Return of Organization Exempt From Income Tax

Form 9 9 0 Under section 501(c), 527, or 4947(a){1) of the Internal Revenus Code (except private foundations)
Department of the Troasury P Do not enter Social Securlty numbers on this form as it may be made public. Cpen to Public
Intemal Revenue Sendce P Information about Form 8980 and its instructions Is at www.irs.gov/forrn980. Inspection
A For the 2013 calendar year, or tax year beginning 07/01, 2013, and ending 06/30,2014
C Name of arganization D Employer identification number
B o tmcse | o7 MARYS HOSPITAL OF ST. MARYS COUNTY INC.
ey Doing Business As MEDSTAR ST. MARY'S HOSPITAL 52-0619006
Name changs | Number and stresl (or P.O. box if mail Is not delivered to street address) Room/sulle E Telephone number
nitial retun 25500 POINT LOOKQUT ROAD (301) 475-6003
Terminated City or town, state or province, couniry, and ZIP or foreign poslal code
manced LEONARDTOWN, MD 20650 G Gross receipts § 143,979,242,
::ﬂf:h" F Name and address of principa! officer: CHRISTINE WRAY Hia) '8 lhls 'G'WD retum for H Yos EI No
25500 POINT LOOKQUT RCAD LECONARDTOWN, MD 20650 H{b) Are ol subardinales inchxied? Yos
I Tax-exempt siatus: I X | 501(c}3) I lsm(c)( ) «f (insertno) ] ] 4847{a)1) or | |527 i “No,” sttach a list. {see Instructions)
J  Website: p WWIW.STMARYSHOSPITALMD.ORG Hic) Group exemption number P
K Form of organkzation: | X | Corporation | | Trust| | Association | | Other B> | L Year of formation: 19121 M State of legel domiclle: MD
gl Summary
1 Briefly describa the organization's mission or most significant activities: MEDSTAR ST. MARY'S HOSPITAL UPHOLDS ITS
L e oL Ol S e P S, U D e e A
g alilasorpeiep Ll L et el s s el dle D
S 2 Check this box ¥» :l if the organization discontinued its operations or disposed of more than 25% of its net assets.
©| 3 Number of voling members of the governing body (Part VI, line 1a) _ R - 16,
': 4  Number of independent voting members of the governing body (Part VI hna 1b) R . i2.
£| 5 Total number of individuals employed in calendar year 2013 (PartV, line2a). . . . . .. .. .......... |5 1,387
% 6 Total number of volunteers (estimate IfNECESSaNY) . . . . . . . . . v v v v v v st v s st snnneneeiils i11.
<| Ta Total unrelated business revenue from Part VIIl, column (C), in€12 |, ., . . . 0 o v o v oo e e e |72 0
b Net unrelated business taxable income from Form990-T,line34 . . . . . . 4 ¢t e v s v s s e s s s s ss s+ |TD 0
Prlor Year Current Year
e 8 Contributionsand grants (Part VIll line 1h), . . . . . . ... .... pe———" 1,299,576, 1,935,081,
§ 9 Program service revenue (Pari VIl line 2g), , . . . . . ... .... PUBLIC INSPECTION 132,527,634, 140,555,472.
&[10 Investment income (Part VIll, column (A), lines 3, 4, and 7d) , , , , , 52,722, 15,734.
11 Other revenue {Part VIIl, column (A}, lines 5, 6d, Bc, 9c, 10c,and11e), , ., . . ... .... 1,855,003, 1,468,882,
12 Tolal revenue - add lines 8 through 11 {must equal Part VIll, column (A}, line 12), . . . . . . 135,834,935, 143,975,169.
13  Grants and similar amounts paid (Part IX, colurn (A), Enes 1=3) . , . . . . . vt s et . 0 0
14 Benefits paid to or for members (Part IX, column (A), lined) _ . . . . ... ... ...... 0 0
¢ |15 Selaries, other compensation, employee benefits (Parl IX, column (A), lines 510), | 67,346,254. 69,365,011,
2|16a Professional fundraising fees (Part IX, column {(A), line11e) _ . . . . . . . ... ... ... 0 0
§ b Tolal fundraising expenses (Parl IX, column (D), ne 28 p __ | o ____
“117 Other expenses (Part IX, column (A), lines 112-11d, 116-24e) _ . _ . . . . . .. . ... .. 55,852,198, 62,367,408.
18 Tolal expenses. Add lines 13-17 (must equal Part IX, column (A), line25) , . . .. .... 123,138,452, 131,732,420,
19 Revenue less expenses. Subtractine 18fromlin@ 12 . . o o v v o v e o v o v o v v s o o 12,636,483, 12,242,749,
58 Beginning of Current Year End of Year
85120 Total assels (Part X, Wne 16) . . . . . ... ... ... 130,625,509.| 125,221,074.
:t'f% 21 Total liabilitles (Part X, e 26), . . . .. . . ... .t AP e
23|22 WMot assets or fund balances. Subtract line 21 from lin@20. . . . . . . . it .. .. 109,998,635, 104,717,698.
m Signature Block
Under penalties of pegjuty, | declare that | have examined this retum, including accompanying schedules and stalemenls, and to the best of my knowledge and belief, It is
true, correct, and col . Declaraljonpf preparer (other than officer) is based on all Informallon of which preparer has any knowledge.
5/ NAS
Sign ’ Signaiurefdf officer Date
Here Joel Bryan VP, Treagurer
Type or print name and iltle
Print/Type preparer’s name Preparer's signatura Dale Check |__| if PTIN
Pald ~ |MARGARET A. BRADSHAW Mogpd 4 Bl selfemployed | 00501222
Praparar 5/6/15
Use Only Firsname B KPMG LLP Fim'sEIN B 13-5565207
Firm's address 1676 INTERNATIONAL DRIVE MCLEAN, VA 22102 Phona no. 703-286-8000
May the IRS discuss this relurn with the preparer shown above? (seelnstructions) | ., . . . . . . . . . . . . . ' v v i e m Yas LJ No
For Paperwork Reduction Act Notice, see the separata Instructions. Form 990 (2013)
JSA
3E106% 2.000
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rem 3868 Application for Extension of Time To File an

(Rev. January 2014) Exempt Organization Return BT T YT 1
Department of the Ti P File a separate application for each return.

|n::;ar1|::m:u:5$ i P Information about Form BBB&pand its npstrucﬂons is at www.irs.gov/form8868.

¢ If you are filing for an Automatic 3-Month Extenslon, complate only Part land check thisbox _ , , . ., ., .. ........ > [ X)

¢ [f 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 if unless you have already been granted an automnatic 3-month extension on a previously filed Form 8868,

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

Automatic 3-Month Extension of Time. Only submit original (nc copies needed).
A corporation required to file Form 990-T and requesting an automatic 6-month extension - check this box and complete

PAtLOMY | o\ttt e e et e e e e ]
All other corporations (including 1120-C filers), partnerships, REMICs, and trusts must use Form 7004 to request an extension of time
to file income tax returns. Enter fller’s [dentifying number, sae instructions
Name of exempt organization or other filer, see Instructions Employer identification number (EIN) or
Type or
print ST. MARYS HOSPITAL OF ST. MARYS COUNTY INC. 52-0619006
:ﬂ: t&ﬂ:?or Number, street, and room or suite ne. If a P.0. box, see instructions. Social security number (SSN)
filing your 25500 POINT LOOKOUT ROAD
::';mm?::s City, town or post office, state, and ZIP code. For a foreign address, see instruclions.
LEONARDTOWN, MD 20650
Enter the Return code for the return that this application is for (file a separate application foreachreturn) « . + « & v v v 0 o 0 l_olil
Application Return | Application Return
Is For Code |lIs For Code
Form 990 or Form 990-EZ 01 Form 890-T (corporation) 07
Form 990-BL 02 Form 1041-A 08
Form 4720 (individual) 03 Form 4720 (other than individual} 09
Form 920-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

Telephone No. » _ 410 772-6721 = FAXNo.»
s |f the organization does not have an office or place of business in the Uniled States, check thisbox | _ . . . ... ... ... > D
« If this is for a Group Return, enter the organization's four digit Group Exemption Number (GEN) . If this is
for the whole group, check thisbox , , , ., . . > |:| . If it is for part of the group, check thisbox, _ ., ... > |_| and attach

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

until ____02/16_,2015 _, to file the exempt organization return for the arganization named above. The extension is
for the organization’s return for:

»| | catendar year 20 or

> lax year beginning ___ | 07/01 _,2013 _,andending_____________06/30_,2014 _

2 | the tax year entered in line 1 is for less than 12 months, check reason: |__—| Initial return |:I Final return
Change in accounting period

3a If this application is for Form 990-BL, 990-PF, 890-T, 4720, or 6069, enter the tentative tax, less any
nonrefundable credits. See instructions. 3a|$ 0

b If this application is for Form 990-PF, 990-T, 4720, or 6069, enter any refundable credits and
eslimated tax payments made. Include any prior year overpayment allowed as a credit. 3b|$ 0

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

Caution. If you are going to make an electronic funds withdrawal (direct debit) with this Form BB68, see Form B453-EO and Form 8879-EQ for payment
instructions.

For Privacy Act and Paperwork Reduction Act Notice, see instructions. Form BB68 (Rev 1-2014)

JSA

3IFB0S4 2.000
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Form 8868 (Rev. 1-2014) Page 2
» If you are filing for an Additional (Not Automatic) 3-Month Extension, complste only Part Il and check thisbox. . . ... .. > |L|
Note. Only complete Part Il if you have already been granted an automatic 3-month extension on a previously filed Form B868.

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

ﬁfﬂ\dditioual (Not Automatic) 3-Month Extension of Time. Only file the original (no copies needed).

Enter filer's identifying number, see Instructions

Name of exempi organization or other filer, see instructions. Employer identification number (EIN) or
Type or
print ST. MARYS HOSPITAL OF ST. MARYS COUNTY INC. 52-0619006
Number, strest, and room or suite no. If a P.O. bax, see instructions. Soclal security number {SSN)
5:::?;:25!« 25500 POINT LOOKOUT ROAD
2‘1:?"!"%"; City, town or posi office, stale, and ZIP coda. For a foreign address, see instructions.
instructions. LEONARDTCOWN, MD 20650
Enter the Return code for the return that this application is for {file a separate application for eachreturn) . . . ......... lol1]
Application Return | Application Return
Is For Code |ls For Code
Form 990 or Form 890-EZ 01 i
Form 990-BL 02 Form 1041-A 08
Form 4720 (individual) 03 Form 4720 (other than individual) 09
Form 990-PF 04 Form 5227 10
Form 990-T {sec. 401(a) or 408(a) trust) 05 Form 6069 11
Farm 990-T {trust other than above) 06 Form 8870 12

STOP! Do not complete Part Il if you were not already granted an automatic 3-month extension on a praviously filed Form 8868.
e The books are in the care of
Telephone No. » _ 410 772-6721 Fax Na. » .
¢ |f the organization does not have an office or place of business in the Uniled States, check thisbox . . . ... ... .. ... . > |:|
¢ [f this is for a Group Return, enter the organization's four digit Group Exemption Number (GEN) .Ifthisis
for the whole group, check thisbox . . . ... » |:| . If it is for part of the group, check thisbox, . . .. .. > |__] and attach a
list with the names and EINs of all members the extension is for.
4 Irequeslt an additional 3-month extension of time until 05/15 ,20 15
5 For calendar year , or other tax year beginning 07/01 ,20 13 , and endin 06/30 ,20 14
6 If the tax year entered in line 5 is for less than 12 months, check reason: u Initial return Final return
Change in accounting period
7 State in detail why you need the extension INFORMATION NECESSARY TO PREPARE A COMPLETE
AND ACCURATE RETURN IS NOT YET AVAILABLE.

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

amount paid previously with Form 8868. ?I; $ 0
¢ Balance Due. Subtract line Bb from line 8a. Include your payment with this form, if required, by using EFTPS
{Electronic Federal Tax Payment System). See instructions, Bc|$ [

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

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

mg,da-ﬁa:b@u-'

Signature P Title » PAID PREPARER pate » 2/09/15

Form 8868 (Rev. 1-2014)

JSA

IFBOSS 2.000
4778BC 2502 Vv 13-7.15 2602270 PAGE 1



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

Form 980 (2013) Page 2
:19IIl Statement of Program Service Accomplishments
Check if Schedule O contains a response or note toanylineinthisPart M . . .. .. .......... 0 G000 000 E]

1 Briefly describe the organization's mission:
ATTACHMENT 1

2 Did the organization undertake any significant program services during the year which were not listed on the
prior Form 990 or 990-EZ2 _ , _ . . e e, dves [X]no
If "Yes,” describe these new services on Schedule O.

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

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

4a (Code; }(Expenses $ 105,670,466, including grants of $ }{Revenue $ 140,565,472, )
ATTACHMENT 2

4b {Code: ) {Expenses § 1,810,183, including granis of § ) (Revenue $ )
MEDSTAR ST. MARY'S HOSPITAL PROVIDED $3.8M IN SUBSIDIZED {MISSION
DRIVEN} HEALTH SERVICES IN FISCAL YEAR 2014. THESE CRITICAL
SERVICES, WHICH ARE DRIVEN BY COMMUNITY NEEDS, OPERATE AT A LOSS.
THEY ADDRESS PRIORITIES PRIMARILY THROUGH DISEASE PREVENTION AND
IMPROVEMENT OF HEALTH STATUS. SERVICES PROVIDED INCLUDE MOBILE
PRIMARY CARE SERVICES AND EMERGENCY AND TRAUMA SERVICES.

4¢ {Code: ) (Expenses § 2,986,556, including grants of $ }{Revenue § )
MEDSTAR ST. MARY'S HOSPITAL PROVIDED $2.5M IN CHARITY CARE
SERVICES IN FISCAL YEAR 2014. CHARITY CARE IS PROVIDED PURSUANT TO
MEDSTAR HEALTH'S FINANCIAL ASSISTANCE POLICY TO MEMBERS OF THE
COMMUNITY WHOSE INCOME IS BELOW CERTAIN THRESHCOLDS AND FOR WHICH
THE HOSPITAL IS NOT COMPENSATED., UNDER MARYLAND'S UNIQUE PAYER
SYSTEM, THE AMOUNT REPORTED REPRESENTS MEDSTAR ST. MARY'S CHARITY
CARE EXPENSE. OTHER CHARITY CARE EXPENSES ARE INDIRECTLY
REIMBURSED VIA THE STATE OF MARYLAND'S PAYMENT SYSTEM.

4d Other program services (Describe in Schedule 0.}

(Expenses § including grants of $ ) {Revenue $ )
4e Toial program service expenses P 112,467,205.
3510'5%“2.000 Fom 990 (2013)
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ST. MARYS HOSPITAL OF ST. MARYS COUNTY INC. 52-0615006

Farm 990 (2013) Page 3
Checklist of Required Schedules
Yas | No
1 Is the organization described in section 501(c)(3) or 4847(a){1) {other than a private foundation)? If “Yes,*
complete Schedule A . . . ... ... ... ..... Db 0G000dbBOdaBa0ca0DE 00 Co00D0Gce oo o g X
2 Is the organization required to complele Schedula B, Schedule of Contributors (see instructions)? . . . ......| 2 X
3 Did the organization engage in direct or indirect political campaign activities on behalf of or in opposition to
candidates for public office? /f "Yes," complete Schedule C,Part!. . . « v . v v v v v v e o 00 G000 0caaa o Bl X
4 Section 501(c)(3) organizations. Did the organization engage In lobbying activities, or have a section 501(h)
election in effect during the tax year? If "Yes,” complefe Schedule C, Partil. . . . . .. ... 000000008 g X
5 Is the organization a section 501(c){4), 501(c)(5), or 501(c)(6) organization that receives membership dues,
assessments, or similar amounts as defined in Revenue Procedure 98-197 If "Yes," complete Schedule C,
Partill . . . v oo i i e i e e e D 00D0DO0D0GUDUDaC0oaEcanDa Socooooocoosa BE X
& Did the organization maintain any donor advised funds or any similar funds or accounts for which donors
have the right to provide advice on the distribution or investment of amounts in such funds or accounts? /f
"Yes," complele Schedule D, Part! ... .... . e X
7 Did the organization receive or hold a conservation easement, including easements to preserve open space,
the environment, historic land areas, or historic structures? if "Yes,” complele Schedule D, Part#t. . . . . . . . .. 7 X
8 Did the organization maintain collections of works of art, historical treasures, or other similar assets? /f "Yes,”
complele Schedule D, Partilt . . . . .. N0 CO0CDOG0O00N00D00a0a D 5000 Laat0n00ano0a. 8 X
9 Did the organization report an amount in Part X, line 21, for escrow or custodial account liability; serve as a
custodian for amounts not listed in Part X; or provide credit counseling, debt management, credit repair, or
debt negotiation services? /f "Yes," complete Schedule D, Part iV . . . . . .. ... e et e e e e e e 9 X
10 Did the organization, directly or through a related organization, hold assets in temporarily restricted
endowments, permanent endowments, or quasi-endowments? /f "Yes,” complete Schedule D, Part V' . . ... .. 10 X
11 If the organization's answer to any of the following questions is "Yes,” then complete Schedule D, Parts Vi,
VI, VL, IX, or X as applicable.
a Did the organization report an amouni for land, buildings, and equipment in Part X, line 10? /f "Yes,"
complele Schedule D, PartVi , _ ., ... ....... e e e e e S i b 1 ¢
b Did the organization report an amount for investments-other securities in Part X, line 12 that is 5% or more
of its total assets reported in Part X, line 167 If "Yes,” complele Schedule D, Part VIt , , . . . . .. P s b | - X
¢ Did the organization report an amount for investments-program related in Part X, line 13 that is 5% or more
of its total assets reported in Part X, line 167 If "Yes," complete Schedule D, Part Vil , . . . . . . F P I I 1 - X
d Did the organization report an amount for other assets in Part X, line 15 that is 5% or more of its total assels
reported in Part X, line 167 If "Yes," complele Schedule D, Part X . . . . . ... ...... e e e e 11d] X
& Did the organization report an amount for other liabilities in Part X, line 257 If "Yes," complete Schedule D, Part X [11e X
f Did the organizalion's separale or consolidated financial statements for the tax year include a footnote that addresses
the organization's llabllity for uncertain tax positions under FIN 48 {ASC 740)7 i "Yes," complste Schedule D, Part X , , , . . . 11f X
12a Did the organization obtain separate, independent audited financial statements for the tax year? If "Yes,”
complete Schedule D, Paris XIand Xll + « v v v v v v i i e e e e et e e e 12a X
b Was the organization inciuded in consolidated, independent audited financial statements for the tax year? If “Yes,” and if
the organization answered "No" (g line 12a, then completing Schadule D, Paris Xland Xilisoptional + « + v « v v o s v v v« . 12b| X
13 Is the organization a school described in section 170(b){1}AXii)? If "Yes,” complete Schedule E . . ... ... .. 113 X
14a Did the organizalion maintain an office, employees, or agents oulside of the United States?. . . .. ... .. ... |14a X
b Did the organization have aggregate revenues or expenses of more than $10,000 from grantmaking,
fundraising, business, investment, and program service activities outside the United Stales, or aggregate
foreign investments valued at $100,000 or more? If "Yes," complele Schedule F, Parisland iV, . . . . ... ... |314b 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, Parisffand iV . . . . . o v v v v v v v v v n . S A X
16 Did the organization report on Part IX, column (A), line 3, more than $5,000 of aggregate grants or other
assistance lo or for foreign individuals? If *Yes,” complete Schedule F, Partsifland iV . . . . . ... .. N i X
17  Did the organization report a total of more than $15,000 of expenses for professional fundraising services on
Parl IX, column (A), lines 6 and 11e? If "Yes,” complete Schedule G, Part | (see instrugtions) . . . ..., .....|17 X
18  Did the organization report more than $15,000 total of fundraising event gross income and contributions on
Pari V|, lines 1c and Ba? /f "Yes," complele Schedule G, Part i . . . . . ... ... ... e I [ X
12 Did the organization report more than $15,000 of gross income from gaming activities an Part VIll, line 9a?
If "Yes,"complete Schedule G, Part il . . . . v v v v i v ittt e e e e e 0CD0COBBDa0 . 19 X
20a Did the organization operate one or more hospital facilties? i "Yes,” complete Schedufe H . . . .. .. ......120a) X
b _If "Yes" to line 20a, did the organization atlach a copy of ils audited financial statements to this return? . . . . . . 20b] X
15A Form 990 (2013)
AE1021 1,000

4778BC 2502 vV 13-7.15 2602270

PAGE 4



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

Form 990 {2013) Page 4
Checklist of Required Schedules (continued)
Yes | No
21 Did the organization report more than $5,000 of grants or other assistance to any domestic organization or
government on Part IX, column {A), line 17 If "Yes," complete Schedule |, Partsfand it , . ... ... ....... |21 .S
22  Did the crganization report more than $5,000 of grants or other assistance to individuals in the United States
on Part X, column {A), line 27 if "Yes," complete Schedule I, Paristand il . . . . . . . . v v i vt v v o 22 S
23 Did the organization answer "Yes" to Part VI, Section A, line 3, 4, or 5 about compensation of the
organization's current and former officers, directors, trustees, key employees, and highest compensated
employees? If "Yes,"complate SChedle Jd . . . . . . . i i e e e e e e e e e e 23 | X
24a Did the organization have a tax-exempt bond issue with an outstanding principal amount of more than
$100,000 as of the last day of the year, that was issued after December 31, 2002? If "Yes,” answer lines 24b
through 24d and complete Schedule K. IfF “No,"goto M@ 258, . . . . v v v v vt v et e s e emane e ene e 24a) X
b Did the organization invest any proceeds of tax-exempt bonds beyond a temporary period exceplion?. . . .. . . |24b X
¢ Did the organization maintain an escrow account other than a refunding escrow at any time during the year
to defease any tax-eXemPt BONAS T . . . . . 0 v v v v s v et s e sk e e e e e e 24¢ X
d Did the organization act as an "on behalf of" issuer for bands outstanding at any time during the year? . . . . . . 24d X
25a Section 501(c)(3) and 501(c)(4} organizations. Did the organization engage in an excess benefit transaction
with a disqualified person during the year? If "Yes," complete Schedule L Part!. . . . .. . . . v v i v v v v en. 25a X
b Is the organization aware that it engaged in an excess benefit transaction with a disqualified persen in a prior
year, and that the transaction has not been reporied on any of the organization's prior Forms 990 or 990-EZ?
If Yes,"complete Schedule L Partl . . . . . . . . it et e e e e 25b X
26 Did the organization report any amount on Part X, line 5, 6, or 22 for receivables from or payable to any
current or former officers, direclors, trustees, key employees, highest compensated employees, or
disqualified persons? If so, complete Schedule L, Part 1], |, . . o . . . .. .. 26 X
27 Did the organization provide a grant or other assistance to an officer, direclor, trustee, key employee,
substantial contributor or employee thereof, a2 grant selection commiitee member, or to a 35% controlled
entity or family member of any of these persons? /f "Yes,” complete Schedule L, Partlil, . . . ... ... .....| 27 X
28 Was the organization a party to a business transaction with one of the following parties (see Schedule L,
Part IV instructions for applicable filing thresholds, conditions, and exceptions):
a A current or former officer, director, trustee, or key employee? If "Yes," complete Schedule L, Part IV, . . . . . .. 28a £
b A family member of a current or former officer, director, trustee, or key employee? If "Yes,” complete
Sehedula L PBA IV, o o v v ot i it e e e e e e e et e e e e 28b %
¢ An enlity of which a current or former officer, director, trustee, or key employee (or a family member thereof)
was an officer, direclor, trustee, or direct or indirect owner? If "Yes,” complete Schedule L Part iV, . . . .. ... 28c] X
2¢  Did the organization receive more than $25,000 in non-cash contributions? /f "Yes,” complete Schedule M | 29 X
30 Did the organization receive contributions of art, historical treasures, or other similar assets, or qualified
conservation contributions? If "Yes," complete Schedule M . . . . . . . . i i i i vt e e e ... 30 X
]| Did the organization liquidate, terminate, or dissolve and cease operations? /f "Yes,” complsete Schedule N,
T 1B 0c 0000000680000 000800608080 808060 |kek X
32 Did the organization sell, exchange, dispose of, or transfer more than 25% of ils net assets? If "Yes,”
complete Schedule N, Partll . . . . ... e I X
33 Did the organization own 100% of an entity disregarded as separate from the crganization under Regulations
sections 301.7701-2 and 301.7701-37 if "Yes,"complete Schedule R, Part! . . . . . . .« . i i v i v v vnsn 33 X
34 Was the organization related to any tax-exempt or taxable entity? If "Yes," complete Schedule R, Part Ii, I,
OriV,and Part V, i 1 & v v v o i it i i e ittt e it e e e e e e e e e e e e 4| X
35a Did the organization have a controlied entity within the meaning of section 512(b}13)? . . . . .. ... ... .. 3521 X
b If *Yes® to line 35a, did the organization receive any payment from or engage in any transaction with a
controlled entity within the meaning of section 512(b){13)? If "Yes," complete Schedule R, Part V, line 2, , , . . . 35b| X
36 Section 501(c){3) organizations. Did the organization make any ftransfers to an exempl non-charitable
related organization? If "Yes,"complele Schedufe R, Part V. line 2 . . . . . . . i i it it e st e st nn s s 36 X
37  Did the organization conduct more than 5% of its activities through an entity that is not a related organization
and that is treated as a partnership for federal income tax purposes? If "Yes,” complete Schedule R,
PartVi. ittt ettt et e e e O I 1 X
38 Did the organization complete Schedule O and provide explanalions in Schedule O for Part W, lines 11b and
197 Note. All Form 990 filers are required fo complete Schedule @ . . . . . . . . . .. ... ... .0. 0. ... 38 X
Form 990 (2013)
ISA
3E1020 1.000
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ST. MARYS HOSPITAL COF ST. MARYS COUNTY INC. 52-0619006

Form 890 (2013) Page 5
Statements Regarding Other IRS Filings and Tax Compliance
Check if Schedule O contains a response or note to any ling in this PartV . . . . . . . rasmgers owiian ol |
Yes | No

1a Enter the number reported in Box 3 of Form 1096. Enter -0-if not applicable, , . . . ... .. 1a 228
b Enter the number of Forms W-2G included in line 1a. Enter -0- if not applicable, , . . ... .. 1b 0
¢ Did the organization comply with backup withholding rules for reportable paymenls to vendors and |

reportable gaming {gambling) winnings to prize winners?. . . . . et e e e e e e e .. L1e X
2a Enler the number of employees reported on Form W-3, Transmiltal of Wage and Tax
Statements, filed for the calendar year ending with or within the year covered by this return _ | 2a 1,387 |
b If at least one is reported on line 2a, did the organization file all required federal employment tax returns? | 2b Xl
Note, If the sum of lines 1a and 2a is greater than 250, you may be required to e-file (see instructions), , , ., .. .|

da Did the organization have unrelated business gross income of $1,000 or more during theyear? . . . . ... ... | 3a X
b If "Yes,” has it filed a Form 990-T for this year? /f "No" lo line 3b, provide an explanation in Schedule © , . , . .. .| 3b

4a At any ime 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

BCCOUND? . . . L. e e e e AR | X
b If “Yes,” enter ihe name of the foreign country: ®» __ __________ ___ __ . i

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

S5a Was Ihe organization a party to a prohibited tax shelter transaction at any time during the taxyear? ., ... ... 5a X
b Did any taxable party notify the organization that it was or is a party to a prohibited tax shelter transaction? | 5b X
¢ If "Yes" to line 5a or 5b, did the organization file Form 8886-T? , . . . . .. . . v v v e v u o .. N I -

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

organization solicit any contributions that were not tax deductible as charitable contributions? , , . ... ... .. Ga X
b If "Yes,” did the organization include with every solicitation an express statement that such contributions or
gifts were not taxdeductible? , , ., .. .. ........... e e ettt et e e .| 6b
7 Organizations that may receive deductible contributions under section 170(c).
a Did the organization receive a payment in excess of $75 made partly as a contribution and partly for goods
and services provided to thepayor? _ . ., . .......... 0000000000000 000050000 ac cv.. L7 X
b If "Yes," did the organizaticn notify the donor of the value of the goods or services provided? , . . . . . . . . ...L7B
¢ Did the organization sell, exchange, or otherwise dispose of tangible personal property for which it was
required to file Form 82827 .. ... ... ... ... 0D 00DC0COLEac00000a00 o ae MR L 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 recelved a cantribution of qualified intellectual property, did the organization file Form 8899 as required? | 7g
h If the organization received a contribulion of cars, boals, airplanes, or other vahicles, did the organization file a Form 1038-C? 7h
8 Sponsoring organizations maintalning donor advised funds and section 509(a}{3) supporting i
organizations. Did the supporling organization, or a donor advised fund maintained by a sponsoring ¢
organization, have excess business holdings at any time during the year? , , , . ... .. B 8
9 Sponsoring organizations maintaining donor advised funds.
a Did the organization make any taxable distribulions under section 49667, , . ., . . . . e e e e e e e 9a
b Did the organization make a distribution to a donor, donor advisor, orrelated person? , . . . . ..\ oo r oo ... 9b
10 Section 501(c)({7) organizations. Enter:
a Initiation fees and capital contributions included on Part VIII, line 12 . . . . . . . . W e s . |10a
b Gross receipts, included on Form 990, Part VI, line 12, for public use of club facilities , , , , [10b
11 Section 501(c}{12} organizations. Enter:
a Gross income from members or shareholders . . . . . ... ... .. .. ... N A
b Gross income from other sources (Do not net amounts due or paid to other sources
against amounts due or received fromthem.}, . . ... ....... J 11b
t2a Section 4947(a){1} non-exempt charitable trusts. Is the organization filing Form 990 in lieu of Form 10417 12a
b If "Yes," enter the amount of tax-exempt inlerest received or accrued during the year _ . . _ . [12b]
13 Section 501{c)(29) gualified nonprofit health insurance issuers.
a Is the organization licensed to issue qualified health plans in more thanonestate?, _ . . .. ... ... ... ... 1132
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 healthpltans _ . ., ., ... ... ........ 13b
¢ Enter the amount of reservesonhand , ., .. .. ...... S, 13¢
14a Did the organization receive any payments for indoor tanning services during the taxyear? . , ... ... e .. . |14a X
b If "Yes " has it filed a Form 720 to report these payments? If “No,* provide an explanation in Scheduie © . . . . . .|14b
35101%‘1.000 Form 990 (2013)
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Form 950 (2013) ST. MARYS HOSPITAL OF ST. MARYS COUNTY INC. 52-0618

Part

006

Paga 6

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

Check if Schedule O contains a response or nole to any linein this Part VIl - . . . . . ... ... 30000000 G

Section A. Governing Body and Management

Yes No
1a Enter the number of voting members of the governing body at the end of the tax year . . - - - 1a 1€
If there are material differences in voling rights among members of the governing body, or if the governing
body delegaled broad authority to an execulive committee or similar committee, explain in Schedule O.
b Enter the number of voting members included in line 1a, above, who are independent . . . . . [ 1b 12
2 Did any officer, director, trustee, or key employee have a family relationship or a business relationship with
any other officer, director, trustee, or keyemployee? . ........ So0OoO0O00GCO0O00O0CO0C0000 89000 2 X
3 Did the organization delegate control over management duties customarily performed by or under the direct
supervision of officers, directors, or trustees, or key employees to @ management company or other person? . . 3 X
4 Did the organization make any significant changes to its governing documents since the prior Form 990 was filed?. . . . . . 4 L.
5 Did the organization become aware during the year of a significant diversion of the organization's assets?. . . . 5 X
6 Did the organization have members or stockholders? . . . . ... .. 0UCOO0Ooo0BAaea00D s 86000 6 | X
Ta Did the organization have members, stockholders, or other persons who had the power {o elect or appoint
one or more members of the governingbody? . . . . ... ..... SoooDOoO0OO00A0C000G00 ceve. | TalX
b Are any governance decisions of the organization reserved to (or subject 1o approval by) members,
stockholders, or persons other than the governing body? . . . . . .. 0000880000 ca8 a0 i, |TB X
8 Did the organization conlemporaneously document the meetings held or written actions undertaken during
the year by the following:
a The governing body?. . . . . . e e e e e e e ... | BalZX
b Each committee with authority to act on behalf of the governingbody? . . ... ... ..... I -
9 Is there any officer, director, trustee, or key employee listed in Part VIl, Section A, who cannot be reached a
the organization's mailing address? If "Yes," provide the names and addresses in Schedule O . . . . ... .. .. ) X
Section B. Policies (This Section B requests information about policies not required by the Internal Revenue Code.)
Yes | No
10a Did the organization have local chapters, branches, oraffliates? . . . . . . . v v v 0 v v e e e aaa. 102 X
b If "Yes,"” did the organization have written policies and procedures governing the activities of such chapfers,
affiliates, and branches to ensure their operations are consistent with the organization's exempt purposes?. . . [10b
11a Has the organization provided a complete copy of this Form 990 to all members of its governing body before filing the form? . 11a] X
b Describe in Schedule O the process, if any, used by the crganization to review this Form 990.
12a Did the organization have a written conflict of inlerest policy? i#f "No,"gofoling 13 . . . v v v v v v v v v v v W 12a| X
b Were officers, directors, or trustees, and key employees required to disclose annuzlly interests that could give
risetoconflicts? . .. ... ............ JGDO0GCHOoGGoDDacn D 0DC000cOoOc0aGn DD 12b) X
¢ Did the organization regularly and consistentlly monitor and enforce compliance with the policy? If "Yes,”
describe in Schedule Ohow thiswasdone . . . .« v v v v i v v i v v s e v e nn 00000080 GO0c000 0 . P2l X
13 Did the organization have a written whistleblower policy?. . . . . ... .. SDooo0DOOCOODOOOCOOGCOS . 13 | X
14  Did the organization have a written document retention and destruction policy?. « v v v v e i e e e e e e a G 14 | X
15 Did the process for determining compensation of the following persons include a review and approval by
independent persons, comparability data, and contemporaneous substantiation of the deliberation and decision?
a The organization's CEQ, Exaculive Director, or top managementofficial . . . « v v v o v v v v v e s n e .. |1sa]| X
b Cther officers or key employees of the organization . . . . . .. .. ... 0o O0O0DOBOO o0 Ga00DE ... |15b| ¥
If “Yes" {o line 15a or 15b, describe the process in Schedule O (see instructions).
16a Did the organization invest in, contribute assets to, or participale in a joint venture or simitar arrangement
with ataxable entity duringtheyear?. . . . . ... oo v v i e .. e ..., [M6a] X
b If "Yes,” did the organization follow a written policy or procedure requiring the organization to evaluale ils
participation in joint venture arrangements under applicable federal tax law, and lake steps to safeguard the
organization's exempt status with respect to such amangements? , . L, . . ... ... ... ... e ... |18b] X

Section C. Disclosure

17  List the states with which a copy of this Form 990 is required to be fled »_. "2 _______________
18  Section 6104 requires an organization to make its Forms 1023 {or 1024 if applicable), 990, and 990-T (Section 501({c)(3)s only)
available for public inspection, Indicate how you made these available. Check all that apply.
Own website Ancther's website Upon request |:| Other {explain in Schedule O)
19 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 telephone number of the person who possesses the books and records of the
organization: > JOEL BRYAN 5565 STERRETT PLACE STH FL COLUMBIA, MD 21044 410-772-6721
ISA Form 990 {2013)
3JE1042 1.000
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Form 990 (2013) ST. MARYS HOSPITAL OF ST. MARYS CQOUNTY INC. 52-0619006 Page 7
Compensation of Officers, Directors, Trustees, Key Employees, Highest Compensated Employees, and
Independent Contractors
Check if Schedule O contains a response or nole to anylineinthisPartVIl. . . ... ............ ca e
Section A. _ Officers, Directors, Trustees, Key Employees, and Highest Compensated Employees
ta 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,

¢ List all of the organization's current officers, directors, trustees (whether individuals or organizations), regardless of amount of
compensation. Enter -0- in columns (D), (E), and (F) if no compensation was paid.

o List all of the organization's currant key employees, if any. See instructions for definition of "key employee.”

® List the organizalion's five current highest compensaled employees (other than an officer, director, trustee, or key employee)
who received reportable compensation (Box 5 of Form W-2 and/or Box 7 of Form 1089-MISC) of more than $100,000 from the
organization and any related organizations.

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

s 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 compensalion from the organization and any related organizations.

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

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

(€}
(A) ®) Position 0} E) L)
Name and Title Average | (do not check more than cne Reportable Reportable Estimated
hours per | box, unless person is both an compensalion |compensalion from amounl of
week {lstany] officer and a diractor/trusiee) from related other
nustr o= | slo] =lez] the organizations compensalion
maed |a2| 2323 organization | (W-2/1099-MISC) from tha
organizations g éi ‘.;, 3 é .g & | = | {(W-2/1089-MISC) organization
belowdattes | & £ [ S (88 and rela!ed
line) E 5 E | organizations
HE :
3 g
g
_{UYAVANI D SHAH, MD e ] __1.00]
BOARD MEMBER X 0 0 0
_{QEENNETH A SAMET oo ___]__1.00]
BOARD MEMEER 39.00| X 0 3,334,799. 61,007.
_{yBARBARA R THOMPSON __ __________]__1.00
BOARD MEMBER X 0 0 0
J@JANE H SYPHER ol _1.00]
BOARD MEMEBER X 0 0 0
_{YLEWIE ALDRIDGE, JR ____________| _1.00
BOARD MEMEBER X 0 0 0
_{@DONALD CATHER, JR _____________| _1.00
BCARD MEMBER X 0 0 0
() TR RC N T T N - C1C 0]
BOARD MEMBER X 0 0 0
B N - T1C L0l
TREASURER/BOARD MEMBER X X 0 0 0
_{9)PATTY VERNON RUSHER ___________| _1.00
BOARD MEMBER X 0 0 0
(MARY LEIGH HARLESS ___ _________.i__1.00
EQOARD MEMEBER X 0 0 0
{11)JENNIFER BIAKE .. ..l _1.00]
BOARD MEMBER X 0 0 0
(12)CHRISTINA L. BROOM _____________ | _1.00]
BOARD MEMBER X 0 0 1]
{IYMELANTE L. GUERRERO, MD _______]__1.900]
BOARD MEMBER X 8] 0 1]
{14)XRISHNA P, JAYARAMAN, MD ______| _1.00]
BOARD MEMBER X 0 0 0
J5A Form 990 (2013)

3JE1041 1.000
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ST. MARYS HOSPITAL OF ST. MARYS COUNTY INC. 52-0619006
Form 990 (2013) Page 8
Section A. Officers, Directors, Trustees, Key Employees, and Highest Compensated Employees (continued)
(A) (B} () 0} (€) F
Name and title Average Position Reportable Reportable Estimated
hoursper | {do not check more than one compensation |compensation from amount of
woek {istany | boOX, unless person is both an from related othar
hours for %%’.‘E‘E“’:‘“ﬁeﬂ the organizations °°“f::;“ls:;'°“
related 52 213 . H
omanizatons £ 2 | 2| F g E‘% g (ngfgéz;mr-sc) (w-2nose-misc) [ e
below doited |G & | & EA R ol and relawed
line} ] 5 g B °§ organtzations
gls| |%] B
8|2 2
B g
&
15) CONOR F. LUNDERGRAN, M.D 1.00
“""BOARD MEMBER T TITTTTTTT X 0 0 0
16) CHRISTINE WRAY 39.00
" PRESTDENT/BOARD MEMBER | 1.00| X X 698, 652. 0 25,169.
17) RICHARQ_BRAAM 3%.00
= D i 1.00] X 321,477. 0 5,867.
18} STEPHEN MICHAELS 40.00
"TTTSECRETARY | TTTTTTTTTTTITTTTT 0| X 486,252. 0 19,738.
19} MARYLOU WATSON 40.00
“"""VICE PRESIDENT - NURSING | | X 235,866. 0 23,250.
20) JOAQ_GELRUD 40.00
""TVICE PRESIDENT 77777 X 259,437. 0 20,876.
21) MARK BQUCOT 40.00
"7 VICE PRESIDENT 77777 X 199,316. 0 18,553,
22) AMIR KHAN 40.00
CTUeAysicIiaN | TTTTTTTTITTTTTT X 524,660. 0 4,651.
23) MARK WHITTEN 40.00
TTUTPAYSICIAN T TTTTTTTTITTTTTT X 708,439. 0 1,435.
24} BRUCE GIBSCN 40.00
“UUTPAYSTCIAN | T TTTTTTTTTITTTTTT X 409,727. 0 22,595,
25) MEHRDAD AKHLAGHI 40.00
“UUTeRySICcIAN T X 312,785, 0 20,724.
1bsub-"°‘al ....... B s 4 8+ a e o+ om o8 s e ot s aomom o+ o P R R "o ’ 0 3'334r799. 61'007‘
¢ Total from continuation sheets to Part VII, SectionA , , . . . ... ... .. p| 4,485,661, 0 166,585.
d Total (add lines1bandte}. . . . . ... .......... t e+ e vs.-.. P} 4,485,661.| 3,334,789. 227,592,
2 Total number of individuals {including but not limited 1o those listed above) who received more than $100,000 of
reportable compensation from the organization P 64
Yes | No
3 Did the organizalion list any former officer, direclor, or trustee, key employee, or highest compensated ! £
employee on line 1a? If "Yes,” complele Schedule J far such individual . . . . . . . v s v v o v e e e e e 3 X
4 For any individual listed on line 1a, is the sum of reportable compensation and other compensation from the
organization and related organizations greater than $150,000? If “Yes,” complete Schedule J for such .
individual, . . .......... SO0DO0GO0BoooGCO0O00ac 00D 00 O00COGoSoUO00B000DnD D 4 | £
5 Did any person listed on line 1a receive or accrue compensalion from any unrelated organization or individual |
for services rendered to the organization? If “Yes,” complete Schedule J for suchperson . . ....... Qoo n~nn 5 X
Section B. Independent Contractors
1 Complete this table for your five highest compensated independent contractors that received more than $100,000 of
compensation from the organization. Report compensation for the calendar year ending with or within the organization's tax
year.
(A} (B} (€}
Name and business address Deascription of services Compensation

ATTACHMENT 3

2

Total number of independent coniractars (including but not limiled to those listed above) who received
more than $100,000 in compensation from the organization » 25

J5A
3E1055 1.000
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ST. MARYS HOSPITAL OF ST. MARYS COUNTY INC.

52-0619006

Form 990 (2013) Page B
a0l Section A. Officers, Directors, Trustees, Key Employees, and Highest Compensated Employees (continued}
(A} B (C) )] (E) (F)
Name and title Average Position Reportable Reportable Estimated
noursper | (do not checkmorethanone | compensation  |compensation from amount of
wesk (listany | box, unless person is both an from related other
hours for cfficer and a director/trustea) the organtzations compensalion
roisted S 3 | 312 FISF| S| organization | (W-2/1098-MISC) from the
organizstens | 2 | 5 | F (@ (B | 3 | (w-21009-MISC) organizalion
below dotted (S £ | F = '§ = and related
ey |5 g g g g organtzations
|8 2| 3
a 2
H g
g
(26) PATRICIAGURNY _______________| 40.00]
PHYSICIAN X 329,050. 0 3,727.
b Sub-total L A
¢ Total from continuation sheets to Part VII, Section A , , , ... ....... >
d Total (addlines1bande} . . . . . . .. i v v v oo v goooGD o0 -
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 b 64
Yes | No
3 Did the organization list any former officer, director, or truslee, key employee, or highest compensated
employee on line 1a? If "Yes," complete Schedule J for suchindividual . . . . .. ... .. .. .... 0000DGCO0a 3 X
4 For any individual listed on line 1a, is the sum of reportable compensation and other compensation from the
organization and related organizations greater than $150,0007 If ‘Yes,” compiete Schedule J for such -
INAIVIAUBL. | . i e e e e e e e e e e e e e e 00 DC0O0O0DOGODNoOoa00GE 4 | X
§ 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 Jfor suchperson . . . . v v v o v v e v uu .. 5 X
Section B. Indepandent Contractors
1 Complete this table for your five highest compensaled 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) &) {C)
Name and business addrass Description of services Compensation

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

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

J5A

JE1055 +.000

4778BC 2502 V 13-7.15 2602270

Form 990 {2013)
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Form 990 (2013)
Part Vill

ST. MARYS HOSPITAL OF ST. MARYS COUNTY INC.

52-0619006

Page 9

Statement of Revenue

Check if Schedule O contains a response or note to any line in this Past Vi, , , .. ., . ..

(A) 8 {C) {8}

Total revenua Related or Unralated Revenua
axempt business excluded from tax
function revenue under sections
revenue 512-514

g% 1a Federatadcampalgns . . . . . . . . | 12
5§ b Membershipdues . ........[1b
gf ¢ Fundraisingevents . . . . . . .. . | 1€ 24,910,
©E2| d Relatedorganizations . . . . .. .. 1d
g% e Government grants (conirbutions) . . [18
s E f Al olher contributions, gilts, grants,
‘%_'5 and similar amounts nof included above . 1§ 1,910,171,
5?, g Noncash contributions Included in lines 1a-1F 5 7.010. | -
- h Total. Addlinesfa-1f. ... .. .. S 1,535,081,
§ Business Code |
s 2a BET PATIENT SERVICE REVENUE 30009% 138,299,325, 138,299,328,
'ﬁ b OTHER OPERATING REVENUE 90009% 1,563,384, 1,563,384,
% ¢ MEANINGFUL USE REVENUE 900099 692,763 . 692,763
& | d
2| f Al other program service revenue . . . . .
& g Total Addlines2a-2f . . . . . . ¢ o o v o v o0 oo .o . > 140,555,472,
3  Investment income {Including dividends, interesi, and
otharsimilaramounts). « + « ¢ ¢ o ¢ v o o 0 0 0 s u s o > 15,734, 15.734.
4 Income from investment of lax-exempt bond procesds . . . » o
5 Royallies » - - « =« - =« PR 0
{i) Real (ii} Personal
Ga Grossrents . . . . ... 5 73,533,
b Less:rental expenses . . .
¢ Rental income or {loss) . . 13,533,
d Net rentalincomeor{loss) . . . . . . .. Annnnne 2 73,533, 73,833,
(i) Securities (ii) Other
7a Gross amouni from sales of
assats other than inventory
b Lless: cost or other basis
and sales expenses . .« .
¢ Gainor{loss) . « « + « .
d Netgaimor{loSs) « « v « s v o ¢ 4 o0 s s s s = s o o . > [
g 8a Gross income from fundraising
5 events (nol including $ 24,910,
3 of contributions reporied on line 1c).
= See Parl IV, line 18 . . - . . . ceeil 3105,
2 b Less: directexpenses . . . . . .. +«. b 4,073,
5 ¢ Net income or {loss) from fundraisingevents . . . . . . . . P ~968. -968.
9a Gross income from gaming activities.
SeegParlV,line19 , _ . .. ... ... a
b Lless:directexpensss + « « « » v o ... b
¢ Net income or (loss) from gaming activities. . . . . . . . . | - 0
10a Gross sales of inventory, less
relunsandallowances , ., . ...... a
b Less:cosiofgoodssold. .. ...... b
¢ Netincome or {loss) from salesofinventory, , . . . ... .M o
Miscellaneous Revenue Business Code
11a [EQUITY INTEREST IN AFFILIATES 900098 839,845, 839,845,
f AUXILIARY INCOME 300092 84,868. 84,868.
¢ MISCELLANECUS REVENUE 300099 471,604, 471,604
d Allotherrevenue . + » . « « = o . . 500G
o Total. Addlines 11a-11d + « o v ¢ ¢ = = o ¢« . & N & 1,396,317,
12__ Totalrevenus. Sesinstructions . . « . o o o v o o o o v > 143,975,169, 140,555,472, 1,484,616,
15A Form 990 (2013)
3E1651 1.000
4778BC 2502 V 13-7.15 2602270 PAGE 11



Form 990 {2013)

ST. MARYS HOSPITAL OF ST. MARYS COUNTY INC.

52-0619006

Page 10

- dhd Statement of Functional Expenses

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

Check if Schedule O contains a response or note to any N NS Pamt IX | . . . v v v v v vt v e e v s v o n e v v u

Do not include amounts reported on lines 6b, 7h,
8b, 9b, and 10b of Part Vill.

{A)
Tolal expenses

(B)
Program service
axpenses

(€}
Management and
ganeral axpenses

{D)
Fundralsing
EXPENSEs

1

Grants and other assistance to govemmenis and
organizations in the United States. See Part [V, line 21 ,

2 Granits and other assistance to individuals in

the United States. See Part IV, line22, . ... .

3 Grants and other assistance to governments,

4 Benefils paid to or for members

organizations, and individuals oulside the
United States. See Part IV, lines 15 and 16, |

5 Compensation of current officers, directors,

trusiees, and key employees

6 Compensation not Included above, 1o disqualified

7 Other salaries and wages

persons (as defined under section 4958({1)1)} and
persons described In section 4958(c}(3)(B)

I

Pension plan accruals and contributions {include section
401(k) and 403{b) employer contribuilons}. . . . . .

9 Other employeebenefits . . . . .. ... ...
10 Payroll1axes « « v « v o o v o o 5 s 0 5 0 s 4 s

"

12 Advertising and promotion

Fees for services (non-employees):
a Management ., . ,,,,.,.
blegal , ., ., . .. ..t nnas
¢ Accounting
dlobbying . ., ., . ..............
e Professional fundraising services. See Part IV, line 17,
f Invesiment management fees

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

8 Other. (i line 119 amount exceeds 10% of line 25, column
(A itst line 119 &P on S o). « « & &

13 Officeexpenses . . . . .. v v v e v v v oo
14 Information fechnology. . . . .. .. ... ..

15 Royalties, , ., . ......
16 Occupancy , ., , . ...
17 Travel

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

18 Payments of travel or entertainment expenses

19 Conferences, convenlions, and meastings
20 Interest

21

for any federal, state, or local public officials

Payments o affiliates. . . .. .........

22 Depreciation, depletion, and amortization , , , ,

23 Insurance
24 Other expenses.

Hemlize expenses not covered
above (List miscellaneous eapenses In ling 24a. If
line 24e amount exceeds 10% of lne 25, column
{A) amount, list line 242 expenses on Schedule C.)

e Allotherexpenses _ o oo e

25 Total functlonal expenses. Add lines 1 through 248

2,337,411.

2,012,808.

324,603.

O

56,759, 058.

51,998, 020.

4,761,038.

-31,592.

-28,980.

-2,612.

6,111,349,

5,608,948.

502,401.

4,188,785,

3,842,450.

346,335.

-5,958.

554,

-6,512.

QIoltol o

0

442,923,

21,579.

421,344,

1,290,171,

1,132,003.

158, 168.

3,763,852,

3,412,744.

351,108.

0

0

274,428.

222,483,

51, 845.

0

0

1,238,751,

1,238,751,

0

6,336,617,

3,102,867.

3,233,750,

985,327.

862,384.

122,943.

22,214,428.

21,948,754.

265,674.

8,791,701.

6,593,507.

2,198,194.

4,845,332,

4,816,397.

28,935,

3,110,406.

3,110,406.

9,079,431,

6,920,687.

2,158,744,

131,732,420.

112,467,205,

19,265,215.

26 Joint costs. Complete this line only if the

organization reported in column (B) joint cosls
from a combined educational campaign and
fundraising solicitation. Check here B [ | if

ISR

following SOP 98-2 (ASC958-720), ., . ... . 0
3E1052 1.000 Form 990 (2013)
4778BC 2502 VvV 13-7.15 2602270 PAGE 12



ST. MARYS HOSPITAL OF ST. MARYS COUNTY INC. 52-0612006
Form 990 (2013) Page 11
Balance Sheet
Check if Schedule O contains a response or note to any line inthisPart X . . . . .. .... ce oo | |
{A) {8)
Beginning of year End of year
1 Cash-non-interestbearing . . .. .. .., 19,613,502.( 1 18,632,648.
2 Savings and temporary cashinvestments, . . ... ... .. ... q 2 0
3 Pledges and grants receivable,mel ..., q 3 78,675,
4 Accounts receivable,net L, 20,750,528.| 4 15,175,270.
§ Loans and other receivables from current and former officers, directors,
trustees, key employees, and highest compensated employees.
Complete Part Il of Schedule L | . . . . .. ... ... .. .. ... q5s 0
6 Loans and olher receivables from other dlsqualified persons (as defined under section
4958(f)(1)), persons described in section 4958{c)(3}(B), and contributing employers
and sponsoring organizations of section 501{c})(9) voluntary employees' beneficiary
& organizations (see instructions). Complele Part Wof Schedule L, ., . .. ... q 6 0
E 7 Notes and loans receivable,net, . . ... ... ... ..., 2,965,085.| 7 2,450,226,
4| 8 |Inventories forsaleoruse, ... ... . 2,581,118.| 8 2,617,951,
8 Prepaid expenses and deferredcharges . .. ........... e e e 1,041,253.| ¢ 1,187,624.
10a Land, buildings, and equipment: cost or
other basis. Complete Part VI of Schedule D 10a 146,125, 985.
b Less: accumulated depreciation, . . .. . . ... |[10b 71,743,453, 72,184,416.(10¢ 74,382,532,
11 Investments - publicly traded securities . ., . ... ............. 1,513,774.]11 1,722,749,
12 Investments - other securities. See Part IV, line 11, , _ . . . . . e d12 0
13 Investments - program-related. See Parl IV, line 11 | , | _ . . e g13 0
14 Intangibleassels, , . ... ... ........ .. ..... e 414 0
15 Other assets. SeePart IV, line 11 _ . . ... ........ e 9,935,833.]15 8,873,399.
16_ Total assets. Add lines 1 through 15 (must equalline 34} . ., . . . ... . 130,625,509.] 16 125,221.074.
17 Accounts payable and accrued expenses, . . . .. . ... R, 9,116,0939.] 17 9,374,239,
18 Grantspayable, . . ... ............... g 18 0
18 Deferredrevenue . . .. ... .............. e q19 0
20 Tax-exempt bond liabilties _ , . .. ... ....... e 1,246,628.(20 534,038.
9|21 Escrow or custodial account liability. Complete Part IV of ScheduleD . . q21 0
_§ 22 Loans and other payables to current and former officers, dlreclors.
| trustees, key employees, highest compensated employees, and
- disqualified persons. Complete Part Il of Schedule L, _ . . . . ... ..... d 22 0
23 Secured morigages and notes payable to unrelated third parties | _ | | | | q23 a
24  Unsecured notes and loans payable to unrelated third parties, _ . _ | . . q 24 0
25 Other liabilities (including federal income tax, payables to related third
parties, and other liabilities not included on lines 17-24}. Complete Part X
of ScheduleD ., .. .. .. 000000000000 G0a0aa00abaGa. 10,264,147./25 10,595,093.
26 Total liabilities. Add lines 17through 25, . . . . . v v v v v e n i u v u s 20,626,874.| 28 20,503,376.
Organizations that follow SFAS 117 (ASC 9858), check here » m and
H complete lines 27 through 29, and lines 33 and 34.
€27 unrestricted netassets .. 109,184,485. 27 | 104,081,780.
&|28  Temporarily restricted netassets _ ... 714,150.] 28 535,918,
] 29 Permanently restricted net assels _______________________ 100,000.| 29 100,000.
bt Organizatlons that do not follow SFAS 117 (ASC 958), check hare P |:, and
5 complete lines 30 through 34.
g 30 Caopital stock or trust principal, or currentfunds =~ | e 30
@|31 Paid-in or capital surplus, or land, building, or equipmentfond = | H
<132 Retained earnings, endowment, accumulated income, or other funds e 32
2(33 Total netassetsorfund balances . . _ . .. .. . e 109,998,635.| 33 104,717,688.
34  Total liabilities and net assetsffund balances. . . . ........... v 130,625,509.| 34 125,221,074.

JSA
JIE1053 1.000

4778BC 2502
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ST. MARYS HOSPITAL OF ST. MARYS COUNTY INC. 52-0619006

Form 980 (2013) Page 12
Reconciliation of Net Assets
Check if Schedule O contains a response or notetoanylineinthisPart X1 . .. .. ... ... . ... .... @
1 Total revenue (must equal Part VIIL, comn{A), M€ 12) « v « v v v v v v v v v v e e nennen.. |1 143,575,169.
2 Total expenses (must equal Part IX, Comn (AL INE25) « « v o v v v v v v e v e be e nne 2 131,732,420,
3 Revenue less expenses. Sublract iNe 2 omENE 1. « v v v v v v vt ot bt e e e e an e 3 12,242,749,
4 Net assets or fund balances at beginning of year {must equal Part X, line 33, column (A)) . . . . . 4 109,998,635,
5 Net unrealized gains (losses)oninvestments . . . v & ¢ v v v v v b b h e i e e e e 5 a 5 0
6 Donated services and USE OffAGHIHIES « « + « « v v v e v v v oo b b b e ot mt et 6 0
7 IVESHTIENL BXDENSES + « « « o o v v v o s b e v et e e e e e e e e e 7 0
B Priorperiod adjustmMents . . . . ¢ v v v v b v it i e e e e e e s e e 8 °
9 Other changes in net assets or fund balances {(explainin Schedule O). . . .+ o v o v v v v v n .. 9 -17.523,686.
10 Net assets or fund balances at end of year. Combine lines 3 through 9 (must equal Part X, line
33, C0lUMN (BY) + v bt v v et e e e e e e e e e e e e e e e e e v e e e s e e e e e ae s e e e 10 104,717,698,
m Financial Statements and Reporting
Check if Schedule O contains a response or note to any lineinthisPart XIl . . . ... .............
IYes | No
1 Accounting method used to prepare the Form 990: |:| Cash Accrual El Other
If the organization changed its method of accounting from a prior year or checked "Other,” explain in
Schedule Q.
2a Were the organization's financial statements compiled or reviewed by an independent accountant? 2a X

------

If "Yes,” check a box below to indicate whether the financial statemenis for the year were compiled or
reviewed on a separate basis, consolidaled basis, or both:
D Separale basis |:| Consolidated basis D Both consolidated and separate basis
b Were the organization's financial statements audited by an independent accountant? . . . . ... ... .. .. 2y | X
If "Yes," check a box below lo indicale 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 |
c If "Yes" to line 2a or 2b, does the organization have a committee that assumes responsibility for oversight !
of the audit, review, or compilation of its financial statements and selection of an independent accountant? 2 | X
If the organization changed either its oversight process or selection process during the tax year, explain in
Schedule O.
3da As aresult of a federal award, was the organization required to undergo an audit or audits as set forth in
the Single Audit Act and OMB Circular A-1337 « « « « c v v v v e e i e e e e e e n s i eerieaa., |0a X
b If "Yes,” did the organization undergo the required audit or audits? If the organization did not undergo the
required audit or audits, explain why in Schedule O and describe any steps taken to undergo such audits. 3b
Form 990 (2013)

JSA
3E1054 1.000
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SCHEDULE A
(Form 980 or 990-E2Z)

OMB No. 1545-0047

Public Charity Status and Public Support

Complste if the organization Is a section 501(c){3)} organization or a section
4947(a)(1) nonexempt charltable trust.

P Attach to Form 890 or Form 990-EZ,
P Information about Schedule A (Form 980 or 880-EZ} and Its Instructions is at www.irs.gov/form990,

Name of the organization Employer Identification number

ST. MARYS HOSPITAL QF ST. MARYS COUNTY INC. 52-0613006
Reason for Public Charity Status (All organizations must complete this part.) See instructions.

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

Coen to Public
Inspaction

Department of the Treasury
Intemal Revenue Service

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

2 A school described in section 170{b)(1}(A}(ii). (Altach Schedule E.)

3 A hospital or a cooperative hospital service organization described in section 170(b){4){A)ili).

4 A medical research organization operated in conjunction with a hospital described in saction 170(b)(1}(A}{ili}. Enter the

hospital's name, city, and state: ________________________________
section 170{b)(1){A)(lv). (Complete Part I.)

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

An organizalion 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 II.)

A community trust described in section 170(b){1){A){vi). (Complete Part I1.)

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

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 oul the
purposes of one or more publicly supported organizations described in section 509(a)(1) or section 509(a)(2). See section
509{a}(3). Check the box thal describes the type of supporting organization and complete lines 11e through 11h.

a D Type | b Typell ¢ |:| Type lll-Functionally integrated d D Type lll-Non-functionally integrated
By checking this box, | certify that the organization is not controlled diractly or indirectly by one or more disqualified persons
other than foundation managers and other than one or mere publicly supported organizations described in section 508(a)(1)

-]

O 0O

10
11

or section 509(a)(2).

f If the organization received a written determination from the IRS that it is a Type |, Type ll, or Type lll supporting
organization, check thisbox =~ = = | 0D O000LNOCODORaB A CDO0Qddobo0cO0Ban o 80000

g Since August 17, 2006, has the organization accepted any gift or contribution from any of the

following persons?
(I} A person who directly or indirectly controls, either alone or fogether with persons described in (i} and

(iii) below, the governing body of the supporied organization? .
(i) A family member of a person described in (i) above? == = |
(i} A 35% controlled entity of a person described in i) or (i) above? ..

Yos | No

11g{l)
11g(ii)
11glilly

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

h Provide the following information about the supported organization(s).
(1) Name of supported {ii) EIN {ill) Type of organization {iv)isthe | {v) Did you notify {vi} Is the {vil) Amouni of monetary
organization (described on lines 1-9 organization In | the organkation | organization in support
above or IRC section cal @} tstedin |y cof (i) of your | col. (i) organized
{see Instructions)) P scoment? suppart? intheU 5 7
Yes | No | Yes No Yes No
{A)
{8
(C)
(D)
{E}
Total
Far Paperwork Reduction Act Notice, see the Instructions for Schedule A (Form 990 or 890-EZ) 2013
Form 990 or 890-EZ.
ISA
3E1210 1.000
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Schedula A (Form 990 or 930-E2) 2013

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

Page 2

Support Schedule for Organizations Described in Sections 170{b){1){A)(iv) and 170(b}(1)(A)(vi)

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

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

membership fees received. (Do not
Include any "unusual gramts.”) « « . . . .

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

3 The value of services or facilitles
furnished by a governmental unit lo the
organization withoutcharge . . . . . . .
Total. Add lines 1 through 3. . . . . ..

§ The portion of total cenftributions by
each person (other than a
govarnmental unit or publicly
supporied organization) included on
ling 1 that axceads 2% of the amount
shown on ling 11, column{f). . . . . ..

6  Public support. Subtract line 5 from line 4,

Section B. Total Support

Calendar yaar {or fiscal ysar beginning In) » {a) 2009 {b) 2010 {c} 2011 (d} 2012 {e) 2013 {f) Total
7 Amounisiromliined ... .......

8 Gross income from interest, dividends,

10

11
12
13

payments received on securilies loans,
rents, royalties and income from similar
sources

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

Net income from wunrelaled business
aclivities, whether or not the business
is regulary carriedon . . . . .. ...

Other income. Do not include gain or
loss from the sale of capital assels
(ExplaininPartiV.) . . . . ... .. a G

Total support. Add lines 7 through 10. .

Gross receipts from related activities, etc. {Seainstructions) . . . . . &+ v o 0 0 v i b it e s e e e e 12 |

First five years. If the Form 990 is for the organization's first, second, third, fourth, or fifth tax year as a sectlon 501(c)}{3)
organization, check this boxand StOP hBre . . . . . . v v v v v e v o o s v o 4 b b e e e e b s e e e s n e e a e e e e n e

»[ 1

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, Partll, line14 ., . . . . .. ... .. ... .. .. 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 . _ . . . .. Y
b 33113% support test - 2012, If the organization did not check a box on line 13 or 16a, and line 15 is 331/3% or more,
check this box and stop here. The organization qualifies as a publicly supported organization. , . , ... ... ..... .. "
17a 10%-facts-and-circumstances test - 2013. If the organization did not check a box on line 13, 16a, or 16b, and line 14 is
10% or more, and if the organization meets the "facts-and-circumstances” test, check this box and stop here, Explain in
Part IV how the organization meets the "facts-and-circumstances” test. The organization qualifies as a publicly supperted
organization, , . ... ...l e e et et e e e e e e >
R 10%-facts-and-circumstances test - 2012. If the organization did not check a box on line 13, 16a, 16b, or 17a, and line
15 is 10% or more, and if the organization meets the "facts-and-circumstances™ test, check this box and stop here.
Explain in Part IV how the organization meets the “facts-and-circumstances” test. The organization qualifies as a publicly
supported organization, . . ........ e e h e e e e e e e e e e e e e e e >
18 Private foundation. If the organization did not check a box on line 13, 16a, 16b, 17a, or 17b, check this box and see
instructions . , .. ......... cooooOUDOOODOGOBONOOAONTasBoenNb e N RO 0B oo 00D a0 >|:|
Schedule A (Form 990 or 990-EZ) 2013
J5A
3E1220 1.000
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ST. MARYS HOSPITAL OF ST. MARYS COUNTY INC.

Schedule A (Form 990 or 990-EZ) 2013

Support Schedule for Organizations Described in Section 509({a)(2)

52-0613006

Page 3

(Complete only if you checked the box on line 9 of Part | or if the organization failed to qualify under Part Il.
If the organization fails to qualify under the tests listed below, please complete Part Il.)

Section A. Public Support

Calendar year (or fiscal year beginning in) M

1

7a

Gifts, grants, contributions, and membership fees
raceived. (Do not include any "unusuval grants.”}
Gross recelpts from admissions, merchandise
sold or senices performed, or facilities
furnished In any activity that is related to the
organization's tax-exempt purpese |
Gmoss receipts from acllvities that are not an
unrelated {rade or business under section 513 |
Tax revenues levied for the
organization's benefit and either paid
to orexpended on itsbehali | _ |, ., ., .
The value of services or facilities
furnished by a governmental unit 1o the
organization without charge , , , ., . .
Total. Add lines 1 through 5, , , , .,
Amgunis included on lines 1, 2, and 3

received from disqualified persons . . .

Amounls Included on lines 2 and 3
received from  other than disqualified
persons thal exceed the greater of $5,000
or 1% of the amount an line 13 for the year

Addlines 7Taand 7h. . « . « .+ . o . .
Public support {Sublract line 7c¢ from
fine6.) . . . . v ..l a ..

{a) 2009

{b)2010

{c) 2011

{d) 2012

{e) 2013

{H Total

Section B. Total Support
Calendar year {(or fiscal year beginning in) P

]
103

"

12

13

14

Amounts fromline6. . . . ... . ...
Gross income from interest, dividends,
payments received on securities loans,
renis, royallies and income from simliar
SOUMCES , & o & « v o o o « 2 s s o « « &
Unrelaled business taxable income (less
section 511 taxes} from businesses
acquired afier June 30, 1975
Addlines 10aand10b . .., ..
Net income from unrelaled business
aclivities not Included in Hne 10b,
whether or not the business is regularly
carried on ¢ + ¢ ¢ 0 s e e s 00 s 0 s

Other income. Do not include gain or
loss from the sale of capital asseis
{ExplaininPartIV.) , ... .... ...
Total support. (Add lines &, 10c, 11,
and 12} |, |

L A L

I IR

First five years. If the Form 990 is for the organizalion's first, second, third, fourth, or fifth tax year
organization, check this bexand stop hera, . . . v v v .

{2) 2009

(b) 2010

{c) 2011

(d) 2012

{e) 2013

{f) Total

as a seclion 501(¢)(3)

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

T A

Section C. Computation of Public Support Percentage

15 Public support percentage for 2013 (line 8, column {f) divided by line 13, column (f)} . . . .. ... .. .. 15 %
16 Public support percentage from 2012 Schedule A, Partlll, line 15, . . . v v v v 4 o 4 @ v v o o v s 0 0 o 0o 16 %
Section D. Computation of Investment Income Percentage
17  Investment income percentage for 2013 (line 10¢, column (f} divided by line 13, column (f)) , , . ., .. ... . |37 %
18 Investment income percentage from 2012 Schedule A, Part lll, line17 . ., . ... . 440 v s .... 18 %
19a 331/3% support tests - 2013, If the organization did not check the box on line 14, and line 15 is more than 331/3%, and line

17 is not more than 331/3%, check this box and stop hera. The organization qualifies as a publicly supporied organization >

b 331/3% support tests - 2012, |f the organization did not check a box an line 14 or line 19a, and line 16 is more than 331/3 %, and

line 18 is not more than 331/3%, check this box and stop hers. The organization qualifies as a publicly supporied organization >

20 Private foundation. If the organization did not check a box on line 14, 19a, or 18b, check this box and see instructions »

JSA
3E1221 1.000

4778BC 2502
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ST. MARYS HOSPITAL OF ST. MARYS COUNTY INC. 52-0619006
Schedule A {(Form 990 or 990-E2) 2013 Page 4

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

454 Schedule A (Form 290 or 9890-E2) 2013

3E1225 2 000
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Schedule B Schedule of Contributors OMB No. 1545-0047

{Form €90, 980-EZ,
or 980-PF)
Department of the Treasury

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

P Attach to Form 990, Form 880-EZ, or Form 880-PF. 2@ 1 3
Internal Revenue Servics | P Information about Schadule B (Form 980, 990-EZ, or 890-PF} and lts instructions s at www.irs.gov/form990,

52-0619006

Employer identification number

Organization type (check one):

Filers of: Section:

Form 990 or 880-EZ E 501(c)(3 ) {enter number) organization
D 4947{a){1) nonexempt charitable trust not treated as a private foundation
() s27 political organization

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

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

D 501(c)(3) taxable private foundation

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

General Rule

For an organization filing Form 980, 990-EZ, or 990-PF that received, during the year, $5,000 or more (in money or
property) from any one contributor. Complele Parts | and Il

Special Rules

[

]

[]

For a section 501(c)(3) organization filing Form 990 or 990-EZ that met the 33 1/3 % support test of the regulations
under sections 5098(a)(1) and 170(b){1)(A}vi) and received from any one contributor, during the year, a contribution of
the greater of {1) $5,000 or (2) 2% of the amount on (i) Form 990, Part VIII, line 1h, or (i) Form 980-EZ, line 1.
Complete Parts 1 and |l

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

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

Caution. An organization that is not covered by the General Rule and/or the Special Rules does not file Schedule B (Form 990,
990-EZ, or 990-PF), bul it must answer "No" on Part 1V, line 2, of its Form 990; or check the box on ling H of its Form 990-EZ or on its
Form 990-PF, Part |, tine 2, to certify that it does not meet the filing requirements of Schedule B (Form 990, 980-EZ, or 990-PF).

For Paparwork Reduction Act Notice, see the Instructions for Form 990, 880-EZ, or 880-PF,

JSA

3E1251 1.000
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Schedule B (Form §80, 990-EZ, or 890-PF) (2013)

Name of organization ST. MARYS HOSPITAL OF ST. MARYS COUNTY iINC.

Page 2

Employer identification number
52-0619006

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

(a)

{b)

(c}

(d)

Ne. Name, address, and ZIP + 4 Total contributions Type of contribution
S Person
Payroll
e e e —————— oo 1a010. Noncash
(Complete Part Il for
__________________________________________ noncash contribulions.)
(a) {b) (c} {d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
S U Person
Payroll
PSSV __________E_r_EEQ-_ Noncash
{Complete Part || for
__________________________________________ noncash contributions.)
(a) {b} (s) {d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
- U Person
Payroll -
e ——————— e e __--____}93'_22(1'_ Noncash [ |
{Complete Part || for
__________________________________________ noncash contributions.)
{a) (o) (€) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
- A | e Person
Payroll
e e e ———————————— __________5_6135?.‘. Noncash
{Complete Part Il for
__________________________________________ noneash contributions.)
{a) (b) {c) (d}
No. Name, address, and ZIP + 4 Total contributions Type of contribution
- S U Person
Payroll
e e e e  —————— em——o___102,065. Noncash
(Complete Part Il for
__________________________________________ noncash contributions.)
(a) {b) (c) (d}
No. Name, address, and ZIP + 4 Total contributions Typa of contribution
- Parson
Payroll
e o o o o o o o o e e o e -_--_____31"_5{5'_ Noncash
(Complete Part Il for
__________________________________________ noncash contributions.)
JSA Schedule B (Form 980, 980-EZ, or 990-PF) (2613}

3JE1253 1.000
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Schedule B (Form 990, 850-EZ, or 990-PF) (2013)

Name of organization ST. MARYS HUSPITAL OF ST. MARYS COUNTY INC.

Page 2

Employer identification number

52-0619006

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

{2) {b) {c) {d)
Na. Name, address, and ZIP + 4 Total contributions Type of contribution
N Parson
Payroll
e e a2, 840 Noncash
{Complete Par Ii for
__________________________________________ noncash contributions.)
(a} {b) (c) (d)
No. Name, addrass, and ZIP + 4 Total contributions Type of contribution
e 8 Person
Payroll
S S i 19,437 Noncash
{Complete Part Il for
__________________________________________ noncash contributions.)
(a) (b} (c) {d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
- _9 B U, Paerson
Payroll
O oo _523,522. Noncash
{Complete Part It for
__________________________________________ noncash coniributions.}
{a) {b) (c) {d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
B Person
Payroll
e o e e e e _--__-___391999-_ Noncash
{Complete Part |l for
__________________________________________ noncash contributions.)
{a) {b) (c) {d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
B Parson
Payroll
e —————— ee—e____B,000. Noncash
(Complete Part Il for
__________________________________________ noncash contribulions.)
{a) {b) {c) (d)
No. Name, address, and ZIP +4 Total contributions Type of contribution
e Parson
Payroll
e —————— e e e e e e e e e i eee___16,126. Noncash
{Complets Part Il for
__________________________________________ noncash contributions.)
JSA Schedule B {Form 980, 880-EZ, or 880-PF) {2013)
3E1253 1.000
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Schedule B (Form 990, 930-EZ, or 950-PF) (2013)

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

Page 2

Employaer Identification number

52-0613006

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

() {b} {c) {d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
- .1§ | e e Person
Payroll
e —————— e e emee____B58,840. Noncash
{Complete Part Il for
__________________________________________ noncash contributions.)
{a) {b} {) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
B Person
Payroll
e eeee____5,000. Noncash
(Complele Part |l for
__________________________________________ noncash contributions )
{a) (b} (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
e | Person
Payroll
__________________________________________________________ Noncash
(Complete Part )l for
__________________________________________ noncash contribulions.}
{a) b} (e} (d)
No. Name, addrass, and ZIP + 4 Total contributions Type of contribution
O 0 VS SO Person
Payroll
__________________________________________________________ Noncash
{Complete Parl Il for
__________________________________________ noncash contributions.)
{a) {b} (¢ {d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
S Person
Payroll
__________________________________________________________ Noncash
{Complete Part |l for
__________________________________________ noncash contributions.)
(a) {b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
| = = = S Person
Payroll
__________________________________________________________ Noncash
{Complete Part Il for
__________________________________________ noncash contribulions.)
JSA Schedule B {Form 990, 830-EZ, or 990-FF) (2013)
3E1253 1.000

4778BC 2502 vV 13-7.15

2602270
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Schedule B (Form 850, 990-EZ, or 990-PF) (2013) Page 3

Name of organization ST. MARYS HOSPITAL OF ST. MARYS COUNTY INC. I-Ernployer Identification number
52-0618006
=114l  Nencash Property (see instructions). Use duplicate copies of Part |l if additional space is needed.
{a) No. c
; (b) ! ()
rom Description of h rty give FMV (or estimate) Date received
Part | escrip of noncash property givan (ses instructions) receive
S
— —1— — e ————— ————— S S S — W ——— - - ————————
T s 7,010. | _05/22/2014 _
{a) No. c
. (b) = ()
rom Descripti f noncash property given T e te) Dat ceived
Part | ption o property give (see Instructions) alere
_____________________________________________ S o | mmm e
{a) No. c
‘ (b) © (@
rom 0 Ioti f h rty i FMV {or astimate) Dat ived
Part | escription of noncash property given (see instructions) ate receive
_____________________________________________ | e
(a} No. c
; (b) 5! (@)
rom Description of h property giv FMVi(ot itimate) Dat ived
Part | cription of noncash property given (see Instructions) ate rece
_____________________________________________ S | oo
{a) No. {c)
from D S (&) h B FMV {or estimate) B (d) ved
Part | escription of noncash property given (see Instructions) ate recelve
_____________________________________________ N R
(a) No. c
f (6) ” (@
om Description of noncash property given SNV (ar entimate) Date raceived
Part | escrip praperty {sea instructions)
_____________________________________________ U [P
15A Schedule B (Form 990, 890-EZ, or 980-PF) (2013)

3E1254 1.000
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Schedule B (Form 930, 990-EZ, or 950-PF) {2013)

Paga 4

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

Employer identification number
52-0615006

Exclusively rellgious, charitable, etc., individual contributions to section 501(c)(7), (8), or (10) organizations
that total more than $1,000 for the year. Complete columns {a) through {e} and the following line entry.

For organizations completing Part lll, enter the total of exclusively religious, charitable, etc.,
contributions of $1,000 or less for the year. {Enter this information once. See instructions.) »

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

{a) No.
;rorl;nl (b} Purpose of gift {c} Usa of gift (d) Description of how gift is held
a
{8) Transfer of gift
Transferee's name, addrass, and ZIP + 4 Relationship of transferor to transferee
(a) No.
;rurﬂ {b) Purposa of gift (c) Use of gift {d) Description of how gift Is held
a
{a} Transfer of gift
Transferae's name, addrass, and ZIP + 4 Relatlonshlp of transferer to transferse
{a) No.
F"mr'tnl {b) Purpose of gitt {c) Ussa of gift {d) Description of how gift is held
a
{e} Transfer of gift
Transferea's name, addrass, and ZIP + 4 Relatlonshlp of transferor to transferee
{a) No,
Ig'ror'tnl {b) Purpose of gift {c) Use of gift {d} Description of how gift is held
al
(e} Transfer of gift
Transferee's name, address, and ZIP + 4 Relatlonship of transferor to transferea
I5A Schedule B {Form 9980, 980-EZ, or 990-PF) {2013)
3£1255 1.000
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SCHEDULE D | OMB No. 1545-0047

Suppiemental Financial Statements

(Form 990) P Complete If the organization answered "Yes," to Form 990, 2@ 1 3
Part IV, line 6, 7, 8, 8, 10, 11a, 11b, 11c, 11d, 11e, 11{, 12a, or 12b.

Departmant of the Treasury P Attach to Form 980. Open to Public

Intemnal Revenue Service P Information about Schedule D (Form 990) and its instructions is at www.irs.gov/form990, Inspection

Name of the organization Employer identification number

ST, MARYS HOSPITAL COF ST. MARYS COUNTY INC. 52-0615006

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 accounis

Total number atendofyear , . .........
Aggregate contributions to (during year} . . . .
Aggregate grants from (duringyear), .. ... .
Aggregate value atendofyear, , ., ... ....
Did the organization inform all donors and donor advisors in writing that the assets held in donor advised
funds are the organization's property, subject to the organization's exclusive legalcontrol? , . . .. ... ... [__.J 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 a e S e s et D Yes D No
Conservation Easements. Complete if the organization answered "Yes" fo Form 990, Part IV, line 7.
1 Purpose(s) of conservation easements held by the organization {check all that apply).
Preservation of land for public use {e.g., recreation or education) Preservation of an historically important land area
Protection of natural habitat Preservation of a certified historic structure
Preservation of open space

2  Complete lines 2z 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.

s WwN =

Held at the End of the Tax Year
a Tolal number of conservation easements . . . . v v v v v v v v it v vt e e e b 2a
b Total acreage restricled by conservationeasements . . . ... ... .. .. covvuen.n 2b
¢ Number of conservation easements on a certified historic structure included infa). . . . . . 2c
d Number of conservation easements included in {c) acquired after 8/17/06, and noton a
historic structure listed inthe National Register. . . . . . . . . v v v vt v o e s oo e s o 2d
3  Number of conservation easements modified, transferred, released, extinguished, or terminated by the organization during the
laxyear » ___ __ _ __ __ _______

4  Number of states where property subject to conservalion easementislocated » _________________
5 Does the organization have a written policy regarding the periodic monitoring, inspection, handling of

violations, and enforcement of the conservation easements iLholds? . . . . . . v v v v v o v o b o b m e v o v D Yes D 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 conservalion easement reported on line 2(d) above salisfy the requirements of section 170(h}4)(B)
(i) and section 170(n)4XB)(i)? . . . . . e [ ves Tlwo
9 In Part Xlll, describe how the organization reporls conservation easements in its revenue and expense statement, and
balance sheet, and include, if applicable, the text of the footnote to the organization's financial statements that describes the
organization's accounting for conservation easements.
Organizations Maintaining Collections of Art, Historical Treasures, or Other Similar Assets.
Complete if the organization answered "Yes" to Form 990, Part IV, line 8.
1a |If the or?anizalion elecled, as permitted under SFAS 116 (ASC 958}, not to report in its revenue statement and balance sheet

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

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

{i) Revenuesincluded in Form 990, Part VIl line1 . . . . . . . . . ¢ it u it ot s cennann .. >3
{ii) Assetsincluded INForm 990, PartX . . o o v v v o i et i e e e e e e P8 .

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

a Revenues included in Form 990, Part VL lIne 1 . . . . . .. it it i e n v n e nnn o TR D) P ———
b Assetsincluded in Form 890, Part X . . . . . & . v it v v v i i v e e e I I I Pl
Far Paperwork Reduction Act Notlce, see the Instructions for Form 990, Schadule D (Form 830) 2013
JsA
3E1268 2.000
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ST. MARYS HOSPITAL OF ST. MARYS COUNTY INC. 52-0619006
Schedule D (Form 990) 2013 Page 2
Organizations Maintaining Collections of Art, Historical Treasures, or Other Similar Assets {conlinued)

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

a Public exhibition d B l.oan or exchange programs
b Scholarly research e other
c Preservation for future generations
4 Provide a description of the organization's collections and explain how they further the organization's exempt purpose in Part
X,

§ During the year, did the organization solicit or receive donations of art, historical treasures, or other similar
assets to be sold to raise funds rather than {0 be maintained as part of the organization's collection? . . . . . . |___| Yes D No

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

1a s the organization an agent, trustee, custodian or other intermediary for contributions or other assets nol

included on Form 890, PartX? . .. e e e e e e e e ves [hno
b If "Yes," explain the arrangement in Part Xlll and complete the following table:

Amount
¢ Beginningbalance . . ........ S0 BCO0D00C000000000D000000E 1c
d Additions during the year ... ... SooDb00obDod0oOoRnoAanAaanoa 1d
e Distributions during theyear. . . .. .. 000000000600 0a0ca0a00 1e
f Endingbalance . . . . ... ... .. NohoonDa0000coo oGl
2a Did the organization include an amount on Form 990, Part X, line21? = . .. s LdYes No

b If "Yes," explain the arrangement in Part XIll. Check here if the explanation has beegﬂwided inPart XM, _ . . .,....
Endowment Funds. Complete if the organization answered "Yes" to Form 990, Part IV, line 10.
{a) Current year (b} Prior year {c) Two years back | (d) Three years back | ({e) Four years back
1a Beginning of year balance . . .. 112,554 . 112,352, 112,178. 111,777. 111,085,

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

¢ Net investment earnings, gains,
andlosses. .. . ......... 97. 202, 174. 401. 692.
d Grants or scholarships . . . ...
e Other expenditures for facilities
and programs . « « o v v 2 v v 4 o
f Administrative expenses . ., . . .
g Endofyearbalance. . .. .... 112,651. 112,554. 112,352, 112,178. 111,777.

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

¢ Temporarily restricted endowment p %

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

organization by: Yes | No
{ unrelatedorganizations., . . . . . . v v v b it s st s e e e e e R K11
(i) related organizations , . , ., .. ........ciii i e <l L)

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

4 Describe in Part Xl the intended uses of the organization's endowment funds.

SPT3Y) Land, Buiidings, and Equipment. ] ]
Complete if the organization answered "Yes" o Form 990, Part IV, line 11a. See Form 990, Part X, line 10.

Description of property {a) Cost or other basis {b) Cost or olher basis {c) Accumulated {d) Book value
{invastment) (other} deprecialion
1a Land. s o+ ¢ v v v o s s v s n 0 o s as 5,320,009. 5,320,009.
b Buildings « .« oo v e v v e 80,669,943.| 26,678,985. 53,990,958.
¢ Leasehold improvements: « + + « + « « -« 502,190. 49,100. 453,050,
d Equipment + . o0 v v v e v . 55,368,503.| 44,358,223, 11,010,280.
@ Other « « v v v v v v v v v s s v s s o e 4,265,340, 657,145. 3,608,195,
Total. Add lines 1a through 1e. (Column (d) must equal Form 990, Part X, column (B), line 10(c).). . . . . . > 74,382,532,

Schedule D (Form 990) 2013

JSA
3E 1260 2.000
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ST. MARYS HOSPITAL COF ST. MARYS COUNTY INC.

Scheduls D {(Form 9980) 2013

52-0619006
Page 3

ELRYN  [Investments - Other Securities.

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

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

{b) Book value

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

(1) Financial derivatives , . . . .............
(2) Closely-held equity interests

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

Total. {Column (b) must equal Form 990, Part X, col. (B) fine 12}

GRYUIE Investments - Program Related.

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

Part IV, line 11c. See Form 990, Part X, line 13.

{a) Description of investment

{b) Book value

{c} Melheod of valuation:
Cost or end-of-year market value

)

2)

(3

4

(5)

(6)

(7}

(8)

9

Total. (Cofumn (b} must equal Form 990, Part X, col. (B) #ine 13.) M

Other Assets,

Complete if the organization answered "Yes" to Form 990, Part IV, line 11d. See Form 980, Part X, line 15.

{a) Description {b) Book value

{1) INVESTMENTS IN CONSOLIDATED 5,960,903,
(2) INVESTMENTS IN UNCCNSOLIDATED 2,769,112,
(3) DEFERRED FINANCING COSTS 26,012.
(4) INTERCOMPANY RECEIVABLES 217,372.
{5)
(6)
(N
(8)
(9

Total. {Column (b) must equal Form 990, Part X, col. (B)line 18.). . . . . . . . . . . .. A 8,973,399,

Other Liabilities.

Complete if the organization answered "Yes" to Form 990, Part IV, line 11e or 11f. See Form 980, Part X,

line 25.

1. {a) Description of liability {b) Book value
(1) Federal income taxes
(2) AMOUNTS DUE TO THIRD-PARTY PAY 4,325,240.
(3) LIABILITY FOR SELF INSURARNCE C 6,462,
{4}ACCRUED PENSION LIABILITY 159,085,
{5) DUE TO/FROM OTHER PARTY 5,393,420.
(6) RAC LIABILITY 472,712.
(7)ACCRUED SCHOLARSHIPS 238,170.
{8)
{9)

Total. {Column (b) must equal Form 990, Part X, col. (B} line 25.) W 10,595,098.

2. Liability for uncertain tax positions. In Part XIlI, provide the text of the footnote to the organization's financial stalements thal reports the
organization's liability for uncertain tax positions under FIN 48 {ASC 740). Check here if the text of the footnole has been provided in Pan Xl r_f‘

JSA
JE1270 1.000
4778BC 2502

vV 13-7.15

Schedule D {(Form 980) 2013
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ST. MARYS HOSPITAL OF ST. MARYS COUNTY INC, 52-0619006
Schedule D (Form 990) 2013
Reconciliation of Revenue per Audited Financial Staternents With Revenue per Return,
Complete if the organization answered "Yes" to Form 290, Part IV, line 12a.

Page 4

1 Total revenue, gains, and other support per audited financial statements .~ _ . . _ _ ... . _. 3
Amounts included on line 1 but not on Form 980, Part VIII, line 12;
a Netunrealized gainsoninvestments . ... ... ... .. .. | 2a
b Donated services and use of facilites . . .. .. ... ... ..., | 2b
¢ Recoveriesof prioryeargrants, . . .. .. ... .. ... ... ... | 2¢
d Other (DescribeinPartXWL) . . . ., .. .. .............. [ 2d
@ Addlines 2athrough2d . ... .............. .. |20
3 Subtractline2e fromline1 ., . . .. ............. ..., 100 HGG0000000 0|0
4  Amounts included on Form 990, Part VI, line 12, but not on line 1:
a Investment expenses not included on Form 990, Part VIll, line7b . | 4a
b Other (DescribeinPart Xl . . .. ... ... ..., 4b
e AddIiHES4aand4b... ................................ L 4c
§ Total revenue. Add lines 3 and 4c. (This must equal Form 990, Partl, line 12} . . ... .... .. ...| 8

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

1 Total expenses and losses per audited financial statements =~~~ [ I |
Amounts included on line 1 but not on Form 990, Part IX, line 25:
a Donated services and use of facilities 2a
b Prioryear adjustments T ttotroeeeees 2
o e B899808006000005056000008800 " 20
d Other (DeseribeinPartXily =~~~ """ es 2d
e Addlines 2a through2d =~ "t 5o 2
3 Subtractline2e fromline1 . . . . ...l ... ... . . a3
4  Amounts included on Form 990, Part IX, line 25, but not on line 1;
a Investment expenses not included on Form 990, Part VI, line 7b . 4a
b Other (Describe in Part XIl.) ) e
¢ Addlinesdaanddb TS dc
5  Tolal expenses. Add iines 3 and dc. (This must equal Form 990, Part L line 18.). . . . . .. ... " |5

EG@Lll  Supplemental Information.

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

SEE PAGE 5

JSA

Schedule D (Form 990) 2013
JEL2T 1.000
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Schedule O {Form 990) 2013 ST. MARYS HOSPITAL OF ST. MARYS COUNTY INC. 52-0619006

Page 5
sl  Supplemental Information (continued)

FIN 48 FOOTNOTE

SCHEDULE D, PART X

INCOME TAXES ARE ACCOUNTED FOR UNDER THE ASSET AND LIABILITY METHOD.
DEFERRED TAX ASSETS AND LIABILITIES ARE RECOGNIZED FOR THE FUTURE TAX
CONSEQUENCES ATTRIBUTABLE TC DIFFERENCES BETWEEN THE FINANCIAL STATEMENT
CARRYING AMOUNTS OF EXISTING ASSETS AND LIABILITIES AND THEIR RESPECTIVE
TAX BASES AND OPERATING LOSS AND TAX CREDIT CARRYFORWARDS. DEFERRED TAX
ASSETS AND LIABILITIES ARE MEASURED USING ENACTED TAX RATES EXPECTED TO
APPLY TO TAXABLE INCCME IN THE YEARS IN WHICH THOSE TEMPORARY DIFFERENCES
ARE EXPECTED TO BE RECOVERED CR SETTLED. THE EFFECT ON DEFERRED TAX
ASSETS AND LIABILITIES OF A CHANGE IN TAX RATES IS RECOGNIZED IN THE
PERIOD THAT INCLUDES THE ENACTMENT DATE. ANY CHANGES TO THE VALUATION
ALLOWANCE ON THE DEFERRED TAX ASSET ARE REFLECTED IN THE YEAR OF CHANGE.
THE CORPORATION ACCOUNTS FOR UNCERTAIN TAX POSITIONS IN ACCORDANCE WITH
THE FASBE ACCOUNTING STANDARDS CODIFICATION (ASC) TOPIC 740, INCOME TAXES.

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

30, 2014.

Schedule D (Form 950) 2013

JSA

JE1226 1.000
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Supplemental Information Regarding Fundraising or Gaming Activities | OMB No_ 1545-0047
SCHEDULE G Completa if the organization answerad “Yes" to Form 990, Part IV, lines 17, 18, or 18, or [f tha 2@ 1 3
(Form 990 or 990-EZ) organization entered more than $15,000 on Form 8980-EZ, line 6a.
> Attach to Form 980 of Form 990-EZ. Cpen to Public
P> Information about Schedule G {Form 990 or 990-E2) and its instructions Is at www.irs.gov/form390,

Dapariment of the Treasury

Intemal Revenue Senvice Inspection
MName of the organization Employer identification number
ST. MARYS HOSPITAL OF ST. MARYS COUNTY INC. 52-0612006

Fundraising Activities. Complete if the organization answered "Yes" to Form 990, Part IV, line 17.
Form 990-EZ filers are not required lo complete this part.
1 Indicate whether the organization raised funds through any of the following activities, Check all that apply.

a Mail solicitations a Solicitation of non-government grants
b Internet and email solicitations f Solicitation of government grants

c Phone solicitations g Special fundraising events

d In-person solicitations

2a Did the organization have a written or aral agreement with any individual {inciuding officers, directors, trustees
or key employees listed in Form 990, Part VII) or entity in cannection with professional fundraising services? D Yes |:| No
b If "Yes,” list the ten highest paid individuals or entities (fundraisers) pursuant to agreements under which the fundraiser is to be
compensated at least $5,000 by the organization.

M| gy SSEE) e | e | Ve
| contributions? col. 1) orpantzalion

Yes No
1
2
3
4
5
6
7
8
8
10

Total , . ........ 000 iiviieennnnns. TP b

3 List all states in which the organization is registered or licensed 1o solicit contributions or has been notified it is exempl from
registration or licensing.

Paperwork Reduction Act Notlce, sea tha Instructions for Form 980 or 990-E2, Schedule G (Form 990 or 990-EZ) 2013
J5A
3E1281 1.000
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ST. MARYS HOSPITAL OF ST. MARYS COUNTY INC.

Schedule G {Form 990 or 980-EZ) 2013

Fundraising Events. Complele if the organization answered "Yes" to Form 990, Part IV, ling 18, or reporied more
than $15,000 of fundraising event contributions and gross income on Form 990-EZ, lines 1 and 6b. List events with
gross receipts greater than $5,000.

52-0619006
Pagez

(a) Event #1 {b) Event #2 {c) Other events d} Total events
GOLF TOURNAMENT (aad col. {a) through
{evant type} (event type) (total number) col. {c))
g| 1 Grossreceipts , ., ......... 28,015. 28,015.
e
2 Less: Contributions  , , . ., ... 24,910. 24,910.
3 Gross income (line 1 minus
line2). . ..... 3,105, 3,105.
4 Cashprizes, ... .,,,...,.... 1,000. 1,000.
5 Noncashprizes, ., ,,,,,.,,..
0
ﬁ 8 Renbfacilitycosls , ,, ., ...... 2,736. 2,736.
a
i | 7 Food and beverages , , , . . . ... 337, 337.
]
2 .
& | 8 Entertainment . . ... ..
8 Other directexpenses , , , . . ...
10 Direct expense summary. Add lines 4 through @incolumn(d) ., ., .. ... .. ... ....... > 4,073.
11 Net income summary. Subtractline 10 from line 3, COUMN{d) . . v v i v v v v v v e e v oo n e e > -968.

than $15,000 on Form 990-EZ, line 6a.

Gaming. Complete if the organization answered "Yes" to Form 990, Part IV, line 19, or reported more

o b) Pull tabs/instant d) Total gaming (add
2 {a) Bingo bleghprogrescive bngo | (€1 Other gaming | ) FStE 98ng (A0
7]
&
1 Grossrevenue , , ., ., .. ......
w| 2 Cashprzes, .., . ......
g
& 3 Noncashprizes ...........
w
® | 4 Renfacility costs e
£
§ Otherdirectexpenses , . . . . ...
| | Yes % |Yes % Yes %
6 Volunteerlabor No No No
7 Direct expense summary. Add lines 2 through § incolumn(d) = | I
8 Netgaming income summary. Subtractline 7 fromlinel,column{d} , . . ... .. 0 ' vv.... P
8 Enter the state(s) in which the organization operales gaming activities:
a Is the organization licensed to operate gaming activities in each of these states? _ . . _ . . _ . _ . .. |_Jves | |No
b If "No,” explain;
10a Were any of the organization's gaming licenses revoked, suspended or terminated during the tax year? |_| Yes |_| Neo
b If "Yes," explain;
Schedule G (Form 990 or 990-EZ) 2013
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ST. MARYS HOSPITAL OF ST. MARYS COUNTY INC,. 52-0619006

Schedule G (Form 990 or 990-E2) 2013 Page 3
11 Does the organization operate gaming aclivities with nonmembers? | . . . . . . . . . i v v v n i vt i e e e |_IYas |_| No
12 Is the organization a grantor, beneficiary or trustee of a trust or a member of a parinership or other entity

formed to administer charitablegaming?. . . .. ... ... .. .. ... ... 5 0Aa00000000C00000C DYas D No
43  Indicate the percentage of gaming activity operated in;

a
b
14

15a

16

17

b

The organization's facility , , , . .. ... ... .0ttt interorneroneennnnnn 13a %
Anoutsidefacity , . . . .. ... ... ... e e D I B 1 - %

Enter the name and address of the person who prepares the organization's gaming/spacial events books and
records:

Does the organization have a coniract with a third party from whom the organization receives gaming
TOVBNUE Y | | L ittt it e ettt e e e ................DYBSDNO
If "Yes," enter the amount of gaming revenue received by the organization» $ and the

amount of gaming revenue retained by the thirdparty » & ___

If "Yes," enter name and address of the third party:

Description of services provided »

|:| Director/officer \:j Employee D Independent contractor

Mandatory distributions:

Is the organization required under state law to make charitable distributions from the gaming proceeds to

retainthe state gaming lcenSe?, | , . . . .. .. .. .. it it ie ittt ettt e e e DYes [:l No
Enter the amount of distributions required under state law to be distributed to other exempt organizations

or spent in the organization's own exempt activities during the taxyear p $

' Supplemental Information. Provide the explanation required by Part |, line 2b, columns (#i) and {v), and
Part lil, lines 9, 9b, 10b, 15b, 15¢, 16, and 17b, as applicable. Also complete this part to provide any
additional information (see instructions).

IS4
JE1503 2.000
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SCHEDULEH Hospita|s IOMB No. 1545-0047
{Form 990)

p Complate if tha organization answered "Yes" to Form 990, Part IV, question 20.

Department of the Treasury P Attach to Form 980. P See separate Instructions. Open to Public
Infernal Revenue Service P Information about Schedule H (Form 9980} and s Instructions is at www.irs.gov/form990. Inspection
Name of the organization Employer Identification number
ST. MARYS HOSPITAL OF ST. MARYS COUNTY INC. _ _ 52-06132006
I Financial Assistance and Certain Other Community Benefits at Cost
Yos | No
1a Did the organization have a financial assistance policy during the tax year? If "No," skip to question6a . . . . . ... |1a X
b If"Yes,"wasita wrillen Polcy?. - - -« « v v v v it et e e s e e e R I 11 B

2 If the organization had multiple hospital facllities, indicale which of the following best describes application of
the financial assistance pelicy to its various hospital facilities during the tax year.

Apptied uniformly to all hospital facilities Applied uniformly to most hospital facilities
|| Generally tailored to individual hospital facilities
3 Answer the following based on the financial assistance eligibility criteria that applied to the largest number of
the organization's patients during the tax year.

a Did the organization use Federal Poverty Guidelines (FPG) as a faclor in determining eligibility for providing -
free care? If "Yes" indicate which of the following was the FPG family income limit for eligibility for free care: [3a | X

100% 150% @ 200% Other %
b Did the organizalion use FPG as a factor in determining eligibility for providing discounied care? If "Yes,”
indicate which of the following was the family income limit for eligibility for discounted care: _ , , . . . .. A B-1-1 E. 5
200% D 250% b 300% 350% 400% Other %

¢ If the organization used factors other than FPG in determining eligibility, describe in Part VI the income based
criteria for determining eligibility for free or discounted care. Include in the description whether the
organization used an asset test or other threshold, regardless of income, as a faclor in delermining eligibility
for free or discounted care.

4 Did the organization's financial assistance policy that applied lo the largest number of its patients during the

tax year provide for free or discounted care to the "medically indigent™? . . . . . . . . . it i i it e e 4 X
Sa Did the organization budget amounts for free or discounted care provided under its financlal assistance policy during the tax year? | 5a X
b If "Yes,” did the organization's financial assistance expenses exceed the budgetedamount? . . . . . ... .. .. .. 5b| X
¢ I "Yes" to line 5b, as a resull of budget considerations, was the organization unable to provide free or
discounted care to a patient who was eligible for free or discounted care? . . . . . . . . .. o i i o | S¢
6a Did the organization prepare a community benefit report during the taxyear? . . . . . . . . . .. oo o 0. | 6a | X
b If "Yes," did the organization make it availabletothepublic? . . . . .+ o v o v o o i o i i e [ 6b| X
Complete the following table using the worksheets provided in the Schedule H instructions. Do not submil
these worksheets with the Schedula H.
7 Financial Assistance and Certain Other Community Benefits at Cost
Financlal Assistance and (a} TLWW“ {b) Persons {c) Total community {d) Direct ofisetting (eg Net community {f) Percenl
Means-Tested Government | ‘programs. benefit expense revente e of total
Programs foolonan | (optlonal) expensa
a Financial Assistance at cost
(trom Workshest 1) - + . - 2,986,556. 2,986,556. 2.27
b Medicaid {from Workshest 3,
columna) « « ¢+ ¢ 0 4 s
€ Costs of other means-iested
overnment p rams&fmm
orksheet 3, columnb) |
d Total Financial Assistance and
Means-Tested Government
PrOQrAMS + o « » + » o « 2,986,556, 2,986,556, 2.27
Other Benefits
e C Ity health Impr
et o vrerenon 1. - 1,713,644, 391,773. 1,321,871, 1.00
f Health professions education
(from Worksheet ) . . . . 214,115. 380. 213,735, .16
g Subsidized health senices (from
. 3,810,183, 3,810,183, 2.89
h Research (from Worksheat 7)
i Cash and in<kind contributions
for community benefi {from 126,864. 126,864. .10
Worksheet8}, ., ., . . . . .
| Total. Other Banefis . . - . 5,864,806, 392,153. 5,472,653, 4.15
k__Total. Add lines 7d and 7). . 8,851,362, 392,153. 8,459,208. 6.42
For Paperwork Reduction Act Notice, see the Instructions for Form 990, Schedule H (Form 980} 2013
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ST. MARYS HOSPITAL OF ST. MARYS COUNTY INC.

Schedule H (Form 990) 2013

52-0619

006
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 activites promoted the

health of the communities it serves.

(@) Number of | (b} Persons {c) Total community {d} Direct offsetting {e) Net community {f} Percent of
activilles or served bullding expense ravenue buliding expense total expense
programs {optional)
{optional}
1_Physical improvements and housing
2 Economic development
3 c°mmuni|y5uppoﬂ 9, 251. 9,251- .01
4 Environmental improvements
5 Leadershlp development and
Ing for hy 7.,370. 7,370, .01
& Coalltion buliding 31,478B. 31,478. .02
7 Community health improvement
advocacy 45,817. 45,817. .02
8 Workforce development 682,458, 682,455, .52
9 Other
10 Total 776,375, 776,375. .58
Bad Debt, Medicare, & Collection Practices
Seaction A. Bad Debt Expense Yes | No
1 Did the organization report bad debt expense in accordance with Healthcare Financial Management Association
StatementNO. 157, . . . . . ittt it e e e e e e e e 11X
2 Enter the amount of the organization's bad debt expense. Explain in Part VI the
methodology used by the organization to estimate this amount, |, , . . . ... ..... 2 5,542,730.
3 Enter the estimated amount of the organization's bad debt expense aliributable to
patients eligible under the organization's financial assistance policy. Explain in Part Vi
the methodology used by the organizalion to estimate this amount and the rationale,
if any, for including this portion of bad debt as community benefit. | .. ... ... 3
4 Provide in Part VI the text of the footnote to the organization's financial statements that describes bad debt
expense or the page number on which this footnote is contained in the attached financial statements.
Section B. Medicare
5 Enter total revenue received from Medicare (including DSHandIME) ... ....... |58
6 Enter Medicare allowable costs of care relating to paymentsonline5 . . . . ... ... 18
7 Subtract line 6 from line 5. This is the surplus (or shortfall} . . . . . A A 00000000t
8 Describe in Part VI the extent to which any shortfall reporied in line 7 should be treated as community
benefit. Also describe in Part VI the costing methodology or source used {o determine the amount reported
on line 6. Check the box that describes the method used:
Cost accounting system Cost to charge ratio D Other
Section C. Collection Practices
9a Did the organization have a wrilten debt collection policy during the taxyear?. . . . . . . .o v v e v v e v v oo™ ga [ X
b if "Yes,” did the organization’s collection policy that applied 1o the largest number of its patients during the tax year contain provisions on the
collaction practices 1o be followed for patients who are known to qualify for financlal assistance? Describe inPartVl . . . . . . . . . . .. . . | 9b X
Management Companies and Joint Ventures (ownsd 10% or more by officers. key employees, and physicians - see sinictons)
{a) Nama of entity {b) Description of pimary {e} Organization's {d) Officers, direciors, (e} Physicians’
activity of entity profit % or stock trusteas, or key profit % or stock
ownership % employees' profit % ownership %
or stock ownershlp %
1
2
3
4
5
6
7
8
9
10
11
12
13
s Schedule H (Form 890) 2013
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ST. MARYS HOSPITAL
Schedule H (Form 990) 2013

OF ST. MARYS COUNTY INC.

52-0619006

Page 3

Facility Information

Section A. Hospital Facilities

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

How many hospital facilities did the organization operate
during the tax year? ___1

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

|endsoy pesuad]

1eaBuns g [Eaipaw [218U0D

[Eudsoy S uaIpnyD

(eydsoy Bujpes)

|endsoy ssazoe e

Aypoe) yueesay

sInoy pZ-Y3

Jougo-3

Other (describa}

Facility
reporting
group

41 ST MARYS HOSPITAL OF ST MARYS COUNTY

25500 POINT LOOKOUT ROAD

LEONARDTOWN MD 20650

10

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

Schedule H (Form 990) 2013 Page 4
Facillity Information (conlinued)
Section B. Facility Policies and Practices
{Complete a separate Section B for each of the hospital facilities or facility reporting groups listed in Part V, Section A)
Name of hospital facility or facility reporting group ST MARYS HOSPITAL OF ST MARYS COUNTY
If reporting on Part V, Section B for a single hospital facility only: line number of
hospital facility (from Schedule H, Part V, Section A)
Yes | No
Community Health Needs Assessment {Lines 1 through &c are optional for tax years beginning on or before March 23, 2012) i
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)? f "No,"skipto line 9., . . . . .. ... ... .o e unwa. 1 X
If "Yes,” indicate what the CHNA report describes (check all that apply):
a X| A definition of the community served by the hospital facility
X| Demographics of the community
c X | Existing health care facilities and resources within the community that are available 1o respond to the
health needs of the community
d | X| How data was obtained
& | Xl The health needs of the community
f %] Primary and chronic disease needs and other health issues of uninsured persons, low-income persons,
and minority groups
g - The process for identifying and prioritizing community health needs and services to meet the
community health needs
h The process for consulting with persons representing the community's interests
i E Information gaps that limit the hospital facility's ability to assess the community's health needs
j L] Otner (describe in Section C)
2 Indicate the tax year the hospital facility last conducted a CHNA: 20 11
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 facllity, 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 hospiial facility
COMSUET | L . . .ttt it e e e 3 | X
4  Was the hospital facility's CHNA conducted with one or more other hospital facmues? lf "Yes " list the other
hospital facilities in SectionC _ . . ... ... 4 X
5 Did the hospital facility make its CHNA report widely avallable {o the pubhc? e e e et e e e 5 | X
If "Yes," indicate how the CHNA report was made widely available {check all that apply):
a Hospital facility's website {listurl): HTTF://WWW.MEDSTARSTMARYS.ORG/
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 X| Adoption of an implementation strategy that addresses each of the community health needs identified
___ through the CHNA
b | X| Execution of the implementation strategy
¢ | %| Participation in the development of a community-wide plan
d | Xl Participation in the execution of a communily-wide plan
e | #| Inclusion of a community benefit section in operational plans
f | %] Adoption of a budget for provision of services that address the needs identified in the CHNA
g | Z| Prioritization of health needs in its community
h | X| Prioritization of services that the hospital facility will undertake to meet health needs in its community
i L] Other (describe in Section C)
7 Dld the hospital facility address all of the needs identified in its 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 . 7 X
8a Did the organization incur an excise tax under section 4959 for the hospital facility's failure to conduct a
CHNA as required by section 501(rK3)? . . . ... ..... e e e e e e e e e e e e Ba X
b If "Yes" to line Ba, did the organization file Form 4720 to report the sectlon 4959 excisetax? , , . ... ... . Bb
¢ |If "Yes” to line 8b, what is the total amount of section 4959 excise tax the organization reported on Form
4720 for all of its hospital facilities? $

Schedule H (Form 990} 2013
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ST. MARYS HOSPITAL OF ST. MARYS COUNTY INC. 52-0612%006

Schedule H (Form 990) 2013
Facility Information (continued)
Financial Assistance Policy ST MARYS HOSPITAL OF ST MARYS COUNTY

Paga 5

Yes | No

10

1"

12

= To .o oo on

13
14

-0 a0 ocm

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
TS R R R R S T R R R
Used federal poverty guidelines (FPG) to determine eligibility for providing freecare? . ...... ... .. ..
If "Yes," indicate the FPG family income limit for eligibility for free care:
If "No,"” explain in Section C the criteria the hospital facility used.

Used FPG to determine eligibility for providing discountadcare? . . . . . . v v o 4 o v v v v v v v e v n v
If "Yes,” indicate the FPG family income limit for eligibility for discounted care: 4. 8 0 o

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

Explained the basis for calculating amounts charged topatients? . . .. .. ... ... ... ... ..
If "Yes,"” indicate the factors used in determining such amounts (check all that apply}:

Income level

Asset level

Medical indigency

Insurance slatus

Uninsured discount

Medicaid/Medicare

State regulation

Residency

Other (describe in Section C)

Explained the method for applying for financial assistance?. . . . .. ... 5000000 Aa00080000Ca0

Included measures to publicize the policy within the community served by the hospital facility?, ., .. .....
If "Yes," indicate how the hospital facility publicized the policy (check all that apply):
The policy was posted on the hospital facility's website
The policy was attached lo billing invoices
The policy was posted in the hospital facitity's emergency rooms or waiting rooms
The policy was posted in the hospital facility's admissions offices
The policy was provided, in writing, to palients on admission to the hospital facility
The policy was available on request
Other (describe in Section C)

200 4

LT Dol oefse] e[

=

1

12

13

14

Billing and Collections

15

16

o a0 ow

17

LT = R - T ]

Did the hospital facility have in place during the tax year a separate billing and collections policy, or a written
financial assistance policy (FAP) that explained actions the hospital facility may take upon non-payment?, |, . .
Check all of the following actions against an individual that were permitted under the hospital facility's

policies during the tax year before making reasonable efforls 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
Lawsduits
Liens on residences

Body attachments
Other similar aclions {describe in Section C}

15

17

JSA
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ST. MARYS HOSPITAL OF ST. MARYS COUNTY INC. 52-0619006
Schedule H {(Form 990) 2013 Page 6
Facility Information (confinued) ST MARYS HOSPITAL OF ST MARYS COUNTY
18  Indicale which efforts the hospital facility made before initiating any of the actions listed in line 17 {check all that apply):
Notified individuals of the financial assistance policy on admission
Notified individuals of the financial assistance policy prior to discharge
Notified individuals of the financial assistance policy in communications with the individuals regarding the individuals® bills
Documented its determination of whether -individuals were eligible for financial assistance under the hospital facility’s
financial assistance policy
e [ | other (describe in Section C)
Policy Relating to Emergency Medical Care

a0 oL

Yas| No
19 Did the hospital facility have in place during the tax year a writlen 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 1o receive care for emergency medical conditions (describe
in Section C)
d [ Other (describe in Section C) .
Changes to Individuals Eligible for Assistance under the FAP (FAP-Eligible Individuals)
20 Indicate how the hospital faciity determined, during the tax year, the maximum amounts that can be charged
lo FAP-eligible individuals for emergency or other medically necessary care.
a The hospital facility used its lowest negoliated commercial insurance rate when calculating the
maximum amounts that can be charged
b @ The hospital facility used the average of its three lowest negotiated commercial insurance rates when
calculating the maximum amounts that can be charged
c D The hospital facility used the Medicare rates when calculating the maximum amounts that can be
charged
d D Other (describe in Section C)
21 During the tax year, did the hospital facility charge any FAP-eligible individual to whom the hospital facilily
provided emergency or other medically necessary services more than the amounts generally billed to
individuals who had InSUrance CoVEring SUCN CarB? . . . . . v v v v v v v v b o s b s s mmmee e s oo enesnns 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 provided to that individual? , . . . . . .t i ot e e e e e e e e e 22 X

If "Yes," explain in Section C.

Schedule H (Form 890} 2013
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ST. MARYS HOSPITAL OF ST. MARYS COUNTY INC. 52-0619006
Schedule H {(Form 990 2013 Page 7
Facility Information (continued)
Section C. Supplemental Information for Part V, Section B. Provide descriptions required for Part V, Section B, lines
1j, 3, 4, 5d, 6i, 7, 10, 11, 12i, 14q, 16e, 17e, 18e, 19¢c, 19d, 20d, 21, and 22. If applicable, provide separate descriptions
for each facility in a facility reporting group, designated by "Facility A,” "Facility B," etc.

JSA Schedule H (Form 980} 2013
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ST. MARYS HOSPITAL OF ST. MARYS COUNTY INC. 52-0619006
Schedule H (Form 8980) 2013 Page 8
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 lo smallest)

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

Name and address Type of Facility (describe)
1

10

Schedule H {Form 990} 2013
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ST. MARYS HOSPITAL OF ST. MARYS COUNTY INC. 52-0613006

Schedule H {Form 980) 2013 Page 9
CETRQYE  Supplemental Information

Provide the following information.

1

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

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

Patient education of eligibility for assistance. Describe how the organization informs and educates 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 o describing how the organization's hospital facilities or
other health care facilities further its exemp! 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 heaith 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 AT COST

PART I, LINE 7A

MARYLAND'S REGULATORY SYSTEM CREATES A UNIQUE PROCESS FOR HOSPITAL

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

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

PROCESS AND ALL PAYORS, INCLUDING GOVERNMENTAL PAYORS, PAY THE SAME

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

UNIQUE ALL-PAYOR SYSTEM INCLUDES A METHOD FOR REFERENCING UNCCMPENSATED

CARE IN EACH PAYORS' RATES, WHICH DOES NOT ENABLE MARYLAND HOSPITALS TO

BREAKOUT ANY OFFSETTING REVENUE RELATED TO UNCOMPENSATED CARE.

UNREIMBURSED MEDICAID

PART I, LINE 7B

MARYLAND'S REGULATORY SYSTEM CREATES A UNIQUE PROCESS FOR HOSPITAL

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

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

PROCESS AND ALL PAYORS, INCLUDING GOVERNMENTAL PAYORS, PAY THE SAME

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

J5A
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ST. MARYS HOSPITAL OF ST. MARYS COUNTY INC, 52-0619006

Scheduls H {Form 990) 2013 Page 9
ETARYE  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
9b.

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

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

4 Community information. Describe lthe communily 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 promofting the health of the community (e.g., open medical staff, community
board, use of surplus funds, elc.).

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.

UNIQUE ALL-PAYOR SYSTEM INCLUDES A METHOD FOR REFERENCING UNCOCMPENSATED
CARE IN EACH PAYORS' RATES, WHICH DOES NOT ENABLE MARYLAND HOSPITALS TO
BREAKOUT ANY OFFSETTING REVENUE RELATED TO UNCOMPENSATED CARE. COMMUNITY
BENEFIT EXPENSES ARE EQUAL TO MEDICAID REVENUES IN MARYLAND, AS SUCH, THE
NET EFFECT IS ZERO. THE EXCEPTION TO THIS IS THE IMPACT ON THE HOSPITAL
OF ITS SHARE OF THE MEDICAID ASSESSMENT. IN RECENT YEARS, THE STATE OF
MARYLAND HAS CLOSED FISCAL GAPS IN THE STATE MEDICAID BUDGET BY ASSESSING

HOSPITALS THROUGH THE RATE-SETTING SYSTEM.

HEALTH PROFESSIONS EDUCATION

PART I, LINE 7F

MARYLAND'S REGULATORY SYSTEM CREATES A UNIQUE PROCESS FOR HOSPITAL
PAYMENT THAT DIFFERS FROM THE REST OF THE NATION. THE HEALTH SERVICES
COST REVIEW COMMISSION (HSCRC), DETERMINES PAYMENT THROUGH A RATE-SETTING
PROCESS AND ALL PAYORS, INCLUDING GOVERNMENTAL PAYORS, PAY THE SAME
AMOUNT FOR THE SAME SERVICES DELIVERED AT THE SAME HOSPITAL. MARYLAND'S
UNIQUE ALL-PAYOR SYSTEM INCLUDES A METHOD FOR REFERENCING UNCOMPENSATED

CARE IN EACH PAYORS' RATES, WHICH DOES NOT ENABLE MARYLAND HOSPITALS TO
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Supplemental Information

Provide the following information.

1

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

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

Patient education of eligibility for assistance. Describe how the organization informs and educates patienls 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 important to describing how the organization's hospital facilities or
other health care facilities further ils exempt purpose by promoting the health of the community {e.g., open medical staff, community
board, use of surplus funds, etc.).

Affiliatad health cara 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.

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.

BREAKOUT ANY OFFSETTING REVENUE RELATED TO UNCOMPENSATED CARE.

BAD DEBT

PART III, 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 ASSOCIATED 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 AMCUNTS ARE COLLECTIBLE IN DETERMINING REVENUE RECOGNITION.
RESERVE MODELS, WHICH HAVE BEEN DEVELOPED BASED ON 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

COLLECTIBLE.

JSA
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EIZRUN Supplemental Information

Provide the following information.

1 Required descriptions. Provide the descriptions required for Part ), lines 3c, 6a, and 7; Part Il and Part Iil, 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 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.

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

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

6 Affillated health care system. If the organization is parl of an affiliated health care system, describe the respective roles of the
organization and its affiliates in promating the health of the communities served.

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

MEDICARE

PART III, LINE 8

MARYLAND'S REGULATORY SYSTEM CREATES A UNIQUE PROCESS FOR HOSPITAL

PAYMENT THAT DIFFERS FRCOM THE REST OF THE NATICN. THE HEALTH SERVICES

COST REVIEW COMMISSION (HSCRC) DETERMINES PAYMENT THROUGH A RATE-SETTING
PROCESS AND ALL PAYORS, INCLUDING GOVERNMENTAL PAYCRS, PAY THE SAME
AMOUNT FOR THE SAME SERVICES DELIVERED AT THE SAME HOSPITAL. MARYLAND'S
UNIQUE ALL-PAYOR SYSTEM INCLUDES A METHOD FOR REFERENCING UNCOMPENSATED
CARE IN EACH PAYORS' RATES, WHICH DOES NOT ENABLE MARYLAND HOSPITALS TO
BREAKOUT ANY OFFSETTING REVENUE RELATED TO UNCOMPENSATED CARE. AS SUCH,

THE NET EFFECT FOR MEDICARE EXPENSES AND REVENUES IN MARYLAND IS ZERO.

CHNA INPUT

PART V, SECTION B, LINE 7

THE HOSPITAL'S CHNA WAS LED BY 18 ADVISORY TASK FORCE (ATF) MEMBERS,
WHICH WAS COMPRISED OF A DIVERSE GROUP OF INDIVIDUALS, INCLUDING

PHYSICIANS, COMMUNITY RESIDENTS, COMMUNITY LEADERS, AND HOSPITAL

JSA
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Schadule 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
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 sducation 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.

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

REPRESENTATIVES, THE ATF REVIEWED QUANTITATIVE AND QUALITATIVE COMMUNITY

HEALTH DATA, AS WELL AS LOCAL, REGIONAL AND NATIONAL HEALTH GOALS.

BASED ON THEIR FINDINGS, ATF MEMBERS DESIGNED A SURVEY TO IDENTIFY TRENDS
IN HOW PARTICIPANTS PERCEIVED THE SEVERITY OF KEY HEALTH ISSUES IN THE
FOLLOWING CATEGCRIES: WELLNESS AND PREVENTION, ACCESS TO CARE, QUALITY OF
LIFE, AND ENVIRONMENT. COMMUNITY MEMBERS RESPONDED TO THE SURVEY BY
ATTENDING A COMMUNITY INPUT SESSION OR COMPLETING IT ONLINE OR VIA

HARDCOPY .,

ATF MEMBERS

NAME TITLE/AFFLIATION WITH NAME OF ORGANIZATION
HOSPITAL
LORI WERRELL DIRECTOR, HEALTH CONNECTIONS MEDSTAR ST. MARY'S
HOSPITAL
JOAN GELRUD VICE PRESIDENT MEDSTAR ST. MARY'S
HOSPITAL
JEA Scheduls H {Form 980) 2013
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Schedule H (Form 990) 2013 Page 9
~Elda'l Supplemental Information

Provide the following information.

1

Required descriptions. Provide the descriptions required for Part I, lines 3c, 6a, and 7; Part I 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 palient 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 bensfit report. If applicable, identify all states with which the organization, or a related
organization, files a community benefit report.

MARY LEIGH

HARLESS

RIC BRAAM

MEENAKSHI

BREWSTER

LORI JENNINGS

HARIS

COLENTHIA M

ALLOY

HOLLY MEYERS

HOSPITAL

STEVE MICHAELS

BOARD MEMBER

VICE PRESIDENT, CFO

HEALTH OFFICER

DIRECTOR, AGING AND HUMAN

SERVICES

EXECUTIVE DIRECTOR

DIRECTOR, MARKETING AND PUBLIC

RELATIONS

MEDSTAR ST. MARY'S

HOSPITAL

MEDSTAR ST. MRRY'S

HOSPITAL

8T. MARY'S COUNTY

HEALTH DEPARTMENT

ST. MARY'S COUNTY

GOVERNMENT

GREATER BADEN MEDICAL

SERVICES

MEDSTAR ST. MARY'S

HOSPITAL

KATHLEEN O'BREIN CEO

D.

RICHARDS

ELLA MAE RUSSELL DIRECTOR, SOCIAL SERVICES

CCO & VICE PRESIDENT, MEDICAL MEDSTAR ST. MARY'S
AFFAIRS HOSPITAL
WALDEN SIERRA, INC.
ROXANNE PRIMARY CARE PHYSICIAN MEDSTAR ST. MARY'S
HOSPITAL

ST. MARY'S COUNTY

JSA
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Schedule H (Form 930) 2013 Page 9
GERQYUE  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 1o
any CHNAs reported in Part V, Section B.

Patient education of eligibility for assistance. Describe how the organization informs 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 Iinformation. Describe the community the organization 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 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 parl of an affilialed 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, files a community benefit report.

DEPARTMENT OF SOCTIAL

SERVICES
MARGARET SAWYER LOCAL RESIDENT VOLUNTEER
WILLIAM SCARAFA PRESIDENT ST. MARY'S COUNTY

CHAMBER OF COMMERCE

NATHANIEL PROJECT DIRECTOR, MOTA MINORITY OUTREACH

SCROGGINS COALITION AND MOTA

A.D. SHAH, MD PHYSICIAN, CHIEF OF STAFF MEDSTAR ST. MARY'S
HOSPITAL

JANE H. SYPHER BOARD MEMBER MEDSTAR ST. MARY'S
HOSPITAL

BARBARA THOMPSON BOARD MEMBER MEDSTAR ST. MARY'S
HOSPITAL

MARY LOU WATSON VICE PRESIDENT, CHIEF NURSING MEDSTAR ST. MARY'S

OFFICER HOSPITAL
CHRISTINE WRAY PRESIDENT AND CHIEF MEDSTAR ST. MARY'S
EXECUTIVE OFFICER HOSPITAL

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

Schedule H (Form 590) 2013 Page 9

Supplemental Information

Provide the following information,

1

Required descriptions. Provide the descriptions required for Part |, lines 3¢, 6a, and 7; Part )l and Part l1l, lines 2, 3, 4, 8 and
9b.

Neads 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
demaographic 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.9., 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 states with which the organization, or a related

organization, files a community benefit report.

NEEDS ASSESSMENT

PART V, SCTION B, LINE 7

THE IMPLEMENTATICN 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 FCR EACH HOSPITAL'S COMMUNITY BENEFIT SERVICE ARER - 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 NATIONAL, STATE, AND

LOCAL HEALTH GOALS. THE MEDSTAR HEALTH CORPORATE COMMUNITY HEALTH

DEPARTMENT WILL PROVIDE SYSTEM-WIDE COORDINATION AND OVERSIGHT OF

COMMUNITY BENEFIT PROGRAMMING.

PRRT VI, LINE 2

IN FY1l2, MEDSTAR ST. MARY'S HOSPITAL CONDUCTED A COMMUNITY HEALTH NEEDS

JSA
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ST. MARYS HOSPITAL OF ST. MARYS COUNTY INC. 52-0619006
Schedule H (Form 990) 2013 Page 9
QYN 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 health care needs of the communities it serves, in addition to
any CHNAs reported in Part V, Section B,

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

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

5 Promotion of community health. Provide any other infarmation 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.).

& Affillated health care system. If the organization is part of an affiliated health care system, describe the respective roles of the
organization and its affiliztes 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,

ASSESSMENT (CHNA) IN ACCORDANCE WITH THE GUIDELINES ESTABLISHED BY THE
PATIENT PROTECTION AND AFFORDABLE CARE ACT AND THE INTERNAL REVENUE

SERVICE.

THE HOSPITAL'S CHNA WAS LED BY 18 ADVISORY 'TASK FCORCE (ATF) MEMBERS,
WHICH WAS COMPRISED CF A DIVERSE GROUP OF INDIVIDUALS, INCLUDING
PHYSICIANS, COMMUNITY RESIDENTS, COMMUNITY LEADERS, AND HOSPITAL
REPRESENTATIVES, THE ATF REVIEWED QUANTITATIVE AND QUALITATIVE COMMUNITY

HEALTH DATA, AS WELL AS LOCAL, REGIONAL AND NATIONAL HEALTH GOALS.

BASED ON THEIR FINDINGS, ATF MEMBERS 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
LIFE, AND ENVIRONMENT. COMMUNITY MEMBERS RESPONDED TQO THE SURVEY BY
ATTENDING A COMMUNITY INPUT SESSICN OR COMPLETING 1T ONLINE OR VIA

HARDCOPY.

BASED ON THE ATF'S RECOMMENDATION, THE HOSPITAL IDENTIFIED ST. MARY'S

SN Schedule H {Form 890) 2013
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ST. MARYS HOSPITAL OF ST. MARYS COUNTY INC. 52-0619006

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
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 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 facilities further its exempt purpose by promoting the health of the community (e.g., open medical staff, community
board, use of surplus funds, ete.).

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.

COUNTY, WITH AN EMPHASIS ON LEXINGTON PARK, 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 {(HEART DISEASE, DIABETES, STROKE

AND OTHER CHRONIC CONDITIONS IMPACTED BY OBESITY) SUBSTANCE ABUSE, AND

ACCESS TO CARE.

THE HOSPITAL'S FY12 CHNA AND 3-YEAR IMPLEMENTATION STRATEGIES WERE

ENDORSED BY MEDSTAR ST. MARY'S BOARD OF DIRECTORS AND APPROVED BY THE

MEDSTAR HEALTH BOARD OF DIRECTORS. THE DOCUMENT WAS PUBLISHED ON THE

HOSPITAL'S WEBSITE ON JUNE 30, 2012.

AS A PROUD MEMBER OF MEDSTAR HEALTH, REPRESENTATIVES FROM MEDSTAR ST,

MARY'S ROUTINELY PARTICIPATE IN THE MEDSTAR HEALTH COMMUNITY BENEFIT

WORKGROUP. THE WORKGRQUP IS COMPRISED OF COMMUNITY HEALTH PROFESSIONALS

WHO REPRESENT ALL TEN MEDSTAR HOSPITALS. THE TEAM ANALYZES LOCAL AND

REGIONAL COMMUNITY HEALTH DATA, ESTABLISHES SYSTEM-WIDE COMMUNITY HEALTH

PROGRAMMING PERFORMANCE AND EVALUATION MEASURES AND SHARES BEST

SSA

Schedule H (Form 980) 2013

JE1327 2.004

4778BC 2502 vV 13-7.15 2602270 PAGE 50



ST. MARYS HOSPITAL OF ST. MARYS COUNTY INC. 52-0619006
Schedule H (Form 930} 2013 Page 9
EIeAYN 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.

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 patienls and persons
who may be billed for patient care about their eligibility for assistance under federal, state, or local government programs or
under the crganization'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 haalth. 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 affilialed health care system, describe the respective roles of the
organization and its affiliates in promoting the health of the communities served.

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

FRACTICES.

REGIONAL COMMUNITY HEALTH DATA, ESTABLISHES SYSTEM-WIDE COMMUNITY HEALTH
PROGRAMMING PERFORMANCE AND EVALUATION MEASURES AND SHARES BEST

PRACTICES.

PATIENT EDUCATION OF ELIGIBILITY FOR ASSISTANCE

PART VI, LINE 3

AS ONE OF THE REGION'S LEADING NOT-FOR-PROFIT HEALTHCARE SYSTEMS, MEDSTAR
HEALTH IS COMMITTED TC 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 WHC PRESENTS AT
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JE1327 2.000
477BBC 2502 Vv 13-7.15 2602270 PAGE 51



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

Schedule H {(Form 990) 2013 Page 9

Supplemental Information

Provide the following information.

1

Required descriptions. Provide the descriptions required for Part 1, lines 3c, 6a, and 7; Part Il and Part lll, 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, 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.

Promotion of community health. Provide any other information important to describing how the organization's hospilal 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.

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

H

ASSIST THOSE PATIENTS WHO ARE ADMITTED THROUGH OUR ADMISSIONS

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

OF ALL OF THE CARE THEY RECEIVE.

BALANCE NEEDED FINANCIAL ASSISTANCE FOR SOME PATIENTS WITH BROADER

FISCAL RESPONSIEILITIES IN ORDER TO KEEP ITS HOSPITALS' DOORS OPEN FOR

ALL WHO MAY NEED CARE IN THE COMMUNITY.

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

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

FINANCIAL RESQURCES PRIOR TO ADMISSION (FOR SCHEDULED SERVICES) OR PRIOR

TC 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).

JSA
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ST. MARYS HOSPITAL OF ST. MARYS CCUNTY INC. 52-0613006

Schedule H (Form 990) 2013 Paga 9

Supplemental Information

Provide the following information.

1

n

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

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

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

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

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

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

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

ASSIST WITH CONSIDERATION OF FUNDING THAT MAY BE AVAILABLE FROM

OTHER CHARITABLE ORGANIZATIONS.

PROVIDE CHARITY CARE AND FINANCIAL ASSISTANCE ACCORDING TO

APPLICABLE GUIDELINES.

1w

PROVIDE FINANCIAL ASSISTANCE FOR PAYMENT OF FACILITY CHARGES USING

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

OFFER PERIODIC PAYMENT PLANS TO ASSIST PATIENTS WITH FINANCING

THETIR HEALTHCARE SERVICES.

EACH FACILITY WILL POST THE POLICY, INCLUDING A DESCRIPTION OF THE

APPLICABLE COMMUNITIES IT SERVES, IN EACH MAJOR PATIENT REGISTRATION AREA

AND IN ANY OTHER AREAS REQUIRED BY APPLICRBLE REGULATIONS, WILL

COMMUNICATE THE INFORMATION TO PATIENTS AS REQUIRED BY THIS POLICY AND

APPLICABLE REGULATIONS AND WILL MAKE A COPY OF THE POLICY AVAILABLE TOQ

ALL PATIENTS. ADDITIONALLY, THE MARYLAND PATIENT INFORMATION

SHEET/MEDSTAR'S PATIENT INFORMATION SHEET WILL BE PROVIDED TO INPATIENTS

ON ADMISSION AND AT TIME OF FINAL ACCOUNT BILLING.
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ST. MARYS HOSPITAL OF ST. MARYS COUNTY INC. 52-0619006

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 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 CHNASs 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 crganization 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.

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 T0Q 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 COUNSELORS AND OTHER

FINANCIAL SERVICES STAFF TO ENSURE THERE IS A COMPLETE UNDERSTANDING OF

THE PATIENT'S FINANCIAL SITUATION AND CONSTRAINTS.

COMPLETING APPRCPRIATE APPLICATIONS FOR PUBLICLY-FUNDED HEALTHCARE

PROGRAMS. THIS RESPONSIBILITY INCLUDES RESPONDING IN A TIMELY FASHION TO
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ST. MARYS HOSPITAL OF ST. MARYS COUNTY INC. 52-0619006

Schedule H {Form 990) 2013 Page 9
GERRYUE  Supplemental Information

Provide the following information.

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

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, Seclion B.

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

6 Affillated 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 heatth of the communities served.

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

REQUESTS FOR DOCUMENTATION TO SUPPORT ELIGIBILITY.

" MAKING APPLICAEBLE PAYMENTS FOR SERVICES IN A TIMELY FASHICN,
INCLUDING ANY PAYMENTS MADE PURSUANT TO DEFERRED AND PERIODIC PAYMENT
SCHEDULES.

v PROVIDING UPDATED FINANCIAL INFORMATION TO THE FACILITY'S FINANCIAL
COUNSELORS ON A TIMELY BASIS AS THE PATIENT'S CIRCUMSTANCES MAY CHANGE.

" IT IS THE RESPONSIBILITY OF THE PATIENT TO INFORM THE MEDSTAR
HOSPITAL OF THEIR EXISTING ELIGIBILITY UNDER A MEDICAL HARDSHIP DURING

THE 12 MONTH PERICD.

UNINSURED PATIENTS OF MEDSTAR HEALTH'S FACILITIES MAY BE ELIGIBLE FOR
CHARITY CARE OR SLIDING-SCALE FINANCIAL ASSISTANCE UNDER THIS POLICY.

THE FINANCIAL COUNSELORS AND FINANCIAL SERVICES STAFF WILL DETERMINE
ELIGIBILITY FOR CHARITY CARE AND SLIDING-SCALE FINANCIAL ASSISTANCE BASED
ON REVIEW OF INCOME FCR THE PATIENT AND THEIR FAMILY (HOUSEHOLD), OTHER
FINANCIAL RESOURCES AVAILABLE TO THE PATIENT'S FAMILY, FAMILY SIZE, AND

THE EXTENT OF THE MEDICAL COSTS TO BE INCURRED BY THE PATIENT.

J5A Schedule H {Form 8980} 2013
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ST. MARYS HOSPITAL OF ST. MARYS COUNTY INC. 52-0615006
Schedule H (Form 990) 2013 Pags 9
a4l  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
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 ocrganization 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 financia! 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 infoermation 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.0., 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 communily benefit report.

COMMUNITY INFORMATION

PART VI, LINE 4

GEOGRAPHIC

ST. MARY'S COUNTY IS LOCATED ON A PENINSULA IN SOUTHERN MARYLAND WITH
OVER 400 MILES OF SHORELINE CN THE PATUXENT RIVER, POTOMAC RIVER AND
CHESAPEAKE BAY, MEDSTAR ST. MARY'S HOSPITAL, LOCATED IN LEONARDTOWN,
MARYIAND, IS THE ONLY ACUTE CARE HOSPITAL IN THE COUNTY. THE COUNTY IS
DESIGNATED BY THE BUREAU OF PRIMARY CARE AS A HEALTH PROFESSIONS SHORTAGE
AREA FOR DENTAL AND MENTAL HEALTH. THE SOUTHERN HALF OF THE COUNTY IS

DESIGNATED AS A PRIMARY CARE SHORTAGE AREA.

DEMOGRAPHIC

WiITH A POPULATION OF OVER 108,987 RESIDENTS (2012 U.S. CENSUS ESTIMATE),
ST. MARY'S COUNTY IS A FEDERALLY DESIGNATED RURAL AREA WITH A DIVERSE
POPULATION. FARMERS, WATERMAN, HIGH TECH SCIENTISTS, DEFENSE
CCNTRACTORS/ENGINEERS AND MILITARY MEMBERS LIVE ALONGSIDE AMISH AND
MENNONITE COMMUNITIES, MAKING THE ST. MARY'S COUNTY POPULATION UNIQUE.

THE RESIDENTS OF ST. MARY'S COUNTY ARE MAJORITY CAUCASIAN (79.5%),
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3E 1327 2.000
4778BC 2502 V 13-7.15 2602270 PAGE 56



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

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 Il and Part Ill, lines 2, 3, 4, 8 and
9b.,

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

Patient educatlon of eligibility for assistance. Describe how the organization informs 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 it serves.

Promotion of community health. Provide any other information important to describing how the organizalion'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 stales with which the organization, or a related
organization, files a community benefit report.

FOLLOWED BY AFRICAN AMERICAN (14.3%), HISPANIC OR LATINC ORIGIN (4.3%),

ASIAN (2.7%), AMERICAN INDIAN AND NATIVE ALASKAN (0.4%) AND NATIVE

HAWAITAN AND OTHER PACIFIC ISLANDER {(0.1%).

ST. MARY'S COUNTY HAS BEEN THE FASTEST GROWING COUNTY IN MARYLAND WITHIN

THE PAST 10 YEARS - WITH A PCPULATION INCREASE OF 22% SINCE 2000. THE

COUNTY ALS0O HAS THE HIGHEST PERCENTAGE OF VETERANS IN MARYLAND, ONE OF

THE LOWEST MEDIAN AGES, AND AN EMERGING POPULATION THAT IS INCREASINGLY

HISPANIC, ALL OF WHICH IMPACT HEALTH AND DELIVERY OF HEARLTH SERVICES.

HEART DISEASE, CANCER, LOWER RESPIRATORY ILLNESSES, STROKES, AND DIABETES

ARE THE LEADING CAUSES OF DEATH. MOST RESIDENTS (76.5%) WORK IN THE

COUNTY. THE HIGH PAYING JOBS ASSOCIATED WITH THE PATUXENT RIVER NAVAL AIR

STATION MASK A GROWING UNDERSERVED AREA LOCATED CUTSIDE THE BASE GATES IN

THE LEXINGTON PARK COMMUNITY (ZIP CODE 20653).

WITH APPROXIMATELY 18.6% OF THE POPULATION LIVING BELOW THE FEDERAL

POVERTY LEVEL, LEXINGTON PARK HAS THE GREATEST NUMBER OF MEDICALLY

UNDERSERVED CITIZENS. APPROXIMATELY 11% (11,626 RESIDENTS) OF THE ST.

JSA

Scheduls H {Form 980} 2013

3E1327 2.000

4778BC 2502 Vv 13-7.15 2602270 PAGE 57



5T. MARYS HOSPITAL OF ST. MARYS COUNTY INC. 52-0619006

Schedule H {Form 880) 2013 Page 9

Supplemental Information

Provide the following information,

1

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

Needs assessment. Describe how the organization assesses the health care needs of the communities it serves, in addition 1o
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, efc.).

Affiliated health care system. If the organization is parl 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 raport. If applicable, identify all states with which the organization, or a related
organization, files a community benefit report.

MARY'S POPULATION LIVE IN THE LEXINGTON PARK CENSUS DESIGNATED PLACE

(CDP}, WHICH IS THE SINGLE LARGEST CENTER OF PQOPULATION IN THE COUNTY,

WITH A DISPROPORTICNATE NUMBER LIVING IN POVERTY OR NEAR PQOVERTY LEVELS.

THE LARGEST NUMBER OF MINORITIES (32% AFRICAN AMERICAN AND 7.4% HISPANIC)

LIVE WITHIN THIS CENSUS TRACT. THE MEDIAN ANNUAL FAMILY INCOME FOR

LEXINGTON PARK IS $64,173 IN COMPARISON TQ ST. MARY'S COUNTY MEDIAN

ANNUAL FAMILY INCOME WHICH IS $82,529. CERTAIN CENSUS TRACTS WITHIN THE

LEXINGTON PARK AREA HAVE A HIGH CONCENTRATION OF POVERTY, WITH ONE HAVING

A MEDIAN ANNUAL FAMILY INCOME AS LOW AS $42,766. LEXINGTON PARK HAS A

LOWER PER CAPITA INCOME AND A HIGHER UNEMPLOYMENT RATE THAN THE REST OF

ST. MARY'S COUNTY, A COMBINATICN CONTRIBUTING TO THE COUNTY'S HEALTH

DISPARITIES.

PROMOTICN OF COMMUNITY HEALTH

PART VI, LINE 5

AS A COMMUNITY PARTNER, MEDSTAR ST. MARY'S ENGAGES IN A NUMBER OF

ACTIVITIES TO IMPROVE AND PROMOTE THE HEALTH AND WELL-BEING OF ST. MARY'S

COUNTY RESIDENTS. THROQUGH ITS GET CONNECTED MOBILE OUTREACH UNIT,

JSA
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ST. MARYS HOSPITAL OF ST. MARYS COUNTY INC. 52-0619006
Sehedule H {Form 990) 2013 Page O
GEVRYE  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.

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

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

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

5 Promotion of community health. Provide any other information important to describing how the organization's hospital facilities or
other health care facilities further its exemp!t 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,

MEDSTAR ST. MARY'S IS ABLE TO BRING PRIMARY CARE AND SUPPORT SERVICES
DIRECTLY TO THE COMMUNITIES COF UNDERSERVED POPULATIONS. THE CENTER IS A
COMPLETE MOBILE PRIMARY CARE OFFICE WITH TWC EXAM ROOMS; PROVIDERS
INCLUDE A FULL TIME NURSE PRACTITICNER, MEDICAL ASSISTANT, ADMINISTRATIVE
ASSISTANT AND A CARE COORDINATOR. A BEHAVIORAL INTERVENTIONIST PROVIDES

SEAMLESS TRANSITION INTO SUBSTANCE ABUSE CR BEHAVIORAL HEATTH SERVICES,

DUE TO ITS RURAL LOCATION, THE COUNTY HAS A SHORTAGE OF PHYSICIAN
SPECIALISTS. 1IN ORDER TO MEET THE DIVERSE HEALTH NEEDS OF RESIDENTS,
SUBSIDIES ARE PAID TO PHYSICIANS WHO PROVIDE ON-CALL SERVICES FOR THE
HOSPITAL'S EMERGENCY DEPARTMENT, AS WELL AS THOSE WHO SPECIALIZE IN
ORTHOPEDICS, OBSTETRICS AND GYNECOLOGY, GENERAL SURGERY, CARDIOLOGY,

OTOLARYNGOLOGY, GASTROENTEROLOGY, AND UROLOGY.

THROUGH ITS HEALTH CONNECTION PROGRAM, RESIDENTS OF ST. MARY'S COUNTY CAN
TAKE ADVANTAGE OF A VARIETY OF HEALTH PROMOTION AND HEALTH EDUCATION
SERVICES. EXAMPLES INCLUDE A BREASTFEEDING RESOURCE CENTER, EVIDENCE

BASED CHRONIC DISEASE PROGRAMMING, SUPPORT GROUPS, SPECIAL EVENTS AND
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ST. MARYS HOSPITAL OF ST. MARYS COUNTY INC. 52-06190086

Schedide H (Form 990) 2012 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 lll, 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 8.

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 faderal, state, or local government programs or
under the organization's financial assistance policy.

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

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

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

SCREENINGS,FLU CLINICS, COMMUNITY COALITIONS, AND QTHER PROGRAMS

IDENTIFIED AS COMMUNITY NEEDS SUCH AS A HOSPITAL BASED DOMESTIC VIOLENCE

PROGRAM.

AFFILIATED HEALTH CARE SYSTEM

PART VI, LINE 6

AS A PROUD MEMBER OF MEDSTAR HEALTH, MEDSTAR ST. MARY'S IS ABLE TO EXPAND

ITS CAPACITY TO MEET THE NEEDS OF THE COMMUNITY BY PARTNERING WITH OTHER

MEDSTAR HOSPITALS AND ASSOCIATED ENTITIES. MEDSTAR HEALTH RESOURCES

ASSIST THE HOSPITAL IN COMMUNITY HEALTH PLANNING TO MEET THE NEEDS OF THE

UNINSURED AND OTHER VULNERABLE POPULATICNS. THROUGH ITS COMMUNITY HEALTH

FUNCTION, MEDSTAR HEALTH PROVIDES MEDSTAR ST, MARY'S WITH TECHNICAL

SUPPORT TO ENHANCE COMMUNITY HEALTH PROGRAMMING AND EVALUATION. MEDSTAR'S

CORPORATE PHILANTHROPY DEPARTMENT IDENTIFIES AND SEEKS PUBLIC AND PRIVATE

FUNDING SOURCES TO ENSURE THE AVAILABILITY OF HIGH QUALITY HEALTH

SERVICES, REGARDLESS OF ABILITY TO PAY.
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ST. MARYS HOSPITAL OF ST. MARYS COUNTY INC. 52-0619006
Schedule H (Form 590) 2013 Page 9
F1i8%N Supplemental Information

Provide the following infarmation.
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 health care needs of the communities it serves, in addition to
any CHNAs reported in Part V, Section B.

3 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.

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.9., open medical staff, community
board, use of surplus funds, elc.).

6 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.

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

STATE FILING OF COMMUNITY BENEFIT REPCRT
FART VI, LINE 7
THE COMMUNITY BENEFIT REPORT FOR MEDSTAR ST. MARY'S HOSPITAL IS ONLY

FILED IN THE STATE CF MARYLAND.
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SCHEDULE J Compensation Information | oMe No. 1545.0047
(Form 990) For cartaln Officers, Directors, Trustees, Key Employees, and Highest

Compensatad Employees
P Complete if the organization answered "Yes" to Form 990, Part IV, line 23.

2013

blic
E:mm;mu‘:;m"w P Information aht:.lt‘\st::zcehd:ﬁa':.? r(?u?:?bﬁ:) asneﬂe If:ﬁiasrt::ft::l?l'lust;g“;n;;vw.irs.gov/fonn990. Ople:]r; ;Z CF:;:m'
Mame of the organtzation Employer identlfication number
ST. MARYS HOSPITAL OF ST. MARYS COUNTY INC. 52-06139006
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 VII, Sectian A, line 1a. Complete Part lll to provide any relevant information regarding these items.
First-class or charter travel Housing allowance or residence for personal use
Travel for companions Payments for business use of personal residence
Tax indemnification and gross-up paymenis Health or social club dues or initiation fees
Discretionary spending account Personal services (e.g., maid, chauffeur, chef)
If any of the boxes on line 1a are checked, did the organization follow a writien policy regarding payment
g; lrae'lrr:ﬂ:rursement or provision of all of the expenses described above? If "No," complete Part 1l to n
P neG0o00UoHNBOENAaBEO000000Q00000G A000D0G00000000GcD000G0000000
2 Did the organization require substantiation prior to reimbursing or allowing expenses incurred by all
directors, trustees, and officers, including the CEOQ/Executive Director, regarding the items checked in line
L e e e e e R
3 Indicate which, if any, of the following the filing organization used to establish the compensation of the
organization's CEQ/Executive Direclor. Chack all that apply. Do not check any boxes for methods used by &
related organization lo establish compensation of the CEOQ/Executive Director, but explain in Part lil.
Compensation committee Written employment contract
Independent compensation consultant Compensation survey or study
Form 990 of other organizations | ] Approval by the board or compensation committee
4 During the year, did any person listed in Form 990, Part VI, Section A, line 1a, with respect to the filing
organization or a related organization:
Receive a severance payment or change-of-control payment? . _ . . . . . .. e e e e e e e e e 4a X
Participate in, or receive payment from, a supplemental nonqualified retirementplan? ., ... ... .. .. 4b X
Participate in, or receive payment from, an equity-based compensation arrangement?, |, , . .. ... .... 4c X
If "Yes" to any of lines 4a-c, list the persons and provide the applicable amounts for each item in Part lll.
Only section 501(c){3) and 501(c)(4} organizations must complete lines 5-9.
§ 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:
The organization? _ . ... ......... e e e e e e 5a X
Any related organization? _ . ... .. e e e e e e e .. | 5B X
If "Yes” to line 5a or 5b, describe in Part lll.
6 For persons listed in Form 290, Part VI, Section A, line 1a, did the organization pay or accrue any
compensation contingent on the net earnings of:
Theorganization? | .. ... ............ e e e e e e ‘iee.. |Ba X
Any related organization? _ , ., .. ......... e e e e e ce.... |6 X
If "Yes" to ling €a or &b, describe in Part lll.
7 For persons listed in Form 990, Parl VII, Section A, line 1a, did the organization provide any non-fixed
payments not described in lines 5 and 67 ¥ "Yes," describeinPartl, ... ... ......... s 7 X
8 Were any amounts reporied in Form 990, Parl VII, paid or accrued pursuant to a contract that was subject
lo the initial contract exception described in Regulalions section 53.4958-4(a)(3)? W "Yes,” describe
inParthll , .. ... ... SO0 Po00CO0C0dO000CO000000000000G 8 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 . . . .. h e e, Lo OOnOCoGBOboANOOOADO D oG . 9
For Paperwork Reduction Act Notice, see the Instructions for Form 890. Scheduls J (Form 880) 2013
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SCHEDULE L Transactions With Interested Persons |__oM8 No. 15450047

(Form 890 or 890-EZ)|» Completa if the organization answered "Yes” on Form 880, Part IV, line 25a, 25b, 26, 27, 28a, 2@1 3
28b, or 2B¢, or Form 890-EZ, Part V, line 38a or 40b.

P Attach to Form 990 or Form 890-E2. P> Sse separate instructions. QOpen To Public

Department of the Traasury

Internal Revenue Servca Pinformation about Schadule L (Form 990 or B90-EZ) and Its instructions is at www.irs.gov/form990. Inspection
Nama of the organization Employer identification number
ST. MARYS HOSPITAL QF ST. MARYS COUNTY INC. 52-06159006

Excess Benefit Transactions (section 501(c)(3) and section 501(c)(4) organizations only).
Complete if the organization answered "Yes"” on Form 890, Part IV, line 25a or 25b, or Form 990-EZ, Parl V, line 40b.

1 (a) Name of disqualified person (L) Re'a"°"Sh;%£tggﬁ?zg:ﬁ‘?‘uahﬁed (ot {c) Description of transaction Yme_——r::
{1
(2)
(3)
4
(5)
(6)
2 Enter the amount of tax incurred by the organization managers or disqualified persons during the year
under section 4958 . . . .. D0 000dC0O0aan8Bca B0t NUoo0DODO0OocOoGoocooCOcnonn > 3
3 Enter the amount of tax, if any, on line 2, above, reimbursed by the organization . . .. .......... | ]
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 reported an amount on Form 990, Part X, line §, 6, or 22,
{a) Name of interested person | (b) Relationship | fc) Purposeof | (d) Loan toor {e} Original {f) Balance due  [g) In defaultfth) Approved| (i} Written
with organization lean trom the principal amount by board or | agreement?
otganizstion? commitiee?
To | From Yes [ No | Yes | No | Yes | No
(1)
(2)
(3)
(4)
(5)
(6)
{7)
(8)
(%)
{10}
Total . . . . . . e e e AnnnnmAAGAAAn A >$

Complete if the organization answered "Yes" on Form 990, Part IV, line 27.

{(a) Name of interesled person | {b} Relationship between interested |(c) Amount of assistance {d) Type of assistance {e) Purpose of assistance
person and the organization

(1)
(2)
(3)
(4)
(5)
{6}
{n
{8)
(9)
{10)
For Paperwork Reduction Act Notice, see the Instructions for Form 990 or 890-EZ. Schedule L {Form 880 or 990-E2) 2013

JSA
JE1297 1,000

477BBC 2502 Vv 13-7.15 2602270 BAGE 632



5T. MARYS HOSPITAL OF ST. MARYS COUNTY INC. 52-0619006

Schedule L (Form 990 or 990-E2) 2013 Page 2

Business Transactions Involving Interested Persons.
Complete if the organization answered "Yes" on Form 990, Part IV, line 28a, 28b, or 28¢,

(a) Name of interested person {b} Relationship betwean (c) Amount of {d) Description of {ransaction {@)} Sharing of
interested person and the transaction organization's
organization revenues?
Yes | No
1)_ JAYARAMAN MEDICAL ASSOCIATES, LLC SEE SCHEDULE L, PART IV ER DEPT & ON CALL URCLOGY SVCS X
{(2)
(3)
(4)
(5)
(6)
(1)
(8)
(9)
10

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

BUSINESS TRANSACTIONS INVCOLVING INTERESTED PERSONS

SCHEDULE L, PART IV

DR. KRISHNA JAYARAMAN, A BOARD MEMBER AT MEDSTAR ST. MARY'S HOSPITAL,
OWNS MORE THAN 5% OF JAYARARMAN MEDICAL ASSOCIATES, LLC {(JMA}, WHICH
PROVIDES EMERGENCY DEPARTMENT AND ON CALL UROLOGY SERVICES TO MEDSTAR ST.
MARY'S HOSPITAL. JMA'S GROSS REVENUES RECEIVED FROM THE HOSPITAL FOR THE

YEAR WERE $0.2 MILLION.

3515'{':?“2_000 Schedule L {(Form 880 or 980-E2) 2013
4778BC 2502 V 13-7.15 2602270 PAGE 70



| ome Ne. 1545-0047

2013

SCHEDULE O
{Form 990 or 990-EZ)

Supplemental Information to Form 990 or 990-EZ

Complete to provide information for responsas to specific questions on

Department of the Treasury Form 990 or 990-EZ or to provide any additional information. Open to Public
Intomal Ravenua Service > Attach to Form 290 or 990-EZ. Inspection
Name of the organization Employer idantification number

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

ORGANIZATION MEMBERS

PART VI, LINE 6

THE ORGANIZATION IS AN AFFILIATE AND SUBSIDIARY OF MEDSTAR HEALTH, INC.,
A TAX-EXEPMT MARYLAND NON-STOCK CORPORATION. MEDSTAR HEALTH, INC., OR
ONE OF ITS AFFILIATES AND SUBSIDIARIES, IS THE SOLE MEMBER OF THE

ORGANIZATION.

DESCRIPTION QOF 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 TO APPROVAL BY THE
GOVERNANCE COMMITTEE OF THE BCARD 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.

DECISIONS OF GOVERNING BODY

PART VI, LINE 7B

AS AN AFFILIATE AND SUBSIDIARY OF 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

For Privacy Act and Paperwork Reduction Act Notice, see the Instructions for Form 890 or 990-EZ Schedule O (Form 980 or 990-EZ) {2013)

SA
3E1227 1.000
4778BC 2502 vV 13-7.15 2602270 PAGE 71



Schedule O {Form 890 or 990-E2) 2013 Page 2
Name of the organization Employer idantification number
ST. MARYS HOSPITAL OF ST. MARYS COUNTY INC. 52-0619006

LIMITED T0 MATTERS CONCERNING THE SALE OR PURCHASE OF REAL OR PERSONAL
FROPERTY, CAPITAL BUDGETS, STRATEGIC PLANNING, INVESTMENTS, AND CORPORATE

GOVERNANCE ,

PROCESS FOR REVIEWING FORM 5950

PART VI, LINE 1l1A

THE PROCESS FOR REVIEWING THE FORM 930 INCLUDED EDUCATION AND
TRANSPARENCY. SENIOR FINANCIAL EXECUTIVES, WORKING WITH INDEPENDENT
OUTSIDE EXPERTS, THOROUGHLY REVIEWED FORM 290 AND ACCOMPANYING
INSTRUCTIONS. IN ADDITION, SENIOR EXECUTIVES REVIEWED THE RELEVANT
SECTICNS OF THE FORM 950 WITH THE FOLLOWING COMMITTEES OF THE
ORGANIZATION'S GOVERNING BODY: FINANCE, AUDIT, GOVERNANCE, STRATEGIC
PLANNING, AND EXECUTIVE COMFPENSATION. FOLLOWING THESE MEETINGS, THE
GOVERNING BODY WAS PROVIDED A COPY OF THE FORM 990 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 DIRECTORS MEDSTAR HEALTH (AND ITS SUBSIDIARIES)
REQUIRE ALL NOMINATED DIRECTORS, PRIOR TCO THEIR APPOINTMENT OR ELECTION,
TO DISCLOSE THE EXISTENCE OF (OR POTENTIAL EXISTENCE OF) ANY TRANSACTICN
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 RESOLVED. ANNUAL DISCLOSURES - ALL OFFICERS, DIRECTORS, AND SENIOR

JSA Schedule O {Form 990 or 890-EZ) 2013

JE1228 1.000
4778BC 2502 VvV 13-7.15 2602270 PAGE 72



Schedule O {Form §90 or 950-E2) 2013 Pege 2
Name of the organization Employer identification number
ST. MARYS HOSPITAL OF ST, MARYS COUNTY INC. 52-0619006

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 WOULD 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.

EXECUTIVE COMPENSATION PROCESS

PART VI, LINE 15

THE EXECUTIVE COMPENSATION COMMITTEE OF THE BOARD OF DIRECTORS OF MEDSTAR
HEALTH, INC. (THE "COMMITTEE") HAS OVERSIGHT OVER THE EXECUTIVE
COMPENSATION PROGRAM (THE "PROGRAM") OF MEDSTAR HEALTH, INC. AND ITS
AFFILIATES. TOTAL COMPENSATION FOR THE TOP MANAGEMENT QFFICIALS,
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 TCO PROVIDE MARKET COMPETITIVE TOTAL
COMPENSATION THAT IS INTERNALLY EQUITABLE 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 CCMPETITIVE 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)} FCOR SELECTED

POSITIONS THAT CAN BE RECRUITED FROM OR POTENTIALLY LOST TO THESE

IEA Schedule O {Form 990 or 880-EZ) 2013
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Name of the organization Employer identification number
ST, MARYS HOSPITAL OF ST. MARYS COUNTY INC. 52-0619006
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
REASONABLENESS AND COMPETITIVENESS, E&Y REVIEWS MARKET PRACTICES AND
TRENDS, AND MAKES RECOMMENDATIONS RELATED TO THE PROGRAM. E&Y UTILIZES
INFORMATION FROM CUSTOM SURVEYS, NATICNAL COMPENSATION SURVEYS,
PROPRIETARY DATABASES, AND CLIENT EXPERIENCES TO DETERMINE ITS FINAL
RECOMMENDATIONS. E&Y PRESENTS THEIR FINDINGS AND RECOMMENDATIONS TO THE
COMMITTEE. THE CCMMITTEE MAKES THE FINAL DECISIONS ON ALL OF THE
COMPENSATION DETERMINATIONS OF THE PROGRAM. ALL DECISIONS MADE BY THE

COMMITTEE ARE CONTEMPORANECUSLY 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 TO 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 INFORMATION OFFICES.

JSA Scheadule O {Form 990 or 990-EZ) 2013
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Name of tha organization Employer identification number
ST. MARYS HOSPITAL OF ST. MARYS COUNTY INC. 52-0619006

OTHER CHANGES IN NET ASSETS

PART XI, LINE 9

EQUITY TRANSFERS....... 8000000000000 0000G8D00Aan S G000 a0000 $ (16,537,495}
CONTRIBUTIONS FOR PROPERTY ACQUISITIONS....... 530000 a0000 $ 251,143
MINIMUM PENSION LIABILITY ADJUSTMENT ......... 3000000008 $ (1,237,334)
TOTAL $ (17,523,686)

FINANCIAL STATEMENTS AND REPORTING

PART XIXI, LINE 2

ST. MARYS HOSPITAL OF ST. MARYS COUNTY INC. IS AN AFFILIATE OF THE

MEDSTAR HEALTH, INC. AUDIT AND SUBJECT TO OVERSIGHT BY THE AUDIT

COMMITTEE OF THE MEDSTAR BOARD.

ATTACHMENT 1

FORM_QQQ,_PAR!_III[_LINE 1 - CRGANIZATION'S MISSION

AS A PROUD MEMBER OF MEDSTAR HEALTH, MEDSTAR ST. MARY'S HOSPITAL'S

{MEDSTAR ST. MARY'S) MISSION IS TO UPHOLD ITS TRADITION OF CARING BY

CONTINUOUSLY PROMOTING, MAINTAINING, AND IMPROVING HEALTH THROUGH

EDUCATION AND SERVICE WHILE ASSURING QUALITY CARE, PATIENT SAFETY AND

FISCAL INTEGRITY, MEDSTAR ST. MARY'S IS LOCATED IN LEONARDTOWN,

MARYLAND, IN SCUTHERN MARYLAND. 1IN FISCAL YEAR 2014, MSMH HAD 7,857

INPATIENT ADMISSIONS, 112,200 QUTPATIENT VISITS, AND 53,119 EMERGENCY

VISITS.

ATTACHMENT 2
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Name of the vrganization
ST. MARYS HOSPITAL OF ST. MARYS COUNTY INC.

Employer idantification number
52-0619006

FORM 990, PART III - PROGRAM SERVICE, LINE 4A

MEDSTAR ST. MARY'S HOSPITAL'S LARGEST PROGRAM IS ACCESS TO AND THE
PROVISION OF ACUTE HOSPITAL SERVICES FOR COMMUNITIES OF ST. MARY'S
COUNTY, MARYLAND AND THE SURROUNDING AREAS. IN ADDITION TO THE
PROGRAM SERVICE EXPENSES LISTED ABQVE, MEDSTAR ST. MARY'S INCURRED
$19.3M OF MANAGEMENT AND GENERAL EXPENSES IN PROVIDING SERVICES TO
ITS COMMUNITIES. MEDSTAR ST. MARY'S PROVIDES GENERAL, ACUTE CARE
SERVICES IN MEDICINE, SURGERY, OBSTETRICS AND GYNECOLOGY,
ONCOLOGY, ORTHOPAEDICS, PULMONARY AND CARDIAC REHABILITATION, AND
PSYCHIATRY. THE HOSPITAL OFFERS KIDNEY TRANSPLANT SERVICES
THROUGH THE MEDSTAR GEORGETOWN TRANSPLANT INSTITUTE AND
ORTHOPAEDIC SERVICES THROUGH THE MEDSTAR ORTHOPAEDIC INSTITUTE.

IT ALSO PROVIDES HOSPICE CARE AND IS PARTNERED IN A JOINT VENTURE
THAT PROVIDES HOME CARE. IN ADDITION TO EMERGENCY ROOM CARE, IT
OPERATES AN URGENT CARE FACILITY LOCATED 15 MILES NORTH OF CAMPUS
AS WELL AS ON-CAMPUS AND MOBILE COMMUNITY BASED HEALTH SERVICES.
AN OUTPATIENT PAVILION INCLUDES CANCER CARE AND INFUSION SERVICES,
IMAGING AND WOMEN'S HEALTH SERVICES, AND COMMUNITY COUTREACH AND
PHYSICIAN OFFICE SPACE. SERVICES ALSO INCLUDE A CENTER FOR WOUND
HEALING, FOR THE SEVENTH CONSECUTIVE YEAR, MEDSTAR ST. MARY'S WAS
THE RECIPIENT OF THE 2013 DELMARVA FQUNDATION FOR MEDICAL CARE'S

EXCELLENCE AWARD FOR QUALITY IMPROVEMENT IN HOSPITALS.

ATTACHMENT 2 {(CONT'D)

ATTACHMENT 3

J5A
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Name of the organtzation Employer Identification number
ST. MARYS HOSPITAL QF ST. MARYS COUNTY INC. 52-0619006

ATTACHMENT 3 {(CONT'D)
950, PART VII- COMPENSATICON OF THE FIVE HIGHEST PAID IND. CONTRACTORS

NAME AND ADDRESS DESCRIPTICN OF SERVICES COMPENSATION

DIVERSIFIED CLINICAL SERVICES, INC. CLINICAL SERVICES 576,299,
PO BOX 636981
CINCINNATI, OH 45263

KIWI-TEK, LLC HIM-SCANNING OF MED. 564,069.
PO BOX 1627

INDIANAPOLIS, IN 46206-1627

ARUP LABORATORIES QUTSIDE LAB. TESTING 519,818.
PO BOX 27964

SALT LAKE CITY, UT 84127

MEDICAL EMERGENCY PROFESSIONALS, LLC PHYSICIAN SERVICES 404,378.
PO BOX 742528
DALLAS, TX 75374

MOBILE PET/CT ASSOCIATES, LLC SCANNING SERVICES 389,075,
486 NORRISTOWN RD.
BLUE BILL, PA 19422

JSA Schedule O {Form 990 or 980-EZ) 2013
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ST. MARYS HOSPITAL OF S5T. MARYS COUNTY INC. 52-0613006

Schedule R {(Form 990} 2013 Page 5
iElERYl Supplemental Information

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

Schedule R (Form 990) 2013

3E1510 1.000
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cm 8879-EO IRS e-file Signature Authorization

for an Exempt Organization Ll L )

For celendar year 2013, or facal year beginning QZ Q_l___ . 2013, and ending 0 6 Z;.O....._ 2014_ |
p Do not send 1o the IRS. Keap for your records.
5-mms;m »- Information about Form 8875-EQ and Its instructions Is at www.irs.gov/form8875eo, 2©1 3
Nama of exempt organlzation Employar identification number
ST. MARYS HOSPITAL OF ST. MARYS COUNTY INC. 52-0615006

Name and tille of officer

JOEI, BRYAN C RESIDENT/TREA ER
Type of Return and Return Information {Whale Dollars Only)

Check the box for the return for which you are using this Form B2879-EQ and enter the applicable amount, if any, from the retum. If you
check the box on line 1a, 2a, 3a, 4a, or 6a, below, and the amount on that tine for the return being filed with this form was bilank, then
leave lina 1b, 2b, 3b, 4b, or 5b, whichever is applicable, blank (do not enter -0-). But, ¥ you entered -D- on the return, then enter 0-
on the applicable line balow. Do not complete more than 1 line in Part |,

1a Form 890 chack here » b Total revenue, if any (Form 980, Parl VI, column (A), fine 12) | . . 1b 143975169,
2a2 Form 980.EZ check here b Total revenue, if any (Farm 990-E2,kne®) _ . ., , . .. ... 2b
3a Form 1120-POL chack here b b TVotaltax (Form 4120-POL, e 22), , ., . . .. .. .. 3b
4a Form 890-PF check here = b Tax based on investment income (Form 990-PF, Part VI, line 5), 4b
5a Form 8868 check here » b Balance Dua (Form BBEB, Part |, line 3c or Pastl), ine8c) , . ., &b

Iﬂlll Declaration and Signature Authorization of Officer

Under penalties of perjury, | declare thal | am an officer of the above organizalion and that | have examined a copy of the
organization's 2012 electronic return and accompanying schadules and statements and to the bast of my knowledge and balief, they
are true, correct, and complete. | further daclare that the smount in Part | ebave is the amount shown on the copy of the
organizalion's electronic relurn. | consent to allow my intermediate service providar, fransmitter, or slectronic retum originator (ERO)
lo send the organization's relurn to the IRS and to receive {rom the IRS (a) an acknowledgement of racelpt or reason for rejeclion ol
the transmission, (b) the reason for any delay in procassing (he retum or refund, and {c) the date of any refund. if applicable, |
aulhorize the U.S. Treasury and Its designated Financial Agent to Initiale an electronic funds withdrawal {diract debit) entry to tha
financia! institulion account indicated in the tax preparation software for payment of the organization's faderat laxes owed on this
return, and the financial institulion 1o debit the entry lo this account. To revaoke a payment, { musi contact the U.S. Treasury Financial
Agent al 1-8B8-353-4537 no later than 2 business days prior to tha payment (settlement} dale. | also authorize the financial inslitutions
involved in the processing of the electronic payment of taxas lo recelve confidential Information necessary to answer inquities and
resolve issues relaled o the payment. | have selacled a personal identification number (PIN) as my signature for the organization's
alectronic relurn and, if applicable, the organization's consent to elecironic funds withdrawal.

Officer's PIN: check ona box only

| authorize KEMG LLP to enter my PIN 2 I 1 [ 213 7—| as my signature
ERQ &nm name Eniar five numbers, but
do notentar oll zeros
on the organization's tax year 2013 electronically filed return. If | hava indicated within this retumn that a copy of the relurn is
being filed with a state agency(ies) regulating charities as part of the IRS Fed/Stale program, | 3lso authorize the aforemenlionad
ERO lo enter my PIN on the relurn's disclosure consent screen,

D As an officer ol the organization, | will enler my PIN as my signaiure on the organization’s tax year 2013 eleclronically filed return,
If | have indicated within this return that a copy of the return is baing filed with a stale agency(las) regulating charilias as part of

the IRS Fed/Statp program, | wil] enter my PIN on he return's disclosure consent screen.
Officar’s signatura P pae p L 'St'l( 1<
Certification ahd Authenticition Y

ERO's EFINIPIN. Enler your six-diglt eleclronic filng identification I |
number {EFIN) followed by your five-digt sell-selected PIN, 5i4]0]2]8]01}2 2_!_1 012
do not entar ali zaros

| certify that the above numeric entry is my PIN, which is my signatura on the 2013 glectronically fled return for the organization
indicaled above. | confirm that | am submitting this return in accordanca with the requirements of Pub. 4163, Modemized e-File {(MeF)
Information for Autharized IRS e-file Providers for Business Ralums

ERD's signaturm quLMM Cate B Yy /_? 5'/ /5—

ERO Must Retaln This Form - See Instructions
Do Not Submit This Form Te the IRS Unless Requestsd To Do So
For Paperwork Reduction Act Notice, see back of form. #orm BBY9-EQ (2013

45~
JEIBTA 1 D00

4778BC 2502 vV 13-7.15 2602270 PAGE 1



Electronic Filing

Cumulative e-File History 2013

Federal

Locator:

4778BC

Taxpayer Name:

5T. MARYS HOSPITAL OF ST. MARYS COUNTY INC.

Return Type:

990, 990

Submitted Date:

05/06/2015 15:45:26

Acknowledgement Date:

05/06/2015 15:57:47

Status:

Accepted

Submission 1D:

54028020151265000012

Page | of |
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