See a Social Security Number? Say Something!
Report Privacy Problems to https://public.resource.org/privacy
Or call the IRS Identity Theft Hotline at 1-800-908-4490



https://public.resource.org/privacy?2011_06_EO:23-7022588_990_201006.pdf
https://public.resource.org/privacy?2011_06_EO:23-7022588_990_201006.pdf

”

I

990 Return of Organization Exempt From Income Tax QUB o 18450047
Form

Under section 501(c), 527, or 4947(a)(1) of the Internal Revenue Code (except black lung 2009
Department of the Treasury benefit trust or private foundation) Open to Public
Internal Revenue Service P> The organization may have to use a copy of this return to satisfy state reporting requirements Inspection
A For the 2009 calendar year, or tax year beginning  JUL 1, 2009 andending JUN 30, 2010
B acggg cagle Prease |C N@mMe of organization D Employer identification number
use IRS
change’ | prmi o MOBILE MEDICAL CARE, INC.
hange | P | Doing Business As 23-7022588
Ry Spiec?ﬁc Number and street (or P.0. box if mail is not delivered to street address) | Room/sute | E Telephone number
T Vinsrue- 9309 OLD GEORGETOWN RD 301-493-2400
rnance?| 1ons | Gity or town, state or country, and ZIP + 4 G Gross receipts § 3,311,029.
fopea: BETHESDA, MD 20814 H(a) Is this a group retum
Pendnd I e Name and address of prncipal officer ALAN HOFFMAN for affiliates? [ Jves [XINo
9320 GREYROCK ROAD, SILVER SPRING, MD 20910 H) Areal affiiates mcluded® [ Ives [_INo
1 Tax-exempt status [ X1 501(c) ( 3 ) (nsertno) [_149a7@)or [ ]527 If "No," attach a list (see instructions)
J Website: pr WAW . MOBILEMEDICALCARE.ORG H(c) Group exemption number P
K_Form of organization: [ X Corporation [ ] Trust [ ] Association [ | Other > [ L Year of formation: 1 9 6 8] M State of legal domicile: MD
| Part 1| Summary
o | 1 Bnefly describe the organization’s mission or most significant activities. HEALTH CARE SERVICES FOR
g MEDICALLY INDIGENT AND OTHER SELECTED LOW-INCOME POPULATIONS.
g 2 Check this box P> |:| if the organization discontinued its operations or disposed of more than 25% of its net assets.
3 | 3 Number of voting members of the governing body (Part VI, line 1a) 3 20
g 4 Number of Independent voting members of the governing body (Part VI, ine 1b) 4 20
@ | 5 Total number of employees (Part V, line 2a) 5 55
£ | 6 Total number of volunteers (estmate if necessary) 6 178
;3 7a Total gross unrelated business revenue from Part VI, column (C), line 12 7a 0.
b _Net unrelated business taxable income from Form 990-T, ine 34 7b 0.
Prior Year Current Year
o | 8 Contnbutions and grants (Part Vill, ine 1h) 1,23 3 ,729. 1,339,066,
g 9 Program service revenue (Part VI, ine 2g) 2,028,633, 1,971,845.
2 | 10 (nvestment ncome (Part VIll, column (A), lines 3, 4, and 7d) 1,188. 118,
« 11 Other revenue (Part VIII, column (A), ines 5, 6d, 8¢, 9¢, 10c, and 11e)
12 Total revenue - add lines 8 through 11 (must equal Part VIli, column (A), ine 12) 3,263,550. 3,311,029.
13 Grants and similar amounts paid (Part 1X, column (A), lines 1-3}
14 Benefits paid to or for members (Part IX, column (A), ine 4)
@ | 156 Salanes, other compensation, employee benefits (Part IX, column (A), lines 5-10) 2,358,572, 2,475,528.
2 | 16a Professional fundraising fees (Part X, column (A), ine 11e)
é’- b Total fundraising expenses {Part IX, column (D), ine 25) P> 183 L 864.
W1 47 Other expenses (Part IX, column (A), lines 11a;11d, 11f-24f) 1,324,175, 1,186,129,
18 Total expenses Add lines 13-17 (must equal I'Dart X, c'%%n& 1 n ] 3,682,747. 3,661,657.
19 Revenue less expenses Subtract line 18 from ine-+2— w2 * — N <419,197.pb <350,628.>
ig F)I M (73 Beginning of Current Year End of Year
o, 52|20 Total assets (Part X, e 16 AY 19 2011 |O 2,494,365.] 2,264,512.
o Zo| 21 Totallabilties (Part X, line 26) ]M () 544,989. 665,764.
> 23| 22 Net assets or fund balances Subtract line 21 from lifie’20~N a1 _ 1 2 & 1,949,376.] 1,598,748.
% [Part Il | Signature Block [ AT
nq Under penalties of perjury, | declare that | have examined this return, including accomparnying m_gnd statements, and to the best of my knowledge and belief, it 1s true, comect,
LR

N

and complete Declaration of prepa.re,( ther than officer) Is based on all information of which preparer has any knowledge

san | 1 Ol | oy 13 Vo)

Here Signature of officer | Date ' 7

ALAN HOFFMAN, TREASURER
Type or print name and title

Preparer's ’ Date Chl?ck if Preparers dentiying number
' self- . on

:ald rer signature \3 "\M‘M S/C‘L a Pﬁ MA 12 20“ employed B ]

B U’;“Sn.,‘ Frmeram@ — GOLD, LEINS & ADOFF, LLP EN >

self-employed), 51 MONROE PLACE, SUITE 1900

N

.

address, and

zP + 4 ROCKVILLE, MD 20850 Phoneno. » 301-340-6300
May the IRS discuss this return with the preparer shown above? (see instructions) Yes D No
932001 02-04-10 LHA For Privacy Act and Paperwork Reduction Act Notice, see the separate instructions. Form 990 (2009)
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Form 990.(2009) MOBILE MEDICAL CARE, INC. 23-7022588 Page2

| Part Ill | Statement of Program Service Accomplishments

1 Brefly descnbe the organization's missionr  SEE SCHEDULE O FOR CONTINUATION
MOBILE MEDICAL CARE, INC, BELIEVES THAT FREE OR LOW-COST MEDICAL CARE

CAN AND SHOULD BE DELIVERED IN A RESPECTFUL, COMPETENT, AND

COMPASSIONATE MANNEER TO THOSE IN NEED. TO THAT END, WE MAKE EVERY

EFFORT TO ENSURE CONSUMER-FRIENDLY AND RESPONSIVE DELIVERY SYSTEMS

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

the prnior Form 990 or 990-EZ? DYes [Xl No
If "Yes," descnbe these new services on Schedule O.
3 D the organization cease conducting, or make significant changes in how it conducts, any program services? I__—lYes @ No

If "Yes," descrbe these changes on Schedule O.

4  Descnbe the exempt purpose achievements for each of the organization’s three largest program services by expenses
Section 501(c)(3) and 501(c)(4) organizations and section 4947(a)(1) trusts are required to report the amount of grants and
allocations to others, the total expenses, and revenue, If any, for each program service reported.

4a (Code: )(Expenses$ 2,299,459 . including grants of $ )(Revenue$ 1,263,033.)
MEDICAL CLINICS, SUPPLIES, EQUIPMENT, AND RELATED COSTS TO MEDICAL CARE

FOR THE NEEDY AND POOR. NUMBER OF CLIENTS SERVED: 6,047 PATIENTS SEEN

FOR 15,037 ENCOUNTERS.

4b (Code’ ) (Expenses $ 141, 099. including grants of $ ) (Revenue $ 273,814.)
HOMELESS IS A PROGRAM OPERATED TO PROVIDE CARE TO UNDERPRIVILIGED

MEMBERS OF THE HOMELESS COMMUNITY AT LARGE. NUMBER OF CLIENTS SERVED:

690 PATIENTS SEEN FOR 1,902 ENCOUNTERS.

4c (Code: ) (Expenses $ 174,105. including grants of $ )(Revenue $ 169,791.)
HEAD START IS A PROGRAM VIA A CONTRACT WITH MONTGOMERY COUNTY WHICH IS

OPERATED TQ PROVIDE CARE TO CHILDREN WITHIN MONTGOMERY COUNTY PUBLIC

SCHOOLS. NUMBER OF CLIENTS SERVED INCLUDE 1,800 CHILDREN AND THEIR

FAMILIES.

4d Other program services (Descnbe in Schedule O.)

(Expenses $ 710,586 . including grants of $ ) (Revenue $ 382,060.)
4e _Total program service expenses P> $ 3,325,249,

Form 990 (2009)

932002
02-04-10




Form 990.{2009) MOBILE MEDICAL CARE, INC. 23-7022588 Page3
[Ert IV [ Checklist of Required Schedules

Yes | No
1 Is the organization descnbed in section 501(c)(3) or 4947(a)(1) (other than a private foundation)?
If ®Yes," complete Schedule A 1 | X
2 Is the organization required to complete Schedule B, Schedule of Contrnibutors? 2 X
3 Did the organization engage In direct or indirect political campaign activities on behalf of or in opposition to candidates for
public office? If "Yes," complete Schedule C, Part | 3 X
4 Section 501(c)(3) organizations. Did the organization engage in lobbying activities? /f "Yes," complete Schedule C, Part Il 4 X
5§ Section 501(c)(4), 501(c)(5), and 501(c)(6) organizations. Is the organization subject to the section 6033(e) notice and
reporting requirement and proxy tax? If "Yes," complete Schedule C, Part I 5
6 Did the organization maintain any donor advised funds or any similar funds or accounts where donors have the right to
provide advice on the distnbution or investment of amounts in such funds or accounts? If "Yes," complete Schedule D, Part | 6 X
7 Did the organization receive or hold a conservation easement, including easements to preserve open space,
the environment, historic land areas, or histonc structures? /f *Yes," complete Schedule D, Part il 7 X
8 Dud the organization maintain collections of works of art, historical treasures, or other similar assets? /f "Yes, " complete
Schedule D, Part Il 8 X
9 Did the organization report an amount in Part X, line 21, serve as a custodian for amounts not listed in Part X, or provide
credit counseling, debt management, credit repair, or debt negotiation services? If "Yes," complete Schedule D, Part IV 9 X
10 Did the organization, directly or through a related organization, hold assets in term, permanent, or quast-endowments?
If "Yes," complete Schedule D, Part V 10 X
11 Is the organization's answer to any of the following questions "Yes"? If so, complete Schedule D, Parts Vi, ViI, Vili, IX, or X
as apphcable 1 | X
® Did the organization report an amount for land, buildings, and equipment in Part X, line 10? If "Yes," complete Schedule D,
Part VI.
® Did the organization report an amount for investments - other secunties in Part X, ine 12 that 1s 5% or more of its total
assets reported in Part X, line 167 If "Yes," complete Schedule D, Part VII.
¢ Did the organization report an amount for investments - program related in Part X, line 13 that 1s 5% or more of its total
assets reported in Part X, line 167 If "Yes," complete Schedule D, Part Vill.
¢ Did the organization report an amount for other assets in Part X, hne 15 that 1s 5% or more of its total assets reported in
Part X, ine 167 If "Yes," complete Schedule D, Part IX.
& Did the organization report an amount for other liabilities in Part X, ine 257 If "Yes," complete Schedule D, Part X
& Did the organization's separate or consolidated financial statements for the tax year include a footnote that addresses
the organization’s liability for uncertain tax posttions under FIN 487 If "Yes," complete Schedule D, Part X.
12 Did the organization obtain separate, Independent audited financial statements for the tax year? If "Yes," complete
Schedule D, Parts XI, XII, and XilI. 12 | X
12A Was the organization included in consolidated, independent audited financial statements for the tax year? Yes | No
If “Yes," completing Schedule D, Parts Xi, Xll, and Xlil is optional I 12A X
13 s the organization a school described in section 170(b)(1){(A)(1)? If "Yes," complete Schedule E 13 X
14a Did the organization maintain an office, employees, or agents outside of the United States? 14a X
b Did the organization have aggregate revenues or expenses of more than $10,000 from grantmaking, fundraising, business,
and program service activities outside the United States? If "Yes," complete Schedule F, Part | 14b X
15 Did the organization report on Part IX, column (A), ine 3, more than $5,000 of grants or assistance to any organization
or entity located outside the United States? /f "Yes," complete Schedule F, Part I 15 X
16 Did the organization report on Part IX, column (A), line 3, more than $5,000 of aggregate grants or assistance to individuals
located outside the United States? If "Yes, " complete Schedule F, Part lli 16 X
17 Did the organization report a total of more than $15,000 of expenses for professional fundraising services on Part IX,
column (A), ines 6 and 11e? If “Yes," complete Schedule G, Part | 17 X
18 Did the organization report more than $15,000 total of fundraising event gross income and contnbutions on Part VIIl, ines
1c and 8a? If "Yes," complete Schedule G, Part Il 18 X
19 Did the organization report more than $15,000 of gross income from gaming activities on Part Viil, line 9a? /f “Yes,”
complete Schedule G, Part Il 19 X
20 Did the organization operate one or more hospitals? If “Yes," complete Schedule H 20 | X
Form 990 (2009)
932003
02-04-10




Form 990.(2009) MOBILE MEDICAL CARE, INC. 23-7022588 Page4
[Part IV [ Checkiist of Required Schedules (contnued)
Yes | No
21 Dud the organization report more than $5,000 of grants and other assistance to governments and organizations i the
United States on Part {X, column (A), ine 172 /f "Yes," complete Schedule I, Parts | and Il 21 X
Did the organization report more than $5,000 of grants and other assistance to individuals in the United States on Part IX,
column (A), line 27 If "Yes, " complete Schedule I, Parts | and Ill 22 X
Did the organization answer "Yes" to Part VI, Section A, line 3, 4, or 5 about compensation of the organization's current
and former officers, directors, trustees, key employees, and highest compensated employees? If "Yes," complete
Schedule J 23 X
24a Did the organization have a tax-exempt bond 1ssue with an outstanding principal amount of more than $100,000 as of the
last day of the year, that was i1ssued after December 31, 20027 If "Yes, " answer lines 24b through 24d and complete
Schedule K. If "No*, go to line 25 24a X
b Did the organization invest any proceeds of tax-exempt bonds beyond a temporary period exception? 24b
¢ Did the organization maintain an escrow account other than a refunding escrow at any time dunng the year to defease
any tax-exempt bonds? 24c
d Did the organization act as an "on behalf of" 1ssuer for bonds outstanding at any time during the year? 24d
25a Section 501(c)(3) and 501(c)(4) organizations. Did the organization engage In an excess benefit transaction with a
disqualfied person dunng the year? /f "Yes," complete Schedule L, Part | 253 X
b Is the organization aware that it engaged in an excess benefit transaction with a disqualified person 1n a prior year, and
that the transaction has not been reported on any of the organization’s prior Forms 990 or 990-EZ? /f "Yes, " complete
Schedule L, Part | 25b X
26 Was aloan to or by a current or former officer, director, trustes, key employee, highly compensated employee, or disqualified
person outstanding as of the end of the organization’s tax year? /f "Yes," complete Schedule L, Part Il 26 X
27 Did the organization provide a grant or other assistance to an officer, director, trustee, key employee, substantial
contnbutor, or a grant selection committee member, or to a person related to such an individual? If "Yes, " complete
Schedule L, Part I 27 X
28 Was the organization a party to a business transaction with one of the following parties, (see Schedule L, Part IV
instructions for applicable fiing thresholds, conditions, and exceptions)
a A current or former officer, director, trustee, or key employee? /f "Yes," complete Schedule L, Part IV 28a X
b A family member of a current or former officer, director, trustee, or key employee? If "Yes," complete Schedule L, Part IV 28b X
¢ An entity of which a current or former officer, director, trustee, or key employee of the organization (or a family member) was
an officer, director, trustee, or direct or indirect owner? If "Yes," complete Schedule L, Part IV 28¢c X
29 Did the organization receive more than $25,000 1in non-cash contributions? If "Yes, * complete Schedule M 29 | X
30 Did the organization receive contributions of art, historical treasures, or other similar assets, or qualified conservation
contnbutions? /f "Yes," complete Schedule M 30 X
31 D the organization iquidate, terminate, or dissolve and cease operations?
If "Yes," complete Schedule N, Part | 31 X
32 Did the organization sell, exchange, dispose of, or transfer more than 25% of its net assets?/f "Yes," complete
Schedule N, Part Il 32 X
Did the organization own 100% of an entity disregarded as separate from the organization under Regulations
sections 301.7701-2 and 301 7701-3? If "Yes, " complete Schedule R, Part | X
Was the organization related to any tax-exempt or taxable entity?
If "Yes," complete Schedule R, Parts II, lll, IV, and V, Iine 1 X
Is any related organization a controlled entity within the meaning of section 512(b){13)?
If “Yes," complete Schedule R, Part V, line 2 X
36 Section 501(c)(3) organizations. Did the organization make any transfers to an exempt non-charitable related organization?
If "Yes,® complete Schedule R, Part V, line 2 36 X
37 Did the organization conduct more than 5% of its activities through an entity that i1s not a related organization
and that is treated as a partnership for federal Incoms tax purposes? If "Yes," complete Schedule R, Part VI 37 X
38 Did the organization complete Schedule O and provide explanations in Schedule O for Part VI, lines 11 and 197
Note. All Form 990 filers are required to complete Schedule O 38 | X
Form 990 (2009)
932004
02-04-10
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Form 990.(2009) MOBILE MEDICAL CARE, INC. 23-7022588 Page5
| Part V| Statements Regarding Other IRS Filings and Tax Compliance

Yes | No
1a Enter the number reported in Box 3 of Form 1096, Annual Summary and Transmittal of
U S Information Returns Enter -0- if not applicable 1a 5
b Enter the number of Forms W-2G included in ine 1a. Enter -0- if not applicable 1b 0
¢ Did the organization comply with backup withholding rules for reportable payments to vendors and reportable gaming
(gambling) winnings to prize winners? 1c | X
2a Enter the number of employees reported on Form W-3, Transmittal of Wage and Tax Statements,
filed for the calendar year ending with or within the year covered by this return 2a 55
b If at least one is reported on line 2a, did the organization file all required federal employment tax returns? 2 | X
Note. If the sum of ines 1a and 2a s greater than 250, you may be required to e-file this return. (see instructions)
3a Did the organization have unrelated business gross income of $1,000 or more during the year covered by this return? 3a X
b If "Yes," has it filed a Form 990-T for this year? If "No," provide an explanation in Schedule O 3b
4a At any time during the calendar year, did the organization have an interest in, or a signature or other authority over, a
financial account in a foreign country (such as a bank account, secunties account, or other financial account)? 4a X
b If "Yes," enter the name of the foreign country- P>
See the instructions for exceptions and filing requirements for Form TD F 90-22.1, Report of Foreign Bank and
Financial Accounts.
5a Was the organization a party to a prohibited tax shelter transaction at any time during the tax year? 5a X
b Did any taxable party notify the organization that it was or is a party to a prohibited tax shelter transaction? 5b X
¢ If"Yes," to ine 5a or 5b, did the organization file Form 8886-T, Disclosure by Tax-Exempt Entity Regarding Prohibited
Tax Shelter Transaction? 5¢c
6a Does the organization have annual gross receipts that are normally greater than $100,000, and did the organization soficit
any contributions that were not tax deductible? 6a X
b If “Yes," did the organization include with every solicitation an express statement that such contributions or gifts
were not tax deductible? 6b
7 Organizations that may receive deductible contributions under section 170(c).
a Did the organization receive a payment in excess of $75 made partly as a contribution and partly for goods and services
provided to the payor? 7a X
b If "Yes," did the organization notify the donor of the value of the goods or services provided? 7b
¢ Did the organization sell, exchange, or otherwise dispose of tangible personal property for which it was required
to file Form 82827 7c X
d If "Yes," indicate the number of Forms 8282 filed during the year I 7d |
e Did the organization, dunng the year, receive any funds, directly or indirectly, to pay premiums on a personal
benefit contract? Te X
f Did the organization, during the year, pay premiums, drectly or indirectly, on a personal benefit contract? 7f X
g For all contnbutions of qualified intellectual property, did the organization file Form 8899 as required? 7
h For contnbutions of cars, boats, arrplanes, and other vehicles, did the organization file a Form 1098-C as required? 7h
8 Sponsoring organizations maintaining donor advised funds and section 509(a)(3) supporting organizations. Did the
supporting organization, or a donor advised fund maintained by a sponsonng organization, have excess business holdings
at any time during the year? 8
9 Sponsoring organizations maintaining donor advised funds.
a Did the organization make any taxable distnbutions under section 49667 9a
b Did the organization make a distribution to a donor, donor advisor, or related person? 9b
10 Section 501(c)(7) organizations. Enter
a Intiation fees and capital contnbutions included on Part Vill, ine 12 10a
b Gross receipts, included on Form 990, Part VIlI, ine 12, for public use of club facilities 10b
11 Section 501(c)(12) organizations. Enter
a Gross income from members or shareholders 11a
b Gross income from other sources (Do not net amounts due or paid to other sources against
amounts due or received from them.) 11b
12a Section 4947(a)(1) non-exempt charitable trusts. Is the organization filing Form 990 in lieu of Form 10417 12a
b If "Yes," enter the amount of tax-exempt interest received or accrued dunng the year [ 12b
Form 990 (2009)
932008
02-04-10
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Form 990.(2009) MOBILE MEDICAIL CARE, INC. 23-7022588 Page6
|_Ffart Vi l Governance, Management, and Disclosure Foreach “Yes" response to lines 2 through 7b befow, and for a "No" response
to line 8a, 8b, or 10b below, descnbe the circumstances, processes, or changes in Schedule O See mnstructions

Section A. Governing Body and Management

Yes | No
1a Enter the number of voting members of the governing body 1a 20
b Enter the number of voting members that are independent b 20
2 D any officer, director, trustee, or key employee have a family relationship or a business relationship with any other
officer, director, trustee, or key employee? . 2 X
3 Did the organization delegate control over management duties customarly performed by or under the direct supervision
of officers, directors or trustees, or key employees to a management company or other person? 3 X
4 Did the organization make any significant changes to its organizational documents since the prior Form 990 was filed? 4 X
§ Did the organization become aware during the year of a material diversion of the organization’s assets? 5 X
6 Does the organization have members or stockholders? 6 X
7a Does the organization have members, stockholders, or other persons who may elect one or more members of the
governing body? 7a X
b Are any decisions of the governing body subject to approval by members, stockholders, or other persons? 7b X
8 Did the organization contemporaneously document the meetings held or wnitten actions undertaken dunng the year
by the following:
a The governing body? 8a | X
b Each committee with authonty to act on behalf of the governing body? 8 | X
9 Is there any officer, director, trustee, or key employee listed in Part VII, Section A, who cannot be reached at the
organization's mailing address? If "Yes," provide the names and addresses in Schedule O 9 X
Section B. Policies (1hs Section B requests information about policies not required by the Intemal Revenue Code )
Yes | No
10a Does the organization have local chapters, branches, or affiliates? 10a X
i b If “Yes,” does the organization have written policies and procedures governing the activities of such chapters, affiiates,
and branches to ensure their operations are consistent with those of the organization? 10b
11 Has the organization provided a copy of this Form 990 to all members of its governing body before filing the form? 1 X
11A Descnbe in Schedule O the process, If any, used by the organization to review this Form 990
12a Does the organization have a written conflict of interest policy? If "No," go to line 13 12a| X
b Are officers, directors or trustees, and key employees required to disclose annually interests that could give rnse
to conflicts? 120 | X
¢ Does the organization regularly and consistently monitor and enforce compliance with the policy? If “Yes," descnbe
in Schedule O how this is done 12c| X
: 13 Does the organization have a wntten whistleblower policy? 13 X
] 14 Does the organization have a wntten document retention and destruction policy? 14 X
! 15 Did the process for determining compensation of the following persons include a review and approval by independent
persons, comparability data, and contemporaneous substantiation of the deliberation and decision?
a The organization's CEO, Executive Director, or top management official 15a | X
b Other officers or key employees of the organization 15b [ X
If "Yes" to ine 15a or 15b, describe the process in Schedule O (See instructions )
16a Did the organization invest In, contribute assets to, or participate in a joint venture or similar arrangement with a
taxable entity dunng the year? 16a X
b If "Yes,” has the organization adopted a wntten policy or procedure requinng the orgamization to evaluate its participation
i in joint venture arrangements under applicable federal tax law, and taken steps to safeguard the organization's
exempt status with respect to such arrangements? 16b

Section C. Disclosure
17  Lst the states with which a copy of this Form 990 1s required to be filed »MD
18 Section 6104 requires an organization to make its Forms 1023 (or 1024 if applicable), 990, and 990-T (501(c)(3)s only) available for
public inspection Indicate how you make these available. Check all that apply
[___l Own website D Another’'s website [E Upon request
19 Descnbe in Schedule O whether (and if so, how), the organization makes its governing documents, conflict of interest policy, and financial
statements available to the public.
20 State the name, physical address, and telephone number of the person who possesses the books and records of the orgamzation P>
THE ORGANIZATION - 301-493-2400
9309 OLD GEORGETOWN RD, BETHESDA, MD 20814

Form 990 (2009)

932006
02-04-10




Form 990.(2009) MOBILE MEDICAL CARE, INC. 23-7022588 Page?
|fart VIl| Compensation of Officers, Directors, Trustees, Key Employees, Highest Compensated
Employees, and Independent Contractors

Section A. Officers, Directors, Trustees, Key Employees, and Highest Compensated Employees
1a Complete this table for all persons required to be listed Report compensation for the calendar year ending with or within the organization’s tax
year. Use Schedule J-2 if additional space 1s needed

® | st all of the organization's current officers, directors, trustees (whether individuals or organizations), regardless of amount of compensation.
Enter -0- in columns (D), (E), and (F) if no compensation was paid

® List all of the organization's current key employees See instructions for definition of "key employee "

® |ist the organization's five current highest compensated employees (other than an officer, director, trustee, or key employee) who received reportable
compensation (Box 5 of Form W-2 and/or Box 7 of Form 1099-MISC) of more than $100,000 from the organization and any refated organizations.

® List all of the organization’s former officers, key employees, and highest compensated employees who received more than $100,000 of
reportable compensation from the organization and any related organizations

® List all of the organization's former directors or trustees that receved, in the capacity as a former director or trustee of the organization,
more than $10,000 of reportable compensation from the organization and any related organizations

List persons in the following order individual trustees or directors, institutional trustees; officers, key employees; highest compensated employees,
and former such persons.

D Check this box if the organization did not compensate any current officer, director, or trustee.

(A) (8) (C) (D) (E) (F)
Name and Title Average Position Reportable Reportable Estimated
hours (check all that apply) compensation compensation amount of
per = from from related other
week g - the organizations compensation
5| s 5 organization (W-2/1099-MISC) from the
é’ é g Z.' (W-2/1099-MISC) organization
5 § . § E .;; . and related
:E E g :? ég E organizations
CHARLOTTE A, JENKINS
PRESIDENT 8.00 X 0. 0. 0.
RHODA ABRAMS
SECRETARY 5.00 X 0. 0. 0.
ALAN HOFFMAN
TREASURER 5.00 X 0. 0. 0.
ROBERT SPECTOR
EXECUTIVE DIRECTOR 40.00 X 103,525. 0.] 22,357.
LINDA M. PLUMMER
MEMBER AT LARGE 2.00 X 0. 0. 0.
SHELDON GROSBERG
IMMEDIATE PAST PRESIDENT 2.00|X 0. 0. 0.
HON. DAVID DAVIDSON
PARLIAMENTARIAN 2.00|X 0. 0. 0.
SIMON ATLAS
BOARD MEMBER 2.00 X 0. 0. 0.
DANA BEYER
BOARD MEMBER 2.001X 0. 0. 0.
HELEN E, BLUMEN, MD |
BOARD MEMBER 2.001X 0. 0. 0. |
CATHERINE CLELAND |
BOARD MEMBER 2.00]X 0. 0. 0.
EDWARD COOPER
BOARD MEMBER 2.00(X 0. 0. 0.
LOLA JEAN CROSS
BOARD MEMBER 2.001X 0. 0. 0.
SHARON KAY DOOLEY
BOARD MEMBER 2.00|X 0. 0. 0. |
ANTHONY L, HILL
BOARD MEMBER 2.00|X 0. 0. 0.
MARION HAYES HULL, PHD
BOARD MEMBER 2.001X 0. 0. 0.
CONNIE LEIRMAN, CRNP
BOARD MEMBER 2.00 X 0. 0. 0.
932007 02-04-10 Form 990 (2009)




Form 99042009) MOBILE MEDICAL CARE, INC. 23-7022588 Page8
Part Vm Section A. Officers, Directors, Trustees, Key Employees, and Highest Compensated Employees (continued)
(A) (8) (©) (D) (E) {F)
Name and trtle Average Position Reportable Reportable Estimated
hours (check all that apply) compensation compensation amount of
per 5 from from related other
week g - the organizations compensation
5| s 5 organization (W-2/1099-MISC) from the
% § s g.* (W-2/1099-MISC) organization
E % _ § g 9:; s and related
§ E g ;’? E’? g organizations
THELMA MEYER, MSW
BOARD MEMBER 2.001|X 0. 0. 0.
ANITA SOLOMON, PHD
BOARD MEMBER 2.00|X 0. 0. 0.
LAURA M, ST. MARTIN MD
BOARD MEMBER 2.00|X 0. 0. 0.
BENJAMIN H, WU
BOARD MEMBER 2.00(X 0. 0. 0.
1b_Total > 103,525, 0. 22,357.
Total number of individuals (including but not hmited to those listed above) who received more than $100,000 in reportable
compensation from the organization p» 1
Yes | No
3 D the organization hist any former officer, director or trustee, key employee, or highest compensated employee on
line 1a? If "Yes," complete Schedule J for such individual 3 X
4 For any individual listed on line 1a, I1s the sum of reportable compensation and other compensation from the organization
and related organizations greater than $150,000? If "Yes, " complete Schedule J for such indwvidual 4 X
5 Did any person hsted on line 1a receive or accrue compensation from any unrelated organization for services rendered to
the organization? If "Yes, " complete Schedule J for such person 5 X
Section B. Independent Contractors
1 Complete this table for your five highest compensated independent contractors that received more than $100,000 of compensation from
the organization NONE
(A) (B) (C)
Name and business address Description of services Compensation
2 Total number of Independent contractors (including but not imited to those listed above) who received more than
$100,000 in compensation from the organization p 0
Form 990 (2009)

932008 02-04-10




Form 990.(2009)

MOBILE MEDICAL CARE,

INC.

23-7022588

Page 9

[Part VIl | Statement of Revenue

(A)

Total revenue

(B)
Related or
exempt function
revenue

(C)
Unrelated
business

revenue

(D)
Revenue
excluded from
tax under
sections 512,
513, or 514

Contributions, gifts, grants
and other similar amounts

-~ 0 Q0 0 T o

> @

Federated campaigns 1a

Membership dues ib

Fundraising events 1c

Related organizations 1d

Government grants (contributions) 1e

All other contributions, gifts, grants, and
simifar amounts not included above 1f

1,339,066.

Noncash contributions included In lines 1a-1f §

457,402.

Total. Add hines 1a-1f

>

1,339,066.

Progl_:am Service
evenue

o - 0 a 0 T o

CLINICS/VANS

Business Code

621400

1,146,180.

1,146,180,

UPCOUNTY CLINIC

621400

382,060.

382,060.

HOMELESS

621400

273,814.

273,814.

HEAD START

621400

169,791.

169,791.

All other program service revenue
Total. Add lines 2a-2f

1,971,845.

Other Revenue

Investment income (including dividends, interest, and

other similar amounts)

income from investment of tax-exempt bond proceeds

Royalties

| 4
>
>

>

118.

118.

(i) Real

(n) Personal

Gross Rents

Less rental expenses

Rental income or (loss)

Net rental income or (loss)

»

Gross amount from sales of (1) Securities

(1) Other

assets other than inventory

Less' cost or other basis
and sales expenses

Gain or (loss)

Net gain or (loss)

Gross income from fundraising events (not
including $ of
contributions reported on line 1¢). See
Part IV, line 18

Less. direct expenses

Net income or (loss) from fundraising events
Gross income from gaming activities. See
Part IV, line 19

Less' direct expenses

Net income or (loss) from gaming activities
Gross sales of inventory, less returns

and allowances

Less. cost of goods sold

Net income or (loss) from sales of invento

a
b

>

Miscellangous Revenue

Business Code

o a0 T o

All other revenue X
Total. Add lines 11a-11d
Total revenue. Seg instructions.

\ A4

3,311,029.

1,971,845.

118.

12
932009
02-04-10

9
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Form 990-(2009) MOBILE MEDICAL CARE,
{ Part IX | Statement of Functional Expenses

Section 501(c)(3) and 501(c)(4) organizations must complete all columns.
All other organizations must complete column (A) but are not required to complete columns (B), (C), and (D).

INC. 23-7022588 Page 10

Do not include am i (A) (B) (C) D)
To .o g 100 ot Pare | Towlotemses | Progamice | Mamgemena | uasng
1 Grants and other assistance to governments and
organizations in the U.S. See Part IV, line 21
2 Grants and other assistance to individuals in
the U.S. See Part IV, line 22
3 Grants and other assistance to governments,
organizations, and indwviduals outside the U.S
See Part IV, lines 15 and 16
4 Benefits paid to or for members
5 Compensation of current officers, directors,
trustees, and key employees 103,528. 62,559. 20,265. 20,704.
6 Compensation not included above, to disqualified
persons (as defined under section 4958(f)(1)) and
persons described in section 4958(c)(3)(B)
7  Other salaries and wages 1,887,250.] 1,702,705. 99,466. 85,079.
8 Pension plan contributions (include section 401(k)
and section 403(b) employer contributions) 41,503. 36,802. 2,496. 2,205.
9 Other employee benefits 284,302, 252,097. 17,099. 15,106.
10 Payroll taxes 158,945. 140,939. 9,560. 8,446.
11 Fees for services (non-employees)’

a Management

b Legal

¢ Accounting 15,200. 12,552, 1,934. 714.

d Lobbying

e Professional fundraising services. See Part IV, line 17

f Investment management fees

g Other 98,526. 79,565. 14,515, 4,446.
12 Advertising and promotion 750. 675. 75.

13 Office expenses 42,261. 25,936. 4,648. 11,677.
14 Information technology
15 Royalties
16 Occupancy 120,375. 105,702, 3,418. 11,255,
17 Travel 30,484. 22,040. 8,428. 16.
18 Payments of travel or entertainment expenses

for any federal, state, or local public officials
19 Conferences, conventions, and meetings 1,824. 130. 1,652. 42.
20 Interest 11,594. 5,324. 5,970. 300.
21 Payments to affilates
22 Depreciation, depletion, and amortization 128,140. 91,842. 34,497, 1,801.
23 Insurance 51,628. 47,667, 3,961.
24  Other expenses. ltemize expenses not covered

above. (Expenses grouped together and labeled

miscelianeous may not exceed 5% of total

expenses shown on line 25 below.)

a DONATED MEDICAL SUPPLIE 454,215. 454,215.

b MEDICINE & SUPPLIES 61,302. 61,286. 0. 16.

¢ MAINTENANCE AND REPATRS 43,898, 38,340. 5,135, 423.

d TELEPHONE AND INTERNET 42,769. 31,671, 10,209. 889.

e PROGRAM EXPENSE-CASA 30,000. 30,000.

f Al other expenses 53,163. 123,202. <90,784. 20,745.
25  Total functional expenses Add lines 1 through 24f 3,661,657.] 3,325,249, 152,544. 183,864.
26  Joint costs. Check here P> l:] if following

SOP 98-2. Complete this ling only if the organization
reported 1n column (B) joint costs from a combined
educational campaign and fundraising solicitation
832010 02-04-10 Form 990 (2009)
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Form 990.(2009) MOBILE MEDICAL CARE, INC. 23-7022588 Page 11
(Part X [ Balance Sheet
(A) (B)
Beginning of year End of year
1 Cash- non-interest-bearing 316,351.] 1 223,7117.
2 Sawvings and temporary cash investments 2
3 Pledges and grants recevable, net 694,250, 3 605,192.
4 Accounts recevable, net 189,316.| 4 261,680.
5 Receivables from current and former officers, directors, trustees, key
employees, and highest compensated employees Complete Part I
of Schedule L 5
6 Recewvables from other disqualified persons (as defined under section
4958(f)(1)) and persons descnbed in section 4958(c)(3)(B) Complete
Part Il of Schedule L 6
] 7 Notes and loans receivable, net 7
ﬁ 8 Inventones for sale or use 8
< | 9 Prepad expenses and deferred charges 50,955. 9 21,531.
10a Land, buildings, and equipment- cost or other
basis. Complete Part VI of Schedule D 10a 1,989,082.
b Less. accumulated depreciation 10b 836,690. 1,243,493.]10¢ 1,152,392,
11 Investments - publicly traded securnties 11
12 Investments - other secunties. See Part IV, ine 11 12
13 Investments - program-related. See Part [V, line 11 13
14 Intangible assets 14
15 Other assets. See Part IV, line 11 15
___ 116 Total assets. Add lines 1 through 15 {must equal ine 34) 2,494,365, 16 2,264,512,
17 Accounts payable and accrued expenses 259,764.| 17 227,764.
18 Grants payable 18
19 Deferred revenue 19
20 Tax-exempt bond habilities 20
9 |21 Escrowor custodial account liabiity Complete Part IV of Schedule D 21
£ | 22 Payables to current and former officers, directors, trustees, key employees,
E highest compensated employees, and disqualified persons. Complete Part ||
- of Schedule L 22
23 Secured mortgages and notes payable to unrelated third parties 23
24 Unsecured notes and loans payable to unrelated third parties 24
25 Other llabilities. Complete Part X of Schedule D 285,225.] 25 438,000.
___1 26 _ Total liabilities. Add lines 17 through 25 544,989.) 2 665,764,
Organizations that follow SFAS 117, check here P> El and complete
8 lines 27 through 29, and lines 33 and 34.
g 27 Unrestncted net assets 1,248,272.] 27 926,056.
T |28 Temporanly restricted net assets 701,104.| 28 672,692,
T 29 Permanently restncted net assets 29
T Organizations that do not follow SFAS 117, check here P> [ and
] complete lines 30 through 34.
% 30 Caprntal stock or trust principal, or current funds 30
ﬁ 31 Paid-in or capital surplus, or land, building, or equipment fund 31
4% | 32 Retamned eamings, endowment, accumulated income, or other funds 32
Z [ a3 Total net assets or fund balances 1,949,376.] 33 1,598,748.
34 Total liabiliies and net assets/fund balances 2,494,365, 34 2,264,512,
Form 990 (2009)

932011 02-04-10
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Form 990-(2009) MOBILE MEDICAL CARE, INC.

23-7022588 Page12

| Part Xl | Financial Statements and Reporting

2a

3a

Accounting method used to prepare the Form 990 D Cash @ Accrual [:] Other

Yes

No

If the organization changed its method of accounting from a pnor year or checked "Other," explain in Schedule O

Were the organization's financial statements compiled or reviewed by an independent accountant?

Were the organization's financial statements audited by an independent accountant?

If "Yes" to line 2a or 2b, does the organization have a committee that assumes responsibility for oversight of the audit,
review, or compilation of its financial statements and selection of an independent accountant?

If the organization changed either its oversight process or selection process during the tax year, explain in Schedule O.
If "Yes" to line 2a or 2b, check a box below to indicate whether the financial statements for the year were 1ssued on a
consolidated basis, separate basis, or both

Dﬂ Separate basis D Consolidated basis l____l Both consolidated and separate basis
As a result of a federal award, was the organization required to undergo an audit or audits as set forth in the Single Audit
Act and OMB Circular A-1337?

If “Yes," did the organization undergo the required audit or audits? If the organization did not undergo the required audit
or audits, explain why in Schedule O and descnbe any steps taken to undergo such audits.

2a

2b

2c

3a

3b

932012 02-04-10
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SCHEDULE A
(Form 990 or 990-EZ)

Department of the Treasury
Internal Revenue Service

OMB No 1545-0047

2009

Open to Public

Public Charity Status and Public Support

Complete if the organization is a section 501(c)({3) organization or a section
4947(a)(1) nonexempt charitable trust.

P> Attach to Form 990 or Form 990-EZ. P> See separate instructions. Inspection
Name of the organization Employer identification number
MOBILE MEDICAL CARE, INC. 23-7022588

[Part 1 | Reason for Public Charity Status (ail organizations must complete this part ) See instructions

The organization I1s not a private foundation because it 1s* (For lines 1 through 11, check only one box.)

A church, convention of churches, or association of churches descrnbed in section 170(b){1)(A)i).

D A school descnbed In section 170(b){ 1)(A)ii). (Attach Schedule E)

1
2
3 [X]
4

0 00 0

10
11

]

e ]

A hosprtal or a cooperative hospital service organization described in section 170(b)( 1)(A)(iii).
A medical research organization operated in conjunction with a hospitat descnbed in section 170(b)(1)(A)iii). Enter the hospital's name,
city, and state-

An organization operated for the benefit of a college or university owned or operated by a governmental umit described in

section 170(b)(1){A)(iv). (Complete Part 1)

A federal, state, or local government or governmental unit described in section 170(b)(1)}(A)(v).

An organization that normally receives a substantial part of its support from a governmental unit or from the general public described In
section 170(b)(1)(A)(vi). (Complete Part Il.)

A community trust described in section 170(b)(1)(A)(vi). (Complete Part II)

An organization that normally receives: (1) more than 33 1/3% of its support from contributions, membership fees, and gross receipts from
activities related to its exempt functions - subject to certain exceptions, and (2) no more than 33 1/3% of its support from gross investment
income and unrelated business taxable income (less section 511 tax) from businesses acquired by the organization after June 30, 1975.
See section 509(a)(2). (Complete Part (il.)

An organization organized and operated exclusively to test for public safety. See section 509(a)(4).

An organization organized and operated exclusively for the benefit of, to perform the functions of, or to carry out the purposes of one or
more publicly supported organizations described in section 509(a)(1) or section 509(a)(2) See section 509({a)(3). Check the box that
describes the type of supporting organization and complete lines 11e through 11h

a D Type | b Type Il c |:| Type Il - Functionally integrated d D Type lll - Other

By checking this box, | certify that the organization is not controlled directly or indirectly by one or more disqualfied persons other than
foundation managers and other than one or more publicly supported organizations descrnbed in section 509(a)(1) or section 509(a)(2)

If the organization received a written determination from the IRS that it 1s a Type |, Type II, or Type Il

supporting organization, check this box

Since August 17, 2006, has the organization accepted any gift or contribution from any of the following persons?

(I

(i) A person who directly or indirectly controls, either alone or together with persons described in () and () below, Yes | No
the governing body of the supported organization? 11g(i)

(ii) A family member of a person descnbed In (i) above? 11g(ii)

(iii) A 35% controlled entity of a person described in ()) or (1) above? 11g(iii)

Provide the following information about the supported organization(s)

(iii) Type of (vi) Is the

(i) Name of supported
organization

(i) EIN

organization
(described on hines 1-9
above or IRC section
(see instructions))

iv) Is the organization
n col. (i) isted in your
governing document?

(v) Did you notify the
organization in cof.
(i) of your support?

organization in col.
(i) organized in the
us.?

Yes No

Yes No

Yes No

{vii) Amount of
support

Total

LHA For Privacy Act and Paperwork Reduction Act Notice, see the Instructions for

Form 990 or 990-EZ.

932021 02-08-10
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Schedule-A (Form 990 or 990-E2) 2009 Page 2
| Part Il | Support Schedule for Organizations Described in Sections 170(b){(1){A)(iv) and 170(b)(1)(A)(vi)

(Complete only if you checked the box on line 5, 7, or 8 of Part 1.)
Section A. Public Support

Calendar year (or fiscal year beginning in)p> (a) 2005 {b) 2006 (c) 2007 {d) 2008 (e) 2009 (f) Total
1 Gifts, grants, contnbutions, and
membership fees received. (Do not
include any "unusual grants."}

2 Tax revenues levied for the organ-
1Ization's benefit and either paid to
or expended on its behalf

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

4 Total. Add lines 1 through 3

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

6 _Public support. Subtract ine 5 from line 4
Section B. Total Support
Calendar year (or fiscal year beginning in)p> {a) 2005 (b) 2006 (c) 2007 (d) 2008 (e) 2009 (f) Total

7 Amounts from line 4

8 Gross income from interest,

dividends, payments received on
secunities loans, rents, royalties
and income from similar sources

9 Net income from unrelated business

activities, whether or not the
‘ business 1s regularly carned on
10 Other income. Do not include gain
or loss from the sale of capital
assets (Explain in Part V)
11 Total support. Add lines 7 through 10

12 Gross receipts from related activities, etc. (see instructions) 12 l
13 First five years. !f the Form 990 1s for the organization's first, second, third, fourth, or fifth tax year as a section 501(c)(3)

organization, check this box and stop here | 2 I:l
Section C. Computation of Public Support Percentage
14 Public support percentage for 2009 (line 6, column (f) divided by line 11, column (f)) 14 %
15 Public support percentage from 2008 Schedule A, Part I, ine 14 15 %
16a 33 1/3% support test - 2009.If the organization did not check the box on line 13, and line 141s 33 1/3% or more, check this box and

stop here. The organization qualifies as a publicly supported organization » D

b 33 1/3% support test - 2008.1f the organization did not check a box on line 13 or 16a, and line 15 is 33 1/3% or more, check this box
and stop here. The organization qualifies as a publicly supported organization | 2 |:|

17a 10% -facts-and-circumstances test - 2009.If the organization did not check a box on line 13, 16a, or 16b, and line 14 1s 10% or more,
and if the organization meets the "facts-and-circumstances” test, check this box and stop here. Explain in Part IV how the organization
meets the "facts-and-circumstances"” test The organization qualifies as a publicly supported organization » D
b 10% -facts-and-circumstances test - 2008.If the organization did not check a box on line 13, 16a, 16b, or 17a, and line 151s 10% or
more, and If the organization meets the "facts-and-circumstances" test, check this box and stop here. Explain in Part IV how the
organization meets the "facts-and-circumstances” test The organization qualifies as a publicly supported organization | 4 D
18 Private foundation. If the organization did not check a box on line 13, 16a, 16b, 17a, or 17b, check this box and see instructions | 4 |:]
Schedule A (Form 990 or 990-EZ)} 2009

932022
02-08-10
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Schedule A (Form 990 or 990-EZ) 2009 Page 3
{ Part 1l [ Support Schedule for Organizations Described in Section 509(a)(2) (Complete only if you checked the box on line 9 of Part 1.)

Section A. Public Support
Calendar year (or fiscal year beginning in)p» {a) 2005 (b) 2006 {c) 2007 {d) 2008 {e) 2009 {f) Total
1 Gifts, grants, contributions, and
membership fees received (Do not
include any "unusual grants.")

2 Gross recelpts from admisstons,
merchandise sold or services per-
formed, or facilities furnished in
any activity that Is related to the
organization’s tax-exempt purpose

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

4 Tax revenues levied for the organ-
1zation's benefit and either paid to
or expended on its behalf

5 The value of services or facilities
furnished by a governmental unit to
the organization without charge

6 Total. Add lines 1 through 5

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

b Amounts included on lines 2 and 3 received
from other than disqualified persons that

exceed the greater of $5,000 or 1% of the
amount on line 13 for the year

¢ Add hines 7a and 7b

8 Public support (Subtractline 7¢ from fine 6 )
Section B. Total Support

Calendar year (or fiscal year beginning in)p> (a) 2005 (b) 2006 {c) 2007 {d) 2008 (e) 2009 (f) Total

9 Amounts from line 6
10a Gross income from interest,

dividends, payments received on
secunties loans, rents, royalties
and income from similar sources

b Unrelated business taxable income
(less section 511 taxes) from businesses
acquired after June 30, 1975

¢ Add lines 10a and 10b

11 Net income from unrelated business
activities not included in ine 10b,
whether or not the business is
regularly carned on

12 Other income. Do not include gain
or loss from the sale of capital
assets (Explain in Part IV.)

13 Total support (add ines 8, 10¢, 11, and 12)

14 First five years. If the Form 990 1s for the organization's first, second, third, fourth, or fifth tax year as a section 501(c)(3) organization,

check this box and stop here »[ ]
Section C. Computation of Public Support Percentage
15 Public support percentage for 2009 (ine 8, column (f) divided by line 13, column (f)) 15 %
16 Public support percentage from 2008 Schedule A, Part lll, ine 15 16 %
Section D. Computation of Investment Income Percentage
17 Investment income percentage for 2009 (line 10c, column (f) divided by line 13, column (f)) 17 %
18 Investment iIncome percentage from 2008 Schedule A, Part tll, ine 17 18 %
19a 33 1/3% support tests - 2009. If the organization did not check the box on line 14, and ine 15 1s more than 33 1/3%, and line 17 1s not
more than 33 1/3%, check this box and stop here. The organization qualfies as a publicly supported organization | 4 E:I
b 33 1/3% support tests - 2008. If the organization did not check a box on line 14 or line 19a, and line 16 1s more than 33 1/3%, and
line 18 i1s not more than 33 1/3%, check this box andstop here. The organization qualffies as a publicly supported organization » D
20 Private foundation. If the organization did not check a box on line 14, 19a, or 19b, check this box and see instructions » D

Schedule A (Form 990 or 990-EZ) 2009
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Schedule D Supplemental Financial Statements Y YT
(Form 990) P Complete if the organization answered "Yes," to Form 990, 2009

Department of the Treasury

Part v, line 6,7, 8,9, 10, 11, or 12, Open to Public

Internal Revenue Service P> Attach to Form 990. P> See separate instructions. Inspection

Name of the organization

Employer identification number

MOBILE MEDICAL CARE, INC. 23-7022588

[Part] | Organizations Maintaining Donor Advised Funds or Other Similar Funds or Accounts. Complete If the

organization answered "Yes" to Form 990, Part IV, line 6

N & WN -

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

Total number at end of year

Aggregate contnbutions to (dunng year)

Aggregate grants from (during year)

Aggregate value at end of year

Did the organization inform all donors and donor advisors in wniting that the assets held in donor advised funds

are the organization's property, subject to the organization’s exclusive legal control? |:| Yes |:| No
Did the organization inform all grantees, donors, and donor advisors in writing that grant funds can be used only

for charitable purposes and not for the benefit of the donor or donor advisor, or for any other purpose conferring

impermissible private benefit? D Yes [:I No

Part Il | Conservation Easements. Complete if the organization answered "Yes" to Form 990, Part IV, line 7.

1

aQa o oo

Purpose(s) of conservation easements held by the organization (check all that apply).
Preservation of land for public use (e g, recreation or pleasure) D Preservation of an histoncally important land area
[:] Protection of natural habitat Preservation of a certified histonc structure
':] Preservation of open space
Complete lines 2a through 2d if the organization held a qualified conservation contnbution in the form of a conservation easement on the last
day of the tax year

Held at the End of the Tax Year
Total number of conservation easements 2a
Total acreage restricted by conservation easements 2b
Number of conservation easements on a certified histonc structure included in (a) 2c
Number of conservation easements included in (c) acquired after 8/17/06 2d
Number of conservation easements modified, transferred, released, extinguished, or terminated by the organization during the tax
year p>

Number of states where property subject to conservation easement is located P>

Does the organization have a written policy regarding the periodic monitoring, nspection, handling of

violations, and enforcement of the conservation easements it holds? D Yes |:] No
Staff and volunteer hours devoted to monitoring, inspecting, and enforcing conservation easements during the year p»

Amount of expenses incurred In monrtoning, Inspecting, and enforcing conservation easements during the year p» $

Does each conservation easement reported on line 2(d) above satisfy the requirements of section 170(h)(4)(B)(i)

and section 170(h)(4)(B)()? Clves [Ino
In Part X1V, descnibe how the organization reports conservation easements in its revenue and expense statement, and balance sheet, and
include, if applicable, the text of the footnote to the organization’s financial statements that descnbes the organization’s accounting for
conservation easements

Part lll | Organizations Maintaining Collections of Art, Historical Treasures, or Other Similar Assets.

Complete If the organization answered "Yes" to Form 990, Part IV, line 8

1a If the organization elected, as permitted under SFAS 116, not to report In its revenue statement and balance sheet works of art, historical

treasures, or other similar assets held for public exhibition, education, or research in furtherance of publiic service, provide, in Part XIV, the text of
the footnote to its financial statements that descnbes these items

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

(i) Revenues included in Form 990, Part Vill, ine 1 > 8
(ii) Assets included in Form 990, Part X » $
2 If the organization received or held works of art, histoncal treasures, or other similar assets for financial gain, provide
the following amounts required to be reported under SFAS 116 relating to these items:
a Revenues included in Form 990, Part VI, line 1 > 3
b Assets included in Form 990, Part X . » $
LIZIOR For Privacy Act and Paperwork Reduction Act Notice, see the Instructions for Form 990. Schedute D (Form 990) 2009
932051
02-01-10
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Schedule:D (Form 990) 2009 MOBILE MEDICAL: CARE, INC. 23-7022588 Page2

[Part Il | Organizations Maintaining Collections of Art, Historical Treasures, or Other Similar Assets (continued)
3 Using the organization's acquisition, accession, and other records, check any of the following that are a significant use of its collection items
(check all that apply):
a D Public exhibition
b D Scholarly research
c [:] Preservation for future generations
4 Provide a descnption of the organization'’s collections and explain how they further the organization's exempt purpose in Part XIV.
5 Dunng the year, did the organization solicit or receive donations of art, histoncal treasures, or other similar assets
to be sold to raise funds rather than to be maintained as part of the organization's collection? D Yes

| Part IV | Escrow and Custodial Arrangements. Complete if organization answered "Yes" to Form 990, Part 1V, line 9, or
reported an amount on Form 990, Part X, line 21

d |:] Loan or exchange programs

e D Other

':]No

1a |s the organization an agent, trustee, custodian or other intermediary for contnbutions or other assets not included
on Form 990, Part X?
b If "Yes," explain the arrangement in Part XIV and complete the following table.

D Yes D No

Amount
¢ Beginning balance ic
d Additions duning the year 1d
e Distnbutions during the year 1e
f Ending balance 1f

D Yes l:] No

2a 0Did the organization include an amount on Form 990, Part X, line 217
b If "Yes," explain the arrangement in Part XIV
|Part V| Endowment Funds. Complete if the organization answered "Yes" to Form 990, Part IV, ine 10.

(b) Prior year {c) Two years back [ (d) Three years back

(a) Current year (e) Four years back

1ia Beginning of year balance
Contributions
Net investment earnings, gains, and losses
Grants or scholarships
Other expenditures for facilities
and programs
Administrative expenses
g End of year balance
2 Provide the estimated percentage of the year end balance held as:
a Board designated or quasrendowment P> %
b Permanent endowment p> %
¢ Term endowment P %
3a Are there endowment funds not In the possession of the organization that are held and administered for the organization
by. Yes | No
(i) unrelated organizations 3a(i)
(ii} related organizations 3a(ii)

o a o o

-

b If "Yes" to 3a(i), are the related organizations listed as required on Schedule R? 3b
4 Describe in Part XIV the intended uses of the organization's endowment funds.
[ Part VI |Investments - Land, Buildings, and Equipment. See Form 990, Part X, line 10

Description of investment (a) Cost or other (b) Cost or other {c) Accumulated (d) Book value
basis (investment) basis (other) depreciation
1a Land 85,000. 85,000.
b Buildings 995,201. 164,076. 831,125,
¢ Leasehold improvements
d Equipment 871,842, 665,206. 206,636.
e Other 37,039. 7,408. 29,631.
Total. Add lines 1a through 1e. (Column {d) must equal Forrm 990, Part X, column (B), line 10(c)) | 2 1,152,392,
Schedule D (Form 990) 2009
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Schedule' D (Form 990) 2009 MOBILE MEDICAL CARE, INC. 23-7022588 Page3
| Part VII| Investments - Other Securities. See Form 990, Part X, line 12.

(a) Descnption of secunty or category
(including name of secunty)

(c) Method of valuation-

(b) Book value Cost or end-of-year market value

Financial denvatives
Closely-held equity interests
Other

Total. (Col (b) must equal Form 990, Part X, col (B) ling 12.) >
Part VIII| Investments - Program Related. See Form 990, Part X, line 13

(a) Descnption of investment type (b) Book value

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

Total. (Col (b) must equal Form 990, Part X, col {B) ine 13.) B>
Part IX| Other Assets. See Form 990, Part X, line 15.

(a) Description (b) Book value

|

Total. (Column (b) must equal Form 990, Part X, col (B) ine 15.) >

[Part X | Other Liabilities. See Form 990, Part X, line 25.

1 (a) Descnption of liability (b) Amount

Federal Income taxes

LINE OF CREDIT 438,000.

Total. (Column (b} must equal Form 990, Part X, col (B) fne 25.) | < 438,000.

2. FIN 48 Footnote. In Part XIV, provide the text of the footnote to the organization’s financial statements that reports the organization’s liability for

uncertain tax posrtions under FIN 48.

83?8;"?1 o Schedule D (Form 990) 2009
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Schedule'D (Form 990) 2009 MOBILE MEDICAL CARE, INC.

23-7022588 Paged

[Part XI [Reconciliation of Change in Net Assets from Form 990 to Audited Financial Statements

1

© 0O ~NOO;OAEON

Total revenue (Form 990, Part Vill, column (A), line 12)
Total expenses (Form 990, Part IX, column (A), line 25)
Excess or (deficit) for the year. Subtract line 2 from line 1
Net unrealized gains (losses) on investments

Donated services and use of facilities

Investment expenses

Prior period adjustments

Other (Describe in Part XiV)

Total adjustments (net). Add lines 4 through 8

1 3,311,029.
2 3,661,657,
3 <350,628.>
4

5

6

7

8

9 0.
10 <350,628.>

10 Excess or (deficit) for the year per audited financial statements Combine lines 3 and 8
Part Xli |

Reconciliation of Revenue per Audited Financial Statements With Revenue per Return

1

Total revenue, gains, and other support per audited financial statements

1 7,635,142.

2 Amounts included on line 1 but not on Form 990, Part VI, ine 12,

a Net unrealized gains on investments 2a

b Donated services and use of facilities 2b 4,324,113.

¢ Recoveries of prior year grants 2c

d Other (Descnbe In Part XIV) 2d

e Add lines 2a through 2d 2e 4,324,113.
3  Subtract line 2e from line 1 3 3,311,029.
4 Amounts included on Form 990, Part Vill, ine 12, but not on line 1:

a Investment expenses not included on Form 990, Part Vi, ine 7b 4a

b Other (Descnbe in Part XIV.} 4b

¢ Add lines 4a and 4b 4c 0.
5 _ Total revenue Add lines 3 and 4c. (This must equal Form 990, Part |, ine 12) 5 3,311,029.

| Part XIIi] Reconciliation of Expenses per Audited Financial Statements With Expenses per

Return

1

Total expenses and losses per audited financial statements

1 7,985,770.

2 Amounts included on line 1 but not on Form 990, Part IX, line 25

a Donated services and use of facilities 2a 4,324,113.

b Prior year adjustments 2b

c Other losses 2c

d Other (Describe in Part XIV.) 2d

e Add lines 2a through 2d 2e 4,324,113,
3 Subtract line 2e from lne 1 3 3,661,657.
4  Amounts included on Form 990, Part IX, ine 25, but not on line 1.

a Investment expenses not included on Form 990, Part VIII, ine 7b 4a

b Other (Describe In Part XiV.) 4b

¢ Add lines 4a and 4b 4c 0.
5  Total expenses. Add lines 3 and 4c¢. (This must equal Form 990, Part |, line 18) 5 3,661,657,

[ Part XIV] Supplemental Information

Complete this part to provide the descnptions required for Part il, ines 3, 5, and 9, Part lll, ines 1a and 4, Part IV, lines 1b and 2b; Part V, line 4, Part
X, ine 2, Part XI, ine 8; Part Xll, lines 2d and 4b, and Part Xlll, ines 2d and 4b. Also complete this part to provide any addrtional information

932054

02-01-10
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SCHEDULEH . OMB No 1545-0047
(Form 990) Hospitals 2 00 9
P> Compilete if the organization answered "Yes” to Form 990, Part IV, question 20.
Department of the Treasury P> Attach to Form 990. Open to Public
tntemal Revenue Service P> See separate instructions. Inspection
Name of the organization Employer identification number
MOBILE MEDICAL CARE, INC. 23-7022588
[Part 1l [ Charity Care and Certain Other Community Benefits at Cost
Yes | No
1a Does the organization have a chanty care policy? If “No,” skip to question 6a 1a
b If "Yes," is it a wntten policy? 1b
2 If the organization has multiple hospitals, iIndicate which of the following best describes application of the chanty care policy to the various hospitals
D Applied uniformly to all hospitals Applied uniformly to most hospitals
E:I Generally tallored to individual hospitals
3  Answer the following based on the chanty care eligibihity criteria that applies to the largest number of the organization's patients.
a Does the organization use Federal Poverty Guidelines (FPG) to determine eligibility for providing free care to low income
indviduals? i "Yes," indicate which of the following i1s the family income limit for eligibility for free care- 3a
£ 100% [CJ1so% [ 1200% [ other %
b Does the organization use FPG to determine eligibility for providing discounted care to low income individuals?
If "Yes," indicate which of the following 1s the family income mit for eligibility for discounted care: 3b
(] 200% [(J2so [Jsoow [Jasow [laoow [ other %
c If the organization does not use FPG to determine eligibility, describe in Part Vi the income based critena for determining
eligibility for free or discounted care. Include In the descrniption whether the organization uses an asset test or other
threshold, regardless of income, to determine eligibility for free or discounted care.
4 Does the organization's policy provide free or discounted care to the "medically indigent"? 4
5a Does the organization budget amounts for free or discounted care provided under its chanty care policy? 5a
b If "Yes," did the organization’s charity care expenses exceed the budgeted amount? 5b
¢ If "Yes" to line 5b, as a result of budget considerations, was the organization unable to provide free or discounted
care to a patient who was eligible for free or discounted care? 5c
6a Does the organization prepare an annual community benefit report? 6a
b If "Yes," does the organization make 1t available to the public? 6b
Complete the following table using the worksheets provided In the Schedule H instructions Do not submit these worksheets with the Schedute H
7 Chanty Care and Certain Other Community Benefits at Cost
Charity Care and Means- (@) Norer et | {0 Fersons (AT () et iy oot
programs (optional) (optional) benefit expense revenue benefit expense

Tested Government Programs

Chanty care at cost (from
Worksheets 1 and 2)

Unreimbursed Medicaid (from
Worksheet 3, column a)

Unrembursed costs - other means-
tested government programs (from
Worksheet 3, column b)

Total Charty Care and Means-
Tested Government Programs

i
k

Other Benefits
Community health
improvement services and
community benefit operations
(from Worksheet 4)

Health professions education
(from Workshest 5)

Subsidized health services
(from Worksheet 6)

Research (from Worksheet 7)

Cash and in-kind
contnbutions to community
groups (from Worksheet 8)

Total. Other Benefits

Total. Add lines 7d and 7]

932001 02-01-10

LHA For Privacy Act and Paperwork Reduction Act Notice, see the Instructions for Form 890.

25

Schedute H (Form 990) 2009



Schedule’H (Form 990) 2009

MOBILE MEDICAL CARE,

INC.

23-7022588 Page2

[Part Il | Community Building Activities Complete this table f the organization conducted any community bulding activities

(a) Number of (b) Persons (c) Total (d) Direct {e) Net (f) Percent of
activities or served community offsetting community total expense
?c:gg;r:; {optional) building expense revenue building expense
1__Physical improvements and housing
2 _Economic development
3 Community support
4 __Environmental improvements
8§ Leadership development and
training for community members
6 Coalition building
7 Community health improvement
advocacy
8 Workforce development
9 Other

1

Total

0
Part lli | Bad Debt, Medicare, & Collection Practices

Section A. Bad Debt Expense
Does the organization report bad debt expense in accordance with Healthcare Financial Management Association

1

Statement No. 157

Enter the amount of the organization’s bad debt expense (at cost)

Enter the estimated amount of the organization’s bad debt expense (at cost) attnbutable to

patients eligible under the organization's charity care policy
Provide in Part Vi the text of the footnote to the organization’s financial statements that describes bad debt
expense. In addrtion, descnibe the costing methodology used in determining the amounts reported on lines

2 and 3, and rationale for including other bad debt amounts in community benefit.

Section B. Medicare
Enter total revenue received from Medicare (including DSH and IME)
Enter Medicare allowable costs of care relating to payments on line 5
Subtract line 6 from line 5 This 1s the surplus or (shortfall)

Descnbe in Part VI the extent to which any shortfall reported in line 7 should be treated as community benefit
Also descnbe in Part VI the costing methodology or source used to determine the amount reported on line 6.
Check the box that describes the method used

5

6
7
8

Cost accounting system

Section C. Collection Practices

[_Icostto charge ratio

[ other

2

Yes | No

3

5

6

7

9a Does the organization have a written debt collection policy? 9a
b If “Yes," does the organization’s collection policy contain provisions on the collection practices to be followed for
patients who are known to qualify for charity care or financial assistance? Describe in Part Vi 9b
{ Part IV | Management Companies and Joint Ventures
(a) Name of entity (b) Descnption of primary (c) Organization's |(d) Officers, direct-| (e) Physicians’
activity of entity profit % or stock ﬁfs, trustlees. or profit % or
ownership % p?g;lte[’}lpoc:ysigsck stock
ownership % ownership %
1
2
3
4
5
6
7
8
9
10
11
12
13
14

932092 02-01-10
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Schedule'H (Form 990) 2009 MOBILE MEDICAL CARE,

INC.

23-7022588 Page3

[Part V | Facility Information

Name and address

Licensed hospital

General medical & surgical

Children’s hospital

Teaching hospital

Cntical access hospital

Research facility
ER-24 hours
ER-other

Other
(Descnbe)

IBN SINA CLINIC

7917 MONTROSE RD

POTOMAC, MD 20854

CLINIC

ELIZABETH HOUSE

1400 FENWICK AVE

SILVER SPRING, MD 20910

CLINIC

LINCOLN PARK COMMUNITY CENTER

357 FREDERICK AVENUE

ROCKVILLE, MD 20850

CLINIC

9309 WOMEN'S CLINIC

9309 OLD GEORGETOWN RD

BETHESDA, MD 20814

CLINIC

9309 ENDOCRINE CLINIC AND DIABETES ED.

9309 OLD GEORGETOWN RD

BETHESDA, MD 20814

CLINIC

CASA OF MARYLAND

734 E UNIVERSITY BOULEVARD

SILVER SPRING, MD 20903

CLINIC

LA CLINIQUE L'A.M.I.

3300 BRIGGS CHANEY ROAD

SILVER SPRING, MD 20905

CLINIC

MOBILEMED/NIH ENDOCRINE CLINIC

6420 ROCKLEDGE DRIVE, SUITE 1200

BETHESDA, MD 20817

CLINIC

MOBILEMED/NIH HEART CLINIC

8600 OLD GEORGETOWN ROAD

BETHESDA, MD 20814

CLINIC

MOBILEMED CASSA ASIAN CLINIC

19735 GERMANTOWN ROAD

GERMANTOWN, MD 20874

CLINIC

KAMMSA CLINIC

19735 GERMANTOWN ROAD

GERMANTOWN, MD 20874

CLINIC

GERMANTOWN UPCOUNTY CLINIC

19735 GERMANTOWN ROAD, SUITE 300

GERMANTOWN, MD 20874

CLINIC

GAITHERSBURG/ASCENSION HQUSE

202 SOUTH SUMMIT AVENUE

GAITHERSBURG, MD 20877

CLINIC

LONGBRANCH COMMUNITY CENTER

8700 PINEY BRANCH ROAD

SILVER SPRING, MD 20903

CLINIC

E. MONTGOMERY SERVICE CENTER

3300 BRIGGS CHANEY ROAD

SILVER SPRING, MD 20904

CLINIC

932093 02-01-10
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Schedule*H (Form 990) 2009 MOBILE MEDICAL CARE, INC. 23-7022588 Pages

{ Part VI | Supplemental Information

Complete this part to provide the following information

1 Provide the descnption required for Part |, line 3c; Part |, ine 6a; Part |, line 7g; Part |, ine 7, column (f), Part |, ine 7; Part Ill, line 4; Part I!l, line 8,
Part ill, ine 9b, and Part V. See Instructions.

2 Needs assessment. Describe how the organization assesses the health care needs of the communities it serves

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

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

5 Community building activities. Describe how the organization's community building activities, as reported in Part I, promote the health of the
communities the organization serves

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

7 f the organization I1s part of an affiiated health care system, descnbe the respective roles of the organization and its affiliates in promoting the
health of the communities served.

8 If applicable, identify all states with which the organization, or a related organization, files a community benefit report

932004 02-01-10 Schedule H (Form 990) 2009
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SCHEDULE M Noncash Contributions OMB No 1545-0047

(Form 990) 2009
> Complete if the organizations answered “Yes*" on Form
E:Z:r;r::\t, :r: J:es ::s:s:ry 990, Part 1V, lines 29 or 30. Open to Pyblic
P> Attach to Form 990. Inspection
Name of the organization Employer identification number
MOBILE MEDICAL CARE, INC. 23-7022588
[Partl | Types of Property
a (b) (c) (d)
Check if Number of Revenues reported on Method of determining
applicable | contnbutions |Form 890, Part Vil|, ine 1g revenues
1 Art- Works of art
2 Art- Histoncal treasures
3 Art- Fractional interests
4 Books and publications
5 Clothing and household goods
6 Cars and other vehicles
7 Boats and planes
8 Intellectual property
9 Securities - Publicly traded
10 Secunties - Closely held stock
11 Securities - Partnership, LLC, or
trust interests
12 Securnties - Miscellaneous
13 Quatfied conservation contribution -
Historic structures
14 Qualfied conservation contribution - Other
15 Real estate - Residential
16 Real estate - Commercial
17 Real estate - Other
18 Collectibles
19 Food inventory
20 Drugs and medical supplies X 7 454 ,215. COST
21 Taxidermy
22 Histoncal artifacts
23 Scientific specimens
24 Archeological artifacts
25 Other » ( STAFF EVENT ) X 2 3,187. COST
26 Other P ( )
27 Other P ( )
28 Other P> { )
29 Number of Forms 8283 received by the organization during the tax year for contnbutions
for which the organization completed Form 8283, Part IV, Donee Acknowledgment 29
Yes | No

30a Duning the year, did the organization receive by contribution any property reported in Part 1, lines 1-28 that it must hold for
at least three years from the date of the initiat contnbution, and which 1s not required to be used for exempt purposes for

the entire holding perod? 30a X
b If "Yes," descnbe the arrangement in Part ||
31 Does the organization have a gift acceptance policy that requires the review of any non-standard contnbutions? 31 X
32a Does the organization hire or use third parties or related organizations to solicit, process, or sell noncash
contnbutions? ) 32a X

b If "Yes," describe in Part Il
33 If the organization did not report revenues in column (c) for a type of property for which column (a) 1s checked,
descnbe in Part I
LHA  For Privacy Act and Paperwork Reduction Act Notice, see the Instructions for Form 990. Schedule M (Form 990) 2009

932141
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SCHEDULE O Supplemental Information to Form 990 Y.
(Fprm 990) Complete to provide information for responses to specific questions on 2 009
Form 990 or to provide any additional information. Open to Public
e e tha Treasury P> Attach to Form 990. Inspection
Name of the organization Employer identification number
MOBILE MEDICAL CARE, INC. 23-7022588

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

THAT ENHANCE PATIENT INDEPENDENCE AND DIGNITY, WHILE MINIMIZING PATIENT

STRESS, INCONVENIENCE, AND PAPERWORK. PATIENT SURVEYS CONDUCTED BY

FEDERAL, STATE, AND COUNTY AGENCIES CONTINUALLY REFLECT EXCELLENT

LEVELS OF PATIENT SATISFACTION WITH MOBILE MEDICAL CARE, INC.

FORM 990, PART III, LINE 4D, OTHER PROGRAM SERVICES:

UPCOUNTY CLINIC OPENED WITH SUPPORT FROM MONTGOMERY COUNTY, SHADY GROVE

ADVENTIST HOSPITAL, ADVENTIST HEALTH CARE, STATE OF MARYLAND AND KAISER

PERMANENTE. IT SERVICES PATIENTS IN MONTGOMERY COUNTY AND PROVIDES A

VENUE TO PILOT NEW INITIATIVES SUCH AS THOSE RELATING TO BEHAVIORAL

HEALTH, WOMEN'S HEALTH, AND EXPANDED SERVICES TO THE ASIAN COMMUNITY.

NUMBER OF CLIENTS SERVED: 2,699. ENCOUNTERS 6,113.

EXPENSES § 710586. INCLUDING GRANTS OF $§ 0. REVENUE $ 382060.

FORM 990, PART VI, SECTION B, LINE 11: THE FORM 990 IS REVIEWED BY THE

EXECUTIVE DIRECTOR AND TREASURER. A COPY IS THEN PROVIDED TO ALL MEMBERS

OF THE BOARD OF DIRECTORS. BOARD MEMBERS ARE GIVEN A PERIOD OF TIME TO

REVIEW THE FORM 990 AND RESPOND WITH ANY QUESTIONS AS NEEDED. ONCE THE

PERIOD OF REVIEW HAS ENDED, THE EXECUTIVE DIRECTOR SIGNS AND MAILS THE

RETURN. SHOULD THE FILING DEADLINE PROHIBIT A REVIEW PRIOR TO FILING, SUCH

REVIEW WILL BE COMPLETED AS SOON THEREAFTER AS POSSIBLE.

FORM 990, PART VI, SECTION B, LINE 12C: OFFICERS AND DIRECTORS ARE

REQUIRED TO SIGN AN ACKNOWLEDGEMENT EACH YEAR THAT THEY HAVE RECEIVED THE

CONFLICT OF INTEREST POLICY. EACH OFFICER AND DIRECTOR IS ASKED TO NOTIFY

LHA For Privacy Act and Paperwork Reduction Act Notice, see the Instructions for Form 990, Schedule O (Form 990) 2009

932211
02-03-10
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SCHEDULE O Supplemental Information to Form 990 YT T
(Form 990) Complete to provide information for responses to specific questions on 2 009
Form 990 or to provide any additional information. Open to Public
e pont of the Treasury P Attach to Form 990. Inspection
Name of the organization Employer identification number
MOBILE MEDICAL CARE, INC. 23-7022588

THE BOARD OF ANY CONFLICTS OF INTEREST. OFFICERS AND DIRECTORS ABSTAIN

FROM ANY APPROVAL OF SALARIES OR OTHER FORMS OF COMPENSATION FOR

THEMSELVES.

FORM 990, PART VI, SECTION B, LINE 15: COMPENSATION TO OFFICERS IS

EVALUATED ON AN ANNUAL BASIS BY THE EXECUTIVE COMMITTEE. COMPENSATION IS

BASED UPON THE LEVEL OF SKILL REQUIRED FOR THE POSITION, COMPARISON OF

COMPENSATION TO SIMILAR POSITIONS IN THE NON-PROFIT INDUSTRY, AND AN

EVALUATION OF THE INDIVIDUAL'S ACHIEVEMENTS DURING THE YEAR. DETERMINATION

OF THE COMPENSATION IS DOCUMENTED BY THE EXECUTIVE COMMITTEE.

FORM 990, PART VI, SECTION C, LINE 18: COPIES OF DOCUMENTS ARE AVAILABLE

FOR_REVIEW UPON REQUEST.

FORM 990, PART VI, SECTION C, LINE 19: THE ORGANIZATION MAKES THE

FOLLOWING DOCUMENTS AVAILABLE TO THE PUBLIC AS THEY ARE REQUESTED:

CHARITABLE REGISTRATION STATEMENT

FEDERAL FORM 990

CONFLICT OF INTEREST POLICY

FINANCIAL STATEMENTS

LHA For Privacy Act and Paperwork Reduction Act Notice, see the Instructions for Form 990. Schedule O (Form 990) 2009
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“ * * “Form 8868 (Rev. 1-2011) Page 2
® |f you are filing for an Additional {(Not Automatic) 3-Month Extension, complete only Part it and check this box » m
Note. Only complete Part Il if you have already been granted an automatic 3-month extension on a previously filed Form 8868.
' @ {fyou are filing for an Automatic 3-Month Extension, complete only Part | (on page 1).
(Part i Additional (Not Automatic) 3-Month Extension of Time. Only fie the original {no copies needed).

Name of exempt organization Employer identification number
Type or
f“‘h OBILE MEDICAL CARE, INC. 23-7022588
ile by the

extended Number, street, and room or suite no. If a P.O. box, see instructions

deaseor 19309 OLD GEORGETOWN RD

filing your
return See City, town or post office, state, and ZIP code. For a foreign address, see Instructions

nstructions InPPHESDA, MD 20814

Enter the Return code for the return that this application is for (file a separate application for each return) m
Application Return ] Application Return
Is For Code |Is For Code
Form 990 8}

Form 990-BL 02 Form 1041-A 08
Form 990-EZ 03 Form 4720 09
Form 990-PF 04 Form 5227 10
Form 990-T (sec 401(a) or 408(a) trust) 05 Form 6069 "
Form 990-T (trust other than above) 06 Form 8870 12

STOP! Do not camplete Part ll if you were not already granted an automatic 3-month extension on a previously filed Form 8868.
® The books are inthe careof » - BETHESDA, MD 20814

Telephone No B 301-493-2400 FAX No P>
® |f the organization does not have an office or place of business in the United States, check this box » l:]
® If this is for a Group Return, enter the organization's four digit Group Exemption Number (GEN) If thus 1s for the whole group, check this
box P D If it 1s for part of the group, check this box P> D and attach a list with the names and EINs of all members the extension is for
4  1request an additional 3-month extenston of time until MAY 15, 2011
§  For calendar year ,orothertax yearbeginning  JUL 1, 2009 ,andendng  JUN 30, 2010
6 If the tax year entered in line 51s for less than 12 months, check reason I__—] Imtial return C] Final return

[:] Change i accounting penod
7  State in detail why you need the extension

ADDITIONAL TIME IS REQUIRED TO COLLECT INFORMATION NECESSARY TO
PREPARE A COMPLETE AND ACCURATE RETURN.

8a |If this application is for Form 990-BL, 990-PF, 980-T, 4720, or 60689, enter the tentative tax, less any
nonrefundable credits See mnstructions 8a | $ 0.

b If this application is for Form 990-PF, 990-T, 4720, or 6069, enter any refundable credits and estimated
tax payments made Include any prior year overpayment allowed as a credit and any amount pad

_previously with Form 8868. 8b | § 0.
¢ Balance due. Subtract line 8b from line 8a Include your payment with this form, if required, by using
EFTPS (Electronic Federal Tax Payment System). See instructions 8c | § 0.

Signature and Verification
Under penalues of perjury, ! declare that | have examned this form, including accompanying schedules and statements, and to the best of my knowledge and belief,

it 1s true, correct, and complete, and that | am authorized ta prepare this form.
Signature P V\MAX'\D\, Title P L ‘P f) Date P> FEB 0 20"

Form 8868 (Rev 1-2011)

923842
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