. Provide any other information important to describing how the organization's hospital facilities or
other health cara 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 flling of community benefit report. If applicable, identify all states with which the organization, or a related

organization, files a community benefit report.

DESPITE THE HIGH DEMAND FOR HEALTHCARE IN THE COMMUNITY, PRINCE GEORGE'S

COUNTY IS EXPERIENCING A SHORTAGE OF PRIMARY CARE PHYSICIANS AND

SPECIALISTS. THE MAJORITY ARE CONCENTRATED IN MORE AFFLUENT AREAS OF THE

COUNTY, LIMITING ACCESS IN LOWER INCOME COMMUNITIES. ACCESS TO EMERGENCY

CARE IS ADEQUATE-PRINCE GEORGE'S COUNTY HOUSES SEVERAL HOSPITALS SERVING

ITS RESIDENTS. HEALTHCARE FOR UNINSURED AND UNDERINSURED RESIDENTS IS

LIMITED-FEW RESOURCES ARE AVAILABLE TO SERVE THESE POPULATIONS.

CHARLES COUNTY

WITHIN THE PAST DECADE, CHARLES COUNTY HAS BECOME MORE DIVERSE, WITH

SIGNIFICANT INCREASES IN THE AFRICAN AMERICAN AND HISPANIC POPULATIONS.

THE COUNTY'S ONCE RURAL GEOGRAPHY IS RAPIDLY EVOLVING INTO A MCRE

SUBURBAN AREA, WITH AN INCREASED PRESENCE OF COMMERCIAL AND RESIDENTIAL

DWELLINGS.

HEALTH ISSUES IN CHARLES COUNTY ARE CONSISTENT WITH THOSE IDENTIFIED IN

PRINCE GEORGE'S. OBESITY, DIABETES, TOBACCO USE, AND OTHER RISK FACTORS

RELATED TO CARDIOVASCULAR DISEASE ARE COMMON AMONG CHARLES COUNTY

JSA
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MEDSTAR SOUTHERN MD HOSPITAL CENTER INC. 46-0726303

Schedule H (Form 990) 2013 Page 9

Supplemental Information

Provide the following information.

1

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

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, eic.).

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.

RESIDENTS. OF THE ADULT POPULATION, 70.6 PERCENT ARE OVERWEIGHT, COMPARED

TO 29.4 PERCENT OF PERSONS OF A HEALTHY WEIGHT (MD BRFSS, 2010). THE

AGE-ADJUSTED DEATH RATE FOR DIABETES IN THE COUNTY IS 34.1 PER 100,000

POPULATION (MD VITAL STATISTICS REPORT, 2009). THE HIGH PREVALENCE OF

OBESITY IS A CONTRIBUTING FACTOR TC CHARLES COUNTY'S HIGH DIABETES DEATH

RATE. HEART DISEASE IS THE LEADING CAUSE OF DEATH IN CHARLES COUNTY. THE

AGE-ADJUSTED DEATH RATE FROM HEART DISEASE IS 228.5 PER 100,000 {(MD VITAL

STATISTICS REPORT, 2009). OBESITY AND DIABETES ARE TWO LEADING

CONTRIBUTING FACTORS TO HEART DISEASE INCIDENCE.

PRCMOTICN OF COMMUNITY HEALTH

PART VI, LINE 5

AS A COMMUNITY PARTNER, MEDSTAR SOUTHERN MARYLAND ENGAGES IN A NUMBER OF

COMMUNITY BENEFIT ACTIVITIES TQO IMPROVE AND PROMOTE THE HEALTH AND

WELLEEING OF THE COMMUNITY. THE COMMUNITY OUTREACH DEPARTMENT

PARTICIPATES IN LOCAL COMMUNITY HEALTH EVENTS AND HOSTS FREE HEALTH

EXPOS, SCREENINGS, AND EDUCATIONAL SEMINARS AND PROGRAMS.

J5A
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MEDSTAR SOUTHERN MD HOSPITAL CENTER INC. 46-0726303

Schedule H (Form 890) 2013 Poage B

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 U, lines 2, 3, 4, 8 and
Sb.

Needs assessmeant. 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, siate, 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.

Promaotion 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 HOSPITAL PARTNERS WITH LOCAL FAITH-BASED ORGANIZATIONS, SENIOR

CENTERS, AND ASSISTED LIVING FACILITIES TC SUPPORT COMMUNITY HEALTH

INITIATIVES. THE SERVICES OFFERED ARE TAILORED TO THE SPECIFIC NEEDS OF

THE COMMUNITY. SUCH SERVICES MAY INCLUDE: HEALTH EDUCATION, BLOCOD

PRESSURE AND FULL LIPID PANEL SCREENINGS, AND CARDIAC AND DIABETES RISK

ASSESSMENTS. SEASONAL SERVICES MAY ALSO INCLUDE FLU IMMUNIZATIONS.

SERVICES ARE PROVIDED FREE OF CHARGE, REGARDLESS OF AGE, GENDER,

ETHNICITY OR ECONOMIC STATUS. SUPPORT GROUPS ARE OFFERED TC PROVIDE

EDUCATIONAL AND EMOTIONAL SUPPORT TQO INDIVIDUALS AND FAMILIES FACING

HEALTH CHALLENGES SUCH AS STROKE, PROSTATE CANCER, DIABETES, MENTAL

HEALTH AND LUPUS.

THE COMMUNITY OUTREACH DEPARTMENT ALSC OFFERS A DAILY MALL WALKER PROGRAM

FOR SENIOR CITIZENS. THE PROGRAM IS DESIGNED TO ENCOURAGE INCREASED

PHYSICAL ACTIVITY BY PROVIDING PARTICIPANTS WITH A SAFE AND FRIENDLY

ENVIRONMENT TO GET ACTIVE. FREE BLOOD PRESSURE SCREENINGS ARE ALSO

AVAILABLE FIVE DAYS A WEEK. ONCE A MONTH, A HEALTH PROFESSIONAL

FACILITATES AN EDUCATIONAL SEMINAR FOR MALL WALKERS. TOPICS ARE BASED
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MEDSTAR SOUTHERN MD HOSPITAL CENTER INC. 46-0726303

Schedule H (Form 990) 2013 Page 9

Supplemental Information

Provide the following information.

1

Required descriptions. Provide the descriptions required for Part |, lines 3¢. 6a, and 7; Part H and Part W, 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 eligibilily 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 te 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.

UFON THE INTERESTS OF THE GROUP.

PREVENTATIVE PROGRAMS ARE IMPLEMENTED BY THE HOSPITAL AND ARE AVAILABLE

FREE OF CHARGE TO THE COMMUNITY. THE CONTENT AND STRUCTURE OF THE

PROGRAMS FOCUS ON DISEASE PREVENTION AND HEALTH MAINTENANCE. SCREENINGS

AND HEALTH EDUCATION ARE INCORPCRATED TO PRCMOTE HEALTHY LIFESTYLES. THE

DAILY MALL WALKER PROGRAM IS DESIGNED TO INCREASE PHYSICAL ACTIVITY BY

PROVIDING PARTICIPANTS WITH A SAFE AND FRIENDLY ENVIRONMENT. FREE BLOOD

PRESSURE SCREENINGS ARE ALSCO AVAILABLE FIVE DAYS A WEEK. ONCE A MONTH, A

HEALTH PROFESSIONAL FACILITATES AN EDUCATIONAL SEMINAR FOR MALL WALKERS.

TOPICS ARE BASED UPON THE INTERESTS OF THE GROUP.

THE HOSPITAL HOSTS AN ANNUAL FREE HEART AND DIABETES HEALTH EXPO.

COMMUNITY MEMBERS ARE PROVIDED WITH FREE SCREENINGS, HEALTH EDUCATION,

AND HEALTHY COOKING AND FITNESS DEMONSTRATIONS. AVAILABLE FOR CHILDREN IS

THE TEDDY BEAR ER CLINIC. THE CLINIC WAS DESIGNED TO ENGAGE CHILDREN IN

THINKING ABOUT THEIR HEALTH AND THE ROLE OF HOSPITALS IN THEIR COMMUNITY.

JSA
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MEDSTAR SOUTHERN MD HOSPITAL CENTER INC. 46-0726303
Schedule H (Form 980) 2013 Page 9

Supplemental Information

Provide the following information.

1 Required descriptions. Provide the descriptions required for Part |, lines 3¢, 6a, and 7; Part Il and Part lil, 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 persens
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 inte 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.

AFFILIATED HEALTH CARE SYSTEM

PART VI, LINE &

AS A PROUD MEMBER COF MEDSTAR HEALTH, MEDSTAR SOUTHERN MARYIAND HOSPITAL
CENTER IS ABLE TO EXPAND ITS CAPACITY TO MEET THE NEEDS OF THE COMMUNITY
BY PARTNERING WITH OTHER MEDSTAR HOSPITALS AND ASSOCIATED ENTITIES.
MEDSTAR HEALTH RESQURCES ASSIST THE HOSPITAL IN COMMUNITY HEALTH PLANNING
TO MEET THE NEEDS OF THE UNINSURED AND OTHER VULNERABLE POPULATIONS.
THROUGH ITS COMMUNITY HEALTH FUNCTION, MEDSTAR HEALTH PROVIDES MEDSTAR
SOUTHERN MARYLAND HOSPITAL CENTER WITH TECHNICAL SUPPORT TO ENHANCE
COMMUNITY HEALTH PROGRAMMING AND EVALUATION. MEDSTAR'S CORPORATE
PHILANTHROPY DIVISION IDENTIFIES PUBLIC AND PRIVATE FUNDING SOURCES TO
ENSURE THE AVAILABILITY OF HIGH QUALITY HEALTH SERVICES, REGARDLESS OF

ABILITY TO PAY.

STATE FILING OF COMMUNITY BENEFIT REPORT
PART VI, LINE 7
THE COMMUNITY BENEFIT REPORT FOR MEDSTAR SOUTHERN MARYLAND HOSPITAL

CENTER IS ONLY FILED IN THE STATE OF MARYLAND.

J8A Schedule H (Form 980) 2013
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SCHEDULE J Compensation Information | oma No. 154s-0087

For certain Offlcers, Directors, Trustees, Key Employees, and Highast
(Form 990) Compensated Emplo;zes Py g
P Complete if the organization answerad "Yes" to Form 990, Part IV, line 23. -
Depariment f the Treasury » Attach to Form 960. ¥ See separate instructions. Open to Public
Internal Revenue Senvice P Information about Schedula J (Form 990) and Hs instructions is at www.irs.gov/form990. Inspection

Name of the organization Employer Identification number
MEDSTAR SCUTHERN MD HOSPITAL CENTER INC. 46-0726303
Questions Regarding Compensation
Yes | No
1a Check the appropriate box(es) if the organization provided any of the following to or for a person listed in Form
990, Part VIl, Section A, line 1a. Complete Part Ill to provide any relevant information regarding these items.
First-class or charier 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
gr Ir;eii'r1nhursem¢ent or provision of all of the expenses described above? If "No," complete Part Il to b
Rl e e i et e e e e s e e e e e e
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
L= 2
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 |l
Compensation commitiee 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? , . . . . . . i ittt i s e e e e e 4a X
b Participate in, or receive payment from, a supplemental nonqualified retirementplan? , . ., ......... |4b X
c 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 Il
Only section 501{c){3) and 501(c){4) organizations must complete lines 5-9.
5 For persons listed in Form 990, Part VI, Section A, line 1a, did the organization pay or accrue any
compensation contingent on the revenues of:
a Theorganization? , , . . . .. ......... .. .0 .ciiieann. e e cee.. | 5a X
b Anyrelated organization? . L. L e e e . 5b X
If "Yes" to line 5a or 5b, describe in Part lll.
6 For persons listed in Form 980, Part VI, Section A, line 1z, did the organization pay or accrue any
compensation contingent on the net earnings of;
a The organZation? . . . . . .. ... ...t 6a
b Anyrelated organZzation? . L L L L.l e e 6b X
If "Yes" to line 6a or 6b, describe in Part Ill.
7 For persons listed in Form 990, Part VI, Section A, line 1a, did the organization provide any non-fixed
payments not described in lines 5 and 67 If "Yes,"describein Part I, _ . . . . . . ... .. . 7 X
8 Were any amounts reported in Form 920, Part VI, paid or accrued pursuant to a contract that was subject
to the initial contract exception described in Regulations section 53.4958-4(a)(3)? W “Yes," describe
TN = 1 O B X
9 If "Yes" to line B, did the organization also follow the rebuttable presumption procedure described in
Regulations section 53.4958-6{C) 7 . . v v v v v v i v v v e st e e e et e e e e o s o s e s e e e e 9

For Paparwork Reductlon Act Notice, see the Instructions for Form 850.

JSA
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SCHEDULE L Transactions With Interested Persons | _oMB No_1545-0047
{Form 980 or 890-EZ}|p- Complets If the organization answarsd "Yes" on Form 990, Part IV, line 25a, 25b, 26, 27, 28a, 2@ 1 3
28b, or 28c, or Form 990-EZ, Part V, line 38a or 40b.
Depariment of the Treasury P Attach to Form 890 or Form 990-EZ2. P See separate instructions. Open To Public
Intemal Revenue Service P Information about Schedule L {Form 890 or 880-EZ) and its Instructions is at www.irs.gov/form990, Inspection
Name of the organization Employer Identiflcation number
MEDSTAR SOUTHERN MD HOSPITAL CENTER INC. 46-0726303

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

1 (a)Name of disqualified person {b) Re'at'O"Sh;ﬂg%%:ﬁ?zgt'%%"a"ﬁed e (c) Description of transaction ﬁ
()]
(2)
3)
4)
(5)
(6)
2 Enter the amount of tax incurred by the organization managers or disqualified persans during the year
under section 4858 . . . . . . ... ... e i e et et e e et e e [ ]
3  Enter the amount of tax, if any, on line 2, above, reimbursed by the organization . . ............ > 3
H:1idl] Loans to and/or From Interested Persons,
Complete if the organization answered "Yes" on Form 990-EZ, Part V, line 38a or Form 990, Part IV, line 26; or if the
organization reparted an amount on Form 990, Part X, line 5, 6, or 22.
{a) Name of interested person | (b) Relationship | (c) Purposeof | {d) Loantacr {e} Criginal {f) Balance due l() In dﬂaulﬁl(h) Approved} (i} Written
with arganization loan from the pringipal amount by board or | sgreement?
organization? commlttea?
Te |From Yes | No | Yes | No | Yes | No
{1
{2)
{3)
{4)
{s)
{6)
{7)
{8)
{9)
{10)
Total . ..... PP o |

Grants or Assistance Benefiting Interested Persons.
Complete if the organization answered "Yes" on Form 890, Part IV, line 27.

{a) Name of interested person | (b) Relationshlp between interesied |{c) Amount of assistance (d) Type of assistance (e} Purpose of assistance
person and the onganizeation

(L]
()
(3)
4
(5)
(6)
(N
(8)
(9)
(10)
For Paperwork Reduction Act Notice, sea the Instructions for Form 880 or 980-EZ. Schedule L (Form 890 or 890-EZ) 2013
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MEDSTAR SOUTHERN MD HOSPITAL CENTER INC. 46-0726303

Schedula L {Form 990 or 850-EZ) 2013 Page 2

14l Business Transactions Involving Interested Parsons.
Complete if the organization answered "Yes" on Farm 990, Part IV, line 28a, 28b, or 28¢.

{a) Name of interested person {b) Relationship between (e} Amount of {d) Description of transaction {@) Sharing of
interested person and the transaction organization's
organization revenues?
Yes | No
(1) coLoNy SoUTH HOTEL & CONF CTR OFFICER & DIRECTOR SPECIAL EVENT SERVICES X

{2)
(3)
(4)
{5)
(6)
{7)
{8)
{9)
10

Supplemental Information
Provide additional information for responses to questions on Schedule L (see instructions).

BUSINESS TRANSACTIONS INVOLVING INTERESTED PERSONS

SCHEDULE L, PART IV

MICHAEL J. CHIARAMONTE, AN OFFICER AND BOARD MEMBER OF MEDSTAR SOUTHERN
MARYLAND HOSPITAL CENTER IN FISCAL YEAR 2014, OWNS MORE THAN 5% OF COLONY
SOUTH HOTEL AND CONFERENCE CENTER (CSHCC), WHICH PROVIDES CATERING,
BANQUET, MEETING, AND EVENT SPACE TO MEDSTAR SOUTHERN MARYLAND HOSPITAL
CENTER. CSHCC'S GROSS REVENUES RECEIVED FROM THE HOSPITAL FOR THE YEAR

WERE $0.8 MILLION.

3515':‘:'51"“2 000 Schedule L [Form 890 or 990-EZ) 2013
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SCHEDULE O | owme No. 1545-0047

{Form 980 or 980-EZ)

Supplemental Information to Form 990 or 990-EZ

Complete to provide information for responses to specific questions on

Do aryvantof ha Tream Form 980 or 890-EZ or to provide any additicna! information. Open to Public
Intamal Revenue Service. p- Attach to Form 990 or 990-EZ. Inspection
MName of the organization Employer Identlfication number
MEDSTAR SOUTHERN MD HOSPITAL CENTER INC. 46-0726303

DESCRIPTION OF MEMBERS

PART VI, LINE 7A

AS AN AFFILIATE AND SUBSIDIARY OF MEDSTAR HEALTH, INC., A TAX-EXEMPT
MARYLAND NON-STOCK CORPORATION, THE ORGANIZATION MAY RECOMMEND PERSON(S)
FOR MEMBERSHIP ON THE ORGANIZATION'S GOVERNING BODY. ANY SUCH
RECOMMENDATION BY THE ORGANIZATION IS SUBJECT TC APPROVAL BY THE
GOVERNANCE COMMITTEE OF THE BOARD OF DIRECTORS OF MEDSTAR HEALTH, INC.
THE BOARD OF MEDSTAR HEALTH, INC. HAS DELEGATED CERTAIN APPROVAL
AUTHORITY TO THE GOVERNANCE COMMITTEE AND THE PRESIDENT & CEQ OF MEDSTAR

HEALTH, INC.

DECISICNS OF GOVERNING BODY

PART VI, LINE 7B

AS AN AFFILIATE AND SUBSIDIARY COF MEDSTAR HEALTH, INC., A TAX-EXEMPT
MARYLAND NON-STOCK CORPORATION, THE BYLAWS OF THE ORGANIZATION ARE
SUBJECT TO CERTAIN RESERVED POWERS, WHICH PROVIDE THAT THE SOLE MEMBER OF
THE ORGANIZATION MUST APPROVE CERTAIN DECISIONS, INCLUDING BUT NOT
LIMITED TO MATTERS CONCERNING THE SALE OR PURCHASE OF REAL OR PERSONAL
PROPERTY, CAPITAL BUDGETS, STRATEGIC PLANNING, INVESTMENTS, AND CORPORATE

GOVERNANCE.

PROCESS FOR REVIEWING FCRM 2390
PART VI, LINE 11lA

THE PROCESS FOR REVIEWING THE FORM 990 INCLUDED EDUCATION AND

For Privacy Act and Paperwork Raductlon Act Notice, see the Instructions for Form 980 or 990-EZ. Schedule O (Form 890 or 990-EZ) (2013}
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Schedule O (Form 580 or 990-EZ) 2013 Page 2
Nama of the organization Employer identification number
MEDSTAR SOUTHERN MD HOSPITAL CENTER INC. 46-0726303

TRANSPARENCY., SENIOR FINANCIAL EXECUTIVES, WORKING WITH INDEPENDENT
OUTSIDE EXPERTS, THORQUGHLY REVIEWED FORM 9%0 AND ACCOMPANYING
INSTRUCTIONS. IN ADDITION, SENIOR EXECUTIVES REVIEWED THE RELEVANT
SECTIONS OF THE FORM 990 WITH THE FOLLOWING COMMITTEES OF THE
ORGANIZATION'S GOVERNING BODY: FINANCE, AUDIT, GOVERNANCE, STRATEGIC
PLANNING, AND EXECUTIVE COMPENSATION. FOLLOWING THESE MEETINGS, THE
GOVERNING BODY WAS PROVIDED A COPY OF THE FORM 9290 IN ITS FINAL FORM AND
GIVEN AN OPPORTUNITY TO PROVIDE ANY INPUT OR COMMENTS RELATING TO THE

FORM 990 PRIOR TO ITS FILING.

CONFLICT OF INTEREST POLICY

PART VI, LINE 12C

APPOINTMENT OF BOARDS OF DIRECTCRS MEDSTAR HEALTH (AND ITS SUBSIDIARTIES)
REQUIRE ALL NOMINATED DIRECTORS, PRIOR TO THEIR APPOINTMENT OR ELECTION,
TO DISCLOSE THE EXISTENCE OF (OR POTENTIAL EXISTENCE OF) ANY TRANSACTION
WITH MEDSTAR THAT WOULD RESULT IN A CONFLICT OF INTEREST. SUCH
DISCLOSURES {IF ANY) ARE REVIEWED BY THE GOVERNANCE COMMITTEE OF THE
MEDSTAR HEALTH BOARD OF DIRECTORS WHICH DETERMINES HOW THE MATTER SHOULD
BE RESCLVED. ANNUAL DISCLOSURES - ALL OFFICERS, DIRECTORS, AND SENICR
MANAGERS ALL OFFICERS, DIRECTORS AND SENIOR MANAGERS ARE REQUIRED, NOT
LESS THAN ANNUALLY, TO COMPLETE A SURVEY OF QUESTIONS CONCERNING ANY
TRANSACTIONS OR RELATIONSHIPS WHICH WCOULD OR COULD REPRESENT A CONFLICT
OF INTEREST. SUCH DISCLOSURES (IF ANY) ARE REVIEWED BY THE GOVERNANCE
COMMITTEE OF THE MEDSTAR HEALTH BOARD OF DIRECTORS WHICH DETERMINES HOW
THE MATTER SHOULD BE RESOLVED. 1IN ADDITION, OFFICERS AND DIRECTORS OF

MARYLAND HOSPITALS AND NURSING CENTERS ARE REQUIRED TO ANNUALLY DISCLOSE

JSA Schedule O (Form 890 or 980-EZ) 2013
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Schedule O (Form 980 or 890-EZ) 2013 Page 2
Name of the organization Employer Identification number
MEDSTAR SOUTHERN MD HOSPITAL CENTER INC. 46-0726303

ADDITIONAL INFORMATION RELATING TO POTENTIAL CONFLICTS OF INTEREST AND
SUCH DISCLOSURES ARE REPCRTED TC THE MARYLAND HEALTH SERVICES COST REVIEW

COMMISSION (HSCRC).

DESCRIPTION OF EXECUTIVE COMPENSATION

PART VI, LINE 15

THE EXECUTIVE COMPENSATION COMMITTEE OF THE BOARD OF DIRECTCORS OF MEDSTAR
HEALTH, INC. (THE "COMMITTEE") HAS OVERSIGHT OVER THE EXECUTIVE
COMPENSATION PROGRAM (THE "PROGRAM"} OF MEDSTAR HEARLTH, INC. AND ITS
AFFILIATES. TOTAL COMPENSATION FOR THE TOP MANAGEMENT OFFICIALS,
OFFICERS AND KEY EMPLOYEES OF MEDSTAR HEALTH, INC. AND ITS AFFILIATES ARE
REVIEWED AND APPROVED BY THE COMMITTEE WITH ASSISTANCE AND GUIDANCE FROM
AN INDEPENDENT THIRD PARTY ADVISOR. THE MEMBERS OF THE COMMITTEE ARE
INDEPENDENT FROM ALL OF THE PARTICIPANTS IN THE PROGRAM. THE MAIN
OBJECTIVE OF THE PROGRAM IS TO PROVIDE MARKET COMPETITIVE TOTAL
COMPENSATION THAT IS INTERNALLY EQUITAELE AND HAS A STRONG
PAY-FOR-PERFORMANCE LINKAGE. PERFORMANCE IS EVALUATED AT THE SYSTEM,
OPERATING UNIT, AND INDIVIDUAL LEVELS. THE OVERALL TOTAL COMPENSATION
PHILOSOPHY IS MANAGED AT THE 75TH PERCENTILE OF THE COMPETITIVE MARKET
FOR COMPARABLE SIZE (NET REVENUE} AND TYPE (TAX-EXEMPT HEALTHCARE
ORGANIZATIONS). WHERE APPROPRIATE, ADDITIONAL INDUSTRY DATA IS
CONSIDERED (GENERAL BUSINESS AND/OR TAXABLE HEALTHCARE) FOR SELECTED
POSITIONS THAT CAN BE RECRUITED FROM OR POTENTIALLY LOST TO THESE
INDUSTRIES (E.G., INFORMATION TECHNCLOGY, FINANCE, ETC.). THE COMMITTEE
HAS ENGAGED ERNST & YOUNG LLP ("E&Y") TO SERVE AS AN ADVISOR ON THE

REASONABLENESS AND COMPETITIVENESS OF THE PROGRAM. IN DETERMINING

JSA Schedule O (Form 830 or 990-EZ) 2013
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Schedule O {Form 880 or 990-E2) 2013 Page 2
Name of the organtzation Employer Identification number
MEDSTAR SQUTHERN MD HOSPITAL CENTER INC. 46-0726303

REASONABLENESS AND COMPETITIVENESS, E&Y REVIEWS MARKET PRACTICES AND
TRENDS, AND MAKES RECOMMENDATIONS RELATED TO THE PROGRAM. E&Y UTILIZES
INFORMATION FROM CUSTOM SURVEYS, NATIONAL COMPENSATICN SURVEYS,
PROPRIETARY DATABASES, AND CLIENT EXPERIENCES TC DETERMINE ITS FINAL
RECOMMENDATIONS. E&Y PRESENTS THEIR FINDINGS AND RECOMMENDATIONS TO THE
COMMITTEE. THE COMMITTEE MAKES THE FINAL DECISICONS ON ALL OF THE
COMPENSATION DETERMINATIONS OF THE PROGRAM. ALL DECISIONS MADE BY THE

COMMITTEE ARE CONTEMPORANEOQUSLY DOCUMENTED.

FINANCIAL STATEMENT AVAILABILITY

PART VI, LINE 19

MEDSTAR HEALTH POSTS ITS ANNUAL FINANCIAL AUDIT AND QUARTERLY FINANCIAL
REPORTS TO THE ELECTRONIC MUNICIPAL MARKET ACCESS (EMMA) SYSTEM. THE
ORGANIZATION ALSO E-MAILS ITS ANNUAL AND QUARTERLY DISCLOSURES TC HOLDERS
OF THE COMPANY'S PUBLICLY TRADED DEBT. THE COMPANY'S GOVERNANCE DOCUMENTS
AND CONFLICTS OF INTEREST POLICIES ARE AVAILABLE UPON REQUEST THROUGH ITS

CORPORATE (OR AS APPLICABLE ENTITY) PUBLIC INFCORMATION OFFICES.

OTHER CHANGES IN NET ASSETS
PART XI, LINE 9

EQUITY TRANSFERS .......i0iitiiroenorensaonenannanos $4,218.

JSA Scheduls O (Form 830 or 890-EZ) 2013
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Schedule O (Form 930 or 990-EZ) 2012

Name of the organization Employer identificatlon number
MEDSTAR SOUTHERN MD HOSPITAL CENTER INC. 46-0726303

ATTACHMENT 1

Page 2

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

AS A PROUD MEMBER OF MEDSTAR HEALTH, MEDSTAR SCUTHERN MARYLAND
HOSPITAL CENTER'S (MEDSTAR SOUTHERN MARYLAND) MISSION IS TO UPHOLD
ITS COMMITMENT TO THE COMMUNITY BY CONTINUCUSLY PROMOTING,
MAINTAINING, AND IMPROVING HEALTH THROUGH EDUCATICN AND SERVICE WHILE
ASSURING FISCAL INTEGRITY. MEDSTAR SOUTHERN MARYLAND IS LOCATED IN
SOUTHERN PRINCE GEORGE'S COUNTY, MARYLAND. IN FISCAL YEAR 2014,
MSMHC HAD 14,655 INPATIENT ADMISSIONS, 85,180 OUTPATIENT VISITS, AND

59,775 EMERGENCY VISITS.

ATTACHMENT 2

FORM 990, PART ITI - PROGRAM SERVICE, LINE 4A
MEDSTAR SOUTHERN MARYLAND HOSPITAL CENTER'S LARGEST PROGRAM IS
ACCESS TO AND THE PROVISION OF ACUTE HOSPITAL SERVICES TO THE
COMMUNITIES OF PRINCE GEORGE'S, CHARLES AND CALVERT COUNTY,
MARYLAND AND THE SURROUNDING AREAS. IN ADDITION TO THE PROGRAM
SERVICE EXPENSES LISTED ABCVE, MEDSTAR SOUTHERN MARYLAND INCURRED
$31.6M OF MANAGEMENT AND GENERAL EXPENSES IN PROVIDING SERVICES TQ
ITS COMMUNITIES. THE HOSPITAL OFFERS A FULL RANGE OF SERVICES AND
IS KNOWN FOR ITS CARDIOVASCULAR AND ORTHOPAEDIC PROGRAMS. THE
HOSPITAL ALSO HAS A NEWBORN CENTER, WHICH INCLUDES AN OBSTETRICS
AND GYNECOLOGY PROGRAM WITH PRIVATE ROOMS; IT IS THE SOUTHERN
MARYLAND REGION'S ONLY LEVEL 2 SPECIAL CARE NURSERY. OTHER
SPECIALTY SERVICES INCLUDE AN EMERGENCY DEPARTMENT AND CRITICAL

CARE UNIT, BREAST HEALTH PROGRAM, OQUTPATIENT RADIOLOGY, SURGICAL

CENTER, SLEEP DISORDERS LAB, INPATIENT AND QUTPATIENT BEHAVIORAL

1S4 Schedule O {(Form 890 or 990-EZ) 2013
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Schedula O (Form 80 or 990-E2) 2013 Page 2
Name of the organization Employer Identification number
MEDSTAR SOUTHERN MD HOSPITAL CENTER INC. 46-0726303

ATTACHMENT 2 (CONT'D)

HEALTH PROGRAMS, ASTHMA AND ALLERGY CENTER, REHABILITATIVE

MEDICINE, AND CANCER TREATMENT SERVICES. MEDSTAR SOUTHERN

MARYLAND HAS AN ACCREDITED CHEST PAIN CENTER AND A PRIMARY STROKE

CENTER.

ATTACHMENT 3

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

NAME AND ADDRESS DESCRIPTION OF SERVICES COMPENSATION

BENEFIT ADMINISTRATORS BENEFIT SERVICES 6,689,120.
9999 BREWSTER LANE, STE 100
POWELL, OH 43063

GE MEDICAL SYSTEMS MEDICAL SERVICES 1,911,186.
3000 GRANDVIEW BLVD
WAUKESHA, WI 53188

FASTAFF, LLC STAFFING SERVICES 1,662,424.
6399 S. FIDDLERS GREEN CIRCLE, STE 100
GREENWOOD VILLAGE, CO 80111

NURSE FINDERS STAFFING SERVICES 1,4320,590.
8701 GEORGIA AVE
SILVER SPRING, MD 20910

COLONY SOUTH HOTEL CATERING/CONF SVCS 1,273,803,
7401 SURRATTS RD
CLINTCON, MD 20735

ATTACHMENT 4

FORM 590, PART IX - OTHER FEES

{A) (B) (<) (D)
TOTAL PROGRAM MANAGEMENT FUNDRAISING
DESCRIPTION FEES SERVICE EXFP. AND GENERAL EXPENSES
AGENCY 4,838,313. 4,838,313,
CATERING 526,091, 430,216, 95,875,
SSA Schadula O (Form 980 or 890-E2) 2013
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Schedule O (Form 990 or 990-EZ} 2013 Page 2
Name of the organization Employer Identification numbar
MEDSTAR SOUTHERN MD HOSPITAL CENTER INC. 46-0726303

ATTACHMENT 4 (CONT'D)

FORM 990, PART IX - OTHER FEES

(A) (B) (<) (D)
TOTAL PROGRAM MANAGEMENT FUNDRAISING
DESCRIPTICN FEES SERVICE EXP. AND GENERAL EXPENSES
COLLECTION SERVICES 340,939. 340,939,
LABORATORY SERVICES 2,560,087. 2,410,895, 149,192,
OTHER 594,410. 200,358. 394,052.
PHYSICIAN PAYMENTS 4,063,438. 3,718,901, 344,537,
POSTAGE AND SHIPPING €57,438. 82,724, 574,714.
PURCHASED SERVICES 8,156,875. 6,697,035, 1,459,840.
SHARED SERVICES 1,102,206, 903,589. 198,617.
TRANSCRIPTION SERVICES 1,074,875, 1,074,875.
TOTALS 23,914,672, 20,356, 906. 3,557,766.
JSA Schedule O (Form 880 or 980-EZ) 2013
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MEDSTAR SCOUTHERN MD HOSPITAL CENTER INC. 46-0726303

Schedule R {Form 980) 2013 Page 5
Supplemental Information

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

instructions).

Schedule R (Form 890} 2013

3E1510 1 000
7000GB 2502 vV 13-7.15 2944849 PAGE 7%



IRS e-file Signature Authorization
~m8873-EO for an Exempt Organization
For calandar yeet 2013, or fiscal year beginning 07 gl___ + 2013, ana undhg0553g___,_ , 20 14

OMB No 1545-1878

> Do not send to the JIRS. Keep for your peords,
m’.’:”mmm " P Information about Form B879-ED and Hs Inatructions i st www.irs.gov/formBTdso0. 2@) 1 3
Name of exempt orgsnlzation Employer identification numbar
MEDSTAR SOUTHERN MD HOSPITAL CENTER JINC. 46-0726303

Name and litle of officer

JOEL BRYAN, VICE PRESIDENT SURER
Type of Return and Return Information (Whole Dollars Only)

Check the box for the return for which you are using this Form B878-EQ and enter the applicable emaount, i any, [rom the return. If you
check the box on line 1a, 2a, 3a, 4a, or 5a, below, and the amount an thal line for the return being filed with this form was blank, then
leave line 1b, 2b, 3b, 4b, or b, whichever is applicable, blenk (do not entar -0-). But, if you entered -0- on the return, then enter -0-
on lhe applicable line below Do not complete more than 1 line In Part 1.

18 Form 990 check here » [X| b Total revenue, if any (Form 890, Part VIIl, column (A}, line 12) . . . 1b _ 213884566.

2a Form 980-EZ check here b b Total revenue, it eny (Form 990-EZ,fine®) _ ., . . . . . 2b
3a Form 1120-POL check here b b Totaltax (Form 1120-POL, ne 22} . . . . 3b
4a Form 880-PF check here P |£] b Tax besed on investment income (Form 890-FF, Part VI, line 5), 4b
§a Form 8868 check here M b Balance Due (Form 8888, Parll, line 3c or Part i, line8c)  _, ,, Sb

m_Declaration and Signature Autherization of Officer

Under penalties of perjury, | declare that 1 am an afficer of the abova organization and that | have examined a copy of the
organization's 2013 electronic return and accompanying schedules and statements and 1o the best af my knowladge and belef, they
are frue, corract, and complete, | further declare that the amount in Part | abova is the emount shown on the copy of the
organization's electronlc return. t consent lo allow my intermediale service provider, fransmitter, or elecironic return originator (ERO)
io send the organization's relurn to the IRS and to recaive from the IRS (a) an acknowledgement of receipt or reason for rejection of
the transmission, {b} the reason for any delay in processing the retum or refund, and (c) the date of any refund. if applicable, |
authorize the U.S Treasury and its designated Financial Agent to Initiate an electronlc funds withdrawal (direct debit) entry to the
financial institution account indicated in lhe tax preparation softwara for payment of the organization's federal taxes owed on this
relurn, and the financial instilution te debil tha anlry to this sccount To revoke & payment, | must contact the U.S Treasury Financial
Agent at 1-888-353-4537 no later than 2 business days prior o the payment (settlement) date. | also autharize the financial institutions
involved in the processing of the electronic payment of taxas to receive confidential Information necessary la answer inguiries end
resolve issues related o tha payment. | have selecied a personal identification number (PIN) as my signalure for the organization's
electronic return and, if applicable, the organization's consent to electronic funds withdrawal

Officer's FIN: chock one box only

i authorize XPMG LLP to enter my PIN I 2' OI 7 I 315 as my signature
ERO £rm nams Enter five numbers, bul
do not anter af zeros
on the organization's tax year 2013 electronically filed return. If | have indicaled within this raturn that a copy of the relurn ks
being filed with a stale agency(ies) regulating cherities as par of the IRS Fed/Slate program, | also autharize the aforementioned
ERO to entar my PIN on the raturn's disclosure consent screen,

D As an officer of the organization, | will enter my PIN as my signalure on the organizalion's tax year 2013 electronically filed retum.
If | have Indicated within this relurn that a copy of the return is being filed wilh a state agency(les) regulating charities as parl of
the IRS Fed/State program, | will enter my PiN on the return's disclosure consent scraen.

QOmMcer's signature @J ﬁ%{p' [ e, Date b ql}A IS
Certification|and Authentidation o

ERO's EFINI/PIN. Enler your six-digit electronic filing identification l
number (EFIN) followed by your five-digit self-selectad PIN, S{4jo0l2(8l|gi{2({2f1]|0}2
do aot enter ) zares

| certify that the abave numeric entry is mxt PIN, which is my signature on the 2013 electronically filed return for the organization
indicaled abova. | confirm that | am submitting ihis return in accordance with the requrements of Pub. 4163, Modarnized e-File {MeF)
Iinformation for Authorized IRS e- le Providers for Business Raturns

EROrs signaturg P MW A / fh Dats y/-;?s//é_

ERO Must Retain This Form - See Instructions
Do Not Submit This Form To the IRS Unleas Requested To Do So _
For Paperwork Reduction Act Notice, ses back of form, Form B879-EO (2013)
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Cumulative e-File History 2013
Federal

Locator: 7000GB
Taxpayer Name: MEDSTAR SOUTHERN MD HOSPITAL CENTER INC.
Return Type: 990, 990
Submitted Date: 05/06/2015 15:32:10
Acknowledgement Date: los/06/2015 15:57:47
Status: Accepted
Submission ID: 54028020151265000011

httns://eosvstemrs. fasttax.com/EIfCumulativeHistory.asp?Acct=2502& Year=2013&Loc=70... 5/7/2015



