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pTICH [ SAITTA

May 27, 2020

Mr. William Myers

Montgomery County Emergency Services, Inc.
50 Beech Drive

Norristown, PA 19403-5421

Dear Mr. Myers,

Enclosed are the following income tax returns prepared on behalf of MONTGOMERY COUNTY EMERGENCY
SERVICE, INC. for the year ended June 30, 2019.

2018 990 - Return of Organization Exempt from Income Tax

2018 8879-EO - IRS E-file Signature Authorization Form

2018 Schedule A - Public Charity Status and Public Support

2018 Schedule B - Schedule of Contributors

2018 Schedule D - Supplemental Financial Statements

2018 Schedule H - Hospitals

2018 Schedule J - Compensation Information

2018 Schedule O - Supplemental Information to Form 990 or 990EZ

The original of each of the above mentioned returns should be dated and signed in accordance with the following
instructions included with the copy of the return. This copy is for your use and should be retained for your files.

These return(s) were prepared from information provided by you or your representative. The preparation of tax
returns does not include the independent verification of information used. Therefore, we recommend you review
the return(s) before signing to ensure there are no omissions or misstatements. If you note anything which may
require a change to the return(s), please contact us before filing them.

We appreciate this opportunity to serve you. Please contact us if you have any questions or if we may be of
further assistance.

Sincerely,
Russell H. Stroemel Ill, CPA
Partner

HEFFLER, RADETICH & SAITTA LLP

Enclosures

1515 Macket Steeet, Smte 1700 » Phaladelphua, PA 19102 « 2156658870 & Fax 21560659380

wwrwshettler.com



HEFFLER, RADETICH (&g SAITTA

MONTGOMERY COUNTY EMERGENCY SERVICE, INC.
Instructions for Filing
Form 8879-EO
IRS e-file Signature Authorization for Form 990
For the year ended June 30, 2019

The original IRS E-file Signature Authorization form should be signed (use full name) and dated by an authorized
officer of the organization.

Return your signed IRS e-file Signature Authorization Form 8879-EO to:

HEFFLER, RADETICH & SAITTA, LLP
1515 MARKET STREET SUITE 1700
PHILADELPHIA PA 19102

There is no tax due with the filing of this return.

Do NOT separately file Form 990 with the Internal Revenue Service. Doing so will delay the processing of your
return. We must receive your signed form before we can electronically transmit your return, which is due on or
before July 15, 2020. We would appreciate you returning this form as soon as possible as this will expedite the
processing of your return. The Internal Revenue Service will notify us when your return is accepted. Your return is
not considered filed until the Internal Revenue Service confirms their acceptance, which may occur after the due
date of your return.

1515 Market Street, Suite 1700« Philadelphia, PA 19102 « 2156658570 » Fax 2156659386

www . helfler.com



IRS e-file Signature Authorization
rom 88 79-EO for an Exempt Organization

OMB No. 1545-1878

For calendar year 2018, or fiscal year beginning 1 , 2018, and endingOG/ 30 , 20 19
P Do not send to the IRS. Keep for your records. 2@1 8
Department of the Treasury i
Internal Revenue Service » Go to www.irs.gov/Form8879EO for the latest information.
Name of exempt organization Employer identification number
MONTGOVERY COUNTY EMERGENCY SERVI CE, | NC. 23-1894907

Name and title of officer

WLLIAM MERS, C. E. O
Type of Return and Return Information (Whole Dollars Only)

Check the box for the return for which you are using this Form 8879-EO and enter the applicable amount, if any, from the return. If you
check the box on line 1a, 2a, 3a, 4a, or 5a, below, and the amount on that line for the return being filed with this form was blank, then
leave line 1b, 2b, 3b, 4b, or 5b, whichever is applicable, blank (do not enter -0-). But, if you entered -0- on the return, then enter -0- on
the applicable line below. Do not complete more than one line in Part I.

la Form 990 check here » b Total revenue, if any (Form 990, Part VIII, column (A), line 12) ., , . 1b 16619881.
2a Form 990-EZ check here » |:| b Total revenue, if any (Form 990-EZ,line9) ... ........ 2b
3a Form 1120-POL check here » |:| b Total tax (Form 1120-POL,line22) ., . . . ... ... ... 3b
4a Form 990-PF check here » b Tax based on investment income (Form 990-PF, Part VI, line 5). 4b
5a Form 8868 check here » b Balance Due (Form 8868,1line3c) . . ... .. .. .« ' v v ... 5b

Part Il Declaration and Signature Authorization of Officer

Under penalties of perjury, | declare that | am an officer of the above organization and that | have examined a copy of the
organization's 2018 electronic return and accompanying schedules and statements and to the best of my knowledge and belief, they
are true, correct, and complete. | further declare that the amount in Part | above is the amount shown on the copy of the
organization's electronic return. | consent to allow my intermediate service provider, transmitter, or electronic return originator (ERO)
to send the organization's return to the IRS and to receive from the IRS (a) an acknowledgement of receipt or reason for rejection of
the transmission, (b) the reason for any delay in processing the return or refund, and (c) the date of any refund. If applicable, |
authorize the U.S. Treasury and its designated Financial Agent to initiate an electronic funds withdrawal (direct debit) entry to the
financial institution account indicated in the tax preparation software for payment of the organization's federal taxes owed on this
return, and the financial institution to debit the entry to this account. To revoke a payment, | must contact the U.S. Treasury Financial
Agent at 1-888-353-4537 no later than 2 business days prior to the payment (settlement) date. | also authorize the financial institutions
involved in the processing of the electronic payment of taxes to receive confidential information necessary to answer inquiries and
resolve issues related to the payment. | have selected a personal identification number (PIN) as my signature for the organization's
electronic return and, if applicable, the organization's consent to electronic funds withdrawal.

Officer's PIN: check one box only

| authorize HEFFLER, RADETI CH & SAI TTA, LLP 1o enter my PIN 462709 as my signature

EROfirm name Enter five numbers, but
do not enter all zeros

on the organization's tax year 2018 electronically filed return. If | have indicated within this return that a copy of the return is
being filed with a state agency(ies) regulating charities as part of the IRS Fed/State program, | also authorize the aforementioned
ERO to enter my PIN on the return's disclosure consent screen.

|:| As an officer of the organization, | will enter my PIN as my signature on the organization's tax year 2018 electronically filed return.
If I have indicated within this return that a copy of the return is being filed with a state agency(ies) regulating charities as part of
the IRS Fed/State program, | will enter my PIN on the return's disclosure consent screen.

Officer's signature P Date p 05/ 13/ 2020
=Elgllll Certification and Authentication

ERO's EFIN/PIN. Enter your six-digit electronic filing identification

number (EFIN) followed by your five-digit self-selected PIN. 23220123160
Do not enter all zeros

| certify that the above numeric entry is my PIN, which is my signature on the 2018 electronically filed return for the organization

indicated above. | confirm that | am submitting this return in accordance with the requirements of Pub. 4163, Modernized e-File (MeF)
Information for Authorized IRS e-file Providers for Business Returns.

ERO's signature p» pae » 05/ 13/ 2020

ERO Must Retain This Form - See Instructions
Do Not Submit This Form To the IRS Unless Requested To Do So
For Paperwork Reduction Act Notice, see back of form. Form 8879-EQO (2018)

JSA
8E1676 1.000



CONTAI NED ALERTS

COVPLETED VALI DATI ON :

EMBEDDED CRC32

COVPUTED CRC32

ELECTRONI C POSTMARK:

Electronic Return Acknowledgement

Tax Year : 2018

Return No: 81023P

Taxpayer: MONTGOMERY COUNTY EMERGENCY SERVI CE, | NC.

DNo : 23-1894907

Return Identification Number
Return Type

Filing Type Description
Tax Period Beg. Date
Tax Period End Date
Contained Alerts

IRS Received Date
Completed Validation
Electronic Postmark
Return Status

IRS Processed Date
Balance Due

Expected Refund
Payment Indicator

PIN Code

Debt Code

Embedded CRC32

Computed CRC32

: (Y/'N) I NDI CATES WHETHER THE SUBM SSI ON CONTAI NS ANY ALERTS FROM I RS (| NTERNAL REVENUE SERVI CE).

"HASH' OR "CHECK SUM' WHI CH COUNTS EACH BYTE OF ELECTRONI C TAX RETURN DATA GENERATED BY TTA AND | NCLUDES

990

FEDERAL RETURN
07/ 01/ 2018

06/ 30/ 2019

05/ 15/ 2020
ACCEPTED

N
PRACTI TI ONER PI' N

(Y/'N) I NDI CATES WHETHER THE SUBM SSI ON VENT THROUGH ALL PGOSSI BLE VALI DATI ON PROCESSI NG FROM | RS.

TH'S TOTAL I N THE TRANSM SSI ON FI LE SENT TO I RS BY TTA

"HASH' OR "CHECK SUM' WHI CH COUNTS EACH BYTE OF ELECTRONI C TAX RETURN DATA RECEI VED BY I RS AND | NCLUDES

TH'S I N THE ACKNOALEDGEMENT FI LE SENT BY I RS TO TTA

I'S THE DATE AND TI ME (CENTRAL TIME ZONE) THE ELECTRONIC FI LE IS RECEI VED AT OUR HOST COWPUTERS.

8X9069 1.000




990 Return of Organization Exempt From Income Tax S ey
orm
Under section 501(c), 527, or 4947(a)(1) of the Internal Revenue Code (except private foundations)
Department of the Treasury P Do not enter social security numbers on this form as it may be made public. Open to Public
Internal Revenue Service P Go to www.irs.gov/Form990 for instructions and the latest information. Inspection
A For the 2018 calendar year, or tax year beginning 07/01 , 2018, and ending 06/ 30,20 19
C Name of organization D Employer identification number
B checkifapicabie: | \ONTGOMERY COUNTY EMERGENCY SERVI CE, | NC. 23-1894907
] fross Doing business as
Name change Number and street (or P.O. box if mail is not delivered to street address) Room/suite E Telephone number
| iaewn | 50 BEECH DRI VE (610) 279- 6100
] fe'?:qllr:g::én/ City or town, state or province, country, and ZIP or foreign postal code
Amended NORRI STOAN, PA 19403-5421 _ G Gross receipts $ 16, 619, 881.
N Qgggicna;"” F Name and address of principal officer: W LLI AM MYERS H(a) 'Ssuéf;irziiggép return for B Yes g No
50 BEECH DRI VE, NORRI STOMAN, PA 19403-5421 H(b) Are all subordinates included? Yes No
| Tax-exempt status: X | 501(c)(3) | | 501(c) ( ) « (insertno.) | | 4947(a)(1) or | | 527 If "No," attach a list. (see instructions)
J  Wwebsite: p WV MCES. ORG H(c) Group exemption number P
K Form of organization: | X | Corporation | | Trustl | Association | | Other P> | L Year of formation: 1974| M State of legal domicile: PA

Summary

1 Briefly describe the organization's mission or most significant activities: MCES PROVI DES COVPREHENSI VE BEHAVI ORAL
g HEALTH SERVI CES TO ALL IN NEED IN THE COVWWUNI TY VWH LE MAI NTAI NI NG AND
§ ADVOCATI NG FOR THEI R RI GHTS, | NDI VI DUAL DI GNI TY AND RECOVERY.
§ 2 Check this box P> |:| if the organization discontinued its operations or disposed of more than 25% of its net assets.
8 3 Number of voting members of the governing body (Part VI, line 1a) . . . . . . . v v v o v v v o e e e e e e e 3 12.
ﬁ 4 Number of independent voting members of the governing body (Part VI, linelb), ., . . . . ... ... .. ... 4 12.
;E 5 Total number of individuals employed in calendar year 2018 (Part V, line2a), . . . . . . . v v v o & v v v o v » 5 367.
% 6 Total number of volunteers (estimate if NECESSANY) . . . . v v & v v vt e e e e m e e e m e e e e e e e 6 6.
<| 7a Total unrelated business revenue from Part VI, column (C),line12 . . . . v v i v e s e e e e e e e e e 7a 0.
b Net unrelated business taxable income from Form 990-T, line38 . . . . . . . v v v v v v s 0 & 0 & s n n n n s 7b
Prior Year Current Year
o»| 8 Contributions and grants (Part VIIL ine 1h) . . . . . . . v v v e e e e e e e e e e 267, 828. 544, 283.
g 9 Program servicerevenue (Part VIIL INe 29) . . . . . v 0 v v vt e e e e e e e e e e e e 15, 109, 965. 15, 606, 984.
E 10 Investment income (Part VIII, column (A), lines 3,4,and 7d), . . . . . . . o v v v o v v« . 44, 948. 54, 532.
11 Other revenue (Part VIII, column (A), lines 5, 6d, 8c, 9¢, 10c,and 11e), , . . . .. . . .. . 439, 592. 414, 082.
12 Total revenue - add lines 8 through 11 (must equal Part VIII, column (A), line12), . . . . .. 15, 862, 333. 16, 619, 881.
13 Grants and similar amounts paid (Part IX, column (A), lines1-3) , . . . . . . . .. .« ... 0. 0.
14 Benefits paid to or for members (Part IX, column (A), lined4) , . . . . . . . . ' o v .. 0. 0.
2 15 Salaries, other compensation, employee benefits (Part IX, column (A), lines 5-10), . . . . . . 12, 345, 220. 12, 765, 598.
g 16 a Professional fundraising fees (Part IX, column (A), linel11e) , . . . . . . . « v v v o v v v . 0. 0.
>3 b Total fundraising expenses (Part IX, column (D), line 25) p 1, 600.
- 17 Other expenses (Part IX, column (A), lines 11a-11d, 11f-24€) , . . . . . . & v v v o v v + « 4, 035, 317. 3, 686, 696.
18 Total expenses. Add lines 13-17 (must equal Part IX, column (A),line25) ., . . .. ... .. 16, 380, 537. 16, 452, 294.
19 Revenue less expenses. Subtractline 18fromline 12, . . . . v v v v v v @ 4 v v nw e e - 518, 204. 167, 587.
5 g Beginning of Current Year End of Year
8520 Total assels (PArtX, NE16) . . . . o .\ o s v e s et e e et e e 5, 997, 131. 6, 010, 063.
<3121 Total liabilities (PartX, iN€26), . . . . v v v v v e et et e e e 2, 618, 601. 2, 402, 025.
EE’ 22 Net assets or fund balances. Subtractline 21 fromline20. . . . . . v & v & v v v v w v . 3, 378, 530. 3, 608, 038.

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 preparer (other than officer) is based on all information of which preparer has any knowledge.

] 05/ 13/ 2020
Sign } Signature of officer Date
Here W LLI AM MYERS C.E QO
} Type or print name and title
) Print/Type preparer's name Preparer's signature Date Check |_, if | PTIN
Paid RUSSELL H STROEMEL 05/ 13/ 2020 | sel-employed P00707131
Sr;pgr:lry rirms name pHEFFLER, RADETI CH & SAI TTA, LLP Fim's EIN_p>23- 1602569
Firm's address P>1515 MARKET STREET SUI TE 1700 PHI LADELPHI A, PA 19102 Phoneno. 215-665-8870
May the IRS discuss this return with the preparer shown above? (see instructions) , ., . . . . ... ... ... .. ... m Yes |_| No
For Paperwork Reduction Act Notice, see the separate instructions. Form 990 (2018)
JSA

8E1010 1.000



MONTGOMERY COUNTY EMERGENCY SERVI CE, | NC. 23- 1894907

Form 990 (2018) Page 2
Part Il Statement of Program Service Accomplishments
Check if Schedule O contains a response or note to any line inthisPart Il _ . . . . . . .. ... ... ... ......

1 Briefly describe the organization's mission:

ATTACHMVENT 1

2 Did the organization undertake any significant program services during the year which were not listed on the
prior FOM 990 01 990-EZ2, ., . . . ..\ttt ettt [ Jves [XIno
If "Yes," describe these new services on Schedule O.

3 Did the organization cease conducting, or make significant changes in how it conducts, any program
LSS o e |:| Yes No
If "Yes," describe these changes on Schedule O.

4 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.

4a (Code: ) (Expenses $ 11, 653, 840. including grants of $ ) (Revenue $ 12,915,713, )
ATTACHVENT 2

4b (Code: ) (Expenses $ 1,133, 246. including grants of $ ) (Revenue $ 955,979. )
ATTACHVENT 3

4c (Code: ) (Expenses $ 771,511. including grants of $ ) (Revenue $ 769,390. )
ATTACHVENT 4

4d Other program services (Describe in Schedule O.) ATTACHVENT 5
(Expenses $ 1,082, 010. including grants of $ ) (Revenue $ 2,040, 720. )

4e Total program service expenses P 14, 640, 607.

JSA
8E1020 1.000 Form 990 (2018)




MONTGOMERY COUNTY EMERGENCY SERVI CE, | NC. 23- 1894907

Form 990 (2018)

10

11

12a

13
1l4a

15

16

17

18

19

20a

b
21

Page 3
Checklist of Required Schedules

Yes | No
Is the organization described in section 501(c)(3) or 4947(a)(1) (other than a private foundation)? If "Yes,"
complete Schedule A. . . . . . . L e e e e e e e e e e e e e e e e e e e e e e e e e e e e 1 X
Is the organization required to complete Schedule B, Schedule of Contributors (see instructions)? . .. ... ... 2 X
Did the organization engage in direct or indirect political campaign activities on behalf of or in opposition to
candidates for public office? If "Yes," complete Schedule C,Part1. . . . . . . . ... ... ... ... 3 X
Section 501(c)(3) 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,Partll. . . . . . . . . . . o v v v v v e v 4 X
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 in Revenue Procedure 98-197 If "Yes," complete Schedule C, Partlll . | 5 X
Did the organization maintain any donor advised funds or any similar funds or accounts for which donors
have the right to provide advice on the distribution or investment of amounts in such funds or accounts? If
"Yes," complete Schedule D, Partl. . . . . . . @ . i i i i it i e e e e e e e e e e e e e e e e e e 6 X
Did the organization receive or hold a conservation easement, including easements to preserve open space,
the environment, historic land areas, or historic structures? If "Yes," complete Schedule D, Partil. . . ... .. .. 7 X
Did the organization maintain collections of works of art, historical treasures, or other similar assets? If "Yes,"
complete Schedule D, Part Il . . . . . . . . o it e e e e e e e e e e e e e e e e e e e 8 X
Did the organization report an amount in Part X, line 21, for escrow or custodial account liability, serve as a
custodian for amounts not listed in Part X; or provide credit counseling, debt management, credit repair, or
debt negotiation services? If "Yes," complete Schedule D, PartIV . . . . . . . . . . ... ... 9 X
Did the organization, directly or through a related organization, hold assets in temporarily restricted
endowments, permanent endowments, or quasi-endowments? If "Yes," complete Schedule D, PartV. . . . .. .. 10 X
If the organization's answer to any of the following questions is "Yes," then complete Schedule D, Parts VI,
VII, VIII, IX, or X as applicable.
Did the organization report an amount for land, buildings, and equipment in Part X, line 10? If "Yes,"
complete Schedule D, Part VI . . . . . i v i i i e st s e s e e e e e e e e e e e e e e e e e e e e 1lla X
Did the organization report an amount for investments-other securities in Part X, line 12 that is 5% or more
of its total assets reported in Part X, line 167 If "Yes," complete Schedule D, PartVIl ., . . ... ... ... ..... 11b X
Did the organization report an amount for investments-program related in Part X, line 13 that is 5% or more
of its total assets reported in Part X, line 167 If "Yes," complete Schedule D, PartVIIl, . . . ... ... ....... 1llc X
Did the organization report an amount for other assets in Part X, line 15 that is 5% or more of its total assets
reported in Part X, line 167? If "Yes," complete Schedule D, Part IX. . . . . . . . ¢ ¢t v i v i i i i s e e e e e 11d X
Did the organization report an amount for other liabilities in Part X, line 25? If "Yes," complete Schedule D, Part X . . . . . .. 1l1le X
Did the organization's separate or consolidated financial statements for the tax year include a footnote that addresses
the organization's liability for uncertain tax positions under FIN 48 (ASC 740)? If "Yes," complete Schedule D, Part X . . . . . . 11f X
Did the organization obtain separate, independent audited financial statements for the tax year? If "Yes," complete
Schedule D, Parts Xland XIl. . . . . & & 0 @ i i i i i i et e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e 12a X
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 Xl and XII is optional 12b X
Is the organization a school described in section 170(b)(1)(A)(ii)? If "Yes," complete Schedule E. . . .. ... ... 13 X
Did the organization maintain an office, employees, or agents outside of the United States?, . . . ... ... ... 1l4a X
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,Partsland V. . . . .. ... .. 14b X
Did the organization report on Part IX, column (A), line 3, more than $5,000 of grants or other assistance to or
for any foreign organization? If "Yes," complete Schedule F,Partslland IV . . . . . . . .. ... ... 15 X
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? If "Yes," complete Schedule F, Partsllland IV . . . . .. ... ... .... 16 X
Did 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
Did the organization report more than $15,000 total of fundraising event gross income and contributions on
Part VIII, lines 1c and 8a? If "Yes," complete Schedule G, Part Il . . . . . . . . . @ i i i i i it ittt e e e e 18 X
Did the organization report more than $15,000 of gross income from gaming activities on Part VIII, line 9a?
If"Yes," complete Schedule G, Part Il . . . . . . v i v i s i s e e e e s e e e e e e e e e e e e e e e 19 X
Did the organization operate one or more hospital facilities? If "Yes," complete ScheduleH . . . . ... ... ... 20a| X
If "Yes" to line 20a, did the organization attach a copy of its audited financial statements to this return? . . . . . . 20b X
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 1? If "Yes," complete Schedule |, Parts land Il . . ..... ... 21 X

JSA
8E1021 1.000

Form 990 (2018)



MONTGOMERY COUNTY EMERGENCY SERVI CE, | NC. 23-1894907
Form 990 (2018) Page 4
Checklist of Required Schedules (continued)

Yes No

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 |, Partsland lll . . . . . . . .. .. i it 22 X
23 Did the organization answer "Yes" to Part VI, Section A, line 3, 4, or 5 about compensation of the
organization's current and former officers, directors, trustees, key employees, and highest compensated
employees? If "Yes," complete Schedule J . . . . . . . o i i i i i i e e e e e e e e e e e e e e e e 23 X
24a Did the organization have a tax-exempt bond issue with an outstanding principal amount of more than
$100,000 as of the last day of the year, that was issued after December 31, 20027 If "Yes," answer lines 24b

through 24d and complete Schedule K. If "No," gotoline25a . . . . . . . . . . . . i i i i it it i it e e e e 24a X
b Did the organization invest any proceeds of tax-exempt bonds beyond a temporary period exception? , . . . . .. 24b
¢ Did the organization maintain an escrow account other than a refunding escrow at any time during the year
to defease any tax-exempt DONAS? . . . . v i v i i e e e e e e e e e e e e e e e e e e e e 24c
d Did the organization act as an "on behalf of" issuer for bonds outstanding at any time during the year?, . . . . .. 24d
25a Section 501(c)(3), 501(c)(4), and 501(c)(29) organizations. Did the organization engage in an excess benefit
transaction with a disqualified person during the year? If "Yes," complete Schedule L,Part!, . . . .. ... .. .. 25a X

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 I, . . . . . v v i v i s i s e e e e s e e e e e e e e e e e e e e e e e 25b X

26 Did the organization 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, highest compensated employees, or
disqualified persons? If "Yes," complete Schedule L, Part . . . . . . . . . . . . i i ittt it e e 26 X

27 Did 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
entity or family member of any of these persons? If "Yes," complete Schedule L,Partlll . . ... .......... 27 X

28 Was the organization a party to a business transaction with one of the following parties (see Schedule L,
Part IV instructions for applicable filing thresholds, conditions, and exceptions):

a A current or former officer, director, trustee, or key employee? If "Yes," complete Schedule L, Part IV, . . .. ... 28a X
b A family member of a current or former officer, director, trustee, or key employee? If "Yes," complete
SChedUIE L, Part IV . . o v e v e e e e e e e e e e e e e e e e e e e e e e 28b X
¢ 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,PartlvV., . . ... ... 28c X
29 Did the organization receive more than $25,000 in non-cash contributions? If "Yes," complete Schedule M . . . . | 29 X
30 Did the organization receive contributions of art, historical treasures, or other similar assets, or qualified
conservation contributions? If "Yes," complete Schedule M, . . . . . . . . i i i i e e e e e e e e e e 30 X
31 Did the organization liquidate, terminate, or dissolve and cease operations? If "Yes," complete Schedule N, Part| | 31 X
32 Did the organization sell, exchange, dispose of, or transfer more than 25% of its net assets? If "Yes,"
complete Schedule N, Part I, . . . . . o v i i i s st s e s e e e e e e e e e e e e e e e e e e e e 32 X
33 Did the organization own 100% of an entity disregarded as separate from the organization under Regulations
sections 301.7701-2 and 301.7701-3? If "Yes," complete Schedule R,Part1, . . . . . ... ... .. 33 X
34 Was the organization related to any tax-exempt or taxable entity? If "Yes," complete Schedule R, Part II, Il
orlV,and Part V, line L. . . . . . o i it et e e e e e e e e e e e e e e e e e e e e 34 X
35a Did the organization have a controlled entity within the meaning of section 512(b)(13)? . .. .. ... ... ... 35a X
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,line2 . . . . . . 35b
36 Section 501(c)(3) organizations. Did the organization make any transfers to an exempt non-charitable
related organization? If "Yes," complete Schedule R, PartV,line 2 ., . . . . . . . . . i i i i it ittt e e r 36 X
37 Did the organization conduct more than 5% of its activities through an entity that is not a related organization
and that is treated as a partnership for federal income tax purposes? If "Yes," complete Schedule R, PartVI . . . .| 37 X
38 Did the organization complete Schedule O and provide explanations in Schedule O for Part VI, lines 11b and
197 Note. All Form 990 filers are required to complete Schedule O. 38 X
Statements Regarding Other IRS Filings and Tax Compliance
Check if Schedule O contains a response or note to any lineinthisPartV. . . ... ........ e |:|
Yes | No
la Enter the number reported in Box 3 of Form 1096. Enter -0- if not applicable . . . ... ... la 10
b Enter the number of Forms W-2G included in line 1a. Enter -0- if not applicable . . . ... .. 1b 0.
c Did the organization comply with backup withholding rules for reportable payments to vendors and
reportable gaming (gambling) winnings t0 Prize WINNErs? . . . v v v v v v i v v v o o v a e m e v e a s e a s s s 1c X

1sA Form 990 (2018)
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MONTGOMERY COUNTY EMERGENCY SERVI CE, | NC. 23-1894907
Form 990 (2018) Page 5
Statements Regarding Other IRS Filings and Tax Compliance (continued)

Yes | No
2a Enter the number of employees reported on Form W-3, Transmittal of Wage and Tax
Statements, filed for the calendar year ending with or within the year covered by this return. . | _2a 367
b If at least one is reported on line 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). . . . . ..
3a Did the organization have unrelated business gross income of $1,000 or more during theyear?. . . ... ... .. 3a X
b If "Yes," has it filed a Form 990-T for this year? If "No" to line 3b, provide an explanation in ScheduleO ., . .. ... 3b
4a Atany time during the calendar year, did the organization have aninterest in, or asignature 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 taxyear?. . . . . . . .. 5a X
b Did any taxable party notify the organization that it was or is a party to a prohibited tax shelter transaction? | 5b X
¢ If "Yes" to line 5a or 5b, did the organization file Form 8886-T? . . . . . . & v v v v i v i v it i s e e s 5¢c
6a Does the organization have annual gross receipts that are normally greater than $100,000, and did the organization
solicit any contributions that were not tax deductible as charitable contributions? . . . .. ... ... ... .... 6a X
b If "Yes," did the organization include with every solicitation an express statement that such contributions or
gifts were not taxdeductible? . . . . . . o L L i s e e e e e e e e e e e e e s 6b
7 Organizations that may receive deductible contributions under section 170(c).
a Did the organization receive a payment in excess of $75 made partly as a contribution and partly for goods
and services provided to the payor? . . . . . . . i i i i it e e e e e e e e e e e e e e e e e e e e e e e 7a
b If "Yes," did the organization notify the donor of the value of the goods or services provided? . . . ... ... ... 7b
c Did the organization sell, exchange, or otherwise dispose of tangible personal property for which it was
required to file FOIM 828272 .« v v v v v v ittt ittt e e e e e e e e e e e e e e e e e e e e e e e e 7c
d If "Yes," indicate the number of Forms 8282 filed duringtheyear . . . . . . . ... ... ... | 7d |
e Did the organization receive any funds, directly or indirectly, to pay premiums on a personal benefit contract? | 7€
f Did the organization, during the year, pay premiums, directly or indirectly, on a personal benefit contract? . . . . . 7f
g If the organization received a contribution of qualified intellectual property, did the organization file Form 8899 as required? | 79
h If the organization received a contribution of cars, boats, airplanes, or other vehicles, did the organization file a Form 1098-C?. . 7h
8 Sponsoring organizations maintaining donor advised funds. Did a donor advised fund maintained by the
sponsoring organization have excess business holdings at any time duringtheyear?. . . . . . . . . . . ... .. 8
9 Sponsoring organizations maintaining donor advised funds.
a Did the sponsoring organization make any taxable distributions under section 4966? . . . . . . . . . . . v ... 9a
b Did the sponsoring organization make a distribution to a donor, donor advisor, or related person?. . . . . . . . .. 9b
10 Section 501(c)(7) organizations. Enter:
a Initiation fees and capital contributions included on Part VIll, line12 . . ... ... ... ... 10a
b Gross receipts, included on Form 990, Part VI, line 12, for public use of club facilties . . . . 10b
11 Section 501(c)(12) organizations. Enter:
a Gross income from members or shareholders. . . . . . . o v 0 v oo L n e nn e e 1lla
b Gross income from other sources (Do not net amounts due or paid to other sources
against amounts due or received fromthem.). . . . . . . . o . o L L0 e e e 11b
12a Section 4947(a)(1) non-exempt charitable trusts. Is the organization filing Form 990 in lieu of Form 10417 12a
b If "Yes," enter the amount of tax-exempt interest received or accrued during the year . . . . . 12b
13 Section 501(c)(29) qualified nonprofit health insurance issuers.
a Is the organization licensed to issue qualified health plansin morethanonestate?. . . . . ... ... ... .. .. 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 is licensed to issue qualified healthplans . . . . . . . . . ... o oo o 13b
¢ Enterthe amountofreservesonhand. . . . . . o v i ittt it et e et et 13c
14a Did the organization receive any payments for indoor tanning services during the taxyear? . . . . . . .. .. ... 14a X
b If "Yes," has it filed a Form 720 to report these payments? If "No," provide an explanation in Schedule O . . . . . . 14b
15 s the organization subject to the section 4960 tax on payment(s) of more than $1,000,000 in remuneration or
excess parachute payment(s) during the year? . . . . . . . . . o i i i e e 15 X
If "Yes," see instructions and file Form 4720, Schedule N.
16 Is the organization an educational institution subject to the section 4968 excise tax on net investment income? | 16 X
If "Yes," complete Form 4720, Schedule O.

Form 990 (2018)
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Form 990 (2018) MONTGOMERY COUNTY EMERGENCY SERVI CE, | NC. 23- 1894907 Page 6
Part VI Governance, Management, and Disclosure For each "Yes" response to lines 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 inthis Part VI | . . . . . . . . .. ' ' v i v i v i ..

Section A. Governing Body and Management

Yes | No
la Enter the number of voting members of the governing body at the end of the taxyear . . . .. la 12
If there are material differences in voting rights among members of the governing body, or
if the governing body delegated broad authority 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 12
2 Did any officer, director, trustee, or key employee have a family relationship or a business relationship with
any other officer, director, trustee, or keyemployee?. . . . . . . &t i i i i e e e e s e e e e e 2 X
3 Did the organization delegate control over management duties customarily performed by or under the direct
supervision of officers, directors, or trustees, or key employees to a management company or other person? . . 3 X
4 Did the organization make any significant changes to its 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 organization have members or stockholders? . . . . . . . o o v o i h L L e e e e e e s 6 X
7a Did the organization have members, stockholders, or other persons who had the power to elect or appoint
one or more members of the governing body? . . . . . & o ¢ o i i i n e e e e e s 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? . . . . . . . . ¢ o v 0 i i i it d i s e 7b X
8 Did the organization contemporaneously document the meetings held or written actions undertaken during
the year by the following:
a The governing body 2, . . o i v i i i i s s e e e e e e e e e e e e e e e e e e e e e e ga | X
b Each committee with authority to act on behalf of the governingbody? . . .. ... ... ... ... ... ... 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 Internal Revenue Code.)
Yes | No
10a Did the organization have local chapters, branches, or affiliates? . . . . . . . .. . . v o v v i i v oo oo 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
11a Has the organization provided a complete copy of this Form 990 to all members of its governing body before filing the form? . 11a| X
b Describe in Schedule O the process, if any, used by the organization to review this Form 990.
12a Did the organization have a written conflict of interest policy? If "No," gotoline13 . . .. .. ... .. .. ... 12a| X
b Were officers, directors, or trustees, and key employees required to disclose annually interests that could give
FSE 10 CONMICIS? & v v v v o v v et e e e e e e e e e e e e e e e e e e e e e e e e e 12b| X
c Did the organization regularly and consistently monitor and enforce compliance with the policy? If "Yes,"
describe in Schedule Ohow thiSWas done .« .« v« v v v i v i et e e e e e e et e e e e et e e 12¢| X
13 Did the organization have a written whistleblower policy?. . . . .« . .« v v o v i L i s e e e e e e s 13 | X
14  Did the organization have a written document retention and destruction policy?. . . . . . . . v v v v o v o . 14 | X
15 Did the process for determining compensation of the following persons include a review and approval by
independent persons, comparability data, and contemporaneous substantiation of the deliberation and decision?
a The organization's CEO, Executive Director, or top management official . . . . . . . .« . v v v v v o oo 15a| X
b Other officers or key employees of the organization . . . . . . .« v v o v i v i i i i i s e s e e e 15b | X
If "Yes" to line 15a or 15b, describe the process in Schedule O (see instructions).
16a Did the organization invest in, contribute assets to, or participate in a joint venture or similar arrangement

with ataxable entity dUriNg the YEar?2 . « « v v v v v v v v e e e e e e e e e e e e e e e e e e e e e 16a X
If "Yes," did the organization follow a written policy or procedure requiring the organization to evaluate its
participation in joint venture arrangements under applicable federal tax law, and take steps to safeguard the
organization's exempt status with respect to such arrangements? . . . . . . .. .. ... ... .00 i 16b

Section C. Disclosure

17
18

19

20

List the states with which a copy of this Form 990 is required to be filed PPA'

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

Own website Another's website Upon request |:| Other (explain in Schedule O)

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.

State the name, address, and tek\aghone number of the person who possesses s the_organization's books and records »
WLLI'AM WERS, ¢ E'O 50 BEECH DRI VE NORRI STOM,  PA 19403- 5421 610- 279-6100

JSA
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Form 990 (2018)

MONTGOMERY COUNTY EMERGENCY SERVI CE,

I NC.

23- 1894907

Page 7

Part VII
Independent Contractors

Check if Schedule O contains a response or note to any line in this Part VII

Compensation of Officers, Directors, Trustees, Key Employees, Highest Compensated Employees, and

Section A. Officers, Directors, Trustees, Key Employees, and Highest Compensated Employees

la 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.

e 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) if no compensation was paid.

e List all of the organization's current key employees, if any. See instructions for definition of "key employee."

e List 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.

e List all of the organization's former officers, key employees, and highest compensated employees who received more than
$100,000 of reportable compensation from the organization and any related organizations.
e List all of the organization's former directors or trustees that received, in the capacity as a former director or trustee of the
organization, more than $10,000 of reportable compensation from the organization and any related organizations.

List persons in the following order: individual trustees or directors; institutional trustees; officers; key employees; highest
compensated employees; and former such persons.
|:| Check this box if neither the organization nor any related organization compensated any current officer, director, or trustee.
©
(A (B) Position ()] B )
Name and Title Average (do not check more than one Reportable Reportable Estimated
hours per | box, unless person is both an compensation compensation from amount of
week (list any| officer and a director/trustee) from related other
hoursfor o= | s| o x| x| o the organizations compensation
related E__ % 2 %" % 133«3 % organization (W-2/1099-MISC) from the
organizations g g %_ g 3 % 3| 2| (W-2/1099-MISC) organization
below dotted| S ;—’ 5 g|°® g and r.elat.ed
line) é g o 3 organizations
3 % g
(1)BRAD BARRY 1.00
PRESI DENT & DI RECTOR 0.] X X 0. 0. 0.
(2)NEAL F BASI LE 1.00
TREASURER & DI RECTOR 0.] X X 0. 0. 0.
(3)CARCLI NE ELLI SON, PHD 1.00
DI RECTOR 0.] X 0. 0. 0.
(4)CLI FFORD ROGERS, PHD 1.00
SECRETARY & DI RECTCR 0.] X X 0. 0. 0.
(5)HUDSON B SCATTERGOOD 1.00
DI RECTOR 0.] X 0. 0. 0.
(6)FAI TH PARSHALL 1.00
DI RECTOR 0.] X 0. 0. 0.
(7)RANDALL S. FLOYD 1.00
DI RECTOR 0.] X 0. 0. 0.
(8)M CHAEL KENNEDY 1.00
VI CE PRESI DENT & DI RECTOR 0.] X X 0. 0. 0.
(9)BARBARA WATSON RAW.S 1.00
DI RECTOR 0.] X 0. 0. 0.
(10)DOUGLAS W HAGER 1.00
DI RECTOR 0.] X 0. 0. 0.
(11)CATHLEEN KELLY REBAR 1.00
DI RECTOR 0.] X 0. 0. 0.
(12)DAVI D WRAGG 1.00
DI RECTOR 0.] X 0. 0. 0.
(13)W LLI AM MYERS 40. 00
CEO 0. X 263, 352. 0. 25, 287.
(14)MARI NA COONEY 40. 00
MEDI CAL DI RECTOR 0. X 384, 444. 0. 16, 895.

JSA
8E1041 1.000

Form 990 (2018)



MONTGOMERY COUNTY EMERGENCY SERVI CE, | NC. 23-1894907
Form 990 (2018) Page 8
REWRYIl  Section A. Officers, Directors, Trustees, Key Employees, and Highest Compensated Employees (continued)
(A (B) © (D) E) F)
Name and title Average Position Reportable Reportable Estimated
hours per | (do not check more than one compensation |compensation from amount of
week (listany [ DOX, unless person is both an from related other
hours for of‘ficer :ind a director/trustee) the organizations compensation
elated |23 Z13|8 |58 || organization | (W-2/1099-MISC) from the
organizations 5 g_ E a g E 2 g (W-2/1099-M|SC) organization
below dotted | 2 § | & 3|3 g = and related
line) = - e S organizations
c — @
g | g | B
3|2 2
® 2
2
15) RUSSELL YATES 40. 00
STAFF PSYCHI ATRI ST 0. X 207, 795. 0. 15, 892.
16) JORDAN SANTI NA 40. 00
STAFF PSYCHI ATRI ST 0. X 171, 995. 0. 9, 167.
17) PRI YANKAR SARKAR 40. 00
STAFF PSYCHI ATRI ST 0. X 272, 813. 0. 0.
18) TANA ANDRE 40. 00
STAFF PSYCHI ATRI ST 0. X 173, 589. 0. 22, 562.
1b Sub-total > 647, 796. 0. 42,182.
¢ Total from continuation sheets to Part VII, SectionA | , ., ., .. ....... > 826, 192. 0. 47,621,
d Total (add lines 10 and 1C) « « « v v v v v b v v e e e e e e e e »| 1,473,988. 0. 89, 803.
2 Total number of individuals (including but not limited to those listed above) who received more than $100,000 of
reportable compensation from the organization » 6
Yes | No
3 Did the organization list any former officer, director, or trustee, key employee, or highest compensated
employee on line 1a? If "Yes," complete Schedule J for suchindividual . . . . . . . . . . v v v v i v it e e e 3 X
4 For any individual listed on line 1a, is the sum of reportable compensation and other compensation from the
organization and related organizations greater than $150,000? If “Yes,” complete Schedule J for such
INAIVIAUAL .+ 0 o e e e e e e e e e e e e e e e e e e e e e e e e e 4 | X
5 Did any person listed on line la receive or accrue compensation from any unrelated organization or individual
for services rendered to the organization? If “Yes,” complete Schedule J for suchperson ., ... ............ 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.

Name and business address

(A

B)

Description of services

©
Compensation

ATTACHVENT 6

2 Total number of independent contractors (including but not limited to those listed above) who received
more than $100,000 in compensation from the organization p

4

JSA

8E1055 1.000

Form 990 (2018)
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Form 990 (2018) MONTGOMERY COUNTY EMERGENCY SERVI CE, | NC. 23-1894907 page 9
UMl Statement of Revenue
Check if Schedule O contains aresponse or note to anylineinthisPart VIl . . . . .. ... ... ... .. 000 ... |:|
(GY (C)] © (D)
Total revenue Related or Unrelated Revenue
exempt business excluded from tax
function revenue under sections
revenue 512-514
n n N 1
g =| la Federated campaigns - . . . . . . . a
> .
52| b Membershipdues. . ........ 1b
a < ¢ Fundraisingevents . . . . . . . .. ic
o= d Related organizations . . . . . . .. 1d
; E _—
2 D e Government grants (contributions) . . | 1e
o
g ) f Al other contributions, gifts, grants,
<
£ 5 and similar amounts not included above . | 1f 544, 283.
g E g Noncash contributions included in lines 1a-1f: $
O h Total. Addlinesla-1f . . . & v v & v v v o v u v o a u s » 544, 283.
% Business Code
% 2a PATIENT SERVI CES (NET OF CONTRACTUAL ALL 15, 606, 984. 15, 606, 984.
x
o b
o
3 c
& d
| e
2 f  All other program service revenue . . . . .
a g Total. Addlines2a-2f . . & v & v & 4 i 4 i 4 e u e e > 15, 606, 984.
3 Investment income  (including  dividends, interest,
and other similar amounts). « « « « & « &+ & & 4 4w ou s > 54, 532. 54, 532.
4 Income from investment of tax-exempt bond proceeds . > 0.
5 Royalties « « v & v v v i v i e e e e e e e e e s » 0.
(i) Real (i) Personal
6a Grossrents « « . . .. ..
Less: rental expenses . . .
¢ Rental income or (loss)
d Netrentalincomeor (I0SS) = + = «+ & v« & v & v & & & & 4 » 0.
7a  Gross amount from sales of (i) Securities (ii) Other
assets other than inventory
b Less: cost or other basis
and sales expenses . . . .
c Ganor(loss) - « « « .« ..
d Netgainor(IoSS) « « « « v &« ¢ & v =+ 4 v o« x4 uas » 0.
o | 8a Gross income from fundraising
35
S events (not including $
>
L of contributions reported on line 1c).
I p
) See PartIV,linel18 . . . « « « v v o v . a
<
IS Less: directexpenses . . + . . o v .. . b 0.
Net income or (loss) from fundraising events . . . . . . > 0.
9a Gross income from gaming activities.
SeePart1V,linel9 ., ., ... ...... a 0.
Less: directexpenses . . + . . o v .. . b
Net income or (loss) from gaming activities. . . . . . . > 0.
10a Gross sales of inventory, less
returns and allowances , . . ... ... a
b Less:costofgoodssold. . . . . . . .. b
¢ Net income or (loss) from sales of inventory, , . ., .. .. » 0.
Miscellaneous Revenue Business Code
11a M SCELLANEQUS 78, 724. 78, 724.
p TOBACCO SETTLEMENT 276, 654. 276, 654.
¢ BENEFITS COORD 58, 704. 58, 704.
d Allotherrevenue . . . . . . v . v v v v
e Total. Add liNes 11a-11d « = = = « « + = =« + =+ = & = » | 2 414, 082.
12 Total revenue. See instructions. . . =« =« =« =« =« = = = & = & | 2 16, 619, 881. 16, 021, 066. 54, 532.
JSA Form 990 (2018)



Form 990 (2018) MONTGOMERY COUNTY EMERGENCY SERVI CE, | NC. 23-1894907  page 10

EVNE Statement of Functional Expenses
Section 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 noteto any lineinthisPart IX . . . . . . . . i v i v it it v i v e e e
Do not include amounts reported on lines 6b, 7b, (A) | (©) (D) .
Total expenses Program service Management and Fundraising
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, line21 . . . . 0.

2 Grants and other assistance to domestic
individuals. See Part IV, line22 . . . . .. ... 0.

3 Grants and other assistance to foreign
organizations, foreign governments, and foreign
individuals. See Part IV, lines 15 and 16 0.

Benefits paid to or for members 0.

Compensation of current officers, directors,

trustees, and key employees 647, 796. 647, 796.

6 Compensation not included above, to disqualified
persons (as defined under section 4958(f)(1)) and

persons described in section 4958(c)(3)B) , . . . . . 0.
7 Other salariesandwages | |, . . . . . .. ... 9, 858, 910. 8, 970, 963. 887, 947.
8 Pension plan accruals and contributions (include

section 401(k) and 403(b) employer contributions) 0.

9 Other employeebenefits . . . . . v« v v v v . 1,384, 333. 1,349, 174. 35, 159.
10 Payrolltaxes . « « = v v v @ v i h h e w e 874, 559. 803, 507. 71, 052.
11 Fees for services (non-employees):

a Management | ., . .. ... ........ 0.

blegal .. ... ... 17, 241. 17, 241.

CAcCOUNtiNG . . . . . i it e e 63, 000. 63, 000.

dLobbYING . .\ vt i 0.

e Professional fundraising services. See Part IV, line 17, 0.

f Investment managementfees , ., ... ... 0.

g Other. (if line 11g amount exceeds 10% of line 25, column

(A) amount, list line 11g expenses on Schedule O)s + &« & & 575’ 528. 239’ 392. 336’ 136.
12 Advertising and promotion _, , . . . ... ... 6, 114. 6, 114.
13 Officeexpenses . . . . v« v v v v v v v s = 214, 471. 151, 257. 63, 214.
14 Information technology. . . . . .. ... ... 0.
15 Royalties, . . . . . . .. vt et v v n 0.
16 Occupancy . . . . .. o v i i vt nea 0.
17 Travel | o . . . e e e e 66, 667. 18, 318. 48, 349.
18 Payments of travel or entertainment expenses

for any federal, state, or local public officials 0.
19 Conferences, conventions, and meetings , . . . 0.
20 INErESt . . . .. .i i 38, 274. 38, 274.
21 Paymentsto affiliates. . . . . .. .. .. ... 0.
22 Depreciation, depletion, and amortization , , , ., 225, 018. 225, 018.
23 INSUMANCE . . o o o o s e 224, 903. 84, 089. 140, 814.
24 Other expenses. Itemize expenses not covered

above (List miscellaneous expenses in line 24e. If

line 24e amount exceeds 10% of line 25, column

(A) amount, list line 24e expenses on Schedule O.)

2BAD DEBTS 713, 986. 713, 986.

p, MEDI CAL SUPPLI ES AND DRUGS 710, 736. 710, 736.

-FOOD 441, 535. 441, 535.

4 MAI NTENANCE 56, 113. 56, 113.

e Al other expenses 333, 110. 228, 723. 102, 787. 1, 600.
25 Total functional expenses. Add lines 1 through 24e 161 452: 294. 14, 640, 607. 11 810, 087. 1; 600.
26 Joint costs. Complete this line only if the

organization reported in column (B) joint costs
from a combined educational campaign and
fundraising solicitation. Check here p if
following SOP 98-2 (ASC 958-720) . . . . ... 0.
™ Form 990 (2018)
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MONTGOMERY COUNTY EMERGENCY SERVI CE, | NC. 23-1894907
Form 990 (2018) Page 11
Eli® @ Balance Sheet
Check if Schedule O contains a response or note to any lineinthisPart X . . ..................
(A) (B)
Beginning of year End of year
1 Cash - non-interest-bearing . . . .. .. ... ... 434,678.| 1 440, 827.
2 Savings and temporary cashinvestments | _ . . . .. . .. .. . ... 0.] 2 0.
3 Pledges and grantsreceivable, net | . . . . . . .. .. . . e 767,223.| 3 632, 288.
4 Accounts receivable,net | ... oo 1,935,695 | 4 2,201, 671.
5 Loans and other receivables from current and former officers, directors,
trustees, key employees, and highest compensated employees.
Complete Partll of Schedule L , . . .. ... ..ottt 0.] 5 0.
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 Il of ScheduleL . . . . . . . ... 0.1 6 0.
‘sn? 7 Notes and loans receivable, net | . . . . . . . . . . . 603, 528.| 7 375, 739.
2| 8 Inventories for SalB O USE . . . . . .. ... 0.] 8 0.
9 Prepaid expenses and deferred charges . . . . ... .. .. ATCH 7 .. 226,812.| 9 264, 627.
10a Land, buildings, and equipment: cost or
other basis. Complete Part VI of Schedule D 10a 7,188, 874.
b Less: accumulated depreciation. . . . . . . . . . 10b 6, 501, 292. 719, 396. |10c 687, 582.
11 Investments - publicly traded securites , _ . . ... .. ... ATO" 8 .. 1,309,349. | 11 1, 406, 879.
12 Investments - other securities. See Part IV, line 11, . ., . . . . ... .. ... 0.]12 0.
13 Investments - program-related. See Part IV, line 11 _ , . .. ... ..... 0.|13 0.
14 Intangible @SSetS . . . . . . . . 450.] 14 450.
15 Other assets. See Part IV, line 11 | . . . . . . . . . v i i 0. 15 0.
16 Total assets. Add lines 1 through 15 (must equalline 34) . ... ... ... 5,997,131.| 16 6, 010, 063.
17 Accounts payable and accrued expenses., . . . . . . . . . i it u .. 2,591, 380. | 17 2,375, 549.
18 Grantspayable . . . . v vttt e e e e 0.]18 0.
19 Deferred reVENUE . . . . . v v oo e et e e et et e e e e 0.] 19 0.
20 Tax-exempt bond liabilities . . . .. . ... ..\t 0.] 20 0.
21 Escrow or custodial account liability. Complete Part IV of Schedule D | | | . 0. 21 0
@ 22 Loans and other payables to current and former officers, directors,
= trustees, key employees, highest compensated employees, and
% disqualified persons. Complete Part Il of ScheduleL , , _ ., . ... ...... 0.| 22 0.
=123 secured mortgages and notes payable to unrelated third parties , | . . . . . 0.| 23 0.
24 Unsecured notes and loans payable to unrelated third parties, | , . . . . .. 0.| 24 0.
25 Other liabilities (including federal income tax, payables to related third
parties, and other liabilities not included on lines 17-24). Complete Part X
of Schedule D . . . . . . it 27,221.] 25 26, 476.
26 _ Total liabilities. Add lines 17 through 25, . . . . .\ ot i v v v o v .. 2,618, 601. | 26 2,402, 025.
Organizations that follow SFAS 117 (ASC 958), check here » m and
3 complete lines 27 through 29, and lines 33 and 34.
§ 27 Unrestricted netassets _ 3,378, 530.| 27 3, 608, 038.
&128 Temporarily restricted netassets . ... ... 0.] 28 0.
o129 Permanently restricted netassets., . . . . . . . . . . ¢ o v it 0.| 29 0.
T Organizations that do not follow SFAS 117 (ASC 958), check here P> |:| and
5 complete lines 30 through 34.
,g 30 Capital stock or trust principal, or currentfunds = . ... ... ... 30
©131 Paid-in or capital surplus, or land, building, or equipmentfund = = | 31
f 32 Retained earnings, endowment, accumulated income, or other funds = | 32
Z(33 Total net assets or fund balances . . 3,378,530.| 33 3, 608, 038.
34 Total liabilities and net assets/fund balances, . . . . .. .. . . o . ... 5,997,131.| 34 6, 010, 063.
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MONTGOMERY COUNTY EMERGENCY SERVI CE, | NC. 23- 1894907

Form 990 (2018)
Part Xl Reconciliation of Net Assets

Check if Schedule O contains a response or note to anylineinthisPartXIl. . ... ........

©CwWwow~NOoO U~ WNPBR

=

Total revenue (must equal Part VIII, column (A), line12) . . . . . . . v i v v v i it e e e e e s

16, 619, 881.

Total expenses (must equal Part IX, column (A),line25) . . . . . ... ... ... ...

16, 452, 294.

Revenue less expenses. Subtractline2fromlinel. . . . . ... .. ... ... ... ...

167, 587.

Net assets or fund balances at beginning of year (must equal Part X, line 33, column (A)) . . ...

3, 378, 530.

Net unrealized gains (losses) oninvestments . . . . . . . . . i i i i i v b i v e e e e e

61, 921.

Donated services and use of facilities . . . . . . . & v v i ittt e e e e e e e e e e e e e

0.

INVESIMENt BXPENSES . & . . v v v ittt ot e e e e e e e e e e e e e e e e e e e

Prior period adjustments . . . . . . . . . L e e e e e e e e e e e e e e e e e e

© |00 N O |0 |~ W IN |-

Other changes in net assets or fund balances (explainin ScheduleO) . . . ... ... .......

0.
0.
0

Net assets or fund balances at end of year. Combine lines 3 through 9 (must equal Part X, line
33, C0lUMN (B)) . v v v i i e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e 10

3, 608, 038.

WPl Financial Statements and Reporting

Check if Schedule O contains a response or note to any lineinthisPart Xll ... .........

2a

3a

Accounting method used to prepare the Form 990: |:| Cash Accrual |:| Other
If the organization changed its method of accounting from a prior year or checked "Other," explain in
Schedule O.

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:
|:| Separate basis |:| Consolidated basis |:| Both consolidated and separate basis

Were the organization's financial statements audited by an independent accountant? . . . . . . .. ... ...
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 |:| Consolidated basis |:| Both consolidated and separate basis

If "Yes" to line 2a or 2b, does the organization have a committee that assumes responsibility for oversight
of the audit, review, or compilation of its financial statements and selection of an independent accountant?
If the organization changed either its oversight process or selection process during the tax year, explain in
Schedule O.

As a result of a federal award, was the organization required to undergo an audit or audits as set forth in
the Single Audit Actand OMB Circular A-1337 &« & v v v v i i e s s e e s e s e s e s s e s s s e

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

Yes | No

2b | X

3a X

3b

JSA
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SCHEDULE A Public Charity Status and Public Support | oMe No. 1545-0047

(Form 990 or 990-EZ) Complete if the organization is a section 501(c)(3) organization or a section 4947(a)(1) nonexempt charitable trust. 2@1 8
P Attach to Form 990 or Form 990-EZ.

Open to Public

Department of the Treasury

Internal Revenue Service P Go to www.irs.gov/Form990 for instructions and the latest information. Inspection
Name of the organization Employer identification number
MONTGOVERY COUNTY EMERGENCY SERVI CE, | NC. 23-1894907

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

The organization is not a private foundation because it is: (For lines 1 through 12, check only one box.)

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

- A school described in section 170(b)(1)(A)(ii). (Attach Schedule E (Form 990 or 990-EZ).)

A hospital or a cooperative hospital service organization described in section 170(b)(1)(A)(iii).

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

5 |:| An organization operated for the benefit of a college or university owned or operated by a governmental unit described in

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

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

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

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

9 An agricultural research organization described in section 170(b)(1)(A)(ix) operated in conjunction with a land-grant college
or university or a non-land-grant college of agriculture (see instructions). Enter the name, city, and state of the college or
university:

10 |:| An organization that normally receives: (1) more than 331/3 % 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 331/3 %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 lIl.)

11 An organization organized and operated exclusively to test for public safety. See section 509(a)(4).
12 An organization organized and operated exclusively for the benefit of, to perform the functions of, or to carry out the purposes
of one or more publicly supported organizations described in section 509(a)(1) or section 509(a)(2). See section 509(a)(3).
Check the box in lines 12a through 12d that describes the type of supporting organization and complete lines 12e, 12f, and 12g.
a |:| Type I. A supporting organization operated, supervised, or controlled by its supported organization(s), typically by giving
the supported organization(s) the power to regularly appoint or elect a majority of the directors or trustees of the
supporting organization. You must complete Part IV, Sections A and B.
b Type Il. A supporting organization supervised or controlled in connection with its supported organization(s), by having
control or management of the supporting organization vested in the same persons that control or manage the supported
organization(s). You must complete Part IV, Sections A and C.

c Type Il functionally integrated. A supporting organization operated in connection with, and functionally integrated with,
its supported organization(s) (see instructions). You must complete Part IV, Sections A, D, and E.
d Type lll 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 Check this box if the organization received a written determination from the IRS that it is a Type |, Type Il, Type llI

functionally integrated, or Type lll non-functionally integrated supporting organization.
f Enter the number of supported organizations . . . . . . . . .t i i i e e e e e e e e e e e e e e e e e e e :
g Provide the following information about the supported organization(s).

(i) Name of supported organization (i) EIN (iii) Type of organization | (iv) Is the organization | (v) Amount of monetary (vi) Amount of
(described on lines 1-10 |listed in your governing support (see other support (see
above (see instructions)) document? instructions) instructions)

Yes No

(A)

(B)

©)

(D)

B

Total

For Paperwork Reduction Act Notice, see the Instructions for Form 990 or 990-EZ. Schedule A (Form 990 or 990-EZ) 2018
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MONTGOVERY COUNTY EMERGENCY SERVI CE, | NC. 23- 1894907
Schedule A (Form 990 or 990-EZ) 2018 Page 2
Support Schedule for Organizations Described in Sections 170(b)(1)(A)(iv) and 170(b)(1)(A)(vi)
(Complete only if you checked the box on line 5, 7, or 8 of Part | or if the organization failed to qualify under
Part 1. If the organization fails to qualify under the tests listed below, please complete Part IIl.)
Section A. Public Support
Calendar year (or fiscal year beginning in) » (a) 2014 (b) 2015 (c) 2016 (d) 2017 (e) 2018 (f) Total

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

2  Tax revenues levied for the
organization's benefit and either paid
to or expended on itsbehalf . . . . . ..

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

Total. Add lines 1 through3. . . . . . .

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

6  Public support. Subtract line 5 from line 4

Section B. Total Support
Calendar year (or fiscal year beginning in) » (a) 2014 (b) 2015 (c) 2016 (d) 2017 (e) 2018 (f) Total
7 Amounts fromline4. . . . . . .. ..

8 Gross income from interest, dividends,
payments received on securities loans,
rents, royalties, and income from
similarsources . . .« & v v 4 hww e e

9 Net income from unrelated business
activities, whether or not the business
isregularly carriedon . . . . . . .. ..

10 Other income. Do not include gain or
loss from the sale of capital assets
(ExplaininPartVL) « . v v v v v v v v

11 Total support. Add lines 7 through 10 . .
12  Gross receipts from related activities, etc. (SE€ INSIIUCLIONS) + = & & v & & 4 v 4 & v v 4 & v v s 8 nw s 12

13 First five years. If the Form 990 is for the organization's first, second, third, fourth, or fifth tax year as a section 501(c)(3)
organization, check thishoxandstop here. . . . . . . . . . . 0 i i i i i i i i i i e e e e e e e e e e e e e e e e e e e e e e

Section C. Computation of Public Support Percentage

14  Public support percentage for 2018 (line 6, column (f) divided by line 11, column (f)). . . . . . . . . 14 %
15 Public support percentage from 2017 Schedule A, Partll,line14 . . . . . ... .. ... ... ... 15 %
16a 331/3% support test - 2018. If the organization did not check the box on line 13, and line 14 is 331/3 % or more, check this
box and stop here. The organization qualifies as a publicly supported organization. . . . . . . . .« .« v v v v v v v o v v > |:|
b 331/3% support test - 2017. If the organization did not check a box on line 13 or 16a, and line 15 is 331/3 % or more, check
this box and stop here. The organization qualifies as a publicly supported organization . . . . .. ... ... .. ... .. >

17a 10%-facts-and-circumstances test - 2018. If the organization did not check a box on line 13, 16a, or 16b, and line 14 is
10% or more, and if the organization meets the "facts-and-circumstances" test, check this box and stop here. Explain in
Part VI how the organization meets the "facts-and-circumstances” test. The organization qualifies as a publicly supported

o 0= 1722 1o oS > |:|
b 10%-facts-and-circumstances test - 2017. If the organization did not check a box on line 13, 16a, 16b, or 17a, and line
15 is 10% or more, and if the organization meets the "facts-and-circumstances” test, check this box and stop here.
Explain in Part VI how the organization meets the "facts-and-circumstances" test. The organization qualifies as a publicly

supported Organization . . v v« v . v h e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e >
18 Private foundation. If the organization did not check a box on line 13, 16a, 16b, 17a, or 17b, check this box and see
TR ES] (0 1702 > |:|

Schedule A (Form 990 or 990-EZ) 2018
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MONTGOVERY COUNTY EMERGENCY SERVI CE, | NC. 23- 1894907
Schedule A (Form 990 or 990-EZ) 2018 Page 3
Support Schedule for Organizations Described in Section 509(a)(2)
(Complete only if you checked the box on line 10 of Part | or if the organization 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 year beginning in) P (a) 2014 (b) 2015 (c) 2016 (d) 2017 (e) 2018 (f) Total

1 Gifts, grants, contributions, and membership fees

received. (Do not include any "unusual grants.")

2  Gross receipts from admissions, merchandise
sold or services performed, or facilities
furnished in any activity that is related to the

organization's tax-exempt purpose -« « « « .«

3 Gross receipts from activities that are not an

unrelated trade or business under section 513 .

4 Tax revenues levied for the
organization's benefit and either paid to
or expended onitsbehalf . . . . . . ..

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

6 Total. Add lines 1 through5. . . . . ..

7a 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

c Addlines7aand7b. . « « v v 4 ...

8 Public support. (Subtract line 7c from

iNEG.) v v v v v i e i v e e e e
Section B. Total Support

Calendar year (or fiscal year beginning in) P (a) 2014 (b) 2015 (c) 2016 (d) 2017 (e) 2018 (f) Total

9 Amounts fromline6. . . ... .....

10a Gross income from interest, dividends,

payments received on securities loans,

rents, royalties, and income from similar

SOUMCES + v + v + s s o s & s = = = = = &«

b Unrelated business taxable income (less

section 511 taxes) from businesses
acquired after June 30, 1975 . . . . . .
¢ Addlines10aand10b . . . . . . . ..

11 Net income from unrelated business
activities not included in line 10b,
whether or not the business is regularly
carriedon. v & v v v d o w e e e e e e

12  Other income. Do not include gain or
loss from the sale of capital assets
(ExplaininPartVL) ., ... .......

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

and12.) « v v v h s e e e e e e e
14 First five years. If the Form 990 is for the organization's first, second, third, fourth, or fifth tax year as a section 501(c)(3)
organization, check thisboxand stop here. . . . . . o 0 0 v 0 0 i v i i i bt e i w e e w s e e e e e e e e e e a s e »
Section C. Computation of Public Support Percentage
15 Public support percentage for 2018 (line 8, column (f), divided by line 13, column(f)) . . . .. .. ... ... . 15 %
16  Public support percentage from 2017 Schedule A, Partlll, line15. . . . . & v v v i v v v v a v v v e v w x s 16 %
Section D. Computation of Investment Income Percentage
17 Investment income percentage for 2018 (line 10c, column (f), divided by line 13, column (f)), . . . . .. ... 17 %
18 Investment income percentage from 2017 Schedule A, Partlll, line 17 | , . . . . . . . & v o v o v v v o . 18 %

19a 331/3% support tests - 2018. If the organization did not check the box on line 14, and line 15 is more than 331/3%, and line
17 is not more than 331/3%, check this box and stop here. The organization qualifies as a publicly supported organization . P
b 331/3% support tests - 2017. If the organization did not check a box on line 14 or line 19a, and line 16 is more than 331/3 %, and
line 18 is not more than 331/3%, check this box and stop here. The organization qualifies as a publicly supported organization P ’:’

20 Private foundation. If the organization did not check a box on line 14, 19a, or 19b, check this box and see instructions | 2

JSA Schedule A (Form 990 or 990-EZ) 2018
8E1221 1.000




MONTGOMERY COUNTY EMERGENCY SERVI CE, | NC. 23- 1894907

Schedule A (Form 990 or 990-EZ) 2018 Page 4
I Supporting Organizations

(Complete only if you checked a boxin line 12 on Part I. If you checked 12a of Part I, complete Sections A
and B. If you checked 12b of Part I, complete Sections A and C. If you checked 12c of Part |, complete
Sections A, D, and E. If you checked 12d of Part |, complete Sections A and D, and complete Part V.)

Section A. All Supporting Organizations

3a

4a

Sa

9a

10a

Yes| No

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, explain. 1

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

Did the organization have a supported organization described in section 501(c)(4), (5), or (6)? If "Yes," answer
(b) and (c) below. 3a
Did the organization confirm that each supported organization qualified under section 501(c)(4), (5), or (6) and
satisfied the public support tests under section 509(a)(2)? If "Yes," describe in Part VI when and how the
organization made the determination. 3b

Did the organization 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

Was any supported organization not organized in the United States (“foreign supported organization")? If
"Yes," and if you checked 12a or 12b in Part I, answer (b) and (c) below. 4a
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

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 (i) the names and EIN
numbers of the supported organizations added, substituted, or removed; (i) the reasons for each such action;
(iii) the authority under the organization's organizing document authorizing such action; and (iv) how the action
was accomplished (such as by amendment to the organizing document). 5a

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

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

Did the organization provide support (whether in the form of grants or the provision of services or facilities) to
anyone other than (i) its supported organizations, (ii) individuals that are part of the charitable class benefited
by one or more of its supported organizations, or (iii) 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

Did the organization provide a grant, loan, compensation, or other similar payment to a substantial contributor
(as defined in section 4958(c)(3)(C)), a family member of a substantial contributor, or a 35% controlled entity
with regard to a substantial contributor? If "Yes," complete Part | of Schedule L (Form 990 or 990-EZ). 7

Did the organization make a loan to a disqualified person (as defined in section 4958) not described in line 7?
If "Yes," complete Part | of Schedule L (Form 990 or 990-EZ). 8
Was the organization controlled directly or indirectly at any time during the tax year by one or more
disqualified persons as defined in section 4946 (other than foundation managers and organizations described
in section 509(a)(1) or (2))? If "Yes," provide detail in Part VI. 9a
Did one or more disqualified persons (as defined in line 9a) 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 disqualified person (as defined in line 9a) 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

Was the organization subject to the excess business holdings rules of section 4943 because of section
4943(f) (regarding certain Type |l supporting organizations, and all Type Il non-functionally integrated
supporting organizations)? If "Yes," answer 10b below. 10a
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

JSA
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MONTGOMERY COUNTY EMERGENCY SERVI CE, | NC. 23- 1894907
Schedule A (Form 990 or 990-EZ) 2018 Page 5
Supporting Organizations (continued)

Yes| No

11  Has the organization 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? lla
b A family member of a person described in (a) above? 11b
c A 35% controlled entity of a person described in (a) or (b) above? If "Yes" to a, b, or ¢, provide detail in Part VI. 1llc
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 majority of the organization's directors or trustees at all times during the
tax year? If "No," describe in Part VI how the supported organization(s) effectively operated, supervised, or
controlled the organization's activities. If the organization had more than one supported organization,
describe how the powers to appoint and/or remove directors or trustees were allocated among the supported
organizations and what conditions or restrictions, if any, applied to such powers during the tax year. 1

2 Did the organization operate for the benefit of any supported organization other than the supported
organization(s) that operated, supervised, or controlled the supporting organization? If "Yes," explain in Part
VI how providing such benefit carried out the purposes of the supported organization(s) that operated,
supervised, or controlled the supporting organization. 2

Section C. Type Il Supporting Organizations

Yes| No

1  Were a majority of the organization's directors or trustees during the tax year also a majority of the directors
or trustees of each of the organization's supported organization(s)? 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 Did the organization provide to each of its supported organizations, by the last day of the fifth month of the
organization's tax year, (i) a written notice describing the type and amount of support provided during the prior
tax year, (ii) a copy of the Form 990 that was most recently filed as of the date of natification, and (iii) copies 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 (i) appointed or elected by the supported
organization(s) or (ii) serving on the governing body of a supported organization? 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 organizations have a
significant voice in the organization's investment policies and in directing the use of the organization's
income or assets at all times during the tax year? If "Yes," describe in Part VI the role the organization's
supported organizations played in this regard. 3

Section E. Type lll Functionally Integrated Supporting Organizations
1 Check the box next to the method that the organization used to satisfy the Integral Part Test during the year (seeinstructions).
a The organization satisfied the Activities Test. Complete line 2 below.
b The organization is the parent of each of its supported organizations. Complete line 3 below.

c The organization supported a governmental entity. Describe in Part VI how you supported a government entity (see instructions).
Yes| No

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

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 in (a) constitute activities that, but for the organization's involvement, one or more
of the organization's supported organization(s) would have been engaged in? If "Yes," explain in Part VI the
reasons for the organization's position that its supported organization(s) would have engaged in these
activities but for the organization's involvement. 2b

3 Parent of Supported Organizations. Answer (a) and (b) below.
a Did the organization have the power to regularly appoint or elect a majority of the officers, directors, or
trustees of each of the supported organizations? Provide details in Part VI. 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
ISA Schedule A (Form 990 or 990-EZ) 2018
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MONTGOMVERY COUNTY EMERGENCY SERVI CE, | NC. 23-1894907
Schedule A (Form 990 or 990-EZ) 2018 Page 6

% Type Il Non-Functionally Integrated 509(a)(3) Supporting Organizations
1

Check here if the organization satisfied the Integral Part Test as a qualifying trust on Nov. 20, 1970 (explain in Part VI). See
instructions. All other Type Ill non-functionally integrated supporting organizations must complete Sections A through E.
(B) Current Year

(optional)

Section A - Adjusted Net Income (A) Prior Year

1 Net short-term capital gain

2 Recoveries of prior-year distributions
3 Other gross income (see instructions)
4 Add lines 1 through 3.

5 Depreciation and depletion

A [W[IN (-

6 Portion of operating expenses paid or incurred for production or
collection of gross income or for management, conservation, or
maintenance of property held for production of income (see instructions)
7 Other expenses (see instructions)

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

(B) Current Year

Section B - Minimum Asset Amount (A) Prior 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 la
b Average monthly cash balances 1b
¢ Fair market value of other non-exempt-use assets 1c
d Total (add lines 1a, 1b, and 1c) 1d
e Discount claimed for blockage or other
factors (explain in detail in Part VI):

2 Acquisition indebtedness applicable to non-exempt-use assets 2

3 Subtract line 2 from line 1d.

4 Cash deemed held for exempt use. Enter 1-1/2% of line 3 (for greater amount,

see instructions).

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

6 Multiply line 5 by .035.

7 Recoveries of prior-year distributions

8 Minimum Asset Amount (add line 7 to line 6)

w

o|~|o o~

Section C - Distributable Amount Current Year

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

2 Enter 85% of line 1.

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

4 Enter greater of line 2 or line 3.

5 Income tax imposed in prior year

6 Distributable Amount. Subtract line 5 from line 4, unless subject to

emergency temporary reduction (see instructions). 6

7 |_, Check here if the current year is the organization's first as a non-functionally integrated Type Il supporting organization (see
instructions).

A [W[IN (-

Schedule A (Form 990 or 990-EZ) 2018
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Schedu

MONTGOMERY COUNTY EMERGENCY SERVI CE,

le A (Form 990 or 990-EZ) 2018

I NC.

23- 1894907

Page 7

WA Type Il Non-Functionally Integrated 509(a)(3) Supporting Organizations (continued)

Section D - Distributions Current Year
1 Amounts paid to supported organizations to accomplish exempt purposes
2 Amounts paid to perform activity that directly furthers exempt purposes of supported
organizations, in excess of income from activity
3 Administrative expenses paid to accomplish exempt purposes of supported organizations
4  Amounts paid to acquire exempt-use assets
5 Qualified set-aside amounts (prior IRS approval required)
6 Other distributions (describe in Part VI). See instructions.
7 Total annual distributions. Add lines 1 through 6.
8 Distributions to attentive supported organizations to which the organization is responsive
(provide details in Part VI). See instructions.
9 Distributable amount for 2018 from Section C, line 6
10 Line 8 amount divided by line 9 amount
Section E - Distribution Allocations (see instructions) O Underdig':)ributions Distri(glatable
Excess Distributions Pre-2018 Amount for 2018
1 Distributable amount for 2018 from Section C, line 6
2 Underdistributions, if any, for years prior to 2018
(reasonable cause required - explain in Part VI). See
instructions.
3 Excess distributions carryover, if any, to 2018
a From2013 .......
b From2014 .......
c From2015 .......
d From2016 .......
e From2017 .......
f  Total of lines 3a through e
g Applied to underdistributions of prior years
h Applied to 2018 distributable amount
i Carryover from 2013 not applied (see instructions)
i Remainder. Subtract lines 3g, 3h, and 3i from 3f.
4 Distributions for 2018 from
Section D, line 7: $
a Applied to underdistributions of prior years
b Applied to 2018 distributable amount
¢ Remainder. Subtract lines 4a and 4b from 4.
5 Remaining underdistributions for years prior to 2018, if
any. Subtract lines 3g and 4a from line 2. For result
greater than zero, explain in Part VI. See instructions.
6 Remaining underdistributions for 2018. Subtract lines 3h
and 4b from line 1. For result greater than zero, explain in
Part VI. See instructions.
7 Excess distributions carryover to 2019. Add lines 3j
and 4c.
8 Breakdown of line 7:
a Excessfrom 2014. . . .
b Excess from 2015. . . .
¢ Excess from 2016. . . .
d Excess from 2017. . . .
e Excess from 2018. . . .

JSA
8E1232 1.000
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MONTGOMERY COUNTY EMERGENCY SERVI CE, | NC. 23-1894907
Schedule A (Form 990 or 990-EZ) 2018 Page 8
Supplemental Information. Provide the explanations required by Part Il, line 10; Part I, line 17a or 17b; Part
lll, line 12; Part IV, Section A, lines 1, 2, 3b, 3c, 4b, 4c, 5a, 6, 9a, 9b, 9¢c, 11a, 11b, and 11c; Part IV, Section
B, lines 1 and 2; Part IV, Section C, line 1; Part IV, Section D, lines 2 and 3; Part IV, Section E, lines 1c, 2a, 2b,
3a and 3b; Part V, line 1; Part V, Section B, line 1e; Part V, Section D, lines 5, 6, and 8; and Part V, Section E,
lines 2, 5, and 6. Also complete this part for any additional information. (See instructions.)

ISA Schedule A (Form 990 or 990-EZ) 2018

8E1225 1.000



Schedule B Schedule of Contributors OMB No. 1545-0047
(Form 990, 990-EZ,

or 990-PF) » Attach to Form 990, Form 990-EZ, or Form 990-PF. 2018
Department of the Treasury . . .

Internal Revenue Service » Go to www.irs.gov/Form990 for the latest information.

Name of the organization Employer identification number

MONTGOMVERY COUNTY EMERCGENCY SERVI CE, | NC.
23- 1894907

Organization type (check one):
Filers of: Section:
Form 990 or 990-EZ 501(c)(3 ) (enter number) organization

4947(a)(1) nonexempt charitable trust not treated as a private foundation
527 political organization

Form 990-PF

501(c)(3) exempt private foundation

4947(a)(1) nonexempt charitable trust treated as a private foundation

Ododnx

501(c)(3) taxable private foundation

Check if your organization is covered by the General Rule or a Special Rule.

Note: Only a section 501(c)(7), (8), or (10) organization can check boxes for both the General Rule and a Special Rule. See
instructions.

General Rule

For an organization filing Form 990, 990-EZ, or 990-PF that received, during the year, contributions totaling $5,000
or more (in money or property) from any one contributor. Complete Parts | and Il. See instructions for determining a
contributor's total contributions.

Special Rules

|:| For an organization described in section 501(c)(3) filing Form 990 or 990-EZ that met the 33 1/3% support test of the
regulations under sections 509(a)(1) and 170(b)(1)(A)(vi), that checked Schedule A (Form 990 or 990-EZ), Part Il line
13, 16a, or 16b, and that received from any one contributor, during the year, total contributions of the greater of (1)
$5,000; or (2) 2% of the amount on (i) Form 990, Part VIII, line 1h; or (ii) Form 990-EZ, line 1. Complete Parts | and II.

|:| For an organization described in section 501(c)(7), (8), or (10) filing Form 990 or 990-EZ that received from any one
contributor, during the year, total contributions of more than $1,000 exclusively for religious, charitable, scientific,
literary, or educational purposes, or for the prevention of cruelty to children or animals. Complete Parts | (entering
"N/A" in column (b) instead of the contributor name and address), Il, and Ill.

|:| For an organization described in section 501(c)(7), (8), or (10) filing Form 990 or 990-EZ that received from any one
contributor, during the year, contributions exclusively for religious, charitable, etc., purposes, but no such
contributions totaled more than $1,000. If this box is checked, enter here the total contributions that were received
during the year for an exclusively religious, charitable, etc., purpose. Don't complete any of the parts unless the
General Rule applies to this organization because it received nonexclusively religious, charitable, etc., contributions
totaling $5,000 or more duringtheyear . . . . . . . .. ... ...ttt > 35

Caution: An organization that isn't covered by the General Rule and/or the Special Rules doesn't file Schedule B (Form 990,
990-EZ, or 990-PF), but it must answer "No" on Part IV, line 2, of its Form 990; or check the box on line H of its Form 990-EZ or on its
Form 990-PF, Part |, line 2, to certify that it doesn't meet the filing requirements of Schedule B (Form 990, 990-EZ, or 990-PF).

For Paperwork Reduction Act Notice, see the instructions for Form 990, 990-EZ, or 990-PF. Schedule B (Form 990, 990-EZ, or 990-PF) (2018)
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Schedule B (Form 990, 990-EZ, or 990-PF) (2018)

Page 2

Name of organization

VONTGUVERY  CUOUNTY EVERGENCY  SERVI CE,

I'INC.

Employer identification number

23- 1894907

Contributors (see instructions). Use duplicate copies of Part | if additional space is needed.

(@)
No.

(b)

Name, address, and ZIP + 4

(c)

Total contributions

(d)

Type of contribution

1

CONTRI BUTI ONS LESS THAN $5, 000

VARI QUS DONORS

544, 283.

VARl QUS, PA 19401

Person
Payroll
Noncash

(Complete Part Il for
noncash contributions.)

(@)
No.

(b)

Name, address, and ZIP + 4

(c)

Total contributions

(d)

Type of contribution

Person
Payroll
Noncash

(Complete Part Il for
noncash contributions.)

(@)
No.

(b)

Name, address, and ZIP + 4

(c)

Total contributions

(d)

Type of contribution

Person
Payroll
Noncash

(Complete Part Il for
noncash contributions.)

(@)
No.

(b)

Name, address, and ZIP + 4

(c)

Total contributions

(d)

Type of contribution

Person
Payroll
Noncash

(Complete Part Il for
noncash contributions.)

(@)
No.

(b)

Name, address, and ZIP + 4

(c)

Total contributions

(d)

Type of contribution

Person
Payroll
Noncash

(Complete Part Il for
noncash contributions.)

(@)
No.

(b)

Name, address, and ZIP + 4

(c)

Total contributions

(d)

Type of contribution

Person
Payroll
Noncash

(Complete Part Il for
noncash contributions.)

JSA
8E1253 1.000
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Schedule B (Form 990, 990-EZ, or 990-PF) (2018)

Page 3

Name of organization ~ MONTGOVERY COUNTY EMERGENCY SERVI CE, | NC. Employer identification number
23- 1894907
3EWHll Noncash Property (see instructions). Use duplicate copies of Part Il if additional space is needed.
(a) No. (c)
from Description of norgzllsh roperty given FMV (or estimate) Date r(gc):eived
Part | P property g (See instructions.)
$
(a) No. (c)
from Description of norgzllsh roperty given FMV (or estimate) Date r(gc):eived
Part | P property g (See instructions.)
$
(a) No. (c)
from Description of norgzllsh roperty given FMV (or estimate) Date r(gc):eived
Part | P property g (See instructions.)
$
(a) No. (c)
from Description of norgzllsh roperty given FMV (or estimate) Date r(gc):eived
Part | P property g (See instructions.)
$
(a) No. (c)
from Description of norgzllsh roperty given FMV (or estimate) Date r(gc):eived
Part | P property g (See instructions.)
$
(a) No. (c)
from Description of norgzllsh roperty given FMV (or estimate) Date r(gc):eived
Part | P property g (See instructions.)
$
ISA Schedule B (Form 990, 990-EZ, or 990-PF) (2018)
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Schedule B (Form 990, 990-EZ, or 990-PF) (2018)

Page 4

Name of organization MONTGOVERY COUNTY EMERGENCY SERVI CE, | NC.

Employer identification number

23- 1894907

3EIglll] Exclusively religious, charitable, etc., contributions to organizations described in section 501(c)(7), (8), or
(10) that total more than $1,000 for the year from any one contributor. Complete columns (a) through (e) and
the following line entry. For organizations completing Part lll, enter the total of exclusively religious, charitable, etc.,

contributions of $1,000 or less for the year. (Enter this information once. See instructions.) > $

Use duplicate copies of Part Il if additional space is needed.

(a) No.
from (b) Purpose of gift (c) Use of gift (d) Description of how gift is held
Part |
(e) Transfer of gift
Transferee's name, address, and ZIP + 4 Relationship of transferor to transferee
(a) No.
from (b) Purpose of gift (c) Use of gift (d) Description of how gift is held
Part |
(e) Transfer of gift
Transferee's name, address, and ZIP + 4 Relationship of transferor to transferee
(a) No.
from (b) Purpose of gift (c) Use of gift (d) Description of how gift is held
Part |
(e) Transfer of gift
Transferee's name, address, and ZIP + 4 Relationship of transferor to transferee
(a) No.
from (b) Purpose of gift (c) Use of gift (d) Description of how gift is held
Part |
(e) Transfer of gift
Transferee's name, address, and ZIP + 4 Relationship of transferor to transferee
ISA Schedule B (Form 990, 990-EZ, or 990-PF) (2018)
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?F%TiDéJgLOE) b Supplemental Financial Statements OUB Mo, 15450047
P Complete if the organization answered "Yes" on Form 990, 2@1 8
Part IV, line 6, 7, 8, 9, 10, 11a, 11b, 11c, 11d, 11e, 11f, 12a, or 12b.
Department of the Treasury P Attach to Form 990.
Internal Revenue Service P Go to www.irs.gov/Form990 for instructions and the latest information. Inspection
Name of the organization Employer identification number
MONTGOVERY COUNTY EMERGENCY SERVI CE, | NC. 23-1894907

Organizations Maintaining Donor Advised Funds or Other Similar Funds or Accounts.
Complete if the organization answered "Yes" on Form 990, Part IV, line 6.
(a) Donor advised funds (b) Funds and other accounts

Total number atendofyear . . .........
Aggregate value of contributions to (during year)
Aggregate value of grants from (during year) . .
Aggregate value atend ofyear. . . ... ....
Did the organization 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 legalcontrol? . . . ... ... .. |:| Yes |:| No
6 Did the organization inform all grantees, donors, and donor advisors in writing that grant funds can be used
only for charitable purposes and not for the benefit of the donor or donor advisor, or for any other purpose
conferring impermissible private benefit? . . . . v v v a u i e e e e e e e e e e e e e e e e e e |:| Yes |:| No
Part Il Conservation Easements.
Complete if the organization answered "Yes" on Form 990, Part IV, line 7.
1 Purpose(s) of conservation easements held by the organization (check all that apply).
Preservation of land for public use (e.g., recreation or education) Preservation 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

a b~ WN B

easement on the last day of the tax year. Held at the End of the Tax Year

a Total number of conservationeasements . . . . . . . . . .t i i ittt e e 2a

b Total acreage restricted by conservationeasements . . . . ... ... ... ... .. 2b

¢ Number of conservation easements on a certified historic structure includedin(a). . . . . 2c

d Number of conservation easements included in (c) acquired after 7/25/06, and not on a
historic structure listed in the National Register. . . . . . . . . v o v v v v v v i v v v v v 2d

3 Number of conservation easements modified, transferred, released, extinguished, or terminated by the organization during the

tax year p

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 easementsit holds? . . . . . . . . ¢ v i v i i v v v v v v v |:| Yes |:| No
6 Staff and volunteer hours devoted to monitoring, inspecting, handling of violations, and enforcing conservation easements during the year
>
7 Amount of expenses incurred in monitoring, inspecting, handling of violations, and enforcing conservation easements during the year
>3
8 Does each conservation easement reported on line 2(d) above satisfy the requirements of section 170(h)(4)(B)(i)
and section 170M@BYI? . . . . . ..o ottt [Jves o
9 In Part XIIl, describe how the organization reports conservation easements in its revenue and expense statement, and

balance sheet, and include, if applicable, the text of the footnote to the organization's financial statements that describes the
organization's accounting for conservation easements.
Organizations Maintaining Collections of Art, Historical Treasures, or Other Similar Assets.
Complete if the organization answered "Yes" on Form 990, Part IV, line 8.

la |If the or?anlzatlon elected, as permitted under SFAS 116 %SC 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 XIll, the text of the footnote to its flnanC|aI statements that describes these items.

b If the organization elected, as permitted under SFAS 116 (ASC 958), 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 the following amounts relating to these items:

(i) Revenue included on Form 990, Part VIl line 1. . . v v v o v v v i i o et e e e e e e e e e >3
(ii) Assets included in FOrm 990, Part X. . v & v v v o i v it e e e e e e e e e e e e e e e e e >3

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 Revenueincluded on Form 990, Part VIILL lIne 1, . . . . . . . i v i v i i e et e e e e e e e e e > $
b Assets included in FOrm 990, Part X. « ¢ v v v v i v v v e v v b e e w e e e e e e e e e ke e e e e e e e e » ¢
For Paperwork Reduction Act Notice, see the Instructions for Form 990. Schedule D (Form 990) 2018
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MONTGOMVERY COUNTY EMERGENCY SERVI CE, | NC. 23-1894907
Schedule D (Form 990) 2018 Page 2
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 exhibition d B Loan or exchange programs
b Scholarly research e Other
c Preservation for future generations
4  Provide a description of the organization's collections and explain how they further the organization's exempt purpose in Part
Xiil.
5 During 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? . . . . . . |:| Yes EI No

-4\l Escrow and Custodial Arrangements.
Complete if the organization answered "Yes" on Form 990, Part IV, line 9, or reported an amount on Form
990, Part X, line 21.

la Is the organization an agent, trustee, custodian or other intermediary for contributions or other assets not

b If "Yes," explain the arrangement in Part Xlll and complete the following table:

Amount

c Beginningbalance . . .. .. ... ... e 1c

d Additionsduringtheyear, . . . ... ... ...ttt 1d

e Distributions duringtheyear, , ., . . . ... ... ... .. le

f Endingbalance . . . . .. .. .. .. e 1f
2a Did the organization include an amount on Form 990, Part X, line 21, for escrow or custodial account liability? |_| Yes | | No

b If "Yes," explain the arrangement in Part XIll. Check here if the explanation has been provided onPart XIll , . . .. .. ...

Part V Endowment Funds.

Complete if the organization answered "Yes" on Form 990, Part IV, line 10.
(@) Current year (b) Prior year (c) Two years back (d) Three years back (e) Four years back

la Beginning of year balance . . . .
Contributions . . . . .. .. ...
¢ Net investment earnings, gains,
andlosses. . . . . ... ...
d Grants or scholarships . . . . ..
e Other expenditures for facilities
and programs. . . . . . .0 ...
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 p %
Permanent endowment p %
Temporarily restricted endowment p %

The percentages on 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 . . . v v v v v v i e e e e e e e e e e e e e e e e e e e e e e e e e e e 3a(i)
(i) related Organizations . . . . . v v v v i e e e e e e e e e e e e e e e e e e e e e e e e e e e 3a(ii)

b If "Yes" on line 3a(ii), are the related organizations listed as required on Schedule R? . . . . . . . . . ... .. .. 3b

4  Describe in Part Xlll the intended uses of the organization's endowment funds.
*FilsdVill Land, Bwldm%s and Equipment.

Complete if the organ|zat|0n answered "Yes" on 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 basis (c) Accumulated (d) Book value
(investment) (other) depreciation
la Land. . . ... ... ... ...
b BUIDINGS + v v v v vt 4,247,734.] 3,862, 387. 385, 347.
¢ Leasehold improvements. . . ... ....
d Equipment. . ... ............. 2,941, 140. 2, 638, 905. 302, 235.
e Other . . .. . . . .. .. .uuuiuea..
Total. Add lines 1a through le. (Column (d) must equal Form 990, Part X, column (B), line 10c.), , , . . . . » 687, 582.

Schedule D (Form 990) 2018
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MONTGOMERY COUNTY EMERGENCY SERVI CE, | NC. 23- 1894907
Schedule D (Form 990) 2018 Page 3

Il Investments - Other Securities.
Complete if the organization answered "Yes" on Form 990, Part IV, line 11b. See Form 990, Part X, line 12.

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

(1) Financial derivatives , . . . ... ... .......
(2) Closely-held equity interests
(3) Other
G
(B)
©)
D)
6
(F)
©)
(H)
Total. (Column (b) must equal Form 990, Part X, col. (B) line 12.) P>
Investments - Program Related.
Complete if the organization answered "Yes" on Form 990, Part IV, line 11c. See Form 990, Part X, line 13.

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

1)
(2)
(3)
(4)
©)]
(6)
(1)
(8)
)]

Total. (Column (b) must equal Form 990, Part X, col. (B) line 13.) P>

Elgg)q Other Assets.
Complete if the organization answered "Yes" on Form 990, Part IV, line 11d. See Form 990, Part X, line 15.
(a) Description (b) Book value

1)
(2)
(3)
(4)
()
(6)
(1)
(8)
9)
Total. (Column (b) must equal Form 990, Part X, col. (B)line 15.), , . . . . . . . . . . v v i v v i v v n v nnu >
Other Liabilities.
Complete if the organization answered "Yes" on Form 990, Part IV, line 11e or 11f. See Form 990, Part X,

line 25.
1. (a) Description of liability (b) Book value
(1) Federal income taxes
(2) LEASE PAYABLE 26, 476.
(3
4
©)
(6)
(7
(8)
9
Total. (Column (b) must equal Form 990, Part X, col. (B) line 25.) » 26, 476.

2. Liability for uncertain tax positions. In Part XIlI, provide the text of the footnote to the organization's financial statements that reports the
organization's liability for uncertain tax positions under FIN 48 (ASC 740). Check here if the text of the footnote has been provided in Part Xlll I:I

JSA
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MONTGOMERY COUNTY EMERGENCY SERVI CE, | NC. 23- 1894907
Schedule D (Form 990) 2018 Page 4

Part XI Reconciliation of Revenue per Audited Financial Statements With Revenue per Return.
Complete if the organization answered "Yes" on Form 990, Part IV, line 12a.

1  Total revenue, gains, and other support per audited financial statements . . . . . . . . ... ... ... 1 15, 967, 816.
2 Amounts included on line 1 but not on Form 990, Part VIII, line 12:

a Net unrealized gains (losses) oninvestments . . . . .« . v v v o v v v v ... 2a 61, 921.

b Donated services and use of facilities . . . .« v v o 0 oo e o e e 2b

¢ Recoveriesof prioryeargrantS. . . . & v v v i i e s s e e e e e s 2¢c

d Other (Describe inPart XIL) v v v v v v v v v e e e e e e e e e e e e e e 2d

e Addlines2athrough2d . . . .« v o v i v i i it e e e e e e e 2e 61, 921.
3 Subtractline2e fromline 1. « « v v v v v i i e e e e e e e e e e e e e e 3 15, 905, 895.
4 Amounts included on Form 990, Part VIII, line 12, but not on line 1:

a Investment expenses not included on Form 990, Part Vlll, line7b . . . . . . . 4a

b Other (Describe iNPart XIIL) « v v v v v v v e e e e e e e e e e e e e 4b 713, 986.

C AddliNES4a and b .+ v v v v v i e e e e e e e e e e e e e e e e e e e e e e e 4c 713, 986.
5 Total revenue. Add lines 3 and 4c. (This must equal Form 990, Partl,line12.) . . . ... ... ..... 5 16, 619, 881.

Reconciliation of Expenses per Audited Financial Statements With Expenses per Return.
Complete if the organization answered "Yes" on Form 990, Part IV, line 12a.

1 Total expenses and losses per audited financial statements . . . . . . . . o v o v o b i s nd e e . 1 15, 738, 308.
2 Amounts included on line 1 but not on Form 990, Part IX, line 25:

a Donated services and use of facilities . . .« . . v 0 o o0 e e e 2a

b Prioryearadjustments . . . . . . o i i i e e e e e e s 2b

C OthErI0SSES. v v v v v v v e e e e e et e e e e e e e e 2c

d Other (Describe inPart XIL) v v v v v v v v v e e e et e e e e e e e e e 2d

e Addlines2athrough2d . . . . . v o v i v i i it e e e e e e e 2e
3 Subtractline2e fromlinedl . . . v v v it i it e e e e e e e e e e 3 15, 738, 308.
4 Amounts included on Form 990, Part IX, line 25, but not on line 1:

a Investment expenses not included on Form 990, Part Vlll, line7b . . . . . . . 4a

b Other (Describe iNPart XllL) « v v v v v v v e e e e e e e e e e e e e 4b 713, 986.

C AddliNES4a and b .+ v v v v v i e e e e e e e e e e e e e e e e e e e e e e e 4c 713, 986,
5 Total expenses. Add lines 3 and 4c. (This must equal Form 990, Partl,line 18.). . . . . . . .. ... .. 5 16, 452, 294.

REWPMIIN Supplemental Information.
Provide the descriptions required for Part Il, lines 3, 5, and 9; Part Ill, lines 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 XII, lines 2d and 4b. Also complete this part to provide any additional information.

RECONCI LI NG DI FFERENCE:

PATI ENT SERVI CE REVENUE | S SHOMWN NET OF $713,986 BAD DEBT EXPENSE FOR

FI NANCI AL STATEMENT PURPOSES

gé?zn 1.000 Schedule D (Form 990) 2018
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SCHEDULE H Hospita|s OMB No. 1545-0047

(Form 990)

Department of the Treasury

p Complete if the organization answered "Yes" on Form 990, Part IV, question 20.
P Attach to Form 990.

2018

Open to Public
Internal Revenue Service P Go to www.irs.gov/Form990 for instructions and the latest information. Inspection

Name of the organization

Employer identification number

MONTGOMVERY COUNTY EMERGENCY SERVI CE, | NC. 23-1894907
Financial Assistance and Certain Other Community Benefits at Cost
Yes| No
la Did the organization have a financial assistance policy during the tax year? If "No," skip to question6a . . . . . . . . 1a| X
b If"Yes,"wasitawrittenpolicy?. . . . & v ¢ v i i e e e e e e e e e e e e e e e e s b | X
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 Applied uniformly to most 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 eligibility for providing
free care? If "Yes," indicate which of the following was the FPG family income limit for eligibility for free care: |3a X
100% |:| 150% 200% |:| Other %
b Did the organization use FPG as a factor in determining eligibility for providing discounted care? If "Yes,"
indicate which of the following was the family income limit for eligibility for discounted care: , . ... .. ... ... 3b [ X
200% || 250% Tj 300% h 350% || 400% other _ 900. 0000 o
¢ If the organization used factors other than FPG in determining eligibility, describe in Part VI the criteria used
for determining eligibility for free or discounted care. Include in the description whether the organization used
an asset test or other threshold, regardless of income, as a factor in determining eligibility for free or
discounted care.
4 Did the organization's financial assistance policy that applied to the largest number of its patients during the
tax year provide for free or discounted care to the "medically indigent"?, . . . . . . . . v i v i v it e 4 | X
5a Did the organization budget amounts for free or discounted care provided under its financial assistance policy during the tax year? 5a X
b If "Yes," did the organization's financial assistance expenses exceed the budgeted amount? . . . . . . . ... .. .. sb | X
If "Yes" to line 5b, as a result of budget considerations, was the organization unable to provide free or
discounted care to a patient who was eligible for free or discounted care? . . . . . . .« o v i v i v i h i e e . 5¢c X
6a Did the organization prepare a community benefit report during the taxyear? . . . . .. .. . o v v oo 6a X
b If "Yes," did the organization make itavailabletothepublic? . . . . . . . . v . v v o i o i o e e e 6b
Complete the following table using the worksheets provided in the Schedule H instructions. Do not submit
these worksheets with the Schedule H.
7 Financial Assistance and Certain Other Community Benefits at Cost
Einancial Assistance and (a) Number of | (h) Persons (c) Total community (d) Direct offsetting (e) Net community (f) Percent
Means-Tested Government aﬁﬁg’&'s;gr served benefit expense revenue benefit expense of total
Programs {optional) (optional) expense
a Financial Assistance at cost
(from Worksheet 1) - - . - 372, 005. 372, 005. 2.30
b Medicaid (from Worksheet 3,
coumna) - - v v v ... 7,278, 920. 5,097, 610. 2,181, 310. 13. 30
C Costs of other means-tested
S P e o 1, 127, 500. 482, 980. 644, 520. 3.90
d Total. Financial Assistance
overnment progtams + .+ . 8, 778, 425. 5, 580, 590. 3,197, 835. 19. 50
Other Benefits
€ Community health improvement
servces and communty benelt 167, 471. 58, 704. 108, 767. .66
f  Health professions education
(from Worksheet5) . . . . 104’ 820. 104’ 820. . 64
g Subsidized health services (from
Worksheet6) « & & & & & &
h Research (from Worksheet 7)
i Cash and in-kind contributions
for community benefit (from
Worksheet8) . . . & & & .
i Total. Other Benefits « » » . 272, 291. 58, 704. 213, 587. 1.30
k Total. Add lines 7d and 7j . 9, 050, 716. 5, 639, 294. 3,411, 422. 20. 80

For Paperwork Reduction Act Notice, see the Instructions for Form 990.

JSA 8E1284 1.000
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MONTGOMERY COUNTY EMERGENCY SERVI CE, | NC. 23- 1894907

Schedule H (Form 990) 2018 Page 2
Part Il Community Building Activities Complete this table if the organization conducted any community building

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

(a) Number of | (b) Persons (c) Total community (d) Direct offsetting (e) Net community (f) Percent of
activities or served building expense revenue building expense total expense
programs (optional)
(optional)
1 Physical improvements and housing
2 Economic development
3 Community support
4 Environmental improvements
5 Leadership development and
training for community members
6 Coalition building 34, 125. 34, 125. .21
7 Community health improvement
advocacy 41, 822 41, 822 . 25
8 Workforce development
9 Other 23, 024. 23, 024. .14
10 Total 98, 971. 98, 971. . 60
Bad Debt, Medicare, & Collection Practices
Section A. Bad Debt Expense Yes | No
1 Did the organization report bad debt expense in accordance with Healthcare Financial Management Association
Statement NO. 157, . . . o ittt e e e e e e e e e e e e e e e e e e e 1 X
2 Enter the amount of the organization's bad debt expense. Explain in Part VI the
methodology used by the organization to estimate thisamount_ , , . . . ... ... .. 2 372, 005.

3 Enter the estimated amount of the organization's bad debt expense attributable to
patients eligible 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 _ . _ . . . . . .. .. 3 1, 336.

4 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 is contained in the attached financial statements.

Section B. Medicare

5 Enter total revenue received from Medicare (includingDSHandIME) . . . . ... ... 5 2, 270, 980.
6 Enter Medicare allowable costs of care relating to paymentsonlne5 . ... ... ... 6

7 Subtract line 6 from line 5. This is the surplus (orshortfall) . . . . .. .. ... ... 7 2,270, 980.
8 Describe in Part VI the extent to which any shortfall reported in line 7 should be treated as community

benefit. Also describe in Part VI the costing methodology or source used to determine the amount reported
on line 6. Check the box that describes the method used:
Cost accounting system |:| Cost to charge ratio |:| Other
Section C. Collection Practices
9a Did the organization have a written debt collection policy during the taxyear?. . . . . . . v v v o v v v v v v v v s 9a | X

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 PartVI |, , . . . . . v & +v & + « » 9b X
Man agem ent Companies and Joint Ventures (owned 10% or more by officers, directors, trustees, key employees, and physicians - see instructions)
(a) Name of entity (b) Description of primary (c) Organization's (d) Officers, directors, (e) Physicians'
activity of entity profit % or stock trustees, or key profit % or stock
ownership % employees' profit % ownership %
or stock ownership %
1N A
2
3
4
5
6
7
8
9
10
11
12
13
IsA Schedule H (Form 990) 2018
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MONTGOMVERY COUNTY EMERGENCY SERVI CE, | NC. 23-1894907

Schedule H (Form 990) 2018 Page 3
Facility Information
Section A. Hospital Facilities
(list in order of size, from largest to smallest - see instructions)
How many hospital facilities did the organization operate during
the tax year? 1
Name, address, primary website address, and state license
number (and if a group return, the name and EIN of the
subordinate hospital organization that operates the hospital
facility) Other (describe) group

1 MONTGOMERY COUNTY EMERGENCY SERVI CE
50 BEECH DRI VE
NCRRI STOMN PA 19403
VWAV MCES. ORG

sinoy yz-y3
18y0-43

Aujioey yoreasay

lendsoy pasuaoi
[endsoy s,uaipyo
lendsoy Buiyoea]

|endsoy ssaooe [eond

Facility
reporting

[ea1Bins 7 [e2IpaW [RIBUSD

10

JSA
8E1286 1.000 Schedule H (Form 990) 2018



MONTGOMVERY COUNTY EMERGENCY SERVI CE, | NC. 23-1894907
Schedule H (Form 990) 2018 Page 4
Facility Information (continued)
Section B. Facility Policies and Practices
(complete a separate Section B for each of the hospital facilities or facility reporting groups listed in Part V, Section A)

Name of hospital facility or letter of facility reporting group  MONTGOMERY COUNTY EMERGENCY SERVI CE

Line number of hospital facility, or line numbers of hospital
facilities in a facility reporting group (from Part V, Section A):

Yes No
Community Health Needs Assessment
1  Was the hospital facility first licensed, registered, or similarly recognized by a state as a hospital facility in the
current tax year or the immediately preceding tax year? . . . . . . . . . . i i i i i e e e e e e e e e e e e 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 details of the acquisition in SectionC , . . . ... .. ... 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," skipto line 12 , . . . . . . . . . & . i i v i v v v v e v . 3 | X
If "Yes," indicate what the CHNA report describes (check all that apply):
a _X A definition of the community served by the hospital facility
b _X Demographics of the community
_X Existing health care facilities and resources within the community that are available to respond to the
___ health needs of the community
d _X How data was obtained
e _X The significant health needs of the community
f _X Primary and chronic disease needs and other health issues of uninsured persons, low-income persons,
and minority 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
i The impact of any actions taken to address the significant health needs identified in the hospital
facility's prior CHNA(S)
j Other (describe in Section C)
4 Indicate the tax year the hospital facility last conducted a CHNA: 20 i
5 Inconducting its mostrecent CHNA, did the hospital facility take into account input from persons who represent
the broad interests of the community served by the hospital facility, including those with special knowledge of or
expertise in public health? If "Yes," describe in Section C how the hospital facility took into account input from
persons who represent the community, and identify the persons the hospital facility consulted , . . . . ... .. 5 X
6a Was the hospital facility's CHNA conducted with one or more other hospital facilities? If "Yes," list the other
hospital facilities in SectionC , . . . . . . . . ... e e e e 6a | X
b Was the hospital facility's CHNA conducted with one or more organizations other than hospital facilities? If "Yes,"
list the other organizations in Section C | | | . . . . . . . . i ittt ittt e e e e e e 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 Hospital facility's website (list url): HTTP: / / WAV MCES. ORG
b - Other website (list url):
c Made a paper copy available for public inspection without charge at the hospital facility
d Other (describe in Section C)
8 Did the hospital facility adopt an implementation strategy to meet the significant community health needs
identified through its most recently conducted CHNA? If “No," skipto line 11, _ . . . . . ... .. ... .. ... 8 X
9 Indicate the tax year the hospital facility last adopted an implementation strategy: 20&
10 Is the hospital facility's most recently adopted implementation strategy posted ona website? , . . . . ... ... 10 | X
a If"Yes," (list url): HTTP: / / WWV MCES. ORG
b If "No," is the hospital facility's most recently adopted implementation strategy attached to this return? ., , . . . . 10b
11 Describe in Section C how the hospital facility is addressing the significant needs identified in its most
recently conducted CHNA and any such needs that are not being addressed together with the reasons why
such needs are not being addressed.
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 50L(N)(3) 2 . . . . i v i i i i i s e e e e e e e e e e e e e e e e 12a X
If "Yes" to line 12a, did the organization file Form 4720 to report the section 4959 excisetax? . . ... ... .. 12b
If "Yes" to line 12b, what is the total amount of section 4959 excise tax the organization reported on Form
4720 for all of its hospital facilities? $

JSA
8E1287 1.000 Schedule H (Form 990) 2018



Schedule H (Form 990) 2018 MONTGOMERY COUNTY EMERGENCY SERVI CE, | NC. 23- 1894907 page 5
Facility Information (continued)
Financial Assistance Policy (FAP)

Name of hospital facility or letter of facility reporting group MONTGOVERY COUNTY EMERGENCY SERVI CE

Yes No

Did the hospital facility have in place during the tax year a written financial assistance policy that:
13 Explained eligibility criteria for financial assistance, and whether such assistance included free or discounted care? | 13 X
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 200.0000 g,

and FPG family income limit for eligibility for discounted care of 500.0000 ¢
Income level other than FPG (describe in Section C)

Asset level

Medical indigency

Insurance status

Underinsurance status

Residency

Other (describe in Section C)

14 Explained the basis for calculating amounts charged to patients?. . . . . . . . . . . . . it i it i vt v 14 | X
15 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):

oQ ™o o 0 T

[<})
LT T I [

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 (describe in Section C)
16  Was widely publicized within the community served by the hospital facility? . . ... ... ........... 16 | X
If "Yes," indicate how the hospital facility publicized the policy (check all that apply):

X| The FAP was widely available on a website (list url): HTTP: / / WAV MCES. ORG
The FAP application form was widely available on a website (list url): HTTPS: / / WAV COVPASS. STATEE.
A plain language summary of the FAP was widely available on a website (list url): HTTP: / / \WW MCES.
The FAP was available upon request and without charge (in public locations in the hospital facility and
by mail)

(9]
K M ¥ [

>
%

3

o 0O T o

The FAP application form was available 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 in the hospital facility and by mail)

Individuals were notified about the FAP by being offered a paper copy of the plain language summary of
the FAP, by receiving a conspicuous written notice about the FAP on their billing statements, and via
conspicuous public displays or other measures reasonably calculated to attract patients' attention

[ ¥ [

Notified members of the community who are most likely to require financial assistance about availability
of the FAP

The FAP, FAP application form, and plain language summary of the FAP were translated into the
primary language(s) spoken by Limited English Proficiency (LEP) populations

Other (describe in Section C)

BN~

Schedule H (Form 990) 2018
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MONTGOMERY COUNTY EMERGENCY SERVI CE, | NC. 23- 1894907
Schedule H (Form 990) 2018 Page 6

Facility Information (continued)

Billing and Collections
Name of hospital facility or letter of facility reporting group MONTGOVERY COUNTY EMERGENCY SERVI CE

17 Did the hospital facility have in place during the tax year a separate billing and collections policy, or a written
financial assistance policy (FAP) that explained all of the actions the hospital facility or other authorized party

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 || Reporting to credit agency(ies)
Selling an individual's debt to another party

Deferring, denying, or requiring a payment before providing medically necessary care due to

nonpayment of a previous bill for care covered under the hospital facility's FAP

d || Actions that require a legal or judicial process
|| Other similar actions (describe in Section C)
f _X None of these actions or other similar actions were permitted
19 Did the hospital facility or other authorized party perform any of the following actions during the tax year
before making reasonable efforts to determine the individual's eligibility under the facility's FAP? , ., . . .. ... 19 X
If "Yes," check all actions in which the hospital facility or a third party engaged:
a || Reporting to credit agency(ies)
|| Selling an individual's debt to another party
¢ || Deferring, denying, or requiring a payment before providing medically necessary care due to
~__ nonpayment of a previous bill for care covered under the hospital facility's FAP
d [ | Actions that require a legal or judicial process
L__| 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 line 19 (check all that apply):

Provided a written notice about upcoming ECAs (Extraordinary Collection Action) and a plain language summary of the

FAP at least 30 days before initiating those ECAs (if not, describe in Section C)

Made a reasonable effort to orally notify individuals about the FAP and FAP application process (if not, describe in Section C)

Processed incomplete and complete FAP applications (if not, describe in Section C)

Made presumptive eligibility determinations (if not, describe in Section C)

Other (describe in Section C)

f None of these efforts were made

Policy Relating to Emergency Medical Care

21 Did the hospital facility have in place during the tax year a written policy relating to emergency medical care
that required the hospital facility to provide, without discrimination, care for emergency medical conditions to
individuals regardless of their eligibility under the hospital facility's financial assistance policy? , . .. ... ... 21 | X
If "No," indicate why:

jo}]

T QO O T

a The hospital facility did not provide care for any emergency medical conditions
b The hospital facility's policy was not in writing
c The hospital facility limited who was eligible to receive care for emergency medical conditions (describe
in Section C)
d |:| Other (describe in Section C)
Schedule H (Form 990) 2018
JSA
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Schedule H (Form 990) 2018 Page 7
Facility Information (continued)

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

Name of hospital facility or letter of facility reporting group MONTGOVERY COUNTY EMERGENCY SERVI CE

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 a look-back method based on claims allowed by Medicare fee-for-service
during a prior 12-month period

b |:| The hospital facility used a look-back method based on claims allowed by Medicare fee-for-service and
all private health insurers that pay claims to the hospital facility during a prior 12-month period

c |:| The hospital facility used a look-back method based on claims allowed by Medicaid, either alone or in
combination with Medicare fee-for-service and all private health insurers that pay claims to the hospital
facility during a prior 12-month period

d The hospital facility used a prospective Medicare or Medicaid method

23 During the tax year, did the hospital facility charge any FAP-eligible individual to whom the hospital facility
provided emergency or other medically necessary services more than the amounts generally billed to
individuals who had insurance covering suCh Care? | . . . . . . . . o, 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? . . . . . . . . . . o i i i i i e e e e e e . 24 X

If "Yes," explain in Section C.

Schedule H (Form 990) 2018

JSA
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MONTGOMVERY COUNTY EMERGENCY SERVI CE, | NC.
Schedule H (Form 990) 2018

23- 1894907

Page 8

Facility Information (continued)

Section C. Supplemental Information for Part V, Section B. Provide descriptions required for Part V, Section B, lines

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

FORM 990 SCHEDULE H PART V LINE 5

PLEASE SEE ATTACHED CHNA REPORT FOR 2018

FORM 990 SCHEDULE H PART V LI NE 6A, 6B AND 7
MONTGOMVERY COUNTY COWM TMENT OFFI CE

PH LADELPHI A COLLEGE OF OSTEOPATHI C MEDI CI NE
SURVI VORS COF SUI CI DE, | NC.

PA DEPARTMENT OF HEALTH DI VI SI ON OF HEALTH | NFORMATI CS
NAM - MONTGOMVERY COUNTY

NAM - MAI N LI NE

MONTGOVERY CO. DEPT. OF HEALTH AND HUMAN SERVI CES
ROCKY MOUNTAI N M RECC/ VETERANS ADM NI STRATI ON
PREVENT SU Cl DE PA

DELAWARE/ CHESTER COUNTY MEDI CAL SOCI ETI ES

AUDUBON MANAGEMENT CONSULTANTS

PA HEALTH CARE COST CONTAI NMENT COUNCI L

El STEI N HEALTH CARE NETWORK

ACCESS SERVI CES

FORM 990 SCHEDULE H PART V LINE 7D
COPI ES DI STRI BUTED TO ALL PARTI Cl PATI NG ORGANI ZATI ONS ( ABOVE) AND ALL
ORGANI ZATI ONS AND | NDI VI DUALS WHO ARE MEMBERS OF THE MONTGOMERY COUNTY

SUI CI DE PREVENTI ON TASK FORCE.

JSA

8E1331 2.000
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MONTGOMERY COUNTY EMERGENCY SERVI CE, | NC. 23- 1894907
Schedule H (Form 990) 2018 Page 9
Facility Information (continued)
Section D. Other Health Care Facilities That Are Not Licensed, Registered, or Similarly Recognized as a Hospital Facility
(list in order of size, from largest to smallest)

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

Name and address Type of Facility (describe)
1

10

Schedule H (Form 990) 2018
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MONTGOMVERY COUNTY EMERGENCY SERVI CE, | NC. 23-1894907
Schedule H (Form 990) 2018 Page 10
Supplemental Information

Provide the following information.

1 Required descriptions. Provide the descriptions required for Part I, lines 3c, 6a, and 7; Part Il and Part Ill, lines 2, 3, 4, 8 and
9b.

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

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

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

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

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

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

PART |, LINE 7:
CALCULATI ONS WERE BASED ON AMOUNTS REPORTED | N THE MEDI CAI D COST REPORT
AND REPORTS PREPARED AND SUBM TTED TO THE PENNSYLVANI A HEALTH CARE COST

CONTAI NVENT COUNCI L.

PART |, LINE 7, COLUWN F:
PERCENT OF TOTAL EXPENSE IS THE NET COMMUNI TY BENEFI T EXPENSE DI VI DED BY

THE TOTAL EXPENSE, | NCLUDI NG BAD DEBT EXPENSE.

PART 1, COVMUNI TY BU LDI NG ACTI VI TI ES

MCES ENGAGES IS A W DE RANGE OF COVWMUNI TY BEHAVI CRAL HEALTH PROMOTI ON
ACTIVITIES. THESE | NCLUDE: - A FREE 3-DAY CRI SI S | NTERVENTI ON TRAI NI NG
FOR LOCAL POLI CE AND OTHER CRI M NAL JUSTI CE PERSONNEL.

- PARTI Cl PATING I N A COUNTY-W DE SUI CI DE PREVENTI ON CQOALI TI ON | NVOLVI NG
REPRESENTATI VES OF BEHAVI ORAL HEALTH AND CRI M NAL JUSTI CE AGENCI ES TO
ADDRESS | NTER- SYSTEM | SSUES.

- |1 SSU NG FACT SHEETS OUTLI NI NG SU ClI DE RI SK | N VETERANS, THE ELDERLY,

TEENS, | NDI VI DUALS W TH MENTAL | LLNESS, AND SUBSTANCE ABUSERS.

JSA Schedule H (Form 990) 2018

8E1327 1.000



MONTGOMERY COUNTY EMERGENCY SERVI CE, | NC.

23- 1894907

Schedule H (Form 990) 2018 Page 10
=FY§@Vil Supplemental Information

Provide the following information.

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

9b.

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

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

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

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

Affiliated health care system. If the organization is part of an affiliated health care system, describe the respective roles of the

organization and its affiliates in promoting the health of the communities served.

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

organization, files a community benefit report.

- PRESENTATI ONS ON MENTAL | LLNESS, CRI SIS | NTERVENTI ON, AND SUl Cl DE
PREVENTI ON TO SCHOOLS, COVMUNI TY GRCUPS, AND HUVAN SERVI CE AGENCI ES.

- OPERATI NG A DEDI CATED PSYCHI ATRI C AMBULANCE TO RESPOND TO MENTAL HEALTH
EMERGENCI ES AND FREE LOCAL EMERGENCY MEDI CAL SERVI CES FOR OTHER EMERGENCY
NEEDS.

- OFFERI NG A RELAPSE PREVENTI ON SELF- HELP PROGRAM TO | NPATI ENTS ( MAP: WY
ACTI ON PLAN) TO REDUCE THE NEED FOR REHOSPI TALI ZATI ON, AND OFFERI NG

ONGO NG ABSTI NENCE RECOVERY SCHEDULE ( OARS) PROGRAM HELPI NG PATI ENTS W TH
CO- OCCURI NG MENTAL | LLNESS AND CPI ATE ADDI CTI ON DI SORDERS DEVELOP A
PERSONAL DAI LY/ VEEKLY RECOVERY SCHEDULE TO SUSTAI N A SOBER LI FESTYLE.

- ADOPTI NG THE RECOVERY, CO OCCCURRI NG DI SORDER, AND TRAUMA- | NFORMED CARE
MODELS TO ENHANCE THE EFFECTI VENESS OF | NPATI ENT CARE.

- PROVI DI NG PRACTI CUMS AND | NTERNSHI PS FOR GRADUATE, NURSI NG PSYCHOLOGY,
SOCI AL WORK, PHYSI Cl AN ASSI STANT STUDENTS AND OCCUPATI ONAL THERAPY

ASSI STANT STUDENTS.

- UTI LI ZI NG CERTI FI ED PEER SPECI ALI STS (I NDI VI DUALS WHO HAVE USED THE
SERVI CES OF MCES OR OTHER PROVI DERS) | N OUR | NPATI ENT, JUSTI CE RELATED

SERVI CES, AND CRI SI S RESI DENTI AL PROGRAM ( CRP) .

JSA
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MONTGOMERY COUNTY EMERGENCY SERVI CE, | NC.
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Schedule H (Form 990) 2018 Page 10
=FY§@Vil Supplemental Information

Provide the following information.

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

9b.

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

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

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

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

Affiliated health care system. If the organization is part of an affiliated health care system, describe the respective roles of the

organization and its affiliates in promoting the health of the communities served.

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

organization, files a community benefit report.

- COLLABORATI NG W TH PUBLI C SERVI CE AGENCI ES SUCH AS THE SOUTHEASTERN
PENNSYLVANI A TRANSPORTATI ON AUTHORI TY ( SEPTA) AND THE PA DEPARTMENT OF
TRANSPORTATI ON TO PCST HOT LI NE PHONE NUMBERS AT ALL COMMUTER RAI L
STATIONS | N SE PA AND ON TWDO LOCAL BRI DGES THAT HAVE BEEN THE SI TE OF
MANY SUl CI DES.

- AFTER HOURS COVERACE OF THE MONTGOMERY COUNTY ELDER ABUSE HOT LINE AND
ASSI STI NG ADULTS AND ELDERS WHO MAY BE EXPERI ENCI NG SOVE FORM OF ABUSE OR

NEGLECT.

PART 111, SECTION A, BAD DEBT EXPENSE:

FOOTNOTE: ACCOUNTS RECEI VABLE ARE STATED AT THE AMOUNT MANAGVENT EXPECTS
TO COLLECT FROM QUTSTANDI NG BALANCES. NMANAGEMENT PROVI DES FOR PROBABLE
UNCOLLECTI BLE AMOUNTS THROUGH A PROVI SI ON FOR BAD DEBT EXPENSE AND AN
ADJUSTMENT TO A VALUATI ON ALLOWANCE BASED ON | TS ASSESSMENT OF THE
CURRENT STATUS OF | NDI VI DUAL ACCOUNTS. BALANCES THAT ARE STI LL

QUTSTANDI NG AFTER MANAGEMENT HAS USED REASONABLE COLLECTI ON EFFORTS ARE
VWRI TTEN OFF THROUGH A CHARGE TO THE VALUATI ON ALLOMNCE AND A CREDI T TO

ACCOUNTS RECEI VABLE.

JSA
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MONTGOMERY COUNTY EMERGENCY SERVI CE, | NC. 23- 1894907

Schedule H (Form 990) 2018 Page 10
=E1g@YIl Supplemental Information

Provide the following information.

1

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

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

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

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

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

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

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

organization, files a community benefit report.

LINE (2) ORGAN ZATION S BAD DEBT EXPENSE (AT COST) | S TOTAL BAD DEBT

MULTI PLI ED BY THE RATI O OF PATI ENT CARE COST TO CHARCES.

LINE (3) THE AMOUNT ON LI NE 3 WAS DETERM NED BY RECORD REVI EW

PART 11, SECTION B, MEDI CARE:

LINE 8 THE AMOUNTS USED FOR MEDI CARE ALLOMABLE COSTS WERE TAKEN

DI RECTLY FROM THE MEDI CARE COST REPORT.

PART 111, SECTION C, COLLECTI ON PRACTI CES:

MCES PROVI DES ALL OF | TS BEHAVI ORAL HEALTH SERVI CES BASED ON NEED

| RRESPECTI VE OF | NSURANCE COVERAGE. WE DEVELGP | NDI VI DUALI ZED PAYMENT

ARRANGEMENTS WHERE APPROPRI ATE W TH PATI ENTS WHO MAY HAVE LI M TED MEANS.

VE WORK W TH PATI ENTS TO | DENTI FY ANY AVAI LABLE SOURCE OF COVERACE FOR

QUR SERVI CES OR ONGO NG CARE AFTER DI SCHARGE AND HELP THEM APPLY FOR SUCH

BENEFI TS. WE ACCEPT ALL | NSURANCE PLANS THAT ACCEPT US AS AN ELI G BLE

PROVI DER.

JSA
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MONTGOMERY COUNTY EMERGENCY SERVI CE, | NC.

23- 1894907

Schedule H (Form 990) 2018 Page 10
=FY§@Vil Supplemental Information

Provide the following information.

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

9b.

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

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

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

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

Affiliated health care system. If the organization is part of an affiliated health care system, describe the respective roles of the

organization and its affiliates in promoting the health of the communities served.

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

organization, files a community benefit report.

PART V, LINE 22D, FACI LITY | NFORVATI ON:

PATI ENTS WERE BI LLED ON A SLI DI NG FEE SCALE.

NEEDS ASSESSMENT

MCES DETERM NES THE NEED FOR | TS SERVI CES BY CLOSELY WORKI NG W TH THE
MONTGOVERY COUNTY OFFI CE OF BEHAVI ORAL HEALTH AND OTHER MENTAL HEALTH
PROVI DERS, COMMUNI TY HOSPI TAL PSYCHI ATRY UNI TS AND EMERGENCY DEPARTMENTS,
POLICE I N ALL MUNI CI PALITIES I N QUR SERVI CE AREA, MENTAL HEALTH ADVOCACY
GROUPS, AND MENTAL HEALTH CONSUMER ORGANI ZATI ONS. MCES ALSO USES

I NFORVATION FROM | TS CRI SI'S HOT LINE, OUTREACH PROGRAM AND SERVI CES.
MCES MONI TORS TREND DATA ON UTI LI ZATI ON OF SI M LAR SERVI CES FROM THE
STATE AND FEDERAL GOVERNMENTS AND STATE AND NATI ONAL PSYCHI ATRI C HOSPI TAL
ASSQOCI ATI ONS. MCES ALSO CONTRI BUTES TO SURVEYS AND PUBLI C HEARI NGS BY
COUNTY AND STATE AGENCI ES THAT ARE HELD TO | DENTI FY SERVI CE NEEDS OR GAPS
AFFECTI NG PERSONS W TH SERI QUS MENTAL | LLNESS I N OUR SERVI CE AREA. MCES
HAS A CURRENT NEEDS ASSESSMENT STUDY POSTED ON I TS WEBSI TE. COPI ES ARE
ALSO AVAI LABLE ON SI TE AND ON RESERVE. MCES HAS CONTI NUED TO CALL

ATTENTI ON TO THE PROBLEM OF SUI Cl DE | N MONTGOMERY COUNTY. | N 2019, THERE

JSA
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MONTGOMERY COUNTY EMERGENCY SERVI CE, | NC. 23- 1894907

Schedule H (Form 990) 2018 Page 10
=E1g@YIl Supplemental Information

Provide the following information.

1

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

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

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

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

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

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

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

WERE A TOTAL OF 116 SU Cl DES REPORTED BY THE CORONER S COFFI CE. THERE ARE

6 SUI Cl DES FOR EVERY HOM CIDE I N THE COUNTY. PA DEPARTMENT COF HEALTH DATA

| NDI CATE THAT SUl CI DES HAVE | NCREASED AMONG WOMVEN | N THE 50-59 AGE RANGE

AND MANY | NVOLVED DELI BERATE PRESCRI PTI ON DRUG OVERDOSES.

PATI ENT EDUCATI ON OF ELI A BILITY FOR ASSI STANCE

MCES CHARI TY CARE PCLI CY IS STATED I N | NFORVATI ONAL LI TERATURE AVAI LABLE

TO ALL PROSPECTI VE PATI ENTS AND VI SI TORS AS THEY ENTER OUR FACI LI TY. OUR

CHARI TY CARE PCLICY | S POSTED ON OUR WEBSI TE AND IS ALSO | NCLUDED I N QUR

PATI ENT AND FAM LY HANDBOOK TO ALL NEWLY ADM TTED PATI ENTS AND THEI R

FAM LI ES. PATI ENT ELI GBI LITY GJ DELI NES ARE G VEN I N ALL SERVI CE AND

PROGRAM BROCHURES. DURI NG THEI R | NPATI ENT STAY, MCES SCCI AL SERVI CE STAFF

AND PATI ENT RESOURCE PERSONNEL | NFORM AND ASSI ST PATI ENTS | N | DENTI FYI NG

AND QUALI FYI NG FOR AVAI LABLE GOVERNMENTAL ENTI TLEMENTS AND OTHER

PROGRAMS, SUCH AS PHARVACEUTI CAL COMPANY PATI ENT ASSI STANCE FOR UNCOVERED

PRESCRI PTI ON NEEDS. MCES ALSO MAKES OPTI MAL USE OF SOURCES SUCH AS COUNTY

FUNDI NG FOR | NDI GENT OR UNI NSURED | NDI VI DUALS.

JSA
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Schedule H (Form 990) 2018 Page 10
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Provide the following information.

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

9b.

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

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

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

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

Affiliated health care system. If the organization is part of an affiliated health care system, describe the respective roles of the

organization and its affiliates in promoting the health of the communities served.

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

organization, files a community benefit report.

COVMUNI TY | NFORMATI ON

MCES' S PRI MARY SERVI CE AREA | S MONTGOVERY COUNTY, PA, WH CH OCCUPI ES JUST
UNDER 500 SQUARE M LES I N THE PHI LADELPH A- CAMDEN- W LM NGTON METROPOLI TAN
AREA. THE US CENSUS ESTI MATED THE TOTAL CCOUNTY POPULATION I N 2016 TO BE
821, 725. THE COUNTY REMAI NS THE THI RD MOST POPULQUS | N PENNSYLVAN A
(AFTER PHI LADELPHI A AND ALLEGHENY COUNTIES). |IT IS MADE UP OF 62

MUNI CI PALI TI ES.

I NDI VI DUALS UNDER AGE 18 MADE UP 23% OF THE COUNTY POPULATI ON. PERSONS
OVER ACE 65 ACCOUNTED FOR OVER 15% OF ALL COUNTY RESI DENTS. THOSE | N THE
65- 74 AGE RANGE MADE UP 8. 6% OF THE ELDERLY AND THOSE AGED 75 AND OVER
(THE "OLD ELDERLY") COWPRI SED 7.8% THE UPPER END OF THE " BABY BOOVER'
(55-64) AGE GROUP IN THE COUNTY | S GRON NG VERY FAST; MEDI AN AGE | S 41.2
YEARS. BASED ON US CENSUS DATA, BETWEEN 2000 AND 2010, ALMOST ALL OF
MONTGOVERY COUNTY' S POPULATI ON GROMH WAS AMONG NON-VHI TE GROUPS. NOTABLY
THE NUMBER OF | NDI VI DUALS OF HI SPANI C ORI G N NOW REPRESENTS 5% OF THE
COUNTY POPULATI ON.  AFRO- AMERI CANS NOW MAKE UP 9. 4% OF COUNTY RESI DENTS.
ABOUT 12% OF PEOPLE IN THE COUNTY REPORTED THAT THEY SPEAK A LANGUAGE

OTHER THAN ENGLI SH AT HOME. THESE PERCENTAGES REMAI NED THE SAME I N 2011

JSA
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Schedule H (Form 990) 2018 Page 10
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Provide the following information.

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

9b.

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

Patient education of eligibility for assistance. Describe how the organization informs and educates patients and persons

who may be billed for patient care about their eligibility for assistance under federal, state, or local government programs or
under the organization's financial assistance policy.

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

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

Affiliated health care system. If the organization is part of an affiliated health care system, describe the respective roles of the

organization and its affiliates in promoting the health of the communities served.

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

organization, files a community benefit report.

ESTI MATES.

THE COUNTY HAS RANKED AMONG THE MOST AFFLUENT I N THE UNI TED STATES. THE
MEDI AN | NCOVE FOR A HOUSEHOLD I S $79, 183. ON THE OTHER HAND, ABOUT 6% OF
COUNTY RESI DENTS HAVE | NCOVES BELOW THE POVERTY LEVEL. ACCORDI NG TO THE
PA DEPARTMENT OF HEALTH, 9% OF THE COUNTY POPULATI ON WAS ELI G BLE FOR
MEDI CAI D. THE US BUREAU OF LABCR STATI STI CS REPORTED THE COUNTY' S
UNEMPLOYMENT RATE TO BE 3. 7% ALMOST 95, 000 COUNTY RESI DENTS ARE

CLASSI FI ED AS DI SABLED. JUST OVER 50, 000 ARE VETERANS. 97% OF THE COUNTY
POPULATI ON LI VED | N URBAN SUBURBAN AREAS AND 3% | N RURAL AREAS.

I N ADDI TI ON TO SERVI NG MONTGOMERY COUNTY, PENNSYLVANI A, MCES ALSO ACCEPTS
PATI ENTS FROM BERKS, BUCKS, CHESTER, DELAWARE, AND PHI LADELPH A COUNTI ES

TO I TS PATI ENT PSYCH ATRI C CARE PROGRAM WHEN BEDS ARE AVAI LABLE.

PROMOTI NG HEALTH OF THE COMMUNI TY

- COLLABORATI NG W TH CONSUMER AND MENTAL HEALTH ADVOCACY GROUPS SUCH AS
THE NATI ONAL ALLI ANCE FOR MENTAL | LLNESS (NAM ), THE MONTGOMERY COUNTY
CONSUMER SATI SFACTI ON TEAM (CST), AND THE CONSUMER SUPPORT PROGRAM ( CSP)

TO | MPROVE APPROPRI ATE USE OF SERVI CES.

JSA
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Provide the following information.

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

9b.

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

Patient education of eligibility for assistance. Describe how the organization informs and educates patients and persons

who may be billed for patient care about their eligibility for assistance under federal, state, or local government programs or
under the organization's financial assistance policy.

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

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

Affiliated health care system. If the organization is part of an affiliated health care system, describe the respective roles of the

organization and its affiliates in promoting the health of the communities served.

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

organization, files a community benefit report.

- PROVI DI NG | NFORVATI ON AND | NTERVI EW8 ON BEHAVI ORAL HEALTH TOPI CS TO
COUNTY AND REG ONAL MEDI A TO | NCREASE COVMUNI TY AWARENESS OF MENTAL
HEALTH NEEDS AND SERVI CES.

- CHAI RING THE MONTGOMERY COUNTY EMERGENCY RESPONDER SUI Cl DE PREVENTI ON

I NI TIATI VE I N RESPONSE TO THE SUI Cl DES OF AREA POLI CE OFFI CERS AND EMS.
- CREATI NG THE "MONTCOCARES' WEB SI TE OFFERI NG A W DE RANGE OF SUl Cl DE
PREVENTI ON | NFORVATI ONAL AND EDUCATI ONAL RESOURCES.

- DEVELOPI NG SUI Cl DE PREVENTI ON KI TS FOR EMERCGENCY RESPONDERS, FAM LI ES
OF PERSONS W TH SERI OQUS MENTAL | LLNESS, AND H GH SCHOCL TEACHERS OFFERI NG
BASI C | NFORVATI ON ABOQUT SUI Cl DE AND HOW TO Al D AN | NDI VI DUAL WHO MAY BE
AT RI SK CF SuUl Cl DE.

- STAFF PARTI CI PATION I N COWUNI TY GROUPS (E. G, THE NORRI STOMAN

| NTERAGENCY COUNCI L), AND COALI TIONS (E. G, THE MONTGOVERY COUNTY

ASSOCI ATI ON FOR EXCELLENCE | N SERVI CE, AKA "NAX") TO PROVI DE | NPUT ON
EMERGENCY MENTAL HEALTH NEEDS.

- PARTI Cl PATI NG I N MENTAL HEALTH AWARENESS EVENTS (E. G, THE ANNUAL NAM
VWALK) TO PROVI DE | NFORMATI ON ON SERVI CES AND TO | NCREASE PUBLI C

UNDERSTANDI NG OF MENTAL | LLNESS.

JSA
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MONTGOMERY COUNTY EMERGENCY SERVI CE, | NC. 23- 1894907

Schedule H (Form 990) 2018 Page 10
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Provide the following information.

1

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

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

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

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

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

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

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

USI NG SOCI AL MEDI A (TWTTER AND LI NKEDIN) AND A MONTHLY E- NEWSLETTER TO

KEEP STAKEHOLDERS AND THE COVMUNI TY APPRI SED OF BEHAVI ORAL HEALTH

DEVEL OPMENTS.

CHARI TY CARE PCLI CY

MCES PROVI DES ALL OF | TS BEHAVI ORAL HEALTH SERVI CES BASED ON NEED

| RRESPECTI VE OF | NSURANCE COVERAGE. WE DEVELGP | NDI VI DUALI ZED PAYMENT

ARRANGEMENTS WHERE APPROPRI ATE W TH PATI ENTS WHO MAY HAVE LI M TED MEANS.

VE WORK W TH PATI ENTS TO | DENTI FY ANY AVAI LABLE SOURCE OF COVERACE FOR

QUR SERVI CES OR ONGO NG CARE AFTER DI SCHARGE AND HELP THEM APPLY FOR SUCH

BENEFI TS. WE ACCEPT ALL | NSURANCE PLANS THAT ACCEPT US AS AN ELI @ BLE

PROVI DER.

JSA
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SCHEDULE J Compensation Information OMB No. 1545-0047
(Form 990) For certain Officers, Directors, Trustees, Key Employees, and Highest
Compensated Employees 2@1 8
» Complete if the organization answered "Yes" on Form 990, Part IV, line 23. .
Department of the Treasury P Attach to Form 990.
Internal Revenue Service P Go to www.irs.gov/Form990 for instructions and the latest information. Ins pection
Name of the organization Employer identification number
MONTGOVERY COUNTY EMERGENCY SERVI CE, | NC. 23-1894907
Questions Regarding Compensation
Yes | No
la Check the appropriate box(es) if the organization provided any of the following to or for a person listed on Form
990, Part VII, Section A, line 1a. Complete Part lll to provide any relevant information regarding these items.
First-class or charter travel Housing allowance or residence for personal use
Travel for companions Payments for business use of personal residence
Tax indemnification and gross-up payments Health or social club dues or initiation fees
Discretionary spending account Personal services (such as maid, chauffeur, chef)
b If any of the boxes on line 1a are checked, did the organization follow a written policy regarding payment
or reimbursement or provision of all of the expenses described above? If "No,” complete Part Ill to
EXPIAIN L L e e e e e e e e e e e e e e e e e e e e e s 1b
2 Did the organization require substantiation prior to reimbursing or allowing expenses incurred by all
directors, trustees, and officers, including the CEO/Executive Director, regarding the items checked on line
I 2
3 Indicate which, if any, of the following the filing organization used to establish the compensation of the
organization's CEO/Executive Director. Check all that apply. Do not check any boxes for methods used by a
related organization to establish compensation of the CEO/Executive Director, but explain in Part Ill.
Compensation committee Written employment contract
Independent compensation consultant - Compensation survey or study
Form 990 of other organizations Approval by the board or compensation committee
4 During the year, did any person listed on Form 990, Part VII, Section A, line 1a, with respect to the filing
organization or a related organization:
a Receive a severance payment or change-of-control payment?. . . . . . . . . . . . . i it it 4a X
b Participate in, or receive payment from, a supplemental nonqualified retrementplan?. . . . ... .. ... ... 4b X
Participate in, or receive payment from, an equity-based compensation arrangement?. . . . . . . . .. ... .. 4c X
If "Yes" to any of lines 4a-c, list the persons and provide the applicable amounts for each item in Part lIl.
Only section 501(c)(3), 501(c)(4), and 501(c)(29) organizations must complete lines 5-9.
5 For persons listed on Form 990, Part VII, Section A, line 1a, did the organization pay or accrue any
compensation contingent on the revenues of:
a The organization? . . . . v @ v v i it e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e 5a X
b Anyrelated organization? . . . . . . . i i i e e e e e e e e e e e e e e e e e e e e e e e e e e 5b X
If “Yes" on line 5a or 5b, describe in Part lll.
6 For persons listed on Form 990, Part VII, Section A, line 1a, did the organization pay or accrue any
compensation contingent on the net earnings of:
a The organization? . . . . v i v v i it e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e 6a X
b Anyrelated organization? . . . . . . . i i i e e e e e e e e e e e e e e e e e e e e e e e e e e e 6b X
If “Yes" on line 6a or 6b, describe in Part lll.
7 For persons listed on Form 990, Part VI, Section A, line la, did the organization provide any nonfixed
payments not described on lines 5 and 67 If "Yes," describeinPartlll. . . . .. ... ... ... ... ..., 7 X
8 Were any amounts reported on Form 990, Part VII, paid or accrued pursuant to a contract that was subject
to the initial contract exception described in Regulations section 53.4958-4(a)(3)? If "Yes," describe
N PATT I L o o e e e e e e e e e e e e e e e e e e e e e e 8 X
9 If "Yes" on line 8, did the organization also follow the rebuttable presumption procedure described in
Regulations section 53.4958-6(C)? . . . v v v v v v v i e e e e e e e e e e e e e e e e e e e e e e e e e e 9
For Paperwork Reduction Act Notice, see the Instructions for Form 990. Schedule J (Form 990) 2018
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MONTGOVERY COUNTY EMERGENCY SERVI CE, | NC.

Schedule J (Form 990) 2018

23-1894907

Page 2

Officers, Directors, Trustees, Key Employees, and Highest Compensated Employees. Use duplicate copies if additional space is needed.

For each individual whose compensation must be reported on Schedule J, report compensation from the organization on row (i) and from related organizations, described in the
instructions, on row (ii). Do not list any individuals that aren't listed on Form 990, Part VII.
Note: The sum of columns (B)(i)-(iii) for each listed individual must equal the total amount of Form 990, Part VII, Section A, line 1a, applicable column (D) and (E) amounts for that

individual.
(B) Breakdown of W-2 and/or 1099-MISC compensation (C) Retirement and (D) Nontaxable (E) Total of columns (F) Compensation
(A) Name and Title (i) Base (i) Bonus & incentive (iii) Other other deferred benefits (B)(i)-(D) in column (B) reported
compensation compensation reportablg compensation as d?:fg:;?%gg prior
compensation
W LLI AM MYERS (i) 263, 352. 0 0 25, 287. 288, 639.
1CEO (i) 0. 0 0
RUSSELL YATES (i) 207, 795. 0 0 15, 892. 223, 687.
»STAFF PSYCHI ATRI ST (ii) 0. 0 0
JORDAN SANTI NA [0} 171, 995. 0 0 9, 167. 181, 162.
3STAFF PSYCHI ATRI ST (ii) 0. 0 0
PRI YANKAR SARKAR (i) 272, 813. 0 0 272, 813.
4STAFF PSYCHI ATRI ST (ii) 0. 0 0
MARI NA COONEY (i) 384, 444, 0 0 16, 895. 401, 339.
sMEDI CAL DI RECTOR (ii) 0. 0 0
TANA ANDRE [0} 173, 589. 0 0 22, 562. 196, 151.
eSTAFF PSYCHI ATRI ST (ii) 0. 0 0
0]
7 (it)
0]
8 (it)
0]
9 (it)
0]
10 (it)
0]
11 (it)
0]
12 (i)
0]
13 (i)
0]
14 (i)
0]
15 (i)
0]
16 (ii)
Schedule J (Form 990) 2018
JSA
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MONTGOMERY COUNTY EMERCGENCY SERVI CE, | NC. 23-1894907

Schedule J (Form 990) 2018 Page 3

=E13lI[l Supplemental Information

Provide the information, explanation, or descriptions required for Part |, lines 1a, 1b, 3, 4a, 4b, 4c, 5a, 5b, 6a, 6b, 7, and 8, and for Part Il. Also complete this part
for any additional information.

Schedule J (Form 990) 2018

JSA
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SCHEDULE O Supplemental Information to Form 990 or 990-EZ OMB No. 1545-0047

(Form 990 or 990-E2) Complete to provide information for responses to specific questions on 2@1 8
Form 990 or 990-EZ or to provide any additional information.

P Attach to Form 990 or 990-EZ. Open to Public
Department of the Treasury . - ) . . .
Internal Revenue Service P> Information about Schedule O (Form 990 or 990-EZ) and its instructions is at www.irs.gov/form990. Inspection

Name of the organization Employer identification number

MONTGOMVERY COUNTY EMERCGENCY SERVI CE, | NC. 23- 1894907

SEE SCHEDULES ELECTRONI CALLY ATTACHED
FORM 990, PART VI, SECTION A: GOVERNANCE, MANAGEMENT

FORM 990, PART VI: SECTION B: PCLIClI ES

ATTACHVENT 1

FORM 990, PART 111, LINE 1 - ORGAN ZATION' S M SSI ON

MCES PROVI DES ROUND- THE- CLOCK | NTENSI VE AND COVPREHENSI VE BEHAVI ORAL
HEALTH SERVI CES, | NCLUDI NG AN ADULT | NPATI ENT HOSPI TAL AND OUTPATI ENT
SERVI CES, TO ALL I N NEED IN THE COMMUNI TY VH LE MAI NTAI NI NG AND
ADVOCATI NG FOR THEI R RI GHTS, | NDI VI DUAL DI GNI TY AND RECOVERY.

M SSI ON:

MCES PROVI DES AN ARRAY OF CLI NI CALLY NECESSARY EMERGENCY PSYCHI ATRI C
AND CRI SI S | NTERVENTI ON SERVI CES TO PERSONS W TH A PRI MARY OR
EVMERGENT NEED FOR SUCH SERVI CES AND WHO ARE APPROPRI ATE FOR CARE

THORCOUGH OUR PROGRANMS.

ATTACHVENT 2

FORM 990, PART |11 - PROGRAM SERVI CE, LINE 4A

I NPATI ENT PSYCHI ATRI C CARE: MCES PROVI DES ACUTE | NPATI ENT

PSYCHI ATRI C CARE TO | NDI VI DUALS DETERM NED TO NEED A SHORT STAY OF

I NTENSI VE 24- HOUR CLI NI CAL CARE TO ATTAI N STABI LI TY AND SAFETY

BECAUSE OF A SEVERE MENTAL HEALTH CRI SIS OR POTENTI ALLY

LI FE- THREATENI NG PSYCHI ATRI C EMERGENCY. SERVI CES ARE

PATI ENT- CENTERED AND RECOVERY- ORI ENTED AND DELI VERED BY A

MULTI DI SCI PLI NARY TEAM THAT | NVOLVES THE PATI ENT AND THEI R FAM LY

For Privacy Act and Paperwork Reduction Act Notice, see the Instructions for Form 990 or 990-EZ. Schedule O (Form 990 or 990-EZ) (2018)

JSA
8E1227 1.000



Schedule O (Form 990 or 990-EZ) 2018 Page 2
Name of the organization Employer identification number

MONTGOMVERY COUNTY EMERCGENCY SERVI CE, | NC. 23- 1894907

ATTACHVENT 2 ( CONT' D)

OR SUPPORT SYSTEM AS OPTI MALLY AS PGOSSI BLE. PATI ENTS PARTI Cl PATE

I N DAI LY PSYCHOEDUCATI ONAL AND RECREATI ONAL GRCUPS. PATI ENTS
ENGAGE W TH QUTPATI ENT PROVI DERS BEFORE DI SCHARGE WHEREVER

POSSI BLE. THE | NPATI ENT PROGRAM | S STATE- LI CENSED AND ACCREDI TED
BY THE JO NT COWMM SSI ON. MCES PROVI DES | NVOLUNTARY PSYCHI ATRI C
HOSPI TALI ZATI ONS TO RESI DENTS OF BERKS, BUCKS, AND MONTGOVERY
COUNTI ES. THE MCES | NPATI ENT PROGRAM IS RECOGNI ZED FOR | TS ABI LI TY
TO ADDRESS ANY BEHAVI ORAL HEALTH EMERGENCY | NCLUDI NG THOSE

I NVOLVI NG FORENSI C | SSUES. MCES | NCORPCRATES THE RECOVERY MODEL
AND TRAUMA- | NFORMED CARE IN ITS CARE. | T RECENTLY CONVERTED A
FORMER SMOKI NG ON THE MEN'S UNIT ROOM TO A RECREATI ONAL ROOM

- H GHLI GHT: MCES HAD OVER 1300 ADM SSI ONS OF | NDI VI DUALS W TH
EXACERBATI ONS OF PSYCHI ATRI C DI SORDERS REQUI RI NG | NPATI ENT
TREATMENT AND STABI LI ZATI ON.

- H GHLI GHT: MCES PROVI DES | NTERNSHI PS FOR OCCUPATI ONAL THERAPY
ASSI STANTS I N I TS ALLI ED THERAPY DEPARTMENT G VI NG STUDENTS THE
OPPORTUNI TY TO WORK W TH PERSONS W TH SERI OQUS MENTAL | LLNESS AND
LEARN ABOUT POSSI BLE CAREERS | N THAT FI ELD.

- H GHLI GHT: MCES ALSO BROADENED | TS SERVI CES TO | NDI VI DUALS W TH
CO- OCCURRI NG PSYCHI ATRI C AND ADDI CTI VE DI SCRDERS BY | NI TI ATI NG THE
ONGO NG ABSTI NENCE RECOVERY SCHEDULE (O A R S.) TO HELP PATI ENTS
STRUCTURE THEI R FI RST WEEKS HOVE AFTER DI SCHARGE TO DETER RETURN
TO SUBSTANCE USE.

- H GHLI GHT: A CERTI FI ED PEER SPECI ALI ST I S A MEMBER OF THE

CARCL' S PLACE RESI DENTI AL PROGRAM STAFF.

ISA Schedule O (Form 990 or 990-EZ) 2018

8E1228 1.000



Schedule O (Form 990 or 990-EZ) 2018 Page 2

Name of the organization Employer identification number

MONTGOMVERY COUNTY EMERCGENCY SERVI CE, | NC. 23- 1894907

ATTACHVENT 2 ( CONT' D)

- H GHLI GHT: EXTENSI VE SAFETY | MPROVEMENTS TO PATI ENT CARE AREAS

BY | NSTALLI NG LI GATURE RESI STANT DOCR HANDLE AND BATH SHOWER

FI XTURES.

ATTACHMENT 3

FORM 990, PART |1l - PROGRAM SERVI CE, LINE 4B

CRI SI'S | NTERVENTI ON: STATE LI CENSED 24/ 7 CRI SIS | NTERVENTI ON

SERVI CES OFFERI NG REFERRAL, SHORT- TERM COUNSELI NG AND PSYCHI ATRI C
EVALUATI ONS TO | NDI VI DUALS EXPERI ENCI NG A BEHAVI ORAL HEALTH CRI SI' S
OR POTENTI ALLY LI FE THREATENI NG PSYCHI ATRI C EMERGENCY. 24/7

ASSI STANCE TO POLI CE, PHYSI CI ANS, FAM LY MEMBERS AND OTHERS

SEEKI NG EMERGENCY PSYCHI ATRI C ASSESSMENT AND CARE FOR | NDI VI DUALS
WHO ARE AT RI SK TO THEMSELVES OR OTHERS. TRAINED CRI SI' S

I NTERVENTI ON SPECI ALI STS AND BQARD- CERTI FI ED PSYCHI ATRI ST ON SI TE
AT ALL TIMES. MCES'S CRI SI S DEPARTMENT WAS ClI TED I N A STATE- W DE
REVI EW OF CRI SI' S CENTERS AS AN EXAMPLE OF A CENTRALI ZED,

FULLY- 1 NTEGRATED CRI SI S CENTER WTH A W DE RANGE OF ESSENTI AL

CRI SI'S | NTERVENTI ON SERVI CES. MCES |I'S TRAI NI NG ALL STAFF W TH

PATI ENT- CONTACT | N THE NEWEST TECHNI QUES FOR PROACTI VELY AVERTI NG
ADVERSE SI TUATI ONS.

- H GHLI GHT: THE MCES CRI SI' S DEPARTMENT HAD OVER 4500 SERVI CE
CONTACTS W TH | NDI VI DUALS AND FAM LI ES EXPERI ENCI NG A BEHAVI ORAL
HEALTH CRI SI S.

- H GHLI GHT: THE MCES CRI SI'S DEPARTMENT |'S PART OF THE NATI ONAL

SUI CI DE PREVENTI ON LI FELI NE NETWORK AND RESPONDS TO CALLS FROM

ISA Schedule O (Form 990 or 990-EZ) 2018

8E1228 1.000



Schedule O (Form 990 or 990-EZ) 2018 Page 2

Name of the organization Employer identification number

MONTGOMVERY COUNTY EMERCGENCY SERVI CE, | NC. 23- 1894907

ATTACHVENT 3 ( CONT' D)

SOUTHEAST PENNSYLVANI A AREA CODES 24/ 7.

ATTACHMVENT 4

FORM 990, PART |11 - PROGRAM SERVI CE, LINE 4C

CRI SI' S RESI DENTI AL PROGRAM (CRP): THE CRP, KNOWN AS CARCL'S PLACE,
'S AN 8- BED, SHORT- TERM CARE FACI LI TY AVAI LABLE 24/ 7, WH CH

PROVI DES TEMPCORARY RESI DENTI AL TREATMENT FOR ADULTS WHO ARE AT

Rl SK OF AN ACUTE PSYCHI ATRIC CRISIS. | T REDUCES THE Rl SK CF

HOSPI TALI ZATI ON BY ASSI STI NG | NDI VIDUALS IN CRI SIS I N DEVELGPI NG A
PLAN AND A SUPPORT NETWORK TO AVAO D CRI SES I N THE FUTURE. THE CRP
SERVES | NDI VI DUALS AT RI SK OF UNNECESSARY PSYCHI ATRI C

HOSPI TALI ZATI ON, THOSE | N NEED OF SEPARATI ON FROM A STRESSFUL

ENVI RONMENT TO ACHI EVE PSYCHI ATRI C STABI LI TY; AND THOSE WHO NEED
ASS| STANCE TO ESTABLI SH ANDY OR MAI NTAIN COVMUNI TY SUPPORTS. ALL
ADM SSI ONS ARE VOLUNTARY AND THOSE SERVED MUST BE CAPABLE OF
SELF- CARE AND BE | N GOOD HEALTH. THE CRP | S STATE- LI CENSED AND
ACCREDI TED BY THE JO NT COW SSI ON. THE MCES CRP PROGRAM STRI VES
TO PROVI DE THE MOST HOME- LI KE SETTI NG POSSI BLE AND PRACTI CAL FOR

I TS SERVI CES. AN EXAMPLE IS A VEGETABLE GARDEN THAT |'S TENDED BY
RESI DENTS AND PROVI DES BOTH RECREATI ON AND FRESH PRODUCE OVER THE
SUMVER MONTHS.

- H GHLI GHT: THE MCES CRI SI'S RESI DENTI AL PROGRAM HAD OVER 320

ADM SSI ONS OF | NDI VI DUALS WHO COULD AVERT A SERIQUS CRI SIS OR
HOSPI TALI ZATI ON W TH A BRI EF STAY.

- H GHLI GHT: THE MCES CRP | NCLUDES A CERTI FI ED PEER SUPPCORT

ISA Schedule O (Form 990 or 990-EZ) 2018
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Name of the organization Employer identification number

MONTGOMVERY COUNTY EMERCGENCY SERVI CE, | NC. 23- 1894907

ATTACHVENT 4 ( CONT' D)

SPECI ALI ST ON | TS STAFF TO OFFER PEER COUNSELI NG TO CLI ENTS DURI NG

THEI R STAY.

- H GHLI GHT: THE MCES CRP ALSO ENABLES | NDI VI DUALS TRANSI TI ONI NG

FROM | NPATI ENT PSYCHI ATRI C CARE TO THE COWUNI TY BY PROVI DI NG A

CARE SETTI NG TO PROMOTE RECOVERY AND SELF- CARE.

ATTACHMVENT 5
FORM 990, PART 111, LINE 4D - OTHER PROGRAM SERVI CES
DESCRI PTI ON GRANTS EXPENSES REVENUE
OTHER PROGRAM SERVI CES 1, 082, 010. 2,040, 720.
TOTALS 1, 082, 010. 2, 040, 720.
ATTACHMVENT 6

990, PART VII- COVPENSATI ON CF THE FI VE HI GHEST PAI D | ND. CONTRACTORS

NAME AND ADDRESS DESCRI PTI ON OF SERVI CES COVPENSATI ON

| NDEPENDENCE BLUE CROSS I NSURANCE 1, 311, 792.
P. O BOX 8500
PH LADELPHI A, PA 19178-3092

LI FETREE PHARVACY PHARVACY SUPPLI ES 639, 255.
5 BLUE HERON DRI VE
COLLEGEVI LLE, PA 19426

LI NTON' S FOOD MaV.  SERVI CES FOOD SERVI CE 685, 741.
4 SENTRY PARK EAST, SU TE 100
BLUE BELL, PA 19422

EVEREST NATI ONAL | NSURANCE COVPANY I NSURANCE 120, 147.
477 NMARTI NSVI LLE ROAD
LI BERTY CORNER, NJ 07938

ISA Schedule O (Form 990 or 990-EZ) 2018
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Name of the organization Employer identification number
MONTGOVERY COUNTY EMERGENCY SERVI CE, | NC. 23-1894907

ATTACHVENT 7

FORM 990, PART X - PREPAI D EXPENSES AND DEFERRED CHARGES

ENDI NG
DESCRI PTI ON BOOK VALUE
PREPAI D EXPENSES 264, 627.
TOTALS 264, 627.

ATTACHMENT 8

FORM 990, PART X - I NVESTMENTS - PUBLI CLY TRADED SECURI TI ES

ENDI NG
DESCRI PTI ON BOOK VALUE
I NVESTMENTS 1, 406, 879.
TOTALS 1, 406, 879.

ISA Schedule O (Form 990 or 990-EZ) 2018
8E1228 1.000



2018

MONTGOMERY COUNTY EMERGENCY SERVI CE, | NC. 23-1894907
Description of Property
DEPRECIATION
Date Unadjusted 179 exp. Beginning Ending MA | Current-year
placed in Cost Bus. reduction Basis Basis for Accumulated| Accumulated| Me- ACRS| CRS 179 Current-year

Asset description service or basis % in basis | Reduction | depreciation | depreciation | depreciation | thod [Conv.| Life |class|class| expense depreciation
BLDG- SEE ATTACHED 01/01/ 2016 |4, 247, 734. [100. 000 4,247,734, | 3,753, 475. 3,862, 387. [SL M 39 108, 912.
EQUI PMENT- ATTACHED 01/01/2016 |2, 499, 007. [100. 000 2,499, 007. | 2,336, 075. 2,499, 007. [200DB HY 5 162, 932.
VEHI CLES- ATTACHED 01/ 01/ 2016 442, 133. (100. 000 442, 133. 275, 946. 326, 880. |200DB| HY 5 50, 934.
Less:RetiredAssets. . . . . . . v i . ..
Subtotals. . . . . f h e e e e e e e e e 7,188, 874. 7,188,874. | 6, 365, 496. 6, 688, 274. 322, 778.
Listed Property
Less:RetiredAssets. . . . . . . v i . ..
Subtotals, . v v v v v i v v e
TOTALS & . v ottt e e e e s e n e n s 7,188, 874. 7,188,874. | 6, 365, 496. 6, 688, 274. 322, 778.
AMORTIZATION

Date Cost Ending
placed in or Accumulated| Accumulated Current-year

Asset description service basis amortization | amortization | Code| Life amortization

TOTALS . . & v v e 4 v o e o u e a u s
*Assets Retired
JSA

8X9024 1.000
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