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REJECTED ELECTRONIC REFTURN - 5/1To/lo

+ Form 990

Return of Organization Exempt From Income Tax
Under section 501(c), 527, or 4947(a)(1) of the Internal Revenue Code (except private foundations)

OMB No 1545-0047

2014

. ) . : . -
Deparimentof e Treasury = formation ahout Form 390 276 1 ttracions o B wwiw. . dourFarm940. O nepection ©
A For the 2014 calendar year, or tax year beginning 7/01 , 2014, and ending 6/30 » 2015
B  Check if applicable c D Employer identificat b
Address change  |Mobile Medical Care, Inc. 23-7022588
Name change 9309 01d Georgetown Road E Telephone number
Initial return BetheSda' MD 20814 301"493-2400
Final return/terminated
Amended return G Gross receipts $ 2,493,602.

F Name and address of principal officer

Same As C Above

Application pending Peter Lowet

| Taxeremptstatus  [X[501¢e)3) [ ]501¢c) ( Y=< (nsert no.)

[ Jasarayyor | [s27

J Website: > www.mobilemedicalcare.org

H(a) Is this a group return for subordinates?| | yeg X No
H(b) Are all subordinates included? Yes No

If ‘No," attach a list (see instructions)

H(c) Group exemption number

K Form of organization MCorporahon I ITvust Association

Other ™

JL Year of formaton 1968

[M State of legal domicite  MD

[Part]l [Summary

1 Briefly describe the organization's mission or most significant activities: To _improve _the _health of low-income _ _
@ people who face the greatest barriers_to_care, MobileMed provides_ 14,000 medical __
e encounters for over 5,000 patients annually. _ __ __ __ __ ____________________
} =
2| 2 Check this box = [ | 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 15
‘:’, 4 Number of independent voting members of the governing body (Part VI, line 1b) 4 15
2| 5 Total number of individuals employed in calendar year 2014 (Part V, line 2a) 5 52
Z| 6 Total number of volunteers (estimate If necessary) . 6 113
E 7a Total unrelated business revenue from Part VIIl, column (C), line 12 7a 0.
b Net unrelated business taxable income from Form 990-T, ine 34 __ o —cer— 7b 0.
Prior Year Current Year
o | 8 Contributions and grants (Part Vill, line 1h) '®) 1,327,746. 986, 620.
2| 9 Program service revenue (Part VIII, line 2g) —T . .. (8 1,496,400. 1,499,462,
% 10 Investment income (Part VIil, column (A), lin c% 4, 331 gi) 5 Q 20\8 1 122. 410.
& | 11 Other revenue (Part Vill, column (A), lines 5, g C, Ar c, é'nd 11e) g)._f_ 12,463. 811.
12 Total revenue — add hines 8 through 11 (must kqual W}{JWA IifeT2) . 2,836,731. 2,487,303.
13 Grants and simifar amounts paid (Part IX, colulnn (A Eés“l)&\\[g’!/j 316,365. 108,785.
14 Benefits paid to or for members (Part 1X, colunjn &‘—*-’—"3" - .
o 15 Salaries, other compensation, employee benefits (Part IX, column (A), lines 5-10) 1,972,115. 2,028,757.
“g’ 16a Professional fundraising fees (Part IX, column (A}, line 11e)
§. b Total fundraising expenses (Part 1X, column (D), line 25) » 149,800.
17 Other expenses (Part IX, column (A), lines 11a-11d, 11f-24¢) 462,838. 522,245.
18 Total expenses. Add fines 13-17 (must equal Part [X, column (A), line 25). 2,751,318. _2,659,787.
] 19 Revenue less expenses. Subtract line 18 from line 12 85,413. -172,484.
§ § Beginning of Current Year End of Year
§3/ 20 Totlassets (PartX,tme t6) L. 1,507,065. 1,295, 926.
;155 21 Total liabilities (Part X, line 26). . 356,321. 317,666.
#&| 22 Net assets or fund balances. Subtract line 21 from line 20 1,150,744. 978,260.

[Part il _[Signature Block

Under penalties of perjury, | declare that | have examined this return, including accompanying schedules and statements, and to the best of my knowledge and belief, it is true, correct, and
complete Declaration of p/wpi)rer (other than officer) 1s based on all information of which preparer has any knowledge

V. I

Xl K O
M
Sign Signatdre of officer ~ Date
Here p Peter Lowet Executive Director
Type or print name and btle
Print/Type preparer's name Preparer's signature Date Check I ||f PTIN
Paid Susan J Rosenberg Susan J Rosenberg 5/12/16 self-employed  |P00059813
Preparer |rmmsname ™ Saggar & Rosenberqg, P.C.
Use Only |rimsadwess ™ One Church Street, Suite 204 Fums EIN > 52-2190100
Rockville, MD 20850 Proneno  (301) 738-9040

May the IRS discuss this return with the preparer shown above? (see instructions)

(X] Yes | [No

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

TEEAQ113L 05/28/14

Form 990 (2014)
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Form 999 (2014) Mobile Medical Care, Inc. 23-7022588 Page 2
|Eart III | Statement of Program Service Accomplishments

Check If Schedule O contains a response or note to any line in this Part Il .

1

Briefly describe the organization's mission.

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

Form 990 or 990-E2? . [] ves No
If 'Yes,' describe these new services on Schedule O.
Did the organization cease conducting, or make significant changes in how 1t conducts, any program services? D Yes No

If 'Yes,' describe these changes on Schedule O.

Describe the organization's program service accomplishments for each of its three largest program services, as measured by expenses.
Section 501(¢c)(3) and 501(c)(4) organizations are required to report the amount of grants and allocations to others, the total expenses,
and revenue, If any, for each program service reported.

43

(Code: ) (Expenses $ 1,321,819. including grants of $ 108, 785. ) (Revenue $ 844,706.)
See_Schedule O

4c

4 d Other program services. (Describe in Schedule O.)
(Expenses $ including grants of  $ ) (Revenue $ )
4 e Total program service expenses » 2,222,382.
BAA TEEAOI02L 05/28/14 Form 990 (2014)



Form 996 (2014) Mobile Medical Care, Inc. 23-7022588 Page 3
[PartIV |Checklist of Required Schedules

Yes | No
1 Is the organtzation described in sectlon 501(c)(3) or 4947(a)(l) (other than a private foundation)? If 'Yes,' complete
Schedule A 1 X
2 s the organization requlred to complete Schedule B, Schedule of Contributors (see instructions)? . . .. 2 X
3 Did the organization engage In direct or indirect political campargn activities on behalf of or in opposition to candidates
for public office? If 'Yes,' complete Schedule C, Part | . 3 X
4 Section 501(c)X3) organizations. 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, Part Il 4 X
5 Is the organization a section 501(c)(4), 501(c)(5), or 501(c)(6) organization that receives membership dues,
assessments, or similar amounts as defined 1n Revenue Procedure 98-197 If 'Yes, ' complete Schedule C, Part il 5 X
6 Did the organization maintain any donor advised funds or any similar funds or accounts for which donors have the right
}g p;olwde advice on the distribution or investment of amounts 1n such funds or accounts? If *Yes,' complete Schedule D, 6 X
arl .
7 Did the organization receive or hold a conservation easement, mcludmg easements to preserve open space, the
environment, historic land areas, or historic structures? If ‘Yes, ' complete Schedule D, Part Il . 7 X
8 Did the organization maintain coliections of works of art, histonical treasures, or other similar assets? /f 'Yes,'
complete Schedule D, Part i1l 8 X
9 Dud the organization report an amount in Part X, Iine 21, for escrow or custodial account liability; serve as a custodian
for amounts not listed in Part X, or provide credit counselmg, debt management credit reparr, or debt negotiation
services? if 'Yes,' complete Schedule D, Partitv . . 9 X
10 Dud the organization, directly or through a related orgamzatron hold assets in temporarily restricted endowments,
permanent endowments, or quasi-endowments? If 'Yes,' complete Schedule D, PartV . . 10 X
11 If the organization's answer to any of the following guestions is 'Yes', then complete Schedule D, Parts Vi, VII, VI, IX,
or X as applicable.
a Did the organmization report an amount for land, buildings and equrpment in Part X, line 10? If 'Yes,' complete Schedule
D, Part VI . . - . 11al X
b Did the organization report an amount for investments — other secunties in Part X, line 12 that 1s 5% or more of its total
assets reported in Part X, line 16? If 'Yes,' complete Schedule D, Part Vil .. ..|11b X
c Did the organization report an amount for 1nvestments — program related in Part X, line 13 that 1s 5% or more of its total
assets reported in Part X, ine 167 If 'Yes,' complete Schedule D, Part VIII . . | NMec X
d Did the organization report an amount for other assets in Part X, Iine 15 that 1s 5% or more of its total assets reported
In Part X, line 16?7 If 'Yes,' complete Schedule D, Part IX . . . . .. | 11d X
e Did the organization report an amount for other liabilities in Part X, ine 25?7 If 'Yes,' complete Schedule D, Part X 1e| X
f Did the organization's separate or consolidated financial statements for the tax year include a footnote that addresses
the organization's hability for uncertain tax positions under FIN 48 (ASC 740)? If 'Yes,' complete Schedule D, Part X 1f X
12a Did the organization obtain separate, independent audited financial statements for the tax year7 If 'Yes,’ complete
Schedule D, Parts XI, and Xii . . .(|12a X
b Was the organization included in consolidated, independent audited financial statements for the tax year? If "Yes,' and
If the organization answered 'No' to line 12a, then completing Schedule D, Parts Xi and X!l 1s optional 12b X
13 Is the organization a school described 1n section 170(b)(1)(A)()? If 'Yes,’ complete Schedule E .1 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, investment, and program service activities outside the United States, or aggregate foreign investments valued
at $100,000 or more? If 'Yes," complete Schedule F, Parts | and IV . 14b X
15 Did the organization report on Part 1X, column (A), hine 3, more than $5,000 of grants or other assistance to or for any
foreign organization? /f 'Yes,' complete Schedule F, Parts Il and IV. . 15 X
16 Did the organization report on Part IX, column (A), line 3, more than $5,000 of aggregate grants or other assistance to
or for foreign individuals? /f 'Yes,' complete Schedule F, Parts lll and IV . . 16 X
17 D the organization report a total of more than $15,000 of expenses for professional fundraising services on Part IX,
column (A), lines 6 and 11e? If ‘Yes,’ complete Schedule G, Part | (see instructions) . . 17 X
18 Did the organization report more than $15,000 total of fundraising event gross income and contributions on Part VI,
lines 1c and 8a? If 'Yes,' complete Schedule G, Part Il 18 X
19 Did the organization report more than $15,000 of gross ncome from gamlng activities on Part VIIi, line 9a? If 'Yes,'
complete Schedule G, Part Il .. 19 X
20 aDid the organization operate one or more hospltal facilities? If 'Yes,' complete Schedule H O 4 | X
b If ‘Yes' to line 20a, did the organization attach a copy of its audited financial statements to this return? 20b] X

BAA TEEAO103L 05/28/14 Form 990 (2014)



Form 998 (2014) Mobile Medical Care, Inc. 23-7022588 Page 4

[Part IV _|Checklist of Required Schedules (continued)

21 Did the organization report more than $5,000 of grants or other assistance to any domestic organization or
domestic government on Part IX, column (A), line 17 If 'Yes,' complete Schedule |, Parts | and I

22 Did the organization report more than $5,000 of grants or other assistance to or for domestic individuals on Part IX,
column (A), line 2? If 'Yes,' complete Schedule I, Parts | and IlI

23 Did the organization answer 'Yes' to Part Vil, 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

24.a 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 1ssued after December 31, 2002? If 'Yes,' answer lines 24b through 24d and
complete Schedule K. If 'No, ‘go to line 25a

b Did the organization invest any proceeds of tax-exempt bonds beyond a temporary period exception?

¢ Did the organization maintain an escrow account other than a refunding escrow at any time during the year to defease
any tax-exempt bonds?

d Did the organization act as an 'on behalf of' issuer for bonds outstanding at any time during the year?

25a Section 501(c)X3), 501(cX4), and 501(c)29) organizations. Did the organization engage In an excess benefit
transaction with a disquahfied person during the year? /f 'Yes,' complete Schedule L, Part |

b Is the organization aware that it engaged in an excess benefit transaction with a disqualified person in a prior year, and
that the transaction has not been reported on any of the organization's prior Forms 990 or 990-EZ? If 'Yes," complete
Schedule L, Part |

26 Didthe or?amzatlon report any amount on Part X, line 5, 6, or 22 for receivables from or payables to any current or
former officers, directors, trustees, key employees hlghest compensated employees or disqualified persons?
If 'Yes', complete Schedule L, Part Il

27 Dud the organization provide a grant or other assistance to an officer, director, trustee, key employee, substantial
contributor or employee thereof, a grant selection committee member or to a 35% controlled enhity or family member
of any of these persons? If 'Yes,' complete Schedule L, Part Il

28 Was the organization a party to a business transaction with one of the following parties (see Schedule L, Part IV
instructions for applicable filing thresholds, conditions, and exceptions):
a A current or former officer, director, trustee, or key employee? If 'Yes,' complete Schedule L, Part IV

b A family member of a current or former officer, director, trustee, or key employee7 If 'Yes,' complete
Schedule L, Part IV

¢ An entity of which a current or former officer, director, trustee, or key employee (or a family member thereof) was an
officer, director, trustee, or direct or indirect owner? If 'Yes,' complete Schedule L, Part IV
29 Did the organization receive more than $25,000 1n non-cash contributions? If 'Yes,' complete Schedule M
30 Did the organization receive contributions of art, historical treasures, or other similar assets, or qualfied conservation
contributions? /f 'Yes,' complete Schedule M
31 Did the orgamization liquidate, terminate, or dissolve and cease operations? If ’Yes complete Schedule N, Part |

32 Ddthe organlzatlon sell, exchange, dispose of, or transfer more than 25% of its net assets? /f 'Yes,' complete
Schedule N, Part il . -

33 Dud the organization own 100% of an entity disregarded as separate from the orgamzatlon under Regulatlons sections
301.7701-2 and 301.7701-3? If 'Yes,' complete Schedule R, Part |

34 Was the organization related to any tax-exempt or taxable entlty7 If 'Yes, 'complete Schedule R, Part I, Ill, or IV,
and Part V, line 1

35a Did the organization have a controlled entity within the meaning of sectlon 512(b)(l3)7

b If 'Yes' to line 35a, did the organization receive any payment from or engage in any transaction with a controlled
entity within the meaning of section 512(b)(13)? If 'Yes,' complete Schedule R, Part V, line 2. .

36 Section 501(c)(3) orgamzatlons Did the organization make any transfers to an exempt non-charitable related
organization? If 'Yes,' complete Schedule R, Part V, line 2.

37 Dud the organization conduct more than 5% of its activities through an entity that 1s not a related organization and that 1s
treated as a partnership for federal income tax purposes? /f 'Yes,' complete Schedule R, Part VI

38 Did the organization complete Schedule O and provide explanations in Schedule O for Part VI, lines 11b and 19?
Note. All Form 990 filers are required to complete Schedule O . . .

Yes | No
21 X
22 X
23 X
24a X
24b
24c
24d
25a X
25b X
26 X
27 X
28a X
28b X
28c X
29 X
30 X
31 X
32 X
33 X
34 X
35a X
35b
36 X
37 X
3| X

BAA

TEEAQ104L 05/2814

Form 990 (2014)



Form 999 (2014) Mobile Medical Care, Inc. 23-7022588 Page 5

|Part V | Statements Regarding Other IRS Filings and Tax Compliance

¢ Check If Schedule O contains a response or note to any line in this Part V D
Yes | No
1 a Enter the number reported in Box 3 of Form 1096. Enter -0- if not applicable 1a 8
b Enter the number of Forms W-2G included in line 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? 1¢| X
2 a Enter the number of employees reported on Form W-3, Transmittal of Wage and Tax State-
ments, filed for the calendar year ending with or within the year covered by this return 2a 52
b If at least one is reported on hne 2a, did the organization file all required federal employment tax returns? 2b| X
Note. If the sum of lines 1a and 2a Is greater than 250, you may be required to e-file (see instructions)
3 a Did the organization have unrelated business gross income of $1,000 or more durning the year? 3a X
b If 'Yes' has it filed a Form 990-T for this year? If ‘No' to line 3b, provide an explanation in Schedule O 3b
4 a At any time during the calendar year, did the organization have an interest in, or a signature or other authority over, a
financial account in a foreign country (such as a bank account, securities account, or other financial account)? 4a X
b If 'Yes,' enter the name of the foreign country: »
See instructions for filing requirements for FINCEN Form 114, Report of Foreign Bank and Financial Accounts. (FBAR)
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 1s a party to a prohibited tax shelter transaction? 5b X
c If 'Yes,' to line 5a or 5b, did the organization file Form 8886-T?. 5¢
6 a Does the organization have annual gross receipts that are normally greater than $100,000, and did the organ|zat|on
solicit any contributions that were not tax deductible as charitable contributions? 6a X
b if 'Yes,' did the organrzahon include with every solicitation an express statement that such contributions or glfts were
not tax deductible? 6b
7 Organizations that may receive deductible contrlbutnons under section 170(c).
a Did the organization receive a payment in excess of $75 made partly as a contnbution 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| X
¢ Did the organlzatlon sell, exchange or otherwise dlspose of tanglble personal property for which it was requlred to file
Form 82827 7c X
d If 'Yes,' indicate the number of Forms 8282 flled during the year. .. .. . | 7d|
e Did the orgamization receive any funds, directly or indirectly, to pay premiums on a personal benefit contract? 7e X
f Did the organization, during the year, pay premiums, directly or indirectly, on a personal benefit contract? 7f X
g If the organization received a contribution of quallfled intellectual property, did the organization file Form 8899
as required? 79
h If the orgamzatron received a contribution of cars, boats, arplanes, or other vehicles, did the orgamzation file a
Form 1098-C? 7h| X
8 Sponsoring organizations mamtammg donor advised funds Did a donor advrsed fund mamtamed by the sponsoring
organization have excess business holdings at any time during the year? 8
9 Sponsoring organizations maintaining donor advised funds.
a Did the sponsoring organization make any taxable distributions under section 49662 9a
b Did the sponsoring organization make a distribution to a donor, donor advisor, or related person? . 9b
10 Section 501(cX7) organizations. Enter
a [nitiation fees and capital contributions included on Part VIII, ine 12 .. 10a
b Gross receipts, included on Form 990, Part VIII, line 12, for public use of club facilities 10b
11 Section 501(c)X12) organizations. Enter
a Gross income from members or shareholders. . ..l 1a
b Gross income from other sources (Do not net amounts due or pald to other sources
against amounts due or received from them.) . b
12a Section 4947(aX1) non-exempt charitable trusts. Is the orgamzatuon filing Form 990 1n heu of Form 10417 12a
b If 'Yes,' enter the amount of tax-exempt interest received or accrued during the year I 12b|
13 Section 501(cX29) qualified nonprofit health insurance issuers.
a Is the organization licensed to 1ssue qualified health plans in more than one state? 13a
Note. See the instructions for additional information the organization must report on Schedule O.
b Enter the amount of reserves the organization Is required to maintain by the states in
which the organization 1s licensed to i1ssue qualified health plans . .. 13b
¢ Enter the amount of reserves on hand 13¢
14a Did the organization receive any payments for indoor tanning services durmg the tax year? 14a X
b If ‘Yes,' has 1t filed a Form 720 to report these payments? If ‘No,' provide an explanation in Schedule O 14b

BAA TEEAO105L 05/28/14

Form 990 (2014)



Form 990 (2014) Mobile Medical Care, Inc. 23-7022588 Page 6

|Part Vi lGovernance, Management, and Disclosure For each 'Yes' response to Iines 2 through 7b below, and for
a 'No' response to line 8a, 8b, or 10b below, describe the circumstances, processes, or changes in
Schedule O. See instructions.
Check if Schedule O contains a response or note to any line in this Part VI .

Section A. Governing Body and Management

Yes | No
1 a Enter the number of voting members of the governing body at the end of the tax year Ta 15
If there are material differences in voting nghts among members
of the governing body, or If the governing body delegated broad
authonity to an executive committee or similar committee, explain in Schedule O.
b Enter the number of voting members included in line 1a, above, who are independent 1b 15
2 Dud 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 Dud the organization delegate control over management duties customarily performed by or under the direct superviston
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 governing documents
since the prior Form 990 was filed? 4 X
5 Did the organization become aware during the year of a significant diversion of the organization's assets? 5 X
6 Did the orgamization have members or stockholders? .. 6 X
7 a Did the organization have members, stockholders, or other persons who had the power to elect or appomt one or more
members of the governing body?... ...... ....... .... e e e .. e . . . 7a X
b Are any governance decisions of the organization reserved to (or subject to approval by) members,
stockholders, or persons other than the governing body? . 7b X
8 Dud the organization contemporaneously document the meetings held or written actions undertaken during the year by
the following
a The governing body? . . .o 8a| X
b Each committee with authority to act on behalf of the governing body? .. 8b| 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 (This Section B requests information about policies not required by the Interna/ Revenue Code.)
Yes | No
10a Did the organization have local chapters, branches, or affiliates? . 10a X
b If 'Yes,' did the organization have written policies and procedures governing the activities of such chapters affiliates, and branches to ensure their
operations are consistent with the organization's exempt purposes? .. . 10b
11 a Has the organization provided a complete copy of this Form 930 to all members of its governing body before filing the form7 11al X
b Describe in Schedule O the process, if any, used by the organization to review this Form 990. See Schedule O
12a Did the organization have a wnitten conflict of interest policy? /f 'No," go to line 13 . . L. 12a) X
b Were officers, directors, or trustees, and key employees requxred to disclose annually Interests that could give rise
to conflicts? . . |12b] X
¢ Did the organization regularly and conmstentlg monitor and enforce comphance with the pohcy" If Yes describe in
Schedule O how this was done  See Schedule Q . ) 12¢| X
13 Did the organization have a wntten whistleblower policy?. . .. . 13 X
14 Did the organization have a wntten document retention and destruction policy? . 14 X
15 Dud the process for determining compensation of the following persons include a review and approval by mdependent
persons, comparability data, and contemporaneous substantiation of the deliberation and decision?
a The organization's CEO, Executive Director, or top management official See Schedule O . 15a| X
b Other officers or key employees of the organization . See Schedule O . . . . 15b| X
If 'Yes' to line 15a or 15b, describe the process in Schedule O (see instructions).
16a Did the organization invest in, contnibute assets to, or participate in a joint venture or similar arrangement with a
taxable entity during the year? R . 16a X
b If 'Yes," did the organization follow a written policy or procedure requiring the organization to evaluate its
partncnpahon In Jjoint venture arrangements under applicable federal tax law, and take steps to safeguard the
organization's exempt status with respect to such arrangements?. ... o 16b
Section C. Disclosure
17 List the states with which a copy of this Form 990 is required to be filed » MD

18 Section 6104 requires an organization to make its Forms 1023 (or 1024 if applicable), 990, and 990-T (Section 501(c)(3)s only) available
for public inspection. Indicate how you made these available. Check all that apply.

D Own website Another's website Upon request |:| Other (explain in Schedule O)
19  Describe in Schedule O whether (and if so, how) the organization made its governing documents, conflict of interest policy, and financial statements available to
the public during the tax year. See Schedule O
20 State the name, address, and telephone number of the person who possesses the organization's books and records »
Gerard Taylor 9309 01d Georgetown Road Bethesda MD 20814 301-841-0833
BAA TEEAQ106L 11/13/14 Form 990 (2014)
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Form 996G (2014) Mobile Medical Care, Inc. 23-7022588 Page 7
[Part VIl |Compensation of Officers, Directors, Trustees, Key Employees, Highest Compensated Employees, and
. Independent Contractors
Check if Schedule O contains a response or note to any line in this Part VII D

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.

® List 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) ¥ no compensation was paid.

® st all of the organization's current key employees, If any. 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 related organizations.

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

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

List persons 1n the following order. individual trustees or directors; institutional trustees, officers, key employees; highest compensated
employees; and former such persons.

D Check this box 1f neither the orgaruzation nor any related organization compensated any current officer, director, or trustee.

©)
(A) B) | o o riaes sareon ) (E) Q)
Name and Title Average 1s both an officer and a Reportable Reportable Estimated
Moo Jrectorfrustee) e toa | reited oveaaoatons | comperaanon
n?eeek 23 I|2LFI8HS (lvv-2/1%99-M|sc> (w-znogg-MISC) from the
(stany la Y & F 1< |8 3 organization
hours for|lg & g o ‘5'—} S 35 and related
related % § 3 - 5|8 ﬂ = organizations
organiza-|x 1 = (<] pe]
tions 8l = S 3
below @| g o &
dotted gl a g
hine) 8
_ Connie Lierman, CRNP__ ____ _ | _4
President 0 X X 0 0 0
_@ Alan Hoffman _____________| _3
Treasurer 0 X X 0. 0 0
_@®_Wendy Krasner ____________| _3_
Secretary 0 X X 0. 0 0
_@®_Marina Bills__ ____________ _3_
Vice President 0 X X 0. 0 0
_0)_Rhoda Abrams, MBA_ _____ ___ | _2 _
Director 0 X 0. 0 0
_© Simon Atlas _ _____________| _2_
Director 0 X 0. 0 0
__Catherine Cleland, MBA _ __ _ _ 2 _
Director 0 X 0. 0 0
_®_Lola_Jean Cross, MPH, RN__ _ _ | 2 _
Director 0 X 0. 0 0
_©®)_Hon. David Davidson _ ______ ] _2
Director 0 X 0. 0 0
(0)_Sharon Kay Dooley _________ _2 _
Director 0 X 0. 0 0
01)_Sheldon Grosberg _ ________ | 2 _
Director 0 X 0. 0 0
(2)_Jerome Herbers, Jr. MD _____ | 2 _
Director 0 X 0. 0 0
03 Charlotte A Jenkins_ _ _____ | _2
Director 0 X 0. 0. 0.
04 _Nataly Johanson __________| 2 _
Director 0 X 0. 0. 0

BAA TEEAQIO7L 02/27/14 Form 990 (2014)
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Page 8

I—I_’art VIl | Section A. Officers, Directors, Trustees, Key Employees, and Highest Compensated Employees (continued)

(B) ©)
(A) Average | (do not ch(fcis:'!rl\grv‘e than one (D) (E) P
"per | e i 4 retion s | combeboRiarrom | conbceentmnton | amounerher
fetany |2 2] 2 2|& 3 f %ﬂ WATRRED | TR °:“é"§§ﬂ§é‘;”
etes BB S| |3 5H2 gt
e F o2 (2|3
g | B8] P 3
line) g g
Q
(%) _Jean Lanham __ _ __________|__ 2 _
Director 0 X 0. 0. 0.
(6)_Thelma Meyer, MSW__ _______| 2 _
Director 0 X 0. 0. 0.
07_Carlos Picone, MD__ __ _____|_ . 2 _
Director 0 X 0. 0. 0.
08 William Reed ____________|__ 2 _
Director 0 X 0. 0. 0.
9)_Anita Solomon, PHD, ABPP__ __ | __2 _
Director 0 X 0. 0. 0.
20 Barbara Wolf __ __________|_. 2 _
Director 0 X 0. 0. 0.
@) _Peter Lowet __ ____ _______| _50_
Executive Dir. 0 X 112,961. 0. 25,286.
22) Kathleen Luton _ __ ________|_40_
Clinical Dir 0 X 107, 946. 0. 9,470.
@ _____d____
ey o __Jo___
@ _______
1b Sub-total > 220,907. 0. 34,756.
c Total from continuation sheets to Part VII Section A > 0. 0. 0.
d Total (add lines 1b and 1c) . > 220,907. 0. 34,756.
2 Total number of individuals (including but not I|m|ted to those llsted above) who recelved more than $100,000 of reportable compensation
from the organization 2
Yes | No
3 Did the organization list any former officer, director, or trustee, key employee or hlghest compensated employee
on line 1a? If 'Yes,' complete Schedule J for such ndidual . 3 X
4 For any individual listed on line 1a, I1s the sum of reportable compensat|on and other compensation from
the organlzatlon and related organ|zat|ons greater than $150,0007 /f ‘Yes' complete Schedule J for
such individual . 4 X
5 Did any person listed on line 1a receive or accrue compensation from any unrelated orgamization or individual
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. Report compensation for the calendar year ending with or within the organization's tax year.

(A)
Name and business address

(B)
Description of services

()
Compensation

2 Total number of independent contractors (including but not limited to those listed above) who received more than

$100,000 of compensation from the organization ™

BAA

TEEAD108L 03/09/15

Form 990 (2014)
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Page 9

Part VIII| Statement of Revenue

\

Check If Schedule O contains a response or note to any line In this Part VIIL

N

]

(A) (B8) ©)

Total revenue Related or Unrelated Revenue
exempt business excluded from tax
function revenue under sections
revenue 12-514

.3 yé' 1a Federated campaigns la 84,432,
S 3 b Membership dues 1b
<:. 5 ¢ Fundraising events 1c 24,940.
% 5| d Related organizations 1d
« E| e Government grants (contributions) le
-g (g f All other contributions, gifts, grants, and
3£ similar amounts not included ahove 1f 877,248.
% 8 g Noncash contributions included 1n lines 1a-1f  § 13,516.
8 §| h Total. Add lines 1a-1t > 986, 620.
] Business Code
g 2a Vans/Other Clinics 1621400 844,706. 844,706.
< b UpCounty _ ___ ______ 621400 479,060. 479,060.
% ¢ Head Start _ _______ _ 621400 175,696. 175,696.
S| 9 ____
E) e __ _ ______________
§’ f All other program service revenue.
a g Total. Add lines 2a-2f *| 1,499,462.
3 Investment income (Including dividends, interest and
other similar amounts) . 410. 410.
4 Income from investment of tax-exempt bond proceeds -
5 Royalties .
() Real (n) Personal
6a Gross rents
b Less' rental expenses
¢ Rental income or (loss)
d Net rental income or (loss) . .
7 a Gross amount from sales of () Secunies (1) Otner
assets other than inventory
b Less' cost or other basis
and sales expenses .
¢ Gain or (loss)
d Net gain or (loss) >
o { 8a Gross income from fundraising events
2 (not including . $ 24,940.
e of contributions reported on line 1¢).
&’: See Part IV, line 18 a 7,110.
E b Less' direct expenses b 6,299.
5 ¢ Net income or (loss) from fundraising events > 811. 811.
9a Gross income from gaming activities.
See Part IV, line 19 a
b Less. direct expenses b
¢ Net income or (loss) from gaming activittes .. »
10a Gross sales of inventory, less returns
and allowances a
b Less' cost of goods sold b
¢ Net income or (loss) from sales of inventory -
Miscellaneous Revenue Business Code
na
b ____
c ________
d All other revenue. .
e Total. Add lines 11a-11d.. >
12 Total revenue. See instructions | 2,487,303.| 1,499,462, 0. 1,221.

BAA

TEEA0109L 11/1314

Form 990 (2014)



Form 990 (2014) Mobile Medical Care, Inc. 23-7022588 Page 10
[Part IX | Statement of Functional Expenses
Seéction 501(c)(3) and 501(c)(4) organizations must complete all columns All other organizations must complete column (A)
Check if Schedule O contains a response or note to any line in this Part 1X | |
] . (A) [)) ©) D)
Do not include amounts reported on lines Total expenses Program service Management and Fundraising
6b, 7b, 8b, 9b, and 10b of Part VIIl. expenses general expenses expenses
1 Grants and other assistance to domestic
organizations and domestic governments.
See Part IV, line 21 108, 785. 108, 785.
2 Grants and other assistance to domestic
individuals. See Part IV, line 22
3 Grants and other assistance to foreign
organizations, foreign governments, and for-
eign individuals See Part IV, lines 15 and 16
4 Benefits paid to or for members
5 Compensation of current officers, directors,
trustees, and key employees 133,565. 109, 930. 15,088. 8,547.
6 Compensation not iIncluded above, to
disqualified persons (as defined under
section 4958(f)(1)) and persons descnbed
in section 4958(c)(3)(B) 0. 0. 0. 0.
7 Other salaries and wages 1,612,069. 1,326,811, 182,104. 103,154.
g Pension plan accruals and contributions
(include section 401(k) and 403(b)
employer contributions)
9 Other employee benefits 142,574. 117, 346. 16,105. 9,123.
10 Payroll taxes 140,549. 115,678. 15,877. 8,994.
11 Fees for services (non-employees)
a Management
b Legal
¢ Accounting 13,700. 13,700.
d Lobbying. ...
e Professional fundraising services. See Part IV, ling 17
f Investment management fees
g Other. (If ine 11g amt exceeds 10% of line 25, column
(A) amount, list line 11g expenses gn Schedule Q) 74,252. 67,167. 7,085.
12 Advertising and promotion 1,539. 1,360. 179.
13 Office expenses 11,328. 9,323. 1,280. 125.
14 Information technology
15 Royalties
16 Occupancy 113,509. 109,504. 3,899. 106.
17 Travel . S 10,452, 8,522. 1,912, 18.
18 Payments of travel or entertainment
expenses for any federal, state, or local
public officials .
19 Conferences, conventions, and meetings
20 |Interest 405. 405.
21 Payments to affihates
22 Depreciation, depletion, and amortization 84,191. 80,187. 2,556. 1,448.
23 Insurance . 40,210. 37,517, 1,719. 974.
24 Other expenses. ltemize expenses not
covered above (List miscellaneous expenses
In line 24e. If ine 24e amount exceeds 10%
of line 25, column (A) amount, list line 24e
expenses on Schedule 0.}
a Medicine and supplies__ __ _ 57,386. 57,386,
b Maintenance and repairs __ _ 30,333. 21,783, 8,550.
¢ Telephone_and_Internet _ _ 29,171. 23,822, 3.,497. 1,852,
d Miscellaneous_ __ _ ___ 18,905. 9,951. 944. 8,010.
e All other expenses 36,864. 17,310, 12,884. 6,670.
25 Total functional expenses. Add lines 1 through 24e 2,659,787. 2,222,382, 287, 605. 149,800.
26 Joint costs. Complete this line only if
the organization reported in column (B)
jomnt costs from a combined educational
campaign and fundraising solicitation.
Check here » [ ] if following
SOP 98-2 (ASC 958-720)

BAA
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Form 990 (2014) Mobile Medical Care, Inc. 23-7022588 Page 11
[PartX |Balance Sheet

Check If Schedule O contains a response or note to any line in this Part X . —D
(A) (B)
Beginning of year End of year
1 Cash — non-interest-bearing . 159,904.| 1 12,468.
2 Savings and temporary cash investments 2
3 Pledges and grants receivable, net 365,777.| 3 296,639,
4 Accounts receivable, net 228,038.| 4 333,373.
5 Loans and other receivables from current and former officers, directors,
trustees, key emploa/ees, and hlghest compensated employees. Complete
Part Il of Schedule 5
6 Loans and other receivables from other disqualified persons (as defined under
section 4958(f)(1)), persons described in section 4958(c)(3)(B), and contributing
employers and sponsoring organizations of section 501(c)(9) voluntary employees'
beneficiary organizations (see instructions). Complete Part ) of Schedule L 6
&1 7 Notes and loans receivable, net 7
§ 8 Inventones for sale or use 8
< | 9 Prepad expenses and deferred charges . .. . . 15,707.] 9
10a Land, builldings, and equipment: cost or other basis.
Complete Part VI of Schedule D . 10a 1,868,865.
b Less accumulated depreciation 10b 1,215,419. 737,639.[10c 653, 446.
11 Investments — publicly traded securities .. 11
12 Investments — other securities. See Part IV, ine 11.. . . . 12
13 Investments — program-related See Part IV, ltne 11 . 13
14 Intangible assets .. e . 14
15 Other assets. See Part 1V, Ilne 1 o 15
16 Total assets. Add lines 1 through 15 (must equal line 34) . S . 1,507,065.|16 1,285,926.
17 Accounts payable and accrued expenses . 180,121.117 183,531.
18 Grants payable . e . 176,200.|18 134,133.
19 Deferred revenue .. . . . 19
20 Tax-exempt bond habihities . 20
@1 21 Escrow or custodial account liability. Complete Part IV of Schedule D . 21
=| 22 Loans and other payables to current and former officers, directors, trustees,
a key employees, highest compensated employees and dlsqualmed persons
g Complete Part Il of Schedule L . 22
23 Secured mortgages and notes payable to unrelated th|rd parties . . 23
24 Unsecured notes and loans payable to unrelated third parties 24
25 Other habilities (including federal income tax, fayables to related third parties,
and other hiabilities not included on lines 17-24). Complete Part X of Schedule D 25 2.
26 Total liabilities. Add lines 17 through 25 . . . 356,321.]| 26 317,666.
o Organizations that follow SFAS 117 (ASC 958), check here > and complete
8 lines 27 through 29, and lines 33 and 34.
€| 27 Unrestricted net assets . .. .. .. 873,954.| 27 772,098.
g 28 Temporarily restricted net assets . . 276,790.| 28 206,162,
w | 29 Permanently restricted net assets . .. 29
5 Organizations that do not follow SFAS 117 (ASC 958), check here > D
u; and complete lines 30 through 34,
.‘Z 30 Capital stock or trust pnncipal, or current funds . . . . 30
&1 31 Paid-in or capital surplus, or land, buillding, or equipment fund . 31
2 32 Retained earnings, endowment, accumulated income, or other funds . 32
'26 33 Total net assets or fund balances . .. 1,150,744.(33 978, 260.
34 Total iabilities and net assets/fund balances . . 1,507,065.| 34 1,295,926.
BAA Form 990 (2014)

TEEAQI1IL 05/2814



Y Form990 (2014) Mobile Medical Care, Inc. 23-7022588 Page 12
|Part Xl |Reconciliation of Net Assets
Check If Schedule O contains a response or note to any line in this Part X| I:l
1 Total revenue (must equal Part VIII, column (A), ine 12) 1 2,487,303.
2 Total expenses (must equal Part IX, column (A), line 25) 2 2,659,787.
3 Revenue less expenses. Subtract line 2 from line 1 3 -172,484.
4 Net assets or fund balances at beginning of year (must equal Part X, ine 33, column (A)) 4 1,150,744.
5 Net unreahized gains (losses) on investments 5
6 Donated services and use of facilities 6
7 Investment expenses 7
8 Prior period adjustments 8
9 Other changes in net assets or fund balances (explain in Schedule [0)} 9 0.
10 Net assets or fund balances at end of year. Combine lines 3 through 9 (must equal Part X, line 33,
column (B)) 10 978,260.
[Part XII JFinancial Statements and Reporting
Check If Schedule O contains a response or note to any hine n this Part Xl D
Yes | No
1 Accounting method used to prepare the Form 990 I:]Cash Accrual DOther
If the organization changed its method of accounting from a prior year or checked 'Other,’ explain
in Schedule O
2a Were the organization's financial statements compiled or reviewed by an independent accountant? 2a X
If 'Yes,' check a box below to indicate whether the financial statements for the year were compiled or reviewed on a
separate basis, consolidated basis, or both:
|j Separate basis DConsohdated basis DBoth consolidated and separate basis
b Were the organization's financial statements audited by an independent accountant? 2b| X
If 'Yes,' check a box below to indicate whether the financial statements for the year were audited on a separate
basis, consolidated basis, or both
Separate basis DConsohdated basis DBoth consolidated and separate basis
¢ If 'Yes' to line 2a or 2b, does the organization have a committee that assumes responsibility for oversight of the audt,
review, or compllanon of its financial statements and selection of an independent accountant? 2¢f X
If the organization changed either its oversight process or selection process during the tax year, explain
in Schedule O.
3a As aresult 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 . 3a X
b If 'Yes,' did the organization undergo the required audit or audits? If the orgamzatlon did not undergo the required audit
or audits, explain why in Schedule O and describe any steps taken to undergo such audits 3b

BAA
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SCHEDULE A
(Form 990 or 990-EZ)

Department of the Treasury
Internal Revenue Service

OMB No 1545-0047

Public Charity Status and Public Support

Complete if the organization is a section 501(cX3) organization or a section
4947(a)1) nonexempt charitable trust.

2014

> Attach to Form 990 or Form 990-EZ.

» Information about Schedule A (Form 990 or 990-EZ) and its instructions is
at www.irs.gov/form990.

Open to Public
Inspection

Name of the organization

Employer identification number

Mobile Medical Care,

Inc. 23-7022588

{Part] [Reason for Public Charity Status (All organizations must complete this part.) See instructions.

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

1

aw N

© Noy u»

10
"

A church, convention of churches, or association of churches described in section 170(b}1XAXi).
A school described In section 170(bX1)XAXii). (Attach Schedule E.)

X| A hospital or a cooperative hospital service organization described in section 170(b)1)XAXiii).
A medical research orgamization operated in conjunction with a hospital described in section 170(b)(1)XAXiii). Enter the hospital's
name, city, and state

D An organization operated_ for the benefit of a c_oﬁeae-or_ uﬁlv_erglt; owned ErTJp_ertatgd-By_ a_ggvgrrTstrﬁal_u?nt_dEserQj nsection
170(b)1XAXiv). (Complete Part Il.)

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

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}AXvi). (Complete Part Il.)

A community trust described In section 170(bX1XAXvi). (Complete Part il.)
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 Ill.)

H An organization organized and operated exclusively to test for public safety. See section 509(a)X4).

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(aX1) or section 50%(a)2). See section 509(a)3). Check the box in
lines 11a through 11d that describes the type of supporting organmization and complete lines 11e, 11f, and 11qg.

a [:l Type l. 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 majonity of the directors or trustees of the supporting organization. You must
complete Part 1V, Sections A and B.

b D Type Il. A supporting orgamzation supervised or controlled in connection with its supported organization(s), by having contro! 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 lll functionally integrated. A supporting organization operated in connection with, and functionally integrated with, its supported
organization(s) (see instructions). You must complete Part [V, Sections A, D, and E.

d D Type Ill 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 D Check this box if the organization received a written determination from the IRS that 1s a Type I, Type 1l, Type lll functionally
integrated, or Type Il non-functionally integrated supporting organization.
f Enter the number of supported organizations .. . [:\

g Provide the following information about the supported organization(s).

@) Name of supported (D EIN (i) Type of crgamization @) Is the (v) Amount of monetary (vi) Amount of other
organization (descnbed on lines 1-9 organization histed support (see instructions) support (see instructions)
above or IRC section N your governing
(see instruchions)) document?
Yes No
(A)
®)
©)
(D)
(E)
Total

BAA For Paperwork Reduction Act Notice, see the Instructions for Form 990 or 990-EZ.

Schedule A (Form 990 or 990-EZ) 2014
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ScheduleA (Form 990 or 990-EZ) 2014 Mobile Medical Care, Inc. 23-7022588 Page 2

(Part Il [Support Schedule for Organizations Described in Sections 170(b)X1)(AXiv) and 170(b)(1)(AXvi)
: (Complete only if you checked the box on line 5, 7, or 8 of Part | or if the organization failed to qualify under Part lIl. If the
organization fails to qualify under the tests listed below, please complete Part 11l.)

Section A. Public Support

Calendar year (or fiscal year -
beginning in) > (a) 2010 (b) 2011 (c) 2012 (d) 2013 (e) 2014 (f) Total
1 Gifts, grants, contributions, and
membershlp 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
facthties furmished by a
governmental unit to the
organization without charge

4 Total. Add lines 1 through 3

5 The portion of total
contributions by each person
(other than a governmental
urut or publicly supported
organizatton) 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

Section B. Total Support

Calendar year (or fiscal year
begmming i) = y (a) 2010 (b) 2011 (c) 2012 (d) 2013 (e) 2014 (f) Total

7 Amounts from line 4

8 Gross income from interest,
dividends, 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
gamn or loss from the sale of
capital assets (Explain in

Part VI.)
11 Total suggort. Add lines 7
through
12 Gross receipts from related activities, etc (see instructions) . . . | 12
13 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 .o . > D
Section C. Computation of Public Support Percentgge
14 Public support percentage for 2014 (ine 6, column (f) divided by ine 11, column (f)) . 14 %
15 Public support percentage from 2013 Schedule A, Part Il, line 14 ... .. 15 %

16a 33-1/3% support test — 2014. If the organization did not check the box on line 13, and the line 1415 33-1/3% or more, check this box
and stop here. The organization qualifies as a publicly supported orgamzation . .

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 orgaruzation .

17 a 10%-facts-and-circumstances test — 2014. If the orgamzation 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. Explam in Part VI how
the organ|zat|on meets the 'facts-and-circumstances’ test. The organuzatlon qualifies as a publicly supported organization D

b 10%-facts-and-circumstances test — 2013. 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 VI how the
orgamzatlon meets the 'facts-and-circumstances' test. The organization qualmes 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 instructions

BAA Schedule A (Form 990 or 990-E2) 2014
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Schedule"A (Form 990 or 990-E2) 2014

Mobile Medical Care,

Inc.

23-7022588

Page 3

|Part i |Support Schedule for Organizations Described in Section 509(a)X2)

(Complete only If you checked the box on line 9 of Part | or If the orgamization failed to qualify under Part Il. If the organization fails

to qualify under the tests listed below, please complete Part Il.)

Section A. Public Support

Calendar year (or fiscal yr beginning in) >

1 Gifts, grants, contrlbutlons
and membership fees
received. (Do not Include
any ‘unusual grants.”)

2 Gross receipts from admis-
sions, merchandise sold or
services performed, or facilities
furnished in any activity that 1s
related to the organization's
tax-exempt purpose

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

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

5 The value of serwces or
facihties furnished by a
governmental unit to the
organization without charge ...

6 Total. Add hines 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 lines 7a and 7b

8 Public support (Subtract line
7¢ from line 6.)

(a) 2010

(b) 2011

(c) 2012

(d) 2013

(e) 2014

(f) Total

Section B. Total Support

Calendar year (or fiscal yr beginming in) >
9 Amounts from line 6

10 a Gross income from interest, dividends,
payments received on securities loans,
rents, royalties and income from
similar sources

b Unrelated bustness 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 1n line 10b,
whether or not the business 1s
regularly carried on

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

13 Total support. (Add lines 9,
10c, 11 and 12.)

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

(a) 2010

(b) 2011

(c) 2012

(d) 2013

(e)2014

(f) Total

organization, check this box and stop here

v
[ ]

Section C. Computation of Public Support Percentage

15 Public support percentage for 2014 (line 8, column (f) divided by line 13, column (f)) 15 %

16 Public support percentage from 2013 Schedule A, Part Ill, hne 15 16 %
Section D. Computation of Investment Income Percentage

17 Investment income percentage for 2014 (line 10c, column (f) divided by line 13, column (f)) . 17 %

18 Investment income percentage from 2013 Schedule A, Part lll, kne 17 18 %

19a 33-1/3% support tests — 2014, If the orgamzation did not check the box on line 14, and hne 15 1s more than 33 1/3%, and hne 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 orgaruzation did not check a box on line 14 or line 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 >
20 Private foundation, If the organization did not check a box on line 14, 19a, or 19b, check this box and see instructions

BAA
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Schedule A (Form 990 or 990-E2) 2014  Mobile Medical Care, Inc. 23-7022588 Page 4

[ Part IV_|Supporting Organizations
{Complete only If you checked a box on line 11 of Part I. 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 11¢ of Part I, complete
Sections A, D, and E. If you checked 11d of Part 1, complete Sections A and D, and complete Part V.)

Section A. All Supporting Organizations

Yes | No

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

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

3 a Dud the organization have a supported organization described in section 501(c)(4), (5), or (6)7 If 'Yes,"' answer (b)
and (c¢) below 3a

b Did the organization confirm that each supported organization qualmed under section 501(c)(@), (5), or (6) and
satisfied the public support tests under section 509(a)(2)7 If ‘Yes, ' describe in Part VI when and how the organization
made the determination 3b

¢ Did the orgarnization ensure that all support to such organizations was used exclusively for section 170(c)(2)(B)
purposes? If 'Yes,' explain in Part VI what controls the organization put in place to ensure such use .. .. .. 3c

4 a Was any supported organization not organized in the United States (‘foreign supported organization')? If '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 supported
organization? If 'Yes, ' describe in Part VI how the organization had such control and discretion 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 under
sections 501(c)(3) and 509(a)(1) or (2)? If 'Yes,' explain in Part VI what controls the organization used to ensure that
all support to the foreign supported organization was used exclusively for section 170(c)(2)(B) purposes . 4c

5a Did the organization add, substitute, or remove any supported organizations during the tax year? If "Yes,' answer (b)
and (c) below (if applicable) Also, provide detail in Part VI, including (1) the names and EIN numbers of the supported
organizations added, substituted, or removed, (1) the reasons for each such action, (1) the authority under the
organization's organizing document authorizing such action, and (/v) how the action was accomplished (such as by
amendment to the organizing document). . . . . . .. . .. 5a

b Typelor Type Il only. Was any added or substituted supported orgamzatlon part of a class already desngnated in the
organization's organizing document? . ..| 5b

c Substitutions only. Was the substitution the result of an event beyond the organization's control? 5¢

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 benefited by one
or more of its supported organizations, or (c) other supporting organizations that also support or benefit one or more of
the filing organization's supported organizations? If ‘Yes,' provide detail in Part VI . 6

7 Did the organization provide a grant, loan, compensation, or other similar payment to a substantial contributor
(defined in IRC 4958(c)(3)(C)), a famlly member of a substantial contributor, or a 35-percent controlled ent|ty with
regard to a substantial contributor? Jf 'Yes, ' complete Part | of Schedule L (Form 990) . . 7

8 Did the organization make a loan to a d|squaI|f|ed person (as defined in section 4958) not described in bine 72 If 'Yes,'
complete Part | of Schedule L (Form 990) . . 8

9 a 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 organlzatlons described in section 509(a)(1) or (2))7
If 'Yes,' provide detail in Part VI . . . 9a

b Did one or more disqualified persons (as defined n line 9(a)) hold a controlling interest in any entity in which the
supporting organization had an interest? If 'Yes,' provide detail in Part VI 9b

¢ Did a disqualfied person (as defined In line 9¢a)) have an ownership interest In, or derive any personal benefit 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) (regarding
certain Type [l supporting organizations, and alf Type [l non- funchonally integrated supportmg organlzatlons)7 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 determine
whether the organization had excess business holdings ) 10b

BAA TEEAQ404L 07/17/14 Schedule A (Form 990 or 990-EZ) 2014




Schedule A (Form 990 or 990-E2Z) 2014 Mobile Medical Care, Inc. 23-7022588 Page 5
|[PartIV_|Supporting Organizations (continued)

Yes | No

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

a 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? Tla

b A family member of a person described in (a) above? 11b

¢ A 35% controlled entity of a person described in (a) or (b) above? If 'Yes'to a, b, or ¢, provide detail in Part VI Tc
Section B. Type | Supporting Organizations

Yes | No

1 Did the directors, trustees, or membership of one or more supported organizations have the power to regularly appoint
or elect at least a majonty 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,
apphed to such powers during the tax year 1

2 Did the organization operate for the benefit of any supported orgamzahon 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 organlzatlon(s) that operated superwsed or controlled the
supporting organization .. 2

Section C. Type Il Supportmg Orgamzatlons

Yes | No

1 Were a majority of the organization’s directors or trustees during the tax year also a majonity of the directors or trustees
of each of the organization's supported orgamization(s)? If ‘No,' describe 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) 1

Section D. All Type lll Supporting Organizations

Yes | No

1 Dud 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 notification, and (3) coptes of the
organization's governing documents In effect on the date of notification, to the extent not previously provided? 1

2 Were any of the organization's officers, directors, or trustees either (1) appointed or elected by the supported
organization(s) or (1) serving on the governing body of a supported orgamzation? If ‘No," explain in Part VI how
the organization maintained a close and continuous working relationship with the supported organization(s) . 2

3 By reason of the relationship described in (2), did the organization's supported orgamzatlons have a signmificant
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 orgamzat/ons supported organlzat/ons played
in this regard . ...] 3

Section E. Type lll Functlonally-lntegrated Supportmg Organlzatlons

1 Check the box next to the method that the organization used to satisfy the Integral Part Test during the year (see instructions):
a D The organization satisfied the Activities Test. Complete line 2 below
b D The organization Is the parent of each of its supported organizations. Complete line 3 below.

c D The organization supported a governmental entity. Describe in Part VI how you supported a government entity (see instructions)

2 Activities Test., Answer (a) and (b} below. Yes | No

a Did substantially all of the organization's activities during the tax year directly further the exempt purposes of the
supported organization(s) to which the organization was responsive? 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 . ... .. 2a

b Did the activities described n (a) constitute activities that, but for the orgamzatxon'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 posttion that its supported organization(s) would have engaged in these activities but for the
organization's involvement . . 2b

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

a Did the organization have the power to regularly appoint or elect a majonity of the officers, directors, or trustees of
each of the supported organizations? Provide detaiis in Part VI e 3a

b 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 3b

BAA TEEAQ405L 07/18/14 Schedule A (Form 990 or 990-E2) 2014




Schedule A (Form 990 or 990-E7) 2014 Mobile Medical Care, Inc.

23~-7022588 Page 6

[PartV_ | Type Il Non-Functionally Integrated 509(a)(3) Supporting Organizations

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

Section A — Adjusted Net Income

(A) Prior Year

(B) Current Year
(optional)

Net short-term capital gain

Recoveries of prior-year distributions

Other gross income (see instructions)

Add lines 1 through 3

Depreciation and depletion

nib|lw|iN]|=

Al bhjw|N| =

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 iIncome (see instructions)

2]

7 Other expenses (see instructions)

8 Adjusted Net Income (subtract Itnes 5, 6 and 7 from line 4)

Section B — Minimum Asset Amount

(A) Prior Year

(B) Current 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):

a Average monthly value of securities

1a

b Average monthly cash balances .

1b

¢ Fair market value of other non-exempt-use assels. .

1c

d Total (add lines 1a, 1b, and 1¢)

1d

e Discount clamed for blockage or other
factors (explain in detail in Part VI)*

2 Acquisition indebtedness applicable to non-exempt-use assets

N

w

Subtract line 2 from line 1d

w

-

Cash deemed held for exempt use. Enter 1-1/2% of hne 3 (for greater amount,
see instructions). ee oo

Net value of non-exempt-use assets (subtract hne 4 from line 3)

Multiply ine 5 by .035

Recovernies of prior-year distrnibutions

WIN|O |,

Minimum Asset Amount (add iine 7 to line 6)

W|N[O|U |

Section C — Distributable Amount

Current Year

1 Adjusted net income for prior year (from Section A, line 8, Column A)

Enter 85% of line 1

Minimum asset amount for prior year (from Section B, line 8, Column A)

Enter greater of line 2 or line 3

Income tax imposed n prior year

g |wiNn| =

Ol hlw|N

Distributable Amount. Subtract line 5 from line 4, unless subject to emergency
temporary reduction (see instructions)

6

~

(see Instructions).

D Check here If the current year 1s the organization's first as a non-functionally-integrated Type Il supporting organization

BAA

TEEAQ406L 07/18/14
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[PartV | Type Il Non-Functionally Integrated 509(aX3) Supporting Organizations (continued)

Section D — Distributions Current Year

1

Amounts paid to supported organizattons to accomplish exempt purposes ......

2

Amounts paid to perform activity that directly furthers exempt purposes of supported orgamzatlons
In excess of income from activity .

Administrative expenses paid to accomplish exempt purposes of supported organlzahons

Amounts paid to acquire exempt-use assets

Qualified set-aside amounts (prior IRS approval required)

Other distributions (describe in Part VI). See instructions

Total annual distributions. Add lines 1 through 6

XN D AW

Distributions to attentive supported organizations to which the organization 1s responsive (provide details
In Part VI). See instructions . .

2]

Distributable amount for 2014 from Section C, line 6

10

Line 8 amount divided by Line 9 amount

®

(O (D)
Section E — Distribution Allocations (see instructions) Excess Underdistributions Dlstr&:utable

Distributions Pre-2014 Amount for 2014

1

Distributable amount for 2014 from Section C, line 6

2

Underdistributions, if any, for years prior to 2014 (reasonable
cause required — see instructions)

3

Excess distnibutions carryover, If any, to 2014-

Ol

d

e From 2013

f Total of ines 3a through e

g Applied to underdtstributions of prior years

h Apphed to 2014 distributable amount

i Carryover from 2009 not applied (see instructions)

j Remainder. Subtract lines 3g, 3h, and 31 from 3f

4

Distributions for 2014 from Section D,
line 7.

a Appled to underdistributions of prior years

b Applied to 2014 distnibutable amount

¢ Remainder, Subtract lines 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). .

Remaining underdistributions for 2014. Subtract lines 3h and 4b
from line 1 (if amount greater than zero, see instructions)

Excess distributions carryover to 2015. Add lines 3j and 4c¢

Breakdown of line 7.

d Excess from 2013

e Excess from 2014

BAA Schedule A (Form 990 or 990-E2) 2014
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Schedule A (Form 990 or 990-E2) 2014 Mobile Medical Care, Inc. 23-7022588 Page 8

|Part Vi [Supplemental Information. Provide the explanations required by Part Il, line 10; Part ll, line 17a or 17b;
: and Part lll, ine 12. Also complete this part for any additional information. (See instructions).

BAA Schedule A (Form 990 or 990-E2) 2014

TEEAQ408L 08/18/14



SCHEDULE C Political Campaign and Lobbying Activities OMB No 15450047

(Form 990 or 990-E2) For Organizations Exempt From Income Tax Under section 501(c) and section 527 201 4
> Complete if the organization is described below. > Attach to Form 990 or Form 990-EZ. -
Department of the Treasury > Information about Schedule C (Form 990 or 990-EZ) and it instructions Open to Public

Internal Revenue Service is at www.irs.gov/form990. Inspection

If the organization answered 'Yes,' to Form 990, Part IV, line 3, or Form 990-EZ, Part V, line 46 (Political Campaign Activities), then
® Section 501(c)(3) organizations Complete Parts |-A and B. Do not complete Part I-C.
® Section 501(c) (other than section 501(c)(3)) organizations. Complete Parts I-A and C below. Do not complete Part I-B.
® Section 527 organizations: Complete Part I-A only.
If the organization answered ‘Yes,' to Form 990, Part IV, line 4, or Form 990-EZ, Part VI, line 47 (Lobbying Activities), then
® Section 501(c)(3) organizations that have filed Form 5768 (election under section 501¢h)) Complete Part II-A. Do not complete Part [I-B.

L4 lS:ectlcﬁnAsm (c)(3) organizations that have NOT filed Form 5768 (election under section 501(h)) Complete Part II-B. Do not complete
art II-A.
If the organization answered 'Yes,' to Form 990, Part IV, line 5 (Proxy Tax) (see instructions) or Form 990-EZ, Part V, line 35¢
(Proxy Tax) (see instructions), then

® Section 501(c)(4), (5), or (6) organizations. Complete Part Iil.
Name of organtzation Employ
Mobile Medical Care, Inc. 23-7022588
WI-A |Complete if the organization is exempt under section 501(c) or is a section 527 organization.

1 Prowvide a description of the organization's direct and indirect political campaign activittes 1n Part IV,

2 Political expenditures e - . .. »>3$

3 Volunteer hours

Part1-B |Complete if the organization is exempt under section 501(c)3).

dantificati "

1 Enter the amount of any excise tax incurred by the organization under section 4955, >3 0.
2 Enter the amount of any excise tax incurred by organization managers under section 4955 . .. >5 0.
3 If the organization incurred a section 4955 tax, did it file Form 4720 for this year? . [IYes DNo
4a Was a correction made? . . . DYes DNo

b If 'Yes,' describe in Part IV.
|Part I-C ]Complete if the organization is exempt under section 501(c) , except section 501(c)3).

1 Enter the amount directly expended by the filing organization for section 527 exempt function activities >S5
2 Enter the amount of the filing organization's funds contributed to other organizations for section 527 exempt
function activities . . >3
3 Total exempt function expenditures. Add lines 1 and 2. Enter here and on Form 1120-POL,
line 17b . o . .. L]
4 Did the filing organization file Form 1120-POL for this year? .. . . . |:|Yes DNo

5 Enter the names, addresses and employer identification number (EIN) of all section 527 political organizations to which the filing
organmization made payments. For each organization fisted, enter the amount paid from the fiing orgamzation’s funds. Also enter the
amount of political contributions received that were promptly and directly delivered to a separate political organization, such as a separate
segregated fund or a political action committee (PAC) If additional space i1s needed, provide information in Part IV.

{(a) Name (b) Address () EIN (d) Amount paid from filing {e) Amount of pohitical
orgamization’s funds If contnbutions received and
none, enter-0- promptly and directly
delivered to a separate
political organization If
none, enter -0-

() I S T

@ b

@  pmmmmmm e

@ e -

®  bemmmm e

[ J e

BAA For Paperwork Reduction Act Notice, see the Instructions for Form 990 or 990-EZ. Schedule € (Form 990 or 990-EZ) 2014
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Schedule C(Form 990 or 990-EZ) 2014 Mobile Medical Care, Inc.

23-7022588

Page 2

[Part ll-A_|Complete if the organization is exempt under section 501(c)(3) and filed Form 5768 (election under

section 501(h)).

A Check » D if the filing organization belongs to an affiliated group (and Iist in Part IV each affihiated group member's name,

address, EIN, expenses, and share of excess lobbying expenditures).

B Check » D if the filing organization checked box A and 'limited control' provisions apply.

Limits on Lobbying Expenditures
(The term ‘expenditures' means amounts paid or incurred.)

(a)Filing
organization's totals

(b) Affiliated
group totals

1a Total lobbying expenditures to influence public opinion (grass roots lobbying)

b Total lobbying expendstures to influence a legislative body (direct lobbying) 460,
¢ Total lobbying expenditures (add lines 1a and 1b) 460. 0.
d Other exempt purpose expenditures. 2,665,626,
e Total exempt purpose expenditures (add lines 1¢ and 1d) 2,666,086. 0.
f Lobbying nontaxable amount. Enter the amount from the following table Iin

both columns . 283,304.

If the amount on line 1e, column (a) or (b) I1s The lobbying nontaxable amount is

Not over $500,000 20% of the amount on line le

Over $500,000 but not over $1,000,000 $100,000 plus 15% of the excess over $500,000.

Over $1,000,000 but not over $1,500,000 $175,000 plus 10% of the excess over $1,000,000

Over $1,500,000 but not over $17,000,000 $225,000 plus 5% of the excess over $1,500,000

Qver $17,000,000 $1,000,000.
g Grassroots nontaxable amount (enter 25% of line 1) 70,826. 0.
h Subtract line 1g from line 1a. If zero or less, enter -0- 0. 0.
i Subtract line 1f from line 1c. If zero or less, enter -0- 0. 4]

j 1f there 1s an amount other than zero on either line 1h or line 14, did the organization file Form 4720 reporting

section 4911 tax for this year?

DYes DNo

4-Year Averaging Period Under Section 501¢h)

(Some organizations that made a section 501(h) election do not have to complete all of the five

columns below. See the instructions for lines 2a through 2f.)

Lobbying Expenditures During 4-Year Averaging Period

Calendar year (or fiscal 1
year beginning in) (@) 20 (b) 2012 (c) 2013

(d) 2014

(e) Total

2 a Lobbying non-taxable
amount . ..

274,281. 278,220. 287,

566.

283, 304.

1,123,371,

b Lobbying ceiling
amount (150% of line
2a, column (e))

1,685,057,

¢ Total lobbying
expenditures 840. 460.

460.

460.

2,220.

d Grassroots nontaxable
amount . 68,570. 69,555. 71,

892.

70,826.

280,843.

e Grassroots ceiling
amount (150% of line
2d, column (e))

421,265.

t Grassroots lobbying
expenditures

0

BAA
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Schedule € ¢Form 990 or 990-E2) 2014 Mobile Medical Care, Inc. 23-7022588 Page 3

Part I-B ICompIete if the organization is exempt under section 501(c)3) and has NOT filed Form 5768
(election under section 501(h)).

(@) (b)
For each 'Yes' response to lines 1a through 11 below, provide in Part IV a detailed description
of the lobbying activity Yes | No Amount

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

a Volunteers?
b Paid staff or management (include compensation in expenses reported on lines 1¢ through 11)?
¢ Media advertisements?
d Mailings to members, legislators, or the public?
e Publications, or published or broadcast statements?
f Grants to other organizations for lobbying purposes?
g Direct contact with legislators, their staffs, government officials, or a legislative body?
h Rallies, demonstrations, seminars, conventions, speeches, lectures, or any similar means?
i Other activities?
j Total Add lines 1c through 1

2a Did the activities Iin line 1 cause the organization to be not described in section 501(c)(3)?
b If 'Yes,' enter the amount of any tax incurred under section 4912
c If 'Yes,” enter the amount of any tax incurred by organization managers under section 4912
d If the filing organization incurred a section 4912 tax, did it file Form 4720 for this year?

[PartTli-A | Complete if the organization is exempt under section 501(c}(4), section 501(cX5), or

section 501(cX6).
Yes | No
1 Were substantially all (80% or more) dues received nondeductible by members? . 1
2 Did the organization make only in-house lobbying expenditures of $2,000 or less? . 2
3 Did the organization agree to carry over lobbying and political expenditures from the prior year? 3

]Eart lll-B |Complete if the organization is exempt under section 501(c)4), section 501 (c)(5), or section 501(c)
(6) and lfde|$her (a) BOTH Part llI-A, lines 1 and 2, are answered ‘No,’ OR (b) Part lll-A, line 3, is
answered 'Yes.

1 Dues, assessments and similar amounts from members .. - .. 1

2 Section 162(e) nondeductible lobbying and political expenditures (do not include amounts of political
expenses for which the section 527(f) tax was paid).

a Current year . . R cee o .. 2a

b Carryover from last year . . . . R 2b

¢ Total . R 2c
3 Aggregate amount reported in sectlon 6033(e)(1)(A) notices of nondeductible section 162(e) dues .1 3

4 |f notices were sent and the amount on line 2¢ exceeds the amount on line 3, what portion of the excess
does the organization agree to carryover to the reasonable estimate of nondeductible lobbying and political
expenditure next year? 4

5 Taxable amount of lobbying and pohitical expendrtures (see instructions) . L. . 5
[Part IV |Supplemental Information

Provide the descriptions required for Part I-A, line 1, Part I-B, hne 4; Part |-C, line 5; Part II-A (affiliated group list), Part ll-A, lines 1 and
2 (see Instructions), and Part II-B, line 1. Also, complete this part for any additional information.

BAA Schedule € (Form 990 or 990-E2) 2014
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OMB No 1545-0047

SCHEDULE D Supplemental Financial Statements

(Form 990) » Complete if the organization answered 'Yes,' to Form 990, 201 4
Part IV, lines 6,7, 8,9, 10, 11a, 11b, 11¢c, 11d, 11e, 11f, 12a, or 12b.

» Attach to Form 990.

Pepariment of the Treasury | » [nformation about Schedule D (Form 990) and its instructions is at www.irs.gov/form990. gg;::gozubhc
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.
(a) Donor advised funds (b) Funds and other accounts

1 Total number at end of year

2 Aggregate value of contributions to (during year)

3 Aggregate value of grants from (during year) .

4 Aggregate value at end of year

5 Did the organtzation inform all donors and donor advisors in writing that the assets held in donor advised funds

are the organization's property, subject to the organization's exclusive legal control? DYes D No

6 Did the orgamization 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 conferrlng
IMpermissible private beneRt?. ... ... . ...t teeeeeneeeas e e [ JYes [ ]No

|Part il |Conservat|on Easements.
Complete If the organization answered 'Yes' to Form 990, Part 1V, line 7.
1 Purpose(s) of conservation easements held by the organization (check all that apply).
Preservation of land for public use (e.qg., recreation or education) Bpreservatlon of a historically important land area

Protection of natural habitat Preservation of a certified historic structure
Preservation of open space

2 Complete lines 2a through 2d if the organization held a qualified conservation contribution in the form of a conservation easement on the
last day of the tax year.

Held at the End of the Tax Year

a Total number of conservation easements oo .. . . 2a
b Total acreage restricted by conservation easements 2b
¢ Number of conservation easements on a certified historic structure included in (@) . . 2c
d Number of conservation easements included in (c) acquired after 8/17/06, and not on a historic
structure listed in the National Register . 2d
3 Number of conservation easements modified, transferred, released, extlngwshed or termlnated by the organization during the
tax year »

4 Number of states where property subject to conservation easement is located >
5 Does the organization have a written policy regarding the periodic monitoring, inspection, handling of violations,
and enforcement of the conservation easements it holds? I:]Yes D No

6 Staff and volunteer hours devoted to monitoring, inspecting, and enforcing conservatlon easements durmg the year
»

7 Amount of expenses incurred in monitoring, inspecting, and enforcing conservation easements during the year
)

8 Does each conservation easement reported on line 2(d) above sahsfy the requirements of section 170(h)(4)(B)(1)
and section 170(h)(@)B)(1)? [[]yes [[]No

9 In Part XIl!, describe how the organization reports conservation easements in its revenue and expense statement, and balance sheet, and
include, apphcable the text of the footnote to the organization's financial statements that describes the organization's accounting for
conservation easements.

Part il lOrganizations Maintaining Collections of Art, Historical Treasures, or Other Similar Assets.
Complete If the organization answered 'Yes' to Form 990, Part IV, line 8.

1 a If the organization elected, as permitted under SFAS 116 (ASC 958), not to report in its revenue statement and balance sheet works of
art, historical treasures, or other similar assets held for public exhibition, education, or research in furtherance of public service, provide,
in Part Xlll, the text of the footnote to Its financial statements that describes these ttems.

b If the organization elected, as permitted under SFAS 116 (ASC 958), to report In its revenue statement and balance sheet works of art,
histortcal treasures, or other similar assets held for public exhibition, education, or research n furtherance of public service, provide the
following amounts relating to these items.

(i) Revenue included in Form 990, Part VIII, line 1 . . >S5
(i) Assets included in Form 990, Part X .. .. >$

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

a Revenue included i Form 990, Part VIll, line 1 >$
b Assets included in Form 990, Part X . >3
BAA For Paperwork Reduction Act Notice, see the Instructions for Form 990. TEEA3301L 10/28/14 Schedule D (Form 990) 2014




Schedule’D (Form 990) 2014 Mobile Medical Care, Inc. 23-7022588 Page 2
[Part lli [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 Public exhubition d Loan or exchange programs
b Scholarly research Other

c Preservation for future generations

4 Em\{lc)iglia description of the organization's collections and explain how they further the organization’s exempt purpose in
ar .

5 Dunng the year, did the organization solicit or receive donations of art, historical treasures, or other similar assets
to be sold to raise funds rather than to be maintained as part of the organization's collection? [:l es DNo

|Part IV |Escrow and Custodial Arrangements. Complete If the organization answered 'Yes' to Form 990, Part IV,
line 9, or reported an amount on Form 990, Part X, line 21.

1a Is the organization an agent, trustee, custodian, or other lntermedlary for contributions or other assets not included
on Form 990, Part X? [:] Yes D No

b If 'Yes,' explain the arrangement in Part XlIl and complete the foIIowmg table.

Amount
¢ Beginning balance 1c
d Additions during the year ... . . . . 1d
e Distributions during the year . . 1le
f Ending balance . 1f

2 a Did the organizatton include an amount on Form 990, Part X, Ime 21, for escrow or custod|a| account liablity? . D Yes ' No
b If "Yes,' explain the arrangement in Part Xlll. Check here if the explanation has been provided n Part Xl

{Part V [Endowment Funds. Complete if the organization answered 'Yes' to Form 990, Part IV, line 10.
(a) Current year (b) Prior year (c) Two years back (d) Three years back (e) Four years back

1a Beginning of year balance
b Contributions

¢ Net investment earnlngs gamns,
and losses

d Grants or scholarships

e Other expenditures for facilities
and programs

f Administrative expenses
g End of year balance
2 Provide the estimated percentage of the current year end balance (line 1g, column (a)) held as.
a Board designated or quasi-endowment *» %
b Permanent endowment » %
¢ Temporanly restricted endowment » %
The percentages in lines 2a, 2b, and 2c should equal 100%.

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)

b If 'Yes' to 3a(n), are the related organizations listed as requtred on Schedule R7 . 3b

4 Describe in Part X1l the intended uses of the organization's endowment funds.

Part VI | Land, Buildings, and Equipment.
Complete if the organization answered 'Yes' to Form 990, Part IV, line 11a. See Form 990, Part X, line 10.

Description of property (a) Cost or other basis|  (b) Cost or other (c) Accumulated (d) Book value
(investment) basis (other) deprectation

1aland . 191,027. 191,027.
b Buildings . 179,681. 73,741. 105,940.

¢ Leasehold improvements 714,614, 399,248. 315,366.

d Equipment 651,624. 625,142, 26,482.

e Other .. . 131,919, 117,288. 14,631.
Total. Add lines 1a through 1e. (Column (d) must equal Form 990, Part X, column (B), line 10c) . > 653,446.
BAA Schedule D (Form 990) 2014
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Schedule D (Form 990) 2014 Mobile Medical Care, Inc. 23-7022588 Page 3

{Part VIl JInvestments — Other Securities. N/A
Complete if the organization answered 'Yes' to Form 990, Part IV, line 11b. See Form 990, Part X, line 12.

(@) Description of security or category (including name of security) (b) Book value (c) Method of valuation: Cost or end-of-year market value

(1) Financial derivatives

(2) Closely-held equity interests

(3) Other

Total. (Column (b) must equal Form 990, Part X, column (B) line 12) ™|

Part VIl [ Investments — Program Related. N/A
(Part VIl Complete If the orggnlzatlon answered 'Yes' to Form 990, Part IV, line 11c. See Form 990, Part X, line 13.

(a) Description of investment type (b) Book value (c) Method of valuation. Cost or end-of-year market value

M

@

3

@

G

®)

@
®

()]

(10
Total. (Column (b) must equal Form 990, Part X, column (B) lme 13) ™|

[Part IX | Other Assets. N/A
Complete If the organization answered 'Yes' to Form 990, Part IV, line 11d. See Form 990, Part X, line 15.

(a) Description (b) Book value

)
3]
3
@
5)
®)
@
®
)
(10
Total. (Column (b) must equal Form 990, Part X, column (B), line 15) .. .. . >
[Part X | Other Liabilities.
Complete if the organization answered 'Yes' to Form 990, Part IV, line 11e or 11f. See Form 990, Part X, line 25
(a) Description of liability (b) Book value
(1) Federal income taxes
(@ Rounding 2.
3
&
)
&)
%)
®)
®)
9
an
Total. (Column (b) must equal Form 990, Part X, column (B) line 25) . ™ 2.
2. Liability for uncertain tax posttions. In Part XIlI, provide the text of the footnote to the organization's financial statements that reports the organization's hability for uncertain
tax posttions under FIN 48 (ASC 740). Check here 1f the text of the footnote has been provided in Part XIII

BAA TEEA3303L 08/25/14 Schedule D (Form 990) 2014




Schedule D (Form 990) 2014 Mobile Medical Care, Inc. 23-7022588 Page 4
IPart Xl_| Reconciliation of Revenue per Audited Financial Statements With Revenue per Return.
Complete If the organization answered 'Yes' to Form 990, Part IV, line 12a.

1 Total revenue, gains, and other support per audited financial statements . 1 5,933,896.
2 Amounts included on hne 1 but not on Form 990, Part VIII, line 12
a Net unreahzed gains (losses) on investments 2a
{ b Donated services and use of facilities 2b 3,440,294,
‘ ¢ Recoveries of prior year grants 2c
‘ d Other (Describe in Part XII1.) See Part XIII 2d 6,299.
} e Add lines 2a through 2d . 2e 3,446,593.
| 3 Subtract line 2e from line 1 3 2,487,303.
4 Amounts included on Form 990, Part VIII, Iine 12, but not on I|ne 1:
a Investment expenses not included on Form 990, Part VIII, line 7b . 43
b Other (Describe in Part XIIl } .. 4b
c Add lines 4a and 4h 4c
5 Total revenue. Add lines 3 and 4c. (This must equal Form 990, Part |, I/ne 12) 5 2,487,303.

{Part XIl | Reconciliation of Expenses per Audited Financial Statements With Expenses per Return.
Complete if the organization answered 'Yes' to Form 990, Part IV, line 12a.

1 Total expenses and losses per audited financial statements . 1 6,106,380.
| 2 Amounts included on line 1 but not on Form 990, Part IX, line 25:

a Donated services and use of facilities . 2a 3,440,294.

b Prior year adjustments 2b

¢ Other losses . e 2c

d Other (Describe m Part Xilly See Part XITI 2d 6,299.

e Add lines 2a through 2d Lo .. . 2e 3,446,593.
3 Subtractline 2e fromlne 1 ....... ... .. 3 2,659,787.
4 Amounts included on Form 990, Part IX, line 25 but not on Ilne 1

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

b Other (Describe in Part XII.) .. .. .. 4b

¢ Add lines 4a and 4b. . 4c
5 Total expenses. Add lines 3 and 4c. (Th:s must equal Form 990, Part/ hne 18) . .. 5 2,659,787.

[Part Xill | Supplemental information.

Provide the descriptions required for Part II, lines 3, 5, and 9; Part lIl, ines 1a and 4, Part IV, lines 1b and 2b, Part V
line 4; Part X, line 2, Part XI, lines 2d and 4b and Part X, lines 2d and 4b. Also complete this part to provide any additional information.

Schedule D, Part XI, Line 2d
Other Revenue Included In F/S But Not Included On Form 990

Fundraising event expenses .. A .. . . $ 6,299.
Total § 6,299.

Schedule D, Part Xil, Line 2d
Other Expenses And Losses Per Audited F/S

Fundraising event expenses . . . .. . . $ 6,299.
Total $§ 6,299.
BAA Schedule D (Form 990) 2014
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OMB No 1545-0047

SCHEDULE G Supplemental Information Regarding Fundraising or Gaming Activities
(Form 990 or 990-EZ) Complete if the organization answered 'Yes' to Form 990, Part IV, lines 17, 18, or 19, or if the 201 4
) organization entered more than $15,000 on Form 990-EZ, line 6a.
> Attach to Form 990 or Form 990-EZ. Open to Public
ﬂ?@%ﬁ?‘é&é’éﬁ?sl’ﬁ?% i » Information about Schedule G (Form 990 or 990-EZ) and its instructions 1s at www.irs.gov/form990. Inspection
Name of the organization Employer identificat b
Mobile Medical Care, Inc. 23-7022588

Fundraising Activities. Complete If the organization answered 'Yes' to Form 990, Part IV, line 17.
Form 990-EZ filers are not required to complete this part

1 Indicate whether the organization raised funds through any of the following activities. Check all that apply.

a |:| Mail solicitations e D Solicitation of non-government grants
b D Internet and email sohcitations f D Solicitation of government grants
c D Phone solicitations g |:| Special fundraising events
d D In-person solicitations
2a Did the organization have a written or oral agreement with any individual (including officers, directors, trustees or key
employees listed in Form 990, Part VII) or entity in connection with professional fundraising services? DYes No

b If 'Yes,' list the ten highest paid individuals or entities (fundraisers) pursuant to agreements under which the fundraiser 1s to be
compensated at least $5,000 by the organization.

(i) Name and address of individual (i) Activity (iiv) Did fundraiser (iv) Gross receipts (v) Amount paid to (vi) Amount paid to
or entity (fundraiser) have custody or control from activity (or retained by) (or retained by)

of contributions? fundraiser listed Iin organization

column (i)

Yes No

10

Total > 0.

3 L|s} all states i which the organization 1s registered or licensed to solicit contributions or has been notified it 1s exempt from registration
or licensing.

BAA For Paperwork Reduction Act Notice, see the Instructions for Form 990 or 990-EZ. Schedule G (Form 990 or 990-EZ) 2014
TEEA3701L 09/16/14



Schedulé G (Form 990 or 990-EZ) 2014 Mobile Medical Care,

Inc.

23-7022588

Page 2

|Part Il | Fundraisin

Events. Complete if the organization answered ‘Yes' to Form 990, Part IV, line 18, or reported

more than 315 000 of fundraising event contributions and gross income on Form 990- EZ lines 1 and 6b.
List events with gross receipts greater than $5,000.

(a) Event #1 (b) Event #2 (¢) Other events (d) Total events
, (add column (a)
Laugh Riot None through column (c))
E (event type) (total number)
v
E | 1 Gross receipts 32,050. 32, 050.
v
E
2 Less. Contributions 24,940. 24,940.
3 Gross income (Iine 1 minus line 2) 7,110. 7,110.
4 Cash prizes
5 Noncash prizes
D
|IQ 6 Rent/facility costs 4,947. 4,947.
E
c
T 7 Food and beverages
E
X | 8 Entertainment...
E
2 9 Other direct expenses 1,352. 1,352.
E
s
10 Duirect expense summary. Add lines 4 through 9 n column (d) > 6,299.
11 Net income summary. Subtract line 10 from hne 3, column (d) 8§11.

[Part lll | Gaming. Complete If the organization answered 'Yes' to Form 990 Part IV, line 19, or reported more than

$15,000 on Form 990-EZ, line 6a.

(a) Bingo (b) Pull tabs/Instant |  (c) Other gaming (d) Total gaming
2 bingo/progressive (add column (a)
v bingo through column {c))
E
N
u
E 1 Gross revenue
2 Cash prnizes.
E
D X
& E| 3 Noncash prizes
EN
cSs
T E{ 4 Rent/facility costs
5 Other direct expenses
Yes % | Yes % Yes %
6 Volunteer labor No No No
7 Direct expense summary. Add lines 2 through 5 in column (d} . -
8 Net gaming income summary. Subtract line 7 from line 1, column (d) - . >

9 Enter the state(s) in which the organization conducts gaming activities
a Is the organization licensed to conduct gaming activities 1in each of these states?
b If 'No,' explain

10a Were any of the organization's gaming licenses revoked, suspended or terminated during the tax year?
b If 'Yes,' explain.

TEEA3702L 09/16/14 Schedule G (Form 990 or 990-EZ) 2014



Schedule G (Form 990 or 990-EZ) 2014 Mobile Medical Care, Inc. 23-7022588 Page 3
11 Does the organization operate gaming activites with nonmembers? D Yes |:] No

|:| Yes D No

administer charitable gaming?

12 Isthe organization a grantor, beneficiary or trustee of a trust or a member of a partnership or other entity formed to

13 Indicate the percentage of gaming activity conducted .
a The organization's facility 13a %
b An outstde facility 13b %

14 Enter the name and address of the person who prepares the organization's gaming/special events books and records*

Name * L
Address > _
15a Does the organization have a contact with a third party from whom the organization receives gaming revenue? DYes DNo
b If 'Yes,' enter the amount of gaming revenue received by the organization™ $ and the amount

of gaming revenue retained by the third party> $ LT T T T
c If 'Yes,' enter name and address of the third party

16 Gaming manager information

[ ] Director/officer [ ]Employee [ ]Independent contractor

17 Mandatory distributions

a Is the organization required under state law to make charitable distributions from the gaming proceeds to retain the

state gaming license? [Jyes []No
b Enter the amount of distributions required under state law to be distributed to other exempt organizations or spent in the

organization's own exempt activities during the tax year » $

Part IV |Supplemental Information. Provide the explanations required by Part I, line 2b, columns (1) and (v),
and Part lll, hnes 9, 9b, 10b, 15b, 15¢, 16, and 17b, as applicable. Also provide any additional
information (see instructions).

BAA TEEA3703L 09/16/14 Schedule G (Form 990 or 990-EZ) 2014



SCHEDULE H
(For‘m 990)

» Complete if the organization answered 'Yes' to Form 990, Part IV, question 20.
Attach to Form 990.
> Information about Schedule H (Form 990) and its instructions is at www.irs.gov/form990.

Department of the Treasury
{nternal Revenue Service

>

Hospitals

OMB No 1545-0047

2014

Open to Public
Inspection

Name of the organization

Mobile Medical Care,

Inc.

Employer identificat b

23-7022588

[Part| [Financial Assistance and Certain Other Community Benefits at Cost

1a Did the organization have a financial assistance policy during the tax year? If ‘No,' skip to question 6a

b If 'Yes,' was it a wnitten policy?

2 If the organization had multiple hospital facilities, indicate which of the following best describes application of the

financial assistance policy to its various hospital facilities during the tax year.

Applied uniformly to all hospital facilities

|:| 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 ehgibility for providing free care?
indicate which of the following was the FPG family income limit for eligibihity for free care.

Other

If 'Yes,'

100% 150%
[ O

[]200%

|:| Applied uniformly to most hospital facilities

250.0 %

b Did the organization use FPG as a factor in determining eligibility for providing discounted care?

If 'Yes,'

200% X[250%
[

4 Dud the organization's financial assistance pollcy that appled to the largest number of its patients durlng the tax year

[]300%

[ ] 400%

provide for free or discounted care to the ‘'medically indigent'?

indicate which of the following was the family income imit for eligibility for discounted care
[]350%

c If the organization used factors other than FPG in determining eligibility, describe in Part VI the criteria used for
determining ehigibility for free or discounted care. Include in the description whether the orgamization used an asset
test or other threshold, regardless of income, as a factor in determining eligibility for free or discounted care.

Other

Sa Did the organization budget amounts for free or discounted care provided under its flnanC|aI assistance pohicy durmg the tax year?
b If 'Yes,' did the organization's financial assistance expenses exceed the budgeted amount?

Yes

No

la| X

1b| X

3al X

3b] X

%

c If 'Yes' to line 5b, as a result of budget considerations, was the orgamzahon unable to provude free or discounted

care to a patlent who was eligible for free or discounted care?
6a Did the organization prepare a community benefit report during the tax year7
b If 'Yes,' did the orgamization make 1t available to the public?

Complete the following table usmg the worksheets provided in the Schedule H instructions. Do not submit these

worksheets with the Schedule H

5a

5b

5¢

6a

6b

7 Financial Assistance and Certain Other Community Benefits at Cost

(@) Number of {b) Persons
activities or served
programs (optional)
(optional)

(c) Total community
benefit expense

Financial Assistance and
Means-Tested Government
Programs

(d) Direct offsetting
revenue

(e) Net community
benefit expense

(f) Percent
of total
expense

a Financial Assistance at

cost (from Worksheet 1) 2| 12,496

1,881,242,

1,081,064.

800,178.

30.08

b Medicaid (from

Worksheet 3, column a) 1,262

189,991.

121,145.

68, 846.

2.59

¢ Costs of other means-tested government
programs (from Worksheet 3, column b)

d Total Financial Asststance and
Means-Tested Government Programs 2

13,758

2,071,233.

1,202, 209.

869,024.

32.67

Other Benefits

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

f Health professions education
(from Worksheet 5)

g Subsidized health services
(from Worksheet 6)

h Research (from Worksheet 7)

i Cash and in-kind contributions for
community benefit (from Worksheet 8)

j Total. Other Benefits ..... .. . 0 0 0.

0.

0.

k Total. Add lines 7d and 7, 2] 13,758

2,071, 233.

1,202,200.

869,024.

32.67

BAA For Paperwork Reduction Act Notice, see the Instructions for Form 990.
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Mobile Medical Care,

Inc.

23-7022588

Page 2

[Parth_]

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

bullding activities during the tax year, and describe 1n Part VI how its community building activities
promoted the health of the communities 1t serves.

{a) Number of
activities or
programs
(optional)

(b) Persons
served
(optional)

(¢) Total community
building expense

(d) Direct offsetting

revenue

() Net community
bulding expense

{f) Percent
of total
expense

Physical improvements and housing

Economi¢ development

Community support

Environmental improvements

g _lwlin| -

Leadership development and training
for community members.

[}

Coalition building

Community health
improvement advocacy

8

Workforce development

9

Other

10

Total

0

0

[Partlll_|Bad Debt, Medicare, & Collection Practices

Section A, Bad Debt Expense

1 Dud the organization report bsad debt expense in accordance with Healthcare Financial Management

2
3

Assoclation Statement No.

Enter the amount of the organization's bad debt expense. Explam in Part VI the
methodology used by the organmization to estimate this amount
Enter the estimated amount of the organization's bad debt expense attributable to patlents
ehgible under the organization's financial assistance policy. Explain in Part VI the
methodology used by the organization to estimate this amount and the rationale,
if any, for including this portion of bad debt as community benefit

Yes | No

3

Provide in Part VI the text of the footnote to the organization's financial statements that describes bad debt
expense or the page number on which this footnote s contained in the attached financial statements

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 hine 5. This 1s the surplus (or shortfall)

5

6
7
8

Describe in Part VI the extent to which any shortfall reported in line 7 should be treated as community benefit.

5

6

7

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-

D Cost to charge ratio

D Cost accounting system

Section C. Collection Practices

9a Did the organization have a written debt collection policy during the tax year?

D Other

b If 'Yes,' did the organization's collection policy that applied to the largest number of its patients during the tax year
contain provisions on the collection practices to be followed for patients who are known to qualify for
financial assistance? Describe in Part VI . .

9a X

9b

| Partlv | Management Companles and Joint Ventures (owned 10% or more by officers, directors, trustees, key employees and physicians = see instrs)

(a) Name of entity

(b) Description of pnmary
actwﬁy 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 %

O|N|O | HWIN| =

TEEA3802L 09/16/14
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Page 3

|PartV |Facility Information

Section A. Hospital Facilities
(hst in order of size, from largest to smallest —
see Instructions)

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

Name, address, primary website address, and state icense number (and if a
group return, the name and EIN of the subordinate hospital organization that
operates the hospital facility)

Licensed| General | Chil | Teach
hospital | medical | dren's | ing
and | hospital | hospital
surgical

Critical
access
hospital

Re-
search
facility

ER
24 hours

ER-
other

Other (descnbe)

Facility
reporting
group

Clinic

FG2

Clinic

FG1

Clinic

FG1

Clinic

FG1

Clinic

FG1

Clinic

FG2

Clinic

FG1

Clinic

FG1

TEEA3803L 02/24115
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Schedule'H (Form 990) 2014 Mobile Medical Care, Inc. 23-7022588 Page 3
[Part V_[Facility Information

Section A. Hospital Facilities thcenstecli Ger&era: dcml- Teach- | Critical Re-h 24EhR- Er? Other (describe) Esglrl{tz

_ ospital f medical | drens Ing access | searc ours| othel i ng
(list in order of size, from largest to smallest and | hospital | hospital | hospital | facility group
see nstructions) surgical

How many hospital facihties did the organization
operate during the tax year?
Name, address, pnmary website address, and state license number (and If a

group return, the name and EIN of the subordinate hospital orgamzation that
Operates the hospital facility)

9 IBN Sina Clinic at IEC X Clinic FG1

BAA TEEA3303L 02/24/15 Schedule H (Form 990) 2014



Schedule H (Form 990) 2014  Mobile Medical Care, Inc. 23-7022588 Page 4
[Part V__[Facility Information (continued) Copy 1 of 2

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

Name of hospital facility or letter of facility reporting group FG1

Line number of hospital facility, or line numbers of hospital
facilities in a facility reporting group (from Part V, SectionA): 2,3,4,5,7,8,9

Yes | No
Community Health Needs Assessment
1 Was the hospital facihity first licensed, registered, or similarly recognized by a State as a hospital faciity in the current
tax year or the immediately preceding tax year? 1 X
2 Was the hospital facility acquired or placed into service as a tax-exempt hospital in the current tax year or the
immediately preceding tax year? If 'Yes,' provide detalls of the acquisition in Section C . 2 X

3 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 . 3 X

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

c D Exlstmg health care facilittes and resources within the community that are available to respond to the health needs
of the community

d D How data was obtained
e |:] The significant health needs of the community

f D Primary and chronic disease needs and other health 1ssues of uninsured persons, low-income persons, and
minorty groups

g I:] The process for 1dentifying and prioritizing community health needs and services to meet the community health needs
h |:| The process for consulting with persons representing the community’s interests
D Information gaps that hmit the hospital facility's ability to assess the community's health needs
i |:] Other (describe in Section C)
4 Indicate the tax year the hospital facility last conducted a CHNA-

5 Inconducting its most recent CHNA, did the hospital facility take into account input from persons who represent the broad tnterests of the community
served by the hospital facility, including those with special knowledge of or expertise 1n public health? If *Yes,' describe in Section C how the hospital

facility took into account nput from persons who represent the community, and 1dentify the persons the hospital facility consulted . . 5
6 a Was the hospital facility's CHNA conducted with one or more other hospltal faciities? If 'Yes,' list the
other hospital facilities in Section C. . .. . 6a
b Was the hospital facility’s CHNA conducted with one or more orgamzahons other than hospltal facmtxes" If 'Yes,' list the
other organizations in Section C . . 6b
7 Did the hospital facility make its CHNA report widely available to the public? . ... 7

If 'Yes,' indicate how the CHNA report was made widely available (check all that apply)
a |:| Hospital facility's website (list url)
b D Other website (st url):
c D Made a paper copy available for public inspection without charge at the hospital facility
d D Other (describe In Section C)

8 Did the hospital facility adopt an |mplementat|on strategy to meet the stgnlflcant commumty health needs tdentified
through 1ts most recently conducted CHNA? If 'No," skip to line 11 8

9 Indicate the tax year the hospital facility last adopted an implementation strategy.

10 Is the hospital facility's most recently adopted implementation strategy posted on a website? 10
a lf 'Yes,' (st url)
b If 'No," 1s the hospital facility's most recently adopted implementation strategy attached to this return? . 10b

11 Describe in Section C how the hospital facility 1s 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.

12a Did the organization incur an excise tax under section 4959 for the hospltal facihity's failure to conduct a CHNA as
required by section 501(1)(3)? 12a

b If 'Yes' to line 12a, did the organization file Form 4720 to report the section 4959 excise tax? 12b

c If 'Yes' to line 12b, what 1s the total amount of section 4959 excise tax the organization reported on Form 4720 for all of
its hospital facilities? g

BAA TEEA3804L 01/06/15 Schedule H (Form 990) 2014



Schedule H (Form 990) 2014 Mobile Medical Care, Inc. 23-7022588 Page 4
|Part V |Facility Information (continued) Copy 2 of 2
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 FG2
Line number of hospital facility, or line numbers of hospital
facilities in a facility reporting group (from Part V, Section A): 1, 6
Yes | No
Community Health Needs Assessment
1 Was the hospital facibty first icensed, registered, or similarly recognized by a State as a hospital facility in the current
tax year or the immediately preceding tax year? 1 X
2 Was the hospital faciity acquired or placed Into service as a tax-exempt hospital in the current tax year or the
immediately preceding tax year? If 'Yes,' provide details of the acquisition in Section C 2 X
3 During the tax year or either of the two lmmedlately precedlng tax years, did the hospital facihty conduct
a community health needs assessment (CHNA)? If ‘No,’ skip to line 12 3 X
If 'Yes,' indicate what the CHNA report describes (check all that apply)
a A definition of the community served by the hospital facility
b [X] . Demographics of the community
. Emstmg health care facilities and resources within the community that are available to respond to the health needs
of the community
d . How data was obtained
. X| The significant health needs of the community
. Primary and chronic disease needs and other health 1ssues of uninsured persons, low-income persons, and
minonty groups
g . The process for identifying and prioritizing community health needs and services to meet the community health needs
h The process for consulting with persons representing the community’s interests
Information gaps that imit the hospital facility's ability to assess the community's health needs
i D Other (describe in Section C)
4 Indicate the tax year the hospital facility last conducted a CHNA 2012
5 In conducting its most recent CHNA, did the hospital facility take tnto 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 G how the hospital
facility took into account nput from persans who represent the community, and 1dentify the persons the hospital facility consulted rt 5 X
6 a Was the hospital facility's CHNA conducted with one or more other hospital facilittes? If 'Yes,' list the
other hospital facilities in Section C . . 6a X
b Was the hospital facility's CHNA conducted with one or more orgamzatlons other than hospltal faC|I|t|es7 If 'Yes," list the
other organizations in Section C . . 6b X
7 Did the hospital facility make its CHNA report widely available to the public? 7 X
If 'Yes,' indicate how the CHNA report was made widely available (check all that apply).
a D Hospital facility's website (list url).
b [ ] Other website (st url).
c |:| Made a paper copy available for public inspection without charge at the hospital facility
d D Other (describe in Section C)
8 Did the hospital facility adopt an implementation strategy to meet the 5|gnlflcant community health needs dentified
through 1ts most recently conducted CHNA? If 'No,' skip to line 11 8 X
9 Indicate the tax year the hospital facility last adopted an implementation strategy
10 Is the hospital facility's most recently adopted implementation strategy posted on a website? 10 X
a lf 'Yes,' (hist url).
b If 'No,' 1s the hospital facility's most recently adopted implementation strategy attached to this return? 10b X
11 Describe in Section C how the hospttal facility 1s 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. Part V
12a Did the organization incur an excise tax under section 4959 for the hospital facility's failure to conduct a CHNA as
required by section 501(r)(3)? . . . 12a X
b If 'Yes' to ine 12a, did the organization file Form 4720 to report the section 4959 excise tax? 12b
c If 'Yes' to line 12b, what 1s the total amount of section 4959 excise tax the organization reported on Form 4720 for all of
its hospital facilities? $

BAA TEEA3804L 01/06/15 Schedule H (Form 990) 2014
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Page 5

[Part V |Facility Information (continued)

Copy

1 of

2

Financial Assistance Policy (FAP)

Name of hospital facility or letter of facility reporting group FG1

Did the hospital facility have in place duning the tax year a wntten financial assistance policy that:

13 Explained eligibility criteria for financial assistance, and whether such assistance included free or discounted care?

If 'Yes,' indicate the eligibility cniteria explained in the FAP:

X| Federal poverty guidelines (FPG), with FPG family income limit for eligibility for free care of 25
and FPG family income limit for eligibility for discounted care of 250 % I

Income level other than FPG (describe in Section C)

|| Asset level

| | Medical indigency

| ] insurance status

Underinsurance status

Residency

[ Other (describe in Section C)

Ed|

|

owQ "0 oo o

14 Explained the basis for calculating amounts charged to patients?.

15 Explained the method for applying for financial assistance?

If 'Yes,' indicate how the hospital facility's FAP or FAP application form (including accompanylng instructions)
explained the method for applying for financial assistance (check all that apply).

. Described the information the hospital facility may require an individual to provide as part of his or her application

b . Described the supporting documentation the hospital facility may require an individual to submit as part of his or
her application

¢ {X| Provided the contact information of hospital facility staff who can provide an individual with information about the
FAP and FAP application process

d Provided the contact information of nonprofit organizations or government agencies that may be sources of
assistance with FAP applications

e D Other (describe in Section C)

16 Included measures to publicize the policy within the community served by the hospital facility?
If 'Yes,' indicate how the hospital facility publicized the policy (check all that apply):
|: The FAP was widely available on a website (list url):

Yes

No

13

14

15

16

|: The FAP application form was widely available on a website (list url)

E A plain language summary of the FAP was widely available on a website (list url)*

o an o8

E The FAP was available upon request and without charge (in public locations in the hospital facility and by mail)

The FAP application form was available upon request and without charge (in public locations In the hospital facility
and by mail)

f x A plain language summary of the FAP was available upon request and without charge (in public locations 1n the

hospital facility and by mail)

g [: 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 availabilty of the FAP
i E Other (describe in Section C)

Billing and Collections

17 Dud the hospital facility have in place during the tax year a separate billing and collections policy, or a wnitten financial

assistance policy (FAP) that explained all of the actions the hospntal faclllty or other authorized party may take
upon non-payment? .

18 Check all of the following actions against an individual that were permitted under the hospital facility's policies during the

tax year before making reasonable efforts to determine the individual's eligibility under the facility's FAP:
a D Reporting to credit agency(ies)
b D Selling an individual's debt to another party
c [:] Actions that require a legal or judicial process
d D Other similar actions (describe in Section C)
e E] None of these actions or other similar actions were permitted

17

BAA Schedule H (Form 990) 2014
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Page 5

[Part V  |Facility Information (continued)

Copy

2 of

2

Financial Assistance Policy (FAP)

Name of hospital facility or letter of facility reporting group FG2

13

a

STQa -0 a0 o

14

15

a
b
c

d

e

16

o Qo oW

-

Explained the method for applying for financial assistance?

If 'Yes,' indicate how the hospital facility's FAP or FAP application form (including accompanying instructions)
explained the method for applying for financial assistance (check all that apply).

g
h

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

Explained eligibility criteria for financial assistance, and whether such assistance included free or discounted care?
If 'Yes,' indicate the eligibility criteria explained in the FAP

Federal poverty guidelines (FPG), with FPG family income limit for eligibility for free care of 250 %
and FPG family income limit for eligibility for discounted care of _ 250 % -=="

Income level other than FPG (describe in Section C)
Asset level

Medical indigency

Insurance status

Underinsurance status

Residency

[ Other (describe in Section C)

>]

Explained the basis for calculating amounts charged to patients?

Described the information the hospital facility may require an individual to provide as part of his or her application

Described the supporting documentation the hospital facility may require an individual to submit as part of his or
her application

Provided the contact information of hospital facility staff who can provide an individual with information about the
FAP and FAP application process

Provided the contact information of nonprofit organizations or government agencies that may be sources of
assistance with FAP applications

[[] Other (descnibe in Section C)

Included measures to publicize the policy within the community served by the hospital facility?
If 'Yes,' indicate how the hospital facility publicized the policy (check all that apply)

| | The FAP was widely available on a website (hst url):

Yes

No

13

14

15

16

[ ] The FAP apphication form was widely available on a website (list url):

A plain language summary of the FAP was widely available on a website (hist url):

The FAP was available upon request and without charge (in public locations in the hospital facility and by maul)

[~| The FAP application form was avallable upon request and without charge (in public locations in the hospital facility
— and by mail)

A plain language summary of the FAP was available upon request and without charge (in public locations n the
hospital facility and by mail)

Notice of availability of the FAP was conspicuously displayed throughout the hospital facility
] Notrfied members of the community who are most likely to require financial assistance about availabilty of the FAP
: Other (describe in Section C)

Billing and Collections

17 D the hospital facility have in place during the tax year a separate billing and collections policy, or a wntten financial

assistance policy (FAP) that explained all of the actions the hospital facility or other authorized party may take
upon non-payment? .

18 Check all of the following actions agaimst an individual that were permitted under the hospital facility's policies during the

a
b
c
d
e

tax year before making reasonable efforts to determine the individual's eligibiity under the facility's FAP.

D Reporting to credit agency(ies)

D Selling an individual’s debt to another party

D Actions that require a legal or judicial process

D Other similar actions {describe in Section C)

D None of these actions or other similar actions were permitted

17

BAA
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Schedule H (Form 990) 2014  Mobile Medical Care, Inc. 23-7022588 Page 6
[PartV [Facility Information (continued) Copy 1 of 2

Name of hospital facility or letter of facility reporting group FG1

Yes | No

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 eltgibility under the facility's FAP? 19 X

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

20 Indicate which efforts the hospital facility or other authorized party made before initiating any of the actions listed (whether or not checked)
in hne 19 (check all that apply)

a [:] Notified individuals of the financial assistance policy on admission
b D Notified individuals of the financial assistance policy prior to discharge
c D 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 D Other (describe in Section C)
f D 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 wntten policy relating to emergency medical care that
required the hospttal facility to provide, without discrimination, care for emergency medical conditions to individuals
regardless of their eigibility under the hospital facility's financial assistance policy? . . 21 X

If 'No," indicate why:
a The hospital faciity did not provide care for any emergency medical conditions
b |:| The hospital facility's policy was not in wniting

c D The hospital facility imited who was eligible to receive care for emergency medical conditions
(describe in Section C)

d E] Other (describe in Section C)
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 |:| The hospital facility used its lowest negotiated commercial insurance rate when calculating the maximum amounts
that can be charged

b |:| 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 Other (describe in Section C) Part V
23 Dunng 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? .. . . . ... |23 X

if ‘Yes,' explamn in Section C.

24 Dunng the tax year, did the hospital facility charge any FAP-eligible individual an amount equat to the gross
charge for any service provided to that individual? .. . 24 X
If 'Yes,' explain in Section C

Schedule H (Form 990) 2014
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Schedule’H (Form 990) 2014  Mobile Medical Care, Inc. 23~7022588 Page 6

[PartV__|Facility Information (continued) Copy 2 of 2
Name of hospital facility or letter of facility reporting group FG2
Yes | No
19 Did the hospital facility or other authorized party perform ang of the following actions dunng the tax year before
making reasonable efforts to determine the individual's ehgibiity under the faciity's FAP? 19 X

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

20 Indicate which efforts the hospital facility or other authorized party made before initiating any of the actions listed (whether or not checked)
in hine 19 (check all that apply)

a D Notified individuals of the financial assistance policy on admisston
b D Notified individuals of the financial assistance policy prior to discharge
c D Notified individuals of the financial asststance 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 D Other {describe in Section C)
f |:| None of these efforts were made

Policy Relating to Emergency Medical Care

21 Dud 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 individuals
regardless of their eligibility under the hospital facility's financial assistance policy? . . . 21 X

If 'No," indicate why-
a The hospital facility did not provide care for any emergency medical conditions

b D The hospital facility's policy was not in writing

c D The hospital faciity hmited who was eligible to receive care for emergency medical conditions
(descnibe in Section C)

d |:| Other (describe 1n Section C)
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 D 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 Other (describe in Section C) Part V
23 Dunng 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? . . .. 23 X

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? . . . .. .. 24 X

If 'Yes,' explain in Section C.

Schedule H (Form 9390) 2014
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Schedule'H (Form 990) 2014 Mobile Medical Care, Inc. 23-7022588 Page 7
[Part V_|Facility Information (continued) Copy of

Section C. Supplemental Information for Part V, Section B. Provide descriptions required for Part V, Section B, lines 2, 3y, 5, 6a, 6b, 7d, 11,
13b, 13h, 15¢, 161, 18d, 19d, 20e, 21¢, 21d, 22d, 23, and 24, If aﬁpllcable, provide separate descriptions for each hospital facnh? n a facility
reporting group, destgnated 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.

PartV, Line 5 - Account Input from Person Who Represent the Community

Facility: FG2

The community perspective was gathered through four consumer focus groups, a
stakeholder online survey with 69 responses, and 15 key informant interviews.
Community stakeholders and key informants represented hospitals and other health
providers, social service agencies, businesses, faith organizations, philanthropies,
and government officials. Access issues and barriers to care were addressed in
addition to specific health concerns. Particular attention was paid to linguistically
isolated residents. MobileMed has focused its implementation efforts around access to
adult primary care services, particularly for preventive care and chronic disease
management.

PartV, Line 11 - Explanation of Needs Not Addressed and Reasons Why

Facility: FG2

There are some community priorities outside the scope of current MobileMed's
services, e.g. specialty care.

Part V, Line 22d - Other Billing Determination of Individuals Without Insurance

Facility: FG1

The fee is negotiable for each patient, depending on the patient's individual
circumstances.

Part V, Line 22d - Other Billing Determination of Individuals Without Insurance

Facility: FG2

The fee is negotiable for each patient, depending on the patient's individual

circumstances.

BAA TEEA3807L 01/06/15 Schedule H (Form 990) 2014



Schedule’H (Form 990) 2014 Mobile Medical Care, Inc.
(PartV |Facility Information (continued)

Section D. Other Health Care Facilities That Are Not Licensed, Registered, or Similarly Recognized as a Hospital Facility
(st 1n order of size, from largest to smallest)

23~7022588 Page 8

How many non-hospital health care facihties did the organization operate duning the tax year?

Name and address Type of Facility (describe)

BAA
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*  Schedule'H (Form 990) 2014 Mobile Medical Care, Inc. 23-7022588 Page 9
[Part VI |Supplemental Information

Provide the following information.

1

2

Required descriptions. Provide the descriptions required for Part I, lines 3c, 6a, and 7, Part li and Part Ill, lines 2, 3, 4, 8, and Sb.

Needs assessment. Describe how the organization assesses the health care needs of the communities 1t serves, in addition to any
CHNASs 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 ehigibility 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 descnbing how the organization's hospital facilities or other
h?alth clareffachlmestfu;ther 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 1s 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, identfy all states with which the organization, or a related organization, files a
community benefit report.

Part |, Line 6a - Related Organization Community Benefit Report

Upon request

BAA
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SCHEDULE |
(Form 990)

Grants and Other Assistance to Organizations,
Governments, and Individuals in the United States
Complete if the organization answered "Yes' to Form 990, Part IV, line 21 or 22,

» Attach to Form 990

OMB No 1545 0047

2014

Department of the Treasury Open to P_Ub“c
Internal Revenue Service * Information about Schedule | (Form 930) and its instructions is at www.irs gov/form990. Inspection
Name of the organization Employer identification number

Mobile Medical Care, Inc.

23-7022588

[Part] |General Information on Grants and Assistance

1 Does the organization maintain records to substantiate the amount of the grants or assistance, the grantees' eligibility for the grants or assistance, and
the selection criteria used to award the grants or assistance?

2 Describe in Part [V the organization s procedures for monitoring the use of grant fund

s in the United States

Yes D No

See Part IV

[Part Il | Grants and Other Assistance to Domestic Organizations and Domestic Governments. Complete If the organization answered 'Yes' to
Form 990, Part IV, line 21 for any recipient that received more than $5,000. Part Il can be duplicated if additional space 1s needed.

7 (a) Name and address of organization (®) EIN {c) IRC section (d) Amount of cash grant {e) Amount of non cash (N Method of valuation (g} Description of (h) Purpose of grant
or government 1t applicable assistance {book F!;ilxe’a)ppralsal non-cash assistance or assistance

) Aspire Counseling __ ____ _ To provide

__ 16220 Frederick Road_ _ __ _ _ health care
Gaithersburg, MD 20877 52-1120638]501(c) (3) 34,115 0 Services.

{2 Chinese American Senior Serv_ To provide

_ _12320_Parklawn Drive _ __ _ _ health care
Rockville, MD 20852 74-3143079]501 (¢) (3) 6,465 0 services

) Gaithersburg HELP, Inc ___ _ To provide

__ 431 North Frederick Avenue __ health care
Gaithersburg, MD 20877 23-7413600]501 (c) (3) 15, 680 0 services

@) Holy Cross Health To provide

__1500 Forest Glen Rd _ _ __ __ health care
Silver Spring, MD 20910 52-0738041501 (c) (3) 10, 485 0 services.

{5) Home Care Partmers__ _ ____ To provide

_ _1234 Massachusetts Ave NW __ health care
Washington, DC 20005 52-1920603]501 (¢} (3) 24,500. 0 services.

46) Korean Community Services_ __ To provide

__7700 Little River Tpke Ste 40 health care
Annandale, VA 22003 52-1005984|501 (c) (3) 8,525. 0. services.

) Mercy Health Clinic _ _ _ __ _ To provide

——1 Metropolitan Court, Suite 1 health care
Gaithersburg, MD 20878 52-2230932|501 (c) (3) 7,840. 0 services.

®_ ____

2 Enter total number of section 501(c)(3) and government organizations listed in the line 1 table - 7
3 Enter total number of other organizations listed in the line 1 table 4 0
BAA For Paperwork Reduction Act Notice, see the Instructions for Form 990. TEEA3%0IL 06/19/14 Schedule | (Form 990) (2014)



Schedule | (Form 990) (2014) Mobile Medical Care, Inc.

23-7022588 Page 2

[Patl_]Grants and Other Assistance to Domestic Individuals. Complete If the organization answered 'Yes' to Form 890, Part IV, line 22. Part II|
can be duplicated if additional space 1s needed.

(@) Type of grant or assislance

(b) Number of
recipients

(¢) Amount of (dy Amount of
cash grant non cash assistance

(&) Method of valuation (book
FMV appraisal other)

(0 Description of non cash assistance

7

IParl v ISuppIementaI Information. Provide the information required in Part [, line 2, Part I11, column (b), and any other additional information.

Part |, Line 2 - Procedures for Monitoring Use of Grants Funds in U.S.

Normal business procedures.

BAA
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SCHEDULE O Supplemental Information to Form 990 or 990-EZ OMB No 15450047

(Form 990 or 990-EZ) Complete to provide information for responses to specific questions on 201 4
) Form 990 or 990-EZ or to provide any additional information.
» Attach to Form 990 or 990-EZ.

Department of the Treasury > Information about Schedule O (Form 990 or 990-EZ) and its instructions is |°P°" to Public
Internal Revenue Service at WWW.ifS.gOV/meT99o. nspection
Name of the orgamization Employer identficat ™

Mobile Medical Care, Inc. 23-7022588

Form 990, Part lll, Line 4a - Program Service Accomplishments

Vans/Other Clinics - In addition to the Upcounty Clinic, MobileMed delivers
effective, efficient primary and preventive care in fixed-site clinics and on mobile
vans at six accessible locations, along with two specialty Clinics, throughout
Montgomery County. Diverse clinical staff and volunteers serve over 4,000 low-~income
County residents who are uninsured or enrolled in Medicaid. Our model includes
integrated, bilingual behavioral health therapists on-site. Through generous hospital
and public partners, we arrange for diagnostic testing, medications, and specialty
referrals. Relationships with ethnic and faith-~based community organizations expand
our outreach and cultural competence. Our services (14,000 annual encounters) enable
disadvantaged adults to get timely care in an appropriate setting, in order to manage
their chronic conditions, identify diseases early through preventive screening, and
address illnesses helping patients return to work sooner.

Clinics sites are accessible by public transit and operate on a regular schedule
every weekday and two evenings, with a mix of walk-in and scheduled appointments. Our
patients come from 100 different countries and speak 25 different languages. In
addition to English, primary languages include Spanish, French, and Farsi. No one is
turned away for inability to pay. Shady Grove Adventist Hospital, Washington
Adventist Hospital, and Suburban Hospital donate significant diagnostic testing
services. Our specialty services include a weekly Women's Clinic, plus weekly Heart
Clinic and Endocrine Clinics through collaborations with NIH at Suburban Hospital.

We also provide weekly optometry and podiatry services for diabetic patients.

Form 990, Part VI, Line 11b - Form 990 Review Process

The organization's complete audited fiscal year financial statements are reviewed
and approved by the Board Finance Committee followed by review and approval by the

full Board. The full Board meets with the independent auditors to review the audited
BAA For Paperwork Reduction Act Notice, see the Instructions for Form 990 or 990-EZ. TEEA4901L  08/18/14 Schedule O (Form 990 or 990-EZ) 2014




Schedule O (Form 990 or 990-E2) 2014 Page 2

Name of the organization Employer 1d

Mobile Medical Care, Inc. 23-7022588

Form 990, Part VI, Line 11b - Form 990 Review Process (continued)

financial statements and address any questions. The 990 is prepared based upon the
audited financials and is reviewed by the Executive Director and the Director of
Finance and Administration internally and the Board President and Board Treasurer
externally for accuracy and completeness. The 990 is then distributed to the full
Board for any additional comments prior to its filing and issuance.

Form 990, Part VI, Line 12¢ - Explanation of Monitoring and Enforcement of Conflicts

The board members are required to re-sign the conflict of interest policy annually.
Form 990, Part VI, Line 15a - Compensation Review & Approval Process - CEO & Top Management

The Executive Director's salary is determined by the President of the Board of
Directors. The salary is established based upon comparable salaries for similar
positions considering other factors including organization size, type, budget, and
geography. Periodic surveys of Executive Director salary ranges are reviewed by the
President for consideration in budget planning. Annual compensation increases are
determined based upon the performance evaluation by the President including input
solicited from Committee Chairpersons and other Board Members; the organization's
Board approved annual budget for salaries and compensation; and any other increases
for cost of living or similar adjustments approved in the annual budget.

Form 990, Part VI, Line 15b - Compensation Review & Approval Process - Officers & Key Employees

The Executive Director determines the compensation for key employees. The Executive
Director uses independent resources to establish appropriate salaries.

Form 990, Part VI, Line 19 - Other Organization Documents Publicly Available

Mobile Medical Care, Inc. provides its governing documents and financial statements

in the 990 upon request.

BAA Schedule O (Form 990 or 990-EZ) 2014
TEEA4902L 08/18/14



