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G0 § T NAT GINNYOS

rom 990-EZ

Department of the Treasury
Intemal Revenue Service

Short Form
Return of Organization Exempt From Income Tax

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

I OMB No 1545-1150

2014

B Check if applicable

A For the 2014 calendar year, or tax year be inning
| C Name of organization
Care Code, Inc

D Address change
D Name change

D Inital return

[:] Final returnfierminated
E] Amended return
D Application pending

® Do not enter social security numbers on this form as it may be made public. Open to Public
»  Information about Form 990-EZ and its instructions is at www.irs.gov/form990. Inspection
, and ending
D Employer identification number
Number and street (or P O box, if mail 1s not delivered to street address) Room/suite 26-1886314
4 Cornwall Street, NE E Telephone number
City or town State ZIP code
[Leesburg VA 20176 (703) 777-5635
Foreign country name Foreign province/state/county Foretgn postal code F Group Exemption
Number »

G Accounting Method

Cash DAccruaI

Other (specify) P

I Website: » www.carecode.org

J Tax-exempt status (check only one) — 501 ©)(3)

[ Js01) ¢

) € (nsert no )D 4947(a)(1) or E]527

H Check P [X] if the organization 1s
not required to attach Schedule B
(Form 990, 990-EZ, or 990-PF).

K Form of organization

D Trust

Corporation

I:] Association

D Other

L Add lines 5b, 6¢, and 7b to line 9 to determine gross receipts If gross receipts are $200,000 or more, or If total assets

Part Il, column (B) below) are $500,000 or more, file Form 990 instead of Form 990-EZ . ] 127,989
w Revenue, Expenses, and Changes in Net Assets or Fund Balances (see the instructions for Part I)
Check if the organization used Schedule O to respond to any question in this Part | . EI
1 Contributions, gifts, grants, and similar amounts received . 1 127,761
2 Program service revenue including government fees and contracts . 2
3 Membership dues and assessments . 3
4 Investment income . R 4 228
5a Gross amount from sale of assets other than mventory 5a ; o
b Less. cost or other basis and sales expenses . 2 = 8b | Ty -
¢ Gain or (loss) from sale of assets other than inventory (Subtract lihe 5b’ from _liné 5a) O 0]
6 Gaming and fundraising events <
a Gross income from gaming (attach Schedule G if greaterjthan MAY F 1 ?015 &
(4] oo o
2 $15,000) . . .
o b Gross income from fundralsmg events (not |nclud|ng $ PPN .oﬂf con,trlbuti6ns
& from fundraising events reported on line 1) (attach Schedule Ghif the' I & 4 ] _— l
sum of such gross income and contributions exceeds $15,000) . 6b
¢ Less: direct expenses from gaming and fundraising events. . 6c
d Netincome or (loss) from gaming and fundraising events (add lines 6a and 6b and subtract
line 6¢) . .. 0
7a Gross sales of mventory, Iess returns and a|lowances 7a
b Less: cost of goods sold . 7b
¢ Gross profit or (loss) from sales of mventory (Subtract Irne 7b from line 7a) . 0
8 Other revenue (describe in Schedule O) . .
9 Total revenue. Add lines 1, 2, 3, 4, 5¢, 6d, 7c, and 8 . > 127,989
10 Grants and similar amounts paid (list in Schedule O)
11 Benefits paid to or for members . .
#] 12  Salaries, other compensation, and employee benef ts .
2] 13 Professional fees and other payments to independent contractors 850
gl 14 Occupancy, rent, utilities, and maintenance .
&l 15 Printing, publications, postage, and shipping .
16  Other expenses (describe in Schedule O) . 47 645
17 Total expenses. Add lines 10 through 16 » 48,495
P 18 Excess or (deficit) for the year (Subtract line 17 from Ilne 9) . .. 79,494
2] 19 Net assets or fund balances at beginning of year (from line 27, column (A)) (must agree wrth e
2’ end-of-year figure reported on prior year's return) 19 228,836
%| 20 Other changes in net assets or fund balances (explain in Schedule O) 20
Z| 21 Net assets or fund balances at end of year. Combine lines 18 through 20 > 21 308,330

For Paperwork Reducti
HTA

on Act Notice, see the separate instructions.

Form 990-EZ (2014)

1%
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Form 990-EZ (2014) Care Code, Inc. 26-1886314 Page 2
Balance ‘Sheets. (see the instructions for Part II)
Check if the organization used Schedule O to respond to any question in this Part Il . D
{A) Beginning of year (B) End of year
22 Cash, savings, and investments . 228,836} 22 308,330
23 Landandbuldings. . . . . . . . . . 23
24 Other assets (describe in Schedule O) . . 24
25 Total assets . . 228,836/ 25 308,330
26 Total liabilities (describe in Schedule O) . . e e e e e e e 26
27 Net assets or fund balances (line 27 of column (B) must agree with line 21). . 228,836| 27 308,330
Statement of Program Service Accomplishments (see the instructions for Part 111)
Check if the organization used Schedule O to respond to any question in this Part |1l |:] Expenses
(Required for section

What is the organization's primary exempt purpose? Funding for a recovery facility for individuals with paralysis ar
Describe the organization's program service accomplishments for each of its three largest program services,

501(c)(3) and 501(c)(4)
organizations, optional

as measured by expenses. In a clear and concise manner, describe the services provided, the number of for others )
persons benefited, and other relevant information for each program title.
28 To date, we agreements with the Reeve Foundation and PaxtonCenterto .
.constuct and operate a recovery facility for individuals with paralysisor_ ____________________________________.
.gait problems in the Washington, DC. area._The program is approximately ____________________________..___
(Grants $ ) If this amount includes foreign grants, check here > E] 28a
2 e,
(Grants $ ) If this amount includes foreign grants, check here > D 29a
B0 e,
(Grants $ ) If this amount includes foreign grants, check here . - > EI 30a
31 Other program services (describe in Schedule O) . . . . . . . . . . . . . . . ... ...
(Grants $ ) If this amount includes foreign grants, checkhere. . . . . . » [:I 31a

32 Total program service expenses. (add lines 28a through 31a) . . . . T - 7' 0
mpL_isgt of Officers, Directors, Trustees, and Key Employees (list each one even If not compensated — see the instructions for Part IV)

Check If the organization used Schedule O to respond to any question in this Part IV .

(c) Reportable
compensation
(Forms W-2/1099-MISC)
(if not paid, enter -0-)

(b) Average
hours per week
devoted to position

contnbutions to
(a) Name and title

(d) Health benefits

employee benefit plans,
and deferred compensation

(e) Estimated amount of
other compensation

HriwK

HrAWK

HriWK

HriwK

HI/WK

HriWK

Hr/WK

Hr/WK

Hr/WK

Hr/WK

HriWK

Hr/WK

Form 990-EZ (2014)



Form 990-EZ (2014)  Care Code, Inc. 26-1886314  Page 3
Other Information (Note the Schedule A and personal benefit contract statement requirements in the
+ instructions for Part V) Check if the organization used Schedule O to respond to any question in this Part V . |:|

Yes | No

4

33 Did the organization engage in any significant activity not previously reported to the IRS? If "Yes," provide a
detailed description of each activity in Schedule O. e . 33 X
34  Were any significant changes made to the organlzmg or governlng documents'? If “Yes " attach a conformed
copy of the amended documents if they reflect a change to the organlzatron s name. Otherwise, explain the
change on Schedule O (see instructions) . . . . .. 34 X
35 a Did the organization have unrelated business gross income of $1 000 or more dunng the year from busmess
activities (such as those reported on lines 2, 6a, and 7a, among others)? . . . . | 35a X
b If"Yes,” to ine 353, has the organization filed a Form 990-T for the year? If "No," provrde an explanatlon in Schedule O . | .35b
¢ Was the organization a section 501(c)(4), 501(c)(5), or 501(c)(6) organization subject to section 6033(e) notice,
reporting, and proxy tax requirements during the year? If "Yes," complete Schedule C,Partlll. . . . . . . . | 35¢ X
36  Did the organization undergo a liquidation, dissolution, termination, or significant disposition of net assets
during the year? If "Yes," complete applicable parts of Schedule N. . . e e e 36 X
37 a Enter amount of political expenditures, direct or indirect, as described in the lnstructrons P[ 37a | o v |
b Did the organization file Form 1120-POL for thisyear?. . . . . . |37b X
38 a Dud the organization borrow from, or make any loans to, any officer, dlrector trustee or key employee or were L i
any such loans made in a prior year and still outstanding at the end of the tax year covered by this return?. . . | 38a X
b If"Yes,”" complete Schedule L, Part Il and enter the total amountinvolved . . . . . . 38b :
39  Section 501(c)(7) organizations. Enter: .
a Initiation fees and capital contributions includedonline®. . . . . . . . . . . . 39a RN A B
b Gross receipts, included on line 9, for public use of club facilities . . . . 39b ot
40 a Section 501(c)(3) organizations. Enter amount of tax imposed on the organlzatlon durrng the year under: a Ty !
section 4911 » ; section 4912 » ; section 4955 »
b Section 501(c)(3), 501(c)(4), and 501(c)(29) organizations. Did the organization engage in any section 4958
excess benefit transaction during the year, or did it engage in an excess benefit transaction in a prior year

i

that has not been reported on any of its prior Forms 990 or 990-EZ? If "Yes," complete Schedule L, Part!. . . | 40b X

¢ Section 501(c)(3), 501(c)(4), and 501(c)(29) organizations. Enter amount of tax imposed H IPRR I
on organization managers or disqualified persons during the year under sections 4912, I DU f’ ]
4955,and 4958 . . . . > < F ¥

d Section 501(c)(3), 501(c)(4), and 501(c)(29) organlzatlons Enter amount of tax on Ilne SR IEEEE B
40c reimbursed by the organizaton . . . . N

e All organizations. At any time dunng the tax year was the organlzatlon a party to a prohlblted tax shelter e
transaction? If "Yes," complete Form 8886-T . . . . . e e e 40e

41  List the states with which a copy of this return is filed. » VA
42 a The organization's books are in care of ™ Jarod Blaney

Telephone no. »

Located at ® 1301 Stone Meadow Way _____. Cty Vienna _________ . . .3 ST..VA __. ZIP+4® 22182 ... ......
b Atany time during the calendar year, did the organization have an interest in or a signature or other authority over Yes | No
a financial account in a foreign country (such as a bank account, securities account, or other financial account)? { 42b X

If "Yes," enter the name of the foreign country: »
See the instructions for exceptions and filing requirements for FINCEN Form 114, Report of Foreign Bank and

Financial Accounts (FBAR). i
¢ At any time during the calendar year, did the organization maintain an office outsidethe US.?. . . . . . . . | 42¢c X
If "Yes," enter the name of the foreign country: » )
43  Section 4947(a)(1) nonexempt charitable trusts filing Form 990-EZ in lieu of Form 1041—Check here . . . . . . . > |:]
and enter the amount of tax-exempt interest received or accrued during the taxyear . . . . . . ®» I 43 |
Yes | No
44 a Dud the organization maintain any donor advised funds during the year? If "Yes," Form 990 must be J
completed instead of Form 990-EZ. . . . . . . . |44a X
b Did the organization operate one or more hospltal facrlltles dunng the year’7 If "Yes " Form 990 must be - ]
completed instead of Form 990-EZ. . . . . . e e . . .. . . . {44b X
¢ Did the organization receive any payments for mdoor tannlng services durlng the year’7 e ... 144c X
d If "Yes" to line 44c¢, has the organization filed a Form 720 to report these payments? If "No," prowde an o o
explanation in Schedule O . . . . . N I - 0 X
45 a Did the organization have a controlled entrty wrthln the meanrng of sectron 512(b)(13)'7 e e . | 45a X
45 b Did the organization receive any payment from or engage in any transaction with a controlled entity wrthln the ’,y
meaning of section 512(b)(13)? If "Yes," Form 990 and Schedule R may need to be completed instead of
Form 990-EZ (see instructions) e e e e e R . . e e e e . . . . |45b X

Form 990-EZ (2014)




Form 990-EZ (2014) Care Code, Inc. 26-1886314 Page 4

. . . Yes | No
46  Did the organization engage, directly or indirectly, in political campaign activities on behalf of or in opposition |m B B
« to candidates for public office? If "Yes," complete Schedule C, Part |. . e e e e 46

KUYl Section 501(c)(3) organizations only
All section 501(c)(3) organizations must answer questions 47—49b and 52, and complete the tables for lines

50 and 51.
Check if the organization used Schedule O to respond to any question in this PartVI . . . . . . . . N
Yes [ No
47  Did the organization engage in lobbying activities or have a section 501(h) election in effect during the tax
year? If "Yes," complete Schedule C, Partll. . . . . . N I Y 4 X
48 |s the organization a school as described in sectlon 170(b)(1)(A)(||)7 If "Yes " complete Schedule E e e 48 X
49 a Did the organization make any transfers to an exempt non-charitable related organization?. . . . . . . . . . |49a X
b If"Yes," was the related organization a section 527 organization?.. . . . 49%b X

50 Complete this table for the organization's five highest compensated employees (other than off icers, dlrectors trustees and key
employees) who each received more than $100,000 of compensation from the organization. If there is none, enter "None."

(d) Health benefits,
(a) Name and title of each employee h;::sA::rrevgeZk gr::::sgatg: ;:::r::’:}::: ::ngrzz:,:m (eLiZ‘;n;g;ig ;’::: ::1 of
devoted to position (Forms W-2/1099-MISC) compensation

. Name No compensationpaid. .____________________

Title Hr/WK .00
SName ..

Title Hr/WK .00
JName .

Title Hr/WK 00
JName -

Title HriWK 00
JName e,

Title Hr/WK .00

f Total number of other employees paid over $100,000 . A

51  Complete this table for the organization's five highest compensated independent contractors who each received more than
$100,000 of compensation from the organization. If there is none, enter "None."

(a) Name and business address of each independent contractor (b) Type of service (c) Compensation

NameNone SN .

City ST ZIP
CName SN e,

City ST ZIP
NAMe e e B e

City ST ZIP
SName Y e

City ST ZIP
Name e B e

City ST ZIP

d Total number of other independent contractors each receiving over $100,000. . . . . . P
52  Did the organization complete Schedule A? Note. All section 501(c)(3) organizations must attach a

completed Schedule A.A. . . . . . . . ... ... .. ... .. .. .....p[]Yes[X] No
Under penalties of perjury, | decl ha,{ lrave examined this return, including accompanying schedules and statements, and to the best of my knowledge and belief, it 1s
true, correct, and complete Decl on f preparer (other than officer) s based on all information of which preparer has any knowledge
' I\ [~ | 5/13/2015
Sign Signatufe bf dfice Date
Here Jarod Blgney Treasurer
Type or pnnt name and title
Paid Print/Type preparer's name Preparer’s signature Date Check D " PTIN
Preparer SELF-PREPARED RETURN self-employed
Firm's name & Firm's EIN >

Use Only Firm's address B Phone no
May the IRS discuss this return with the preparer shown above? See instructions . . . N TGS L] No

Form 990-EZ (2014)




SCHEDULE A . . . |  omBNo 15450047
. (Form 990 or 990-EZ) Public Charity Status and Public Support
. Complete if the organization is a section 501(c)(3) organization or a section 2@ 1 4
4947(a)(1) nonexempt charitable trust.

Department of the Treasury » Attach to Form 990 or Form 990-EZ. Open to Public
Internal Revenue Service »  Information about Schedule A (Form 990 or 990-EZ) and its instructions is at www.irs.gov/form990. Inspection
Name of the organization Employer identification number
Care Code, Inc. 26-1886314

Reason for Public Charity Status (All organizations must complete this part.) See instructions.
The organization is not a private foundation because it is: (For ines 1 through 11, check only one box.)
1 A church, convention of churches, or association of churches described in section 170(b)(1)(A)(i).

2 D A school described in section 170(b)(1)(A)(ii). (Attach Schedule E.)
3 [:l A hospital or a cooperative hospital service organization described in section 170(b)(1)(A)(iii).
4

[:I A medical research organization operated in conjunction with a hospital described 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 unit described in
section 170(b)(1)(A)(iv). (Complete Part Il.)

[j 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.)

I:I A community trust described in section 170(b)(1)(A)(vi). (Complete Part I1.)

D 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 lll.)

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

11 I:] 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 in lines 11a through 11d that describes the type of supporting organization and complete lines 11e, 11f, and 11g.

a l:] Type I. A supporting organization operated, supervised, or controlled by its supported organization(s), typically by giving
the supported organization(s) the power to regularly appoint or elect a majority of the directors or trustees of the supporting
organization. You must complete Part IV, Sections A and B.

b D Type Il. A supporting organization supervised or controlled in connection with its supported organization(s), by having
control or management of the supporting organization vested in the same persons that control or manage the supported
organization(s). You must complete Part IV, Sections A and C.

c D Type il functionally integrated. A supporting organization operated in connection with, and functionally integrated with,
its supported organization(s) (see instructions). You must complete Part IV, Sections A, D, and E.

d D Type Il non-functionally integrated. A supporting organization operated in connection with its supported organization(s)
that is not functionally integrated. The organization generally must satisfy a distribution requirement and an attentiveness
requirement (see instructions). You must complete Part IV, Sections A and D, and Part V.

e r_—l Check this box if the organization received a written determination from the IRS that it is a Type I, Type I, Type llI
functionally integrated, or Type Il non-functionally integrated supporting organization.

n

~N o

o o

f Enter the number of supported organizations . . . . Coe e e e e e :I
Provide the following information about the supported organlzatlon(s)
(i) Name of supported organization () EIN (iif) Type of organization | (iv) Is the organization | {v) Amount of monetary (vi) Amount of
(described on lines 1-9 | hsted in your governing support (see other support (see
above or IRC section document? instructions) instructions)
(see instructions))
Yes No

(A)
(B)
©)
(D)
(E)
Total k3 0 0
For Paperwork Reduction Act Notice, see the Instructions for Schedule A (Form 990 or 990-EZ) 2014

Form 990 or 990-EZ.
HTA




Schedule A (Form 990 or 990-EZ7) 2014

Care Code, Inc.

26-1886314

Page 2

LPart Il |8

Suppert 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 | or If the organization failed to qualify under

Part lll. If the organization fails to qualify under the tests listed below, please complete Part |ll.)

Section A. Public Support

Calendar year (or fiscal year beginning in)

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

2 Tax revenues levied for the organization'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 .

Total. Add lines 1 through 3 .

H

5§ The portion of total contributions 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 line 5 from line 4 |.

>

(a) 2010

(b) 2011

(c) 2012

(d) 2013

(e) 2014

(f) Total

i,

b

e

Section B. Total Support

Calendar year (or fiscal year beginning in)

7 Amounts from ine 4 . .

8 Gross income from interest, dw:dends
payments received on securities loans,
rents, royalties and income from similar
sources

9 Net income from unrelated business
activities, whether or not the business 1s
regularly carried on

10 Other income Do not include gain or

loss from the sale of capital assets
(Explain in Part V1)

11 Total support. Add lines 7 through 10 .

12 Gross receipts from related activities, etc. (see instructions)

»

(a) 2010

(b) 2011

(c) 2012

(d) 2013

(e) 2014

(f) Total

12 |

13 First five years. If the Form 990 is for the organization's first, second, third, fourth or f ﬂh tax year as a section 501(c)(3)
organization, check this box and stop here . .

>

Section C. Computation of Public Support Percentage

14 Public support percentage for 2014 (line 6, column (f) divided by ine 11, column (f)) .
15 Public support percentage from 2013 Schedule A, Part Il, ine 14

14

0 00%

15

0.00%

16a 33 1/3% support test—2014. If the organization did not check the box on line 13, and line 14 1s 33 1/3% or more, check this box

and stop here. The organization qualifies as a publicly supported organization

b 33 1/3% support test—2013. If the organization did not check a box on line 13 or 16a, and line 15 1s 33 1/3% or more, check this

box and stop here. The organization qualifies as a publicly supported organization .

17a 10%-facts-and-circumstances test—2014. If the organization did not check a box on fine 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 VI how the organization meets the "facts-and-circumstances"” test The organization qualifies as a publicly supported

organtzation .

b 10%-facts-and-circumstances test—2013. If the organization did not check a box on line 13, 16a, 16b, or 17a, and line
15 is 10% or more, and if the organization meets the "facts-and-circumstances" test, check this box and stop here. Explain in
Part VI how the organization meets the "facts-and-circumstances" test The organization qualifies as a publicly

supported organization .

18 Private foundation. If the organization did not check a box on line 13, 16a, 16b, 17a, or 17b, check this box and see

instructtons

>
»[

»[

>
>

Schedule A (Form 990 or 990-EZ) 2014



Schedule A (Form 990 or 990-EZ) 2014 Care Code, Inc . 26-1886314 Page 3
. Support Schedule for Organizations Described in Section 509(a)(2)
(Complete only if you checked the box on line 9 of Part | or if the organization failed to qualify under Part II.
. If the organization fails to qualify under the tests listed below, please complete Part 1l.)
Section A. Public Support

Calendar year (or fiscal year beginningin) M  (a) 2010 (b) 2011 (c) 2012 (d) 2013 (e) 2014 (f) Total
1 Gifts, grants, contnbutions, and membership fees
received (Do not include any “unusual grants ") 0

2 Gross recelpts from admissions, merchandise
sold or services performed, or facilities
furmished in any activity that is related to the
organization's tax-exempt purpose . . 0

3 Gross receipts from activities that are not an
unrelated trade or business under section 513 . . 0

4 Tax revenues levied for the organization's
benefit and either paid to or expended on
its behalf . . . . 0

5 The value of services or facnlltles
furnished by a governmenta! unit to the

| organization without charge . 0
| 6 Total. Add lines 1 through5. . . . 0 0 0 0 0 0
‘ 7a Amounts included on lines 1, 2, and 3
| received from disqualified persons . . . 0
\ 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 forthe year . . . . 0
! ¢ Addlines7aand7b. . . . 0 0 0 0 0 0
| 8 Public support (Subtract line 7c from b ~ »% o ; i . § J| S
ine 6). I R TR IR 0
Section B. Total Support
Calendar year (or fiscal year beginning in) »  (a) 2010 (b) 2011 {c) 2012 (d) 2013 (e) 2014 {f) Total

9 Amounts fromlne 6. . . 0 0 0 0 0 0
10a Gross income from interest, dividends,
‘ payments received on secunties loans,
{ rents, royalties and income from similar sources 0
‘ b Unrelated business taxable income (less
| section 511 taxes) from businesses
| acquired after June 30, 1975 0

¢ Add lnes 10aand 10b. . . . . 0 0 0 0 0] 0
11 Net income from unrelated busmess
activities not included in line 10b, whether
or not the business 1s regularly carried on . 0
12 Other income Do not include gain or
loss from the sale of capital assets

(Explain in Part VI ) . . 0
| 13 Total support. (Add lines 9, 10c, 11,
| and12) . . . . 0 0 0 0 0 0
14 First five years. If the Form 990 1S for the organlzatlon s first, second, third, fourth, or fifth tax year as a section 501(c)(3)
organization, check this box and stop here . . . . e R . . . > E
Section C. Computation of Public Support Percentage
16 Public support percentage for 2014 (line 8, column (f) divided by line 13, column (f)) . R 15 0 00%
16 Public support percentage from 2013 Schedule A, Part lll, ine 15 . .. . . .. 16 0.00%
‘ Section D. Computation of Investment Income Percentage
i 17  Investment Income percentage for 2014 (line 10c, column (f) divided by line 13, column (f)) . . . 17 0.00%
i 18 Investment income percentage from 2013 Schedule A, Part lll, ine 17 . . . . . 18 0.00%
19a 33 1/3% support tests—2014. If the organization did not check the box on line 14, and I|ne 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 qualifies as a publicly supported organization . . > |:
b 33 1/3% support tests—2013. If the organization did not check a box on line 14 or ine 19a, and line 16 1s more than 33 1/3%, and
| line 18 1s not more than 33 1/3%, check this box and stop here. The organization qualifies as a publicly supported organization . . | 4 E
1 20 Private foundation. If the organization did not check a box on hine 14, 19a, or 19b, check this box and see instructions . . .. P [:

| Schedule A (Form 990 or 990-EZ) 2014




Schedule A (Form 990 or 990-E2) 2014 Care Code, Inc. 26-1886314

Page 4

Supporting Organizations

(Complete only if you checked a box on line 11 of Part . If you checked 11a of Part |, complete Sections A
and B. If you checked 11b of Part |, complete Sections A and C. If you checked 11c of Part |, complete
Sections A, D, and E. If you checked 11d of Part I, complete Sections A and D, and complete Part V.)

Section A. All Supporting Organizations

No

1 Are all of the organization's supported organizations listed by name in the organization's governing 2, "2
documents? If "No, " describe in Part VI how the supported organizations are designated. If designated by i
class or purpose, describe the designation. If historic and continuing relationship, explain 1
2 Dud the organization have any supported organization that does not have an IRS determination of status 7‘ : 5
under section 509(a)(1) or (2)? If "Yes, " explain in Part VI how the organization determined that the supported | 5
organization was described in section 509(a)(1) or (2). 2
3a Did the organization have a supported organization described in section 501(c)(4), (5), or (6)? If "Yes," answer |55 2
(b) and (c) below. - 3a
b Did the organization confirm that each supported organization qualified under section 501(c)(4), (5), or (6) and "%é%‘* #
satisfied the public support tests under section 509(a)(2)? If "Yes, " describe in Part VI when and how the X o
organization made the determination. 3b
¢ Dud the organization ensure that all support to such organizations was used exclusively for section 170(c)(2) sl g
(B) purposes? If "Yes, " explain in Part VI what controls the organization put in place to ensure such use. 3c
4a Woas any supported organization not organized in the United States ("foreign supported organization")? If iy |
"Yes" and if you checked 11a or 11b in Part I, answer (b) and (c) below. 4a
b Did the organization have ultimate control and discretion in deciding whether to make grants to the foreign gy L
supported organization? /f "Yes, " describe in Part VI how the organization had such control and discretion JINE E
despite being controlled or supervised by or in connection with its supported organizations. 4b
¢ Did the organization support any foreign supported organization that does not have an IRS determination S
under sections 501(c)(3) and 508(a)(1) or (2)? If "Yes, " explain in Part VI what controls the organization used |.'-*% Toa,
to ensure that all support to the foreign supported organization was used exclusively for section 170(c)(2)(B) -
purposes.
5a Did the organization add, substitute, or remove any supported organizations during the tax year? If "Yes, " C0 1
answer (b) and (c) below (if applicable). Also, provide detail in Part VI, including (i) the names and EIN 1 k.
numbers of the supported organizations added, substituted, or removed, (i) the reasons for each such action, e | e %;%3;{2;
(ni) the authonity under the organization's organizing document authorizing such action, and (iv) how the action 14 o
was accomplished (such as by amendment to the organizing document). 5a
b Type l or Type |l only. Was any added or substituted supported organization part of a class already e §
designated in the organization's organizing document? 5b
¢ Substitutions only. Was the substitution the result of an event beyond the organization's control? 5¢c
6 Did the organization provide support (whether in the form of grants or the provision of services or facilities) to ,?@} ™
| anyone other than (a) its supported organizations; (b) individuals that are part of the charitable class J:
| benefited by one or more of its supported organizations; or (c) other supporting organizations that also §;~§‘: S
| support or benefit one or more of the filing organization's supported organizations? If "Yes, " provide detail in % 1 .
| Part Vi. 6
| 7 Did the organization provide a grant, loan, compensation, or other similar payment to a substantial R 5
contributor (defined in IRC 4958(c)(3)(C)), a family member of a substantial contributor, or a 35-percent e
controlled entity with regard to a substantial contributor? If "Yes, " complete Part | of Schedule L (Form 990). 7
8 Did the organization make a loan to a disqualfied person (as defined in section 4958) not described in line 77 | "%%
If "Yes, " complete Part | of Schedule L (Form 990). 8
9a Was the organization controlled directly or indirectly at any time during the tax year by one or more
disqualified persons as defined in section 4946 (other than foundation managers and organizations described s
‘ in section 509(a)(1) or (2))? If "Yes, " provide detail in Part VI. 9a
| b Did one or more disqualified persons (as defined in line 9(a)) hold a controlling interest in any entity in which e |
: the supporting organization had an interest? If "Yes, " provide detail in Part VI. 9b
} ¢ Did a disqualified person (as defined in line 9(a)) have an ownership interest in, or derive any personal benefit |{»f . |75 |~ ]
from, assets in which the supporting organization also had an interest? If "Yes, " provide detail in Part VI. 9c
10a Was the organization subject to the excess business holdings rules of IRC 4943 because of IRC 4943(f) *L@g ;}“\‘{Za <
(regarding certain Type |l supporting organizations, and all Type 1ll non-functionally integrated supporting RMERALS
organizations)? If "Yes, " answer (b) below. 10a
b Did the organization have any excess business holdings in the tax year? (Use Schedule C, Form 4720, to s 3
determine whether the organization had excess business holdings.) 10b

Schedule A (Form 990 or 990-EZ) 2014
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Page 5
Supporting Organizations (continued)
Yes| No

Has the organization accepted a gift or contribution from any of the following persons?

A person who directly or indirectly controls, either alone or together with persons described in (b) and (c)
below, the governing body of a supported organization?

A family member of a person described in (a) above?

A 35% controlled entity of a person described in (a) or (b) above? /f "Yes" to a, b, or ¢, provide detail in Part VI.

11a

11b

11c

Section B. Type | Supporting Organizations

1

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

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

Yes

No

Section C. Type Il Supporting Organizations

1

Were a majority of the organization's directors or trustees during the tax year also a majority of the directors
or trustees of each of the organization's supported organization(s)? /f "No, " descnbe in Part VI how control
or management of the supporting organization was vested in the same persons that controlled or managed
the supported organization(s).

Yes

No

Section D. All Type lll Supporting Organizations

1

Did the organization provide to each of its supported organizations, by the last day of the fifth month of the
organization’s tax year, (1) a written notice describing the type and amount of support provided during the prior tax
year, (2) a copy of the Form 990 that was most recently filed as of the date of notfication, and (3) copies of the
organization's governing documents in effect on the date of notification, to the extent not previously provided?
Were any of the organization's officers, directors, or trustees either (1) appointed or elected by the supported
organization(s) or (ii} serving on the governing body of a supported organization? /f "No, " explain in Part VI how
the organization maintained a close and continuous working relationship with the supported organization(s)

By reason of the relationship described in (2), did the organization's supported organizations have a

significant voice in the organization's investment policies and in directing the use of the organization's

income or assets at all times during the tax year? If "Yes, " describe in Part VI the role the organization's
supported organizations played in this regard.

Yes

No

e

s
~

pre

3

Section E. Type lll Functionally-Integrated Supporting Organizations

1
a

Check the box next to the method that the organization used to satisfy the Integral Part Test during the year ( see instructions )

[] The organization satisfied the Activities Test. Complete line 2 below.
[:l The organization 1s the parent of each of its supported organizations. Complete line 3 below.

[:] The organization supported a governmental entity. Describe in Part VI how you supported a govemment entity (see instructions)

Activities Test. Answer (a) and (b) below.

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

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

Parent of Supported Organizations. Answer (a) and (b) below.

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

Did the organization exercise a substantial degree of direction over the policies, programs, and activities of each
of its supported organizations? If "Yes, " describe in_Part VI the role played by the organization in this regard.

Yes

No

2a

2b

3a

3b

Schedule A (Form 990 or 990-EZ) 2014
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Type lll Non-Functionally Integrated 509(a)(3) Supporting Organizations

1 E] Check here if the organization satisfied the Integral Part Test as a qualifying trust on Nov. 20, 1970. See instructions. All
other Type lll non-functionally integrated supporting organizations must complete Sections A through E.

Section A - Adjusted Net Income (A) Prior Year ®) Curfent Year
(optional)
1 Net short-term capital gain 1
2 Recoveries of prior-year distributions 2
3 Other gross income (see instructions) 3
4 Add lines 1 through 3 4 0 0
5 Depreciation and depletion 5
6 Portion of operating expenses paid or incurred for production or
collection of gross income or for management, conservation, or
maintenance of property held for production of income (see instructions) 6
7 Other expenses (see instructions) 7
8 Adjusted Net Income (subtract lines 5, 6 and 7 from line 4) 8 0 0
Section B - Minimum Asset Amount (A) Prior Year ®) Cun.'ent Year
(optional)
1 Aggregate fair market value of all non-exempt-use assets (see “ |
instructions for short tax year or assets held for part of year): - Lo |
a Average monthly value of securities 1a
b Average monthly cash balances 1b
¢ Fair market value of other non-exempt-use assets 1c
d Total (add lines 1a, 1b, and 1¢) 1d 0
e Discount claimed for blockage or other ) ,
factors (explain in detail in Part VI) Sk R : b,
2 Acquisition indebtedness applicable to hon-exempt-use assets 2
3 Subtract line 2 from line 1d 3 0 0
4 Cash deemed held for exempt use. Enter 1-1/2% of line 3 (for greater amount,
see instructions). 4 0 0
5 Net value of non-exempt-use assets (subtract line 4 from line 3) 5 0 0
6 Multiply line 5 by .035 6 0 0
7 Recoveries of prior-year distributions 7 0 0
8 Minimum Asset Amount (add line 7 to line 6) 8 0 0
5 W PR SN T
Section C - Distributable Amount %% : ka . Current Year
1 Adjusted net income for prior year (from Section A, line 8, Column A) 1 0
2 Enter 85% of line 1 2 0
3 Minimum asset amount for prior year (from Section B, line 8, Column A) 3 i 0
4 Enter greater of line 2 or line 3 4 . 0
5 Income tax imposed in prior year 5
6 Distributable Amount. Subtract line 5 from line 4, unless subject to )
emergency temporary reduction (see instructions} 6 0
7 [] Check here if the current year is the organization's first as a non-functionally-integrated Type Il supporting organization (see

instructions)

Schedule A (Form 990 or 990-EZ) 2014



Schedule A (Form 990 or 990-EZ) 2014 Care Code, Inc. 26-1886314 Page 7
Type Il Non-Functionally Integrated 509(a)(3) Supporting Organizations (continued)
Section D - Distributions Current Year
1 _Amounts paid to supported organizations to accomplish exempt purposes
2 Amounts paid to perform activity that directly furthers exempt purposes of supported
organizations, in excess of income from activity
3 _Administrative expenses paid to accomplish exempt purposes of supported organizations
4 Amounts paid to acquire exempt-use assets
5 Qualified set-aside amounts (prior IRS approval required)
6
7
8

Other distributions (describe in Part VI). See instructions.
Total annual distributions. Add lines 1 through 6. 0
Distributions to attentive supported organizations to which the organization is responsive
(provide details in Part VI). See instructions.

9 Distributable amount for 2014 from Section C, line 6 0
10 Line 8 amount divided by Line 9 amount 0000
(i) (ii) (iii)

Excess Distributions Underdistributions Distributable
Pre-2014 Amount for 2014

Section E - Distribution Allocations (see instructions)

1 Distnibutable amount for 2014 from Section C, line 6
Underdistributions, if any, for years prior to 2014
(reasonable cause required-see instructions)

Excess dlstrlbutrons carryover |f any, to 2014-
v

=)

N

w

s i

=

. vl
i f;;«“@g‘?‘ggg’& %i
i %!

vzpn:,

B poed Rl
NS

N
s

3 §
T
e

i

@%%i%‘%

31
B

i |

From 201 3.

Total of lines 3a through e

Applied to underdistributions of prior years

Applied to 2014 distributable amount

Carryover from 2009 not applied (see instructions)
Remainder. Subtract lines 3g, 3h, and 3i from 3f.

b = [T RQ | [ [ ]|O |T D

F -

Distributions for 2014 from Section
D, line 7: $
a Applied to underdistributions of prior years

o

Applied to 2014 distributable amount

¢ Remainder Subtract ines 4a and 4b from 4
5 Remaining underdistributions for years prior to 2014, if
any. Subtract lines 3g and 4a from line 2 (if amount
greater than zero, see instructions).

6 Remaining underdistributions for 2014 Subtract lines 3h
and 4b from hine 1 (if amount greater than zero, see

Soadiie

e B e
gy Y
E¥

instructions). . S # L 0
7  Excess distributions carryover to 2015. Add lines 3j ¥ EENAS L
and 4c. ol - . ¢ }
8  Breakdown of line 7: © o ¢ :
aj ¢ < ' : -
b i “ o . s A
c | -
d _Excess from 2013 . .. 0
e Excess from2014 . . . . 0

Schedule A (Form 990 or 990-EZ) 2014
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LRl Supplemental Information. Provide the explanations required by Part Il, line 10; Part Il, ine 17a or 17b, and
Part lll, line 12. Also complete this part for any additional information. (See instructions).
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SCHEDULEH :
(Form 990) Hospitals
’ » Complete if the organization answered "Yes" to Form 990, Part IV, question 20.
Depanmem‘of the Treasury » Attach to Form 990. Open to Public
Intemal Revenue Service ® Information about Schedule H (Form 990) and its instructions is at www.irs.gov/orm990. Inspection
Name of the organization Employer identification number
Care Code, Inc. 26-1886314
EZETE  Financial Assistance and Certain Other Community Benefits at Cost
Yes | No
1a Did the organization have a financial assistance policy during the tax year? If "No," skip to question 6a . 1a
b If "Yes," was it a written policy? . 1b
2 If the organization had multiple hospital faculltles lndlcate Wthh of the foIIowmg best descrlbes appllcatlon
of the financial assistance policy to its various hospital facilities during the tax year.
I:I Applied uniformly to all hospital facilities r_—l Applied uniformly to most hospital facilities
D Generally tailored to individual hospital facilities
3 Answer the following based on the financial assistance eligibility criteria that applied to the largest number
of the organization's patients during the tax year. :
a Did the organization use Federal Poverty Guidelines (FPG) as a factor in determining eligibility for providing
free care? If "Yes," indicate which of the following was the FPG family income limit for eligibility for free care:
] 100% (] 150% [] 200%  [] other % 5 i
b Did the organization use FPG as a factor in determining eligibillty for providing discounted care? If "Yes," T N j
indicate which of the following was the family income limit for eligibility for discounted care: .
[J200% []250% []300% [ ] 350% 400%  [_] Other %
¢ If the organization used factors other than FPG in determining eligibility, describe in Part VI the criteria
used for determining eligibility for free or discounted care. Include in the description whether the
organization used an asset test or other threshold, regardless of income, as a factor in determining o
eligibility for free or discounted care. .
4 Did the organization's financial assistance policy that applied to the largest number of its patients during . Tl
the tax year provide for free or discounted care to the "medically indigent"? . 4
Sa Did the organization budget amounts for free or discounted care provided under its financtal assistance pohcy dunng the tax yeal’? 5a
b If "Yes," did the organization's financial assistance 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 Did the organization prepare a community benefit report during the tax year? . 6a
b If"Yes," did the organization make It available to the public? . 6b
Complete the following table using the worksheets provided in the Schedule H |nstruct|ons Do not B 3? .
submit these worksheets with the Schedule H. s
7 __ Financial Assistance and Certain Other Community Benefits at Cost
Financial Assistance and (a) Number of (b) Persons (c) Total community | (d) Direct offsetting (e) Net community (f) Percent
Means-Tested Government Programs o ar:‘r:’;"? :;nal) (:[m) benefit expense revenue benefit expense e‘)’(f ‘:::'e
a Financial Assistance at cost
(from Worksheet 1) 0 0 0 0.00%
b Medicaid (from Worksheet 3, column a) 0 0 0 0.00%
C Costs of other means-tested
government programs (from
Worksheet 3, column b) 0 0 0 0 00%
d  Total Financial Assistance and
Means-Tested Government Programs 0 0 0 0 0 0 00%
Other Benefits
€ Community health improvement
services and community benefit
operations (from Worksheet 4) 0 0 0 0.00%
f Health professions education
(from Worksheet 5) 0 0 0 0 00%
g Subsidized health services (from
Worksheet 6) 0 0 0 0 00%
h Research (from Worksheet 7) 0 0 0 0.00%
i Cash and in-kind contributions
for community benefit (from
Worksheet 8) 0 0 0 0 00%
j Total. Other Benefits 0 0 0 0 0 0 00%
k _Total. Add lines 7d and 7) 0 (V] 0 0 0 0.00%
For Paperwork Reduction Act Notice, see the Instructions for Form 990. Schedule H (Form 990) 2014
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* Care Code, Inc.
Schedule H (Form 990) 2014

ISl  Community Building Activities Complete this table if the organization conducted any community building

activities during the tax year, and describe in Part VI how its community building activities promoted the
health of the communities it serves.

26-1886314
Page 2

(a) Number of | (b) Persons (c) Total community (d) Direct offsetting (e) Net community (f) Percent of
activibies or served building expense revenue bullding expense total expense
programs (optional)
{optional)
1 Physical improvements and housing 0 0.00%
2 Economic development 0 0.00%
3 Community support 0 0 00%
4 Environmental improvements 0 0 00%
5 Leadership development and training
for community members 0 0 00%
6 Coalition building 0 0.00%
7 Community health improvement advocacy 0 0 00%
8  Workforce development 0 0 00%
| 9 Other 0 0 00%
| Total 0 0 0 0 0 000%
Bad Debt, Medicare, & Collection Practices
Sectlon A. Bad Debt Expense Yes | No
1 Dud the organization report bad debt expense in accordance with Healthcare Financial Management Association Statement No. 15% 1
2 Enter the amount of the organization's bad debt expense. Explain in Part VI the
f methodology used by the organization to estimate this amount . . 2 P
} 3  Enter the estimated amount of the organization's bad debt expense attrlbutable to
| patients eligible under the organization's financial assistance policy. Explain in Part VI
i the methodology used by the organization to estimate this amount and the rationale, if 8 P
i any, for including this portion of bad debt as community benefit. . 3 ‘ 5
| 4  Provide in Part VI the text of the footnote to the organization's financial statements that descnbes bad debt T e,
f expense or the page number on which this footnote is contained in the attached financial statements. P ' . v@é
Section B. Medicare
5  Enter total revenue received from Medicare (including DSH and IME) . 5
‘ 6 Enter Medicare allowable costs of care relating to payments on line 5 . 6 0. . y;% 9
| 7  Subtract line 6 from line 5. This is the surplus (or shortfall) . .. 7 of %;‘
: 8 Describe in Part VI the extent to which any shortfall reported in ine 7 should be treated as community i ;
benefit. Also describe 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: &
Cost accounting system Cost to charge ratio |___| Other -
| Section C. Collection Practices
: 9a Did the organization have a written debt collection policy during the tax year? . 9a
b if“Yes," did the organization's collection policy that applied to the largest number of its patients during the tax year contaln provisions
on the collection practices to be followed for patients who are known to qualify for financial assistance? Descnbe in Part VI, . . . 9b

Management Compan ies and Joint Ventures (owned 10% or more by officers, directors, trustees, key employees, and physicians—see instructions)

(a) Name of entity

(b) Descnption of pnmary
activity of entity

{c) Organization's
profit % or stock
ownership %

(d) Officers, directors,
trustees, or key
employees' profit %
or stock ownership %

(e) Physicians'
profit % or stock
ownership %

R [N[D || [|W[N =

-
o

-
-

-
N

-
w
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IZIAYA Facility Information
Section A Hospttal Facilities ] g 218|192 m| @
(st in order of size, from largest to smallest—see Instructions) 2 8 s S 2 2 '§ a
M = = 3 - 1 =
How many hospital facilities did the organization operate ;; 3 g = § S g e
during the tax year? 0 8 g § § @ g a
=% = = = Ed =
o o o <

Name, address, primary website address, and state license number ; - g Facility
(and If a group return, the name and EIN of the subordinate hospital =] 8 reporting
organization that operates the hospital facility) g Other (descnbe) group

1

2

3

4

5

6

7

8

9

10

Schedule H (Form 990) 2014
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Page 4

Facility Information (continued)

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

Name of hospital facility or letter of facility reporting group

Line number of hospital facility, or line numbers of hospital

facilities in a facility reporting group (from Part V, Section A):

Yes

No

Community Health Needs Assessment

1

2

3

6

1

12

Was the hospital facility first licensed, registered, or similarly recognized by a State as a hospital facillty in the
current tax year or the immediately preceding tax year? . .

Was the hospital facility acquired or placed into service as a tax-exempt hospltal in the current tax year or

the immediately preceding tax year? If "Yes," provide details of the acquisition in Section C . .
During the tax year or either of the two immediately preceding tax years, did the hospital facility conduct a
community health needs assessment (CHNA)? If "No," skip to line 12 . C e e e

If "Yes," indicate what the CHNA report describes (check all that apply):
a |:] A definition of the community served by the hospital facility
b D Demographics of the community

c |:| Existing health care facilities and resources within the community that are available to respond to
the health needs of the community
d I:] How data was obtained

e |:] The significant health needs of the community

f D Primary and chronic disease needs and other health issues of uninsured persons, low-income
persons, and minonty groups

g E] The process for identifying and prioritizing community health needs and services to meet the
community health needs

h D The process for consulting with persons representing the community's interests
i |:| Information gaps that limit the hospital facility's ability to assess the community's health needs
j D Other (describe in Section C)

Indicate the tax year the hospital facility last conducted a CHNA: 20__

In conducting its most recent CHNA, did the hospital facility take into account input from persons who represent
the broad interests of the community served by the hospital facility, including those with special knowledge of or
expertise in public health? If "Yes," describe in Section C how the hospital facility took into account input from
persons who represent the community, and identify the persons the hospitat facility consulted .

a Was the hospital facility's CHNA conducted with one or more other hospltal facihties? If "Yes," list the other
hospital facihties in Section C .

b Was the hospital facility's CHNA conducted wrth one or more organrzatrons other than hosprtal faculrtres'?
If "Yes," list the other organizations in Section C .

Did the hospital facility make its CHNA report widely avallable to the publlc?
If "Yes," indicate how the CHNA report was made widely available (check all that apply)

a |:] Hospital facility's website (list url):

6a

6b

b D Other website (list url):

c D Made a paper copy available for public inspection without charge at the hospital facility
d l___] Other (describe in Section C)

Did the hospital faciity adopt an implementation strategy to meet the significant community health needs
identified through its most recently conducted CHNA? If "No," skip to line 11 .

Indicate the tax year the hospital facility last adopted an implementation strategy: 20
Is the hospital facility's most recently adopted implementation strategy posted on a website? .
If "Yes," (list url):

10

b If "No," is the hospital facility's most recently adopted implementation strategy attached to this return?
Describe in Section C how the hospital facility is addressing the significant needs identified in its most
recently conducted CHNA and any such needs that are not being addressed together with the reasons why
such needs are not being addressed

a Did the organization incur an excise tax under section 4959 for the hospital facillty's failure to conduct a
CHNA as required by section 501(r}(3)? .

b If"Yes" to line 12a, did the organization file Form 4720 to report the sectlon 4959 excise tax’7

c If"Yes" to line 12b, what is the total amount of section 4959 excise tax the organization reported on Form
4720 for all of its hospital facilities? $

100

12a

12b

Schedule H (Form 990) 2014




Schedule H (Form 990) 2014 Care Code, Inc. 26-1886314 Page 5
Facility Information (continued)
Financial Assistance Policy
Name of hospital facility or letter of facility reporting grour
Yes | No

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

—— = d

13 Explained eligibility criteria for financial assistance, and whether such assistance included free or discounted care? 13
If "Yes," indicate the eligibility criteria explained in the FAP:
a I:] Federal poverty guidelines (FPG), with FPG family income limit for eligibility for free care of 0.00 %
and FPG family income limit for eligibility for discounted care of 000 %
b |:] Income level other than FPG (describe in Section C)
c [:] Asset level
d D Medical indigency
e E] Insurance status ,
f [:] Underinsurance status [
g [] Residency i
h [:] Other (describe in Section C) j
14  Explained the basis for calculating amounts charged to patients? . 14
15 Explained the method for applying for financial assistance? . 15
If “Yes," indicate how the hospital facility's FAP or FAP application form (mcludlng accompanylng [
instructions) explained the method for applying for financial assistance (check all that apply): i
a |:| Described the information the hospital facility may require an individual to provide as part of his or
her application
b D Described the supporting documentation the hospital facility may require an individual to submit as
part of his or her application
c [:] Provided the contact information of hospital facility staff who can provide an individual with information |-+
about the FAP and FAP application process
d D Provided the contact information of nonprofit organizations or government agencies that may be
sources of assistance with FAP applications !
e E] Other (describe in Section C) J
16  Included measures to publicize the policy within the community served by the hospital facility? . 6 |
If "Yes," indicate how the hospital facility publicized the policy (check all that apply):
a [:I The FAP was widely available on a website (list url):
b [:] The FAP application form was widely available on a website (list url): |
c [:] A plain language summary of the FAP was widely available on a website (list url): i
d |:| The FAP was available upon request and without charge (in public locations in the hospital facility g
and by mail) !
e D The FAP application form was available upon request and without charge (in public locations in the ’
hospital facility and by mail)
f |:] A plain language summary of the FAP was available upon request and without charge (in public
locations in the hospital facility and by mail)
g E] Notice of availability of the FAP was conspicuously displayed throughout the hospital facility |
h [:’ Notified members of the community who are most likely to require financial assistance about :
availability of the FAP
[:l Other (describe in Section C) -
Billing and Collections
17  Did the hospital facility have in place during the tax year a separate billing and collections policy, or a
written financial assistance policy (FAP) that explained all of the actions the hospital facility or other
authorized party may take upon non-payment? . .. e e e e e e 17
18  Check all of the following actions against an individual that were permltted under the hospital facility's

policies during the tax year before making reasonable efforts to determine the individual's eligibility
under the facllity's FAP:

a [:] Reporting to credit agency(ies)

b l___| Selling an individual's debt to another party

c [:] Actions that require a legal or judicial process

d I__—I Other similar actions (describe in Section C)

e D None of these actions or other similar actions were permitted

Schedule H (Form 990) 2014
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Facility Information (continued)

Name of hospital facility or letter of facility reporting groug,

19  Did the hospital facility or other authorized party perform any of the following actions during the tax year
before making reasonable efforts to determine the individual's eligibility under the facility's FAP? .

If "Yes," check all actions in which the hospital facility or a third party engaged:
a [:] Reporting to credit agency(ies)
b [:] Selling an individual's debt to another party
c D Actions that require a legal or judicial process
d [:] Other similar actions (describe in Section C)

Yes

No

19

20 Indicate which efforts the hospital facility or other authorized party made before initiating any of the actions listed (whether or

not checked) in ine 19 (check all that apply):
a I:] Notified individuals of the financial assistance policy on admission
b E] Notified individuals of the financial assistance policy prior to discharge

¢ [_] Notified individuals of the financial assistance policy in communications with the individuals regarding the individuals' bills
d |:| Documented its determination of whether individuals were eligible for financial assistance under the hospital facility's

financial assistance policy
e |:| Other (describe in Section C)
f [_] None of these efforts were made

Policy Relating to Emergency Medical Care

21 Did the hospital facility have in place during the tax year a written policy relating to emergency medical care
that required the hospital facility to provide, without discrimination, care for emergency medical conditions to

If "No," indicate why:
a |:] The hospital facility did not provide care for any emergency medical conditions
b |:| The hospital facility's policy was not in writing
c |:| The hospital facility limited who was eligible to receive care for emergency medical conditions
(describe in Section C)

d D Other (describe in Section C)

21

v
e
Eail
<

Charges to Individuals Eligible for Assistance Under the FAP (FAP-Eligible Individuals)

22 Indicate how the hospital facility determined, during the tax year, the maximum amounts that can be
charged to FAP-eligible individuals for emergency or other medically necessary care.

a D The hospital facility used its lowest negotiated commercial insurance rate when calculating the
maximum amounts that can be charged

b [:I The hospital facility used the average of its three lowest negotiated commercial insurance rates
when calculating the maximum amounts that can be charged

c D The hospital facility used the Medicare rates when calculating the maximum amounts that can be
charged

d E] Other (describe in Section C)

23  During the tax year, did the hospital facility charge any FAP-eligible individual to whom the hospital facility
provided emergency or other medically necessary services more than the amounts generally billed to
individuals who had insurance covering such care? .

If "Yes," explain in Section C.

24  During the tax year, did the hospital facility charge any FAP-eligible individual an amount equal to the
gross charge for any service provided to that individual? .

If "Yes," explain in Section C.

23

24

Schedule H (Form 990) 2014
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Facility Information (continued)

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

Schedule H (Form 990) 2014
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Facility Information (continued)

Section D. Other Health Care Facilities That Are Not Licensed, Registered, or Similarly Recognized as a Hospital Facility
(st in order of size, from largest to smallest)

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

Name and address Type of Facility (describe)

1

10

Schedule H (Form 990) 2014
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Supplemental Information

Provide the following information.

1

2

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

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

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

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

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

Affiliated health care system. If the organization is part of an affiliated health care system, describe the respective roles of
the organization and its affiliates in promoting the health of the communities served

State filing of community benefit report. If applicable, identify all states with which the organization, or a related
organization, files a community benefit report.

Schedule H (Form 990) 2014




SCHEDULE L Transactions With Interested Persons | _om8 No 1545 0047

(Form ?90 or990-EZ) |, complete if the organization answered "Yes" on Form 990, Part IV, line 25a, 25b, 26, 27, 2@1 4
28a, 28b, or 28c, or Form 990-EZ, Part V, line 38a or 40b.

Department of the Treasury » Attach to Form 990 or Form 990-EZ. Open To Public
Intemal Revenue Service P Information about Schedule L (Form 990 or 990-EZ) and its instructions Is at www.irs.gov/form990. Inspection
Name of the organization Employer identification number

Care Code, Inc. 26-1886314

Excess Benefit Transactions (section 501(c)(3), section 501(c)(4), and 501(c)(29) organizations only).
Complete If the organization answered "Yes" on Form 990, Part IV, line 25a or 25b, or Form 990-EZ, Part V, line 40b.

(b) Relatronship between disqualified person and {d) Corrected?

organization (c) Descnption of transaction Yes | No

1 (a) Name of disqualified person

(1)
(2)
(3)
(4)
(5)
(6)

2 Enter the amount of tax incurred by the organization managers or disqualified persons during the year

under section 4958

3  Enter the amount of tax, if any, on line 2, above, reimbursed by the organization .

.» %
.» 3

Part Il Loans to and/or From Interested Persons.
Complete if the organization answered "Yes" on Form 990-EZ, Part V, line 38a or Form 990, Part IV, line 26; or if the
organization reported an amount on Form 990, Part X, line 5, 6, or 22.

(a) Name of interested person (b) Relationship (c) Purpose (d) Loan to or (e) Onginal (f) Balance due I(g) In default?] (h) Approved| (i) Wntten
with organization of loan from the pnncipal amount by board or | agreement?
organization? committee?

To From Yes | No | Yes | No | Yes | No

(1) None
(2)
(3)
(4)
(5)
(6)
(7)
(8)
(9)
(10)
Total . . . . . . . . . . i ... P 8 of ~ ) (AR
Grants or Assistance Benefiting Interested Persons.
Complete If the organization answered "Yes" on Form 990, Part IV, line 27.

(a) Name of interested person (b) Relationship between interested | (¢) Amount of assistance (d) Type of assistance (e) Purpose of assistance
person and the organization

(1)
(2

‘ (3
| (4)
| (5)
_(6)
(1)
(8)
_(9)
(10)

For Paperwork Reduction Act Notice, see the Instructions for Form 990 or 990-EZ. Schedule L (Form 990 or 990-EZ) 2014
‘ HTA
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X4\ Business Transactions Involving Interested Persons.
Complete if the organization answered "Yes" on Form 990, Part IV, line 28a, 28b, or 28¢.

hd (a) Name of interested person (b) Relationship between {c) Amount of (d) Descniption of transaction {e) Shanng of
interested person and the transaction organization's
organization revenues?

Yes | No

(1)
(2)
(3)
4)
_(5)
_(6)
_{7)
(8)
(9)

10
m Supplemental Information

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

...............................................................................................................................

...............................................................................................................................

...............................................................................................................................

Schedule L (Form 990 or 990-EZ) 2014




Care Code, Inc

26-1886314

Partl Line 1 (990- EZ) Contributions, Gifts, Grants and Similar Amounts Received

1 Contributions .

Noncash contributions .

Membership dues and assessments (contnbutlons from the publlc)
Government contributions (grants) . ;

Commercial co-venture .

Special events contributions (Llne 6 - Specnal Events)

Associated organization contributions .

1

127,761

SWwdINOODUIEN

11 Total

TovoOoNOONAWON

127,761

Part |, Line 4 (990-EZ) - Investment Income

1 Interest on savings and temporary cash investments .
2 Dividends and interest from securities .

3 Gross rents . .

4 Other investment income .

5 Total

NEWON =

228

228




