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For internal staff use

MARYLAND

HEALTH MATTER/DOCKET NO.
CARE

COMMISSION DATE DOCKETED

HOSPITAL
APPLICATION FOR CERTIFICATE OF NEED

PART | - PROJECT IDENTIFICATION AND GENERAL INFORMATION

1. FACILITY
Name of Facility: University of Maryland Upper Chesapeake Medical Campus Behavioral Health
Pavilion
Address:
210 Barker Lane Havre De Grace 21708 Harford
Street City Zip County

Name of Owner (if differs from applicant):

2. OWNER

Name of owner: University of Maryland Upper Chesapeake Health System, Inc.

3. APPLICANT. If the application has co-applicants, provide the detail regarding
each co-applicant in sections 3, 4, and 5 as an attachment.

Legal Name of Project Applicant
University of Maryland Upper Chesapeake Health System, Inc.

Address:

520 Upper Chesapeake Drive Bel Air 21014 MD Harford

Street City Zip State County
443-643-3374

Telephone:

Name of Owner/Chief Executive: Lyle E. Sheldon, FACHE

4. NAME OF LICENSEE OR PROPOSED LICENSEE, if different from applicant:

University of Maryland Upper Chesapeake Medical Center, Inc.
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5. LEGAL STRUCTURE OF APPLICANT, and LICENSEE, if different from applicant:

Check |ZI or fill in applicable information below and attach an organizational chart
showing the owners of applicant (and licensee, if different).

A. Governmental ]
B. Corporation
(1) Non-profit
(2) For-profit

(3) Close State & date of incorporation

Maryland - 06/20/1984

C. Partnership

General

Limited

Limited liability partnership
Limited liability limited
partnership

Other (Specify):

Limited Liability Company
Other (Specify):

o
O Oood O d

m

To be formed: []
Existing: []

6. PERSON(S) TO WHOM QUESTIONS REGARDING THIS APPLICATION SHOULD BE
DIRECTED

A. Lead or primary contact:

Name and Title: Robin Luxon, FACHE, Vice President, Corporate Planning, Marketing &
Business Development, University of Maryland Upper Chesapeake Health

System
Mailing Address:
520 Upper Chesapeake Drive Bel Air 21014 MD
Street City Zip State

Telephone:  443-643-3741
E-mail Address (required): RLuxon@uchs.org

Fax:

#591732



B. Additional or alternate contact:

Name and Title:  Joseph E. Hoffman I, Executive Vice President/CFO and Compliance
Officer, University of Maryland Upper Chesapeake Health System

Mailing Address:
520 Upper Chesapeake Drive Bel Air 21014 MD

Street City Zip State

Telephone:  443-643-3340
E-mail Address (required): JHoffman@uchs.org

Fax:

Name and Title: Aaron Rabinowitz, Vice President, General Counsel,
University of Maryland Upper Chesapeake Health System

Mailing Address:
520 Upper Chesapeake Drive Bel Air 21014 MD

Street City Zip State

Telephone: 443-643-3374
E-mail Address (required): ARabinowitz@uchs.org

Fax:

Name and Title: Andrew L. Solberg, A.L.S. Healthcare Consultant Services

Mailing Address:

5612 Thicket Lane Columbia 21044 MD
Street City Zip State

Telephone: 410-730-2664
E-mail Address (required): asolberg@earthlink.net

Fax:

Name and Title: James C. Buck, Gallagher Evelius & Jones, LLP

Mailing Address:

218 North Charles Street Baltimore 21201 MD
Street City Zip State

Telephone:  410-347-1353
E-mail Address (required):  jbuck@gejlaw.com

Fax: 410-468-2786
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7. TYPE OF PROJECT

The following list includes all project categories that require a CON under
Maryland law. Please mark all that apply.

If approved, this CON would result in:

(1

A new health care facility built, developed, or established

)
(2) An existing health care facility moved to another site
(3) A change in the bed capacity of a health care facility
(4) A change in the type or scope of any health care service offered

by a health care facility
(5) A health care facility making a capital expenditure that exceeds the

current threshold for capital expenditures found at:
http://mhcc.maryland.gov/mhcc/pages/hcfs/hcfs _con/documents/con_capital threshold 20140301.pdf

O OJUddX

8. PROJECT DESCRIPTION
A. Executive Summary of the Project:

The purpose of this BRIEF executive summary is to convey to the reader a holistic
understanding of the proposed project: what it is; why you need/want to do it; and
what it will cost. A one-page response will suffice. Please include:

(1) Brief description of the project — what the applicant proposes to do;

(2) Rationale for the project — the need and/or business case for the proposed
project;

(3) Cost — the total cost of implementing the proposed project; and

(4) Master Facility Plans — how the proposed project fits in long term plans.

Applicant Response:

University of Maryland Upper Chesapeake Health System, Inc. (‘UM UCH”) seeks to
establish the University of Maryland Upper Chesapeake Medical Campus Behavioral Health
Pavilion (“UC Behavioral Health”), a secure, self-contained, and state-of-the-art 67,632 square
foot special psychiatric hospital on a thirty-two acre parcel of land located at 210 Barker Lane in
Havre De Grace, Maryland, located just off of Interstate 95." The proposed psychiatric hospital

1. The overall 67,632 square feet includes 55,524 of space dedicated exclusively to UC
Behavioral Health and a 52% allocation of 23,285 square feet of public and administrative space
that will be shared between UC Behavioral Health and the freestanding medical facility that will
be developed on top of UC Behavioral Health. Accordingly, 12,108 square feet of space to be
shared between UC Behavioral Health and the freestanding medical facility (52% of 23,285) has
been allocated to the proposed project. The allocation of shared space between the UC
Behavioral Health and the freestanding medical facility was calculated pro-rata based on the
gross square foot size of each facility.

#591732


http://mhcc.maryland.gov/mhcc/pages/hcfs/hcfs_con/documents/con_capital_threshold_20140301.pdf

includes a forty (40) bed adult psychiatric inpatient unit organized into three separate
“neighborhoods” to serve male and female patients from young adults (over age 18) to seniors.
One twelve (12) bed neighborhood will be principally dedicated to geriatric psychiatry. The
other two neighborhoods will each contain fourteen (14) adult non-geriatric psychiatric beds. In
addition to inpatient behavioral health services, UC Behavioral Health will provide a broad array
of outpatient services, including a partial hospitalization program, an intensive outpatient
program, and a variety of outpatient, ambulatory behavioral health services, which will allow
patients to transition through multiple stages of treatment at one centralized location.

The proposed special psychiatric hospital is part of an overall strategic plan by UM UCH
to create an optimal patient care delivery system for the future health care needs of Harford and
Cecil County residents, which comprise a population of 360,000. Contemporaneous with this
application, UM UCH’s constituent hospitals have applied for exemptions from Certificate of
Need (“CON”) review to convert the University of Maryland Harford Memorial Hospital (“‘HMH”)
to a freestanding medical facility and to transfer inpatient MSGA beds from HMH to the
University of Maryland Upper Chesapeake Medical Center (‘UCMC”) as part of a merger and
consolidation of these two facilities.

If the Maryland Health Care Commission approves the conversion of HMH to a
freestanding medical facility, HMH'’s currently licensed twenty-nine (29) psychiatric beds will be
delicensed, thereby leaving a vacuum in inpatient psychiatric services in northeast Maryland
which UM UCH proposes to fill with the proposed UC Behavioral Health. Additionally, if the
Commission approves UM UCH'’s proposed UC Behavioral Health, Union Hospital of Cecil
County is expected to delicense its eleven (11) currently licensed psychiatric beds. Thus, the
proposed project will consolidate and replace acute psychiatric capacity in Harford and Cecil
Counties in a location central to the two acute general hospitals that will remain following the
conversion of HMH to a freestanding medical facility. The proposed project will maintain
convenient patient access to inpatient and outpatient behavioral health services while achieving
efficiencies and overall cost savings for the health care delivery system.

The total projected cost of the special psychiatric hospital is $52,421,120.
B. Comprehensive Project Description:
The description must include details, as applicable, regarding:

(1) Construction, renovation, and demolition plans;

(2) Changes in square footage of departments and units;

(3) Physical plant or location changes;

(4) Changes to affected services following completion of the project; and

(5) If the project is a multi-phase project, describe the work that will be done in each
phase._If the phases will be constructed under more than one construction
contract, describe the phases and work that will be done under each contract.
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Applicant Response:
PROJECT DESCRIPTION

l. Project Overview

UM UCH is a community based, not-for-profit health system located in Harford County,
Maryland. UM UCH is dedicated to maintaining and improving the health of the people in the
communities it serves through an integrated health delivery system that provides the highest
quality of care to all. UM UCHS has been affiliated with the University of Maryland Medical
System (“UMMS”) since 2009, and in late 2013, UM UCHS formally merged into UMMS in order
to continue its commitment to the growing northeast Maryland area with expanded clinical
services, programs and facilities, and physician recruitment. UM UCHS presently consists of:
(1) HMH, an acute care hospital with 57 licensed medical/surgical/gynecological/addictions
("MSGA”) beds and 29 licensed psychiatric beds located in Havre de Grace; (2) UCMC, a 171-
bed licensed acute care hospital, with 160 MSGA beds, 10 obstetrics beds, and 1 pediatric bed,
located in Bel Air; (3) the Patricia D. and M. Scot Kaufman Cancer Center (an affiliate of the
University of Maryland Marlene and Stewart Greenebaum Cancer Center) located on the
campus of UCMC; and (4) the Senator Bob Hooper House, a residential hospice facility in
Forest Hill.

HMH was constructed in phases between 1943 and 1972. Although UM UCH has been
committed to maintaining the facility and has undertaken capital expenditures to make
infrastructure, clinical equipment, and information technology improvements, the existing
physical plant has simply outlived its useful life. Renovation of the facility is not cost-effective
and the nine (9) acre site in downtown Havre De Grace is surrounded by existing developed
parcels, limiting a practical opportunity for renovation or expansion. Consistent with local and
national healthcare trends and to best promote access to convenient and quality care for the
population it serves, UM UCHS proposes to transition portions of HMH to a multi-service facility
to be located on an approximate ninety-seven (97) acre property known as the Upper
Chesapeake Health Medical Campus at Havre de Grace (“UC Medical Campus at Havre de
Grace”), approximately three miles from the existing HMH campus and conveniently located off
of Interstate 95. As described above, UC Behavioral Health will replace and consolidate acute
psychiatric services in Harford and Cecil Counties in one centralized location. UC Behavioral
Health will be connected with a freestanding medical facility (‘UC FMF”) that will be a fully
functional, full service emergency department, open 24/7 with the capability of caring for
patients experiencing medical emergencies. Moreover, UC FMF will also have a dedicated unit
for patients suffering from behavioral health emergencies and will conveniently screen and
transfer such patients on-site to UC Behavioral Health if an inpatient stay is warranted. Both of
these facilities will be located on Lot 1, on the UC Medical Campus at Havre de Grace, which lot
is approximately thirty-two (32) acres. UC FMF will also support the medical needs of UC
Behavioral Health patients by providing imaging, diagnostic, laboratory, and pharmacy services
to UC Behavioral Health patients requiring such services.

Also planned for the UC Medical Campus at Havre de Grace is a medical office building
at which patients can receive primary and specialty care physician services, as well as a full
complement of outpatient radiology services, laboratory testing, pharmacy services, and
physical and occupational rehabilitation services.
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Il. Harford and Cecil County Regional Collaborative for Behavioral Health Planning

In 2015, UM UCH, its constituent hospitals (HMH and UCMC), and Union Hospital of
Cecil County (“Union Hospital’) created the Regional Collaborative for Behavioral Health
(“Regional Collaborative”) to create a public/private behavioral health partnership across the two
suburban/rural counties. The goal of the Regional Collaborative is to coordinate and facilitate
access to services for individuals in need of behavioral health services.

Prior to the Regional Collaborative, behavioral health in Harford and Cecil Counties was
under-resourced, lacking in psychiatric providers and program services. Inadequate access to
behavioral health services required residents to travel long distances to receive care and
resulted in unserved needs. Further impacting the inadequacy of services was the use of
hospital MSGA units for behavioral health treatment space which requires significant and
frequent upgrades and renovations to ensure patient safety, mitigate risk, and provide an
appropriate physical space to facilitate optimal behavioral health treatment for the population
served. Continuous environmental disruptions negatively affected patient experience and the
respective hospital’s behavioral health team members’ satisfaction.

As part of the Regional Collaborative’s strategic planning process, a new hospital
campus was envisioned to best serve the behavioral health needs of the region and to fulfill the
Regional Collaborative’s mission to create a healthier and vibrant community through provision
of regionally coordinated, exceptional behavioral health care utilizing the latest, evidenced-
based treatment modalities and services.

UM UCH has determined that consolidation and centralization of acute behavioral health
hospital services for the Regional Collaborative’s service area will assist in solving several
regional access issues while also developing a hub-and-spoke model for the provision of acute
and outpatient behavioral health services. UM UCH determined that combining and
consolidating acute behavioral health services into a new, state-of-the-art, forty (40) bed facility
with single patient rooms would provide a safer care environment with modern safety and
security tools, utilize consistent standards of assessment and treatment, provide better patient
experiences, leading to better patient outcomes. Consolidation and centralization of acute
behavioral health hospital services will also create opportunities for enhanced employee
engagement, more effective recruitment and retention strategies, more efficient staff utilization,
and a much improved environment for patients and families. Union Hospital supports UM
UCH’s assessment and the proposed project.

While building toward this new campus, the Regional Collaborative partners have been
empowered to create a true continuum of care across the region. An array of outpatient
behavioral health services continues to be developed at HMH, including outpatient
psychotherapy, medication management, an intensive outpatient program, and a partial
hospitalization program. These outpatient programs will be fully established and integrated
upon the opening of the UC Behavioral Health and will be relocated to UC Behavioral Health to
support regional efforts of avoiding unnecessary admissions and providing a continuum of post-
discharge and outpatient services to ensure patients’ successful transitions back into the
community. Maintaining an array of inpatient and outpatient behavioral health services at UC
Behavioral Health will improve access to care for patients and their families.
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Additional “spokes” (outpatient and crisis services) are also being developed at UCMC
and Union Hospital to provide patients with fluid access to an array of behavioral health
services. More specifically, UCMC will provide outpatient therapy and medication management
services in addition to behavioral health consultation services in MSGA units, in its emergency
department, as well as at community primary care and specialty practices. Additionally, a
Behavioral Health Crisis Center is contemplated to address immediate behavioral health needs
while diverting patients from emergency departments and with the goal of reducing unnecessary
inpatient utilization.

Regional Collaborative members have also been partnering with other providers to
provide enhanced access and more efficient and effective referrals and patient handoffs
following acute inpatient behavioral health admissions. Partnering efforts with community-
based providers has already begun to pay dividends. Nationally known Ashley Addiction
Services is providing substance use disorder outpatient and intensive outpatient services at
both the UCMC and Union Hospital campuses. The intent is for Ashley to provide similar
services at the Union Crisis Center and likely, UC Behavioral Health. Discussions are underway
to create a stronger partnership with Upper Bay Counseling Services, which is the largest single
provider of community-based behavioral health services in the region. Further, UM UCH is
engaged in ongoing efforts with UMMS to access tele-psychiatry tools, provide for resident
rotations, and other educational opportunities to enhance behavioral health services across the
region. Other partnership efforts are ongoing in the continued effort to create easy access to
care, enhance treatment options, and provide exceptional patient experience within any location
and service in the regional system of care.

The proposed project is central to the Regional Collaborative’s efforts and continued
success in coordinating and facilitating access to behavioral health services at the appropriate
acuity level.

1. UC Behavioral Health Physical Plant and Project Design

The UC Medical Campus at Havre de Grace will be organized around two main program
components: (1) UC Behavioral Health, a 67,632 gross square foot, special psychiatric hospital
located on the building’s ground floor; and (2) an approximate 61,977 gross square foot
freestanding medical facility on the building’s first floor. The combined total gross square
footage of these components is approximately 129,609. Both facilities have been designed to
be constructed considering existing topography at UC Medical Campus at Havre de Grace. UC
Behavioral Health, on the ground floor, will be constructed into the side of a hill and the
freestanding medical facility will be stacked on top UC Behavioral Health with a separate
entrance.

UC Behavioral Health will provide both inpatient and outpatient behavioral health
services. UC Behavioral Health is organized and designed around the following ten
fundamental elements of behavioral health delivery: 1. Self-direction; 2. Individualized and
person-centered care; 3. Empowerment; 4. Holistic; 5. Achievement of full potential; 6. Strength-
based; 7. Peer support; 8. Respect; 9. Responsibility; and 10. Hope. The programming and
design of the proposed project is framed by the following guiding principles:
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1. Behavioral health services should be recovery-oriented;

2. Behavioral health services should be provided in a therapeutically enriching
environment;

3. Behavioral health services should be provided in a safe and secure environment;
4. Behavioral health services should be integrated and coordinated; and

5. Behavioral health services should be provided in settings that respect and can
accommodate a diverse range of populations and care needs.

Both UC Behavioral Health and UC FMF were designed in accordance with the Facilities
Guidelines Institute, Guidelines for Design and Construction Of Hospitals and Outpatient
Facilities 2014 Edition (“FGI Guidelines”), the 2015 National Fire and Protection Association 101
Life Safety Code, and the 2015 International Building Code. More specifically, UC Behavioral
Health was designed in accordance with the FGI Guidelines, Part 2 — Hospitals; Section 2.5 —
Specific Requirements for Psychiatric Hospitals. The proposed project meets the requirements
of the FGI Guidelines while also taking advantage of provisions allowing for dual-use of certain
program spaces (i.e. consultation, conference and charting rooms; space for group therapy and
quiet space; and building support spaces which are shared with the freestanding medical facility
on the floor above).

1. Inpatient Programming Space

The proposed inpatient programmatic space has forty (40) private rooms, each 11’ x 15,
and is organized into three (3) patient neighborhoods. Two of the three neighborhoods will serve
a general adult population (male and female, over 18 years of age) suffering from one or more
non-geriatric psychiatric diagnoses. Each of these neighborhoods will have fourteen (14) beds
and is organized around a central great room containing the activities of daily living, therapy,
staff and support spaces. The third neighborhood will serve the geriatric population (male and
female) suffering from neurological disorders such as Alzheimer's and/or Dementia. The
geriatric neighborhood has twelve (12) beds and is organized around a central great room
containing the activities of daily living, therapy, staff and support spaces. Each neighborhood
has access to a secure courtyard allowing patients to have safe access to the outside. The
courtyards also bring natural daylight into the main great room of each neighborhood.

Patients admitted to any of the inpatient neighborhoods that have been diagnosed with a
co-occurring medical diagnosis or issue will receive a medical assessment and follow-up during
their course of treatment by a medicine specialist (e.g. internist, hospitalist) dedicated to serving
UC Behavioral Health inpatients. The medicine specialist will work closely with the applicable
inpatient unit psychiatrist/psychiatric nurse practitioner to ensure integrated treatment of all co-
occurring patient diagnoses and issues.

Patients will be admitted to the inpatient neighborhoods directly from other acute general
or special hospitals or following an assessment at the freestanding medical facility located on
the floor above. Two intake centers are centrally located within UC Behavioral Health to receive
patients and process their admissions.
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Please note the FGI Guidelines do not require minimum or maximum ranges of overall
program area/square footage, but rather prescribe minimum requirements, including some
minimum square footage/clear floor area requirements based on the functional program for the
project (e.g., Section 2.5-2.2.2.2 Patient Bedroom Space requirements. Patient bedrooms shall
have a minimum clear floor area of 100 square feet for single-bed rooms). The proposed
project currently includes 169.7 square feet for the single-bed patient rooms. This allows for the
patient bed and other required furniture such as a chair and patient storage and writing desk to
be accommodated in the room, leaving more than the 100 square feet of clear floor area as
required by the FGI Guidelines.

With forty (40) inpatient beds, the proposed project is: (1) 1,970.25 gross square feet
per inpatient bed, including the outpatient behavioral health therapy program and the facility
support space; and (2) 1,597.73 gross square feet per inpatient bed, including the facility
support space, but not including the outpatient behavioral health therapy program. This
proposed project/program square footage per bed falls well within the expected and customary
range for such facilities.

2. Outpatient Programming Space

UC Behavioral Health’s outpatient programming space includes 14,900 gross square
feet. Co-locating these services on the same site as the inpatient behavioral health program and
the freestanding medical facility with a behavioral health crisis space creates a stronger,
integrated behavioral health program to maximize the efficiency of space, staffing, and
operations. The proposed project will increase patient, family, and staff satisfaction and
enhance outcomes for the patient populations being served. It will also afford greater and easier
access to the appropriate level of care for behavioral health patients across the region.

The outpatient behavioral health program will include program support spaces for an
intensive outpatient program, a partial hospitalization program, group and individual therapy,
and counseling services along with required staff and support spaces.

Outpatients using the intensive outpatient, partial hospitalization, and group and
individual therapy programs will arrive and access the facility via the outpatient behavioral
health entry located on the ground floor of the building. This entrance will also have a drive-
through canopy. A staff entry is located at the rear of the facility, adjacent to the loading dock.

3. Ancillary and Support Space

Education space, conference space, and dietary and dining services are also located on
the ground floor. Also included on the ground floor are administration, information technology,
support services, including materials management and loading dock, mechanical, electrical and
plumbing spaces, environmental services, medical gas, linen storage, and public bathrooms.
This ancillary and support services area, consisting of approximately 23,285 gross square feet,
will be shared between UC Behavioral Health and the freestanding medical facility.

V. Construction Plans

The total project is expected to take fifty-two (52) months from grant of a CON through
completion of construction. Building design, site approvals, permitting, and pre-construction site
work, including extensive grading of the project site, will take approximately twenty-three
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months after the grant of a CON. UM UCH will obligate 51% of capital expenditures through a
binding construction contract within twenty-three (23) months. Within four (4) months of
entering into a construction contract, construction will commence. Construction will be
completed within twenty-five (25) months. The proposed construction plan is consistent with the
performance requirements set forth at COMAR 10.24.01.12(C)(3).

Complete the DEPARTMENTAL GROSS SQUARE FEET WORKSHEET (Table B) in the
CON TABLE PACKAGE for the departments and functional areas to be affected.

Applicant Response:

Table B is attached at Exhibit 1.

9. CURRENT PHYSICAL CAPACITY AND PROPOSED CHANGES

Complete the Bed Capacity (Table A) worksheet in the CON Table Package if the
proposed project impacts any nursing units.

Applicant Response:

Table A is attached at Exhibit 1.

10. REQUIRED APPROVALS AND SITE CONTROL

#591732

A.
B.

Site size: 32 acres
Have all necessary State and local land use approvals, including zoning, for the
project as proposed been obtained? YES NO X (If NO, describe

below the current status and timetable for receiving necessary approvals.)

The project site is situated within the City of Havre de Grace in Harford County
and is zoned Mixed Office Employment (“MOE”). Pursuant to Havre de Grace
City Code Atrticle VIII, Sections 205-29 et seq., hospital and medical office uses
are permitted in the MOE zone. The project site is located on proposed Lot 1, a
32 acre lot, on the north campus of the project site known as Upper Chesapeake
Health Medical Campus at Havre de Grace. The north campus consists of 6 lots
on 62.12 acres. The site plan for the north campus was approved by the Havre
de Grace Planning Commission on January 14, 2013 and remains valid through
January 1, 2018. The approved site plan will require minor revisions due to the
amended building configuration and parking layout on Lot 1. The Havre de Grace
Department of Planning has determined these revisions to be minor and the site
plan does not require additional review or approval by the Planning Commission.

The Maryland Department of Environment (“MDE”) has issued permits for
construction of 600,000 gallon water tank, booster station and water main plans
and updates to the Graceview Water Pumping Station to service the project site.

Storm water management and sediment erosion control plans will require
approval by the Havre de Grace Department of Public Works and Harford County
Soil Conservation District. UM UCH anticipates approvals its storm water design
and sediment and erosion control plans by July 1, 2018. Upon approval of these
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plans, UM UCH must seek a grading permit to commence grading on the project
site. Following CON approval, UM UCH anticipates issuance of a grading permit
from the City of Havre de Grace by August 1, 2018.

UM UCH also has applied to the MDE for a permit to fill a small amount of
wetlands and disturbance of wetland buffers. UM UCH has received comments
from the MDE and anticipates receipt of a permit by June 1, 2018.

In order to remove an existing house and farm structures on the project site, UM
UCH will need to apply for a demolition permit from the Havre de Grace
Department of Public Works. A demolition permit is expected to be issued by

October 15, 2017.

Form of Site Control (Respond to the one that applies. If more than one,
explain.):

(1)

(2)

©)

(4)

®)

Owned by:

The proposed site of Lot 1 is owned by UCHS/UMMS
Venture, LLC, a joint venture between UM UCH and UMMS,
organized for the purpose of facilitating and enhancing the
quality of health care within Harford and Cecil Counties. A
copy of the ALTA/ASCM Land Title Survey showing the
overall land holdings at the UC Medical Campus at Havre de
Grace of UCHS/UMMS Venture, LLC, Upper Chesapeake
Land Development, LLC, a subsidiary of UM UCH, and
UCHS/UMMS Real Estate Trust, another joint venture
between UCH and UMMS, is attached as Exhibit 3. Copies
of deeds for these land holdings are also attached as
Exhibit 3.

Please provide a copy of the deed.

Options to purchase held by:
Please provide a copy of the purchase option as an attachment.

Land Lease held by:
Please provide a copy of the land lease as an attachment.

Option to lease held by:
Please provide a copy of the option to lease as an attachment.

Other:

Explain and provide legal documents as an attachment.
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11.
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PROJECT SCHEDULE

In completing this section, please note applicable performance requirement time frames

set forth at COMAR 10.24.01.12B & C. Ensure that the information pre

sented in the

following table reflects information presented in Application Item 7 (Project Description).

Proposed Project
Timeline

Single Phase Project

Obligation of 51% of capital expenditure from CON approval
date 23

months

Initiation of Construction within 4 months of the effective date of
a binding construction contract, if construction project 4

months

Completion of project from capital obligation or purchase order,
as applicable 25

months

Multi-Phase Project for an existing health care facility
(Add rows as needed under this section)

One Construction Contract

months

Obligation of not less than 51% of capital expenditure up
to 12 months from CON approval, as documented by a
binding construction contract.

months

Initiation of Construction within 4 months of the effective
date of the binding construction contract.

months

Completion of 1% Phase of Construction within 24
months of the effective date of the binding construction
contract

months

Fill out the following section for each phase. (Add rows as needed)

Completion of each subsequent phase within 24 months
of completion of each previous phase

months

Multiple Construction Contracts for an existing health care facility
(Add rows as needed under this section)

Obligation of not less than 51% of capital expenditure for
the 1% Phase within 12 months of the CON approval date

months

Initiation of Construction on Phase 1 within 4 months of
the effective date of the binding construction contract for
Phase 1

months

Completion of Phase 1 within 24 months of the effective
date of the binding construction contract.

months

To Be Completed for each subsequent Phase of Construction

Obligation of not less than 51% of each subsequent
phase of construction within 12 months after completion
of immediately preceding phase

months

Initiation of Construction on each phase within 4 months
of the effective date of binding construction contract for

that phase

months

13




Completion of each phase within 24 months of the
effective date of binding construction contract for that
phase months

12. PROJECT DRAWINGS

A project involving new construction and/or renovations must include scalable schematic
drawings of the facility at least a 1/16” scale. Drawings should be completely legible and
include dates.

Project drawings must include the following before (existing) and after (proposed)
components, as applicable:

A

Floor plans for each floor affected with all rooms labeled by purpose or function,
room sizes, number of beds, location of bathrooms, nursing stations, and any
proposed space for future expansion to be constructed, but not finished at the
completion of the project, labeled as “shell space”.

For a project involving new construction and/or site work a Plot Plan, showing the
"footprint" and location of the facility before and after the project.

For a project involving site work schematic drawings showing entrances, roads,
parking, sidewalks and other significant site structures before and after the
proposed project.

Exterior elevation drawings and stacking diagrams that show the location and
relationship of functions for each floor affected.

Applicant Response:

See Exhibit 2.

13. FEATURES OF PROJECT CONSTRUCTION

A

If the project involves new construction or renovation, complete the Construction
Characteristics (Table C) and Onsite and Offsite Costs (Table D) worksheets in
the CON Table Package.

Applicant Response:

#591732

Tables C and D are attached at Exhibit 1.

B.

Discuss the availability and adequacy of utilities (water, electricity, sewage,
natural gas, etc.) for the proposed project, and the steps necessary to obtain
utilities. Please either provide documentation that adequate utilities are available
or explain the plan(s) and anticipated timeframe(s) to obtain them.
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Applicant Response:

Utilities (water, sewerage, electricity, etc.) must be brought to the property line. The
applicant and its consultants have discussed the proposed project with the City of Havre de
Grace and utility companies to ensure that utility access will be accomplished in time for
construction of the proposed buildings upon CON approval.

The property is identified on the Harford County Water and Sewer Master Plan as W3
and S3, 0-5 year service area category. The property is required to be within the service area as
shown on the Master Plan prior to plan approvals.

A. Water: A 600,000 gallon elevated water tank, water booster station and water
mains are required to serve the entire UC Medical Campus at Havre de Grace of which Lot 1 is
only a portion. The water tank and upgraded water mains will also serve nearby properties. In
addition, upgrades to the existing Graceview Water Booster Station are needed. The upgrades
to serve the “third pressure zone” include three new pumps and electrical improvements.
Construction of the tank and water main upgrade is anticipated to take one year and
construction is anticipated to commence concurrent with mass grading operations on the project
site.

B. Sewer: A 12” sewer main must be extended from Monarchos Drive to the project
site. The sewer mains from the property to the City of Havre de Grace treatment plant runs
through three existing sewage pumping stations, which have adequate carrying capacity for the
project site. Extension of the sewer to the project site, Lot 1, is planned to take two months. No
additional easements are needed.

C. Storm Drains: A conveyance system will be designed and built to collect surface
runoff from parking lots and drives. Roof drain connections will also be designed and built to
collect runoff from the proposed buildings into the storm drain conveyance system. There is an
existing pond on site which is planned to be enhanced and enlarged to provide quantity
management for additional storm drain runoff. A series of Best Management Practices (BMP)
such as bio-retention and general wetlands will be designed and built to provide water quality
measures in compliance with local and Maryland Department of the Environment requirements.
Construction of the storm water management practices will occur after mass grading operations
are complete and are anticipated to take two months. The storm drain conveyance system will
be completed prior to paving operations and completed during the construction of the building.

D. Natural Gas: Natural gas is provided by Baltimore Gas & Electric (BGE). Existing
BGE gas mains are located in Bulle Rock Parkway and will need to be extended to the project
site. BGE has indicated there is sufficient pressure and quantity of natural gas in the area to
serve the proposed project. The extension of the gas main will occur during building
construction.

E. Electrical Power: BGE is the electric provider. Existing electric lines are located
nearby along MD Route 155. Underground electric lines will be required to be extended from
MD Route 155 to the property. BGE has indicated there is adequate power in the area to meet
the needs of the project on Lot 1. The extension of the electric lines will occur early in the
building construction phase.

15
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F. Telephone: Verizon is the principal telephone provider in the area. Verizon has
indicated there are lines in the area to provide service to the proposed project. Underground
lines will need to be extended to the property line. The extension of the communication lines will
occur during the building construction.

16
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PART Il - PROJECT BUDGET
Complete the Project Budget (Table E) worksheet in the CON Table Package.

Note: Applicant must include a list of all assumptions and specify what is included in all costs,
as well the source of cost estimates and the manner in which all cost estimates are derived.

Applicant Response:

Table E is attached at Exhibit 1.

17
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PART Il - APPLICANT HISTORY, STATEMENT OF RESPONSIBILITY, AUTHORIZATION
AND RELEASE OF INFORMATION, AND SIGNATURE

1. List names and addresses of all owners and individuals responsible for the proposed

project.

University of Maryland Upper Chesapeake Health Sy stem, Inc., 520 Upper Chesapeake
Drive, Bel Air, MD 21014,

2. Is any applicant, owner, or responsible person listed above now involved, or has any such
person ever been involved, in the ownership, development, or management of another
health care facility? If yes, provide a listing of each such facility, including facility name,
address, the relationship(s), and dates of involvement.

Not applicable.

3. Inthe last 5 years, has the Maryland license or certification of the applicant facility, or the
license or certification from any state or the District of Columbia of any of the facilities listed
in response to Question 2, above, ever been suspended or revoked, or been subject to any
disciplinary action (such as a ban on admissions) ? If yes, provide a written explanation of
the circumstances, including the date(s) of the actions and the disposition. If the
applicant(s), owners, or individuals responsible for implementation of the Project were not
involved with the facility at the time a suspension, revocation, or disciplinary action took
place, indicate in the explanation.

No.

4. Other than the licensure or certification actions described in the response to Question 3,
above, has any facility with which any applicant is involved, or has any facility with which
any applicant has in the past been involv ed (listed in response to Question 2, above) ever
received inquiries from a federal or any state authority, the Joint Commission, or other
regulatory body regarding possible non-compliance with Maryland, another state, federal, or
Joint Commission requirements for the provision of, the guality of, or the payment for health
care services that have resulted in actions leading to the possibil ity of penalties, admission
bans, probationary status, or other sanctions at the applicant facility or at any facility listed in
response to Question 27 If yes, provide, for each such instance, copies of any settlement
reached, proposed findings or final findings of non-compliance and related documentation
including reports of non-compliance, responses of the facility, and any final disposition or
conclusions reached by the applicable authority.

No.

5. Has any applicant, owner, or responsible individual listed in response to Question 1, above,
ever pled guilty to, received any type of diversionary disposition, or been convicted of a
criminal offense in any way connected wi th the ownership, development, or management of
the applicant facility or any of the health care facilities listed in response to Question 2,

18
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above? If yes, provide a written explanation of the circumstances, including as applicable
the court, the date(s) of conviction(s), diversionary disposition(s) of any type, or guilty
plea(s).

No.

One or more persons shall be officially authorized in writing by the applicant to sign for and act
for the applicant for the project which is the subject of this application. Copies of this
authorization shall be attached to the ap plication. The undersigned is the owner(s), or Board-
designated official of the applicant regarding the project proposed in the application.

| hereby declare and affirm under the penalties of perjury that the facts stated in this applicati on
and its attachments are true and correct to the best of my knowledge, information, and belief.

Gc‘“mf;f' £ 201 2 \Q(k { ‘L’C C‘/ /

Dat&” S|gmatu of Owner or Board-designated Official

President and Chief Executive Officer

Position/Title

Lyle E. Sheldon

Printed Name
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PART IV - CONSISTENCY WITH GENERAL REVIEW CRITERIA AT COMAR 10.24.01.08G(3)

INSTRUCTION: Each applicant must respond to all criteriaincluded in COMAR
0.24.01.08G(3), listed below.

An application for a Certificate of Need shall be evaluated according to all relevant State
Health Plan standards and other review criteria.

If a particular standard or criteria is covered in the response to a previous standard or criteria,
the applicant may cite the specific location of those discussions in order to avoid duplication.
When doing so, the applicant should ensure that the previous material directly pertains to the
requirement and the directions included in this application form. Incomplete responses to any
requirement will result in an information request from Commission Staff to ensure adequacy of
the response, which will prolong the application’s review period.

10.24.01.08G(3)(a). The State Health Plan.

To respond adequately to this criterion, the applicant must address each applicable standard
from each chapter of the State Health Plan that governs the services being proposed or
affected, and provide a direct, concise response explaining the project's consistency with each
standard. In_cases where demonstrating compliance with a standard requires the provision of
specific documentation, documentation must be included as a part of the application.

Every acute care hospital applicant must address the standards in COMAR 10.24.10: Acute
Care Hospital Services. A Microsoft Word version is available for the applicant’'s convenience
on the Commission’s website. Use of the CON Project Review Checklist for Acute Care
Hospitals General Standards is encouraged. This document can be provided by staff.

Other State Health Plan chapters that may apply to a project proposed by an acute care hospital
are listed in the table below. A pre-application conference will be scheduled by Commission
Staff to cover this and other topics. It is highly advisable to discuss with Staff which State Health
Plan chapters and standards will apply to a proposed project before application submission.
Applicants are encouraged to contact Staff with any questions regarding an application.

20
#591732



COMAR 10.24.10 — ACUTE CARE HOSPITAL SERVICES CHAPTER
.04 STANDARDS
A. General Standards.

The following general standards encompass Commission expectations for the
delivery of acute care services by all hospitals in Maryland. Each hospital that seeks a
Certificate of Need for a project covered by this Chapter of the State Health Plan must
address and document its compliance with each of the following general standards as
part of its Certificate of Need application. Each hospital that seeks a Certificate of Need
exemption for a project covered by this Chapter of the State Health Plan must address
and demonstrate consistency with each of the following general standards as part of its
exemption request.

8} Information Regarding Charges.

Information regarding hospital charges shall be available to the public. After July 1,
2010, each hospital shall have a written policy for the provision of information to the public
concerning charges for its services. At a minimum, this policy shall include:

(a) Maintenance of a Representative List of Services and Charges that is readily
available to the public in written form at the hospital and on the hospital's internet
web site;

(b) Procedures for promptly responding to individual requests for current charges for
specific services/procedures; and

(c) Requirements for staff training to ensure that inquiries regarding charges for its
services are appropriately handled.

Applicant Response:

UM UCH’s policy, implemented at both UCMC and HMH, relating to transparency in
health care pricing complies with this standard and is attached as Exhibit 4. This policy will be
extended to UC Behavioral Health when it opens.

(2) Charity Care Policy.

Each hospital shall have a written policy for the provision of charity care for indigent
patients to ensure access to services regardless of an individual's ability to pay.

(a) The policy shall provide:

(i) Determination of Probable Eligibility. Within two business days following a
patient's request for charity care services, application for medical
assistance, or both, the hospital must make a determination of probable
eligibility.

(i) Minimum Required Notice of Charity Care Policy.

1. Public notice of information regarding the hospital's charity care
policy shall be distributed through methods designed to best reach
the target population and in a format understandable by the target
population on an annual basis;
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2. Notices regarding the hospital's charity care policy shall be posted
in the admissions office, business office, and ED areas within the
hospital; and

3. Individual notice regarding the hospital's charity care policy shall
be provided at the time of preadmission or admission to each
person who seeks services in the hospital.

A hospital with a level of charity care, defined as the percentage of total
operating expenses that falls within the bottom quartile of all hospitals, as
reported in the most recent Health Service Cost Review Commission Community
Benefit Report, shall demonstrate that its level of charity care is appropriate to
the needs of its service area population.

Applicant Response:

UM UCH’s financial assistance policy, implemented at both UCMC and HMH, complies
with this standard and is attached as Exhibit 5. This policy will be implemented at UC
Behavioral Health upon opening.

3)

Quality of Care.

An acute care hospital shall provide high quality care.

(@)

Each hospital shall document that it is:

(i) Licensed, in good standing, by the Maryland Department of Health and
Mental Hygiene;

(i) Accredited by the Joint Commission; and

(iii) In compliance with the conditions of participation of the Medicare and
Medicaid programs.

A hospital with a measure value for a Quality Measure included in the most

recent update of the Maryland Hospital Performance Evaluation Guide that falls

within the bottom quartile of all hospitals' reported performance measured for that

Quality Measure and also falls below a 90 percent level of compliance with the

Quality Measure, shall document each action it is taking to improve performance

for that Quality Measure.

Applicant Response:

UC Behavioral Health will comply with requirements issued by Maryland Department of
Health (formerly the Department of Health and Mental Hygiene) for licensure as a special
psychiatric hospital, be accredited by the Joint Commission, and comply with all conditions of
participation in the Medicare and Medicaid programs.

The Commission has recognized that “subpart (b) of this standard is essentially obsolete
in that it requires an improvement plan for any measure that falls within the bottom quartile of all
hospitals’ reported performance on that measure as reported in the most recent Maryland
[Hospital Evaluation Performance Guide], which has been reengineered with a different focus,

#591732

22



and no longer compiles percentile standings.” In re Dimensions Health Corporation, Docket No.
13-16-2351, Decision at 19 (Sept. 30, 2016).

UCMC will be the licensee of UC Behavioral Health. UCMC ranked “better than
average” or “average” on forty-seven (47) of the seventy (70) quality measures. For an
additional twelve (12) quality measures, UCMC did not have sufficient data to report. UCMC
ranked “below average” on only eleven (11) quality measures. Table 1 below, identifies those
quality measures for which UCMC was ranked “below average” along with UCMC’s corrective
action plan:

Table 1
Below-Average Quality Measures and Corrective Action

Quality Measure

Corrective Action Plan

Communication

How often did doctors always communicate
well with patients?

UCMC’s Patient Experience Plan includes
several strategies to improve physician
communication including: language of caring
education, direct observations of physician
interactions with patients, and structured
bedside rounding with physicians and nurses to
communicate each patient’s plan of care and to
answer patient questions.

Were patients always given information about
what to do during their recovery at home?

UCMC’s Patient Experience Committee as
well as the Transition of Care Committee work
plans include revision of patient discharge
educational materials and the implementation
of a new interactive patient engagement system
to include patient specific education plans,
patient portal registration, and an extensive
library of education videos.

Environment

How often did patients always receive help
quickly from hospital staff?

UCMC’s Patient Experience Plan includes
several strategies to improve responsiveness to
patient needs including hourly care rounds and
change of shift report at the patient’s bedside.
New reports have been developed to monitor
and improve response time to patient call bells.

How often was the area around patients' rooms
always kept quiet at night?

UCMC is implementing several strategies to
reduce noise including noise stoplights at
nurses station to increase staff awareness of
noise levels, reducing noise from delivery carts
by changing cart wheels, reducing deliveries
during night hours ,and implementing “quiet
times” at designated times to promote
uninterrupted rest.

#591732
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Quality Measure

Corrective Action Plan

Satisfaction Overall

Would patients recommend the hospital to
friends and family?

UCMC is currently expanding its Patient and
Family Advisory Council to facilitate active
participation on hospital committees to ensure
that patient input is included in the
development of hospital policies and
procedures. UCMC is also increasing
community awareness of hospital services
through ongoing community education forums
and enhanced social media strategies.

Wait Times

How long patients spent in the emergency
department before being sent home?

How long patients spent in the emergency
department before they were seen by a
healthcare professional?

In furtherance of UM UCH’s fiscal year 2018
strategic objective for efficient care, a process
improvement team has been charged to review
Emergency Department (“ED”’) throughput and
efficiency. Specifically, the work group will
utilize the organization's IMPRV methodology
to improve the ED's average length of stay and
the times from “door to doctor.” Executive
oversight for this initiative will be driven
through the Patient & Family Centered Care
Oversight Committee and performance
improvements will be monitored through an
system-wide scorecard.

Results of Care

Dying within 30-days after getting care in the
hospital for a heart attack.

An HSCRC-funded grant program was
implemented during FY2017. The Wellness
Action Teams of Cecil & Harford (WATCH)
program provides home visits with a team
consisting of an RN, pharmacist, and case
manager to monitor and improve medication
compliance and disease management for
patients with congestive heart failure and other
comorbid conditions associated with heart
attack, e.g., hypertension and diabetes mellitus.
This initiative will help to ensure that proper
care is provided to patients who received care
for a heart attack at UCMC.

#591732
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Quality Measure

Corrective Action Plan

Practice Patterns

Patients who came to the hospital for a scan of
their brain and also got a scan of their sinuses.

During fiscal year 2017, Choosing Wisely
recommendations regarding CT were
implemented to reduce unnecessary radiation
exposure. During the most recent three month
measuring period ending June 30, 2017, zero
patients underwent CT of the sinus when
ordered for a CT of the brain.

Results of Care - Death

How often patients die in the hospital after
bleeding from stomach or intestines.

All-cause mortality is an area of focus on
UCMC’s fiscal year 2018 Operating Plan. In
addition, under the Safety domain, potentially
preventable complications are being evaluated
and tracked and preventive efforts focused for
any with identified opportunities for
improvement. In fiscal year 2018, a project
team will be deployed to better understand the
root causes driving any below average
performance.

How often patients die in the hospital after
fractured hip.

A formal UM UCH Hip Fracture Program is
currently underway with a dedicated Hip
Fracture Coordinator to focus on issues
specific to this population. In addition, a
Fragility Fracture Program is being
implemented which will enhance UM UCH’s
hip fracture prevention program.

COMAR 10.24.07 — PSYCHIATRIC SERVICES CHAPTER

APPROVAL POLICIES

Availability

AP 1la. The projected maximum bed need for child, adolescent, and adult acute
psychiatric beds is calculated using the Commission's statewide child, adolescent, and adult
acute psychiatric bed need projection methodologies specified in this section of the State Health
Plan. Applicants for Certificates of Need must state how many child, adolescent, and adult
acute psychiatric beds they are applying for in each of the following categories: net acute
psychiatric bed need, and/or state hospital conversion bed need.

Applicant Response:

The proposed project includes forty (40) adult psychiatric beds to be organized into three
units or neighborhoods. Two separate units will each include fourteen (14) beds to treat non-
geriatric adult patients suffering from one or more psychiatric diagnoses. A third unit will include
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twelve (12) adult geriatric psychiatric beds to treat patients suffering primarily from a
neurological disorder such as Alzheimer’s and/or Dementia.

There is no current or recent Commission statewide child, adolescent, or adult bed need
projection. Moreover, the bed need projection methodologies set forth in the State Health Plan
for Psychiatric Services are outdated and obsolete. UM UCH has projected need for the
proposed facility in response to Standard 10.24.01.08G(3)(b), pp. 36-46.

AP 1b. A Certificate of Need applicant must document that it has complied with any
delicensing requirements in the State Health Plan or in the Hospital Capacity Plan before its
application will be considered.

Applicant Response:

This standard is inapplicable; there are no delicensing requirements applicable to the
proposed project.

AP 1c. The Commission will not docket a Certificate of Need application for the "state
hospital conversion bed need" as defined, unless the applicant documents written agreements
with the Mental Hygiene Administration. The written agreements between the applicant and the
Mental Hygiene Administration will specify:

(i) the applicant's agreement to screen, evaluate, diagnose and treat patients who
would otherwise be admitted to state psychiatric hospitals. These patients will
include: the uninsured and underinsured, involuntary, Medicaid and Medicare
recipients;

(ii) that an equal or greater number of operating beds in state facilities which would
have served acute psychiatric patients residing in the jurisdiction of the applicant
hospital will be closed and delicensed, when the beds for the former state
patients become operational,

(iii) that all patients seeking admission to the applicant's facility will be admitted to the
applicant's facility and not be transferred to the state psychiatric hospital unless
the applicant documents that the patient cannot be treated in its facility; and

(iv) that the applicant and the Mental Hygiene (MHA) Administration will be
responsible for assuring financial viability of the services, including the payment
of bad debt by DHMH as specified in the written agreement between MHA and
the applicant.

Applicant Response:

This standard is inapplicable; the proposed project does not involve state hospital
conversion beds.

AP 1d. Preference will be given to Certificate of Need applicants applying for the "net
adjusted acute psychiatric bed need," as defined, who sign a written agreement with the Mental
Hygiene Administration as described in part (i) and (iii) of Standard AP 1 c.
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Applicant Response:
This standard is inapplicable; this project does not involve a comparative review.

AP 2a. All acute general hospitals with psychiatric units must have written procedures
for providing psychiatric emergency inpatient treatment 24 hours a day, 7 days a week with no
special limitation for weekends or late night shifts.

Applicant Response:

This standard is inapplicable; the proposed project does not involve an acute general
hospital with a psychiatric unit.

AP 2b. Any acute general hospital containing an identifiable psychiatric unit must be an
emergency facility, designated by the Department of Health and Mental Hygiene to perform
evaluations of persons believed to have a mental disorder and brought in on emergency
petition.

Applicant Response:

This standard is inapplicable; the proposed project does not involve an acute general
hospital with a psychiatric unit.

AP 2c. Acute general hospitals with psychiatric units must have emergency holding bed
capabilities and a seclusion room.

Applicant Response:

This standard is inapplicable; the proposed project does not involve an acute general
hospital with a psychiatric unit.

AP 3a. Inpatient acute psychiatric programs must provide an array of services. Ata
minimum, these specialized services must include: chemotherapy, individual psychotherapy,
group therapy, family therapy, social services, and adjunctive therapies, such as occupational
and recreational therapies.

Applicant Response:

UC Behavioral Health’s acute inpatient psychiatric program will include each of the
services required by this standard. The program will be accredited by the Joint Commission.

AP 3b. In addition to the services mandated in Standard 3a., inpatient child and
adolescent acute psychiatric services must be provided by a multidisciplinary treatment team
which provides services that address daily living skills, psychoeducational and/or vocational
development, opportunity to develop interpersonal skills within a group setting, restoration of
family functioning and any other specialized areas that the individualized diagnostic and
treatment process reveals is indicated for the patient and family. Applicants for a Certificate of
Need for child and/or adolescent acute psychiatric beds must document that they will provide a
separate physical environment consistent with the treatment needs of each age group.
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Applicant Response:

This standard is inapplicable because the proposed project does not involve either
inpatient child or adolescent acute psychiatric services.

AP 3c. All acute general hospitals must provide psychiatric consultation services either
directly or through contractual arrangements.

Applicant Response:

This standard is inapplicable; the proposed project does not involve an acute general
hospital.

AP 4a. A Certificate of Need for child, adolescent or adult acute psychiatric beds shall
be issued separately for each age category. Conversion of psychiatric beds from one of these
services to another shall require a separate Certificate of Need.

Applicant Response:

UC Behavioral Health seeks a Certificate of Need for adult acute psychiatric beds only.

AP 4b. Certificate of Need applicants proposing to provide two or more age specific
acute psychiatric services must provide that physical separations and clinical/programmatic
distinctions are made between the patient groups.

Applicant Response:

Based on the definition of age-specific acute psychiatric services defined in Standard AP
4a., this standard is inapplicable because the proposed project does not involve two or more
age-specific psychiatric service lines. UC Behavioral Health seeks a CON for adult acute
psychiatric beds only. UC Behavioral Health proposes to establish clinically district adult
geriatric and non-geriatric programs. The adult geriatric program will be housed in its own

neighborhood separate from the two neighborhoods serving adult non-geriatric behavioral
health patients.

Accessibility

AP 5. Once a patient has requested admission to an acute psychiatric inpatient facility,
the following services must be made available:

(1) intake screening and admission;

(i) arrangements for transfer to a more appropriate facility for care if medically
indicated; or

(iii) necessary evaluation to define the patient's psychiatric problem and/or

(iv) emergency treatment.

28
#591732



Applicant Response:

1.

Intake screening and admissions: Upon referral for inpatient admission to UC
Behavioral Health from the freestanding medical facility, each case will be reviewed
by on-site behavioral health consultants (evaluators) and the on-call
psychiatrist/psychiatric nurse practitioner to evaluate the case and make an
appropriate admission decision. Personnel in the freestanding medical facility will
ensure medical stability prior to any inpatient psychiatric admission. The
freestanding medical facility will determine the cases as categories |, Il or Ill as
appropriate. = UC Behavioral Health will also accept direct admissions from acute
general hospitals and special hospitals. Patients being referred for direct admission
will be processed for admission through two patient intake centers centrally located
at UC Behavioral Health.

Transfers to more appropriate facilities for care if medically indicated: If a
patient is in need of medical attention that exceeds UC Behavioral Health's ability to
effectively treat the individual, the patient will be transported to the freestanding
medical facility on the floor above if appropriate or the nearest, appropriate general
acute care hospital (likely UCMC or Union Hospital) utilizing the most appropriate
transportation for that individual case or the freestanding.

Necessary evaluation to define the patient’s psychiatric problem: All patients
admitted for acute psychiatric care from the freestanding medical facility will have
had an initial behavioral health assessment completed by a behavioral health
consultant in the freestanding medical facility and a full psychiatric assessment will
be completed by the inpatient unit psychiatrist/psychiatric nurse practitioner within 24
hours of admission. Patients directly admitted from acute general hospitals,
emergency departments, or other special hospitals, will undergo a full psychiatric
assessment by the inpatient unit psychiatrist/psychiatric nurse practitioner within 24
hours of admission.

Emergency treatment: UC Behavioral Health’s inpatient unit is designed to stabilize
and treat the acute behavioral health conditions of individuals who present a danger
to themselves or others. UC Behavioral Health’s inpatient units will provide all
necessary interventions via 24/7 nursing and on-site or on-call
psychiatrists/psychiatric nurse practitioners. Assessment and interventions for
presenting co-occurring medical conditions will be assessed at triage and on an
ongoing basis via nursing and the on-site or on-call psychiatrists/psychiatric nurse
practitioners with referral for on-unit medical consultation as necessary.

A copy of UM UCH’s current Emergency Department Behavioral Health Protocols is

attached as Exhibit 6. A copy UM UCH'’s current Transportation Standard Operating Procedure
is attached as Exhibit 7. A copy of UM UCH’s current Behavioral Health Inpatient Admission
Policies and Procedures are attached as Exhibit 8. Each of these protocols, policies, and
procedures will be updated as appropriate upon opening of UC Behavioral Health.

AP 6. All hospitals providing care in designated psychiatric units must have separate

written quality assurance programs, program evaluations and treatment protocols for special
populations including: children, adolescents, patients with secondary diagnosis of substance
use, and geriatric patients, either through direct treatment or referral.
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Applicant Response:

As set forth in the comprehensive project description, UC Behavioral Health intends to
provide two (2) units of general behavioral health acute inpatient care (mental illness and co-
occurring secondary substance use) and one (1) unit of Geriatric Behavioral Health acute
inpatient care (mental illness and secondary substance use).

Copies of UM UCH’s Patient Safety and Quality Plan, a Patient Safety and Quality Plan
Addendum for UC Behavioral Health, and Behavioral Health Performance Improvement Plan is
attached as Exhibit 9.

AP 7. An acute general or private psychiatric hospital applying for a Certificate of Need
for new or expanded acute psychiatric services may not deny admission to a designated
psychiatric unit solely on the basis of the patient's legal status rather than clinical criteria.

Applicant Response:

UC Behavioral Health’s inpatient units will routinely accept patients who are admitted as
either “voluntary” or “involuntary” with regard to their legal status and without discrimination. UC
Behavioral Health will accept patients admitted on certificates.

AP 8. All acute general hospitals and private freestanding psychiatric hospitals must
provide a percentage of uncompensated care for acute psychiatric patients which is equal to the
average level of uncompensated care provided by all acute general hospitals located in the
health service area where the hospital is located, based on data available from the Health
Services Cost Review Commission for the most recent 12 month period.

Applicant Response:

UC Behavioral Health intends to provide a level of uncompensated care that equals or
exceeds the average of uncompensated for acute psychiatric patients in the service area.

As explained in the response to COMAR 10.24.01.08G(3)(b) below, UC Behavioral
Health’s projected service area includes Harford and Cecil Counties. The current providers of
acute psychiatric services in this service area include HMH and Union Hospital. UC Behavioral
Health’s percentage of uncompensated care is projected to be based on HMH’s fiscal year 2016
uncompensated care of 6.17%. This level of uncompensated care was published in the
HSCRC’s Final Recommendations for the Uncompensated Care Policy for Rate Year 2018,
dated July 12, 2017, that is based on FY2016 data. This is the most recent data that is
available and reflects the level of uncompensated care for the entire hospital.

HMH’s percentage of uncompensated care is greater than the average 5.49% of
uncompensated care provided by HMH and Union Hospital, the two acute general hospitals
providing psychiatric services in the health service area. (Table 2).
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Table 2
Harford Memorial Hospital Uncompensated Care

FY 2016 Percent UCC

Hospital Name from the RE Schedule
University of Maryland Harford Memorial Hospital 6.17%
Union Hospital of Cecil County 4.80%
Average UCC in the Health Service Area 5.49%

Source: HSCRC'’s Final Recommendations for the Uncompensated Care Policy
for Rate Year 2018, dated July 12, 2017

AP 9. If there are no child acute psychiatric beds available within a 45 minute travel time
under normal road conditions, then an acute child psychiatric patient may be admitted, if
appropriate, to a general pediatric bed. These hospitals must develop appropriate treatment
protocols to ensure a therapeutically safe environment for those child psychiatric patients
treated in general pediatric beds.

Applicant Response:
This standard is inapplicable; the proposed project does not involve child or adolescent
services. Additionally, child/adolescent services are available within a 45 minute travel time to

Baltimore.

Accessibility: Variant LHPA Standard

(Western Maryland) One-way travel time by car for 90 percent of the population from the
jurisdiction(s) where acute psychiatric bed need is identified should be within 30 minutes for
adults and 45 minutes for children and adolescents. (This standard supersedes the 1983-1988
State Health Plan Overview Standards 0 1a and 0 1b.)

Applicant Response:
This standard is inapplicable because the project is not in Western Maryland.
AP 10. Expansion of existing adult acute psychiatric bed capacity will not be approved

in any hospital that has a psychiatric unit that does not meet the following occupancy standards
for two consecutive years prior to formal submission of the application.

Psychiatric Bed Range (PBR) Occupancy Standards
PBR <20 80%
20 <PBR <40 85%
PBR 240 90%
31
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Applicant Response:

This standard is inapplicable because the proposed project does not involve expansion
of existing adult care psychiatric beds.

AP 11. Private psychiatric hospitals applying for a Certificate of Need for acute
psychiatric beds must document that the age-adjusted average total cost for an acute (< 30
days) psychiatric admission is no more than the age-adjusted average total cost per acute
psychiatric admission in acute general psychiatric units in the local health planning area.

Applicant Response:

The local health planning region was defined as Baltimore City, Harford, Cecil, Anne
Arundel, Baltimore, Carroll, and Howard Counties. The average age adjusted charge per case
was based on fiscal year 2016 total cases and average charge per case for each age group in
the local health planning region. After adjusting for the UC Behavioral Health fiscal year 2022
projected cases and case mix index, the age adjusted average charge per case for the local
health planning area totaled of $11,874. When compared to UC Behavioral Health’s fiscal year
2022 projected age adjusted charge per case, priced leveled to fiscal year 2016 prices, the
average aged adjusted charge per cases was $11,445 or 3.6% less than the local health
planning region.

Table 3
Local Health Planning Region Age-Adjusted Psychiatric Discharges

| Health Planning Area Acute Hospitals ! | | UC Behavioral Health
A B C D=B/C E F G = D*E*F
uc uc uc

Average Behavioral Behavioral Behavioral
Average Charge per Health Health Health Cases

Charge per Case @ Projected Projected @ Health
Age Group Cases Case CMI CMiof 1.0 Cases Case Mix Area Average
Ages 0-4 6 $29,059 0.9832 $29,557 - - $0

Ages 5-14 849 13,040 0.5957 21,890 - - -

Ages 15-44 10,036 9,921 0.6372 15,570 817 0.5708 7,259,496
Ages 45-54 3,736 10,511 0.6667 15,764 279 0.5938 2,609,112
Ages 55-64 2,330 13,360 0.7075 18,882 200 0.6134 2,320,273
Ages 65-74 821 17,897 0.7760 23,063 168 1.0524 4,068,487
Ages 75-84 388 17,900 0.7788 22,984 69 1.0393 1,648,708
Ages 85+ 316 14,143 0.7653 18,481 35 1.0848 711,622
Total 18,482 $11,217 0.6616 $16,956 1,568 0.6641  $18,617,697
Average Age Adjusted Charge per Case in Local Health Planning Region $11,874
UC Behavioral Health Projected Charge per Case @ $11,445

Notes:

[1] Health planning region includes Harford County, Baltimore City, Baltimore County, Anne Arundel County, Carroll County, Howard
County, and Cecil County

[2] UC Behavioral Health FY 2022 projected charge per case price levelled to FY 2016 prices

[3] Includes DRGs 750-760 and 779-790
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Quality

AP 12a. Acute inpatient psychiatric services must be under the clinical supervision of a
qualified psychiatrist.

Applicant Response:

All inpatient behavioral health services at UC Behavioral Health will be under the clinical
supervision of a qualified psychiatrist who is trained and qualified to provide the leadership
required for acute psychiatric inpatient services. Dr. Richard Lewis, M.D., is a board certified
psychiatrist who serves as the Chair of Psychiatry for UM UCH and as the Medical Director for
the Regional Collaborative for Behavioral Health for Harford and Cecil Counties. He provides
clinical supervision to all psychiatrists, psychiatric nurse practitioners, and clinical psychologists
presently on staff at UM UCH. All psychiatrists on staff meet the training requirements and are
certified by the American Board of Psychiatry and Neurology. UM UCH’s Chairman/Medical
Director monitors and evaluates the quality and appropriateness of services and treatment
provided by its medical staff. It is anticipated the two general behavioral health inpatient units at
UC Behavioral Health will be overseen by a medical director (currently expected to be Brittni
Jones, DO) and the specialty geriatric unit will be overseen by a geriatric psychiatrist to serve as
geriatric medical director.

AP 12b. Staffing of acute psychiatric programs should include therapies for patients
without a private therapist and aftercare coordinators to facilitate referrals and further treatment.
Staffing should cover a seven day per week treatment program.

Applicant Response:

The multidisciplinary team at UC Behavioral Health will include psychiatrists, psychiatric
nurse practitioners, licensed clinical social workers, clinical psychologists, registered nurses,
nursing aides, licensed clinical professional counselors, family therapists, and
occupational/recreation therapists. Patients will be assigned a social worker/therapist during the
course of their inpatient stay. Upon discharge, each patient will receive an individual aftercare
plan that will have been developed by the treatment team in collaboration with the patient and
their supports as appropriate. A care navigator will follow-up with all patients after discharge to
confirm an appointment within a lesser level of care, assure the referral to that services was
helpful and offer any additional supports as warranted.

UC Behavioral Health’s inpatient treatment programs will serve as short-term acute care
service that provides active treatment and programming for patients seven days per week. A
psychiatrist/psychiatric nurse practitioner will see patients during the week and on weekends
and at least one will be on call 24/7. Social workers and activity therapists will provide group
and individual therapy seven days per week.

AP 12c. Child and/or adolescent acute psychiatric units must include staff who have
experience and training in child and/or adolescent acute psychiatric care, respectively.
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Applicant Response:

This standard is inapplicable because the proposed project does not involve child or
adolescent psychiatric units.

AP 13. Facilities providing acute psychiatric care shall have written policies governing
discharge planning and referrals between the program and a full range of other services
including inpatient, outpatient, long-term care, aftercare treatment programs, and alternative
treatment programs. These policies shall be available for review by appropriate licensing and
certifying bodies.

Applicant Response:

UC Behavioral Health’s continuum of care will combine many programs, policies,
practices and resources within the system to treat behavioral health disorders in support of
affected individuals. The continuum will include services ranging from acute inpatient to
outpatient services such as partial hospitalization, intensive outpatient, individual and group
therapy, and medication management. In addition, an array of outpatient (including specialty
such as substance use) services are available in the region and referrals will be made to any/all
of these services as appropriate. At discharge, patients admitted to the behavioral health units
will be referred to services appropriate to their needs and based on their choice that could be
within the health system array of services or to another community provider. Upon discharge,
the hospital unit will follow-up to the referral site with appropriate information to ensure an
effective handoff.

Acceptability

AP 14. Certificate of Need applications for either new or expanded programs must
include letters of acknowledgement from all of the following:

(1) the local and state mental health advisory council(s);

(i) the local community mental health center(s);

(iii) the Department of Health and Mental Hygiene; and

(iv) the city/county mental health department(s).

Letters from other consumer organizations are encouraged.
Applicant Response:

Letters in support of the proposed project, including from local mental health advisory
councils, departments, and mental health centers, are attached as Exhibit 10.
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Table 4
Local Health Planning Region Age-Adjusted Psychiatric Discharges

| Health Planning Area Acute Hospitals ™

UC Behavioral Health

A B C D =B/C E F G = D*E*F
uc uc uc

Average Behavioral Behavioral Behavioral
Average Charge per Health Health Health Cases

Charge per Case @ Projected Projected @ Health
Age Group Cases Case CMI CMiof 1.0 Cases Case Mix Area Average
Ages 0-4 6 $29,059 0.9832 $29,557 - - $0

Ages 5-14 849 13,040 0.5957 21,890 - - -

Ages 15-44 10,036 9,921 0.6372 15,570 817 0.5708 7,259,496
Ages 45-54 3,736 10,511 0.6667 15,764 279 0.5938 2,609,112
Ages 55-64 2,330 13,360 0.7075 18,882 200 0.6134 2,320,273
Ages 65-74 821 17,897 0.7760 23,063 168 1.0524 4,068,487
Ages 75-84 388 17,900 0.7788 22,984 69 1.0393 1,648,708
Ages 85+ 316 14,143 0.7653 18,481 35 1.0848 711,622
Total 18,482 $11,217 0.6616 $16,956 1,568 0.6641 $18,617,697
Average Age Adjusted Charge per Case in Local Health Planning Region $11,874
UC Behavioral Health Projected Charge per Case @ $11,445

Notes:

[1] Health planning region includes Harford County, Baltimore City, Baltimore County, Anne Arundel County, Carroll County, Howard
County, and Cecil County
[2] UC Behavioral Health FY 2022 projected charge per case price levelled to FY 2016 prices
[3] Includes DRGs 750-760 and 779-790
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10.24.01.08G(3)(b). Need.

The Commission shall consider the applicable need analysis in the State Health Plan. If
no State Health Plan need analysis is applicable, the Commission shall consider whether
the applicant has demonstrated unmet needs of the population to be served, and
established that the proposed project meets those needs.

INSTRUCTIONS: Please identify the need that will be addressed by the proposed project,
quantifying the need, to the extent possible, for each facility and service capacity proposed for
development, relocation, or renovation in the project. The analysis of need for the project
should be population-based, applying utilization rates based on historic trends and expected
future changes to those trends. This need analysis should be aimed at demonstrating needs of
the population served or to be served by the hospital. The existing and/or intended service area
population of the applicant should be clearly defined.

Fully address the way in which the proposed project is consistent with each applicable need
standard or need projection methodology in the State Health Plan.

If the project involves modernization of an existing facility through renovation and/or expansion,
provide a detailed explanation of why such modernization is needed by the service area
population of the hospital. Identify and discuss relevant building or life safety code issues, age
of physical plant issues, or standard of care issues that support the need for the proposed
modernization.

Please assure that all sources of information used in the need analysis are identified. Fully
explain all assumptions made in the need analysis with respect to demand for services, the
projected utilization rate(s), the relevant population considered in the analysis, and the service
capacity of buildings and equipment included in the project, with information that supports the
validity of these assumptions.

Explain how the applicant considered the unmet needs of the population to be served in arriving
at a determination that the proposed project is needed. Detail the applicant’s consideration of
the provision of services in non-hospital settings and/or through population-based health
activities in determining the need for the project.

Complete the Statistical Projections (Tables F and |, as applicable) worksheets in the CON
Table Package, as required. Instructions are provided in the cover sheet of the CON package.

Applicant Response:

The Commission has recognized that many of the standards in the State Health Plan
Chapter for Psychiatric Services are “out of date due to dramatic changes in use of hospital
psychiatric beds (especially with respect to average length of stay) and changes in the role and
scope of State psychiatric hospital facilities that have occurred since its development” and that
the State Health Plan “does not have an applicable need analysis.” In re Sheppard Pratt at
Elkridge, Docket No. 15-152367, Staff Report and Recommendation at 5, 13 (Sept. 20, 2016).

To project psychiatric bed need for UC Behavioral Health, UM UCH utilized a modified
medical/surgical/gynecological/addictions (“MSGA”) need analysis. UM UCH separately
calculated need for its proposed geriatric and adult non-geriatric programs. The projected need
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for inpatient psychiatric beds and outpatient utilization reflect the methodology and assumptions
described below.

1. Defining UC Behavioral Health’s New Service Area

The proposed UC Behavioral Health special psychiatric hospital is expected to replace
both the existing twenty-six (26) licensed psychiatric beds at Harford Memorial Hospital (“HMH”)
and the eleven (11) licensed psychiatric beds at Union Hospital of Cecil County (“Union
Hospital”). As a result, to project the proposed UC Behavioral Health service area, UM UCH
combined the fiscal year 2016 discharges by zip code for the adult (aged 18 and over)
psychiatric cohort at both HMH and Union Hospital. Pediatric discharges were excluded from
this analysis because HMH does not currently provide psychiatric inpatient treatment to
pediatric patients and UC Behavioral Health will not provide pediatric psychiatric services either.
UM UCH identified the service area for UC Behavioral Health as the top 85% of discharges by
zip code for HMH’s and Union Hospital’'s FY2016 combined adult psychiatric discharges.

Mnsylv ania /

Chestertown

As presented in the map above and below in Table 5, UC Behavioral Health’s proposed
service area for the adult (age 18+) psychiatric cohort is defined by zip codes that span Harford,
Cecil, Baltimore, and Kent Counties in Maryland as well as New Castle County, Delaware. As
shown in Table 5, zip codes for combined adult psychiatric discharges for HMH and Union
Hospital are ranked from highest to lowest to identify the top 85% of total discharges.
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Table 5

Defining UC Behavioral Health’s Service Area
Psychiatric Discharges Age 18+

FY2016

Discharges Cumulative %
# Zip Code Community County HMH UHCC Total of Discharges
1 21921  Elkton Cecil County 22 309 331 17.1%
2 21001  Aberdeen Harford County 194 8 202 27.6%
3 21040 Edgewood Harford County 137 1 138 34.7%
4 21014  Bel Air Harford County 126 2 128 41.3%
5 21078 Havre De Grace Harford County 119 4 123 47.7%
6 21901  North East Cecil County 17 83 100 52.9%
7 21009  Abingdon Harford County 91 1 92 57.6%
8 21015 Bel Air Harford County 63 1 64 60.9%
9 21904  Port Deposit Cecil County 34 17 51 63.6%
10 21903  Perryville Cecil County 30 19 49 66.1%
11 21050  Forest Hill Harford County 46 2 48 68.6%
12 21085 Joppa Harford County 41 4 45 70.9%
13 21017  Belcamp Harford County 42 - 42 73.1%
14 21911 Rising Sun Cecil County 17 24 41 75.2%
15 21918  Conowingo Cecil County 12 9 21 76.3%
16 21047  Fallston Harford County 20 - 20 77.3%
17 21084  Jarrettsville Harford County 16 - 16 78.2%
18 21154  Street Harford County 15 - 15 78.9%
19 21028  Churchville Harford County 10 1 11 79.5%
20 21915  Chesapeake City Cecil County - 11 11 80.1%
21 21220 Middle River Baltimore County 10 - 10 80.6%
22 21914  Charlestown Cecil County - 10 10 81.1%
23 21917  Colora Cecil County 8 1 9 81.6%
24 21005 Aberdeen Proving Ground Harford County 8 - 8 82.0%
25 21919  Earleville Cecil County 1 6 7 82.4%
26 21132  Pylesville Harford County 7 - 7 82.7%
27 21034  Darlington Harford County 6 - 6 83.0%
28 21922  Elkton Cecil County - 6 6 83.3%
29 19702 Newark New Castle County - 6 6 83.7%
30 21635 Galena Kent County - 5 5 83.9%
31 21222  Dundalk Baltimore County 3 2 5 84.2%
32 21160  Whiteford Harford County 5 - 5 84.4%
33 21234  Parkville Baltimore County 4 - 4 84.6%
34 21221  Essex Baltimore County 3 1 4 84.8%
35 21161  White Hall Baltimore County 4 - 4 85.0%

Subtotal 2016 Service Area 1,111 533 1,644
Out of Service Area 150 139 289 15.0%
Total Psychiatric Discharges @ 1,261 672 1,933 100.0%

Notes (1): Includes Substance Abuse discharges

Source: St. Paul's Inpatient Abstract Data Tapes

Based on UC Behavioral Health’s projected future service area, population projections
through 2021 were obtained from Nielsen Claritas for both the 18-64 age cohort and the 65+
age cohort, which are reflected below in Table 6. The 18-64 age cohort is only expected to grow
by 0.1% from 2016 to 2021 while the 65+ age cohort is expected to grow by 20.2%. Combined,
the total service area population is projected to grow by 4.0% from 2016 to 2021.
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Table 6
UC Behavioral Health’s Historical and Projected Service Area Population

2010 - 2021
Service Area Population % Change
Age 2010 2016 2021 in Population
Group Pop % of Total Pop % of Total Pop % of Total 2010-16 2016-21
18-64 383,155 83.3% 387,727 80.5% 388,074 77.5% 1.2% 0.1%
65+ 76,608 16.7% 93,778 19.5% 112,681 22.5% 22.4% 20.2%
Total 459,763 100.0% 481,505 100.0% 500,755 100.0% 4.7% 4.0%

Source: Nielsen Claritas Pop-Facts Demographics by Age Race Sex

Using the compounded annual growth rate from 2016 to 2021, as set forth in Table 4,
population projections were extrapolated through 2024 and applied to UM Behavioral Health’s
fiscal years. Table 7 below depicts the projected service area population for both the 18-64 and
65+ age cohorts through 2024. Combined, the total population is expected to grow by 0.8% per
year for a total growth of 6.8% from FY2016 to FY2024.

Table 7
UC Behavioral Health’s Historical and Projected Service Area Population
FY2015 - FY2024

Historical Projected % Change
FY2015 FY2016 | FY2017 FY2018 FY2019 FY2020 FY2021 FY2022 FY2023 FY2024 FY16-FY24

Service Area Population

18-64 386,962 387,727 387,797 387,866 387,935 388,004 388,074 388,143 388,212 388,282 0.1%

65+ 90,670 93,778| 97,286 100,925 104,701 108,618 112,681 116,897 121,270 125,806 34.2%

Total 477,631 481,505| 485,083 488,791 492,636 496,622 500,755 505,039 509,482 514,088 6.8%
%Change 0.8% 0.8% 0.8% 0.8% 0.8% 0.8% 0.8% 0.8% 0.8% 0.8%

2. UC Behavioral Health’s Geriatric and Non-Geriatric Programs

UM UCH proposes to establish two separate psychiatric programs at UC Behavioral
Health: (1) a twelve (12) bed geriatric unit; and (2) two, fourteen (14) bed adult, non-geriatric
units, housing a total of twenty-eight (28) non-geriatric adult psychiatric beds.

a. Geriatric Program

UC Behavioral Health’s geriatric program is defined by the diagnosis codes listed below
in Table 8. The geriatric program is generally characterized as serving patients suffering from a
neurological disorder such as Alzheimer’s and/or Dementia. Although there is no age restriction
on patients that will be treated in the geriatric program for psychiatric disorders, such patients
are primarily projected to be in the 65+ age cohort.
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Table 8
Definition of Geriatric Psychiatric Patients

ICD Code Diagnosis Description
292.81 Medication-induced delirium
293.00 Delirium due to another medical condition
294.20 Dementia, unspecified
294.21 Dementia, unspecified
294.80 Other persistent mental disorders due to conditions classified elsewhere
294.90 Unspecified persistent mental disorders due to conditions classified elsewhere
331.00 Alzheimer's Disease
331.19 Other frontotemporal dementia
331.40 Obstructive hydrocephalus
331.50 Idiopathic normal pressure hydrocephalus
331.82 Dementia with Lewy Bodies
331.83  Mild cognitive impairment
780.09 Other Specified Delirium
F01.50 Vascular dementia without behavioral disturbance
F01.51 Vascular dementia with behavioral disturbance
F02.80 Dementia in other diseases classified elsewhere without behavioral disturbance
F02.81 Dementia in other diseases classified elsewhere with behavioral disturbance
F03.90 Unspecified dementia
F03.91 Unspecified dementia with behavioral disturbance
F05.0 Delirium due to another medical condition
G30.0 Alzheimer's disease with early onset
G30.1 Alzheimer's disease with late onset
G30.8 Other Alzheimer's disease
G30.9 Alzheimer's disease, unspecified
G31.84 Mild cognitive impairment
R41.0 Disorientation
R41.82 Altered Mental Status, Unspecified
R41.9 Unspecified symptoms and signs involving cognitive functions and awareness

UC Behavioral Health’s adult non-geriatric program is defined as treating patients
suffering from one or more psychiatric diagnoses, excluding those diagnoses listed on Table 8

above.

Use rates for both the geriatric and non-geriatric patient populations were established
based on historical trends and expectations that inpatient hospital utilization will be reduced
through the development of more expansive outpatient services. Use rates were calculated and

b. Non-Geriatric Program

3. UC Behavioral Health Use Rates

projected per 1,000 population.

Geriatric use rates in UC Behavioral Health’s service area declined in fiscal 2015, but
then increased in FY2016. Going forward, though, a reduction in use rates for this cohort is

#591732

a. Geriatric Program Use Rates
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projected as a result of continued population health initiatives and other efforts to ensure
patients are treated in the lowest acuity setting for their needs. As a result, geriatric psychiatric
use rates are expected to decline by 3.9% annually between fiscal years 2017 and 2021 for a
cumulative decline of 17.9% (Table 9) from fiscal year 2016 to fiscal year 2024.

Table 9
UC Behavioral Health’s Historical and Projected Use Rates
18-64 and 65+ Geriatric Psychiatric Patients
FY2015 - FY2024

Historical Projected % Change
FY2015 FY2016 | FY2017 FY2018 FY2019 FY2020 FY2021 FY2022 FY2023 FY2024  FY16-FY24
Use Rate
Geriatric

18-64 0.11 0.21 0.20 0.19 0.18 0.18 0.17 0.17 0.17 0.17
%Change -30.7%  86.3% -3.9% -3.9% -3.9% -3.9% -3.9% 0.0% 0.0% 0.0% -17.9%

65+ 4.7 5.3 51 4.9 4.7 4.5 4.4 4.4 4.4 4.4
%Change -8.7%  14.3% -3.9% -3.9% -3.9% -3.9% -3.9% 0.0% 0.0% 0.0% -17.9%

b. Non-Geriatric Program Use Rates

The use rates for non-geriatric psychiatric patients in UC Behavioral Health’s service
area declined by a weighted average of 4.8% in fiscal year 2015 but then increased by a
weighted average of 0.2% in fiscal year 2016. Going forward, though, the non-geriatric
psychiatric use rate is expected to decline by 6.1% annually between fiscal year 2017 and 2024
for a cumulative reduction of 26.9% (Table 10). This reduction in use rates is attributed to
population health initiatives and shifting lower acuity inpatient psychiatric cases to HMH’s
Outpatient Psychiatric Clinic and Intensive Outpatient Program. In addition, patients with 1 and
2 day lengths of stays currently treated at HMH will be shifted to HMH’s partial hospitalization
program with the start of that program in fiscal year 2019. HMH’s partial hospitalization program
will continue at UC Behavioral Health once operational.

Table 10
UC Behavioral Health’s Historical and Projected Use Rates
18-64 and 65+ Non-Geriatric Psychiatric Patients
FY2015 - FY2024

Historical Projected % Change
FY2015 FY2016 | FY2017 FY2018 FY2019 FY2020 FY2021 FY2022 FY2023 FY2024 FY16-FY24

Use Rate
Non-Geriatric
18-64 29.7 29.9 28.1 26.4 24.8 23.3 219 21.9 219 21.9
%Change -4.3% 0.7% -6.1% -6.1% -6.1% -6.1% -6.1% 0.0% 0.0% 0.0% -26.9%
65+ 9.0 8.9 8.3 7.8 7.3 6.9 6.5 6.5 6.5 6.5
%Change -5.5% -1.4% -6.1% -6.1% -6.1% -6.1% -6.1% 0.0% 0.0% 0.0% -26.9%

Use rates for both the geriatric and non-geriatric programs are projected to remain
constant after fiscal year 2021.
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4. Service Area Discharges

While the geriatric psychiatric discharges are projected to increase with the significant
projected growth in population in the 65+ age cohort, total projected psychiatric discharges are
projected to decline 23.7% between fiscal years 2016 and 2024 (Table 11).

Table 11
UC Behavioral Health’s Historical and Projected Service Area Discharges
Geriatric and Non-Geriatric Psychiatric Patients
FY2015 - FY2024

Historical Projected % Change
FY2015 FY2016 | FY2017 FY2018 FY2019 FY2020 FY2021 FY2022 FY2023 FY2024 FY16-FY24

Service Area Discharges

Geriatric
18-64 43 80 77 74 71 68 66 66 66 66 -17.8%
65+ 422 499 497 496 495 493 492 510 529 549 10.1%
Subtotal 465 579 574 570 565 561 557 576 595 615 6.2%
Non-Geriatric
18-64 11,506 11,607 | 10,905 10,246 9,626 9,044 8,498 8,499 8,501 8,502 -26.7%
65+ 815 831 809 789 769 749 730 757 786 815 -1.9%
Subtotal 12,321 12,437 | 11,714 11,034 10,395 9,793 9,227 9,256 9,286 9,317 -25.1%
Total 12,785 13,016 | 12,288 11,604 10,960 10,355 9,785 9,832 9,881 9,932 -23.7%

5. Market Share

The initial expected market share at UC Behavioral Health was calculated within the
planned service area based on the number of fiscal year 2016 psychiatric discharges for the 18-
64 and 65+ age cohorts at both HMH and Union Hospital as a percentage of total psychiatric
discharges within the service area.

a. UC Behavioral Health Geriatric Program Market Share
While UC Behavioral Health’s geriatric psychiatric market share increased in fiscal year

2016, it is projected to remain constant from fiscal year 2017 through the end of the projection
period in fiscal year 2024 (Table 12).
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Table 12
UC Behavioral Health’s Historical and Projected Market Share
Geriatric Psychiatric
FY2015 - FY2024

Historical Projected % Change
FY2015 FY2016 | FY2017 FY2018 FY2019 FY2020 FY2021 FY2022 FY2023 FY2024 FY16-FY24

Market Share

Geriatric
18-64 35.1% 48.9%| 48.9% 48.9%  48.9% 48.9%  48.9% 48.9%  48.9% 48.9%
%Change -1.8% 39.3% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0%
65+ 23.0% 23.7% 23.7% 23.7% 23.7% 23.7% 23.7% 23.7% 23.7% 23.7%
%Change -10.6% 2.9% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0%

b. UC Behavioral Health Non-Geriatric Program Market Share

UC Behavioral Health’s market share, as measured by non-geriatric psychiatric
discharges at HMH and Union Hospital, declined in fiscal year 2015, but then increased in fiscal
year 2016. The increase in fiscal year 2016 is expected to continue in fiscal year 2017 based on
partial year actual utilization. Market share is projected to remain constant through fiscal year
2024 (Table 13).

Table 13
UC Behavioral Health’s Historical and Projected Market Share
Non-Geriatric Psychiatric
FY2015 - FY2024

Historical Projected % Change
FY2015 FY2016 | FY2017 FY2018 FY2019 FY2020 FY2021 FY2022 FY2023 FY2024 FY16-FY24

Market Share
Non-Geriatric

18-64 12.2%  12.1%| 128% 12.8% 128%  12.8% 12.8% 128% 12.8% 12.8%
%Change -1.8% -0.5% 5.8% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 5.8%
65+ 10.2%  12.9%| 13.6% 13.6% 13.6% 13.6% 13.6% 13.6% 13.6%  13.6%
%Change 28.7%  26.5% 5.4% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 5.4%

6. Out-of-Service Area Discharges

a. UC Behavioral Health Geriatric Program Out-of-Service Area
Discharges

UC Behavioral Health’s geriatric program out-of-service area discharges, measured by
discharges at HMH and Union Hospital, declined in fiscal years 2015 and 2016 as a percentage
of total discharges, but is expected to level off and remain constant through fiscal year 2024
(Table 14).

43
#591732



Table 14
UC Behavioral Health’s Out-of-Service Area Discharges % of Service Area Discharges
Geriatric Psychiatric
FY2015 - FY2024

Historical Projected % Change
FY2015 FY2016 | FY2017 FY2018 FY2019 FY2020 FY2021 FY2022 FY2023 FY2024 FY16-FY24
Out-of-Service Area Discharges % of Service Area Discharges
Geriatric

18-64 6.7% 5.1% 5.1% 5.1% 5.1% 5.1% 5.1% 5.1% 5.1% 5.1%
%Change -7.0% -1.5% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0%

65+ 11.3% 8.5% 8.5% 8.5% 8.5% 8.5% 8.5% 8.5% 8.5% 8.5%
%Change -7.0% -1.5% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0%

b. UC Behavioral Health Non-Geriatric Program Out-of-Service Area
Discharges

UC Behavioral Health’s non-geriatric program out-of-service area discharges, measured
by discharges at HMH and Union Hospital, declined in fiscal years 2015 and 2016 as a
percentage of total discharges, but is expected to level off and remain constant through fiscal
year 2024 (Table 15).

Table 15
UC Behavioral Health’s Out-of-Service Area Discharges % of Service Area Discharges
Non-Geriatric Psychiatric
FY2015 - FY2024

Historical Projected % Change
FY2015 FY2016 | FY2017 FY2018 FY2019 FY2020 FY2021 FY2022 FY2023 FY2024 FY16-FY24
Out-of-Service Area Discharges % of Service Area Discharges
Non-Geriatric
18-64 22.1%  18.6%| 186% 18.6% 18.6% 18.6% 18.6%  18.6% 18.6%  18.6%
%Change -6.2% -3.5% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0%
65+ 12.0% 6.5% 6.5% 6.5% 6.5% 6.5% 6.5% 6.5% 6.5% 6.5%
%Change 4.6% 5.5% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0%

7. Inpatient Psychiatric Discharges

In fiscal year 2016, the combined psychiatric discharges at HMH and Union Hospital
increased by 1.0%, but then declined by 5.0% in fiscal year 2017. As a result of population
health initiatives, psychiatric discharges are projected to continue to decline by 5.6% per year
between fiscal years 2018 and 2021.

Additionally, UC Behavioral Health will be capable of safely and effectively treating
certain patients with co-occurring medical diagnoses. As a result, UM UCH anticipates that
certain patients, particularly geriatric patients, who suffer from co-occurring medical and
behavioral health diagnoses and who currently receive treatment in MSGA units, will be
candidates for admission to UC Behavioral Health. With the opening of UC Behavioral Health
in fiscal year 2022, patients admitted to UC Behavioral Health who are diagnosed with co-
occurring medical diagnoses will receive a medical assessment and follow-up during their
course of treatment by a medicine specialist (e.g. internist, hospitalist) dedicated to serving the
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inpatient behavioral health units. The medicine specialist will work closely with the inpatient unit
psychiatrist/psychiatric nurse practitioner to ensure an integrated treatment approach. Having
this medicine specialist will enable UC Behavioral Health to annually capture approximately 150
patients suffering from co-occurring medical and behavioral health diagnoses who had
previously been treated in MSGA units at HMH, UCMC, and Union Hospital.

Even with these projected utilization increases in fiscal year 2022, total psychiatric
discharges are projected to decline by 15.1% between fiscal years 2016 and 2024 (Table 16).

Table 16
UC Behavioral Health’s Historical and Inpatient Psych Discharges
FY2015 - FY2024

Historical Projected % Change
FY2015 FY2016 | FY2017 FY2018 FY2019 FY2020 FY2021 FY2022 FY2023 FY2024 FY16-FY24

Inpatient - Discharges

HMH 1,222 1,230 1,172 1,106 1,044 986 931

UHCC 628 638 602 568 536 506 478

UC Behavioral Health
Geriatric - - - - - - - 165 170 175
Non-Geriatric - - - - - - 1,402 1,407 1,411

Total 1,850 1,868 1,774 1,674 1,580 1,492 1,408 1,567 1,576 1,586 -15.1%
% Change 1.0% -5.0% -5.6% -5.6% -5.6% -5.6% 11.3% 0.6% 0.6%

8. UC Behavioral Health Average Length of Stay

The average length of stay (“ALOS”) of adult psychiatric patients at HMH is projected to
remain constant at 6.10 days between fiscal years 2016 and 2018 before growing to 6.44 in
between fiscal years 2019 and 2020. The projected increase in ALOS results from a projected
shift of short one and two day inpatient admissions to the outpatient setting with the
establishment of HMH’s partial hospitalization program commencing in fiscal year 2019.
Because there will be fewer short stay admissions, the ALOS for adult psychiatric admissions
will necessarily increase. The ALOS is then projected to remain constant until the opening of
UC Behavioral Health, which will also offer a partial hospitalization program.

Beginning with its projected opening in fiscal year 2022, UC Behavioral Health will have
two adult psychiatric inpatient programs to treat both geriatric and non-geriatric patients.
Patients treated in the geriatric program will require more services and have a longer average
length of stay of 20.67 days. This longer length of stay reflects the ALOS for geriatric
psychiatric patients at Sheppard and Enoch Pratt Hospital in fiscal year 2016. Separating the
geriatric patients with longer lengths of stay, reduces the projected ALOS for patients treated in
the non-geriatric program to 6.24 days. The ALOS for both the geriatric and non-geriatric
programs will remain constant from fiscal year 2022 through the end of the projection period
(Table 17).
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Table 17
UC Behavioral Health’s Historical and Projected Inpatient Psych ALOS
FY2015 - FY2024

Historical Projected
FY2015 FY2016 FY2017 FY2018 FY2019 FY2020 FY2021 FY2022 FY2023 FY2024
ALOS (days)
HMH 5.62 6.10 6.10 6.10 6.44 6.80 6.80
UC Behavioral Health
Geriatric 20.67 20.67 20.67
Non-Geriatric 6.24 6.24 6.24

9. UC Behavioral Health Occupancy

UC Behavioral Health’s inpatient bed occupancy was conservatively projected at 85%
which is consistent with the outdated State Health Plan for Psychiatric Services, COMAR
10.24.07 (Need Projection Methodology (A)(7)), and much higher than the jurisdictional

minimum occupancy standard of 70% applicable to MSGA beds with an average daily census of
between 0-49 inpatients.

10. UC Behavioral Health Bed Need

At 85% occupancy, UC Behavioral Health’s geriatric unit is expected to drive a need for
11 beds in fiscal year 2022 growing to 12 beds in fiscal year 2024. The non-geriatric unit is
projected to drive a need for 28 beds with the opening of the new facility in fiscal year 2022
through the end of the projection period in fiscal year 2024 (Table 18).

Table 18
UC Behavioral Health Projected Inpatient Psych Bed Need
FY2022 - FY2024

Projected
FY2022 FY2023 FY2024
Bed Need
Geriatric 11 11 12
Non-Geriatric 28 28 28
Total 39 39 40
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10.24.01.08G(3)(c). Availability of More Cost-Effective Alternatives.

The Commission shall compare the cost effectiveness of the proposed project with the
cost effectiveness of providing the service through alternative existing facilities, or
through an alternative facility that has submitted a competitive application as part of a
comparative review.

INSTRUCTIONS: Please describe the planning process that was used to develop the proposed
project. This should include a full explanation of the primary goals or objectives of the project or
the problem(s) being addressed by the proposed project. The applicant should identify the
alternative approaches to achieving those goals or objectives or solving those problem(s) that
were considered during the project planning process, including:

a) the alternative of the services being provided through existing facilities;
b) or through population-health initiatives that would avoid or lessen hospital admissions.

Describe the hospital’s population health initiatives and explain how the projections and
proposed capacities take these initiatives into account.

For all alternative approaches, provide information on the level of effectiveness in goal or
objective achievement or problem resolution that each alternative would be likely to achieve and
the costs of each alternative. The cost analysis should go beyond development costs to
consider life cycle costs of project alternatives. This narrative should clearly convey the
analytical findings and reasoning that supported the project choices made. It should
demonstrate why the proposed project provides the most effective method to reach stated
goal(s) and objective(s) or the most effective solution to the identified problem(s) for the level of
costs required to implement the project, when compared to the effectiveness and costs of
alternatives, including the alternative of providing the service through existing facilities, including
outpatient facilities or population-based planning activities or resources that may lessen hospital
admissions, or through an alternative facility that has submitted a competitive application as part
of a comparative review.

Applicant Response:
A. Planning Process for the Proposed Project and Alternatives Considered

HMH has been serving Havre de Grace and the surrounding community with acute
medical inpatient and behavioral health, outpatient, surgical, and emergency services for more
than 100 years. Portions of HMH’s current physical plant date to 1943 with most of the facility
having been constructed between 1958 and 1972. While UM UCH has invested significant
operational and capital resources over the years to renovate and maintain the facility, the
physical structure of the building is well beyond its useful life, has numerous infrastructure
issues, is cost prohibitive to maintain for the long-term, and would require significant capital
expenditures for a partial or full renovation of the facility. Renovation and expansion
opportunities are also constrained by the nine acre site in downtown Havre de Grace, which is
surrounded by existing developed parcels.

Over the past decade, UM UCH has considered many alternatives to the transformation
and modernization of HMH to improve access and services to the community it serves and to
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better serve the populations of Harford and Cecil Counties within an integrated health delivery
system. The proposed project involves construction of a new specialty psychiatric hospital at the
UC Medical Campus at Havre de Grace coupled with consolidation of Union Hospital's acute
inpatient psychiatric beds, with Union Hospital maintaining outpatient behavioral health services
on its campus. Also planned at the same time as the proposed project, UM UCH proposes to
develop a freestanding medical facility on the UC Medical Campus at Havre de Grace and
relocate other acute inpatient services from HMH to UCMC.

The primary alternatives to the proposed project included:
1. Partial and/or full renovation and expansion of HMH;

2. Relocation of HMH’s acute inpatient psychiatric beds and outpatient services to
UCMC, with UM UCH developing a freestanding medical facility on the UC Medical
Campus at Havre de Grace. Under this alternative, Union Hospital would maintain
its acute psychiatric beds. HMH would also transfer MSGA beds to UCMC; and

3. Maintaining all behavioral health services on the HMH campus and relocating
emergency services to a freestanding medical facility and relocating acute inpatient
and surgical services to UCMC’s campus. Under this alternative, Union Hospital
would also maintain its acute psychiatric beds.

The following four objectives were broadly considered when evaluating each of the three
alternatives. The overarching and primary objective — to maintain access to health care
services for residents of UM UCH’s service area — is not listed. Alternatives that did not
accomplish this overarching and primary objective, such as simply closing HMH, were rejected
without further analysis.

a. Coordination of health care services across the continuum of hospital systems in
Northeastern Maryland to improve efficiency, patient outcomes, and reduce
redundancy of clinical care services;

b. Reduction in the total per capita health care expenditures for service area residents
by reducing unnecessary acute care hospital utilization;

c. Efficient use of capital expenditures; and

d. Establishment of modern, innovatively designed facilities with future expansion
capability.

1. Alternative 1 - Partial and/or Full Renovation and Expansion of UM HMH

In 2006, UM UCH engaged an architect and construction management company to
determine the feasibility of renovating HMH. There were several key findings from this
engagement.

a. Coordination of health care services across the continuum

Coordination of care across the continuum would not be improved; it could only be
maintained.
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b. Reduction in the total per capita health care expenditures for service
area_residents by reducing unnecessary acute care hospital
utilization.

Under Alternative 1, total per capita health care expenditures would increase due to the
need for rate increases from the HSCRC to support the capital costs and increased depreciation
and interest expenses. Further, Union Hospital's low acute psychiatric census renders
continued provision of acute, inpatient psychiatric services inefficient and Alternative 1 did not
address this factor.

c. Efficient use of capital expenditures.

UM UCH determined renovation of HMH (Alternative 1) would not result in the efficient
use of capital expenditures. First, the operating rooms and radiology suite could not be
renovated, primarily due to shallow, nine foot-six inch floor-to-slab height in core which would
not allow modern equipment, lighting, and HVAC. As a consequence, the operating rooms and
radiology suite would need to be reconstructed elsewhere on the HMH campus, which space is
limited due to existing developed parcels surrounding HMH.

The existing emergency department is obsolete and lacking patient privacy. As a result,
current patient flow is inefficient. Due to HMH’s existing configuration, HMH’s emergency
department could not be expanded absent significant relocation of other services and is further
constrained by HMH’s limited campus expansion possibilities.

Several parts of the building would require costly asbestos abatement in any renovation
project. Further, several areas of the hospital would need to be upgraded to current life safety
standards. Renovation would also require significant upgrades to the HVAC and electrical
systems.

All of the acute and psychiatric beds are semi-private and many of the patient rooms
have not been updated in several decades. Converting these rooms to private rooms in
accordance with today’s standards would be costly and require a complete bed tower
renovation.

While the capital cost associated with a renovating and constructing new space at HMH
varied based on the scope of construction and renovation, the cost of bringing the entire facility
to modern standards is estimated to be $239.3 million (updated to a midpoint of construction in
2020). The project scope included new operating rooms, a new radiology suite, infrastructure
upgrades and emergency department renovations (Table 19).
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Table 19
Estimated HMH Renovation Costs

Total (in
Description Millions)
Bed Tower Renovations (total 107
beds): $152.7
3rd - 4th floor for complete
renovation for private rooms
Improved and relocated Central
Sterile Supply, Pharmacy, and Lab
ED Renovation/Data Center
Relocation $5.2
New OR Suite $16.2
New Radiology $15.1
Critical infrastructure upgrades $6.2
Surface Parking Addition $0.5
Demolition $1.2
Subtotal $201.1
Financing Cost (19%) $38.2
Total $239.3

d. Modern, innovatively designed facilities with future expansion
capability.

Because Alternative 1 considered renovation of the existing building, the innovation
potential was limited by the existing infrastructure. Furthermore, the extensive renovation
required for this alternative would have been disruptive to HMH’s ability to provide patient care
services during the renovation. Future expansion, though limited, would be possible on the site.

2. Alternative #2 - Relocate HMH’s Acute Inpatient Psychiatric Beds and
Outpatient Services and MSGA Beds to UCMC, Develop a New FMF on
UCH Havre de Grace Campus, and Maintain Union Hospital’s Inpatient
Acute Care Psychiatric Beds.

UM UCH evaluated the relocation of HMH'’s behavioral health services to UCMC’s
campus in Bel Air. In this scenario, Union Hospital would maintain its acute psychiatric beds.
While UCMC would build a two-level expansion to house MSGA beds transferred from HMH.
There were several key findings.
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a. Coordination of health care services across the continuum

Coordination of care across the continuum would not be improved through Alternative 2.
UCMC’s campus lacks adequate contiguous space to the inpatient psychiatric beds for existing
and proposed new behavioral health outpatient programs would make the program inefficient.

b. Reduction in the total per capita health care expenditures for service
area_residents by reducing unnecessary acute care hospital
utilization.

Alternative 2 would increase the cost of care in the community due to the need for a rate
increase from the HSCRC to support the increased capital costs and depreciation and interest
expenses. Additionally, a new psychiatric unit at UCMC would not provide the Maryland health
care system with cost savings. And again, Union Hospital’'s low acute psychiatric census
renders continued provision of acute, inpatient psychiatric services inefficient and Alternative 2
did not address this factor.

c. Efficient use of capital expenditures.

Relocation of both acute and outpatient behavioral health services as well as MSGA
services from HMH to UCMC could not be accommodated in a three-level expansion above the
Kaufman Cancer Center. Rather, there would need to be two separate expansion projects at
UCMC. A two-level addition above the Kaufman Cancer Center, projected to cost $70,479,695,
would house MSGA beds transferred from HMH to UCMC. A separate expansion above one of
UCMC’s existing patient bed towers would house acute and outpatient behavioral health
services. This additional expansion is projected to cost $83 million. Finally, the development of
the FMF as a stand-alone facility would cost $58,259,844 because project site costs would not
be shared with another facility.

The cumulative effect of relocating inpatient MSGA beds, relocating psychiatric beds,
and growing existing and needed outpatient services on UCMC’s campus along with the
projected volume of 13,638 behavioral health outpatient visits would trigger the need for a new
parking garage. The projected costs above do not include additional costs associated with
construction of a new parking garage.

d. Modern, innovatively designed facilities with future expansion
capability

The new construction at UCMC that would be required for Alternative 2 would allow for
modern design. It would, however, further limit the ability to expand on the UCH campus, which
is already limited.

3. Alternative #3 - Maintain All Behavioral Health Services on the UC-HMH
Campus and Relocate Both Emergency Service to a Free Standing FMFE
and Acute Inpatient Services to UCMC’s Campus. UHCC Would Maintain
Its Psychiatric Beds in Elkton, Maryland.

UM UCH also evaluated maintaining all behavioral health services on the HMH campus
and relocating both emergency service to a freestanding medical facility and acute inpatient and

51
#591732



surgical services to UCMC’s campus. Under this alternative, Union Hospital would maintain its
acute psychiatric beds. There were several key findings.

a. Coordination of health care services across the continuum

Coordination of care across the continuum would not be improved; it would only be
maintained.

b. Reduction in the total per capita health care expenditures for service
area residents by reducing unnecessary acute care hospital
utilization.

Under Alternative 3, there would be major operational cost inefficiencies created by the
duplication of overhead and support services on multiple campuses and UM UCH’s overall
financial performance would suffer as a result of these inefficiencies. There would also be a
need for ongoing and incremental capital expenditures associated with the need to maintain the
aging HMH facility. Overall, these inefficiencies and costs would lead to an increase the cost of
care in the community due to the need for a rate increase from the HSCRC to support the
increased capital costs and associated depreciation and interest expenses.

As with Alternatives 1 and 2, Alternative 3 also did not address Union Hospital's low
acute psychiatric census, which renders continued provision of acute, inpatient psychiatric
services inefficient.

Finally, maintaining behavioral health services at HMH would not provide Maryland
health system savings.

c. Efficient use of capital expenditures.

UM UCH determined that it would be too costly to construct only a freestanding medical
facility on the UHC Medical Campus at Havre de Grace due to extensive site acquisition and
development costs being allocated to just one service.

Moreover, Alternative 3 would require extensive capital expenditures to renovate HMH’s
existing psychiatric unit and to accommodate expansion of outpatient services. Total capital
expenditures were estimated to be $65.6 million at HMH, plus $58,259,844 for the freestanding
medical facility to be located at the UHC Medical Campus at Havre de Grace as a stand-alone
facility, plus $70,479,695 for a two-level expansion above the Kaufman Cancer Center at UCMC
to house MSGA beds transferred from HMH.

d. Modern, innovatively designed facilities with future expansion
capability

The freestanding medical facility would be able to be innovatively designed. Even with
the significant renovation at HMH, however, any future designs would be limited by the existing
infrastructure without undertaking significantly more new construction and renovations. There
would be room for expansion at UHC Medical Campus at Havre de Grace and, potentially,
expansion capability at HMH if the vacated space at the hospital could be re-purposed (at even
more cost). As said previously, however, the existing building infrastructure has outlived its
useful life.
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4, Alternative #4 - Consolidate  HMH’s and Union Hospital’s Acute
Psychiatric Beds into_a New Special Psychiatric Hospital with _Union
Hospital Maintaining Outpatient Behavioral Health Services, Construct a
Freestanding Medical Facility on the UC Medical Campus at Havre de
Grace, and Relocate MSGA beds from HMH to UCMC.

UM UCH evaluated a new UC Havre de Grace Medical Campus that would include a
freestanding medical facility (“FMF”) and a special psychiatric hospital. There were several key
findings.

a. Coordination of health care services across the continuum

UM UCH determined that Alternative 4 (which includes the proposed project) will result
in improved care coordination across the continuum of hospitals in Northeastern Maryland. UM
UCH and Union Hospital have established a two-county behavioral health joint venture that will
oversee the distribution of all behavioral health services in Harford and Cecil Counties. The new
special psychiatric hospital will be centrally located within this region and between the two
remaining acute general hospitals in the service area — UCMC and Union Hospital. This will
lead to better patient access, better service to the populations of Cecil and Harford Counties,
and improve behavioral health service provider recruitment and retention. Alternative 4 is the
only alternative which addresses Union Hospital's low acute psychiatric census, which renders
continued provision of acute, inpatient psychiatric services inefficient.

b. Reduce the total per capita health care expenditures for service area
residents by reducing unnecessary acute care hospital utilization.

A new special psychiatric hospital would provide Maryland system saving of $3.1 million
annually due to the special psychiatric hospital’s reimbursement being based on the Medicare
prospective payment system and a reduction in rates for Medicaid utilization. Pending an
agreement with the HSCRC regarding distribution of HMH’s global budget revenue, an increase
in rates from the HSCRC will not be required under Alternative 4, which includes the proposed
project.

c. Efficient use of capital expenditures.

Alternative 4 provides for an efficient use of capital expenditures. The new special
psychiatric hospital projected capital cost is $56,265,809.

The new FMF will cost $51,962,824. The FMF would cost approximately $6,972,020 less
if built as a stand-along facility because project site work and other costs can be shared with
another facility.

The three-level expansion at UCMC with one floor of shell space will cost $74,379,294.

d. Modern, innovatively designed facilities with future expansion
capability

Alternative 4 — which includes the proposed project — allows for both modern,
innovatively designed facilities and future expansion of services. The new special psychiatric
hospital will offer expanded inpatient psychiatric services including a new dedicated geriatric

53
#591732



psychiatric unit as well as expanded and new outpatient behavioral health programs. This would
include an expanded outpatient psychiatric clinic and intensive outpatient services and a new
partial hospitalization program. Further, there is room for future expansion of the UC Medical
Campus at Havre de Grace.

With respect to the relocation of MSGA beds from HMH to UCMC, construction of one
shelled floor allows for the future expansion of Kaufman Cancer Center services.

Based on these factors it was determined that a new special psychiatric hospital and
freestanding medical facility at UC Medical Campus at Havre de Grace was the most efficient
use of capital, provided the most savings to the public for the Havre de Grace Community and
all of UCH’s service area, and was able to best achieve each of UM UCH'’s objectives, including
the overarching and primary objective of maintaining access to health care services for
residents of UM UCH’s service area.

Table 20 below summarizes how UCH evaluated the performance of each of the
alternatives relative to the four objectives, scoring each in from 0-5.

Table 20
Ranking of the Alternatives

Coordination of

health care Reduce the total Innovatively designed
services across per capita health Efficient use of facilities with future
the continuum care expenditures | capital expenditures | expansion capability | Total

1. Partial and/or Full
Renovation and Expansion 3 0 0 3 6
of UM HMH ($239.3M)

2. Relocate UM HMH’s
Acute Inpatient Psychiatric
Beds and Outpatient
Services to UM UCMC and
Maintain UHCC'’s Inpatient
Acute Care Psychiatric Beds.
New FMF on Bulle Rock Site
and Two Story Expansion at
UCMC to house MSGA
beds. ($211.7M)

3. Maintain All Behavioral
Services on the UC-HMH
Campus and Relocate Both
Emergency Service to a Free
Standing FMF and Acute
Inpatient and Surgical 3 0 3 3 9
Services to UCMC'’s
Campus. UHCC Would
Maintain Its Psychiatric Beds
in Elkton, Maryland
($194.3M)

4. Construct a New Specialty
Psychiatric Hospital and
FMF on the Bulle Rock Site
and Relocate UHCC'’s Acute
Inpatient Psychiatric Beds to
a New Specialty Psychiatric 5 5 5 4 19
Hospital with UHCC
Maintaining Outpatient
Behavioral Health Services
in Elkton, Maryland.
($182.6M)
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B. Marshall Valuation Service Analysis

The construction cost of the proposed facility is reasonable. The following compares the
project costs to the Marshall Valuation Service (“MVS”) benchmark.

I. Marshall Valuation Service
Valuation Benchmark

Type Hospital
Construction Quality/Class Good/A
Stories 1
Perimeter 1,595
Average Floor to Floor Height 17.0
Square Feet 66,840
fA Average floor Area 66,840

A. Base Costs

Basic Structure $365.78
Elimination of HVAC cost for adjustment 0
HVAC Add-on for Mild Climate 0
HVAC Add-on for Extreme Climate 0
Total Base Cost $365.78
Adjustment for
Departmental
Differential Cost
Factors 0.98
Adjusted Total Base Cost $359.59
B. Additions
Elevator (If not in base) $0.00
Other $0.00
Subtotal $0.00
Total $359.59
C. Multipliers
Perimeter Multiplier 0.908922388
Product $326.84
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Height Multiplier
Product

Multi-story Multiplier
Product

D. Sprinklers
Sprinkler Amount
Subtotal

E. Update/Location Multipliers
Update Multiplier
Product

Location Multipier
Product

Calculated Square Foot Cost Standard

1.12
$364.43

1.000

$364.43

$3.14
$367.57

1.03

$378.60

1.01
$382.38

$382.38

The MVS estimate for this project is impacted by the Adjustment for Departmental
Differential Cost Factor. In Section 87 on page 8 of the Valuation Service, MVS provides the
cost differential by department compared to the average cost for an entire hospital. The
calculation of the average factor is shown below.

Cost
MVS Department | MVS Differential | Factor X
Department/Function BGSF Name Cost Factor SF
ACUTE PATIENT CARE
Inpatient Care Services 37,115 | Inpatient Unit 1.06 39,342
Outpatient
Outpatient Care Services 14,901 | Department 0.99 14,752
Storage and
Receiving 469 | Refrigeration 1.6 751
Mechanical
Equipment and
Maintenance 1,000 | Shops 0.7 700
Maintenance Staff Lounge and Lockers 288 | Employee Facilities 0.8 230
Nursing Staff Lounge and Lockers 323 | Employee Facilities 0.8 258
Provider Staff Lounge and Lockers 632 | Employee Facilities 0.8 506
Provider Offices 570 | Offices 0.96 547
Housekeeping 374 | Housekeeping 1.31 490
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Cost
MVS Department | MVS Differential | Factor X
Department/Function BGSF Name Cost Factor SF
Storage and
Storage 964 | Refrigeration 1.6 1,542
Mechanical
Equipment and
Mechanical 2,851 | Shops 0.7 1,996
Public Dining 681 | Dining Room 0.95 647
Public Toilets 251 | Public Space 0.8 201
Public Conf 705 | Public Space 0.8 564
Internal Circulation,
Shared Circulation 3,251 | Corridors 0.6 1,951
Shared Exterior Walls 559 | Unassigned Areas 0.5 280
Exterior Walls 1,906 | Unassigned Areas 0.5 953
TOTAL 66,840 0.983079764 65,709

1. Cost of New Construction

A. Base Calculations Actual
Building $19,948,816
Fixed Equipment In Building
Site Preparation $4,988,255
Architectual Fees $2,362,640
Permits $343,850

Capitalized Construction Interest
Subtotal

Per Sq. Foot
$298.45
$0.00
$74.63
$35.35
$5.14

Calculated Below Calculated Below
$27,643,560

$413.58

However, as related below, this project includes expenditures for items not included in

the MVS average.

B. Extraordinary Cost Adjustments

Project

Costs
Site Demolition Costs $998,221
Storm Drains $690,669
Rough Grading $698,145
Hillside Foundation $0
Paving $741,935
Exterior Signs $100,000
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B. Extraordinary Cost Adjustments

Associated

Project Cap Interest

Costs & Loan Place.
Landscaping $479,061 Site
Walls $60,018 Site
Yard Lighting $76,390 Site
Other (Specify/add rows if needed) $0 Site
Sediment Control & Stabilization $122,166 Site
Helipad Site
Water Storage Tank $368,872 Site
Water Booster Station $252,720 Site
Premium for Minority Business Enterprise Requirement $71,761 Site
Canopy $85,000 Building $22,057
Exterior high impact glazing and integral blinds $217,167 Building $56,354
Interior premiums $400,832 Building $104,015
Fire protection premiums $57,063 Building $14,808
Plumbing premiums $123,719 Building $32,105
HVAC premiums $45,845 Building $11,897
Electrical premiums $203,352 Building $52,769
Pneumatic tube $300,000 Building $77,849
Premium for Minority Business Enterprise Requirement $276,331 Building $71,707
Jurisdictional Hook-up Fees $213,850 Permits
Total Cost Adjustments $6,583,117  26.0% $443,562

Associated Capitalized Interest and Loan Placement Fees should be excluded from the
comparison for those items which are also excluded from the comparison. Since only
Capitalized Interest and Loan Placement fees relating to the Building costs are included in the
MVS analysis, we have only eliminated them for the Extraordinary Costs that are in the Building
cost item. This was calculated as follows, using the Canopy as an example:

(Cost of the Canopy/Building Cost) X (Building related Capitalized Interest and Loan Placement
Fees).

2. Explanation of Extraordinary Costs

Below are the explanations of the Extraordinary Costs that are not specifically mentioned
as not being in contained in the MVS average costs in the MVS Guide (at Section 1, Page 3) but
that are specific to this project and would not be in the average cost of a hospital project.
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a. Exterior enclosure

Because this is a Psychiatric hospital, all exterior windows will be high impact tempered,
laminated glazing with integral window blinds that protect the inpatients from breaking the glass
or using the blinds to harm themselves.

b. Interior construction

Because this is a Psychiatric hospital, all patient areas will be designed with anti-ligature,
tamper and vandal resistant features including: specialty door hardware, continuous hinges,
grab bars and handles that are non-pass through. Walls will be constructed of high impact
drywall. Interior glazing will also consist of high impact tempered, laminated glass. All patient
room ceiling will be high and constructed of drywall in lieu of lower acoustical ceilings.

c. Fire Protection

Because this is a Psychiatric hospital, all sprinkler heads will be concealed anti-ligature,
tamper and vandal resistant.

d. Plumbing

Because this is a Psychiatric hospital, all patient area plumbing fixtures will be anti-
ligature, tamper and vandal resistant. All med gas outlets require locked box covers.

e. HVAC

Because this is a Psychiatric hospital, all ceiling diffusers will be anti-ligature, tamper
and vandal resistant.

f. Electrical

Because this is a Psychiatric hospital, all patient areas will have light fixtures and
electrical outlets that are anti-ligature, tamper and vandal resistant.

g. Premium for Minority Business Enterprise Requirement

UM UCH projects include a premium for Minority Business Enterprises that would not be
in the average cost of hospital construction. This premium was conservatively projected to be
1.5%.

Eliminating all of the extraordinary costs reduces the project costs that should be
compared to the MVS benchmark.
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Adjusted Per

C. Adjusted Project Cost Project Costs  Square Foot
Building $18,239,507 $272.88
Fixed Equipment $0.00
Site Preparation $328,296 $4.91
Architectual Fees $2,362,640 $35.35
Permits $130,000 $1.94
Subtotal $21,060,443 $315.09
Capitalized Construction Interest $4,733,109 $70.81
Total $25,793,552 $385.90

Building associated Capitalized Interest and Loan Placement Fees were calculated as
follows:

Hospital New Renovation Total

$19,948,81
Building Cost 6 $0

$27,643,56
Subtotal Cost (w/o Cap Interest) 0 $0 $27,643,560

Loan
Placement

Subtotal/Total 100.0% 0.0% Cap Interest Fees Total
Total Project Cap Interest &Loan
Place.
[(Subtotal Cost/Total Cost) X $7,173,43
Total Cap Interest & Loan Place.] $7,173,438 $0 $6,896,471 $276,967 8
Building/Subtotal 72.2% 0%
Building Cap Interest & Loan Place. $5,176,670 $0
Associated with Extraordinary Costs $443,562

Applicable Cap Interest & Loan Place. $4,733,109

As noted below, the project’s cost per square foot is only $3.52 (0.92%) above the MVS
benchmark.

MVS Benchmark $382.38

The Project $385.90
Difference $3.52
0.92%
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10.24.01.08G(3)(d). Viability of the Proposal.

The Commission shall consider the availability of financial and nonfinancial resources,
including community support, necessary to implement the project within the time frames
set forth in the Commission's performance requirements, as well as the availability of
resources necessary to sustain the project.

INSTRUCTIONS: Please provide a complete description of the funding plan for the project,
documenting the availability of equity, grant(s), or philanthropic sources of funds and
demonstrating, to the extent possible, the ability of the applicant to obtain the debt financing
proposed. Describe the alternative financing mechanisms considered in project planning and
provide an explanation of why the proposed mix of funding sources was chosen.

e Complete applicable Revenues & Expenses (Tables G, H, J and K as applicable), and
the Work Force information (Table L) worksheets in the CON Table Package, as
required. Instructions are provided in the cover sheet of the CON package. Explain how
these tables demonstrate that the proposed project is sustainable and provide a
description of the sources and methods for recruitment of needed staff resources for the
proposed project, if applicable.

o Describe and document relevant community support for the proposed project.

¢ Identify the performance requirements applicable to the proposed project and explain
how the applicant will be able to implement the project in compliance with those
performance requirements. Explain the process for completing the project design,
contracting and obtaining and obligating the funds within the prescribed time frame.
Describe the construction process or refer to a description elsewhere in the application
that demonstrates that the project can be completed within the applicable time frame.

¢ Audited financial statements for the past two years should be provided by all applicant
entities and parent companies.

Applicant Response:

The proposed project and as well as the other capital projects for which UM UCH and its
constituent hospitals have sought approval from the Commission will be funded through a
combination of $6,000,000 in operating cash, interest earned on bond proceeds of $2,908,675,
and $184,750,000 in tax exempt bonds. The bonds are anticipated to be issued in fiscal year
2019 through the University of Maryland Medical System.

Tables G, H, and L are attached at Exhibit 1. The assumptions for each Table are
included in Exhibit 1.

The community is supportive of the proposed project. Letters of support are attached as
Exhibit 10. UM UCH has submitted the most recent, audited, consolidated financial statements
of the University of Maryland Medical System at Exhibit 11.

As set forth in the Project Schedule, the proposed project complies with performance
requirements set forth at COMAR 10.24.01.12(C)(3).
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10.24.01.08G(3)(e). Compliance with Conditions of Previous Certificates of Need.

An applicant shall demonstrate compliance with all terms and conditions of each
previous Certificate of Need granted to the applicant, and with all commitments made
that earned preferences in obtaining each previous Certificate of Need, or provide the
Commission with a written notice and explanation as to why the conditions or
commitments were not met.

INSTRUCTIONS: List all of the Certificates of Need that have been issued to the applicant or
related entities, affiliates, or subsidiaries since 2000, including their terms and conditions, and
any changes to approved CONs that were approved. Document that these projects were or are
being implemented in compliance with all of their terms and conditions or explain why this was
not the case.

Applicant Response:

UM UCH and its affiliates have complied with all terms and conditions of Certificates of
Need issued since 2000.

On May 19, 2005, the Commission issued a CON authorizing UCMC to construct a
three-story addition. This CON did not include any conditions. Construction of the addition is
complete and this space is operational. On February 14, 2006, the Commission approved a
Modification Request seeking Commission approval to add one floor of shell space as the top
(fourth) floor of the addition approved on May 19, 2005. Two conditions were imposed in
conjunction with the CON; i.e., that UCMC not finish the shell space without obtaining
Commission approval and not seek an adjustment of rates that would include depreciation and
interest costs associated with the construction of the shell space unti UCMC obtains
Commission to fit-out that space. UCMC is in compliance with both conditions.

On November 15, 2007, the Commission issued a CON authorizing fit-out of the shell
space floor approved for construction in February 2006. This CON includes the two conditions
quoted below.

1. Any future change to the financing of this project involving adjustments in rates
set by the Health Services Cost Review Commission must exclude the cost
associated with the excess square footage of the new nursing units, which is
calculated to be $852,002, using the fully adjusted Marshall Valuation Service
estimated cost per square foot for the new construction; and

2. Any future change to the financing of this project involving adjustments in rates
set by the Health Services Cost Review Commission must exclude the
construction cost found to be in excess of the applicable Marshall Valuation
Service benchmark cost, which is calculated to be $434,670, using the fully
adjusted Marshall Valuation Service estimated cost per square foot for the new
construction (adjusted for the previous excess space cost adjustment).

In 2008, the shell space was fit out and UCMC has not applied for a rate increase in
conjunction with fit-out of the shell space floor.
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On Jun 11, 2009, the Commission issued a CON authorizing HMH to renovate hospital
space to add 16 MSGA beds as well to create family space and storage in a unit that formerly
housed 17 nursing home beds. This CON was granted without conditions and successfully
implemented the following year.

63
#591732



10.24.01.08G(3)(f). Impact on Existing Providers and the Health Care Delivery System.

An applicant shall provide information and analysis with respect to the impact of the
proposed project on existing health care providers in the health planning region,
including the impact on geographic and demographic access to services, on occupancy,
on costs and charges of other providers, and on costs to the health care delivery system.

INSTRUCTIONS: Please provide an analysis of the impact of the proposed project:

a) On the volume of service provided by all other existing health care providers that
are likely to experience some impact as a result of this project?;

b) On access to health care services for the service area population that will be
served by the project. (state and support the assumptions used in this analysis of the
impact on access);

C) On costs to the health care delivery system.

If the applicant is an existing hospital, provide a summary description of the impact of the
proposed project on costs and charges of the applicant hospital, consistent with the information
provided in the Project Budget, the projections of revenues and expenses, and the work force
information.

Applicant Response:

The opening of the proposed new facility in fiscal year 2022 will shift all of HMH’s and
Union Hospital's inpatient psychiatric patients to UC Behavioral Health. The proposed project
will not adversely affect utilization of acute psychiatric services at facilities other than HMH and
Union Hospital.

The proposed project will improve access to behavioral health services in the service
area by creating a hub-and-spoke model for the provision of outpatient behavioral health
services, with acute psychiatric services being centrally located between the two acute general
hospitals in the service area and outpatient services being delivered at all three location. This
project not only ensures access to behavioral health services in the service area but also will
improve patient handoffs across a continuum of providers, thereby leading to improved patient
outcomes and transitions back to the community. Moreover, centralizing the service area’s
acute behavioral health services will solve several regional behavioral health delivery issues,
including service provider recruitment and retention.

Pending final approval from the HSCRC regarding distribution of HMH’s global budget
revenue, the proposed project would also provide Maryland system saving of $3.1 million
annually due to the hospital’s reimbursement being based on the Medicare prospective payment
system and a reduction in rates for Medicaid utilization

2 please assure that all sources of information used in the impact analysis are identified and identify all the
assumptions made in the impact analysis with respect to demand for services, the relevant populations
considered in the analysis, and changes in market share, with information that supports the validity of these
assumptions.
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EXHIBIT 1



Name of Applicant:  University of Maryland Upper Chesapeake Health System, Inc.

Date of Submission: Friday, August 4, 2017
Applicants should follow additional instructions included at the top of each of the following worksheets. Please ensure all green fields (see above) are filled.

All applicants whose project impacts any nursing unit, regardless of project type or scope, must complete

Table A Physical Bed Capacity Before and After Project Table A

Table B Departmental Gross Square Feet All ar_)pllcants, regardless of project type or scope, must complete Table B for all departments and
functional areas affected by the proposed project.

Table C Construction Characteristics All applicants proposing new construction or renovation must complete Table C.

Table E Project Budget All applicants, regardless of project type or scope, must complete Table E.

Existing facility applicants must complete Table G. The projected revenues and expenses in Table G

RS RGeS & Banzeg, ke = =lle el should be consistent with the volume projections in Table F.

Applicants who propose to establish a new facility, existing facility applicants who propose a new service,
Table | Statistical Projections - New Facility or Service and applicants who are directed by MHCC staff must complete Table I. All applicants who complete this
table must also complete Tables J and K.

Applicants who propose to establish a new facility and existing facility applicants who propose a new
service and any other applicant that completes a Table | must complete Table K. The projected revenues
and expenses in Table K should be consistent with the projections in Tables | and J.

Revenues & Expenses, Inflated - New Facility or

Table K .
Service

_\



TABLE A. PHYSICAL BED CAPACITY BEFORE AND AFTER PROJECT

INSTRUCTIONS: Identify the location of each nursing unit (add or delete rows if necessary) and specify the room and bed count before and after the project in accordance with the definition of physical capacity noted below. Applicants should add
columns and recalculate formulas to address rooms with 3 and 4 bed capacity. NOTE: Physical capacity is the total number of beds that could be physically set up in space without significant renovations. This should be the maximum operating
capacity under normal, non-emergency circumstances and is a physical count of bed capacity, rather than a measure of staffing capacity. A room with two headwalls and two sets of gasses should be counted as having capacity for two beds, even if it
is typically set up and operated with only one bed. A room with one headwall and one set of gasses is counted as a private room, even if it is large enough from a square footage perspective to be used as a semi-private room, since
renovation/construction would be required to convert it to semi-private use. If the hospital operates patient rooms that contain no headwalls or a single headwall, but are normally used to accommodate one or more than one patient (e.g., for psychiatric
patients), the physical capacity of such rooms should be counted as they are currently used.

Before the Project

After Project Completion

i i Based on Physical Capacity . Based on Physical Capacity
Location | Licensed R c Location R c
Hospital Service (Floor/ Beds: com Count Bed C.ount Hospital Service (Floor/ oom -ount Bed C.ount
Wing)* 71/201_ | Pprivate |Semi-Private Total Physu‘:al Wing)* Private s?ml- Total Physu‘:al
Rooms Capacity Private Rooms Capacity
ACUTE CARE ACUTE CARE

General Medical/ Surgical* 0 0 General Medical/ Surgical* 0 0

0 0 0 0

0 0 0 0

0 0 0 0

0 0 0 0
SUBTOTAL Gen. Med/Surg* | sUBTOTAL Gen. Med/Surg”_ |
ICu/CcCuU 0 0 ICu/CcCcuU 0 0
Other (Specify/add rows as 0 0 0 0
needed)
TOTAL MSGA I TOTAL MSGA I
Obstetrics 0 0 Obstetrics
Pediatrics 0 0 Pediatrics
Psychiatric 0 0 Psychiatric 40 40 40
TOTAL ACUTE B 0 0 0 0 TOTAL ACUTE I « 0 40 40
NON-ACUTE CARE NON-ACUTE CARE
Dedicated Observation** 0 0 Dedicated Observation** 0 0
Rehabilitation 0 0 Rehabilitation 0 0
Comprehensive Care 0 0 Comprehensive Care 0 0
Other (Specify/add rows as 0 0 Other (Specify/add rows as 0 0
needed) needed)
TOTAL NON-ACUTE TOTAL NON-ACUTE
HOSPITAL TOTAL 0 0 0 0 0 HOSPITAL TOTAL 40 0 40 40

* Include beds dedicated to gynecology and addictions, if unit(s) is separate for acute psychiatric unit

** Include services included in the reporting of the “Observation Center”. Service furnished by the hospital on the hospital's promise, including use of a bed and periodic monitoring by the hospital's nursing or other staff, which are reasonable

and necessary to determine the need for a possible admission to the hospital as an inpatient; Must be ordered and documented in writing, given by a medical practitioner.




TABLE B. DEPARTMENTAL GROSS SQUARE FEET AFFECTED BY PROPOSED PROJECT

INSTRUCTION : Add or delete rows if necessary. See additional instruction in the column to the right of the table.

DEPARTMENT/FUNCTIONAL AREA

DEPARTMENTAL GROSS SQUARE FEET

To be Added Thru

Total After Project

Current New Construction To Be Renovated | To Remain As Is Completion
Inpatient Care Services 37,115 37,115
Outpatient Care Services 14,901 14,901
Receiving 469 469
Maintenance 1,000 1,000
Maintenance Staff Lounge and Lockers 288 288
Nursing Staff Lounge and Lockers 323 323
Provider Staff Lounge and Lockers 632 632
Provider Offices 570 570
Housekeeping 374 374
Storage 964 964
Mechanical 2,851 2,851
Public dining 681 681
Public Toilets 251 251
Public Conf 705 705
Shared Circulation 3,251 3,251
Shared Exterior Walls 559 559
Exterior Walls 1,906 1,906
Total 66,840 66,840




TABLE C. CONSTRUCTION CHARACTERISTICS

INSTRUCTION : If project includes non-hospital space structures (e.g., parking garges, medical office buildings, or
energy plants), complete an additional Table C for each structure.

NEW CONSTRUCTION | RENOVATION

BASE BUILDING CHARACTERISTICS

Check if applicable

Class of Construction (for renovations the class of the
building being renovated)*

ljl 1
Class A = =
Class B O O
Class C O O
Class D O O

Type of Construction/Renovation*

Low O O
Average O O
Good O
Excellent O O

Number of Stories

*As defined by Marshall Valuation Service

PROJECT SPACE

List Number of Feet, if applicable

Total Square Footage

Total Square Feet

Ground Floor

66,840

First Floor

Second Floor

Third Floor

Fourth Floor

Average Square Feet

66,914

Perimeter in Linear Feet

Linear Feet

Ground Floor

1,595

First Floor

Second Floor

Third Floor

Fourth Floor

Total Linear Feet

1,595

Average Linear Feet

1,595

Wall Height (floor to eaves)

Feet

Ground Floor

17

First Floor

17

Second Floor

Third Floor

Fourth Floor

Average Wall Height

17

OTHER COMPONENTS

Elevators List Number
Passenger
Freight

Sprinklers Square Feet Covered
Wet System 66,840
Dry System

Other Describe Type

Type of HVAC System for proposed project

VAV, Ducted return, AHUs with chilled and hot water

Type of Exterior Walls for proposed project

Masonry




TABLE D. ONSITE AND OFFSITE COSTS INCLUDED AND EXCLUDED IN MARSHALL VALUATION COSTS
INSTRUCTION: If project includes non-hospital space structures (e.g., parking garges, medical office buildings, or

energy plants), complete an additional Table D for each structure.

NEW CONSTRUCTION RENOVATION
COSTS COSTS

SITE PREPARATION COSTS 4,988,255

Normal Site Preparation $328,296.49

Utilities from Structure to Lot Line $0
Subtotal included in Marshall Valuation Costs $328,296.49
Site Demolition Costs $998,221
Storm Drains $690,669
Rough Grading $698,145
Paving $741,935
Exterior Signs $100,000
Landscaping $479,061
Walls $60,018
Yard Lighting $76,390
Sediment Control & Stabilization $122,166
Water Storage Tank $368,872
Water Booster Station $252,720
Premium for Minority Business Enterprise Requirement $71,761
Subtotal On-Site excluded from Marshall Valuation Costs $4,659,958

OFFSITE COSTS

Roads

Utilities

Jurisdictional Hook-up Fees

Other (Specify/add rows if needed)

Subtotal Off-Site excluded from Marshall Valuation Costs $0
TOTAL Estimated On-Site and Off-Site Costs not included in
Marshall Valuation Costs 94,659,958 %0
TOTAL Site and Off-Site Costs included and excluded from
Marshall Valuation Service* 3,956,255 50
BUILDING COSTS $19,948,816
Normal Building Costs $18,239,507
Subtotal included in Marshall Valuation Costs $18,239,507
Canopy $85,000
Exterior high impact glazing and integral blinds $217,167
Interior premiums $400,832
Fire protection premiums $57,063




TABLE D. ONSITE AND OFFSITE COSTS INCLUDED AND EXCLUDED IN MARSHALL VALUATION COSTS
INSTRUCTION: If project includes non-hospital space structures (e.g., parking garges, medical office buildings, or

energy plants), complete an additional Table D for each structure.

NEW CONSTRUCTION RENOVATION
COSTS COSTS

Plumbing premiums $123,719
HVAC premiums $45,845
Electrical premiums $203,352
Pneumatic tube $300,000
Premium for Minority Business Enterprise Requirement $276,331
Subtotal Building Costs excluded from Marshall Valuation $1,709,309
Costs
TOTAIT Buﬂdln.g Costs included and excluded from Marshall $19,948,816 $0
Valuation Service*
A&E COSTS $2,362,640

Normal A&E Costs $2,362,640
Subtotal included in Marshall Valuation Costs $2,362,640
Subtotal A&E Costs excluded from Marshall Valuation Costs $0
TOTAIT A&E Ct?stf included and excluded from Marshall $2,362,640 $0
Valuation Service
PERMIT COSTS $343,850

Normal Permit Costs $130,000
Subtotal included in Marshall Valuation Costs $130,000
Jurisdictional Hook-up Fees $213,850
Impact Fees
Subtotal Permit Costs excluded from Marshall Valuation $213,850
Costs
TOTAL Permit Costs included and excluded from Marshall $343,850 $0

Valuation Service*




TABLE E. PROJECT BUDGET

INSTRUCTION: Estimates for Capital Costs (1.a-€), Financing Costs and Other Cash Requirements (2.a-g), and Working Capital Startup Costs (3) must
reflect current costs as of the date of application and include all costs for construction and renovation. Explain the basis for construction cost estimates,
renovation cost estimates, contingencies, interest during construction period, and inflation in an attachment to the application.

NOTE: Inflation should only be included in the Inflation allowance line A.1.e. The value of donated land for the project should be included on Line A.1.d as a use of

funds and on line B.8 as a source of funds

| Hospital Building Other Structure Total
A. USE OF FUNDS
1. CAPITAL COSTS
a. New Construction
(1) Building $19,948,816 $19,948,816
(2) Fixed Equipment In Building $0
(3) Site and Infrastructure $4,988,255 $4,988,255
(4) Architect/Engineering Fees $2,362,640 $2,362,640
(5) Permits (Building, Utilities, Etc.) $343,850 $343,850
SUBTOTAL $27,643,560 $0 $27,643,560
b. Renovations
(1) Building $0
(2) Fixed Equipment (not included in construction) $0
(3) Architect/Engineering Fees $0
(4) Permits (Building, Utilities, Etc.) $0
SUBTOTAL $0 $0 $0
c. Other Capital Costs
(1) Movable Equipment $11,106,159 $11,106,159
(2) Contingency Allowance $3,874,972 $3,874,972
(3) Gross interest during construction period $6,896,471 $6,896,471
(4) Other (Specify/add rows if needed) $0
SUBTOTAL $21,877,602 $0 $21,877,602
TOTAL CURRENT CAPITAL COSTS $49,521,162 $0 $49,521,162
Land Purchase
Inflation Allowance $2,004,710 $2,004,710
TOTAL CAPITAL COSTS $51,525,872 $0 $51,525,872
2. Financing Cost and Other Cash Requirements
a. Loan Placement Fees $276,967 $276,967
b. Bond Discount $227,113 $227,113
¢ CON Application Assistance
cl. Legal Fees $20,000 $20,000
c2. Other (Specify/add rows if needed) $143,000
d. Non-CON Consulting Fees
d1. Legal Fees $20,000 $20,000
d2. Other (Specify/add rows if needed) $492,000 $492,000
e. Debt Service Reserve Fund $3,560,857 $3,560,857
f Other (Specify/add rows if needed) $0
SUBTOTAL $4,739,937 $0 $4,739,937
3. Working Capital Startup Costs $0
TOTAL USES OF FUNDS $56,265,809 $0 $56,265,809
B. Sources of Funds
1. Cash $0
2. Philanthropy (to date and expected) $0
3. Authorized Bonds $55,393,700 $55,393,700
4. Interest Income from bond proceeds listed in #3 $872,110 $872,110




TABLE E. PROJECT BUDGET

INSTRUCTION: Estimates for Capital Costs (1.a-€), Financing Costs and Other Cash Requirements (2.a-g), and Working Capital Startup Costs (3) must
reflect current costs as of the date of application and include all costs for construction and renovation. Explain the basis for construction cost estimates,

renovation cost estimates, contingencies, interest during construction period, and inflation in an attachment to the application.

NOTE: Inflation should only be included in the Inflation allowance line A.1.e. The value of donated land for the project should be included on Line A.1.d as a use of

funds and on line B.8 as a source of funds

Hospital Building Other Structure Total
5. Mortgage $0
6. Working Capital Loans $0
7. Grants or Appropriations
a. Federal $0
b. State $0
c. Local $0
8. Other (Specify/add rows if needed) $0
TOTAL SOURCES OF FUNDS $56,265,809 $56,265,809
Hospital Building Other Structure Total
Annual Lease Costs (if applicable)
1. Land $0
2. Building $0
3. Major Movable Equipment $0
4. Minor Movable Equipment $0
5. Other (Specify/add rows if needed) $0

* Describe the terms of the lease(s) below, including information on the fair market value of the item(s), and the number of years, annual cost, and

the interest rate for the lease.




TABLE F. STATISTICAL PROJECTIONS - ENTIRE UC Behavioral Health

INSTRUCTION : Complete this table for the entire facility, including the proposed project. Indicate on the table if the reporting period is Calendar Year (CY) or Fiscal Year (FY). For
sections 4 & 5, the number of beds and occupancy percentage should be reported on the basis of licensed beds. In an attachment to the application, provide an explanation or basis for
the projections and specify all assumptions used. Applicants must explain why the assumptions are reasonable.

Two Most Recent Years
(Actual)

Current Year
Projected

Projected Years (ending at least two years after project completion and full occupancy) Include

additional years, if needed in order to be consistent with Tables G and H.

Indicate CY or FY

FY 2015 | FY 2016

FY 2017

FY2018 [ Fy2019 | Fy2020

FY 2021 FY 2022

FY 2023 |

FY 2024

1. DISCHARGES

a. General Medical/Surgical*

b. ICU/CCU

Total MSGA

c. Pediatric

d. Obstetric

e. Acute Psychiatric

1,567

1,576

1,586

Total Acute

1,567

1,576

1,586

f. Rehabilitation

g. Comprehensive Care

h. Other (Specify/add rows of
needed)

TOTAL DISCHARGES

1,567

1,576

1,586

2. PATIENT DAYS

a. General Medical/Surgical*

b. ICU/CCU

Total MSGA

c. Pediatric

d. Obstetric

e. Acute Psychiatric

12,157

12,285

12,418

Total Acute

12,157

12,285

12,418

f. Rehabilitation

g. Comprehensive Care

h. Other (Specify/add rows of
needed)

TOTAL PATIENT DAYS

12,157

12,285

12,418

3. AVERAGE LENGTH OF STAY (patient days divided by discharges)

a. General Medical/Surgical*

b. ICU/CCU

Total MSGA




TABLE F. STATISTICAL PROJECTIONS - ENTIRE UC Behavioral Health

INSTRUCTION : Complete this table for the entire facility, including the proposed project. Indicate on the table if the reporting period is Calendar Year (CY) or Fiscal Year (FY). For
sections 4 & 5, the number of beds and occupancy percentage should be reported on the basis of licensed beds. In an attachment to the application, provide an explanation or basis for
the projections and specify all assumptions used. Applicants must explain why the assumptions are reasonable.

Two Most Recent Years
(Actual)

Current Year
Projected

Projected Years (ending at least two years after project completion and full occupancy) Include

additional years, if needed in order to be consistent with Tables G and H.

Indicate CY or FY

FY 2015 FY 2016

FY 2017

FY 2018

FY 2019 FY 2020 FY 2021

FY 2022

FY 2023

FY 2024

c. Pediatric

d. Obstetric

e. Acute Psychiatric

7.8

7.8

7.8

Total Acute

7.8

7.8

7.8

f. Rehabilitation

g. Comprehensive Care

h. Other (Specify/add rows of
needed)

TOTAL AVERAGE LENGTH OF
STAY

7.8

7.8

7.8

4. NUMBER OF LICENSED BEDS

a. General Medical/Surgical*

b. ICU/CCU

Total MSGA

c. Pediatric

d. Obstetric

e. Acute Psychiatric

40

40

40

Total Acute

40

40

40

f. Rehabilitation

g. Comprehensive Care

h. Other (Specify/add rows of
needed)

TOTAL LICENSED BEDS

40

40

40

5. OCCUPANCY PERCENTAGE *IMPORTANT NOTE: Leap year formulas should be changed by applicant to reflect 366 days per year.

a. General Medical/Surgical*

b. ICU/CCU

Total MSGA

c. Pediatric

d. Obstetric

e. Acute Psychiatric

83.3%

84.1%

85.1%

Total Acute

83.3%

84.1%

85.1%

10




TABLE F. STATISTICAL PROJECTIONS - ENTIRE UC Behavioral Health

INSTRUCTION : Complete this table for the entire facility, including the proposed project. Indicate on the table if the reporting period is Calendar Year (CY) or Fiscal Year (FY). For
sections 4 & 5, the number of beds and occupancy percentage should be reported on the basis of licensed beds. In an attachment to the application, provide an explanation or basis for

the projections and specify all assumptions used. Applicants must explain why the assumptions are reasonable.

Two Most Recent Years

Current Year

Projected Years (ending at least two years after project completion and full occupancy) Include

(Actual) Projected additional years, if needed in order to be consistent with Tables G and H.
Indicate CY or FY FY 2015 FY 2016 FY 2017 FY 2018 FY 2019 FY 2020 FY 2021 FY 2022 FY 2023 FY 2024
f. Rehabilitation
g. Comprehensive Care
h. Other (Specify/add rows of
needed)
TOTAL OCCUPANCY % 83.3% 84.1% 85.1%
6. OUTPATIENT VISITS
a. Emergency Department
b. Same-day Surgery
c. Laboratory 1,813,871 1,822,216 1,830,644
d. Imaging 496,726 499,044 501,386
e. Psych Emergency Department
f. Outpatient Psych Clinic 6,234 6,358 6,485
g. Intensive Outpatient Psych
Program 1,929 1,941 1,953
h. Partial Hospitalization Program 3,900 5,200 5,200
TOTAL OUTPATIENT VISITS 2,322,660 2,334,759 2,345,667

7. OBSERVATIONS**

a. Number of Patients

b. Hours

* Include beds dedicated to gynecology and addictions, if separate for acute psychiatric unit.

** Services included in the reporting of the “Observation Center”, direct expenses incurred in providing bedside care to observation patients; furnished by the hospital on the hospital’s premises, including
use of a bed and periodic monitoring by the hospital’s nursing or other staff, in order to determine the need for a possible admission to the hospitals as an inpatient. Such services must be ordered and
documented in writing, given by a medical practitioner; may or may not be provided in a distinct area of the hospital.
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Table F — Volume Projection Assumptions for UC Behavioral Health

1) Projection period reflects FY2022 — FY2024

2) Projection is based on the Harford Memorial Hospital (HMH) FY2018 budget with assumptions identified below.

3) Volumes
e Inpatient Volumes
e  Outpatient Volumes
o Outpatient Utilization

o Partial Hospitalization Program

o UC Behavioral Health Outpatient PHP
Service Area Visits by County

o Partial Hospitalization Programs at HMH /
UC Behavioral Health

Inpatient Volumes: See Need assessment

Outpatient Volumes:

Outpatient Utilization

Outpatient Psychiatric utilization will reflect the
continuation of Psychiatric clinic and Intensive
Outpatient Program services currently provided at HMH
with 2.0% annual growth plus the startup of a Partial
Hospitalization Program (PHP) in FY2019.

Partial Hospitalization Program

From FY2012 to FY2016 PHP visits grew from 5,036 to
20,746 or an increase in use rate of 299.1% (10.8 to
43.1). Eighty-five percent (85%) of existing PHP
patients in UC Behavioral Health’s service area reside
in Baltimore County.

Partial hospitalization services are underutilized by
Harford and Cecil County residents. Combined with the
growth in PHP utilization in the service area from
FY2012 to FY2016, UM UCH expects to open a partial
hospitalization program at HMH in FY2019 and to shift
appropriate short stay inpatient psychiatric admissions
to the outpatient setting. A partial hospitalization
program at HMH which will continue at UC Behavioral
Health will provide access to this underutilized service.
It will take two years for the partial hospitalization
program at HMH to reach its capacity at 2,600 visits
with a capacity of 10 patients per day. With the opening
of UC Behavioral Health, capacity will be expanded to
20 patients per day and utilization is expected to grow
to 5,200 visits by FY2024. Utilization of the partial
hospitalization program at HMH is expected to include a
shift of HMH inpatients with inpatient stays of 1 and 2
days before increasing at UC Behavioral Health with
additional capacity. On average partial hospitalization
patients will require 15 visits compared to a single
discharge in an inpatient setting.
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TABLE G. REVENUES & EXPENSES, UNINFLATED - ENTIRE FACILITY - UC Behavioral Health

INSTRUCTION : Complete this table for the entire facility, including the proposed project. Table G should reflect current dollars (no inflation). E’rojected revenues and expenses should be
consistent with the projections in Table F and with the costs of Manpower listed in Table L. Manpower. Indicate on the table if the reporting period is Calendar Year (CY) or Fiscal Year
(FY). In an attachment to the application, provide an explanation or basis for the projections and specify all assumptions used. Applicants must explain why the assumptions are
reasonable. Specify the sources of non-operating income. _ _
Two Most Recent Years | Current Year Prolectet.j Years (epdlng at least two years after pl‘Oje(.:t cor.npletlon and full occupancy) Add
(Actual) Projected columns if needed in order to doctxment ttjat the hf)splta.l will gt—.:nfa.rate excess revenues over
total expenses consistent with the Financial Feasibility standard.
Indicate CY or FY FY 2015 | FY 2016 FY 2017 FY2018 | FY2019 | FY2020 | FY2021 [ Fy2022 [ FY2023 [ FY 2024
1. REVENUE
a. Inpatient Services $ - $ - $ - $ - $ - $ - $ - $ 23360 |9 23,497 | $ 23,640
b. Outpatient Services - - - - - - - 7,265 7,339 7,414
Gross Patient Service Revenues $ - $ - $ - $ - $ - $ - $ - $ 30624|$ 30836 |$% 31,054
c. Allowance For Bad Debt - - - - - - - 955 961 968
d. Contractual Allowance - - - - - - - 5,319 5,355 5,393
e. Charity Care - - - - - - - 164 165 166
Net Patient Services Revenue $ - $ - $ - $ - $ - $ - $ - $ 24187 |$ 24354 |% 24527
f. Other Operating Revenues
(Specify/add rows if needed) ) ) ] ) ) ] ) 48 48 48
NET OPERATING REVENUE $ = $ = $ = $ > $ = $ = $ = $ 24235|$ 24402]|$ 24,574
2. EXPENSES
a. Sa'laries & Wages (including ) ) ) ) ) ) ) 15,610 15.713 15,820
Ibenefits)
b. Contractual Services - - - - - - - 449 449 449
c. Interest on Current Debt - - - - - - - 477 458 443
d. Interest on Project Debt - - - - - - - 2,413 2,368 2,321
€. Current Depreciation - - - - - - - - - -
f. Project Depreciation - - - - - - - 2,504 2,541 2,670
g. Current Amortization - - - - - - - - - -
h. Project Amortization - - - - - - - - - -
i. Supplies - - - - - - - 342 353 359
j. Other Expenses (Specify/add rows if ) ) ) ) ) ) ) 3.506 3,506 3,506
Ineeded)
TOTAL OPERATING EXPENSES $ - $ - $ - $ = $ = $ - $ - $ 25301 (% 25390 (% 25,568
3. INCOME
a. Income From Operation $ - |$ - $ - $ - $ - $ - $ - $ (1,066)| $ (988)| $ (994)1
b. Non-Operating Income - - - - - - - - - -
SUBTOTAL $ - 13 - |$ - |s - |3 - |$ - |3s - |$  (1066)$ (988)] $ (994))
c. Income Taxes - - - - - - - - - -
[ NET INCOME (LOSS) $ B F i i i i s __(1066) 3 088)] (004))
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TABLE G. REVENUES & EXPENSES, UNINFLATED - ENTIRE FACILITY - UC Behavioral Health

INSTRUCTION : Complete this table for the entire facility, including the proposed project. Table G should reflect current dollars (no inflation). E’rojected revenues and expenses should be
consistent with the projections in Table F and with the costs of Manpower listed in Table L. Manpower. Indicate on the table if the reporting period is Calendar Year (CY) or Fiscal Year
(FY). In an attachment to the application, provide an explanation or basis for the projections and specify all assumptions used. Applicants must explain why the assumptions are

reasonable. Specify the sources of non-o

erating income.

Two Most Recent Years

Current Year

F’rojected Years (ending at least two years after project completion and full occupancy) Add
columns if needed in order to document that the hospital will generate excess revenues over

(Actual) Projected total expenses consistent with the Financial Feasibility standard.
Indicate CY or FY FY 2015 | FY 2016 FY 2017 FY2018 | FY2019 | FY2020 [ FY2021 | Fy2022 [ FY2023 [ FY2024
4. PATIENT MIX
a. Percent of Total Revenue
1) Medicare 36.2% 36.2% 36.2%
2) Medicaid 41.3% 41.3% 41.3%
3) Blue Cross 6.1% 6.1% 6.1%
4) Commercial Insurance 12.5% 12.5% 12.5%
5) Self-pay 1.1% 1.1% 1.1%
6) Other 2.7% 2.7% 2.7%
TOTAL 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 100.0% 100.0% 100.0%
b Percent of Equivalent Inpatient -Days
1) Medicare 35.8% 35.8% 35.8%
2) Medicaid 41.6% 41.6% 41.6%
3) Blue Cross 6.2% 6.2% 6.2%
4) Commercial Insurance 12.6% 12.6% 12.6%
5) Self-pay 1.0% 1.0% 1.0%
6) Other 2.8% 2.8% 2.8%
TOTAL 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 100.0% 100.0% 100.0%
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Table G — Key Financial Projection Assumptions for UC Behavioral Health (Excludes HSCRC Annual Update
Factors & Expense Inflation)

1) Projection period reflects FY2022 — FY2024

2) Projection is based on the Harford Memorial Hospital (HMH) FY2018 budget with assumptions identified below.

3) Volumes Refer to CON Table F, including assumptions, and
Need Assessment section of the application for volume
methodology and assumptions

4) Patient Revenue
e  Gross Charges

o Update Factor 0.0% annual increase
o Demographic Adjustment No demographic adjustment
o Variable Cost Factor HMH Psychiatric revenue will shift to UC Behavioral

Health at a 100% variable cost factor, while revenue
from UHCC will shift at 50%

o  Geriatric Psychiatry Change Geriatric Psychiatry charge per day calculated using
state-wide average Geriatric Psychiatry utilization
profile multiplied by projected rates

o Partial Hospitalization Psychiatry Changes | Outpatient Partial Hospitalization Psychiatry charges
calculated by multiplying visits by projected PDC rate

o Other Removed assessments and quality from HMH rates
and changed the mark-up based on HMH FY2016
Psychiatric payer mix
e Revenue Deductions
o Contractual Allowances Based on FY2016 HMH Psychiatric payer mix and
remains constant at 17.4% of gross revenue per year
- Medicare contractual adjustments reflect an
inpatient Medicare per diem rate that is 65% of
the assumed charge per visit based on
Sheppard Pratt average per diem
- Outpatient is assumed to be the same as
inpatient
- Assumes Medicaid will pay HSCRC rates

o Charity Care Based on FY2016 HMH uncompensated care and
remains constant at 0.5% of gross revenue per year
- No overfunding or underfunding of UCC

o Allowance for Bad Debt Based on FY2016 HMH uncompensated care and
remains constant at 3.1% of gross revenue per year
- No overfunding or underfunding of UCC

5) Other Revenue

e  Cafeteria Revenue 0.0% increase per year
6) Expenses
e Inflation 0.0% increase per year
e Expense Volume Driver Identified at the cost center level and varies based on

cost center level statistics and key volume drivers.

o Expense Variability with Volume Changes Identified at the cost center level
o0 Salaries and Benefits Ranges from 10% for overhead departments to 100%
for inpatient nursing units.

o Professional Fees 0% for all cost centers except inpatient nursing (50%)
and Laboratory (100%).
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o0 Supplies

0 Purchased Services

o0 Other Operating Expenses

Other Operating Expense Adjustments

Interest Expense
0 Existing Debt

0 Project Debt

Depreciation and Amortization

Ranges from 0% for overhead departments to 100% for
the Emergency Department.

Ranges from 0% for overhead departments to 50% for
certain ancillary departments

Ranges from 0% for overhead departments to 50% for
certain ancillary and support departments

Additional adjustments totalling approximately $3.4M
were made to reduce Pharmacy and other operating
expenses and UCHS overhead allocations to reflect
Psychiatric specific services and a smaller facility

5.2% allocation of the following UCHS debt:
- 5.76% interest on $55.3M 2008C Series bonds
- 5.76% interest on $118.5M 2011 B&C Series
bonds
- 3.6% interest on $50.0M 2011A Series bonds

4.5% interest on $55.4M bonds over 30 years
Average life of 26 years on $55.4M of construction

project expenditures and 10 years on routine capital
expenditures

7) Routine Capital Expenditures

$0.4M in FY2022, growing to $1.3M in FY2021 and
$2.6M in FY2024
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TABLE H. REVENUES & EXPENSES, INFLATED - ENTIRE FACILITY - UC Behavioral Health

INSTRUCTION : Complete this table for the entire facility, including the proposed project. Table H should reflect inflation. Projected revenues and expenses should be consistent with the projections in Table F. Indicate
on the table if the reporting period is Calendar Year (CY) or Fiscal Year (FY). In an attachment to the application, provide an explanation or basis for the projections and specify all assumptions used. Applicants must

explain why the assumptions are reasonable.

Two Most Recent Years

Current Year

Projected Years (ending at least two years after project completion and full occupancy) Add columns if needed
in order to document that the hospital will generate excess revenues over total expenses consistent with the

(Actual) Projected Financial Feasibility standard.
Indicate CY or FY FY2015 | FY 2016 FY 2017 FY2018 | FY2019 | FY2020 [ Fy2021 | Fy2022 | FY2023 [ FY2024
1. REVENUE
a. Inpatient Services $ - $ - $ - $ - $ - $ - $ - $ 25955 | $ 26,604 | $ 27,274
b. Outpatient Services - - - - - - - 8,060 8,297 8,542
Gross Patient Service Revenues $ - $ - $ - $ - $ - $ - $ - $ 34,015 | $ 34,901 | $ 35,816
c. Allowance For Bad Debt - - - - - - - 1,060 1,088 1,116
d. Contractual Allowance - - - - - - - 5,907 6,061 6,220
e. Charity Care - - - - - - - 182 187 192
Net Patient Services Revenue $ - $ - $ - $ - $ - $ - $ - $ 26,865 | $ 27,565 | $ 28,287
f. Other Operating Revenues (Specify/add ) ) ) ) ) ) ) 47 48 48
rows if needed)
NET OPERATING REVENUE $ = $ = $ = $ = $ = $ = $ - $ 26,913 | $ 27,613 | $ 28,336
2. EXPENSES
a. Salaries & Wages (including benefits) - - - - - - - 16,151 16,631 17,129
b. Contractual Services - - - - - - - 470 484 498
c. Interest on Current Debt - - - - - - - 477 458 443
d. Interest on Project Debt - - - - - - - 2,413 2,368 2,321
e. Current Depreciation - - - - - - - - - -
f. Project Depreciation - - - - - - - 2,504 2,541 2,670
g. Current Amortization - - - - - - - - - -
h. Project Amortization - - - - - - - - - -
i. Supplies - - - - - - - 321 348 369
j. Other Expenses (Specify/add rows if ) ) ) ) ) ) ) 4.104 4.252 4.404
needed)
TOTAL OPERATING EXPENSES $ - | $ - |8 - 1% - |$ - |$ - |$ - |$ 26,440 | $ 27,083 | $ 27,834
3. INCOME
a. Income From Operation $ - $ - $ - $ - $ - $ - $ - $ 473 | $ 530 | $ 502
b. Non-Operating Income - - - - - - - - - -
SUBTOTAL $ = $ = $ = $ = $ = $ = $ - $ 473 | $ 530 | $ 502
c. Income Taxes - - -
NET INCOME (LOSS) $ = $ = $ = $ = $ = $ = $ - $ 473 | $ 530 | $ 502
4. PATIENT MIX
a. Percent of Total Revenue
1) Medicare 36.2% 36.2% 36.2%
2) Medicaid 41.3% 41.3% 41.3%
3) Blue Cross 6.1% 6.1% 6.1%
4) Commercial Insurance 12.5% 12.5% 12.5%
5) Self-pay 1.1% 1.1% 1.1%
6) Other 2.7% 2.7% 2.7%
TOTAL 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 100.0% 100.0% 100.0%
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TABLE H. REVENUES & EXPENSES, INFLATED - ENTIRE FACILITY - UC Behavioral Health

INSTRUCTION : Complete this table for the entire facility, including the proposed project. Table H should reflect inflation. Projected revenues and expenses should be consistent with the projections in Table F. Indicate
on the table if the reporting period is Calendar Year (CY) or Fiscal Year (FY). In an attachment to the application, provide an explanation or basis for the projections and specify all assumptions used. Applicants must

explain why the assumptions are reasonable.

Two Most Recent Years

Current Year

Projected Years (ending at least two years after project completion and full occupancy) Add columns if needed
in order to document that the hospital will generate excess revenues over total expenses consistent with the

(Actual) Projected Financial Feasibility standard.

Indicate CY or FY FY 2015 | FY 2016 FY 2017 FY 2018 | FY 2019 | FY 2020 FY 2021 FY 2022 | FY 2023 | FY 2024

b. Percent of Equivalent Inpatient Days

Total MSGA
1) Medicare 35.8% 35.8% 35.8%
2) Medicaid 41.6% 41.6% 41.6%
3) Blue Cross 6.2% 6.2% 6.2%
4) Commercial Insurance 12.6% 12.6% 12.6%
5) Self-pay 1.0% 1.0% 1.0%
6) Other 2.8% 2.8% 2.8%

TOTAL 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 100.0% 100.0% 100.0%
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Table H — Key Financial Projection Assumptions for UC Behavioral Health (Includes HSCRC Annual Update

Factors & Expense Inflation)

1) Projection period reflects FY2022 — FY2024

2) Projection is based on the Harford Memorial Hospital (HMH) FY2018 budget with assumptions identified below.

3) Volumes

Refer to CON Table F, including assumptions, and
Need Assessment section of the application for volume
methodology and assumptions

4) Patient Revenue
e  Gross Charges
o0 Update Factor

o Demographic Adjustment

o Variable Cost Factor

o  Geriatric Psychiatry Change

o Partial Hospitalization Psychiatry Changes

o Other

e Revenue Deductions
o Contractual Allowances

0 Charity Care

o Allowance for Bad Debt

1.9% annual increase
No demographic adjustment

HMH Psychiatric revenue will shift to UC Behavioral
Health at a 100% variable cost factor, while revenue
from UHCC will shift at 50%

Geriatric Psychiatry charge per day calculated using
state-wide average Geriatric Psychiatry utilization
profile multiplied by projected rates

Outpatient Partial Hospitalization Psychiatry charges
calculated by multiplying visits by projected PDC rate

Removed assessments and quality from HMH rates
and changed the markup based on HMH FY2016
Psychiatric payer mix

Based on FY2016 HMH Psychiatric payer mix and
remains constant at 17.4% of gross revenue per year
- Medicare contractual adjustments reflect an
inpatient Medicare per diem rate that is 65% of
the assumed charge per visit based on
Sheppard Pratt average per diem
- Outpatient is assumed to be the same as
inpatient
- Assumes Medicaid will pay HSCRC rates

Based on FY2016 HMH uncompensated care and
remains constant at 0.5% of gross revenue per year
- No overfunding or underfunding of UCC

Based on FY2016 HMH uncompensated care and
remains constant at 3.1% of gross revenue per year
- No overfunding or underfunding of UCC

5) Other Revenue
e Cafeteria Revenue

1.0% increase per year

6) Expenses
e |Inflation
o0 Salaries and Benefits
Professional Fees
Supplies
Purchased Services
Other Operating Expenses

O O0OO0O0

o Expense Volume Driver

o  Expense Variability with Volume Changes
o0 Salaries and Benefits

2.3% increase per year
3.0% increase per year
4.3% increase per year
3.0% increase per year
2.0% increase per year

Identified at the cost center level and varies based on
cost center level statistics and key volume drivers.

Identified at the cost center level
Ranges from 10% for overhead departments to 100%
for inpatient nursing units.

19




o Professional Fees

0 Supplies

0 Purchased Services

0 Other Operating Expenses

e  Other Operating Expense Adjustments

e Interest Expense
o0 Existing Debt

o0 Project Debt

e  Depreciation and Amortization

0% for all cost centers except inpatient nursing (50%)
and Laboratory (100%).

Ranges from 0% for overhead departments to 100% for
the Emergency Department.

Ranges from 0% for overhead departments to 50% for
certain ancillary departments

Ranges from 0% for overhead departments to 50% for
certain ancillary and support departments

Additional adjustments totalling approximately $3.4M
were made to reduce Pharmacy and other operating
expenses and UCHS overhead allocations to reflect
Psychiatric specific services and a smaller facility

5.2% allocation of the following UCHS debt:
- 5.76% interest on $55.3M 2008C Series bonds
- 5.76% interest on $118.5M 2011 B&C Series
bonds
- 3.6% interest on $50.0M 2011A Series bonds

4.5% interest on $55.4M bonds over 30 years
Average life of 26 years on $55.4M of construction

project expenditures and 10 years on routine capital
expenditures

7) Routine Capital Expenditures

$0.4M in FY2022, growing to $1.3M in FY2021 and
$2.6M in FY2024
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TABLE L. WORKFORCE INFORMATION - UC Behavioral Health

INSTRUCTION: List the facility's existing staffing and changes required by this project. Include all major job categories under each heading provided in the table. The number of Full Time Equivalents (FTEs)
should be calculated on the basis of 2,080 paid hours per year equals one FTE. In an attachment to the application, explain any factor used in converting paid hours to worked hours. Please ensure that the

projections in this table are consistent with expenses provided in uninflated projections in Tables F and G.

CURRENT ENTIRE FACILITY

PROJECTED CHANGES AS A RESULT OF
THE PROPOSED PROJECT THROUGH THE
LAST YEAR OF PROJECTION (CURRENT

OTHER EXPECTED CHANGES IN
OPERATIONS THROUGH THE LAST
YEAR OF PROJECTION (CURRENT

PROJECTED ENTIRE
FACILITY THROUGH THE
LAST YEAR OF PROJECTION

DOLLARS) DOLLARS) (CURRENT DOLLARS) *
Total Cost Total Cost
(should be
Average Current Average . . Average (should be
Current consistent with . .
Job Category Year FTE Salary per | Year Total | FTEs Salary per oc ) FTEs Salary per |Total Cost| FTEs consistent with
ear FTE Cost FTE projections n FTE projections in

1. Regular Employees

Administration (List general
categories, add rows if needed)

Table G, if

N

Table G)

Medical Staff Administration 0.3 $19.22
Quality & Health Information 25 $161.88
Management

Fiscal Services 0.6 $48.32
Spirituality 0.2 $10.86
Patient Accounting 1.4 $74.09
Centralized Scheduling 1.2 $49.66
Admitting 5.5 $214.17
MIS 1.9 $170.35
Telecommunications 0.2 $11.67
Administration 0.3 $39.50
Safety 0.3 $18.90
Nursing Administration 4.8 $501.14
Hospital Education 2.2 $176.24
Quality Management 0.5 $40.36
Readmission 0.9 $79.03
Clinical Resource Management 1.3 $103.74
Distribution 2.7 $92.43
Volunteers 0.2 $12.86
Human Resources 0.6 $42.51
Healthlink 0.1 $4.52
Performance Improvements 0.5 $54.53
HC Epidemiology & Infection 04 $34.90
Control
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TABLE L. WORKFORCE INFORMATION - UC Behavioral Health

Guest Services 0.5 $32.37
Purchasing 1.2 $75.00
Risk Management 0.2 $22.18
General Hospital -0.9 $127.35

Total Administration $0 $0 $0 29.6 $2,218

Direct Care Staff (List general
categories, add rows if needed)

Partial Hospitalization Psych $0 $0 $0 11.1 $1,093.52
Behavioral Health $0 $0 $0 66.3 $6,150.35
Outpatient Psychiatric Clinic $0 $0 $0 7.6 $748.22
Intensive Outpatient Psychiatry $0 $0 $0 2.3 $178.53
Emergency Department $0 $0 $0 4.6 $383.17
IV Therapy $0 $0 $0 14 $129.96
Pharmacy $0 $0 $0 4.0 $398.31
Respiratory Therapy $0 $0 $0 0.2 $13.41
Physical Therapy $0 $0 $0 0.3 $18.26
Occupational Therapy $0 $0 $0 0.2 $22.23
Radiology $0 $0 $0 0.4 $25.80
Nuclear Medicine $0 $0 $0 0.0 $0.29
Cat Scan $0 $0 $0 0.1 $9.02
MRI $0 $0 $0 0.0 $1.80
Cardiovascular Institute $0 $0 $0 0.2 $5.84
Electroencephalography $0 $0 $0 0.0 $2.06
Laboratory $0 $0 $0 1.1 $69.27

Total Direct Care $0 $0 $0 99.7 $9,250

Support Staff (List general
categories, add rows if needed)

Nutritional Services $0 $0 $0 12.0 $370
Plant Operations $0 $0 $0 4.0 $256
Bio Med $0 $0 $0 0.1 $4
Environmental Services $0 $0 $0 11.0 $362
Security $0 $0 $0 7.7 $296
Print Shop $0 $0 $0 0.1 $8

Total Support $0 $0 $0 34.8 $1,296
REGULAR EMPLOYEES TOTAL $0 $0 $0 164.1 $12,764

2. Contractual Employees




TABLE L. WORKFORCE INFORMATION - UC Behavioral Health

Administration (List general
categories, add rows if needed)

$0 $0 $0 0.0 $0
$0 $0 $0 0.0 $0
$0 $0 $0 0.0 $0
$0 $0 $0 0.0 $0
Total Administration $0 $0 $0 0.0 $0
Direct Care Staff (List general
categories, add rows if needed)
$0 $0 $0 0.0 $0
$0 $0 $0 0.0 $0
$0 $0 $0 0.0 $0
$0 $0 $0 0.0 $0
Total Direct Care Staff $0 $0 $0 0.0 $0
Support Staff (List general
categories, add rows if needed)
$0 $0 $0 0.0 $0
$0 $0 $0 0.0 $0
$0 $0 $0 0.0 $0
$0 $0 $0 0.0 $0
Total Support Staff $0 $0 $0 0.0 $0
CONTRACTUAL EMPLOYEES TOTAL $0 $0 $0 0.0 $0

Benefits (State method of
calculating benefits below) :

23.9% of Salaries

TOTAL COST
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GENERAL NOTES

1. Parking lot dimensions are from face of curb to face of
curb unless noted othewise

. It shall be the responsibility of the subcontractors to
notify all applicable utility companies who may be affected
by the proposed work. The subcontractor shall make every
effort to protect existing utility lines and shall repair any
damages at their own expense. The subcontractors shall
also coordinate their activities with other subcontractors to
ensure compliance with the project schedule.

. All site concrete shall have a minimum 28 day compressive
strength of 4000 psi, a slump of 4", an air content of 6%
and a maximum water to cement ratio of 0.48
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HARFORD COUNTY CIRCUIT COURT (Land Records) JJR 7855, p. 0541, MS

0,
e L
EORIDG FE 0
ROORIATION T 5+608.8

DEED

THIS DEED is made this 11™ day of June, 2008, by and between MTBR VENTURES
LLC, a Pennsylvania limited liability company (“Grantor”) and UPPER CHESAPEAKE LAND
DEVELOPMENT, LLC, a Maryland limited liability company (“Grantee”).

NOW THEREFORE, THIS DEED WITNESSETH, that for no monetary consideration
but in consideration of the issuance of all the membership interests in Grantee to Grantor, same
,~ Dbeing the actual consideration paid, and other good and valuable consideration, the receipt and
0 adequacy of which are hereby acknowledged, Grantor does grant and conveyto Grantee, its
4 /w successors and assigns, in fee simple, all of those lots or parcels of land situate in Harford County,
tate of Maryland, and described in more detail on Exhibit A attached hereto ”l ated er
0 herein, which property has an assessed value of Eight Hundred Ninety-One Ta}?gfs}%a%ncg{%%lars .8
7 ($891,000.00).

S

WD

06/23/2008. Printed 07/19/2017.

|
it
SR/
N\

SUBJECT to all covenants, easements and restrictions of record and RESERVING unto
Grantor an easement for access, ingress and regress, and, as necessary, the installation and
maintenance of utilities, in common with Grantee, on, over, under and through that private road
known as Resonance Way and to the use of the storm water management area as shown on the plat at
115/21 and facilities therein, the terms of which easement shall be more fully described in a Deed and
Declaration of Easement agreement to be recorded hereafter among the aforesaid lafiff#ecords, and td#;375.48
the terms of a Declaration of Covenants to be recorded hereafter. "Efa/ 10,375 )

A CE54 7858. Date avalil
AN

TOGETHER WITH any buildings thereupon, and the rights, alleys, ways, waters,
privileges, appurtenances and advantages thereto belonging, or in anywise appertaining.

TO HAVE AND TO HOLD the described lots or parcels of land and premgsgs gep§irantge: ¢ 54742
its successors and assigns, in fee simple.

AND by the execution of this Deed Grantor hereby certifies under penalties of perjury that
the actual consideration paid or to be paid, including the amount of any mortgage or deed of trust
outstanding or assumed by Grantee, is in the sum total as stated above and that Grantor is a
“resident entity” as defined in Code of Maryland Regulations (COMAR) 03.04.12.02B(11) for
purposes of the exemption described in Section 10-912 of the Tax-General Article, Annotated Code
of Maryland.

AND Grantor covenants that it will warrant specially the property hereby conveyed and will
execute such further assurances of the same as may be requisite.

MRk Bk W
Jun 17y 2088 3 A

21321-1
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A_CE54_7858. Date available 06/23/2008. Printed 07/19/2017.

HARFORD COUNTY CIRCUIT COURT (Land Records) JJR 7855, p. 0542, MS

IN WITNESS WHEREOF, Grantor has caused this Deed to be executed under seal on the

day and year herein first written.

WITNESS:

QEINAN

MTBR VENTURES LLC
By: MTBRLLC =

By:

Namgm Alter

Title: Authorized Person

(SEAL)

STATE OF MARYLA w
. COUNTY OF ( Bw.l to wit:

I HEREBY CERTIFY, that on this (i day June, 2008, before me, the subscriber, a Notary
Public of the State aforesaid, personally appeared Richard M. Alter who acknowledged himself to
be an Authorized Person of MTBR LLC, the sole member of MTBR Ventures LLC, a Pennsylvania
limited liability company, and that he as such Authorized Person, being authorized so to do,
executed the foregoing instrument for the purposes therein contained by signing in my presence, the
name of the limited liability company by himself in such capacity.

IN WITNESS WHEREOF, I hereumﬁ‘k@ld and official seal. W

21321-1

tary Public
My Commission Expires: #/ % ?

C,

& @\ TAMERA LYNNE COLLETT!
NOTARY 2 NOTARY PUBLIC
PuBLIC ©/ ANNE ARUNDEL COUNTY, MD

os@‘ Com. Expires 05-01-09

2
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A_CE54_7858. Date available 06/23/2008. Printed 07/19/2017.

HARFORD COUNTY CIRCUIT COURT (Land Records) JJR 7855, p. 0543, MS

ATTORNEY CERTIFICATION

This is to certify that the foregoing instrument was prepared by or under the supervision and
direction of the undersigned, an attorney admitted to practice in the State of Maryland.

Cﬁ¢f>C1;73 Gﬁém/%jcﬁ%

PROPERTY PRESENTLY NOT ON WATER

YLAND
:nggggﬂcf&h‘;; Z‘AR A0\ o LWL g seWERSYSTEMPER: (UL
ALL OTHER TAXES PAID WO patE: o HARFORD COUNTY
| WL

ALL MUNICIPAL TAXES

AND CHARGES PAID

ABERDEEN:

BEL AIR:

Hae:— QS LW

3
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A_CE54_7858. Date available 06/23/2008. Printed 07/19/2017.

HARFORD COUNTY CIRCUIT COURT (Land Records) JJR 7855, p. 0544, MS

EXHIBIT A

BEING for the first all that lot or parcel of ground situate and lying in the City of Havre de
Grace in the Sixth Election District of Harford County, State of Maryland, containing 26.619 acres,
more or less, and being known and designated as Lot No. 1 as shown on the plat entitled “Revised
Final Plat One, Land of Blenheim, L.L.C., et al”, which plat is recorded among the Plat Records of
Harford County in Plat Book J.J.R. No. 113, folio 29, such 26.619 acre parcel being known as No.
760 Bulle Rock Parkway, saving and excepting therefrom all that property known and designated as
Lot No. 1 as shown on the plat entitled “Final Plat One, Bulle Rock Corporate Campus”, which plat
is recorded among the Plat Records of Harford County in Plat Book J.J.R. No. 115, folio 21.

BEING for the second all that lot or parcel of ground situate and lying in the City of Havre
de Grace in the Sixth Election District of Harford County, State of Maryland, containing 0.649
acres, more or less, and being known and designated as Resonance Way, a Private Road, as shown
on the plat entitled “Final Plat One, Bulle Rock Corporate Campus”, which plat is recorded among
the Plat Records of Harford County in Plat Book J.J.R. No. 115, folio 21.

SUBJECT, as to the second parcel, to a perpetual easement for ingress, egress, access and
utilities from and between that lot or parcel of land commonly known as 100 Resonance Way and
shown as Lot 1 on the above described plat recorded in Liber 115 at folio 21 and Bulle Rock
Parkway.

21321-1
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A_CE54_7858. Date available 06/23/2008. Printed 07/19/2017.

HARFORD COUNTY CIRCUIT COURT (Land Records) JJR 7855, p. 0545, MS

GRANTOR ADDRESS: MTBR Ventures LLC

(In the State of Maryland) c¢/o Manekin, LLC
8601 Robert Fulton Drive, Suite 200
Columbia, MD 21046

GRANTEE ADDRESS: Upper Chesapeake Land Development, LLC
c/o Manekin, LLC
8601 Robert Fulton Drive, Suite 200
Columbia, MD 21046

RETURN ADDRESS: Ann Clary Gordon
Shapiro Sher Guinot & Sandler
36 S. Charles Street
Suite 2000
Baltimore, MD 21201
(410) 385-4225

Tax ID # and Street Address for Property Transferred:
Remainder of Lot 1 — ID# 06-059635 — 760 Bulle Rock Parkway

Resonance Way (private road) — No ID# exists — see plat 115/21 for location

21321-1
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HARFORD COUNTY CIRCUIT COURT (Land Records) JJR 7855, p. 0546, MSA_CE54_7858. Date available 06/23/2008. Printed 07/19/2017.

State of Maryland Land Instrument Intake Sheet
O Baltimore City & County: Harford

Information provided is for the use of the Clerk’s Office, State Department of
Assessments and Taxation, and County Finance Office Only
(Type or Print in Black Ink Only - All Copies Must Be Legible)

Type(s) of X | Deed Mortgage Other:
Instruments Deed of Trust Lease
(_2@6@ Conveyance Improved Sale Unimproved Sale Mult. Accounts Not an Arms-
Type - - L |
Check Box Arms-Length Arms-Length Arms-Length [3] Length Sale [9]
1] 2]
3 Tax Exemptions | Re ordation’ .| Transfer taxes are based on the assessed value of the property which is
L xi $891,000.00
(if Applicable) State Transt ; Space Reserved for Circuit
Cite or Explain ) C@iﬁtp ransfer. Court Clerk Recording Violation
Authority | Lk b
La] R eration ; <  Finance Office Usé! Only: L
Purchase Price/Consideration Transfer and Recordatlon Tax Consrderatlon
Any New Mortgage Transfer Tax Consideration $
Consideration | Balance of Existing Mortgage X( )% =3
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Amount
Calculations Total Transfer Tax =
Other Recordation Tax Consideration
X( )% =
Full Cash Value TOTAL DUE
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Land of Blenheim 1 113/29
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Transferred
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THIS DEED, Made this 15 day of July, 2010, by and between
2236 LEVEL ROAD LLC, a Maryland limited 1liability company,
Grantor, and UCHS/UMMS REAL ESTATE TRUST, a Maryland business
trust, Grantee.

WITNESSETH, That in consideration of the sum of ONE MILLION
FIVE HUNDRED SEVENTY FIVE THOUSAND AND 00/100 DOLLARS
($1,575,000.00), the actual consideration paid, and other good and
valuable consideration, the recelipt of which is hereby
acknowledged, the said Grantor does grant and convey to the
Grantee, 1its successors and/or assigns, in fee simple, all that
parcel of land situate in Harford County, State of Maryland, and
described as follows, that is to say:

AN

RY
\

e
RN
\

\

©

—
R

SEE EXHIBIT A ATTACHED HERETO FOR LEGAL DESCRIPTION

TOGETHER WITH the buildings thereupon, and the rights,
alleys, ways, waters, privileges, appurtenances and advantages
thereto belonging, or in anywise appertaining.

=

SUBJECT TO all covenants, easements and restrictions of
record or visible upon inspection.

BEING the same property described in a Deed dated August 16,
2005 and recorded among the Land Records of Harford County in
Liber 6309, folio 170 from Blanche Virginia Stamper unto 2236
Level Road LLC.

BY the execution of this Deed, the Grantor hereby certifies
under the penalties of perjury that the actual consideration paid
or to be paid, including the amount of any mortgage or deed of
trust outstanding and assumed, is as hereinbefore set forth.

AND the said Grantor hereby covenants that it will warrant
specially the property hereby granted; and that it will execute
such further assurances of the same as may be requisite.

TO HAVE AND TO HOLD the described parcel of land and premises
to the said Grantee, its successors and/or assigns, in fee simple.

e Fe

[signature on followin age] HIT

’ e RECORTATION T
TR THY STATE
it %
Hesd HARD
JR 0
Jul 23 CBIB
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HARFORD COUNTY CIRCUIT COURT (Land Records) JJR 8733, p. 0001, MSA ce54 8736. Date available 07/28/2010. Printed 07/19/2017.

B

Bﬁ
igfdjﬁn
7875, 85
18,318,686

Kort & 17948
Blk ¥ 345
158 &

Qh&%




HARFORD COUNTY CIRCUIT COURT (Land Records) JJR 8733, p. 0002, MSA ce54 8736. Date available 07/28/2010. Printed 07/19/2017.

IN WITNESS WHEREOF, Grantor has executed this Deed under seal
on the day and year herein first written.

WITNESS: 2236 LEVEL ROAD LLC,
a Maryland limj

tability company

(SEAL

~

“Richard M. Alter
Authorized Person

%MO/M&«/ B

STATE OF MARYLAND
g,n//coun'ry OF m , to wit:

I HEREBY CERTIFY, That on this /‘3*% day of July, 2010,
before me, the subscriber, a Notary Public of the State aforesaid,
personally appeared Richard M. Alter, who acknowledged himself to
be the Authorized Person of 2236 LEVEL ROAD LLC, and that he, as
such Authorized Person, beilng authorized so to do, executed the
within instrument in the capacity therein stated and for the
purposes therein contained.

IN WITNESS WHEREOF, I hereunt/o set/my i cial sepl.

FAMERA LYNNE COLLETTI
NOTARY PUBLIC

ANNE ARUNDEL COUNTY MD
Com. Expiresf)5 [2/] 2043

THIS IS TO CERTIFY THAT THE WITHIN INSTRUMENT HAS BEEN PREPARED BY
OR UNDER THE SUPERVISION OF THE UNDERSIGNED MARYLAND ATTORNEY.

COUNTY MARYLAND /
HARFORD P o A

TRANSFER TAX PD § —— ANN CLARY GORDON
ALOTHERTAXESPAD — Df¥UE
RETURN TO:

My Commission Expires:”jzéllguuj

NOTARY
pPUBLIC

PROPTRTY PRESENTLY NOT ON WATER

Commonwealth Land Title e e

Tnourance Company & STV R SYSTEM PER: (UL

1 North Charles Street, Suite 400 DA - HARFORD COUNTY
Baltimore, Maryland 21201 ' :}fQQCUB

Attention: Sherry Dorsey/2610-00103

ALL MUNICIPAL TAXES
AND CHARGES PAID
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EXHIBIT A

0.972 Acre Parcel of Land Located on the East Side of Barker Lane
and South of Maryland Route 155, City of Havre de Grace, Sixth
Election District, Harford County, Maryland.

BEGINNING for the same at a point at the intersection of the
southwesterly side of Barker Lane, 60 feet wide, as shown on
State Roads Commission Plat No. 27620 with the northerly side of
Panhandle “A” and the southerly side of the panhandle of Lot 1 as
shown on the plat entitled “Final Plat, Land of James C. Barker”
and recorded among the Land Records of Harford County, Maryland
in Plat Book CGH 60, Folio 87, thence leaving the said panhandle
of Lot 1 and binding on the division line between the said Barker
Lane and the sgaid Panhandle “A”, as now surveyed, with bearings
referred to the Maryland Coordinate System (NAD'83/91),

1. South 61° 44' 01" East 51.99 feet a point at the
intersection of the said Barker Lane with the southerly
outline of the aforesaid Panhandle “A”, thence leaving
the said Barker Lane and binding on the southerly and
easterly outline of the said Panhandle “A”, three
courses, viz:

2. North 75° 38' 49" West 786.01 feet,
3. South 39° 46' 33" West 800.00 feet, and

4. South 17° 13' 47" East 204.56 feet to a point at the
end of the second or N. 54* 50’ W 200.0 ft. line of a
deed from James C. Barker to Martin T. Stamper and
Blanche Virginia Stamper, his wife, dated December 21,
1970 and recorded among the aforesaid Land Records in
Liber 864, Folio 482, thence binding reversely on all
of the second, first, and fourth and part of the third
lines of the said deed, four courses, viz:,

5. South 63° 13' 45" East 200.00 feet,

6. South 26°46'15" West 100.00 feet,
7. North 63° 13' 45" West 200.00 feet, and
8. North 26° 46' 15" East 82.00 feet, thence leaving the

aforesaid third 1line and binding on the westerly
outline of the aforesaid Panhandle “A”,

9. North 17° 13' 47" West 224.29 feet to a point and to
intersect the southeasterly outline of the aforesaid
panhandle of Lot 1, thence binding on the division
lines between the said Panhandle “A” and the panhandle
of Lot 1, two courses, viz:

RE / 47835.003 / Deed LLC.v02.doc Page 3
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CONTINUATION OF EXHIBIT A

10. North 39° 46' 33" East 814.69 feet, and

11. South 75° 38' 49" East 743.45 feet to the place of
beginning.

CONTAINING 0.972 acres of land, more or less.

RE / 47835.003 / Deed LLC.v02.doc Page 4
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HARFORD COUNTY CIRCUIT COURT (Land Records) JJR 8733, p. 0005, MSA_ce54 8736. Date available 07/28/2010. Printed 07/19/2017.

Certification of Exemption from Withholding Upon Disposition of
Maryland Real Estate Affidavit of Residence or Principal
Residence

Based on the certification below, Transferor claims exemption
from the tax withholding requirements of § 10-912 of Maryland's
Tax General Article. Section 10-912 states that certain tax
payments must be withheld when a deed or other instrument that
affects a change in ownership of real property is recorded. The
requirements of § 10-912 do not apply when a transferor provides
a certification of Maryland residence or certification that the
transferred property is the transferor's principal residence.

1. Transferor Information
Name of Transferor

2236 LEVEL ROAD LLC

2. Reason for Exemption
Resident O 1, Transferor, am a resident of the State of Maryland.

Status Transferor is a resident entity under § 10-912(A) (4)
of Maryland's Tax General Article, I am an agent of
Transferor, and I have authority to sign this

Aoty

document on Transferor's behalf. ) @& R:S10 el @n

Principal O Although I am no longer a resident of the State of
Residence Maryland, the Property is my principal residence as .
. defined in IRC § 121. R —_—
X® ¢ TolohtsWew R Reqistureo  ™r=r® ‘H\M\ 90 gt ?NQR‘\’o S*O‘F\'kqw\\.\\

Under penalty of perjury, I certify that I have examined this
declaration and that, to the best of my knowledge, it is true,
correct, and complete.

3a. Individual Transferors

Witness Name

Signature

b. Entlty Transferors

WN 2236 LEVEL ROAD LLC
ess/ ttest ' Name of Entity

Richard M. Alter

Name

Authorized Person
Title

RE / 47835.003 / Deed LLC.v02.doc Page 5
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2610-00103
State of Maryland Land Instrument Intake Sheet
[] Baltimore City [X] County: Harford

Information provided is for the use of the Clerk's Office, State Department of
Assessments and Taxation, and County Finance Office only.
- All Copies Must Be Legible)

(Type or Print in Black Ink Only

Space Reserved for Circuit Court Clerk Recording Validation

Type(s) '} Check:Box If Addendum Intake Formis’Attached:)s, i 00 vy o
of Instruments [1]Deed [ ] Mortgage [ ] Other:
[ 1Deed of Trust [ 1Lease  [] Other: [ ] Other:
Conveyance Type ] 1mproved Sale  [_] Unimproved Sale [_] Multiple Accounts [ Not an Arms-Length
(Check Box) Arms-Length [1] Arms-Length /2]  Arms-Length /3] Sale /9]
Tax Exemptions | Recordation ...
(if Applicable) . State Transfer ="
Cite or Explain Authority County Transfer:
i T Consideration AmOURt e 0 Finance Office Use Only i
Purchase Price/Consideration 1,575,000.00  |"Transfer;and Recordation 'I*aﬁg’Consrdemtmn
Any New Mortgage Transfer Tax Consideration .
Consideration Balance of Existing Mortgage Kl i ,“%m», ="
and Tax Other: uliess, Exe?ﬁ’“ tlon%mount =
Calculations »Amﬁ@j%p%sferwpgﬁ i
Other:
Full Cash Value
8 ... Amount of F Doc.l . .

Recordmg Charge 20.00
Surcharge 20.00

Fees State Recordation Tax 10,395.00
State Transfer Tax 7,875.00
County Transfer Tax 15,750.00
Other
Other

Description of Property
SDAT requires
submission of all
applicable information.
A maximum of 40
characters will be
mdexed in accordance

Real Property Article
Section 3-104(g)(3)(i).

District | Property Tax ID No. (1)4] Grantor Liber/Folio | .__Map

06 007457

T Subdivision Name..... s&;rt/A“cmre“"‘a‘“e D
42253 SF
[Address of Property Being Conveyedi(2) .. oor o

P“a“‘rtral‘Coﬁi‘f‘é?"‘an“be ?

If Partial Convexance List Improvements Conveyed

‘Docil < Grantor(s) Name(s)

R

T Doc, 2.+ Grantor(s) Names(s) ...

MSA, ce54_8736. Date avallable 07/28/2010. Printed 07/19/2017.

Transferred 2236 Level Road LLC
From HET Doel 1'Owner(s) of Record, if différent from Grantor(s) ‘Doc:2iOwner(s) of Recordif different from’Grantor(s)ia. |
S Doe, 1« Grantee(S)Name(s) o o e Iyge 'Y Grantee(s) Name(s)
UCHS/UMMS Real Estate Trust
Transferred
T R PR e T 5
° ‘New Owner's{(Grantee) Mailing Address s O e
520 Upper Chesa eake Drive, Suite 405, Bel Alr, Md. 21014
T s R T, e
Other Names to be Doc.'1'-'Additional Names to be Indexed (Optional),.| Doc. 2-Additional Names to be Iiidexed (Option al)
Indexed
R e ‘ument Submitted By or Contact’P [X] Return to Contact Person
. Name: Sherry Dorsey
(I:r(l)il']ot :;t;lt\;[:r:l Firm: Commonwealth Land Title Insurance Company [J Hold for Pickup

Address: 1 North Charles Street,

Suite 400, Baltimore, MD 21201

Phone: 410-230-9595

HARFORD COUNTY CIRCUIT COURT (Land Records) JJR 8733, p. 0006,

IMPORTANT: BOTH THE QRIGINAL DEED AND A'PHOTOCOPY MUST ACCOMPANY/EACH TRANSFER,

[ ]Yes DX No Will the property being conveyed be the grantee's principal residence?
Assessment | [] Yes [X] No Does transfer include personal property? If yes, identify:
Information

[] Return Address Provided

[:] Yes X No Was property surveyed” If yes, attach copy of survey (if recorded no co y requrred)
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VA
THIS DEED, Made this /ﬁlday of 7:«-/ , 2010, by ‘
and between ROUTE 155, LLC, a Maryland limited liability
companies, Grantor, and UCHS/UMMS REAL ESTATE TRUST, a Maryland
business trust, Grantee.

WITNESSETH, That in consideration of the sum of TWO MILLION
THREE HUNDRED FIFTY THOUSAND AND 00/100 DOLLARS ($2,350,000.00),
the actual consideration paid, and other good and valuable
consideration, the receipt of which is hereby acknowledged, the
said Grantor does grant and convey to the Grantee, its successors
and/or assigns, in fee simple, all that parcel of land situate in
Harford County, State of Maryland, and described as follows, that

/1s to say:

SEE EXHIBIT A ATTACHED HERETO FOR LEGAL DESCRIPTION

TOGETHER WITH the buildings thereupon, and the rights,
alleys, ways, waters, privileges, appurtenances and advantages
thereto belonging, or in anywise appertaining.

BEING the same property described in Deed dated April 18,
1998 and recorded among the Land Records of Harford County in
Liber 2748, folio 534 from D.L.B. Joint Venture unto Route 155,
LLC.

BY the execution of this Deed, the Grantor hereby certifies
under the penalties of perjury that the actual consideration paid
or to be paid, including the amount of any mortgage or deed of
trust outstanding, is as hereinbefore set forth.

AND the said Grantor hereby covenants that it has not done or
suffered to be done any act, matter or thing whatsoever, to
encumber the property hereby conveyed; that it will warrant
specially the property hereby granted; and that it will execute
such further assurances of the same as may be requisite.

TO HAVE AND TO HOLD the described parcel of land and premises
to the said Grantee, its successors and/or assigns, in fee simple.

IN WITNESS WHEREOF, Grantor has executed this Deed under seal
on the day and year herein first written.

I T SIFE $ 8.0

WITNESS: RECORDING FEE OB.BB
ROUTE 155, LLC, RECORTATION T i5.3ia.08

a Maryland limited 11ab111t§%ﬂm SHAIE 115758, 88

company, £7's 308,08

7Z Rest HABD  Rert & 17949

JE G0 Bk # 38
BY: %%p/g_%{/ (SBAL, ZHiB 11455 =&
Name: = Gedbrge W. Clampet JUL 13 2010
Title: ber

Z BY:
Name: Ralph W. Norton
Title: Member

R0 8733 il 08
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STATE OF magkmi ,
CIEY/COUNTY OF Ha;agz:e,(& , to wit:

Lt'a\ P

I HEREBY CERTIFY, That on this [S day of July ,
2010, before me, the subscriber, a Notary Public of the '‘State
aforesaid, personally appeared George W. Clampet , who
acknowledged himself to be the Member of ROUTE 155, LLC, and
that. he/she as such Member being authorized so to do, executed
the within instrument in the capacity therein stated and for the
purposes therein contained by himself as such Member .

- <IN’ WITNESS WHEREOF, I hereunto set my hand and official seal.
(‘,T e LT

Lo rinE —

R [ 7 punicipalEREY PUBLIC

' My :Cérﬁmission Expires: ¢~ - (O ..J CGHARGES PAID

seRDEEN:
STATE OF del c( , \ '
Mol BEL AIR:

J
GEFY/COUNTY OF __HQ&&/Q__A__, to wit: HdeG: (M4 2t

I HEREBY CERTIFY, That on this |S 9 day of ul\[ )
2010, before me, the subscriber, a Notary Public of the State
aforesaid, personally appeared Ralph W. Norton , who acknowledged
himself to be the Member of ROUTE 155, LLC, and that he/she as
such Member being authorized so to do, executed the within
instrument in the capacity therein stated and for the purposes
therein contained by himself as such Member .

| IN _,WITNESS WHEREOF, I hereunto set my hand and official seal.

e by dokson Dty

| - NOTARY PUBLIC

s

My Commission Expires: &-[-/0

THIS IS TO CERTIFY THAT THE WITHIN INSTRUMENT\HAS BEEN PREPARED BY
OR UNDER THE SUPERVISION OF THE UNDERS'I‘GNED YLAND ATTORNEY.

ot S0 OO
CETURN To. NLOTHERTRXESPAD {3310 e ity i rtonad
Commonwealth Land Title ,'iK;ULTURALTRANSFEiwﬁ/
Insurance Company léﬁf\)UNT OF
B Tnare meyiona sizor - %% Peceived for ranster /-2 077

Attention: Sherry Dorsey/2610-00097 Siate Department of Assessments

PROPERTY PRESENTLY NOT ON WAT i & Taxation of Harford County

& SEWER SYSTEMPER: (L& s . ZalZZC
OATE: L3 g5 HARFORD CONTY 4 #m08733m009 Ve




HARFORD COUNTY CIRCUIT COURT (Land Records) JJR 8733, p. 0010, MSA ce54 8736. Date available 07/28/2010. Printed 07/19/2017.
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EXHIBIT A

All that lot or parcel of land, situate and lying in the Second
Election District of Harford County, State of Maryland, near the
City of Havre de Grace, at and near Maryland Route No. 155 and
bounding on the southwesterly right of way line of Ramp "A" as
shown on State Road Commission of Maryland Plat No. 27620 of
Northeastern Expressway, now named John F. Kennedy Memorial
Highway, particularly described as follows: Beginning for the
same at a stone heretofore set at the southwesterly most corner of
the parcel of land conveyed by and described in a Deed from Carrie
Mitchell to Mary Ethel Mitchell Cooper, dated November 14, 1931,
and recorded among the Land Records of Harford County in Liber SWC
No. 221, folio 330, thence running with and binding on the
northwesterly outline of the last mentioned parcel, being a line
of division between the 1lands of Mary Ethel Mitchell Cooper and
the lands of James C. Baker and Pearl F. Barker, his wife, as now
surveyed, North 28 degrees 26 minutes 36 seconds East 171.24 feet
to a stone heretofore set; thence continuing this same direction,
North 28 degrees 26 minutes 36 seconds East 8.81 feet to intersect
the southwesterly right of way line of Ramp "A" as shown on the
aforementioned State Roads Commission of Maryland Plat; thence
leaving the Cooper Lands and thence running with and binding on
the right of way line of the aforesaid Ramp "A", the following
four courses, viz: North 67 degrees 34 minutes 33 seconds West
384.32 feet, thence North 81 degrees 09 minutes 29 seconds West
283.95 feet to a point of curve, thence by a curve to the left of
radius 1205.23 feet, an arc distance of 241.06 feet to a point of
compound curve; thence by a curve to the left or radius 1839.86
feet, an arc distance of 324.74 feet; running with and binding on
the dividing line between the lands of the Barkers and the lands
formerly owned by Horace H. Moore and now owned by the State of
Maryland, to the use of the State Roads Commission of Maryland,
South 22 degrees 56 minutes 56 seconds West 217.61 feet; thence
leaving the State Roads Commission land, formerly the Moore lands,
and running through and across the lands of the grantors for new
lines of division, the following eight courses, viz: North 82
degrees 57 minutes 21 seconds East 541.05 feet; thence 72 degrees
09 minutes 26 seconds East 56.95 feet to a point on the northerly
side of a gravel lane of the grantors, James C. Barker and Pearl
F. Barker, his wife used by them for access from other property
owned by them to State Route No. 155; thence binding on the
northerly side of said lane, South 87 degrees 53 minutes 34
seconds East 60.30 feet; South 81 degrees 19 minutes 44 seconds
East 168.69 feet; South 76 degrees 07 minutes 34 seconds East
122.14 feet; South 71 degrees 32 minutes 14 seconds East 128.34
feet; and South 67 degrees 05 minutes 24 seconds East 127.62 feet;
thence leaving said lane, North 28 degrees 26 minutes 36 seconds
East 23.28 feet to the beginning thereof; containing 6.04 acres of
land, more or less according to a survey made August 9, 1963 by
Frederick Ward Associates and as laid down and shown on a plat
recorded in a Deed dated February 16, 1965 and recorded among the
Land Records of Harford County in Liber No. 669, folio 113.

08733 a0 1 0
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CONTINUATION OF EXHIBIT A

File No.2610-00097

Together with the benefit of a right of way established by Deed
dated February 16, 1965 from James C. Barker and Pearl F. Barker,
his wife and The Citizens National Bank of Havre De Grace unto
George J. Williams, Sammy Williams and Steve Williams and recorded
among the Land Records of Harford County in Liber 669, folio 113.

08733 fuw0 | |
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Certification of Exemption from Withholding Upon Disposition of
Maryland Real Estate Affidavit of Residence or Principal
Residence

Based on the certification below, Transferor claims exemption
from the tax withholding requirements of § 10-912 of Maryland's
Tax General Article. Section 10-912 states that certain tax
payments must be withheld when a deed or other instrument that
affects a change in ownership of real property is recorded. The
requirements of § 10-912 do not apply when a transferor provides
a certification of Maryland residence or certification that the
transferred property is the transferor's principal residence.

L. Transferor Information

Name ©f Transferor

ROUTE 155, LLC

2. Reason for Exemption

Resident ?/I, Transferor, am a resident of the State of Maryland.

Status Transferor is a resident entity under § 10-912(A) (4)
of Maryland's Tax General Article, I am an agent of
Transferor, and I have authority to sign this
document on Transferor's behalf. 3 o ¢ Ry ¢ ~oal oW ‘\'P\'it
Principal O Although I am no longer a resident of the State of
Residence Maryland, the Property is my principal residence as

definediin IRC § 121.

! a " — Y
A~ s Tablishe? oK RGISToARO Yo &Y Fhan 0 &S Pri X0 NS
Under penalty of perjury, I certify that I have examined this
declaration and that, to the best of my knowledge, it is true,
correct, and complete.

3a. Individdal Transferors

Withess Name

Signature

- _——3b. ENtity Transierors

ROUTE 155, LLC

Name Of Entity

By: s /

6£o£.Z?W. ClampeT, v Emm bt €,
leRO'E(,‘ w. NOQ‘&N\) mimbs g

Tit
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2610-00097
State of Maryland Land Instrument Intake Sheet
[] Baltimore City County: Harford

Information provided is for the use of the Clerk's Office, State Department of
Assessments and Taxation, and County Finance Office only.
(Type or Print in Black Ink Only - All Copies Must Be Legible)

Space Reserved for Circuit Court Clerk Recording Validation

Type(s) -
of Instruments [ 1 ]Deed [] Mortgage [ ]Other
[ ]1Deed of Trust [ JLease  []Other: [ ] Other:
Conveyance Type [ improved Sale ] Unimproved Sale [_] Multiple Accounts [ Not an Arms-Length
(Check Box) Arms-Length [1] Arms-Length /2]  Arms-Length /3] Sale /9]
Tax Exemptions .Recordation
(if Applicable) State/Transfer
Cite or Explain Authority Couﬁ“t‘y »Transfer
Ve Consideration Amouintz. " G, Finance Office;Use Only
Purchase Price/Consideration 2,350,000.00 Transfer and. Recordatlon Tax Cons
Any New Mortgage “Transfer Tax ¢ Consrderatmn | .
Consideration Balance of Existing Mortgage - ’
and Tax Other:
Calculations
Other:
Full Cash Value
. /Amount of Fees % ais
Recording Charge 20.00
Fees Surcharge . 20.00
first doc is release State Recordation Tax 15,510.00
State Transfer Tax 11,750.00
County Transfer Tax 23,500.000 5
Other WAg Tax/Other:...,
Other " i
District. | Property Tax 1D No. (1) | Grantor.Liber/Folio ‘Map Parcel'No. Var.: LOG
Description of Property 06 008402 __ ‘OG-
SDAT requires Subdivision Name .. Lot 3(a) | Block(3b) | Sec/AR(3¢) |. Plat Refl."| SqFt/Acreage(d)
submission of all 6.04

applicable information.

" lLocation / Address.of Property Being Conveyed'(2)iii:.

T

A maximum of 40
characters will be
indexed in accordance

‘Water Meter Account No.

MSA_, ce54_8736. Date avallable 07/28/2010. Printed 07/19/2017.

with the priority cited in ; al
Real Property Article | partial Conveyance" (] Yes X).No.... | Description/Amt. of SqFt/Acreage Transferred:
Section 3-104(g)(3)(i).
If Partlal Conveyance, List Improvements Conve ed
’ Doc.1 - Grantor(s) Name(s) ;
Transferred Route 155, LLC
From Doc. 1. Owner(s).of Record, if different from Grantor(s) 7 '{*““*~Doc. 2 Owner(s) of Record;if different.from Grantor(s)
' : S5 Doe. 1 - Grantée(s) Name(s) e Dogr 2 - Grantee(s) Name(g)#H
UCHS/UMMS Real Estate Trust
Transferred
To New Owner's (Gran i R
N T T T % T T R T
Other Names to be ‘ ) es.to be Indexed (Optnonal) ~Additional Names to be:Indexed (Optional
Indexed
“~Instrument Submitted By or Contact Person DJ Return to Contact Person
. Name: Sherry Dorsey
(I:::;.:)t:l;t;lt\;[oa':l Firm: Commonwealth Land Title Insurance Company [ Hold for Pickup
Address: 1 North Charles Street, Suite 400, Baltimore, MD 21201
Phone:  410-230-9595 ] Return Address Provided
s iy IMPORTANT: BOTH THE ORIGINAL DEEDMND A PHOTOCOPY, MUSTACCOMPANY EACH TRANSFER g
[] Yes XINo Will the property being conveyed be the grantee's principal residence?
Assessment | [ ] Yes [X] No Does transfer include personal property? If yes, identify:
Information

[] Yes X No Was property surveyed? If yes, attach copy of survey (if recorded no copy requ1red)

o] Terminal’ Verification” -

HARFORD COUNTY CIRCUIT COURT (Land Records) JJR 8733, p. 0013,
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THIS DEED, made this /§ 'day of oy , 2009, by
and between STEWART GETZ, Esquire, and JAMES P. BARKER, Successor
co-Trustees of the trust under the will of James C. Barker,
Parties of the First Part, MONTGOMERY C. M. GREEN, by R. Jonathan
M. Green his Attorney-in-Fact, ELIZABETH WATTS GREEN, by R.
Jonathan M. Green her Attorney-in-Fact, JOHN RODGERS MEIGS GREEN,
by R. Jonathan M. Green his Attorney-in-Fact, and R. JONATHAN M.
GREEN, Parties of the Second Part, (the Parties of the First and
Second Parts being collectively referred to as “Grantors”), and
UCHS/UMMS REAL ESTATE TRUST, a Maryland business trust, Grantee.

WITNESSETH, That in consideration of the sum of TWO MILLION
SIX HUNDRED NINETY THOUSAND THREE HUNDRED THIRTY and 87/100
DOLLARS ($2,690,330,87), the actual consideration paid, and other
good and valuable consideration, the receipt of which is hereby
acknowledged, the said Grantors do grant and convey to the
Grantee, 1its successors and assigns, 1in Fee Simple, all that
parcel of land situate in Harford County, State of Maryland, and

b«described as follows, that is to say:

d6 SEE LEGAL DESCRIPTION ATTACHED

HERETO AS “EXHIBIT A"

REFERENCE IS MADE TO Limited Power of Attorney made by
Montgomery C.M. Green, Elizabeth Watts Green and John Rodgers
Meigs Green unto R. Jonathan M. Green recorded or intended to be
recorded among the Land Records of Harford County immediately
prior hereto.

TOGETHER WITH the buildings thereupon, and the rights,
alleys, ways, waters, privileges, appurtenances and advantages
thereto belonging, or in anywise appertaining.

BY the execution of this Deed, the Grantors hereby certify
under the penalties of perjury that the actual consideration paid
or to be paid, including the amount of any mortgage or deed of
trust outstanding, is as hereinbefore set forth.

AND the said Parties of the Second Part hereby covenant that
they have not done or suffered to be done any act, matter or thing
whatsocever, to encumber the property hereby conveyed; that they
will warrant specially the property hereby granted; and that they
will execute such further assurances of the same as may be
requisite.

TO HAVE AND TO HOLD the described parcel of land and premises
to the said Grantee, its successors and assigns forever in Fee
Simple.

IN WITNESS WHEREOF, Grantors have executed this Deed under

seal on the day and year herein first written.
., (SEAL)

Successor

WITNESS:

%{%@ MEAL)

/

-Trustte of the trust under the
will of James C. Barker I FIl SRE$
RECORUING FeE
RECIRDATION T
TR &Y STATE
HON-RESTBENT
TOTAL

€%

s

L]
=~

P
=3

i7s7a7. 38
13p451.65
29643.38
163-888.25

Rest HABD Rt 3 10053
W TR Rk e I8

Jul 25y CBiE

RO 87 3L fﬂUﬂZ 61
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HARFORD COUNTY CIRCUIT COURT (Land Records) JJR 8734, p. 0262, MSA_ce54_8737. Date available 07/29/2010. Printed 07/19/2017.

M\ Péi"‘\ M“ : (SEAL)

= e ) R. JONATHAN M. GREEN, Attorney-
in-Fact for MONTGOMERY C. M. GREEN

M MM M %‘ (SEAL)

~ b \\/ R. JONATHAN M. G , Attorney-
in-Fact for ELIZABETH WATTS GREEN

e T o i QC—

4 R. JONATHAN M. GREEN, Attorney-
in-Fact for JOHN GERS MEIGS
GREEN

M ﬁ\g/w«,\ﬂ\ %ﬁf—\(smm

= V R. JONATHAN M. GRE{:}

STATE OF MMM[&/V!C{— p

LAAHYCOUNTY OF HH/J@/\A , to wit:

I HEREBY CERTIFY, that on this l day of :Tf

2010, before me, the subscriber, a Notary Public of theJState
aforesaid, personally appeared STEWART GETZ, Esquire, Successor
co-Trustee of the trust under the will of James C. Barker known
to me (or satisfactorily proven) to be the person whose name is
subscribed to the within instrument, and acknowledged that he
executed the same for the purposes therein contained, and in my
presence signed and sealed the same.

IN WITNESS WHEREOF, I hereunto set my hand and official seal.

NOTARY PUBLIC

My Commission Expires: %?’/-N)

state or _ (Vs [an
J
¢£%%] COUNTY OF HMJ,D/\C{ , to wit:

I HEREBY CERTIFY, that on this l 7%%day of \)LL’V ,
2010, Dbefore me, the subscriber, a Notary Public of the State
aforesald personally appeared JAMES P. BARKER, Successor co-
Trustee of the trust under the will of James C. Barker known to me
(or satisfactorily proven) to be the person whose name 1is
subscribed to the within instrument, and acknowledged that he
executed the same for the purposes therein contained, and in my
presence signed and sealed the same.

IN WITNESS WHEREOF, I hereunto set my hand and official seal.

M )W(W\—AM'

/ 1 NOTARY PUBLIC

My Commission Expires: §?~/"/0
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STATE OF N)A/\M \Mc\ ,
K31/ COUNTY OF HMMA , to wit:

I HEREBY CERTIFY, That on this ls%day of 1wy

2010, before me, the subscriber, a Notary Public of the State
aforesaid, personally appeared R. JONATHAN M. GREEN, Attorney-in-
Fact for MONTGOMERY C. M. GREEN, known to me (or satisfactorily
proven) to be the person whose name is subscribed to the within
instrument, and in pursuance of the power and authority set forth
in the Power of Attorney herein before mentioned, acknowledged,
the foregoing to be the act of said R. JONATHAN M. GREEN as such
Attorney-in-Fact and further made oath in due form of law that at
the time of the execution of the within instrument, he did not
have actual knowledge of the revocation or termination of the
above mentioned Power of Attorney by death or any cause
whatsoever, and acknowledged that he executed the same for the
purposes therein contained, and in my presence signed and sealed
the same.

IN WITNESS WHEREOF, I hereunto set my hand and official seal.

TAR UBIC

My Commission Expires: ~-1-10 f 37—3’7

STATE OF MaQV/C\MJ ,
LB/ COUNTY OF _[{ ., J@/\A , to wit:

I HEREBY CERTIFY, That on this l \fhday of sJ
2010, before me, the subscriber, a Notary Public of the” State
aforesaid, personally appeared R. JONATHAN M. GREEN, Attorney-in-
Fact for ELIZABETH WATTS GREEN, known to me (or satisfactorily
proven) to be the person whose name is subscribed to the within
instrument, and in pursuance of the power and authority set forth
in the Power of Attorney herein before mentioned, acknowledged,
the fore901ng to be the act of said R. JONATHAN M. GREEN as such
Attorney-in-Fact and further made oath in due form of law that at
the time of the execution of the within instrument, he did not
have actual knowledge of the revocation or termination of the
above mentioned Power of Attorney by death or any cause
whatsoever, and acknowledged that he executed the same for the

purposes therein contained, and in my presence signed and sealed
the same.

IN WITNESS WHEREOF, I hereunto set my hand and official seal.

NO PUBIC

My Commission Expires: g" ’ "D

STATE OF M,\AM[MA ,
G/8%/ COUNTY OF HA,J,M(( , to wit:

I HEREBY CERTIFY, That on this Zs%day of \Sd,u
2010, before me, the subscriber, a Notary Public of tbhe State
aforesald personally appeared R. JONATHAN M. GREEN, Attorney-in-
Fact for JOHN RODGERS MEIGS GREEN, known to me (or satisfactorily

3
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proven) to be the person whose name is subscribed to the within
instrument, and in pursuance of the power and authority set forth
in the Power of Attorney herein before mentioned, acknowledged,
the foregoing to be the act of said R. JONATHAN M. GREEN as such
Attorney-in-Fact and further made oath in due form of law that at
the time of the execution of the within instrument, he did not
have actual knowledge of the revocation or termination of the
above mentioned Power of Attorney by death or any cause
whatsoever, and acknowledged that he executed the same for the
purposes therein contained, and in my presence signed and sealed
the same.

IN WITNESS WHEREOF, I hereunto set my hand and official seal.

NOT PUBIC

My Commission Expires: (Z"[*/LJ

STATE OF MA"Z‘} (dA/l(( '

iR counTy OF xm‘! , to wit:

I HEREBY CERTIFY, that on this L5&+£\day of 35“ ﬂ;g
2010, before me, the subscriber, a Notary Public of the State
aforesaid, personally appeared R. JONATHAN M. GREEN known to me
(or satisfactorily proven) to be the person whose name is
subscribed to the within instrument, and acknowledged that he

executed the same for the purposes therein contained, and in my
presence signed and sealed the same.

IN WITNESS WHEREOF, I hereunto set my hand and official seal.

NOTARY PUBLIC

e
My Commission Expires: Q?’("/() g

THIS IS TO CERTIFY THAT THE WITHIN INSTRUMENT HAS BEEN PREPARED BY
OR UNDER THE SUPERVISION OF THE UNDERSIGNE YLAND ATTORNEY.

// FffRo W THamP

RETURN TO: “1ARFORD COUNTY MARYLAND

c 1th Land Titl AansrERTAXPD S 20,03 2| (L
Igzgiggiz CompZEy ree ALL OTHER TAXES PAID
one North Charles Street PROPERTY PRESENTLY NOT ON WATER
Baltimore, Maryland 21201 & SEWER SYSTEM PER: (e LXK
File No. 2610-00098 DATE; ;{}gjm)HARFORD COUNTY
S ULTURAL TRANSFER TAX IN THE/

ALL MUNICIPAL TAXES s JNT OF $ 22 z L

AND CHARGES PAID £ “,ered for Transter 4 )5 7

ABERDEEN: o s

Ciat artment of Assessme
REL AIR: Giate Dep

o IR & Taxation of Harford County
oty (U ) /7// ;L gt

&
TARE
:
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EXHIBIT A

Beginning for the same at a point in the Southeasternmost Right of
Way Line and Right of Way Line of Through Highway (Ramp "A") of
the connection between the Northeastern Expressway and Maryland
Route 155, said point of beginning being the intersection of the
aforesaid Southeasternmost Right of Way Line and Right of Way Line
of Through Highway (Ramp "A") with the Line of Division between
the property which by deed dated April 26, 1946 and recorded among
the Land Records of Harford County in Liber 295, folio 291, from
Carrie V. Mitchell to James C. Barker and Pearl P. Barker, his
wife and the property which by deed dated December 20, 1947 and
recorded among the Land Records of Harford County in Liber 311,
folico 379 from Marian Moore, et ux and Beulah Moore, et al. to
Horace Moore, said point of beginning being situated 70 feet
measured radially to the right of Station 112+05+ of the Base Line
of Right of Way (Ramp "A"), as said Base Line of Right of Way is
delineated on the State Roads Commission's Plat numbered 34908,
running thence and binding along the aforesaid Line of Division in
a Southwesterly direction 1938'+, thence in a Northwesterly
direction 584'+ to intersect the aforesaid Southeasternmost Right
of Way 1line and Right of Way Line of Through Highway, running
thence and binding thereon in a Northeasterly direction 935"+,
thence in a Northwesterly direction 100'+, thence in a
Northeasterly direction by a curve to the right having a radius of
1839.86' for a distance of 773'+ to the place of beginning.

Containing 13.70 acres plus or minus

The above described parcel of land being subject to the Perpetual
Easement Area for outlet ditch of the State Roads Commission of
Maryland shown cross hatched on the State Roads Commission's Plat
numbered 34908.

The above described parcel of land being subject to the Drainage
Provisions of the State Road Commission of Maryland as indicated
on the State Roads Commission's plat numbered 34908.

The above described parcel of land being subject to the Denial of
Access Provisions of the State Roads Commission of Maryland as
indicated on the Plat numbered 34908.

Title to an undivided one-half interest is vested in STEWART GETZ,
Esquire, and JAMES P. BARKER, Successor co-Trustees of the trust
under the will of James C. Barker (Estate No. 26,722 in the
Orphans' Court, Harford County), pursuant to an Order of the
Circuit Court of Harford County dated February 12, 2010 in a cause
entitled "In the matter of the Testamentary Trust of James C.
Barker", Case No. 12-C-07-002261MP.

Title to the remaining undivided one-half interest is vested in
MONTGOMERY C. M. GREEN, ELIZABETH WATTS GREEN, JOHN RODGERS MEIGS
GREEN and R. JONATHAN M. GREEN by virtue of a Deed of Distribution

dated July , 2010 and recorded among the Land Records of
Harford County in Liber , folio
5
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Certification of Exemption from Withholding Upon Disposition of
Maryland Real Estate Affidavit of Residence or Principal
Residence

Based on the certification below, Transferor claims exemption
from the tax withholding requirements of § 10-912 of Maryland's
Tax General Article. Section 10-912 states that certain tax
payments must be withheld when a deed or other instrument that
affects a change in ownership of real property is recorded. The
requirements of § 10-912 do not apply when a transferor provides
a certification of Maryland residence or certification that the
transferred property is the transferor's principal residence.

1. Transieror Information

"Nameé ot Transteror

R. JONATHAN M. GREEN

2. Reason Ior EXxemption

Residen @ I, Transferor, am a resident of the State of Maryland.
t O Transferor is a resident entity under § 10-912(A) (4) of
Status. Maryland's Tax General Article, I am an agent of

Transferor, and I have authority to sign this document on
Transferor's behalf.

Princip O Although I am no longer a resident of the State of
al Maryland, the Property is my principal residence as
Residen defined in IRC § 121.

ce

Under penalty of perjury, I certify that I have examined this
declaration and that, to the best of my knowledge, it is true,
correct, and complete.

g 7. 3§3 Ind1v1gpal Transferors .
AT, R_Jo— m.
I Witpess bl \_/ Name: R. .
Signature
Witness “Rame:
6
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Certification of Exemption from Withholding Upon Disposition of
Maryland Real Estate Affidavit of Residence or Principal
Residence

Based on the certification below, Transferor claims exemption
from the tax withholding requirements of § 10-912 of Maryland's
Tax General Article. Section 10-912 states that certain tax
payments must be withheld when a deed or other instrument that
affects a change in ownership of real property is recorded. The
requirements of § 10-912 do not apply when a transferor provides
a certification of Maryland residence or certification that the
transferred property is the transferor's principal residence.

1. Transleror InIormation

Name of Transteror

TRUST UNDER THE WILL OF JAMES C. BARKER

2 Reasgon for Exemption

Residen O I, Transferor, am a resident of the State of Maryland.
t Transferor is a resident entity under § 10-912(A) (4) of
Status Maryland's Tax General Article, I am an agent of

Transferor, and I have authority to sign this document on
Transferor's behalf.

Princip @ Although I am no longer a resident of the State of
al Maryland, the Property is my principal residence as
Residen defined in IRC § 121.

ce

Under penalty of perjury, I certify that I have examined this
declaration and that, to the best of my knowledge, it is true,
correct, and complete.

3@. Individial Transferors

Witness Name
Signature

3b. Entity Transfierors

TRUST UNDER THE WILL OF JAMES
cC. BARKE,'R

)
Wreriess/AttestT™ v e
Name u
Vs ]
<—_‘\\\
C. BARKER
ness es Name of Entit

Name
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Rﬁ; FEE %ﬁ%
Confirmatory Deed Pursuant to Articles Of Transfer ke Rert 3 1

THIS CONFIRMATORY DEED, dated July [5, 2010, from SU-EL, INCORPORATED a
Maryland corporation, acting pursuant to action of its Stockholders and its Board of Directors, Grantor, to
UCHS/UMMS REAL ESTATE TRUST, a Maryland business trust, Grantee.

This instrument has been prepared by the undersi ,

supervision, or by one of the parties named in this instrument. /

Jeffrey W. Thompson

7 CRD COUNTY ""Aﬁw PROPERTY PRESENTLY NOY ON WATER AND CHARGES PAID
- NSFER TAXPD $ ABERDEEN:

- , IR M Bk E
o The Grantor has sold to the Grantee all or substantially all of the property and assets ot the Grantor,
& including the property described below, which is located in Harford County, Maryland.
()]
2 The Grantor has filed Articles of Transfer with the State Department of Assessments and Taxation
S of the State of Maryland, which Articles of Transfer have been duly approved by that Department. Title to
2 the property described below has been transferred by the Articles of Transfer, but the Grantor and the
S Grantee deem it desirable to evidence the transfer by this Confirmatory Deed.
' ot SR
S The Grantor, for a consideration of Five Hundred Fifty Thousand and no/100 Dollars‘e 00 0)
8 in accordance with the provisions of Section 3-115(b)(2)(i) of the Corporations and Associations Article of
8 the Annotated Code of Maryland, hereby confirms, grants, and conveys to the Grantee, its successors and
5 assigns, forever, in fee simple, all the lot of ground located in Harford County, Maryland, and described as
%O follows:
TE@ See Exhibit A attached hereto and made a part hereof by reference
; Together with all improvements thereon, and the rights, alleys, ways, waters, easements, privileges,
S appurtenances and advantages belonging or in anywise appurtenant thereto.
3 To have and to hold the property hereby conveyed unto the Grantee, its successors and assigns, in
BI fee simple, forever.
% The Grantor covenants to warrant specially the property and to execute such further assurances of
:| the property as may be requisite.
g IN TESTIMONY WHEREOF the Grantor has caused this Deed to be executed on its behalf by its
o duly authorized President.
—
g_ ATTEST: SU-EL, INCORPORATED
o
d S
& By:— Lo o f fLFREY 0 1)
x LEONARD E. FERGUSON President
3
) STATE OF MARYLAND, COUNTY OF H@ Q \QD R A ; To wit:
§ I HEREBY CERTIFY that on this | © 5 day of July, 2010, before me, a Notary Public in and for the
o State of Maryland, personally appeared LEONARD E. FERGUSON, who acknowledged himself to be the’
% president of SU-EL, INCORPORATED and that as such president, being authorized so to do, he executed . G, OO
= the foregoing instrument for the purposes therein contained, by signing the name of the corporation .by‘ \Lo " e
'% himself as president. e"i'% _%-
8 Witness my hand and notarial seal. : - Q7 7{\ i
. R o
E My Commission Expires: 3 ~ { -1O M)wm S “f[\_ﬂ., Dol eem
3 Notary Public S /O r~
@ T 'f r I" oo
@) )“ o)
> @
- &
zZ =5
5 .
O
@)
a)
5 -
O
LL
o

& SEWER SYSTEM PER;
T ALL OTHER TAXES PAW 7/{ 7//’ DATE: J/A){)p HARFORDCOUNTY ~ BELAIR:

HdeGb/é//L Y P =




A ceb54 8739. Date available 07/30/2010. Printed 07/19/2017.

HARFORD COUNTY CIRCUIT COURT (Land Records) JJR 8736, p. 0419, MS

i ) . -

EXHIBIT A

0.883 Acre Parcel of Land Located on the South Side of Maryland Route 155, City of Havre de
Grace, Sixth Election District, Harford County, Maryland.

BEGINNING for the same at an iron bar heretofore set in the southwesterly right of way line of
Maryland Route 155 as shown on State Roads Commission Plat Number 19580, said iron bar
being at the northernmost corner of the land conveyed by and described in a deed from A.
Freeborn Brown, Executor under the Last Will and Testament of Mary Ethel Mitchell to Su El,
Inc., dated March 27, 1969 and recorded among the Land Records of Harford County, Maryland
in Liber 808, Page 462, said iron bar also being at the end of the second or north 28°26°36” east
8.81 foot line of a deed from D.L.B. Joint Venture, John Dougan, H. Richard Lyttle, Irene A.
Lyttle, Harold H. Boyer and Joyce T. Boyer to Route 155. LLC, dated April 18, 1998 and
recorded among the said Land Records in Liber 2748, Folio 0534, thence leaving the said second
line and binding on the said right of way line and binding on the northeasterly outline of the said
land of Su El, Inc., as now surveyed, with bearings referred to the Maryland Coordinate System

(NAD'83/91), two courses, Viz:

1. South 67° 04° 53" East 133.91 feet to a pin and cap heretofore set, and

2. South 61° 12’ 58" East 68.30 feet to a pin and cap heretofore set at the
easternmost corner of the last mentioned parcel, thence leaving the aforesaid
Level Road and binding on the division line between the last mentioned parcel of
land and a parcel of land conveyed by and described in a deed from Baltimore Gas
and Electric Company and Bankers Trust Company, Trustee to Montgomery C.
M. Green and John Rogers Meigs Green, dated May 24, 1973 and recorded among
the aforesaid Land Records in Book 930, Page 855,

3. South 28° 48’ 58" West 141.68 feet to a concrete monument heretofore planted at
a corner of the right of way of Barker Lane, 60 feet wide, as shown on State Roads
Commission Plat Number 27620, thence binding on the said right of way, two
courses, viz:

4, South 28° 48’ 58" West, continuing the same course, 52.81 feet, and
North 61° 44’ 02" West 85.00 feet, thence leaving the aforesaid Barker Lane and
binding on the southwesterly outline of the land described in the first mentioned
deed,

6. North 60° 47' 47" West 117.98 feet to the beginning point of the secondly
mentioned deed, thence binding on the first and second lines of the said deed, and
binding on the northwesterly outline of the aforesaid land of Su El, Inc.,

7. North 29° 16' 51" East 180.71 feet to the place of beginning.

BEING all of the remainder of the land conveyed by and described in a deed from A. Freeborn
Brown, Executor under the Last Will and Testament of Mary Ethel Mitchell to Su El, Inc., dated
March 27, 1969 and recorded among the Land Records of Harford County, Maryland in Liber

808, Page 462.

08736 Ftoy | 9
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2010 | cCertification of Exemption from Withholding Upon
MARYLAND Disposition of Maryland Real Estate
FORM Affidavit of Residence or Principal Residence

Based on the certification below, Transferor claims exemption from the tax withholding
requirements of §10-912 of the Tax-General Article, Annotated Code of Maryland. Section
10-912 provides that certain tax payments must be withheld and paid when a deed or other
instrument that effects a change in ownership of real property is presented for recordation. The
requirements of §10-912 do not apply when a transferor provides a certification of Maryland
residence or certification that the transferred property is the transferor’s principal residence.

1. Transferor Information

Name of Transferor

SU EL, INCORPORATED

2. Reasons for Exemption

Resident 1, Transferor, am a resident of the State of Maryland.

Status Transferor is a resident entity as defined in Code of Maryland Regulations (COMAR)
03.04.12.02B(11), | am an agent of Transferor, and | have authority to sign this document
on Transferor's behalf,

Principal a Although | am no longer a resident of the State of Maryland, the Property is my principal
Residence residence as defined in IRC 121 and is recorded as such with the State Department of
Assessments and Taxation.

Under penalty of perjury, | certify that | have examined this declaration and that, to the best of my knowledge, it
is true, correct, and complete.

3a. Individual Transferors

Witness Name

Signature

3b. Entity Transferors

V. <o & SU EL, INCORPORATED

Witness/Attest Name of Entity W
By AN Z } ; >

"LEBNARO & CFeR guSe )

Name
g

Title

09-49
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' 2610-00135
State of Maryland Land Instrument Intake Sheet
] Baltimore City [X] County: HARFORD

Information provided is for the use of the Clerk's Office, State Department of
Assessments and Taxation, and County Finance Office only.
(Type or Print in Black Ink Only - All Copies Must Be Legible)

Space Reserved for Circuit Court Clerk Recording Validation

Type(s) ( [J Check Box If Addendum Intake Form is Attached.)
of Instruments [ 1] Deed [ 1 Mortgage [ ] Other:
{ ] Deed of Trust [ JLease  []Other: [ ] Other:
Conveyance Type [ improved Sale ] unimproved Sale D Multiple Accounts [ Not an Arms-Length
(Check Box) Arms-Length [1] Arms-Length /2]  Arms-Length /3] Sale (9]
Tax Exemptions Recordation Section 3-115(b)(2)(i) of Corporations and Associations
(if Applicable) State Transfer Article of Annotated Code
Cite or Explain Authority | County Transfer
Consideration Amount Finance Office Use Only
Purchase Price/Consideration Transfer and Recordation Tax Consideration
Any New Mortgage . Transfer Tax Consideration
Consideration Balance of Existing Mortgage XA )% =
and Tax Other: Less Exemption Amount -
Calculations Total Transfer Tax =
Other: Recordation Tax Consideration
X ( )per $500 =
Full Cash Value TOTAL DUE
Amount of Fees Doc.1 Doc. 2 Agent:
Recording Charge 20.00
Surcharge 20.00 Tax Bill:
~ Fees State Recordation Tax
py State Transfer Tax C.B. Credit:
% County Transfer Tax
E Other Ag. Tax/Other:
o Other
3 District | Property Tax ID No. (1) | Grantor Liber/Folio Map Parcel No. Var. LOG
Description of Property 06-007619 (&)
% SDAT requires Subdivision Name Lot 3(a) | Block(3b) | Sect/AR(3c) | Plat Ref. | SqFt/Acreage(4)
g submission of all 0.91
Qapplicable information. Location / Address of Property Being Conveyed (2)
S A maximum of 40 W S Level Road
E characters will be Other Property Identifiers (if applicable) Water Meter Account No.

o indexed in accordance

Swith the priority cited in | Residential [ ] or Non-Residential [X] | Fee simple IX] or Ground Rent [ ] Amount: |

T Real Property Article | partial Conveyance? [ ] Yes ] No | Description/Amt. of SqFt/Acreage Transferred:
@ Section 3-104(g)(3)(i).

If Partial Conveyance, List Improvements Conveyed:

Doc.1 - Grantor(s) Name(s) Doc. 2 - Grantor(s) Names(s)
Transferred Su-El, Incorporated
From Douc. 1 Owner(s) of Record, if different from Grantor(s) Doc. 2 Owner(s) of Record, if different from Grantor(s)
Doc. 1 - Grantee(s) Name(s) Doc. 2 - Grantee(s) Name(s)
UCHS/UMMS Real Estate Trust
Transferred
To

New Owner's (Grantee) Mailing Address
520 Upper Chesapeake Drive, Suite 405, Bel Air, Md 21014
Doc. 1 - Additional Names to be Indexed (Optional) | Doc. 2-Additional Names to be Indexed (Optional)

Other Names to be

Indexed .
Instrument Submitted By or Contact Person D4 Return to Contact Person
. . Name: Sherry Dorsey
(l:::?(::;tﬁtvil:: Firm: Commonwealth Land Title Insurance Company [] Hold for Pickup
Address: 1 North Charles Street, Suite 400, Baltimore, MD 21201
Phone:  410-230-9595 [J Return Address Provided

IMPORTANT: BOTH THE ORIGINAL DEED AND A PHOTOCOPY MUST ACCOMPANY EACH TRANSFER

[ ] Yes [X]No Will the property being conveyed be the grantee's principal residence?
Assessment | [] Yes [X]No Does transfer include personal property? If yes, identify:

Information
[]Yes [X]No Was property surveyed? If yes, attach copy of survey (if recorded, no copy required).
Assessment Use Only - Do Not Write Below This Line
D Terminal Verification D Agricultural Verification D Whole D Part D Tran. Process Verification
Transfer Number: Date Received: Deed Reference: Assigned Property No.:
Year 20 20 Geo. Map Sub Block
Land Zoning Grid Plat Lot
Buildings Use Parcel Section Occ.Cd.
Total Town Cd. Ex.St, Ex.Cd.
REMARKS:

HARFORD COUNTY CIRCUIT COURT (Land Records) JJR8736, p; 0421, MSA ¢e54 8739. Date

WRQ 8736 L2 |



@%

. “ —
THIS DEED, Made this [S%day of \JUJLQ , 2010, by
5 and between HAROLD E. BARKER, Grantor, party of the first part and
UCHS/UMMS REAL ESTATE TRUST, a Maryland business trust, Grantee,
party of the second part.

WITNESSETH, That in consideration of the sum of ONE MILLION
AND 00/100 DOLLARS ($1,000,000.00), the actual consideration paid,
and other good and valuable consideration, the receipt of which is
hereby acknowledged, the said party of the first part does grant
and convey to the party of the second part, Grantee, its
successors and assigns, in fee simple, all that parcel of land
situate in Harford County, State of Maryland, and described as
0 follows, that is to say:

0. Printed 07/19/2017.

~
OO e SEE EXHIBIT A ATTACHED HERETO FOR LEGAL DESCRIPTION

COO BEING the same property described in Deed dated October 14,
'~ 1987 and recorded among the Land Records of Harford County in
Liber 1448, folio 1015 from James C. Barker unto Harold E. Barker.

‘< TOGETHER WITH the buildings thereupon, and the rights,
alleys, ways, waters, privileges, appurtenances and advantages
thereto belonging, or in anywise appertaining.

te available 09/14/,

3

BY the execution of this Deed, the party of the first part
hereby certifies under the penalties of perjury that the actual
consideration paid or to be paid, including the amount of any
mortgage or deed of trust outstanding, is as hereinbefore set
forth.

®

AND the said party of the first part hereby covenants that he
has not done or suffered to be done any act, matter or thing
whatsoever, to encumber the property hereby conveyed; that he will
warrant specially the property hereby granted; and that he will
execute such further assurances of the same as may be requisite.

, MSA_ce54_8811

TO HAVE AND TO HOLD the described parcel of land and premises
to the said party of the second part, Grantee, its successors and
assigns, in fee simple.

IN WITNESS WHEREOF, Grantor have executed this Deed wunder
seal on the day and year herein first written.

HARFORD COUNTY CIRCUIT COURT (Land Records) JJR 8808, p. 0443

a typographical error in the name of the Grantee. R Ges Wy 2

R0 8808 rnls 4 3 W87 37 38— Septo, Y

RECGRIATION T 6000008
Hpudd A anll & Fuk LWSHE i
At AL ii!b s
v HAROLD E. BARKER Recd HAH3 Rort 2 17945
Wk 08 Bk # 338
Jul 23» Zaig {1342 an
F D ORRE § c8.88
SEE SEPARATE PAGE FOR ACKNOWLEDGEMENT AND CERTIFICA@“%'E{_){&ENG FEE 28,68
L
This Deed is re-recorded in order to correct Regh Hids  Reen 5 2cBis

i 4 185 7
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A ceb54 8811. Date available 09/14/2010. Printed 07/19/2017.

HARFORD COUNTY CIRCUIT COURT (Land Records) JJR 8808, p. 0444, MS

ATTACHED TO AND MADE A PART OF A DEED FROM HAROLD E. BARKER

STATE OF /”)aR\//ancl ,

£y counTY OF Hameoe,i . to wit: e

I HEREBY CERTIFY, That on this /5% day of J/ l\/ .
2010, before me, the subscriber, a Notary Public of the State
aforesaid, personally appeared HAROLD E. BARKER known to me (or
satisfactorily proven) to be the person whose name is subscribed
to the within instrument, and acknowledged that he executed the
same for the purposes therein contained, and in my presence signed
and sealed the same.

IN WITNESS WHEREOF, I hereunto set my hand and official seal.

{ NOTARY PUBLJZC s

My Commission Expires: %’l '/D

THIS IS TO CERTIFY THAT THE WITHIN INSTRUMENT HAS |BEEN PREPARED BY
OR UNDER THE SUPERVISION OF THE UNDERSIGNED/MARY ATTORNEY .

" 10 COUNTY MARYLAND
CRTAXPD § - SEFRS 1 W Thorpson)
CER TAXES PAID//? 7//9//0 /
RETURN TO- AOPERTY PRESENTLY NOT ON WATEH
Commonwealth Land Title ¢ SEWER STpTEN Pm
Insurance Company DATE: ?//ﬂ A HHRFORD COUNTY

1 North Charles Street, Suite 400
Baltimore, Maryland 21202

: i - HARFORD COUNTY MARYLAND
Attn: Sherry Dorsey/File No.2610-00099 ,(\()QUQ s

TRANSFER TAXPD $
ALL OTHER TAXES PAID My
ALL MUNICIPAL TAXES
AND CHARGES PAID
ABERDEEN:
BEL AIR: . PROPERTY PRESENTLY NOT ON WATER -~ == -
Haes: (AL ool % SEWER SYSTEM PER:
LL MUMNICIPALTAXES DATE: HARFORD COUNTY
o AhGESPAm // 2 Uo
ABERDEE // ﬂ ﬂ

Bl AiR

HdeG: “ U873 2 i 9 RO B8O 8 ool Ly




HARFORD COUNTY CIRCUIT COURT (Land Records) JJR 8808, p. 0445, MSA ce54 8811. Date available 09/14/2010. Printed 07/19/2017.

EXHIBIT A

All that lot of ground situate and lying in the Sixth Election
District of Harford County, Maryland, on the southwest side of
Barker Lane, described as follows:

Lot No. 1, as shown on a subdivision plat entitled, "Final Plat,
Land of James C. Barker", recorded among the Land Records of
Harford County in Plat Book CGH No. 60, folio 87.

Together with the use in common of the common driveway easement
established by Declaration of Common Driveway Easements dated
October 14, 1987 and recorded among the Land Records of Harford
County in Liber 1448, folio 1012 by James C. Barker and Blanche
Virginia Stamper.

RO 8 80 8 flly Ly 5 G839




HARFORD COUNTY CIRCUIT COURT (Land Records) JJR 8808, p. 0446, MSA ce54 8811. Date available 09/14/2010. Printed 07/19/2017.

Certification of Exemption from Withholding Upon Disposition of
Maryland Real Estate Affidavit of Residence or Principal
Residence

Based on the certification below, Transferor claims exemption
from the tax withholding requirements of § 10-912 of Maryland's

Tax General Article. Section 10-912 states that certain tax

payments must be withheld when a deed or other instrument that
affects a change in ownership of real property is recorded. The
requirements of § 10-912 do not apply when a transferor provides
a certification of Maryland residence or certification that the
transferred property is the transferor's principal residence.

o PG
e e )

Name of Transferor

HAROLD E. BARKER

Reason for Exemptioni.. .« . s |
I, Transferor, am a resident of the State of Maryland

O Transferor is a resident entity wunder § 10-
912 (A) (4) of Maryland's Tax General Article, I am
an agent of Transferor, and I have authority to
sign this document on Transferor's behalf.

O Although I am no longer a resident of the State of
Maryland, the Property is my principal residence as
defined in IRC § 121.

Under penalty of perjury, I certify that I have examined this
declaration and that, to the best of my knowledge, it is true,
correct, and complete.

\v,r/

77’

Witness/Attest Name of Entity

By:

Name

Title

08808 AL L6 —LHO8TFIowmre3—
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2610-00099
State of Maryland Land Instrument Intake Sheet

* [ Baltimore City [X] County: Harford
Information provided is for the use of the Clerk's Office, State Department of
Assessments and Taxation, and County Finance Office only.

(Type or Print in Black Ink Only - All Copies Must Be Legible)

Type(s) (_L]”Check Box Tf ’Addendum Intake Form is ‘Aftached.y ¥ i
of Instruments [ 1] Deed [ ]1Mortgage [ ] Other:
[ ] Deed of Trust [ JLease []Other: [ ]Other:

Conveyance Type ] improved Sale  [_] Unimproved Sale [_] Multiple Accounts [J Not an Arms-Length

Space Reserved for Circuit Court Clerk Recording Validation

(Check Box) Arms-Length /1] Arms-Length /2]  Arms-Length /3] Sale /9]
Tax Exemptions sRecorda a
(if Applicable) 'State Transfer
Cite or Explain Authority Coun ‘Trg‘_ﬁs( oL
o /.. Consideration‘Amount e nance Office Use
Purchase Price/Consideration 1,000,000.00 dec
Any New Mortgage
Consideration Balance of Existing Mortgage
and Tax Other:
Calculations
Other:
Full Cash Value
Hh Amount of Fee b
Recording Charge 20.00
Fees Surcharge 20.00
first doc is release State Recordation Tax 6,600.00
State Transfer Tax 5,000.00
County Transfer Tax 10,000.000
Other
Other
District | Property Tax ID No.
Description of Property 06 042929

SDAT requires Subdivision Name =%

submission of all

applicable information.
A maximum of 40

2234 Bdrker Lane

characters will be 2750 Other.Property Identifiers (if applicable

indexed in accordance
with the priority cited in

Real Property Article

Partial Convegance" [ Yes’ J'No ?"% Descrlptron/Amt of SqFt/Acreage Transferred

Section 3-104(g)(3)(i).

If Partial Conveyance, List Improvements Conveyed:

Doc.1 - Grantor(s) Name(s) &

MSA, ce54 8811. Date available 09/14/2010. Printed 07/19/2017.

Transferred Harold E. Barker
From “Doc)'T Owner(s).of Record, il différent from Grantor(s) .~ 1704 Do¢. 2 Owner(s) of Record, il different. from GrantoF(s)” i
|
"Doc. T - Grantee(s):Name(s) = '
UCHS/UMMS Real Estate Trust
Transferred
To 8 "r"‘f"‘f*@@}ﬁ:q %? e
520 Upper Che sageake Drive, Surte 405, Bel Air, Md. 21014
Other Names tobe Doc. 1~ Additional:Names o bedndexed (Optional)
Indexed
B | IX] Return to Contact Person
. Name: Sherry Dorsey
?:;.‘Ot :;t;lt\;loal:l Firm: Commonwealth Land Title Insurance Company [J Hold for Pickup
Address: 1 North Charles Street, Suite 400, Baltimore, MD 21201
Phone 410-230-9595 ] Return Address Provided

] N

] Yes

Assessment | [ ] Yes DXI No Does transfer include personal property? If yes,

Information

T IMPORTANI. BOTH THE ORIGINAL DEEDAND A PHOTOCOPY MUST/ACCOMPANY EACH TRANSFER~ 7|
No Will the property being conveyed be the grantee's principal residence?

|:| Yes E No Was property surveyed" If yes, attach copy of survey (rf recorded 1o copy requrred)

identify:

HARFORD COUNTY CIRCUIT COURT (Land Records) JJR 8808, p. 0447,

BRO 8808 rounly by 7




PERPETUAL. EASEMENT TO'

SRC PLAT NO. 34908
(&14/3q8)

(SHA PLAT NO. 45533) /V\ X & STREAM

—7

—

“f
i
e

J

LAND OF
BASIL D. STANLEY
414/470

N 30°1943" W 80587
\
\

\ -
STONE FND
l/ ~
LAND OF : =
&
ene/qc;ef ///
" .. yd // ~
Pt
/ / //
/
/ LoT |
/ REVISED FINAL PLAT ONE
/ / LAND. OF BLENHEIM, LLC, et al
‘L_ JR 113-29
; / / —PERPETUAL DRAINAGE
/ / AND UTILITY EASEMENT
/ / 1093/0498
/ (SEE ALSO 45T1/0422
/ / / ¢ 5406/0665)
!/
7/
7/
/

. DISCHARGE FLOW OF WATER

GCASE NO5, 12-C-05-0018620
AND |2-C-O'1-00226\MP
(DEED 814/398, £48/205)
(SRC PLAT NO. 344908)
COMMITMENT NO. 2610-000498
(13640 Acres)

_ - 1448/1012
s g .
7O O | «// - | -
LoT1 . ) 2
LAND OF SR N PANHANDLE *A* S
JAMES C. BARKER N 7 . PLAT 60-81, DEED 1448/i010 : ‘
e PLAT CGH 60-81 v : {SHOULD HAVE REPLACED 50' R/W- : .
p , | IN 264/482(7), BUT DID NOT) »
| HAROLD E, DARKER | | o - S
; 14481015 ‘ , , - R TR U
COMMITMENT NO, 2610-00094 Y\/ ' - y A A g
._ a7 o e - SUBSTITUTE CO-TRUSTEES
(2484 Acres3) . / y //// s CASE NO. 32-003—00)2‘261.'»?
. N ~ (DEED 6711/408,
| “ o TOTAL ENCLOSED AREA: S g COMMITMENT NO. 2610-00096 (1)
: - T8398 ACRES &~ :
. ' ' X
237" \—POSSIBLE LOGATION OF
- - P UNDEFINED 50' R/
. | - IN 864/482

LLAND OF
STENART GETZ, ESQUIRE
AND JAMES P. BARKER,
SUBSTITUTE CO-TRUSTEES

CASE NO. 12-C-01-002261 MP

(DEED 671/408)

COMMITMENT NO. 2610-00096 (1)

TITLE EXCEPTION REVIEN NOTES:

I. The documents: 2868/338, 6071/232, 1264/0822, 16860/0611, and
4122/0460 listed asiexcetﬁtlons In Commitment No. 2610-000496 do not
affect the land shown on this plat. 605/244 grants a 100" snon-fence
easement from the State right of nay line. Agreement In 6503/0482 nas
released by Agreement In /663. The 50' Right of Way In £64/462
cannot be plotted. The other exceptlons, 5945/297, 6691113, 1448/1012,
4122/0521, 4511/0422, 1093/04498 and Plat 60-87 are shonn hereon.

" —RAMP
— 152, SRC PLAT NO. 26801) — 1 |
. RIGHT OF WAY LI , =1833.86' A=il03 36" a - -
R‘?YHROU@H ‘ﬂ__@/'-i A ‘_‘Y — . pup— c( HD=N 62‘3[ “-. Elo&b‘qol i '

\
] , .\ PERPETUAL EASEMENT FOR -
e . OUTLET DITCH.AS SHOWN
ON SRC PLAT NOS. 26350 ¢ 34908

(el4/348)

—

. 605/244, (SRC Plat Nos. 26352, 21247, ¢ 21249) listed as an exceptlons
In Commitment No. 26l0-000971 grants a 100" snon-fence easement from
the State right of way line. SRC Plat No. 27260 was not Included In title
report and s not avallable on line (could It be a transposition of SRC Plat
No. 271620, nhich Is shown hereon?). 669/113 (SRC Plat No. 27620) and
545/297 are shown hereon.

. The documents: 666/0480 and 12864/0822 listed as exceptions in
commitment No. 2610-00098 do not affect the land showin on this
plat. 603/152 (5RC Plat Nos. 26800, 26801 § 26802) grants a 100"
“snon-fence easement from the State r;%}: of way line. The other
exceptions, 814/398, a prior deed for the parcel, reserves the right
to the SRC to dlscharge drainage and a drainage easement as shown
on SRC Plat No 34908 and hereon.

. The 50" Right of Way In 864/482, listed as an exceptlon In Commitment
No. 2610-000494, cannot be plotted. The other exceptions, 669/113,
1448/1012, Plat 60-87, and 5945/297 are shown hereon.

. The 50' Right of Way In 864/482,; listed as an exception In Commitment
No. 2610-00103, cannot be plotted. The other exceptions, 545/247,
1448/1012, and Plat 60-87 are shown hereon.

. The documents: 2868/338, 514/41l (SRC Plat Nos. 19576, 19574, 23421, -

¢ 23422), 6071/232, 1284/0822, 1680/0611, 4122/0506, and 5865/383,
listed as exceptions In Commitment No. 2610-00104, do not affect the
land shown on this plat.The other exceptlons, 613/501 (SRC Plat No.

. 27620) and 823/545 are shown hereon.

N

/<PROBABLE LOCATION

5a45/2471 :

CASE NO. 12-C-01-002261 MP
(DEED 611/408)

COMMITMENT NO. 2610-000%6 (V- 1. 825/1, (SR Plat No. 26352) listed as an exception In

Commitment No. 2610-00I35 provides for the denlal of
access from Level Road. 541/574 affects the property .
as shown hereon.

-
-

/ .
/ DECLARATION OF COMMON
DRIVEWAY EASEMENT :

COMMITMENT NO.  \
26l0-00103 N

REVERT. SLOPE ESMT.
: SRC PLAT NO. 271620
e (DEED 613/501)

20" 'PROMISED"” EASEMENT—X
7 N DEED 823/545

LAND OF '
STEWART GETZ, ESQUIRE

(457109 Acrest) " AND JAMES P. BARKER,

(PARCELS |, Il & II) AR, o Donaes P
""" (DEED 4122/0473) - - LAND OF
COMMITMENT NO. MONTGOMERY M,
2610-00096 (11) GREEN, TRUSTEE
i £23/545 ¢ 4122/466 REVER
' COMMITMENT NO. 2610-00104 O
: (3.644 Acresi) A "~ (DEED 6I3/50))

| - _ L -
*—____-».jj“
|
: 1
Iy
LANDOF -
LAND OF  GREEN, TRUS
STEWART GETZ, ESGUIRE | 823/545 ¢ 4122/460
 AND JAMES P, BARKER,
SUBSTITUTE CO-TRUSTEES
CASE NO. 12-C-071-002261 MP .
2610-00046 (Il : ' | RR
“, SURVEYOR'S CERTIFICATION 1 W & = W WE MORRIS ¢ RITCHIE ASSOCIATES, INC.
, BE \V, B ™ & AWM| ENGINEERS, ARCHITECTS, PLANNERS, SURVEYORS ¢ LANDSCAPE ARGHITECTS
This Is to certify that this map or plat and the survey on which It Is based A AR\, ,

3445-A Box Hill Corporate Center Drive
Abingdon, Maryland 210049
Phone: 410-515-9000
- Fax: 4l0-515-9002

nere made In accordance with the "Minimum Standard Detall Requirements

for ALTA/ACEM Land Title Surveys," Jointly established and adopted by

ALTA and NSPS.In 2005, and Includes Items 1, 3, 4, 8, i1{a), and I5

of Table A thereof. Pursuant to the accuracy standards as adopted

by ALTA and NSPS-and In effect on the date of this certification,

undersigned further certifles that in my professlonal opinlon, as a land surveyor
registered In the State of Maryland, Relative Positional Accuracy ’

of this survey does not exceed that which Is specified therein.

ALTA/ACSM LAND TITLE SURVEY
LAND OF
ALBERT J. A. YOUNG, SUCCESSOR TRUSTEE,
STENART GETZ, ESQUIRE AND JAMES P. BARKER,
SUBSTITUTE CO-TRUSTEES, MONTGOMERY €. M.
GREEN, et al, ROUTE 155, LLC, 2236 LEVEL
ROAD LLC, SU-EL, INC., AND HAROLD L. BARKER

GENERAL NOTES:

. e ) :
l. The locatlon of streams, roads, driveways, structures and Date /f)/fo _
utliity poles have been taken from aerlal photogrammetry .

 doné in April, 20071, : : ' | ‘ | | Y, ' A
2. Flood Zone Designation: X, or Areas determined to be ' , %«@%’{ : 4’ M(/ | -

outside 500-year floodplain ; | - "Ednard F. Relly o o CITY OF HAVRE DE GRACE
. ; - : o A MD Regletered Property Life Surveyor No. 159 . SIXTH ELECTION DISTRICT - HARFORD COUNTY, MARYLAND
SCALE: I'=100' | DATE: 1/6/10 DRAWN BY: EFK [REVIEWED BY: EFk| JOB NO. 15402

E\IB402\SURVEN5402_ALTA_Plat4pro



EXHIBIT 4



Upper Chesapeake Health
Subject: Estimate of Charges
Origin Date: 1/7/11

Approv3d by: ﬂ?

Craig Willig, Vice President of Fingnce

/
/

To provide for transparency in health care pricing

Policy

Upper Chesapeake Health (UCH) shall publicly disclose, on a continuous basis, price
estimates for such items, products, services, or procedures in accordance with current
Legislation.

Manner of Disclosure

- Shall be made in an open and conspicuous manner;
- Shall be made available at the point of service, in print, and on the Internet; and ‘
T -— UCH provides estimated charges for the most commonly used inpatient,
outpatient, and ancillary services. The information is reviewed semi-annually by ‘
the Director of Reimbursement and updated when appropriate.

The amounts are estimates of charges for hospital procedures and services only.
Procedures

UCH promptly responds to individual requests for current charges for specific
services/procedures.

- Patients seeking estimates of procedures/services that are not listed on the UCH
Common Procedure chart will be encouraged to call the Cashier (443-643-1663).

- The UM Upper Chesapeake Health website will include a listing of current rates
for common services; to be updated semi-annually

- If the Cashier is unable to provide the estimate, the Director of Reimbursement
will be consulted.

- An estimate will be provided within three business days of receiving the request.



All Patient Accounting, Patient Access, Guest Services, and Administrative Personnel
are knowledgeable of the process for providing estimates of charges.

DEVELOPER:

Patient Access, UCH
Reviewed / Revised: 7/1/17
ORIGIN DATE: 1/2011

NEXT REVIEW DATE: 7/2018




EXHIBIT 5



Upper Chesapeake Health

Subject: Financial Assistance Policy

Effective Date: 01/2013

Approved by“//&r‘ 1/ ’ I u\;—D

seph E. Hoffrman, /Sf VP CFO
owsaf MJL%,\
uBvércf of Dlrectors

To provide financial relief to patients unable to meet their financial obligation to Upper
Chesapeake Health.

1. Policy
a. This policy applies to Upper Chesapeake Health (UCH). UCH is
committed to providing financial assistance to persons who have health
care needs and are uninsured, underinsured, ineligible for a government
program, or otherwise unable to pay, for medically necessary care based

on their individual financial situation.

b. It is the policy of UCH to provide Financial Assistance (FA) based on
indigence or high medical expenses (Medical Financial Hardship program)
for patients who meet specified financial criteria and request such
assistance. The purpose of the following policy statement is to describe
how applications for FA should be made, the criteria for eligibility, and the
steps for processing applications.

c. UCH will post notices of availability at appropriate intake locations as well
as the Patient Accounting Office. Notice of availability will also be sent to
patients on patient bills. Signs will be posted in key patient access areas.
A Patient Billing and Financial Assistance Information Sheet will be
provided before discharge and will be available to all patients upon
request. A written estimate of total charges, excluding the emergency
department, will be available to all patients upon request.

d. FA may be extended when a review of a patient’s individual financiali
circumstances has been conducted and documented. This may include a

1|Page




review of the patient’s existing medical expenses and obligations,
including any accounts having gone to bad debt.

e. Payments made for care received during the financial assistance eligibility
window that exceed the patients determined responsibility will be refunded
if that amount exceeds $5.00

i. Collector notes, and any other relevant information, are deliberated
as part of the final refund decision; in general refunds are issued
based on when the patient was determined unable to pay
compared to when the payments were made

ii. Patients documented as uncooperative within 30 days after
initiation of a financial assistance application are ineligible for a
refund

f. UCH retains the right in its sole discretion to determine a patient’s ability to
pay. All patients presenting for emergency services or diagnosed-cancer
care will be treated regardless of their ability to pay, except as noted under
2. d. iv. below.

2. Program Eligibility
a. Consistent with our mission to deliver compassionate and high quality
healthcare services and to advocate for those who do not have the means
to pay for medically necessary care, UCH strives to ensure that the
financial capacity of people who need health care services does not
prevent them from seeking or receiving care. To further the UCH
commitment to our mission to provide healthcare to the surrounding

ity UCH he righ ot o thout 7

formal application being made by our patients.
b. Specific exclusions to coverage under the FA program include the
following:

i. Physician charges are excluded from UCH'’s FA policy. Patients
who wish to pursue FA for physician related bills must contact the
physician directly

i. Generally, the FA program is not available to cover services that
are 100% denied by a patient’s insurance company; however,
exceptions may be made on a case by case basis considering
medical and programmatic implications

ii. Unpaid balances resulting from cosmetic or other non-medically
necessary services
c. Patienis may become ineligible for FA for the following reasons:

i. Refusal to provide requested documentation or provide incomplete

information

2| Page



ii. Have insurance coverage through an HMO, PPQO, Workers
Compensation, Medicaid, Motor Vehicle or other insurance
programs that deny access to UCH due to insurance plan
restrictions/limits

iii. Refusal to be screened for other assistance programs prior to
submitting an application to the FA program

d. Determination for Financial Assistance eligibility will be based on assets,
income, and family size. Please note the following:

i. Liquid assets greater than $15,000 for individuals, and $25,000 for
families will disqualify the patient for 100% assistance.

ii. Equity of $150,000 in a primary residence will be excluded from the
calcutation for determination of financial assistance; and

ii. Retirement assets, regardless of balance, to which the IRS has
granted preferential tax treatment as a retirement account,
including but not limited to, deferred compensation plans qualified
under the IRS code or nonqualified deferred compensation plans
will not be used for determination of financial assistance.

iv. Non-citizens/non-residents of the United States may only qualify for
Financial Assistance under these circumstances: 1. an initial visit
for emergency care or 2. if qualified for presumptive Medical
Assistance upon inpatient admission or prior to outpatient
treatments for cancer care, and only after a determination by the
Financial Counselot/Director of Patient Accounting and/or V.P. of
Finance. See the Upper Chesapeake Health Self Pay Billing policy

"””*”—fOFCﬁefﬁfﬁﬂjegTﬁmﬁgmﬁpaﬂﬁfcaﬁcmﬂmh%ﬁW$—

e. Patients who indicate they are unemployed and have no insurance
coverage shall be required to submit a FA application unless they meet
Presumptive FA (see section 3 below) eligibility criteria. If a patient
qualifies for COBRA coverage, the patient’s financial ability to pay COBRA
insurance premiums shall be reviewed by the Financial Counselor and
recommendations shall be made to Senior Leadership. Individuals with the
financial capacity to purchase health insurance shall be encouraged to do
s0, as a means of assuring access to health care services and for their
overall personal health.

f. Free medically necessary care will be awarded to patients with family
income at or below 200 percent of the Federal Poverty Level (FPL).

g. Reduced-cost, medically necessary care will be awarded to low-income
patients with family income between 200 and 300 percent of the FPL
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h. If a patient requests the application be reconsidered after a denial
determination made by the Financial Counselor, the Director of Patient
Accounting will review the application for final determination.

i. Payment plans can be offered for all self-pay balances by our Self Pay
Vendor. Payment plans are available to uninsured patients with family
income between 200 to 500.FPL.

3. Presumptive Financial Assistance
a. Patients may also be considered for Presumptive Financial Assistance
eligibility with proof of enroliment in one of the programs listed below.
There are instances when a patient may appear eligible for FA, but there
is no FA form on file. Often there is adequate information provided by the
patient or through other sources, which could provide sufficient evidence
to provide the patent with FA. In the event there is no evidence to support
a patient’s eligibility for FA, UCH reserves the right to use outside
agencies or information in determining estimated income amounts for the
basis of determining financial assistance eligibility and potential reduced
care rates. Once determined, due to the inherent nature of presumptive
circumstances, the only financial assistance that can be granted is a 100-
percent write-off of the account balance. Presumptive FA eligibility shall
only cover the patient’s specific date of service. Presumptive eligibility may
be determined on the basis of individual life circumstances that may
include:
i. Active Medical Assistance pharmacy coverage

i. —Special Low Income Medicare Beneficiary (SLMB) coverage
(covers Medicare Part B premiums)
iii. Primary Adult Care coverage (PAC)
iv. Homelessness
v. Medical Assistance and Medicaid Managed Care patients for
services provided in the ED beyond coverage of these programs
vi. Maryland Public Health System Emergency Petition (EP) patients
(balance after insurance)
vii. Participation in Women, Infants and Children Program (WIC)
viii. Supplemental Nutritional Assistance Program (SNAP)
ix. Eligibility for other state or local assistance programs
Xx. Deceased with no known estate
xi. Determined to meet eligibility criteria established under former
State Only Medical Assistance Program
xii. Households with children in the free or reduced lunch program
xiii. Low-income household Energy Assistance Program
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xiv. Self-Administered Drugs {in the outpatient environment only)
xv. Medical Assistance Spenddown amounts
b. Specific services or criteria that are ineligible for Presumptive FA include:
i. Purely elective procedures {e.g. cosmetic procedures) are not
covered under the program
ii. Uninsured patients seen in the ED under EP will not be considered
under the presumptive FA program until the Maryland Medicaid
Psych program has been billed

4. Procedures

a. The Financial Counselor will complete an eligibility check with the
Medicaid program to verify whether the patient has current coverage

b. The Financial Counselor will consuit via phone or meet with patients who
request FA to determine if they meet preliminary criteria for assistance.

i. To facilitate this process each applicant must provide information
about family size and income. To help applicants complete the
process, we will provide an application that will let them know what
paperwork is required for a final determination of eligibility

ii. All applications wilt be tracked and after eligibility is determined, a
letter of final determination will be submitted to the patient

iii. Patients will have fifteen days to submit required documentation to
be considered for eligibility. The patient may re-apply to the
program and initiate a new case if the original timeline is not
adhered to. The financial assistance application process will be
bill is sent.

c. There will be one application process for UCH. The patient is required to
provide a completed FA application. In addition, the following may be
required:

I. A copy of their most recent Federal Income Tax Return (if married
and filing separately, then also a copy of spouse’s tax return}

ii. Proof of disability income (if applicable)

iii. A copy of their three most recent pay stubs (if employed) or other
evidence of income of any other person whose income is
considered part of the family income

iv. A Medical Assistance Notice of Determination (if applicable)

v. Proof of U.S. citizenship or lawful permanent residence status
(green card)

vi. Reasonable proof of other declared expenses may be taken in to
consideration
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vii. If unemployed, reasonable proof of unemployment such as
statement from the Office of Unemployment Insurance, a statement
from current source of financial support, etc.

viii. A Verification of No Income Letter (if there is no evidence of
income)

ix. Three most recent bank statements

Written request for missing information will be sent to the patient. Where
appropriate, oral submission of needed information will be accepted.

d. A patient can qualify for FA either through lack of sufficient income,
insurance or catastrophic medical expenses. Within two (2} business days
following a patient’s request for Financial Assistance, application for
Medical Assistance, or both, the hospital will make a determination of
probable eligibility. Completed applications will be forwarded to the
Manager of Patient Accounting who will determine approval for
adjustments up to $10,000. Adjustments of $10,000 or greater will be
forwarded to the V.P. of Finance for an additional approval.

e. Once a patient is approved for FA, eligibility will be extended to the
following accounts:

i. All accounts in an FB (Final Billed) status
ii. All accounts in a BD (Bad Debt) status that were transferred within
one year of the service date of the oldest FB account being
adjusted using the current application
fi. All future visits within 6 months of the application date

f. Social Security beneficiaries with lifelong disabilities may become eligible

g. UCH does not report debts owed to credit reporting agencies.

h. In rare cases, accounts may warrant Extraordinary Collection Actions
(ECAs). Once an account has met the following criteria, the account is
closed by the collection agency as “uncollectible” and forwarded back to
Patient Accounting for review to establish grounds for legal action. UCH
reserves the right to place a lien on a patient’s income, residence and/or
automobile. This only occurs after all efforts to resolve the debt have
been exhausted.

Criteria:
i. The debt is valid
ii. The account is equal to or greater than 120 days old
iii. Patient refuses to acknowledge the debt

iv. Upon review and investigation, we have determined liquid assets
are available (checking, savings, stocks, bonds or money market
accounts)
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v. The VP of Finance must authorize legal action

Action will be preceded by notice 30 days prior to commencement,
Availability of financial assistance will be communicated to the patient and
a presumptive eligibility review will occur prior to any action being taken.

5. Financial Hardship

—pe%dﬁeaehﬂeaten%ﬁawl%membeﬁmas%mappty%e%&een&deredi

a.

e.

f.

Financial Hardship is a separate, supplemental determination of Financial
Assistance and may be available for patients who otherwise do not qualify
for Financial Assistance under the primary guidelines of this policy
Financial Hardship Assistance is defined as facility charges incurred at
UCH owned hospitals or physician practices for medically necessary
treatment by a family household that exceeds 25% of the family’s annual
income. Family annual income must be less than 500% of the Federal
Poverty Limit

Once a patient is approved for Financial Hardship Assistance, coverage
may be effective starting with the first qualifying date of service and the
following twelve (12) months

Financial Hardship Assistance may cover the patient and the immediate
family members living in the same household. Each family member may
be approved for the reduced cost and eligibility period for medically
necessary treatment.

Coverage will not apply to elective or cosmetic procedures.

In order to continue in the program after the expiration of an eligibility

g. Patients who have been approved for the program should inform UCH of
any changes in income, assets, expenses or family (household) status
within 30 days of such changes

h. All other eligibility, ineligibility and procedures for the primary Financial
Assistance program criteria apply for the Financial Hardship Assistance,
unless otherwise stated

DEVELOPER:

Patient Financial Counselor, UCH

Reviewed / Revised: 04/2016

ORIGIN DATE: 10/2010
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Behavioral Health Protocols
for the UCH Emergency Department

Original: 08/08
Revised: 04/12



March 5, 2012

To Whom [t May Concern:

We, the undersigned agree to the revised Emergency Department Laboratory
Testing Policy for patients requiring Behavioral Health Services. In addition, the
admission criteria to the Upper Chesapeake Behavioral Health Services will be
amended. Under the Exclusion Criteria, number one, “Intoxication (BAL > or = 100)”
will be changed to “Intoxication.”

W 3|2 i
Syed W. Rizvi, M.D. Da
Chair, Department of Psychiatry

/b erm 111(Ba]rruet0\lwa)

Chair, Department of Emer cy Medicine



Emergency Department Laboratory Testing Policy for Patients Requiring Behavioral
Health Services

1.

Blood Alcohol Testing
- Patients with an initial blood alcohol of 180-200 mg/dl do not need to have their
levels redrawn provided that they are evaluated 5 hours after the initial blood draw.

- Patients with an initial blood alcohol of 160-179mg/dL do not need to have their
levels redrawn provided that they are evaluated 4 hours after the initial blood draw.

- Patients with an initial blood alcohol of 140-159 mg/dL do not need to have their
levels redrawn provided that they are evaluated 3 hours after the initial blood draw.

- Patients with an initial blood alcohol of 120-139 mg/dL, do not need to have their
levels redrawn provided that they are evaluated 2 hours after the initial blood draw.

- Patients with an initial blood alcohol of 100-119 mg/dL do not need to have their
levels redrawn provided that they are evaluated 1 hour after the initial blood draw.

- For patients requiring admission to the Behavioral Health Unit, the physician will
sign, date, and time the admission paperwork only after the necessary alcohol
clearance time has elapsed per the above stated criteria.

Laboratory testing does not need to be performed on psychiatric patients who are being
discharged from the Emergency Department. Laboratory testing does not need to be
performed before assessment by a Behavioral Heath Evaluator, provided that the patient
is clinically sober. If there is any indication that the patient may be intoxicated, then a
blood alcohol level mist be sent, and the evaluation will be performed when the patient is
medically sober.

The urine toxicology screen should be performed in the Emergency Department.
However, in the event that the patient is unable to give a specimen in a reasonable
amount of time, the patient may be transferred to the Behavioral Health Unit without the
urine toxicology screen at the discretion of the admitting psychiatrist.

The TCA screen does not need to be performed as part of the urine drug screen.



BEHAVIORAL HEALTH PROTOCOLS
UCH EMERGENCY DEPARTMENT

TABLE OF CONTENTS

Triage Protocol Flowchart

Protocol for Category I

Protocol for Category 11

Protocol for Category I11

General Admission Criteria and Required Forms
Preauthorization Procedures for BH Admissions
Preauthorization Worksheet

Protocol for C.D./Detox Treatment Requests

APPENDIX

Admission Criteria and Process Protocol for admissions
to Behavioral Health Services

Application for Voluntary Admission form

Application for Involuntary Admission form

Petition for Emergency Evaluation form

Community Referral Resource List

Preauthorization Resource

Required Forms for Admission

Criteria for Triaging Patients to Behavioral Health Services
Emergency Department Categories for Psychiatric Patients

ii
iii
v

vi
Vil



CRITERIA FOR TRIAGING PATIENTS TO BEHAVIORAL HEALTH SERVICES

PURPOSE: To expedite the care and disposition of patients in the emergency department who

are in need of behavioral health services.

POLICY: All patients will be assessed by the ED physician and assigned to category I, II, or

IIT according to written guidelines.

CRITERIA FOR CATEGORY I (Admitted to Inpatient Service):

1.

2.

There is evidence the patient has harmed or attempted to harm him/herself in a manner which
is potentially lethal or disabling.

There is evidence the patient has harmed or attempted to harm others, due to a mental illness,
in a manner which is potentially lethal or disabling.

CRITERIA FOR CATEGORY II (Requires Further Evaluation):

The patient exhibits any one or more of the following:

1.

2.
3.

4.

5.

The patient has harmed or attempted to harm self or others without clear lethal intent and
requires further evaluation to determine level of care needs.
The patient has made recent verbal threats to harm self or others.
The patient exhibits:
a. bizarre behavior or
b. disorganized thought process
c. psychotic thought or content
The patient is not agreeable to a referral to the Mobile Crisis Team or other community
resource.
The patient has been brought to the ED with an emergency petition, with apparent cause.

CRITERIA FOR CATEGORY III (Referred to Community Resources):

1.
2.

3.

The patient presents to the ED voluntarily.
There is no evidence of imminent danger to self or others:
a. Denies plan or intent to harm self or others.
b. There are no reports by patient or others of recent self harm
c. There are no reports by patient or others of recent aggressive behavior due to a mental

illness.
d. There are no reports of recent verbal threats to harm self or others.
The patient:

a. Isalert and oriented

b. Presents a logical stream of thought

c. Isnot intoxicated

d. Agrees to a referral to community resource.



Upper Chesapeake Health Behavioral Health Services

Emergency Department Categories for Psychiatric Patients

Category [:
The patient meets all criteria for admission to Behavioral Health inpatient.

The management of the patients is completed by the Upper Chesapeake Health
Emergency Department team; this includes all preauthorization and completion of all
necessary documentation for the medical record.

Category 1II:
The patient requires further psychiatric evaluation by the on-call evaluators to determine

an appropriate admission status. The on-call evaluator will arrive to the Emergency
Department within one hour of the initial contact/request. Recommendations to the
Upper Chesapeake Emergency Department physician will be provided, and the on-call
psychiatrist* will be consulted. The on-call evaluator will be available to the Emergency
Department case manager to provide additional clinical information. The Upper
Chesapeake Health Emergency Department team will obtain all preauthorization, and
complete all necessary documentation for the medical record.

Category III:
It is determined that the patient requires a psychiatric community provided, and is

discharged from the Upper Chesapeake Emergency Department. The Mobile Crisis
Team is available to the Upper Chesapeake Emergency Department physician to provide
psychiatric community referral information.

*The psychiatrist on call is available for telephone consultation to the Emergency
Department physician for questions, concerns or clarification.



BEHAVIORAL HEALTH
PROTOCOL FOR CATEGORY I

PURPOSE: To expedite the care and disposition of patients who are assessed as Category I.

POLICY: All patients will be seen by the emergency department physician and assigned to

Category I, 11, or III based on written guidelines.

PROCEDURE:
Category I

The Emergency Department (ED) physician consults with the psychiatrist on-call to
determine whether there is clear indication for admission.

At the request of ED staff, the Admissions/Registration staff identifies and contacts the
appropriate third-party payer to verify benefits and to request a return call from the MCO
case manager to authorize admission. The required information is documented on the
preauthorization form.

The MCO case manager returns the call to the Admission /registration staff and is
transferred to the ED physician for clinical information.

Once authorization is given, the ED physician documents the authorization number and
number of authorized days on the medical record. This information is provided to the
Admission/Registration staff for entry into Meditech.

In the event a return call by the MCO case manager is not received after one hour,
Admission/Registration staff will contact the MCO to inform them the patient will be
admitted to the BHU, when appropriate.

Voluntary Admission: The ED staff completes all necessary forms for voluntary
admission, signed by the patients and the ED physician, where indicated. (See
Appendix.)

Involuntary Admission: The ED physician writes a brief progress note which includes
the patient’s medical history, current symptoms and diagnosis, and an explanation of why
the patient meets criteria for involuntary admission, and completes and signs all
necessary forms. (See Appendix).

The patient is transferred to the HMH BHU according to established procedures.

Patients Requiring Admission to Another Facility

Patients referred to other inpatient facilities require the following information, to be sent
via fax :
= The physician's progress note stating reason for admission
= Relevant laboratory reports
= The face sheet
= Copy of insurance card
= The original legal paperwork, (Voluntary and Involuntary Admission
forms, E.P.), must accompany the patient. Copies are retained for the UC
medical record. See Appendix for required forms for Admission
The receiving facility will contact the ED when they have received all necessary
information and accepted the patient for admission.



e The patient is transferred according to established procedures.



BEHAVIORAL HEALTH
PROTOCOL FOR CATEGORY II

PURPOSE: To expedite the care and disposition of patients assessed as Category II.

POLICY: All patients will be seen by the Emergency Department physician and assigned to
Category I, 11, or III according to written guidelines.

PROCEDURE:

Category II

The ED physician consults with the on-call psychiatrist if categorization is in
question.
The ED physician requests a consultation with the ED behavioral health evaluator
after assigning the patient to Category II.
The on-call evaluator will respond to the page within 30 minutes and will arrive in the
ED within on hour unless involved in other crisis situation, in which case they will
provide an ETA.
The ED physician will provide the ED on-call evaluator with the reason for the
consultation request.
The behavioral health on-call evaluator will:
= Assess the patient
= Consult with the psychiatrist on call, as required
= Provide a written evaluation, utilizing the Upper Chesapeake assessment form
= Consult with the ED physician regarding disposition and provide outpatient
referrals, when indicated.
= Notify the Admission/Registration staff of need to request preauthorization for
admission, when applicable
= Be available to talk with the MCO case manager to provide clinical
information
= Provide the authorization number and authorized days to the
Admission/Registration staff
= Complete all necessary forms for Voluntary or Involuntary Admission
= Arrange admission to another facility, when indicated
* Provide written documentation and a verbal report to the ED charge nurse
regarding disposition status prior to leaving the ED
In the event the MCO case manager does not call to review the case for authorization
one hour after the initial request by UCH, the Admission/Registration staff will notify
the MCO of the patient’s admissions to the BHU at HMH.
Following completion of the evaluation and necessary forms, the patient is discharged
by the ED physician or admitted to a psychiatry facility according to established
procedures.



BEHAVIORAL HEALTH
PROTOCOL FOR CATEGORY III PATIENTS

PURPOSE: To expedite the care and disposition of patients in the emergency department who
are assessed as Category III

POLICY: All patients will be seen by the emergency department physician and assigned to
Category I, 11, or III according to written guidelines.

PROCEDURE:

e The ED physician determines the patient meets Category III criteria.

e The emergency department staff pages the on-call evaluator to speak with the patient
by telephone to make referral and/or arrangements for a face-to-face visit, if
indicated.

e The discharge checklist may be used as a guideline for discharge instructions.



BEHAVIORAL HEALTH
GUIDELINE FOR DISCHARGE INSTRUCTIONS
CATEGORY III PATIENTS
Meets Category III criteria
Agreeable to Mobile Crisis Team referral

Mobile Crisis team contacted

Date Time

Available to speak with patient:

Appointment arranged

or

Referral given

or

Message left

Evaluator on call contacted to provide referral and/or relay message to
MCT.

NOT PART OF THE MEDICAL RECORD



Chemical Dependency

Generally, efforts to secure admission to an inpatient detox or treatment program from the
Emergency Department is a time consuming and fruitless prospect, resulting in hours of wasted
time for the patient, family, and staff. Most managed care companies will not authorize
admission to such programs until the patient has been assessed and recommended for admission
by the receiving facility. The Behavioral Health Unit at HMH does not admit patients for the
primary purpose of detox, or C.D. treatment. Assessment and recommendations from the
psychiatric consultant in the ED are not sufficient to satisfy the MCO that the patient meets
criteria for inpatient chemical dependency treatment. The receiving facility generally requires the
patient make an intake appointment, which is scheduled during regular business hours. The
MCO will approve admission based on the intake assessment and recommendation from the
receiving facility. There are a very few exceptions to this procedure, but the vast majority of
patients seeking this service will not be admitted from the ED. At best, the patient may be
referred to an inpatient program for assessment (versus admission). The patient is usually
capable of making the necessary telephone calls and arranging the intake appointment, and
should be encouraged to do so.

Uninsured patients have no less difficulty securing admission, and may be given the referral list
to arrange their own treatment. The Mobile Crisis Team is available, by telephone, to assist both
insured and uninsured patients in finding resources.



BEHAVIORAL HEALTH
GENERAL ADMISSION CRITERIA AND
REQUIRED FORMS

VYOLUNTARY ADULT

Criteria

The patient:

Forms

Must be 16 year or older

Must have a mental disorder that is susceptible to care or treatment

Must be able to understand the nature of the request for treatment

Must be able to give consent to retention by the facility (must be able to request
release).

Must be provided with information printed on the Application for Voluntary
Admission (Health General Article, Annotated Code of Maryland) in order to make
an informed decision about hospitalization

The Application for Voluntary Admission must be singed by a physician licensed to
practice medicine in the state of Maryland and by the patient.

DHMH-4 (Request for Voluntary Admission)

INVOLUNTARY ADULT

Criteria

The patient:

Forms

Has a mental disorder that is susceptible to care or treatment

Needs continued treatment for the protection of the individual or another (imminent
danger of suicidal or homicidal behavior)

Is unable or unwilling to be voluntarily admitted

Has no available less restrictive option for care that is consistent with his/her welfare

Two DHMH-2s (Physician Certificates)

One Supplemental DHMH-2 (Six Questions)
DHMH-34 (Application for Involuntary Admission)*
The Emergency Petition



PREAUTHORIZATION PROCEDURES FOR BEHAVIORAL HEALTH ADMISSIONS

L

II.

I1I.

PURPOSE: To comply with preauthorization requirements of third-party payers.

POLICY: The Admissions/Registration staff will request preauthorization for
patients requiring admission and document the information on the
appropriate forms.

PROCEDURE:

e At the request of the ED staff or the on-call evaluator, the Admissions/Registration
staff identifies and contacts the appropriate insurance company or MCO, providing
demographic and policy information, and requests a call back for preauthorization for
admission, providing the name and contact number of the person giving clinical
information, (ED physician or on-call evaluator).

e The MCO or insurance representative verifies benefits and contacts the case manager
for authorization.

e The Admissions/Registration staff documents the required information on the
preauthorization form and places on patient chart. (See attached)

e The MCO case manager contacts the ED physician or the on-call evaluator for
clinical information.

e The MCO case manager provides the authorization number and the number of
authorized days which is related to the Admissions/Registration staff for entry into
the Meditech system.

e In the event a return call is not received after one hour, Admissions/Registration staff
notifies the MCO of the patient’s admission to the Behavioral Health Unit.



PATIENT NAME

INSURANCE CO.

& POLICY #
MCO Contacted

COMMENTS

Authorizing
Case Manager

Phone #

Authorized to:

Number of
Days Authorized

UR to Contact

Comments:

PREAUTHORIZATION WORKSHEET

DATE:
TIME:

DOB

SS#

Call returned

HMH

(Date & Time)

Other

Authorization #




BEHAVIORAL HEALTH
PROTOCOL FOR PATIENTS
REQUESTING CHEMICAL DEPENDENCY TREATMENT

PURPOSE: To expedite the care and disposition for patients seeking detoxification and/or
Chemical dependency treatment

POLICY: Sheppard Pratt does not provide assessment and placement for patients seeking
detoxification, or other chemical dependency treatment. Patients will be
medically stabilized and referred.

PROCEDURE:

e The ED physician provides medical evaluation and treatment as deemed appropriate.
e Patients who are medically stable are referred for treatment by contacting the on-call
evaluator who will provide available resources and information.

PLEASE SEE APPENDIX FOR FURTHER INFORMATION



Admission Criteria to Upper Chesapeake Behavioral Health Services

Inclusion Criteria for Psychiatric Admissions:

1. Immediate danger to self/others as evidenced by verbal threats or observed behavior

2. Evidence of impaired judgment due to a psychiatric condition likely to endanger
self/others

3. Evidence of treatment failure likely to result in behavior dangerous to self/others

4. Multiple suicide attempts (or other episodes of dangerous behaviors due to psychiatric
condition) within a short period of time

5. Inability to contract for safety outside of the hospital in association with an active
psychiatric condition

6. Disabling psychiatric condition for which no effective treatment alternative exists

Exclusion Criteria (based on physician collaborative review):

1. Intoxication

2. Medically unstable

3. Documented history of assaultive behavior against hospital staff

4. Persons under police custody or against whom active charges have been filed

5. Specialty services not available at time patient presents in emergency room

References:
Brennan DF, Betzelos S, Reed R, Falk JL. Ethanol elimination rates in an ED population. Am J
Emerg Med 1995; 13(3):276-80

Lexicomp Online- Alcohol (Ethyl):
http://online.lexi.com/action/doc/retrieve/docid/patch _1/6294
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Standard Operating Procedure

KEY WORDS: (if applicable)

1. OBJECTIVES/PURPOSE:

e To outline the process by which Clinical Resource Management facilitates safe and
appropriate transportation options to patients being discharged from a UMC UCMC or
UM HMH

2. SCOPE/APPLICABILITY:

e The Standard Operating Procedure (SOP) will be applied in the Clinical Resource
Management (CRM) Department. Team Member education will also be included in the
scope of this SOP.

3. PREREQUISITES:
e Interdisciplinary team member education
4. RESPONSIBLITIES:

e CRM team member — proper identification, referral, coordination and facilitation of
transportation

e Any member of the Interdisciplinary Team — Identify patients who will require assistance
with transportation at discharge

5. PROCEDURE:

5.1 General Information
a. Transportation arrangements will be made based on the patient’s medical conditions,
safety concerns, team recommendations and patient or family request.
b. A list of transportation providers is available on the UCH Intranet>Case
Management>Transportation
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c. CRM will speak with members of the multidisciplinary team regarding safe options for
transport
a. Check the Rehabilitation interventions
i. The Rehabilitation team will often make recommendations on how
patient would best be transported
d. CRM will speak with patient and/or family about their preferences for transport and
recommendations of the team —if any
e. Some Assisted Livings/Boarding Homes provide their own transportation
a. Usually is depends on staffing at the facility, time of day, etc.
f. CRM does not arrange for transportation for acute to acute transfers
5.2 Coordinating Transportation
a. Prior to setting up transport
a. CRM will verify with the patient and/or family where the patient will be going
at the time of transport
b. CRM should verify with the patient and/or their family and facility (if
appropriate) when transport is to occur
5.3 Ambulance transport
a. There are two types
a. Advanced Life Support (ALS)
i. Requires RN monitoring during transport
ii. Ventilator dependent
iii. Continuous intravenous devices
iv. Continuous cardiac (EKG) monitoring
v. The patient is comatose and requires trained monitoring
b. Basic Life Support (BLS)
i. Criteria — must meet one of the following
a. Must be considered bed bound
a. The patient is unable to get out of bed safely
with one person assisting
b. Unable to get up from bed without assistance
c. Unable to ambulate AND Unable to sit in a chair —including a
wheelchair
d. The patient cannot support themselves safely when
seated in a wheelchair
i. Why
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e. All other types of transportation must be
contraindicated
f. Any other means would endanger the patient’s health
g. Be Specific
h. Additional helpful documentation
i. oral pain meds, antipsychotics
ii. pressure sores
iii. trunk instability
iv. Document the JHH Fall Risk Score
c. When going to acute rehab or out of county closest accepting facility must be
documented
d. Insurance
a. CRM will remind patient/family that despite all of the documentation provided
there is still no guarantee that Medicare will cover ambulance transport
b. Most insurance companies will cover ambulance transport if the above criteria
are met
d. CRM will verify benefits and obtain authorization and identify preferred
providers for commercial insurances — including MA MCO’s
e. A Certificate of Medical Necessity should be completed for Medicare and
some other commercial insurance
i. complete in and fax thru eDischarge
5.3 Wheelchair Van
a. A wheelchair van can be used in the event that a patient does not meet the criteria to
be transported by ambulance or their family does not feel comfortable transporting the
patient in a private vehicle
b. Criteria
a. The patient must be able to independently sit in a wheelchair
b. The patient must be able to transfer independently from the bed to the
wheelchair or at least transfer with minimal assistance from the attendant
c. The patient can be on self-administered 02 but the transportation company
does not supply the 02
¢. Insurance
a. Wheelchair vans are not covered by most insurances including Medicare
b. Wheelchair van service providers usually require payment at time of transport
if insurance will not authorize or benefits are not available
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c. CRM will facilitate a conversation with the patient and/or their family
regarding cost and payment options-i.e.: cash, check or credit card
d. Cost will be verified with transportation provider and shared with family
5.4 Coordination of transportation
a. Demographic information — face sheet
b. The patient’s height and weight
c. Isolation precautions
d. Oxygen requirements — if any
e. If the patient is going to a private residence — are there any steps?
f. Time requested
5.5 Cab Vouchers
a. Are provided only when a patient is safe to be transported in a car
b. It has been determined that there are no family and friends who can assist with
transportation
c. Bus transport is also not an option
5.6 Medical Assistance (MA) Transportation
a. MA will cover transportation for SOME MA recipients
b. Each county has certification forms that must be completed for transport —
a. Available in eDischarge
c. Harford County phone number 410-638-1671
a. Must use Transcare for ambulance transportation
410-242-9000 phone/410-649-2253 fax
b. Must use Davi Transportation Services for wheel chair vans
443-768-6879 phone/410-654-0091 fax
d. MA transport can verify benefits
e. MA transport will either set up transport or inform you of the provider
f. MA transport will provide you with an authorization number for ambulance or
wheelchair van arrangements
g. Requests must be received Monday thru Friday by 2pm
h. They do not answer the phone after 2pm
5.7 Harford County Transportation Services
a. Harford County has public bus service with various routes throughout the county 410-
838-2562
b. Schedules are available on the Harford County Government website
c. The bus comes to the main entrance of both hospitals.
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d. It comes to UCMC about every 15 minutes
e. It comes to HMH about every 2 hours

5.8 Documentation
a. All transportation arrangements must be documented on the CRM DC Plan and in the
progress notes section of the EMR.
b. If CRM paid for transportation please be sure to reflect this when documenting on the
CRM Discharge Plan

6. REFERENCES:
e Transportation Provider List — UCH Intranet>Case Management>Transportation
7. DEFINITIONS:

e (CRM —Clinical Resource Management
e EMR — Electronic Medical Record

e MA —Medical Assistance

e MCO’s - Managed Care Organizations

STAKEHOLDERS:
Reviewed by: Date:
Alexis Rivers
Debbie Gebhardt
Debi Cheng
APPROVED BY: Title Date
Alexis Rivers Director, CRM
APPROVED BY: | Date
Digital signature and date are on file in Reference Library




PAGE: POLICY/PROCEDURE /SOP NO:

L~ Page 6 of CRM
l" UNIVERSITY of MARYLAND
U | UPPER CHESAPEAKE HEALTH ORIGINAL DATE: 12.2003
APPROVAL EFFECTIVE DATE:
DATE: Reviewed Date: 01.2006, 01.2009, 04.2012,
08.2015
Revised Date: 01.2006, 01.2009, 04.2012,
08.2015
POLICY/PROCEDURE/SOP TITLE: FUNCTION/OWNER:

Transportation

CRM Policy Oversite Committee




EXHIBIT 8



TITLE:

Approved by:

Director of Behavioral Health Services:
Chief of Psychiatry/Medical Director:
Vice President of Patient Services:

Original Date:

UNIVERSITY OF MARYLAND UPPER CHESAPEAKE HEALTH

BEHAVIORAL HEALTH SERVICES

ADMISSION CRITERIA AND PROCESS PROTOCOL Page 1 of 17
FOR BEHAVIORAL HEALTH SERVICES

Reviewed Date:

6/95
9/97 4/08 10/14

Revised Date: 9/97 1/99 9/99 11/03 7/06 4/08 1/11 7/13

PURPOSE: To facilitate appropriate and timely admissions to the Behavioral Health
Services unit (BHU).

POLICY: The Behavioral Health Services unit will provide inpatient acute mental
health services for those patients that have been evaluated and meet
admission criteria.

PROCEDURE:

L Voluntary Admission

A. A voluntary patient is defined as any patient age 18 and over and experiencing a

primary acute psychiatric illness or an exacerbation of a chronic condition that
impairs the patient’s ability to function independently and/or is dangerous to
oneself or others, and agrees to treatment. (See attachment A: Admission
Criteria/Limitations).

Voluntary status requires:

1.

2.

3.

A signed Application for Voluntary Agreement endorsed by a licensed
physician.

Patients must be able to comprehend the status of their admission and their
need for treatment.

Ability to take prescribed medications as ordered.
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Ability to participate in milieu and therapeutic groups.

Ability to meet with the psychiatrist daily.

Ability to participate in discharge planning.

Patients must be medically stable and not require intensive medical treatment.
Pregnant patients greater than 12 weeks gestation will not be admitted

C. In accordance with Maryland Health General Law 10-803, voluntarily admitted
patients may request, in writing, their intent to leave the hospital within three
days. If a guardian signs the Voluntary Admission Agreement for the patient,
they must submit the three-day notice.

1.

3.

Patients must request, in writing, their intent to leave the hospital by
completing Harford Memorial Hospital Behavioral Health Services three-day
notice.

If the treating psychiatrist determines that the patient meets criteria for
certification for involuntary admission, then the certification process will be
completed in accordance with Maryland Health General Law 10-803.

A three-day Notice retraction must be reviewed and signed by a physician in
order to validate its acceptance.

D. Observation Status: A patient may be placed in observation status per the
physician order. The patient will be evaluated by the physician within 24 hours
and a decision made to either admit the patient or discharge the patient.

II. Involuntary Admissions

A.

Observation Status

Defined. Observation Status is defined as the interval between the time an
individual is involuntarily confined in the facility and the time he/she is
voluntarily admitted, released either by the attending psychiatrist or
psychologist or by the Administrative Law Judge, or retained as an
involuntary patient by an Administrative Law Judge. During the
observation period the observee shall receive care and treatment as
medically required but may not, absent an emergency, be forced to take
medication. The purpose of observation is for assessment of need for
involuntary admission, voluntary admission, or release without admission.

Observation Status Initiated at Time of Admission. The hospital admitting
nursing person is responsible to initiate the process leading to a hearing
for involuntary admission when an individual is brought in for
observation. The following forms must be completed on all involuntary
admissions prior to arrival on the unit: (1) Application for Involuntary
Admission (form DHMH - 34) completed and signed by a person who has
a legitimate interest in the welfare of the individual; (2) two copies of the
State of Maryland Certification by Physician or Psychologist (DHMH-2
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REV.3/90), completed and signed by either two physicians licensed to
practice in the State of Maryland, or by one physician and one Maryland
licensed psychologist listed in the National Register; (3) a report which
explains how and why the individual meets each of the five certification
criteria and summarizes the individual's medical history and current
symptoms; and (4) if the individual is an emergency evaluee, copy of a
fully-completed Petition for Emergency Evaluation.

1.

If the individual has been transferred from an inpatient facility
after that facility completed application and certificates for
involuntary admission, these documents are required in addition to
a copy of the individual's most recent treatment plan, the discharge
summary, and copies of all voluntary and involuntary admissions
documents relating to the admission to that inpatient facility.

Within twelve hours of the commencement of the observation
period, Admissions team members will read and explain in clear
and understandable terms the Notification to Patient of Admission
Status and Rights (form DHMH-35) and the Notice of Hearing
(form OAH-1051). The Notification to Patient of Admission
Status and Rights must be completed, signed, and made a
permanent part of the observee's record. A copy of the notification
must also be given to the observee. The Notice of Hearing will be
completed, signed, and given to the observee. Remaining copies
of the Notice of Hearing should be filed in the observee's record.

Once the above process is completed, nursing team members will
call the Involuntary Admission Hearing Office to inform them of
the pending hearing. The Involuntary Admission Hearing Office
must be informed by Wednesday of any hearing.

C. Observation Status Initiated During an Inpatient Stay.

1.

If the treating physician of the treatment team determines that a
voluntary patient meets the criteria for certification or if a patient
submits a Three-Day Notice and the treating physician of the
treatment team determines that the patient at the time meets the
criteria for certification for INVOLUTARY ADMISSION, then
the certification process may be initiated by informing unit nursing
team members and the social worker.

The nursing team members will use the Certification Process
Checklist throughout the certification process. The RN or social
worker on the unit will sign the Application for Involuntary
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Admission (DHMH-34). Then nursing team members will contact
two Harford Memorial Hospital licensed physicians or one
licensed physician and one licensed psychologist listed on the
National register, who will examine the individual and determine if
and why each of the five certification criteria is met.

3. Within twelve hours of the completion of the second certificate,
nursing team members must complete the Notification to
Individual of Admission Status and Rights and the Notice of
Hearing, review both with the observee, and give the observee
copies of these forms.

D. Roles and Responsibilities during the Observation period.
1. Psychiatrist (M.D.), Psychiatric Resident (M.D.) or Psychologist
(Ph.D.) (all licensed):
a. Assisted by the treatment team, the physician determines

whether the observee meets the following criteria:

(1) The individual has a mental disorder.

(2) The individual needs inpatient care or treatment.

3) The individual presents a danger to the life or safety
of the individual or of others.

(4) The individual is unable or unwilling to be admitted
voluntarily.

®)) There is no available, less restrictive form of
intervention that is consistent with the welfare and
safety of the individual.

b. If the observee meets each of the above criteria, a hearing
will be scheduled. If the observee is also refusing
recommended psychiatric medication, a Clinical Review
Panel may be scheduled to convene as soon as possible
after the hearing. To request a Clinical Review Panel, the
Patient Rights Advisors' Office must be contacted.

C. If the observee does not meet the above criteria, the
physician must determine if the observee meets all the
criteria for Voluntary Admission as follows:

(1) The individual has a mental disorder;

(2) The mental disorder is susceptible to care or
treatment;

3) The individual understands the nature of the request
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(4) The individual is able to give continuous assent to

retention by the facility; and

(5) The individual is able to ask for release.

d. If the observee meets the above criteria, he/she may sign an
Application for Voluntary Admission for endorsement by a
licensed physician. The hearing should be canceled. The
licensed physician or his/her designee must also complete
the Notification to Individual of Admission Status and

Rights designating the changed status, review it with the
patient, and give the patient a copy of this form.

e. If the observee does not meet the criteria for involuntary
admission and does not sign an Application for Voluntary

Admission, then the observee must be released from
observation and the hearing canceled. The observee's
record must state that the individual is being "Released

from Observation Status."

2. Social Worker:

a. Shall be responsible for these functions:

(1) Shall inform the family/surrogate of the date, time
and place of the hearing, and assist them in
preparing for the hearing if their evidence is to be
given (to be determined in conjunction with the
treatment team and the hearing presenter).

(2) Shall notify the hearing office of any family/others
who will be attending the hearing or who will be

available for telephone testimony.

3) Shall provide family support as necessary.

b. May be called upon in regards to any of the following

functions:

(1) May assist the observee in obtaining and

communicating with counsel;

(2) May assist the family/surrogate in understanding
the nature and implications of the hearing;
3) May be called upon by the physician to attend the

hearing.

3. Hearing Presenter: Using the Involuntary Checklist from the
admissions process, the presenter obtains any documentation
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required for the individual's hearing, notifies the physician or
designee of any documentation problems or concerns, and makes
recommendations to the physician or designee and the risk
manager regarding proceeding to hearing.

E. Individuals' Right to Access to Legal Counsel: Individuals on observation
may obtain private legal counsel, and in so doing may obtain the
assistance of the assigned social worker or the Patient Rights Advisor.
Harford County Lawyer Referral Services can be contacted for assistance
in obtaining private legal counsel. Should an individual not have or want
private legal counsel, referral will be made to the Public Defender's Office
by the Hearing Presenter.

F. The Hearing

An administrative hearing must be held to determine whether the observee
may be involuntarily committed under Maryland law. An impartial
Administrative Law Judge will hear the case and decide whether the
observee is to be admitted to or released from the Hospital.

1. Schedule of Hearings

a. Hearings are usually conducted on Fridays, and must be
held within ten calendar days of the observee's confinement
unless a postponement has been arranged. The observee's
hearing will take place on the Friday following
confinement. For individuals entering the hospital on
observation after midnight on Tuesday, the hearing will be
held the following week in order to allow the observee time
to obtain legal counsel and to allow an adequate period for
observation.

b. The date of the hearing may be postponed or continued by
the Administrative Law Judge for good cause shown, but in
any event, the hearing shall be concluded and a decision
made within 17 calendar days from the date of
confinement. If an observee and/or his/her legal counsel
requests a different hearing date, every effort will be made
to schedule the hearing at a time acceptable to all involved.
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2. Observee's Rights
a. The observee must be present at the hearing unless he/she

refuses or waives the right to attend. Any waiver must be
knowingly and intelligently made by the observee in the
presence of the Administrative Law Judge and the observee's
legal representative. The observee's lawyer, the Administrative
Law Judge, and the Hospital team members will determine if
the hearing will be held on the unit. If the hearing is to be held
on the unit, a room with a phone jack may be required.
Hearings are held with the observee, a nursing team member
escort, his/her attorney, his/her physician, the Administrative
Law Judge, the Hearing Presenter, a member of the hospital’s
Department of Security, and any called witnesses. The
observee may request that witnesses not be present during
aspects of the hearing.

3. Roles and Responsibilities during the Hearing

a.

b.

Hearing Presenter: The Hearing Presenter presents the legal

documentation leading to the observee's confinement, calls

witnesses for the Hospital, and guides their testimony.

Physician

1. Definition
For purposes of testimony at a hearing for involuntary
admission, the term "physician" is defined as (a) a
physician who is identified as a specialist in psychiatry by
the Board of Physician Quality Assurance; or (b) an
individual licensed under Health Occupations Article, Title
18, Annotated Code of Maryland, to practice psychology;
or (c) a physician licensed under Health Occupations
Article, Title 14, Annotated Code of Maryland in the
residency program in psychiatry and under the supervision
of the psychiatrist who is responsible for the treatment of
the individual who is the subject of the hearing.

2. Examination; attendance
The physician who has examined the observee within 48
hours of the hearing must be in attendance at the hearing.
If attendance is not possible, the physician must identify
another physician meeting the above definition and notify
the Hearing Office of the change prior to the hearing.




TITLE: ADMISSION CRITERIA AND PROCESS PROTOCOL Page 8 of 17

3. Postponements
If for any reason the hearing is postponed, a short
addendum may be dictated by the date of the following
hearing to update the report regarding the observee's
condition.

c. Resident in Psychiatry (unlicensed) May be called as a material
witness by the hearing presenter and/or may be directed by the
physician to draft the hearing note.

d. Social Worker
While the social worker has no legally mandated role in the
hearing for INVOLUNTARY ADMISSION, he/she may be a key
player in the hearing, should family members be called as

witnesses.
4. Hearing Outcomes
a. Retained

If an observee is retained by the Administrative Law Judge, he/she
is certified for involuntary admission for six months (180 Days) at
the hospital. The patient may obtain legal counsel to appeal this
decision. Pending further judicial decision, it is the physician's
decision as to when the patient will be discharged before the end of
the six-month period. If the patient remains in the hospital, the
physician must then decide whether discharge is appropriate,
whether to accept an Application for Voluntary Admission, or
whether the patient meets the criteria for certification and should
again go to hearing (see above, I.C.).

b. Released

1. From observation status initiated at time of admission. If
an observee is released prior to the hearing, the physician shall
note in the observee's record that the observee was "released
from observation status." If an observee is released by the
Administrative Law Judge, the physician shall note in the
observee's record that the observee was released at hearing for
INVOLUTARY ADMISSION by the Administrative Law
Judge. The entire record must be filed separately from the
medical record in the medical records department.

2. From observation status initiated during an inpatient stay.
A discharge summary is required for Harford Memorial
Hospital inpatients released following a change-in-status
hearing (see above I.C.), although documentation of the
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observation period and outcome should be limited to "the
patient was released at a hearing for INVOLUNTARY
ADMISSION on [date] after having submitted a three-day
notice on [date]. All documentation pertinent to the hearing
itself (copies of the Certification by Physician or Psychologist,
etc.) must be filed separately from the medical record.

3. And the physician determines that the individual still/again
meets the criteria for certification. If the individual is
released by the Administrative Law Judge and the individual's
physician determines, based on the individual's behavior and
clinical condition after the hearing, that the individual meets
the requirements for certification by a physician or
psychologist, the physician may complete and file a Petition
for Emergency Evaluation with the Security Department once
the individual has been give the opportunity to leave the
hospital (see above, 1.D. for a full description of this process).

III.  The following medical record documentation is required for patients readmitted within 30
days:
A. An admission order is written. Standing and other admission orders are
entered as indicated.
B. A readmission note is written in the progress notes. This note should

include reason for readmission, mental status, interim history, admission
diagnosis, and initial treatment plan.

C. The necessity for a Physical Exam and Medical History should be
reviewed and a clinical judgment made regarding the need to complete a
full or partial medical history and physical examination

D. Supplemental information and psychosocial assessment from the previous
admission may be added to the Psychosocial History.
E. An Individual Treatment Plan is due within 72 hours. The treatment plan

from the previous admission can be used as a reference document.
Treatment Plan Reviews will be due weekly thereafter.
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Admissions from UCMC ED

ED medical staff will assign a category to the patient after she or he has been medically

cleared. (See attached Emergency Department Categories for Psychiatric
Patients)

A. Admissions to UCH BHS unit:

1. The ER evaluator is to call or fax the BHS unit to give
comprehensive clinical and insurance information to the charge
nurse. The charge nurse on the BHS unit is to verify that
authorization has been received from the appropriate insurance
carrier and accept the admission.

2. The BHS unit charge nurse is to notify Admitting of the admission.

B. Transfers to other acute psychiatric units will be coordinated by the

Emergency Department evaluator in collaboration with the ER charge

nurse.

Admissions from UCH inpatient Medical services

Medical physician requests psychiatric consultation

Psychiatrist evaluates patient and determines clinical appropriateness for inpatient
acute psychiatric services and notifies BHS unit charge nurse.

Payer clearance is obtained by case manager assigned to work with the patient.
BHS unit team members will serve as a resource and obtain insurance
authorization when case management is not available.

Admission of patient:

1. Medical physician will write order for discharge from the medical floor.
The accepting psychiatrist will write admission orders for the BHS unit.

2. Medical nursing team members and BHS unit nursing team members will
coordinate the discharge from the medical unit and the admission to the
BHS unit.

Direct Admissions

The following steps must be followed to arrange for the direct admission of acutely ill
psychiatric patients to the Behavioral Health Services unit at Harford Memorial Hospital.

A.

B.

The community health care provider (e.g., primary therapist or medical physician)
will call the inpatient psychiatric unit at Harford Memorial Hospital.

Intake information will be obtained by an RN on the Behavioral Health Services
unit. The RN will carefully document demographics, insurance, and clinical
information including diagnosis codes for all five DSM-IV Axes.

Pertinent laboratory data, clinical notes, and signed Voluntary/Involuntary
Admission forms should be faxed to the Behavioral Health Services unit for
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review by the RN coordinating the admission and the psychiatrist on call.

It is the responsibility of the referring therapist, medical physician, or ER
consultant to provide insurance information to the Behavioral Health Services
Unit staff for the patient being referred to the inpatient unit.

The clinical information obtained from the referring provider should be discussed
with the attending psychiatrist for direct admission to the Behavioral Health unit.

Note: It is the responsibility of the attending psychiatrist or the psychiatrist on
call to determine the need for additional medical clearance. The attending
psychiatrist has the option of discussing the proposed admission directly with the
referring provider. When a patient is referred to the emergency room for medical
clearance only, it is not necessary to have a second psychiatric evaluation in the
emergency room prior to admission to the Behavioral Health Services unit.

Nursing team members of the Behavioral Health Services unit will notify
Admitting of a direct admission and provide Admissions with the following
information:

1. Authorization number

2. Phone number called

3. Name of individual from insurance company who provided clearance for
admission.

The patient in the therapist's office, medical physician's office, or other referring
provider will sign a Voluntary Admission form prior to being brought to the
inpatient unit for hospitalization.

Once the patient is cleared for admission, he/she is to be brought directly to the
5th tower for admission to the Behavioral Health Service.

Prior to entering the locked unit, the patient should sign the following forms:

1. Application for Voluntary Admission (see attachment B)

2. No Smoking Notification (Referring provider must inform the patient that
Harford Memorial Hospital is a non-smoking facility.)

If the patient refuses to sign the above documents, the patient should be referred

back to the provider, providing there is no question regarding the patient's safety.

If there is a question of safety, the patient should be referred to the emergency
room and a process for involuntary commitment to the inpatient service should be
initiated. The patient will be given a) a copy of rights, b) program schedule, c)
programs rules and expectations, and d) a patient information folder.
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The Behavioral Health Services unit Case Manager will provide continued-stay
review with the insurance carrier the following business day.

Admissions from another facility (voluntary or involuntary)

The following procedure must be followed to arrange for admission of acutely ill
psychiatric patients from another facility to the Behavioral Health Services unit at
Harford Memorial Hospital.

A.

B.

The facility will call the inpatient Behavioral Health unit at Harford Memorial
Hospital.

Intake information will be faxed by the referring facility to the Behavioral Health
unit. The intake information will include demographics, insurance, signed voluntary
or involuntary forms, pertinent laboratory data, and clinical information including
diagnosis codes for all five DSM-IV Axes.

. It is the responsibility of the referring facility to provide insurance information to the

Behavioral Health Services unit staff for the patient being referred to the BHS unit. It
is imperative that nursing team members record the name of the person with whom
they speak, the time, and any verification numbers they are given.
The clinical information obtained from the referring facilitator should be discussed
with the attending psychiatrist for admission to the Behavioral Health unit.
Note: It is the responsibility of the attending psychiatrist or the psychiatrist on
call to determine the need for additional medical clearance. The attending
psychiatrist has the option of discussing the proposed admission directly with the
referring provider.
Nursing team members of the Behavioral Health Services unit will notify Admitting
of an admission from another facility and will provide Admitting with the following
information:

1. Authorization number

2. Phone number called

3. Name of the individual from the insurance company who provided clearance

for the admission

The patient will sign a Voluntary Admission form or the completed certification
paperwork prior to being brought to the Behavioral Health unit for hospitalization.

Once the patient is cleared for admission, she/he is to be brought directly to the
Behavioral Health unit for admission.

Prior to entering the locked unit, the patient should sign the Application for Voluntary
Admission (see attachment B).

. After arriving on the Behavioral Health unit, the patient should sign the following

forms:
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Notification of Admission Status and Rights

. No Smoking Notification (the referring provider must inform the patient that

Harford Memorial Hospital is a non-smoking facility.)
Releases of Information

H. The Behavioral Health unit Case Manager will provide continued-stay review with
the insurance carrier the following business day.

VIII. Behavioral Health Services unit discharges to Medical units

A.
B.

FORMS:

Psychiatric attending physician requests medical consultation
Medical physician evaluates patient and determines need for treatment on a
medical unit

1. Medical physician will write orders for discharge from the BHU and
admission to medical service.
2. Referring medical physician must ensure that receiving medical physician

is a participating provider with the payer. This applies in the event that
the receiving physician is the referring physician.
BHU team members will communicate with referring medical physician to ensure
that Item B2. (above) was verified.
BHU team members will notify the bed coordinator for the bed assignment,
nursing unit and payer of admission.
Admitting office obtains concurrent authorization for medical admission, per
policy, on the next business day.
BHU and medical unit nursing team members will coordinate the patient move to
the medical unit.
Case Management team members will perform admission review with the payer
as per policy.

State of Maryland form DHMH 33 Notification to Individual of Admission
Status and Rights

Application for Involuntary Admission

Certification by Physician or Psychologist

Specific Information to Accompany Physician’s Certificate

Involuntary Admission Timeline

State of Maryland form OAH 1051 Involuntary Admission to Mental Health
Facility Notice of Hearing

State of Maryland form OAH 1053 Certification

Observation Status Only

EQUIPMENT MANUALS: N/A
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REFERENCE: Code of Maryland Regulations, Title 10, Subtitle 803
Stuart, G. and Laraia, M., Principles of Psychiatric Nursing, 8™ Edition,
2005
The Joint Commission. Provision of Care, Treatment, and Services, 2009.
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Behavioral Health Services
Admission Policy

Attachment B

ADMISSION CRITERIA FOR THE VOLUNTARY PATIENT

A. The individual’s emotional/behavioral/mental condition is such that it significantly
impairs his/her ability to function in the community, school, home, or other environment.

B. The condition is susceptible to care or treatment.
C. The individual understands the nature of the request for treatment.
D. The individual is medically stable, not requiring intensive medical treatment. No

pregnant patient greater than 12 weeks gestation will be admitted.

E. The individual is able to participate in group activities, and to contribute to his/her
self-care.
F. The individual is able to continually assent to retention by the facility.

G. The individual is able to ask for release.
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Attachment C

General Admission Criteria/Limitations
The Behavioral Health Unit is a general adult unit. Patients usually stay a short
period of time until they are stabilized to be discharged home or to another level
of care. General criteria for admission are:

a.

The patient must be experiencing a primary acute psychiatric illness or
an exacerbation of a chronic mental health condition.

The patient must be over 18 years of age.

The patient is a potential threat to her/his own physical well being or
the well being of others severe enough to impair the patient’s ability to
function independently, due to behavioral manifestations of a mental
disorder.

The severity of the patient’s condition negates less restrictive
alternative community treatment, and the inaccessibility of indicated
outpatient treatment has been verified.

The patient needs medically managed and registered-nurse-supervised
skilled observation and evaluation.

The patient requires high dose or intensive medications, or somatic
and psychological treatment with potentially dangerous side effects.
Patients admitted must be able to participate in therapeutic group
activities since this is one of the primary milieu treatment modalities.

Some limitations of the program include but are not limited to the following:

The program is able to provide for isolation of patients with infectious
diseases or reduced resistance to disease contingent upon the patient’s
ability to participate in unit programming.

Patients who are diagnosed with a primary chemical dependency
illness or a primary diagnosis of mental retardation would not be
considered appropriate for admission. A dually diagnosed person, if
s/he meets the other admission criteria, would be appropriate.

Patients whose medical status prevents them from participating in a
milieu program would not be appropriate for admission.

Patients requiring cardiac monitoring, intra cardiac invasive
monitoring, peritoneal dialysis or endotracheal intubation ventilator
management would not be appropriate for admission.

The Chief of Psychiatry and Medical Director, in conjunction with the
Director of Behavioral Health Services and Hospital Administration,
may exercise the right to refuse to admit a patient, or require a patient
to be transferred from the Behavioral Health Services unit, when it is
felt that appropriate care and patient safety cannot be reasonably
assured, or that the patient presents a continuous risk of great
magnitude to the welfare of others, or of disruption of the treatment of
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others. Assistance in referral or transfer, as indicated, to a more
appropriate setting will be provided by treatment and/or administrative
team members.

f. A demand for beds beyond capacity will warrant the development of a
waiting list, which will be prioritized by the acuity of the patient.
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II.

UNIVERSITY OF MARYLAND UPPER CHESAPEAKE HEALTH
PATIENT SAFETY AND QUALITY PLAN
Y2018

Statement of Purpose

Upper Chesapeake Health, having established the vision to become the preferred, integrated health care
system creating the healthiest community in Maryland, is committed to the provision of compassionate,
high quality, clinically effective health care in a safe environment coupled with trust, integrity and
respect for all. In support of this commitment, the Board of Directors and Hospital Leadership endorse
an integrated, systematic quality, safety and continuous improvement program to improve patient
outcomes, improve efficiency and effectiveness and reduce risk.

Overall Patient Safety and Quality Plan Objectives

A. To focus and coordinate organization wide patient safety and continuous improvement
activities;

B. To focus and coordinate organization wide patient safety and continuous improvement
activities;

C. To provide a framework for defining quality and continuous improvement opportunities, that
includes:

setting priorities for the scope of the plan;

selecting measures that are meaningful and that address the needs of the patient;

identifying the frequency of data collection;

measuring the performance of processes that support patient care;

collecting data;

analyzing the data to identify trends, patterns and performance levels, including the

adequacy of staffing to include number, skill mix and competency for sentinel events and

root cause analyses;
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7. statistical tools and techniques are used to analyze and display data;
8. implementing and reporting actions taken to resolve the identified problems;
9. prioritizing improvement initiatives when necessary;,

10. evaluating actions to confirm they resulted in improvement;

11. taking action(s) when improvement is not achieved or there are not sustained

improvements;
12. reporting issues, including staffing, through the PI structure reporting in Section V1 ;
13. prioritizing improvement initiatives when there are more opportunities than can be
managed at one {ime;

D. To provide a framework for defining quality and continuous improvement opportunities, setting
priorities for the scope, measuring and assessing performance, evaluating results and
implementing improvement actions;

E. To include patients and families and capture the “voice of the patient” to provide the finest in

care, courtesy and service;

To develop strategies to improve efficiency, effectiveness and reduce operational waste;

To define, support and maintain a Just Culture, providing structure for individual and

organizational accountability.

H. To maintain an environment that supports safety and does not tolerate conscious disregard of
clear risks to patients or reckless behavior, while recognizing that even competent team members
make mistakes.

o




I. To facilitate communication and reporting of all performance improvement and patient safety
activities to leadership, team members, medical staff and volunteers;
To support analysis of “good catch” event and current trends, including Sentinel Event Alerts to
proactively assess risk in current processes and to consider safety for all new services and
process design/redesign;
To achieve the appropriate balance between good outcomes, excellent care, services and costs;
To enhance effective organizational and clinical decision making;

. To promote team work and group responsibility in identifying and implementing opportunities
for improvement;

N. To establish mechanisms for the disclosure of information related to errors.

=

=ER

1.  Performance Improvement Model

UCH has adopted the IMPRV methodology, which is based on UCH’s Culture of Excellence to improve
performance.

A. The phases of IMPRV are:

1. Identify — Clearly identify the problem, develop a charter and a justification for Executive
Sponsorship.

2. Measure - Thoroughly understand the current state, develop a data collection plan, create a

comprehensive Value Stream Map and collect baseline data.

Process — Assess and analyze process data to identify root cause of waste or inefficiency.

4. Re-think — Create a more efficient process and develop a full scale implementation plan of
improvement solutions.

5. Validate — Implement solutions, ensure accuracy and provide comprehensive training for
improvement, sustainment and ownership.
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B. IMPRYV Tools — Multiple tools have been created to assist in this process (See Attachment A).
The following is a sample of tools used in process improvement:

1. Charter

2. SIPOC (Suppliers, Inputs, Process, Outputs, Customer)
3. Process Mapping

4.  PDCAC (Plan, Do, Check, Act, Communicate)

IV, Continuous Improvement Process

The process for identifying quality and safety continuous improvement initiatives involves the
following:

A. Senior Leadership develops annual objectives and defines metrics to address and support
tmprovement of Patient Quality and Safety, Service, Care for Mind, Body and Spirit and Finance
and Growth. These objectives are identified through review of internal data, annual risk
assessment, external benchmarks, sentinel event alerts and regulatory requirements. Priorities are
assigned based on involvement with risk, volume, mission, patient satisfaction, clinical outcome,
safety, efficiency, financial stability and growth.

Data is collected, systematically analyzed, using appropriate statistical {echnique by departments,
committees, cross-functional teams and/or work groups to determine measureable outcomes and
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goals. Actions are implemented to improve the performance of processes, obtain the desired
outcome and enhance patient safety. Monthly and/or quarterly reports are submitted through the
Safety and Quality Organizational Structure (See Attachment B).

V.  Just Culture

Just Culture principles are the foundation of accountability. UMUCH fosters the Just Culture by
applying these principles in response to adverse events or near misses. Applicable principles are defined
as:

A. Human Error is an inadvertent slip or lapse. Human error is expected, so systems are designed
to help people do the right thing and avoid doing the wrong thing. The response to human error
is to provide support to the person who made the error. The investigation will focus on how the
system can be altered to prevent the error from happening again.

B. At-Risk Behavior is to consciously choose an action without realizing the level of risk of an
unintended outcome. The response is to counsel the person as to why the behavior is risky,
investigate the reasons they chose this behavior, and enact system improvements if necessary.

C. Reckless Behavior or negligence is choosing an action with knowledge and conscious disregard
of the risk of harm. The response will result in disciplinary action.

VI.  Scope of the Patient Safety and Quality Plan

A. The Safety and Quality Plan integrates all Hospital and Medical Staff departments within UCH.
Departmental indicators to support the organizational objectives and align their initiatives with
the annual Operating Plan are described in Section I'V above. The results are reported through the
organizational structure referenced above.

The FY2018 Organizational Objectives are structured to support Patient Centered Care and are
organized around the Safety, Quality, Empathy, and Efficiency domains.

1. Safety
a. Hospital Acquired Infection (HAT) Bundle
b. MHAC Achievement

2. Quality

a. Sepsis

b. COPD

c. CCTA

d. CHF

¢. CDU Pathways

f. Transition of Care
3. Empathy

a. Team member recruitment, engagement, and development
b. Patient and family engagement
c¢. Care coordination and teamwork
4, Efficiency
a. Provider workflows
b. Discharge process coordination
c. Emergency Department




d. CDU implementation
e. Centralized transport model

Hospital and Medical Staff Ongoing Indicators are also monitored. Some are generic screening
indicators and others are determined based on identified opportunities for improvement, the need
to monitor new processes or in response to complaints, surveys or inspections performed by
external accreditation, licensing, regulatory and reimbursement agencies.

. Focused Root Cause Analysis and Process Improvement Strategy to Reduce the Risk of

Medical/Health Care Errors (Proactive Risk Assessment)

I.

Proactive identification and management of potential risks to patient safety have the obvious
advantage of preventing adverse occurrences, rather than simply reacting when they oceur.
This approach also avoids the barriers to understanding created by hindsight bias and the fear
of disclosure, embarrassment, blame, and punishment that can arise in the wake of an actual
event. UCIH Hospitals have a proactive program for identification and reduction of adverse
events through the use of self-assessments, the Good Catch and Near Miss reporting system,
research and dissemination of literature regarding published information on adverse events
that seriously harm patients.

UCH Hospitals seek to reduce the risk of sentinel events and medical/health care system
error-related occurrences by conducting internal proactive risk assessment activities and by
using available information about sentinel events, claims data and the like from organizations
that provide similar care and services. This effort is undertaken so that processes, functions
and services can be designed or redesigned to prevent such occurrences in the organization,

3. Process Improvement Strategies

A, Risk Reductions

1. Risk assessments, reporting criteria, a non-punitive reporting culture, the Good Catch
reporting system and Failure Mode Effects Analysis (FMEA) are all tools designed to
proactively identify circumstances that present a risk of patient harm. Risk
assessments and focused Root Cause Analyses are conducted on an ongoing basis
recognizing high volume/low risk and, likewise, high risk/low volume activities. The
Good Catch system, in the Notification System, is a tool developed to collect data
regarding circumstances that could create an adverse outcome if left unimproved.
The Root Cause Analysis (RCA) methodology of investigation is applied for such
circumstances, particularly those where there is a risk of imminent patient, visitor or
team member harm. The results of these risk assessment interventions are reviewed
by the Patient Safety and Quality Council semi-annually.

2. To further support proactive risk reduction the Patient Safety and Quality Council
selects a high-risk process, based on the annual risk assessment to conduct a RCA or
FMEA for intensive assessment and analysis at least annually. The selection of this
process is guided by data received from sources referenced above, including sentinel
event data and patient safety risk factors identified by the Joint Commission. The
selected process is analyzed for undesirable process variation and for the associated
potential for adverse patient impact. A RCA or FMEA is also conducted, as
appropriate, to enable targeted process and/or system redesign necessary to achieving
the desired reduction in patient risk. The Patient Safety and Quality Council oversees
the implementation of the redesign efforts and assesses the effectiveness of the




modifications made. Periodic re-assessment is undertaken to validate that the
effectiveness of the redesigned process is sustained over time.

B. Patient Safety and Quality

1.

The Patient Safety and Quality Council completes a Culture of Safety organizational
assessment biennial basis to measure the perceptions of patient safety throughout
Upper Chesapeake. The results of these self-assessments are reported to the Patient
Safety and Quality Council for oversight and recommended action. Medical staff
issues identified are reported to the PIC and/or MEC for action.

The Sentinel Event Policy establishes a linkage between the Sentinel Event analysis
and the Hospitals’ performance improvement efforts through quarterly reporting by
the Patient Safety Officer to the Patient Safety and Quality Council, Performance
Improvement Committee and Quality of Care Committee. The report includes results
and trends from identified Sentinel Events, salient investigatory findings from RCAs
and resulting process changes. (See UCH Sentinel Event Policy.)

Participation in University of Maryland System and VHA collaboratives and Maryland
Patient Safety Center initiatives that allows an exchange of ideas, best practices and
benchmarking.

The Capacity and Efficiency Steering Committee works to maximize the efficient use
of capacity to enhance the flow of patients through operational improvements.

VII.  Delineation of Responsibility

A. Board of Directors
The Board of the Directors has the ultimate responsibility for ensuring the delivery of quality
patient care. This authority is delegated to the Quality of Care Committee who provides
oversight. The Patient Safety and Quality Council, Performance Improvement Committee,
Hospital Leadership and Medical Staff oversee the development and implementation of the
methods for monitoring the delivery of patient care. (See Attachment B)

B. Quality of Care Committee
This Committee of the Board of Directors was established to oversee the quality and safety
activities by monitoring and evaluating the Patient Safety and Quality Plan of the Hospitals and
reporting to the Board of Directors. This Committee is responsible for:

1.
2.
3

4.

Meeting at least quarterly and reporting to the Board of Directors;

Serving as a forum for quality and safety issues;

Reviewing the activities of the quality and safety program through summary reports
submitted through the Quality and Safety Committee structure (See Attachment I);
Establishing priorities and providing direction to the Medical Executive Committee and
Hospital Leadership.

C. President/CEO
The Board of Directors delegates to the President/CEO of Upper Chesapeake Health the
authority and accountability of the Quality and Safety Program. The President delegates the




responsibility for the development and implementation of the Quality and Safety Plan to the
SVP/CMO and VP for Performance Improvement.

D. Patient Safety and Quality Council
This Patient Safety and Quality Council (PSQC) is a multi-disciplinary committee that provides
oversight, coordination, and integration of all quality and patient safety activities throughout the
Hospitals. This is accomplished through the receipt of summary reports of all monitoring
activities. The Hospitals’ Vice President of Performance Improvement chairs this Council, The
Chief Operating Officer serves as a member and provides senior leadership to the Council. The
Vice President for Patient Services, Directors of Quality Management, Performance
Improvement and Health Information Management and Risk Management, as well as
representation from the medical staff, clinical and non-clinical directors and staff members serve
on the Council. Ad hoc members are also scheduled to attend based upon the reports to be
presented. Representatives from the Council also serve on the Performance Improvement
Committee and the Quality of Care Committee to enhance communication and a functional link
between the Hospitals, Medical Staff and governing body. The Council duties include:

L.

3.

n

10.

11.

12.

13.
14.

15.

16.

Meeting at least ten months per year;

Identifying processes to improve;

Setting goals for safety initiatives based on the organizational Patient Safety Risk
Assessment and monitoring progress related to those goals;

Selecting FMEA’s and RCA’s as deemed necessary;

Reviewing meagsures of performance, both process and outcome for all patient care and
organizational functions;

Providing oversight for analysis of reported events, trends, sentinel event alerts and
making recommendations in order to ensure a safe patient environment;

Prioritizing opportunities for improvement in order of importance, considering those that
affect a larger percentage of patients, place patients at risk, or are problem prone;
Appointing a work group or chartering a process action team to investigate and
recommend process improvements within timeline established by the PSQC;

Providing oversight of departmental indicators for outcome compliance and reviewing
corrective action plans for appropriateness;

Providing oversight of the Sentinel Event Core Team designated to undertake root cause
analysis of sentinel events and is considered a medical review committee;

Providing direction and oversight for application of learning from The Joint Commission
Sentinel Event Alerts and their impact on improvement for UCH Hospitals;

Reviewing resource utilization-clinical effectiveness as it relates to quality of care and
make recommendations for action when necessary;

Referring medical staff issues to the PIC;

Reviewing issues referred from the PIC and making recommendation for action plan
when necessary;

Reviewing issues referred from the Accreditation Compliance Council and making
recommendations for action plan when necessary;

Reviewing the Patient Safety and Quality Plan annually.

E. Medical Executive Committee reviews and approves, through receipt of minutes and summary
reports, as defined in the Medical Staff Bylaws, all recommendations and actions that pertain to
the Medical Staff.




F. Performance Improvement Committee

The Medical Executive Committee delegates the oversight responsibility for performance
improvement monitoring, assessment and evaluation of patient care services provided by the
Medical Staff to the Performance Improvement Committee (PIC). Specific duties include:

L.

Coordinating the medical staff quality and safety program to ensure that necessary
processes and structures are in place to carry out performance improvement activities and
that all services and disciplines collaborate to create a culture that is focused on
performance improvement.

Establishing performance expectations for new, existing, and modified processes.
Reviewing the outcome of peer review activities and recommending action to the MEC.
Reviewing the outcome of peer review activities, taking final action on collegial
mnterventions and recommending any action with the potential for a reduction in clinical
privileges to the MEC for final approval to the responsibilities of the Performance

Improvement Committee.

Developing and monitoring performance indicators that measure performance compared to
expectations.

Monitoring existing processes to evaluate the performance of a function or process.
Reviewing summaries and aggregate data to:

a. Compare performance internally over time to similar processes in other
organizations, and to other external sources of information.

b. Conduct ongoing professional practice evaluation to identify trends that impact
quality of care and patient safety, including:

1. patterns of operative and other procedures performed and their outcome
2. patterns of blood and pharmaceutical usage

3. morbidity and mortality data identified through ongoing monitoring of
ongoing indicators,

4. other relevant criteria as determined by the medical staff,
5. adverse events related to deep or moderate sedation
6. major discrepancies or patterns of discrepancies between preoperative and

postoperative diagnoses,

7. significant adverse events associated with anesthesia.




G. Identifying and monitoring performance measures related to the following processes:

1=

10.

11.

12.

Medication use — The Pharmacy and Therapeutics Committee reviews the appropriateness,
safety and effectiveness of the prophylactic, empiric and therapeutic use of drugs, adverse
drug reactions and significant medication errors through the review and analysis of individual
and aggregate patterns of variations of drug practice and reports their results to the MEC.

Operative and other procedures that place patients at risk — The PIC recommends approval of
the procedures fo be reviewed annually based on being high-volume, high-risk and problem
prone. The review includes the evaluation of appropriateness of the procedure performed,
whether tissue is removed or not, the acceptability of the procedure chosen, complications,
and preoperative and postoperative discrepancies.

Use of blood and blood components — The Blood Utilization Review Committees of each
hospital review procedures for distribution, handling, use and administration of whole blood
and blood components, the adequacy of transfusion services, actual or suspected transfusion
reactions and blood usage, including the amounts requested, used and wasted. The
appropriateness of transfusions are routinely reported to the PIC for oversight. Other issues
are reported to PIC when input or action by the medical staff is necessary.

Medical record review — The medical staff reviews a representative sample of records for
accuracy, timeliness and legible completion while performing peer review. Action is taken
on documentation issues by the appropriate department and reported to PIC through the
quarterly peer review summary.

Care or services provided to high-risk populations
Clinical Effectiveness — The PIC reviews reports to evaluate the appropriateness of hospital
admissions, length of stays, discharge practices, use of medical and hospital resources, and

medical necessity for continued hospital services and makes recommendations for action
when necessary.

Patient and team member complaints involving the medical staff when action by the
Committee is necessary.

Patient satisfaction.

Significant departures from established patterns of clinical practice
the JC sentinel event alerts

Identifying opportunities for improvement and prioritizing issues for more focused review;
making recommendations for further study through workgroups or Process Action Teams to
the Medical Executive Committee.

Identifying changes that will lead to improved performance and reduced risk of sentinel
events and making appropriate recommendations for action to the Medical Executive
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Commiliee.

13. Reviewing summary reports of sentinel events and “near miss” cases; making
recommendations for corrective actions that include measuring the effectiveness of
process and system improvements in reducing risk.

14, Integrating Risk Management findings into the Committee’s ongoing monitoring;
making recommendations when necessary to assist in reducing risk and making changes
that improve performance and patient safety.

15. Reviewing all QIO citations and/or quality issues received by the medical staff; making
recommendations for corrective action.

16. Review and approval of the Patient Safety and Quality Plan.

17. Formulating a written Utilization Review Plan for the System, to be approved by the
System Medical Executive Committee, the Senior Vice President, Medical Affairs/CMO
and the Board of Directors,

18. Meetings, Reports and Recommendations:

a. The PIC shall meet at least ten times per year and shall maintain a permanent record of
its findings, proceedings and actions.

b. The PIC shall make a written report after each meeting to the System Medical
Executive Committee and the Senior Vice President, Medical Affairs/CMO.

c. Ifthe PIC detects a problem with clinical competency, patient care or treatment,
infraction of the Medical Staff Bylaws, Credentialing Policy, Organization and
Functions Manual, Allied Health Practitioner Policy, Medical Staff and Departmental
Rules and Regulations, other policies, procedures or protocols of the System or Medical
Staff, professional ethics or unacceptable conduct on the part of any individual
appointed to the Medical Staff, it will notify the individual in writing and permit a
written response and/or afford the individual an opportunity to meet with it prior to
making a final report. The PIC will notify the individual in a timely way if he or she is
complying with relevant recommendations or whether further problems have been
detected.

d. The PIC is responsible for documenting results in minutes, which may be submitted at
any time, but no later than the conclusion of the review process.

H. The Accreditation Compliance Council is an administrative council established to monitor
adherence to and compliance with all hospital accrediting bodies, specifically The Joint




Commission’s National Patient Safety Goal and Hospital Accreditation Standards. The Council
reports to the Patient Safety and Quality Council.

The Capacity and Efficiency Steering Committee is an administrative committee established to
maximize the efficient use of capacity by enhancing the throughput and flow of patients. The
Committee’s objectives are to improve throughput, expand access to UCH services, enhance
current policies and procedures..

Patient and Family Centered Care

UCH has a adopted a Patient and Family Centered Care model that is an approach to the
planning, delivery and evaluation of health care that is grounded in mutually beneficial
partnerships among health care providers, patients and families. This approach shapes policies,
programs, facility design and staff day to day interactions.

Allied Iealth Practitioner Review Committee is responsible for monitoring performance
indicators that measure performance compared to expectations of the Allied Health Practitioners.

Leadership
At UCH Hospitals, leaders include the governing board, senior leadership, hospital leadership,

the elected officers and appointed members of the medical staff and department directors. They
are responsible for identifying and reporting circumstances and processes that pose a potential
quality or safety risk to patients and visitors or actual events which jeopardize the patient’s well-
being. They shall actively participate in the implementation of the Quality and Safety Plan and
be responsible for systematically measuring and assessing performance, implementing actions to
improve performance, reassessing for appropriate action and sustained improvement and
allocating adequate resources for assessing and improving patient care and organizational
functions and are responsible for communicating all safety and quality data, both positive and
negative trends, to the team members. The leaders will ensure safe practices by holding all direct
reports accountable, performing appropriate evaluations and taking action when necessary as
defined in the UCH Standards of Conduct Policy.

Medical Staff Department Chairmen

The Medical Staff Department Chairmen are also responsible for the Professional Practice
Evaluation of all members of the Medical Staff (See UCH Professional Practice Evaluation
Policy).

Patient Safety Officer

The Performance Improvement Manager/Patient Safety Officer is responsible for the
coordination, and operational oversight and implementation of the Patient Safety Program. This
includes collaboration with the Risk Management Department for conducting proactive patient
safety risk assessments, analysis and action plan development for identified patient risks and
tracking and trending reporting occurrences, including Near Miss and Sentinel Events. The
Patient Safety Officer will provide regular reports to the Quality of Care Committee,
Performance Improvement Committee and Patient Safety and Quality and Council, as the
committee for oversight for this plan. These reports shall include trends of Near Miss and actual
errors/events. Sentinel Events and Good Catch process improvement interventions and monitors
(Ref COMAR 10.07.06.03).
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VIII. Terms and Tools Defined

A. Adverse Event / Incident - An unintended act or failure to act which leads to an unexpected
outcome not related to the natural course of the patient’s illness or underlying disease condition.
This event is any occurrence that is not consistent with the normal operations of Upper Chesapealke
Health or the anticipated disease/treatment process of a patient. (See UCH Incidents/Event
Tracking System and The Reporting of Unusual Events Policies.)

s Level 1 adverse event - an adverse event that results in death or serious disability. (4
Sentinel Event - See below) [Such events require a Roof Cause Analysis and are
reportable to DHMI]

o Tevel 2 adverse event - an adverse event that requires a medical intervention to prevent
death or serious disability. (A Sentinel Event - See below) [Such events require a Root
Cause Analysis]

o Level 3 adverse event - an adverse event that does not result in death or serious disability
and does not require any medical intervention to prevent death or serious disability. [Such
events require investigation and/or trending]

e Near-miss - a situation that could have resulted in an adverse event but did not, elther by
chance or through timely intervention. (Can be a Sentinel Event — see below) [Such
events require investigation and/or trending.

B. Case Study - a methodology designed as a teaching tool developed to broaden our team members
understanding of a process-review approach to error. Actual events and “Good Catch’ scenarios
are used. This too is intended to support a non-punitive culture of safety.

C. Complaint - any concern raised by a patient, family member or visitor, written or verbal, regarding
the infringement of patient’s rights. Any complaints of a clinical nature or alleging a clinical error
or Near Miss are referred to Risk Management for investigation. Actionable items will be tracked
as an “Event”.

D. Notification Tracking System - A data base accessible by all team members and medical staff
utilized as a data collection tool for reporting and trending Good Catches and Events pertaining to
patient and visitor safety. Components include, but are not limited to, complaints, patient care
events, non-clinical physician and team member conduct, the good catch and compliments.

E. Failure Mode Effects Analysis - A systematic methodology designed to identify and prevent
process failures before they occur. This s often utilized to proactively review processes in an
effort to predict and prevent injury caused by a system or process failure.

F. Good Catch - A set of circumstances that may lead to patient or visitor injury 1f the process is left
unchanged. A Good Catch is identifying and reporting the existence of those hazardous conditions
before the Adverse Event or Near Miss occurs.

G. IMPRYV Tools — are tools that provide a standard system-wide approach to process improvement.

H. Medical Review Committees - Funetion as confidential peer review committee as defined in
Health Occupations Article, §1-401 et seq., Annotated Code of Maryland. These committees
include:
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Patient Safety and Quality Council

Performance Improvement Committee

Infection Control Committee

Pharmacy and Therapeutics Committee

Department and Service Line Peer Review Committees
Multi-disciplinary Evaluation Committee

Sentinel Event Review Teams

Accreditation Compliance Council

R N

I. Patient Safety - Ensuring freedom from accidental injury while receiving health care services.

J. Patient Safety Review — classification used when a root cause analysis is completed and reported
for “near miss” events not meeting the definition of Sentinel Event.

K. Risk Assessment - A periodic review process, which is designed to assess the risks associated with
the delivery of patient care in a specific setting or service. The assessment tool is a set of
indicators/criteria by which an analysis of processes is evaluated and/or measured. The goal is to
proactively identify process improvement opportunities to ensure the delivery of safe patient care.

L. Root Cause Analysis (RCA) - A process for 1dentifying the root causes or causal factors that
undeilie variation in performance that can result in an Adverse or Sentinel Event. A root cause
analysis is required for Level 1 and Level 2 sentinel events, as well as those “near miss” events
that could have resulted in a sentinel event if not otherwise avoided.

M. Sentinel Event - An unexpected occurrence involving unanticipated death or serious physical or
psychological injury, or the risk thereof. A Sentinel Event specifically includes unanticipated
death or major loss of function not related to the natural course of the patient’s illness or
underlying condition; such events specifically inchude, but are not limited to, unexpected death of a
full term infant; suicide of an inpatient; infant abduction or discharge to the wrong family; a
patient rape; significant blood transfusion reactions; surgery on the wrong body part or patient.
These Events are considered Level 1 Events that require immediate internal reporting, a root cause
analysis and are reportable to DHMH (See UCH Sentinel Events Policy.)

IX. Reporting Mechanisms

To effectively reduce adverse patient outcomes, there must be an environment that supports
identification and learning from errors and system failures. This program defines an integrated and
easily accessible reporting mechanism for all team members and medical staff and a non-punitive
culture that supports open communication, data dissemination and education.

A. Non-Punitive Reporting

The UCH Hospitals recognize that if we are fo succeed in creating a safe environment for our
patients and visitors, we must create an environment in which it is safe for caregivers to report and
learn from Events and Near Misses. The Hospitals promote openness and requires that errors be
reported, while ensuring that most reported errors be handled without the threat of punitive action.

. The Hospitals recognize that most clinical incidents are due to a failure of systems. The
goal is to identify and track errors in order to continuously improve those systems and to
provide necessary education to prevent reoccurrence. Reporting of errors identified as
being due to a failure of process or systems will not be subject to disciplinary action in
accordance with hospital policy.
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2. All events, particularly those of a clinical nature, need to be reported immediately. If a
team member reports the Event within 48 hours, there will be no disciplinary action taken
for that Event. It is expected, by the implementation of the 48-hour policy that more
complete disclosure will occur. This will not, however, negate the initiation of additional
education and training for team members, if warranted,

3. This policy will not protect team members who consistently fail to participate in
detection, reporting and remediation to prevent errors. Nor will it protect team members
from disciplinary action where it is determined that the error may have been the result of
criminal activity, criminal intent or an egregious act and/or omission on the part of the
team member. A team member who knowingly fails to report a clinical error will be
subject to disciplinary action in accordance with existing hospital policy.

B. Notification Tracking System

The Nofification System has been developed as a data collection tool for the reporting of Events,
Near Misses; Complaints and the Good Catch as each relates to the identification and prevention
of patient and visitor harm. The Pl Department provides trending, analysis and dissemination of
the data, concerning circumstances that are not consistent with the normal operations of the
health system or the anticipated disease/treatment process of the patient in order to prevent
reoccurrence, improve quality care and ensure patient and visitor safety. Electronic event
reporting through the Meditech application and an Notification Hotline (ext. 1133) is accessible
to all team members and medical staff. (See UCH Event Tracking System and The Reporting of
Unusual Events Policies.)

C. Sentinel Events

When a Sentinel Event occurs, appropriate individuals are notified and an immediate
investigation is undertaken. The Sentinel Event Policy defines the reporting structure and
oversight responsibilities for the Sentinel Event Team, a medical review committee. Initially
Sentinel Events are reported directly to Risk Management, and the Department Director and or
the Vice President of the involved service areas and/or Vice President for Performance
Improvement. Guidelines for the analysis of the Event exist to determine why the incident
occurred and how to reduce the likelihood of reoccurrence. Within fifteen days of the
occurrence or knowledge thereof, a Sentinel Event Team will convene to begin the root cause
analysis and the development of a risk reduction strategy and action plan. The Departments of
Risk Management, Performance Improvement and the Patient Safety Committee provide
oversight for this process. (Reference - Administrative Policy Manual - Sentinel Events)

D, Patient Complaint/Grievance

All Complaints are entered and tracked through the Event Tracking Notification System and
trended and referred, as appropriate, for departmental action. Complaints are correlated with
patient satisfaction surveys pertinent to inpatient, outpatient, and emergency services, Those
Complaints involving clinical issues are referred to the Risk Management Department for
investigation according to the mechanisms in place for Event/Error investigation. Should a
complaint meet the criteria of a grievance, as defined by policy, a written response defining the
investigation and action taken is shared with the patient/family. (Reference - Administrative
Policy Manual - Patient/Guest Complaints, Grievances and Compliments)

E. Inter-hospital Notification of Level 1 or Level 2 Adverse Event
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1. If a UCH hospital admits a patient with a condition resulting from an adverse event that
Risk Management determines may be related to care that was provided at another
Maryland hospital and that appears to be unknown to the other hospital at the time of
discharge, RM shall notify and provide any necessary information to the appropriate
medical review committee at the hospital where the adverse event allegedly occurred.

2. If a UCH hospital receives notification from another facility of an occurrence of an
adverse event that resulted from an admission at a UCH hospital, it will be reported
immediately to Risk Management and an investigation will commence at the direction of
the Patient Safety and Quality Council (a confidential medical review committee.) In
accordance with this Plan, as appropriate, a root cause analysis will be conducted, notice
provided to DHMH Office of Healthcare Quality, and disclosure to the patient/family
will occur by the Risk Management Department.

3. All communication that occurs in accordance with this provision is confidential under
Health Occupations Article, §1-401, Annotated Code of Maryland.

F. Reports to Maryland Department of Health and Mental Hygiene, Office of Healthcare

Quality

1. Risk Management shall report any Level I adverse event to the DHMH within S days of
the Risk Management’s determination and or knowledge that the event occurred.

2. Risk Management shall submit the Root Cause Analysis and Action Plan for the Level 1
adverse event to the Department within 60 days of the hospital’s knowledge of the
OCCUITENCE.

3. Any Root Cause Analysis and any other medical review committee information
submitted to the Department and the identity of individuals appointed to the
interdisciplinary root cause analysis team are confidential under Health Occupations
Atticle, §1-401, Annotated Code of Maryland and may not be discoverable, disclosed, or
admissible as evidence in any civil action or available under the Maryland Public
Information Act.

. Support for Patient, Family, Caregiver

The delivery of patient services at Upper Chesapeake Health occurs through organized and
systematic processes designed to ensure the delivery of safe, effective, and timely care and
treatment. Delivery of patient care encompasses the recognition of concepts underlying both
health and disease, patient teaching and learning processes, patient advocacy, spirituality and
a holistic approach to the processes of care delivery. Upper Chesapeake Health, the Medical
Staff, Professional Nursing and other allied health care professionals comprise a
multidisciplinary team which functions collaboratively to achieve positive patient outcomes.
In all instances patients, and when appropriate, family members are involved in the patient’s
plan of care. This involvement is intended to include sharing of information, which includes
unexpected or adverse outcomes including errors or incidents that have an impact on the
outcome and/or are deemed a Sentinel Event.

Support services are available to patients’ families, Medical Staff, and caregivers alike in
managing and dealing with adverse outcomes. When an adverse event occurs with significant
consequences for the patient or family, appropriate support from within the hospital is
mobilized and coordinated by Risk Management to assist the patient, family, and the
caregiver(s). Support may include access to such resources as Pastoral Care, Social Services,
Guest Services, Risk Management, and Palliative Care. At all times the caregivers involved
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are included in the investigation and process improvement efforts following an Event, Near
Miss or Sentinel Event.

H. Medical Disclosure

When a Sentinel Event or outcome differs significantly from the anticipated plan of care the
patient and, when appropriate, families are informed. This occurs as soon as reasonably
possible. The attending physician who is responsible for the overall care of the patient
should, in most instances, participate in disclosures, along with Risk Management. This
disclosure of adverse outcomes resulting from medical error should be incorporated in the
ongoing conversation regarding the patient’s care and treatment, which begins at the time of
admission, between the hospital personnel, medical staff, patient and famity (See UCH
Medical Disclosure Policy).

IX. Communication and Education to Enhance Patient Safety and Reduce the Risk of Medical/Health
Care Errors

A. Communication with Patient & Family/Significant Other

1. Patient’s rights and responsibilities are explained upon admission via the Patient
Handbook and Plan of Care folders. This communication includes methods to report
concerns and insights about safe patient care. (Reference — Administrative Policy Manual
- Patient’s Rights and Responsibilities)

2. Patient and family education regarding safe and effective use of medication and medical
equipment is accomplished through direct team member education of patient and families
in accordance with their job descriptions and within their scope of practice or through the
video on demand system (Reference — Administrative Policy Manual - Patient and
Family Education; Pharmacy Policy Manual - Monographs; Nursing Policy Manual —
Drug-Nutrient Interaction Counseling - Caring for You). Documentation of this
education process is done through computerized progress notes, educational
records/forms and patient pathways.

3. Education about potential drug-food interaction and counseling on nutrition and modified
diet is accomplished through Pharmacy Monograph, nursing handouts, special diets and
referral to appropriate team members. (Reference — Administrative Policy Manual -
Patient and Family Education)

4, Educational rights and responsibilities as an integral component of the overall plan of
care are defined in the Administrative Policy Manual - Patient’s Rights and
Responsibilities. Patients and families are encouraged to participate to the best of their
ability in decision-making regarding their care, to ask questions, to provide information
concerning educational needs and to communicate understanding/or lack thereof, during
educational activities.

B. Performance Improvement and IMPRV Training for UCH Team Members:

1. All new team members receive patient safety and quality training during orientation.
Leaders, Department Directors, managers and supervisors receive PI awareness training
through department leader meetings and presentations,
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2. The IMPROV training approach is provided through:
a. Executive workshops (3 hours) to provide Senior Leadership with an overview
of IMPROYV methodology and ensure strategic alignment
b. Awareness Training (4 hours) is provided 3-4 times per year for team members
and provides a high level of understanding of IMPRYV methodology and toolkit.
¢. Practitioner Training (40 Hours) 2-3 times per year to provide a comprehensive
and hands-on training of IMPROV techniques and tools.

C. Internal Communication/Education and On-Going Training

The program fosters communication and coordination among individuals and departments. To
coordinate and integrate patient care and to improve quality and patient safety, UCH supports a
culture that emphasizes cooperation and communication, An open communication system
facilitates an interdisciplinary approach to providing patient care. The following are methods of
communication among services and individual team members as they relate to the
dissemination of information and education for the purposes of improving patient safety. This
dissemination is done so with the utmost care to protect the confidentiality of personal health
information. Any required disclosures are done so in accordance with this same protection.

1.

Monthly Departmental/Unit Event Tracking Reporting. The intent is for department
managers/supervisors to share adverse Events and Near Miss data with team members to
assist in identifying trends and improve processes to ensure patient safety on a
department/unit specific level.

Performance improvement results are communicated by articles in hospital and physician
newsletters; chartered process action team reports and presentations; team leader
discussions in department meetings, recognition and award programs recognizing
individual and team participation in performance improvement; the Patient Safety Intranet
site; and Quality Council report to the PIC and the Quality of Care Committee,

The Patient Safety Officer reports on adverse event trends and Sentinel Events and their
associated process improvements to the Quality Council and Performance Improvement
Committee of the Medical Staff, which information in turn is communicated to the Quality
of Care Committee.

Department reports are reviewed quarterly through the P1 Report Card and presented to the
Patient Safety and Quality Council, PIC and Quality of Care Committee. Assessments,
recommendations and feedback are reported to the department,

Data collected internally or externally regarding lessons learned or best practices are shared
departmentally by way of case studies. These case studies are designed to improve the
process improvement analysis skills which, in turn, are to be applied to departmental
process evaluation. These results are shared with team members and improve
communication with and education of patients.

Patient Safety Walkabouts are conducted at each Hospital by the PI Patient Safety
Coordinator and Leadership to promote an atmosphere of mutual trust in which all team
members can talk freely about safety problems and how to solve them, without fear of
blame or punishment.

X. Quality and Safety Program Resources

The Quality Management, Performance Improvement and Risk Management Departments
support and facilitate organizational quality and safety activities. Resources are provided to assist
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Hospital departments, team members and medical staff with identification of appropriate data
resources, retrieval of data development, coordination of the activities and analysis of data to
support and evaluate all improvement efforts.

XI.  Confidentiality
All information related to the performance improvement activities performed by the medical
staff in accordance with this plan is confidential and protected. Due to the sensitive nature of all
data, reports and minutes generated under medical review, confidentiality will be protected by all
Hospital team members regardless of the level of their participation. All reference to patients,
team members and physicians will be made to protect patient/physician identity.

XH. Conflict of Interest

No healthcare provider or other individual involved in quality and performance improvement
activities shall be allowed to make peer review decisions in any case in which he/she is
professionally involved.

XIII.  Annual Review of Plan Effectiveness

The Patient Safety and Program will be reviewed annually through the established structure to
assure that the structure and function of the program are achieving major goals and objectives as
defined in the mission of the Hospitals.
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TJIC Accreditation Manual for Hospitals
CMS Conditions of Participation
Code of Ethical Conduct
Risk Management Plan
Sentinel Event Policy
Patient & Family Education Policy
Patient’s Rights and Responsibility

Policy
COMAR 10.07.06 — Hospital Patient
Safety Program (2004)

Event Tracking System and the Reporting
of Unusual Events Policy

Disclosing Medical Adverse Qutcomes,
Including Sentinel Events

Performance Improvement Plan

Hospital Plan for Patient Care and Services
Patient Complaints and/or Allegation of
Violations of Patient Rights Policy
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ADDENDUM
UNIVERSITY OF MARYLAND UPPER CHESAPEAKE HEALTH
BULLE ROCK CAMPUS
PATIENT SAFETY AND QUALITY PLAN

Statement of Purpose

Upper Chesapeake Behavioral Health Bulle Rock is committed to the provision of
compassionate, high quality, clinically effective healthcare in a safe environment
coupled with trust, integrity, and respect for all. The Upper Chesapeake Health
system supports an integrated, systematic quality, safety and continuous
improvement program to improve patient outcomes, improve efficiency and
effectiveness and reduce risk. Behavioral Health serves adults 18 and older with
mental health diagnoses and includes patients with a secondary diagnosis of
substance abuse and geriatric patients (including those geriatric patients with a
secondary substance use diagnosis).

Overall Patient Safety and Quality Plan Objectives for Behavioral Health

A. In mental health care, quality is a measure of whether services increase the
likelihood of desired mental health outcomes and are consistent with current
evidence-based practice. This definition incorporates two components. For
people with mental disorders, their families and the population as a whole, it
emphasizes that services should produce positive outcomes. For practitioners,
service planners and policy makers, it emphasizes the best use of current
knowledge and technology.

Improved quality means that mental health services should:

1. preserve the dignity of people with mental disorders;

2. provide accepted and relevant clinical and non-clinical care aimed at reducing
the impact of the disorder and improving the quality of life of people with
mental disorders;

3. use interventions which help people with mental disorders to cope by
themselves with their mental health disabilities;

4. make more efficient and effective use of scarce mental health resources;

5. ensure that quality of care is improved in all areas, including mental health
promotion, prevention, treatment and rehabilitation in primary health care,
outpatient and inpatient



B. To maintain an environment that supports safety

C. To provide a framework for defining quality and continuous improvement
opportunities, setting priorities for the scope, measuring and assessing
performance, evaluating results and implementing improvement actions

D. Toinclude patients and their families in a multidisciplinary collaborative care
approach
To ensure that resources are used efficiently
To continue to integrate behavioral health into primary care practices

G. To provide a framework for defining quality and continuous improvement
opportunities, setting priorities for the scope, measuring and assessing
performance, evaluating results and implementing improvement actions

H. To facilitate communication and reporting of all performance improvement and
patient safety activities to leadership, team members, and medical staff

I. To promote team work and group responsibility in identifying and implementing
opportunities for improvement

J. To achieve the appropriate balance between good outcomes, excellent care,
services and costs

Scope of the Patient Safety and Quality Plan

A. The Safety and Quality Plan supports the organizational objectives structured to
support Patient-Centered Care organized around Safety, Quality, Empathy, and
Efficiency domains.

The following pertain to Behavioral Health:

1. Safety
a. Reduction of Restraints and Seclusion
b. Use of Assessment tools to screen for violence, depression, anxiety,
trauma and dementia
c. Provide safe environment for geriatric patients and those patients with
dementia
2. Quality
a. Bedside Shift report
Multidisciplinary rounds
Plan of Care
Discharge planning
Reducing readmissions
Group curriculum for geriatric patients/adult patients

I



g. Integrated care in primary care practices
h. Patient Satisfaction
3. Empathy
a. Team member recruitment, engagement and educational development
b. Patient and Family engagement
c. Care coordination and teamwork

4. Efficiency
a. Consultation services and discharge process coordination
b. Turnaround times in Emergency Department for consults
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PERFORMANCE IMPROVEMENT PLAN

The primary objective of the Performance Improvement (PI) Plan is to establish and articulate the measures
of success that align with FY 17 Departmental Objectives and UM UCH Strategic Operating Plan.
Department Leaders will partner with their respective PI Consultant to navigate the PI Plan Process and
ensure that chosen indicators support organization-wide priorities. The scope of the performance indicators
will incorporate quality, patient safety/experience, and operational efficiency. The PI Plan Process consists
of three phases which focus on identifying, monitoring, and reporting on the “critical few” indicators that
measure not just performance, but organizational SUCCESS.

Planning
The goal of the Planning Phase is to develop a comprehensive PI Plan that focuses on the critical few

success factors. This phase requires that department leaders gather input from their team and work with
their PI Consultant in order to define and measure departmental priorities from a PI perspective.
Activities:
v" Defining the strategic priorities that measure success in the department.
v" Reviewing indicators from the previous year to determine the need to continue, revise, or
discontinue the measure.
v' Identifying indicators that will measure success from a quality, safety, or efficiency perspective.
v’ Establishing goals based on the analysis of baseline data (previous year), external benchmark data,
or previous internal performance results.
v Developing a performance threshold. The threshold represents the minimum point of achievement
based upon the current performance baseline and goal.
v Reviewing plan with appropriate Vice President for completion and approval.

Monitoring
The goal of the Monitoring Phase is to record and analyze data for the metrics stated in the PI Plan and

work on improvement opportunities identified. If a measure does not meet the target, the department leader
will partner with the PI Consultant to create a quarterly Performance Improvement Action Plan with the
corrective actions to be taken.
Activities:

v' Complying with data collection, frequency, and source of measurement.

v Analyzing the data and identifying improvement opportunities.

v’ Entering quarterly Measures of Success data into PI Quarterly Indicator Report on the SharePoint

Performance Improvement Site under Monitoring.
v' When necessary, completing a PI Action Plan for measures not meeting the goal.

Reporting and Improving
The Reporting and Improving Phase of the PI Plan process provides the results of the Monitoring Phase to
departments and leadership at least on a quarterly basis. Department leaders will report an action plan for
measures not meeting the target to the appropriate committee and share success stories.

e (Quality and safety indicators are reported to the Patient Safety and Quality Council (PSQC).

e Efficiency indicators are reported to the Capacity and Efficiency Steering Committee.

e Patient Experience indicators are reported to the Patient Experience Steering Committee.
All committees report to the Quality of Care Committee of the Board of Directors.
Activities:

v Department meetings.

v" Completing PI Action Plan for measures not meeting goal.

v" Engagement between department leader and PI Consultant to utilize the IMPRV toolkit where

applicable and support the department in executing the PI Action Plan.
v’ Presenting PI Action Plans and success stories at relevant committee meetings (when appropriate).
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DEFINITION OF SUCCESS

Please identify the department’s Key Priorities for the fiscal year.

1) Increase Patient Experience Scores by providing the Behavioral Health Patient a Person -Centered
Model of Care.

2) Assure Behavioral Health Patient Safety by striving for complete and accurate seclusion and
restraint documentation monitored in real time.

MEASURES OF SUCCESS

The Measures of Success include performance goals for each indicator, as well as relevant information
regarding the metric and how it is measured.

v" Benchmark/Baseline: Reference point established based on the analysis of previous internal
performance results (e.g., last fiscal year) or external benchmarks, if available.

v" Performance Goal: Target that we want to achieve for the indicator.

v Performance Threshold: Minimum point of achievement for the indicator based upon the current
performance baseline and goal.

Measure 1

Name of Measure/Indicator | Patient Experience
Method of Collection (How | Press Ganey survey
will data be measured?)
Data Source (e.g., Meditech) | Press Ganey
Frequency of Measurement | Quarterly

Benchmark/Baseline
Performance Goal Meet 50% on overall average score
Performance Threshold Meet 35% on overall average score

Responsible for Monitoring | Claire Kidwell RN, Nurse Manager

Measure 2

Name of Measure/Indicator | Patient Safety- complete and accurate seclusion and restraint documentation
Method of Collection (How | Real time monitoring

will data be measured?)
Data Source (e.g., Meditech) | Medical record and Meditech
Frequency of Measurement | As needed

Benchmark/Baseline 85%
Performance Goal 90%
Performance Threshold 85%

Responsible for Monitoring | Claire Kidwell RN, Nurse Manager

Measure 3

Name of Measure/Indicator
Method of Collection (How
will data be measured?)
Data Source (e.g., Meditech)
Frequency of Measurement
Benchmark/Baseline
Performance Goal
Performance Threshold
Responsible for Monitoring




- Performance Improvement Plan

=

| I UNIVERSITY of MARYLAND __BHU Department
UPPER CHESAPEAKE HEALTH FY 2017

/



EXHIBIT 10



Letter Type: Special Psychiatric Hospital

)
2)
3)
4)
5)
6)
7)
§)
9)

Hartford County Mental Health Addictions Advisory Council
Union Hospital of Cecil County

Harford County Office on Mental Health

Addiction Connection Resources

Cecil County Core Service Agency

Keypoint Health Services, Inc.

Upper Bay Counseling

West Cecil Health/Beacon Health

Sheppard Pratt, Harford County Crisis System

10) National Alliance on Mental Iliness



ADVISORY COUNCIL

Mr. Paul Parker

Director, Center for Health Care Facilities Planning and Development
Maryland Health Care Commission

4160 Patterson Avenue

Baltimore, Maryland 21215

paul.parker@maryland.gov

Re:  Letter in Support of UM Upper Chesapeake Health System, Inc.’s Certificate of
Need to Construct a Special Psychiatric Hospital

Dear Mr. Parker:

On behalf of the Harford County Mental Health & Addictions Advisory Council (HCMHAAC),
[ write to express full support for the Certificate of Need application to be filed by UM Upper
Chesapeake Health System proposing to construct a special psychiatric hospital in Havre de
Grace, Maryland.

UM Upper Chesapeake Health System & HCMHAAC work closely together to collaborate a
coordinated care continuum for the community. As part of our responsibilities as a Council, we
advocate for the comprehensive approach to prevention & treatment of mental illnesses &
addictions. Our council works, in collaboration with many of those who provide care, to
determine the needs of such programming to allow our citizen’s access to the comprehensive
care. UM Upper Chesapeake Health System is the only hospital to provide community care
within our County & a valuable partner of HCMHAAC by participating in our council meetings,
providing feedback as we strategically plan for a robust system of care specifically for the
increasing number of county resident’s requiring care for mental illness, addictions, and those
with a co-occurring diagnosis. As a Council, we feel there is a dire need to expand access to
provider’s, facilities, and such as to meet the needs of our community.

Behavioral health, specifically mental health and substance use, access, prevention and
treatment, have been top priorities in Harford/Cecil County’s community health needs
assessment. UM Upper Chesapeake Health System’s proposed forty-bed specialty psychiatric
hospital will improve access to behavioral health care for the residents of northeast Maryland by
offering a continuum of care in one centralized, convenient location.



Page 2

Mr. Paul Parker

Director, Center for Health Care Facilities Planning and Development
Maryland Health Care Commission

4160 Patterson Avenue

Baltimore, Maryland 21215

paul.parker@maryland.gov

Re:  Letter in Support of UM Upper Chesapeake Health System, Inc.’s Certificate of
Need to Construct a Special Psychiatric Hospital

In particular, the facility will provide a much needed treatment resource for a co-occurring
mental health and substance use issues. In addition, UM Upper Chesapeake Health System’s
proposed geriatric psychiatry program will allow treatment of an aging population closer to
home. Currently, many geriatric patients in UM Upper Chesapeake Health’s service area that
require inpatient behavioral health services are transferred many miles from their community.
The proposed outpatient behavioral health services, including partial hospitalization, intensive
outpatient, individualized counseling sessions, coupled with collaborative relationships with
other mental health and substance use providers, will afford accessible treatment, recovery, and
support.

The Harford County Mental Health & Addictions Advisory Council strongly supports UM Upper
Chesapeake Health System’s proposed specialty psychiatric hospital and urges the Maryland
Health Care Commission to approve the Certificate of Need Application.
Please feel free to contact me if you require any additional information.
Slncerely,
L?j wx,dc‘f’\_/
Mary L. Bunch, President

Harford County Mental Health
& Addictions Advisory Council



AUNION HOSPITAL

Mr. Paul Parker

Director, Center for Health Care Facilities Planning and Development
Maryland Health Care Commission

4160 Patterson Avenue

Baltimore, Maryland 21215

paul.parker@maryland.gov

Re:  Letter in Support of UM Upper Chesapeake Health System. Inc.’s Certificate of
Need to Construct a Special Psychiatric Hospital

Dear Mr. Parker:

On behalf Union Hospital and its Board of Directors, | write to express our full support for the
Certificate of Need application to be filed by UM Upper Chesapeake Health System proposing to
construct a special psychiatric hospital in Havre de Grace, Maryland.

As you know, Union Hospital of Cecil County and UM Upper Chesapeake Health System have
collaborated on this project, envisioning a regional, two-county approach to delivering
exceptional care for those in need of Behavioral Health services. Our two organizations thought
it better to consolidate the inpatient behavioral health beds at the current Harford Memorial
Hospital and at Union hospital of Cecil County into the proposed special psychiatric hospital in
Havre de Grace, Maryland. In this way, our organizations would be able to attract high quality
physicians, nurses, and support staff in the future and provide more comprehensive behavioral
health services to our communities.

Behavioral health access and substance abuse prevention have been top priorities in Harford and
Cecil Counties’ community health needs assessments. UM Upper Chesapeake Health System’s
proposed forty-bed specialty psychiatric hospital will improve access to behavioral health care
for the residents of northeast Maryland by offering a continuum of care in one centralized,
convenient location.

In particular, the facility will provide a much-needed resource for a growing population suffering
from co-occurring mental health and substance abuse issues. Further, UM Upper Chesapeake
Health System’s proposed geriatric psychiatry program will allow treatment of an aging
population closer to home. Currently, many geriatric patients in UM Upper Chesapeake Health’s
service area that require inpatient behavioral health services are transferred many miles from
their community. The proposed outpatient behavioral health services, including partial
hospitalization, intensive outpatient, individualized counseling sessions, coupled with
collaborative relationships with other mental health and substance use providers, will afford
accessible treatment, recovery, and support.

106 Bow Street » Elkton, Marvland 21921 « 410/398-3000 = Fax: 4107192-94806 « TTY: 800)-7 33-2238
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Union Hospital of Cecil County and its Board of Directors strongly support UM Upper
Chesapeake Health System’s proposed specialty psychiatric hospital and urges the Maryland
Health Care Commission to approve the Certificate of Need Application.

Thank you for your consideration of this matter. Please feel free to contact me if you require any
additional information.

Regards,

Richard C. Szumel, MD
President and CEO

Union Hospital of Cecil County
410-392-7009
rszumeli@uhce.com




® Office on Mental Health

Core Service Agency of Harford County. Inc
125 N. Main Street, 410.803.8726 Phone
Rear Entrance 410.803.8732 Fax
Bel Air, Maryland 21014 www.harfordmentalhealth.org

July 11, 2017

Mr. Paul Parker

Director, Center for Health Care Facilities Planning and Development
Maryland Health Care Commission

4160 Patterson Avenue

Baltimore, Maryland 21215

paul.parker@maryland.gov

Re:  Letter in Support of UM Upper Chesapeake Health System, Inc.’s Certificate
of Need to Construct a Special Psychiatric Hospital

Dear Mr. Parker:

On behalf of the Office on Mental Health/Core Service Agency of Harford County, Inc.
(OMH/CSA), I write to express full support for the Certificate of Need application to be
filed by UM Upper Chesapeake Health System proposing to construct a special
psychiatric hospital in Havre de Grace, Maryland.

The OMH/CSA and UM Upper Chesapeake Health continually work together on matters
related to behavioral health. Staff from our agency and the hospital regularly meet to
discuss hospital diversion strategies for individuals who may not meet the needs for
emergency department interventions. In addition, this group works with local mental
health providers to ensure high cost utilizers are connected to community providers in
an effort to increase stability of the individual and increase independence within the
community. Most recently hospital staff have participated in trainings facilitated by our
agency's staff to work with individuals who need assistance in applying for Social
Security benefits. This training allows the case manager to “bypass” the lengthy wait one
normally has when applying for these benefits.

Behavioral health, specifically mental health and substance use, access, prevention and
treatment, have been top priorities in Harford/Cecil County’s community health needs
assessment. UM Upper Chesapeake Health System's proposed forty-bed specialty
psychiatric hospital will improve access to behavioral health care for the residents of
northeast Maryland by offering a continuum of care in one centralized, convenient
location.

In particular, the facility will provide a much needed treatment resource for a co-
occurring mental health and substance use issues. In addition, UM Upper Chesapeake



Health System’s proposed geriatric psychiatry program will allow treatment of an aging
population closer to home. Currently, many geriatric patients in UM Upper Chesapeake
Health's service area who require inpatient behavioral health services are transferred
many miles from their community. The proposed outpatient behavioral health services,
including partial hospitalization, intensive outpatient, individualized counseling
sessions, coupled with collaborative relationships with other mental health and
substance use providers, will afford accessible treatment, recovery, and support.

The Office on Mental Health/Core Service Agency of Harford County, Inc. strongly
supports UM Upper Chesapeake Health System’s proposed specialty psychiatric hospital
and urges the Maryland Health Care Commission to approve the Certificate of Need
Application.

Please feel free to contact me if you require any additional information.

c(ﬁt%g

Jessica Kraus
Executive Director

Sincerely,
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ADDICTION CONNECTIONS

RESOURCE, INC.

1804 Harford Road
Fallston, Maryland 21084
PHONE: 443-417-6405
E-MAIL: gwlwl3@msn.com

Mr. Paul Parker

Director, Center for Health Care Facilities Planning and Development
Maryland Health Care Commission

4160 Patterson Avenue

Baltimore, Maryland 21215

paul.parker@maryland.gov

Re: Letter in Support of UM Upper Chesapeake Health System, Inc.’s Certificate of Need to
Construct a Special Psychiatric Hospital

Dear Mr. Parker:

On behalf of Addiction Connections Resource, Inc. (ACR), I write to express full support for the Certifi-
cate of Need application to be filed by UM Upper Chesapeake Health System proposing to construct a spe-
cial psychiatric hospital in Havre de Grace, Maryland.

ACR isa 501 c 3 nonprofit agency that provides treatment referrals and placements, family support ser-
vices, and training opportunities-- all of which focus on prevention, treatment, and recovery of substance
use disorder. For several years, ACR has enjoyed a positive working relationship with UM Upper Chesa-
peake Health, collaborating on emergency department referrals, public education and awareness activities,
and shared implementation of county, state, and federal health care policies. ACR maintains steady com-
munication with UM Upper Chesapeake Health: ACR's board president serves on the hospital's board of
directors. As a member of Governor Hogan’s Emergency Opioid and Heroin Task Force, I know more
about the shortage of resources for mental health and substance abuse than most and 1 fully support the UM
Upper Chesapeake’s concept of a behavioral health unit.

Behavioral health, specifically mental health and substance use, access, prevention and treatment, have
been top priorities in Harford/Cecil County’s community health needs assessment. UM Upper Chesapeake
Health System’s proposed forty-bed specialty psychiatric hospital will improve access to behavioral health
care for the residents of northeast Maryland by offering a continuum of care in one centralized, convenient
location.

In particular, the facility will provide a much needed treatment resource for a co-occurring mental health
and substance use issues. In addition, UM Upper Chesapeake Health System’s proposed geriatric psychia-
try program will allow treatment of an aging population closer to home. Currently, many geriatric patients
in UM Upper Chesapeake Health’s service area that require inpatient behavioral health services are trans-
ferred many miles from their community. The proposed outpatient behavioral health services, including
partial hospitalization, intensive outpatient, individualized counseling sessions, coupled with collaborative
relationships with other mental health and substance use providers, will afford accessible treatment, recov-

ery, and support.

Addiction Connection Resource strongly supports UM Upper Chesapeake Health System’s proposed spe-
cialty psychiatric hospital and urges the Maryland Health Care Commission to approve the Certificate of
Need Application.

2 A/ oz y
Please feel free to contact me if you require any additional (. 7j¢ *2— /e flzare s
mation.

Sincerely,



CECIL COUNTY

l DEPARTMENT STEPHANIE GARRITY M.S., HEALTH OFFICER

JOHN AL BYERS HEALTH CENTER = 401 BOW STREET » ELIKTON, MDD 21921 WWWCECILCOUNTYHEALTH.ORG

July 25, 2017

Paul Parker

Director, Center for Health Care Facilities Planning and Development
Maryland Health Care Commission

4160 Patterson Avenue

Baltimore, Maryland 21215

paul.parker@maryland.gov

Re:  Letter in Support of UM Upper Chesapeake Health System, Inc.’s Certificate of
Need to Construct a Special Psychiatric Hospital

Dear Mr. Parker:

On behalf ot the Cecil County Core Service Agency (CCCSA), | write to express our full support
for the Certificate of Need application to be filed by UM Upper Chesapeake Health System
proposing to construct a special psychiatric hospital in Havre de Grace, Maryland.

The CCCSA and Union Hospital of Cecil County maintain a collaborative relationship in address
the behavioral health needs in Ceil County. Union Hospital of Cecil County has developed a
leadership role in behavioral health planning and with the county Health Improvement Plan.
Union Hospital is consistently represented in local meetings and is a member of the Cecil County
CSA Advisory Council. The relationship is defined by mutual respect and we welcome
expansion in services to continue to address the needs of Cecil County behavioral health
consumers.

The Behavioral health access and substance abuse prevention have been top priorities in Cecil
County’s community health needs assessment. UM Upper Chesapeake Health System’s
proposed forty-bed specialty psychiatric hospital will improve access to behavioral health care
for the residents of northeast Maryland by offering a continuum of care in one centralized,
convenient location.

In particular, the facility will provide a much needed resource for a growing population suffering
from co-occurring mental health and substance abuse issues. Further, UM Upper Chesapeake
Health System’s proposed geriatric psychiatry program will allow treatment of an aging
population. Currently, many geriatric patients in UM Upper Chesapeake Health’s service area
that require inpatient behavioral health services are transferred many miles from their
community. The proposed outpatient behavioral health services, including partial
hospitalization, intensive outpatient, individualized counseling sessions, coupled with
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collaborative relationships with other mental health and substance use providers, will afford
accessible treatment, recovery, and support.

The CCCSA strongly supports UM Upper Chesapeake Health System’s proposed specialty
psychiatric hospital and urges the Maryland Health Care Commission to approve the Certificate
of Need Application.

Thank you for your consideration of this matter. Please feel free to contact me if you require any
additional information.

Sincerely.

/Z%@é&f friledse.

Shelly Gulledge, CSA Director
Cecil County Health Department



HEALTH SERVICES, INC.

QUTPATIENT MENTAL HEALTH PROGRAMS
RESIDENTIAL CARE AND PSYCHIATRIC REHABILITATION

ADMINISTRATION KARL D. WEBER, PhD
135 N. Parke Street Chief Executive Officer
Aberdeen, MD 271001
443-625-1590

Paul Parker

Director, Center for Health Care Facilities Planning and Development
Maryland Health Care Commission

4160 Patterson Avenue

Baltimore, Maryland 21215

paul.parker@maryland.gov

July 18, 2017

Re: Key Point Health Services, Inc. letter in Support of UM Upper Chesapeake Health System, Inc.’s
Certificate of Need to Construct a Special Psychiatric Hospital

Dear Mr. Parker:

On behalf of Key Point Health Services, | write to express Key Points full support for the Certificate of
Need application to be filed by UM Upper Chesapeake Health System proposing to construct a special
psychiatric hospital in Havre de Grace, Maryland.

Key Point is a large private non-profit mental health care provider in Maryland and has outpatient clinics
and adjunct mental health services in Harford and Cecil Counties. UM Upper Chesapeake Health System
has been a valuable partner in assisting Key Point with a continuum of physical and mental health care
and the addition of a new psychiatric facility will greatly improve care in Harford and Cecil County.

Behavioral health access and substance abuse prevention have been top priorities in [Harford/Cecil]
County’s community health needs assessment [for Harford/Cecil] County.] UM Upper Chesapeake
Health System’s proposed forty-bed specialty psychiatric hospital will improve access to behavioral
health care for the residents of northeast Maryland by offering a continuum of care in one centralized,
convenient location.

In particular, the facility will provide a much needed resource for a growing population suffering from
co-occurring mental health and substance abuse issues. Further, UM Upper Chesapeake Health
System’s proposed geriatric psychiatry program will allow treatment of an aging population closer to
home. Currently, many geriatric patients in UM Upper Chesapeake Health's service area that require
inpatient behavioral health services are transferred many miles from their community. The proposed
outpatient behavioral health services, including partial hospitalization, intensive outpatient,
individualized counseling sessions, coupled with collaborative relationships with other mental health
and substance use providers, will afford accessible treatment, recovery, and support.

OUTPATIENT MENTAL HEALTH CLINICS

ABERDEEN CATONSVILLE DUNDALK
135 N. Parke Street 500 N. Rolling Road 1012 North Point Road
Aberdeen, MD 21001 Catonsville, MD 21228 Baltimore, MD 21224
443-625-1600 410-788-0300 443-216-4300

www.KeyPoint.org



Key Point strongly supports UM Upper Chesapeake Health System'’s proposed specialty psychiatric
hospital and urges the Maryland Health Care Commission to approve the Certificate of Need

Application.

Thank you for your consideration of this matter. Please feel free to contact me if you require any
additional information.

Respectfully,

Andd 1)k

Karl Weber, PhD
CEO



& Support Services, Inc. Chief Executive Officer
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Paul Parker

Director, Center for Health Care Facilities Planning and Development
Maryland Health Care Commission

4160 Patterson Avenue

Baltimore, Maryland 21215

paul.parker@maryland.gov

Re:  Letter in Support of UM Upper Chesapeake Health System, Inc.’s Certificate of
Need to Construct a Special Psychiatric Hospital

Dear Mr. Parker:

On behalf of Upper Bay Counseling & Support Services, | am writing to express Upper Bay
Counseling & Support Services’ full support for the Certificate of Need application to be filed by
UM Upper Chesapeake Health System proposing to construct a special psychiatric hospital in
Havre de Grace, Maryland.

Upper Bay Counseling & Support Services and UM Upper Chesapeake Health Systems have a
long history of working closely together to provide the best care for the residents in both Harford
and Cecil Counties. Through our on-going collaborative work we have been able to improve
access to both medical and behavioral health services. Together we work to reduce barriers and
provide services in the least restrictive environment. We work closely with the emergency
department staff, inpatient staff, and primary care staff to ensure those who need behavioral
health services are assessed and offered appropriate treatment quickly.

Behavioral health access and substance use disorder treatment have been top priorities in both
Harford and Cecil County’s community health needs assessment. UM Upper Chesapeake Health
System’s proposed forty-bed specialty psychiatric hospital will improve access to behavioral
health care for the residents of northeast Maryland by offering a continuum of care in one
centralized, convenient location.

In particular, the facility will provide a much needed resource for a growing population suffering
from co-occurring mental health and substance abuse issues. Further, UM Upper Chesapeake
Health System’s proposed geriatric psychiatry program will allow treatment of an aging
population closer to home. Currently. many geriatric patients in UM Upper Chesapeake Health’s
service area that require inpatient behavioral health services are transferred many miles from
their community. Recent research has shown that opioid misuse is a growing problem with the
geriatric population and that specialized services are in demand. The proposed outpatient
behavioral health services, including partial hospitalization, intensive outpatient, individualized
counseling sessions, focus on special population needs, coupled with collaborative relationships
with other mental health and substance use providers, will afford accessible treatment, recovery,

and support.
Helping Individuals - Strengthening Families - Uniting Conumuniiies
Main Office, Outpatient & Outpatient & Intake Quipatient Therapy QOutpatient and
Rehabilitation Services 1275-B W Pulaski Highway 251 S Behemia Avenue Rehabilitation Services
200 Booth Street Elkton. MD 21921 Cecilton, MD 21913 626 Revolution Street
Elkton, MD 21921 410-620-7161 443-406-3427 Havre de Grace, MD 21078
410-996-5104 Fax 410-620-7168 Fax 410-275-4375 410-939-8744
Admin 410-996-3400 Intake Appts 410-996-3450 Fax 410-939-8748
Fax 410-996-5197 Toll Free B66-339-8744

Toll Free 877-587-7750



Upper Bay Counseling & Support Services strongly supports UM Upper Chesapeake Health
System’s proposed specialty psychiatric hospital and urges the Maryland Health Care
Commission to approve the Certificate of Need Application.

Thank you for your consideration of this matter. Please feel free to contact me if you require any
additional information.

Sincerely,

)AAQ-?W ;éé/mxéi%

Suanne Blumberg, LCPC
Chief Executive Officer



WEST CECIL
HEALTH CENTER

Community Health Care
Within Reach
www.westcecilhealth.org
49 Rock Springs Road
P.O. Box 99
Conowingo, MD 21918

410.378.9696 tel
877.378.9696 toll free
410.378.0787 fax

Paul Parker

Director, Center for Health Care Facilities Planning and
Development

Maryland Health Care Commission

4160 Patterson Avenue

Baltimore, Maryland 21215

paul.parker@maryland.gov

Re:  Letter in Support of UM Upper Chesapeake Health
System, Inc.’s Certificate of Need to Construct a
Special Psychiatric Hospital

Dear Mr. Parker:

On behalf West Cecil Health Center, I write to express West Cecil
Health Center’s full support for the Certificate of Need application
to be filed by UM Upper Chesapeake Health System proposing to
construct a special psychiatric hospital in Havre de Grace,
Maryland.

West Cecil Health Center has had a significant collaborative
relationship with UM Upper Chesapeake Health. UM Upper
Chesapeake Health provided support for the inception of West
Cecil Health Center’s first satellite site in Havre de Grace. The
organizations also maintain a strong referral relationship. Because
West Cecil Health Center is an FQHC, the organization is able to
offer sliding fee discounts to non-insured and under-insured
patients; UM Upper Chesapeake Health agrees to honor our mutual
patients with financial assistance. Noninsured patients who present
to the Emergency Department without a Primary Care Provider are
referred to West Cecil Health Center for affordable healthcare
services. UM Upper Chesapeake Health and West Cecil Health
Center’s relationship has allowed both organizations to become
integral parts of providing healthcare in our rural communities.

Behavioral health access and substance abuse prevention have been top priorities in Cecil
County’s community health needs assessment Cecil County. UM Upper Chesapeake Health
System’s proposed forty-bed specialty psychiatric hospital will improve access to behavioral
health care for the residents of northeast Maryland by offering a continuum of care in one
centralized, convenient location.

In particular, the facility will provide a much needed resource for a growing population suffering
from co-occurring mental health and substance abuse issues. Further, UM Upper Chesapeake
Health System’s proposed geriatric psychiatry program will allow treatment of an aging
population closer to home. Currently, many geriatric patients in UM Upper Chesapeake Health’s



service area that require inpatient behavioral health services are transferred many miles from
their community. The proposed outpatient behavioral health services, including partial
hospitalization, intensive outpatient, individualized counseling sessions, coupled with
collaborative relationships with other mental health and substance use providers, will afford
accessible treatment, recovery, and support.

West Cecil Health Center strongly supports UM Upper Chesapeake Health System’s proposed
specialty psychiatric hospital and urges the Maryland Health Care Commission to approve the
Certificate of Need Application.

Thank you for your consideration of this matter. Please feel free to contact me if you require any
additional information through email at jness@westcecilhealth.org or by phone at 443-731-2971.

Sincerely,

Fln e

John Ness, Interim CEO



|~ ‘{_ =ff'"} ik ~1 1y
Harrord L OuUnty

Paul Parker

Director, Center for Health Care Facilities Planning and Development
Maryland Health Care Commission

4160 Patterson Avenue

Baltimore, Maryland 21215

paul.parker@maryland.gov

Re:  Letter in Support of UM Upper Chesapeake Health System, Inc.’s
Certificate of Need to Construct a Special Psychiatric Hospital

Dear Mr. Parker:

On behalf of the Sheppard Pratt Harford County Mobile Crisis Team (Mobile Crisis
Team), I write to express our full support for the Certificate of Need application to
be filed by UM Upper Chesapeake Health System proposing to construct a special
psychiatric hospital in Havre de Grace, Maryland.

The Mobile Crisis Team works closely with the UM Upper Chesapeake Health
System in a number of ways. Our team works closely with the entire Behavioral
Health Department. The emergency department behavioral health evaluators helps
to defer patients from unnecessary inpatient treatment, especially after hours by
working together with the mobile crisis team for bridge appointments until
connection to outpatient care is arranged. We work with patients who are frequent
users of emergency services to attempt to decrease the unnecessary use, Mobile
Crisis also offers assistance to current UM UCHS Outpatient Behavioral Health
services clients as an urgent contact when the outpatient department is closed.
Inpatient clients, when discharged, receive information on the Mobile Crisis Team as
a resource if necessary and at times are provided bridge appointments with Mobile
Crisis for a solid discharge plan. Primary care and specialty offices, such as OB/GYN
and the Cancer Center refer their patients in need of behavioral health services as
well, when the UM UCHS Behavioral Health services are closed or otherwise unable
to accommodate the patient.

Behavioral health access and substance abuse prevention have been top priorities in
Harford County’s community health needs assessment. UM Upper Chesapeake
Health System’s proposed forty-bed specialty psychiatric hospital will improve
access to behavioral health care for the residents of northeast Maryland by offering
a continuum of care in one centralized, convenient location.

In particular, the facility will provide a much needed resource for a growing
population suffering from co-occurring mental health and substance abuse issues.
Further, UM Upper Chesapeake Health System'’s proposed geriatric psychiatry



program will allow treatment of an aging population closer to home. Currently,
many geriatric patients in UM Upper Chesapeake Health's service area that require
inpatient behavioral health services are transferred many miles from their
community. The proposed outpatient behavioral health services, including partial
hospitalization, intensive outpatient, individualized counseling sessions, coupled
with collaborative relationships with other mental health and substance use
providers, will afford accessible treatment, recovery, and support.

The Mobile Crisis Team strongly supports UM Upper Chesapeake Health System'’s
proposed specialty psychiatric hospital and urges the Maryland Health Care
Commission to approve the Certificate of Need Application.

Thank you for your consideration of this matter. Please feel free to contact me if you
require any additional information.

Sincerely,

Susan Lichtfuss, LGPC

Program Manager

Harford County Mobile Crisis Team

104 N. Main Street, Suite 201

Bel, Air, MD 21014

A Program of the Sheppard Pratt Health System



10630 Little Patuxent Parkway, Suite 475
NAMI Marylan

Phone: 410.884.8691 Fax: 410.884.8695

National Alliance on Mental lliness % B
Email: info@namimd.org Web: www.namimd.org

July 8,2017

Mr. Paul Parker

Director, Center for Health Care Facilities Planning and Development
Maryland Health Care Commission

4160 Patterson Avenue

Baltimore, Maryland 21215

paul.parker@maryland.gov

Re: Letter in Support of UM Upper Chesapeake Health System, Inc.’s Certificate of Need to Construct a
Special Psychiatric Hospital

Dear Mr. Parker:

On behalf of NAMI Maryland, | write to express full support for the Certificate of Need application to be
filed by UM Upper Chesapeake Health System proposing to construct a special psychiatric hospital in Havre
de Grace, Maryland.

NAMI Maryland provides free peer education and support to families and individuals affected by mental
health conditions and co-occurring substance use, as well as community and provider education and
advocacy to improve systems and increase access to effective treatment. NAMI Maryland works directly
and through local volunteers in Harford and Cecil Counties, and across the state of Maryland. We are
pleased to continue our collaboration with Upper Chesapeake Health and look forward to working with
their staff, families, patients and the community.

Our stakeholders, especially those in Harford and Cecil Counties, would greatly benefit from this proposed
treatment facility. Behavioral health, specifically mental health and substance use, access, prevention and
treatment, have been top priorities in Harford/Cecil County’s community health needs assessment. UM
Upper Chesapeake Health System’s proposed forty-bed specialty psychiatric hospital will improve access to
behavioral health care for the residents of northeast Maryland by offering a continuum of care in one
centralized, convenient location.

In particular, the facility will provide a much needed treatment resource for a co-occurring mental health
and substance use issues. In addition, UM Upper Chesapeake Health System’s proposed geriatric
psychiatry program will allow treatment of an aging population closer to home. Currently, many geriatric
patients in UM Upper Chesapeake Health’s service area that require inpatient behavioral health services
are transferred many miles from their community. The proposed outpatient behavioral health services,
including partial hospitalization, intensive outpatient, individualized counseling sessions, coupled with
collaborative relationships with other mental health and substance use providers, will afford accessible
treatment, recovery, and support.

NAMI Maryland strongly supports UM Upper Chesapeake Health System’s proposed specialty psychiatric
hospital and urges the Maryland Health Care Commission to approve the Certificate of Need Application.
Please feel free to contact me if you require any additional information.



Re: Letter in Support of UM Upper Chesapeake Health System, Inc.’s Certificate of Need to
Construct a Special Psychiatric Hospital p.2

Sincerely,

,1/1

/

Kathryn S. Farinholt, Executive Director



Letter Type: General

1) Senator J.B. Jennings
2) Delegate Susan McComas
3) Delegate Teresa Reilly (mailed letter directly to Paul Parker on 7/19/ 17)
4) Harford County Executive Barry Glassman
a. Harford County Economic Development Board (covered under CE Glassman's letter)
5) Harford County Council President Richard Slutzky
6) Bel Air Mayor Susan Burdette
7) Cecil County Executive Dr. Alan McCarthy
8) Harford County Chamber of Commerce
9) Harford County Health Department

10) UM Upper Chesapeake Health Medical Staff Leadership
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August 1, 2017

Paul Parker

Director, Center for Health Care Facilities Planning and Development
Maryland Health Care Commission

4160 Patterson Avenue

Baltimore, Maryland 21215

paul.parker@maryland.gov

Re:  Letter in Support of UM Upper Chesapeake Health System, Inc.’s Proposed
Modernization and Transfiguration of Clinical Services

Dear Mr. Parker:

[ write to express my full support for UM Upper Chesapeake Health System’s plan to undertake
capital expenditures to develop an optimal integrated care delivery system for the future health
care needs of the 360,000 residents of Harford and Cecil Counties in which patients will receive
quality care, in the appropriate setting, at lower costs.

Most residents of Harford and western Cecil Counties are currently served by UM Upper
Chesapeake Health System’s two hospital locations; UM Upper Chesapeake Medical Center in
Bel Air and Harford Memorial Hospital in Havre de Grace. Harford Memorial Hospital was
constructed in phases between 1943 and 1972. Unfortunately, the aging physical plant has now
outlived its useful life, but further renovation of the facility is neither cost-effective nor practical.
UM Upper Chesapeake Health System’s plan for the transformation of Harford Memorial Hospital
is the culmination of more than five years of strategic planning in consultation with local and state
officials, medical staff leadership, community health care providers, community stakeholders, and
industry leading consultants.

Included in UM Upper Chesapeake Health System’s transformative plan is the development of a
multi-services medical campus in Havre de Grace at the Bulle Rock property owned by UM Upper
Chesapeake Health System, only three miles from Harford Memorial Hospital and conveniently
located off of Interstate 95. The Bulle Rock campus is planned to house a state-of-the-art forty-
bed psychiatric hospital offering specialized inpatient and outpatient psychiatric services in one
central location. Also planned for the Bulle Rock campus is a fully functional emergency
department that will be open 24 hours a day, 7 days a week, and capable of handling the volume
and the severity of most emergency cases currently handled by Harford Memorial Hospital. A



Mr. Paul Parker
August 1, 2017
Page 2

helipad and dedicated, onsite ambulance will ensure rapid transport for those patients requiring
transfer to a higher level of care. Finally, a new medical office building on the Bulle Rock campus
will provide enhanced access to regionalized specialty physician services and expanded wellness
and prevention services. The development of the Bulle Rock campus will continue to provide
access to needed health care services in the community formerly served by Harford Memorial
Hospital.

UM Upper Chesapeake Health System also plans to consolidate general inpatient hospital services
at UM Upper Chesapeake Medical Center by constructing a three level addition. This
centralization of inpatient hospital services will allow UM Upper Chesapeake Health System to
achieve economies of scale and provide more efficient, cost effective inpatient care in a modern
environment.

Once implemented, UM Upper Chesapeake Health System’s regional delivery system model will
ensure access to care and achieve goals of federal and state regulators to promote population health,
improve patient outcomes, and reduce costs. As an added benefit, the modernization and
renovation proposals are projected to generate up to 975 annual construction jobs and have a $435
million positive economic impact for Harford County during the construction period. Upon
completion of the new facilities, most of Harford Memorial Hospital’s existing team members will
be transitioned to either the Bulle Rock or Bel Air campuses, while those not transferred will
receive retraining and placement services or retirement packages. The net annual economic impact
of UM Upper Chesapeake Health System’s strategic plan is projected to generate $13.1 million in
additional wages and contribute a $39.5 million economic benefit to Harford County.

I strongly support UM Upper Chesapeake Health System’s transformative plans for the Bulle Rock
and Bel Air campuses and urge that each of the integrated projects be approved.

Thank you for your consideration of this matter. Please feel free to contact me if you require any
additional information.

Sincerely,

D denn

Senator J.B
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July 29,2017

Paul Parker

Director, Center for Health Care Facilities Planning and Development
Maryland Health Care Commission

4160 Patterson Avenue

Baltimore, Maryland 21215

paul.parker(@maryland.gov

Annapolis Office

The Maryland House of Delegates
6 Bladen Street, Room 319
Annapolis, Maryland 21401
410-841-3272 - 301-858-3272

800-492-7122 Ext. 3272
Fax 410-841-3202 - 301-858-3202
Susan.McComas@house.state.md.us

District Office
P. O. Box 1204
9 West Courtland Street
Suite 100
Bel Air, Maryland 21014
410-836-9449 - 410-838-5187
Fiax 410-838-5768

Re:  Letter in Support of UM Upper Chesapeake Health System, Inc.’s Proposed

Modernization and Transfiguration of Clinical Services

Dear Mr. Parker:

As a representative of Legislative District 34B in the Maryland General Assembly, I write to
express my full support for UM Upper Chesapeake Health System’s plan to undertake capital
expenditures to develop an optimal integrated care delivery system for the future health care needs
of the 360,000 residents of Harford and Cecil Counties in which patients will receive quality care,
in the appropriate setting, at lower costs.

Most residents of Harford and western Cecil Counties are currently served by UM Upper
Chesapeake Health System’s two hospital locations; UM Upper Chesapeake Medical Center in
Bel Air and Harford Memorial Hospital in Havre de Grace. Harford Memorial Hospital was
constructed in phases between 1943 and 1972. Unfortunately, the aging physical plant has now
outlived its usetul life, but further renovation of the facility is neither cost-effective nor practical.
UM Upper Chesapeake Health System’s plan for the transformation of Harford Memorial Hospital
is the culmination of more than five years of strategic planning in consultation with local and state
officials, medical staff leadership, community health care providers, community stakeholders, and
industry leading consultants.



Included in UM Upper Chesapeake Health System’s transformative plan is the development of a
multi-services medical campus in Havre de Grace at the Bulle Rock property owned by UM Upper
Chesapeake Health System, only three miles from Harford Memorial Hospital and conveniently
located off of Interstate 95. The Bulle Rock campus is planned to house a state-of-the-art forty-
bed psychiatric hospital offering specialized inpatient and outpatient psychiatric services in one
central location. Also planned for the Bulle Rock campus is a fully functional emergency
department that will be open 24 hours a day, 7 days a week, and capable of handling the volume
and the severity of most emergency cases currently handled by Harford Memorial Hospital. A
helipad and dedicated, onsite ambulance will ensure rapid transport for those patients requiring
transfer to a higher level of care. Finally, a new medical office building on the Bulle Rock campus
will provide enhanced access to regionalized specialty physician services and expanded wellness
and prevention services. The development of the Bulle Rock campus will continue to provide
access to needed health care services in the community formerly served by Harford Memorial
Hospital.

UM Upper Chesapeake Health System also plans to consolidate general inpatient hospital services
at UM Upper Chesapeake Medical Center by constructing a three level addition. This
centralization of inpatient hospital services will allow UM Upper Chesapeake Health System to
achieve economies of scale and provide more efficient, cost effective inpatient care in a modern
environment.

Once implemented, UM Upper Chesapeake Health System’s regional delivery system model will
ensure access to care and achieve goals of federal and state regulators to promote population health,
improve patient outcomes, and reduce costs. As an added benefit, the modernization and
renovation proposals are projected to generate up to 975 annual construction jobs and have a $435
million positive economic impact for Harford County during the construction period. Upon
completion of the new facilities, most of Harford Memorial Hospital's existing team members will
be transitioned to either the Bulle Rock or Bel Air campuses, while those not transferred will
receive retraining and placement services or retirement packages. The net annual economic impact
of UM Upper Chesapeake Health System’s strategic plan is projected to generate $13.1 million in
additional wages and contribute a $39.5 million economic benefit to Harford County.

[ strongly support UM Upper Chesapeake Health System’s transformative plans for the Bulle Rock
and Bel Air campuses and urge that each of the integrated projects be approved.

Thank you for your consideration of this matter. Please feel free to contact me if you require any
additional information.

Sincerely yours,

/@w%m@

Susan K. McComas
Legislative District 34 B



July 18,2017

Mr. Paul Parker

Director, Center for Health Care Facilities Planning and Development
Maryland Health Care Commission

4160 Patterson Avenue

Baltimore, Maryland 21215

Re:  Letter in Support of UM Upper Chesapeake Health System, Inc.’s Proposed
Modernization and Transfiguration of Clinical Services

Dear Mr. Parker:

I am writing to express full support for UM Upper Chesapeake Health System’s plan to undertake
capital expenditures to develop an optimal integrated care delivery system for the future health
care needs of the 360,000 residents of Harford and Cecil Counties in which patients will receive
quality care, in the appropriate setting, at lower costs.

Most residents of Harford and western Cecil Counties are currently served by UM Upper
Chesapeake Health System’s two hospital locations: UM Upper Chesapeake Medical Center in
Bel Air and Harford Memorial Hospital in Havre de Grace. Harford Memorial Hospital was
constructed in phases between 1943 and 1972. Unfortunately, the aging physical plant has now
outlived its useful life, but further renovation of the facility is neither cost-effective nor practical.
UM Upper Chesapeake Health System’s plan for the transformation of Harford Memorial Hospital
is the culmination of more than five years of strategic planning in consultation with local and state
officials, medical staff leadership, community health care providers, community stakeholders, and
industry leading consultants.

Included in UM Upper Chesapeake Health System’s transformative plan is the development of a
multi-services medical campus in Havre de Grace at the Bulle Rock property owned by UM Upper
Chesapeake Health System, only three miles from Harford Memorial Hospital and conveniently
located off of Interstate 95. The Bulle Rock campus is planned to house a state-of-the-art forty-
bed psychiatric hospital offering specialized inpatient and outpatient psychiatric services in one
central location. Also planned for the Bulle Rock campus is a fully functional emergency
department that will be open 24 hours a day, 7 days a week, and capable of handling the volume



and the severity of most emergency cases currently handled by Harford Memorial Hospital. A
helipad and dedicated, onsite ambulance will ensure rapid transport for those patients requiring
transfer to a higher level of care. Finally, a new medical office building on the Bulle Rock campus
will provide enhanced access to regionalized specialty physician services and expanded wellness
and prevention services. The development of the Bulle Rock campus will continue to provide
access to needed health care services in the community formerly served by Harford Memorial
Hospital.

UM Upper Chesapeake Health System also plans to consolidate general inpatient hospital services
at UM Upper Chesapeake Medical Center by constructing a three level addition. This
centralization of inpatient hospital services will allow UM Upper Chesapeake Health System to
achieve economies of scale and provide more efficient, cost effective inpatient care in a modemn
environment.

Once implemented, UM Upper Chesapeake Health System’s regional delivery system model will
ensure access to care and achieve goals of federal and state regulators to promote population health,
improve patient outcomes, and reduce costs. As an added benefit, the modernization and
renovation proposals are projected to generate up to 975 annual construction jobs and have a $435
million positive economic impact for Harford County during the construction period. Upon
completion of the new facilities, most of Harford Memorial Hospital’s existing team members will
be transitioned to either the Bulle Rock or Bel Air campuses, while those not transferred will
receive retraining and placement services or retirement packages. The net annual economic impact
of UM Upper Chesapeake Health System’s strategic plan is projected to generate $13.1 million in
additional wages and contribute a $39.5 million economic benefit to Harford County.

I strongly support UM Upper Chesapeake Health System’s transformative plans for the Bulle Rock
and Bel Air campuses and urge that each of the integrated projects be approved.

Thank you for your consideration of this matter. Please feel free to contact me if you require any
additional information.

Sincerely,

Delegate
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July 10, 2017

Mr. Paul Parker

Director, Center for Health Care Facilities Planning and Development
Maryland Health Care Commission

4160 Patterson Avenue

Baltimore, Maryland 21215

Re:  Letter in Support of UM Upper Chesapeake Health System, Inc.’s Proposed
Modernization and Transfiguration of Clinical Services

Dear Mr. Parker:

On behalf of UM Upper Chesapeake Health System, I write to express Harford County’s full
support for UM Upper Chesapeake Health System’s plan to undertake capital expenditures to
develop an optimal integrated care delivery system for the future health care needs of the
approximately 260,000 residents of Harford County in which patients will receive quality care,
in the appropriate setting, at lower costs.

Most residents of Harford County are currently served by UM Upper Chesapeake Health
System’s two hospital locations; UM Upper Chesapeake Medical Center in Bel Air and Harford
Memorial Hospital in Havre de Grace. Harford Memorial Hospital was constructed in phases
between 1943 and 1972. Unfortunately, the aging physical plant has now outlived its useful life,
but further renovation of the facility is neither cost-effective nor practical. UM Upper
Chesapeake Health System’s plan for the transformation of Harford Memorial Hospital is the
culmination of more than five years of strategic planning in consultation with local and state
officials, medical staff leadership, community health care providers, community stakeholders,
and industry leading consultants.

Included in UM Upper Chesapeake Health System’s transformative plan is the development of a
multi-services medical campus in Havre de Grace at the Bulle Rock property owned by UM
Upper Chesapeake Health System, only three miles from Harford Memorial Hospital and
conveniently located off of Interstate 95. The Bulle Rock campus is planned to house a state-of-
the-art forty-bed psychiatric hospital offering specialized inpatient and outpatient psychiatric
services in one central location. Also planned for the Bulle Rock campus is a fully functional
emergency department that will be open 24 hours a day, 7 days a week, and capable of handling
the volume and the severity of most emergency cases currently handled by Harford Memorial
Hospital. A helipad and dedicated, onsite ambulance will ensure rapid transport for those
patients requiring transfer to a higher level of care. Finally, a new medical office building on the
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Bulle Rock campus will provide enhanced access to regionalized specialty physician services
and expanded wellness and prevention services. The development of the Bulle Rock campus
will continue to provide access to needed health care services in the community formerly served
by Harford Memorial Hospital.

UM Upper Chesapeake Health System also plans to consolidate general inpatient hospital
services at UM Upper Chesapeake Medical Center by constructing a three level addition. This
centralization of inpatient hospital services will allow UM Upper Chesapeake Health System to
achieve economies of scale and provide more efficient, cost effective inpatient care in a modern
environment.

Once implemented, UM Upper Chesapeake Health System’s regional delivery system model will
ensure access to care and achieve goals of federal and state regulators to promote population
health, improve patient outcomes, and reduce costs. As an added benefit, the modernization and
renovation proposals are projected to generate up to 975 annual construction jobs and have a
$435 million positive economic impact for Harford County during the construction period. Upon
completion of the new facilities, most of Harford Memorial Hospital’s existing team members
will be transitioned to either the Bulle Rock or Bel Air campuses, while those not transferred will
receive retraining and placement services or retirement packages. The net annual economic
impact of UM Upper Chesapeake Health System’s strategic plan is projected to generate $13.1
million in additional wages and contribute a $39.5 million economic benefit to Harford County.

I strongly support UM Upper Chesapeake Health System’s transformative plans for the Bulle
Rock and Bel Air campuses and urge that each of the integrated projects be approved.

Thank you for your consideration of this matter. Please feel free to contact me if you require any
additional information.

With every good wish, I remain

Very truly yours, /

Harford County Executive

CC: William K Boniface, Director of Administration
Bradley Killian, Director, Planning and Zoning
Paul Lawder, Director, Inspections, Licensing and Permits
Karen Holt, Director. Economic Development

BG/tmw



COUNTY COUNCIL OF HARFORD COUNTY, MARYLAND

RICHARD C. SLUTZKY MIKE PERRONE, JR. CHAD R. SHRODES
President District A District D
JOSEPH M. WOODS PATRICK S. VINCENTI
District B District E
JAMES V. “CAPT'N JIM" McMAHAN CURTIS L. BEULAH
District C District F

July 6, 2017

Paul Parker

Director, Center for Health Care Facilities Planning and Development
Maryland Health Care Commission

4160 Patterson Avenue

Baltimore, Maryland 21215

paul.parker@maryland.gov

Re:  Letter in Support of UM Upper Chesapeake Health System, Inc.’s Proposed
Modernization and Transfiguration of Clinical Services

Dear Mr. Parker:

On behalf of the County Council of Harford County Maryland, T write to express the County
Council of Harford County Maryland’s full support for UM Upper Chesapeake Health System’s
plan to undertake capital expenditures to develop an optimal integrated care delivery system for
the future health care needs of the 360,000 residents of Harford and Cecil Counties in which
patients will receive quality care, in the appropriate setting, at lower costs.

Most residents of Harford and western Cecil Counties are currently served by UM Upper
Chesapeake Health System’s two hospital locations; UM Upper Chesapeake Medical Center in
Bel Air and Harford Memorial Hospital in Havre de Grace. Harford Memorial Hospital was
constructed in phases between 1943 and 1972. Unfortunately, the aging physical plant has now
outlived its useful life, but further renovation of the facility is neither cost-effective nor practical.
UM Upper Chesapeake Health System’s plan for the transformation of Harford Memorial Hospital
is the culmination of more than five years of strategic planning in consultation with local and state
officials, medical staff leadership, community health care providers, community stakeholders, and
industry leading consultants.

Included in UM Upper Chesapeake Health System’s transformative plan is the development of a
multi-services medical campus in Havre de Grace at the Bulle Rock property owned by UM Upper
Chesapeake Health System, only three miles from Harford Memorial Hospital and conveniently
located off of Interstate 95. The Bulle Rock campus is planned to house a state-of-the-art forty-
bed psychiatric hospital offering specialized inpatient and outpatient psychiatric services in one
central location. Also planned for the Bulle Rock campus is a fully functional emergency
department that will be open 24 hours a day, 7 days a week, and capable of handling the volume
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Paul Parker, Director -2- July 6, 2017

and the severity of most emergency cases currently handled by Harford Memorial Hospital. A
helipad and dedicated, onsite ambulance will ensure rapid transport for those patients requiring
transfer to a higher level of care. Finally, a new medical office building on the Bulle Rock campus
will provide enhanced access to regionalized specialty physician services and expanded wellness
and prevention services. The development of the Bulle Rock campus will continue to provide
access to needed health care services in the community formerly served by Harford Memorial
Hospital.

UM Upper Chesapeake Health System also plans to consolidate general inpatient hospital services
at UM Upper Chesapeake Medical Center by constructing a three-level addition. This
centralization of inpatient hospital services will allow UM Upper Chesapeake Health System to
achieve economies of scale and provide more efficient, cost effective inpatient care in a modern
environment.

Once implemented, UM Upper Chesapeake Health System’s regional delivery system model will
ensure access to care and achieve goals of federal and state regulators to promote population health,
improve patient outcomes, and reduce costs. As an added benefit, the modernization and
renovation proposals are projected to generate up to 975 annual construction jobs and have a $435
million positive economic impact for Harford County during the construction period. Upon
completion of the new facilities, most of Harford Memorial Hospital’s existing team members will
be transitioned to either the Bulle Rock or Bel Air campuses, while those not transferred will
receive retraining and placement services or retirement packages. The net annual economic impact
of UM Upper Chesapeake Health System’s strategic plan is projected to generate $13.1 million in
additional wages and contribute a $39.5 million economic benefit to Harford County.

The County Council of Harford County, Maryland, strongly supports UM Upper Chesapeake
Health System’s transformative plans for the Bulle Rock and Bel Air campuses and urge that each
of the integrated projects be approved.

Thank you for your consideration of this matter. Please feel free to contact me if you require any
additional information.

Dl /1)

Richard C. Slutzky
Council President

RCS:sms
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Mr. Paul Parker

Director, Center for Health Care Facilities Planning and Development
Maryland Health Care Commission

4160 Patterson Avenue

Baltimore, Maryland 21215

paul.parker@maryland.gov

Re:  Letter in Support of UM Upper Chesapeake Health System, Inc.’s Proposed
Modemization and Transfiguration of Clinical Services

Dear Mr. Parker:

On behalf of the Town of Bel Air, I write to express the Town of Bel Air’s full support for UM
Upper Chesapeake Health System’s plan to undertake capital expenditures to develop an optimal
integrated care delivery system for the future health care needs of the 360,000 residents of
Harford and Cecil Counties in which patients will receive quality care, in the appropriate setting,
at lower costs.

Most residents of Harford and western Cecil Counties are currently served by UM Upper
Chesapeake Health System’s two hospital locations; UM Upper Chesapeake Medical Center in
Bel Air and Harford Memorial Hospital in Havre de Grace. Harford Memorial Hospital was
constructed in phases between 1943 and 1972. Unfortunately, the aging physical plant has now
outlived its useful life, but further renovation of the facility is neither cost-effective nor practical.
UM Upper Chesapeake Health System’s plan for the transformation of Harford Memorial
Hospital is the culmination of more than five years of strategic planning in consultation with
local and state officials, medical staff leadership, community health care providers, community
stakeholders, and industry leading consultants.

Included in UM Upper Chesapeake Health System’s transformative plan is the development of a
multi-services medical campus in Havre de Grace at the Bulle Rock property owned by UM
Upper Chesapeake Health System, only three miles from Harford Memorial Hospital and
conveniently located off of Interstate 95. The Bulle Rock campus is planned to house a state-of-
the-art forty-bed psychiatric hospital offering specialized inpatient and outpatient psychiatric
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services in one central location. Also planned for the Bulle Rock campus is a fully functional
emergency department that will be open 24 hours a day, 7 days a week, and capable of handling
the volume and the severity of most emergency cases currently handled by Harford Memorial
Hospital. A helipad and dedicated, onsite ambulance will ensure rapid transport for those
patients requiring transfer to a higher level of care. Finally, a new medical office building on the
Bulle Rock campus will provide enhanced access to regionalized specialty physician services
and expanded wellness and prevention services. The development of the Bulle Rock campus
will continue to provide access to needed health care services in the community formerly served
by Harford Memorial Hospital.

UM Upper Chesapeake Health System also plans to consolidate general inpatient hospital
services at UM Upper Chesapeake Medical Center by constructing a three level addition. This
centralization of inpatient hospital services will allow UM Upper Chesapeake Health System to
achieve economies of scale and provide more efficient, cost effective inpatient care in a modern
environment.

Once implemented, UM Upper Chesapeake Health System’s regional delivery system model will
ensure access to care and achieve goals of federal and state regulators to promote population
health, improve patient outcomes, and reduce costs. As an added benefit, the modernization and
renovation proposals are projected to generate up to 975 annual construction jobs and have a
$435 million positive economic impact for Harford County during the construction period. Upon
completion of the new facilities, most of Harford Memorial Hospital’s existing team members
will be transitioned to either the Bulle Rock or Bel Air campuses, while those not transferred will
receive retraining and placement services or retirement packages. The net annual economic
impact of UM Upper Chesapeake Health System’s strategic plan is projected to generate $13.1
million in additional wages and contribute a $39.5 million economic benefit to Harford County.

[ strongly support UM Upper Chesapeake Health System’s transformative plans for the Bulle
Rock and Bel Air campuses and urge that each of the integrated projects be approved.

Thank you for your consideration of this matter. Please feel free to contact me if you require any
additional information.

Sincerely,

Susan U. Burdette, Commissioner (Chair)
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CECIL COUNTY, MARYLAND
Office of the County Executive
200 Chesapeake Boulevard, Suite 2100, Elkton, MD 21921

Paul Parker

Director, Center for Health Care Facilities Planning and Development
Maryland Health Care Commission

4160 Patterson Avenue

Baltimore, Maryland 21215

paul.parker@maryland.gov

Re:  Letter in Support of UM Upper Chesapeake Health System, Inc.”s Proposed Modernization and
Transfiguration of Clinical Services

Dear Mr. Parker:

On behalf of Cecil County Government, | write to express my full support for UM Upper Chesapeake Health
System’s plan to undertake capital expenditures to develop an optimal integrated care delivery system for the
future health care needs of the 360,000 residents of Harford and Cecil Counties in which patients will receive
quality care, in the appropriate setting, at lower costs.

Most residents of Harford and western Cecil Counties are currently served by UM Upper Chesapeake Health
System’s two hospital locations; UM Upper Chesapeake Medical Center in Bel Air and Harford Memorial
Hospital in Havre de Grace. Harford Memorial Hospital was constructed in phases between 1943 and 1972.
Unfortunately, the aging physical plant has now outlived its useful life, but further renovation of the facility is
neither cost-effective nor practical. UM Upper Chesapeake Health System’s plan for the transformation of
Harford Memorial Hospital is the culmination of more than five years of strategic planning in consultation with
local and state officials, medical staff leadership, community health care providers, community stakeholders, and
industry leading consultants.

Included in UM Upper Chesapeake Health System’s transformative plan is the development of a multi-services
medical campus in Havre de Grace at the Bulle Rock property owned by UM Upper Chesapeake Health System,
only three miles from Harford Memorial Hospital and conveniently located off of Interstate 95. The Bulle Rock
campus 1s planned to house a state-of-the-art forty-bed psychiatric hospital offering specialized inpatient and
outpatient psychiatric services in one central location. Also planned for the Bulle Rock campus is a fully
functional emergency department that will be open 24 hours a day. 7 days a week. and capable of handling the
volume and the severity of most emergency cases currently handled by Harford Memorial Hospital. A helipad
and dedicated. onsite ambulance will ensure rapid transport for those patients requiring transfer to a higher level
of care. Finally, a new medical office building on the Bulle Rock campus will provide enhanced access to
regionalized specialty physician services and expanded wellness and prevention services. The development of
the Bulle Rock campus will continue to provide access to needed health care services in the community formerly
served by Harford Memorial Hospital.

WWW.CCEOV.0rg



UM Upper Chesapeake Health System also plans to consolidate general inpatient hospital services at UM Upper
Chesapeake Medical Center by constructing a three level addition. This centralization of inpatient hospital
services will allow UM Upper Chesapeake Health System to achieve economies of scale and provide more
efficient, cost effective inpatient care in a modern environment.

Once implemented, UM Upper Chesapeake Health System’s regional delivery system model will ensure access
to care and achieve goals of federal and state regulators to promote population health. improve patient outcomes,
and reduce costs. As an added benefit, the modernization and renovation proposals are projected to generate up
to 975 annual construction jobs and have a $435 million positive economic impact for Harford County during the
construction period. Upon completion of the new facilities, most of Harford Memorial Hospital’s existing team
members will be transitioned to either the Bulle Rock or Bel Air campuses. while those not transterred will receive
retraining and placement services or retirement packages. The net annual economic impact of UM Upper
Chesapeake Health System’s strategic plan is projected to generate $13.1 million in additional wages and
contribute a $39.5 million economic benefit to Harford County.

[ strongly support UM Upper Chesapeake Health System’s transformative plans for the Bulle Rock and Bel Air
campuses and urge that each of the integrated projects be approved.

Thank you for your consideration of this matter. Please feel free to contact me if you require any additional
information.

Alan J. McCarthy
County Executive

WWW.CCoV.0rg
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Paul Parker, Dircctor, Center for Health Care Facilities Planning and Development
Maryland Health Carc Commission

4160 Palterson Avenue

Baltimore, Maryland 21215

paul.parker@maryland.gov

Re: Letter in Support of UM Upper Chesapeake Health System, Inc.’s Proposed Modernization
and Transfiguration of Clinical Services

Dear Mr. Parker:

On behalf of the Harford County Chamber of Commerce, [ write to express the Harford County Chamber’s full
support for UM Upper Chesapeake Iealth System’s plan to undertake capital expenditures to develop an
optimal integrated care delivery system for the fulure health care needs of the 360,000 residents of Harford and
Cecil Counties in which patients will receive quality care, in the appropriale setling, at lower costs.

Most residents of Harford and western Cecil Counties are currently served by UM Upper Chesapeake Health
System’s two hospital locations; UM Upper Chesapeake Medical Cenler in Bel Air and Harford Memorial
Hospital in Havre de Grace. Harford Memorial Hospital was constructed in phases between 1943 and 1972.
Unlortunately, the aging physical plant has now outlived its useful life, but further renovation of the facility is
neither cost-eflective nor practical. UM Upper Chesapeake llealth System’s plan for the transformation of
[Marford Memorial FHospital is the culmination of more than five years of strategic planning in consultation with
local and state officials, medical stafl leadership, community health care providers, community stakeholders,
and industry leading consultants.

Included in UM Upper Chesapeake Health System’s transformative plan is the development of a multi-services
medical campus in Havre de Grace at the Bulle Rock property owned by UM Upper Chesapcake Health
System, only three miles from Harford Memorial Hospital and conveniently located off of Interstate 95. The
Bulle Rock campus is planned to house a state-of-the-arl forly-bed psychiatric hospital offering specialized
inpatient and outpatient psychiatric services in one central location. Also planned for the Bulle Rock campus is
a fully functional emergency department that will be open 24 hours a day, 7 days a week, and capable of
handling the volume and the severity of most emergency cases currently handled by Harford Memorial
Hospital. A helipad and dedicated, onsite ambulance will ensure rapid transport for those patients requiring
transfer Lo a higher level of care. TFinally, a new medical office building on the Bulle Rock campus will
provide enhanced access to regionalized specialty physician services and expanded wellness and prevention
services. The development of the Bulle Rock campus will continue (o provide access lo needed health care
services in the community formerly served by IHarford Memorial Hospilal.

UM Upper Chesapeake Health System also plans to consolidate general inpatient hospital services al UM
Upper Chesapeake Medical Cenler by constructing a three level addition. This centralization of inpatient
hospital services will allow UM Upper Chesapeake Health System to achieve economies ol scale and provide
more efficient, cost eflective inpaticnt care in a modern environment.

Once implemented, UM Upper Chesapeake Health System’s regional delivery system model will ensurc access
to care and achieve goals of federal and state regulators to promote population health, improve patient
oulcomes, and reduce costs. As an added benefil, the modernization and renovation proposals are projected to
generale up to 975 annual construction jobs and have a $435 million posilive economic impact for Harford
Counly during the construction period. Upon completion of the new facilities, most ol Harford Memorial
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Mr. Paul Parker
July 17, 2017
Page 2

Hospital’s existing tleam members will be transitioned to cither the Bulle Rock or Bel Air campuses, while those not transferred
will receive retraining and placement services or retirement packages. The net annual cconomic impact of UM Upper
Chesapeake Fealth System’s strategic plan is projected to generate $13.1 million in additional wages and contributc a $39.5
million economic benelit to Harford County.

As the premier business advocate in the county, the Harford County Chamber of Commerce strongly supports UM Upper
Chesapeake Health System’s transformative plans for the Bulle Rock and Bel Air campuses and urges that each of the integrated

projects be approved.

Thank you for your consideration of this matter. Please feel free to contact me if you require any additional information.
Sincerely,
Angela Rose

President and CEO
Harlord County Chamber of Commerce
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Paul Parker

Director, Center for Health Care Facilities Planning and Development
Maryland Health Care Commission

4160 Patterson Avenue

Baltimore, Maryland 21215

paul.parker@maryland.gov

Re:  Letter in Support of UM Upper Chesapeake Health System, Inc.’s Proposed Modernization
and Transfiguration of Clinical Services

Dear Mr. Parker:

On behalf of the Harford County Health Department, I write to express our full support for UM Upper
Chesapeake Health System’s plan to undertake capital expenditures to develop an optimal integrated care
delivery system for the future health care needs of the 360,000 residents of Harford and Cecil Counties in
which patients will receive quality care, in the appropriate setting, at lower costs.

Most residents of Harford and western Cecil Counties are currently served by UM Upper Chesapeake
Health System’s two hospital locations: UM Upper Chesapeake Medical Center in Bel Air and Harford
Memorial Hospital in Havre de Grace. Harford Memorial Hospital was constructed in phases between
1943 and 1972. Unfortunately, the aging physical plant has now outlived its useful life, but further
renovation of the facility is neither cost-effective nor practical. UM Upper Chesapeake Health System’s
plan for the transformation of Harford Memorial Hospital is the culmination of more than five years of
strategic planning in consultation with local and state officials, medical staff leadership, community
health care providers, community stakeholders, and industry leading consultants.

Included in UM Upper Chesapeake Health System’s transformative plan is the development of a multi-
services medical campus in Havre de Grace at the Bulle Rock property owned by UM Upper Chesapeake
Health System, only three miles from Harford Memorial Hospital and conveniently located off of
Interstate 95. The Bulle Rock campus is planned to house a state-of-the-art forty-bed psychiatric hospital
offering specialized inpatient and outpatient psychiatric services in one central location. Also planned for
the Bulle Rock campus is a fully functional emergency department that will be open 24 hours a day, 7
days a week, and capable of handling the volume and the severity of most emergency cases currently
handled by Harford Memorial Hospital. A helipad and dedicated, onsite ambulance will ensure rapid

BEL AIR OFFICE EDGEWOOD OFFICE EDGEWOOD OFFICE HAVRE DE GRACE OFFICE
1 N. Main Strest 1321 Woodbridge Station Way 2204 Hanson Road 2027 Pulaski Highway
Bel Air, MD 21014 Edgewood, MD 21040 Edgewood, MD 21040 Havre de Grace, MD 21078
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transport for those patients requiring transfer to a higher level of care. Finally, a new medical office
building on the Bulle Rock campus will provide enhanced access to regionalized specialty physician
services and expanded wellness and prevention services. The development of the Bulle Rock campus will
continue to provide access to needed health care services in the community formerly served by Harford
Memorial Hospital.

UM Upper Chesapeake Health System also plans to consolidate general inpatient hospital services at UM
Upper Chesapeake Medical Center by constructing a three level addition. This centralization of inpatient
hospital services will allow UM Upper Chesapeake Health System to achieve economies of scale and
provide more efficient, cost effective inpatient care in a modern environment.

Once implemented, UM Upper Chesapeake Health System’s regional delivery system model will ensure
access to care and achieve goals of federal and state regulators to promote population health, improve
patient outcomes, and reduce costs. As an added benefit, the modernization and renovation proposals are
projected to generate up to 975 annual construction jobs and have a $435 million positive economic
impact for Harford County during the construction period. Upon completion of the new facilities, most of
Harford Memorial Hospital’s existing team members will be transitioned to either the Bulle Rock or Bel
Air campuses, while those not transferred will receive retraining and placement services or retirement
packages. The net annual economic impact of UM Upper Chesapeake Health System’s strategic plan is
projected to generate $13.1 million in additional wages and contribute a $39.5 million economic benefit to
Harford County.

I strongly support UM Upper Chesapeake Health System’s transformative plans for the Bulle Rock and
Bel Air campuses and urge that each of the integrated projects be approved.

Thank you for your consideration of this matter. Please feel free to contact me if you require any
additional information.

Sincerely,

[ ey 0

Russell W. Moy, MD, MPH
Acting Health Officer
Harford County Health Department
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July 12, 2017

Paul Parker

Director, Center for Health Care Facilities Planning and Development
Maryland Health Care Commission

4160 Patterson Avenue

Baltimore, Maryland 21215

paul.parker(@maryland.gov

Re: Letter in Support of UM Upper Chesapeake Health System, Inc.’s Proposed Modernization and
Transfiguration of Clinical Services

Dear Mr. Parker:

On behalf of the medical staff at UM Upper Chesapeake Health, we write to express the medical staff’s full support
for UM Upper Chesapeake Health System’s plan to undertake capital expenditures to develop an optimal
integrated care delivery system for the future health care needs of the 360,000 residents of Harford and Cecil
Counties in which patients will receive quality care, in the appropriate setting, at lower costs.

Most residents of Harford and western Cecil Counties are currently served by UM Upper Chesapeake Health
System’s two hospital locations; UM Upper Chesapeake Medical Center in Bel Air and Harford Memorial
Hospital in Havre de Grace. Harford Memorial Hospital was constructed in phases between 1943 and 1972.
Unfortunately, the aging physical plant has now outlived its useful life, but further renovation of the facility is
neither cost-effective nor practical. UM Upper Chesapeake Health System’s plan for the transformation of
Harford Memorial Hospital is the culmination of more than five years of strategic planning in consultation with
local and state officials, medical staff leadership, community health care providers, community stakeholders, and

industry leading consultants.

Included in UM Upper Chesapeake Health System’s transformative plan is the development of a multi-services
medical campus in Havre de Grace at the Bulle Rock property owned by UM Upper Chesapeake Health System,
only three miles from Harford Memorial Hospital and conveniently located off of Interstate 95. The Bulle Rock
campus is planned to house a state-of-the-art forty-bed psychiatric hospital offering specialized inpatient and
outpatient psychiatric services in one central location. Also planned for the Bulle Rock campus is a fully
functional emergency department that will be open 24 hours a day, 7 days a week, and capable of handling the
volume and the severity of most emergency cases currently handled by Harford Memorial Hospital. A helipad
and dedicated, onsite ambulance will ensure rapid transport for those patients requiring transfer to a higher level
of care. Finally, a new medical office building on the Bulle Rock campus will provide enhanced access to
regionalized specialty physician services and expanded wellness and prevention services. The development of
the Bulle Rock campus will continue to provide access to needed health care services in the community formerly

served by Harford Memorial Hospital.

UM Upper Chesapeake Health System also plans to consolidate general inpatient hospital services at UM Upper
Chesapeake Medical Center by constructing a three level addition. This centralization of inpatient hospital

= Member of the University of Maryland Medical System ——— — —
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services will allow UM Upper Chesapeake Health System to achieve economies of scale and provide more
efficient, cost effective inpatient care in a modern environment.

Once implemented, UM Upper Chesapeake Health System’s regional delivery system model will ensure access
to care and achieve goals of federal and state regulators to promote population health, improve patient outcomes,
and reduce costs. As an added benefit, the modernization and renovation proposals are projected to generate up
to 975 annual construction jobs and have a $435 million positive economic impact for Harford County during the
construction period. Upon completion of the new facilities, most of Harford Memorial Hospital’s existing team
members will be transitioned to either the Bulle Rock or Bel Air campuses, while those not transferred will receive
retraining and placement services or retirement packages. The net annual economic impact of UM Upper
Chesapeake Health System’s strategic plan is projected to generate $13.1 million in additional wages and
contribute a $39.5 million economic benefit to Harford County.

We strongly support UM Upper Chesapeake Health System’s transformative plans for the Bulle Rock and Bel Air
campuses and urge that each of the integrated projects be approved.

Thank you for your consideration of this matter.

Best regards,

Angela Poppe Ries, M.D. Michael Abraham, M.D.
edlca[ Staff Chair, Department of Emergency Medicine

Jason Birnbaum, M.D. immie Cass, M.D.
ChaigRepartm f Medicine Chair, Department of Pediatrics
Q 4.
y ¢ & SR
Mark Gonze, M.D. Kathleen Gotzmann, M.D.
Chair, Department of Surgery Chair, Department of Obstetrics/Gynecology

Richard Lewis, M.D. g

iL, Dep ment of Psychiatry

W, vs/d/%:y

Nick Lomis, M.D. : Rodger Oursler, M.D.
Chair, Department of Radiology Chair, Department of Anesthesiology

V. Dixon King, M.D.
Chair, Department of Pathology
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2 !!t !ﬂ! _!g! KPMG LLP

1 East Pratt Street
Baltimore, MD 21202-1128

Independent Auditors’ Report

The Board of Directors
University of Maryland Medical System Corporation:

We have audited the accompanying consolidated financial statements of the University of Maryland Medical
System Corporation and Subsidiaries (the Corporation), which comprise the consolidated balance sheets as
of June 30, 2016 and 2015, and the related consolidated statements of operations and changes in net assets,
and cash flows for the years then ended, and the related notes to the consolidated financial statements.

Management’s Responsibility for the Financial Statements

Management is responsible for the preparation and fair presentation of these consolidated financial
statements in accordance with U.S. generally accepted accounting principles; this includes the design,
implementation, and maintenance of internal control relevant to the preparation and fair presentation of
consolidated financial statements that are free from material misstatement, whether due to fraud or error.

Auditors’ Responsibility

Our responsibility is to express an opinion on these consolidated financial statements based on our audits.
We conducted our audits in accordance with auditing standards generally accepted in the United States of
America. Those standards require that we plan and perform the audit to obtain reasonable assurance about
whether the consolidated financial statements are free from material misstatement.

An audit involves performing procedures to obtain audit evidence about the amounts and disclosures in the
consolidated financial statements. The procedures selected depend on the auditors’ judgment, including the
assessment of the risks of material misstatement of the consolidated financial statements, whether due to
fraud or error. In making those risk assessments, the auditor considers internal control relevant to the entity’s
preparation and fair presentation of the consolidated financial statements in order to design audit procedures
that are appropriate in the circumstances, but not for the purpose of expressing an opinion on the effectiveness
of the entity’s internal control. Accordingly, we express no such opinion, An audit also includes evaluating
the appropriateness of accounting policies used and the reasonableness of significant accounting estimates
made by management, as well as evaluating the overall presentation of the consolidated financial statements.

We believe that the audit evidence we have obtained is sufficient and appropriate to provide a basis for our
audit opinion.

Opinion

In our opinion, the consolidated financial statements referred to above present fairly, in all material respects,
the financial position of the University of Maryland Medical System Corporation and Subsidiaries as of
June 30, 2016 and 2015, and the results of their operations and their cash flows for the years then ended in
accordance with U.S. generally accepted accounting principles.

KPMG LLP Is a Deiaware limited liability partnership,
the U.S. member fim of KPMG Inlemnational Cooperative
(“KPMG International™), a Swiss entity,
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Other Matter

Our audit was conducted for the purpose of forming an opinion on the consolidated financial statements as
a whole. The accompanying supplementary information in Schedules 1-8 is presented for purposes of
additional analysis and is not a required part of the consolidated financial statements. Such information is
the responsibility of management and was derived from and relates directly to the underlying accounting and
other records used to prepare the consolidated financial statements. The information has been subjected to
the auditing procedures applied in the audit of the consolidated financial statements and certain additional
procedures, including comparing and reconciling such information directly to the underlying accounting and
other records used to prepare the consolidated financial statements or to the consolidated financial statements
themselves, and other additional procedures in accordance with auditing standards generally accepted in the
United States of America. In our opinion, the information is fairly stated in all material respects in relation
to the consolidated financial statements taken as a whole.

KPMe P

October 27, 2016



UNIVERSITY OF MARYLAND MEDICAL SYSTEM CORPORATION

AND SUBSIDIARIES
Consolidated Balance Sheets
June 30, 2016 and 2015

(In thousands)

Assets

Current assets:
Cash and cash equivalents
Assets limited as to use, current portion
Accounts receivable:
Patient accounts receivable, less allowance for doubtful
accounts of $202,298 and $248,054 as of June 30, 2016 and
2015, respectively
Other
Inventories
Prepaid expenses and other current assets

Total current assets

Investments

Assets limited as to use, less current portion
Property and equipment, net

Investments in joint ventures

Other assets

Total assets
Liabilities and Net Assets

Current liabilities:
Trade accounts payable
Accrued payroll and benefits
Advances from third-party payors
Lines of credit
Short-term financing
Other current liabilities
Long-term debt subject to short-term remarketing arrangements
Current portion of long-term debt

Total current liabilities

Long-term debt, less current portion and amount subject to
short-term remarketing arrangements

Other long-term liabilities

Interest rate swap liabilities

Total liabilities

Net assets:
Unrestricted
Temporarily restricted
Permanently restricted

Total net assets

Total liabilities and net assets

See accompanying notes to consolidated financial statements.

2016 2015
523,169 462,506
51,412 50,417
331,055 325,563
97,887 68,949
59,738 59,254
25,381 25,279
1,088,642 991,968
645,534 500,931
750,179 888,585
2,086,546 2,058,129
71,906 74,600
323,275 218,633
4,966,082 4,732,846
249,543 261,239
253,337 243,848
124,717 129,212
180,000 144,400
150,000 —
147,522 115,295
32,515 51,732
37,592 33,298
1,175,226 979,024
1,422,604 1,559,144
352,605 259,225
273,037 196,372
3,223,472 2,993,765
1,459,280 1,457,227
246,265 245,653
37,065 36,201
1,742,610 1,739,081
4,966,082 4,732,846




UNIVERSITY OF MARYLAND MEDICAL SYSTEM CORPORATION

AND SUBSIDIARIES
Consolidated Statements of Operations
Years ended June 30, 2016 and 2015
(In thousands)

Unrestricted revenues, gains and other support:
Patient service revenue (net of contractual adjustments) $
Provision for bad debts

Net patient service revenue

Other operating revenue:
State support
Premium revenue
Other revenue

Total unrestricted revenues, gains and other support

Operating expenses:
Salaries, wages and benefits
Expendable supplies
Purchased services
Contracted services
Depreciation and amortization
Interest expense

Total operating expenses

Operating income

Nonoperating income and expenses, net:
Contributions
St. Joseph escrow settlement
Equity in net income (loss) of joint ventures
Gain on sale of joint venture interest
Investment income, net
Change in fair value of investments
Change in fair value of undesignated interest rate swaps
Fair value impairment adjustment
Loss on early extinguishment of debt
Other nonoperating losses, net

Excess of revenues over expenses $

2016 2015
3,544,050 3,373,236
(176,198) (145,328)
3,367,852 3,227,908
3,200 3,200
140,958 =
156,939 142,436
3,668,949 3,373,544
1,751,856 1,648,338
674,994 639,828
680,062 512,287
216,562 214,214
200,764 182,231
57,464 58,936
3,581,702 3,255,834
87,247 117,710
3,769 11,385
34,275 —
(298) 8,603
- 39,350
21,111 28,273
(36,443) (30,029)
(78,429) (22,237)
— (11,483)
— (8,794)
(31,033) (37.676)
199 95,102

See accompanying notes to consolidated financial statements.



UNIVERSITY OF MARYLAND MEDICAL SYSTEM CORPORATION

AND SUBSIDIARIES
Consolidated Statements of Changes in Net Assets
Years ended June 30, 2016 and 2015
(In thousands)

Temporarily Permanently
Unrestricted restricted restricted
net assets net assets net assets Total

Balance at June 30, 2014 $ 1,351,895 241,386 36,050 1,629,331
Excess of revenues over expenses 95,102 — —_ 95,102
Capital distribution to minority interest holders (1,011) .- - (1,011)
Investment gains, net — 1,350 29 1,379
State support for capital — 14,261 — 14,261
Contributions, net — 14,597 662 15,259
Net assets released from restrictions used for

operations and nonoperating activities — (5,813) — (5,813)
Net assets released from restrictions used for

purchase of property and equipment 17,654 (17,654) — —
Change in economic and beneficial interests in the

net assets of related organizations — (2,114) e 2,114)
Change in ownership interest of joint ventures (173) (61) - (234)
Amortization of accumulated loss of discontinued

designated interest rate swap 1,812 — - 1,812
Change in funded status of defined benefit

pension plans (7,992) — — (7,992)
Asset reclassifications at request of donor 293 244 (537) —
Other (353) (543) (3) (899)

Increase in net assets 105,332 4,267 151 109,750

Balance at June 30, 2015 1,457,227 245,653 36,201 1,739,081
Excess of revenues over expenses 199 — — 199
Investment gains, net — (968) (52) (1,020)
State support for capital — 4,364 S 4,364
Contributions, net — 15,884 469 16,353
Net assets released from restrictions used for

operations and nonoperating activities — (7,067) — (7,067)
Net assets released from restrictions used for

purchase of property and equipment 10,417 (10,417) — -
Change in economic and beneficial interests in the

net assets of related organizations — (1,545) — (1,545)
Change in ownership interest of joint ventures 566 (36) e 530
Amortization of accumulated loss of discontinued

designated interest rate swap 1,765 — — 1,765
Change in funded status of defined benefit

pension plans (10,643) — — (10,643)
Asset reclassifications at request of donor (847) 400 447 —
Other 596 (3) — 593

Increase in net assets 2,053 612 864 3,529

Balance at June 30, 2016 $ 1,459,280 246,265 37,065 1,742,610

See accompanying notes to consolidated financial statements.



UNIVERSITY OF MARYLAND MEDICAL SYSTEM CORPORATION
AND SUBSIDIARIES

Consolidated Statements of Cash Flows
Years ended June 30, 2016 and 2015
(In thousands)

2016 2015

Cash flows from operating activities:
Increase in net assets $ 3,529 109,750
Adjustments to reconcile increase in net assets to net cash
provided by operating activities:

Depreciation and amortization 200,764 182,231
Provision for bad debts 176,198 145,328
Amortization of bond premium and deferred financing costs 1,944 1,153
Net realized gains and change in fair value of investments 28,046 15,813
Loss on early extinguishment of debt — 8,794
Gain on sale of joint venture interest — (39,350)
Equity in net income of joint ventures 298 (8,603)
Decrease in economic and beneficial interests in
net assets of related organizations 1,545 2,114
Fair value impairment adjustment — 11,483
Change in fair value of interest rate swaps 76,665 20,425
Change in funded status of defined benefit pension plans 10,643 7,992
Restricted contributions, grants and other support (16,353) (15,259)
Change in operating assets and liabilities:
Patient accounts receivable (174,069) (112,846)
Other receivables, prepaid expenses, other current assets
and other assets (45,510) 31,793
Inventories (484) (2,702)
Trade accounts payable, accrued payroll and benefits,
other current liabilities and other long-term liabilities 22,842 14,759
Advances from third-party payors (4,495) 5,600
Net cash provided by operating activities 281,563 378,475

Cash flows from investing activities:
Purchases and sales of investments and assets limited as

to use, net 47,619 73,863
Purchases of alternative investments (120,788) (106,489)
Sales of alternative investments 46,544 41,893
Acquisition of UM Health Plans, net of cash acquired (30,747) —
Purchases of property and equipment (215,691) (208,729)
Distributions from joint ventures 3,031 4,796

Net cash used in investing activities (270,032) (194,666)

6 (Continued)



UNIVERSITY OF MARYLAND MEDICAL SYSTEM CORPORATION
AND SUBSIDIARIES

Consolidated Statements of Cash Flows

Years ended June 30, 2016 and 2015

(In thousands)
2016 2015
Cash flows from financing activities:
Proceeds from long-term debt $ 51,350 86,604
Repayment of long-term debt and capital leases (54,171) (139,347)
Draws on lines of credit, net 35,600 27,400
Payment of debt issuance costs - 1,059
Restricted contributions, grants and other support 16,353 15,259
Net cash provided by (used in) financing activities 49,132 (9,025)
Net increase in cash and cash equivalents 60,663 174,784
Cash and cash equivalents, beginning of year 462,506 287,722
Cash and cash equivalents, end of year $ 523,169 462,506
Supplemental disclosures of cash flow information:
Cash paid during the year for interest, net of amounts capitalized $ 56,478 54,482
Amount included in accounts payable for construction in progress 23,213 32,953
Supplemental disclosures of noncash information:
Capital leases $ 2,309 —

See accompanying notes to consolidated financial statements.
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Notes to Consolidated Financial Statements
June 30, 2016 and 2015

Organization and Summary of Significant Accounting Policies

(@)

Organization

The University of Maryland Medical System Corporation (the Corporation or UMMS) is a private,
not-for-profit corporation providing comprehensive healthcare services through an integrated regional
network of hospitals and related clinical enterprises. UMMS was created in 1984 when its founding
hospital was privatized by the State of Maryland. Over its 30 year history, UMMS evolved into a
multi-hospital system with academic, community and specialty service missions reaching primarily
across Maryland. In continuing partnership with the University of Maryland School of Medicine,
UMMS operates healthcare programs that improve the physical and mental health of thousands of
people each day.

The accompanying consolidated financial statements include the accounts of the Corporation, its
wholly owned subsidiaries, and entities controlled by the Corporation. In addition, the Corporation
maintains equity interests in various unconsolidated joint ventures, which are described in note 4. The
significant operating divisions of the Corporation are described in further detail below.

All material intercompany balances and transactions have been eliminated in consolidation.

Recent Acquisitions & Divestitures

University of Maryland Health Ventures, LLC (UMHYV), a wholly owned subsidiary of UMMS,
acquired 100% of the stock of Riverside Health, Inc. (Riverside) and its affiliates on August 17, 2015
(the Purchase Date). Concurrent with the transaction, Riverside Health, Inc. was renamed University
of Maryland Medical System Health Plans, Inc. (UM Health Plans).

UM Health Plans is a holding company that operates as a managed healthcare and insurance
organization in the State of Maryland and includes the following subsidiaries: Riverside Health of
Maryland, Inc. (RHMI), University of Maryland Health Advantage, Inc., formerly Riverside
Advantage, Inc. (UMHA), Riverside Health of Delaware, Inc. (RHDE), and Riverside Health DC, Inc.

The transaction is described in more detail below.

University of Maryland Medical Center (Medical Center)

The University of Maryland Medical Center, which is a major component of UMMS, is an 816-bed
academic medical center located in Baltimore. The Medical Center has served as the teaching hospital
of the School of Medicine of the University System of Maryland, Baltimore since 1823, While the
Corporation is not affiliated with the University System of Maryland, clinical faculty members of the
School of Medicine serve as medical staff of the Medical Center.

The Medical Center is comprised of two operating divisions: University Hospital, which includes the
Greenebaum Cancer Center, and Shock Trauma Center. University Hospital, which generates
approximately 80% of the Medical Center’s admissions and patient days, is a tertiary teaching hospital
providing over 70 clinical services and programs. The Greenebaum Cancer Center specializes in the
treatment of cancer patients and is a site for clinical cancer research. The Shock Trauma Center, which

8 (Continued)



UNIVERSITY OF MARYLAND MEDICAL SYSTEM CORPORATION
AND SUBSIDIARIES

Notes to Consolidated Financial Statements
June 30, 2016 and 2015

specializes in emergency treatment of patients suffering severe trauma, generates approximately 20%
of admissions and patient days.

The Medical Center’s operations include UniversityCARE, LLC (UCARE), a physician hospital
organization of which the Corporation has a majority ownership interest and therefore consolidates,
and 36 South Paca Street, LLC, a wholly owned subsidiary of the Corporation that operates a
residential apartment building.

The Corporation has certain agreements with various departments of the University of Maryland
School of Medicine concerning the provision of professional and administrative services to the
Corporation and its patients. Total expense under these agreements in the years ended June 30, 2016
and 2015 was approximately $152,155,000 and $146,831,000, respectively.

University of Maryland Rehabilitation and Orthopaedic Institute (ROI)

ROl is comprised of a medical/surgical and rehabilitation hospital in Baltimore with 134 licensed beds,
including 88 rehabilitation beds, 36 chronic care beds, 10 medical/surgical beds, and off-site physical
therapy facilities.

A related corporation, The James Lawrence Kernan Endowment Fund, Inc. (Kernan Endowment), is
governed by a separate, independent board of directors and is required to hold investments and income
derived therefrom for the exclusive benefit of ROI. Accordingly, the accompanying consolidated
financial statements reflect an economic interest in the net assets of the Kernan Endowment.

University of Maryland Medical Center Midtown Campus (Midtown)

Midtown is located in Baltimore city and is comprised of University of Maryland Midtown Hospital
(UM Midtown), a 208-bed acute care hospital and a wholly owned subsidiary providing primary care.

University of Maryland Baltimore Washington Medical System, Inc. (Baltimore Washington)

Baltimore Washington is located in Anne Arundel County, a suburb of Baltimore city, and is a health
system comprised of University of Maryland Baltimore Washington Medical Center (UM Baltimore
Washington), a 319-bed acute care hospital providing a broad range of services, and several wholly
owned subsidiaries providing emergency physician and other services.

Baltimore Washington Medical Center Foundation, Inc. (BWMC Foundation) is governed by a
separate, independent board of directors and is required to hold investments and income derived
therefrom for the exclusive benefit of UM Baltimore Washington. Accordingly, the accompanying
consolidated financial statements reflect an economic interest in the net assets of the BWMC
Foundation.

University of Maryland Shore Regional Health System (Shore Regional)

Shore Regional is a health system located on the Eastern Shore of Maryland. Shore Regional owns
and operates University of Maryland Memorial Hospital (UM Memorial), a 132-bed acute care
hospital providing inpatient and outpatient services in Easton, Maryland; University of Maryland
Dorchester Hospital (UM Dorchester), a 41-bed acute care hospital providing inpatient and outpatient
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June 30,2016 and 2015

services in Cambridge, Maryland; University of Maryland Chester River Hospital Center (UM Chester
River), a 41-bed acute care hospital providing inpatient and outpatient services to the residents of Kent
and Queen Anne’s counties; Shore Emergency Center at Queenstown (Shore Emergency Center), a
free-standing emergency center; Memorial Hospital Foundation (Memorial Foundation), a nonprofit
corporation established to solicit donations for the benefit of UM Memorial; Chester River Health
Foundation (Chester River Foundation), a nonprofit corporation established to solicit donations for the
benefit of UM Chester River; and several other subsidiaries providing various outpatient and home
care services.

Dorchester General Hospital Foundation, Inc. (Dorchester Foundation) is governed by a separate,
independent board of directors to raise funds on behalf of UM Dorchester. Shore Regional does not
have control over the policies or decisions of the Dorchester Foundation, and accordingly, the
accompanying consolidated financial statements reflect a beneficial interest in the net assets of the
Dorchester Foundation.

University of Maryland Charles Regional Health System, Inc. (Charles Regional)

Charles Regional owns and operates University of Maryland Charles Regional Medical Center (UM
Charles Regional), which is comprised of a 121-bed acute care hospital and other community
healthcare resources providing inpatient and outpatient services to the residents of Charles County in
Southern Maryland.

University of Maryland St. Joseph Health System, LLC (St. Joseph)

St. Joseph owns and operates University of Maryland St. Joseph Medical Center (UM St. Joseph), a
232-bed, Catholic acute care hospital located in Towson, Maryland, as well as other subsidiaries
providing inpatient and outpatient services to the residents of Baltimore County.

University of Maryland Upper Chesapeake Health System (Upper Chesapeake)

Upper Chesapeake is a health system located in Harford County, Maryland. Upper Chesapeake’s
healthcare delivery system includes two acute care hospitals, University of Maryland Upper
Chesapeake Medical Center (UM Upper Chesapeake), a 181-bed acute care hospital and University of
Maryland Harford Memorial Hospital (UM Harford Memorial), an 89 — bed acute care hospital; a
physician practice; a captive insurance company; a land holding company; and Upper Chesapeake
Health Foundation.

University of Maryland Medical System Foundation, Inc. (UMMS Foundation)

The UMMS Foundation, a not-for-profit foundation, was established for the purpose of soliciting
contributions on behalf of the Corporation.

University of Maryland Community Medical Group, LLC (CMG)

CMG is a physician network that employs more than 300 primary care physicians, specialists and
advanced practice providers. CMG is a wholly owned subsidiary of UMMS and has over 75 locations
across the state of Maryland.

10 (Continued)
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University of Maryland Medical System Health Plans Inc. (UM Health Plans)

UM Health Plans (formerly Riverside Health Inc.), a Delaware corporation, is a public sector managed
healthcare company based in Baltimore, Maryland. UM Health Plans is the parent company of:
Riverside Health of Maryland, Inc. (RHMI) which provides managed care health coverage to Medicaid
recipients throughout Maryland; University of Maryland Health Advantage, Inc. (UMHA), a Medicare
Advantage Plan; Riverside Health of Delaware Inc. (RHDE) and Riverside Health DC, Inc.

On August 17, 2015, UMHYV, a wholly owned subsidiary of UMMS, purchased all of the outstanding
shares of UM Health Plans for approximately $42,250,000 in cash, net working capital and convertible
promissory notes. In addition, the Stock Purchase Agreement included an earn-out payment clause for
the previous stockholders of UM Health Plans, the final computation of which is not to be determined
until March 31, 2020. This earn-out could result in an undiscounted payment ranging from $7,000,000
to $106,500,000 depending on the performance and membership of both plans. UMHV recorded a
contingent consideration representing a discounted estimate of the future payment of the earn-out
provision of approximately $35,700,000 at the acquisition date, which is included within other
long-term liabilities in the accompanying consolidated balance sheets.

The acquisition was accounted for under the purchase accounting method for business combinations
and the financial position and results of operations of UM Health Plans were consolidated by the
Corporation beginning on August 17, 2015.

The following table summarizes the estimated fair value of UM Health Plan’s assets acquired and
liabilities assumed at August 17, 2015 (the acquisition date).

Assets:
Current assets $ 29,786
Property and equipment 3,750
Goodwill 42,020
Other long-term assets 46,638
Total assets $ 122,194
Liabilities:
Current liabilities $ 28,226
Long-term liabilities 16,249
Total liabilities 44 475
Net assets:
Unrestricted 77,719
Temporarily restricted —
Total net assets 77,719

Total liabilities and
net assets $ 122,194

11 (Continued)
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The following table summarizes the Corporation’s pro forma consolidated results as though the
acquisition date occurred at July 1:

2016 2015

Operating revenues $ 3,685,503 3,503,844

Net operating income 85,969 118,371
Changes in net assets:

Unrestricted 775 105,993

Temporarily restricted 612 4,267

Permanently restricted 864 151

Total changes in net assets $ 2,251 110,411

Basis of Presentation

The consolidated financial statements are prepared on the accrual basis of accounting in accordance
with U.S. generally accepted accounting principles.

Cash Equivalents

Cash and cash equivalents consist of cash and interest-bearing deposits with maturities of three months
or less from the date of purchase.

Investments and Assets Limited as to Use

The Corporation’s investment portfolio is classified as trading, and is reported in the consolidated
balance sheets at its fair value, based on quoted market prices, at June 30, 2016 and 2015. Unrealized
holding gains and losses on trading securities with readily determinable market values are included in
nonoperating income. Investment income, including realized gains and losses, is included in
nonoperating income in the accompanying consolidated statements of operations.

Assets limited as to use include investments set aside at the discretion of the board of directors for the
replacement or acquisition of property and equipment, investments held by trustees under bond
indenture agreements and self-insurance trust arrangements, and assets whose use is restricted by
donors. Such investments are stated at fair value. Amounts required to meet current liabilities have
been included in current assets in the consolidated balance sheets. Changes in fair values of
donor-restricted investments are recorded in temporarily restricted net assets unless otherwise required
by the donor or state law.

Assets limited as to use also include the Corporation’s economic interests in financially interrelated
organizations (note 12).

Alternative investments are recorded under the equity method of accounting. Underlying securities of
these alternative investments may include certain debt and equity securities that are not readily
marketable. Because certain investments are not readily marketable, their fair value is subject to
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additional uncertainty, and therefore values realized upon disposition may vary significantly from
current reported values.

Investments are exposed to certain risks such as interest rate, credit and overall market volatility. Due
to the level of risk associated with certain investment securities, changes in the value of investment
securities could occur in the near term, and these changes could materially differ from the amounts
reported in the accompanying consolidated financial statements.

Inventories

Inventories, consisting primarily of drugs and medical/surgical supplies, are carried at the lower of
cost or market, on a first-in, first-out basis.

Economic Interests in Financially Interrelated Organizations

The Corporation recognizes its rights to assets held by recipient organizations, which accept cash or
other financial assets from a donor and agree to use those assets on behalf of or transfer those assets,
the return on investment of those assets, or both, to the Corporation. Changes in the Corporation’s
economic interests in these financially interrelated organizations are recognized in the consolidated
statements of changes in net assets.

Property and Equipment

Property and equipment are stated at cost, or estimated fair value at date of contribution, less
accumulated depreciation. Depreciation is provided on a straight-line basis over the estimated useful
lives of the depreciable assets using half-year convention. The estimated useful lives of the assets are
as follows:

Buildings 20 to 40 years
Building and leasehold improvements 5 to 20 years
Equipment 3 to 20 years

Interest costs incurred on borrowed funds less interest income earned on the unexpended bond
proceeds during the period of construction are capitalized as a component of the cost of acquiring those
assets.

Gifts of long-lived assets such as land, buildings, or equipment are reported as unrestricted support
unless explicit donor stipulations specify how the donated assets must be used. Gifts of long-lived
assets with explicit restrictions that specify how the assets are to be used and gifts of cash or other
assets that must be used to acquire long-lived assets are reported as restricted support. Absent explicit
donor stipulations about how long those long-lived assets must be maintained, expirations of donor
restrictions are reported when the donated or acquired long-lived assets are placed in service.
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Notes to Consolidated Financial Statements
June 30, 2016 and 2015

Deferred Financing Costs

Costs incurred related to the issuance of long-term debt, which are included in other assets, are deferred
and are amortized over the life of the related debt agreements or the related letter of credit agreements
using the effective interest method.

Goodwill

Goodwill is an asset representing the future economic benefits arising from other assets acquired in a
business combination that are not individually identified and separately recognized. Goodwill is
reviewed for impairment at least annually. A qualitative assessment of whether it is more likely than
not that the fair value of the reporting unit is less than its carrying value is performed, which determines
whether a quantitative goodwill impairment test is necessary. The goodwill impairment test is a
two-step test. Under the first step, the fair value of the reporting unit is compared with its carrying
value (including goodwill). If the fair value of the reporting unit is less than its carrying value, an
indication of goodwill impairment exists for the reporting unit and the entity must perform step two of
the impairment test (measurement). Under step two, an impairment loss is recognized for any excess
of the carrying amount of the reporting unit’s goodwill over the implied fair value of that goodwill.
The implied fair value of goodwill is determined by allocating the fair value of the reporting unit in a
manner similar to a purchase price allocation and the residual fair value after this allocation is the
implied fair value of the reporting unit goodwill. Fair value of the reporting unit is determined using a
discounted cash flow analysis. If the fair value of the reporting unit exceeds its carrying value, step
two does not need to be performed.

No impairment loss was recorded for the years ended June 30, 2016 or 2015.

Contingent Consideration for Business Acquisitions

Acquisitions may include contingent consideration payments based on future financial measures of an
acquired company. Contingent consideration is required to be recognized at fair value as of the
acquisition date. We estimate the fair value of these liabilities based on financial projections of the
acquired companies and estimated probabilities of achievement and discount the liabilities to present
value using a weighted average cost of capital. Contingent consideration is valued using significant
inputs that are not observable in the market which are defined as Level 3 inputs pursuant to fair value
measurement accounting. At each reporting date, the contingent consideration obligation is revalued
to estimated fair value and changes in fair value subsequent to the acquisition are reflected in operating
income in the consolidated statements of operations. Changes in the fair value of contingent
consideration obligations may result from changes in discount periods and rates, changes in the timing
and amount of revenue and/or earnings estimates and changes in probability assumptions with respect
to the likelihood of achieving the various earn-out criteria.

Impairment of Long-Lived Assets

Long-lived assets, such as property, plant, and equipment, and purchased intangibles subject to
amortization, are reviewed for impairment whenever events or changes in circumstances indicate that
the carrying amount of an asset may not be recoverable. Recoverability of assets to be held and used
is measured by comparing the carrying amount of an asset to estimated undiscounted future cash flows
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June 30, 2016 and 2015

expected to be generated by the asset. If the carrying amount of an asset exceeds its estimated future
cash flows, an impairment charge is recognized in the amount by which the carrying amount of the
asset exceeds the fair value of the asset. Assets to be disposed of would be separately presented in the
consolidated balance sheets and reported at the lower of the carrying amount or fair value less costs to
sell, and are no longer depreciated. The assets and liabilities of a disposed group classified as held for
sale would be presented separately in the appropriate asset and liability sections of the consolidated
balance sheets.

No impairment losses were recorded other than those disclosed specifically in the financial statements
for the years ended June 30, 2016 or 2015.

Investments in Joint Ventures

When the Corporation does not have a controlling interest in an entity, but exerts a significant influence
over the entity, the Corporation applies the equity method of accounting.

Self-Insurance

Under the Corporation’s self-insurance programs (general and professional liability, workers’
compensation and employee health and long-term disability benefits), claims are reflected as a present
value liability based upon actuarial estimates and reported and incurred but not reported claims
analysis, taking into consideration the severity of incidents and the expected timing of claim payments.

Net Assets

The Corporation classifies net assets based on the existence or absence of donor-imposed restrictions.
Unrestricted net assets represent contributions, gifts and grants, which have no donor-imposed
restrictions or which arise as a result of operations. Temporarily restricted net assets are subject to
donor-imposed restrictions that must or will be met either by satisfying a specific purpose and/or
passage of time. Permanently restricted net assets are subject to donor-imposed restrictions that must
be maintained in perpetuity. Generally, the donors of these assets permit the use of all or part of the
income earned on related investments for specific purposes. The restrictions associated with these net
assets generally pertain to patient care, specific capital projects and funding of specific hospital
operations and community outreach programs.

Net Patient Service Revenue and Provision for Uncollectible Accounts

Patient service revenue for the Medical Center, ROI, Midtown, Baltimore Washington, Shore
Regional, Charles Regional, St. Joseph, and Upper Chesapeake reflects actual charges to patients based
on rates established by the State of Maryland Health Services Cost Review Commission (HSCRC) in
effect during the period in which the services are rendered, net of contractual adjustments. Contractual
adjustments represent the difference between amounts billed as patient service revenue and amounts
allowed by third-party payors. Such adjustments include discounts on charges as permitted by the
HSCRC. See note 18 for further discussion on the HSCRC and regulated rates.

The Corporation records revenues and accounts receivable from patients and third-party payors at their
estimated net realizable value. Revenue is reduced for anticipated discounts under contractual
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arrangements and for charity care. An estimated provision for bad debts is recorded in the period the
related services are provided based upon anticipated uncompensated care, and is adjusted as additional
information becomes available.

The provision for bad debts is based upon management’s assessment of historical and expected net
collections considering historical business and economic conditions, trends in healthcare coverage,
and other collection indicators. Periodically throughout the year, management assesses the adequacy
of the allowance for uncollectible accounts based upon historical write-off experience by payor
category. The results of this review are then used to make modifications to the provision for bad debts
and to establish an allowance for uncollectible receivables. After collection of amounts due from
insurers, the Corporation follows internal guidelines for placing certain past due balances with
collection agencies.

For receivables associated with services provided to patients who have third-party coverage, the
Corporation analyzes contractually due amounts and provides an allowance for bad debts, allowance
for contractual adjustments, provision for bad debts, and contractual adjustments on accounts for
which the third-party payor has not yet paid or for payors who are known to be having financial
difficulties that make the realization of amounts due unlikely. For receivables associated with self-pay
patients or with balances remaining after the third-party coverage has already paid, the Corporation
records a significant provision for bad debts in the period of service on the basis of its historical
collections, which indicates that many patients ultimately do not pay the portion of their bill for which
they are financially responsible. The difference between the discounted rates and the amounts collected
after all reasonable collection efforts have been exhausted is charged against the allowance for doubtful
accounts. The change in the allowance for doubtful accounts was as follows during the years ended
June 30:

2016 2015
Beginning allowance for doubtful accounts $ (248,054) (210,958)
Plus provision for bad debt (176,198) (145,328)
Less bad debt write-offs 221,954 108,232
Ending allowance for doubtful accounts $ (202,298) (248,054)

The change in the allowance for doubtful accounts during 2016 is attributable to changes in trends
experienced in the collection of the related patient receivables.

The Health Information Technology for Economic and Clinical Health (HITECH) Act was signed into
law in February 2009. In the context of the HITECH Act, certain healthcare entities must implement
a certified Electronic Health Record (EHR) in an effort to promote the adoption and “meaningful use”
of health information technology (HIT). The HITECH Act includes significant monetary incentives
meant to encourage the adaptation of an EHR system. During the years ended June 30, 2016 and 2015,
the Corporation recognized “meaningful use” incentive payments totaling $7,948,000 and
$12,126,000, respectively, which are included in other operating revenue in the consolidated
statements of operations,

16 (Continued)



P)

@

UNIVERSITY OF MARYLAND MEDICAL SYSTEM CORPORATION
AND SUBSIDIARIES

Notes to Consolidated Financial Statements
June 30, 2016 and 2015

Premium Revenue and Medical Claims Expense

Premium revenue consists of amounts received from the State of Maryland and the Centers for
Medicare and Medicaid Services (CMS) by the Corporation’s managed care organization for providing
medical services to subscribing participants, regardless of services actually performed. The managed
care organization provides services primarily to enrolled Medicaid and Medicare beneficiaries. This
revenue is recognized ratably over the contractual period for the provision of services. Medical
expenses of the managed care organization include actuarially determined estimates of the ultimate
costs for both reported claims and claims incurred but unreported and are included in purchased
services on the consolidated statements of operations and changes in net assets.

Charity Care

The Corporation is committed to providing quality healthcare to all, regardless of their ability to pay.
Patients who meet the criteria of its charity care policy receive services without charge or at amounts
less than its established rates. The criteria for charity care consider the household income in relation
to the federal poverty guidelines. The Corporation provides services at no charge for patients with
adjusted gross income equal to or less than 200% of the federal poverty guidelines. For uninsured
patients with adjusted gross income greater than 200% of the federal poverty guidelines, a sliding scale
discount is applied. Income and asset information obtained from patient credit reporting data are used
to determine patients’ ability to pay. The Corporation maintains records to identify and monitor the
level of charity care it furnished under its charity care policy. The charity care policies of the new
affiliates are generally consistent with that of the Corporation’s policy.

Due to the complexity of the eligibility process, the Corporation provides eligibility services to patients
free of charge to assist in the qualification process. These eligibility services include, but are not
limited to, the following:

° Financial assistance brochures and other information are posted at each point of service. When
patients have questions or concerns, they are encouraged to call a toll-free number to reach
customer service representatives during the business day. Financial assistance programs are
published on the Corporation’s Web site and included on the statements provided to patients.

o The Corporation offers assistance to patients in completing the applications for Medicaid or
other government payment assistance programs, or applying for care under the Corporation’s
charity care policy, if applicable. The Corporation also employs an external firm to assist in the
eligibility process.

° Any patient, whether covered by insurance or not, may meet with a UMMS representative and
receive financial counseling from UMMS’ dedicated financial assistance unit.

The Corporation recognizes that a large number of uninsured and insured patients meet the charity
care guidelines but do not respond to the Corporation’s attempts to obtain necessary financial
information. In these instances, the Corporation uses credit reporting data to properly classify these
unpaid balances as charity care as opposed to bad debt expense. Utilization of income and asset
information and credit reporting data indicate the vast majority of amounts reported as provision for
bad debts represent amounts due from patients that would otherwise qualify for charity benefits but do
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not respond to the Corporation’s attempts to obtain the necessary financial information. In these cases,
reasonable collection efforts are pursued, but yield few collections. Amounts determined to meet the
criteria under the charity care policy are not reported as net patient service revenue.

The amounts reported as charity care represent the cost of rendering such services. Costs incurred are
estimated based on the cost-to-charge ratio for each hospital and applied to charity care charges. The
Corporation estimates the total direct and indirect costs to provide charity care were $48,149,000 and
$73,851,000 for the years ended June 30, 2016 and 2015, respectively.

Nonoperating Income and Expenses, Net

Other activities that are only indirectly related to the Corporation’s primary business of delivering
healthcare services are recorded as nonoperating income and expenses, and include investment
income, equity in the net income of joint ventures, general donations and fund-raising activities,
escrow settlements, gains on sale of joint venture interest, changes in fair value of investments, changes
in fair value of undesignated interest rate swaps, settlement payments on interest rate swaps that do
not qualify for hedge accounting treatment, and loss on early extinguishment of debt. Settlement
payments on interest rate swaps were approximately $25,289,000 and $26,241,000 for the years ended
June 30, 2016 and 2015, respectively, and are included in other nonoperating losses on the
accompanying statements of operations.

Derivative Financial Instruments

The Corporation records derivative and hedging activities on the consolidated balance sheets at their
respective fair values.

The Corporation utilizes derivative financial instruments to manage its interest rate risks associated
with long-term tax-exempt debt. The Corporation does not hold or issue derivative financial
instruments for trading purposes.

The Corporation’s specific goals are to (a) manage interest rate sensitivity by modifying the repricing
or maturity characteristics of some of its tax-exempt debt, and (b) lower unrealized appreciation or
depreciation in the market value of the Corporation’s fixed-rate tax-exempt debt when that market
value is compared with the cost of the borrowed funds. The effect of this unrealized appreciation or
depreciation in market value, however, will generally be offset by the income or loss on the derivative
instruments that are linked to the debt.

The Corporation formally documents all hedge relationships between hedging instruments and hedged
items, as well as its risk-management objective and strategy for undertaking various hedge
transactions. On the date the derivative contract is entered into, the Corporation may designate the
derivative as either a hedge of the fair value of a recognized or forecasted liability (fair value hedge)
or a hedge of the variability of cash flows to be received or paid related to a recognized liability (cash
flow hedge), provided the derivative instrument meets certain criteria related to its effectiveness. This
process includes linking all derivatives that are designated as fair value or cash flow hedges to specific
liabilities on the consolidated balance sheets. The Corporation also formally assesses, both at the
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hedge’s inception and on an ongoing basis, whether the derivatives that are used in hedging
transactions are highly effective in offsetting changes in fair values or cash flows of hedged items.

All derivative instruments are reported as other assets or interest rate swap liabilities in the
consolidated balance sheets and measured at fair value. Derivatives not designated as hedges or not
meeting effectiveness criteria are carried at fair value with changes in the fair value recognized in other
nonoperating income and expenses.

The Corporation discontinues hedge accounting prospectively when it determines that the derivative
is no longer effective in offsetting changes in the fair value or cash flows of a hedged item, when the
derivative expires or is sold, terminated or exercised, or when management determines that designation
of the derivative as a hedge instrument is no longer appropriate. When hedge accounting is
discontinued and the derivative remains outstanding, all subsequent changes in fair value of the
derivative are included in the excess of revenues over expenses.

Changes in the fair value of derivative instruments are included in or excluded from the excess of
revenues over expenses depending on the use of the derivative and whether it qualifies for hedge
accounting treatment. Changes in the fair value of a derivative that is designated and qualifies as a fair
value hedge, along with the changes in the fair value of the hedged item related to the risk being
hedged, are included in the excess of revenues over expenses. Changes in the fair value of a derivative
that is designated as a cash flow hedge are excluded from the excess of revenues over expenses to the
extent that the hedge is effective until the excess of revenues over expenses is affected by the variability
of cash flows in the hedged transaction. Changes in the fair value that relate to ineffectiveness are
included in the excess of revenues over expenses as interest expense.

Excess of Revenue over Expenses

The consolidated statements of operations includes a performance indicator, excess of revenue over
expenses. Changes in unrestricted net assets that are excluded from the performance indicator,
consistent with industry practice, include contributions of long-lived assets (including assets acquired
using contributions, which, by donor restrictions, were to be used for the purpose of acquiring such
assets), pension-related changes other than net periodic pension costs, change in the fair value of
derivatives that qualify for hedge accounting, and other items that are required by generally accepted
accounting principles to be reported separately.

Income Taxes

The Corporation and most of its subsidiaries are not-for-profit corporations formed under the laws of
the State of Maryland, organized for charitable purposes and recognized by the Internal Revenue
Service as tax-exempt organizations under Section 501(c)(3) of the Internal Revenue Code pursuant
to Section 501(a) of the Code. The effect of the taxable status of its for-profit subsidiaries is not
material to the consolidated financial statements.

The Corporation has net operating loss carryforwards on for-profit and unrelated business activities of
approximately $51,888,000 as of June 30, 2016, which expire at various dates through 2031. The
Corporation’s remaining deferred tax assets, which consist primarily of the net operating loss
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carryforwards, of approximately $20,755,000 at June 30, 2016 are fully reserved as they are not
expected to be utilized. The Corporation has a deferred tax liability in the amount of $17,361,000
related to indefinite lived intangibles, at June 30, 2016, which is included in other long-term liabilities
on the accompanying consolidated balance sheets.

The Corporation follows a threshold of more-likely than-not for recognition and derecognition of tax
positions taken or expected to be taken in a tax return. Management does not believe that there are any
unrecognized tax benefits that should be recognized.

Donor-Restricted Gifts

Unconditional promises to give cash and other assets to the Corporation are reported at fair value at
the date the promise is received. Conditional promises to give and indications of intentions to give are
reported at fair value at the date the promise becomes unconditional. Contributions are reported as
either temporarily or permanently restricted support if they are received with donor stipulations that
limit the use of the donated assets. When a donor restriction is satisfied, temporarily restricted net
assets are reclassified as unrestricted net assets and reported in the consolidated statements of
operations as net assets released from restrictions. Such amounts are classified as other revenue or
transfers and additions to property and equipment.

Contributions to be received after one year are discounted at an appropriate discount rate
commensurate with the risks involved. An allowance for uncollectible contributions receivable is
provided based upon management’s judgment including such factors as prior collection history, type
of contributions, and nature of fund-raising activity.

The Corporation follows accounting guidance for classifying the net assets associated with
donor-restricted endowment funds held by organizations that are subject to an enacted version of the
Uniform Prudent Management Institutional Funds Act of 2006 (UPMIFA).

Fair Value Measurements

The following methods and assumptions were used by the Corporation in estimating the fair value of
its financial instruments:

Cash and cash equivalents, accounts receivable, assets limited as to use, investments, trade accounts
payable, accrued payroll and benefits, other accrued expenses and advances from third-party payors
— The carrying amounts reported in the consolidated balance sheets approximate the related fair values.

Pension plan assets — The Corporation applies Accounting Standards Update (ASU) 2009-12, Fair
Value Measurements and Disclosures (Topic 820): Investments in Certain Entities That Calculate Net
Asset per Share (or Its Equivalent), to its pension plan assets. The guidance permits, as a practical
expedient, fair value of investments within its scope to be estimated using the net asset value or its
equivalent. The alternative investments classified within Level 3 of the fair value hierarchy have been
recorded using the Net Asset Value (NAV).
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Long-term debt — The fair value of the long-term debt issued through the Maryland Health and Higher
Educational Facilities Authority (Authority or MHHEFA), based on quoted market prices, at June 30,
2016 and 2015, was approximately $1,485,865,000 and $1,472,007,000, respectively. The carrying
amounts of other long-term debt reported in note 7 and on the consolidated balance sheets approximate
the related fair values.

The Corporation discloses its financial assets, financial liabilities and fair value measurements of
nonfinancial items according to the fair value hierarchy required by GAAP that prioritizes the inputs
to valuation techniques used to measure fair value. The hierarchy gives the highest priority to
unadjusted quoted market prices in active markets for identical assets or liabilities (Level 1
measurement) and the lowest priority to measurements involving significant unobservable inputs
(Level 3 measurements). The three levels of the fair value hierarchy are as follows:

o Level 1 inputs are quoted market prices (unadjusted) in active markets for identical assets or
liabilities that the Corporation has the ability to access at the measurement date.

° Level 2 inputs are inputs other than quoted market prices including within Level 1 that are
observable for the asset or liability, either directly or indirectly. If the asset or liability has a
specified (contractual) term, a Level 2 input must be observable for substantially the full term
of the asset or liability.

o Level 3 inputs are unobservable inputs for the asset or liability.

Assets and liabilities classified as Level 1 are valued using unadjusted quoted market prices for
identical assets or liabilities in active markets. The Corporation uses techniques consistent with the
market approach and the income approach for measuring fair value of its Level 2 and Level 3 assets
and liabilities. The market approach is a valuation technique that uses prices and other relevant
information generated by market transactions involving identical or comparable assets or liabilities.
The income approach generally converts future amounts (cash flows or earnings) to a single present
value amount (discounted).

The level in the fair value hierarchy within which a fair measurement in its entirety falls is based on
the lowest level input that is significant to the fair value measurement in its entirety.

As of June 30, 2016 and 2015, the Level 2 assets and liabilities listed in the fair value hierarchy tables
below utilize the following valuation techniques and inputs:

(i) Cash Equivalents

The fair value of investments in cash equivalent securities, with maturities within three months
of the date of purchase, is determined using techniques that are consistent with the market
approach, Significant observable inputs include reported trades and observable broker-dealer
quotes.
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(ii) U.S. Government and Agency Securities

The fair value of investments in U.S. government, state, and municipal obligations is primarily
determined using techniques consistent with the income approach. Significant observable inputs
to the income approach include data points for benchmark constant maturity curves and spreads.

(iii) Corporate Bonds

The fair value of investments in U.S. and international corporate bonds, including commingled
funds that invest primarily in such bonds, and foreign government bonds is primarily determined
using techniques that are consistent with the market approach. Significant observable inputs
include benchmark yields, reported trades, observable broker-dealer quotes, issuer spreads, and
security specific characteristics, such as early redemption options.

(iv) Collateralized Corporate Obligations

The fair value of collateralized corporate obligations is primarily determined using techniques
consistent with the income approach, such as a discounted cash flow model. Significant
observable inputs include prepayment speeds and spreads, benchmark yield curves, volatility
measures, and quotes.

(v) Derivative Liabilities

The fair value of derivative contracts is primarily determined using techniques consistent with
the market approach. Derivative contracts include interest rate, credit default, and total return
swaps. Significant observable inputs to valuation models include interest rates, treasury yields,
volatilities, credit spreads, maturity and recovery rates.

Commitments and Contingencies

Liabilities for loss contingencies arising from claims, assessments, litigation, fines, penalties and other
sources are recorded when it is probable that a liability has been incurred and the amount can be
reasonably estimated. Legal costs incurred in connection with loss contingencies are expensed as
incurred.

Use of Estimates

The preparation of consolidated financial statements in conformity with U.S. generally accepted
accounting principles requires management to make estimates and assumptions that affect the reported
amounts of assets and liabilities and disclosure of contingent assets and liabilities at the date of the
consolidated financial statements and the reported amounts of revenues and expenses during the
reporting period. Actual results could differ from those estimates.
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New Accounting Pronouncements

The Financial Accounting Standards Board (FASB) issued Accounting Standards update
(ASU) 2014-09, Revenue from Contracts with Customers (Topic 606). This ASU establishes principles
for reporting useful information to users of financial statements about the nature, amount, timing, and
uncertainty of revenue and cash flows arising from the entity’s contracts with customers. The ASU
requires that an entity recognizes revenue to depict the transfer of promised goods or services to
customers in an amount that reflects the consideration to which the entity expects to be entitled in
exchange for those goods or services. ASU 2014-09 is effective for fiscal year 2019. The Corporation
expects to record a decrease in net patient service revenue related to self-pay patients and a
corresponding decrease in bad debt expense upon the adoption of the standard.

The FASB issued ASU 2015-03, Interest — Imputation of Interest. This ASU requires that debt
issuance costs related to a recognized debt liability be presented in the balance sheet as a direct
deduction from the carrying amount of that debt liability, consistent with debt discounts. The
recognition and measurement guidance for debt issuance costs are not affected by the amendments in
this ASU. ASU 2015-03 is effective for fiscal year 2017. The Corporation does not anticipate that the
adoption of this ASU will have a material impact on its financial position or its results of operations.

The FASB issued ASU 2015-07, Fair Value Measurement (Topic 820) Disclosures for Investments in
Certain Entities that Calculate Net Asset Value per Share. This ASU removes the requirement to
categorize within the fair value hierarchy all investments for which fair value is measured using the
net asset value per share practical expedient. The amendments also remove the requirement to make
certain disclosures for all investments that are eligible to be measured at fair value using the net asset
value per share practical expedient. Rather, those disclosures are limited to investments for which the
entity has elected to measure the fair value using that practical expedient. ASU 2015-07 is effective
for fiscal year 2017. The Corporation does not anticipate that the adoption of this ASU will have a
material impact on its financial position or its results of operations.

The FASB issued ASU No. 2016-02, Leases (ASU 2016-02), which will require lessees to recognize
most leases on-balance sheet, increasing their reported assets and liabilities — sometimes very
significantly. This update was developed to provide financial statement users with more information
about an entity’s leasing activities, and will require changes in processes and internal controls. The
adoption of ASU 2016-02 is effective fiscal year 2020, and will require application of the new guidance
at the beginning of the earliest comparable period presented. Early adoption is permitted. The
Corporation is in the process of assessing the impact the adoption of this standard will have on the
consolidated financial statements.

The FASB issued ASU No. 2016-14, Not-for-Profit Entities (ASU 2016-14), to improve the current
net asset classification requirements and information presented in financial statements and notes about
a not-for-profit entity’s liquidity, financial performance, and cash flows. This update requires
not-for-profit entities to present two classes of net assets (net assets with donor restrictions and net
assets without donor restrictions), rather than the three classes of net assets currently required, and
other qualitative information regarding the entity’s liquidity, financial performance, and cash flows.
The amendments in this update are effective for annual financial statements issued for fiscal years
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beginning after December 15, 2017 and for interim periods within fiscal years beginning after
December 15, 2018. Early adoption is permitted. The Corporation is in the process of assessing the
impact the adoption of this standard will have on the consolidated financial statements.

(2) Investments and Assets Limited as to Use

The carrying values of assets limited as to use were as follows at June 30 (in thousands):

2016 2015
Investments held for collateral $ 177,998 119,320
Debt service and reserve funds 66,712 64,588
Construction funds — held by trustee - - 7,852
Construction funds — held by the Corporation 41,986 119,782
Board designated funds 117,502 231,945
Self-insurance trust funds 154,327 150,052
Funds restricted by donors 55,181 56,033
Economic and beneficial interests in the net assets of
related organizations (note 12) 187,885 189,430

Total assets limited as to use 801,591 939,002
Less amounts available for current liabilities (51,412) (50,417)

Total assets limited as to use, less current portion  § 750,179 888.585

The carrying values of assets limited as to use were as follows at June 30, 2016 (in thousands):

Debt
service Economic
Inves tments and Board Self- Funds and
held for reserve Construction  designated insurance restricted beneficial
collateral funds funds funds trust funds by donors interests Total
Cash end cash equivalents  § 52,568 41,826 32,385 16,656 11,178 7,567 - 162,180
Corporate bonds — - 680 18,212 2,904 6,690 — 28,486
Collateralized corporate
obligations - - 91 45 — 153 - 289
U.S. govemment
and agency securities 125,430 24,886 268 133 204 449 —_ 151,370
Common stocks,
including mutual funds — — 2513 46,114 — 16,601 — 65,228
Altemative investments — — 6,049 36,342 - 23,721 — 66,112
Assets held by other
organizations — — — — 140,041 — 187,885 327,926
Total assets
limited
astouse § 177,998 66,712 41,986 117,502 154,327 55,181 187,885 801,591
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The carrying values of assets limited as to use were as follows at June 30, 2015 (in thousands):

Debt
service Economic
Inves tments and Board Self- Funds and
held for reserve Construction  designated insurance restricted beneficial
collateral funds funds funds trust funds by donors interes is Total
Cash and cash equivalents  § — 31,799 94,556 36,570 9,835 6,615 — 179,375
Corporate bonds — — 3,292 39,071 2434 8,783 — 53,580
Collateralized corporate
obligations — —_ 931 736 — 65 — 1,732
U.S. govemnment
and agency securities 119,320 32,789 1,783 19,557 645 125 — 174,219
Common stocks,
including mutual funds — — 10,146 85,272 — 23,313 — 118,731
Altemative investments — — 16,926 50,739 — 17,132 — 84,797
Assets held by other
organizations — — — — 137,138 — 189,430 326,568
Total assets
limited
astouse § 119,320 64,588 127,634 231,945 150,052 56,033 189,430 939,002

Self-insurance trust funds include amounts held by the Maryland Medicine Comprehensive Insurance
Program (MMCIP) for payment of malpractice claims. These assets consist primarily of stocks, fixed-income
corporate obligations, and alternative investments. MMCIP is a funding mechanism for the Corporation’s
malpractice insurance program. As MMCIP is not an insurance provider, transactions with MMCIP are
recorded under the deposit method of accounting. Accordingly, the Corporation accounts for its participation
in MMCIP by carrying limited-use assets representing the amount of funds contributed to MMCIP and
recording a liability for claims, which is included in other current and other long-term liabilities in the
accompanying consolidated balance sheets.

The carrying values of investments not limited as to use were as follows at June 30 (in thousands):

2016 2015

Cash and cash equivalents $ 42,382 9,404
Corporate bonds 52,118 49,567
Collateralized corporate obligations 5,567 12,543
U.S. government and agency securities 19,274 25,594
Common stocks 158,936 150,761
Alternative investments 367,200 253,062

$ 645,534 500,931

Alternative investments include hedge fund, private equity, and commingled investment funds, which are
valued using the equity method of accounting. The majority of these alternative investments are subject to
30 day or less notice requirements and are available to be redeemed on at least a monthly basis. There are
funds, totaling approximately $6,000,000, which are subject to 31-60 day notice requirements and can be
redeemed on at least a monthly basis. Of the funds with 31-60 day notice requirements, approximately
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$3,700,000 are subject to lockup restrictions and are not available to be redeemed until certain time
restrictions are met, which range from one to three years. Other funds, totaling approximately $80,700,000,
are subject to over 60-day notice requirements and can be redeemed monthly, quarterly, or annually. Of the
funds with over 60-day notice requirements, approximately $17,700,000 are subject to lockup restrictions
and are not available to be redeemed until certain time restrictions are met, which range from one to
three years. In addition, there are approximately $9,200,000 of other funds that are subject to lockup
restrictions and are not available to be redeemed until certain time restrictions are met, which range from
one to three years.

The following table presents investments and assets limited as to use that are measured at fair value on a
recurring basis excluding alternative investments in the amount of $367,200 and $66,112, respectively,
which are accounted for under the equity method, at June 30, 2016 (in thousands):

Level 1 Level 2 Level 3 Total
Assets:
Investments:
Cash and cash equivalents $ 42,382 — — 42,382
Corporate bonds 39,215 12,960 — 52,175
Collateralized corporate
obligations — 5,567 - 5,567
U.S. government and
agency securities 8,879 10,395 — 19,274
Common and preferred
stocks, including
mutual funds 158,817 119 — 158,936
249,293 29,041 — 278.334
Assets limited as to use:
Cash and cash equivalents 120,371 41,809 — 162,180
Corporate bonds 25,137 3,349 — 28,486
Collateralized corporate
obligations - 289 — 289
U.S. government and agency
securities 125,922 25,448 - 151,370
Common and preferred
stocks, including
mutual funds 65,228 — — 65,228
Investments held by other
organizations — 327,926 — 327,926
336,658 398.821 — 735,479
$ 585,951 427,862 — 1,013,813
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The following table presents investments and assets limited as to use that are measured at fair value on a
recurring basis excluding alternative investments in the amount of $253,062 and $84,797, respectively,

which are accounted for under the equity method, at June 30, 2015 (in thousands):

Assets:
[nvestments:

Cash and cash equivalents

Corporate bonds

Collateralized corporate
obligations

U.S. government and
agency securities

Common and preferred
stocks, including
mutual funds

Assets limited as to use:
Cash and cash equivalents
Corporate bonds
Collateralized corporate

obligations
U.S. government and agency
securities
Common and preferred
stocks, including
mutual funds
Investments held by other
organizations

Level 1 Level 2 Total
$ 9,404 — 9,404
32,513 17,054 49,567
— 12,543 12,543
19,792 5,802 25,594
150,761 — 150,761
212,470 35,399 247.869
139,726 39,649 179,375
48,791 4,789 53,580
— 1,732 1,732
139,984 34,235 174,219
118,731 — 118,731
— 326,568 326,568
447.232 406,973 854,205
$ 659,702 442,372 1,102,074

Changes to Level 1 and Level 2 securities between June 30, 2016 and 2015 were the result of strategic
investments and reinvestments, interest income earnings, and changes in the fair value of investments.
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The Corporation’s total return on its investments and assets limited as to use was as follows for the years
ended June 30 (in thousands):

2016 2015
Dividends and interest, net of fees $ 11,694 15,436
Net realized gains 11,559 15,277
Change in fair value of trading securities (39,605) (31,090)
Total investment return $ (16.352) (377)

Total investment return is classified in the consolidated statements of operations as follows for the years
ended June 30 (in thousands):

2016 2015
Nonoperating investment income $ 21,111 28,273
Change in fair value of unrestricted investments (36,443) (30,029)
Investment gains on restricted net assets (1,020) 1.379
Total investment return $ (16,352) (377)

Investment return does not include the returns on the economic interests in the net assets of related
organizations, the returns on the self-insurance trust funds, returns on undesignated interest rates swaps, or
the returns on certain construction funds where amounts have been capitalized.

Property and Equipment

The following is a summary of property and equipment at June 30 (in thousands):

2016 2015

Land $ 142,256 140,549
Buildings 1,465,218 1,468,578
Building and leasehold improvements 775,638 698,128
Equipment 1,596,086 1,365,897
Construction in progress 119,031 220,407
4,098,229 3,893,559

Less accumulated depreciation and amortization (2,011,683) (1,835,430)
$ 2,086,546 2,058,129

Interest cost capitalized was $0 for the years ended June 30, 2016 and 2015.

Remaining commitments on construction projects were approximately $47,591,000 at June 30, 2016.
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Construction in progress includes building and renovation costs for assets that have not yet been placed into
service. These costs relate to major construction projects as well as routine renovations under way at the

Corporation’s facilities.

Depreciation expense was $200,764,000 and $182,231,000, for the years ended June 30, 2016 and 2015,

respectively.

Investments in Joint Ventures

The Corporation has investments of $71,906,000 and $74,600,000 at June 30, 2016 and 2015, respectively,
in the following unconsolidated joint ventures:

Ownership percentage

Joint venture Business purpose FY2016 FY2015
Shipley’s Imaging Center, LLC Freestanding imaging center 50% 50%
Maryland Care, Inc. Managed care organization (b) 20
Innovative Health Services, LLC Third-party insurance claims
processor 50 50
NAH/Sunrise of Severna Park, LLC Senior living facility (a) (a)
Terrapin Insurance
Company (Terrapin) Healthcare professional
liability insurance
company 50 50
Mt. Washington Pediatric Hospital, Inc.
(Mt. Washington) Healthcare services 50 50
Central Maryland Radiation
Oncology Center LLC Healthcare services 50 50
Chesapeake-Potomac
Healthcare Alliance Healthcare services 33 33
Civista Ambulatory
Surgery Center, Inc. Ambulatory surgical services 50 50
NRH/CPT/St. Mary’s/Civista Regional
Rehab, LLC Medical rehabilitative and
therapy services 15 15
UM SIMC Choice One
Urgent Care Centers Urgent Care Centers 25 —
UM UCHS Choice One
Urgent Care Centers Urgent Care Centets 49 —
UM SRH Choice One
Urgent Care Centers Urgent Care Centers 49 —
Maryland eCare, LLC Remote monitoring
technology 14 14
29 (Continued)



UNIVERSITY OF MARYLAND MEDICAL SYSTEM CORPORATION
AND SUBSIDIARIES

Notes to Consolidated Financial Statements
June 30, 2016 and 2015

Ownership percentage

Joint venture Business purpose FY2016 FY2015
MRI at St. Joseph Medical
Center, LLC Healthcare services 51% 51%
Advanced/Upper Chesapeake
Health Center, LLC Imaging Center 10 10

(a) UMMS sold its 50% ownership interest during June 2015.

(b) UMMS sold its 20% ownership interest during August 2015,

The Corporation recorded equity in net income (losses) of $(298,000) and $8,603,000 related to these joint
ventures for the years ended June 30, 2016 and 2015, respectively.

During the year ended June 30, 2015, the Corporation sold its interest in North Arundel Senior Living, LLC
and NAH/Sunrise of Severna Park, LLC (collectively referred to as Sunrise) and recognized a gain of
approximately $39,500,000, which is recorded as a gain on sale of joint venture in the accompanying
consolidated statements of operations.

The following is a summary of the Corporation’s joint ventures’ combined unaudited condensed financial
information as of and for the years ended June 30 (in thousands):

Current assets
Noncurrent assets

Total assets

Current liabilities
Noncurrent liabilities
Net assets

Total liabilities
and net assets

Total operating revenue

Total operating expenses

Total nonoperating
gains/(losses), net

Contributions from owners

Other changes in net
assets, net

Increase in net
assets

$

2016
Mt,

Washington Terrapin ~ Choice One* Others Total
24,976 9,513 2,759 19,184 56,432
83,436 199,572 3,620 16,121 302,749

108,412 209,085 6.379 35,305 359,181
14,437 105 448 4,947 19,937
8,492 207,030 32 972 216,526
85,483 1,950 5,899 29,386 122,718
108,412 209,085 6,379 35,305 359.181
56,811 34,150 2,659 57,925 151,545
(53,853) (31,515) (3,137) (52,071) (140,576)
455 (2,635) (6) (5,560) (7,746)

— — 1,365 (3,971) (2,606)
(1,516) — 5,018 (1,552) 1,950
1,897 — 5,899 (5,229) 2,567

* Choice One is the combination of UM SIMC, UM UCHS, and UM SRH Choice One Urgent Care

Centers
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2015
Mt.
Washington Terrapin Others Total
Current assets $ 25,755 6,383 220,873 253,511
Noncurrent assets 79,335 192,522 90,715 362,572
Total assets $ 105,090 199,405 311,588 616,083
Current liabilities $ 13,850 638 173,772 188,260
Noncurrent liabilities 7,971 196,817 1,535 206,323
Net assets 83,269 1,950 136,281 221,500
Total liabilities
and net assets  § 105,090 199,405 311,588 616,083
Total operating revenue $ 59,131 39,598 756,934 855,663
Total operating expenses (54,086) (41,228) (718,161) (813,475)
Total nonoperating
gains/(losses), net 633 1,630 (13,566) (11,303)
Contributions from owners — - (9,079) (9,079)
Other changes in net
assets, net (494) — (331) (825)
Increase in net
assets $ 5,184 — 15,797 20,981

Leases

The Corporation rents various equipment and facility space. Rent expense under these operating leases for
the years ended June 30, 2016 and 2015 was approximately $24,594,000 and $26,684,000, respectively.

Future noncancelable minimum lease payments under operating leases are as follows for the years ending

June 30 (in thousands):

2017
2018
2019
2020
2021
Thereafter
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$ 12,177
9,537
9,191
6,775
6,133
17,928

$ 61,741
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The Corporation rents property used for administration under a 99-year lease. The lease was recorded as a
capital lease, and the Corporation recorded assets at their respective fair values of $3,770,000 and
$29,230,000 for land and buildings, respectively. The lease includes an option for the Corporation to
purchase the property during the period from April 20, 2017 to February 28, 2021 for a purchase price of not
less than $37,000,000 but not more than $45,000,000 as determined by appraisals. In addition, the lease
agreement includes a put option exercisable through February 28, 2021, whereby the lessor may require the
Corporation to purchase the building for $37,000,000. As of June 30, 2016 and 2015, amounts of
$36,744,000 and $36,353,000, respectively, representing obligations under the lease, have been recorded in
other current liabilities.

As of June 30, 2016, amounts of $2,095,000 and $16,043,000 representing obligations under all other capital
leases are included in other current liabilities and other long-term liabilities, respectively.

The following is a summary of all property and equipment under capital leases at June 30 (in thousands):

2016 2015
Land $ 3,770 3,770
Buildings 29,230 29,230
Equipment 23,899 23,223
56,899 56,223
Less accumulated amortization (12,338) (10,864)
$ 44,561 45,359

Future minimum lease payments under capital leases, together with the present value of the net minimum
lease payments, are as follows as of June 30, 2016 (in thousands):

2017* $ 42,544
2018 2,526
2019 2,024
2020 2,023
2021 1,164
Thereafter 14,774
Total minimum lease

payments 65,055

Less amounts representing interest (10,174)

Present value of net minimum
lease payments $ 54,881

* Presumes that the put option on the 99-year lease is
exercised by the lessor.
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(6) Lines of Credit

Lines of credit outstanding are as follows as of the years ended June 30 (in thousands):

2016
Interest rate
as of
Line Interest rate June 30, Date of Total Outstanding
number calculation 2016 expiration available amount

1 Annually
1-mo LIBOR + 2.20% 2.30% renewing 75,000 75,000
2 1,2 or 3 month LIBOR + 0.75% 3.50 10/3/2016 20,000 20,000
3 1-mo LIBOR + 0.20% — 4/30/2016 S —

4 Annually
1-mo LIBOR + 2.20% — renewing — —
5 Prime + 0.50% - 5/31/2016 — —
6 Prime, LIBOR (1, 2, 3 or 6 month) or — — —

LIBOR w/daily reset 1/13/2016
7 1-mo LIBOR + 0.75% 1.24 12/31/2016 60,000 60,000
8 1-mo LIBOR + 0.85% 1.27 3/28/2017 25,000 25,000
Total lines of credit 180,000 180,000

2015
Interest rate
as of
Line Interest rate June 30, Date of Total Outstanding
number calculation 2015 expiration available amount

1 Annually
1-mo LIBOR +2.20% 2.39% renewing 20,000 7,500
2 1,2 or 3 month LIBOR + 0.75% 0.94 7/15/2016 20,000 20,000
3 1-mo LIBOR + 0.20% 0.99 4/30/2016 10,000 10,000

4 Annually
1-mo LIBOR +2.20% 239 renewing 5,000 —
5 Prime + 0.50% 375 5/31/2016 12,000 12,000

6 Prime, LIBOR (1, 2, 3 or 6 month) or

LIBOR w/daily reset 325 1/13/2016 10,000 10,000
7 1-mo LIBOR + 0.75% 0.94 12/31/2015 60,000 60,000
8 1-mo LIBOR + 0.85% 1.04 3/29/2016 25,000 24,900
Total lines of credit 162,000 144,400
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Long-Term Debt and Other Borrowings

Long-term debt consists of the following at June 30 (in thousands):

MHHEFA project revenue bonds:

Corporation issue, payments due annually on July 1:

Series 2015 Bonds
Series 2013 Bonds
Series 2012A-D Bonds
Series 2010 Bonds
Series 2008D/E Bonds
Series 2008F Bonds
Series 2007A Bonds
Series 2005 Bonds
Series 1991B Bonds
Upper Chesapeake issue, payments due
annually on January 1:

Series 2011B/C Bonds

Series 2011A Bonds
Other long-term debt:
UCHS Term Loan
Charles County Government

Community Bank note
payable
O’Dea Medical Arts L.P. mortgage
Term loans
Other loans and notes payable

Total debt
Less current portion of long-term debt
Less short-term financing
Less long-term debt subject to
short-term remarketing agreements

Plus unamortized premiums and
discounts, net

| Mandatory purchase options are due in the following (fiscal years), unless the bank and the Obligated
Group agree to an extension: Series 2012A (2023), 2012B&C (2018), 2012D (2020), 2011A (2022),

2011B (2022), and 2011C (2018).

Payable in
Interest fiscal
rate year(s) 2016 2015
2.00%—5.00% 2016-2042 § 79,010 80,145
2.00%—5.00% 20142044 350,300 353,650
Variable rate 2014-2042' 213,200 214,290
2.50%5.25% 2011-2040 209,675 215,465
Variable rate 2025-2042 105,000 105,000
4.00%—5.25% 2009-2024 46,360 53,510
Variable rate 2008-2035 87,750 90,295
4.00%-5.50% 2006-2032 119,675 121,225
7.00% 1992-2023 21,840 23,350
Variable rate 2013-2040" 108,929 111,129
3.67% 2012-2043' 47,090 48,095
Variable rate 2017 150,000 150,000
Monthly,
3.05 2004-2021 5,456 6,486
Monthly,
4,50 2014-2024 4,696 5,218
4.66 2009-2019 8,869 9,081
1.62%-3.95% 2009-2022 60,018 30,557
3.25%7.00% Monthly,
1991-2025 2,498 2,975
1,620,366 1,620,471
37,592 33,298
150,000 —
32,515 51,732
1,400,259 1,535,441
22,345 23,703
$ 1,422,604 1,559.144
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Pursuant to an Amended and Restated Master Loan Agreement dated August 1, 2012 (UMMS Master Loan
Agreement), the Corporation and several of its subsidiaries have issued debt through MHHEFA.. As security
for the performance of the bond obligation under the Master Loan Agreement, the Authority maintains a
security interest in the revenue of the obligors. The UMMS Master Loan Agreement contains certain
restrictive covenants. These covenants require that rates and charges be set at certain levels, limit incurrence
of additional debt, require compliance with certain operating ratios and restrict the disposition of assets.

The Obligated Group under the UMMS Master Loan Agreement includes the Medical Center, ROI, UM
Midtown, UM Baltimore Washington, Shore Health (UM Memorial and UM Dorchester), UM Chester
River, UM Charles Regional, UM St. Joseph, UM Upper Chesapeake, UM Harford Memorial, and the
UMMS Foundation. Each member of the Obligated Group is jointly and severally liable for the repayment
of the obligations under the UMMS Master Loan Agreement.

Under the terms of the UMMS Master Loan Agreement and other loan agreements, certain funds are required
to be maintained on deposit with the Master Trustee to provide for repayment of the obligations of the
Obligated Group (note 2).

In May 2015, the Corporation refunded $45,000,000 of the Series 2006A Bonds and $49,485,000 of the
Series 2008C — UCHS Bonds. The refunding was completed using the proceeds of a new $80,145,000 fixed
rate MHHEFA bond issue (the Series 2015 Bonds).

The Corporation has a term loan in the amount of $150,000,000 related to the acquisition of Upper
Chesapeake, which expires on December 10, 2016. The Corporation intends to refinance this obligation prior
to its maturity date, and has classified this obligation as a short-term financing and long-term debt at June 30,
2016 and 2015, respectively, in the consolidated balance sheets.

The payment of principal and interest on the Corporation’s issue Series 1991B Bonds and its Series 2005
Bonds are each insured under a financial guaranty insurance policy. These policies insure the payment of
principal, sinking fund installments and interest on the corresponding bonds. The insurance policies require
the Obligated Group to adhere to the same covenants as those in the UMMS Master Loan Agreement.

The aggregate annual future maturities of long-term debt according to the original terms of the Master Loan
Agreement and all other loan agreements are as follows for the years ending June 30 (in thousands):

2017 $ 187,592
2018 38,860
2019 48,917
2020 41,665
2021 65,507
Thereafter 1,237,825

$ 1,620,366

The Corporation’s Series 2007A and 2008D-E Bonds are variable rate demand bonds requiring remarketing
agents to purchase and remarket any bonds tendered before the stated maturity date. The reimbursement
obligations with respect to the letters of credit are evidenced and secured by the respective bonds. To provide
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liquidity support for the timely payment of any bonds that are not successfully remarketed, the Corporation
has entered into letter of credit agreements with three banking institutions. These agreements have terms that
expire in 2016 through 2018. If the bonds are not successfully remarketed, the Corporation is required to pay
an interest rate specified in the letter of credit agreement, and the principal repayment of bonds may be
accelerated to require repayment in periods ranging from 20 to 60 months from the date of the failed
remarketing. The Corporation has reflected the amount of its long-term debt that is subject to these short-term
remarketing arrangements as a separate component of current liabilities in its consolidated balance sheets.
In the event that bonds are not remarketed, the Corporation maintains available letters of credit and has the
ability to access other sources to obtain the necessary liquidity to comply with accelerated repayment terms.
All variable rate demand bonds were successfully remarketed as of June 30, 2016,

The following table reflects the mandatory redemptions and required repayment terms for the years ended
June 30 (in thousands) of the Corporation’s debt obligations in the event that the put options associated with
variable rate demand bonds subject to short-term remarketing agreements were exercised, but not
successfully remarketed, and mandatory purchase options are not extended:

2017 $ 220,107
2018 153,892
2019 77,282
2020 55,848
2021 65,507
Thereafter 1,047,730

$ 1,620,366

The approximate interest rates on MHHEFA project revenue bonds bearing interest at variable rates were as
follows at June 30:

2016 2015
Series 2011B Bonds — UCHS Issue 1.51% 1.30%
Series 2011C Bonds — UCHS Issue 1.19 0.99
Series 2008D Bonds 0.38 0.02
Series 2008E Bonds 0.41 0.08
Series 2007A Bonds 0.46 0.07
Series 2012A Bonds 1.37 1.18
Series 2012B Bonds 1.07 0.88
Series 2012C Bonds 1.39 1.98
Series 2012D Bonds 1.31 1.13
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Term loans outstanding are as follows at June 30 (in thousands):

Interest rate Payable in
Interest as of fiscal
rate June 30, 2016 year(s) 2016 2015
Term loan 1:
Payable monthly beginning I-mo LIBOR
February 2012 +2.75% —%  2012-2018 $ — 16,691
Term loan 2:
Payable monthly beginning
March 2012 Fixed rate 3.95 2012-2022 8,400 9,200
Term loan 3:
Payable monthly beginning
January 2012 Fixed rate 3.19 2012-2017 142 427
Term loan 4:
Payable monthly beginning
April 2012 Fixed rate 3.10 2012-2017 196 458
Term loan 5:
Payable monthly beginning 1-mo LIBOR
February 2010 + 1.75% 2.46 2010-2018 3,056 3,281
Term loan 6:
Payable monthly beginning
October 2012 Fixed rate 2.80 2013-2018 228 411
Term loan 7:
Payable monthly beginning
November 2012 Fixed rate 2.80 2013-2018 52 89
Term loan 8:
Payable monthly beginning 1-mo LIBOR
November 2015 +1.95% 245 2016-2021 46,667 —
Term loan 9:
Payable monthly beginning
May 2016 Fixed rate 1.86 2016-2019 1,277 —
Total term loans (included in long-term debt) $ 60,018 30,557

Interest Rate Risk Management

The Corporation uses a combination of fixed and variable rate debt to finance capital needs. The Corporation
maintains an interest rate risk-management strategy that uses interest rate swaps to minimize significant,

unanticipated earnings fluctuations that may arise from volatility in interest rates.
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At June 30, 2016 and 2015, the Corporation’s notional values of outstanding interest rate swaps were
$782,455,000 and $791,936,000, respectively, the details of which were as follows (in thousands):

Qualifies for
hedge
Notional Receive Maturity Mark to accounting
amount Pay rate rate date market treatment?
As of June 30, 2016:
Swap #1 $ 88,090 3.59%  70% l-month LIBOR 7/1/2031 $ (20,115) No
Swap #2 84,000 3.93 68% 1-month LIBOR 7/1/2014 (41,582) No
Swap #3 21,000 4.24 68% 1-month LIBOR 7/1/2041 (11,603) No
Swap #4 36,425 3.99 67% 1-month LIBOR 7/1/2034 (10,921) No
Swap #5 27,400 3.54 70% 1-month LIBOR 7/1/2031 (6,128) No
Swap #6 196,000 3.93 68% 1-month LIBOR 7/1/2041 (97,040) No
Swap #7 49,000 4.24 68% 1-month LIBOR 7/1/2041 (27,077) No
Swap #8 84,975 4,00 67% 1-month LIBOR 7/1/2034 (25,554) No
Swap #9 3,970 3.63 67% 1-month LIBOR 7/1/2032 (590) No
Swap #10 106,625 3.92 67% 1-month LIBOR 1/1/2043 (39,754) No
Swap #11 84,970 0.51 67% 1-month LIBOR + 0.5133% 1/1/2038 1,803 No
(278,561)
Valuation
adjustments 5524
Total § 782,455 $ (273,037)
Qualifies for
hedge
Notional Receive Maturity Mark to accounting
amount Pay rate rate date market treatment?
As of June 30, 2015:
Swap #1 $ 89,171 3.59%  70% 1-month LIBOR 7/1/2031 $ (15,444) No
Swap #2 84,000 3.93 68% 1-month LIBOR 7/1/2014 (28,822) No
Swap #3 21,000 4.24 68% 1-month LIBOR 7/1/2041 (8,314) No
Swap #4 37,400 3.99 67% 1-month LIBOR 7/1/2034 (8,612) No
Swap #5 27,730 3.54 70% 1-month LIBOR 7/1/2031 (4,666) No
Swap #6 196,000 3.93 68% 1-month LIBOR 7/1/2041 (67,262) No
Swap #7 49,000 4.24 68% 1-month LIBOR 7/1/2041 (19,403) No
Swap #8 87275 4,00 67% 1-month LIBOR 7/1/2034 (20,168) No
Swap #9 4,330 3.63 67% 1-month LIBOR 7/1/2032 (532) No
Swap #10 109,050 3.92 67% 1-month LIBOR 1/1/2043 (29,445) No
Swap #11 86,980 0.51 67% 1-month LIBOR + 0.5133% 1/1/2038 592 No
(202,076)
Valuation
adjustments 5,704
Total § 791,936 $ (196,372)

The mark-to-market values of the Corporation’s interest rate swaps include a valuation adjustment
representing the creditworthiness of the counterparties to the swaps.
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On January 1, 2013, in accordance with ASC 815, Derivatives and Hedging, the Corporation elected to
discontinue the cash flow hedging relationship for Swap #8. As of that date, the accumulated losses included
in unrestricted net assets will be reclassified into earnings over the life of the Series 2007 bonds. For the
years ended June 30, 2016 and 2015, $1,764,000 and $1,812,000, respectively, were reclassified from other
changes in net assets into change in fair value of undesignated interest rate swaps. The accumulated losses
included in unrestricted net assets were $(19,650,000) and $(21,415,000) at June 30, 2016 and 2015,
respectively.

The Corporation recorded a net nonoperating loss on changes in the fair value of nonqualifying interest rate
swaps of $(78,429,000) and $(22,237,000) for the years ended June 30, 2016 and 2015, respectively.

The swap agreements are included in the consolidated balance sheets at their fair value of $(273,037,000)
and $(196,372,000) as of June 30, 2016 and 2015, respectively, an amount that is based on observable inputs
other than quoted market prices in active markets for identical liabilities (Level 2 in the fair value hierarchy).

The Corporation is subject to a collateral posting requirement with two of its swap counterparties. Collateral
posting requirements are based on the Corporation’s long-term debt credit ratings, as well as the net liability
position of total interest rate swap agreements outstanding with that counterparty. The amount of such posted
collateral was $174,661,000 and $110,740,000 at June 30, 2016 and 2015, respectively. As of June 30, 2016
and 2015, the Corporation met its collateral posting requirement through the use of collateralized
investments, which were selected and purchased by the Corporation and subsequently transferred to the
custody of the swap counterparty. The amount of posted investments that is required to meet the collateral
requirement is computed daily, and is accounted for as a component of the Corporation’s assets limited as to
use on the accompanying consolidated balance sheets as of that date. Any excess investment value is
considered a component of the Corporation’s unrestricted investment portfolio, and is included in
investments on the accompanying consolidated balance sheets as of that date.

Other Liabilities

Other liabilities consist of the following at June 30 (in thousands):

2016 2015

Professional and general malpractice liabilities $ 235,871 206,072
Capital lease obligations 54,881 55,585
Accrued pension obligations 42,761 25,481
Contingent consideration 35,700 —
Accrued interest payable 20,659 19,616
Deferred tax liability 17,361 —
Other miscellaneous 92,894 67,766

Total other liabilities 500,127 374,520
Less current portion (147,522) (115,295)

Other long-term liabilities $ 352,605 259,225
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Other miscellaneous liabilities primarily consist of unearned revenue, medical claims payable and patient
credit balance liabilities.

Retirement Plans

Employees of the Corporation are included in various retirement plans established by the Corporation, the
Medical Center, ROI, Midtown, Baltimore Washington, Shore Regional, Charles Regional, St. Joseph, and
Upper Chesapeake. Participation by employees in their specific plan(s) has evolved based upon the
organization by which they were first employed and the elections that they made at the times when their
original employers became part of the Corporation. Following is a brief description of each of the retirement
plans in which employees of the Corporation participate.

(a) Defined Benefit Plans

University of Maryland Medical Center Midtown Campus Retirement Plan for Non-Union Employees
(Midtown Plan) — A noncontributory defined benefit plan covering substantially all nonunion
employees. The benefits are based on years of service and compensation. Contributions to this plan
are made to satisfy the minimum funding requirements of ERISA. In 2006, Midtown froze the defined
benefit pension plan.

Baltimore Washington Medical Center Pension Plan (Baltimore Washington Plan) - A
noncontributory defined benefit pension plan covering full-time employees who have been employed
for at least one year and have reached 21 years of age.

Baltimore Washington Medical Center Supplemental Executive Retirement Plan — A noncontributory
defined benefit pension plan for senior management level employees.

Chester River Health System, Inc. Pension Plan and Trust — A noncontributory defined benefit pension
plan covering substantially all CRHC employees as well as employees of a subsidiary. The benefits
are paid to retirees based upon age at retirement, years of service, and average compensation. Chester
River’s funding policy is to satisfy the minimum funding requirements of ERISA. Effective June 30,
2008, Chester River froze the defined-benefit pension plan.

Civista Health Inc. Retirement Plan and Trust (Charles Regional Plan) — A noncontributory defined
benefit pension plan covering employees that have worked at least one thousand hours per year during
three or more plan years. Plan benefits are accumulated based upon a combination of years of service
and percent of annual compensation. Charles Regional makes annual contributions to the plan based
upon amounts required to be funded under provisions of ERISA.

Upper Chesapeake Health System, Inc. Pension Plan and Trust — A noncontributory defined benefit
pension plan covering substantially all employees of the various affiliates of Upper Chesapeake who
have completed six months of employment and attained the age of twenty and a half years. Upper
Chesapeake makes annual contributions to the plan equal to the minimum funding requirements
pursuant to ERISA regulations. On December 31, 2005, Upper Chesapeake froze the defined benefit
pension plan. On June 30, 2015, Upper Chesapeake terminated the defined benefit pension plan and
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liquidation of its remaining benefit obligation using its plan assets will be completed by June 30, 2017.
The benefit obligations for the year ended June 30, 2016 represents the annuities to be transferred.

On June 30, 2015, the Corporation amended the Baltimore Washington Medical Center Pension Plan
to provide for the merger of the Midtown Plan and the Charles Regional Plan into the Baltimore
Washington Plan and to change the name of the newly consolidated plan to the University of Maryland
Medical System Corporate Pension Plan (the Corporate Plan). All provisions of the respective
previous plans shall continue to apply to the respective applicable participants. In addition, as of
June 30, 2015, all of the assets of the three formerly separate plans that were previously available only
to pay benefits for their separate plan participants are now available to pay benefits for all participants
under the newly consolidated Corporate Plan.

The Corporation recognizes the funded status (i.e., difference between the fair value of plan assets and
projected benefit obligations) of its defined benefit pension plans as an asset or liability in its
consolidated balance sheets. The Corporation recognizes changes in the funded status in the year in
which the changes occur as changes in unrestricted net assets. All defined benefit pension plans use a
June 30 measurement date.

The following tables set forth the combined benefit obligations and assets of the defined benefit plans
at June 30 (in thousands):

2016 2015
Change in projected benefit obligations:
Benefit obligations at beginning of year $ 259,170 256,487
Settlements (29,962) (1,551)
Service cost 4,146 4,296
Interest cost 10,698 11,318
Actuarial loss 20,072 5,090
Benefit payments (18,438) (16,470)
Projected benefit obligations at end of year $ 245,686 259,170
2016 2015
Change in plan assets:
Fair value of plan assets at beginning of year $ 233,689 233,218
Actual return on plan assets 5,688 6,919
Settlements (29,962) (1,551)
Employer contributions 11,948 11,573
Benefit payments (18,438) (16,470)
Fair value of plan assets at end of year $ 202,925 233,689
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The funded status of the plans and amounts recognized as accrued payroll and benefits and other
long-term liabilities in the consolidated balance sheets at June 30 are as follows (in thousands):

2016 2015
Funded status, end of period:
Fair value of plan assets $ 202,925 233,689
Projected benefit obligations 245,686 259,170
Net funded status $ (42,761) (25,481)
Accumulated benefit obligation at end of year $ 239,375 253,362
Amounts recognized in consolidated balance sheets at
June 30:
Accrued payroll and benefits $ (1,250) —
Accrued pension obligation (41,511) (25,481)
$ (42,761) (25,481)
2016 2015
Amounts recognized in unrestricted net assets at
June 30:
Net actuarial loss $ (96,423) (85,613)
Prior service cost (648) (815)
$ (97,071) (86,428)

The estimated amounts that will be amortized from unrestricted net assets into net periodic pension
cost in fiscal 2016 are as follows:

Net actuarial loss $ 6,049
Prior service cost 162
$ 6,211
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The components of net periodic pension cost for the years ended June 30 are as follows (in thousands):

2016 2015
Service cost $ 4,146 4,295
Interest cost 10,698 11,318
Expected return on plan assets (14,169) (16,084)
Prior service cost recognized 67 171
Recognized gains or losses 17,743 6,094
Net periodic pension cost $ 18,485 5,794

The following table presents the weighted average assumptions used to determine benefit obligations
for the plans at June 30:

2016 2015
Discount rate 2.00%-3.95% 3.00%4.61%
Rate of compensation increase (for nonfrozen plan) 2.504.50 2.504.50

The following table presents the weighted average assumptions used to determine net periodic benefit
cost for the plans for the years ended June 30:

2016 2015
Discount rate 3.00%4.62% 4.40%—4.62%
Expected long-term return on plan assets 4.75-6.75 6.50-7.00
Rate of compensation increase (for nonfrozen plan) 2.504.50 2.504.50

The investment policies of the Corporation’s pension plans incorporate asset allocation and investment
strategies designed to earn superior returns on plan assets consistent with reasonable and prudent levels
of risk. Investments are diversified across classes, sectors, and manager style to minimize the risk of
loss. The Corporation uses investment managers specializing in each asset category, and regularly
monitors performance and compliance with investment guidelines. In developing the expected
long-term rate of return on assets assumption, the Corporation considers the current level of expected
returns on risk-free investments, the historical level of the risk premium associated with the other asset
classes in which the portfolio is invested, and the expectations for future returns of each asset class.
The expected return for each asset class is then weighted based on the target allocation to develop the
expected long-term rate of return on assets assumption for the portfolio.
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The Corporation’s pension plans’ target allocation and weighted average asset allocations at the
measurement date of June 30, 2016 and 2015, by asset category, are as follows:

Percentage of plan assets as of

Target June 30
Asset category allocation 2016 2015

Cash and cash equivalents 0-10% 9% 3%
Fixed income securities 40-60 47 42
Equity securities 10-30 20 34
Global asset allocation 10-20 20 16
Hedge funds 5-15 4 S

100% 100%

Equity and fixed income securities include investments in hedge fund of funds that are categorized in
accordance with each fund’s respective investment holdings.

The table below presents the Corporation’s combined investable assets of the defined benefit pension
plans as of June 30, 2016 aggregated by the three level valuation hierarchy as described in note 1(w)
(in thousands):

Level 1 Level 2 Level 3 Total
Cash and cash equivalents  $ 10,919 7,250 - 18,169
Corporate bonds 22,419 - - — 22,419
Gov’t and agency bonds 21,218 - - 21,218
Fixed income mutual funds 11,763 — - 11,763
Common and preferred
stocks 11,736 — — 11,736
Equity mutual funds 19,627 — — 19,627
Other mutual funds 11,852 — - 11,852
Alternative investments —- 48,896 37,245 86,141
$ 109,534 56,146 37,245 202,925
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The table below presents the Corporation’s combined investable assets of the defined benefit pension
plans as of June 30, 2015, aggregated by the three level valuation hierarchy as described in note 1(w)
(in thousands):

Level 1 Level 2 Level 3 Total
Cash and cash equivalents  $ 3,931 3,533 — 7,464
Corporate bonds 27,213 — — 27,213
Gov’t and agency bonds 15,619 — — 15,619
Fixed income mutual funds 30,183 — — 30,183
Common and preferred
stocks 30,051 — — 30,051
Equity mutual funds 41,710 — — 41,710
Other mutual funds 8,834 — — 8,834
Alternative investments - 31,208 41,407 72,615
$ 157,541 34,741 41,407 233,689

Changes to Level 1 and Level 2 inputs between June 30, 2016 and 2015 were the result of strategic
investments and reinvestments, interest income earnings, and changes in the fair value of investments.

Changes to the fair values based on the Level 3 inputs are summarized as follows (in thousands):

Hedge funds
Balance as of June 30, 2014 $ 19,954
Additions/purchases 21255
Withdrawals/sales (151)
Net change in value 349
Balance as of June 30, 2015 41,407
Additions/purchases 2,830
Withdrawals/sales (4,528)
Net change in value (2,464)
Balance as of June 30, 2016 $ 37.245

The hedge fund-of-funds alternative investments held as of June 30, 2016 are subject to notice
requirements of 30 days or less and are available to be redeemed on at least a monthly basis with the
exception of one fund, totaling $7,300,000, which is subject to 70-day notice requirements and can be
redeemed on a quarterly basis. None of the alternative investments are subject to any lock-up
restrictions.

The Corporation expects to contribute $8,000,000 to its defined benefit pension plans for the fiscal
year ending June 30, 2017.
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The following benefit payments, which reflect expected future employee service, as appropriate, are
expected to be paid from plan assets in the following years ending June 30 (in thousands):

2017 $ 66,685
2018 10,576
2019 10,597
2020 11,173
2021 11,267
2022-2026 70,928

The expected benefits to be paid are based on the same assumptions used to measure the Corporation’s
benefit obligation at June 30, 2016.

Defined Contribution Plans

Corporation Pension Plan — A noncontributory defined contribution plan for all eligible Corporation
employees not participating in the ROI Plan or the Midtown Plan described below. Contributions to
this plan by the Corporation are determined as a fixed percentage of total employees’ base
compensation.

Corporation Salary Reduction 403(b) Plan — A contributory benefit plan covering substantially all
employees not participating in the ROI Plan or the Midtown Plan described below. Employees are
immediately eligible for elective deferrals of compensation as contributions to the plan.

Kernan Tax Sheltered Annuity Plan — A contributory benefit plan administered by an insurance
company for ROI employees hired prior to a certain date in 1996. Employee contributions to this plan
are eligible for a matching contribution by ROI after participating employees have completed
two years of credited service.

Midtown 401 (k) Profit Sharing Plan for Union Employees — Defined contribution plan for substantially
all union employees of Midtown. Employer contributions to this plan are determined based on years
of service and hours worked. Employees are immediately eligible for elective deferrals of
compensation as contributions to the plan.

Baltimore Washington Retirement Plans — Defined contribution plans covering all employees of
Baltimore Washington Medical Center and certain related entities. Employees are eligible for
matching contributions after two years of service as defined in the plans.

Shore Health System Retirement Plan — A contributory benefit plan covering substantially all
employees of Shore Health. Employees are eligible for matching contributions after one year of
service.

Chester River Retirement Plan — A contributory benefit plan covering substantially all employees of
Chester River who have met the eligibility requirements.
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Charles Regional Retirement Savings Plan — A contributory benefit plan covering substantially all
full-time employees of Charles Regional. Employees are eligible for matching contributions after
three years of service as defined in the plan.

Upper Chesapeake Retirement Plan — A defined contribution benefit plan which allows employees of
Upper Chesapeake to contribute amounts tax-deferred up to certain limits allowable under IRS
guidelines. Upper Chesapeake is required to match up to 100% of employee contributions up to 4% of
employees’ salaries, based on years of service. Upper Chesapeake is also required to make a
contribution of 1% of each employee’s salary for all employees who work more than 1,000 hours
annually. Additional contributions are required to be made by Upper Chesapeake for employees aged
50 and older, who have completed 10 years of service. Employees vest in amounts contributed by
Upper Chesapeake ratably over a five-year period.

Total annual retirement costs incurred by the Corporation for the previously discussed defined
contribution plans were $40,064,000 and $38,163,000 for the years ended June 30, 2016 and 2015,
respectively. Such amounts are included in salaries, wages and benefits in the accompanying
consolidated statements of operations.

(11) Temporarily and Permanently Restricted Net Assets

Temporarily restricted net assets are restricted primarily for the following purposes at June 30 (in thousands):

2016 2015
Facility construction and renovations, research, education,
and other $ 58,380 56,223
Economic and beneficial interests in the net assets of
related organizations 187,885 189,430
$ 246,265 245,653

Net assets were released from donor restrictions during the years ended June 30, 2016 and 2015 by expending
funds satisfying the restricted purposes or by occurrence of other events specified by donors as follows (in

thousands):
2016 2015
Purchases of equipment and construction costs $ 10,417 17,654
Research, education, uncompensated care, and other 7,067 5,813
$ 17,484 23,467

Permanently restricted net assets consist primarily of gifts to be held in perpetuity, the income from which
may be used to fund the operations of the Corporation.

47 (Continued)



UNIVERSITY OF MARYLAND MEDICAL SYSTEM CORPORATION
AND SUBSIDIARIES

Notes to Consolidated Financial Statements
June 30, 2016 and 2015

The Corporation’s endowments consist of donor-restricted funds established for a variety of purposes. Net
assets associated with endowment funds are classified and reported based on the existence or absence of

donor-imposed restrictions.

(a) Interpretation of Relevant Law

The Corporation has interpreted the Maryland Uniform Prudent Management of Institutional Funds
Act (MUPMIFA) as requiring the preservation of the fair value of the original gift as of the gift date
of the donor-restricted endowment funds absent explicit donor stipulations to the contrary. As a result
of this interpretation, the Corporation classifies as permanently restricted net assets (a) the original
value of gifts donated to the permanent endowment, (b) the original value of subsequent gifts to the
permanent endowment, and (c) accumulations to the permanent endowment made in accordance with
the direction of the applicable donor gift instrument at the time the accumulation is added to the fund.
The remaining portion of the donor-restricted endowment fund that is not classified in permanently
restricted net assets is classified as temporarily restricted net assets until those amounts are
appropriated for expenditure by the organization in a manner consistent with the standard of prudence
prescribed by MUPMIFA. In accordance with MUPMIFA, the Corporation considers the following
factors in making a determination to appropriate or accumulate donor-restricted endowment funds:

(1) The duration and preservation of the fund

(2) The purposes of the Corporation and the donor-restricted endowment fund
(3) General economic conditions

(4) The possible effect of inflation and deflation

(5) The expected total return from income and the appreciation of investments
(6) Other resources of the Corporation

(7) The investment policies of the Corporation.

Endowment net assets are as follows (in thousands):

June 30,2016
Temporarily  Permanently
Unrestricted restricted restricted Total
Donor-restricted
endowment funds $ — 11,232 37,065 48,297
June 30, 2015
Temporarily  Permanently
Unrestricted restricted restricted Total
Donor-restricted
endowment funds $ - 13,265 36,201 49,466
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(b)  Funds with Deficiencies

From time to time, the fair value of assets associated with individual donor-restricted endowment funds
may fall below the level that the donor or MUPMIFA requires the Corporation to retain as a fund of
perpetual duration. The Corporation does not have any donor-restricted endowment funds that are
below the level that the donor or MUPMIFA requires.

(c¢) Investment Strategies

The Corporation has adopted policies for corporate investments, including endowment assets, that seek
to maximize risk-adjusted returns with preservation of principal. Endowment assets include those
assets of donor-restricted funds that the Corporation must hold in perpetuity or for a donor-specified
period(s).The endowment assets are invested in a manner that is intended to hold a mix of investment
assets designed to meet the objectives of the account. The Corporation expects its endowment funds,
over time, to provide an average rate of return that generates earnings to achieve the endowment
purpose.

To satisfy its long-term rate-of-return objectives, the Corporation relies on a total return strategy in
which investment returns are achieved through both capital appreciation (realized and unrealized) and
current yield (interest and dividends). The Corporation employs a diversified asset allocation structure
to achieve its long-term return objectives within prudent risk constraints.

The Corporation monitors the endowment funds’ returns and appropriates average returns for use. In
establishing this practice, the Corporation considered the long-term expected return on its endowment.
This is consistent with the Corporation’s objective to maintain the purchasing power of the endowment
assets held in perpetuity or for a specified term as well as to provide additional real growth through
new gifts and investment return.

(12) Economic and Beneficial Interests in the Net Assets of Related Organizations

The Corporation is supported by several related organizations that were formed to raise funds on behalf of
the Corporation and certain of its subsidiaries. These interests are accounted for as either economic or
beneficial interests in the net assets of such organizations.
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The following is a summary of economic and beneficial interests in the net assets of financially interrelated
organizations as of June 30 (in thousands):

2016 2015
Economic interests in:
UCH Legacy Funding Corporation $ 150,000 150,000
The James Lawrence Kernan Hospital Endowment Fund,
Incorporated 26,821 29,304
Baltimore Washington Medical Center Foundation, Inc. 7,960 7,022
Total economic interests 184,781 186,326
Beneficial interest in the net assets of Dorchester General
Hospital Foundation, Inc. 3,104 3,104
$ 187,885 189,430

The UCH Legacy Funding Corporation was formed in December 2013 to hold funds restricted for the benefit
of Upper Chesapeake.

At the discretion of its board of trustees, the Kernan Endowment Fund may pledge securities to satisfy
various collateral requirements on behalf of ROI and may provide funding to ROI to support various clinical
programs or capital needs.

BWMC Foundation was formed in July 2000 and supports the activities of Baltimore Washington Medical
Center by soliciting charitable contributions on its behalf.

Shore Regional maintains a beneficial interest in the net assets of Dorchester Foundation, a nonprofit
corporation organized to raise funds on behalf of Dorchester Hospital. Shore Regional does not have control
over the policies or decisions of the Dorchester Foundation.

A summary of the combined unaudited condensed financial information of the financially interrelated
organizations in which the Corporation holds an economic or beneficial interest as of June 30 is as follows
(in thousands):

2016 2015
Current assets $ 2,891 3,700
Noncurrent assets 185,672 186,211
Total assets $ 188,563 189,911
Current liabilities $ 452 128
Noncurrent liabilities 226 353
Net assets 187,885 189,430
Total liabilities and net assets $ 188,563 189,911
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2016 2015
Total operating revenue $ 2,165 1,355
Total operating expense (4,344) (3,997)
Other changes in net assets 634 528
Total decrease in net assets $ (1,545) (2,114)

State Support

The Corporation received $3,200,000 in support for the Shock Trauma Center operations from the State of
Maryland, for the years ended June 30, 2016 and 2015.

The State of Maryland appropriates funds for construction costs incurred, equipment purchases made, and
other capital support. The Corporation recognizes this support as the funds are expended for the intended
projects. The Corporation expended and recorded $4,364,000 and $14,261,000 during the years ended
June 30, 2016 and 20135, respectively.

Functional Expenses

The Corporation provides general healthcare services to residents within its geographic location. Expenses
related to providing these services, based on management’s estimates of expense allocations, are as follows
for the years ended June 30 (in thousands):

2016 2015
Healthcare services $ 3,144,882 2,876,799
General and administrative 436,820 379,035
$ 3,581,702 3,255,834
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(15) Insurance

The Corporation maintains self-insurance programs for professional and general liability risks, employee
health, employee long-term disability, and workers’ compensation. Estimated liabilities have been recorded
based on actuarial estimation of reported and incurred but not reported claims. The accrued liabilities for
these programs as of June 30, 2016 and 2015 were as follows (in thousands):

2016 2015

Professional and general malpractice liabilities $ 235,871 206,072
Employee health 27,656 27,323
Employee long-term disability 12,661 15,219
Workers’ compensation 17,610 19,027
Total self-insured liabilities 293,798 267,641

Less current portion (68,500) (68,596)
$ 225,298 199,045

The Corporation provides for and funds the present value of the costs for professional and general liability
claims and insurance coverage related to the projected liability from asserted and unasserted incidents, which
the Corporation believes may ultimately result in a loss. These accrued malpractice losses are discounted
using a discount rate of 2.5%. In management’s opinion, these accruals provide an adequate and appropriate
loss reserve. The professional and general malpractice liabilities presented above include $141,625,000 and
$129,185,000 as of June 30, 2016 and 2015, respectively, for which related insurance receivables have been
recorded within other assets on the accompanying consolidated balance sheets.

The Corporation and each of its affiliates are self-insured for professional and general liability claims up to
the limits of $1.0 million on individual claims and $3.0 million in the aggregate on an annual basis. For
amounts in excess of these limits, the risk of loss has been transferred to the Terrapin Insurance Company
(Terrapin), an unconsolidated joint venture. Terrapin provides insurance for claims in excess of $1 million
individually and $3 million in the aggregate up to $125 million individually and $125 million in the
aggregate under claims made policies between the Corporation and Terrapin. For claims in excess of
Terrapin’s coverage limits, if any, the Corporation retains the risk of loss.

As discussed in note 4, Terrapin is a joint venture corporation in which a 50% equity interest is owned by
the Corporation and a 50% equity interest is owned by Faculty Physicians, Inc.

Total malpractice insurance expense for the Corporation during the years ended June 30, 2016 and 2015 was
approximately $40,359,000 and $46,112,000, respectively.
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Business and Credit Concentrations

The Corporation provides healthcare services through its inpatient and outpatient care facilities located in
the State of Maryland. The Corporation generally does not require collateral or other security in extending
credit; however, it routinely obtains assignment of (or is otherwise entitled to receive) patients’ benefits
receivable under their health insurance programs, plans or policies (e.g., Medicare, Medicaid, Blue Cross,
workers’ compensation, health maintenance organizations (HMOs) and commercial insurance policies).

The Corporation maintains cash accounts with highly rated financial institutions, which generally exceed
federally insured limits. The Corporation has not experienced any losses from maintaining cash accounts in
excess of federally insured limits, and as such, management does not believe the Corporation is subject to

any significant credit risks related to this practice.

The Corporation had gross receivables from patients and third-party payors as follows at June 30:

2016 2015
Medicare 25% 24%
Medicaid 25 25
Commercial insurance and HMOs 19 18
Blue Cross 11 10
Self-pay and others 20 23
100% 100%

The Corporation recorded gross revenues from patients and third-party payors for the years ended June 30
as follows:

2016 2015
Medicare 38% 39%
Medicaid 23 22
Commercial insurance and HMOs 19 19
Blue Cross 14 15
Self-pay and others 6 5
100% 100%

Certain Significant Risks and Uncertainties

The Corporation provides general acute healthcare services in the State of Maryland. The Corporation and

other healthcare providers in Maryland are subject to certain inherent risks, including the following:

o Dependence on revenues derived from reimbursement by the Federal Medicare and state Medicaid
programs;

B Regulation of hospital rates by the State of Maryland Health Services Cost Review Commission;
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. Government regulation, government budgetary constraints and proposed legislative and regulatory
changes; and

o Lawsuits alleging malpractice and related claims.

Such inherent risks require the use of certain management estimates in the preparation of the Corporation’s
consolidated financial statements and it is reasonably possible that a change in such estimates may occur.

The Medicare and state Medicaid reimbursement programs represent a substantial portion of the
Corporation’s revenues, and the Corporation’s operations are subject to a variety of other federal, state and
local regulatory requirements. Failure to maintain required regulatory approvals and licenses and/or changes
in such regulatory requirements could have a significant adverse effect on the Corporation.

Changes in federal and state reimbursement funding mechanisms and related government budgetary
constraints could have a significant adverse effect on the Corporation.

The healthcare industry is subject to numerous laws and regulations from federal, state and local
governments. The Corporation’s compliance with these laws and regulations can be subject to periodic
governmental review and interpretation, which can result in regulatory action unknown or unasserted at this
time. Management is aware of certain asserted and unasserted legal claims and regulatory matters arising in
the ordinary course of business, none of which, in the opinion of management, are expected to result in losses
in excess of insurance limits or have a materially adverse effect on the Corporation’s financial position.

The federal government and many states have aggressively increased enforcement under Medicare and
Medicaid anti-fraud and abuse laws and physician self-referral laws (STARK law and regulation). Recent
federal initiatives have prompted a national review of federally funded healthcare programs. In addition, the
federal government and many states have implemented programs to audit and recover potential
overpayments to providers from the Medicare and Medicaid programs. The Corporation has implemented a
compliance program to monitor conformance with applicable laws and regulations, but the possibility of
future government review and enforcement action exists.

The general healthcare industry environment is increasingly uncertain, especially with respect to the impact
of Federal healthcare reform legislation, which was passed in 2010 and largely upheld by the U.S. Supreme
Court in June 2012. Potential impacts of ongoing healthcare industry transformation include, but are not
limited to (1) significant capital investments in healthcare information technology, (2) continuing volatility
in the state and federal government reimbursement programs, (3) lack of clarity related to the health benefit
exchange framework mandated by reform legislation, including important open questions regarding
exchange reimbursement levels, and impact on the healthcare “demand curve” as the previously uninsured
enter the insurance system, and (4) effective management of multiple major regulatory mandates, including
the transition to ICD-10. This Federal healthcare reform legislation does not affect the consolidated financial
statements for the year ended June 30, 2016.
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Maryland Health Services Cost Review Commission (HSCRC)

Effective July 1, 2013, the Health System and the Health Services Cost Review Commission (HSCRC)
agreed to implement the Global Budget Revenue (GBR) methodology for the following hospitals:
Medical Center, ROI, Midtown, Baltimore Washington, Charles Regional, St. Joseph, Shore
Emergency Center, and Upper Chesapeake. The agreements will continue each year and on July 1 of
each year thereafter, the agreements will renew for a one-year period unless it is canceled by the
HSCRC or by the Corporation. The agreements were in place for the years ended June 30, 2016 and
2015. The GBR model is a revenue constraint and quality improvement system designed by the
HSCRC to provide hospitals with strong financial incentives to manage their resources efficiently and
effectively in order to slow the rate of increase in healthcare costs and improve healthcare delivery
processes and outcomes. The GBR model is consistent with the Corporation’s mission to provide the
highest value of care possible to its patients and the communities it serves.

The GBR agreements establish a prospective, fixed revenue base “GBR cap” for the upcoming year.
This includes both inpatient and outpatient regulated services. Under GBR, a hospital’s revenue for all
HSCRC regulated services is predetermined for the upcoming year, regardless of changes in volume,
service mix intensity, or mix of inpatient or outpatient services that occurred during the year. The GBR
agreement allows the Corporation to adjust unit rates, within certain limits, to achieve the overall
revenue base for the Corporation at year end. Any overcharge or undercharge versus the GBR cap is
prospectively added to the subsequent year’s GBR cap. Although the GBR cap does not adjust for
changes in volume or service mix, the GBR cap is adjusted annually for inflation, and for changes in
payor mix and uncompensated care. The Corporation will receive an annual adjustment to its cap for
the change in population in the Corporation’s service areas. GBR is designed to encourage hospitals
to operate efficiently by reducing utilization and managing patients in the appropriate care delivery
setting. The HSCRC also may impose various other revenue adjustments which could be significant
in the future,

For the years ended June 30, 2016 and 2015, Memorial Hospital, Dorchester Hospital, and CRHC
continued their participation in Total Patient Revenue (TPR) agreements with the HSCRC. The TPR
agreements establish an approved aggregate inpatient and outpatient revenue for regulated services to
provide care for the patient population in the geographic region without regard for patient acuity or
volumes. GBR and TPR are generally the same concept.

The HSCRC utilizes a bad debt pool into which each of the regulated hospitals in Maryland
participates. The funds in the bad debt pool are distributed to the hospitals that exceed the state average
based upon the amount of uncompensated care delivered to patients during the year. For the years
ended June 30, 2016 and 2015, the Corporation recognized a net distribution from the pool of
$11,521,000 and $19,264,000, respectively, which is recorded as net patient service revenue.

Subsequent Events

The Corporation evaluated all events and transactions that occurred after June 30, 2016 and through
October 27, 2016, the date the consolidated financial statements were issued. Other than described
below, the Corporation did not have any material recognizable subsequent events during the period.
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(In thousands)
University of
Maryland
Medical
University Center
of Maryland & Affiliates
Medical University 36 South University consolidated
Assets Center Specialty Paca CARE Eliminations total
Current assets:
Cash and cash equivalents $ 383,678 — 1,531 — — 385,209
Assets limited as to use, current portion 44,007 — — 3,470 — 47,477
Accounts receivable:
Patient accounts receivable, less allowance for
doubtful accounts of $83,604 168,652 — — 20 — 168,672
Other 178,002 — 97 22 (5,596) 172,525
Inventories 28,187 — — 39 — 28,226
Prepaid expenses and other current assets 12,789 — — 17 S 12,806
Total current assets 815,315 — 1,628 3,568 (5.596) 814,915
Investments 195,252 - — — — 195,252
Assets limited as to use, less current portion:
Investment held for collateral 125,487 — — - — 125,487
Debt service funds 22,290 — — —_ — 22,290
Construction funds 335 .- - — — 335
Board designated and escrow funds — — — — - —
Self-insurance trust funds 53,064 — - - - 53,064
Funds restricted by donor - — — — — —
Economic interests in the net assets of
related organizations 197.438 — — — — 197.438
398,614 — — — - 398,614
Property and equipment, net 905,247 - 8,653 59 - 913,959
Investments in joint ventures and other assets 683,709 — 3,277 — (10,251) 676,735
Total assets $ 2,998,137 — 13,558 3,627 (15,847) 2,999,475
58 (Continued)



UNIVERSITY OF MARYLAND MEDICAL SYSTEM CORPORATION

AND SUBSIDIARIES

Consolidating Balance Sheet Information by Division — University of Maryland Medical Center & Affiliates (UMMC)

Liabilities and Net Assets

Current liabilities:
Trade accounts payable
Accrued payroll and benefits
Advances from third-party payors
Lines of credit
Short-term financing
Other current liabilities
Long-term debt subject to short-term remarketing
arrangements
Current portion of long-term debt

Total current liabilities

Long-term debt, less current portion
Other long-term liabilities
Interest rate swaps

Total liabilities

Net assets:
Unrestricted
Temporarily restricted
Permanently restricted

Total net assets

Total liabilities and net assets

See accompanying independent auditors’ report.

Schedule 1-a

June 30, 2015
(In thousands)
University of
Maryland
Medical
University Center

of Maryland & Affiliates
Medical University 36 South University consolidated

Center Specialty Paca CARE Eliminations total
$ 126,770 — 142 1,032 — 127,944
119,166 - — 38 — 119,204
72,546 — — — — 72,546
180,000 — —_ - — 180,000
150,000 — - — - 150,000
86,475 — 5,021 681 (5,596) 86,581
32,515 — - — — 32,515
11,846 — — — — 11.846
779,318 —_ 5,163 1,751 (5,596) 780,636
566,363 — — — — 566,363
124,114 — 16 — — 124,130
273,037 — — — — 273,037
1.742.832 — 5,179 1,751 (5,596) 1,744,166
1,035,724 — 8,379 1,876 (10,251) 1,035,728
217,892 — - — — 217,892
1,689 - — — — 1,689
1,255,305 — 8,379 1,876 (10,251) 1,255,309
$ 2,998,137 — 13,558 3.627 (15,847) 2,999,475
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UNIVERSITY OF MARYLAND MEDICAL SYSTEM CORPORATION
AND SUBSIDIARIES

Consolidating Balance Sheet Information by Division — Midtown Health, Inc. (Midtown)

Assets

Current assets:

Cash and cash equivalents
Assets limited as to use, current portion
Accounts receivable:
Patient accounts receivable, less allowance for doubtful
accounts of $17,676
Other
Inventories
Prepaid expenses and other current assets

Total current assets

Investments

Assets limited as to use, less current portion:

Investment held for collateral

Debt service funds

Construction funds

Board designated and escrow funds

Self-insurance trust funds

Funds restricted by donor

Economic interests in the net assets of related organizations

Property and equipment, net
Investments in joint ventures and other assets

Total assets

Schedule 1-b

June 30, 2016
(In thousands)
UM Midtown UMMC UM Midtown Midtown
Health Midtown Clin. Prac. consolidated
Systems, Inc. Campus Group Eliminations total
145 11,362 400 — 11,907
— 528 — — 528
— 15,268 987 — 16,255
1,698 14,293 — — 15,991
— 2,860 — — 2,860
6 319 — — 325
1,849 44,630 1,387 — 47,866
— 3,700 — - 3,700
— 5,259 — — 5,259
— 16,337 — — 16,337
— 1,113 — — 1,113
— 437 - — 437
— 26,846 o — 26,846
2,007 97,302 — — 99,309
5,103 7.805 — — 12,908
8,959 176,583 1,387 — 186,929
60 (Continued)



UNIVERSITY OF MARYLAND MEDICAL SYSTEM CORPORATION
AND SUBSIDIARIES

Consolidating Balance Sheet Information by Division — Midtown Health, Inc. (Midtown)

Liabilities and Net Assets

Current liabilities:
Trade accounts payable
Accrued payroll and benefits
Advances from third-party payors
Lines of credit
Other current liabilities
Current portion of long-term debt

Total current liabilities

Long-term debt, less current portion
Other long-term liabilities

Total liabilities

Net assets:
Unrestricted
Temporarily restricted
Permanently restricted

Total net assets

Total liabilities and net assets

See accompanying independent auditors’ report.

Schedule 1-b

June 30, 2016
(In thousands)
UM Midtown UMMC UM Midtown Midtown
Health Midtown Clin. Prac. consolidated
Systems, Inc. Campus Group Eliminations total
16 14,432 4 — 14,452
— 12,501 — — 12,501
— 9,660 — — 9,660
513 5,676 1,376 — 7,565
- 719 — S— 719
529 42,988 1,380 — 44,897
368 32,654 — — 33,022
— 29,724 — — 29,724
897 105,366 1,380 - 107,643
8,062 69,667 7 — 77,736
— 1,550 — — 1,550
8,062 71,217 7 — 79,286
8,959 176,583 1,387 — 186,929
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UNIVERSITY OF MARYLAND MEDICAL SYSTEM CORPORATION
AND SUBSIDIARIES

Consolidating Balance Sheet Information by Division — Baltimore Washington Medical System (BWMS)

Schedule 1-¢

June 30, 2016
(In thousands)
Baltimore Baltimore Baltimore Baltimore
Washington Washington Washington Washington North BWMS
Medical Medical Healthcare Health County consolidated
Assets System, Inc. Center Services Enterprises Corporation Shipley’s Eliminations total
Current assets:
Cash and cash equivalents s —_ 27,186 489 — 556 —_ — 28,231
Assets limited as to use, current portion — 1,183 — — — — — 1,183
Accounts receivable:
Patient accounts receivable, less allowance
for doubtful accounts of $33,925 — 29,646 5,007 806 —_ — - 35,459
Other 25,305 1,926 11,924 2,000 (529) — — 40,626
Inventories — 6,150 — — — — i 6,150
Prepaid expenses and other current assets — 1,261 22 281 (84) — — 1.480
Total current assets 25305 67.352 17,442 3.087 (57) — — 113,129
Investments — 121,768 — - — — - 121,768
Assets limited as to use, less current portion:
Investment held for collateral — 8,000 — - — — — 8,000
Debt service funds — - — — - — e -
Construction funds — 4,995 - — - — — 4,995
Board designated and escrow funds — - — — - - - —
Self-insurance trust funds — 23,205 o — — — — 23,205
Funds restricted by donor — — — — o o—a — S
Economic interests in the net assets of
related organizations - 7960 = - - — - 7.960
= 44,160 = == = — o 44,160
Property and equipment, net - 241,592 - 3,030 17,681 — — 262,303
Investments in joint ventures and other assets 223,636 18,703 — 1 26 — (223,633) 18,733
Total assets 3 248,941 493 575 17,442 6.118 17.650 — (223.633) 560.093
62 (Continued)



Liabilities and Net Assets

Current liabilities:
Trade accounts payable
Accrued payroll and benefits
Advances from third-party payors
Lines of credit
Other current liabilities
Current portion of long-term debt

Total current liabilities

Long-term debt, less current portion
Other long-term liabilities

Total liabilities

Net assets:
Unrestricted
Temporarily restricted
Permanently restricted

Total net assets

Total liabilities and net assets

See accompanying independent auditors’ report.

UNIVERSITY OF MARYLAND MEDICAL SYSTEM CORPORATION
AND SUBSIDIARIES

Consolidating Balance Sheet Information by Division — Baltimore Washington Medical System (BWMS)

Schedule 1-¢

June 30, 2016
(In thousands)
Baltimore Baltimore Baltimore Baltimore
Washington Washington Washington Washington North BWMS
Medical Medical Healthcare Health County consolidated
System, Inc. Center Services Enterprises Corporation Shipley’s Eliminations total
— 21,886 257 672 (1,726) — — 21,089
1,302 23,101 870 — —_ — — 25,273
— 9,667 — — —_ — — 9,667
— 37,506 — 6,146 54 — — 43,706
— 3.645 — — 225 — — 3,870
1,302 95,805 1,127 6,818 (1,447) — — 103,605
—_ 165,078 — — 3,018 — - 168,096
— 46,874 — 1,291 (187) = — 47978
1,302 307,757 1,127 8.109 1,384 — — 319,679
247,639 177,858 16,315 (1,991) 16,266 — (223,633) 232,454
— 7.960 — — - - — 7,960
247,639 185,818 16,315 (1,991) 16,266 — (223,633) 240414
248,941 493575 17.442 6,118 17.650 — (223,633) 560.093
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Assets

Current assets:
Cash and cash equivalents
Assets limited as to use, current portion
Accounts receivable:
Patient accounts receivable, less allowance
for doubtful accounts of $17,977
Other
Inventories
Prepaid expenses and other current assets

Total current assets
Investments

Assets limited as to use, less current portion:
Debt service funds
Construction funds
Board designated and escrow funds
Self-insurance trust funds
Funds restricted by donor
Economic and beneficial interests
in the net assets of related organizations

Property and equipment, net
Investments in joint ventures and other assets

Total assets

UNIVERSITY OF MARYLAND MEDICAL SYSTEM CORPORATION

AND SUBSIDIARIES

Consolidating Balance Sheet Information by Division — Shore Regional Health (Shore Regional)

June 30, 2016

Schedule 1-d

(In thousands)
Memorial Chester Shore
Shore UM Shore Hospital River Regional
Health UM Shore Queenstown Nursing and Foundation, Inc. Consolidated consolidated
System, Inc. Home Care ASC Rehab. and Subsidiary Total Eliminations total
14,619 34 1 1,474 — 5,910 — 22,038
627 — — — — 233 — 860
12,830 446 90 384 — 4,144 - 17,894
6,296 2,007 — 5 3,502 3,028 — 14,838
4,077 — —_ — — 699 — 4,776
1.429 18 — - 35 68 — 1,550
39,878 2,505 91 1,863 3,537 14,082 — 61,956
67,312 — — — 400 12,603 — 80,315
234 - — — — 4,538 — 4,772
25,000 -— — — 45,986 7,223 — 78,209
22,603 — — 84 - 6,051 —_ 28,738
4,683 — — — 22,004 2,911 — 29,598
78,090 — — 68 — 5,499 (80,552) 3,105
130,610 - — 152 67,990 26,222 (80,552) 144,422
145,237 327 14 1,736 3,300 27,964 — 178,578
10,395 — — — 17 2.077 (2,614) 9,875
393,432 2.832 105 3,751 75,244 82,948 (83.166) 475,146
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Liabilities and Net Assets

Current liabilities:
Trade accounts payable
Accrued payroll and benefits
Advances from third-party payors
Lines of credit
Other current liabilities
Current portion of long-term debt

Total current liabilities

Long-term debt, less current portion
Other long-term liabilities

Total liabilities
Net assets:
Unrestricted
Temporarily restricted
Permanently restricted

Total net assets

Total liabilities and net assets

4,

See accompanying indep

UNIVERSITY OF MARYLAND MEDICAL SYSTEM CORPORATION
AND SUBSIDIARIES

Consolidating Balance Sheet Information by Division — Shore Regional Health (Shore Regional)

June 30, 2016

(In thousands)

Schedule 1-d

Memorial Chester Shore
Shore UM Shore Hospital River Regional

Health UM Shore Queenstown Nursing and Foundation, Inc. Consolidated consolidated

System, Inc. Home Care ASC Rehab. and Subsidiary Total Eliminations total
13,688 7 10 642 6 3,618 — 17,971
18,990 219 — 274 24 2,828 — 22,335
5,946 — — 65 — 778 — 6,789
2,147 (8) 96 768 229 4,072 — 7,304
3,087 — - 30 — 96 - 3,213
43,858 218 106 1.779 259 11,392 — 57,612
83,786 — - 45 — 4412 - 88,243
12,696 — — 266 — 10,009 — 22,971
140,340 218 106 2.090 259 25,813 — 168,826
216,600 2,614 (¢))] 1,625 46,282 51,577 (51,685) 267,012
22,283 — — 36 17,490 2,982 (18,980) 23811
14,209 - - — 11,213 2,576 (12,501) 15,497
253,092 2,614 (1) 1.661 74,985 57,135 (83,166) 306,320
393,432 2,832 105 3,751 75,244 82,948 (83,166) 475,146

auditors’ report.
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UNIVERSITY OF MARYLAND MEDICAL SYSTEM CORPORATION
AND SUBSIDIARIES

Schedule 1-¢

Consolidating Balance Sheet Information by Division — Chester River Health System, Inc. (CRHS) a subsidiary of Shore Regional Health

Assets

Current assets:
Cash and cash equivalents
Assets limited as to use, current portion
Accounts receivable:
Patient accounts receivable, less allowance
for doubtful accounts of $2,294
Other
Inventories
Prepaid expenses and other current assets

Total current assets
Investments

Assets limited as to use, less current portion:
Debt service funds
Construction funds
Board designated and escrow funds
Self-insurance trust funds
Funds restricted by donor
Economic interests in the net assets of

related organizations

Property and equipment, net
Investments in joint ventures and other assets

Total assets

June 30, 2016

(In thousands)
Chester Chester Chester
River Chester UM Chester River River
Hospital River Health consolidated
Center Manor Home Care Foundation total
5,214 696 — 5,910
233 — — 233
3,928 216 —- 4,144
2,964 42 22 3,028
699 — — 699
63 5 — 68
13,101 959 22 14,082
10,461 1,413 729 12,603
4,538 — — 4,538
5,000 - 2,223 7,223
6,051 — —_ 6,051
105 — 2,806 2911
5,196 303 — 5.499
20,890 303 5,029 26,222
27,736 228 — 27,964
2,077 — — 2,077
74,265 2,903 5,780 82,948
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UNIVERSITY OF MARYLAND MEDICAL SYSTEM CORPORATION
AND SUBSIDIARIES

Schedule 1-e

Consolidating Balance Sheet Information by Division — Chester River Health System, Inc. (CRHS) a subsidiary of Shore Regional Health

Liabilities and Net Assets

Current liabilities:
Trade accounts payable
Accrued payroll and benefits
Advances from third-party payors
Lines of credit
Other current liabilities
Current portion of long-term debt

Total current liabilities

Long-term debt, less current portion
Other long-term liabilities

Total liabilities

Net assets:
Unrestricted
Temporarily restricted
Permanently restricted

Total net assets

Total liabilities and net assets

See accompanying independent auditors’ report.

June 30, 2016

(In thousands)
Chester Chester Chester
River UM Chester River River
Hospital River Health consolidated
Center Home Care Foundation total
3,546 58 14 3,618
2,694 134 — 2,828
778 — — 778
3,873 — 199 4,072
96 — — 96
10,987 192 213 11,392
4,412 —_ — 4,412
10,009 — —_ 10,009
25,408 192 213 25.813
46,082 2,707 2,788 51,577
1,487 4 1,491 2,982
1,288 —_ 1,288 2,576
48,857 2,711 5,567 57135
74,265 2,903 5,780 82,948
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Consolidating Balance Sheet Information by Division — Charles Regional Health System, Inc. (Charles Regional)

Assets

Current assets:
Cash and cash equivalents
Assets limited as to use, current portion
Accounts receivable:
Patient accounts receivable, less allowance
for doubtful accounts of $6,908
Other
Inventories
Prepaid expenses and other current assets

Total current assets
Investments

Assets limited as to use, less current portion:
Debt service funds
Construction funds
Board designated and escrow funds
Self-insurance trust funds
Funds restricted by donor
Economic interests in the net assets of

related organizations

Property and equipment, net
Investments in joint ventures and other assets

Total assets

UNIVERSITY OF MARYLAND MEDICAL SYSTEM CORPORATION

AND SUBSIDIARIES

Schedule 1-f

June 30, 2016
(In thousands)
Charles Charles
Charles Charles Regional Regional Charles
Charles Regional Regional Care Partners, Health Regional
Regional Medical Urgent Inc. and Foundation, consolidated
Health, Inc. Center, Inc. Care Subsidiary Inc. Eliminations total

79 11,285 614 431 1,381 — 13,790
— 404 — — — — 404

— 7.390 331 — — — 7,721

2,726 976 — (921) 5 = 2,786

— 1,487 — - - — 1,487

— 478 2 — 3) — 477

2,805 22,020 947 (490) 1,383 — 26,665

— 27,923 — — 2,080 — 30,003

— 10,449 — — - —_ 10,449

3,576 — — — — — 3,576

— 4,820 e — - - — 4,820

— 4.898 - — — (4,898) —

3,576 20,167 - — — (4,898) 18,845
20,016 74,373 753 — 2,639 — 97,781
904 6,985 — 30 S — 7,919
27,301 151,468 1.700 (460) 6,102 (4.898) 181,213
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Consolidating Balance Sheet Information by Division — Charles Regional Health System, Inc. (Charles Regional)

Liabilities and Net Assets

Current liabilities:
Trade accounts payable
Accrued payroll and benefits
Advances from third-party payors
Lines of credit
Other current liabilities
Current portion of long-term debt

Total current liabilities

Long-term debt, less current portion
Other long-term liabilities

Total liabilities

Net assets:
Unrestricted
Temporarily restricted
Permanently restricted

Total net assets

Total liabilities and net assets

See accompanying independent auditors” report.

AND SUBSIDIARIES

UNIVERSITY OF MARYLAND MEDICAL SYSTEM CORPORATION

Schedule 1-f

June 30, 2016
(In thousands)
Charles Charles
Charles Charles Regional Regional Charles
Charles Regional Regional Care Partners, Health Regional
Regional Medical Urgent Inc. and Foundation, consolidated
Health, Inc. Center, Inc. Care Subsidiary Inc. Eliminations total

— 8,996 196 — 169 — 9,361

—_ 3,944 — — — — 3,944

— 3,735 — — - — 3,735

1,943 3,338 2,185 31 245 — 7,742

643 2,207 — — 25 — 2.875

2,586 22,220 2,381 31 439 — 27,657
4,744 54,797 — = 765 — 60,306

- 16,918 — — — — 16.918

7.330 93,935 2,381 31 1,204 — 104.881
19.971 57.440 (681) (491) 4,805 (4.805) 76.239

— 93 — — 93 (93) 93

19.971 57,533 (681) (491) 4,898 (4,898) 76,332
27,301 151,468 1.700 (460) 6,102 (4,898) 181,213
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Assets

Current assets:
Cash and cash equivalents
Assets limited as to use, current portion
Accounts receivable:
Patient accounts receivable, less allowance for
doubtful accounts of $17,282
Other
Inventories
Prepaid expenses and other current assets

Total current assets
Investments

Assets limited as to use, less current portion:
Debt service funds
Construction funds
Board designated and escrow funds
Self-insurance trust funds
Funds restricted by donor
Economic interests in the net assets of related

organizations

Property and equipment, net
Investments in joint ventures and other assets

Total assets

$

UNIVERSITY OF MARYLAND MEDICAL SYSTEM CORPORATION

Schedule 1-g

AND SUBSIDIARIES
Consolidating Balance Sheet Information by Division — University of Maryland St. Joseph Health System (SJHS)
June 30, 2016
(In thousands)
St. Joseph St. Joseph St. Joseph
Medical Medical St. Joseph St. Joseph O’Dea St. Joseph consolidated
Center Group Properties Orthopaedics Medical Arts Foundation Eliminations total

1,443 (156) - — 1,755 868 — 3,910

960 — — - — — — 960
30,765 2,720 - 1,329 3 - — 34,817
12,345 209 — 50 — 1,741 —_ 14,345
5,537 = = 23 — — = 5,560

968 614 (2) 149 104 — — 1.833
52,018 3.387 (2) 1,551 1.862 2,609 - 61,425

— — - — — 10,341 — 10,341

5,816 o — — — — — 5,816
10,107 — — —_ — — — 10,107

= e — = — 1,057 = 1,057

9,503 = - = = = — 9,503
25,426 — — — — 1,057 — 26,483
197,090 897 177 584 11,647 — — 210,395
14.207 = 2,532 2,846 - 526 (2,532) 17.579
288,741 4.284 2,707 4,981 13.509 14,533 (2.532) 326,223
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Liabilities and Net Assets

Current liabilities:
Trade accounts payable
Accrued payroll and benefits
Advances from third-party payors
Lines of credit
Other current liabilities
Current portion of long-term debt

Total current liabilities

Long-term debt, less current portion
Other long-term liabilities

Total liabilities
Net assets:
Unrestricted

Temporarily restricted
Permanently restricted

Total net assets

Total liabilities and net assets

See accompanying independent auditors’ report.

Schedule 1-g
UNIVERSITY OF MARYLAND MEDICAL SYSTEM CORPORATION
AND SUBSIDIARIES

Consolidating Balance Sheet Information by Division — University of Maryland St. Joseph Health System (SJHS)
June 30, 2016

(In thousands)
St. Joseph St. Joseph St. Joseph
Medical Medical St. Joseph St. Joseph O’Dea St. Joseph consolidated
Center Group Properties Orthopaedics Medical Arts Foundation Eliminations total
$ 27,488 1,625 385 (284) 78 75 — 29,367
23,338 2,235 — 2,551 —_ — - 28,124
10,633 — — — — — — 10,633
2,984 50,793 4572 23,990 36 127 — 82,502
5.159 - — — — — — 5,159
69,602 54,653 4,957 26,257 114 202 — 155,785
233,727 - - — 8,882 — — 242,609
15,652 — — — — — — 15,652
318,981 54,653 4,957 26,257 8,996 202 — 414.046
(30,241) (50,369) (2,250) (21,276) 4,513 4295 (2,532) (97,860)
1 — — —_ —_ 9374 — 9,375
— —- — — — 662 — 662
(30,240) (50,369) (2250) (21,276) 4.513 14,331 (2,532) (87.823)
$ 288,741 4,284 2,707 4,981 13.509 14,533 (2,532) 326,223
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Schedule 1-h
UNIVERSITY OF MARYLAND MEDICAL SYSTEM CORPORATION

AND SUBSIDIARIES
Consolidating Balance Sheet ion by Division — University of Upper C ke Health Sysiem (UCHS)
Jume 30, 2016
(in thoasands)
Upper Upper Upper Upper
Chesapeake Harford i = Cl k C I Hospice Upper Upper Chesapeake
Medicat Memorial UCHS Health Medical Hospice Health Health of Harford Chesapeake Chesapeake consolidated
Assets Center Hospital Properties Ventures Services House Foundation System County Insurance Co. Land Trust Eliminations total
Curent assets:
Cash and cash equivalents s 29,652 19.400 12 = 319 27 18 —_ —_ — — — 49428
Assets limited as 10 use, cwrTend portion — _— —_ —_— = — i — - — = = =
Accounts receivable:
Paticnl accounts receivable, dess allowance for
doubifnl acoounts of $19.036 21013 6.765 s — 5.035 3 = - — - — -_ 35816
Other — — —_ 39 (23] —_ 6.905 11 — 2424 —_ = 9377
Imventories 6,239 2,696 _ = 622 = — — - — —_ — 9,607
Prepaid expenses and other current assets 1121 2,144 24 — 829 5 — 17 — — — — 4.140
Total curren assets 61,075 31,005 36 39 6,803 35 6.923 28 — 2424 — — 108,368
Iovestments 100,941 70,924 —_ _— — 478 — - —_— — —_ _ 172,343
Asscts limited as to use, Jess aunrent portion:
Ievestments held for swap collateral 40811 —_ —_ - - - — s e = s = 103811
Debt service funds — —_ — —_ — _ — —_ —_ —_ — —_ o
Comstruction funds —_ —_ —_ —_ — _— - _ —_ — —_ —_ —_
Board designated and escrow funds —_ _— —_ —_ —_ — 17757 —_ —_ — —_ —_ 17757
Self-insurance trist funds — — — — — — —_ — — 11,066 — —_ 11.066
Funds restricted by donor — — — — — — — — — — — — -
Economic interests in the net assets of
related onganizations - — — — — — - — — —_— — — -
40,811 .- — —_ —_ —_ 17,757 —_ = 11,066 —_ - 69,634
Property and equipment, net 220,906 29,442 —_ 10 2222 2019 16 1,564 —_ — 3,001 —_ 259210
Investiments in joint ventures and other assets 225127 = — 3948 5 — b —_ — 9.079 — (19.41) 218812
Total asseis s 618 860 131371 36 3997 9.030 21532 24.820 1.592 — 22,569 3,001 (19,441) 828367
et —_—




Total net assets
Total liabilities and nci sssets

UNIVERSITY OF MARYLAND MEDICAL SYSTEM CORPORATION

Schedule 1-h

E&]

AND SUBSIDIARIES
Consolidating Balance Sheet by Division — University of Upper Ct Health System (UCHS)
June 30, 2016
(In thomsands)

Upper Upper Upper Upper
Chesapeake Harford R C k Cl Hospice Upper Upper Chesapeala
Medical Memorial UCHS Health Medical Hospice Heslth Heulth of Harford Chesapeake Chesapeake consolidated

Center Hospital Properties Veutures Services House Foundation System County Imsurance Co. Land Trust Eliminations total
7,192 6,795 = 2223 - — 421 — 3 - 16.663
21574 2421 —_ — — — -_ 1475 —_ — — — 25470
6.718 2,059 — —_ = —_ = —_ — - o — 8777
23,059 18301 L — 5442 29 7918 24719 .- 2664 3.090 65 63.259
1445 — — — — = — — ] - o 4445
62,938 29,576 12 —_ 7,665 229 7918 4375 —_ 2,696 3,090 65 118614
175354 25,953 —_ — —_— — - — - =— . — 201,307
24490 1,158 — — — = — 1 — 18678 — 2,519 41788
262.832 56.687 12 -_ 7,665 229 7.918 1376 s 21374 3.0% (2474) 361,709
219,126 74,684 24 1,997 1365 1,825 9712 @733 - 1,195 ®9) (65) 308.990
166,902 _ — -_ - 478 5914 —_— _— — - (16,902) 156392
== — = — — — 1276 — — — i — 1276
386.028 74.684 24 3.997 1.365 2303 16.902 (2.78%) — 1.195 (39 (16.967) 466.658
648 860 131.371 36 3.997 9.030 2.532 24.820 1592 o 22.569 3.001 (15.441) 828,367
—e e



Schedule 1-i
UNIVERSITY OF MARYLAND MEDICAL SYSTEM CORPORATION
AND SUBSIDIARIES

Consolidating Balance Sheet Information by Division — University of Maryland Health Plans

June 30, 2016
(In thousands)
UM Health
Plans
UM Health UM Health consolidated
Assets Ventures Plans Eliminations total
Current assets:
Cash and cash equivalents $ — 1,540 — 1,540
Assets limited as to use, current portion — — — —
Accounts receivable:
Patient accounts receivable, less allowance for doubtful
accounts of $0 — — — -
Other 5,938 16,832 — 22,770
Inventories - — — —
Prepaid expenses and other current assets 417 359 — 776
Total current assets 6,355 18,731 — 25,086
Investments —_ 10,208 —_— 10,208
Assets limited as to use, less current portion:
Investment held for collateral — - — —
Debt service funds — — — -
Construction funds — — _ —
Board designated and escrow funds — — - —
Self-insurance trust funds — — — —
Funds restricted by donor - — — -
Economic interests in the net assets of related organizations — = — —
Property and equipment, net - 5,306 — 5,306
Investments in joint ventures and other assets 83,050 89,089 (85,552) 86,587
Total assets $ 89,405 123,334 (85,552) 127,187
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UNIVERSITY OF MARYLAND MEDICAL SYSTEM CORPORATION

Consolidating Balance Sheet Information by Division — University of Maryland Health Plans

Liabilities and Net Assets

Current liabilities:
Trade accounts payable
Accrued payroll and benefits
Advances from third-party payors
Lines of credit
Other current liabilities
Current portion of long-term debt

Total current liabilities

Long-term debt, less current portion
Other long-term liabilities

Total liabilities

Net assets:
Unrestricted
Temporarily restricted
Permanently restricted

Total net assets

Total liabilities and net assets

See accompanying independent auditors’ report.

AND SUBSIDIARIES

Schedule 1-i

June 30, 2016
(In thousands)
UM Health
Plans
UM Health UM Health consolidated
Ventures Plans Eliminations total
$ — 109 —_ 109
1,095 561 — 1,656
10,560 29,569 — 40,129
5,000 — —_— 5,000
16,655 30,239 —_ 46,894
41,667 — — 41,667
35,700 17,600 — 53,300
94,022 47,839 L= 141,861
(4,617) 75,495 (85,552) (14,674)
(4.617) 75,495 (85,552) (14,674)
$ 89,405 123,334 (85,552) 127,187
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Current assets:
Cash and cash equivalents
Asscts limited as to use, curren portion
Accounts receivable:
Paticnt accounts receivable. less allowance for doubtful
accounis of $248,054
Other
Inventorics
Prepaid cxpenses and other aurent assels

Total current assets
Lvestments

Assets limited as 10 use, less current portion:
Investments held for collsteral
Debt senvice funds

Funds restricted by donor

Ecanomme ind beneficial tserests in the net acsets ol rwlated

organizations

Property and equipment, net
Investments in joint ventures and other assets

Total assets

UNIVERSITY OF MARYLAND MEDICAL SYSTEM CORPORATION

AND SUBSIDIARIES
C Balance Sheet by Division
June 30, 2015
(In thousands)
University of
Maryand Baltimore
Medical Rehabilitation & ‘Washington
Cester Orthopaedic Medicat Shore Charles SL Joseph Upper UMMS Comsalidated
& Affdiates Institute Midtown System Regional Regional Health Chetapeake Foundation ECARE Eliminations total
5 251,525 10222 15,899 61,841 11,980 22797 3,768 84474 = _ —_— 462,506
46,377 -_— 764 1294 948 435 549 = —_ =, _— 50417
143,905 13.920 24921 35.366 24.507 8364 39.694 34,886 _— —_ — 325.563
160.906 @1 1653 1.096 8.582 982 (79.696) _ _ 249 4.4y 68.949
26,756 1,106 3,533 6,759 3,659 1675 5,535 10,231 S _ _ 59,254
6,197 110 219 537 1,142 443 1479 13,503 1,500 144 — 25279
635, 25277 46,994 106,893 30818 34,746 (28671 143,099 1,500 393 24,747 991,968
284743 28515 = 72,447 82215 2429 10,582 — A i — 500,931
77,603 _ 3,700 8000 - —_ —_ 30,017 — == — 119,320
21,197 — — —_ — —_ — —_ —_ = = 21,197
47014 10,755 6,045 26,538 15,810 11.000 10472 — — = = 127,634
— _— — = 11013 7.081 _— 124874 2977 = = 231,945
52,637 —_ 15,896 23321 26,380 5.943 9370 9479 —_ —_ —_ 143,026
—_ _— 1,173 — 31,376 = 110l — 22,383 _— —_ 56,033
200.020 30.680 432 7.022 3.105 — 9.503 = = _— (61.332) 189.430
398,471 41,435 271246 64,831 153,684 24,024 30,446 164370 45,360 —_ (61,332) 888,585
922,361 46,354 98,649 253,540 172,150 91,983 215,891 253876 _ 2,825 —_ 2,058,129
661,818 o 16.958 16.520 13477 6371 13,280 217,172 5,965 - (658.028) 293233
H 2 90!!559 1415581 189!347 514.281 47204 179.553 241.528 778,517 52i825 3218 (744,10T) 4.732.846
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Liabilities snd Net Assets
Current liabilities:
Trade accounts payable
Accrued payroll and benefits
Advances from third-party payors
Lines of credit
Long-iam debt subject 1o short-term remarketing

arangemenis
Current portion of long-ierm debt
Total carrent liabilities

See accompanying independent anditors’ report.

s

UNIVERSITY OF MARYLAND MEDICAL SYSTEM CORPORATION

Schedule 2

AND SURBSIDIARIES
C idating Balance Sheet Inf by Division
June 30, 2015
(In thousands)
University of
Maryland Baltimore
Medical Rehabilitation & ‘Washington
Center Orthopaedic Medical Shore Charies St. Joseph Upper UMMS Consolidated
& Affiliates Institute Midtown System Regional Regional Health Chesapeake Foundation ECARE Eliminations total

133,454 7,124 15,124 29,130 20,518 38414 25929 18,433 996 1,687 — 261,239
110,937 5470 12,745 28,754 26,051 5,405 28391 26,095 —_— —_ —_ 243,848
76,099 3427 9,520 9.057 6,020 4,162 13,102 7.825 _— - — 129,212
132400 = = = = 12,000 - — — — — 144,400
86,145 4,031 6,770 (13,894) 10,108 1,878 3,762 35.118 —_ 6,124 (24.747) 115295
51.732 _— —_ —_ — — —_— _ —_ —_ — 51.732
12,971 482 888 3,714 3299 2751 4938 4,255 = = - 33298
603,738 20,534 45,047 56,761 65,996 35,040 76,122 91,726 996 7.811 @4,7147) 979,024
723,590 21419 33.955 171,779 91,583 63,105 247,961 205,752 -_ —_ —_ 1,559,144
110,797 415 22910 38486 21,532 13,260 3954 42871 — -_ - 259225
167.520 = — _— —_ = —_— 28852 —_— - e 196372
1.605.645 42368 101.912 267.026 179.111 111.405 333,037 369.201 996 7.811 Q4.747) 2.993.765
1,075,715 68,400 86330 240233 252714 68,055 (98,724) 251,536 26336 4,593) (508,775) 1,457227
220,510 30,813 1,605 702 24,670 93 6815 156,504 6,930 —_ (209309) 245,653
1.689 — — —_ 15.549 — 400 1276 18.563 — (1.276) 36201
1297914 99213 87.935 247.255 292,933 68.148 (91.509) 409316 51.829 (4.593) (719360) 1,739.081
2.903.559 141.58] 189.847 514281 472.044 179553 241,528 778,517 52.825 3218 (744.100) 4.732.846



Unirestricted revenuss. gains and other support:
Patient Servier Bever (net of smtrsctial adjistowab)
Provision for bed debts
Nel paticni service revenue
Oty operating revemr:
Swaic support
Pramium Revenes
Other revenue
Total unrestricied revenue, gaims and ather support

Talal cperating cxpenses
Operating income (loss)
Nonoperating income and cqpenses, net:
Loxs on carly extinguishment of debt
Change in fir valus of undesignaied inicrest rale swaps
Uther nomoporsting gains and losses:
Contributions
2. Somrph excrw sifiement
Equity in net income of join! venthures
meome:
Clomngs in fair valoe of ioveximents
Orher nanoperating gains and Jossy
Total other nonoperating grirs and lomes
Escem (deficiency) of revenses aver eapenics

See sccompanying independen! suditars’ report.

UNIVERSITY OF MARYLAND MEDICAL SYSTEM CORPORATION
AND SUBSIDIARIES

Cansolidsting Operations Informmlicn by Division
Yent e Jume 30, 2016

(n thousards)
University of
Maryland Baltimore
Medical Rebabilitstion ‘Washington
Ceuter & Oribopacdic Medical Shore Charles St Jesrph UM Health UMMS Cammwanity Camsobiduted
& Affilistes Institute. Midtown Svstem Reglooal Regioan) Health UCHS Plam Foundstion Med. Groap ECARE Elisninatioms total
s 1,429329 108,435 209573 419,168 3R 917 133,783 425,406 4362 — — 64,007 — (852) 3,544,050
(64,669) ,015) (18,354) (36,972) 113,0%0) 15,146) (16,131) (14,846) — —_ — - - (176,198)
1364.665 101.420 191219 30,196 305 847 128637 09775 421438 — - 64.007 - (52) 3367352
3200 — — — - — - - - - - — 3,200
— p— - = - — _ 140,958 —_ — _ —_ 140,953
121601 519 29 5.507 30 666 6.839 3364 3 — 49525 2975 (45.470) 156.939
1.489 466 107.139 194189 387,703 309.087 129303 416.114 2430 140.961 — 113532 2975 (46322) 366299
725,096 50,763 £9,088 179,444 139,771 53,728 195,908 21243 14,358 —_ 77,460 — - 1,751,856
43261 14,09 23206 61,958 40,614 17075 81,820 31,781 — — 11,087 9% — 674,994
138,443 23430 45,671 91,785 T1612 29432 91257 56262 137280 —_ 24901 4351 146322) 680,062
130,634 9.126 20,381 9,469 13.941 5,08 1,437 15309 — - 46M - — 216562
91,131 5615 12515 24616 1997 605 17,598 19,893 1663 — 984 654 — 200,764
B9 766 1212 6,156 3320 2143 10,110 8580 1,047 — 157 — 31464
Las2452 103.856 192.593 B 295237 118.520 410127 403.068 154308 — 1n9.an 5288 (46372) 3.581.702
36978 3253 1.596 [LFs}] 13.850 10.753 S.987 21.734 (3347 = (5519 2313) - £7.247
(78429) - — - — - = - - — - - T8429)
o = = o - as6 — — 2526 — - - 3769
34275 — — — - - — — — — —_ - 34715
(1,629) = — (178) 470 (>3} 375 o — —_ — _ 29%)
10,642 636 3 2343 6153 316 145 409 e 225 — — — 211
@191n (1303 23 4,170 (10,540) (964) (429) 4.446 o (988) = = . (36.443)
(10392) (3%0) (605) fek0)) ReXio W (675) (5.246) (3%) (1,614) 2353) — — — (1.033)
10978 (1,057) (544) (5,724) (6,855) 353) (4410) 1,846 _(1466) (539 — — — (1.619)
s (30473) 2226 1.052 3551 6.595 9930 1577 23,580 (14.813) 5514! (5519 (2313) e 199




Unrestricted revenues, gains and other support:

Patient service revenue (net of contractual adjustments)

Provision for bad debts
Net patient service revenue

Other operating revenue:
State support
Other revenue

Total unrestricted revenue, gains and
other support

Operating expenses:
Salaries, wages and benefits
Expendable supplies
Purchased services
Contracted services
Depreciation and amortization
Interest expense

Total operating expenses
Operating income (loss)

Nonoperating income and expenses, net:
Loss on early extinguishment of debt
Change in fair value of undesignated interest rate
swaps

Other nonoperating gains and losses:
Contributions
St Joseph escrow settlement
Equity in net income of joint ventures
Investment income
Change in fair value of investments
Other nonoperating gains and losses

Total other nonoperating gains and losses

Excess (deficiency) of revenues over
expenses

See accompanying independent auditors’ report.

AND SUBSIDIARIES

Year ended June 30, 2016

UNIVERSITY OF MARYLAND MEDICAL SYSTEM CORPORATION

Consolidating Operations Information by Division for University of Maryland Medical Center & Affiliates (UMMC)

Schedule 3-a

(In thousands)
University of
Maryland
Medical
Center
University of Maryland Medical Center & Affiliates
University Shock Trauma University 36 South University consolidated
Hospital Center Subtotal Specialty Paca CARE _Eliminati total
1,237,079 190,580 1,427,659 —_ — 1,670 - 1,429,329
(52,392) (12,321) (64,713) 199 — (150) — (64,664)
1,184,687 178,259 1,362,946 199 - 1,520 — 1,364,665
— 3,200 3,200 — — — — 3,200
119,019 178 119,197 — 964 1,440 — 121,601
1,303,706 181,637 1,485,343 199 964 2,960 — 1,489,466
655,710 67,728 723,438 (N 142 1,523 - 725,096
314,729 28,222 342,951 (0] 190 121 — 343,261
92,085 42338 134,423 3 804 3213 — 138,443
118,522 12,112 130,634 — — — - 130,634
78,734 11,963 90,697 — 434 — — 91,131
23,559 — 23,559 — 364 — — 23,923
1,283,339 162,363 1,445,702 (5) 1,934 4,857 — 1,452,488
20,367 19,274 39,641 204 (970) (1,897) — 36,978
(78,429) — (78,429) —_ -_— —_ — (78,429)
34,275 — 34,275 — — — — 34,275
(4,305) — (4,305) - — — 2,676 (1,629)
9,142 1,500 10,642 — — — — 10,642
(21,918) — (21,918) — — — — (21,918)
(10,582) — (10,582) — — — 190 (10,392)
6,612 1,500 8,112 — — — 2,866 10,978
(51,450) 20,774 (30,676) 204 (970) (1,897) 2,866 (30,473)
79 (Continued)



Unrestricted revenues, gains and other support:
Patient service revenue (net of contractual adjustments)
Provision for bad debts

Net patient service revenue

Other operating revenue:
State support
Other revenue

Total unrestricted revenue, gains and other
support

Operating expenses:
Salaries, wages and benefits
Expendable supplies
Purchased services
Contracted services
Depreciation and amortization
Interest expense

Total operating expenses
Operating income (loss)

Nonoperating income and expenses, net:
Loss on early extinguishment of debt
Change in fair value of undesignated interest rate swaps

Other nonoperating gains and losses:
Contributions
Equity in net income of joint ventures
Investment income
Change in fair value of investments
Other nonoperating gains and losses

Total other nonoperating gains and losses

Excess of revenues over expenses

See accompanying independent auditors’ report.

UNIVERSITY OF MARYLAND MEDICAL SYSTEM CORPORATION

Schedule 3-b

AND SUBSIDIARIES
Consolidating Operations Information by Division for Midtown Health, Inc. (Midtown)
Year ended June 30, 2016
(In thousands)
UM Midtown UMMC UM Midtown Midtown
Health Midtown Clin. Prac. consolidated
Systems, Inc. Campus Group Eliminations total
3 — 208,590 5,720 (4,737) 209,573
- (17,596) (758) — (18,354)

— 190,994 4.962 (4,737) 191,219

962 1,990 18 — 2.970

962 192.984 4,980 (4.737) 194,189

— 89,088 — — 89,088

— 23,206 — —- 23,206

798 44,630 243 — 45,671

— 20,881 4,737 (4,737) 20,881

242 12,273 — — 12,515

47 1,185 — — 1,232

1,087 191,263 4,980 (4.737) 192,593

(125) 1,721 — — 1,596

— 38 — — 38

— 23 — — 23
— (605) — — (605)
— (544) — — (544)

b (125) 1,177 — — 1,052

g0



UNIVERSITY OF MARYLAND MEDICAL SYSTEM CORPORATION
AND SUBSIDIARIES

Consolidating Operations Information by Division for Baltimore Washington Medical System (BWMS)
Year ended June 30, 2016

Schedule 3¢

(In thousands)
Baltimore Baltimore Baltimore Baltimore
Washington Washington Washington Washington North BWMS
Medical Medical Healthcare Health County consolidated
System, Inc. Center Services Enterprises Corporation Shipley’s Eliminations total
Unrestricted revenues, gains and other support:
Patient service revenue (net of contractual adjustments)  $ —_ 375,219 39,522 6,571 — —- (2,144) 419,168
Provision for bad debts — (17,584) (19,165) (223) — — -— (36,972)
Net patient service revenue - 357,635 20,357 6,348 —_ - (2,144) 382,196
Other operating revenue:
State support — —_ — —_ — — —_ ==
Other revenue 3.654 3,596 — — 2.702 — (4.445) 5.507
Total unrestricted revenue, gains and other
support 3.654 361,231 20,357 6,348 2,702 — (6,589) 387,703
Operating expenses:
Salaries, wages and benefits 3,637 162,722 11,837 1,248 — - - 179,444
Expendable supplies — 61,531 1 296 130 — — 61,958
Purchased services 14,559 67,989 5,153 9,311 1,362 — (6,589) 91,785
Contracted services — 9,469 — S — - — 9,469
Depreciation and amortization - 23,109 — 815 692 — — 24,616
Interest expense — 6,003 — 73 80 — — 6.156
Total operating expenses 18.196 330,823 16,991 11.743 2,264 — (6.589) 373.428
Operating income (loss) (14,542) 30,408 3.366 (5.395) 438 — — 14,275
Nonoperating income and expenses, net:
Loss on early extinguishment of debt — — — — — —_ — -
Change in fair value of undesignated interest rate
swaps — — — o — — — L=
Other nonoperating gains and losses:
Contributions —_ — — — —_ el Tar =
Equity in net income of joint ventures 22533 — — — — — (22,533) —
Investment income — 2,343 — — — — - 2,343
Change in fair value of investments — (4,770) S — - — — (4,770)
Other nonoperating gains and losses — (3,064) — (233) — — — (3.297)
Total other nonoperating gains and losses 22,533 (5.491) — (233) — — (22.533) (5,724)
Excess (deficiency) of revenues over
expenses $ 7.991 24917 3,366 (5.628) 438 — (22,533) 8.551

See accompanying independent auditors’ report.
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Unrestricted revenues, gains and other support:
Patient service revenue (net of contractual adjustments) s
Provision for bad debts

Net patient service revenue

Other operating revenue:
State support
Other revenue

Total unrestricted revenue, gains and other
support
Operating expenses:
Salaries, wages and benefits
Expendable supplies
Purchased services
Contracted services
Depreciation and amortization
Interest expense

Total operating expenses
Operating income (loss)

Nonoperating income and expenses, net:
Loss on early extinguishment of debt
Change in fair value of undesignalted interest rate swaps

Other nonoperating gains and losses:
Contributions
Equity in net income of joint ventures
Investment income (loss)
Change in fair value of investments
Other nonoperating gains and losses

Total other nonoperating gains and losses

Excess (deficiency) of revenues over expenses s

See accompanying independent auditors’ report.

UNIVERSITY OF MARYLAND MEDICAL SYSTEM CORPORATION
AND SUBSIDIARIES

Consolidating Operations Information by Division for Shore Regional Health (Shore Regional)

Schedule 3-d

Year ended June 30, 2016
(In thousands)
Memorial Chester
Shore UM Shore Hospital River SHS
Health UM Shore Queenstown Nursing and Shore Foundatic lidated consolidated
System, Inc. Home Care ASC Rehab. Med. Group and Subsidi Total Eliminations total

248,548 3,953 251 7,898 —_ = 58,267 —_— 318,917
(10.026) (38) (116) (6) — — (2.884) = (13,070)
238,522 3,915 135 7.892 — — 55,383 — 305,847
2,758 — 220 7 — — 255 — 3,240
241,280 3,915 355 7,899 — — 55,638 — 309,087
112,434 2,885 304 4,449 —_ — 19,699 — 139,771
34,184 bicd 102 739 — — 5,512 - 40,614
41,225 1,420 19 2,580 16,539 — 15,829 — 77,612
8,569 - (72) 9 — — 5,435 — 13,941
15,662 76 2 256 — — 3,983 —_ 19,979
3,154 —_ — 6 — — 160 — 3,320
215228 4,458 355 8,039 16,539 — 50,618 — 295,237
26,052 (543) — (140) (16,539) — 5,020 — 13,850
7 — — - — 310 406 — 787

(178) - — — — — — - (178)
3,716 — — — — 2,045 392 - 6,153
(6,261) — — — — (3,529) (750) - (10,540)
(1,437) — — — — (545) (1,095) — (3,077)
(4,089) - — — — (1.719) (1,047) - (6,855)
21,963 (543) — (140) (16,539) (1.719) 3,973 — 6,995
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UNIVERSITY OF MARYLAND MEDICAL SYSTEM CORPORATION

AND SUBSIDIARIES

Consolidating Operations Information by Division for Chester River Health System, Inc. (CRHS) a subsidiary of Shore Regional Health

Year ended June 30, 2016

Schedule 3-e

(In thousands)
Chester Chester Chester
River Chester UM Chester River River
Hospital River River Health consolidated
Center Manor Home Care Foundation total
Unrestricted revenues, gains and other support:
Patient service revenue (net of contractual allowances) $ 56,080 — 2,187 - 58,267
Provision for bad debts (2,774) — (110) — (2,884)
Net patient service revenue 53,306 - 2,077 — 55,383
Other operating revenue:
State support — — — — —
Other revenue 255 — — — 255
Total unrestricted revenue, gains and other support 53.561 — 2,077 — 55,638
Operating expenses:
Salaries, wages and benefits 18,011 o 1,688 — 19,699
Expendable supplies 5,464 — 48 —_ 5,512
Purchased services 15,571 — 258 — 15,829
Contracted services 5,435 — — —— 5,435
Depreciation and amortization 3,971 — 12 — 3,983
Interest expense 160 — — - 160
Total operating expenses 48,612 — 2,006 — 50,618
Operating income 4.949 — 71 — 5,020
Nonoperating income and expenses, net:
Loss on early extinguishment of debt — — — — —
Other nonoperating gains and losses:
Contributions 333 — — 73 406
Equity in net income of joint ventures — — — — -
Investment income 57 — 5 330 392
Change in fair value of investments (382) - 39) (329) (750)
Other nonoperating gains and losses (411) — — (684) (1,095)
Total other nonoperating gains and losses (403) — {34) (610) (1.047)
Excess of revenues over expenses $ 4.546 — 37 (610) 3.973

See accompanying independent auditors’ report.
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UNIVERSITY OF MARYLAND MEDICAL SYSTEM CORPORATION
AND SUBSIDIARIES

Consolidating Operations Information by Division for Charles Regional Health (Charles Regional)

Schedule 3-f

Year ended June 30, 2016
(In thousands)
Charles Charles
Charles Regional Regional Charles
Charles Regional Charles Care Partuers, Health Regional
Regional Medical Regional Inc. and Foundation, consolidated
Health, Inc. Center, Inc. Urgent Care Subsidiary Inc. Eliminations total
Unrestricted revenues, gains and other support:
Patient service revenue (net of contractual adjustments) 3 - 132,762 1,021 — B - 133,783
Provision for bad debts — (4,903) (67) (176) — — (5,146)
Net patient service revenue — 127,859 954 (176) — — 128,637
Other operating revenue:
State support — = — —_— —_— — —
Other revenue 215 451 — — — — 666
Total unrestricted revenue, gains and other support 215 128,310 934 (176) - - 129,303
Operating expenses:
Salaries, wages and benefits — 58,728 — — - - 58,728
Expendable supplies — 16,976 99 - — — 17,075
Purchased services 1,002 26,247 1,439 744 — — 29,432
Contracted services — 5,086 — — — - 5,086
Depreciation and amortization 1,496 4,652 97 (189) —_ — 6,056
Interest expense 269 1,874 — — — — 2.143
Total operating expenses 2.767 113,563 1.635 555 — — 118,520
Operating income (2,552) 14,747 (681) (731) — — 10,783
Nonoperating income and expenses, net:
Loss on early extinguishment of debt — — — — —_ - —
Other nonoperating gains and losses:
Contributions — — — — — - —
Equity in net income of joint ventures - 202 — 268 — — 470
Investment income 66 206 - — 44 — 316
Change in fair value of investments — (855) — - (109) — (964)
Other nonoperating gains and losses — (740) — — 32 33 (675)
Total other nonoperating gains and losses 66 (1.187) — 268 (33) 33 (853)
Excess of revenues over expenses $ (2.486) 13,560 (681) (463) (33) 33 9930

See accompanying independent auditors’ report.




Schedule 3-g
UNIVERSITY OF MARYLAND MEDICAL SYSTEM CORPORATION

AND SUBSIDIARIES
Consolidating Operations Information by Division for University of Maryland St. Joseph Health System (STHS)
Year ended June 30, 2016
(In thousands)
St. Joseph St. Joseph St. Joseph
Medical Medical St. Joseph St. Joseph O’Dea St. Joseph consolidated
Center Group Properties Orthopaedics Medical Arts Foundation Eliminations total
Unrestricted revenues, gains and other support:
Patient service revenue (net of contractual adjustments) $ 361,730 35,188 —_ 28,488 — — — 425,406
Provision for bad debts (13,109) (1,482) - (1,540) — —- — (16,131)
Net patient service revenue 348,621 33,706 —_ 26,948 —_ — - 409,275
Other operating revenue:
State support — - — — — — - —
Other revenue 5.196 8,287 1,570 87 2,643 — (10,944) 6.839
Total unrestricted revenue, gains and
other support 353,817 41993 1,570 27,035 2,643 — (10.944) 416,114
Operating expenses:
Salaries, wages and benefits 134,867 41,998 —— 19,040 — — — 195,905
Expendable supplies 80,224 1,164 — 432 - — — 81,820
Purchased services 70,455 14,382 2,181 11,765 1,348 1 (2.875) 97,257
Contracted services 15,382 124 _ — —_ —_ (8,069) 7,437
Depreciation and amortization 16,877 113 19 144 445 —_ — 17,598
Interest expense 9,685 — — — 425 — — 10.110
Total operating expenses 327,490 57,781 2,200 31,381 2,218 1 (10,944) 410,127
Operating income (loss) 26,327 (15,788) (630) (4,346) 425 (1) — 5,987
Nonoperating income and expenses, net:
Loss on early extinguishment of debt — - — — - — - —
Other nonoperating gains and losses:
Contributions — — — — — 456 — 456
Equity in net income of joint ventures 664 — — — — — — 664
Investment income — — - — — 145 — 145
Change in fair value of investments — - — — - (429) =t (429)
Other nonoperating gains and losses (4,166) 2 — — - (1,082) — (5,246)
Total other nonoperating gains and losses (3.502) 2 — — - (910) — (4.410)
Excess (deficiency) of revenues over
expenses $ 22,825 (15,786) (630) (4,346) 425 911) — 1,577

See accompanying independent auditors’ report.
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Patient senice revenue (nel of eontractual adjustments)

Provinen fof had dedts
Net patient service revenise
Other operating revenue:
Stale support
Other revanue
Total unmestricled revenue, gains and
other support

Nanoperating income and expenses, net:
Loss on early exinguishmenl of debt
Change in fuir value of undesignated interest rate
swaps
Other nonoperaling gamns 2nd losses:
Caontributions
Equity in net income of joint venlures
Irvestment income
Change in fair value of investments
Other nonoperating gains and losses
Total other nonoperaling gains and lasses
Exoess (deficiency) of revenues over
opeanses

See sccompanying independent auditors” report.

UNIVERSITY OF MARYLAND MEDICAL SYSTEM CORPORATION

Schedule 3-h

AND SUBSIDIARIES
C ng Op Infc by Division for Upper Chesspeake Health System (UCHS)
Year ended June 30, 2016
(In thousands)
Upper Upper Upper Upper
Chesapeake Harford Resid ] Chesapeak Ch k Hospice Upper Upper Chesapeake
Medical Memorial UCHS Health Medical Hospice Health Health of Harford Chesapeake Chesapeake consolidated
Ceanter Hospital Properties Ventures Services Heuse Foundation System Coanty Insurance Co. Land Trust Eliminations total
s 293,312 93,717 — — 48449 306 — — — - — - 436,284
(8.082) [C510)] = == 2234) {19 — — — — P — (14.846)

285,730 89206 - —_ 46215 287 — - - o - —_ 421,438
4692 1.028 — 5,678 400 — 15,978 - 1313 — (25.785) 3364
290422 90,234 — — 51,893 687 — 15,978 — 1,373 — (25.785) 424,302
125,831 46,770 — - 37,044 704 —_ 10,894 — — — — 221243

65,309 8,886 _— == 7317 41 - 228 - — —-— o 81,781
39,564 17417 247 105 12,294 135 - 4,191 — 13717 14 (19,082) 56262
9390 3,620 = - 7.876 — — 81 - - - (5.658) 15309
13,661 4771 101 o 507 270 - 583 -_ — -_ — 19.893
7321 1,259 - = — = — = = - — — 3.580
261.076 82723 348 105 65.038 1.150 — 15.977 - 1377 14 (24.740) 403.068
29.346 7511 (348) (105) (13.143) (463) = ! = [O) 14 (1.045) 21.734

— - - 375 —_ —_ —_ — - — - — 375

“42) 670 = = — ©) @14) — — 4 - = 409

4568 (180) —_ —_ —_ 3) 61 —_ — — — -_ 4446

B3.136) = — - - = 352 - — - — — (3384)
790 490 — 315 — (12) 199 — — 4 — — 1.846
s 30.136 2.001 348) 270 (13.145) (475) 199 1 — — (14) (1.045) 23.580




Consolidating Operations Information by Division for University of Maryland Health Plans

Unrestricted revenues, gains and other support:
Patient service revenue (net of contractual adjustments)
Provision for bad debts

Net patient service revenue

Other operating revenue:
State support
Premium revenue
Other revenue

Total unrestricted revenue, gains and other support

Operating expenses:
Salaries, wages and benefits
Expendable supplies
Purchased services
Contracted services
Depreciation and amortization
Interest expense

Total operating expenses
Operating income (loss)

Nonoperating income and expenses, net:
Loss on early extinguishment of debt
Change in fair value of undesignated interest rate swaps

Other nonoperating gains and losses:
Contributions
Equity in net income of joint ventures
Investment income
Change in fair value of investments
Other nonoperating gains and losses

Total other nonoperating gains and losses

Excess of revenues over expenses

See accompanying independent auditors’ report

UNIVERSITY OF MARYLAND MEDICAL SYSTEM CORPORATION

AND SUBSIDIARIES

Year ended June 30, 2016
(In thousands)

87

$

Schedule 3-i

UM Health
Plans
UM Health UM Health consolidated
Ventures Plans Eliminations total
— 140,958 — 140,958
= 3 —_ 3
— 140,961 — 140,961
1,966 12,392 — 14,358
- 137,240 — 137,240
e 1,663 = 1,663
1,047 — — 1,047
3.013 151,295 — 154,308
(3,013) (10,334) — (13.347)
— 148 - 148
= (1,614) — (1,614)
— (1,466) — (1,466)
(3.013) (11.800) — (14,813)




Unrestricted revenues, gains and other support:
Patient Scrvice Revenue (pet of cantractual sdjusiments)
Provision for bad debts
Net palient serviee revenue

Other operaling revenue:
State suppost
Other revenue

Total unrestricied revenue, gains and other support

Lats on corly extinguishment of debt
Change m (air value of undesignated interest rale swaps
Other nanopetating gains and losses:
Cantribations
Gain on sale of joint venture
Euuity in net income of joint ventures
Investment income
Change in fair value of investments
Fair value impairment adjustment
Other nanoperating gains and losaes
Total other nanoperating gains and lose=s
Excess (deficiency) of revenues over expenses

See accampanying independent audilors’ report

UNIVERSITY OF MARYLAND MEDICAL SYSTEM CORPORATION

Schedule 4

AND SUBSIDIARIES
Consulidating Op ! by Divisian
Year ended June 30, 2015
(In thousands)
University of
Maryland Baltimore
Medical Rehabiltation Washingten
Ceater & Meiical System Shere Charles St Jaseph UMMs Consalidated
& Affilintes Institute Midtewn __ Washington _ Reglonal Reglonal Health UCHS Foundation ECARE Eliminatious total
s 13531R2 108,225 209,569 426622 328052 135840 394,008 418724 — - (986) 3373236
(40.129) (6.738) (17,319) _(25.158) (15,820) (8.390) (11,520) 20254) - - — (145,328)
1313053 101,487 192,250 401,464 312,232 127,450 382,488 398,470 — - (986) 3,227,908
3200 — — — - — - - - - 3,200
104,231 4614 2237 8737 3,488 849 8472 1553 — 2,936 (681) 142,436
1420484 106,101 194,487 410201 315720 128299 390.960 406 023 — 293 (1667 3373.584
678,025 53,676 92381 206.003 165,302 59,787 192,833 200324 - 7 - 1,648338
308,119 16,384 23,382 69,177 42327 20,159 83,920 76,349 - 1 - 619,828
142,821 21,769 39,558 71,566 64,599 24,49 90,054 54,784 - 4,157 s1m 512,287
128,649 8,801 24784 12,398 12,513 4,166 7,787 15,116 - - — 214214
83,705 4854 11,995 2,267 17,644 4,848 14,388 21397 - 633 — 182,231
27,604 726 1,193 6,632 3330 9,705 7293 = 189 - 5893
1.368.923 106210 193,293 388,043 305715 115,720 398,687 375,763 — 4,997 asm 3,255,834
51,561 (109) 1,194 22,158 10,005 12579 ann 30,260 - _2061) (150 117,710
(1.756) — — - — - — [.038) — - @.794)
21.235) — — — - - — (1.002) - - - @237
19 — — — 858 - 854 2000 7,654 - - 11385
— — - 39,350 — - - — — - - 39,350
2510 — 3,783 — m 74 1617 397 — - - £,603
11,798 636 52 2238 5,955 43 393 6,307 451 - - 28273
(15,404 792 - Q@.846) (5429) (592) (485) G712) (769) = =3 (30,029)
— — (11,483) - - - — — — - - (11.483)
(13.956) (368) (561) 0.330) 2,046) (68T) _(5.795) 3.921) (7.032) — —  __ (1618
(15.033) (524) 8.209) 35412 (440) 42) _ (418 1,071 304 = — 8423
s 13,537 633) q.015) 57570 9565 11,837 (1,143 23291 304 206D (150) 95.102




Assets
Currenl asscts.
Cash and cash equivalents 5
Asseis |imiled &9 to use, anrent portion
Accounts recrivable:

Patienl accoumts reccivable, less allowance
for doubtful accounts of $174,267
Other
Toventories
Prepaid eqpenses and other current assets
Total current assets

Investments
Asseis limited 25 to use, less current partion:
Investments hebd for collateral
Debt service finds
Canstruction funds
Board designaled and escrow fimds
Self-msurance trust funds
Funds restricied by danor
Economic interests in (he net asscts of relsted
argmizations

Property and equipment, net
Investments in joint ventures and other assets

Total assats s
* Includes both Uppar Chesspeake Modical Center and Harford Memorial Hospital

UNIVERSITY OF MARYLAND MEDICAL SYSTEM CORPORATION

Schedule §

AND SUBSIDIARIES
Combining Balance Sheet Information — Obligated Group
June 30, 2016
(In thousands)
University of University of Baltimore Chester Charles
Maryland  Rehabilitation &  Maryland Washington Shore River Reglonal St Joseph Upper Obligated
Medical Orthopaedic Midiewn Medical Health Medical Medical Medical Chesapeake UMMS group
Cealer Institate Campos Center, Inc. System, Inc. Center Cenler Center ___Hospitals* Foundatien Eliminations total
383,678 6218 11,362 27,186 14619 5214 11,285 1,443 49,052 -_— — 510,057
44,007 - 528 1,183 67 233 404 960 —_ - — 47,942
168,652 9,849 15268 29,646 12,830 3,928 73% 30,765 30,778 —_ —_ 309,106
178,002 333 14293 1.926 6,296 2,964 976 12,345 - et (84,596) 132,539
28,187 1,072 2,860 6,150 4,077 699 1487 5537 8,985 — —_ 59,054
12,789 128 319 1261 1,429 63 478 968 3.265 1,500 — 22,200
815315 17.600 44,630 61352 35,878 13.101 22,020 52018 92.080 1,500 184.596) 1,080,898
195252 25,304 —_ 121,768 67,312 10,461 27,923 — 171,865 _ —_ 619,885
125487 - 3,700 4,000 —_ —_ _ —_ 40,811 _— — 177,998
2229% — — — - — — — — — — 222%
335 10360 5259 4,995 234 4,538 10,449 5816 _— —_ —_ 41,986
— — -_— — 25,000 5,000 — —_ - 17,950 —_ 47,950
53,064 _— 16,337 23,205 22,603 6,051 4,820 10,107 — —_ —_ 136,187
== —_ 1,113 _— 4,683 105 - _ — 23413 —_— 29314
197438 30,838 437 7,960 78.09%0 5,196 4,898 9,503 — — (58,913) 275447
398614 41,198 26,846 44,160 130,610 20,890 20,167 25,426 403811 41,363 (58,913) 7172
905,247 48,190 97,302 241,592 145,237 27,7136 F4373 197 050 250348 s — AR AR
683.709 — 7.805 18,703 10,395 2,077 6,983 152m 235137 6,561 (660,528) 31501
2.998,137 132292 176,583 493,575 393,432 74,265 151,468 288,741 780231 49,424 (804.037) 4734111
(Continucd)



UNIVERSITY OF MARYLAND MEDICAL SYSTEM CORPORATION

AND SUBSIDIARIES
Cambining Balance Sheet Informstion — Obligmied Group
June 30, 2016
(In thousands)
University of University of Baltimore Chester Charles
Maryland Rehabilitation & Maryland Washington Shore River Regional St Joseph Upper Obligated
Medical Orthopaedic Midtown Medical Health Medical Medical Medical Chesapeake UMMS group
Liabilities and Net Asvets Center Institate Campos Ceater, Inc. System, Inc. Cealer Center Center itals® Foundation Eliminations total
Current lisbilities: S
Trade accounts paysble s 126,770 7,949 14,432 21,886 13,688 3,546 8,996 27,488 13,987 14 — 238,756
Accrued payroll end beoefits 119,166 5,076 12,501 23,101 18,950 2694 3944 23338 23,995 —_ —_ 232,805
Advances from third-paty payors 72,546 2,910 9,660 9,667 5,946 78 3735 10,633 8777 —_ —_ 124,652
Shortdam fmancing 180,000 - _ - s — — — s -— o 180,000
Lines of eredit 150,000 —_— o - —_ —_ — - -_ — — 150,000
Other aurrent lisbilitics 86,475 (13,954) 3,676 37,506 2,147 31873 3338 2,984 41360 - (84.596) 84,809
Long-term debt subject 10 shori-term remarketing =
smangemenls 32515 — — — — — — _ —_ _ —_ 32,515
Current portion of long-icrm debt 11.846 465 719 3.645 3.087 96 2207 5.159 4445 — — 31,669
Total current liakikities 779318 2446 42,988 95,805 43,858 10,987 22220 69,602 92,564 14 (84,596) 1075206
Long-lam debd, less current portion 566,363 20,991 32,654 165,078 83,786 4,412 54,797 233,727 201,307 —_ — 1,363,115
Other loug-ierm lisbilities 124,114 144 29,724 46,874 12,696 10,009 16,918 15,652 25,648 — _— 281,779
Interest rate swap lisbilities 273,037 — — — — — — - — — — 273,037
Total lisbilities 1,742.832 23,581 105,366 307,757 140,340 25,408 93,935 318981 319519 14 596) 993.137
Net pxsets: e (4, 2,
Unrestricted 1,035,724 77873 69,667 177,858 216,600 46,082 57,440 (30.241) 293,810 22599 {511,275) 1,456,137
Temporurily restricted 217,892 30,838 1,550 7,960 22,283 1,487 93 1 166,902 7,594 (206,890) 249,710
Pamancnily restricted 1,689 — — — 14,209 1,288 — —_ ol 19217 (1,276} 35,127
Total net assets 1255305 108711 71,217 185818 253.092 48.857 57.533 $30240) 460712 49.410 (19.441) 1.740.974
Total liabilitics and net assets s 2.998,137 IH’ 92 176,583 493,575 393,432 74,265 151.468 188|74] 780231 49,424 (804,037) 4,734,111

* Includes both Upper Chesapeake Madical Center and Harford Mamorial Haspital

Sex sccompanying independent auditors’ report.



Schedale §
UNIVERSITY OF MARYLAND MEDICAL SYSTEM CORPORATION

AND SUBSIDIARIES
Cambining Balnce Shert Informstion — Obligated Group
June 30, 2015
(In thousands)
University of Univervity of Baltimore Chester Charles
Marviand  Rehabilitation &  Maryland Washingten Shore River Regional St Joseph Upper Obligated
Medical Orthopaedic Midtown Medical Health Medical Medieal Medical Chesapeake UMMS groap
Assets Center Institute Campus Center, Inc. System, Inc. Center Center Center itals® Foundation Eliminations total
Current assels:
Cash and cash equivalents $ 249,790 10222 15362 59,774 7,351 3276 20,680 1,186 84,070 -— - 451,711
Assets linited #s 10 use, anrent portion 46377 —_ 764 1294 605 n 485 549 —_ —_— — 50417
Accounts receivable:
Palient sccounts receivable, less sllowanie
for doubtful accounts of $219,924 143,896 13,920 23,892 28370 14,557 6312 7,945 35052 30,043 - — 303,987
Other 164,623 [¢:1)] 2,777 1,143 958 1,035 535 21,507) —_ -_— G471 94,782
Inventories 26,717 1,106 33533 6,759 3,202 457 1,675 33512 9,813 — - 58,774
Prepaid expenses end other current assals 6,132 110 219 918 946 76 320 s10 4,145 1,500 — 14,876
Total crent asscts 637,545 25277 46,547 98.258 21619 11499 31,640 21302 128071 1,500 (471D 974,547
Inmvestments 284,743 28515 — 72,447 69,136 10,820 20279 == — -_— — 485,940
Asscts Jimiled as 10 use, less anrent portian:
Investiments heid for enllnteral 77,603 — 3,700 8,000 —_— — _ - 30,017 — _ 119,320
Debt sarvice funds 21,197 — - — — - —_ — - — — 21197
Construction funds 47,014 10,755 6,045 26,538 11,272 4,538 11,000 10,472 —_ —_ = 127,64
Baoard designated and esaow funds - —_ — — 25,000 5,000 — — 106,724 2917 —_ 155,701
Sclf-insorance (rust funds 52,637 —_ 15,896 23,321 21,325 4971 5943 9370 - —_ — 133,463
Funds restricted by donor —_ —_— 1,173 -_ 4515 105 —_— - — 22,383 —_ 28,176
Economic interests in the net assets of related
organizations 200.020 34,072 432 7022 80,620 5933 _ 9.503 — — {61.332) 276270
398,471 44,827 27,246 64,881 142,732 20,547 16,943 29,345 136,741 45,360 {61332) 865,761
Proparty and equipment, net 913,877 46,353 96,913 230,369 136,890 27,967 70,324 202324 243,760 _ = 1,968,777
Investments in joinl ventures and other assets 667291 — 8395 16,488 11,257 2,180 10,631 10.734 223 814 5,965 (658,028) 298,727
Total sssets s 2,901,927 144,972 179,101 482 443 387.634 73,013 149,817 263,705 732,386 52 825 (774.071) 4,593,752

* Includes both Upper Chesapeske Medical Center and Harford Mamorial Hospital

21 (Cantinued)



UNIVERSITY OF MARYLAND MEDICAL SYSTEM CORPORATION

AND SUBSIDIARIES
Cambining Balmce Shert [nfurmation — Obligated Group
June 30, 2015
(In thousands)
University of Univerrity of Baltimore Chester Charles
Maryland & Maryland ‘Washing Shere River Regional St Jaseph Upper Obligated
Medical Orthopaedic Midtown Medical Health Medical Medical Medical Chesapeake UMMS group
Liabilities and Net Assets Center Institute Campus Ceater, Inc. System, Inc. Center Center Center Hoapitals® Foundation Eliminations total
Current lisbilities:
Trade accounts paysblc s 131,978 7,108 15,053 26,530 15265 4,083 8,522 24576 15,185 996 _— 249,296
Accrued payroll end benefits 110,905 5,365 12,745 25,538 18,384 3,395 5,174 22,542 24,411 —_— e 228 459
Advanees from third-party payors 76,099 3427 9,520 9,057 5217 709 4,162 13,102 7,825 —_ - 129,118
Lines of aedit 132,400 —_ — — —_ —_ 12,000 - - _ — 144,400
Onther cxrrent hatiilities 85534 (.617) 6,770 42,677 2,138 7.005 1271 2,966 14,005 —_ ((4.711) 106.038
Long-term debt subject Lo short-term remarksting
wrangements 51,732 — — - — — — —_ — —_ — 51,732
Curent portion of long-term debt 12971 482 689 3489 3,177 92 2,126 4938 4255 — — 32219
Total current liabilities 601,619 14,765 44717 107291 44,181 15284 33,255 68,124 65,681 996 47D 941,262
Long-larm debt, Jess current portion 723,590 21,419 33,374 168,723 86,872 4,639 56,917 238,885 205,752 _ o 1,540,191
Other bong-term lisbilities 110,780 415 22,909 37,541 13,069 8,175 13,260 8934 28237 —_ —_ 243 340
Interest rate swap linbilitics 167,520 e — — — — — — 28,852 - — 196,372
Tota! lisbilities 1,603,509 36,599 101,060 313,555 144,122 28.118 103,432 315,963 328522 996 (3471 2,921,165
Net asets:
Unrestricted 1,076,219 74,301 76,436 161,866 206,300 41947 46292 (52259 235,736 26336 (508,775) 1,384399
Temporarily restrictad 220,510 34,072 1,605 7,022 22951 1,660 93 1 168,128 6,930 (209309) 253,663
Permanently restricted 1,689 o = - 14261 1288 —_— = —_ 18,563 (1.276) 34,525
Tots] pet mssets 1298418 108,373 78.041 168.888 243512 44.895 46,385 (52.258) 403,864 51.829 (719.360) 1.672.587
Total liabilitiey amd net assets s 2,901,927 144,972 179,101 482,443 387,634 73,013 149,817 263,705 732,386 52,825 (@74,071) 4,593,752

* Includes both Uppar Chesapeake Medical Center and Harford Memoriat Haspital

Sex scoompanying independent anditors’ reporL.



UNIVERSITY OF MARYLAND MEDICAL SYSTEM CORPORATION
AND SUBSIDIARIES

Combining Operations and Changes in Net Assets Injarmation — Obligaied Group
Year ended June 30, 2016

Schedule 7

(In thousands)
University University of RBaltimore Chester Charles
of Mary v Shore Health Sstem River Reghamal SL Joseph Upper Obligated
Medical Orthopmedic Midtown Mrdical Memorial Durchester Haspltal Medical Medical Chesapeske UMMS roup
Ceoter Tnstitute Campus Cepter Hospital General QAEC Suiatal Cenler. Ceater Center Hospitals® Foundstion Eliminations total
Unrestricted revenucs, gains and othes support:
Patient sarvice revenie (net of contractual adjostiments) s 1427659 107.692 218590 315219 196 846 46,056 5646 243 548 56.080 132762 361.730 387529 — (152 3304.957
Prominaca St bl deirtr (64.713) (6.948) (17.596) (17.584) 230 (2.10D) (695) (10.026) 2.74) {4.903) (13.109) (12,593 - = (150.246)
Net patient servier revenue: 1,362,996 100,744 190,994 357,635 189,616 43,955 4,951 228522 53306 127,859 348621 374,936 —_ (852) 3,154.711
Other operating revenuc:
Suate support 3200 — — — — - —_ — - - — — - o= 3200
Other revenue 119,197 3719 1,990 3,59 2425 327 6 2758 255 as1 5.19 5.720 ed [CE1)) 144,44}
Total unrestricied revenue, gains and other
suppart 1485343 106463 192.984 361231 192.041 44280 4957 241280 53.561 122310 353817 380656 et 1293 3302352
Opersting expensey:
Salaries, wages, and banefils 0,438 50,054 89,088 162,122 86,401 826 3207 112,434 18011 58,728 134,867 172601 — —_ 1,521,943
Expendable supplics 342951 14078 23206 61,531 30320 3255 609 AL 5464 16976 30224 T4.195 —_ —_ 652,809
Purchased services B2M 44,630 67,989 32,420 8,074 ™ 41225 15.571 26247 70455 56.981 et (1293) 419472
Cantracted senvices 9,126 20881 9,469 5388 2285 6 k569 5435 5,086 15382 13,010 -_ — 217,592
Depreciation and amartization 5674 12273 23,109 11,965 2,184 913 15,662 3971 4,652 16,877 18,432 -— —_ 191,347
Inicrest cxpense 766 1.185 6003 2484 155 515 3,154 160 1LE74 9.685 8.580 e = 54.966
Total operaling cxpensey 102,542 191.263 330.823 163,978 39379 6571 215228 48612 113.563 327.4% 343.79% — 1293) 3.118.129
Operating income (loss) 3,521 L71 30,408 23,063 4,903 (1.914) 26.052 4949 14,747 26327 36,857 ] — 184223
‘Nonoperating income and expenses, nel:
Losy on carly extinguishment of debt - - - - - - - - — - — - - —
Change in fair valus of undesignated intcvest rate swaps - — - - — - - - - - - - - (M429)
Other nonoperating gains and losscs:
Contnibutions —_ — _— — 7 — — 7 33 - - = 2526 o 2930
St Jascph escrow serilernent 34275 - _ —_ -— -— -_ - - - -_— T ot 34275
Ecuaity in et income of jaint venfurey (4,305) — - _— (136) a1 5 (178) — am 664 — —_ — 3617
Imvestment income 10,60 636 kS 243 3716 —_ _ 3,16 51 206 —_ 28 281 - 18,547
Change in fair valuc of imestments @1918) (1303) 3 4.7170) (6261) —_ - (6261) 3%2) (355) —_ 4383 (988) — (32.066)
Other nonoparwting gaing and losses (10.5%2) (390 605) $3.064) (1.111) 287) 39 (1.437) (411) {740) (4.166) (3.236; (2353) — (27484)
Total ather nonoperaling gains and losses 8,112 11,050 (544) (5.491) [ehrd)) @29) (44) (4,089) (403) (187 asm) 1280 (539) — qas)
Exoess (defeney) of rrvsnies sver cxperscs {30.676) 2464 un 24917 19382 451 (1.958) 21.963 1546 13560 82 3813 (X)) - 98379
Net asscts releascd from restrictions wsed [or purchase of
property and cqu pmea 4364 s 57 — 1466 - - 1,466 564 1,150 1,768 = — = 9399
Change in unrealized gains on investmends _ —_ p— —_ — - —_ > v — —_ - - — -
Chasge in coomornic ard beneficual inbeved in the et asets — — —_ —_ — — —_ - - — — -
of pelated arganizations —_ — - — (1,343) — - (1.843) (561) 133 - — — — 221
Changr in owncrship inlerost of jaint ventures 498 — — - — - — - — —_ - — — 498
Capital Lranfers (o) from affiliste (16212) 1.100 400 (3.200) (11.285) — — 11.285) = — (2.800) 12331 2.250) (2.500) (24416)
ization of loes of di i
designatcd intoredt raic Twap 1,764 - —_ —_ — — -_ — — —_ —_ -_— — 1,764
Change in funded stitis of defined henefil pennan plass — —_ 3419 (6225} —_ — -_ _ (413) Q3,897 -— L ARSS - — (10,643)
Asset reclassifications al request of donor - - — - —_ - - —_— — == = Ity — ©®n
Other (B 3 [§C)] 500 1y — = (41 [¢3) 2 25 (505) (&) — (25)
Increase (decreasc) in unreatricied net assels s (40.495) 352 (6769 15992 161 4571 (1,958) 10300 4.135 11.148 22018 58,074 (73D 2.500) 71,738

* Includes both Upper Chesapeake Medical Center and Harford Mcmarial Hospilal

See sccomparying independenl auditors” report.




Unrestricted revenacs, gaing and other
Patient service reveniie (net of contractual adjustments)
Primimen for bad debts

Net patient servier rovenue
Other operating revenue:

Staie support
Othet revenue

Total unresinicied revenoc, gains and ather

Deprecianon and amartization
Interest expenee
Total operaling cxpenses
Operating income (bas)
Nonoperating incume and expenscs. net:
Loy an carly extingui shment of debt
Change in fair value of undesigmted interest nale swaps
Other nanoperating gains and losses:
Conirit
Equity in net income of jaind ventures
fing 4
Change in fair valoe of imvestments
Other nonaperaling gains and lowses
Tota) other nanaperating gains and losses
Excess (deficiency) of nevermes over cxpemas

Net asscts redeased fram restricions used (or purchase of
property and equiprat
Change in unrcalized pains an investmerds
Change in economic and heneficial imerest in the net assets
of related organizabons
Change in ownership interest of joint ventures
Capital transfers (10) (rom affiliate
ization of ; loss of di
dexigrmted interest ralc rwap
Change in finded status of defined bencfit pension plans
Asset reclassifications at request of danor
Other

I s Jin detod —_—

UNIVERSITY OF MARY LAND MEDICAL SYSTEM CORPORATION

AND SUBSIDIARIES
Combining Operations and Changes in Net Assels Infarmmtion — Obligated Group
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