rm 990

Depariment of tha Treasury
Internal Revenue Senvice

Return of Organization Exempt From Income Tax

Under section 501{c), 527, or 4947({a)(1} of the Internal Revenue Coda {axcept private foundations)
P Do not enter Social Securlty numbers on this form as it may be made public.
P Information about Form 890 and Its instructions s at www.irs.gov/form990,

Cpen to Public

Inspection

A For the 2013 calendar year, or tax year beginning 07/01, 2013, and ending 06/30,20 14
C Name of organkzation D Employer identification number
B check If spphcasie:
THE UNICN MEMCORIAL HOSPITAL, INC.
:‘,‘.’,",:;:' Doing Business As MEDSTAR UNION MEMORIAL HOSPITAL 52-0591685
Nema changs Number and siresat {or P.0. box if mall s not delivered 1o streel address) Room/suile E Teilephone number
Initiat rtum 201 EAST UNIVERSITY PARKWAY (410) 772-6721
Tatminaisd Clty or town, state or province, country, and ZIP or foreign postal code
e BALTIMORE, MD 21218 G Grossreceipls § 427,554,779,
sopleaton | Name and address of principal officer: BRADLEY CHAMBERS Hia} 1 this a groun rotum for Yes | X | N
201 EAST UNIVERSITY PARKWAY BALTIMORE, MD 21218 H{bi} Ars sl subordinates inchded? Yos N

) Tax-exemptsiatus: | X |so1exm | |souci( ) @ (nsetnoy | | 4sazieynior | [s527 It "No." attach a list. (see Instructions)
J  Website: p WWW . UNIONMEMORIAL.ORG Hic) Group exemption number P»
K Form of urganlzation:l X I Corporation l 1Trusl| 1Association i lOthar » [ L vear of formation 1854| M State of legal damictie:  MD
Summary
1 Briefly describe the organization's mission or most significant activities: TO BE A COMPREHENSIVE HOSPITAL WITH
|| RS el e me p T e S SR ot ROl oy e O B (e
|  SERVICES, ALL ENHANCED BY CLINICAL EDUCATION & RESEARCH. __
g 2 Check this box P D if the organization discontinued Its operations or disposed of more than 25% of its net assets.
B | 3 Number of voting members of the governing body (Part VI, line 1a) _ . . . . . . . e e e e 3 20.
: 4 Number of independent voting members of the governing body (Part VI, line1b) . . . . . .. .. ... ..... 4 12.
=| 5 Total number of individuals employed in calendar year 2013 (Part V, line 2a)_ e .. 5 3,703.
'% 6 Total number of volunteers (estimate If necessary) _ . . . . . . .. .. .... e e e 6 i30.
<| 7a Total unrelated business revenue from Part VIIl, column (C), line 12 | |, . . e . v, |72 911,289.
b Net unrelaled business taxable income from Form 990-T. line34 . ... . PP I - -207,279.
Prior Year Current Year
| 8 Contributionsandgrants (Part VIl lineth), . . . . ... ...... 2,931,976. 2,905,541.
E 9 Program service revenue (Pan VIIL, line 2g), . . . . . .. ... ... PUB:g'l’:s':;‘;ﬂou 396,440,759.| 416,748,690.
&(10 Invesiment income (Part VIll, column (A), lines 3, 4, and 7d} , , , , | 2,027,460. 3,743,132,
11 Other revenue {Part VIll, column (A), lines 5, 6d, 8¢, 9¢c, 10c,and11e), , , . .. ...... 7,3985,676. 4,157,416.
12 Total revenue - add lines 8 through 11 {must equal Part VIII, column (A}, ine 12}, . . . . . . 408,795,871. 427,554,779.
13  Grants and similar amounts paid (Part IX, column (A). lines1-3) , , . . . . . .. .. .... 0 402,857.
44 Benefits paid to or for members {Part IX, column (A), lined) , . . . .. ... .. .. .... 0 0
w|15 Salaries, other compensation, employee benefits (Part X, column (A), lines 5-10), _ . _ . . . 159,403,123, 190,086,048,
E 16a Professional fundraising fees (Part [X, column (A), line11e) . , . . . . . . . ... ..... 0 0
§ b Total fundraising expenses (Part X, column (D}, line 25} p_ | o
“147 Other expenses (Part IX, column (A), lines 11a-11d, 116-24e) _ _ _ . . . _ .. . .. .. .. 210,695,210, 216,503,994.
18 Total expenses. Add lines 13-17 (must equal Part IX, column (A), line 25) _ . . . ... .. 410,098,333, 406,992,899,
18 Revenus less expenses. Subtracting 18fromline@ 12, . . . © v v v v v o v o o a s o v o -1,302,482. 20,561,880,
& E Baginning of Current Year End of Year
£5120 Total assets (Par X, Ine 16) . . ... L. g pe 90| e v ne e e L 3G
“tg 21 Total liabilities (Part X, line 2B}, | _ , . . . . . ... ... e 77,063,869, 64,272,233.
27|22  Net assets or fund balances. Subtraciling 21 from ine 20, + o o v v v oo v v oo u v 137,600,867, 156,065,161,

i

Signature Block

Under penzliies of parjury, ! declare that | have examined this retum, including accompanying schedules and statements, and to the best of my knowledge and belief, it is

{rue, corract, and comp

claration of pr;

rer (other than officer) is based on ali informalion of which preparer has any knowledge.

\

s5/\ /\%

e

Sign Signature of Date’
Here
> _Jodl Bruan NP Treasures
Type or print name and tilg) "

Print/Type preparer's name Preparer’s signatura Date Check |_j if [ FTIN
Pald 4 Bobla. o
provarer |IARGARET _A. BRADSHAW iy 5/7/15 sell-employed | P00501222
Usap;nly Firm's name  B» KEMG LLP Frm'sEIN B> 13-5565207

Fim's addrass B> 1676 INTERNATIONAL DRIVE MCLEAN, VA 22102 Phone no. 703-286-8000

May the IRS discuss this return with the preparer shown above? (seeinstructions) | . . . . . ., ... .............1%X|Yes | [No

For Paperwork Raductlon Act Notlce, see the separate instructions.

JSA
JAE1065 2,000
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Fom 3868 Application for Extension of Time To File an

(Rev, January 2014) Exempt Organization Return OMB No. 1545.1709
Department of the Ti P Flia a separate application for each return.
|n?2;am:ve?me%$uw P~ Information about Form aasspand its ﬂ1pstrucﬁans is at www.irs.gov/form8868.

¢ |f you are filing for an Automatic 3-Month Extension, completa only Part | and check this box
¢ |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 uniess you have already been granted an automatic 3-month extension on a previously fited Form 8868,

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

a4l Automatic 3-Month Extension of Time. Only submit original (no copies needed).
A corporation required to file Form 990-T and requesting an automatic 6-month extension - check this box and complete

Partlonly . . .. ..., PP ) I
All other corporations (inciuding 1120-C filers), padnershrps REMICs, and trusts must use Form 7004 o request an extension of time
fo file income tax relurns. Enter filar's Identifying number, see Instructions
Name of exempt organization or other filer, see instructions. Employer identification number {EIN) or
Type or
print THE UNION MEMORIAL HOSPITAL, INC. 52-0591685
z:‘; ?a::efor Number, street, and room or suite no. If a P.O. box, see instruclions. Social securily number {SSN)
filing your 201 EAST UNIVERSITY PARKWAY
:‘:::za?oﬁ:s' City, town or post office, stale, and ZIP code. For a foreign address, see instructions.
BALTIMORE, MD 21218
Enter the Return code for the return that this applicalion is for {file a separate applicationforeachreturn) . - . . . . ... ... Lol |
Application Return | Application Return
Is For Code |Is For Code
Foerm 990 or Form 990-EZ o1 Form 990-T (corporation) 07
Form 990-BL 02 Form 1041-A 08
Form 4720 (individual} 03 Form 4720 (other than individual} 09
Form 980-PF 04 Form 5227 10
Form 990-T (sec. 401{(a) or 408(a) trust) 05 Form 6069 11
Form 990-T (trust other than above) 06 Form 8870 12

® The books are inthe care of »JOEL BRYAN, 5565 STERRETT_PLACE, 5TH FLOOR, COLUMBIA, MD 21044

Telephone No. » 410 772-6721 FAX No, »
e |f this is for a Group Return, enter the organization's four digit Group Exemption Number (GEN) . Ifthisis
for the whole group, check thisbox , , , . . . | 4 |___| . If it is for part of the group, check this box > |_| and attach
a list with the names and EINs of all members the extension is for.
1 lrequest an automatic 3-month (6 months for a corporation required to file Form 990-T) extension of time

wuntil___________02/16_,2015 _, tofile the exempt organization return for the organization named above. The extension is
for the organization's return for:

> - calendar year20 _____ or

» X ] tax year beginnmg 07/01 ,2013 _, and ending 06/30_,2014 _

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

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

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

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

Caution. If you are going {o make an elecironic funds withdrawal {direct debit) with this Form 8868, see Form 8453-EO and Form 8879-EQ for payment
instructions.
For Privacy Act and Paperwork Reduction Act Notice, sea Instructions. Form 8868 (Rev 1-2014)

JSA
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Form 8868 (Rev. 1-2014} Page 2
e |f you are filing for an Additional (Not Automatic) 3-Month Extension, complete only Part li and check thisbox. . . . . ... P L}L_l
Note. Only complete Part Il if you have already been granted an automatic 3-month extension on a previously filed Form 8868,
e |f you are filing for an Automatic 3-Month Extension, complete only Part i {on page 1).
Additional {Not Automatic) 3-Month Extension of Time. Only file the original (no copies needed).
Enter filer's identifying number, sea instructions

Name of exempt organization or other filer, see instructions. Employer identificalion number (EIN) or
Type or
print THE UNION MEMORIAL HOSPITAL, INC. 52-0591685
Number, street, and room or sulte no. Iif a P.O. box, see instructions. Soctal security number (SSN}
Sﬂi ?;::Blor 201 EAST UNIVERSITY PARKWAY
g‘;gn Y?s“afe City, lown or post office, state, and ZIP code. For a forelgn address, see instructions.
Instructions. BALTIMORE, MD 21218
Enter the Return code for the return that this application is for (file a separate applicalion for eachreturn) . . . . . . ... Jolad
Application Raturn | Application Return
Is For Code |lIs For Code
Form 990 or Form 990-EZ 01 i .
Form 890-BL 02 Form 1041-A 08
Form 4720 (individual) 03 Form 4720 {other than individual) 09
Form 990-PF 04 Form 5227 10
Form 990-T (sec. 401(a) or 408{a) trust) 05 Form 6069 11
Form 990-T (trust other than above) 06 Form 8870 12

STOP! Do not complete Part |l if you were not already granted an automatic 3-month extension on a previously filed Form 8868.
¢ The books are inthe care of »3oE1, BRYAN, 5565 STERRETT PIACE, STH FTOOR, COTUMBTA, MD 21044

Telephone No. » 410 772-6721 Fax No. b .
e |f the organization does not have an office or place of business in the United Stales, checkthisbox . . . ... ....... .. > ]:l
e |f this is for a Group Relturn, enter the organization's four digit Group Exemption Number {GEN) . If this is
for the whole group, check thisbox . . . ... P l:l . If itis for part of the group, check thisbox., . .. ... > |_| and attacha
list with the names and EINs of all members the extension is for.
4 |request an additional 3-month extension of time until 05/15 ,20 15
5 For calendar year , or other tax year beginning 07/01 ,20_ 13 , and ending 06/30 ,2014

6  If the tax year entered in line 5 is for less than 12 months, check reason: I_] Initial return |___| Final return
Change in accounting period
7  Stale 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. Bal$ 0
b If this application is for Forms 990-PF, 990-T, 4720, or 6069, enter any refundable credits and
estimated tax payments made. Include any prior year overpayment allowed as a credit and any

amount paid previously with Form 8868. E $ Q
¢ Balance Due. Subtract line 8b from line 8a. Include your payment with this form, if required, by using EFTPS
{Electronic Federal Tax Payment System). See instructions. 8c|$ 0

Signature and Verification must be completed for Part Il only.

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

a Tite P~ PAID PREPARER pae »  2/09/15
Form 8868 (Rev 1-2014)

Signature B>

JSA

3F80S55 2.000
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THE UNION MEMORIAL HOSPITAL, INC. 52-0591685

Form 980 (2013) Page 2
=g/} Statement of Program Service Accomplishments
Check if Schedule O contains a response or note toanylineinthis Part Il . . . . . . v v i it v vin e anvnnns [ x]

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
e [ves [X]no
If "Yes,” describe these new services on Schedule O,

3 Did the organization cease conducting, or make significant changes in how it conducls, any program
SBIVICES? .\ L ittt e ek e e e e e e e e e [dves [X]no
If "Yes,” describe these changes on Schedule O.

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

4a {Code: J(Expenses § 119,071,538, including grants of $ } {Revenue 403,817,187, )
ATTACHMENT 2

4b (Code: )} (Expenses $ 19,696,924, including grants of § }(Revenue § )
MEDSTAR UNION MEMORIAL HOSPITAL PROVIDED $17.8M IN HEALTH
PROFESSIONS EDUCATION IN FISCAL YEAR 2014. THIS CATEGORY INCLUDES
TRAINING IN GRADUATE MEDICAL EDUCATION, EDUCATION FOR PHYSICIANS,
MEDICAL STUDENTS, NURSES, AND OTHER HEALTH PROFESSIONS.

4¢c (Code: }{Expenses $ 17,759, 993. including grants of § ) (Revenue $ 12,931,833, )
MEDSTAR UNION MEMORIAL HOSPITAL PROVIDED 517.6M 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 HOSPITALISTS, EMERGENCY ROOM PHYSICIAN SUBSIDIES,
QUTPATIENT RENAL SERVICES, AND PEDIATRIC EMERGENCY ROOM SERVICES.

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

{Expenses $ including grants of $ ) (Revenue § }
4a Tolal program service expenses P 356,527,555,
3E1020 2.000 Form 990 (2013)

3206BH 2502 v 13-7.15 1793311 PAGE 3



THE UNION MEMORIAL HOSPITAL, INC. 52-0591685

Form 990 {2013) Page 3
Checldist of Required Schedules
Yes | No
1 Is the organization described in section 501(c){3) or 4947(a}{1) {other than a private foundation)? If “Yes,"
complale SchadUle A - . & o v o i i i i e e e et e e e e 1 X
2 Is the organization required to complete Schedule B, Schedule of Confributors (see instructions)? . .. ... ... 2 X
3 Did the organization engage in direct or indirect political campaign activities on behalf of or in oppaosition to
candidates for public office? If "Yes,"complete Schedule C,Partl. . . . . . . ¢« c v i i et i i i i i e e v o v v 3 X
4 Section 501{c)(3) organlzations. Did the organization engage in lobbying activilies, or have a section 501({h)
election in effect during the tax year? If "Yes," complete Schedule C,Partil. . . . . . . « . o v v v e i e v v o v 4 X
5 Is the organization a section 501(c)(4), 501(c)(5), or 501(c)(6) organization that receives membership dues,
assessments, or similar amounts as defined in Revenue Procedure 98-187 If “Yes,” complete Schedule C,
A T T S Sy SRR RS Sgs 5 X
6 Did the organization maintain any donor advised funds or any similar funds or accounts for which donors
have the right to provide advice on the distribution or investment of amounts in such funds or accounts? If
"Yos,"complele Schedule D, Part] . . « . . o o o i i e e e e e e e et e e e e 6 X
7 Did the organization receive or hold a conservation easement, including easements to preserve open space,
the environment, historic land areas, or historic structures? /f "Yes,” complete Schedule D, Partif. . . . . . . . .. 7 X
8 Did the organization maintain collections of works of art, historical treasures, or other similar assets? /f "Yes,”
complete SChedilo D, PArtll + + v v v v v o o s o b v 1 s st s e e et n s e e 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? If *Yes," complete Schedule D, PartiV . . . . . .« « 0 o i i i i i i it e ) X
10 Did the organization, directly or through a related organization, hold assets in temporarily restricted
endowments, permanent endowments, or quasi-endowments? If "Yes," complete Schedule D, Part VvV . . . . ... 10 X
11 If the organization’s answer to any of the following questions is "Yes,” then complete Schedule D, Parts VI,
VI, VUL, I1X, or X as applicable.
a Did the organization report an amount for land, buildings, and equipment in Part X, line 107 If "Yes,®
complete Schedule D, Part VI | | . L . . . it it et e e 11a| X
b Did the organization report an amount for investments-other securities in Part X, line 12 that is 5% or more
of its total assets reported in Part X, line 167 If "Yes," complete Schedule D, Part Vil , , . . . ... .. ..... L. |1bp| X
c Did the organization report an amount for investments-program related in Part X, line 13 that is 5% or more
of its total assels reported in Parl X, line 167 If "Yes," cornplefe Schedufe D, PartViit, , , ., . ... .........|11c 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,” complete Schedule D, Part IX |, | . . . i i v i v s v o v v neeoeeraess.iild X
e 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 organization's separate or consolidated financial statements for the tax year include a foolnote lhal addresses
the organization's liability for uncertain tax positions under FIN 48 (ASC 740)7 if "Yes," complote Schedule D, Part X , , . , . , | 11f X
12a Did the organization oblain separate, independent audited financial statements for the tax year? If "Yes,”
complele Schedule D, Parts X1 and Xl . .« o v v v v e i s i i e e e, e e e e 12a X
b Was the organization included in consolidated, independent audited financial stalemenis for the tax year? i “Yes," and if
the organization answered “No"to line 12a, then complating Schedule D, Parts Xl and XHisoptional . . . . . . . . . .« . .. 12b X
13 s the organization a school described in section 170(b)}{1}ANii)? If "Yes,” complete Schedule E . . . .. ... .. 13 X
14 a Did the organization 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 granimaking,
fundraising, business, investment, and program service aclivities outside the United States, or aggregate
foreign investments valued at $100,000 or more? If "Yes,” complete Schedule F, Partstand V. . . . .. .. ... |14b X
15 Did the organization report on Part [X, column (A}, line 3, more than $5,000 of grants or other assistance to or
for any foreign organization? If "Yes,” complete Schedule F,Partsifand iV . . . . . . . . . . et i i i v v et b 15 X
16 Did the organization report on Part |X, column (A), line 3, more than $5,000 of aggregale grants or other
assistance to or for foreign individuals? If "Yes,” complele Schedule F, Partsiltand IV . . . . . .. . ... o0 16 X
17 Did the organization report a total of more than $15,000 of expenses for professional fundraising services on
Part X, column (A), lines 6 and 11e? If "Yes," complefe Schedule G, Part | (see insfructions) .. ......... 17 X
18 Did the organization report mare than $15,000 total of fundraising event gross income and contributions on
Part VI, lines 1¢ and Ba? If "Yes,"complete Schedule G, Part I « . . . v v v v v v s v v e s n vt on s aas| 18 X
18 Did the organization report more than $15,000 of gross income from gaming activities on Part VI, line 9a?
If "Yes,” complete Schedule G, Partlif . . . . . . D I 1 ) X
20a Did the organization operate one or more hospital faciliies? ¥ "Yes," complete Schedule 4 . . . .. ........|20a| X
b_If "Yes" {o line 20a, did the organization attach a copy of its audited financial statements to thisreturn? . . , . . . |20b] X
$SA Fom 890 (2013)
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THE UNION MEMORIAL HOSPITAL, INC. 52-0591685

Form 990 (2013) Page 4
Checklist of Required Schedules {confinued)
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 |, Partstand l , . . ., . ... ...... |21 X
22 Did the organization report more than $5,000 of grants or other assistance to individuals in the United States
on Part IX, column {A), line 27 Iif "Yes,” complete Schedule |, Partsland il . . . . . . . . . i i v e nn v v s 22 X
23 Did the organization answer "Yes" to Part VIl, Section A, line 3, 4, or § about compensation of the
organization's current and former officers, directors, trustees, key employees, and highest compensated
employees? If "Yes,"complete Schedule d . . . . . . . . i i i 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, 20027 If "Yes,” answer lines 24b
through 24d and complete Schedule K IF'NO,"QOIOBNE 258, . . . . v v v v v v o sttt e e n s s ennnns 24a X
b Did the organization invest any proceeds of tax-exempt bonds beyond a temporary period exception?. . . . . . . 24b
¢ Did the organization maintain an escrow account other than a refunding escrow at any time during the year
fodefease anytax-exemptBOngs T . . . . . . . . L L ittt e et e e e e e e 24c
d Did the organization act as an "on behalf of” issuer for bonds outstanding at any time during theyear? . . . . .. 24d
25a Section 50%(c)(3) and 501{c}{4) organizations. Did the organizaticn engage in an excess benefil transaction
with a disqualified person during the year? If "Yes," complete Schedule L, Part!. . . . . . . .. ..o 25a X
b Is the organization aware that it engaged in an excess benefit transaction with a disqualified person in a prior
year, and that the transaction has not been reported on any of the organization's prior Forms 990 or 980-EZ7
If"Yes,"complele Schedula L Partl . . . . . v v v v v vt o o v o v n b n s o s ass e seeeneneeeans 25b X
26 Did the organization report any amount on Part X, line §, 6, or 22 for receivables from or payable to any
current or former officers, directors, trustees, key employees, highest compensated employees, or
disqualified persons? If so, complete Schedule L, Part Il . . . . . . . . . . . e e, 26 X
27 Did the organization provide a grant or other assistance to an officer, director, trustee, key employee,
substantial contributor or employee thereof, a grant selection committee member, or o a 35% controlled
entity or family member of any of these persons? /f "Yes," complete Schedule L Parf ilf. . . . . . . e .. 27 X
28  Was the organization a party to a business transaction with one of the following parties {see Schedule L
Part IV instructions for applicable filing thresholds, conditions, and exceptions):
a A current or former officer, director, trustee, or key employee? ¥ "Yes,* complete Schedule L, PartiV. . . . . . .. 28a X
b A family member of a current or former officer, director, trustee, or key employee? If "Yes,” complete
Schedule L Part IV, . v v v v v v vt v e v s ot s s et e et a st e e et 28b X
¢ An entity of which a current or former officer, director, trustee, or key employee (or a family member thereof}
was an officer, director, trustee, or direct or indirect owner? If "Yes,” complete Schedule L, PartiV, . . ... ... |28¢c X
28 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 . . . . . .. . ... . . e e e .. 30 X
31 Did the organization liquidate, terminate, or dissolve and cease operations? If "Yes," complele Schedule N,
T 31 X
32 Did the organization sell, exchange, dispose of, or transfer more than 25% of its net assets? If "Yes,®
complete SChedle N, Partll . .« . v v i i i s i e it et e e et sttt e 32 X
33 Did the organization own 100% of an entity disregarded as separale from the organization under Regulations
sections 301.7701-2 and 301.7701-37 If "Yes," complete Schedule R, Part| . . . . . . . . i i i i v e v v v v 33 X
34 Was the organization related to any tax-exempt or taxable entity? If "Yes," complete Schedule R, Part ll, ili,
OF IV, AN Part VB 1 o v v v e vttt e v e s m s e e e it st s s e e e 34 X
35a Did the organization have a controlled entity within the meaning of section 512(b)13)? . . . ... ........ 35a) X
b If "Yes" to line 35a, did the organization receive any payment from or engage in any transaction with a
controlled entity within the meaning of section 512(b}(13)7 I "Yes," complete Schedule R, Part V, line 2, . . . . 35b| X
36 Section 501{c){3) organizations. Did the organizalion make any transfers to an exempt non-charitable
related organization? /f "Yes,” complete Schedule R, Part V,iine 2 | . . . . . . 1 @ i i i i i i i ittt e e v ns 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,
N i X
38 Did the organization complete Schedule O and provide explanations in Schedule O for Part VI, lines 11b and
197 Note. All Form 990 filers are required to complete Schedule O . . . . . . . . . .. v v v v v v oo v v v a8 X
Form 990 (2013)
JSA
JE1030 1.000
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THE UNICN MEMORIAL HOSPITAL, INC. 52-05921685

Form 990 (2013) Page 5
Statements Regarding Other IRS Filings and Tax Compliance
Check if Schedule O contains a response or nofe to any linginthisPartV . . . . . ... . ... ... ...... 1
Yes | No

1a Enter the number reported in Box 3 of Form 1096. Enter -0-if not applicable, ., ., ....... [ 1a 0

b Enter the number of Forms W-2G included in line 1a. Enter -0- if not applicable, , . ...... [ 1b 0

c Did the organization comply with backup withholding rules for reportable payments to vendors and |

reportable gaming (gambling) winnings to prize Winners?, |, . . . . . 0 i it it o v o v oo s v onsereee.al e X

2a Enter the number of employees reported on Form W-3, Transmittal of Wage and Tax
Stalements, filed for the calendar year ending wilh or within the year covered by this return , |_2a | 3,703
b If at least one is reported on line 2a, did the organization file all required federal employment tax returns? | 2b X
Note. If the sum of lines 1a and 2a is greater than 250, you may be required to e-file (see instructions), . . . _ . .
3a Did the organization have unrelated business gross income of $1,000 or more during the year? 3a X

b If "Yes," has il filed a Form 990-T for this year? If "No" fo line 3b, provide an explanation in Schedule O | | | . . . . 3b X

4a At any time during the calendar year, did the organization have an interest in, or a signature or other authority
over, a financial account in a foreign country {such as a bank account, securities account, or other financial

BECOUM? | L L L e i 4a X
b I “Yes,” enter the name of the foreign country: B _ _ _ _
See instructions for filing requirements for Form TD F 80-22.1, Report of Foreign Bank and Financial Accounts.
Sa Was the organization a party to a2 prohibited tax sheiter transaction at any time during the taxyear? _ ., _ . ... Sa X
b Did any taxable party nolify the organization that it was or is a party to a prohibited tax sheller iransaction? ] §b X
c If "Yes" {o line 5a or 5b, did the organizationfile Form 8BB6-T7 . . . . . . . . . . . .t v it i s e e s annoean 5¢

6a Does the organization have annual gross receipts that are normally greater than $100,000, and did the
organization selicit any contributions that were not tax deductible as charitable contributions? 8a X

b If "Yes,” did the organization include with every solicitation an express statement that such contributions or

gits were nottaxdeductible? | . . . . ... ... .. e e e e 6b
7 Organizations that may receive deductible contributions under section 170(c).

a Did the organization receive a payment in excess of $75 made partly as a contribution and partly for goods

and services provided 10 I PAYOF? | . . . . . v it it tv ittt vt e a st oo st annusase..| 18 X
b If "Yes,” did the organization notify the donor of the value of the goods or services provided? , .. .........l7b
c Did the organization sell, exchange, or otherwise dispose of tangible personal property for which it was

required 1o file FOrmM B2B2T . & . v v v ittt et i et e m et e e e e e e e e 7c X
d If "Yes," indicate the number of Forms 8282 filed duringtheyear , , . . ... ......... | 7d |
e Did the organization receive any funds, directly or indirectly, to pay premiums on a persona! benefit contract? | Te X
f Did the organization, during the year, pay premiums, directly or indirecily, cn a personal benefit contract? _ . . . . 7f X
g If the organization received a contribution of qualified intelleciual property, did the organization file Form 8899 as required? | 79
h If the organization received a contribution of cars, boats, airplanes, or other vehicles, did the organization file a Form 1098-C? 7h

8 Sponsoring organizations maintaining donor advised funds and section $509{a}{3) supporting
organizations. Did the supporting organization, or a donor advised fund maintained by a sponsoring
organization, have excess business holdings at any time during the year?

9 Sponsoring organizations maintaining donor advised funds.

a Did the organization make any taxable distributions under section 49867, , . . . . ... ... . . ¢t e v s 9a
b Did the organization make a distribution to a donor, donor advisor, orrelatedperson? , . . . ... ......... 9b
10 Sectlon 501{c){7) organizations. Enter:
a Initiation fees and capital contributions included on Part VIl fine12 . .. ........... 10a
b Gross receipts, included on Form 980, Part VII, line 12, for public use of club facilites . , . . [10b
11 Section 501{c){12) organizations. Enter:
a Gross income from membersorshareholders . . . . . . .. . ... ... it 11a
b Gross income from other sources (Do not net amounts due or paid to other sources
against amounts due orreceived frOmM RBM.) , |, . . . . v v v i v i s v s e v e nnveerss.ltb ]
12a Section 4947(a)(1) non-exempt charitable trusts. Is the organization filing Form 990 in lieu of Form 10417 12a
b If "Yes," enter the amount of tax-exempt interest received or accrued during the year , , , ., . |12b
43  Section 501{c){29) qualified nonprofit health insurance issuers.
a Is the organization licensed to issue qualified health plans inmorethanonestate? ., . . ... .. .+ v v s v+ ... 132
Note. See the instructions for additional information the organization must report on Schedule O.
b Enter the amount of reserves the organization is required to maintain by the states in which

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

the organization is licensed to issue qualified healthplans , , ., .. ...,...........[13b
c Enterthe amount of reserves On hand , . . . . . . . v v v v s v e o s o s v s snnnsess.|13
14a Did the organization receive any payments for indoor tanning services during the taxyear? , , , .. ........|14a X
__b If*Yes" hasit filed a Form 720 to report these payments? If "No," provide an explanation in Schedule O . . . . . . 14b
JSA
3IE1040 1.000 Form 890 (2013)
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Form 980 (2013) THE UNION MEMORIAL HOSPITAL, INC. 52-0591685 Page 6

Part

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

Check if Schedule O contains a response or note to anyfineinthisPart VI . « o« o v v v v v v v vt v i v v n v a0 @

Section A. Governing Body and Management
Yes | No
1a Enter the number of voting members of the governing body at the end of the taxyear . . . - - 1a 20
If there are malerial differences In voling rights among members of the governing body, or if the governing
body delegated broad authority to an executive committee or similar committes, 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? . . . . v o i o i v i i ittt i i e c e e 2 X
3 Did the organization delegate control over management duties customarily performed by or under the direct
supervision of officers, directors, or trustees, or key employees 1o a management company or other person? . . 3 X
4 Did the organization make any significant changes to its governing documents since the prior Form 990 was filed?. . . . . .« 4 X
5 Did the organization become aware during the year of a significant diversion of the organization’s assets?. . . . 5 £
6 Did the organization have membersorstockholders? . . . . . . . o i it i it it i i e it e e e 6 | X
7a Did the organization have members, stockholders, or other persons who had the power to elect or appoint
one or more membersofthegoverning body? . . . . . . . . . o L L il i s e e e et e e 7a | X
b Are any governance decisions of the organization reserved lo (or subject to approval by} members,
stockholders, or persons other thanthe governing body? - . . . . .« ¢ o ot 0t i e i e e e e e 7b | £
8 Did the organization contemporaneously document the meetings held or written actions underiaken during
the year by the following:
@ The QOVEININGBOOY?. + v v v v e v v v e e s v v e n e e memens s nnseaee e e eaeeeeenaens 1 8a | X
b Each commitiee with authority to act on behalf of the governingbody? . . . .. . .. . ... 8b | X
9 s there any officer, director, trustee, or key employee listed in Part VII, Section A, who cannot be reached al
the organization's mailing address? If "Yes," provide the names and addressesin 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, oraffiliates? . . . . . . . .+« . v o v v e i i b i o i a 10a £
b If "Yes,” did the organization have written policies and procedures governing the activities of such chapters,
affiliates, and branches to ensure their operations are consistent with the organization's exempt purposes? . . . |10b
11a Has the organization provided a complete copy of this Form 990 to all members of its governing body before filing the form? . 11a} X
b Describe in Schedule O the process, il any, used by the organization to review this Form 990.
12a Did the organization have a written conflict of interest policy? If "No,"gotofine 13 « « « v v v e o v e v v s e+, |122 £
b Were officers, directors, or trustees, and key employees required to disclose annually interests that could give
FSE IO CONMIEES? « « v v v v v e i it e e it e e e e R i 11 IS
¢ Did the organization regularly and consislently monitor and enforce compliance with the policy? If "Yes*”
describe in Schedule QOhow thiswasdone . . . « v v v o v v v v it e e i nm e an s o e, |M2el X
13 Did the organization have a written whistieblower policy?. . + « « = « v« v v o v e v v v e a3 | X
14  Did the organizalion have a wrilten document retention and destruction palicy?. . . . . . . . .. . ... ... .14 | X
15 Did the process for determining compensation of the following persons include a review and approval by
independent persons, comparability data, and contemporanecus substantiation of the deliberation and decision?
a The organization's CEQ, Executive Direclor, or top managementofficial . . . . . ... ... ... .. .. .... 15a | X
b Olther officers or key employees of theorganization . . . . . . v o v v v v s v it i et i v et s n e 15b| X
If "Yes" to line 15a or 15b, describe the process in Schedule O (see instructions).
16a Did the organization invest in, contribute assels to, or participate in a joint venture or similar arrangement
with ataxable entity dUFING thE YBAMT « « + o« « v v v e vt e et e et s temae e enenenes 16a| X
b If "Yes,” did the organization follow a written policy or procedure requiring the organization to evaluate its

participation in joint venture arrangements under applicable federal tax law, and take steps to safeguard the
organization's exempt status with respect to such arrangements?

Section C. Disclosure

17  List the states with which a copy of this Form 990 is required to be filed P_ M,
18 Section 6104 requires an organizalion to make its Forms 1023 (or 1024 if applicable), 990, and 990-T {Section 501(c)(3)s only)
available for public inspection. Indicate how you made these available, Check all that apply.
Own website Another's website Upon request D 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
organizalinn: P JOEL BRYAN 5565 STERRETT PLACE, STH FLOOR, COLUMBIA, MD 21044 410-772-6721
I5A Form 990 (2013)
JE1042 1.000
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Form 950 (2013) THE UNION MEMORIAL HOSPITAL, INC. 52-0591685 Page 7
Compensation of Officers, Directors, Trustees, Key Employees, Highest Compensated Employees, and
Independent Contractors
Check if Schedule O contains a response ornote fo anylineinthisPartVIl. . . . ... ........... N Ed
Section A.  Officers, Directors, Trustees, Key Employees, and Highest Compensated Employees
1a Complete this table for all persons required to be listed. Report compensation for the calendar year ending with or within the
organization's tax year.

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

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

e List the organization's five current highest compensated employees (other than an officer, director, trustee, or key employee)
who received reportable compensation {Box 5§ of Form W-2 and/or Box 7 of Form 1098-MISC) of more than $100,000 from the
organization and any related organizations.

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

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

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

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

()
(A) (8) Position o) (E) (F)
Name and Title Average | (do not check more than one Reportable Raportable Estimated
hours per | box, unless person is both an compensation |compensation from amount of
week (istany| officer and a director/trustes) from related other von
hours for =1 = the organizations compensal
reisted | o & ‘.3._ % ) é % g organization (w-ggm 089-MISC) from the
organizations | & 3 £|%8 § & | 2| (w-2/1099-MISC) org:nlzlalion
below dotied | § = | 2 g|®8 and related
ina) s 5 '§ ’2 organizations
] !é& Z
g
) e N | OFLOLO)
PRESIDENT o X X 748,8B72. 0 34,605.
A A B OO
DIRECTOR 0] x 39,998, 0 0
() E T I e | 100}
DIRECTOR 39.00| X 0 3,334,799. €1,007.
(@) TR NO RIS BN | =0 O]
DIRECTOR o X 0 0 0
G L O (B0 E1010))
DIRECTCR o] X 789,101. 0 14,341.
R(6) T I - 110
DIRECTCR 39.00| X 0 453, 081. 28,030.
j7)E= UMD LT S| - 1O
DIRECTOR ol X 0 0 0
() T SN B 10
DIRECTOR 0] X 0 0 0
(O N (A 00)
DIRECTOR 0| X 0 0 0
{10)SAVAS J. KARRS o100
DIRECTOR 0] X 0 0 0
[LYIHOMAS P, O'NEILL __ [ _1:90]
DIRECTOR 0| X 0 0 1]
L2 Y | W L1101
DIRECTOR o X 0 0 0
(13 L0
DIRECTOR 0y X 0 0 0
(MO DT S N TICON
DIRECTOR o] X 0 0 0
JsA Form 990 (2013)

AE1041 1,000
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THE UNION MEMORIAL HOSPITAL, INC. 52-0591685

Form 990 (2013) Page 8
Section A. Officers, Directors, Trustees, Key Employees, and Highest Compensated Employees (continued)
{A) B} (C} {D) (E) 3]
Name and title Average Pasition Reportabla Reportable Estimated
noursper | (do not check more than one compensation |compensation from amount of
week (list any | box, unless person is both an from related ather
hours or | officer and ao diracmgtn]::saaﬂ the organizations c"'f‘:;’;"t‘-"::""
retatsd  |S 2 (3|2 rganizalion W-2/1099-M
organizstions | i % g g :2-% é (w?z?: OQZQa-lI\:ISC) (211099-MISC) organization
below dotted |Q £ | & EaL] = and related
ling) 2 E ] g|® g organizations
g 3 ]
] % §
g
15) WILLIAM F. RIENHOFF, IV 1.00
“T T pIRECTOR T o] x 0 0 0
16) PETER J. SLOANE 40.00
“T T pIRECTOR T 0| X 100, 024. o 7,751.
17) PETER R. FENWICK 1.00
“TTpIRECTOR T ITTTTTTH 0] X o 0 0
18) CHRISTOPHER D. XEARNEY 40.00
“T""pIRECTOR T TTTITTTTT 0| x 209,177. 0 9,921.
19) DAWN M. MOTOVIDLAK 1.00
“TTTpIRECTOR T TTTITTTTTR ol x 0 0 0
20) JAMES R. PAQUETTE 1.00
DIRECTOR TR o| x o o 0
21) P, JUSTIN TORTOLANI, MD 40, 00_
“TTpIRECTOR T 0| X 938,394. 0 22,272,
22) JOSEPH SMITH 40.00
T TTOFFICER/CFO T ] X 330,871. 0 31,546,
23) NEIL MACDONALD 40.00
“TTvice pRESIDENT | 0| X 212,546, 0 41,467,
24) STEPHEN KOENIGSBERG 40.00
""""VICE PRESIDENT | 1 0| X 205, 266. 0 20,985,
25) SHARON BOTTCHER 40.00
"7 VICE PRESIDENT | 0| X 235,204. o 29,909,
1b Sub-total | e e | 1.577.991.] 3:%87,68: EMIGEA S
¢ Total from continuation sheats to Part VII, Section A . , . ... ....... | 9,045,963, 0 297,602.
dTotal (add lines 1band 1€) - . . .« v v v v v v v et e e e e, »| 10,623,940.| 3,787,880, 435,585.
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 » 163
Yas | No

3 Did the organization list any former officer, director, or trustee, key employee, or highest compensated
employee on line 1a? /f "Yes," complete Schedule Jfor suchindividual . . . . . . . . . .. i i i it v e ae 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,” complefe Schedule J for such

T T T 4 | X
5 Did any person listed on line 1a receive or accrue compensation from any unrelated organization or individual
for services rendered to the organization? if "Yes,” complete Schedufe Jforsuchperson . . . v v v v v v v o v v v o 5 X

Section B. Independent Contractors

1 Complete this table for your five highest compensated independent contractors that received more than $100,000 of
compensation from the organization. Report compensation for the calendar year ending with or within the organization’s tax
year.

(A) e )
Name and business address Description of services Compensation

ATTACHMENT 3

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 1B

Form 990 (2013)
32068H 2502 VvV 13-7.15 1793311 PAGE 9
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THE UNION MEMORIAL HOSPITAL, INC. 52-0591685
Form 950 {2013) Page 8
Section A. Officers, Directors, Trustees, Key Employees, and Highest Compensated Employees (continued)
(A} L €} (D) (E) F}
Nama and title Avarage Position Reportable Reportable Estimated
hoursper | (do not check more than one compensation |compensation from amount of
week (st any | box, unless person is both an from related other
B ——mﬁ_':eri.‘f‘l——gd";cm—:%ge—%- the organizations °°"'r‘:;“:":a“°“
related A2 |2
e HHEH I S R B
petowdatted |2 E (5| " [S[E2 | and related
e} 9‘5 g g mg organtzations
g3 & 3
EJR ]
3 g
a
26) RICHARD LEVINE 40.00
"7 7'MEDICAL DIRECTOR | 1 0| X 963,392, o 22,269.
27) HENRY BOUCHER 40.00
“TUTpHYSICIAN T 0| X 1,151, 711. o 22,905.
28) ANAND MURTHI 40.00
" "7 'MEDICAL DIRECTOR | | X 1,016,708. 0 21,540.
29) FRANK EBERT 40.00
TUTpHYSICIAN T ol X 1,338,777. 0 7,302.
30) JOHN WANG 40.00
TTUTeRpySICIAN T ol b 1,324,075. 0 22,308,
%}) STUART BELL 40.00
""FORMER OFFICER [ 0| X 546,120. o 17,983,
32) HARRISON RIDER 40.00
"""FORMER OFFICER | 7 0| X 279,495, o 0
33) CHERYL LUNNEN 49.00
""" FORMER KEY EMPLOYEE | ¢ ] X 194,209. 0 19,044,
Tb Sub-total e >
¢ Total from continuation sheets to Part VIl, Section A |, _ . . ... ...... >
dTotal{addlinesibandic) . . . . . . oo v v v i i v vt v i v i vniv i nu P
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 163
Yes | No
3 Did the organization list any former officer, director, or trustee, key employee, or highest compensated
employee on line 1a? If "Yes,” complete Schedule J for suchindividual , . . . . . . . . . . . i i i it i 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 $150,0007 ¥ “Yes,” complete Schedule J for such
individual . . . . .. ..ot ... e 4 | X
5 Did any person listed on line 1a receive or accrue compensation from any unrelated organization or individual
for services rendered to the organizalion? /f “Yes,” complete Schedule Jfor suchperson ., . . . v v v v s v v s s o a0 ] X
Sectlon 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 compensalion for the calendar year ending with or within the organization's tax
year.
(A) & )
Name and business address Description of services Compensation
2 Total number of independent contractors (including but not limited to those listed above) who received

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

J5A

3E1055 1.000
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Form 990 (2013) THE UNION MEMCRIAL HOSPITAL, INC, 52-0591685 Page 9

=Yl Statement of Revenue
Check if Schedule O conlains aresponseornote to anylineinthis Part VIl , ., . . . . . 0 v v v i e e s s e e ,]:[

(A} ) () (D)

Total revenue Related or Unrelated Revenue
exempt buslness exciuded from tax
function favenue under sections
revenue 512-5%4

28] 1a Federatedcampaigns « « + .+ .« . . ’_1&
5§ b Membershipdues ........._ 1b
éf ¢ Fundraisingevents . . .. .. ... 1€
6% d Related organizations « + . . .. . . | 14
gﬁ & Government grants (contributions) . . |18 ' 641,389,
| |
gj-;- f  All other contributions, gifts, granis, i
25 |
=0 and similar amounis nol included above . |_1f__ 2.263.552.
EE g Noncash contributions inciuded in lines 1a-1£ $ e
A n 2,905,641,
ity Total. Add lines 1a-1f >
E Business Code
s 2a NET PATIENT SERVICE REVENUE | 900093 407,585,102, 407,985,102,
f b PHARMACY 900093 7.214,058. 7,214,058,
-g ¢ OTHER PHYSICIAN REVENUE 900052 1,549,530, 1,549,530,
w| d
o f All other program service revenue . . . . .
a g Total Addjines2a-2f . . . . ... ... ......... > 16,748,690,
3 Invastment Income {including dividends, inlerest, and
oltharsimilaramounts). « + ¢« « + 0 ¢ 0 c v v e e s e e e > 413,677, | 412,677,
4  Income from invesiment of 1ax-exempt bond procesds . . . »> 4
5 nga"[gs...-....-....-..-.-......> i
{i) Real (ii) Personal
6a Grossrents . . . . 0 . .. 7089, 064.
b Less: rental expenses . . .
¢ Rental income or (loss) . . 789,064,
d Netrentalincomeor{loss} . . . ............W RS, 064 785, 064,
(i) Securities (ii) Other
7a Gross amount from sales of
assets other than inventory 1,327,121, 3,334,
b Less: cost or other basis
and sales expenses . . . . -
¢ Gainor(loss) . « . .. .. 3.327.121. 1,334
d Netgainor(loss) . . ... o e 5l a el sl e afiaiisiehareralds » 3,330,455, | 3,330,458,
g | 8a Gross income from fundraising
s events (not including $
3 of contributions reported on line 1¢).
= See PartIV,line 18 o « v o v vuv v, @
_g b Less:directexpenses . « « » ¢+ + 2+ b
6 ¢ Net income or (loss)} from fundraisingevents . . . . . . . P 0
@a Gross income from gaming aclivities.
See PartiV,iine19 , , ,,....... a
b Less:directexpenses « + + « + + + + 4+ b
¢ Net income or {loss) from gaming aclivites . . . . . . . . . » g
10a Gross sales of inventory, less
returns and allowances _ | | | | v e.. A
b Less:costofgondssold. . .. ..... b
¢ Net income or {lgss) from sales of inventory, . . . . .. .. | i
Miscellaneous Revenug Business Code |
11a REBATE INCOME ELLEE] 1,094,723, 1,094,723,
b PARKING LOT REVENUE 300089 448, 4B6. 250,435, 198.051.
¢ TELEPHONE 300089 129.548. 129.548.
d AIOIHEIr rBvenUE « « « « o o o o o o o o » 300099 1,695,595, | EE0, B54. 1,034,741,
T
g TotalLAddlings 11a-11d « « = ¢ 4 c v s s v e v v ea P 3,368,352, 1
12 Total revenus. Seg Insiructions . . . . . . . . . . .. .. | 2 477,554,779, 416,748,690 | 911,209, G, 985 268,
JSA Form 890 (2013)

3JE1051 1.000
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Form 890 (2013) THE UNION MEMORIAL HOSPITAL, INC. 52-0591685 Page 10
Statement of Functional Expenses
Section 501(c)(3) and 501(c)(4) crganizalions must complete all columns. All other organizations must complete column (A).
Check if Schedule O contains a response or noteto anylineinthis Part 1X _ . . . . . . . . . . o v v v v v s e |_x|
o s oot I0es 078 | oy s | gt | gttt | ks
1 Grants and other assistance to govemments and
organizations in the United States. Sea Part IV, line 21 , 402,857. 402,857.
2 Grants and cther assistance to individuals in
the United States. See Part IV, line 22, . . . . . 9
3 Grants and other assistance to governments,
organizalions, and individuals outside the
United Slates. See Part IV, lines 15 and 16, _ 0
4 Benefits paid toor formembers , , , ., ... .. 0
5§ Compensation of current officers, directors,
trustees, and keyemployees . . . ....... 4,458,820. 4,101,624. 397,196.
6 Compensation not included above, to disqualified
persons (as defined under section 4958(f1)) and
persons described in section 4958(c)(3)(B) 0
7 Othersalariesandwages . . . . . ... .| 154,028,416.] 140,089,6798. 13,938,618.
8 Pension plan accruals and contributions {include saction
401(k) and 403{b) employer contributions) . . . . . . 3,738,837, 3,413,744. 325,093.
9 Other employeebenefits . . . . . . . .. ... 17,416,793. 16,571,809. 844,984,
10 Payrolltaxes . « « - « « . . . e 10,403,182. 9,039,467. 1,363,715,
11 Fees for services (non-employees):
a Management _ _ . . . ... .. .. ..... 27,716,329. 913,473, 26,802,856,
blegal . . ... .. kel EOF 847.
L 9
dlebbying ., ... .............. 0
@ Professional fundraising services. See Part IV, line 17, 0
f Investment managementfess _ . .. ... g
Other. (i line 11g amount excesds 10% of lne 25, column
(A)amount.llsllineﬂgwmmnnSdmdulnD.).A'.Tc.:H .4. 57,465,756. 55,756,836, 1,708,920
12 Advertising and promotion _ . , . . .. .. .. 847,823. 38,702, B09,221.
13 Officeexpenses . . . v ¢ v v v v v v v v v v 2,358,488. 1,814,196, 544.252.
14 Informationtechnology. . . . . . . . . . . .. 0
15 Royalies, . .. ... .. 0
16 OCCUPANCY . . & .\ v v o v e e e e e e 1,863,419, 862,810. 1,000,609.
172 Teavel . L L e e e e B03,424. 304,676. 498,748.
18 Payments of travel or entertainment expenses
for any federal, siate, or local public officials 0
19 Conferences, conventions, and mestings , _ . , 96,346, 84,823. 11,523.
20 1018rBS , L L .y s e e e 3,537,697. 3,537,697.
21 Paymenis toaffiliales. . . .. ......... o
22 Depreciation, depletion, and amortization | |, |, | 17,958,159, 17,958,159.
23 INSUFANCE | . o W ot e e e e e e 10,311,474. 10,311,474,
24 Other expenses. llemize expenses no! covered
above (List miscellaneous expenses in ling 24a. If
line 24e amount exceeds 10% of ling 25, column
{A) amount, list line 24e expenses on Schedule D.)
aMEDICAL / SURGICAL SUPPLIES __ 49,797,705. 49,737,714. 59,991.
»IMPLANTS/PROSTHESES 23,006,516. 23,006,516.
eUrinLITIES 5,562,901. 5,167,294. 395,607.
dF0OD SERVICE 4,146,149, 3,914,622, 231,527.
8 All Other XpenSes . . oo oo o 11,030,816. 9,499,219. 1,531,597,
25 Total funclional expenses. Add lines 1 through 24e 406,952,899. 356,527,555, 50,465, 344.
26 Joint costs. Complete this line only if the
organization reported in column {B) joint cosls
from a comblned educaiional campaign and
fundraising solicitation. Check here p [:I if
following SOP 98-2 (ASC 858-720}, , ., . ... 0
2% 1082 1.000 Form 880 (2013)
32068H 2502 V 13-7.15 1793311 PAGE 12



THE UNION MEMCRIAL HOSPITAL, INC. 52-0591685
Form 990 (2013) Page 11
Balance Sheet
Check if Schedule O contains a response or note to anylineinthisPart X . . . . . . .ot oot oo en .. [ ]
(A) {8)
Beginning of year End of year
1 Cash-noninterest-bearing _ . . . . .. .. ... 42,678.| 1 1l9,833.
2 Savings and temporary cashinvestments, . .. ... .. ...... g 2 0
3 Pledges and grants receivable, net _ ... . ... ... ... ..., 3,987,637.] 3 1,351,580.
4 Accountsreceivable,nel | ... ... ... ............. 52,585,046.] 4 52,810,551,
5 Loans and other receivables from current and former officers, directors,
trustees, key employees, and highest compensated employees.
Complete Partllof Schedule L . . .. e, qs 0
§ Loans and other receivables from other disqualified parsons (as definad under section
4958(f)(1)), persans described in section 4358(c){3)(B), and contributing employers
and sponsoring organizations of section 501(e)(9) voluntary employees' beneficiary
o organizations {see instructions). Complete Part Il of Schedule L, . . ., .., 98 0
®| 7 Nolesand loansreceivable,net, . . ., .., ... ........ q7 23,997,
2| 8 Invenloriesforsaleoruse, | ., ., .. .., ... .. ... 6,798,302.) 8 6,361,362.
9 Prepaid expenses and defemred Charges | . . . v v v v v v v o v 0 b e a0 b 1,188,342.] g 1,662,470.
10a Land, buildings, and equipment: cost or
other basis. Complete Part VI of Schedule D 10a) 348,323,790.
b Less: accumulaled depreciation, , , . ... ... 40b| 255,355,688, 90,640,781.|10¢ 92,967, 802.
11 Invesiments - publicly traded securities |, , , . .. ... ... .0 v ... q11 0
12  Invesimenls - other securilies. SeePart IV, line 14, , ., ... ........ 57,766,393.]12 64,568, 868.
13 Invesiments - program-related. See Part IV, line 11 , . . . ........ gq13 0
14 Intangibleassets, , ., ., ....... d14 0
15 Otherassels, See Parl IV, N 11 | . . . . i e e e e s e s v en e 1,655,557.115 471,031.
16  Total assets. Add lines 1 through 15 (must equatline34) . .. . ... ... 214,664,736.| 16 220,337,394.
17  Accounts payable and accrued expenses, _ | _ . . . . ... e 41,416,743.|17 30,188,704.
18 Grantspayable, . . ... ............ e N 587,733.]118 1,163,457,
19 Deferredrevenue _ . ... ............. e 4,523.119 23,163.
20 Tax-exemptbond liabilities , _ . . . . .. ... .. ..... .. ..., .. 920 0
©121  Escrow or cuslodial account liability. Complete Part IV of Schedule D _ | | | g 21
§ 22 Loans and other payables to current and former officers, directors,
8 trustees, key employees, highest compensated employees, and
= disqualified persons. Complete Part li of Schedule ., _ . . . ... .... g 22 a
23 Secured morigages and notes payable o unrelated third parties , |, | . . . g 23 Q
24 Unsecured notes and loans payable to unrelated third parties, | . , . .. .. 904,005.| 24 604,031,
25 Other liabilities (including federal income tax, payables to related third
parlies, and other liabilities not included on lines 17-24). Complete Part X
of ScheduleD | . . . ... . .. .. .. ...t et 34,040,865.]|25 32,292,878,
__|26 _ Total liabilities. Add lines 17 through25. . . . . . ... ... ... . ... 77,063,863.| 26 64,272,233,
Organizations that follow SFAS 117 (ASC 958}, chack here b L’ﬂ and
o complete lines 27 through 29, and lines 33 and 34.
§ 27 Unrestricled netassels . L L 106,713,959.] 27 121,962,805,
Z|28 Temporarily restricted netassets ... .. .. ........... 4,659,851.) 28 7,770,696.
2(20 Permanently restrictednetassets, , . .. ... .0 ii i a s 26,227,057.| 29 26,331,660,
.E Qrganizations that do not follow SFAS 117 (ASC 958), check here P and
5 complete lines 30 through 34,
&30  Capital stock or lrust principal, or currentfunds 30
2131 Paid-in or capital surplus, or land, building, or equipmentfund . . ., H
<|32 Retained earnings, endowment, accumulated income, or other funds 32
2(33 Totalnetassetsorfundbalances | . . e 137,600,867.} 33 156,065,161.
34 Tolal liabilities and net assetsffund balances. . . . . v v v v v v v v v a0 - 214,664,736.| 34 220,337,384,
Form 990 (2013)
JSA
JE1053 1.000
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THE UNICN MEMORIAL HOSPITAL, INC. 52-0591685

Form 990 {2013) Page 12
Reconciliation of Net Assets
Check if Schedule O conlains a response or note toanylineinthisPart XI . . . . . . . . ... .. ...... [x]
1 Total revenue (must equal Part VIIl, column (A),line12) . . . . . . v o v it i it st v s v v o 1 427,554,779.
2 Total expenses {must equal Part IX, column(A), iNe25) . » « v« v e e v v e vt enennannnn 2 406,992,839.
3 Revenue less expenses. SUbtract e 2 MOMIINB 1. « v« v v v v v v v v e v e e n e n e onns 3 20,561,880.
4 Net assets or fund balances at beginning of year {(must equal Part X, line 33, column (A)) . . ... 4 137,600,867.
5 Net unrealized gains (I0SSES) ONINVESIMENES « « « ¢ « v« v o v e v v e v v eenenneenenas 5 5,062,684,
6 Donatedservicesanduseoffacilities . . . . « .« i ittt i it i i e s e e e e 6 o
T INVESHMENL EXPEMISES o + v v = v v o v v v o m e a e mee et 7 8
8 Priorperiod adjustments . « + o v ¢ v v 4 o v @ @t h e e e et e i e e e e e e e 8 0
9 Other changes in net assets or fund balances (explainin Schedule O) . « « « + v v e v v v v v v ] -7.,167,270.
10 Net assets or fund balances at end of year. Combine lines 3 through 9 (must equal Part X, line
=T 1T 1T =) e e S 5 ey 3 9 i e ey e e P N s P 10 156,065,161.
Financial Statements and Reporting
Check if Schedule O contains a response ornoteto anylineinthisPart Xll . .. .. ........... ... D
Yes | No
1 Accounting methed used to prepare the Form 990: EI Cash E Accrual E:l Other
i the organization changed ils method of accounting from a prior year or checked "Other,” explain in
Schedule O.
2a Were the organization's financial statements compiled or reviewed by an independent accountant? |, | | | | 2a X

If "Yes,” check a box below to indicate whether the financial statements for the year were compiled or
reviewed on a separate basis, consolidated basis, or both:
D Separate basis E’ Consolidated basis D Both consolidated and separale basis
b Were the organization's financial statements audited by an independent accountant? . . . . . ... ... ... 2p | X
If "Yes," check a box below to indicate whether the financial statements for the year were audited on a
separate basis, consolidated basis, or both:
Separale basis Consolidated basis D Both consolidated 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? 2c | X
If the organization changed either its oversight process or selection process during the tax year, explain in
Schedule O,
3a As a result of a federal award, was the organization required to undergo an audit or audits as set forth in
the Single Audit Act and OMB Circular A-1337 . . . . ... .. OO I | 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 1o undergo such audits. 3b

Form 990 (2013)

J5A
3JE1054 1.000
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SCHEDULE A Public Charity Status and Public Support OMB No. 1845.0047

(Form 980 or 990-EZ}

Completa If the organization is a section 501(c)(3) organization or a section
4947(a){1) nonexempt charitable trust.

Department of the T B Attach to Form 990 or Form 990-E2. Open te Public
..,?L’fmi“;:w‘.’,ue“s,,'&i? v P-Information about Schedule A {Form 990 or 990-E2) and its instructions Is at www.irs.gov/form390, Inspection
Name of the organization Employer identification number
THE UNICON MEMORIAL HOSPITAL, INC. 52-0591685

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

The organization is nol a private foundation because it is: (For lines 1 through 11, check only one box.)

1

2
3
4

(1] 010 O OI=L]

10
1

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

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

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

A medical research organization operated in conjunction with a hospital described in section 170(b)(1}{A}(iit}). Enter the
hospital's name, city, and state: _
An organization operated for the benefit of a college or university owned or operated by a governmental unit described in
saction 170(b){1){A){iv). (Complete Part Il.)

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

An organization that normally receives a substantial part of its support from a governmental unit or from the general public
described in section $70{b)}{1){A)(vi}. (Complete Part Ii.)

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

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

An organization organized and operated exclusively to test for public safety. See section 508{a){4).

An organization organized and operated exclusively for the benefit of, to perform the functions of, or to carry out the
purposes of one or more publicly supported organizations described in section 509(a)(1) or section 509(a)(2). See section
509{a)(3). Check the box that describes the type of supporting organization and complete lines 11e through 11h.

a [:] Type | b l:] Typell ¢ DType {ll-Functionally integrated d |:| Type Il-Non-functianally integrated
By checking this box, | cerify that the organization is not controlled directly or indirectly by one or more disqualified persons
other than foundation managers and other than one or more publicly supported organizations described in section 509(a)}(1)
or section 509(a)(2).

f If the organization received a written determination from the IRS that it is a Type |, Type Il, or Type Ul supporting
organization, check this DOX L e i
g Since August 17, 2006, has the organization accepted any gift or contribution from any of the
following persons?
{i) A person who directly or indirectly controls, either alone or together with persons described in (i) and Yes [ No
{iii) below, the governing body of the supported organization? _ . . . ... ... ....... 1100
{ii) A family member of a person described in(iYabove? _ . .. L. 11g(i)
{ili) A 35% controlled entity of a person described in{jj or (fyabove? _ . . . ... ... ... ... .. 11g(ii)
h Provide the following information about the supported organization(s).
{i} Name of supported {il) EIN (iil) Type of organization {iv)isthe | (v) Did you notify {vi} Is the {vil) Amount of monetary
organization {described on lines 1-9 organization In | {ha organization | organization in support
above or IRC section o ) listedin | 5 col {i) of your | col. i) organized
(sea Instructions)) Y oomment? support? inthe U5 7
Yes | No | Yes No Yes No
(A}
(|
(C)
(D)
(E)
Total
For Paperwork Reduction Act Notice, see the Instructions for Schedule A {(Form 880 or 980-EZ) 2013

Form 280 or 990-EZ.

JSA
3E1210 1.000
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THE UNION MEMORIAL HOSPITAL, INC. 52-0591685
Schedule A (Form 950 or 990-EZ) 2013 Page 2
Support Schedule for Organizations Described in Sections 170(b)(1){(A)(iv) and 170(b)(1)(A){vi)
{Complete only if you checked the box on line 5, 7, or 8 of Part | or if the organization failed to qualify under
Part I11. If the organization fails to qualify under the tests listed below, please complete Part ll.)

Section A. Public Support
Calendar year (or fiscal year beglnning in} P {a) 2008 {b) 2010 {c} 2011 {d} 2012 {e} 2013 {f) Total

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

2 Tax revenues levied for  the
organizalion's benefit and either paid
to orexpended onitsbehalf . . . . . . .

3 The value of services or facilities
furnished by a governmental unit to the
organization withoutcharge . . . . . . .

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

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

6 Public support. Subtract line § from line 4.

Section B. Total Support
Calendar year {or fiscal year beginning in) M {a) 2009 {b) 2010 {c) 2011 {d} 2012 {e) 2013 {f) Total

7 Amountsfromiined .. .. ..« ..

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

D T T T T R T R Y

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

10  Other income. Do not include gain or
loss from the sals of capital assels
(ExplaintnPartiV) . . . .. .. .. ..

11  Total support. Add lines 7 through 10 . .

12 Gross receipis from related activitles, etc. {seeinstructions) . . . . . . . . . . . . . e e e e e h e 12'
13 First five years. If the Form 990 is for the organization's first, second, third, fourth, or fifth tax year as a section 501(c}3)
organization, check thisboxandstop here . . . . . .« ¢« v o v 0 v @ v v o v 0. I S A A A S I AT I IR AT ST AT AT
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 , . . . . . ... ... ... PR I |- %
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 . . . . .. A

b 331/3% support test - 2012, If the organization did not check a box on line 13 or 163, and line 15 is 331/3% or more,
check this box and stop here. The organization qualifies as a publicly supported organization. . . . ... ...... R

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 supported
OTGANIZAtON, L |, 4 s v v e v v e e v e a o v s a b m s amam an e e e eaea e >

b 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.
Explzin in Part IV how the arganization meets the "facts-and-circumstances™ test. The organization qualifies as a publicly

supported OrganiZation , , . . L . .. i s e e e et e e e e e e e e e >
18 Privale foundation. If the organization did not check a box on line 13, 16a, 16b, 17a, or 17b, check this box and see
INSITUCHIONS | L L L L vt w v v o u e v v 0 v e oo o o s o a s o s v s s o v s n s s e s s m e a e e o s s s e s ae s aa e ss PD

Schedule A (Form 830 or 580-EZ) 2013

JSA

JE1220 1.000
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THE UNION MEMORIAL HOSPITAL, INC. 52-0591685
Schadule A (Form 990 or 950-E2) 2013 Page 3
Support Schedule for Organizations Described in Section 509(a}{2)
(Complete only if you checked the box on iine 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 11.)
Section A. Public Support
Calendar year {or fiscal year beginning in) |  (a) 2008 {b) 2010 {c) 2011 {d) 2012 {e) 2013 {f} Total
1 Gifls, grants, contributicns. and membership fees
raceived. (Do not include any "unusual grants.”)
2 Gross receipts from admissions, merchandise
sold or senvices performed, or [facilities
furnished In any activity that is related to the
organization’s tax-exempt purpese

3 Gross recelpls from acllvities that are not an
unrelated trade or business under section 513 |

4 Tax revenues levied for the
organization's benefit and either paid

to or expended on its behalf

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

6 Total Add lines 1 through S5, | |
7a Amounts included on lines 1, 2, and 3
recelved from disqualified persons . . . .

b Amounis included on lines 2 and 2
received from other than disqualified
persons that exceed the graater of $5.000

or 1% of the amount on line 13 for the year

¢ Addlines7aand7b. . . . . « . . . ..
8 Public support (Subtract line 7¢ from
Hne6.) v v v v v v v s v e e s e s
Section B. Total Support
Calendar year (or fiscal year beginning in) » (2) 2009 (b) 2010 (c) 2011 {d) 2012 (e) 2013 (1) Total
8 Amountsfromline6, . . ... ... ..

10a Gross income from interest, dividends,
payments received on securities loans,
renis, royalties and income from similar

b Unrelated business laxable income (less
section 511 Jlaxes) from businesses
acquired after June 30, 1875

¢ Addlines10aand10b , . ., ...

11 Net iIncome from unrelated business
activities nol included in line 10b,
whether or not the business is regularly
carriedon « s s v s s e s s 4 e e s e

12 Other income. Do not include gain or
loss from the sale of capital assels

------

(ExplaininPart V) . .. ........
13 Total support. (Add lines 9, 10¢, 11,
and12.) . L. L. ...,
14  First five years. If the Form 990 is for the organization's first, second, third, fourth, or fifth tax year as a section 501{c){3)
organization, check thisboxandstophere. . . . . . « ¢ c v v 0 0 o v u o AonpPoOonnOABoORocoO 0D Do a0 800 aNG > r:l
Section C. Computation of Public Support Percentage
15 Public support percentage for 2013 {line 8, column (f} divided by line 13, column (f)), . . . . ... ... ... 15 %
16 Public support percentage from 2012 Schedule A, Partlll line15. . . . « « v & v v 0 v v v« o« v eva e e |18 %
Section D. Computation of Investment Income Percentage
17  Investment income percentage for 2013 {line 10c, column {f) divided by line 13, column{f)) , , . . . ... .. 17 %
18 Investment income percentage from 2012 Schedule A, Part Il line17 , _ . . . . . . . ... ¢ o' v v .. 18 %

19a 331/3% support tests - 2013. If the organizaiion did not check the bex on line 14, and line 15 is more than 331/3%, and line
17 is not more than 331/3%, check this box and stop here. The orpanization qualifies as a publicly supported organization >
b 331/3% support tests - 2012. If tha organization did nol check a box on line 14 or line 19a, and line 16 is more than 331/3 %, and
line 18 is not more than 331/3%, check this box and stop here. The organization qualifies as a publicly supported organization >
20 Privata foundation. i the organization did not check a box on line 14, 19a, or 19b, check this box and see instructions P
J5A Schedule A (Form 980 or 890-EZ) 2013
3E1221 1.000
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THE UNION MEMORIAL HOSPITAL, INC. 52-0591685
Schedule A (Form 990 or 990-E2) 2013 Page 4

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

JSA Schedule A {(Form 990 or 990-E2) 2013

3E1225 2.000
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Schedu
{(Form 980,
or 980-PF)

Department of the Treasury

le B Schedule of Contributors OMB No. 1545-0047

990-E2,

» Attach to Form 990, Form 990-EZ, or Form 890-PF. 2@1 3
tntemnal Revenus Sendce | P Information about Schedule B (Form 880, 980-EZ, or 990-PF) and Its Instructions is at www.lrs.gov/form930.

Name of th
THE UNI

e organization
ON MEMORIAL HOSPITAL, INC.

52-0591685

Employer identification number

Organization type {check one):

Filars of: Section:

Form 990 or 990-EZ El 501(cK 3 ) (enter number) organization
D 4947(a){1) nonexempt charitable trust not treated as a private foundation
|:’ 527 political organization

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

l:l 4947(a)(1) nonexempt charitable frust treated as a private foundation

I:l 501{c)(3) taxable privale foundation

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

General Rule

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

Special Rules

[]

L]

O

For a section 504(c)(3} organization filing Form 990 cr 990-EZ that met the 33 1/3 % support test of the regulations
under sections 509(a){(1) and 170{b}(1}(A)(vi) and received from any one contributor, during the year, a contribution of
the greater of (1) $5,000 or (2) 2% of the amount on (i) Form 990, Part VI, line 1h, or (i) Form 990-EZ, line 1.
Complete Paris | and Il

For a section 501(c)(7). (8), or (10) organization filing Form 990 or $90-EZ that received from any one contribulor,
during the year, total contributions of more than $1,000 for use exciusively for religious, charitable, scientific, literary,
or educational purposes, or the prevention of cruelty to children or animals. Complete Paris |, Il, and Il

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

@ & 4 8 8 8 w 4 s & % e 2 3 s 3 % E % s & W wo"oey s e aowomowowomowowomowomoaom P

Caution, An organization that is not covered by the General Rule and/or the Special Rules does not file Schedule B (Form 990,
990-E2Z, or 990-PF), but it must answer "No” on Part 1V, line 2, of its Form 990; or check the box on ling H of its Form 980-EZ or on its
Form 990-PF, Part |, line 2, to certify that it does not meet the filing requirements of Schedule B (Form 990, 990-EZ, or 990-PF).

For Paperw

JSA

3E1251 1000
32

ork Reduction Act Notica, see the Instructions for Form 830, 980-EZ, or 990-PF.
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Schedula B {Form 990, 980-EZ, or 890-PF) {2013)

Page 2

Name of organization THE UNION MEMOR 1AL HOSPITAL, INC.

Employer Identification number
52-0591685

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

{a)
No.

(b}

Name, addrass, and ZIP + 4

(<}
Total contributions

{d)
Type of contribution

166,667,

Parson
Payrofl
Noncash

{Complete Part Il for
noncash contributions.}

(a)
No.

(b)
Name, address, and ZIP +4

{c)
Total contributions

(d)
Typs of contribution

147,167.

Person
Payroll
Noncash

(Complele Part |l for
noncash contributions.}

{a)
No.

(b}

Name, address, and ZIP + 4

(c)
Total contributions

(d)
Type of contribution

133,416.

Person
Payroll
Noncash

{Complete Part Il for
noncash contributions.)

(a)
No.

(b)
Name, address, and ZIP + 4

{c)

Total contributions

{d)
Type of contribution

126,500.

Person
Payroll
Noncash

{Complete Parl Il for
noncash contributions.)

(a}
No.

(b}

Name, addrass, and ZIP + 4

{c)
Total contributions

{d)
Type of contribution

100,289,

Person
Payroll
Noncash

{Complate Part i for
noncash contributions.)

{a)
No.

(b)

Name, address, and ZIP + 4

(e}
Total contributions

(d)
Type of contribution

Person
Payroll
Noncash

(Complete Part Il for
nencash contributions.}

JSA
3E12521

000

32068H 2502 vV 13-7.15

Schedule B (Form 990, 990-EZ, or 980-PF) (2013)

1793311

PAGE 20



Schedule B (Form 30, 590-EZ, or 990-PF) (2013) Page 2
Name of organization THE UNION MEMORIAL HOSPITAL, INC. Employer identification number
52-0551685
Contributors (see instructions). Use duplicate copies of Part | if additional space is needed.
() b (c} ()
No. Name, address, and ZIP + 4 Total contributions Type of contribution
S I e Person
Payroll
N ——————————————————————e.. emee___B2,200, Noncash
(Complete Part il for
__________________________________________ noncash contributions.)
(2) ® {c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
- E | e R = Person
Payroll
e ERERIESEI e aa eeee___b0,472, Noncash
{Complete Part Il {or
__________________________________________ noncash contributions.)
(a) {b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
B N T e Parson
Payroll
—— e e ————————— __________5_'?:@(_)(_}_ Noncash
{Complete Part Il for
__________________________________________ nencash contributions. )
(2} () ] {d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
B B ot Person
Payroll
. ceceoe—-_50,000. Noncash
{Complete Part I for
__________________________________________ noncash contributions.)
(a) {b) (c} (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
B e Person
Payroll
B e emmm———— eeee—___50,000. Noncash
(Completa Part il for
__________________________________________ noncash coniributions.)
(a} {b) {c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
e B Parson
Payroll
o ceeo_-_28,214. Noncash
{Complete Part Il for
__________________________________________ noncash contributions.)
JSA Schedule B (Form 990, 990-E2, or 890-PF) {2013}
AE1253 1.000

32068BH 2502 V 13-7.15

1793311

PAGE 21



Schedule B (Form 890, 990-EZ, or 850-PF) (2013)

Page 2

Name of organtzation THE DNION MEMORIAL HOSPITAL, INC.

Employer identiication number
52-0591685

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

(a) {b) {c) {d)
Neo. Name, address, and ZIP + 4 Total contributions Type of contribution
R Parson
Payroll
e Tt Ty e SR 7100 0 Noncash
{Complete Part Il for
__________________________________________ nencash contributions.}
{a) (b) {c) {d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
B U Person
Payroll
R R RO EEEEEESEsss IR E10 = S E Noncash
{Complate Part Il for
__________________________________________ noncash contributions.)
(a) {b) (c) {d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
- _1§ | e m e m e Person
Payroll
e e e e e e e e e — — — — — BT L __-______39;99(2_ Noncash
(Complete Part Il for
__________________________________________ noncash contributions.)
{a) {b) {c {d)
No. Name, address, and ZIP +4 Total contributions Type of contribution
C A8 Person
Payroll
Py Sy NSNS meee___30,000. Noncash
{Complete Part Il for
__________________________________________ noncash contribulions.)
(a) {b) (c} {d)
No. Name, address, and ZIP +4 Total contributions Type of contribution
AT e Person
Payroll
e ———————————— eme———__28,000. Noncash
{Complete Part li for
__________________________________________ noncash contributions.)
(a) (b} (c) {d)
Nc. Name, address, and ZIP + 4 Total contributions Type of contribution
- _15 e e o Person
Payroll
e e e e _-________ZELEEC_’_ Noncash
(Complete Part Il for
__________________________________________ noncash contributions.}
ISA Schedula B (Form 990, 990-EZ, or 890-PF) (2013)

3E 1253 1.000

32068H 2502

V 13-7.15

1793311

PAGE 22



Schedule B (Form 990, 990-EZ, or 830-PF) (2013)

Page 2

Name of organization THE UNION MEMORIAL HOSPITAL, INC.

Employer identiflcation number

52-0591685

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

(a)
No.

ib}
Name, addrass, and ZIP + 4

{c)
Total contributions

(d)
Type of contribution

Parson
Payroll
Noncash

(Complate Part Il for
noncash contributions.)

(a)
No.

(b)
Name, address, and ZIP + 4

{c)

Total contributions

{d)
Type of contribution

Person
Payroll
Noncash

{Complele Part || for
nongash contributions.)

(a)
No.

{b)
Name, address, and ZIP + 4

(c)

Total contributions

{d)
Type of contribution

21

Person
Payroll
Noncash

{Complete Part Il for
noncash contributions.)

(b)
Name, address, and ZIP + 4

Total contributions

{d)
Type of contribution

Person
Payroll
Noncash

{Complete Part Il for
noncash contributions.)

(a)
No.

{b)
Name, address, and ZIP + 4

(c)
Total contributions

(d)
Type of contribution

23

Person
Payroll
Noncash

(Complete Pari Il for
noncash contribulions.}

{a)
No.

(b}

Name, address, and ZIP + 4

(c)

Total contributions

{d)
Type of contribution

Person
Payroll
Noncash

{Complele Part Il for
noncash contributions.)

JSA

3E1253 1.000

32068H 2502 V 13-7.15

Scheduls B {Form 990, 980-E2, or 990-PF) (2013)

1793311

PAGE 23



Schedule B (Form 990, 930-EZ, or 880-PF) (2013)

Page 2

Name of organization THE UNION MEMORIAL HOSPITAL, INC.

Employer identification number

52-0591685

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

(a)
No.

{b)
Name, address, and ZIP +4

()

Total contributions

(d)
Type of contribution

Person
Payroll
Noncash

{Complete Part || for
noncash contributions.)

(b}
Name, address, and ZIP + 4

(c)

Total centributions

{d)
Type of contribution

Person
Payroll
Noncash

{Complete Part Il for
noncash contributions.)

(b)

Name, address, and ZIP + 4

{c}

Total contributions

{d)
Type of contribution

14,076.

Person
Payroll
Noncash

{Complete Part Il for
noncash contributions.}

{(a)
No.

{b)
Name, address, and ZIP + 4

{c)
Total contributions

{d)
Type of contribution

Parson
Payroll
Noncash

{Complete Part Il for
noncash contributions.)

(a)
No.

(b)
Name, address, and ZIP + 4

{c)

Total contributions

(d)
Type of contribution

Person
Payroll
Noncash

(Complete Par Il for
noncash coniributions.)

(b)

Name, address, and Z2IP + 4

(c)

Total contributions

{d)
Type of contribution

Person
Payroll
Noncash

{Complete Part |l for
noncash contributions.)

J5A
3E1253 1.000

32068H 2502

vV 13-7.15

Schedule B {Form 980, 880-EZ, or 980-PF) (2013)

1793311

PAGE 24



Schedule B {Form 830, 990-EZ, or 890-PF) (2013)

Page 2

Name of organization THE UNION MEMORIAL HOSPITAL, INC.

Employer identification number

52-0591685

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

(a)
No.

{b) .
Name, address, and ZIP + 4

()
Total contributions

()
Type of contribution

10,087,

Person
Payroll
Noncash

{Complete Part il for
noncash contributions.)

{a)
No.

{b)
Nama, address, and ZIP + 4

Total contributions

{(d)
Type of contribution

Parson
Payroll
Noncash

(Complete Part Il for
noncash contributions.)

(a)
No.

(b)
Name, address, and ZIP + 4

{c)
Total contributions

(d)
Type of contribution

33

Person
Payroll
Noncash

{Complete Part 1l for
noncash coniributions.}

(a)
No.

{b)
Name, address, and ZIP + 4

{c)

Total contributions

{d)
Type of contribution

Person
Payroll
Noncash

{Complete Part Il for
noncash contributions.)

{b)
Name, address, and ZIP + 4

{c)

Total contributions

(d)
Type of contribution

Person
Payroll
Noncash

(Complete Par Il for
noncash contributions.)

(a)
No.

(b)
Name, address, and ZIP +4

(c)
Total contributions

{d)
Type of contribution

Person
Payroll
Noncash

{Complete Part H for
noncash contributions.)

JSA
JEI253 1

000

3206BH 2502 vV 13-7.15

Schedule B (Form 990, 990-E2, or 990-PF) (2013}

1793311

PAGE 25



Schedule B (Ferm 990, 530-EZ, or 950-PF}(2013)

Name of organization

Page 2

THE UNION MEMORIAL HOSPITAL, INC.

Employer Identification number

52-0591685

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

(a)
No.

(b}
Name, address, and ZIP + 4

(c)

Total contributions

(d)
Type of contribution

Person
Payroll
Noncash

{Complete Part Il for
noncash contributions.}

(b}

{c)

Total contributions

(d)
Type of contribution

Person
Payroll
Noncash

{Compleie Part Il for
noncash contributions.)

(b}
Name, address, and ZIP + 4

{c)

Total contributions

(d)
Type of contribution

Person
Payroli
Noncash

{Complete Pari Il for
noncash contributions.)

{a)
No.

{b)
Name, address, and ZIP + 4

(c)
Total contributions

(d)
Type of contribution

Person
Payroll
Noncash

(Complete Part Il for
noncash contributions.)

(a)
No.

b}
Name, address, and ZIP + 4

(c)
Total contributions

(d)
Type of contribution

Person
Payroll
Noncash

{Complete Part I! for
noncash contributions.)

(b}
Name, address, and ZIP + 4

(c}

Total contributions

(d)
Type of contribution

Person
Payroll
Noncash

{Complete Part |l for
noncash contributions.)

JEA
3E1253 1

000

32068H 2502 vV 13-7.15

Schedule B (Form 890, 990-EZ, or 980-PF) (2013)

1793311

PRGE 26



Schedule B {Form 990, 990-EZ, or 830-PF) (2013)

Name of organization

Page 2

THE UNICON MEMORIAL HOSPITAL, INC.

Employer identification number

52-0591685

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

{a) (b) {c) {d)
No. Nama, address, and ZIP + 4 Total contributions Type of contribution
- _4§ | e — e —————————— Person
Payroll
e e __________ELQZE_ Noncash
{Complete Part |l for
__________________________________________ noncash contributions.)
(a) {b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
- _45 | mmmm e mcmccmccmcccmmm b, ————————————— Person
Payroli
. . 0 T __________ELQQC_’_ Noncash
{Complete Part |l for
__________________________________________ noncash centributions.)
{a) {b) {c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
- Person
Payroll
e e e e _1.883. Noncash
(Complate Part |l for
__________________________________________ noncash contributions.)
{a) (b) (c) ()
No. Namea, address, and ZIP + 4 Total contributions Type of contribution
S Parson
Payroll
e e e e e e e e e mmmmeemo_12593. Noncash
(Complete Part Il for
__________________________________________ noncash contributions.)
(a) (b) (c) (d)
No. Name, address, and ZIP +4 Total contributions Type of contribution
- _43 | e e —————————— Person
Payrall
e e oo 14300, Noncash
{Complele Part | for
__________________________________________ noncash contributions.}
(a) {b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
B Person
Payroll
e e e e emmmmeeooota000. Noncash
(Complete Part Il for
__________________________________________ noncash contributions.}
JSA Schedule B (Form 990, 990-EZ, or 890-PF) {2013)

3E1253 1.000

32068H 2502 vV 12-7.15

1733311

PAGE 27



Schedule 8 (Form 990, 890-E2, or 990-PF} (2013)

Page 2

Mame of organization THE UNIUN MEMORIAL HOSBITAL, INC.

Employer Identification number

52-0591685

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

(a) (b) (¢} {d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
- :12 | e mmccmcmccccdmcemm i ae——————————————————— Person
Payroll
e e __51230. Noncash
{Complete Part Il for
__________________________________________ noncash contribulions.)
{a) (b) {c) {d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
B Person
Payroll
e e e e eee___5.000. Noncash
(Complete Part Il for
__________________________________________ noncash contributions.)
(a) {b) (c} (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
- _51' | fmmmmcmm ettt ccmccm e e ————————— Person
Payroll
e e e e e ke o e e o o i ___________61999_ Noncash
{Complete Fart Il for
__________________________________________ noncash coniributions.)
{a) (®) {c) (d)
Ne. Name, address, and ZIP + 4 Total contributions Type of contribution
e 52 | Person
Payroll
S e ____5,000. Noncash
{Complete Part Il for
__________________________________________ noncash coniributions.)
{a) (b} (c} (d)
No, Name, address, and ZIP + 4 Total contributions Type of contribution
e D | e Person
Payroll
e e e e e e e e e e e e memeeo___B:000. Noncash
{Complete Part Il for
__________________________________________ noncash contributions.)
{a) {b) {c) {d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
B Parson
Payroll
o e __________E‘LEEE_ Noncash
{Complete Part Il for
__________________________________________ noncash contribulions.)
JSA Schedule B {Form 890, 980-EZ, or 880-PF) {2013}
IE1253 1.000

32068H 2502 V 13-7.15

1793311

PAGE 28



Schedule B (Form 8§50, 9890-EZ, or 990-PF) {2013)

Page 2

Name of organization THE UNION MEMORIAL HOSPITAL, INC.

Employesr identification number
52-0591685

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

(a) {b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
B Parson
Payroll
e e e e e e ____5,407. Noncash
{Complete Part |l for
__________________________________________ noncash contributions.)
(2} (v) {c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
- _55 e e ———— Person
Payroll
e e e e e e e e o e e e ee_____5,300. Noncash
(Complete Part Il for
__________________________________________ noncash contributions.)
(a) {b) {c) {d)
No. Name, address, and ZIP +4 Total contributions Type of contribution
B Person
Payroll
e _______-_-E';E?.E_ Noncash
(Complete Part It for
__________________________________________ noncash contributions.)
(a} (b) (<) {d)
No. Name, address, and ZIP +4 Total contributions Type of contribution
= 58 e Person
Payroll
e __________51299_ Noncash
{Complete Part Il for
__________________________________________ noncash contributions.}
(a) {b) {c) (d)
No. Name, address, and ZIP +4 Total contributions Type of contribution
e P e Person
Payroll
o e __5.177. Noncash
{Complete Part [l for
__________________________________________ noncash contributions.)
(a) (b) ] {d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
3 Person
Payroll
e e e e __---,_..__E’LQEZ_ Noncash
{Completa Part 1l for
__________________________________________ noncash conlributions.)
JSA Schedule B {Form 980, 980-EZ, or 990-PF) (2013)
3E1253 1.000

3206B8H 2502 Vv 13-7.15

1793311

PAGE 29



Schedule B {Form 890, 980-EZ, or 980-PF) (2013)

Page 2

Name of organization THE UNION MEMORIAL HOSPITAL, INC.

Employer identiflcation number
52-0591685

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

(a) (b) {c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
- _Gl e ettt —————————— Person
Payroll
e __________ELEEE_ Noncash
(Complete Part Il for
__________________________________________ noncash coniributions.)
{a) (b} (c) (d)
No. Name, addraess, and ZIP + 4 Total contributions Type of contribution
- _6‘_? | e e ———————— Parson
Payroll
e e e e e e e e e e e e e e _____-__-_51999_ Noncash
(Complete Parl Il for
__________________________________________ noncash contributions.)
(a) {b) {c) {d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
- _63 | e e Person
Payroll
e ——————— e eee_____5.000. Noncash
{Complete Part |l for
__________________________________________ noncash contributions.)
(a) (b} ] {d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
B Person
Payroll
e e mm——___32:000. Noncash
{Complete Part [l for
__________________________________________ noncash centributions.)
{a) {b) {c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
O Person
Payroll
e —— .._________51999'_ Noncash
{Complele Part Il for
__________________________________________ noncash contributions.}
(a) (b} {c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
e B Person
Payroll
o e e e e o e e e ___5.000. Noncash
(Complete Part !l for
__________________________________________ noncash conliributions.)
JSA Schedule B (Form 990, 980-EZ, or 830-PF) {2013)
3E 1253 1.000

32068H 2502

V 13-7.15

1793311

PAGE 30



Schedule B (Form 990, 930-EZ, or 990-PF) {2013)

Name of organization THE UNION MEMORIAL HOUSPITAL,

Page 2

INC.

Employer Identification number
52-0591685

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

{a)
No.

(b)
Name, address, and ZIP + 4

{c)
Total contributions

(d)
Type of contribution

|
]

Person
Payroll
Noncash

(Complete Part Il for
noncash contributions.)

(a)
No.

(b}
Name, address, and ZIP + 4

{c)
Total contributions

{d)
Type of contribution

Parson
Payroll
Noncash

(Complete Part Il for
noncash contributions.)

(b)
Name, address, and ZIP + 4

{c)
Total contributions

(d)
Type of contribution

Person
Payroll
Noncash

(Cemplete Part Il for
noncash contributions.)

{b)
Name, address, and ZIP + 4

{c)

Total contributions

(d)
Type of contribution

Person
Payroll
Noncash

(Complete Part Il for
noncash contributions.)

(a)
No.

(b)

Name, address, and ZIP + 4

{c}
Total contributions

(d}
Type of contribution

Parson
Payroll
Noncash

(Complete Part Il for
noncash contributions.}

(b)

Name, address, and ZIP + 4

(c)

Total contributions

{d)
Type of contribution

Person
Payroll
Noncash

{Complate Part Il for
noncash contributions.)

J5A
JE12521

.000

3206BH 2502 vV 13-7.15

Scheduls B (Form 990, 880-EZ, or 880-PF} (2013)

1793311

PRGE 31



Schedule B (Form 990, 950-EZ, or 990-PF) (2013)

Page 2

Name of organization 1HE UNION MEMURIAL HOSPLITAL, INC.

Employer Identification number

52-0581685

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

{a) {b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
B B Person
Payroll
e e e e .....________§L999'_ Noncash
{Complete Part Il for
__________________________________________ noncash contributions.)
(a) (b} (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
- ..7f e e e ————————— Person
Payroll
e e e e __-..______E’LQQE_ Noncash
(Compleie Part Il for
__________________________________________ noncash contributions.)
{a) (b) {c) {d)
No. Name, address, and ZIP +4 Total contributions Type of contribution
5 Person
Payroll
e ———————— __________§199(_)'_ Noncash
{Complele Part [l for
__________________________________________ noncash contributions.)
(a) {b) {c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
- _7§ e e e Person
Payroll
e e e o ee——e.2322000. Noncash
{Complete Part 1l for
__________________________________________ noncash contributions.)
{a) ) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
U Person
Payroll
e e e o e e e e e e e____5,000. Noncash
{Complete Part Il for
__________________________________________ noncash contributions.}
(a) {b) {c) {d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
e e Person
Payroll
__________________________________________________________ Noncash
{Complale Part |l for
__________________________________________ noncash contributions.)
e Schedula B {Form §80, 980-EZ, or 890-PF) (2013)
3E 1253 1.000

32068H 2502 vV 13-7.15

1793311

PAGE 32



Scheduls B (Form 990, 890-E2, or 950-PF) (2013) _ Page 3
Name of organization THE UNION MEMORIAL HOSPIiTal, INC. Employar identification number

52-0591685

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

{a) No. {c)
from Dascription of noi:)ash roperty given FMV {or estimata) Date ::?::eived
Part | P property (see Instructions)
_____________________________________________ U R
{a) No. {c)
from D ipti f o h property given FMV (or estimata) Date r(:ialvad
Part | escription of noncash properly giv {see instructions)
_____________________________________________ U [
{a) No. (o
from Description of - h rty give FHY ('"( °L"ma'°’ Date :::: ived
Part | escription ot noncash property given {see instructions} e
_____________________________________________ U (S
{a) No. {c)
from Description of no|(1:)ash roperty given FMV (or estimata) Date :edl.eived
Part | escrip property @ (see Instructions)
_____________________________________________ $ e |
(a} No. {c)
from Description of no:ub) h rty gl FMV (or estimata) Dat . ived
Part | ascrip! cash property glven (ses instructions) ate receive
_____________________________________________ N [ S
{a) No. (c)
from Description of o h rty given FMV (or sstimate) Date ::t):aived
Part | escription of noncash property giv {sea instructions)
_____________________________________________ N [,
m Schedule B {Form 980, 980-E2, or 880-PF) (2013)
3E1254 1.000

32068H 2502 V 13-7.15 1793311 PAGE 33



Schedule B (Form 990, 990-E2Z, or 550-PF) {2013}

Page4

Name of organization THE UNICON MEMORIAL HOSPITAL,

INC.

Employer Identification number
52-0591685

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

For organizations completing Part ll, 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) Neo.,
from
Part |

{b) Purposea of gift

{c) Use of glft

{e) Transfer of gift

Transferee's name, address, and ZIP + 4

{a) No.
from
Part |

(e} Transfar of gift
Transferee’s name, address, and ZIP + 4 Relatlonshlp of transferor to transferee
(a) No.
lgmr'tnl {b} Purpose of giit {c) Use of glit {d) Description of how gift is held
a

{e) Transfer of gift
Transferee's name, address, and ZIP + 4 Relationship of transferor to transferee
{a) No.
Ff’n:uﬂI {b} Purpose of gift {c) Use of gift (d} Description of how glift is hald
art

Transferas's name, address, and ZIP + 4

{e) Transfar of glft

JSA
3E $255 1.000

32068H 2502

vV 13-7.15

Schedule B (Form 990, 930-E2, or 990-PF) (2013)

1793311 PAGE 34



| ome N 1545.0047

SCHEDULE D Supplemental Financial Statements

(Form 990) » Complste if the organization answared "Yes,” to Form 990, 2@ 1 3
Part IV, Une 6, 7, 8, 8, 10, 11a, 11b, 11c, 11d, 11e, 11, 123, or 12b.

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

intema! Revenue Senvice > Information about Schedule D {Form 990) and its instructions Is at www.irs.gov/form990. Inspection

Name of the organization Employer identification number

THE UNICN MEMORIAL HOSPITAL, INC. 52-0591685

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

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

Total number atendofyear . .. ........
Aggregate contributions to (during year) , . . .
Aggregate grants from (during year), ... ...
Aggregate value 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? . .......... |:| 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 purpases and not for the benefit of the donor or donar advisor, or for any other purpose

conferring impermissible privatebenefit? . o« « v v o i v v s e e e i e e e s e e e e e s e DYes DNo
Conservation Easernents. Complete if the organization answered "Yes" to Form 990, Part IV, line 7.
1 Purpose(s) of conservation easements held by the organization {(check all that apply).
Preservation of land for public use {e.g., recreation or education) Preservation of an historically important land area
Protection of natural habitat Preservation of a certified historic structure
Preservation of open space

2 Complete lines Z2a 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.

b W=

Held at the End of the Tax Year
a Tolal number of conservationeasements . . . . .. .. ... .. ... .¢ciiireneennn 2a
b Tolal acreage restriclted by conservationeasements . . . .. ... ... ... ... 2b
¢ Number of conservation easements on a certified historic structure included in{a). . . . . . 2c
d Number of conservation easements included in (c) acquired after 8/17/06, and noton a
historic structure listed in the NationalRegister. . . . . . ... ..+ o0 v v v e, 2d
3  Number of conservation easements modified, transferred, released, extinguished, or terminated by the organization during the
taxyear » _________________

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

violations, and enforcement of the conservationeasements Rholds? . . . . . . . @ v 0 v i i v v b v b v v v v D Yes D No
6 Staff and volunteer hours devoted to monitoring, inspecting, and enforcing conservation easements during the year
|
7 Amount of expenses incurred in monitoring, inspecting, and enforcing conservation easements during the year
g

8 Does each conservation easement reported on line 2(d) above satisfy the requirements of section 170(h)}{4)(B)
(1) 8 section 17OMIBIBYI?. . . . . . ..\ttt e Cves [lno
9 In Part Xill, describe how the organization reporis 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 arl, historical treasures, or other similar assets held for public exhibition, education, or research in furtherance of
public service, provide, in Part X, the text of the footnote to its financial statements that describes these items.

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

{) Revenues included in Form 990, PartVill, line1 . . . . . vt i i i ittt i s it e e e g T P R
{i) Assetsincluded iNnForm 990, Part X . . . . .t ¢t i i it e e e s e e e s > __._

2 If the organization received or held works of ar, historical treasures, or other similar assets for financial gain, provide the
following amounts required {0 be reported under SFAS 116 (ASC 958) relating to these items:

a Revenues included in Form 990, Part VIl line1 . . .. ... S B L T
b Assetsincluded inForm 990, PartX . . . .. . v oo v e v o v s v oo v e e v s v eenns e Y
For Paparwork Reduction Act Notica, sae the Instructions for Form 990. Schedule D (Form 980) 2013
JSA
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Schedule D (Form 990) 2013

THE UNION MEMORIAL HOSPITAL, INC. 52-0591685

Page 2

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

3

-

5

Loan or exchange programs
Other

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

Public exhibition d B

Scholarly research e

Preservation for future generations
Provide a description of the organization's collections and explain how they further the organization's exempt purpose in Part
Xt
During the year, did the organization solicit or receive donations of art, historical treasures, or other similar
assets to be sold to raise funds rather than to be maintained as part of the organization's collection? . . . . . .

D Yes |:| No

Escrow and Custodial Arrangements. Complete if the organization answered "Yes" to Form 990, Part IV, line 8,

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

1a

-

-0 Qn

2a
b

Is the organization an agent, trustee, custodian or other intermediary for contributions or other assets not
included on Form 990, ParX?, |, , .. ... ...t teii i eriinneeiieneeeane.. [1Yes [ INo

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

Amount
Beginningbalance . . . . .. it i i i i i e s e e e s ]lE
Additionsduringtheyear ... ...t e i v i v vt ereroesrsn=aa|1d
Distributions duringtheyear. . . . . . .« v s v s s v v b v v e s s s e |1l
Endingbalance . . .. ....... O nonban00dfoanc0an0o00c oo l&ll

Did the organization include an amount on Form 990, Part X, line 217 _ . . . . . . ... . ...
If "Yes," explain the arrangement in Part Xllt. Check here if the explanation has been provided in Part XIIl

I_Ives | I No

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

1a
b
c

3a

b
4

{a} Current year {b) Prior year {c) Two years back | {d) Three years back | (@) Four years back

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

Permanent endowment p» Y

Temporarily restricted endowment p %

The percentages in lines 2a, 2b, and 2¢ shouid equal 100%.

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

{i unrelated organizations . . . . .. .. .. . ... ... ..ttt e i e e e e 3afi)
{ijrelaled organizations | | . . . .. .. ... .. .t e et ettt e e e 3a(ii)
If "Yes" to 3a(ii), are the related organizations listed as required on Schedule R? |, , , . ... ... vt v v o 3b
Describe in Part Xl the intended uses of the organization's endowment funds.

Land, Buildings, and Equipment. _ ,
Complete if the organization answered "Yes" to Form 990, Part IV, line 11a. See Form 990, Part X, line 10.

Yes | No

Descriplion of property (a) Cost or cther basis | {(b) Cost or other basis | {c) Accumulated {d) Book value
{investment} {other) depreciation
1a Land. « . ¢ ¢ o e e o oin sinis s s 1,925,817. 1,925,817.
b Buidings - ..... ... 121,970,497.| 90,422,294, 31,548,203.
¢ Leasehold improvements. . . . . .. . .. 1,206,004, 620,600. 585,404.
¢ Equipment .............c... 220,025,686.[163,458,885. 56,566,801.
e Other .« « ¢« v v ittt i i i e i e s 3,185,785. 854,108. 2,341,677.
Total. Add lines 1a through 1e. {Column (d) must equal Form 990, Part X, columnn (B), fine 10{c).). . . . . . > 92,967,802,
Sechedule D (Form $80) 2013
J5A
3E1269 2.000
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THE UNION MEMORIAL HOSPITAL, INC. 52-0591685
Schedule D (Form §90) 2013 Page 3
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 {b) Book value {c) Method of valuation;
(including name of security) Cost or end-of-year market value

(1) Financialderivatives , . . ... ...........
{2) Closely-held equity interests

(yother__ _ _

(AYRESTRICTED INVESTMENT FUNDS 33,821,882, FMV
" (B)GREATER CHES SURGERY CTR 1,110,621. FMV
__(C)BOARD DESIGNATED "~ "] 29,636,365. FMV
o
e
S L VNV
B <. IV

(H)
Total. (Cofumn (b) must equal Form 990, Part X, col, (B) ine 12} P 64,568,868,

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 invastment {b) Book valus {c) Method of valuation:
Cost or end-of-year market value

{1
(2)
(3)
(4)
(5}
()
(N
(8)
(9)

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

Other Assets.
Complete if the organization answered "Yes" to Form 990, Part IV, line 11d. See Form 990, Part X, line 15.
{a) Descriplion {b} Book value

{1)
{2)
(3)
{4)
{5)
)]
{7
{8)
(9)
Total. (Column (b) mus! equal Form 990, Part X, col. (B}ine 15.), . . . . v v v v v 0 v o -
Other Liabilities.
Complete if the organization answered "Yes" to Form 990, Part iV, line 11e or 11f. See Form 990, Part X,

line 25.

1. {a) Description of liability {b) Book valua
{1) Federal income {axes
{2)ADVANCES FROM 3RD PARTY PAYORS 11,761,526,
{3) CREDIT BALANCE PATIENT A/R 2,549,686,
{4) WORKERS COMP 2,009,826,
{5) STOCK COPTION PLAN 353,624.
{6) DEFERRED COMPENSATION LIABILITIES 59,030.
(7)OTHER LIABILITIES 15,559,186.
(8)
(9)

Total. {Column (b) must equal Form 990, Part X, col. (B} line 25.) W 32,282,878.

2. Liability for uncertain tax positions. In Part Xlll, provide the text of the footnote to lhe organization's financial statements that reports the

organization's liability for uncertain tax positions under FIN 48 {ASC 740). Check here if the text of the footnote has baen provided in Part XilI m

e e Schedule D (Form 980) 2013
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THE UNION MEMORIAL HOSPITAL, INC. 52-0591685

Schedule D (Form 980) 2013

Page4

Reconciliation of Revenue per Audited Financial Statements With Revenue per Return.
Complete if the organization answered "Yes" to Form 980, Part IV, line 12a.

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

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

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

¢ Recoveriesof prioryear gramts . L L. e e e e e e 2c

d Other (Describein Part XIL) . .. . e e e e 2d

e Addlines 2a through2d = o e e 2¢
3 Subtractline2e fromline1 . _, . .... 80 00CDG000000D000NE 000000000300 3
4  Amounts included on Form 990, Parl VIII Ilne 12 but nat on line 1:

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

b Other (DescribeinPart XY _ . ... ... s la

¢ Addlinesdaanddb . e 4c
5 Total revenue, Add lines 3 and 4c. {This must equat Form 990, Parrl hne 12 e e e 5

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

a Donated services and use of facilities e, .| 2a

b Prior year adjustments ) 2b

e 2

d Other (DescribeinPart ity =~~~ """ "7 e e

e Add lines 2a through 2d T L 2e
3 Sublractline2e fromline 1’ . . . . L
4  Amounts included on Form 990, Part I1X, 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 XIiL.) R

ey sy L L LR LR R R R LR LR - 4c

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

Part X1l

--------------------------- R L R )

......... 5

Supplemental Information.

Provide the descriptions required for Part Il, lines 3, 5, and 9; Part lll, lines 1a and 4; Part IV, lines 1b and 2b; Part V, line 4; Parl X, line

2; Part XI, lines 2d and 4b; and Part Xl, lines 2d and 4b. Also complete this part to provide any additional information.

L
J5A Schedule D (Form 980) 2013
3JE1271 1,000
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Schedule D {Form 990) 2043 THE UNION MEMORIAL HOSPITAL, INC. 52-0591685 Page 5§
ER@Al  Supplemental Information (confinued)

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 ATTRIBUTAELE TO DIFFERENCES BETWEEN THE FINANCIAL STATEMENT
CARRYING AMOUNTS OF EXISTING ASSETS AND LIABILITIES AND THEIR RESPECTIVE
TAX BASES AND OPERATING LOSS AND TAX CREDIT CARRYFORWARDS. DEFERRED TAX
ASSETS AND LIABILITIES ARE MEASURED USING ENACTED TAX RATES EXPECTED TO
APPLY TO TAXABLE INCOME IN THE YEARS IN WHICH THOSE TEMPORARY DIFFERENCES
ARE EXPECTED TO BE RECOVERED OR SETTLED. THE EFFECT ON DEFERRED TAX
ASSETS AND LIABILITIES OF A CHANGE IN TAX RATES IS RECOGNIZED IN THE
PERIOD THAT INCLUDES THE ENACTMENT DATE. ANY CHANGES TO THE VALUATION
ALLOWANCE ON THE DEFERRED TAX ASSET ARE REFLECTED IN THE YEAR OF CHANGE.
THE CORPORATION ACCOUNTS FOR UNCERTAIN TAX POSITIONS IN ACCORDANCE WITH
THE FASE ACCOUNTING STANDARDS CODIFICATICN (ASC) TOPIC 740, INCOME TBXES.
THERE WAS NOC LIABILITY RECORDED FOR UNCERTAIN TAX POSITIONS AS OF JUNE

i0, 2014.

Schedule D (Form 980) 2013

JSA
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32068H 2502 V 13-7.15 1793311 PAGE 33



SCHEDULE H Hospitals | oM No. 1545-0047

(Form 990)

p Complete if the organization answerad "Yes™ to Form 990, Part IV, question 20.

Attach to Form 980. P See separate instructions. ne thlic
ﬂ?ﬂ,?,‘;,"‘;;‘,ﬂ;ﬂ"sm?” > Information abm: Schedule H {Form 990) and its I':latrucﬂons is at www.irs.gov/form990, ﬁ:;r;}r; :_{:ig r: ol
Name of the organization Employur idantlfication numr
THE UNION MEMORIAL HOSPITAL,___INC. _ 52-0581685
Financial Assistance and Certain Other Community Benefits at Cost
Yes| No
1a Did the organization have a financial assistance policy during the tax year? If "No,"” skip to question6a . . . . . ... |12 X
b If"Yes,” was ila WHHEN POCY?: « « + « v v e v v e vt ot e v o s an et e onsnnaseneeeennsens.. [ABLX
2 If the organization had multiple hospital facilities, indicate which of the following best describes application of
the financial assistance policy to its various hospital facilities during the tax year.
Applied uniformly to all hospital facilities Applied uniformly to most hospital facilities
Generally tailored to individual hospital facilities
3 Answer the following based on the financial assistance eligibility criteria that applied to the largest number of
the organization's patients during the tax year.
a Did the organization use Federal Poverty Guidelines (FPG) as a factor in determining eligibility for providing
free care? If "Yes," indicate which of the following was the FPG family income limit for eligibility for free care: |[3a |X
100% 150% 200% Cther %
b Did the organization use FPG as a factor in determining eligibility for providing discounted care? If "ves,”
indicate which of the following was the family income limit for eligibility for discounted care: , , , ., ... ...... '_3_|1 X
200% D 250% T:’ 300% t' 350% 400% Other _ %
c If the organization used factors other than FPG in determining eligibility, describe in Part VI the income based
criteria for determining eligibility for free or discounted care. Include in the description whether the
organization used an asset test or other threshold, regardless of income, as a factor in determining eligibility
for free or discounted care.
4 Did the organization's financial assistance policy that applied to the largest number of its patients during the
tax year provide for free or discounted care to the "medically indigent™? . . _ . .. . ... ... A I 3 I
5a Did the organization budget amounts for free or discounied care provided under its financial assistance policy during the tax year? 5a | X
b If "Yes," did the organization's financial assistance expenses exceed the budgeted amount? . . . . . ... ...... 5p | X
c If "Yes" fo line 5b, as a result of budget considerations, was the organization unable to provide free or
discounted care 10 a patient who was eligible for free or discountedcare? . . . . . .. ... . ... ... .. | Sc X
6a Did the organization prepare a community benefit report during thetaxyear? . .. ..... ... ... ... . ... [ 6a | X
b If "Yes," did the organization make it available o the PUBIIC? « « + v« « o v v e v v e e e n e o n e naeanan s 6b | X
Complete the following table using the worksheets provided in the Schedule H instructions. Do not submit
these worksheets with the Schedule H.
7 Financial Assistance anci ]CertainMOlher Community Benefits at Cost .
8) Number d) Direct offsettin, e} Net communit Percent
MT:::REE:::E;E?:;;“:N 'Eg’éi: 1 (:ﬁs ©lanck spanse " O s “anst sxpanse” (Zt;fp total
a Financial Assistanca al cost
(from Worksheat 1) « « .+ . 9,180,380. 9,180,380. 2.29
b Medicaid {from Worksheet 3,
COlUMPA) + v o + » + 4 »
€ Costs of other means-tested
overnment programs Sfmm
orksheela umnby
d Total Financial Assistance and
Means-Taested Government
Programs « - « = = & + « 9,180,380. 9,180,380. 2.2%
Other Benefits
e C Ity health imp
o o Wontena . - 1,684,578. 529,334. 1,155,244. .29
f Health professions education
{from Worksheel 5) - . . . 19,696,924. 19,696,924, 4,91
g Subskized health sendces (from
Worksheet B}« » » » = + « » 17,753,093, 12,931,533, 4,B27,560. 1.20
h Research {from Warksheel 7) 1,646,103, 1,646,103. .41
| Cash and in-kind contributions
for community bensit (from 41,405, 41,405. .01
Workshest8), ., . . . . . .
} Total. Other Benefts . . . . 40,828,103, 13,460,867, 27,367,236, 6.82
__k_Total. Add lines 7d and 7). _50,008.483. 13,460,B67. 36,547,616, 9.11
For P Paparwork Reduction Act Notlca. see the Instructions for Form 990, Schedule H (Form 990) 2013
JSA 3E1284 1.000
32068H 2502 Vv 13-7.15 1793311 PAGE 40



THE UNION MEMCORIAL HOSPITAL, INC. 52-0591685
Schedule H {Form 990) 2013 Page 2
Community Bullding Activities Complete this table if the organization conducted any community building
activities during the tax year, and describe in Part VI how its community building activities promoted the
health of the communities it serves.
{a) Numbar of | {b) Persons (c) Total community {d) Direct offselting {e) Net community {f) Percent of
activitles or served buliding expensa revenug building expensa fotal expensa
programs (optional)
{optional}
1 Physical improvements snd housing
2_Economic development
3 Community support 181,537. 79,754. 101,783. .03
4 Environmental improvemenis
S Lsacarship development and
tralning for community membars
& Coalltion building
7 Community health iImprovement
advocacy 26,385, 26,385,
B Workforce development 7,789, 7,789,
8 Other
10 Total 215,711. 79,754, 135,957, .03
IEI"I Bad Debt, Medicare, & Collection Practices
Section A. Bad Debt Expense Yas | No
1 Did the organization report bad debt expense in accordance with Healthcare Financial Management Association
=T L= 1= o I A T e I I ¢
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 11,540, 764.
3 Enter the estimated amount of the organization's bad debt expense attributable to
patients eligible under the organization's financial assistance policy. Explain in Part VI
the methodology used by the organization to estimate this amount and the rationale,
if any, for including this portion of bad debt as community benefit. | . . .. ... .. 3
4 Provide in Parl 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
§ Enter total revenue received from Medicare (including DSHandIME) . .. .. ... ..|5§
6 Enter Medicare allowable costs of care relating to paymentsonline5 ... .... ... |6
7 Subftract line 6 from fine 5. This is the surplus {(orshortfall} . . . ... ..........|7
8 Describe in Part VI the extent to which any shortfall reported in line 7 should be treated as community
benefit. Also describe in Part VI the costing methodology or source used to determine the amount reported
on line 6. Check the box that describes the method used:
Cost accounting system Cost to charge ratio D Other
Section C. Collection Practices
8a Did the organization have a written debt collection policy during the taxyear?. . . . . . ... ... ...... ...|9a | X
b It “Yes," did the organization's collection policy that applied to the largest number of ils patients during the tax year conlain pravisions on the
collection praclices {o be followed for patients who are known to quallfy for financial assistance? DescribeinPartVl , |, , . ., . . . . v v v & . gb | X
Management Companies and Joint Ventures (wned 10% or more by offcers, o key employees, and physicans - see nstnicuons)
{a) Name of entity {b) Dascription of primary {c) Organization's (d) Officers, directors, (e} Physicians'
actlvity of entity profit % or stock trustees, or key profit % or stock
ownership % employees’ profil % ownership %
or stock ownership %
1
2
3
4
5
]
7
8
9
10
11
12
13
o 1oan Schedule H [Form 990} 2013
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Paga3

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 stale license
number

[endsoy pasussry

[ecyBans g jeaipeww |IBUSS

[endsoy s,usipiyy

|erdsoy Bujyoea)

|Endsoy SSEI08 |2

Aypaey yueesay

snoy pg-u3

Japo-y3

Other {dascribe)

Facility
reporting
group

1 UNION MEMORIAL HOSPITAL

201 EAST UNIVERSITY PARKWAY

BALTIMORE MD 21218

10

JSA
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THE UNION MEMORIAL HOSPITAL, INC. 52-0591685

Schedule H (Form 890) 2013 Paga 4
Facility Information (confinued)
Section B. Facility Policies and Practices
(Complete a separate Section B for each of the hospita! facilities or {acility reporting groups listad in Part V, Sectlion A)
Name of hospital facility or facility reporting group UNION MEMORIAL HOSPFITAL
If reporting on Part V, Section B for a single hospital facliity only: line number of
hospital facility (from Schedule H, Part V, Section A}
Yss | No
Community Health Needs Assessment (Lines 1 through Bc are optional for tax years beginning on or befors March 23, 2012)
1 During the tax year or either of the two immediately preceding tax years, did the hospital facility conduct a
community health needs assessment (CHNA)? If "No," skiptoline 9., . . . . . .. .. ¢ ittt v ot v onn- 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
b | X| Demographics of the community
¢ [ X[ Existing health care facililies and resources within the communily that are available to respond to the
health needs of the community
d E How data was obtained
e [ X| The heaith needs of the community
f LX| Primary and chronic disease needs and other health issues of uninsured persons, low-income persons,
and minority groups
g The process for identifying and prioritizing community health needs and services to meet the
community health needs
h The process for consuiting with persons representing the community's interests
i Information gaps that limit the hospital facility's ability 1o assess the community's health needs
i L] Other (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 interesls of the community served by the hospital facility, including those with special
knuwledge of or expertise in public health? If “Yes," describe in Section C how the hospital facility took into
account input from persons who represent the community, and identify the persons the hospital facility
consulted . . .. ... ......... e e e e e e e e e e e a|x
4  Was the hospital facility's CHNA conducted with one or more other hospital facllltnes? If "Yes," list the other
hospital facilities in SectionG . . ... ..... e e e e e e e 4 X
5 Did the hospital facility make its CHNA report widely availabletothe public? , , , ., ., ... ........... 5§ | X
If "Yes," indicate how the CHNA report was made widely available (check all that apply):
a Hospital facility's website (list url), _WWW.MEDSTARUNTONMEMORIAL . 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 ils most recently conducted CHNA, indicale how (check
all that apply as of the end of the tax year);
a X| Adoption of an implementation strategy thal addresses each of the community health needs identified
through the CHNA
b E Execution of the implementation strategy
¢ | % Participation in the development of a community-wide plan
d | X]| Participation in the execution of a community-wide plan
e | X| Inclusion of a community benefit saction in operational plans
f | X| Adoption of a budget for provision of services that address the needs idenlified in the CHNA
g | X| Prioritization of health needs in its community
h | X[ Prioritization of services that the hospilal facility will undertake to meet heallh needs in its community
i Other (describe in Section C)
7 Dld the hospital facility address all of the needs identified in its most recently conducted CHNA? If "No,”
expiain 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 asrequired by section SOT{(3)7 . . . . . .. it ittt ittt ittt iee s Ba X
b If "Yes" to line 8a, did the organization fite Form 4720 1o report the seclion 4958 excisetax? , ., ., .. ... .. 8b
¢ 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? $

JSA
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THE UNICN MEMORIAL HOSPITAL, INC. 52-0591685

Schedule H (Form 990) 2013 Page 5
Facility Information (continued]
Financial Assistance Policy UNION MEMORIAL HOSPITAL Yes | No
Did the hospital facility have in place during the tax year a written financial assistance policy that:
9  Explained eligibility criteria for financial assistance, and whether such assistance includes free or discounted %
= 9
10  Used federal poverty guidelines (FPG) to determine eligibility for providing freecare? . .. . ..« v v v v v v s 10 | X
If *Yes," indicate the FPG family income limit for eligibility for free care: 2 0 0 o
If "No,” explain in Section C the criteria the hospital facility used.
11 Used FPG to determine eligibility for providing discounfedcare?. . . . . . . v v o v vt v v v ot 5000000 11 ] X
If "Yes," indicate the FPG family income limit for eligibility for discounted care: 4 00g
If "No," explain in Section C the criteria the hospital facility used. -
12  Explained the basis for calculating amounts charged o patients? . . . . . . .. ... .. ... ... A0c0ac 12 | X
If "Yes," indicate the faclors used in determining such amounts {check all that apply):
a | X| Income level
b | X| Assetlevel
¢ | X| Medical indigency
d | X| Insurance status
e | X| Uninsured discount
f | X| Medicaid/Medicare
g || Stateregulation
h | | Residency
i |l Other(describe in SectionC)
13 Explained the method for applying for financial assistance?. « - - -+ ¢ v v o vt e v v v it o v vt e n e v s e 13X
14  Included measures to publicize the policy within the community served by the hospital facility? , , ., ... .. 14 | X
If “Yes,” indicale how the hospital facility publicized the policy (check all that apply):
a | | The policy was posled on the hospital facility's website
b |_| The policy was attached to billing invoices
¢ | X[ The policy was posted in the hospital facility's emergency rooms or waiting rooms
d | X| The policy was posted in the hospital facility's admissions offices
e | X! The policy was provided, in writing, to patients on admission to the hospital faciity
f | X| The policy was available on request
g [__] Other {describe in Section C)
Billing and Collactions
15 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? . | | | 15 | X
16 Check all of the following actions against an Individual that were permitted under the hospital facility's
policies during the tax year before making reasonable efforts to determine the individual's eligibility under the
facility's FAP:
a | | Reporting o credit agency
b | | Lawsuils
¢ |__| Liens onresidences
d | _| Bodyaltachmenlis
e |_J| Othersimilar actions (describe in Section C)
17  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? , , , , ., ... 17 X
If "Yes,” check all actions in which the hospital facility or a third party engaged:
a | | Reporting to credit agency
b [ | Lawsuits
¢ | | Liensonresidences
d | | Bodyattachments
e QOther similar actions (describe in Section C)
Schedule H (Form 890) 2013
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THE UNION MEMORIAL HOSPITAL, INC. 52-0591685
Schedula H (Form 890) 2013 Page 6
Facility Information (continued) __ UNION MEMORIAL HOSPITAL
18 Indicate which efforts the hospital facility made before initiating any of the actions listed in line 17 {check all that apply):
Notified individuals of the financial assistance policy on admission
Notified individuals of the financial assistance policy prior to discharge
Notified individuals of the financial assistance policy in communications with the individuals regarding the individuals' bills
Documented its determination of whether individuals were eligible for financial assistance under the hospital facility's
financial assistance policy
e D Other (describe in Section C)
Policy Relating to Emergency Medical Care

a0 oo

Yes| No

19  Did the hospital facility have in place during the tax year a written policy relaling to emergency medical care
that requires the hospital facility to provide, without discrimination, care for emergency medical conditions to
individuals regardless of their eligibility under the hospital facility's financial assistance policy? . . . .. ...... 19 | X
If "No,” indicate why:

a The hospital facility did not provide care for any emergency medical conditions
b The hospital facility's policy was not in writing
c The hospital facility limited who was eligible to receive care for emergency medical conditions {(describe

in Section C)
d |:] Other {describe in Section C) _
Changes to Individuals Eligible for Assistance under the FAP (FAP-Eligible Individuals)

20 Indicate how the hospital facility determined, during the tax year, the maximum amounts that can be charged
to FAP-eligible individuals for emergency or other medically necessary care.

a The hospital facility used its towesl negotiated commercial insurance rate when calculating the
maximum amounts that can be charged

b The hospital facility used the average of its three lowest negotiated commercial insurance rales when
calculating the maximum amounts that can be charged
c D The hospital facility used the Medicare rates when calculating the maximum amounts that can be
charged
d D Other {describe in Section C)
24 During the tax year, did the hospital facility charge any FAP-eligible individual to whom the hospital facility
provided emergency or other medically necessary services more than the amounts generally billed to

individuals who had insurance covering SUCh Care? . . . . . . v v v v v v v v e v st s er oo nnnnnosnaaa |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? . .. ... ... 5000000080000 C00000C0000a0 (EH X

If “Yes,” explain in Section C.

Schedule H {Form 990) 2013
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THE UNION MEMORIAL HOSPITAL, INC. 52-0591685
Scheduls 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, 121, 14g, 16e, 17e, 18e, 19¢, 19d, 20d, 21, and 22. If applicable, provide separate descriptions
for each facility in a facility reporting group, designated by "Facllity A," "Fagcility B," ete.

JSA Schedule H (Form 990} 2013
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THE UNION MEMORIAL HOSFITAL, INC. 52-05921685
Schedule H (Form §50) 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 to smallest)

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

Name and address Type of Facility (describe)
1

10

Schedule H (Form 990) 2013
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THE UNION MEMORIAL HOSPITAL, INC. 52-0591685
Schedule H (Form 890) 2013 Page 9
el 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 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 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 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 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 COMMISSICN (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

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 NATICON. 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

J5A Schedule H (Form 990) 2013
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THE UNION MEMORIAL HOSPITAL, INC. 52-0591685

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 CHNAs reported in Part V, Section B,

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

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

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

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

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

organization, files a community benefit report.

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. COMMUNITY

BENEFIT EXPENSES ARE EQUAL TC 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

JSA
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THE UNION MEMORIAL HOSPITAL, INC. 52-0591685
Schedule H {Form 990) 2013 Page 9
ETAYE  Supplemental Information

Provide the following information,

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

2 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.

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 impoertant to describing how the organization's hospital facilities or
other health care facilities further its exempt purpose by promoting the health of the community (e.g., cpen medical staff, 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.

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

BREAKQUT ANY CFFSETTING 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
RECLASSTFYING THE PROVISION FOR BAD DEBTS ASSCCIATED WITH PATIENT SERVICE
REVENUE FROM AN OPERATING EXPENSE TO A DEDUCTICN FROM PATIENT SERVICE
REVENUE (NET OF CONTRACTUAL ALLOWANCES AND DISCOUNTS} . HOWEVER, MEDSTAR
AND ITS AFFILIATED ENTITIES DO NOT MAKE A DETERMINATION AS TO WHETHER
SELF PAY AMOUNTS ARE COLLECTIBLE IN DETERMINING REVENUE RECOGNITION.
RESERVE MODELS, WHICH HAVE BEEN DEVELOPED BASED ON 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

COLLECTIELE.

J5A Schadule H {Form 880) 2013
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THE UNION MEMORIAL HOSPITAL, INC. 52-0591685
Schedule H (Form 950) 2013 Page 9
=Elia'l 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, stale, or local government programs or
under the organization's financial assistance policy.

4 Community information. Describe the community the organization serves, taking intoe 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., ocpen 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 flling 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 HOSFITAL
PAYMENT THAT DIFFERS FROM THE REST OF THE NATICON. THE HEALTH SERVICES
COST REVIEW COMMISSION (MSCRC) 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 3

HOSPITAL LEAD

ROLE DESCRIPTION

ISA Schedule H (Form 890} 2013
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THE UNION MEMORIAL HOSPITAL, INC. 52-0591685

Schedula H (Form 990} 2013 Page 9
SEGAYE  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
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, slate, or local government programs or
under the organization's financial assistance policy.

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

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

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

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

organization, files a community benefit report.

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

COORDINATOR OF ALL ASPECTS QF THE COMMUNITY HEALTH ASSESSMENT PROCESS.

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

FORCE. THE LEAD ALSO HELPS PROCDUCE THE HOSPITAL'S COMMUNITY HEALTH NEEDS

ASSESSMENT AND IMPLEMENTATION STRATEGY. HE/SHE WORKS COLLABORATIVELY WITH

REPRESENTATIVES FRCM THE CORPORATE COMMUNITY HEALTH DEPARTMENT AND

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

HE/SHE REVIEWS ALL NARRATIVES PRICR TO PUBLICATION.

NAME OF HOSPITAL LEAD: MITCH HERBERT

EXECUTIVE SPONSOR

ROLE DESCRIPTION

THE EXECUTIVE SPONSOR SERVES AS THE CONDUIT BETWEEN THE ADVISORY TASK

FORCE AND THE SENIOR MANAGEMENT TEAM. THE SPONSOR IS AN ACTIVE

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

JSA
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THE UNION MEMORIAL HOSPITAL, INC. 52-0591685

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 [il, 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 aducation 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.

HOSPITAL'S CLINICAL STRENGTHS AND PROGRAM PRIORITIES TCO DIVERSE

AUDIENCES.

NAME OF EXECUTIVE SPCNSOR: BRAD CHAMBERS

ADVISORY TASK FORCE

ROLE DESCRIPTION

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

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

PROVIDES INPUT INTO THE HOSPITAL'S THREE-YEARR IMPLEMENTATION STRATEGY.

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

OPTIMIZE COMMUNITY PARTICIPATION.

NOTE:

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

JSA
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THE UNION MEMORIAL HOSPITAL, INC. 52-0591685

Schedule H (Form 980) 2013 Page 9

Supplemental Information

Provide the following information.

1

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

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

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

Promaotion of community health. Provide any other information important to describing how the 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. {f the organization is part of an affiliated health care systiem, describe the respeclive roles of the
arganization 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 organizalion, or a related

organization, files a community benefit report.

COMMUNITY REPRESENTATIVES SHOULD MAKEUP AT LEAST 50% OF TOTAL

PARTICIPANTS.

NAME : TITLE: AFFLIATION WITH HOSPITAL

HOSPITAL(I.E, EMPLOYEE
BOARD MEMBER, VOLUNT- (YES/NO)
EER, COMMUNITY ADVO-

CATE, STAFF

SAVAS KARAS FOUNDER & PRINCIPAL, BOARD/NO

ENTERPRISE SOLUTIONS

GRCUP; MEDSTAR UNION

MEMORIAL HOSPITAL BOARD

MEMBER

DERRICK ADAMS ARCHITECT, THE ADAMS BOARD/NO

DESIGN GROUP; MEDSTAR

UNION MEMORIAL HOSPITAL

BOARD MEMBER

4SA
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THE UNION MEMORIAL HOSPITAL, INC. 52-0591685

Schedule H (Form 990) 2013 Fage 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 health care needs of the communities it serves, in additien to
any CHNAs reported in Part V, Section B,

Patient education of ellgibllity 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 promoling the health of the community (e.g., open medical staff, community
board, use of surplus funds, efc.).

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

SARAH FAWCETT LEE MEDSTAR UNION MEMORIAL YES

HOSPITAL, REGIONAL VP OF

FHILANTHROPY, GUILFORD

RESIDENT

GLENDA SKULETICH DIRECTOR COF SHEPHERD'S KO

CLINIC & JOY WELLNESS

CENTER

LISA GHINGER EXECUTIVE DIRECTOR OF HO

HAMPDEN FAMILY CENTER

ALICE ANN GUILFORD RESIDENT, NO

FINNERTY COMMUNITY LEADER, FORMER

UNION MEMORIAL BOARD

MEMBER
NICHOLE BATTLE CHIEF EXECUTIVE OFFICER KO
OF GEDCO
ARUNA CHANDRAN CHIEF OF EPIDEMIOLOGY BALTIMORE CITY HEALTH NO
MD, MPH BALTIMORE CITY HEALTH DEPARTMENT

DEPARTMENT

JEA
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THE UNION MEMORIAL HOSPITAL, INC. 52-0591685

Schedule H (Form 890} 2013 Page 9

Supplemental Information

Provide the following information.

1

2

Required descriptions. Provide the descriptions required for Part I, lines 3¢, 6a, and 7; Part Il and Part Ill, lines 2, 3, 4, § 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.

Patiemt 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.

SHANNON MACE- DIRECTOR OF POLICY & BEALTIMORE CITY HEALTH NO

HELLER, JD, MPH PLANNING, BALTIMORE DEPARTMENT

CITY HEALTH DEP.

NEEDS ASSESSMENT

FART VI, LINE 2

IN FY12, MEDSTAR UNION MEMORIAL HOSPITAL CONDUCTED A COMMUNITY HEALTH

NEEDS 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 NINE ADVISORY TASK FORCE (ATF) MEMBERS,

WHICH WAS COMPRISED OF A DIVERSE GROUFP OF INDIVIDUALS, INCLUDING HOSPITAL

LEADERSHIP, CLINICAL EDUCATORS AND BOARD MEMBERS. 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
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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
8b.

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, Seclion B.

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

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

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

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 TO THE SURVEY BY

ATTENDING A COMMUNITY INPUT SESSION OR COMPLETING IT ONLINE OR VIA

HARDCOPY.

BASED ON THE ATF'S RECOMMENDATION, THE HOSPITAL IDENTIFIED NORTH CENTRAL

BALTIMORE CITY 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 PRICRITIES FOR THE CBSA INCLUDE HEART

DISEASE AND DIABETES.

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

ENDORSED BY MEDSTAR UNION MEMORIAL'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 UNION

JSA

3E1327 2.000
32068H 2502 Vv 13-7.15 1783311

Schedule H (Form 990} 2013

PAGE 57



THE UNION MEMORIAL HOSPITAL, INC. 52-0591685

Schedule H (Form 990) 2013 Page 9
EIC@YN  Supplemental Information

Provide the following information.

1

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

Needs assessment. Describe how the crganization 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 il 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.).

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.

MEMORIAL ROUTINELY PARTICIPATE IN THE MEDSTAR HEALTH COMMUNITY BENEFIT

WORKGROUP, THE WORKGROUP 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

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 TO ENSURING THAT UNINSURED PATIENTS WITHIN THE

COMMUNITIES WE SERVE WHO LACK FINANCIAL RESOCURCES HAVE ACCESS TO

NECESSARY HOSPITAL SERVICES. MEDSTAR HEALTH AND ITS HEALTHCARE

FACILITIES WILL:

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

COMPASSICON.

SERVE THE EMERGENCY HEALTH CARE NEEDS OF EVERYONE WHO PRESENTS AT
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Supplemental Information

Provide the following information,

1

Required descriptions. Provide the descriptions required for Part |, lines 3¢, 6a, and 7; Part Il and Part IIl, Yines 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 organizalion 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 affilialed health care system, describe the respective roles of the
organization and its affiliales in promoting the health of the communities served.

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

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

ASSIST THOSE PATIENTS WHO ARE ADMITTED THROQUGH COUR 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 RESPONSIBILITIES IN ORDER TO KEEP ITS HOSPITALS' DOCRS OPEN FOR

ALL WHO MAY NEED CARE IN THE COMMUNITY.

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

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

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

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

PATIENT ELIGIBILITY, MEDSTAR HEALTH'S FACILITIES WILL ASSIST UNINSURED

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

FOLLOWING WAYS:

ASSIST WITH ENROLLMENT IN PUBLICLY-FUNDED ENTITLEMENT PROGRAMS

JSA
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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
9b.

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

Patient education of eligibllity for assistance. Describe how the organization informs and educales patients and persons
who may be billed for patient care about their eligibility for assistance under federa), 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 exempl purpose by promoting the health of the community {e.g., open medical staff, community
board, use of surplus funds, etc.).

Affiliated health cara 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.

(E.G., MEDICAID}.

ASSIST WITH CONSIDERATICN OF FUNDING THAT MAY BE AVAILABLE FROM

OTHER CHARITABLE QORGANIZATIONS.

n

PROVIDE CHARITY CARE AND FINANCIAL ASSISTANCE ACCORDING TOQ

APPLICABLE GUIDELINES.

"

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

THEIR HEALTHCARE SERVICES.

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

APPLICABLE COMMUNITIES IT SERVES, IN EACH MAJOR PATIENT REGISTRATION AREA

AND IN ANY OTHER AREAS REQUIRED BY APPLICABLE REGULATIONS, WILL

COMMUNICATE THE INFORMATION TO PATIENTS AS REQUIRED BY THIS POLICY AND

APPLICABLE REGULATIONS AND WILL MAKE A COPY OF THE PQLICY AVAILABLE TO

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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Provide the following information.

1

Required descriptions. Provide the descriptions required for Part I, lines 3c, 6a, and 7; Part I and Part I, 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 aducation 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, 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 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 relaled

organization, files a community benefit report.

MEDSTAR HEALTH BELIEVES THAT ITS PATIENTS HAVE PERSONAL RESPONSIBILITIES

RE

LATED 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 TC THOSE PATIENTS WHO FAIL TO FULFILL

THEIR RESPONSIBILITIES. FOR PURPOSES OF THIS POLICY, PATIENT

RESPONSIBILITIES INCLUDE:

COMPLETING FINANCIAL DISCLOSURE FORMS NECESSARY TO EVALUATE THEIR

ELIGIBILITY FOR PUBLICLY-FUNDED HEALTHCARE PROGRAMS, CHARITY CARE

PROGRAMS, AND OTHER FORMS OF FINANCIAL ASSISTANCE. THESE DISCLOSURE

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

MEDSTAR HEALTH'S FACILITIES TO PROPERLY COUNSEL PATIENTS CONCERNING THE

AVAILABILITY OF FINANCIAL ASSISTANCE.

L]

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 APPROPRIATE APPLICATICNE FOR PUBLICLY-FUNDED HEALTHCARE

JEA
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Supplemental Information

Provide the following information.

1

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

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

Patient education of eligibility for assistance. Describe how the organization informs and educates patienis and persons
who may be billed for patient care about their eligibility for assistance under federal, state, or focal 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.

PROGRAMS. THIS RESPONSIBILITY INCLUDES RESPONDING IN A TIMELY FASHION TO

REQUESTS FOR DOCUMENTATION TO SUPPORT ELIGIBILITY.

]

MAKING APPLICABLE PAYMENTS FOR SERVICES IN A TIMELY FASHION,

INCLUDING ANY PAYMENTS MADE PURSUANT TO DEFERRED AND PERIQDIC PAYMENT

SCHEDULES .

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 PERIOD.

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 FOR THE PATIENT AND THEIR FAMILY (HCOUSEHOLD)}, OTHER

FINANCIAL RESOURCES AVAILABLE TQO THE PATIENT'S FAMILY, FAMILY SIZE, AND

THE EXTENT OF THE MEDICAL COSTS TO BE INCURRED BY THE PATIENT.
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Provide the following information.

1

Required descriptions. Provide the descriplions required for Part ), lines 3c, 62, and 7; Part Il and Part 1ll, 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

arganization, files a community benefit report.

COMMUNITY INFORMATION

PART VI, LINE 4

GEOGRAPHIC:

MEDSTAR UNION MEMORIAL'S COMMUNITY BENEFIT SERVICE AREA (CBSA) INCLUDES

ADULTS WHO RESIDE IN BALTIMORE CITY ZIP CODES 21211, 21213 AND 21218. THE

AREA WAS SELECTED DUE TO ITS CLOSE PROXIMITY TO THE HOSPITAL, COUPLED

WITH A HIGH DENSITY OF RESIDENTS WITH LOW INCOMES. BASED ON QUANTITATIVE

AND QUALITATIVE FINDINGS, HEART DISEASE AND DIABETES HAVE BEEN IDENTIFIED

AS COMMUNITY BENEFIT PRIORITIES. MEDSTAR UNION MEMORIAL IS LOCATED IN ZIP

CODE 21218 WITH 21211 TO THE WEST AND 21213 TO THE EAST; THUS, THE

HOSPITAL IS SURROUNDED BY THE CBSA. THESE THREE ZIP CODES ACCOUNT FOR

40.8% OF THE ADMISSIONS TO THE HOSPITAL.

DEMOGRAFPHIC:

ACCORDING TO THE UNITED STATES CENSUS BUREAU, THERE ARE 106,560 RESIDENTS

CURRENTLY LIVING WITHIN THE CBSA, ALMOST 20% OF THE ENTIRE POPULATION OF
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ETsatl  Supplemental Information

Provide the following information.

1

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

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

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

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

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

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

BALTIMORE CITY. IT IS A RELATIVELY DIVERSE POPULATION, WITH 65% AFRICAN

AMERICAN, 28% WHITE, 3% ASIAN, 2% HISPANIC AND 2% OTHER. THE VAST

MAJORITY OF THE POPULATICN (79%) IS OVER THE AGE OF 18. AVERAGE MEDIAN

HOUSEHCLD INCOME ACROSS THE CBSA IS $37,142 PER YEAR.

HEART DISEASE IS THE LEADING CAUSE OF DEATH IN BALTIMORE CITY AND

DIABETES IS THE SEVENTH. THE STATISTICS FOR BALTIMORE CITY MIRROR THE

STATE OF MARYLAND AND ARE EXPECTED TO REPRESENT THE CBSA.

PRCMOTION OF COMMUNITY HEALTH

PART VI, LINE 5

AS A COMMUNITY PARTNER, MEDSTAR UNION MEMORIAL ENGAGES IN A NUMBER OF

COMMUNITY BENEFIT ACTIVITIES TO IMPROVE AND PROMOTE THE HEALTH AND

WELL-BEING OF THE COMMUNITY. FOR EXAMPLE, THE HOSPITAL PROVIDES

ADMINISTRATIVE, CLINICAL AND FINANCIAL SUPPORT FOR THE SHEPHERD'S CLINIC,

A SEPARATE COMMUNITY-BASED NOT-FOR-PROFIT HEALTH CARE PROVIDER FOR

UNINSURED BALTIMORE CITY RESIDENTS. THE CLINIC MEETS A VITAL NEED,

PROVIDING PRIMARY HEALTH CARE TO WORKING ADULTS AND THE UNEMPLOYED WHO

ARE UNINSURED. THE SHEPHERD'S CLINIC SERVES RESIDENTS SOLELY FROM ZIP
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ETRRYUN  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, Seclion 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 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. ¥ applicable, identify all states with which the organization, or a related
organization, files a community benefit report.

CODES IN THE HOSPITAL'S COMMUNITY BENEFIT SERVICE AREA. EXECUTIVE
LEADERSHIP FROM MEDSTAR HEALTH HAS REPRESENTATION CN THE SHEPHERD'S
CLINIC BOARD OF DIRECTORS. EMPLOYED MUMH PHYSICIANS SERVE AS THE CLINIC'S
MEDICAL DIRECTOR AND ASSOCIATE MEDICAL DIRECTOR. ROTATING MUMH PHYSICIAN
SERVICES AT SHEPHERD'S CLINIC INCLUDE ENDOCRINOLOGY, CARDIOLOGY AND THE
INTERNAL MEDICINE RESIDENCY PROGRAM. MUMH SUPPORTED PROGRAMMING AT
SHEPHERD'S CLINIC INCLUDES EDUCATION ON HEART DISEASE, DIABETES, SMOKING
CESSATION, AND CPR TRAINING. EACH YEAR, A TEAM OF APPROXIMATELY 250
VOLUNTEERS MANAGE NEARLY 4,000 PATIENT VISITS. HOSPITAL PHYSICIANS,
RETIRED PHYSICIANS, NURSES AND THERAPISTS ARE MAINSTAYS OF THE VOLUNTEER
WORKFORCE. THE HOSPITAL ALSCO COVERS EXPENSES FOR A PAID PROGRAM DIRECTOR
AND ADMINISTRATIVE COQORDINATOR FOR THE JOY WELLNESS CENTER, WHICH
PROVIDES BEHAVIORAL AND STRESS MANAGEMENT SERVICES SUCH AS YOGA,

ACUPUNCTURE, NUTRITION EDUCATION, AND MEDITATICN.

MEDSTAR UNION MEMORIAL HOSPITAL ALSO SUPPORTS THE HAMPDEN FAMILY CENTER
WITH AN ANNUAL HEALTH FAIR THAT INCLUDES VARIOUS SCREENING, EDUCATION,

AND INFORMATION STATIONS. THE HOSPITAL ALSO PROMOTES COMMUNITY HEALTH
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ETSAYE  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
ab.

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 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.

4 Community information. Describe the community the organization serves, taking intc 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
ather health care facilities further its exempt purpose by promoling 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 filing of community bsnefit report. If appiicable, identify all states with which the organization, or a related
organization, fites a community benefit report.

THROUGH PROGRAMS SUCH AS THE DEPARTMENT OF ONCOLOGY'S SCREENINGS FOR
BREAST, CERVICAL, AND COLORECTAL CANCER AND THE DEPARTMENT OF

ORTHOPAEDIC'S ARTHRITIS AWARENESS CLASSES.

MEDSTAR UNION MEMORIAL HOSPITAL IS ALSQO PRCUD TO BE A HOST SITE FOR
PROJECT SEARCH, WHICH PREPARES YOUNG ADULTS WITH INTELLECTUAL AND

DEVELOPMENTAL DISABILITIES FOR COMPETITIVE EMPLOYMENT.

AN ASSORTMENT OF SUBSIDIZED OF HEALTH SERVICES ARE PROVIDED. THESE
SERVICES OPERATE AT A NEGATIVE MARGIN BUT ARE NEEDED FOR THE COMMUNITY.
EXAMPLES INCLUDE RENAL SERVICES, PSYCHIATRY, EMERGENCY ROCM, AND

PEDIATRIC CARE. SERVICES ARE AVAILABLE 24 HOURS PER DAY, 7 DAYS PER WEEK.

AFFILIATED HEALTH CARE SYSTEM

PART VI, LINE 6

AS A PROCUD MEMBER OF MEDSTAR HEALTH, MEDSTAR UNION MEMORIAL IS ABLE TO
EXPAND ITS CAPACITY TO MEET THE NEEDS OF THE COMMUNITY BY PARTNERING WITH

OTHER MEDSTAR HOSPITALS AND ASSOCIATED ENTITIES. MEDSTAR HEALTH
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THE UNION MEMORIAL HOSPITAL, INC. 52-0591685

Schedule H (Form 990) 2013 Page 9
ETS8Y N  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, B and
9b.

Naeeds 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 educales patients and persons
who may be billed for patient care about their eligibility for assistance under federal, state, or local government programs or
under the organization's financial assistance policy.

Community information. Describe the community the organization serves, taking into account the 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.

RESQURCES ASSIST THE HOSPITAL IN COMMUNITY HEALTH PLANNING TO MEET THE

NEEDS OF THE UNINSURED AND OTHER VULNERAELE FPOPULATIONS. THROUGH ITS

COMMUNITY HEALTH FUNCTION, MEDSTAR HEALTH PROVIDES MEDSTAR UNICN MEMORIAL

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.

STATE FILING OF COMMUNITY BENEFIT REPORT

PART VI, LINE 7

THE COMMUNITY BENEFIT REPORT FOR MEDSTAR UNION MEMORIAL HOSPITAL IS ONLY

FILED IN THE STATE OF MARYLAND.

J5A

Schadule H (Form 990} 2013
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SCHEDULE J Compensation Information | oms No. 1545-0047

For certaln Officers, Directors, Trustees, Kay Employees, and Highest
(Form 990) Compensated Emplo;ym Py ¢ 2@ 1 3
P Complete if the organization answered "Yes” to Form 980, Part IV, line 23 -
Department of e Treasary P Attach to £orm 890. P> Sea separate Instructions. Open to Public
Intemal Revenus Servica P Information about Scheduls J (Form 980) and its Instructions is at www.irs.gov/form990. Inspection

Namae of the organization

1a

9

o

Employer |dentification number

THE UNION MEMORIAL HOSPITAL, INC. 52-05391685
m Questions Regarding Compensation
Yes | No

Check the appropriate box(es) if the organization provided any of the following to or for a person listed in Form
980, Part VII, Section A, line 1a. Complete Part Ill to pravide any relevant information regarding these items.

First-class or charter travel Housing allowance or residence for personal use

Travel for companions Payments for business use of personal residence

Tax indemnification and gross-up payments Health or social club dues or initiation fees

Discretionary spending account Personal services {e.g., maid, chauffeur, chef}
If any of the boxes on line 1a are checked, did the organization follow a written policy regarding payment
or reimbursement or provision of all of the expenses described above? If "No,” complete Part Il to
L=E b [ X
Did the organization require substantiation prior to reimbursing or allowing expenses incurred by aII
directors, trustees, and officers, including the CEO/Executive Director, regarding the items checked in line
L 2 | X
Indicate which, if any, of the following the filing organization used 1o establish the compensation of the
crganization's CEO/Executive Director. Check all that apply. Do not check any boxes for methods used by a
related organization to establish compensation of the CEO/Executive Director, but explain in Part [IL.
Compensation committee Written employment contract
Independent compensation consultant Compensation survey or study
Form 990 of other organizations E Approval by the board or compensation committee
During the year, did any person listed in Form 990, Part VII, Section A, line 1a, with respect to the filing
organization or a related organization:
Receive a severance payment or change-of-control payment? | | . . . . . . . 0 i i e 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
i "Yes" to any of lines 4a-c, list the persons and provide the applicable amounts for each item in Part |l
Only section 501{c){3) and 501(c){4) organizations must complete lines 5-9.
For persons listed in Form 990, Part VII, Section A, line 1a, did the organization pay or accrue any
compensation contingent on the revenues of:
Theorganization? . . ... . ............c..0... R I X
Anyrelated organization? |, ., . ... ... ... ... ... ..., e it e, | 5D X
If "Yes" to line S5a or 5b, describe in Part Il
For persons listed in Form 890, Part VII, Section A, line 1a, did the organization pay or accrue any
compensation contingent on the net earnings of;
TheorganZation? | . . . .. .. ... . c'v i ininin e A X
Anyrelated organization? | | . . . ... L. e e R - X
If *Yes" to line 6a or 6b, describe in Part Il
For persons listed in Form 990, Part Vil, Section A, line 1a, did the crganization provide any non-fixed
payments not described in lines 5 and 67 i "Yes," describeinPart i, , . . . ..... e e e e o 7 X
Were any amounts reported in Form 990, Part VIi, paid or accrued pursuant to a contract that was subject
to the initial contract exception described in Regulations section 53.4958-4(a)(3)? If "Yes,” describe
3 =Y 8 X
i "Yes" to line 8, did the organization also follow the rebuttable presumption procedure described in
Regulations seclion 53.4008-6(C) 7 . . . . . . v v v v v v e et b e s v e e e e e s e n e e n s e . ]

For Paperwork Reductlon Act Notice, see the Instructions for Form 980.

JSA
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SCHEDULE L Transactions With Interested Persons |__OM8 No. 15450047

(Form 9920 or 980-EZ}|p Complste if the organization answered "Yes" on Form 98¢, Part IV, line 253, 25b, 26, 27, 28a, 2@ 1 3
28b, or 28c, or Form 990-EZ, Part V, line 38a or 40b.

Dapariment of the Treasury P Attach to Form 990 or Form 990-EZ. > See separate Instructions. Open To Public

Internal Revenua Sendce P Infarmation about Schedule L (Form 880 or 990-EZ} and its Instructions Is at www.irs.gov/form390, Inspection

Name of the organization Employer Identification number
THE UNION MEMORIAL HOSPITAL, INC. 52-0591685

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

1 {a) Name of disqualified person (b) Re!auonshgﬂgeot::?zg".;c:‘ualiﬁed person {c) Dascription of {ransaction ::"::
n
(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 . . L . L L. L it i e it et it s i et s s 8
3 Enter the amount of tax, if any, on line 2, above, reimbursed bytheorganization . ............. P 5
m 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 5, 6, or 22.
{a) Name of interested person | (o) Relationship | (c} Purposeof | (d} Loan toor {8) Qriginal {f) Balance due (g} In defauif(h) Approved| (1) Written
with organization loan tfrom the principal amount by board or | agreement?
organization? commities?
To |From Yaes | No | Yes | No | Yes | No
(1)
(2)
{3)
{4)
{5)
{6)
{n
{8}
{9)
{10)
- IO >

GEUYIN  Grants or Assistance Benefiting Interested Persons.
Complete if the organization answered "Yes" on Form 999, Part IV, line 27.

{a) Name of intarested person | {b) Relallonship between Interested |{c) Amount of assistance {d) Type of assistance {e) Purpose of assistance
person and the organizalion

(1
(2)
(3)
*(4)
(5)
(6)
(N
(8)
(9)
(10)
For Paparwork Reduction Act Notice, see the Instructions for Form 990 or 990-EZ. Scheduls L {Form 890 or 890-E2) 2013

JSA
JE1287 1.000
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THE UNICN MEMORIAL HOSPITAL, INC.

Schedule L (Form 990 or 990-E2) 2013

52-0591685

Pags 2

Business Transactions Involving Interested Persons.
Complete if the organization answered “Yes" on Form 990, Part IV, line 28a, 26b, or 28¢.

{a) Name of Interested person

{b) Relationship between
interested person and the
organization

{c} Amount of
transaction

{d) Description of transaction

(@) Sharng of
organization's
revenues?

Yas | No

(1) PULMONARY & CRITICAL CARE

SEE PART V

PULMONARY SERVICES

X

{2)

(3)

{4}

{5)

{6)

(7)

(8)

(9)

10

Supplemental Information

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

BUSINESS TRANSACTION INVOLVING INTERESTED PERSON

SCHEDULE L, PART IV

DR. PETER J. SLOANE, A BOARD MEMBER AT MEDSTAR UNION MEMORIAL HOSPITAL,

OWNS MORE THAN 5% OF PULMONARY AND CRITICAL CARE ASSOCIATES OF BALTIMORE,

MD (PCCAB), WHICH PROVIDES PULMONARY SERVICES TO MEDSTAR UNION MEMORIAL

HOSPITAL. PCCAB'S GROSS REVENUES RECEIVED

WERE $0.7 MILLION.

FROM THE HOSPITAL FOR THE YEAR

J5A
3E1507 2.000
32068BH 2502

V 13-7.15

Schedule L (Form 930 or 990-EZ) 2013

1793311

PAGE 75



. OMB No. 1545-0047
SCHEDULE O Supplemental Information to Form 990 or 990-EZ |
(Form 990 or 990-EZ)

Compleate to provide information for responses to specific quastions on
Departmant of the Tragsury Form 990 or 990-EZ or to provide any additlonal information. Open to Public
Intemal Revenye Sonvce - Attach to Form 990 or 990-EZ. Inspection
Name of the organizalion Employer |dentification number
THE UNION MEMORIAL HOSPITAL, INC. 52-0%916€85

ORGANIZATION MEMBERS

PART VI, LINE 6

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

ORGANIZATION.

DESCRIPTION OF MEMBERS

PART VI, LINE 7A

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

HEALTH, INC.

DECISIONS OF GOVERNING BODY

PART VII, LINE 7B

AS AN AFFILIATE AND SUBSIDIARY OF MEDSTAR HEALTH, INC., A TAX-EXEMPT
MARYLAND NON-STOCK CORFORATION, THE BYLAWS OF THE ORGANIZATION ARE
SUBJECT TO CERTAIN RESERVED POWERS, WHICH PRCVIDE THAT THE SCLE MEMBER OF

THE ORGANIZATION MUST APPROVE CERTAIN DECISIONS, INCLUDING BUT NOT

For Privacy Act and Paperwork Reduction Act Notice, see the Instructions for Form 880 or 980-EZ. Schedule O (Form 830 or 890-EZ} (2013}
S,
3512%7’\1 ooo
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Name of the organization Employer |dentification number
THE UNICON MEMCRIAL HOSPITAL, INC. 52-0591685

LIMITED TO MATTERS CONCERNING THE SALE OR PURCHASE OF REAL OR PERSCNAL

PROPERTY, CAPITAL BUDGETS, STRATEGIC PLANNING, INVESTMENTS, AND CORPORATE

GOVERNANCE.

PROCESS FOR REVIEWING FORM 990

PART VI, LINE 11B

THE PROCESS FOR REVIEWING THE FORM 590 INCLUDED EDUCATION AND

TRANSPARENCY. SENIOR FINANCIAL EXECUTIVES, WORKING WITH INDEPENDENT

QUTSIDE EXPERTS, THOROUGHLY REVIEWED FORM 990 AND ACCOMPANYING

INSTRUCTIONS. IN ADDITION, SENIOR EXECUTIVES REVIEWED THE RELEVANT

SECTIONS COF THE FORM $3%0 WITH THE FOLLOWING COMMITTEES OF THE

ORGANIZATION'S GOVERNING BODY: FINANCE, AUDIT, GOVERNANCE, STRATEGIC

PLANNING, AND EXECUTIVE COMPENSATION. FOLLOWING THESE MEETINGS, THE

GOVERNING BODY WAS PROVIDED A COPY OF THE FORM 99%¢ IN ITS FINAL FORM AND

GIVEN AN OPPORTUNITY TO PROVIDE ANY INPUT OR COMMENTS RELATING TO THE

FORM 990 PRIOR TQO ITS FILING.

CONFLICT OF INTEREST POLICY

FART VI, LINE 12C

APPOINTMENT OF BOARDS OF DIRECTORS MEDSTAR HEALTH (AND ITS SUBSIDIARIES)

REQUIRE ALL NOMINATED DIRECTORS, PRIOR TO 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.

JSA Scheduis O {Form 990 or 880-EZ) 2013
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Mame of the organization Employer identification number
THE UNION MEMORIAL HOSPITAL, INC. 52-0591685

ANNUAL DISCLOSURES - ALL OFFICERS, DIRECTORS, AND SENIOR 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 FROCESS

BART VI, LINE 15

THE EXECUTIVE COMPENSATION CCMMITTEE 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 OFFICIALS,
OFFICERS AND KEY EMPLOYEES OF MEDSTAR HEALTH, INC. AND ITS AFFILIATES ARE
REVIEWED AND APPROVED BY THE COMMITTEE WITH ASSISTANCE AND GUIDANCE FROM
AN INDEPENDENT THIRD PARTY ADVISOR. THE MEMBERS OF THE COMMITTEE ARE

INDEPENDENT FROM ALL OF THE PARTICIPANTS IN THE PROGRAM.

THE MAIN OBJECTIVE OF THE PROGRAM IS TO PROVIDE MARKET COMPETITIVE TOTAL
COMPENSATION THAT IS INTERNALLY 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 COMPETITIVE MARKET

JSA Schedule O (Form 980 or 990-EZ) 2013
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Name of the onganization Employer identificatlon number
THE UNION MEMORIAL HOSPITAL, INC. 52-0591685

FOR COMPARABLE SIZE (NET REVENUE) AND TYPE ("TAX-EXEMPT HEALTHCARE
ORGANIZATIONS"). WHERE APPROPRIATE, ADDITIONAL INDUSTRY DATA IS
CONSIDERED (GENERAL BUSINESS AND/OR TAXABLE HEALTHCARE} FOR SELECTED
POSITIONS THAT CAN BE RECRUITED FROM OR PCTENTIALLY LOST TO THESE

INDUSTRIES (E.G., INFORMATION TECHNOLOGY, FINANCE, ETC.).

THE COMMITTEE HAS ENGAGED ERNST & YOUNG LLP ("E&¥") TO SERVE AS AN
ADVISOR ON THE REASONABLENESS AND COMPETITIVENESS OF THE PROGRAM. 1IN
DETERMINING REASONABLENESS AND COMPETITIVENESS, E&Y REVIEWS MARKET
PRACTICES AND TRENDS, AND MAKES RECOMMENDATIONS RELATED TO THE PROGRAM.
E&Y UTILIZES INFORMATICN FRCM CUSTOM SURVEYS, NATIONAL COMPENSATION
SURVEYS, PROPRIETARY DATABARSES, AND CLIENT EXPERIENCES TO DETERMINE ITS
FINAL RECOMMENDATIONS. E&Y PRESENTS THEIR FINDINGS AND RECOMMENDATIONS
TO THE COMMITTEE. THE COMMITTEE MAKES THE FINAL DECISIONS ON ALL OF THE
COMPENSATION DETERMINATIONS OF THE PROGRAM. ALL DECISIONS MADE BY THE

COMMITTEE ARE CONTEMPORANEOUSLY DOCUMENTED.

FINANCIAL STATEMENTS AVAILABILITY

PART VI, LINE 19

MEDSTAR HEALTH POSTS ITS ANNUAL FINANCIAL AUDIT AND QUARTERLY FINANCIAL
REPORTS TOQ THE ELECTRONIC MUNICIPAL MARKET ACCESS (EMMA) SYSTEM. THE
ORGANIZATION ALSQO E-MAILS ITS ANNUAL AND QUARTERLY DISCLOSURES TO HOLDERS
OF THE COMPANY'S FUBLICLY 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.

18A Schedule O {(Form 890 or 880-EZ) 2013

3E1228 1.000
32068H 2502 vV 13-7.15 1793311 PAGE 79



Schedule O (Form 990 or 990-EZ) 2013 Page 2

Name of the organization Employer Identification number
THE UNION MEMORIAL HOSPITAL, INC. 52-0591685

FINANCIAL SATEMENTS AND REPORTING
PART XI, LINE 2C
THE UNION MEMORIAL HOSPITAL IS PART OF THE MEDSTAR HEALTH, INC. AUDIT AND

SUBJECT TO OVERSIGHT BY THE AUDIT COMMITTEE OF THE MEDSTAR EOARD.

OTHER CHANGES IN NET ASSETS
PART XI, LINE 3

EQUITY TRANSFERS- NET ASSETS....... . v eierinrrenanas . $(7,167,270}

TOTAL £1{7,167,270)

ATTACHMENT 1

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

AS A PROUD MEMBER CF MEDSTAR HEALTH, MEDSTAR UNION MEMORIAL
HOSPITAL'S (MUMH)} MISSION IS TO BE B COMPREHENSIVE HOSPITAL WITH
REGIONAL SPECIALTY SERVICES OF DISTINCTION AND QUALITY COMMUNITY
SERVICES, ALL ENHANCED BY CLINICAL EDUCATION AND RESEARCH. MUMH IS
AN ACUTE CARE HOSPITAL LOCATED IN THE NORTH-CENTRAL SECTION OF
BALTIMORE CITY, MARYLAND., IN FISCAL YEAR 2014, MUMH HAD 12,811
INPATIENT ADMISSIONS, 297,182 OUTPATIENT VISITS, AND 59,007 EMERGENCY

VISITS.

ATTACHMENT 2

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

MEDSTAR UNION MEMORIAL HOSPITAL'S LARGEST PROGRAM IS ACCESS TO AND

THE PROVISION OF ACUTE HOSPITAL SERVICES TO THE COMMUNITIES OF

JSA Schedule O (Form 8380 or 980-£2) 2013
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Name of the organization Employer identification number
THE UNION MEMORIAL HOSPITAL, INC. 52-0591685

ATTACHMENT 2 (CONT'D}

NORTHERN BALTIMORE CITY, MARYLAND AND THE SURROUNDING AREAS. IN
ADDITION TO THE PROGRAM SERVICE EXPENSES LISTED ABOVE, MUMH
INCURRED $50.5M OF MANAGEMENT AND GENERAL EXPENSES IN PROVIDING
SERVICES TO ITS COMMUNITIES. MUMH OFFERS CLINICAL SERVICES IN
GENERAL MEDICINE AND SURGERY, AND SPECIALTY SERVICES IN CARDIAC
CARE, HAND SURGERY, ORTHOPAEDICS, SPORTS MEDICINE, VASCULAR
SURGERY, AND REHABILITATION. IT IS ALSO KNOWN FOR THE CURTIS
NATIONAL HAND CENTER, ITS HEART INSTITUTE, AND ORTHOPEDICS AND
SPORTS MEDICINE. MUMH'S CURTIS NATIONAL HAND CENTER IS DESIGMATED
BY THE U.S. CONGRESS AS THE NATIONAL CENTER FOR THE TREATMENT OF
THE HAND AND UPPER EXTREMITY. MUMH HAS THE UNIQUE DISTINCTION OF
HAVING ITS OWN BIOMECHANICS RESEARCH FACILITY AND SURGICAL SKILLS
TRAINING LAB. IN ADDITION, THE HOSPITAL IS RECOGNIZED AS AN
ADVANCED PRIMARY STROKE CENTER AND WAS RECENTLY AWARDED
CERTIFICATION IN JOINT REPLACEMENT OF THE HIP AND KNEE AS WELL AS
SPINE SURGERY BY THE JOINT COMMISSION. 1IN 2014, THE HOSPITAL
INCREASED PRIMARY CARE ACCESS BY OPENING THE ADULT MEDICINE CENTER

AT KIRK AVENUE.

ATTACHMENT 3

930, PART VII- COMPENSATION OF THE FIVE HIGHEST PAID IND. CONTRACTORS
NAME AND ADDRESS DESCRIPTION OF SERVICES COMPENSATION
PARKWAY ANESTHESIOLOGISTS ANESTHESIA SERVICES 12,635, 000.

201 E UNIVERSITY PARKWAY
BALTIMORE, MD 21218

GREATER CHESAPEAKE ORTHOPAEDIC MEDICAL SERVICES 8,116,307,
201 E UNIVERSITY PARKWAY

ISA Scheadule O (Form 990 or 980-EZ) 2013
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Name of the organtzation Employer identification number
THE UNION MEMORIAL HOSPITAL, INC. 52-0591685

ATTACHMENT 3 (CONT'D)

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

NAME AND ADDRESS DESCRIPTION OF SERVICES COMPENSATION

BALTIMORE, MD 21218

CROTHALL SVCS GROUP HEALTHCARE SERVICES 4,948,898,
1500 LIBERTY RIDGE DRIVE, SUITE 210
WAYNE, PA 19087

NURSEFINDERS STAFFING SERVICES 4,211,135.
PO BOX 910740
DALLAS, TX 75321-0740

MORRISON MANAGEMENT SPECIALIST NUTRITION SERVICES 3,123,500.
5801 PEACHTREE DUNWOODY ROAD
ATLANTA, GA 30342

ATTACHMENT 4

FORM_990, PART IX - OTHER FEES

(&) (B} (C) (D)

TOTAL PROGRAM MANAGEMENT FUNDRAISING
PE%QRIP?IQN" FEES SERVICE EXP. AND GENERAL EXPENSES
PHYSICAN SERVICES 23,118,928. 23,118,928.
PROFESSICNAL FEES-OTHER 6,616,333, 6,517,670, 98,663.
BILLING SERVICE EXPENSE 8,593,853, 8,587,369. 6,484.
MISC PURCHASED SERVICES 4,901,705, 4,657,151. 244,554.
HOUSEKEEPING SERVICES 4,350,021. 4,350,021.
PURCHASED PROFESSIONAL SERVICE 1,592,781. 1,496,498. 96,283.
PHARMACY SERVICES 1,475,674, 1,475,674.
BLOOD BANK FEES 1,421,782, 1,421,782,
CONSULTING FEES 437,271, 84,420. 352,851.
TRANSCRIPTICN-VARIABLE 483,775. 131,633. 382,142,
ALL OTHER 4,473,633, 3,915,690. 557,943,
JSA Schedule O (Form 880 or 890-EZ) 2013
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Schedule C (Form 890 or 880-E2) 2013

Page 2

Nama of the organization
THE UNION MEMORIAL HOSPITAL, INC.

Employer Identification number
52-0591685

FORM 990, PART IX - OTHER FEES

ATTACHMENT 4 (CONT'D)

() (B} (C) {D)
TOTAL PROGRAM MANAGEMENT FUNDRAISING
DESCRIPTION FEES SERVICE EXP. AND GENERAL EXPENSES
TOTALS 57,465,756. 55,756,836. 1,708,320,
JSA Schedule O (Form 880 or 990-EZ) 2013
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THE UNION MEMORIAL HOSPITAL, INC. 52-0591685

Schedule R (Form §80) 2013 Page 5
Supplemental Information
Complete this part to provide additional information for responses to questions on Schedule R {see
instructions).

Schedule R (Form 980) 2013

3E1510 1.000
3206BH 2502 V 13-7.15 1793311 PAGE 96



rmB8879-EO IRS e-file Signature Authorization

for an Exempt Organization OME o, 1a4ses

For calendar year 2013, or Escal ysarbeginning 07 /01 __ _ 2013, andencingQ6/30__ _ .20 14 _ |
ep of e Trosry » Do nol send to the IRS. Keep for your records. 2@ 1 3
intemnal Raver.e Sanice P~ Information about Form 88759-EQ and its Instructions bs at www./rs.gov/form8a7seo.
Name cof exempt orgenizetion Employer identification number
THE UNION MEMORIAYL, HOSPITAL,, INC, 52-0591685

Name and titte of officer

JOEL BRYAN, VICE PRESIDENT/TREASURER
Type of Return and Return Information (Whole Dallars Only)

Chaeck the box for the return lor which you are using this Form 8878-E0 and enter the applicable amount, if any, from the return. Il you
check the box on line 1a, 2a, e, 4a, or 5a, below, and the emount on that line for the return being filed with this form was bienk, then
leave line 1b, 2b, 3h, 4b, or 6b, whichaver is applicable, blank {do not enter -0-). Bu, if you entered -0- on the raturn, then enter -D-
on Ihe applicable Jine below. Do not complete more than 1 line in Part |.

4a Form 930 check hera b Eﬂ b Total revenus, if any {(Form 880, Part Vill, column (A), fine 12) _ |

. 1b __427554779.

2a Form 890-EZ check here » b Total revanus, if any {(Form 980-E2,line®) . . .. ... .... 2b
3a Form 1120-POL check bera b Total tax (Form 1120-POL,fn@22) . ... . ... 3b
4a Form 830-PF chack hera b b Tax based on investmeant income (Form 880-PF, Part Vi, lina 5), 4b
Ea Form 8868 check here » b Balance Due (Form 8868, Parl |, line 3c or Partll, ineBc) , . . . 5b

lﬂl Declaration and Signature Authorization of Officer

Under penalties of perjury, | declare that 1 am an officer of the above organlzation and that | have axamined a copy of the
organizallon's 2013 elecironic return and accompanying schedulas and statements and to the bast of my knowledge and belief, thay
are true, correct, and complale. | further declare that the amount in Part | above is the amount shown on the copy of the
organization's electronic raturn. | consent lo allow my intermediate service provider, transmilter, or slactranic return originalor (ERQ)
lo send the organizalion's return to the IRS and 1o recaive from the IRS (a) an acknowledgement of recaipt or reasan for rajection of
the transmission, (b) the reason for any delay in processing the retum or refund, and (c) the date of any refund, If applicable, |
authorize the U.5. Treasury and ils designaled Financial Agent to initlate &n electronic funds withdrawal {direct deblt} entry to the
financial instilution accouni indicated in the tax preparation software for payment of the organization's federal taxes owed on this
return, and the financial instilution to debit the enlry to this accounl. To ravoka a payment, | must comact the U.S. Treasury Financial
Agenl at 1-888-353-4537 no later than 2 business days prior to the payment (seltlement) data, | atso authorize the financial institulions
involved in the processing of the electronic payment of taxes {o receive confidential information necessary to answer inquiries and
resolve Issues related to the payment. | have selecled a personal identificalion number (PIN} as my signature for the organization’s
elecironic return and, if applicable, the organization's consant to electronic funds withdrawal.

Officar's PIN: chock one box only

) authorize KEMG LLP to enter my PIN EEB as my signalure
ERO firm name Entar fiva numbars, but

do oot enter all 2eroe
on the organization's tax year 2013 elecironically filed retum. If | have indicaled within this return thal & copy of the return ls
being fited with a stale agency(les) ragulating charities as part of the IRS Fed/State program, | also authorize the aforementioned
ERO to anler my PIN on the return's disclosure consent screen.

L__I As an officer of the organlzation, | will enter my PIN as my signature on the organization's 1ax year 2013 elactronically fied return.
17 | have indicated within this return that a copy of the return is being fied with a stete agency(ies) regulating charities as part of
the [RS Fed/SLafe program, | will enter my PIN on the return's disclosure consent screen.

Officor's signature P @1\&—\ Oule Q{?b!l_g

CEHRIN  Certificatiorn and Authentication

ERO's EFIN/PIN. Enler your six-digit eleclronic filing identificalion | _J
number {EFIN) followed by your five-digit self-selected PIN, 5141012(8]0]12]2]110(2
de net entar all zeros

I certify that the sbove numaric entry is my PIN, which is my signature on the 2013 elactronically filed return (or the arganizalion
indicated above. | confirm that | am submitting this return in accardance with the requirements of Pub. 4183, Modemized e-File (MaF}
Information for Authorized IRS e-fife Providers for Busineas Relums

ERO® signaturs W }7_7@_{&@(_ ﬁ . /@Z‘Zmuh oate p 7. /.;24__9/ /5

ERO Must Retain This Form - See Instructions
Do Not Submit This Form To the IRS Unless Requested To Do So
For Paperwork Reduction Act Notice, sae back of form, fom BB79-EO (2011

JS
IE1678 1 O

32068H 2502 V 13-7.15 1793311 PAGE 2



Electronic Filing

Cumulative e-File History 2013

Federal

Locator:

32068H

Taxpayer Name:

THE UNION MEMORIAL HOSPITAL, INC.

Return Type:

990, 990 & 390T (Corp}

Submitted Date:

05/06/2015 16:00:32

Acknowledgement Date:

05/06/2015 16:26:42

Status:

Rejected

Submission 1D:

54028020151265000015

Submitted Date:

05/07/2015 11:40:24

Acknowledgement Date:

05/07/2015 11:57:13

Status:

Accepted

Submission ID:

54028020151275000002

Page 1 of 1

https://gosystemrs.fasttax.com/ElfCumulativeHistory.asp?Acct=2502& Year=2013&Loc=32... 5/7/2015



