Return of Organization Exempt From Income Tax

Under saction 501(c), 527, or 4947(a){1) of the Internal Revenue Code {except private foundations)
P Do not anter Social Security numbars on this form as it may be made public.

rom 990

Department of the Treasury

Opente Public

Intemal Revenue Service P Information about Form 990 and its instructions is at www.irs.gov/form990. Inspection
A For the 2013 calendar year, or tax year beginning 07/01, 2013, and ending 06/30,20 14
C Name of organization D Employer identification number
B checu it appicatia:
FRANKLIN SQUARE HOSPITAL CENTER INC.
:,‘,’_’,’;:' Doing Business As MEDSTAR FRANKLIN SQUARE MEDICAL CTR 52-0608007
Name change Number and street {or £.0. box If mail is not delivered to street address) Room/suite E Telephone number
Initial retum 9000 FRANKLIN SQUARE DRIVE {410) 772-6721
Termirwied City or town, state or province, country, and ZIP or foreign postal code
Amardad BALTIMORE, MD 21237 G Grossreceipts § 490,374,554,
:gﬂfr:bﬂ F Name and address of principal officer: ADRIENNE KIRBY His) I;‘ ;l:;‘: mﬂ return for Yes I_i_' No
9000 FRANKLIN SQUARE DRIVE BALTIMORE, MD 21237 H{b) Are sl subordinates inchuded? Yes No
| Tacexemptstatus: | X [501(ck3) | [S01c)( ) @ (nsetno) | | 4sazaynyor | |527 It "No,” aitach a list. (see instructions}
J  Website: » WWW.FRANKLINSQUARE.ORG Hit) Group exemption number P»
K Form of organizetion: | X | Corporation | | Trust| | Association I I Other b | L vear of formation. 18 98| M Stata of legal domicile: ~ MD
a4l Summary
1 Briefly describe the erganization's mission or most significant activities: MEDSTAR FRANKLIN SQUARE MEDICAL CENTER,
8 A MEMBER OF MEDSTAR HEALTH, PROVIDES THE HIGHEST QUALITY HEALTHCARE __________________
8 AND EDUCATION TO OUR COMMUNITIES. e
E 2 Check this box P D if the organization discontinued ils operations or disposed of more than 25% of its net assets.
©| 3 Number of voting membaers of the governing body (Part VI e 18} |, |, . . 0 0 v s s e v e v e o e e e s e 3 19
1 4 Number of independent voling members of the governing body (Part Vi, line b}, , , ., . . ... ....... 4 14
S| 5 Total number of individuals employed in calendar year 2013 (Part V. lin@2a), , . . . . o v o v o s o s v e e e 5 5,230.
'% 6 Total number of volunteers (estimale if necessary) |, . ., . . . e e e e e 6 445.
< | 7a Total unrelated business revenue from Part VIIL eolumn (CLHRE 12 |, . L 0 0 0t v s s o e e s ee e s 7a 0
b Net unrelated business taxable income from Form980-T, line@ 34 . . . o v v v v o v s s a8 2 s o o o v o u a 7b 0
Prior Year Current Year
e 8 Contributionsand grants {Part VIll, lineth), _ ., ., .. .. ..... COPY FOR 1,181,245, 855,747.
£| 9 Program service revenue (Part Vil line29), , , ., .. ....... ECI e TN 452,184,727, 486,241,034.
E 10  Investment income (Part VI, column (A), lines 3,4,and 7d) | | _ | 99,356. 104,827,
11 Other revenue (Part VIII, column (A), lines 5, 6d, Bc, 9¢c, 10c, and 11e), _ _ | | e e 5,380,237, 3,172,946.
12 Tolal revenue - add lines 8 through 11 (must equal Part VIIl. column {A), line12). . . . . . . 458,855,565, 490,374,554.
13 Grants and similar amounts paid (Part IX, column (A}, lines 1-3) , . . . .. ... e 0 256,148.
14 Benefits paid to or for members {Parl IX, column (A), lined) . , . . . . ... . 0. v e.. 0 0
g |15 Salaries, other compensation, employee benefits {Part IX, column (A), lines 5-10), . _ , . . . 242,954,088. 253,555,494.
£116a Professional fundraising fees (Part IX, column (A}, line11e) , . . . . . ... ... . v ... 0 0
§ b Total fundraising expenses (Part IX, column (D), line25) p» __ o _____
“117  Other expenses (Part IX, column (A), lines 11a-11d, 11%-24e} _ _ . ., . . ... ....... 211,879,258. 214,836,479,
1B  Tolal expenses. Add lines 13-17 (must equal Part IX, column (A}, line 28) _ . . ... ... 454,833, 346. 468,648,121,
19 Revenue less expenses. Sublracl line 18fromiine12. . . . . . v o v v v o oo v oo v o 4,022,219. 21,726,433.
s § Beglnning of Current Year End of Year
§§ 20 Tolalassels (PartX, in@ 16) , | |\, ... i v vt m i e 295,979,507, 293,370,243.
Eg 21 Total liabilities (Part X, 08 26), . . o L v v v e s e s e e e e e e e 78,972, 768. 65,493,897.
25|22 Net assels or fund balances. Subiractline 21 from M@ 20, . o + o v o & o o v 2 s o oo 217,006,739. 227,876, 346.

i

Signature Block

Under penalties of perjury, | declare that | have examined this retum, including accompanying schedules and siatemenis, and to the best of my knowledge and belief, It is
true, correct, and completq. Declaration of pregarer (olher than officer) Is based on all information of which preparer has any knowledge.

) \, [ b@f—v 5/ /15
SIQn Signature f officér I/ Date
Here
Joel Bruan NP “Yeasurer
Type or print name and itk i

Print/Type preparer's name Preparer's signature Dale PTIN
Paid 2 Boblaug check |_
Poorarr |MARGARET A BRADSHAW 5/6/15 sellemployed | PO0S01222
Usep:)nly Fim's name__ B KPMG LLP Fiem'sEIN P 13-5565207

Fim's address » 1676 INTERNATIONAL DRIVE MCLEAN, VA 22102 Phona na. 703-286-8000
May the IRS discuss this return with the preparer shown above? (see instructions) | , , . . . . e e | %[ ves | [Ne
For Paperwork Reduction Act Notice, see the separate instructions. Form 990 (2013)
JSA
3E1085 2.000
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Fom 3868 Application for Extension of Time To File an

(Rev. January 2014) Exempt Organization Return OMB No. 15451709
Department of the Treasury P File a separate application for each return.

Internal Revenue Service P Information about Form 8868 and Hs instructions Is at www.irs.gov/form8868.

¢ If you are filing for an Automatic 3-Month Extension, complete only Partl and check thisbox _ ., , ., .. ..,....... P |1|

® |f you are filing for an Additional (Not Automatic) 3-Month Extension, complete only Part Il (on page 2 of this form).
Do not compiete Part if unless you have already been granted an automatic 3-month extension on a previously fied Form 8868.

Electronic filing fe-fife). 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 Associaled With Certain Personal Benefit Contracts, which must be sent to the IRS in paper format (see
instructions). For more details on the electranic filing of this form, visit www.irs.gov/efile and click on e-file for Charities & Nonprolfits.

EETH Automatic 3-Month Extension of Time. Only submit original (no copies needed).
A corporation required 1o file Form 990-T and requesting an automatic 6-month extension - check this box and complete

PArIONY . . .\ e DT 3 I
All other corporations (including 1120-C filers), partnerships, REMICs, and trusts must use Form 7004 o request an extension of time
{o file income tax returns. Enter filer’s identifying number, ses Instructions
Nama of exampt organization or other filer, see instructions Employer identification number (EIN) or
Type or
print FRANKLIN SQUARE HOSPITAL CENTER INC. 52-0608007
s:": ':’!L:g‘:or Number, sirest, and room or suite no, If a P.O. box, see instructions. Social securily number {SSN)
filing your 9000 FRANKLIN SQUARE DRIVE
m'.t‘mdsi:; . City, town or post office, state, and ZIP cods. For a foreign address, see insiructions
BALTIMORE, MD 21237
Enter the Return code for the return thal this application is for (file a separate application foreachreturn) . . . . . .. . . . . . |_°|Li
Application Return | Application Return
Is For Coda |IsFor Code
Form 990 or Form 990-EZ 01 Form 990-T (corporation) 07
Form 990-BL 02 Form 1041-A 08
Form 4720 {individual) 03 Form 4720 (other than individual) 09
Form 990-PF 04 Form 5227 10
Form 990-T (sec. 401(a) or 408(a) trust) 05 Form 6063 11
Form 990-T (trust other than above) 06 Form 8870 12

Telephone No. » _ 410 772-6721 FAXNo.» __
e |f the organization does not have an office or place of business in the United States, check thisbox |, ., ,,.,.,....... > |:|
e If this is for a Group Relurn, enter the organization's four digit Group Exemption Number (GEN} . If this is
for the whole group, check thisbox _ |, . . > |___| . if it is for part of the group, check thisbox_ _ _ ., .. M |_| and attach

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

for the organization's return for:

> - calendar year 20 or

> tax year beginning 07/01 ,2013 _, and ending 06/30_,2014 _.

2 If the tax year entered in line 1 is for less than 12 months, check reason: |:| 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
eslimated tax payments made, Include any prior year overpayment allowed as a credit. 3b|$ 0

c 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, 3cls 0

Caution. If you are going to make an electronic funds withdrawal (direct debit) with this Form 8868, see Form 8453-EO and Form 8878-EQ for payment
instructions.
For Privacy Act and Paperwork Reduction Act Notice, see instructions. Form B868 (Rev. 1-2014)

JSA

3FE054 2.000
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Form B868 (Rev. 1-2014) Page 2
¢ [f you are filing for an Additional {Not Automatic) 3-Month Extension, complete only Part Il and check thisbox. . . . .. .. | 4 ‘il
Ncte. Only complete Part Il if you have already been granted an automatic 3-month extension on a previously filed Form 8868.
» |f you are filing for an Automatic 3-Month Extansion, complete only Pari | {(on page 1).

Additional {Not Automatic) 3-Month Extension of Time. Only file the original (no copies needed).
Entor filer's Identifylng number, ses instructions

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

Type or
print FRANKLIN SQUARE HOSPITAL CENTER INC. 52-0608007
Ea—. Number, street, and reom or suite no. If a P.O. box, see instructions. Social securily number (SSN}

L} e
due dy;te for 9000 FRANKLIN SQUARE DRIVE
Eﬁgn!'g-'a’e City, town or post office, stale, and ZIP code. For a foreign addrass, see instructions.
instructions. | BALTIMORE, MD 21237

Enter the Relurn code for the return that this application is for (file a separate application for eachreturn) . . . . .

....... Jolaf

Application Return | Application Return
Is For Code |Is For Code
Form 980 or Form 990-EZ 01

Form 990-BL 02 Form 1041-A 08
Form 4720 {individual) 03 Form 4720 (other than individual) 09
Form 980-PF 04 Form 5227 10
Form 990-T (sec. 401{2) 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 B868.
e The books are inthe care of »J0RT, BRYAN, 5565 STERRETT PLACE, STH FLOOR, COINMRTA, MD 21044

Telephone No. » _ 410 772-6721 . FaxNo. » .

¢ If the organization does nol have an office or place of business in the United States, check thisbox . . . . ... ........» D
e If this is for a Group Return, enter the organization's four digit Group Exemption Number (GEN) . thisis
for the whole group, check thisbox . . . . . . > |:] . If it is for part of the group, check thisbox. . . . .. . > [_’ and attach a
list with the names and EINs of all members the extension is for.

4 | request an additional 3-month extension of time until 05/15 , 20 15

§ For calendar year , or other tax year beginning 07/01 ,20 13, and endin 06/30 ,2014

6 If the tax year entered in line 5 is for less than 12 months, check reason: l_| Initial return Final return

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

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

amount paid previously with Form 8868. E $ Y]
¢ Balance Pue. Subtract line 8b from line 8a. Include your payment with this form, if required, by using EFTPS
(Electronic Federal Tax Payment Systern). See instructions. 8c($ 4]

Signature and Verification must be completed for Part Il only.

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

Wﬂ-ﬁaﬂur

Signature B Title » PATD PREPARER Date B 2/09/15

Form BBGB (Rev 1-2014)

J5A

3FB055 2.000
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FRANKLIN SQUARE HOSPITAL CENTER INC. 52-0608007
Form 980 {2013)
Statement of Program Service Accomplishmants
Check if Schedule O contains a response or note to any lineinthisPart 1 . . . . . .. ... 00 o0 v .. Aoooooo
1 Briefly describe the organization's mission:
ATTACHMENT 1

Page 2

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

prior Form 990 of 990-EZ? . . . . ... ... Jves [XIno
If "Yes,” describe these new services on Schedule O.

3 Did the organization cease conducting, or make significant changes in how it conducts, any program
SEIVICES? | L L e, R [ves [X]no
If Yes,” describe these changes on Schedule O.

4 Describe the organization's program service accomplishmenis for each of its three largest program services, as measured by

expenses. Seclion 504(c){3) and 501(c)(4) organizations are required to report the amount of grants and allocations to others,
the total expenses, and revenue, if any, for each program service reported.

4a (Code: Y(Expenses $ 164,531,843, iNcluding grants of $ )} (Revenue § 464,276,196, )
ATTACHMENT 2

4b (Code: )} (Expenses § 26.879,571. including grants of $ )} (Revenue § 21,964,818, )
MEDSTAR FRANKLIN SQUARE MEDICAL CENTER PROVIDED $26.9M IN
SUBRSIDIZED {MISSION DRIVEN) HEALTH SERVICES IN FISCAL YEAR 2014.
THESE CRITICAL SERVICES, WHICH ARE DRIVEN BY COMMUNITY NEEDS,
OPERATE AT A LOSS. THEY ADDRESS PRIORITIES PRIMARILY THROUGH
DISEASE PREVENTION AND IMPROVEMENT OF HEALTH STATUS. SERVICES
INCLUDE OPERATION AND MANAGEMENT OF THE FAMILY HEALTH CENTER,
HOMELESS HEALTH SERVICES, PRIMARY CARE SERVICES, HOSPITALISTS, AND
EMERGENCY AND TRAUMA SERVICES.

4c (Code: ) (Expenses $ 11 5g7.834. including grants of $ }{Revenue $ )
MEDSTAR FRANKLIN SQUARE MEDICAL CENTER PROVIDED $13.6M IN HEALTH
PROFESSIONS EDUCATION IN FISCAL YEAR 2014. THIS CATEGORY INCLUDES
TRAINING IN GRADUATE MEDICAL EDUCATION, AND EDUCATION FOR
PHYSICIANS, MEDICAL STUDENTS, NURSES, AND OTHER HEALTH
PROFESSIONS.

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

{Expenses $ including grants of § ) (Revenue )
4e Total program service expenses b 404,9959,248.
3E1020 2,000 Form 990 (2013)

32062H 2502 VvV 13-7.15 1793294 PAGE 3



FRANKLIN SQUARE HOSPITAL CENTER INC. 52-0608007

Form 990 {2013) Page 3
Checklist of Required Schedules
Yes | No
1 s the organizalion described in section 501(c)(3) or 4947(a)}1) (other than a private foundation)? If "Yes,”
complete Schedule A . . . .. .. v .. e b e e e e e O X
2 Is the organization required to complete Schedule B, Schedule of Coniributors (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,Parti. . . . . . .« 0ot v o P - 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, Partfl. . . . . . . .. .. B X
5§ Is the organization a section 501(c)(4), 501(c)(5), or 501(c)(6) organization that receives membership dues,
assessments, or similar amounts as defined in Revenue Procedure 98-197 If “Yes,” complete Schedule C,
Parthl + v v v v it i e i i s e ADO0O0DO0CCDOCO0DDODOCO000000 T A0 0caacoo i 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, Part! . . ... ..... e et e e e e e e - X
7 Did the organizalion receive or hold a conservation easement, including easements lo preserve open space,
the environment, historic land areas, or historic structures? I “Yes,” complete Schedule D, Partil. . . . . . I I X
8 Did the organization maintain collections of works of art, historical treasures, or other similar assets? /f "Yes,"
complete Schedule D, Partlll . . . . . . v v v i v o v e et e e e e e S I | 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,” complele Schedule D, PartV . . .+ . v o v v v i vcv i i i 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,
VIl, VIIL, 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, PartVl , , | . ., ... ... ... .00 e e e Ma)] X
b Did the organization report an amount for investments-other securities in Part X, line 12 thal is 5% or more
of its total assets reported in Part X, line 167 If "Yes,"complele 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 Vi, , . . . . ... ........ 11c X
d Did the organization report an amount for other assets in Part X, line 16 that is 5% or more of its total assels
reported in Part X, line 167 If "Yes,” complete Schedule D, PartiX . . . .. .. e e e e e e e e 11d X
e Did the organizalion report an amount for other liabilities in Part X, line 257 if "Yes," complete Schedule D, Part X | l1e X
f Did the organization’s separate or consolidated financial statements for the lax year include a footnote that addresses
the crganization's liability for uncertain tax positions under FIN 48 (ASC 740)7 if Yes,” complete Schedule D, Part X , . . . . . 11f X
12a Did the organization obtain separate, independent audited financial statements for the tax year? /f "Yes,”
complete Schedule D, ParisXland Xl . . .« .« o v 0 v o vt vt it it e O I £ | X
b Was the organization included in consolidated, independent audited financial statemenis for the tax year? if "Yes,” and if
the organization answered "No" o ling 12a, then complating Schedule D, Parts Xiand Xllisoptional . . + .« v v 0 v 0 v o o s 112b X
13 Is the organization a school described in section 170(b){1)(AX)il)? i "Yes," complete Schedule E . . . . ... ... [13 X
14 a Did the organization maintain an office, employees, or agents outside of the United States?. . . . . . . e e |14a X
b Did the organization have aggregale 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, Partstand V. . . . . ... ... 14b X
15 Did the organization report on Part 1X, column (&), line 3, more than $5,000 of grants or other assistance to or
for any foreign arganization? If “Yes,” complete Schedule F, Partsltand IV . . . . . . . . v v v v v v oot .. |15 X
16 Did the organization report on Part 1X, column (&), line 3, more than $5,000 of aggregate grants or other
assistance to or for foreign individuals? If "Yes,” complete Schedule F, Partsfifand 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
48 Did the organization report more than $15,000 total of fundraising event gross income and contributions on
Part VIIl, lines 1c and Ba? If "Yes," complete Schedule G, Part#t . . . ... .. .. N0 0GL000AaBbAaa0000a0 0 18 X
19 Did the organization report more than $15,000 of gross income from gaming aclivities on Part VIIl, line 9a?
If "Yes,"complete Schedule G, Partlif . . . . . .« v v v v it ittt n N 00000000 DE0C0000C 19 X
20 a Did the organization operate one or more hospital faciliies? # "Yes,” complate Schedule H . . . . . .. ... ... 20a| X
b If “Yes" to line 20a, did the organization attach a copy of its audited financial statements tothis return? . . . . . . 20b| X
15A Form 990 (2013)
3E10271 1000
32062H 2502 vV 13-7.15 1793294 PAGE 4



FRANKLIN SQUARE HOSPITAL CENTER INC. 52-0608007

Form 980 (2013)
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38

Page 4

Checklist of Required Schedules {continued)

Did the organization report more than $5,000 of granis or other assistance to any domestic organization or
government on Part IX, column (), line 17 /f *Yes," complele Schedule |, Partsfand !l . . . . . .. .. ... ...
Did the crganization report more than $5,000 of grants or other assistance to individuals in the Uniled States

on Part IX, column {A), line 27 if “Yes,"” complete Schedule I, Partsiand il . . . . ... .... B A
Did the organization answer "ves" to Part VI, Section A, line 3, 4, or 5 about compensation of the
organization's current and former officers, direclors, trustees, key employees, and highest compensated
employees? If "Yes," complate Schedule J . . . . . 00D eG00c00BLO0000a0000a0G G O0000000
Did the organization have a tax-exempt bond issue with an outstanding principal amount of more than
$100,000 as of the last day of the year, that was issued after December 31, 20027 /f "Yes,” answer lines 24b
through 24d and complele Schedule K. If “‘No,"gotoline25a, ., . .. . ... o v v vt 50000000000
Did the organization invest any proceeds of tax-exempt bonds beyond a temporary period exception?. . . . . . .
Did the organization maintain an escrow account other than a refunding escrow at any time during the year
todefease anytax-exemptbonds? . . . . v v v v v v st i e i e e 500000000 BAaC0C000
Did the organization act as an "on behalf of" issuer for bonds outstanding at any time during the year? . . . . . .
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 Partl. . . . . ... ... ... A0 o000
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 880-EZ?
if "Yes," complete Schedufe L,Part! ., . . ... .. ... ... .. NO00D0GCUGCOEOC0D0D00a0 .
Did the organization report any amount on Part X, line 5, 6, or 22 for receivables from or payable to any
current or former officers, direclors, trustees, key employees, highest compensated employees, or
disqualified persons? If so, complete Schedute L, Partll, ., |, e e e e e e e e e e e ..
Did the organization provide a grant or other assistance to an officer, director, trustee, key employes,
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 Partil. . . . . ... .......
Was the organization a party to a business transaction with one of the following parties (see Schedule L,
Part IV instruclions for applicable filing thresholds, conditions, and exceptions):

A current or former officer, director, trustee, or key employee? i “Yes," complete Schedule L, PartIV. . . . . . .,
A family member of a current or former officer, director, trustee, or key employee? If "Yes," compiele
Schedule L,PartIV. . . . . . ¢ i v i i s v v et et e s e s ananes NGOG0 00Gao8800000008000
An entity of which a current or former officer, director, trustee, or key employee (or a family member thereof)
was an officer, director, trustee, or direct or indirect owner? If "Yes,” complete Schedule L, PartiV. . . . . . ...
Did the organization receive more than $25,000 in non-cash contributions? if "Yes,” complete Schedufe M
Did the organization receive contributions of ar, histarical treasures, or other similar assets, or qualified
conservation contributions? /f "Yes," complete Schedule M, , . . . . . ... ... .. ... Ne 000000000
Did the organization liquidate, terminate, or dissolve and cease operations? /f "Yes," complete Schedule N
= T S000000cooboBoNAQOoOCOOOao0G
Did the organization sell, exchange, dispose of, or transfer more than 25% of its net assels? /f “Yes,”
complete Schedule N, Partll . . . . ... ....... 400000000000 N0C0C00D0300 A 0000000
Did the organization own 100% of an entity disregarded as separate from the organization under Regulations
sections 301.7701-2 and 301.7701-37 if "Yes,"complele Schedule R, Part! . . . . . . ... ... .. .. 5000
Was the organization related to any tax-exempt or taxable entity? If "Yes," complete Schedule R, Part I, I,
oriV,andPartViline 1 . . . i v v it i it e e e e, HOo000000dNo000D0000000 50
Did the organization have a controlled entity within the meaning of section 512(b){13)?, . ., ... ... e
If “Yes* to line 35a, did the organization receive any payment from or engage in any transaction with a
controlled entity within the meaning of section 512(b)(13)7 If "Yes,” completa Schedule R, Part V, line 2, | | | | .
Section 501(c)}{3) orpanizations. Did the organization make any transfers to an exempt non-charilable
related organization? If "Yes,"complete Schedule R Part V,1ine 2 . . . . . . . i i i i e i i i i s v e enn
Did the organization conduct more than 5% of its activities through an entity that is not a related organizalion
and that is treated as a parinership for federal income tax purposes? If "Yes,” complete Schedule R,
PartVl.........co.... AONO0D0DGAODDO00000C T R
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 reguired to complete Schedule O . . . . . « . o o &« 2 2 0 00 0 00 o v 0 o .

JSA
3E1030 1.000
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24a
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28¢c

29

30

N

32

33

34

35a
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FRANKL.IN SQUARE HOSPITAL CENTER INC. 52-0608007

Form 990 {2013} Page 5
Statements Regarding Other IRS Filings and Tax Compliance
Check if Schedule O contains a response or note to any line in this PartV . . . . . e e B e :1
Yes | No
1a Enter the number reported in Box 3 of Form 1096. Enter -0- if not applicable, . .. ... ... 1a 0j|
b Enter the number of Forms W-2G included in line 1a. Enter -0- if not applicable, . . . . . ... 1B 0
c Did the organization comply with backup withholding rules for reporiable payments to vendors and
reporiable gaming (gambling} winnings to prize winners?, , . . ... .......... P I [ - X
2a Enter the number of employees reported on Form W-3, Transmiltal of Wage and Tax |
Statements, filed for the calendar year ending with or within the year covered by this return , |_2a 5,230 |
b 1f at least one is reported on line 2a, did the organization file all required federal employment tax returns? | 2b X
Note. If the sum of lines 1a and 2a is greater than 250, you may be required to e-file (see instructions), , , ., ...
3a Did the organization have unrelated business gross income of $1,000 or more during the year? , , , .. .... .| 33 X
b If "Yes,” has it filed a Form 990-T for this year? If *No” to line 3b, provide an explanation in Schedule @ , , , , , ., 3b
4a At any time during the calendar year, did the organization have an inlerest 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
accounty? . L. L. e e e e A ! X
b If “Yes,” enter the name of the foreign country: P _ _ _ e
See instructions for filing requirements for Form TD ¥ 80-22.1, Report of Foreign Bank and Financial Accounts. |
Sa 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 parly 1o a prohibited tax sheller transaction? 5b X
c If "Yes" to line 5a or 5b, did the organizationfile Form 8886-T? , . . . . . . .« v ¢ v e s v o v s v v = A - |
6a Does the organization have annual gross receipts that are normally greater than $100,000, and did the
organization solicit any contributions that were not tax deductible as charitable contributions? , . . ., ... ... 6a X
b If "Yes,” did the organization include with every solicitation an express statement that such contributions or
gifts were nol laxdeduclible? _ . . . . ... ............ . 6b
7 Organizations that may receive deductible contributions under section 170{c).
a Did the organization receive a payment in excess of $75 made parlly as a contribution and partly for goods
and services providedtothepayor? . . . ... ............. o h s s e el e e Ta | X
b If "Yes,” did the organization notify the donor of the value of the goods or services provided? , . . ... ...... 7b X
¢ Did the organization sell, exchange, or otherwise dispose of tangible personal property for which it was
required tofile FOrm 82827 . . . v v v v v et v it e e e e N 00000 MmO onEe0000 0 Tc X
d If "Yes," indicate the number of Forms 8282 filed during theyear , . _ . . . AU I I
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
@ I the organization received a contribution of gualified intellectual property, did the organization file Form 8899 as required? | 79
h If the organization received a contribution of cars, boats, airplanes, or other vehicles, did the organization file a Form 1098-C? 7h
8 Sponsoring organizations maintaining donor advised funds and section 509(a){(3) supporting
organizations. Did the supporting organization, or a donor advised fund maintained by a sponsoring
organization, have excess business holdings at any time during the year? , , . . . . . ... e e e e 8
9 Sponsoring organizations maintaining donor advised funds.
a Did the organization make any taxable distributions under section 49667, . ... ....... PR -
b Did the organization make a distribution to a donor, donor advisor, or related person? , , . | . P [ |
10 Section 501{c}{7) organizations. Enter: .
a Initiation fees and capital contributions included on Part VIll, line12 . , . . .. ........ 10a
b Gross receipts, included on Form 990, Part VI, line 12, for public use of club facilities . , , . [10b
11 Section 501{c)(12) crganizations. Enter:
a Gross income from membersorshareholders . . . . . . .. .. ittt et 11a
b Gross income from other sources (Do not net amounts due or paid to other sources
against amounts due or received fromthem.), . . . ....... e e e e e 11b
12a Section 4947(a){(1) non-exempt charitable trusts. Is the organization filing Form 890 in lieu of Form 10417 12a
b If "Yes,” enter the amount of tax-exempt interest received or accrued during theyear | | | . . [12b |
13 Section 501(c)(29) qualified nonprofit health insurance issuers.
a Is the organization licensed to issue qualified health plans in more thanonestate?, , , . . ... .......... 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 health plans |, , , . . .. PR i ]
¢ Enterthe amountof reservesonhand, , ., . .. ... ... vuvn ... O B
14a Did the organization receive any payments for indoor tanning services during the taxyear? . . . . .. ....... 14a X
__b If "Yes," has il filed a Form 720 to repart these payments? If "No," ' provide an explanation in Schedule© . . . . . . 14b

JSA
3E1040 1.000
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Form 990 (2013} FRANKLIN SQUARE HOSPITAL CENTER INC. 52-0608007 Page

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

Check if Schedule O contains a response or note to anylineinthis PartVl . . v v v v oo v oo v v e e e v v oo v o .
Section A. Governing Body and Management

Yes | No
1a Enter the number of voting members of the governing body at the end of the tax year . - . . - 1a 19
If there are matertal differences in voting rights among members of the governing body, or if the goveming
body delegated broad authority to an executive commitiee or similar committee, explaln in Schedule O.
b Enter the number of voting members Included in line 1a, above, who are independent . . . . . ib 14
2 Did any officer, director, trustee, or key employee have a family relationship or a business relationship with
any other officer, director, trustee, or key employee? . . ... .. ABP0D0O00DEOC000000000G0 50D 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 crganization make any significant changes lo ils governing decumenis since the prior Form 990 was filed?. . . . .. 4 p.S
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? . . . . . . . . e e e el e ol amile e e alel e e e e .. L8 1 X
7a Did the organization have members, stockholders, or other persons who had the power to elect or appoint
one or more members of the governingbody? . . . . . ... ... .. NG O0DCO00CDODO00000C00000 G 3 7a | X
b Are any governance decisions of the organization reserved to (or subject to approval by} members,
stockholders, or persons other than the governing body? . . . . . . . . mND00DC0O0COBOG0O00000G . 7| X
8 Did the organization contemporaneously document the meetings held or written actions underlaken during
the year by the following:
a Thegoverningbody?. . . .. ...... et e e, e e e e | 8a | X
b Each committee with authority to act on behalf of the governingbody? . . . .. ... v v i v v oo 8b | X
9 Is there any officer, director, trustee, or key employee listed in Part VIl, Section A, who cannot be reached at
the organizalion's mailing address? If “Yes," provide the names and addresses in Schedule©®. . . . ....... 9 X
Section B. Policies (This Section B requests information about policies not required by the internal Revenue Code.)
Yoz | No
10a Did the organization have local chapters, branches, or affiliates? . . ... ... ... 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 complele copy of this Form 990 to all members of its governing body before filing the fom? . 11a| X
b Describe in Schedule O the process, if any, used by the organization to review this Form 990.

12a Did the organization have a written conflict of interest policy? /f “No,"gololine 13 . . . . . . v v v v v i v vt 12a| X
b Were officers, directors, or frustees, and key employees required to disclose annually interests that could give
HSEtO CONMICIS? o v v v v v v v v e e e e e e e e e e e e vevee.. {12b1 X
¢ Did the organization regularly and consistently monitor and enforce compliance with the policy? If "Yes,”
describe in Schedule O how thiswasdone . . . . . « - - . e e e e e, |M2e] X
13 Did the organization have a written whistleblower policy?. . .+ . .« v o v v v v v i e oo e o SR I < ..
14  Did the organization have a written document relention and destruction policy?. . . . . .. .. .. .. ceve. A4 X

15 Did the process for determining compensation of the following persons include a review and appraval by
independent persons, comparability data, and conlemporaneous substantiation of the deliberation and decision?
a The organization's CEO, Executive Director, or top managementofficial . . . ... .. .0 oo n ve. l45al| X
b Other officers or key employees of the organization . . . . . .. ... e e e et e e .. 156l X
If "Yes" to line 15a or 15b, describe the process in Schedule O (see instructions).
162 Did the organization invest in, contribute assets to, or parlicipate in a joint venture or similar arrangement
with ataxable entity during the year? . « v v o v v v e v v v v v m s as e et 16a LS
b If "Yes,” did the organization follow a writien policy or procedure requiring the organization to evaluate ils
participation in joint venture arrangements under applicable federal tax law, and take steps to safeguard the
organization's exempt stalus with respect to such arrangements? . .. ... ... e b e e n e e e s s s e s s 16b
Section C. Disclosure

17 List the states with which a copy of this Form 980 is required to be filed » M0, e

18  Section 6104 requires an organization to make its Forms 1023 (or 1024 if applicable), 990, and 890-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 I___] Other {explain in Schedule O)

18 Describe in Schedule O whether (and if so, how) the organization made ils governing documents, conflict of interest policy, and
financial stalements 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: b J0EL BRYAN 5565 STERRETT FLACE, STH FLOCR, COLUMBIA, MD 21044 410-772-6721
J5A Form 980 (2013)
IE1042 1,000
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Form 990 (2013} FRANKLIN SQUARE HOSPITAL CENTER INC. 52-0608007 Paga 7
Compensation of Officers, Directors, Trustees, Key Employees, Highest Compensated Employees, and
Independent Contractors
Check if Schedule O contains a response ornote to anylineinthisPartVIl. . . . ... .. ......... e @
Section A.  Officers, Directors, Trustees, Key Employees, and Highest Compensated Employaes
1a Complete this table for all persons required lo 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.

o 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 compensaled employees (other than an officer, director, trustee, or key employee}

who received reportable compensation (Box 5 of Form W-2 andfor Box 7 of Form 1099-MISC) of more than $100,000 from the
organization and any related organizations.

» 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,

s List all of the organization'’s former directors or trustees that received, in the capacity as a former director or trustee of the
organization, more than $10,000 of reportable compensation from the organization and any relaled 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) (B} Position ©) 3] F)
Name and Tille Average | (do not check more than one Reportable Reportable Estimaied
hours per | box, unless person is both an compensation |compensation from amount of
week (istany] officer and a direcior/trustes) from related olher o
hours for =] = the rganizations compansa
:ell:ad gi g § g §-§ g organization (wo-zg:ogglwsm from the
organizatons | 3 & 218|528z w-2r008-msc) organization
below detted | S 2| 3 c|og and r.elaled
i) E %—’ E 2 organizations
3|2 2
3 g
a2
_{)MOHAMAD M. ALABRASHM.D. _____ 1 _1.00]
DIRECTOR ol X 0 0 3]
_{2WILLIAM D. MCLAUGHLIN ________ | _1.00]
DIRECTOR 0| X O 0 0
_{3)KENNETH A. samMeET | _1.00]
DIRECTOR 39.00( X o 3,334,759, 61,007.
_(@HATEM ABDOM.D. _________ | _1.00]
DIRECTCR X O 0 0
_{S)KHALID AL-TALIB, M.D. _______ | 1.00
DIRECTOR 0] X 0 0 0
_{g)GEORGE J JABAJI, M.D. | 1.00
DIRECTOR o] X 0 0 0
_{DVINCENT MARTORANA, DPM___ | 1.00]
DIRECTOR 0] X O 0 0
-{BMICHAEL D. SUTER, M.D. __ _____ | _1.00]
DIRECTOR 0| X 0 0 o]
-{9DEBRA B. DOYLE ______________ | _1.00]
DIRECTOR 0| X O 0 0
{1QMICHAEL DIETRICH _____________ | _1.00]
DIRECTCR 0 & 0 0 0
{1\)ELIZABETH . GLENN ____________| _1.00
DIRECTOR o] X 0 0 0
{12)BISHOP CLIFFORD M. JOHNSON, JR | _1.00
DIRECTOR o] X 0 0 0
(13)COLLEEN LOPRESTO ______________|_ _1.00
DIRECTOR 0] X 0 0 4]
{14)PATRICIA R, NORMAN ___________ | _1.00]
DIRECTOR ol X O 0 0
J5A Form 990 (2013)

3E1041 1.000
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FRANKLIN SQUARE HOSPITAL CENTER INC. 52-0608007
Form 920 (2013) Page 8
Section A. Officers, Directors, Trustees, Key Employees, and Highest Compensated Employees (continued)
(A) {8 © (D) (E) (F)
Name and title Averege Pasition Reporiable Reportable Estimated
nours per | {do not check more than one compensalion |compensation from amount of
week (list any | boOX, unless person is bath an from related other
noursfor | _officer and a director/trustes) the organizations compensation
reaes  (ST4 101 F|2Z1 |  organizaion | (W-2/1099-MISC) from the
organizations gi HEHB 3 | (w-2/1098-MISC) organization
below dotted g | & ER ] = and related
lina} ] 5 H g °§ organizations
g |3 §
#lg g
g
15) CHARLES PICCININI ________ ____t_ 3 1.00]
DIRECTOR o| x 0 0 0
16} RICHARD W. SINGLE, SR. ESQ. __| _1.00
'DIRECTOR o] x 0 0 0
17) THOMAS S. wiNTz = ______l__13 1.00]
'DIRECTOR o] x o 0 0
18) HOWARD L. GOLDMAN, M.D. ______|__ .00
DIRECTOR o] x 0 o 0
19) JUDITH NEEDHAM ___ | __1.00]
DIRECTOR ol x o 0 0
20) SAMUEL MOSKOWITZ ___ ) _40.00]
PRESIDENT/DIRECTOR 0} X X 670,722. 0 12,826.
21) MARYELLEN GOODELL, MD _______ | 40.00
DIRECTOR 0] X 247,535. 0 21,853,
22) RAYMOND A. NAIMOLT _____ | 1 1.00
DIRECTOR 0] X o 0| 0
23) ANTHONY SCLAMA | 40.00]
VICE PRESIDENT 0 X 551,168. 0 24,113,
24) ROBERT LALLY _____ | 40.00|
VICE PRESIDENT/CFO 0 X 326,260. 0 41,520.
25) LAWRENCE STRASSNER _________ | 40.00
VICE PRESIDENT 0 X 346,585. 0 17,301.
1b Sub-total L., e e > O 3,334,799, SHA00NE
¢ Total from continuation sheets to Part Vil, Section A , , , ., .. ... . ... p| 4,235,8B66. 0 238,126,
dTotal (add linesdband1€) . . . o ¢ v o v v 4 o o o et 0 4 s e s s - 4,239,866. 3,334,799, 299,133.
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 P 262
Yes | No
3 Did the organization list any former officer, director, or trustee, key employee, or highest compensaled 1
employee on line 1a? If "Yes,” complete Schedule J for such individual , , . . . ... .. ... A0 Ga0 G 3 X
4 For any individual listed on line 1a, is the sum of reporiable compensation and other compensation from the
organization and related organizations greater than $150,0007 If "Yes,” complete Schedule J for such
Individual . . . . s e e e e e e e e e A 00006 c000000G000000000000G 4 | X
§ Did any person listed on line 1a receive or accrue compensation from any unrelated organization or individual
for services rendered to the organization? If “Yes,” complete Schedule J for suchperson . . . . . . .. . 000 v S X
Section B, Indapendent Contractors
1 Complete this table for your five highest compensaled independent contractors that received more than $100,000 of
compensation from the organization. Report compensation for the calendar year ending with or within the organization's tax
year.
(A) B €
Name and business address Description of services Compensation

ATTACHMENT 3

2z Total number of independent contractors (including but not limited to those listed above) who received
more than $100,000 in compensation from the organization b 17
321055 1.000 Form 990 (2013)
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FRANKLIN SQUARE HOSPITAL CENTER INC. 52-0608007
Form 990 (2013} Page 8
sETi8Il Section A. Officers, Directors, Trustees, Key Employees, and Highest Compensated Employees (continued)
(A} =) < o) E) F)
Name and title Average Position Reportable Reporiable Estimated
hours per {do not check more than one compensation |compensation from amount of
waek (st any | box, unless person is both an from related other
houss for officer and a director/trustee) tha organizations compansation
related ia 3 218 gé g organization {W-2/1099-MISC}) from the
organizations | 572 | 2| §'| o (521 3 | (W-2/1099-MISC) Sraagtesiicn
belowdotted |25 { F1 |2 (85| and related
ing) € H =4 g g organizations
g E 3 3
1% E
g
( 26) KAMYUN AUYEUNG ______ | 40.00
CHIEF 0 X 408,445. 0 17,011.
( 27) YVONNE OTTAVIANO __________ | 40.00]
PHYSICIAN DIR. SERVICE LINE 0 X 458,887, 0 28,487.
( 28) ALBERT FLEISHER __ | 40.00]
MEDICAL DIRECTOR 0 X 388,821, O 22,068.
{ 29) JEROLD FLEISHMAN ___ | 40.00
PHYSICIAN 0 X 394,583. 0 22,063.
( 30) sSAMUBL SMITH _________________| 40.00]
CHAIRMAN, OBS & GYNECOLOGY 0 X 436, 844. 0 30,884.
1b Sub-total . ... ... ... ... e ne o e ans >
¢ Total from continuation sheets to Part VIl, Section A _ , | | . P
d Total (add lines tbandic) . . . .. ... ... AnBO0o0OncoOODONNBOOOGG »
2 Total number of individuals {including but not limited to those listed above) who received more than $100,000 of
reportable compensation from the organization b 262
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 forsuchindividual . . . . . . .. o v i i i i i it i e 3 X
4 For any individual listed on line 1a, is the sum of reporiable compensation and other compensation from the
organization and related organizations greater than $150,0007? /f “Yes,” complele Schedule J for such
individual . . .. ......... N 0000000000000 00000000000 0 0600000000000 0000 4 | X
5 Did any person listed on line 1a receive or accrue compensation from any unrelated organization or individual
for services rendered 1o the organization? If *Yes,” complete Schedule J for suchperson . . . . v o e s o o o v o o 5 X

Saction B, Independant 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,

(4)

Name and business address

]

Descriplion of services

(c)
Compensation

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

J5A
3E1055 1.000
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Form 990 (2013) FRANKLIN SQUARE HOSPITAL CENTER INC. 52-0608007 Page 9
GELAQYIE  Statement of Revenue
Check if Schedule O conlains a response or note to anylineinthisPart VIl |, ., . . ., ...t v e onn ]

(A} (8} ©) (D)

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

‘gg 1a Federatedcampaigns . . » . . . . . [ 18
ug b Membershipdues . ........|1b
gi ¢ Fundraisingevents . . . . . .. .. 18
©Z2| d Related organizations . - - . . . .. 39
ga,s- e Government grants {confributions}. . | 1@
- E f  All other contributions, gifts, grants,
£5 and simitar amounts not included above o |_1f BES, T4T.
S2| g Noncash contributions included Inlines1a-1€§ | _
©%| h Total Addlines 1a-1f . . . . . - RS, 747,
? Business Code | ;
E ' 2a NET PATIENT SERVICE REVENUE 621300 476,655,002, 476,855,002,
E b PHARMACY 30009% 4,238, 967, 4,228 967,
% ¢ HEALTH EDUCATION 300089 52,005, 52,099,
& d MEANINGFUL USE INCOME 300053 5,104, 966, 5,104,966,
© 1 f Alother program senvice ravenue . . . . .
& | g TowmlAddlines2a-2f . . . . ... ... ... i e v 485 F41 . 034,
3  Investment income (including dividends, interest, and
other similaramounts). « « + « ¢ v o v 0 o o a e N 2 45,286, 45,2086.
4  Income from investment of tax-exempt bond proceeds . . . > o
5 Royalties - - - « - 2 e e SEEACELH e R Tt 0
{i) Real (H} Personal
6a Grossrenls . . . . . . a0 457,328,
b Less:rental expenses . . .
¢ Rental income or {loss} . - 457,334,
d WNet rental incomeor{loss} . . . . . . TR e o o 487, 328, 457,338,
(i) Securities {ii) Other
7a Gross amount from sales of
assels other than inventory A3, 543, 10,019,
b Less: cost or other basis
and sales expenses . . . .
¢ Ganor{loss) « « « v ¢ s 45,522, 10,015,
d Netlgainor(loSs) « « v « s v o o v s s s v o o s o uss P 55 E41, 54 E4L
g | 8a Gross income from fundraising
- events {nol including $
3 of contributions reported on line 1c}).
& Ses ParlIV,line 18 . . ... ... ... a
2 b Less:directexpenses . . . . . .. ... b |
o ¢ Net income or (loss) from fundraisingevents . . . . . . . . P 2
9a Gross incomea from gaming aclivities.
Sea Parl IV, line 19, _ . .. ... .. @
b Less:directexpenses . . . . . . .. .. b
¢ Netincome or (loss) from gaming activities . . . . « + & + « | 0
102 Gross sales of inventory, less
relumns and allowances , , ., . ..... a
b lLess:cosiofgoodssold. . . ... oo bBL | i
|_c Nelincome or [oss; fromsalesoiinventory, . . .. ... .M 7
Miscellaneous Revenue | Business Code
11a REBATE INCOME 900099 1,166,623, | 1,166,623,
b PARKING LOT REVENUE 812330 71,384. 71,384.
¢ NSABP REVENUE 500099 63,850. £3,850.
d All other revenue . . . . . . Soo0o0o0a 506099 1,413,761, 1,413 761,
e TotalLAddlines11a-11d « + + + v « v v s v v 0 e an .. P 2,71%,618.
112 Total revenus. See instructions . . . . . . . . . NSy 490, 374, 504 400G, 341,034 2,277,773
= Form 990 (2013)

3E1051 1.000
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Form 990 (2013) FRANKLIN SQUARE HOSPITAL CENTER INC. 52-0608007  Page10
Statement of Functional Expenses
Section 501(c}{3) and 501(c){4) organizations must complele all columns. All other organizations must complete column (A).
Check if Schedule O contains a response or note fo any line in this Part IX | | | | e e e |_|
o ot 0 P ST | rawcbews | Populiees | Mwgtit ey
1 Grants and other assistance to govemments and
organizations in the United Stales. See Part IV, line 21 . 256,148, 256,148.
2 Granis and other assistance to individuals in
the United States. See Part IV, line22. . . . . . 0
3 Granis 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, direclors,
trustees, and keyemployees |, , , ., ... ... 2,297,793, 2,093,553, 204,240.
6 Compensation nol Included abowe, 1o disqualified
persons (as defined under section 4958(f)}{(1)} and
persons described in section 4958(c)(3)(B} . 0
7 Other salariesandwages , | ., ., , .. ,... 208,389,858, 189,867,056, 18,522,802,
8 Penslon plan accruals and contributions {includa section
401(k) and 403(b) employer contributions) . . . . . - 4,310,266, 3,927,784. 383,182,
9 Other employesbenefits . . . . . . . .. ... 23,937,747, 21,810,032, 2,127,715.
10 Payrolltax@s . .« v o« 0 v\ . e e 14,619,130, 13,023,818. 1,585,312,
11 Fees for services {non-employees)
a Management _ . ... ... .. ... 32,955,540, 1,453,776. 31,501, 764.
blegal ,,,........... 3,500. 2,000. 1.500.
chAccounting |, . . . ..., .. .00, 0
dlobbying . . ... .............. 0
@ Professional fundraising senices. See Part IV, ling 17, O
f Investment managemenifees , _ . ., ., ... 0
Other. (i lne 11g amounl exceeds 10% of line 25, column
o) b, list line 11g exp on Schedule O} « « . . . 36,486,555. 33,160,154, 3,326,401.
12 Advertising and promotion . . . . . . .. ... 1,187,731. 19,163. 1,168,5€8.
13 Officeapanses . . v v v v v v e v v oo as 3.165,758. 1,946,740, 1,219,019.
14 Informationtechnology. . . . . . « v « v 4 ¢ 0
15 Royalties, , ... ........0.c0.. 50 0
16 OCCUPBNCY |, . v v v v v s o v o o v o o oo 2,166,289. 2,095,811, 70,378,
T Travel L L L e e e e e e e 730,694. 447,875. 282,819,
18 Payments of travel or enlertainmeni expenses
for any federal, state, or local public officials O
19 Conferences, convenlions, and meetings | _ , ., 33,421. 27,115, 6,306.
20 Interest | . . . ... ... st e nenn 9,586,457, 9,586,457,
21 Payments to affiliates, . . . . ... ... ... 0
22 Deprecialion, depletion, and amortization , , , , 24,345,447. 24,345,447,
23 INSUMENCE | . , o v o v v o o o o 2 8 2 « = » & 9,686,475, 9,281, 051. 395,424,
24 Other expenses. Ilemize expenses not covered
above (List miscellaneous expenses in line 24e. If
line 24e amounl exceeds 10% of line 25, column
(A) amount, list line 24e expenses on Schedule O.)
aMEDICAL/SURGICAL SUPPLIES _ __ 57,327,568. 57,269,245, 58,323.
b IMPLANTS/PROSTHESES __________ 9,783,320, 9,783,320.
cFQCD SERVICE _ _ _ o e 6,392,725. 6,056,861. 335,864.
dUTILITIES e 5,838,692. 5,317,147, 521, 545.
e Allotherexpenses _ _ _ _ __ _ _ e 15,146,306. 13,218,595- 1, 927,711-
25 Total functional expenses. Add lines 1 through 24e 468,648,121. 404,999,248, €63,648,873.
26 Joint costs. Complete this line only if the
organization reported in column {B) joint costs
from a combined educational campaign and
fundraising solicilation. Check here » |:] if
following SOP 98-2 (ASC 958-720), , . ... . 0
éaosz 1.000 Form 9980 (2013)
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FRANKLIN SQUARE HOSPITAL CENTER INC. 52-0608007
Form 990 (2013) Page 11
Balance Sheet
Check if Schedule O contains a response or note to anylineinthisPart X . . . . ... ... ...... N
(A) (B}
Beginning of year End of year
1 Cash-non-interest-bearing . . . . . ... ...t . 7,356.0 1 1,007,854.
2 Savings and temporary cashinvestments, . . ... ....... o 331,710.] 2 306,342,
3 Pledges and grants receivable,net = . . .. ... .. ........ .. g 3 0
4 Accounts receivable,nel . L. L. .. , 59,303,330.| 4 61,237,486.
5 Loans and other receivables from current and former officers, dlrectors
trustees, key employees, and highest compensated employees,
Complete Partll of Schedule L |, . . .. ... .... . 0 ueeoon a5 o
6 Loans and other receivables from other dlsquallfled parsons {as dafined under saction
4958(f)(1)), persons described in section 4358{c)(3)(B), and contributing employers
and sponsoring organizations of section 501(c)(9) voluntary employees' beneficiary
" organizations (see instructions). Complete Part Il of Schedule L | e a6 0
§ 7 Notes and loans receivable, net , |, . . . .. ... . et aqz 216,417.
<| 8 |Inventoriesforsaleoruse ., ., .., ... ... 0 0. 6,143,560.| 8 6,318, 926.
8 Prepaid expensesanddeferredcharges . .. ... ¢ v v v v v v v e s o 1,442,961.| 9 1,024,624,
10a Land, buildings, and equipment: cost or
other basis. Complete Part VI of Schedule D 10a 482,047,308.
b Less: accumulated depreciation, . . .. ... .. 10b 261,335,885, 227,105,996.|10¢c 220,711,423,
11 Investments - publicly traded securities , , , . ... ... ... 't o e g 11 o
12  Investments - other securities. See Part IV, line 11, , . ., . ... .... 882,308.| 12 1,638,992,
13  Investments - program-relaied. See Part IV, line 1 . . . . ... .. ... q13 0
14 Intangibleassets . ., . ... .. ... ...t q14 0
5 Other assets. SeePart IV, line 11 , , . . . . .. . ... .0 veenrnenn .. 762,286.[15 908,179,
16 Total assets. Add lines 1 through 15 (must equalline 34) . ... ... .. . 295,5879,507.]1 16 293,370,243,
17 Accounts payable and accrued expenses, | . . . . . . ... ... ... ) 44,721,711.] 17 34,324,879,
18 Granis payable, . . . .. b ek e e e e e e . g 18 0
19 Deferred revenue , ., . . .. e e . 608,849.| 19 462,934.
20 Tax-exemptbondliabilities | . . .. ... ... ... @ittt tnnnnn G 20 0
w121 Escrow or custodial account liability. Complete Part IV of Schedule D | q21 0
g 22 Loans and other payables to current and former officers, direclors,
i trustees, key employees, highest compensated employees, and
= disqualified persons. Complete Partll of Schedule L, , _ . . . ... ..... Q22 o]
23 Secured mortgages and notes payable to unrelated third parties | ., | | . Q23 0
24 Unsecured notes and loans payable to unrelated third parties, |, . . .. ... Q24 0
25 Other liabilities {including federal income tax, payables to related third
pariies, and other liabilities not included on lines 17-24). Complete Part X
of ScheduleD _ . . ... ............ e e e e e e e e 33,642,208.| 25 30,706,084.
26 Total liabilities. Add lines 17 lhrough e R o N o Do oD oR D B0 OG0 78,972,768.| 26 65,493,897,
Organizations that follow SFAS 117 (ASC 958}, check here » [_I and
2 complete lines 27 through 29, and lines 33 and 34,
E 27 Unrestricted netassets | . . ..., ......... e e 216,724,430.) 27 227,513,680,
5|28 Temporarily restricted netassets | ... ..., e 282,309.| 28 357,666.
! 29 Permanently restrictednetassets, , , . ... ... ... .. ..., e e e 0 29 5,000.
& Organizations that do not follow SFAS 117 {ASC 858), check here P> D and
H completa lines 30 through 34.
£|30  Capital stock or trust principal, or current funds .. .......... .. 30
w131 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 | |, . ., . . .. ... ... enrn.. . 217,006,739.]| 33 227,876, 346.
34 Total liabilities and net assets/fund balances. . . . .. ... .. ... 060 295,979,507.| 34 293,370,243,
Form 990 (2013)
JSA
AE1053 1.000
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FRANKLIN SQUARE HOSPITAL CENTER INC. 52-0608007

Form 900 (2013} Page 12
Reconciliation of Net Assets
Check if Schedule O contains a response or note to anylinein thisPart Xl . .. ... ... ShannAnAnG
1 Total revenue {must equal Part VIII, column (A), e 12) « . v v v v s v v v v it v e nan s as 1 490,374,554,
2 Total expenses (must equal Part IX, column (A}, iN€25) + o v v e o v v v v v i e n oo 2 468,648,121,
3 Revenue less expenses. Sublractine 2 flomline 1. .« v v v o v v v a v v nt et eneens 3 21,726,433.
4 Netassels or fund balances at beginning of year (must equal Part X, line 33, column (A)) . . . . . 4 217,006,733,
5 Net unrealized gains {losses) on investments . . . . . e e e e 5 59.337.
6 Donated services and use of facilities . . . . ... ... e e e e 6 0
7 INVESIMENL EXPENSES + ¢ « v o = = o v v v o s v n e oo e e 7 0
8 Priorperiod adjUSIMentS - « « « o v v v v e e e e e 8 0
9 Other changes in net assets or fund balances {explainin Schedule ©) . . « « v v v s v v v v v W ] -10,916,223.
10 Nel assets or fund balances at end of year, Combine lines 3 through 9 {must equal Part X, line
33, columMn (B)) « « v s v v o o v 0 v a e s s s e e s 4 e s e s s s 10 227,876,346.
m Financial Statements and Reporting
Check if Schedule O contains a response or note to anylineinthisPartXll . . ... ... .......... [
Yes | No
1 Accounting method used to prepare the Form 990: |:| Cash El 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 bolh:
Separate basis l:] Consolidated basis D Both consolidated and separate basis
b Were the organization's financial statements audited by an independent accountant? . . . « « v« v« v v v oo 2b | X
If "Yes,” check a box below to indicale whether the financial statements for the year were audited on a
separate basis, consclidated basis, or both:
Separale basis @ Consolidated basis D Both consolidated and separate basis
¢ If "Yes" to line 2a or 2b, does the organization have a commitlee thal assumes responsibility for oversight
of the audit, review, or compilation of its financial statements and selection of an independent accountant? | 2¢ [ X
If the organization changed either its oversight process or selection process during the tax year, explain in
Schedule O.
3a As a result of a federal award, was the organization required to undergo an audit or audits as set forth in
the Single Audit Actand OMB Circular A-1337 . . v ¢ ¢ v v v o o v v i e i i e i e e e v s S 0000000000
b ¥ "Yes,” did the organization undergo the required audit or audits? If the organization did not undergo the
required audit or audits, explain why in Schedule O and describe any steps taken to undergo such audits. _3b

Form 990 (2013

3a X

JSA
IE1054 1000
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OMB No. 1545-0047

SCHEDULE A Public Charity Status and Public Support

{Form 930 or 990-E2) Complete if the organlzation Is a section 501(c)(3) organization or a section
4847{a)(1) nonexempt charitable trust.

Department of the T P Attach to Form 980 or Form 880-EZ. Ooen to Public
.n?é’fm."‘p?gmue“saﬂi? v P Information about Schedule A (Form 980 or 890-EZ) and lis instructions Is at www.irs.gov/form394. Inspection
Name of the organization Employer Identification number
FRANKLIN SQUARE HOSPITAL CENTER INC. 52-0608007

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.}
1 A church, convention of churches, or association of churches described in section $70{b}(1)(A)(}}.

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

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

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

hospital's name, city, and state: _ s

An organization operated for the benefil of 2 college or university owned or operated by a governmental unit described in

saction 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 Ii.)

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

An organization that normally receives: (1) more than 3313 % of its support from contributions, membership fees, and gross

receipts from activities related to its exempt funclions - subject to certain exceplions, and (2) no more than 3313 %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 lll.)

10 E An organization arganized and operated exclusively to test for public safety. See section 509(a){4).

11 An organization organized and operaled 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 [:I Type | b |:| Typell c |:| Type lll-Functionally integrated d |:| Type lll-Non-functionally integrated
a|:] By checking this box, | certify thal the organization is not controlled direcily 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}

2
3
4

(1] O O Ol

or section 509(a)(2).
f If the organization received a wrillten determination from the IRS that it is a Type |, Type Ii, or Type lll supporting
organization, check this box, | L i e
g Since August 17, 2008, has the organization accepted any gift or contribution from any of the
following persons?
(i} A person who directly or indirectly controls, either alone or together with persons described in (i) and Yes | No
{iii) below, the governing body of the supported organization? . ... ... ... e, 11g()
(il A family member of a persondescribed in{i) above? | . L L. e e e e 11gii
{tii) A 35% controlled entity of a person described in (i} or (i) above? = ... ... ... ... .. ... 11g(lii)
h Provide the following information about the supported organization(s).
(i) Name of supporied {ii} EIN {lii} Type of organization (iv)1sthe | {v) Did you notify {vi) Is the {vli} Amount of monetary
organization {described on lines 1-2 organizetionin | the organization | organization in support
above or IRC section ol mm:‘ in col. {1} of your | col (i) organized
{see instructions)) R support? intha U S.?
Yes | No | Yes No Yes No
(A)
(8)
©
(D)
(E)
Total
For Paperwork Reduction Act Notice, see the Instructions for Schedule A {Form 980 or 980-EZ) 2013

Form 990 or 980-EZ.

JSA
JE1210 1.000
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FRANKLIN SQUARE HOSPITAL CENTER INC. 52-0608007

Schedule A (Form 990 or 990-E2) 2013 Page 2
Support Schedule for Organizations Described In Sections 170(b}(1)(A){Iv) and 170{b){1)(A}(vi)

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

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

mambership fees received. (Do not
include any "unusual grants.”) . « « . .

2 Tax revenves levied for the
organization's benefit and either paid
to orexpendedonitsbehalf . . . . . . .
3 The value of services or facilities
furnished by a governmental uni{ to the
organization without charge . . . . . . .
4 Total. Add lines 1 through 3. . . . . . .
5 The porlion of total contributions by
each person {other than a
governmenial unit or publicly
supporied organizalion) included on
line 1 that exceeds 2% of the amount
shownonline11, columa{l), . . . . ..
§ Public support. Subtract line 5 from line 4.
Section B. Total Support
Calendar year (or fiscal year beginning In} P {a) 2009 {b) 2010 {c) 2014 (d) 2012 {a) 2013 {f) Total
7 Amountsfromlined .. ........
8 Gross tncome from interest, dividends,

payments received on securities loans,
renis, royallies and income from similar
sources , L, , .. ..

8 Net income from unrelated business
aclivilies, whether or not the business
isregularlycarriedon + + . . . . ...
10 Other income. Do not include gain or
loss from the sale of capital assets
{Explainin PatiV.) « + + v 4 ¢ v « = .
11 Total support. Add lines 7 through 10 . .
12  Gross recelpts from relaled activities, etc. {see instructions) . . . . . . . . .. B0 00GOBnG0000000 12 |
13  First flve years. if the Form 980 is for the organization's firsl, second, third, fourth, or fifth tax year as a section 501(c)(3)
organization, check thisbaxandstophere ., . . . . . .. . 0 o000 ... ADoDOODODODOONOBOOOG oo oo n oo el 2
Section C. Computation of Public Support Percentage
14 Public support percentage for 2013 (line &, column (f) divided by line 11, column{f)) . . . ... .. 14 %
15 Public support percentage from 2012 Schedule A, Part I, fine 14 , , , . . e e e e e e e 15 %
1Ba 331/3% support test - 2013, If the organization did not check the box on line 13, and line 14 is 331/3% or more, check
this box and stop here. The organization qualifies as a publicly supported organization , . . .. .......... R 4
b 331/3% support test - 2012. If the organization did not check a box on line 13 or 16a, and line 15 is 331/3 % or more,
check this box and stop here. The organization qualifies as a publicly supported organization. . . .. ....... 86000 L
17a 10%-facts-and-circumstances test - 2013, If the organization did not check a box on line 13, 16a, or 16b, and line 14 is

18

10% or more, and if the organization meets the "facts-and-circumstances” test, check this box and stop here. Explain in
Parl IV how the organization meets the "facts-and-circumstances” test. The organization qualifies as a publicly supported
organization, , , . . ......... ..., e e e e e e e e e e >
10%-facts-and-circumstances test - 2012. If the organization did not check a box on line 13, 16a, 16b, or 17a, and line
15 is 10% or more, and if the organization meets the "facts-and-circumstances” test, check this box and stop here.
Explain in Part IV how the organization meets the "facls-and-circumstances” test. The organization qualifies as a publicly
supportedorganization ., . . .. ... ... ... e e e e e e e e e
Private foundation. If the organization did not check a box on line 13, 16a, 16b, 17a, or 17b, check this box and see

instructions , , . ......

JSA

Schedule A (Form 890 or 890-EZ) 2013

JE1220 1.000
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FRANKLIN SQUARE HOSPITAL CENTER INC. 52-0608007
Schedula A {Form 990 or 990-E2) 2013 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 II.
If the organization fails to qualify under the tests listed below, please complete Partll.)
Section A. Public Support
Calendar year {or fiscal year beginning In) {  {a) 2008 {b) 2010 {c) 2011 {d) 2012 {e}2013 {f) Total
4 Glifts, grants, contributions, and membership fees
received. (Do not include any "unusial granis.”™)
2 Gross receipts from admissions, merchandise
sold or senices performed, or facllities
furnished In any activity that is relaled to the
organization's tax-exempt purposa

......

3 Gross receipts from activities that are nol an

unrelated trade or business under seclion 513 |

4 Tax revenues levied fer the

organization's benefit and either paid

o or expended onits behatf | , |, ., ., .

5 The value of services or facillties

furnished by a governmental unit to the

organization without charge , | _ , , |,

6 Total. Add lines 1 throughS, , |, . ..

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

received from disqualified persons . . . .

b Amounis Included on lines 2 and 3

received from other than disqualified

persons thaet exceed the greater of $5,000

or 1% of the amount on Ine 13 for the yeser

¢ Addlines 7aand7b. . . + v « « 4 v 4 s

8 Public support (Sublract line 7¢ from

liNe6.) v « v v v o v v e v a8 e ...
Section B. Total Support

Calendar year (or fiscal year beginning in) P|  {a) 2009 {b) 2010 {c) 2011 (d) 2012 (e} 2013 {f) Total

@ Amounts fromline8. . . .. ... ...

10a Gross income from interest, dividends,

payments received on securities loans,

rents, royalties and income from similar
SOUMCBS . . . & v v v o o o s v o o0 o=

b Unrelated business taxable income (less
seclion 511 taxes) from businesses
acquired after June 30, 1875

¢ Addlines 10aand10b , , , ., .., ..

11  Net income from unrelated business
activities not included in line 10b,
whether or not the business is regularly
carriledon + + + = = - PP

12 Other income. Do not include gain or

loss from the sale of capital assels

LRI Y A}

{Explainin PartiV.) , ., .. .. 56000
13  Total support. {Add lines 9, 10¢, 11,
and12) ., ., ... ....... 500
14  First five years, If the Form 990 is for the organization's first, second, third, fourth, or fifth tax year as a section 501(c)(3)
organization, check thisboxandstophere., , . . . . . . oo\ .. NooO0O00DoOOODOOOO0ODOODDOAanT Y
Section C. Computation of Public Support Percentage
15 Public support percentage for 2013 (line 8, column (f) divided by line 13, coumn ()}, . . | PR [ | %o
16 Public support percenlage from 2012 Schedule A, Part Il line15. . . . . . . . . . .. Anonooooooa el %
Section D. Computation of Investment Income Percentage
17 Investment income percentage for 2013 {line 10¢, column {f) divided by line 13, column (f)) _ . _ . ..., ... |17 %
18 Investment income perceniage from 2012 Schedule A, Partll, ne17 | _ . ., . ... ... .. PP I |- %

18a 331/3% support tests - 2013. If the organization did not check the box on line 14, and line 15 Is more than 331/3%, and line
17 is not more than 331/3%, check this box and stop here. The organization qualifies as a publicly supported organization >
b 331/3% support tests - 2012. |If the organization did not check 2 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 lhis box and stop here. The organization qualifies as a publicly supported organization »
20 Private foundation. If the organization did not check a box on line 14, 19a, or 19b, check this box and see_instructions P~
%E’:‘m 4000 Schedule A {(Form 890 or 880-EZ) 2013

32062H 2502 vV 13-7.15 1793294 PAGE 17




FRANKLIN SQUARE HOSPITAL CENTER INC. 52-0608007

Schedule A (Form 990 or 990-E2) 2013 Page 4

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

ISA Schedule A {Form 890 or 890-EZ) 2013

E 1225 2.000
32062H 2502 Vv 13-7.15 1793294 PAGE 18



Schedule B Schedule of Contributors QME a1 S5 0047
{Form 880, 880-EZ,

°D'; 9::;;;’ et » Attach to Form 990, Form 980-EZ, or Form 990-PF. 2@ 1 3
.,,,2,,,,,, Revenue Senvice &) P Informatlon about Schedule B (Form 980, 990-EZ, or 890-PF) and Its instructions is at www.irs.gov/form$90.
Nama of the organization Employar identification number

FRANXLIN SQUARE HOSPITAL CENTER INC.
52-0608007

Organization type (check one):

Fllers of: Section:

Form 990 or 890-EZ E’ 501(c)}{(? ) (enter number) organization
|:| 49847(a)(1) nonexempt charitable trust not treated as a private foundation
D 527 political organization

Form 990-PF r_—_l 501(c)(3) exempt private foundation
I:] 4947(a)(1) nonexempt charilable trust treated as a private foundation

] 504(c)(3) taxable private foundation

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

General Rule

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

Special Rules

D For a section 501(c){3) organization filing Form 990 or 990-EZ that met the 33 1/3 % support est of the regulations
under sections 509(a)(1) and 170(b)(1){A){vi) and received from any one conlributor, during the year, a coniribution of
the greater of (1) $5,000 or (2} 2% of the amount on (i} Form 980, Part VIIl, line 1h, or (i} Form 990-EZ, line 1.
Complete Paris | and II.

D For a section 501(c)(7), (B), or (10} organization filing Form 980 or 980-EZ that received from any one contributor,
during the year, total contributions of more than $1,000 for use exclusively for religious, charitable, scientific, literary,
or educational purposes, or the prevention of cruelty to children or animals. Complete Parts |, Il, and IIl.

L__] For a section 501(c)(7}, (8), or (10) organization filing Form 990 or 990-EZ that received from any one contributor,
during the year, contributions for use exclusively for religious, charitable, etc., purposes, but these contributions did
not total to more than $1,000. If this box is checked, enter here the total contributions that were received during the
year for an exclusively religious, charitable, etc., purpose. Do not complete any of the parts unless the General Rule
applies to this organization because it received nonexclusively religious, charitable, etc., contributions of $5,000 or
more during the year | 2]

Caution. An organization that is not covered by the General Rule and/or the Special Rules does not fle Schedule B (Form 990,
990-EZ, or 990-PF}, but it must answer "No" on Part IV, line 2, of its Form 990; or check the box on line H of ils Form 980-EZ or on its
Form 930-PF, Part |, line 2, to certify that it does nol meet the filing requirements of Schedule B (Form 990, 990-EZ, or 990-PF).

For Paperwork Reduction Act Notice, see the Instructions for Form 890, 880-EZ, or 990-PF. Scheduls B (Form 980, 990-EZ, or 990-PF) {2013}

JSA

3E1251 1.000
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Schedule B {Form 930, 930-EZ, or 930-PF) (2013}

Name of organtzation

Page 2

FRANKLIN SQUARE HOSPITAL CENTER INC.

Employer Identification number

52-0608007

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

(a)
No.

{b)
Namae, address, and ZIP + 4

(c)

Total contributions

(d)
Type of contribution

Parson
Payroll
Noncash

(Complete Part || for
noncash contribulions.)

(a)
No.

{b)
Namae, address, and ZIP + 4

Total contributions

(d)
Type of contribution

Person
Payroll
Noncash

(Complete Part || for
noncash contribulions.)

{b)
Name, addraess, and ZIP + 4

(c)
Total contributions

(d)
Type of contribution

Person
Payroll
Noncash

{Complete Part |l for
noncash contributions.)

{a)
No.

{b)
Name, address, and ZIP + 4

{c)

Total contributions

(d)
Type of contribution

Parson
Payroll
Noncash

{Complete Part |l for
noncash contribulions.)

(a)
No.

(b)
Name, address, and ZIP + 4

{c)

Total contributions

{d)
Type of contribution

Person
Payroll
Noncash

{Complete Part |l for
noncash contributions )

(a)
No.

{b)
Name, address, and ZIP + 4

(c)
Total contributions

{d)
Type of contribution

Person
Payroll
Noncash

{Complete Part |l for
noncash coniributions.)

JSA

3E1253 1.000

32062H 2502 vV 13-7.15

Schedule B {Form 990, 990-E2, or 980-PF) {2013)
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Schedula B (Form 990, 890-EZ, or 990-PF) (2013)

Page 3

Name of organization FRANKLIN SQUARE HOSPITAL CENTER INC.

Employer idantification number

52-0608007

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

(a) No.
from
Part |

(b)

Description of noncash property given

{c)
FMV (or estimate}
{see instructions)

(d)

Date received

{a} No.
from
Part |

{1}

{c}
FMV {or estimate)
(see instructions)

(d)

Date received

{a) No.
from
Part

(b)

(c)
FMV (or estimate)
(see instructions)

(d)

Date received

(a) No.
from
Part |

(b}

(c)
FMV (or estimate}
{see instructions)

(d)

Date received

{a) No.
from
Part |

(b)

(c}
FMV {or estimate)
(see instructions}

(d)

Date received

{a) No.
from
Part |

(b}

(c)
FMV (or estimate)
{see instructions)

(d)

Date received

JSA Schedula B (Form 990, 990-EZ, or 880-PF) (2013)

JE1254 1.000
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Schedule B (Form 890, 990-EZ, or 890-PF) (2013)

Page 4

Name of organization FRANKLIN SQUARE HOSPITAL CENTER INC.

Employer identification number
52-0608007

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

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

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

{a) No.
I!'mr'tnl {b) Purposa of gift {c) Use of gift {d} Description of how gift is held
a
{e) Transfer of gift
Transferaa’s name, address, and ZIP + 4 Relationshlp of transfaeror to transferae
{(a) No.
;rorltnl {b) Purposa of gt {c) Use of gift {d) Descrlption of how gift is held
a!
{8) Transfer of gift
Transferee's name, addraess, and ZIP + 4 Relatlonship of transferor to transferee
{a} No.
'I,ror:n' {b}) Purpose of gift (c) Use of gift {d) Description of how gift Is held
al

{e} Transfer of gift
Transferee's nams, address, and ZIP + 4 Relationshlp of transferor to transferes
{a) No. ]
lg'mr'tnl {b) Purpose of gift {c) Usea of gift (d) Description of how gift is held
a

JSA
3E1255 1.000

32062H 2502

Vv 13-7.15

Schedule B (Form 990, 990-E2, or 990-PF) {2013)
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I OMB No. 1545-0047

SCHEDULE D

Supplemental Financial Statements

(Form 990) P Complete if the organization answered "Yes,” to Form 830,

Part IV, line 8, 7, 8, 9, 10, 11a, 11b, 11c, 11d, 11e, 111, 12a, or 12b.
Depariment of the Treasury P Attach to Form 980, Open to Public
Intemal Revenue Senvdce » information about Schedule D (Form 990) and its instructions is at www.lrs.gov/form390. Inspection

Name of ths erganization

Employer Identification number
FRANKLIN SQUARE HOSPITAL CENTER INC. 52-0608007

Organizations Maintaining Donor Advised Funds or Cther Similar Funds or Accounts.
Complete if the organization answered "Yes" to Form 980, Part IV, line 6.

{a) Donor advised funds {b) Funds and other accounts
1 Total number atendofyear , . ... ......
2  Aggregate contributions to (during year) . .. .
3 Aggregale grants from {duringyear). . . . . ..
4  Aggregale value atendofyear. , . . ... ...
§ Did the organization inform all donors and donor advisors in writing that the assets held in donor advised
funds are the organization's property, subject to the organization's exclusive legalcontrol? . . . ... 0000 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 private benefit? . . . . . . .. ... . SeO0oODOoOoGCOSOGOODOD0GoE An000 |:| Yas I:_l 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.qg., recreation or education) Preservation of an historically imporiant land area
Protection of nalural 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 conservalion
easement on the last day of the tax year.

Held at the End of the Tax Year
a Total number of conservationeasements . . . . . . . .. ¢t v 0o e D <
b Total acreage restricted by conservationeasements . . . .......... e e | 2B
¢ Number of conservation easements on a certified historic structure inciudedin(a). . . . . . | 2¢
d Number of conservation easements included in (c} acquired after 8/17/06, and noton a
historic structure listed in the National Register, , . . .. .. .......... e e e L2d
3 Number of conservation easements modified, iransferred, released, extinguished, or terminated by the organization during the
taxyear W _ _ _ _ _ o ___

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

violations, and enforcement of the conservation easementsitholds? . .. ......... R I:l Yes D No
6  Staff and volunteer hours devoted {o monitoring, inspecting, and enforcing conservation easements during the year

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

| T

8 Does each conservation easement reported on line 2(d) above satisfy the requirements of section 170(h}4)(B)
(i) and section 170MM@NBXI? . . . . . ..\ o s s e - Dves Dlwe
9 In Parl Xlll, describe how the organization reporis conservation easements in its revenue and expense stalement, and
balance sheet, and include, if applicable, the text of the footnote to the organization's financial statements that describes the
organizalion's accounting for conservation easemenis.
Organizations Maintaining Collections of Art, Historical Treasures, or Other Similar Assets.
Complete if the organization answered "Yes" to Form 890, Part IV, line 8.
1a If the or?anization elected, as permitted under SFAS 116 (ASC 958), not to regort 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 XIIi, the lext of the footnote to its financial statements thal describes these items.

b If the organization elecled, as permitted under SFAS 116 (ASC 058), to report in its revenue statement and balance sheet
works of art, historical treasures, or other similar assels held for public exhibition, education, or research in furtherance of
public service, provide the following amounis relating to these items:

() Revenues included in Form 990, PartVilline1 . . . ... ... ... e e e e e e >3
(i) Assels included in Form 990, PartX ... ... ..« ... oo ... G000 G0GU80600000 N F

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

a Revenues included in Form 990, PartVill,linet , . . .. ... .. ... ... A0 G0a0C0c0B8000 0 g Y
b__ Assetsincluded in Form 990, Part X . . . .. oo o s o oo v o n v or oo oo . aooanaaasne e 2]
For Paperwork Reduction Act Notice, see the Instructions for Form 880. Schedule D (Form 990) 2013
JsA
3E1268 2.000
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FRANKLIN SQUARE HOSPITAL CENTER INC.

Schedule D (Form 930) 2013

52-0608007
Page 2

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

Using the organization’s acquisition, accession, and other records, check any of the following that are a significant use of its

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

d
[ Other

Loan or exchange programs

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

XL,

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

assets lo be sold to raise funds rather than to be maintained as part of the organization's collection?

DYes D No

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

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

1a Is the organization an agent, trusiee, custodian or other intermediary for coniributions or other assets not

b
c
d
e
f

2a
b

Endowment Funds. Complete if the organization answered "Yes" to Form 990
{a) Current year

1a
b
c

3a

included on Form 990, Part X?

D)

® %+ % v & = o= o8 s s s o8 o momow

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

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

------ P R

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

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

-------

---------- .

.......

P R R

No

----------

Part IV, line 10.

{b) Prior year

{c) Two years back

{d) Three years back | (e} Four years back

Beginning of year balance . . . .

Contributions

Net investment earnings, gains,
andlosses. . . .. .0 hw e ..

Grants or scholarships . . .. ..

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

Administrative expenses . . . . .

End of year halance. . . . .. ..

Provide the eslimated percentage of the current year end balance (line 1g, column (2)) held as:

Board designated or quasi-endowment p
Permanent endowment p

%

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

organization by:
{i) unrelated organizations ,
(ii) related organizations

L ]

b If *Yes" to 3a(ii), are the related organizations listed as required on Schedule R?

..........

----- P R I A I )

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

Yas | No

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

Land, Buildings, and Equi
Complete if the organiza

ment.
on answered "Yes" to Form 990, Part IV, line 11a. See Form

990, Part X, line 10.

Description of propérty

(&) Cost or other basis
(investment)

{b) Cost or other basis
{other}

{c} Accumulated
dapreclation

(d) Book value

Buildings . . .

Leasehold improvements. . . .+ . - . . .

Equipment . ..
Other .« ...,

386,702,

386,702.

165,792,534,

85,934,276,

79,858,258,

2,461,131.

1,870,908

590,223.

283,346,322.

164,865,522

118,480,800.

30,060,619,

8,665,179,

21,395,440,

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

220,711,423,

J45A

3E1269 2 000

32062H 2502

vV 13-7.15

1793294
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FRANKLIN SQUARE HOSPITAL CENTER INC.

Schedule D (Form 930) 2013

52-0608007
Page 3

:ElQYIl Investments - Other Securities.

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

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

(b) Book value

(e} Method of valuation:
Cosl or end-of-year market value

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

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

Total. (Column (b) must equal Form 398, Part X, col. (B} line 12.} P

CERRYIN Investments - Program Related.

Complete if the organization answered "Yes" to Form 990, Part IV, line 11c. See Form 990, Part X, line 13.

(a) Description of Investment

{b} Book value

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

)]

(2)

(3

4

(58)

(6)

4]

(8)

9

Total. (Cotumn (b) must equal Form 890, Part X, col. (B) fine 13.) P

El{dbE Other Assets.

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

{a) Description

{b) Book valua

(1

(2)

(3

4

(8)

(6)

04)

(&)

9

Total. {Column (b) must equal Form 990, Part X, col. (B)line 15.). . . . . v v v v v v v v v i v v o o o v o 0 s >

Other Liabilities.

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

line 25.

1. {a) Description of liability (b) Book value
{1} Federal income taxes
(2)ADVANCES FROM 3RD PARTY PAYORS 13,928,690.
(3) INTERCOMPANY DUE TO/FROM 2,851,350.
{4)WORKERS COMPENSATION 5,71%,225.
{5)STOCK OPTION PLAN 799,854.
(6)OTHER LIABILITY 7,406, 965.(
{7)
{8)
(9

Total. (Calumn (b) must equal Form 980, Part X, col. (B} line 25.) W 30,706,084.

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

J5A
AE1270 1.000
32062H 2502

vV 13-7.18

Schedule D (Form 880) 2013
1733294 PAGE 25



FRANKLIN SQUARE HOSPITAL CENTER INC. 52-0608007
Schedule D (Form 990) 2013 Page 4
Reconciliation of Revenue per Audited Financial Statements With Revenue per Return.
Complete if the organization answered "Yes" to Form 990, Part IV, line 12a.

1  Total revenue, gains, and other support per audited financial statements . .. .. ...... 1
2  Amounts included on line 1 but not on Form 990, Part VIII, line 12:
a Netunrealized gains on investments ., .. ........... . . |22
b Donated services and use of faciities . . .. ............ ..l 2b
¢ Recoveries of prior yeargranls | . S ..l 2c
d Other (DescribeinPart XIl) . ., .. T .. L2d
e Addlines 2athrough2d . . ., .. NOCOO0DoOOOBG0000G D005 00000 00 20
3  Subtractline 2e fromlined . .. ........ NE00000bEa0000 0 A0O0QOoo0oOanaD 3
4  Amounts included on Form 990, Part VIII, line 12, but not an line 1:
a Investment expenses not included on Form 990, Part Vlll, line7b = | 4a
b Other (DescribeinPart XLy . . .. ..... e e e e e 4b
cAddlines4aand4b... ............ e e 4c
Total revenue. Add lines 3 and 4¢. (This must equal Form 990, Partf,line 12.) , . . . . . . . . . . ... 5

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

1  Total expenses and losses per audited financial statements e 1
Amounts included on line 1 but not on Form 990, Part IX, line 25:
a Donated services and use of facilities 2a
b Prior year adjustments T 2b
. - e e e e e e Ha0000C0aODb000G ”
d Other (Descr'it;e.in'P'aft klil.i T e 2d
e Add lines 2a through 2d o . l2e
3 Sublractline 2e rom INE T . o v o v v oo v e e e e ]
4  Amounts included on Form 990, Part IX, line 25, but not on line 1:
a Investment expenses not included on Form 990, Part VI, line 7b B
b Other {Describe in Part XIIL.) T 4b
B TS Sy s— 0000000 COCOODOOOGOG ' sc
5 Total expenses. Add lines 3 and 4c. (Thr's must 'ec‘;u'al'be}n'Q'Qb ParH " line ia'.)_ : : : : : : .. : : 5

EN®All Supplemental Information.
Provide the descriptions required for Parl I, lines 3, 5, and 9; Part lll, lines 1a and 4; Part IV, fines 1b and 2b; Part V, line 4, Part X, line
2: Part X1, lines 2d and 4b; and Part XII, lines 2d and 4b. Also complele this part to provide any additional information.

SEE PAGE 5

JSA Schedule D (Form 990} 2013
3E1271 1.000
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Schedule D (Form 990) 2013 FRANKLIN SQUARE HOSPITAL CENTER INC. 52-0608007 Page 5
ERSAN 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 FCR THE FUTURE TAX
CONSEQUENCES ATTRIBUTAELE TO DIFFERENCES BETWEEN THE FINANCIAL STATEMENT
CARRYING AMOUNTS OF EXISTING ASSETS AND LIABILITIES AND THEIR RESPECTIVE
TAX BASES AND OPERATING LOSS AND TAX CREDIT CARRYFORWARDS. DEFERRED TAX
ASSETS AND LIABILITIES ARE MEASURED USING ENACTED TAX RATES EXPECTED TO
APPLY TO TAXABLE INCOME IN THE YEARS IN WHICH THOSE TEMPORARY DIFFERENCES
ARE EXPECTED TO BE RECOVERED OR SETTLED. THE EFFECT ON DEFERRED TAX
ASSETS AND LIABILITIES OF A CHANGE IN TAX RATES IS RECOGNIZED IN THE
PERIOD THAT INCLUDES THE ENACTMENT DATE. ANY CHANGES TO THE VALUATION
ALLOWANCE ON THE DEFERRED TAX ASSET RRE REFLECTED IN THE YEAR OF CHANGE.
THE CORPORATION ACCOUNTS FOR UNCERTAIN TAX POSITIONS IN ACCORDANCE WITH
THE FASE ACCOUNTING STANDARDS CODIFICATION (ASC) TOPIC 740, INCOME TRXES.
THERE WAS NO LIABILITY RECORDED FOR UNCERTAIN TAX POSITIONS AS OF JUNE

30, 2014.

Schedule D (Form 980} 2013

JSA

3E1226 1.000
32062H 2502 vV 13-7.15 1793294 PAGE 27



SCHEDULE H Hospitals | ome No. 1545-0047
{(Form 990)

p Complete if the organization answerad "Yas" to Form 880, Part IV, question 20.

Attach to Form 990, Sea saeparate instructions. i
E?S;;m;:;fﬂesmrv P Information abcu: Schedule H (Form Bstgand lts l':lstructions Is at www.irs.gov/form990. ﬁ::-j;;:;(t}]s# plic
Name of the organization Employer Identification numbar
FRANKLIN SQUARE HOSPITAL CENTER INC. 52-0608007
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 written policy?. . . . . . e e e e e bl X

2 If the organization had multiple hospital facilities, indicate which of the following best describes application of
the financial assistance policy o 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 eligibiity for providing discounted care? If "Yes™ |
indicate which of the following was the family income limit for eligibility for discounted care: , , , , , ... ... .. 3b | X
200% D 250% 300% 350% 400% Other %

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

4 Did the organization’s financial assistance policy that applied to the largest number of its palients during the

tax year provide for free or discounted care to the "medically indigent™?, , _ . . . ... ........ R I ¢
5a Did the organization budget amounts for free or discounted care provided under its financial assistance policy during the tax year? 5a | X
b If "Yes," did the organization's financial assistance expenses exceed the budgeted amount? . . . . . . . ... 8B
¢ If "Yes" to line 5b, as 2 result of budget considerations, was the organization unable to provide free or
discounted care to a patient who was eligible for free or discounted care? . . . . . . . . v oo o v v e e | BC X
6a Did the organization prepare a community benefit report during the taxyear? . . . .. .. .. .o 0o veee.. |BalX
b If"Yes,” did the organization make it availabletothepublic? . . . . . . . oo o v v i i s s e e.o.. |BBLX
Complele 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
Financlal Assistance and |18} humber of | (b) Persons {c) Total community {d) Direct offsetting (Og Net community {n Percent
Moans-Tested Government rograms served benefit expense e enefl expense of total
Programs fl,:ﬂmg, {optional} axpense
a Financial Assistance at cosl
{from Worksheet 1) « « » . 10,426,832, 10,426,832, 2.23
b Medicaid {from Worksheet 3,
ColuMNB) « « « « o o o
€ Cosls of other means-lested
g{ovammem programs &from
orksheet 3, column b} | |
d Taotal Financial Assistance and
Means-Tested Government
PrOGraMS + « « « « » » » 10,426,832. 10,426,832, 2.23
Other Benefits
e C Ity health imp
services and community benefit
operations {from Worksheet 4) « 1,549,886. 570,849. 979,037. .21
f Health professions education
(from Worksheet 5) .+ . . . 13,593,334, 5,500. 13,587,8234. 2.90
§ Subsidized health senices (from
WorksheetB)e « + o+« & o 26,879,571. 21,964,838, 4,914,733. 1.05
b Research {from Worksheet 7} 372,067. 379,067. .08
i ::uh and ln-lkhg oo:mtrlb;wﬂ?‘ns
mmenlt
v‘;'uf:mm“g)!_f °" .‘_ " 58,291. 58,291. .01
} Total. Other Benefts . . . . 42,460,149. 22,541,187. 19,918, 962. 4.25
k Total. Add lines 7d and 7). . 52,886,981. 22,541,187, 30,345,794, 6.48
For Paperwork Reduction Act Notice, sse the Instructions for Form 980, Schedule H (Form 990) 2013

JSA 3E1284 1.000
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FRANKLIN SQUARE HOSPITAL CENTER INC. 52-0608007

Schedule H (Form 830} 2013

Community Building Activities Complete this table if the organization conducted any community building

activities during the tax year, and describe in Part VI how its community building activities promoted the

health of the communilies it serves.

{a) Numbar of| {b) Persons
activitles or served

programs
{optional)

Page 2

() Total community
building expense

(d) Direct offsetting
revenue

{e} Net community
buliding expense

{f) Parcent of

total expense
(optional)

1_Physical improvements and housing
2 Economic development

3 Community suppori
4 Environmental improvements
5 Leadership development and

I for Hy b

88,538. 30,548. 57,980, .01

2,227,
802.

2,227.
802.

& Coalltion building
7 Community health improvement
advocacy
8 Workforce development
¢ Other
10 Total 133,217.
NI __Bad Debt, Medicare, & Collection Practices
Section A. Bad Debt Expense Yas | No
1 Did the organization report bad debt expense in accordance with Healthcare Financial Management Association
StatementNo. 157, , . . . ... ... oot e e e e e e e e e i_| X
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, |, | _ | PR
3 Enler 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. | = | I
4 Provide in Part VI the text of the footnote to the organizalion's financial statements that describes bad debt
expense or the page number on which this footnote is contained in the attached financial statements.
Section B. Medicare
5 Enter total revenue received from Medicare (including DSHand IME) . . ... .. .. . |5
& Enter Medicare allowable costs of care relating to paymentsonfine5 . . . ... ... . |6
7 Subtract line 6 from line 5. Thisis the surplus {orshortfally . ., . .. ... ........ 7
8 Describe in Parl 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 8. Check the box that describes the method used: |:|
Other

Cost accounting system Cost to charge ratio
Sectlon C. Collection Practices
9a Did the organization have a written debt collection policy during the taxyear?. . . . ... .. NG o0Ga0onann.n 9a | X
b 1f "Yes,” did the ocrganization's collection policy that applied to the largest number of its patients during the lax year contain provisions on the
collection practices to be followed for patients who are known to guallfy for financial assistance? Describein PartVl , , . . . . s e e .. l8B ] X
Management Companies and Joint Ventures (cwned 10% or more by officers, directors. trustoes, key employees, and physicians - ses instructions)

27,370.
14,280.

27,370, .01
14,280.

30,548. 102,6689. .02

17,924,316,

{a) Name of entity {b) Description of primary {¢) Organization's {d} Officers, directors, | {e) Physicians’
aclivily of entity profit % or stock frusteas, or key profit % or stock
ownership % amployees’ profl % ownership %
or stock ownership %
1
2
3
4
5
6
7
8
9
10
11
12
13
et Schedule H (Form 890) 2013
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FRANKLIN SQUARE HOSPITAL CENTER INC.

Schedule H (Form 590) 2013

52-0608007

Page 3

Facility Information

Section A. Hospital Facilities

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

How many hospital facilities did the organization cperate
during the tax year? __ 1

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

Iendsoy pasuaar)

[enBuns § |Expow |eIsuUBD

[ENdsoy suaJpfiyd

{endsoy Bunpeay

IEpdsoy S58008 (EoNUD

Appoej yueesey

SINOY $Z-43

epo-u3

Other (describe)

Facility
reporting
group

1 FRANKLIN SQUARE HOSPITAL CENTER

9000 FRANKLIN SQUARE DRIVE

BALTIMORE MD 21237-3301

FAST TRACK ER

10

JSA
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32062H 2502

Vv 13-7.15

1793294

Schedule H (Form 890) 2013

PAGE 30



FRANKLIN SQUARE HOSPITAL CENTER INC. 52-0608007

Schedule H {Form 880} 2013 Page 4
Facility Information (continued)
Section B. Facility Policies and Practices
{Compleie a separate Section B for each of the hospita! facilities or facilily reporting groups listed in Part V, Section A)
Name of hospitat facility or facility reporting group FRANKLIN SQUARE HOSPITAL CENTER
If raporting on Part V, Section B for a single hospital facility cnly: line number of
hospital facility (from Schedule H, Part V, Section A) 1
Yes | No
Community Health Needs Assessment {Lines 1 through 8c are oplional 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," skipto line 9., , . . . e e e e e e e 1 |1 X
If "Yes," indicate what the CHNA report describes (check all that apply):
a A definition of the community served by the hospital facility
b Demographics of the community
c Existing health care facilities and resources within the communily thal are available to respond to the
health needs of the community
d How data was obtained
e !E The health needs of the community
f Primary and chronic disease needs and other health issues of uninsured persons, low-income persons,
and minority groups
g The process for identifying and priorilizing community health needs and services to meet the
community health needs
h The process for consulting with persons representing the community’s interests
i Information gaps that limit the hospital facilily's ability to assess the community's health needs
i |__] other (describe in Section C)
2 Indicate the tax year the hospital facility last conducted a CHNA: 20 11
3 In conducting its most recent CHNA, did the hospilal facility take into account input from persons who
represent the broad interests of the communily served by the hospital facility, including those wilh special
knowledge of or expertise in public health? If "Yes," describe in Section C how the hospital facility took into
account input from persons who represent the community, and identify the persons the hospital facility
consulted , , .. ......... e e P LI e 3 | X
4  Was the hospital facility's CHNA conducted with ane or more other hospilal facilities? if "Yes,” list the other
hospital facilities inSectionC . . ... ............. e e e e 4 X
§  Did the hospita! facility make its CHNA report widely available to the public? . . . .. ... e e e e e e e 5§ | X
If "Yes," indicate how the CHNA report was made widely available (check all that apply):
a [ X] Hospital facility's website (list uri): _HTTP: //WWW. MEDSTARFRANKLINSQUARE . ORG/
b . Other website (list url):
] Available upon request from the hospital facility
d L_|Other (describe in Section C)
6 | the hospital facility addressed needs identified in its most recently conducled CHNA, indicale how (check
all that apply as of the end of the tax year):
a X| Adoption of an implementation sirategy that addresses each of the community health needs identified
___ through the CHNA
b | X| Execution of the implementation stralegy
¢ | X| Participation in the development of a community-wide plan
d [ X] Participation in the execution of a community-wide plan
e | X| Inclusion of a community benefit section in operational plans
f | X] Adoption of a budget for provision of services that address the needs identified in the CHNA
g | X| Prioritization of health needs in its community
h |_¥X| Prioritization of services that the hospital facility will undertake to meetl health needs in its community
i | Other (describe in Section C)
7 Did the hospital facility address all of the needs identified in its most recenlly conducted CHNA? If "No,"
explain in Section C which needs it has not addressed and the reasons why it has not addressed such needs . 7 X
8a Did the organization incur an excise tax under section 4959 for the hospital facility's failure to conduct a
CHNA as required by section 501(n)(3)? . . . .. ....... e e e e Ba £
b If"Yes" to line 8a, did the organization file Form 4720 to report the section 4959 excisetax? , , , , . ... .. 8b
¢ If "Yes" to line B8b, what is the total amount of section 4959 excise tax the organization reported on Form
4720 for all of its hospital facilities? §
Schedule H (Form 880) 2013
JSA
3E1267 1.000

32062H 2502 vV 13-7.15 1793294

PAGE 31



FRANKLIN SQUARE HOSPITAL CENTER INC. 52-0608007

Schedule H (Form £60) 2013 Page 5
Facility Information (continued)
Financial Assistance Policy FRANKLIN SQUARE HOSPITAL CENTER Yes | No
Did the hospital facility have in place during the tax year a written financial assistance policy that.
g  Explained eligibility criteria for financial assistance, and whether such assistance includes free or discounted %
e 1= e e e et et 9
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 O 0 %
If "No,” explain in Section C the criteria the hospital facility used.
11 Used FPG to determine eligibility for providing discounfed care?. . . . . . e e e e 1] X
If "Yes,” indicate the FPG family income limit for eligibility for discounted care: 4. 0 0 o
If "No,” explain in Section C the criteria the hospital facility used. ——
12  Explained the basis for calculating amounts charged to patients? . . . . . et e a e e 12 | X
i “Yes,” indicale the factors used in determining such amounts (check all that apply}.
a | & Income level
b | %| Assetlevel
¢ | X| Medical indigency
d | X| Insurance stalus
e | X| Uninsured discount
f | X| Medicaid/Medicare
g [_| Stateregulation
h |__| Residency
i |} Other(describe in Section C)
13  Explained the method for applying for financial assistance?. . . . . A NO0O0000D00O0000O0B000000: 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
% | | 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 posled in the hospital facility's admissions offices
e | X| The policy was provided, in writing, to patients on admission lo the hospital facility
f | X| The policy was available on request
g L | Other (describe in Section C)
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?, | | | 15| X
16 Check all of the following actions against an individual that were permitted under the hospital facility's
policies during the tax year before making reasonable efforts to determine the individual's eligibility under the
facility's FAP:
a Reporting to credit agency
b Lawsuits
c Liens on residences
d Body attachments
e Other similar actions (describe in Section C)
17  Did the hospital facility or an authorized third party perform any of the following actions during the lax year
before making reasonable efforts lo determine the individual's eligibility under the facility's FAP? | ., [, ., . 17 X
If "Yes," check all actions in which the hospital facility or a third party engaged:
a Reporting to credit agency
b Lawsuits
c Liens on residences
d Body attachments
[ Other simitar actions (describe in Section C)
Scheduls H {Form 880) 2013
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FRANKLIN SQUARE HOSPITAL CENTER INC. 52-0608007

Schedule H (Form 850) 2013

Page B

Facility Informatlon (confinued) __ FRANKLIN SQUARE HOSPITAL CENTER

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

a0 oW

financial assistance policy
o [ ] Other (describe in Section C)

Notified individuals of the financial assistance policy in communications with the individuals regarding the individuals' bilis
Documented its determination of whether individuals were eligible for financial assistance under the hospital facility’s

Policy Relating to Emergency Medical Care

18  Did the haspital facility have in place during the tax year a written policy relating to emergency medical care
that requires the hospilal facility 1o provide, without discriminalion, care for emergency medical condilions to

individuals regardless of their eligibility under the hospital facility's financial assistance policy?
If "No,” indicate why:

D L I}

The hospital facility did not provide care for any emergency medical conditions
The hospital facility's policy was not in writing

c The hospital facility limited who was eligible to receive care for emergency medical condilions (describe
in Section C)

d D Other {describe in Section C)

o

Yes| No

19

Changes to Individuals Eligible for Assistance under the FAP (FAP-Eligible Individuals)

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

a The hospital facility used ils 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 |:| Other (describe in Section C)

21 During the tax year, did the hospital facilily charge any FAP-eligible individual to whom the hospital facility
provided emergency or other medically necessary services more than the amounts generally billed to
individuals who had insurance covering suchcare?, . ., ., ., ..
If "Yes," explain in Section C.

22 During the tax year, did the hospital facility charge any FAP-eligible individual an amount equal to the gross
charge for any service provided to that individual? . .. ... ..
If "Yes," explain in Section C.

......... L T T L I T )

21

22

X

Schedule H (Form 990} 2013
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FRANKLIN SQUARE HOSPITAL CENTER INC. 52-0608007
Schedule H (Form 850) 2013 Page 7
Facility Information {continued)
Section C. Supplemental Information for Part V, Section B. Provide descriptions required for Part V, Section B, lines
1j, 3, 4, 5d, 6i, 7, 10, 11, 12i, 14qg, 16e, 17e, 18e, 19¢, 19d, 20d, 21, and 22. If applicable, provide separate descriptions
for each facility in a facility reporting group, designated by "Facility A" "Facility B, etc.

JSA Schedule H (Form 980) 2013
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FRANKLIN SQUARE HOSPITAL CENTER INC. 52-0608007

Schedula H (Form 990) 2013 Page 8

Faclility Information {continued)
Section D. Other Health Care Facilities That Are Not Licensed, Registered, or Similarly Recognized as a Hospital

Facility
(list in order of size, from largest to smallest)

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

Name and address
1

Type of Facility (describe)

2

Schedule H {Form 980) 2013

JSA

3E1325 1.000
32062H 2502 Vv 13-7.15 1793294 PAGE 35



FRANKLIN SQUARE HOSPITAL CENTER INC. 52-0608007

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

Provide the following information.

1

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

Needs assessment. Describe how the organization assesses the health care rieeds of the communities it serves, in addition 1o
any CHNAs reported in Part V, Seclion B.

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

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

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

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

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

CHARITY CARE AT COST

PART I, LINE 7A

MARYLAND'S REGULATORY SYSTEM CREATES A UNIQUE PROCESS FOR HOSPITAL

PAYMENT THAT DIFFERS FROM THE REST OF THE NATION. THE HERLTH 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

BREAKQUT 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 BND ALL PAYCRS, INCLUDING GOVERNMENTAL PAYORS, PAY THE SAME

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

JSA
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FRANKLIN SQUARE HOSPITAL CENTER INC. 52-0608007

Schadule H {Form 980} 2013 Page 9

Supplemental information

Provide the following information.

1

Required dascriptions. Provide the descriplions required for Part ), lines 3c, 83, and 7; Part Il and Part I, lines 2, 3, 4, 8§ and
gb.

Noeds assessment. Describe how the organization assesses the health care needs of the communilies it serves, in addition to
any CHNAs reported in Parl V, Section B.

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

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

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

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

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

UNIQUE ALL-PAYOR SYSTEM INCLUDES A METHOD FOR REFERENCING UNCOMFENSATED

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 ZERC. THE EXCEPTION TO THIS IS THE IMPACT ON THE HOSPITAL

OF ITS SHARE OF THE MEDICATID 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 PROFESSICONS 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 COMMISSICN (HSCRC), DETERMINES PAYMENT THROUGH A RATE-SETTING

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

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

UNIQUE ALL-PAYOR SYSTEM INCLUDES A METHOD FOR REFERENCING UNCOMPENSATED

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

JSA
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FRANKLIN SQUARE HOSPITAL CENTER INC. 52-0608007

Schedule H {Form 930) 2013 Page 9

Supplemental Information

Provide the following information.

1

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

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

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

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

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

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

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

arganization, files a community benefit report.

BREAKOUT ANY OFFSETTING REVENUE RELATED TO UNCCMPENSATED CARE.

BAD DEBT

PART III, LINE 4

MEDSTAR HEALTH AND ITS AFFILIATED ORGANIZATIONS REPORT BAD DEBT EXPENSE

IN ACCORDANCE WITH ASU 2011-07, WHICH REQUIRES CERTAIN HEALTHCARE

ENTITIES TO CHANGE THE PRESENTATICN OF THEIR STATEMENT OF OPERATIONS BY

RECLASSIFYING THE PROVISION FOR BAD DEBTS ASSOCIATED WITH PATIENT SERVICE

REVENUE FROM AN OPERATING EXPENSE TO A DEDUCTION FROM PATIENT SERVICE

REVENUE (NET OF CONTRACTUAL ALLOWANCES AND DISCOUNTS). HOWEVER, MEDSTAR

AND ITS AFFILIATED ENTITIES DO NOT MAKE A DETERMINATION AS TO WHETHER

SELF PAY 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 TC SUPPORT THAT AN AMOUNT IS NOT

COLLECTIBLE.

JSA
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FRANKLIN SQUARE HOSPITAL CENTER INC. 52-0608007
Schedule H {(Form 980) 2013 Page 9
=FIaYN  Supplemental Information

Provide the following information.

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

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

3 Patient aducation of eligibllity for assistance. Describe how the organization informs and educates patients and persons
who may be billed for patienl 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 Promotlon of community haalth. Provide any other information important to describing how the organization's hospital facilities or
other health care facilities further its exempt purpose by promoting the health of the community (e.g., open medical staff, community
board, use of surplus funds, eic.).

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 2 related
organization, files a community benefit report.

MEDICARE

PART III, LINE B

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, FAY THE SAME
AMOUNT FOR THE SAME SERVICES DELIVERED AT THE SAME HOSPITAL. MARYLAND'S
UNIQUE ALL-PAYOR SYSTEM INCLUDES A METHOD FOR REFERENCING UNCOMPENSATED
CARE IN EACH PAYORS' RATES, WHICH DOES NOT ENABLE MARYLAND HOSPITALS TO
BREAKOUT ANY OFFSETTING REVENUE RELATED TO UNCOMPENSATED CARE. AS SUCH,

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

CHNA INPUT
PART V, SECTION B, LINE 3
HOSPITAL LEAD

ROLE DESCRIPTION

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

JSA Schadule H (Form 980} 2013
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FRANKLIN SQUARE HOSPITAL CENTER INC. 52-0608007
Schedule H (Form 990) 2013 Page 9
E1Z8UN  Supplemental Information

Provide the following information.

1 Required descriptions. Provide the descriptions required for Part 1, lines 3¢, 62, and 7; Part Il and Part I, lines 2, 3, 4, B8 and
9b.

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

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

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

5 Promotion of community health. Provide any other information important to describing how the organization's hospital facilities or
other health care facilities further its exempt purpose by promoling 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 stales with which the crganization, or a related
organization, files a community benefit report.

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

HE/SHE REVIEWS ALL NARRATIVES PRIOR TO PUBLICATION.

NAME OF HOSPITAL LEAD: PATRICIA ISENNOCK, RN

ROLE DESCRIPTION

THE EXECUTIVE SPONSOR SERVES AS THE CONDUIT BETWEEN THE ADVISORY TASK
FORCE AND THE SENIOR MANAGEMENT TEAM. THE SPONSOR IS AN ACTIVE
PARTICIPANT OF THE ADVISORY TASK FORCE AND HE/SHE COMMUNICATES THE
HOSPITAL'S CLINICAL STRENGTHS AND PROGRAM PRIORITIES TO DIVERSE

AUDIENCES.

NAME OF EXECUTIVE SPONSOR: SCOTT KRUGMAN, MD

RCLE DESCRIPTION

JSA Schedule H (Form 880} 2013
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FRANKLIN SQUARE HOSPITAL CENTER INC. 52-0608007

Schadule H (Form 990) 2013 Page 9
ETtq@Ull Supplemental Information

Provide the following information.

1

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

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

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

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

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

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

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

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

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

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

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

OPTIMIZE COMMUNITY PARTICIPATION.

NaME: TITLE: AFFLIATION HOSPITAL

WITH HOSPITAL EMPLOYEE
(I.E., BOARD (YES/NO)
MEMBER, VOLUN-
TEER, COMMUNITY

ADVOCATE, STAFF

ELISE ANDREWS PROGRAM MANAGER, COMMUNITY NO

LOCAL MANAGEMENT PARTNER

J5A
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FRANKLIN SQUARE HOSPITAL CENTER INC. 52-0608007

Schedule H {Form 830) 2013 Page 9

Supplemental Information

Provide the following information.

1

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

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

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

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

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

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

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

BOARD
DONNA BILZ HEALTH COORDINATOR, COMMUNITY NOC
BALTIMORE COUNTY PARTNER

DEPARTMENT OF AGING

GREGORY BRANCH HEALTH OFFICER, COMMUNITY NO

BALTIMORE COUNTY PARTNER

DEPARTMENT OF HEALTH

DAN COYNE OFFICER, COMMUNITY NO
BALTIMORE COUNTY PARTNER
POLICE DEPARTMENT LAURA CULBERTSON PUBLIC
HEALTH COMMUNITY NC
ADMINISTRATION, PARTNER

BALTIMORE COUNTY

DEPARTMENT OF HEALTH

MEGAN DOTY SENICR PUBLIC STAFF YES

RELATIONS SPECIALIST

UCHENNA EMECHE FAMILY HEALTH STAFF YES

CENTER PHYSICIAN
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=FIT8%N Supplemental Information

Provide the following information.

1

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

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

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

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

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

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

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

LINDA FRISCH DIRECTOR OF GRANT STAFF YES

DEVELOPMENT, MEDSTAR

HEALTH
LIZ GLENN BOARD MEMBER BOARD MEMBER NO
SUSAN HAHN PARENT SUPPORT SERVICES COMMUNITY NO

COORDINATOR, BALTIMORE PARTNER

COUNTY PUBLIC SCHOOLS

SHARCN HOFFMAN EARLY CHILDHOOD COMMUNITY NO

SUPERVISOR, BALTIMORE PARTNER

COUNTY PUBLIC SCHOOLS

JUANITA IGNACIO DIRECTOR, CREATIVE KIDS COMMUNITY NO
PARTNER
TRICIA ISENNOCK COMMUNITY OUTREACH STAFF YES
MANAGER
TERRI KINGETER SECTCR COORDINATOR, COMMUNITY NO
BALTIMORE COUNTY PARTNER

PLANNING OFFICE

SCOTT KRUGMAN COMMUNITY MEDICINE STAFF YES

JSA
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Schedule H (Form §90) 2013 Page 9
AUl  Supplemental Information '

Provide the following information.

]

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

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

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

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

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

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

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

SERVICE LINE DIRECTOR

PATRICIA NORMAN BOARD MEMBER STAFF YES

SALLY RIXEY FAMILY HEALTH CENTER, STAFF YES

CHIEF QOF FAMILY PRACTICE

NOTE:

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

COMMUNITY REPRESENTATIVES SHOULD MAKEUP AT LEAST 50% OF TOTAL

PARTICIPANTS.
NAME : TITLE: AFFLIATION HOSPITAL
WITH HOSPITAL EMPLOYEE
{YES/NO)
DON SCHWIMM ACTING EXECUTIVE COMMUNITY NO
DIRECTOR, LOCAL PARTNER
MANAGEMENT BOARD
BERYAN SHEPPARD SPECIAL ASST. TO COMMUNITY jin)
JSA Schedule H {(Form 980} 2013
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FRANKLIN SQUARE HOSPITAL CENTER INC. 52-0608007

Schedula H {Form §90) 2013 Page 9
ETia'il Supplemental Information

Provide the following information.

1 Required descriptions. Provide the descriptions required for Part |, lines 3c, 6a, and 7, Part It and Part lll, lines 2, 3, 4, 8 and
gb.

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

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

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

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

& 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.

KEVIN KAMENETZ, PARTNER
BALTIMORE COUNTY
EXECUTIVE

TOBIE-LYNN SMITH MEDICAL DIRECTOR, COMMUNITY NO
HEALTH CARE FOR PARTNER
THE HOMELESS-
BALTIMORE COUNTY

RENEE YOQUNGFELLOW DIVISICN CHIEF, COMMUNITY NO

CLINICAL SERVICES- PARTNER
CENTER BASED SERVICES,
BALTIMORE COUNTY

DEPARTMENT OF HEALTH

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 HERLTH OF

JSA
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CETRaYN  Supplemental Information

Provide the following information.

1

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

Needs assessment. Describe how the organizalion assesses the health care needs of the communities it serves, in addition 1o
any CHNAs reported in Part V, Section B.

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

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

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

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

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

organization, files a community benefit report.

UNDERSERVED AND VULNERABLE POPULATIONS IN THE REGICNS 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

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 FRANKLIN SOQUARE MEDICAL CENTER (MEDSTAR FRANKLIN SQUARE)

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 14 ADVISORY TASK FORCE (ATF) MEMBERS,

JSA
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FRANKLIN SQUARE HOSPITAL CENTER INC. 52-0608007
Schedule H (Form 990) 2013 Page 9
ETCAYUN  Supplemental Information

Provide the following information.

1 Required descriptions. Provide the descriptions required for Part |, lines 3¢, 62, and 7; Parl Il and Part I, lines 2, 3, 4, 8 and
9b.

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

3 Patient education of eligibility for assistance. Describe how the organization informs and educales patients and persons
who may be billed for patient care about their eligibility for assistance under federal, siate, 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 imporlant to describing how the organization's hospital facilities or
other health care facilities further ils exempt purpose by promoting the health of the community (e.g., open medical slaff, 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 promaoting 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.

WHICH WAS COMPRISED OF A DIVERSE GROUP OF INDIVIDUALS, INCLUDING
COMMUNITY RESIDENTS, HOSPITAL REPRESENTATIVES, PUBLIC HEALTH LEADERS, AND
OTHER STAKEHOLDER ORGANIZATIONS, SUCH AS REPRESENTATIVES FROM LOCAL
HEALTH DEPARTMENTS. THE ATF REVIEWED QUANTITATIVE AND QUALITATIVE
COMMUNITY HEALTH DATA, AS WELL AS LOCAL, REGIONAL AND NATIONAL HEALTH

GOALS .

BASED ON THEIR FINDINGS, ATF MEMBERS DESIGNED A SURVEY TO IDENTIFY TRENDS
IN HOW PARTICIPANTS PERCEIVED THE SEVERITY OF KEY HEALTH ISSUES IN THE
FOLLOWING CATEGORIES: WELLNESS AND PREVENTION, ACCESS TO CARE, QUALITY OF
LIFE, AND ENVIRONMENT. COMMUNITY MEMBERS RESPONDED 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 SOUTHEAST
BALTIMORE COUNTY AS ITS COMMUNITY BENEFIT SERVICE AREA (CBSA)} - A
GEOGRAPHY WITH A HIGH DENSITY OF LOW-INCOME OR VULNERABLE RESIDENTS

WITHIN CLOSE PROXIMITY OF 'THE HOSPITAL. HEALTH PRIORITIES FOR THE CBSA

JSA Schedule H {Form 280) 2013
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ETR Al  Supplemental Information

Provide the following information.

1

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

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

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

Community information. Descrbe the communily the organization serves, laking into account the geographic area and
demaographic constituents it serves,

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

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

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

INCLUDE HEART DISEASE, SUBSTANCE ABUSE, AND ASTHMA.

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

ENDORSED BY MEDSTAR FRANKLIN SQUARE'S BOARD OF DIRECTORS AND APPROVED BY

THE MEDSTAR HEALTH BOARD OF DIRECTORS. THE DOCUMENT BECAME AVAILABLE ON

THE HOSPITAL'S WEBSITE ON JUNE 30, 2012.

AS A PROUD MEMEER OF MEDSTAR HEALTH, REPRESENTATIVES FROM MEDSTAR

FRANKLIN SQUARE 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.

JSA
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Supplemental Information

Provide the following information.

1

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

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

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

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

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

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

State fiting of community benefit report. If applicable, identify all states with which the organization, or a related
organization, files 2 community benefit report.

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 RESQURCES HAVE ACCESS TO

NECESSARY HOSPITAL SERVICES. MEDSTAR HEALTH AND ITS HEALTHCARE

FACILITIES WILL:

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

COMPASSION.

n

SERVE THE EMERGENCY HEALTH CARE NEEDS OF EVERYONE WHO PRESENTS AT

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

ASSIST THOSE PATIENTS WHO ARE ADMITTED THROUGH QUR 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 KEEF ITS HOSPITALS' DOCORS OPEN FOR

ALL WHO MAY NEED CARE IN THE COMMUNITY.

JSA
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Supplemental Information

Provide the following information.

1

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

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

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

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

Promation of community health. Provide any other information important 1o describing how the organization's hospital facilities or
other health care facililies further its exempt purpose by pramoting the health of the community (e.g., open medical staff, community
board, use of surplus funds, etc.}.

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

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

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 TC ADMISSION (FOR SCHEDULED SERVICES) OR PRIOR

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

PATIENT ELIGIBILITY, MEDSTAR HEALTH'S FACILITIES WILL ASSIST UNINSURED

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

FOLLOWING WAYS:

n

ASSIST WITH ENROLLMENT IN PUBLICLY-FUNDED ENTITLEMENT PROGRAMS

{E.G., MEDICAID).

ASSIST WITH CONSIDERATION COF FUNDING THAT MAY BE AVAILABLE FROM

OTHER CHARITABLE ORGANIZATIONS.

PROVIDE CHARITY CARE AND FINANCIAL ASSISTANCE ACCORDING TO

APPLICABLE GUIDELINES.

"t

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

JSA
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Schedule H (Form 990} 2013 Page 9

Supplemental Information

Provide the following informatian.

1

Required descriptions. Provide the descriptions required for Part |, lines 3c, 63, and 7; Part 1| and Part Il\, lines 2, 3, 4, 8 and
ab.

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

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

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

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

Affiliated health care system. If the organization is parl of an affilialed health care sysiem, describe the respective roles of the
organization and its affiliates in promoling the health of the communities served.

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

THEIR HEALTHCARE SERVICES.

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

APPLICABLE COMMUNITIES IT SERVES, IN FACH MAJOR PATIENT REGISTRATION AREA

AND IN ANY OTHER AREAS REQUIRED BY APPLICABLE REGULATIONS, WILL

COMMUNICATE THE INFORMATION TO PATIENTS AS REQUIRED BY THIS POLICY AND

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

ALL PATIENTS. ADDITIONALLY, THE MARYLAND PATIENT INFORMATION

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

ON ADMISSION AND AT TIME OF FINAL ACCOUNT BILLING.

MEDSTAR HEALTH BELIEVES THAT ITS PATIENTS HAVE PERSONAL RESPONSIBILITIES

RELATED TO THE FINANCIAL ASPECTS OF THEIR HEALTHCARE NEEDS. THE CHARITY

CARE, FINANCIAL ASSISTANCE, AND PERIODIC PAYMENT PLANS AVAILABLE UNDER

THIS POLICY WILL NOT BE AVAILABLE TO THOSE PATIENTS WHC FAIL TO FULFILL

THEIR RESPONSIBILITIES. FOR PURPOSES OF THIS POLICY, PATIENT

RESPONSIBILITIES INCLUDE:

JSA
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Supplemental Information

Provide the following information.

1

"

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

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

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

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

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

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

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

COMPLETING FINANCIAL DISCLOSURE FORMS NECESSARY TO EVALUATE THEIR

ELIGIBILITY FOR PUBLICLY-FUNDED HEALTHCARE PROGRAMS, CHARITY CARE

PROGRAMS, AND OTHER FORMS OF FINANCIAL ASSISTANCE. THESE DISCLOSURE

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

MEDSTAR HEALTH'S FACILITIES TO PROPERLY COUNSEL PATIENTS CONCERNING THE

AVAILABILITY OF FINANCIAL ASSISTANCE.

WORKING WITH THE FACILITY'S FINANCIAL COUNSELORS AND OTHER

FINANCIAL SERVICES STAFF TO ENSURE THERE IS A COMPLETE UNDERSTANDING OF

THE PATIENT'S FINANCIAL SITUATION AND CONSTRAINTS.

COMPLETING APPROPRIATE APPLICATIONS FOR PUBLICLY-FUNDED HEALTHCARE

PROGRAMS. THIS RESPONSIBILITY INCLUDES RESPONDING IN A TIMELY FASHION TO

REQUESTS FOR DOCUMENTATION TO SUPPORT ELIGIBILITY.

MAKING APPLICABLE PAYMENTS FOR SERVICES IN A TIMELY FASHICN,

INCLUDING ANY PAYMENTS MADE PURSUANT TC DEFERRED AND PERIODIC PAYMENT

SCHEDULES.

"

PROVIDING UPDATED FINANCIAL INFORMATION TC THE FACILITY'S FINANCIAL

COUNSELORS ON A TIMELY BASIS AS THE PATIENT'S CIRCUMSTANCES MAY CHANGE.

"t

IT IS THE RESPCNSIBILITY OF THE PATIENT TO INFORM THE MEDSTAR

J5A
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Schedule H (Form 890} 2013 Page 9
=GN  Supplemental Information

Provide the following information.

1

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

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

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

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

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

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

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

HOSPITAL OF THEIR EXISTING ELIGIBILITY UNDER A MEDICAL HARDSHIP DURING

THE 12 MONTH PERICD.

UNINSURED PATIENTS OF MEDSTAR HEALTH'S FACILITIES MAY BE ELIGIBLE FOR

CHARITY CARE OR SLIDING-SCALE FINANCIAL ASSISTANCE UNDER THIS POLICY.

THE FINANCIAL COUNSELORS AND FINANCIAL SERVICES STAFF WILL DETERMINE

ELIGIBILITY FOR CHARITY CARE AND SLIDING-SCALE FINANCIAL ASSISTANCE BASED

ON REVIEW OF INCOME FOR THE PATIENT AND THEIR FAMILY (HCUSEHOLD), OTHER

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

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

COMMUNITY INFORMATION

PART VI, LINE 4

GEOGRAPHIC

LOCATED IN THE ROSEDALE SECTION OF EASTERN BALTIMORE COUNTY, MARYLAND,

MEDSTAR FRANKLIN SQUARE'S COMMUNITY BENEFIT SERVICE AREA (CBSA} INCLUDES

NEIGHBORHOODS IN SOUTHEASTERN BALTIMORE COUNTY AND ADJACENT TO THE

CHESAPEAKE BAY INCLUDING OVERLEA (21206), EDGEMERE {(2121%), MIDDLE RIVER

JSA
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Schedule H {Form 930} 2013

FRANKLIN SQUARE HOSPITAL CENTER INC. 52-0608007
) Page 9

Supplemental Information

Provide the following information.

1

Required descriptions. Provide the descriptions required for Part |, fines 3c, 6a, and 7; Part Il and Part 0, lines 2, 3, 4, 8 and
9b.

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

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

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

Promotion of community health. Provide any other information important to describing how the organization’s hospital facilities or
other health care facilities further its exempt purpose by promoting the health of the community (e.9., open medical staff, community
board, use of surplus funds, etc.).

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

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

{21220}, ESSEX (21221), DUNDALK (21222, 21224), ROSEDALE (21237),

NOTTINGHAM (212326) AND PERRY HALL (21128).

THIS REGION WAS SELECTED IN PART DUE TO MEDSTAR FRANKLIN SQUARE'S

PRE-EXISTING PARTNERSHIP WITH THE BALTIMORE COUNTY SQUTHEAST AREA NETWORK

{(NETWORK) - A VOLUNTEER COMMUNITY ORGANIZATION THAT MONITORS AND WORKS TO

IMPROVE THE HEALTH OF RESIDENTS IN THE SOUTHEASTERN PORTION OF BALTIMORE

COUNTY.

DEMOGRAPHIC

THE MAJORITY (72.4 PERCENT) OF THE SOUTHEAST AREA'S POPULATION 1S WHITE,

COMPARED TO 74.4 PERCENT IN BALTIMORE COUNTY OVERALL AND 64.0 PERCENT IN

MARYLAND. AFRICAN-AMERICANS ACCOUNT FOR 19.6 PERCENT OF THE SOUTHEAST

AREA'S POPULATION, AS OPPOSED TO 19.9 PERCENT OF BALTIMORE COUNTY'S

POPULATION AND 27.7 PERCENT OF MARYLAND'S POPULATION. THE REMAINING

RACIAL/ETHNIC BREAKDOWN IS: 4.5 PERCENT HISPANIC, 2.7 PERCENT

ASIAN/PACIFIC ISLANDERS AND 0.6 PERCENT AMERICAN INDIANS/ALASKAN NATIVES.

JSA
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FRANKLIN SQUARE HOSPITAL CENTER INC. 52-0608007
Schedule H (Form 890) 2013 Page 9
ETs@Yl Supplemental Information

Provide the following information.

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

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

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

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

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

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

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

IN THE SOUTHEAST AREA POPULATION, THE ESTIMATED PERCENTAGE OF ALL PEOPLE
WHOSE INCOME WAS BELOW THE FEDERAL POVERTY LEVEL IS 11.4 PERCENT,
COMPARED TO 8.2 PERCENT IN BALTIMORE COUNTY (AMERICAN COMMUNITY SURVEY,
2007-2011). FQUR OF THE ZIP CODES-21206, 21221, 21222, AND 21224-HAVE
POVERTY RATES THAT ARE CONSIDERABLY HIGHER {11.0-19.2 PERCENT) THAN THE

COUNTY AVERAGE.

BASED ON RESULTS FROM MEDSTAR FRANKLIN SQUARE'S FY12 COMMUNITY HEALTH
ASSESSMENT, PEDIATRIC ASTHMA, AWARENESS OF RESOURCES CONCERNING ALCOHOL
AND SUBSTANCE ABUSE AND HEART HEALTH HAVE BEEN IDENTIFIED AS THE

COMMUNITY HEALTH PRIORITIES.

THE RATE OF ED VISITS FOR ASTHMA PER 10,000 POPULATION FOR BALTIMORE
COUNTY (66.1) IS GREATER THAN THE STATE AVERAGE (MD SHIP, 2011) AND THE
MARYLAND STATE HEALTH IMPROVEMENT PROCESS (MD SHIP) 2014 TARGET (59.1 AND

49.5, RESPECTIVELY}.

JSA Schedule H (Form 980) 2013

3E1327 2.000
32062H 2502 Vv 13-7.15 1793294 PAGE 55



FRANKLIN SQUARE HOSPITAL CENTER INC. 52-0608007
Schedule H {Form 930) 2013 Page 9
ETEAYN  Supplemental Information

Provide the following information.

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

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

3 Patient education of eligibllity for assistance. Describe how the organization informs and educates patients and persons
who may be billed for palient care about their eligibilily for assistance under federal, slate, 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 constiluents it serves.

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

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

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

BALTIMCRE COUNTY'S HEART DISEASE DEATH RATE {(198.4 PER 100,000
POPULATION) IS HIGHER THAN 'THE NATIONAL AVERAGE OF 185.2. THE HEART
DISEASE DEATH RATE PERCENTAGE IN THE SOUTHEAST AREA (25.9 PERCENT) IS

ALSO HIGHER THAN THE NATIONAL AVERAGE (24.6 PERCENT).

SMOKING CONTRIBUTES TO ASTHMA, HEART DISEASE AND CANCER. CANCER IS THE
SECOND LEADING CAUSE OF DEATH IN THE UNITED STATES AND MARYLAND. THE
SOUTHEAST AREA HAS A HIGHER CANCER DEATH RATE AS A PERCENTAGE OF ALL
DEATHS (24.5 PERCENT) THAN EITHER BALTIMORE COUNTY (23.3 PERCENT) OR
MARYLAND (23.7 PERCENT). THE PERCENTAGE OF ADULTS WHO CURRENTLY SMOKE IN
BALTIMORE COUNTY (15.4 PERCENT} IS ABOVE THE 2014 MD SHIP TARGET (13.5

PERCENT} .

PROMOTION OF COMMUNITY HEALTH

PART VI, LINE 5

AS A COMMUNITY PARTNER, MEDSTAR FRANKLIN SQUARE ENGAGES IN A NUMBER OF
COMMUNITY BENEFIT ACTIVITIES TC IMPROVE AND PROMOTE THE HEALTH AND

WELLBEING OF THE COMMUNITY. PRIORITY BAREAS OF FOCUS, AS DETERMINED BY

JSA Schedule H (Form 980} 2013
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FRANKLIN SQUARE HOSPITAL CENTER INC. 52-0608007

Schedula H (Form 880) 2013 Page 9

Supplemental Information

Provide the following information.

1

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

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

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

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

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

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

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

THE COMMUNITY HEALTH NEEDS ASSESSMENT, ARE ASTHMA MANAGEMENT IN SCHOOLS,

SENIOR HEART HEALTH AND TOBACCO RESOURCE AWARENESS. AS PART OF THE

MEDSTAR FRANKLIN SQUARE CENTER FOR EXCELLENCE FOR PEDIATRIC ASTHMA CARE,

THE COMMUNITY ASTHMA COMMITTEE WORKS WITH BALTIMORE COUNTY PUBLIC SCHOOLS

(BCPS) TO IMPROVE ASTHMA MANAGEMENT DURING THE SCHOOL DAY. COLLABORATION

WITH BCPS SCHOOL NURSES INCLUDE ASSISTING WITH SELF-MANAGEMENT PROGRAMS

FOR ELEMENTARY STUDENTS, IMPLEMENTING PROVIDER COMMUNICATION IMPROVEMENT

PROJECTS AND PROFESSICNAL EDUCATION SEMINARS. MEDSTAR FRANKLIN SQUARE'S

CONTINUING COMMITMENT AS A MILLION HEARTS PARTNER IS DEMONSTRATED BY THE

FACILITATION OF EVIDENCE BASED PROGRAMS, SUCH AS ACTIVE LIVING EVERY DAY

(RLED), WHICH IS CONDUCTED AT BALTIMORE COUNTY DEPARTMENT OF AGING SENICR

CENTERS. MEDSTAR FRANKLIN SQUARE ADDRESSES A HIGH PREVALENCE COF PERSONS

WHO SMOKE BY LINKING THEM TO SMOKING CESSATION PROGRAMS. COMMUNICATION

VEHICLES INCLUDE FLYERS, POSTERS, BROCHURES AND HEALTH FAIR EXHIBITS.

JSA
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FRANKLIN SQUARE HOSPITAL CENTER INC. 52-0608007

Schedule H (Form 990) 2013 Page 9
EdaUl  Supplemental Information

Provide the following information.

1

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

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

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

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

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

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

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

organization, files a community benefit report.

AFFILIATED HEALTH CARE SYSTEM

PART VI, LINE 6

AS A PROUD MEMBER OF MEDSTAR HEALTH, MEDSTAR FRANKLIN SQUARE IS ABLE TO

EXPAND ITS CAPACITY TC MEET THE NEEDS OF THE COMMUNITY BY PARTNERING WITH

OTHER MEDSTAR HOSPITALS AND ASSOCIATED ENTITIES. MEDSTAR HEALTH

RESOURCES ASSIST THE HOSPITAL IN COMMUNITY HEALTH PLANNING TC MEET THE

NEEDS OF THE UNINSURED AND COTHER VULNERABLE PCPULATIONS. THROUGH ITS

COMMUNITY HEALTH FUNCTION, MEDSTAR HEALTH PROVIDES MEDSTAR FRANKLIN

SQUARE WITH TECHNICAL SUPPORT TO ENHANCE COMMUNITY HEALTH PROGRAMMING AND

EVALUATION. MEDSTAR'S CORPCORATE PHILANTHROPY DEPARTMENT IDENTIFIES AND

SEEKS PUBLIC AND PRIVATE FUNDING SOURCES TO ENSURE THE AVAILABILITY OF

HIGH QUALITY HEALTH SERVICES, REGARDLESS OF ABILITY TO PAY.

STATE FILING OF COMMUNITY BENEFIT REPORT

PART VI, LINE 7

THE COMMUNITY BENEFIT REPORT FOR MEDSTAR FRANKLIN SQUARE MEDICAL CENTER

IS FILED IN THE STATE OF MARYLAND.

JSA
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SCHEDULE J Compensation Information | om8 No. 1545-0047
(Form 990) For certain Officers, Directors, Trustees, ey Employees, and Highest 2 @ 1 3

Departmant of the Treasury

Compensated Employees
> Complets if the organization answered "Yes™ to Form 880, Part 1V, line 23.

Name of the organization

FRANKLIN SQUARE HOSPITAL CENTER INC. 52-0608007

1a Check the appropriate box{es) if the organization provided any of the following to or for a person listed in Form

o

» Attach to Form 990. P See separate Instructions. Open to Public
intemna! Revenue Sendce P Information about Schedule J (Form 980} and lts Instructions is at www.irs.gov/form990.

Inspection
Employer identification number

Questions Regarding Compensation

Yas | No

890, Part VI, Section A, line 1a. Complete Part |} to provide any relevant information regarding these items.
First-class or charter travel Housing allowance or residence for personal use
Travel for companions Payments for business use of personal residence
Tax indemnification and gross-up payments Health or social club dues or initiation fees
Discretionary spending account Personal services {e.g., maid, chauffeur, chef}

If any of the boxes on line 1a are checked, did the organization follow a written policy regarding payment
or reimbursement or provision of all of the expenses described above? If "No," complete Part Il to
explain . ., ...... B G0G0CHN0000D00000 SO0 O0dooG0800a0D000a

1b

Did the organization require substantialion prior to reimbursing or allowing expenses incurred by- éll
directors, trustees, and officers, including the CEQ/Executive Director, regarding the items checked in line
1a? | ,

------------- 4 4 % 4 ¥ % s a m s 4 s s % B s o m o m & 4 F 8 B ¥ OE 5 B e u e oe woeomow ek E oA osomos

Indicate which, if any, of the following the filing organization used to establish the compensation of the
crganization's CEO/Executive Director. Check all that apply. Do not check any boxes for methods used by a
related organization to establish compensation of the CEQ/Executive Director, but explain in Part lil.

| X| compensation committee Written employment contract

Independent compensation consultant Compensation survey or study

Form 990 of other organizations Approval by the board or compensation commitlee
During the year, did any person listed in Form 990, Parl VI, Section A, line 1a, with respect to the filing
organization or a related organization:

Receive a severance payment or change-of-control payment? , | _ | . . e e e e ..

4a

Participate in, or receive payment from, a supplemental nonqualified retirement plan’?

4b

Participate in, or receive payment from, an equity-based compensation arrangement?, |

4c

Bl bl

If "Yes” lo any of lines 4a-c, list the persons and provide the applicable amounts for each item in Part IIl.

Only section 501{c)(3) and 501(c)(4) organizations must complete lines 5-9.

For persens listed in Form 990, Part VII, Seclion A, line 1a, did the organization pay or accrue any
compensalion contingent on the revenues of:

The organization? | ., ,,,,........... e e e e e

Any related organization? _ ... ......... e e

5b

If "Yes" to line 5a or 5b, describe in Part 1l

For persons listed in Form 990, Part VII, Section A, line 1a, did the organization pay or accrue any
compensation contingent on the net earnings of:

Theorganization? ., . .. ... ... .. o0 ennn e

fa

Any related organization? |, .., ... .. ... ..., 000D DO0CDGO000DED so00cO0D00a0«

6b

If *Yes" to line 6a or 6b, describe in Part Il
For persons listed in Form 990, Part VI, Section A, line 1a, did the organization provide any non-fixed
payments not described in lines & and 67 If "Yes," describeinPartl , , , , . ... ...... e

Were any amounts reported in Form 990, Part VII, paid or accrued pursuant to a contract that was subject
to the initial contract exceplion described in Regulations section 53.4858-4(a)(3)7 If "Yes,” describe
inPartil . ......... G000 0GO8N00O00Ga00 SO0 O0boOaoo0oO00a0a0 NGOG o0onana

If "Yes* 1o line 8, did the organizalion also follow the rebuttable presumption procedure described in

Regulations section 53.4958-6{C)7 . . . v v v v v o v 0 e o 0ot TRoOODOAaGoAnODoOOG annooon

9

For Papsrwork Reduction Act Notice, see the Instructions for Form £90.

JSA
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SCHEDULE L Transactions With Interested Persons |__OMB No. 1545-0047
(Form 990 or 990-EZ}|p Complete If the organization answered "Yes" on Form 990, Part IV, line 25a, 25b, 26, 27, 28a, 2@1 3
28b, or 28c, or Form 890-EZ, Part V, line 38a or 40b.
Depariment of the Treasury P> Attach to Form 880 or Form 990-EZ. P> See separats instructions. Open To Public
Internal Revenue Senvice P Information about Scheduls L (Form 990 or 990-E2) and Its instructions Is at www.irs.gov/form230. Inspection

Name of the crganization Employer Identiflcation number
FRANKLIN_SQUARE HOSPITAL CENTER INC. 52-0608007

Excess Benefit Transactions (section 501(c)(3) and section 501(c)(4} organizations only}.
Complete if the organization answered "Yes” on Form 990, Part IV, line 253 or 25b, or Form 980-EZ, Part V, line 40b.

1 {a) Name of disqualified person ) Ralalionsh;;;:‘g%l:;::?zadli;%ualiﬁed parson (¢} Description of transaction —5]—::":;
(1)
(2)
(3)
{4)
{5)
{€)
2  Enter the amount of tax incurred by the organization managers or disqualified persons during the year
undersection4958 . . . .. ..., .. ... AN Gc0Co0BDGA000000 G n00CO0OGOO00 >3
3 Enter the amount of tax, if any, on line 2, above, reimbursed by the organization . . .. ... ... .... > §
Loans to and/or From Interested Persons.
Complete if the organization answered "Yes” on Form 990-EZ, Part V, line 38a or Form 990, Part IV, line 26; or if the
organization reported an amount on Form 990, Part X, line 5, 6, or 22.
{a) Name of interested person | (b) Ralatonship | {c} Purpose ol | (d) Loan toor (&} Original {f} Balance due ‘(g) In defaulﬂ!(h) Approved| (i) Written
with organization loan trom the principal amount by board or | agreement?
organlzation? commitiea?
Te | From Yes | No | Yes | No | Yas | No
{1)
(2)
(3)
4
(5)
(6)
{7
{8
19
{10)
Total . ...... e e e e e s ee o se e as s e e e e e aasaaa e »5

Grants or Assistance Benefiting Interested Persons.
Complete if the organization answered "Yes" on Form 990, Part IV, line 27.

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

{1
(2}
(3)
(4
()
i6)
(7
(8)
(9
{10)
For Paperwork Reduction Act Notice, see the Instructions for Form 890 or 980-EZ. Schedule L (Form 990 or 830-EZ) 2013

JEA
JE1297 1.000
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FRANKLIN SQUARE HOSPITAL CENTER INC. 52-0608007

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

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

{a} Name of inlerested person (b) Relationship between {c) Amount of (d) Description of transaction {e) Sharing of
interested person and the transaction organization’s
organization revenues?
Yes | No
{1} mMARYLAND KIDNEY GROUP, LLC SEE PART V NEPHROLOGY SERVICES X
{2) CENTRAL MARYLAND NEUROLOGICAL
{3)  associaTes, Lic SEE PART V NEUROLOGICAL SERVICES b
{4)
{5}
(6}
(7
(8)
(9)
10

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

BUSINESS TRANSACTIONS INVOLVING INTERESTED PERSONS

SCHEDULE L, PART IV

DR. KHALID AL-TALIE, A BOARD MEMBER AT MEDSTAR FRANKLIN SQUARE MEDICAL
CENTER, OWNS MORE THAN 5% OF MARYLAND KIDNEY GROUP, LLC (MKG), WHICH
PROVIDES NEPHROLOGY SERVICES TO MEDSTAR FRANKLIN SQUARE MEDICAL CENTER.
MKG'S GROSS REVENUES RECEIVED FROM THE HOSPITAL FOR THE YEAR WERE $0.2

MILLION.

DR. HATEM S§. ABDC, A BOARD MEMBER AT MEDSTAR FRANKLIN SQUARE MEDICAL
CENTER, OWNS MORE THAN 5% OF CENTRAL MARYLAND NEUROLOGICAL ASSOCIATES,
LLC (CMNA)}, WHICH PROVIDES NEURCLOGICAL ON CALL AND ADMINISTRATIVE
SERVICES TO MEDSTAR FRANKLIN SQUARE MEDICAL CENTER. CMNA'S GROSS

REVENUES RECEIVED FROM THE HOSPITAL FOR THE YEAR WERE $0.2 MILLION.

Schedule L (Form 850 or 880-EZ) 2013
32062H 2502 VvV 13-7.15 1793294 PAGE 65
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SCHEDULE O
{Form 990 or 890-EZ)

Department of the Treasury
Intemal Revenue Senice

| ome No. 15450047

Supplemental Information to Form 990 or 990-EZ

Complete to provide information for rasponses to specific questions on
Form 990 or 990-EZ or to provide any additional information. Open to Public
- Attach to Form 990 or 990-EZ. Inspection

Name of the ongantzation

Employer dentlfication number

FRANKLIN SQUARE HOSPITAL CENTER INC. 52-0608007

DESCRIPTION OF EXEMPT PURPOSE ACHIEVEMENTS

PART III, LINE 4A

MFSMC OFFERS CLINICAL SERVICES IN MEDICINE, SURGERY, ONCOLOGY,

OBSTETRICS, CARDIOLOGY {INCLUDING ANGIOPLASTY}, PEDIATRICS, GYNECOLOGY,

AND PSYCHIATRY.

MFSMC ATTAINED MAGNET RECOGNITION BY THE AMERICAN NURSES

CREDENTIALING CENTER {(ANCC} IN 2008 AND IS RECOGNIZED BY THE JOINT

COMMISSION AS AN ADVANCED PRIMARY STROKE CENTER. IN 2014, US NEWS AND

WORLD REPORT RECOGNIZED MFSMC AS A HIGH PERFORMING HOSPITAL IN CRNCER,

DIABETES AND ENDOCRINOLOGY, OTOLARYNGOLOGY, GERIATRICS, GYNECOLOGY,

NEPHROLOGY, NEUROLOGY AND NEUROSURGERY, ORTHOPEDICS, PULMONOLOGY, AND

UROLOGY. THE HOSPITAL IS ALSO NATIONALLY RANKED FOR GASTROENTEROLOGY AND

GI SURGERY SERVICES.

ORGANIZATION MEMBERS

PART VI, LINE 6

THE ORGANIZATION IS AN AFFILIATE AND SUBSIDIARY OF MEDSTAR HEALTH, INC.,

A TAX-EXEMPT MARYLAND NON-STOCK CORPORATION. MEDSTAR HERLTH, INC., OR ONE

OF ITS AFFILIATES AND SUBSIDIARIES, IS THE SOLE MEMBER OF THE

ORGANIZATION.

DESCRIPTION OF MEMBERS

PART VI, LINE 7A

AS AN AFFILIATE AND SUBSIDIARY OF MEDSTAR HEALTH, INC., A TAX-EXEMFT

MARYLAND NCON-STOCK CORPORATION, THE ORGANIZATION MAY RECOMMEND PERSON (S)

For Privacy Act and Paperwork Reduction Act Notice, see the Instructions for Form 890 or 990-EZ. Schedule O (Form 980 or 980-E2) (2013}

JSA
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Schadule O {Form 990 or 890-EZ) 2013 Page 2
Name of the organization Employer identification number
FRANKLIN SQUARE HOSPITAL CENTER INC. 52-0608007

FOR MEMBERSHIP ON THE ORGANIZATION'S GOVERNING BODY. ANY SUCH
RECOMMENDATION BY THE ORGANIZATION IS SUBJECT TO APPROVAL BY THE
GOVERNANCE COMMITTEE OF THE BOARD OF DIRECTORS OF MEDSTAR HEALTH, INC.
THE BOARD OF MEDSTAR HEALTH, INC, HAS DELEGATED CERTAIN APPROVAL
AUTHORITY TO THE GOVERNANCE COMMITTEE AND THE PRESIDENT & CEQ OF MEDSTAR

HEALTH, INC.

DECISIONS OF GOVERNING BODY

PART VI, LINE 7B

AS AN AFFILIATE AND SUBSIDIARY OF MEDSTAR HEALTH, INC., A TAX-EXEMPT
MARYLAND NON-STOCK CORPORATION, THE BYLAWS OF THE ORGANIZATION ARE
SUBJECT TO CERTAIN RESERVED POWERS, WHICH PROVIDE THAT THE SOLE MEMBER OF
THE ORGANIZATION MUST APPRCOVE CERTAIN DECISIONS, INCLUDING BUT NOT
LIMITED TO MATTERS CONCERNING THE SALE OR PURCHASE OF REAL OR PERSONAL
PROPERTY, CAPITAL BUDGETS, STRATEGIC PLANNING, INVESTMENTS, AND CORPORATE

GOVERNANCE.

PROCESS FOR REVIEWING FORM 930

PART VI, LINE 11A

THE PROCESS FOR REVIEWING THE FORM 990 INCLUDED EDUCATION AND
TRANSPARENCY. SENIOR FINANCIAL EXECUTIVES, WORKING WITH INDEPENDENT
OUTSIDE EXPERTS, THOROUGHLY REVIEWED FORM 990 AND ACCOMPANYING
INSTRUCTIONS. IN ADDITION, SENIOR EXECUTIVES REVIEWED THE RELEVANT
SECTICNS OF THE FORM 990 WITH THE FOLLOWING COMMITTEES OF THE

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

JSA Schedule O {Form 980 or 880-EZ) 2013
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Schedule O (Form 980 or 990-E2) 2013 Page 2
Name of the organization Employer identification number
FRANKLIN SQUARE HOSPITAL CENTER INC. 52-0608007

PLANNING, AND EXECUTIVE COMPENSATION. FCLLOWING THESE MEETINGS, THE
GOVERNING BODY WAS PROVIDED A COPY OF THE FORM 990 IN ITS FINAL FORM AND
GIVEN AN OPPORTUNITY TO PROVIDE ANY INPUT OR COMMENTS RELATING TO THE

FORM 990 PRIOR TO ITS FILING.

CONFLICT OF INTEREST POLICY

PART VI, LINE 12C

APPOINTMENT OF BOARDS OF DIRECTORS MEDSTAR HEALTH (AND ITS SUBSIDIARIES)
REQUIRE ALL NOMINATED DIRECTORS, PRIOR T0 THEIR APPOINTMENT OR ELECTION,
TO DISCLOSE THE EXISTENCE OF (OR POTENTIAL EXISTENCE OF) ANY TRANSACTION
WITH MEDSTAR THAT WOULD RESULT IN A CONFLICT OF INTEREST. SUCH
DISCLOSURES (IF ANY) ARE REVIEWED BY THE GOVERNANCE COMMITTEE OF THE
MEDSTAR HEALTH BOARD OF DIRECTORS WHICH DETERMINES HOW THE MATTER SHOULD
BE RESOLVED. ANNUAL DISCLOSURES - ALL OFFICERS, DIRECTORS, AND SENIOR
MANAGERS ARE REQUIRED, NOT LESS THAN ANNUALLY, TO COMPLETE A SURVEY OF
QUESTICONS CONCERNING ANY TRANSACTIONS OR RELATIONSHIPS WHICH WOULD OR
COULD REPRESENT A CONFLICT OF INTEREST. SUCH DISCLOSURES (IF ANY) ARE
REVIEWED BY THE GOVERNANCE COMMITTEE OF THE MEDSTAR HEALTH BOARD OF
DIRECTORS WHICH DETERMINES HOW THE MATTER SHOULD BE RESOLVED. 1IN
ADDITION, OFFICERS AND DIRECTORS OF MARYLAND HOSPITALS AND NURSING
CENTERS ARE REQUIRED TO ANNUALLY DISCLOSE ADDITIONAL INFCRMATION RELATING
TO POTENTIAL CONFLICTS OF INTEREST AND SUCH DISCLOSURES ARE REPORTED TO

THE MARYLAND HEALTH SERVICES COST REVIEW COMMISSION (HSCRC).

JSA Schedule O {Form 880 or 990-E2) 2013
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Schedule O (Form 880 or 930-EZ) 2013 Page 2
Name of the organization Empiloyer identlificatlon humber
FRANKLIN SQUARE HOSPITAL CENTER INC. 52-0608007

DESCRIPTION OF EXECUTIVE COMPENSATION

PART VI, LINE 15

THE EXECUTIVE COMPENSATION COMMITTEE OF THE BOARD OF DIRECTORS OF MEDSTAR
HEALTH, INC. (THE "COMMITTEE"} HAS OVERSIGHT OVER THE EXECUTIVE
COMPENSATION PROGRAM (THE "PROGRAM") OF MEDSTAR HEALTH, INC. AND ITS
AFFILIATES. TOTAL COMPENSATION FOR THE TOP MANAGEMENT OFFICIALS,
OFFICERS AND KEY EMPLCYEES OF MEDSTAR HEALTH, INC. AND ITS AFFILIATES ARE
REVIEWED AND APPROVED BY THE COMMITTEE WITH ASSISTANCE AND GUIDANCE FROM
AN INDEPENDENT THIRD PARTY ADVISOR. THE MEMBERS OF THE COMMITTEE ARE
INDEPENDENT FROM ALL OF THE PARTICIPANTS IN THE PROGRAM. THE MAIN
OBJECTIVE OF THE PROGRAM IS TO PROVIDE MARKET COMPETITIVE TOTAL
COMPENSATION THAT IS INTERNALLY EQUITABLE AND HAS A STRONG
PAY-FOR-PERFORMANCE LINKAGE. PERFORMANCE IS EVALUATED AT THE SYSTEM,
OPERATING UNIT, AND INDIVIDUAL LEVELS. THE CVERALL TOTAL COMPENSATION
PHILOSOPHY IS MANAGED AT THE 75TH PERCENTILE CF THE COMPETITIVE MARKET
FOR COMPARABLE SIZE (NET REVENUE) AND TYPE (TAX-EXEMPT HEALTHCARE
ORGANIZATIONS). WHERE APPROPRIATE, ADDITIONAL INDUSTRY DATA IS
CONSIDERED (GENERAL BUSINESS AND/OR TAXABLE HEARLTHCARE} FOR SELECTED
POSITIONS THAT CAN BE RECRUITED FROM OR POTENTIALLY LOST TO THESE
INDUSTRIES {(E.G., INFORMATION TECHNOLOGY, FINANCE, ETC.}. THE COMMITTEE
HAS ENGAGED ERNST & YOUNG LLP ("E&Y") TO SERVE AS AN ADVISOR ON THE
REASONABLENESS AND COMPETITIVENESS OF THE PROGRAM. IN DETERMINING
REASONABLENESS AND COMPETITIVENESS, E&Y REVIEWS MARKET PRACTICES AND
TRENDS, AND MAKES RECOMMENDATIONS RELATED TC THE PROGRAM. E&Y UTILIZES
INFORMATION FROM CUSTOM SURVEYS, NATIONAL COMPENSATION SURVEYS,

PROPRIETARY DATABASES, AND CLIENT EXPERIENCES TO DETERMINE ITS FINAL

JSA Scheduls O (Form %90 or 880-EZ) 2013
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Scheduls O (Form 880 or $90-EZ) 2013 Page 2

Name of the organization Employer identification number
FRANKLIN SQUARE HOSPITAL CENTER INC. 52-0608007

RECOMMENDATIONS. E&Y PRESENTS THEIR FINDINGS AND RECOMMENDATIONS TO THE
COMMITTEE. THE COMMITTEE MAKES THE FINAL DECISIONS ON ALL OF THE
COMPENSATION DETERMINATIONS OF THE PROGRAM. ALL DECISIONS MADE BY THE

COMMITTEE ARE CONTEMPORANECUSLY DOCUMENTED.

FINANCIAL STATEMENT AVAILABILITY

PART VI, LINE 19

MEDSTAR HEALTH POSTS ITS ANNUAL FINANCIAL AUDIT AND QUARTERLY FINANCTIAL
REPORTS TO THE ELECTRONIC MUNICIPAL MARKET ACCESS (EMMA) SYSTEM. THE
ORGANIZATION ALSO E-MAILS ITS ANNUAL AND QUARTERLY DISCLOSURES TO HOLDERS
OF THE COMPANY'S PUBLICLY TRADED DEBT. THE CCOMPANY'S GOVERNANCE DOCUMENTS
AND CONFLICTS OF INTEREST POLICIES ARE AVAILABLE UPON REQUEST THROUGH ITS

CORPORATE (OR AS APPLICABLE ENTITY) PUBLIC INFORMATION OFFICES.

OTHER CHANGES IN NET ASSETS
PART XI, LINE 9

EQUITY TRANSFERS ...........cc0ceranns G AMB00000000C0 $(10,916,223)

ATTACHMENT 1

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

AS A PROUD MEMBER OF MEDSTAR HEALTH, MEDSTAR FRANKLIN SQUARE MEDICAL
CENTER'S (MEDSTAR FRANKLIN SQUARE) MISSION IS TO PROVIDE SAFE, HIGH
QUALITY CARE, EXCELLENT SERVICE, AND EDUCATION TO IMPROVE THE HEALTH
OF THE COMMUNITY. MEDSTAR FRANKLIN SQUARE IS AN ACUTE-CARE TEACHING
HOSPITAL LOCATED IN EASTERN BALTIMORE COUNTY, MARYLAND. IT IS THE
LARGEST COMMUNITY TEACHING HOSPITAL IN MARYLAND AND OFFERS A FULL

RANGE OF SERVICES FOR CHILDREN AND ADULTS. A SEVEN-STORY PATIENT

ISA Schedule O (Form 930 or 890-EZ) 2013
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Schedule O {Form 990 or 980-E2Z) 2013 Page 2
Name of the organization Employar Identification numbaer
FRANKLIN SQUARE HOSPITAL CENTER INC. 52-0608007

ATTACHMENT 1 _(CONT'D}

FORM_990, PART III, LINE 1 - ORGANIZATION'S MISSION

TOWER WITH 291 PRIVATE PATIENT ROOMS INCLUDES AN EMERGENCY DEPARTMENT
WHICH SEES MORE PATIENTS ANNUALLY THAN ANY OTHER HOSPITAL IN THE
STATE. THE HOSPITAL'S WEINBERG CANCER INSTITUTE IS A
64,000-SQUARE-FOOT FACILITY PROVIDING CANCER PATIENTS AND THEIR
FAMILIES WITH A BROAD RANGE OF ONCOLOGY SERVICES, INCLUDING
SCREENING, DIAGNOSIS AND TREATMENT. IN FISCAL YEAR 2014, MEDSTAR
FRANKLIN SQUARE HAD 24,493 INPATIENT ADMISSIONS, 288,996 QUTPATIENT

VISITS, AND 105,191 EMERGENCY DEPARTMENT VISITS.

ATTACHMENT 2

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

MEDSTAR FRANKLIN SQUARE MEDICAL CENTER'S LARGEST PROGRAM IS ACCESS
TO AND THE PROVISION OF ACUTE HOSPITAL SERVICES TO THE COMMUNITIES
OF EASTERN BALTIMORE COUNTY, MARYLAND AND THE SURROUNDING AREAS.
IN ADDITION TO THE PROGRAM SERVICE EXPENSES LISTED ABOVE, MEDSTAR
FRANKLIN SQUARE INCURRED $63.6M OF MANAGEMENT AND GENERAL EXPENSES
IN PROVIDING SERVICES TO ITS COMMUNITIES. MEDSTAR FRANKLIN SQUARE
OFFERS CLINICAL SERVICES IN MEDICINE, SURGERY, ONCOLOGY,
OBSTETRICS AND GYNECOLOGY, CARDIOLOGY (INCLUDING ANGICPLASTY),
PEDIATRICS, AND PSYCHIATRY. MEDSTAR FRANKLIN SQUARE ATTAINED
MAGNET® RECOGNITION BY THE AMERICAN NURSES CREDENTIALING CENTER
{ANCC} IN 2008 AND WAS REDESIGNATED IN 2013. IT IS RECOGNIZED BY
THE JOINT COMMISSION AS AN ADVANCED PRIMARY STROKE CENTER. IN
2014, US NEWS AND WORLD REPORT RECOGNIZED MEDSTAR FRANKLIN SQUARE

MEDICAL CENTER AS A HIGH PERFORMING HOSPITAL IN DIABETES AND

J5A Schadule O {Form 990 or 980-EZ) 2013
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Schedule O (Form 990 or 890-EZ) 2013 Page 2
Name of the organization Empiloyer identification number
FRANKLIN SQUARE HOSPITAL CENTER INC. 52-0608007

ATTACHMENT 2 (CONT'D)

ENDOCRINCQLOGY, EAR, NOSE, AND THROAT, GASTROENTEROLOGY,
GERIATRICS, GYNECOLOGY, NEPHROLOGY, NEUROLOGY AND NEUROSURGERY,
ORTHOPEDICS, PULMONOLOGY, AND UROLOGY. THE HOSPITAL WAS ALSO

NATIONALLY RANKED FOR GASTROENTEROLOGY & GI SURGERY SERVICES.

ATTACHMENT 3

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

NAME AND ADDRESS DESCRIPTION OF SERVICES COMPENSATION

MORRISON MANAGEMENT SPECIALIST NUTRITION SERVICES 4,022,464.
5801 PEACHTREE DUNWOODY ROAD
ATLANTA, GA 30342

CHESAPEAKE PERIQPERATIVE SVCS MEDICAL SERVICES 3,913,804,
HERTZBACH & COMPANY PA
OWINGS MILLS, MD 21117

PULMONARY & CRITICAL CARE ASSOCIATES MEDICAL SERVICES 1,492,392,
400 REDLAND COURT
OWINGS MILLS, MD 21117-32892

CLINOVATIONS LLC CONSULTING SERVICES 1,163,261.
1325 G STREET NORTHWEST #900
WASHINGTON, DC 20005

SODEXO INC & AFFILIATES FOOD SERVICES 1,158,401.
9801 WASHINGTONIAN BLVD.
GAITHERSBURG, MD 20878

JEA Schedule O (Form 890 or 880-EZ) 2013

3E1228 1.000
32062H 2502 vV 13-7.15 1793294 PAGE 72



€L d9¥d P6CEGLT ST L-ET A 20582 HZs0cE

000°L 20EL3E

vsr

tL0Z Acﬂm E._Omv o 8|npaylsg ‘066 wio4 o) suofannsu| ay) aas ‘80110N J2¥ ualjanpay xsozﬁn—ﬂl 104

X ¥/N £ (€} {D}10S aa TYLISOH | o 01002 30 'NOLONTHSWM _ MM LT381S ONIANY 80T
PL29G609-2S FEALIISNT HOWW3sS3y¥ HLTVEAH YY1Sadw {2

X ¥/ € (el (2108 o TYLIASOH | 1otz On 'TuoWlinve ______ KYMWSV ALISWIMNQ LSVA 0T _
589T650-2S TYLI4SOH TYIHOHIH ROINN FHL 9}

bd /N € {€) (D) 100G au TYLIASOH | 6eziz OW ‘3woWirTve__ _________OATE NIAVM HOOT 103§
L09T6S0-25 TQNYTAMYH 40 TVLIJSOH HVLIHVWYS J009 3HL 15)

X /N £ (e} {2) T0¢C an TYLIASOH |  zesozaw ‘xawto 4A14q 4ITIME FONIYG TOT81
£689F90-29 TWLIdSOH TYMINID AHINODINOH [2]

X /N I1I d1t1 (€) (D) T0S aW| SOAS TYIIQAW | vrotz oW ‘viewntod _ __ ¥OO13 HLS '3OVId LISWdILS 8995 _
CrPLBOZ-CS "OHI ‘HLTYIH ¥YISQ3H (3]

X L g] (&) )t0s el TYLIASOH | ____szarz oW ‘mwowrunve L33915 MINONVH L0 100C __
T 099T6¥0-25 “ONI “TYLI4SOH HOHHWH @)

X ¥/N a4 {g) (D}106 aW| aNnd TYOIadH PpO1Z OH ‘YIGANTOD HOOTd HIG ‘EOVIA LLTHHILS §96§  _ _
TyzivieL-ez KOLLYH04U0D SHOH HodaHd ()

oN S8
Eﬁ___._._...uou Amus {eHo)1 05 vonaes N) {Anunco uBjaio) 10
{(E1Hq)zZ1s uonoes | Bumosucd paug shjels Apmya a)lqng | vomees span idwexd | @jels) soiwop je6a Apmpor Liewpd uoeziuiio pajela) Jo NIT PUB 'SSIPPE ‘IWEN
(8) 1] (e} )] {9 {a) (v}

“JeaA xey ay) Buinp suogeziueblo Jdwexa-xe} pejejal 310w 1o 3Uo
pey )| asnesaq p¢ sull ‘Al Hed '066 Wio4 uo SSA, pasemsue uojeziuebio ay) ajo|dwos suopeziuebiQ ydwex3-xe) pajejay Jo uoneaypuap)| E

uuuuuuuuuuuuuuuuuuuuuuuuuuuuuuuuuuuuuuuuuuuuuuuuuuuuuuuu 6
|||||||||||||||||||||||||||||||||||||||||||||||||||||||| Gy
|||||||||||||||||||||||||||||||||||||||||||||||||||||||| W
|||||||||||||||||||||||||||||||||||||||||||||||||||||||| %"
|||||||||||||||||||||||||||||||||||||||||||||||||||||||| @
¥/N10 0 aW| SOAS HLTYEH | ______ L€2Tz AW ‘TMOWLETYE ____ HAING 3¥WN0S NITDINVEA 0006

£0L6065-02 577 @ SADIAYES YISIALSANE HITYIH ¥VLSAdW (1)

Aua {Ajunod ubiaio) Jo
BumoJued 13310 sjasse mak-p-pul aL00U| jejoL @18)8) 3junop |ebay Apupe Aewnd Apiua paprebaisip Jo (siqeogdde p) NI pue ‘ssalppe ‘sweN
1] (s) ) {2 () {e)

‘€€ 8Ul| ‘Al HBd ‘066 WI04 UD SaA, Palamsue uojeziueblo ay) j aje|dwo) sennul papiebaisig Jo uonesynuap E

L008090-29 “ONI dFINID TYLIASOH FIHYNDS NITMNYYI
Jequinu uojieaypuep] Jedojdury voneaueiic ay) jo swenN
uojpaadsuy| . — . BN BNUAAEY EWHU)
B e 06GLLIOYAOS Sirmmm JB §] Stoponnsu) s)) pue (066 W0d) N 2INPayYIs INcYe UDHEWIo U] «f POy et

‘suopanisu| sjeiedos 285 o ‘066 WIO4 Q) yoeyy <

M —. @N *4¢ 40 '9E ‘QSE 'PE TS OUN ‘Al VBd ‘066 W0 UD 535, paismsue uoleZjuebio ay) y sjajdwody (066 wiog)

I7OTSVET N GG sdiysisouped pajejaiun pue suoneziuebio pajejay ¥ 3INGIHOS

L008090-¢% "ONI Y3INAD TYLIJSOH FYYN0S NITHNTHS



pL dO¥4 (L FAXTA ST L-ET A 2062 HZg0ZE

000°L 08136
wSI
£10Z (066 wiod) M @InNpaydg *D§6 ULIDZ IO} SUCHIINIISU| By} 8BS ‘Sa)JON 13Y UONINPaY Yiomuade  Jod
X ¥/N II 4911 (g} (D} 10§ aW| dNnd TYDIdEW | ¥¢01Z G ‘YIGHNTOD _ OOTd HIS ‘3O¥I4 LLIWWALS S965
0091650-29 40 ALID SHL 30 TYLI4SOH GHY JHOH HOWNHD {1
X ¥/N 6| (er(dt0S QW | SOAS TYDIGHW | __ __so.0z ON ‘Nordaiyo 12 31105 ‘0N TITHIIGNOL 190F
6L9T901-25 *ONT ‘¥3INID RAHADHNS €YLISA3H {9}
X ¥/N 6 {c) (D) T0S QW | HLTYEH TYINAW | ppO1Z OW 'WIGHNTOD _ __  ¥0OTd HIS 'IOVTd_LITWHILE G965
[ T6£G596F1-25 *ONI 'SIDIAMAS 3317 AvE [L}]
X ¥/N I VIT (g) {o}109 an Norlv¥amnod | b401Z QW 'VIGHNTOD __ _ ¥OOTJ NI ‘3OVI4 LIFWM3LS §956
Z66ZET11-2S ‘ONI 'SEDIAMES AMOLVINHHY MYISaEH )
X ¥/ II 81T (€) (D) 109 aW| $OAS TI¥DICIN _bv0IZ OW CVISHAT0D __ NOUT3 WIS '3OVId_LLFWMILS 5955 _ _
[ T0czzpS1-2S “2NI ‘HITVAH ¥VISGEH HH [(3)
X 9/N €] (£) {21709 2d TYLIASOH | 01002 D_‘NOONIHSWM _ MM L33uIS ONIAMI OTT _ _
621¢LCT=CS NOILVHOJNOD HIINID TYLIdSOH HOLONIHSYM [3)
X ¥/N £ (g} {0} 108 oda TYLIdSOH £000z DO_'NOLONIHSYM _ __ DATE NIVW I _‘NIWQY TVLISAOH _ _
| 7858122-25 1 .mmm.zmu T¥D10TH NMOLFOWOIO-¥YLSATH FHL 1)
ON sa)
vo.ﬁ.ﬁ.ﬂu fipua ({eHa)L0g uopoes 1) {Anunea uBRIo} Jo .
(EIHa)Z1S uonoag | Bumonuoa 10 smms ABYo g | uoies epog wax3 | sieis) wofwop ebal Apuoe Lewnd uojjeuBtiio PAEA) JO NI PUB 'SSUPPE ‘IWEN
@) [1}] (e} {m {3) {a) (e}

-1eaA xe) ay) Buunp suoneziueliio Jdwaxa-xey pajess aiow Jo auo
pey )l 3sNeD3q pE aUl ‘Al Med ‘066 Ulod Uo SaA, pasamsue uojeziuebio ayj s)o|dwon suogezuebig jdwax3-xel pajejay jo uonesyguep| E

|||||||||||||||||||||||||||||||||||||||||||||||||||||||| 8
|||||||||||||||||||||||||||||||||||||||||||||||||||||||| .8
|||||||||||||||||||||||||||||||||||||||||||||||||||||||| 1 .3|
|||||||||||||||||||||||||||||||||||||||||||||||||||||||| 58
|||||||||||||||||||||||||||||||||||||||||||||||||||||||| N
|||||||||||||||||||||||||||||||||||||||||||||||||||||||| I8

Agua {(Anunoa ubpso} Jo
Bugosiuoa 1va4Q sjasse seak-jo-pus w0 [RloL aie1s) sijwop febe Apjoe Ligwnig Amus papseBasip jo (ajqesldde ) NIJ pue 'sSIPPB "SWEN
) {8} (p) (3} {a) te)
€€ aul| ‘Al ved ‘066 WIo4 uo SaA, PRIamsue :o_umN_:mmho ayl u mam_n_EoO sennu3g ﬂo_u._mmm._m_n_ O uoneIyjuapj E
L008090-¢9 “ONI ¥ALHAD TYLIdSOH FUVYNOS NITINYHS
laquinu uopeagpuap] Jakojdwm vonenuetio ay) Jo aweN
uapaadsy) . . FWURG BNUMEY WA
ST ST D66ULIOYAOD SUrmmMm JE S| SUONINIISY) S)1 pue (D66 WU} M 8NPayYIs Jnoqe uojRuOjU| o I tr
‘suoponnsu) ayesedos ses o ‘066 Wiog o) yIeny «

MF@N -J£ 40 'O 'OSE 'PE '$E OUN) ‘Al Wed ‘066 W04 uc s34, palemsue uojjezjuedio ay) §i ajajdwong Acmm wio4)

TV00SFST o GO sdiysisuped pajejaiun pue suopezjuebip pajeey ¥ 3INAIHOS

LO0OBOS0-ZS TONI HALNAD TYLI4SOH IUYN0S NITHNYYJ



GL d9¥d FeZE6LT ST L-€T A Z0SZ HZ90Z¢

0o0'L £0E4L3E
vsr

£10z (066 wiod) Y 8(npayss ‘066 LWI0Z JOj SUORINIISU| BY) 888 ‘aI)ION 12V UORINpaY yiomiaded 104
X 9/N 6| (€] (217108 aW| SOAS TWOIATW | sosoz aWw ‘somwsntyd (VO TIINMIGMOd 130% _
L6S96T0-ES 1LYID0SSY SISUNN ONILISIA HITVAH 4ViSCIH ()

X /N 6| (E)(d)T0S QW| SOAS TUOTGAW | _____socoz on ‘Noiusnivo ___ _ T2 3LINS 'QuOd TIIMSIGHOI 190D
0150861-CS *ONI 'HOISNINI KLTVEH Yv1sodil {9

X ¥/N I YTIT {c) (D) 108G aw NOILYANNOd |  szzrz oW ‘@yowrlive LIFULS MIAAONYH HINOS T00C
ZESKBZI-2S “ONI ‘HOILVANNOJ TVIIASOH HOHYVH 1s)

X ¥/N I ¥IT| (£)1d)T0S aw SOAS NIWAY | 6621z OR ‘S¥OWIITWE__ QW19 N3AVH HIOT 1095
£686CF1I-25 *oNI ‘§311vddo¥d SO )

X ¥/N 6 {g) (D) 108 dW| ONISNOH ¥3AT3 | 6EZ1Z OW 'BMOWILTWE _ __________GATS N3AVY HDO0T 1095

959187 1-25 *ONI *ONISOOH 5o (E)

¥ 7/N 6| (€} {DIT0S QW[ $DAS TWOIQEW | sezrz aw ‘mwoWILTve  _ _OATH N3AVY HDOT T09%  _ _
998¢L9T1-2G "ONI ‘YILNAD OHISHNN NYIIHVWYS Q009 1)

X ¥/N I ¥iT| (g){D)T10S auW NOILYANNOA | srerz oW ‘awonraiva __ __ __ __ __QATH NIAGE HOOT 1095 —__
22TL0ES-Ch *ONI ‘NOTIYGHNO3 TYLIASOH KYLIYVHYS 400D i3]

oN sa)
uu_e_m_h.n_ﬂu Amyus {(cH2) 105 vopoas y) {Anunaa ubj2s0 Jo
(eIHQ)Z )5 Lol2es Buigosjuos yoeng snpeys ABya oygng | vomes eped idwexs | aieis) apjwop jebaq Awpoe Dewid uoiEziuefuo pajeial jo NIS PUB 'SSaJPPEe “SwWeN
L] [} (o) (p} e {a) {e)

Jead xey ay) Buunp suonezuebio jdwsaxe-xe) paje|al alow Jo auo
pey i ssnedaq v aull ‘Al Ued ‘066 W04 U0 SaA, palamsue uonezuebio ay) § 9)9)dwo?) suoneziuebip ydwex3-xe] pajejay Jo uoneayRuap| E

|||||||||||||||||||||||||||||||||||||||||||||||||||||||| 6"
|||||||||||||||||||||||||||||||||||||||||||||||||||||||| 8"
|||||||||||||||||||||||||||||||||||||||||||||||||||||||| WY
|||||||||||||||||||||||||||||||||||||||||||||||||||||||| %"
|||||||||||||||||||||||||||||||||||||||||||||||||||||||| "
|||||||||||||||||||||||||||||||||||||||||||||||||||||||| w0

Anjua (funoa ubjalo) Jo
Buigoiuos 12810 sjasse makjopug awwooU| [€10L 218)8) sioywop (eBa7 Ayanoe Aiewirg Amua paprebassip jo (sjqeaydde j) NIT pug ‘sSEIPPE ‘HUEN
{11 (e} ip) (o) {a) (e}
“£€ aul| ‘Al Med ‘066 W0 U0 S84, palamsue uolieziuebio ay) J sjajdwoy sennu3g pepsehaisig Jo uopesynuep) E
£008090-2S *ONI HAINAD TYLIASOH FUYNDS NITMNYAS
tequnu uopeappuap| sedojdwsy uojleuefio 2y jJo awey
uonaadsu) . e BIIRS SNUSASH RWLRI)
a11qng o) uadg 066ULIOAGE Si'MMAM JR 51 SUOlIONISY| 51| pue (066 wiod} H 9|NpeyIs IN0qe UONEWIOJU| o P a—
‘suopjansu) djeiedas eag o ‘066 W10 O} Yyoely o
*£€ 10 "9¢ ‘G5E 'PT 'EL 2Ul) ‘Al HEd ‘066 0 UO SOA,, PAIAMSUE UojEZIUREIC Byl j) 8)8|dwoDy {066 wJod)
I500-5751 0N GO sdiysiauped pajejaiun pue suonezijueBbiQ pajejey ¥ IINAIHIS

LO0BO90-29 *ONI ¥ILNAD TYII4SOH JUUNdS NITHNTHA



9L 3IO¥4 POZEGLT ST L-€T A Z205Z HZ90zE

000} L8V 3E
vsr
c1oz (066 Wwiod) o 8npayag ‘066 WO JO} SUOIINISY| BY} 868 “3D[ION 13V UonINpay jiomaaded 104
X ¥/N £ (g} {2} T0S AGW| SOAS TYDIAIW |  zegoz oW AaNTO_ 3ATHG_4TTIHA_ONI¥A TOTBL _ _
2060TEZ-29 *ONI ‘AINIO LIV GYH3IM TUYRDIOZY ()
X /N £ (€} (D)T0S 24 TYLISOH | o 01002 D0 'NOLONIHSWM _ _ ____ ___ __MN 133ulS ONIAWI 201
6P LEIET-CS TYLIJSOH HOTAVLITIGYHIY TVHOILVH 9}
X ¥/N I YIT (€} (D) 106 aw NOILWANNOA |  zesoz oW ‘kawio_ IATHO d1TING TONIN T018F
0096£09-25 QUY0R S,HIHOM HOM 1s)
% /N II 91T {g) (D) 109 an NOILWANNOA | — zesoz aw ‘aswio IATNG 4ITING FONINE 10181
¢I899¢ET-£S ‘OMI *SIDIAMES HITVEH HOW )
X ¥/N L {€) (D) T0S an NOIIVANNOA | 26007 W ‘asN10 dAINO_JITIN 3ONTHA TOT6T
6566CTT-2S *ONT ‘HOIIYANNO3 HITYIH HOW [(3)
bt ¥/N 6 (E} {D) T0SG AW| SOAS TYDIAEW |  zesozow ‘Aawte JAT¥Q dITIHG JONTMd TOT6L
L9PZLET-CS *OMI ‘HITYEH ALINAHWOD HOW {z)
X ¥/N 6] (€)(2)108 QW| SOAS TYDIQAW | ___ _soroz On ‘Norsastvd 2 311nS '0VON TIINIOMOZ 150V __
91685FT1-CS JYYIHLIVIH YNA BVISOTH [
OoN SOA
Eﬁ_._h_ﬁ_wau Kiwe {{cXa)10g uoNDs )} (Anunco uBtalo) Jo
(CINDZ1G Uopaes |  BUNOHUGD 10BN | smieis AWBuD Jgng | vomes 2poD 0weNd | aEls) AIWOP (8637 Awyioe Arewud uolEZIuEfo pajeial 0 NI PUE 'SSApPE "aweN
5 1] (e} ] (&)} () (e}
-1eak xe) ay) Buunp suoyezuebic jdwaxa-Xe) p2)je|el s10W Jo SU0
pey ) asnesaq pg aull 'Al Hed ‘066 W04 uo SaA, pasemsue uojeziuebiio ay) y sjejdwod suonezivebig jdwax3-xe| pajejoy jo uoneaynuap] IEIEE
|||||||||||||||||||||||||||||||||||||||||||||||||||||||| 08
|||||||||||||||||||||||||||||||||||||||||||||||||||||||| WY
|||||||||||||||||||||||||||||||||||||||||||||||||||||||| o8
|||||||||||||||||||||||||||||||||||||||||||||||||||||||| 8
|||||||||||||||||||||||||||||||||||||||||||||||||||||||| o
Apnue {nuno3 ubiaso; Jo
Bugosjuoa 33410 sjesse seal-rpu3 Swooul [ejoL oleis) opapwop [eB6a Ay Aeuind Aius papmbassip 1o (sjgeoydde p) NIJ PUE ‘S520ppE "aLIEN
)] (s} » {3} {a) {e)
‘g€ 8U|| ‘Al HEd ‘066 WJo4 UC SBA, palamsue uoneziueblo ay) ) 8ja|dwo) senhus papiebaisiq jo uonesynuap| E
L008090-2% *ONT HAINAD "TYLIdSOH FUYNDS NITMNYHA
Jequinu ucpeappuep) Jekojdwg uonezueiio ay) jo aweN
Shjelels 06 GULIOKAOE SIrMMM 1B S| SUORINIISY) $)1 PuE (056 t10d) Y BINPBYIS INOHE UONEWIOHY) s e et
d 0 do funseal] 8y} jo Juswpedag
‘suofjannsu) ajeiedes ses o 066 Wio4 0) Yyaeny
MF@N *L€ 10 ‘9L "qSE ‘PE 'EC BUL) ‘Al Hed ‘066 WI04 U0 S84, Palamsue uopiezjuefio ay; j| aje|dwcdg Aomm E._On_-
TR B0 sdiysiauped pajejaiun pue suonezjuebio pejejey ¥ TINAIHIS

LO0BOS0-2S *ONT ¥IINAD TYIIJSOH FHYNDS NITMNYHJ



LL 399d P6ZE6LT ST L-ET A ¢0SZ HZ90Z¢E
000°L L0CL3E
vsr
¢10Z (066 Wi04) Y 8npayas 066 W0 10) SUOHIANISU| BY) 395 '82)JON 13V UONIINPaY yiomsaded 104
X ¥/N I VIl (€) (D) 108 an D40 Idoddns | - 0590z QW ‘mmolQM¥woI1 _ Lzs xog od
926£612-¢5 *ONI ‘S, AYYH "IS 40 351dSOH {2)
X ¥/N 6 {e) (D) 109 AW | ONISNOH YEATE | ererz oW ‘Swowiiive _________ _OATS N3AVH HOOT 1095 _
0L06622-25 *ONI ‘SQOOM ANMNOEGOOM 19)
X d/N I ¥IT (g} {0) 105 aa NOILYANMNOd | « 0100z 50_‘NOLONIMSWM _ _ _ ___ MM LTIYLS ONIAMI OTT
0L9T6LTI-2S *ONI ‘NOILYANNOA DHM i)
X ¥/N L yir| (e)(o)tos QW|  SOAS NIWQY | ____ socoz dn ‘NowwsaTwd | _ 7 3105 'Q¥0Y TTIAAQMOL I90V
TTvZEET-26 oz (P}
X ¥/N T ¥1T (g} (D}Y10S8 an NOILYANNOA | 517tz W ‘BWOWILTVE _ __ _  AYMNHVA ALISHRAINQ LS¥3 102 _ _
8289bkpP1-2S "ONI ‘HOILWANNOd ‘IYLIJSOH ‘TYIHOHIH HOINN (3]
X ¥/t ITI a1t (€) (D) T0S an NOILYANNOA | geztz QW ‘FWoWIITye _________ _OATE N3AvM HDOT 1095 _
Z8LP0TI-2S 4 FYYD HLTYSH DITORLIWD TIIN,O SYWOHL THL @)
X ¥/N £ {€) (D) 108 20| SOAS TUIIQAW | 01007 DA ‘NOLONINSWM _ __ __ __ ___ N 1394lS ONIMI 20T
TSITEGT-25 I 'ROILVLITIEYHIY TYDIORH HYN / KYaunaEns [{3]
ON sap
uo_..c_,n_,___ﬁ.ﬂu Amua {()o}1 05 uapaas ) {Anunos ubijaio) Jo
(€1XQIzes uopoes |  BUNGAUCD ang | smiEIs AwBlR dijand | omes apog idwexd | Sleis) aip 18627 Apmse frewid UoNEZIUEBI0 PAIZIS: O NIT PUIE 'SSAIPPE ‘FWEN
(G o {e) 1] {3} {a) (e}
-1eak xe) ay} bunp suoneziuebio Jdwaexa-xe) paje|dl 210w Jo auo
pey jl asnesaq g aul| .>_ Hed .Dmm Wwoq uo ,SaA, palamsue _._O_amN_cmm._O auyl il wuw_QEOO mﬁ_o_uwn_-._mmho uﬂ:.__ﬂxm-xw._. paje|ay jo uohedjnuap| f3ied
|||||||||||||||||||||||||||||||||||||||||||||||||||||||| 08
|||||||||||||||||||||||||||||||||||||||||||||||||||||||| &y
|||||||||||||||||||||||||||||||||||||||||||||||||||||||| 108
|||||||||||||||||||||||||||||||||||||||||||||||||||||||| %
|||||||||||||||||||||||||||||||||||||||||||||||||||||||| @y
|||||||||||||||||||||||||||||||||||||||||||||||||||||||| 0y
Apjua {Aqunoa uBiaoj s0
Gugonuod pPaq 5j9859 JEaA--pug @Wodu) [Bl0L sieis) smiwep 18697 Auwjoe Lewnd Amua papseBassip jo (sigeandds ) NIZ pue '$SIPPE “BWEN
0} {8} (p} ) {a} (=)
"£¢ aull ‘Al Med '066 Wio4 uo S8 A, paamsue uoneziuebio ay} § @jejdwo) sanpul papJebaisiq jo uogeaynuap| E
£008090-25 *ONI YALNTD TYLIIdSOH Ad¥N0S NITMNYYI

1sqwnu uopedyguap) Jeloidws
uonaadsuy)
a1|qnd oy uadg

LPOO-SPSE "ON HNO

uojjeziuebiso ay) jo sweN

“DE6ULO AL SIMMAM JE 5] SUBINNSUY S pue (066 WI0 ) o SNPEYIS INGAR UOPEUIIDJU] <

“L¢ 10 ‘9€ '95¢ ‘PE 'CC AUl "Al HEd "066 WG] UC ,$BA,, paramsue uopeziuebio ay) ) ajeidwony
sdiysiauped pejejaiun pue suoneziuebio pajejoy

*SUOISU)

£008090-25

ajeiedas aas o

BOWIDG BNUANEY NLLBIU|
Anseal] ey) jo uswyeda

‘066 Wi04 0 yaely o

(066 wiod)
¥ TINAIHOS

‘oI HELINID TYIIASOH FUYN0S NITMNYIA



8L DY PecLoLT ST L-ET A ¢0S¢ HZ90<ZE
000'L 2081 3¢
vsr
£10Z (066 Wiod) Y a|npayag 066 U0 40} SUOQITLISU| aY) 888 ‘a21ION 12v uopInpay yiomieded Jod
||||||||||||||||||||||||||||||||||||||||||||| 3
||||||||||||||||||||||||||||||||||||||||||||| ar
||||||||||||||||||||||||||||||||||||||||||||| 08
X /N £ {el (D) 108 an TYLI4S50H | SELOZ_QM_'ROLNITO _ _ ________ OYOW SiIVWMAS £0St
£0E9CLO-9F HAINTD TYLIFSOH OH NYIHINOS WYESEIH 1)
X /N L te)iditos QW|  NOILWANMO | ____ .eorz on 'awownsive _ _ __3ATYd 39S AITHNVED 0006
X AN Y AN AT A H03 ¥3INID TYLILSOH FHVNDS NITHHWEA 1€)
X ¥/N I VYil (€] (D) TOS awW 240 Id0ddns | 05907 QW ‘mmotaWywosl _ £L25 %09 64
89¢£TS0T1-29S *ONI ‘HOILYGNNO] TYLIdSOH S,AYWH 1§ {z)
X ¥/N g {e)l>r0s oL TELISSOH | ___ 05902 OW 'WOLOMWNOII _ __ _____ OYOM L0ONOOT INIOI 00SEZ_ . _
9006T90-¢€S AINNOD S,AMYVH "15 10 IVLIJSOH S,AHVH "1S [(%]
oN sa)
noﬂhﬁou A {{e)a)105 voliaas ) {Anunos ubiaso) o
(cLKa)zLg vopoeg | Bumenuod pang smels Agmys o(jgng | uemas apop wwex3 | as) smwoap jebay fympoe Mg uonezuetc paleral jo NI pue ‘ssaippe ‘SWeN
{8} (1) {0} {r) {a) {a) {e}
“Jeak xe) ay) Bulnp suopeziuebio jdwaxa-xe) psje|al aow 1o auo
pey )l 8snesaq pg aul| ‘Al Hed ‘066 W0 uo ,SaA, pasomsue uojeziuebio ay) J s1ajdwod suopeziuebig jdwex3-xe) pejejay jo uoneoypuap] [REEE
|||||||||||||||||||||||||||||||||||||||||||||||||||||||| 0%
|||||||||||||||||||||||||||||||||||||||||||||||||||||||| 08
|||||||||||||||||||||||||||||||||||||||||||||||||||||||| WY
|||||||||||||||||||||||||||||||||||||||||||||||||||||||| "
|||||||||||||||||||||||||||||||||||||||||||||||||||||||| "
|||||||||||||||||||||||||||||||||||||||||||||||||||||||| o
Ayua {Anunoa ubjaio) Jo
Bugosuoa jaaa 518958 ak--piig Wl [ejoL a5 spowop [ebay Apanoe Arswipg Auwa papsebassip jo (esyqeaydde p) NIA pue 'sSIpPE ‘QweN
[11] {8 (p} £)] {a} {e)
"e¢ Wl ‘Al UBd '066 Wi04 Uo S3A, paiemsue uojezivebio ay) i eje|dwo) seanu3l papiebalsiq jo uopeayyuap) E
L008090-¢9 *ONI HIINTD TYIIASOH AYYNODS NITMNYHEI
Jequinu vogeagnuep) seioyduws uojieauebo ay) jo aweN

uojjaadsuy)
a11gnd 3 uadg

2¥00-5¥51 "ON WO

“066ULIOYAOE S MMM 1B 5] Suoiangsu| s) pue (066 W10 ) ¥ 3INPaY3S INoge UOjJEWICU] «

1€ 10 '9€ "q5¢ 'vE 'EE sull "Al Med ‘066 Wiod uo S35, paIamsue vopezjuefio ay) y ajajdwo)«
sdiysiauped pajejaiun pue suoneziuebio pajejoy

“BUOINISIY

£L008090-2S

ajaiedes 99 o

SRS BNUMBY BLIBJY|
Amseal) e o wewpedeq

‘066 W04 0) YIENY o

{066 wiod)
¥ TINAIHOS

*ONI ¥IINED TYLIdSOH TIY¥NOS NITHNYHEA



6L d9vd P6CELLT ST L-tT A Z0GZ HZ90ZE
000°'L 80EL 3L
£Loz (066 Wi0d} ¥ 8|npayag st
4403 2 ¥/N aH S3DIAYIS DRITILE] YPO1ic OW "YIBRNTOD HOOTEd HLS "3OW1d L13I¥H3ILS S95%
=B I0ZEO=FS T T T T T TOAY TER5iANds AATIVEISTHINAY SWYISISAHA (Z)
dd03 2 LT ad ANYanco DNIAI0H TPOLZ O 'NIGAN10D 90013 HEG '2ovid LIJW¥3ls G956
B ) - TONT TSENINAA AVRAEYd {g)
dugd 2 v/ aH SIITAYES TYIILUIW YrO1Z QH 'WIGWNIOD Y0013 HLG "dOYW1d LLIUM3LS G965
-~ <sgemer-zc —  _TTTTT FT FATISEa00 JEVSKTIAR (g)
4403 2 ¥/N dH SASIANIS 'IYIIA3H PP0Tz OR WIGHI00 HOOTd HIG "30Vid Liiuddls 5965
- —9§ssser-zs T ST anoasd TNOT04R GueoXTTaR (g)
44803 2 YN aH S32IAMES NIHAY YEOLZ O 'VIBWITIOD WOOTd HIG ‘3DVId LidHd3als S95%
B 0 O SHT " INGHADVITYR $30un0533 XIT3A (g)
4402 D \/H amM S3IITA¥ES TYDIQIH! TP01Z OH 'YIEWNI0D H00T3d HIS '3IWid Ll3Wu3dls §955
CTRISyELi-z T T TTTTTTTT T T TTT T “DAT TEMVONEIRT {Z)
dHO2 2 ¥/N ad SATYS 90ud FFO1Z OH 'WISHNT0D ¥0073 HiIG "30WId LLIIHHALE §95%
- RTgrTCI=Ee T T T T T TTTTTTT T T T T T SO TSRiovANYad BYLSAER 1)
oN [se
,Enu dysIsUMG {15 [Agunoa
PIRUUBD | gngy | siessa mod-0-pUR Qwoau) 0 'diod § ‘daa 9) Ao ubraso) 0 91815
{E1Ma)zLs : )
uopeg | -veaRd o amys [e10) jo wJeUs Ays jo adAL Suyruiuos a1 | ermep pBa | Anaioe Alewpd uonezueiuo pajejal jo NI3 pue 'SsUppe ‘alWeEN
(D] {u (8) o {® (] ()] {a) {e)
-1eak xe) ay) Buunp isnJ Jo uojjerodios e se pajeal) suoneziueblo pajejas 30w 1o U0 pey } asnedaq ¢ aul| o
‘Nl Hed ‘086 Wio4 Uo SaA, palamsue uoneziueblo auy aye|dwon Isni] o uonesodio) e se ajgexe], suopeziuebig pajejey J0 uoneIYUBp| E
..................... iy
..................... o)
..................... 18}
..................... 2
..................... &)
X YN din S32IAE4S 8yl | 05 9 3LINS "a¥od LSIHITI3d G159
GLBHTIASYA 30 DHIOWAT RYIid1SAnd {Z)
% WIH i TA¥3S TY¥2I03H | 50073 HIS “350%Ed 1l3YHals $9585
¢ 5T wNdavsvd IV WIINIITHNS ()
oN |seA ON |88A
(F15-2Z1 G suopoas (Anyunoa
{501 weog) lapun x| ubjaio)
wovped | - sinpayas jo Ay .papmax3 10 9)818)
diysioumg | Bubeuew | g x0q Ul JUNOQWE |  aeeear s]asse Jead aWwodu) .vohmhﬁv_whEou:_ Alua E T LT voyeziuebio paleRs
abgpmaked | o pemeg 18M-A8pad wmrecedu | -J0-pUS JO BBYS [B10} JO BIBYS JUBL{WOPaId Bugosuod oe3Q eba7 Apnyoe Aewng 0 NI puB ‘sssuppe ‘e
1) n 0] {u) (8 ] (s} {2} () {a) (v}
-1eaf xe) ay) Buunp diysisupied e se pajeal) suoleziuebio paje|ja) aiowW 1o auo pey )l asnedaq
£ 3ul| ‘Al Ved ‘066 wiod UD SaA, palamsue uoneziuebio ay) | ajejdwon dijysisuped e se ajqexe] suopeziuebiQ pajejay Jo uoneasyuapy E
Z @beq £102 (066 uuod) Y NpayIs

£008090

-Zs

"ONI WELINZID TYLIdSOH T9v¥nNdS NITHNYES



08 39vd FECERLT ST L-tT A 2062 HZ90ZE
000'L 8OEL3E
£10Z {066 Wiod) Y s|npayds vsr
4402 O H/N aW S3AZIAMIS TYIIA3EKH] c0L0Z OF "HOLYIATIYD 012 3lins avod TTINNZ2aM0d 1901
- RO0T0Z=FC T T T T T T T T T T T T AN YEEniwvd WIDTEREd SWisdaH (Z)
d¥0d O YK dwrl SAITAYIS TYSIATH 01002 29 'HOIDHIHSYM HMN ILIFYLS OHIAHI 00T
T OOTEEI=IS ~ T T T SON NWIDISARd WAINdH TWIT4SOH ROLOHIASWH (g)
4402 D /N asl EERITCEIR TR ki G0L0Z QW 'HOLYIATYD (1¢ 3110S Q¥0y TTINM3AMed T190Y%
- IT9rTIE=Ee T T T T T TIAYT TINGWIDUNWA MMORTAR WS1¥ ACLONIASVM (§)
dH0J D Y/H aH SHIIAHZES ONITIIH COL0Z QH 'NOLHAATYZ 01c ILIAS 'Jvod ‘1TIHH3IGMOd T30¥
== TT{oset-2¢ T TTTTTTTTTTTTTTT “DAL TONTTi1IE BYLS ()
4402 O ETE] ar SDOAS THNOLLIV2NIZ PPOLZ OW "VIGHATOD "0073 HLIS "d0WId LLIvd3LS 5955
== BECESiosaE T T T T T T TT T T TTTTTTTTI T T T T AT RS g)
dy0d I ¥/H aH SAITAMIAS HIWAY G0.L0¢ G 'NOLY3ATYD 012 3A1lINS "dvod TTIRY3aM0d 15307
~=IFeeriz-ze T TTTTTTT TORE 7§35 TWIFIINE aViSaan {g)
dH¥03 2 /N aH AHYD QIOVNYH Y01z OH "YI1HRNTOD Y0073 HIS '33¥Id LL3IHHILS §95§
S EGES=IE T T T T T T T TT T T T T T TOAT TEaioRd ATIRYd aWlSaan (L)
ez_ua>
U8 1 gyt saumo {1s1u) (knuno3
Aﬂ_,.ﬂﬁ.”m ey S1a55e JBak-K0-pus awoa 10 'dxoo g 'dios 1) fnua ubtaiog 0 8113
vopeg | -uewad 0 amyg 12301 0 BIBHS Amua jo adAL Bugonuod PN |emnwop leBa | Apaoe Aewig uojeziuefiso paElR) Jo NEF PUE 'ssalppe ‘aWeN
{0 {y) (B) (1)} (o) ] {2 (a) (e}
“1eaf xe) ay) buunp jsnJ) Jo uopeiodioo e se pajess) suoneziueblo psje|al sJow Jo SUO ey JI 8snedsq pE sull "
‘Al MBd ‘066 W04 Uo SaA, paljamsue uojeziuebio auy) J a)ajdwog Jsna L Jo uopelodiog e se sjqexe suopeziuebiQ pajejey Jo UoREdYNUIP| E
..................... iy
[Tttt 1a)
..................... 18
..................... WY
..................... K3}
..................... Kt1)
..................... iy
ON |88A oN [saA
{r15-2)5 SuonIas {Anunod
(5901 uuod) fapun xe) ubi{asa}
weuumd | |3 SNPOYDIS Jo QXL POPIESS o awis)
diysioumo | Bubeuew | gz X0Q U] UNOWE | e slasse mal IR .S_u_oﬁJ_oEouc_ Amua rwop uolienueto pajejal
abepraag | o pReueg 18M-A 9p0D weewstedng | -40-PUS JO BIBYS 110} 30 B18US eUwopald Bumonuod paaq |e6ay Apjae Dewlid 10 NI pus '$SAIppE ‘SweN
) n ) (u} {5 0} {8 {r) {2 {a) L]
“1eak xe} 2u) buunp diysiauped e se pajeal) suoneziueblo paje[al aljol 10 8UC Pel Ji 8snedaq
pE aUN| ‘Al HEd '066 WO U0 SAA, pasamsue uoljeziuebio ay) J) aje|dwon dyssauped e se sjqexe] suopezuebio pajejay jo uoneIyRUSP E
Z 9bey £10Z (056 ULOL)} H B[NPIYIS

L00BOS30-ES

*ONI YAINAD TYLIJSOH FUYNDS NITHNWYJ



8 3D¥d P6ECEBLT ST L-ET A ¢0S¢ HZ90ZE
000} BOTLIE
£10Z {066 Wa0d) Y enpayag vsr
||||||||||||||||||||||||||||||||||||||||||||| 1
............................................. Tar
440D 2 V/N ar SHILHIKOANOD)| 05907 GH 'HMOLGYYNOIT 4d LNoN007T INICE 0055T
CTSTILLEoLE T T T T T T T T T T T ROTIVIDOSTEY OUNGT 5.AAvH 45 (G)
dd0d 2 /N %] AONYHASNI NYHAYD QNYHD Z011-1A% 1601 XO& Od IN3IAY AVE JIHL FHIT €7
T IT9EeI0-B6 - GAITAL1 d0NVHNSHT TV IONVNII DRTRASHIIED (g)
4402 2 W/N an SADIAYAS V203N 05902 OH 'HMOIQYVNG3T Gvod 1nod0e0T INIOd 005SE
CTREERTEToE T T T T TaNT “ESHEITIV AITVAW 5, ASVR IS (g)
EESIE] Y/H an SaDIAR3s VOIG3n ZEBOZ UH TASNIO SALMd dITIHd 3ONIHd [GT8T
CTERSETAI-Ce T T T T T T T T TGNy TEESTASES d3T4ISHAAIG HOH (Z)
ddoa o Y/N aH DOSSY W3ANMO OONOD Fr0iZ QW 'YIGWNI0D 80013 ALG '40Wld LIFHHALS 5956
~ T FENTL0=L T WIS0E5Y OANDD GRVT WAjud S6Un0s NTTAvEl (L)
oN [seA]
LR " gusisume (isn)y [
Ma_qﬁ.mﬂ L1 ] SJasse Jeah-0-pua Il 1T 10 'dion g 'dion ) Amua ubiauo) o aje)e)
Vonmeg | -weamd 1o areys |Bj0} JO @IBYS Aujua Jo odA] Guyjosjuod oayg |epmopiebey|  Apanoce ABwyg uojeueio pajel jo N|3 puB "ssUPpE ‘BWEN
D] ) {8 (1] (s} ()] (2) (a} (e)
Jeah Xe} auy} G_..__._:_u sng lo _.._o_:w._on..ou e sSe paleal} mCOsz_:mm._o palejal sjow 10 U0 pey jl asnedaq g aul| o
‘Al Ued ‘066 Wio4 uo SaA, paismsue :o_umN_:mm._o ay wgm_n_ wo7 Isniy Jo :o_umuon._ao e se ajqexe] m:om—un_cum._o pajejay jo uoneayljuapl| E
..................... 1
..................... Ta)
..................... 1G]
..................... )
..................... 1e)
..................... iy
..................... Wy
oN [saA oN |ses
(pLS-ZLG suo)oas {fnunoa
(G0l wod) Jopun xe) ubalo)
wanmd | |-y ainpavag Jo el Bl 20 9Es)
diysioumo | BubBeuew | 2 x0q U JUNOWE |  iwsesas 5]985e Jead oI .uﬂwm,.__m-_u_._pﬁu:_ Aua S Iuop uojjezjuete pajeles
ebajuensag | o pRwY 1BASpeg | seesseta | jo-pua jo amug 1210} j0 2IEYS WEYLApasd Gugoniuos 12240 reBay Apaoe Aiewypg 10 NI3) PUB 's53UppR 'sure
i) n n {u (B} 1] (s} {p) {2 {a) (&)
‘Jeak xel aul m_..__._:_u n__r_mgm_._tmn_ e Sk pajeal) w:D_umN_cmm._D pajejal aJow Jo auo pey jl asnedaq
€ aul) ‘Al Hed ‘066 WI04 UD S3A, palamsue :O__mu_cmm._o aul i mnm_QEOO diysssujie e se sjqexe) m:o__—mu__._um._o pajejey jo uoijeaynuap| E
Nummm £102 (066 W0 Lt) Y 3|Npayrs

L008090

A

*ONI 43LNAD TYLIIJSOH IHYNOS NITHNYIA



¢8 3Aov¥d FeZe6LT ST L-ET1 A 20682 He¢902Z€

000 L 8013
t10z (066 Lo} Y sInpeyss vsr
M| "8FT’9GE g NOILYANNOJ TYLIASOH AyvA0S NITHNwdd (9]

AN "089 ‘06 d ALALILSNI HOMYASAY HLTIYIH YYISAENW {g)

AWA [ "¥98'60T°T d NOILVHOAN0D WdIlNID TYLIdSOH NOLONIHSymM (v}

ARNA "0E9 ‘21 0 IYLIdSOH TYIHOWAN NOINN dHL (€)

AWI | "S92°L¥9 d 4IINED TYOIGIN NMOIIADY0ED-dvlSAaIW FIHL (2)

ANd | "609°00F%°'T d HITYIH dvlSa3W HH ()

PaAAU) JUnaltie {s-e} adk)
Bupua)ap jo poyleW ParDAU| JUNOLWY UoiRESURIL voyeziuetio pajera) jo sweN
] e {a} (e}

“SpioySally uonoesues pue sdiysuclie|as paisAed Bulpnaul au)| SiY) 312|dWwod JSNW oYM UG UOEWIOM JO} SUoIoNIISU BY) 895 , 5B, 51 SA0GE BY) JO AUE O} Jamsue all )l 2

x WF .-..-c.-.-....-...-o..-u.-.......-....o..-...-..o-oAmvCD_ﬁNN_Cﬁm‘-OUW—G_Ethu_atﬂﬂn:ﬂ._oSWNU&D.—@—M—.—N.:._U_.—uOm
= 5l e e e egaeaupBio pajejal o) Auadosd 10 yseo jo ssjsue a0 4
< {61 e e et ae s cagiadis o (SuONEZIUEBIG POJEIA) AQ Pled Juewasinquiey b
TR e e ee s oo o (S)uonezIUEBIO PRIEIS) Of pled juswasinquysy  d
x GF l--lo-‘Ilin.ll--o-I-tlntn-O-D-!cl-l....tl-ll---l-vaco_ﬂmuocmmn_o“w—m—mb:~_gmmw>°—nEmu_mnhomc_hm:mo
X (77l * ** (s)uoneziueblo pajeja) yum sjasse Jaylo 1o ‘ssy Bupew ywawdinba ‘saniioey jo Buireys U
X T T <ttt (s)uonezuebio paje|a Aq suonealjos Buisiespuny so diysiaquiaw Jo S82IAISS JO AJUBULOUA W
% T seerre st guoneziuebio pajejsu to) suonienoyos Buisielpuny so diysiaquiaw 10 SBNAISS JO SJUBULDUEY |
m Wi e e e e e e s e e ol PBjR]a) WO SIBSSE JaYJ0 JO uBwdinbe ‘sanoe) jo asea )
= I e e saeaeaaee et oy onueRio PaJE|S) O} SJOSSE J2YI0 1O ‘uswdinba ‘san)ioe) jo ases] |
= T e e e e et easeaaaeaeaaseentes et s e pRi0 pajE|D) UNM SIOSSE 0 BBueyoXg |
= S e e eaeeaeeaaaaaaaesaaacnaaaases e ey anaopEI0 PajES) WOY SISSSE JO BSEYING U
3 mﬂ...................................................................Amuco__mu_cmm._ouw.m_Eo_Emmwfom_mwm
< T e e e e enaeaaaaeaaaae s e ey nneaeBi0 pajRje) Wi} SPUSPING  }
3 ol e e e e e aeeeaeaeaeaeaee e eyaneZuREI0 pajEI) AQ SSBJUBIENG UBO| JO SUBDT @
< B e e e eeeeeaeaaeaneesaas st (GunieaueRio DajE@) 10} 1O 0} SS3JUBIEND UGl 10 SUBOT P
x 37 e e aeeaaa e aseeaaeeeaee e s e aeueRi0 pajejal WO UONNGUILGS [Ejded Jo Jueb Y 2
=Ta1 et ee e esaaaaaeaaasaaeea e e s ganeueRio pE|S) 0] UOHAQUILES jeliden Jo uelb ‘Yo  q

X 0 e * 't Qnua pafjosuos e wolp jual (A1) Jo sanjekos () saminuue (1) 1sassiu () Joidisday e
EAIFI SUed U pays) suonezuebio pajejal alow Jo suo yiwm suonaesuel) Bumoljo) ay jo Aue w abebus vopezuebio ay) pip Jead xey ay) Buung 4

op | sea ‘8inpayas sw) Jo Al 40 '[]] ‘l| sUed ul paisy S| Aua Aue i | sul s1e|dwo ejoN

"gg JO ‘qGE 'PE Bulf ‘Al Hed '066 WI04 Uo Sa), paJamsue uoneziuefilo ay) ) a1 dwod suonezjuebiQ paje|ay YN Suofjoesues) E
¢ woed £10Z (066 U0} Y BINPIYIS
L00809%0-¢9 *ONI ¥ILNTD TYLIJSOH d¥¥n0S NITHNYIA




£8 d9%4

£10Z (066 utiod) Y eINPoYIg

F6CEGLT

ST L-€T A

205¢ HZ902¢

000°) OLELIE

var

S IOUMD
sbejusegd

L]

oN | seA

Liauid
Buibeuswt
10 RRURD
n

(5001 UM )
13 9inpayg jo
0Z xoq U} Junowe
180n-A 9p93
i}

oN | seA

LWonEIoNs
spoipedoidug

{u

nesw
k- po-pUa
o emys
{6)

sy (B)0)
10 uEys
7]

oN | sep

¢suonemnelio
e}a)os
uotpas
s1ouped ||& @iy

{a)

{pL5-2L5 voRIes
ISpuN Xej Wol}
papnpxe ‘pelBmIun
“pateg) B

{Anunaa
ubmo) 10 wi1e1s)

peid

®

penwop |efe

fpamom Laeulsy
{a)

Ajue Jo NiJ pue 'sSeippe ‘aweN
1L

‘sdyssouped Juawisaaul uiepes Joj uoisnaxa BuipieBal suoonnsul aag ‘uoneziuebio pa)ejal e Jou sem jey) (anusaal ssosb Jo
sjasse [e}0] Ag painsesaw) SSIAMIDE S)) JO Juadiad aAl) Uel) 8J0W PIONPUGD uoneziuebio ay yoym ybnolyy diyssauped e se paxe) Alua ydes 10 uoneuuojul buimoljos ayl apincid

16 aUl| ‘Al Ued ‘066 Wiod uo S, paiamsue uoleziuebio ay) ji 313|dwoy diysieulsed e se sjqexe) suopeziuefiQ pejejalun

R

 obed

L008090-29

£10Z (066 uuod) o 2NPeYIs

*ONI HEINED IYLI4SOH THYN0S NITHNYYA



FRANKLIN SQUARE HOSPITAL CENTER INC. 52-0608007

Schedula R {Form 990) 2013 Page 5

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

Scheduls R (Form 980) 2013

3JE1510 1.000
32062H 2502 vV 13-7.15 1793234 PAGE 84



m8879-EO IRS e-file Signature Authorization

for an Exempt Organization OMB No 1543-1873

For calendar year 2013, or facal year beginning 07 /03 _ _ _ 2013, andending 06 /30 _ . 20314 _ |
p- Do not send 1o the IRS. Kesp lor your records.
ﬁ?ﬁ?"ﬂ“‘;&ﬂﬁm b= Infprmetion ebout Form 8879-E0 and !ts Instructions is at www.lrs.gov/form8870eo0. 2@ 1 3
Nume ol oxempt oganization Employer identificetion number
FRANKLIN SQUARE HOSPITAL, CENTER INC. 52-0608007
Name and lltla of afficar
JOEL BRYAN, VIC DENT URER

Type of Return and Return Information (Whole Dollars Only)

Check the box for the return for which you are using this Form 8879-EO and enier the applicable amount, if any, from the return. if you
check the box on line 1a, 2a, 3a, 4a, or 5a, bolow, and the amount on that line for the return being filed with this form was blank, then
leave line 1b, 2b, 3b, 4b, or 5b, whichever Is applicable, blank {do not enter -0-}. But, if you entared -0- on the return, then enler -0-
on the applicable line below. Do nat complate more than 1 line in Part .

1a Form 980 check here b Izl b Total ravenus, If any (Form 890, Part ViIi, column (A), line 12) , , . 1b 490374554 .
2a Form 990-EZcheckhere » |_| b Total revenus, if any (Form B80-EZ,6ne8) _ . . ... .... 2b
3a Form 1120-POL check here b b Total tax (Form 1120-POL,lIna 22) . . .. R | -

4a Form 990-PF check here b E b Tax basad on Investmant income (Form 880-PF, Part-V|, line 5)., 4b
S5a Form B868 check here » b Balance Due {Form B888, Part {, line 3c or Part i, e Bc} ., &b

L

lmlll Declaration and Signature Authorization of Officer

Under penaltias of perjury, | declare that { am an officer of the above organization and that | have examined a copy of the
organization's 2013 electronic return and accompanying schedules and stalements and lo the best of my knowledge and befiaf, they
are true, correct, and complete. | further declare that the amount in Par | above is the amount shown on the copy of the
organization's electronic return. | consent to allow my intermediate service provider, fransmitter, or elecironk relumn originator {ERO)
to send the organization's return o lhe IRS and to receive from the IRS (a) an acknowledgemant of recelpt or reason for rejection of
the transmission, {b) the reason for any delay in processing the return or refund, and (c) the dele of any refund. If appicabls, |
authorize the U.S, Treasury and its designated Financial Agent to iniliate an electronic funds withdrawal (direct debit) entry fo the
financial institulion account indicated in the tax preparation software for paymani of the organizatlon's federa) taxes owed on this
return, and the financial Institulion to debit the antry to this account. To ravoke a payment, | must contact the U.S, Treasury Financlal
Agenl al 1-888-353-4537 no Iater than 2 business days prior to the payment (setllement) dale. | also authorize the financial institutions
involved in the processing of the electronic payment of taxes lo receive confidential information necessary lo answer inquities and
tesolve issves related to the payment. | have selected a parsonal identification number (PIN} as my signalure for the organization's
electronic return and, if applicable, the organization’s consent to electranic funds withdrawal,

Officer's PIN: check one box only

| authorize KEMG LLP lo enter my PIN l_?-_l 11 2]13 7' as my signalure
EROflim nama Enter five rumbors, but

do not anler all zercs
on tha organization's tax year 2013 electronically filad return. I | have indicated within this refurn that a copy of the return is
being filed with a state agency(ies) regulaling charities as pert of the IRS Fed/Stale program, 1 also authariza the aforementioned
ERO 1o enter my PIN on the returp's disclosure consent screen

D As an officer of the organization, | will enier my PIN as my signaiure on the organization's tax year 2013 electronically filed return.
1t | have indicaled within this return thal a copy of the return is being filed with a state egency(ies) regulating charities as pan of
the IRS FadiStﬁ program, | will enter my PIN on the return's disclosure consent scraen,

Officar's signature > Obp Cas P P'\\ ?D) abh<
Certificatioh and Authenfication

ERO's EFIN/PIN. Enler your six-digit electronic fiing identification I |
number (EFIN) followed by your five-digil seli-selected PIN. 5141012181012]2§11012
do not entar all zerou

| cerlify thal the above numeric entry is my PIN, which is my signature on the 2013 electronically filed return for the organizalion
indicated above. | confimm that | am submitting this return in accordance with the requirements of Pub. 4163, Modernized e-File (MeF)
Information for Authorized IRS e-file Providers for Businass Returns

ERO's signature P/MW‘_MLL’F Dets ‘//.25’//.’;

ERO Must Retain This Form - See Instructions
Do Not Submit This Form To the IRS Unless Requested To Do So
For Paperwork Reduction Act Notice, see back of form. Form BBT9-EO {2013

J5A
AE18Y6 1 00

32062H 2502 V 13-7.15 1793294 PAGE 2



Electronic Filing

Cumulative e-File History 2013

Federal

Locator:

32062H

Taxpayer Name:

Franklin Square Hospital Center INC.

Return Type:

990, 990

Submitted Date:

05/06/2015 15:12:45

Acknowledgement Date:

05/06/2015 15:26:57

Status:

Accepted

Submission ID:

54028020151265000002

Page 1 of 1

httns-//oasvstemrs, fasttax com/FIfCumulativeHistorv.asn?Acet=2502& Year=2013&Loc=32... 5/7/2G15



