OMB No. 1545-0047

rom 990 Return of Organization Exempt From Income Tax

Under section 501(c), 527, or 4947(a)(1) of the Internal Revenue Code (except black lung

benefit trust or private foundation) Open to Public

Department of the Treasury
Intemal Revenue Service P The organization may have to use a copy of this return to satisfy state reporting requirements. Inspection
A For the 2012 calendar year, or tax year beginning 07/01, 2012, and ending 06/30,20 13
C Name of organization D Employer identification number
B check if appicable:
MONTGOMERY GENERAL HOSPITAL, INC.
::_",:::‘ Doing Business As MEDSTAR MONTGOMERY MEDICAL CENTER 52-0646893
Name change |  Number and street (or P.O. box if mail is not delivered to street address) Room/suite E Telephone number
Initlal retum 18101 PRINCE PHILIP DRIVE (301) 774-8640
Terminsted City or town, state or country, and ZIP + 4
Ameriod OLNEY, MD 20832 G Gross receipts $ 155,898, 889.
Appiietion | F Name and address of principal officer PETER MONGE H(a) this il grup résum for H Yes E{ No
18101 PRINCE PHILIP DRIVE OLNEY, MD 20832 H(b) Are all affiliates included? Yes No
| Taxexemptstatus: | X [501(c)3) | | 501(c)( ) @ (nsetno) | | 4947(a)1yor | |527 I "No." attach a list. (see Instructions)
J Website: pr WWW.MONTGOMERYGENERAL .ORG H(c) Group exemption number P
K Form of organization: I X I Corporation | | Trustl l Assoclation l I Other B> | L Year of formation: 2000[ M _State of legal domicile: ~ MD
Summary
1 Briefly describe the organization's mission or most significant activites: _ _____________________________ .~
® MEDSTAR_MONTGOMERY MEDICAL CENTER IS DEDICATED TO ENHANCING OUR _
£ COMMUNITY'S HEALTH AND WELL-BEING BY OFFERING HIGH QUALITY,
g COMPASSIONATE AND PERSONALIZED CARE. e
§ 2 Check this box P [:] if the organization discontinued its operations or disposed of more than 25% of its net assets.
o8| 3 Number of voting members of the govemningbody (Part Vi, line 1a) _ . . . . . . . . . . . o, 3 19
E 4 Number of independent voting members of the governing body (Part Vi, lineb) . . . . . . .. .. . ... 4 13.
E §  Total number of individuals employed in calendar year 2012 (Part V,line2a), _ _ . . . . . .. .. ... ..... 5 1,444.
<| 6 Total number of volunteers (estimate if Necessary) . . . . . . .. . ... 6 300.
7a Total gross unrelated business revenue from Part VIII, column (C), line12 7a 511,793.
b Net unrelated business taxable income from Form 990-T, IN@34 . . . . c v v v v v v v v o n o st s v ueas 7b -7,485.
Prior Year Current Year
g 8 Contributions and grants (Part VHl, line 1h) e 50. 0
§ 9 Program service revenue (Part VIll, line2g) . . . . . .. .. .. PUBLIC MSPECTION 148,725,768. 150,253, 062.
& 10 Investment income (Part VIIl, column (A), lines 3,4, and 7d), = _ | 225,097. 182,944.
11 Other revenue (Part VIIi, column (A), lines 5, 6d, 8c, 9¢, 10c, and ey, . ... ... ... 2,784,800. 5,462,883.
12 Total revenue - add lines 8 through 11 (must equal Part Vll, column (A), line 12). . . . . . . 151,735,715. 155,898, 889.
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), line 4) . 0 0
2 15 Salaries, other compensation, employee benefits (Part IX, column (A), lines 5-10) . . 68,709,649, 69,796,647.
£ | 16 a Professional fundraising fees (Part IX, column (A), line Me) 0 0
é b Total fundraising expenses (Part IX, column (D), line 25) »_ _ 6
Y147 other expenses (Part [X, column (A), lines 11a-11d, 11£-24f) . . .. .. ... ... 74,023,551. 78,834,948.
18 Total expenses. Add lines 13-17 (must equal Part IX, column (A), line 25) . . . . . 142,733,200. 148,631,595.
19 Revenue less expenses. Subtractline 18 fromline 12, . . . . . . . v v o 4 v o v v v u v 9,002,515, 7,267,294 .
5 § Beginning of Current Year End of Year
§§ 20 Totalassets{PartX,line18) . = . L 142,397,229. 136,893, 886.
%g 21 Total liabilities (Part X, ine 26) . L, 52,425,956. 39,108,310.
2°I=i 22 Net assets or fund balances. Subtractline21fromline20. . . . . . . v v v v v v v u v u 89,971,273. 97,785,576.

Signature Block

Under penalties of perjury, | declare that | have examined this retum, including accompanying schedules and statements, and to the best of my knowledge and belief, it is true,
correct, and complete. Declargjj }’9 prep other than officer) is based on all information of which preparer has any knowledge.

ss/ry
e / V 4

=
Hore | P

’ Type or print name and title

Daty

AVP, Taraton

Print/Type preparer's name Preparer's signature Date Chfeck if PTIN
:‘:::,am SCOTT M. SHERMAN KT AN 5/5/14 empiord » [ ]| Po0as1522
Use Only Firm's name P> KPMG LLP EIN P 13-5565207

Firm's address P> 1676 INTERNATIONAL DRIVE MCLEAN, VA 22102 Phoneno. p» 703-286-8000
May the IRS discuss this return with the preparer shown above? (see instructions) . . . . . . . & & v v o v b o e o o e e e un Q] Yes I__I No
For Paperwork Reduction Act Notice, see the separate instructions. Form 990 (2012)

S,
%Eﬁoss 1.000
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rm 8868 Application for Extension of Time To File an

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

® If you are filing for an Automatic 3-Month Extension, complete only Part | and check this box
e If you are filing for an Additional (Not Automatic) 3-Month Extension, complete only Part ll (on page 2 of this form).
Do not complete Part ll unless you have already been granted an automatic 3-month extension on a previously filed Form 8868.

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

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

P By 1 e the ol T e Locs e e e e el e L s s »[]
All other corporations (including 1120-C filers), partnerships, REMICs, and trusts must use Form 7004 to request an extension of time
to file income tax returns. Enter filer's identifying number, see Instructions
Name of exempt organization or other filer, see instructions. Employer identification number (EIN) or
Type or
print MONTGOMERY GENERAL HOSPITAL 52-0646893
:ﬂ: ?;::?or Number, street, and room or suite no. If a P.O. box, see instructions. Social security number (SSN)
filing your 18101 PRINCE PHILIP DRIVE
return. See City, town or post office, state, and ZIP code. For a foreign address, see instructions.
instructions.
OLNEY, MD 20832
Enter the Return code for the return that this application is for (file a separate application foreachreturn) . . . . . . ... ... |_0|1___|
Application Return | Application Return
Is For Code |lIs For Code
Form 990 or Form 990-EZ 01 Form 990-T (corporation) 07
Form 990-BL 02 Form 1041-A 08
Form 4720- (individual) 03 Form 4720 09
Form 990-PF 04 Form 5227 10
Form 990-T (sec. 401(a) or 408(a) trust) 05 Form 6069 11
Form 990-T (trust other than above) 06 Form 8870 12

o The books are in the care of » MARC BERGER

Telephone No. » 410 772-6719 FAX No.
e If the organization does not have an office or place of business in the United States, check thisbox _ _ _ . . ... ..... .. | 2 D
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 | _ . _ . . > D . if it is for part of the group, check thisbox _ , , , . . . > |_] and attach

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

until 02/17 ,20 14 , to file the exempt organization return for the organization named above. The extension is
for the organization's return for:

» | | calendar year 20 or

» [X | tax year beginning 07/01 ,2012 |, and ending 06/30 , 20 13

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

3a If this application is for Form 990-BL., 990-PF, 990-T, 4720, or 6069, enter the tentative tax, less any
nonrefundable credits. See instructions. 3al$ 0
b If this application is for Form 990-PF, 990-T, 4720, or 6069, enter any refundable credits and
estimated tax payments made. Include any prior year overpayment allowed as a credit. 3b|$ 0
¢ Balance due. Subtract line 3b from line 3a. Include your payment with this form, if required, by using EFTPS
(Electronic Federal Tax Payment System). See instructions. 3c|$ 0
Cautlon. If you are going to make an electronic fund withdrawal with this Form 8868, see Form 8453-EQ and Form 8879-EQ for payment instructions.
For Privacy Act and Paperwork Reduction Act Notice, see Instructions. Form 8868 (Rev. 1-2013)
JSA
2F8054 2.000

07353X 2502 vV 12-7F 2377084 PAGE 1



Form 8868 (Rev. 1-2013)

® if you are filing for an Additional (Not Automatic) 3-Month Extension, complete only Part Il and check thisbox, , , . . . . . | |Ll
Note. Only complete Part Il if you have already been granted an automatic 3-month extension on a previously filed Form 8868,
o If you are filing for an Automatic 3-Month Extension, complete only Part | (on page 1).

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

Enter fller's identifying number, see instructions

Name of exempt organization or other filer, see instructions. Employer identification number (EIN) or

Type or
print MONTGOMERY GENERAL HOSPITAL, INC. 52-0646893

) Number, street, and room or suite no. If a P.O. box, see instructions. Social security number (SSN)
zﬂZZ’Q::?or 18101 PRINCE PHILIP DRIVE
f;'tzgn)’%“;e City, town or post office, state, and ZIP code. For a foreign address, see instructions.
instructions. OLNEY, MD 20832
Enter the Return code for the return that this application is for (file a separate application foreachreturn) . « v« v v« v v . W . o]
Application Return | Application Return
Is For Code |Is For Code
Form 990 or Form 990-EZ 01
Form 990-BL 02 Form 1041-A 08
Form 4720 (individual) 03 Form 4720 09
Form 990-PF 04 Form 5227 10
Form 990-T (sec. 401(a) or 408(a) trust) 05 Form 6069 11
Form 990-T (trust other than above) 06 Form 8870 12

STOP! Do not complete Part Il if you were not already granted an automatic 3-month extension on a previously filed Form 8868.

® The books are inthe care of » MARC BERGER,

Telephone No. » 410 772-6719

FAX No.

e |f the organization does not have an office or place of buéiness in the United States, check thisbox _ , _ .. ... e > L__l

e If this is for a Group Return, enter the organization's four digit Group Exemption Number (GEN)
. If it is for part of the group, check this box

for the whole group, check this box

»[ ]

list with the names and EINs of all members the extension is for.

. If this is
> u and attach a

4 | request an additional 3-month extension of time untit
, or other tax year beginning
6 If the tax year entered in line 5 is for less than 12 months, check reason:

5 For calendar year

Change in accounting period

05/15 ,20 14

07/01 ,20 12

, and ending 06/30 ,2013

|__| Initial return |_| Final return

7  State in detail why you need the extension INFORMATION NECESSARY TO PREPARE A COMPLETE AND
ACCURATE RETURN IS NOT YET AVAILABLE.

8a If this application is for Form 990-BL, 990-PF, 990-T, 4720, or 6069, enter the tentative tax, less any
nonrefundable credits. See instructions. ' 8a|$ 0
b If this application is for Form 990-PF, 990-T, 4720, or 6069, enter any refundable credits and
estimated tax payments made. Include any prior year overpayment allowed as a credit and any =
amount paid previously with Form 8868. 8b$
¢ Balance Due. Subtract line 8b from line 8a. Include your payment with this form, if required, by using EFTPS
(Electronic Federal Tax Payment System). See instructions. 8c|$ 0

Signature and Verification must be completed for Part Il only.

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

Signature P> M [ ZAY W

Tite > PATID PREPARER

Date > 1/23/14

JSA

2F8055 2.000
07353X 2502

vV 12-7.12

Form 8868 (Rev. 1-2013)
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MONTGOMERY GENERAIL: HOSPITAL, INC. 52-0646893

Form 990 (2012) Page 2
IR} Statement of Program Service Accomplishments
Check if Schedufe O contains a response to any questioninthisPart lll . . . . .. o i v i i i iw e ...

1 Briefly describe the organization's mission:
ATTACHMENT 1

2 Did the organization undertake any significant program services during the year which were not listed on the
prior Form 980 or 890-EZ? L e e e
If "Yes,"” describe these new services on Schedule O.

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

D 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.

D Yes No

4a (Code: Y(Expenses $§ 1,1 241,697. including grants of $ o ){(Revenue $ 150,224,765, )
MEDSTAR MONTGOMERY MEDICAL CENTER'S LARGEST PROGRAM IS ACCESS TO
AND THE PROVISION OF ACUTE HOSPITAL SERVICES TO THE COMMUNITIES OF
NORTHEASTERN MONTGOMERY COUNTY, MARYLAND AND THE SURROUNDING
AREAS. IN ADDITION TO THE PROGRAM SERVICE EXPENSES LISTED ABOVE,
MMMC INCURRED $18.1M OF MANAGEMENT AND GENERAI. EXPENSES IN
PROVIDING SERVICES TO ITS COMMUNITIES. THE ACUTE CARE HOSPITAL
OFFERS A CARDIAC AND VASCULAR PROGRAM, GENERAL SURGERY,
ORTHOPEDICS, CANCER CARE, AND OBSTETRICS. FOR MORE INFORMATION,
SEE SCHEDULE O.

4b (Code: )} (Expenses $ 5,000,044, including grants of $ o ) (Revenue $ 0 )
MEDSTAR MONTGOMERY MEDICAL CENTER PROVIDED $5.0M IN CHARITY CARE
SERVICES IN FISCAL YEAR 2013. CHARITY CARE IS PROVIDED PURSUANT
TO MEDSTAR HEALTH'S FINANCIAL ASSISTANCE POLICY TO MEMBERS OF THE
COMMUNITY WHOSE INCOME IS BELOW CERTAIN THRESHOLDS AND FOR WHICH
THE HOSPITAL IS NOT COMPENSATED. UNDER MARYLAND'S UNIQUE PAYER
SYSTEM, THE AMOUNT REPORTED REPRESENTS MMMC'S CHARITY CARE EXPENSE
AND REVENUES REPRESENT DIRECT PAYMENTS FROM THE STATE'S CHARITY
CARE POOL. OTHER CHARITY CARE EXPENSES ARE INDIRECTLY REIMBURSED
VIA THE STATE OF MARYLAND'S PAYMENT SYSTEM.

4c (Code: ) (Expenses $ 4,268,545, including grants of $ o )(Revenue $ 0 )
MEDSTAR MONTGOMERY MEDICAIL CENTER PROVIDED $4.3M IN SUBSIDIZED
(MISSION DRIVEN) HEALTH SERVICES IN FISCAL YEAR 2013. THESE
CRITICAL SERVICES, WHICH ARE DRIVEN BY COMMUNITY NEEDS, OPERATE AT
A LOSS. THEY ADDRESS PRIORITIES PRIMARILY THROUGH DISEASE
PREVENTION AND IMPROVEMENT OF HEALTH STATUS. SERVICES PROVIDED
INCLUDE EXPANDED EMERGENCY ROOM SUBSIDIES, BEHAVIORAL SERVICES,
AND WOMEN'S AND CHILDREN'S SERVICES SUBSIDIES.

4d Other program services {Describe in Schedule O.)
(Expenses $ including grants of $ ) (Revenue $ )
4e Total program service expenses P» 130,510,286.

JSA
2E1020 2.000 Form 990 (2012)

07353X 2502 vV 12-7.12 2377084



MONTGOMERY GENERAL HOSPITAL, INC. 52-0646893
Form 990 (2012) Page 3
Checklist of Required Schedules

Yes | No
1 Is the organization described in section 501(c)(3) or 4947(a)(1) (other than a private foundation)? If "Yes,"
complete SChedule A . . . . . @ i i i i e e et e e e e e e e e 1 X
2 Is the organization required to complete Schedule B, Schedule of Contributors (see instructions)? . .. ... ... 2 X
3 Did the organization engage in direct or indirect political campaign activities on behalf of or in opposition to
candidates for public office? If "Yes,” complete Schedule C,Parfl. . . . . . . v« v i it v ittt e i e v n s 3 X
4 Section 501(c)(3) organizations. Did the organization engage in lobbying activities, or have a section 501(h)
election in effect during the tax year? If "Yes,” complete Schedule C,Partll. . . . . . v o« v v v v v v i i v e 4 X

5 Is the organization a section 501(c)(4), 501(c)(5), or 501(c)(6) organization that receives membership dues,
assessments, or similar amounts as defined in Revenue Procedure 98-19? If "Yes," complete Schedule C,
1 3 | 5 X

6 Did the organization maintain any donor advised funds or any similar funds or accounts for which donors
have the right to provide advice on the distribution or investment of amounts in such funds or accounts? If

"Yes,"complete Schedule D, Parf | . . . . & . @ i @ i i i e i e it et e e e e e e e e e 6 X
7 Did the organization receive or hold a conservation easement, including easements to preserve open space,

the environment, historic land areas, or historic structures? If "Yes," complete Schedule D, Partll. . . . . . . ... 7 X
8 Did the organization maintain collections of works of art, historical treasures, or other similar assets? /f "Yes,"

complete Schedule D, Partlll . . . . ¢ ¢ i i i i i i i it e i et et e e e e e 8 X

9 Did the organization report an amount in Part X, line 21, for escrow or custodial account liability; serve as a
custodian for amounts not listed in Part X; or provide credit counseling, debt management, credit repair, or

debt negotiation services? If "Yes," complete Schedule D, Part IV . . . . . .« i i i i i i it e i e e 9 X
10 Did the organization, directly or through a related organization, hold assets in temporarily restricted
endowments, permanent endowments, or quasi-endowments? /f "Yes,” complete Schedule D, PartV . . . .. .. 10 X

11 If the organization’s answer to any of the following questions is "Yes," then complete Schedule D, Parts VI,
VI, VIII, IX, or X as applicable.
a Did the organization report an amount for land, buildings, and equipment in Part X, line 10? If "Yes,"

complete Schedule D, Part VI | | . . . . . . . i ittt i e e e e e e e e 11a] X
b Did the organization report an amount for investments-other securities in Part X, line 12 that is 5% or more

of its total assets reported in Part X, line 167 If "Yes," complete Schedule D, Part VIl . . . . . . .. ... ... ... 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, Part VIll, . . . . .. . ... .. .... 11c X
d Did the organization report an amount for other assets in Part X, line 15 that is 5% or more of its total assets

reported in Part X, line 167 If "Yes,” complete Schedule D, Part IX . . . . . . .\ v v v v v e e e e e 11d X

e Did the organization report an amount for other liabilities in Part X, line 25? If "Yes,” complete Schedule D, Part X |[11e| X
f Did the organization’s separate or consolidated financial statements for the tax year include a 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
12a Did the organization obtain separate, independent audited financial statements for the tax year? If "Yes,"
complete Schedule D, Parts Xl and Xl . . v « v @ i v i i v s e i et it e o vt e n s e n e et e 12a X
b 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 Xland Xllisoptional « « « « « « « « v ¢ v o « » 12b| X
13 Is the organization a school described in section 170(b){(1)(A)Xii)? If "Yes," complete ScheduleE . . ... ... .. 13 X
14 a Did the organization maintain an office, employees, or agents outside of the United States?. . . . . . ... .... 14a X

b Did the organization have aggregate revenues or expenses of more than $10,000 from grantmaking,
fundraising, business, investment, and program service activities outside the United States, or aggregate

foreign investments valued at $100,000 or more? If "Yes,” complete Schedule F,Partsland V. . . . . . ..... 14b X
15 Did the organization report on Part IX, column (A), line 3, more than $5,000 of grants or assistance to any
organization or entity located outside the United States? If "Yes,” complete Schedule F, Partslfand IV . . . . . . . 15 X
16 Did the organization report on Part IX, column (A), line 3, more than $5,000 of aggregate grants or assistance
to individuals located outside the United States? If "Yes,” complete Schedule F, Partslltand IV . . . . . ... ... 16 X
17 Did the organization report a total of more than $15,000 of expenses for professional fundraising services
on Part IX, column (A), lines 6 and 11e? If "Yes," complete Schedule G, Part | (see instructions) . . . . . . . . ... 17 X
18 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, Partll . . . . v v ¢ o i i v v v vt e e et s s e e 18 X
18 Did the organization report more than $15,000 of gross income from gaming activities on Part VIII, line 9a?
If "Yes," complete Schedule G, Partlll . . . . v« v v o i i i e i i et e ettt et e e e 19 X
20 a Did the organization operate one or more hospital facilities? if "Yes," complete Schedule H . . . . ... ... ... 20a| X
b_If "Yes" to line 20a, did the organization attach a copy of its audited financial statements to thisreturn? . . . . . . 20by X
JSA Fom 990 (2012)

2E1021 1.000
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MONTGOMERY GENERAL HOSPITAL, INC. 52-0646893
Form 990 (2012) Page 4
Part IV Checklist of Required Schedules (continued)

Yes | No
21 Did the organization report more than $5,000 of grants and other assistance to any government or organization
in the United States on Part IX, column (A), line 1? If "Yes," complete Schedule I, Partsland il. . . . ... ..... 21 X
22  Did the organization report more than $5,000 of grants and other assistance to individuals in the United States
on Part IX, column (A), line 27 If "Yes,” complete Schedule I, Partsland Il . . . . . . . . i e e ereees 22 X

23 Did the organization answer "Yes" to Part VI, Section A, line 3, 4, or 5 about compensation of the
organization's current and former officers, directors, trustees, key employees, and highest compensated
employees? If "Yes,"complete Schedule J . . . . . . . . . . i it 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,”gotoline 25 . . . . . . . v v i v i i it i s ot e e aenn 24a X
b Did the organization invest any proceeds of tax-exempt bonds beyond a temporary period exception? . . . . . . . 24b
¢ Did the organization maintain an escrow account other than a refunding escrow at any time during the year
to defease any tax-exempt DONAS? . . . . . . . o . i it ittt e e e e e e e e e, 24c
d Did the organization act as an "on behalf of" issuer for bonds outstanding at any time during the year?. . . . . . . 24d
25a Section 501(c)(3) and 501(c)(4) organizations. Did the organization engage in an excess benefit transaction
with a disqualified person during the year? If "Yes,” complete Schedule L, Part! . . . . . . . . . o v v v v v v v.. 25a X

b Is the organization aware that it engaged in an excess benefit transaction with a disqualified person in a prior
year, and that the transaction has not been reported on any of the organization's prior Forms 990 or 990-EZ?

If "Yes,"complete Schedule L, Part I. . . . . . . . . . . i it ittt s st ettt et ettt e 25h X
26 Was aloan to or by a current or former officer, director, trustee, key employee, highly compensated employee, or
disqualified person outstanding as of the end of the organization's tax year? /f "Yes," complete Schedule L, Part Il . | 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, PartIV. . . . . ... 28a X
b A family member of a current or former officer, director, trustee, or key employee? If "Yes," complete
Schedule L, Part IV . . . . . i it i e it 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, PartivV . . . ... ... 28¢ X
29 Did the organization receive more than $25,000 in non-cash contributions? If "Yes,” complete Schedule M | 29 X
30 Did the organization receive contributions of art, historical treasures, or other similar assets, or qualified
conservation contributions? If "Yes,"complete Schedule M . . . . . . . . . o i i i e e e e e 30 X
31 Did the organization liquidate, terminate, or dissolve and cease operations? If "Yes,” complete Schedule N,
Part . L e L o L N N . i I 31 X
32 Did the organization sell, exchange, dispose of, or transfer more than 25% of its net assets? If "Yes," '
complete Schedule N, Partll. . . . . . . . . i i i i it s it e e et e s et e n e et e st 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]. . . . . . . . . . v v v v a o v v v 33 X
34 Was the organization related to any tax-exempt or taxable entity? If "Yes,” complete Schedule R, Part I, i,
oriV,andPart V,line 1. . . . . . o i i it e e et e e et e e e e 34 X
35a Did the organization have a controlled entity within the meaning of section 512(b}(13)? . . . . .. ... ... .. 35a| X
b If "Yes" to line 35a, did the organization receive any payment from or engage in any transaction with a
controlled entity within the meaning of section 512(b)(13)? If "Yes,"” complete Schedule R, Part V, line 2 . . , . . . 35b| X
36 Section 501(c)(3) organizations. Did the organization make any transfers to an exempt non-charitable
related organization? If "Yes," complete Schedule R, Part V, line 2 , . . . . . . . . v i v v vt e i 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,

o T 8 S . e B LS, 3T 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 . . . . &+ o o v i i i v v v v v o v o e e 38 X

Form 990 (2012)
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MONTGOMERY GENERAL HOSPITAL, INC. 52-0646893

Form 990 (2012)
Statements Regarding Other IRS Filings and Tax Compliance

Check if Schedule O contains a response to any questioninthisPartV. . .. ... ... ..o v ... E]
Yes | No
1a Enter the number reported in Box 3 of Form 1096. Enter -0- if not applicable, . .. ... ... 1a 104
b Enter the number of Forms W-2G included in line 1a. Enter -0- if not applicable, . . ... ... 1b 0
¢ Did the organization comply with backup withholding rules for reportable payments to vendors and
reportable gaming (gambling) winnings to prize Winners?, . . . . . . . . .t i i i it e e e tc | X
2a Enter the number of employees reported on Form W-3, Transmittal of Wage and Tax
Statements, filed for the calendar year ending with or within the year covered by this return , | 2a ‘ 1,444 ! |
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 theyear? . . .. ...... 3a X
b If "Yes," has it filed a Form 990-T for this year? If "No," 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
BOCOUME T L . e e e it e e et e 4a X
b If *Yes,” enter the name of the foreign country: » ____________ _ ~_~_~ ~__ .
See instructions for filing requirements for Form TD F 90-22.1, Report of Foreign Bank and Financial Accounts.
5a Was the organization a party to a prohibited tax shelter transaction at any time during the taxyear? ., . . ... .. 5a X
b Did any taxable party notify the organization that it was or is a party to a prohibited tax shelter transaction? | 5b X
¢ If "Yes" to line 5a or 5b, did the organization file FOrm 8886-T2 . . . . . . . v v v v v v v v e e e e e e e, 5¢
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
giftswere not taxdeductible? , , . . .. ... ... 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? . . . . . . . L L. L. L e e e et e 7a X
b If "Yes," did the organization notify the donor of the value of the goods or services provided? . . . ... ...... 7b
¢ Did the organization sell, exchange, or otherwise dispose of tangible personal property for which it was
requiredtofile FOrm 82827 . . . v v i i i i i i i i e et e e e e e e e e e e et 7c X
d If "Yes," indicate the number of Forms 8282 filed duringtheyear , . . . ... ......... I 7d l
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? , , . | 7@
h If the organization received a contribution of cars, boats, airplanes, or other vehicles, did the organization file a Form 1098-C? 7h
8 Sponsoring organizations maintaining donor advised funds and section 509(a)(3) supporting
organizations. Did the supporting organization, or a donor advised fund maintained by a sponsoring |
organization, have excess business holdings atany time during theyear? . . . . . ... ... ¢ oo v v i ... 8
9 Sponsoring organizations maintaining donor advised funds.
a Did the organization make any taxable distributions under section4966?, . . . . ... ... . .. . v v ' . ... 9a
b Did the organization make a distribution to a donor, donor advisor, orrelatedperson? . . . .. ... ... . .... 9b
10 Section 501(c)(7) organizations. Enter:
a Initiation fees and capital contributions included on Part VI, line12 . . . .. ... ...... 10a
b Gross receipts, included on Form 990, Part VIII, line 12, for public use of club facilites . . . . [10b
11 Section 501(c)(12) organizations. Enter:
a Gross income from membersorshareholders |, . . . . . ... v v v e s v n e, 11a
b Gross income from other sources (Do not net amounts due or paid to other sources
against amounts due or received fromthem.), . . . . . . . . . . v st 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 Is 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 , _ . . ... ... .. ....... 13b
¢ Enterthe amountofreservesonhand. . . .. ... .......... ..., 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 Schedule O . . . . . . 14b

JSA
2E1040 1.000
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Form 990 (2012) MONTGOMERY GENERAL HOSPITAL, INC. 52-0646893 Page 6

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 to any questioninthisPartVl. . . . . . .« v o v v v v v v v o v v oo ot
Section A. Governing Body and Management
Yes | No
1a Enter the number of voting members of the governing body at the end of the taxyear. « « « « « + = = o v & 1a 1
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 13
2 Did any officer, director, trustee, or key employee have a family relationship or a business relationship with
any other officer, director, trustee, orkeyemployee? . . . . . ... o e e s 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? . . . . . .« v v v v v i v i i s i s 6 | X
7a Did the organization have members, stockholders, or other persons who had the power to elect or appoint
one or more membersof the governing body? . + « v -« v vttt i e e e e s 7a | X
b Are any governance decisions of the organization reserved to (or subject to approval by) members,
stockholders, or persons other than the governingbody? . . . . .« . . o o v v o v i i it i i e 7 | X
8 Did the organization contemporaneously document the meetings held or written actions undertaken during
the year by the following:
@ The gOVErNINGDOGY?. « « v « v v v v e s et e st e e ae s ne et a e 8a | X
b Each committee with authority to act on behalf of the governingbody? . . . ... ... v o v v 8b | X
8 s there any officer, director, trustee, or key employee listed in Part VlI, Section A, who cannot be reached at
the organization's mailing address? If "Yes,” provide the names and addresses in ScheduleO . . . . .. ... ... 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 afffiates? . . . . . ... . .o e v i o 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 foom? . . 11al 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," gotoline 13 . . . . . .« = o v v v vt v v 12a| X
b Were officers, directors, or trustees, and key employees required to disclose annually interests that could give
FISE 10 CONMICIS? = = & = o & @ e v e s s e e e s asee s aaensnassasa e teeennes 12b| X
¢ Did the organization regularly and consistently monitor and enforce compliance with the policy? If "Yes,”
describe in Schedule Ohow thisSwas done . . « v « v v o 4 o« 4 s o n s s o s o n o m n s s s a1 n n o oannos 12¢| X
13 Did the organization have a written whistleblower policy?. . . . . .« c oo v vt ittt e e 13 | X
14  Did the organization have a written document retention and destruction policy?. . . . . .. ..o v v v o au L 14 | X
15 Did the process for determining compensation of the following persons include a review and approval by
independent persons, comparability data, and contemporaneous substantiation of the deliberation and decision?
a The organization's CEQ, Executive Director, or top managementofficial . . . ... ... .. ............ 15a| X
b Other officers or key employees oftheorganization . . . . . . . ... ¢ ittt ittt 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 YEaF? . . . . . v v v v vt o et mm e e m 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 sucharrangements? , . . . ... ... ... .. ... ........ 16b| X

Section C. Disclosure

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

17 List the states with which a copy of this Form 990 is required to be filed »_2~- __ _ _ _ _ _ e
18 Section 6104 requires an organization to make its Forms 1023 (or 1024 if applicable), 990, and 990-T (Section 501(c)(3)s only)
available for public inspection. Indicate how you made these available. Check all that apply.
Own website Another's website Upon request |___l Other (explain in Schedule O)
19 Describe in Schedule O whether (and if so, how), the organization made its governing documents, confiict of interest policy,
and financial statements available to the public during the tax year.
20 State the name, physical address, and telephone number of the person who possesses the books and records of the
organization: P>MARC BERGER, 5565 STERRETT PLACE, STH FLOOR, COLUMBIA, MD 21044 (410)772-6713
JSA Form 990 (2012)
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Form 990 (2012) MONTGOMERY GENERAL HOSPITAL, INC. 52-0646893 Page 7
m Compensation of Officers, Directors, Trustees, Key Employees, Highest Compensated Employees, and
Independent Contractors
Check if Schedule O contains a response to any questioninthisPartVIl . . ..................
Section A.  Officers, Directors, Trustees, Key Employees, and Highest Compensated Employees
1a Complete this table for all persons required to be listed. Report compensation for the calendar year ending with or within the
organization's tax year.

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

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

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

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

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

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

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

(©)
(A) (8) Position (D) (3] F)
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 (listany] officer and a director/trustee) from related other -
hours for ) the organizations compensa
related ;9; § 2 g & é % g organization (W-Zs‘;/1 099-MISC) from the
organizatons | 3 & | & 8 2|88 | 2| w-2n1089-misC) organization
below dotted | @ £ | 5 gleg e
tine) g ; ~§ 8? organizations
@
| & ﬁ
. g
Q.
(1) PETER MONGE _________ | 39.00]
PRESIDENT/DIRECTOR 1.00| X X 782,410. 0 25,476.
(2)JOSEPH BELL _____ | _1.00]
DIRECTOR 0] X 0 0 0
(3)DEE_ HAWKINS ] _1.00
DIRECTOR 0] X 0 0 0
(4)MICHAEL K KERRMD | 1.00]
DIRECTOR o] X 20,500. 0 0
(5)KENNETH A SAMET | 1.00]
DIRECTOR 39.00) X 0 3,794,743. 59,637.
(6)AMY AMPEY, MD | _1.00]
DIRECTOR 0} X 0 0 0
(7)CHARLES F MESS, SR. MD__ | 1.00;
DIRECTOR 0] X 0 0 0
(8) BENNETT MORRISON, MD | _1.00]
DIRECTOR 39.00| X 0 161,884. 481.
_(9) RICHARD WEINSTEIN, MD___ | 1.00]
DIRECTOR 0] X 5,500. 0 0
(10)DONALD SWEENEY | 1.00]
DIRECTOR 0] X 0 0 0
(1M)KEVIN FLANNERY | 1.00
DIRECTOR 0| X 0 0 0
(12)SHEILA WOODARD _ | 1.00] .
DIRECTOR 0] X 0 0 0
(13)IVONNE GIULIANA CENTTY, DDS | _1.00]
DIRECTOR 0] X 0 0 0
(14)JOHN FERGUSON | 1.00]
DIRECTOR 0] X 0 0 0
JSA Form 990 (2012)
2E1041 1.000
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MONTGOMERY GENERAL HOSPITAL, INC. 52-0646893
Form 990 (2012) Page 8
Section A. Officers, Directors, Trustees, Key Employees, and Highest Compensated Employees (continued)
(A) (8) (C} (D) (€) F)
Name and title Average Position Reportable Reportable Estimated
hoursper | (do not check more than one compensation |compensation from amount of
week (list any | DOX, unless person is both an from related other
hoursfor | Officer and a director/trustes) the organizations compensation
reiated 1S3 | 21218 |58 || organization | (W-2/1099-MISC) from the
organizations | = § g g 2 :& g ‘En (W-2/1099-MISC) organization
below dotted (Q £ | & 5|84 ] and related
line) g 5 8 g|° N organizations
a|gl |38 3
%% g
g
( 15) FADIA KINKEL _____ | 1 1.00]
DIRECTOR 0] X O 0 0
( 16) WENDY WALKER, DVM ___ | 1 1.00]
DIRECTOR 0| X 0 0 0
( 17) JAMES A. BONIFANT | 1 1.00]
DIRECTOR 0] X 0 0 0
( 18) KATHERINE W. FARQUHAR ____ | 1 1.00]
DIRECTOR 0] X 0 0 0
( 19) RICHARD KURNOT, MD _______ [ 1 1.00]
DIRECTOR i 0f X 48,750. 0 0
( 20) DAVID HAVRILLA | 39.00
CFO 1.00 X 329,099. 0 30,633,
( 21) ROGER LEONARD _______ | 40.00]
VP, MEDICAL AFFAIRS ¢} X 379,795. 0 19,222,
(22) KEVINMBLL ___________________| 40.00]
VP, HUMAN RESOURCES 0 X 218,526. 0 19,670.
(123) CONNIE STONE _________________| 39.00]
VP, PATIENT CARE SERVICES 1.00 X 235,570. 0 18,595.
( 24) BETTY ANN SECRIST __ __________| 40.00]
VP, QUALITY, SAFETY,COMPLIANCE 0 X 174,886. 0 5,761.
( 25) MARIA ESPINA | 40.00]
MANAGER, PA'S 0 X 151, 056. 0 12,959,
1b Sub-total | e > 808,410.] 3,956,627. BSES94E
¢ Total from continuation sheets to Part VII, SectionA , ., . . . .. ... ... »| 2,098,218. 0 146,429.
d Total (addlinesibandic) . . . . . . . . .. ittt i it iinann »| 2,906,628.| 3,956,627. 232,023.
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 » 10
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 v v v e enannn 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? /f “Yes,” complete Schedule J for such
individual . . . v o e e e e e e e e e e e e e e e e e e e e 4 X
§ Did any person listed on line 1a receive or accrue compensation from any unrelated organization or individual
for services rendered to the organization? /f “Yes,” complete Schedule J for 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)

Name and business address

(B)

Description of services

©

Compensation

ATTACHMENT 2

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

more than $100,000 in compensation from the organization p 5
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MONTGOMERY GENERAL HOSPITAL, INC. 52-0646893
Form 990 (2012) Page 8
=URYIl Section A. Officers, Directors, Trustees, Key Employees, and Highest Compensated Employees (continued)
(A) (8 ©) (D) € F)
Name and title Average Position Reportable Reportable Estimated
hours per | (do not check more than one compensation |compensation from amount of
week (listany | bOX, unless person is both an from related other
hours for | officer and a director/trustee) the organizations compensation
reieted 1S3 | 21215 |3&|g| organization | (W-2/1099-MISC) from the
organizations | 5 <. FE: g @ g—g ?» (W-2/1099-MISC) organization
below dotted gg 1721583 and related
line) S = 2 g|® § organizations
HE |
8 £
2
( 26) RANDALL BURSAW _______________| 40.00
SUPERVISOR, NUCLEAR MEDICINE 0 X 154,472. 0 17,526.
(27) MELISSA YEAGER _______________| 40.00]
VP, MKTING, PLANNING ,BUS DEV 0 X 162,829. 0 16,387.
(28) SETH KREVAT __________________|_40.00]
AVP CLINICAL EXCELLENCE 0 X 243,235, 0 5,676.
1b Sub-total | L e >
¢ Total from continuation sheets to Part VI, SectionA . . . ... ....... >
dTotal(addlines1band1c) . . . . . . . o it i v i it i i v s e nnn >
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 » 10
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 oo erruneen 3 X
4 For any individual listed on line 1a, is the sum of reportable compensation and other compensation from the
organization and related organizations greater than $150,000? If “Yes,” complete Schedule J for such
individual . . . . . L e e e e e i e e e e e e et e et e i e e et e 4 X
5 Did any person listed on line 1a receive or accrue compensation from any unrelated organization or individual
for services rendered to the organization? If “Yes,” complete Schedule J for 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) ®) (C)
Name and business address Description of services Compensation

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

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

S
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Form 990 (2012)

MONTGOMERY GENERAL HOSPITAL,

INC.

52-0646893

Page 9

Statement of Revenue

Check if Schedule O contains a response to any question in this Part VIl

(A) (B) ©) (D)

Total revenue Related or Unrelated Revenue
exempt business excluded from tax
function revenue under sections
revenue 512, 513, or 514

gg 1a Federated campaigns . « . . . . . . 1a
62| b Membershipdues . ........ 1b
gf ¢ Fundraisingevents . . .. ... .. ic
©2| d Related organizations . . . . . e v 1d
::: ,% e Government grants (contributions) . . | 1€
B g f Al other contributions, gifts, grants,
gs and similar amounts not included above . |_1f
§§ g Noncash contributions included inlines1a-1 $ | .
et h Total. Addfinesfa-1f . . . . . . . ... ... L, e 0
§ Business Code
% 2a PATIENT SERVICE REVENUE 621300 141,196,450, 141,196,450.
': b PHYSICIAN BILLING REVENUE 621110 8,399,544. 8,399,544,
LZ’ ¢ LAB REVENUE 900099 523,189. 11,396. 511,793.
& d OTHER PROGRAM REVENUE 900099 133,879. 133,879,
E| e
b f Al other program service revenue . . . . .
o g Total. Add lines 2a-2f . . . . . R N 150,253,062,
3  Investment income (including dividends, interest, and
other similaramounts). . . . . . . .. .. o . oA > 182,944, 182,944.
4  Income from investment of tax-exempt bond proceeds . . . > 0
5 Royalties - - - - - - S, W) S—— 0
(i) Real (ii) Personal
6a Grossrents . . « . . ... 142,500.
b Less: rental expenses . . .
¢ Rental income or (loss) . . 142,500,
d Netrentalincomeor(loSs). « « « « « o o o v v s & a o & . > 142,500, 142,500,
(i) Securities (ii) Other
7a Gross amount from sales of
assets other than inventory
b Less: cost or other basis
and sales expenses . . . .
¢ Gainor(loss) - « » « .« .+ .
d Netgainor(loss) « « « « « v« .. . c .. P 0
g 8a Gross income from fundraising
s events (not including $
5 of contributions reported on line 1c).
s See PartIV,line18 « . + . . .. . . .. a
2 b Less: directexpenses . . . . . A
6 ¢ Net income or (loss) from fundraisingevents . . . . . . .. P 0
9a Gross income from gaming activities. :
See PartIV,line19 , , .., ... .. .. a
b Less:directexpenses . . . ....... b
¢ Net income or (loss) from gaming activities. . . . . . . . . > 0
10a Gross sales of inventory, less
returns and allowances v e ... a
b Less:costofgoodssold. . . .. .. .. b
¢ Net income or (loss) from salesofinventory, . . . ... . .Pp 0
Miscellaneous Revenue Business Code
11a MANAGEMENT FEES 900099 10,113, 10,113,
b EQUITY INTEREST IN AFFILIATES 525990 192,046. 192,046,
¢ MISCELLANEOUS REVENUE 900099 5,118,224. 5,118,224,
d Allotherrevenue . . « « « = v v v v s 4 s
e Total. Addlines 11a-11d « « = « « = « + s « » N & 5,320,383,
12 Total revenue. See instructions . . . . . ... ... e P 155,898,889, 149,741,269, 511,793, 5,645,827,
JSA Form 990 (2012)
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Form 990 (2012)
3140 g Statement of Functional Expenses

MONTGOMERY GENERAL HOSPITAL, INC.

52-0646893

Page 10

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 to any question in this Part IX

Do not include amounts reported on lines 6b, 7b,

(A)
Total expenses

(B)

©)

(D)

8b, 9b, and 10b of Part VIll. e o i
1 Grants and other assistance to govemments and
organizations in the United States. See Part IV, line 21 . 0
2 Grants and other assistance to individuals in
the United States. See Part IV, line 22, . . . . . 0
3 Grants and other assistance to governments,
organizations, and individuals outside the
United States. See Part IV, lines 15 and 16, _ , | 0
4 Benefits paid toorformembers , | ., .. ... 0
5 Compensation of current officers, directors,
trustees, and keyemployees , , . . ... ... 2,239,643, 2,056,068. 183,575.
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
Other salariesandwages , _ _ . . ....... 55,987,730. 51,398,624, 4,589,106.
Pension plan accruals and contributions (include section
401(k) and 403(b) employer contributions) . . . . . . 978,548. 898,340. 80,208.
9 Other employeebenefits . + « » v v v v v o« . 6,379,576. 5,856,666. 522,910.
10 Payrolltaxes « = » « s ¢ v e vt e e e s 4,211,150, 3,865,978. 345,172,
11 Fees for services (non-employees):
a Management ., . ... ............ 0
blegal .......0 0o -240,865. ~240,865.
CAccounting . . . . .. ¢ v i v e n e -257. 17,743. -18,000.
dLobbying . .....couiiiurnn... 0
@ 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 Schedule0.), . , . . . 27,473,467. 17,773,021. 9,700, 446.
12 Advertising and promotion , . _ . . ... ... 562,891. 14,116. 548,775.
13 Officeexpenses . . . .. ... vovvwewenn 0
14 Informationtechnology. . . . . . v v v . v . . 0
15 Royalties, . . ... v v e n . 0
16 Occupancy . .. .......0uurenn 801,980. 801,980.
17 Travel . . . .. .. e e 42,951. 3,916. 39,035.
18 Payments of travel or entertainment expenses
for any federal, state, or local public officials o,
19 Conferences, conventions, and meetings , , . . 86,803. 10,327, 76,476.
20 Interest . ... .......... 0000, 2,008,493. 2,008,493.
21 Paymentstoaffiliates. . . . ... ... .... 0
22 Depreciation, depletion, and amortization , , . 8,977,236. 8,977,236.
23 INSUMANCE . . & v v v v e e e e 1,194,591. 1,194,591.
24 Other expenses. ltemize expenses not covered
above (List miscellaneous expenses in line 24e. If
line 24e amount exceeds 10% of line 25, column -
(A) amount, list line 24e expenses on Schedule O.)
aSUPPLIES _ ___ __ 25,653,882, 25,466,881. 187,001.
pBAD DEBT _ _ _ _ _ 5,202,870. 5,202,870.
c¢UTILITIES (INCL TELEPHONE) ___ 2,698,238. 2,676,485. 21,753.
d OTHER ADMINISTRATIVE EXPENSE _ 2,361,235, 1,369,847. 991,388.
e Allotherexpenses _ _ ___ _ ____ _______ 2,011,433. 1,719,084. 292,349.
25  Total functional expenses. Add lines 1 through 24e 148,631,595. 130,510,286. 18,121,3009.
26 Joint costs. Complete this line only if the

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

following SOP 98-2 (ASC 958-720), . . .. . . 0
JSA
2E1052 1.000 Form 990 (2012)
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MONTGOMERY GENERAL HOSPITAL, INC. 52-0646893
Form 990 (2012) Page 11
Balance Sheet
Check if Schedule O contains a response to any questioninthisPartX . ... ................. [ ]
(A) (8)
Beginning of year End of year
1 Cash-non-interest-bearing , , ., .. ... .................. g 1 0
2 Savings and temporary cashinvestments, = .. ... ... .. ... .. 35,964,739.| 2 30,065,044.
3 Pledges and grantsreceivable,net | . ... ... ... ... ... .... g 3 0
4 Accountsreceivable,net .. 16,724,696.| 4 15,512,512.
5 Loans and other receivables from current and former officers, directors,
trustees, key employees, and highest compensated employees.
Complete Partliof Schedule L . . . .. ......._ .......... qs 0
6 Loans and other receivables from other disqualified persons (as defined under section
4958(f)(1)), persons described in section 4958(c)(3}(B), and contributing employers
and sponsoring organizations of section 501(c)(9) voluntary employees' beneficiary
B organizations (see instructions). Complete Part Il of ScheduleL ., . .. . .. q 6 0
§ 7 Notes and loans receivable, net . . . . . . . . ... .. .. .. ... .. ... q7 0
&| 8 |Inventoriesforsaleoruse, . ., .., .. ................... 2,499,352.| 8 2,404,441.
9 Prepaid expenses anddeferredcharges . ... ........ ... .0... 831,544.| 9 1,040,319.
10a Land, buildings, and equipment: cost or
other basis. Complete Part VI of Schedule D 10a 179,835,543,
b Less: accumulated depreciation, . . ... .. .. 10b 92,164, 045. 86,084,189.|10¢c 87,671,498.
11 Investments - publicly traded securities _, . ., . ... ............. q11 0
12 Investments - other securities. See Part iV, line 11, _ . . . ... ... .... 146,728.112 117,313.
13 Investments - program-related. See Part IV, line 11 _ . . . ... ... .... Q13 0
14 Intangibleassets , . . . . ... ... ...... ... ... ... q14 0
15 Other assets. See Part IV, line11 , , . . . .. ... ... .0 ... 145,981./ 15 82,759.
16 _ Total assets. Add lines 1 through 15 (mustequalline34) . ... .. .... 142,397,229.| 16 136,893,886.
17  Accounts payable and accrued expenses, | . . . . .. .. .ttt 15,101,566.| 17 14,841,024.
18 Grantspayable, . . . ... ... ... ... .. ... e q 18 0
19 Deferred revenue . , . . . . .. ... ...vureemeeannnnnnn. q19 72,433 .
20 Tax-exemptbond liabiltes . . . .., ., ., .................. q 20 0
(21 Escrow or custodial account liability. Complete Part IV of Schedule D | | | q 21 0
‘_E' 22 loans and other payables to current and former officers, directors,
g trustees, key employees, highest compensated employees, and
- disqualified persons. Complete Part Il of ScheduleL , , _ . . . ... ... .. Qg 22 0
23 Secured mortgages and notes payable to unrelated third parties | ., . . . Q23 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
ofScheduleD . . . . . . ... . ... ... . e . 37,324,390.25 24,194,853.
26 Total liabilities. Add lines 17 through25. . . ... ... ... ... ..... 52,425,956.| 26 39,108,310.
Organizations that follow SFAS 117 (ASC 958), check here P LX_J and
§ complete lines 27 through 29, and lines 33 and 34.
£127  Unrestricted netassets = = L 89,971,273.| 27 97,785,576.
S128 Temporarily restricted netassets . . ... ... ... ... ... g 28 0
z 29 Permanently restrictednetassets, . . .. ... .. ... 0 e q 29 0
T Organizations that do not follow SFAS 117 (ASC 958), check here P D and
5 complete lines 30 through 34.
g 30 Capital stock or trust principal, or currentfunds =~ . 30
@ |31  Paid-in or capital surplus, or land, building, or equipmentfund = . 31
f 32 Retained earnings, endowment, accumulated income, or other funds _ _ | 32
2(33 Totalnetassetsorfundbalances . . . ... ... . ... ... .... .. 89,971,273.| 33 97,785,576.
34 Total liabilities and net assets/fundbalances. . . . ... ........... 142,397,229.| 34 136,893,886.
Form 990 (2012)
JSA
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MONTGOMERY GENERAL HOSPITAL, INC. 52-0646893

Form 990 (2012) Page 12
Reconciliation of Net Assets
Check if Schedule O contains a response to any questioninthisPart XI. . . . ... ... ... .....
1 Total revenue (must equal Part VIHl, column (A), N 12) « & v v v v v v v v e v a v v s e aeenes 1 155,898,889.
2 Total expenses (must equal Part IX, column (A), N 25) + « + v v v v v e v v e vt e e e e s 2 148,631,595.
3 Revenue less expenses. Subtract iNe 2 fromliNE 1. o v v v v v v v vt e e v e r v s et eenns 3 7,267,294.
4 Net assets or fund balances at beginning of year (must equal Part X, line 33, column (A)) . . . . . 4 839,971,273.
5 Net unrealized gains (I0SSES) ONINVESIMENS + « « « v v v v v v v e v e e e e e e s s e e en 5 -7,049.
6 Donated services anduseoffacilities . . . . . . . . . .. i i Ll L e e e e e 6 0
7 Investment eXpenSeS . v v v o v v v v i i h e e e e e e e e et e e e e e e e 7 0
8 Priorperiodadjustments . . . . . . .. e e e e e e e e e e 8 0
9 Other changes in net assets or fund balances (explainin Schedule O}« « « v v v v v v v v e v v v 9 554,058.
10 Net assets or fund balances at end of year. Combine lines 3 through 9 (must equal Part X, line
33, COIUMN (B)) + & vt v v v v v v ot e e et e mu e s et e ke e e e h a s e e e se e 10 97,785,576.
m Financial Statements and Reporting
Check if Schedule O contains a response to any questioninthisPartXll . ............. o[
Yes | No
1 Accounting method used to prepare the Form 990: D Cash Accrual D Other
if the organization changed its method of accounting from a prior year or checked "Other,” explain in
Schedule O.
2a Were the organization's financial statements compiled or reviewed by an independent accountant? _ _ _ | 2a X
If "Yes,” check a box below to indicate whether the financial statements for the year were compiled or
reviewed on a separate basis, consolidated basis, or both:
Separate basis D Consolidated basis D Both consolidated and separate basis
b Were the organization's financial statements audited by an independentaccountant? . . . . ... ... .... 2b | X
If "Yes," check a box below to indicate whether the financial statements for the year were audited on a
separate basis, consolidated basis, or both:
Separate basis Consolidated basis I:I 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? 2c | X
If the organization changed either its oversight process or selection process during the tax year, explain in
Schedule O.
3a As a result of a federal award, was the organization required to undergo an audit or audits as set forth in
the Single Audit Act and OMB Circular A-13372 .« -« - 4 4 v i bt i it e i et e s m et n s oo nennn 3a X
b If "Yes," did the organization undergo the required audit or audits? If the organization did not undergo the
required audit or audits, explain why in Schedule O and describe any steps taken to undergo such audits 3b

Form 990 (2012)
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(SFEE,,EEQE';FQO_EZ) Public Charity Status and Public Support

OMB No. 1545-0047

Complete if the organization is a section 501(c)(3) organization or a section

4947(a)(1) nonexempt charitable trust. Onen to Public

E]?granr;nReenvte?‘fJges:nm}aczu v P> Attach to Form 990 or Form 990-EZ. P See separate instructions. inspection
Name of the organization Employer identification number
MONTGOMERY GENERAL HOSPITAL, INC. 52-0646893

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 11, check only one box.)

E

10
11

L]

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

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

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

A medical research organization operated in conjunction with a hospital described in section 170(b){1)(A)(iii). Enter the
hospital's name, city, andstate: . ______
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 II.)

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

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

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

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 I1l.)

An organization organized and operated exclusively to test for public safety. See section 509(a)(4).

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

a D Type | b D Typell ¢ D Type llI-Functionally integrated d D Type llI-Non-functionally integrated
By checking this box, | certify that the organization is not controlled directly or indirectly by one or more disqualified
persons other than foundation managers and other than one or more publicly supported organizations described in section
509(a)(1) or section 509(a)(2).

f If the organization received a written determination from the IRS that it is a Type |, Type II, or Type lll supporting
organization, check this box
g Since August 17, 2006, has the organization accepted any gift or contribution from any of the
following persons?
(i) A person who directly or indirectly controls, either alone or together with persons described in (ii) Yes | No
and (iii) below, the governing body of the supported organization? _ . . . ... ... ........ 11g()
(i) Afamily member of a persondescribedin () above? L. 11g(ii)
(i) A 35% controlled entity of a person described in (i) or (i) above? . . . .. ... .. ......... 11g(ili)
h Provide the following information about the supported organization(s).
(i) Name of supported (il) EIN (i) Type of organization @iv) Isthe | (v) Did you notify (vi) Is the (vii) Amount of monetary
organization (described on lines 1-9 organization In | the organization | organization in support
above or IRC section °g'~r(') “s‘e"":" in col. (i) of | col. (i) organized
(see instructions)) ¥ ocomentz | | your support? inthe U.S.?
Yes | No Yes No Yes No
(A)
(B)
©)
(D)
(E)
Total
For Paperwork Reduction Act Notice, see the Instructions for Schedule A (Form 990 or 990-E2) 2012

Form 990 or 990-EZ.
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MONTGOMERY GENERAL HOSPITAL, INC. 52-0646893

Schedule A (Form 990 or 990-EZ) 2012 Page 2

Support Schedule for Organizations Described in Sections 170(b)(1)(A)(iv) and 170(b)(1)(A)(vi)
(Complete only if you checked the box on line 5, 7, or 8 of Part | or if the organization failed to qualify under
Part lIl. If the organization fails to qualify under the tests listed below, please complete Part ili.)

Section A. Public Support

Calendar year (or fiscal year beginning in) P (a) 2008 {b) 2009 (c) 2010 (d) 2011 {e) 2012 (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 withoutcharge . . . . . . .
Total. Add lines 1 through 3. . . . . ..
5 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
shownon line 11, column(f). . . . . . .
6 Public support. Subtract line 5 from line 4.
Section B. Total Support
Calendar year (or fiscal year beginning in) P (a) 2008 (b) 2009 (c) 2010 (d) 2011 (e) 2012 {f) Total
7 Amounts fromlned4 . .........
8 Gross income from interest, dividends,
payments received on securities loans,
rents, royalties and income from similar
SOUMCeS , | | . . . ... v cvunnsn
9 Net income from unrelated business
activities, whether or not the business
is regularlycarriedon « « . . . . . ...
10 Other income. Do not include gain or
loss from the sale of capital assets
(ExplaininPartlV.) . . .. ... ...,
11  Total support. Add lines 7 through 10 . .
12  Gross receipts from related activities, etc. (SE8INSUCHONS) « = « + v 2 & v ¢ v @ o v o o v v m e v e m e s a 12 |
13 First five years. If the Form 990 is for the organization's first, second, third, fourth, or fifth tax year as a section 501(c)(3)
organization, check thisboxandstop here . . . . . . . . . v v v v i it i it et e e e e e s s e e s e e e e » D
Section C. Computation of Public Support Percentage
14 Public support percentage for 2012 (line 6, column (f) divided by line 11, coumn(®) . . ... ... 14 %
15 Public support percentage from 2011 Schedule A, Part il line14 ., . . .. ... ... ... . ... 15 %
16a 331/3% support test - 2012. 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 - 2011. 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 - 2012. If the organization did not check a box on line 13, 16a, or 16b, and line 14 is

10% or more, and if the organization meets the "facts-and-circumstances" test, check this box and stop here. Explain in
Part IV how the organization meets the "facts-and-circumstances” test. The organization qualifies as a publicly supported
OrgANIZALION, | L i ittt i it it ettt e e e e e e e e e e e e e >
b 10%-facts-and-circumstances test - 2011. If the organization did not check a box on line 13, 16a, 16b, or 17a, and line
156 is 10% or more, and if the organization meets the "facts-and-circumstances" test, check this box and stop here.
Explain in Part IV how the organization meets the "facts-and-circumstances” test. The organization qualifies as a publicly

SUPPOrted Organization . .« . . . . . . . . . ittt ittt e e h 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
Ly o {To > D

Schedule A (Form 990 or 990-EZ) 2012
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MONTGOMERY GENERAIL HOSPITAL, INC. 52-0646893

Schedule A (Form 990 or 990-EZ) 2012 Page 3
Support Schedule for Organizations Described in Section 509(a)(2)

(Complete only if you checked the box on line 9 of Part | or if the organization failed to qualify under Part 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) » (a) 2008 (b) 2009 (c) 2010 (d) 2011 (e) 2012 (f) Total

1  Gifts, grants, contributions, and membership fees

received. (Do not include any "unusual grants.")
2 Gross receipts from admissions, merchandise

sold or services performed, or facilities
furnished in any activity that is related to the
organization's tax-exempt purpose

3 Gross receipts from activities that are not an
unrelated trade or business under section 513
4 Tax  revenues levied for the
organization's benefit and either paid
to orexpended on itsbehalf , . . ..
5 The value of services or facilities
furnished by a governmental unit to the
organization without charge ,
6 Total. Add lines 1 through 5
7a Amounts included on lines 1, 2, and 3
received from disqualified persons . . . .
b Amounts included on lines 2 and 3
received from other than disqualified
persons that exceed the greater of $5,000
or 1% of the amount on line 13 for the year
¢ Addlines7aand7b. « . . . . . .. B0

8 Public support (Subtract line 7c froi
liN@6.) v o v v o v v o s v v v uu e

Section B. Total Support

Calendar year (or fiscal year beginning in) » (a) 2008 (b) 2009 (c) 2010 (d) 2011 (e) 2012 (f) Total

9 Amounts fromline6, . . ... .....
10a Gross income from interest, dividends,
payments received on securities loans,
rents, royalties and income from similar
SOUMCES . » « « o ¢ s s s o ¢ s « o = » .

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

¢ Add lines 10a and 10b

11 Net income from unrelated business
activities not included in line 10b,
whether or not the business is regularly
carriedon -« « + ¢« ¢ e o 2 s s e “ e e

12 Other income. Do not include gain or
loss from the sale of capital assets
(ExplaininPartIV) , ., .,......

13 Total support. (Add lines 9, 10c, 11,

and12) ... ....
14  First five years. If the Form 990 is for the organization's first, second, third, fourth, or fifth tax year as a section 501(c)(3)
organization, check this box and stophere. . . . . . len e e . ety - e N I .o P
Section C. Computation of Public Support Percentage
15  Public support percentage for 2012 (line 8, column (f) divided by line 13, column (f)) | T O | %
16 Public support percentage from 2011 Schedule A, Part i, line 15, . . . . e e i ey ..} 16 %
Section D. Computation of Investment Income Percentage
17  Investment income percentage for 2012 (line 10c, column (f) divided by line 13, column(f)) , . . . ... ... |17 %
18 Investment income percentage from 2011 Schedule A, Partlll, line17 _, , , . . . . ... .. R I K %

19a 331/3% support tests - 2012. 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 - 2011. 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 P
Schedule A (Form 990 or 990-EZ) 2012
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MONTGOMERY GENERAL HOSPITAL, INC. 52-0646893
Schedule A (Form 990 or 990-EZ) 2012 Page 4
I\l Supplemental Information. Complete this part to provide the explanations required by Part Il line 10;

Part Il line 17a or 17b; and Part Ill, line 12. Also complete this part for any additional information. (See
instructions).

JSA Schedule A (Form 990 or 890-EZ) 2012
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| OMB No. 1545-0047

SCHEDULE D

Supplemental Financial Statements

{(Form 990)

» Complete If the organization answered "Yes," to Form 990,
Department of the Treasury Part IV, line 6, 7, 8, 9, 10, 118, 11b, 11c, 11d, 11e, 11f, 12a, or 12b. Open to Public
Intemal Revenue Service P Attach to Form 990. D See separate instructions. Inspection
Name of the organization Employer identification number
MONTGOMERY GENERAL HOSPITAL, INC. 52-0646893

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

(a) Donor advised funds {b) Funds and other accounts
1 Total number atendofyear . ..........
2  Aggregate contributions to (during year) .
3  Aggregate grants from (duringyear). . . .. ..
4  Aggregate value atendofyear. . . .......
5 Did the organization inform all donors and donor advisors in writing that the assets held in donor advised
funds are the organization’s property, subject to the organization's exclusive legalcontrol? ., ... ....... D Yes D No

6 Did the organization inform all grantees, donors, and donor advisors in writing that grant funds can be used
only for charitable purposes and not for the benefit of the donor or donor advisor, or for any other purpose
conferring impermissible privatebenefit? . . . . . . . . ... ... .. e aa.. D Yes D No
Conservation Easements. Complete if the organization answered "Yes" to Form 990, Part IV, line 7.
1 Purpose(s) of conservation easements held by the organization (check all that apply).
Preservation of land for public use (e.g., recreation or education) -Preservation of an historically important land area
Protection of natural habitat Preservation of a certified historic structure
Preservation of open space

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

Held at the End of the Tax Year
a Total number of conservationeasements . . . .. ... ... .. it e e 2a
b Total acreage restricted by conservationeasements . . . . ... ... ... ...t 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 NationalRegister. . . . .. .. ... ... 0., 2d
3  Number of conservation easements modified, transferred, released, extinguished, or terminated by the organization during the
taxyear > __ __ ___ _ _________

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

violations, and enforcement of the conservation easementsitholds? . . ... .. .. .. v v v it e v v L__I Yes D No
(] Staff and volunteer hours devoted to monitoring, inspecting, and enforcing conservation easements during the year

| R S
7  Amount of expenses incurred in monitoring, inspecting, and enforcing conservation easements during the year

>

8 Does each conservation easement reported on line 2(d) above satisfy the requirements of section 170(h)(4)(B)
() and section 170MVANBYINT. . . . . . . .. .. e [Jves [lno
9 In Part Xlil, 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.
Organizations Maintaining Collections of Art, Historical Treasures, or Other Similar Assets.
Complete if the organization answered "Yes" o Form 990, Part IV, line 8.

1a If the organization elected, as permitted under SFAS 116 (ASC 968), not to report in its revenue statement and balance sheet
works of art, historical treasures or other similar assets held for public exhibition, education, or research in furtherance of
public service, provide, in Part Xlll, the text of the footnote to its flnanc1al 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) Revenues included in Form 980, PartVill,line1 . . . . . . . o it it ittt ittt v e s s e >SS _
(i) Assets included in Form 890, Part X . . . . . . ot i i i i i e s e e e s e e s __ o __

2 If the organization received or heid 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 Revenues included in Form 990, Part VI, line 1 . . . . . . o v vt i i i i e it i e e e s e s e e > ____
b Assetsincluded in FOrm 990, Part X . . . . . o o i v i 4 e s e s ks e e e e e m e e e e e n e >$
For Paperwork Reduction Act Notice, see the Instructions for Form 990. Schedule D (Form 990) 2012
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MONTGOMERY GENERAL HOSPITAL, INC. 52-0646893
Schedule D (Form 990) 2012 " Page 2
iCIA4[[] Organizations Maintaining Collections of Art, Historical Treasures, or Other Similar Assets (continued)

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

a Public exhibition d B Loan or exchange programs
b Scholarly research e Other
c Preservation for future generations
4 Provide a description of the organization's collections and explain how they further the organization's exempt purpose in Part
XIil.
5 During the year, did the organization solicit or receive donations of art, historical treasures, or other similar
assets to be sold to raise funds rather than to be maintained as part of the organization's collection? . . . . . . I:I Yes I:I No

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

1a Is the organization an agent, trustee, custodian or other intermediary for contributions or other assets not
inclided on Form 990, PartX? . | .. . [Jves [INo
b If "Yes," explain the arrangement in Part XlIl and complete the following table:

Amount
c Beginningbalance . . . . ... i it it s e e e e e e 1¢
d Additionsduringtheyear . .. .. .. ..t it i ittt et e 1d
e Distributionsduringtheyear. . . . . . . . .. i i i i i e e e 1e
f Endingbalance . . . . . . . . . . i L e e e e e e e e e e 1f
2a Did the organization include an amount on Form 990, Part X, line21? . . .. . ... ... ...... L Yes | _|No
b If "Yes," explain the arrangement in Part Xlll. Check here if the explanation has been provided inPart XIll, . . ... ...
Endowment Funds. Complete if the organization answered "Yes" to Form 990, Part IV, line 10.
(a) Current year (b) Prior year (c) Two years back | (d) Three years back | (e) Four years back
1a Beginning of year balance . .
b Contributions . . . . .......
¢ Net investment earnings, gains,
andlosses. . . ... .......

d Grants or scholarships . ... ..
e Other expenditures for facilities
andprograms . . « .« . . « v 2 4
f Administrative expenses . . . . .
g Endofyearbalance. . . .. ...
2 Provide the estimated percentage of the current year end balance (line 1g, column (a)) held as:
a Board designated or quasi-endowment p %

b Permanent endowment p %

¢ Temporarily restricted endowment p %

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

organization by: Yes | No
(i) unrelated organizations . . . . . . . ¢ . o i L i e e e e e ke e e e e e 3a(i)
(iifrelated organizations . . . . . . . . . . i i i e e i e e e e e e e e e e e e 3a(ii)

b If "Yes" to 3a(ii), are the related organizations listed as required onScheduleR? . . . . v v o v v v v v v v v nn . 3b

4 Describe in Part Xlll the intended uses of the organization's endowment funds.
Ul  Land, Buildings, and Equipment. See Form 990, Part X, line 10.

Description of property (a) Cost or other basis | (b) Cost or otherbasis | {¢) Accumulated (d) Book value
(investment) (other) depreciation
1a Land. - - - ¢ f h e e s e e e e e 146,581. 146,581.
b Buildings «......... .00, 94,423,845. 7,841,903. 86,581,942.
¢ Leasehold improvements. . . . . . . ... 2,699,202. 2,699,202.
d Equipment . . ... .0 70,820,856.| 84,322,142, -13,501,286.
@ Other -« -+ v v v v i it i et e e e e e 11,745, 060. 11,745, 060.
Total. Add lines 1a through 1e. (Column (d) must equal Form 990, Part X, column (B), line 10(c).). . . . . . » 87,671,499.

Schedule D (Form 990) 2012

JSA
2E1269 1.000

07353X 2502 vV 12-7.12 2377084



MONTGOMERY GENERAL HOSPITAL, INC.

Schedule D (Form 990) 2012

52-0646893
Page 3

LAYl Investments - Other Securities. See Form 990, Part X, line 12.

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

(b) Book value

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

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

LAY} Investments - Program Related. See Form 990, Part X, line 13.

{a) Description of investment type

{b) Book value

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

(1)

2

3)

“4)

)]

(6)

@

(8)

8]

(10)

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

Other Assets. See Form 990, Part X, line 15.

(a) Description

(b) Book value

W)

2

3

)

5

6

0

8

C)]

(10)

Total. (Column (b) must equal Form 990, Part X, col. (B) line 15.)

Other Liabilities. See Form 990, Part X, line 25.

1. (a) Description of liability (b) Book value

(1) Federal income taxes

(2 DUE TO RELATED ORGANIZATION 9,906,663.
(3)MOB LIABILITY 7,877,865.
(4)ADVANCE HEALTH INSURANCE 3,885,153.
(5)ARR SEED PAYABLE 496,044.
(6) PATIENT CREDIT BALANCES 212,317.
(7)PATIENT ACCOUNT AUDITS 182,917.
(8) OPTIMUM CHOICE IBNR 131,960.
(9)OTHER LIABILITIES 1,501,934.

(10)

(11)

Total. (Column (b) must equal Form 990, Part X, col. (B) line 25.)

>

24,194,853.

2. FIN 48 (ASC 740) Footnote. In Part Xlil, 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 inPartXIll, ., . . ... ... .

JSA
2E1270 1.000
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MONTGOMERY GENERAL HOSPITAL, INC.
Schedule D (Form 990) 2012

Reconciliation of Revenue per Audited Financial Statements With Revenue per Return

1 Total revenue, gains, and other support per audited financial statements
2  Amounts included on line 1 but not on Form 990, Part VIII, line 12:

Net unrealized gains on investments
Donated services and use of facilites . . . . ... ... ... .. ....
Recoveries of prior year grants

Other (Describe in Part XIil.)
Add lines 2a through 2d

[T - N - I - A

4  Amounts included on Form 990, Part VIII, line 12, but not on line 1:
Investment expenses not included on Form 990, Part VI, line7b = |
b Other (Describe in Part XIIl.)

¢ Add lines 4a and 4b

5  Total revenue. Add lines 3 and 4c. (This must equal Form 990, Part |, line 12.)

Reconciliation of Expenses per Audited Financial Statements With Expenses per Return

1 Total expenses and losses per audited financial statements
2  Amounts included on line 1 but not on Form 990, Part X, line 25:
Donated services and use of facilities
e oS S i sk i 1 LT 8
Other losses
e (Descfiﬁe e 5(|i|-5 ...........................
Add lines 2a through 2d
3  Subtract line 2e from line 1
4  Amounts included on Form 990, Part IX, line 25, but not on line 1:
a Investment expenses not included on Form 990, Part VIl line 7b
b Other (DescribeinPartxm)y — ~rorere
o o egrw o o Al i E e ottt

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

o 00 0T o

52-0646893
Page 4
.............. 1
2a
2b
2c
2d
........... 2e
........... 3
4a
4b
.............. 4c
.............. 5
-------------- 1
2a
2b
2c
2d
----------- ze
........... 3
4a
4b
.............. 4c
.............. 5

Supplemental Information

Compilete this part to provide the descriptions required for Part Il, lines 3, 5, and 9; Part lil, lines 1a and 4; Part IV, lines 1b and 2b;
Part V, line 4; Part X, line 2; Part X|, lines 2d and 4b; and Part XII, lines 2d and 4b. Also complete this part to provide any additional

information.

SEE PAGE 5

JSA
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Schedule D (Form 990) 2012 MONTGOMERY GENERAL HOSPITAL, INC. 52-0646893 Page §
HUPJIl Supplemental Information (continued)

FIN 48 FOOTNOTE

SCHEDULE D, PART X

INCOME TAXES ARE ACCOUNTED FOR UNDER THE ASSET AND LIABILITY METHOD.

DEFERRED TAX ASSETS AND LIABILITIES ARE RECOGNIZED FOR THE FUTURE TAX

CONSEQUENCES ATTRIBUTABLE TO DIFFERENCES BETWEEN THE FINANCIAL STATEMENT

CARRYING AMOUNTS OF EXISTING ASSETS AND LIABILITIES AND THEIR RESPECTIVE

TAX BASES AND OPERATING LOSS AND TAX CREDIT CARRYFORWARDS. DEFERRED TAX

ASSETS AND LIABILITIES ARE MEASURED USING ENACTED TAX RATES EXPECTED TO

APPLY TO TAXABLE INCOME IN THE YEARS IN WHICH THOSE TEMPORARY DIFFERENCES

ARE EXPECTED TO BE RECOVERED OR SETTLED. THE EFFECT ON DEFERRED TAX

ASSETS AND LIABILITIES OF A CHANGE IN TAX RATES IS RECOGNIZED IN THE

PERIOD THAT INCLUDES THE ENACTMENT DATE. ANY CHANGES TO THE VALUATION

ALLOWANCE ON THE DEFERRED TAX ASSET ARE REFLECTED IN THE YEAR OF CHANGE.

THE CORPORATION ACCOUNTS FOR UNCERTAIN TAX POSITIONS IN ACCORDANCE WITH

THE FASB ACCOUNTING STANDARDS CODIFICATION (ASC) TOPIC 740, INCOME TAXES.

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

30, 2013.

Schedule D (Form 990) 2012
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SCHEDULE H Hospitals | ome No. 1545-0047

{(Form 990)

Department of the Treasury
Internal Revenue Service

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

Name of the organization

P> Attach to Form 990. P> See separate instructions. Open to Public

Inspection
Employer identification number

MONTGOMERY GENERAL HOSPITAL, INC. 52-0646893
Financial Assistance and Certain Other Community Benefits at Cost
Yes| No
1a Did the organization have a financial assistance policy during the tax year? If "No,” skip to question6a . . . . . .. . 1a | X
b If"Yes," Was it a WItteN PONCY 2. « « « v v v v v v v e e e n e e e e e e e e e e e e e 1b | X
2 |f 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- discounfed care? If "Yes,"
indicate which of the following was the family income limit for eligibility for discounted care: . . . . . ... ... .. 3b| X
200% 250% tl 300% h 350% 400% Other %
¢ If the organization used factors other than FPG in determining eligibility, describe in Part VI the income based
criteria for determining eligibility for free or discounted care. Include in the description whether the
organization used an asset test or other threshold, regardiess of income, as a factor in determining eligibility
for free or discounted care.
4 Did the organization's financial assistance policy that applied to the largest number of its patients during the
tax year provide for free or discounted care to the "medicallyindigent™?_ , . . . ... .. ... ... ... ..... 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 budgetedamount? . . . . . .. ... .... 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 discountedcare? . . . . . . . . . . .ttt e Sc X
6a Did the organization prepare a community benefit report during the taxyear? . . . ... ... .. .. vu.. 6a | X
b If "Yes," did the organization make itavailabletothepublic? . . . . . . . . . .. . i it i i 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
emneSt s Sovemament | e | Wtz [ eRgmny [T [ e |
Programs fopdona; | (optional) expense
a Financial Assistance at cost
(from Worksheet 1) - . . . 5,000, 044. 5,000,044. 3.40
b Medicaid (from Worksheet 3,
columna) « + + ¢ v 4.
€ Costs of other means-tested
government programs gfmm
Worksheet 3, columnb) | |
d Total Financial Assistance and
Means-Tested Government
Programs « = = - » « « » 5,000,044. 5,000,044. 3.40
Other Benefits
@ Community health improvement
et e =kl 2,048, 045. 48,841, 1,999,204. 1.35
f Health professions education
(from Worksheet5) . .« . . 420,055, 420,055. .28
g Subsidized health services (from
Worksheet8)s « + « » « « « 4,268,545, 4,268,545, 2.87
h Research (from Worksheet 7) 202,834. 202,834. .14
I Cash and in-kind contributions
tor communtty benelf (o | 68,531. 68,531. .05
] Total. Other Benfts . - . - 7,008,010. 48,841. 6,959,169. 4.69
k Total. Add lines 7d and 7. . 12,008,054. 48,841. 11,959,213, 8.09

For Paperwork Reduction Act Notice, see the Instructions for Form 990.
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MONTGOMERY GENERAL HOSPITAL, INC. 52-0646893

Schedule H (Form 990) 2012 Page 2

Part i 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
healith 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
2 Economic development
3 Community support 74,284, 74,284. .05
4 Environmental improvements 311,450. 311,450. .21
5 Leadership development and
training for community members
6 Coalition building 3,605. 3,605.
7 Community health improvement
advocacy 29,317. 29,317. .02
8 Workforce development 481. 481.
9 Other
10 Total 419,137. 419,137. .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. 167, . . . o e e e e e e e e e e e e e e e e e e 11X
2 Enter the amount of the organization's bad debt expense. Explain in Part VI the
methodology used by the organization to estimate this amount, . . . . . .. .. .. .. 2 5,453,100.
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 '
§ Enter total revenue received from Medicare (including DSHandIME) .. ... .. ... 5
6 Enter Medicare allowable costs of care relating to paymentsonline5 . ....... .. 6
7 Subtract line 6 from line 5. This is the surplus (orshortfall) . . .. ............ 7
8 Describe in Part VI the extent to which any shortfall reported in line 7 should be treated as community
benefit. Also describe in Part VI the costing methodology or source used to determine the amount reported
on line 6. Check the box that describes the method used:
Cost accounting system Cost to charge ratio I:I Other
Section C. Collection Practices
9a Did the organization have a written debt collection policy during thetaxyear?. . . . .. ... ... . oo v v v ... 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? DescribeinPart VI , ., . . . . . . . v v v v 9 | X
I Management Companies and Joint Ventures (owned 10% or more by officers, di , key employees, and phy i 15)
(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
1
12
13
25158 4,000 Schedule H (Form 990) 2012
07353X 2502 Vv 12-7.12 2377084



MONTGOMERY GENERAL HOSPITAL, INC. 52-0646893
Schedule H (Form 990) 2012 Page 3
GCIAA  Facility Information
Section A. Hospital Facilities

sInoy pz-43
1oy

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

[eydsoy pesusor]
feydsoy Buiyoea
Auory yaressey

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

fendsoy suaippyd

Jendsoy sseooe [eogud

Facility
reporting
Name, address, and primary website address Other (describe) group

1 MONTGOMERY GENERAL HOSPITAL
18101 PRINCE PHILIP DRIVE

OLNEY MD 20832

[eatbuns g [eoipew [RIBUeD)

10

11

12
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MONTGOMERY GENERAL HOSPITAL, INC. 52-0646893
Schedule H (Form 990) 2012 Page 4
Facility Information (continued)
Section B. Facllity Policies and Practices
(Complete a separate Section B for each of the hospital facilities or facility reporting groups listed in Part V, Section A)

Name of hospital facility or facility reporting group MONTGOMERY GENERAL HOSPITAL

For single facility filers only: line number of hospital facility (from Schedule H, Part V, Section A)

Yes | No

Community Health Needs Assessment (Lines 1 through 8¢ are optional for tax years beginning on or before March 23, 2012)

1 During the tax year or either of the two immediately preceding tax years, did the hospital facility conduct a
community health needs assessment (CHNA)? If "No," skiptoline 9 . . . . . ... . ¢ o v o v i o v i u .. 1 X

If "Yes," indicate what the CHNA report describes (check all that apply):

a | X| A definition of the community served by the hospital facility

b | X| Demographics of the community

¢ LX| Existing health care facilities and resources within the community that are available to respond to the
___health needs of the community

d | X| How data was obtained

e | X| The health needs of the community

f [ X} Primary and chronic disease needs and other health issues of uninsured persons, low-income persons,

and minority groups
g The process for identifying and prioritizing community health needs and services to meet the

community health needs

The process for consulting with persons representing the community's interests

Information gaps that limit the hospital facility's ability to assess the community's health needs

i LI other (describe in Part Vi)

2 Indicate the tax year the hospital facility last conducted a CHNA: 20 11

3 In conducting its most recent CHNA, did the hospital facility take into account input from representatives of
the community served by the hospital facility, including those with special knowledge of or expertise in public
health? If “Yes,” describe in Part VI how the hospital facility took into account input from persons who

¥
e[ o¢]

represent the community, and identify the persons the hospital facility consulted, . . ... ........... 3 | X
4  Was the hospital facility's CHNA conducted with one or more other hospital facilities? If "Yes," list the other

hospital facilities in Part VI . . . . L. . e e e e e e 4 X
5§ Did the hospital facility make its CHNA report widely availabletothepublic? . . . ... ... ... ... .... 5§ | X

If "Yes," indicate how the CHNA report was made widely available (check all that apply):
a Hospital facility's website
Available upon request from the hospital facility
¢ || Other (describe in Part Vi)
6 If the hospital facility addressed needs identified in its most recently conducted CHNA, indicate how (check
all that apply to date):
a Adoption of an implementation strategy that addresses each of the community heaith needs identified
through the CHNA
Execution of the implementation strategy
Participation in the development of a community-wide plan
Participation in the execution of a community-wide plan
Inclusion of a community benefit section in operational plans
Adoption of a budget for provision of services that address the needs identified in the CHNA
Prioritization of health needs in its community
Prioritization of services that the hospital facility will undertake to meet health needs in its community
1 Other (describe in Part VI)
7 Did the hospital facility address all of the needs identified in its most recently conducted CHNA? If "No,"

- K 0 0 06 T
[oe [ 3¢ [ [ ¢ [ ] < ] ¢]

explain in Part VI which needs it has not addressed and the reasons why it has not addressed such needs . . . 7 X
8a Did the organization incur an excise tax under section 4959 for the hospital facility's failure to conduct a
CHNA asrequired by section 501(r)(3)7 . . . . . . . ... .. ittt ittt it e e 8a X
b If “Yes’ to line 8a, did the organization file Form 4720 to report the section 4959 excisetax? , ., . .. ... .. 8b

c If “Yes” to line 8b, what is the total amount of section 4959 excise tax the organization reported on Form
4720 for all of its hospital facilites? $

JSA Schedule H (Form 990) 2012
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MONTGOMERY GENERAL HOSPITAL, INC. 52-0646893

Schedule H (Form 990) 2012 Page 5
Facility Information (continued)
Financial Assistance Policy MONTGOMERY GENERAL HOSPITAL Yes | No

Did the hospital facility have in place during the tax year a written financial assistance policy that:
9  Explained eligibility criteria for financial assistance, and whether such assistance includes free or discounted

(Z7H ey g B3 2 a0 e v o Sewel n el e e ) gy s el A e e o 9 | X

10  Used federal poverty guidelines (FPG) to determine eligibility for providing freecare? . . ... .... ... .. 10 | X
if "Yes," indicate the FPG family income limit for eligibility for free care: 2 0 0 ¢
If "No," explain in Part VI the criteria the hospital facility used.

11 Used FPG to determine eligibility for providing discounted care?. . « v v v« v v v v v v ot m vt e nn s 11| X
If "Yes," indicate the FPG family income limit for eligibility for discounted care: 4. 0 0 o,
If "No," explain in Part VI the criteria the hospital facility used.

12  Explained the basis for calculating amounts charged to patients? - « « « = v v v v v v v vt v v vt v e e w e 12 | X
If "Yes,"” indicate the factors used in determining such amounts (check all that apply):

a | X| Income level

b | X| Assetlevel

¢ | X| Medical indigency

d | X| Insurance status

e | X| Uninsured discount

f | X| Medicaid/Medicare

g | | State regulation

h | | Other (describe in Part VI) _
13 Explained the method for applying for financial @ssiStance?. + « v « « v @ « v v s v o v o v v v m e e e e s ns 13| X
14 Included measures to publicize the policy within the community served by the hospital facility? , . . ... ... 14 | X

If "Yes," indicate how the hospital facility publicized the policy (check all that apply):

a | | The policy was posted on the hospital facility's website

b [ | The policy was attached to billing invoices

¢ | X| The policy was posted in the hospital facility's emergency rooms or waiting rooms

d | X| The policy was posted in the hospital facility’s admissions offices

e | X| The policy was provided, in writing, to patients on admission to the hospital facility

f [ X| The policy was available on request

g |[_] Other (describe in Part VI)

Billing and Collections
15  Did the hospital facility have in place during the tax year a separate billing and collections policy, or a written
financial assistance policy (FAP) that explained actions the hospital facility may take upon non-payment? , . . . 151 X

16 Check all of the following actions against an individual that were permitted under the hospital facility's
policies during the tax year before making reasonable efforts to determine the patient's eligibility under the
facility's FAP:

Reporting to credit agency

Lawsuits

Liens on residences

Body attachments

Other similar actions (describe in Part VI)

17 Did the hospital facility or an authorized third party perform any of the following actions during the tax year
before making reasonable efforts to determine the patient's eligibility under the facility's FAP? _ . . . . 17 X
If "Yes,” check all actions in which the hospital facility or a third party engaged:

Reporting to credit agency

Lawsuits

Liens on residences

Body attachments

Other similar actions (describe in Part Vi)

o 00 T o

[T < N - N « O ]
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MONTGOMERY GENERAL HOSPITAL, INC. 52-0646893

Schedule H (Form 990) 2012 Page 6
Facility Information (continued)  MONTGOMERY GENERAL HOSPITAL

18 Indicate which efforts the hospital facility made before initiating any of the actions listed in line 17 (check all that apply):

Notified individuals of the financial assistance policy on admission
Notified individuals of the financial assistance policy prior to discharge
Notified individuals of the financial assistance policy in communications with the patients regarding the patients' bills
Documented its determination of whether patients were eligible for financial assistance under the hospital facility's
financial assistance policy

e [ 1 other (describe in Part Vi)
Policy Relating to Emergency Medical Care

ao0ooTe

Yes| No

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

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

in Part VI)
d [ ] other (describe in Part V1)
Changes to Individuals Eligible for Assistance under the FAP (FAP-Eligible Individuals)

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

a [:I The hospital facility used its lowest negotiated commercial insurance rate when calculating the
maximum amounts that can be charged

b The hospital facility used the average of its three lowest negotiated commercial insurance rates when
calculating the maximum amounts that can be charged
c D The hospital facility used the Medicare rates when calculating the maximum amounts that can be
charged
d D Other (describe in Part VI)
21 During the tax year, did the hospital facility charge any of its FAP- eligible individuals, 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 Part VI.

22 During the tax year, did the hospital facility charge any FAP-eligible individual an amount equal to the gross
charge for any service provided to that individual? . . . . . . v i vt i ittt et e e e 21 X
If "Yes,"” explain in Part VI.

Schedule H (Form 990) 2012
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MONTGOMERY GENERAL HOSPITAL, INC. 52-0646893
Schedule H (Form 990) 2012 Page 7
Facility Information (continued)

Section C. Other Health Care Facllities 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) 2012
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MONTGOMERY GENERAL HOSPITAL, INC. 52-0646893
Schedule H (Form 990) 2012 Page 8
CF1g@%l Supplemental Information

Complete this part to provide the following information.

1 Required descriptions. Provide the descriptions required for Part |, lines 3c, 6a, and 7; Part II; Part Ill, lines 4, 8, and 9b; Part
V, Section A; and Part V, Section B, lines 1j, 3, 4, 5¢, 6i, 7, 10, 11, 12h, 14g, 16e, 17e, 18e, 19¢, 19d, 20d, 21, and 22.

2 Needs assessment. Describe how the organization assesses the health care needs of the communities it serves, in addition to
any needs assessments 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 hospitals 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.

8 Facllity reporting group(s). If applicable, for each hospital facility in a facility reporting group provide the descriptions required
for Part V, Section B, lines 1j, 3, 4, 5¢, 6i, 7, 10, 11, 12h, 149, 16e, 17e, 18e, 19c, 20d, 21, and 22.

CHARITY CARE AT COST

PART I, LINE 7A

MARYLAND'S REGULATORY SYSTEM CREATES A UNIQUE PROCESS FOR HOSPITAL
PAYMENT THAT DIFFERS FROM THE REST OF THE NATION. THE HEALTH SERVICES
COST REVIEW COMMISSION (HSCRC), DETERMINES PAYMENT THROUGH A RATE-SETTING
PROCESS AND ALL PAYORS, INCLUDING GOVERNMENTAL PAYORS, PAY THE SAME
AMOUNT FOR THE SAME SERVICES DELIVERED AT THE SAME HOSPITAL. MARYLAND'S
UNIQUE ALL-PAYOR SYSTEM INCLUDES A METHOD FOR REFERENCING UNCOMPENSATED
CARE IN EACH PAYORS' RATES, WHICH DOES NOT ENABLE MARYLAND HOSPITALS TO

BREAKOUT ANY OFFSETTING REVENUE RELATED TO UNCOMPENSATED CARE.

UNREIMBURSED MEDICAID

PART I, LINE 7B

MARYLAND'S REGULATORY SYSTEM CREATES A UNIQUE PROCESS FOR HOSPITAL
PAYMENT THAT DIFFERS FROM THE REST OF THE NATION. THE HEALTH SERVICES
COST REVIEW COMMISSION (HSCRC), DETERMINES PAYMENT THROUGH A RATE-SETTING

PROCESS AND ALL PAYORS, INCLUDING GOVERNMENTAL PAYORS, PAY THE SAME
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MONTGOMERY GENERAL HOSPITAL, INC. : 52-0646893
Schedule H (Form 990) 2012 Page 8
Supplemental Information

Complete this part to provide the following information.

1 Required descriptions. Provide the descriptions required for Part |, lines 3c, 6a, and 7; Part II; Part lll, lines 4, 8, and 9b; Part
V, Section A; and Part V, Section B, lines 1j, 3, 4, 5¢, 6i, 7, 10, 11, 12h, 14g, 16e, 17e, 18e, 19¢, 19d, 20d, 21, and 22.

2 Needs assessment. Describe how the organization assesses the health care needs of the communities it serves, in addition to
any needs assessments 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 hospitals 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.

8 Facility reporting group(s). If applicable, for each hospital facility in a facility reporting group provide the descriptions required
for Part V, Section B, lines 1j, 3, 4, 5¢, 6i, 7, 10, 11, 12h, 14g, 16e, 17e, 18e, 19¢, 20d, 21, and 22.

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

HOSPITALS THROUGH THE RATE-SETTING SYSTEM.

HEALTH PROFESSIONS EDUCATION

PART I, LINE 7F

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

AMOUNT FOR THE SAME SERVICES DELIVERED AT THE SAME HOSPITAL. MARYLAND'S
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MONTGOMERY GENERAL HOSPITAL, INC. 52-0646893
Schedule H (Form $90) 2012 Page 8
F1s8YN Supplemental Information

Compilete this part to provide the following information.

1 Required descriptions. Provide the descriptions required for Part I, lines 3c, 6a, and 7; Part II; Part lll, lines 4, 8, and 9b; Part
V, Section A; and Part V, Section B, lines 1j, 3, 4, 5c, 6i, 7, 10, 11, 12h, 14g, 16e, 17e, 18e, 19c, 19d, 20d, 21, and 22.

2 Needs assessment. Describe how the organization assesses the health care needs of the communities it serves, in addition to
any needs assessments 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 hospitals facilities or
other health care facilities further its exempt purpose by promoting the health of the community (e.g., open medical staff, community
board, use of surplus funds, etc.).

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

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

8 Facility reporting group(s). If applicable, for each hospital facility in a facility reporting group provide the descriptions required
for Part V, Section B, lines 1j, 3, 4, 5¢, 6i, 7, 10, 11, 12h, 14g, 16e, 17e, 18e, 19¢, 20d, 21, and 22.

UNIQUE ALL-PAYOR SYSTEM INCLUDES A METHOD FOR REFERENCING UNCOMPENSATED
CARE IN EACH PAYORS' RATES, WHICH DOES NOT ENABLE MARYLAND HOSPITALS TO

BREAKOUT ANY OFFSETTING REVENUE RELATED TO UNCOMPENSATED CARE.

PERCENT OF TOTAL EXPENSE
PART I, LINE 7, COLUMN (F)
BAD DEBT EXPENSE OF $5,453,100 HAS BEEN REMOVED FROM TOTAL EXPENSE TO

CALCULATE THE PERCENTAGES IN COLUMN (F).

BAD DEBT

PART III, LINE 4

MEDSTAR HEALTH AND ITS AFFILIATED ORGANIZATIONS REPORT BAD DEBT EXPENSE
IN ACCORDANCE WITH ASU 2011-07, WHICH REQUIRES CERTAIN HEALTHCARE
ENTITIES TO CHANGE THE PRESENTATION OF THEIR STATEMENT OF OPERATIONS BY
RECLASSIFYING THE PROVISION FOR BAD DEBTS ASSOCIATED WITH PATIENT SERVICE
REVENUE FROM AN OPERATING EXPENSE TO A DEDUCTION FROM PATIENT SERVICE

REVENUE (NET OF CONTRACTUAL ALLOWANCES AND DISCOUNTS). HOWEVER, MEDSTAR
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MONTGOMERY GENERAL HOSPITAL, INC. 52-0646893
Schedule H (Form 990) 2012 Page 8
CFEISAYE  Supplemental Information

Complete this part to provide the following information.

1 Required descriptions. Provide the descriptions required for Part |, lines 3¢, 6a, and 7; Part II; Part 1ll, lines 4, 8, and 9b; Part
V, Section A; and Part V, Section B, lines 1j, 3, 4, 5¢, 6i, 7, 10, 11, 12h, 14g, 16e, 17e, 18e, 19¢c, 19d, 20d, 21, and 22.

2 Needs assessment. Describe how the organization assesses the health care needs of the communities it serves, in addition to
any needs assessments 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 hospitals 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.

8 Facility reporting group(s). If applicable, for each hospital facility in a facility reporting group provide the descriptions required
for Part V, Section B, lines 1j, 3, 4, 5¢, 6i, 7, 10, 11, 12h, 14g, 16e, 17e, 18e, 19¢, 20d, 21, and 22.

AND ITS AFFILIATED ENTITIES DO NOT MAKE A DETERMINATION AS TO WHETHER
SELF PAY AMOUNTS ARE COLLECTIBLE IN DETERMINING REVENUE RECOGNITION.
RESERVE MODELS, WHICH HAVE BEEN DEVELOPED BASED ON HISTORICAL COLLECTION
RESULTS AND WHICH ARE ADJUSTED PERIODICALLY BASED ON ACTUAL COLLECTIONS
EXPERIENCE, ARE USED TO ESTIMATE UNCOLLECTIBLE AMOUNTS ACROSS ALL PAYORS
INCLUDING SELF PAY. BAD DEBT DETERMINATIONS ARE MADE ONLY AFTER
SUFFICIENT EVIDENCE IS OBTAINED TO SUPPORT THAT AN AMOUNT IS NOT

COLLECTIBLE

MEDICARE

PART III, LINE 8

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

HOSPITAL. MARYLAND'S UNIQUE ALL-PAYOR SYSTEM INCLUDES A METHOD FOR
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MONTGOMERY GENERAL HOSPITAL, INC. 52-0646893
Schedule H (Form 990) 2012 Page 8
3ESQYE  Supplemental Information

Complete this part to provide the following information.

1 Required descriptions. Provide the descriptions required for Part |, lines 3c, 6a, and 7; Part II; Part Ili, lines 4, 8, and 9b; Part
V, Section A; and Part V, Section B, lines 1j, 3, 4, 5c, 6i, 7, 10, 11, 12h, 14g, 16e, 17e, 18e, 19¢, 19d, 20d, 21, and 22.

2 Needs assessment. Describe how the organization assesses the health care needs of the communities it serves, in addition to
any needs assessments 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.

§ Promotion of community health. Provide any other information important to describing how the organization's hospitals facilities or
other health care facilities further its exempt purpose by promoting the heaith 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.

8 Facility reporting group(s). If applicable, for each hospital facility in a facility reporting group provide the descriptions required
for Part V, Section B, lines 1j, 3, 4, 5c, 6i, 7, 10, 11, 12h, 14g, 16e, 17e, 18e, 19¢, 20d, 21, and 22.

REFERENCING UNCOMPENSATED CARE IN EACH PAYORS' RATES, WHICH DOES NOT
ENABLE MARYLAND HOSPITALS TO BREAKOUT ANY OFFSETTING REVENUE RELATED
TO UNCOMPENSATED CARE. AS SUCH, THE NET EFFECT FOR MEDICARE EXPENSES

AND REVENUES IN MARYLAND IS ZERO.

NEEDS ASSESSMENT

PART V, SECTION B, LINE 7

THE IMPLEMENTATION STRATEGIES SERVE AS A ROADMAP FOR HOW COMMUNITY
BENEFIT RESOURCES WILL BE ALLOCATED AND DEPLOYED. MEDSTAR'S HOSPITALS
WILL BE ABLE TO MEASURE OUR CONTRIBUTION TO IMPROVING THE HEALTH OF
UNDERSERVED AND VULNERABLE POPULATIONS IN THE REGIONS WE SERVE.
THREE-YEAR IMPLEMENTATION STRATEGIES WITH MEASURABLE OBJECTIVES WERE
DEVELOPED FOR EACH HOSPITAL'S COMMUNITY BENEFIT SERVICE AREA - A SPECIFIC
COMMUNITY OR TARGET POPULATION OF FOCUS. PRIORITIES WERE BASED ON
COMMUNITY NEED AS DETERMINED BY QUANTITATIVE DATA AND COMMUNITY INPUT, AS
WELL AS ON HOSPITAL EXPERTISE, RESOURCES, STRENGTHS OF EXISTING

PROGRAMMING AND PARTNERSHIPS, AND ALIGNMENT WITH NATIONAL, STATE, AND
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MONTGOMERY GENERAL HOSPITAL, INC. 52-0646893
Schedule H (Form 990) 2012 Page 8
Supplemental Information

Complete this part to provide the following information.

1 Required descriptions. Provide the descriptions required for Part I, lines 3c, 6a, and 7; Part Ii; Part Ill, lines 4, 8, and 9b: Part
V, Section A; and Part V, Section B, lines 1j, 3, 4, 5¢, 6i, 7, 10, 11, 12h, 14g, 16e, 17e, 18e, 19¢, 19d, 20d, 21, and 22.

2 Needs assessment. Describe how the organization assesses the health care needs of the communities it serves, in addition to
any needs assessments 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 hospitals facilities or
other health care facilities further its exempt purpose by promoting the health of the community (e.g., open medical staff, community
board, use of surplus funds, etc.).

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

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

8 Facility reporting group(s). If applicable, for each hospital facility in a facility reporting group provide the descriptions required
for Part V, Section B, lines 1j, 3, 4, 5c, 6i, 7, 10, 11, 12h, 14g, 16e, 17e, 18e, 19c, 20d, 21, and 22.

LOCAL HEALTH GOALS. THE MEDSTAR HEALTH CORPORATE COMMUNITY HEALTH
DEPARTMENT WILL PROVIDE SYSTEM-WIDE COORDINATION AND OVERSIGHT OF

COMMUNITY BENEFIT PROGRAMMING.

PART VI, LINE 2

IN FY12, MEDSTAR MONTGOMERY MEDICAL CENTER (MEDSTAR MONTGOMERY) CONDUCTED
A COMMUNITY HEALTH NEEDS ASSESSMENT (CHNA) IN ACCORDANCE WITH THE
GUIDELINES ESTABLISHED BY THE PATIENT PROTECTION AND AFFORDABLE CARE ACT

AND THE INTERNAL REVENUE SERVICE.

THE HOSPITAL'S CHNA WAS LED BY NINE ADVISORY TASK FORCE (ATF) MEMBERS,
WHICH WAS COMPRISED OF A DIVERSE GROUP OF INDIVIDUALS, INCLUDING
GRASSROOTS ACTIVISTS, COMMUNITY RESIDENTS, HOSPITAL REPRESENTATIVES,
PUBLIC HEALTH LEADERS, AND OTHER STAKEHOLDER ORGANIZATIONS, SUCH AS
REPRESENTATIVES FROM THE U.S. DEPARTMENT OF HEALTH AND HUMAN SERVICES.
THE ATF REVIEWED QUANTITATIVE AND QUALITATIVE COMMUNITY HEALTH DATA, AS

WELL AS LOCAL, REGIONAL AND NATIONAL HEALTH GOALS.
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MONTGOMERY GENERAL HOSPITAL, INC. 52-0646893
Schedule H (Form 990) 2012 Page 8
i8R Supplemental Information

Complete this part to provide the following information.

1 Required descriptions. Provide the descriptions required for Part |, lines 3c, 6a, and 7; Part II; Part lll, lines 4, 8, and 9b; Part
V, Section A; and Part V, Section B, lines 1j, 3, 4, 5¢c, 6i, 7, 10, 11, 12h, 14q, 16e, 17e, 18e, 19c, 19d, 20d, 21, and 22.

2 Needs assessment. Describe how the organization assesses the health care needs of the communities it serves, in addition to
any needs assessments 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.

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

8 Facility reporting group(s). If applicable, for each hospital facility in a facility reporting group provide the descriptions required
for Part V, Section B, lines 1j, 3, 4, 5¢, 6i, 7, 10, 11, 12h, 14g, 16e, 17e, 18e, 19¢, 20d, 21, and 22.

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

HARDCOPY.

BASED ON THE ATF'S RECOMMENDATION, THE HOSPITAL IDENTIFIED ASPEN HILL AND
BEL PRE AS ITS COMMUNITY BENEFIT SERVICE AREA (CBSA) - A GEOGRAPHY WITH A
HIGH DENSITY OF LOW-INCOME OR VULNERABLE RESIDENTS WITHIN CLOSE PROXIMITY
OF THE HOSPITAL. HEART DISEASE WAS CHOSEN AS THE HEALTH PRIORITY FOR THE

CBSA.

THE HOSPITAL'S FY12 CHNA AND 3-YEAR IMPLEMENTATION STRATEGIES WERE
ENDORSED BY MEDSTAR MONGOMERY'S BOARD OF DIRECTORS AND APPROVED BY THE

MEDSTAR HEALTH BOARD OF DIRECTORS. THE DOCUMENT WAS PUBLISHED ON THE
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MONTGOMERY GENERAL HOSPITAL, INC. 52-0646893
Schedule H (Form 990) 2012 Page 8
FYIQYR  Supplemental Information '

Complete this part to provide the following information.

1 Required descriptions. Provide the descriptions required for Part |, lines 3c, 6a, and 7; Part II; Part lll, lines 4, 8, and 9b; Part
V, Section A; and Part V, Section B, lines 1j, 3, 4, 5¢, 6i, 7, 10, 11, 12h, 14g, 16e, 17¢, 18e, 19¢, 19d, 20d, 21, and 22.

2 Needs assossment. Describe how the organization assesses the health care needs of the communities it serves, in addition to
any needs assessments 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 hospitals 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.

8 Facility reporting group(s). If applicable, for each hospital facility in a facility reporting group provide the descriptions required
for Part V, Section B, lines 1j, 3, 4, 5¢, 6i, 7, 10, 11, 12h, 14g, 16e, 17e, 18e, 19¢, 20d, 21, and 22.

HOSPITAL'S WEBSITE ON JUNE 30, 2012.

AS A PROUD MEMBER OF MEDSTAR HEALTH, REPRESENTATIVES FROM MEDSTAR
MONTGOMERY ROUTINELY PARTICIPATE IN THE MEDSTAR HEALTH COMMUNITY BENEFIT
WORKGROUP. THE WORKGROUP IS COMPRISED OF COMMUNITY HEALTH PROFESSIONALS
WHO REPRESENT ALL TEN MEDSTAR HOSPITALS. THE TEAM ANALYZES LOCAL AND
REGIONAL COMMUNITY HEALTH DATA, ESTABLISHES SYSTEM-WIDE COMMUNITY HEALTH
PROGRAMMING PERFORMANCE AND EVALUATION MEASURES AND SHARES BEST

PRACTICES.

PATIENT EDUCATION OF ELIGIBILITY FOR ASSISTANCE

PART VI, LINE 3

AS ONE OF THE REGION'S LEADING NOT-FOR-PROFIT HEALTHCARE SYSTEMS, MEDSTAR
HEALTH IS COMMITTED TO ENSURING THAT UNINSURED PATIENTS WITHIN THE
COMMUNITIES WE SERVE WHO LACK FINANCIAL RESOURCES HAVE ACCESS TO
NECESSARY HOSPITAL SERVICES. MEDSTAR HEALTH AND ITS HEALTHCARE

FACILITIES WILL:
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MONTGOMERY GENERAL HOSPITAL, INC. 52-0646893
Schedule H (Form 990) 2012 Page 8
F1s0Yl Supplemental Information

Complete this part to provide the following information.

1 Required descriptions. Provide the descriptions required for Part |, lines 3c, 6a, and 7; Part II; Part Iii, lines 4, 8, and 9b; Part
V, Section A; and Part V, Section B, lines 1j, 3, 4, 5¢, 6i, 7, 10, 11, 12h, 14g, 16e, 17e, 18e, 19¢, 19d, 20d, 21, and 22.

2 Needs assessment. Describe how the organization assesses the health care needs of the communities it serves, in addition to
any needs assessments 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 financia! assistance policy.

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

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

8 Facility reporting group(s). If applicable, for each hospital facility in a facility reporting group provide the descriptions required
for Part V, Section B, lines 1j, 3, 4, 5c, 6i, 7, 10, 11, 12h, 14g, 16e, 17e, 18e, 19c¢, 20d, 21, and 22.

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

" SERVE THE EMERGENCY HEALTH CARE NEEDS OF EVERYONE WHO PRESENTS AT
OUR FACILITIES REGARDLESS OF A PATIENT'S ABILITY TO PAY FOR CARE.

" ASSIST THOSE PATIENTS WHO ARE ADMITTED THROUGH OUR ADMISSIONS
PROCESS FOR NON-URGENT, MEDICALLY NECESSARY CARE WHO CANNOT PAY FOR PART
OF ALL OF THE CARE THEY RECEIVE.

" BALANCE NEEDED FINANCIAL ASSISTANCE FOR SOME PATIENTS WITH BROADER
FISCAL RESPONSIBILITIES IN ORDER TO KEEP ITS HOSPITALS' DOORS OPEN FOR

ALL WHO MAY NEED CARE IN THE COMMUNITY.

IN MEETING ITS COMMITMENTS, MEDSTAR HEALTH'S FACILITIES WILL WORK WITH
THEIR UNINSURED PATIENTS TO GAIN AN UNDERSTANDING OF EACH PATIENT'S
FINANCIAL RESOURCES PRIOR TO ADMISSION (FOR SCHEDULED SERVICES) OR PRIOR
TO BILLING (FOR EMERGENCY SERVICES). BASED ON THIS INFORMATION AND

PATIENT ELIGIBILITY, MEDSTAR HEALTH'S FACILITIES WILL ASSIST UNINSURED
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MONTGOMERY GENERAL HOSPITAL, INC. 52-0646893

Schedule H (Form 990) 2012 Page 8

Supplemental Information

Complete this part to provide the following information.

1

Required descriptions. Provide the descriptions required for Part |, lines 3c, 6a, and 7; Part Il; Part ill, lines 4, 8, and 9b; Part
V, Section A; and Part V, Section B, lines 1j, 3, 4, 5¢, 6i, 7, 10, 11, 12h, 14g, 16e, 17e, 18e, 19¢, 19d, 20d, 21, and 22.

2 Needs assessment. Describe how the organization assesses the health care needs of the communities it serves, in addition to
any needs assessments 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.

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

8 Facility reporting group(s). If applicable, for each hospital facility in a facility reporting group provide the descriptions required

for Part V, Section B, lines 1j, 3, 4, 5¢, 6i, 7, 10, 11, 12h, 14g, 16e, 17e, 18e, 19c, 20d, 21, and 22.

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

FOLLOWING WAYS:

ASSIST WITH ENROLLMENT IN PUBLICLY-FUNDED ENTITLEMENT PROGRAMS

(E.G., MEDICAID).

ASSIST WITH CONSIDERATION OF FUNDING THAT MAY BE AVAILABLE FROM

OTHER CHARITABLE ORGANIZATIONS.

PROVIDE CHARITY CARE AND FINANCIAL ASSISTANCE ACCORDING TO

APPLICABLE GUIDELINES.

"

PROVIDE FINANCIAL ASSISTANCE FOR PAYMENT OF FACILITY CHARGES USING

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

OFFER PERIODIC PAYMENT PLANS TO ASSIST PATIENTS WITH FINANCING

THETIR HEALTHCARE SERVICES.

EACH FACILITY WILL POST THE POLI