Return of Organization Exempt From Income Tax

Form 9 9 O Under section 501(c), 527, or 4947(a)(1) of the Internal Revenue Code (except private foundations)
Department of the Treasury P Do not enter Social Security numbers on this form as it may be made public. Open to Public
Internal Revenue Service P> Information about Form 990 and its instructions is at www.irs.gov/form990. Inspection
A For the 2016 calendar year, or tax year beginning 07/01, 2016, and ending 06/30,20 717
C Name of organization D Employer identification number
B creecitumiat: | 1p UNTON MEMORIAL HOSPITAL
Cnees Doing Business As MEDSTAR UNION MEMORIAL HOSPITAL 52-0591685
Name change Number and street (or P.O. box if mail is not delivered to street address) Room/suite E Telephone number
Initiat retum 201 EAST UNIVERSITY PARKWAY (410) 772-6721
Terminated City or town, state or province, country, and ZIP or foreign postal code
Amended BALTIMORE, MD 21218 G Grossreceipts $ 463,029, 985,
Application | F Name and address of principal officer: BRADLEY CHAMBERS H(a) Is this a group return for Yes | X | No
pending subordinates?
201 EAST UNIVERSITY PARKWAY BALTIMORE, MD 21218 H(b) Are all subordinates included? B Yes H No
|  Tax-exempt status: ] X | 501(c)(3) ] l 501(c) ( ) « (insertno.) ] | 4947(a)(1) or l ]527 If "No," attach a list. (see instructions)
J Website: p WWW.UNIONMEMORIAL.ORG H(c) Group exemption number
K Form of organization: , X l Corporation | ] Trustl l Association l l Other B> I L Year of formation: 1854' M State of legal domicile: ~ MD
Summary
1 Briefly describe the organization’s mission or most significant activities: ‘TO BE A COMPREHENSIVE HOSPITAL WITH
] REGIONAL SPECIALTY SERVICES OF DISTINCTION AND QUALITY COMMUNITY
5|  SERVICES, ALL ENHANCED BY CLINICAL EDUCATION & RESEARCH. ____ "= """ """
§ 2 Check this box P D if the organization discontinued its operations or disposed of more than 25% of its net assets.
3| 3 Number of voting members of the governing body (Part Vi, line1a) |, , . . . . . ... .. ... ... .... 3 24.
ﬁ 4 Number of independent voting members of the governing body (Part Vi, line1b) . _ . . . . . . . . . ... ... 4 15.
S| 5 Total number of individuals employed in calendar year 2016 (PartV, lne 2a), . . . . . . . . . . . . .. 5 2,595.
'% Total number of volunteers (estimate if necessary) | . . . . . . . . o ot 6 130.
<1 7a Total unrelated business revenue from Part VIll, column (C), ine 12 | . . . . . . . . .. .. ... ... ... 7a 462,691.
b Net unrelated business taxable income from Form 990-T, iNe34 . . . . . . o . v i v v v v v v s v s s 7b -91,742.
Prior Year Current Year
o»| 8 Contributionsandgrants (Part VIl line1h), _ . . . . . .. .. ... 2,582,734. 3,607,904.
g 9 Program service revenue (Part VIl line2g). . . . . . . .. ... .. PUBLCI(?TJS;(I:ETION 437,142,505, 456,497,307.
8 10 Investment income (Part VIil, column (A), lines 3,4, and 7d) , _ . . . 987,920. 1,531,149.
11 Other revenue (Part VIIl, column (A), lines 5, 6d, 8¢, 9c, 10c, and 11e), . . . . . . .. ... 4,045,348. 1,393,625.
12 Total revenue - add lines 8 through 11 (must equal Part VIil, column (A), line 12). . . . . . . 444,758,507. 463,029,985,
13 Grants and similar amounts paid (Part IX, column (A), lines 1-3) , , . . . . . . .. . .. .. 0. 0.
14 Benefits paid to or for members (Part IX, column (A), lined) . . . . . . . . ... ... ... 0. 0.
w115  Salaries, other compensation, employee benefits (Part IX, column (A), lines 6-10), , | , . . . 201,507, 246. 223,380,418.
g 16a Professional fundraising fees (Part IX, column (A), line 11e) , . . . . . . . .. . . .. ... 0. 0.
£| b Total fundraising expenses (Part IX, column (D), ine 28) p ¢ 6,663.
“117  Other expenses (Part IX, column (A), lines 11a-11d, 11f-24e) _ . . . . . . . 234,758,224. 224,404,364,
18 Total expenses. Add lines 13-17 (must equal Part IX, column (), ine25) | . . . . .. . .. 436,265,470. 447,784,782.
18 Revenue less expenses. Subtractline 18 fromline 12, . o v v v v v v v u v o v e e e e 8,493,037. 15,245,203.
8 § Beginning of Current Year End of Year
’g‘—E 20 Totalassets (PartX line16) . | | | . . ... ... ... 202,424,790, 200,739,664.
28121 Total liabilities (Part X, ine 26) . . . . . . . .. ... 59,269,627. 57,006,308.
25122 Net assets or fund balances. Subtract fine 21 from i€ 20, . . . . o\ v v v s s s s 143,155,163. 143,733,356.

Signature Block

Under penalties of perjury, | declare that | have examined this retum, including accompanying schedules and statements, and to the best of my knowledge and belief, it is
true, correct, and completg~Declaration of preparer (other than officer) is based on all information of which preparer has any knowledge.

v
o
-

. } \QL/{? E)‘x—cm 5 / | O/ 18
Sign Signature off officer /i Date
Here JOEL BRYAN VP/TREASURER
Type or print name and title

Print/Type preparer's name Preparer's signature Date Check i PTIN
Paid ([QP\ Sj\ijpf AL 05/09/2018 se:-ZmIKJe;
Preparer JG WHITE /7;"‘ . L ploy! P01498698
Use Only Firm's name P KPMG LLP N FrmsEN B 13-5565207

Firm's address P> 1676 INTERNATIONAL DRIVE, MCLEAN, VA 22102 Phone no. 703-286-8000
May the IRS discuss this return with the preparer shown above? (seeinstructions) | . . . . . . . . . . . . . . .. ..... ‘ll Yes l_] No
For Paperwork Reduction Act Notice, see the separate instructions. Form 990 (2016)
JSA

BE1065 1.000
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Fm 83868 Application for Automatic Extension of Time To File an

(Rev. January 2017) Exempt Organization Return OMB No. 1545-1709
Department of the Treasury P File a separate application for each return.
Internal Revenue Service » Information about Form 8868 and its instructions is at www.irs.gov/form8868.

Electronic filing (e-file). You can electronically file Form 8868 to request a 6-month automatic extension of time to file any of the
forms listed below with the exception of Form 8870, Information Return for Transfers Associated With Certain Personal Benefit
Contracts, for which an extension request 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, click on Charities & Non-Profits, and click on e-file for Charities and Non-Profits.

Automatic 6-Month Extension of Time. Only submit original (no copies needed).
All corporations required to file an income tax return other than Form 990-T (including 1120-C filers), partnerships, REMICs, and trusts
must use Form 7004 to request an extension of time to file income tax returns.

Enter filer's identifying number, see instructions

Name of exempt organization or other filer, see instructions. Employer identification number (EIN) or
Type or
print THE UNION MEMORIAL HOSPITAL 52-0591685
52‘: Z);:Z?or Number, street, and room or suite no. If a P.O. box, see instructions. Social security number (SSN)
filing your 201 EAST UNIVERSITY PARKWAY
ifr?::::a?;es City, town or post office, state, and ZIP code. For a foreign address, see instructions.

BALTIMORE, MD 21218
Enter the Return Code for the return that this application is for (file a separate application foreachreturn) . . . . . . . . . ... |_O.|1_|
Application Return | Application Return
Is For Code |Is For Code
Form 990 or Form 990-EZ 01 Form 990-T (corporation) 07
Form 990-BL 02 Form 1041-A 08
Form 4720 (individual) 03 Form 4720 (other than individual) 09
Form 990-PF 04 Form 5227 10
Form 990-T (sec. 401(a) or 408(a) trust) 05 Form 6069 11
Form 990-T (trust other than above) 06 Form 8870 12

JOEL BRYAN
e The books are inthe care of B 10980 GRANTCHESTER WAY COLUMBIA MD 21044

Telephone No. B _ 410 772-6721 FaxNo. »
e If the organization does not have an office or place of business in the United States, check thisbox , _ . . . .. . ....... | I:I
o |f this is for a Group Return, enter the organization's four digit Group Exemption Number (GEN) . If thisis
for the whole group, check thisbox | . ., . | 4 D . If it is for part of the group, check thisbox _ . . . . . | 3 |___J and attach
a list with the names and EINs of all members the extension is for.
1 Irequest an automatic 6-month extension of time until 05/15 ,2018 _, tofile the exempt organization return

for the organization named above. The extension is for the organization’s return for:

> calendar year 20 or
> tax year beginning 07/01 ,2016 _, and ending 06/30_,2017 .

2  |f the tax year entered in line 1 is for less than 12 months, check reason: [:l Initial return l:] Final return
Change in accounting period

3a 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. 3al$ 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. 3bl|$ 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. 3¢c|$ 0.

Caution. If you are going to make an electronic funds withdrawal (direct debit) with this Form 8868, see Form 8453-EO and Form 8879-EO for payment
instructions.
For Privacy Act and Paperwork Reduction Act Notice, see instructions. Form 8868 (Rev. 1-2017)

JSA

6F8054 2.000
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THE UNION MEMORIAL HOSPITAL
Form 990 (2016)

52-0591685

Statement of Program Service Accomplishments
Check if Schedule O contains a response or note to any line in this Part Il

1 Briefly describe the organization's mission:
ATTACHMENT 1

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

prior Form 990 or 980-EZ?
If "Yes," describe these new services on Schedule O.

oo [ ves [Xno

3 Did the organization cease conducting, or make significant changes in how it conducts, any program

If "Yes," describe these changes on Schedule O.

DYes No

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

the total expenses, and revenue, if any, for each program service reported.

4a (Code: )(Expenses $§ 341,222,049, including grants of $ ) (Revenue $
ATTACHMENT 2

453,066,975. )

4b (Code: ) (Expenses $ 17,141,419, including grants of § ) (Revenue $
MEDSTAR UNION MEMORIAL PROVIDED $17.1M IN HEALTH PROFESSIONS

146,650, )

EDUCATION IN FISCAL YEAR 2017. THIS CATEGORY INCLUDES TRAINING IN

GRADUATE MEDICAL EDUCATION, EDUCATION FOR PHYSICIANS, MEDICAL

STUDENTS, NURSES, AND OTHER HEALTH PROFESSIONS.

4c (Code: ) (Expenses $ 6,152, 041. including grants of $ ) (Revenue $
MEDSTAR UNION MEMORIAL PROVIDED $6.1M IN SUBSIDIZED (MISSION

2,903,100. )

DRIVEN) HEALTH SERVICES IN FISCAL YEAR 2017. 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, AND WOMEN'S AND CHILDREN'S SERVICES.

4d Other program services (Describe in Schedule O.)
(Expenses $ including grants of $ ) (Revenue $

4e Total program service expenses b 364,515,5009.

éEﬁOZOT.OOD
32068H 2502 v 16-7.17 1793311

Form 990 (2016)
PAGE 3



THE UNION MEMORIAL HOSPITAL 52-0591685

Form 990 (2016)

1

Page 3
. Checklist of Required Schedules
Yes | No
Is the organization described in section 501(c)(3) or 4947(a)(1) (other than a private foundation)? /f "Yes,”
complete Schedule A. . . . & i i i e e e e e e e e e e e e e e e e e e e e e e e e e e 1 X
Is the organization required to complete Schedule B, Schedule of Contributors (see instructions)?. . . . . ... .. 2 X
Did the organization engage in direct or indirect political campaign activities on behalf of or in opposition to
candidates for public office? If "Yes,"complefe Schedule C,Part!. . . . . . . . . . . i i it innnnns 3 X
Section 501(c)(3) organizations. Did the organization engage in lobbying activities, or have a section 501(h)
election in effect during the tax year? If "Yes," complete Schedule C,Part!l. . . . . . . . . . . . ... ... 4 X
Is the organization a section 501(c)(4), 501(c)(5), or 501(c)(6) organization that receives membership dues,
assessments, or similar amounts as defined in Revenue Procedure 98-19? If "Yes,” complete Schedule C,
Part Il . e e e e e e e s e e e e e e e e e e e e e e e e e e e 5 X
Did the organization maintain any donor advised funds or any similar funds or accounts for which donors
have the right to provide advice on the distribution or investment of amounts in such funds or accounts? If
"Yes,"complete Schedule D, Part]. . . . . .« « o i i i i e e e e e e e e e e 6 X
Did the organization receive or hold a conservation easement, including easements to preserve open space,
the environment, historic land areas, or historic structures? /f "Yes,” complete Schedule D, Part!l. . . .. ... .. 7 X
Did the organization maintain collections of works of art, historical treasures, or other similar assets? /f "Yes,”
complete Schedule D, Partlll . . . . . @ v v v i i e e e e e e e e e e e e e e e e e e e e e e e e 8 X
Did the organization report an amount in Part X, line 21, for escrow or custodial account liability, serve as a
custodian for amounts not listed in Part X; or provide credit counseling, debt management, credit repair, or
9 X

10

11

12a

13
14a

15

16

17

18

19

debt negotiation services? If "Yes,” complete Schedule D, Part IV . . . . . (. . i i i i e e
Did the organization, directly or through a related organization, hold assets in temporarily restricted
endowments, permanent endowments, or quasi-endowments? /f "Yes,” complete Schedule D, Part V. . . . . ..
If the organization’s answer to any of the following questions is "Yes," then complete Schedule D, Parts V|,
VI, VIIL, X, or X as applicable.

Did the organization report an amount for land, buildings, and equipment in Part X, line 10?7 If "Yes”
complete Schedule D, Part VI . . . . . . @ i i i i i e e e e e e e e e e e e e e e e e e e e
Did the organization report an amount for investments-other securities in Part X, line 12 that is 5% or more
of its total assets reported in Part X, line 16? If "Yes," complete Schedule D, Part VIl . . . . . . ... ... .. ...
Did the organization report an amount for investments-program related in Part X, line 13 that is 5% or more
of its total assets reported in Part X, line 167 If "Yes," complete Schedule D, Part Vill . . . . . . ... ... .....
Did the organization report an amount for other assets in Part X, line 15 that is 5% or more of its total assets
reported in Part X, line 16? If "Yes,"complete Schedule D, Part IX . . . . . . . . . . . . @ i v i it
Did the organization report an amount for other liabilities in Part X, line 257 If "Yes, " complete Schedule D, Part X , , . . . ..
Did the organization's separate or consolidated financial statements for the tax year include a footnote that addresses
the organization's liability for uncertain tax positions under FIN 48 (ASC 740)? If "Yes," complete Schedule D, Part X . . . . . .
Did the organization obtain separate, independent audited financial statements for the tax year? If "Yes " complete
Schedule D, Parts X1and Xll, . . v« v 0 v o i i i e e e i s e e e e e e e e e e e e e e e e e e e s
Was the organization included in consolidated, independent audited financial statements for the tax year? If
"Yes,” and if the organization answered "No" to line 12a, then completing Schedule D, Parts XI and Xil is optional .

Did the organization have aggregate revenues or expenses of more than $10,000 from grantmaking,
fundraising, business, investment, and program service activities outside the United States, or aggregate
foreign investments valued at $100,000 or more? If "Yes,” complete Schedule F, Partsland IV, . . . ... .. ..
Did the organization report on Part IX, column (A), line 3, more than $5,000 of grants or other assistance to or
for any foreign organization? If "Yes,” complete Schedule F, Partslland IV . . . . . . . ... . .. . v
Did the organization report on Part IX, column (A), line 3, more than $5,000 of aggregate grants or other
assistance to or for foreign individuals? If "Yes,” complete Schedule F, Partsllfand IV . . . . . .. ... .... ..
Did the organization report a total of more than $15,000 of expenses for professional fundraising services on
Part IX, column (A), lines 6 and 11e? If "Yes," complete Schedule G, Part | (see instructions). . . . ... .. .. ..
Did the organization report more than $15,000 total of fundraising event gross income and contributions on
Part Vi, lines 1c and 8a? If "Yes," complete Schedule G, Partll . . . . . . . . . @ i ' i i i i i i et e e e e
Did the organization report more than $15,000 of gross income from gaming activities on Part VIil, line 9a?
If "Yes,” complete Schedule G, Part Il .« . v v o v i o i v i i e e e e e u e s s e s s e e s e e e e s

11a| X
11b X
11c¢c X
11d X
11e| X
11f X
12a X
12b X
13 X
14a X
14b X
15 X
16 X
17 X
18 X
19 X

JSA
6E1021 1.000
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Form 990 (2016)
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THE UNION MEMORIAL HOSPITAL 52-0591685

Form 990 (2016) page 4
Checklist of Required Schedules (confinued)
Yes | No
20a Did the organization operate one or more hospital facilities? If "Yes,” complete Schedule H, . . . . ... .. ... 20a; X
b If "Yes" to line 20a, did the organization attach a copy of its audited financial statements to this return?. . . . . . 20b] X
21 Did the organization report more than $5,000 of grants or other assistance to any domestic organization or
domestic government on Part [X, column (A), line 1? If "Yes," complete Schedule I, Partsland Il . . . . . ... .. 21 X
22  Did the organization report more than $5,000 of grants or other assistance to or for domestic individuals on
Part IX, column (A), line 27 If "Yes,”" complete Schedule I, Parts land Ill. . . . . . . . v i v i v v i i i i e u 22 X
23 Did the organization answer "Yes" to Part VII, Section A, line 3, 4, or 5 about compensation of the
organization's current and former officers, directors, trustees, key employees, and highest compensated
employees? If "Yes,"complete Schedule d . . . . . .« o i e e e e e e e e e e e 23 X
24a Did the organization have a tax-exempt bond issue with an outstanding principal amount of more than
$100,000 as of the last day of the year, that was issued after December 31, 20027 /f "Yes,” answer lines 24b
through 24d and complete Schedule K If 'No,"gotoline 25a. . . . . . v v i i v i i i e e e e e e e e e e et 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
to defease any tax-exempt bonds? . . . . . . L L. L L e e e e e e e e e e 24c
d Did the organization act as an "on behaif of" issuer for bonds outstanding at any time during the year? . . . . . . 24d
25a Section 501(c)(3), 501(c)(4), and 501(c)(29) organizations. Did the organization engage in an excess benefit
transaction with a disqualified person during the year? If "Yes," complete Schedule L, Part! . . . . . . . ... .. 25a X
b Is the organization aware that it engaged in an excess benefit transaction with a disqualified person in a prior
year, and that the transaction has not been reported on any of the organization's prior Forms 990 or 990-EZ?
If "Yes,"complete Schedule L, Part! . . . . . . . . i e e e e e e e e 25b X
26 Did the organization report any amount on Part X, line 5, 8, or 22 for receivables from or payables to any
current or former officers, directors, trustees, key employees, highest compensated employees, or
disqualified persons? If "Yes,” complete Schedule L, Part Il . . . . . . . . i i i v it e et e e e e 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 to a 35% controlled
entity or family member of any of these persons? /f "Yes,” complete Schedule L, Partil. . . . .. .. ... .... 27 X
28  Was the organization a party to a business transaction with one of the following parties (see Schedule L,
Part IV instructions for applicable filing thresholds, conditions, and exceptions):
a A current or former officer, director, trustee, or key employee? If "Yes,” complete Schedule L, Part IV . . . .. .. 28a; X
b A family member of a current or former officer, director, trustee, or key employee? If "Yes,” complete
Schedule L, Part IV. . . . . o i i e e e e e e e e e e e e e e e e e e e e 28b X
¢ An entity of which a current or former officer, director, trustee, or key employee (or a family member thereof)
was an officer, director, trustee, or direct or indirect owner? If "Yes," complete Schedule L, PartIV. . . . . .. .. 28¢ X
29  Did the organization receive more than $25,000 in non-cash contributions? If "Yes," complete Schedule M. . . . | 29 X
30 Did the organization receive contributions of art, historical treasures, or other similar assets, or qualified
conservation contributions? If "Yes," complete Schedule M. . . . . . . . . . . e e e 30 X
31 Did the organization liquidate, terminate, or dissolve and cease operations? If "Yes," complete Schedule N,
o T G 31 X
32 Did the organization sell, exchange, dispose of, or transfer more than 25% of its net assets? If "Yes,”
complete Schedule N, Part Il . . . . . . . o i i e e e e e e e e e e e e e 32 X
33 Did the organization own 100% of an entity disregarded as separate from the organization under Regulations
sections 301.7701-2 and 301.7701-3? If "Yes,"complete Schedule R, Part] . . . . . . . . . i v v v v v v v v 33 X
34  Was the organization related to any tax-exempt or taxable entity? If "Yes,” complete Schedule R, Part II, Il
oriV,and Part V Iine 1. . v o v v i i e e e i e e e e e e e e e e e e e e e e e e e e e e e e e e 34 X
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? If "Yes," complete Schedule R, Part V, line 2 . . . . . 35b| X
36  Section 501(c)(3) organizations. Did the organization make any transfers to an exempt non-charitable
related organization? If "Yes,” complete Schedule R Part V, Iine 2 . . . . . . . v v v v v i it et e e 36 X
37 Did the organization conduct more than 5% of its activities through an entity that is not a related organization
and that is treated as a partnership for federal income tax purposes? I "Yes," complete Schedule R,
e 2 Y 37 X
38 Did the organization complete Schedule O and provide explanations in Schedule O for Part V|, lines 11b and
197 Note. All Form 990 filers are required to complete Schedule O. 38 X
Form 990 (2018)
JSA

SE1030 1.000
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Form 990 (2016)

THE UNION MEMORIAL HOSPITAL 52-0591685

Statements Regarding Other IRS Filings and Tax Compliance
Check if Schedule O contains a response or note to any line in this Part V

2a

3a

4a

5a

6a

oTQ ™o Qo

12a

13

c
14a
b

Enter the number reported in Box 3 of Form 1096. Enter -0-if not applicable. . . . . ... .. 1a 0.
Enter the number of Forms W-2G included in line 1a. Enter -0- if not applicable., . . . ... .. 1b 0.
Did the organization comply with backup withholding rules for reportable payments to vendors and
reportable gaming (gambling) winnings to prize winners?
Enter the number of employees reported on Form W-3, Transmittal of Wage and Tax

Statements, filed for the calendar year ending with or within the year covered by this return. . I 2a l 2,595
If at least one is reported on line 2a, did the organization file all required federal employment tax returns?
Note. If the sum of lines 1a and 2a is greater than 250, you may be required to e-file (see instructions)
Did the organization have unrelated business gross income of $1,000 or more during the year?
If "Yes," has it filed a Form 990-T for this year? If "No" to line 3b, provide an explanation in Schedule O. . . . . . ..
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
= oo o 11 311
If “Yes,” enter the name of the foreign country: p
See instructions for filing requirements for FInCEN Form 114, Report of Foreign Bank and Financial Accounts
(FBAR).

Did any taxable party notify the organization that it was or is a party to a prohibited tax shelter transaction?
If "Yes" to line 5a or 5b, did the organization file Form 8886-T2, . . . . . . . . . . i i it v i i i i e e oo e
Does the organization have annual gross receipts that are normally greater than $100,000, and did the
organization solicit any contributions that were not tax deductible as charitable contributions?
If "Yes," did the organization include with every solicitation an express statement that such contributions or
gifts were not taxdeductible? . . . . . ... L L. e e e e e e e e e e
Organizations that may receive deductible contributions under section 170(c).

Did the organization receive a payment in excess of $75 made partly as a contribution and partly for goods
and services provided t0 the Payor? . . . . . . . i i L e e e e e e e e e e e e e e e e e e e s
If "Yes,” did the organization notify the donor of the value of the goods or services provided? . . .. ... .....
Did the organization sell, exchange, or otherwise dispose of tangible personal property for which it was
required to file Form 82827
If "Yes," indicate the number of Forms 8282 filed during the year
Did the organization receive any funds, directly or indirectly, to pay premiums on a personal benefit contract?

If the organization received a contribution of qualified intellectual property, did the organization file Form 8899 as required?
If the organization received a contribution of cars, boats, airplanes, or other vehicles, did the organization file a Form 1088-C?
Sponsoring organizations maintaining donor advised funds. Did a donor advised fund maintained by the
sponsoring organization have excess business holdings atany time duringtheyear?. . . . . . . . ... ... ...

Sponsoring organizations maintaining donor advised funds. k

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

Initiation fees and capital contributions included on Part Vill, line 12
Gross receipts, included on Form 990, Part VIli, line 12, for public use of club facilities. . . . .
Section 501(c)(12) organizations. Enter:

Gross income from membersorshareholders. . . . . .« v v v i s o i e e e
Gross income from other sources (Do not net amounts due or paid to other sources
against amounts due or received from them.) - « « « « v v v v v i e e e 11b
Section 4947(a)(1) non-exempt charitable trusts. Is the organization filing Form 890 in lieu of Form 10417
If "Yes," enter the amount of tax-exempt interest received or accrued during the year. . . . . . [ 12b I

Section 501(c)(29) qualified nonprofit health insurance issuers.

Is the organization licensed to issue qualified health plans in more thanonestate?. . . . . . ... ... ... ...
Note. See the instructions for additional information the organization must report on Schedule O.

Enter the amount of reserves the organization is required to maintain by the states in which
the organization is licensed to issue qualified health plans 13b
Enter the amount of reserves on hand 13¢
Did the organization receive any payments for indoor tanning services during the taxyear? . . ... ... ... ..
If "Yes," has it filed a Form 720 to report these payments? If "No." provide an explanation in Schedule O

10a
10b

11a

14a X

14b

JSA
B8E1040 1,000

Form 990 (2016)
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Form 990 (2016) THE UNION MEMORIAL HOSPITAL 52-0591685 Page 6
x:148"/8f Governance, Management, and Disclosure For each "Yes" response to lines 2 through 7b below, and for a "No"

response fto line 8a, 8b, or 10b below, describe the circumstances, processes, or changes in Schedule O. See instructions.
Check if Schedule O contains a response or noteto anylineinthisPartVl . . . . . .. ... . oo oo,

Section A. Governing Body and Management

1a

(4]

7a

a
b
9

Enter the number of voting members of the governing body at the end of the taxyear . . . . . 1a 2

If there are material differences in voting rights among members of the governing body, or if the governing
body delegated broad authority to an executive committee or similar committee, explain in Schedule O.

Enter the number of voting members included in line 1a, above, who are independent . . . . .
Did any officer, director, trustee, or key employee have a family relationship or a business relationship with

Did the organization delegate control over management duties customarily performed by or under the direct
supervision of officers, directors, or trustees, or key employees to a management company or other person? . .
Did the organization make any significant changes to its governing documents since the prior Form 990 was filed?. . . . . .
Did the organization become aware during the year of a significant diversion of the organization's assets?. . . .
Did the organization have members or stockholders? . . . . . .« . o v i i i i i e e
Did the organization have members, stockholders, or other persons who had the power to elect or appoint
one or more members of the governing body? . . . . . . . 0 i L e e e e e e e e e e e e e e
Are any governance decisions of the organization reserved to (or subject to approval by) members,

Did the organization contemporaneously document the meetings held or written actions undertaken during
the year by the following:

The governing body?. . . . . . o i i e e e e e e e e e e e e e e e e e e
Each committee with authority to act on behalf of the governingbody? . . . . . . .. ... ... ... .....

Is there any officer, director, trustee, or key employee listed in Part VII, Section A, who cannot be reached at
the organization's mailing address? If "Yes,"” provide the names and addresses in Schedule O, ., . . .. ... .. 9 X

8a | X

8b | X

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

10a
b

11a

12a

13
14
15

16a

Yes | No
10a X

Did the organization have local chapters, branches, oraffiliates? . . . . . . ... ... ... ... .. ......
If "Yes," did the organization have writien policies and procedures governing the activities of such chapters,
affiliates, and branches to ensure their operations are consistent with the organization's exempt purposes? . . .
Has the organization provided a complete copy of this Form 990 to all members of its governing body before filing the form? .
Describe in Schedule O the process, if any, used by the organization to review this Form 990.

Did the organization have a written conflict of interest policy? If "No,"gofoline 13 . . . . . . . .. . . . .. ..
Were officers, directors, or trustees, and key employees required to disclose annually interests that could give
riseto conflicts? . . o v L L e e e e e e e e e e
Did the organization regularly and consistently monitor and enforce compliance with the policy? If "Yes,”
describe in Schedule Ohow thiswas done . . . v v v v v v i e e e e e s e s e e e e e e e e
Did the organization have a written whistleblower policy?. . . . . . . . . . . . o o i i i i e
Did the organization have a written document retention and destruction policy?. . . . . . . . .. . .. .. ..
Did the process for determining compensation of the following persons include a review and approval by
independent persons, comparability data, and contemporaneous substantiation of the deliberation and decision?
The organization's CEO, Executive Director, or top managementofficial . . . . .. ... ... ... .......
Other officers or key employees of the organization . . . . . . . . . .. .. . .. i e
If "Yes" to line 15a or 15b, describe the process in Schedule O (see instructions).

Did the organization invest in, contribute assets to, or participate in a joint venture or similar arrangement
with ataxable entity duringthe year? . . . .« 0 v i i i i s e e e e e e e e e e e e e e e
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 sucharrangements? , . . . . . . .. .. . ...,

10b

Ma| X

12a| X

12b| X

12¢| X

16a| X
16b| X

Section C. Disclosure

17  List the states with which a copy of this Form 990 is required to be filed P
18  Section 6104 requires an organization to make its Forms 1023 (or 1024 if applicable), 990, and 990-T (Section 501(c)(3)s only)
available for public inspection. Indicate how you made these available. Check all that apply.
Own website D 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, address, and telephone number of the person who possesses the organization's books and records: p
JOEL BRYAN 10980 GRANTCHESTER WAY COLUMBIA, MD 21044 410-772-6721
JSA Form 990 (2016)
BE1042 1.000
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Form 990 (2016) THE UNION MEMORIAL HOSPITAL 52-0591685 page 7
ETRRYI8 Compensation of Officers, Directors, Trustees, Key Employees, Highest Compensated Employees, and
Independent Contractors
Check if Schedule O contains a response or note to anylineinthisPartVIl. . . .. .................
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.

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

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

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

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

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

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

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

©
(A) )] Position D) (E) F
Name and Title Average | (do notcheck more than one Reportable Reportable Estimated
hours per | box, unless person is both an compensation |compensation from amount of
week (list any| officer and a director/trustee) from related other
hoursfor o= sl ol =lex] o the organizations compensation
related |22 22189 5| organization | (W-2/1099-MISC) from the
organizations| 8 B | 5| & | 3|2 & | 8| (W-2/1099-MISC) organization
below dotted| & 2 § :3 8 g and related
line) g s 8 ‘% organizations
g2 2
@ g
o
(1)PETER J. SLOANE, M.D. 20.00
DIRECTOR 20.00} X 50,045. 0. 4,324.
(2JMICHAEL FIOCCO, M.D. 40.00
DIRECTOR 0.] X 727,293, 0. 14,989.
(3)CYNTHIA WEBB, M.D. 1.00
DIRECTOR 39.00| X 0. 498,107. 32,738.
(4)P. JUSTIN TORTOLANI, M.D. 40.00
DIRECTOR 0.] X 1,042,737. 0. 23,100.
(5)CHRISTOPHER D. KEARNEY, M.D. 40.00
DIRECTOR 0.1 X 154,396. 146,768. 12,649.
(6)DAVID NASRALLAH, M.D. 40.00
DIRECTOR 0.1 X 363,002. 0. 40,406.
(7)MICHAEL RANDOLPH, M.D. 1.00
DIRECTOR 0.] X 0. 0. 0.
(8)KENNETH A. SAMET 1.00
DIRECTOR 39.00| X 0. 7,675,042. 76,815.
(9)BRADLEY S. CHAMBERS 20.00
PRESIDENT/DIRECTOR 20.00| X X 559,724. 559,725. 42,754,
(10)DAVID NORRIS WILLIS 1.00
DIRECTOR 0.] X 0. 0. 0.
(11)EBEN D. FINNEY, TIII 1.00
DIRECTOR 0.] X 0. 0. 0.
(12)DERRICK A. ADAMS 1.00
DIRECTOR 0.] X 0. 0. 0.
(13)EILEEN AUEN 1.00
DIRECTOR 0.} X 0. 0. 0.
(14)NATHAN J. BIEL 1.00
DIRECTOR 0.] X 0. 0. 0.

JSA Form 990 (2016)

6E1041 1.000
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THE UNION MEMORIAL HOSPITAL

52-0591685

Form 990 (2016) Page 8
LAl  Section A, Officers, Directors, Trustees, Key Employees, and Highest Compensated Employees (continued)
(A) (8 (©) (D) E) F
Name and title Average Position Reportable Reportable Estimated
hours per (do not check more than one compensation | compensation from amount of
week (list any | bOX, unless person is both an from related other
hours for officer and a director/trustee) the organizations compensation
elaed |33 Z1R18 |58 || organization | (W-2/1099-MISC) from the
organizations = £ E 5 g 3 § § (W-2/1099-MISC) organization
belowdotted | 2 & | & Blac!|” and related
ling) 218 g1 organizations
e | = @ 3
g | g L
8| & @
8 2
2
15) SAVAS J. KARAS | 1 1.00]
CHATIR 0.] X 0 0. 0.
16) NANCY PERRY | _1.00]
DIRECTOR 0.1 X 0. 0 0.
17) JOBN A. WOLE | 3 1.00]
DIRECTOR 0.] X 0 0. 0.
18) CHRISTOPHER G. WUNDER | 1.00]
DIRECTOR 0.] X 0. 0 0.
19) WILLIAM F. RIENHOFE, IV _____ | 1 1.00]
DIRECTOR 0.] X 0. 0 0.
20) PETER R. FENWICK | _1.00]
DIRECTOR 0.} X 0. 0 0.
21) DRWN M. MOTOVIDLAK _________ j 1 1.00]
VICE CHAIR 0.] X 0 0. 0.
22) JAMES R. PAQUETTE | _1.00]
DIRECTOR 0.} X 0. 0 0.
23) CHRISTOPHER P. GIBSON | 1.00]
DIRECTOR (AS OF 11/2016) 0.] X 0. 0 0.
24) JEFFREY R. ELKIN | _1.00]
DIRECTOR (AS OF 11/2016) 0.] X 0. 0 0.
25) DEANA STOUT __________________|_20.00]
CHIEF FINANCIAL OFFICER 20.00 X 207,095. 207,095. 38,987.
1b Sub-total . . ... ... »| 2,897,197.| 8,879,642, 247,775.
¢ Total from continuation sheets to Part VII, SectionA , , . . . . ... . ... »| 7,087,504. 504,096. 233,613.
d Total(add lines1band1c) . . . . . . . . . . ... . i iinnnan > 9,984,701. 9,383,738. 481,388.

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

270

5

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 such individual

For any individual listed on line 1a, is the sum of reportable compensation and other compensation from the
organization and related organizations greater than $150,000? /f “Yes,” complete Schedule J for such
individual . . . o o e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e
Did any person listed on line 1a receive or accrue compensation from any unrelated organization or individual

for services rendered to the organization? /f “Yes,” complete Schedule J for such person

Section B. Independent Contractors

1

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

year.

(A)

Name and business address

(B)
Description of services

©
Compensation

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 »

40

JSA

B6E1055 2.000

32068H 2502

vV 16-7.17

1793311

Form 990 (2018)
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THE UNION MEMORIAL HOSPITAL 52-0591685

Form 990 (2016) Page 8
=EVsA'Il Section A, Officers, Directors, Trustees, Key Employees, and Highest Compensated Employees (confinued)

(A) (B) © (D) (E) (F)
Name and title Average Position Reportable Reportable Estimated
hours per (do not check more than one compensation |compensation from amount of
week (listany | DOX, unless person is both an from related other
hours for officer and a director/trustee) the organizations compensation
reed |83 | Z\ 215 (58| | organization | (W-2/1099-MISC) from the
arganizations = g_ E E g E g g (W-2/1099-MISC) organization
below dotted | Q & 5 g8 g = and related
line) Ch-a g1%8 organizations
sl= 8| 2
("l; c @
w =}
e g
2
26) STEPHEN KOENIGSBERG ____ | 20.00
VICE PRESIDENT 20.00 X 124,086. 124,086. 22,342.
27) SHARON BOTTCHER | 20.00]
VICE PRESIDENT 20.00 X 172,915, 172,915. 15,647,
28) FRANK EBERT, M.D. | 40.90]
PHYSICIAN 0. X 1,305,950. 0. 21,766.
29) HENRY BOUCHER, M.D. | 40.00]
PHYSICIAN 0. X 1,117,584. 0. 23,784.
30) ANAND MURTHI, M.D. | 40.00]
MEDICAL DIRECTOR 0. X 1,110,136. 0. 23,003.
31) JOHN wANG _____________________| 40.00]
CHIEF OF CARDIAC CATH LAB 0. X 995,417. 0. 23,049.
32) RICHARD LEVINE | 40.00]
PHYSICIAN 0. X 966,519. 0. 23,071.
33) Josepd sMITH | 40.00]
FORMER OFFICER 0. X 164,996. 0. 0.
34) STUART BELL | 40.00]
FORMER OFFICER 0. X 693,343. 0. 22,360.
35) CHERYL LUNNEN __ | 40.00
FORMER KEY EMPLOYEE 0. X 229,463. 0. 19,604.
b Substotal, L >
¢ Total from continuation sheets to Part VI, SectionA |, | ., , ., .. ... ... >
d Total(addlines1tband1c) . . . . . . . . . i o it i i i i i »
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 » 270

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 such individual . . . . . .. .. ... .. ... ..

4 For any individual fisted on line 1a, is the sum of reportable compensation and other compensation from the
organization and related organizations greater than $150,000? I/f “Yes,” complete Schedule J for such
INdividual . . . . e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e

5 Did any person listed on line 1a receive or accrue compensation from any unrelated organization or individual
for services rendered to the organization? If “Yes,” complete Schedule J forsuchperson . . . . . . .. v v v o v

Section B. Independent Contractors

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

(A) B) ©
Name and business address Description of services Compensation

2 Total number of independent contractors (including but not limited to those listed above) who received
more than $100,000 in compensation from the organization b
JSA Form 990 (2016)

6E1055 2.000
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Form 990 (2016) THE UNION MEMORIAL HOSPITAL 52-0591685 page 9
LliA1ll§ Statement of Revenue
Check if Schedule O contains aresponse ornoteto anylineinthisPart VIll. . . ... ... ... ............ D
(A) (B) © (D)

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

é’% 1a Federated campaigns . » . . .. .. | 12
32 b Membershipdues. + . + . . . .. .| 1b
gf ¢ Fundraisingevents . . . . ... . .| 1c
O®=8| d Related organizations « . . . ... .| 1d
g,,g, e Government grants (contributions) . . | 1e 624,823,
EE f Al other contributions, gifts, grants,
56 and similar amounts not included above . |_1f 2,983,081,
§§ Noncash contributions included in lines 1a-1f $ 33,288,
h_ Total. Addlines1a-1f . . « & & v v v v v v o v v v P
§ Business Code
% 2a NET PATIENT SERVICE REVENUE 621400 447,700,457, 447,319,875, 380,582,
% b PHARMACY 900099 7,557,205, 7,557,205,
‘é ¢ MEANINGFUL USE INCOME 900099 675,595, 675,595,
& d OTHER PHYSICIAN REVENUE 300099 564,050. 564, 050.
§1 e
2 f All other program service revenue . . . . .
o g Total. Addlines2a-2f . . . . . . . s v v .o ... .. P 456,497,307,
3 Investment income (including dividends, interest,
and other similaramounts). « « « v v v 4 v v v w ... B 435,494, 435,494,
4 Income from investment of tax-exempt bond proceeds . P 0.
5 Royalties . . . . . T
(i) Real (ii) Personal
6a Grossrents . . . . .. .. 436,241,
Less: rental expenses . . .
¢ Rental income or (loss) . . 436,241,
d Net rental incomeor (loss). « . . . . . N
7a Gross amount from sales of (1) Securities (i) Other
assets other than inventory 1,065,783, 29,872,
b Less: cost or other basis
and sales expenses . . . .
¢ Ganor(loss) . . .+ . .. 1,065,783.
d Netgainor(loss) « « « v v v v v v v v v v i e P
2 8a Gross income from fundraising
5 events (not including $
é of contributions reported on line 1c).
o See PartIV,line18 . . . . . ... ... a
§ Less: directexpenses . . . . ... ... b
¢ Net income or {loss) from fundraising events. . .
9a Gross income from gaming activities.
SeePart iV, linet18 ., ., . ... ... . a
b Less:directexpenses . . . . . . . . .. b
¢ Net income or (loss) from gaming activities. , .
10a Gross sales of inventory, less
returnsandallowances , . . ...... a 0.
b Less:costofgoodssold. . ....... b 0.
¢ Netincome or (loss) from sales of inventory, . . .. ... P
Miscellaneous Revenue Business Code
11a REBATE INCOME 900099 853,812, 853,812.
b PARKING LOT REVENUE 300099 415,841, 82,109. 333,732,
¢ OPERATING EXPENSE RECOVERY 300099 11,063. 11,063,
d Allotherrevenue . . . .. e e e e s 900099 -323,332. -323,332
e Total. Addlines11a-11d « + « «+ ¢ v v e v v v v v v .. P 957,384. ]
12 Total revenue, Seeinstructions. . . . . . . . . . . ... p 463,029,985, 456,116,725, 462, 691. 2,842,665,

JSA
6E1051 1.000 Form 990 (2016)
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Form 990 (20186)

THE UNION MEMORIAL HOSPITAL

52-0581685

Page 10

144V 8 Statement of Functional Expenses

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

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

Do not include amounts reported on lines 6b, 7b, Total g(\genses Progra(na1)servioe Managt(ag'l)ent and Funé?;ising
8b, 9b, and 10b of Part VIIl. expenses general expenses expenses
4 Grants and other assistance to domestic organizations
and domestic governments. See Part IV, line21 ., . . . 0.
2 Grants and other assistance to domestic
individuals. See Part IV, line22 . . . . . . . .. 0.
3 Grants and other assistance to foreign
organizations, foreign governments, and foreign
individuals. See Part IV, lines 156 and 16 , |, , , . 0.
Benefits paid toor formembers , |, , . . .. .. 0.
Compensation of current officers, directors,
trustees, and keyemployees , . . . ... ... 3,556,625. 3,294,826. 261,799.
6 Compensation not included above, to disqualified
persons (as defined under section 4958(f)(1)) and
persons described in section 4958(¢)(3)(B) ., , . . . . 164,996. 152,851. 12,145.
7 Other salariessandwages . _ . _ . . ... ... 187,451,189. 173,653,102. 13,798,087.
Pension plan accruals and contributions (include
section 401(k) and 403(b) employer contributions) 2,810,746. 2,603,850. 206,896.
9 Other employee benefits . . . . . . .. . ... 18,732,719. 17,353,823. 1,378,896.
10 PayrolltaXeS « « « v o v v v b e e e e 10,664,143. 9,756,126. 914,017.
11 Fees for services {non-employees):
a Management _ _ . . .. .. .. .. ... .. 40,428,213. 769,985. 39,658,228.
blegal , .. .......0oiuiiiirn.. 4,121. 4,121.
cAccounting , , . ... ... .. ... ... 0.
dlobbying . .., . ... ... 0.
e Professional fundraising services. See Part IV, line 17, 0.
f Investment managementfees , ., ., .. ... 0
g Other. (f line 11g amount exceeds 10% of line 25, column
{A) amount, list line 11g expenses on Schedule O). . v « + & 41’704’008' 36'802'170‘ 4'901'838‘
12 Advertising and promotion , , . . . ... ... 358,410. 25,502. 332,908.
13 OffiCeeXpenses . v v v v v o v v v v o nu s 3,071,528. 2,881,648. 188,491. 1,389.
14 [nformation technology. . . . . . . . ... .. 0.
15 Royalties, . . v v it 0.
18 OCCUPANCY . . . o o o o e e 2,712,133. 2,437,539. 274,020. 574.
17 Travel . . v e e e e 524,054. 451,657, 72,397.
18 Payments of travel or entertainment expenses
for any federal, state, or local public officials 0.
19 Conferences, conventions, and mestings . ., . . 216,170. 187,285. 28,885.
20 INErest . . . i .. e 2,757,580. 2,757,580.
21 Payments toaffiliates, . . . . ... ... ... 0.
22 Depreciation, depletion, and amortization | . . . 17,184,317, 7,427,099, 9,754,9009. 2,309.
23 INSUTAMCE | . o ot e e e e e e e e e 6,870,459, 997,932. 5,872,527.
24 Other expenses. ltemize expenses not covered
above (List miscellaneous expenses in line 24e. If
line 24e amount exceeds 10% of line 25, column
(A) amount, list line 24e expenses on Schedule O.)
aMEDICAL / SURGICAL SUPPLIES 57,807,694. 58,032,529. ~224,835.
pIMPLANTS/PROSTHESES 27,546,111. 27,514,583. 31,528.
cMAINTENANCE 7,211,553. 6,784,775. 426,778.
dUTILITIES 5,157,472. 4,698,491. 458,577. 404.
e All other expenses 10,850,541. 8,695,736. 2,152,818. 1,987.
25 447,784,782. 364,515,509. 83,262,610. 6,663.

Total functional expenses. Add lines 1 through 24e

26

Joint costs. Complete this line only if the
organization reported in column (B) joint costs
from a combined educational campaign and

fundraising solicitation. Check here p if
following SOP 98-2 (ASC 958-720), . . .. .. 0.
JSA
6E1052 1.000 Form 990 (201
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THE UNION MEMORIAL HOSPITAL 52-0591685
Form 990 (2016) Page 11
Balance Sheet
Check if Schedule O contains a response or note to anylineinthisPart X. . .. ... ... .. ... ...... [ ]

(A) (B8)
Beginning of year End of year
1 Cash-non-interestbearing .. ... ... 168,085.[ 1 4,115.
2 Savings and temporary cashinvestments, . .. .. .. .. .. .. 0.l 2 0.
3 Pledges and grants receivable, net ... ... ... ... 968,283.] 3 1,334,948.
4 Accountsreceivable,net | 55,715,293.| 4 50,931,985.
§ Loans and other receivables from current and former officers, directors,
trustees, key employees, and highest compensated employees.
Complete Partit of Schedule L . . . . ... ... ... ... ... 0.l & 0.
6 Loans and other receivables from other disqualified persons (as defined under section
4958(f)(1)), persons described in section 4958(c)(3)(B), and contributing employers
and sponsoring organizations of section 501(c)(9) voluntary employees' beneficiary
® organizations (see instructions). Complete Part Il of Schedule L., . . . 0.l 6 0.
‘3‘ 7 Notes and loans receivable,net . ... .. ... ... 8,3%2., 7 0.
&| 8 Inventoriesforsaleoruse . ... .. ... ... ... ... .. 6,843,571.] 8 7,329,863,
9 Prepaid expenses and deferredcharges . ., .. ... ... .......... 1,600,906.| 9 1,002,987.
10a Land, buildings, and equipment: cost or
other basis. Complete Part Vi of Schedule D 10a 352,723,157.
b Less: accumulated depreciation. . . . . . . ... 10b| 279,355,251, 74,002,500.|{10¢c 73,367,906.
11 Investments - publicly traded securities . , ., . .. ... .. .. ... . ... 0.1 0.
12  Investments - other securities. See Part IV, line 11, . . . .. ... ... .. 58,750,354.] 12 66,224,412,
13 Investments - program-related. See Part IV, line 11 . . . ... .. .. 0. 13 0.
14 Intangible @SSEtS . . . . . .. . 0.[ 14 0.
156 Otherassets. See Part IV, line 11 . . . . . ... . . . . . . ... . ... 4,367,406.] 15 543,448,
16 Total assets. Add lines 1 through 15 (mustequalline34) .. ... ... .. 202,424,790.| 16 200,739, 664.
17  Accounts payable and accruedexpenses, ., ., . ... .. ... ... ... . 31,384,658.]| 17 27,641,411,
18 Grantspayable . . . . . ... .. 1,287,087.] 18 2,408,219.
19 Deferred revenue . . . . . ... ... . ... ... 19,667.]19 2,518,111.
20 Tax-exemptbond liabilites , , . . . . .. ... ... ... . ... ... 0.] 20 0.
21 Escrow or custodial account liability. Complete Part IV of Schedule D _ | | | 0. 21 0.
$£122 Loans and other payables to current and former officers, directors,
s trustees, key employees, highest compensated employees, and
:(‘3 disqualified persons. Complete Partll of Schedule L _ . . . . . .. ... .. 0. 22 0.
=123 Secured mortgages and notes payable to unrelated third parties | . . . . . . 0. 23 0.
24 Unsecured notes and loans payable to unrelated third parties, , . . . . . .. 0. 24 0.
25  Other liabilities (including federal income tax, payables to related third
parties, and other liabilities not included on lines 17-24). Complete Part X
of Schedule D |, . . . .. ... . ... ... 26,578,215.) 25 24,438,567.
26 Total liabilities. Add lines 17 through25, . . . . . ... ... .. .. ... 59,269,627.| 26 57,006,308.
Organizations that follow SFAS 117 (ASC 958), check here P ll] and
4 complete lines 27 through 29, and lines 33 and 34.
% 27 Unrestricted netassets 112,173,641.] 27 109,638,777.
g 28 Temporarily restricted netassets ... ... 4,619,267.| 28 7,786,256,
e 29 Permanently restricted netassets, . . . . . .. . . . . . 26,362,255.] 29 26,307,323.
Z Organizations that do not follow SFAS 117 (ASC 958), check here P> D and
S complete lines 30 through 34.
13 30 Capital stock or trust principal, or currentfunds =~~~ ... .. 30
@131 Paid-in or capital surplus, or land, building, or equipmentfund = = 31
<132 Retained earnings, endowment, accumulated income, or other funds 32
2|33 Totalnetassetsorfundbalances _ . . . .. ... ... ... 143,155,163.] 33 143,733,356.
34 Total liabilities and net assets/fund balances, . . .. ... ... .. ... .. 202,424,790.| 34 200,739,664.

Form 990 (2018)
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THE UNION MEMORIAL HOSPITAL 52~-0591685

Form 990 (2016)
F1i®4] Reconciliation of Net Assets
Check if Schedule O contains a response or notetoanylineinthisPart XI. . . . . .. .. ... .. .. ....

1 Total revenue (must equal Part VIll, column (A), line 12) . . . . . . . . . .. o i i v v i v 1 463,029,985,
2 Total expenses (must equal Part IX, column (A), line25) . . . .. ... ... ... . ..o n.... 2 447,784,782.
3 Revenue less expenses. Subtractline2fromline 1. ... ... .. ... .« ... 3 15,245,203,
4 Net assets or fund balances at beginning of year (must equal Part X, line 33, coumn (A)) . . . .. 4 143,155,163,
5 Net unrealized gains (I0SSeS) ONINVESIMENES . . . v v v v v v v e v e et et e e e e e e s 5 5,609,852,
6 Donated servicesanduseoffacilities . . . . ... ... .. ... . .. o oo 6 0.
7 Investment eXPenSES . . . v v v v v i e e e e e e e e e e e e 7 0.
8 Priorperiod adjustments . . . . . . . ... e e e e e e e e 8 0.
9 Other changes in net assets or fund balances (explaininSchedule Q). . . . . .. ... .. .. .. 9 -20,276,862.
10 Net assets or fund balances at end of year. Combine lines 3 through 9 (must equal Part X, line
A L)) I T 10 143,733,356.
Financial Statements and Reporting
Check if Schedule O contains a response ornoteto anylineinthisPart XIl . . . .. . ... ... .. .....
Yes | No
1 Accounting method used to prepare the Form 890: E:] Cash Accrual D Other
If the organization changed its method of accounting from a prior year or checked "Other," explain in
Schedule O.
2a Were the organization's financial statements compiled or reviewed by an independent accountant?, , . , . .. 2a X
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 D Consolidated basis D Both consolidated and separate basis
b Were the organization's financial statements audited by an independent accountant? . . . . ... .. .. ... 2b | X
If "Yes," check a box below to indicate whether the financial statements for the year were audited on a
separate basis, consolidated basis, or both:
D Separate basis Consolidated basis D Both consolidated and separate basis
¢ If "Yes" to line 2a or 2b, does the organization have a committee that assumes responsibility for oversight
of the audit, review, or compilation of its financial statements and selection of an independent accountant? 2¢ | 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 . . . . o o v v v i i e e e s e e e e e e s 3a X
b If "Yes," did the organization undergo the required audit or audits? If the organization did not undergo the
required audit or audits, explain why in Schedule O and describe any steps taken to undergo such audits. 3b
Form 990 (2018)
JSA

6E1054 1.000

32068H 2502 vV 16-7.17 1793311

PAGE 14



SCHEDULE A Public Charity Status and Public Support OMB No. 1545-0047

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

Department of the Treasury P> Attach to Form 990 or Form 980-EZ. " “Open to Public
Internal Revenue Service B information about Schedule A (Form 890 or 890-EZ) and its instructions is at www.irs.gov/form990. BEEEIRERrirees
Name of the organization Empiloyer identification nmber

THE UNION MEMORIAL HOSPITAL 52-0591685

Reason for Public Charity Status (All organizations must complete this part.) See instructions.
The organization is not a private foundation because it is: (For lines 1 through 12, check only one box.)
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 (Form 990 or 990-EZ).)

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

. A medical research organization operated in conjunction with a hospital described in section 170(b)(1)}(A)(iii). Enter the
hospital's name, city, and state:

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

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

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

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

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

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

An agricultural research organization described in section 170(b)(1)(A)(ix) operated in conjunction with a land-grant college

or university or a non-land-grant college of agriculture (see instructions). Enter the name, city, and state of the college or

university:

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

receipts from activities related to its exempt functions - subject to certain exceptions, and (2) noc 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.)

11 An organization organized and operated exclusively to test for public safety. See section 509(a)(4).
12 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 in lines 12a through 12d that describes the type of supporting organization and complete lines 12e, 12f, and 12g.
Type I. A supporting organization operated, supervised, or controlled by its supported organization(s), typically by giving
the supported organization(s) the power to regularly appoint or elect a majority of the directors or trustees of the
supporting organization. You must complete Part IV, Sections A and B.
b Type Il A supporting organization supervised or controlled in connection with its supported organization(s), by having
control or management of the supporting organization vested in the same persons that control or manage the supported
organization(s). You must complete Part IV, Sections A and C.

N

~N o

w

[

c Type I functionally integrated. A supporting organization operated in connection with, and functionally integrated with,
its supported organization(s) (see instructions). You must complete Part IV, Sections A, D, and E.

d Type lil non-functionally integrated. A supporting organization operated in connection with its supported organization(s)
that is not functionally integrated. The organization generally must satisfy a distribution requirement and an attentiveness
requirement (see instructions). You must complete Part IV, Sections A and D, and Part V.

e ‘Check this box if the organization received a written determination from the IRS thatitis a Type I, Type ll, Type Hll
functionally integrated, or Type Il non-functionally integrated supporting organization.

f Enter the number of supported organizations., . . . . . . . . . . . . i e e e e e e e e e e e [____—:]

g Provide the following information about the supported organization(s).

(i) Name of supported organization (ii) EIN (iii) Type of organization | (iv) Is the organization| (v) Amount of monetary (vi) Amount of
(described on lines 1-10 [listed in your governing support (see other support (see
above (see instructions)) document? instructions) instructions)

Yes No

(A)

(B)

(€

(D)

(E)

Total

For Paperwork Reduction Act Notice, see the Instructions for Form 990 or 990-EZ. Schedule A {Form 990 or $90-EZ) 2016
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THE UNION MEMORIAL HOSPITAL 52-0591685
Schedule A (Form 990 or 990-EZ) 2016 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 Ili. If the organization fails to qualify under the tests listed below, please complete Part lll.)
Section A. Public Support
Calendar year (or fiscal year beginning in) » (a) 2012 (b) 2013 (c) 2014 (d) 2015 (e) 2016 (f) Total

1 Gifts, grants, contributions, and
membership fees received. (Do not

include any "unusual grants.”) . . ., ...
2 Tax revenues levied for the
organization's benefit and either paid
to or expended onits behalf , , , ., . ..

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

4 Total Add lines 1 through3, , . ... .

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

6  Public support. Subtract line 5 from line 4.

Section B. Total Support
Calendar year (or fiscal year beginning in) B (a) 2012 (b) 2013 (c) 2014 (d) 2015 (e) 2016 (f) Total

7 Amounts fromlined . . ... .....

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

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 sale of capital assets
(Explainin PartVl) . . .. ... ....

11  Total support. Add lines 7 through 10 _ |

12 Gross receipts from related activities, etc. (seeinstructions) . . . . . . . . . . . . 0 e e e e 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 thisboxand stop here . . . . . . . . 0 0 0 i i s e e e e e e e e e e e e e e e e e e e s e w e | D
Section C. Computation of Public Support Percentage
14 Public support percentage for 2016 (line 6, column (f) divided by line 11, column(f)) . . ... ... 14 %
15 Public support percentage from 2015 Schedule A, Part il fine14 . . . . . . ... ... ... .... 15 %
16a 331/3% support test - 2016. 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 , ., . ... ... ... ...... b
b 331/3% support test - 2015, If the organization did not check a box on line 13 or 16a, and line 15 is 331/3 % or more,
check this box and stop here. The organization qualifies as a publicly supported organization, , , . ... ..... ... > D

17a 10%-facts-and-circumstances test - 2016. 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 VI how the organization meets the "facts-and-circumstances” test. The organization qualifies as a publicly supported
OFGANIZALION . L L L .ttt e e e e e e e e e e e e e e e e e e e e » [

b 10%-facts-and-circumstances test - 2015. If the organization did not check a box on line 13, 16a, 16b, or 17a, and line

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

Explain in Part VI how the organization meets the "facts-and-circumstances” test. The organization qualifies as a publicly

sUppOrted Organization . . . . . L . i e e e e e e e e e e e e e e e e e e e e e e e e e > D
18 Private foundation. If the organization did not check a box on line 13, 16a, 16b, 17a, or 17b, check this box and see
NSTUCHONS | L L .ttt v vt e e e et e e e e e e e e e e e e e e e e e e e e e e e e » [ ]

Schedule A (Form 980 or 890-EZ) 2016
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THE UNION MEMORIAIL HOSPITAL 52-0591685
Schedule A (Form 990 or 980-EZ) 2016 Page 3

Support Schedule for Organizations Described in Section 509(a)(2)
(Complete only if you checked the box on line 10 of Part | or if the organization failed to qualify under Part Il.
If the organization fails to qualify under the tests listed below, please complete Part Il.)

Section A. Public Support
Calendar year (or fiscal year beginning in) P (a) 2012 (b) 2013 (c) 2014 (d) 2015 (e) 2016 (f) Total

1  Gifts, grants, contributions, and membership fees

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

2  Gross receipts from admissions, merchandise
sold or services performed, or facilities
furnished in any activity that is related to the
organization's tax-exempt purpose ., . . . . .

3  Gross receipts from activities that are not an

unrelated trade or business under section 513 ,

4 Tax revenues levied for the

organization’s benefit and either paid

to orexpended onitsbehalf . , . ..., .

5 The value of services or facilities

furnished by a governmental unit to the

organization without charge . . . .. ..

6 Total. Add lines 1 through 5. . . . ...

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

received from disqualified persons , . . .

b Amounts included on lines 2 and 3

received from other than disqualified

persons that exceed the greater of $5,000

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

¢ Addlines7aand7b. . . . . .. . ...

8 Public support. (Subfract line 7¢c from

lineB.) . o o v e e e e e
Section B. Total Support

Calendar year (or fiscal year beginning in) P (a) 2012 (b) 2013 (c) 2014 (d) 2015 (e} 2016 (f) Total

9 Amountsfromline6. . . .. ... ...

10a Gross income from interest, dividends,

payments received on securities loans,

rents, royalties and income from similar
SOUMCES . &« v v v v s v v v s & o o o v »

b Unrelated business taxable income (less
section 511 taxes) from businesses
acquired after June 30, 1975 _ , ., . ..

¢ Addlines10aand10b ., . ... ...

11 Net income from unrelated business
activities not included in line 10b,
whether or not the business is regularly
carfiedon « « ¢ 4 f h e hh d e e

12 Other income. Do not include gain or

loss from the sale of capital assets

(ExplaininPartVL) ., .. ... ....
13  Total support. (Add lines 9, 10c, 11,
and12) . . 0 o s s e e e e e
14 First five years. If the Form 990 is for the organization's first, second, third, fourth, or fifth tax year as a section 501(c)(3)
organization, check this box and stop here. . . . . . . . . . i i i i i st i e e vt e e e e e e e e e e e e e e e .
Section C. Computation of Public Support Percentage
16  Public support percentage for 2016 (line 8, column (f) divided by line 13, column (f)), . . . . .. .. .. ... 15 %
16  Public support percentage from 2015 Schedule A, Partlll, fine 15, . . . . . . ¢ v v v v v v v v v v v e n e 16 %
Section D. Computation of Investment Income Percentage
17 Investment income percentage for 2016 (line 10c, column (f) divided by line 13, column (f)) . . . . .. .. .. 17 %
18 Investment income percentage from 2015 Schedule A, Part I, line 17 |, . . . . . v v v v v v o e e e e e 18 %

19a 331/3% support tests - 2016. If the organization did not check the box on line 14, and line 15 is more than 331/3%, and line
17 is not more than 331/3%, check this box and stop here. The organization qualifies as a publicly supported organization B> D

b 331/3% support tests - 2015. If the organization did not check a box on line 14 or line 19a, and line 16 is more than 331/3 %, and
line 18 is not more than 331/3%, check this box and stop here. The organization qualifies as a publicly supported organization P> ’:i

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

JSA Schedule A (Form 990 or 990-EZ) 2016
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THE UNION MEMORIAL HOSPITAL 52-0591685
Schedule A (Form 990 or 990-EZ) 2016 Page 4
Supporting Organizations
(Complete only if you checked a boxin line 12 on Part L. If you checked 12a of Part |, complete Sections A
and B. If you checked 12b of Part |, complete Sections A and C. If you checked 12¢ of Part |, complete
Sections A, D, and E. If you checked 12d of Part |, complete Sections A and D, and complete Part V.)
Section A. All Supporting Organizations

Yes| No

1 Are all of the organization’s supported organizations listed by name in the organization’s governing
documents? If "No," describe in Part VI how the supported organizations are designated. If designated by
class or purpose, describe the designation. If historic and continuing relationship, explain. 1

2 Did the organization have any supported organization that does not have an IRS determination of status
under section 509(a)(1) or (2)? If "Yes," explain in Part VI how the organization determined that the supported
organization was described in section 509(a)(1) or (2). 2

3a Did the organization have a supported organization described in section 501(c)(4), (5), or (6)? If "Yes," answer
(b) and (c) below. 3a

b Did the organization confirm that each supported organization qualified under section 501(c)(4), (5), or (6) and
satisfied the public support tests under section 509(a)(2)? /f "Yes," describe in Part VI when and how the
organization made the determination. 3b

¢ Did the organization ensure that all support to such organizations was used exclusively for section 170(c)(2)(B)
purposes? If "Yes," explain in Part VI what controls the organization put in place to ensure such use. 3c

4a Was any supported organization not organized in the United States ("foreign supported organization”)? If
"Yes," and if you checked 12a or 12b in Part |, answer (b) and (c) below. 4a

b Did the organization have ultimate control and discretion in deciding whether to make grants to the foreign
supported organization? If "Yes," describe in Part VI how the organization had such control and discretion
despite being controlled or supervised by or in connection with its supported organizations. 4b

¢ Did the organization support any foreign supported organization that does not have an IRS determination
under sections 501(c)(3) and 509(a)(1) or (2)? If "Yes," explain in Part VI what controls the organization used
to ensure that all support to the foreign supported organization was used exclusively for section 170(c)(2)(B)
purposes. 4c

6a Did the organization add, substitute, or remove any supported organizations during the tax year? /f "Yes"
answer (b) and (c) below (if applicable). Also, provide detail in Part VI, including (i) the names and EIN
numbers of the supported organizations added, substituted, or removed; (i) the reasons for each such action;
(iii) the authority under the organization's organizing document authorizing such action; and (iv) how the action
was accomplished (such as by amendment to the organizing document). 5a

b Type | or Type Il only. Was any added or substituted supported organization part of a class already
designated in the organization's organizing document? 5b
¢ Substitutions only. Was the substitution the resuit of an event beyond the organization's control? Sc

6 Did the organization provide support (whether in the form of grants or the provision of services or facilities) to
anyone other than (i) its supported organizations, (ii) individuals that are part of the charitable class benefited
by one or more of its supported organizations, or (iii) other supporting organizations that also support or
benefit one or more of the filing organization’s supported organizations? /f"Yes," provide detail in Part V1. 6

7 Did the organization provide a grant, loan, compensation, or other similar payment to a substantial contributor
(defined in section 4958(c)(3)(C)), a family member of a substantial contributor, or a 35% controlled entity with
regard to a substantial contributor? /f"Yes," complete Part | of Schedule L (Form 990 or 990-EZ2). 7

8 Did the organization make a loan to a disqualified person (as defined in section 4958) not described in line 77
If"Yes," complete Part | of Schedule L (Form 990 or 990-E2). 8

9a Was the organization controlled directly or indirectly at any time during the tax year by one or more
disqualified persons as defined in section 4946 (other than foundation managers and organizations described

in section 508(a)(1) or (2))? If "Yes," provide detail in Part V. 9a

b Did one or more disqualified persons (as defined in line 9a) hold a controlling interest in any entity in which
the supporting organization had an interest? /f"Yes," provide detail in Part V. Sb

¢ Did a disqualified person (as defined in line 9a) have an ownership interest in, or derive any personal benefit
from, assets in which the supporting organization also had an interest? /f "Yes," provide detail in Part VL. 9¢

10a Was the organization subject to the excess business holdings rules of section 4943 because of section
4943(f) (regarding certain Type Il supporting organizations, and all Type Il non-functionally integrated
supporting organizations)? If "Yes," answer 10b below. 10a

b Did the organization have any excess business holdings in the tax year? (Use Schedule C, Form 4720, to
determine whether the organization had excess business holdings.) 10b

JSA Schedule A (Form 980 or 990-EZ) 2016
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THE UNION MEMORIAL HOSPITAL 52-0591685
Schedule A (Form 990 or 990-EZ) 2016 Page 5
GEIA'E  Supporting Organizations (continued)

Yes| No

1 Has the organization accepted a gift or contribution from any of the following persons?
a A person who directly or indirectly controls, either alone or together with persons described in (b) and (c)
below, the governing body of a supported organization? 11a
b A family member of a person described in (a) above? 11b
c__A 35% controlled entity of a person described in (a) or (b) above? If “Yes” to a, b, or ¢, provide detail in Part VI, 11¢c
Section B. Type | Supporting Organizations

Yes| No

1 Did the directors, trustees, or membership of one or more supported organizations have the power to
regularly appoint or elect at least a majority of the organization’s directors or trustees at all times during the
tax year? If "No,"” describe in Part VI how the supported organization(s) effectively operated, supervised, or
controlled the organization’s activities. If the organization had more than one supported organization,
describe how the powers fo appoint and/or remove directors or trustees were allocated among the supported
organizations and what conditions or restrictions, if any, applied to such powers during the tax year. 1

2  Did the organization operate for the benefit of any supported organization other than the supported
organization(s) that operated, supervised, or controlled the supporting organization? If "Yes, " explain in Part
VI how providing such benefit carried out the purposes of the supported organization(s) that operated,
supervised, or controlled the supporting organization. 2

Section C. Type Il Supporting Organizations

Yes| No

1 Were a majority of the organization’s directors or trustees during the tax year also a majority of the directors
or trustees of each of the organization’s supported organization(s)? If "No," describe in Part VI how control
or management of the supporting organization was vested in the same persons that controlled or managed
the supported organization(s). 1

Section D. All Type lll Supporting Organizations

Yes| No

1 Did the organization provide to each of its supported organizations, by the last day of the fifth month of the
organization's tax year, (i) a written notice describing the type and amount of support provided during the prior
tax year, (ii) a copy of the Form 990 that was most recently filed as of the date of notification, and (iii) copies of
the organization's governing documents in effect on the date of notification, to the extent not previously
provided? 1

2 Were any of the organization’s officers, directors, or trustees either (i) appointed or elected by the supported
organization(s) or (ii) serving on the governing body of a supported organization? If "No,” explain in Part VI how
the organization maintained a close and continuous working relationship with the supported organization(s). 2

3 By reason of the relationship described in (2), did the organization’s supported organizations have a
significant voice in the organization’'s investment policies and in directing the use of the organization's
income or assets at all times during the tax year? If "Yes, " describe in Part VI the role the organization’s
supported organizations played in this regard. 3

Section E. Type lll Functionally Integrated Supporting Organizations
1 Check the box next to the method that the organization used to satisfy the Integral Part Test during the year (see instructions).

a The organization satisfied the Activities Test. Complete line 2 below.
b The organization is the parent of each of its supported organizations. Complete line 3 below.
c The organization supported a governmental entity. Describe in Part VI how you supported a government entity (see instructions).

Yes| No

2 Activities Test. Answer (a) and (b) below.

a Did substantially all of the organization’s activities during the tax year directly further the exempt purposes of
the supported organization(s) to which the organization was responsive? If "Yes," then in Part VI identify
those supported organizations and explain how these activities directly furthered their exempt purposes,
how the organization was responsive to those supported organizations, and how the organization determined
that these activities constituted substantially all of its activities. 2a

b Did the activities described in (a) constitute activities that, but for the organization’s involvement, one or more
of the organization’s supported organization(s) would have been engaged in? If "Yes,” explain in Part VI the
reasons for the organization’s position that its supported organization(s) would have engaged in these
activities but for the organization's involvement. 2b

3 Parent of Supported Organizations. Answer (a) and (b) below.
a Did the organization have the power to regularly appoint or elect a majority of the officers, directors, or

trustees of each of the supported organizations? Provide details in Part VI. 3a
b Did the organization exercise a substantial degree of direction over the policies, programs, and activities of each
of its supported organizations? If "Yes," describe in Part VI the role played by the organization in this regard. 3b

JSA Schedule A (Form 890 or 990-EZ) 2016
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THE UNION MEMORIAL HOSPITAL 52-0591685

Schedule A (Form 990 or 990-EZ) 2016 Page 6
Type Il Non-Functionally Integrated 509(a)(3) Supporting Organizations
1 Check here if the organization satisfied the Integral Part Test as a qualifying trust on Nov. 20, 1970 (explain in Part Vi). See

instructions. All other Type 1l non-functionally integrated supporting organizations must complete Sections A through E.
(B) Current Year

(optional)

Section A - Adjusted Net Income (A) Prior Year

1 Net short-term capital gain

2 Recoveries of prior-year distributions

3 Other gross income (see instructions)

4 Add lines 1 through 3.

5 Depreciation and depletion

6 Portion of operating expenses paid or incurred for production or
collection of gross income or for management, conservation, or
maintenance of property held for production of income (see instructions)
7 Other expenses (see instructions)

8 Adjusted Net Income (subtract lines 5, 6, and 7 from line 4). 8

OB N -

~N|o

(B) Current Year

Section B - Minimum Asset Amount (A) Prior Year .
(optional)

1 Aggregate fair market value of all non-exempt-use assets (see
instructions for short tax year or assets held for part of year):

a Average monthly value of securities 1a
b Average monthly cash balances 1b
¢ Fair market value of other non-exempt-use assets 1c
d Total (add lines 1a, 1b, and 1c) 1d
e Discount claimed for blockage or other
factors (explain in detail in Part VI):

2 Acquisition indebtedness applicable to non-exempt-use assets 2
3 Subtract line 2 from line 1d.
4 Cash deemed held for exempt use. Enter 1-1/2% of line 3 (for greater amount,
see instructions).

5 Net value of non-exempt-use assets (subtract line 4 from line 3)

6 Multiply line 5 by .035.
7 Recoveries of prior-year distributions

8 Minimum Asset Amount (add line 7 fo line 6)

w

WiNi; i~

Section C - Distributable Amount Current Year

1 Adjusted net income for prior year (from Section A, line 8, Column A)

2 Enter 85% of line 1.

3 Minimum asset amount for prior year (from Section B, line 8, Column A)

4 Enter greater of line 2 or line 3.

5 Income tax imposed in prior year

6 Distributable Amount. Subtract line 5 from line 4, unless subject to

emergency temporary reduction (see instructions). 6

7 L__J Check here if the current year is the organization’s first as a non-functionally integrated Type Ill supporting organization (see
instructions).

[LEE-EANE SRS

Schedule A {Form 990 or 980-EZ) 2016

JSA
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THE UNION MEMORIAL HOSPITAL

Schedule A (Form 990 or 990-EZ7) 2016
Type Il Non-Functionally Integrated 509(a)(3) Supporting Organizations (continued)
Section D - Distributions

52-0591685

Page 7

Current Year

1

Amounts paid to supported organizations to accomplish exempt purposes

2

Amounts paid to perform activity that directly furthers exempt purposes of supported

organizations, in excess of income from activity

Administrative expenses paid to accomplish exempt purposes of supported organizations

Amounts paid to acquire exempt-use assets

Qualified set-aside amounts (prior IRS approval required)

Other distributions (describe in Part V1). See instructions.

Total annual distributions. Add lines 1 through 6.

WIN|O|O bW

Distributions to attentive supported organizations to which the organization is responsive

(provide details in Part VI). See instructions.

w

Distributable amount for 2016 from Section C, line 6

Line 8 amount divided by Line 9 amount

Section E - Distribution Allocations (see instructions)

{i)

Excess Distributions

(if)

Underdistributions
Pre-2016

(iii)
Distributable
Amount for 2016

Distributabie amount for 2016 from Section C, line 6

Underdistributions, if any, for years prior to 2016
(reasonable cause required-explain in Part Vi). See
instructions.

w

Excess distributions carryover, if any, to 2016:

From 2013, .......

From 2014, .. ... ..

From2015, .......

Total of lines 3a through e

Applied to underdistributions of prior years

Applied to 2016 distributable amount

Carryover from 2011 not applied (see instructions)

=i ie (alo |o|n

Remainder. Subtract lines 3g, 3h, and 3i from 3f.

E =N

Distributions for 2016 from
Section D, line 7: $

Applied to underdistributions of prior years

Applied to 2016 distributable amount

Remainder. Subtract lines 4a and 4b from 4.

Remaining underdistributions for years prior to 20186, if
any. Subtract lines 3g and 4a from line 2. For resuit
greater than zero, explain in Part VI. See instructions.

Remaining underdistributions for 2016. Subtract lines 3h
and 4b from line 1. For result greater than zero, explain in
Part VI. See instructions.

Excess distributions carryover to 2017. Add lines 3j
and 4c.

Breakdown of line 7:

Excess from 2013. . . .

Excess from 2014, . . .

Excess from 2015, . , .

®iolo|T|®

Excess from 2016, . . .

J8A

BE1232 1.000

32068H 2502 vV 16-7.17

1793311

Schedule A (Form 990 or 990-EZ) 2016
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THE UNION MEMORIAL HOSPITAL 52~0591685
Schedule A (Form 990 or 990-EZ) 20186 Page 8
Supplemental information. Provide the explanations required by Part I, line 10; Part I}, line 17a or 17b; Part
Ill, line 12; Part IV, Section A, lines 1, 2, 3b, 3c, 4b, 4c, 53, 6, 9a, 9b, 9¢c, 11a, 11b, and 11c; Part IV, Section
B, lines 1 and 2; Part IV, Section C, line 1; Part IV, Section D, lines 2 and 3; Part IV, Section E, lines 1c, 2a, 2b,
3a and 3b; Part V, line 1; Part V, Section B, line 1e; Part V, Section D, lines 5, 8, and 8; and Part V, Section E,
lines 2, 5, and 6. Also complete this part for any additional information. (See instructions.)

JSA Schedule A (Form 990 or 980-EZ) 2016

6E1225 2.000
32068H 2502 Vv 16-7.17 1793311 PAGE 22



OMB No. 1545-0047

Schedule B Schedule of Contributors
(Form 990, 990-EZ,
g' 9::"":2 the Treasu » Attach to Form 990, Form 990-EZ, or Form 990-PF. 2@1 6
,nfgmainﬁe"\,e?we%eﬁce v P> Information about Schedule B (Form 980, 830-EZ, or 990-PF) and its instructions Is at www.irs.gov/form990.
Name of the organization Employer identification number
THE UNION MEMORIAL HOSPITAL
52-0591685

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

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

D 527 political organization
Form 990-PF D 501(c)(3) exempt private foundation

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

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

Note: Only a section 501(c)(7), (8), or (10) organization can check boxes for both the General Rule and a Special Rule. See
instructions.

General Rule

For an organization filing Form 990, 890-EZ, or 990-PF that received, during the year, contributions totaling $5,000
or more (in money or property) from any one contributor. Complete Parts | and Il. See instructions for determining a
contributor's total contributions.

Special Rules

[]

[]

For an organization described in section 501(c)(3) filing Form 990 or 990-EZ that met the 33 1/3 % support test of the
regulations under sections 509(a)(1) and 170(b)(1)(A)(vi), that checked Schedule A (Form 990 or 990-EZ), Part I, line
13, 163, or 16b, and that received from any one contributor, during the year, total contributions of the greater of (1)
$5,000 or (2) 2% of the amount on (i) Form 990, Part VIll, line 1h, or (ii) Form 990-EZ, line 1. Complete Parts | and Il.

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

For an organization described in section 501(c)(7), (8), or (10) filing Form 990 or 990-EZ that received from any one
contributor, during the year, contributions exclusively for religious, charitable, etc., purposes, but no such
contributions totaled 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. Don't complete any of the parts unless the
General Rule applies to this organization because it received nonexclusively religious, charitable, etc., contributions

totaling $5,000 or more during theyear . , , . . . . .. .. ... it

Caution: An organization that isn't covered by the General Rule and/or the Special Rules doesn't file Schedule B (Form 990,
990-EZ, or 990-PF), but it must answer "No" on Part IV, line 2, of its Form 990; or check the box on line H of its Form 990-EZ or on its

Form 990-PF, Part I, line 2, to certify that it doesn't meet the filing requirements of Schedule B (Form 990, 990-EZ, or 990-PF).
For Paperwork Reduction Act Notice, see the Instructions for Form 990, 950-EZ, or 990-PF. Schedule B (Form 980, 980-EZ, or 990-PF) (2016)
JSA
BE1251 1.000
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Schedule B (Form 990, 990-EZ, or 980-PF) (2016)

Page 2

Name of organization

THE UNION MEMORIAL HOSPITAL

Employer identification number

52-0591685
;44 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
1 Person
Payroll
825,000. Noncash -
(Complete Part ii for
noncash contributions.)
(a) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
2 Person
Payroll -
178,000. Noncash
(Complete Part 1l for
noncash contributions.)
(a) ] (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
3 Person
Payroll -
163,718. Noncash ||
(Complete Part Il for
noncash contributions.)
(a) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
4 Person
Payroll .
105,190. Noncash L
(Complete Part i for
noncash contributions.)
(a) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
S Person
Payroll
50,000. Noncash
(Complete Part 1] for
noncash contributions.)
(a) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
6 Person

37,000.

Payroll .
L

Noncash

(Complete Part Il for
noncash contributions.)

JSA

6E 1253 1.000

32068H 2502

vV 16-7.17

Schedule B (Form 890, 990-EZ, or 990-PF) (2016)

1793311
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page 2

Employer identification number
52-0591685

Schedule B (Form 980, 990-EZ, or 990-PF) (2016)
THE UNION MEMORIAL HOSPITAL

Name of organization

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
7 Person
Payroll -
35,000. Noncash -
(Complete Part Il for
noncash contributions.)
(a) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
8 Person
Payroli
32,333. Noncash -
(Complete Part i for
noncash contributions.)
(a) (b) {c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
9 Person
Payroll
32,142, Noncash
(Complete Part If for
noncash contributions.)
(a) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
10 Person
Payroll
31,500 Noncash
(Complete Part Il for
noncash contributions.)
(a) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
11 Person
Payroli
25,948. Noncash
(Complete Part Il for
noncash contributions.)
(a) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
12 Person
Payroll .
25,000. Noncash -
(Complete Part Il for
noncash contributions.)

JSA

6E1253 1.000

32068H 2502

vV 16-7.17

Schedule B (Form 890, 890-EZ, or 990-PF) (2016)

1783311
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Schedule B (Form 990,"990-EZ, or 990-PF) (2016)

Page 2

Name of organization

THE UNION MEMORIAL HOSPITAL

Employer identification humber

52-0591685
CETdll 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
13 Person
Payroll
25,000. Noncash
(Complete Part 11 for
noncash contributions.)
(a) (b) ] (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
14 Person
Payroll
23,500. Noncash
(Complete Part | for
noncash contributions.)
(a) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
15 Person
Payroll -
21,125. Noncash -
(Complete Part Il for
noncash contributions.)
(a) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
16 Person
Payroll -
20,000. Noncash -
(Complete Part [l for
noncash contributions.)
(a) (b) {c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
17 Person
Payroll
15,000. Noncash
(Complete Part Il for
noncash contributions.)
(a) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
18 Person
Payroll
15,000. Noncash -
(Complete Part |l for
noncash contributions.)

JSA
6E1253 1.000

32068H 2502

vV 16-7.17

Schedule B (Form 990, 990-EZ, or 990-PF) (2016}

1793311
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Page 2
Employer identification number
52-0591685

Schedule B (Form 990, 980-EZ, or 990-PF) (2016)
THE UNION MEMORIAL HOSPITAL

Name of organization

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
19 Person
Payroli
15,000. Noncash .
(Complete Part il for
noncash contributions.)
(a) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
20 Person
Payroll
12,530. Noncash
(Complete Part Ii for
noncash contributions.)
(a) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
21 Person
Payroll
12,500. Noncash -
(Complete Part il for
noncash contributions.)
(a) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
22 Person
Payroll
11,000. Noncash -
(Complete Part |l for
noncash contributions.)
(a) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
23 Person
Payroll -
10,750. Noncash .
(Complete Part Il for
noncash contributions.)
(a) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
24 Person
Payroll
10,000. Noncash
(Complete Part il for
noncash contributions.)
JSA Schedule B (Form 990, 990-EZ, or 990-PF) (2016)

6E1253 1.000

32068H 2502

V 16-7.17
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Schedule B (Form 990, 990-EZ, or 990-PF) (2016)

Page 2

Name of organization THE UNION MEMORIAL HOSPITAL

Employer identification number
52-0591685

Eudl  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
25 Person
Payroll -
10,000. Noncash -
(Compilete Part If for
noncash contributions.)
(a) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
26 Person
Payroll
10,000. Noncash -
(Complete Part Hl for
noncash contributions.)
(a) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
27 Person
Payroll
10,000. Noncash
(Complete Part 1l for
noncash contributions.)
(a) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
28 Person
Payroll
10,000. Noncash .
(Complete Part il for
noncash contributions.)
(a) (b) {c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
29 Person
Payroll -
10,000. Noncash .
(Complete Part Il for
noncash contributions.)
(a) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
30 Person
Payroll
8,269. Noncash
(Complete Part Il for
noncash contributions.)

JSA
6E1253 1.000

32068H 2502

vV 16-7.17

Schedule B (Form 990, 990-EZ, or 980-PF) (2018}
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Schedule B (Form 990, 990-EZ, or 990-PF) (2016) Page 2
Name of organization THE UNION MEMORIAL HOSPITAL Employer identification 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
31 Person
Payroll
$ 7,877. Noncash ||

(Complete Part Il for
noncash contributions.)

(a) (b) (c) {d)

No. Name, address, and ZIP + 4 Total contributions Type of contribution
32 Person
Payroll
$ 7,750. Noncash

(Complete Part !l for
noncash contributions.) -

(a) (b) (c) (d)

No. Name, address, and ZIP + 4 Total contributions Type of contribution
33 Person
Payroll
$ 7,500. Noncash

(Complete Part il for
noncash contributions.)

(a) (b) (c) (d)

No. Name, address, and ZIP + 4 Total contributions Type of contribution
34 Person
Payroll
$ 7,200. Noncash

(Complete Part !l for
noncash contributions.)

(a) (b) (c) (d)

No. Name, address, and ZIP + 4 Total contributions Type of contribution
35 Person
Payroll
$ 6,075. Noncash

(Complete Part Il for
noncash contributions.)

(a) (b) {c) {d)

No. Name, address, and ZIP + 4 Total contributions Type of contribution
36 ) Person
Payroll
$ 6,054. Noncash

(Complete Part Il for
noncash contributions.)

JSA Schedule B (Form 990, 990-EZ, or 990-PF) (2016)

6E1253 1.000
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Schedule B (Form 990, 990-EZ, or 990-PF) (2016)

page 2

Name of organization

THE UNION MEMORIAL HOSPITAL

Employer identification number

" 52-0591685
FT Il 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
37 Person
Payroll -
5,865. Noncash -
(Complete Part Il for
noncash contributions.)
(a) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
38 Person
Payroll -
5,200. Noncash .
(Complete Part Il for
noncash contributions.)
(a) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
39 Person
Payroll -
5,000. Noncash
(Complete Part I} for
noncash contributions.)
(a) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
40 Person
Payroll -
5,000. Noncash
(Complete Part Il for
noncash contributions.)
(a) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
41 Person
Payroli -
5,000. Noncash
(Complete Part Il for
noncash contributions.)
(a) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
42 Person
Payroll -
5,000. Noncash
(Complete Part If for
noncash contributions.)
JSA Schedule B (Form 990, 990-EZ, or $90-PF) (2016)

BE1253 1

.000
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Schedule B (Form 990, 980-EZ, or 990-PF) (2016)

Page 2

Name of organization THE UNION MEMORIAL HOSPITAL

Employer identification 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
43 Person
Payroll -
5,000. Noncash
(Complete Part I} for
noncash contributions.)
(a) (b) () (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
44 Person
Payroll
5,000. Noncash
(Complete Part Il for
noncash contributions.)
(a) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
45 Person
Payroll
5,000. Noncash
(Complete Part ll for
noncash contributions.)
(a) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
46 Person
Payroll
5,000. Noncash
(Complete Part !l for
noncash contributions.)
(a) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
a7 Person
Payroll
5,000. Noncash
(Complete Part il for
noncash contributions.)
(a) (b) {c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
48 Person
Payroll .
5,000. Noncash .
(Complete Part It for
noncash contributions.)

JSA
B8E1253 1.000

32068H 2502 v 16-7.17

Schedule B (Form 990, 890-EZ, or 990-PF) (2016)
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Schedule B (Form 990, 990-EZ, or 880-PF) (2016)

Page 2

Name of organization

THE UNION MEMORIAL HOSPITAL

Employer identification 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
49 Person
Payroll -
5,000. Noncash -
{Complete Part |l for
noncash contributions.)
(a) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
50 Person
Payroll
5,000. Noncash
(Complete Part i for
noncash contributions.)
(a) (b) {c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
51 Person
Payroll
5,000. Noncash
(Complete Part Il for
noncash contributions.)
(a) (b) {c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
52 Person
Payroll
5,000. Noncash
(Complete Part Il for
noncash contributions.)
(a) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
53 Person
Payroll -
5,000. Noncash -
{Complete Part Il for
noncash contributions.)
(a) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
54 Person
Payroll
5,000. Noncash
(Complete Part il for
noncash contributions.)
JSA Schedule B (Form 990, 980-EZ, or 990-PF) (2016)
6E 1253 1.000

32068H 2502

v 16-7.17

1793311
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Schedule B (Form 990, 990-EZ, or 990-PF) (2016) page 2
Name of organization THE UNION MEMORIAL HOSPITAL Employer identification 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
55 Person
Payroli
$ 5,000. Noncash

(Complete Part 1l for
noncash contributions.)

(a) (b) (0 (d)

No. Name, address, and ZIP + 4 Total contributions Type of contribution
56 Person
Payroll
$ 5,000. Noncash

(Complete Part Il for
noncash contributions.)

(a) {b) {c) (d)

No. Name, address, and ZIP + 4 Total contributions Type of contribution
57 Person
Payroli
$ 5,000. Noncash

(Complete Part Il for
noncash contributions.)

(a) {b) {c) (d)

No. Name, address, and ZIP + 4 Total contributions Type of contribution
o8 Person
Payroll
$ 5,000. Noncash -

(Complete Part 1l for
noncash contributions.)

(a) (b) (c) (d)

No. Name, address, and ZIP + 4 Total contributions Type of contribution
59 Person
Payroll .
3 5,000. Noncash |

(Complete Part il for
noncash contributions.)

(a) (b) (c) (d)

No. Name, address, and ZIP + 4 Total contributions Type of contribution
60 Person
Payroll
3 5,000. Noncash

(Complete Part Il for
noncash contributions.)

JSA Schedule B (Form 980, 890-EZ, or $90-PF) (2016)

6E1253 1.000
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Schedule B (Form 990, 990-EZ, or 990-PF) (2016) Page 2

Name of organization THE UNION MEMORIAL HOSPITAL Employer identification 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
61 Person -
Payroll
$ 5,057. Noncash X

(Complete Part Il for
noncash contributions.)

(a) (b) {c) (d)

No. Name, address, and ZIP + 4 Total contributions Type of contribution
62 Person -
Payroll -
$ 5,054. Noncash

(Complete Part I} for
noncash contributions.)

(a) (b) (c) {d)

No. Name, address, and ZIP + 4 Total contributions Type of contribution
63 Person .
Payroll
$ 20,480. Noncash X

(Complete Part il for
noncash contributions.)

(a) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
Person
Payroll
3 Noncash

(Complete Part 1| for
noncash contributions.)

(a) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution

Person
Payroll
$ Noncash

(Complete Part 1l for
noncash contributions.)

(a) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution

Person
Payroll
$ Noncash

(Complete Part ll for
noncash contributions.)

JSA Schedule B (Form 990, 990-EZ, or 990-PF) (2016)

6E1253 1.000
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Schedule B (Form 980, 990-EZ, or 990-PF) (2016)

Page 3

Name of organization THE UNION MEMORIAL HOSPITAL

Employer identification number
52-0591685

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

{a) No. (c)
from Description of r(IbLsh operty given FMV (or estimate) Dat o ived
Part | scription of nonc property g (See instructions) ate recelve
SECURITIES
61
5,057. VAR
a) No. c
(ﬂ?om Description of no:gg)ash operty given Fmv (or(e)stimate) Dat (d)eiv d
Part | ptio property g (See instructions) ate receive
SECURITIES
62
5,054. VAR
a) No. c
(fr)om Description of norgb) sh prope iven FMV (or(e)stimate) Date r(gle' d
Part | p cash property gi (See instructions) a fve
SECURITIES
63
20,480. VAR
a) No. c
(fr)om Descripti fnonilr);;sh rty given FMv (or(e)s,timate) Dat - ived
Part | escription o property give (See instructions) ¢ recelve
a) No. c
(fr)om Descripti fnorg?:fash roperty given FMv (or(e)stimate) Date r(gc):e' d
Partl cription o property g (See instructions) tve
a) No. c
(ﬂ?om Descripti f or(nb)a h property given FMv (or(e)stimate) Date :d) ived
Part | ription of noncash property g (See instructions) ecelve
JsA Schedule B (Form 990, 890-EZ, or 990-PF) (2016)

B6E1254 1.000

32068H 2502
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Schedule B (Form 990, 890-EZ, or 990-PF) (2016)

Page 4

Name of organization THE UNION MEMORIAL HOSPITAL

Employer identification number
52-0591685

1\l Exclusively religious, charitable, etc., contributions to organizations described in section 501(c)(7), (8), or
(10) that total more than $1,000 for the year from any one contributor. Complete columns (a) through (e) and
the following line entry. For organizations completing Part lll, enter the total of exclusively religious, charitable, etc.,

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

Use duplicate copies of Part |l if additional space is needed.

(a) No.
fromI (b) Purpose of gift (c) Use of gift (d) Description of how gift is held
Part
(e) Transfer of gift
Transferee's name, address, and ZIP + 4 Relationship of transferor to transferee
(a) No.
lLromI (b) Purpose of gift (c) Use of gift (d) Description of how gift is heid
art
(e) Transfer of gift
Transferee's name, address, and ZIP + 4 Relationship of transferor to transferee
(a) No.
l'E_"romI (b) Purpose of gift (c) Use of gift (d) Description of how gift is held
art
(e) Transfer of gift
Transferee's name, address, and ZIP + 4 Relationship of transferor to transferee
(a) No.
from (b) Purpose of gift (c) Use of gift (d) Description of how gift is held
Part |
(e) Transfer of gift
Transferee's name, address, and ZIP + 4 Relationship of transferor to transferee

JSA
B8E1255 1.000

32068H 2502 \
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I OMB No. 1545-0047

SCHEDULE D

Supplemental Financial Statements

(Form 990) P Complete if the organization answered "Yes" on Form 990, @@1 6
Part IV, line 6, 7, 8, 9, 10, 11a, 11b, 11¢c, 11d, 11e, 11f, 123, or 12b.

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

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

Name of the organization Employer identification number

THE UNION MEMORIAI HOSPITAL 52-0591685

Organizations Maintaining Donor Advised Funds or Other Similar Funds or Accounts.
Complete if the organization answered "Yes" on Form 990, Part IV, line 6.
(a) Donor advised funds (b) Funds and other accounts

Total numberatendofyear . . .........
Aggregate value of contributions to (during year)
Aggregate value of grants from {(during year) . .
Aggregate value atend ofyear. . . . ... ...
Did the organization inform all donors and donor advisors in writing that the assets held in donor advised
funds are the organization's property, subject to the organization's exclusive legalcontrol? . . ... ... ... Yes D No
6 Did the organization inform all grantees, donors, and donor advisors in writing that grant funds can be used
only for charitable purposes and not for the benefit of the donor or donor advisor, or for any other purpose
conferring impermissible private benefit? . . . . .. ... .. T, D Yes D No

Partll Conservation Easements.
Compilete if the organization answered "Yes" on Form 990, Part IV, line 7.

1 Purpose(s) of conservation easements heid by the organization (check all that apply).
Preservation of land for public use (e.g., recreation or education) Preservation of a historically important land area
Protection of natural habitat Preservation of a certified historic structure
Preservation of open space
2 Complete lines 2a through 2d if the organization held a qualified conservation contribution in the form of a conservation
easement on the last day of the tax year. Held at the End of the Tax Year

O W N

a Total number of conservationeasements . . . . .. . ... ... 0o e e 2a
b Total acreage restricted by conservationeasements , . . .. ... ... ... ... ... 2b
¢ Number of conservation easements on a certified historic structure includedin(@). . . . . 2¢
d Number of conservation easements included in (c) acquired after 8/17/06, and not on a
historic structure listed in the NationalRegister. . . . . .. .. ... ... ... ...... 2d
3 Number of conservation easements modified, transferred, released, extinguished, or terminated by the organization during the
tax year »

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

[3,]

violations, and enforcement of the conservation easementsitholds? . . . ... .. ... ... ... ... [:l Yes D No
6 Staff and volunteer hours devoted to monitoring, inspecting, handling of violations, and enforcing conservation easements during the year
| 4
7  Amount of expenses incurred in monitoring, inspecting, handling of violations, and enforcing conservation easements during the year
>3
8 Does each conservation easement reported on line 2(d) above satisfy the requirements of section 170(h)(4)(B)(i)
and section 170MNAIBIM? . . . . . . oottt e e e e [ ves [lno

9 In Part Xlll, describe how the organization reports conservation easements in its revenue and expense statement, and
balance sheet, and include, if applicable, the text of the footnote to the organization’s financial statements that describes the

organization's accounting for conservation easements.
m Organizations Maintaining Collections of Art, Historical Treasures, or Other Similar Assets.
Complete if the organization answered "Yes" on Form 990, Part IV, line 8.
1a If the or?anization elected, as permitted under SFAS 116 (ASC 958), not to report in its revenue statement and balance sheet

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

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

(i) Revenueincluded in Form 990, PartVHlL line 1. .. . . . . 0 v i i i it i e e e e e >3
(ii) Assets included in Form 990, Part X. . .« o o o v i v i i i e e e e e e e e e e e e e >3

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

a Revenueincluded in Form 990, Part VI, lIne 1 . . . . . . . . . i i i i i s e i e e s e e e e s e e a L ]

b Assetsincluded in Form 990, Part X. . . . v v v vt v i e e e e e e e e e e e e e e e e s >3
For Paperwork Reduction Act Notice, see the Instructions for Form 990. Schedule D (Form 980) 2016
JSA
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THE UNION MEMORIAL HOSPITAL

Schedule D (Form 990) 2016
123/l Organizations Maintaining Collections of Art, Historical Treasures, or Other Similar Assets (continued)
Using the organization's acquisition, accession, and other records, check any of the following that are a significant use of its

3

a
b
c

4

5

52-05

91685
Page2

collection items (check all that apply):
Public exhibition
Scholarly research
Preservation for future generations

' H

Loan or exchange programs

Other

Provide a description of the organization's collections and explain how they further the organization's exempt purpose in Part

X

During the year, did the organization solicit or receive donations of ant, historical treasures or other similar

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

990, Part X, line 21.

1a

o

0 0 0

2a
b

PartV

ls the organization an agent, trustee, custodian or other intermediary for contributions or other assets not

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

Beginning balance
Additions during the year
Distributions during the year
Ending balance

Did the organization include an amount on Form 990, Part X, line 21, for escrow or custodial account liabilty? | | Yes
If "Yes," explain the arrangement in Part Xlll. Check here if the explanation has been provided on Part XIl|

1c

1d

1e

1f

No

Endowment Funds.

Complete if the organization answered “Yes” on Form 990, Part IV, line 10.

3a

b
4

(a) Current year

(b) Prior year

{c) Two years back

(d) Three years back

(e) Four years back

Beginning of year balance . . . .

Contributions
Net investment earnings, gains,

andlosses. . . . .. v e 0 v o
Grants or scholarships

Other expenditures for facilities
andprograms. . . . .. . ...

Administrative expenses
End of yearbalance. . . . . . ..

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

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

%

%

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

organization by:

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

Yes | No

3a(i)
3a(ii)
3b

Land, Buﬂdmﬂs and Equipment.
Com plete if t

e orgamzatron answered "Yes" on Form 990, Part IV, line 11a. See Form 990, Part X, line 10.

Description of property

(a) Cost or other basis
(investment)

(b) Cost or other basis
(other)

(c) Accumulated
depreciation

(d) Book value

Buildings . . . . ..............
Leasehold improvements
Equipment
Other

1,925,817.

1,925,817.

126,130,635.

103,453,086.

22,677,549.

2,152,078.

1,365,704.

786,374.

218,079,214.

173,316,275.

44,762,939.

4,435,413.

1,220,187,

3,215,227.

Total. Add lines 1a through 1e. (Column (d) must equal Form 990, Part X, column (B), line 10c.). . . . . . . >

73,367,906.

JSA
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THE UNION MEMORIAL HOSPITAL 52-0591685
Schedule D (Form 990) 2016 Page 3

ELAYIl Investments - Other Securities.
Complete if the organization answered "Yes" on 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) Financial derivatives , , . ... ...........
(2) Closely-held equity interests , . . . . ... .....

(3) Other
(A)RESTRICTED INVESTMENT FUNDS 33,076,785. FMV
(B) GREATER CHES SURGERY CTR 188,039. FMV
(C)BOARD DESIGNATED 32,959, 588. FMV
D)
E)
F)
©
(H)

Total. (Column (b) must equal Form 990, Part X, col. (B) line 12.) P 66,224,412.

1AM} Investments - Program Related.
Complete if the organization answered "Yes" on Form 990, Part IV, line 11c. See Form 990, Part X, line 13.

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

(1)
(2)
(3)
(4)
(5)
(6)
(7)
(8)
{9)

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

Other Assets.
Complete if the organization answered "Yes" on Form 990, Part IV, line 11d. See Form 990, Part X, line 15.
(a) Description (b) Book value

(1)
(2)
3
(4)
(5)
(6)
(7)
(8)
(9
Total. (Column (b) must equal Form 990, Part X, col. (B) line 15.). . . . . . . . . i v i it et ii i >

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

line 25.
1. (a) Description of liability (b) Book value
(1) Federal income taxes
(2)ADVANCES FROM 3RD PARTY PAYORS 11,361,084,
(3)GBR LIABILITY 507,170.
(4)CREDIT BALANCE PATIENT A/R 2,441,0096.
(5) STOCK OPTION PLAN 426,041,
(6) WORKERS COMPENSATION 2,337,044,
(7) INTERCOMPANY PAYABLES 1,415,466.
(8)UCC POOL LIABILITY 516,680.
(9)OTHER LIABILITIES 5,433,986.
Total. (Column (b) must equal Form 990, Part X, col. (B) line 25.) B 24,438,567.

2. Liability for uncertain tax positions. In Part Xlli, provide the text of the footnote to the organization's financial statements that reports the
organization's liability for uncertain tax positions under FIN 48 (ASC 740). Check here if the text of the footnote has been provided in Part XIlI

JSA
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THE UNION MEMORIAIL HOSPITAL 52-0591685
Schedule D (Form 990) 2016 Page 4

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

1 Total revenue, gains, and other support per audited financialstatements . . . .. ... ... ... ... 1
2  Amounts included on line 1 but not on Form 990, Part VI, line 12:

a Net unrealized gains (losses)oninvestments . . . . . ... ... ....... 2a

b Donated services and use of facilities . . .« . v v v i i i e 2b

¢ Recoveriesof prioryeargrants. . . . . . . . . . oo L L oo oo 2c

d Other (DescribeinPart XIIL) . - o o v it i it e e e 2d

e Addlines 2athrough 2d . . « v v v v v v vt e e e e e e e e e e e 2e
3 Subtractline2e from i€ 1 .« v v v v v v b e e e e e e e e e e e e e e e 3
4  Amounts included on Form 990, Part VI, line 12, but not on line 1:

a Investment expenses not included on Form 990, Part VIll, line7b . . . . . .. 4a

b Other (DescrbeinPartXlL) . .« v v v v vt i it e e 4b

C AdAlNEs 4@ and 4D . » v v vt ot e e e e e e e e e e e e e e e e e e e e e e 4c
5  Total revenue. Add lines 3 and 4¢. (This must equal Form 990, Partl line 12.) + . « « « v v v o o v v 4. 5

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

1 Total expenses and losses per audited financialstatements . . . .. . . . ... ... 00000 1
2  Amounts included on fine 1 but not on Form 990, Part IX, line 25:
a Donated services and use of facilities . . . . . . . . . . o oo 0. 2a
b PrioryearadjUstments « .« v v v v v v v e e e e e e e e e e 2b
C OREIIOSSES. + v v v v e e e e e e e e e e e e e e 2c
d Other (DescribeinPartXllL) « « v v v v v vt i e et e e 2d
e AddIines 2a through 2d « « v v v v v v s o e e e e e e e e e 2e
3  Subtractline2e from line 1 . v v v v v i i e e e e e e e e e e 3
4  Amounts included on Form 990, Part IX, line 25, but not on line 1:
a Investment expenses not included on Form 990, Part Vil line7b. . . . . .. 4a
b Other (DescribeinPartXllL) « « v v v v v v e e e e e 4b
c A lNES 42 and 4D + « v v v ot et e e e e e e e e e e e e e e e e 4c
Total expenses. Add lines 3 and 4c¢. (This must equal Form 990, Part | line 18.) . . . . . . . . . . ... 5

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

SEE PAGE 5

JSA Schedule D (Form 990) 2016
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Schedule D (Form 990) 2016 THE UNION MEMORIAL HOSPITAL 52-0591685

Page 5

s QLR Supplemental Information (continued)

FIN 48 FOOTNOTE

SCHEDULE D, PART X

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

30, 2017.

Schedule D (Form 990) 2016
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SCHEDULE H Hospitals | omB No. 1545-0047
(Form 990)

P Complete if the organization answered "Yes" on Form 990, Part IV, question 20.

2016

P Attach to Form 990. Open to Public
E,‘fgﬁ,ﬁ?’;;‘j;f&';‘ggﬁ;i“” P Information about Schedule H (Form 990) and its instructions is at www.irs.gov/form990. Inspection
Name of the organization Employer identification number
THE UNION MEMORIAL HOSPITAL 52-0591685
Financial Assistance and Certain Other Community Benefits at Cost
1a Did the organization have a financial assistance policy during the tax year? If "No," skip to question6a . . . . . . . .
b If"Yes,"was ita Writlen policy?. « « v . v ot i i e e e e e e e e e e e e e e e e e e e e
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 D 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;
100% 150% 200% Other %
b Did the organization use FPG as a factor in determining eligibility for providing discounted care? If "Yes,"
indicate which of the following was the family income limit for eligibility for discounted care: . . . . ... ... ...
200% l:] 250% h 300% t} 350% 400% Other %
¢ If the organization used factors other than FPG in determining eligibility, describe in Part VI the criteria used
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 "medicallyindigent"?, . . . . . . . .. ¢ . i e
5a Did the organization budget amounts for free or discounted care provided under its financial assistance policy during the tax year?
b If "Yes," did the organization's financial assistance expenses exceed the budgeted amount? . . . . . .. ... .. ..
¢ If "Yes" to line 5b, as a result of budget considerations, was the organization unable to provide free or
discounted care to a patient who was eligible for free or discountedcare? . . . . . . v . . v o v i e o
6a Did the organization prepare a community benefit report during the taxyear? . . . ... .. ... ... ... ...
b If "Yes," did the organization make itavailabletothepublic? . . . . . . . .« c v o o L i e
Complete the following table using the worksheets provided in the Schedule H instructions. Do not submit
these worksheets with the Schedule H.
7 Financial Assistance and Certain Other Community Benefits at Cost
Financial Assistance and (a) Number of | (b} Persons (c) Total community (d) Direct offsetting (e) Net community (f) Percent
Means-Tested Government a;}g’é?g;“s’r served benefit expense revenue benefit expense of total
Programs (optional) | (optional) expense
a Financial Assistance at cost
(from Workshest 1) . . . . 4,398,013. 4,398,013. .98
b Medicaid (from Worksheet 3,
columna) o o+ « w b o4 o«
€ Costs of other means-tested
government programs (from
Worksheet 3, column b) , .
d Total Financial Assistance and
Means-Tested Government
Programs . . . . . . . . 4,398,013. 4,398,013. .98
Other Benefits
€ Community health improvement
services and community benefit
operations (from Warksheet 4) - 1,445,889. 290,866. 1,155,023. .25
f Health professions education
(from Worksheet §) . . . . 17,141,419. 146,650. 16,994,769. 3.75
g Subsidized health services (from
Worksheet§). « « + + « » . 6,152,041. 2,903,100. 3,248,941. .73
h Research (from Worksheet 7) 1,305,252. 1,805,252. .43
i Cashand in-kind congribfutions
Norcnma )y beneft (rom 68,989. 68,989. .02
j Total Other Benefits . . . . 26,713,590. 3,340,616. 23,372,974. 5.18
Kk Total. Add lines 7d and 7j. . 31,111,603. 3,340,616. 27,770,987. 6.16
For Paperwork Reduction Act Notice, see the Instructions for Form 990. Schedule H (Form 990) 2016
JSA 6E1284 1.000
32068H 2502 vV 16-7.17 1793311 PAGE 42



THE UNION MEMORIAL HOSPITAL

Schedule H (Form 9980) 2016

Community Building Activities Complete this table if the organization conducted any community building
activities during the tax year, and describe in Part VI how its community building activities promoted the

52-0591685

Page 2

health of the communities it serves.

(c) Total community
building expense

(d) Direct offsettin
revenue

(a) Number of
activities or
programs
{optional)

(b) Persons
served
(optional)

g {e) Net community
building expense

(f) Percent of
total expense

Physical improvements and housing

Economic development

Community support 184,871.

184,871.

.04

Environmental improvements

L2 00 - 7 L By

Leadership development and

training for community members

o

Coalition building

Community heaith improvement

26,386.

advocacy

26,386.

.01

8 Workforce development

4,016.

4,016.

8 Other

10

Total 215,273.

215,273.

.05

Bad Debt, Medicare, & Collection Practices

Section A, Bad Debt Expense

1

Did the organization report bad debt expense in accordance with Healthcare Financial Management Association

Enter the amount of the organization's bad debt expense. Explain in Part VI the
methodology used by the organization to estimate this amount,_ _ . . . . .. ... ..

Yes | No

2 14,214,721.

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

Provide in Part VI the text of the footnote to the organization's financial statements
expense or the page number on which this footnote is contained in the attached financia

Section B. Medicare

5

6
7
8

Enter total revenue received from Medicare (including DSH and IME)

that describes bad debt
| statements.

5

Enter Medicare allowable costs of care relating to payments on line 5

6

Subtract line 6 from line 5. This is the surplus (or shortfall)

7

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 determ
on line 6. Check the box that describes the method used:
Cost accounting system Cost to charge ratio D Other

Section C. Collection Practices

b If "Yes," did the organization's collection policy that applied to the largest number of its patients during the tax year contain provisions on the
collection practices to be followed for patients who are known to qualify for financial assistance? Describe in Part VI

*ET: 3\ Management Com

ine the amount reported

9a | X

9b | X

panies and Joint Ventures (owned 10% or more by officers, directors, trustees, key employees, and physicians - see instructions)

(a) Name of entity

(b) Description of primary
activity of entity

(c) Organization's
profit % or stock
ownership %

(d) Officers, directors,
trustees, or key
employees' profit %
or stock ownership %

{e) Physicians'
profit % or stock
ownership %

00 I~ O (U D [ (N[~

«w

10

11

12

13

JSA
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THE UNION MEMORIAL
Schedule H (Form 990) 2016

HOSPITAL

52-0591685

Page 3

Facility Information

Section A. Hospital Facilities
(list in order of size, from largest to smallest - see instructions)
How many hospital facilities did the organization operate during

the tax year? 1
Name, address, primary website address, and state license

number (and if a group return, the name and EIN of the
subordinate hospital organization that operates the hospital
facility)

endsoy pasusor
[eydsoy s,uaIpiiyd
{endsoy Bujyoesl

{e216ins B [Eo1palli [BIBUBS

|endsoy 53998 {ean)

Aylioe} yoleasey

SInoY pZ-43

Jayio-43

Other (describe)

Facility
reporting
group

1 UNION MEMORIAL HOSPITAL

201 EAST UNIVERSITY PARKWAY

BALTIMORE MD 21218

10

JSA
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THE UNION MEMORIAL HOSPITAL 52-0591685

Schedule H (Form 990) 2016 Page 4
Facility information (continued)

Section B. Facility Policies and Practices
(Complete a separate Section B for each of the hospital facilities or facility reporting groups listed in Part V, Section A)

Name of hospital facility or letter of facility reporting group UNION MEMORIAL HOSPITAL

Line number of hospital facility, or line numbers of hospital

facilities in a facility reporting group (from Part V, Section A): 1

Community Health Needs Assessment

1

6a

2 0 T o

12a

c

Was the hospital facility first licensed, registered, or similarly recognized by a state as a hospital facility in the

current tax year or the immediately preceding taxyear? |, . . . . . . . . i e e e, 1 X
Was the hospital facility acquired or placed into service as a tax-exempt hospital in the current tax year or
the immediately preceding tax year? If "Yes," provide details of the acquisition in SectionC , , . . .. ... ... 2 X

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,"skiptofine 12 . . . . . . . . .. . . . v ...
If "Yes," indicate what the CHNA report describes (check all that apply):
A definition of the community served by the hospital facility
Demographics of the community
Existing health care facilities and resources within the community that are available to respond to the
health needs of the community
How data was obtained
The significant health needs of the community
Primary and chronic disease needs and other health issues of uninsured persons, low-income persons,
and minority groups
The process for identifying and prioritizing community health needs and services toc meet the
community health needs
X| The process for consulting with persons representing the community’s interests
The impact of any actions taken to address the significant health needs identified in the hospital
facility's prior CHNA(s)
Other (describe in Section C)
Indicate the tax year the hospital facility last conducted a CHNA: 20 14

2 P91 P11 1 P P

In conducting its mostrecent CHNA, did the hospital facility take into account input from persons who represent

the broad interests of the community served by the hospital facility, including those with special knowledge of or

expertise in public health? If "Yes," describe in Section C how the hospital facility took into account input from

persons who represent the community, and identify the persons the hospital facility consulted , , . . . ... .. 5§ | X

Was the hospital facility's CHNA conducted with one or more other hospital facilities? If "Yes," list the other

hospital facilities in Section C . . . . . . . . . .. e 6a X
Was the hospital facility's CHNA conducted with one or more organizations other than hospital facilities? If "Yes,"

list the other organizations in SectionC . ., . . .. ... ... ... ... ... ... 6b S
Did the hospital facility make its CHNA report widely available tothe public? . . . . . ... ... ... ... ... 7 X

If "Yes," indicate how the CHNA report was made widely available (check all that apply):
Hospital facility's website (list url), WWW.MEDSTARUNIONMEMORIAL.ORG
Other website (list url):
Made a paper copy available for public inspection without charge at the hospital facility
Other (describe in Section C)
Did the hospital facility adopt an implementation strategy to meet the significant community health needs
identified through its most recently conducted CHNA? If "No," skiptoline 11, . . . .. ... ... ... .....
Indicate the tax year the hospital facility last adopted an implementation strategy: 2014

Describe in Section C how the hospital facility is addressing the significant needs identified in its most
recently conducted CHNA and any such needs that are not being addressed together with the reasons why
such needs are not being addressed.

Did the organization incur an excise tax under section 4959 for the hospital facility’s failure to conduct a

if "Yes" to line 12a, did the organization file Form 4720 to report the section 4959 excisetax? . . . . ... ...
If "Yes" to line 12b, what is the total amount of section 4959 excise tax the organization reported on Form
4720 for all of its hospital facilities? $
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Schedule H (Form 990) 2016 THE UNION MEMORIAL HOSPITAL 52-0591685 Page 5
Facility Information (continued)
Financial Assistance Policy (FAP)

Name of hospital facility or letter of facility reporting group UNION MEMORIAL HOSPITAL

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

13 Explained eligibility criteria for financial assistance, and whether such assistance included free or discounted care?
If "Yes," indicate the eligibility criteria explained in the FAP:

Federal poverty guidelines (FPG), with FPG family income limit for eligibility for free care of _200.0000 %

and FPG family income limit for eligibility for discounted care of _409-0000 o

income level other than FPG (describe in Section C)

Asset level

Medical indigency

Insurance status

Underinsurance status

Residency

Other (describe in Section C)

14 Explained the basis for calculating amounts chargedtopatients?, . . . . . ... ... ... ... ..., ...

15 Explained the method for applying for financial assistance?

If "Yes," indicate how the hospital facility's FAP or FAP application form (including accompanying
instructions) explained the method for applying for financial assistance (check all that apply):
Described the information the hospital facility may require an individual to provide as part of his or her
application
Described the supporting documentation the hospital facility may require an individual to submit as part
of his or her application
Provided the contact information of hospital facility staff who can provide an individual with information
about the FAP and FAP application process
Provided the contact information of nonprofit organizations or government agencies that may be
sources of assistance with FAP applications

e Other (describe in Section C)
16  Was widely publicized within the community served by the hospital facility? . . . . . . ... ... ......
es,” indicate how the hospital facility publicized the policy (check all that apply):
The FAP was widely available on a website (list url): WWW. MEDSTARUNIONMEMORIAL.ORG
The FAP application form was widely available on a website (list url): WWW. MEDSTARUNIONMEMORIAL
A plain language summary of the FAP was widely available on a website (list url);: WWW . MEDSTARUNIONI
The FAP was available upon request and without charge (in public locations in the hospital facility and
by mail)
The FAP application form was available upon request and without charge (in public locations in the
hospital facility and by mail)
A plain language summary of the FAP was available upon request and without charge (in public
locations in the hospital facility and by mail)
Individuals were notified about the FAP by being offered a paper copy of the plain language summary of
the FAP, by receiving a conspicuous written notice about the FAP on their billing statements, and via
conspicuous public displays or other measures reasonably calculated to attract patients' attention
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Notified members of the community who are most likely to require financial assistance about availability
of the FAP

The FAP, FAP application form, and plain language summary of the FAP were translated into the
primary language(s) spoken by LEP populations

Other (describe in Section C)

[ b el
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THE UNION MEMORIAL HOSPITAL 52-0591685

Schedule H (Form 990) 2016 Page 6

Facility Information (continued)

Billing and Collections

Name of hospital facility or letter of facility reporting group UNION MEMORIAL HOSPITAL

Yes | No

17 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 all of the actions the hospital facility or other authorized party
may take UPON MONPaYMeNt? . . . . . o it o e et et e e e e e e e e 17
18 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 to credit agency(ies)
b |__] Selling anindividual's debt to another party
¢ || Deferring, denying, or requiring a payment before providing medically necessary care due to
___ nonpayment of a previous bill for care covered under the hospital facility's FAP
d | | Actions that require a legal or judicial process
e | | Other similar actions (describe in Section C)
f | X| None of these actions or other similar actions were permitted
19 Did the hospital facility or other authorized party perform any of the following actions during the tax year
before making reasonable efforts to determine the individual's eligibility under the facility's FAP? . . . . . . . . ..
If "Yes," check all actions in which the hospital facility or a third party engaged:
a Reporting to credit agency(ies)
b Selling an individual's debt to another party
c Deferring, denying, or requiring a payment before providing medically necessary care due to
nonpayment of a previous bill for care covered under the hospital facility's FAP
d B Actions that require a legal or judicial process
e Other similar actions (describe in Section C)
20 Indicate which efforts the hospital facility or other authorized party made before initiating any of the actions listed (whether or
not checked) in line 19 (check all that apply):
a Provided a written notice about upcoming ECAs (Extraordinary Collection Action) and a plain language summary of the
FAP at least 30 days before initiating those ECAs
b Made a reasonable effort to orally notify individuals about the FAP and FAP application process
c Processed incomplete and complete FAP applications
d Made presumptive eligibility determinations
e - Other (describe in Section C)
f None of these efforts were made

Policy Relating to Emergency Medical Care

Schedule H (Form 990) 2016

21 Did the hospital facility have in place during the tax year a written policy relating to emergency medical care
that required 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? . . . . . . ... ..
If "No," indicate why:

a The hospital facility did not provide care for any emergency medical conditions
b The hospital facility's policy was not in writing
c The hospital facility limited who was eligible to receive care for emergency medical conditions (describe
in Section C)
d D Other (describe in Section C)
JSA
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Schedule H (Form 990) 2016 Page 7
Facility Information (continued)

Charges to Individuals Eligible for Assistance Under the FAP (FAP-Eligible Individuals)

UNION MEMORIAL HOSPITAL

Name of hospital facility or letter of facility reporting group

22 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 a look-back method based on claims allowed by Medicare fee-for-service
during a prior 12-month period
b D The hospital facility used a look-back method based on claims allowed by Medicare fee-for-service and
all private health insurers that pay claims to the hospital facility during a prior 12-month period
c D The hospital facility used a look-back method based on claims allowed by Medicaid, either alone or in
combination with Medicare fee-for-service and all private health insurers that pay claims to the hospital
facility during a prior 12-month period
d The hospital facility used a prospective Medicare or Medicaid method
23 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?
If "Yes," explain in Section C.
24  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 thatindividual? . . . . .. ... ... .. . o o e
If "Yes," explain in Section C.
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Facility Information (continued)

Section C. Supplemental Information for Part V, Section B. Provide descriptions required for Part V, Section B, lines
2,3j, 5, 6a, 6b, 7d, 11, 13b, 13h, 15e, 16|, 18e, 19e, 20e, 21c, 21d, 23, and 24. If applicable, provide separate
descriptions for each hospital facility in a facility reporting group, designated by facility reporting group letter and
hospital facility line number from Part V, Section A ("A, 1," "A, 4," "B, 2," "B, 3," etc.) and name of hospital facility.

CHNA INPUT

PART V, SECTION B, LINE 5

HOSPITAL LEAD

ROLE DESCRIPTION

THE COMMUNITY HEALTH NEEDS ASSESSMENT (CHNA) HOSPITAL LEAD SERVES AS THE
COORDINATOR OF ALL ASPECTS OF THE COMMUNITY HEALTH ASSESSMENT PROCESS.
HE/SHE HELPS ESTABLISH AND COORDINATE THE ACTIVITIES OF THE ADVISORY TASK
FORCE. THE LEAD ALSO HELPS PRODUCE THE HOSPITAL'S COMMUNITY HEALTH NEEDS
ASSESSMENT AND IMPLEMENTATION STRATEGY. HE/SHE WORKS COLLABORATIVELY WITH
REPRESENTATIVES FROM THE CORPORATE COMMUNITY HEALTH DEPARTMENT AND
GEORGETOWN UNIVERSITY. THE LEAD ALSO WORKS CLOSELY WITH THE WRITER.

HE/SHE REVIEWS ALL NARRATIVES PRIOR TO PUBLICATION.

NAME OF HOSPITAL LEAD: JAMES BLOOM

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
HOSPITAL'S CLINICAL STRENGTHS AND PROGRAM PRIORITIES TO DIVERSE

AUDIENCES.
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THE UNION MEMORIAL HOSPITAL 52-0591685
Schedule H (Form 890) 2016 Page 8
Facility Information (continued)
Section C. Supplemental Information for Part V, Section B. Provide descriptions required for Part V, Section B, lines
2, 3j, 5, 6a, 6b, 7d, 11, 13b, 13h, 15e, 16}, 18e, 19e, 20e, 21c, 21d, 23, and 24. if applicable, provide separate
descriptions for each hospital facility in a facility reporting group, designated by facility reporting group letter and
hospital facility line number from Part V, Section A ("A, 1," "A, 4," "B, 2," "B, 3," etc.) and name of hospital faclility.

NAME OF EXECUTIVE SPONSCR: STUART BELL, M.D.

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-YEAR IMPLEMENTATION STRATEGY.

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

OPTIMIZE COMMUNITY PARTICIPATION.

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

COMMUNITY REPRESENTATIVES SHOULD MAKEUP AT LEAST 50% OF TOTAL

PARTICIPANTS.
NAME TITLE/AFFILIATION WITH NAME OF ORGANIZATION
HOSPITAL
JAMES BLOOM FINANCIAL ANALYST MEDSTAR UNION MEMORIAL
HOSPITAL
BRAD CHAMBERS PRESIDENT & SVP MSH MEDSTAR UNION MEMORIAL
HOSPITAL

JSA Schedule H {Form 990) 2016
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THE UNION MEMORIAIL HOSPITAL 52-0591685
Schedule H (Form 890) 2016 Page 8
Facility Information (continued)
Section C. Supplemental Information for Part V, Section B. Provide descriptions required for Part V, Section B, lines
2, 3], 5, 6a, 6b, 7d, 11, 13b, 13h, 15e, 16j, 18e, 19¢, 20e, 21c, 21d, 23, and 24. If applicable, provide separate
descriptions for each hospital facility in a facility reporting group, designated by facility reporting group letter and
hospital facility line number from Part V, Section A ("A, 1," "A, 4," "B, 2," "B, 3," etc.) and name of hospital facility.

SAVAS KARAS BOARD MEMBER MEDSTAR UNION MEMORIAL
HOSPITAL

DERRICK ADAMS BOARD MEMBER MEDSTAR UNION MEMORIAL
HOSPITAL

SARAH FAWCETT REGIONAL VP OF PHILANTHROPY MEDSTAR UNION MEMORIAL

LEE HOSPITAL, GUILFORD
RESIDENT

GLENDA EXECUTIVE DIRECTOR SHEPﬁERD'S CLINIC & JOY

SKULETICH WELLNESS CENTER

LISA GHINGER EXECUTIVE DIRECTOR HAMPDEN FAMILY CENTER

ALICE ANN COMMUNITY LEADER GUILFORD RESIDENT

FINNERTY

NICHOLE BATTLE CHIEF EXECUTIVE OFFICER GOVANS ECUMENICAL

DEVELOPMENT CORPORATION

IMPLEMENTATION STRATEGIES

PART V, SECTION B, LINE 8

THE IMPLEMENTATION STRATEGIES SERVE AS A ROADMAP FOR HOW COMMUNITY

BENEFIT RESOURCES WILL BE ALLCCATED AND DEPLOYED. MEDSTAR'S HOSPITAL WILL

BE ABLE TO MEASURE OUR CONTRIBUTION TO IMPROVING THE HEALTH OF

UNDERSERVED AND VULNERABLE POPULATIONS IN THE REGIONS WE SERVE.

THREE-YEAR IMPLEMENTATION STRATEGIES WITH MEASURABLE OBJECTIVES WERE

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

COMMUNITY OR TARGET POPULATION OF FOCUS. PRICRITIES WERE BASED ON

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

sA Schedule H (Form 990) 2016
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THE UNION MEMORIAL HOSPITAL 52-0591685
Schedule H (Form 990) 2016 Page 8
Facility Information (continued)
Section C. Supplemental Information for Part V, Section B. Provide descriptions required for Part V, Section B, lines
2, 3}, 5, B3, 6b, 7d, 11, 13b, 13h, 15e, 16}, 18e, 19e, 20e, 21c, 21d, 23, and 24. If applicable, provide separate
descriptions for each hospital facility in a facility reporting group, designated by facility reporting group letter and
hospital facility line number from Part V, Section A ("A, 1," "A, 4," "B, 2," "B, 3," etc.) and name of hospital facility.

WELL AS ON HOSPITAL EXPERTISE, RESOURCES, STRENGTHS OF EXISTING

PROGRAMMING AND PARTNERSHIPS, AND ALIGNMENT WITH NATIONAL, STATE, AND

LOCAL HEALTH GOALS. THE MEDSTAR HEALTH CORPORATE COMMUNITY HEALTH

DEPARTMENT WILL PROVIDE SYSTEM-WIDE COORDINATION AND OVERSIGHT OF

COMMUNITY BENEFIT PROGRAMMING.

HOSPITAL ADVISORY TASK FORCES CONVENE AT LEAST ANNUALLY TO MONITOR

PROGRESS OF STRATEGY EXECUTION AND TO PROVIDE ONGOING RECOMMENDATIONS

RELATED TO OUTCOMES ACHIEVEMENT, PROGRAM DEVELOPMENT, PARTNERSHIP

APPROACHES, AND OVERALL IMPLEMENTATION IMPROVEMENT.

FOR SIGNIFICANT NEEDS IDENTIFIED IN THE CHNA THAT THE HOSPITAL HAS NOT

PRIORITIZED AS FOCUS AREAS THROUGH ITS IMPLEMENTATION STRATEGY, THESE

NEEDS WILL BE ADDRESSED BY COLLABORATING WITH OTHER LEADING

ORGANIZATIONS, AND BY TAKING A SUPPORTER ROLE ON IDENTIFIED NEEDS THAT

ARE BEYOND THE SCOPE OF THE HOSPITAL'S STRENGTHS.

Jsa Schedule H (Form 990) 2016
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THE UNION MEMORIAL HOSPITAL 52-0591685
Schedule H (Form 990) 2016 Page 9
Facility Information (continued)
Section D. Other Health Care Facilities That Are Not Licensed, Registered, or Similarly Recognized as a Hospital Facility
(list in order of size, from largest to smallest)

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

Name and address Type of Facility (describe)
1

10

Schedule H (Form 990) 2016
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THE UNION MEMORIAL HOSPITAL 52-0591685
P@e10

EY Yl Supplemental Information

Provide the following information.

1

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

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

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

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

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

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

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

CHARITY CARE AT COST

PART I, LINE 7A

MARYLAND'S REGULATORY SYSTEM CREATES A UNIQUE PROCESS FOR HOSPITAL

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

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

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

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

UNIQUE ALL-PAYOR SYSTEM INCLUDES A METHOD FOR REFERENCING 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 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

JSA
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THE UNION MEMORIAL HOSPITAL 52-0591685

Schedule H (Form 890) 2016 Page 10
£1eaYl Supplemental Information

Provide the following information.

1

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

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

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

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

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

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

State filing of community benefit report. If appli