TAX RETURN FILING INSTRUCTIONS

PUBLIC INSPECTION COPY

Prepared by

Grant Thornton LLP
1000 Wilson Boulevard, Suite 1400
Arlington, VA 22209

Special
Instructions

Returns should be signed and dated by the appropriate officer(s).

Exempt organizations are required to provide copies of their most recent Forms 990, and their
Application for Recognition of Exemption (Form 1023 or 1024) for public inspection upon request.
Charities must also make available Forms 990-T filed after August 17, 2006. Schedules, attachments,
and supporting documents filed with Form 990-T that do not relate to the imposition of unrelated
business income tax are not required to be made available for public inspection and copying (e.g.
Form 5471, Information Return of U.S. Persons With Respect to Certain Foreign Corporations and
Form 8886, Reportable Transaction Disclosure Statement ). Forms 990 and 990-T must be made
available for the three-year period beginning on the last day prescribed for filing such return
(determined with regard to any extension of time for filing). The names of any contributors should not
be disclosed, so we have deleted them.

Application for
Recognition of
Exemption

The copy of the Application for Recognition of Exemption must include any papers
submitted in support of such application and any letter or other document issued by the
Internal Revenue Service with respect to such application.

An organization that submitted its Form 1023 or 1024 on or before July 15, 1987 must
make this form available for public inspection only if they had a copy of the Application on
July 15, 1987.

Requests made
in person

In the request is made in person, the organization must respond by the end of the business day.

Requests made
in writing

If the request is made in writing, the organization must respond within 30 days.

Fees charged for
copies

The organization can make a reasonable charge for copying and posting. The regulations limit the
copying charge to that charged by the IRS for providing copies, currently $0.20 for each page.

What if we post
Form 990 on our
website?

The requirement to provide copies can be eliminated if the organization posts the relevant documents
on its website. The public must be able to download the documents and print them in the exact form
they were filed with the IRS (except for disclosing contributors). The download must be free and use
software that is available without charge. Even if the documents are posted on the web, the
organization must still have a copy available for inspection at its offices.

What if we fail to
comply with
requests?

The IRS may impose significant monetary penalties on an organization that does not adhere to the
disclosure requirements.



IRS e-file Signature Authorization
- a - o] X -
-m 8879-EQ for an Exempt Organization B No. Todetere
For calendar year 2016, or fiscal year beginning 07/01 , 2016, and ending 06 / 30 , 20 17
N p Do not send to the IRS. Keep for your records. 2@1 6
epartment of the Treasury
Internal Revenue Service P Information about Form 8879-EO and its instructions is at www.irs.gov/form8879eo.
Name of exempt organization Employer identification number
MT. WASHINGTON PEDIATRIC HOSPITAL, INC, 52-0591483

Name and title of officer

ALFRED A PIETSCH, TREASURER

Type of Return and Return Information (Whole Dollars Only)

Check the box for the return for which you are using this Form 8879-EO and enter the applicable amount, if any, from the return. If you
check the box on line 1a, 2a, 3a, 4a, or 5a, below, and the amount on that line for the return being filed with this form was blank, then
leave line 1b, 2b, 3b, 4b, or 5b, whichever is applicable, blank (do not enter -0-). But, if you entered -0- on the return, then enter -0- on
the applicable line below. Do not complete more than 1 line in Part I.

1a Form 990 check here » Total revenue, if any (Form 990, Part VI, column (A), line 12) . . . 1b 61990506.
2a Form 990-EZ check here » - b Total revenue, if any (Form 990-EZ, line9) . .......... 2b
3a Form 1120-POL check here » D b Total tax (Form 1120-POL, line22) , , . . ... .. .. .. 3b
4a Form 990-PF check here » E b Tax based on investment income (Form 990-PF, Part VI, line 5). 4b
5a Form 8868 check here » b Balance Due (Form 8868,1line3¢c) . . ... .. . v v v v v v v .. 5b

Declaration and Signature Authorization of Officer

Under penalties of perjury, | declare that | am an officer of the above organization and that | have examined a copy of the
organization's 2016 electronic return and accompanying schedules and statements and to the best of my knowledge and belief, they
are true, correct, and complete. | further declare that the amount in Part | above is the amount shown on the copy of the
organization's electronic return. | consent to allow my intermediate service provider, transmitter, or electronic return originator (ERO)
to send the organization's return to the IRS and to receive from the IRS (a) an acknowledgement of receipt or reason for rejection of
the transmission, (b) the reason for any delay in processing the return or refund, and (c) the date of any refund. If applicable, |
authorize the U.S. Treasury and its designated Financial Agent to initiate an electronic funds withdrawal (direct debit) entry to the
financial institution account indicated in the tax preparation software for payment of the organization's federal taxes owed on this
return, and the financial institution to debit the entry to this account. To revoke a payment, | must contact the U.S. Treasury Financial
Agent at 1-888-353-4537 no later than 2 business days prior to the payment (settlement) date. | also authorize the financia! institutions
involved in the processing of the electronic payment of taxes to receive confidential information necessary to answer inquiries and
resolve issues related to the payment. | have selected a personal identification number (PIN) as my signature for the organization's
electronic return and, if applicable, the organization's consent to electronic funds withdrawal.

Officer's PIN: check one box only
| authorize GRANT THORNTON LLP toentermyPIN | 1141211{9] as my signature

ERO firm name Enter five numbers, but
do not enter all zeros
on the organization's tax year 2016 electronically filed return. If | have indicated within this return that a copy of the return is
being filed with a state agency(ies) regulating charities as part of the IRS Fed/State program, | also authorize the aforementioned
ERO to enter my PIN on the return’s disclosure consent screen.

D As an officer of the organization, | will enter my PIN as my signature on the organization's tax year 2016 electronically filed return.
If | have indicated within this return that a copy of the return is being filed with a state agency(ies) regulating charities as part of
the IRS Fed/State program, | will enter my PIN on the return's disclosure consent screen.

-
Officer's signature ’//M/—’ZA 2 7;é€=z P 2PN Date P ‘5_" 7-/F

Certificafion and Authentication
ERO's EFIN/PIN. Enter your six-digit electronic filing identification
number (EFIN) followed by your five-digit self-selected PIN. 21316191513 13]6|6]0]{5

do not enter all zeros
| certify that the above numeric entry is my PIN, which is my signature on the 2016 electronically filed return for the organization

indicated above. | confirm that | am submitting this return in accordance with the requirements of Pub. 4163, Modernized e-File (MeF)
information for Authorized IRS e-file Providers for Business Returns.

ERO's signature > Date 5 / 7 / 18

ERO Must Retain This Form - See Instructions
Do Not Submit This Form To the IRS Unless Requested To Do So

For Paperwork Reduction Act Notice, see back of form. Form 8879-EO (2016)

JSA
6E1676 1.000

4218CV 700P 5/2/2018 9:47:56 AM V 16-7.17 0180223-00044



Page 1 of 1

Cumulative e-File History 2016

Federal
Tax Return Return Type
4218CV 990
Taxpayer

Mt. Washington Pediatric Hospital, Inc.

Submitted Date 2018-05-11 12:46:08
Acknowledgement Date 2018-05-11 12:59:33
Status Accepted

Submission ID 23695320181315000023

https://gosystemrs.fasttax.com/GoSystemClient/ 5/14/2018



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 06/30,2017
C Name of organization D Employer identification number
B check i appicabe: MTI.  WASHI NGTON PEDI ATRI C HOSPI TAL, | NC.
: fress Doing Business As 52- 0591483
Name change Number and street (or P.O. box if mail is not delivered to street address) Room/suite E Telephone number
| i et 1708 W ROGERS AVENUE (410) 578-8600
] Terminated City or town, state or province, country, and ZIP or foreign postal code
: 2"‘“;':1“9" BALTI MORE, MD 21209 _ _ G Gross receipts $ 83, 282, 911.
|| heplication IF- Name and address of principal officer: SHELDON STEI N H(@) s this a group return for B Yes No
subordinates?
1708 W ROGERS AVENUE BALTI MORE, MD 21209 H(b) Are all subordinates included? ves | |No
| Tax-exempt status: | X | 501(c)(3) | | 501(c) ( ) « (insertno.) | | 4947(a)(1) or | | 527 If "No," attach a list. (see instructions)
J  Website: p WAV MAPH, ORG H(c) Group exemption number P
K Form of organization: | X | Corporation | | Trustl | Association | | Other P> | L Year of formation: 1926| M State of legal domicile: MD

Summary

1 Briefly describe the organization's mission or most significant activities: _MT___V\_A_Sl'!l\l_G-_rg_\l_E’Eq_ét@_q_@P_'_Tﬁl-_l_S ________
g|  DEDICATED TO MAXIM ZI NG THE HEALTH AND | NDEPENDENCE OF THE CHILDREN VE
5 SERVE
§ 2 Check this box P> |:| 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) | . . . . . . . . v v o v i e e 3 12.
ﬁ 4 Number of independent voting members of the governing body (Part VI, linelb) . . . . . . . . .. ... .. .. 4 12.
;E 5 Total number of individuals employed in calendar year 2016 (Part V, line2a), . . . . . v v v v v v e oo 5 713.
% 6 Total number of volunteers (estimate if NECESSAY) | . . . . v v v v e e e e e o 6 71.
<| 7a Total unrelated business revenue from Part VIII, column (C), ine 12 _ . . . . . . . . . v v o o 7a 0.

b Net unrelated business taxable income from Form 990-T, iN€34 . . . v v v & v v v vt 4 v o a e v v n nn e 7b 0.
Prior Year Current Year
o| 8 Contributionsandgrants (Part VIll, linelh), . . . . . ... ..... 1, 238, 551. 2,312, 647.
% 9 Program service revenue (Part VIll, line2g), . . . . ... ... ... PUBL?CC:)TI\TS';EETION 56, 764, 161. 57, 893, 074.
2 10 Investment income (Part VIII, column (A), lines 3,4, and 7d) , , , . . 844, 705. 987, 493.
11 Other revenue (Part VIII, column (A), lines 5, 6d, 8c, 9¢c, 10c,and11e)_ . . . . . . . . . . . 1,276, 904. 797, 292.
12 Total revenue - add lines 8 through 11 (must equal Part VIII, column (A), line12)., . . . . .. 60, 124, 321. 61, 990, 506.
13 Grants and similar amounts paid (Part IX, column (A), lines1-3) _ . . . . . . . . .. . ... 0. 0.
14 Benefits paid to or for members (Part IX, column (A), lined) . . . . . . . ... ... .... 0. 0.
2 15 Salaries, other compensation, employee benefits (Part IX, column (A), lines 5-10), _ . . . . . 38, 314, 447. 37, 610, 294.
g 16a Professional fundraising fees (Part IX, column (A), linel1le) _ . . . . . . . . . . . . . ... 0. 0.
>3 b Total fundraising expenses (Part IX, column (D), line25)p» 0 ).
Y117 other expenses (Part IX, column (A), lines 11a-11d, 11f-24€) | . . . . . v v v v v v v v o 15, 889, 399. 17,979, 224.
18 Total expenses. Add lines 13-17 (must equal Part IX, column (A), line25) _ . . . . ... .. 54, 203, 846. 55, 589, 518.
19 Revenue less expenses. Subtractline18fromline 12, . . . . v v v v v v i 4 v v m 4w a 5, 920, 475. 6, 400, 988.
5 g Beginning of Current Year End of Year
85120 Total assets (Part X, M€ 16) . . . . . ... ... ... 106, 704, 489. | 117, 864, 210.
<%[21  Total liabilities (Part X, M€ 26), . .\ . . .\t vttt e 21, 220, 149. 21,253, 468,
EE’ 22 Net assets or fund balances. Subtractline 21 fromlin€20. . . v v v v v v & v @ v 0w o . 85, 484, 340. 96, 610, 742.
Part Il Signature Block

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

) 05/ 11/ 2018
Sign } Signature of officer Date
Here ALFRED A Pl ETSCH TREASURER
} Type or print name and title
Print/Type preparer's name Preparers signature . Date Check if | PTIN
Eald FRANK G ARDI NI %/ st /f—-Q' 5/7/18 self-employed | P00532355
reparer
Firmsname P GRANT THORNTON LLP FimseN p 36- 6055558
Use Only
Firm's address P> 2001 MARKET STREET, SUITE 700 PH LADELPHI A, PA 19103 Phone no. 215-561- 4200
May the IRS discuss this return with the preparer shown above? (see instructions) |, . . . . . . . v v v v v i e e e e e X| ves No
For Paperwork Reduction Act Notice, see the separate instructions. Form 990 (2016)
JSA

6E1065 1.000

4218CV 700P 5/15/2018 10:07:31 AM V 16-7.17 0180223- 00044



om 3868 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 P Information about Form 8868 and its instructions is at www.irs.gov/form8868.

Electronic filing (efile). 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 MI. WASHI NGTON PEDI ATRI C HOSPI TAL, | NC. 52- 0591483
SEZ %é:Z?Or Number, street, and room or suite no. If a P.O. box, see instructions. Sacial security number (SSN)
filing your 1708 W ROGERS AVENUE
IT?SL:K}CS::S City, town or post office, state, and ZIP code. For a foreign address, see instructions.

BALTI MORE, MD 21209
Enter the Return Code for the return that this application is for (file a separate application for eachreturn) . . . . . . . . . . .. I_Oll_l
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

S. M CHELLE LEE
® The books are in the care of » 250 W PRATT STREET SU TE 1436 BALTI MORE MD 21201

Telephone No. » _ 410 _328-1376 ____________ FaxNo. » 410 328-7497 ___________
e |f the organization does not have an office or place of business in the United States, check thisbox _ . . . ... .. .. ... | 2 |:|
e |f this is for a Group Return, enter the organization's four digit Group Exemption Number (GEN) . If this is
for the whole group, check this box , , . . . . | 2 |:| . If it is for part of the group, check thisbox , , ., . . . . | 2 |_, and attach
a list with the names and EINs of all members the extension is for.
1 Irequest an automatic 6-month extension of time until 05/ 15 ,2018 , to file the exempt organization return

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

| 2 - calendar year 20 or
> tax year beginning 07/01 ,2016 _, and ending 06/30 ,2017 .

2  If the tax year entered in line 1 is for less than 12 months, check reason: |:| Initial return |:| 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. 3b|$ 0.
¢ Balance due. Subtract line 3b from line 3a. Include your payment with this form, if required, by using EFTPS
(Electronic Federal Tax Payment System). See instructions. 3c|$ 0.
Caution. If you are going to make an electronic funds withdrawal (direct debit) with this Form 8868, see Form 8453-EO and Form 8879-EO for payment
instructions.
For Privacy Act and Paperwork Reduction Act Notice, see instructions. Form 8868 (Rev. 1-2017)

JSA
6F8054 2.000

10/ 30/ 2017 1:54:58 PM V 16-7F 0180223-00044



E-file Status Page 1 of 1

Cumulative E-File History 2016

FED

Locator: 4218CV
Taxpayer Name: Mt. Washington Pediatric Hospital, Inc.
Return Type: 990, 990

Submitted Date 11/2/2017 4:19:36 PM
Acknowledgement Date 11/2/2017 4:26:59 PM
Status Accepted

Submission ID 23695320173065000007

Print Close

https://gosystemrs.fasttax.com/GoSystemR SReport. Web/Modal//ElfCumulativeHistory.as... 11/3/2017
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MI.  WASHI NGTON PEDI ATRI C HOSPI TAL, | NC. 52-0591483

Form 990 (2016) Page 2
Statement of Program Service Accomplishments

Check if Schedule O contains a response or note to any lineinthisPart Il . . _ . .. . .. ... .. ... ..... |:|
1 Briefly describe the organization's mission:

MI. WASHI NGTON PEDI ATRI C HOSPI TAL |'S DEDI CATED TO MAXI M ZI NG THE
HEALTH AND | NDEPENDENCE OF THE CH LDREN WE SERVE.

2 Did the organization undertake any significant program services during the year which were not listed on the
prior FOrm 990 07 980-EZ2, . . . . . . .\ttt st e e e e e [Jves [XIno
If "Yes," describe these new services on Schedule O.

3 Did the organization cease conducting, or make significant changes in how it conducts, any program
SBIVICES ?, 4 it ot 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 |:| Yes No
If "Yes," describe these changes on Schedule O.

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

4a (Code: ) (Expenses $ 47, 154, 446. including grants of $ ) (Revenue $ 57,893, 074. )

MTI.  WASHI NGTON PEDI ATRI C HOSPI TAL, I NC. OFFERED PEDI ATRI C

| NPATI ENT AND OUTPATI ENT SERVI CES FOR CHI LDREN W TH CHRONI C

| LLNESSES AND REHABI LI TATI ON NEEDS. 21, 255 | NPATI ENT DAYS OF CARE
VWERE PROVI DED DURI NG THE FI SCAL YEAR. 50, 338 VI SITS WERE RECORDED
AT I TS SPECI ALI ZED CLINICS. THE MAJORI TY OF PATI ENTS TREATED WERE
SOCI OECONOM C DI SADVANTAGED CHI LDREN. MORE THAN HALF OF ALL

PATI ENTS RECEI VED MEDI CAL ASSI STANCE.

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

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

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

(Expenses $ including grants of $ ) (Revenue $ )

4e Total program service expenses b 47,154, 446.

JSA

Form 990 (2016)

6E1020 1.000

4218CV 700P 5/15/2018 10:07:31 AM V 16-7.17 0180223- 00044



MI.  WASHI NGTON PEDI ATRI C HOSPI TAL, | NC. 52-0591483

Form 990 (2016)

10

11

12a

13
1l4a

15

16

17

18

19

Page 3
Checklist of Required Schedules

Yes | No
Is the organization described in section 501(c)(3) or 4947(a)(1) (other than a private foundation)? If "Yes,"
complete Schedule A. . . . . . . L L 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," complete Schedule C,Part1. . . . . . . . ... ... ... ... 3 X
Section 501(c)(3) organizations. Did the organization engage in lobbying activities, or have a section 501(h)
election in effect during the tax year? If "Yes," complete Schedule C,Partll. . . . . . . . . . . ' v v v v v e v 4 X
Is the organization a section 501(c)(4), 501(c)(5), or 501(c)(6) organization that receives membership dues,
assessments, or similar amounts as defined in Revenue Procedure 98-197? If "Yes," complete Schedule C,
Partlll. o o o e 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, Partl. . . . . . . @ . . i i i it e e e e e e e e e e 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? If "Yes," complete Schedule D, Partill. . . ... .. .. 7 X
Did the organization maintain collections of works of art, historical treasures, or other similar assets? If "Yes,"
complete Schedule D, Part Il . . . . . . . . o i i i e e e e e e e e e e e e e e e e 8 X
Did the organization report an amount in Part X, line 21, for escrow or custodial account liability, serve as a
custodian for amounts not listed in Part X; or provide credit counseling, debt management, credit repair, or
debt negotiation services? If "Yes,”" complete Schedule D, PartIV . . . . . . . .. .. ... ... 9 X
Did the organization, directly or through a related organization, hold assets in temporarily restricted
endowments, permanent endowments, or quasi-endowments? If "Yes," complete Schedule D, PartV. . . . . . .. 10 X
If the organization’s answer to any of the following questions is "Yes," then complete Schedule D, Parts VI,
VII, VIII, IX, or X as applicable.
Did the organization report an amount for land, buildings, and equipment in Part X, line 10? If "Yes,"
complete Schedule D, Part VI . . . . . i v i i i e s e s e s e e e e e e e e e e e e e e e e e e e e lla X
Did the organization report an amount for investments-other securities in Part X, line 12 that is 5% or more
of its total assets reported in Part X, line 167 If "Yes," complete Schedule D, PartVIl ., . . ... ... ... ..... 11b X
Did the organization report an amount for investments-program related in Part X, line 13 that is 5% or more
of its total assets reported in Part X, line 167 If "Yes," complete Schedule D, PartVIIl, . . .. ... ......... 1llc X
Did the organization report an amount for other assets in Part X, line 15 that is 5% or more of its total assets
reported in Part X, line 167? If "Yes," complete Schedule D, Part IX, . . . . . . . . . . .. .. i uueuenwno. 11d X
Did the organization report an amount for other liabilities in Part X, line 25?7 If "Yes," complete Schedule D, Part X . , . . . .. 1lle 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 . . . . . . 11f X
Did the organization obtain separate, independent audited financial statements for the tax year? If "Yes," complete
Schedule D, Parts Xland XIl. . . . . & o 0 @ i i i i i et e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e 12a X
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 12b X
Is the organization a school described in section 170(b)(1)(A)(ii)? If "Yes," complete Schedule E. . . .. ... ... 13 X
Did the organization maintain an office, employees, or agents outside of the United States?. . . . . . . . .. ... 14a X
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 V. . . . .. ... .. 14b X
Did the organization report on Part IX, column (A), line 3, more than $5,000 of grants or other assistance to or
for any foreign organization? If "Yes," complete Schedule F,Partslland IV . . . . . . . .. ... ... 15 X
Did the organization report on Part IX, column (A), line 3, more than $5,000 of aggregate grants or other
assistance to or for foreign individuals? If "Yes," complete Schedule F, Partsllland IV . . . . .. ... ... .... 16 X
Did the organization report a total of more than $15,000 of expenses for professional fundraising services on
Part IX, column (A), lines 6 and 11e? If "Yes," complete Schedule G, Part | (see instructions)., . . . ... ...... 17 X
Did the organization report more than $15,000 total of fundraising event gross income and contributions on
Part VIII, lines 1c and 8a? If "Yes," complete Schedule G, Part Il . . . . . . . . . @ i i i it it ittt e e e e 18 X
Did the organization report more than $15,000 of gross income from gaming activities on Part VIII, line 9a?
If "Yes," complete Schedule G, Part lll . . . . . . . o v v v i i e i e e e e e e e e e e e e e e e e e e e e e e e e e 19 X

JSA

6E1021 1.000

4218CV 700P 5/15/2018 10:07:31 AM V 16-7.17 0180223- 00044

Form 990 (2016)



MI.  WASHI NGTON PEDI ATRI C HOSPI TAL, | NC. 52- 0591483
Form 990 (2016) Page 4
Checklist of Required Schedules (continued)

Yes | No
20a Did the organization operate one or more hospital facilities? If "Yes," complete ScheduleH, . . . ... ...... 20a X
b If "Yes" to line 20a, did the organization attach a copy of its audited financial statements to 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 IX, column (A), line 1? If "Yes," complete Schedule |, Parts land 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 |, Parts land Ill. . . . . . . . . .o oo i v v oo o 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 J . . . . . . . o i i i e e e e e e e e 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 If "Yes," answer lines 24b

through 24d and complete Schedule K. If "No," gotoline25a. . . . . . & v o v i i i i b i e e e e e e e e a s 24a| X
b Did the organization invest any proceeds of tax-exempt bonds beyond a temporary period exception?. . . . . . . 24b X
Did the organization maintain an escrow account other than a refunding escrow at any time during the year
to defease any tax-exempt boNds? . . . . . . . . . i i e e e e e e e e e e e e e e e e 24c X
d Did the organization act as an "on behalf of" issuer for bonds outstanding at any time during the year? . . . . . . 24d X
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 | . . . . o i i i it i e e e e e e e e e e e e e e e e e e e e 25b X

26 Did the organization report any amount on Part X, line 5, 6, or 22 for receivables from or 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 it i i ittt e 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? If "Yes," complete Schedule L, Partlll. . . . . . ... ... ... 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, Part1V . . ... .. 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 v v v i e e e et e e e e e e e e e e e e e e e e e e e e e 28b X
¢ An entity of which a current or former officer, director, trustee, or key employee (or a family member thereof)
was an officer, director, trustee, or direct or indirect owner? If "Yes," complete Schedule L, PartIV. . . . . .. .. 28c X
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 . . . . . . . . . i i i i it e e e e e e e e 30 X
31 Did the organization liquidate, terminate, or dissolve and cease operations? If "Yes," complete Schedule N,
= o 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 . . . . v o v o v i s e e e s e e e e e e e e e e e e e e e e s 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| . . . . . . .. ... .00 u 33 X
34  Was the organization related to any tax-exempt or taxable entity? If "Yes," complete Schedule R, Part Il, Il
[ g LYZ= 1o [ =1 Y20 115 T 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)? If "Yes," complete Schedule R, Part V,line2 ., . . .. 35b X
36 Section 501(c)(3) organizations. Did the organization make any transfers to an exempt non-charitable
related organization? If "Yes," complete Schedule R, PartV,line2 . . . . . . ... ... ... ... . ..., 36 X

37 Did the organization conduct more than 5% of its activities through an entity that is not a related organization
and that is treated as a partnership for federal income tax purposes? If "Yes," complete Schedule R,

T 37 X
38 Did the organization complete Schedule O and provide explanations in Schedule O for Part VI, lines 11b and
197 Note. All Form 990 filers are required to complete Schedule O. 38 X

Form 990 (2016)
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MI.  WASHI NGTON PEDI ATRI C HOSPI TAL, | NC. 52-0591483

Form 990 (2016) Page 5
Statements Regarding Other IRS Filings and Tax Compliance
Check if Schedule O contains a response or note to anylineinthisPartV ... ... ... ... ... ..... |:|
Yes | No
la Enter the number reported in Box 3 of Form 1096. Enter -0- if not applicable. . . . ... ... la /3
b Enter the number of Forms W-2G included in line 1a. Enter -O- if not applicable. . . . .. ... 1b 0.
c Did the organization comply with backup withholding rules for reportable payments to vendors and
reportable gaming (gambling) winnings to prizewinners? . . .. ... ... .. ... ... .. e e e s 1c X
2a Enter the number of employees reported on Form W-3, Transmittal of Wage and Tax
Statements, filed for the calendar year ending with or within the year covered by this return, . [ 22 713
b If at least one is reported on line 2a, did the organization file all required federal employment tax returns? | 2b X
Note. If the sum of lines 1a and 2a is greater than 250, you may be required to e-file (see instructions). . . . . ..
3a Did the organization have unrelated business gross income of $1,000 or more during the year? . . ... ... .. 3a X
b If "Yes," has it filed a Form 990-T for this year? If "No" to line 3b, provide an explanation in Schedule O, . . ... .. 3b X
4a At any time during the calendar year, did the organization have an interest in, or a signature or other authority
over, a financial account in a foreign country (such as a bank account, securities account, or other financial
=T o010 1 1 4a X
b 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).
5a Was the organization a party to a prohibited tax shelter transaction at any time during the taxyear?. . . . ... .. sa X
b Did any taxable party notify the organization that it was or is a party to a prohibited tax shelter transaction? | 5b X
If "Yes" to line 5a or 5b, did the organization file Form 8886-T2. . . . . . . . . . . . . . c it i i i it i et e e e 5¢C
6a Does the organization have annual gross receipts that are normally greater than $100,000, and did the
organization solicit any contributions that were not tax deductible as charitable contributions? . . . ... ... .. 6a X
b If "Yes," did the organization include with every solicitation an express statement that such contributions or
gifts were not tax dedUCtiDIE?. . . o . v vt e e e e e e e e e e e e e e e e e e 6b
7 Organizations that may receive deductible contributions under section 170(c).
a Did the organization receive a payment in excess of $75 made partly as a contribution and partly for goods
and services provided to the payor? . . . . . . . . i i i i st e e e e e e e e e e e e e e e e e e e e e 7a X
b If "Yes," did the organization notify the donor of the value of the goods or services provided? . . ... ....... 7b X
¢ Did the organization sell, exchange, or otherwise dispose of tangible personal property for which it was
required to file FOIM 82827 .« v v v v v v ittt ittt e e e e e e e e e e e e e e e e e e e e e e e 7c X
d If "Yes," indicate the number of Forms 8282 filed duringtheyear . . . . . . . ... oo oo v | 7d |
e Did the organization receive any funds, directly or indirectly, to pay premiums on a personal benefit contract? | 7e X
f Did the organization, during the year, pay premiums, directly or indirectly, on a personal benefit contract? . . . . . 7f X
g If the organization received a contribution of qualified intellectual property, did the organization file Form 8899 as required? | 79
h If the organization received a contribution of cars, boats, airplanes, or other vehicles, did the organization file a Form 1098-C? 7h
8 Sponsoring organizations maintaining donor advised funds. Did a donor advised fund maintained by the
sponsoring organization have excess business holdings at any time duringtheyear?. . . . . ... ... ... ... 8
9 Sponsoring organizations maintaining donor advised funds.
a Did the sponsoring organization make any taxable distributions under section49662. . . . . . . . . . . .. ... 9a
b Did the sponsoring organization make a distribution to a donor, donor advisor, or related person?. . . . . . . . .. 9b
10 Section 501(c)(7) organizations. Enter:
a |Initiation fees and capital contributions included on Part VIll, line12 . . ... ... ... ... 10a
b Gross receipts, included on Form 990, Part VIII, line 12, for public use of club facilities. . . . . 10b
11 Section 501(c)(12) organizations. Enter:
a Gross income from members or shareholders. . . . . . . o v o v oo L n s d e e lia
b Gross income from other sources (Do not net amounts due or paid to other sources
against amounts due or received fromthem.). . . . . . . . o o o L L e e e e 11b
12a Section 4947(a)(1) non-exempt charitable trusts. Is the organization filing Form 990 in lieu of Form 1041? [12a
b If "Yes," enter the amount of tax-exempt interest received or accrued during the year. . . . . . 12b
13 Section 501(c)(29) qualified nonprofit health insurance issuers.
a |s the organization licensed to issue qualified health plans in morethanonestate?. . . . . . . .. ... ... .. 13a
Note. See the instructions for additional information the organization must report on Schedule O.
b Enter the amount of reserves the organization is required to maintain by the states in which
the organization is licensed to issue qualified healthplans . . . . . . . . . ... o oo oo 13b
C Enterthe amountofreserves onhand. . . . v v v v v v v v v i e e e e e e 13c
14a Did the organization receive any payments for indoor tanning services during the taxyear? . . . . ... ... ... 14a X
b If "Yes," has it filed a Form 720 to report these payments? If "No," provide an explanation in ScheduleO . . . . . . 14b

JSA
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Form 990 (2016) M. WASHI NGTON PEDI ATRI C HOSPI TAL, | NC. 52- 0591483 Page 6
Wl Governance, Management, and Disclosure For each "Yes" response to lines 2 through 7b below, and for a "No"

response to line 8a, 8b, or 10b below, describe the circumstances, processes, or changes in Schedule O. See instructions.

Check if Schedule O contains a response or note to any line inthisPart VI « . . « . v v v v v v o v i o v v o v v a
Section A. Governing Body and Management
Yes | No
la Enter the number of voting members of the governing body at the end of the taxyear . . . . . la 12
If there are material differences in voting rights among members of the governing body, or if the governing
body delegated broad authority to an executive committee or similar committee, explain in Schedule O.
b Enter the number of voting members included in line 1a, above, who are independent . . . . . 1b 12
2 Did any officer, director, trustee, or key employee have a family relationship or a business relationship with
any other officer, director, trustee, or keyemployee?. . . . . . . & o i i i i e e e e s e e e e e 2 X
3 Did the organization delegate control over management duties customarily performed by or under the direct
supervision of officers, directors, or trustees, or key employees to a management company or other person? . . 3 X
4 Did the organization make any significant changes to its governing documents since the prior Form 990 was filed?. . . . . . 4 X
5 Did the organization become aware during the year of a significant diversion of the organization's assets?. . . . 5 X
6 Did the organization have members or stockholders? . . . . . . . o o v o L L e e e e e s 6 | X
7a Did the organization have members, stockholders, or other persons who had the power to elect or appoint
one or more members of the governing body? . . . . . & o ¢ o i i i n e e e e e s e e e 7a | X
b Are any governance decisions of the organization reserved to (or subject to approval by) members,
stockholders, or persons other than the governing body? . . . . . . . . o v i i i i i n i e e 7b X
8 Did the organization contemporaneously document the meetings held or written actions undertaken during
the year by the following:
a The governing body?. « v v v v v i e e e e e e e e e e e e e e e e e e e e e e e e e e e ga | X
b Each committee with authority to act on behalf of the governingbody? . . . . ... .. ... .. ... 8b | X
9 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
Section B. Policies (This Section B requests information about policies not required by the Internal Revenue Code.)
Yes | No
10a Did the organization have local chapters, branches, or affiliates? . . . . . . . .. . . oo v v i o v oo oo 10a X
b If "Yes," did the organization have written policies and procedures governing the activities of such chapters,
affiliates, and branches to ensure their operations are consistent with the organization's exempt purposes? . . . |10b
11a Has the organization provided a complete copy of this Form 990 to all members of its governing body before filing the form? . 11a| X
b Describe in Schedule O the process, if any, used by the organization to review this Form 990.
12a Did the organization have a written conflict of interest policy? If "No," gotoline13 . . .. .. ... .. .. ... 12a| X
b Were officers, directors, or trustees, and key employees required to disclose annually interests that could give
IS 10 CONFIICIS? & v v v v o v v et e e e e e e e e e e e e e e e e e e e e e e e e e 12b | X
c 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 i v i it et e e e e e e e e e e et et 12¢ | X
13 Did the organization have a written whistleblower policy?. . . . . . .« v v o v i 0 i s e e e e e e s 13 | X
14  Did the organization have a written document retention and destruction policy?. . . . . . . . v v v v v v o . 14 | X
15 Did the process for determining compensation of the following persons include a review and approval by
independent persons, comparability data, and contemporaneous substantiation of the deliberation and decision?
a The organization's CEO, Executive Director, or top management official . . . . . . . .« . v v v v v o oo oL 15a | X
b Other officers or key employees of theorganization . . . . . . . . o v o v v i i i i i e e e e e 15b | X
If "Yes" to line 15a or 15b, describe the process in Schedule O (see instructions).
16a Did the organization invest in, contribute assets to, or participate in a joint venture or similar arrangement
with ataxable entity dUring the YEar?2 . « « v v v v v v v v e e e e e e e e e e e e e e e e e e e e e e 16a X
b If "Yes," did the organization follow a written policy or procedure requiring the organization to evaluate its

participation in joint venture arrangements under applicable federal tax law, and take steps to safeguard the
organization's exempt status with respect to such arrangements? . . . . . . . . . . i i i i i e e 16b

Section C. Disclosure

17
18

19

20

List the states with which a copy of this Form 990 is required to be filed » VD,

Section 6104 requires an organization to make its Forms 1023 (or 1024 if applicable), 990, and 990-T (Section 501(c)(3)s only)
available for public instion. Indicate how you made these available. Check all that apply.

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

Describe in Schedule O whether (and if so, how) the organization made its governing documents, conflict of interest policy, and
financial statements available to the public during the tax year.

State the name, address, and telephone number of the person who possesses the organization's books and records:
S. M CHELLE LEE 250 W PRATT STREET SUITE 1436 BALTI MORE, MD 21201 410- 328- 1376

JSA
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Form 990 (2016) MTI.  WASHI NGTON PEDI ATRI C HOSPI TAL, | NC. 52- 0591483 Page 7
Compensation of Officers, Directors, Trustees, Key Employees, Highest Compensated Employees, and
Independent Contractors
Check if Schedule O contains a response or note to any lineinthisPartVII. . ... ... ... ........... |:|
Section A.  Officers, Directors, Trustees, Key Employees, and Highest Compensated Employees
la Complete this table for all persons required to be listed. Report compensation for the calendar year ending with or within the
organization's tax year.

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

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

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

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

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

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

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

©
) ®) Position (D) © G)
Name and Title Average | (do not check more than one Reportable Reportable Estimated
hours per | box, unless person is both an compensation |compensation from amount of
week (list any| officer and a director/trustee) from related other
hoursfor [o s s ol x[ez| m the organizations compensation
related |2 S| 2| 3 % 28 S organization (W-2/1099-MISC) from the
organizations| 8 £ | 5| % | 3 |2 3| @ | (W-2/1099-MISC) organization
below dotted 5] 2z gl g and related
line) & = o 5 organizations
5|8 g
(1)EDWARD B. CHAMBERS 1.00
TRUSTEE 0. X 0. 0. 0.
(2)ROBERT A. CHRENCI K 1.00
TRUSTEE 57.50| X 0. 0. 0.
(3)S. TRACY COSTER 1.00
TRUSTEE 0. X 0. 0. 0.
(H)STEVEN J. CZINN, MD. 1.00
TRUSTEE 0. X 0. 0. 0.
(5)GEORGE J. DOVER, M D. 1.00
TRUSTEE 0. X 0. 0. 0.
(6)JOHN KELLY 1.00
TRUSTEE 0. X 0. 0. 0.
(7)LAWRENCE C. PAKULA, M D. 1.00
TRUSTEE 0. X 0. 0. 0.
(8)RONALD R. PETERSON 1.00
TRUSTEE 0. X 0. 0. 0.
(9)DR. BERYL ROSENSTI EN 1.00
TRUSTEE 0. X 0. 0. 0.
(10)G. DANI EL  SHEALER, JR ESQUI RE 1.00
TRUSTEE 0. X 0. 0. 0.
(11)RCSLYN  STOLER 1.00
TRUSTEE 2.00| X 0. 0. 0.
(12)FRED WOLF, I'I'l, ESQUI RE 1.00
TRUSTEE 2.00| X 0. 0. 0.
(13)SHELDON STEI N 40. 00
PRESI DENT/ CEO 0. X 361, 188. 0. 198, 179.
(14)ALFRED A. PI ETSCH 1.00
TREASURER 51. 00 X 0. 0. 0.
ISA Form 990 (2016)
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MTI.  WASHI NGTON PEDI ATRI C HOSPI TAL, | NC. 52- 0591483
Form 990 (2016) Page 8
WYl  Section A. Officers, Directors, Trustees, Key Employees, and Highest Compensated Employees (continued)
(A (B) © (D) E) F)
Name and title Average Position Reportable Reportable Estimated
hours per | (do not check more than one compensation |compensation from amount of
week (listany | DOX, unless person is both an from related other
hours for officer and a director/trustee) the organizations compensation
relaed |23 1 2318 (5& (2| organization | (W-2/1099-MISC) from the
organizations | = | = | § | @ T3 3 (W-2/1099-MISC) organization
belowdotted |25 | 5|~ [2 (82| and related
line) = = | B % ® g organizations
15 MARY MLLER | 40.00]
CFQ' VP - FI NANCE 0. X 174, 846. 0. 80, 289.
16) THOMSELLIS | 40.00]
VP - HUVAN RESCOURCES 0. X 158, 550. 0. 84, 363.
17) JENNFERBONE | 40.00]
VP - NURSI NG ADM N 0. X 171, 866. 0. 37, 676.
18) THOMAS PAULLIN | 40.00]
VP - FUND DEVELOPMENT 0. X 140, 949. 0. 29, 675.
19)_ JUSTINA STARCBIN ______________|_40.00]
VP - OUTPATI ENT 0. X 142, 483. 0. 44, 668.
20) TIKEE APARECE | 40.00]
ATTENDI NG PHYSI Cl AN 0. X 189, 694. 0. 7, 008.
21) BRADFCROHARRIS | 40.00]
ATTENDI NG PHYSI Cl AN 0. X 200, 216. 0. 30, 620.
22) MONIQUE SATRUTE | 40.00]
NEONATAL PROGRAM DI RECTOR 0. X 199, 457. 0. 40, 313.
23) KARENWLLING | 40.00]
ATTENDI NG PHYSI Cl AN 0. X 210, 607. 0. 42, 664.
24) STEPHEN NICHALS, MD. | 40.00]
ATTENDI NG PHYSI Cl AN 0 X 219, 843. 0. 65, 268.
1b Sub-total > 361, 188. 0. 198, 179.
c Total from continuation sheets to Part VII, Section A _ . . ... ... .... 4 1,808, 511. 0. 462, 544.
d Total (add lines 1b and 1) « =« v v v v vt e e e e e e e »| 2,169, 699. 0. 660, 723.
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 » 32
Yes | No
3 Did the organization list any former officer, director, or trustee, key employee, or highest compensated
employee on line 1a? If "Yes," complete Schedule J for suchindividual . . . . . . . . . . v v v v i v i v e e e 3 X
4 For any individual listed on line 1a, is the sum of reportable compensation and other compensation from the
organization and related organizations greater than $150,000? If “Yes,” complete Schedule J for such
INAIVIGUAL .+ v o e et e e e e e e e e e e e e e e e e e e e e e 4 | X
5 Did any person listed on line la receive or accrue compensation from any unrelated organization or individual
for services rendered to the organization? If “Yes,” complete Schedule Jfor suchperson . ... ... ... .. .... 5 X
Section B. Independent Contractors
1 Complete this table for your five highest compensated independent contractors that received more than $100,000 of
compensation from the organization. Report compensation for the calendar year ending with or within the organization's tax
year.
(A) (B) (©)
Name and business address Description of services Compensation
ATTACHMENT 1

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 » 25

JSA
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Form 990 (2016) MTI.  WASHI NGTON PEDI ATRI C HOSPI TAL, | NC. 52- 0591483 page 9
Statement of Revenue
Check if Schedule O contains aresponse or note to anylineinthisPartVIIl. . . . . ... ... ... .......... |:|
(A (C)] © (D)

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

% % la Federated campaigns . - « = « « . . la
52| b Membershipdues. .. ....... 1b
gf ¢ Fundraisingevents . . . . .« « . .. lc 354, 175.
o= d Related organizations + + « + « « . . 1d 442, 117.
2% e Government grants (contributions) . . | 1e
% ) f Al other contributions, gifts, grants,
gg and similar amounts not included above . | 1f 1,516, 355.
é;% g Noncash contributions included in lines 1a-1f: $
h Total. Addlines 1a-1f . . « + o & & o v v v v o v v o » 2,312, 647.
% Business Code
% 2a NET PATI ENT REVENUE 900099 57, 893, 074. 57, 893, 074.
[vd
g b
> c
& | d
E1 e
§’ f  All other program service revenue . . . . .
a g Total. Addlines2a-2f . . . . . . i .. u 4 ... > 57, 893, 074.
3 Investment  income  (including  dividends, interest,
and other similar amounts). . . . . . . . . ... 0L . > 175, 741. 175, 741.
4 Income from investment of tax-exempt bond proceeds . > 0.
5 RoyaltieS « « v v v v e e e e e e e e e e e e e e e e e | 0.
() Real (ii) Personal
6a Grossrents . . . . . . ..
Less: rental expenses . . .
¢ Rental income or (loss)
d Netrentalincomeor (I0SS) = + = « & v & v v v v v v 0 v » 0.
7a  Gross amount from sales of (i) Securities (ii) Other
assets other than inventory 21, 857, 074.
b Less: cost or other basis
and sales expenses . . . . 21, 045, 322.
c Ganor(loss) « « « « « « & 811, 752.
d Netgainor(IoSS) « « v v v v s v v v v 0 v v a0 0w | 811, 752. 811, 752.
o | 8a Gross income from fundraising
§ events (not including$ 354, 175.
E of contributions reported on line 1c).
5 SeePartIV,linel18 . . « « v v v v v . . a 269, 435.
g Less: direCt eXpenses « « v =+« 4 4 v o» b 247, 083.
Net income or (loss) from fundraising events. . . . . . . > 22, 352. 22, 352.
9a Gross income from gaming activities.
SeePartIV,line19 , ... ....... a 0.
Less: directexpenses . .« . . o0 .. b 0.
Net income or (loss) from gaming activities. . . . . . . > 0.
10a Gross sales of inventory, less
returns and allowances , . . ... ... a 0.
b Less:costofgoodssold. . . . . . . .. b 0.
¢ Net income or (loss) from sales of inventory, , . ., . . . . » 0.
Miscellaneous Revenue Business Code
11a NET ASSETS RELEASED FOR OPERATI NG PURPO 900099 564, 509. 564, 509.
b MEDI CAL RECORDS 900099 20, 441. 20, 441.
¢ ALL OTHER REVENUE 900099 189, 990. 189, 990.
d Allotherrevenue . . . . . . .. .o ..
e Total. Add lines 11a-11d « « « ¢ « ¢ ¢ ¢ ¢ 0 000w w > 774, 940.
12 Total revenue. See instructions. . . « « v« « v v o v o . . | 2 61,990, 506. 58, 668, 014. 1,009, 845.
JSA
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Form 990 (2016) MTI.  WASHI NGTON PEDI ATRI C HOSPI TAL, | NC. 52- 0591483 page 10
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 noteto any line inthis Part IX _ . . . . . . . . .. v v i v i v i ..
Do not include amounts reported on lines 6b, 7b, Total éﬁgenses Progra(ra)service Manag((e(r:TZent and Func(ilrja)ising
8b, 9b, and 10b of Part VIII. expenses general expenses expenses
1 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 15 and 16 |, | | , . 0.
Benefits paid to or formembers , , ., . ... .. 0.
5 Compensation of current officers, directors,
trustees, and key employees . . . . . . .. .. 1, 149, 882. 977, 400. 172, 482.
6 Compensation not included above, to disqualified
persons (as defined under section 4958(f)(1)) and
persons described in section 4958(c)(3)B) , . . . . . 0.
7 Other salaries and wages ., . . ... ... 28, 792, 182. 24, 473, 355. 4, 318, 827.
8 Pension plan accruals and contributions (include
section 401(k) and 403(b) employer contributions) 747, 657. 635, 508. 112, 149.
9 Other employeebenefits . . . . . . . v v v v . 4,825, 202. 4,101, 422. 723, 780.
10 Payrolltaxes « + v v v v v & v v v s n e e e 2,095, 371. 1,781, 065. 314, 306.
11 Fees for services (non-employees):
a Management ., ... ..... 113, 699. 113, 699.
blegal ... ... ... . ... 8, 534. 7, 254. 1, 280.
¢ ACCOUNtiNG . . o o o o 484, 663. 411, 964. 72, 699.
dLlobbying . ... ....... .. ... ... 1,473. 1, 252. 221.
e Professional fundraising services. See Part IV, line 17, 0.
f Investment managementfees , ., ... ... 0.
g Other. (if line 11g amount exceeds 10% of line 25, column
(A) amount, list line 11g expenses on Schedule O.). « + « + & 0 .
12 Advertising and promotion _, , . . . ... ... 48, 542. 41, 261. 7, 281.
13 Officeexpenses . . . . v« v v v v s v v s = 489, 149. 415, 777. 73,372.
14 Information technology. . . . . . . . . . . .. 0.
15 Royalties, , . . . ..o v i e 0.
16 OCCUPANCY . .« v v v e 1, 531, 883. 1,302, 101. 229, 782.
17 Travel | L . . . e e e e 130, 991. 111, 342, 19, 649.
18 Payments of travel or entertainment expenses
for any federal, state, or local public officials 0.
19 Conferences, conventions, and meetings , . . . 22,198. 18, 868. 3, 330.
20 Interest . . . . . ... ... 105, 105. 89, 339. 15, 766.
21 Paymentstoaffiliates. . . . . .. .. .. ... 0.
22 Depreciation, depletion, and amortization , , . , 3,224, 371. 2,740, 715. 483, 656.
23 INSUMANCE . . o o o o o e -572, 389. - 486, 531. - 85, 858.
24 Other expenses. Itemize expenses not covered
above (List miscellaneous expenses in line 24e. If
line 24e amount exceeds 10% of line 25, column
(A) amount, list line 24e expenses on Schedule O.)
aSUPPLI ES 6, 744, 217. 5,732, 584. 1,011, 633.
p CONSULTANTS 2,992, 961. 2,544, 017. 448, 944.
<BAD DEBTS 594, 472. 505, 301. 89, 171.
4CLI NI CAL 494, 399. 420, 239. 74, 160.
e Al other expenses 1, 564, 956. 1, 330, 213. 234, 743.
25 Total functional expenses. Add lines 1 through 24e 55, 589, 518. 47, 154, 446. 8, 435, 072.
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

4218CV 700P 5/15/2018 10:07:

31 AM V 16-7.17
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MI. WASHI NGTON PEDI ATRI C HOSPI TAL, | NC. 52- 0591483
Form 990 (2016) Page 11
Balance Sheet
Check if Schedule O contains a response or noteto anylineinthisPart X. . . . ... ... ... ... | |

(A) (B)
Beginning of year End of year
1 Cash-non-interest-bearing . . ... .. ... ................ 0.]1 17, 210, 443.
2 Savings and temporary cash investments_ . . 15,939,710. | 2 0.
3 Pledges and grants receivable, net | _ . . ... ... ... ... ... 244,003. | 3 140, 414.
4 Accounts receivable, et e 5’ 995’ 812 4 6’ 227’ 829
5 Loans and other receivables from current and former officers, directors,
trustees, key employees, and highest compensated employees.
Complete Part Il of Schedule L . . . . . .. . ................ 0.5 0.
6 Loans and other receivables from other disqualified persons (as defined under section
4958(f)(1)), persons described in section 4958(c)(3)(B), and contributing employers
and sponsoring organizations of section 501(c)(9) voluntary employees' beneficiary
* organizations (see instructions). Complete Part Il of ScheduleL . _ . . . . . . ... 0.] 6 0.
‘sn‘.) 7 Notes and loans receivable, net | . .. ... ... 0.| 7 0.
2| 8 Inventoriesforsaleoruse, . ... ... ... ... ... 120, 850. | 8 130, 649.
9 Prepaid expenses and deferredcharges . . . .. ... ... o' .u.. 169, 667.| 9 9, 500.
10a Land, buildings, and equipment: cost or
other basis. Complete Part VI of Schedule D 10a 75,715, 547.
b Less: accumulated depreciation. . . . . . . . . . 10b 41, 361, 455. 32,142, 522. |10c 34, 354, 092.
11 Investments - publicly traded securiies . . . . . ... . ... .t 29, 249,574. | 11 32, 637, 513.
12  Investments - other securities. See Part IV, line 11, , . . ... ... ... .. 0.]12 0.
13 Investments - program-related. See Part IV, line 11, . . . . . ... ... .. 0.]13 0.
14 Intangible @SSetS . . . . . . . . 0.]14 0.
15 Other assets. See Part IV, ine 11 . . . . . . . . . i i o 22,842,351. | 15 27,153, 770.
16  Total assets. Add lines 1 through 15 (must equal line 34) . . . ... ... . 106, 704, 489. | 16 117, 864, 210.
17  Accounts payable and accrued expenses. . . . . . . . . .t 11,991, 092. | 17 12, 366, 986.
18 Grantspayable, . . . ... ... .. ... 0.] 18 0.
19 Deferredrevenue . . . . . ... ... ... 0.]19 0.
20  Tax-exempt bond liabilities . . . . ... ... .. ... ... ..., 5, 385, 000. | 20 5, 060, 000.
21  Escrow or custodial account liability. Complete Part IV of Schedule D _ | | . 0.l 21 0.
@ 22 Loans and other payables to current and former officers, directors,
= trustees, key employees, highest compensated employees, and
3 disqualified persons. Complete Part Il 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 . . . . . .. .t 3,844, 057. | 25 3, 826, 482.
26 Total liabilities. Add lines 17 through 25, . . . . . . . . . v v i i v . 21, 220, 149. | 26 21, 253, 468.
Organizations that follow SFAS 117 (ASC 958), check here » m and
3 complete lines 27 through 29, and lines 33 and 34.
§ 27 Unrestricted netassets _ . 74, 640, 440. | 27 83, 235, 642.
&l28  Temporarily restricted netassets ... 10, 018, 729. | 28 12, 549, 929.
T |29 Permanently restrictednetassets. . . . ... ... ... .. 825, 171.| 29 825, 171.
T Organizations that do not follow SFAS 117 (ASC 958), check here P> |:| and
5 complete lines 30 through 34.
,g 30 Capital stock or trust principal, or currentfunds = = . ... ... ... 30
@131 Paid-in or capital surplus, or land, building, or equipmentfund = = | 31
f 32 Retained earnings, endowment, accumulated income, or other funds = | 32
2|33 Total net assets or fund balances . . 85, 484, 340. | 33 96, 610, 742.
34 Total liabilities and net assets/fund balances, . . . . .. . . . ' o v ... 106, 704, 489. | 34 117, 864, 210.

Form 990 (2016)
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MI.  WASHI NGTON PEDI ATRI C HOSPI TAL, | NC. 52-0591483

Form 990 (2016)
EEWPAN Reconciliation of Net Assets

Check if Schedule O contains a response or note to anylineinthisPart XI. . . ... .......

©CwW o ~NOoO U~ WNPR

=

Total revenue (must equal Part VIII, column (A), line12) . . . . . . . v i v v v i i e e e e e e

61, 990, 506.

Total expenses (must equal Part IX, column (A),line25) . . . . . . ... ... ... ...

55, 589, 518.

6, 400, 988.

Revenue less expenses. Subtractline2fromlinel. . . . . .. ... ... ... ... ...
Net assets or fund balances at beginning of year (must equal Part X, line 33, column (A)) . . . ..

85, 484, 340.

Net unrealized gains (losses) on investments

2,380, 720.

Donated services and use of facilities . . . . . . v & v v i it i i e e e e e e e e e e e e e e

0.

INVESIMENt EXPENSES . & . & v v vt vt st e e e e e e e e e e e e e e e e e e e e e

0.

Prior period adjustments . . . . . . . . . i i i e e e e e e e e e e e e e e e e e e e

0.

© (00 [N (O [0 [~ (W ([N (|-

Other changes in net assets or fund balances (explainin ScheduleO) . . . . .. ... .......

2,344, 694.

Net assets or fund balances at end of year. Combine lines 3 through 9 (must equal Part X, line
33, Column (B)) . . . . . 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 eae e e e e e 10

96, 610, 742.

WPl Financial Statements and Reporting

Check if Schedule O contains a response or note to any lineinthisPart XIl . . . ..........

2a

3a

Accounting method used to prepare the Form 990: |:| Cash Accrual |:| Other
If the organization changed its method of accounting from a prior year or checked "Other," explain in
Schedule O.

If "Yes," check a box below to indicate whether the financial statements for the year were compiled or
reviewed on a separate basis, consolidated basis, or both:

|:| Separate basis |:| Consolidated basis |:| Both consolidated and separate basis

Were the organization's financial statements audited by an independent accountant? . . . . . . .. ... ...
If "Yes," check a box below to indicate whether the financial statements for the year were audited on a
separate basis, consolidated basis, or both:

Separate basis Consolidated basis |:| Both consolidated and separate basis

If "Yes" to line 2a or 2b, does the organization have a committee that assumes responsibility for oversight
of the audit, review, or compilation of its financial statements and selection of an independent accountant?
If the organization changed either its oversight process or selection process during the tax year, explain in
Schedule O.
As a result of a federal award, was the organization required to undergo an audit or audits as set forth in
the Single Audit Actand OMB Circular A-1337 & & & v v v v i v e s e e s e s e s e s s e s s a e

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.

Yes | No

2b | X

3a

3b

JSA
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SCHEDULE A Public Charity Status and Public Support || oM No. 1545-0047

(Form

990 or 990-EZ) Complete if the organization is a section 501(c)(3) organization or a section 4947(a)(1) nonexempt charitable trust. 2@1 6

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

MI. WASHI NGTON PEDI ATRI C HOSPI TAL, | NC. 52- 0591483

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).

2 - A school described in section 170(b)(1)(A)(ii). (Attach Schedule E (Form 990 or 990-EZ).)

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

4 - 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 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.)

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

7 An organization that normally receives a substantial part of its support from a governmental unit or from the general public
described in section 170(b)(1)(A)(vi). (Complete Part Il.)

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

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

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.

a Type |. 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.

c Type lll 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 lll 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 that it is a Type |, Type Il, Type llI
functionally integrated, or Type lll non-functionally integrated supporting organization.

f Enter the number of supported organizations. . . . . . . .« . i i i i i i i e e e e e e e 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 (i) 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)

B)

Total

For Paperwork Reduction Act Notice, see the Instructions for Form 990 or 990-EZ. Schedule A (Form 990 or 990-EZ) 2016

JSA
6E1210 1.000
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MT. WASHI NGTON PEDI ATRI C HCSPI TAL, | NC. 52- 0591483
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 1. If the organization fails to qualify under the tests listed below, please complete Part Ill.)
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 on its behalf

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

4  Total. Add lines 1 through 3

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

Section B. Total Support
Calendar year (or fiscal year beginning in) » (a) 2012 (b) 2013 (c) 2014 (d) 2015 (e) 2016 (f) Total
7 Amounts fromline4 ... .......

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
is regularly carried on

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. (See INStrUCtioNS) | . . . . . v v v 0 e e 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 thishoxandstop here . . . . . . . . o 0 i i i i i e e e e e e e e e e e e e e e e e e e e e e e e e e e > I:I
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, PartIl,line14 , . . . . .. .. ... . ... ... 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 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. . . .. ... .. .. ... > |:|

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. & 4 4 v v vt e e e e v 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
sSupported Organization ., . . . . . . . i i i i e e e e e e e e e e e e e e e e e e e e e e e e e e > |:|
18 Private foundation. If the organization did not check a box on line 13, 16a, 16b, 17a, or 17b, check this box and see
INSTIUCHIONS |, L L L 4t i v v e e e e vt e e e e e e e et e e e e e e e e e ettt e » [ ]

Schedule A (Form 990 or 990-EZ) 2016
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MTI.  WASHI NGTON PEDI ATRI C HOSPI TAL, | NC. 52- 0591483
Schedule A (Form 990 or 990-EZ) 2016 Page 3

EWHIl 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 or expended onitsbehalf , . . . . ..

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

6 Total. Add lines 1 through5. . . . . ..

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

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

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

iN€6.) v v v v v i v e w e w 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 Amounts fromline6. . . ... .....
10a Gross income from interest, dividends,
payments received on securities loans,
rents, royalties and income from similar
SOUMCES . v v v v v v s s = s = = = = = &«

b Unrelated business taxable income (less

section 511 taxes) from businesses
acquired after June 30, 1975 , , . ., ..
¢ Addlines 10aand10b . ... .. ...

11 Net income from unrelated business
activities not included in line 10b,
whether or not the business is regularly
{2 4 1 =Yoo o T

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.) . . . . e e e 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 thisboxandstop here. . . . . . o v v v 0 i i v i i i b i e i e e e w ke e e e e e e e e e e e e e a e e »
Section C. Computation of Public Support Percentage
15 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, line15. . . . . & v v v v i v v v a v v 0 e w w 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, Partlll, line 17 | |, . . . . . . . & v o v o v o v o . 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 P>
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 ’:’

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

JSA Schedule A (Form 990 or 990-EZ) 2016
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MT. WASHI NGTON PEDI ATRI C HOSPI TAL, | NC. 52- 0591483
Schedule A (Form 990 or 990-EZ) 2016 Page 4
Supporting Organizations
(Complete only if you checked a boxin line 12 on Part I. If you checked 12a of Part I, complete Sections A
and B. If you checked 12b of Part I, complete Sections A and C. If you checked 12c 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)? If "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 I, 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

5a Did the organization add, substitute, or remove any supported organizations during the tax year? If "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 result of an event beyond the organization's control? 5¢C

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? If "Yes," provide detail in Part VI. 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? If "Yes," complete Part | of Schedule L (Form 990 or 990-EZ). 7

8 Did the organization make a loan to a disqualified person (as defined in section 4958) not described in line 7?
If "Yes," complete Part | of Schedule L (Form 990 or 990-EZ). 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 509(a)(1) or (2))? If "Yes," provide detail in Part VI. 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? If "Yes," provide detail in Part VI. 9b

¢ 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? If "Yes," provide detail in Part VI. 9c

10a Was the organization subject to the excess business holdings rules of section 4943 because of section
4943(f) (regarding certain Type |l 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 990 or 990-EZ) 2016
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M. WASHI NGTON PEDI ATRI C HOSPI TAL, | NC. 52-0591483
Schedule A (Form 990 or 990-EZ) 2016 Page 5
Supporting Organizations (continued)

Yes| No
11  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? lla
b A family member of a person described in (a) above? 11b
¢ A 35% controlled entity of a person described in (a) or (b) above? If “Yes” to a, b, or ¢, provide detail in Part VI. 1llc
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 to 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 natification, 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 (seeinstructions).

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

ISA Schedule A (Form 990 or 990-EZ) 2016
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MI.  WASHI NGTON PEDI ATRI C HOSPI TAL, | NC. 52-0591483

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 Ill 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

A W I|N |-

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

(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 la
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 to line 6)

w

N BRI RIGEES

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

A |W I[N |-

Schedule A (Form 990 or 990-EZ) 2016
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MI.  WASHI NGTON PEDI ATRI C HOSPI TAL,

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

I NC.

52-0591483

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

3 Administrative expenses paid to accomplish exempt purposes of supported organizations

4 Amounts paid to acquire exempt-use assets

5 Qualified set-aside amounts (prior IRS approval required)

6 Other distributions (describe in Part VI). See instructions.

7 Total annual distributions. Add lines 1 through 6.

8 Distributions to attentive supported organizations to which the organization is responsive
(provide details in Part VI). See instructions.

9 Distributable amount for 2016 from Section C, line 6

10 Line 8 amount divided by Line 9 amount

Section E - Distribution Allocations (see instructions)

0]

Excess Distributions

(i)
Underdistributions
Pre-2016

(iii)
Distributable
Amount for 2016

Distributable 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, . ... ...

From 2015, . ... ...

Total of lines 3a through e

Applied to underdistributions of prior years

Applied to 2016 distributable amount

Carryover from 2011 not applied (see instructions)

— || |™ o (a0 ||

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

IN

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 2016, if
any. Subtract lines 3g and 4a from line 2. For result
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. . . .

O (ao|o|T|o

Excess from 2016. . . .

JSA
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MI. WASHI NGTON PEDI ATRI C HOSPI TAL, | NC. 52- 0591483
Schedule A (Form 990 or 990-EZ) 2016 Page 8
Supplemental Information. Provide the explanations required by Part Il, line 10; Part ll, line 17a or 17b; Part
lll, line 12; Part IV, Section A, lines 1, 2, 3b, 3c, 4b, 4c, 5a, 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, 6, and 8; and Part V, Section E,
lines 2, 5, and 6. Also complete this part for any additional information. (See instructions.)

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

Department of the Treasury
Internal Revenue Service

Schedule of Contributors

OMB No. 1545-0047

» Attach to Form 990, Form 990-EZ, or Form 990-PF. 2@16

P Information about Schedule B (Form 990, 990-EZ, or 990-PF) and its instructions is at www.irs.gov/form990.

Name of the organization

MTI. WASHI NGTON PEDI ATRI C HOSPI TAL, | NC.

Employer identification number

52-0591483

Organization type (check one):

Filers of: Section:

Form 990 or 990-EZ

Form 990-PF

[]
[]
[]
[]

[]

501(c)( 3 ) (enter number) organization

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

527 political organization
501(c)(3) exempt private foundation
4947(a)(1) nonexempt charitable trust treated as

501(c)(3) taxable private foundation

a private foundation

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

instructions.

General Rule

For an organization filing Form 990, 990-EZ, or 990-PF that received, during the year, 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 Il line
13, 16a, 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 VIII, line 1h, or (ii) Form 990-EZ, line 1. Complete Parts | and II.

|:| 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 1, II, and Ill.

|:| 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 the year

>3

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 |, 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, 990-EZ, or 990-PF.

JSA
6E1251 1.000

4218CV 700P 5/15/2018

10: 07: 31 AM V 16-7.17
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Schedule B (Form 990, 990-EZ, or 990-PF) (2016)

Page 2
Name of organization MI. WASHI NGION PEDI ATRI C HGSPI TAL,” T NC. Employer identification number
52-0591483
Contributors (See instructions). Use duplicate copies of Part | if additional space is needed.
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
1 Person
Payroll
$ 24, 750. Noncash
(Complete Part Il for
noncash contributions.)
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
2 Person
Payroll
$ 6, 700. Noncash
(Complete Part Il for
noncash contributions.)
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
3 Person
Payroll
$ 6, 700. Noncash
(Complete Part Il for
noncash contributions.)
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
4 Person
Payroll
$ 6, 700. Noncash
(Complete Part Il for
noncash contributions.)
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
5 Person
Payroll
$ 10, 300. Noncash
(Complete Part Il for
noncash contributions.)
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
6 Person
Payroll
$ 10, 500. Noncash
(Complete Part Il for
noncash contributions.)

JSA
6E1253 1.000

4218CV 700P 5/15/2018

10: 07: 31 AM V 16-7.17
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Schedule B (Form 990, 990-EZ, or 990-PF) (2016)

Page 2

Name of organization

MI.— WASHI NGTON PEDI ATRI C HOSPT TAL,

I'NC.

Employer identification number

52-0591483

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

(@)
No.

(b)

Name, address, and ZIP + 4

(c)

Total contributions

(d)

Type of contribution

7

9, 500.

Person
Payroll
Noncash

(Complete Part Il for
noncash contributions.)

(@)
No.

(b)

Name, address, and ZIP + 4

(c)

Total contributions

(d)

Type of contribution

11, 700.

Person
Payroll
Noncash

(Complete Part Il for
noncash contributions.)

(@)
No.

(b)

Name, address, and ZIP + 4

(c)

Total contributions

(d)

Type of contribution

6, 700.

Person
Payroll
Noncash

(Complete Part Il for
noncash contributions.)

(@)
No.

(b)

Name, address, and ZIP + 4

(c)

Total contributions

(d)

Type of contribution

10

6, 700.

Person
Payroll
Noncash

(Complete Part Il for
noncash contributions.)

(@)
No.

(b)

Name, address, and ZIP + 4

(c)

Total contributions

(d)

Type of contribution

11

6, 020.

Person
Payroll
Noncash

(Complete Part Il for
noncash contributions.)

(@)
No.

(b)

Name, address, and ZIP + 4

(c)

Total contributions

(d)

Type of contribution

12

9, 375.

Person
Payroll
Noncash

(Complete Part Il for
noncash contributions.)

JSA
6E1253 1.000

4218CV 700P 5/15/2018

10: 07: 31 AM V 16-7.17

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

Page 2

Name of organization

MI.— WASHI NGTON PEDI ATRI C HOSPT TAL,

I'NC.

Employer identification number

52-0591483

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

(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
13 Person
Payroll
$ 130, 588. Noncash
(Complete Part Il for
noncash contributions.)
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
14 Person
Payroll
$ 1, 000, 000. Noncash
(Complete Part Il for
noncash contributions.)
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
15 Person
Payroll
$ 442, 117. Noncash
(Complete Part Il for
noncash contributions.)
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
16 Person
Payroll
$ 9, 000. Noncash
(Complete Part Il for
noncash contributions.)
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
17 Person
Payroll
$ 10, 000. Noncash
(Complete Part Il for
noncash contributions.)
(@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
18 Person
Payroll
$ 20, 000. Noncash
(Complete Part Il for
noncash contributions.)
ISA Schedule B (Form 990, 990-EZ, or 990-PF) (2016)
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Schedule B (Form 990, 990-EZ, or 990-PF) (2016)

Page 2

Name of organization

MI.— WASHI NGTON PEDI ATRI C HOSPT TAL,

I'NC.

Employer identification number

52-0591483

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

(@)
No.

(b)

Name, address, and ZIP + 4

(c)

Total contributions

(d)

Type of contribution

19

42, 916.

Person
Payroll

Noncash

(Complete Part Il for
noncash contributions.)

(@)
No.

(b)

Name, address, and ZIP + 4

(c)

Total contributions

(d)

Type of contribution

20

10, 000.

Person
Payroll
Noncash

(Complete Part Il for
noncash contributions.)

(@)
No.

(b)

Name, address, and ZIP + 4

(c)

Total contributions

(d)

Type of contribution

Person
Payroll
Noncash

(Complete Part Il for
noncash contributions.)

(@)
No.

(b)

Name, address, and ZIP + 4

(c)

Total contributions

(d)

Type of contribution

Person
Payroll
Noncash

(Complete Part Il for
noncash contributions.)

(@)
No.

(b)

Name, address, and ZIP + 4

(c)

Total contributions

(d)

Type of contribution

Person
Payroll
Noncash

(Complete Part Il for
noncash contributions.)

(@)
No.

(b)

Name, address, and ZIP + 4

(c)

Total contributions

(d)

Type of contribution

Person
Payroll
Noncash

(Complete Part Il for
noncash contributions.)

JSA
6E1253 1.000

4218CV 700P 5/15/2018

10: 07: 31 AM V 16-7.17
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Schedule B (Form 990, 990-EZ, or 990-PF) (2016)

Page 3

Name of organization MI. WASHI NGTON PEDI ATRI C HOSPI TAL, | NC. Employer identification number
52-0591483
Ul Noncash Property (See instructions). Use duplicate copies of Part Il if additional space is needed.
(a) No. (c)
from Description of norgzllsh roperty given FMV (or estimate) Date r(g<):eived
Part | P property g (See instructions)
$
(a) No. (c)
from Description of norgzllsh roperty given FMV (or estimate) Date r(g<):eived
Part | P property g (See instructions)
$
(a) No. (c)
from Description of norgzllsh roperty given FMV (or estimate) Date r(g<):eived
Part | P property g (See instructions)
$
(a) No. (c)
from Description of norgzllsh roperty given FMV (or estimate) Date r(g<):eived
Part | P property g (See instructions)
$
(a) No. (c)
from Description of norgzllsh roperty given FMV (or estimate) Date r(g<):eived
Part | P property g (See instructions)
$
(a) No. (c)
from Description of norgzllsh roperty given FMV (or estimate) Date r(g<):eived
Part | P property g (See instructions)
$
ISA Schedule B (Form 990, 990-EZ, or 990-PF) (2016)
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Schedule B (Form 990, 990-EZ, or 990-PF) (2016)

Page 4

Name of organization M. WASHI NGTON PEDI ATRI C HOSPI TAL, | NC.

Employer identification number

52-0591483

2EIgQlll 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 lll if additional space is needed.

(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
(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
(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
(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
ISA Schedule B (Form 990, 990-EZ, or 990-PF) (2016)
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SCHEDULE C Political Campaign and Lobbying Activities | omB No. 1545-0047

(Form 990 or 990-EZ)
For Organizations Exempt From Income Tax Under section 501(c) and section 527 2@16

P Complete if the organization is described below. P Attach to Form 990 or Form 990-EZ. Open to Public

Department of the Treasury P Information about Schedule C (Form 990 or 990-EZ) and its instructions is at www.irs.gov/form990. Inspection

Internal Revenue Service
If the organization answered "Yes," on Form 990, Part IV, line 3, or Form 990-EZ, Part V, line 46 (Political Campaign Activities), then

® Section 501(c)(3) organizations: Complete Parts I-A and B. Do not complete Part I-C.

® Section 501(c) (other than section 501(c)(3)) organizations: Complete Parts I-A and C below. Do not complete Part I-B.

® Section 527 organizations: Complete Part I-A only.
If the organization answered "Yes," on Form 990, Part IV, line 4, or Form 990-EZ, Part VI, line 47 (Lobbying Activities), then

® Section 501(c)(3) organizations that have filed Form 5768 (election under section 501(h)): Complete Part II-A. Do not complete Part 11-B.

® Section 501(c)(3) organizations that have NOT filed Form 5768 (election under section 501(h)): Complete Part II-B. Do not complete Part II-A.

If the organization answered "Yes," on Form 990, Part IV, line 5 (Proxy Tax) (see separate instructions) or Form 990-EZ, Part V, line 35c (Proxy
Tax) (see separate instructions), then

® Section 501(c)(4), (5), or (6) organizations: Complete Part Ill.
Name of organization Employer identification number

MTI.  WASHI NGTON PEDI ATRI C HOSPI TAL, | NC. 52- 0591483
Complete if the organization is exempt under section 501(c) or is a section 527 organization.
1 Provide a description of the organization's direct and indirect political campaign activities in Part V. (see instructions for definition
of "political campaign activities")
2 Political campaign activity expenditures (see instructions) . . . . . . . . . . . i i i vt .. > 3$
3 Volunteer hours for political campaign activities (S€e inStructions) . . . . . . & & v v v v v v v v o «
Complete if the organization is exempt under section 501(c)(3).

1 Enter the amount of any excise tax incurred by the organization under section 4955, , . . . . > 3$
2 Enter the amount of any excise tax incurred by organization managers under section 4955 , , » $
3 If the organization incurred a section 4955 tax, did it file Form 4720 for thisyear? , . . . ... ... ...... Yes No
4a Was acormection made? . . . . . . . ... i e e e e e e e e e e e e Yes No
b If "Yes," describe in Part IV.
Part I-C Complete if the organization is exempt under section 501(c), except section 501(c)(3).
1 Enter the amount directly expended by the filing organization for section 527 exempt function
ACHVILIES . L L L e e >S5
2 Enter the amount of the filing organization's funds contributed to other organizations for section
527 exempt function activities , |, . . . . . . i it e e e e e e e e e e |
3 Total exempt function expenditures. Add lines 1 and 2. Enter here and on Form 1120-POL,
e b e e e > $
4  Did the filing organization file Form 1120-POL forthisyear? . . . . . . . . . . . @ v i v i i e e e e e e e e u |_, Yes |_, No

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

(a) Name (b) Address (c) EIN (d) Amount paid from (e) Amount of political
filing organization's contributions received and
funds. If none, enter -0-. promptly and directly
delivered to a separate
political organization. If
none, enter -0-.
(1)
(2
(3)
(4)
(5)
(6)
For Paperwork Reduction Act Notice, see the Instructions for Form 990 or 990-EZ. Schedule C (Form 990 or 990-EZ) 2016
JSA
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Schedule C (Form 990 or 990-EZ) 2016 MI. WASHI NGTON PEDI ATRI C HOSPI TAL, | NC.
HWHIPY Complete if the organization is exempt under section 501(c)(3) and filed Form 5768 (election under

52-0591483 Page 2

section 501(h)).

A Check »|_|if the filing organization belongs to an affiliated group (and list in Part IV each affiliated group member's
name, address, EIN, expenses, and share of excess lobbying expenditures).

B Check >|:| if the filing organization checked box A and "limited control" provisions apply.

Limits on Lobbying Expenditures
(The term "expenditures" means amounts paid or incurred.)

(a) Filing
organization's totals

(b) Affiliated
group totals

la

- ®O QO O T

Total lobbying expenditures to influence public opinion (grass roots lobbying) . . . . .
Total lobbying expenditures to influence a legislative body (direct lobbying) . . . . . .
Total lobbying expenditures (add lineslaand1b). . . ... ... ... ........
Other exempt purpose expenditures . . . . . . . v v v v v v v v b e e e e
Total exempt purpose expenditures (add lineslcand1d). . . .. ... ... .. ...
Lobbying nontaxable amount. Enter the amount from the following table in both
columns.

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

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

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

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

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

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

Grassroots nontaxable amount (enter 25% of line 1f) . . . . ... ... ... ... ...
Subtract line 1g from line la. If zeroorless,enter-0- . . . . . ... ... ... ....
Subtract line 1f from line 1c. If zero or less, enter -0-

If there is an amount other than zero on either line 1h or line 1i, did the organization file Form 4720
reporting section 4911 taxforthisyear? . . v v v o v vt i b i i e e e e e e e e e e e e e e

|:| Yes |:| No

4-Year Averaging Period Under section 501(h)

(Some organizations that made a section 501(h) election do not have to complete all of the five columns below.
See the separate instructions for lines 2a through 2f.)

Lobbying Expenditures During 4-Year Averaging Period

Calendar year (or fiscal year (a) 2013 (b) 2014 (c) 2015
beginning in)

(d) 2016

(e) Total

2a

Lobbying nontaxable amount

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

Total lobbying expenditures

Grassroots nontaxable amount

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

Grassroots lobbying expenditures

JSA

6E1265 1.000
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MTI.  WASHI NGTON PEDI ATRI C HOSPI TAL, | NC. 52- 0591483
Schedule C (Form 990 or 990-EZ) 2016 Page 3

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

@ (b)

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

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

a VOINMEEIS? | | L L e e e e e X

b Paid staff or management (include compensation in expenses reported on lines 1c through 1i)? X

C Mediaadvertisements? . . . . & v v i vt e e e e e e e e e e e e e e X

d Mailings to members, legislators, orthe public?. . . . . . .. .. . .. ... X

e Publications, or published or broadcast statements? ., . . . . . . . . . ¢ . i i v s v v v v e X

f  Grants to other organizations for lobbying purposes? . . . . . . . . v o o Lol s e n 0 e X

g Direct contact with legislators, their staffs, government officials, or a legislative body? . . . . . . X

h Rallies, demonstrations, seminars, conventions, speeches, lectures, or any similar means?. . . . X

i OtheractiviieS? . . . . . . i i st ot e e e e e e e e e e e e e e e e e e e X 1,473.

j Total. Add lines 1cthrough 1i . . .« v v v o v v i e s e s e e e e e e e e e e 1,473.
2a Did the activities in line 1 cause the organization to be not described in section 501(c)(3)? . . . X

b If "Yes," enter the amount of any tax incurred under section4912. . . . . . . . . . v o v o v ..

¢ If "Yes," enter the amount of any tax incurred by organization managers under section 4912 , ,

d If the filing organization incurred a section 4912 tax, did it file Form 4720 for this year?. . . . .
RPN Complete if the organization is exempt under section 501(c)(4), section 501(c)(5), or section

501(c)(6).
Yes | No
1  Were substantially all (90% or more) dues received nondeductible by members?., . . . . ... ... ... ... 1
2  Did the organization make only in-house lobbying expenditures of $2,000 0rless?. . . . .« v ¢ v v v v v v v n s 2
3 Did the organization agree to carry over lobbying and political campaign activity expenditures from the prior year? | 3

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

Dues, assessments and similar amounts from members . . . . . . . . i o i v et e e e e e e e e e e e 1

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

S 01014 =131 Y/ 2a
Carryover from lastyear. . . . v v v o v i i e e e e e e e e e e e e e e e e e e e e e 2b

oS o1 - 2¢c
3 Aggregate amount reported in section 6033(e)(1)(A) notices of nondeductible section 162(e) dues. . - . . 3

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

and political expenditure NEXE YEar? . « = v v v v v v v h e e e e e e e e e e e e e e e e e e e
5 Taxable amount of lobbying and political expenditures (see instructions) . . . v v v @ v v v v v v v v 0w 5

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

SEE PACE 4

JSA Schedule C (Form 990 or 990-EZ) 2016
6E1266 1.000
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MI.  WASHI NGTON PEDI ATRI C HOSPI TAL, | NC. 52-0591483

Schedule C (Form 990 or 990-EZ) 2016 Page 4
Part IV Supplemental Information (continued)

SCHEDULE C: LOBBYI NG ACTI VI TI ES

PART 11-B, 1l

THE ORGANI ZATI ON PAYS MEMBERSH P DUES TO THE MARYLAND HOSPI TAL

ASSOCI ATI ON (MHA) AND THE AMERI CAN HOSPI TAL ASSCCI ATI ON (AHA) . MHA AND
AHA ENGAGE | N MANY SUPPORT ACTI VI TI ES | NCLUDI NG LOBBYI NG AND ADVCCATI NG
FOR THEI R MEMBER HOSPI TALS. THE MHA AND AHA REPORTED THAT 6. 46% AND
21.78% OF MEMBER DUES WERE USED FOR LOBBYI NG PURPOSES AND AS SUCH, THE
ORGANI ZATI ON HAS REPCRTED THI S AMOUNT ON SCHEDULE C PART 11-B AS LOBBYI NG

ACTI VI TI ES.

ISA Schedule C (Form 990 or 990-EZ) 2016
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SCHEDULE D . . OMB No. 1545-0047
(Form 990) Supplemental Financial Statements |
P Complete if the organization answered "Yes" on Form 990, 2@1 6

Part IV, line 6, 7, 8, 9, 10, 11a, 11b, 11c, 11d, 11e, 11f, 12a, or 12b.
Department of the Treasury » Attach to Form 990. . Open to Public
Internal Revenue Service P Information about Schedule D (Form 990) and its instructions is at www.irs.gov/form990. |nspect|on
Name of the organization Employer identification number
MI.  WASHI NGTON PEDI ATRI C HOSPI TAL, | NC. 52-0591483

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 number atendofyear . . .........
Aggregate value of contributions to (during year)
Aggregate value of grants from (during year) . .
Aggregate value atendofyear. . . ... ....
Did the organization inform all donors and donor advisors in writing that the assets held in donor advised
funds are the organization's property, subject to the organization's exclusive legal control? . . . ... ... .. |:| Yes |:| No
6 Did the organization inform all grantees, donors, and donor advisors in writing that grant funds can be used
only for charitable purposes and not for the benefit of the donor or donor advisor, or for any other purpose
conferring impermissible private benefit? . . . . . . . . L L L L L e e e e e e e e e e e e e e e e e e e e e e e |:| Yes |:| No
Part Il Conservation Easements.
Complete if the organization answered "Yes" on Form 990, Part IV, line 7.
1 Purpose(s) of conservation easements held by the organization (check all that apply).
Preservation of land for public use (e.g., recreation or education) Preservation of 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

a b~ WN B

easement on the last day of the tax year. Held at the End of the Tax Year

a Total number of conservationeasements . . . . . . . . . .t i i ittt a e e . 2a

b Total acreage restricted by conservationeasements . . . . ... ... ... ... .. 2b

¢ Number of conservation easements on a certified historic structure includedin(a). . . . . 2c

d Number of conservation easements included in (c) acquired after 8/17/06, and not on a
historic structure listed in the National Register. . . . . . . . . v o v v v v v vt v v v e v 2d

3 Number of conservation easements modified, transferred, released, extinguished, or terminated by the organization during the

tax year p

4 Number of states where property subject to conservation easement is located »

5 Does the organization have a written policy regarding the periodic monitoring, inspection, handling of
violations, and enforcement of the conservation easementsit holds? . . . . . . . . ¢ v v v v i v v v v v v v |:| Yes |:| No
6 Staff and volunteer hours devoted to monitoring, inspecting, handling of violations, and enforcing conservation easements during the year
>
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 LTOM@AB)M? . . . . . . . oo oo e e e e e e e e [ ves o
9 In Part XIIl, describe how the organization reports conservation easements in its revenue and expense statement, and

balance sheet, and include, if applicable, the text of the footnote to the organization’s financial statements that describes the

organization's accounting for conservation easements
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.

la |If the or?anlzatlon elected, as permitted under SFAS 116 %SC 958), not to report in its revenue statement and balance sheet
works of art, historical treasures, or other similar assets held for public exhibition, education, or research in furtherance of
public service, provide, in Part XIll, the text of the footnote to its flnanC|aI statements that describes these items.

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

(i) Revenue included in Form 990, Part VIIL IINne 1 . . v« v v o v v v i o e e e e e e e e e e e e >3
(ii) Assetsincluded in FOrm 990, Part X. . v & v v v o v v v v e e e e e 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 VIIL ine L . . . . . . . v i v i v it e e e e e e e e e e > $
b Assets included in FOrm 990, Part X. « « & v v v @ v v vt v v i e e e e e e e e e e e e e e e e e e e e e > 3
For Paperwork Reduction Act Notice, see the Instructions for Form 990. Schedule D (Form 990) 2016

JSA
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MI.  WASHI NGTON PEDI ATRI C HOSPI TAL, | NC.

Schedule D (Form 990) 2016

3

5

52-0591483

Page 2

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

collection items (check all that apply):
Public exhibition d
Scholarly research e

Loan or exchange programs
Other

=

Preservation for future generations

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

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

g\ 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.

la

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

b If "Yes," explain the arrangement in Part XIll and complete the following table:
Amount
c Beginningbalance . . .. .. ... ... e ic
d Additions duringthe year . . . ... ... ... . ... .. 1d
e Distributions duringtheyear, , ., ., . . ... ... ... ... le
f Endingbalance . . . .. .. ... .. e 1f
2a Did the organization include an amount on Form 990, Part X, line 21, for escrow or custodial account liability? |_| Yes No
b If "Yes," explain the arrangement in Part XIll. Check here if the explanation has been provided on Part XIll | . . . . _ . ..
W@ Endowment Funds.
Complete if the organization answered “Yes” on Form 990, Part IV, line 10.
(a) Current year (b) Prior year (c) Two years back (d) Three years back | (e) Four years back
la Beginning of year balance . . . .
b Contributions . . . . . ... ...
¢ Net investment earnings, gains,
andlosses. « « v v v i e e e
d Grants or scholarships . . . . ..
e Other expenditures for facilities
and programs. . . . . . .0 ...
f Administrative expenses . . . . .
g End of year balance. . . . . ...
2 Provide the estimated percentage of the current year end balance (line 1g, column (a)) held as:
a Board designated or quasi-endowment p %
b Permanent endowment p %
Temporarily restricted endowment p %
The percentages on lines 2a, 2b, and 2c should equal 100%.
3a Are there endowment funds not in the possession of the organization that are held and administered for the
organization by: Yes | No
(i) unrelated OrganizationS . . . v v v v v v i e e e e e e e e e e e e e e e e e e e e e e e e e e e e 3a(i)
(i) related Organizations . . . . v v v v v i e e e e e e e e e e e e e e e e e e e e e e e e e e e 3a(ii)
b If "Yes" on line 3a(ii), are the related organizations listed as required on Schedule R?, . . . ... ... ...... 3b
4  Describe in Part Xlll the intended uses of the organization's endowment funds.
Land, Bwldm%s and Equipment. o
Complete if the organ|zat|0n answered "Yes" on Form 990, Part IV, line 11a. See Form 990, Part X, line 10.
Description of property (a) Cost or other basis (b) Cost or other basis (c) Accumulated (d) Book value
(investment) (other) depreciation
la Land, . . ... ... ... .. 1,413, 434. 1,413, 434.
b Buildings |, ... ... .......... 53,771, 350. | 24, 442, 068. 29, 329, 282.
¢ Leasehold improvements, . . . . .. . .. 263, 509. 232, 862. 30, 647.
d Equipment _ . ... ... .. ... ... 20, 267, 254. | 16, 686, 525. 3, 580, 729.
e Other . . . ... %',
Total. Add lines 1a through 1e. (Column (d) must equal Form 990, Part X, column (B), line 10c.), . . . . . . > 34, 354, 092.
Schedule D (Form 990) 2016
JSA

6E1269 1.000

4218CV 700P 5/15/2018 10:07:31 AM V 16-7.17 0180223- 00044



MT. WASHI NGTON PEDI ATRI C HOSPI TAL, | NC. 52- 0591483
Schedule D (Form 990) 2016 Page 3
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
G
(B)
©)
D)
6
(F)
©)
(H)
Total. (Column (b) must equal Form 990, Part X, col. (B) line 12.) P>
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

€]
(2)
(3)
(4)
©)]
(6)
(N
(8)
9
Total. (Column (b) must equal Form 990, Part X, col. (B) line 13.) P>
Elgg)q 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) ECONOM C | NTEREST I N MAPF 19, 027, 369.
(2) ASSETS LIM TED AS TO USE 5, 375, 965.
(3) OTHER ACCOUNTS RECEI VABLE 1, 383, 454.
(4) OTHER 1, 366, 982.
(5)
(6)
(N
(8)
(9)

Total. (Column (b) must equal Form 990, Part X, col. (B)line 15.). . . . . . . . . . . o v i v v i i i e e e uu » 27,153, 770.

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 PAY 3, 826, 482.
(3
(4)
(5
(6)
(7
(8)
9
Total. (Column (b) must equal Form 990, Part X, col. (B) line 25.) » 3, 826, 482.

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 Xlll

JSA
6E1270 1.000 Schedule D (Form 990) 2016
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MI.  WASHI NGTON PEDI ATRI C HOSPI TAL, | NC. 52-0591483

Schedule D (Form 990) 2016 Page 4
Part XI 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 financial statements . . . . . . .. ... ... ... 1
2 Amounts included on line 1 but not on Form 990, Part VIII, line 12:

a Net unrealized gains (losses) oninvestments . . . . .« . v o v 0 v v 0w 2a

b Donated services and use of facilities . . . .« v v v 0 0o e 0w e e 2b

¢ Recoveriesof prioryeargrantS. . . « & v v v i i h s s e e e e e e s 2¢c

d Other (DescribeinPart XIL) v v v v v v v v e e e e e et et e e e e 2d

e Addlines2athrough2d . . . .« v vt i it i e e e e e e e 2e
3 Subtractline2e fromlinel . . . v v v i i i it e e e e e e e 3
4 Amounts included on Form 990, Part VIII, line 12, but not on line 1:

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

b Other (Describe iNPartXlIL) & v v v v v v v e e e e e e e e e e e e 4b

C AddliNES4a and 4D .+ v v v v v i e e e e e e e e e e e e e e e e e e e e e e 4c
5 Total revenue. Add lines 3 and 4c. (This must equal Form 990, Partl, line 12.) . . . .« & o v v v o v v W 5

EWPMIl 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 financial statements . . . . . . . . . o oo i e e e e 1
2 Amounts included on line 1 but not on Form 990, Part IX, line 25:

a Donated services and use of facilities . . .« . ¢ v o 0 oo 0 e e e e 2a

b Prioryearadjustments . . . . . . o i it i i s e e e e e s 2b

C OthErI0SSES. v v v v v v v et e e e e e e e e e e e e e e 2c

d Other (DescribeinPart XIL) v v v v v v v v e e e e e e e e et e e e e e 2d

e Addlines2athrough2d . . . .« v o v i it i e e e e e e e e 2e
3 Subtractline2e fromlinel . . . v v v i i i it 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 VIll,line7b . . . . . . . 4a

b Other (Describe iNPartXlIL) & v v v v v v v e e e e e e e e e e e e e 4b

C AddliNES4a and 4D .+ v v v v v i e e e e e e e e e e e e e e e e e e e e e e e e 4c
5 Total expenses. Add lines 3 and 4c. (This must equal Form 990, Part I, line 18.) . . . . . . v v v o+ . 5

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

2; Part XI, lines 2d and 4b; and Part XII, lines 2d and 4b. Also complete this part to provide any additional information.
SEE PAGE 5

JSA Schedule D (Form 990) 2016
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Schedule D (Form 990) 2016 MI. WASHI NGTON PEDI ATRI C HOSPI TAL, | NC. 52-0591483 Page 5
REISPMIIl Supplemental Information (continued)

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

SCHEDULE D, PART X, LINE 2

THE HOSPI TAL |'S A NOT- FOR- PROFI T CORPORATI ON AS DESCRI BED UNDER SECTI ON
501(C) (3) OF THE | NTERNAL REVENUE CCDE (THE CODE) AND | S EXEMPT FROM
FEDERAL | NCOVE TAXES ON RELATED | NCOVE PURSUANT TO SECTI ON 501(A) OF THE
CODE. THE FOUNDATI ON | S A NOT- FOR- PROFI T CORPORATI ON FORVED UNDER THE
LAWS OF THE STATE OF MARYLAND, ORGANI ZED FOR CHARI TABLE PURPCSES AND
RECOGNI ZED BY THE | NTERNAL REVENUE SERVI CE AS A TAX- EXEMPT ORGANI ZATI ON

UNDER SECTI ON 501(C) (3) OF THE CCDE.

THE CORPCORATI ON FOLLOANS A THRESHOLD OF MORE LI KELY THAN NOT FOR
RECOGNI TI ON AND DERECOGNI TI ON OF TAX POSI TI ONS TAKEN OR EXPECTED TO BE
TAKEN I N A TAX RETURN. MANAGEMENT DCES NOT BELI EVE THAT THERE ARE ANY

UNRECOGNI ZED TAX BENEFI TS THAT SHOULD BE RECOGNI ZED.

Schedule D (Form 990) 2016
JSA
6E1226 1.000
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SCHEDULE G

(Form 990 or 990-EZ)

Department of the Treasury

Internal Revenue Service

Supplemental Information Regarding Fundraising or Gaming Activities

Complete if the organization answered "Yes" on Form 990, Part IV, lines 17, 18, or 19, or if the
organization entered more than $15,000 on Form 990-EZ, line 6a.

P> Attach to Form 990 or Form 990-EZ.
P Information about Schedule G (Form 990 or 990-EZ) and its instructions is at www.irs.gov/form990.

| OMB No. 1545-0047

Name of the organization

MTI. WASHI NGTON PEDI ATRI C HOSPI TAL,

I NC.

2016

Open to Public

Inspection

Employer identification number

52-0591483

Form 990-EZ filers are not required to complete this part.

Fundraising Activities. Complete if the organization answered "Yes" on Form 990, Part IV, line 17.

1 Indicate whether the organization raised funds through any of the following activities. Check all that apply.
Solicitation of non-government grants

a Mail solicitations
b Internet and email solicitations
c Phone solicitations
d In-person solicitations
2a

Solicitation of government grants

Special fundraising events

Did the organization have a written or oral agreement with any individual (including officers, directors, trustees,

or key employees listed in Form 990, Part VII) or entity in connection with professional fundraising services?
b If "Yes," list the 10 highest paid individuals or entities (fundraisers) pursuant to agreements under which the fundraiser is to be
compensated at least $5,000 by the organization.

|:| Yes |:| No

(i) Name and address of individual
or entity (fundraiser)

(i) Activity

(iii) Did fundraiser have
custody or control of
contributions?

(iv) Gross receipts
from activity

(v) Amount paid to
(or retained by)
fundraiser listed in
col. (i)

(vi) Amount paid to
(or retained by)
organization

Yes No

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

For Paperwork Reduction Act Notice, see the Instructions for Form 990 or 990-EZ.

JSA
6E1281 1.000

4218CV 700P 5/15/2018

10: 07: 31 AM V 16-7.17
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MI.  WASHI NGTON PEDI ATRI C HOSPI TAL,

Schedule G (Form 990 or 990-EZ) 2016

I NC.

52-0591483

Page 2

Fundraising Events. Complete if the organization answered "Yes" on Form 990, Part IV, line 18, or reported more

than $15,000 of fundraising event contributions and gross income on Form 990-EZ, lines 1 and 6b. List events with
gross receipts greater than $5,000.

(a) Event #1 (b) Event #2 (c) Other events (d) Total events
GCOLF GALA (add col. (a) through
(event type) (event type) (total number) col. (C))
<]
>
é 1 Grossreceipts | . . .. ... .... 94, 255. 529, 355. 623, 610.
O]
[vd
2 Less: Contributions | . . . .. ... 43, 580. 310, 595. 354, 175.
3 Gross income (line 1 minus
line2). .. .....uuo'o'vui. 50, 675. 218, 760. 269, 435.
4 Cashprizes, . . . ..........
5 Noncashprizes, , ... .......
(%]
$| 6 Rent/facilitycosts , , . . . ... ..
o
(o8
& | 7 Food and beverages . . . . . . ...
s}
= .
o | 8 Entertainment ...
9 Other direct expenses | . . . . ... 43, 943. 2083, 140 247, 083.
10 Direct expense summary. Add lines 4 through Qincolumn(d) . . . . ... .. ... ... ... ... | 2 247, 083.
11 Net income summary. Subtract line 10 from line 3, column (d) » 22, 352.

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

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

(b) Pull tabs/instant

(d) Total gaming (add

<] i i
E (a) Bingo bingo/progressive bingo (c) Other gaming col. (a) through col. (c))
2
i
1 Grossrevenue , , ., ........
@ | 2 Cashprizes . . . ......
(]
o
2| 3 Noncashprizes ...........
i
3] .
® | 4 Rent/facility costs .
a
5 Other directexpenses , . . ... ..
|| Yes % | |Yes % || |Yes %
6 Volunteer labor, = .. .. No No No
7 Direct expense summary. Add lines 2 through Sincolumn(d) = . . .. .. .. ... ....... | 2
8 Net gaming income summary. Subtract line 7 from line 1, column (d) >

9 Enter the state(s) in which the organization conducts gaming activities:

a |Is the organization licensed to conduct gaming activities in each of these states?

b If "No," explain:

10a

b If "Yes," explain:

Were any of the organization's gaming licenses revoked, suspended or terminated during the tax year?

JSA

6E1282 1.000

4218CV 700P 5/15/2018

10: 07: 31 AM V 16-7.17
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MI.  WASHI NGTON PEDI ATRI C HOSPI TAL, | NC. 52-0591483

Schedule G (Form 990 or 990-EZ) 2016 Page 3
11 Does the organization conduct gaming activities with nonmembers? . . . . . . . . . . .. . . . . ... .. |_, Yes |_, No
12 Is the organization a grantor, beneficiary or trustee of a trust or a member of a partnership or other entity
formed to administer charitable gaming? . . . . . . . . v 0 i e e e e e e e e e e e e e e e e e e e |:| Yes |:| No
13 Indicate the percentage of gaming activity conducted in:
a Theorganization'sfacility . . . . .. ... ... . . ... 13a %
b Anoutside facility , . . . . .. ... e e e 13b %
14  Enter the name and address of the person who prepares the organization's gaming/special events books and
records:
Name®»
Address »
15a Does the organization have a contract with a third party from whom the organization receives gaming
FVEIUE? . . .\ o\t e e e e e e e e e e e e e e e e e ves [ |No
b If "Yes," enter the amount of gaming revenue received by the organization » $ and the

amount of gaming revenue retained by the third party » $
¢ If"Yes," enter name and address of the third party:

16  Gaming manager information:

Description of services provided »

|:| Director/officer |:| Employee |:| Independent contractor

17 Mandatory distributions:
a Is the organization required under state law to make charitable distributions from the gaming proceeds to
retain the state gaming liCeNSE?, . . . . . . . . o o i i e e [Jves [ ]no
b Enter the amount of distributions required under state law to be distributed to other exempt organizations
or spent in the organization's own exempt activities during the tax year p $
Supplemental Information. Provide the explanation required by Part I, line 2b, columns (iii) and (v), and
Part lll, lines 9, 9b, 10b, 15b, 15c, 16, and 17b, as applicable. Also provide any additional information
(see instructions).

Schedule G (Form 990 or 990-EZ) 2016
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SCHEDULE H Hospitals | ome No. 1545-0047

(Form 990)
P Complete if the organization answered "Yes" on Form 990, Part IV, question 20.
p Attach to Form 990. Open to Public
Department of the Ti . . . . )
m?gﬁ]rmmsgve%ueze;aa;uw » Information about Schedule H (Form 990) and its instructions is at www.irs.gov/form990. Inspection

Name of the organization

Employer identification number

MTI.  WASHI NGTON PEDI ATRI C HOSPI TAL, | NC. 52- 0591483
Financial Assistance and Certain Other Community Benefits at Cost
Yes| No
la Did the organization have a financial assistance policy during the tax year? If "No," skip to question6a . . . . . . . . 1a [X
b If"Yes,"wasitawrittenpolicy?. . . . & v ¢ v i i e s e e e e e e e e e e e e e e e 1p | X
2 If the organization had multiple hospital facilities, indicate which of the following best describes application of
the financial assistance policy to its various hospital facilities during the tax year.
Applied uniformly to all hospital facilities Applied uniformly to most hospital facilities
Generally tailored to individual hospital facilities
3 Answer the following based on the financial assistance eligibility criteria that applied to the largest number of
the organization's patients during the tax year.
a Did the organization use Federal Poverty Guidelines (FPG) as a factor in determining eligibility for providing
free care? If "Yes," indicate which of the following was the FPG family income limit for eligibility for free care: |3a X
100% 150% 200% |:| Other %
b Did the organization use FPG as a factor in determining eligibility for providing discounted care? If "Yes,"
indicate which of the following was the family income limit for eligibility for discounted care: ., . . .. .. ... ... 3b | X
200% || 250% 300% 350% || 400% other _500. 0000 o
¢ 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 "medically indigent"?, . . . . . . . . . v v i i i i e e e . 4 | X
5a Did the organization budget amounts for free or discounted care provided under its financial assistance policy during the tax year? 5a | X
b If "Yes," did the organization's financial assistance expenses exceed the budgeted amount? . . . . . . . . .. .. .. 5b | X
If "Yes" to line 5b, as a result of budget considerations, was the organization unable to provide free or
discounted care to a patient who was eligible for free or discounted care? . . . . . . .« v v o v o v i h i e e 5c X
6a Did the organization prepare a community benefit report during the taxyear? . . . ... .. ..o 6a | X
b If "Yes," did the organization make itavailabletothepublic? . . . . . . . . v . v v o i o i oL e e e 6b | X
Complete the following table using the worksheets provided in the Schedule H instructions. Do not submit
these worksheets with the Schedule H.
7 Financial Assistance and Certain Other Community Benefits at Cost
Financial Assistance and (a) ';!U_ftﬂbfff of | (b) Persons (c) Total community (d) Direct offsetting (e) Net community (f) Percent
Means-Tested Government aﬁr'ovér'gﬁqé” served benefit expense revenue benefit expense of total
Programs {optional) (optional) expense
a Financial Assistance at cost
(from Worksheet1) . . . . 169’ 772. 169’ 772. .31
b Medicaid (from Worksheet 3,
columna) « + v & & & 4
C Costs of other means-tested
government programs (from
Worksheet 3, column b)
d Total Financial Assistance and
Means-Tested Government
Programs « - « « « & & 169, 772. 169, 772. .31
Other Benefits
€ Community health improvement
services and community benefit
operations (from Worksheet 4) « 279’ 860. 279’ 860. - 50
f Health professions education
(from Worksheet5) . . . . 417' 601. 417’ 601. .75
g Subsidized health services (from
Worksheet 6)« « « « o « . 944, 464. 944, 464. 1.70
h Research (from Worksheet 7) 1' 810. 1’ 810.
i Cash and in-kind contributions
oy et ron 26, 771. 26, 771. .05
j Total. Other Benefits = « . 1' 670' 506. 1’ 670’ 506. 3.00
K Total. Add lines 7d and 7j. . 1, 840, 278. 1, 840, 278. 3.31

For Paperwork Reduction Act Notice, see the Instructions for Form 990.

N F4%18%v 700P 5/15/2018  10:07:31 AM V 16-7.17 0180223- 00044
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MI.  WASHI NGTON PEDI ATRI C HOSPI TAL, | NC. 52-0591483

Schedule H (Form 990) 2016 Page 2
Part Il Community Building Activities Complete this table if the organization conducted any community building

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

(a) Number of | (b) Persons (c) Total community (d) Direct offsetting (e) Net community (f) Percent of
activities or served building expense revenue building expense total expense
programs (optional)
(optional)
1 Physical improvements and housing 451 810 451 810 - 08
2 Economic development
3 Community support 57, 233. 57, 233. .10
4 Environmental improvements
5 Leadership development and
training for community members
6 Coalition building 769. 769.
7 Community health improvement
advocacy 40, 308. 40, 308. . 07
8 Workforce development 14, 703. 14, 703. .03
9 Other
10 Total 158, 823. 158, 823. .28
Bad Debt, Medicare, & Collection Practices
Section A. Bad Debt Expense Yes | No
1 Did the organization report bad debt expense in accordance with Healthcare Financial Management Association
Statement NO. 157, . . . o ittt e e e e e e e e e e e e e e e e e e e e e 1 | X
2 Enter the amount of the organization's bad debt expense. Explain in Part VI the
methodology used by the organization to estimate thisamount_ , , . . . ... ..... 2 340, 997.

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

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

Section B. Medicare

5 Enter total revenue received from Medicare (includngDSHand IME) . . .. ... ... 5 7, 759.
6 Enter Medicare allowable costs of care relating to paymentsonline5 . .. ... .. .. 6

7 Subtract line 6 from line 5. This is the surplus (orshortfall) . . .. ............ 7 7,759.
8 Describe in Part VI the extent to which any shortfall reported in line 7 should be treated as community

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

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

collection practices to be followed for patients who are known to qualify for financial assistance? DescribeinPartVI , ., , . . . . . . . . . . . 9b X
Part IV Man agem ent Companies and Joint Ventures (owned 10% or more by officers, directors, trustees, key employees, and physicians - see instructions)
(a) Name of entity (b) Description of primary (c) Organization's (d) Officers, directors, (e) Physicians'
activity of entity profit % or stock trustees, or key profit % or stock
ownership % employees' profit % ownership %
or stock ownership %
1
2
3
4
5
6
7
8
9
10
11
12
13
IsA Schedule H (Form 990) 2016
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MTI.  WASHI NGTON PEDI ATRI C HOSPI TAL, | NC. 52- 0591483
Schedule H (Form 990) 2016 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) Other (describe)
1 MI. WASHI NGTON PEDI ATRI C HOSPI TAL
1708 W ROGERS AVENUE
BALTI MORE VD 21209
WAV MAPH. CRG
30- 026 X X 1
2

sinoy yz-43
18y10-43

Aujioey yoreasay

lendsoy pasuaoi
[endsoy s,uaipyo
lendsoy Buiyoea ]

Facility
reporting
group

[ea1Bins 7 [e2IpaW [RIBUDD
|endsoy ssaooe [eand

10

JSA
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MI.  WASHI NGTON PEDI ATRI C HOSPI TAL, | NC. 52-0591483

Schedule H (Form 990) 2016

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)

Page 4

Name of hospital facility or letter of facility reporting group MI. WASHI NGTON PEDI ATRI C HGSPI TAL | NC

Line number of hospital facility, or line numbers of hospital

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

Yes

No

Community Health Needs Assessment

1

6a

o 0O T o

12a

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 tax year? . . . . . . . . . . i i i i i e e e e e e e e e e e e
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 , . . . ... .. ...
During the tax year or either of the two immediately preceding tax years, did the hospital facility conduct a
community health needs assessment (CHNA)? If "No," skipto line 12 , . . . . . . . . . & . i i v v v v v v o 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 to meet the
community health needs

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 £

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 , . ., . . ... ..
Was the hospital facility's CHNA conducted with one or more other hospital facilities? If "Yes," list the other
hospital facilities in SectionC , . . . . . . . ... . e e e e
Was the hospital facility's CHNA conducted with one or more organizations other than hospital facilities? If "Yes,"

(] [=Ix[x] [x[x[x

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: 20&

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? $

6a

6b

10

10b

12a

12b

JSA
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Schedule H (Form 990) 2016 MTI.  WASHI NGTON PEDI ATRI C HOSPI TAL, | NC. 52- 0591483 page 5
Facility Information (continued)
Financial Assistance Policy (FAP)

Name of hospital facility or letter of facility reporting group MI. WASHI NGTON PEDI ATRI C HOSPI TAL | NC

Yes No

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? | 13 X
If "Yes," indicate the eligibility criteria explained in the FAP:

a Federal poverty guidelines (FPG), with FPG family income limit for eligibility for free care of _200- 0000 o4
~_and FPG family income limit for eligibility for discounted care of ~500. 0000 oy
b _X Income level other than FPG (describe in Section C)
c _X Asset level
d _X Medical indigency
e | X| Insurance status
f _X Underinsurance status
g L_| Residency
h [X] Other (describe in Section C)
14 Explained the basis for calculating amounts charged to patients?. . . . . . . . ... ... .. ... 14 | X

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

Other (describe in Section C)

16  Was widely publicized within the community served by the hospital facility? . . ... ... .......... 16 | X
If "Yes," indicate how the hospital facility publicized the policy (check all that apply):

The FAP was widely available on a website (list url): HTTP: / / WAV MAPH. ORG

The FAP application form was widely available on a website (list url): HTTP: / / WAW MAPH. ORG

A plain language summary of the FAP was widely available on a website (list url): HTTP: / / WAV MAPH. ORG

The FAP was available upon request and without charge (in public locations in the hospital facility and

by mail)

RN

o 0O T o

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

b X [

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)

[ X

Schedule H (Form 990) 2016
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MI. WASHI NGTON PEDI ATRI C HOSPI TAL, | NC. 52-0591483
Schedule H (Form 990) 2016 Page 6

Facility Information (continued)

Billing and Collections
Name of hospital facility or letter of facility reporting group  MI. WASHI NGTON PEDI ATRI C HOSPI TAL | NC

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

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)
Selling an individual'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
|| 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? , . . . ... ... 19 X
If "Yes," check all actions in which the hospital facility or a third party engaged:
a || Reporting to credit agency(ies)
L | Selling an individual'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
L_| 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
Made a reasonable effort to orally notify individuals about the FAP and FAP application process
Processed incomplete and complete FAP applications
Made presumptive eligibility determinations
Other (describe in Section C)
None of these efforts were made
Policy Relating to Emergency Medical Care
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? . . ... ... ... 21 X
If "No," indicate why:

T QO O T

—h

a The hospital facility did not provide care for any emergency medical conditions
b - The hospital facility's policy was not in writing
c - The hospital facility limited who was eligible to receive care for emergency medical conditions (describe
in Section C)
d |:| Other (describe in Section C)
Schedule H (Form 990) 2016
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)

MTI. WASHI NGTON PEDI ATRI C HOSPI TAL | NC

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 |:| 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 |:| 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 that individual? . . . . . . . . . . o i i i i i e e e e e .

If "Yes," explain in Section C.

Yes | No
23 X
24 X
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MT. WASHI NGTON PEDI ATRI C HOSPI TAL, | NC. 52- 0591483
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, 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.

COMMUNI TY PERSPECTI VE
MTI.  WASHI NGTON PEDI ATRI C HOSPI TAL

SCHEDULE H, PART V SECTION B

LI NE 5

COMMUNI TY PERSPECTI VE

THE COVMUNI TY' S PERSPECTI VE WAS OBTAI NED THROUGH TWO SURVEYS CFFERED TO
THE PUBLI C DURI NG HEALTH FAI RS THROUGHOUT BALTIMORE CITY. A 6-1TEM

SURVEY ASKED RESPONDENTS TO | DENTI FY THEI R TOP HEALTH CONCERNS AND THEI R
TOP BARRI ERS | N ACCESSI NG HEALTH CARE. A LONGER SURVEY WAS AL SO CREATED

AND POSTED ONLI NE ON THE PUBLI C WEBSI TE.

METHODS | NCLUDED A 3-1 TEM SURVEY DI STRI BUTED TO THE PUBLI C AT A VARI ETY
OF QUTREACH EVENTS I N FY15 (SHORT FORM) AND MADE AVAI LABLE | N MARYLAND
MATTERS PUBLI CATI ON (N=1, 212). A 25-1TEM ONLI NE SURVEY WAS ALSO POSTED
TO THE SURVEY MONKEY AND WAW UMM EDU WEBSI TE FOR COVMUNI TY TO COVPLETE
(LONG FORM .  THE COVMUNI TY ADVOCACY ACTI VELY ENGAGED COVWUNI TY MEMBERS
FROM ATTENDI NG AND PARTI Cl PATI NG | N SEVERAL NEI GHBORHOOD MEETI NGS HOSTED
BY BALTI MORE CI TY HEALTH DEPARTMENT AND OTHER LOCAL COVMUNI TY

ORGANI ZATI ONS.

THE RESULTS | DENTI FI ED THE TOP FI VE HEALTH CONCERNS, TOP 5 BARRI ERS TO
HEALTH CARE, AND PRESENTED AN OPPORTUNI TY FOR PARTI Cl PANTS TO PROVI DE

RECOVMENDATI ONS OR SOLUTI ONS. THE TOP FI VE HEALTH CONCERNS | DENTI FI ED
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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, 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.

WERE DI ABETES (N=708), HI GH BLOOD PRESSURE/ STROKE (N=669), HEART DI SEASE
(N=596), SMOKI NG ALCOHOL/ DRUG ABUSE (N=535), AND CANCER (N=515). ANALYSI S
BY CBSA TARGETED ZI P CODES REVEALED THE SAME TOP HEALTH CONCERNS AND TOP
HEALTH BARRI ERS W TH LI TTLE DEVI ATI ON FROM THE OVERALL BALTI MORE CI TY

DATA.

THE TOP FI VE BARRI ERS TO HEALTH CARE | DENTI FI ED | NCLUDED:
- NO HEALTH | NSURANCE ( N=833)

- TOO EXPENSI VE ( N=726)

- NO TRANSPORTATI ON ( N+446)

-LOCAL MDS NOT PART OF PLAN (N=259)

-COULDN T GET AN APPO NTMENT W TH DOCTOR ( N=138)

- DOCTOR TOO FAR AVAY (N=125)

- (MEDI CAL) SERVI CE NOT AVAI LABLE IN THE CI TY (91).

THERE WERE ALSO 103 | NDI VI DUAL RESPONSES THAT PROVI DED ADDI TI ONAL | NSI GHT
I NTO LOCAL HEALTH DI SPARI TI ES. ANALYSI S BY CBSA TARGETED ZI P CODES

| DENTI FI ED VERY SI M LAR HEALTH CONCERNS AND TCOP HEALTH BARRI ERS W TH

LI TTLE TO NO DEVI ATI ON FROM OVERALL BALTI MORE CI TY DATA, OR THE MAPH CHNA

COVPLETED I N 2012.

HEALTH EXPERTS

THE COVMUNI TY ADVOCACY TEAM FACI LI TATED FOCUS GROUP MEETI NGS TO | NCLUDES

SPECI ALTY CLI NI CAL STAFF; OUTPATI ENT( PSYCHOLOGY, WEI GH SMART, SOCI AL
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MT. WASHI NGTON PEDI ATRI C HOSPI TAL, | NC. 52- 0591483
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, 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.

WORK) [ OCTOBER 7, 2014], TRAUVATIC BRAIN | NJURY & RECREATI ONAL THERAPY
[ SEPTEMBER 29, 2014] AS WELL AS MAPH EMPLOYEES WHO ENGAGE | N COVWWUNI TY

AFFAI RS AND MAPH FAM LY ADVI SORY COUNCI L [ OCTOBER 24, 2014].

THERE WAS ALSO A TELEPHONE | NTERVI EW CONDUCTED BALTI MORE CI TY HEALTH
DEPT. DI RECTOR OF CHRONI C DI SEASE PREVENTI ON, AND FI NALLY A THOROUGH

REVI EW AND | NCLUDE NATI ONAL PREVENTI ON STRATEGY PRI ORI TI ES, STATE HEALTH

| MPROVEMENT PLAN (SHI P) | NDI CATORS , AND HEALTHY BALTI MORE 2015 PLAN FROM

BCHD.

MAPH RESULTS | NCLUDED UTI LI ZI NG THE FOLLON NG DATA TO CREATE DI RECTI ON
AND A GUI DE FOR ALL FUTURE COMMUNI TY BENEFI T | NI TI ATI VES; THE NATI ONAL
PREVENTI ON STRATEGY (7 PRIORITY AREAS) AND THE SHI P'S ( STATE HEALTH

| MPROVEMENT PLAN) 39 OBJECTIVES IN 6 VI SI ON AREAS FOR STATE, | NCLUDES
TARGETS FOR BALTI MORE CI TY, AND HEALTHY BALTI MORE 2015 WHI CH | DENTI FI ED

10 PRI ORI TY AREAS.

COVPARI SON OF FEDERAL, STATE, AND LOCAL HEALTH PRI ORI Tl ES

NATI ONAL PREVENTI ON STRATEGY:

NATI ONAL PREVENTI ON STRATEGY 2011 PRI ORI TY AREAS
- TOBACCO FREE LI VI NG

- PREVENTI NG DRUG ABUSE & EXCESSI VE ALCOHCL USE

- HEALTHY EATI NG

- ACTI VE LI VI NG
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MT. WASHI NGTON PEDI ATRI C HOSPI TAL, | NC. 52- 0591483
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, 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.

-1 NJURY & VI OLENCE FREE LI VI NG
- REPRODUCTI VE & SEXUAL HEALTH

- MENTAL & EMOTI ONAL WVELLBEI NG

MARYLAND STATE HEALTH | MPROVEMENT PLAN (SHI P) 2011:
- HEALTHY BABI ES

- HEALTHY SOCI AL ENVI RONMVENTS

- SAFE PHYSI CAL ENVI RONMVENTS

- | NFECTI QUS DI SEASES

- CHRONI C DI SEASES

- HEALTHCARE ACCESS

HEALTHY BALTI MORE 2015:

- PROMOTE ACCESS TO QUALI TY HEALTH CARE FOR ALL
- BE TOBACCO FREE

- REDESI GN COMMUNI TI ES TO PREVENT OBESI TY

- PROMOTE HEART HEALTH

-STOP THE SPREAD CF H V AND OTHER ST | NFECTI ONS
- RECOGNI ZE AND TREAT MENTAL HEALTH NEEDS

- PROMOTE HEALTHY CHI LDREN AND ADOLESCENTS

- ENCOURAGE EARLY DETECTI ON OF CANCER

- CREATE HEALTH PROMOTI NG NEI GHBORHOODS

DURI NG THE TELEPHONE | NTERVI EW LAURA FOX, MPH, DI RECTOR, OFFI CE OF

CHRONI C DI SEASE PREVENTI ON, BALTI MORE CI TY HEALTH DEPARTMENT (2/17/15).
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MT. WASHI NGTON PEDI ATRI C HOSPI TAL, | NC. 52- 0591483
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, 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.

MAPH WAS ABLE TO | DENTI FY THE TOP 4 HEALTH PROBLEMS PER BALTI MORE CI TY
MAYOR S HEALTH PRI ORI Tl ES:

1. CARDI OVASCULAR DI SEASE (CVD) - DECREASE PREMATURE MORTALITY (AS
DEFI NED AS DEATH PRI OR TO 75 YEARS)

2. ASTHVA - WTH A CONCENTRATI ON ON PEDI ATRI CS SPECI FI CALLY

3. HERON USE - WH LE A PRIORITY, NO MAJOR | NI TI ATI VES TO DATE

4. DI ABETES - AS RELATED TO CVD AS A CO-MORBI DI TY

TOP BARRI ERS TO HEALTH | DENTI FI ED ARE:

1. KNOWLEDGE DEFICI T W TH RESPECT TO HEALTH | NSURANCE

2. PEOPLE DON' T KNOW HOW TO USE ( NAVI GATE) THE SYSTEM NEED CARE
CONNECTORS AND/ OR HEALTH NAVI GATORS

3. PECPLE AREN T SURE WHAT MCO S WLL ACCEPT THEM

4. LIMTED M NUTES ON PHONE LI M TS CALLS FOR ASSI STANCE

5. CGENERAL EDUCATI OV LI TERACY ( SDOH)

COVMMUNI TY LEADERS

MAPH FACI LI TATED A FOCUS GROUP I N THE PARK HEI GHTS COMMUNI TY, WHICH | S
LOCATED IN THE COMMUNI TY BENEFI T SERVI CE AREA OF THE HOSPI TAL WHI CH

| NCLUDED OVER 30 COVMUNI TY PARTNERS FOCUS GROUP ( OCTOBER 2014). THE
FOLLOWN NG NEEDS WERE DI SCUSSEDY | DENTI FI ED DURI NG THI' S MEETI NG

#1 SERI QUS PROBLEM | DENTI FI ED: 44. 8% REPORTED THE NEED FCOR HEALTH

LI TERACY

#2 SERI QUS PROBLEM | DENTI FI ED:  35. 7% REPORTED THE | SSUE OF VI CLENCE
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MTI.  WASHI NGTON PEDI ATRI C HOSPI TAL, | NC.
Schedule H (Form 990) 2016

52-0591483

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.

MAPH | DENTI FI ED THE TOP 3 MODERATE CONCERNS, AS WELL, THEY ARE AS
FOLLOAS, RESPECTI VELY; BEHAVI ORAL/ MENTAL | LLNESS, HEART DI SEASE, AND

DI ABETES.

WE ALSO WERE MADE AWARE THAT 86. 7% OF COMMUNI TY GET THEI R HEALTH

| NFORMATI ON FROM FAM LY & FRI ENDS, 63% FROM | NTERNET, 60% FROM CHURCH.

THE TOP 3 ACTION I TEM5S FOR THI S MEETI NG THAT WERE DI SCUSSED: MOBI LE UNI' T

SCREENI NGS, HEALTH EDUCATI ON, COMMUNI TY ENGAGEMENT, SET UP A ' GREEN

NEI GHBORHOOD AS A MODEL, AND MENTAL HEALTH SERVI CES.

SOCI AL DETERM NANTS OF HEALTH ( SDOH)

DEFI NED BY THE WORLD HEALTH ORGANI ZATION AS: '...THE CONDI TIONS IN WHI CH

PECPLE ARE BORN, GROW LIVE, WORK AND AGE...'

METHODS

REVI EWED DATA FROM | DENTI FI ED 2011 BALTI MORE CI TY HEALTH DEPARTMENT' S

BALTI MORE CI TY NEI GHBOCRHOCOD PROFI LES, BALTI MORE CI TY FOOD DESERT NMAP

RESULTS

UTI LI ZI NG THE BALTI MORE CI TY NEI GHBORHOOD PRCFI LES, THE COMMUNI TY

ADVOCACY TEAM | DENTI FI ED SDOHS FOR THE FOLLOW NG ZI P CODES W THI N THE

JSA
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MT. WASHI NGTON PEDI ATRI C HOSPI TAL, | NC. 52- 0591483
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, 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.

CBSA (COWMMUNI TY BENEFI T SERVI CE AREA): UPTON DRU D HEI GATS (21217), SW
BALTI MORE (21223), MONDAVWM N PI MLI CO ARLI NGTON' HI LLTOP (21216 & 21215),
HOWARD PARK/ W ARLI NGTON (21207), SOUTHERN PARK HEI GHTS (21215),

CLI FTON- BEREA (21206). THE TOP SDOHS | DENTI FI ED WERE ' LOW EDUCATI ON

ATTAI NMVENT'" (52.6% W LESS THAN HS DEGREE), ' H GH POVERTY RATE (15.7%,

" H GH UNEMPLOYMENT RATE' (11%, VI OLENCE, AND POOR FOOD ENVI RONMENT.

HEALTH STATI STI CS/ | NDI CATORS

THE TEAM ALSO REGULARLY REVI EMED THE FCOLLOW NG LOCAL DATA SOURCES;

BALTI MORE CI TY HEALTH STATUS REPORT, BALTI MORE HEALTH DI SPARI TI ES REPORT
CARD, AND THE BALTI MORE NEI GHBORHOOD PRCFI LES. NATI ONAL TRENDS AND DATA
SUCH AS THE ' HEALTHY PEOPLE 2015', ' CENTERS FOR DI SEASE CONTROL

REPORTS/ UPDATES' , AND 'F AS I N FAT: EXECUTI VE SUWARY (RWF)' WERE ALSO

TAKEN | NTO CONSI DERATI ON.

RESULTS

MAPH WAS ABLE TO CREATE A BALTI MORE CI TY HEALTH OQUTCOMES SUMVARY FOR THE
AFOREMENTI ONED CBSA- TARGETED ZI P CODES. THE TOP THREE CAUSES OF DEATH I N
BALTI MORE CI TY | DENTI FI ED, RESPECTI VELY WERE HEART DI SEASE, CANCER, AND
STROKE. THE NUMBER ONE CAUSE OF PEDI ATRI C DEATHS | S THE H GH RATE OF

| NFANT MORTALI TY.

LI NE 6A
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MT. WASHI NGTON PEDI ATRI C HOSPI TAL, | NC. 52- 0591483
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, 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.

THE MAPH CHNA WAS CONDUCTED W TH THE AFFI LI ATED BALTI MORE CI TY HOSPI TALS
OF THE UNI VERSI TY OF MD MEDI CAL SYSTEM  SPECI FI CALLY, UNI VERSITY OF MD

MEDI CAL CENTER AND UNI VERSI TY OF MD M DTOMN CAMPUS.

LI NE 6B
NO, THE ONLY ORGANI ZATI ONS THAT ASSI STED | N CONDUCTI NG THE CHNA WERE THE

AFOREMENTI ONED HOSPI TAL FACI LI TIES IN THE PART V, LINE 6A RESPONSE.

LI NE 11

BASED ON THE CHNA, FINDI NGS, AND PRI ORI TI ES, THE MAPH AGREED TO

| NCORPORATE OUR | DENTI FI ED PRI ORI TI ES W TH MARYLAND S STATE HEALTH

| MPROVEMENT PLAN (SHIP). USING THE SHI P AS A FRAVEWORK, THE FOLLOW NG
MATRI X WAS CREATED TO SHOW THE | NTEGRATI ON OF OUR | DENTI FI ED PRI ORI TI ES
AND THEI R ALI GNMENT WTH THE SHI P''S VI SI ON AREAS ( SEE TABLE 1). MAPH
WLL ALSO TRACK THE PROGRESS W TH LONG TERM OQUTCOVE OBJECTI VES MEASURED

THROUGH THE MARYLAND S DEPARTMENT OF HEALTH & MENTAL HYG ENE ( DHVH) .

SHORT- TERM PROGRAMVATI C CBJECTI VES, | NCLUDI NG PROCESS AND OUTCOVE
MEASURES W LL BE MEASURED ANNUALLY BY MAPH FOR EACH PRI ORI TY AREAS
THROUGH THE RELATED PROGRAMM NG. ADJUSTMENTS W LL BE MADE TO ANNUAL PLANS

AS OTHER | SSUES EMERGE OR THROUGH OUR ANNUAL PROGRAM EVALUATI ON.

MAPH W LL PROVI DE LEADERSHI P AND SUPPORT W THI N THE COVMUNI TI ES SERVED AT

SUSTAI NED AND STRATEG C RESPONSE LEVELS.
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MT. WASHI NGTON PEDI ATRI C HOSPI TAL, | NC. 52- 0591483
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, 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.

- SUSTAI NED RESPONSE - ONGO NG RESPONSE TO LONG- TERM COMMUNI TY NEEDS, 1. E.

OBESI TY AND | NJURY PREVENTI ON EDUCATI ON, HEALTH SCREENI NGS.

- STRATEG C RESPONSE - LONG TERM STRATEG C LEADERSHI P AT LEGQ SLATI VE AND
CORPORATE LEVELS TO LEVERAGE RELATI ONSH PS TO PROMOTE HEALTH- RELATED

POLI CY OR REFORM AND BUI LD KEY NETWORKS

FUTURE COMMUNI TY HEALTH NEEDS ASSESSMENTS W LL BE CONDUCTED EVERY THREE
YEARS AND STRATEG C PRI ORI TI ES W LL BE RE- EVALUATED THEN. PROGRAMVATI C
EVALUATI ONS W LL OCCUR ON AN ONGO NG BASI S AND ANNUALLY, AND ADJUSTMENTS
TO PROGRAMS W LL BE AS NEEDED. ALL COMMUNI TY BENEFI TS REPORTI NG W LL

OCCUR ANNUALLY TO MEET STATE AND FEDERAL REPORTI NG REQUI REMENTS.

SEVERAL ADDI TI ONAL TCOPI C AREAS WERE | DENTI FI ED BY THE MAPH DURI NG THE
CHNA | NCLUDI NG MENTAL HEALTH, SAFE HOUSI NG TRANSPCORTATI ON, AND
SUBSTANCE ABUSE. WHI LE THE MAPH WLL FOCUS THE MAJORI TY OF OUR EFFORTS
ON THE | DENTI FI ED PRI ORI TIES QUTLI NED I N THE TABLE ABOVE, WE W LL REVI EW
THE COVPLETE SET OF NEEDS | DENTI FIED I N THE CHNA FOR FUTURE COLLABORATI ON
AND WORK. THESE AREAS, WHI LE STILL | MPORTANT TO THE HEALTH CF THE
COMWUNI TY, WLL BE MET THROUGH OTHER HEALTH CARE ORGANI ZATI ONS W TH OUR
ASSI STANCE AS AVAI LABLE. THE UNVET NEEDS NOT ADDRESSED BY MAPH W LL ALSO
CONTI NUE TO BE ADDRESSED BY KEY BALTI MORE CI TY GOVERNMVENTAL AGENCI ES AND

EXI STI NG COVMUNI TY- BASED ORGANI ZATI ONS.

THE MAPH | DENTI FI ED CORE PRI ORI TI ES TARGET THE | NTERSECTI ON OF THE
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MT. WASHI NGTON PEDI ATRI C HOSPI TAL, | NC. 52- 0591483
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, 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.

| DENTI FI ED COVMUNI TY NEEDS AND THE ORGANI ZATI ON' S KEY STRENGTHS AND

M SSI ON.

A PRI ORI TI ZATI ON MEETI NG WAS HELD ON APRIL 30, 2015 WTH A CROSS SECTI ON
OF CLINICI ANS, COVMUNI TY STAKEHOLDERS/ ACTI VI STS, AS WELL AS COVMUNI TY
HEALTH EDUCATCORS. PARTI Cl PANTS WERE PROVI DED ALL THE DATA CCOLLECTED FOR
THE FI SCAL YEAR CHNA WHI CH | NCLUDED THE COVMMUNI TY PERSPECTI VE, HEALTH
EXPERTS/ FOCUS CGROUPS/ | NTERVI EW5, AS WELL AS NATI ONAL AND LOCAL HEALTH
PREVENTI ON STRATEGQ ES. THE GROUP WAS CHARGED W TH PRI ORI Tl ZI NG THE HEALTH

NEEDS OF THE CBSA USI NG THE FOLLOW NG CRI TERI A:

- MAGNI TUDE: THE NUMBER OF PECPLE | MPACTED BY THE PROBLEM

-SEVERITY: THE RI SK OF MORBI DI TY AND MORTALITY WTH THE PROBLEM

- HI STORI CAL TRENDS

- ALI GNMENT OF THE PROCBLEM W TH THE MAPH S STRENGTHS AND PRI ORI TI ES

-1 MPACT OF THE PROBLEM ON THE VULNERABLE POPULATI ONS OF THE CBSA

-1 MPORTANCE OF THE PROBLEM I N THE COVMUNI TY

- RELATI ONSHI P OF THE PROBLEM TO OTHER COMMUNI TY | SSUES

-FEASI BI LITY OF CHANGE, AVAI LABILITY OF TESTED APPROCACHES

-VALUE | F | MMEDI ATE | NTERVENTI ON VS. ANY DELAY, ESPECI ALLY FOR LONG TERM

OR COVWPLEX THREATS.

PARTI Cl PANTS WERE ASKED TO SELECT SI X PRI ORI TIES BASED ON THI S CRI TERI A
VWHERE 1 IS THE MOST | MPORTANT/ SI GNI FI CANT AND 6 |'S NOT AS URGENT A NEED.

AS A RESULT THERE WERE 15 DI FFERENT PRI ORI TI ES | DENTI FI ED. A MATRI X WAS
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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, 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.

THEN UTI LI ZED TO BETTER | DENTI FY | N WHAT ORDER WE WOULD PRI ORI TI ZE OUR

SERVI CES ANDY OR PROGRAMM NG AND THE FEASI BI LI TY OF HAVI NG SO MANY.

MAPH PRI ORI TI ES WERE | DENTI FI ED AS FOLLOWS:
1) EDUCATI ON/ HEALTH LI TERACY/ OUTREACH

2) ACCESS TO HEALTH CARE

3) CHRONI C DI SEASE/ OBESI TY/ DI ABETES

4) MATERNAL AND CHI LD HEALTH

5) LEAD POl SONI NG

6) ASTHVA

7) I NJURY PREVENTI ON

LI NE 13H:
I N COVPLI ANCE W TH THE NEW | RC SECTI ON 501( R) REGULATI ONS MI. WASHI NGTON
PEDI ATRI C HOSPI TAL HAS UPDATED THEI R FI NANCI AL ASSI STANCE POLI CY TO

ENSURE COWVPLI ANCE W TH | RS REGULATI ONS.

LI NE 20E:

IN THE CASE OF AN | NCOVWPLETE FAP APPLI CATI ON, PATI ENTS ARE NOT

AUTOVATI CALLY DENIED. A LETTER IS MAI LED TO THE PATI ENT REQUESTI NG THE
M SSI NG DOCUMENTATI ON, AND FAP APPLI CATI ONS ARE APPROVED ONCE THE M SSI NG

DOCUMENTATI ON |'S PROVI DED.

LI NE 22:

DUE TO STATE REGULATI ONS, CHARGES ARE NOT REDUCED FOR ANY PAYER,
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MT. WASHI NGTON PEDI ATRI C HOSPI TAL, | NC. 52- 0591483
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, 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.

| NCLUDI NG COMMVERI CAL | NSURANCE, GOVERNMENT PAYERS, OR UNI NSURED PATI ENTS.

ALL CHARGES ARE GRCSS CHARGES.

LI NE 22D:
ALL PATI ENTS ARE CHARGED STATE REGULATED RATES, REGARDLESS OF

THEI R ABI LI TY TO PAY.

LI NE 24:

AS PREVI QUSLY DI SCUSSED | N AN EARLI ER SCHEDULE H NARRATI VE, THE

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

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

JSA Schedule H (Form 990) 2016
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Facility Information (continued)

Section D. Other Health Care Facilities That Are Not Licensed, Registered, or Similarly Recognized as a Hospital Facility
(list in order of size, from largest to smallest)

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

Name and address Type of Facility (describe)
1

10

Schedule H (Form 990) 2016
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MI.  WASHI NGTON PEDI ATRI C HOSPI TAL, | NC.

52-0591483

Schedule H (Form 990) 2016 Page 10
=FYg@Vil Supplemental Information

Provide the following information.

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

9b.

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

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

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

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

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

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

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

organization, files a community benefit report.

PART VI

RELATED ORGANI ZATI ON REPORT

SCHEDULE H, PART |, LINE 6A

AN ANNUAL COVMUNI TY BENEFI T REPORT | S PREPARED FOR EACH FI SCAL YEAR
ENDI NG JUNE 30. THI S REPORT | S SUBM TTED TO THE HEALTH SERVI CES COST
REVI EW COW SSI ON (HSCRC), A STATE REGULATORY AGENCY, BY DECEMBER 15 COF

EACH YEAR

N ADDI TI ON, THE ANNUAL COMMUNI TY BENEFI T REPORT | S AVAI LABLE UPON

REQUEST AT THE ENTITY' S CORPORATE OFFI CES.

COSTI NG METHODOLOGY
SCHEDULE H, PART I, LINE 7

SCHEDULE H, LINE 7A, COLUWN (D) AND LINE 7F, COLUWN (C) & COLUMN (D)
MARYLAND S REGULATORY SYSTEM CREATES A UNI QUE PROCESS FOR HOSPI TAL
PAYMENT THAT DI FFERS FROM THE REST OF THE NATI ON. THE HEALTH SERVI CES
COST REVI EW COMM SSI ON, ( HSCRC) DETERM NES PAYMENT THROUGH A RATE SETTI NG

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

JSA
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MI.  WASHI NGTON PEDI ATRI C HOSPI TAL, | NC. 52-0591483

Schedule H (Form 990) 2016 Page 10

=E1g@VIl 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.

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

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

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

BREAKOQUT ANY OFFSETTI NG REVENUE RELATED TO UNCOVPENSATED CARE.

SCHEDULE H, LINE 7B, COLUWNS (C) THROUGH (F)

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

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

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

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

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

UNI QUE ALL PAYCOR SYSTEM | NCLUDES A METHOD FOR REFERENCI NG UNCOMPENSATED

CARE | N EACH PAYCRS' RATES, WHI CH DOES NOT ENABLE MARYLAND HOSPI TALS TO

BREAKOQUT ANY OFFSETTI NG REVENUE RELATED TO UNCOMPENSATED CARE. COVMUNI TY

BENEFI T EXPENSES ARE EQUAL TO MEDI CAI D REVENUES | N MARYLAND, AS SUCH, THE

NET EFFECT IS ZERO. ADDI TI ONALLY, NET REVENUES FCR MEDI CAl D SHOULD

REFLECT THE FULL | MPACT ON THE HOSPI TAL OF I TS SHARE OF THE MEDI CAI D

ASSESSMENT.

JSA
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MI.  WASHI NGTON PEDI ATRI C HOSPI TAL, | NC. 52-0591483

Schedule H (Form 990) 2016 Page 10

=E1g@VIl 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.

COMMUNI TY BUI LDI NG ACTI VI TI ES

SCHEDULE H, PART I

AT MAPH, THE COMVUNI TY BUI LDI NG ACTI VI TI ES HAVE BEEN PRI MARI LY DEDI CATED

TO UTI LI ZI NG OUR STAFF; AT ALL LEVELS, SEN OR EXECUTI VES, NMANACERS,

CLI Nl CAL AND NON- CLI NI CAL TO ADVOCATE, EDUCATE, OR CREATE PROGRAVMM NG

THE FOCUS | S TO ALLEVI ATE THE BURDENS AND DI SPARI TI ES TO THE POPULATI ON

WHO WE RECEI VE THE SPECI ALTY CARE WE PROVI DE. AN EXAMPLE OF THI'S, IS THE

NATI ONAL ADVOCACY DAYS WHEN THE HOSPI TAL PROVI DES TRANSPCORTATI ON AND

LODA NG FOR PARENTS AT THE HOSPI TAL TO GO TO WASHI NGTON, D. C. TO MEET

W TH LEG SLATORS TO DI SCUSS TOPI CS THAT AFFECT THE PEDI ATRI C SPECI AL

HEALTH CARE NEED POPULATI ON DI RECTLY. ANOTHER EXAMPLE |'S A PROGRAM

CREATED BY THE FAM LY ADVI SORY COUNCI L, FAM LY COVMUNI TY DAY WHEN THE

HOSPI TAL TAKES FAM LI ES W TH CHI LDREN WHO HAVE SPECI AL CARE NEEDS ON A

FIELD TRIP SOVEWHERE I N THE CI TY SO THAT THE FAM LI ES CAN FEEL MORE

I NCLUSI VE. THE IDEA IS TO HAVE A COVBI NATI ON CF BOTH FAM LI ES W TH

SPECI AL HEALTH CARE NEEDS AND FAM LI ES WHO HAVE CHI LDREN THAT ARE

DEVELOPI NG TYPI CALLY HAVE FUN TOGETHER AND SHARE AN EXPERI ENCE TO WORK

TOGETHER TO REALI ZE THEY HAVE MORE | N COVMON THAN NOT.

JSA
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MI.  WASHI NGTON PEDI ATRI C HOSPI TAL, | NC. 52-0591483

Schedule H (Form 990) 2016 Page 10

=E1g@VIl 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.

OTHER EXAMPLES ARE THE PARTNERSH PS MAPH HAS DEVELOPED W TH THE BALTI MORE

CI TY POLI CE DEPARTMENT TO | MPROVE THE RELATI ONSHI P BETWEEN THE POLI CE AND

THE COVMUNI TY AND ADDRESS | SSUES SUCH AS BULLYI NG AND VI OLENCE

PREVENTI ON. OVER 90 CHI LDREN, GRADES PRE- K THROUGH 5TH GRADE,

SUCCESSFULLY COVPLETED THI S PROGRAM W TH A BETTER UNDERSTANDI NG ON HOW TO

REDUCE VI OLENCE I N THEI R COVMUNI TY AND MAKE A PCSI Tl VE | MPACT ON I T.

OTHER | NI TI ATI VES | NCLUDE OUR FI NANCI AL SUPPORT OF PROGRAMS THAT SEND

CHI LDREN W TH SPECI AL NEEDS AWAY TO CAMP FOR FREE, AS WELL AS OTHER

ORGANI ZATI ONS THAT SUPPORT THE | NCLUSI ON, ADVANCEMENT, OR PROMOTI ON OF

SERVI CES FOR THI S GROUP.

BAD DEBT EXPENSE

SCHEDULE H, PART I11, LINES 2 AND 4

THE PROVI SI ON FOR BAD DEBTS |I'S BASED UPON MANAGEMENT' S ASSESSMENT OF

HI STORI CAL AND EXPECTED NET CCOLLECTI ONS CONSI DERI NG HI STCORI CAL BUSI NESS

AND ECONOM C CONDI TI ONS, TRENDS | N HEALTH CARE COVERAGE, AND OTHER

JSA
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MT. WASHI NGTON PEDI ATRI C HOSPI TAL, | NC. 52- 0591483
Schedule H (Form 990) 2016 Page 10
Supplemental Information

Provide the following information.

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

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

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

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

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

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

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

CCLLECTI ON | NDI CATORS. PERI ODI CALLY THROUGHOUT THE YEAR, MANAGEMENT
ASSESSES THE ADEQUACY COF THE ALLOWANCE FOR UNCOLLECTI BLE ACCOUNTS BASED
UPON HI STORI CAL WRI TE OFF EXPERI ENCE BY PAYOR CATEGORY. THE RESULTS OF
THI S REVI EW ARE THEN USED TO MAKE MODI FI CATI ONS TO THE PROVI SI ON FOR BAD
DEBTS AND TO ESTABLI SH AN ALLOANCE FOR UNCOLLECTI BLE RECEI VABLES. AFTER
COLLECTI ON OF AMOUNTS DUE FROM | NSURERS, THE CORPORATI ON FOLLOWS | NTERNAL
GUI DELI NES FOR PLACI NG CERTAI N PAST DUE BALANCES W TH CCLLECTI ON

AGENCI ES.

MEDI CARE COST REPCORT

SCHEDULE H, PART I11, LINE 8

I N MARYLAND, THE HEALTH SERVI CES COST REVI EW COW SSI ON ( HSCRC) STARTED
SETTI NG HOSPI TAL RATES I N 1974. AT THAT TI ME, THE HSCRC APPROVED RATES
APPLI ED ONLY TO COMMVERCI AL | NSURERS. | N 1977, THE HSCRC NEGOTI ATED A
WAl VER FROM MEDI CARE HOSPI TAL PAYMENT RULES FOR MARYLAND HOSPI TALS TO

BRI NG THE FEDERAL MEDI CARE PAYMENTS UNDER HSCRC CONTROL.

IN 2014, MARYLAND S WAl VER W TH MEDI CARE WAS RENEGOTI ATED AND UPDATED TO

JSA Schedule H (Form 990) 2016
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MI.  WASHI NGTON PEDI ATRI C HOSPI TAL, | NC. 52-0591483

Schedule H (Form 990) 2016 Page 10
=E1g@VIl Supplemental Information

Provide the following information.

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

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

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

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

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

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

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

REFLECT THE CURRENT HEALTHCARE ENVI RONVENT. UNDER THI S NEW WAI VER,
SEVERAL CRI TERI A WERE ESTABLI SHED TO MONI TOR THE SUCCESS OF THE SYSTEM I N

CONTRCLLI NG HEALTHCARE COSTS AND THE CONTI NUANCE OF THE WAl VER | TSELF:

1. REVENUE GROMH PER CAPI TA

2. MEDI CARE HOSPI TAL REVENUE PER BENEFI CI ARY

3. VEDI CARE ALL PROVI DER REVENUE GROWMH PER BENEFI Cl ARY
4. MEDI CARE READM SSI ON RATES

5. HOSPI TAL ACQUI RED CONDI TI ON RATE

CCOLLECTI ON PRACTI CES

SCHEDULE H, PART I11, LINE 9B

THE ORGANI ZATI ON EXPECTS PAYMENT AT THE TIME THE SERVI CE | S PROVI DED. QOUR
POLICY IS TO COVPLY W TH ALL STATE AND FEDERAL LAW AND THI RD PARTY
REGULATI ONS AND TO PERFORM ALL CREDI T AND COLLECTI ON FUNCTIONS I N A

DI GNI FI ED AND RESPECTFUL MANNER. CURRENTLY, MI. WASHI NGTON PEDI ATRI C
HOSPI TAL HAS UPDATED | TS BI LLI NG AND COLLECTI ONS PROCESS TO ENSURE I T IS
I N COVPLI ANCE W TH THE NEW | RC SECTI ON 501( R) REGULATI ONS. EMERGENCY

SERVI CES W LL BE PROVI DED TO ALL PATI ENTS REGARDLESS OF ABI LI TY TO PAY.
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MI.  WASHI NGTON PEDI ATRI C HOSPI TAL, | NC. 52-0591483

Schedule H (Form 990) 2016 Page 10

=E1g@VIl 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.

FI NANCI AL ASSI STANCE | S AVAI LABLE FOR PATI ENTS BASED ON FI NANCI AL NEED AS

DEFI NED I N THE FI NANCI AL ASSI STANCE PCLI CY. THE ORGANI ZATI ON DOES NOT

DI SCRI M NATE ON THE BASI S OF AGE, RACE, CREED, SEX OR ABILITY TO PAY.

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

APPLI CATI ON AT ANY TI ME PRI OR TO SERVI CE OR DURI NG THE BI LLI NG AND

COLLECTI ON PROCESS. THE CORGANI ZATI ON MAY REQUEST THE PATI ENT TO APPLY FOR

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

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

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

PROCESS.

MAPH MAKES EVERY EFFORT TO MAKE FI NANCI AL ASSI STANCE | NFORNMATI ON

AVAI LABLE TO OUR PATI ENTS | NCLUDI NG, BUT NOT LIM TED TG

- SI GNAGE | N MAIN ADM TTlI NG AREAS AND EMERGENCY ROOMS OF THE HOSPI TAL

- MAPH VEBSI TE

- PATI ENT HANDBOOK DI STRI BUTED TO ALL PATI ENTS

- BROCHURES EXPLAI NI NG FI NANCI AL ASSI STANCE ARE NMADE AVAI LABLE I N ALL

PATI ENT CARE AREAS

JSA
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Supplemental Information

Provide the following information.

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

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

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

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

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

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

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

- PATI ENT PLAI N LANGUAGE SHEETS - NEWY REVISED I N JUNE 2016, TH' S
HANDOUT

WAS REVI SED AND | S AT THE 5TH GRADE READI NG LEVEL (AVAI LABLE | N ENGLI SH,
SPANI SH, FRENCH & CHI NESE BASED ON TOP LANGUAGES SPCKEN BY MAPH

PATI ENTS)

- APPEARI NG I N PRI NT MEDI A THROUGH LOCAL NEWSPAPERS

COMMUNI TY HEALTH CARE NEEDS ASSESSMENT

SCHEDULE H, PART VI, LINE 2

TO COVPLETE A COVPREHENSI VE ASSESSMENT OF THE NEEDS OF THE COMMUNI TY, THE
ASSOCI ATI ON FOR COVMUNI TY HEALTH | MPROVEMENT' S (ACHI') 6- STEP COMMUNI TY
HEALTH ASSESSMENT PROCESS WAS UTI LI ZED AS AN ORGANI ZI NG METHODOLOGY. THE
UNI VERSI TY OF MARYLAND MEDI CAL SYSTEM (UMVS) COVMUNI TY BENEFI T TEAM ( CBT)
SERVED AS THE LEAD TEAM TO CONDUCT THE COVMUNI TY HEALTH NEEDS ASSESSMVENT
(CHNA) W TH | NPUT FROM OTHER UNI VERSI TY OF MARYLAND MEDI CAL SYSTEM

BALTI MORE CI TY- BASED HOSPI TALS, COVMUNI TY LEADERS, THE ACADEM C

COMMUNI TY, THE PUBLI C, HEALTH EXPERTS, AND THE BALTI MORE CI TY HEALTH

DEPARTMENT. MAPH ADOPTED THE FOLLOW NG ASSOCI ATI ON OF COVMUNI TY HEATH
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Schedule H (Form 990) 2016 Page 10
=E1g@VIl Supplemental Information

Provide the following information.

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

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

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

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

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

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

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

I NI TI ATI VES 6- STEP PROCESS TO LEAD THE ASSESSMENT PROCESS AND THE

ADDI TI ONAL 5- COMPONENT ASSESSMENT AND ENGAGEMENT STRATEGY TO LEAD THE
DATA CCOLLECTI ON METHODOLOGY. ACCORDI NG TO THE PATI ENT PROTECTI ON AND
AFFORDABLE CARE ACT (' ACA'), HOSPI TALS MUST PERFORM A COVMUNI TY HEALTH
NEEDS ASSESSMENT ElI THER FI SCAL YEAR 2011, 2012, OR 2017, ADOPT AN

| MPLEMENTATI ON STRATEGY TO MEET THE COVMUNI TY HEALTH NEEDS | DENTI FI ED,
AND BEG NNI NG | N 2017, PERFORM AN ASSESSMENT AT LEAST EVERY THREE YEARS
THEREAFTER. THE NEEDS ASSESSMENT MUST TAKE | NTO ACCOUNT | NPUT FROM
PERSONS WHO REPRESENT THE BROAD | NTERESTS OF THE COMMUNI TY SERVED BY THE
HOSPI TAL FACI LI TY, | NCLUDI NG THOSE W TH SPECI AL KNOW.EDGE OF OR EXPERTI SE
IN PUBLI C HEALTH, AND MJST BE MADE W DELY AVAI LABLE TO THE PUBLI C. FOR
THE PURPOSES OF THI S REPORT, A COVMUNI TY HEALTH NEEDS ASSESSMENT | S A

WRI TTEN DOCUMENT DEVELOPED BY A HOSPI TAL FACILITY (ALONE OR IN

CONJUNCTI ON W TH OTHERS) THAT UTI LI ZES DATA TO ESTABLI SH COVMUNI TY HEALTH

PRI ORI TI ES, AND | NCLUDES THE FOLLOW NG

1. A DESCRI PTI ON CF THE PROCESS USED TO CONDUCT THE ASSESSMENT.

2. WHO THE HOSPI TAL HAS COLLABORATED W TH TO COVPLETE THE ASSESSMENT
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MI.  WASHI NGTON PEDI ATRI C HOSPI TAL, | NC. 52-0591483

Schedule H (Form 990) 2016 Page 10

=E1g@VIl Supplemental Information

Provide the following information.

1

3.

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.

HOW THE HOSPI TAL TOOK | NTO ACCOUNT | NPUT FROM COVMUNI TY MEMBERS AND

PUBLI C HEALTH EXPERTS

4. A DESCRI PTI ON OF THE COVMMUNI TY SERVED
5. A DESCRI PTI ON OF THE HEALTH NEEDS | DENTI FI ED THROUGH THE ASSESSMENT
PROCESS.

DATA WAS COLLECTED FROM THE FI VE MAJCOR AREAS | LLUSTRATED ABOVE TO

COVPLETE A COVPREHENSI VE ASSESSMENT OF THE COVMUNI TY' S NEEDS. THE MAPH

PARTI Cl PATES IN A WDE VARI ETY OF LOCAL COALI TI ONS | NCLUDI NG SEVERAL

SPONSCRED BY THE BALTI MORE CI TY HEALTH DEPARTMENT, CANCER CQOALI TI ON,

BALTI MORE HEALTHY START PROGRAM KI DS I N SAFETY SEATS (KISS), COALI TI ON

TO END LEAD PO SONI NG, AS WELL AS PARTNERSH PS W TH MANY COVMUNI TY- BASED

ORGANI ZATI ONS LI KE CHI LDREN S HOSPI TAL ASSCCI ATI ON (CHA), TRAUNATI C BRAIN

I NJURY SOCI ETY, | NJURY FREE COALI TI ON FOR KI DS, GREATER BALTI MORE ASTHVA

ALLI ANCE (GBAA), AMERI CAN DI ABETES ASSCCI ATI ON ( ADA), AMERI CAN HEART

ASSOCI ATI ON (AHA), B' MORE HEALTHY BABI ES, TEXT4BABY, AND SAFE KI DS TO

NAME A FEW TO EFFECTI VELY REACH THE M SSI ON, MAPH CONDUCTED A FORMAL

COVWUNI TY HEALTH NEEDS ASSESSMENT ( CHNA) DURI NG FY 2012. DESPI TE THE

JSA
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MI.  WASHI NGTON PEDI ATRI C HOSPI TAL, | NC. 52-0591483

Schedule H (Form 990) 2016 Page 10
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Provide the following information.

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

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

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

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

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

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

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

LARGER REG ONAL PATI ENT M X OF MAPH, FOR PURPOSES OF COMMUNI TY BENEFI TS
PROGRAMM NG AND THI' S REPORT, THE COVMUNI TY BENEFI T SERVI CE AREA (CBSA) OF

MAPH | S WTHI N BALTI MORE CI TY.

THE MI' WVASHI NGTON PEDI ATRI C HOSPI TAL SERVES A LARGE PORTI ON OF BALTI MORE
COUNTY AND BALTI MORE CI TY. WE DRAW 59% OF OUR DI SCHARGES FROM A DEFI NED
MARKET AREA W TH FOUR SUB- AREAS W THI N THE BALTI MORE COUNTY AND BALTI MORE
CITY. OUR CORE MARKET | S DEFI NED AS 13 CONTI GUOUS ZI P CODES | N BALTI MORE
CTY FROM VWH CH WE DRAW 54% COF OUR DI SCHARGES. THESE 13 TARGETED ZI P
CODES ARE THE PRI MARY COMMUNI TY BENEFI T SERVI CE AREA (CBSA) AND COWPRI SE

THE GEOGRAPHI C SCOPE OF THI S ASSESSMENT.

THE COVMUNI TY' S PERSPECTI VE WAS OBTAI NED THROUGH TWO SURVEYS CFFERED TO
THE PUBLI C DURI NG HEALTH FAI RS THROUGHOUT BALTIMORE CITY. A 6-1TEM

SURVEY ASKED RESPONDENTS TO | DENTI FY THEI R TOP HEALTH CONCERNS AND THEI R
TOP BARRI ERS | N ACCESSI NG HEALTH CARE. A LONGER SURVEY WAS ALSO CREATED

AND POSTED ONLI NE ON THE PUBLI C WEBSI TE.
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MI.  WASHI NGTON PEDI ATRI C HOSPI TAL, | NC.
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Provide the following information.

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

9b.

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

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

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

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

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

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

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

organization, files a community benefit report.

METHODS

A 6-1 TEM WRI TTEN SURVEY DI STRI BUTED TO HEALTH FAI R PARTI Cl PANTS I N FY2012
(SHORT FORM), N = 871 AND A 25-1TEM ONLI NE SURVEY POSTED TO WA UVM EDU
VEBSI TE FOR COWUNI TY TO COVPLETE (LONG FORM. THE COWUNI TY ADVOCACY &
I NJURY PREVENTI ON COORDI NATOR ATTENDED NEI GHBORHOOD MEETI NGS HOSTED BY
THE BALTI MORE CI TY HEALTH DEPARTMENT WHI CH DI SCUSSED MAJOR HEALTH NEEDS

I N DI SCREET BALTI MORE NEI GHBORHOODS W THI N MAPH S CBSA.

RESULTS

ANALYSI S BY CBSA TARGETED ZI P CODES REVEALED THE SAME TOP HEALTH CONCERNS
AND TOP HEALTH BARRI ERS W TH LI TTLE DEVI ATI ON FROM THE OVERALL BALTI MORE
CI TY DATA. THE TOP HEALTH CONCERNS VOCALI ZED BY THE COVMUNI TY THROUGH
SURVEY WERE OVERWEI GHT/ OBESI TY, H GH BLOOD PRESSURE/ STROKE,

DI ABETES/ SUGAR, SMOXKI NG CESSATI ON DRUG AC, AND HEART DI SEASE. THEY ALSO
FELT THAT THE BARRI ERS TO ACCESSI NG HEALTH CARE SERVI CES | NCLUDED,
RESPECTI VELY, NO HEALTH | NSURANCE, (SERVI CE) TOO EXPENSI VE, | NACCESSI BLE
TRANSPORTATI ON, LOCAL DOCTORS NOT PART OF HEALTH | NSURANCE PLAN AND THAT

THE DOCTOR WAS TOO FAR FROM HOME.
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Provide the following information.

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

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

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

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

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

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

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

HEALTH EXPERTS

METHODS

A COWUNI TY STAKEHOLDER MEETI NG WAS HOSTED THAT | NCLUDED COVMMUNI TY
ORGANI ZERS, FAI TH- BASED CRGANI ZATI ON LEADERS, COVMUNI TY- BASED NON- PROFI T
ORGANI ZATI ON MEMBERS/ LEADERS.  ATTENDEES REVI EMED & | NCLUDED NATI ONAL
PREVENTI ON STRATEGY PRI ORI TI ES, MARYLAND STATE HEALTH | MPROVEMENT PLAN

(SHI P) 1 NDI CATORS, AND HEALTHY BALTI MORE 2015 PLAN FROM THE BCHD.

RESULTS

AS A RECOMMVENDATI ON, A NATI ONAL PREVENTI ON STRATEGY WTH 7 PRI ORI TY AREAS
ESTABLI SHED, A STATE HEALTH | MPROVEMENT PROCESS (SHI P) WHI CH | NCLUDES 39
OBJECTIVES IN 6 VISI ON AREAS FOR THE STATE, | NCLUDES TARGETS FOR

BALTI MORE CI TY, AND HEALTHY BALTI MORE 2015 THAT | DENTIFIES 10 PRIORI TY
AREAS FOR HEALTH DI SPARI TY. HEALTH EXPERTS FROM UNI VERSI TY OF MARYLAND
AT BALTI MORE CAMPUS PANEL FOCUS GROUP TOP ACTION | TEMS ALSO | NCLUDED

| MVPROVE COMMUNI CATI ON AND SYNERGY ACRCSS CAMPUS SCHOOLS AND MAPH. | NCLUDE

MAPH ON COVMUNI TY ACTI ON COUNCI L AND CONSI DER | NTENSI VELY WORKI NG W TH
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MT. WASHI NGTON PEDI ATRI C HOSPI TAL, | NC. 52- 0591483
Schedule H (Form 990) 2016 Page 10
Supplemental Information

Provide the following information.

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

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

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

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

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

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

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

ONE NEI GHBORHOOD TO | MPROVE HEALTH AND SOCI AL DETERM NATES COF HEALTH
OUTCOVES. AS WELL AS TO CONTI NUE TO LOOK FOR WAYS TO PARTNER, COLLABORATE

AND SUPPORT EACH OTHER.

WE THEN AL|I GNED FEDERAL, STATE, AND LOCAL HEALTH PRI ORI TI ES; NATI ONAL
PREVENTI ON STRATEGY (NPS): 2011 PRI ORI TY AREAS, MARYLAND STATE HEALTH

| MPROVEMENT PLAN (SHI P) 2011, AND THE HEALTHY BALTI MORE 2015. FOR EXAMPLE,
' TOBACCO FREE LIVING (NPS) ALI GNED PERFECTLY W TH THE PRI ORI Tl ES

| DENTI FI ED BY THE SHI P PRI ORI TY ' PREVENTI NG DRUG ABUSE & EXCESSI VE
ALCOHOL USE' AND HEALTHY BALTI MORE 2015'S ' BE TOBACCO FREE. THE NATI ONAL
HEALTH PRI ORI TY AREAS THAT WERE | DENTI FI ED FOR MAPH ARE TOBACCO FREE

LI VI NG PREVENTI NG DRUG ABUSE & EXCESSI VE ALCOHOL USE, HEALTHY EATI NG
ACTIVE LIVING [|INJURY & VI CLENCE FREE LI VI NG REPRODUCTI VE & SEXUAL
HEALTH, AND MENTAL & EMOTI ONAL WELL-BEI NG  THE STATE HEALTH PRI ORI TY
AREAS THAT WERE | DENTI FI ED | NCLUDED HEALTHY BABI ES, HEALTHY SOCI AL

ENVI RONMENTS, SAFE PHYSI CAL ENVI RONMVENTS, | NFECTI QUS DI SEASES, CHRONI C

DI SEASES AND HEALTHCARE ACCESS. ON THE LOCAL LEVEL, THE PRI ORI TY AREAS

| DENTI FI ED BY HEALTHY BALTI MORE 2015 WERE PROMOTE ACCESS TO QUALI TY
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MI.  WASHI NGTON PEDI ATRI C HOSPI TAL, | NC. 52-0591483
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Provide the following information.

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

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

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

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

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

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

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

HEALTH CARE FOR ALL, BE TOBACCO FREE, REDESI GN COVMUNI TI ES TO PREVENT
OBESI TY, PROMOTE HEART HEALTH, STOP THE SPREAD CF H V & OTHER SEXUALLY
TRANSM TTED | NFECTI ONS, RECOGNI ZE & TREAT MENTAL HEALTH NEEDS, REDUCE
DRUG USE & ALCOHOL USE, ENCOURAGE EARLY DETECTI ON OF CANCER, PROMOTE
HEALTHY CHI LDREN & ADCLESCENTS AND CREATI NG HEALTH PROMOTI NG

NEI GHBORHOCDS.

FAI TH BASED COVMUNI TY LEADERS

OUR ORGANI ZATI ON COMMUNI TY STAKEHOLDER MEETI NG OF FAI TH BASED LEADERS TO
| NCLUDE THEI R COMMUNI TI ES' PERSPECTI VES ON HEALTH NEEDS ( OCTOBER 2011)
AND PARTI Cl PATED I N UMVE COVMUNI TY PARTNER FOCUS GROUP (APRIL 2012).
RESULTS | NCLUDED THE MOST SERI QUS PROBLEM | DENTI FI ED (44. 8% REPORTED) THE
NEED FOR AFFORDABLE HEALTH CARE. THE NEXT SERI OUS PRCBLEM | DENTI FI ED

(35. 7% REPORTED) WAS THE | SSUE OF VI OLENCE W THI N THE COMMUNI TY. THE
NEXT THREE PROBLEMS, THAT WERE TO BE CONSI DERED OF MCDERATE | MPORTANCE

| NCLUDED, RESPECTI VELY, BEHAVI ORAL/ MENTAL | LLNESS, HEART DI SEASE AND

DI ABETES. WE ALSO FOUND OUT THAT 86. 7% OF THE COMMUNI TY GETS THEI R HEALTH

| NFORMATI ON FROM FAM LY & FRI ENDS, 63% FROM | NTERNET AND 60% FROM CHURCH.
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Provide the following information.

1

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

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

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

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

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

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

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

organization, files a community benefit report.

AFTER GATHERI NG TH S DATA, THREE ACTI ON | TEM5 WERE PROPOSED;, A MCBI LE

UNI T THAT WOULD PROVI DE SCREENI NGS, HEALTH EDUCATI ON, AND ENCOURAGE

COMMUNI TY ENGAGEMENT.  PQOSSI BLY SETTING UP A ' GREEN NEI GHBORHOOD AS A

MODEL, AND FOCUSI NG ON PROVI DI NG MORE MENTAL HEALTH SERVI CES.

SOCI AL DETERM NANTS OF HEALTH ( SDOH)

DEFI NED BY THE WORLD HEALTH ORGANI ZATI ON AS: "...THE CONDI TIONS I N

VWH CH PEOPLE ARE BCORN, GROW LIVE, WORK AND AGE', TO | DENTI FY SDCH, MAPH

REVI EWED DATA FROM | DENTI FI ED 2011 BALTI MORE CI TY HEALTH DEPARTMENT' S

BALTI MORE CI TY NEI GHBOCRHOCD PROFI LES, BALTI MORE CI TY FOOD DESERT MAP. WE

CONCLUDED THAT THE TOP SDOHS WERE LOW EDUCATI ON ATTAI NVENT (52.6% W LESS

THAN HS DECGREE), H GH POVERTY RATE (15. 7%/ H GH UNEMPLOYMENT RATE (11%,

VI OLENCE, AND PCOR FOOD ENVI RONMENT.

HEALTH STATI STI CS/ | NDI CATORS

METHODS

JSA
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Provide the following information.

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

9b.

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

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

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

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

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

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

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

organization, files a community benefit report.

MAPH REGULARLY REVI EMED LOCAL DATA SCURCES SUCH AS THE BALTI MORE CI TY
HEALTH STATUS REPCRT, BALTI MORE HEALTH DI SPARI TI ES REPORT CARD, AND

BALTI MORE NEI GHBORHOOD PRCFI LES. NATI ONAL TRENDS AND DATA SOURCES

| NCLUDED HEALTHY PEOPLE 2020, CENTERS FOR DI SEASE CONTROL REPORTS/ UPDATES

AND ' F AS I N FAT: EXECUTI VE SUMVARY' (RWF).

RESULTS

THI' S PROVI DED THE HOSPI TAL W TH THE BALTI MORE CI TY HEALTH OUTCOVES
SUMMARY FOR CBSA- TARGETED ZI P CCDES, AS WELL AS TOP 3 CAUSES OF DEATH IN
BALTI MORE CI TY I N RANK ORDER, RESPECTI VELY, HEART DI SEASE, CANCER,

STROKE, CAUSE OF PEDI ATRI C DEATHS, AND H GH RATE OF | NFANT MORTALI TY.

SELECTI NG PRI ORI TI ES

ANALYSI S OF ALL QUANTI TATI VE AND QUALI TATI VE DATA DESCRI BED | N THE ABOVE

SECTI ON | DENTI FI ED THESE TOP SI X AREAS OF NEED W THI N BALTI MORE CI TY.

THESE TOP PRI ORI TI ES REPRESENT THE | NTERSECTI ON OF DOCUMENTED UNMET
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Provide the following information.

1

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

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

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

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

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

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

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

COMMUNI TY HEALTH NEEDS AND THE CORGANI ZATI ON' S KEY STRENGTHS AND M SSI ON.

THESE PRI ORI TI ES WERE | DENTI FI ED AND APPROVED BY THE MAPH COVMUNI TY

EMPONERVENT TEAM AND VALI DATED W TH THE HEALTH EXPERTS FROM THE BALTI MORE

CTY COWUN TY

OBESI TY/ HEART DI SEASE/ DI ABETES

MATERNAL & CHI LD HEALTH

VI OLENCE PREVENTI ON

LEAD PO SONI NG

DOCUMENTI NG AND COMMUNI CATI NG RESULTS

THE COVPLETI ON OF THI S COVMUNI TY HEALTH NEEDS ASSESSMENT MARKS A

M LESTONE | N COVMUNI TY | NVOLVEMENT AND PARTI CI PATI ON W TH | NPUT FROM

COMMUNI TY LEADERS, THE ACADEM C COVMUNI TY, THE GENERAL PUBLIC, UMWVS

BALTI MORE ClI TY- BASED HOSPI TALS, JOHNS HOPKI NS UNI VERSI TY HOSPI TALS ( JHUH)

AND HEALTH EXPERTS. TH S REPORT | S POSTED THE MAPH WEBSI TE UNDER THE

COMMUNI TY ADVOCACY & | NJURY PREVENTI ON PROGRAM  HI GHLI GHTS OF THI' S

REPORT |'S DOCUMENTED | N THE COVMUNI TY BENEFI TS ANNUAL REPORT FOR FY' 12.
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MI.  WASHI NGTON PEDI ATRI C HOSPI TAL, | NC. 52-0591483

Schedule H (Form 990) 2016 Page 10

=E1g@VIl 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.

REPORTS AND DATA WLL ALSO BE SHARED W TH OUR COMMUNI TY PARTNERS AND

COMMUNI TY LEADERS AS WE WORK TOGETHER TO MAKE A POsSI Tl VE DI FFERENCE | N

OUR COVMUNI TY BY EMPOAERI NG AND BUI LDI NG HEALTHY COVMUNI Tl ES.

PRI ORI TI ES & | MPLEMENTATI ON PLANNI NG

BASED ON THE ABOVE ASSESSMENT, FI NDI NGS, AND PRI ORI TI ES, THE MAPH AGREED

TO | NCORPORATE CUR | DENTI FI ED PRI ORI TI ES W TH MARYLAND S STATE HEALTH

| MPROVEMENT PLAN (SHIP). USING THE SHI P AS A FRAVEWORK, THE FOLLOW NG

MATRI X WAS CREATED TO SHOW THE | NTEGRATI ON OF OUR | DENTI FI ED PRI ORI TI ES

AND THEI R ALI GNMENT WTH THE SHI P'S VI SI ON AREAS. MAPH W LL ALSO TRACK

THE PROGRESS W TH LONG- TERM OUTCOVE OBJECTI VES MEASURED THROUGH THE

MARYLAND S DEPARTMENT OF HEALTH & MENTAL HYG ENE ( DHVH) .

SHORT- TERM PROGRAMVATI C CBJECTI VES, | NCLUDI NG PROCESS AND OUTCOVE

MEASURES W LL BE MEASURED ANNUALLY BY MAPH FOR EACH PRI ORI TY AREA THROUGH

THE RELATED PROGRAMM NG ADJUSTMENTS W LL BE MADE TO ANNUAL PLANS AS

OTHER | SSUES EMERGE CR THROUGH OUR ANNUAL PROGRAM EVALUATI ON.
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MI.  WASHI NGTON PEDI ATRI C HOSPI TAL, | NC. 52-0591483

Schedule H (Form 990) 2016 Page 10

=E1g@VIl 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.

I N ADDI TI ON TO THE | DENTI FI ED STRATEG C PRI ORI TI ES FROM THE CHNA, MAPH

EMPLOYS THE FOLLOW NG PRI ORI TI ZATI ON FRAMEWORK WHI CH |'S STATED I N THE

MAPH COVMUNI TY OUTREACH PLAN. BECAUSE MAPH SERVES THE REG ON AND STATE,

PRI ORI TI ES MAY NEED TO BE ADJUSTED RAPI DLY TO ADDRESS AN URGENT OR

EMERGENT NEED IN THE COWUNI TY, (I.E. DI SASTER RESPONSE OR | NFECTI QUS

DI SEASE | SSUE). THE CHNA PRI ORI TI ZED NEEDS FOR THE SUSTAI NED AND

STRATEGQ C RESPONSE CATEGCRI ES AND THE RAPI D AND URGENT RESPONSE

CATEGCORI ES' NEEDS W LL BE DETERM NED ON AN AS- NEEDED BASI S.

MAPH W LL PROVI DE LEADERSHI P AND SUPPORT W THI N THE COVMUNI TI ES SERVED AT

VARI ETY OF RESPONSE LEVELS. URGENT RESPONSE LEVELS WLL RECElI VE PRIORITY

OVER SUSTAI NED AND STRATEGQ C I NI TI ATI VES AS WARRANTED.

URGENT RESPONSE - URGENT RESPONSE TO EPI SODI C COVWUNI TY NEEDS, |.E. HLINL/

FLU RESPONSE

SUSTAI NED RESPONSE - PROVI DI NG AN ONGO NG RESPONSE TO LONG TERM COVMUNI TY

NEEDS; |.E. OBESITY, |NJURY PREVENTI ON EDUCATI ON, AND HEALTH SCREEN NGS.

JSA
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MT. WASHI NGTON PEDI ATRI C HOSPI TAL, | NC. 52- 0591483
Schedule H (Form 990) 2016 Page 10
Supplemental Information

Provide the following information.

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

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

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

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

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

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

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

STRATEQ C RESPONSE - LONG TERM STRATEG C LEADERSHI P AT LEG SLATI VE AND
CORPORATE LEVELS TO LEVERAGE RELATI ONSH PS TO PROMOTE HEALTH- RELATED

POLI CY OR REFORM AND BUI LD KEY NETWORKS

FUTURE COMMUNI TY HEALTH NEEDS ASSESSMENTS W LL BE CONDUCTED EVERY THREE

YEARS AND STRATEG C PRI ORI TI ES W LL BE RE- EVALUATED THEN. PROGRAMVATI C

EVALUATI ONS W LL OCCUR ON AN ONGO NG BASI S AND ANNUALLY, AND ADJUSTMENTS
TO PROGRAMS W LL BE AS NEEDED. ALL COMMUNI TY BENEFI TS REPORTI NG W LL

OCCUR ANNUALLY TO MEET STATE AND FEDERAL REPORTI NG REQUI REMENTS.

UNMVET COVMUNI TY NEEDS

SEVERAL ADDI TI ONAL TCOPI C AREAS WERE | DENTI FI ED BY THE MAPH DURI NG THE
CHNA | NCLUDI NG MENTAL HEALTH, SAFE HOUSI NG TRANSPCORTATI ON, AND
SUBSTANCE ABUSE. WHI LE THE MAPH WLL FOCUS THE MAJORI TY OF OUR EFFORTS
ON THE | DENTI FI ED PRI ORI TIES QUTLI NED I N THE TABLE ABOVE, WE WLL REVI EW
THE COVPLETE SET OF NEEDS | DENTI FIED I N THE CHNA FOR FUTURE COLLABORATI ON

AND WORK. THESE AREAS, WHI LE STILL | MPORTANT TO THE HEALTH OF THE
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MI.  WASHI NGTON PEDI ATRI C HOSPI TAL, | NC. 52-0591483

Schedule H (Form 990) 2016 Page 10

=E1g@VIl 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.

COMWUNI TY, WLL BE MET THROUGH OTHER HEALTH CARE ORGANI ZATI ONS W TH OUR

ASSI STANCE AS AVAI LABLE. THE UNVET NEEDS NOT ADDRESSED BY MAPH W LL ALSO

CONTI NUE TO BE ADDRESSED BY KEY BALTI MORE CI TY GOVERNMENTAL AGENCI ES AND

EXI STI NG COVMUNI TY- BASED ORGANI ZATI ONS.

THE MAPH | DENTI FI ED CORE PRI ORI TI ES TARGET THE | NTERSECTI ON OF THE

| DENTI FI ED COVMUNI TY NEEDS AND THE ORGANI ZATI ON' S KEY STRENGTHS AND

M SSION. THE FOLLOWN NG TABLE SUMVARI ZES THE PROGRAMS El THER CURRENTLY I N

USE OR TO BE DEVELOPED TO ADDRESS THE | DENTI FI ED HEALTH PRI CRI Tl ES:

MARYLAND SHI P VI SI ON AREA:

- HEALTHY BABI ES

- HEALTHY SOCI AL ENVI RONMVENTS

- SAFE PHYSI CAL ENVI RONMVENTS

- HEALTHCARE ACCESS

MAPH PRI ORI Tl ES:

- MATERNAL/ CHI LD HEALTH

JSA
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MI.  WASHI NGTON PEDI ATRI C HOSPI TAL, | NC. 52-0591483

Schedule H (Form 990) 2016 Page 10

=E1g@VIl 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.

- REDUCE CHI LD MALTREATMENT

- TRAUVA PREVENTI ON

- REDUCE PEDESTRI AN | NJURI ES

- REDUCE BLOOD LEAD

- REDUCE CHI LDHOOD OBESI TY

- REDUCE DI ABETES- RELATED EMERGENCY ROOM VI SI TS

- REDUCE DEATH FROM HEART DI SEASE

- WORKFORCE DEVEL CPMVENT

MAPH STRATEG C COMMUNI TY :

- PRENATAL AND POSTNATAL

- VI CLENCE | NTERVENTI ON PROGRAM (VI P)

- TRAUVA PREVENTI ON

- B' MORE SAFE

- SAFE KI DS PROGRAMM NG

- VEEl GH SMART

- VEEl GH SMART JR

- HEALTHLY LI VI NG ACADEMY
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MI.  WASHI NGTON PEDI ATRI C HOSPI TAL, | NC. 52-0591483

Schedule H (Form 990) 2016 Page 10

=E1g@VIl 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.

- NUTRI TI ONAL REHABI LI TATI ON PROGRAM

- CAMP NOAH

- GROW YOUR OMWN

MAPH PARTNERS:

- B MORE HEALTHY BABI ES

-BALTI MORE CI TY HEALTH DEPARTNMENT

- TRAUVATI C BRAI N | NJURY SOCI ETY

- SAFE KI DS

-BALTI MORE CI TY FI RE DEPT.

- AHA

- ADA

- UMB CAMPUS

-UMMB CI TY HOSPI TALS

-VARI QUS BALTI MORE CI TY AGENCI ES

-BALTI MORE CI TY PUBLI C SCHOOLS

- ARC BALTI MORE

- DRESS FOR SUCCESS -BALTI MORE CI TY PUBLI C SCHOOLS

JSA
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MI.  WASHI NGTON PEDI ATRI C HOSPI TAL, | NC. 52-0591483

Schedule H (Form 990) 2016 Page 10

=E1g@VIl 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.

- ARC BALTI MORE

- DRESS FOR SUCCESS

ELI G BI LI TY EDUCATI ON

SCHEDULE H, PART VI, LINE 3

THE PATI ENT FI NANCI AL ASSI STANCE POLI CY AT MI. WASHI NGTON PEDI ATRI C

HOSPI TAL | S A COVPREHENSI VE PCLI CY DESI GNED TO ASSESS THE NEEDS OF

PATI ENTS AND FAM LI ES THAT HAVE EXPRESSED CONCERNS ABOUT THEIR ABILITY TO

PAY FOR NEEDED MEDI CAL SERVI CES.

MI. WASHI NGTON PEDI ATRI C HOSPI TAL MAKES EVERY EFFORT TO MAKE FI NANCI AL

ASSI STANCE | NFORVATI ON AVAI LABLE TO OUR PATI ENTS/ FAM LI ES. THESE EFFORTS

I NCLUDE SI GNAGE AT OUR QUTPATI ENT DESKS AND | NPATI ENT WELCOVE AREAS,

NOTI CES ON PATI ENT BI LLS AND ADM SSI ONS DOCUMENTS, AND | NFORVATI ON ON OUR

VEB SI TE.

DESCRI PTI ON OF HOWV MAPH | NFORMS PATI ENTS OF THE CHARI TY CARE POLI CY

NOTI CES | NFORM NG THE PATI ENT ABOUT THE AVAI LABI LI TY OF FI NANCI AL

JSA
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MT. WASHI NGTON PEDI ATRI C HOSPI TAL, | NC. 52- 0591483
Schedule H (Form 990) 2016 Page 10
Supplemental Information

Provide the following information.

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

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

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

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

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

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

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

ASSI STANCE HAVE BEEN POSTED | N CERTAI N LOCATI ONS W THI N THE HOSPI TAL.
NOTI CES WERE POSTED ON THE OUTPATI ENT REG STRATI ON DESK AT ROGERS AVENUE,
THE OUTPATI ENT REG STRATI ON DESK AT PG HOSPI TAL, THE | NPATI ENT FAM LY
WELCOVE ROOM AT ROGERS AVENUE, AND THE | NPATI ENT NURSE S STATI ON AT PG

HOSPI TAL. THE POSTED NOTI CES STATE THE FOLLOW NG

MOUNT WASHI NGTON PEDI ATRI C HOSPI TAL HAS A PATI ENT FI NANCI AL ASSI STANCE
PROGRAM ESTABLI SHED TO HELP PATI ENTS OBTAIN FINANCIAL AID WHEN IT IS
BEYOND THEI R ABI LI TY TO PAY FCR SERVI CES. AN APPLI CATI ON AND FURTHER

| NFORVATI ON | S AVAI LABLE FROM THE FI NANCI AL COUNSELOR | N THE ADM SSI ONS

OFFI CE.

OTHER MEANS COF | NFORM NG THE PATI ENTS OF AVAI LABI LI TY OF FI NANCI AL
ASSI STANCE | NCLUDE HANDQUTS, NOTI FI CATI ON BY THE ADM SSI ONS OFFI CE,
SOCI AL WORK STAFF, AND PATI ENT ACCOUNTI NG REPRESENTATI VES, AND/ OR BI LLI NG

COVPANY STAFF.

ALSO, AN | NFORVATI ON SHEET |'S PROVI DED TO THE PATI ENTS, THE PATI ENT' S
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MI.  WASHI NGTON PEDI ATRI C HOSPI TAL, | NC. 52-0591483

Schedule H (Form 990) 2016 Page 10
=E1g@VIl Supplemental Information

Provide the following information.

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

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

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

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

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

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

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

FAM LY, OR THE PATIENT' S AUTHORI ZED REPRESENTATI VE BEFORE DI SCHARGE, W TH

HOSPI TAL BI LL, OR ON REQUEST.

THE | NFORVATI ON SHEET | NCLUDED THE FOLLOW NG | TEMS:

A. A DESCRI PTI ON OF THE HOSPI TAL' S FI NANCI AL ASSI STANCE PCLI CY;

B. A DESCRI PTI ON OF THE PATI ENT' S RI GHTS AND OBLI GATI ONS W TH REGARD TO
HOSPI TAL BI LLI NG AND COLLECTI ON,;

C. CONTACT | NFORVATI ON FCR THE | NDI VI DUAL OR OFFI CE AT THE HOSPI TAL THAT
I S AVAI LABLE TO ASSI ST THE PATI ENT OR THE PATI ENT REPRESENTATI VE | N
UNDERSTANDI NG THE HOSPI TAL Bl LL AND HOW TO APPLY FOR FREE AND REDUCED
COST CARE;

D. CONTACT | NFORMATI ON FOR THE MARYLAND MEDI CAL ASSI STANCE PROGRAM

E. A STATEMENT THAT PHYSI CI AN CHARGES ARE NOT | NCLUDED I N THE HOSPI TAL

BILL AND | S Bl LLED SEPARATELY.

DESCRI PTI ON OF COVMUNI TY SERVED
SCHEDULE H, PART VI, LINE 4

THE LI CENSED BED DESI GNATI ON OF MI' WASHI NGTON PEDI ATRI C HOSPI TAL ( MAPH)
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MI.  WASHI NGTON PEDI ATRI C HOSPI TAL, | NC.

52-0591483

Schedule H (Form 990) 2016 Page 10
=FYg@Vil Supplemental Information

Provide the following information.

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

9b.

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

Patient education of eligibility for assistance. Describe how the organization informs and educates patients and persons

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

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

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

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

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

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

organization, files a community benefit report.

'S 102, WH CH | NCLUDES PEDI ATRI C SPECI ALTY, PEDI ATRI C CHRONI C | LLNESS,
AND NEONATAL TRANSI TI ONAL CARE. | NPATI ENT ADM SSI ONS FOR FY 17 WERE 636
ADM SSI ONS. MEDI CAI D PATI ENTS ACCOUNTED FOR 81% OF THE TOTAL MAPH

ADM SSI ONS | N FY17 AND 5% OF THESE MEDI CAI D PATI ENTS LIVE IN THE 21215
ZIP CODE WHICH | S A TARGET AREA OF THE HOSPI TAL' S COVMUNI TY BENEFI T
SERVI CE AREA (CBSA). MAPH IS LOCATED I N THE NORTHWEST QUADRANT OF

BALTI MORE CI TY, SERVING BOTH | TS | MVEDI ATE NEI GHBORS AND OTHERS FROM
THROUGHOUT BALTI MORE CI TY, COUNTY AND SEVERAL OTHER CCUNTI ES I N THE

REG ON. THERE ARE APPROXI MATELY 1.3 M LLI ON CHI LDREN I N MARYLAND AND THE
HEALTHCARE PROVI DER MARKET HAS LARGELY CONSOLI DATED | NTO THREE MAJOR
SYSTEMS, UMMS, JOHNS HOPKINS MEDI CI NE, AND MEDSTAR. WE ARE PRESENTLY
EXPERI ENCI NG A UNI QUE REGULATCORY ENVI RONMVENT, W TH ALMOST 70, 000
NEONATOLOGY DI SCHARGES (<25% TO HOPKI NS AND UMMVB) AND ALMOST 25, 000

PEDI ATRI C DI SCHARGES (>50% TO HOPKI NS AND UMVS). THE NEI GHBORHOODS
SURROUNDI NG MAPH ARE | DENTI FI ED BY THE BALTI MORE NEI GHBORHOOD | NDI CATORS
ALLI ANCE (BNl A) AS SOUTHERN PARK HEI GHTS (SPH) AND

Pl MLI CO' ARLI NGTON/ HI LTOP ( PAH) .

JSA
6E1327 2.000

4218CV 700P 5/15/2018 10:07:31 AM V 16-7.17 0180223- 00044

Schedule H (Form 990) 2016



MI.  WASHI NGTON PEDI ATRI C HOSPI TAL, | NC. 52-0591483

Schedule H (Form 990) 2016 Page 10

=E1g@VIl Supplemental Information

Provide the following information.

1

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

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

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

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

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

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

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

THE PRI MARY SERVI CE AREA Z|I P CCDES DO NOT NECESSARI LY DETERM NE

ELI A BILITY FOR COWUNI TY BENEFI T SERVI CES, BECAUSE MAPH IS A SPECI ALTY

PEDI ATRI C FACI LI TY, OUR PATI ENT' S RESI DENCE SPAN THE STATE OF MARYLAND

AND MANY MORE FROM QUT OF STATE. MAPH DETERM NED THAT THE SPECI FI C ZI P

CODES OF 21215 & 21216 DEFI NE THE HOSPI TAL' S COMMUNI TY BENEFI T SERVI CE

AREA (CBSA) AND CONSTI TUTE AN AREA THAT |I'S PREDOM NANTLY AFRI CAN AMERI CAN

W TH BELOW AVERAGE MEDI AN FAM LY | NCOVE, BUT ABOVE AVERAGE RATES FOR

UNEMPLOYMENT, AND OTHER SOCI AL DETERM NANTS OF POOR HEALTH.

RELYI NG ON DATA FROM THE AMERI CAN COMMUNI TY SURVEY , SPH S MEDI AN

HOUSEHOLD | NCOMVE WAS $26, 015 AND PAH S MEDI AN HOUSEHOLD WAS $32,410. THI' S

I S COWPARED TO BALTI MORE CI TY' S MEDI AN HOUSEHOLD | NCOME OF $41,819 IN

2014. THE PERCENTAGE OF FAM LI ES W TH | NCOVES BELOW THE FEDERAL POVERTY

GUIDELINES I N SPH WAS 46.4% I N PAH, 28.4% OF RATES FOR SPH AND PAH,

VWERE 23. 6% AND 17. 1% RESPECTI VELY WHI LE THE BALTI MORE CI TY UNEMPLOYMENT

RATE RECORDED I N 2014 WAS 13. 1%

THE RACI AL COVPCSI TI ON AND | NCOVE DI STRI BUTI ON OF THE ZI P CODES DESCRI BED

JSA
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Provide the following information.

1

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

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

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

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

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

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

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

organization, files a community benefit report.

BELOW REFLECT THE SEGREGATI ON AND | NCOVE DI SPARI TY CHARACTERI STI C OF THE

BALTI MORE METROPOLI TAN REG ON.  AS | NDI CATED ABOVE, THOSE ZI P CODES THAT

HAVE A PREDOM NANTLY AFRI CAN AMERI CAN POPULATI ON, | NCLUDI NG 21215,

REFLECT THE RACI AL SEGREGATI ON AND POVERTY REPRESENTATI VE OF BALTI MORE

CTY. THIS IS IN CONTRAST TO NEI GHBORI NG BALTI MORE COUNTY ZI P CODES

(21208 & 21209) IN WH CH THE HOSPI TAL | S LOCATED, THE MEDI AN HOUSEHOLD

I NCOME | S MUCH H GHER, AND I N WHI CH THE POPULATI ON | S PREDOM NATELY

VWH TE.

THE BALTI MORE CI TY HEALTH DEPARTMENT USES THE COVMUNI TY STATI STI CAL AREAS

(CSA) WHEN ANALYZI NG HEALTH OQUTCOVES AND RI SK FACTORS. THE CSAS

REPRESENT CLUSTERS OF NEI GHBORHOODS BASED ON CENSUS TRACK DATA RATHER

THAN ZI P CODE AND WERE DEVELOPED BY BALTI MORE CI TY PLANNI NG DEPARTMENT

BASED ON RECOGNI ZABLE CI TY NEI GHBORHOOD PERI METERS. | N THE CHART BELOW

WE PRESENT THE COMMUNI TY BENEFI T ACTI VI TI ES AT MAPH. TWD ZI P CCDES (21207

& 21222) SPAN CI TY AND COUNTY LI NES ( SEE FOOTNOTE BELOW CHART) .

CBSA ZI P CODES:

JSA
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Provide the following information.

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

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

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

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

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

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

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

21215

21206

21216

21213

21222

THE PRESENCE OF HEALTH DI SPARI TIES IS A MAJOR KEY FACTCOR | N DETERM NI NG

WHO THE TARGET POPULATI ON FOR OUR CBSA IS AND HOW MAPH M GHT SERVE | T

BEST AS A PEDI ATRI C SPECI ALTY HOSPI TAL. UNLI KE MOST OTHER HOSPI TALS THAT

SHARE ONE OR MORE OF OUR PRI MARY SERVI CE AREA ZI P CODES AND BECAUSE OF

THE SPECI ALTY SERVI CES WE PROVI DE OUR PATI ENTS COME TO US FROM ALL OVER

THE STATE OF MARYLAND AND PENNSYLVANI AL MAPH | S ALSO LOCATED I N THE

21209 ZIP CODE WHICH IS ONE OF THE MOST WEALTHY AND HEALTHY NEI GHBORHOODS

IN THE CITY OF BALTI MORE. | NTERESTI NGLY ENOUGH, MAPH IS W THI N WALKI NG

DI STANCE FROM THE 21215 ZI P CODE AND PI MLI CO' ARLI NGTON / HI LLTOR

NEI GHBORHOOD WHI CH AS THE AFOREMENTI ONED DATA DEMONSTRATES HAS SEVERAL

HEALTH DI SPARI TI ES, POVERTY, AND VULNERABLE POPULATI ONS.

JSA
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Provide the following information.

1

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

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

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

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

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

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

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

organization, files a community benefit report.

PROMOTI NG THE HEALTH OF THE COVMUNI TY

SCHEDULE H, PART VI, LINE 5

MAPH HAS MANY PROGRAMS THAT DEMONSTRATE HOW THE HOSPI TAL |'S PROMOTI NG

HEALTH IN THE COVMMUNI TY. FOR EXAMPLE OUR ' SAFETY BABY SHOWNERS' PARTNER

W TH EXI STI NG AGENCI ES I N COVMUNI TY BENEFI T SERVI CE AREA THAT ARE

CURRENTLY PROVI DI NG SERVI CES FOR PRE/ POST NATAL WOVEN AND PROVI DE SAFETY

BABY SHOWERS TO WOMEN ANDY OR THEI R FAM LI ES TO EDUCATE THEM ABOUT | NJURY

PREVENTI ON TOPI CS SUCH AS CHOKI NG PO SONI NG, CHI LD PASSENGER SAFETY,

BURNI NG SCALDI NG, | NFANT SLEEP SAFETY AND FALLS AND OTHER RESI DENTI AL

I NJURI ES.

THERE MAPH PROVI DES MATERI ALS ON PROPER NUTRI TI ON, PHYSI CAL ACTIVITY, AND

STRESS MANAGEMENT TO ENCOURAGE HEALTHY FULL- TERM PREGNANCI ES. AT THE

EVENT, TALKS ARE G VEN ON BEHAVI OR MANAGEMENT, DEVELCOPMENTALLY

APPROPRI ATE TOYS/ PLAY, BABY SI GN LANGUAGE, AND A RESOURCE GUI DE TO

PARENTS OF FREE RESOURCES IN THE COVUNI TY TO PROVI DE PARENTS W TH SKI LLS

AND TOOLS REQUI RED TO BE BETTER AND MCORE ENGAGED PARENTS. PARTI Cl PANTS

WERE EVALUATED BY PRE AND POST TESTS THAT FOCUSED ON VARI QUS | NJURY

JSA
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Supplemental Information

Provide the following information.

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

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

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

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

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

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

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

PREVENTI ON TOPI CS WHI CH ALSO | NCLUDED SAFE SLEEP AND SHAKEN BABY
SYNDROME. THE B' MORE HEALTHY PROGRAM PROVI DED PARENTS WTH A 15 M N.
VI DEO ABOUT SLEEP SAFETY AND A TALK ABCUT NUTRI TI ON PHYSI CAL ACTIVITY AND

STRESS MANAGEMENT.

A TOTAL OF ElI GHTEEN 2- HOUR TALKS WERE CONDUCTED W TH A TOTAL OF 196
PARTI Cl PANTS. ON THE PRE- TALK TEST, 80 OF THE PARTI Cl PANTS ANSWERED AT
LEAST ONE OF THE 12 QUESTI ONS WVRONG. 101 OF THE PARTI Cl PANTS ANSWERED
ENOUGH QUESTI ONS CORRECTLY TO EARN A PASSI NG SCORE ON THE PCST- TALK

SURVEY. 7 OF THE PARTI Cl PANTS ANSWERED FOUR OR FEWER QUESTI ONS CORRECTLY.

ON THE POST- TALK TEST 199 OF THE PARTI Cl PANTS ANSWERED ALL 12 QUESTI ONS
CORRECTLY AND 5 PERSON ANSWERED. 11 OF 12 CORRECTLY ALL PARTI Cl PANTS

EARNED A PASSI NG SCORE ON THE POST TEST.

SAFETY BASKETS PROVI DED W TH PREVENTI ON MATERI ALS ( LATCHES, BATH HOT

WATER THERMOMETERS, PO SONI NG CONTROL MAGNETS) AND EDUCATI ONAL NMATERI ALS
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Provide the following information.

1

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

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

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

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

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

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

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

ON HOW TO SAFETY PROCF HOMVE PROVI DED TO 123 FAM LI ES AFTER PARTI Cl PATI NG

I N TALK/ PRESENTATI ON AT THE SHOAER. DI NNER OR BREAKFAST WAS PROVI DED TO

FAM LI ES AS WELL (DEPENDI NG ON TI ME OF THE EVENT), COSTI NG APPROXI MATELY

$15, 000 TO SUPPORT THI'S | NI Tl ATI VE.

ANOTHER EXAMPLE OF MAPH PROMOTI NG COVMUNI TY HEALTH AND WELLNESS ARE THE

VEI GH SVART AND WEI GH SMART JR. PROGRAMS. MEETI NG THE NATI ONAL AND LOCAL

| DENTI FI ED NEED OF REDUCI NG THE PROPORTI ON OF YOUTH WHO ARE OBESE, AND

| NCREASI NG THE PROPORTI ON OF ADULTS WHO ARE AT A HEALTHY VEI GHT; THE

VEI GH SVART PROGRAM | NVESTI GATED DI ET QUALI TY BEFORE AND AFTER

PARTI Cl PATION I N A PEDI ATRI C VEEI GHT MANAGEMENT PROGRAM BY | DENTI FYI NG

POCR DI ET QUALITY THAT IS ASSCCI ATED W TH OBESI TY SUCH AS | NADEQUATE

FRU T AND VEGETABLE | NTAKE, EXCESSI VE SUGAR- SWEETENED BEVERAGES (SSB) AND

FAST FOOD | NTAKE. AN | NTER- PROFESSI ONAL PSYCHO- EDUCATI ONAL WEI GHT

MANAGEMENT PROGRAM WAS FACI LI TATED | NVOLVI NG MEDI CI NE, NUTRI TI ON,

PHYSI CAL THERAPY, AND PSYCHOLOGY. THE PROGRAM ESTABLI SHED A COORDI NATED

HOLI STI C APPROACH TO MANAGEMENT OF DI AGNOSES THAT HAVE A NUTRI TI ONAL

COVPONENT.
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Provide the following information.

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

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

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

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

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

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

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

COORDI NATORS ENGAGED TARGETED COVMUNI TI ES ON HEALTHY LI FESTYLES BY
SPONSCRI NG COMMUNI TY MEETI NGS, ADVOCATI NG FOR HEALTH POLI CY AND
LEG SLATI ON, PROVI DI NG FOOD NUTRI TI ON LABEL READI NG SESSI ONS, AND

PROVI DI NG HEART HEALTHY COOKI NG DEMOS ANDY OR TASTI NGS.

TO REACH OQUT TO COMMUNI TI ES I N THE CBSA, EDUCATI ONAL MATERI ALS WERE

DEVELOPED AND DI STRI BUTED AT VARI QUS HEALTH FAI RS.

PROGRAM WAS EVALUATED BY CH LDREN S DI ETARY QUESTI ONNAI RE (CDQ) WAS
ADM NI STERED TO CAREG VERS OF PATI ENTS AGES 2-17 YEARS DURI NG I NI TI AL
CONSULTATI ON.  RESULTS | NCLUDED CHANGE | N BODY COVPOSI TI ON FOR

PARTI Cl PANTS- WEI GHT, HElI GHT, BM, BCDY FATNESS, AS VWELL AS A CHANGE I N
QUALI TY OF LIFE, CHANGE I N DI ETARY QUALI TY, AND CHANGE | N BEHAVI ORS BY

CH LD AND PARENT REPORT (ACCORDI NG TO PARENT AND CHI LD SELF REPORT) .

A TOTAL OF 3671 PARTI Cl PANTS, 78% SHOW DECREASED BODY MASS | NDEX Z SCORE

AT 1 YR 21% DECREASE OF MEAN | NSULI N LEVELS 4% DECREASE OF MEAN
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Provide the following information.

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

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

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

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

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

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

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

CHOLESTERCL LEVEL 14% DECREASE OF MEAN TRI GLYCERI DE LEVEL.

DI ET CHANGES

FRENCH FRI ES DECREASED FROM 1. 06 TO 0.49 (P=0.023) OVER LAST 7 DAYS FAST
FOOD DECREASE FROM 1.55 TO 0. 75 (P=0.000) OVER LAST 7 DAYS FRU T

JUI CE/ FRUI' T DRI NK DECREASED FROM 2. 15 TO 1.53 (P=0.021) IN THE PAST 24
HOURS SOFT DRI NK/ SWEET TEA/ KOOL- Al DY LEMONADE ( NOT DI ET) DECREASED 1.77 TO
1.23 PER WK (P=0.073) POTATO CH PS, OTHER CHI PS (E. G FRI TGS, DORI TCS) OR
CRACKERS DECREASED 1.49 TO 1.05 PER WK (P=0.096) | CE- CREAM POPSI CLES

DECREASED 1.14 TO 0. 69 PER WK (P=0. 069)

ALSO STATI STI CALLY SI GNI FI CANT | MPROVEMENTS | N QUALI TY OF LI FE

MEASURENMENTS.

COMMUNI TY ADVOCACY COORDI NATOR 76 HEALTH FAI RS AND DI STRI BUTED MATERI ALS
AS VELL AS PROVI DED DEMONSTRATI ON OF PROPER FOOD PORTI ONS W TH FOOD

MODELS. THE TOTAL COST FOR THE PROGRAM I S $1, 099, 227.
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Provide the following information.

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

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

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

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

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

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

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

HEALTHY LI VI NG ACADEMY ( HLA)

M. WASHI NGTON PEDI ATRI C HOSPI TAL HEALTHY LI VI NG ACADEMY (HLA), A
WELLNESS PROGRAM FCR CHI LDREN ENROLLED | N KI NDERGARTEN THROUGH GRADE
THREE AT THE MI' WASHI NGTON SCHOOL ( MA5) AND ARLI NGTON ELEMENTARY M DDLE
SCHOOL (AEMS). HLA UTILIZES A HEALTH CURRI CULUM CALLED THE ORGANW SE GUYS
(ON5 WHI CH USES CHARACTERS SHAPED LI KE ORGANS OF THE BODY TO TEACH THAT
LI FESTYLE CHO CES CAN HAVE ElI THER A POSI TI VE OR NEGATI VE EFFECT ON THE
BODY. THE GOALS OF THE PRQJECT ARE 1) TO | NCREASE HEALTHY BEHAVI ORS I N
ENROLLED CHI LDREN AND THEREFORE DECREASE THE RI SK OF DEVELOPI NG OBESI TY
AND ASSCCI ATED | LLNESSES, AND 2) TO | NCREASE VI SIBILITY OF MAPH I N THE

COVMMUNI TY.

HLA SESSI ONS | NCLUDED 267 STUDENTS I N TEN CLASSES OF Kl NDERGARTEN THROUGH
THI RD GRADE STUDENTS. CLASSES WERE TAUGHT BY THE PSYCHOLOG ST, PSYCHOLOGY
POST- DOCTORAL STUDENT, PHYSI CAL THERAPY ASSI STANT, AND DI ETI TI AN WHO WORK

WTH N MAPH S WEI GH SMART PROGRAM
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Provide the following information.

1

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

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

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

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

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

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

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

THE PROGRAM ALSO UTI LI ZED YUBA, THE HOSPI TAL' S THERAPY DOG DURI NG

SESSI ONS. MATERI ALS | NCLUDI NG FOLDERS, PEDOMETERS, WATER BOTTLES AND

HEALTHY SNACKS WERE PROVI DED TO THE CHI LDREN. FEEDBACK FROM SCHOCL

ADM NI STRATI ON AND TEACHERS WAS VERY POSI TI VE, AND THE CHI LDREN WERE VERY

EXCI TED TO SEE MAPH STAFF RETURN THI S YEAR. COVPARI SON OF SCORES FOR A

PRE/ POST TEST ADM NI STERED SHOMED AN AVERAGE 11 PERCENT | NCREASE ON TEST

SCORES.

JUMPSTART

N 2015, THE GROUNDBREAKI NG WEI GH SMART® PROGRAM AT MI. WASHI NGTON

PEDI ATRI C HOSPI TAL, CLI NI CI ANS ADDED A NEW PROGRAM DESI GNED TO GET

SEVERELY OBESE CHI LDREN AND THEI R FAM LI ES | N FOR TREATMENT AS QUI CKLY AS

POSSI BLE.

THE VEI GH SMART JUMP START PROGRAM LASTS FCR 4- WEEKS AND OFFERS BOTH

EDUCATI ONAL AND GROUP EXERCI SE SESSI ONS FOR CHI LDREN AND THEI R FAM LI ES.

THE GOAL OF JUWMP START IS TO GET FAM LI ES I N QUI CKLY FOR THAT I NI TI AL

EDUCATI ON THAT IS SO | MPORTANT, AND THEN OFFER ADDI Tl ONAL SERVI CES
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Provide the following information.

1

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

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

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

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

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

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

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

TAI LORED TO EACH FAM LY' S | NDI VI DUAL NEEDS. UNDER JUWMP START, AFTER THEI R

I NI TI AL ASSESSMENT, THE PATI ENT CAN JO N THE NEXT JUMP START CLASS,

| NSTEAD OF WAI TI NG PERHAPS SEVERAL WEEKS FOR THE NEXT GROUP SESSI ON.

IN 2009, MAPH ADDED WEI GH SMART JR., A PROGRAM TARGETI NG CHI LDREN I N THE

TWO TO SEVEN- YEAR- OLD RANGE, WHEN CLI NI CI ANS NOTI CED YOUNGER SI BLI NGS OF

PATI ENTS W TH OBESI TY WERE ALSO OVERWEI GHT OR OBESE.

THE TYPI CAL WEI GH SVMART JR PATI ENT WHO NOW COMES TO US IS 5 YEARS OLD

AND VEI GHS ABOQUT 100 LBS., ACCORDI NG TO M CHELLE DEMEULE- HAYES, WEI GH

SVART PROGRAM DI RECTCOR; ' WE NEED TO TREAT CHI LDREN EARLI ER THAN EVER

BEFORE.

MTI.  WASHI NGTON PEDI ATRI C HOSPI TAL |S ONE OF 118 CHI LDREN S HOSPI TALS | N

THE U. S. THAT CONTRI BUTED TO A RECENT CHI LDREN S HOSPI TAL ASSCCI ATI ON

REPORT ON THE EVOLVI NG FI ELD OF OBESI TY TREATMENT | N CH LDREN S

HOSPI TALS. THE REPORT, '2015 SURVEY FI NDI NGS OF CHI LDREN S HOSPI TALS

OBESI TY SERVI CES, ' QOUTLI NES WHY SUCH PROGRAMS ARE CRI Tl CAL FOR TACKLI NG

THE NATI ONW DE HEALTH EPI DEM C.
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Provide the following information.

1

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

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

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

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

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

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

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

organization, files a community benefit report.

IN BALTI MORE CI TY, THE PROBLEM I S W DESPREAD. THE CI TY HEALTH DEPARTMENT

RELEASED STATI STI CS ON A RANDOM SAMPLE OF 2, 143 STUDENTS ASSESSED FCOR BM

BY BCHD SCHOOL HEALTH STAFF-- MORE THAN A QUARTER (26% OF THE CH LDREN

IN THE STUDY WERE CONSI DERED OBESE. FURTHERMORE, FOR PRE- K AND K

STUDENTS, THE RATES WERE SI GNI FI CANTLY H GHER FOR OBESI TY THAN FOR ALL

OTHER GRADES (31% .

NATI ONW DE, MORE THAN ONE- THI RD OF CHI LDREN ARE OVERWEI GHT CR OBESE,

MAKING I T THE MOST W DESPREAD PUBLI C HEALTH | SSUE FACI NG CH LDREN. OVER

THE LAST 30 YEARS, OBESITY RATES HAVE MORE THAN DOUBLED I N YOUNG CHI LDREN

AND QUADRUPLED I N TEENS. CHI LDHOOD OBESI TY WAS BEEN | DENTI FI ED AS AN

| SSUE OF COVMUNI TY NEED I N THE HOSPI TAL' S MOST RECENT COVMUNI TY HEALTH

NEEDS ASSESSMENT.

I N 2005, MI. WASHI NGTON PEDI ATRI C HOSPI TAL STARTED ONE OF THE EARLI EST

PROGRAMS W TH A COMPREHENSI VE APPROACH THAT ALSO ADDRESSED THE

PSYCHOLOG CAL COVPONENTS | NVOLVED I N BEING A CH LD WTH A WEI GHT | SSUE.
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Provide the following information.

1

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

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

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

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

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

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

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

organization, files a community benefit report.

THROUGH VEI GH SMART, WEI GH SMART JR., JUMP START AND THE ADOLESCENT

BARI ATRI C SURGERY EVALUATI ON AND MANAGEMENT PROGRAM THAT PARTNERS W TH

JOHNS HOPKI NS BAYVI EW MEDI CAL CENTER, MAPH IS WORKI NG TO MEET THE GROW NG

HEALTH NEEDS OF OUR COMMUNI TY AND TO | MPROVE THE CURRENT AND FUTURE

HEALTH OF OUR CHI LDREN.

IN FI SCAL YEAR 2017, MAPH CLI NI CAL STAFF EVALUATED 134 NEW PATI ENTS. THE

EVALUATION | S A COMPREHENSI VE, 90 M NUTE VI SIT WH CH | NCLUDES A THOROUGH

ASSESSMENT BY THE TEAM STAFF SAW 133 PATI ENTS FOR FOLLOW UP THI S FI SCAL

YEAR FOR A TOTAL OF 267 ANNUAL VI SI TS.

HEALTH PROFESSI ONALS EDUCATI ON

MAPH | S DEDI CATED TO HELPI NG PREPARE FUTURE HEALTH CARE PROFESSI ONALS.

THE HOSPI TAL COMM TTED OVER 2000 HOURS OF SPECI ALI ZED TRAI NI NG AND

EDUCATI ON TO NURSES, OCCUPATI ONAL THERAPI ST, SPEECH AND LANGUAGE

THERAPI ST, SENI CR PRACTI CUM STUDENTS, SOCI AL WORKERS AND PHYSI CAL

THERAPI STS. THESE TRAI NI NGS | NCLUDED REHABI LI TATI ON THERAPY, NURSI NG
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Provide the following information.

1

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

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

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

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

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

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

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

CLI Nl CAL ROTATI ONS, AS WELL AS FREE FI RST AID & CPR TRAI NI NG TO THE

PARENTS OF PATI ENTS AT THE HOSPI TAL.

CHI LD PASSENGER SAFETY/ SEAT CHECKS AND TRANSPORTI NG CHI LDREN W TH SPECI AL

NEEDS EDUCATI ON & TRAI NI NG ( CHI LD PASSENGER SAFETY TECHNI Cl ANS)

AT MAPH, WE BELIEVE IT IS VITAL TO MAKE SURE ALL CHI LDREN ARE SECURED

PROPERLY | N APPROPRI ATE SEATS - EVERY TRI P, EVERY TIME. ACCORDI NG TO THE

U. S. DEPARTMENT OF TRANSPCORTATI ON'S NATI ONAL HI GHWAY TRAFFI C SAFETY

ADM NI STRATI ON ( NHTSA), APPROXI MATELY 8, 959 LI VES HAVE BEEN SAVED FROM

1975 TO 2008 BY THE PROPER USE OF CHI LD SAFETY SEATS. CHI LD SAFETY SEATS

REDUCE THE LI KELI HOOD OF AN | NFANT (UNDER 1 YEAR OLD) BEING KILLED IN A

VEHI CLE CRASH BY 71% AND REDUCE THE LI KELI HOOD TO TODDLERS (1 TO 4 YEARS

OLD) BY 54% CHI LDREN AGES 4 TO 7 WHO USE BOOSTER SEATS ARE 45% LESS

LI KELY TO BE I NJURED | N CAR CRASHES THAN CHI LDREN WHO ARE RESTRAI NED ONLY

BY SEAT BELTS, ACCORDI NG TO A STUDY BY CHI LDREN S HOSPI TAL CF

PHI LADELPHI A.
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Provide the following information.

1

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

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

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

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

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

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

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

TO HELP PREVENT THESE TYPES OF | NJURI ES, MAPH PROVI DES PARENTS AND

CAREG VERS W TH THE PROPER KNOW.EDGE AND MATERI ALS TO ENSURE THAT THEI R

LI TTLE ONES ARE PROTECTED ON THE WAY TO THEI R DESTI NATI ON. | N OCTOBER AND

MAY WE HOSTED CHI LD SAFETY SEAT CHECKS | N COLLABCRATI ON W TH SAFE Kl DS

BALTI MORE, KIDS I N SAFETY SEATS, AND THE BALTI MORE CI TY FI RE DEPARTMENT,

OUR STAFF AND VOLUNTEERS | NSPECTED SEATS I N 55 CAR SEAT CHECKS AND OVER

2,500 HOURS DEDI CATED TO THE | NSTRUCTI ON AND PROVI SI ON OF CHI LD PASSENGER

SAFETY. ON AVERAGE PARENTS HAD A M SUSE RATE OF 88% FOR CH LD PASSENGER

DEVI CES, WHETHER | T WAS | MPROPER | NSTALLATI ON, | NAPPROPRI ATE APPARATUS

(EXPI RED OR BROKEN), OR THE SEAT WAS | NAPPROPRI ATE FOR THE CHI LD. MANY

OF THESE HOURS WERE SPECI FI CALLY DEDI CATED TO PROVI DI NG GUI DANCE AND

I NSTRUCTI ON TO THOSE FAM LI ES W TH CH LDREN WHO HAVE SPECI AL NEEDS. MAPH

HAS CERTI FI ED ENGLI SH- AND SPANI SH- SPEAKI NG TECHNI Cl ANS (16 VOLUNTEERS

TOTAL) WHO WERE AVAI LABLE TO PROVI DE FREE HANDS- ON CHI LD SAFETY SEAT

I NSPECTI ONS AND OFFER ADVI CE AND | NSTRUCTI ON.

THE COVMUNI TY ADVOCACY & | NJURY PREVENTI ON COORDI NATOR PROVI DED 16 CHI LD

PASSENGER SAFETY TALKS, | MPACTI NG 180 LOW I NCOVE EXPECTANT MOTHERS AT THE
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Provide the following information.

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

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

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

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

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

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

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

BALTI MORE HEALTHY START 'BELLY BUDDI ES' PROGRAM PARENTS AND CAREG VERS
WERE URCGED TO MAKE SURE THEI R CHI LD SAFETY SEATS AND BOOSTER SEATS WERE

PROPERLY | NSTALLED AND USED I N THEI R VEHI CLES.

BEI NG A PEDI ATRI C SPECI ALTY HOSPI TAL, | T IS ESSENTI AL THAT STAFF IS
AVAI LABLE TO PROVI DE | NSTRUCTI ON | N TRANSPORTI NG CHI LDREN W TH SPEC!I AL
NEEDS. THE HOSPI TAL DEDI CATED 14 HOURS TO ENSURE THAT STAFF AT THE
FACI LI TY WOULD HAVE THE ABILITY TO PROVI DE TRAI NI NG ON TRANSPORTI NG

CHI LDREN W TH SPECI AL HEALTH CARE NEEDS.

LEAD TREATMENT PROGRAM

LEAD | S A NEUROTOXI C SUBSTANCE THAT HAS BEEN SHOMWN | N NUMEROUS RESEARCH

STUDI ES TO AFFECT BRAI N FUNCTI ON AND DEVELOPMENT. CHI LDREN WHO HAVE BEEN

EXPOSED TO ELEVATED LEVELS OF LEAD (>5 UG DL) ARE AT | NCREASED RI SK FOR

COGNI TI VE AND BEHAVI CRAL PROBLEMS DURI NG DEVELOPMENT (CDC, 2015).

LEAD PO SONI NG IS THE NUMBER ONE ENVI RONMENTAL HAZARD THREATENI NG
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Provide the following information.

1

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

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

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

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

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

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

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

CHI LDREN THROUGHOUT THE UNI TED STATES, AFFECTI NG AN ESTI MATED 310, 000

CHI LDREN UNDER THE AGE OF SI X. CHI LDREN UNDER 6 AND PREGNANT WOMEN ARE AT

THE GREATEST RI SK FOCR LEAD PO SONI NG BECAUSE LEAD | NHI BI TS THE PROPER

PHYSI CAL AND COGNI TI VE DEVELOPMENT OF | N CHI LDREN AND | NFANTS. EVEN LOW

LEVELS OF LEAD PO SONI NG CAN CAUSE HYPERACTI VI TY, AGGRESSI VE BEHAVI CR,

LEARNI NG DI SABI LI TIES, LOWERED | Q SPEECH DELAY AND HEARI NG | MPAI RVENT.

H GH LEVELS OF LEAD CAN CAUSE SEVERE MENTAL DI SABI LI TI ES, CONVULSI ONS,

COVA OR EVEN DEATH.

LEAD PO SONI NG | S COVPLETELY PREVENTABLE, YET HUNDREDS OF CHI LDREN I N

MARYLAND ARE DI AGNOSED W TH ELEVATED LEVELS CF LEAD I N THEI R BLOOD EACH

YEAR AND THOUSANDS CF CHI LDREN GO UNTESTED. BECAUSE OF LEAD S EFFECT UPON

A CH LD S BRAIN, THOUSANDS OF MARYLAND CHI LDREN FAIL TO REACH THEI R FULL

POTENTI AL AND HUNDREDS OF COVMMUNI TI ES ARE PREVENTED FROM THE BENEFI TS OF

THE CHI LD S LONG TERM PRODUCTI VI TY. STUDI ES HAVE SHOMN CH LDREN WHO ARE

LEAD PO SONED ARE MORE LI KELY TO BECOVE | NVOLVED W TH THE JUVEN LE

JUSTI CE SYSTEM AND THAT LEAD PO SONED CHI LDREN ARE SEVEN TI MES MORE

LI KELY TO DROP OQUT OF SCHOOL BEFORE GRADUATI NG BECAUSE COF LOST WAGES AND
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Provide the following information.

1

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

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

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

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

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

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

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

organization, files a community benefit report.

THE BURDEN ON TAXPAYERS CAUSED BY ANTI - SOCI AL BEHAVI ORS AND | NCREASED

SPECI AL EDUCATI ON NEEDS, I T IS ESTI MATED THAT THAT GENERAL PUBLI C LOSES

M LLI ONS OF DOLLARS EACH YEAR.

LEAD PO SONI NG CAUSES | RREVERSI BLE DAMAGE TO THE BRAI N AND NERVQOUS SYSTEM

AS VELL AS THE HEART AND RED BLOOD CELLS RESULTI NG I N:

- LEARNI NG DI SABI LI TI ES

-LONERED | . Q

- HYPERACTI VI TY

-ATTENTI ON DEFI G T DI SORDER

- SPEECH DELAY

- HEARI NG LGSS

- SLONED OR REDUCED GROMH

- BEHAVI ORAL PROBLEMS

- VI OLENT OR AGGRESSI VE BEHAVI OR

H GH LEVEL PO SONI NG CAN RESULT I N: SERVE COGNI Tl VE DI SABI LI TI ES, COVA

AND DEATH.
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Provide the following information.

1

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

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

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

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

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

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

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

organization, files a community benefit report.

THE MARYLAND DEPARTMENT OF THE ENVI RONMENT (AUGUST 2016) REPORTED I N

2015, 347 CH LDREN - OR 1.8 % OF THE 19, 043 CH LDREN TESTED | N BALTI MORE

CI TY - HAD ELEVATED BLOOD LEAD LEVELS (AT LEAST 10 M CROGRAMS PER

DECI LI TER). THI S REPRESENTS A 26% DECREASE FROM THE NUMBER OF CHI LDREN

W TH ELEVATED BLOOD LEVELS I N 2008.

OVER THE PAST DECADE, THE NUMBER OF CHI LDREN W TH ELEVATED BLOCD LEAD

LEVELS HAS FALLEN FROM 2,189 CHI LDREN I N 2010 TO 347 CH LDREN LAST YEAR -

A DECREASE OF 84% DESPI TE THE DECLI NE, BALTI MORE CI TY CONTI NUES TO HAVE

THE H GHEST RATES OF CH LDREN W TH LEAD PO SONI NG THAN ANY OTHER COUNTY

I N MARYLAND, MORE THAN DOUBLI NG THE RATE COF MOST COUNTI ES.

THI' S HOSPI TAL' S LEAD TREATMENT TEAM IS STRI VI NG TO | NCREASE AWARENESS OF

THE RI SKS OF LEAD PO SONI NG TO ENCOURAGE ALL PARENTS TO HAVE THEI R

CHI LDREN TREATED AND TO TREAT THOSE CHI LDREN W TH LEAD PO SONI NG BY

EDUCATI NG THEM ABCUT THE VARI QUS DI ETARY AND ENVI RONMVENTAL MODI FI CATI ONS

THEY CAN MAKE TO | MPROVE THEI R CONDI TI ON. SINCE I TS | NCEPTI ON, THE
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Provide the following information.

1

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

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

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

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

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

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

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

organization, files a community benefit report.

PROGRAM HAS TREATED HUNDREDS CF CHI LDREN.

LAST YEAR, MAPH CONDUCTED A TOTAL OF 125 CLINIC VISITS WTH QUR

OUTPATI ENT LEAD CLI NI C PATI ENTS. FROM THE 115 CLINIC VI SITS 38 CHI LDREN

W TH ELEVATED LEAD LEVELS WERE SEEN. THE HOSPI TAL TREATED AND FOLLOWED 19

NEWLY REFERRED PATI ENTS AND TREATED 14 PREVI OQUSLY REFERRED PATI ENTS.

DEPENDI NG ON A CH LD S LEAD LEVEL, THE FOLLOW UP APPO NTMENT W LL VARY

FROM 4 TO 8 WEEKS. WE HAVE ONE PATI ENT AND H' S FAM LY TRAVELI NG FROM

SQUTHEAST DI STRI CT AREA OF PENNSYLVANI A TO ATTEND MAPH AS THERE ARE NO

REPORTED LEAD SPECI ALTY SERVI CES | N THEI R AREA.

MAPH ADM TTED 17 CHI LDREN TO OUR HOSPI TAL FOR CHELATI ON THERAPY I N 2017.

THE PATI ENTS THAT WERE ADM TTED | NPATI ENT HAD LEAD LEVELS RANG NG FROM 59

AND 43. TWO OF THE PATI ENTS HAD TO HAVE A RE- ADM SSI ON FCR A SECOND ROUND

OF CHELATI ON THERAPY. A CHI LD TYPI CALLY MUST HAVE A LEAD LEVEL OF 45 OR

H GHER BEFORE THEY ARE CANDI DATES FOR ADM SSI ON FOR | NPATI ENT TREATMENT.

CHELATI ON THERAPY IS THE FORM OF TREATMENT A CHI LD RECElI VES TO DECREASE

THE LEAD LEVELS. TH S I S DONE OVER A COURSE OF NI NETEEN DAYS. SOVE
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Provide the following information.

1

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

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

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

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

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

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

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

CHI LDREN W TH HI GHER LEAD LEVELS WLL OFTEN NEED TWO OR MORE CYCLES OF

TREATMENT OF CHELATI ON THERAPY. THI S WLL TYPI CALLY RESULT I N MJULTI PLE

ADM SSI ONS FOR THAT CH LD AND FAM LY. ONCE THE CH LD IS DI SCHARGED FROM

MAPH THEY THEN ARE ADM TTED | NTO THE OUTPATI ENT LEAD CLI NI C FOR FOLLOW UP

SERVI CES. OFTEN CHI LDREN COVE TO MAPH FOR OTHER SERVI CES AS A RESULT OF

THE EFFECTS OF LEAD PO SONI NG THESE SERVI CES CAN | NCLUDE SPEECH,

LANGUAGE, BEHAVI ORAL PSYCHOLOGY, PSYCHI ATRY, AND NEUROPSYCHCOLOGY

SERVI CES.

IN AN EFFORT TO PREVENT FUTURE LEAD PO SONI NG MAPH LEAD TEAM MEMBERS

BARBARA MOCRE COLLABORATED W TH THE BALTI MORE CI TY HEALTH DEPARTMENT LEAD

PO SONI NG PREVENTI ON PROGRAM AND TO PRODUCE A VI DEO ON LEAD SAFETY

AVAI LABLE TO THE PUBLI C VI A YQUTUBE WHI CH HAS RECEI VED 1, 990 VI SI TORS TO

DATE.

HEALTH FAI RS

PROMOTI NG HEALTHY LI FESTYLE CHO CES | S THE CORNERSTONE OF OUR COVMUNI TY

JSA
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Provide the following information.

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

9b.

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

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

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

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

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

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

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

organization, files a community benefit report.

BENEFI T PROGRAM AT MAPH. THROUGHOUT THE YEAR, OUR CLI NI CAL PROFESSI ONALS
TAKE PART | N CONFERENCES AND HEALTH FAI RS AND SPEAK TO STUDENTS | N AREA
SCHOOLS, IN ORDER TO PROVI DE FAM LI ES W TH ESSENTI AL | NFORVATI ON ON

MAKI NG HEALTHY CHO CES IN THEIR LI VES. MATERI ALS ARE PROVI DED ON SUCH
TOPI CS AS LEAD PO SONI NG PREVENTI ON, PROPER NUTRI TI ON, | NFANT CARE, BURN
PREVENTI ON, CHI LD PASSENGER SAFETY, PO SONI NG PREVENTI ON, RESI DENTI AL

I NJURI ES, CRI B SAFETY, AND PARENTI NG SKI LLS.

I N COLLABORATI ON W TH UMV5B, MAPH SPONSCRED SUCH EVENTS AS B' MORE HEALTHY
EXPO, FALL | NTO GOOD HEALTH, AND HEALI NG I NVI SI BLE WOUNDS: A NMENTAL
HEALTH CONFERENCE. THE COVMMUNI TY ADVOCACY & | NJURY PREVENTI ON

COORDI NATOR PARTI Cl PATED IN 76 EVENTS I N THE 2016- 2017 FI SCAL YEAR AND

| MPACTED APPROXI MATELY 8, 800 PEOPLE I N BALTI MORE CI TY AND BALTI MORE

COUNTY.

CAMP NOAH

TO ADDRESS THE COVMUNI TY NEED | DENTI FI ED BY THE MARYLAND HOSPI TAL

JSA
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Provide the following information.

1

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

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

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

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

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

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

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

ASSCCI ATI ON OF HAVI NG MORE NURSES AVAI LABLE | N HOSPI TALS, THE MAPH HAS

DEVELOPED CAMP N. O A.H. (NURSI NG AND OTHER ALLI ED HEALTH) PROGRAM TO

SPARK | NTEREST | N NURSI NG AND ALLI ED HEALTH IN THE H GH SCHOOL STUDENTS

OF BALTIMORE CITY. TH S PROGRAM WAS ONE WEEK LONG, AND I TS TARGETED

POPULATION IS H GH SCHOOL STUDENTS, AGED 15-18, WHO ARE | NTERESTED IN A

HEALTH CAREER

THI S PROGRAM PROVI DES PARTI Cl PANTS W TH EXPERI ENCE AND THE OPPORTUNI TY TO

OBSERVE CARE PRACTI CES WORKI NG DI RECTLY W TH PREMATURE | NFANTS, TODDLERS

& ADCLESCENTS, UNDER THE GUI DANCE COF RESPI RATORY THERAPI STS, AND CHI LD

LI FE SPECI ALI STS. THI S PROGRAM | S AN EXClI TI NG WAY FOR HI GH SCHOOL

STUDENTS TO | NTERACT W TH HEALTH CARE PROFESSI ONALS VWHI LE GAI NI NG REAL

WORLD EXPERI ENCES. ALL STUDENTS RECElI VE EDUCATION I N FIRST AID & CPR,

NURSI NG OBSERVATI ON EXPERI ENCES, AND ALL NECESSARY EQUI PMENT SUCH AS

STETHOSCOPES, SCRUBS, AND BREAKFAST AND LUNCH PROVI DED BY THE HOSPI TAL.

SI BSHOPS OF MARYLAND

JSA
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Provide the following information.

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

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

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

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

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

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

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

organization, files a community benefit report.

MAPH | S PROUD TO BE THE LEAD AGENCY FOR SI BSHOPS OF MARYLAND, AN

| NTERAGENCY EFFORT THAT | NCLUDES LOCATI ONS I N BALTI MORE CITY, AND

BALTI MORE, HARFORD, MONTGOMERY, HOWARD, ANNE ARUNDEL COUNTI ES.

SI BSHOPS SEEK TO PROVI DE SI BLI NGS W TH OPPORTUNI TI ES FOR PEER SUPPCRT.

BECAUSE SI BSHOPS ARE DESI GNED ( PRI MARILY) FOR SCHOOL- AGE CHI LDREN, PEER
SUPPORT | S PROVIDED WTH N A LI VELY, RECREATI ONAL CONTEXT THAT EMPHASI ZES
A KIDS' - EYE-VI EW SI BSHOPS ARE NOT THERAPY, GROUP OR OTHERW SE, ALTHOUGH
THEI R EFFECT MAY BE THERAPEUTI C FOR SOVE CHI LDREN. SI BSHOPS ACKNOW.EDGE
THAT MOST BROTHERS AND SI STERS OF PEOPLE W TH SPECI AL NEEDS, LIKE THEI R
PARENTS, ARE DO NG WELL, DESPI TE THE CHALLENGES COF AN | LLNESS OR

DI SABI LI TY.

CONSEQUENTLY, WH LE SI BSHOP FACI LI TATORS ALWAYS KEEP AN EYE OPEN FOR
PARTI Cl PANTS WHO MAY NEED ADDI TI ONAL SERVI CES, THE SI BSHOP MODEL TAKES A
WELLNESS APPROACH. SI BSHOP WAS ORI G NALLY DEVELOPED FOR ElI GAT-TO

THI RTEEN- YEAR- OLD SI BLI NGS OF CHI LDREN W TH DEVELCOPMENTAL DI SABI LI Tl ES;

THE SI BSHOP MODEL | S EASILY ADAPTED FOR SLI GHTLY YCUNGER AND OLDER

JSA
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Provide the following information.

1

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

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

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

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

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

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

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

CHI LDREN. I T HAS BEEN ADAPTED FOR BROTHERS AND SI STERS OF CHI LDREN W TH

OTHER SPECI AL NEEDS, | NCLUDI NG CANCER, HEARI NG | MPAI RVENTS, EPI LEPSY,

EMOTI ONAL DI STURBANCES, AND HI V- POSI TI VE STATUS. Sl BSHOPS HAS ALSO BEEN

ADAPTED FOR USE W TH CHI LDREN WHO HAVE LOST A FAM LY MEMBER  EACH

SESSI ON | NCLUDES HI GH ENERGY GAMES AND A CHANCE TO CONNECT W TH OTHER

CHI LDREN IN SI M LAR FAM LY SI TUATI ONS.

| NJURY PREVENTI ON CH LD MALTREATMENT PROGRAMM NG

DURI NG THE CHNA CONDUCTED I N 2015, MAPH MET W TH COMMUNI TY PARTNERS TO

DETERM NE THAT COMMUNI TY HEALTH PROBLEMS AND | T WAS DETERM NED BY BOTH

THE FAM LY ADVI SORY COVM TTEE AND MANY OF CUR CLI NIl CAL AND PUBLI C HEALTH

PROFESSI ONALS, THAT A LARCGE PORTI ON CF THE PATI ENTS THAT WERE RECEI VI NG

LONG TERM REHABI LI TATI VE CARE WERE ADM TTED DUE TO PREVENTABLE | NJURI ES .

THROUGH FURTHER EXPLORATI ON, | T WAS DETERM NED THAT THE NUMBER ONE

KILLER OF ALL CHILDREN IN THE U S. WAS PREVENTABLE | NJURI ES AS VELL.

BALTI MORE CI TY DATA:

JSA
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Provide the following information.

1

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

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

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

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

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

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

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

- OVERVI EW OF CHI LDHOCD | NJURY MORBI DI TY AND MORTALITY IN THE U. S. FACT

SHEET (2015) FATALITIES

- THE DEATH RATE FROM UNI NTENTI ONAL | NJURI ES DECLI NED BY 60% FROM 1987 TO

2015.

-1 N 1987, 16,501 CH LDREN AGES 19 AND UNDER DI ED FROM UNI NTENTI ONAL

I NJURI ES, AND THE DEATH RATE WAS 23. 39 PER 100, 000 CHI LDREN.

-1 N 2015, 7,645 CH LDREN AGES 19 AND UNDER DI ED FROM UNI NTENTI ONAL

I NJURI ES, AND THE DEATH RATE WAS 9.3 PER 100, 000 CHI LDREN.

THE NUMBER COF UNI NTENTI ONAL | NJURY DEATHS FELL BY 53. 7% DURI NG THI S TI ME

PERI OD. THE FI VE LEADI NG CAUSES AND NUMBER OF UNI NTENTI ONAL

I NJURY- RELATED DEATHS, BY AGE GROUP, UNI TED STATES, 2015 RANK AGE

OBJECTI VES:

PROVI DE TALKS ON BEHAVI OR MANAGEMENT, APPROPRI ATE TOYS/ PLAY, BABY

SI GNI NG, AND A RESOURCE GUI DE TO PARENTS OF FREE RESOURCES | N THE

COMMUNI TY TO PROVI DE PARENTS W TH SKI LLS AND TOCOLS REQUI RED TO BE BETTER

AND MORE ENGAGED PARENTS

JSA
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Provide the following information.

1

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

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

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

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

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

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

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

A) DESCRI PTION:  MAPH WLL FOCUS ON 3 STRATEG ES: 1) OFFER PAMPHLETS TO

PATI ENTS AT DI SCHARGE, HI GHLI GHTI NG | NJURY PREVENTI ON METHODS FROM SAFE

KI DS WORLDW DE, THE BALTI MORE CI TY HEALTH DEPARTMENT AND JOHNS HOPKI NS

SCHOOL OF PUBLI C HEALTH, 2) PROVI DE THE CURRENT | NJURY PREVENTI ON

| NFORMATI ON ON MAPH WEEBSI TE AND SOCI AL MEDI A QUTLETS; AND 3) EMPHASI ZE

UTI LI ZATI ON OF TOCLS PROVI DED I N SAFETY KITS @ VEN AT SAFETY BABY SHOWNERS

RESOURCES.

B) METRI CS:

- STRATEGY 1: COWVMUNI TY ADVOCACY MANAGER ANDY OR PROGRAM ASSI STANT W LL

TRACK THE # OF PAVPHLETS DI STRI BUTED EACH FI SCAL YEAR

- STRATEGY 2: MAPH PARENT EDUCATI ON TASK FORCE W LL EVALUATE ALL

MATERI ALS FOR LI TERACY AND EFFI CACY AND ENSURE THAT RESOURCES WEBPAGE | S

USER- FRI ENDLY ON MAPH S WEBSI TE AND TACK # OF USERS PER FI SCAL YEAR.

- STRATEGY 3: COWMUNITY BENEFI TS WLL TRACK # OF REFERRALS MADE TO SAFETY

BASKETS G VEN I N THE HOSPI TAL AND I N THE COVMUNI TY.

1) EDUCATE COVMUNI TY YOUTH | N NORTHWEST BALTI MORE ZI P CODE 21215 ON THE

JSA
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Provide the following information.

1

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

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

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

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

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

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

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

organization, files a community benefit report.

| MPORTANCE OF VI OLENCE PREVENTI ON.

2) PROVI DE ANTI - BULLYI NG TALKS TW CE A MONTH AS A COVMINI TY BENEFI T.

PRI NT RESOURCE GUI DE.

3) PRESENT HEALTHY SELF | MAGE CURRI CULUM TO PROGRAM AT BALTI MORE CI TY

M DDLE AND HI GH SCHOOLS THAT IS FOCUSED CF PCSI Tl VE SELF- ESTEEM AND

| DENTI FYI NG BULLYI NG BEHAVI ORS

C) ATTEND COVMUNI TY EVENTS.

OUTCOMES:

PARTNERSHI P WAS ESTABLI SHED W TH THE SCHOOLS I N THE CSA ZI P CODES

(ARLI NGTON ELEMENTARY, ROSEMONT, W NDSOR HI LL, AND GROVE PARK). EACH

SCHOOL WAS REQUESTED TO SELECT 10 STUDENTS WHO EXCELLED ACADEM CALLY AND

WOULD BE WLLING TO MEET TWCE A MONTH TO PROVI DE | NPUT | N THE HEALTHY

SELF | MAGE CURRI CULUM AND TO START AN ANTI - BULLYI NG GRCUP AT THEI R

SCHOOLS. COVMUNI TY OUTREACH COORDI NATOR ACTED AS A FACI LI TATOR AND THEN

JSA
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MI.  WASHI NGTON PEDI ATRI C HOSPI TAL, | NC. 52-0591483

Schedule H (Form 990) 2016 Page 10
=E1g@VIl Supplemental Information

Provide the following information.

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

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

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

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

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

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

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

PROVI DED A SUMVARY OF THE | NFORMATI ON TO THE EDUCATI ON TEAM  CURRENTLY
THERE ARE 65 ACTI VE PARTI Cl PANTS. 200 COPI ES OF MATERI ALS DI STRI BUTED AND

A LI TTLE OVER 40 EVENTS ATTENDED.

ENCOURAGE SAFE PHYSI CAL ENVI RONMENTS FOR CH LDREN (M E.N. T. O R PROGRAM

DURI NG THE CHNA CONDUCTED I N FY15, MI' WASHI NGTON PEDI ATRI C HOSPI TAL
(MAPH) MET WTH COWUNI TY PARTNERS TO DETERM NE THAT COVMUNI TY HEALTH
PROBLEMS AND WERE GREATEST | SSUES CONCERNI NG | NFANT MORTALI TY. THE
NUMBER ONE KI LLER OF CHI LDREN I N THE UNI TED STATES AND LOCALLY IS
PREVENTABLE I NJURIES, THI' S I NCLUDES BUT IS NOT LIM TED TO VI OLENCE AND

HOM ClI DE.

MAPH PEDI ATRI C PSYCHOLOGY HAS AT | TS FOUNDATI ON THE BI OPSYCHOSOCI AL
MODEL, FOCUSI NG ON THE WAYS THAT BI OLOQd CAL, PSYCHOLOGQ CAL, AND SOCI AL
FACTORS | NTERACT WTH THE HEALTH OF A CH LD. THESE PRI NCI PLES HAVE BEEN
| NCORPORATED | NTO CORE COMPETENCI ES ( PALERMO, 2014) THAT ADDRESS DOVAI NS

I NCLUDI NG KNONLEDGE (E. G, HAS KNOALEDGE OF THE EFFECTS OF SOCI CECONOM C

JSA Schedule H (Form 990) 2016
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MI.  WASHI NGTON PEDI ATRI C HOSPI TAL, | NC. 52-0591483

Schedule H (Form 990) 2016 Page 10

=E1g@VIl 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.

FACTORS ON HEALTH AND | LLNESS; UNDERSTANDS HOW OTHER SYSTEMS AFFECT

PEDI ATRI C HEALTH AND | LLNESS AND A CHI LD S ADAPTATI ON TO | LLNESS) AND

PROFESSI ONALI SM (E. G, WORKS EFFECTI VELY W TH DI VERSE POPULATI ONS, AS

WELL AS DI VERSE PROFESSI ONALS). THESE COWMPETENCI ES, AND THEI R RELEVANCE

IN THE CURRENT SOCI AL CLI MATE, ANCHOR AND REFLECT OUR | DEALS FOR A

SKI LLED AND EFFECTI VE PEDI ATRI C PSYCHOLOGY WORKFORCE. THEY PO NT TO THE

NEED FOR US TO BE KNOW.EDGEABLE AND CAPABLE COF WORKI NG DI RECTLY W TH

YOUTH AND FAM LI ES I N AN EVER- CHANG NG CLI MATE WHI CH | NCLUDES RACI SM

XENOPHOBI A, AND RACI AL TRAUNVA.

I T HAS BEEN DI FFI CULT TO ESCAPE THE NUMERCUS MEDI A REPORTS OF ETHNI C AND

RACE- BASED | NCI DENTS. THI S | S ESPECI ALLY TRUE IN LI GHT OF THE VITRIOLI C

POLI TI CAL DI SCOURSE LEADI NG UP TO THE 2016 US ELECTI ONS. ORGANI ZATI ONS

SUCH AS THE SOUTHERN POVERTY LAW CENTER HAVE BEEN DOCUMENTI NG WHAT

APPEARS TO BE | NCREASED FREQUENCY OF TARGETED HARASSMENT, | NTI M DATI ON,

AND CRI MES COW TTED AGAI NST VARI QUS M NORI TY GROUPS ( KENNEDY, 2016).

LI KE OTHER MUNI Cl PAL AGENCI ES, THE CI TY OF PHI LADELPH A'S COVM SSI ON ON

HUVAN RELATI ONS REPORTED RECEI VI NG MORE COVPLAI NTS ABOUT BI AS AND HATE

JSA

Schedule H (Form 990) 2016

6E1327 2.000

4218CV 700P 5/15/2018 10:07:31 AM V 16-7.17 0180223- 00044



MI.  WASHI NGTON PEDI ATRI C HOSPI TAL, | NC. 52-0591483

Schedule H (Form 990) 2016 Page 10
=E1g@VIl 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.

CRIMES IN THE TWO MONTHS AFTER THE ELECTI ON THAN THEY RECEI VED | N THE

PRECEDI NG 12 MONTHS, AN UNPRECEDENTED | NCREASE (ALLYN, 2017). YOUNG

PECPLE HAVE BEEN THE TARGET OF TOO MANY OF THESE | NCI DENTS, AND WHEN NOT

DI RECTLY TARGETED MAY BE | MPACTED BY MEDI A REPRESENTATI ONS AND AWARENESS

OF THE NATURE OF SUCH EVENTS.

AS ADVERSE EVENTS FACED BY ETHNIC M NORI TY YOUTH AND FAM LI ES RI SE,

PEDI ATRI C PSYCHOLCOGQ STS ARE | NCREASI NGLY WORKI NG W TH FAM LI ES TO MANAGE

THE CONSEQUENCES OF RACE- BASED STRESS AND RACI AL TRAUNMA. | N HOSPI TAL AND

PRI MARY- CARE SETTI NGS ACROSS THE COUNTRY, CLI N Cl ANS AND RESEARCHERS HAVE

BEEN ANECDOTALLY REPORTI NG ENCOUNTERS W TH CHI LDREN AND TEENAGERS WHERE

RACI AL STRESS HAS CONTRI BUTED SI GNI FI CANTLY TO THEI R PHYSI CAL AND/ OR

EMOTI ONAL DI STRESS. | N OUR PRI MARY CARE CLI NI CS, WE HAVE SEEN SEVERAL

CHI LDREN AND ADOLESCENTS PRESENTI NG W TH PHYSI CAL (E. G, HEADACHE,

TENSI ON, INSOW A, 3 DI STRESS), EMOTIONAL (E. G, WORRY, N GHTMARES,

DEPRESSI ON), AND BEHAVI ORAL (E. G, AVO DANCE, ANGER, W THDRAWAL) SYMPTOMS

DI RECTLY RELATED TO RACI AL STRESS EXPERI ENCED PERSONALLY OR W TNESSED

I NDI RECTLY. CLI NI CAL EXAMPLES FROM | NTEGRATED PRI MARY CARE | NCLUDE

JSA
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MI.  WASHI NGTON PEDI ATRI C HOSPI TAL, | NC.

52-0591483

Schedule H (Form 990) 2016 Page 10
=FYg@Vil Supplemental Information

Provide the following information.

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

9b.

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

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

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

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

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

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

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

organization, files a community benefit report.

H SPANI C YOUTH WORRI ED ABOUT THEI R UNDOCUMENTED RELATI VES BEI NG DEPORTED,
AFRI CAN- AVERI CAN TEENAGERS WORRI ED ABOUT BEI NG HARASSED, ASSAULTED, OR
HARMED BY LAW ENFORCEMENT OFFI CERS OR HATE- | NSPI RED PRI VATE CI Tl ZENS, AND
MUSLI M G RLS FEARI NG HARASSMENT OR | NTI M DATI ON WHI LE WALKI NG I N THEI R
COMMUNI TI ES OR SCHOOLS. PSYCHOLOGQ STS | N THESE SETTI NGS HAVE BEEN FORCED
TO CONFRONT THE ' SOCI AL' ASPECT OF THE PSYCHOSCCI AL MODEL W TH | NCREASED

VI OLENCE.

I N BALTI MORE WHERE THERE WERE RI OTS I N APRIL 2015 OVER THE DEATH OF
FREDDI E GRAY WHI LE I N POLI CE CUSTCDY, FAM LI ES RECEI VI NG PEDI ATRI C
PSYCHOLOGY SERVI CES HAVE | NCREASI NGLY STARTED TO DI SCUSS | N THERAPY

SESSI ONS THEI R M STRUST CF THE PCLI CE. FOR | NSTANCE, PEDI ATRI C
PSYCHOLOG STS |N VARI QUS SPECI ALTY CLI NI CS HAVE CONFRONTED THE FOLLOW NG
CLI Nl CAL EXAMPLES: PARENTS OF CHI LDREN I N A WEI GHT MANAGEMENT PROGRAM

Cl TED | NCREASED PCLI CE PRESENCE AS A BARRI ER TO OQUTDOOR PHYSI CAL
ACTIVITY. THE FAM LI ES ARE FEARFUL THAT THEY W LL BE HARMED OR KILLED BY
THE POLICE. SIM LARLY, A CH LD WTH TYPE 1 DI ABETES DI SCUSSED | N SESSI ON

VWH CH FOODS HE |'S PLANNI NG TO GROW WHEN, AS DI SCUSSED BY HI S PASTCR,

JSA
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Schedule H (Form 990) 2016 Page 10
Supplemental Information

Provide the following information.

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

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

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

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

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

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

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

' BLACK PECPLE ARE NO LONGER ACCEPTED TO LIVE IN SOCI ETY." FINALLY, A
MOTHER OF A YOUNG BOY W TH ASTHMA STATED SHE WOULD NEVER CALL THE PCLI CE
DESPI TE HER SON PULLI NG A KNI FE ON HER AND THREATENI NG TO KI LL HER, AS
SHE BELI EVED THAT CALLI NG THE POLI CE WOULD BE MORE LI KELY THAN HER SON S

GESTURES TO LEAD TO HER DEATH.

REGRETTABLY, CLI NI CAL EXAMPLES OF THE | MPACT OF RECENT RACE- BASED EVENTS
ON YOUTH AND FAM LI ES SEEN | N PEDI ATRI C PSYCHOLOGY SERVI CES ARE NUMERQUS.
AS A RESULT, PEDI ATRI C PSYCHOLOGY HAS A UNI QUE OPPORTUNI TY TO ADDRESS

THESE | SSUES I N CLI NI CAL PRACTI CE, RESEARCH, TRAI NI NG AND ADVCOCACY.

PEDI ATRI C PSYCHOLOGQ STS ARE BEI NG CALLED TO | NCREASE OUR SKI LL,

PREPARATI ON, KNOW.EDGE, AND COVFORT | N ASSESSI NG THE | MPACT OF RACI AL
STRESS AND RACE- BASED TRAUMA ON CHI LDREN AND FAM LI ES. TO ENSURE THAT CUR
| NTERVENTI ONS ARE FLEXI BLE AND SUFFI Cl ENTLY RESPONSI VE TO THE PARTI CULAR
NEEDS OF PERSONS EXPERI ENCI NG RACI AL STRESS. THE DELI VERY OF CLI NI CAL
CARE REQUI RES A BETTER UNDERSTANDI NG OF HOW THESE EVENTS AND MEDI A
REPRESENTATI ON OF THEM (| NCLUDI NG SOCI AL MEDI A) | MPACT THE HEALTH OF

CHI LDREN AND FAM LI ES AND SCHOLARLY EFFORTS TO UNDERSTAND THE BEST
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MT. WASHI NGTON PEDI ATRI C HOSPI TAL, | NC. 52- 0591483
Schedule H (Form 990) 2016 Page 10
Supplemental Information

Provide the following information.

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

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

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

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

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

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

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

APPROACHES TO SUPPCRT FAM LI ES. THESE EFFORTS MAY | NCLUDE | NNOVATI VE
METHODS SUCH AS CCOLLABORATI ONS BETWEEN PEDI ATRI C HEALTH CENTERS AND
POLI CE COMMUNI TY ENGAGEMENT DEPARTMENTS DEDI CATED TO | MPROVI NG THE

RELATI ONSHI PS BETWEEN LAW ENFCRCEMENT AND THE FAM LI ES WE SERVE.

ADDI TI ONALLY, MAPH HAS THE OPPORTUNI TY TO DEVELOP NEW AND EXPAND EXI STI NG
COVPETENCI ES USED I N TRAI NI NG PEDI ATRI C PSYCHOLOGQ STS TO | NCLUDE A FOCUS
ON BEST PRACTI CES | N ASSESSMENT, | NTERVENTI ON, AND SELF- CARE FOR BOTH
FAM LI ES AND CLI NI Cl ANS EXPERI ENCI NG RACI AL TRAUVA OR RACE- BASED STRESS.
CLINI CI ANS ARE NOT | MMUNE TO THE | MPACT OF THESE EVENTS, AND DEVELOPI NG
RESOURCES FOR CLI NI Cl ANS' SELF- CARE SHOULD ALSO BE PRI ORI Tl ZED.  FI NALLY,
RECOGNI ZI NG THAT CUR COMBI NED VO CES CAN BE MORE POWERFUL, MAPH DECI DED
TO COLLABORATE W TH OQUR COMMUNI TY PARTNERS TO ADVOCATE FOR SOCI AL JUSTI CE

| SSUES AFFECTI NG THE FAM LI ES AND COVMMUNI TI ES WE SERVE.

REFERENCES
ALLYN, B. (2017, JANUARY 11). SINCE NOVEMBER ELECTI ON, RATE OF HATE CRI ME

REPORTS RI SI NG I N PHI LLY. WVHYY/ NEWBWORKS. RETRI EVED FROM
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MI.  WASHI NGTON PEDI ATRI C HOSPI TAL, | NC. 52-0591483

Schedule H (Form 990) 2016 Page 10
=E1g@VIl Supplemental Information

Provide the following information.

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

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

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

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

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

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

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

HTTP: / / WA NEWSWORKS. ORG | NDEX. PHP/ LOCAL/ PHI LADELPHI A/ 100423- SI NCE- NOVEMVBE
R- ELECTI ON- RATE- OF- HATE- CRI ME- REPORTS- Rl SI NG- | N- PHI LLY-.

KENNEDY, M (2016, NOVEMBER 14). HUNDREDS OF HATEFUL | NClI DENTS REPORTED
AFTER TRUMP' S VI CTCRY. NATI ONAL PUBLI C RADI O RETRI EVED FROM

HTTP: / / WAW NPR. ORG SECTI ONS/ THETWO- WAY/ 2016/ 11/ 14/ 502013652/ HUNDREDS- OF- HA
TEFUL- | NCI DENTS- REPCRTED- | N- WAKE- OF- TRUMPS- VI CTCRY.

1. PALERMO, T.M, JANICKE, DM, MCQUAID., E. L., MILLINS, L.L.,

ROBINS, P.M & WJ, Y.P. (2014). RECOVWENDATI ONS FOR TRAI NI NG I N PEDI ATRI C
PSYCHOLOGY: DEFI NI NG CORE COMPETENCI ES ACROSS TRAI NI NG LEVELS. JOURNAL CF

PEDI ATRI C PSYCHOLOGY 39(9), 965-984AFFI LI ATED HEALTH CARE SYSTEM

AFFI LI ATED HEALTH CARE SYSTEM ROLES

SCHEDULE H, PART VI, LINE 6

MAPH | S A REG ONAL LEADER I N PEDI ATRI C SPECI ALTY CARE AND IS A JO NTLY
OMED CORPORATE AFFI LI ATE OF THE UNI VERSI TY OF MARYLAND MEDI CAL SYSTEMS

(UMVB) AND JOHNS HOPKI NS HEALTH SYSTEM ( HOPKI NS) .
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Schedule H (Form 990) 2016 Page 10

=E1g@VIl 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.

STATE FI LI NG OF COVMUNI TY BENEFI T REPORT

SCHEDULE H, PART VI, LINE 7

MARYLAND

JSA
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SCHEDULE J Compensation Information |_ome No. 1545-0047

(Form 990) For certain Officers, Directors, Trustees, Key Employees, and Highest
Compensated Employees 2@1 6
P Complete if the organization answered "Yes" on Form 990, Part IV, line 23. .
Department of the Treasury P Attach to Form 990. Open to Public
Internal Revenue Service P Information about Schedule J (Form 990) and its instructions is at www.irs.gov/form990. Inspection
Name of the organization Employer identification number
MI. WASHI NGTON PEDI ATRI C HOSPI TAL, | NC. 52- 0591483
Questions Regarding Compensation
Yes | No
la Check the appropriate box(es) if the organization provided any of the following to or for a person listed on Form
990, Part VII, Section A, line 1a. Complete Part lll to provide any relevant information regarding these items.
First-class or charter travel Housing allowance or residence for personal use
Travel for companions Payments for business use of personal residence
Tax indemnification and gross-up payments Health or social club dues or initiation fees
Discretionary spending account Personal services (such as, maid, chauffeur, chef)
b If any of the boxes on line 1a are checked, did the organization follow a written policy regarding payment
or reimbursement or provision of all of the expenses described above? If "No,” complete Part Ill to
EXPIAIN L L e e e e e e e e e e e e e e e e e e e e e 1b
2 Did the organization require substantiation prior to reimbursing or allowing expenses incurred by all
directors, trustees, and officers, including the CEO/Executive Director, regarding the items checked on line
I 2
3 Indicate which, if any, of the following the filing organization used to establish the compensation of the
organization's CEO/Executive Director. Check all that apply. Do not check any boxes for methods used by a
related organization to establish compensation of the CEO/Executive Director, but explain in Part Ill.
Compensation committee - Written employment contract
Independent compensation consultant Compensation survey or study
- Form 990 of other organizations Approval by the board or compensation committee
4 During the year, did any person listed on Form 990, Part VII, Section A, line 1a, with respect to the filing
organization or a related organization:
a Receive a severance payment or change-of-control payment?. . . . . . . . . . . . . ittt 4a X
b Participate in, or receive payment from, a supplemental nonqualified retrementplan?. . . . ... ... ... .. 4b X
Participate in, or receive payment from, an equity-based compensation arrangement?. . . . . . . . ... ... 4c X
If "Yes" to any of lines 4a-c, list the persons and provide the applicable amounts for each item in Part lIl.
Only section 501(c)(3), 501(c)(4), and 501(c)(29) organizations must complete lines 5-9.
5 For persons listed on Form 990, Part VII, Section A, line 1a, did the organization pay or accrue any
compensation contingent on the revenues of:
a The organization? . . . . v i v v i it 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 5a X
b Anyrelated organization? . . . . . . . h 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 e 5b X
If “Yes" on line 5a or 5b, describe in Part lll.
6 For persons listed on Form 990, Part VII, Section A, line 1a, did the organization pay or accrue any
compensation contingent on the net earnings of:
a The organization? . . . . v i v v ittt e e e e e e e e e e e e e e e e e e e e e e e e e e e e 6a X
b Anyrelated organization? . . . . . . . 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 6b X
If “Yes" on line 6a or 6b, describe in Part lll.
7 For persons listed on Form 990, Part VI, Section A, line la, did the organization provide any nonfixed
payments not described on lines 5 and 67 If "Yes,"describeinPartlll. . . . ... ... ... ... ..., 7 X
8 Were any amounts reported on Form 990, Part VII, paid or accrued pursuant to a contract that was subject
to the initial contract exception described in Regulations section 53.4958-4(a)(3)? If "Yes," describe
NV 8 X
9 If "Yes" on line 8, did the organization also follow the rebuttable presumption procedure described in
Regulations section 53.4958-6(C)? . . . . . v v i v i i i i i e e e e e e e e e e e e e e e e e e e 9

For Paperwork Reduction Act Notice, see the Instructions for Form 990.
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MTI. WASHI NGTON PEDI ATRI C HOSPI TAL, | NC. 52-0591483

Schedule J (Form 990) 2016 Page 2
2EgIl  Officers, Directors, Trustees, Key Employees, and Highest Compensated Employees. Use duplicate copies if additional space is needed.

For each individual whose compensation must be reported on Schedule J, report compensation from the organization on row (i) and from related organizations, described in the
instructions, on row (ii). Do not list any individuals that aren't listed on Form 990, Part VII.

Note: The sum of columns (B)(i)-(iii) for each listed individual must equal the total amount of Form 990, Part VII, Section A, line 1a, applicable column (D) and (E) amounts for that
individual.

(B) Breakdown of W-2 and/or 1099-MISC compensation (C) Retirement and (D) Nonte}xable (E) Total gf columns (F) Compensation
(A) Name and Title (i) Base (if) Bonus & incentive (ili) Other other deferred benefits B)()-(D) in column (B) reported
compensation compensation reportable compensation as deferred on prior
compensation Form 990
SHELDON STEI N 0) 269, 246. 91, 942. 0. 154, 995. 43, 184. 559, 367. 0.
1PRESI DENT/ CEO (i) 0. 0. 0. 0. 0. 0. 0.
MARY M LLER 0) 149, 075. 25, 771. 0. 25, 576. 54, 713. 255, 135. 0.
JCFQ' VP - FI NANCE (ii) 0. 0. 0. 0. 0. 0. 0.
THOVAS ELLI S 0) 140, 459. 18, 091. 0. 43, 398. 40, 965. 242, 913. 0.
3VP - HUMAN RESCURCES (i) 0. 0. 0. 0. 0. 0. 0.
Tl KEE APARECE 0) 189, 694. 0. 0. 7, 008. 0. 196, 702. 0.
AATTENDI NG PHYSI CI AN (i) 0. 0. 0. 0. 0. 0. 0.
BRADFORD HARRI S 0) 200, 216. 0. 0. 7,461. 23, 159. 230, 836. 0.
gATTENDI NG PHYSI CI AN (i) 0. 0. 0. 0. 0. 0. 0.
MONI QUE SATPUTE 0) 199, 457. 0. 0. 6, 588. 33, 725. 239, 770. 0.
GNEONATAL PROGRAM DI RECTCR (ii) 0. 0. 0. 0. 0. 0. 0.
KAREN W LLI NG 0) 210, 607. 0. 0. 8, 383. 34, 281. 253, 271. 0.
ZATTENDI NG PHYSI CI AN (i) 0. 0. 0. 0. 0. 0. 0.
STEPHEN NI CHOLS, M D. 0) 219, 843. 0. 0. 10, 875. 54, 393. 285, 111. 0.
gATTENDI NG PHYSI CI AN (i) 0. 0. 0. 0. 0. 0. 0.
JENNI FER BOW E 0) 153, 602. 18, 264. 0. 14, 191. 23, 485. 209, 542. 0.
gVP - NURSI NG ADM N (i) 0. 0. 0. 0. 0. 0. 0.
THOVAS PAULLI N 0) 121, 611. 19, 338. 0. 4,837. 24, 838. 170, 624. 0.
10VP - FUND DEVELOPMENT (i) 0. 0. 0. 0. 0. 0. 0.
JUSTI NA STARCBI N 0) 126, 739. 15, 744. 0. 9, 390. 35, 278. 187, 151. 0.
11VP - OUTPATIENT (i) 0. 0. 0. 0. 0. 0. 0.
0]
12 (it)
0]
13 (it)
0]
14 (ii)
0]
15 (it)
0]
16 (i)

Schedule J (Form 990) 2016
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MTI. WASHI NGTON PEDI ATRI C HOSPI TAL, | NC. 52-0591483

Schedule J (Form 990) 2016

=E13lI[l Supplemental Information

Provide the information, explanation, or descriptions required for Part |, lines 1a, 1b, 3, 4a, 4b, 4c, 5a, 5b, 6a, 6b, 7, and 8, and for Part Il. Also complete this part
for any additional information.

Page 3

NON FI XED PAYMENTS

SCHEDULE J, PART I, LINE 7

BONUSES PAI D ARE BASED ON A NUMBER OF VARI ABLES | NCLUDI NG BUT NOT LI M TED
TO | NDI VI DUAL GOAL ACHI EVEMENTS AS WELL AS ORGANI ZATI ON OPERATI ON

ACHI EVEMENTS. THE FI NAL DETERM NATI ON OF THE BONUS AMOUNT | S DETERM NED
AND APPROVED BY THE BOARD AS PART OF THE OVERALL COVPENSATI ON REVI EW OF

THE OFFI CERS AND KEY EMPLOYEES.

Schedule J (Form 990) 2016
JSA
6E1505 2.000
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MARYLAND HEALTH & HI GHER EDUCATI ONAL FACI LI TI ES

SCHEDULE K Supplemental Information on Tax-Exempt Bonds OMB No. 15450047

(Form 990) » Complete if the organization answered "Yes" on Form 990, Part IV, line 24a. Provide descriptions,
explanations, and any additional information in Part VI.

b » Attach to Form 990. Open to Public
epartment of the Treasury X X X X X ) .
Internal Revenue Service P Information about Schedule K (Form 990) and its instructions is at www.irs.gov/form990. Inspection
Name of the organization Employer identification number
MI. WASHI NGTON PEDI ATRI C HOSPI TAL, | NC. 52- 0591483
UMl  Bond Issues

(a) Issuer name (b) Issuer EIN (c) CUSIP # | (d) Date issued (e) Issue price (f) Description of purpose (9) Defeased

(h) On (i) Pooled
behalf of | financing
issuer

Yes | No | Yes | No | Yes |No

A MARYLAND HEALTH & HI GHER EDUCATI ONAL FACI LI TI ES 50- 0936091 574216LR6 11/01/ 2007 7,585, 000. [ CONSTRUCTI ON X X X

B

C

D

SEVRMIN Proceeds

Amountofbondsretired . . . . . . . . L L e e e e e e e e e e s
Amount of bonds legallydefeased . . . . . . . . v it i e e e e 7, 585, 000.
Total proceeds of ISSUE . . v v v v v v v i i i e e e e e e e e e e e e e e e e e s
Gross proceedsinreservefunds . . . . . . . i i u i e e e e e e e e e e e e e
Capitalized interest fromproceeds. . . . . . v o v v i v b i i e e e e e e e e e e
Proceeds inrefunding @SCrOWS. . . . . v vt v v i v i v vt v e e e e e e e e s
Issuance CoStSfrom pProCeeds . . . . v v v i v v i v i e e e e e e e e e e e e e s
Credit enhancement fromproceeds . . . . . . . . v v v v it i i b i e e e e e
Working capital expenditures fromproceeds . . . . . . . . . 0L i e e e e e
Capital expenditures from proceeds . . . . v v o v v v v b v b h e e e e e e e e e e e
Other Spent proCeeds. . . . v v v v v v v b v b e h e e e e e e e e e e e e e e e e
Other UNSPent ProCeeaS . . . . v v v v v i v v i v e et h e e e e e e e e e e e e
Year of substantial completion . . . . . . . ..ot e e e e e e e 1985
Yes No Yes No Yes No Yes No
14 Were the bonds issued as part of a current refundingissue? . . . . . . . ... ... ... X
15 Were the bonds issued as part of an advance refundingissue?. . . . . . ... ... ... X
16 Has the final allocation of proceedsbeenmade? . . ... ... ... ... ... .. X
17 Does the organization maintain adequate books and records to support the
final allocation of proceeds? . . . . . . v v v i i i i e e e e e e e e e e e e e e X
Private Business Use

A B C D

OO |IN|O|O |~ |W|N |-

=
o

=
=

IR
N

=
w

1 Was the organization a partner in a partnership, or a member of an LLC, Yes No Yes No Yes No Yes No

2 Are there any lease arrangements that may result in private business use of
bond-financed property? . . . . . . . L L. e e e e e e e e e e e e X

For Paperwork Reduction Act Notice, see the Instructions for Form 990. Schedule K (Form 990) 2016
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MTI.  WASHI NGTON PEDI ATRI C HOSPI TAL, | NC. 52- 0591483
Schedule K (Form 990) 2016 Page 2
Private Business Use (Continued) MARYLAND HEALTH & HI GHER EDUCATI ONAL FACI LI TI ES
A B C
3a Are there any management or service contracts that may result in private Yes No Yes No Yes No Yes No
business use of bond-financed property?, . . . . . . . . v i i i i e e e e e X
b If "Yes" to line 3a, does the organization routinely engage bond counsel or other outside
counsel to review any management or service contracts relating to the financed property? . . . . .
¢ Are there any research agreements that may result in private business use of
bond-financed property? . . . . . . i i e e e e e e e e e e e e a e X
d If "Yes" to line 3c, does the organization routinely engage bond counsel or other
outside counsel to review any research agreements relating to the financed property?. .
4  Enter the percentage of financed property used in a private business use by entities
other than a section 501(c)(3) organization or a state or local government . . . . .. > % % % %
5 Enter the percentage of financed property used in a private business use as a
result of unrelated trade or business activity carried on by your organization,
another section 501(c)(3) organization, or a state or local government . . . .. ... > % % % %
6 Totaloflines4and5. . . . v v v i i v v ittt e et e e e et e e e e % % % %
7 Does the bond issue meet the private security or paymenttest? _ . . . . . ... ... .. X
8a Has there been a sale or disposition of any of the bond-financed property to a
nongovernmental person other than a 501(c)(3) organization since the bonds were issued? X
b If "Yes" to line 8a, enter the percentage of bond-financed property sold or
disposed Of .+« o v i i e e e e e e e e e e e e e e % % % %
¢ If"Yes" to line 8a, was any remedial action taken pursuant to Regulations
sections 1.141-12 and 1.145-27 . . . . v i v i i i i i e e e e e e e
9 Has the organization established written procedures to ensure that all
nonqualified bonds of the issue are remediated in accordance with the
requirements under Regulations sections 1.141-12 and 1.145-2? ., , . . .. .. ... .. X
Arbitrage
A B C
1 Has the issuer filed Form 8038-T, Arbitrage Rebate, Yield Reduction and Yes No Yes No Yes No Yes No
Penalty in Lieu of Arbitrage Rebate? . . . . . . . . & v i i i i e e e e e e e X
2 If "No" to line 1, did the following apply?. . . & v v i v i i i it et e e e e e e e
a Rebate N0t UE VB2, . o v vttt v e e et ettt e et e e e X
b Exceptiontorebate? . . . & i i i i i it i e e e e e e e e e e eeee e e e X
NOTEDAte dUB? & v v v vttt e et e e e e et e e e e e e e X
If “Yes” to line 2c, provide in Part VI the date the rebate computation was
performed. . . . . . i e e e e e e e e e e e e e e e e e e e e e s
3 Isthe bond issue a variable rate iSSU€?. . . . . . . v v i it 4 e e e e e e e e e . X
4a Has the organization or the governmental issuer entered into a qualified
hedge with respectto the bondissue?, . . . . . . . .. ... i it i vt it e e X
b Nameofprovider . . . . . . . . @ i i i i st e e e e e e e e e e e e e e e
Cc Termofhedge, . . . . v i v i i it it e e s e e e e e e e e e e e e e e e e
d Was the hedge superintegrated?. . . . . . . . . . . . . @i i i i i it i st e aea
e Wasthe hedgeterminated?. . . . . . . . o v v v i i i i i et e e e e e e e e s
ISA Schedule K (Form 990) 2016
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MI.  WASHI NGTON PEDI ATRI C HOSPI TAL, | NC.

52-0591483

Schedule K (Form 990) 2016 Page 3
Arbitrage (Continued)
D
Yes No Yes No Yes No Yes No
5a Were gross proceeds invested in a guaranteed investment contract (GIC)? . . . ... .. X
b Name of provider . . . . . v i i i i i i e e et e e e e e e e e e e e
C TermofGIC . . . . i i i e et e e e e e e e a e e e a e e e e e e e a e
d Was the regulatory safe harbor for establishing the fair market value of the GIC satisfied? . . . . . .
6 Were any gross proceeds invested beyond an available temporary period? . . . ... .. X
7 Has the organization established written procedures to monitor the
requirements of section 1482 . . . . . . . . i . i i . e e e e e e e e e e e s e e s X
m Procedures To Undertake Corrective Action
D
Has the organization established written procedures to ensure that violations Yes No Yes No Yes No Yes No
of federal tax requirements are timely identified and corrected through the
voluntary closing agreement program if self-remediation isn't available under
applicable regulations? X

Part VI Supplemental Information. Provide additional information for responses to questions on Schedule K. See instructions

JSA
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MT. WASHI NGTON PEDI ATRI C HCSPI TAL, | NC. 52- 0591483
Schedule K (Form 990) 2016 Page 4
Supplemental Information. Provide additional information for responses to questions on Schedule K (see instructions) (Continued)

JSA
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SCHEDULE O Supplemental Information to Form 990 or 990-EZ |_om8 No. 1545-0047

(Form 990 or 990-E2) Complete to provide information for responses to specific questions on 2@1 6
Form 990 or 990-EZ or to provide any additional information.
» Attach to Form 990 or 990-EZ. Open to Public
Department of the Treasury . o . . ) .
Internal Revenue Service P Information about Schedule O (Form 990 or 990-EZ) and its instructions is at www.irs.gov/form990. Inspection
Name of the organization Employer identification number
MI. WASHI NGTON PEDI ATRI C HOSPI TAL, | NC. 52- 0591483

MEMBERS OR STCOCKHCOLDERS

FORM 990, PART VI, LINE 6 AND 7A

JOHNS HOPKI NS HEALTH SYSTEM (JHHS) AND THE UNI VERSI TY OF MARYLAND MEDI CAL
SYSTEM (UMVS) ARE EQUAL MEMBERS OF MT. WASHI NGTON PEDI ATRI C HOSPI TAL
(MAPH) . JHHS AND UMVS EACH ELECT AN EQUAL NUMBER OF MEMBERS TO THE BOARD

OF MAPH.

FORM 990 REVI EW PROCESS

FORM 990, PART VI, LINE 11B

THE | RS FORM 990 | S PREPARED AND REVI EWED BY THE ACCOUNTI NG FI RM OF GRANT
THORNTON. ACCOUNTI NG PERSONNEL | N FI NANCE SHARED SERVI CES AT THE

UNI VERSI TY OF MARYLAND MEDI CAL SYSTEM GATHER THE | NFORMATI ON NEEDED TO
COVPLETE THE RETURN AND | NPUT THE DATA | NTO THE GRANT THORNTON TAX

ORGANI ZER WHI CH | S AN EXCEL- BASED SYSTEM

WHEN ALL DATA HAS BEEN ENTERED, THE | NFORMATION IS SUBM TTED TO GRANT
THORNTON FOR | MPORTATI ON | NTO THEI R TAX SOFTWARE. AT THI' S PO NT, GRANT
THORNTON STAFF MEMBERS REVI EW THE DATA, ASK FOR ADDI TI ONAL | NFORMATI ON | F
NEEDED AND PREPARE THE TAX RETURN. EACH RETURN | S REVI EWED AT SEVERAL
LEVELS AT GRANT THORNTON | NCLUDI NG THE TAX PARTNER. AFTER THEI R REVI EW
PROCESS, A DRAFT RETURN IS SENT TO THE ACCOUNTI NG STAFF AT UMMS FOR AN

I N- HOUSE REVI EW

UPCON COVPLETI ON OF THE | N-HOUSE REVI EW GRANT THORNTON |'S | NSTRUCTED TO

For Privacy Act and Paperwork Reduction Act Notice, see the Instructions for Form 990 or 990-EZ. Schedule O (Form 990 or 990-EZ) (2016)

JSA
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Schedule O (Form 990 or 990-EZ) 2016 Page 2

Name of the organization Employer identification number

MTI. WASHI NGTON PEDI ATRI C HOSPI TAL, | NC. 52-0591483

MAKE ANY NECESSARY CHANGES AND TO PREPARE THE FI NAL TAX RETURN. THE FI NAL
RETURN UNDERGOES ANOTHER REVI EW BY THE ACCOUNTI NG STAFF AT FI NANCE SHARED
SERVI CES AND | S ALSO REVI EMED BY THE ACCOUNTI NG MANAGER, THE DI RECTOR CF

FI NANCI AL REPCRTI NG, THE VI CE PRESI DENT CF FI NANCE AND THE CFO, WHO SI G\S

THE RETURN.

PRIOR TO FILING THE | RS FORM 990, THE ORGANI ZATI ON' S BOARD CHAI RVAN,
TREASURER, AUDI T COVMM TTEE CHAI RVAN, EXECUTI VE COVM TTEE CHAI RVAN OR
OrHER MEMBER OF THE BOARD W TH SI M LAR AUTHORI TY WLL REVI EWTHE | RS FORM
990. AT THE DI SCRETI ON CF THE REVI EW NG BOARD MEMBER, SUCH MEMBER W LL
BRI NG ANY | SSUES CR QUESTI ONS RELATED TO THE COVPLETED | RS FORM 990 TO

THE ATTENTI ON OF THE BOARD.

NOTW THSTANDI NG THE ABOVE, A BOARD RESOLUTI ON | S NOT REQUI RED FOR THE
FI LI NG OF THE ORGANI ZATION' S | RS FORM 990. EACH BOARD MEMBER | S PROVI DED

WTH A COPY OF THE FINAL | RS FORM 990 BEFORE FI LI NG

CONFLI CT OF | NTEREST POLI CY MONI TORI NG & ENFORCEMENT

FORM 990, PART VI, LINE 12C

THE ORGANI ZATI ON' S CFFI CERS, DI RECTORS, EMPLOYEES AND MEDI CAL STAFF
MEMBERS, AS APPLI CABLE, SHALL DI SCLOSE CONFLI CTS OF | NTEREST OR POTENTI AL
CONFLI CTS OF | NTEREST BETWEEN THEI R PERSONAL | NTERESTS AND THE | NTERESTS
OF THE ORGANI ZATI ON, OR ANY ENTI TY CONTROLLED BY OR OANED | N SUBSTANTI AL
PART BY THE ORGANI ZATI ON. A QUESTI ONNAI RE WHI CH DI SCLOSES POTENTI AL
CONFLI CTS OF I NTEREST IS DI STRI BUTED ANNUALLY TO ALL OFFI CERS, DI RECTORS

AND KEY EMPLOYEES. THE GENERAL COUNSEL OF THE UNI VERSI TY OF MARYLAND

ISA Schedule O (Form 990 or 990-EZ) 2016
6E1228 1.000
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Schedule O (Form 990 or 990-EZ) 2016 Page 2

Name of the organization Employer identification number

MTI. WASHI NGTON PEDI ATRI C HOSPI TAL, | NC. 52-0591483

MEDI CAL SYSTEM CORPORATI ON (UMVBC) REVI EWM6 THE RESPONSES FOR UMVISC AND
CERTAI N OTHER AFFI LI ATES. THE CEO OR CFO OF EACH OF THE OTHER ENTI TIES I N
THE UNI VERSI TY OF MARYLAND MEDI CAL SYSTEM REVI EWs THE RESPONSES FOR THOSE

ENTI TI ES.

THE GENERAL COUNSEL, | N CONSULTATION WTH THE AUDIT COMW TTEE, |F
NECESSARY, WOULD DETERM NE | F A CONFLI CT OF | NTEREST EXI STED. W TH
RESPECT TO THE OTHER ENTI TIES IN THE UNI VERSI TY OF MARYLAND MEDI CAL
SYSTEM THE GENERAL COUNSEL MAY BE CALLED FOR CONSULT. |F SO, THE GENERAL

COUNSEL MAY CONSULT THE AUDI T COWM TTEE, | F NECESSARY.

WHENEVER A CONFLI CT OR POTENTI AL CONFLI CT OF | NTEREST EXI STS, THE NATURE
OF THE CONFLI CT CR POTENTI AL CONFLI CT OF | NTEREST MJST BE DI SCLOSED | N
VRl TI NG TO THE ORGANI ZATI ON' S BOARD, BOARD COWM TTEE, AN OFFI CER OF THE
ORGANI ZATI ON OR OTHER APPROPRI ATE EXECUTI VE. SUCH | NDI VI DUAL HAVI NG A
POTENTI AL CONFLI CT OF | NTEREST SHALL PLAY NO ROLE ON BEHALF CF THE
ORGANI ZATI ON, OR ANY ORGANI ZATI ON CONTRCLLED OR SUBSTANTI ALLY OANED, | N

ANY TRANSACTI ON I N WHI CH A CONFLI CT EXI STS.

ALL | NVI TATI ONS FOR BI DS, PROPOSALS OR SOLI Cl TATI ONS FOR OFFERS | NCLUDE

THE FOLLOW NG PROVI SI ON:

ANY VENDOR, SUPPLI ER OR CONTRACTOR MUST DI SCLOSE ANY ACTUAL OR POTENTI AL
TRANSACTI ON W TH ANY ORGANI ZATI ON OFFI CER, DI RECTOR, EMPLOYEE OR MEMBER

OF THE MEDI CAL STAFF, | NCLUDI NG FAM LY MEMBERS W THI N FI VE DAYS OF THE

ISA Schedule O (Form 990 or 990-EZ) 2016
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Schedule O (Form 990 or 990-EZ) 2016 Page 2

Name of the organization Employer identification number

MTI. WASHI NGTON PEDI ATRI C HOSPI TAL, | NC. 52-0591483

TRANSACTI ON.  FAI LURE TO COWLY WTH THI S PROVI SION | S A MATERI AL BREACH

OF AGREEMENT.

I N ADDI TI ON, A BOARD DI SCLOSURE REPORT IS FI LED WTH THE MARYLAND HEALTH
SERVI CES COST REVI EW COVMM SSI ON ON AN ANNUAL BASI S SHOW NG ANY BUSI NESS

TRANSACTI ONS BETWEEN THE BOARD MEMBERS AND THE ORGANI ZATI ON.

PROCESS FOR DETERM NI NG COVPENSATI ON

FORM 990, PART VI, LINES 15A AND 15B
THE ORGANI ZATI ON DETERM NES THE EXECUTI VE COVPENSATI ON PAID TO I TS

EXECUTI VES I N THE FOLLOW NG MANNER PRESCRI BED I N THE | RS REGULATI ONS:

EXECUTI VE COVPENSATI ON PACKAGES ARE DETERM NED BY A COW TTEE OF THE
BOARD THAT IS COMPOSED ENTI RELY OF BOARD MEMBERS WHO HAVE NO CONFLI CT OF
I NTEREST. THE COWM TTEE ACQUI RES CREDI BLE COVPARABI LI TY MARKET DATA
CONCERNI NG THE COMPENSATI ON PACKAGES OF SI'M LARLY SI TUATED EXECUTI VES.
THE COW TTEE CAREFULLY REVI EW6 THAT DATA, THE EXECUTI VE' S PERFORMANCE
AND THE PROPOSED COMPENSATI ON PACKAGES DURI NG THE DECI SI ON MAKI NG
PROCESS. THE COWM TTEE MEMORI ALI ZES | TS DELI BERATI ONS | N DETAI LED M NUTES

REVI EMED AND ADOPTED AT THE NEXT- FOLLOW NG MEETI NG

THE COW TTEE SEEKS AN OPI NI ON OF COUNSEL THAT IT HAS MET THE
REQUI REMENTS OF THE | RS | NTERMEDI ATE SANCTI ONS REGULATI ONS. THI' S PROCESS
IS USED TO DETERM NE THE COVPENSATI ON PACKAGES FOR ALL MANAGEMENT

EMPLOYEES FROM THE VI CE PRESI DENT LEVEL AND UP.

ISA Schedule O (Form 990 or 990-EZ) 2016
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Schedule O (Form 990 or 990-EZ) 2016 Page 2

Name of the organization Employer identification number

MTI. WASHI NGTON PEDI ATRI C HOSPI TAL, | NC. 52-0591483

HOW DOCUMENTS ARE MADE AVAI LABLE TO THE PUBLI C

FORM 990, PART VI, LINE 19

I N GENERAL, FI NANCI AL AND TAX | NFORVATI ON RELATI NG TO THE ORGANI ZATION | S
DEEMED PROPRI ETARY AND NOT SUBJECT TO DI SCLOSURE UPON REQUEST. HOWEVER,
SPECI FI C PROVI SI ONS CF FEDERAL AND STATE LAW REQUI RE THE ORGANI ZATI ON TO
DI SCLOSE CERTAI'N LI M TED FI NANCI AL AND TAX DATA UPON A SPECI FI C REQUEST

FOR THAT | NFORVATI ON.

REQUESTS FOR FORM 990 AND FORM 1023:

A REQUESTOR SEEKI NG TO REVI EW ANDY OR OBTAIN A COPY OF THE ORGANI ZATION S
IRS FORM 990 OR FORM 1023 AS FILED WTH THE | NTERNAL REVENUE SERVI CE,

I NCLUDI NG ALL SCHEDULES AND ATTACHMVENTS, MAY APPEAR I N PERSON OR SUBM T A
VWRI TTEN REQUEST. THE MOST RECENT THREE YEARS OF | RS FORM 990 NMAY BE
REQUESTED. | F THE REQUESTER APPEARS | N PERSON, THE I NDI VIDUAL | S

DI RECTED TO THE OFFI CE OF THE CHI EF FI NANCI AL OFFI CER FOR THE

ORGANI ZATI ON AND THE FORM 990 AND/ OR FORM 1023 ARE NMADE AVAI LABLE FOR

I NSPECTI ON.

THE INDI VI DUAL | S PERM TTED TO REVI EW THE RETURN, TAKE NOTES AND REQUEST
A COPY. | F REQUESTED, A A NOM NAL FEE IS CHARGED FOR MAKI NG THE COPI ES.
THE ORGANI ZATI ON MAY HAVE AN EMPLOYEE PRESENT DURI NG THE PUBLI C

I NSPECTI ON OF THE DOCUMENT.

WRI TTEN REQUESTS FCR AN ENTITY' S FORM 990 OR FORM 1023 ARE DI RECTED

| MMEDI ATELY TO THE OFFI CE OF THE CHI EF FI NANCI AL OFFI CER FOR THE

ISA Schedule O (Form 990 or 990-EZ) 2016
6E1228 1.000

4218CV 700P 5/15/2018 10:07:31 AM V 16-7.17 0180223- 00044



Schedule O (Form 990 or 990-EZ) 2016

Page 2

Name of the organization

MTI. WASHI NGTON PEDI ATRI C HOSPI TAL, | NC.

Employer identification number

52-0591483

ORGANI ZATI ON. THE REQUESTED COPI ES ARE MAI LED WTHI N 30 DAYS OF THE

REQUEST. REPRCDUCTI ON FEES AND MAI LI NG COSTS ARE CHARGED TO THE

REQUESTOR.

CONFLI CT OF | NTEREST POLI CY AND GOVERNI NG DOCUMENTS:

| F THE GOVERNI NG DOCUMENTS AND CONFLI CT OF | NTEREST PCLI CY OF OUR

ORGANI ZATI ON ARE SUBJECT TO THE FEDERAL PUBLI C DI SCLOSURE RULES (OR STATE

PUBLI C DI SCLOSURE RULES), THESE DOCUMENTS W LL BE MADE PUBLI CLY AVAI LABLE

AS APPLI CABLE LAW MAY REQUI RE. OTHERW SE, THE GOVERNI NG DOCUMENTS AND

CONFLI CT OF | NTEREST POLI CY WLL BE PROVI DED TO THE PUBLI C AT THE

DI SCRETI ON OF MANAGEMENT.

RECONCI LI ATI ON OF NET ASSETS

FORM 990, PART X, LINE 9

UNRESTRI CTED:

CHANGE I N FUNDED STATUS COF DEFI NED BENEFI T PLAN
CHANGE I N ECONOM C | NTEREST- MAPF UNRESTRI CTED

NET ASSETS RELEASED FCR PURCHASE COF EQUI PMENT

UNRESTRI CTED CHANGES | N NET ASSETS

RESTRI CTED:

CHANGE | N ECONOM C | NTEREST- MAPF RESTRI CTED

NET ASSETS RELEASED FOR OPERATI ONS

608, 755
606, 531
185, 600

1, 400, 886

1, 693, 917

(564, 509)

JSA
6E1228 1.000

4218CV 700P 5/15/2018 10:07:31 AM V 16-7.17
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Schedule O (Form 990 or 990-EZ) 2016

Page 2

Name of the organization

MTI. WASHI NGTON PEDI ATRI C HOSPI TAL,

Employer identification number

NET ASSETS RELEASED FCOR PURCHASE COF EQUI PMENT

RESTRI CTED CHANGES | N NET ASSETS

OTHER CHANGES | N NET ASSETS

52- 0591483
(185, 600)
943, 808
2, 344, 694
ATTACHVENT 1

990, PART VI |- COVPENSATI ON CF THE FI VE H GHEST PAID | ND. CONTRACTORS

NAME AND ADDRESS

VWH TI NG TURNER CONTRACTI NG
P. 0. BOX 17596
BALTI MORE, NMD 21297

PHARMASOURCE HEALTHCARE, | NC.
P. 0. BOX 632849
Cl NCI NNATI, OH 45263-2849

JOHNS HOPKI NS UNI VERSI TY
600 NORTH WOLF STREET
BALTI MORE, NMD 21287

SLEEP SERVI CES OF AMERI CA, | NC.

P. O BOX 198320
ATLANTA, GA 30384

ONENS & M NOR, | NC.
P. 0. BOX 79171
BALTI MORE, MD 21279-0171

DESCRI PTI ON OF SERVI CES COVPENSATI ON

CONSTRUCTI ON

PHARMACY

PHYSI CI AN SERVI CES

NEUROLOGY SERVI CES

SUPPLI ES

3,941, 404.

2,703, 255.

1,577, 994.

1, 255, 493.

470, 143.

JSA
6E1228 1.000

4218CV 700P 5/15/2018 10:07:31 AM V 16-7.17
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MI.  WASHI NGTON PEDI ATRI C HOSPI TAL, | NC. 52-0591483

| OMB No. 1545-0047

(S%'E]DggLOE) R Related Organizations and Unrelated Partnerships
P Complete if the organization answered "Yes" on Form 990, Part 1V, line 33, 34, 35b, 36, or 37. 2@1 6
Department of the Treasu >AttaCh to Form 990. Open to Public
Intgrnal Revenue Service v P Information about Schedule R (Form 990) and its instructions is at www.irs.gov/form990. Inspection
Name of the organization Employer identification number
MI. WASHI NGTON PEDI ATRI C HOSPI TAL, | NC. 52- 0591483
Identification of Disregarded Entities. Complete if the organization answered "Yes" on Form 990, Part IV, line 33.
@ (b) ©) (d) (e) ) ®
Name, address, and EIN (if applicable) of disregarded entity Primary activity Legal domicile (state Total income End-of-year assets Direct controlling
or foreign country) entity
(1) MAPCH 38- 3987088
1708 W ROGERS AVENUE BALTI MORE, MD 21209 HEAL THCARE VD 9, 186. 15, 518. | MAPH
(2)
(3)
(4)
©)]
(6)
Identification of Related Tax-Exempt Organizations. Complete if the organization answered "Yes" on Form 990, Part IV, line 34 because it had
art one or more related tax-exempt organizations during the tax year.
@ (b) ©) (d) (e) ® )
Name, address, and EIN of related organization Primary activity Legal domicile (state | Exempt Code section | Public charity status Direct controlling Section 512(b)(13)
or foreign country) (if section 501(c)(3)) entity Czr:]‘tfifyfd
Yes No
(1) MOUNT WASHI NGTON PEDI ATRI C FOUNDATI ON 52-1736672
1708 WEST ROGERS AVENUE BALTI MORE, MD 21209 FUNDRAI SI NG ND 501(C) (3) 12A MAPH X
(2)
(3)
(4)
©)]
(6)
(N
For Paperwork Reduction Act Notice, see the Instructions for Form 990. Schedule R (Form 990) 2016
JSA

6E1307 1.000

4218CV 700P 5/15/2018 10: 07: 31 AM V 16-7.17 0180223- 00044



MI.  WASHI NGTON PEDI ATRI C HOSPI TAL, | NC. 52-0591483
Schedule R (Form 990) 2016 Page 2
=P |dentification of Related Organizations Taxable as a Partnership Complete if the organization answered "Yes" on Form 990, Part IV, line 34
because it had one or more related organizations treated as a partnership during the tax year.
(@) (b) © (@) @) ) (] (h) 0] 0 ()
Name, address, and EIN of Primary activity Legal Direct controlling _ Predominant Share of total Share of end-of- | pisproportionate Code V - UBI General or | Percentage
related organization domicile entity income (related, income year assets alocatirs? | @amount in box 20 | managing | ownership
unrelated,
(state or excluded from of Schedule K-1 partner?
foreign tax under (Form 1065)
country) sections 512-514)
Yes| No Yes| No
€]
(2
(3)
(4)
()
(6)
()
Part IV Identification of Related Organizations Taxable as a Corporation or Trust. Complete if the organization answered "Yes" on Form 990, Part IV,
line 34 because it had one or more related organizations treated as a corporation or trust during the tax year.
(@) (b) © (@) @) ® )] (h) 0}
Name, address, and EIN of related organization Primary activity Legal domicile | Direct controlling Type of entity Share of total Share of Percentage| Section
(state or foreign entity (C corp, S corp, or income end-of-year assets |ownership Sczlni(ttr)gl(lfé)
country) trust) entity?
Yes|No
€]
(2
(3)
(4)
(5)
(6)
()
JSA Schedule R (Form 990) 2016

6E1308 1.000

4218CV 700P 5/15/2018

10: 07: 31 AM V 16-7.17
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MI.  WASHI NGTON PEDI ATRI C HOSPI TAL, | NC. 52-0591483

Schedule R (Form 990) 2016 Page 3
Transactions With Related Organizations. Complete if the organization answered "Yes" on Form 990, Part IV, line 34, 35b, or 36.
Note: Complete line 1 if any entity is listed in Parts Il, lll, or IV of this schedule. Yes| No
1 During the tax year, did the organization engage in any of the following transactions with one or more related organizations listed in Parts II-IV?
a Receipt of (i) interest, (ii) annuities, (iii) royalties, or (iv) rent from a controlled entity., . . . . . . . . . . . . i i i e e e e e e e e e e e e e e e e e e e e la X
b Gift, grant, or capital contribution to related organization(S) . . . . . . . . . i i ittt e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e 1b X
¢ Gift, grant, or capital contribution from related organization(s), . . . . . . . . ... ... e e e e e e lc| X
d Loans or loan guarantees to or for related organization(S) . . . . . . . . . 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 e 1d X
e Loans or loan guarantees by related organization(S) . . . . . . i i i i i i i i e e e e ke e e e e e e e e e e e e e e e e e e e le X
f Dividends from related organization(S), . . . . . . v v v v e e e e e e e e e 1f X
g Sale of assets torelated Organization(S) . v+ v & v v v v v vt e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e 19 X
h Purchase of assets from related organization(s), . . . . . . . . . . . ... ittt e e e e e e e e e e e ih X
i Exchange of assets with related organization(s), . . . . . . . . . . . . .. e e e e e e e e e e e 1i X
j Lease of facilities, equipment, or other assets to related organization(S) . . . . . . . . . . .t 0 e e 1j X
k Lease of facilities, equipment, or other assets from related organization(S) . . . . . . . . . . o v 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 1k X
| Performance of services or membership or fundraising solicitations for related organization(s) . . . . . . . . . . . i i i v i i e e e e e e e e e e e e e e e e e 1l X
m Performance of services or membership or fundraising solicitations by related organization(S). . . . . . . . . . . i i i i e e e e e e e e e e e e e e e e e e e im X
n Sharing of facilities, equipment, mailing lists, or other assets with related organization(S) . . . . . . . . . . v o i i i i i e e e e e e e e e e e e e e e e e e e e e 1n X
0 Sharing of paid employees with related organization(S) . . . . . . i v i i i i i i e e e e e e e e e e e e e e lo X
p Reimbursement paid to related organization(S) for EXPENSES. . . v v v v v v v it s 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 1p X
g Reimbursement paid by related organization(S) for EXPENSES . . . v v v i v v v e e e e ek 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 1q X
r Other transfer of cash or property to related organization(s) , . . . . . . . . . . ... ... e e e e e e ir X
s Other transfer of cash or property from related organization(S). . . . . v v 4 i i v vt i o i u ot e e e a e e e e ee e eeamaeaaaeaaeaeeaaeaaa 1s X
2 If the answer to any of the above is "Yes," see the instructions for information on who must complete this line, including covered relationships and transaction thresholds.
(@) (b) () (d)
Name of related organization Transaction Amount involved Method of determining
type (a-s) amount involved
(1) MOUNT WASHI NGTON PEDI ATRI C FOUNDATI ON C 442, 117. FW
(2)
3
4
(5
(6)
ISA Schedule R (Form 990) 2016

6E1309 1.000

4218CV 700P 5/15/2018 10: 07: 31 AM V 16-7.17 0180223- 00044



MI. WASHI NGTON PEDI ATRI C HOSPI TAL, | NC. 52-0591483
Schedule R (Form 990) 2016 Page 4

Part VI Unrelated Organizations Taxable as a Partnership. Complete if the organization answered "Yes" on Form 990, Part IV, line 37.

Provide the following information for each entity taxed as a partnership through which the organization conducted more than five percent of its activities (measured by total assets
or gross revenue) that was not a related organization. See instructions regarding exclusion for certain investment partnerships.

@ (b) © @ © ® © %) ) ) ®
Primary activity Legal domicile Predominant Are all partners Share of Share of Disproportionate Code V - UBI General or | percentage
(state or foreign income (related, section total income end-of-year allocations? amount in box 20 managing | ownership
country) unrelated, excluded 501(c)(3) assets of Schedule K-1 partner?
from tax under organizations? (Form 1065)

sections 512-514) Yes | No Yes | No Yes | No

Name, address, and EIN of entity

(1)

(2)

(3)

(4)

(5)

(6)

()

(8)

9)

(10)

(11)

(12)

(13)

(14)

(15)

(16)

JSA Schedule R (Form 990) 2016
6E1310 1.000

4218CV 700P 5/15/2018 10: 07: 31 AM V 16-7.17 0180223- 00044



MI.  WASHI NGTON PEDI ATRI C HOSPI TAL, | NC. 52-0591483

Schedule R (Form 990) 2016 Page 5

WAl Supplemental Information
Provide additional information for responses to questions on Schedule R. See instructions.

Schedule R (Form 990) 2016

6E1510 2.000

4218CV 700P 5/15/2018 10:07:31 AM V 16-7.17 0180223- 00044
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