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PURPOSE: To define an inquiry call and outline the procedure for handling an inquiry 
  call. 
 
SCOPE: BHRT, Medical Staff: Emergency Department (ED) and Behavioral Health  
 
 
DEFINITION:  
 
1.0 An inquiry call is any call in which a prospective patient, family member/ 

significant other, health care professional, Medical Director or attending 
psychiatrist: 

 
1.1 Seeks information about the program. 
 
1.2 Requests information about admission for a particular individual. 
 
1.3 Calls to admit a patient. 

 
POLICY:   
 
1.0 Inquiry calls will be routed to the Behavioral Health Response Team (BHRT) 

Clinician in a timely fashion. 
 
PROCEDURE: 
 
1.0 The BHRT Clinician will utilize the Electronic Request Log to elicit sufficient data 

to make an initial assessment to the caller’s needs. 
 
2.0 When sufficient information has been taken, the staff member will develop a plan 

with the caller ensuring appropriate access to needed treatment as follows: 
 

2.1 Crisis and/or imminent danger 
 

2.1.1 Call 911 or send to the nearest ED immediately to see a BHRT 
Clinician. 
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2.2 Appropriate for admission to Inpatient 
 

2.2.1 Contact on-call physician and unit; proceed with admission 
process. 

 
2.3 Appropriate for referral 
 

2.3.1 Refer to another inpatient or outpatient program following 
procedure. 
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CROSS REFERENCES: 1. Administrative Policy PE-07-Admission of Patients to  

    Inpatient Behavioral Health 
 2. Administrative Policy TX-11-Stabilization of Patients  

    Presenting for Emergency Medical Treatment 
 
PURPOSE:  To establish the criteria and process for admission to the Shore Behavioral  

Health (SBH) Services Adult Psychiatric Program for patients 18 years 
and older. 

 
SCOPE: MD, RN, LPN 
 
POLICY 
 
1.0 The SBH Medical Director or designee will review admission inquiries and 

approve all potential patients for admission. 
 
2.0 All patients admitted from the emergency department, transferred from within the 

hospital, or transferred from another facility will be medically stable prior to 
acceptance.   

 
2.1 The SBH Medical Director, or designee, will evaluate the medical 

appropriateness of all potential patients. 
 

3.0 The individual must have a mental disorder which is susceptible to care or 
treatment and must satisfy one of the following clinical criteria for admission: 

 
3.1 Imminent risk for self-injury, with an inability to guarantee safety, as 

manifested by any one of the following: 
 

3.1.1 Recent, serious, and dangerous suicide attempt, indicated by 
degree of lethal intent, impulsivity, and/or concurrent intoxication, 
including an inability to reliably contract for safety. 

 
3.1.2 Current suicidal ideation with intent, realistic plan, or available 

means that is severe and dangerous. 
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3.1.3 Recent self-mutilation that is severe and dangerous. 
 
3.1.4 Recent verbalization or behavior indicating high risk for severe 

injury to self. 
 

3.2 Imminent risk for injury to others as manifested by any of the following: 
 

3.2.1 Active plan, means, and lethal intent to seriously injure other(s). 
 
3.2.2 Recent assaultive behaviors that indicate a high risk for recurrent 

and serious injury to other(s). 
 
3.2.3 Recent and serious physically destructive acts that indicate a high 

risk for recurrence and serious injury to others. 
 

3.3 Failure of outpatient services to stabilize psychiatric symptoms. 
 
3.4 Acute and serious deterioration from the patient’s baseline ability to fulfill 

age-appropriate responsibilities in one or more of the following areas: 
 

3.4.1 Education 
 
3.4.2 Vocation 
 
3.4.3 Family; and/or 
 
3.4.4 Social/peer relations to the extent that behavior is so disordered, 

disorganized or bizarre that it would be unsafe for the patient to be 
treated in a lesser level of care. 

 
3.4.5 An ability to attend to their basic activities of daily living which may    

include hygiene, nutrition, and rest as a result of their mental 
illness. 

 
3.5 Imminent risk for acute medical status deterioration due to the presence 

and/or treatment of an active psychiatric symptom(s) manifested by either: 
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3.5.1 Signs, symptoms, and behaviors that interfere with diagnosis or 
treatment of a serious and acute medical illness requiring inpatient 
medical services. 

 
3.5.2 A need for acute psychiatric interventions with a high probability of 

serious and acute deterioration of general medical and/or mental 
health. 

 
4.0 Patients ineligible for admission include the following: 
 

4.1 Persons able to receive treatment in a less restrictive environment. 
 
4.2 Persons with a primary diagnosis of alcoholism or substance abuse with 

no primary mood, anxiety or psychotic symptoms. 
 
4.3 Individuals in police custody. 
 
4.4 Patients whose cognitive impairment would prevent them from 

participating and benefiting from psychotherapy and can be placed in a 
more appropriate program. 

 
4.5 Individuals whose relative or significant other is already a patient on the 

inpatient unit and where admission of this patient would not be 
therapeutic. 

 
4.6 Patients whose primary insurance does not include Shore Health System 

and there is bed availability within their provider network and the patient       
consents to transfer. 

 
4.7 Patients in imminent risk of Delirium Tremens. 
 
4.8 Patients who require treatments that are not offered at our facility, 

including but not limited to ECT or Medical Detoxification requiring IV 
treatment. 
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5.0 Information regarding reasons for ineligibility for treatment at SBH will be 

provided to the referring health care provider. 
 
6.0 Patients may be transferred to another facility for treatment if: 
 

6.1 Patient or patient’s power of attorney requests transfer. 
 
6.2 Treatment team recommends that the patient’s treatment would have 

greater therapeutic benefit if patient is transferred to a specialty program. 
 
 
  

Policy 
Effective 1992 
Revised/ Reviewed 08/17; 10/15; 07/14; 09/10; 03/08; 02/06; 01/05; 08/03; 
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Approved by: Shore Behavioral Health Leadership Team 
SPIRIT Form John Mistrangelo 10/26/15 
____________________________________ 
REFERENCE: 

1. American Psychiatric Nurses Association (2014). Psychiatric Mental Health Nursing:  
Scope and Standards of Practice. 

2. State of Maryland –Department of Health and Mental Hygiene Application for Voluntary 
Admission (2014) 

3. State of Maryland –Department of Health and Mental Hygiene Application for Involuntary 
Admission (2014) 
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CROSS REFERENCE:   
 
Shore Behavioral Health Policy:  Admission Criteria Adult Behavioral Health Inpatient 
Unit 
 
POLICY: 
 
To establish that all patients who present for psychiatric care from internal or external 
sources are processed in compliance with the Emergency Medical Treatment and 
Active Labor Act (EMTALA).   
 
Individuals with emergency psychiatric conditions are screened and stabilized 
regardless of the following, including but not limited to, diagnosis, financial status, race, 
color, national origin and/or disability. 
 
Shore Regional Health strives to meet the behavioral health needs of patients in its 
primary, five county service area comprised of Talbot, Dorchester, Queen Anne’s, Kent, 
and Caroline counties.  This goal can best be achieved through collaboration and 
planning that engages our healthcare partners in the community to improve access, 
quality of care, and efficiency of care.  Distance from referral sources can compromise 
the ability to provide quality, coordinated care.  It is a factor that must be taken into 
consideration when evaluating external referrals for admission. 
 
Sources of requests for admission: 
 

- Shore Regional Health Emergency Services, University of Maryland Shore Medical 
Center at Dorchester (UMSMC at Dorchester), University of Maryland Shore 
Medical Center at Easton (UMSMC at Easton), University of Maryland Shore 
Medical Center at Chestertown (UMSMC at Chestertown, and Shore Emergency 
Center Queenstown. 

- Psychiatric Consultation/Behavioral Health Response Team (BHRT) Consultation 
- External emergency rooms and facilities 

 
DEFINITIONS OF BEHAVIORAL HEALTH UNIT ADMISSIONS STATUS: 
 

1. Completely Open (CO):  Open bed, no milieu conditions to consider, no 
additional documentation     required. 

 
2. Partially Open (PO):  Strategic admission of patients based on patient 

presentation/symptoms due to unit milieu conditions or staffing; 
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documentation required. Only patients presenting to a Shore Regional 
emergency facility will be considered for admission to provide the 
opportunity for a full and complete assessment of the patient in order to 
evaluate the inpatient unit’s ability to safely accommodate the patient. 
 

Examples of factors impacting unit ability to accept admissions include, but are 
not limited to: 

 
a. Violence on unit. 
b. Number of special observations. 
c. Staffing required for 1:1 observation. 
d. Presence of patients who have propensity for sexual acting out. 
e. Victims of sexual abuse. 
f. Gender. 
g. Gender identity issues. 

 
3. Not Open (NO):  Bed(s) closed for infection control, beds filled to capacity 

or facility condition (i.e., flood, renovation, plumbing problem); 
documentation required. 

 
1.0 PROCEDURE 

 
1.1 The Charge Nurse acts as the primary point of communication regarding 

the Unit’s admission status. 
 
1.2 When on duty, the Administrative Supervisor shall be consulted regarding 

unit conditions and resource requirements that might avert an alteration of 
the Unit’s admission status. 

 
1.3 At other times, the Department Manager will be consulted regarding unit 

conditions and resource requirements that might avert an alteration of the 
unit’s admission status. 

 
1.4 Decisions to alter the admission status of the inpatient unit shall be made 

by the Medical Director and Director, or designee(s). 
 
1.5 The Charge Nurse will communicate changes in census and capacity to 

Behavioral Health Response Team (BHRT) staff. 
 
1.6 Notification will be made using a capacity alert. 
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1.7 All requests for admission to the Behavioral Health Inpatient Unit will be 
routed to the Behavioral Health Response Team (BHRT). 

 
1.8 BHRT staff will record requests for admission on the electronic Admission 

Log. Unit conditions impacting admission capability will be noted. 
 

1.9 Once medically stable, including a blood alcohol level <100, BHRT staff 
will gather information necessary to evaluate the patient for admission and 
provide that information, along with the units current admission status, to: 

 
1.9.1 The psychiatrist on–call, if the request is from an external agency or 

an inpatient unit at a Shore Regional Health Hospital. 
 
1.9.2 The Emergency Services Licensed Independent Practitioner if the 

patient is receiving care in Shore Health Emergency Services.   
  

1.10 The psychiatrist/nurse practitioner (provider) on-call is responsible for 
ensuring that all patients accepted for admission on the inpatient unit meet 
clinical admission criteria. It is the provider’s decision whether or not the 
unit is able to provide care for the patient based on the status of the unit 
(CO, PO, NO).  

 
1.11 The provider’s disposition decision and the rationale for it will be 

documented in the Admission Log by the BHRT Evaluator. 
 

1.12 If the patient is being referred from an external source and meets the 
clinical admission criteria, but the unit admission status prevents the 
acceptance of the patient, the referring facility will be informed of a 
projected admission date if it is anticipated the unit admission status will 
change due to discharges. 

 
1.13 If the patient is referred from internal sources and meets the clinical 

admission criteria but the unit admission status prevents acceptance of 
the patient OR the patient does not meet the admission criteria, the Care 
Coordination Department staff of the patient’s current inpatient unit will 
pursue transfer to an appropriate facility.  BHRT Staff may serve as a 
resource for the Care Coordination Department staff.  
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1.14 If transfer to another facility cannot be arranged within 24 hours, BHRT 

staff will notify the psychiatrist on-call, Behavioral Health Manager, 
Director or designee. 

 
1.15 The Behavioral Health Manager or designee will arrange for the BHRT 

staff to conduct reassessments of the patient in collaboration with the 
psychiatrist, provide treatment interventions to stabilize the patient and will 
document the reassessments and therapeutic interventions. 

 
1.16 For patients who remain in the Emergency Department for 24 or more 

hours from arrival awaiting an appropriate disposition, the Medical Director 
of Behavioral Health or his/her designee will confer with the treating 
Emergency Services Physician to ensure appropriate care from a 
behavioral health perspective.   

 
1.17 The Behavioral Health Manager and Director will assist in the formulation 

and implementation of this plan and ensure its communication to 
appropriate Emergency Department and Supervisory leadership.  

 
 
2.0 PRIORITIZATION OF REQUESTS FOR ADMISSION 
 

2.1 Admission requests will be processed in chronological order from the 
entries on the Behavioral Health Admission Log.  

 
2.2 Emergency Department requests will be prioritized over patients who are 

already in a bed on an inpatient unit. 
 
2.3 The Behavioral Health Medical Director or designee will be contacted for 

all requests for clinical prioritization that necessitate deviation from the 
chronological order.  Rationale for clinical prioritization will be documented 
on the Admission Log by BHRT staff with the name of the authorizing 
provider. 

 
3.0 QUALITY REVIEW 
 

3.1 The following cases will be reviewed to determine whether or not patients 
have been managed in compliance with established policy: 

 
3.1.1 Patients transferred to other facilities 
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3.1.2 Requests for admission from remote facilities that were declined. 

 
3.1.3 Patients being treated by SRH Emergency Services who were not 

relocated to the Behavioral Health Inpatient Unit within 24 hours of 
admission. 

 
3.2 On a monthly basis, the data from the case reviews will be aggregated 

and evaluated by the Manager, Medical Director, and Director of Shore 
Behavioral Health. 

 
3.3 A quarterly report, including total volume, number of transfers from other 

facilities and within SRH, and resolution of pending cases, will be 
communicated to the Behavioral Health Leadership Council and to the 
Performance Management Committee. 
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PURPOSE: To establish a separate Quality Assurance Program that encompasses the  

behavioral health services of Shore Regional Health. 
 

SCOPE: All Shore Behavioral Health Personnel 
 
DEFINITIONS: 
 

Quality Assurance:  This is an activity that involves the survey of 
treatment activities and the collection of observations and data on that 
treatment activity to be analyzed to identify issues impacting the provision 
of patient care.  Information is used to develop new and or improved 
treatment processes. 
 
Data:  Numbers, measurements, and observations of treatment and 
operational processes.  
 
Analysis:  The use of statistical tools, graphic illustration, or written report 
to describe, compare, and contrast data within programs, year-to-year, or 
against local, regional, or national benchmarking. 

 
BACKGROUND: 
 
Shore Behavioral Health (SBH) provides acute, inpatient psychiatric services on 
its general adult psychiatric program.  Typically, the patient population is 
comprised of adults age 18 and older.  All are patients that are deemed to benefit 
from a variety of therapies including milieu, group, individual, family, and 
psychotropic medication. 
 
POLICY: 
 
1.0 Data will be collected, analyzed and reported on a monthly basis. 
 
2.0 Data review will be conducted as a part of the monthly leadership meeting. 

 
3.0 Results will be reported to Shore Regional Health Performance Management 

Committee. 
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4.0 Data results will be made available to staff and providers. 

 
5.0 Data will be used to evaluate the effectiveness of the program’s treatment and to 

formulate changes in procedures. 
 

6.0 Each fiscal year population specific treatment issues will be identified and 
prioritized for the development of an improvement plan. 

 
PROCESS:  
 
1.0 Program managers for inpatient, Intensive Outpatient, Behavioral Health 

Response Team and Substance Misuse Program will submit their prior month 
data to the Leadership Council by the time of the scheduled Council meeting. 

 
2.0 Review and discussion of Quality Assurance data shall be a standing item on the 

Leadership Council Agenda. 
 
3.0 Results from Quality Assurance improvement initiatives shall be reported on a 

monthly basis. 
 
4.0 Data collected and improvement activity progress reported shall be documented 

as a part of the Leadership Council’s monthly meeting minutes. 
  
   

Policy 
Effective 04/18 
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Policy Owner Shore Behavioral Health Leadership Team 
Approved by: Shore Behavioral Health Leadership Team 
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PURPOSE:  To establish any special procedure necessary for the safe 
management and treatment of special behavioral health populations. 

 
SCOPE: All Shore Behavioral Health Personnel 

 
POLICY: 

 
1.0 Definitions: 

 
Special Behavioral Health Population: Patients with characteristics and or 
diagnoses that place them outside of the typical patient group admitted and 
treated on the Shore Behavioral Health Inpatient Psychiatric Unit. 

 
Medically Compromised Patients: Patients whose ability to engage in activities 
of daily living may be impaired because of medical condition. 

 
Geriatric: Patients above the age of 65. 

 
Intellectual Disability: Patients whose registration, retention, and or 
processing of sensory inputs has been undeveloped, disrupted, deteriorated, or 
damaged. 

 
2.0 Background: 

 
Shore Behavioral Health (SBH)  Inpatient Psychiatric Unit is focused on the 
treatment of the general, adult psychiatric population.  Typical diagnosis include 
affective disorders, psychosis, bipolar illness, and suicidality.  Patient ages range 
from 18 years and greater.  Patients are able to effectively participate in group, 
individual, and milieu therapy.  Patients may have some minor medical 
conditions.   They may have a secondary co-occurring, substance misuse 
conditions 

 
3.0 Policy 

 
3.1 SBH makes adjustments in its care and treatment to meet the special population 

needs of its patients so long as the efficacy of treatment and the safety of care is 
not unduly compromised. 

4.0 Guidance for Specialty Populations 
4.1 Patients with Medical Complications 

4.1.1 Admissions Considerations 
4.1.1.1 No IV pumps 
4.1.1.2 No room isolation cases 
4.1.1.3 No bed bound patient 
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 4.1.2 Room Assignment 
4.1.2.1 Patients will be placed in one of two medical rooms within close 

proximity of nurse’s station. 
4.1.3 Alternative treatment 

4.1.3.1 Patients will be transferred to medical service  
4.1.3.2 Follow-up to be provided by consulting psychiatrist with 

assistance from Behavioral Health Response Team (BHRT). 
4.1.4 Related Policies 

4.2 Geriatric Patients 
4.2.1 Admissions Considerations 

4.2.1.1 No limitation on admission if patient can participate and benefit 
from milieu setting and treatment. 

4.2.1.2 Hospitalist consult is recommended 
4.2.1.3 Fall risk assessment and precautions to be implemented 

4.2.2 Room Assignment 
4.2.2.1 Consider placement close to nurse’s station. 
4.2.2.2 Consider single room as appropriate 

4.3 Intellectual Disability 
4.3.1 Admissions considerations 

4.3.1.1 No limitation if patient is able to participate and benefit from 
milieu setting and treatment. 

4.3.1.2 Physical acting out behavior will need to be closely evaluated 
for impact on milieu and safety of other patients. 

4.3.2 Room Assignment 
4.3.2.1 Consider single room to decrease stimulation 
4.3.2.2 Proximity to nursing station should also be considered 

depending on patient’s presentation. 
4.4 Child and Adolescent Patients 

4.4.1 Admission Considerations 
4.4.1.1 Patients under 18 years of age will not be admitted 
4.4.1.2 Patients may be evaluated for admission to the Pediatric Unit 

with follow-up by psychiatry and Behavioral Health Response 
Team. 

4.4.1.3 Patients not appropriate for the above option will be transferred 
to an available bed in a child/adolescent psychiatric unit at 
another hospital. 

4.5 Co-occurring Substance Use Disorder 
4.5.1 Admission Considerations 

4.5.1.1 Patients with a psychiatric diagnosis as well as a co-occurring 
substance use disorder are appropriate for admission. 

4.5.1.2 Medical detox is not provided on the inpatient psychiatric unit. 
4.5.2 Treatment Considerations 

4.5.2.1 The unit provides a daily, specialized Substance Use Disorder 
related group. 
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 4.5.2.2 Patients are assigned to a therapist with experience working 
with this population 

4.6 Pregnant Patients 
4.6.1 Admission Considerations 

4.6.1.1 Refer to Behavioral Health Admissions Policy 
4.6.1.2 Certain limitations apply as specified in the Admissions Policy. 
4.6.1.3 Commitment from Obstetrics to consult on case during 

treatment is a requirement for admission. 
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Effective  
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Consultation Occurs Between 
Psychiatry and Pediatrics Facilitated 

by Emergency Medicine.  Include 
Consult with Pediatric Nursing 

Leadership.

HOLD in ED Admit to Pediatrics

Temporary Deposition 
Decision Made 

(while awaiting transfer)

Daily Psychiatric Consultation and Medical 
Record Entry

Emergency Medicine Physician Oversight 
Will Continue

If Pediatric Consult is Needed, It will be 
Executed

*     Emergency Medicine and Pediatric Nursing Education will be Required                          *     Case Management will Prioritize the Care for Transfer

Daily Psychiatry Visit and Notes will be 
Made Addressing Psychiatric Medications

Daily Pediatrician Visit and Note will 
Occur

Collaborative Decision Process for Pediatric Psychiatric Patients
Conditions:

*  Age <18 (Hospitalists only admit age >18)
*  Inpatient psychiatric care needs can not be met/ are not readily available via transfer

*  “Readily available” is case dependent and related to patients needs and his or her ability to tolerate ED Hold until accepted elsewhere

DRAFT   1.0
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PURPOSE:  To establish a process through which pediatric behavioral health 
services may be provided on an emergent basis to patients awaiting a 
pediatric behavioral health inpatient bed.. 

 
SCOPE: All Shore Behavioral Health Personnel 

 
POLICY: 

 
1.0 Background: 

 
Shore Behavioral Health (SBH) does not provide inpatient pediatric behavioral 
health treatment.  Pediatric patients are evaluated in Shore Regional Health’s 
emergency facilities and in patient hospitalization may be recommended as a 
course of treatment.  At times there is no availability of pediatric behavioral health 
inpatient beds.  Patients then remain in the emergency department setting while 
they await an available bed. 
 

2.0 Policy 
 

2.1 Shore Behavioral Health provides alternative behavioral health care to patients awaiting 
placement in a pediatric behavioral health bed in another facility. 

 
3.0 Process 

3.1 In situations where inpatient behavioral health care is not available within a 
reasonable amount of time (typically under 24 hours) there are two potential 
options.  These are continued care in the Emergency Department or transfer to 
the Hospital’s Pediatric Unit with consultation from the Behavioral Health 
physician staff. 
 
3.1.1 The attending emergency department physician may request a 

consultation at any time from Shore Behavioral Health for treatment 
recommendations that are appropriate for implementation while the 
patient remains under the care of the emergency department. 

3.1.2 Patients may be considered for transfer to the Hospital’s inpatient 
pediatric unit.  This is a joint decision made by the admitting pediatrician 
in consultation with the consulting psychiatrist. 

3.1.3 In either 4.1.1 or 4.1.2 patients will receive daily psychiatry visits with 
documentation in the medical record. 

3.1.4 Daily supportive therapy visits will be provided in either instance by a 
member of the Behavioral Health Response Team. 
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PURPOSE: To establish the process for planning and coordination of services  

between patients who are admitted to the Shore Behavioral Health (SBH) 
Services Adult Psychiatric Program and other community based services, 
facilities, or resources. 

 
DEFINITIONS: 
 

Patient Care Services (PCS): Patient Care Services is the group 
within Shore Behavioral Health (SBH) that provides discharge 
planning, referral, and placement services for patients referred to 
Shore Behavioral Health for psychiatric care. 

 
Community Based Aftercare Services: Community based 
services include clinics, provider offices, specialty programs, 
intensive outpatient treatment, residential programs, and mobile 
treatment services. 

 
Specialized Inpatient Care: Limited specialty, inpatient 
programs are available.  These include Addictions 
Rehabilitation, Geriatric Inpatient Units, and Dementia Care 
Inpatient and Residential programs. 
 
Discharge Plan: This is a plan jointly developed by the 
patient, their provider, and other members of the treatment 
team.  It provides the patient with information regarding their 
illness and its treatment.  Self-help strategies, appointments 
for follow-up services and medication instructions are all 
part of the discharge plan. 

 
POLICY: 
 
1.0 Background:  Shore Behavioral Health’s (SBH) first obligation to all patients is 

caring for their mental health and medical needs.  
 

1.1 Patients referred to the Hospital for treatment often require services post 
discharge or may at the time of referral require services not provided 
directly by the Hospital.   
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1.2 The Patient Care Services Team on the Acute Inpatient Psychiatric Unit 

provides referral and coordination of services.  These services may 
include outpatient psychiatric treatment; community based programming, 
long term care, other specialized inpatient care and medical referrals, as 
needed. 

 
2.0 Assessment.  Information regarding discharge needs is typically incorporated into 

the Psychosocial Assessment. 
 

2.1 The assessment delineates patient strengths and weaknesses as well as 
available supports and resources.   

 
2.2 Information obtained in the psychosocial assessment is used to formulate 

the patient’s discharge plans.   
 
2.3 The PCS team works with the patient and treatment team to prepare them 

for discharge. 
 

3.0 Discharge Plan 
 

The PCS team will work with the patient to develop a plan to increase the 
likelihood of treatment success and to deal effectively with issues that might 
jeopardize successful transition to the community. 
 
3.1 Discharge plans will be developed through a combination of individual and 

group interactions. 
 
3.2 Copies of the plan will be sent to community based providers under 

continuity of care provisions. 
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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, 2017 and 2016, and the related consolidated statements of income, changes in net assets, and cash
flows for the years then ended, and the related notes to the consolidated 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.

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

assessment of the risks of material misstatement of the consolidated financial statements, whether due to fraud

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

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,
2017 and 2016, and the results of their operations and their cash flows for the years then ended in accordance
with U.S. generally accepted accounting principles.

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

KPMG LLP is a Delaware limited liability partnership and the U.S. member
firm of the KPMG network of independent member firms affiliated with
KPMG International Cooperative (“KPMG International”), a Swiss entity.

KPMG LLP
1 East Pratt Street
Baltimore, MD 21202-1128
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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 as a whole.

Baltimore, Maryland
October 26, 2017
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(1) Organization and Summary of Significant Accounting Policies
(a) 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.

(i) Recent Acquisitions & Divestitures

University of Maryland Health Ventures, LLC (UMHV), 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: University of
Maryland Health Partners, formerly Riverside Health of Maryland, Inc. (UMHP), 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.

(ii) 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.
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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 specializes in emergency treatment of patients suffering severe trauma,
generates approximately 20% of admissions and patient days.

The Medical Center s operations include g, 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,
2017 and 2016 was approximately $158,649,000 and $152,155,000, respectively.

(iii) University of Maryland Rehabilitation and Orthopaedic Institute (ROI)

ROI 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.

(iv) 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.

(v) 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.
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(vi) 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 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.

(vii) 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.

(viii) 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.

(ix) 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.

(x) 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.
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(xi) 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.

(xii) 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: University of Maryland Health Partners (UMHP) 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, UMHV, 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 has recorded a contingent consideration liability representing a discounted estimate
of the future payment of the earn-out provision of approximately $35,700,000, 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) (in thousands):

Assets:
Current assets $ 29,786
Property and equipment 3,750
Goodwill 42,020
Other long-term assets 46,638

Total assets $ 122,194
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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

The following table summarizes the Corporation s pro forma consolidated results as though the
acquisition date occurred at July 1, 2015 (in thousands):

Operating revenues $ 3,685,503
Net operating income 85,969

Changes in net assets:
Unrestricted $ 775
Temporarily restricted 612
Permanently restricted 864

Total changes in
net assets $ 2,251

(b) Basis of Presentation
The consolidated financial statements are prepared on the accrual basis of accounting in accordance
with U.S. generally accepted accounting principles.

(c) 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.

(d) Investments and Assets Limited as to Use

balance sheets at their fair value, based on quoted market prices, at June 30, 2017 and 2016.
Unrealized holding gains and losses on trading securities with readily determinable market values are
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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
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.

(e) 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.

(f) 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.

(g) 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
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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 15 years
Equipment 3 to 15 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.

(h) Deferred Financing Costs
Costs incurred related to the issuance of long-term debt, which are included in long-term debt, 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.

(i) 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
evaluated for impairment at least annually using a qualitative assessment to determine whether there
are events or circumstances that indicate it is more likely than not that the fair value of the reporting
unit is less than its carrying value, which determines whether a quantitative goodwill impairment test is
necessary. Under the quantitative assessment, 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,
goodwill impairment exists for the reporting unit and the entity must record an impairment loss. As of
June 30, 2017 and 2016, the Corporation had one reporting unit, which included all subsidiaries of the
Corporation and held goodwill on its consolidated balance sheet of $90,830,000.

Based on the Corporation s qualitative assessment, it was determined that there was no goodwill
impairment for the years ended June 30, 2017 or 2016. Accumulated impairment loss was $0 at
June 30, 2017 and 2016.

The changes in the carrying amount of goodwill are as follows (in thousands):
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2017 2016

Goodwill, beginning of year $ 90,830 48,810
Current year acquisitions 42,020

Goodwill, end of year $ 90,830 90,830

(j) 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. The fair value of these liabilities is estimated 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.

(k) 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 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 for the years ended June 30, 2017 or 2016.

(l) 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.

(m) 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



UNIVERSITY OF MARYLAND MEDICAL SYSTEM CORPORATION
AND SUBSIDIARIES

Notes to Consolidated Financial Statements

June 30, 2017 and 2016

16 (Continued)

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.

(n) 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.

(o) 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
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.
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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 (in thousands):

2017 2016

Beginning allowance for doubtful accounts $ 202,298 248,054
Plus provision for bad debt 184,597 176,198
Less bad debt write-offs (167,089) (221,954)

Ending allowance for doubtful accounts $ 219,806 202,298

The change in the allowance for doubtful accounts during 2017 is attributable to changes in trends
experienced in the collection of the related patient receivables.

(p) 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.
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(q) Charity Care
The Corporation is committed to providing quality healthcare to all, regardless of one s 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.

 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 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 $36,195,000 and
$48,149,000 for the years ended June 30, 2017 and 2016, respectively.
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(r) 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 $23,469,000 and $25,289,000 for the years ended June 30,
2017 and 2016, respectively, and are reported within other nonoperating losses, net.

(s) 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 reprising 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
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. For the years ended June 20, 2017 and 2016, none of the
Corporation s derivatives qualify for hedge accounting.
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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.

(t) 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.

(u) 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 $59,189,000 and $51,888,000 as of June 30, 2017 and June 30, 2016, respectively,
which expire at various dates through 2031. The Corporation s remaining deferred tax assets, which
consist primarily of the net operating loss carryforwards, of approximately $23,676,000 at June 30,
2017 and $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 $17,356,000 and $17,361,000 related to
indefinite-lived intangibles at June 30, 2017 and June 30, 2016, respectively, 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.
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(v) 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).

(w) 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) No. 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 (NAV) or
its equivalent. The alternative investments classified within of the fair value hierarchy have been
recorded using the (NAV).

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:

 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.
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 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.

 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 value 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, 2017 and 2016, 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.

(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.
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(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.

(x) 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.

(y) 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.

(z) New Accounting Pronouncements
The Financial Accounting Standards Board (FASB) issued Accounting Standards Update
(ASU) No. 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 No. 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 No. 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 No. 2015-03 is effective for fiscal year 2017. The Corporation adopted ASU No. 2015-03 for fiscal
year 2017 and the change has been applied retrospectively to July 1, 2015, which resulted in a
decrease in assets and liabilities of $8,451,000 and $9,531,000, respectively, for the years ended
June 30, 2017 and 2016.



UNIVERSITY OF MARYLAND MEDICAL SYSTEM CORPORATION
AND SUBSIDIARIES

Notes to Consolidated Financial Statements

June 30, 2017 and 2016

24 (Continued)

The FASB issued ASU No. 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
NAV 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 NAV 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. The Corporation adopted ASU
No. 2015-07 for fiscal year 2017. This change has been applied retrospectively to July 1, 2015 and was
a disclosure only impact. There was no impact on the consolidated balance sheets, consolidated
statements of operations, or consolidated statements of changes in net assets.

The FASB issued ASU No. 2016-02, Leases (Topic 842), 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
No. 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 (Topic 958), 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 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.

The FASB issued ASU No. 2014-15, Disclosure of Uncertainties about an Entity s Ability to Continue as
a Going Concern (Topic 205-40). This ASU establishes the requirement for management to evaluate
whether there are conditions or events, considered in the aggregate, that raise substantial doubt about
the entity s ability to continue as a going concern within one year after the date that the financial
statements are issued. Management s evaluation should be based on relevant conditions and events
that are known and reasonably knowable at the date that the financial statements are issued. The
Corporation adopted ASU No. 2014-15 for fiscal year 2017. Management performed an evaluation as
required in this amendment and determined there are no conditions or events that raise substantial
doubt about the Corporation s ability to continue as a going concern.
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The FASB issued ASU No. 2017-07, Compensation  Retirement Benefits (Topic 715): Improving the
Presentation of Net Periodic Pension Cost and Net Periodic Postretirement Benefit Cost. The
amendments in this ASU require that an employer report the service cost component in the same line
item or items as other compensation costs arising from services rendered by the pertinent employees
during the period. The other components of net benefit cost as defined in paragraphs 715-30-35-4 and
715-60-35-9 are required to be presented in the income statement separately from the service cost
component and outside a subtotal of income from operations, if one is presented. The amendments
also allow only the service cost component to be eligible for capitalization when applicable (e.g., as a
cost of internally manufactured inventory or a self-constructed asset). ASU No. 2017-07 is effective for
fiscal year 2020. This ASU requires retrospective application to all prior periods presented. The
Corporation does not anticipate that the adoption of this ASU will have a material impact on its financial
position and results of operations.

(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):

2017 2016

Investments held for collateral $ 122,646 177,998
Debt service and reserve funds 54,411 66,712

107,490 41,986
Board designated funds 109,466 117,502
Self-insurance trust funds 180,220 154,327
Funds restricted by donors 60,751 55,181
Economic and beneficial interests in the net assets of related

organizations (note 12) 192,343 187,885

Total Assets Limited as to Use 827,327 801,591

Less amounts available for current liabilities (50,940) (51,412)

Total Assets Limited as to Use, less
current portion $ 776,387 750,179
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The carrying values of Assets Limited as to Use were as follows at June 30, 2017 (in thousands):

Debt
service Economic

Investments and Board Self- Funds and
held for reserve Construction designated insurance restricted beneficial

collateral funds funds funds trust funds by donors interests Total

Cash and cash equivalents $ 4,958 31,624 97,562 10,154 12,991 7,850 165,139
Corporate bonds 633 13,334 2,883 6,483 23,333
Collateralized corporate

obligations 220 109 258 587
U.S. government

and agency securities 117,688 22,787 283 140 283 331 141,512
Common stocks,

including mutual funds 2,479 49,225 23,409 75,113
Alternative investments 6,313 36,504 22,420 65,237
Assets held by other

organizations 164,063 192,343 356,406

Total Assets
Limited as
to Use $ 122,646 54,411 107,490 109,466 180,220 60,751 192,343 827,327

The carrying values of Assets Limited as to Use were as follows at June 30, 2016 (in thousands):

Debt
service Economic

Investments and Board Self- Funds and
held for reserve Construction designated insurance restricted beneficial

collateral funds funds funds trust funds by donors interests Total

Cash and 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. government

and agency securities 125,430 24,886 268 133 204 449 151,370
Common stocks,

including mutual funds 2,513 46,114 16,601 65,228
Alternative investments 6,049 36,342 23,721 66,112
Assets held by other

organizations 140,041 187,885 327,926

Total Assets
Limited as
to Use $ 177,998 66,712 41,986 117,502 154,327 55,181 187,885 801,591

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.
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The carrying values of investments were as follows at June 30 (in thousands):

2017 2016

Cash and cash equivalents $ 37,160 42,382
Corporate bonds 52,440 52,175
Collateralized corporate obligations 14,573 5,567
U.S. government and agency securities 22,195 19,274
Common stocks 181,117 158,936
Alternative investments:

Hedge funds/private equity 110,830 56,400
Commingled funds 324,634 310,800

$ 742,949 645,534

Alternative investments include hedge fund, private equity, and commingled investment funds, which are
valued using the equity method of accounting. As of June 30, 2017, 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 $52,500,000, which are subject to 31-60 day
notice requirements and can be redeemed monthly, quarterly, or annually. Other funds, totaling
approximately $62,000,000, 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 $13,500,000 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 $6,200,000 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 Corporation had $2,990,000 of unfunded commitments in
alternative investments as of June 30, 2017.

As of June 30, 2016, 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 $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 Corporation had $4,077,000 of unfunded commitments in alternative investments as of June 30, 2016.
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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 $435,464 and $65,237, respectively,
which are accounted for under the equity method at June 30, 2017 (in thousands):

Level 1 Level 2 Level 3 Total

Assets:
Investments:

Cash and cash equivalents $ 37,160 37,160
Corporate bonds 31,421 21,019 52,440
Collateralized corporate

obligations 14,573 14,573
U.S. government and

agency securities 10,610 11,585 22,195
Common and preferred

stocks, including
mutual funds 180,999 118 181,117

260,190 47,295 307,485

Assets limited as to use:
Cash and cash equivalents 133,678 31,461 165,139
Corporate bonds 19,786 3,547 23,333
Collateralized corporate

obligations 587 587
U.S. government and agency

securities 118,127 23,385 141,512
Common and preferred

stocks, including
mutual funds 75,113 75,113

Investments held by other
organizations 356,406 356,406

346,704 415,386 762,090

$ 606,894 462,681 1,069,575
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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 $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

Changes to Level 1 and Level 2 securities between June 30, 2017 and 2016 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):

2017 2016

Dividends and interest, net of fees $ 10,772 11,694
Net realized gains 26,827 11,559
Change in fair value of trading securities 57,080 (39,605)

Total investment return $ 94,679 (16,352)

Total investment return (loss) is classified in the consolidated statements of operations as follows for the
years ended June 30 (in thousands):

2017 2016

Nonoperating investment income $ 35,496 21,111
Change in fair value of unrestricted investments 54,175 (36,443)
Investment gains on restricted net assets 5,008 (1,020)

Total investment return (loss) $ 94,679 (16,352)

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.

(3) Property and Equipment
The following is a summary of property and equipment at June 30 (in thousands):

2017 2016

Land $ 148,905 142,256
Buildings 1,480,610 1,465,218
Building and leasehold improvements 808,738 775,638
Equipment 1,485,195 1,596,086
Construction in progress 132,740 119,031

4,056,188 4,098,229

Less accumulated depreciation and amortization (1,964,085) (2,011,683)

$ 2,092,103 2,086,546

Interest cost capitalized was $0 for both years ended June 30, 2017 and 2016.
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Remaining commitments on construction projects were approximately $59,735,000 at June 30, 2017.

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.

(4) Investments in Joint Ventures
The Corporation has investments of $82,094,000 and $71,906,000 at June 30, 2017 and 2016,
respectively, in the following unconsolidated joint ventures:

Ownership percentage
Joint venture Business purpose FY 2017 FY 2016

, LLC Freestanding imaging center 50 % 50 %

Maryland Care, Inc. Managed care organization (a) (a)
Innovative Health Services, LLC Third-party insurance claims

processor 50 50
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

University of Maryland Medicine
ASC, LLC Ambulatory surgical services 50

Chesapeake-Potomac
Healthcare Alliance Healthcare services 33 33

Civista Ambulatory
Surgery Center, Inc. Ambulatory surgical services 50 50

NRH/CPT/St. /Civista Regional
Rehab, LLC Medical rehabilitative and

therapy services 15 15
UM SJMC Choice One

Urgent Care Centers Urgent care centers 25 25
UM UCHS Choice One

Urgent Care Centers Urgent care centers 49 49
UM SRH Choice One

Urgent Care Centers Urgent care centers 49 49
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Ownership percentage
Joint venture Business purpose FY 2017 FY 2016

Maryland eCare, LLC Remote monitoring
technology 14 % 14 %

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 20% ownership interest during August 2015.

The Corporation recorded equity in net income (losses) of $3,856,000 and $(298,000) related to these joint
ventures for the years ended June 30, 2017 and 2016, respectively.

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):

2017
Mt.

Washington Terrapin Choice One* Others Total

Current assets $ 26,025 24,240 3,470 21,646 75,381
Noncurrent assets 92,483 221,844 5,525 17,925 337,777

Total assets $ 118,508 246,084 8,995 39,571 413,158

Current liabilities $ 13,273 106 420 5,276 19,075
Noncurrent liabilities 8,255 244,028 183 1,033 253,499
Net assets 96,980 1,950 8,392 33,262 140,584

Total liabilities
and net assets $ 118,508 246,084 8,995 39,571 413,158

Total operating revenue $ 58,271 (5,670) 5,702 47,439 105,742
Total operating expenses (54,822) (5,456) (7,313) (43,496) (111,087)
Total nonoperating

gains/(losses), net 4,722 11,126 11 15,859
Contributions from (to) owners 7,116 (65) 7,051
Other changes in net assets, net 3,326 344 (1,070) 2,600

Increase (decrease) in
net assets $ 11,497 5,849 2,819 20,165

* Choice One is the combination of UM SJMC, UM UCHS, and UM SRH Choice One Urgent Care Centers



UNIVERSITY OF MARYLAND MEDICAL SYSTEM CORPORATION
AND SUBSIDIARIES

Notes to Consolidated Financial Statements

June 30, 2017 and 2016

33 (Continued)

2016
Mt.

Washington Terrapin Choice One* Others Total

Current assets $ 24,976 9,513 2,759 19,184 56,432
Noncurrent assets 83,436 199,572 3,620 16,121 302,749

Total assets $ 108,412 209,085 6,379 35,305 359,181

Current liabilities $ 14,437 105 448 4,947 19,937
Noncurrent liabilities 8,492 207,030 32 972 216,526
Net assets 85,483 1,950 5,899 29,386 122,718

Total liabilities
and net assets $ 108,412 209,085 6,379 35,305 359,181

Total operating revenue $ 56,811 34,150 2,659 57,925 151,545
Total operating expenses (53,853) (31,515) (3,137) (52,071) (140,576)
Total nonoperating

gains (losses), net 455 (2,635) (6) (5,560) (7,746)
Contributions from (to) owners 1,365 (3,971) (2,606)
Other changes in net assets, net (1,516) 5,018 (1,552) 1,950

Increase (decrease) in
net assets $ 1,897 5,899 (5,229) 2,567

* Choice One is the combination of UM SJMC, UM UCHS, and UM SRH Choice One Urgent Care Centers

(5) Leases
The Corporation rents various equipment and facility space. Rent expense under these operating leases for
the years ended June 30, 2017 and 2016 was approximately $25,215,000 and $24,594,000, respectively.

Future noncancelable minimum lease payments under operating leases are as follows for the years ending
June 30 (in thousands):

2018 $ 12,080
2019 11,707
2020 8,475
2021 5,427
2022 4,396
Thereafter 12,460

$ 54,545
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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, 2017 and 2016, amounts
of $37,198,000 and $36,744,000, respectively, representing obligations under the lease have been
recorded in other current liabilities.

As of June 30, 2017, amounts of $2,434,000 and $14,891,000 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):

2017 2016

Land $ 3,770 3,770
Buildings 29,230 29,230
Equipment 25,176 23,899

58,176 56,899

Less accumulated amortization (18,129) (12,338)

$ 40,047 44,561

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, 2017 (in thousands):

2018 $ 42,153
2019 2,460
2020 2,318
2021 1,187
2022 860
Thereafter 13,379

Total minimum lease payments 62,357

Less amounts representing interest (7,834)

Present value of net minimum
lease payments $ 54,523
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(6) Lines of Credit
Lines of credit outstanding are as follows as of the years ended June 30 (in thousands):

2017
Interest rate

as of
Line Interest rate June 30, Date of Total Outstanding

number calculation 2017 expiration available amount

1 1-month LIBOR + 0.70% 1.78 % 8/30/2017* $ 250,000 125,000

* Date of expiration has since been extended to 8/31/2018

2016
Interest rate

as of
Line Interest rate June 30, Date of Total Outstanding

number calculation 2016 expiration available amount

1 1-month LIBOR + 2.20% 2.30 % Annually
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-month LIBOR + 0.75% 1.24 12/31/2016 60,000 60,000
4 1-month LIBOR + 0.85% 1.27 3/28/2017 25,000 25,000

Total lines of credit $ 180,000 180,000
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(7) Long-Term Debt and Other Borrowings
Long-term debt consists of the following at June 30 (in thousands):

Payable in
Interest fiscal

rate year(s) 2017 2016

MHHEFA project revenue bonds:
Corporation issue, payments due annually

on July 1:
Series 2017B/C Bonds 1.20% 5.00% 2018 2040 $ 273,810
Series 2017A Bonds Variable rate 2017 20431 46,220
Series 2016A-F Bonds Variable rate 2017 20421 321,515
Series 2015 Bonds 2.00% 5.00% 2016 2042 77,735 79,010
Series 2013 Bonds 2.00% 5.00% 2014 2044 346,850 350,300
Series 2012A-D Bonds Variable rate 2014 2042 213,200
Series 2010 Bonds 2.00% 5.25% 2011 2040 62,835 209,675
Series 2008D/E Bonds Variable rate 2025 2042 105,000 105,000
Series 2008F Bonds 4.00% 5.25% 2009 2024 40,415 46,360
Series 2007A Bonds Variable rate 2008 2035 85,095 87,750
Series 2005 Bonds 4.00% 5.50% 2006 2032 119,675
Series 1991B Bonds 7.00 % 1992 2023 21,840

Upper Chesapeake issue, payments due
annually January 1:

Series 2011B/C Bonds Variable rate 2013 2040 108,929
Series 2011A Bonds 3.67 % 2012 2043 47,090

MHHEFA Pooled Loan Program Variable rate 2017 2035 8,022
Other long-term debt:

UCHS Term Loan Variable rate 2019 150,000 150,000
Term loans 1.86% 3.95% 2009 2022 56,540 60,018
Other loans, mortgages and notes payable 3.05% 7.00% Monthly,

1991 2025 21,099 21,519

Total debt 1,595,136 1,620,366

Less current portion of long-term debt 40,937 37,592
Less short-term financing 150,000
Less long-term debt subject to short-term

remarketing agreements 28,440 32,515

1,525,759 1,400,259

Plus unamortized premiums and discounts, net 33,033 31,628
Plus unamortized deferred financing costs (8,302) (9,283)

$ 1,550,490 1,422,604
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1 Mandatory purchase options are due in the following (fiscal years), unless the bank and the Obligated
Group agree to an extension: Series 2016A (2024), 2016B (2022), 2016C&D (2024), 2016E&F (2027),
and 2017A (2022).

Pursuant to an Amended and Restated Master Loan Agreement dated February 1, 2017 (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 September 2016, the Corporation refunded $212,065,000 of the Series 2012A-D Bonds. The refunding
was completed using the proceeds of a new $212,785,000 variable-rate MHHEFA bond issue
(the Series 2016A-D Bonds).

In October 2016, the Corporation refunded $108,420,000 of the Series 2011B/C (UCHS issue) Bonds. The
refunding was completed using the proceeds of a new $108,730,000 variable rate MHHEFA bond issue
(the Series 2016E/F Bonds).

In January 2017, the Corporation refunded $46,050,000 of the Series 2011A (UCHS issue) Bonds. The
refunding was completed using the proceeds of a new $46,220,000 variable-rate MHHEFA bond issue
(the Series 2017A Bonds).

In February 2017, the Corporation refunded $20,225,000 of the Series 1991B Bonds, $116,375,000 of the
Series 2005 Bonds, and $140,885,000 of the Series 2010 Bonds. The refunding was completed using the
proceeds of a new $273,810,000 fixed-rate MHHEFA bond issue (the Series 2017B/C Bonds).

The unamortized portion of issuance costs on the debt refunded by the Series 2016A-D Bonds, 2016E/F
Bonds, 2017A Bonds, and 2017B/C Bonds was expensed as a loss on early extinguishment of debt during
the year ended June 30, 2017.

The Corporation has a term loan in the amount of $150,000,000 related to the acquisition of Upper
Chesapeake, which expires on March 1, 2019. The Corporation intends to refinance this obligation prior to
its maturity date, and has classified this obligation as a long-term debt and short-term financing at June 30,
2017 and 2016, respectively, in the consolidated balance sheets.
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In May 2017, the Corporation was authorized to borrow $19,000,000 of the Series 1985A/B Pooled Loan
Program Bonds ($175,000,000 original MHHEFA Pooled Loan Program). These proceeds are to be used
for the purchase, renovation and furnishing a new administrative building. As a participant in the Pooled
Loan Program, the Corporation bears the full interest cost on the $19,000,000 and will draw-down on the
funds as they are required to complete the project.

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):

2018 $ 40,937
2019 203,656
2020 43,579
2021 66,230
2022 47,604
Thereafter 1,193,130

$ 1,595,136

The Corporation  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 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 2020 through 2022. 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, 2017.
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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:

2018 $ 69,377
2019 276,250
2020 79,876
2021 66,230
2022 188,279
Thereafter 915,124

$ 1,595,136

The approximate interest rates on outstanding debt bearing interest at variable rates were as follows at
June 30:

2017 2016

% 1.51 %
1.19

Series 2008D Bonds 0.90 0.38
Series 2008E Bonds 0.89 0.41
Series 2007A Bonds 0.91 0.46
Series 2012A Bonds 1.37
Series 2012B Bonds 1.07
Series 2012C Bonds 1.39
Series 2012D Bonds 1.31
Series 2016A Bonds 1.41
Series 2016B Bonds 1.27
Series 2016C Bonds 1.32
Series 2016D Bonds 1.52
Series 2016E Bonds 1.43
Series 2016F Bonds 1.41
Series 2017A Bonds 1.23
Series 1985 Pooled Loan Program (MHHEFA) 1.69
UCHS Term Loan 1.98 1.31
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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, 2017 year(s) 2017 2016

Term loan 1:
Payable monthly beginning

March 2012 Fixed rate 3.95 % 2012 2022 $ 7,600 8,400
Term loan 2:

Payable monthly beginning
January 2012 Fixed rate 2012 2017 142

Term loan 3:
Payable monthly beginning

April 2012 Fixed rate 2012 2017 196
Term loan 4:

Payable monthly beginning
February 2010 1-month LIBOR

+ 2.00% 3.22 % 2010 2018 2,831 3,056
Term loan 5:

Payable monthly beginning
October 2012 Fixed rate 2.80 % 2013 2018 61 228

Term loan 6:
Payable monthly beginning

November 2012 Fixed rate 2.80 % 2013 2018 16 52
Term loan 7:

Payable monthly beginning
November 2015 1-month LIBOR

+ 1.95% 3.17 % 2016 2021 41,667 46,667
Term loan 8:

Payable monthly beginning
May 2016 Fixed rate 1.86 % 2016 2019 834 1,277

Term loan 9:
Payable monthly beginning

February 2017 Fixed rate 2.47 % 2017 2020 1,524
Term loan 10:

Payable monthly beginning
July 2017 Fixed rate 2.66 % 2018 2020 2,007

Total term loans (included in long-term debt) $ 56,540 60,018

(8) 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, 2017 and 2016, the Corporation s notional values of outstanding interest rate swaps were
$770,919,000 and $782,455,000, respectively, the details of which were as follows (in thousands):

Notional Receive Maturity Mark to
amount Pay rate rate date market

As of June 30, 2017:
Swap #1 $ 85,809 3.59 % 70% 1-month LIBOR 7/1/2031 $ (13,430)
Swap #2 84,000 3.93 68% 1-month LIBOR 7/1/2014 (30,029)
Swap #3 21,000 4.24 68% 1-month LIBOR 7/1/2041 (8,573)
Swap #4 35,400 3.99 67% 1-month LIBOR 7/1/2034 (7,729)
Swap #5 26,680 3.54 70% 1-month LIBOR 7/1/2031 (4,066)
Swap #6 196,000 3.93 68% 1-month LIBOR 7/1/2041 (70,082)
Swap #7 49,000 4.24 68% 1-month LIBOR 7/1/2041 (20,006)
Swap #8 82,600 4.00 67% 1-month LIBOR 7/1/2034 (18,097)
Swap #9 3,580 3.63 67% 1-month LIBOR 7/1/2032 (376)
Swap #10 104,000 3.92 67% 1-month LIBOR 1/1/2043 (28,384)
Swap #11 82,850 0.51 67% 1-month LIBOR + 0.5133% 1/1/2038 1,058

(199,714)

Valuation
adjustments 5,190

Total $ 770,919 $ (194,524)
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Notional Receive Maturity Mark to
amount Pay rate rate date market

As of June 30, 2016:
Swap #1 $ 88,090 3.59 % 70% 1-month LIBOR 7/1/2031 $ (20,115)
Swap #2 84,000 3.93 68% 1-month LIBOR 7/1/2014 (41,582)
Swap #3 21,000 4.24 68% 1-month LIBOR 7/1/2041 (11,603)
Swap #4 36,425 3.99 67% 1-month LIBOR 7/1/2034 (10,921)
Swap #5 27,400 3.54 70% 1-month LIBOR 7/1/2031 (6,128)
Swap #6 196,000 3.93 68% 1-month LIBOR 7/1/2041 (97,040)
Swap #7 49,000 4.24 68% 1-month LIBOR 7/1/2041 (27,077)
Swap #8 84,975 4.00 67% 1-month LIBOR 7/1/2034 (25,554)
Swap #9 3,970 3.63 67% 1-month LIBOR 7/1/2032 (590)
Swap #10 106,625 3.92 67% 1-month LIBOR 1/1/2043 (39,754)
Swap #11 84,970 0.51 67% 1-month LIBOR + 0.5133% 1/1/2038 1,803

(278,561)

Valuation
adjustments 5,524

Total $ 782,455 $ (273,037)

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.

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, 2017 and 2016, $1,716,000 and $1,764,000, 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 $(17,934,000) and $(19,650,000) at June 30,
2017 and 2016, respectively.

The Corporation recorded a net nonoperating gain (loss) on changes in the fair value of nonqualifying
interest rate swaps of $76,797,000 and $(78,429,000) for the years ended June 30, 2017 and 2016,
respectively.

The swap agreements are included in the consolidated balance sheets at their fair value of $(194,524,000)
and $(273,037,000) as of June 30, 2017 and 2016, 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).
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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 $115,250,000 and $174,661,000 at June 30, 2017 and 2016, respectively. As of
June 30, 2017 and 2016, 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.

(9) Other Liabilities
Other liabilities consist of the following at June 30 (in thousands):

2017 2016

Professional and general malpractice liabilities $ 234,569 235,871
Capital lease obligations 54,523 54,881
Accrued pension obligations 26,422 42,761
Contingent consideration 35,700 35,700
Accrued interest payable 18,870 20,659
Deferred tax liability, net 17,356 17,361
Unearned revenue 26,521 11,136
Other miscellaneous 103,001 81,758

Total other liabilities 516,962 500,127

Less current portion (182,688) (147,522)

Other long-term liabilities $ 334,274 352,605

Other miscellaneous liabilities primarily consist of medical claims payable and patient credit balance
liabilities.
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(10) 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. The 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
liquidation of its remaining benefit obligation using its plan assets were completed by September 30,
2017. The benefit obligations for the year ended June 30, 2016 represented the annuities to be
transferred.
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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. All of the assets of the three
formerly separate plans are now available to pay benefits for all participants under the newly
consolidated Corporate Plan.

The Corporation recognizes the funded status (i.e., the 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):

2017 2016

Change in projected benefit obligations:
Benefit obligations at beginning of year $ 245,686 259,170
Settlements (55,324) (29,962)
Service cost 4,502 4,146
Interest cost 7,299 10,698
Actuarial loss (4,612) 20,072
Benefit payments (15,527) (18,438)

Projected benefit obligations at end of year $ 182,024 245,686

2017 2016

Change in plan assets:
Fair value of plan assets at beginning of year $ 202,925 233,689
Actual return on plan assets 12,560 5,688
Settlements (55,324) (29,962)
Employer contributions 10,968 11,948
Benefit payments (15,527) (18,438)

Fair value of plan assets at end of year $ 155,602 202,925
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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):

2017 2016

Funded status, end of period:
Fair value of plan assets $ 155,602 202,925
Projected benefit obligations 182,024 245,686

Net funded status $ (26,422) (42,761)

Accumulated benefit obligation at end of year $ 176,660 239,375

Amounts recognized in consolidated balance sheets at
June 30:

Accrued payroll and benefits $ 1,056 (1,250)
Accrued pension obligation (27,478) (41,511)

$ (26,422) (42,761)

Amounts recognized in unrestricted net assets at June 30:
Net actuarial loss $ (62,233) (96,423)
Prior service cost (485) (648)

$ (62,718) (97,071)

The estimated amounts that will be amortized from unrestricted net assets into net periodic pension
cost in fiscal year 2018 are as follows (in thousands):

Net actuarial loss $ 4,736
Prior service cost 162

$ 4,898

The components of net periodic pension cost for the years ended June 30 are as follows (in
thousands):

2017 2016

Service cost $ 4,502 4,146
Interest cost 7,299 10,698
Expected return on plan assets (9,976) (14,169)
Prior service cost recognized 20,814 67
Recognized gains or losses 6,351 17,743

Net periodic pension cost $ 28,990 18,485
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The following table presents the weighted average assumptions used to determine benefit obligations
for the plans at June 30:

2017 2016

Discount rate
Rate of compensation increase (for nonfrozen plan)

The following table presents the weighted average assumptions used to determine net periodic benefit
cost for the plans for the years ended June 30:

2017 2016

Discount rate
Expected long-term return on plan assets 6.75
Rate of compensation increase (for nonfrozen plan)

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.

The Corporation s pension plans  target allocation and weighted average asset allocations at the
measurement date of June 30, 2017 and 2016, by asset category, are as follows:

Percentage of plan assets as of
Target June 30

Asset category allocation 2017 2016

Cash and cash equivalents 5 % 9 %
Fixed income securities 32 47
Equity securities 26 20
Global asset allocation 27 20
Hedge funds 10 4

100 % 100 %
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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, 2017, aggregated by the fair value hierarchy as described in note 1(w) (in
thousands):

Investments
Reported

Level 1 Level 2 Level 3 at NAV* Total

Cash and cash equivalents $ 1,694 6,639 8,333
Corporate bonds

Fixed income mutual funds 11,495 11,495
Common and preferred stocks 10,993 10,993
Equity mutual funds 22,714 22,714
Other mutual funds 13,056 13,056
Alternative investments 18,240 28,431 42,340 89,011

$ 78,192 35,070 42,340 155,602

* Fund investments reported at NAV as practical expedient

The table below presents the Corporation s combined investable assets of the defined benefit pension
plans as of June 30, 2016, aggregated by the fair value hierarchy as described in note 1(w) (in
thousands):

Investments
Reported

Level 1 Level 2 Level 3 at NAV* Total

Cash and cash equivalents $ 10,919 7,250 18,169
Corporate bonds 22,419 22,419

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 22,386 30,375 33,380 86,141

$ 131,920 37,625 33,380 202,925

* Fund investments reported at NAV as practical expedient

As noted in note 1(z), the Corporation adopted ASU No. 2015-07 for the year ended June 30, 2017. As
a result of this adoption, at June 30, 2016, alternative investments in the amounts of $6,750,000 and
$26,630,000 were reclassified from Level 2 and Level 3, respectively, in the fair value hierarchy to
Investments reported at NAV.
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ASU No. 2015-10, Technical Corrections and Improvements, amended the definition of readily
determinable fair value to include equity securities in structures similar to mutual funds where the fair
value per share is determined and published on a regular basis and is the basis for current
transactions. The Corporation has reassessed the basis of fair value for its investments and concluded
that certain investments have readily determinable fair values consistent with the amendment. As a
result, fair value disclosures have been amended, and certain investments within the defined benefit
plans have been reclassified to Level 1 and 2 investments within the fair value hierarchy. As a result of
this adoption, at June 30, 2016, alternative investments in the amount of $22,386,000 were reclassified
from Level 2 in the fair value hierarchy to Level 1. Alternative investments in the amount of
$10,615,000 were reclassified from Level 3 in the fair value hierarchy to Level 2.

Alternative investments include hedge funds and commingled investment funds. The majority of these
alternative investments held as of June 30, 2017 are subject to notice requirements of 30 days or less
and are available to be redeemed on at least a monthly basis. There are funds, totaling $6,500,000,
which are subject to notice requirements of 30-60 days and are available to be redeemed on a monthly
or quarterly basis. Funds totaling $5,000,000 are subject to notice requirements of 90 days and can be
redeemed monthly or quarterly. Of these funds, one fund totaling $1,200,000 is subject to a lock-up
restriction of three years. The Corporation had no unfunded commitments as of June 30, 2017.

The 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 had no unfunded commitments as of June 30, 2016.

The Corporation expects to contribute $9,260,000 to its defined benefit pension plans for the fiscal year
ending June 30, 2017.

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):

2018 $ 10,478
2019 10,324
2020 10,543
2021 11,228
2022 17,477

61,273

The expected benefits to be paid are based on the same assumptions used to measure the
Corporation s benefit obligation at June 30, 2017.
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(b) Defined Contribution Plans
Corporation Salary Reduction 403(b) Plan  A contributory benefit plan covering substantially all
employees not participating in the plans described below. Employees are immediately eligible for
elective deferrals of compensation as contributions to the plan. Employees are eligible for matching
contributions after one year of service with a five-year gradual vesting schedule. Effective January 1,
2017, this plan was opened for new participants.

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.
Effective January 1, 2017, this plan was frozen to new participants.

Corporation Salary Reduction 403(b) Plan  A contributory benefit plan covering substantially all
employees not participating in the plans described below. Employees are immediately eligible for
elective deferrals of compensation as contributions to the plan. Effective July 29, 2016, the Baltimore
Washington retirement plan was merged into this plan. Effective January 1, 2017, this plan was frozen
to new participants.

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. Effective July 29, 2016, this plan
merged into the UMMS Voluntary 403(b) plan.

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. Employees are eligible for matching
contributions after one year of service.

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 contributory benefit plan covering substantially all employees
of Upper Chesapeake. Employees are eligible for elective deferrals of compensation as contributions to
the plan. Employees are eligible for matching contributions after one year of service with a five-year
gradual vesting schedule.
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Total annual retirement costs incurred by the Corporation for the previously discussed defined
contribution plans were $41,900,000 and $40,064,000 for the years ended June 30, 2017 and 2016,
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):

2017 2016

Facility construction and renovations, research, education,
and other $ 73,682 58,380

Economic and beneficial interests in the net assets of
related organizations 192,343 187,885

$ 266,025 246,265

Net assets were released from donor restrictions during the years ended June 30, 2017 and 2016 by
expending funds satisfying the restricted purposes or by occurrence of other events specified by donors as
follows (in thousands):

2017 2016

Purchases of equipment and construction costs $ 33,038 10,417
Research, education, uncompensated care, and other 2,868 7,067

$ 35,906 17,484

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.

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
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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, 2017
Temporarily Permanently

Unrestricted restricted restricted Total

Donor-restricted
endowment funds $ 13,335 38,510 51,845

June 30, 2016
Temporarily Permanently

Unrestricted restricted restricted Total

Donor-restricted
endowment funds $ 11,232 37,065 48,297

(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.
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(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.

The following is a summary of economic and beneficial interests in the net assets of financially interrelated
organizations as of June 30 (in thousands):

2017 2016

Economic interests in:
UCH Legacy Funding Corporation $ 150,000 150,000
The James Lawrence Kernan Hospital Endowment Fund,

Incorporated 29,725 26,821
Baltimore Washington Medical Center Foundation, Inc. 9,222 7,960

Total economic interests 188,947 184,781

Beneficial interest in the net assets of Dorchester General
Hospital Foundation, Inc. 3,396 3,104

$ 192,343 187,885

The UCH Legacy Funding Corporation was formed in December 2013 to hold funds restricted for the
benefit of Upper Chesapeake.
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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):

2017 2016

Current assets $ 3,073 2,891
Noncurrent assets 189,927 185,672

Total assets $ 193,000 188,563

Current liabilities $ 532 452
Noncurrent liabilities 125 226
Net assets 192,343 187,885

Total liabilities and net assets $ 193,000 188,563

Total operating revenue $ 2,422 2,165
Total operating expense (210) (4,344)
Other changes in net assets 2,246 634

Total increase (decrease) in net assets $ 4,458 (1,545)

(13) State Support
The Corporation received $3,200,000 in support for the Shock Trauma Center operations from the State of
Maryland, for both years ended June 30, 2017 and 2016. In addition, the Corporation received $15,000,000
in support of Dimensions Health System operations for the year ended June 30, 2017. See note 19 for
further discussion over the affiliation with Dimensions Health System.

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 $23,029,000 and $4,364,000 during the years ended
June 30, 2017 and 2016, respectively.
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(14) 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):

2017 2016

Healthcare services $ 3,368,273 3,144,882
General and administrative 467,337 436,820

$ 3,835,610 3,581,702

(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, 2017 and 2016 were as follows (in thousands):

2017 2016

Professional and general malpractice liabilities $ 234,569 235,871
Employee health 33,130 27,656
Employee long-term disability 8,696 12,661

18,961 17,610

Total self-insured liabilities 295,356 293,798

Less current portion (71,832) (68,500)

$ 223,524 225,298

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
$144,313,000 and $141,625,000 as of June 30, 2017 and 2016, respectively, for which related insurance
receivables have been recorded within other assets on the accompanying consolidated balance sheets.
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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 $150 million individually and $150 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, 2017 and 2016
was approximately $36,367,000 and $40,359,000, respectively.

(16) 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:

2017 2016

Medicare 25 % 25 %
Medicaid 20 25
Commercial insurance and HMOs 21 19
Blue Cross 11 11
Self-pay and others 23 20

100 % 100 %
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The Corporation recorded gross revenues from patients and third-party payors for the years ended June 30
as follows:

2017 2016

Medicare 39 % 38 %
Medicaid 22 23
Commercial insurance and HMOs 20 19
Blue Cross 14 14
Self-pay and others 5 6

100 % 100 %

(17) 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:

 Dependence on revenues derived from reimbursement by the Federal Medicare and state Medicaid
programs;

 Regulation of hospital rates by the State of Maryland Health Services Cost Review Commission;

 Government regulation, government budgetary constraints, and proposed legislative and regulatory
changes; and

 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.
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The federal government and many states have aggressively increased enforcement under Medicare and
Medicaid antifraud 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, 2017.

(18) 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, 2017 and 2016. 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.
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For the years ended June 30, 2017 and 2016, 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.

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,
2017 and 2016, the Corporation recognized a net distribution from the pool of $8,345,000 and $11,521,000,
respectively, which is recorded as net patient service revenue.

(19) Subsequent Events
The Corporation evaluated all events and transactions that occurred after June 30, 2016 and through
October 26, 2017, the date the consolidated financial statements were issued. Other than those described
below, the Corporation did not have any material recognizable subsequent events during the period.

Effective September 1, 2017, the Corporation entered into an affiliation agreement with Dimensions
Healthcare System and Subsidiaries (DHS) whereby the Corporation became the sole corporate member
of DHS. DHS has changed its trade name to University of Maryland Capital Region Health (UMCRH) and is
located in Prince George s County, Maryland, and includes an acute care hospital as well as several
ambulatory and outpatient facilities. The Corporation, Prince George s County, the State of Maryland, and
UMCRH began discussions in 2010 regarding the formation of a new regional healthcare system to serve
Prince George s County and the surrounding region. The affiliation represents the culmination of this effort
and includes plans to build a new state-of-the-art medical center in Largo, Maryland. The Corporation
believe the residents of the region served by UMCRH will benefit from the affiliation with the Corporation
through accelerated deployment of clinical programs and technologies and improved access to physicians.
In accordance with the agreement, the county, the state, and the Corporation have each approved funding
of $208,000,000 towards the construction of the new medical facility, as well as ongoing annual operating
support.

The transaction will be accounted for under the guidance of ASU No. 2010-07, Not-for-Profit Entities:
Mergers and Acquisitions, and accordingly, the Corporation will consolidate UMCRH at its fair value as of
September 1, 2017. Such amounts are currently being determined. The Corporation does not expect the
fair value adjustment recorded during the year ended June 30, 2018 to have a material impact on the
Corporation s consolidated financial statements.
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Excluding any impact from fair value accounting which is still being evaluated, the following table
summarizes the Corporation s pro forma consolidated results as through the acquisition date occurred at
June 30, 2017 (in thousands):

Operating revenues:
The Corporation $ 3,907,690
UM Capital Region Health Combined 392,562

$ 4,300,252

Operating expenses:
The Corporation $ 3,835,610
UM Capital Region Health Combined 393,481

$ 4,229,091

Net nonoperating revenues:
The Corporation $ 111,279
UM Capital Region Health Combined 2,146

$ 113,425

Total net assets:
The Corporation $ 2,016,864
UM Capital Region Health Combined 475,612

$ 2,492,476

Total net assets of UMCRH include $416,000,000 of restricted net assets, representing legislative
commitments from Prince George s County and the State of Maryland to fund the construction of the new
medical facility.
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LETTERS OF SUPPORT

Title Organization

Cheezum, Jr. Bernard A. Vice President Willow Construction
Gipe Albert B. Chairman Gipe Associates, Inc.

Johnson Diana H. Sr. Vice President, Employee Benefits Avon Dixon Insurance Agency
Liddell Kim C. Chairman, President & CEO 1880 Bank
Meoli Michael CEO Meoli Companies / McDonald's

Shearer Stephen M. Shearer The Jeweler
Warner Scott Executive Director Mid-Shore Regional Council
Adams Christopher T. Delegate Maryland House of Delegates

Eckardt Addie C. Senator Maryland Senate
Mautz Johnny Delegate Maryland House of Delegates

Sample-Hughes Sheree Delegate Maryland House of Delegates
Boos William E. President Commissioners of St. Michaels

Franklin Daniel J. Commissioner Caroline County Commissioners
Fronk Gordon President Commissioners of Oxford

Graves Gordon Commissioner Commissioners of Oxford
Jackson-Stanley Victoria Mayor City of Cambridge

Levengood, Jr. Wilbur Vice President Caroline County Commissioners
Mulrine, J.r Donald H. Town Administrator Town of Denton

Pepe John Commissioner Commissioners of Oxford
Porter Larry C. President Caroline County Commissioners
Willey Robert C. Mayor Town of Easton

Williams Jennifer L. President Talbot County Council
Ciotolo, M.D. Joseph A. Health Officer Queen Anne's County Health Department

Cotsalas Henry C. Administrator Autumn Lake Healthcare at Denton
Dilley Kathryn G. Executive Director Mid-Shore Behavioral Health
Dillon John Chairman of the Board UM Shore Regional Health

Espenhorst Nancy Member Auxiliary of the Memorial Hospital at Easton
Guerieri, R.N. Heather A. Compass Regional Hospice

Hannegan Lizette D. President Auxiliary of the Memorial Hospital at Easton
Harrell Roger L. Health Officer Dorchester County Health Department

Kareiva, M.D. Ona Secretary Tidewater Anesthesia Associates
Kareiva, M.D. Ona M. Physician UM Shore Regional Health
Kleinert, D.O. Bradley Treasurer Tidewater Anesthesia Associates

LeCates Brian Acting Director Talbot County Department of Emergency Services
Lee F. Graham Vice President, Philanthropy UM Memorial Hospital Foundation of Shore Regional Health

LeRoy Scott T. Health Officer Caroline County Health Department
Levey, M.D. Christopher S. Chair, Dept. of Radiology Delmarva Radiology / UMMS Shore Regional Health System

Name



LETTERS OF SUPPORT

Title OrganizationName

Rich Sara President & CEO Choptank Community Health
Snell, M.D. John President Tidewater Anesthesia Associates

Wadley, M.D. Fredia S. Health Officer Talbot County Health Department
Cecil Art Member Auxiliary of the Memorial Hospital at Easton

Cheezum, Jr. Bernard A. Queen Anne's County resident
Freestate Mark M. Centreville resident

Hill Bradley V. Easton resident
Hiner Justin D. Talbot County resident
Hiner Michael S. Talbot County resident
Joshi Emilie Talbot County resident

Kagan Tim Easton resident
Loeffler Joy Dorchester County resident
Loeffler Richard Dorchester County resident

Lynch Robert S. Denton resident
Milhollan Eric D. Talbot County resident
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   Main Office                                                                                      Delaware 

   400 Maryland Ave, P.O. Box 521                                                                                                                                                    P.O Box 147 

   Easton, Maryland 21601                                                                                                                                                              Georgetown, Delaware 19947  

   410-822-6000                                                                                                                                                        302-858-5050 

Integrity… the foundation of every Willow project since 1973 

www.willowconstruction.com 

August 27, 2018                                         

Ben Steffen 

Executive Director 

Maryland Health Care Commission 

4160 Patterson Avenue 

Baltimore, MD 21215 

 

Dear Mr. Steffen: 

On behalf of Willow Construction, LLC, I would like to express strong support for the vision of regional health care 

and for the Certificate of Need (CON) application submitted by University of Maryland Shore Regional Health for a 

relocated replacement hospital in Easton, to meet the needs of our citizens for a modern, state-of-the-art health 

care facility for inpatient, outpatient and specialty care. As you are aware, the need to replace the aged hospital on 

Washington Street in Easton has been well-documented and has been a part of the health system’s service 

delivery planning for more than five years.  

The plans for the replacement of the hospital are timely and necessary. The project is particularly important 

because the University of Maryland Shore Medical Center at Easton serves the health care needs of residents of 

Caroline, Dorchester, Kent, Queen Anne’s and Talbot counties. The proposed location on Route 50 near the Talbot 

County Community Center will make the hospital more accessible to most residents of the Mid-Shore region. We 

are pleased with the location. 

The new facility will also improve UM Shore Regional Health’s ability to recruit and retain physicians in the region, 

which is an ongoing challenge and essential to the continued delivery of quality health care on the Eastern Shore. 

Design improvements in the proposed facility, such as private rooms and other modernizations, will improve the 

quality of health care and patient satisfaction and will resolve facility issues which cannot otherwise be addressed 

in a prudent way at the existing hospital.   

We support the regional vision for UM Shore Regional Health, which includes its commitment to UM Shore 

Medical Center at Chestertown for the maintenance of inpatient beds through at least 2022, along with a pledge 

to work with the State on a rural access hospital designation and resources.    

The proposed project demonstrates UM Shore Regional Health’s commitment to improving the quality of and 

access to health care for our citizens.   The University of Maryland Medical System and UM Shore Regional Health 

have excellent reputations for quality care and they are uniquely dedicated to this rural region. We applaud their 

intention to build a new hospital in Easton and we give our full support to their CON application and to their 

regional service delivery plan.  We request that the Maryland Health Care Commission approve UM Shore Regional 

Health’s CON application.  

Sincerely, 

 

Bernard A. Cheezum, Jr., CHC 

Vice President 

Cc:  Ken Kozel, CEO, UM Shore Regional Health 

        219 S. Washington St., Easton, MD 21601 

  









1880 Bank

Seciui

August 20, 2018

Ben Steffen
Executive Director
Maryland Health Care Commission
4160 Patterson Avenue
Baltimore, MD 21215

Dear Mr. Steffen:

On behalf of 1880 Bank, I would like to express strong support for the vision of regional health care and for
the Certificate of Need (CON) application submitted by University of Maryland Shore Regional Health for a
relocated replacement hospital in Easton, to meet the needs of our citizens for a modern, state-of-the-art
health care facility for inpatient, outpatient and specialty care. As you are aware, the need to replace the aged
hospital on Washington Street in Easton has been well-documented and has been a part of the health
system’s service delivery planning for more than five years.

The plans for the replacement of the hospital are timely and necessary. The project is particularly important
because the University of Maryland Shore Medical Center at Easton serves the health care needs of residents
of Caroline, Dorchester, Kent, Queen Anne’s and Talbot counties. The proposed location on Route 50 near
the Tatbot County Community Center will make the hospital more accessible to most residents of the Mid-
Shore region. We are pleased with the location.

The new facility will also improve UM Shore Regional Health’s ability to recruit and retain physicians in the
region, which is an ongoing challenge and essential to the continued delivery of quality health care on the
Eastern Shore. Design improvements in the proposed facility, such as private rooms and other
modernizations, will improve the quality of health care and patient satisfaction and will resolve facility issues
which cannot otherwise be addressed in a prudent way at the existing hospital.

We support the regional vision for UM Shore Regional Health, which includes its commitment to UM Shore
Medical Center at Chestertown for the maintenance of inpatient beds through at least 2022, along with a
pledge to work with the State on a rural access hospital designation and resources.

The proposed project demonstrates UM Shore Regional Health’s commitment to improving the quality of
and access to health care for our citizens. The University of Maryland Medical System and UM Shore
Regional Health have excellent reputations for quality care and they are uniquely dedicated to this rural
region. We applaud their intention to build a new hospital in Easton and we give our full support to their
CON application and to their regional service delivery plan. We request that the Maryland Health Care
Commission approve UM Shore Regional Health’s CON application.

Cc: Ken Kozel. CEO, UM Shore Regional Health
219 S. Washington St., Easton, MD 21601

Kim C. Lddell
Chairmail. President & CEO

304 High Street, Cambridge, Maryland 21613
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,}~ MID SHORE 
, , BEHAVIORAL HEALTH 

RESOURCES , GUIDANCE, WHOLENESS, & HOPE 

September 5, 2018 

Ben Steffen 
Executive Director 
Maryland Health Care Commission 
4160 Patterson A venue 
Baltimore, MD 21215 

Dear Mr. Steffen: 

28578 Mary's Court, Suite 1 
Easton, MD 21601 

P: 410.770.4801 
F: 410.770.4809 

midshorebehavioralhealth.org 

On behalf of Mid Shore Behavioral Health, Inc. (MSBH), I would like to express strong support for the 
vision of regional health care and for the Certificate of Need (CON) application submitted by University 
of Maryland Shore Regional Health for a relocated replacement hospital in Easton, to meet the needs of 
our citizens for a modern, state-of-the-art health care facility for inpatient, outpatient and specialty care. 
As you are aware, the need to replace the aged hospital on Washington Street in Easton has been well­
documented and has been a part ofthe health system's service delivery planning for more than five years. 

The plans for the replacement of the hospital are timely and necessary. The project is particularly 
important because the University of Maryland Shore Medical Center at Easton serves the health care 
needs of residents of Caroline, Dorchester, Kent, Queen Anne's and Talbot counties. The proposed 
location on Route 50 near the Talbot County Community Center will make the hospital more accessible 
to most residents of the Mid-Shore region. MSBH is pleased with the proposed location. 

The new facility will also improve UM Shore Regional Health's ability to recruit and retain physicians in 
the region, which is an ongoing challenge and essential to the continued delivery of quality health care on 
the Eastern Shore. Design improvements in the proposed facility, such as private rooms and other 
modernizations, will improve the quality of health care and patient satisfaction and will resolve facility 
issues which cannot otherwise be addressed in a prudent way at the existing hospital. 

MSBH supports the regional vision forUM Shore Regional Health, which includes its commitment to 
UM Shore Medical Center at Chestertown for the maintenance of inpatient beds through at least 2022, 
along with a pledge to work with the State on a rural access hospital designation and resources. 

The proposed project demonstrates UM Shore Regional Health's commitment to improving the quality of 
and access to health care for our community members. The University of Maryland Medical System and 
UM Shore Regional Health have excellent reputations for quality care and they are uniquely dedicated to 
this rural region. We applaud their intention to build a new hospital in Easton and we give our full support 
to their CON application and to their regional service delivery plan. We request that the Maryland Health 
Care Commission approve UM Shore Regional Health's CON application. 

Sincerely, 

Kathryn G. Dilley, LCSW-C 
Executive Director 

Cc: Ken Kozel, CEO, UM Shore Regi nal Health 
219 S. Washington St., Easton, MD 21601 























 
 
 
 
 

TALBOT COUNTY, MARYLAND 
TALBOT COUNTY DEPARTMENT OF EMERGENCY SERVICES 

605 PORT STREET 
EASTON, MD 21601 

PHONE: (410) 770-8160       FAX: (410) 770-8163 
 

CLAY STAMP                    BRIAN K. LECATES          HOLLEY GUSCHKE 
        Director                      Deputy Director              911 Division Chief                             
 
 
 

August 21, 2018          
 
                              
Ben Steffen 
Executive Director 
Maryland Health Care Commission 
4160 Patterson Avenue 
Baltimore, MD 21215 
 
 
 
Dear Mr. Steffen: 
 
On behalf of Talbot County Department of Emergency Services, I would like to express strong 
support for the vision of regional health care and for the Certificate of Need (CON) application 
submitted by University of Maryland Shore Regional Health for a relocated replacement hospital 
in Easton, to meet the needs of our citizens for a modern, state-of-the-art health care facility for 
inpatient, outpatient and specialty care. As you are aware, the need to replace the aged hospital 
on Washington Street in Easton has been well-documented and has been a part of the health 
system’s service delivery planning for more than five years.  
 
The plans for the replacement of the hospital are timely and necessary. The project is particularly 
important because the University of Maryland Shore Medical Center at Easton serves the health 
care needs of residents of Caroline, Dorchester, Kent, Queen Anne’s and Talbot counties. The 
proposed location on Route 50 near the Talbot County Community Center will make the hospital 
more accessible to most residents of the Mid-Shore region.  We are pleased with the location. 
 
 
 



 
 
 
The new facility will also improve UM Shore Regional Health’s ability to recruit and retain 
physicians in the region, which is an ongoing challenge and essential to the continued delivery of 
quality health care on the Eastern Shore. Design improvements in the proposed facility, such as 
private rooms and other modernizations, will improve the quality of health care and patient 
satisfaction and will resolve facility issues, which cannot otherwise be addressed in a prudent 
way at the existing hospital.   
 
We support the regional vision for UM Shore Regional Health, which includes its commitment 
to UM Shore Medical Center at Chestertown for the maintenance of inpatient beds through at 
least 2022, along with a pledge to work with the State on a rural access hospital designation and 
resources.    
 
The proposed project demonstrates UM Shore Regional Health’s commitment to improving the 
quality of and access to health care for our citizens.   The University of Maryland Medical 
System and UM Shore Regional Health have excellent reputations for quality care and they are 
uniquely dedicated to this rural region. We applaud their intention to build a new hospital in 
Easton and we give our full support to their CON application and to their regional service 
delivery plan.  We request that the Maryland Health Care Commission approve UM Shore 
Regional Health’s CON application.  
 
 
 
Sincerely, 
 
 
 
 
Brian LeCates, Acting Director 
 
 
 
 
 
 
 
 
 
Cc:  Ken Kozel, CEO, UM Shore Regional Health 
        219 S. Washington St., Easton, MD 21601 



~,III UN IVERSlTYof MARYLAND
~ rJifNOD~lo~OSPITAL

OF SHORE REGIONAL HEALTH

121 Federal Street, Suite 2
PO Box 1846

Easton, Maryland 21601
410-822-1000, ext. 5763

ummhfoundation.org

August 21, 2018

Ben Steffen
Executive Director
Maryland Health Care Commission
4160 Patterson Avenue
Baltimore, MD 21215

Dear Mr. Steffen:

On behalf of the University of Maryland Memorial Hospital Foundation, we would
like to express strong support for the vision of regional health care and for the
Certificate of Need (CON) application submitted by University of Maryland Shore
Regional Health for a relocated replacement hospital in Easton, to meet the needs of
our citizens for a modern, state-of-the-art health care facility for inpatient, outpatient and
specialty care. As you are aware, the need to replace the aged hospital on Washington
Street in Easton has been well-documented and has been a part of the health system's
service delivery planning for more than five years.

The plans for the replacement of the hospital are timely and necessary. The
project is particularly important because the University of Maryland Shore Medical
Center at Easton serves the health care needs of residents of Caroline, Dorchester,
Kent, Queen Anne's and Talbot counties. The proposed location on Route 50 near the
Talbot County Community Center will make the hospital more accessible to most
residents of the Mid-Shore region. We are pleased with the location.

The new facility will also improve UM Shore Regional Health's ability to recruit
and retain physicians in the region, which is an ongoing challenge and essential to the
continued delivery of quality health care on the Eastern Shore. Design improvements in
the proposed facility, such as private rooms and other modernizations, will improve the
quality of health care and patient satisfaction and will resolve facility issues which
cannot otherwise be addressed in a prudent way at the existing hospital.

We support the regional vision for UM Shore Regional Health, which includes its
commitment to UM Shore Medical Center at Chestertown for the maintenance of
inpatient beds through at least 2022, along with a pledge to work with the State on a
rural access hospital designation and resources.

(Over)

A Member of the University of Maryland Medical System



The proposed project demonstrates UM Shore Regional Health's commitment to
improving the quality of and access to health care for our patients. The University of
Maryland Medical System and UM Shore Regional Health have excellent reputations for
quality care and they are uniquely dedicated to this rural region. We applaud their
intention to build a new hospital in Easton and we give our full support to their CON
application and to their regional service delivery plan. We request that the Maryland
Health Care Commission approve UM Shore Regional Health's CON application.

F. Gr ham Lee
Vice President, Philanthropy

cc: Ken Kozel, CEO, UM Shore Regional Health
219 S. Washington St., Easton, MD 21601
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Bernard A. Cheezum, Jr. 

 205 Winchester Drive 

Centreville, MD 21617 

 

August 20, 2018                                         

Ben Steffen 

Executive Director 

Maryland Health Care Commission 

4160 Patterson Avenue 

Baltimore, MD 21215 

 

Dear Mr. Steffen: 

As a resident of Queen Anne’s County, I would like to express strong support for the vision of regional health care 

and for the Certificate of Need (CON) application submitted by University of Maryland Shore Regional Health for a 

relocated replacement hospital in Easton, to meet the needs of our citizens for a modern, state-of-the-art health 

care facility for inpatient, outpatient and specialty care. As you are aware, the need to replace the aged hospital on 

Washington Street in Easton has been well-documented and has been a part of the health system’s service 

delivery planning for more than five years.  

The plans for the replacement of the hospital are timely and necessary. The project is particularly important 

because the University of Maryland Shore Medical Center at Easton serves the health care needs of residents of 

Caroline, Dorchester, Kent, Queen Anne’s and Talbot counties. The proposed location on Route 50 near the Talbot 

County Community Center will make the hospital more accessible to most residents of the Mid-Shore region. I am 

pleased with the location. 

The new facility will also improve UM Shore Regional Health’s ability to recruit and retain physicians in the region, 

which is an ongoing challenge and essential to the continued delivery of quality health care on the Eastern Shore. 

Design improvements in the proposed facility, such as private rooms and other modernizations, will improve the 

quality of health care and patient satisfaction and will resolve facility issues which cannot otherwise be addressed 

in a prudent way at the existing hospital.   

I support the regional vision for UM Shore Regional Health, which includes its commitment to UM Shore Medical 

Center at Chestertown for the maintenance of inpatient beds through at least 2022, along with a pledge to work 

with the State on a rural access hospital designation and resources.    

The proposed project demonstrates UM Shore Regional Health’s commitment to improving the quality of and 

access to health care for the citizens.  The University of Maryland Medical System and UM Shore Regional Health 

have excellent reputations for quality care and they are uniquely dedicated to this rural region. We applaud their 

intention to build a new hospital in Easton and we give our full support to their CON application and to their 

regional service delivery plan.  We request that the Maryland Health Care Commission approve UM Shore Regional 

Health’s CON application.  

Sincerely, 

 

Bernard A. Cheezum, Jr., CHC 

Cc:  Ken Kozel, CEO, UM Shore Regional Health 

        219 S. Washington St., Easton, MD 21601 









Justin D. Hiner 

 9257 Rockcliff Drive 

Easton, MD 21601 

 

August 28, 2018                                         

Ben Steffen 

Executive Director 

Maryland Health Care Commission 

4160 Patterson Avenue 

Baltimore, MD 21215 

 

Dear Mr. Steffen: 

As a resident of Talbot County, I would like to express strong support for the vision of regional health care and for 

the Certificate of Need (CON) application submitted by University of Maryland Shore Regional Health for a 

relocated replacement hospital in Easton, to meet the needs of our citizens for a modern, state-of-the-art health 

care facility for inpatient, outpatient and specialty care. As you are aware, the need to replace the aged hospital on 

Washington Street in Easton has been well-documented and has been a part of the health system’s service 

delivery planning for more than five years.  

The plans for the replacement of the hospital are timely and necessary. The project is particularly important 

because the University of Maryland Shore Medical Center at Easton serves the health care needs of residents of 

Caroline, Dorchester, Kent, Queen Anne’s and Talbot counties. The proposed location on Route 50 near the Talbot 

County Community Center will make the hospital more accessible to most residents of the Mid-Shore region. I am 

pleased with the location. 

The new facility will also improve UM Shore Regional Health’s ability to recruit and retain physicians in the region, 

which is an ongoing challenge and essential to the continued delivery of quality health care on the Eastern Shore. 

Design improvements in the proposed facility, such as private rooms and other modernizations, will improve the 

quality of health care and patient satisfaction and will resolve facility issues which cannot otherwise be addressed 

in a prudent way at the existing hospital.   

I support the regional vision for UM Shore Regional Health, which includes its commitment to UM Shore Medical 

Center at Chestertown for the maintenance of inpatient beds through at least 2022, along with a pledge to work 

with the State on a rural access hospital designation and resources.    

The proposed project demonstrates UM Shore Regional Health’s commitment to improving the quality of and 

access to health care for the citizens.  The University of Maryland Medical System and UM Shore Regional Health 

have excellent reputations for quality care and they are uniquely dedicated to this rural region. We applaud their 

intention to build a new hospital in Easton and we give our full support to their CON application and to their 

regional service delivery plan.  We request that the Maryland Health Care Commission approve UM Shore Regional 

Health’s CON application.  

Sincerely, 

 

Justin D. Hiner 

Cc:  Ken Kozel, CEO, UM Shore Regional Health 

        219 S. Washington St., Easton, MD 21601 



Michael S. Hiner 

 30506 Rabbit Hill Road 

Easton, MD 21601 

 

August 28, 2018                                         

Ben Steffen 

Executive Director 

Maryland Health Care Commission 

4160 Patterson Avenue 

Baltimore, MD 21215 

 

Dear Mr. Steffen: 

As a resident of Talbot County, I would like to express strong support for the vision of regional health care and for 

the Certificate of Need (CON) application submitted by University of Maryland Shore Regional Health for a 

relocated replacement hospital in Easton, to meet the needs of our citizens for a modern, state-of-the-art health 

care facility for inpatient, outpatient and specialty care. As you are aware, the need to replace the aged hospital on 

Washington Street in Easton has been well-documented and has been a part of the health system’s service 

delivery planning for more than five years.  

The plans for the replacement of the hospital are timely and necessary. The project is particularly important 

because the University of Maryland Shore Medical Center at Easton serves the health care needs of residents of 

Caroline, Dorchester, Kent, Queen Anne’s and Talbot counties. The proposed location on Route 50 near the Talbot 

County Community Center will make the hospital more accessible to most residents of the Mid-Shore region. I am 

pleased with the location. 

The new facility will also improve UM Shore Regional Health’s ability to recruit and retain physicians in the region, 

which is an ongoing challenge and essential to the continued delivery of quality health care on the Eastern Shore. 

Design improvements in the proposed facility, such as private rooms and other modernizations, will improve the 

quality of health care and patient satisfaction and will resolve facility issues which cannot otherwise be addressed 

in a prudent way at the existing hospital.   

I support the regional vision for UM Shore Regional Health, which includes its commitment to UM Shore Medical 

Center at Chestertown for the maintenance of inpatient beds through at least 2022, along with a pledge to work 

with the State on a rural access hospital designation and resources.    

The proposed project demonstrates UM Shore Regional Health’s commitment to improving the quality of and 

access to health care for the citizens.  The University of Maryland Medical System and UM Shore Regional Health 

have excellent reputations for quality care and they are uniquely dedicated to this rural region. We applaud their 

intention to build a new hospital in Easton and we give our full support to their CON application and to their 

regional service delivery plan.  We request that the Maryland Health Care Commission approve UM Shore Regional 

Health’s CON application.  

Sincerely, 

 

Michael S. Hiner 

Cc:  Ken Kozel, CEO, UM Shore Regional Health 

        219 S. Washington St., Easton, MD 21601 
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Eric D. Milhollan 

 421 S. Washington Street 

Easton, MD 21601 

 

August 28, 2018                                         

Ben Steffen 

Executive Director 

Maryland Health Care Commission 

4160 Patterson Avenue 

Baltimore, MD 21215 

 

Dear Mr. Steffen: 

As a resident of Talbot County, I would like to express strong support for the vision of regional health care and for 

the Certificate of Need (CON) application submitted by University of Maryland Shore Regional Health for a 

relocated replacement hospital in Easton, to meet the needs of our citizens for a modern, state-of-the-art health 

care facility for inpatient, outpatient and specialty care. As you are aware, the need to replace the aged hospital on 

Washington Street in Easton has been well-documented and has been a part of the health system’s service 

delivery planning for more than five years.  

The plans for the replacement of the hospital are timely and necessary. The project is particularly important 

because the University of Maryland Shore Medical Center at Easton serves the health care needs of residents of 

Caroline, Dorchester, Kent, Queen Anne’s and Talbot counties. The proposed location on Route 50 near the Talbot 

County Community Center will make the hospital more accessible to most residents of the Mid-Shore region. I am 

pleased with the location. 

The new facility will also improve UM Shore Regional Health’s ability to recruit and retain physicians in the region, 

which is an ongoing challenge and essential to the continued delivery of quality health care on the Eastern Shore. 

Design improvements in the proposed facility, such as private rooms and other modernizations, will improve the 

quality of health care and patient satisfaction and will resolve facility issues which cannot otherwise be addressed 

in a prudent way at the existing hospital.   

I support the regional vision for UM Shore Regional Health, which includes its commitment to UM Shore Medical 

Center at Chestertown for the maintenance of inpatient beds through at least 2022, along with a pledge to work 

with the State on a rural access hospital designation and resources.    

The proposed project demonstrates UM Shore Regional Health’s commitment to improving the quality of and 

access to health care for the citizens.  The University of Maryland Medical System and UM Shore Regional Health 

have excellent reputations for quality care and they are uniquely dedicated to this rural region. We applaud their 

intention to build a new hospital in Easton and we give our full support to their CON application and to their 

regional service delivery plan.  We request that the Maryland Health Care Commission approve UM Shore Regional 

Health’s CON application.  

Sincerely, 

 

Eric D. Milhollan, CHC 

Cc:  Ken Kozel, CEO, UM Shore Regional Health 

        219 S. Washington St., Easton, MD 21601 



 
 
 
 
 

EXHIBIT 29 
  



MARYLAND HEALTH CARE COMMISSION 

Certificate of Need 

TO: Jeffrey L Johnson, Vice President 
Shore Health System 
219 South Washington Street 
Easton, Maryland 21601 

RE: Capital Renovation and Expansion to 
Memorial Hospital at Easton 

PROJECT DESCRIPTION 

July 17, 2003 
(Date) 

03-20-2112 
(Docket Number) 

The Memorial Hospital at Easton {Memorial-Easton), located in Talbot County, is a 132-bed 
acute general hospital with a 33-bed comprehensive care facility. The hospital provides a complete 
range of inpatient and outpatient services, and has served residents of Talbot, Caroline, Dorchester, 
Queen Anne's and surrounding counties since 1907. Memorial-Easton applied for Certificate ofNeed 
approval from the Maryland Health Care Commission to renovate its TeJemetry Unit, relocate and 
expand its Emergency Department, reconfigure space for outpatient services, and upgrade its heating, 
ventilating, and air-~onditioning system and other elements of its infrastructure. No new services will 
be initiated as part of this project, and no additional beds will be required as a result of the expansion 
and renovation. The project's total capital cost is estimated at $33,430,000. The Health Services Cost 
Review Commission reviewed the project's capital expenditure and financial projections and found it 
financially feasible, even without a 2.5 percent rate increase, for which Memorial-Hospital intends to 
apply. 

This project will be completed in two primary phases overtwo years: Phase 1, the construction 
of the Telemetry Unit, is to begin in August 2003, and be comp1eted in August 2004; Phase 2 of the 
project, construction of a new Emergency Department and Outpatient Services space, will begin in 
January 2004, and be completed in 2005. 

ORDER 

The Commission has reviewed Staffs analysis, and, based on Staffs recommendati~n and the 
record in this matter, has awarded the project a Certificate of Need. 

Memorial-Easton must submit quarterly status reports to the Commission, beginning three 
months from the date of Certificate of Need approval, and cont1nuing through the completion of the 
project. In accordance with COMAR 10.24.01.12B, .12C(3), and .12C(4), the project is subject to the 
following perfonnance requirements: 

1. Obligation of not less than 51% of the certified capital expenditure as docwnented by 
binding construction contracts or equipment purchase orders no later than July 17, 2005, 
24 months after Certificate ofNeed approval. 



U.t:lt:r<: KHLt:r<: 

2. Initiation of construction within four (4) months of the effective date of the binding 
construction contract; 

3. Documentation from Memorial-Easton that the approved project has been completed, 
and has met all applicable legal requirements within 24 months of the required binding 
construction contract. 

Failure to meet these performance requirements wiB render incomplete stages of this Certificate 
ofNeed void and of no further effect, subject to the Commission's finding and the requirements for due 
process found in COMAR 10.24.01.12.F through I. 

If it is necessary to make any changes to the approved project before the flrst use of the 
expanded and renovated facility, the Memorial Hospital at Easton must notify the Commission, and 
must receive Commission approval of the proposed change, including the obligation of any funds 
above those approved by the Commission in this Certificate of Need, in accordance with COMAR 
10.24.01.17. 

The project's architect or engineer is required to contact the Plans Review and Approval office 
of the Department of Health and Mental Hygiene, to ascertain the speciflc infonnation concerning 
project drawings and speciflcations that the law requires to be submitted and approved prior to the 
initiation of construction. 

Since this project will be undertaken by an existing, operating health care facility, and none of its 
components require separate or additional licensure, the Commission requests notification of the 
completion at least 30 days before first use oftlle new or renovated space. 

Please acknowledge in writing within 30 days that you have received this Certificate ofNeed, 
and accept its tenns and conditions. 

BGM!at 
cc: Carol Benner 

Brian Dubey 
Robert Murray 

MARYLAND HEALTH CARE COMMISSION 

/ j ) 

Qrulxzl rz.. h~v:r.uJu. -= 
Barbara Gill McLean 
Executive Director 

TOTAL P.03 



TO: 

RE: 

MARYLAND HEALTH CARE COMMISSION 

Certificate of Need 

Jeffrey L. Johnson, Vice President 
Shore Health System 

.. The Memorial Hospital at Easton 
219 South Washington Street 
Easton, Maryland 21601 

Establishment of a Twenty-Bed Acute 
Inpatient Rehabilitation Unit at 
The Memorial Hospital at Easton 

PROJECT DESCRIPTION 

September 14, 2004 
(Date) 

03-20-2128 
(Docket No.) 

1he Memorial Hospital at Easton (''Memorial-Easton"), a 132-bed acute general hospital 
in Talbot County on Maryland's Eastern Shore, has sought Certificate of Need ("CON") 
approval to establish a twenty-bed acute inpatient rehabilitation unit, providing comprehensive 

. integrated inpatient rehabilitation ("CIIR")· services in what is now the Memorial-Easton 
subacute care unit, on the hospital's fifth floor . . The area int~nded . for .the proposed re~abilitation 
~t currently ho~ses . a ~killed nu:rsing unit with 33 comprehensive care facility beds~ Memorial­
Easton will seek authorization for temporary delicensure of these beds, and -understands that it 
must obtain Commission action through an exemption from CON review for the permanent 
closure of the comprehensive care service at the hospital, pursuant to Health-General Article § 
19-120(1)(2), Annotated Code of Maryland. 

In order to convert its use to inpatient rehabilitation, Memorial-Easton will undertake a 
major interior renovation of the Five-South Unit, originally constructed in 1966, that would 
affect a total of 14,300 square feet of current hospital space. This includes 7,200 square feet to 
hous~ the 20 inpatient rehabilitation beds (arrayed as 4 private and 8 semi-private patient rooms) 
and st~dard support space, to conform to the requirements of the 200 1· edition of the American 
Institute of Architects Guidelines for Design and Construction of Hospitals and Health Care 
Facilities, and of the Americans with Disabilities Act; 4,200 square feet for rehabilitation spaces 
(including a gym, space for dining and recreation, and a kitchen and bathroom facilities for 
therapies related to activities of daily living) and also offices for the rehabilitation staff; 1,700 
square feet for mechanical needs, utilities, stairs, elevators, and other structural details; and 1,200 
square feet of space for use by staff of Memorial-Easton's Maternal Health Unit, to replace space 
taken by the rehabilitation renovations. 

Memorial-Easton proposes to complete its construction-level architectural design for the 
rehabilitation unit within five months of CON approval, and to complete construction over 15 
months, in two phases. Memorial-Easton estimates that the total cost to convert the 33-bed 
hospital-based skilled nursing facility to a 20-bed rehabilitation unit will be $4,287,520. Of this 
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total, proposed current capital costs account for $3,785,000, $422,520 is budgeted as an inflation 
allowance and for capitalized construction interest, and $80,000 is allocated to financing costs 
and other cash requirements, including legal and auditing costs. The source of funds for the 
Memorial-Easton project will be $230,000 in cash, and $4,057,520 in authorized bonds, issued 
by the Maryland Health and Higher Education Facilities Authority, although a later 
communication from Memorial-Easton explained that the hospital may also investigate the 
possibility of self-funding the project, rather than seeking a bond issue from MHHEFA. 

ORDER 

The Maryland Health Care Commission has reviewed Staff's report and recommendation 
. on the Certificate of Need application submitted by The Memorial Hospital at Easton, and, based 
on this analysis and the record jn this review, approved it~ application for Certificate ofNeed on 
September 14, 2004. The Commission imposed no additional conditions on the approval. 

In accordance with COMAR 10.24.01.12C(3)(c), the project is subject to ~he following 
performance requirements: 

1. Obligation of not less than 51% of the approved capital expenditure, as 
documented by a binding construction contract, by March 14, 2006, 18 months 
after the September 14, 2004 Certificate ofNeed approval; 

2. Initiation of construction within four ( 4) months of. the effective date of the 
binding construction contract; 

3. Documentation from Memorial-Easton that it has completed the project; ·received 
a State license, if licensure is required, or has otherwise met all applicable legal 
requirements to begin operation; and has begun to provide the approved service, 
within 18 months of the effective date ofthe binding construction contract. 

Memorial-Easton must notify the Commission when the hospital executes the binding 
construction contract, because the deadlines for meeting the second and third performance 
requirements are set based on the compliance with Performance Requirement 1. 

Commission regulations at COMAR 10.24.01.13B require Memorial-Easton to submit 
quarterly status reports, beginning December 14, 2004, three months from the date of this 
Certificate of Need, and continuing through the completion of the project. 

Before making any changes to the facts in the Certificate of Need application approved 
by the Commission, Memorial-Easton must notify the Commission in writing and receive 
Commission approval of each proposed change, including the obligation of any funds above 
those approved by the Commission in this Certificate of Need, in accordance with COMAR 
10.24.01.17. 
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The project's architect or engineer is required to contact the Plans Review and Approval 
section of the Department of Health and Mental Hygiene, to ascertain the specific information 
concerning the project's drawings and specifications that the law requires to be submitted and 
approved prior to the initiation of construction. 

Please acknowledge in writing within thirty days that you have received this Certificate 
ofNeed, and that you accept its terms and conditions. · 

MARYLAND HEALTH CARE COMMISSION 

Barbara Gill McLean 
Executive Director 

cc: Carol Benner, Office of Health Care Quality 
Kathleen Foster, Health Officer, Talbot County 
Howard Jones, Office of Plans Review, DHMH 
Robert Murray, Executive Director, HSCRC 



MARYLAND HEALTH CARE COMMISSION 

Certificate of Conformance 

TO: Kenneth D. Kozel 
President and Chief Executive Officer 
University of Maryland Shore Medical Center at Easton 
219 S. Washington Street 
Easton, Maryland 21601 

RE: Emergency and Elective Percutaneous 
Coronary Intervention Services 

SERVICE DESCRIPTION 

April11, 2016 
(Date) 

CC-15-20-0001 
(Docket No.) 

This Certificate of Conformance authorizes the University of Maryland Shore Medical 
Center at Easton (UMSMC-E or Hospital) to establish both emergency (primary) and elective 
(non-primary) percutaneous coronary intervention (PCI) services. Emergency PCI includes PCI 
capable of relieving coronary vessel narrowing associated with ST-segment elevation myocardial 
infarction (STEMI) or STEMI equivalent, as defined by the Maryland Health Care Commission 
(MHCC) in CO MAR 10.24.17. Elective PCI is PCI provided to a patient who is not suffering from 
STEMI or STEMI equivalent, but whose condition is appropriately treated with PCI as provided 
in COMAR 10.24.17. 

The Hospital estimates that the capital expenditure related to the establishment of 
emergency and elective PCI services will be $2,568,600, primarily for fixed equipment and 
building expenses. 

ORDER 

MHCC reviewed Staffs Report and Recommendation and, based on that analysis and the 
record in the review, ordered, on March 17, 2016, that a Certificate of Conformance with required 
conditions be issued authorizing the establishment of elective and primary PCI services at 
UMSMC-E if, on or before April 11, 2016, UMSMC-E provided documentation satisfactory to 
Commission staff that: 

1. The Hospital has protocols for both routine and infrequent emergency situations, 
such as recurrent ischemia or infarction, failed angioplasty requiring emergency 
CABG surgery, and primary angioplasty system failure; and 

2. The Hospital has executed an agreement that provides for 30-minute response 
time regardless of the circumstances. 

The Hospital met the required conditions by providing satisfactory documentation on April 
11, 2016. Specifically, UMSMC-E submitted: (1) its protocol for addressing conditions such as 
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recurrent ischemia or infarction and failed angioplasty requiring emergency coronary artery bypass 
graft surgery; and (2) a copy of an amended agreement with Best Care Ambulance, effective April 
6, 2016, that provides for a 30-minute response time regardless of circumstances. 

CONDITIONS 

This Certificate of Conformance is issued with the following conditions: 

1. At least 90 days prior to first use approval, UMSMC-E shall provide the names 
of its medical director and interventionalists on staff and documentation that 
each interventionalist on staff has achieved an average annual case volume of 
50 or more PCI cases over the two-year period; 

2. UMSMC-E shall agree to comply with the requirements for a Certificate of 
Ongoing Performance outlined at COMAR 10.24.17.07C and D; 

3. UMSMC-E shall agree to voluntarily relinquish its authority to provide elective 
PCI or both emergency and elective PCI and close its program in a timely 
manner upon notice by the Executive Director of MHCC if it: (i) has failed to 
comply with standards for a Certificate of Ongoing Performance or a Certificate 
of Conformance; (ii) has been given an opportunity to address the deficiencies 
identified by the Commission through an approved plan of correction; and (iii) 
has failed to adequately correct the deficiencies. 

4. UMSMC-E shall apply for a Certificate of Ongoing Performance on or before 
June 30, 2020. 

ACKNOWLEDGEMENT OF RECEIPT OF CERTIFICATE OF CONFORMANCE 

Acknowledgement of your receipt of this Certificate of Conformance, stating acceptance 
of its terms and conditions, is required within thirty (30) days. 

"6_AND };;:fll CAKE COMMISSION 

Ben Steffen 
Executive Director 

cc: Manjula Paul, Health Officer, Talbot County 
Donna Kinzer, Executive Director, HSCRC 
Kevin Seaman, M.D., F.A.C.E.P., Executive Director, MIEMMS 
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