Return of Organization Exempt From Income Tax EMD e 00 4
Form 990

Depatment of tha Trsasuy - Do not enter social security numbers on this form as it may be made publie.

Under section 501(c}, 527, or 4947(a){1} of the Internal Revenue Code {except private foundations) ':!I | 1 g
pan to ic
mavion avout vorm 9590 anc its instructions is at_www irs gov/form99p

Intornal Revenue Service P> _Information about Form 990 and its instructions is at

A For the 2015 calendar year, or tax year beginning JUL 1, 2015

andending JUN 30,

Inspection

2016

B E;‘:ﬁ& i{,’e C Name of organization D Employer identification number
[CJetngs* | NORTHWEST HOSPITAL CENTER, INC.
thinge | Doing business as_ 52-1372665
ot Number and street (or P.0. box if mail is not delivered to streat address) Room/suite | E Telephone number
o | 5401 OLD COURT ROAD _410-601-5653
g City or town, state or province, country, and ZIP or foreign postal code |G Grossreceipta 279,337,974,
fonen’| RANDALLSTOWN, MD 21133 H(a) Is this a group return
[_Ji5%&™* | F Name and address of principal officer: BRIAN WHITE for subordinates? || Yes No
Penid | SAME AS C ABOVE HIb) s at aubordinates incudoa? [ Yes [__] No

| Tax-exempt status: :I501;ci;31 |:]501:cif ] _|[insart ng.j ]4947{a§[1;nr!

WWW.LIFEBRIDGEHEALTH . ORG/NORTHWEST

527 It "No," a
c] Grou

—| L Year of formation;

J Website: . .
Form of arganizatipn; Corporation Trust Assoclation Other -
| Part 1|

Summary

ttacha list. (see instructions)
number
State of legal domicile: MD

12 Total revenue - _add lines 8 through 11 (must el

9  Program service revenue (Part VII|, fine 2g) NRTESRIRNT a0y, SN
10 Investment income (Part VIIl, column (A), lines 3, 4, and Y .
11 Other revenus (Part VI, column (A), lines S, &d, BQB n 11e}

olumn (A), line 12)

o

o| 1 Biefly describe the organization's mission or most significant activites: NORTHWEST I T XISTS TO
e IMPROVE THE WELL-BEING OF THE COMMUNITY BY I R_E_I_.ATION&-'I_I.PS
E 2 Check thisbox P D if the organization discontinued its operations or dlsposed of morgghan of its net assetls.
% 3 Number of voting members of the goveming body (Part VI, line 12) T i 3 21
3 4 Number of independent voting members of the goveming body (Part VI, line 1b) @ ________ 4 ]_.é'_
@| § Total number of individuals employed in calendar year 2015 (Part V, line 2a) K _________ ; 5 2036
S| & Total number of volunteers (estimate if necessary) R 0 ................. 6 179
8| 7a Total unrelated business revenue from Part Vill, column (C). lina 12 B 1 7a 3,125,
g b Net unralated business taxable income from Form 990-T, line 34 R e S e R 7b 0.

Prior Year Current Year
o| 8 Contributions and grants (Part VI, line 1h) 1,525,610. 717,745,
g 226,374,623. 230 350, 762.
é 8,548,213, —826 794,

8,399,475. 13,109,501.

244,847,921.| 248,351, 214.

13 Grants and similar amounts paid (Part IX, gl
14 Benefits paid to or for members (Part IX, colu 1 (A)ine 4)

A lnet1te)

b Total fundraising expenses (Parfax, & I (D) line25) P

15 Salarles other compensatlon employea-hensiitsfiart IX, column (A}, lines 5 10)

'2§I7431

0. 0.

0. 0.

122,468,826.] 127,657,792.

0. 0.

Other expenses (Part IX, qglugmAlidings 11a-11d, 11124e)

96,492,331.| 107,534,098,

218,961,157.] 235,191,890,

25,886,764.[ 13,159,324.

Beginning of Current Year End of Year
332,447,752, 355,672,331.

124,221,561.| 138,039,884,
208,226,191.] 217,632,447.

e

Under penalties of perjury, | declargthat | have examined this re «Including accompanying schedules and statements, and 1o the best of my knowledge and belief, it is
Irue, conect, and conplele, PeClarafion glgitparesyother th fliger) is based on all informalion of which preparer has any knowledge.

} 7 > //2A457
Sign Sig f officer
Here DAVID KRAJEWSKI, SENIOR VP/CFO
Type or print name and title
Print/Type preparer’s name Preparer’s signature Date ﬁnm [:] PTIN
Paid LORI S. BURGHAUSER LORI S§. BURGHAUSER 05/11/17 seiempioyes [P00370694

Preparer | Firm'sname p SC&H TAX & ADVISORY SERVICES, LLC

Firm's

Use Only | Firm's address p, 910 RIDGEBROOK ROAD
SPARKS, MD 21152

Phone

ENp 20-5991824
no.(410) 403-1500

May the IRS discuss this return with the preparer shown above? [see instructions) ... . @ ves [ |No
532001 12-16.15  LHA For Paperwork Reduction Act Notice, see the separate instructions. Form 990 (2015)

SEE SCHEDULE O FOR ORGANIZATION MISSION STATEMENT CONTINUATION



Form 990 (2015) NORTHWEST HOSPITAL CENTER, INC. 52-1372665 Page 2
Statement of Program Service Accomplishments
Check if Schedule O contains a response or note to any line in thisPartll . . ... ... e YEILIS Ml [E_

1  Briefly describe the organization's mission:

SEE SCHEDULE O

2  Did the organization undertake any significant program services during the year which were not listed on
the prior Form 990 or 890-€Z? ... ... e ersseisommnnnes —J Yos [ Ne
If “Yes," describe these new services on Schedule O.

3 Did the organization cease conducting, or make significant changes in how it conducts, any program services? Ry :iYes IZI No
If “Yes," describe these changes on Schedule O.

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

4a  (Codo: ) {Expenses § 162;455;948- including grants of § ) {Re -"‘___ 30,350 762. )
NORTHWEST HOSPITAL CENTER, INC. IS RESPONSIBLE FOR THE MANAGEMENT AND
DAY-TO-DAY OPERATIONS OF THE 245 BED ACUTE-CARE AND 38, BEH SUB
ACUTE-CARE UNIT. THE HOSPITAL PROVIDES CARE TO P A ENTS) WHO MEET
CERTAIN CRITERIA UNDER ITS CHARITY CARE POLICY WITHOLT CHARGE OR AT
AMOUNTS LESS THAN ITS ESTABLISHED RATES. X i

4b  {Code ) (Expensea s )} (Revenuas }

4¢ {Coda including gronts of $ } (Revenues }

4d  Other program services {Describe in Schedule 0.)

!E:Eensas -] including grants o1 $ ) _{rovanum )
4e_Total program service expenses P 162,455,948,
Form 990 (2015)
532007
12:18-15
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Form 990 (2015) NORTHWEST HOSPITAL CENTER, INC. 52-1372665 Page3
Part Checklist of Required Schedules
Yes | No
1 Is the organization described in section 501(c){3) or 4947{a)(1) (other than a private foundation)?
ff "Yes," complete Schedule A ... ... T L A WL . 1 | X
2 Is the organization required to complete Schedule B, Schedule of Contributors? . 2 | X
3 Did the organization engage in direct or indirect political campaign activities on behalf of or in opposmon to candldalas lur
public office? If *Yes, " complete Schedule C, Part! ... .. ... 3 X
4  Section 501(c)3) organizations, Did the organization engage in Iobbyrng activities, or have a secnon 501 th) electlon in elfect
during the tax year? if “Yes,* complete Schedule C, Partif ... ... 4 | X
S Is the organization a section 507(c)(4), 501(c){5), or 501{c)(6} organization Ihal receives mambershlp dues, assessments, or
similar amounts as defined in Revenue Procedure 98197 - Yes," complete Schedule C, Part il ... ... 5 X
6 Did the organization maintain any donor advised funds or any similar funds or accounts for which donors have the rlght to
provide advice on the distribution or investment of amounts in such funds or accounts? If "Yes," complete Schedule D, Part | [-] X
7 Did the organization receive or hold a conservation easement, includi ing easements to preserve open space,
the environment, historic land areas, or historic structures? jf “Yes," complete Schedule D, Partil . 7 X
8 Did the organization maintain collections of works of art, historical treasures, or other similar assets? If “Yes,"
Schedule D, Partl __..... T~ 8 X
¢ Did the organization report an amcunt in Part X, line 21 for escrow or custodlal account flablllty. serve a
amounts not listed in Part X; or provide credit counseling, debt management, credit rapair, or det;
If "Yes," complete Schedwle D, Part IV ... i 9 X
10  Did the organization, directly or through a related orgamzatlon hold assets in temporarily restricle
endowments, or quasiendowmenis? if *Yes, " complete Schedufe D, PartV . e G |10 X
11 If the organization’s answer to any of the following questions is “Yes," then complete , Parts VI, VI, ViIl, IX, or X
as applicable.
a Did the organization report an amount for land, buildings, and equipment in Part X, ? If “Yes," complete Schedule D,
Part VI N st i el X
b Did the organization repcrt an amount for |nvestments olher secunhes in ﬁ?ﬁn e 12 that is 5% or more of its total
assets reported in Part X, line 167 if “Yes," complete Schedule D, Parnt gl & 11b X
¢ Did the organization report an amount for investments - program rilat rt X line 13 lhat is 5% or morg of its total
assels reported in Part X, line 167 Jf *Yes, * complete Schedule o T e e B e 11e X
d Did the organization report an amount for other assets in Pa _ )g that is 5% or more of |ts total assats reported in
Part X, line 167 if *Yes,” complete Schedule D, Part iXe.. % e o D e e s e . .. |id X
e Did the organizaticn report an amount for other liakikiic [ I|ne 25? If Yes,* camp!efe Schedu!e D Part Xy 11e | X
f Did the organization's separate or consolidatedsf gistafements for the tax year include a footnote that addresses
the organization's liability for uncertain tax posm G unger FIN 48 (ASC 740)? jf “Yes," complete Schedute D, Part X : 114 X
12a Did the organization obtain separate, inde enl aildited financial statements for the tax year? Jf “Yes,® complete
Schedule D, Parts Xiand Xt ... % C) .............................. 12a X
b Was the organization included in co ndependent audlted fi nancnal statements for the tax year?
if "Yes," and if the organizatio angvragE ‘0" to line 12a, then completing Schedule D, Parts X! and Xil is optional . | 12b X
13  Is the organization a schoo! dgstgibedin section 170{)1NA)? 1 “Yes," complete Schedule € .. : 13 X
14a Did the organization maintgin 8. employses, or agents outside of the United States? . |4a X
b Did the organizatiog: te revenues or expenses of more than $10,000 from grantmaking, fundraising, business,
investment, and prifyafl service activities oulside the United States, or aggregate foreign investments valued at $100,000
ormore? If “Yes," compligte Schedule F, Parts fand IV ... . 14p| X
15 Did the organization report on Part IX, column (A), line 3, more than $5, 000 of grants or olher assustance to or for any
foreign organization? Jf “Yes, * complete Schedule F,Partsland IV Liiinniiiome oo . 15 X
16  Did the organization report on Part IX, column (A), line 3, mere than $5,000 of aggregate grants or other assnstance to
or for foreign individuals? Jf “Yes, " compiete Schedufe F, Parts iif and IV e PO I | X
17  Did the organization report a total of more than $15,000 of expenses for professional fundrals:ng services on Pan IX
columnn (A), lines 6 and 1187 f “Yes, " complete Schedule G, Part | A 17 X
18 Did the organization report more than $15,000 total of fundraising event gross income and cuntnbutlons on Part VIII, lines
Tcand 8a? if “Yes," complete Schedule G, Partf . ... } : 18 X
19 Did the organization report more than $15,000 of gross income (rom garnmg actlwtles an Part VIII line Qa? If "Yes, "
—complete Schedule G Part il ... o Sl SEREREEE _ 119 X
Form 990 (2015)
532003
12:16-15
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Form 990 (2015) NORTHWEST HOSPITAL CENTER, INC. 52-1372665 Paged
art Checklist of Required Schedules {continued)

Yes | No
20a Did the organization operate one or more hospital facilities? j Yes, " complete Schedule H mEn . |20a] X
b If *Yes" to line 20a, did the organization attach a copy of its audited financial statements to this retum? EE— ) o |zoet X
21 Did the organization report more than $5,000 of grants or other assistance to any domeslic organization or
domestic govemment on Part IX. column (A), line 17 if "Yes " complete Schedufe !, Parts tand f ... . . 21 X
22 Did the organization report more than $5,000 of grants or other assistance 1o or for domestic individuals on
Part IX, column (A), line 27 if *Yes,* complete Schedule I, Parts fand 0. 22 X
22 Did the organization answer *Yes" to Part VII, Section A, line 3, 4, or 5 about compensation of the erganlzatlon s current
and former officers, directors, trustees, key employees, and highest compensated employees? ¢ “Yes, " complete
SCHEOUIR o 4o i s e e s e T e b 23| X
24a Did the organization have a tax-exempt bond issue wnth an oulstand:ng pnncnpal amount of more than $100, 000 as of the
last day of the year, that was issued after December 31, 20027 i “ves, " answer lines 24b through 24d and complete
Schedule It T "NG™, g0 10 N8 258 i et e T s e i A e o S i St 24a X

b Did the organization invest any proceeds of tax- exempl bonds beyond a lemporary perrod exceptlon? ________ 24b

¢ Did the organization maintain an escrow account other than a refunding escrow at any time during the year fo
any tax-exempt BONAS? .. r e e s s s s e s L 24c
24d

25a Section 501(c){3), S01(c)4), and 501{c)(29) erganizations. Did the organization engage in an

transaction with a disquatified person during the year? if *Yes," complete Schedule L, Parti _§ . i . | 25a X
b Is the organization aware that it engaged in an excess bensfit transaction with a disgualified pe in giprior year and

that the transaction has not been reparted on any of the organization's prior Forms 920 or -EZ? if *Yes," complele
Schedule L, Part | i o e e o S L B e N e e

26 Did the organization report any amount on Part X I|r|e 5,6, or22 ler recelvables fr es to any current or
former officers, directors, trustees, key employaes, highest compensated emplo T&quahf ed persons? Jf “Yes,"
complete Schedule L, Partll . AT e O e : |_26 X

27 Did the organization provide a grant or other assistance to an ell’ icer, direct tee, key employee substantlal
contributor or employee thereof, a grant selection committee member, % controlled entity or family member

of any of these persons? /f "Yes,* complete Schedule L, Part fll % 27 £

d Did the organization act as an "on behalf of* issuer for bonds outslandlng at any tlme dunng the year‘? Q}
ne

28 Was the organization a parly to a businsss transaction with one, llowing parties (see Schedule L, Part IV
instructions for applicable filing thrasholds, conditions, and axclpti :
a Acurrent or former officer, director, trustee, or key emplo)%(‘/es complete Schedule L, PartivV ... ... 28a X
b A family member of a current or former officer, diragts key employee? Jf "Yes,* complete Schedule L, pan v . | 28Bb X
¢ An entity of which a current or former officer, d |,'_' Rustél, or key employee {or a family member thereof) was an officer,
director, trustee, or direct or indirect owner? jr *Y8i.* cefnplete Schedule L, Part iV R .. |28c) X
29 Did the organization receive more than $25 in nor-cash contributions? - Yes," complete Schedule M N X
30 Did the organization receive contributlonsif arfp'ustorlcal traasures, or other similar assets, or qualified conservation
contributions? ¢ *Yes," complete ScRgadBig M= . B X
31 Did the organization liquidate tabor |ssolve and cease operahons?
if *Yes," complete Schedule % ............................. (RO < | X
32 Did the organization sell, e |spose of, or transfer morg than 25% of |ts nal assets? lf Yes,® compfere
Schedule N, Part i B Nt . S A X
bid the organizatio 100% of an entity dlsregarded as separate lrem lhe ergannzahon under Hegulahens
sections 301.7701-2 aRy301.7701-3? if “Yes,* complete Schecule R, Part! 33 X
Was the organization related to any tax-exempt or taxable entity? jf - Yes, " complete Schedule A, Part i, orlv and
PartV,linet ... . e e e A R . |8 X
35a Did the organization have a controlled entlty within the rneamng ol section 51 2(b)(13)'? 35a X
b If"Yes® to ine 353, did the organization receive any payment from or engage in any transaction with a controlled entity
within the meaning of section 512{b)(13)? /- Yes," complete Schedule R, Part V. line 2 . : 35b
36 Section 501(c)(3) organizations. Did the organization make any transfers to an exempt non- chantable related orgamzahon?
if "Yes," complete Schedule R, Part V, line2 ... . ST i 36 X
a7  Did the organization conduct mora than 5% of its activities lhrough an entity that is not a relaled orgamzallon
and that is treated as a partnership for federal income tax purposes? "Yes, " complete Schedule B, Part Vi . ) 37 X
38 Did the organization complete Schedule O and provide explanations in Schedule O for Part VI, fines 11b and 197
Note. All Form 990 filers are required to complete Schedule @ .. e O as | X
Form 990 2015)
532004
12-18-15
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Form 990 (2015 NORTHWEST HOSPITAL CENTER, INC. 52-1372665 page5
- Statements Regarding Other IRS Filings and Tax Compllance

Check if Schedule O contains a respanse or note to any line in this Part V LRSS RS e s e ]
Yes | No
1a Enter the number reported in Box 3 of Form 1096. Enter -0- if not applicable 1a 84
b Enter the number of Forms W-2G included in line 1a. Enter -0- if not applicable ib 0
¢ Did the organization comply with backup withholding rules for reportable payments to vendors and reportable gaming
{gambling) winnings to prize winners? i i e R A et e, : g 1c
2a Enter the number of employess reporled on Form W-3, Transmlttal of Wage and Tax Statements I_
filed for the calendar year ending with or within the year covered by this retum T R : 2a 2036
b I at least one is raported on line 2a, did the organization file all required federal employment tax retums? LA S | 2b X
Note. If the sum of lines 1a and 2a is graater than 250, you may be required to g-fife (see instructions) G
3a Did the organization have unrelated business gross income of $1.000 or more during the year? R : 3a | X
b If "Yes," has it filed a Form 990-T for this year? /f “No," to fine 3b, provide an explanation in Schedule 0 R SRR .8 | X
4a At any time during the calendar year, did the organization have an interest in, or a signature or other authority over, a
financial account in 2 foreign country (such as a bank account, securities account, or other financial account)? 4a X
b If "Yes," entsr the name of the foreign country: b
See instructions for filing requirements for FinGCEN Form 114, Report of Foreign Bank and Financiat Account
S5a Was the organization a parly to a prohibited tax shelter transaction at any time during the tax year? % | 5a X
b Did any taxable party nolify the organization that it was or is a party to a prohibited tax shelter ti@ 5bh X
¢ lf "Yes." to line 5a or 5b, did the organization file Form 8886-T7 e D AT T S 8 ¢ Tty ; 5¢
6a Does the organization have annual gross recsipts that are normally greater than $1 00 000 and he ganization solicit
any contributions that were not tax deductible as charitable contributions? . Aoy Iy Ga X
b If “Yes," did the organization include with every solicitation an express statement that su@nhut:ons or gifts
were not tax deductible? o 6b
7 Organizations that may receive deductlble contrihutlons under sectlun 170(c) oy
a Did the organization receiva a payment in excess of $75 made partly as a contribution 1.y goads and services provided to the payor? | 72 X
b 1 "Yes." did the organization notify the donor of the value of the goods or j provided? R AL o s 7b
¢ Did the organization sell, exchange, or otherwise dispose of tangible | erty for which it was reqmred
tofile Form 82827 . .. ... e ( 5 7c X
d If “Yes," indicate the number of Forms B282 filed during the ye S | 7d |
e Did the organization receive any funds, directly or indirectly, miums on a personal benefit contract? Te X
t Did the organization, during the year, pay premiums, dr irectly, on a personal benefit contract? Fepr I 7f X
g If the organization received a contribution of qual Jit preperty, did the organization file Form B83S9 as required? |79
h |f the organization received a contribution of cag® airflanes, or ather vehicles, did the organization file a2 Form 1098.G7 7h
8 Sponsoring organizations maintaining donor ‘: pised nds. Did a donor advised fund maintained by the
sponsoring organization have excess busi holdirigs at any time during the year? R : P I - 2
9 Sponsoring organizations maintainih @dvised funds.
a Did the sponsoring organization ma % le distributions under section4986? e 9a
b Did the sponsoring organizati isifibution to a donor, donar advisor, or related person? R R 9b
10 Section 501[c)(7) organizatign-.Entd}:
a Initiation fees and capital tibhs included on Part VUL, line 12 AR i e e 10a
b Gross receipts, inc . Part VIIl, line 12, for public use of club facilities 10b
11 Section 501(c){1 izations. Enter:
a Gross income from ers or sharsholders . . | 11a
b Gross income from other sources (Do not net amounts due or paid to other sources against
amounts due or received fromthem) 11b
12a Section 4947(a){1) non-exempt charitable trusts Is the orgamzat ion ﬁlmg Form 990 ins lieu of Form 10417 | 122
b Il "Yes,” enter tha amount of tax-exempt interest received or accrued during the year | 12b |
13 Section 501(c)(29) qualified nonprofit health insurance issuers.
a Is the organization licensed to issue qualified health plans in more than one state? 13a
Note. See the instructions for additional information the organization must report on Schedule 0
b Enter the amount of reserves the organization is required to maintain by the states in which the
organization is licensed o issue qualified health plans S L I 13b
¢ Enterthe amount of reservesonhand | 13e
14a Did the organization receive any payments for indoor tanmng servicas dunng the tax year'? e ; - unar 14a X
b _If *Yes.” hasit fited a Form 720 to report these payments? /7 "N * provide an expianationin Schedute QO ... ... 14b
Form 990 (2015
532005
12-18-15
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Form 990 (2015) NORTHWEST HOSPITAL CENTER, INC. 52-1372665 page 6
-

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

Check if Schedule O contains a response or note to any lineinthisPat™ . . e @
Section A. Governing Body and Management
Yes | No
1a Enter the number of voling members of the goveming body at the end of the tax ygar 1a 21
It there are material differences in voting rights amang members of the governing bady, or if the governing
body defegated broad authority to an executive committee or similar commitiee, explain in Schedule Q.
b Enter the humber of voting members included in line 1a, above, who are independent =~ | 1b 16
2 Did any officer, director, trustee, or key employee hava a family relationship or a business relationship with any other
officer, director, trustee, or key employes? o R S R A L= R ol 2 X
3 Did the organization delegate control over management duties customarily performed by or under the direct supervisio
of officers, directors, or trustees, or key employees to a management company or other parson? o | -3 X
4 Did the organization make any significant changes to its goveming documents since the prior Form 990 was filed? i 4 X
5§ Did the organization become aware during the year of a significant diversion of the organization's assets? 5 X
6 Did the organization have members or stockholders? 6 | X
.................... 7al X
......... 7 | X
..................... Ba | X
...... 8 | X
9 X
Yes | No
10a Did the organization have local chapters, branches, or affiliates? 10a X
b If "Yes,” did the organization have written policies and procedure
and branches to ensure their operations are consistent with the tion's exempt purposes? A ) »  10b_
11a Has the organization provided a complete copy of this Form o ajfmembers of its goveming body befare filing the form? 11a| X
b Describs in Schedule O the process, if any, used by the o iEstion to review this Form 990.
12a Did the organization have a written conflict of int: % No," go to line 13 GE R | 123 X
b Were officers, divectors, or irustees, and key emplo requirdly lo¥isclose annually interests that could give rise lo conflicts? | 12b X
¢ Did the organization regularly and consistently itor #hd enfarce compliance with the policy? *Yes," descrnibe
in Schedule O how this was done ... T, T e L A e 12c| X
13 Did the organization have a written low# policy? A YL e R o y 13 | X
14 Did the organization have a written SacUinelfétention and dastruction palicy? T T : 14 | X
15 Did the process for determinin of the following persons include a review and approval by independent
persons, comparability data, gnd poraneous substantiation of the deliberation and decision?
a xeculiys Brector, or top management official ik RS R 15a | X
b Bloyegadl the organization S 150 | X
05, 180, describe the pracess in Scheduls O (see instructions)
18a Did the organization in¥ast in, contribute assets to, or participate in a joint venture or similar arrangement with a
taxable entity during the year? s, Rt S B .. |16a X
b If "Yes," did the organization follow a written policy or procedure requiring the organization to evaluate its participation
in joint venture arrangements under applicable federal tax law, and take steps to safeguard the organization's
exempt stalus with respect o such arrangements? . o R — AP 16b
Section C. Disclosure
17 List the states with which a copy of this Form 930 is required to be filed pMD , CA
18  Section 6104 requires an arganization to make its Forms 1023 {or 1024 if applicable), 990, and 990-T {Section 501(c)(3)s only) available
for public inspection. Indicate how you made these available. Check all that apply.
D Cwn website |:| Another's website Upon request D Other (explain in Schedute Q)
19 Describe in Schedule O whether (and if so, how) the organization made its governing documents, conflict of interest policy, and financial
statements available to the public during the tax ysar.
20 Stale the name, address, and telephone number of the person who possesses the organization's books and records; P
NANCY KANE - (410) 601-5653
2401 WEST BELVEDERE ROAD, BALTIMORE, MD 21215
532008 12-16-15 Form 990 (2015)
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Form 990 {2015) NORTHWEST HOSPITAL CENTER, INC. 52-1372665  page7
ompensation of Officers, Directors, Trustees, Key Employees, Highest Compensated

Employees, and Independent Contractors

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

Section A._ Officers, Directors, Trustees, Key Employees, and Highest Compensated Employees
1a Complete this table for all persons required to be listed. Report compensation for the calendar year ending with or within the organization's tax year.
® List all of the organization’s current officers, directors, trustees {whether individuals or arganizations), regardless of amount of compensation.
Enter -0- in columns (D), (E), and (F) if no compensation was paid.
® List all of the organization's current key employess, if any. Ses instructions for definition of “key employes.”
® |ist the organization's five current highest compensated employees (other than an officer, director, trustee, or key employee) who received report-
able compensation (Box 5 of Form W-2 and/or Box 7 of Form 1093-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 arganization and any related organizations.
® List ali of the organization's former directors or trustees that received, in the capacity as a former director or trustee of the organization,
more than $10,000 of reportable compensation from the organization and any related organizations.
List persons in the following order: individual trustees or directors; institutional trustees; officers: key employees: highest compensated employees;
and former such persons.

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

{A) {B) (C) (D) . (F)
Name and Title Average | . N o Reportable Refortal Estimated
hours per | box, unless porson is both an compensation = sation amount of
week Eitceiand aldieciontiusioo] from }f related other
(list any g the, N = organizations compensation
hours for | S . s organization {W-2/1099-MISC) from the
related g & . g (W-2/1089. organization
organizations] = | 5 N - and refated
balow |23 =2 §§ s ‘ @/ ‘ organizations
line) HEIHH SR QEJ
(1) DOUGLAS LEDERMAN 1.00 A"
CHAIR 0.00x[ Ix N P 0. 0. 0.
{2} PAUL L. SAVAL 1.00 G"ijlv
VICE CHAIR 0.00|X X 3 0. 0. 0.
(3) JOEL R. WOHL 1.00
TREASURER 0.00|X ail 0. 0. 0.
(4) IRA K, HIMMEL 1.00
SECRETARY P 0. 0. 0.
(5) RONALD ATTMAN
DIRECTOR 0. 0. 0.
(6) ROBERT A. BAVAR
DIRECTOR X 0. 0. 0.
{7) JODY BERG
DIRECTOR X 0. 0. 0.
(8) 5. DALLAS DANCE, PH.D._ e,
DIRECTOR : X 0. 0. 0.
(9) HAROLD HACKERMAN x.—4;35§;p
DIRECTOR % X 0. 0. 0.
{10) RICHARD KEMPERG,
DIRECTOR b X 0. 0. 0.
{11) DONALD KIRSON
DIRECTOR X 0. 828. 0.
{12} AUDREY LIFCOVICH
DIRECTOR 1x 0. 828. 0.
(13) NICK MANGIONE, JR,
DIRECTOR X 0. 0. 0.
{14} JOSEPH MIGLIARA
DIRECTOR X 0. 0. 0.
{15) WILLIAM MILLER
DIRECTOR X 0. 0. 0.
(16} THOMAS F, OBRECHT
DIRECTOR X 0. 0. 0.
(17) RONALD SCHUSTER, M,D,
DIRECTOR/PHYSICIAN X 12,500. 0. 0.
532007 12-18-15 Form 990 (2015)
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Form 990 (2015) NORTHWE ST HOSPITAL CENTER, INC. 52-1372665 Page8
Hloyees, and Highest Compensated Employees jrontinuadi
(A} IB) (C) (D) (E) {F)
Name and title Average | osition o . Reportable Reportable Estimated
hours per | oy, uniess person is both an compensation compensation amount of
week oflicer and a diractet/ttustee) from from related other
(istany | = the arganizations compensation
hoursfor | 5 - organization (W-2/1099-MISC) from the
related | 2| 2 2 {W-2/1099-MISC} organization
organizations| £ | £ e and related
below ERR: - & gg - organizations
{18) WILLEIAM SMULYAN, M.D, 1.00 B
DIRECTOR 0.00|X 0. 0. 0.
{19} BARRY S. WALTERS, M.D, 1.00
DIRECTOR 0.00 (X 0. 0. 0.
{20) BRIAN WHITE 40.00
PRESIDENT/COO0/DIRECTOR 0.00 X X 0. 41.| 146,410.
{21) N. PAUL ZEMANKIEWICZ, D.O, 1.00
DIRECTOR 0.00|X 0 0. 0.
{22) NEIL M, MELTZER 1.00 =]
PRES & CEO, LIFEBRIDGE HEA 40.00 X £ o04f,573,998.| 582,310.
(23) DAVID KRAJEWSKI 1.00 N T
SR VB/CFO, LIFEBRIDGE HEAL 40.00 X 0. 823,318.[ 157,809.
{24) KEVIN KELBY 40.00 @
VICE PRESIDENT/CFO 1.00 X 0 573,992.] 42,812,
{25) RONALD GINSBERG 40.00 A j‘@
VP MEDICAL AFFAIRS 0.00 X L v 478,318. 0. 20,558.
(26) SUSAN JALBERT 40.00
VP _PATIENT CARE SERVICES 0.00 X 363,661, 0.1 49,177,
b Sub-total . % 854,479, 3,739,8&5. 999,076.
¢ Total from contmuatlon sheats to PartVll.SectionA ) \h »| 2,768,064, 347,956.]| 210,598.
d_Total [add lines 1b and 1c) .. . > 3,622,543.]14,087,761.] 1209674.
2 Total number of individuals {i nciudmg but not I:m Iad I¢th above) who received more than $100,000 of reportable
compensation from the organization e p o 145
. Yes | No
3  Did the arganization list any former officer, direc stee, key employse, or highest compensated employee on
line 1a? if *Yes," complete Schedule J for INAWRRIRL, ot T i e R o 3| X
4 Forany individual listed on line 1a, isthe gfjm ofyeportable compensatlon and other compensahon Irom the organization
and related organizations greater th if “Yes," complete Schedule J for such individual ... . ... 4 | X
5 Did any person listed on line g rgceys crue compensation from any unrelated organization or individual for services
rendered to the organization?. | Lﬁ: .............. 5 X

Section B. Independent Contrg

1 Complete this tabl e -ghesl compensated independent contractors that received more than $100,000 of compensation from
the organization. ompensation for the calendar year ending with or within the organization's tax year.
A C
ame and bu(si:lass address Descriptio:'nallaf services Comp(en}sation
CROTHALL SERVICES, 13028 COLLECTIONS
CENTER DRIVE, CHICAGO, IL 60693 CONTRACT CLEANING 4,186,933.
ARAMARK HEALTHCARE
25271 NETWORK PLACE, CHICAGO, IL 60693 ¥00D SERVICES 2,296,000,
NORTH AMERICAN PARTNERS
P. O. BOX 267, GLEN HEAD, NY 11545 ANESTHESIA SERVICES 1,495,090.
ALLTIANT STAFFING, 7201 WISCONSIN AVENUE
SUITE 705, BETHESDA, MD 20814 AGENCY NURSING 778,760,
DAVITA OWINGS MILLS
PO BOX 403008, ATLANTA, GA 30384 RENAL DIALYSIS 698,815.
2 Total number of independent contractors (including but not limited to those listed above) who received more than
$100.000 of compensation from the organization e 22
s32008 SEE PART VII, SECTION A CONTINUATION SHEETS Form 990 (2015)
12-16:18
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Form 990 NORTHWEST HOSPITAL CENTER, INC. 52-1372665
I' art g“l Section A. Officers, Directors, Trustees, Key Employees, and Highest Compensated Emglo%es {continued)

(A (B) (ch (D) (E} (F)
Name and title Average Position Reportable Reportable Estimated
hours (check all that apply) compensation compensation amount of
per from from related other
week - the organizations compensation
istany | § g organization (W-2/1099-MISC) from the
hoursfor | 3| T (W-2/1099-MISC) organization
related £ 3 . g and related
arganizations g = _§ ] organizations
below glsls|8lz]:
OB HEHEEE
(27) RELLY CORBI 40.00
VP, OPERATIONS 0.00 X 344,881. 0.| 54,277.
{28) ROBERT SALTZMAN, M,D, 40.00
PHYSICIAN 0.00 X 761,408. § 0.] 33,693.
(29) BRIAN JANTZ, M.D. 40.00
PHYSICIAN 0.00 X 516,206. 0.] 25,010.
(30) DAWN LEONARD, M.D, 40.00
SURGEQN 0.00 X 392 5 0.] 35,574.
(31) MAYER GORBATY, M.D, 40.00 |
PHYSICIAN 0.00 X 382, 93’ 0. 29,388.
{32) JOGINDER MEHTA, M,D, 40.00
HOSPITALIST 0.00 X 001. 0. 24,023.
{33) CANDACE HAMNER 0.00
FORMER VP CARE MANAGEMENT 0.00 X }.: 0. 347,956. 8,633,

Total to Part VIl Section A linele . AL 2,768,064. 347,956.] 210,598.

532201
04:01-1%
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Form 990 2015, NORTHWEST HOSPITAL CENTER, INC. 52-1372665 Page9
tement of Revenue

Check if Schedule O contains a resgonse or note to any ling in this Part Vill
Total tg!,enue Flelatejd or Unr(a?a!ted RBVG""R!(EWUBU
axampt function business fror:e::atfoggder
ravenug revenue 519-514
g 1 a Federated campaigns ~11a 15,750,
[ b Membership dues T 1b
""i ¢ Fundraising events i 1c
é d Related organizations o ki ! |
| e Govermment grants {contributions) 1e 120,050,
,E__ f All other contributions, gifts, grants, and
3 similar amounts not included above | 4¢ 581,945,
:E g HNoncash contributions included in lines 1o-11 S
SH _h TotalAddlinestatf . T = 717,745,
[Business Codel
@ 2 a PATIENT REVENUE 621400 230,350,762, 230,350,762,
g b
] c
g d
g e
o f All other program service revenue
— | g Total. Addlines2a-2f .. ... > 230,350,762,
3  Investment income (including dwadends, interest, and
other simifar amounts) T o 1,757, . 3,125, 1,754,741,
4 Income from investment of tax-exempt bond proceeds »
5 Royalties.,, ... i e s b
{i) Real i} Personal
6 a Gross rents — 562,353,
b Less:rental expenses 0. W, 0
¢ Rental income or {loss) 562,353, = |
d Netrentalincome or (loss) ... Y 562,353, 562,353,
7 a Gross amount from sales of | (i) Securities | f Citbomy
assets other than inventory 23.393,77;:. o
b Less: cost or other basis i
and sales expenses | 30,986, 7k,
¢ Gainorfioss) .. ... -2,532,985. ] 2323,
d Net gain or (i0S8) ................ .. gm? o | -2,584,660, -2,584, 660,
o | 8@ Grossincome from fundralstn \N
g including $ : f
3 contributions reported T‘
& Part IV, line 18
-Ft' b Less: direct exf
O ¢ Netincome “ . >
9 a Gross income frilg gaming activities. See
PartW,line19 . ... a
b Less:direct expenses b
¢ Net income or (loss) from gammg aﬂwmes M Creeelll ol ) ) WIE
10 a Gross sales of inventory, less returns
andallowances ... ... ... . a
b Less: costof goods sold b
¢ _Net income or {loss) from sales of lnvenlow ...... | 2
Miscellaneous Revenue IB_l;g_i_ness Code|
11 a PHARMACY SALES £21990 14,314,663, 14,314,663,
b CAFETERIA SALES 722210 1,753,591, 1,753,591,
¢ MISCELLANEQUS 200099 1,478,894, 1,478,694,
d Allotherrevenue . . . ...
e Total. Add lines 11a-11d > 17,547,148,
— 112 Totalrevenus, Seeinstructions. ... ... .. | 248,351,214.| 230,350,762, 3,125.] 17,279,582,
532000 12-18-15 Form 990 (2015)
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Fonm 990 (2015) NORTHWEST HOSPITAL CENTER, INC. 52-1372665 Ppage 10
[Part IX] Statement of Functional Expenses

2 on () 3 andg 50 4) grganizations m ompiate 5 - g anizati ale
Check if Scheduls O contains a response ornole(t:'any ling in this Part IX(B)________ R P _T PR S b -
Do not include amounts reparted on lines 65, . (C D)
75, 80, 9b, ar 106 of Part Vil Totalexpenses | Progamienic® | Management and Fé’i‘ééﬁ?é';g
1 Grants and other assistance ta domestic organizations
and domestic governments. See Part IV, line 21
2 Grants and other assistance to domestic
individuals. See Part IV, line22
3 Grants and other assistance to foreign
organizations, foreign governments, and foreign
individuals. See Part IV, lines 15 and 16
4 Benefits paid to or formembers
5 Compensation of current officers, directors,
trustees, and key employses 1,189,936, 1,160,188. 29,748.

6 Compensation not included above, to disqualified
persons (as defined under section 4358({)(1)) and
persons described in section 4958(c)(3)B)

7 Othersalariesandwages  100,663,375. 78,144,229@_&5}’ , 246,

8  Pension plan accruals and contributions (include

section 401(k) and 403{b) employer contributions) 3,792,211.| 3,185,457 JGOG ,754.

9 Other employes benefits 15,507,375.] 11,643,349.| —3,864,026.
10 Payolitaxes 6,504,895. 5,4644g?%; 1,040,783.
11 Fees for services (non-employees): \K

a Management b %

b oLegal .. e e e o

c pecouning o 5=

d Lobbying e - 134,605 134,605.

e Professional fundraising services. Sea Part 1V, fing 17

f Investment management fees . 139 139,701.

g Other. (If ine 119 amount exceeds 10% of line 25,

column (A) amount, list line 11g expenseson Sch 0.} | 3%, T 6.118,005,439.] 17,764,047.

12 Adveriisingand promotion | #7033, 9,489. 323,544,
13 Office expenses R L 5? 3,519. 934,406.] 4,449,113.
14 Information technology s %’

15 Royalties B R
6 Occupancy Q?: 4,408,394.] 3,425,303.]  983,001.
17 Travel S — =y 64,807. 64,690. 117.
18 Payments of travel or entertaig

for any federal, state, or local g

19 Conferences.conveng’gnsﬁgn gs . 694,496, 356,279. 338,217.

20 Interest T, W 4,103,542.] 4,103,542,

21 Payments to affiliateg o7 .

22 Depreciation, depletionjsand amortization 1.11,733,708. 8,049,734.] 3,683,974.
23  Insurance - 405,384, 394,542, 10,842.
24

Other expenses, Itamize expenses not covered

above. (List miscellaneous expenses in line 24e, If line
24 amonnt exceeds 10% of lna 25, cotumn {A)
amount, list line 24e expenses on Schedule 0.) :

SUPPLIES 44,126,411.] 28,618,327.] 15,508,084
DUES AND MEMBERSHIPS 237,012. 57,050. 179,962.

a
b
[+
d
e All other expenses .
25 Total functional expenses. Add lines 1 through24e [235,191,890.1162,455,948.] 72,706,194, 29,748.
26  Joint costs. Complete this ling only if the organization
reported in column (B) joint costs from a combined
educational campaign and fundraising solicitation.
Check hore it folfowing SOP 08-2 (ASC 05B-720)
532010 12-16-15 Form 990 (2015)
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Form 990 (2015 NORTHWEST HOSPITAL CENTER, INC. 52-1372665 page 11
[Part X [Balance Sheet

Check if Schedulg O contains a response or note to any linginthisPart X . EFERNE A S LA ra S T D T [
(A) (8)
Beginning of year End of year
1 Cash-noninterestbearing . .. .. . e __5,428.] 1 5,528.
2 Savings and temporary cash investments 90,715,564.| 2 | 111,063, 264.
3 Pledges and grants receivable, net e R T T 996,391.] a 581,534,
4 Accountsreceivable,net 25,650,345.] 4 | 23,692,822,
5 Loans and other receivables from current and former officers, directors,
trustess, key employees, and highest compensated employees. Complete
Partllof SchedutelL . 5
6 Loans and other receivables from olher dlsquahr ed persons (as defi nad under
section 4958(f)(1)), persons described in section 4958(c)(3)(B), and contributing
aemployers and sponsaring organizations of section 501(c)(9) voluntary
a employees’ beneliciary organizations (see instr). Complete Part | of Sch L.
@ | 7 Notesandloansreceivable,net
< | 8 |Inventoriesforsalecruse 5,081,315.

9 Prepaid expenses and deferred charges 1,003,384,

10a Land, buildings, and equipment: cost or other
basis. Complete Part Vi of Schedule D 10a] 292,975,972.

b Less: accumutated depreciation 1ob]| 180,767,621.] 114 30404771 .| 10¢ 112,208,351,

11 Investments - publicly traded securities R —— — _— 0, ,261.] 11 96,156 ,484.
12 Investments - other securities. See Part IV, line11 e R it s % 12
13  Investments - program-related. See Part IV, line 11 Aok e 4 13
14 Intangible assets S R PR, . 14 _
16  Other assets. See Part IV, line 11 - b 4,049,930.] 15 5,879,649,
16 Total assets. Addlnes1thmumm[mustegu_al_neaan _______ %_ 332,447 ,752.| 16 | 355,672,331,
17  Accounts payable and accrued expenses Y . 35,552,484, 17 35,988,899,
18 Grants payable .. oo i o anmn nopcos SOMRTR  l 18

20 Tax-exempt bond liabilities

21 Escrow or custodial account |Iabl|lty Complete Bar‘t

22 Loans and other payables to current and forsns
key employees, highest compensated ergf]
Complete Part || of Schedule L

19 Delerred revenue : 278,139.] 19 319,394,
ﬁeduleD

28

Liabilities

25  Other liabilities {including fedé¥al ifigime
parties, and other liabili T ydEd on lines 17-24). Complete Part X of
ScheduleD " ] 88,390,938.] 25| 101,731,591.

124,221,561.| 26| 138,039,884.

and

]

g |27 .............................. . |200,799, 874, 27 ) 209,935,744,

:{.’ 28 Temporarily restricted netassets P . 7,426,317.] 28 7,696,703,

o | 29 Permanently restricted net assats ) 29

E Organizations that do not follow SFAS 117 (ASC 958) check here b |_-]

5 and complete lines 30 through 34.

.'3 30 Capital stock or trust principal, or cureentfunds 30

& | 31 Paid-in or capital surplus, or land, building, or equipment fund B 31

::',' 32 Retained eamings, endowment, accumulated income, or other funds — 32

Z |33 Totalnetasselsorfundbalances 208,226,191.( a3 217,632,447.
34 Total liabilities and net assets/fund balances ... ... 332,447,752.| aa | 355,672,331.

Form 290 (2015)

532011
12-16-15
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52-1372665 pagei2

Reconciliation of Net Assets
Check if Schedule O contains a response or note to any line in this Part Xi

Form 890 (2015) NORTHWEST HOSPITAL CENTER, INC.

1 Total revenue (must equal Part VIl column {A), line 12) 1 248,351,214.
2 Total expenses (must equal Part IX, column (A}, line 25) 2 235,191,890.
3 HRevenue less expenses. Subtract line 2 from line1 ) 3 13,159,324.
4 Net assets or fund balances at beginning of year (must equal Part X, line 33, column (A)) 4 208,226,191.
5 Netunrealized gains osses) oninvestments 5 -3,212,515.
6 Donated services and use of facilites 6
T Invesiment expenses -.oocoipiieiiimen e o s s st Det UL g i S8 6 e 2 7
8  Prior period adjustments - s i e i s b iy 8 _
9  Other changes in net assets or fund balances (explain in Schedule O) it o s S M e e 9 -540,553.
10 Netassets or fund balances at end of year. Combine lines 3 through 9 (must equal Part X Ine 33,
COMMMBIL = ooncemneom m iy e o o R 0| 217,632,447,
| Part XII Financial Statements and Reporting
Check if Schedule O contains a response or note to any line inthisPart XISl :}:l_
Yes | No
1 Accounting mathod used to prepare the Form 930: [j Cash [X] Accrual E| Other
If the organization changed its method of accounting from a prior year or checked *Other,” explai dul
2a Woere the organization's financial statements compiled or reviewed by an independent accountafijt? = : | 2a X
If “Yes," check a box below to indicate whether the financial statements for the year were compilid or p#liewed on a
separate basis, consolidated basis, or both: -
|:| Separate basis D Consolidated basis [:l Both consolidated and saffagf
b Were the organization's financial statements audited by an independent accountant | 2b X
If *¥es," check a box below to indicate whether the financial statements for the yealy
consolidated basis, or both: - N
|:| Separate basis D_T,_l Consolidated basis D Both consoliga anc separats basis
¢ If "Yes" to line 2a or 2b, does the organization have a committee that Somesafsponsibility for oversight of the audit,
review, or compilation of its financial statements and selection of ifinty pe gfient accountant? i R B b ke s 2e| X
If the organization changed either its oversight process or seleciiff? pRicess during the tax year, expla:n in Schedule 0
3a As aresult of a federal award, was the organization required @gﬁo an audit or audits as set forth in the Single Audit
Act and OMB Circular A-1337? % .................... 3a| X
b If "Yes," did the organization undergo the required ; ? If the organlzatlon dld not undergo the required audit
or audits, explain why in Schedule O and desc :u aken to undergo suchaudits .. 3| X
Form 990 (2015)

532012
12:16-15

13

23130511 769024 LIF240.5 2015.05070 NORTHWEST HOSPITAL CENTER LIF240.1



- - . OME No, 1545.0047
(Spfr:igouo':xm Public Charity Status and Public Support
Complete if the organization is a section 501{c){3) organization or a section 20 1 5
4947{a)[1) nonexempt charitable trust.
Department of tha Treaswy P Attach to Form 990 or Form 990-EZ. Open to Public
L e s P> Information about Schedule A (Form 290 or 890-EZ) and its Instructions is at www.irs.gov/form3g0. Inspaction
Name of the organization Employer identification number
NORTHWEST HOSPITAL CENTER, INC. 52-~-1372665

[Part] | Reason for Public Charity Status (Al 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 D A church, convention of churches, or association of churches described in  section 170{b){ 1){A}i).

2 L:I A school described in section 170{b){ 1)(A)(ii). {Attach Schedule E (Form 930 or 990-EZ).)

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

4 D A medical research organization operated in conjunction with a haspital described in section 170{b){1){A)iii}. Enter the hospital's name,

city, and state:

s I:} An organization operated for tha benefit of a college or university owned or operated by a govemmental unit described in
section 170{b){1){A){iv). (Complete Part 11}
A federal, state, or local government or governmental unit described in section 170{b){1)(A){v). - o .
An organization that normally receives a substantial part of its support from a govemnmental unit or from% %qer

) I

L]

section 170{b){1){AKvi). {Complete PartIl.) r

A community trust described in section 170(b){1)(A}{vi). (Complete Part|l) 5 i J

An organization that normally receives: (1) more than 33 1/3% of its support from contributfins, m %}'Ship fees, and gross receipts from
activities related to its exempt functions - subject to certain exceptions, and (2) no more tha ﬂ'u of its support from gross investment
income and unrelated business taxable income (less section 511 tax) from business@ired by the organization after June 30, 1975.

00 o0

o m

See section 509{a}{2). (Complets Part Il1.) =
10 D An organization organized and operated exclusively 1o test for public safety. SeQ%eN
1 |:] An organization organized and operated exclusively for the benefit of, to perfa
more publicly supported organizations described in section 509{a){1) o
lines 11a through 11d that describes the type of supporting organizati
|:| Type . A supporting organization operated, supervised, or con
the supporied organization(s) the power to regularly appoi r@
»

508{al4).

tififunctions of, or to carry out the purposes of one or
(a){2). See section 509{a)(3). Check the box in
completa lines 11e, 1%, and 11g.

supported organization(s), typically by giving

majority of the directors or trustees of the supporting

control or management of the supporting organiza ted in the same persons that control or manage the supported
organization(s). You must complete Part WeSe and C.
y tzation operated in connection with, and functionally integrated with,
its supported organization(s) (see instructi ; u must complete Part IV, Sections A, D, and E.
d l:l Type [l non-functionally integrate, supper ing arganization operated in connection with its supported arganization(s)
that is not functionally integrated. The orfjanization generally must satisfy a distribution requirement and an attentiveness

organization. You must complete Part IV, Sections A
b |:] Type ll. A supporting organization supervised or conirplidd in Bonnection with its supported organization(s). by having
9 n%

c [ Type Nl functionally integrated. Asup

requirement {see inslructionh complete Part IV, Sections A and D, and Part V.
e D Check this box if the argapiragi gived a written determination from the [RS that it is a Type I, Type I, Type Il
{functionally integrated oh | non-functionally integrated supporting organization.
f Entar the number of suppgyts ginizations ... : e, i | |
atiayabout the supported organization|s). _
(i} Name af supphl ,_ L/ (N EIN {lil) Type of organization [(iv} Is“;ll‘l:d oi:‘lg;giuzratlon {v) Amourit of monetary {vi}) Amount of
Certepteb SR sl B
Yes Ne
Total
LHA For Paperwork Reduction Act Notice, see the Instructions for Schedule A {Form 990 or 980-EZ} 2015

Form 990 or 990-EZ. 52021 09-23-15
14
23130511 769024 LIF240.5 2015.05070 NORTHWEST HOSPITAL CENTER LIF240.1



Schedule A (Form 990 or 980-E2) 2015 NORTHWEST HOSPITAL CENTER, INC.

upport Schedule for Organizations
(Complete only if you checked the box on lne 5, 7, or 8 of Part | or if the organization failed to qualify under Part 1. If the organization
fails to qualify under the tests listed below, please complets Part Ill.}

Section A. Public Support

Calendar year (or fiscal year baginning in) > {a) 2011 ib} 2012 e} 2013 id} 2014 (e} 2015 i) Total
1 Gifts, grants, contributions, and
membership fees received. (Do not
include any "unusual grants.”)

2 Tax revenues levied for the organ-
ization's benefit and either paid to
or expanded on its behalf

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

4 Total. Add lines 1 through 3

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

column{} .. .
Public support. Subtract bss 5 fom iine 4
ectmn B. Total Support
Calendar year (or fiscal year beginning in) b {a} 2011 b} 2012 [c {dj 2014 {e} 2015 [f} Total

7 Amounts from line 4 R

8 Gross income from interest, ¢
dividends, payments received on m.}
securities loans, rents, royalties N\ Q;%
and income from similar sources » Z

9 Nat income from unrelated business
activities, whether or not the
business is regularly carried on

10 Other income. Do not include gain

or loss from the sale of capital

assets (Explain in Part V1) B
11 Total support. Add lines 7 through 10

12 Gross receipts from related activities ‘atc geewistructionsy o 12 l
First f've years. If the Fonn -. O "?\- Hanization's first, second. thlrd lourlh ar fifth tax year asa sectlon 501(c)(3)
........... s T, >
T upport Fercentage
(line 6, column {f) dnnded by line 11, column {f)) 3 PR 14 %
................. 15 %
16a 33 1/3% support tast B015. If the organization dld not chack the box on Ilne 13, and Ime 14is 33 1/3% or more, check this box and
stop here, The organization qualifies as a publicly supported organization I R S R s » E]
b 33 1/3% support test - 2014. |f the organization did not check a box on line 13 or 16a, and line 15 is 33 1/3% or more, check thls box
and stop here. The organization qualifies as a publicly supported organization » r_|

17a 10% -facts-and-circumstances test - 2015. 1§ the organization did not check a box on line 13, 16a, or 16b, and line 14 is 10% or more,
and if the organization meets the "facts-and-circumstances” test, check this box and stop here. Explain in Part VI how the organization
meets the “facts-and-circumstances” test. The organization qualifies as a publicly supported organization > j
b 10% -facts-and-circumstances test - 2014. If the organization did not check a box on line 13, 16a, 16b. or 17a, and Ilne 15 is 10% or
more, and if the organization meets the “facts-and-circumstances” test, check this box and stop here. Explain in Part Vi how the

organization meets the “facts-and-circumstances” test. The crganization qualifies as a publicly supported organization . |:]
18_Private foundation. If the organization did not check a box on line 13, 16a, 16b, 17a. or 17b. chack this box and see instructions > ]

Schedule A [Form 990 or 990-EZ) 2015
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Schedule A (Form 990 or 990-£2) 2015 NORTHWEST HOSPITAL CENTER, INC. 52-1372665 Pagea
- %upport Schedule for Organizations Described in Section 56'9(a)(2)
{Complete only if your checked the box on line 9 of Part | or if the organization failed to qualify under Part I, If the organization fails to

qualify under the tests listed below, please complete Part I1.)
Section A. Public Support

Calendar year (of fiscal year beginning in) > {a} 2011 b} 2012 (] 2013 id} 2014 {e} 2015 {f] Total

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

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

3 Gross receipts from activities that
are not an unrelated trade or bus-
iness under section 513

4 Taxrevenuss levied for the organ-
ization's benefit and either paid to
or axpended on its behalf

§ The value of services or facilities
furnished by a govemmental unit to
the organization without charge

6 Total. Add lines 1 through 5 ;

7a Amounts included on lines 1, 2, and
3 received from disqualified persons

b Amounts includad cn lines 2 and 3 receivad
from olher than disqualified persons that X
eaceed the greater of $5 000 or 1% of tha -
amaount on line 13 lor the year i %
cAddlines 7aand 7b . T
B Public support. (Subacttive e franiive & 1

Section B. Total Support o~

Calendar year (or fiscal year beginning in) {a} 2011
9 Amounts fromlined

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

b Unrelated business taxable income
(‘ess section 511 taxes) from businesses [& C)
acquired ahter June 30, 1975 N

¢ Add lings 10aand 10b |
11 Net income from unrelated bus'Ms
activities not included in line 1
whether or not the businn
regularly carried on " %y T 4
12 Other income. Do ritkingitide gain
or loss from the sale GtE apltal
assets (Explain in Part VB
13 Total support. (Add linea s, 10c, 11 and 12)

14 First five years. If the Form 980 is for the organization's first, second, third, fourth, or fifth tax year as a section 501(c)(3} organization,
check this box and stop here ... . i A T P > ]
Section C. Computation of Public Support Percentage

(e} 2013 {d} 2014 (e} 2015 {f} Total

15 Public support percentage for 2015 {line 8, column {f) divided by line 13, column ()} N 15 %
16 Public support percentage from 2014 Schedule A, Partlll line 15 ... . . . 116 %
Section D. Computation of Investment Income Percentage
17 Investmant income percentage for 20185 (line 10¢c, column () divided by line 13, column () Y %
18 Investment income percentage from 2014 Schedule A, Part lil, ine17 18 %
19a 33 1/3% support tests - 2015, If the organization did not check the box on line 14 and line 15 is more than 33 1/3%., and line 17 is not

more than 33 1/3%, check this box and stop here, The organization qualifies as a publicly supported organization . e » D

b 33 1/3% support tests - 2014. If the organization did not check a box on line 14 or line 19a, and line 16 is more than 33 1/3%, and

line 18 is not more than 33 1/3%, check this box and  stop here. The organization qualifies as a publicly supported crganization = P [:I
20_Private foundation, If the organization did not check a box on line 14, 19a, or 19b, check this box and ses instructions ... > ‘:]
532023 09-23-15 Schedule A (Form 930 or 990-EZ) 2015

16

23130511 765024 LIF240.5 2015.05070 NORTHWEST HOSPITAL CENTER LIF240.1



Schedule A (Form 990 or 990-62) 2015 NORTHWEST HOSPITAL CENTER, INC. 52-1372665 Pagea
- Supporting Organizations

(Complete only if you checked a box in line 11 on Part |. If you chacked 11a of Part I, complete Sections A

and B. If you checked 11b of Part |, complate Sections A and C. If you checked 11¢ of Part i, complate

Sections A. D. and E_ If you checked 11d of Pari L. complete Sections A and D, and complete Part V.)
Section A. All Supporting Organizations

Yes | No

1 Are all of the organization’s supported organizations listed by name in the organization’s goveming
documents? /f “No* describe in Part Vi how the supported organizations are designated. If designated by
class or purpose, describe the designation. If historic and continuing refationship, explain. 1

2 Did the organization have any supported organization that does not have an IRS determination of status
under section 509(a}{1) or ()7 Jf “Yes,* explain in Part VI how the organization determined that the supported
organization was described in section 509(a)(1) or (2). 2

3a Did the organization have a supported organization described in saction 501(c){4), (5), or (8)? Jf *Yes. ® answer
b} and ¢} befow. | 3a

b Did the organization confirm that each supported organization qualified under section 501(c}{4). {5). or (8) and
satisfied the public support tests under section 509(a{2)? Jf "Yes,* describe in Part Vi when and how the i
organization made the determination. 3 | 3b
¢ Did the organization ensure that all support to such organizations was used exclusively for section 170{

"

&

purposes? if “Yes, * explain in Part Vi what controls the organization put in place to ensure such ugl™ :
4a Was any supported organization not organized in the United States (*foreign supported organizélion')? yf '

"Yes, " and if you checked 11a or 17b in Part |, answer (b} and (c) below. :
b Did the organization have ultimate control and discretion in deciding whether to make gran; to the fore an

supported organization? if “Yes,* describe in Part Vi how the organization had such ;& discretion
5

ns. ah
determination

despite being controfled or supervised by or in connection with its supported organiz
¢ Did the organization support any foreign supported organization that does not hav

under sections S01{c}3) and 508(a)(1) or (2)7 Jf "Yes," explain in Part Vi wha
to ensure that all support to the foreign supported organization was used e:

/; onganization used
for section 170(c)2)(B)

purposes . L= 4c
5a Did the organization add, substitute, or remove any supported orgspjz&tiongHuring the tax year? f "ves,*
answer (b) and (c) below (if applicable). Also, provide detail in Pm luding (i) the names and EIN

numbers of the supported organizations added, substituted, ovgd; (if} the reasons for each such action;
(i) the authonty under the organization's organizing dcmun%ﬁ-on’zmg such action; and (v} how the action

ument) S5a

designated in the organization’s organizing docu i 24 5b

benefited by ane or more of itg,supmy { Bel ofganizations, or (iii) other supporting organizations that also
support or benefit cne or morg &ithe fing organization's supported organizations? ¢ “Yes, " provide detail in
Part VI, ;

(defined in section 2 -.:". ){3](0)). a family member of a substantial contributor, or a 35% controlled entity with
regard to a substantialgntributor? if *Yes, " complete Part ! of Schedule L. (Form 990 or 990-EZ). 7
8 Did the crganization make a loan to a disqualified person (as defined in section 4958) not described in line 77
if "Yes,* complete Part | of Schedule L (Form 990 or 990-E2), 8
9a Was the organization controlled directly or indirectly at any time during the tax year by one or more

disqualfied persons as defined in section 4846 (other than foundation managers and organizations described
in section 509{a)(1) or (2))7 If “Yes,* provide detail in Part VI, 9a
b Did one or more disqualified persons (as defined in line 9a) hold a controliing interest in any entity in which
the supporting organization had an interest? jf “Yas,* pravide detail in Part VI. 9b
¢ Did a disqualified person (as defined in line 9a) have an ownership interest in, or derive any personal benefit
from, assets in which the supporting organization also had an interest? jf “Yes," provide detail in Part Vi, 9¢
10a Was the organization subject to the excess business holdings rules of section 4943 because of section

4943(f) regarding certain Type Il supporting crganizations, and all Type lll nonfunctionally integrated
supporting organizations)? jf “Yes,” answer 10b befow. 10a
b Did the organization have any excess business holdings in the tax year? {Use Schedule C, Form 4720, to
—determine whether the organization had excess business hofdings,) 10b

532024 09-23.15 Schedule A (Form 990 or 990-EZ) 2015
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Schedule A Form 930 or 990-E2) 2015 NORTHWEST HOSPI'TAL CENTER, INC. 52-1372665 Pages

[PartIV| Supporting Organizations continued

11 Has the organization accepted a gift or contribution from any of the following persons?
a A person who directly or indirectly controls, either alone or together with persons described in (b} and (c)
below, the governing body of a supported organization?
b A family member of a parson described in {a) above?

c_A 35% controlled entity of a parson described in (a) or (b) above? jf “Yes“to a b or ¢ provide detait in Part Vi,

Yes

Section B. Type | Supporting Organizations

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

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

Yes

Sect:on C Type 1 Suj:_nportlnﬂ Orgamzatlons g 3

1 Were a majority of the organization's directors or trustees during the tax year also a majorit fthe dlrectors
or trustees of each of the organization’s supported organization(s)? f "No," describe E ﬁhow control

or management of the supporting organization was vested in the same persons that r managed
ignis)

Yes

No

——the supported organizat
Section D. All Type lll Supporting Organizations n\}

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

2 Were any of the organization’s officers, directors, or trgst jther (1) appointed or elected by the supported
organization{s) or {ii) serving on the governing body-nf ] d organization? I “No," explain in Part Vi how

g Telationship with the supported organization(s).

the organization maintained a close and continufll
3 By reason of the relationship described in (2}, did e opgénization’s supported organizations have a

significant voice in the organization’s invesimgnt pol Hles and in directing the use of the organization's

income or assats at all times during the talg: 9:9 If "Yes," describe in Part VI the role the organization's

Yes

fated Supporting Organizations

1 Check the box next to the mellidek tithe organization used to satisfy the Integral Part Test during the year (see instructions);

a The organization satjsfi ed'$hd"Activities Test. Complete line 2 below.,
b []The organizafigih iRth&ipaghnt of each of its supported organizations. Complete line 3 below.

¢ [J The organiz pported a governmental entity. Describe in Part VI how you supported a government entity (see instructions)

2 Activities Test. Answi and (b) below.

a Did substantially all of the organization's activities during the tax year diractly further the exemnpt purposes of
the supported organization(s) to which the organization was responsive? f “Yes, " then in Part VI identify
those supported organizations and explain how these actities directly furthered their exempt purposes,
how the organization was responsive to those supported organizations, and how the organization determined

that these activities constituted substantially all of its activities.
b Did the aclivities described in (a) constitute activities that, but for the organization's involvement, one or more

of the arganization’s supported organization(s) would have been engaged in? jf “ves,* explain in Part VI the
reasons for the organization’s position that its supported organization(s) would have engaged in these
activities but for the organization's involvement.
3 Parent of Supported Organizations. Answer (a) and (b) below.
a Did the organization have the power to regularly appoint or elect a majority of the officers, directors, or
trusiees of each of the supported organizations? Provide details in pan V1.
b Did the organization exercise a substantial degree of direction over the policies, programs, and activities of each

of its supported organizations? If "Yes,” dascribe in Part VI _the rofe plaved by the organization in this maard

Yes

.

2b

da

3b

532025 09.23-15 Schedule A (Form 980 or 990-EZ) 2015
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SchaduIeA(Farm 980 or 990-£7) 2015 NORTHWEST HOSPITAL CENTER, INC.

52-1372665 Pages

PartV

Type lll Non-Functionally Integrated 509{a}(3) Supporting Organizations

]

1

Section A - Adjusted Net Income

Check here if the organization satisfied the Integral Part Test as a qualifying trust on Nov, 20, 1970. See instructions. All

other Type Il non-functionally integrated supporting organizations must complete S

actions A through E.
{A) Prrior Year

(B) Current Year
{optional)

1 __Net short-term capital gain

2 Recoveries of prior-year distributions

3 Other gross income [ses instructions)

4 Add lines 1 through 3

5 __Depreciation and depletion

(L e (A I

€& Portion of operaling expenses paid or incurred for production or
collection of gross income or for management, conservation, or
_____maintenance of property held for production of incoms (see instructions)

k2]

7__Other expenses (see instructions)

-d

8 Adijusted Net Income (subtract lines 5. 6 and 7 from line 4}

Section B - Minimum Asset Amount

(B) Current Year

(&) Prior Yea (optional)

1 Aggregate fair market value of all non-exempt-use assets (see

instructions for short tax year or assets held for part of year):

a_Average monthly value of securitiss

b _Average monthly cash balances

W

¢ Fair market value of other non-exempt-use assets

d Total (add lines 1a. 1b, and 1c}

e Discount claimed for blockage or other
factors {explain in detail in Part Vi)

2 _Acquisition indebtedness apolicable to non-exemnpt-use assets
3 Subtract line 2 from line 1d
4 Cash deemed held for exempt use. Entar 1-1/2% of line 3 (for greater agtod
see instructions). 4
5  Net value of non-exempl- 5
6 Multiply line § by .035 6
7__ Recoveries of prior-year distributions 7
8 Minimum Asset Amount (add line 7 to line &) 8
Section C - Distributable Amount Current Year
1 1
_2 Enter 85% of ling 1 B 2
3 Minimum asset amount for prior yedrj| " 1, ion B, line 8, Cofumn A} 3
4 Enter greater of line 2 or line "' 4
5 5
6 from line 4, unless subject to
-]

532026
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52-1372665 Page7

Schedule A {Form 990 or 990-£7} 2015 NORTHWEST HOSPITAL CENTER, INC.
[Part VT Type Ill Non-Functionally Integrated 509(a}{3) Supporting Organizations

Section D - Distributions

Current Year

1__Amounts paid to supported organizations to accomplish exempt purposes

2 Amounts paid to perform activity that directly furthers exempt purposes of supported
organizations, in excess of income from activity

3 Administrative expenses paid to accomplish exempt putposes of supparted organizations
4 _Amounts paid to acquire exempt-use assets

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

6__Other distributions {describe in Part VI). See instructions.

7___Total annual distributions. Add lines 1 through 6.

8 Distributions to attentive supported organizations to which the organization is responsive

{provide details in Part VI}. See instructions.

9  Distributable amount for 2015 from Section C, ling 6

13 Line 8 amount divided by Line 9 amount

(i

(i)
Excess Distributions Underdistribution Distributable

i}

Section E - Distribution Allocations {see instructions) Pre-2015 Amount for 2015

1__Distributable amount for 2015 from Section C, line &

2 Underdistributions, if any, for years prior to 2015

[reasonable causa required-see instructions)

f Total of lines 3a through &

lied to underdistributions of prior vears

h_Applied to 2015 distributable amount

i__Carmryover from 2010 not applied (ses instructions}

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

4 Distributions for 2015 from Section D, &
line 7: $

a_Applied to underdistributions of prior years

b_Applied to 2015 distributable amount

¢_Remainder. Subtract lines 4a and 4b from
5 Remaining underdistributions for yearb prifiy to 8015, if

any. Subtract lines 3g and 4a from & nt

reater than zero. see instruction

Remaining underdistributions Subtract lines 3h
and 4b from line 1 (if amoygt g
instructions

7 Excess distributio
and 4c¢.

over to 2016, Add lines 3j

8 Breakdown of line 7:

Excess from 2013

c
d Excess from 2014

& Excess from 2015

532027
09-23-15
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Schedule A (Form 990 or 990-£2) 2015 NORTHWEST HOSPITAL CENTER, INC. 52-1372665 Pages

| Eaﬁ !l | Supplemental Information. Provide the explanations required by Part Il, Iine 10; Part il, line 17a or 17b; Part Ill, line 12;
Part IV, Section A, lines 1, 2, 3b, 3¢, 4b, 4c, Sa, 6, 9a, 8b, 9¢, 11a, 11b, and 11c, Part IV, Section B, lines 1 and 2; Part IV, Section C,
ling 1; Part IV, Section D, lines 2 and 3; Part IV, Section E, lines 1c, 2a, 2b, 3a and 3b; Part V, ling 1; Part V, Section B, line 1a: Part V.,
Section D, lines 5, 6, and 8; and Part V, Section E, lines 2, 5, and 6. Also complete this part for any additional information.
{See instructions,)

$32028 09-23-15 Schedule A (Form 990 or 980-EZ) 2015
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** PUBLIC DISCLOSURE COPY **

Schedule B Schedule of Contributors e 15580017
2:"9’;“.)_93% 930-E2, P> Attach to Form 990, Form 990-EZ, or Form 990-PF.
Oepariment o the Trsansy P Information about Schedule 8 {Form 990, 980-EZ, or $90-PF) and 20 1 5
Intwnal Revenue Sarvice Its instructions is &t www.irs.gov/form590 .
Name of the organization Employer identification number
NORTHWEST HOSPITAL CENTER, INC. 52-1372665

Organization typs {chack one):
Filers of: Sectiom
Form 990 or 590-EZ {X] so1(ck 3 ) ientar number) organization

:l 4947(g){1) nonexempl charitable frust not trealed as a privata foundation

D 527 political crganization A
Form 990-PF D 501{c)(3) exempt private foundation Q

l:] 4947(a)(1) nonexempt charilable irust treated as a private foundati O

I:! S01{(c){3) taxable private foundation )

Chack if your crganization is covered by the General Rule or a Special Rule.
Note. Only a section 501{c}{7). (B). or (10) organization can check boxes for both tha G% and & Speciel Rule. Sea instructions,

General Rule %

@ For an organization filing Form 990, 990-E2, or 880-PF that r durii the year, contributions totaling $5,000 or more (in money or
proparty) fram any one gontributor. Complets Parts | and Il.b ns for determining a contributor's total contribiutions.

Speclal Rules * Ve
D For an organization described in section SOLE](3 %rm 590 or 990-EZ that mat tha 33 1/3% support tast of the regulations under
sactions 503{z)(1) and 170} 1 {A}vI), that chipcked edula A (Form 930 or 930-EZ), Padt IL, line 13, 16a, or 16b, and that raceived from
any ona contributor, during the year, tolal con of the greater of (1) $5,000 or {2} 2% of the amount on {i) Forrn 990, Part VI, tina th,

or (i} Form 990-EZ, lina 1. Complgla P#riZland .

Hin 501{c){7), (8), or (10) filing Farm 990 or 950-EZ that raceived from any one contributor, during the
161,000 exciusively for religious, charitable, scientific, literary, or aducational purposes, or for

[ For an organization described in %
year, total contribulions ot -”‘.'@@ﬁf
ldsgh or animals, Complate Perts |, Il, and HII.

tha prevention of cruelty 4g c

D For an organ u; :b} in section 503(c}{7), (8), or (10} filing Form 930 or 990-EZ that received from any ane contributor, during the
year, conlribuy exclusively for raligious, charitable, etc., purpases, but no such cantributions totaled mora than $1,000. if this box
Is checked, entor hiya the total contributions that were received during the year for an exclusivaly religious, charitable, etc,
purpose, Do not complete any of the parts unlass the @eneral Rule applias io this organization because it raceived nonexclusively
religious, charitable, etc , contribulions totaling $5,000 or more during the yaar > 3

Caution, An organizalion that is not covered by the General Rule and/or the Special Rules does not fils Schedule B (Form 920, 990 EZ, or 930 PF),
but it must answer "No* on Part IV, line 2, of its Form 990; or check the box on line H of its Forr 990-£Z or on its Form 990-PF, Part I, lina 2, to
centify that it does not meet the fiing requiraments of Schedula B {Form 990, 930-E2, or 830-PF).

LHA For Paperwark Reduction Act Notice, see the Instructions for Form 990, 990-E2, or 990-PF,  Schedule B (Form 899, 990-EZ, o7 B90-PF) {2015)

822451
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Schedule B {Form 590, 990-EZ, or 530-PF) {2015)

Page 2

Hame of organization

NORTHWEST HOSPITAL CENTER, INC.

Employer identificalion number

52-1372665

[Part I/l Contributors (see instructions). Use duplicats coples of Part | if additional space is nesded.

{a) (b}
No. Name, address, and ZIP + 4

(<)
Total contributions

(d)
Type of cantribution

1

125,000.

Parson @
Payroll r__:]

Noncash [

(Complate Part Il for
noncash contributions.)

{a) (&)
No. Name, address, and ZiP + 4

id)

a of contribution

Parson IICI
Payroll D
Noncash D

{Complats Part i for
noncash contributions )

{a) Ib)
No. Namse, address, and ZIP + 4

Ce

(el
Jotal contributions

101,810.

&°

(d}
T ol contribution

Parson [X]

Payrall D

Noncash [}
{Compiate Part Il for
noncash contributions )

No. Nama, address,

(a) by 6;7

]
Toial contributions

{d)
Type of contribution

— -

oo\ )

93,750.

N

Parson IIl
Payroll —

Noncash [ ]

(Complate Part |l lor
noncash contributions.)

{a) (b}
Na. me, agclrus. and ZIP + 4

1)
Total contributions

{d}
Tyne of contribution

37,500.

Person @
Payrol [ ]
Noncash [

{Complate Part |l ior
noncash contributions )

{a} {b}
No. Name, address, and ZIP + 4

)]
Total contributions

{d}
Type of contribution

33,000,

Person [3]
Payroll D
Noncash [ ]

{Complete Part |l for
noncash contributions.)

313452 10-26-13
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Schedula B (Form 580, 950-E2. or 830-PF) (2015) Page 2

Name of erganization Employer Identification number
NORTHWEST HOSPITAL CENTER, INC. 52-1372665
IPSI I't!l“] Contributors (ses instnuctions). Use duplicate copies of Part | if additional space Is needad.
{a) (b) {c {d)
No. Name, addrass, and 2IP + 4 Total contributions Type of contribution
7 Person @
Payroll —J
$ 27.800, Noncash [ ]
[Complate Part Il for
noncash contributions.)
A
(a) ) {e) -~ Id)
No. Nama, address, ond ZIP + 4 Total contributions of contribution
8 Q Parson |X|
Payrall [:j
$ 2 . Nencash [
(Complate Part Il for
noncash contributions )
{a) (b) {c} {d)
No, Nams, address, and ZiP + 4 Total contributions Type of contribution
9 Person x]
Payroll |:|
3 25,000. Noncash [
{Complete Part Il for
q 4 noncash contributions.)
(e} (b) '\% } () ()
No. Name, address, + Total contributions Type of contribution
10 B Evi Person  [X]
. Payroll ]
$ 20,000. Nancash [ ]
{Complete Part Il for
noncash contributions.)
(a) = (b ] id)
No. % ZMame, address, ond ZIP + 4 Tota! contributions Type of contribution
11 Persan x]
Payroll 3
3 18,240. Moncash [ ]
({Completa Part 1l for
roncash contribulions.)
{a) (b} {c} {d)
No. Name, address, and ZIP + 4 Total contributions Tyge of contribution
12 Person X]
Payroll ]
s 15,750. Noncash [ ]
(Complets Part Il for
T noncash contributions )
£23452 10-28-15 Schedule 8 (Form §90, 990-E2, os 890-PF) (2015)
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Schedula B (Form S50, 990-EZ, or 930-PF) {2015) Page 2

Name of orgenization Employer identification number
NORTHWEST HOSPITAL CENTER, INC. 52-1372665
Contributors (ses instructions). Use duplicate coples of Part | if additional space Is nesdad,
(a} {&} {c) {d)
No. Name, address, and ZIP + 4 Total conbibutions Type of contribution
13 Parson Xi
Payroll 1
$ 15,000, Noncash [ ]
(Complete Part Il for
noncash contributions )
{a) {b) {e} {d)

No. Name, address, and ZIP + 4 Total contributions of contribution

14 Q Person
Payraoll
$ d 140 . Noncash [ ]

U (Complate Part Il for

noncash contributions.)

(s {b) % {c) ()

Ne. Name, address, and ZIP + 4 Total contributions Type al contribution
15 Person Xl
% Payroll E]
s 10,000. Noncash [
{Complate Part It for

! ’ noncash contributions }

Y e
(a) ib) '@ fe) te)
No. Name, address, Total contributions Type of contribution
16 37 Parson
Payrall —
N 3 5,000. Noncash [

{Complete Part Il for
noncash contributions.)

AN
{a) &j {b} (c) {d}
Na. Q ame, addrass, and ZIP + 4 Total contributions Type of contribution

17 Person [Bd]
Poyroll [)
$ 5,000. Noncash [ ]

(Complete Part Il for
noncash contributions.)

{a) {b) le) {d)
No. Name, address, ond ZiP + 4 Total contributions Typa of cantribution

18 Person ]

Payrolt D

5 5,000. Noncash [ ]

{Complete Part Il for
noncash contributions )

————re

£2482 10-28-15 Schadoule B (Farm 930, 990-EZ, or 890-PF) (2015}
4
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Schedule B (Form 950, 990-EZ, or 990-FF) [2015) Page 3

Nama el organization Employer Identification number
NORTHWEST HOSPITAL CENTER, INC. 52-1372665
Noncash Property (see instructions). Usa duplicate coples of Part il if additional spacae is neaded,

{a}

(<)
No. (b} {d)
FMV {or astimate)
::;Tl Description of noncash property given (see instructions} Date received
S
(a)
{c)

No. {b} {d)
from Description of noncash property givan L Date received
Part| {see instructi

$
{=)
(e]
No. {b) {d)
FMV {or estimata)
:::l Description of noncash property given {ses Jnstructions) Dote received
$
(a)
(e}

No. {d)
from FMV {or estimats) Date received
Part| {se# instructions)

5
(a)
{c
No. v (d)
FMV [or estimate)
:::l' Description of nongash property given (see instructions) Date recaived
s O R T L e ) s
{a}
(c)
No. i) (d)
FMV (or estimale)
:;gm| Deascription of noneash property glven {8 Instructions) Date received
$
T e ——————eee——————— a1 e e e
§27453 30-28.15 Schedyle B (Form 990, 990-EZ, or R90-PF) (2015)
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Schedule B (Form 890, 990 EZ, or 330-FF) (2015) Pagg_g

Hame of orgenizaiion Employar identification number
NORTHWEST HOSPITAL CENTER, INC. 52~1372665
cribed in section S0I{c)(7}, (B), of (I0) that total more than &1,000 fof

] Exclusively Teliglous, charitabls, etc., conirlbutions to arganizations das
5522l theyear hom any one coatrlbutor. C-nmplele columns (a) through (a) lud ihe following line entry. For osganizations
ol $1.000 o loas (o the year  (Eatertimginty coze) 5

compleling Pari I, gnter the wtal ol agk by , ol
Usa du o copies it addi | space Is neaded.
{a) No.
g‘:ltﬂ' {b} Purposa of giit {c) Use of giit {d) Description of how giftis held
{e) Transfer of gt
Transferse's name, address, and ZIP + 4 Relation of transfe sferee

(a) No.

'f,roml {b) Purpasa of gift {c) Use of gift {d} Q#scription of how gift Is held
(1] Tr:nsf%

Transferes's

{a) No.
from {b) Purpose of gift \ {c} Usa of gift {d} Bescription of how gitt is held
—Partl
i ﬁ {e) Transfer of gift
Transleu; Q address, and 2P + 4 Relstionship of transferar o transferes
{a) No.
g:gl’ {b) Purpose of gift {c} Use of gift (d} Deseription of how gift Is held
{2} Transter of gitt
Transferas’s name, sddress, and ZIP + 4 Relationship of transferor to transierse
523458 10-28.15 Schedule B (Form 690, 890-EZ, or 830-PF) [2015)
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SCHEDULE C Political Campaign and Lobbying Activities OMB No 1545-0047
990-
(Form 990 or €z) For Organizations Exempt From Income Tax Under section 501(c) and section 527 20 1 5
P> Complete if the organization Is described below. P> Attach to Form 990 or Form $90-EZ.
Departmant of the Treasury Open to Public
Intornal Ravenus Service P> Information about Schedule C (Form 890 or 890-EZ) and its instructions is at www irs gov/form320 inspection

It the organization answered "Yes," on Form 920, Part IV, line 3, or Form 990-EZ, Part V, line 46 {Political Campaign Activities), then
® Section 501(c)(3) organizations: Complete Parts I-A and B. Do not completes Part I-C.
® Section 501(c) (other than section 501{c)3)) organizations: Complets Parts 1-A and C below. Do not complete Part |-B.
® Sgction 527 organizations: Complate Part I-A only.
If the organization answered "Yes," on Form 990, Part IV, line 4, or Form 880-EZ, Part VI, line 47 {Lobbying Activities), then
® Section 501 (c)(3) organizations that have filed Form 5768 (election under section 501(h)): Complete Part II-A. Do not complete Part |I-B.
® Section 501(c){3) organizations that have NOT filed Form 5768 (election under section 501()): Complate Part II-B. Do not complete Part II-A.
If the organization answered “Yes," on Form 990, Part IV, line 5 [Proxy Tax) {see separate instructions) or Form 990-EZ, Part V, line 35¢ {Proxy
Tax) [see separate instructions), then

® Section 501 {c}{4), (5}, or (6] organizations: Complete Part Ill.

Name of organization
NORTHWEST HOSPITAL CENTER.

2-1372665

INC
Nization.

2 Political expenditures
3 Volunteer hours

1 Enter the amount of any excise tax incurred by the organization under section 4955 s
2 Enter the amount of any excise tax incurred by organization managers under section'é >3
3 i the organization incurred a section 4955 tax, did it file Form 4720 for this year? %, S |:| Yes :I No
daWasacorrectionmade? a .......... Cdves [Clno
b If "Yes," describe in Part IV, -)
n 5071(c}], except section 501(c){3)
exempt function activities [ ]

2 Enter the amount of the filing organization's funds contribut thlgorganizations for section 527

exempt function activites & el ]
3 Total exampt function expenditures. Add Imes 1 ang and on Form 1120-POL,

e 7D i i S LR oo s sy sengg e >3

. T T —— . . [ ves |:| No
& Enter the names, addresses and employer i ificatidn number (EIN) of all sectlon 52? political organizations to which the filing organization
made payments. For each orgamzatlnrallst%r the amount paid from the filing organization's funds. Also enter the amount of political
contributions received that were profy;tits ectly delivered 1o a separate political organization, such as a separate segregated fund or a
political action committee (PAG). gbspace is needad, provide information in Part V.

{2} Name ¥ ) {b) Address {c) EIn {d) Amount paid from {e) Amount of political
. .2 filing organization's | centributions received and
e N, }"‘ funds. If none, enter-0-. |  promptly and diractly
réy B delivered to a separate
LW political organization.
Y If none, gnter -0-,
For Paperwork Reduction Act Notice, see the Instructions for Form 990 or 990-EZ. Schedule C {Form 950 or 990-EZ) 2015
LRA
532041
10-05-15
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Schedule C (Form 990 or 990-E7) 2015 NORTHWEST HOSPITAL CENTER, INC. 52-1372665 Page2

| Eart !!-A | Complete if the organization is exempt under section 551icjl§l and filed Form 5768 (election under
section 501{h}}.

A Check P |:| if the filing organization belongs to an affiliated group (and list in Part IV each affiliated group member's name, address, EIN,
expenses, and share of excess lobbying expenditures).
B _Check = D if the filing organization checked box A and “limited control* provisions apply.

Limits on Lobbying Expenditures org‘::\i?:tril 3.1.5 (b) Afﬁ::tt:g group
{The term "expenditures" means amounts paid or incurred.) totals

Total lobbying expenditures to influence public opinion {grass roots lobbying)
Total lobbying expenditures to influence a legislative body (direct lobbying)
Total lobbying expenditures (add lines 1a and 1b)
Other exempt purpose expenditures
Total exempt purpose expenditures (add lines 1c and 1d) E
Lobbying nontaxable amount. Enter the amount from the following 1ab|e in both columns
If the amount on line 1e, column {a} or [b) is: The lobbying nontaxable amount is:
Not over $500.000 20% of the amount cn line 1e.
Over $500,000 but not over $1.000,000 $100.000 plus 15% of the excess over $500.000.
Over $1.000.000 but not over $1,500,000 $175.000 plus 10% of the excess over $1.000,000. 0

Over $1,500.000 but not over $17,000.000 $225.000 plus 5% of the excess over $1,500.0
| Over $17,000.000 1,0 00.

- 0 Q 0 T o

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

reporting section 4911 tax forthisyear? ... . . ... L e e [:I Yes : Mo

4-Year Averagmg Period Un

(Some organizations that made a section 501(h) election gémc e to complete all of the five columns below.
See the separate instrdytiopis for)ines 2a through 2f.)
Lobhying Expenditures I<Year Averaging Period
Calendar year 20 - N
{or fiscal year beginning in) @2012 (;ﬁ (c) 2014 td) 2015 [N
o2 i

2a Lobbying nontaxable amount
b Lobbying ceiling amount
(150% of line 2a, columnie}}

¢ _Total lobbying

f_Grassroots lobbying emnditures

Schedule C [Form 990 or 990-EZ) 2015

532042
10-05-15
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23130511 769024 LIF240.5

Schedule C {Form 990 or 990-E2) 2015 NORTHWEST HOSPITAL CENTER, INC. 52-1372665 pagea
| Eart II-E Complete i tl’ie organization is exempt under section 501 (c){3) and has NOT filed Form 5768

~ {election under section 501{h}).

For each "Yes, " response on lines 1a through 1i below, provide in Part IV a detailed description {a)

(b)

of the labbying activity. Yes

No Amount

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

a Volunteers? e S e e i e X
b Paid staff or management (includs compensation in expenses reported on lines 1¢ through 1§)? X
¢ Media advertisements? R R s X
d Mailings to members, legislators, or the public? X
e Publications, or published or broadcast statements? ==~ X
f Grants to other organizations for lobbying purposes? = R
g Direct contact with legislators, their staffs, govemment officials, or a leglslatwa body? . : X 35,043.
h Rallies. demonstrations, seminars, conventions, speeches, lectures, or any similar means? X
i Other activities? A S S e e 99,562.
j Total. Add lines 1c through 1| ____________________ B : 134,605.
2a Did the activities in line 1 cause the orgamzat ion to be not descnbed in sect ion 501(ci{3)? ... X
b If "Yes,” enter the amount of any tax incurred under section 4912 h
iling A did it i ;
[Part li-A] ; ization i i &) (FsEction 501(c)(5), or section
501 (c)(6). “
o, ™ Yes Ne
L 4 L -
1 Were substantially all (90% or more) dues received nondeductible by maml@-* BT Tk 1
= e 2
......... 3
on 501(c)(4), section 501(c)(5), or section
lﬁ'l.eﬁ and 2, are answered "No," OR (b) Part llI-A, line 3, is
answered "Yes."
1 Dues, assessments and similar amounts from membges % & . 1
Section 162(g) nandeductible lobbying and poli res (do not include amnunts of polstlcal
expenses for which the section 527(f) tax was phj L4
a Cumentysar . . .. (3 oo ep A A PP PR AR AP RS A S SRt e 2a
b Carryover from last year hbﬁ . :} T L 3b
c Total I R LR B, L3, e | 2c
3 Aggregate amount reporied imsegiiog, %e)n)(A) notlces ol nondeductlble sectlorl 162(5) dues 3
4  If notices were sent and the ag o 1t off line 2¢ exceeds the amount on line 3, what pertion of the excess
4
5_

Provide the descriptions requi:éd for Part I-A, line 1; Part I-B, line 4; Part I-C, line 5; Part II-A (affiiiated group list); Part II-A, lines 1 and 2 (see

instructions); and Part II-B, line 1. Also, complete this part for any additional information.
PART II-B, LINE 1, LOBBYING ACTIVITIES:

LOBBYING INCLUDES A PORTION OF THE MARYLAND HOSPITAL ASSOCIATION DUES

RELATED TO LOBBYING ACTIVITIES DURING THE YEAR ENDED JUNE 30,

2016 AND

OTHER LOBBYING ACTIVITIES PERFORMED ON BEHALF OF THE HOSPITAL

REGARDING

COMMUNITY STABILIZATION AND DEVELOPMENT, HEALTH CARE MALPRACTICE, AND

PROGRAM FUNDING.

Schedule C
532043

10-05-15

30

{Form 990 or 990-EZ) 2015

2015.05070 NORTHWEST HOSPITAL CENTER LIF240.1



SCHEDULE D Supplemental Financial Statements e
{Form 990} P Complete if the organization answered "Yes" on Form 990, 20 1 5
Part IV, line 6,7, B, 9, 1D 11a, 11b, 11¢, 11d, 11e, 111, 12a, or 12h.
Dopartmant of the Treasury B Attach to Form 990, Open to Public
Internal Revenue Service P Information about Schedule D (Form 990} and its instructions is at www irs gov/farmeag Inspaction
Name of the organization Employer identification number
NORTHWEST HOSPITAL CENTER, INC. 52-1372665

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

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

Total number atend of year
Aggregate value of contributions to (durmg yaar)
Aggregate value of grants from (during year)
Aggregate value at end of year :

Did the organization inform all donors and donor advnsors in writing that the assets held in donor advised funds

arg the organization's property, subject 1o the organization’s exclusive legal control? N . . |:| Yes D No
6 Did the organization inform all grantees, donars, and donor advisars 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

th & W o =

impermissible private benefit? g e By B R R . . []ves [ INo
! Part Il ;CDnser\lathﬂ Easements. Cornplele if the orgamzatlon answered “Yes" on Form 890, Pag-i,
1 Purpose(s) of conservation easements held by the organization (check all that apply). S

|:| Preservation of land for public use (e.g., recreation or education) l:l Preservation coffa hist mﬂ_ important land area
{:l Protection of natural habitat D Preservation of¥.certjfed historic structure
D Preservation of opan space 2 o
2 Complete lines 2a through 2d if the organization held a qualified conservation conlributi% form of a congervation easement on the last
o

day of the tax year. Held at the End of the Tax Year
a Total number of conservation easements I S
b Total acreage restricted by conservation easements
¢ Number of conservation easements on a certified historic structure include
d Number of conservation easements included in (¢) acquired after 8/17/38
listed in the National Reqgister

3 Number of conservation easements modified, 1rar|sferred relea ished, or terminated by the organization during the tax
year p- @
4 Number of states where property subject to conservation éﬂn is located p-
S Does the organization have a written policy regardi ic monitoring, inspection, handling of
violations, and enforcement of the conservati ts® holds? ) ) l:] Yes I:l Ne
6 Staff and volunteer hours devotad to monitoring, g, handling of wolallons and enforcing conservatuon easaments during the year

» - .
7  Amount of expenses incurred in monihmilnsrcimg, handling of violations, and enforcing conservation easements during the year
>3 SN

8 Does gach conservation easquv
and section 170(h)(@){B)(i)?

on ling 2(d} above satisfy the requirements of section 170(h)(4)(B))
.................. R CIves [Tne
S In Part Xlll, describe how the n tlon reports conservatlon easements in its revenue and axpense statement, and balance sheet, and
include, if applica e & footnote to the organization's financial statements that describes the organization's accounting for
conservation ease 5
[Partill | Organizatidhs Maintaming Collections of Art, Historical Treasures, or Other Similar Assets.
Complete if the organization answered "Yes® on Form 990, Part IV, line B.

1a If the organization elected, as permitted under SFAS 116 (ASC 958}, not to report in its revenue statement and balance sheet waorks of art,
historical treasures, or other similar assets held for public exhibition, education, or research in furtherance of public service, provida, in Part X1,
the taxt of the {ootnote to its financial statements that describes these items.

b If the organization elected, as permitted under SFAS 116 (ASC 958), to report in its revenua statement and balance sheet works of ar, historical
treasures, or other similar assets held for public exhibition, education, or research in furtherance of public service, provide the following amounts
relating to these items:
fi) Revenue included on Form 990, Part VI, line1 S S T ——— > 3
{ii) Assetsincluded in Form99¢, Patx ...~ . i [ -

2  If the organization received or held works of art, historical treasuras or other 5|m|Iar assets for financial gain, provide
the following amounts required to be reported under SFAS 116 (ASC 958) relating to these items:

a Revenue included on Form 990, Part VIl line 1t ’ s o mar T |
b _Assetsincludedin Form990. Part X . ... S T |
LHA For Paperwork Reduction Act Notice, see the Instructions for Form 990, Schedule D {Form 990) 2015
050
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Schedule D (Form 990) 2015 NORTHWEST HOSPITAL CENTER, INC. 52-1372665 page2
[Part T Organizations Maintaining Collections of Art, Historical Treasures, or Other Similar Assets (oniineq)
3 Using the organization’s acquisition, accession, and ather records, check any of the following that are a significant use of its collection items
{check all that apply):
a I:l Public exhibition d :l Loan or exchange programs
b I:] Scholarly research e l:] Qther
c |:| Preservation for future generations
4  Provide a description of the organization's collections and explain how they further the organization's exempt purpose in Part Xill.
5§ During the year, did the organization solicit or recsive donations of art, historical treasures, or other similar assats
to be sold to raise funds rather than to be maintained as part of the organization's collection? . e I:l Yes D No

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

1a Is the organization an agent, trustee, custodian or other intermadiary for contributions or other assets not included
on Form 950, Part X? : I:l Yes D No

b It "Yes," explain the arrangament in Part XIII and cornplete the following table:

Arnount
¢ Beginning balance : N R R RS s e G
d Additions during the year A e AR i SR i 2 et i, 1
e Distributions during the year ; R e i e
1 Ending balance s i e e R B e S e e S e 1
2a Did the organization include an amount on Form 980, Part X, fine 21 lor 85CTOwW or custodlal acgpunt liagili R E[ Yes :] No
b _If "Yes " explain the arrangement in Part XIlI. Check here if the explanation has been provided orfRart ftl . .
I PartV I Endowment Funds. Complete if the organization answered *Yes" on Form 89, Part IV, Tine 10.
{a} Current year {b) Prior year T ars back | {d) Three years back | (e} Four years back
1a Beginning of year balance A 5
b Contributions N
c Nat mvestment gamings, galns and Iosses
d Grants or scholarships .. . . :
e Other expenditures for facilities 3 /
and programs i e }
f Administrative expenses _______________
g Endofyearbalance .
2 Provide the estimated percentage of the current year gnd ine 1g, column (a)) held as:
a Board designated or quasi-endowment z : %
b Permanent endowment -
¢ Temporarily restricted endowment P %
The parcentages on lines 2z, 2b, and 2¢ 00%
da Are there endowment funds not in thépo zﬁjya of the organization that are held and administered for the organization
by: Yes| No
() unrelated organizations L e earasL AR e e B | 3afi)
(i) related organizations Q ............................................ Salii
b If "Yes" on line 3afi), at “‘ rganlzahons Ilsted as requsred on Schedule Fi? S [ -
Describe i i ses of the organization's endowment funds.
l Part VI | Land, Buildip@s, and Equipment.
Complste ‘u anization answered “Yes" on Form 930, Part IV, line 11a. See Form 990, Part X, fine 10.
Description of proparty {a) Cost or ather {b} Cost or other (c) Accumulated {d) Book value
basis (investment) basis {other) depreciation
1a Land | B 7,917,216.] 7.917,216.
b Buildings | L 142,390,555, 711781_,_167. 70,609,388,
¢ Leasehold |mprovernents e
d Equipment o 122,631,024.(108,986,454.| 13,644,570,
e Other . ... . ) 20, 037 177. 20,037,177.
....... I — p 112,208,351,

Schedule D (Form 990) 2015
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Schedule D (Form 990) 2015 NORTHWEST HOSPITAL CENTER, INC. 52-1372665 Page3d
] Part VII| Investments - Other Securities.
Complete if the organization answered "Yes" on Form 990, Part IV, line 11b. See Form 990, Part X, line 12,
{a) Description of securily or category (including nama of security) {b) Book value {c) Method of valuation: Cost or end-of year market value

{1} Financial derivatives
{2} Closely-held equity interests
{3} Other

1A}

B}

(9]

(2]]
—1E}

1]

G}

{H1
Total. (Co!. {b) must equal Forin 990, Part X, col. (B} line 12.
| Part VIil| Investments - Program Related.

Complete if the organization answered *Yes* on Form 990, Part IV, line 11c. See Form 990, Part X
{a) Description of investment {b} Book value {c) Method of valuatig -' - end-of-year market value

Total. (Col. (b} must equal Form 990, Part X, co {8} line 13.} I

| Part IX| Other Assets.

Complete if the organization answered "Yes" on Form 99=PafV, Tine 11d. See Form 990, Part X, line 15.
' {b) Book value

11}

12}
—13
—14
—1s5) -
18] + § 1
18

B 18 ) o >

g.grganization answared "Yes" on Form 990, Part IV, line 11e or 11f. See Form 990, Part X, line 25.

1. BhDescription of liability {b) Book value

{1} Federal income taxes
7z CAPTIVE PROFESSIONAL LIABILITY 590,781.

{3 WORKERS COMPENSATION N 24,132,
{4) DEFERRED COMPENSATION 482,488.
) ASSET RETIREMENT OBLIGATION 610,000.
{55 DUE TQO AFFILIATES BONDS 90,951,451.
7y OTHER L/T LIABILITIES 9,072,739,

90 P ) g .| 101,731,591.

2, Llabllny for uncertain tax pos:hons In Part XIII, prowde the text of the footnote to the organization's financial statements that reports the
organization's liability for uncertain tax positions under FIN 48 (ASC 740). Check here if the text of the footnote has been provided in Part XIll [

Schedule D [Form 9590) 2015

532053
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52-1372665 Pagﬁ

Schedule D (Form990)2015  NORTHWEST HOSPITAL CENTER, INC.
[Part X1] i

Reconciliation of Revenue per Audited Financial Statements With Revenue per Return.

Complete if the organization answered "Yes" on Form 890, Part IV, line 12a.

o a0 oo

Total revenue, gains, and other support per audited financial statements 1
Amounts included on line 1 hut not on Form 990, Part VI, line 12:
Net unrealized gains (losses) on investments | 2a
Donated services and use of facilities T B 2b
Recoveries of prior year grants e 2c
Other (Describe in Part XIl) e i o v PO A |
Add lines 2a through 2d 2e
Subtract line 2e fromfinet1 3
Amounts included on Form 990, Part VI tI line 12, but not on Ilne 1
Investment expenses not included on Form 990, Pat VII), line7b 4a
Other {Describe inPart XN} 4b
Add lines 4a and 4b R ac
Total revenue. Add lines 3 and 4c. (Thiz must poual Form Q90 Pard { fos 120 oo
| Part Xl | Reconciliation of Expenses per Audrted Flnanclal Statements With Expenses pe rn.
Complete if the organization answered "Yes" on Form 990, Part IV, line 12a.
1

Total expenses and losses per audited financial statements = . S
Amounts included on line 1 but not on Form 980, Part |X, line 25: -]
Donated services and use of facilities

Prior year adjustments

Other losses

Other {Dascribe in Part XII1)
Add lines 2a through 2d
Subtract lina 2e from ling 1 — Ll Py
Amounts included on Form 988, Part IX, line 25, but not on line 1;

Investment expenses not included on Form 990, Part VIl line 7b % 4a
Other {Describe in Part XIII) R et i IS e, O 4b
Addlinesdaand4b . PRIy R et e e

Total expenses. Add lines Sand 4c (Thi

iT’art X Supplemental Informatlon. '

| |&

532054

09-21:15
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SCHEDULEF
{Form 990)

Departmant of tha Treasury
Intornnl Revenua Sorvice

P> Information about Schedule F (Form 990} and its instructions is at www.irs.gov/form990.

Statement of Activities Outside the United States

P Complete if the organization answered "Yes" on Form 990, Part IV, line 14b, 15, or 16.

P Attach to Form 990.

OMB No. 1545-0047

2019

Open to Public
Inspection

Name of the organization

NORTHWEST HOSPITAL CENTER, INC.

Employer identification number

52-1372665

[Parti | General Information on Activities Outside the United States. Complete if the organization answered “Yes" on
Form 990, Part IV, line 14b.

1 For grantmakers. Does the organization maintain records to substantiate the amount of its grants and other assistance,
the grantees’ eligibility for the grants or assistance, and the selection criteria used to award the grants or assistance? D Yes [_INo
2 For grantmakers. Describe in Part V the organization's procedures for monitoring the use of its grants and other assistance outside the
United States.
3__ Activities per Region. (The following Part |, line 3 table can be duplicated if additional space is needed.)
{a) Region {b) Number of | {¢) Number of | (d) Activities conducted in region i thal
offices employees, | (hy type) (s.9., fundraising, program expenditures
. . agents, and . ; for and
in the region | independent services, investments, grants to investments
Cws racipients located in the region) in ragion
CENTRAL AMERICA AND I
THE CARIBBEAN 0 0 NVESTMENTS 4,845,000,
N\ \
Gijv
é‘( =
.|C
ih .
b
: E( )
AS)
..: - b J‘ -
N
3a Sub-total T 0 0 4,845,000,
b Total from continuation
sheetsto Part| 0 0 0.
¢ Totals (add lines 3a

and3b} ... 0 0 4,845,000,

LHA For Paperwork Reduction Act Notice, see the Instructions for Form 990. Schedule F (Form 990) 2015

532071
10:0:1- 15
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Schedule F Form 990) 2015~ NORTHWEST HOSPITAL CENTER, INC. 52-1372665

Page 4

{PartlV | Foreign Forms

1 Was the organization a U.S. transferor of property to a foreign corporation during the tax year? if "Yas,* the
organization may be required to file Form 826, Relurn by a U.S. Transferor of Property to a Foreign
Corporation (see Instructions for Form 926) ... e e Yes

2 Did the organization have an interest in a foreign trust during the tax year? jf “Yes,* the organization
may be required to separately fite Form 3520, Annual Return To Report Transactions With Foreign
Trusts and Receipt of Certain Foreign Gifts, and/or Form 3520-A, Annual Information Return of Foreign
Trust With 2 U.S. Owner (see Instructions for Forms 3520 and 3520-A; do not file with Form 990)

...... o [ Yes

3 Did the organization have an ownership interest in a {oreign corporation during the tax year? (f “yes,*

the organization may be required o file Form 5471, Information Return of UL.S. Persons With Respect lo
Certain Foreign Corporations (see Instructions for FOrm 547T) e @ Yes

4 Was the organization a direct or indirect shareholder of a passive foreign investment company or a
qualified electing fund during the tax year? if “Yes, " the organization may be required to file Form 8621,
Information Return by a Shareholder of a Passive Foreign Investment Company or Qualified Electing Fugty
(580 INSHUCHONS for FOIM BB2T) .t e e b ] o [ ves

5 Did the organization have an ownership interest in a foreign parinership during the tax year?
the organization may be required to file Form 8865, Return of U.S. Persons With Hespec@rtain

|:] Yes

Foreign Partnerships (see Instructions for Form 8865)

6 Did the organization have any operations in or related to any boycotting countrie the tax year? jf
"Yes, " the organization may be required 1o separately file Form 5713, Interngati

Instructions for Form 5713; do not file with Form 990}

1 ves

@No

X1 No

DNO

@No

@No

[X:]No

Schedule F (Form 990) 2015

P

O
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O

532074
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Scheduls F (Form 990y 2015 NORTHWEST HOSPITAL CENTER, INC. 52-1372665 Pages
[PartV [ supplemental Information
Provide the information required by Part |, line 2 (monitoring of funds); Part . line 3, column (f) {accounting method; amounts of
investments vs. expenditures per region); Part I, line 1 {accounting method); Part Il {accounting method); and Part 1, column (c)
{estimated number of recipients}, as applicable. Also complete this part to provide any additional information.

§32075 10-07-15 Schedule F (Form 990) 2015
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SCHEDULEH 5 OMB No. 1545.0047
(Form 990) Hospitals 2 0 1 5
P Complete if the organization answered "Yes" on Form 990, Part IV, question 20.
Depariment of the Treaswy - Attach to Form 990. Open to Public
Internol Ravanue Service P> Information about Schedule H (Form 850} and its instructions is at www.irs.gov/forma90 . Inspection
Name of the organization Employer identification number
NORTHWEST HOSPITAL CENTER, INC. 52-1372665
[PartT | Financial Assistance and Certain Other Community Benefits af Cost
Yes | No
1a Did the organization have a financial assistance policy during the tax year? It “No," skip to question 6a  1a X
b lf "Yes,” was it a written pollcl:y | 1b X
2 :Lzr:;;g:r::::t:::\:; l;"l:::lpi hoapital Escilitins, irdizats which ol the rnllawwg  best deacribes- apph:uhon of the financial nssistanco policy to its vorious husputnl
D Applied uniformly to all hospital facilities l:| Applied uniformly to most hospital facilities
D Generally tailored to individual hospital facilities
3  Anawer the foliowing bossd on the financlal nssistance eligibllity criterln that apptied to the largest number of the organizalion'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% (J1s0% [ _J200% [X]other __300 %
b Did the organization use FPG as a factor in determining eligibility for providing discounted care? If "Yes hich
of the following was the family income limit for eligibility tor discounted care: : Q ab | X
[ 200% [Cl2sox [ Jaoo% [ Jasox [ J400%  (X) Other
¢ If the organization used factors other than FPG in determining eligibility, describe in Part VI the ed for determining
eligibility for free or discounted care. Include in the description whethar the crganization used an assél test or other
threshold, regardless of income, as a factor in determining eligibility for free or discounte:
4  Did the organization's financial assstonce policy that nppl od o the Inrgeat number of its pnllenm dmng tha lax yaur o loren or discounled care to the
*“madicalby indigert*T . porn 4 X
Sa Did the organization budget amounts for free or dlscounted care prowded under lls l:nancnal a pollcy dunnu the tax year'? L S5a | X
b If “Yes," did the organization's financial assistance expenses exceed the bud n? . . R 5b X
¢ If “Yes® to line 5b, as a result of budgsat considerations, was the organlzat Ie o provide free or dlscounted
care to a patient who was eligible for free or discounted care? | % S &L . Sc
6a Did the organization prepare a community benefit report during th ar ................................................... 6a | X
b If "Yes," did the organization make it available to the public? _ ™% . 1 6b | X
Compglate the following tabla us ng the worksheats provided in the Schadule H in 3D not aubmil thise wotkshests with the Schedule H
7 Financial Assistance and Certain Other Community Bapefi 5
Financial Assistance and ) e o {e) Tora el 16l) iract altaniting (eb)s,'f:}‘““;::?n“;:“' ) P
Means-Tested Government Programs | Pegoms {ggfnall itianay axpangh
a Financial Assistance at cost (from “’.‘Q&
Worksheet 1} . = 2152755, 2152755, .92%
b Medicaid {from Worksheet 3 & . % )
columna} .. % 525,678. 525,678. .22%
c Costs of other means-tasted o q
government programs {from :\{‘% §
Worksheet 3, column b .\‘ . }
) 2678433, 2678433.| 1.14%
e Community health
improvement services and
community benefit operations
{from Workshest 4) o 1615545. 1615545. .69%
f Health professions education
{from Worksheet5} 560,371. 560,371. .24%
g Subsidized health services
(from Worksheet 6} : 2674278. 2674278.] 1.14%
h Research (from Worksheet 7) 69,654, 65,654. .03%
i Cash and in-kind contributions
for community benefit {from
Worksheet8 128,816, 128,816. .05%
j Total Other Benefits 5048664. 5048664.] 2.15%
k_Total, Add lines 7d and 7j 7727097, 7727097.] 3.29%
532001 11-05-15 LHA For Paperwork Reduction Act Notice, see the Instructions for Form 990, Schedule H (Form 990) 2015
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tax year, and describe in Part V| how its community building activities promoted the health of the communities it serves.

Schedule H (Form 990) 2015 NORTHWEST HOSPITAL CENTER, INC. 52-1372665 Page2
ommunity Building Activities Complete this table if the arganization cenducted any community building activities during the

{a) Number ot {b) Persons {e) Tatat [d'_l Direct {e) Net () Porcant af
aclivitiea or programs sorved (ophional) ity ing revenue communily tolal sxpense
{optional) building axpense building expense
1__ Physical improvemants and housing
2 _Economic development _ _
3 Community support 232,923.] 27,280.] 205,643. .09%
4 Environmental improvements
5 Leadership development and
training for community members
6 Coalition building 698, 698. . 00%
7 Community haalth improvement
advocacy
B Workforce development
9 Other
10 Total —— 233,621.| 27,280. 41. .09%
Part lll | Bad Debt, Medicare, & Collection Practices
Section A, Bad Debt Expense Yes | No
1 Did the organization report bad debt expense in accordance with Healthcare Financial Managemagt Bn
StatementNo.15? . LT 1 X
2  Enter the amount of the organlzatlon s bad debt expensa Explam in Part Vi the -
methodology used by the organization to estimate thisamount 2 | 13,364,532,
3 Enter the estimated amount of the organization’s bad debt expense atlrlbutable to @
patients eligible under the organization's financial assistanca policy. Explain in Part
methodology used by the organization to estimate this amount and the rationale, if
for including this portion of bad debt as community benefit _ - p a 8,163,948.
4 Provide in Part VI the text of the footnote to the erganization’s financial sta@ at describas bad debt
expense or the page number on which this footnote is contained in th inancial statements,
Section B. Medicare t ;
5 Enter total revenue received from Medicare (including DSH arld R 5 104,946,109.
6 Enter Medicare allowable costs of care relating to payments e 6 | 81,554,471.
7  Subtract line 6 from line 5. This is the surplus (or shorﬁall) % 7 | 23,391,638,
8 Describe in Part VI the extent to which any shortfail e 7 should be lreated as cammumty benefit
Also describe in Part VI the costing methodology e sed to determine the amount reported on line 6.
Check the box that describes the method used: %, 4
I:l Gost accounting system @ N ga ratio |:] Other
Section C. Collection Practices I :
9a Did the organization have a written GgbtegliEsfion policy during the tax year? . | .%a X
b 1f"Yes," did the organization's collgctiprrmpl ™S thdt applied to the rargest number of its patients during lhe Iax year conlaln prowsmns on the
collection practices to be followed atie fy for financial assistance? Describe inPartVI ... ... .., gb | X
V aﬂagement 0 ,:' and JOi"t Venlures {owned 10% or more by officers, drectors, L ey fay and physici - 868 instr
(a) Name of gty ._J. (b) Description of primary (e} Organization's |{d) Officers, direct- | (e} Physicians’
activity of entity profit % or stock | Ors, trustees, or profit % or
ownership % key employees' stock
profit % or stock -
ownership % ownership %
532002 11.05-15 Schedule H (Form 990) 2015

23130511 769024 LIF240.5
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Schedute H {Form 990} 2015 NORTHWEST HOSPITAL CENTER, INC. 52-1372665 Page3s
| Part V [ Facility Information

Section A. Hospital Facilities _ =
(list in order of size, from largest to smallest) _ g, sl = g,'
How many hospital facilities did the organization operate -'EEL 2 ’é. -'g_ ﬁ E
during the tax year? 1 2l =| 8 § § B W
= - 5
Name, address, primary website address, and state license number k] g '2 o ] -5 E 5 Facility
(and if a group return, the name and EIN of the subordinate hospital al g| 8| & § al «| & teporling
organization that operates the hospital facility) g =l 21 8| 2| 3 | @ goup
1=l Sje|l Sl elxlo Other [describe)
1 NORTHWEST HOSPITAL CENTER, INC.
—II'-—I—_‘—L-'__I——-
5401 OLD COURT ROAD
RANDALLSTOWN, MD 21133
WWW.LIFEBRIDGEHEALTH. ORG/NORTHWEST
03-004 X|X X SUB-ACUTE
L]
* h |
A @)
532003 13-05-15 Schedule H {Form 990) 2015
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Schedule H (Form 990) 2015 NORTHWEST HOSPITAL CENTER, INC. 52-1372665 Pages

art Facility Information wontineq

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

Name of hospital facility or letter of facility reporting group  NORTHWEST HOSPITAL CENTER, INC.

Line number of hospital facility, or line numbers of hospital
facilities in a facility reporting group (from Part V, Section A); 1

Yes [ No
Community Health Needs Assessment
1 Was the hospital facility first licensed, registered, or simifarly recognized by a state as a hospital facility in the
current tax year or the immediataly preceding tax year? I 1 X
2 Was the hospital facility acquired or placed into service as a tax-exempt hospltal in lha current tax year or
the immediately preceding tax year? If “Yes,” provide dstails of the acquisition in Section C 2 X
3 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," skip to line 12 s, 3 | X
If "Yas." 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 y
c [:| Existing health care facilities and resources within the community that are available to reéond t
of the community W J
d How data was obtained
e @ The significant health needs of the community . % : ;,
f Primary and chronic disease needs and other health issues of uninsured persﬁ. #fcome persons, and minority
groups b
g The process for identifying and prioritizing community health needs icgeto mest the community health needs
h IZI The process for consulting with persaons representing the communit%e"sts
i @ Information gaps that limit the haspital facility's ability to assesﬁ' nity’s health needs
i [X] Other (describe in Section C) \ J
4 Indicate the tax year the hospital facility last canducted a CHNA, = 20 _LS
5 In conducting its most recent CHNA, did the hospital facility t n{ﬁtﬁo}count input from persons who represent the broad
interests of the community served by the hospital facility, i ose with special knowledge of or expertise in public
health? If "Yes," describe in Section C how the hozpi % into account input from persons who represent the
community, and identify the persons the hospit fted 5 | X
6a Was the hospital facility’s CHNA conducted with re other hospital facﬂrhes? 1] Yes Ilst lhe other
hospital facilities in Section C v 6a | X
b Was the hospital facility's CHNA condﬂ:let(\::h}ene or more orgamzalmns other than haspital facnlmes? If "Yes,"
list the other organizations in Secti 6b X
7 Did the hospital facility make itg C %widely available to the public? L 7 | X
If "Yes," indicate how the CH ‘i@@s made widely available (check all that apply):
a Hospital facility's wgbsitefisfury SEE PART V, SECTION C, LINE 7D
b D Other websi
c m Made a p: y available for public inspection without charge at the hospital facility
[z' Other (descri Section C)
8 Did the hospital facility adopt an implementation strategy to meet the significant community health needs
identified through its most recently conducted CHNA? If "No,” skipto line 11 8 | X
9 Indicate the tax year the hospita! facility last adopted an implementation stratagy: 20 1 5
10 Is the hospital {acility's most recently adopted implementation strategy posted on a websua 7 10| X
alf*ves" (istur; SEE PART V, SECTION C, LINE 7D
b If "No," is the hospital facility's most recently adopted implementation strategy attached to thisretom? | 10b X
11 Describe in Section C how the hospitat tacility is addressing the significant needs identified in its most
racently conducted CHNA and any such needs that are not being addressed togsther with the reasons why
such needs are not being addressed.
12a Did the organization incur an excise tax under section 4959 for the hospital facility’s failure to conduct a
CHNA as requirad by section SONNSI? . o it asstiands bR R R 12a X
b If "Yes" to line 12a, did the organization file Form 4720 to raport the section 4959 excise tax? 12b
¢ If "Yes" to line 12b, what is the total amount of section 4959 excise tax the organization reported on Form 4720
for all of its hospital facilities? $
532094 11.05-15 Schedule H (Form 990) 2015
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Schedule H (Form 990) 2015 NORTHWEST HOSPITAL CENTER, INC. 52-1372665 pages
{PartV T Facility Information (continued)

Financial Assistance Policy (FAP)

Name of hospital facility or letter of facility reporting group  NORTHWEST HOSPITAL CENTER, INC.

Yes | No

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

13 Explained eligibility criteria for financial assistance, and whether such assistance included iree or discountedcare? [ 13 | X
If "Yes," indicate the eligibility criteria explained in the FAP:

a [X] Federal poverty guidelines (FPG), with FPG family income limit for eligibility for free care of 300 %
and FPG family income limit for eligibility for discounted care of 500 %
Income level cther than FPG (describe in Section C)

Asset level

Medical indigency

Insurance status

Underinsurance status

Residency

Other (describe in Section C)

14 Explained the basis for calculating amounts charged to patients?

15 Explained the method for applying for financial assistance? R e e e S
If "Yes.” indicate how the hospital facility's FAP or FAP application form (lncludlng accompanyin
explained the method for applying for financial assistance (check all that apply) :

a |:| Described the information the hospital facility may require an individual to provide @ ofth; or her application

Uo0oood

14
15

B

b @ Described the supporting documentation the hospital facifity may require an indivi submit as part of his
or her application
c DT__' Provided the contact information of hospital facility staff who can provide anpdi¥glual with information
about the FAP and FAP application process - N
d D Provided the contact information of nonprofit organizations or gove@?ﬁgencies that may be sources
of assistance with FAP applications PNy, A
e |:| Other {describe in Section C) ( {‘3
16 Included measures to publicize the policy within the community kﬁa hospital facility? ) 16 | X
If “Yes,” indicate how the hospital facility publicized the polic ck gl that apply):
X | The FAP was widely available on a website (listar)) T V
The FAP application form was widely availabis.g ' te (list url):

The FAP was available upon request and i
The FAP application form was avail upori W
facility and by mail} 4 ;
A plain language summary o

the hospllal faclllty andeby,

o a0 oW

OOk b MRCE

Billing and Collections

17 Did the hospital facility have in place during the tax year a separate billing and collections policy, or a writtan financial
assistance policy (FAP) that explained all of the actions the hospital facility or other authorized party may take upon
non-paymant? 117 | X

18 Check all of the {oliowing actions against an individual thal were permitted under the hospital facility's policies during the tax
year before making reasonable efforts to determine the individual's eligibility under the facility's FAP:

a |:| Reporting to credit agency(ies)

b |:| Selling an individual's debt to ancther paity

c |:| Actions that require a legal or judicial process

d |:| Other similar actions (describe in Saction C)

e Naone of these actions or other similar actions were permitted

Schedule H (Form 990) 2015

532005
11-05-15
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Schedule H (Form 990) 2015 NORTHWEST HOSPITAL CENTER, INC. 52-1372665 pPages
[PartV [ Facility Information coninueq

Name of hospita! facility or letter of facility reporting group _ NORTHWEST HOSPITAL CENTER, INC.

Yes | No

19 Did the hospital facility or other authorized party perform any of the following actions during the tax year
before making reasonable efforts to determine the individual's eligibility under the facility's FAP? ¢ 19 X
I "Yes," check all actions in which the hospital facility or a third party engaged:
a [ Reporting to credit agency(ies)
[] Selling an individual's debt to another party
Actions that require a legal or judicial process
Other similar actions (describe in Section C)

20 Indicate which efforts the hospital facility or other authorized party made befora initiating any of the actions listed (whether or
not checked) in line 19 {check all that apply}:

b
c
d

N

a @ Notified individuals of the financial assistance policy on admission
b @ Notified individuals of the financial assistance policy prior to discharge
c @ Notified individuals of the financial assistance policy in communications with the individuals regarding als' bills
d Documented its determination of whather individuals were eligible for financial assistance under the 's
financial assistance policy
e @ Other {describe in Section C}) =] 0
f ﬂ None of these efforts were made
Policy Relating to Emergency Medical Care Q j
21 Did the hospital facility have in place during the tax year a written policy relating to emergeng medic\-aTEare
that required the hospital facility o provide, without discrimination, care for emergency ? onditions to
individuals regardlass of their eligibility under the hospital faciity's financial assistanceqiolicye ) ......................... 21| X
If *No," indicate why:
a [_] The hospital facility did not provide care for any emargency medical ns,
b |:| The hospital facility’s policy was not in writing 7% .
c |:| The hospital facility limited who was eligible to receive care for gefelgoros® medical conditions (describe in Section C)
d l Other {describe in Section C) .
Charges to Individuals Eligible for Assistance Under the FAP [FAP:ER H ndwnduals
22 Indicate how the hospital facility determined, during the tax ygar) w faximum amounts that can be charged to FAP-eligible
individuals for emergency or other medically necessaw&:aré 2N
a |:| The hospital facility used its lowest ne’ot abancor -__: el insurance rate when calculating the maximum amounts
that can be charged ;
b |:| The hospital facility used the average of ilirea bwest negotiated commaercial insurance rates when calculating
the maximum amounts that can be rged ;
c |:| The hospital facility used the Medné s when calculating the maximum amounts that can be charged
d [X] Other (describe in Section C
23 During the tax year, did the ho charge any FAP eligible individual to whom the hospital facility provided
emergency or other medically % services more than the amounts generally billed to individuals who had
insurance covering suchnca;g:? i T e e s . P | 23 X
If *Yes,” explain in 10RC. %,
24 During the tax year, e hospital facility charge any FAP-eligible individual an amount equal to the gross charge for any
service provided to thabipdividual? B _ e o |l=a X
If "Yes," explain in Section C.

Schedule H (Form 990} 2015

532096
11.05-1%
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Schadule H (Form 990) 2015 NORTHWEST HOSPITAL CENTER, INC. 52-1372665 Page7
{Part V | Facility Information onfinuem
Section C, Supglemental Information for Part V, Section B. Provide descriptions required for Part V, Section B, lines 2, 3j, 5, 6a, 6b, 7d, 11, 13b,
13h, 15e, 16i, 18d, 19d, 20e, 21c, 21d, 22d, 23, and 24, If applicab'e, provide separate descriptions for each hospital facility in a facility reporting

group, designated by facility reporting group letter and hospital facility ne number from Part V, Section A ("A, 1," “A, 4," "B, 2° "B, 3," atc}and
name of hospital facility.

NORTHWEST HOSPITAL CENTER, INC.:

PART V, SECTION B, LINE 3J: THERE WERE NO INFORMATION GAPS IDENTIFIED IN

THE ASSESSMENT. IN ADDITION TO THE ITEMS LISTED IN LINE 1, THE CHNA

DESCRIBES THE HOSPITAL'S DEMOGRAPHICS.

NORTHWEST HOSPITAL CENTER, INC.: ' g

PART V, SECTION B, LINE 5: INPUT FROM REPRESENT?E??EE‘ F THE COMMUNITY

ad)

-
IN SUMMER 2015, A REPRESENTATIVE OF THE C %ﬁ&ﬂ MET WITH BALTIMORE CITY
T

HEALTH DEPARTMENT'S CHIEF OF EPIDEMIOL :EﬂkVICES¢ DARCY PHELAN-EMRICK,
r Y

DRPH, MHS AND THE DIRECTOR OF THE OBF OF POLICY AND PLANNING, SHANNON

MACE HELLER, dD, MPH TO DISCUSS HEALTH ASSESSMENT UPDATES TO THE

.‘lh L=
2011 CITYWIDE HEALTH ASSES%NRMT RESULTED IN THE CITY'S HEALTHY

BALTIMORE 2015 REPORT

Ef&ﬁiORHOOD HEALTH PROFILES. THE NEIGHBORHOOD
> .

HEALTH PROFILES REPR THE CITY'S PUBLIC HEALTH SECTOR'S OWN

ASSESSMENT OF COHHﬁﬂifi;hEEDS THROUGHOUT BALTIMORE CITY. LIFEBRIDGE
"

HEALTH IS NO@MEY INVOLVED IN THE BALTIMORE CITY HEALTH DEPARTMENT'S

REVITALIZED Léﬁ@h HEALTH IMPROVEMENT COUNCIL (LHIC).

ADDITIONALLY, BECAUSE LIFEBRIDGE HEALTH HOSPITALS ARE LOCATED IN BOTH

BALTIMORE CITY AND BALTIMORE COUNTY, MEMBERS OF THE CHNA TEAM ALSO MET

WITH THE PUBLIC HEALTH NURSE ADMINISTRATOR OF THE BALTIMORE COUNTY HEALTH

DEPARTMENT, LAURA CULBERTSON, RN, MSN, AS WELL AS THE BALTIMORE COUNTY

DEPUTY HEALTH, OFFICER DELLA J. LEISTER, RN. THE DISCUSSION WITH BALTIMORE

COUNTY FOCUSED ON THE COUNTY'S RECENTLY COMPLETED NEEDS EVALUATION, ITS
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Schedule H (Form 990} 2015 NORTHWEST HOSPITAL CENTER, INC. 52-1372665 Page?
’ Facility |nf0l'mati0n (Canfmqaﬂ
Section C, Supplemental Information for Part V, Section B. Provide descriptions required for Part V, Section B, linas 2, 3}, 5, 6a, 6b, 7d. 11, 13b,
13h, 15, 16i, 18d, 19d, 20e, 21¢, 21d, 22d, 23, and 24_If applicablg, provide separate descriptions for each hospltal {actllty in a facility raporting

group, desugnated by facnllty reporting group Ietlar and hospital facility line number from Part V, Section A ("A, 1," "A, 4, "B, 2" 'B, 3," etc) and
name of hospital facility.

AVAILABILITY TO THE PUBLIC AND POTENTIAL PROGRAMMING THAT MIGHT BE

DEVELOPED AS A RESULT OF ITS FINDINGS. LIFEBRIDGE HEALTH ALSO CURRENTLY

SERVES ON THE BALTIMCRE COUNTY LHIC AND THE BALTIMORE COUNTY ACCREDITATION

STEERING COMMITTEE.

FOLLOWING LIFEBRIDGE HEALTH'S 2012 CHNA AND THE PARTNERSHIP LOPED

WITH BOTH THE BALTIMORE CITY AND COUNTY HEALTH DEPARTME ING THAT

PROCESS, REPRESENTATIVES OF LIFEBRIDGE HEALTH WERE %?VI TO SERVE ON THE

LOCAL HEALTH IMPROVEMENT COUNCILS OF BOTH PUBLIC_HEAL‘ DEPARTMENTS.

INVOLVEMENT IN THOSE COUNCILS BY HOSPITAL STAE%R COMMUNICATION BETWEEN

L

THE PUBLIC HEALTH SECTOR AND LIFEBRIDGE HE &%ﬁbTIVE AND FOSTERED

INCREASED COLLABORATION DURING THE INT ;BE'I‘WEEN THE TWO CHNAS.
L™

LIFEBRIDGE HEALTH ALSO CONTINUE‘_@’ ’ﬁNHANCED ITS ROQUTINE PRACTICE OF

COLLABORATING WITH COMMUNITY Aﬁ? WUMAN SERVICE PARTNERS IN ORDER TO

FACILITATE COMMUNITY INV?ﬁyEﬁﬁﬁb AND INPUT DURING THE COMMUNITY HEALTH

NEEDS ASSESSMENT PROC’E,% ’E(EY PARTNERS REPRESENTING THE COMMUNITY

STAKEHOLDERS INCLE@Q;;EEPRESENTATIVES FROM BALTIMORE COUNTY RECREATION &

PARKS, PARK ﬂﬁgm}iamzssmcz CENTER, PARK HEIGHTS COMMUNITY HEALTH

ALLIANCE, LIBﬂhQY ROAD BUSINESS ASSOCIATION, CHAI, MANNA BIBLE BAPTIST

CHURCH AND A COUNTY EXECUTIVE OFFICIAL. OTHER COMMUNITY PARTNERS THAT

ASSISTED DURING THE CHNA PROCESS OR PROVIDE PROGRAM SUPPORT ARE IDENTIFIED

IN SECTION 6 OF THE CHNA: LBH RESOURCES AND PARTNERS. LIFEBRIDGE HEALTH

REPRESENTATIVES ATTENDED MEETINGS OF EACH PARTNER QRGANIZATION AND SQUGHT

SUPPORT FROM EACH TO FACILITATE THE CHNA PROCESS. ASSISTANCE FROM PARTNER

ORGANIZATICNS INCLUDED SPREADING THE WORD ABOUT THE ASSESSMENT,

DISTRIBUTING AND COLLECTING COMMUNITY SURVEYS, PROVIDING SPACE AND
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Schedule H {(Form §90) 2015 NORTHWEST HOSPITAL CENTER, INC. 52-1372665 Page7
|Part V' | Facility Information {continued)

Section C, Sup lemental Information for Part V, Section B. Provide descriptions required for Part V, Section B, lines 2, 3j, 5, 6a, 6b, 7d, 11. 13b,
13h, 15e, 16i, 18d. 19d, 20e, 21c, 21d, 22d, 23, and 24. If applicable, provide separate descriptions for each hospltal facility in afamhty reporting
group, ci‘lf‘sngnat?c'l byI facility reporting group letter and hospital facility line number from Part V, Section A{*A, 1," "A, 4," "B, 2" "B, 3," et¢) and
name of haspital facility.

ALLOCATING MEETING TIME FOR GATHERING COMMUNITY INPUT ON HEALTH NEEDS AND

OFFERING CONSISTENT SUPPORT FOR OTHER TASKS AS NEEDED. IN ADDITION,

PARTNERS CONTRIBUTED FEEDBACK AND PARTICIPATED IN THE PRIORITIZATION OF

COMMUNITY HEALTH NEEDS.

FEEDBACK FROM INDIVIDUAL HOSPITAIL DEPARTMENTS. THngPﬁg”JICE CONTINUES

AND OFFERS ADDITIONAL CLINICAL, INPUT IDENTIFYING PRIORITIZING NEEDS.

CLINICAL INPUT IS DERIVED FROM THE TREATMENT;ﬂg IENTS AND INTERACTIONS

WITH BOTH PATIENTS AND THEIR FAMILIES OR CAREGIVERS. FOR EXAMPLE,
—

HOSPITAL DEPARTMENTS PROVIDING COMMUNITE“.EghFIT SERVICES CONTINUE TO
- 4

CONDUCT ROUTINE ASSESSMENTS OF PATIEN COMMUNITY NEEDS RESULTING FROM

™

DAY-TO-DAY EXPERIENCES WITH POEUQE@%B&hGROUPS SERVED BY THE HOSPITAL.

“

LIFEBRIDGE HEALTH ALSO U ﬁﬁgﬁR SURVEYS AND IN-PERSON FEEDBACK FROM THE

COMMUNITY. PAPER sm&ﬁ -H%RE DISTRIBUTED AT COMMUNITY EVENTS, MEETINGS

AND FAIRS. THE C T WORKED WITH LOCAL PARTNERS TQ PARTICIPATE IN SIX

‘b\

FACE-TO-FACE &Y FEEDBACK SESSIONS. FEEDBACK SESSIONS WERE OPEN TO

THE GENERAL P&E&IC INCLUDING RESIDENTS AND REPRESENTATIVES FROM LOCAL

COMMUNITY-BASED ORGANIZATIONS, PLACES OF WORSHIP, SCHOOLS, ETC. COMMUNITY

MEMBERS AND STAKEHOLDERS LEARNED ABQUT THE FEEDBACK SESSIONS THROUGH a

VARIETY OF MECHANISMS INCLUDING PAPER FLYER DISTRIBUTION, E-MAIL NOTICES,

EVENT POSTINGS ON COMMUNITY CALENDARS, ANNOUNCEMENTS AT COMMUNITY MEETINGS

AND GATHERINGS, AND THROUGH WORD OF MOUTH.
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Schedule H (Form 890} 2015 NORTHWEST HOSPITAL CENTER, INC. 52-1372665 Page7
art Facility Information continyeq

Section C, Supglernental Information for Part V, Section B. Provide descriptions required for Part V, Section B, lines 2, 3j, 5, 6a, 6b, 7d, 11, 13b,
13h, 15e, 16i, 18d, 19d, 20e, 21c, 21d, 22d, 23, and 24, |{ applicable, provide separate descriptions for each hospital facility in a facility reporting
group, designated by facility reporting group letter and hospital facility line number from Part V, Section A ("A, 1," "A, 4" "B, 2" "B, 3," etc.) and
name of hospital facility.

NORTHWEST HOSPITAL CENTER, INC.:

PART V, SECTION B, LINE 6A: NORTHWEST HOSPITAL CENTER, INC. IS INCLUDED

IN THE COMMUNITY HEALTH NEEDS ASSESSMENT (CHNA) OF LIFEBRIDGE HEALTH, INC.

LIFEBRIDGE HEALTH, INC.'S CHNA ALSO INCLUDES RELATED HOSPITAL FACILITIES,

SINAI HOSPITAL OF BALTIMORE, INC. AND LEVINDALE HEBREW GERIATRIC CENTER

AND HOSPITAL, INC.

NORTHWEST HOSPITAL CENTER, INC.:

o7
PART V, SECTION B, LINE 7D: COPIES QOF THE CHN@ DISTRIBUTED TO KEY
"K -

COMMUNITY PARTNERS. B Y »
r___ "

; y
NORTHWEST HOSPITAL CENTER, INC. N
L M

i
L
s =

HTTP://WWW.LIFEBRIDGEHEALTH%BR@%ﬁ?LOADS/PUBLIC/DOCUMENTS/COMMUNITY%20HEALTH

/2015/2015CHNAFINAL.PDF .
X i a

# ; :__.:_ﬁ.'-'.-. .}'
A

NORTHWEST HOMMER, INC. :

PART V, SECTI&ﬁtBJ LINE 11: UPON EVALUATING THE RESULTS FROM SURVEYS,

COMMUNITY INPUT SESSIONS AND PUBLIC HEALTH DATA, THE CHNA TEAM PRIORITIZED

DIABETES AS THE COMMUNITIES TOP HEALTH NEED FOLLOWED CLOSELY BY HEART

DISEASE. THE CHNA TEAM, IN CONSULTATION WITH THE DIRECTOR OF POPULATION

HEALTH DECIDED TQO CONTINUE TQ FOCUS ON HEART DISEASE AND DIABETES BY

FURTHER DEVELOPING THEIR PREVIQUS HEALTH IMPROVEMENT PROJECT CHANGING

HEARTS. THE PROGRAM IMPROVES THE CARDIOVASCULAR HEALTH OF INDIVIDUALS IN

THE COMMUNITY THAT ADDRESSES PREVENTION AND WELLNESS FOR CLIENTS THAT ARE
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Schedule H (Form 990) 2015 NORTHWEST HOSPITAL CENTER, INC. 52-1372665_Page?
[Part V| Facility information continyed)

Section C. Supplemental Information for Part V, Section B. Provide descriptions required for Part V, Section B, lines 2, 3j, 5, 6a, 6b, 7d, 11, 13h,
13h, 15e, 16i, 18d, 19d. 20e, 21¢, 21d, 22d, 23, and 24, If applicable, provide separate descriptions for each hospltal Iactlity mafaclllty reporting
group, designated by facility reporting group letter and hospital facility line number from Part V, Section A (A, 1,""A, 4" "B, 2" "8, 3.7 etc) and

_ name of hospital facility.

PRE-HYPERTENSIVE. THE NURSE AND COMMUNITY HEALTH WORKER-MODEL ENABLES CHP

TO HELP PARTICIPANTS IDENTIFY WELLNESS STRATEGIES RELATED NOT ONLY TO

THEIR CLINICAL STATUS, BUT ALSO THEIR SOCIAL NEEDS DURING IN-HOME

ASSESSMENTS. PARTICIPANTS ARE MONITORED BASED ON AN INDIVIDUALIZED AND

MUTUALLY AGREED UPON PLAN OF CARE. THEY RECEIVE ASSISTANCE IN OBTAINING

ACCESS TO CARE, MAINTAINING HEALTHY LIFESTYLES, AND THE CLI ASPECTS

OF HEALTH MAINTENANCE.

ALTHOUGH THE FOLLOWING HEALTH NEEDS WERE NOT PRI ITIZED BY THE COMMUNITY

HEALTH NEEDS ASSESSMENT AS SUBJECTS FOR NEW C Y HEALTH IMPROVEMENT

PROJECTS (CHIP), THEY REMATN AN IMPORTANT_Q@égERH FOR COMMUNITY RESIDENTS

COMMUNITY NEEDS CAN BE ADDRESSED ANP~TWAT DIFFICULT CHOICES MUST BE MADE

TQ0 PROPERLY ALLOCATE LIMITED RES‘:J:Hﬁ TO THE AREAS OF GREATEST NEED.

FORTUNATELY, THE RESULTS OEJ&Hﬁh@EMMUNITY HEALTH NEEDS ASSESSMENT REVEAL

THAT SERVICES OFFERED BYEEQRT ST AS WELL AS ITS PARENT ORGANIZATION,

LIFEBRIDGE HEALTH, AI&%;EEFE*ALIGNED WITH THE FOLLOWING COMMUNITY HEALTH

NEEDS THAT WERE NO%ﬁg;}ECTED AS THE FQCUS OF THE CHIP.

o ,\.k_')
CANCER .

CANCER IS THE SECOND LEADING CAUSE OF DEATH IN BALTIMORE COUNTY AND A

SIGNIFICANT HEALTH CONCERN IN THE RANDALLSTOWN COMMUNITY SURROUNDING

NORTHWEST HOSPITAL ACCORDING TO SURVEY RESPONDENTS AND FEEDBACK SESSION

PARTICIPANTS. DURING THE FEEDBACK SESSIONS IN PARTICULAR, PARTICIPANTS

CITED CANCER, SPECIFICALLY BREAST CANCER, AS BOTH A TOP CAUSE OF DEATH AND

TOP HEALTH CONCERN FOR WHICH SCREENINGS AND EDUCATION WAS NEEDED.
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Schedule H (Form 990) 2015 NORTHWEST HOSPITAL CENTER, INC. 52-1372665 Page?
{Part V| Facility Information onsinueq

Section C. Supplemental Information for Part V, Section B. Provide descriptions required for Part V, Section B, lines 2, 3j, 5, 6a, 8b, 7d. 11, 13b.
13h, 15e, 16i, 18d, 19d, 20e, 21c, 21d, 22d, 23, and 24. If applicable, provide separate dascriptions for each hospita! facility in a facility reporting
group, designated by facility reporting group letter and hospital facility line number from Part V, Section A (*A, 1, "A, 4," "B, 2" "B, 3," etc.) and
name of hospital facility.

THE LIFEBRIDGE HEALTH ALVIN & LOIS LAPIDUS CANCER INSTITUTE OFFERS

ADVANCED SPECIALIZED CARE IN ALL AREAS OF CANCER DIAGNOSIS AND TREATMENT.

CANCER TREATMENT CENTERS AND PROGRAMS ADDRESS SEVERAL DISEASE CONDITIONS

AND PROVIDES SUPPORTIVE SERVICES AND PERSONAL DEVELOPMENT AND ENRICHMENT

OPPORTUNITIES FOR PATIENTS UNDERGOING CANCER TREATMENT. INTEGRATED

THERAPIES DESIGNED TO RELIEVE ANXIETY AND PROMOTE SOCIALIZ ARE A FEW

OF THE SUPPORT SERVICES PROVIDED ACROSS LIFEBRIDGE HEAIL FREEDOM TO

TREACH, BREAST

SCREEN PROGRAM AT NORTHWEST HOSPITAL PROVIDES comc%i"rv

CANCER EDUCATION, SCREENINGS AND EXAMS, MAMMOG 5 AND FOLLOW-UP

DIAGNOSTIC PROCEDURES FOR LOWER-INCOME, UNINS : UNDER-INSURED WOMEN
3N

N
IN BALTIMORE COUNTY AND CITY. THE GOAL OF THE PROGRAM IS TO PROVIDE WOMEN

WITH THE RESOURCES THEY NEED TO INCREASE
a1

EﬁrﬁsISTANCE TO WOMEN WHO MAY NEED

PREVENTION AS WELL AS OFFER ADDITION

W FEARS OF A DIAGNQOSIS AND DEVELOP A

EMOTIONAL: SUPPORT TO DEAL WITH*THL;;L
L

ROAD TO RECOVERY. % 3

P,
ALCOHOL/SUBSTANCE ABUEQ_‘%E» BEHAVIORAL

HEALTH THE CHNA'S ggbﬁ?ﬁb THAT DRUG AND ALCOHOL ABUSE IS A TOP COMMUNITY

HEALTH NEED m&msws COMMUNITY WAS CONSISTENT WITH CONCERNS VOICED

3
BY COMMUNITY RESIDENTS DURING THE 2012 CHNA PROCESS. ALSO AT 2015

COMMUNITY FEEDBACK SESSIONS PARTICIPANTS SPOKE ABOUT THEIR CONCERN OVER

THE NEED FOR MENTAL HEALTH SERVICES AND COMMUNITY EDUCATION T0QO 'TRY TO

COMBAT THE BIAS AND STIGMA AGAINST USING SUCH SERVICES.

LIFEBRIDGE HEALTH'S DEPARTMENT OF PSYCHIATRY HAS EXPERTISE IN SERVING

THOSE WITH BEHAVIORAL HEALTH DIAGNOSES AND IS WORKING WITH THE POPULATION

HEALTH DEPARTMENT TO INTEGRATE SERVICES IN NEW SETTINGS TO INCREASE ACCESS
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Schedule H (Form 990) 2015 NORTHWEST HOSPITAL CENTER, INC. 52-1372665 Page7
art Facility Information ¢oniinyeq)

Section C. Supplemental Information for Part V, Section B. Provide descriptions required for Part V, Section B, lines 2, 3j. 5, 6a, 6b, 7d, 11, 13b,
13h, 15e, 16i, 18d, 19d, 20e, 21c, 21d, 22d, 23, and 24. If applicabla, provide separate descriptions for each hosprtal facnllty mafac:llty reporting
group, cg?‘s:gnat?cfl by facility reporting group letter and hospital facility line number from Part V, Section A ("A, 1, "A, 4" "B, 2" "B, 3," eic) and
name of hospital facility.

FOR PATIENTS, AS WELL AS PROVIDERS TO CREATE AN INTEGRATED SYSTEM TO

BETTER SERVE THE POPULATION. SEVERAL STRATEGIES INCLUDE IDENTIFIED

PROCESSES TO IMPROVE CARE COORDINATION FOR PATIENTS WITH BEHAVIORAL HEALTH

CARE _NEEDS AND ENSURE THAT ALL PATIENTS WITH SUCH NEEDS ARE APPROPRIATELY

SCREENED, DIAGNOSED, REFERRED TO TREATMENT, AND MONITORED FOR COMPLIANCE

WITH TREATMENT RECOMMENDATIONS AND RECOVERY.

ULTIMATELY, LEH AIMS TO INCORPORATE COMPREHENSIVE QgﬁL;%E“OF LIFE

ASSESSMENT TOOLS, IN ORDER TO ADDRESS THE FOUR Hﬁﬁﬁb OF HEALTH

l'

IDENTIFIED BY THE WORLD HEALTH ORGANIZATION:

ANDARDIZED PATHWAYS TO
=
APPROPRIATELY FOLLOW-UP ON SCRQE@‘ RESULTS TO ENSURE THAT PATIENTS

AT THE SISTER HOSPITALS TO ESTABLI%?

RECEIVE THE CARE THEY NEED -&N ﬁ@ING INTENSIVE CARE EXTERNAL TO NORTHWEST

IF NECESSARY. AS PART OnggE‘%ﬁhE COORDINATION DESCRIBED ABOVE, THE USE OF

TECHNOLOGY IS BEING Fﬁégg?E’TO SHARE A LIMITED RESQOURCE ACROSS MULTIPLE

SETTINGS IN ORDER MOVIDE ACCESS FOR PATIENTS IN VARIOUS SETTINGS. THE

TELEPSYCHIATR%ﬁﬁdhﬂﬁ'IS STARTING WITHIN THE EMERGENCY DEPARTMENTS AT SINAI

AND NORTHWEST EQﬁPITALS IN MID-MARCH 2016. THROUGH VIDEOQO-BASED TECHNOLOGY,

PATIENTS (NOT IN CRISIS BUT IN NEED OF PSYCHIATRIC CONSULTS IN THE ED)

WILL BE ABLE TO USE A WEB-BASED TOOL TO CONNECT DIRECTLY WITH PROVIDERS.

INITIAL FINDINGS OF THIS TECHNOLOGY SHOW A HUGE INCREASE IN PATIENT

SATISFACTION FOR THIS SUB-POPULATION DUE TO EASE OF USE AND ACCESSIBILITY

OF BEHAVIORAL HEALTH PROVIDERS. THE SECOND PHASE OF THE PILOT WILL EXPAND

THESE SERVICES INTC THE PRIMARY CARE SETTING WITH PLANS FOR FULL

IMPLEMENTATION FOR A BROADER PATIENT POPULATION BY END OF 2016 OR EARLY
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Schedule H {Form 990) 2015 NORTHWEST HOSPITAL CENTER, INC. 52-1372665 Page?
[Part V | Facility Information confinyeq)

Section C. Supplemental Information for Part V, Section B. Provide descriptions required for Part V, Section B, lines 2, 3j, 5, 6a, 6b, 7d, 11, 13b,
13h, 158, 16i, 18d, 19d, 20e, 21c, 21d, 22d, 23, and 24. If applicable, provide separate descriptions for each hospital facility in a facifity reporting
group, designated by facility reporting group letter and hospital facility line number from Part V, Section A ("A, 1,” "A, 4," "B, 2" 'B, 3," etc) and
name of hospital facility.

2017.

VIQLENCE

BASED ON NORTHWEST SURVEY RESPONDENTS' RANKINGS, VIOLENCE WAS THE 5TH

HIGHEST HEALTH CONCERN. HOWEVER, FEEDBACK SESSION PARTICIPANTS DID NOT

THINK IT IS SUCH A MAJOR CONCERN IN NORTHWEST HOSPITAL'S COggﬁﬁHTIES BUT

% ¥OUTH VIOLENCE

o, N, o
AWARD IN RECOGNITION FOR Pﬁg? ‘?*-CE IN YIELDING HIGH LEVEL SAFETY,

N 4
COUNSELING, SUPPORT SERV S, “AND EMPOWERMENT TO PEOPLE WHO MAY BE IN
&

HIGHLY DANGEROUS SIT . PROVIDING NEARLY HALF OF ALL LETHALITY

NN
ASSESSMENT SCREENI@?& ;T PARTICIPATING MARYLAND HOSPITALS. DOVE PROVIDES
24/7 ACCESSI%;%;&EEQEQ HAS FORMALLY CONNECTED WITH THE BALTIMORE COUNTY

AND CITY LAW EEEORCEMENT TEAMS TQO PROVIDE SUPFORT FOR THOSE IN THE

COMMUNITY, NOT NECESSARILY SEEN WITHIN THE HOSPITAL.

NORTHWEST HOSPITAL CENTER, INC.

PART V, SECTION B, LINE 16A:

HTTP://WWW.LIFEBRIDGEHEALTH.ORG/NORTHWEST/NORTHWESTBILLINGANDFINANCIALCONSI

DERATIONS.ASPX
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Schedule H (Form 930) 2015 NORTHWEST HOSPITAL CENTER, INC. 52-1372665 pPage7
[PartV | Facility Information (confineq)

Section C, Supplemental Information for Part V, Saction B. Provide descriptions required for Part V, Section B, lines 2, 3j, 5, 6a, 6b, 7d, 11, 13b,
13h, 15e, 16i, 18d, 19d, 208, 21c, 21d, 22d, 23, and 24. If applicable, provide separate descriptions for each hospltal faclllty in a facil |ty reportmg
group, desugnated by facility reporting group letter and hospital facility line number from Part V, Section A ("A, 1," "A, 4,” "B, 2" "B, 3," elc) and
name of hospital facility.

NORTHWEST HOSPITAL CENTER, INC.:

PART V, SECTION B, LINE 20E: NORTHWEST HOSPITAL CENTER, INC. PROVIDES

SERVICES WITHOUT CHARGE OR AT AMOUNTS LESS THAN ITS ESTABLISHED REGULATED

RATES, TO PATIENTS WHO MEET THE CRITERIA OF ITS CHARITY CARE POLICY. IT

DOES NOT PURSUE THE COLLECTIQON OF AMOUNTS DETERMINED TO

CARE AND THOSE AMOUNTS ARE NOT REPORTED AS REVENUE. THEH;é“ RRIA CONSIDER

GROSS INCOME AND FAMILY SIZE ACCORDING TO CURRENT FébERF'OVERTY

GUIDELINES. TO QUALIFY, THE PATIENT MUST SHOW PRQ%? OF INCOME 300% OR LESS

OF THE FEDERAL POVERTY GUIDELINES. A SLIDING s@wﬁls USED TO DETERMINE
%

ELIGIBILITY FOR THOSE WHOSE INCOME EXCEEDS_&QS}." ELIGIBILITY IS CALCULATED
. —

BASED ON THE NUMBER OF PEOPLE LIVING I OUSEHOLD. THE PROGRAM COVERS
-

UNINSURED, UNDER-INSURED AND PATIE%?:' REILITY AFTER INSURANCE(S) PAY.
3

APPROVALS ARE GRANTED FOR A SIQ_@ELVE MONTH PERIOD OF TIME AND

N

PATIENTS ARE ENCOURAGED TO @—%_&_Y FOR CONTINUED ELIGIBILITY.

=X
[

NORTHWEST HOSPITAnggER INC. :

}.

PART V, SECTMNE 22D: CHARGES FOR ALL PATIENTS ARE STATE REGULATED.

SERVICES ARE Qﬁ%ﬂGED TO ALL PATIENTS AT THE SAME RATE. CHARGES FOR

INDIVIDUALS FOUND ELIGIBLE FOR FAP BASED ON 300% OR LESS OF THE FEDERAL

POVERTY LEVEL (FPL) ARE WRITTEN-QFF IN FULL TO FAP (THERE IS NO PATIENT

LIABILITY). CHARGES FOR INDIVIDUALS FOUND ELIGIBLE FOR FAP BASED ON THE

HSCRC'S FINANCIAL HARDSHIP CRITERIA OF 301%-500% OF FPL ARE CHARGED 25% OF

THE ANNUAL HOUSEHOLD INCOME PER THE HSCRC'S FINANCIAL HARDSHIP CRITERIA.

THE DIFFERENCE BETWEEN THE TOTAL CHARGES AND THE CALCULATED 25% OF THE

ANNUAL HOUSEHOLD INCOME IS WRITTEN OFF TO FAP.
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Schedula H (Form 990} 2015 NORTHWEST HOSPITAL CENTER, INC. 52-1372665 Page?
art Facility Information ;onsineq)

Section C. Supglemental Information for Part V, Section B. Provide descriptions required for Part V, Section B, lines 2, 3j. 5, 6a, 6b, 7d, 11, 13b
13h, 15e, 16i, 18d, 19d, 20e, 21¢, 21d, 22d, 23, and 24. |f applicable, provide separate descriptions for each hospital facility in a facility reporting
group, designated by facility reporting group letter and hospital facility line number from Part V, Section A ("A, 1,* *A, 4," "B, 2" "8, 3," etc) and
name of hospital facility.

NORTHWEST HOSPITAL CENTER, INC.:

PART V, SECTION B, LINE 24: ONLY THOSE PATIENTS APPROVED RETROSPECTIVELY

DETERMINED ELIGIBLE AFTER THE DATE OF SERVICE)} WOULD HAVE BEEN CHARGED AT

THE FULL ESTABLISHED RATES. ONCE ELIGIBILITY IS DETERMINED GES WOULD

THEN BE ADJUSTED IN ACCORDANCE WITH THE CHARITY CARE PO

ABOVE. %::;;

SPECIFIED
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Schedule H (Form 990) 2015 NORTHWEST HOSPITAL CENTER, INC. 52-1372665 Pages
art Facility Information (onfinyaq)
Section D. Other Health Care Facilities That Are Not Licensed, Registered, or Similarly Recognized as a Haspital Facility

{list in order of size, from largest to smallest)

How many nonhospital health care facilities did the organization operate during the tax year? 0

Name and addrass Type of Facility (describe)

<
\){a—
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Schedule H (Form 990) 2015 NORTHWEST HOSPITAL CENTER, INC. 52-1372665 Pages
art VI | Supplemental Information

Provide the following information.

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

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 financiat
assistance policy.

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

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

funds, etc.).

6 Affiliated health care system. If the organization is part of an affiliated health care system, describe the respectiv: 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, o rganization, files a

community benefit report.

PART I, LINE 3C: fgﬁi}

N
WITHOUT CHARGE OR AT AMOUNTS

S

' WHO MEET THE CRITERIA OF ITS

NORTHWEST HOSPITAL CENTER, INC. PROVIDES C

LESS THAN ITS ESTABLISHED RATES, TO PA

CHARITY CARE POLICY. IT DOES NOT PU HE COLLECTION OF AMOUNTS

RS H

w,
DETERMINED TO aRE AND THOSE AMOUNTS ARE NOT REPORTED

QUALIFY AS CHARIJY(

AS REVENUE. THE CRITERIA Fqgic ] TY CARE CONSIDER GROSS INCOME AND FAMILY

SIZE ACCORDING TO CURRENT. FED POVERTY GUIDELINES. PATIENTS WITH AN

ANNUAL INCOME UP TO mgﬁ‘mf THE FEDERAL POVERTY LEVEL MAY HAVE 100% OF
= e

THEIR HOSPITAL BIL COVERED BY FINANCIAL ASSISTANCE. TO QUALIFY, THE

%

PATIENT MUST \ OF OF INCOME 300% OR LESS OF THE FEDERAL POVERTY
o

GUIDELINES. PREEENTS SLIGHTLY ABOVE 300% ANNUAL INCOME MAY HAVE A PORTION

OF THEIR MEDICAL BILLS COVERED BY FINANCIAL ASSISTANCE BASED ON A SLIDING

SCALE. ELIGIBILITY IS CALCULATED BASED ON THE NUMBER OF PEOPLE LIVING IN

THE HOUSEHOLD.

PART I, LINE 7:

MARYLAND'S REGULATORY SYSTEM CREATES A UNIQUE PRQCESS FOR HOSPITAL PAYMENT

THAT DIFFERS FROM THE REST OF THE NATION. THE HEALTH SERVICES COST REVIEW
5320991 1:05E 1S Schedule H (Form 990} 2015
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COMMISSION (HSCRC) DETERMINES PAYMENT THROUGH A RATE-SETTING PROCESS AND

ALL PAYORS, INCLUDING GOVERNMENTAL PAYCRS, PAY THE SAME AMOUNT FOR THE

SAME SERVICES DELIVERED AT THE SAME HOSPITAL. MARYLAND'S UNIQUE ALL-PAYOR

SYSTEM INCLUDES A METHOD FOR REFERENCING UNCOMPENSATED CARE IN EACH PAYORS

RATES, WHICH DQES NOT ENABLE MARVLAND HOSPITALS TO BREAK-QUT ANY

OFFSETTING REVENUE RELATED TO UNCOMPENSATED CARE. THE COST OF RENDERING

SERVICES FQR MEDICAL ASSISTANCE PATIENTS IS EQUAL TO MEDICAID BEVENUES IN

MARYLAND. THUS, THE NET EFFECT IS ZERO. THE EXCEPTION TO THI% I§ THE

IMPACT ON THE HOSPITAL OF ITS SHARE OF THE MEDICAIDfﬁ£S§S T. IN RECENT

YEARS, THE STATE OF MARYLAND HAS CLOSED FISCAL GAPS%@Q;&HE STATE MEDICAID

BUDGET BY ASSESSING HOSPITALS THROUGH THE RATE—@;NG SYSTEM.
[ 3
I <

N
e 1
L ™
W W

PART I, LINE 7A - I: iﬁi%\

THE FOLLOWING COSTING METHODOLOGIES g@s’}zn TOQ CALCULATE LINES 7A

THROUGH 7I ON THE COMMUNITY BENEF};&_EP{{)RT.

OFFSETTING REVENUE - REVENﬁ&gE%BM THE ACTIVITY DURING THE YEAR THAT

"

OFFSETS THE TOTAL COMMUN TY&BENEFIT EXPENSE OF THAT ACTIVITY, IT INCLUDES
T % 7

ANY REVENUE GENE %THE ACTIVITY OR PROGRAM, SUCH AS A PAYMENT OR

REIMBURSEMENT FQE%E%' CES PROVIDED TO PROGRAM PATIENTS. OFFSETTING
F

REVENUE INCL@J RESTRICTED GRANTS OR CONTRIBUTIONS USED TO PROVIDE A

COMMUNITY BENEF%T, BUT DOES NOT INCLUDE UNRESTRICTED GRANTS OR

CONTRIBUTIONS THAT THE ORGANIZATION USES TO PROVIDE COMMUNITY BENEFIT. _

DIRECT COSTS - DIRECT COSTS INCLUDE SALARIES, EMPLOYEE BENEFITS, SUPPLIES,

INTEREST ON FINANCING, TRAVEL AND OTHER COSTS THAT ARE DIRECTLY

ATTRIBUTABLE TO THE SPECIFIC SERVICE AND THAT WOULD NOT EXIST IF ‘THE

SERVICE OR EFFORT DID NOT EXIST.

Schedule H (Form 990)
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INDIRECT COSTS - INDIRECT COSTS ARE COSTS NOT ATTRIBUTED TQ PRODUCTS

AND/OR SERVICES THAT ARE INCLUDED IN THE CALCULATION OF COSTS FOR

COMMUNITY BENEFIT. THESE COULD INCLUDE, BUT ARE NOT LIMITED TQ, SALARIES

FOR HUMAN RESOURCES AND FINANCE DEPARTMENTS, INSURANCE AND OVERHEAD

EXPENSES.

Bl

PART II, COMMUNITY BUILDING ACTIVITIES: qf'g ﬁ
N
3

DECISIONS REGARDING THE SELECTION OF COMMUNITY NEEQgﬁﬂgiégbﬂhSS DEPEND ON

THE HOSPITAL DEPARTMENTS INVOLVED AND THE CONSTITUEEgégﬁ THEY SERVE.

ey

RES S

DECISIONS MAY ALSO INVOLVE HOW THE COMMUNITY ASS MENT WAS DONE, AND FOR

QNQUCTS DISASTER DRILLS

WHAT PURPOSE. EACH YEAR, NORTHWEST HOSPITAL

PROVIDES DISASTER READINESS EDUCATION, AND RURCHASES SUPPLIES IN ORDER TO
i

&
PREPARE AND RESPOND TO LOCAL AND STHQ%@E&?RGENCIES. THE HOSPITAL ANNUALLY

REVIEWS PREPAREDNESS STRATEGIES TtgﬁggﬁhE THAT THEY RESPOND TO COMMUNITY

NEEDS AND ALIGN WITH DISAST%BLigéggﬁEDNESS PRIORITIES OUTLINED BY THE
r %

MARYLAND DEPARTMENT OF HEAL%H&&ﬁD MENTAL HYGIENE'S OFFICE OF PREPAREDNESS
e

AND RESPONSE. DURING @Ygﬂl? THE HOSPITAL CONDUCTED SEVERAL CODE ORANGE
- N

DRILLS TO PREPARE gqgﬂ%g§ENTIAL LOCAL HAZMAT SITUATIONS AND PARTICIPATED
- ]

IN A NATIONAL DI%%E%ERFMEDICAL SYSTEM DRILL. DISASTER PREPAREDNESS FUNDS
r

ALSO SUPPORTEgéinuﬁhTIONAL PROGRAMS AND SUPPLY ACQUISITION TO ENSURE THAT

THE HOSPITAL IS EQUIPPED AND PREPARED TO PROVIDE IMMEDIATE QUALITY CARE TO

PATIENTS AND COMMUNITY RESIDENTS IN THE FACE OF EMERGENCIES.

PART III, LINE 2:

BAD DEBT EXPENSE IS ESTIMATED BY USING HISTORICAL RATES FOR EACH PAYOR AND

THE LENGTH OF TIME THE RECEIVABLE HAS BEEN OUTSTANDING. THESE RATES ARE

REVISITED FROM TIME TO TIME AND ADJUSTED WHEN DEEMED APPROPRIATE. ANY
Schedule H {Farm 990)
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ADDITIONAL RESERVES ARE DETERMINED BY THE HOSPITAL'S EXECUTIVES.

PART III, LINE 3:

TO CALCULATE THE AMOUNT OF THE ORGANIZATIONS BAD DEBT EXPENSE ATTRIBUTABLE

TO PATIENTS ELIGIBLE UNDER THE FINANCIAL ASSISTANCE POLICY THE TOTAL BAD

DEBT EXPENSE ATTRIBUTABLE TO PATIENTS WAS USED. THIS TOTAL AMOUNT WAS

THEN MULTIPLIED BY THE CALCULATION OF RATIQO OF PATIENT CARE COSTS TO

CHARGES. THE RATIO OF PATIENT CARE COSTS TO CHARGES WAS

TAKING PATIENT CARE COSTS AND DIVIDING THIS BY THE

PATIENT CARE COSTS WERE CALCULATED BY TAKING TOTAL ERhTING EXPENSES OF

THE ENTITY AND REMOVING ALL NONPATIENT CARE ACT@IES AND COMMUNITY
<

BENEFIT AND BUILDING EXPENSES. "'33 b Y

r

N
50, =
v

PART III, LINE 4: e
THE PREPARATION OF CONSOLIDATED F“;@;ﬁ\L STATEMENTS, IN CONFORMITY WITH

U.S. GENERALLY ACCEPTED ACCO GPRINCIPLES, REQUIRES MANAGEMENT TO MAKE

ESTIMATES AND ASSUMPTIONS. 3@%‘£ATIENT ACCOUNTS ARE HANDLED CONSISTENTLY

AND APPROPRIATELY Tolgaf MIZE CASH FLOW AND TO IDENTIFY BAD DEBT ACCOUNTS

TIMELY. ACTIVE AqgggyﬁﬁghﬂE CONSIDERED BAD DEBT ACCOUNTS WHEN THEY MEET

SPECIFIC COLLECT;Q@%@E%IVITY GUIDELINES AND/OR ARE REVIEWED BY THE
F 2

APPROPRIATE MGEEENT AND DEEMED TO BE UNCOLLECTIBLE. EVERY EFFORT IS

MADE TO IDENTIF§ AND PURSUE ALL ACCOUNT BALANCE LIQUIDATION OPTIONS

PAYMENT ARRANGEMENTS, MEDICAID ELIGIBILITY AND FINANCIAL ASSISTANCE. THIRD

PARTY RECEIVABLE MANAGEMENT AGENCIES PROVIDE EXTENDED BUSINESS OFFICE

SERVICES AND INSURANCE OUTSOURCE SERVICES TO ENSURE MAXIMUM EFFORT IS

TAKEN TO RECOVER INSURANCE AND SELF-PAY DOLLARS BEFORE TRANSFER TO BAD

DEBET. CONTRACTUAL ARRANGEMENTS WITH THIRD PARTY COLLECTION AGENCIES ARE
Schedule H [Form 990)
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USED TO ASSIST IN THE RECOVERY OF BAD DEBT DOLLARS AFTER ALL INTERNAL

COLLECTION EFFORTS HAVE BEEN EXHAUSTED. IN SO DOING, THE COLLECTION

AGENCIES MUST OPERATE CONSISTENTLY WITH NORTHWEST HOSPITAL CENTER'S GOAL

OF MAXIMUM BAD DEBT RECOVERY AND STRICT ADHERENCE WITH FAIR DEBT

COLLECTIONS PRACTICES ACT (FDCPA) RULES AND REGULATIONS, WHILE MAINTAINING

POSITIVE PATIENT RELATIONS. SEE AUDITED FINANCIAL STATEMENTS PAGE 15.

PART III, LINE 8:

TOTAL REVENUE RECEIVED FROM MEDICARE (DSH & IME)} - ALLOWABLE

COSTS ARE DERIVED FROM THE ANNUAL MEDICARE COST REPgRT,ITHE INPATIENT

ROUTINE COSTS ARE DERIVED FROM THE STEP-DOWN ME%?QLOGY BASED ON ACCEPTED
&

ST FOR EACH PAYOR TYPE.

STATISTICAL ALLOCATION WITH A UNIFORM PER DI
%

THE ANCILLARY MEDICARE ALLOWABLE COQOSTS IALLY DERIVED FROM THE

F
STEP-DOWN METHODOLOGY BUT ARE ALLOCA' ﬂ\fb THE PAYOR TYPES BASED ON THE

r Ay

RATIO OF COST TO CHARGE FOR EACH EPE;\OR}.‘"
r 9P

L

w - J

g =
. N
PART III, LINE 9B: .

PATIENTS CAN BE DETERMENEﬁ.iLIGIBLE FOR FINANCIAL ASSISTANCE (F.A.)
b

PROSPECTIVELY OR RE&:?%EECTIVELY. THE F.A. ELIGIBILITY PERIQD EXPIRES ONE

YEAR FROM THE MO . GIBILITY IS APPROVED FOR MEDICALLY NECESSARY
nr

SERVICES. TH&%E#TIﬁNT IS ASEED TC PROVIDE THE F.A. APPROVAL LETTER FOR

SERVICES PROVIDED WITHIN THE ELIGIBILITY PERIOD. THE HOSPITAL WILL MAKE

EVERY EFFORT TO IDENTIFY PATIENTS ELIGIBLE FOR F.A., ALTHOUGH HOSPITAL

SYSTEMS DO NOT ALLOW FOR THIS TO BE AUTOMATED. BALANCES APPROVED FOR

FINANCIAL ASSISTANCE ARE WRITTEN-OFF TO A ZERO BALANCE AND THEREFORE NOT

PURSUED BY INTERNAL COLLECTION PROCESSES OR THIRD PARTY AGENCIES. BALANCES

ALREADY PLACED WITH THIRD PARTY AGENCIES ARE WRITTEN-OFF TO A ZERO BALANCE

AND THE ACCOUNTS ARE CLOSED AND RETURNED BY THE THIRD PARTY AGENCY.
Schedule H {Form 950)
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PART VI, LINE 2:

THE CHNA TEAM WORKED WITH LOCAL PARTNERS TO PARTICIPATE IN SIX

FACE-TO-FACE COMMUNITY FEEDBACK SESSIONS. FEEDBACK SESSIONS WERE OPEN TO

THE GENERAL PUBLIC INCLUDING RESIDENTS AND REPRESENTATIVES FROM LOCAL

COMMUNITY-BASED ORGANIZATIONS, PLACES OF WORSHIP, SCHOOLS, ETC. COMMUNITY

MEMBERS AND STAKEHOLDERS LEARNED ABOUT THE FEEDBACK SESSIONS %oucn A

VARIETY OF MECHANISMS INCLUDING PAPER FLYER DISTRIBUTION, I LANOTICES,

S

EVENT POSTINGS ON COMMUNITY CALENDARS, ANNOUNCEMENT ITY MEETINGS

L.CO
AND GATHERINGS, AND THROUGH WORD OF MOUTH. DUE TO T! \‘FLT THAT THE

FEEDBACK SESSIONS WERE SCHEDULED TO OCCUR DURI?@EGULARL_Y SCHEDULED
&
ko -

COMMUNITY MEETINGS AT PARTNER ORGANIZATIONS, PARTICIPANTS HEARD ABQUT
THE_MEETING THROUGH ATTENDANCE AT PREVIOUE. INGS. THE FEEDBACK SESSIONS
>
Ny, 4
WERE AT LEAST ONE HOUR IN LENGTH. quﬁQAcn SESSION, CHNA TEAM MEMBERS

EXPLAINED THE CHNA PROCESS THUS M’* THE REASON FOR THE MEETING. THE

L]

‘iEEVIEWED THE 2012 CHNA OUTCOMES AND

FACILITATOR ON THE CHNA TEAM
" 4

INTRODUCED THE PROGRAM MANK&ER 'OF THE TWO COMMUNITY HEALTH IMPROVEMENT
-

PROJECTS THAT WERE DEVEL P. IN RESPONSE TO THE FINDINGS OF THE 2012 CHNA.
L ~

EACH PROGRAM MANAG GAVE A REPORT ON THE PROGRAM'S PURPOSE,

DEVELOPMENT AND § TO DATE. FOLLOWING THOSE PRESENTATIONS, THE

o

FACILITATOR ﬁé&éﬁTﬁb ON 2015 SURVEY FINDINGS, ASKED PARTICIPANTS FOR THEIR

OPINIONS ON WHA% THE SURVEYS INDICATED AND FOR INPUT ON HOW TO PRIORITIZE

AND ADDRESS IDENTIFIED NEEDS. PARTICIPANTS OFFERED IDEAS FOR RESOURCES,

PARTNERS AND COMMUNITY HEALTH IMPROVEMENT PROJECT STRATEGIES. IN ORDER TO

PRIORITIZE COMMUNITY HEALTH NEEDS, THE CHNA TEAM FACILITATED A

MULTI-VOTING EXERCISE AT THE COMMUNITY FEEDBACK SESSIONS. EACH PARTICIPANT

USED THREE POST-IT NOTES AS THEIR BALLOTS FOR THE HEALTH NEEDS THAT THEY

PERCEIVED TO BE GREATEST. PARTICIPANTS WERE INSTRUCTED TO VOTE BY PLACING
Schedule H (Form 990)
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THE POST-IT NOTES ONTQ FLIP CHARTS POSTED AROUND THE MEETING ROCM. EACH

FLIP CHART WAS LABELED WITH 2 DIFFERENT HEALTH CONCERN, WHICH HAD BEEN

SELECTED BASED ON PRELIMINARY SURVEY RESULTS OF THE TOP 6 CAUSES OF DEATH

(SURVEY QUESTION 1) AND TOP 6 COMMUNITY HEALTH CONCERNS (SURVEY QUESTION

2) IDENTIFIED BY SURVEY RESPONDENTS. THE CHNA TEAM DECIDED TO PRESENT THE

SIX HEALTH CONDITIONS REPRESENTING EITHER TOP CAUSE OF DEATH OR TOP HEALTH

CONCERN TO MEETING PARTICIPANTS FOR THE VOTING EXERCISE. PARTICIPANTS WERE

ASKED TO PLACE THEIR THREE VOTES IN ANY DISTRIBUTION, WEI

i &,\_,
CONCERN WITH MORE THAN ONE VOTE, IF THEY WISHED; TH?E;C UL RLSO SUBMIT

WRITE-IN VOTES FOR HEALTH CONCERNS NOT POSTED. THRO%EEﬁ&HIS PROCESS OF

MULTI-VOTING, THE PRIOCRITIZATION OF HEALTH NEEDggEﬁg CLEARLY TDENTIFIED
f S

AND ENDORSED BY COMMUNITY STAKEHOLDERS, Pmm?w;mm RESIDENTS.

Fan % .

PART VI, LINE 3: “ % )

e

THE FOLLOWING DESCRIBES MEANS USED m'bRTHWEST HOSPITAL TO INFORM AND
T

s (o~
ASSIST PATIENTS REGARDING ELIE%E;PL&Y FOR FINANCIAL ASSISTANCE UNDER

GOVERNMENTAL PROGRAMS AND fﬁEkQBSPITAL'S CHARITY CARE PROGRAM. FINANCIAL

ASSISTANCE NOTICES, INCLﬂbI G_CONTACT INFORMATION, ARE POSTED IN THE
LW

BUSINESS OFFICE ] ETING. AS WELL AS POINTS OF ENTRY AND REGISTRATION

THROUGHOUT Tngygghﬁ; . PATIENT FINANCIAIL, SERVICES BROCHURE 'FREEDOM TO

CARE' IS AVAgiAﬁLE %0 ALL INPATIENTS. BROCHURES ARE ALSQO AVAILABLE IN ALL
e

OUTPATIENT REGigTRATION AND SERVICE AREAS. NORTHWEST HQSPITAL EMPLOYS A

FINANCIAL ASSISTANCE LIAISON WHO IS AVATLABLE TO ANSWER QUESTIONS AND TO

ASSIST PATIENTS AND FAMILY MEMBERS WITH THE PROCESS OF APPLYING FOR

FINANCIAL ASSISTANCE. A PATIENT INFORMATION SHEET IS GIVEN TO ALL

INPATIENTS PRIOR TO DISCHARGE AND MAILED TO ALL INPATIENTS WITH THE

MARYLAND SUMMARY SHEET. NORTHWEST HOSPITAL'S UNINSURED (SELF-PAY) AND

UNDER-INSURED (MEDICARE BENEFICIARY WITH NO SECONDARY) MEDICAL ASSISTANCE
Schedule H (Form $90}
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ELIGIBILITY PROGRAM SCREENS, ASSISTS WITH THE APPLICATION PROCESS AND

ULTIMATELY CONVERTS PATIENTS TO VARIOUS MEDICAIL ASSISTANCE COVERAGE AND

INCLUDES ELIGIBILITY SCREENING AND ASSISTANCE WITH COMPLETING THE

FINANCIAL ASSISTANCE APPLICATION AS PART OF THAT PROCESS. ALL HOSPITAL

STATEMENTS AND ACTIVE ACCOUNTS RECEIVABLE QUTSQURCE VENDORS INCLUDE A

MESSAGE REFERENCING THE AVAILABILITY OF FINANCIAL ASSISTANCE FOR THOSE WHO

ARE EXPERIENCING FINANCIAL DIFFICULTY AND PROVIDES CONTACT IN RMATION TO

DISCUSS NORTHWEST HOSPITAL'S FINANCIAL ASSISTANCE PROG

AGENCIES' INITIAL STATEMENT REFERENCES THE AVAILABI%;E!E g; NANCIAL

ASSISTANCE FOR THOSE WHO ARE EXPERIENCING FINANCIAL@%J&TCULTY AND

PROVIDES CONTACT INFORMATION TO DISCUSS NORTHWEQE&%PSPITAL'S FINANCIAT,

, SERVICES STAFF, ACTIVE

ASSISTANCE PROGRAM. ALL HOSPITAL PATIENT FIN.
w

ACCOUNTS RECEIVABLE QUTSOURCE VENDORS, C ON AGENCIES AND MEDICAID

ELIGIBILITY VENDORS ARE TRAINED TO Iﬂgg?f}Y POTENTIAL FINANCIAL ASSISTANCE

ELIGIBILITY AND ASSIST PATIENTS W iE FINANCIAL ASSISTANCE APPLICATION

PROCESS. NORTHWEST HOSPITALHEQEQQ AND PARTICIPATES IN VARIQUS DEPARTMENT

OF HEALTH AND MENTAL HYGIENﬁgaga MARYLAND HOSPITAL ASSOCIATION SPONSORED

IKE 'CQOVER HE g?l ED WEEK'.
CAMPAIGNS L 8{8) ﬁﬁ?. : NSUR E

A B R
PART VI, LINE 4: %
o ': "F\.. P-f
NORTHWEST HOSRIA'AL IS LOCATED IN THE RANDALLSTOWN 21133 COMMUNITY OF
=

BALTIMORE COUNT§, SERVING BOTH ITS IMMEDIATE NEIGHBORS AND OTHERS FROM

THROUGHOUT THE BALTIMORE COUNTY REGION. THE COMMUNITY SERVED BY NORTHWEST

HOSPITAL CAN BE DEFINED AS FOLLOWS:

(A) THE PRIMARY SERVICE AREA (PSA) IS COMPRISED OF ZIP CODES FROM WHICH

THE TOP 60% OF PATIENT DISCHARGES ORIGINATE.

(B) THE COMMUNITY BENEFIT SERVICE AREA (CBSA) IS COMPRISED OF ZIP CODES OR

GEOGRAPHIC AREAS, TARGETED FOR COMMUNITY BENEFIT PROGRAMMING DUE TQ THE
Schedule H (Form 990)
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AREA'S DEMONSTRATION OF NEED. ZIP CODES 21133, 21244 AND THE COUNTY

PORTION OF 21207 MAKE UP THE HOSPITAL'S COMMUNITY BENEFIT SERVICE AREA. AS

A WHOLE, THE NORTHWEST HOSPITAL COMMUNITY BENEFIT SERVICE AREA IS HOME TQ

OVER 111,000 RESIDENTS WITH AN AVERAGE HOUSEHOLD INCOME OF $66,486

COMPARED TO THE MARYLAND STATE AVERAGE OF $73,538.

PART VI, LINE 5:

NORTHWEST HOSPITAL'S COMMUNITY BENEFIT SERVICES ARE QPEN - -E BROAD

@ ®DE 21133

PUBLIC; HOWEVER, DUE TO THE HOSPITAL'S LOCATION WITg::Ea

{ RANDALLSTOWN)} , THE MAJORITY OF COMMUNITY BENEFIT AGTIVITIES REACH

COMMUNITY MEMBERS RESIDING IN 21133. AS NOTED 2

OF MEDICATID-RECETIVING

INPATIENTS LIVE IN BALTIMORE COUNTY WHICH SH ] T A PORTION OF PEQPLE

LIVING IN THE HOSPITAL'S DIRECT SERVICE OULD BENEFIT FROM COMMUNITY

- X
BENEFIT ACTIVITIES. SOME OF NORTHWE ﬂC;iVITIES CENTER ON COMMUNITY
o T—

EDUCATION AND THEREFORE REACH BEY! ALLSTOWN AND INTO MORE DISTANT

LOCATIONS WITHIN OUR PRIMARgr L AREA INCLUDING GWYNN OAK (21207) AND

)
WINDSOR MILL (21244). IN F@"PRIMARY SERVICE AREA ZIP CODES FOR

, £1208, 21207, 21244, AND 21117) ACCOUNTED FOR
"

NORTHWEST HOSPITAL (21d3

6,793 OR 6&3% OF TO TIENT ADMISSIONS. MEDICAID PATIENTS (INCLUDING

MEDICAID AND MEDIdﬁ%bi O PAYORS) ACCOUNTED FOR 23.5% OF PRIMARY SERVICE

T
L) X

AREA ADMISSI&N_&}'IN\.’.FY 2016. SELF-PAY, OFTEN CONSIDERED "UNINSURED"
‘ik__

PATIENTS ACCOUNTED FOR .5% OF ALL PATIENTS LIVING IN THE OF PRIMARY

SERVICE AREA.

PART VI, LINE 6:

FACULTY PHYSICIANS PROVIDE SERVICES TO PATIENTS THROUGH A FACULTY PRACTICE

PLAN. WHEN PATIENTS REQUEST APPOINTMENTS IN THE FACULTY PRACTICE OFFICES,

THEY ARE NOT SCREENED ON THE ABILITY TO PAY FOR SERVICES, PHYSICIAN FEES
Schedule H (Form 920)
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FOR UNINSURED PATIENTS ARE DETERMINED ON A SLIDING SCALE BASED ON INCOME.

FEES MAY BE WAIVED IF A PATIENT HAS NO FINANCIAL RESOQURCES. ADDITIONALLY,

IN THOSE SPECIALTIES IN WHICH THE HQOSPITAL DOES NOT HAVE A FACULTY, SUCH

AS DENTISTRY, OTQOLARYNGOLOGY, VASCULAR AND NEUROSURGERY, WE CONTRACT WITH

SPECIALISTS IN ORDER TO PROVIDE CONTINUQUS CARE FOR PATIENTS ADMITTED TO

THE HOSPITAL THRQUGH THE EMERGENCY DEPARTMENT. IN THESE CASES, THE

HOSPITAL COVERS THESE SPECIALISTS' CONSULTATION FEES AND FEES ¥WOR

PROCEDURES FOR INDIGENT PATIENTS. BECAUSE OF THESE TWO

PROVIDING SPECIALTY CARE FOR UNINSURED PATIENTS, WE

PART VI, LINE 7:

THE COMMUNITY BENEFIT REPORT IS FILED IN @_ATE OF MARYLAND.
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SCHEDULE J Compensation Information OMB No. 15450047
(Form 990) For certain Officers, Directors, Trustees, Key Employees, and Highest 20 1 5
Compensated Employees
P Complete if the organization answered "Yes" on Form 990, Part IV, line 23.
Departmant of the Traasury P> Attach to Form 990, Open to Public
Intarnal Revenus Service P Information about Schedule J {Form 990} and its instructions is at www irs goviform990 Inspection
MName of the organization Employer identification number
NORTHWEST HOSPITAL CENTER, INC. 52-1372665
[Part1 | Questions Regarding Compensation
Yes | No
1a Check the appropriate box(es) if the organization provided any of the following to or for a parson listed on Form 990,
Part VI, Section A, line 1a. Complete Part lil to provide any relevant information regarding these items
: First-ctass or charler trave! (I Housing allowance or residence for personal use
l:l Travel for companions I:l Payments for business use of personal residence
I:I Tax indemnification and gross-up payments IZI Health or social club dues or initiation fees
|:| Discretionary spending account I:I Personal services {e g., maid, chauffeur, chef)
b If any of the boxes on line 1a are checked, did the organization follow a writlen policy regarding payment or _:‘."* Y
reimbursement or provision of all of the expenses describad above? If “No,_* complate Part [l to axplain i 3 j _____ b | X
2 Did the organization require substantiation prior to reimbursing or allowing expenses incurred by all dir o
trustees, and officers, including the CEQ/Exacutive Director, regarding the items checked in line 132w ! " \ __________ 2 | X
3 Indicate which, if any, of the following the fiing organization used to establish the compensation a nization's
CEQ/Executive Director. Check all that apply. Do not check any boxes for maethods used b !aled organization to
establish compensation of the CEQ/Executive Director, but explain in Part Ill, |s: I
- Compensation committee D Wiritten employ
|Z| Independent compensation consultant @ Compensati or study
D Form 980 of other organizations Izl Appro?_p ard or compensation committes
g
4 During the year, did any person listed on Form 890, Part Vil, Section A, Jj .JI respact to the filing
organization or a related organization: ;{%ﬁ f
a Receive a severance payment ot change-of-control payment? 3 _" __________________ | 4a X
b Participate in, or receive payment from, a supplemental noi rglirement plan? 4b | X
¢ Parlicipate in, or receive payment from, an equity-based co fon arrangement? i | dc X
If "Yes" to any of lines 4a-c, list the persons and p HM% able amounts for each |lerr| in Part III
Only section 501(c){3), 501(c}{4}, and 501{::)(29) rgﬂltions must complete lines 5-9.
5 For persons listed on Form 990, Part Vil Seﬁhpn A, lin€ 1a, did the organization pay or accrue any compensation
contingent on the revenues of: Pt % J;
a Theorganization? WY it o R 5a X
b Anyrefated organization? o eem N Y sty e o B o 5b X
If "Yes" to line 5a or 5b, describe @III
6 For persons listed on Form 0, |, Section A, line 1a, did the organization pay or accrue any compensation
contingent on the n
a Theorganization? [ 7 6a X
b Anyrelated organizatiof, €b X
If “Yes” on line 6a or Bb, describe in Part .
7 For persons listed on Form 990, Part VI, Section A, line 1a, did the organization provide any non-fixed payments
not described on lines 5 and 67 If "Yes,” describe in Part Il 7 X
8 Were any amounts reported on Form 990, Pant VI, paid or accrued pursuant to a contract that was subject to the
initial contract exception described in Regulations section 53.4958-4{a)(3)7 If *Yes,” describe in Part Il R a X
9 If"Yes" to line 8, did the organization also follow the rebuttable presumption procedure described in
Requlations section 53.4958-6(c)? ... ... o o 9
LHA For Paperwork Reduction Act Notice, see the Instructions for Form 990. Schedule J {Form 590) 2015
532111
10-14-15
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SCHEDULE L Transactions With Interested Persons OMB No. 1545 0047

(Form 990 or 990-EZ} | - Complete if the organization answered "Yes" on Form 990, Part IV, line 25a, 25b, 26, 27, 28a, 20 1 5
28b, or 28c, or Form 990-EZ, Part V, line 38a or 40b.
Departmant of tha Treasury P Attach to Form 990 or Form 990-EZ. Open To Public
Internal Revenus Service P> Information about Schedule L {Form 990 or 990-EZ} and its Instructions is at www irs, gov/forma80, Inspection
Name of the organization Employer identification number
NORTHWEST HOSPITAL CENTER, INC. 52-1372665

[Part] | Excess Benefit Transactions (section 501(c)(3), section 501(c)@), and 501(c){29) organizations only},

Complete if the organization answered "Yes® on Form 930, Part IV, line 25a or 25b, or Form 980-EZ, Part V, line 40b.

1 b} Relationship bet n disqualified d) C tad?
(a) Name of disqualified parson (o) Re person fnd o:g:-nza;fn {c} Descriptian of transaction Y s"""‘:o
-]

2 Enter the amount of tax incurred by the organization managers or disqualified persons during the year under
section 4958 =

3 Enter the amount of tax, if any. on I|ne2 above relmbursed by the orgamzatlon R (sq
n

- Loans to and/or From Interested Persons.

Complete if the organization answered "Yes" on Form 990-EZ, Part V, line 38a or gﬂ. Part IV, line 26; or if the organization

reported an amount on Form 990, Part X, line 5, 5. or 22.

{a) Name of {b) Relationship | {c} Purpose (d)ﬁl-om toor| (g} Original alance due {a) In Ul;) ﬁgg:g\:fra'_(i) Written
interested person with organization of loan umf";;:‘i:n? principal a default? cgmmmee? agreement?

To |From % Yes | No | Yes | No ! Yes | No
4

...... b S
Interested Persons.
13 d “Yes" on Form 890, Part |V. line 27
{a) Name of interestad persor; - _| J} {b) Relationship between {c) Amount of (d) Type of {e) Purpose of
2 ¥ interested person and assistance assistance assistance
gy N } tha organization
%
LHA For Paperwork Reduction Act Notice, see the Instructions for Form 890 or 990-EZ. Schedule L {(Form 990 or 990-EZ) 2015

532131
10-02-15
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Schedule L (Form 990 or 990-62) 2015 NORTHWEST HOSPITAL CENTER, INC. 52-1372665 Page2
- Business Transactions nvolving Interested Persons.

Complete if the organization answered “Yes" on Form 990, Part IV, line 28a, 28b, or 28¢.
{a) Name of interested person (b} Relationship between interested (¢} Amount of {d) Description of E\eri ?"migﬂgn";

person and the organization transaction transaction Paver ues?

Yes No
ACME PAPER & SUPPLY CO. INDIRECT BUSINESS 2,108,092, NORTHWEST H X
OBRECHT REALTY SERVICES AN INDIRECT BUSINESS 2,860,812. NORTHWEST H X
MEDIA WORKS INDIRECT BUSINESS 332,107 . NORTHWEST H X

L\

!Part\! | Supplemental Information

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

SCH L, PART IV, BUSINESS TRANSACTIONS INVOLVING INTgBS EBDE' ﬁRSONS:
(A) NAME OF PERSON: ACME PAPER & SUPPLY CO. J
(D) DESCRIPTION OF TRANSACTION: NORTHWEST HOSPI@:ENTER, INC. AND THE

LIFEBRIDGE SUBSIDIARIES FPURCHASED APPROXIMAT% 5§éL108,092 IN PAPER
SUPPLIES FROM ACME PAPER AND SUPPLY, CO. g@

“OF THE DIRECTORS OF

NORTHWEST HOSPITAL, MR. RONALD ATT@%&_ﬁ"'AN OWNER OF THE COMPANY. ALL
TRANSACTIONS WERE AT FATR MARKET gighm NEGOTIATED AT ARM'S LENGTH.
+ G L}

(A) NAME OF PERSON: OBRECHT QQg&hTY SERVICES AND CARLSON LANE LLC

"

(D) DESCRIPTION OF TRANS (E ON: NORTHWEST HOSPITAL CENTER, INC. AND THE

NN\

LIFEBRIDGE SUBSIDL%&AID APPROXIMATELY 52,860,812 FOR CONSTRUCTION
R

SERVICES AND RENE Q ECHT REALTY SERVICES AND CARLSON LANE LLC. ONE

OF THE DIREC@ OF NORTHWEST HOSPITAL CENTER, MR. THOMAS OBRECHT, IS AN

OWNER OF THESE EOMPANIES ALL TRANSACTIONS WERE AT FMV AND NEGOTIATED AT

ARM'S LENGTH.

(A) NAME OF PERSON: MEDIA WORKS

(D) DESCRIPTION QF TRANSACTION: NORTHWEST HOSPITAL CENTER, INC. AND THE

LIFEBRIDGE SUBSIDIARIES PURCHASED APPROXIMATELY $332,107 OF SERVICES FROM

MEDIA WORKS. ONE OF THE DIRECTORS OF NORTHWEST HOSPITAL CENTER, MS. JODY
Schedule L (Form 990 or 980-E2) 2015

532132
10-02-15
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Schedule L {Form 990 or 990-E2) NORTHWEST HOSPITAL CENTER, INC. 52-1372665 Page2
| PartV | Supplemental Information

Complete this part to provide additional information for responses to guestions on Schedule L {see instructions).

BERG, IS THE CHIEF EXECUTIVE OFFICER OF THE FIRM. ALL TRANSACTIONS WERE

AT FMV AND NEGOTIATED AT ARM'S LENGTH.

532461 04.01:15 Schedule L (Form 990 or 990-EZ)
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SCHEDULE O Supplemental Information to Form 990 or 990-EZ TS
(Form 990 or 990-EZ) Complete to provide information for responses to specific questions on 20 1 5
Form 990 or 990-EZ or to provide any additional information.
Department of the Treaaury P Attach to Form 990 or 990-EZ. Open to Public
Intarnal Revenue Service P> Information about Schedule O (Form 960 or 890-EZ) and Its Instructions Is at _www jrs gov/iform390 Inspection
Name of the organization Employer identification number
NORTHWEST HOSPITAL CENTER, INC. 52-1372665

FORM 990, PART I, LINE 1, DESCRIPTION OF ORGANIZATION MISSION:

BETWEEN THE HOSPITAIL, MEDICAI. STAFF AND QUR PATIENTS.

FORM 990, PART III, LINE 1:

NORTHWEST HOSPITAL EXISTS TO IMPROVE THE WELL-BEING OF THE COMMUNITY BY

NURTURING RELATIONSHIPS BETWEEN THE HOSPITAL, MEDICAL STA.@@FQOUR

e

]I(I
—

PATIENTS.

A=y
[

- &
e

NORTHWEST HOSPITAL CENTER HAS ALWAYS HAD A VISM BEING A RECOGNIZED

= ?;'u\_

LEADER IN CLINICAL QUALITY AND CUSTOMER CARE ‘h‘ &VISION THAT HAS NOT

LOST FOCUS IN THE FIFTY-THREE YEARS SINCE;@ RANDALLSTOWN, MARYLAND

HOSPITAL OPENED ITS DOORS. NORTWES%&H&SP}TAL HAS KEPT PACE WITH THE

-

GROWTH OF THE COMMUNITY AND TODAY__S&R@“S MORE THAN 250,000 HOUSEHOLDS

IN NORTHWEST BALTIMORE CITY MB&IONS OF BALTIMORE, CARROLL AND
&

HOWARD COUNTIES. IN 2016, TWSPITAL ADMITTED 11,610 PATIENTS, MOST

OF WHOM ACCESSED HOSPIT i SﬁRVICES THROUGH THE EMERGENCY DEPARTMENT. IN

KEEPING WITH THE ﬂgﬁgf@aﬂ*s MISSION TO IMPROVE THE WELLBEING OF THE

COMMUNITY , NORT‘E@}E&SPITAL ADHERES TO ITS LONGSTANDING POLICY OF

PROVIDING CA@\_J#OR ANY AND ALL WHO SEEK MEDICAL TREATMENT REGARDLESS OF

RACE, RELIGION OR ABILITY TO PAY. THE HOSPITAL'S CHARITY CARE POLICY IS

WELL POSTED AND OFFERS A REASONABLE AMOUNT OF CARE AT NO CHARGE OR AT

REDUCED RATES TO ELIGIBLE PERSONS WHO DO NOT HAVE INSURANCE, MEDICARE

OR MEDICAL ASSISTANCE. ELIGIBILITY FOR FREE CARE, REDUCED RATES AND

EXTENDED PAYMENT PLANS IS DETERMINED ON A CASE BY CASE BASIS. A

HALLMARK OF NORTHWEST HOSPITAL'S COMMITMENT TO THE COMMUNITY IS ITS

ONGOING EFFORTS TO PROVIDE FREE HEALTH SCREENINGS AND USEFUL HEALTH
g.m1 For Paperwork Reduction Act Notice, see the Instructions for Form 990 or 990-EZ. Schedule O {Form 990 or 990-EZ) (2015)
-02-15
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Schedule O {Form 990 or 950-E2) (2015) Page 2
Name of the organization Employer identification number

NORTHWEST HOSPITAL CENTER, INC. 52-1372665

EDUCATION THROUGH ITS COMMUNITY HEALTH EDUCATION PROGRAMS. COUNTLESS

HEALTH FAIRS, BLOOD PRESSURE SCREENINGS, HEART HEALTH RISK ASSESSMENTS,

DIABETES SUPPORT GROUP MEETINGS, FOOD AND NUTRITION COUNSELING AND

SMOXING CESSATION CLASSES ARE QFFERED IN SENIOR CENTERS, CHURCH

BASEMENTS, COMMUNITY CENTERS AND AREA SCHOOLS THROUGHOUT THE YEAR.

NORTHWEST HOSPITAL HAS DEDICATED FULL-TIME STAFF, INCLUDING NURSE

EDUCATORS, WHO DEVELOP PROGRAMS TO SHARE VALUABLE HEALTH-R D

4

INFORMATION WITH MEMBERS COF THE COMMUNITY. -
f S-E i-?;

C s~

ONE SUCH PROGRAM, THE NORTHWEST CHANGING HEARTS EEOGﬁiﬁ.IS DESIGNED TO

IMPROVE THE CARDIOVASCULAR HEALTH OF INDIVIDURE;%i& THE SURROUNDING

COMMUNITY. THE PROGRAM IS DESIGNED TO: 1- Hﬁﬂb INDIVIDUALS UNDERSTAND

THEIR IDENTIFIED RISK(S); 2 DEMONSTRAT 0 MINIMIZE/MODIFY THOSE

RISK FACTORS AND 3- PROVIDE EDUCATE?N OW TO MATINTAIN A HEALTHY

e

LIFESTYLE TO PREVENT HEART DIsaAs‘E‘H ﬁtmING FY16 THERE WERE 4,000 TOTAL

ENCOUNTERS, 70 ACTIVE PROGE&? ICIPANTS, AND 79% OF THE PARTICIPANTS

DEMONSTRATED AT LEAST A& %Q,P%H.ROP IN SYSTOLIC AND AT LEAST A 5 PT DROP
}

"a

IN DIASTOLIC READING

. i“

FORM 990, PAR'f":HI SECTION A, LINE 6:

THE CORPORATION SHALL HAVE ONE MEMBER, LIFEBRIDGE HEALTH, INC. (THE

"MEMBER" ), A MARYLAND NON-STOCK CORPORATION. MEMBERSHIP IN THE CORPORATION

SHALL NOT BE TRANSFERABLE.

FORM 990, PART VI, SECTION A, LINE 7A:

THE MEMBER SHALL HAVE THE EXCLUSIVE POWER AND AUTHORITY TO TAKE THE

FOLLOWING ACTIONS: (1) EXCEPT FOR _EX OFFICIO DIRECTORS AS PROVIDED FOR IN

537212 09.02-15 Schedule O {Form 990 or 990-EZ) (2015)
75
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Schedule O (Form 990 or 990-E2) (2015) Page 2
Name of the organization Employer identification number

NORTHWEST HOSPITAL CENTER, INC. 52-1372665

THE BYLAWS, TOC NOMINATE, ELECT, AND REMOVE, WITH OR WITHOUT CAUSE, THE

DIRECTORS OF THE CORPORATION; (2) TO APPOINT THE PRESIDENT OF THE

CORPORATION WITH THE ADVICE AND CONSENT OF THE BOARD OF DIRECTORS; (3) TO

NOMINATE AND ELECT THE CORPORATION'S CHAIR, VICE CHAIR, SECRETARY, AND

TREASURER; AND (4) TO REMOVE EACH OF THE ABOVE-NAMED OFFICERS (WITH OR

WITHOUT CAUSE), PROVIDED THAT THE BOARD OF DIRECTORS OF THE CORPORATION

SHALL ALSO HAVE THE POWER TO REMOVE ANY OFFICER OF THE CORP

)
FORM 990, PART VI, SECTION A, LINE 7B: i; 3
THE MEMBER HAS POWER TO APPOINT AND/OR REMOVE ME@FR& OF THE GOVERNING
BODY. s\Q
W\

_;-'..ﬁ _\'!'.-_

_—
FORM 990, PART VI, SECTION B, LINE 11: ~ o

THE LIFEBRIDGE EXEMPT ENTITIES 990° 233 INITIALLY REVIEWED BY THE

CORPORATE DIRECTOR OF FINANCE.QIﬁE ¥ TION, AN TINDEPENDENT ACCOUNTING FIRM

ALSO REVIEWS ALL THE 990 R NS.*A FORMAL MEETING IS THEN SCHEDULED WITH

" T

THE CHIEF FINANCIAL OFFIQESiaﬁfCE PRESIDENT OF FINANCE, GENERAL COUNSEL AND

THE CORPORATE DIRECTGQQQ&&&NANCE TO REVIEW IN THEIR ENTIRETY ALL THE

LIFEBRIDGE EXEMPT gﬁg;?IES 990'S. MANAGEMENT THEN PROVIDES A COPY OF THE

990'S TO THE COMPLIANCE COMMITTEE OF THE LIFEBRIDGE HEALTH BOARD

v
AND TO EACH IﬁEEVIDUAL BOARD DIRECTOR PRIOR TO THE FILING DATE FOR REVIEW.

FORM 990, PART VI, SECTION B, LINE 12C:

LIFEBRIDGE AND ALL OF ITS SUBSIDIARIES REQUIRE ALL EMPLOYEES, MEDICAL

STAFF, MEMBERS OF THE BOARD, AND THE EXECUTIVE STAFF TO DISCLOSE ANY

ACTIVITIES THAT COULD RESULT IN A POSSIBLE CONFLICT OF INTEREST. IF A

CONFLICT IS IDENTIFIED, THE PERSON INVOLVED WOULD RECUSE HIM/HERSELF FROM

DELIBERATIONS REGARDING THE TRANSACTIONS. AN INDIVIDUAL IS CONSIDERED TO

532212 09-02-15 Schedule O (Form 990 or 990-EZ) (2015)
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Schedule O (Form 990 or 890-E7Z) (2015) Page 2
Name of the organization Employer identification number

NORTHWEST HOSPITAIL CENTER, INC. 52-1372665

HAVE A CONFLICT OF INTEREST WITH REGARD TO A MATTER OR TRANSACTION IF THE

INDIVIDUAL HAS A PERSONAL OR FINANCIAL INTEREST THAT HAS THE POTENTIAL TO

INFLUENCE THE ACTION TAKEN BY THE INDIVIDUAL ON BEHALF OF LIFEBRIDGE OR ANY

OF ITS SUBSIDIARIES. AN INDIVIDUAL IS CONSIDERED TO HAVE A "PERSONAL

INTEREST" IN A MATTER IF IT IS LIKELY TO HAVE A DIRECT AND MATERIAIL IMPACT

ON THE INDIVIDUAL'S RELATIONSHIP WITH LIFEBRIDGE OR ANY OF IT%.SUBSIDIARIES

({E.G., THE INDIVIDUAL'S CONTINUED MEMBERSHIP ON A SUBSIDIAF

MEDICAL STAFF), OR ON THE INDIVIDUAL'S OWN HEALTH CARE,firf:f: INDIVIDUAL

Sy B y .
IS PERSONALLY INVOLVED IN A SUBSTANTIAL WAY (E.G., éER AS AN OFFICER OR

DIRECTOR) WITH ANOTHER ORGANIZATION THAT HAS A %}%yI?EﬁANT INTEREST IN THE

MATTER. AN INDIVIDUAL IS CONSIDERED TO HAVE A«%ﬁﬁﬂthIAL INTEREST" IN A
g

TRANSACTION IF THE INDIVIDUAL IS A PARTY ﬂgﬁgﬁﬁamANSACTION, OR_IF THE
rd

INDIVIDUAL HAS, DIRECTLY OR INDIRECTLY{H@E&&%ENT OR POTENTIAL OWNERSHIP OR
T

INVESTMENT INTEREST TN A PARTY TO T SACTION OR A CURRENT CR POTENTIAL

COMPENSATION ARRANGEMENT WITH A 'TOQ THE TRANSACTION. A "COMPENSATION

7 .=-_ e
ARRANGEMENT" INCLUDES DIREGYE Aﬁ? “INDIRECT REMUNERATION AS WELL AS GIFTS OR
™

FAVORS OF A SUBSTANTIAL WUR‘E AN INDIVIDUAL WILL BE CONSIDERED TO HAVE A

CONFLICT OF INTERESPHE@Q&%&SPECT TO A MATTER OR TRANSACTION IF A MEMBER OF

THE INDIVIDUAL'S Igﬁég;ﬁ%E FAMILY HAS SUCH A CONFLICT. FOR THESE PURPOSES,

A "MEMBER" OFJ@ WVIDUAL'S "IMMEDIATE FAMILY" MEANS AN INDIVIDUAL'S
61'_ F.

SPOUSE, MOTHEﬁiﬁFATHER, MOTHER-IN-LAW, FATHER-IN-LAW, GRANDFATHER,

GRANDMOTHER, BROTHER, SISTER, BROTHER-IN-LAW, SISTER-IN-LAW, SON, DAUGHTER,

SON-IN-LAW, OR DAUGHTER-IN-LAW. "STEP" RELATIONSHIPFS (E.G., STEPCHILDREN

AND STEPPARENTS) WILL BE TREATED THE SAME AS BLOOD RELATIONSHIPS, EXCEPT AS

DETERMINED OTHERWISE IN A SPECIFIC CIRCUMSTANCE BY THE LIFEBRIDGE CEQ OR

THE PRESIDENT OR DESIGNEE QF THE APPROPRIATE LIFEBRIDGE SUBSIDIARY.

ORDINARILY, OWNERSHIP OF LESS THAN 5% OF AN ENTITY DOES NOT CONSTITUTE AN

OWNERSHIP INTEREST FOR WHICH DISCLOSURE IS NEEDED. CONFLICTS OF INTEREST

532212 09.02-15 Schedule O (Form 990 or §90-EZ) (2015)
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Schedule O (Form 990 or 990-EZ) (2015) Page 2
Name of the organization Employer identification number

NORTHWEST HOSPITAL CENTER, INC. 52-1372665

ARE TO BE REPORTED BY EMPLOYEES TO THEIR SUPERVISOR, WHO WILL BE

RESPONSIBLE FOR DETERMINING WHETHER FURTHER DISSEMINATION IS NECESSARY.

MEMBERS OF THE MEDICAL STAFF SHOULD REPORT CONFLICTS TO THE CHIEF OF THEIR

DEPARTMENT, AND MEMBERS OF THE BOARD SHOULD REPORT THEM TO EITHER THE

CHAIRMAN OF THE BOARD OR THE OFFICE OF GENERAL COUNSEL. ONE OR MORE

QUESTIONNAIRES ARE SENT QUT TO MEMBERS OF THE BOARD ON AN ANNUAL BASIS. IF

QUESTIONS ARISE OR FURTHER GUIDANCE IS SOUGHT, CONFLICTS S_Q'ui ALSO BE

)
. NOTHING IN

1]

REPORTED TO THE INTEGRITY HOTLINE OR OFFICE OF GENERAL !‘j__'_"l_\&.

{DDITIONAL

THIS DEFINITION IS INTENDED TO RELIEVE ANY PERSON Qf":

OBLIGATIONS THAT MAY BE IMPOSED BY STATE OR FEDE&%} ﬁ‘
%

Sl
N N

FORM 990, PART VI, SECTION B, LINE 15: 3& }~.

EXECUTIVE COMPENSATION AT LIFEBRIDGE H%ﬁ@%@ﬁﬁs OVERSEEN BY THE COMPENSATION

COMMITTEE OF THE BOARD OF DIRECTORS;JEéﬁﬁ&TTEE MEMBERS MAY NOT HAVE ANY

FINANCIAL TIES TO THE ORGANIZATT U MUST BE BOARD MEMBERS OF LIFEBRIDGE
W

HEALTH OR A LIFEBRIDGE Hosazg@mﬁ":*mﬁﬂ CHATR OF THE LIFEBRIDGE HEALTH BOARD

OF DIRECTORS SERVES AS ngﬂlf%ﬁh CHAIR. THE COMMITTEE PROVIDES A REPORT OF

ITS ACTIVITIES TO TH&@:‘EOARD OF DIRECTORS AT LEAST ANNUALLY.

COMPENSATION PACMQ@M BEEN DESIGNED TO ATTRACT AND RETAIN SKILLED AND

EXPERIENCED wﬁq@hs AND TO INCENTIVIZE THEM TO WORK TOWARD KEY STRATEGIC

L FJ

. j..-
OBJECTIVES. Tﬁ!@COMMITTEE EMPLOYS INDEPENDENT CONSULTANTS TO ENSURE THAT

COMPENSATION LEVELS ARE CONSISTENT WITH MARKET NORMS. GREATEST EMPHASIS IS

PLACED UPON DATA FROM HEALTHCARE ORGANIZATIONS OF COMPARABLE SIZE AND

ORGANIZATIONAL COMPLEXITY IN THE MID-ATLANTIC REGION. ALL EXECUTIVE

INCENTIVE AND BENEFIT PROGRAMS ARE ESTABLISHED BY THE COMPENSATION

COMMITTEE, AS IS THE BASE SALARY OF THE CHIEF EXECUTIVE OFFICER AND ALL

EXECUTIVE AND SENIOR VICE PRESIDENTS. BASE SALARIES OF OTHER EXECUTIVES ARE

SET BY THEIR RESPECTIVE SUPERVISORS, IN ACCORDANCE WITH GUIDELINES
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ESTABLISHED BY THE COMMITTEE AND SUBJECT TO THE COMMITTEE'S OVERSIGHT. A

SUBSTANTIAL PORTION OF ALL EXECUTIVES' TOTAL COMPENSATION IS CONTINGENT

UPON THE ACHIEVEMENT OF BOTH SYSTEM-WIDE AND INDIVIDUAL OBJECTIVES. EACH

YEAR'S SYSTEM-WIDE OBJECTIVES ARE APPROVED BY THE COMPENSATION COMMITTEE

AND TYPICALLY INCLUDE BOTH FINANCIAL AND NONFINANCIAL GOALS. AN EXECUTIVE

WHO FAILS TO ACHIEVE THE OBJECTIVES ESTABLISHED FOR THE INCENTIVE PROGRAMS

WILL EARN BELOW MARKET LEVELS; CONVERSELY, THE ATTAINMENT OF &,
-

CONTEMPORANEQUS DOCUMENTATION AND RECORDKEEPING FOR{DELIVE

ATRAORDINARY

RESULTS WILL BE REWARDED BY ABOVE-AVERAGE COMPENSATION. o=

oy
DECISION REGARDING THE COMPENSATION ARRANGEMENTS.
7
tg- "-\ :Gbl
WS
FORM 990, PART VI, SECTION C, LINE 19: ~ ),
&F —

L *
IT IS THE POLICY OF LIFEBRIDGE HEALTH_#ﬂgﬁpﬂhD ITS SUBSIDIARIES TO MAKE
% |

AVAILABLE UPON REQUEST THE AUDITED Ei IAL STATEMENTS TO THE GENERAL

A
PUBLIC. THE LIFEBRIDGE HEALTH IN¢,.
= =

NOT MADE AVAILABLE TO THE GENERALM PUBLIC UPON REQUEST OR VIA A WEBSITE. THE
N

SUBSIDIARY GOVERNING DOCUMENTS ARE

CONFLICT OF INTEREST POLICY f% INCLUDED ON SCHEDULE O.
e ZIT Ly

o WY/
%
FORM 990, PART Ixmwns* OTHER FEES:

OTHER pmcm%@ﬁ@icgs:

PROGRAM SERVIE&%EXPENSES 3,242,633.
MANAGEMENT AND GENERAL EXPENSES 2,411,568,
FUNDRAISING EXPENSES 0.
TOTAL EXPENSES 5,654,201.

AGENCY NURSES:

PROGRAM SERVICE EXPENSES 1,774,722,

MANAGEMENT AND GENERAL EXPENSES 0.
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FUNDRAISING EXPENSES 0.

TQTAL EXPENSES 1,774,722,

PROFESSIONAL AND TECHNICAL:

PROGRAM SERVICE EXPENSES 6,876,040.
MANAGEMENT AND GENERAL EXPENSES 2,022,277.
FUNDRAISING EXPENSES 0.
TOTAL EXPENSES 8,898,317,

CORPORATE ALLOCATION:

PROGRAM SERVICE EXPENSES 4 (23} 4,154,782,

MANAGEMENT AND GENERAL EXPENSES N 10,549,121.
—
¢ {i’}

FUNDRAISING EXPENSES < 0.
TOTAL EXPENSES ~ 14,703,903.

=

. ,
,?wé;fg
CONTRACT CLEANING: Vd %
b ™
PROGRAM SERVICE EXPENSES .. ¥ 23,642.
L

MANAGEMENT AND GENE SES 2,758,239,
FUNDRAISING EXPENSEﬂggi 0.
TOTAL EXPENSES™S % ' 2,781,881,

PURCHASED TEMPORARY HELP:

PROGRAM SERVICE EXPENSES 1,933,620,
MANAGEMENT AND GENERAL EXPENSES 22,842,
FUNDRAISING EXPENSES 0.
TOTAL EXPENSES 1,956,462,
TOTAL OTHER FEES ON FORM 990, PART IX, LINE 11G, COL A 35,769,486.
532212 09-02-15 50 Schedule O (Form 990 or 990-EZ) (2015)
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FORM 990, PART XI, LINE 9, CHANGES IN NET ASSETS:

LOSS ON REFINANCE -540,553.

FORM 990, PART XII, LINE 2C:

THIS PROCESS HAS NCT CHANGED FROM PRIOR YEAR.

DUE TO AFFILIATES - BONDS

ON JANUARY 8, 2008, LIFEBRIDGE HEALTH, INC., TOGETE%E

AFFILIATES SINAI HOSPITAL OF BALTIMORE, NORTHWESTHHdE?TbAL CENTER,

LEVINDALE HEBREW AND GERIATRIC CENTER, CHILDR?&' OSPITAL AT SINAI

A ol
FOUNDATION, AND THE BALTIMORE JEWISH HEALEH%ﬁébHDATION { COLLECTIVELY,
-

THE OBLIGATED GRQUP)} BORROWED £285,815 ;3¥0M THE MARYLAND HEALTH AND

HIGHER EDUCATIONAL FACILITIES AUTHOQ ngE AUTHORITY) TO FINANCE THE

ADVANCE REFUNDING OF THE 2004 SEﬁi#?L AND 2004 SERIES B BONDS AND TO
g

FINANCE VARIOUS CONSTRUCTIQ{ 'Aﬁg"’ﬁ-{éNOVATION PROJECTS. THE AUTHORITY
5

)
OBTAINED THE FUNDS FOR Tﬁ:.s_ﬁjgﬁmcme THROUGH THE ISSUANCE OF BONDS

L

UNDER THE MARYLAND HMQ&D HIGHER EDUCATIONAL FACILITIES AUTHORITY

Y
(MHHEFA) REVENUE B Sy LIFEBRIDGE HEALTH ISSUE, SERIES 2008,

COLLATERALI%Mh RECEIPTS OF THE OBLIGATED GROUP. THE BONDS WERE

ISSUED AT A PEEMIUM OF $3,278,562, OF WHICH NORTHWEST'S PORTION IS

$834,106, WHICH IS BEING AMORTIZED OVER THE LIFE OF THE BOND ISSUE. THE

MEMBERS OF THE OBLIGATED GROUP ARE JOINTLY AND SEVERALLY LIABLE FOR

REPAYMENT OF THE PRINCIPAL, AND LOAN AND INTEREST THEREON. AS OF JUNE

30, 2016, $239,629,357 OF THE TOTAL AMOUNT BORROWED APPEARS AS DUE TO

LIFEBRIDGE HEALTH, OF WHICH NORTHWEST'S PORTION IS $60,964,598. ALL THE

BONDS WERE ISSUED IN THE NAME OF LIFEBRIDGE AND ARE REPORTED ON

SCHEDULE K _OF ITS FORM 990.
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ON MARCH 30, 2011, LIFEBRIDGE HEALTH, INC., TOGETHER WITH ITS

AFFILIATES SINAT HOSPITAL OF BALTIMORE, NORTHWEST HOSPITAL CENTER,

LEVINDALE HEBREW AND GERIATRIC CENTER, CHILDREN'S HOSPITAL AT SINAI

FOUNDATION, AND THE BALTIMORE JEWISH HEALTH FQUNDATION (COLLECTIVELY,

THE OBLIGATED GROUP) BORROWED $50,695,000 FROM THE MARYLAND HEALTH AND

CONSTRUCTION AND EXPANSION PROJECT OF LEVINDALE HEBREW gihk‘“'IC CENTER

e R g Y
& HOSPITAL AND TO FINANCE VARIQUS CONSTRUCTION AND ﬁENl.’-ION PROJECTS

AT SINAI HOSPITAL OF BALTIMORE AND NORTHWEST HOS é ENTER. THE
0

AUTHORITY OBTAINED THE FUNDS FOR THIS FINANCI UGH THE ISSUANCE OF

'TIONAL FACILITIES

AUTHORITY (MHHEFA) REVENUE BONDS, LIFEBREDGE HEALTH ISSUE, SERIES 2011,

COLLATERALIZED BY ALL RECEIPTS OF Tfﬁt{

ISSUED AT A DISCOUNT OF §55, 755 fjh:h%;CH NORTHWEST'S PORTION IS

ST IGATED GROUP. THE BONDS WERE

$10,199, WHICH IS BEING Ang?I nOVER THE LIFE OF THE BOND ISSUE. THE

MEMBERS OF THE OBLIGATEDJQ£0ﬁ%?ARE JOINTLY AND SEVERALLY LIABLE FOR

REPAYMENT OF THE PRlﬂﬁggé?rﬁHD LOAN AND INTEREST THEREON. AS OF JUNE

30, 2016, 547,423 Eg QF OF THE TOTAL AMOUNT BORROWED, OF WHICH

NORTHWEST ' S %psgiq§}is $8,672,845, APPEARS AS DUE TO LIFEBRIDGE HEALTH.

ALL THE BONDSQﬁgRE ISSUED IN THE NAME OF LIFEBRIDGE AND ARE REPORTED ON

SCHEDULE K OF ITS FORM 990.

ON MAY 1, 2015, A SINGLE OBLIGATED GROUP (THE OBLIGATED GROUP) WAS

FORMED, CONSISTING OF LIFEBRIDGE HEALTH INC, SINAI HOSPITAL OF

BALTIMORE INC, NORTHWEST HOSPITAL CENTER INC, LEVINDALE HEBREW

GERIATRIC CENTER & HOSPITAL INC, THE BALTIMORE JEWISH HEALTH FOUNDATION

INC, CHILDREN'S HOSPITAL AT SINAI FOUNDATION INC, CARROLL COUNTY HEALTH
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SERVICES CORPORATION, CARROLL HOSPITAL CENTER INC, CARROLL CQUNTY MED

SERVICES INC, CARROLL HEALTH GROUP LLC, CARROLL HOSPICE INC, AND

CARROLL REGIONAL CANCER CENTER PHYSICIANS LLC. MEMBERS OF THE OBLIGATED

GROUP ARE JOINTLY AND SEVERALLY LIABLE FOR ALL OF THE OUTSTANDING

BONDS. THE BONDS INCLUDE THE ONES DETAILED ABOVE AS WELL AS THE BONDS

ORIGINALLY OBTAINED BY CARROLL COUNTY HEALTH SERVICES INC AND ITS

RELATED SUBSIDIARIES. THESE BONDS ISSUED BY THE AUTHORITY O

LIFEBRIDGE HEALTH INC AND CARROLL COUNTY HEALTH SERVICE

RESPECTIVE AFFILIATES, TOGETHER WITH THE OTHER OBLI ATI ON PARITY

WITH SUCH BONDS. ALL THE BONDS ARE REPORTED ON SCHED K OF THE

(/'
()

’ W »
e b
ON JULY 30, 2015, LIFEBRIDGE HEALTH, ;Eﬁ:f;ﬁbGETHER WITH ITS AFFILIATES

LIFEBERIDGE HEALTH INC FORM 990.

SINAI HOSPITAL OF BALTIMORE INC., N ST HOSPITAL CENTER INC.,

LEVINDALE HEBREW GERIATRIC CEH@Eﬁ;@gﬁggPITAL INC., THE BALTIMORE JEWISH

HEALTH FOUNDATION INC., CHP%DR%&E HOSPITAL AT SINAI FOUNDATION INC.,

CARROLL COUNTY HEALTH SERHICE% CORPORATION, CARROLL HOSPITAL CENTER

INC., CARROLL COUNTY m;sﬂ‘ﬁVICES INC., CARROLL HEALTH GROUP LLC,

CARROLL HOSPICE INMND CARROLL REGIONAL CANCER CENTER PHYSICIANS LLC

{COLLECTIVEL%%!MELIGATED GROUP) BORROWED $159,685,000 FROM THE

V.4
MARYL.AND HEALTH¢AND HIGHER EDUCATIONAL FACILITIES AUTHORITY (THE

AUTHORITY) TO FINANCE AND REFINANCE THE COST OF CONSTRUCTION,

RENOVATION, AND EQUIPPING OF CERTAIN ADDITIONAL FACILITIES FOR THE

OBLIGATED GROUP, TO REFUND A PORTION OF THE SERIES 2008 BONDS AND THE

AUTHORITY'S CARROLL, ISSUE, SERIES 2006 BONDS, AND REFINANCE A PORTION

OF AN OUTSTANDING LINE OF CREDIT. THE AUTHORITY OBTAINED THE FUNDS FOR

THIS FINANCING THRQUGH THE ISSUANCE OF BONDS UNDER THE MARYLAND HEALTH

AND HIGHER EDUCATIONAL FACILITIES AUTHORITY (MHHEFA) REVENUE BONDS,
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LIFEBRIDGE HEALTH ISSUE, SERIES 2015, COLLATERALIZED BY ALL RECEIPTS OF

THE OBLIGATED GROUP. THE BONDS WERE ISSUED AT A PREMIUM OF $7,389,102,

OF WHICH NORTHWEST'S PORTION IS $910,610, WHICH IS BEING AMORTIZED OVER

THE LIFE OF THE BOND ISSUE. THE MEMBERS OF THE OBLIGATED GROUP ARE

JOINTLY AND SEVERALLY LIABLE FOR REPAYMENT OF THE PRINCIPAL AND LOAN

AND INTEREST THEREON. AS OF JUNE 30, 2016, $167,074,102 OF THE TOTAL

PEARS

AMOUNT BORROWED, OF WHICH NORTHWEST'S PORTION IS $21,359,907 AL

.\_&7.’ 3

AS DUE TQ LIFEBRIDGE HEALTH. ALL THE BONDS WERE ISSUED &
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Schedule R (Form 990) 2015 NORTHWEST HOSPITAL CENTER, INC. 52-1372665 Pages
art Supplemental Information

Provide additional information for responses to guestions on Schedule R (see instructions).

PART III, IDENTIFICATION OF RELATED ORGANIZATIONS TAXABLE AS PARTNERSHIP:

NAME, ADDRESS, AND EIN OF RELATED ORGANIZATION:

LIFEBRIDGE NEUROSCIENCES, LLC {(FORMERLY ORTHQPEDIC

SPECIALISTS, LLC)

EIN: 45-0719598

2401 WEST BELVEDERE AVENUE

BALTIMORE, MD 21215

NAME, ADDRESS, AND EIN OF RELATED ORGANIZATION: —

LIFEBERIDGE COMMUNITY PULMONOLOGY, LLC EEE

4

EIN: 46-1401312 . .
2401 WEST BELVEDERE AVENUE gJ

BALTIMORE, MD 21215

¥ Vg
‘

NAME, ADDRESS, AND EIN OF RﬁiA%EB?ORGANIZATION

-
LIFEBRIDGE COMMUNITY GAS%?Q ﬁ%ﬂiOLOGY LLC

EIN: 46-2863298

2401 WEST BELVEDEREYA

BALTIMORE, MD/ %1%91d

NAME, ADDRESS, AND EIN OF RELATED ORGANIZATION:

LIFEBRIDGE PRIMARY CARE OF NORTH CARROLL, LLC

EIN: 80-0883321

2401 WEST BELVEDERE AVENUE

BALTIMORE, MD 21215

532185 09-00-15 Schedule R (Form 990) 2015
93
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Form BBEB {Rev. 1-2014) Page 2
® if you are filing for an Additional (Not Automatic) 3-Month Extension, complete only Part Il and check this box : >
Note. Only complete Part Il if you have already been granted an automatic 3-month extension on a previously filed Form 8868

® |f you ara filing for an Automatic 3-Month Extension, complete only Part | (on page 1).

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

Enter filer's identifving number, see instructions

Type or | Name of exampt organization ot other filer, see instructions. Employer identification number (EIN} or
print

riobyive NORTHWEST HOSPITAL CENTER, INC. 52-1372665
::i‘:::;:"' Number, street, and room or suite no. If a P.O. box, see instructions. Social security number (SSN)

ratun. See 5 4 0 1 OLD COURT ROAD

instructions | ity town or post office, state, and ZIP code. For a foreign address, see instructions.

RANDALLSTOWN, MD 21133

Enter the Retumn code for the retumn that this application is for {file a separate application for each return)

Application Return | Application Return
Is For Code | Is For Code
Form 990 or Form §S0-EZ 01
Form 990-BL 02 Form 1041-A 08
Form 4720 (individual} 03 Form 4720 {other than i 09
Form 990-PF 04 Form 5227 10
Forin 990-T [sec. 401(a} or 408(a} trust] 05 Form 6069 o 11
06 Form B870 12

Form 880-T [trust other than above|
. Fa if you were not alreac

NANCY KANE
® Thebooksarainthecareof p 2401 WEST BELVEDERE ROB2
Telaphone No.p» (410) 601-5653

granted an automatic 3-month &x

gedeheck this box T L__I

| request an additional 3-month extension of time until MRY i 2017
5  For calendar year , or other tax year beginning {138 T, 2015 ,andending JUN 30, 2016
6 Ifthe tax year entered in line 5 is for less than 12 M%h acireason: |:| Initial returm [:l Final retum
r:_] Change in accounting period
7  State in detail why you need the extension

ADDITIONAL TIME IS NE

b |

b N
D %PREPARE A COMPLETE AND ACCURATE RETURN.
i1
F J

Ba If this application is &t Mag8-BL, S90-PF, 990-T, 4720, or 8069, enter the tentative tax, less any

nonrefundable craditg B

b If this application is fol Forms 990-PF, S50-T, 4720, or 6069, enter any refundable credits and estimated
tax payments made. Includa any prior year overpayment allowed as a credit and any amount paid

_previously with Form 8868. g8b| S 0.

€ Balance due. Subtract line 8b from line Ba Include your payment with this form_ if required, by using

EFTPS (Electionic Federal Tax Payment System]. See instructions. 8c | § 0.

Signature and Verification must be completed for Part Il only.

Under penalties of perjury, 1 dectare that | have examingd this form, including accorpanying schedules and statements, and to the best of my knawledge and belief,
it is true, correct, and complete, and that | am authorized to prepare this form.

Signature P Title - CPA Date p

Form 8868 {Rev. 1-2014)

523842
04-03-15
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