Form 990

Department of the Treamsy
Internal Reveanue Service

Return of Organization Exempt From Income Tax

Under section 501(c), 527, or 4947(a){1) of the Internal Revenue Code {except private foundations)

P Do not enter social security numbers on this form as it may be made public.
P-_Information about Form 990 and its instructions is at i

OMB No. 1545-0047

n to ic
Inspection

A_For the 2016 calendar year, or tax year beginning JUL 1, 2016

andending JUN 30,

2017

8 Em. ili: - C Name of organization D Employer identification number
[Jewre' | NORTHWEST HOSPITAL CENTER, INC. i
Change Doing business as 52-1372665
Lo Number and street {or P.0, box if mail is not dafivered to streat address) Room/suite | E Telephone number
s 5401 OLD CQURT ROAD 410-601-5653
e | City or town, state or pravince, country, and ZIP or foreign postal code G_Grossrecaipta § 278,438,657.
renanded RANDALLSTOWN, _MD 21133 Hia) Is this a group retum
l:lg.ig:"; ‘:‘: F Name and address of principal officer. FARAAZ YOUSUF for subordinates? [ Jves No

SAME AS C ABOVE

1 Tax-exempt status: S09(c)(3 ﬁ 501c) ( } {insert no. 4947{ali1) or

Wehsite: p» WWW . LIFEBRIDGEHEALTH. ORG/NORTHWEST |.
Form of organization: Corporation [ ] Trust [ ] Association [ 7 Other Year
Part 1| Summary

Hi{b) Are a% subcrdinates includsd? |:|Yes D No
list. (see instructions)

o| 1 Briefly describe the organization's mission or most significant activities: NORTHWEST E
g IMPROVE THE WELL-BEING OF THE COMMUNITY BY NUE RELATIONSHIPS
E 2 Check this box p E:l if the organization discontinued its operations or disposed of mor&ih: % of its net assets.
3| @ Number of voting members of the goveming body {Part VI, line 1a) e . 3 20
3 4 Number of independent voting members of the goveming bady (Part VI, line 1b) W (7 S 4 15
g| 5 Total number of individuals employed in calendar year 2016 (Part V., line 2) & L s 2127
E| 6 Total number of volunteers (estimate if necessary} ST -”iq.-'-"h ................... € 244
3| 7a Total unrelated business revenue from Part Vill, column (C), line 12 ;ﬂrw __________________ 78 25,797 ..
_:___l_:= Net unrelated business taxable income from Form 990-T, lne3d4 . j._,pg;?_ .................... 7b 0.
F o T 1 ior Year Current Year
o| 8 Contributions and grants (Part VMl ine thy _"_;,h‘u__ o il 717,745, _596,296.
g $  Program service revenue (Part VIll, line 2g) ¥ 48, e | 230,350,762.| 233,710,097.
é 10 Investment income (Part VIIl, column (A), lines 3, 4,and 7e),  § | -B26,794. 9,872,111.
11 Other revenue (Part Vill, column (A), lines 5, 6d ' 11e) o 18,109,501.] 24,033 671,
12 oug g At VillsTolumn (A) line 12) 248,351,214.]| 268,212,175,
13 dlmn (A ives 19) 0. 0.
14 Benefits paid to or for members (Part IX, coluig (A)fine ) L 0. 0.
| 15 Safaries, other compensation, employeghenefits{Part IX, column (A}, lines 510) 127,657,792.] 132,312 ,770.
21 16a Professional fundraising fess ParbIX, § (A), line 118} 0. 0.
&| b Total fundraising expenses (Partly, Boldid D), line 25) P> 23,415
| 47 Other expenses (Part IX, cglupmdiifinds 11a-11d, 111248) L . 1L107,534,098.] 110,192, 060.
18 Total expenses. Add lineg 134 p stequal Part IX, column {A). tine25) 235,191,890.[ 242 .504,830.
] Revenus less expenses. Subtrdct fine 16 from fine 12 _ 13,159,324.] 25,707,345,
Ba 232" Beginning of Current Year End of Year
£5 20 Total assets ( I8 1G] e T 355,672,331.] 313,632,090.
Totaniabimiej(:%.unezs) __________________________ .1 138,039,884.] 142,140,910.
................................ l 217,632,447, 171,491,180.

Under penaltias of perjury, | éﬂﬁare thatl h

@?ﬁm this return, including accompanying schedules and stalements, and to the best of my knowledge and befiet, it is

true, correct, and complete.\Qeckar, rapdter {other than otiicer} is based on all information of which preparer has any knowledgs. i 1y

> . = [ TR
Sign Slgnati™® of officer Date g =
Here ’ DAVID KRAJEWSKI, EXECUTIVE VP/CFO

Type or print name and title

Print/Type preparer's name Preparer's signature Date Gea [ PTIN
Paid LORI S. BURGHAUSER LORI S. BURGHAUSER 45 /09/18 setempiored [PO0370694
Preparer | Firm's name » SC&H TAX & ADVISORY SERVICES , LLC FimsENg 20-5991824
Use Only | Firm's address > 910 RIDGEBROOK ROAD

SPARKS, MD 21152 [Phoneno.{410) 403-1500

May the IRS discuss this retum with the arer shown abova? {see instructions)

es | |No

E32D0T 19-11-98

LHA For Paperwork Reduction Act Notice, see the separate instructions.

Form 990 2016)

SEE SCHEDULE O FOR ORGANIZATION MISSION STATEMENT CONTINUATION




Form 990 (2016; NORTHWEST HOSPITAL CENTER, INC. 52-1372665 page?2
- Statement of Program Service A ccomplishments

Check it Schedule © contains a response or nots to anylineinthisPartWl ... ... ... ... . 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 Farm 880 or 880627 .y i i s i o T e Cves (XINo
If "Yes," describe these new services on Schedule O,
3  Did the organization cease conducting, or make significant changes in how it conducts, any program services? DYes No

H *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 §01(c){4) organizations are required to report the amount of grants and allocations to others, the total axpenses, and

revenue, if any, for each program service reported.

4a  (Cods: Y(esponsess 160,963,621, including grants of § 0. ) (Aswen

w0233 ,710,097. )
NORTHWEST HOSPITAL CENTER, INC. IS RESPONSIBLE FOR THE .MANAGRMENT AND
DAY-TO_DAY OPERATIONS OF THE 245 BED ACUTE-CARE AND 39.BEY SUB

ACUTE-CARE UNIT. THE HOSPITAL PROVIDES CARE TO PAT: ENTS) WHO MEET

CERTAIN CRITERIA UNDER ITS CHARITY CARE POLICY WITHO T CHARGE OR AT

AMOUNTS LESS THAN ITS ESTABLISHED RATES. . J

Z

— q!
4b  (Code: } (Exponses § including 5 ) (Reverues )
e &

4c  (Code: )@w including grants of § ) (Revenues )
-1

4d  Other program services (Describe in Scheduls 0)
!Expenm - including grants of § )} {Rovenue § )

de_Total program service expenses _160,963,621.

832002 1%.11.18
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Form 950 (2016) NORTHWEST HOSPITAL CENTER, INC. 52-1372665 Page3
art hecklist of Required Schedules

Yes | No

1 Is the organization described in section S01(c)(3) or 4947{a)(1) (other than a private foundation)?
If *Yes," complete Schedule A . ... .. . " PR s
2 Is the organization required to complete Schedute B, Schedule of Contrbutors® ... . . . s Eie R
3 Did the organization engage in direct or indirect political campaign activities on behalf of or in opposition to candidatss for
public office? jf *Yes, " complete Schedule C, Part | e —— %
4  Section 501{c}3) organizations. Did the organization engage in lobbying activities, or have a section 501 (h} election in effect
during the tax year? jf *yas, * complete Schedule C, Partif ... .

X
X

simitar amounts as defined in Revenue Procedure 98197 “Yes," complete Schedule C, Partitt T 5
6 Did the organization maintain any donor advised funds or any similar funds or accounts for which donors have the right to
provide advice on the distribution or investment of amounts in such funds or accounts? If “Yes," complete Schedule D, Part | 6
7 Did the organization receive or hold a conservation easement, including easements 1o preserve open spacs,
the environment, historic land areas, or historic structures? jy “Yes,” complete Schedule D, Parttf ... ...
8  Did the organization maintain collections of works of art, historical treasures, or other similar assets? "Yes, " comphuss,
Schedule D, Part Ml .................c.............. 83 58S e il ol |8
8 Did the organization report an amount in Part X, ling 21 it
amounts not listed in Part X; or provide credit counseling, debt management, credit repair, or debm
If *Yes,* complete Schedule D, Part IV . R e E ........ i, e |8 X
10 Did the organization, directly or through a related arganization, hold assets in temporarily restri enﬁumants, permanent
endowmants, or quasi-endowments? /f “ves, " compiete Schedule D, Part v e L e R S o 10
11 If the organization’s answer to any of the following questions is *Yes," then complets Sg)&f Parts VI, VI, VIIL, IX, or X
as applicable. o
a Did the organization report an amount for land, buildings, and equipment in Pan*x'hé‘fm If “Yes, " complete Schedule D,
Partvi : ;

i
ECT R = |

............................................. 11a| X

I -.ii'ina 12 that is 5% or more of its total
assets reported in Part X, line 167 1f *Yes, " complete Schedule D, Part TP S
¢ Did the organization report an amount for investments - program % ' q&ﬂ X, line 13 that is 5% or more of its total
assets reported in Part X, line 167 if "Yes, " complete Schedule .?ra}hgu ..... N S T T e . e X
d Did the organization report an amount for other assets in Piu,lﬁpe

1ib X

Part X, line 167 if *Yes, complete Schedule , Part ixv.. Loy NP s e i |11 X
e Did the organization report an amount for other liabiliti P, , lina 257 jf *yag, " compiete Schedufe D, Part X e 11e! X
f Did the organization's separate or consolidatﬂdLMments for the tax year include a footnote that addresses
the organization's liability for uncertain tax positi&u r FIN 48 (ASC 740)? /f "Yes,* compiete Schedule D Patx ... ... 11 X
12a Did the organization obtain separate, indeggy:lent aidited financial statements for the tax year? If *Yes,* complete
Schedule D, Parts X and Xii ... 3 w R T—— A e e 12a X
b Was the organization included in cofigolitaitd independent audited financial statements for the tax year?
If "Yes, " and if the organizatiors.ary iNo" to fine 12a, then compleling Schedule D, Parts XI and Xil is oplional ... ... Lof1ebl X
13 Is the organization a school dgs ¥ section 170R)(INANI? if Yes,” complete Schedule £ S i | X
14a Did the organization maintgin artoh o, employees, or agents outside of the United States? i T . 1142 X
b Did the organizationfia 65@ € revenues or expenses of more than $10,000 from grantmaking, fundraising, business,
investment, and service activities outside the United States, or aggregate foreign investments valued at $100,000
or more? if “Yes," complgte Schedule F, Parts fand iV .. R Tt o 14b| X
15  Did the organization report on Part IX, column {A). line 3, more than $5,000 of grants or other assistance to or for any
foreign organization? if “Yes,” complete Schedule £, Parts Hand v S T AT | 15 X
16  Did the organization report on Part IX, column {A), line 3, more than $5,000 of aggregate grants or other assistance to
or for foreign individuals? If “Yes," complete Schedule F, Parts i and IV R P R R s . 18 X
17 Did the organization report a total of more than $15,000 of expanses for professional fundraising services on Part IX,
column (A}, lines 6 and 1167 if *Yes," complete Schedule G, Part! R ESaAaT I e |17 X
18  Did the organization report mare than $15,000 total of fundraising event gross income and contributions on Part ViIl, lines
1c and 8a? If *Yes," complete Schedule G, Part If ... B B o o et 18 X
19 Did the organization report mare than $15,000 of gross income from gaming activities on Part VIlI, line a7 if "Yes,*
———coampiete Schedule GRIIM M oo 19 X
Form 990 2016)
832003 11-11-16
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Form 990 {2016) NORTHWEST HOSPITAL CENTER, INC. 52-1372665 Page 4
art hecklist of Required Schedules {continued)

Yes | No
20a Did the organization operate one or more hospital facilities? i *yes,* complete Schedule H ... S ] 20a | X
b If “Yes" to lina 20a, did the organization attach a copy of its audited financial statements to this return? 20b| X
21  Did the organization report more than $5,000 of grants or other assistance to any domastic organization or
domestic government on Part IX, calumn (A), line 17 "Yes," complate Schedula |, Parts tand it 21 X

22 Did the organization report more than $5,000 of grants or other assistance to or for domestic individuals on
Part IX, column (A}, line 27 If *Yes," complete Schedule I, Parts land Il . e T A LR S P R o |22 X

23 Did the organization answer "Yes" to Part VII, Section A, line 3, 4, or 5 about compensation of the organization's current
and former officers, directors, trustees, key employees, and highest compensated employees? Jif *Yes,* complete

Schedule d ... B e o S R e, S R s ; | 23 | X
24a Did the organization have a tax-exempt bond issue with an outstanding principal amount of more than $1 00,000 as of the
last day of the year, that was issued after December 31,20027 it *vas," answer lines 24b through 24d and complete
Schedule K. if "Ne*, gotofine25a ... . ... ... ) i s | 248 X
b Did the organization invest any procesds of tax-exempt bonds beyond a temporary period exception? = 1‘ : 24b
¢ Did the organization maintain an escrow account other than & refunding escrow at any time during the yaar to 5
any taxexemptbonds? .. I S R e T A AT A N.d.. |24
o 24d

d Did the organization act as an “on behalf of" issuer for bonds outstanding at any time during the year? o, ° “ﬂ
25a Section 501(c}{3), 501{c)4), and 501(c}(29) organizations. Did the organization engage in an g:gr:ns Qn:i%
transaction with a disqualified person during the year? if *Yes, * complete Schedute L, Part! L & ™ i | 258 X
b Is the organization aware that it engaged in an excess benefit transaction with a disqualified pe#%jﬂ_g}lrior year, and
that the transaction has not been reported on any of the organization's prior Forms 830 orﬁQ-EZ? TF'Yes, " complete

T e e T SR roopsssvm s I o s 25b X
26 Did the organization report any amount on Part X, lina 5, 6, or 22 for receivablas fr MS to any cument or
former officers, directors, trustees, key employees, highest compensated emplozee f jsqualified persons? ff "Yes,"
compiete Schedule L, Part if S LT - W . e 26 X
27  Did the organization provicde a grant or other assistance to an officer, direct
contributor or employee thersof, a grant selection committee member, m controlled entity or family member
ot any of these persons? if “Yes, * complete Schedule L, Part il N s F T a2 X
28  Was the organization a party to a business transaction with one wing parties (see Schedule L, Part IV
lioﬁ):

instructions for applicable filing thresholds, canditions, and exc ]
@2 Yes,* compiate Schedule L, Part IV . | 28a
t

a A cumrent or former officer, director, trustes, or key employRedsarYes,* complete Schedule L, Part iV

r key employee? if “Yes," complete Schedute L, Part Iv | 28b
, or key employee (or a family member thersof) was an officer,

E b
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director, trustee, or direct or indirect owner? jf -y - gg¥nplete Schedule L, Part IV .., ...

Did the organization receive more than $25.000 in nor Fcash contributions? If *Yes,” complete Schedule M 29

Did the organization receive contributbnsﬁa(t;historical treasures, or other similar assets, or qualified canservation

contributions? if *ves,* complete S. 1,

31 Did the organization liquidate%hﬁ_g wgr dissolve and cease operations?
>

88

......... . REa oy a1

If "Yes," complete Schedule ] — Ay 2 T s T A T ST e e
32 Did the organization sell, exc . dispose of, or transfer more than 25% of its net assets? /7 “Yes, " complete

h
Schedule N, Part#f 47 W eud .. ..., T T e Lk SR e e e e T R P
33 Did the organizatiw 00% of an entity disregarded as separate from the organization under Regulations
sections 301.77012 a4 301.7701-37 i *ves, * complete Schedule A, Part | R
Was the organization related to any tax-exempt or taxable antity? if "Yes, " complete Schedute R, Part i, ill, or IV, and

B A -

b

within the meaning of section 512(b)}(13)? tr “yes, " complete Schedule R, Part V, line2 .. .. ... 2 e
36 Section 501(c)3} organizations. Did the organization make any transfers to an exempt non-charitable refated organization?
If “Yes," complete Schedule R, Fart V, line 2 G P i SR SRS
37 Did the organization conduct more than 5% of its activities through an entity that is not a related organization
and that is treated as a partnership for federal income tax Purposes? Jf “Yes," complete Schedule R, Part Vi
38  Did the organization complete Schedule O and provide explanations in Schedule O for Part Vi, lines 11b and 197
Note. Al Form 990 filers are required to complete Schedule® . . SO g asl X
Form 890 (2015)

832004 11-11.18
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Form 990 (2016) NORTHWEST HOSPITAL CENTER, INC. 52-1372665 Page5
Statements Regarding Other IRS Filings and Tax Compliance
Check if Schedule O contains a responsa or nate to any ling in thisParty T |:|
Yes | No

1a Enter the number reported in Box 3 of Form 1096, Enter -0- if not applicable e T 83
b Enter the number of Forms W-2G included in line 1a, Enter -0- if not applicable e 1b 0
¢ Did the organization comply with backup withholding rules for reportable payments to vendors and reportable gaming

(gambling) winnings to prize winners? . . . i R TR e o S T, LA B 1c
2a Enter the number of employees reported on Form W-3, Transmittal of Wage and Tax Statements, L
filed for the calendar year ending with or within the year covered by thisretum 2a 2127
b If at least one is reported on line 2a, did the organization file all raquired federal employment tax retums? 20 | X
Note., If the sum of lines 1a and 2a is greater than 250, you may be required to e-fjjg (see instructions)

3a Did the organization have unrelated business gross income of $1,000 or more during the year? 3a | X

b If “Yes," has it filed a Form 980.T for this year? (f "No," to lina 3b, provide an explanation in Schedule O a | X

At any time during the calendar year, did the organization have an interest in, or a signature or other authority over, a

financial account in a foreign country {such as a bank account, securities account, or other financial account)? 4da X
b If "Yes,” enter the name of the foreign country: P> .

See instructions for filing requirements for FINCEN Form 114, Report of Foreign Bank and Financial Account{%. )

Sa Was the organization a party to a prohibited tax shelter transaction at any time during the tax year? ,h\&" _______________ Sa X
b Did any taxable party notify the organization that it was or is a party to a prohibited tax shelter tw’ ? . ;# o | 5b X
¢ |f "Yes,” toline 5a or 5b, did the organization file Form8886-T? 0 R S¢

6a Does the organization have annual gross receipts that are normally greater than $100,000, and Majganizatim solicit

any contributions that were not tax deductible as charitabla contributions? e Ba X
b If “Yes," did the organization include with every solicitation an express statement that iu@-“ributions or gifts
were not tax deductible? s AR R R e e I e s &b

7 Crganizations that may receive deductible contributions under section 170(::].! %

a Did the organization receive a payment in excess of $75 mads partly as a contribution 2 tly ' goods and services provided to the payor? | 7a X

o

It "Yes," did the organization notify the denor of the value of the goods or
Did the organization sell, exchange, or otherwise dispose of tangible pﬁl
tofile Form 82827 ... e G b b % TR CRCHR LT P RRCRESIY a R . L7e X
If "Yes," indicate the number of Forms 8282 filed during the ye .

1]

d R s e | 7a |
e Did the organization receive any funds, directly or indirectly, miums on a personal benefit contract? 7e X
f Did the organization, during the year, pay premiums, dj irectly, on & personal benefit contract? : e 7t X
g If the organization received a contribution of quali property, did the organization file Form 8899 as required? | 7g
h If the organization received a contribution of cafg, boat anes, or other vehicles, did the organization file a Form 1098-C? | 7h
8 Sponsoring organizations maintaining donor a E?Imds. Did a donor advised fund maintained by the
sponsering organization have excess busi holdirigs at any time during the year? 8
9 Sponsoring organizations maintainih Egmised funds.
a Did the sponsoring organization ma la distributions under section4966? 9a
b Did the sponsoring organizatiqg_% stribution to a donor, donor advisor, or related person? Sh
10  Section 501(c){7) organizations..Ental:
a Initiation fees and capital q.gpt tib0s included on Part Vill, line 12 wi gt nesneo s | 908
b Gross receipts, in 1 0, Part VIl line 12, for public use of club facilities 10b
11  Saction 501(c){12 izations. Enter:
a Gross income from mérpbers or shareholders : X ORI Er s S e by B S Rty 11a
b Gross income from other sources (Do not net amounts due or paid to other sources against
amounts due or received from them) T A e T e e 1ib
12a Section 4947(a){1) non-exempt charitable trusts. Is the organization filing Form 990 in lieu of Form 10417 | 123
b If "Yes," enter the amount of tax-exempt interest received or accrued duringtheyear ... .. . | 12b |
13 Section 501(c)(29) qualified nonprofit health insurance issuers.
a Is the organization licensed to issue qualified health plans in more thanone state? 13a
Note. See the instructions for additional information the organization must report on Schedule O.
b Enter the amount of reserves the erganization is required to maintain by the states in which the
organization is licensed to issue qualified health plans e 13b
¢ Enter the amount of reservesonhand N R e 13¢
14a Did the organization receive any payments for indoor tanning services during the taxyear? . |4a X
b _If "Yes," hasit filed a Form 720 to raport these payments? jf “No * provide an explanation in Schedute & . oo 14b
Form 990 (2016)

632005 #1-11-18
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Form 990 I20161 NORTHWEST HOSPITAL CENTER , INC. 52-1372665 Page 6
| Part V| | Governance, Management, and Disclosure For each "Yes" response to fines 2 through 7b befow, and for a *No" response
to ling 8a, 8b, or 10b below, describe the circumstances, processes, or changes in Schedule O. See instructions.

Check if Schedule O contains a response ot nots to anylinginthisPatVl it e i G RS et B
Section A. Governing Body and Management

Yes | No
1a Enter the number of voting members of the governing body at the end of the tax year ! 1a l 20
If there are material differences in voting rights among members of the governing body, or if the governing
body dalegated broad authority to an exaculive committee or simitar committee, explain in Schedula 0.
b Enter the number of voting members included in line 1a, above, who are independent L1k 15
2 Did any officer, director, trustes, or key employee have a family relationship or a business relationship with any other
officer, director, trustee, or key employes? S S T R R B 2 X
3 Did the organization delegate control over managemaent duties customarily performed by or under the direct supervision
of officers, directors, or trustees, or key employees to a management company or other person? 3 X
4  Did the organization make any significant changss to its gaverning documents since the prior Form 990 was filed? 4 X
5 Did the organization become aware during the year of a significant diversion of the organizatton's assets? @ 5 X
6 Didthe organization have members or stockholders? e b A P Tt i 6 | X
7a Did the organization have members, stockhalders, or other persons who had the power to elect or appoint '-'-:
more members of the goveming body? e T N, 7a | X
b Are any govemance decisions of the organization reserved to {or subject to approval by} membw&;@n.
persons other than the goveming body? B S I T 7| X
8 Did the organization contemporaneously document the meetings held or written actions undertaken during IWIM following:
a Thegovemingbody? . Ay S s L 8a | X
b Each committes with authority to act on behalf of the govemingbody? ﬁ _________ ims o g gb | X
9 Is there any officer, director, trustes, or key employee listed in Part VII, Section A, whq‘em reached at the
organization's mailing - e the Names and addresses in Sched) l 9 X
Section B. Policies /;
Yes | No
10a Did the organization have local chapters, branches, or affiliates? ey e | 10a X
b If "Yes," did the organization have written policies and procedur the activities of such chapters, affiliates,
and branches to ensure their operations are consistent with the 1 jon’s exempt purposes? T s 10b
112 Has the organization provided a complete copy of this Form to alfmembers of its gavemning body before filing the form 11a| X
b Describe in Schedule O the process, if any, used by the o Emtion to review this Form 990.
12a Did the organization have a written conflict of inte, 4 No,"gotoline 13 . B el e T TR i i 122l X
b Were officers, directors, or trustees, and key emplo isclose annually interests that could give rise to conflicts? T Tl 12| X
¢ Did the organization regularly and consistently i d enforce compliance with the policy? ¢ "Yes, " describe
in Schedule O how this was done ... S A e A e e e el 112¢| X
13 Did the organization have & written whistidblowdy policy? s S B TP (13 | X
14 Did the organization have a written tention and destruction policy? P S o dear 14 | X
15 Did the process for determini i 5P -:L-"" satlon of the following persons include a review and approval by independen
persons, comparability data, &‘* poranegous substantiation of the deliberation and decision?
a The organization’s CEQ, Exec ‘irector, or top management officia S ik i5a| X
b Other officers or ke the organization e R P e A e RS e 15b| X
If "Yes" to line 15a , describe the process in Schedule O (see instructions).
16a Did the organization iﬁ?@t in, contribute assets to, or participate in a joint venture or similar arrangement with a
taxable entity during the year? R Tt e Gl B e Rty e A | 16a X
b If "Yes," did the organization follow a written policy or procedure requiring the organization to evaluate its participation
in joint venture amangements under applicable federal tax faw, and take steps to safeguard the organization's
axempt status with respect to such arrangements? i : 35 16b

Section C. Disclosure
17 List the states with which a copy of this Form 990 is required to be filed p-MD ,CA
18 Section £104 requires an organization to make its Forms 1023 {or 1024 if applicable), 930, and 990-T (Section 501 (c}{3)s only) available
for public inspection, Indicate how you made these availabls. Check all that apply.
l___l Own wehbsite |:| Another's website Upon request |:| Other (explain in Schedute O)
19 Dascribs in Schedute O whether (and if so, how) the organization made its goveming documents, conflict of interest policy, and financial
statements available to the public during the tax yaar.

20 State the name, address, and telaphone number of the person who possesses the organization’s books and records: >
NANCY KANE - (410) 601-5653
2401 WEST BELVEDERE ROAD . BALTIMORE, MD 21215
832008 11-11.16 Form 990 (2016)
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Farm 920 (2016 NORTHWEST HOSPITAL, CENTER, INC. 52-1372665 Page?
- Compensation of O fficers, Directors, Trustees, Key Employees, Highest Compensated

Employees, and Independent Contractors

Check if Schedule O cantains a response or note to any fing in this Part Vil

Section A. Officers, Directors, Trustees, Key Employees, and Highest Compensated Employees

1a Complste 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 organizalion's current officers, directors, trustees (whether individuals or organizations), regardless of amount of compensation.
Enter -0- in columns (D), {E), and (F) i no compensation was paid.
® List all of the organization's current key employaes, if any. See instructions for definition of "key employee.*
® List the organization's five current highest compensated employaes (other than an officer, director, trustes, or key employee) who received report-
able compensation (Box 5 of Form W-2 and/or Box 7 of Form 1099-MISC) of more than $100,000 from the organization and any related organizations.
® List all of the organization’s former officers, key employees, and highest compensated employees who received more than $100,000 of
reportable compensation from the organization and any related organizations.
® List all of the organization's former directors or trustees that received, in the capacity as a former director or trustee of the organization,
more than $10,000 of reportable compensation from the organization and any related organizations.
List persans in the following order: individual trustees ar directors: institutional trustees; officers; key employees; highest compenisated employees;

and former such persons.
[ Check this box if neither the organization nor any related organization compensated any currant officer, di&ct_o_r_%%%
{A) )] {C) 0) : \ {F)
Name and Title Average | .. cmsgf:‘mm one Reportable Estimated
hours per | box, unlesa peracn is both an compensation  Jm amount of
week officer and a director/rustas) from f other
(istany | & tha ‘ compensation
hours for | S ® organizajon || (W-2/1099-MISC) from the
refated | 2 | § F w-2n 09% ’ organization
organizations| £ | 3 g E ~ and relatad
below g g 2 '% ?;_% s N Ve organizations
ine) |=|8l=|z[88|5| L W
(1) DOUGLAS LEDERMAN 1.00 A% .
CHAIR 0.00|X X 3¥ 1 0. 0. 0.
{2} PAUL L. SAVAL 1.00 ,,:# 1 b
VICE CHAIR 0.00|X X |, o 0. 0. 0.
(3) JOEL R, WOHL 1.00 T JL‘! ) )
TREASURER 0.00 x| |4 0. 0. 0.
(4) IRA K. HIMMEL 1.00 f i T
SECRETARY 0.0p | &“‘f 0. 0. 0.
{5) RONALD ATTMAN Q.0 7
DIRECTOR A.000% 0. 0. 0.
(6) JODY BERG 00/
DIRECTOR . 0.00 |X 0. 0. 0.
(7) 8. DALLAS DANCE, PH.D, | «.00
DIRECTOR W 0.00 |x 0. 0. 0.
(8) HARQLD HACKERMAN o= r1.00
DIRECTCR . % 3 0.00[X 0. 0. 0.
(9) RICHARD KEMPER W 1.00
DIRECTOR A NJ 0.00 (X 0. 0. 0.
{10) DONALD KIRSON '+ 1.00
DIRECTOR N 0.00 X 828. 0. 0.
{11} AUDREY LIFCOVICH 1.00
DIRECTOR 0.00 X% 828. 0. 0.
(12) NICK MANGIONE, JR. 1.00
DIRECTOR 0.00|X 0. 0. 0.
{13) JOSEPH MIGLIARA 1.00
DIRECTOR 0.00|X 0. 0. 0.
{14} WILLIAM MILLER 1.00
DIRECTOR 0.00 X 0. 0. 0.
(15) THOMAS F. OBRECHT 1.00
DIRECTOR 0.00|x 0. 0. 0.
{16) MICHAEL SACHS 1.00
DIRECTOR (PART YEAR) 0.00 X 0. 0. 0.
(17) LOUIS SAPPERSTEIN 1.00
DIRECTOR 0.00 (X 0. 0. 0.
832007 11.11.18 Form 990 (2016)
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' []

Form 990 (2016} NORTHWE§T HOSPITAL CENTER, INC. 52-1372665 Paga_g
i _' iaction A. Officers, Directors, Trustees, Key Employees, and Highest Compensated Employess jmontinued)
A (B) (c) (D) € (F)
Name and title Average | oostion Reportable Reportable Estimated
hours per | pox, unlsss person s bath an compensation compensation amount of
week officer and 2 diractor/lrustee) from fram related othar
{list any § the organizations compensation
hours for | & - organization (W-2/1039-MISC) from the
related | 3 | 2 a {(W-2/1099-MISC) organization
organizations| £ | S g2 and related
betow |3|35| |B|38 . organizations
) |s|E[E])5[58) 5
{18) BARRY S. WALTERS, M.D, 1.00
DIRECTOR 0.00|X 0. 0. 0.
{19) HOWARD WEISS 1.00
DIRECTOR 0.00 X 0. 0. 0.
{20) BRIAN WHITE 40.00
PRESIDENT/COO0/DIRECTOR 1.00 |x| |x 0. ﬁﬁ’%l 6.1194,066.
(21) N, PAUL ZEMANKIEWICZ, D.O, 1.00 .(j‘*?i
DIRECTOR 0.00 |X 0 oqpomy, et 0. 0.
(22) NEIL M, MELTZER 1.00 } T
PRES & CEQ, LIFEBRIDGE HEALTH 40.00 X 4@ 0;1’*1};394,449. 408,776.
{23) DAVID KRAJEWSKI 1.00 y
SR VP/CFO, LIFEBRIDGE HEALTH 40.00 X 0. 805,630.| 176,818.
(24) KEVIN KELBY 40.00 €/
VICE PRESIDENT/CFO 1.00 X o o 0. 467,892.] 73,491.
{25) RONALD GINSBERG 40.00 N
VP MEDICAL AFFAIRS 0.00 X %l > 489,654. 0.| 21,210.
(26) JAMIE BARNES, M.D. 40.00 ?i¢1€7_
PRESIDENT OF MEDICAL STAFF 0.00 X |7, b 493,981, 0.] 35,341.
b Sub-total ... ub 285,291.[3,609,487.] 909,702,
¢ Total from continuation sheets to Part VII, Section A ﬁ--é %P | 3,726,897, 106,040.{ 285,187.
d Total{addlinestbandtc) . .. ... . " . 4,712,188.] 3,715,527.] 1194889.
2 Total number of individuals (including but not llrrnted to : above) who received more than $100,000 of reportable
compensation from the organization ,ﬁ'/ \;‘Q o 159
Yes | No
3 Did the organization list any former officer, dlreaﬁj; stle, key employee, or highest compensated employee on
line 1a? ff “Yes, " complete Schedule J for indi B A SR R e S s B S e P 3 |X
4 For any individual listed on line 1a, isthe portable compensation and other compensauon from the orgamzatlon
and related organizations greater th&ah‘ *Yes, " compiete Schedule J for such individuat ... | a|X
5 Did any person listed on line 1g rgoet B % aborue compensation from any unrelated organization or individual for services
rendered to the organization?. i/ Nl ornplate Schedule Jforsuchparsan o 3 5 X
Section B. Independent Contractorg =
1 Complate this tﬂ&hest compensated independent contractors that received more than $100.000 of compensation from
the organization. o ompensation for the calendar year ending with or within the organization's tax year.
A B
I'J'ame and butsu'-ness address Descriplio:\ gf services Comptetr::)sation
CROTHALL SERVICES, 13028 COLLECTIONS
CENTER DRIVE, CHICAGO, IL 60693 CONTRACT CLEANING 4,557 ,B842.
NORTH AMERICAN PARTNERS
P. 0. BOX 267, GLEN HEAD, NY 11545 ANESTHESIA SERVICES 1,177,099,
ARAMARK HEALTHCARE L‘
25271 NETWORK PLACE, CHICAGO, IL 60693 00D SERVICES 1,029,090.
DAVITA OWINGS MILLS
P. 0. BOX 403008, ATLANTA, GA 30384 RENAL DIALYSIS 570,256.
PLMD-PULSE MD, 10715 RED RUN BOULEVARD 7 ULANCE
OWINGS MILLS, MD 21117 RANSPORTATION 460,642.
2 Total number of indapendent contractors {including but not limited to those listed above) who received more than
100,000 of compensation from the organization 26
SEE PART VII, SECTION A CONTINUATION SHEETS Form 990 (201g)

632008 t1-11.18
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Form 990 NORTHWEST HOSPITAIL CENTER, INC. 52-1372665
art | Section A, _Officers, Directors, Trustees, Key Employees, and Highest Compensated Employees i
{A) (B) {c) (D) (E) {F)
Name and title Average Pasition 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 | = 2 (W-2/1088-MISC} organization
refated | z | & g and related
organizations| 2 | 5 £ g organizations
below [218| 1E|Z](s
lina) I EIHELE
(27) SUSAN MANI, M.D. 40.00
CHEIF MED - CHEIF QUALITY OFFICER 0.00 X 373,467. 0.] 26,496.
{28) KELLY CORBI 40.00
VP, OPERATIONS 0.00 X 363,133, 58,766,
{29) SUSAN JALBERT 40.00
VP PATIENT CARE SERVICES 0.00 X 50,560.
(36) KEVIN INMAN 40.00
VP PATIENT CARE SERVICES 0.00 X 0.
{31) ROBERT SALTZMAN, .D, 40.00
PHYSICIAN 0.00 X 34,322,
{32) BRIAN JANTZ, M.D. 40.00
PHYSICIAN 0,00 X T@,ﬂl 0.| 25,285.
(33) DAWN LEONARD, M,D, 40.00 ) -4
SURGEON 0.00 X1 1N %397,544, 0.] 37.7417.
{34} MAYER GORBATY, M.D, 40,00 L Y, i
PHYSICIAN 0.00 Elal" 387,069. 0.| 28,528.
{35) ALAN DAVIS, M.D, 40.00 I\ v
PHYSICIAN 0.00 1 369,747. 0.| 22,459,
(36) CANDACE HAMNER 0.00 .
FORMER VP CARE MANAGEMENT 0.00 L\ X 0. 106,040. 1,024.
~
e ]
& _\[N
B W
.‘.. - . i, g
Pl - b e
N
v F.
%
Totalto Part Vil SectionAdinele . . ... 3,726,897, 106,040.( 285,187.
alz2t
04-01-18
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Form 990 {2016) NORTHWEST HOSPITAL CENTER, INC. 52-1372665 Page 9
art | Statement of Revenue
Check if Schedule O contains a fesponse or note to any ling in thisPart Wit ... ...
Total 'rﬁlenua RGIJE,L or u,,,L?gted Revenue excluded
exempt function business frurget‘giaugder
ravenue revenue 519 - g'u
g 1 1 a Federated campaigns T‘I'_aJ 2,650,
LR b Membershipdues = 1b
< H ¢ Fundraisingevents 1c
-g - d Related organizations e d
a e Govemment grants (contributions) [ 1e
,§ ¢ Allother contributions, gifts, grants, and
F1- similar amounts not included above |11 593,646,
B g MNoncash contributions Included in lines 1a- M- §
38 h TotalAddlinestatt > 596,296,
usiness Cod.
a PATIENT REVENUE 621400 233,710,097, 233,710,097,
b 4
- b _
5 d :
S e ﬁ_ﬁ:—#
LS f Al other program service revenue Y 3
g Total. Addlines2a-2f .. ... . ... 233,710,097, |
3 Investment income (including dividends, interest, and j’ A
other simitar amountsy gt P 5,285,136, [N 5,602, 5,279,534,
4  Income from investment of tax-exempt bond proceeds » |
5 Royalties L »
Real {i) Personal
6a Grossrents | 403,405,
b Less: rental expenses 0. . O
¢ Rental income or (loss) 403,409, %N
d Netrentalincomeor{loss) . ... .. . 403,409, 20,185, 383,214,
7 a Gross amount from sales of {i} Securities
assels other than inventory | 14,811,382,
b Less: cost or other basis 4
and sales expenses 10,226,48
¢ Gainorfoss) [ 4,584 900.F
d Netgainor(oss) _........% W . & .. .. ) - 4,586,975, 4,586,975,
o | 8 @ Grossincome from fundraisin
g including $ B
1 contributions reported mﬁe‘ 1;. See
o PartlV, ine 18, . o NN
£| b Less: direct Nl b
¢ Net income from fundraising events ..
9 a Gross income gaming activities. See
Part IV, line18 a
b Less:direct expenses b
¢ Net income or (loss) from gaming activities .. ... . »>
10 a Gross sales of inventory, less retumns
and allowances a
b Less:costofgoodssold perm e by
c_Net income or {loss] from sales of inventory ..
Miscellaneous Revenue usiness Code|
11 a PHARMACY SALES 621990 19,735,273, 19,735,273,
b MISCELLANEOUS 500099 2,114,847, 2,114,847,
¢ CAFETERIA SALES 722210 1,780,142, 1,780,142,
d Allotherrevenve
e Total Addlinestatyd > 23,630,262,
— 112 Totalcevenue. Seainstructions. . .. B | 268,212,175.] 233,710,097, 25,797.] 33,879,985,
832009 111718 Form 990 (2016)
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Farm 990 {2016) ____ NORTHWEST HOSPITAL CENTER, INC. 52-1372665 Page 10
[Part IX]

Statement of Functional Expe Expenses

i H IS COMoeis il Conumins. Al athe gl . aULNTS TILIS ARSI Y 13! -
Check if Schedule 0 contams a rasponse or note to any Ime in this Part: DX e wol S e 20 T e g
(A} (8] C)
Do not include amounts reported on lines &b, Total expenses Program service Manage[mant and FunJra:smg
7b, 8b, 9b, and 10b of Part Vill. axpenses genaral expenses expenses

1 Granls and other assistance to 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 govemments, and foreign
individuals, See Part IV, lines 15 and 16

4 Benefits paid to or for members
S5 Compensation of current officers, directors,
trustees, and key employees 936,598. 913,1% 23,415.
& Compensation not inclutted abave, to disqualified f’i\
persons (as defined under section 4958(f)(1)) and ! A ) )
persons described in section 4958(c)(3)(B) =, o
7 Other salaries and wages .. [105,145,373.| 80,685,437./.24445D , 936,
8 Pension plan accruals and comributmns (include T e
section 401(K) and 403(0) employer conbuions) | 3,162,883.| 2,656,822, J506,061.
9 Otheremployee benefits . 116,347,995, 12,315,679, 5,032,_316.
10 Payrolitaxes .. ... ... . 6,719,921.] 5,644 1,075,187,
11 Fess for services {non-employees): ¢ -4
@ Management S— % %
b legal e 12,978. N P 12,978,
¢ Accounting ;{; Nl
d Lobbying A S R A S 1021457 -\t-" 1021457'
e Protessional Iundransmg services. See Part IV, ling 17 f\_g :
f Investment managementfees 175 175,174.
g Other. (If line 11g amaunt exceeds 10% of line 25, _§ )~
column (A) amount, list line 119 expenseson Sch 0) | 34, .| 14,455,920.| 20,479, 555.
12 Advertising and promotion 4 83. 4,056, 319,727.
13 Officeexpenses E 5“\23*5 795. 885,982.] 4,359,813,
14 Informationtechnology . |&
35 Royalties s e
% Ocaupancy & (" {4,100,978.] 3,194,005.] 506,973
17 Travel W ), g 64,321. 63,957. 364.
18 Payments of travel or entertaigme xPROShs
for any federal, state, or local i di '
19 Conferences, conventlons{p dinest o 628,761. 335,379, 293,382,
20 |Interest 'j.ur ......... : 312601692' 3,260,692,
21 Payments to affilia &
22 Depreciation, depletloh,.and amortization 11,339,225.| 7,660,905.] 3,678,320.
23 Insurance . 258,812, 249,693. 9,119.

24 Other expenses. ltemize expenses not cuvered
above. (List miscellaneous expenses in line 24e. If line
24e amount exceeds 10% of line 25, column (A)
amount, list iing 24e expenses on Schedule 0. )

a SUPPLIES 49,519,971.| 29,508,754.] 20,011, 217.
b DUES AND MEMBERSHIPS 223,638. 41,606. 182,032.
¢

d

e All other expenses

25  Total functional expenses. Add lines 1 through24e [242,504,830./160,963,621.] 81,517 ,794. 23,415,

26  Joint costs. Complete this ling only if the organization
reéported in column (B) joint costs from a combined
educational campaign and fundraising solicitation.
Chack here it following SOP 98-2 (ASC 958-72

832010 11-11.18 Form 990 2016)
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52-1372665 page 11

Form 990 (2016 NORTHWEST HOSPITAL CENTER, INC.
] Part X | Balance Sheet

Check if Schedule O contains a response ornote to any tine in this Pat X ... Wi
(Al (B)
Beginning of year End of year
1 Cash-noninterestbearing N —— 5,528.] 1 5,528.
2 Savingsand temporary cashinvestments 111,063,264.] 2 61,356,637.
3 Pledges and grants receivable,net 581,534.| a 413,437.
4  Accounts receivable,met _ 23,692,822, 4 25,520,732,
5 Loans and other receivablas from cunent and former off cers, dlractors
trustees, key employees, and highest compensated employees. Complate
Partllof ScheduleL 5
6 Loans and other receivables from other disqualified persons (as defined under
section 4958(f){1)), persons described in section 4958(c)(3)(B}, and contributing
employers and sponsaring organizations of section 501(c)(9) voluntary
B employees' beneficiary organizations {see instr}, Complete Part Il of Sch L
¢ | 7 Notesandloansreceivable,net :
< | 8 Inventories for sate or uss e A 5,087,950,
9 Prepaid expenses and deferred charges . S8 Dg " 781,500,
10a Land, buildings, and equipment: cost or other ; B
basis. Complate Part VI of Scheclule D 10a| 298,204,287, (.' .
b Less: accumulated depreciation wp| 191,391,826, 112,208}351. 10c| 106,812,461.
11 Investments - publicly fraded securities 96,156,484.| 11| 107,796,689,
12 Investments - other securities. See Part IV, line 11 el 12
13  Investments - program-related, See Part IV, ling 11 ol S’ 13
14 Intangible assats e AN 14
15  Other assets. See Pant IV, line 11 aﬁ“‘*— 5,879,649.] 15 5,857,156.
—| 16 Total assets. Add lines 1 through 15 {must o Man | 355,672,331.] 6] 313,632,090.
17 Accounts payable and accrued expenses " f - 35,988,899.] 17 38,557,157.
18  Grants payable s \im) ..... 18 _
19  Deferred rovenue e V i, N 319,394.] 19 327, 260.
20 Tax-exempt bond Ilabllmes ____________ - Ky 20
21 Escrow or custodial account liability, Complete Bart eduleD = 21
«w | 22 Loans and other payables to current and fo rectors, trustees,
é key employees, highest compensated oyeaé‘*;!rf&'dlsquallf ed persons
3 Complete Part llof Schedule L % 4 - 22
|23 Secured mortgages and notes paya unrets ecl third parties 23
24 Unsecured notes and loans payablelo unfelated third parties 24
25  Other liabilities (including feddval Migolifax, payables to refated third
parties, and other Ilabulltg;sm d on lings 17-24). Complete Part X of
ScheduleD I o B B e e 101,731,591.] 25| 103,256,493,
126 Totali MuhZﬁ _____ 138,039,884, 142,140,910.
Organizatio AS 117 (ASC 958), check here > @ and
n complete lin through 29, and lines 33 and 34.
2 |27 Uwestrictednel®gsets ... . 209,935,744.] 27| 163,630,042,
€ | 2B Temporarily restricted net assats 7,696,703, 28 7,861,138,
.'f,' 29 Permanently restricted netassets 29
E Organizations that do not follow SFAS 117 (ASC 958). check here P 1:|
5 and complete lines 30 through 24,
J‘.!o 30 Capital stock or trust principal, or current funds i R MRS e TOEE A0 30
5 31 Paid-in or capital surplus, or land, building, or equipment fund 3
% | 32 Retained eamings, endowment, accumulated income, or other funds _ 32
< |33 Totalnetassetsorfundbalances 217,632,447.| 33| 171,491,180.
34 Total liabilities and net asgets/fund balances . 355,672,331.] 34| 313,632,090.
Form 990 (2016)
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Form 990 {2016) NORTHWEST HOSPITAL CENTER, INC. 52-1372665 pPagel2
art Reconciliation of Net Assets

Chack if Schedule O contains a responsa or hote to any IineinlhisPa_r_tXl ...................... i i P €

Total revenue (must equal Part VI, column (A}, line 12)
Total expenses (must equal Part IX, column (A), ine 25) 242,504,830.
Revenue less expenses. Sublract line 2 fromline 1 25,707 ,345.

1 268,212,175,
| 2
Net assets or fund balances at beginning of year (must equal Panx llneaa column(A) .. 4 217;532;447-
5
6
7
8
9

Net unrealized gains {losses) on investments 5,563,752.
Donated services and use of facilities
Investment expenses

Prior period adjustments

Other changes in net assets ar fund balances {explain in Schedule O) e

10 Net assets or fund balances at end of year. Combine lines 3 through 9 (must equal Part x lme 33

column{BY ..o . griasssne s gnae e ek ] 90] 1714915180,
ncial Statements and Reporting 3\

Check if Schedule O contains a response ornoteto any lineinthisPart Xl ... .. ..o

oo ~;O b WM

—77,412, 364.

J 3N ) Yes | No

1 Accounting method used to prepare the Form 890: D Cash ]Zl Accrual [:l Other T, ""'*-.;-‘-: ;

If the organization changed its method of accounting from a prior year or checked “Other,” explaj &gdu o."
2a Woere the organization's financial statements compiled or reviewed by an independent accountafit? g _________________ ; 2a X

If "Yes," check a box below to indicate whether the financial statements for the year were compi ouRuewad ona

saeparate basis, consolidated basis, or both: =

|:| Separate basis |:| Consolidated basis r_—l Both consolidated and sa%asis

b Were the organization's financial statements audited by an independent accountant™’,  “we” | 2b X

If *Yes," check a box below o indicate whether the financial statements for the Ieﬁmmted on a separate basis,

consolidated basis, or both: o
D Separate basis - | X | Consolidated basis l:l Both consoiﬁa \ﬁéseparate basis
¢ i "Yes" to line 2a or 2b, does the organization have a committee that ponsibility for aversight of the audit,
raview, or compilation of its financial statements and selection of i ent accountant? L | 2¢c X
If the organization changed either its aversight process or se ss during the tax year, explain in Schedule 0.
3a As arasult of a federal award, was the organization reqmred der an audit or audits as set forth in the Single Audit
ActandOMBClrcularMSB? 0 3a| X
fﬁ wg? If the organization did not undargo the requnrad audlt
....................................... X
Form 990 {2016)
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. . . MR Na, 1545-0047
22:'5920”0';2_&, Public Charity Status and Public Support
Complete if the organization is a section 501{c)}{3) organization or a section 20 1 6
4947{a}{1) nonexempt charitable trust.
Department of the Traasury B> Attach to Form 990 or Form 990-EZ. Open to Public
nternal Revenus Service D> Infarmation about Schedule A (Farm 990 or 990-EZ) and its Instructions is 3t _www.irs.gov/form990. inspection
Name of the organization Employer Identification number
NORTHWEST HOSPITAL CENTER, INC. 52-1372665
art eason for Public Cha tatus (All organizations must complets this part)) See instructions,

The organization is not a private foundation because it is: (For lines 1 through 12, check only one box.)

D A church, convention of churchas, or association of churches described in  section 170{b)}{ 1{ANi).

2 |:| A school described in section 170{b)}{1}{AXil). (Attach Schedule E (Form 980 or 950-£2))

3 A hospital or a cooperative hospital service arganization described in section 170{b){[1KANiii).

4 |:| A medical research organization operated in conjunction with a hospital described in section 170{b){1){Alliii). Enter the hospital's name,
city, and state:

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

section 170{b}{ 1{Al(iv). (Complate Part 1)

A faderal, state, or local govemment or governmental unit described in section 170({b}{1{A}v).
An organization that normally receives & substantial part of its support from a governmental unit or lrom;f!e &leralpubhc described in
section 170({b){ 1){A)vi). (Complate Part I1.)

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

An agricultural research organization described in section 170{b}{ 1}{A)lix) operated in corjunctio a land-grant college

or university or a non-land-grant college of agriculture (see instructions). Enter the name, cit q@ﬁh of the college or

university:

An organization that normally receives: (1) more than 33 1/3% of its support fror:‘fumons. membership fees, and gross receipts from

-l

S

0 Dmﬁﬁm

O o

10

activities related to its exempt functions - subject to certain exceptions, and (2) an 33 1/3% of its support from gross investment
income and unrelated business taxable incoma {less section 511 tax) fram bu acquired by the organization after June 30, 1975
See section 509{al2). (Complate Part Il1.)

11 [:l An organization organized and operated exclusively to test for public {t%ﬂjee section 509{a}{4).

12 |:| An organization organized and operated exclusively for the benefit&F1g orm the functions of, or to carry out the purposes of one or

al

lines 12a through 12d that describes the type of supportl grigan

a I:l Type 1. A supporting organization operated, suparvi cg rolled by its supported orgamzatlon(s) typlcaily by giving
the supported organization(s) the power to regylarl int or elect a majority of the directors or trustees of the supporting
organization. You must complete Part IV Bactiol

b [:l Type |). A supporting organization supa Mot led in connection with its supported organization(s), by having

organization(s). You must complete.Bart IV, S sctions A and C.

c D Type Il functionally integrated upphrting organization operated in connection with, and functionally integrated with,
its supported organization(s]%u ions). You must complete Part IV, Sections A, D, and E.

d D Type lll non-functionally integ " A supporting organization operated in connection with its supported organization(s)
that is not functionally jntegra . The organization generally must satisfy a distribution requirement and an attentiveness
requirement (see ingtru ctionsf.

e [] Check this pﬁ'!‘ze By 1|'zat|cu-| received a written determination from the IRS thatitis a Type I, Type Il Type lll
functmnally"ﬁ\taj ted, or Type Il non-functionally integrated supporting organization

f Enter the number of %oned ONgaNIZANONS .. et noni et = i s oo o e T T R | |
g Provide the following information about the supported organlzatlon{s)
{i) Name of supported [H) EIN (M) Type of arganization [ TwjTsTht ergar G IS | [v) Amount of monetary {vl) Amount of other
in your govasnmg dotument?
arganization ;g?v‘;‘ig:g m:m;n;g Yes No |8upport (see instructions) | support {see instructions)
Total
LHA For Paperwork Reduction Act Notice, see the Instructions for Form 990 or 990-EZ. s12021 092112 Schedule A (Form 990 or 990-EZ) 2016
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Schedule A (Form 990 or 990-E2) 2016 NORTHWEST HOSFPITAL CENTER, INC. 52-1372665 Page2
- Support Scﬁeg ule for Organizations Described In Sections 176!5](1“3)“\:] and 170(B){T){A)(vi)

{Complete only if you checked the box on line 5, 7, or 8 of Part | or if the organization failed to qualify under Part 1l1. If the organization

fails ta qualily under the tests listed below, please complete Part Il1.)

Section A. Public Support

Calendar year {or fiscal yoar beginning in) P [a} 2012 {b} 2013 {e] 2014 {d} 2015 [e} 2016 {fi 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
orexpended onitsbehall

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

4 Total, Add lines 1 through3 |

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

6 _Public support. Subbact line 5 from line 4 Qg

Section B. Total Support J St

—

1)

Calendar year {or fiscal year beginning in) - {a) 2012 [b) 2013 l:_:)_ié\ o {d} 2015 {e} 2016 {f} Total
7 Amountsfromlined . N R
8 Gross incoms from interest, &

dividends, payments received on Ty,
securitias loans, rents, royalties
and income from similar sources Y. W |
9 Net income from unrelated business
activities, whether or not the i
business is regularly cariedon | ] Wy
10 Other income. Do not include gain A
or loss from the sale of capital
assets (Explain in Part V1.) i
11 Total support. Add lines 7 through 10
42 Gross receipts from related actlwtles, atch
13 First five years, If the Form

-

geemstructions) [12]
': anization's first, second, third, fourth, or fiith tax year asa sectlon S01{cK3)

organization, check this box & -. L1 - i S -
1 £: upport Percentage
14 Public support percgpﬁaﬁl ol 5 (line 6, column (f) divided by ling 11, column () ... . 14 %
15 Public support percw from 2015 Schedule A, Part Il ine14 15 %
16a 33 1/3% support test - iups If the organization did not check the box an line 13 and line 14 is 33 1/3% or more, check this box and
stop here, The organization qualifies as a publicly supported organization . ... .. . |:|
b 33 1/3% support test - 2015. |f the organization did not check a box on line 13 or 16a, and line 15 is 33 1/3% or more, check this box
and stop here. The organization qualifies as a publicly supported organization . R > D
17a 10% -facts-and-circumstances test - 2016. If the organization did not check a box on Ilne 13, 164, or 16b, and I:ne 14 is 10% or more,
and if the organization mests 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 e [ I__-l
9 10% -facts-and-circumstances test - 2015, |f the organization did not check a box on line 13, 16a, 16b, or 173, and line 15 is 10% or
more, and if the organization mests the "facts-and-circumstances” test, check this box and stop here. Explain in Part Vl how the
organization meets the “facts-and-circumstances” test. The organization qualifies as a publicly supported organizaton N |:]
18 _Private foundation. If the organization did not check a box on line 13, 16a, 16b, 17a, or 17b, check this box and see mstmctlons ......... ]

Schedule A (Form 990 or 990-EZ) 2016

632022 09-21-18
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Schedule A (Form 990 or 990-67) 2016 NORTHWEST HQSPITAL CENTER, INC. 52-1372665 Ppage3
- guppoﬁ Scﬁes ule for Organizations Described In Section 500 (a)(2)

(Compieta only if you checked the box on line 10 of Part | or if the organization failed to qualify under Part II. I the organization fails to

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

Calendar year {or fiscal yaar beginnlng In) - [a) 2012 ib} 2013 [} 2014 [d} 2015 {e] 2016 {f} Total
1 Gifts, grants, contributions, and

membership fees received. (Do not
include any “unusual grants.*) )

2 Gross receipts from admissions,
merchandise sold or services per-
formed, or facilities fumished 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 Tax revenues levied for the organ- LY
ization's banefit and either paid to )
or expended on its behalf

5 The value of services or facilities : % ﬁ
fumished by a govemmental unit to |
the organization without ¢harge . l
6 Total. Add lines 1 through 5
7a Amounts included on lines 1, 2, and (17 1

3 received from disqualified persons f Ups

b Amounts included on linea 2 and 3 received L
from ather than disqualified parsons that
axcead the greater of $5,000 or T3 of the
amount on lina 1] lor the year

I L]
¢ Add lines 7aand 7b o e o

8 _Public support. j;u:trac:l.;.r.!.l JEllng-raE}“ \ s E
Section B. Total Support 5 Y

Calendar year (or fiscal year beginning in) {a) 2012 @3 | I [e) 2014 {d) 2015 (e} 2016 {f) Total
9 Amounts fromline 6 [ %

10a Gross income from interest,
dividends, payments received on )
securities loans, rents, royalties
and income from simitar sources . |#

b Unrelated business taxable income
{less section 511 taxes) from businesses

acquired after Jung 30, 1975 N
cAdd lines 10aand 10b .
11 Net income from unrelated busiﬂé Yy

activities not included in line 1% b3
whether or not the bugpq‘m‘i; X
regularly camiedon o7 "% %
12 Other income. Do i
or loss from the sale
assots (Explain in Part

13 Total support. {add ines 8, 10¢. 11 and 12}

14 First five years. Ii the Form 990 is for the organization’s first, second, third, fourth, or fifth tax year as a section 501{c)3) organization,
chack this box and stop here ... .

15 Public support percentage for 2016 {line 8, column {f} divided by line 13, column {f) e I %

16 Public support percentage from 2015 Schedule A, Part NlinedS ... S AT 16 9%

Section D. Computation of Investment income Percentage
17 Investment income percentage for 2016 {line 10¢, column () divided by line 13, column () 17 %

18 Investment income percentage from 2015 Schedule A, Part Ill, line 17 ; G FERRa o . 18 %
19a 33 1/3% support tests - 2016. 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 R ) > |:|

b 33 1/3% support tests - 2015. If the organization did not check a box on line 14 or fine 18a, 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 organizaton P l:l

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

632023 09-21-18 Schedule A (Form 990 or 990-EZ) 2016
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Schedule A (Form 990 or 990£Z) 2016 NORTHWEST HOSPITAL CENTER, INC. 52-1372665 Pages
- Supporting Organizations

(Completa only if you checked a box in line 12 on Part |. If you checked 12a of Part I, complete Sections A

and B. If you checked 12b of Part |, complete Sections A and C. If you checked 12c of Part |, complete

Sections A, D, and E. If you checked 12d of Part |, complate Sections A and D, and complata Part V.)
Section A. All Supporting Organizations

Yes | No

1 Are all of the organization's supported organizations listed by name in the organization's governing
documents? jf *No,* describe in Part Vi how the supporied arganizations are designated. If designated by
class or purpose, describe the designation. If historic and continuing relationship, explain. 1

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

3a Did the organization have a supported organization described in section 501(c){4}, (5), or (6)7 If “Yes,* answer
(b) and (c) below. Ja

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

¢ Did the organization ensure that all support to such organizations was used exclusively for section 170(?2!@1
purposes? f "Yes, " explain in Part VI what controls the organization put in place to ensure such

4a Was any supperied arganization not organized in the United States (*foreign supported organizgtion”)? JTf
*Yes," and if you checked 12a or 12b in Part i, answer (b) and {c) below.

b Did the organization have ultimate control and discretion in deciding whether to make gral to the forelgn

supported organization? Jf “Yes," descrbe in Part VI how the organization had such % _,éjq.dasc:euon

despite being controlled or supervised by or in connection with its supported organi;
¢ Did the organization support any foreign supported organization that does not hav dalermmatlon

under sections 501{c}(3) and 509(a){1) or (2)? if “Yes, " exptain in Part VI W& organization used

4b

to ensure that all support to the foreign supporfed organization was used for section 170(c)(2}(B)
puUrposes. f a 4c
Sa Did the organization add, substitute, or remove any supported om@rin the tax year? if *Yes,"
answer (b) and (c) below (if applicable). Also, provide detail in P, 7, hgluding {i} the names and EIN
numbers of the supported organizations added, substituted, Eﬁgy ; (it} the reasons for each such action;
{fi}) the authority under the organization's organizing dotun%ldn’zmg such action; and (iv) how the action
was accomplished (such as by amendment to the ument).
b Typel or Type |l only. Was any added or subsiftuted s ed organization part of a class already
designated in the organization's organizing docu?ﬁmt?
¢ Substitutions only. Was the substitution asult \&#;n event beyond the arganization's control?
6 Did the organization provide support (wheg}l uftha form of grants or the provision of services or facilities) to
anyone other than (i} its supported , (i)} individuals that are part of the charitable class
benefited by one or more of itgs o‘?gamzahons or {jii) other supporting organizations that also
suppart or benefit one or morg ! e fifing organization's supported organizations? {f *Yes,* provide detail in
Part V1. ? v 6
7 Did the organizatiogprc ah.gpant, loan, compensation, or other similar payment to a substantial contributor
(definad in section m;: family member of a substantial contributor, or a 35% controlled entity with
regard to a substantia’t'i;gntributor? If "Yes," compiete Part | of Schedule L (Form 990 or 990-E2). 7
8 Did the organization makea a loan to a disqualified persan {as defined in section 4858) not described in line 77
if "Yes," complete Part | of Schedule L {(Form 990 or 990-E2). 8
9a Was the organization controlled directly or indirectly at any time during the tax year by one or more
disqualified persons as defined in saction 4946 (other than foundation managers and organizations described
in section 509(a)(1) or (2)7? if "Yes,* provide detail in Part V1. 9a
b Did one or more disqualified persons (as dafined in line 9a) hold a controlling interest in any entity in which
the supporting organization had an interest? (f "Yes," provide detail in Part Vi, | 9b
¢ Did a disqualified person (as definad 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 dstait in Part VI. 9¢
10a Was the organization subject 1o the excess business holdings rules of section 4943 because of section
4943(f) (regarding certain Type |l supporting organizations, and all Type Il non-functionally integrated
supporting organizations)? 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 organizahon had excess business holdings ) 10b
832024 09-21-16 Schedule A {Form 990 or 990-EZ) 2016
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Schedule A (Form 990 or 990-E2) 2016 NORTHWEST HOSPITAL CENTER, INC. 52-1372665 Ppagss

Supporting Organizations wontinueq)

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

c_A 35% controlled entity of a person describied in (a) or (b} above? if"ves® to a b or c. provide detall in Part Vi

Yes

No

Section B. Type | Supporting Organizations

1 Did the directors, trustees, or membership of one or more supported organizations have the power to
regutarly appeint or elect at least a majority of the organization's directors or trustees at all times during the
tax year? if “No," describe in Part VI how the supported organization(s) effectively operated, supervised, or
controlied the organization's activities. If the organization had more than one supported organization,
describe how the powers to appoint and/or remove directors or trustees wera aliocated among the supported
organizations and what conditions or restrictions, if any, applied to such pawers during the tax year.

2 Did the organization operate for the benefit of any supported organization other than the supported

organization(s) that operated, supervised, or controlled the supporting organization? Jr "Yes," explain in

Part Vi how providmg such benefit carried out the purposes of the supported organization(s} that operafsf

Anir T l".l.ﬂ'l g g h" ¢--'-i ‘\_ ﬁ‘

Yes

|n

Yes

No

1 Did the organization provide to each of its supported arganizations, hy Slgs
organization’s tax year, () a written notice dascribing the type and'sy
year, (i) a copy of the Form 990 that was most racently filed as
arganization's govemning documents in effect on the date of
2 Were any of the organization's officers, directors, or trgstefis ai
organization(s) or {ii) serving on the goveming bo%" r
the organization maintained a close and conti :
3 By reason of the relationship described in (2), di ization's supported organizations have a
significant voica in the organization's investmy es and in directing the use of the organization's
income or assets at all times during te tal 6ar] if “Yes,” describe in Part VI the rofe the organization's

, to the extent not previously provided?
appointed or electad by the supported

d organization? Jf “No, " explain in Part VI how
lationship with the supported organization(s).

Yes

No

R

gy STk
ally-lnteg ated Supporting Organizations

1 Check the box next to the me _ i‘MJ he organization used to salisfy the Integral Part Test during the year (see instructions).
a D The orgamzatlon salﬁf ivities Test. Complete line 2 below.
t of each of its supported organizations. Complete line 3 befow.

b D The organizats h
¢ [ The organiza pported a govemnmental entity. Describe in Part Vi haw you supported a government entity (see instructions).

2 Activities Test. Answerdg and (b) below.

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

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

3 Parent of Supported Organizations. Answer (3} and (b) befow.

a Did the organization have the power to regularly appoint or elect a majority of the officers, directors, or
trustees of each of the supported organizations? Provide details in Part Vi,

b Did the organization exercise a substantial degree of direction over the policies, programs, and activities of each

of its supported organizations? jf *Yes,* describe in Part V] {he role plaved by the organization in this regard

Yes

No

b

3b

632025 09-21-16 Schedule A (Form 990 or 990-EZ) 2016
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Schedule A (Form 890 or 990-E2) 2016 NORTHWEST HOSP

ITAL CENTER, INC. 52-1372665 Pages

Type 1ll Nen-Functionally integrated 509(a)(3) Supporting Organizations

1

a
C]

Section A - Adjusted Net Income

Check hars if the organization satisfied the Integral Part Test as a qualifying trust on Nov. 20, 1970 {explain in Part V1) See instructions. All
other Type I non-functionally integrated supparting organizations must complete S

attions A through E.
{A) Prior Year

{B) Current Year
(optional}

1 Net short-term capital gain

2 Recoveries of prior-year distributions

3 Other gross income (see instructions)

4 Add lines 1 through 3

5 _Depraciation and depletion

ma]u»-s

6 Portion of operating expenses paid or incurred for production or
collection of grass income or for management, conservation, or
maintenance of property held for production of incame {see instructions}

7__ Other expenses (ses instructions}

8 _ Adjusted Net Income {subtract lines 5, 6. and 7 from line 4]}

Section B - Minimum Asset Amount

g

(B) Current Year

{A) Prior Yea (oplional)

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

instructions for short tax year or assets held for part of ysar}:

a_Average monthly value of secutities

la |

b_Average monthly cash balances

¢ 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 Acaquisition indebtedness licable to non-exempt-use assets

ﬁi‘.

3 Subtract line 2 from line 1d

ib_

ic

1d
3

4 Cash deemed held for exempt use. Enter 1-1/2% of ling 3 {for greater
L

see instrugtions}

1

b

5 Net value of non-exempt-use assets {subtract line 4 from ling 3} #*
i

6__ Multiply ling § by .035

Wi
.

7 Recoveries of prior-year distributions

8 Minimum Asset Amount (add line 7 to line

I |~ o o |

Section C - Distributable Amount

Cumrent Year

Adiusted net income for prior year (from

ign A 8, Column A}

Enter 85% of line 1

Minimum asset amount for

* 0
jor ye n B, line 8, Column A}

Enter greater of line 2 ar ine 3.
Income tax imposed in pri

(LR E-S 2

ary rog

l:l Check here | -4 i.
instructions).

Y

Furrent year is the organization’s first as a non-functionally integrated Type Il supporting organization (see

632028 09-21-18
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Schedule A (Form 990 or 990-E7) 2016 NORTHWEST HOSPITAL CENTER, INC. 52-1372665 Page7
I PartV I Type lIl Non-Functionally Integrated 509{a}(3} Supporting Organizations ontinyeg)
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
onjanizations, in excess of income from activity
3 Administrative expenses paid to accomplish exempt pu s of supported organizations
4 Amounts paid to acquire exempt-use assets
5 Qualified set-aside amounts {prior IRS approval reguired)
6 Other distributions {describe in Part V). See instructions
7 otal annual distributions. Add lines 1 through 6
8 Distributions to attentive supported organizations to which the organization is responsive
____(provide details in Part VI). See instructions
9 Distributable amount for 2016 from Section C, line &

10__ Line 8 amount divided by Line 9 amount

{i {ii} (iii)
Underdistributions™s, Distributable
Section E - Distribution Allocations (see instructions) Excess Distributions Pre-2016 Amount for 2016

1__ Distributable amount for 2016 from Section C, line 6
2 Underdistributions, if any, for years prior to 2016 {reason- -
able cause raguired- explain in Part V1). See instructions

3 Excess distributions carmryover, if any, to 2016:

_a
b

c_From 2013

d From 2014

e From 2015

1_Total of lines 3a through e @
g _Applied to underdistributions of prior ysars @

h_Agplied to 2016 distributable amount

i__Carryover from 2011 not applied {see instructions)

j Remainder. Subtract lines 3g. 3h, and 3i from 3.
4 Distributions for 2016 from Section D, *
=

ling 7: $

a_Applied to underdistributions of prior years -esi’;ﬂ
b_Applied to 2016 distributable amount Y
¢_Remainder. Subtract lines 4a and 4b from 4.
5 Remaining underdistributions for yearh prify to 3016, if
iy ult greater

Remaining underdistributions m! Subtract lines 3h
and 4b from lina 1. For resH‘[t grégtewthan zerg, explain in
Part VI. See instructibns i %4

7 Excess distributi ver to 2017. Add lines 3j
_and 4c h 9
B8 Breakdown of line 7:
a

b Excess from 2013
c Excess from 2014
d Excess from 2015
& Excess from 2016

Schedule A (Form 990 or 890-EZ) 2016

632027 05-21-18

20
15250509 769024 LIF240.5 2016.05070 NORTHWEST HOSPITAL CENTER LIF240.1



L Ll

Schedule A (Form 990 or 990-E2) 2016 NORTHWEST HOSPITAL CENTER, INC. 52-1372665 Pages
- Supplemental Information. Provide the explanations required by Part Il lina 10; Part I, fine 17a or 17b; Part I, fine 12;
Part IV, Saction A, lines 1, 2, 3b, 3c, 4b, 4c, 5a, 6, 9a, 9b, 9¢, 11a, 11b, and 11¢; Part IV, Section B, lines 1 and 2. Part IV, Section C,

line 1; Part IV, Section D, lines 2 and 3; Part IV, Section E, lines 1¢, 2a, 2b, 3a, and 3b: Part V, line 1; Part V, Section B, line 1e; Part V,

Section D, lines §, 6, and 8; and Part v, Section E, lines 2, 5, and 6. Also complets this part for any additional information,
{Ses instructions.)

832028 09-21-18 Schedule A {Form 990 or 990-EZ) 2016
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: ** PUBLIC DISCLOSURE COPY **

[]
Schedule B Schedule of Contributors v e 16:5.0007
{Form 890, 880-EZ, P Attach to Form §90, Form 880-EZ, or Form 990-PF,
g;ﬁ':;lm s P Information about Schedule B (Form 990, 890-E2, or 990-PF} and 20 1 6
Intanal Aevenus Servics its instructions is at www.irs.Qov/iform390 .
Name of the organization Employer identification number
NORTHWEST HOSPITAL CENTER, INC. 52-1372665
Organization type (chack ona):
Filars of: Section:
Form 990 or U90-EZ [X] so1e) 3 ) (enter numban) organization

D 4947(a){1) nonexempt charitable trust not treated as a privale foundallon

527 political arganization

501{c)(3) exempt privata foundation @

Form 990-PF J
D 4947{a)(1) nonexampt charilable trust treated as a private foundation

501(c){3) taxable private foundation

Check if your organization is caverad by the General Rule ar a Special Rule.
Nole: Only a saction 501(¢)(7), (8), or {10} organization ¢an chack boxas for both the Gene and a Special Aule, See instructions.

General Aule %

[E For an organization filing Form 990, 980-EZ, or 990-PF that raceiVed, '@ the year, contributions tolaling 35,000 or mora {in money or
property) from any ane contributor. Complete Parts | and Il SG ions for determining a conlributor's total conlributions

Spectal Rules & %

D FFor an organization described in section 501 (g

any ong contributor, during tha year, total [fghs of the greater of {1} $5,000 or {2} 2% of tha amount on () Form 990, Part Vill, ling 1h,
or (i) Form 990-EZ, line 1. Complete@ar@ I,

|:| For an organization describag J
year, total contributions of moh4har 51,000 exclusively for religious, charitable, scientific, Iterary, or educational purposas, or for
the pravention of erusity i«

:I For an organizat fibed In section SO1{c)(7), (B}, or {10} filing Form 990 or 980-EZ that received from any one contribulor, during the
year, conlributions eiysively for religious, charitable, ete., purposes, but na such contributions totaled more than $1,000 I this box
is checked, enter hare Iha total contributions that wera received during the year for an exclysively religious, charitable, eic,,
purpese. Don’l complate any of tha parts unless the General Rule applias ta this organization becausa it received nonexclusively
raligicus, charitable, etc., contributions totaling $5,000 cr more during the year ; » s

Caution: An organization that isn't covered by the General Aule and/or the Spacial Rules doesn't fila Schedule B (Form 990, 990-E2, or 950-PF),
but it must answer “No” on Part IV, ling 2, of its Form 990; or check the box on lina H of its Form S90-EZ or on its Form 980-PF, Part |, line 2, t0
cedify that it doesn't meet the filing requirements of Scheduls B (Form 990, 990-EZ, or 990-PF)

LHA For Paperwork Reduction Act Notice, see the Instructions for Form 990, 990-E2, or 890-PF.  Schedule B (Form 990, 980-€2, or 990-PF) (2015}

222451 10-18-18



Schedule B (Fonm 850, 880-E2. or 990-FF) {2016)

Page 2

Name of organization

NORTHWEST HOSPITAL CENTER, INC.

52

Employer identliication numbes

~1372665

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

{a)
No.

{b)
MName, address, and ZIP + 4

{c}
Total contributions

{d)
Type of contribution

1

g 49,970.

X
-
.

{Completa Part Il for
noncash contributions.)

Person
Payroll
Noncash

(a
No.

)

Name, addrass, and ZIP + 4

(c)
Tolal contributions %

—— ]

o

(3sts.
\/

(d)
Jyvpe of contribution

X

Person

Payrcll ]

Noncash [

(Complate Part Il ior
noncash contributions.)

{a) {b}

Name, address, and ZIP + 4

(c}
Total contributions

{d)
Type of contribution

$ 30,000.

[X]
C3
.

(Complete Part Il for
noncash cantributions)

Person
Payroll
Noncash

{a)
No.

ib)
Name, address, apd

(e}
Total contributions

{d)
Type of contribution

s 30,000.

Person |E
Payroll D

Noncash ||

{Complete Part il for
nonacash contributions.)

{a) {b)

Name, address, and ZIP + 4

{c}
Total contributions

(d}
Type of contribution

Q
X

5 25,005,

X
&
-

{Complate Part |l for
noncash contributions )

Person
Payroll
Noncash

(a)
No.

{b)
Name, address, and ZIP + 4

(<)
Total conlributions

(d)
Type of contributlon

$ 20,000,

823452 10-18-18

10100509 769024 LIF240.5

X]
[
-

{Complete Part Ii for
noncash conlribiutions.)

Person
Payroli
Noncash

2
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Schedule B [Ferm 990, 950-E2, or 590-PF) (2016) Paga 2
Name of organizatien Employer identilication number
NORTHWEST HOSPITAL CENTER, INC. 52-1372665
Contributors (See instruclions). Use duplicate copies of Part | if additional space is needed.
{a) {b) (c) {d}
No. Name, address, and ZIP + 4 Total contributions Type of contribution
7 Person X
Payroll [
5 10,000. Noncash [
{Camplata Pant |l for
noncash cantributions.)
{a) {b} {c) (d}
Na, Name, address, and 2IP + 4 Total contributions %
8 Person X
Q} Payroll [
s 10 . Noncash [ ]
(Complete Part Il for
noncash contributions }
(o) ) (% (@ (a1
No. Name, address, and ZIP +4 \ } ;l'ntal contributicns Tyne of contribution
9 %}L Person [ XJ
Payrall :l
s 10,000. Noncash [
(Complets Part Il for
] nencash contributions.}
(a) {b} \:55 c) Cl
No. Name, addreas, agff ZIP Total contributions ‘Type of contribution
10 P Person =i
* U Payrol [ ]
N s 8,000. Noncash [ ]
A {Completa Part Il for
noncash contributions.)
a) O ) () ()
No. Name, address, and ZIP + 4 Tokal contributions Type of confribution
11 Person  [X]
Payroll ]
5 6,610. Nancash [}
(Complete Pan Il for
noncash contributions.)
{a (o) {e) ()
No. Name, address, and ZIP + 4 Total contributions Type of contribution
12 Person  [X]
Payroll [j
$ 5.100. Noncash [ |
{Complete Part Il for
noncash conltibutions.)
822452 101818 Schedole 8 (Form 990, 990-E2, or 930-PF) {2016)
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Schedule B {Form 990, 890-E2. or 990-PF) (2018} Page 2
Name of organization Employer idenlification number
NORTHWEST HOSPITAL CENTER, INC. §2—1372§65
Contributors (See instructions). Use duplicate copies of Part | if additional space is needed.
(2) (b) (c) {d)
__No. Name, address, and ZIP + 4 Total contributions Type of contribution
13 Person xi
payrot []
$ 5,000. Noncash [
{Completa Part il far
noncash contributions.)
) {b) {c) (d)
__No. Name, address, and ZIP + 4 Total contributions e of contribution
Person D
O Payroll [:]
$ 4 Noncash [ |
{Complete Part I{ for
noncash contributions.)
(a) {b) (c} {d}
No. Name, addrass, and ZIP + 4 Total contributions Type of contribution
Person D
Payroll |:|
$ Noncash [ ]
{Complete Part I for
noncash contributions.)
{a) (b} (e} {d}
No. Name, address, a Total contributions Type of contribution
. . Person L—.]
. Payrod [ ]
5 Noncash [
{Comptato Part 1l for
Q noncash contribulions.)
(a) \)‘ (c) (d)
No. Nama, address, and ZiP + 4 Total contributions Type of contribution
Person I:l
Payroll
g MNoncash [
{Complata Part |l for
noncash contributions.)
{2) {b) {c) {d}
No. Name, address, and ZIP + 4 Total contributions Type of contribution
Pearson [:]
Payrol (]
g Noncash [ ]
(Complete Part Il for
o noncash contributions.)
omaim ot - Schedule B (Form 990, 990-EZ, or 930-PF) {2016}

4
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Schedule B (Form 990, 930-EZ, or 380-PF) 201 6}

Page 3

Nama of orpanization

Employer identilicalion number

NORTHWEST HOSPITAL CENTER, INC. 52-1372665
Partli] Noncash Property (See instructions). Use duplicate copies of Pan Il if additona) space is needed.
(a)
(c)
No. (b) . {d)
FMV {or estimate)
:::[ Description of noncash property given (See instructions) Date raceived
{a)
le)
No. (b} (d)
:::| Description of noncash property given g‘:‘: !:;::g:?:;e) Date recelved
e ©
No. {b) . {d)
. FMV [or estimate)
:::\l Description of noncash property given (See instructions) Date received
o
(a) \
(c}
No. (b} . {d)
from Description of noncash given F:w {or estimate) Date received
Part! {See instructions}
P -
s E.
® Q\)‘
{c)
No. {b) . {d}
FMV (or estimate)
;r::l scriplion of noncash property given (See instructions) Date recelved
{a}
{e)
No. {b} (d)
FMV {or estimate)
g::: Description of noncash property glven (See instructions) Date recelved
823453 1018418 Schedule 8 (Form 990, 390-EZ, or 980-PF) {2016}
5
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Schedule B (Form $30, 890-EZ, or asp-PF) (2016} Page 4
Name of organization Employer identification number
_NOR‘I‘HWEST HOSPITAL CENTER, INC. 52-1372665

Exclusively Teliglous, charitable, eic., contribulions 1o orpah - or |10) that total mere than $1, or

0 h b
\he year fom any one contributor. Gomplele columns (a) Ihruuoh (e] nnd ihe loﬂowmo lme enlry. For auaninn:ns
complatng Par I enter the total of axchuzively rahgious, charitabie, sie coatnbutions of $1 000 or leas for the yer  {Entes I:s.0% once ) ’ £

Use duplicate copias of Part Il if additional space is neadad.

{a) No.
gnm. {b) Purpose of gift {c) Use of gift {d) Description of how giit is held
(¢} Transfer of gift
Transferee's name, address, and ZIP + 4
{a) No.
fr:m {b) Purpase of gift (c} Use of gift
(e} Transter
Transferee's name, address and ZiP + 4 Relationship of wansferor to ransferee
Som: \ D |
om Purpase of gift escription of how gilt is held
partl {b) Purp 9 . {d} p g
-
{e) Transfer of gift
Transfereg’s address, and ZIP + 4 Relationship of transferor to transferee
{a) No.
g:r't“l (p) Purpose of gift {e) Use of gift {d) Description of how gift Is held
{e) Transter of gift
Transferee's name, address. and ZIP + 4 _Refotionship of transferor to transferes
623284 10-18-18 Schedule B (Form 990, 990-EZ, or 990-PF) (2016)
6
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SCHEDULE C Political Campaign and Lobbying Activities OME No. 15450047

Lt Lot For Organizations Exempt From Income Tax Under section 501(c) and section 527 20 1 6
et of the P Complate if the organization is described below. P Attach to Form 930 or Form 990-EZ. R T

5.::“.-:. Ravanos Service b Information about Schedule C {Form 990 or 890-EZ) and its instructions is at www.irs.gov/form990. ':;nwﬁnn

If the organization answered "Yes,” on Form 990, Part IV, line 3, or Form 990-EZ, Part V, line 46 (Political Campaign Activities), then
® Saction 501{c){3) organizations: Complete Parts I-A and B. Do not complete Part I-C.
® Saction 501(c) (other than section 501{c})(3}) organizations: Complete Parts |-A and C below. Do not complete Part |-B.
® Section 527 organizations: Complete Part I-A only.
if the organization answered "Yes," on Form 990, Part IV, line 4, or Form 990-EZ, Part V, line 47 {Lobbying Activities), then
® Saction 501(c)(3) organizations that have filed Form 5768 (election under section 501(h)): Complete Part II-A. Do not complete Part II-B.
® Section 501 (c}3) organizations that have NOT filed Form 5768 (election under section 501(h)): Complete Part Il-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 Farm 990-E2Z, Part V, line 35¢ (Proxy
Tax) {see separate instructions), then

® Section S01(c}i4). (5], or (6} organizations: Complete Part 1li.

Name of crganization

Empligyer identification number

NORTHWEST HOSPITAL CENTER, INC.
[Partl-A| Complete If the organization Is exempt under section

1 Provide a description of the organization's direct and indiract political campaign activities in Part I;{; v
2 Political campaign activity expenditures e oo >3
3 Volunteer hours for political campaign activities w

2 Enter the amount of any excise tax incurred by organization managers under seclion _______ - 5
3 i the organization incurred a section 4955 tax, did it file Form 4720 for this yeg \ W i P o AR R |:] Yes D No
4aWasacomectonmade? o s it A Clves [Clne

b If "Yes." dascnbelnF'alt IV o W

1 Enter the amount directly expended by the filing organization for of 'oxempt function activities >3
2 Enter the amount of the filing organization's funds conlnbuteﬂ_}:‘ﬁlaﬂargamzatlons for saction 527

exampt function activities
3 Total exampt function expendrturas Add Imes 1 aq,g:E,I:ﬁgb hl;and on Form 1120 POL

line17b g P 6
4 Did the filing organization file Form 1120-POL ror'ﬂg gﬂ ........ [ dves [Ino
ificati

5 Enter the names, addresses and employer number (EIN) of all sactlon 527 political organlzatlons to which the filing organization
madea payments. For each organizatiomlisl%n the amount paid from the filing organization's funds. Also enter the amount of political
contributions received that were pro ectly delivered to a separate political organization, such as a separate segregated fund or a
political action committee (PAC). If space is needed, provids information in Part IV.

{a) Name 3 'qt ‘." (b) Address {c) EIN (d} Amount paid from {e) Amount of political
filing organization's | contributions received and
ﬂ funds. if none, enter -0-. |  promptly and directly
d delivered to a separate
political organization.
If none, enter -0-.

For Paperwork Reduction Act Notice, see the Instructions for Form 990 or 990-EZ. Schedule C {Form 990 or 990-EZ) 2016
LHA
832041 11-10-18
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Schedule G (Form 990 or 990-E7) 2016 NORTHWEST HOSPITAL CENTER, INC. 52-1372665 Page2
‘ Complete i?l t%e organization Is exempt under section H’Ii )(3) and filed Form 5768 (election under
section §01(h)).

A Check P 1_-f if the filing organization belongs to an affiliated group {and list in Part IV each affiliated group member's name, addrass, EIN,
expenses, and share of excass lobbying expenditures).
B Check b [ if the filing organization checked box A and "limited control® provisions apply.

Limits on Lobbying Expenditures org':;iziahg gn s ®) Afﬁl;:::lc; group
(The term "expenditures" means amounts paid or incurred.} totals

1a Total lobbying expenditures to influence public opinion (grass roots lobbying)
b Total lobbying expenditures to influence a legislative body {direct lobbying)
¢ Total lobbying expenditures {add lines tfaand1b)
d Other exempt purpose expenditures
e Total exempt purpose expenditures (add lines 1c and 1d)

f Lob nontaxable amount. Enter the amount from the following lable in both columns. |
It the amount on ling 18, calumn {a} or (b] Is: The lobbying nontaxable amount is:
Not over $500,000 _20% of the amount on line 1e.
Over $500,000 but not over $1,000.000 $100.000 plus 15% of the excess over $500,000. |
Over 51,000,000 but not over $1,500,000 $175.000 plus 10% of the excess over $1,000,000.
Over 51,500,000 but not over $17,000,000 $225.000 plus 5% of the excess over $1,500, 000:: = O
ver 517,000 _%$1,000.000. 4

g Grassroots nontaxable amount (enter 25% of line 11) R e T
h Subtract ling 1g from line 1a. If zero or less, enter -0- s Ji;% |
i Subtractling if from line 1c. If zero or less, enter-0- o8

i Mthers is an amount other than zero on either line 1h or line 1, did the orgamzaﬂon'ﬂ& 4720

reporting section 4911 tax for this year? s [ Jves [ INe
-Year Averaging Period Un on 501(h|
{Some organizations that made a section 501(h) election e to complete all of the five columns below.
ines 2a through 21.)
Lobbying Expenditures:Durlyg 4-Year Averaging Period
[ 1
Calendar year
{or fiscal year beginning in) (c) 2015 (d) 2016 (e) Totat

2a Lobbying nontaxable amount
b Lobbying ceiling amount
Cy
Y

{150% of line 2a, columnia})

¢ _Total lobbying expenditures £ Fr- :s;k
z h
.

k

d_Grassroots nontaxable amgunt . Py

e Grassroots ceiling N
(150% of line 2d, cBlumdtiell

o

f_Grassroots lobbying expenditures

Schedule C {Ferm 990 or 990-EZ) 2016

832042 11-10-18
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Schedule G (Form 990 or 990-E7) 2016 NORTHWEST HOSPITAL CENTER, INC. 52-1372665 Page3
m Complete i?lt%e organization is exempt under section SUii ){3) and has NOT filed Form 5768

(election under section 501(h}).

For each “Yes," rasponse on lines Ta through 1i below, provide in Part IV a detailed description (a) {b)
of the lobbying activity.

Yes No Amount

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

8 Volunteers? s s R R ST A i e e S e R R
b Paid staff or managamenl {i nclude ccmpensatlon in expenses raported on lines 1¢ through 1)?
¢ Media advertisements? e e o S B o G S s g
d Mailings to members, legislators, or the publie?
e Publications, or published or broadeast statements?
t Grants to other organizations for lobbying purposes?
g Direct contact with legislators, their staffs, govemment officials, or a legislative body? 38,996,
h Rallies, demonstrations, seminars, conventions, speeches, lectures, or any similar means?
| Other activities? . voime oo v consammso s s o o e o o o e 102,457,
J Total. Add lines $C throuh 1§ e nee s e Sy i e S e Y 1 41,453,
2a Did the activities in line 1 cause the orgamzatlcln lo be not clascrlbed in section 501{(c}(3)? _ . #!L
b If "Yes,” enter the amount of any tax incurred under sectiond4en2 ° N, __9
If "Yes,"” enter the amount of any tax incurred by organization managers under section 491 ________
If the filing organization incurred a section 4912 tax, did it file Form 4720 for this ye N W .
Complete [f the organization is exempt under section 501{8)(#)s8ction 501 {c){5), or section
501(c)(6). % N
d"*.-__ T Yes No
1 Were substantially all (90% or more) dues recsived nondeductible by mem@" . 1
2 D|d the orgamzahon make only in-house |0bbyll'lg expenditures of $2 it T 2
3

e , section 501(c)(5), or section
501(c)(6) and if either (a) BOTH Part l-A, I neg and 2, are answered "No," OR (b) Part lll-A, line 3, is

answered "Yes." . [ "N

1 Dues, assessments and similar amounts from me LT 1
2 Section 162(e) nondeductible lobbying and polifk:al exﬁmﬂes (do not include amounts of polltlcal

expenses for which the section 527{f) tax was d]

a Cumentyear o~ i T e e R S b e 2a
b Carryoverfrom lastyear % L S B N T i S s e A ]
, 2c

3

4 if notices were sent and the & line 2c exceeds the amount on iine 3, what portion of the excess
does the organization agrgg to er to the reasonable estimate of nondeductible lobbying and political
expenditure next eIl o f b e e T I R S S R S e S B 4

§ Taxable amount o and olitical axpanditures (see instructions)

Supplemental Information

Provide the descriptions requi;ed for Part I-A, line 1, Part IB, line 4; Part I-C, line 5; Part Il-A (affiliated group list); Part II-A, lines 1 and 2 (see

instructions). and Part 1I-B, line 1. Also, complete this part for any additional information.

PART II-B, LINE 1, LOBBYING ACTIVITIES:

e Total e R o R e e T T i e ;
3 Aggregate amount reported iw&(ﬂm notlces of nondeductible section 162(e) dues =

tn

LOBBYING INCLUDES A PORTION OF THE MARYLAND HOSPITAL ASSOCIATION DUES

RELATED TO LOBBYING ACTIVITIES DURING THE YEAR ENDED JUNE 30, 2017 AND

OTHER LOBBYING ACTIVITIES PERFORMED ON BEHALF OF THE HOSPITAL REGARDING

COMMUNITY STABILIZATION AND DEVELOPMENT, HEALTH CARE MALPRACTICE, AND

PROGRAM FUNDING.

Schedule C {Form 990 or 990-E2} 2018
632043 11-10-18
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SCHEDULE D Supplemental Financial Statements B 199900
(Form 990) - Complete if the organization answered "Yes" on Form 990, 20 1 6
Part iV, line 6,7, 8, 9, 10. 11a, 11b, 11¢, 114, 11e, 114, 123, or 12b.
Department of tha Traasury Attach to Form 990. Open to Public
Intornal Revenus Service P> Information about Schedule D {Form 990} and its instructions is at _www. irs gov/form990 Inspaction
Name of the organization Employer identification number
NORTHWEST HOSPITAL CENTER, INC. 52-1372665

| Part | | Organizations Maintaining Donor Advised Funds or Other Similar Funds or Accounts. Complete if the
organization answered *Yes" on Form 950, Part IV, line 6.

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

1 Total number at end of year _
2 Aggregate value of contributions to (dunng year)
3 Aggregate value of grants from (during yeary . .
4 Aggregatavalueatendofyear .. .. . ... ... ...
5 Did the organization inform all donors and donor advisors in writing that the assets held in donor advised funds

are the organization's property, subject to the organization's exclusive legal control? ) BT, Sk D Yes |:| No
6 Did the organization inform all granteas, donors, and donor advisors in writing that grant funds can ba used only 1

for charitable purposes and not for the benefit of the donor or donor advisor, or for any other purpose conferti ) \

impermissible private benafit? ... . ..
[Part 1] Conservation Easements. Complete if the organization answered “Yes" on Form 890, Pﬂ
1 Purpose(s) of conservation easements held by the organization (check all that apply).
[:] Preservation of land for public use (e.g., recreation or education) |:| Presarvation iw y important land area
o d

D Protection of natural habitat |:] Preservation historic structure
D Preservation of open space

2 Complete lines 2a through 2d if the organization held a qualified congervation contnbutm{ pﬁf\q form of a conservation easement on the last

day of the tax year. Held atthe End of the Tax Year
a Totalnumber of conservation easements e &,,,, Y 2a
b Total acreage restricted by conservation easements o, G R s i 2b
¢ Number of conservation easements on a certified historic structure includ i ST 2c
d Number of conservation easements included in (c) acquired after 8/1 7@@ on a historic structure
listed in the National Register .. .. ... . ... .. ) q&; e L2d
3 Number of conservation easements modified, transferred, releaw gulshed or ten'mnated by the organlzatlon during the tax
year p
4 Number of states where property subject o conservation w’fs located P
5 Does the organization have a written policy regarxf;ntlg ¢ monitoring, inspection, handling of

violations, and enforcement of the conservatio asemﬁ:s OILIS? e S e e s CJves [Ine

6 Staff and volunteer hours devoted to monitoring, handling of vrolanons and enforcing conservation easements during the year

»____
7 Amount of expenses incurred in monrtonni ins&ncting. handling of violations, and enforcing conservation easemsants during the year
| &
8 Does each conservation easeqen?w on line 2(d) above satisfy the requirements of section 170(h)4)B)()
and section 17OMNANBIN? M Js e Clves [INo
9 In Part Xlll, describe how a tlon reports conservat:on easements in |t5 revenue and expense statement and balance sheet, and
includs, if appllcabiq‘r‘ll'r%‘} e footnote to the organization's financial statements that describes the organizatien's accounting for

conservation ea
-Targanlzatloq? Maintaining Collections of Art, Historical Treasures, or Other Similar Assets.

Complete if the organization answered “Yes" on Form 990, Part IV, line 8.

1a If the organization elected, as permitted under SFAS 116 (ASC 958). not to report in its revenue statement and balance sheet works of art,
historical treasures, or other simitar assats held for public exhibition, education, or research in furtherance of public service, provide, in Part Xill,
the taxt of the footnote to its financial statements that describes thesa items.

b If the organization elected, as permitted under SFAS 116 (ASC 858), to report in its revenue statement and balance sheet works of art, historical
treasures, or other similar assets held for public exhibition, education, or research in furtherance of public service, provide the following amounts
relating to these items:

(i) Revenue included on Form 990, Pat VIIl, liney . R . > 3
(i) Assetsincluded in Form990, PartX >3

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

a Revenue included on Form 930, Part VIIt, linet1 ) . . _— . . [ ]
b_Assetsincluded in Form 990, Part X i s N
LHA For Paperwork Reduction Act Notice, see the Instﬂ.lctmns for Form 990. Schedule D (Form 990) 2016

832051 08-29-18

31
15250509 769024 LIF240.5 2016.05070 NORTHWEST HOSPITAL CENTER LIF240.1



Schedule D (Form 990) 2016 NORTHWEST HOSPITAL CENTER, INC. 52-1372665 Page2
[Part 1] Organizations Maintaining Collections of Art, Historical Treasures, or Other Similar Assets (ontinued
3 Using the organization's acquisition, accession, and other records, check any of the following that are a significant use of its collection items
{check all that apply}):
l:] Public exhibition d ‘:' Loan or exchange programs
b D Scholarly research e I:l Other
¢ [ Preservation for future generations
4 Provide a description of the organization's collections and explain how they further the organization's exempt purpase in Part XIlI.
5 During the year, did the organization solicit or raceive donations of art, historical treasures, or other similar assets
to be sold to raise funds rather than to be maintained as part of the organization's collection? .. ... ... [ ves [Ine

- Escrow and Custodial Arrangements. Complets it the organization answered "Yes® on Form 990 Part 1V, line 9, or
raported an amount on Form 990, Part X, line 21.

1a Is the organization an agent, trustee, custodian or other intarmediary for cantributions or other assets not included

onForm 890, Part X? e Cves [Ine
b If "Yes," explain the arrangement in Part XlIl and complete the followung table
& Amount
¢ Beginmingbalance O -
¢ Additions duringtheyear e e}
e Distributionsduring theyear . .
FOENding BAANCS || e
2a Did the organization mclude an amount on Form 990, Part X Itna 21 Ior escrow or custodlal acgount i %l?_g . l:l Yes I_____| No
b_lf “Yes " explain the arrangement in Part XlIl. Check here if the explanation has been provided o rt He e ]:l
[Part V] Endowment Funds. Complete it the organization answered "Yes" on Form E Part IV fine 10.
{a) Current year (b] Prior year T ars back | (d} Three years back | (e} Four years back
1a Beginning of yearbalance {
b Contributions ... .. ... ... N
¢ Net mvestrnent earnings, gains, and Iosses ,ri_h_ o
d Grantsorscholarships L™
e Other expendituras for facilities ‘_ 4
and PrOgrams. ..o - AN
f Administrative expenses A W
g End of year balance = ’T'_ ) ] N
2 Provide the estimated percanlaga of tha current year end "_Efr;e 1g. column (a)} hald as:
a Board designated or quasi-endowmant b
b Permanent endowment P 4
¢ Temporarily restricted endowment P A % .1'- %
The percentages on lines 2a, 2b, and 2c equ‘Eﬁ’OO%.
3a Aro thers endowment funds not in T@go essidn of the organization that are held and administered for the organization
by: : Yes | No
() unvelated OrgaNIZtions g 8y My . 3ali)
(i} related organizations e tmnia i st o s s gagan St S e — R 3afil
b If "Yes"® on line 3a(i), are tlp r.. rgamzatmns I:sted as requurad on SchedweR? T I -
Describe in Part X1l _,*.||,= Had'uses of the organization’s endowment funds.
[Em Land, Buildipas, and Equipment.
Complete if thé@nzaﬁm answered "Yes" on Form 990, Part IV, ling 11a. See Form 980, Part X, line 10.
Description of broperty (a) Cost or other {b} Cost or other {e) Accumulated {d) Book value
basis (investment) basis {other) depreciation -
ja Land " P 7,943,477. 719431477‘
b Buildings _ R 160,071,652.] 79,165,444.| 80,906,208.
¢ Leasehold |mprovemenls T ——
d Equpment _ 123,997,082.[112,226,382.] 11,770,700,
e Other ... ... . . 6,192,076. 6,192,076,
; . 106,812,461.
Schedule D (Form 530} 2016

832052 08-29-16
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Schedule D (Form990)2016  NORTHWEST HOSPITAL CENTER, INC. 52-1372665 Page3
Investments - Other Securities.
Complete if the organization answered "Yes" on Form 990, Part IV, line 11b. See Form 990, Part X, line 12.
{a) Description of security or calegory (inciuding name 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
A
—i8)
(]
(8]
(E)

Complete if the organization answered "Yes" on Form 530, Part IV, line 1

{a) Dascription of investment {b) Book value
A1
—i2
13)
(4)
[
{6}
17}
{8) N
(9} ™
.

Total. {Col. {b} must equa! Form 990, Part X_ col. (B} line 13. .
IPart IX| Other Assets.

Complete if the organization answered “Yes® on Form g@iﬁ:ﬂﬂ‘ﬁ\e 11d. See Form 990, Part X, line 15.

{a} Descnptl {b) Bock value

(1) % ._L‘__-ﬁi-'t
L

2) e W gl

F -
(3) & 2

L B
{4 W
5 -
i I: S

i
16} + B i
7 t«s w::n
18 :
IIQl
axlalioiRas ne 154 . r

Eﬁﬂ Other ﬁ'i NI

Complete e gD anization answered "Yes" on Form 990, Part IV, line 11e or 11f. See Form 990, Part X, line 25,

1. {a).Description of liability {b) Book value
(1] Federal incoms taxes )

__ (2 CAPTIVE PROFESSIONAL LIABILITY 590,781.
33 WORKERS COMPENSATION 1,400,331.
4y DEFERRED COMPENSATION 544,471.
{53 ASSET RETIREMENT OBLIGATION 610,000.
5t DUE TO AFFILIATES BONDS 91,269,020,
m OTHER L/T LIABILITIES 8,841 ,890.

.| 103,256,493,

2, L|ab||lty for uncertaln tax posmons In Part XIil, prowda 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 990) 2016

832053 08-29-16
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Scheduls D {Form 990) 2016 NORTHWEST HOSPITAL CENTER, INC.

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

Complete if the organization answered *Yes" on Form §90, Part IV, line 12a.

1 Total revenue, gains, and other support per audited financial statements 1 {
2 Amounts included on line 1 but not on Form 990, Part VIlI, line 12:
a Net unrealized gains (losses) on investments PN o [Er L |
% Donated sarvices and use of facilites . . B LR e il [y < B
c Recoveries of prioryeargramts 2
d Other (Describe inParst XU} i e ma s 224
e Add Bnes 2a through Bd i i o e e R e e e s e s e R | 2e
3  Subtractiline 2e oM liNe 1! it R e st p b i b e 3
4 Amounts included on Form 950, Part VIII Ilne 12 but not on Ime 1
a Investment expenses not included on Form 990, Part VI, tine76 | da
b Other(Describein Part XILY 4b
c Addlines4aanddb e S e e e e e e T 4c
5 Total revenue. Add lines aand 4c. This equal Form 950 _F VU ] B TR T e P TP Lot T T A T P o
Reconciliation of Expenses per Audited Flnanc a tatements With Expenses pe m.
Complete if the omganization answered "Yes" on Form 980, Part IV, line 12a. o
1 Total expenses and losses per audited financial statements R, Oxv 1
2 Amounts included on line 1 but not on Form 890, Part IX, line 25: 4 »
a Donated services and use of facilitias I e e S A 2a 11 f&
b PrOFYEAr BUIUSHTBIS | ...\ .ooooioesoiosioeoosaeseosssssessrs s ses e eseri o | % J
¢ Otherlosses R e s ks e R e e 2c i
d Other {Describe inPart Xy . . ... B s R 7.
e Add lines 2a through 2d « ooy v o s e e ﬁg\u .............. | 2e
3 Subtractling 28 oM N 1 et eemease s eneres *...:"%.:.ﬁ .................. 3
4 Amounts included on Form 990, Part IX Ime 25 but not on Itne 1 . '
a Investment expenses not included on Form 990, Part ViIl, line 7b i b"ﬁ 1 4a
b Other (DeseribeinPartXil)y R -xa.«,-.-ff. ab
¢ Add Iines4aand4b e T T T s Q 4c
g, :
Provida the descriptions required for Part II, lines 3, 5, and 53 P: gs 1a and 4; Part IV, lines 1b and 2b; Part V, line 4; Part X, line 2, Part Xi,
linas 2d and 4b; and Part X]I, lines 2d and 4b. Also conm o provide any additional information.
45 LY
"-.'; F
P ;vu r
£ % 5
- __,,,'"
r k. .nl:
Y
832054 08.29-18 Schedule D {(Form 990) 2016
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SCHEDULE F Statement of Activities Outside the United States QU No 19450047
(Form 990) » Complste if the organization answered "Yes" on Form 990, Part iV, line 14b, 15, or 16. 20 1 6
Department of the Treasury P> Attach to Form 990. Open to Public
Intesnial Revenue Secvice P Information about Schedule F (Form 990) and its instructions is at www.irs. gov/form990. Inspection

Name of the organization

NORTHWEST HOSPITAL CENTER, INC.

Employer identification number

52-1372665

|Part 1 | General Information on Activities Outside the United States. Gomplete if the organization answered "Yes® on

Form 990, Part IV, line 14h.

1 For grantmakers. Does the crganization 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 needad.}
{a) Region {b) Number of | {¢}) Number of |(d) Activities conducted in the region (=) U activity list ] thal
offices employees, | (y typa) (such as, fundraising, pro- is a progra axpenditures
. j agents, an , , . for and
in the region | indapendent |gram services, investments, grants to descri investments
;ﬁm recipients locatad in the ragion) of i in the region
CENTRAL AMERICA AND
THE CARIBBEAN
ANTIGUA & BARBUDA,
ARUBA, BAHAMAS, 0 0 [EINVESTMENTS = 0.
7 3
h ¥
=T g
—
a)
N {
h:_‘_
T
A \‘l D
£ :‘: I
1
3a Subtotal ¢ o 0.
b Total from continuation
sheetstoPart | 0 0 g.
¢ Totals (add lines 3a
and 3bj 0 0 0.
LHA For Paperwork Reduction Act Notice, see the Instructions for Form 980, Schedule F (Form 990) 2016

32071 09-21-18
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Schedule F (Form 990} 2016 NORTHWEST HOSPITAL CENTER, INC. 52-1372665 Pages
|Part V| Foreign Forms

1 Was the organization a U.S. transferor of property to a foreign corporation during the tax year? if “Yes," the
organization may be required to file Form 926, Return by a U.S. Transferor of Property to a Foreign
Corporation (see Instructions for FOIM G26) et ettt e s E| Yes @ No

2 Did the organization have an intarest in a foreign trust during the tax year? Jf *ves,* the organization
may be required to separately file Form 3520, Annual Return To Report Transactions With Foreign
Trusts and Receipt of Certain Forefgn Gifts, and/or Form 3520-A, Annual Information Return of Fareign
Trust With a U.S. Owner (see Instructions for Forms 3520 and 3520-A; do not file with Form 980) ... |:| Yes No

3 Did the organization have an ownership intarest in a foreign corporation during the tax year? jf "ves,"
the organization may be required to file Form 5471, Information Return of U.8. Persons With Respect To
Certain Forelgn Corporations (see Instructions for Form 5471) . P B IZI Yes |:| No

4 Was the organization a direct or indirect shareholder of a passive foreign investment company or a - Y
qualified electing fund during the tax year? if “Yas,* the organization may be required to file Form 8621,
Information Return by a Shareholder of a Passive Foreign Investment Company or Qualified Electing Fu{p?
{see Instructions for Form 8621) ... e B f—ﬁ \h ; % OOves Xno

5 Did the organization have an ownership interest in a foreign partnership during the tax year? ﬁh@f
the organization may be required to file Form 8865, Return of U.S. Persons With RespecMertam
Foreign Parinerships (see Instructions for Form 8865) . T ™ V g. e e C] Yes No

6 Did the arganization have any operations in or related to any boycotting countrie% the tax year?
& :
"Yes, " the organization may be required to separately file Form 5713, Jntemm_gjﬁaﬂ Report (see
instructions for Form 5713, do not fita with Form 930) . I, & i TR y l:l Yes No

o W
[ j ]

-

Schedule F (Form 990) 2016

632074 09-21-18
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Scheduls F {Form 990) 2016 NORTHWEST HOSPITAL CENTER, INC. 52-1372665 Pages
] Eﬂﬁ ! | Supplemental Information
Provide the information required by Part |, line 2 (monitaring of funds): Part |, line 3, column {f} (accounting method; amounts of
investments vs. axpendituras per region): Part Il, ling 1 (accounting method); Part ill {accounting methed); and Part Ill, column (c}
{estimated number of recipients), as applicable. Also complate this part to provide any additional information. See instructions.

632075 09-21-18 Schedule F (Form 990} 2016
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SCHEDULEH . OMB No. 1545-0047
(Form 990) Hospitals
P Complete if the organization answered "Yes" on Form 990, Part IV, question 20. 20 1 6
Dapartment of the Treasury P Attach to Form 990. Open to Public
Internal Revanye Service P> Information about Schedule H {Form 990) and its instructions is at www.irs.gov/form930 - Inspection
Name of the organization Employer identification number
NORTHWEST HOSPITAL CENTER, INC. 52-1372665
[PartT [ Financial Assistance and Gertain Other Gommunfty Benefits at Gost
Yes | No
1a Did the organization have a fi rlancial assistance policy during the tax year? if “No,” skip to question6a =~ | 1a X
b If "Yes,” wasrtawnttenpoll ................................ R e e . | X
it the nrganlutmn hnd multiple hospila acilmu indicates which af the i g best d of the financia! assistance policy to its various haspital
2 facilities during the tax year
Applied uniformly to all hospital facilities |:| Applied uniformly to most hospital facilities
D Generally tailored to individual hospital facilities
3 Answer the following basad on the financial assistance sligibility criterla that appiied to the largest number of tha organization's patients duing the tax yoar
a Did the organization use Federal Poverty Guidelines (FPG) as a factor in determining eligibility for providing free c:are%n
If "Yes," indicate which of the following was the FPG family income limit for eligibility for free care: 33 | X
[Jtoow  [J1s0% [J200% [Xloter _ 300 % B g u}ﬁ
b Did the erganization use FPG as a factor in determining eligibility for providing giscounted care? If 'Yesw hlch
of the following was the family income limit for eligibility for discounted care: .. a | X
[ 200% Cla2so%x (Jsoow [Jasow [ Jao0% [X] Other r dil 5 {
¢ [f the organization used factors other than FPG in determining eligibility, describe in Part Vi the c@; for detarmining
eligibility for free or discounted care. Include in the description whether the arganization used an assét test or other
threshold, regardless of income, as a factor in determining eligibility for free or discounte
4  Did the organization’s financial assistonoe pnllcy that npplied 1o the Inrgum number of its patients during the tox year, fer ¥ oo or discounted care o the
“madically indigent™7 marsuannr s TS P ERE TR g e T N T R R i R T B A s s eI 4 B 4 X
Sa Did the organization budget amoum.s lur free or dlscuuntad care provided under its financial policy during the tax year? | Sa X
b If "Yes," did the organization’s financial assistance expenses exceed the bud punt? 5b X
¢ f "Yes" to line 5b, as a result of budget considerations, was the organizat Ie 0 provide free or dlscounted
care to a patient who was eligible for free or discounted care? %, & 5c
6a Did the organization prepare a community benefit report during th%&r ____________________ | 6a X
b K "Yes," did the organization make it available to the public? ™ %W L ,__gg_ X
Comglola the foligwing table using the werkshests provided in the Scheduls H instruching. D nut subm 1 thesa worksheets with the Schedule H

7 __ Financial Assistance and Certain Other Communi

Financial Assistance and @] Numbor of ., s |{c) Tot community ] (C) Cioct ssmting '%mel‘:"p’;‘“,“;" m;,"t:,:'“
Means-Tested Government Programs | Powamsf 3 i oxpamss
a Financial Assistance at cost (from 3 %i
Workshestt) - 1533782, 1533792. +63%
b Medicaid (from Worksheet 3, ¢ {
coumna) ‘,&h\u;.' 490,349. 490,349. .20%
¢ Costs of other meanstested o o= % ™
government programs {from %, | |
Worksheet 3, column b) . o . B ¥
d Total Financisl Assistangand') J
Maans Teslod Governm ams . 2024141. 2024141. +.B3%
Other Benefits!
e Community health
improvement services and
community benefit operations
(from Workshest4) 1425378. 1425378. .59%
f Health professions education
{from Worksheet 5 1016934. 1016934, 42%
g Subsidized health services
{from Worksheetg) 2715293, 2715293.] 1.12%
h Research {from Worksheet 7} 17,026. 17,026. .01%
i Cash and in-kind contributions
for community benelit (from
Worksheet8) 208,918. 208,918, .09%
j Total. Other Benefits 5383549. 5383549.] 2.23%
__k_Total. Add lines 7d and 7j 7407650. 7407690.] 3.06%
832001 11-02-18  LHA For Paperwori Reduction Act Notice, see the Instructions for Form 990, Schedule H (Form 290) 2016
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15250509 769024 LIF240.5

NORTHWEST HOSPITAL CENTER, INC.

52-1372665 Page2

Scheduls H rm 990) 2016
I EaE !! :‘..ornmuni‘ly Building Activities Complete this tabls if the organization conducted any community building activities during the

tax year, and describe in Part V| how its commumty building activities promoted the health of the communities it serves.

{a) Number of ~ (B} Persans {c) Tow {df oicect (o) Net M Parcentat
tivitios or programa served I} Mty olisatiing ravenue community tola! sxpanse
{oplional} building exp=snsa building sxpanss
3 Physical improvemants and housin
2 _Economic davelopment -
3 Community support 176,362.| 29,302.]| 147,060. .06%
4 _Environmental improvements
5 Leadership development and
training for community members
6 _Coalition building 269. 269. .00%
7 Community health improvement
advocacy
B Workforce development
9  Othar _ E_
10 I 176,631.] 29,302.] 1%9%9.7329. .06%
Part lll | Bad Debt, Medicare, & Collection Practices .
Section A. Bad Debt Expense P q'%___ : Yes | No
1 Did the organization report bad debt expense in accordance with Healthcare Financial Manaempﬂs%a@n % T
Statement No. 157 SORNNS (SRR e —— 1 X
2 Enter the amount of the organization's bad debt expense. Explain in Part VI the b
methodology used by the organization to estimate this amount . 2 | 12,962,203.
3 Enter the estimated amount of the organization's bad debt expense aﬂnbutable to
patients eligible under the organization’s financial assistance palicy. Explain in Part
methodology used by the organization to estimate this amount and the rahonale if
for including this portion of bad debt as community benefit A 7,271,331,
4  Provide in Part VI the text of the footnote to the organization's fi nanclal sta at descnbas bad debt
expense or the page number on which this footnote is contained in ancial statements
Section B. Medicare Q'-x* ww,
§ Enter total revenue received from Medicare {including DSH and ”‘i T, s 104,508,816,
6 Enter Medicare allowable costs of care relating to paymen @} R | 6 | 77,874,699,
7 Subtract line 6 from lina 5. This is the surplus (or shortfall) % _______________________________ 7 | 26,634,217.
8 Describe in Part VI the extent to which any shortf 7 should be treated as communrty benefit.
Also describe in Part V| the costing melhodolm Itsed to determine the amount reported on lina 6.
Check the box that describes the method used:
L__l Cost accounting system to Jlifge ratio |:| Other
Section C, Collection Practices E
9a Did the organization have a written digh n policy during the tax year? ; ga | X
b 1f"Yas," did the organization's col £} -. t applied to the largest number of its patients durmg the tax year con!am provnsmns on lha
collection practices to be followed f % 5 who are known to qualify for financial assistance? Deseribe inPartVl o 0 . sb | X
V Management nipanies and Joint Veniures {owned 10% or mors by officers, direciors, trustess, key employsea, and physicians - see )
{a) Name of p‘lﬁ? " {b} Description of primary {c) Organization's | (d) Officers, direct- | {e) Physicians'
W activity of entity profit % or stock | Ors, trustees, or profit % or
ownership % key employees stock
profit % or stock N
ownership % ownership %
632082 11:02-18 Schedule H {Form 990) 2016
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Schedule H {Form 990} 2016 NORTHWEST HOSPITAL CENTER, INC. 52-1372665 Page3
|Fart,V | Facility information

Section A. Hospital Facilities
(list in order of size, from largast to smallast)

How many hospital facilities did the organization operate
during the tax year?

Mame, address, primary website address, and state license number
{and if a group retumn, the name and EIN of the subordinate hospital
organization that operates the hospital facility)

1 NORTHWEST HOSPITAL CENTER, INC.
5401 OLD COURT ROAD
RANDALLSTOWN, MD 21133
WWW.LIFEBRIDGEHEALTH.ORG/NORTHWEST
03-004 XX X SUB-ACUTE

Facility
raporting
Foup

Gan. medical & surgical
hildren's hospital

[eaching hospital
ritical access hospital

Research facility

ER-24 hours

| icensed hospital

Other (describe}

FR-other

-
-
I
!

®

632003 11-02-16 Schedule H (Form 990) 2016
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Schedule H {Form 990} 2016 NORTHWEST HOSPITAL CENTER, INC. 52-1372665 Pagea

[Part V| Facility Information (onrinyag)

Section B. Facility Policies and Practices
{Compiate a separate Section B for sach of the hospital facilities or tacility reporting groups listed in Part V, Section A}

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

Line number of hospital facility, or line numbers of hospitai
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 similarly recognized by a state as a hospital facility in the
current tax year or the immediately preceding tax YEar? | 1 X
2 Was the hospital facility acquired or placed into service as a tax- exempt hospital in the current tax year or
the immediately preceding tax year? If “Yes," provide details of the acquisition in SectionC ... S e 2 X
3 During the tax year or either of the two immediately preceding tax years, did the hospital facility conduct a e_,%
community health needs assessment (CHNA)? It "No,“ skiptoin@ 12 i ﬁ"‘*qq a | X
If *Yes,” indicata what the CHNA report describes (check all that apply): 1 J
a @ A definition of the community served by the hospital facility z
b Demographics of the community : ] 4
c D Existing health care facilities and resources within the community that are available to reﬁmd tuﬁii‘ﬁaa!m needs
of the community
d |Z| How data was obtained
e The significant health needs of the community
f Primary and chronic disease needs and other health issues of uninsured parsﬁ Moma persons, and minority
groups
g @ The process for idantifying and prieritizing community health needs 5&;_{: fo meet the community health needs
h The process for consulting with persons representing the communitis
i @ The impact of any actions taken to address the significant heanf_qﬂ:hf ed in the hospital facility's prior CHNA(s)
j [X] Other (describe in Section C) %
4 Indicate the tax year the hospital facility last conducted a CHNA:¢ 20_15
§ In conducting its most recent CHNA, did the hospital facility t*‘@{;ﬁ:counl input from persons who represent tha broad
interests of the community served by the hospita) facility, i vse with special knowledge of or expertise in public
health? if “Yes," describe in Section C how the hospi ilit k into account input from persons who represent the
community, and identify the persons the hospit ORALOE | o it s e S O s | X
Ga Was the hospital facility's CHNA conducted with dﬁor ghore other hospital fac:lmes? If "Yes," list the other
hospital faGIHIES N SECHON C e | 6a | X
b Was the hospital facility's CHNA condﬂcto(d hﬁvna or more orgamzanons other than hosplta1 famlutues? |f "Yes.
list the other arganizations in Sectl ........................ L e e e &b .4
7 Did the hospital facility make itg,( W|dely avallable 1o the publlc'? _______________ LR e e T 7 | X
I "Yes," indicate how the CH %as made widely available {check all that apply):
a [X] Hospital lacllttysw sn ) SEE PART V, SECTION C, LINE 7D
b D Qther websi
[ [m Made a p: y avallable for public inspection without charge at the hospital facility
¢ [X] Other (describéig 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," skip to line ¥t g | X
9 Indicate the tax year the hospital facility last adopted an implementation strategy: 20 1 5
40 Is the hospital facility’s most recently adopted implementation strategy posted on a website? L 10| X
alfi*Yes" (istur) SEE PART V, SECTION C, LINE 7D
b If *No," is the hospital facility's most recently adopted implementation strategy attached to this retum? 10b
11 Describe in Section C haw the hospital facility is addressing the significant needs identified in its most
recently canducted CHNA and any such naeds that ara not being addressed together 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 required by section SOUNRIT | s sniss i s R 12a X
b If “Yes" to line 12a, did the organization file Form 4720 to report the sectlon 4959 excise tax? __________________ | 12b
¢ If "Yes" to line 12b, what is the total amount of section 4959 excise tax the organization reponad on Form 4720
for all of its hospital facilities? $
622094 11:02-18 Schedule H (Form 930) 2016
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Schedule H {Form 990) 2016 NORTHWEST HOSPITAL CENTER, INC. 52-1372665 pPages
I PartV | Facility Information ontinued}

Financial Assistance Policy (FAP)

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

Yes | No

Did the hospital facllity have in place during the tax year & written financial assistance policy that:
13 Explained aligibility criteria for financial assistance, and whether such assistance included free or discounted care? .. 13| X
If “Yes,” indicate the eligibility criteria explained in the FAP:
a [X] Federal poverty guidelines (FPG), with FPG family income fimit for eligibility for free care of 300 %
and FPG family income limit for eligibility for discounted care of 500 %
Income level other than FPG {describe in Saction C}
Asset level
Madical indigency
Insurance status
Underinsurance status
Residency
Other (describe in Section C)
14 Explained the basis for calculating amounts charged to patients? . o £ i TR ‘{\'\n AP 14
15 Explained the method for applying for financial assistance? .. L S i v Ny s X
If “Yes," indicate how the hospital facility's FAP or FAP application form {including accompanyinﬁl'stmoﬂorﬁ
explained the method for applying for financial assistance (check all that apply): 2 z
a Described the information the hospital facility may require an individua! to provide ag part of his or her application
b Described the supporting documentation the hospital facility may require an indlvim submit as part of his
or her application o
c Provided the contact information of hospital facility staff who can provide+ atﬁ?u al with information
about the FAP and FAP application process )
d |:| Provided the contact information of nonprofit crganizations or govam"g'éncies that may be sources
of assistance with FAP applications r y A
e [_] Other [describa in Section C) % J
16 Was widely publicized within the community served by the hospi o7 e e e R 16| X
if "Yes," indicate how the hospital facility publicized the policﬁ:; "‘%? that apply):
%] Tha FAP was widely available on a websits (isturl)l gﬂ&. FART V
The FAP application form was widely availg_hh@g‘wabﬂte {listud): SEE PART V
A plain language summary of the FAP wis widaly: vifiable on a website (list url): SEE_PART V
The FAP was available upon request and ﬁ?upogﬂfharge {in public locations in the hospital facility and by mail)
The FAP application form was avail;bh upon 'r'iduest and without charge {in public locations in the hospital
facility and by mail) |
A plain language summary oﬁ{e"ﬁ_ﬁ'ﬁs available upon request and without charge {in public locations in
the hospital facility andby J
Individuals were notiﬁﬂ Er_ut tha FAP by being offered a paper copy of the plain language summary of the FAP,
by recaiving a c__qnsgicu‘&s_ Wnitten notice about the FAP on their billing statemaents, and via conspicuous public
displays or Saﬁ'“e_r‘ﬁl}ehiyr;'k'reasonably calculated 1o attract patients’ attention

0000000

H H ENH

-y

MNotified membhkt*ol the community who are most likely to require financial assistance about availability of the FAP
The FAP, FAP application form, and plain language summary of the FAP were translated into the primary languagefs)
spoken by LEP populations

i [ Other (describe in Section C)

E=
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a Facility Information onrinuea
Billing and Collections
Name of hospital facility or letter of facility reporting group _NORTHWEST HOSPITAL CENTER, INC.

Yes | No
17 Did the hospital facility have in place during the tax year a separate billing and collections policy, or a written financial
assistance policy (FAP) that explained all of the actions the hospital facility or other authorized party may take upon
nonpaymant? ;. co e e e 17| X

18 Check all of the following actions agamst an mdwudual ihat were perrmned under the hospltal facility's pollc:es during lhe
tax year before making reasonable efforts to determine the individual’s eligibility under the facility's FAP;
a Reporting to credit agency(ies)
Selling an individual's debt to another party
c |:| Defering, denying, or requiring a payment before providing medically necessary care due to nonpayment of a
previous bill for care covered under the hospital facility's FAP
Actions that require a legal or judicial process
Other similar actions (describe in Section C)
X | None of these actions or other similar actions wers pammitted
19 Did the hospital facility or other authorized party perform any of the following actions during the tax year befo@ma g
reasonable efforts to determine the individual's eligibility under the facility's FAP? o =N \‘1-. ______ 19 X
It "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
Deferring, denying, or requiring a payment before providing medically necessary cag,uua 1o nonpayment of a
previous bill for care covered under the hospital tacility's FAP
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 belomﬁhatuﬂ‘any of the actions listed (whather or
not chacked) in fine 19 (check all that apply); L%
a [E Provided a written notice about upcoming ECAs (Extraordinary Wnion) and a plain language summary of the
FAP at least 30 days before initiating those ECAs
Made a reasonable effort to orally notify individuals abmﬂ:ﬂhﬁ!{' ancl FAP application process
Processed incomplete and complete FAP appllcallon‘;_
Made prasumptive eligibility determinations
Other (describe in Section C)
None of these efforts wers made £
Policy Relating to Emergency Medical Care . J
21 Did the hospital facility have in place during tax yﬁlfa written policy relating to emergency medical care
that required the hospital facility to pr&ldaﬂlr discrimination, care for emergency medical conditions to
individuals regardless of thair e!uglblu'&w:spital facility's financial assistance policy?
If "No," indicate why:
|:| The hospital facility d Wde care for any emergency medical conditions
The hospital facility's po s not in writing
D The hospna;ﬁ % who was eligible to receive care for emergency medical conditions {describe in Section C)

[ ] Other {das&’g;_iegnon c)

0

- HO0

d
e
f

[ I - -]

00 000F

[ ]pdbd4Ed

=

21 | X

a0 oo
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Facility Information ontinged

Charges to Individuals Eligible for Assistance Under the FAP [FAP-Eligible individuals)
Name of hospital facility or letter of facility reporting group = NORTHWEST HOSPITAL CENTER, INC.

| Yes | No
22 Indicate how the hospital facility determined, during the tax year, the maximum amounts that can be charged to FAP-eligible
individuals for emergency or other medically necessary care.
|:| The hospital facility used a lock-back method based on claims allowed by Medicare fee-for-service during a prior
12-month period
b |:] The hospital facility used a look-back mathod based on claims allowed by Medicare fee-for-service and all private
health insurers that pay claims to the haspital facility during a prior 12-month pericd
¢ [X] me hospital facility used a look-back mathed based on claims allowed by Medicaid, either alone or in combination
with Medicare fee-for-service and all private health insurers that pay claims to tha haspital facility during a prior
12-month period
d |:| The hospital tacility used a prospective Medicare or Medicaid mathod
23 During the tax year, did the hospital facility charge any FAP-eligible individual to whom the hospital facility providad :
emergency or other medically necessary services more than the amounts generally billed to individuals who had %*.
NSUrANCE COVRIING SUCH AT T % ."II' d... |L23 X
it "Yes," explain in Section C.
24 During the tax year, did the hospital facility charge any FAP-eligible individual an amount equal to ;tr-:gro% chﬂ'ga"ﬁ:nr any
service provided to thatindividual? | ... ..., T R, iR R 24 | X
If "Yes,"” explain in Section C. h.
e Schedule H {Form 990} 2016
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Schedule H (Form 980} 2018 NORTHWEST HOSPITAL CENTER, INC. 52-1372665 Pages
jPart V | Facility Information ontingeq

Section C. Supgeememnl Information for Part V, Section B. Provide descriptions required for Part V, Section B, lines 2, 3}, 5, 6a. 6b, 7d, 11, 13b,
13h, 15e, 16j, 18e, 19, 200, 21¢, 21d, 23, and 24 1t applicable, provide separate descriptions for each hospital facallty ina acahty reportlng

group, designatad by faclllty raporting group letter and hospital facility line number from Part V, Saction A (*A, 1, "A, 4," "B, 2," *B, 3," etc.) 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 TQ THE ITEMS LISTED IN LINE 1, THE CHNA

DESCRIBES THE HQSPITAL'S DEMOGRAPHICS.

—

<

-
I

NORTHWEST HOSPITAL CENTER, INC.: ig 5

PART V, SECTION B, LINE 5: INPUT FROM REPRESENT%;%YEE‘ﬁF THE COMMUNITY

G e
Y

IN SUMMER 2015, A REPRESENTATIVE OF THE cmﬁﬁh MET WITH BALTIMORE CITY

HEALTH DEPARTMENT'S CHIEF OF EPIDEMIOngﬁﬁgﬂhVICES DARCY PHELAN-EMRICK,

DRPH, MHS AND THE DIRECTCR OF THE OEﬂfEE OF POLICY AND PLANNING, SHANNON

MACE HELLER, JD, MPH TO DISCUSE gﬁbﬁﬂT HEALTH ASSESSMENT UPDATES TO THE
o= F

2011 CITYWIDE HEALTH ASSES&E’EN'E-MT RESULTED IN THE CITY'S HEALTHY

BALTIMORE 2015 REPORT Mm_.ﬁEI“GHBORHOOD HEALTH PROFILES. THE NEIGHBORHOOD

HEALTH PROFILES REPRE%%?@FE‘THE CITY'S PUBLIC HEALTH SECTOR'S OWN

ASSESSMENT OF comﬁﬁg} NEEDS THROUGHOUT BALTIMORE CITY. LIFEBRIDGE

HEALTH IS NOW/AQTEVELY INVOLVED IN THE BALTIMORE CITY HEALTH DEPARTMENT'S

REVITALIZED LGé&L HEALTH IMPROVEMENT COUNCIL (LHIC).

ADDITIONALLY, BECAUSE LIFEBRIDGE HEALTH HOSPITALS ARE LOCATED IN BOQTH

BALTIMORE CITY AND BALTIMORE COUNTY, MEMBERS OF THE CHNA TEAM ALSQO 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

632098 11.02-18 Schedule H {Form 990} 2016
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I Part V [ Facility Information wonfinges

Section C. Supg;ernental Information for Part V, Section B. Provide descriptions required for Part V, Section B, lines 2, 3}. 5, Ba, 6b, 7d, 11, 13b,
13h, 158, 18], 188, 196, 208, 21¢, 21d, 23, and 24. If applicable, provide separate descriptions for each hospital facility in a facility reporting
group, designated by facility raporting group letter and hospital facility line number from Part V, Section A ("A, 1, "A, 4,* "B, 2," "B, 3,” etc ) and
nams 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 BALTIMORE COUNTY LHIC AND THE BALTIMORE COUNTY ACCREDITATION

STEERING COMMITTEE.

%
FOLLOWING LIFEBRIDGE HEALTH'S 2012 CHNA AND THE PARTNERSHIESQW$WELOPED

WITH BOTH THE BALTIMORE CITY AND COUNTY HEALTH DEPARTME_M%M}R&G THAT
= N ] "

PROCESS, REFPRESENTATIVES OF LIFEBRIDGE HEALTH WERE ﬁ%VI&EﬁETO SERVE ON THE
L 1 7]

LOCAL HEALTH IMPROVEMENT COUNCILS OF BOTH PUBLIC HEALTH DEPARTMENTS.
F

i p *

INVOLVEMENT IN THOSE COUNCILS BY HOSPITAL ST%"K’B?T COMMUNICATION BETWEEN
[™ ¥

THE PUBLIC HEALTH SECTOR AND LIFEBRIDGE HEA&L&}%&TNE AND FOSTERED
2

INCREASED COLLABORATION DURING THE INT%R_@?'I_‘;"’BETWEEN THE TWOQ CHNAS.
= &

A . %
[©] "

LIFEBRIDGE HEALTH ALSO CONTINUEDa;‘i_;_EB‘*ﬁﬁHANCED ITS ROUTINE PRACTICE OF
L™ Fi

COLLABORATING WITH COMMUNIﬂf.ﬁﬁﬁﬁﬁUHAH SERVICE PARTNERS IN ORDER TO
= =

FACILITATE COMMUNITY INVOLVEMERAT AND INPUT DURING THE COMMUNITY HEALTH
i F i

NEEDS ASSESSMENT PROﬁth; 'ﬁEY PARTNERS REPRESENTING THE COMMUNITY
-

STAKEHOLDERS INCLUDK: BEPRESENTATIVES FROM BALTIMORE COUNTY RECREATION &

PARKS, PARK HI HNS  RENAISSANCE CENTER, PARK HEIGHTS COMMUNITY HEALTH

e

ALLIANCE, LIBﬁﬁEY 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 RESQURCES AND PARTNERS. LIFEBRIDGE HEALTH

REPRESENTATIVES ATTENDED MEETINGS OF EACH PARTNER ORGANIZATION AND SOUGHT

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

ORGANIZATIONS INCLUDED SPREADING THE WORD ABOUT THE ASSESSMENT,

DISTRIBUTING AND COLLECTING COMMUNITY SURVEYS, PROVIDING SPACE AND

632098 11-02-18 Schedule H (Form 990) 2016
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Schedule H (Form 990) 2016 NORTHWEST HOSPITAL CENTER, INC. 52-1372665 Pages
& Facility Information sontinueg
Section C., Supglemantal Information for Part V, Section B, Provide descriptions required for Part V, Section B, lines 2, Sfi. 5, 6a, 6b, 7d, 11, 13b,
13h, 15e, 16j, 18e, 19e, 20e, 21c, 21d, 23, and 24. If applicable, provide separate descriptions for each hospital facll'rty in a facility reporting
group, rilf‘s:gnat;?? by :acnluty 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

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 PRIQORITIZATION OF

COMMUNITY HEALTH NEEDS.

%
PRIOR TO THE COMPLETION OF THE COMMUNITY HEALTH NEEDS ASSES@',

)
LIFEBRIDGE HEALTH ALSC IDENTIFIED CLINICAL AND COMMUNITY= -QI{?H}'S BASED ON

FEEDBACK FROM INDIVIDUAL HOSPITAL DEPARTMENTS. THIé PR%HICE CONTINUES

AND QOFFERS ADDITIONAL CLINICAL INPUT IDENTIFYING AND WIORITIZING NEEDS.

.ﬁ"lﬁ

CLINICAL INPUT IS DERIVED FROM THE TREATMENT Of %!E'IENTS AND INTERACTIONS

WITH BOTH PATIENTS AND THEIR FAMILIES OR QA&QQEMERS FOR EXAMPLE ,

HOSPITAL DEPARTMENTS PROVIDING COMMUNIW&IEIJEFIT SERVICES CONTINUE TO

[
DAY-TO-DAY EXPERIENCES WITH POPUEAPION GROUPS SERVED BY THE HOSPITAL.

.
N

LIFEBRIDGE HEALTH ALSO U&ED PAPER SURVEYS AND IN-PERSON FEEDBACK FROM THE

CONDUCT ROUTINE ASSESSMENTS OF PATI COMMUNITY NEEDS RESULTING FROM
%

COMMUNITY. PAPER Sﬂﬂw W‘ERE DISTRIBUTED AT COMMUNITY EVENTS, MEETINGS

AND FAIRS. THE cg@@hgggm WORKED WITH LOCAL PARTNERS TO PARTICIPATE IN SIX

FACE-TO-FACE __ﬁﬁw}’l"’f FEEDBACK SESSIONS. FEEDBACK SESSIONS WERE OPEN TO

THE GENERAL Pﬁ'ﬁl;.IC INCLUDING RESIDENTS AND REPRESENTATIVES FROM LOCAL

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

MEMBERS AND STAKEHOLDERS LEARNED ABOUT 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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[Part V' Facility Information (continyed)
Section C. Supplemental Information for Part V, Section B. Provida descriptions required for Part V, Section B, lines 2, 3j, 5, 6a, 6b, 7d, 11, 13b.
13h, 15e, 16j, 180, 198, 20e, 21c, 21d, 23, and 24. If applicable, provide separate descriptions for each hospital facility in a facility reparting

group, designated by facility reporting group letier and hospital facility line number from Part V, Section A {"A, 1, "A, 4," "B, 2," "B, 3," eic ) 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.

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

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

AND HOSPITAL, INC. _T“E%

.
"1":_

{
& e :
2 [ A 7
x 7
o

0 7
PART V, SECTION B, LINE 7D: COPIES OF THE CHNA{WERE DISTRIBUTED TO KEY
L™

NORTHWEST HOSPITAL CENTER, INC.:

COMMUNITY PARTNERS. vi'f."

NORTHWEST HOSPITAL CENTER, INC. o~

& N o
5 - JF

HTTP: / /WWH. LIFEBRIDGEHEALTH%’OR% UPLOADS/PUBLIC/DOCUMENTS /COMMUNITYS 20HEALTH

/2015/2015CHNAFINAL.PDF . ¥
¥ i

e

.'*.

| |
A

NORTHWEST HOSHTTAR, @ENTER, INC.:
" r rol

PART V, SECTIG&EBt 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 TO CONTINUE TO FOCUS ON HEART DISEASE AND DIABETES BY

FURTHER DEVELOPING THEIR PREVIOUS 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

812098 11-02-16 Schedule H {Form 990} 2016
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] E’ﬂﬁ Vv | Facility Information sonfinyec

Section C. Supplemental Information for Part V, Section B. Provide descriptions required for Part V, Section B, lines 2, 3}. 5, 6a, Eb, 7d, 11, 13b,
13h, 158, 16j, 18e, 186, 20e, 21¢, 21d, 23, and 24. If applicable, provida separate descriptions for each hospital facility in a facility reporting
group, cflsign_al?c‘i b;;_facility reporting group letter and hospital faciiity fine number from Part V, Section A (A 1,""A, 4,7 "B, 2, B, 3," etc) and
name of haspital 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. ALY,
=L ) % —

_ ; )
L i)
N

ALTHOUGH THE FOLLOWING HEALTH NEEDS WERE NOT PRIQ&}Tiﬁﬁb BY THE COMMUNITY
r’ P

€7
HEALTH NEEDS ASSESSMENT AS SUBJECTS FOR NEW coﬁm_mw HEALTH IMPROVEMENT
g

% %
PROJECTS (CHIP), THEY REMAIN AN IMPORTAN?EQQHSEEy FOR_COMMUNITY RESIDENTS

.

AND STAKEHOLDERS. NORTHWEST HOSPITAL REEQﬁhi&ES THAT NOT ALL IDENTIFIED
a N ]

COMMUNITY NEEDS CAN BE ADDRESSED MI?&'{I‘EI’ DIFFICULT CHOICES MUST BE MADE
Lt

TO PROPERLY ALLOCATE LIMITED RESGﬁhQEg.TO THE AREAS OF GREATEST NEED.

FORTUNATELY, THE RESULTS OE{THE\COMMUNITY HEALTH NEEDS ASSESSMENT REVEAL
. ]

THAT SERVICES QFFERED BYﬁngfﬁﬁhST AS WELL AS ITS PARENT ORGANIZATION,

LIFEBRIDGE HEALTH, ARR WEDLI ALIGNED WITH THE FOLLOWING COMMUNITY HEALTH

NEEDS THAT WERE NOMECTED AS THE FOCUS OF THE CHIP.

& N % :_.5':
% »

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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a Facility Information ;ontinuem

Section C. Supg;emental Information for Part V, Section B. Provide descriptions required for Part V, Section B, lines 2, 3'1', 5, Ba, 6b, 7d, 11, 13b,
13h, 156, 16j, 189, 19e, 20, 21c, 21d, 23, and 24. If applicable, provide separata dascriptions for each hospital facility in a facility reporting
group, ??‘sign_at?? b)i_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 TQ RELIEVE ANXTIETY AND PROMOTE SOCIALIZ ARE A FEW
;f ks, R |
OF THE SUPPORT SERVICES PROVIDED ACROSS LIFEBRIDGE HEAL?Q*?Q&E_?REEDOM TO

SCREEN PROGRAM AT NORTHWEST HOSPITAL PROVIDES CO!!I-@&I&'Y;WTREACHI BREAST
y N

CANCER EDUCATION, SCREENINGS AND EXAMS, MAMMOGRAMS, AND FOLLOW-UP

F
¥ 7

DIAGNOSTIC PROCEDURES FOR LOWER-INCOME, UNINSUﬁﬂﬁ;#hD UNDER-INSURED WOMEN
[

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

WITH THE RESOURCES THEY NEED TO INCREA&E&E&#EST CANCER. AWARENESS AND
% L 5

PREVENTION AS WELL AS OFFER ADDITIo_yhﬁ.égéISTANCE TO WOMEN WHO MAY NEED
[T ﬁ_

EMOTIONAL SUPPORT TO DEAL WITH»THﬁﬁﬁﬁﬁ FEARS OF A DIAGNQOSIS AND DEVELOP A
o> - N

ROAD TO RECOVERY. d N\

]

ALCOHOL/SUBSTANCE ABUBE' 2 BERAVIORAL
B

HEALTH THE CHNA'S FUNDYNG THAT DRUG AND ALCOHOL ABUSE IS A TOP COMMUNITY

HEALTH NEED IN"NORTHWEST'S COMMUNITY WAS CONSISTENT WITH CONCERNS VOICED

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 TO 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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a Fagcility Information ronsined

Section C, Supplemental Information for Part V, Section B. Provide descriptions required for Part V, Section B, lines 2, 3} 5, 6a, 6b, 7d, 11, 13b,
13h, 158, 16j, 188, 199, 20e, 21c, 21d, 23, and 24. i applicable, provide separate descriptions for each hospital facility in a facility raporting
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," et¢c.) and
name of hospital facility.

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

BETTER SERVE THE POPULATION. SEVERAL STRATEGIES INCLUDE IDENTIFIED

PROCESSES TO IMPROVE CARE COQRDINATION FOR PATIENTS WITH BEHAVIORAL HEALTH

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

SCREENED, DIAGNOSED, REFERRED TO TREATMENT, AND MONITORED FORiFOMPLIANCE
1

WITH TREATMENT RECOMMENDATIONS AND RECOVERY. ‘-4&
F % ;1
n_ r_ :‘i\- "L%_ F

ULTIMATELY, LBH AIMS TO INCORPORATE COMPREHENSIVE Q@Aﬁ;ﬁibe LIFE
Y ]

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

IDENTIFIED BY THE WORLD HEALTH ORGANIZATION: REYYIAL, PSYCHOLOGICAL,
r oy

SOCIAL RELATIONSHIPS, AND THE SOCIAL DETERMINAWIS OF HEALTH. AS A
AR

SYSTEM-WIDE APPROACH, THE HOPE IS TO INGQRRGRATE PLANS FOR SINAT HOSPITAL
% 6 %

AT THE SISTER HOSPITALS TO ESTABLISH~SGANDARDIZED PATHWAYS TO
B % T

APPROPRIATELY FOLLOW-UP ON SCREENING“RESULTS TO ENSURE THAT PATIENTS

RECEIVE THE CARE THEY NEEDAJﬁNﬁ%ﬁEING INTENSIVE CARE EXTERNAL TO NORTHWEST

IF NECESSARY. AS PART OF THE BARE COORDINATION DESCRIBED ABOVE, THE USE OF
I

TECHNOLOGY IS BEING Pﬁﬁb@ﬁﬁ*TO SHARE A LIMITED RESOURCE ACROSS MULTIPLE
A

SETTINGS IN ORDER iﬂkPngIDE ACCESS FOR PATIENTS IN VARIQUS SETTINGS. THE

-

TELEPSYCHIATR?“%;th'STARTED WITHIN THE EMERGENCY DEPARTMENTS AT SINAI AND
s =

NORTHWEST HOSPTIALS IN MID-MARCH 2016 . THROUGH VIDEQ-BASED TECHNOLOGY,

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

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 TQ EASE OF USE AND ACCESSIBILITY OF BEHAVIORAL

HEALTH PROVIDERS. THE SECOND PHASE OF THE PILOT WILL EXPAND THESE SERVICES

INTO THE PRIMARY CARE SETTING WITH PLANS FOR FULL IMPLEMENTATION FOR A

BROADER PATIENT POPULATION BY END OF 2016 OR EARLY 2017.

832008 11-02-18 Schedule H (Form 990) 2016
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Schedule H (Form 990) 2016 NORTHWEST HOSPITAL CENTER, INC. 52-1372665 Pages
|PartV | Facility information coniinueq)

Section C. Supplemental Information for Part V, Section B. Provide descriptions required for Part V, Section B, lines 2, 3}. 5, 6a, 6b, 7d, 11, 13b,
13h, 158, 16j, 18e, 19e. 20g, 21¢, 21d. 23. and 24. If applicable, provide separate descriptions for each hospital faculity in a facility reporting

group, designated by facility reporting group letter and hospital facility line number from Part V, Saction A {"A, 1,” *A, 4, "B, 2, "B, 3," etc.) and
name of hospital facility.

VIOLENCE

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 COMMUNITIES BUT

MAY BE AN ARTIFACT RESULTING FROM THE GENERAL ANXIETY ABOUT'Y&%TH VIOLENCE
_‘ﬁ
FOLLOWING THE BALTIMORE UPRISING IN APRIL 2015. -

O

f “
LY

IN RESPONSE TO DOMESTIC VIOCLENCE CONCERNS, NORTH@EST'H§SPITAL HAS

SUPPORTED THE LONG STANDING DOVE PROGRAM (DommﬂffhuhIOLENCE DROGRAM) IN

ORDER TO PROVIDE SUPPORT TO VICTIMS OF DOMEE%j@*VIOLENCE IN 2015 THE

PROGRAM WAS RECOGNIZED BY THE MARYLAanggiﬁggg AGAINST DOMESTIC VIOLENCE

(MNADV) AND RECEIVED THE 2015 LETﬂﬁglgg;#SSESSMENT PROGRAM HOSPITAL AWARD

IN RECOGNITION FOR PERFORMANCEQIgggingING HIGH LEVEL SAFETY, COUNSELING,

SUPPORT SERVICES, AND EMPonﬁhHﬁnﬁtTo PEOPLE WHO MAY BE IN HIGHLY DANGEROUS

SITUATIONS, PROVIDING NEARLY ﬁﬂLF OF ALL LETHALITY ASSESSMENT SCREENINGS

AT PARTICIPATING MAth#hﬁ HBSPITALS DOVE PROVIDES 24/7 ACCESSIBILITY AND

HAS FORMALLY CONNEE%ED WITH THE BALTIMORE COUNTY AND CITY LAW ENFORCEMENT

TEAMS TO pRoggﬁghgggbonT FOR THOSE IN THE COMMUNITY, NOT NECESSARILY SEEN

WITHIN THE HOSRITAL.

NORTHWEST HOSPITAL CENTER, INC.

PART V, SECTION B, LINE 16A:

HTTP://WWW.LIFEBRIDGEHEALTH.ORG/UPLOADS /PUBLIC/DQCUMENTS/FINANCIALASSISTANC

E/NORTHWEST/NORTHWESTFINANCIALASSISTANCEPOLICY . PDF

NORTHWEST HOSPITAL CENTER, INC.
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Schedule H (Form 990) 2016 NORTHWEST HOSPITAL CENTER, INC. 52-1372665 Pages
a Facility Information onfinuea

Section C. Supglemental Information for Part V, Section B, Provide descriptions required for Part V, Section B, lines 2, 3} 5, 6a, 6b, 7d, 11, 13b,
13h, 15e, 16j, 188, 19e, 208, 21c, 21d, 23, and 24. If applicable, provide separate descriptions for each hospital facility in a facility reporting
group, designated by facility reporting group letter and hospital facility line number from Part V, Section A{"A, 1, "A, 4," "B, 2," "B, 3," etc.) and
name of hospital facility.

PART V, SECTION B, LINE 16B:

HTTP: //WWW.LIFEBRIDGEHEALTH.ORG/UPLOADS /PUBLIC/DOCUMENTS/FINANCIALASST STANC

E/NORTHWEST/NORTHWESTCOVERLETTERANDAPPLICATION. PDF

NORTHWEST HOSPITAL CENTER, INC.

%
PART V, SECTION B, LINE 16C: -.&

o
& - )
HTTP: //WWW.LIFEBRIDGEHEALTH.ORG/UPLOADS/PUBLIC/ DOC(MENT@C IALASSISTANC
| -
F

E/NORTHWEST/NORTHWESTPLAINLANGUAGESUMMARY . PDF r'f. u
1= P’
F 7
o
NORTHWEST HOSPITAL CENTER, INC.: = . j
F

PART V, SECTION B, LINE 20E: NORTHWEET‘H%'E&AL CENTER, INC. PROVIDES
[ :

SERVICES WITHOUT CHARGE OR AT AMOUN%EES‘VS THAN ITS ESTABLISHED REGULATED
7] . Bulse

b W
RATES, TO PATIENTS WHO MEET THE CRETERIA OF ITS CHARITY CARE POLICY. IT
[ " F

DOES NOT PURSUE THE COLLECTFON ®F AMOUNTS DETERMINED TO QUALIFY AS CHARITY
Y

CARE AND THOSE AMOUNTS ARE, NOT REPORTED AS REVENUE. THE CRITERIA CONSIDER
[

GROSS INCOME AND mei,giﬁ% ACCORDING TO CURRENT FEDERAL POVERTY

GUIDELINES. TO_QQ@{%}] THE PATIENT MUST SHOW PROOF OF INCOME 300% OR LESS

OF THE FEDERAMROVEHTY GUIDELINES. A SLIDING SCALE IS USED TO DETERMINE

ELIGIBILITY FOﬁ-_,THOSE WHOSE INCOME EXCEEDS 300%. ELIGIBILITY IS CALCULATED

BASED ON THE NUMBER OF PEOPLE LIVING IN THE HOUSEHOLD. THE PROGRAM COVERS

UNINSURED, UNDER-INSURED AND PATIENT LIABILITY AFTER INSURANCE(S) PAY.

APPROVALS ARE GRANTED FOR A SIX OR TWELVE MONTH PERIOD OF TIME AND

PATIENTS ARE ENCQURAGED TO RE-APPLY FOR CONTINUED ELIGIBILITY.

NORTHWEST HOSPITAL CENTER, INC.
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Schedule H (Form 990} 2016 NORTHWEST HOSPITAL CENTER, INC. 52-1372665 Pages
] Eﬂﬁ V | Facility Information (ontin;eq)

Section C. Supplemental Information for Part V, Section B. Provide descriptions required for Part V, Section B, lines 2, 3}, 5, 6a, 6b, 7d, 11, 13b,
13h, 15e. 18], 18e, 198, 20e, 21¢, 21d, 23, and 24. If applicabla, provide separate descriptions for each hospital facility in a acility 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.

PART V, SECTION B, LINE 22C: CHARGES FOR ALL PATIENTS ARE STATE

REGULATED. SERVICES ARE CHARGED TQ ALL PATIENTS AT THE SAME RATE.

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

THE FEDERAL PQVERTY LEVEL (FPL) ARE WRITTEN-OFF IN FULL TOQ FAP (THERE

IS NO PATIENT LIABILITY). CHARGES FOR INDIVIDUALS FOUND ELIGIBLE FOR

FAP BASED ON THE HSCRC'S FINANCIAL HARDSHIP CRITERIA OF 301%™ 0% OF
IS 3

. |

Eq#bné's

FPL _ARE CHARGED 25% OF THE ANNUAL HOUSEHOLD INCOME PER
R |

FINANCIAL HARDSHIP CRITERIA. THE DIFFERENCE IBETWEENE"IMTHE‘;l TAL CHARGES
v 7

AND THE CALCULATED 25% OF THE ANNUAL HOUSEHOLD INCOME 1S WRITTEN OFF TO
7.
FAP. L &

-

\ j- §

5—'_' = —
™

NORTHWEST HOSPITAL CENTER, INC. . &

N0 )

PART V, SECTION B, LINE 24: ONLY THQ#WTIENTS APPROVED
|.~ . T

RETROSPECTIVELY (DETERMINED ELIGﬁItE'"iFTER THE DATE OF SERVICE) WOULD

HAVE BEEN CHARGED AT THE FuﬂL_E§$ﬁnLISHED RATES. ONCE ELIGIBILITY IS

DETERMINED, CHARGES WOUL]Q‘_EHEQE‘:BE ADJUSTED IN ACCORDANCE WITH THE

CHARITY CARE POLICY AR SPECIFIED ABOVE.
T .

832098 11-02-18 Schedule H (Form 990) 2016
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Scheduls H (Form 990) 2016 NORTHWEST HOSPITAL CENTER, INC. 52-1372665 Page 9
[Part V]

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

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

How many non-hospital health care facilities did the organization operate during the tax year? 0

Name and address Type of Facility (describg)

L
b

e, 3
%SV Schedule H {Form 990) 2016
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Schedula H (Form 990) 2016 NORTHWEST HOSPITAL CENTER, INC. 52-1372665 Page 10
a Supplemental Information

Provide the following information.

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

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

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

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

5 Promotion of community health. Provide any other information important to describing how the organization's hospital facilities or other health
care facilities further its exampt purpose by promoting the heaith of the community (e.g., open medical staff, community board, use of surplus
funds, etc.). 4'-&

& Affiliated health care system. If the organization is part of an affiliated health care system, describe the raspm 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, DF rﬁhggrgamzatlon filas a
community benefit report.

]

PART I, LINE 3C: g S/

4‘ s

NORTHWEST HOSPITAL CENTER, INC. PROVIDES C h'ITHOUT CHARGE OR AT AMOUNTS

LESS THAN ITS ESTABLISHED RATES, TO PATDT NES WHO MEET THE CRITERIA OF ITS

CHARITY CARE POLICY. IT DOES NOT PURSﬁKf”"T‘I.'IE COLLECTION OF AMOUNTS
L 3

DETERMINED TO QUALIFY AS CHARI@Y,Z@ F AND THOSE AMOUNTS ARE NOT REPORTED
L™

AS REVENUE. THE CRITERIA Fw?ry CARE CONSIDER GROSS INCOME AND FAMILY

SIZE ACCORDING TO CURREN‘Il_.,FED'EﬁAL POVERTY GUIDELINES. PATIENTS WITH AN

ANNUAL INCOME UP TO 30(% ©F THE FEDERAL POVERTY LEVEL MAY HAVE 100% OF

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

PATIENT MUST SHOWNPBOOF OF INCOME 300% OR LESS OF THE FEDERAL POVERTY

GUIDELINES. PA*Ig_ENTS 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 PEQOPLE LIVING IN

THE HOUSEHOLD.

PART I, LINE 7:

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

THAT DIFFERS FROM THE REST OF THE NATION. THE HEALTH SERVICES COST REVIEW
CREL o) R Schedule H (Form 990} 2016
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Schedula H (Form 980) 2016 NORTHWEST HOSPITAL CENTER, INC. 52-1372665 Page 10
[Part VIT Supplemental information

Provide the following information.

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

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 pragrams or under the organization's financial
assistance policy.

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

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

6 Affiliated health care system, !f the organization is part of an affiliated healih care system, describe the respegti of the organization
and its affiliates in promoting the health of the communities served. d %

7 State filing of community benefit report. |f applicable, identify all states with which the organization, mfgrganizaﬁon. files a
community benefit report. L B

4

T
7
COMMISSION (HSCRC) DETERMINES PAYMENT THROUGH £ HATE-SETTING PROCESS AND

% N

ALL PAYORS, INCLUDING GOVERNMENTAL PAYORS;__.“RAYH'HE SAME AMOUNT FOR THE

SAME SERVICES DELIVERED AT THE SAME PO@‘M:. MARYLAND'S UNIQUE ALL-PAYOR
[ b ]

SYSTEM INCLUDES A METHOD FOR REFEREN@fﬂﬁ”%HCOMPENSATED CARE IN EACH PAYORS
3

]
RATES, WHICH DOES NOT ENABLE @Mﬁ'HOSPITALs TO BREAK-OUT ANY

L F

OFFSETTING REVENUE RELATED 40 UNCOMPENSATED CARE. THE COST OF RENDERING
S F

SERVICES FOR MEDICAL ASSISTANGE PATIENTS IS EQUAL TO MEDICAID REVENUES IN
T

MARYLAND. THUS, THE NEPNERFECT IS ZERO. THE EXCEPTION TO THIS IS THE
"

IMPACT ON THE HOSP \OF ITS SHARE OF THE MEDICAID ASSESSMENT. IN RECENT

N N

YEARS, THE STATE WE/MARYLAND HAS CLOSED FISCAL GAPS IN THE STATE MEDICAID
LY &

BUDGET BY ASSﬂﬁgING HOSPITALS THROUGH THE RATE-SETTING SYSTEM.

PART I, LINE 734 - TI:

THE FOLLOWING COSTING METHODOLOGIES WERE USED TO CALCULATE LINES 72

THROUGH 71 ON THE COMMUNITY BENEFIT REPORT.

OFFSETTING REVENUE - REVENUE FROM THE ACTIVITY DURING THE YEAR THAT

OFFSETS THE TOTAL COMMUNITY B_E_NEFIT EXPENSE OF THAT ACTIVITY, IT INCLUDES
G Ui L Schedule H (Form 290) 2016
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Schedule H (Form 990) 2016 NORTHWEST HOSPITAL CENTER, INC. 52-1372665 Page 10
| Supplemental Information

Provide the following information.

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

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

3 Patient education of eligibility for assistance. Describe how the organization informs and educates patients and persons who may be billed
for patient care about their eligibility for assistance under federal, state, or local government pregrams or under the organization's financial
asgsistance 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
cara facilities further its exempt purpose by promoting the health of the community (8.g., open medical staff, comrnumty board, use of surplus
funds, etc.).

6 Affiliated health care system, If the organization is part of an affiliated health care system, describe the tespw?é? of the organization
and its affiliates in promoting the health of the communitias served.

7 State filing of community benefit report. If applicable, identify all states with which the organization, o Fn@ rgamzatlon filesa
community benefit report.

e

ANY REVENUE GENERATED BY THE ACTIVITY OR PROGMSUCH AS A PAYMENT OR

REIMBURSEMENT FOR SERVICES PROVIDED TO PRQERQE?@ATIENTS OFFSETTING

REVENUE INCLUDES RESTRICTED GRANTS OR GONTEJ%UTIONS USED TO PROVIDE A

COMMUNITY BENEFIT, BUT DOES NOT INCBUDE'ﬁHRESTRICTED GRANTS OR

CONTRIBUTIONS THAT THE ORGANIZATFON.USES TO PROVIDE COMMUNITY BENEFIT.

]
[T

DIRECT COSTS - DIRECT COSTS iﬂﬁLUDE SALARTES, EMPLOYEE BENEFITS, SUPPLIES
F

I

INTEREST ON FINANCING&j@%%H%L AND OTHER COSTS THAT ARE DIRECTLY

ATTRIBUTABLE TO TH&QSE;CiFIC SERVICE AND THAT WOULD NOT EXIST IF THE
-

SERVICE OR EFFORTADID NOT EXIST.

INDIRECT COSTS - INDIRECT COSTS ARE COSTS NOT ATTRIBUTED TO PRODUCTS

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

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

FOR HUMAN RESQURCES AND FINANCE DEPARTMENTS, INSURANCE AND OVERHEAD

EXPENSES.

PART II, COMMUNITY BUILDING ACTIVITIES:

632100 11-02-18
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Schedule H (Form 990) 2016 NORTHWEST HOSPITAL CENTER, INC. 52-1372665 Page 10
rt VI| Supplemental Information

Provide the foliowing information.

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

2 Needs assessment. Describe how the organization assesses the health care needs of the communities it serves, in addition to any
CHNASs 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 govemment programs or under the organization's financial
assistance policy.

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

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

& Affiliated health care system. If the organization is part of an affiliated health care system, describe the resp?g of the organization
and its affiliates in promoting the health of the communities served.

7 State filing of community benefit report. |f applicable, identify all states with which the organization, WMgamzatlon files a
community benefit raport, LD B

r & 3

AS PART OF OQOUR OVERALL POPULATION HEALTH STRAQE;?LQ% WILL BE EXPANDING AND

INTEGRATING OUR EXISTING COMMUNITY OUTREACHtPﬁbGRAMS AND PARTNERING WITH

OTHER ENTITIES TO PROVIDE NEW SERVICESAFdﬁcth COMMUNITY. OUR CUTREACH

PROGRAMS IN THE M. PETER MOSER COHHHH%@E‘INITIATIVES DEPARTMENT ARE

DESIGNED TO ATTEND TO NOT ONLY, THE.HEALTH BUT ALSO THE SOCIAL WELL-BEING
N J

OF THE PEQPLE IN OQOUR SURROQ@bIﬁ?WNEIGHBORHOODS. THE DIABETES MEDICAL HOME

EXTENDER PROGRAM FOCUSES QN HBL,PING PEOPLE WITH POORLY CONTROLLED DIABETES
N

WHO LIVE IN THE COMMUNILIES SURROUNDING THE HOSPITAL. CLIENTS, WHO ARE
. W

IDENTIFIED DURING ] -fh INPATIENT STAY, ARE THEN PROVIDED NURSING AND

COMMUNITY HEALTH WOMKER SERVICES IN THEIR HOMES POST-HOSPITALIZATION TO

CONNECT WITH @ﬁEPORT SERVICES AND RECEIVE EDUCATION.

PERINATAL MOOD DISORDERS IDENTIFIES WOMEN AT-RISK FOR PERINATAL DEPRESSION

OR ANXIETY AT DELIVERY AND PROVIDES FOLLOW-UP COUNSELING AND REFERRALS TO

EDUCATE AND SUPPORT WOMEN DURING THE PERINATAL PERIOD IN ORDER TO IMPROVE

MATERNAL MENTAL HEALTH, THEREBY ENHANCING MATERNAL INFANT BONDING.

SERVICES INCLUDE: PERINATAL DEPRESSION RISK ASSESSMENT, PSYCHOSOCIAL

ASSESSMENTS, SUPPORTIVE COUNSELING, SERVICES COORDINATION, AND MENTAL
£32300 13:2:18 Schedule H {Form 990) 2016
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Schedule H (Form 930) 2016 NORTHWEST HOSPITAL CENTER, INC. 52-1372665 Page 10
& Supplemental Information

Provide the following information.

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

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 fedaral, state, or local govemment programs or under the organization’s financial
assistance policy.

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

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

6 Affiliated health care system. If the organization is part of an affiliated health care system, describe the respa‘gfh‘hhg 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 Q!Q:ilﬁ'.rgamzatmn filas a
community benefit report.

HEAT,TH AND COMMUNITY REFERRALS. & '-u-.

THE KUJICHAGULIA CENTER IS A YOUTH DEVELGPMENT AND VIOLENCE PREVENTION
o 1] 171

INTERVENTION WITH THE GOAL TO REDUCE~STREET VIOLENCE, CREATE A VENUE FOR
n [ W

YOUTH TO ESCAPE THE CYCLE OF VIOUENCE, AND INCREASE YOUTH EMPLOYMENT.
& e F

SERVICES INCLUDE: YOUTH DEVELOPMENT AND VIOLENCE PREVENTION SERVICES TO
173

RESIDENTS OF 21215, MENTQRING ‘SERVICES FOR MIDDLE SCHOOLS STUDENTS;

FACILITATION OF A YOUmH“WORKS SUMMER JOBS PROGRAM FOR STUDENTS 14 TO 21
.

YEARS OLD; VIOLENCE:;IH?EL:RVENTION SERVICES FOR LOCAL YOUTH 16 TO 25 YEARS
—

OLD WHO HAVE BEENWADMITTED TO THE TRAUMA UNIT AFTER SUFFERING INJURIES DUE

TO STREET VIOLENCE.

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

ADDITIONAL RESERVES ARE DETERMINED BY THE HOSPITAL'S EXECUTIVES.

832100 11-02-16 Schedule H {Form 930} 2016
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Schedule H {Form 980) 2016 NORTHWEST HOSPITAL CENTER, INC. 52-1372665 Page 10
| Supplemental Information

Provide the following information.

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

2 Needs assessment, Describe how the organization assesses the health care needs of tha 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 focal govemment pragrams or under the organization's financial
assistance policy.

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

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

6 Affiliated health care system. If the organization is part of an affiliated health care system, describe the res| it : of the organization
and its affiliates in promoting the haalth of the communities served. p?h\“ ]

7 State filing of community benefit report. If applicable, identify all states with which the organization, oWrgamzahon files a
community benefit report ] y -

3 ;2

PART III, LINE 3:

-

TO CALCULATE THE AMOUNT OF THE ORGANIZATIONS;MB\ED DEBT EXPENSE ATTRIBUTABLE
s

TO _PATIENTS ELIGIBLE UNDER THE FINANCI&.EMSTANCE POLICY THE TOTAL BAD
5 U u

DEBT EXPENSE ATTRIBUTABLE TO PATIEN,‘BE WEE USED. THIS TOTAL AMOUNT WAS

THEN MULTIPLIED BY THE CALCULn$Iaﬁ~dF RATIO OF PATIENT CARE COSTS TO

CHARGES. THE RATIO OF PATngy_;gﬂnE COSTS TO CHARGES WAS DETERMINED BY

TAXING PATIENT CARE COST%_-_AHD ?IﬁIVIDING THIS BY THE GROSS PATIENT CHARGES.

PATIENT CARE COSTS WERE' ;MULATED BY TAKING TOTAL OPERATING EXPENSES OF
oy

THE ENTITY AND REMOWING ALL NONPATIENT CARE ACTIVITIES AND COMMUNITY

BENEFIT AND BUTHDEING' EXPENSES.

PART III, LINE 4:

THE PREPARATION OF CONSOLIDATED FINANCIAL STATEMENTS, IN CONFORMITY WITH

U.S. GENERALLY ACCEPTED ACCOUNTING PRINCIPLES, REQUIRES MANAGEMENT TO MAKE

ESTIMATES AND ASSUMPTIONS. ALL PATIENT ACCOUNTS ARE HANDLED CONSISTENTLY

AND APPROPRIATELY TO MAXIMIZE CASH FLOW AND TO IDENTIFY BAD DEBT ACCOUNTS

TIMELY. ACTIVE ACCOUNTS ARE CONSIDERED BAD DEBT ACCOUNTS WHEN THEY MEET

SPECIFIC COLLECTION ACTIVITY GUIDELINES AND/OR ARE REVIEWED BY THE
ST e Schedule H (Form 990) 2016
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Schedule H (Form 990) 2016 NORTHWEST HOSPITAL CENTER, INC. 52-1372665 Page 10
a8 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
9b.

2 Needs assessment. Describa how the organization assesses the health care needs of the communities it serves, in addition to any
CHNASs 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 faderal, state, or local govemment programs or under the organization’s financial
assistance policy.

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

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

funds, etc.).

6 Affiliated health care system. If the arganization is part of an affiliated health care system, describe the respﬂ 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, Wrgamzauon files a
cammunity benefit report. t |

(7
APPROPRIATE MANAGEMENT AND DEEMED TO BE UNCOLLECTLELE. EVERY EFFORT IS

MADE TO IDENTIFY AND PURSUE ALL ACCOUNT BALANCE LIQUIDATION OPTIONS
r

INCLUDING, BUT NOT LIMITED TO THIRD fﬁggg%ﬁ#&OR REIMBURSEMENT , PATIENT
B H

PAYMENT ARRANGEMENTS, MEDICAID ELIGEBILITY AND FINANCIAL ASSISTANCE. THIRD
[} L

PARTY RECEIVABLE MANAGEMENT AGEN : PROVIDE EXTENDED BUSINESS OFFICE

SERVICES AND INSURANCE OUTSOURCE BERVICES TO ENSURE MAXIMUM EFFORT IS
™ 7]

TAKEN TO RECOVER INSURANSE,AﬁﬁfSELF—PAY DOLLARS BEFORE TRANSFER TO BAD

DEBT. CONTRACTUAL angggkﬁﬂzﬁws WITH THIRD PARTY COLLECTION AGENCIES ARE

USED TO ASSIST IN gﬁg;gﬁtOVERY OF BAD DEBT AFTER ALL INTERNAL COLLECTION

EFFORTS HAVE BEENA\EJHAUSTED. IN SO DOING, THE COLLECTION AGENCIES MUST

OPERATE CONSIQ%ENTLY 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) AND MEDICARE ALLOWABLE

COSTS ARE DERIVED FROM THE ANNUAL MEDICARE COST REPORT. THE INPATIENT
G2 N0R e Schedule H (Form 990) 2016
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Schedule H (Form 890) 2016 NORTHWEST HOSPITAL CENTER, INC. 52-1372665 Page 10
[Part Vi [ Supplemental Information

Provide the following infarmation.

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

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

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

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

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

& Affiliated health care system. I the organization is part of an affiliated health care system, describe the resp%;i_,\_«: of the organization
and its affiliates in promoting the heatth of the communities served. ol L )

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

/7
ROUTINE COSTS ARE DERIVED FROM THE STEP-DOWN OLOGY BASED ON ACCEPTED
[

STATISTICAL ALLOCATION WITH A UNIFORM PER _DBEMPMCOST FOR EACH PAYOR TYPE.
Fr . _—

THE ANCILLARY MEDICARE ALLOWABLE COSTS Mfg"thTIALLY DERIVED FROM THE
% 1 1

STEP-DOWN METHODOLOGY BUT ARE ALLOCATED. fO THE PAYOR TYPES BASED ON THE
17 [ B

RATIO OF COST TO CHARGE FOR EACH(BAYOR.

e

Lo n
- ]

PART III, LINE 9B:

e
rF

PATIENTS CAN BE DETERMINED-ELIGIBLE FOR FINANCTAL ASSISTANCE (F.A.)

PROSPECTIVELY OR REWROSPECTIVELY. THE F.A. ELIGIBILITY PERIOD EXPIRES ONE

YEAR FROM THE/MONTH/ELIGIBILITY IS APPROVED FOR MEDICALLY NECESSARY

SERVICES. THE PATIENT IS ASKED TO 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.
832100 11:02-16 Schedule H (Form 990) 2016
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Schedule H {Form 890) 2016 NORTHWEST HOSPITAL CENTER, INC. 52-1372665 Page 10
| Supplemental Information

Provida the following information.

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

2 Needs assessment, Describe how the organization assessas 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 govemment programs or under the organization's financial
assistance policy.

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

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

& Affiliated health care system. If the organization is part of an affiliated health care system, describe the tesp?l\ of the organization
and its affiliates in promoting the health of the communities served.

T State filing of community benefit repart. If applicable, identify all states with which the organization, om-érgamzanm filesa
community benefit report. L}

PART VI, LINE 2:

r 4 N

THE CHNA TEAM WORKED WITH LOCAL pARTNﬂgggfhwaRTICIPATE IN SIX
&, 71

:: . -
FACE-TO-FACE COMMUNITY FEEDBACK SESB&@HE} FEEDBACK SESSIONS WERE OPEN TO
LT ¥

THE GENERAL PUBLIC INCLUDING RES¥DENTS AND REPRESENTATIVES FROM LOCAL
™ »

COMMUNITY-BASED ORGANIZATIQE%,.EﬁiCES OF WORSHIP, SCHOOLS, ETC. COMMUNITY
i ]

MEMBERS AND STAKEHOLDERS LEARNED ABOUT THE FEEDBACK SESSIONS THROUGH A

VARIETY OF MECHANISMSWJINCBUDING PAPER FLYER DISTRIBUTION, EMATIL NOTICES,

EVENT POSTINGS ON CUMMUNITY CALENDARS, ANNOUNCEMENTS AT COMMUNITY MEETINGS

AND GATHERINEE.aﬂNQfTHROUGH WORD OF MOUTH. DUE TO THE FACT THAT THE

FEEDBACK SESSTONS WERE SCHEDULED TO OCCUR DURING REGULARLY SCHEDULED

COMMUNITY MEETINGS AT PARTNER ORGANIZATIONS, MOST PARTICIPANTS HEARD ABOUT

THE MEETING THROUGH ATTENDANCE AT PREVIOUS MEETINGS. THE FEEDBACK SESSIONS

WERE AT LEAST ONE HOUR IN LENGTH. DURING EACH SESSION, CHNA TEAM MEMBERS

EXPLAINED THE CHNA PROCESS THUS FAR AND THE REASON FOR THE MEETING. THE

FACILITATOR ON THE CHNA TEAM ALSO REVIEWED THE 2012 CHNA OUTCOMES AND

INTRODUCED THE PROGRAM MANAGERS OF THE TWO COMMUNITY HEALTH IMPROVEMENT

PROJECTS THAT WERE DEVELOPED IN RESPONSE TO THE FINDINGS OF THE 2012 CHNA.
82100 11:02:18 Schedule H (Form 990) 2016
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Schadule H {Form 990) 2016 NORTHWEST HOSPITAL CENTER, INC. 52-1372665 page 10
[ Supplemental Information

Provide the following information.

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

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

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

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

§ Promotion of community health. Provide any other information important to describing how the organization's haspital facilities or other health
care facilitias further its exempt purpose by promoting the health of the community {8.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 respsctive of the organization
and its affiliates in promoting the health of the communities served. E

7 State filing of community benefit report. If applicable, identify all states with which the organization, m‘*rgamzauon files a
community benefit report.

i

EACH PROGRAM MANAGER THEN GAVE A REPORT ON THﬂ{ﬁﬁééRAH's PURPOSE,

DEVELOPMENT AND QUTCOMES TQ DATE. FOLLOWINﬁrﬁﬁbﬂE PRESENTATIONS, THE

FACILITATOR REPORTED ON 2015 SURVEY Flgggggﬂ ASKED PARTICIPANTS FOR THEIR

OPINIONS ON WHAT THE SURVEYS INDIC%?EDMEND FOR INPUT ON HOW TO PRIORITIZE
=

AND ADDRESS IDENTIFIED NEEDS. PARTICTPANTS OFFERED IDEAS FOR RESOURCES,
Akl

PARTNERS AND COMMUNITY HEALAH §¥§ROVEMENT PROJECT STRATEGIES. IN ORDER TO
™

PRIORITIZE COMMUNITY HEALTH NEEDS, THE CHNA TEAM FACILITATED A
g

MULTI-VOTING EXERCISEH&&E%M% COMMUNITY FEEDBACK SESSIONS. EACH PARTICIPANT

USED THREE POST—ITJﬁbT?S AS THEIR BALLOTS FOR THE HEALTH NEEDS THAT THEY
LT

PERCEIVED TgégﬁﬁﬂhﬁgTEST. PARTICIPANTS WERE INSTRUCTED TO VOTE BY PLACING
L F

THE POST-IT NOTES ONTO FLIP CHARTS POSTED AROUND THE MEETING ROOM. EACH

FLIP CHART WAS LABELED WITH A 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 TQ MEETING PARTICIPANTS FOR THE VOTING EXERCISE. PARTICIPANTS WERE

ASKED TO PLACE THEIR THREE VOTES IN ANY DISTRIBUTION, WEIGHTING ANY HEALTH
632100 11-02.15 Schedule H (Form 990) 2016
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Schedule H (Form 980) 2016 NORTHWEST HOSPITAL CENTER, INC. 52-1372665 Page 10
a Supplemental Information

Provide the following information,

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

2 Needs assessment. Describe how the organization assesses tha 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 assistanca under federal, state, or local govemment programs or under the organization’s financial
assistance policy.

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

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

& Affiliated health care system. If the organization is part of an affiliated health care system, describe the rasp?@ of the organization
and its affiliates in promoting the health of the communities served. 1 ]

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

=5
CONCERN WITH MORE THAN ONE VOTE, IF THEY WISHHﬁ \@pHEY COULD ALSO SUBMIT

WRITE-IN VOTES FOR HEALTH CONCERNS NOT PO§IBE.ﬁTHROUGH THIS PROCESS OF

MULTI-VOTING, THE PRIORITIZATION OF HE%ﬁgﬁ_ﬁhEDS WAS CLEARLY IDENTIFIED

AND ENDQORSED BY COMMUNITY STAKEHOLjEE?%[ﬁRRTNERS AND RESIDENTS.

PART VI, LINE 3: o

THE FOLLOWING DESCRIBES_%E&HS‘ﬁSED AT NORTHWEST HOSPITAL TO INFORM AND

ASSIST PATIENTS REGARnggéwEiIGIBILITY FOR FINANCIAL ASSISTANCE UNDER
b

GOVERNMENTAL PROGRAMS AND THE HOSPITAL'S CHARITY CARE PROGRAM. FINANCIAL
ey ey

ASSISTANCE NOJFGEN, JINCLUDING CONTACT INFORMATION, ARE POSTED IN THE

BUSINESS OFFIﬂﬁaAND ADMITTING, AS WELL AS POINTS OF ENTRY AND REGISTRATION

THROUGHOUT THE HOSPITAL. PATIENT FINANCIAL SERVICES BROCHURE 'FREEDOM TO

CARE' IS AVAILABLE TO ALL INPATIENTS. BROCHURES ARE ALSO AVATLABLE IN ALL

OUTPATIENT REGISTRATION AND SERVICE AREAS. NORTHWEST HOSPITAL EMPLOYS A

FINANCIAL ASSISTANCE LIAISON WHO IS AVAILABLE 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
632100 11.02-18 Schedule H (Form 990) 2016
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Schedule H (Form 930} 2016 NORTHWEST HOSPITAL CENTER, INC. 52-1372665 Page 10
| Supplemental Information

Provide the fallowing information.

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

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

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

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

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

funds, etc)).
6 Affiliated health care system. If the organization is part of an affiliated health care system, describe the rssp?;\'@'?&! 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, oﬂ@ﬁqﬂrgamzatmn files a
community benefit report.

(7.
MARYLAND SUMMARY SHEET. NORTHWEST HOSPITAL'S uﬂfﬁhﬁhED (SELF-PAY) AND

UNDER-INSURED (MEDICARE BENEFICIARY WITH NO-§:§UNDARY} MEDICAL ASSISTANCE

ELIGIBILITY PROGRAM SCREENS, ASSISTS #E Eﬂh APPLICATION PROCESS AND

ULTIMATELY CONVERTS PATIENTS TO VARIﬂﬁEfﬂFDICAL ASSISTANCE COVERAGE AND

INCLUDES ELIGIBILITY SCREENING#ANEQQQQISTANCE WITH COMPLETING THE

FINANCIAL ASSISTANCE APPLIQﬁTIﬁEJﬁS PART OF THAT PROCESS. ALL HOSPITAL
= s

STATEMENTS AND ACTIVE ACCQQNfﬁ RECEIVABLE OQUTSOQURCE VENDORS INCLUDE A
a ¥ i

MESSAGE REFERENCING THENAVATLABILITY OF FINANCIAL ASSISTANCE FOR THOSE WHO

ARE EXPERIENCING E;ﬁ%g?fﬁL DIFFICULTY AND PROVIDES CONTACT INFORMATION TO

DISCUSS NORTHWEBT\HOBPITAL'S FINANCIAL ASSISTANCE PROGRAM. COLLECTION
5 F 4

AGENCIES' INIT&%L STATEMENT REFERENCES THE AVAILABILITY OF FINANCIAL

ASSISTANCE FOR THOSE WHO ARE EXPERIENCING FINANCIAL DIFFICULTY AND

PROVIDES CONTACT INFORMATION TO DISCUSS NORTHWEST HOSPITAL'S FINANCIAL

ASSTSTANCE PROGRAM. ALL HOSPITAL PATIENT FINANCIAL SERVICES STAFF, ACTIVE

ACCOUNTS RECEIVABLE QUTSOURCE VENDORS, COLLECTION AGENCIES AND MEDICAID

ELIGIBILITY VENDORS ARE TRAINED TO IDENTIFY POTENTIAL FINANCIAL ASSISTANCE

ELIGIBILITY AND ASSIST PATIENTS WITH THE FINANCIAL ASSISTANCE APPLICATION

PROCESS. NORTHWEST HOSPITAL HOSTS AND PARTICIPATES IN VARIOUS DEPARTMENT
632100 11,02-18 Schedule H {Form 990) 2016
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Scheduls H (Form 990) 2016 NORTHWEST HOSPITAL CENTER, INC. 52-1372665 Page 10
| Part VI | Supplemental Information

Provide the following information.

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

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

3 Patient aducation 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 govemment 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 purpose by promoting the health of the community (e.g., open medical staff, community board, use of surplus
funds, etc.).

6 Affiliated health care system. If the organization is part of an affiliated health care system, dascriba the resp?;\ 45 of the organization
and its affiliates in promoting the health of the communities served. o b B

7 State filing of community benefit report. If applicable, identify all states with which the organization, cnganizaﬁon. files a
community benafit report. % J

:P"""P

OF HEALTH AND MENTAL HYGIENE AND MARYLAND Hosagi‘h‘[, ASSOCIATION SPONSORED

CAMPAIGNS LIKE 'COVER THE UNINSURED WEEK'. )
r

PART VI, LINE 4:

NORTHWEST HOSPITAL IS LOCATED IN{THE RANDALLSTOWN 21133 COMMUNITY OF
- o

BALTIMORE COUNTY, SERVING BOTH @fﬂ IMMEDIATE NEIGHBORS AND OTHERS FROM
™ 7]

THROUGHOUT THE BALTIMORE_ngﬁﬁf REGION. THE COMMUNITY SERVED BY NORTHWEST
|

HOSPITAL CAN BE DEFINED“AS“FOLLOWS:

(A) THE PRIMARY SEﬁﬁcﬁ AREA (PSA) IS COMPRISED OF ZIP CODES FROM WHICH
L ™ g

THE TOP 60% OF BAMIENT DISCHARGES ORIGINATE.

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

GEOGRAPHIC AREAS, TARGETED FOR COMMUNITY BENEFIT PROGRAMMING DUE TO THE

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 TO

OVER 111,000 RESIDENTS WITH AN AVERAGE HOUSEHOLD INCOME OF $68,989

COMPARED TO THE MARYLAND STAE AVERAGE OF $73,538.
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Schedule H (Form 990) 2016 NORTHWEST HOSPITAL CENTER, INC. 52-1372665 Page 10
| Part VI | Supplemental Information

Provide the following infarmation.

1 Required descriptions. Provide the descriptions required for Part |, linas 3¢, 6a, and 7; Part [l and Part L, lines 2, 3, 4, 8 and
gb.

2 Needs assessment. Describe how the organization assesses the health care needs of the communities it servas, 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 govemment programs or under the organization’s financial
assistance policy.

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

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

6 Affiliated health care system. If the organization is part of an affiliated health care system, describe the respﬁ{ of the organization
and its affiliates in promoting the health of the communities served. d % p |

7 State filing of community benefit report. If applicable, identify all states with which the organization, om;lﬁrganizaﬁon. files a
community benefit report. }

1

PART VI, LINE 5: </

= ™

THE MEMBERS OF THE SENIOR LEADERSHIP TEAM PROVIDE OVERSIGHT AND DIRECTION
"

TO THE POPULATION HEALTH DEPARTMENT IN,:-EEHQ&IFYING THE INTERVENTIONS THAT

ARE SPECIFICALLY HELPFUL FOR THE NOS‘!PWT' CBSA, INCLUDING COMMUNITY
O

- J
BENEFIT QUTPUT AND OTHER POPULAT¥ONyHEALTH-RELATED INITIATIVES. THE
- r ]

MEMBERS OF THE CLINICAL LEAPERSHTP TEAM PROVIDE MORE DIRECTED OVERSIGHT

AND DIRECTION TO THE POPIJILAT]Eﬁﬁ HEALTH DEPARTMENT IN IDENTIFYING THE

INTERVENTIONS THAT AEK;&%‘E@"IFICALLY HELPFUL FOR THE NORTHWEST CBSA,

INCLUDING COMMUNITQHgﬁgﬂFIT OUTPUT AND OTHER POPULATION HEALTH-RELATED

INITIATIVES. /% % J
Fa

s

LANE LEVINE, POPULATION HEALTH PROJECT MANAGER, LIVIA KESSLER, POPULATION

HEALTH DIRECTOR OF BUSINESS INTELLIGENCE; SUSAN WESTGATE, DIRECTOR OF

COMMUNITY CARE COORDINATION; JACQUETTA ROBINSON, HEALTH AMBASSADOR ;

REVEREND DOMANIC SMITH, PASTORAL QUTREACH COORDINATOR; AND DARLEEN WON,

ASSTSTANT VICE PRESIDENT OF POPULATION HEALTH LEAD THE POPULATION HEALTH

DEPARTMENT IN CREATING, MANAGING, TRACKING AND REPORTING ON ALL

INITIATIVES IN THE OUTPATIENT AND COMMUNITY SETTING THAT ARE MEANT TO
2 Schedule H (Form 990) 2016
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Schedula H {Form 990) 2016 NORTHWEST HOSPITAL CENTER, INC. 52-1372665 Page 10
a Supplemental Information

Provide the following information.

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

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

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

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

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

6 Affiliated health care system. If the organizatien is part of an affiliated health care system, describe the resp%%—l% 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, op{Wrgamzanon files a
community benefit report. |

.r"'I-

ADDRESS ACCESS TO CARE, CHRONIC AND PRIMARY caﬂﬁ‘hﬁm SOCIAL DETERMINANTS

OF HEALTH. )

L

a4 ]
.
THE COMMUNITY MISSION COMMITTEE: LJIFEBRIDGE HEALTH, INC., THE PARENT
L

CORPORATION THAT INCLUDES NORTHF%%SPITAL CENTER, INC. HAS A BOARD

COMMITTEE FOR THE OVERSIGHT/AND)GUIDANCE FOR ALL COMMUNITY SERVICES AND
\A_ 7]

PROGRAMMING. COMMUNITY MISSION COMMITTEE MEMBERS INCLUDE SINAI,
r

NORTHWEST, AND LEVIﬂﬂhﬂE}?E%RD MEMBERS AND EXECUTIVES, PRESIDENT OF
L " ™

LIFEBRIDGE HEALTH, UNCY, AND VICE PRESIDENTS. THE COMMUNITY MISSION
- e

COMMITTEE 1S KESPONSIBLE FOR REVIEWING, REPORTING, AND ADVISING COMMUNITY

BENEFIT ACTIVIﬁ;ES. THIS COMMITTEE REVIEWS SPECIFIC PROGRAMS ON A REGULAR

BASIS, MAKING RECOMMENDATIONS TO THE PROGRAM MANAGERS FOR IMPROVEMENTS OR

NEW PROGRAMMING APPROACHES. THIS IS THE COMMITTEE THAT REVIEWS THE

COMMUNITY BENEFIT REPORT EACH YEAR AND MAKES RECOMMENDATIONS FOR APPROVAL

OF THE REPORT AT THE FULL BOARD LEVEL.

DIRECT SERVICE STAFF: IN THE DEPARTMENT OF POPULATION HEALTH, THE M. PETER

MOSER COMMUNITY INITIATIVES DEPARTMENT EMPLOYS A STAFF OF 36 FULL TIME
LR A Schedule H (Form 990) 2016
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Schedula H (Form 990) 2016 NORTHWEST HOSPITAL CENTER, INC. 52-1372665 Page 10
] Part Vi | Supplemental Information

Provide the foliowing infarmation.

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

2 Needs assessment. Dascribe how the arganization 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 srganization's financial
assistance policy.

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

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

6 Affiliated health care system. If the arganization is part of an affiliated health care system, describe the res?q;?!ég of the organization
and its affiliates in promoting the health of the communities served.

7 State filing of community benefit report. If applicabte, identify all statas with which the organization, oWrgamzanon files a
community benefit report. L ¥

rJ

EQUIVALENT COMMUNITY HEALTH WORKERS, SOCIAL WORKERE, AND COUNSELORS TO
N W

IMPLEMENT AND DELIVER COMMUNITY BENEFIT PROSRAMMING. THE CORE FUNCTION OF

COMMUNITY INITIATIVES IS TO PROVIDE SEBMICES TO BENEFIT THE COMMUNITY AT
L™ B "

NO CHARGE. y, %
'} [

W Ml

F Tt *

COMMUNITY HEALTH IMPROVEMEN’f: h%ﬁEBRIDGE HEALTH INC. CREATED THE QFFICE QOF

COMMUNITY HEALTH IMPROVE@NT 0 IMPLEMENT COMMUNITY HEALTH IMPROVEMENT

PROJECTS, AS WELL As‘ggggaﬂﬁ COMMUNITY HEALTH EDUCATION. ALTHOUGH THE

DEPARTMENT PROVIDE%?\SE%VICES TO INDIVIDUALS LIVING IN OR AROUND NORTHWEST,

SINAI AND LEVINDARE/HOSPITALS' SURRQUNDING COMMUNITIES, THE DEPARTMENT IS

PHYSICALLY LO(?i‘I"ED AT NORTHWEST HOSPITAL.

OTHER CLINICAL DEPARTMENTS ALSO PROVIDE COMMUNITY BENEFIT PROGRAMMING IN

ADDITION TO REGULAR CLINICAL FUNCTIONING.

PART VI, LINE 6:

FACULTY PHYSICIANS PROVIDE SERVICES TO PATIENTS THROUGH A FACULTY PRACTICE

PLAN. WHEN PATIENTS REQUEST APPOINTMENTS IN THE FACULTY PRACTICE OFFICES,
EIZICOREEIS Schedule H {Form 990) 2016
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Schedule H (Form 990) 2016 NORTHWEST HOSPITAL CENTER, INC. 52-1372665 Page 10
| Pari VI | Supplemental Information

Provide the following information.

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

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

3 Patient education of eligibllity for assistance. Describe haw 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 govemment programs or under the organization’s financial
assistance policy.

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

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

& Affiliated health care system. If the arganization is part of an affiliated health care system, describe the resp M of the organization
and its affiliates in promoting the health of the communities served. ?EL

7 State filing of community benefit report. It applicable, identify all states with which the organization, o Iﬁrgamzatlon files a
community banefit report. g % B

r ,

|

77,
THEY ARE NOT SCREENED ON THE ABILITY TO PAY FQ@‘E&#VICES PHYSICIAN FEES

FOR UNINSURED PATIENTS ARE DETERMINED ON !LIEL]_Z%ING SCALE BASED ON INCOME.

FEES MAY BE WAIVED IF A PATIENT HAS NO JENANCIAL, RESQURCES. ADDITIONALLY,
= L 3

IN THOSE SPECIALTIES IN WHICH THE HPSPLTAL DOES NOT HAVE A FACULTY, SUCH
11 L

AS DENTISTRY, OTOLARYNGOLOGY, YAgCULER AND NEUROSURGERY, WE CONTRACT WITH

SPECIALISTS IN ORDER TO PRQfIDRﬁ&E.)I\.ITINUOUS CARE FOR PATIENTS ADMITTED TO

THE HQOSPITAL THRQUGH THE .EMER%‘ENCY DEPARTMENT. IN THESE CASES, THE

HOSPITAL COVERS THEsﬁqggiEmﬁLISTS' CONSULTATION FEES AND FEES FOR
™

PROCEDURES FOR INDit{gE;’ ‘PATIENTS. BECAUSE OF THESE TWO ARRANGEMENTS FOR
g, e

PROVIDING spﬂﬂfhﬂggﬁtARE FOR UNINSURED PATIENTS, WE ARE NOT ABLE TO

DOCUMENT GAFPS ‘m SPECIALIST CARE FOR UNINSURED PATIENTS.

PART VI, LINE 7:

THE COMMUNITY BENEFIT REPORT IS FILED IN THE STATE OF MARYLAND.

832100 11-02-16 Schedule H (Form 980) 2016

74
15250509 769024 LIF240.5 2016.05070 NORTHWEST HOSPITAL CENTER LIF240.1



