m 990

Return of Organization Exempt From Income Tax

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

P Do not enter Social Security numbers on this form as it may be made public.

Department of the Treasury

Open to Public

Internal Revenue Service P Information about Form 990 and its instructions is at www.irs.gov/form990. Inspection
A For the 2022 calendar year, or tax year beginning and ending
C Name of organization HACKENSACK MERI DI AN HEALTH, | NC. D Employer identification number
B _Check if applicable: - SUBORDI NATES
| ohanee Doing Business As 01- 0649794
Name change Number and street (or P.O. box if mail is not delivered to street address) Room/suite E Telephone number
|| it retu C/ O TAX DEPT 399 THORNALL ST 2ND FL (908) 675- 6572
Terminated City or town, state or province, country, and ZIP or foreign postal code
|| fnended EDI SO\, NJ 08837 G Gross receipts6$ 688, 271, 591.
L ’;sggfnag‘“’” F Name and address of principal officer: ROBERT C. GARRETT H(a) Issuér;irziigg;p return for w Yes B No
CO TAX DEPT 399 THORNALL ST 2ND FL, EDI SO\I, NJ 08837 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  website: B VWAV HACKENSACKMERI DI ANHEALTH. ORG H(c) Group exemption number > 3827
K Form of organization: | X | Corporation | | Trustl | Association | | Other P> | L Year of formation: | M State of legal domicile:
Part | Summary
1 Briefly describe the organization's mission or most significant activites: _ THE ORGANI ZATI ONS ARE COW TTED TO
3|  PROVIDING THE_FULL SPECTRUM OF LI FE- ENHANCING CARE AND SERVICES TO________ _ ____
5|  CREATE AND SUSTAIN HEALTHY, VIBRANT COMANITIES. "~
§ 2 Check this box P> if the organization discontinued its operations or disposed of more than 25% of its net assets.
3| 3 Number of voting members of the governing body (Part VI, line 1a) . . . . . . . . . o oot 3 236
ﬁ 4 Number of independent voting members of the governing body (Part VI, linelb) . . . . . . . . .. . .. .... 4 197
2| 5 Total number of individuals employed in calendar year 2022 (Part V, line 2a). . . . . . . . . . . . . .. . ... 5 40, 239
% 6 Total number of volunteers (estimate if NECESSANY) . . . . . . v v v oo e e e e e 6 1, 082
<| 7a Total unrelated business revenue from Part VIII, column (C), ine 12 _ . . . . . . . . . v v o i 7a 27, 496, 483.
b Net unrelated business taxable income from Form 990-T, line34 . . . . . . &t i v vt o b v v o et e u aas 7b NONE
Prior Year Current Year
o»| 8 Contributionsandgrants (Part VIl linedh) _ . . . . . . . . . ... 343, 294, 898. 386, 676, 022.
g 9 Program service revenue (Part VIIl, line2g) . . . . . . ... .... PUBL?CC:)TI\TS';EETION 5,814,218, 303. |6, 004, 354, 478.
E 10 Investment income (Part VIII, column (A), lines 3, 4, and 7d), _ . . . 66, 115, 971. 41, 768, 846.
11 Other revenue (Part VIII, column (A), lines 5, 6d, 8c, 9c, 10c, and 11€), . . . . . . . . . .. 183, 291, 032. 241, 623, 087.
12 Total revenue - add lines 8 through 11 (must equal Part VIII, column (A), line12). . . . . . . 6, 406, 920, 204. |6, 674, 422, 433.
13 Grants and similar amounts paid (Part IX, column (A), lines 1-3) _ . . . . . . . . s\ . . .. 259, 247, 265. 352, 343, 262.
14 Benefits paid to or for members (Part IX, column (A), lined) . . . . . . . ... ... .... NONE NONE
¢|15 Salaries, other compensation, employee benefits (Part IX, column (A), lines 5-10), , , . , . . 3,142,702, 200. |3, 434, 435, 500.
g 16a Professional fundraising fees (Part IX, column (A), line11€) . . . . . . . v v v v v v s s . NONE 3,511, 816.
2| b Total fundraising expenses (Part IX, column (D), line 25) p 20, 899, 240.
Y117  Other expenses (Part IX, column (A), lines 11a-11d, 11f-24€) . . . . . . . . . . . . . .. . 2,762,839,413. |2, 803, 660, 881.
18 Total expenses. Add lines 13-17 (must equal Part IX, column (A), line25) _ . . . . .. ... 6,164, 788, 878. |6, 593, 951, 459.
19 Revenue less expenses. Subtractline 18 fromline 12, . . . v v v v v vt u v e e e e e 242,131, 326. 80, 470, 974.
5 g Beginning of Current Year End of Year
%% 20 Totalassets (Part X, iN€ 16) . . . . . . . . . . 6, 235, 809, 441. |6, 606, 327, 564.
22121 Total liabilities (Part X, NE26) . . . . . o o s e e e e 2, 045, 637, 361. |1, 756, 366, 539.
EE’ 22 Net assets or fund balances. Subtract line 21 fromline20. . . . . + v v v v v v v v o . 4,190,172, 080. |4, 849, 961, 025.

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.

_ } 11/ 10/ 2023
Sign Signature of officer Date
Here ERT L. GLENNING PRES FIN& T SVCS/ CFO

Type or print name and title

) Print/Type preparer's name Preparer's signature Date Check I_, i PTIN
Ef‘;‘larer OMD JOSEPH - ERAMEH 11/ 09/ 2023 | selfemployed | P02534927
Use Only Firmsname P KPMG LLP Firm's EIN P> 13- 5565207

Firm's address B> 345 PARK AVENUE NEW Y(RK, NY 10154-0102 Phone no. 212-758-9700

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

[XIves | [No

For Paperwork Reduction Act Notice, see the separate instructions.

JSA

2E1065 1.000
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HACKENSACK MERI DI AN HEALTH, | NC. 01- 0649794

Form 990 (2022) Page 2
Part Il Statement of Program Service Accomplishments
Check if Schedule O contains a response or note to any lineinthisPart Il . . . . . . .. . .. ... ... ......

1 Briefly describe the organization's mission:
THE ORGANI ZATI ONS ARE COMM TTED TO PROVI DI NG THE FULL SPECTRUM OF
LI FE- ENHANCI NG CARE AND SERVI CES TO CREATE AND SUSTAI N HEALTHY,
VI BRANT COMMUNI Tl ES. PLEASE REFER TO SCHEDULE H, PART VI, QUESTION 5
FOR THE ORGANI ZATI ON' S COVMUNI TY BENEFI T STATEMENT.
2 Did the organization undertake any significant program services during the year which were not listed on the
prior FOrm 990 07 980-EZ2, . . . . . ..\t ittt e e e e e [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
SBIVICES ?, 4 i 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 e e e 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 $ 1,127,539, 951. including grants of $ 67,243,730. ) (Revenue $ 1, 444,598, 206. )
ACUTE CARE: EXPENSES | NCURRED | N PROVI DI NG MEDI CALLY NECESSARY
ACUTE CARE SERVI CES, | NCLUDI NG | NPATI ENT CARDI AC, PEDI ATRI CS AND
REHABI LI TATI ON SERVI CES TO ALL | NDI VI DUALS | N A NON- DI SCRI M NATORY
MANNER REGARDLESS OF RACE, COLOR, CREED, SEX, NATIONAL ORI G N,
RELI G ON OR ABILITY TO PAY. DURING 2022, THERE WERE 152, 983 CASES
RESULTI NG | N 788, 020 PATI ENT DAYS.

4b (Code: ) (Expenses $ 771, 284, 763. including grants of $ 45,997,540. ) (Revenue $ 623, 456, 627. )
PHARVACEUTI CALS:  EXPENSES | NCURRED | N PROVI DI NG MEDI CALLY
NECESSARY PHARMACEUTI CAL SERVI CES AND PHARMACEUTI CALS, | NCLUDI NG
CHEMOTHERAPY DRUGS, TO ALL | NDI VI DUALS REGARDLESS OF RACE, COLCR
CREED, SEX, NATIONAL ORIG N OR ABILITY TO PAY.

4c (Code: ) (Expenses $  334,529,535. including grants of $ 19, 950, 525. ) (Revenue $ 370, 004, 007. )
OPERATI NG ROOM  EXPENSES | NCURRED | N PROVI DI NG MEDI CALLY NECESSARY
OPERATI NG ROOM SERVI CES, | NCLUDI NG PLASTI C SURGERY, TRAUMA,
PEDI ATRI C AND AMBULATORY SURGERY, TO ALL I NDI VI DUALS REGARDLESS OF
RACE, COLOR, CREED, SEX, NATIONAL ORIG N OR ABILITY TO PAY, DURI NG
2022. THE ORGANI ZATI ON REG STERED 95, 401 SURG CAL OPERATI ONS.

4d Other program services (Describe on Schedule O.)
(Expenses $ 3, 674, 722, 311. including grants of $ 219,151, 467. ) (Revenue $ 3,566, 295,638. )
4e Total program service expenses 5,908, 076, 560.
A 020 1.000 Form 990 (2022)
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HACKENSACK MERI DI AN HEALTH, | NC. 01- 0649794
Form 990 (2022) Page 3

Checklist of Required Schedules

Yes | No
1 Is the organization described in section 501(c)(3) or 4947(a)(1) (other than a private foundation)? If "Yes,"
complete Schedule A . . . . . L L 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 e 1 X
2 Is the organization required to complete Schedule B, Schedule of Contributors? See instructions . . . . .. ... 2 X
3 Did the organization engage in direct or indirect political campaign activities on behalf of or in opposition to
candidates for public office? If "Yes," complete Schedule C,Part1. . . . . . ... ... ... ... ... .. 3 X
4 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. . . . .. ... ... ..., 4 X
5 Is the organization a section 501(c)(4), 501(c)(5), or 501(c)(6) organization that receives membership dues,
assessments, or similar amounts as defined in Rev. Proc. 98-19? If "Yes," complete Schedule C, Partlll . . . . . . 5 X
6 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 i e e e e e e e e e e e e e e e e 6 X
7 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, Partll, . . ... ... 7 X
8 Did the organization maintain collections of works of art, historical treasures, or other similar assets? If "Yes,"
complete Schedule D, Part Il . . . . . . . . o i i st e e e e e e e e e e e e e e e e e 8 X
9 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
10 Did the organization, directly or through a related organization, hold assets in donor-restricted endowments
or in quasi endowments? If "Yes," complete Schedule D, PartV . . . . . . . . i i i i i v it e e e 10 X
11 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.
a Did the organization report an amount for land, buildings, and equipment in Part X, line 10? If "Yes,"
complete Schedule D, Part VI . . . . . o i i i it s e s e e e e e e e e e e e e e e e e e e e e e lla| X
b 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, PartVIll, . . . . ... ........ 1llc X
d 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. . . . . . . . i v i i it i i i et e e e 11d X
e Did the organization report an amount for other liabilities in Part X, line 25? If "Yes," complete Schedule D, Part X . . . . . . 1l1le X
f 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
12a Did the organization obtain separate, independent audited financial statements for the tax year? If “Yes," complete
Schedule D, Parts XIand Xll. & o v v v vt v 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 12a X
b Was the organization included in consolidated, independent audited financial statements for the tax year? If
"Yes," and if the organization answered "No" to line 12a, then completing Schedule D, Parts XI and XIl is optional 12b| X
13 Is the organization a school described in section 170(b)(1)(A)(i))? If "Yes," complete Schedule E. . . . ... ... 13 X
14a Did the organization maintain an office, employees, or agents outside of the United States?, . . . ... .. ... 14a X
b Did the organization have aggregate revenues or expenses of more than $10,000 from grantmaking,
fundraising, business, 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 IV, . . . .. .. .. 14b X
15 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
16 Did the organization report on Part IX, column (A), line 3, more than $5,000 of aggregate grants or other
assistance to or for foreign individuals? If "Yes," complete Schedule F, Partsllland IV . . . . .. ... ... ... 16 X
17 Did the organization report a total of more than $15,000 of expenses for professional fundraising services on
Part IX, column (A), lines 6 and 11e? If "Yes," complete Schedule G, Part |. See instructions . . . . ... .. ... 17 X
18 Did the organization report more than $15,000 total of fundraising event gross income and contributions on
Part VIII, lines 1c and 8a? If "Yes," complete Schedule G, Partll . . . . . . . . . i i it i it it it e v 18 X
19 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 i i s i e e e s e e e e e e e e e e e e e e e e 19 X
20a Did the organization operate one or more hospital facilities? If "Yes," complete ScheduleH . . . .. ... .. .. 20a| X
b If "Yes" to line 20a, did the organization attach a copy of its audited financial statements to this return? . . . . . 20b| X
21 Did the organization report more than $5,000 of grants or other assistance to any domestic organization or
domestic government on Part IX, column (A), line 1? If "Yes," complete Schedule |, Partsland Il , . . .. .. .. 21 X
%E?ozl 1.000 Form 990 (2022)
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HACKENSACK MERI DI AN HEALTH, | NC. 01- 0649794
Form 990 (2022) 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 . . . . . .. .. .. v 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. . . . . . . . ¢ i i i i i i e s 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 it it ittt e e e a 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 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 v i v i s i e e e e e s 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 or 22, for receivables from or payables to any current
or former officer, director, trustee, key employee, creator or founder, substantial contributor, or 35%
controlled entity or family member of any of these persons? If "Yes," complete Schedule L, Partll, . . . ... ... 26 X

27 Did the organization provide a grant or other assistance to any current or former officer, director, trustee, key
employee, creator or founder, substantial contributor or employee thereof, a grant selection committee
member, or to a 35% controlled entity (including an employee thereof) or family member of any of these
persons? If "Yes," complete Schedule L, Part Il . . . . . . . @ v v i i i s e s e e e e e e e e e e e e e e e 27 X

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

a A current or former officer, director, trustee, key employee, creator or founder, or substantial contributor? If

"Yes," complete Schedule L, Part IV . . . . . . o i i it s e s e e e e e e e e e e e e e e e e e e e 28a X
b A family member of any individual described in line 28a? If "Yes," complete Schedule L, PartIV. . . ... .. ... 28b| X
¢ A 35% controlled entity of one or more individuals and/or organizations described in line 28a or 28b? If
"Yes," complete Schedule L, Part IV . . . . . . 0 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 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, . . . . . i 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 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, . . . . . ... ... v 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. . . . . . 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 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 X
36 Section 501(c)(3) organizations. Did the organization make any transfers to an exempt non-charitable
related organization? If "Yes," complete Schedule R, PartV,line 2. . . . . . . . . . i i i i i i v ittt e v 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 on Schedule O for Part VI, lines 11b and
197 Note: All Form 990 filers arerequired to complete Schedule O. . . . . . . . . . o v i v vt vt v a v 0 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 3
b Enter the number of Forms W-2G included on line 1a. Enter -0- if not applicable. . . ... .. 1b 3
c Did the organization comply with backup withholding rules for reportable payments to vendors and
reportable gaming (gambling) winningsS tO Prize WINNErs? . . . . @ @ @ @ @ @ i i i e e e e e e e e e e e e e e e 1c | X
JSA Form 990 (2022)

2E1030 2.000
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HACKENSACK MERI DI AN HEALTH, | NC. 01- 0649794

Form 990 (2022) 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 40239

b If at least one is reported on line 2a, did the organization file all required federal employment tax returns? | 2b

3a Did the organization have unrelated business gross income of $1,000 or more during the year?. . . ... ... .. 3a

XXX

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 _SCHEDULE O
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 e e 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 it e e e e e e e e e e e e e e e e e e e e e 7a X
b If "Yes," did the organization notify the donor of the value of the goods or services provided? . . . . ... .. ... 7b X
¢ Did the organization sell, exchange, or otherwise dispose of tangible personal property for which it was
required t0 file FOMM 828272 & v v v v v i ittt e e e e e e e e e e e e e e e e e 7c X
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€ X
f Did the organization, during the year, pay premiums, directly or indirectly, on a personal benefit contract? . . . . . 7f X
g If the organization received a contribution of 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 X
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? . . . . . . . . . ..o .o .. 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 membersor shareholders. . . . . .« . v o v oo L n o nn s 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 plans in 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 . . . . . . . . . ... oo oo 13b
¢ Enterthe amountofreservesonhand. . . . . . . v i ittt it ettt 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 on 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? . . . . . . . i i i i i i i i e e e e e e e e e e e e e e e s 15 X

If "Yes," see the 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.
17 Section 501(c)(21) organizations. Did the trust, or any disqualified or other person engage in any activities

that would result in the imposition of an excise tax under section 4951, 4952, 0r4953? . ., . ... ... .. ... 17
If "Yes," complete Form 6069.
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Form 990 (2022) HACKENSACK MERI DI AN HEALTH, | NC. 01- 0649794 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 on 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 236
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 on Schedule O.
b Enter the number of voting members included on line 1a, above, who are independent. . . . . 1b 197
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?. . . . . . . & i i i i i e e e e s 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, 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 v o 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 o i L n e e e e e e 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 governingbody? . . . . . . . . ¢ o v i v i i i i n i e 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, . . . i 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 8a | 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 on 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? . . . . . . . .. . o v 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? . lia X
b Describe on 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
FISE 10 CONMIICIS? & v v v v ot v et e e e e e e et e e e e e e e e e e e e e e e e e 12b| X
¢ Did the organization regularly and consistently monitor and enforce compliance with the policy? If "Yes,"
describe on Schedule Ohow thiSWasS dONE « « « v« v v v v v o e e e e e e e e e e e et et et 12c| X
13 Did the organization have a written whistleblower policy?. . . . .« . .« v v o v o 0 i h e e e s e e s 13 X
14  Did the organization have a written document retention and destruction policy?. . . . . . . . v v v v v 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 oo oo 15a| X
b Other officers or key employees of the organization . . . . . . . & v v o v o v i i i i i s e s e e 15b| X
If "Yes" to line 15a or 15b, describe the process on 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 e 16a| X
b 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? . . . . . . . . . . i v i i i i i e a .. 16b| X

Section C. Disclosure

17
18

19

20

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

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 for public inspection. Indicate how you made these available. Check all that apply.

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

Describe on 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 telephone number of the person who possesses the organization's books and records
ROBERT L. GLENNI NG ¢/ O TAX DEPT 399 THORNALL ST, 2ND FL EDI SON, NJ 08837

JSA
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Form 990 (2022) HACKENSACK MERI DI AN HEALTH,

I NC.

01-0649794

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 the 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, box 6 of Form 1099-MISC, and/or box 1 of Form 1099-NEC) 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.

See the instructions for the order in which to list the persons above.

|:| Check this box if neither the organization nor any related organization compensated any current officer, director, or trustee.

©
(GY (C)] Position (D) E) F
Name and title Average (do not check more than one Reportable Reportable Estimated amount
hours box, unless person is both an compensation compensation of other
per week officer and a director/trustee) from the from related compensation
(list any os|s|o|lxlex|m organization (W-2/ organizations (W-2/ from the
hours for E__ Sl 2 = % 133«3 % 1099-MISC/ 1099-MISC/ organization and
related 3a| 5% 3 % 3|2 1099-NEC) 1099-NEC) related organizations
organizations| 8 ;—’ §_J E—; o g
below & = o 5
dotted line) e z 2
(1) ROBERT C. GARRETT 57. 00
CEQ TRUSTEE 3.00| X X 5, 674, 424. NONE 310, 355.
(2) MARK STAUDER 52. 00
CHAI RPERSON COO 3.00| X X 2,911, 332. NONE 46, 259.
(3) ROBERT L. GLENNI NG 52. 00
PRES, FIN & IT SVCS DIV, CFO 3.00| X X 2,612, 548. NONE 53, 133.
(4) | HOR SAWCZUK, M D. 52. 00
REG PRES, HOSPI TALS 3.00 X 2,542, 021. NONE 57, 878.
(5) PATRI CK YOUNG 52. 00
PRES, POPULATI ON HEALTH 3.00 X 1, 839, 085. NONE 464, 413.
(6) AUDREY C. MJRPHY, ESQ 52. 00
EVP, CO CH EF LEGAL OFFI CER 3.00 X 2,079, 383. NONE 68, 263.
(7) KENNETH N. SABLE, M D. 52. 00
REG PRES, HOSPI TALS 3.00 X 1, 721, 494. NONE 230, 928.
(8) DANI EL VARGA, M D. 52. 00
CH EF PHYSI Gl AN EXECUTI VE 3.00 X 1, 696, 930. NONE 56, 498.
(99 MARK D. SPARTA, M D. 52. 00
PRES HVH NORTH REG 3.00 X 1, 603, 761. NONE 145, 707.
(10) JAMES BLAZAR 52. 00
EVP, CHI EF STRATEGY OFFI CER 3.00 X 1, 543, 893. NONE 49, 744.
(11) TI MOTHY J. HOGAN 52. 00
PRESI DENT, CTS 3.00 X 1,472, 162. NONE 54, 382.
(12) DONNA SNI DER, CFA 52. 00
SVP, CHI EF | NVESTMENT CFFI CER 3.00 X 1, 324, 098. NONE 146, 236.
(13) ANN B. GAVZY, ESQ. 52. 00
EVP, CO CH EF LEGAL OFFI CER 3.00 X 1, 378, 475. NONE 57, 169.
(14) ANDRE &OY 55. 00
PHYS | N CH EF ONC NONE X 1, 353, 279. NONE 44, 857.
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HACKENSACK MERI DI AN HEALTH, | NC. 01- 0649794
Form 990 (2022) Page 8
Section A. Officers, Directors, Trustees, Key Employees, and Highest Compensated Employees (continued)
GV (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 officer and a director/trustee) the organizations compensation
elaed 123 | 21218 |5&| 8| organization | (W-2/1099-MISC) from the
organizations 5 g__ E 8 g 55 g (W-2/1099-MISC) organization
below dotted g, E_: g- 3|35 and r.elat.ed
line) = = 2._, % § organizations
3 é g
(15 TOODWAY | 55. 00 |
REG PRESI DENT, HGOSPI TALS NONE | X 1, 345, 193. NONE 46, 147.
(16 LINDAMHUGH ______ | 52. 00 |
EVP CH EF EXP OFF, VICE CHAIR 3.00| X X 1, 330, 753. NONE 46, 125.
( 17) JEFFREY BOSCAW | 55. 00 |
I NTERIM PRES & DEAN, SOM NONE X 1,177, 028. NONE 14, 552.
( 18) JOYCE HENDRICKS | 52. 00 |
CH EF DEVEL CFFI CER 3.00| X X 1, 125, 085. NONE 44, 207.
(19) JAMES QARKE | 55. 00 |
EVP & PRES, PHYSI Cl AN SERVI CES NONE X 1, 095, 555. NONE 44, 999.
(20 JAWVADKIRMANI. | 55. 00 |
PHYSI Cl AN, LEADER NONE X 1, 069, 943. NONE 52, 501.
(21) THOWAS STEINEKE | 55. 00 |
PHYSI Cl AN, LEADER NONE X 1, 006, 094. NONE 52, 689.
( 22) ANNE GOODWLL-PRITCHETT | 52. 00 |
EVP, REVENUE OPERATI ONS 3.00 X 983, 190. NONE 31, 110.
(23) PAUL K_CHNG MD_ | 55. 00 |
TRUSTEE/ MPI PHYSI Cl AN NONE | X 948, 618. NONE 52, 068.
(24) THERESABRODRICK | 52. 00 |
EVP, CHI EF NURSI NG EXECUTI VE 3.00 X 838, 524. NONE 131, 245.
( 25) KASHPATEL | 52. 00 |
EVP, CH EF DI d TAL, | NFO OFF 3.00 X 791, 059. NONE 167, 266.
1b Sub-total | e »| 41,463, 927. NONE 2, 468, 731.
¢ Total from continuation sheets to Part VII, Section A _ . . ... ... .... »| 8,004, 310. 365, 119. 603, 393.
d Total (add lines 1b and 1C) « « « « = & v v v b w v v e e e e e e e e e e » | 49, 468, 237. 365, 119. 3,072,124.
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 » 8, 257
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 . . . . .. ... ... ..., 3
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
10 LAY/ To [ = 4
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 Jfor suchperson . ... ... ... .. .... 5
Section B. Independent Contractors
1 Complete this table for your five highest compensated independent contractors that received more than $100,000 of
compensation from the organization. Report compensation for the calendar year ending with or within the organization's tax
year.
(A (B) ©
Name and business address Description of services Compensation

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
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HACKENSACK MERI DI AN HEALTH, | NC. 01- 0649794
Form 990 (2022) Page 8
Section A. Officers, Directors, Trustees, Key Employees, and Highest Compensated Employees (continued)
GV (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 officer and a director/trustee) the organizations compensation
elaed 123 | 21218 |5&| 8| organization | (W-2/1099-MISC) from the
organizations 5 g__ E 8 g 55 g (W-2/1099-MISC) organization
below dotted g, E_: g- 3|35 and r.elat.ed
line) = = 2._, % § organizations
3 é g
26) DAVIDPERLIN | 55. 00 |
EVP, CHI EF SCI ENTI FI C OFFI CER NONE | X 804, 385. NONE 33, 971.
27)__PRANAYCHANDRA VAIDYA, MD. | 55. 00 |
TRUSTEE/ MED DI R NONE | X 769, 765. NONE 42, 721.
28) ADACAPO MD._ | 55. 00 |
TRUSTEE/ MEDI CAL DI RECTOR PNA NONE | X 684, 928. 25, 120. 52, 384.
29) AMETHORNTON __ | 55. 00 |
TRUSTEE/ SEC/ TREASURER/ CHF NONE | X X 645, 662. NONE 70, 569.
B80) REGNAFQEY | 52. 00 |
EVP, CH EF TRANSFORVATI ON OFFI 3.00 X 587, 244. NONE 119, 089.
31) CATHERINE A AINRA | 52. 00 |
EVP, Cl O (T 4/2/2022) 3.00 X 676, 226. NONE 18, 076.
32) DONALD J. PARKER | 55. 00 |
TRUSTEE/ PRES CARRIER CLINI C NONE | X 635, 944. NONE 43, 728.
33) DAVIDKONTZ | 55. 00 |
VP, ACADEM C DI VERSITY & CAO NONE | X 606, 868. NONE 53, 608.
34)  HARPREET PALL, MD.___ | 55. 00 |
TRUSTEE/ DEPARTMENT CHAI R NONE | X 611, 195. NONE 30, 419.
35) RICHARD M_NEIBART, MD._ | 55. 00 |
TRUSTEE/ SRVC MEDI CAL DI R NONE | X 579, 428. NONE 21, 465.
36) SURL PONAMA, MD.. | 55. 00 |
TRUSTEE/ CHAI RVAN SUR(T 7/2022) NONE | X 444, 686. NONE 44, 158.
1b Sub-total | e >
c Total from continuation sheets to Part VII, Section A , ., . .. ... ... .. | 2
d Total (add lineslband 1c) . . . = & & & @ @ i i i i i i e e e e e e e e e »
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 »
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 . . . . .. ... ... ..., 3
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
10 LAY/ To [ = 4
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 Jfor suchperson . ... ... ... .. .... 5
Section B. Independent Contractors
1 Complete this table for your five highest compensated independent contractors that received more than $100,000 of
compensation from the organization. Report compensation for the calendar year ending with or within the organization's tax
year.
(A (B) ©
Name and business address Description of services Compensation

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
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HACKENSACK MERI DI AN HEALTH, | NC. 01- 0649794

Form 990 (2022) Page 8
Section A. Officers, Directors, Trustees, Key Employees, and Highest Compensated Employees (continued)
GV (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 officer and a director/trustee) the organizations compensation
elaed 123 | 21218 |5&| 8| organization | (W-2/1099-MISC) from the
organizations 5 g__ E 8 g 55 g (W-2/1099-MISC) organization
below dotted g, E_: g- 3|35 and r.elat.ed
line) = = 2._, % § organizations
3 é g
( 37) ADRANM_PRISTAS, MD._____ | 55. 00 |
TRUSTEE/ CORP. MEDI CAL DI RECTOR NONE | X 153, 998. 94, 589. 35, 443.
( 38) SURENDER M_GROVER,_MD. | 55. 00 |
SECRETARY/ VI CE CHAI R, MD DEPT NONE | X X 262, 983. NONE 14, 673.
(39) HANSSGMOT | 55. 00 |
CH EF, BARI ATRIC/ M N I NV SURG NONE | X 211, 167. NONE 3,792.
( 40) MARK D. SCHLESINGER _MD._ | 55. 00 |
TRUSTEE/ CHAI R, ANESTHESI OLOGY NONE | X 174, 065. 2, 000. 19, 297.
(41) STEVEN LISSER, MD.______ | 55. 00 |
TRUSTEE/ ASSOC MED DI R ORTHO NONE | X 155, 766. 13, 123. NONE
( 42) THOWAS LAKE, MD.__ | _ 3.00
TREASURER NONE | X X NONE 123, 164. NONE
( 43) ASAADH__SAMRA MD. | _ 3.00
TRUSTEE NONE | X NONE 45, 150. NONE
(44) GREGRIOGULLEN, MD____ | _ 3.00 ]
TRUSTEE NONE | X NONE 32, 341. NONE
(45 NEGNN RFFITH MD | _ 3.00
TRUSTEE NONE | X NONE 17, 250. NONE
( 46) KENNETH D NAHUM DO | 3.00
TRUSTEE NONE | X NONE 7, 496. NONE
( 47) ROBERT L. SWEENEY, DO_______ | _ 3.00 ]
TRUSTEE NONE | X NONE 2, 500. NONE
1b Sub-total | e >
c Total from continuation sheets to Part VII, Section A , ., . .. ... ... .. | 2
d Total (add lineslband 1c) . . . = & & & @ @ i i i i i i e e e e e e e e e »
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 »
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 . . . . .. ... ... ..., 3
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
10 LAY/ To [ = 4
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 Jfor suchperson . ... ... ... .. .... 5
Section B. Independent Contractors
1 Complete this table for your five highest compensated independent contractors that received more than $100,000 of
compensation from the organization. Report compensation for the calendar year ending with or within the organization's tax
year.
(A (B) ©
Name and business address Description of services Compensation

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
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HACKENSACK MERI DI AN HEALTH,

I NC.

01- 0649794

Form 990 (2022) Page 8
Section A. Officers, Directors, Trustees, Key Employees, and Highest Compensated Employees (continued)
GV (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 officer and a director/trustee) the organizations compensation
elaed 123 | 21218 |5&| 8| organization | (W-2/1099-MISC) from the
organizations 5 g_ g a g Eg g (W-2/1099-MISC) organization
below dotted [ © £ | § ERR RN and related
line) = % S?_J 5 ® g organizations
215 |8 B
3|2 2
(=8
48) JOSEPH P. BOGDAN, MD. | _ 3.00
TRUSTEE NONE | X NONE 2, 386. NONE
49) A JOYCEBUSCH | 3.00 ]
SECRETARY/ TREASURER NONE | X X NONE NONE NONE
50) ADRIENNE ALQUIRGS | 3.00
TRUSTEE NONE | X NONE NONE NONE
51)  ALEJANDRA PAZMNO | 3.00
TRUSTEE (T 1/5/2022) NONE | X NONE NONE NONE
52) ALEXANDERDURAN | 3.00
TRUSTEE NONE | X NONE NONE NONE
53) ALEXANDER TAYLOR | 3.00
TRUSTEE NONE | X NONE NONE NONE
54) ALFRED J. SCHIAVETTI, JR____ | 12.00]
CHAI RPERSON 3.00| X X NONE NONE NONE
55) ALl R_MOOSVI, MD. | 3.00
TRUSTEE NONE | X NONE NONE NONE
56) AW KOZIMPEENE | 3.00
TRUSTEE (T 6/2022) NONE | X NONE NONE NONE
57)__ ANDREWL. PECORA, MD. | _ 3.00
TRUSTEE NONE | X NONE NONE NONE
58) ANDRIA SCHNEIDERVAN | _ 3.00
TRUSTEE NONE | X NONE NONE NONE
1b Sub-total | e >
c Total from continuation sheets to Part VII, Section A , ., . .. ... ... .. | 2
d Total (add lineslband 1c) . . . = & & & @ @ i i i i i i e e e e e e e e e »
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 »
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 . . . . .. ... ... ..., 3
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
10 LAY/ To [ = 4
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 Jfor suchperson . ... ... ... .. .... 5
Section B. Independent Contractors
1 Complete this table for your five highest compensated independent contractors that received more than $100,000 of
compensation from the organization. Report compensation for the calendar year ending with or within the organization's tax
year.
(A (B) ©
Name and business address Description of services Compensation

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
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HACKENSACK MERI DI AN HEALTH,

I NC.

01- 0649794

Form 990 (2022) Page 8
Section A. Officers, Directors, Trustees, Key Employees, and Highest Compensated Employees (continued)
GV (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 officer and a director/trustee) the organizations compensation
elaed 123 | 21218 |5&| 8| organization | (W-2/1099-MISC) from the
organizations 5 g_ g a g Eg g (W-2/1099-MISC) organization
below dotted [ © £ | § ERR RN and related
line) = % S?_J 5 ® g organizations
215 |8 B
3|2 2
59) ANGELAR_OMNSKI_ | _ 3.00 ]
TRUSTEE NONE | X NONE NONE NONE
60) ANGELODEROBA | 3.00 ]
TRUSTEE NONE | X NONE NONE NONE
61) ANKITGRTA | 3.00
TRUSTEE NONE | X NONE NONE NONE
62) ANN DAMBGAARD | 3.00
SECRETARY NONE | X X NONE NONE NONE
63) ANN MARIE SACCARO | _ 3.00 ]
TRUSTEE (T 12/31/2022) 3.00| X NONE NONE NONE
64) ANTHONY C._ TACCETTA JR | _ 3.00 ]
TRUSTEE (T 12/31/2022) NONE | X NONE NONE NONE
65) ANTHONY SCARDING_JR | _ 3.00 ]
TRUSTEE NONE | X NONE NONE NONE
66) BEHNAZ BAKER | _ 3.00
TRUSTEE NONE | X NONE NONE NONE
67) BENEDICT J. TOROVIA JR | _ 3.00
TRUSTEE NONE | X NONE NONE NONE
68) BLANCA MANKIEWCZ | _ 3.00 ]
TRUSTEE NONE | X NONE NONE NONE
69) BRIAN M_NELSON, ESQ | 6.00]
VI CE CHAI RPERSON NONE | X X NONE NONE NONE
1b Sub-total | e >
c Total from continuation sheets to Part VII, Section A , ., . .. ... ... .. | 2
d Total (add lineslband 1c) . . . = & & & @ @ i i i i i i e e e e e e e e e »
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 »
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 . . . . .. ... ... ..., 3
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
10 LAY/ To [ = 4
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 Jfor suchperson . ... ... ... .. .... 5
Section B. Independent Contractors
1 Complete this table for your five highest compensated independent contractors that received more than $100,000 of
compensation from the organization. Report compensation for the calendar year ending with or within the organization's tax
year.
(A (B) ©
Name and business address Description of services Compensation

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

JSA
2E1055 1.000

5060RT M22D

V22-7.7F 3668311

Form 990 (2022)
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HACKENSACK MERI DI AN HEALTH,

I NC.

01- 0649794

Form 990 (2022) Page 8
Section A. Officers, Directors, Trustees, Key Employees, and Highest Compensated Employees (continued)
GV (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 officer and a director/trustee) the organizations compensation
elaed 123 | 21218 |5&| 8| organization | (W-2/1099-MISC) from the
organizations 5 g_ g a g Eg g (W-2/1099-MISC) organization
below dotted [ © £ | § ERR RN and related
line) = % S?_J 5 ® g organizations
215 |8 B
3|2 2
70) BRIAN MJLAUGHLIN | 3.00
TRUSTEE NONE | X NONE NONE NONE
J1) CAMLLEDORONIN | 3.00 ]
TRUSTEE (T 9/19/2022) NONE | X NONE NONE NONE
72) CARQL B. STILLWELL | 6.00]
SECRETARY NONE | X X NONE NONE NONE
73) CARQL D._SCHAEFER | _ 3.00 ]
TRUSTEE NONE | X NONE NONE NONE
74) CARYL KOURGELIS | 3.00 ]
TRUSTEE NONE | X NONE NONE NONE
75) CHARLES H SHOTMEYER | _ 3.00 ]
TRUSTEE NONE | X NONE NONE NONE
76) _CHARLES V. SCHAEFER 111 | _ 3.00
TRUSTEE NONE | X NONE NONE NONE
J7)__CHRISTIANPETER | 3.00
TRUSTEE NONE | X NONE NONE NONE
78) CHRISTOPHER A ROTIO_ | 6.00]
TRUSTEE NONE | X NONE NONE NONE
79) CHRISTOPHER FRITZ | 3.00
TRUSTEE NONE | X NONE NONE NONE
80) CHRISTOPHER M_STRIANO__ | _ 3.00 ]
TRUSTEE NONE | X NONE NONE NONE
1b Sub-total | e >
c Total from continuation sheets to Part VII, Section A , ., . .. ... ... .. | 2
d Total (add lineslband 1c) . . . = & & & @ @ i i i i i i e e e e e e e e e »
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 »
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 . . . . .. ... ... ..., 3
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
10 LAY/ To [ = 4
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 Jfor suchperson . ... ... ... .. .... 5
Section B. Independent Contractors
1 Complete this table for your five highest compensated independent contractors that received more than $100,000 of
compensation from the organization. Report compensation for the calendar year ending with or within the organization's tax
year.
(A (B) ©
Name and business address Description of services Compensation

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

JSA
2E1055 1.000

5060RT M22D

V22-7.7F 3668311
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HACKENSACK MERI DI AN HEALTH,

I NC.

01- 0649794

Form 990 (2022) Page 8
Section A. Officers, Directors, Trustees, Key Employees, and Highest Compensated Employees (continued)
GV (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 officer and a director/trustee) the organizations compensation
elaed 123 | 21218 |5&| 8| organization | (W-2/1099-MISC) from the
organizations 5 g_ g a g Eg g (W-2/1099-MISC) organization
below dotted [ © £ | § ERR RN and related
line) = % S?_J 5 ® g organizations
215 |8 B
3|2 2
81) CHRISTOPHER MAHER | 12.00]
TREASURER NONE | X X NONE NONE NONE
82) CHUCK GRINNEL | 3.00 ]
TRUSTEE NONE | X NONE NONE NONE
83) CORTNEYFIORE | 3.00 ]
TRUSTEE NONE | X NONE NONE NONE
84) DANTE A_IMPLICITO _MD. | _ 3.00
TRUSTEE NONE | X NONE NONE NONE
85) DAVID EPSTEIN,_ESQ | 15.00]
VI CE CHAI RPERSON NONE | X X NONE NONE NONE
86) DAVIDL. WRSCH _JR | _ 3.00
TRUSTEE NONE | X NONE NONE NONE
87) DAVIDSANZARI | 6.00]
TRUSTEE NONE | X NONE NONE NONE
88) DAVIDT. ROBERTSON,_ESQ | _ 3.00 ]
TRUSTEE NONE | X NONE NONE NONE
89) DEBORAH R MATHI S- SUNDERVANN | 6. 00 |
SECRETARY, CHAI RPERSON NONE | X X NONE NONE NONE
90)_ _DENISE MARRA DEPEKARY, ESQ _ | _ 3.00
TRUSTEE NONE | X NONE NONE NONE
91) DENNIS ROBINSON | 12.00]
TRUSTEE (T 7/20/2022) NONE | X NONE NONE NONE
1b Sub-total | e >
c Total from continuation sheets to Part VII, Section A , ., . .. ... ... .. | 2
d Total (add lineslband 1c) . . . = & & & @ @ i i i i i i e e e e e e e e e »
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 »
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 . . . . .. ... ... ..., 3
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
10 LAY/ To [ = 4
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 Jfor suchperson . ... ... ... .. .... 5
Section B. Independent Contractors
1 Complete this table for your five highest compensated independent contractors that received more than $100,000 of
compensation from the organization. Report compensation for the calendar year ending with or within the organization's tax
year.
(A (B) ©
Name and business address Description of services Compensation

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

JSA

2E1055 1.000

5060RT M22D

V22-7.7F 3668311
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HACKENSACK MERI DI AN HEALTH,

I NC.

01- 0649794

Form 990 (2022) Page 8
Section A. Officers, Directors, Trustees, Key Employees, and Highest Compensated Employees (continued)
GV (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 officer and a director/trustee) the organizations compensation
elaed 123 | 21218 |5&| 8| organization | (W-2/1099-MISC) from the
organizations 5 g_ g a g Eg g (W-2/1099-MISC) organization
below dotted [ © £ | § ERR RN and related
line) = % S?_J 5 ® g organizations
215 |8 B
3|2 2
(92) DOENICM DIPIERQ 111 | _ 3.00
CO- CHAI RPERSON 3.00| X X NONE NONE NONE
(93) DOMNICKA CAMA_ | _ 3.00 ]
TRUSTEE NONE | X NONE NONE NONE
(94 DONALDN DINALLO | 3.00
TRUSTEE (T 12/31/2022) NONE | X NONE NONE NONE
( 95) DOUGLAS A NORDSTROM | _ 3.00 ]
CHAI RPERSON NONE | X X NONE NONE NONE
( 96) DOUGAS sSChWARZ | _ 3.00 ]
TRUSTEE NONE | X NONE NONE NONE
(97) EDWARD J. DIMN,_ESQ___ | _ 3.00 ]
TRUSTEE NONE | X NONE NONE NONE
( 98) EDWARD M_WALTERS, JR___ | _ 3.00
TRUSTEE NONE | X NONE NONE NONE
(99) EDWMRDPICONCH | _ 3.00 ]
TRUSTEE NONE | X NONE NONE NONE
(100) EDWMRDRUSSO | _ 3.00 ]
TRUSTEE NONE | X NONE NONE NONE
(101) ELYSSA SCHECTER | _ 3.00 ]
TRUSTEE NONE | X NONE NONE NONE
(102) ERCM KIRSCH CFA | _ 3.00 ]
TREASURER NONE | X X NONE NONE NONE
1b Sub-total | e >
c Total from continuation sheets to Part VII, Section A , ., . .. ... ... .. | 2
d Total (add lineslband 1c) . . . = & & & @ @ i i i i i i e e e e e e e e e »
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 »
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 . . . . .. ... ... ..., 3
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
10 LAY/ To [ = 4
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 Jfor suchperson . ... ... ... .. .... 5
Section B. Independent Contractors
1 Complete this table for your five highest compensated independent contractors that received more than $100,000 of
compensation from the organization. Report compensation for the calendar year ending with or within the organization's tax
year.
(A (B) ©
Name and business address Description of services Compensation

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

JSA
2E1055 1.000

5060RT M22D

V22-7.7F 3668311
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HACKENSACK MERI DI AN HEALTH,

I NC.

01- 0649794

Form 990 (2022) Page 8
Section A. Officers, Directors, Trustees, Key Employees, and Highest Compensated Employees (continued)
GV (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 officer and a director/trustee) the organizations compensation
elaed 123 | 21218 |5&| 8| organization | (W-2/1099-MISC) from the
organizations 5 g_ E a g E g g (W-2/1099-M|SC) organization
below dotted g, E_: 3 3|3 g and related
line) =g - ] g organizations
215 |8 B
3|2 z
i g
(103) EVARISTO F. STANZIALE | 6.00]
VI CE CHAI RPERSON NONE | X X NONE NONE NONE
(104) FRANCES L. SIGNRILE | _ 3.00 ]
TRUSTEE NONE | X NONE NONE NONE
(105) FRANK BABAR | 3.00
TRUSTEE NONE | X NONE NONE NONE
(106) FRANK C._ HOLTHAM JR._ | 3.00
TRUSTEE (T 12/31/2022) NONE | X NONE NONE NONE
(107) FRANK DITULLIO 111 | 3.00
TRUSTEE NONE | X NONE NONE NONE
(108) FRANK J. VUONO | 9.00
SECRETARY NONE | X X NONE NONE NONE
(109) FRANK L. FEKETE, CPA | 21.00 |
TRUSTEE 3.00| X NONE NONE NONE
(110) FRED VOCCOLA | 3.00
TRUSTEE NONE | X NONE NONE NONE
(111) G_THOWAS CROONQUIST | 15.00
TRUSTEE NONE | X NONE NONE NONE
(112) GAL B GORDON_ESQ | 6.00
TRUSTEE 3.00| X NONE NONE NONE
(113) GARRY A NEIL, MO | 3.00
TRUSTEE NONE | X NONE NONE NONE
1b Sub-total | e >
c Total from continuation sheets to Part VII, Section A , ., . .. ... ... .. | 2
d Total (add lineslband 1c) . . . = & & & @ @ i i i i i i e e e e e e e e e »
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 »
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 . . . . .. ... ... ..., 3
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
10 LAY/ To [ = 4
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 Jfor suchperson . ... ... ... .. .... 5
Section B. Independent Contractors
1 Complete this table for your five highest compensated independent contractors that received more than $100,000 of
compensation from the organization. Report compensation for the calendar year ending with or within the organization's tax
year.
(A (B) ©
Name and business address Description of services Compensation

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

JSA
2E1055 1.000

5060RT M22D

V22-7.7F 3668311
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HACKENSACK MERI DI AN HEALTH,

I NC.

01- 0649794

Form 990 (2022) Page 8
Section A. Officers, Directors, Trustees, Key Employees, and Highest Compensated Employees (continued)
GV (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 officer and a director/trustee) the organizations compensation
elaed 123 | 21218 |5&| 8| organization | (W-2/1099-MISC) from the
organizations 5 g_ g a g Eg g (W-2/1099-MISC) organization
below dotted [ © £ | § ERR RN and related
line) = % S?_J 5 ® g organizations
215 |8 B
3|2 2
(114) GARY PIERINGER | 3.00
TREASURER NONE | X X NONE NONE NONE
(115) G\RY TQLCHIN__ | 3.00 ]
TRUSTEE NONE | X NONE NONE NONE
(116) GAURAV BAVEJA | 3.00
TRUSTEE NONE | X NONE NONE NONE
(117) GEORGE T. CROONMIST | 3.00 ]
TRUSTEE (T 12/31/2022) NONE | X NONE NONE NONE
(118) GORIAMARTINI. | 18.00]
TRUSTEE NONE | X NONE NONE NONE
(119) GCORDONPINGCER | 3.00 ]
TRUSTEE NONE | X NONE NONE NONE
(120) HARLAN F. WEISMAN, MO | 3.00
TRUSTEE NONE | X NONE NONE NONE
(121) HARRIET L. DONNELLY | 3.00
TRUSTEE (T 7/27/2022) NONE | X NONE NONE NONE
(122) HEATHERWONCHO | 3.00 ]
TRUSTEE NONE | X NONE NONE NONE
(123) HEID B _MAGSS | 3.00 ]
TRUSTEE NONE | X NONE NONE NONE
(124) HELEN LUCCIQLA | 3.00
TRUSTEE NONE | X NONE NONE NONE
1b Sub-total | e >
c Total from continuation sheets to Part VII, Section A , ., . .. ... ... .. | 2
d Total (add lineslband 1c) . . . = & & & @ @ i i i i i i e e e e e e e e e »
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 »
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 . . . . .. ... ... ..., 3
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
10 LAY/ To [ = 4
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 Jfor suchperson . ... ... ... .. .... 5
Section B. Independent Contractors
1 Complete this table for your five highest compensated independent contractors that received more than $100,000 of
compensation from the organization. Report compensation for the calendar year ending with or within the organization's tax
year.
(A (B) ©
Name and business address Description of services Compensation

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

JSA
2E1055 1.000

5060RT M22D

V22-7.7F 3668311
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HACKENSACK MERI DI AN HEALTH, | NC. 01- 0649794
Form 990 (2022) Page 8
Section A. Officers, Directors, Trustees, Key Employees, and Highest Compensated Employees (continued)
GV (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 officer and a director/trustee) the organizations compensation
elaed 123 | 21218 |5&| 8| organization | (W-2/1099-MISC) from the
organizations 5 g_ E a g E g g (W-2/1099-M|SC) organization
below dotted g, E_: g- 3|35 and r.elat.ed
line) = = 2._, % § organizations
3 é g
(125) HOLY R _LONSDALE | 3.00
TRUSTEE (T 12/21/2022) NONE | X NONE NONE NONE
(126) JAIME ROBERTSON-LAVALLE | 3.00
TRUSTEE NONE | X NONE NONE NONE
(127) JAMES J. GALEQTA | 3.00
SECRETARY/ TREASURER 3.00| X X NONE NONE NONE
(128) JAMES KIRKOS | 12.00]
TRUSTEE NONE | X NONE NONE NONE
(129) JAMES M_BOLLERVAN | 12.00]
SECRETARY NONE | X X NONE NONE NONE
(130) _JAVES P._ ANDERSEN | 3.00]
TRUSTEE NONE | X NONE NONE NONE
(131) JAMES RENNA | 12.00]
TRUSTEE NONE | X NONE NONE NONE
(132) JANE MELLER | 3.00
TRUSTEE (T 11/11/2022) NONE | X NONE NONE NONE
(133) JANNEPURCARO __ | 3.00]
TRUSTEE NONE | X NONE NONE NONE
(134) JASONCHENG | 3.00
TRUSTEE NONE | X NONE NONE NONE
(135) JASON SAVARESE | _ 3.00
TRUSTEE NONE | X NONE NONE NONE
1b Sub-total | e >
c Total from continuation sheets to Part VII, Section A , ., . .. ... ... .. | 2
d Total (add lineslband 1c) . . . = & & & @ @ i i i i i i e e e e e e e e e »

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 »

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
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

10 LAY/ To [ = 4
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 Jfor suchperson . ... ... ... .. .... 5
Section B. Independent Contractors
1 Complete this table for your five highest compensated independent contractors that received more than $100,000 of

compensation from the organization. Report compensation for the calendar year ending with or within the organization's tax

year.

(A (B) ©
Name and business address Description of services Compensation

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

JSA
2E1055 1.000

5060RT M22D V22-7.7F 3668311
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HACKENSACK MERI DI AN HEALTH, | NC. 01- 0649794
Form 990 (2022) Page 8
Section A. Officers, Directors, Trustees, Key Employees, and Highest Compensated Employees (continued)
GV (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 officer and a director/trustee) the organizations compensation
elaed 123 | 21218 |5&| 8| organization | (W-2/1099-MISC) from the
organizations 5 g_ E a g E g g (W-2/1099-M|SC) organization
below dotted g, E_: g- 3|35 and r.elat.ed
line) = = 2._, % § organizations
3 é g
(136) JEANNINE ALI | 3.00
TRUSTEE (T 5/25/2022) NONE | X NONE NONE NONE
(137) JEREME J. KOKES | _ 3.00
TRUSTEE NONE | X NONE NONE NONE
(138) JEREMY GRUNNN | 6.00]
TRUSTEE (T 2/14/2022) NONE | X NONE NONE NONE
(139) JEREMY S. DEFILIPPIS | _ 3.00
TRUSTEE NONE | X NONE NONE NONE
(140) JERROLD LANGER | 3.00
TRUSTEE NONE | X NONE NONE NONE
(141) JESSICASMTH | 3,00
TRUSTEE (T 7/25/2022) NONE | X NONE NONE NONE
(142) JiLLJovcE | 3.00
TRUSTEE (T 4/25/2022) NONE | X NONE NONE NONE
(143) JOANM HART | 3.00
SECRETARY NONE | X X NONE NONE NONE
(144) JOANNE VEXLER [ 3.00 ]
TRUSTEE (T 12/31/2022) 3.00| X NONE NONE NONE
(145) JOAN (JD) PEARCE | 3.00
TRUSTEE NONE | X NONE NONE NONE
(146) JOAN A GUNCO_ESQ | 6.00]
CHAI RPERSON NONE | X X NONE NONE NONE
1b Sub-total | e >
c Total from continuation sheets to Part VII, Section A , ., . .. ... ... .. | 2
d Total (add lineslband 1c) . . . = & & & @ @ i i i i i i e e e e e e e e e »

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 »

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
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

10 LAY/ To [ = 4
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 Jfor suchperson . ... ... ... .. .... 5
Section B. Independent Contractors
1 Complete this table for your five highest compensated independent contractors that received more than $100,000 of

compensation from the organization. Report compensation for the calendar year ending with or within the organization's tax

year.

(A (B) ©
Name and business address Description of services Compensation

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

JSA
2E1055 1.000

5060RT M22D V22-7.7F 3668311
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HACKENSACK MERI DI AN HEALTH,

I NC.

01- 0649794

Form 990 (2022) Page 8
Section A. Officers, Directors, Trustees, Key Employees, and Highest Compensated Employees (continued)
GV (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 officer and a director/trustee) the organizations compensation
elaed 123 | 21218 |5&| 8| organization | (W-2/1099-MISC) from the
organizations 5 g_ g a g Eg g (W-2/1099-MISC) organization
below dotted [ © £ | § ERR RN and related
line) = % S?_J 5 ® g organizations
215 |8 B
3|2 2
(147)  JOIN A SCHEPISI, ESQ | _ 3.00 ]
TRUSTEE (T 12/31/2022) NONE | X NONE NONE NONE
(148) JOAN APOVIAN, MD. | _ 3.00
TRUSTEE (T 12/31/2022) NONE | X NONE NONE NONE
(149) JONC MDTZ | 9.00
CHAI RPERSON 3.00| X X NONE NONE NONE
(150) JOAND DELISO | 3.00
TRUSTEE NONE | X NONE NONE NONE
(151) JOANF._KWASNIK,_ESQ___ | _ 3.00 ]
TRUSTEE NONE | X NONE NONE NONE
(152) JOANF. REINWARDT | 3.00
SECRETARY NONE | X X NONE NONE NONE
(153) JOAN G MCDONQUGH, _DWMD | 3.00 ]
TRUSTEE NONE | X NONE NONE NONE
(154) JOANIMPERATO | 3.00
TRUSTEE NONE | X NONE NONE NONE
(155) JOAN MAGGACOMO, 11 | _ 3.00 ]
TRUSTEE NONE | X NONE NONE NONE
(156) JOAN V. VISCEGIA JR_ | _ 3.00
TRUSTEE NONE | X NONE NONE NONE
(157) JOANwLCHA | 15.00]
TRUSTEE NONE | X NONE NONE NONE
1b Sub-total | e >
c Total from continuation sheets to Part VII, Section A , ., . .. ... ... .. | 2
d Total (add lineslband 1c) . . . = & & & @ @ i i i i i i e e e e e e e e e »
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 »
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 . . . . .. ... ... ..., 3
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
10 LAY/ To [ = 4
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 Jfor suchperson . ... ... ... .. .... 5
Section B. Independent Contractors
1 Complete this table for your five highest compensated independent contractors that received more than $100,000 of
compensation from the organization. Report compensation for the calendar year ending with or within the organization's tax
year.
(A (B) ©
Name and business address Description of services Compensation

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

JSA
2E1055 1.000

5060RT M22D

V22-7.7F 3668311
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HACKENSACK MERI DI AN HEALTH,

I NC.

01- 0649794

Form 990 (2022) Page 8
Section A. Officers, Directors, Trustees, Key Employees, and Highest Compensated Employees (continued)
GV (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 officer and a director/trustee) the organizations compensation
elaed 123 | 21218 |5&| 8| organization | (W-2/1099-MISC) from the
organizations 5 g_ g a g Eg g (W-2/1099-MISC) organization
below dotted [ © £ | § ERR RN and related
line) = % S?_J 5 ® g organizations
215 |8 B
3|2 2
(158) JONATHAN B. SCHULTZ | 6.00]
CHAI RPERSON NONE | X X NONE NONE NONE
(159) JOSEPH A R ZZlI, ESQ_ | _ 3.00
TRUSTEE (T 12/31/2022) NONE | X NONE NONE NONE
(160) JOSEPHD RULLI | 3.00
TRUSTEE NONE | X NONE NONE NONE
(161) JOSEPH P. LATTANZI, MD_ | _ 3.00
TRUSTEE NONE | X NONE NONE NONE
(162) JOSEPHP. RICCARDO | _ 3.00 ]
TRUSTEE (T 4/2022) NONE | X NONE NONE NONE
(163) JOSEPHS MGNON___ | 3.00 ]
TRUSTEE NONE | X NONE NONE NONE
(164) JOSEPH YEWAISIS | 6.00
CHAI RPERSON NONE | X X NONE NONE NONE
(165) JUDITHBROPHY | _ 3.00 ]
TRUSTEE NONE | X NONE NONE NONE
(166) JULIARECAMAN | _ 3.00
TRUSTEE NONE | X NONE NONE NONE
(167) KARL W STROM _MD. | _ 3.00
TRUSTEE NONE | X NONE NONE NONE
(168) KATHERINE YORK | 12.00]
TRUSTEE NONE | X NONE NONE NONE
1b Sub-total | e >
c Total from continuation sheets to Part VII, Section A , ., . .. ... ... .. | 2
d Total (add lineslband 1c) . . . = & & & @ @ i i i i i i e e e e e e e e e »
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 »
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 . . . . .. ... ... ..., 3
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
10 LAY/ To [ = 4
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 Jfor suchperson . ... ... ... .. .... 5
Section B. Independent Contractors
1 Complete this table for your five highest compensated independent contractors that received more than $100,000 of
compensation from the organization. Report compensation for the calendar year ending with or within the organization's tax
year.
(A (B) ©
Name and business address Description of services Compensation

2

more than $100,000 in compensation from the organization p

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

JSA
2E1055 1.000
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HACKENSACK MERI DI AN HEALTH,

I NC.

01- 0649794

Form 990 (2022) Page 8
Section A. Officers, Directors, Trustees, Key Employees, and Highest Compensated Employees (continued)
GV (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 officer and a director/trustee) the organizations compensation
elaed 123 | 21218 |5&| 8| organization | (W-2/1099-MISC) from the
organizations 5 g_ g a g Eg g (W-2/1099-MISC) organization
below dotted [ © £ | § ERR RN and related
line) = % S?_J 5 ® g organizations
215 |8 B
3|2 2
(169) KATIEBARNES | _ 3.00
TRUSTEE NONE | X NONE NONE NONE
(170) KEITHBANKS | 3.00
CO- CHAI RPERSON 3.00| X X NONE NONE NONE
(171) KENFORMCA | 3.00 ]
TRUSTEE NONE | X NONE NONE NONE
(172) KEVINJ. CQLLINS,_ESQ | _ 3.00 ]
TRUSTEE (T 4/14/2022) NONE | X NONE NONE NONE
(173) _LAVMBRGS LAMBRQU | _ 3.00 ]
TRUSTEE NONE | X NONE NONE NONE
(174) LAURABIANCHINI. | 6.00]
CHAI RPERSON NONE | X X NONE NONE NONE
(175) LAURABOOMAN | 3.00
TRUSTEE NONE | X NONE NONE NONE
(176) LARENWRIGHT | 6.00]
TRUSTEE NONE | X NONE NONE NONE
(177) LAWRENCE R_INSERRA, JR_ | 9.00]
CO- CHAI RPERSON, TREAS, CHAI RPE 3.00| X X NONE NONE NONE
(178) LEONF._DEJULIUS | _ 3.00
TRUSTEE NONE | X NONE NONE NONE
(179) LEONARD LARICELLA | _ 3.00
TRUSTEE NONE | X NONE NONE NONE
1b Sub-total | e >
c Total from continuation sheets to Part VII, Section A , ., . .. ... ... .. | 2
d Total (add lineslband 1c) . . . = & & & @ @ i i i i i i e e e e e e e e e »
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 »
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 . . . . .. ... ... ..., 3
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
10 LAY/ To [ = 4
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 Jfor suchperson . ... ... ... .. .... 5
Section B. Independent Contractors
1 Complete this table for your five highest compensated independent contractors that received more than $100,000 of
compensation from the organization. Report compensation for the calendar year ending with or within the organization's tax
year.
(A (B) ©
Name and business address Description of services Compensation

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

JSA
2E1055 1.000

5060RT M22D
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HACKENSACK MERI DI AN HEALTH,

I NC.

01- 0649794

Form 990 (2022) Page 8
Section A. Officers, Directors, Trustees, Key Employees, and Highest Compensated Employees (continued)
GV (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 officer and a director/trustee) the organizations compensation
elaed 123 | 21218 |5&| 8| organization | (W-2/1099-MISC) from the
organizations 5 g_ g a g Eg g (W-2/1099-MISC) organization
below dotted [ © £ | § ERR RN and related
line) = % S?_J 5 ® g organizations
215 |8 B
3|2 2
(180) LESLIE HHTCHNER | 3.00
TRUSTEE NONE | X NONE NONE NONE
(181) LORL ANNDAVIDSON | _ 3.00 ]
TRUSTEE NONE | X NONE NONE NONE
(182) LORRAINE MLLIGAWN | _ 3.00 ]
TRUSTEE NONE | X NONE NONE NONE
(183) LOUSJ. DUGH, ESQ | 6.00
VI CE CHAI RPERSON NONE | X X NONE NONE NONE
(184) LUKE KEALY, ESQ | _ 3.00
TRUSTEE NONE | X NONE NONE NONE
(185) MANPREET GLL | 3.00
TRUSTEE NONE | X NONE NONE NONE
(186) MAREAN ABRAMBON | 3.00
TRUSTEE NONE | X NONE NONE NONE
(187) MARGARET S. RIKER | _ 3.00
TRUSTEE NONE | X NONE NONE NONE
(188) MARIA MAHER | 3.00
TREASURER NONE | X X NONE NONE NONE
(189) MARILYN TRAPANI | 3.00
TRUSTEE (T 4/2022) NONE | X NONE NONE NONE
(190) MARIO MARGHELLA | _ 3.00 ]
TRUSTEE NONE | X NONE NONE NONE
1b Sub-total | e >
c Total from continuation sheets to Part VII, Section A , ., . .. ... ... .. | 2
d Total (add lineslband 1c) . . . = & & & @ @ i i i i i i e e e e e e e e e »
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 »
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 . . . . .. ... ... ..., 3
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
10 LAY/ To [ = 4
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 Jfor suchperson . ... ... ... .. .... 5
Section B. Independent Contractors
1 Complete this table for your five highest compensated independent contractors that received more than $100,000 of
compensation from the organization. Report compensation for the calendar year ending with or within the organization's tax
year.
(A (B) ©
Name and business address Description of services Compensation

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

JSA
2E1055 1.000

5060RT M22D
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HACKENSACK MERI DI AN HEALTH,

I NC.

01- 0649794

Form 990 (2022) Page 8
Section A. Officers, Directors, Trustees, Key Employees, and Highest Compensated Employees (continued)
GV (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 officer and a director/trustee) the organizations compensation
elaed 123 | 21218 |5&| 8| organization | (W-2/1099-MISC) from the
organizations 5 g_ g a g Eg g (W-2/1099-MISC) organization
below dotted [ © £ | § ERR RN and related
line) = % S?_J 5 ® g organizations
215 |8 B
3|2 2
(19) MARSLOW___ | 12.00
TRUSTEE NONE | X NONE NONE NONE
(192) MARTIN W KAFAFIAN, ESQ | _ 3.00
TRUSTEE NONE | X NONE NONE NONE
(193) MARVIN GOLDSTEIN,_ESQ | _ 3.00 ]
TRUSTEE NONE | X NONE NONE NONE
(194) MARY BETH CUNNINGHAM | 3.00
TRUSTEE NONE | X NONE NONE NONE
(195) MARY PAT CHRISTIE | _ 3.00
TREASURER NONE | X X NONE NONE NONE
(196) MATTHEWMATEY | 3.00
TRUSTEE NONE | X NONE NONE NONE
(197) M CHAEL A KLEIMAN, DMD | 6.00]
TRUSTEE 3.00| X NONE NONE NONE
(198) MCHAEL GEARY | _ 3.00 ]
TRUSTEE NONE | X NONE NONE NONE
(199) MCHAEL R_AARON, DO__ | _ 3.00 ]
TRUSTEE NONE | X NONE NONE NONE
(200) M CHAEL S. MOGEARY | _ 3.00 ]
TRUSTEE NONE | X NONE NONE NONE
(201) M CHAEL WALKER | _ 3.00 ]
TRUSTEE NONE | X NONE NONE NONE
1b Sub-total | e >
c Total from continuation sheets to Part VII, Section A , ., . .. ... ... .. | 2
d Total (add lineslband 1c) . . . = & & & @ @ i i i i i i e e e e e e e e e »
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 »
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 . . . . .. ... ... ..., 3
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
10 LAY/ To [ = 4
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 Jfor suchperson . ... ... ... .. .... 5
Section B. Independent Contractors
1 Complete this table for your five highest compensated independent contractors that received more than $100,000 of
compensation from the organization. Report compensation for the calendar year ending with or within the organization's tax
year.
(A (B) ©
Name and business address Description of services Compensation

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
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2E1055 1.000

5060RT M22D
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HACKENSACK MERI DI AN HEALTH, | NC. 01- 0649794
Form 990 (2022) Page 8
Section A. Officers, Directors, Trustees, Key Employees, and Highest Compensated Employees (continued)
GV (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 officer and a director/trustee) the organizations compensation
elaed 123 | 21218 |5&| 8| organization | (W-2/1099-MISC) from the
organizations 5 g_ E a g E g g (W-2/1099-M|SC) organization
below dotted g, E_: g- 3|35 and r.elat.ed
line) = = 2._, % § organizations
3 é g
(202) MCHELLE JUNG ESQ | 3.00
TRUSTEE (T 5/17/2022) NONE | X NONE NONE NONE
(203) NANCY B. MULHEREN | 3.00
TRUSTEE NONE | X NONE NONE NONE
(204) NNICHOAS MNIQUCCI, JR | 3.00 ]
TRUSTEE (T 12/31/2022) NONE | X NONE NONE NONE
(205) NICK CANGALOSI | 3.00
TRUSTEE NONE | X NONE NONE NONE
(206) NNCOLE AGNEW_ | _ 3.00
TRUSTEE NONE | X NONE NONE NONE
(207) O OLIVER ANDERSEN | _ 3.00
TRUSTEE NONE | X NONE NONE NONE
(208) PATRIGAK tow [~ 3.00
TRUSTEE NONE | X NONE NONE NONE
(209) PETERC_GERWARD | 3.00]
TRUSTEE (T 12/31/2022) 3.00| X NONE NONE NONE
(210) PETER J. MENCEL, MD. | _ 3.00
TRUSTEE NONE | X NONE NONE NONE
(211) PETERT. ROSELLE | _ 3.00
TRUSTEE NONE | X NONE NONE NONE
(212) PETER ISCEGLIA | 3.00]
TRUSTEE NONE | X NONE NONE NONE
1b Sub-total | e >
c Total from continuation sheets to Part VII, Section A , ., . .. ... ... .. | 2
d Total (add lineslband 1c) . . . = & & & @ @ i i i i i i e e e e e e e e e »

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 »

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
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

10 LAY/ To [ = 4
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 Jfor suchperson . ... ... ... .. .... 5
Section B. Independent Contractors
1 Complete this table for your five highest compensated independent contractors that received more than $100,000 of

compensation from the organization. Report compensation for the calendar year ending with or within the organization's tax

year.

(A (B) ©
Name and business address Description of services Compensation

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
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HACKENSACK MERI DI AN HEALTH,
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01- 0649794

Form 990 (2022) Page 8
Section A. Officers, Directors, Trustees, Key Employees, and Highest Compensated Employees (continued)
GV (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 officer and a director/trustee) the organizations compensation
elaed 123 | 21218 |5&| 8| organization | (W-2/1099-MISC) from the
organizations 5 g_ g a g Eg g (W-2/1099-MISC) organization
below dotted [ © £ | § ERR RN and related
line) = % S?_J 5 ® g organizations
215 |8 B
3|2 2
(213) PHLSIMS | 3.00 ]
TRUSTEE (T 12/31/2022) NONE | X NONE NONE NONE
(214) PHLIPJ. SCcADUTO | _ 3.00 ]
TRUSTEE NONE | X NONE NONE NONE
(215) PHLIPL. PERRICONE | 3.00
TRUSTEE NONE | X NONE NONE NONE
(216) PHYLLIS BUTTERVARK | _ 3.00
TRUSTEE NONE | X NONE NONE NONE
(217) PRAFUL RAJA | 6.00]
TRUSTEE NONE | X NONE NONE NONE
(218) RAJIVPRASAD, MDD | 3.00
TRUSTEE NONE | X NONE NONE NONE
(219) RICHARD HENNING | 9.00]
VI CE CHAI RPERSON NONE | X X NONE NONE NONE
(220) RICHARD HUBSCHVAN, JR,_ESQ__ | _ 3.00
TRUSTEE NONE | X NONE NONE NONE
(221) RICHARDJ. SAKER | _ 3.00
TRUSTEE NONE | X NONE NONE NONE
(222) RICHARDKQLBER | _ 3.00
TRUSTEE NONE | X NONE NONE NONE
(223) RCHARD LOSHHAVO | _ 3.00 ]
TRUSTEE NONE | X NONE NONE NONE
1b Sub-total | e >
c Total from continuation sheets to Part VII, Section A , ., . .. ... ... .. | 2
d Total (add lineslband 1c) . . . = & & & @ @ i i i i i i e e e e e e e e e »
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 »
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 . . . . .. ... ... ..., 3
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
10 LAY/ To [ = 4
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 Jfor suchperson . ... ... ... .. .... 5
Section B. Independent Contractors
1 Complete this table for your five highest compensated independent contractors that received more than $100,000 of
compensation from the organization. Report compensation for the calendar year ending with or within the organization's tax
year.
(A (B) ©
Name and business address Description of services Compensation

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

JSA
2E1055 1.000

5060RT M22D
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HACKENSACK MERI DI AN HEALTH, | NC. 01- 0649794
Form 990 (2022) Page 8
Section A. Officers, Directors, Trustees, Key Employees, and Highest Compensated Employees (continued)
GV (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 officer and a director/trustee) the organizations compensation
elaed 123 | 21218 |5&| 8| organization | (W-2/1099-MISC) from the
organizations 5 g_ g a g Eg g (W-2/1099-MISC) organization
below dotted [ © £ | § ERR RN and related
line) = % S?_J 5 ® g organizations
215 |8 B
3|2 2
(224) ROBERT DIVINCENT | _ 3.00 ]
TRUSTEE NONE | X NONE NONE NONE
(225) ROBERT FLESCHLER | _ 3.00 ]
TRUSTEE NONE | X NONE NONE NONE
(226) ROBERT G_HARMS | 6.00
CHAI RPERSON NONE | X X NONE NONE NONE
(227)  ROBERT J. GOELLNER | _ 3.00 ]
SECRETARY NONE | X X NONE NONE NONE
(228) ROBERT MCCABE | _ 3.00 ]
TRUSTEE NONE | X NONE NONE NONE
(229) ROBERT OHARA | 15.00
TRUSTEE NONE | X NONE NONE NONE
(230) ROBERT S MRRS | _ 3.00 ]
SECRETARY NONE | X X NONE NONE NONE
(231) ROBERT SMTH___ | _ 3.00 ]
TRUSTEE NONE | X NONE NONE NONE
(232) ROBERT STOHRER | _ 3.00 ]
TRUSTEE NONE | X NONE NONE NONE
(233) ROBERT W MJULLEN,_JR_ | _ 3.00 ]
TRUSTEE NONE | X NONE NONE NONE
(234) RBINKLEIN | _ 3.00 ]
TRUSTEE NONE | X NONE NONE NONE
1b Sub-total | e >
c Total from continuation sheets to Part VII, Section A , ., . .. ... ... .. | 2
d Total (add lineslband 1c) . . . = & & & @ @ i i i i i i e e e e e e e e e »
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 »
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 . . . . .. ... ... ..., 3
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
10 LAY/ To [ = 4
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 Jfor suchperson . ... ... ... .. .... 5
Section B. Independent Contractors
1 Complete this table for your five highest compensated independent contractors that received more than $100,000 of
compensation from the organization. Report compensation for the calendar year ending with or within the organization's tax
year.
(A (B) ©
Name and business address Description of services Compensation

2

more than $100,000 in compensation from the organization p

Total number of independent contractors (including but not limited to those listed above) who received
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2E1055 1.000
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HACKENSACK MERI DI AN HEALTH, | NC. 01- 0649794
Form 990 (2022) Page 8
Section A. Officers, Directors, Trustees, Key Employees, and Highest Compensated Employees (continued)
GV (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 officer and a director/trustee) the organizations compensation
eaed |22 3|28 |3&| 8| organization | (W-2/1099-MISC) from the
o [R5 | B[ ¥ 3|38 | 7 |wanosomso
line) = - g|° g organizations
215 |8 B
3|2 z
i g
(235) ROGER D KORNBERG PHD. | _ 3.00
TRUSTEE NONE | X NONE NONE NONE
(236) RONAADWEST | 3.00 ]
TRUSTEE NONE | X NONE NONE NONE
(237) ROSEMARIE J. SORCE | 9.00
CHAI RPERSON NONE | X X NONE NONE NONE
(238) ROSEMARY A _CRANE | _ 3.00 ]
TRUSTEE NONE | X NONE NONE NONE
(239) SAMEL S RAA | _ 3.00 ]
TRUSTEE NONE | X NONE NONE NONE
(240) SANDRA KEARY | 6.00]
TRUSTEE NONE | X NONE NONE NONE
(241) SANDRA KISSLER | _ 3.00
TRUSTEE NONE | X NONE NONE NONE
(242) SANKET RUPARELIYA, MD | _ 3.00
TRUSTEE NONE | X NONE NONE NONE
(243) SARAH PERSONETTE | 3.00
TRUSTEE NONE | X NONE NONE NONE
(244) SCOTT TARRIFF ___ | _ 3.00 ]
TRUSTEE (T 12/31/2022) NONE | X NONE NONE NONE
(245) SEAN D KAUFFMAN | _ 3.00
TREASURER NONE | X X NONE NONE NONE
1b Sub-total | e >
c Total from continuation sheets to Part VII, Section A , ., . .. ... ... .. | 2
d Total (add lineslband 1c) . . . = & & & @ @ i i i i i i e e e e e e e e e »
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 »
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 . . . . .. ... ... ..., 3
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
10 LAY/ To [ = 4
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 Jfor suchperson . ... ... ... .. .... 5
Section B. Independent Contractors
1 Complete this table for your five highest compensated independent contractors that received more than $100,000 of
compensation from the organization. Report compensation for the calendar year ending with or within the organization's tax
year.
(A (B) ©
Name and business address Description of services Compensation

2

more than $100,000 in compensation from the organization p

Total number of independent contractors (including but not limited to those listed above) who received
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2E1055 1.000
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Form 990 (2022) Page 8
Section A. Officers, Directors, Trustees, Key Employees, and Highest Compensated Employees (continued)
GV (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 officer and a director/trustee) the organizations compensation
elaed 123 | 21218 |5&| 8| organization | (W-2/1099-MISC) from the
organizations 5 g_ g a g Eg g (W-2/1099-MISC) organization
below dotted [ © £ | § ERR RN and related
line) = % S?_J 5 ® g organizations
215 |8 B
3|2 2
(246) SERENA DIMASQ _ESQ_ | 6.00
CHAI RPERSON NONE | X X NONE NONE NONE
(247) SHANE SULLIVAN | _ 3.00
TRUSTEE NONE | X NONE NONE NONE
(248) SHAWWREYNQLDS | 6.00
VI CE CHAI RPERSON NONE | X X NONE NONE NONE
(249) SIRAN H SAHAKIAN | _ 3.00
TRUSTEE NONE | X NONE NONE NONE
(250) SKYEJ. GBSON | 6.00
VI CE CHAI RPERSON NONE | X X NONE NONE NONE
(251) SO J. BARER, PHD. | _ 3.00
CHAI RPERSON NONE | X X NONE NONE NONE
(252) STEPHANC _LOMN | _ 3.00 ]
TRUSTEE (T 7/20/2022) NONE | X NONE NONE NONE
(253) STEPHEN MARTINEZ | _ 3.00
TRUSTEE NONE | X NONE NONE NONE
(254) STEPHEN T. BOSWELL, PHD, PE_ | _ 3.00
TRUSTEE NONE | X NONE NONE NONE
(255) STEVE ROTHMAN | _ 3.00 ]
VI CE CHAI RPERSON NONE | X X NONE NONE NONE
(256) STEVEN M_SCOPELLITE | _ 3.00
TRUSTEE NONE | X NONE NONE NONE
1b Sub-total | e >
c Total from continuation sheets to Part VII, Section A , ., . .. ... ... .. | 2
d Total (add lineslband 1c) . . . = & & & @ @ i i i i i i e e e e e e e e e »
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 »
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 . . . . .. ... ... ..., 3
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
10 LAY/ To [ = 4
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 Jfor suchperson . ... ... ... .. .... 5
Section B. Independent Contractors
1 Complete this table for your five highest compensated independent contractors that received more than $100,000 of
compensation from the organization. Report compensation for the calendar year ending with or within the organization's tax
year.
(A (B) ©
Name and business address Description of services Compensation

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

JSA
2E1055 1.000

5060RT M22D
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HACKENSACK

MERI DI AN HEALTH, | NC.

01- 0649794

Form 990 (2022) Page 8
Section A. Officers, Directors, Trustees, Key Employees, and Highest Compensated Employees (continued)
GV (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 officer and a director/trustee) the organizations compensation
elaed 123 | 21218 |5&| 8| organization | (W-2/1099-MISC) from the
organizations 5 g_ E a g E g g (W-2/1099-M|SC) organization
below dotted g, E_: g- 3|35 and r.elat.ed
line) = = 2._, % g organizations
g | g °l B
3|2 2
® 2
2
(257) SUSAN B. HASSM LLER_PHD, RN | _3.00 |
TRUSTEE NONE | X NONE NONE NONE
(258) THOMAS B. BARHAM SR | _ 3.00
TRUSTEE NONE | X NONE NONE NONE
(259) THOWAS C_YYU, _MD_ | _ 3.00
TRUSTEE NONE | X NONE NONE NONE
(260) THOWAS DEFELICE, 111 | _ 3.00
TRUSTEE NONE | X NONE NONE NONE
(261) THOMAS EASTWCK | _ 3.00 ]
TRUSTEE NONE | X NONE NONE NONE
(262) THOMAS EVANS | _ 3.00 ]
TRUSTEE NONE | X NONE NONE NONE
(263) THOMS G_AWTO | 6.00
CO- CHAI RPERSON NONE | X X NONE NONE NONE
(264) THOMAS GEISEL | _ 3.00 ]
TRUSTEE NONE | X NONE NONE NONE
(265) THOVAS J. DOAN | 6.00
TRUSTEE NONE | X NONE NONE NONE
(266) THOVAS J. KONONOWTZ | 12.00
TRUSTEE 3.00| X NONE NONE NONE
(267) THOMAS LANGBEIN | _ 3.00 ]
TRUSTEE NONE | X NONE NONE NONE
1b Sub-total | e >
c Total from continuation sheets to Part VII, Section A , ., . .. ... ... .. | 2
d Total (add lineslband 1c) . . . = & & & @ @ i i i i i i e e e e e e e e e »
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 »
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 . . . . .. ... ... ..., 3
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
10 LAY/ To [ = 4
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 Jfor suchperson . ... ... ... .. .... 5
Section B. Independent Contractors
1 Complete this table for your five highest compensated independent contractors that received more than $100,000 of
compensation from the organization. Report compensation for the calendar year ending with or within the organization's tax
year.
(A (B) ©
Name and business address Description of services Compensation

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

JSA
2E1055 1.000

5060RT M22D

V22-7.7F 3668311
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HACKENSACK MERI DI AN HEALTH,

I NC.

01- 0649794

Form 990 (2022) Page 8
Section A. Officers, Directors, Trustees, Key Employees, and Highest Compensated Employees (continued)
GV (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 officer and a director/trustee) the organizations compensation
elaed 123 | 21218 |5&| 8| organization | (W-2/1099-MISC) from the
organizations 5 g_ g a g Eg g (W-2/1099-MISC) organization
below dotted [ © £ | § ERR RN and related
line) = % S?_J 5 ® g organizations
215 |8 B
3|2 2
(268) THOMASPOLEN | _ 3.00 ]
TRUSTEE NONE | X NONE NONE NONE
(269) THOMAS VENINQ _JR | _ 3.00 ]
TRUSTEE NONE | X NONE NONE NONE
(270) ULISESE DAz | 15.00]
TRUSTEE NONE | X NONE NONE NONE
(271) VENK GORTY | 3.00
TRUSTEE NONE | X NONE NONE NONE
(272) victTRvA QX0 ___ | _ 3.00 ]
TRUSTEE NONE | X NONE NONE NONE
(273) victrRtoebd | 3.00 ]
TRUSTEE NONE | X NONE NONE NONE
(274) _ VINCENT AMABILE | _ 3.00 ]
TRUSTEE NONE | X NONE NONE NONE
(275)__VINCENT CURATOLA | _ 3.00 ]
TRUSTEE (T 9/30/2022) NONE | X NONE NONE NONE
(276)  VINCENT J. HAGER | _ 3.00 ]
TREASURER NONE | X X NONE NONE NONE
(277) WALTERR_EARLE Il | 6.00]
VI CE CHAI RPERSON NONE | X X NONE NONE NONE
(278) WALTER WNKOOP, MD. | _ 3.00
TRUSTEE NONE | X NONE NONE NONE
1b Sub-total | e >
c Total from continuation sheets to Part VII, Section A , ., . .. ... ... .. | 2
d Total (add lineslband 1c) . . . = & & & @ @ i i i i i i e e e e e e e e e »
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 »
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 . . . . .. ... ... ..., 3
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
10 LAY/ To [ = 4
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 Jfor suchperson . ... ... ... .. .... 5
Section B. Independent Contractors
1 Complete this table for your five highest compensated independent contractors that received more than $100,000 of
compensation from the organization. Report compensation for the calendar year ending with or within the organization's tax
year.
(A (B) ©
Name and business address Description of services Compensation

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

JSA
2E1055 1.000

5060RT M22D
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HACKENSACK MERI DI AN HEALTH, | NC. 01- 0649794
Form 990 (2022) Page 8
Section A. Officers, Directors, Trustees, Key Employees, and Highest Compensated Employees (continued)
GV (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 officer and a director/trustee) the organizations compensation
elaed 123 | 21218 |5&| 8| organization | (W-2/1099-MISC) from the
organizations 5 g_ g a g Eg g (W-2/1099-MISC) organization
below dotted [ © £ | § ERR RN and related
line) = % S?_J 5 ® g organizations
215 |8 B
3|2 2
(279) WLLIAMC_HANSON | _ 3.00 ]
TRUSTEE NONE | X NONE NONE NONE
(280) WLLIAMCRANE | 12.00]
TRUSTEE NONE | X NONE NONE NONE
(281) WLLIAM CUNNINGHAM | 3.00
TRUSTEE NONE | X NONE NONE NONE
(282) WLLIAMHICKEY | 12.00]
TRUSTEE NONE | X NONE NONE NONE
(283) WLLIAMJ. MNTGRS | _ 3.00 ]
TRUSTEE NONE | X NONE NONE NONE
(284) WLLIAMJ. MRRAY | 18.00]
TRUSTEE NONE | X NONE NONE NONE
(285) WLLIAMLAWESS, PHD._ | _ 3.00
TRUSTEE NONE | X NONE NONE NONE
(286) WLLIAM MCLAUGHLIN | 3.00
TRUSTEE NONE | X NONE NONE NONE
(287) THOMAS DEFELICE | _ 3.00 ]
TRUSTEE NONE | X NONE NONE NONE
1b Sub-total | e >
c Total from continuation sheets to Part VII, Section A , ., . .. ... ... .. | 2
d Total (add lineslband 1c) . . . = & & & @ @ i i i i i i e e e e e e e e e »
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 »
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 . . . . .. ... ... ..., 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
INAIVIdUAL . o . . s 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 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 Jfor 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.
(A (B) ©
Name and business address Description of services Compensation

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

NONE

JSA
2E1055 1.000
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Form 990 (2022) HACKENSACK MERI DI AN HEALTH, | NC. 01- 0649794 Page 9
Statement of Revenue
Check if Schedule O contains aresponse or note to any lineinthisPartVIIl . . . . . . . oo o v i v v o v o v oo v u |:|
(A (B) © (D)
Total revenue Related or exempt Unrelated Revenue excluded
function revenue business revenue from tax under
sections 512-514
}éfg la Federated campaigns . - « = « « .« . la
83| b Membershipdues. . . . .. .... 1b
QE ¢ Fundraisingevents . . . . . . . .. ic 6, 204, 894.
;2 5| d Related organizations . . . . . . .. 1d
QE e Government grants (contributions) . . | le 233, 225, 560.
g'(ﬁ f All other contributions, gifts, grants,
'gE and similar amounts not included above . | 1f 147, 245, 568.
§5 g Noncash contributions included in
= iNes1a-df v v v v v v v w e e 19 3,106, 769.
O®| h Total.Addlinesla-2f . . v v v v v v v v v v u.. 386, 676, 022.
Business Code
8 2a NET PATIENT SERVI CE REVENUE 622110 5,923, 997, 481. 5,923, 997, 481.
; ) p LABORATORY REVENUE 621500 24,047, 424. 24,047, 424.
2 g ¢ TUTION 611710 18, 828, 220. 18, 828, 220.
% 5 d RESIDENTI AL CARE REVENUE 531190 8,720, 626. 8, 720, 626.
8-,0: e NET PROGRAM RENTAL | NCOVE 531190 4,938, 313. 4,938, 313.
o f  All other program service revenue . . . . . 900098 23,822, 414, 23,822, 414.
g Total. Addlines2a-2f . . « v & & v v 4 4 4 w4 aww e 6, 004, 354, 478.
3 Investment income (including dividends, interest, and
other similar amounts). « « « v ¢ 4 & v 4 v v e w e e .. 41,916, 512. -2,607. 41,919, 119.
4 Income from investment of tax-exempt bond proceeds 119. 119.
5 Royalties . v v @ v v v f v i v e e i e e e e e s 88, 228. 88, 228.
() Real (ii) Personal
6a Grossrents . . .« . . 6a 2, 643, 898.
Less: rental expenses| 6b 5, 947, 399.
Rental income or (loss)|_6¢ - 3,303, 501. NONE
d Netrentalincomeor(Ioss). « = « « v v @ v v v 0w u . - 3,303, 501. - 3,303, 501.
7a Gross amount from (i) Securities (ii) Other
sales of assets
other than inventory| 7a 2, 328, 493. - 277, 207.
g b Less: cost or other basis
S and sales expenses 7b 2,199, 071.
E ¢ Ganor(oss) . . . . | 7c 129, 422. - 277, 207.
5 d Netgainor(loSs) « « « v & ¢ v+ & & ¢+ 4 4 & 0 v 4 4 a0 - 147, 785. - 147, 785.
= | 8a Gross income from fundraising
© events (not including $ __ 6,204,894,
of contributions reported on line
1c). See Part1V, line18 . . . . . . . . 8a 2,122, 718.
b Less: directexpenses « « « « « « « « . 8b 4, 046, 980.
¢ Net income or (loss) from fundraising events . . . . . . -1,924,262. -1, 924, 262.
9a Gross income from gaming
activities. See Part IV, line19 . . . .. 9a 245, 100.
Less: direct exXpenses « « « « « & « « . 9b 109, 774.
Net income or (loss) from gaming activities. . . . . . . 135, 326. 135, 326.
10a Gross sales of inventory, less
returns and allowances « « « - « . . . 10a 17,728, 602.
b Less:costofgoodssold . « « « v v « . 10b 1,545, 934.
¢ Net income or (loss) from sales of inventory. . . . . . . . 16, 182, 668. 16, 182, 668.
» Business Code
§ g 11a MANAGEMENT FEE | NCOMVE 900099 183, 466, 483. 197, 392. 183, 269, 091.
c_% % p PHARVACY REVENUE 900099 29,179, 334. 871, 597. 28, 307, 737.
© 5 ¢ CAFETERI A 722210 10, 503, 758. 10, 503, 758.
; & d Allotherrevenue . « &« «+ &« « & = = = + &« » 900099 7,295, 053. 2,382, 677. 4,912, 376.
= e Total. Addlines11a-11d .« + v & v v v & 4 v v 0w w4 230, 444, 628.
12 Total revenue. See instructions + « « « v v & v v 4 0 4 6, 674, 422, 433. 5, 980, 307, 054. 27,496, 483. 279,942, 874.
22?051 1.000 Form 990 (2022)
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HACKENSACK MERI DI AN HEALTH,

I NC.

01-0649794

Page 10

REVNE 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 note to any line in this Part IX

Do not include amounts reported on lines 6b, 7b,

(A)

(B)

©)

(D)

8, 9, and 10 of Part Vil e | Pegmmitt | Geemen i

1 Grants and other assistance to domestic organizations

and domestic governments. See Part IV, line21 . . . . 351, 509, 545, 351, 509, 545,
2 Grants and other assistance to domestic
individuals. See Part IV, line22 ., . . . ... .. 833, 717. 833, 717.
3 Grants and other assistance to foreign
organizations, foreign  governments, and
foreign individuals. See Part IV, lines 15 and 16 NONB
4 Benefits paid to or formembers, , ., . ... .. NONE
5 Compensation of current officers, directors,
trustees, and key employees , . . ... .... 35, 033, 699. 31, 530, 329. 3,503, 370.
6 Compensation not included above to disqualified
persons (as defined under section 4958(f)(1)) and
persons described in section 4958(c)(3)(B) , . . . . . 12,073, 186. 10, 865, 867. 1, 207, 319.

7 Other salariesandwages | _ . . . . . ... .. 2, 806, 696, 210. |2, 493, 253, 567. 303, 300, 906. 10, 141, 737.

8 Pension plan accruals and contributions (include 113, 361, 689. 100, 923, 163. 11, 991, 599. 446, 927.

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

9 Other employee benefits + « + v v v v v v . . . 288, 252, 811. 255, 731, 738. 31, 633, 354. 887, 719.
10 Payrolltaxes « « v v o v v b n e e e e 179, 017, 905. 159, 274, 507. 19, 169, 135. 574, 263.
11 Fees for services (nonemployees):

a Management . . . . . . . ... 14, 943, 166. 12, 899, 920. 2, 043, 246.

blegal . .........00iiiiienn.. 15,478, 885. 13, 838, 680. 1, 640, 205.

CACCOUNLING o & v v e e e e e e e e 109, 801, 490. 98, 713, 553. 11, 087, 937.

dLobbying . .\ ii e 835, 039. 835, 039.

e Professional fundraising services. See Part IV, line 17, 3, 511, 816. 3, 511, 816.

f Investment managementfees . . . . ... .. 14, 227. 12, 804. 1, 423.
g Other. (if line 11g amount exceeds 10% of line 25, column
(A), amount, list line 11g expenses on Schedule 0.) . . . . . 82! 5381 o74. 741 074! 858 8! 4631 716
12 Advertising and promotion , . . . . . ... .. 45, 167, 050. 40, 289, 700. 4, 499, 956. 377, 394.
13 OffiCE EXPENSES + v v v v v v e e e e e e e 60, 047, 253. 53, 087, 615. 6, 553, 098. 406, 540.
14 Information technology. . . . . .. ... ... 14, 091, 799. 12, 593, 778. 1, 481, 678. 16, 343.
15 Royalfies, . . . v v v u v i e NONE
16 OCCUPANCY . . » v o oo e e e 124, 196, 654. 109, 943, 288. 13, 397, 912. 855, 454.
17 Travel . o oo e 5,323, 752. 4, 668, 993. 545, 791. 108, 968.
18 Payments of travel or entertainment expenses
for any federal, state, or local public officials NONB
19 Conferences, conventions, and meetings . . . . 4,812, 029. 4,288, 463. 511, 462. 12, 104.
20 INtErest . . . . e e e e e e e e e 83, 476, 503. 75,120, 807. 8, 355, 696.
21 Paymentsto affiliates. . . . ... .. .. ... NONE
22 Depreciation, depletion, and amortization _ _ . . 258, 728, 339. 231, 760, 624. 26, 860, 232. 107, 483.
23 INSUTANCE . . . o o woe e e 74, 839, 524. 67, 333, 472. 7,506, 052.
24 Other expenses. Itemize expenses not covered
above. (List miscellaneous expenses on line 24e. If
line 24e amount exceeds 10% of line 25, column
(A), amount, list line 24e expenses on Schedule O.)
a MEDI CAL SUPPLI ES 733,788, 398. | 657, 728, 738. 76, 059, 660.
b PHARMACEUTI CAL SUPPLI ES 573, 554, 279. 511, 639, 100. 61, 915, 179.
¢ PURCHASED SERVI CES 368, 677, 890. 329, 227, 086. 37, 535, 190. 1, 915, 614.

d MAI NTENANCE 204, 789, 970. 180, 162, 540. 24,617, 710. 9, 720.

e All other expenses 28, 556, 060. 26, 770, 108. 258, 794. 1,527, 158.
25 Total functional expenses. Add lines 1 through 24e 6, 593, 951, 459, 5, 908, 076, 560. 664, 975, 659. 20, 899, 240.
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 |9:| if
following SOP 98-2 (ASC 958-720) . . . . ...
1sA Form 990 (2022)

2E1052 1.000
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HACKENSACK MERI DI AN HEALTH, | NC. 01- 0649794
Form 990 (2022) Page 11
EP @ Balance Sheet
Check if Schedule O contains a response or note to any lineinthisPartX .. ..................
(A (B)
Beginning of year End of year
1 Cash-non-interest-bearing . . . v v v v v v v v v v et e e 468,545.| 1 4,033, 217.
2 Savings and temporary cashinvestments. . . . . . . ... i e e . 57,432,391.| 2 830, 966, 293.
3 Pledges and grantsreceivable,net . . . . . ... .0 e e 91,819, 719.| 3 112, 645, 753.
4  Accountsreceivable, Net . . . v vt i e e e e e e e e e e e e e e 701, 187, 237.| 4 741, 229, 546.
5 Loans and other receivables from any current or former officer, director,
trustee, key employee, creator or founder, substantial contributor, or 35%
controlled entity or family member of any of these persons . . . . . . .. .. NONE 5 NONE
6 Loans and other receivables from other disqualified persons (as defined
under section 4958(f)(1)), and persons described in section 4958(c)(3)(B). . 3,700,001.| 6 NONE
,g 7 Notesandloansreceivable, Net. . . v v v v v v i vt e e e e e e e e e e NONH 7 NONE
@| 8 Inventoriesforsaleoruse. . . . ... v v i it 200, 197, 626.| 8 193, 586, 043.
<| 9 Prepaid expenses and deferred charges - - « « « « v 4 vt v e e e 56, 516, 372.| 9 64, 413, 319.
10a Land, buildings, and equipment: cost or other
basis. Complete Part VI of ScheduleD . . .. .. 10a 6420745004.
b Less: accumulated depreciation. . . . . . . . .. 10b 2780800133.|3, 380, 851, 672. |10c | 3, 639, 944, 871.
11 Investments - publicly traded securities. . . . . . . i i i e e . 720, 281, 305.| 11 35, 137, 794.
12 Investments - other securities. See Part IV, line11. . . . . . . .. . o . . .. 70, 086, 987.| 12 500, 842.
13 Investments - program-related. See Part IV, line 11, . . . ... ... ... .. 529, 452, 760.| 13 546, 652, 598.
14 Intangible @SSetS. . v v v v i i e e e e e e e e e e e e e e 17,119, 758.| 14 21,632, 578.
15 Otherassets.SeePart IV, N1l . .+ o v v v v v v v e e e e e e e e e e n 406, 695, 068.| 15 415, 584, 710.
16 Total assets. Add lines 1 through 15 (mustequalline33) ... ..... .. 6, 235,809, 441. | 16 | 6, 606, 327, 564.
17  Accounts payable and accrued eXpenses. . . . . . . .. v u v e e e e e 799, 948, 131.| 17 800, 365, 865.
18  GrantSpayable . . . v v v v v e e e e e e e e e e e e e e e e NONE 18 NONE
19 DeferredreVENUE . . v v v v v v vttt e e e e e e 155, 264, 795.| 19 40, 582, 444.
20 Tax-exemptbondliabilities . . . . . .. i it i e 2,266, 782.] 20 1, 765, 108.
21 Escrow or custodial account liability. Complete Part IV of ScheduleD . . . . NONE 21 NONE
©|22 Loans and other payables to any current or former officer, director,
= trustee, key employee, creator or founder, substantial contributor, or 35%
% controlled entity or family member of any of thesepersons . . . . . .. ... NONE 22 NONE
=123 secured mortgages and notes payable to unrelated third parties . . . . . . . 357,541, 217.| 23 367, 871, 003.
24 Unsecured notes and loans payable to unrelated third parties. . . . ... .. NONE 24 NONE
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 « & v & v i i e e s e e e e e e e e e e e e e e e e e 730, 616, 436.| 25 545, 782, 119.
26 Total liabilities. Add lines 17 through25. . . . . ... .. ... ... .... 2,045,637,361.| 26 | 1, 756, 366, 539.
%) Organizations that follow FASB ASC 958, check here m
§ and complete lines 27, 28, 32, and 33.
‘—cg 27  Net assets without donor restrictions. . . . . v v v v v v v v v v v v e e e e 4,041,772,444. | 27 | 4,704, 261, 445.
j'g 28 Net assets with donor restrictions. . . . . . . v v v v v v i v v e e e e e e e 148, 399, 636.| 28 145, 699, 580.
5 Organizations that do not follow FASB ASC 958, check here |:|
'-'; and complete lines 29 through 33.
3 29 Capital stock or trust principal, or currentfunds . . . . . ... ........ 29
E—) 30 Paid-in or capital surplus, or land, building, or equipmentfund . . ... ... 30
2 31 Retained earnings, endowment, accumulated income, or other funds . . . . 31
©|32 Totalnetassetsorfundbalances . . . . . . . . . . . oo oo oo oo 4,190,172, 080.| 32 | 4, 849, 961, 025.
<|33 Total liabilities and net assets/fund balances. . . . . . . v . h ot urur ... 6, 235, 809, 441. | 33 | 6, 606, 327, 564.
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HACKENSACK MERI DI AN HEALTH, | NC. 01- 0649794

Form 990 (2022) Page 12
Reconciliation of Net Assets
Check if Schedule O contains a response or noteto any lineinthis Part Xl . . . . . . . i v i i v i v i v v vt o u e v
1 Total revenue (must equal Part VIII, column (A),line 12) . . . . . . v v v o v i v i i i e 116,674,422, 433.
2 Total expenses (must equal Part IX, column (A),line25) . . . . . . v v v i it i i h e 2 6,593, 951, 459.
3 Revenue less expenses. Subtractline2fromlinel. . . . . . . . o v v o i o i d e e e e 3 80,470, 974.
4 Net assets or fund balances at beginning of year (must equal Part X, line 32, column (A)) . . . . . 4 4,190,172, 080.
5 Net unrealized gains (losses) oninvestments . . . . . v & v v v i ittt s e e e e e s 5 -4, 966, 553.
6 Donated services and use of facilities . . . . . . . . 0 a o n e e e e e e s 6 409, 338.
7 INVEStMENE EXPENSES « + v v v & v v v vt v w h e s e e e e e e e e e e e e e e 7
8 Priorperiod adjustments . . . . . . i a i e e e e e e e e e e e e e e e e e s 8 -296, 774.
9 Other changes in net assets or fund balances (explain on Schedule O). . . . . . . ... ... ... 9 584,171, 960.
10 Net assets or fund balances at end of year. Combine lines 3 through 9 (must equal Part X, line
32, C0IUMN (B)) « v v e et i e e e et e e et e e e e e e 10 4, 849, 961, 025.

WPl Financial Statements and Reporting

Check if Schedule O contains a response or note to any lineinthisPartXIl. . . . . ... ... ... . .....
Yes | No
1 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 on
Schedule O.
2a Were the organization's financial statements compiled or reviewed by an independent accountant? . . . . . . 2a X
If "Yes," check a box below to indicate whether the financial statements for the year were compiled or
reviewed on a separate basis, consolidated basis, or both:
|:| Separate basis |:| Consolidated basis |:| Both consolidated and separate basis
b Were the organization's financial statements audited by an independent accountant? . . . . . . ... .. ... 2b | X
If "Yes," check a box below to indicate whether the financial statements for the year were audited on a
separate basis, consolidated basis, or both:
Separate basis Consolidated basis |:| Both consolidated and separate basis
c 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?. . . . 2c | X
If the organization changed either its oversight process or selection process during the tax year, explain on
Schedule O.
3a As aresult of a federal award, was the organization required to undergo an audit or audits as set forth in the
Uniform Guidance, 2 C.F.R. Part 200, Subpart F? . . . . . .« v 0 v i i e e e s e e e e s e e e e e 3a | X
b If "Yes," did the organization undergo the required audit or audits? If the organization did not undergo the
required audit or audits, explain why on Schedule O and describe any steps taken to undergo such audits . . . 3b | X
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SCHEDULE A Public Charity Status and Public Support | oM No. 1545-0047

(Form 990)

Department of the Treasury

Complete if the organization is a section 501(c)(3) organization or a section 4947(a)(1) nonexempt charitable trust. 2@22
Attach to Form 990 or Form 990-EZ.

Open to Public

Internal Revenue Service Go to www.irs.gov/Form990 for instructions and the latest information. Inspection
Name of the organization HACKENSACK MERI DI AN HEALTH, | NC. Employer identification number
- SUBORDI NATES 01- 0649794

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.)

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

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

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

4 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 on 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 m Type lll functionally integrated. A supporting organization operated in connection with, and functionally integrated with,
its supported organization(s) (see instructions). You must complete Part 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 . . . . . . . . . @ . i i i i i 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)

SEE SUPPLEMENTAL PAGE Yes No

(A)

(B

©

(D)

B)

Total NONE NONE

For Paperwork Reduction Act Notice, see the Instructions for Form 990 or 990-EZ. Schedule A (Form 990) 2022
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Schedule A (Form 990) 2022

HACKENSACK MERI DI AN HEALTH, | NC. 01- 0649794

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 Ill.)

Section A. Public Support

Calendar year (or fiscal year beginning in) (a) 2018 (b) 2019 (c) 2020 (d) 2021 (e) 2022 (f) Total
1 Gifts, grants, contributions, and
membership fees received. (Do not
include any "unusual grants.”) . . . . . . 35, 738, 775. 26, 372, 338. 28, 857, 675. 66, 463, 265. 81,248, 781.| 238, 680, 834.
2  Taxrevenues levied for the
organization's benefit and either paid to
or expended on its behalf . . . . . ... NONE
3 The value of services or facilities
furnished by a governmental unit to the
organization without charge . . . . . . . NONE
Total. Add lines 1 through 3. « « . . . . 35, 738, 775. 26, 372, 338. 28, 857, 675. 66, 463, 265. 81,248, 781.| 238, 680, 834.
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). . . . . . . 60, 074, 647.
6  Public support. Subtract line 5 from line 4 178, 606, 187.
Section B. Total Support
Calendar year (or fiscal year beginning in) (a) 2018 (b) 2019 (c) 2020 (d) 2021 (e) 2022 (f) Total
7  Amounts fromline4 . « . v v o v ... 35, 738, 775. 26, 372, 338. 28, 857, 675. 66, 463, 265. 81,248, 781.| 238, 680, 834.
8 Gross income from interest, dividends,
payments received on securities loans,
rents, royalties, and income from
SIMilar SOUMCES « + v & v & v v v v v v . 7,851, 015. 8, 099, 714. 9, 475, 198. 16, 986, 988. 11, 840, 636. 54, 253, 551.
9 Net income from unrelated business
activities, whether or not the business
isregularly carriedon . . . . . .. ... NONE
10 Other income. Do not include gain or
loss from the sale of capital assets
(ExplaininPart VI.) = « v v v v v o v u s 1, 130, 549. 85, 082. 797, 090. 1, 055, 622. 902, 711. 3,971, 054,
11  Total support. Add lines 7 through 10 . . 296, 905, 439.
12  Gross receipts from related activities, etc. (SEE INSIIUCHONS) « « v « « ¢ & 4 4 v ¢ & 4 4 v e e m e e e e 12 181, 501.
13 First 5 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. . . . . . . . o o 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 e e e e e
Section C. Computation of Public Support Percentage
14  Public support percentage for 2022 (line 6, column (f), divided by line 11, column () . . . . . . . . 14 60.16 %
15 Public support percentage from 2021 Schedule A, Partll,line14 . . . . . . . .. v v v v .. 15 79.22 %
16a 331/3% support test - 2022. 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 o v v i v v v v v v v a s
b 331/3% support test - 2021. 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 - 2022. 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
{0 o =Yg 2= 1 T o 1 |:|
b 10%-facts-and-circumstances test - 2021. 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
{0 o =Yg 2= 1 T o 1 |:|
18 Private foundation. If the organization did not check a box on line 13, 16a, 16b, 17a, or 17b, check this box and see
INSTIUCTIONS & & & v v v v v i w o w vt v w e w e w w e e m e m n e e m e e w e e e e w e e e e a e e e s
Schedule A (Form 990) 2022
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HACKENSACK MERI DI AN HEALTH,

Schedule A (Form 990) 2022

I NC.

01- 0649794

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)

1

7a

Gifts, grants, contributions, and membership fees
received. (Do not include any "unusual grants.")
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 -« « « « .«
Gross receipts from activities that are not an
unrelated trade or business under section 513 .
Tax revenues levied for the

organization's benefit and either paid to

or expended onitsbehalf . . . . .. ..
The value of services or facilities

furnished by a governmental unit to the
organization without charge . . . . . . .
Total. Add lines 1 through5. . . . . ..
Amounts included on lines 1, 2, and 3
received from disqualified persons , ., . .
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
Addlines7aand7b. . . . . . . ...
Public support. (Subtract line 7c from

line 6.)

(a) 2018

(b) 2019

(c) 2020

(d) 2021

(e) 2022

(f) Total

120, 269.

NONH

39, 674, 936.

15, 420, 347.

6, 256, 925.

61,472, 477.

309, 230, 266.

294, 499, 080.

282,187, 377.

273,373, 751.

293, 993, 460.

1,453, 283, 934.

NONE

NONE

NONE

309, 350, 535.

294, 499, 080.

321, 862, 313.

288, 794, 098.

300, 250, 385.

1,514,756, 411.

NONE

NONE

NONE

1,514, 756, 411.

Section B. Total Support

Calendar year (or fiscal year beginning in)

9
10a

11

12

13

14

Amounts fromline6. . . .. ... ...
Gross income from interest, dividends,
payments received on securities loans,
rents, royalties, and income from similar
SOUIMCES « + « = = « = = s & = = = s = » &«

Unrelated business taxable income (less
section 511 taxes) from businesses

acquired after June 30, 1975
Add lines 10a and 10b
Net income from unrelated business

activities not included on line 10b, whether
or not the business is regularly carried on.

Other income. Do not include gain or

loss from the sale of capital assets
(ExplaininPartVL) . . ... ......
Total support. (Add lines 9, 10c, 11,

and 12.)

(a) 2018

(b) 2019

(c) 2020

(d) 2021

(e) 2022

(f) Total

309, 350, 535.

294, 499, 080.

321, 862, 313.

288, 794, 098.

300, 250, 385.

1,514,756, 411.

19, 828, 026.

21,170, 947.

8, 704, 357.

4,018, 129.

5, 973, 886.

59, 695, 345.

585, 503.

521, 525.

8, 208.

NONH

NONH

1,115, 236.

20, 413, 529.

21,692, 472.

8, 712, 565.

4,018, 129.

5, 973, 886.

60, 810, 581.

NONE

991, 503.

99, 730, 481.

10, 094, 471.

11, 332, 019.

11,495, 112.

133, 643, 586.

330, 755, 567.

415, 922, 033.

340, 669, 349.

304, 144, 246.

317, 719, 383.

1,709, 210, 578.

First 5 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 this box and stop here

Section C. Computation of Public Support Percentage

15  Public support percentage for 2022 (line 8, column (f), divided by line 13, column (f)) . . . . . . . . . . . . . 15 88. 62%
16  Public support percentage from 2021 Schedule A, Partlll, line15. . . . . & v v v i i v v v e v v v 0w w e 16 88. 44 %
Section D. Computation of Investment Income Percentage
17 Investment income percentage for 2022 (line 10c, column (f), divided by line 13, column (f)), . . . . .. ... 17 3. 56%
18 Investment income percentage from 2021 Schedule A, Partlll, line 17 | . . . . . . . . & v o v o v o v o . 18 4. 35%
19a 331/3% support tests - 2022. 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 . . .

b 331/3% support tests - 2021. 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 . .
20 Private foundation. If the organization did not check a box on line 14, 19a, or 19b, check this box and see instructions . .
JSA Schedule A (Form 990) 2022
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HACKENSACK MERI DI AN HEALTH, | NC. 01- 0649794
Schedule A (Form 990) 2022 Page 4
Supporting Organizations
(Complete only if you checked a box on line 12 of Part I. If you checked box 12a, Part I, complete Sections A
and B. If you checked box 12b, Part |, complete Sections A and C. If you checked box 12c, Part |, complete
Sections A, D, and E. If you checked box 12d, Part |, complete Sections A and D, and complete Part V.)
Section A. All Supporting Organizations

Yes| No

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

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

3a Did the organization have a supported organization described in section 501(c)(4), (5), or (6)? If "Yes," answer
lines 3b and 3c below. 3a

b 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

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

b Did the organization have ultimate control and discretion in deciding whether to make grants to the foreign
supported organization? If "Yes," describe in Part VI how the organization had such control and discretion
despite being controlled or supervised by or in connection with its supported organizations. 4b

¢ Did the organization support any foreign supported organization that does not have an IRS determination
under sections 501(c)(3) and 509(a)(1) or (2)? If "Yes," explain in Part VI what controls the organization used
to ensure that all support to the foreign supported organization was used exclusively for section 170(c)(2)(B)
purposes. 4c

5a Did the organization add, substitute, or remove any supported organizations during the tax year? If "Yes,"
answer lines 5b and 5c 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 | X

b 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

6 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 X

7  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). 7

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

b Did one or more disqualified persons (as defined on 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 on 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

10a 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 line 10b below. 10a X

b Did the organization have any excess business holdings in the tax year? (Use Schedule C, Form 4720, to
determine whether the organization had excess business holdings.) 10b

Schedule A (Form 990) 2022
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HACKENSACK MERI DI AN HEALTH, | NC. 01- 0649794

Schedule A (Form 990) 2022 Page 5
EIgM\l 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 on lines 11b and
11c below, the governing body of a supported organization? lla X
A family member of a person described on line 11a above? 11b X
X

A 35% controlled entity of a person described on line 11a or 11b above? If "Yes" to line 11a, 11b, or 11c,
provide detail in Part VI. 11c
Section B. Type | Supporting Organizations

Yes| No

1 Did the governing body, members of the governing body, officers acting in their official capacity, or membership of one or
more supported organizations have the power to regularly appoint or elect at least a majority of the organization's officers,
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 officers, 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| X

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 X

3 By reason of the relationship described on line 2, above, 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 X

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 governmental entity (see instructions).
Yes| No

2 Activities Test. Answer lines 2a and 2b 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 | X

b Did the activities described on line 2a, above, 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. 20 | X

3 Parent of Supported Organizations. Answer lines 3a and 3b 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? If "Yes" or "No," 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
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Type Il Non-Functionally Integrated 509(a)(3) Supporting Organizations

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.

Section A - Adjusted Net Income

(A) Prior Year

(B) Current Year
(optional)

Net short-term capital gain

Recoveries of prior-year distributions

Other gross income (see instructions)

Add lines 1 through 3.

Depreciation and depletion

A W I[N |-

o (O [W(N (-

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

7

Other expenses (see instructions)

8

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

Section B - Minimum Asset Amount

(A) Prior Year

(B) Current Year
(optional)

1

Aggregate fair market value of all non-exempt-use assets (see
instructions for short tax year or assets held for part of year):

Average monthly value of securities

la

Average monthly cash balances

1b

Fair market value of other non-exempt-use assets

1c

Total (add lines 1a, 1b, and 1c)

1d

0|0 |To|®

Discount claimed for blockage or other factors
(explain in detail in Part VI):

Acquisition indebtedness applicable to non-exempt-use assets

w

Subtract line 2 from line 1d.

w

IN

Cash deemed held for exempt use. Enter 0.015 of line 3 (for greater amount,
see instructions).

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

Multiply line 5 by 0.035.

Recoveries of prior-year distributions

(N[O (O

Minimum Asset Amount (add line 7 to line 6)

N ENRIRIGEES

Section C - Distributable Amount

Current Year

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

Enter 0.85 of line 1.

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

Enter greater of line 2 or line 3.

Income tax imposed in prior year

A |W I[N |-

o OB |WI|N |-

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

6

~

Check here if the current year is the organization's first as a non-functionally integrated Type Ill supporting organization

(see instructions).

JSA

2E1231 1.000

5060RT M22D V22-7.7F 3668311

Schedule A (Form 990) 2022

79



HACKENSACK MERI DI AN HEALTH, | NC.

Schedule A (Form 990) 2022

01- 0649794

Page 7

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

Section D - Distributions

Current Year

1 Amounts paid to supported organizations to accomplish exempt purposes 1
2 Amounts paid to perform activity that directly furthers exempt purposes of supported
organizations, in excess of income from activity 2
3 Administrative expenses paid to accomplish exempt purposes of supported organizations 3
4  Amounts paid to acquire exempt-use assets 4
5 Qualified set-aside amounts (prior IRS approval required - provide details in Part VI) 5
6 Other distributions (describe in Part VI). See instructions. 6
7 Total annual distributions. Add lines 1 through 6. 7
8 Distributions to attentive supported organizations to which the organization is responsive
(provide details in Part VI). See instructions. 8
9 Distributable amount for 2022 from Section C, line 6 9
10 Line 8 amount divided by line 9 amount 10

Section E - Distribution Allocations (see instructions)

0]

Excess Distributions

(iD)

Underdistributions

(iii)
Distributable

Pre-2022 Amount for 2022

1 Distributable amount for 2022 from Section C, line 6

2 Underdistributions, if any, for years prior to 2022
(reasonable cause required - explain in Part VI). See
instructions.

3 Excess distributions carryover, if any, to 2022

a From?2017 .......

b From2018 .......

c From2019 .......

d From2020 .......

e From2021 .......

f  Total of lines 3a through 3e

g Applied to underdistributions of prior years

h  Applied to 2022 distributable amount

i Carryover from 2017 not applied (see instructions)

i Remainder. Subtract lines 3g, 3h, and 3i from line 3f.

4 Distributions for 2022 from
Section D, line 7: $

a Applied to underdistributions of prior years
b Applied to 2022 distributable amount
¢ Remainder. Subtract lines 4a and 4b from line 4.

5 Remaining underdistributions for years prior to 2022, 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 2022. Subtract lines 3h
and 4b from line 1. For result greater than zero, explain in
Part VI. See instructions.

7 Excess distributions carryover to 2023. Add lines 3j
and 4c.

8 Breakdown of line 7:

a Excess from 2018, ., . .
b Excess from 2019, , . .
¢ Excess from 2020. . . .
d Excess from 2021, . . .
e Excess from 2022, . . .

JSA
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HACKENSACK MERI DI AN HEALTH, | NC. 01- 0649794
Schedule A (Form 990 or 990-EZ) 2022 Page 8
Supplemental Information. Provide the explanations required by Part Il, line 10; Part ll, 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.)

SCHEDULE A; PART |

THE PUBLI C CHARI TY STATUS REFLECTED ON SCHEDULE A, PART | IS FOR THE
ELEVEN FOUNDATI ONS | NCLUDED I N THI'S GROUP FORM 990 AS THEY REPRESENT THE
LARGEST NUVBER OF SUBORDI NATES | N A SPECI FI C PUBLI C CHARI TY STATUS. THESE
ORGANI ZATI ONS DESCRI BED | N | NTERNAL REVENUE CODE SECTI ON 170(B) (1) (A) (V1)
AND | NCLUDED | N THE GROUP EXEMPTI ON RULI NG ARE HACKENSACK MERI DI AN HEALTH
FOUNDATI ON, | NC., HACKENSACK UNI VERSI TY MEDI CAL CENTER FOUNDATI ON, | NC.
JERSEY SHORE UNI VERSI TY MEDI CAL CENTER FOUNDATI ON, INC., RIVERVI EW

MEDI CAL CENTER FOUNDATI ON, | NC., OCEAN UNI VERSI TY MEDI CAL CENTER

FOUNDATI ON, I NC., SOUTHERN OCEAN MEDI CAL CENTER FOUNDATI ON, | NC., BAYSHORE
MEDI CAL CENTER FOUNDATI ON, I NC., RARI TAN BAY HEALTHCARE FOUNDATI ON, | NC.,
PALI SADES MEDI CAL CENTER FOUNDATI ON, |INC., JFK UNI VERSI TY MEDI CAL CENTER
FOUNDATI ON, I NC.,  AND MUHLENBERG FOUNDATI ON, | NC. OUTLI NED BELOW IS THE
PUBLI C CHARI TY STATUS FOR ALL OTHER SUBORDI NATE ORGANI ZATI ONS | NCLUDED | N

THE GROUP EXEMPTI ON RULI NG AND THI S CONSCLI DATED GROUP FORM 990:

HVH HOSPI TALS CORPORATI ON;, SCHEDULE A, PART |, LINE 3, | NTERNAL REVENUE

CODE SECTI ON 170(B) (1) (A) (111) ORGANI ZATI ON;

HEALTH | NNOVATI ONS UNLI M TED, | NC.; SCHEDULE A, PART |, LINE 10, | NTERNAL

REVENUE CODE SECTI ON 509(A) (2) ORGANI ZATI ON;

HACKENSACK MERI DI AN HEALTH REALTY CORPORATI ON; SCHEDULE A, PART |, LINE

12C, | NTERNAL REVENUE CODE SECTI ON 509( A) (3) ORGANI ZATI ON;
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HACKENSACK MERI DI AN HEALTH, | NC. 01- 0649794
Schedule A (Form 990 or 990-EZ) 2022 Page 8
Supplemental Information. Provide the explanations required by Part Il, line 10; Part ll, 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.)

HACKENSACK MERI DI AN AMBULATORY CARE, | NC.; SCHEDULE A, PART |, LINE 10,

| NTERNAL REVENUE CODE SECTI ON 509( A) (2) ORGANI ZATI ON;

BERGEN HEALTH MANAGEMENT SYSTEM | NC.; SCHEDULE A, PART |, LINE 2,

| NTERNAL REVENUE CODE SECTI ON 509( A) (1) ORGANI ZATI ON;

MJUHLENBERG REG ONAL MEDI CAL CENTER, I NC.; SCHEDULE A, PART I, LINE 10,

| NTERNAL REVENUE CODE SECTI ON 509( A) (2) ORGANI ZATI ON;

HARTWYCK AT CAK TREE, INC.; SCHEDULE A, PART I, LINE 10, |NTERNAL REVENUE

CODE SECTI ON 509( A) (2) ORGANI ZATI ON;

HACKENSACK MERI DI AN QUTPATI ENT SERVI CES, | NC.; SCHEDULE A, PART |, LINE

10, | NTERNAL REVENUE CODE SECTI ON 509( A) (2) ORGANI ZATI ON;

HVH CARRIER CLINIC, I NC.; SCHEDULE A, PART |, LINE 10, | NTERNAL REVENUE

CODE SECTI ON 170(B) (1) (A) (111) ORGANI ZATI ON,

CENTER FOR DI SCOVERY AND | NNOVATI ON, I NC.; SCHEDULE A, PART |, LINE 10,

| NTERNAL REVENUE CODE SECTI ON 170(B) (1) (A) (111) ORGANI ZATI ON.
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HACKENSACK MERI DI AN HEALTH, | NC. 01- 0649794
Schedule A (Form 990 or 990-EZ) 2022 Page 8
Supplemental Information. Provide the explanations required by Part Il, line 10; Part ll, 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.)

SCHEDULE A, PART 11, SECTION A, LINE 1
UNUSUAL GRANTS EXCLUDED FROM SCHEDULE A, PART 11, SECTION A, LINE 1
| NCLUDE:

2018: $4,900, 000; $1, 000,000 AND $1, 000, 000
2019: $5, 000, 000 AND $3, 006, 000

2020: $7,182,040 AND $8, 000, 000

2021: $5, 000, 000

2022: NONE

SCHEDULE A, PART 11, LINE 10

OTHER | NCOVE | NCLUDES GAM NG NET | NCOME AND SALE OF | NVENTORY NET | NCOVE.

SCHEDULE A, PART 111, LINE 12

OTHER | NCOVE | NCLUDES M SCELLANEQUS | NCOVE, MANAGEMENT FEES, AND SALE OF

I NVENTORY NET | NCOME.
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HACKENSACK MERI DI AN HEALTH, | NC. 01- 0649794
Schedule A (Form 990 or 990-EZ) 2022 Page 8
Supplemental Information. Provide the explanations required by Part Il, line 10; Part ll, 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.)

SCHEDULE A, PART 1V, SECTION A, QUESTION 1

HACKENSACK MERI DI AN HEALTH REALTY CORPORATI ON'S GOVERNI NG DOCUMENTS STATE
THAT | T SUPPORTS HACKENSACK MERI DI AN HEALTH AND | TS AFFI LI ATES. THE

AFFI LI ATES ARE THOSE ORGANI ZATI ONS LI STED I N SCHEDULE A, PART |, LINE
12G. THERE | S A HI STORI C AND CONTI NUI NG RELATI ONSHI P BETWEEN THESE

ORGANI ZATI ONS | N WH CH HACKENSACK MERI DI AN HEALTH REALTY CORPORATI ON

HOLDS THE TI TLE OF THE PROPERTY ON BEHALF OF THESE AFFI LI ATES.

SCHEDULE A, PART 1V, SECTION A, QUESTI ON 5A

EFFECTI VE 1/ 1/ 2022, HACKENSACK MERI DI AN AMBULATORY VENTURES, |INC. (EIN
46-1227706) AND ROBERT WOOD JOHNSON JR. LI FESTYLE | NSTI TUTE, INC. (EIN
22-2421433) MERCED | NTO HVH RESI DENTI AL CARE, |NC. (EIN 22-2731440). HWH
RESI DENTI AL CARE, I NC. CHANGED I TS NAME TO HACKENSACK MERI DI AN AMBULATORY
CARE, INC. THE AUTHORI TY TO MERGE TWO NEW JERSEY NONPROFI T CORPORATI ONS
'S SET FORTH IN THE NONPROFI T CORPCRATI ONS ACT, NJSA 15A - 1.1 ET SEQ
APPROVI NG SUCH A MERGER WAS | NCLUDED I N THE MEMBER RESERVED POWNERS UNDER
THE GOVERNI NG DOCUMENTS FOR BOTH HACKENSACK MERI DI AN AMBULATORY VENTURES,
I NC., ROBERT WOOD JOHNSON JR. LI FESTYLE I NSTI TUTE, | NC. AND HWH

RESI DENTI AL CARE, | NC. HACKENSACK MERI DI AN HEALTH, I NC., WH CH WAS THE
SCLE MEMBER OF EACH OF HACKENSACK MERI DI AN AMBULATORY VENTURES, | NC. AND
ROBERT WOOD JOHNSON JR. LI FESTYLE | NSTI TUTE, INC., APPROVED THE MERGER

BY ACTION OF I TS BOARD, AS DI D THE BOARDS OF BOTH HACKENSACK MERI DI AN
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HACKENSACK MERI DI AN HEALTH, | NC. 01- 0649794
Schedule A (Form 990 or 990-EZ) 2022 Page 8
Supplemental Information. Provide the explanations required by Part Il, line 10; Part ll, 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.)

AVBULATORY VENTURES, | NC. AND ROBERT WOOD JOHNSON JR. LI FESTYLE

I NSTI TUTE, I NC. THE REASONS FOR THE MERGER OF HACKENSACK MERI DI AN
AVBULATORY VENTURES, | NC. AND ROBERT WOOD JOHNSON JR. LI FESTYLE

I NSTI TUTE, I NC. | NTO HWH RESI DENTI AL CARE, | NC. WERE SEVERAL, | NCLUDI NG
STANDARDI ZATI ON, EFFI Cl ENCI ES AND CONSI STENCY | N HOSPI TAL OPERATI ONS,
CONSI STENT GOVERNANCE OF ALL HWVH HOSPI TALS BY A SI NGLE BOARD,

STANDARDI ZATI ON | N TERM5S OF OPERATI ONS AND DELI VERY OF QUALITY CARE TO
OUR PATI ENTS, EFFI Cl ENCI ES AND REDUCTI ON OF MULTI PLE BOARD MEETI NGS, AND
AN ALI GNMENT | N OPERATI ONS AND GOVERNANCE AMONG ALL HOSPI TALS I N THE
NETWORK UNDER A SI NGLE CORPORATE OPERATI ONAL STRUCTURE AND BOARD. THE
ACTI ON WAS ACCOWVPLI SHED BY THE FI LI NG OF A CERTI FI CATE OF MERGER AND PLAN

OF MERGER W TH THE STATE OF NEW JERSEY - COPY ATTACHED.

EFFECTI VE 4/ 1/ 2022, HACKENSACK MERI DI AN HEALTH REALTY CORPORATI ON (EI N:
22-3200147) MERCED | NTO HACKENSACK MERI DI AN AMBULATORY CARE, INC. THE
AUTHORI TY TO MERGE TWO NEW JERSEY NONPRCOFI T CORPCORATIONS IS SET FORTH I N
THE NONPRCOFI T CORPORATI ONS ACT, NJSA 15A - 10-1 ET SEQ THE ACTI ON WAS
ACCOWPLI SHED BY THE FI LI NG OF A CERTI FI CATE OF MERGER AND PLAN OF MERGER

W TH THE STATE OF NEW JERSEY - COPY ATTACHED.
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HACKENSACK MERI DI AN HEALTH, | NC. 01- 0649794

Schedule A (Form 990 or 990-EZ) 2022

Page 8

Supplemental Information. Provide the explanations required by Part Il, line 10; Part ll, line 17a or 17b; Part
lll, line 12; Part IV, Section A, lines 1, 2, 3b, 3c, 4b, 4c, 5a, 6, 9a, 9b, 9c, 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.)

SCHEDULE A, PART 1V, SECTION D, QUESTION 3

THE SUPPORTED ORGANI ZATI ONS HAVE A SIGNIFICANT VOCE IN TH' S

ORGANI ZATI ON' S | NVESTMENT POLI CIES AND I N DI RECTI NG THE USE OF THI S
ORGANI ZATI ON' S | NCOVE OR ASSETS SI NCE THEY ARE ALL AFFI LI ATES W THI N
HACKENSACK MERI DI AN HEALTH, A TAX- EXEMPT | NTEGRATED HEALTHCARE DELI VERY
SYSTEM ALL ORGANI ZATI ONS, | N KEEPI NG W TH THE CHARI TABLE M SSI ON OF
HACKENSACK MERI DI AN HEALTH AND I N FURTHERI NG THE CONTI NUUM OF CARE, WORK
TOGETHER TO PROVI DE MEDI CALLY NECESSARY HEALTHCARE SERVI CES TO ALL

I NDI VI DUALS | N A NONDI SCRI M NATORY MANNER REGARDLESS OF RACE, COLOR,

CREED, SEX, NATIONAL ORIG N COR ABILITY TO PAY.

SCHEDULE A, PART 1V, SECTION E, QUESTION 2A

I N ACCORDANCE W TH I TS STATED M SSI ON AND CHARI TABLE PURPCSES, HACKENSACK
MERI DI AN HEALTH REALTY CORPORATI ON FURTHERS THE EXEMPT PURPCSES OF I TS
SUPPORTED CORGANI ZATI ONS BY ACQUI RI NG, CONSTRUCTI NG, FI NANCI NG, OPERATI NG

AND OMNI NG OR LEASI NG PROPERTY FOR THEI R BENEFI T.
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HACKENSACK MERI DI AN HEALTH, | NC. 01- 0649794

Schedule A (Form 990 or 990-EZ) 2022 Page 8

Supplemental Information. Provide the explanations required by Part Il, line 10; Part ll, line 17a or 17b; Part
lll, line 12; Part IV, Section A, lines 1, 2, 3b, 3c, 4b, 4c, 5a, 6, 9a, 9b, 9c, 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.)

SCHEDULE A, PART 1V, SECTION E, QUESTION 2B

THE ACTI VI TI ES OF HACKENSACK MERI DI AN HEALTH REALTY CORPORATI ON DESCRI BED
ABOVE | N OUR RESPONSE TO PART 1V, SECTION E, QUESTI ON 2A CONSTI TUTE
ACTIVITIES THAT, BUT FOR HACKENSACK MERI DI AN HEALTH REALTY CORPCRATI ON' S

I N\VOLVEMENT, THE SUPPORTED ORGANI ZATI ONS WOULD NORMALLY BE I NVOLVED AS I T
I S NECESSARY FOR THEM TO CONSTRUCT, FI NANCE, OPERATE, OMAN OR LEASE
PROPERTY I N ORDER TO FURTHER THEI R EXEMPT PURPOSES AND PROVI DE THE BEST

HEALTH CARE SERVI CES TO THE COVWUNI TY.
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HACKENSACK MERI DI AN HEALTH, | NC

Schedule A (Form 990 or 990-EZ) 2022

01- 0649794

Page 8

Supplemental Information. Provide the explanations required by Part Il, line 10; Part ll, line 17a or 17b; Part
lll, line 12; Part IV, Section A, lines 1, 2, 3b, 3c, 4b, 4c, 5a, 6, 9a, 9b, 9c, 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.)

SCHEDULE A, PART | - | NFORVATI ON ABOUT SUPPORTED ORGANI ZATI ONS

(1) NAME COF SUPPORTED ORGANI ZATI ON

(V) AMOUNT OF  (VI) AMOUNT OF

HVH HOSPI TALS CORPORATI ON

HACKENSACK MERI DI AN AMBULATORY CARE, | NC.

JERSEY SHORE UNI VERSI TY MEDI CAL CENTER FOUNDATI ON, | NC.
OCEAN UNI VERSI TY MEDI CAL CENTER FOUNDATI ON, | NC.

RI VERVI EW MEDI CAL CENTER FOUNDATI ON, | NC.

HACKENSACK MERI DI AN HEALTH FOUNDATI ON, | NC.

SOUTHERN OCEAN MEDI CAL CENTER FOUNDATI ON, | NC.
BAYSHORE MEDI CAL CENTER FOUNDATI ON, | NC.

HEALTH | NNOVATI ONS UNLI M TED, | NC

BERGEN HEALTH MANAGEMENT SYSTEM | NC.

HACKENSACK UNI VERSI TY MEDI CAL CENTER FOUNDATI ON, | NC.
RARI TAN BAY HEALTHCARE FOUNDATI ON, | NC

PALI SADES MEDI CAL CENTER FOUNDATI ON, | NC.

JOHN F. KENNEDY UNI VERSI TY MEDI CAL CENTER FOUNDATI ON, | NC.

MUHLENBERG REG ONAL MEDI CAL CENTER FOUNDATI ON, | NC.
HARTWYCK AT OAK TREE, | NC.

HWH CARRI ER CLINIC, INC

MUHLENBERG REG ONAL MEDI CAL CENTER, | NC.

CENTER FOR DI SCOVERY AND | NNOVATI ON, | NC
HACKENSACK MERI DI AN QUTPATI ENT SERVI CES, | NC

TOTAL AMOUNT OF SUPPORT

(111) TYPE OF  (1'V)
(11) EIN ORGANI ZATION  YES NO
22-1487576 3 X
22-2731440 10 X
22-2342452 7 X
22-2361311 7 X
22-2333524 7 X
30-0107825 7 X
22-2666099 7 X
22-2367109 7 X
22-2581430 10 X
22-2989731 2 X
22-2339534 7 X
22- 2656665 7 X
22-3693169 7 X
22-2315044 7 X
51-0212678 7 X
22-2666023 10 X
22-1714106 3 X
22-1487258 10 X
35-2662866 4 X
20-4144804 10 X

SUPPORT OTHER SUPPORT
NONE NONE
NONE NONE
NONE NONE
NONE NONE
NONE NONE
NONE NONE
NONE NONE
NONE NONE
NONE NONE
NONE NONE
NONE NONE
NONE NONE
NONE NONE
NONE NONE
NONE NONE
NONE NONE
NONE NONE
NONE NONE
NONE NONE
NONE NONE
NONE NONE
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SCHEDULE C Political Campaign and Lobbying Activities | oM No. 1545-0047

(Form 990)
For Organizations Exempt From Income Tax Under section 501(c) and section 527 2@22

Complete if the organization is described below. Attach to Form 990 or Form 990-EZ. Open to Public
Go to www.irs.gov/Form990 for instructions and the latest information. Inspection

Department of the Treasury
Internal Revenue Service

If the organization answered "Yes," on Form 990, Part IV, line 3, or Form 990-EZ, Part V, line 46 (Political Campaign Activities), then
® Section 501(c)(3) organizations: Complete Parts I-A and B. Do not complete Part I-C.

® Section 501(c) (other than section 501(c)(3)) organizations: Complete Parts I-A and C below. Do not complete Part I-B.
® Section 527 organizations: Complete Part I-A only.
If the organization answered "Yes," on Form 990, Part IV, line 4, or Form 990-EZ, Part VI, line 47 (Lobbying Activities), then
® Section 501(c)(3) organizations that have filed Form 5768 (election under section 501(h)): Complete Part II-A. Do not complete Part 11-B.
® Section 501(c)(3) organizations that have NOT filed Form 5768 (election under section 501(h)): Complete Part II-B. Do not complete Part II-A.

If the organization answered "Yes," on Form 990, Part IV, line 5 (Proxy Tax) (See separate instructions) or Form 990-EZ, Part V, line 35c (Proxy
Tax) (See separate instructions), then

® Section 501(c)(4), (5), or (6) organizations: Complete Part IlI.
Name of organization HACKENSACK NMERI DI AN HEALTH, | NC. Employer identification number
- SUBORDI NATES 01- 0649794
Complete if the organization is exempt under section 501(c) or is a section 527 organization.
1 Provide a description of the organization's direct and indirect political campaign activities in Part IV. See instructions for
definition of "political campaign activities."

2 Political campaign activity expenditures. See instructions . . . . . . . . . . . . . i $
3 Volunteer hours for political campaign activities. Seeinstructions . . . . . . . . .« c v v v o o . .
Complete if the organization is exempt under section 501(c)(3).
1 Enter the amount of any excise tax incurred by the organization under section4955, , . . . . .. $
2 Enter the amount of any excise tax incurred by organization managers under section4955 , , , . $
3 If the organization incurred a section 4955 tax, did it file Form 4720 for thisyear? , . . .. ... ........ H Yes H No
4a Was acormection Made? . . . . . . . . it i it et e e e e e e e e e e e e Yes No

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

1 Enter the amount directly expended by the filing organization for section 527 exempt function

ACHVILIES . L L L L e e e e e $
2 Enter the amount of the filing organization's funds contributed to other organizations for section
527 exemptfunction activities , |, . . . . . . .. . . . i e e e e e e e e e e $
3 Total exempt function expenditures. Add lines 1 and 2. Enter here and on Form 1120-POL,
e L7 e e e e e $
4 Did the filing organization file Form 1120-POL forthisyear? . . . . . . . . . . . @ v i v i i e e e e e e e e e |_, Yes |_, No

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

(a) Name (b) Address (c) EIN (d) Amount paid from (e) Amount of political
filing organization's contributions received and
funds. If none, enter -0-. promptly and directly

delivered to a separate
political organization.
If none, enter -0-.

1)

2

(3)

4)

(5)

(6)

For Paperwork Reduction Act Notice, see the Instructions for Form 990 or 990-EZ. Schedule C (Form 990) 2022
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Schedule C (Form 990) 2022 HACKENSACK NMERI DI AN HEALTH, | NC. 01- 0649794 Page 2

HWHIPY Complete if the organization is exempt under section 501(c)(3) and filed Form 5768 (election under
section 501(h)).

A Check |_, if the filing organization belongs to an affiliated group (and list in Part IV each affiliated group member's name, address,
EIN, expenses, and share of excess lobbying expenditures).

B Check |:| if the filing organization checked box A and "limited control" provisions apply.

Limits on Lobbying Expenditures (a) Filing (b) Affiliated
(The term "expenditures" means amounts paid or incurred.) organization's totals group totals

la Total lobbying expenditures to influence public opinion (grassroots lobbying) . . . . .
Total lobbying expenditures to influence a legislative body (direct lobbying) . . . . . .
Total lobbying expenditures (add lineslaand1b). . . ... ... ... ........
Other exempt purpose expenditures . . . . . . v v v v v v v vt b e e e e
Total exempt purpose expenditures (add lineslcand1d). . . .. ... ... .. ...
Lobbying nontaxable amount. Enter the amount from the following table in both
columns.
If the amount on line 1e, column (a) or (b) is:| The lobbying nontaxable amount is:
Not over $500,000 20% of the amount on line le.
Over $500,000 but not over $1,000,000 $100,000 plus 15% of the excess over $500,000.
Over $1,000,000 but not over $1,500,000 [$175,000 plus 10% of the excess over $1,000,000.
Over $1,500,000 but not over $17,000,000 |[$225,000 plus 5% of the excess over $1,500,000.
Over $17,000,000 $1,000,000.
g Grassroots nontaxable amount (enter 25% ofline 1f) . . . ... ... ... ... ...
h Subtract line 1g from line 1a. If zeroorless,enter-0- . . . . . ... ... .......
i Subtract line 1f from line 1c. If zeroorless, enter-0-, . . . . . . . . . o v v v o v ..
j If there is an amount other than zero on either line 1h or line 1i, did the organization file Form 4720
reporting section 4911 taxforthisyear? . . . . v v i v i i i i i i i e e e e e e e e |:| Yes |:| No
4-Year Averaging Period Under Section 501(h)
(Some organizations that made a section 501(h) election do not have to complete all of the five columns below.
See the separate instructions for lines 2a through 2f.)

- ®O QO O T

Lobbying Expenditures During 4-Year Averaging Period

Calendar year (or fiscal year (a) 2019 (b) 2020 (c) 2021 (d) 2022 (e) Total
beginning in)

2a Lobbying nontaxable amount

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

Cc Total lobbying expenditures

d Grassroots nontaxable amount

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

f Grassroots lobbying expenditures

Schedule C (Form 990) 2022
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Schedule C (Form 990) 2022 HACKENSACK NMERI DI AN HEALTH, | NC. 01- 0649794 Page 3

EWHIE=0 Complete if the organization is exempt under section 501(c)(3) and has NOT filed Form 5768
(election under section 501(h)).

@ (b)

For each "Yes," response on lines la through 1i below, provide in Part IV a detailed
description of the lobbying activity. Yes | No Amount
1 During the year, did the filing organization attempt to influence foreign, national, state, or local
legislation, including any attempt to influence public opinion on a legislative matter or
referendum, through the use of:

@ VOINEEIS? | . L L o o it ittt e e e e e e e e X

b Paid staff or management (include compensation in expenses reported on lines 1c through 1i)? X

c MediaadvertiSEments? . . . & v v v vt i e e e e e e e e e e e e e e e e e e X

d Mailings to members, legislators, orthe public?., . . .. .. ... ... .. ' urn.. X

e Publications, or published or broadcast statements? ., . . . . . . .. .. & &' vt urn.. X

f Grants to other organizations for lobbying purposes? . . . . . . . . .. . o 0o oo o e X

g Direct contact with legislators, their staffs, government officials, or a legislative body? . . . . . . X 661, 053.

h Rallies, demonstrations, seminars, conventions, speeches, lectures, or any similar means?. . . . X

i OtheractivitieS? . . . . . . i i st i e e e e e e e e e e e e e e e e e e e e e X 422,214,

j Total. Add lines 1cthrough 1i . . . v o v v v i i o s e e e e s e s s e e e e s 1, 083, 267.
2a Did the activities in line 1 cause the organization to be not described in section 501(c)(3)? . . . X

b If "Yes," enter the amount of any tax incurred under section4912. . . . . . . . . . . ...

c If "Yes," enter the amount of any tax incurred by organization managers under section 4912 , ,

d If the filing organization incurred a section 4912 tax, did it file Form 4720 for thisyear?. . . . . X
Complete if the organization is exempt under section 501(c)(4), section 501(c)(5), or section

501(c)(6).
Yes | No

1 Were substantially all (90% or more) dues received nondeductible by members?> 1
2 Did the organization make only in-house lobbying expenditures of $2,000 orless? = . . . . . .. . .. ... 2
3  Did the organization agree to carry over lobbying and political campaign activity expenditures from the prior year? | 3

EWRIERE Complete if the organization is exempt under section 501(c)(4), section 501(c)(5), or section
501(c)(6) and if either (a) BOTH Part lll-A, lines 1 and 2, are answered "No" OR (b) Part Ill-A, line 3, is
answered "Yes."

Dues, assessments and similar amounts from members . . . . . . . . v v v it e e e e e e e e e e e e e 1

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

S O =Y 01 Y=Y 2a
Carryover from lastyear. . . . . o v v i v i e e e e e e e e e e e e e e e e e e e e e 2b
L0 2¢c

3 Aggregate amount reported in section 6033(e)(1)(A) notices of nondeductible section 162(e) dues- - . . . 3

4 If notices were sent and the amount on line 2c exceeds the amount on line 3, what portion of the
excess does the organization agree to carryover to the reasonable estimate of nondeductible lobbying

and political expenditures NeXt Year?. « « v v v v vt v vt v e e e e e e e e e e e e e e e
5 Taxable amount of lobbying and political expenditures. See inStructions. . . « v v v v v v v v v @ 0w w e 5

Part IV Supplemental Information
Provide the descriptions required for Part I-A, line 1; Part I-B, line 4; Part I-C, line 5; Part II-A (affiliated group list); Part II-A, lines 1 and
2 (See instructions); and Part II-B, line 1. Also, complete this part for any additional information.

SEE PACE 4

JSA Schedule C (Form 990) 2022
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Schedule C (Form 990 or 990-EZ) 2022 HACKENSACK MERI DI AN HEALTH, | NC. 01- 0649794 Page 4
Supplemental Information (continued)

SCHEDULE C, PART 11-B; LINES 1G AND 1l

DURI NG 2022, THE ORGANI ZATI ON PAI D OUTSI DE LOBBYI NG FI RV5 A TOTAL OF
$412, 825 FOR LOBBYI NG ON A FEDERAL AND STATE LEVEL RELATED TO MEDI CARE,

MEDI CAl D AND OTHER HEALTHCARE LEG SLATI VE MATTERS.

THE ORGANI ZATlI ON HAS ALLOCATED TOWARD LOBBYI NG ACTI VITY A PERCENTAGE OF
COVPENSATI ON PAI D TO CERTAI N SENI OR MANAGEMENT PERSONNEL TO REPRESENT
TI ME SPENT ADDRESSI NG FEDERAL AND STATE HEALTHCARE MATTERS. THI S

ALLOCATI ON AMOUNTED TO $248, 228 | N 2022.

THE ORGANI ZATION | S A MEMBER OF THE AMERI CAN HOSPI TAL ASSCCI ATI ON, THE
NEW JERSEY BUSI NESS AND | NDUSTRY ASSCOCI ATI ON, THE AMERI CAN MEDI CAL
REHABI LI TATI ON PROVI DERS ASSOCI ATI ON, THE GREATER NY HOSPI TAL

ASSOCI ATI ON, NEW JERSEY HOSPI TAL ASSCCI ATI ON AND FAI R SHARE HOSPI TALS
COLLABCRATI VE, WHI CH ALL ENGAGE | N LOBBYI NG EFFORTS ON BEHALF OF THEIR
MEMBER HOSPI TALS. A PORTI ON OF THE DUES PAI D TO THESE ORGANI ZATI ONS HAS
BEEN ALLOCATED TO LOBBYI NG ACTI VI TI ES PERFORMED ON BEHALF OF THE

ORGANI ZATI ON.  THI S ALLOCATI ON AMOUNTED TO $422, 214 | N 2022.

ISA Schedule C (Form 990 or 990-EZ) 2022
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SCHEDULE D . . OMB No. 1545-0047
(Form 990) Supplemental Financial Statements | ove o
Complete if the organization answered "Yes" on Form 990, 2@22

Part IV, line 6, 7, 8, 9, 10, 11a, 11b, 11c, 11d, 11e, 11f, 12a, or 12b.

Department of the Treasury Attach to Form 990. Open to Public

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

Name of the organization HACKENSACK MERI DI AN HEALTH. | NC. Employer identification number

- SUBORDI NATES 01- 0649794

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 atendofyear. . . ... ... ..
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? . . . . . . . L L L L L L 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 (for example, 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 a e e 2a
b Total acreage restricted by conservationeasements . . . . . ... ... ...t 2b
¢ Number of conservation easements on a certified historic structure includedin(a). . . . . 2c
d Number of conservation easements included in (c) acquired after July 25, 2006, and not on
a historic structure listed in the National Register., . . . . . . . . v v v i v v v v v v e v u 2d
3 Number of conservation easements modified, transferred, released, extinguished, or terminated by the organization during the
tax year
4 Number of states where property subject to conservation easement is located
5 Does the organization have a written policy regarding the periodic monitoring, inspection, handling of

violations, and enforcement of the conservation easementsit holds? . . . . . . . ¢ ¢ v i v v v i i 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

8 Does each conservation easement reported on line 2(d) above satisfy the requirements of section 170(h)(4)(B)(i)
and section LTOM@B)M? . . . . . .+ o v e e et e e e e [ ves [Tno
9 In Part Xlll, 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.
m 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 organization elected, as permitted under FASB ASC 958, not to report in its revenue statement and balance sheet works
of art, historical treasures, or other similar assets held for public exhibition, education, or research in furtherance of public
service, provide in Part XllI the text of the footnote to its financial statements that describes these items.

b If the organization elected, as permitted under FASB 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 VI, line 1. . . v v v o v v v v i o e e e e e e e e e e e e e $
(ii) Assetsincluded in FOrm 990, Part X. . v & v v v v i v vt e e e e e e e e e e e e e e e e e e e $

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 FASB ASC 958 relating to these items:

a Revenueincluded on Form 990, Part VIII, lIne 1, . . . . v o v i v i i it e e e e e e e e e e e e $
b Assets included in FOrm 990, Part X. « & v v v v v v v v e v v e e e e e e e e e e e e e e e e e ke e e ke e s $
For Paperwork Reduction Act Notice, see the Instructions for Form 990. Schedule D (Form 990) 2022
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Schedule D (Form 990) 2022 HACKENSACK MERI DI AN HEALTH, | NC. 01- 0649794  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 make significant use of its
collection items (check all that apply):
a Public exhibition d B Loan or exchange program
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
Xl
5 During the year, did the organization solicit or receive donations of art, historical treasures, or other similar

-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

|:|No

b If "Yes," explain the arrangement in Part XIll and complete the following table:
Amount
c Beginning balance . . . . . . . .. .o e e e e e e 1c
d Additionsduringtheyear. . . . . . . . . o i i i i i i e e e e e e 1d
e Distributionsduringtheyear. . . . . .. . .. .. ittt le
f Endingbalance . . . . . . . . . . i e e e e e e e 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 , , . .. .. ...
WAl 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
1a Beginning of year balance . . . . 173, 044, 638. 167, 003, 613. 158, 968, 801. 162, 257, 233. 157, 006, 999.
b Contributions . « « « « « « . . .. 1,136, 391. 23, 550, 349. 1,052, 641. 1, 533, 685. 8, 630, 341.
¢ Net investment earnings, gains,
and 10SSeS . « « v e e -4, 010, 136. - 15, 396, 190. 7, 755, 196. 2, 488, 608. 4,713, 778.
d Grants or scholarships . . . . ..
e Other expenditures for facilities
and programs . . . . . .. ... 2,113, 135. 773, 025. 7, 310, 724. 8, 446, 525.
f Administrative expenses . . . . .
g End of year balance. . . . . . . . 170, 170, 893. 173, 044, 637. 167, 003, 613. 158, 968, 802. 161, 904, 593.
2 Provide the estimated percentage of the current year end balance (line 1g, column (a)) held as:
a Board designated or quasi-endowment 16. 6800 %
b Permanent endowment  50. 9800 %
Term endowment _ 32. 3400 %
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 b 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) X
(i) Related organizations . . 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 e e e e e e e 3a(ii) X
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.

Complete if t

Land, Bwldm%s and Equipment.
e 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. . ... ... n .. 137, 083, 325. 137, 083, 325.
b Buildings ................. 3146826922. | 1289303108. 1, 857, 523, 814.
¢ Leasehold improvements., . . ... ... 139, 020, 814. | 48, 613, 152. 90, 407, 662.
d Equipment. . ............... 2305291147. | 1421028469. 884, 262, 678.
e Other . . . . . . % % ' ', 692, 522, 796. | 21, 855, 404. 670, 667, 392.

3, 639, 944, 871.
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Schedule D (Form 990) 2022 HACKENSACK NMERI DI AN HEALTH, | NC. 01- 0649794 Page 3
EWAIl 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 « « « « « « « & v v 0 a 0w ..
(2) Closely held equity interests = « « « « v v v 0 v v s
(3) Other
G
(B)
©)
D)
6
(F)
©)
(H)
Total. (Column (b) must equal Form 990, Part X, col. (B) line 12.) . . .
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:

SEE SUPPLEMENTAL PAGE Cost or end-of-year market value
1)
(2)
3
4
(5
(6)
)
(8)
(9
Total. (Column (b) must equal Form 990, Part X, col. (B) line 13.) . . . 546, 652, 5908.

gl 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)ESTI MATED AMOUNTS DUE FROM
(2)TH RD PARTY PAYCRS AND
(3)OTHER RECEI VABLES 114, 927, 589.
(49DUE FROM RELATED PARTI ES 166, 742, 527.
(5)OTHER ASSETS 133, 914, 594.
(6)
(N
(8)
9
Total. (Column (b) must equal Form 990, Part X, col. (B)line 15.). . . . . . . . . . v v v v v i e i e e e 415, 584, 710.

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)TH RD PARTY PAYCRS 7,628, 871.
(3)ACCRUED PENSI ON OBLI GATI ON 8,477, 762.
(4DUE TO RELATED PARTI ES 403, 442, 723.
(5)OTHER CURRENT LI ABI LI TI ES 18, 440, 667.
(6)ACCRUED | NTEREST PAYABLE NONE
(NACCRUED RETI REMENT BENEFI TS 26, 789, 680.
(8)ACCRUED PROFESSI ONAL LI ABILITY 81, 002, 416.
(9)SWAP NONE
Total. (Column (b) must equal Form 990, Part X, col. (B) iN€ 25.) . . . . 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 545, 782, 119.
2. Liability for uncertain tax positions. In Part XllI, provide the text of the footnote to the organization's financial statements that reports the
organization's liability for uncertain tax positions under FASB ASC 740. Check here if the text of the footnote has been provided in Part XIII .
JSA Schedule D (Form 990) 2022
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Schedule D (Form 990) 2022 HACKENSACK MERI DI AN HEALTH, I NC 01- 0649794 Page 4
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
2 Amounts included on line 1 but not on Form 990, Part VIII, line 12:

a Net unrealized gains (losses)oninvestments . . . . ... ... ... ..... 2a

b Donated services and use of facilites . . . .. ................. 2b

¢ Recoveriesof prioryeargrants. . . . . . . . . . i i h e e e e e e e 2¢c

d Other (Describe iNPart XIL) . v v v v it e e e e e e e e e e e e 2d

e Addlines 2athrough2d . . . . .. i v it i it e e et e e e e e e e 2e
3 Subtractline2e fromline 1l . .. .. ... vt i ittt e e e e 3
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 vt o e e e e e e e e e e e 4b

C Addlines4aand 4b . . . . . . it i e e e e e e e e e e e e e e e e e e e e 4c
5  Total revenue. Add lines 3 and 4c. (This must equal Form 990, Partl,line12)) , , ... ... .. .. .. 5

EWPMI] 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 . . . . . .. ... ... ... ..., 1
2 Amounts included on line 1 but not on Form 990, Part IX, line 25:

a Donated services and use of facilites . . . . ... ... .. ... ....... 2a

b Prioryear adjustments . . . v v v v v v v e b i e e e e 2b

C OtherloSSES. & v v v it i e e e e e e e e e e e e e 2¢c

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

e Addlines2athrough2d . .. . .. i i it ittt ettt e e ae s e e e e 2e
3  Subtractline2e fromline 1 . . . . . ittt ittt e e e e e e 3
4 Amounts included on Form 990, Part IX, line 25, but not on line 1:

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

b Other (Describe iNPart XIIL) . . . v v vt i e e e e e e e e e e e 4b

C Addlines4aand 4b . . . . . . it i e e e e e e e e e e e e e e e e e e e e e 4c
5  Total expenses. Add lines 3 and 4c. (This must equal Form 990, Partl,line18.), , . ... ... ... .. 5

EWPMIIN Supplemental Information.
Provide the descriptions required for Part Il, lines 3, 5, and 9; Part lll, 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.

SEE SUPPLEMENTAL PACE

Schedule D (Form 990) 2022
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Schedule D (Form 990) 2022 HACKENSACK NMERI DI AN HEALTH, | NC. 01- 0649794 Page 5
RETSPMIIl Supplemental Information (continued)

SCHEDULE D, PART V, QUESTION 4

ENDOAVENT FUNDS ARE TO BE USED CONSI STENT W TH | NTENT AND | N FURTHERANCE
OF THE ORGANI ZATI ON' S CHARI TABLE TAX- EXEMPT PURPOSES. ENDOWENT FUNDS
HELP TO SUSTAIN A MYRI AD OF PROGRAMS AND ACTI VI TI ES, SUPPCRT PHYSI CI ANS,
AND HELP TO EXPAND AND | MPROVE MEDI CAL CENTER DEPARTMENTS AND BUI LDI NGS.

I N SPENDI NG ENDOWWENT FUNDS, THE ORGANI ZATI ON CONSI DERS THE PRESERVATI ON
OF THE ENDONED FUNDS, THE PURPOSES OF THE ENDOWED FUNDS, GENERAL ECONOM C
CONDI TIONS, THE HI STORI CAL, AS WELL AS EXPECTED, TOTAL RETURN FROM | NCOVE
AND THE APPRECI ATI ON OF | NVESTMENTS, AND THE STATED ENDOAVENT AND

I N\VESTMENT PCLI CI ES OF THE ORGANI ZATI ON.

UNLESS OTHERW SE REQUI RED BY DONOR | NTENT OR AGREEMENT, ALL ENDOWENT
FUNDS ARE COVM NGLED W TH THE ORGAN ZATI ON' S MASTER TRUST AND | NVESTED | N
ACCORDANCE W TH THE ORGANI ZATI ON' S | NVESTMENT POLI CY, WHI CH DI CTATES THE
TYPES OF | NVESTMENTS ALLOAED AND HOW AGGRESSI VE THE | NVESTMENT MANAGER
CAN BE I N MEETI NG RETURN TARCETS. THE | NVESTMENT PCLI CY EMPHASI ZES
PRESERVATI ON OF CAPI TAL, PROTECTI ON AGAI NST | NFLATI ON, AND A CONTI NUI NG

SCURCE OF | NCOVE.

SPENDI NG OF ENDOWVENT FUNDS SHALL BE DONE SOLELY FOR PURPOSES DI CTATED BY
THE TERVMS OF THE UNDERLYI NG G FT ACREEMENT(S) AND | S SUBJECT TO THE

OVERS| GHT OF THE ORGANI ZATI ON.

Schedule D (Form 990) 2022
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Schedule D (Form 990) 2022 HACKENSACK NMERI DI AN HEALTH, | NC. 01- 0649794 Page 5
RETSPMIIl Supplemental Information (continued)

SCHEDULE D, PART X, QUESTION 2

THE ORGAN ZATI ONS ARE AFFI LI ATES W THI N HACKENSACK MERI DI AN HEALTH, | NC.
AND AFFI LI ATES, A TAX- EXEMPT | NTEGRATED HEALTHCARE DELI VERY NETWORK
("NETWORK") . THE NETWORK | SSUES AUDI TED CONSOLI DATED FI NANCI AL STATEMENTS
PREPARED BY PRI CEWATERHOUSE COCPERS, L.L.P., AN | NDEPENDENT CPA FI RM

VH CH | NCLUDE ALL RELATED ENTI TI ES; | NCLUDI NG THE SUBORDI NATE

ORGANI ZATI ONS | NCLUDED | N THE GROUP EXEMPTI ON RULI NG AND THI S

CONSOLI DATED GROUP FORM 990. THE AUDI TED CONSCOLI DATED FI NANCI AL
STATEMENTS ALSO CONTAI N CONSCLI DATI NG SCHEDULES ON AN ENTI TY BY ENTI TY
BASIS. THE FIN 48 (ASC 740) DI SCLOSURE BELOW IS FROM THE NETWORK' S | NCOVE
TAX FOOTNOTE | NCLUDED | N THE SUMVARY OF SI GNI FI CANT ACCOUNTI NG POLI CI ES
FOOTNOTE OF | TS AUDI TED CONSOLI DATED FI NANCI AL STATEMENTS FOR THE YEAR

ENDI NG DECEMBER 31, 2022.

ALL OF THE NOT- FOR- PROFI T ENTI TI ES | NCLUDED | N THE CONSOLI DATED FI NANCI AL
STATEMENTS ARE CORPORATI ONS AS DESCRI BED | N SECTI ON 501(C) (3) OF THE

| NTERNAL REVENUE CODE (" CODE") AND ARE EXEMPT FROM FEDERAL | NCOVE TAXES
ON RELATED | NCOVME PURSUANT TO SECTI ON 501(A) OF THE CODE. THESE ENTI TI ES,
EXCEPT FOR THE PHYSI Cl AN PRACTI CES, ARE ALSO EXEMPT FROM STATE | NCOMVE
TAXES. PER THE REQUI REVENT TO ASSESS FOR TAX UNCERTAI NTY, MANAGEMENT HAS
DETERM NED THAT | T DOES NOT HAVE ANY SI GNI FI CANT UNCERTAI N TAX PCSI TI ONS

REQUI RED TO BE ACCRUED OR REPORTED.
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Schedule D (Form 990) 2022 HACKENSACK MERI DI AN HEALTH, | NC. 01- 0649794 Page 5

RETSPMIIl Supplemental Information (continued)

SCHEDULE D, PART VIII - | NVESTMENTS - PROGRAM RELATED
CosT

DESCRI PTI ON BOOK VALUE OR FW
CHARI TABLE G FT ANNUI TY 2,483, 738. FW
REVAI NDER TRUST RECEI VABLE 6, 509, 434. FW
BENEFI Cl AL | NTEREST I N
PERPETUAL TRUST 5,974, 905. FW
I NTEREST | N NET ASSETS BALANCE FW
OF FOUNDATI ONS 310, 401, 199. FW
CHARI TABLE REMAI NDER TRUST 13, 768, 585. FW
I NVESTMENT | N JO NT VENTURES 201, 461, 765. FW
ANNUI TY | NVESTMENTS 678, 287. FW
| RREVOCABLE W LL G FT REC 5,374, 685. FW
SPLI'T | NTEREST AGREEMENTS NONE FW
I NVEST | N DEFERRED COVP PLAN NONE FW
I NVESTMENT | N JO NT VENTURES NONE

TOTALS 546, 652, 598.
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SCHEDULE E SChOOlS | OMB No. 1545-0047

(Form 990) Complete if the organization answered "Yes" on Form 990, Part IV, line 13, or 2@22
Form 990-EZ, Part VI, line 48.

Department of the Treasury Attach to Form 990 or Form 990-EZ. Open to Public

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

Name of the organization HACKENSACK NMERI DI AN HEALTH, | NC. Employer identification number

- SUBORDI NATES 01- 0649794

YES | NO

1 Does the organization have a racially nondiscriminatory policy toward students by statement in its charter,

2 Does the organization include a statement of its racially nondiscriminatory policy toward students in all its
brochures, catalogues, and other written communications with the public dealing with student admissions,

3 Has the organization publicized its racially nondiscriminatory policy on its primary publicly accessible Internet
homepage at all times during its tax year in a manner reasonably expected to be noticed by visitors to the
homepage, or through newspaper or broadcast media during the period of solicitation for students, or during
the registration period if it has no solicitation program, in a way that makes the policy known to all parts of
the general community it serves? If "Yes," please describe. If "No," please explain. If you need more space,
USE Part Il o v v i e s e e e e e e e e e e e e e e e e e e e e e e e 3 X

SEE SUPPLEMENTAL PACE

4 Does the organization maintain the following?

a Records indicating the racial composition of the student body, faculty, and administrative staff?, . . . ... .. .. 4a X
b Records documenting that scholarships and other financial assistance are awarded on a racially nondiscriminatory

DaSIS? o . L e e e e e e e e e e e e 4b X
¢ Copies of all catalogues, brochures, announcements, and other written communications to the public dealing

with student admissions, programs, and scholarships? . . . . . . . . . . . .. . i i i it e e e 4c X
d Copies of all material used by the organization or on its behalf to solicit contributions?., . . . ... ... ...... 4d X

If you answered "No" to any of the above, please explain. If you need more space, use Part Il.

5 Does the organization discriminate by race in any way with respect to:

a Students' rights or Privileges? . . . & v v i it s 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 AdMISSIONS POICIES? . . v i i s s it et s 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
¢ Employment of faculty or administrative staff?. . . . . . . . . . . . o i i e e e e e e e e e e e e 5c X
d Scholarships or other financial assistance? . . . . . . . .t o i i i it e e e e e e e e e e e e e e 5d X
e Educational poliCiES? . . . v v 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 e e e e e 5e X
foUseoffacilities?. . . . . . i o 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 5f X
g AthletiC Programs? & . i v v i it 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 5g X
h Other extracurricular aCtivitieS?. . . . . . . o o o ittt e e e e e e e e e e e e e e e e e e e e e e 5h X

If you answered "Yes" to any of the above, please explain. If you need more space, use Part Il.

6a Does the organization receive any financial aid or assistance from a governmentalagency? . . . . ... ... ... 6a X

If you answered "Yes" on either line 6a or line 6b, explain on Part Il
7 Does the organization certify that it has complied with the applicable rquuirements of sections 4.01 through
4.05 of Rev. Proc. 75-50, 1975-2 C.B. 587, as modified by Rev. Proc. 2019-22, 2019-22 |.R.B. 1260, covering
racial nondiscrimination? If "No," explainon Part Il . . . . . . . . . . 0 i i i i i i e e e e e e e e e e e e e e e e 7 X
FgAr Paperwork Reduction Act Notice, see the Instructions for Form 990 or 990-EZ. Schedule E (Form 990) 2022
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01- 0649794
Schedule E (Form 990 or 990-EZ) (2022) Page 2
Supplemental Information. Provide the explanations required by Part |, lines 3, 4d, 5h, 6b, and 7, as applicable.
Also provide any other additional information (see instructions).

SCHEDULE E; QUESTI ON 3

BERGEN HEALTH MANAGEMENT SYSTEM | NC. LI STED I TS NON- DI SCRI M NATORY

POLICY I N I TS BROCHURE AND ALSO PLACED AN ADVERTI SEMENT | N A NEWSPAPER.

SCHEDULE E; QUESTI ON 6A

THE ORGAN ZATI ON RECEI VED A TUI TI ON SUBSI DY FROM THE NJ CARES FOR KI DS

PROGRAM THROUGH THE OFFI CE FOR CHI LDREN | N HACKENSACK, NJ.

ISA Schedule E (Form 990 or 990-EZ) (2022)
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OMB No. 1545-0047

SCHEDULE F Statement of Activities Outside the United States

(Form 990)
Complete if the organization answered "Yes" on Form 990, Part IV, line 14b, 15, or 16.
Attach to Form 990. .
Open to Public
Department of the Treasury Go to www.irs.gov/Form990 for instructions and the latest information. b -
Internal Revenue Service Inspection
Name of the organization HACKENSACK MERI DI AN HEALTH, | NC. Employer identification number
- SUBCRDI NATES 01- 0649794
General Information on Activities Outside the United States. Complete if the organization answered "Yes" on

Form 990, Part IV, line 14b.
1 For grantmakers. Does the organization maintain records to substantiate the amount of its grants and
other assistance, the grantees' eligibility for the grants or assistance, and the selection criteria used to
award the grants Or @ssistance? . . . . . . . . ... ... e e [Tves [Ino

2 For grantmakers. Describe in Part V the organization's procedures for monitoring the use of its grants and other assistance
outside the United States.

3 Activities per Region. (The following Part I, line 3 table can be duplicated if additional space is needed.)

() Region (b) Number | () NUMbEr of 1 ) activities conducted inthe | (e) If activity listed in (d) is (f) Total

of offices in emptoyeesd region (by type) (such as, a program service, expenditures for

the region ii%?an :ﬁggm fundraising, program services, describe specific type of and investments
p investments, grants to recipients service(s) in the region in the region

contractors located in the region)
in the region

(1) CENTRAL AMERI CA/ CARI BBEAN NONE NONE | NVESTMENTS 35, 432, 975.

(2

(3)

(4)

(5)

(6)

(1)

(8)

9

(10)

(11)

(12)

(13)

(14)

(15)

(16)

17)
3a Subtotal NONE NONE 35, 432, 975.

b Total from continuation
sheets to Part |

c Totals (add lines 3a and 3b) NONE NONE 35, 432, 975.

For Paperwork Reduction Act Notice, see the Instructions for Form 990. Schedule F (Form 990) 2022
JSA
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Schedule F (Form 990) 2022 HACKENSACK MERI DI AN HEALTH, | NC. 01-0649794 Page 2
Grants and Other Assistance to Organizations or Entities Outside the United States. Complete if the organization answered "Yes" on Form 990,
Part IV, line 15, for any recipient who received more than $5,000. Part Il can be duplicated if additional space is needed.

1 (a) Name of (b) IRS code (c) Region (d) Purpose of (e) Amount of (f) Manner of (9) Amount of (h) Description | (i) Method of
organization section and EIN grant cash grant cash noncash of noncash valuation

(if applicable) disbursement assistance assistance (book, FMV,

appraisal, other)

(1)

(2)

(3)

(4)

(5)

(6)

(1)

(8)

9)

(10)

(11)

(12)

(13)

(14)

(15)

(16)

2 Enter total number of recipient organizations listed above that are recognized as charities by the foreign country, recognized as a tax

exempt 501(c)(3) organization by the IRS, or for which the grantee or counsel has provided a section 501(c)(3) equivalency letter , , , »
3 Enter total number of other organizations Or eNntitieS . . . . . . . v v v v v v b 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 >

Schedule F (Form 990) 2022
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Schedule F (Form 990) 2022

HACKENSACK MERI DI AN HEALTH,

I NC.

01- 0649794

Page 3

Grants and Other Assistance to Individuals Outside the United States. Complete if the organization answered "Yes" on Form 990, Part IV, line 16.
Part 11l can be duplicated if additional space is needed.

(a) Type of grant or assistance

(b) Region

(c) Number of
recipients

(d) Amount of
cash grant

(e) Manner of
cash
disbursement

(f) Amount of
noncash
assistance

(9) Description (h) Method of
of noncash valuation
assistance (book, FMV,

appraisal, other)

(€]

(2

(3

4

5

(6)

@)

(8)

(C)]

(10)

(11)

(12)

(13)

(14)

(15)

(16)

a7

(18)

JSA
2E1276 1.000
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Schedule F (Form 990) 2022 HACKENSACK MERI DI AN HEALTH, | NC.

Part IV Foreign Forms

01- 0649794  Paged

Was the organization a U.S. transferor of property to a foreign corporation during the tax year? If "Yes,"
the organization may be required to file Form 926, Return by a U.S. Transferor of Property to a Foreign
Corporation (see Instructions for Form 926)

Did the organization have an interest in a foreign trust during the tax year? If "Yes," the organization may
be required to separately file Form 3520, Annual Return To Report Transactions With Foreign Trusts and
Receipt of Certain Foreign Gifts, and/or Form 3520-A, Annual Information Return of Foreign Trust With a
U.S. Owner (see Instructions for Forms 3520 and 3520-A; don't file with Form 990)

Did the organization have an ownership interest in a foreign corporation during the tax year? If "Yes,"
the organization may be required to file Form 5471, Information Return of U.S. Persons With Respect to
Certain Foreign Corporations (see Instructions for Form 5471)

Was the organization a direct or indirect shareholder of a passive foreign investment company or a
qualified electing fund during the tax year? If "Yes," the organization may be required to file Form 8621,
Information Return by a Shareholder of a Passive Foreign Investment Company or Qualified Electing
Fund (see Instructions for Form 8621)

Did the organization have an ownership interest in a foreign partnership during the tax year? If "Yes,"
the organization may be required to file Form 8865, Return of U.S. Persons With Respect to Certain
Foreign Partnerships (see Instructions for Form 8865)

Did the organization have any operations in or related to any boycotting countries during the tax year? If
"Yes," the organization may be required to separately file Form 5713, International Boycott Report (see
Instructions for Form 5713; don't file with Form 990)

Yes

Yes

Yes

Yes

Yes

Yes

[X] no

[ o

[X] no

[X] no

[X] no

JSA
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SCHEDULE G Supplemental Information Regarding Fundraising or Gaming Activities | OMB No. 1545-0047

(Form 990) Complete if the organization answered "Yes" on Form 990, Part IV, line 17, 18, or 19, or if the

Department of the Treasury

organization entered more than $15,000 on Form 990-EZ, line 6a.

Attach to Form 990 or Form 990-EZ. Open to Public

Internal Revenue Service Go to www.irs.gov/Form990 for instructions and the latest information. Inspection
Name of the organization HACKENSACK NERI DI AN HEALTH' | NC. Employer identification number
- SUBORDI NATES 01- 0649794

Fundraising Activities. Complete if the organization answered "Yes" on Form 990, Part IV, line 17.

Form 990-EZ filers are not required to complete this part.

1 Indicate whether the organization raised funds through any of the following activities. Check all that apply.
a Mail solicitations e Solicitation of non-government grants
b Internet and email solicitations f | X | Solicitation of government grants
c Phone solicitations g Special fundraising events
d - In-person solicitations
2a Did the organization have a written or oral agreement with any individual (including officers, directors, trustees,
or key employees listed in Form 990, Part VII) or entity in connection with professional fundraising services? Yes |:| No
b If "Yes," list the 10 highest paid individuals or entities (fundraisers) pursuant to agreements under which the fundraiser is to be
compensated at least $5,000 by the organization.
S . (v) Amount paid to . .
(i) Name and address of individual " . (iii) Did fundraiser have (iv) Gross receipts (or retained by) vi) Amou_nt paid to
- . (ii) Activity custody or control of i . : : (or retained by)
or entity (fundraiser) I from activity fundraiser listed in R
contributions? col. () organization
SEE SUPPLEMENT | NFORVATI ON Yes No
1
2
3
4
5
6
7
8
9
10
Total . oL 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 a . NONE 3, 511,816.| -3,511, 816.
3 List all states in which the organization is registered or licensed to solicit contributions or has been notified it is exempt from

registration or licensing.

DC, I A, NJ, NY, PA,

For Paperwork Reduction Act Notice, see the Instructions for Form 990 or 990-EZ. Schedule G (Form 990) 2022
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Schedule G (Form 990) 2022 HACKENSACK NMERI DI AN HEALTH, | NC. 01- 0649794 Page 2

Part Il Fundraising Events. Complete if the organization answered "Yes" on Form 990, Part IV, line 18, or reported more
than $15,000 of fundraising event contributions and gross income on Form 990-EZ, lines 1 and 6b. List events with
gross receipts greater than $5,000.

(a) Event #1 (b) Event #2 (c) Other events (d) Total events
NW CELEBRATI ON |MOTORCYCLE RUN 15 | (add col. (a) through
(event type) (event type) (total number) col. (C))
[}
2
o] 1 Gross receipts . . .. ...... 4,636, 961. 664, 181. 3,026, 470. 8,327, 612.
[}
4
2 Less: Contributions, . . . . . .. 3,299, 470. 623, 121. 2,282, 303. 6, 204, 894.
3 Gross income (line 1 minus
line2) . .............. 1,337, 491. 41, 060. 744, 167. 2,122, 718.
4 Cashprizes . .. . ......
5 Noncash prizes, . . . ... ...
(%]
§ 6 Rent/facility costs _ . . . . . .. 539, 257. 5, 950. 408, 146. 953, 353.
[}
(o
g3i| 7 Foodandbeverages. . ... .. 562, 950. 14, 177. 569, 994. 1,147, 121.
0
% 8 Entertainment . .. . ... 702, 424. 11, 100. 67, 951. 781, 475.
9 Other direct expenses, . . . . . 251, 300. 21, 036. 892, 695. 1, 165, 031.
10 Direct expense summary. Add lines 4 through Qincolumn(d) . . ... ... ... ... ... . 4,046, 980.
11 Netincome summary. Subtract line 10 from line 3, column(d) . . . ... ............ -1, 924, 262.
Part Il Gaming. Complete if the organization answered "Yes" on Form 990, Part IV, line 19, or reported more than
$15,000 on Form 990-EZ, line 6a.
Q ; b) Pull tabs/instant ; d) Total gaming (add
2 (a) Bingo birgg)o/purog?esssliCZ g?ngo (c) Other gaming C(0|)- (@ thf%UQh gog- (©)
(<)
>
[}
| 1 Grossrevenue . . ........ 245, 100. 245, 100.
§ 2 Cashprizes .. ... . . . . . 79, 650. 79, 650.
c
§ 3 Noncash prizes. . ........
i
@ | 4 Rentfacilitycosts = .
=
5 Other direct expenses, . . ... 30, 124. 30, 124.
| | Yes % | |Yes %l |Yes %
6 Volunteerlabor === . No No X/ No
7 Direct expense summary. Add lines 2 through 5incolumn(d), . . . . . ... .. ... ... .. 109, 774.
8 Net gaming income summary. Subtract line 7 from line 1, column(d) . . . ........... 135, 326

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

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

Schedule G (Form 990) 2022
JSA
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Schedule G (Form 990 or 990-EZ) 2022 HACKENSACK MERI DI AN HEALTH, | NC. 01- 0649794 Page 3

11 Does the organization conduct gaming activities with nonmembers? . . . . . . . . . . . . . . . . ... |_, Yes X | No
12 Is the organization a grantor, beneficiary or trustee of a trust or a member of a partnership or other entity
formed to administer charitable gaming? . . . . . . . . v i i e e e e e e e e e e e e e e e e e e e |:| Yes No
13 Indicate the percentage of gaming activity conducted in:
a Theorganization'sfacility . . . . .. ... ... . ... 13a NONE %
b Anoutside facility . . . . . .. ... e e 13b| 100. 0000 %
14  Enter the name and address of the person who prepares the organization's gaming/special events books and
records:

Name » PAI GE COOPER

15a Does the organization have a contract with a third party from whom the organization receives gaming

b If "Yes," enter the amount of gaming revenue received by the organizaton®» $ and the
amount of gaming revenue retained by the third party » $
¢ If"Yes," enter name and address of the third party:

16  Gaming manager information:

Name » PAI GE COOPER

Description of services provided » SPECI AL EVENTS COCRDI NATOR

|:| Director/officer Employee |:| Independent contractor

17 Mandatory distributions:
a Is the organization required under state law to make charitable distributions from the gaming proceeds to
retain the state gaming liCENSE?, . . . . . . . . o o i i e e e e [ Ives No
b Enter the amount of distributions required under state law to be distributed to other exempt organizations
or spent in the organization's own exempt activities during the tax year p $
Supplemental Information. Provide the explanation required by Part I, line 2b, columns (iii) and (v), and
Part lll, lines 9, 9b, 10b, 15b, 15c, 16, and 17b, as applicable. Also provide any additional information
(see instructions).

SCHEDULE G PART 11, LINE 11

ALTHOUGH PART 1, LINE 11 SHOAS NET | NCOVE, THE SPECI AL EVENTS TRULY
EARNED NET | NCOVE OF $4, 280, 792 WHEN YOU FACTOR | N THE CONTRI BUTI ON
PORTI ON REPORTED ON LI NE 2.

Schedule G (Form 990 or 990-EZ) 2022
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Schedule G (Form 990 or 990-EZ) 2022 HACKENSACK MERI DI AN HEALTH, | NC. 01- 0649794 Page 3

11 Does the organization conduct gaming activities with nonmembers? . . . . . . . . . . . . . . . . ... |_, Yes |_, No
12 Is the organization a grantor, beneficiary or trustee of a trust or a member of a partnership or other entity
formed to administer charitable gaming? . . . . . . . . v i i e e e e e e e e e e e e e e e e e e e |:| Yes |:| No
13 Indicate the percentage of gaming activity conducted in:
a Theorganization'sfacility . . . . . .. ... .. ... e 13a %
b Anoutside facility . . . . .. .. e e e 13b %
14  Enter the name and address of the person who prepares the organization's gaming/special events books and
records:
Name®»
Address »
15a Does the organization have a contract with a third party from whom the organization receives gaming
FVEIUE? . . .\ o\t e e e e e e e e e e e e e e e e ves [ No
b If "Yes," enter the amount of gaming revenue received by the organizaton®» $ and the

amount of gaming revenue retained by the third party » $
¢ If"Yes," enter name and address of the third party:

16  Gaming manager information:

Description of services provided »

|:| Director/officer |:| Employee |:| Independent contractor

17 Mandatory distributions:
a Is the organization required under state law to make charitable distributions from the gaming proceeds to
retain the state gaming liCENSE?, . . . . . . . . o o i i e e e e [ Jves [ Jno
b Enter the amount of distributions required under state law to be distributed to other exempt organizations
or spent in the organization's own exempt activities during the tax year p $
Supplemental Information. Provide the explanation required by Part I, line 2b, columns (iii) and (v), and
Part lll, lines 9, 9b, 10b, 15b, 15c, 16, and 17b, as applicable. Also provide any additional information
(see instructions).

SCHEDULE G PART I, LINE 2B

THE ENTI TI ES LI STED ON PART |, LINE 2B, WERE PROFESSI ONAL FUNDRAI SI NG
COUNSELS ENGAGED TO PROVI DE CONSULTI NG ON FUNDRAI SI NG STRATEQ ES,
CAMPAI GNS AND DI RECT NAI L PROGRAMS.

Schedule G (Form 990 or 990-EZ) 2022
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HACKENSACK MERI DI AN HEALTH, | NC. 01- 0649794
FORM 990, SCHEDULE G LINE 2B - HI GHEST PAI D | NDI VI DUALS/ ENTI Tl ES

NANE:
GOBEL GROUP, LLC

ADDRESS:
P.O BOX 2011
VEST CHESTER, PA 19380

ACTIVITY :
CONSULTI NG

CUSTODY OR CONTROL OF CONTRI BUTI ON?
NO

GRCSS RECEI PTS FROM ACTIVITY NONE
AMOUNT PAI D TO (OR RETAI NED BY) FUNDRAI SER : 2,629, 840.
AMOUNT PAI D TO (OR RETAI NED BY) ORGANI ZATI ON : -2, 629, 840.

NANE:
ACTI ON GRAPHI CS, | NC.

ADDRESS:
600 RYERSON ROAD
LI NCOLN PARK, NJ 07035

ACTIVITY :
CONSULTI NG

CUSTODY OR CONTROL OF CONTRI BUTI ON?
NO

GRCSS RECEI PTS FROM ACTIVITY NONE
AMOUNT PAI D TO (OR RETAI NED BY) FUNDRAI SER : 356, 316.
AMOUNT PAI D TO (OR RETAI NED BY) ORGAN ZATI ON : - 356, 316.

STATEMENT 1
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HACKENSACK MERI DI AN HEALTH, | NC. 01- 0649794
FORM 990, SCHEDULE G LINE 2B - HI GHEST PAI D | NDI VI DUALS/ ENTI Tl ES

NANE:
MCALLI STER & QUI NN, LLC

ADDRESS:
1030 15TH STREET NW
WASHI NGTQN, DC 20005

ACTIVITY :
CONSULTI NG

CUSTODY OR CONTROL OF CONTRI BUTI ON?
NO

GRCSS RECEI PTS FROM ACTIVITY NONE
AMOUNT PAI D TO (OR RETAI NED BY) FUNDRAI SER : 150, 000.
AMOUNT PAI D TO (OR RETAI NED BY) ORGANI ZATI ON : - 150, 000.

NANE:
SDS ADVI SORS, LLC

ADDRESS:
P. O BOX 344
CLDW CK, NJ 08858

ACTIVITY :
CONSULTI NG

CUSTODY OR CONTROL OF CONTRI BUTI ON?
NO

GRCSS RECEI PTS FROM ACTIVITY NONE
AMOUNT PAI D TO (OR RETAI NED BY) FUNDRAI SER : 150, 000.
AMOUNT PAI D TO (OR RETAI NED BY) ORGAN ZATI ON : - 150, 000.

STATEMENT 2
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HACKENSACK MERI DI AN HEALTH, | NC. 01- 0649794
FORM 990, SCHEDULE G LINE 2B - HI GHEST PAI D | NDI VI DUALS/ ENTI Tl ES

NANE:
W NDTREE & BERRY, LLC

ADDRESS:
3 CEDAR RI DGE DRI VE
CHESTER, NJ 07930

ACTIVITY :
CONSULTI NG

CUSTODY OR CONTROL OF CONTRI BUTI ON?
NO

GRCSS RECEI PTS FROM ACTIVITY NONE
AMOUNT PAI D TO (OR RETAI NED BY) FUNDRAI SER : 120, 000.
AMOUNT PAI D TO (OR RETAI NED BY) ORGANI ZATI ON : - 120, 000.

NANE:
WEI NSTEI N CARNEG E PH LANTHROPI C GROUP, LLC

ADDRESS:
VEI NSTEI N- 017
BRONX, NY 10471

ACTIVITY :
CONSULTI NG

CUSTODY OR CONTROL OF CONTRI BUTI ON?
NO

GRCSS RECEI PTS FROM ACTIVITY NONE
AMOUNT PAI D TO (OR RETAI NED BY) FUNDRAI SER : 68, 363.
AMOUNT PAI D TO (OR RETAI NED BY) ORGAN ZATI ON : - 68, 363.

STATEMENT 3
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HACKENSACK MERI DI AN HEALTH, | NC. 01- 0649794
FORM 990, SCHEDULE G LINE 2B - HI GHEST PAI D | NDI VI DUALS/ ENTI Tl ES

NANE:
THE STELTER COVPANY

ADDRESS:
P. O BOX 5228
DES MO NES, | A 50305

ACTIVITY :
CONSULTI NG

CUSTODY OR CONTROL OF CONTRI BUTI ON?
NO

GRCSS RECEI PTS FROM ACTIVITY NONE
AMOUNT PAI D TO (OR RETAI NED BY) FUNDRAI SER : 24, 097.
AMOUNT PAI D TO (OR RETAI NED BY) ORGANI ZATI ON : -24,097.

NANE:
MARTS & LUNDY

ADDRESS:
1200 WALL STREET WEST
LYNDHURST, NJ 07071

ACTIVITY :
CONSULTI NG

CUSTODY OR CONTROL OF CONTRI BUTI ON?
NO

GRCSS RECEI PTS FROM ACTIVITY NONE
AMOUNT PAI D TO (OR RETAI NED BY) FUNDRAI SER : 13, 200.
AMOUNT PAI D TO (OR RETAI NED BY) ORGAN ZATI ON : - 13, 200.

STATEMENT 4
5060RT M22D V22-7.7F 3668311 130



SCHEDULE H Hospitals | omB No. 1545-0047

(Form 990) 2 22
Complete if the organization answered "Yes" on Form 990, Part IV, question 20a.
Attach to Form 990. ;
Open to Public
Department of the Treasury Go to www.irs.gov/Form990 for instructions and the latest information. - .
Internal Revenue Service Inspection
Name of the organization HACKENSACK MERI DI AN HEALTH, | NC. Employer identification number
- SUBORDI NATES 01- 0649794
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 . . . . . . . . la | X
b If"Yes,"wasitawrittenpolicy?. . . . & v ¢ v i i e s e e e e e e e e e e e e e e e 1b | 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 _200. 0000 o
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% h 300% h 350% |:| 400% Other 600. 0000 %

¢ 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"?, . . . . . . . . . ¢ i it i it i .. 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? . . . . . . . ... .. .. 5b | 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? . . . . . . .« v v i v i v i h i n e . 5c X
6a Did the organization prepare a community benefit report during the taxyear? . . . . .. .. .. v v v v 6a | X
b If "Yes," did the organization make itavailabletothepublic? . . . . . . . . v . v v o i i i o s e e 6b | X
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
Financial Assistance and (a) Number of (b) Persons (c) Total community (d) Direct offsetting (e) Net community (f) Percent
Means-Tested Government activities or served benefit expense revenue benefit expense of total
Programs programs (optional) (optional) expense
a Financial Assistance at cost
(from Worksheet1) « « . . 162, 859, 893. 21, 443, 608. 141, 416, 285. 2.37

b Medicaid (from Worksheet 3,
columna) v v« v v 4w aow 866, 421, 651. 538, 069, 202. 328, 352, 449. 5.51

C Costs of other means-tested
government programs (from
Worksheet 3, coumn b) . .

d Total. Financial Assistance
and Means-Tested
Government Programs . . . 1, 029, 281, 544. 559, 512, 810. 469, 768, 734. 7.88

Other Benefits

€ Community health improvement
services and community benefit

operations (from Worksheet 4) = 4,401, 941. 202, 647. 4,199, 294. 0.07
f Health professions education

(from Worksheet5) . . . . 113,997, 762. 44,847, 433. 69, 150, 329. 1.16
g Subsidized health services (from

Worksheet6) + « « = » »+ & 2,031, 386, 683. 1, 685, 352, 239. 346, 034, 443. 5.81
h Research (from Worksheet 7) 4,319, 400. 895, 890. 3,423, 510. 0.06
i Cash and in-kind contributions

for somrunty bened iom 316,642,904 316, 642, 904 5. 31
j Total. Other Benefits. . . . 2,470, 748, 690. 1,731, 298, 209. 739, 450, 480. 12. 41
k Total. Add lines 7d and 7j . 3,500, 030, 234. 2,290, 811, 019. 1, 209, 219, 214. 20. 29

For Paperwork Reduction Act Notice, see the Instructions for Form 990. Schedule H (Form 990) 2022
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Schedule H (Form 990) 2022 HACKENSACK NMERI DI AN HEALTH, | NC.

01- 0649794 Page 2

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
7 Community health improvement
advocacy
8 Workforce development
9 Other
10 Total
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
StatemMeNt NO. 152, . o i i 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 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 this amount, ., . . ... ....... 2 253, 909, 511.
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 36, 910, 639.

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

6
7
8

Enter total revenue received from Medicare (includingDSHandIME) . . . .. ... .. 5 712, 305, 235.
Enter Medicare allowable costs of care relating to paymentsonline5 . . ... ... .. 6 852, 606, 268.
Subtract line 6 from line 5. This is the surplus (orshortfall) . . . . . ... ... ... .. 7 - 140, 301, 033.
Describe in Part VI the extent to which any shortfall reported on 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

Part IV Management Com

Did the organization have a written debt collection policy during the taxyear?. . . . . . . . ¢ 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 Part VI 9b X

panies 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
activity of entity

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

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

(e) Physicians'
profit % or stock
ownership %

1COASTAL ENDOSCOPY

MEDI CAL SERVI CES

0.51000

0. 49000

2CENTER, LLC

© 00N O |0 |~ |W

10

11

12

13

JSA
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Schedule H (Form 990) 2022 HACKENSACK NMERI DI AN HEALTH, | NC. 01- 0649794 Page 3
Facility Information

Section A. Hospital Facilities ClolQl&|Q9|2|B| 3
(list in order of size, from largest to smallest - see instructions) | 3 | a g g Sl18|R|g
How many hospital facilities did the organization operate during § ;‘J @ <§ 8 % § .
the tax year? 18 218|288 (8|°
Name, address, primary website address, and state license g :_% E g g <
number (and if a group return, the name and EIN of the g E Facility
subordinate hospital organization that operates the hospital E reporting
facility): B Other (describe) group
1 JERSEY SHORE UNI VERSI TY MEDI CAL CTR 11303
1945 ROUTE 33
NEPTUNE NJ 07753
JERSEYSHOREUNI VERSI TYMEDI CALCENTER. COM
X X X[ X X| X A
2 RI VERVI EW MEDI CAL CENTER 11305
ONE RI VER PLAZA
RED BANK NJ 07701
VWAV Rl VERVI EWVEDI CALCENTER. COM
X[ X X| X A
3 OCEAN UNI VERSI TY MEDI CAL CENTER 11505
425 JACK MARTI N BLVD
BRI CK NJ 08724
VWA OCEANMEDI CALCENTER. COM
X[ X X| X A
4 SOUTHERN OCEAN MEDI CAL CENTER 11504
1140 RT. 72 WEST
MANAHAVKI N NJ 08050
VWAV SOUTHERNOCEANVMEDI CALCENTER. COM
X[ X X A
5 BAYSHORE MEDI CAL CENTER 11301
727 NORTH BEERS STREET
HCOL MDEL NJ 07733
VWAV BAYSHOREHOSPI TAL. ORG
X[ X X A
6 RARI TAN BAY MEDI CAL CENTER 11203
530 NEW BRUNSW CK AVENUE
PERTH AMBOY NJ 08861
VWAV RBMC. ORG
X[ X X X B
7 OLD BRI DGE MEDI CAL CENTER 11206
ONE HOSPI TAL PLAZA
OLD BRI DGE NJ 08857
VWAV RBMC. ORG
X[ X X X B
8 PALI SADES MEDI CAL CENTER, | NC. 10905
7600 RI VER ROAD
NORTH BERGEN NJ 07047
VWA PALI SADESMEDI CAL. ORG
X[ X X X C
9 HACKENSACK UNI VERSI TY MEDI CAL CENTER 10204
30 PROSPECT AVENUE
HACKENSACK NJ 07601
VWAV HACKENSACKUMC. ORG
X X X[ X X| X D
10 PASCACK VALLEY MEDI CAL CENTER 2474%
250 OLD HOOK RCAD
VESTWOOD NJ 07675 JO NT VENTURE
VWAV HACKENSACKUMCPV. COM
X1 X X E
JSA Schedule H (Form 990) 2022
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Schedule H (Form 990) 2022 HACKENSACK NMERI DI AN HEALTH, | NC. 01- 0649794 Page 3
Facility Information
Section A. Hospital Facilities ClolQl&|Q9|2|B| 3
(list in order of size, from largest to smallest - see instructions) | 3 | a g g Sl18|R|g
How many hospital facilities did the organization operate during § ;‘J @ <§ 8 % § .
the tax year? é § g @ ﬁ § ?
Name, address, primary website address, and state license g :_% E g g <
number (and if a group return, the name and EIN of the g E Facility
subordinate hospital organization that operates the hospital E reporting
facility): B Other (describe) group
1 MOUNTAI NSI DE MEDI CAL CENTER 10708
ONE BAY AVENUE
MONTCLAI R NJ 07042 JO NT VENTURE
VWAV MOUNTAI NSI DEHOSP. COM
X[ X X F
2 JFK UNI VERSI TY MEDI CAL CENTER 11201
65 JAMES STREET
EDI SON NJ 08820
VWAV JFKMC. ORG
X[ X X X| X G
3 JFK JOHNSON REHABI LI TATI ON | NSTI TUTE 22293
65 JAMES STREET
EDI SON NJ 08820 REHAB CENTER
VWAV JFKMC. ORG
X[ X X X H
4 HWH CARRI ER CLINI C,_ I NC 511806
252 ROUTE 601
BELLE MEAD NJ 08502 PSYCHI ATRI C HOSPI TAL
WAV CARRI ERCLI NI C. ORG
X |
5 JOHNSON REHABI LI TATI ON I NSTI TUTE AT O |2221
425 JACK NMARTI N BLVD
BRI CK NJ 08724 REHAB CENTER
VWAV HACKENSACKMERI DI ANHEALTH. ORG
X J
6 HACKENSACK MERI DI AN LTACH, LLC 2500
343 THORNALL STREET
EDI SON NJ 08837
VWAV HACKENSACKMERI DI ANHEALTH. ORG
X K
7 K. HOVNANI AN CHI LDREN S HOSPI TAL 111303
1945 NJ-33
NEPTUNE NJ 07753 UNDER JSUMC LI CENSE
VWAV HACKENSACKMERI DI ANHEALTH. ORG #11303
X X X A
8 JOSEPH M SANZARI CHI LDREN S HOSPI TAL | 10204
30 PROSPECT AVENUE
HACKENSACK NJ 07601 UNDER HUMC LI CENSE
VWAV HACKENSACKMERI DI ANHEALTH. ORG #10204
X X X D
9
10
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Schedule H (Form 990) 2022 HACKENSACK MERI DI AN HEALTH, | NC. 01- 0649794 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: A

Line number of hospital facility, or line numbers of hospital
facilities in a facility reporting group (from Part V, Section A): 1-5

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 1

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

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 definition of the community served by the hospital facility

Demographics of the community

Existing health care facilities and resources within the community that are available to respond to the

health needs of the community

How data was obtained

The significant health needs of the community

Primary and chronic disease needs and other health issues of uninsured persons, low-income persons,

and minority groups

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
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: 2022

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

6a Was the hospital facility's CHNA conducted with one or more other hospital facilities? If "Yes," list the other
hospital facilities in Section C . . . . & o v i v i i i e s e e e e s e e e e e e e e s 6a

<] <Ixx] B[

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 . . . . & v v o v i i i i it s e s e e e e e e e e e e 6b X
7  Did the hospital facility make its CHNA report widely available to the public? . . . . . . .. .. ... o000 7 X
If "Yes," indicate how the CHNA report was made widely available (check all that apply):
Hospital facility's website (list url): SEE SECTION C
- Other website (list url):
Made a paper copy available for public inspection without charge at the hospital facility
- 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," skiptoline11. . . . . . . . . v v o v v v i v v a 8
9 Indicate the tax year the hospital facility last adopted an implementation strategy: 20 22
10 Is the hospital facility's most recently adopted implementation strategy posted on a website? . . . . . . ... .. 10

o O T o

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 asrequired by section 50L(1)(3)? « + « « & v v v v i v v v 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
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Schedule H (Form 990) 2022 HACKENSACK MERI DI AN HEALTH, | NC. 01- 0649794 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: B

Line number of hospital facility, or line numbers of hospital
facilities in a facility reporting group (from Part V, Section A): 6-7

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 1

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

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 definition of the community served by the hospital facility

Demographics of the community

Existing health care facilities and resources within the community that are available to respond to the

health needs of the community

How data was obtained

The significant health needs of the community

Primary and chronic disease needs and other health issues of uninsured persons, low-income persons,

and minority groups

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
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: 2022

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

6a Was the hospital facility's CHNA conducted with one or more other hospital facilities? If "Yes," list the other
hospital facilities in Section C . . . . & o v i v i i i e s e e e e s e e e e e e e e s 6a

<] <Ixx] B[

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 . . . . & v v o v i i i i it s e s e e e e e e e e e e 6b X
7  Did the hospital facility make its CHNA report widely available to the public? . . . . . . .. .. ... o000 7 X
If "Yes," indicate how the CHNA report was made widely available (check all that apply):
Hospital facility's website (list url): SEE SECTION C
- Other website (list url):
Made a paper copy available for public inspection without charge at the hospital facility
- 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," skiptoline11. . . . . . . . . v v o v v v i v v a 8
9 Indicate the tax year the hospital facility last adopted an implementation strategy: 20 22
10 Is the hospital facility's most recently adopted implementation strategy posted on a website? . . . . . . ... .. 10

o O T o

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 asrequired by section 50L(1)(3)? « + « « & v v v v i v v v 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? $
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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:  PALI SADES MEDI CAL CENTER, | NC.

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 1
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
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 definition of the community served by the hospital facility
Demographics of the community
Existing health care facilities and resources within the community that are available to respond to the
health needs of the community
How data was obtained
The significant health needs of the community
Primary and chronic disease needs and other health issues of uninsured persons, low-income persons,
and minority groups
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
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: 2022
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
6a Was the hospital facility's CHNA conducted with one or more other hospital facilities? If "Yes," list the other
hospital facilities in Section C . . . . & o v i v i i i e s e e e e s e e e e e e e e s 6a
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 . . . . & v v o v i i i i it s e s e e e e e e e e e e 6b X
7  Did the hospital facility make its CHNA report widely available to the public? . . . . . . .. .. ... o000 7 X
If "Yes," indicate how the CHNA report was made widely available (check all that apply):
Hospital facility's website (list url): SEE SECTION C
- Other website (list url):
Made a paper copy available for public inspection without charge at the hospital facility
- 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," skiptoline11. . . . . . . . . v v o v v v i v v a 8
9 Indicate the tax year the hospital facility last adopted an implementation strategy: 20 22
10 Is the hospital facility's most recently adopted implementation strategy posted on a website? . . . . . . ... .. 10

<] <Ixx] B[

o O T o

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 asrequired by section 50L(1)(3)? « + « « & v v v v i v v v 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? $
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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:  HACKENSACK UNI VERSI TY NMEDI CAL CENTER

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 1
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
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 l 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: 2022
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 Section C . . .« v v o v v 0 i i e e e e e e e e e e e e e s 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 . . . . & v v o v i i i i it s e s e e e e e e e e e e 6b | X
7  Did the hospital facility make its CHNA report widely available to the public? . . . . . . .. .. ... o000 7 X
If "Yes," indicate how the CHNA report was made widely available (check all that apply):
a Hospital facility's website (list url): SEE SECTION C
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," skiptoline11. . . . . . . . . v v o v v v i v v a 8
9 Indicate the tax year the hospital facility last adopted an implementation strategy: 20 22
10 Is the hospital facility's most recently adopted implementation strategy posted on a website? . . . . . . ... .. 10
a If "Yes," (list urI):SEE SECTION C
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 asrequired by section 50L(1)(3)? « + « « & v v v v i v v v 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? $
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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:  PASCACK VALLEY MEDI CAL CENTER

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 1
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
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 definition of the community served by the hospital facility
Demographics of the community
Existing health care facilities and resources within the community that are available to respond to the
health needs of the community
How data was obtained
The significant health needs of the community
Primary and chronic disease needs and other health issues of uninsured persons, low-income persons,
and minority groups
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
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: 2022
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
6a Was the hospital facility's CHNA conducted with one or more other hospital facilities? If "Yes," list the other
hospital facilities in Section C . . . . & o v i v i i i e s e e e e s e e e e e e e e s 6a
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 . . . . & v v o v i i i i it s e s e e e e e e e e e e 6b
7  Did the hospital facility make its CHNA report widely available to the public? . . . . . . .. .. ... o000 7
If "Yes," indicate how the CHNA report was made widely available (check all that apply):
Hospital facility's website (list url): SEE SECTION C
- Other website (list url):
Made a paper copy available for public inspection without charge at the hospital facility
- 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," skiptoline11. . . . . . . . . v v o v v v i v v a 8
9 Indicate the tax year the hospital facility last adopted an implementation strategy: 20 22
10 Is the hospital facility's most recently adopted implementation strategy posted on a website? . . . . . . ... .. 10

<] <Ixx] B[

XX X X

o O T o

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 asrequired by section 50L(1)(3)? « + « « & v v v v i v v v 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? $
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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:  MOUNTAI NSI DE MEDI CAL  CENTER

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 1

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

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 definition of the community served by the hospital facility

Demographics of the community

Existing health care facilities and resources within the community that are available to respond to the

health needs of the community

How data was obtained

The significant health needs of the community

Primary and chronic disease needs and other health issues of uninsured persons, low-income persons,

and minority groups

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
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: 2022

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

6a Was the hospital facility's CHNA conducted with one or more other hospital facilities? If "Yes," list the other
hospital facilities in Section C . . . . & o v i v i i i e s e e e e s e e e e e e e e s 6a

<] <Ixx] B[

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 . . . . & v v o v i i i i it s e s e e e e e e e e e e 6b X
7  Did the hospital facility make its CHNA report widely available to the public? . . . . . . .. .. ... o000 7 X
If "Yes," indicate how the CHNA report was made widely available (check all that apply):
Hospital facility's website (list url): SEE SECTION C
- Other website (list url):
Made a paper copy available for public inspection without charge at the hospital facility
- 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," skiptoline11. . . . . . . . . v v o v v v i v v a 8
9 Indicate the tax year the hospital facility last adopted an implementation strategy: 20 22
10 Is the hospital facility's most recently adopted implementation strategy posted on a website? . . . . . . ... .. 10

o O T o

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 asrequired by section 50L(1)(3)? « + « « & v v v v i v v v 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? $
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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:  JFK UNI VERSI TY MEDI CAL CENTER

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 1
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
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 definition of the community served by the hospital facility
Demographics of the community
Existing health care facilities and resources within the community that are available to respond to the
health needs of the community
How data was obtained
The significant health needs of the community
Primary and chronic disease needs and other health issues of uninsured persons, low-income persons,
and minority groups
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
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: 2022
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
6a Was the hospital facility's CHNA conducted with one or more other hospital facilities? If "Yes," list the other
hospital facilities in Section C . . . . & o v i v i i i e s e e e e s e e e e e e e e s 6a
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 . . . . & v v o v i i i i it s e s e e e e e e e e e e 6b X
7  Did the hospital facility make its CHNA report widely available to the public? . . . . . . .. .. ... o000 7 X
If "Yes," indicate how the CHNA report was made widely available (check all that apply):
Hospital facility's website (list url): SEE SECTION C
- Other website (list url):
Made a paper copy available for public inspection without charge at the hospital facility
- 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," skiptoline11. . . . . . . . . v v o v v v i v v a 8
9 Indicate the tax year the hospital facility last adopted an implementation strategy: 20 22
10 Is the hospital facility's most recently adopted implementation strategy posted on a website? . . . . . . ... .. 10

<] <Ixx] B[

o O T o

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 asrequired by section 50L(1)(3)? « + « « & v v v v i v v v 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? $
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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:  JFK JOHNSON REHABI LI TATI ON | NSTI TUTE

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 1

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

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 definition of the community served by the hospital facility

Demographics of the community

Existing health care facilities and resources within the community that are available to respond to the

health needs of the community

How data was obtained

The significant health needs of the community

Primary and chronic disease needs and other health issues of uninsured persons, low-income persons,

and minority groups

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
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: 2022

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

6a Was the hospital facility's CHNA conducted with one or more other hospital facilities? If "Yes," list the other
hospital facilities in Section C . . . . & o v i v i i i e s e e e e s e e e e e e e e s 6a

<] <Ixx] B[

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 . . . . & v v o v i i i i it s e s e e e e e e e e e e 6b X
7  Did the hospital facility make its CHNA report widely available to the public? . . . . . . .. .. ... o000 7 X
If "Yes," indicate how the CHNA report was made widely available (check all that apply):
Hospital facility's website (list url): SEE SECTION C
- Other website (list url):
Made a paper copy available for public inspection without charge at the hospital facility
- 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," skiptoline11. . . . . . . . . v v o v v v i v v a 8
9 Indicate the tax year the hospital facility last adopted an implementation strategy: 20 22
10 Is the hospital facility's most recently adopted implementation strategy posted on a website? . . . . . . ... .. 10

o O T o

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 asrequired by section 50L(1)(3)? « + « « & v v v v i v v v 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? $
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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:  HVH CARRI ER CLI NI C, | NC.

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? 1

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
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

If "Yes," indicate what the CHNA report describes (check all that apply):

A definition of the community served by the hospital facility

Demographics of the community

Existing health care facilities and resources within the community that are available to respond to the

health needs of the community

How data was obtained

The significant health needs of the community

Primary and chronic disease needs and other health issues of uninsured persons, low-income persons,

and minority groups

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
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: 2022

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

<] <Ixx] B[

6a Was the hospital facility's CHNA conducted with one or more other hospital facilities? If "Yes," list the other
hospital facilities in Section C . . . . & o v i v i i i e s e e e e s e e e e e e e e s 6a

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 . . . . & v v o v i i i i it s e s e e e e e e e e e e 6b
7  Did the hospital facility make its CHNA report widely available to the public? . . . . . . .. .. ... o000 7

If "Yes," indicate how the CHNA report was made widely available (check all that apply):

Hospital facility's website (list url): SEE SECTION C

- Other website (list url):

Made a paper copy available for public inspection without charge at the hospital facility

- 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," skiptoline11. . . . . . . . . v v o v v v i v v a 8

o O T o

9 Indicate the tax year the hospital facility last adopted an implementation strategy: 20 22
10 Is the hospital facility's most recently adopted implementation strategy posted on a website? . . . . . . ... .. 10

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 asrequired by section 50L(r)(3)? « = v« & v v v vt v s e e e e e e e e e e e e e e s 12a

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? $
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Schedule H (Form 990) 2022 HACKENSACK MERI DI AN HEALTH, | NC. 01- 0649794 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:  JOHNSON REHABI LI TATI ON | NSTI TUTE AT O

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 1
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
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 definition of the community served by the hospital facility
Demographics of the community
Existing health care facilities and resources within the community that are available to respond to the
health needs of the community
How data was obtained
The significant health needs of the community
Primary and chronic disease needs and other health issues of uninsured persons, low-income persons,
and minority groups
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
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: 2022
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
6a Was the hospital facility's CHNA conducted with one or more other hospital facilities? If "Yes," list the other
hospital facilities in Section C . . . . & o v i v i i i e s e e e e s e e e e e e e e s 6a
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 . . . . & v v o v i i i i it s e s e e e e e e e e e e 6b X
7  Did the hospital facility make its CHNA report widely available to the public? . . . . . . .. .. ... o000 7 X
If "Yes," indicate how the CHNA report was made widely available (check all that apply):
Hospital facility's website (list url): SEE SECTION C
- Other website (list url):
Made a paper copy available for public inspection without charge at the hospital facility
- 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," skiptoline11. . . . . . . . . v v o v v v i v v a 8
9 Indicate the tax year the hospital facility last adopted an implementation strategy: 20 22
10 Is the hospital facility's most recently adopted implementation strategy posted on a website? . . . . . . ... .. 10

<] <Ixx] B[

o O T o

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 asrequired by section 50L(1)(3)? « + « « & v v v v i v v v 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? $
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Facility Information (continued)
Financial Assistance Policy (FAP)
Name of hospital facility or letter of facility reporting group: A
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:
a Federal poverty guidelines (FPG), with FPG family income limit for eligibility for free care of 200. 0000 9%
~_and FPG family income limit for eligibility for discounted care of _600. 0000 o4
b || Income level other than FPG (describe in Section C)
c l Asset level
d | X| Medical indigency
e [ X]| Insurance status
f l Underinsurance status
g l Residency
h || Other (describe in Section C)
14 Explained the basis for calculating amounts charged to patients? . . . . . . . . v o v o v i h i h i e s 14 | X
15 Explained the method for applying for financial assistance? . . . . . . . . . v i i i i i it i h i e e 15 | X
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):
a Described the information the hospital facility may require an individual to provide as part of his or her
application
b Described the supporting documentation the hospital facility may require an individual to submit as part
of his or her application
c Provided the contact information of hospital facility staff who can provide an individual with information
about the FAP and FAP application process
d Provided the contact information of nonprofit organizations or government agencies that may be
sources of assistance with FAP applications
e |:| 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):

o 0O T o

[ & K

The FAP was widely available on a website (list url): SEE SECTION C

The FAP application form was widely available on a website (list url): SEE SECTION C

A plain language summary of the FAP was widely available on a website (list urI):SEE SECTION C
The FAP was available upon request and without charge (in public locations in the hospital facility and
by mail)

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

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)
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Schedule H (Form 990) 2022 HACKENSACK NMERI DI AN HEALTH, | NC. 01-0649794  pPage5
Facility Information (continued)
Financial Assistance Policy (FAP)
Name of hospital facility or letter of facility reporting group: B
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:
a Federal poverty guidelines (FPG), with FPG family income limit for eligibility for free care of 200. 0000 9%
~_and FPG family income limit for eligibility for discounted care of _600. 0000 o4
b || Income level other than FPG (describe in Section C)
c l Asset level
d | X| Medical indigency
e [ X]| Insurance status
f l Underinsurance status
g l Residency
h || Other (describe in Section C)
14 Explained the basis for calculating amounts charged to patients? . . . . . . . . v o v o v i h i h i e s 14 | X
15 Explained the method for applying for financial assistance? . . . . . . . . . v i i i i i it i h i e e 15 | X
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):
a Described the information the hospital facility may require an individual to provide as part of his or her
application
b Described the supporting documentation the hospital facility may require an individual to submit as part
of his or her application
c Provided the contact information of hospital facility staff who can provide an individual with information
about the FAP and FAP application process
d Provided the contact information of nonprofit organizations or government agencies that may be
sources of assistance with FAP applications
e |:| 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):

o 0O T o

[ & K

The FAP was widely available on a website (list url): SEE SECTION C

The FAP application form was widely available on a website (list url): SEE SECTION C

A plain language summary of the FAP was widely available on a website (list urI):SEE SECTION C
The FAP was available upon request and without charge (in public locations in the hospital facility and
by mail)

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

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)

JSA
2E1323 1.000

Schedule H (Form 990) 2022

5060RT M22D V22-7.7F 3668311

146



Schedule H (Form 990) 2022 HACKENSACK NMERI DI AN HEALTH, | NC. 01-0649794  pPage5
Facility Information (continued)
Financial Assistance Policy (FAP)
Name of hospital facility or letter of facility reporting group:  PAL|I SADES MEDI CAL CENTER, | NC.
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:
a Federal poverty guidelines (FPG), with FPG family income limit for eligibility for free care of 200. 0000 9%
~_and FPG family income limit for eligibility for discounted care of _600. 0000 o4
b || Income level other than FPG (describe in Section C)
c l Asset level
d | X| Medical indigency
e [ X]| Insurance status
f l Underinsurance status
g l Residency
h || Other (describe in Section C)
14 Explained the basis for calculating amounts charged to patients? . . . . . . . . v o v o v i h i h i e s 14 | X
15 Explained the method for applying for financial assistance? . . . . . . . . . v i i i i i it i h i e e 15 | X
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):
a Described the information the hospital facility may require an individual to provide as part of his or her
application
b Described the supporting documentation the hospital facility may require an individual to submit as part
of his or her application
c Provided the contact information of hospital facility staff who can provide an individual with information
about the FAP and FAP application process
d Provided the contact information of nonprofit organizations or government agencies that may be
sources of assistance with FAP applications
e |:| 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):

o 0O T o

[ & K

The FAP was widely available on a website (list url): SEE SECTION C

The FAP application form was widely available on a website (list url): SEE SECTION C

A plain language summary of the FAP was widely available on a website (list urI):SEE SECTION C
The FAP was available upon request and without charge (in public locations in the hospital facility and
by mail)

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

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)
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Schedule H (Form 990) 2022 HACKENSACK NMERI DI AN HEALTH, | NC. 01-0649794 Page 5
Facility Information (continued)
Financial Assistance Policy (FAP)

Name of hospital facility or letter of facility reporting group:  HACKENSACK UNI VERSI TY MEDI CAL CENTER

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:

jo}]

[ I ] ]

Federal poverty guidelines (FPG), with FPG family income limit for eligibility for free care of 200. 0000 9%
and FPG family income limit for eligibility for discounted care of _600. 0000 o4

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? . . . . . . . . v o v o v i h i h i e s 14
15 Explained the method for applying for financial assistance? . . . . . . . . . v i i i i i it i h i e e 15

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

XX

a Described the information the hospital facility may require an individual to provide as part of his or her
application
b Described the supporting documentation the hospital facility may require an individual to submit as part
of his or her application
c Provided the contact information of hospital facility staff who can provide an individual with information
about the FAP and FAP application process
d Provided the contact information of nonprofit organizations or government agencies that may be
sources of assistance with FAP applications
e |:| 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):
The FAP was widely available on a website (list url): SEE SECTION C
The FAP application form was widely available on a website (list url): SEE SECTION C
A plain language summary of the FAP was widely available on a website (list urI):SEE SECTION C
The FAP was available upon request and without charge (in public locations in the hospital facility and
by mail)
The FAP application form was available upon request and without charge (in public locations in the
hospital facility and by mail)
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

o 0O T o

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)

[ & K
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Schedule H (Form 990) 2022 HACKENSACK NMERI DI AN HEALTH, | NC. 01-0649794  pPage5
Facility Information (continued)
Financial Assistance Policy (FAP)
Name of hospital facility or letter of facility reporting group:  PASCACK VALLEY MEDI CAL CENTER
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:
a Federal poverty guidelines (FPG), with FPG family income limit for eligibility for free care of 200. 0000 9%
~_and FPG family income limit for eligibility for discounted care of _300. 0000 o4
b || Income level other than FPG (describe in Section C)
c l Asset level
d | X| Medical indigency
e [ X]| Insurance status
f l Underinsurance status
g l Residency
h || Other (describe in Section C)
14 Explained the basis for calculating amounts charged to patients? . . . . . . . . v o v o v i h i h i e s 14 | X
15 Explained the method for applying for financial assistance? . . . . . . . . . v i i i i i it i h i e e 15 | X
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):
a Described the information the hospital facility may require an individual to provide as part of his or her
application
b Described the supporting documentation the hospital facility may require an individual to submit as part
of his or her application
c Provided the contact information of hospital facility staff who can provide an individual with information
about the FAP and FAP application process
d |:| Provided the contact information of nonprofit organizations or government agencies that may be
sources of assistance with FAP applications
e |:| 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):

o 0O T o

The FAP was widely available on a website (list url): SEE SECTION C

The FAP application form was widely available on a website (list url): SEE SECTION C

A plain language summary of the FAP was widely available on a website (list urI):SEE SECTION C
The FAP was available upon request and without charge (in public locations in the hospital facility and
by mail)

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

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)
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Schedule H (Form 990) 2022 HACKENSACK NMERI DI AN HEALTH, | NC. 01-0649794  pPage5
Facility Information (continued)
Financial Assistance Policy (FAP)
Name of hospital facility or letter of facility reporting group:  MOUNTAI NSI DE  MEDI CAL CENTER
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:
a Federal poverty guidelines (FPG), with FPG family income limit for eligibility for free care of 200. 0000 9%
~_and FPG family income limit for eligibility for discounted care of _300. 0000 o4
b || Income level other than FPG (describe in Section C)
c l Asset level
d | X| Medical indigency
e [ X]| Insurance status
f l Underinsurance status
g l Residency
h || Other (describe in Section C)
14 Explained the basis for calculating amounts charged to patients? . . . . . . . . v o v o v i h i h i e s 14 | X
15 Explained the method for applying for financial assistance? . . . . . . . . . v i i i i i it i h i e e 15 | X
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):
a Described the information the hospital facility may require an individual to provide as part of his or her
application
b Described the supporting documentation the hospital facility may require an individual to submit as part
of his or her application
c Provided the contact information of hospital facility staff who can provide an individual with information
about the FAP and FAP application process
d |:| Provided the contact information of nonprofit organizations or government agencies that may be
sources of assistance with FAP applications
e |:| 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):

o 0O T o

The FAP was widely available on a website (list url): SEE SECTION C

The FAP application form was widely available on a website (list url): SEE SECTION C

A plain language summary of the FAP was widely available on a website (list urI):SEE SECTION C
The FAP was available upon request and without charge (in public locations in the hospital facility and
by mail)

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

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)
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Schedule H (Form 990) 2022 HACKENSACK NMERI DI AN HEALTH, | NC. 01-0649794  pPage5
Facility Information (continued)
Financial Assistance Policy (FAP)
Name of hospital facility or letter of facility reporting group:  JFK UNI VERSI TY MEDI CAL CENTER
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:
a Federal poverty guidelines (FPG), with FPG family income limit for eligibility for free care of 200. 0000 9%
~_and FPG family income limit for eligibility for discounted care of _600. 0000 o4
b || Income level other than FPG (describe in Section C)
c l Asset level
d | X| Medical indigency
e [ X]| Insurance status
f l Underinsurance status
g l Residency
h || Other (describe in Section C)
14 Explained the basis for calculating amounts charged to patients? . . . . . . . . v o v o v i h i h i e s 14 | X
15 Explained the method for applying for financial assistance? . . . . . . . . . v i i i i i it i h i e e 15 | X
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):
a Described the information the hospital facility may require an individual to provide as part of his or her
application
b Described the supporting documentation the hospital facility may require an individual to submit as part
of his or her application
c Provided the contact information of hospital facility staff who can provide an individual with information
about the FAP and FAP application process
d Provided the contact information of nonprofit organizations or government agencies that may be
sources of assistance with FAP applications
e |:| 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):

o 0O T o

[ & K

The FAP was widely available on a website (list url): SEE SECTION C

The FAP application form was widely available on a website (list url): SEE SECTION C

A plain language summary of the FAP was widely available on a website (list urI):SEE SECTION C
The FAP was available upon request and without charge (in public locations in the hospital facility and
by mail)

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

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)
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Page 5

Facility Information (continued)

Financial Assistance Policy (FAP)

Name of hospital facility or letter of facility reporting group:

JFK JOHNSON REHABI LI TATI ON | NSTI TUTE

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?
If "Yes," indicate the eligibility criteria explained in the FAP:

jo}]

[ I ] ]

oQ ™o o 0 T

Federal poverty guidelines (FPG), with FPG family income limit for eligibility for free care of 200. 0000 9%
and FPG family income limit for eligibility for discounted care of _600. 0000 o4

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? . . . . . . . . v o v o v i h i h i e s
15 Explained the method for applying for financial assistance? . . . . . . . . . v i i i i i it i h i e e

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):

a X
b [X]
¢ X
a X
e []

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? . . ... ... ...........
If "Yes," indicate how the hospital facility publicized the policy (check all that apply):

o 0O T o

[ & K

The FAP was widely available on a website (list url): SEE SECTION C

The FAP application form was widely available on a website (list url): SEE SECTION C

A plain language summary of the FAP was widely available on a website (list urI):SEE SECTION C
The FAP was available upon request and without charge (in public locations in the hospital facility and
by mail)

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

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)

Yes No
13 | X
14 | X
15 | X
16 | X
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Schedule H (Form 990) 2022 HACKENSACK NMERI DI AN HEALTH, | NC. 01-0649794  pPage5
Facility Information (continued)
Financial Assistance Policy (FAP)
Name of hospital facility or letter of facility reporting group:  HVH CARRI ER CLI NI C, | NC.
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:
a Federal poverty guidelines (FPG), with FPG family income limit for eligibility for free care of 100. 0000 9
~_and FPG family income limit for eligibility for discounted care of _100. 0000 o4
b || Income level other than FPG (describe in Section C)
c l Asset level
d | X| Medical indigency
e [ X]| Insurance status
f l Underinsurance status
g l Residency
h || Other (describe in Section C)
14 Explained the basis for calculating amounts charged to patients? . . . . . . . . v o v o v i h i h i e s 14 | X
15 Explained the method for applying for financial assistance? . . . . . . . . . v i i i i i it i h i e e 15 | X
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):
a Described the information the hospital facility may require an individual to provide as part of his or her
application
b Described the supporting documentation the hospital facility may require an individual to submit as part
of his or her application
c Provided the contact information of hospital facility staff who can provide an individual with information
about the FAP and FAP application process
d |:| Provided the contact information of nonprofit organizations or government agencies that may be
sources of assistance with FAP applications
e |:| 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):

o 0O T o

The FAP was widely available on a website (list url): SEE SECTION C

The FAP application form was widely available on a website (list url): SEE SECTION C

A plain language summary of the FAP was widely available on a website (list urI):SEE SECTION C
The FAP was available upon request and without charge (in public locations in the hospital facility and
by mail)

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

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)
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Schedule H (Form 990) 2022 HACKENSACK NMERI DI AN HEALTH, | NC. 01-0649794  pPage5
Facility Information (continued)
Financial Assistance Policy (FAP)
Name of hospital facility or letter of facility reporting group:  JOHNSON REHABI LI TATI ON | NSTI TUTE AT O
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:
a Federal poverty guidelines (FPG), with FPG family income limit for eligibility for free care of 200. 0000 9%
~_and FPG family income limit for eligibility for discounted care of _600. 0000 o4
b || Income level other than FPG (describe in Section C)
c l Asset level
d | X| Medical indigency
e [ X]| Insurance status
f l Underinsurance status
g l Residency
h || Other (describe in Section C)
14 Explained the basis for calculating amounts charged to patients? . . . . . . . . v o v o v i h i h i e s 14 | X
15 Explained the method for applying for financial assistance? . . . . . . . . . v i i i i i it i h i e e 15 | X
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):
a Described the information the hospital facility may require an individual to provide as part of his or her
application
b Described the supporting documentation the hospital facility may require an individual to submit as part
of his or her application
c Provided the contact information of hospital facility staff who can provide an individual with information
about the FAP and FAP application process
d Provided the contact information of nonprofit organizations or government agencies that may be
sources of assistance with FAP applications
e |:| 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):

o 0O T o

[ & K

The FAP was widely available on a website (list url): SEE SECTION C

The FAP application form was widely available on a website (list url): SEE SECTION C

A plain language summary of the FAP was widely available on a website (list urI):SEE SECTION C
The FAP was available upon request and without charge (in public locations in the hospital facility and
by mail)

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

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)
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Schedule H (Form 990) 2022 HACKENSACK MERI DI AN HEALTH, | NC, 01- 0649794  Page6
Facility Information (continued)

Billing and Collections
Name of hospital facility or letter of facility reporting group: A

17 Did the hospital facility have in place during the tax year a separate billing and collections policy, or a written
financial assistance policy (FAP) that explained all of the actions the hospital facility or other authorized party
may take UPoN NONPAYMEN? . . . L L v\ i v e e e e e e e e e e e e e e e e e e 17 | X

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):
a 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)

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:

T QO O T

—h

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) 2022
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Schedule H (Form 990) 2022 HACKENSACK MERI DI AN HEALTH, | NC, 01- 0649794  Page6
Facility Information (continued)

Billing and Collections
Name of hospital facility or letter of facility reporting group: B

17 Did the hospital facility have in place during the tax year a separate billing and collections policy, or a written
financial assistance policy (FAP) that explained all of the actions the hospital facility or other authorized party
may take UPoN NONPAYMEN? . . . L L v\ i v e e e e e e e e e e e e e e e e e e 17 | X

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):
a 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)

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:

T QO O T

—h

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) 2022
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Schedule H (Form 990) 2022 HACKENSACK MERI DI AN HEALTH, | NC, 01- 0649794  Page6
Facility Information (continued)
Billing and Collections

Name of hospital facility or letter of facility reporting group: PALI SADES NVEDI CAL CENTER, | NC.

17 Did the hospital facility have in place during the tax year a separate billing and collections policy, or a written
financial assistance policy (FAP) that explained all of the actions the hospital facility or other authorized party
may take UPoN NONPAYMEN? . . . L L v\ i v e e e e e e e e e e e e e e e e e e 17 | X

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):
a 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)

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:

T QO O T

—h

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) 2022
JSA

2E1324 1.000

5060RT M22D V22-7.7F 3668311 157



Schedule H (Form 990) 2022 HACKENSACK MERI DI AN HEALTH, | NC, 01- 0649794  Page6
Facility Information (continued)
Billing and Collections

Name of hospital facility or letter of facility reporting group:  HACKENSACK UNI VERSI TY MEDI CAL CENTER

Yes | No

17 Did the hospital facility have in place during the tax year a separate billing and collections policy, or a written
financial assistance policy (FAP) that explained all of the actions the hospital facility or other authorized party
may take UPoN NONPAYMEN? . . . L L v\ i v e e e e e e e e e e e e e e e e e e 17 | X
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

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

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

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

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

e Other (describe in Section C)

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:

—h

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) 2022
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Schedule H (Form 990) 2022 HACKENSACK MERI DI AN HEALTH, | NC, 01- 0649794  Page6
Facility Information (continued)
Billing and Collections

Name of hospital facility or letter of facility reporting group: PASCACK VALLEY NEDI CAL CENTER

17 Did the hospital facility have in place during the tax year a separate billing and collections policy, or a written
financial assistance policy (FAP) that explained all of the actions the hospital facility or other authorized party
may take UPoN NONPAYMEN? . . . L L v\ i v e e e e e e e e e e e e e e e e e e 17 | X

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):
a 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)

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:

T QO O T

—h

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) 2022
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Schedule H (Form 990) 2022 HACKENSACK MERI DI AN HEALTH, | NC, 01- 0649794  Page6
Facility Information (continued)
Billing and Collections

Name of hospital facility or letter of facility reporting group: ~ MOUNTAI NSI DE MEDI CAL CENTER

17 Did the hospital facility have in place during the tax year a separate billing and collections policy, or a written
financial assistance policy (FAP) that explained all of the actions the hospital facility or other authorized party
may take UPoN NONPAYMEN? . . . L L v\ i v e e e e e e e e e e e e e e e e e e 17 | X

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):
a 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)

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:

T QO O T

—h

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) 2022
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Schedule H (Form 990) 2022 HACKENSACK MERI DI AN HEALTH, | NC, 01- 0649794  Page6
Facility Information (continued)
Billing and Collections

Name of hospital facility or letter of facility reporting group: JFK UNI VERSI TY NMVEDI CAL CENTER

17 Did the hospital facility have in place during the tax year a separate billing and collections policy, or a written
financial assistance policy (FAP) that explained all of the actions the hospital facility or other authorized party
may take UPoN NONPAYMEN? . . . L L v\ i v e e e e e e e e e e e e e e e e e e 17 | X

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):
a 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)

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:

T QO O T

—h

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)
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Schedule H (Form 990) 2022 HACKENSACK MERI DI AN HEALTH, | NC, 01- 0649794  Page6
Facility Information (continued)
Billing and Collections

Name of hospital facility or letter of facility reporting group:  JFK JOHNSON REHABI LI TATI ON | NSTI TUTE

Yes | No

17 Did the hospital facility have in place during the tax year a separate billing and collections policy, or a written
financial assistance policy (FAP) that explained all of the actions the hospital facility or other authorized party
may take UPON NONPAYMENE?. . . . . . . .ttt et et e e e e e e e e e e e e e e 17 | X
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):
a 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)

b Made a reasonable effort to orally notify individuals about the FAP and FAP application process (if not, describe in Section C)
c Processed incomplete and complete FAP applications (if not, describe in Section C)

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

e Other (describe in Section C)

f None of these efforts were made

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

individuals regardless of their eligibility under the hospital facility's financial assistance policy? . . .. ... ... 21 X
If "No," indicate why:

a The hospital facility did not provide care for any emergency medical conditions

b - 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)
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Schedule H (Form 990) 2022 HACKENSACK MERI DI AN HEALTH, | NC, 01- 0649794  Page6
Facility Information (continued)
Billing and Collections

Name of hospital facility or letter of facility reporting group:  HVH CARRI ER CLI NI C, | NC.

17 Did the hospital facility have in place during the tax year a separate billing and collections policy, or a written
financial assistance policy (FAP) that explained all of the actions the hospital facility or other authorized party
may take UPoN NONPAYMEN? . . . L L v\ i v e e e e e e e e e e e e e e e e e e 17 | X

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):
a 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)

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:

T QO O T

—h

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)
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Schedule H (Form 990) 2022 HACKENSACK MERI DI AN HEALTH, | NC, 01- 0649794  Page6
Facility Information (continued)
Billing and Collections

Name of hospital facility or letter of facility reporting group: ~ JOHNSON REHABI LI TATI ON | NSTI TUTE AT O

17 Did the hospital facility have in place during the tax year a separate billing and collections policy, or a written
financial assistance policy (FAP) that explained all of the actions the hospital facility or other authorized party
may take UPoN NONPAYMEN? . . . L L v\ i v e e e e e e e e e e e e e e e e e e 17 | X

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):
a 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)

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:

T QO O T

—h

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)
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Schedule H (Form 990) 2022 HACKENSACK MERI DI AN HEALTH, | NC. 01- 0649794  Page?
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: A

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 i v i i i it e e e e e e e e e e e e 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 it i e e e e e e . 24 X

If "Yes," explain in Section C.
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Schedule H (Form 990) 2022 HACKENSACK MERI DI AN HEALTH, | NC. 01- 0649794  Page?
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: B

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 i v i i i it e e e e e e e e e e e e 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 it i e e e e e e . 24 X

If "Yes," explain in Section C.
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Schedule H (Form 990) 2022 HACKENSACK MERI DI AN HEALTH, | NC. 01- 0649794  Page?
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: PALI SADES MEDI CAL CENTER, 1 NC.

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 i v i i i it e e e e e e e e e e e e 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 it i e e e e e e . 24 X

If "Yes," explain in Section C.
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Schedule H (Form 990) 2022 HACKENSACK MERI DI AN HEALTH, | NC. 01- 0649794  Page?
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: HACKENSACK UNI VERSI TY NMEDI CAL CENTER

Yes | No

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 i v i i i it e e e e e e e e e e e e 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 it i e e e e e e . 24 X

If "Yes," explain in Section C.
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Schedule H (Form 990) 2022 HACKENSACK MERI DI AN HEALTH, | NC. 01- 0649794  Page?
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: PASCACK VALLEY MEDI CAL CENTER

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 i v i i i it e e e e e e e e e e e e 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 it i e e e e e e . 24 X

If "Yes," explain in Section C.
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Schedule H (Form 990) 2022 HACKENSACK MERI DI AN HEALTH, | NC. 01- 0649794  Page?
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: MOUNTAI NSI DE MEDI CAL CENTER

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 i v i i i it e e e e e e e e e e e e 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 it i e e e e e e . 24 X

If "Yes," explain in Section C.
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Schedule H (Form 990) 2022 HACKENSACK MERI DI AN HEALTH, | NC. 01- 0649794  Page?
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: JFK UNI VERSI TY MEDI CAL CENTER

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 i v i i i it e e e e e e e e e e e e 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 it i e e e e e e . 24 X

If "Yes," explain in Section C.
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Schedule H (Form 990) 2022 HACKENSACK MERI DI AN HEALTH, | NC. 01- 0649794  Page?
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: JFK JOHNSON REHABI LI TATI ON | NSTI TUTE

Yes | No

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 i v i i i it e e e e e e e e e e e e 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 it i e e e e e e . 24 X

If "Yes," explain in Section C.
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Schedule H (Form 990) 2022 HACKENSACK MERI DI AN HEALTH, | NC. 01- 0649794  Page?
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: HVH CARRI ER CLIN C, 1 NC.

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 i v i i i it e e e e e e e e e e e e 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 it i e e e e e e . 24 X

If "Yes," explain in Section C.
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Schedule H (Form 990) 2022 HACKENSACK MERI DI AN HEALTH, | NC. 01- 0649794  Page?
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: JOHNSON REHABI LI TATI ON | NSTI TUTE AT O

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 i v i i i it e e e e e e e e e e e e 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 it i e e e e e e . 24 X

If "Yes," explain in Section C.
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Schedule H (Form 990) 2022 HACKENSACK NMERI DI AN HEALTH, | NC. 01- 0649794 Page 8
Facility Information (continued)

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

2, 3}, 5, 6a, 6b, 7d, 11, 13b, 13h, 15e, 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.

PART V, SECTION B, LINE 5

BAYSHORE MEDI CAL CENTER, JERSEY SHORE UNI VERSI TY MEDI CAL CENTER, OCEAN
UNI VERSI TY MEDI CAL CENTER, RI VERVI EW MEDI CAL CENTER, SOUTHERN OCEAN
MEDI CAL CENTER

TO SCLICI T I NPUT FROM KEY | NFORMANTS, THOSE | NDI VI DUALS WHO HAVE A BROAD
I NTEREST IN THE HEALTH OF THE COVMUNI TY, AN ONLI NE KEY | NFORMANT SURVEY
WAS | MPLEMENTED AS PART OF THE CHNA PROCESS. A LI ST OF RECOMVENDED

PARTI Cl PANTS WAS PROVI DED BY HACKENSACK MERI DI AN HEALTH;, THI' S LI ST

| NCLUDED NAMES AND CONTACT | NFORVATI ON FOR PHYSI CI ANS, PUBLI C HEALTH
REPRESENTATI VES, OTHER HEALTH PROFESSI ONALS, SOCI AL SERVI CE PROVI DERS,
AND A VARI ETY OF OTHER COVMUNI TY LEADERS. POTENTI AL PARTI Cl PANTS WERE
CHOSEN BECAUSE OF THEI R ABILITY TO | DENTI FY PRI MARY CONCERNS OF THE
POPULATI ONS W TH WHOM THEY WORK, AS WELL AS OF THE COMMUNI TY OVERALL. KEY
| NFORMANTS WERE CONTACTED BY EMAI L, | NTRODUCI NG THE PURPOSE OF THE SURVEY
AND PROVI DI NG A LI NK TO TAKE THE SURVEY ONLI NE; REM NDER EMAI LS WERE SENT
AS NEEDED TO | NCREASE PARTI CI PATI ON. THE SURVEY WAS AVAI LABLE TO COWPLETE
FOR ONE MONTH. I N ALL, 173 COVMMUNI TY STAKEHOLDERS TOOK PART | N THE ONLI NE
KEY | NFORVANT SURVEY. A SAMPLE OF THOSE CONSULTED | NCLUDED THE FOLLOW NG

- AMERI CAN CANCER SCCI ETY

- BAYSHORE MEDI CAL CENTER COVMMUNI TY ADVI SCRY COWM TTEE
- CENTRAL JERSEY FAM LY HEALTH CONSORTI UM

- Cl RCUS OWN/ SUPER FOODTOWN

- COASTAL VOLUNTEERS | N MEDI Cl NE

- COMMUNI TY AFFAI RS & RESOURCE CENTER ( CARC)
- DEPARTMENT OF NMATERNAL AND CHI LD HEALTH

- EDI SON SENI OR CENTER

- EDI SON TOANSHI P HEALTH AND HUMAN SERVI CES
- GECRG AN COURT UNI VERSI TY

- HORI ZON BLUE CROSS BLUE SHI ELD OF NJ

- JEW SH COVWUNI TY CENTER M DDLESEX COUNTY
- METUCHEN LI BRARY

- M DDLESEX COUNTY OFFI CE HEALTH SERVI CES

- MONMOUTH COUNTY OFFI CE OF MENTAL HEALTH

- NElI GHBORHOOD HEALTH SERVI CES CORPORATI ON

- PLAI NFI ELD PUBLI C SCHOOLS

- PREFERRED BEHAVI CRAL HEALTH GROUP

- RARI TAN BAY AREA YMCA

- Rl VERVI EW MEDI CAL CENTER

- ROBERT WOOD JOHNSON UNI VERSI TY HOSPI TAL

- SAINT PETER S UNI VERSI TY HOSPI TAL

- SOUTHERN REQ ONAL SCHOOL DI STRI CT

- UNI ON COUNTY OFFI CE OF HEALTH MANAGEMENT
- UNI TED WAY OF NORTHERN NJ

- VNA HEALTH GROUP - CHI LDREN & FAM LY HEALTH | NSTI TUTE
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Schedule H (Form 990) 2022 HACKENSACK NMERI DI AN HEALTH, | NC. 01- 0649794 Page 8
Facility Information (continued)

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

2, 3}, 5, 6a, 6b, 7d, 11, 13b, 13h, 15e, 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.

- VELLSPRI NG CENTER FOR PREVENTI ON
- WOODBRI DGE DEPARTMENT HEALTH HUMAN SERVI CES

THROUGH THI S PROCESS, | NPUT WAS GATHERED FROM SEVERAL | NDI VI DUALS WHOSE
ORGANI ZATI ONS WORK W TH LOW | NCOVE, M NORITY, OR OTHER MEDI CALLY
UNDERSERVED POPULATI ONS.

IN THE ONLI NE SURVEY, KEY | NFORVANTS WERE ASKED TO RATE THE DEGREE TO

VH CH VARI QUS HEALTH | SSUES ARE A PROBLEM I N THEI R OAN COVMUNI TY.

FOLLOW UP QUESTI ONS ASKED THEM TO DESCRI BE WHY THEY | DENTI FY PROBLEM
AREAS AS SUCH AND HOW THESE M GHT BETTER BE ADDRESSED. RESULTS OF THEI R
RATI NGS, AS WELL AS THEI R VERBATI M COMMENTS, ARE | NCLUDED THROUGHOUT THI S
REPORT AS THEY RELATE TO THE VARI QUS OTHER DATA PRESENTED.

RARI TAN BAY MEDI CAL CENTER AND OLD BRI DGE MEDI CAL CENTER

TO SCLICI T I NPUT FROM KEY | NFORMANTS, THOSE | NDI VI DUALS WHO HAVE A BROAD
I NTEREST IN THE HEALTH OF THE COVMUNI TY, AN ONLI NE KEY | NFORMANT SURVEY
ALSO WAS | MPLEMENTED AS PART OF THI S PROCESS. A LI ST OF RECOMVENDED
PARTI Cl PANTS WAS PROVI DED BY HACKENSACK MERI DI AN HEALTH;, THI' S LI ST

| NCLUDED NAMES AND CONTACT | NFORVATI ON FOR PHYSI CI ANS, PUBLI C HEALTH
REPRESENTATI VES, OTHER HEALTH PROFESSI ONALS, SOCI AL SERVI CE PROVI DERS,
AND A VARI ETY OF OTHER COVMUNI TY LEADERS. POTENTI AL PARTI Cl PANTS WERE
CHOSEN BECAUSE OF THEI R ABILITY TO | DENTI FY PRI MARY CONCERNS OF THE
POPULATI ONS W TH WHOM THEY WORK, AS WELL AS OF THE COMMUNI TY OVERALL.

KEY | NFORVANTS WERE CONTACTED BY EMAIL, | NTRODUCI NG THE PURPOSE OF THE
SURVEY AND PROVI DI NG A LINK TO TAKE THE SURVEY ONLI NE; REM NDER EMAI LS
VERE SENT AS NEEDED TO | NCREASE PARTI Cl PATI ON. LOCAL STAKEHOLDERS WERE
ASKED TO PROVI DE | NPUT ABOUT COMMUNI TI ES | N M DDLESEX COUNTY; THE | NPUT
ALSO | NCLUDED STAKEHOLDERS WHO WORK MORE REG ONALLY OR STATEWDE. | N ALL,
37 COMWUNI TY STAKEHCLDERS I N THE RARI TAN BAY AND OLD BRI DGE MEDI CAL
CENTER SERVI CE AREA TOOK PART I N THE ONLI NE KEY | NFORMANT SURVEY. A
SAMPLE OF THOSE RARI TAN BAY AND OLD BRI DGE MEDI CAL CENTER CONSULTED

| NCLUDED THE FOLLOW NG

- AMERI CAN CANCER SCCI ETY

- BAYSHORE MEDI CAL CENTER COMMUNI TY ADVI SCRY COWM TTEE
- CENTRAL JERSEY FAM LY HEALTH CONSCORTI UM

- Cl RCUS OWN/ SUPER FOODTOVWN

- COASTAL VOLUNTEERS | N MEDI Cl NE

- COMMUNI TY AFFAI RS & RESOURCE CENTER ( CARC)
- DEPARTMENT OF NMATERNAL AND CHI LD HEALTH

- EDI SON SENI OR CENTER

- EDI SON TOANSHI P HEALTH AND HUMAN SERVI CES
- GECRG AN COURT UNI VERSI TY

- HORI ZON BLUE CROSS BLUE SHI ELD OF NJ

- JEW SH COVMUNI TY CENTER M DDLESEX COUNTY
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Schedule H (Form 990) 2022 HACKENSACK NMERI DI AN HEALTH, | NC. 01- 0649794 Page 8
Facility Information (continued)

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

2, 3}, 5, 6a, 6b, 7d, 11, 13b, 13h, 15e, 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.

- METUCHEN LI BRARY

- M DDLESEX COUNTY OFFI CE HEALTH SERVI CES

- MONMOUTH COUNTY OFFI CE OF MENTAL HEALTH

- NElI GHBORHOOD HEALTH SERVI CES CORPORATI ON

- PLAI NFI ELD PUBLI C SCHOOLS

- PREFERRED BEHAVI CRAL HEALTH GROUP

- RARI TAN BAY AREA YMCA

- Rl VERVI EW MEDI CAL CENTER

- ROBERT WOOD JOHNSON UNI VERSI TY HOSPI TAL

- SAINT PETER S UNI VERSI TY HOSPI TAL

- SOUTHERN REQ ONAL SCHOOL DI STRI CT

- UNI ON COUNTY OFFI CE OF HEALTH MANAGEMENT

- UNI TED WAY OF NORTHERN NJ

- VNA HEALTH GROUP - CHI LDREN & FAM LY HEALTH | NSTI TUTE
- VELLSPRI NG CENTER FOR PREVENTI ON

- WOODBRI DGE DEPARTMENT HEALTH HUMAN SERVI CES

THROUGH THI S PROCESS, | NPUT WAS GATHERED FROM SEVERAL | NDI VI DUALS WHOSE
ORGANI ZATI ONS WORK W TH LOW | NCOVE, M NORI TY, OR OTHER MEDI CALLY
UNDERSERVED POPULATI ONS.

IN THE ONLI NE SURVEY, KEY | NFORVANTS WERE ASKED TO RATE THE DEGREE TO

VH CH VARI QUS HEALTH | SSUES ARE A PROBLEM I N THEI R OAN COVMUNI TY.

FOLLOW UP QUESTI ONS ASKED THEM TO DESCRI BE WHY THEY | DENTI FY PROBLEM
AREAS AS SUCH AND HOW THESE M GHT BETTER BE ADDRESSED. RESULTS OF THEI R
RATI NGS, AS WELL AS THEI R VERBATI M COMMENTS, ARE | NCLUDED THROUGHOUT THI S
REPORT AS THEY RELATE TO THE VARI QUS OTHER DATA PRESENTED.

PALI SADES MEDI CAL CENTER

TO SCLICI T I NPUT FROM KEY | NFORMANTS, THOSE | NDI VI DUALS WHO HAVE A BROAD
I NTEREST IN THE HEALTH OF THE COVMUNI TY, AN ONLI NE KEY | NFORMANT SURVEY
ALSO WAS | MPLEMENTED AS PART OF THI S PROCESS. A LI ST OF RECOMVENDED
PARTI Cl PANTS WAS PROVI DED BY HACKENSACK MERI DI AN HEALTH;, THI' S LI ST

| NCLUDED NAMES AND CONTACT | NFORVATI ON FOR PHYSI CI ANS, PUBLI C HEALTH
REPRESENTATI VES, OTHER HEALTH PROFESSI ONALS, SOCI AL SERVI CE PROVI DERS,
AND A VARI ETY OF OTHER COVMUNI TY LEADERS. POTENTI AL PARTI Cl PANTS WERE
CHOSEN BECAUSE OF THEI R ABILITY TO | DENTI FY PRI MARY CONCERNS OF THE
POPULATI ONS W TH WHOM THEY WORK, AS WELL AS OF THE COMMUNI TY OVERALL.

KEY | NFORVANTS WERE CONTACTED BY EMAIL, | NTRODUCI NG THE PURPOSE OF THE
SURVEY AND PROVI DI NG A LINK TO TAKE THE SURVEY ONLI NE; REM NDER EMAI LS
VERE SENT AS NEEDED TO | NCREASE PARTI Cl PATI ON. LOCAL STAKEHOLDERS WERE
ASKED TO PROVI DE | NPUT ABOUT COMMUNI TI ES | N HUDSON COUNTY; THE | NPUT ALSO
| NCLUDED STAKEHOLDERS WHO WORK MORE REG ONALLY OR STATEWDE. I N ALL, 16
COMMUNI TY STAKEHOLDERS | N THE PALI SADES MEDI CAL CENTER SERVI CE AREA TOOK
PART I N THE ONLI NE KEY | NFORVMANT SURVEY. A SAMPLE OF THOSE PALI SADES

MEDI CAL CENTER CONSULTED | NCLUDED THE FOLLOW NG
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Schedule H (Form 990) 2022 HACKENSACK NMERI DI AN HEALTH, | NC. 01- 0649794 Page 8
Facility Information (continued)

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

2, 3}, 5, 6a, 6b, 7d, 11, 13b, 13h, 15e, 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.

- AMERI CAN CANCER SOCI ETY

- CENTRAL JERSEY FAM LY HEALTH CONSORTI UM

- CENTRASTATE HEALTHCARE SYSTEM

- Cl RCUS OWN SUPER FOODTOWN

- COASTAL VOLUNTEERS | N MEDI Cl NE

- COMMUNI TY AFFAI RS & RESOURCE CENTER ( CARC)
- COMMUNI TY CHI LD CARE SOLUTI ONS ( CCCS)

- DEPARTMENT OF MATERNAL AND CHI LD HEALTH

- DR HERBERT N. Rl CHARDSON SCHOOL

- EZ RI DE

- GEORG AN COURT UNI VERSI TY

- HABCORE

- HORI ZON BLUE CROSS BLUE SHI ELD OF NJ

- JEW SH RENAI SSANCE FOUNDATI ON

- JOHNSON & JOHNSON - SAFE KI DS

- LUNCHBREAK

- MI CARMEL NURSI NG SERVI CE

- NAHN- NJ CHAPTER SCHOOL NURSE PROGRAM RUTGERS
- NEI GHBORHOOD HEALTH SERVI CES CORPORATI ON
- NEW JERSEY BLIND Cl TI ZENS ASSOCI ATl ON

- PREFERRED BEHAVI ORAL HEALTH GROUP

- ROBERT WOOD JOHNSON UNI VERSI TY HOSPI TAL

- SAINT PETER S UNI VERSI TY HOSPI TAL

- SUSAN G KOVEN CENTRAL AND SOUTH JERSEY

- UNI TED WAY OF NORTHERN NJ

- VNA HEALTH GROUP - CHILDREN & FAM LY HEALTH | NSTI TUTE
- WELLSPRI NG CENTER FOR PREVENTI ON

THROUGH THI S PROCESS, | NPUT WAS GATHERED FROM SEVERAL | NDI VI DUALS WHOSE
ORGANI ZATI ONS WORK W TH LOW | NCOVE, M NORI TY, OR OTHER MEDI CALLY
UNDERSERVED POPULATI ONS.

IN THE ONLI NE SURVEY, KEY | NFORVANTS WERE ASKED TO RATE THE DEGREE TO

VH CH VARI QUS HEALTH | SSUES ARE A PROBLEM I N THEI R OAN COVMUNI TY.

FOLLOW UP QUESTI ONS ASKED THEM TO DESCRI BE WHY THEY | DENTI FY PROBLEM
AREAS AS SUCH AND HOW THESE M GHT BETTER BE ADDRESSED. RESULTS OF THEI R
RATI NGS, AS WELL AS THEI R VERBATI M COMMENTS, ARE | NCLUDED THROUGHOUT THI S
REPORT AS THEY RELATE TO THE VARI QUS OTHER DATA PRESENTED.

HACKENSACK UNI VERSI TY MEDI CAL CENTER AND PASCACK VALLEY MEDI CAL CENTER

THE ORGANI ZATI ONS CONDUCTED A CHNA THROUGH THE COVMUNI TY HEALTH

| MPROVEMENT PARTNERSHI P OF BERGEN COUNTY ("CHI P*). A STEERI NG COMW TTEE
MADE UP OF SENI OR REPRESENTATI VES FROM EACH HOSPI TAL THAT PARTI Cl PATED | N
THE CHNA AND THE BERGEN COUNTY DEPARTMENT OF HEALTH SERVI CES (" BCDHS")
GQUIDED THI S PRQJECT. AN ADVI SORY COW TTEE, WH CH | NCLUDED ADDI TI ONAL
STAFF FROM THE PARTI Cl PATI NG HOSPI TALS AND BCDHS, AS WELL AS
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Schedule H (Form 990) 2022 HACKENSACK NMERI DI AN HEALTH, | NC.

01- 0649794 Page 8

Facility Information (continued)

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

2, 3}, 5, 6a, 6b, 7d, 11, 13b, 13h, 15e, 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.

REPRESENTATI VES FROM LOCAL HEALTH DEPARTMENTS AND A NUMBER OF BERGEN
COUNTY' S LEADI NG HEALTH AND SOCI AL SERVI CE ORGANI ZATI ONS, PROVI DED
ADDI TI ONAL | NPUT. THE COMBI NED EXPERTI SE, KNOW.EDGE, AND COWM TMENT OF
THE MEMBERS OF THESE COWMM TTEES WERE VI TAL TO TH S PRQJECT.

KEY | NFORVANTS WERE CONTACTED BY EMAIL, | NTRODUCI NG THE PURPOSE OF THE
SURVEY AND PROVI DI NG A LINK TO TAKE THE SURVEY ONLI NE; REM NDER EMAI LS
VERE SENT AS NEEDED TO | NCREASE PARTI Cl PATI ON. LOCAL STAKEHOLDERS WERE
ASKED TO PROVI DE | NPUT ABOUT COMMUNI TI ES | N M DDLESEX COUNTY; THE | NPUT
ALSO | NCLUDED STAKEHOLDERS WHO WORK MORE REG ONALLY OR STATEWDE. | N ALL,
146 COVMUNI TY STAKEHOLDERS | N BERGEN CCOUNTY TOOK PART I N THE ONLI NE KEY

| NFORMANT SURVEY. A SAMPLE OF THOSE HACKENSACK UNI VERSI TY MEDI CAL CENTER
AND PASCACK VALLEY MEDI CAL CENTER CONSULTED | NCLUDED THE FCOLLOW NG

- AMERI CAN CANCER SCCI ETY

- BERGEN COUNTY DEPARTMENT OF HEALTH SERVI CES
- BERGEN COUNTY HOUSI NG AUTHORI TY

- BERGEN FAM LY CENTER

- COVPREHENSI VE BEHAVI CRAL HEALTH CARE

- CH LDREN' S AID AND FAM LY SERVI CES

- C TY OF GARFI ELD

- ENGLEWOOD HEALTH PHYSI Cl ANS NETWORK

- FAM LY PROM SE OF RI DGEWOOD

- HACKENSACK SCHOOL DI STRI CT

- GARDEN STATE EQUALI TY

- JEW SH HOVE FAM LY

- METROPOLI TAN CHURCH

- M DLAND PARK SENI OR CENTER AND AGE- FRI ENDLY RI DGEWOOD
- NORTH HUDSON COMMUNI TY ACTI ON CORPCRATI ON

- SOCl AL SERVI CE ASSCCI ATI ON OF RI DGEWOOD AND VICI NI TY
- THE RUSSELL BERRI E FOUNDATI ON

- TOMSHI P OF TEANECK

- VALLEY HEALTH SYSTEM

- VAN DYK HEALTH CARE

- VESTWOOD POLI CE DEPARTMENT

THROUGH THI S PROCESS, | NPUT WAS GATHERED FROM SEVERAL | NDI VI DUALS WHOSE
ORGANI ZATI ONS WORK W TH LOWM | NCOVE, M NORI TY, OR OTHER MEDI CALLY
UNDERSERVED POPULATI ONS.

IN THE ONLI NE SURVEYS, KEY | NFORMANTS WERE ASKED TO RATE THE DEGREE TO
VH CH VARI QUS HEALTH | SSUES ARE A PROBLEM I N THEI R OAN COVMUNI TY.
FOLLOW UP QUESTI ONS ASKED THEM TO DESCRI BE WHY THEY | DENTI FY PROBLEM
AREAS AS SUCH AND HOW THESE M GHT BETTER BE ADDRESSED. RESULTS OF THEI R

RATI NGS, AS WELL AS THEI R VERBATI M COMMENTS, ARE | NCLUDED THROUGHOUT THI S

REPORT AS THEY RELATE TO THE VARI QUS OTHER DATA PRESENTED.
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Schedule H (Form 990) 2022 HACKENSACK NMERI DI AN HEALTH, | NC.

01- 0649794 Page 8

Facility Information (continued)

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

2, 3}, 5, 6a, 6b, 7d, 11, 13b, 13h, 15e, 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.

MOUNTAI NSI DE MEDI CAL CENTER

TO SCLICI T I NPUT FROM KEY | NFORMANTS, THOSE | NDI VI DUALS WHO HAVE A BROAD
I NTEREST IN THE HEALTH OF THE COVMUNI TY, AN ONLI NE KEY | NFORMANT SURVEY
ALSO WAS | MPLEMENTED AS PART OF THI S PROCESS. A LI ST OF RECOMVENDED
PARTI Cl PANTS WAS PROVI DED BY HACKENSACK MERI DI AN HEALTH;, THI' S LI ST

| NCLUDED NAMES AND CONTACT | NFORVATI ON FOR PHYSI CI ANS, PUBLI C HEALTH
REPRESENTATI VES, OTHER HEALTH PROFESSI ONALS, SOCI AL SERVI CE PROVI DERS,
AND A VARI ETY OF OTHER COVMUNI TY LEADERS. POTENTI AL PARTI Cl PANTS WERE
CHOSEN BECAUSE OF THEI R ABILITY TO | DENTI FY PRI MARY CONCERNS OF THE
POPULATI ONS W TH WHOM THEY WORK, AS WELL AS OF THE COMMUNI TY OVERALL.

KEY | NFORVANTS WERE CONTACTED BY EMAIL, | NTRODUCI NG THE PURPOSE OF THE
SURVEY AND PROVI DI NG A LINK TO TAKE THE SURVEY ONLI NE; REM NDER EMAI LS
VERE SENT AS NEEDED TO | NCREASE PARTI Cl PATI ON. LOCAL STAKEHOLDERS WERE
ASKED TO PROVI DE | NPUT ABOUT COVMMUNI TI ES | N ESSEX COUNTY; THE | NPUT ALSO
| NCLUDED STAKEHOLDERS WHO WORK MORE REG ONALLY OR STATEWDE. I N ALL, 37
COVMMUNI TY STAKEHOLDERS | N THE MOUNTAI NSI DE MEDI CAL CENTER SERVI CE AREA
TOOK PART IN THE ONLI NE KEY | NFORVANT SURVEY. A SAMPLE OF THOSE

MOUNTAI NSI DE MEDI CAL CENTER CONSULTED | NCLUDED THE FOLLOW NG

- AMVERI CAN CANCER SOCI ETY

- ARC OF ESSEX COUNTY

- CENTRAL JERSEY FAM LY HEALTH CONSORTI UM
- CENTRASTATE HEALTHCARE SYSTEM

- C RCUS OMV SUPER FOODTOMN

- COASTAL VOLUNTEERS | N MEDI CI NE

- COMMUNI TY AFFAI RS & RESOURCE CENTER ( CARC)
- COMMUNI TY CHI LD CARE SOLUTI ONS ( CCCS)

- DEPARTMENT OF MATERNAL AND CHI LD HEALTH
- DR HERBERT N. RI CHARDSON SCHOOL

- EZ RIDE

- GEORG AN COURT UNI VERSI TY

- HABCORE

- HORI ZON BLUE CROSS BLUE SHI ELD OF NJ

- JEW SH RENAI SSANCE FOUNDATI ON

- JOHNSON & JOHNSON - SAFE KI DS

- LUNCHBREAK

- M CARMEL NURSI NG SERVI CE

- MONTCLAI R STATE UNI VERSI TY

- MONTCLAI R YMCA

- NAHN-NJ CHAPTER SCHOOL NURSE PROGRAM RUTGERS
- NEI GHBORHOOD HEALTH SERVI CES CORPORATI ON
- NEW JERSEY BLIND CI TI ZENS ASSCCI ATI ON

- PREFERRED BEHAVI ORAL HEALTH GROUP
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Schedule H (Form 990) 2022 HACKENSACK NMERI DI AN HEALTH, | NC. 01- 0649794 Page 8
Facility Information (continued)

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

2, 3}, 5, 6a, 6b, 7d, 11, 13b, 13h, 15e, 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.

- ROBERT WOOD JOHNSON UNI VERSI TY HOSPI TAL

- SAINT PETER S UN VERSI TY HOSPI TAL

- SUSAN G KOVEN CENTRAL AND SOUTH JERSEY

- UNI TED WAY OF NORTHERN NJ

- VNA HEALTH GROUP - CHI LDREN & FAM LY HEALTH I NSTI TUTE
- VWELLSPRI NG CENTER FOR PREVENTI ON

THROUGH THI S PROCESS, | NPUT WAS GATHERED FROM SEVERAL | NDI VI DUALS WHOSE
ORGANI ZATI ONS WORK W TH LOW | NCOVE, M NORITY, OR OTHER MEDI CALLY
UNDERSERVED POPULATI ONS.

IN THE ONLI NE SURVEY, KEY | NFORVANTS WERE ASKED TO RATE THE DEGREE TO

VH CH VARI QUS HEALTH | SSUES ARE A PROBLEM I N THEI R OAN COVMUNI TY.

FOLLOW UP QUESTI ONS ASKED THEM TO DESCRI BE WHY THEY | DENTI FY PROBLEM
AREAS AS SUCH AND HOW THESE M GHT BETTER BE ADDRESSED. RESULTS OF THEI R
RATI NGS, AS WELL AS THEI R VERBATI M COMMENTS, ARE | NCLUDED THROUGHOUT THI S
REPORT AS THEY RELATE TO THE VARI QUS OTHER DATA

PRESENTED.

JFK UNI VERSI TY MEDI CAL CENTER AND JFK JOHNSON REHABI LI TATI ON | NSTI TUTE

TO SCLICI T I NPUT FROM KEY | NFORMANTS, THOSE | NDI VI DUALS WHO HAVE A BROAD
| NTEREST IN THE HEALTH OF THE COVMUNI TY, AN ONLI NE KEY | NFORMANT SURVEY
ALSO WAS | MPLEMENTED AS PART OF THI S PROCESS. A LI ST OF RECOMVENDED
PARTI Cl PANTS WAS PROVI DED BY HACKENSACK MERI DI AN HEALTH;, THI S LI ST

| NCLUDED NAMES AND CONTACT | NFORVATI ON FOR PHYSI CI ANS, PUBLI C HEALTH
REPRESENTATI VES, OTHER HEALTH PROFESSI ONALS, SOCI AL SERVI CE PROVI DERS,
AND A VARI ETY OF OTHER COVMUNI TY LEADERS. POTENTI AL PARTI Cl PANTS WERE
CHOSEN BECAUSE OF THEI R ABILITY TO | DENTI FY PRI MARY CONCERNS OF THE
POPULATI ONS W TH WHOM THEY WORK, AS WELL AS OF THE COMMUNI TY OVERALL.

KEY | NFORVANTS WERE CONTACTED BY EMAIL, | NTRODUCI NG THE PURPOSE OF THE
SURVEY AND PROVI DI NG A LINK TO TAKE THE SURVEY ONLI NE; REM NDER EMAI LS
VERE SENT AS NEEDED TO | NCREASE PARTI Cl PATI ON. LOCAL STAKEHOLDERS WERE
ASKED TO PROVI DE | NPUT ABOUT COVMMUNI TI ES | N M DDLESEX COUNTY; THE | NPUT
ALSO | NCLUDED STAKEHOLDERS WHO WORK MORE REG ONALLY OR STATEWDE. | N ALL,
37 COMMUNI TY STAKEHCLDERS I N THE JFK UNI VERSI TY MEDI CAL CENTER SERVI CE
AREA TOOK PART I N THE ONLI NE KEY | NFORMANT SURVEY. A SAMPLE OF THOSE JFK
UNI VERSI TY MEDI CAL CENTER AND JFK JOHNSON REHABI LI TATI ON | NSTI TUTE
CONSULTED | NCLUDED THE FOLLOW NG

- AMERI CAN CANCER SCCI ETY

- CENTRAL JERSEY FAM LY HEALTH CONSCORTI UM

- CENTRASTATE HEALTHCARE SYSTEM

- Cl TY OF PERTH AMBOY

- COASTAL VOLUNTEERS | N MEDI Cl NE

- COMMUNI TY AFFAI RS & RESOURCE CENTER ( CARC)
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Schedule H (Form 990) 2022 HACKENSACK NMERI DI AN HEALTH, | NC. 01- 0649794 Page 8
Facility Information (continued)

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

2, 3}, 5, 6a, 6b, 7d, 11, 13b, 13h, 15e, 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.

- COMMUNI TY CHI LD CARE SOLUTI ONS ( CCCS)

- DEPARTMENT OF MATERNAL AND CHI LD HEALTH
- DR HERBERT N. Rl CHARDSON SCHOOL

- EZ RI DE

- GEORG AN COURT UNI VERSI TY

- HABCORE

- HORI ZON BLUE CROSS BLUE SHI ELD OF NJ

- JEW SH RENAI SSANCE FOUNDATI ON

- JOHNSON & JOHNSON - SAFE KI DS

- LUNCHBREAK

- METUCHEN SENI OR CENTER

- M DDLESEX COUNTY OFFI CE HEALTH SERVI CES
- M LLTOWN

- NAHN- NJ CHAPTER SCHOOL NURSE PROGRAM RUTGERS
- NEI GHBORHOOD HEALTH SERVI CES CORPORATI ON
- NEW JERSEY BLIND Cl TI ZENS ASSOCI ATl ON

- PREFERRED BEHAVI ORAL HEALTH GROUP

- ROBERT WOOD JOHNSON UNI VERSI TY HOSPI TAL
- SAINT PETER S UNI VERSI TY HOSPI TAL

- SUSAN G KOVEN CENTRAL AND SOUTH JERSEY
- UNI TED WAY OF NORTHERN NJ

- VNA HEALTH GROUP - CHILDREN & FAM LY HEALTH | NSTI TUTE
- WELLSPRI NG CENTER FOR PREVENTI ON

THROUGH THI S PROCESS, | NPUT WAS GATHERED FROM SEVERAL | NDI VI DUALS WHOSE
ORGANI ZATI ONS WORK W TH LOW | NCOVE, M NORI TY, OR OTHER MEDI CALLY
UNDERSERVED POPULATI ONS.

IN THE ONLI NE SURVEY, KEY | NFORVANTS WERE ASKED TO RATE THE DEGREE TO

VH CH VARI QUS HEALTH | SSUES ARE A PROBLEM I N THEI R OAN COVMUNI TY.

FOLLOW UP QUESTI ONS ASKED THEM TO DESCRI BE WHY THEY | DENTI FY PROBLEM
AREAS AS SUCH AND HOW THESE M GHT BETTER BE ADDRESSED. RESULTS OF THEI R
RATI NGS, AS WELL AS THEI R VERBATI M COMMENTS, ARE | NCLUDED THROUGHOUT THI S
REPORT AS THEY RELATE TO THE VARI QUS OTHER DATA PRESENTED.

HVH CARRI ER CLINI C

TO SCLICI T I NPUT FROM KEY | NFORMANTS, THOSE | NDI VI DUALS WHO HAVE A BROAD
I NTEREST IN THE HEALTH OF THE COVMUNI TY, AN ONLI NE KEY | NFORMANT SURVEY
ALSO WAS | MPLEMENTED AS PART OF THI S PROCESS. A LI ST OF RECOMVENDED
PARTI Cl PANTS WAS PROVI DED BY HACKENSACK MERI DI AN HEALTH;, THI' S LI ST

| NCLUDED NAMES AND CONTACT | NFORMATI ON FOR PHYSI CI ANS, PUBLI C HEALTH
REPRESENTATI VES, OTHER HEALTH PROFESSI ONALS, SOCI AL SERVI CE PROVI DERS,
AND A VARI ETY OF OTHER COVMUNI TY LEADERS. POTENTI AL PARTI Cl PANTS WERE
CHOSEN BECAUSE OF THEI R ABILITY TO | DENTI FY PRI MARY CONCERNS OF THE
POPULATI ONS W TH WHOM THEY WORK, AS WELL AS OF THE COMMUNI TY OVERALL.

KEY | NFORVANTS WERE CONTACTED BY EMAIL, | NTRODUCI NG THE PURPOSE OF THE

JSA Schedule H (Form 990) 2022

2E1331 1.000

5060RT M22D V22-7.7F 3668311 182



Schedule H (Form 990) 2022 HACKENSACK NMERI DI AN HEALTH, | NC.

01- 0649794 Page 8

Facility Information (continued)

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

2, 3}, 5, 6a, 6b, 7d, 11, 13b, 13h, 15e, 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.

SURVEY AND PROVI DI NG A LINK TO TAKE THE SURVEY ONLI NE; REM NDER EMAI LS
VERE SENT AS NEEDED TO | NCREASE PARTI Cl PATI ON. LOCAL STAKEHOLDERS WERE
ASKED TO PROVI DE | NPUT ABOUT COVMUNI TI ES | N SOMERSET, M DDLESEX, MERCER,
MONMOUTH, AND OCEAN COUNTI ES; THE | NPUT ALSO | NCLUDED STAKEHOLDERS WHO
WORK MORE REG ONALLY OR STATEWDE. IN ALL, 17 COMMUNI TY STAKEHCOLDERS I N
THE CARRI ER CLI NI C SERVI CE AREA TOOK PART I N THE ONLI NE KEY | NFORMANT
SURVEY. BELOWI|S A SAVPLE OF THE PARTI Cl PANTS HVH CARRI ER CLINI C
CONSULTED:

- AMERI CAN CANCER SCOCI ETY

- ATRI UM HEALTH AND SENI OR LI VI NG

- BAYSHORE MEDI CAL CENTER CAC

- BRI CK SENI OR CENTER

- BRI CK TOMNSH P

- BRI CK TOMWNSH P POLI CE DEPARTMENT

- CENTRAL JERSEY FAM LY HEALTH CONSORTI UM

- CENTRASTATE HEALTHCARE SYSTEM

- DEPARTMENT OF EDUCATI ON, NJ - SOMERSET COUNTY
- EDI SON SENI OR CENTER

- EDI SON TOMNSHI P HEALTH AND HUMAN SERVI CES

- H & M POTTER ELEMENTARY SCHOOL

- HORI ZON BLUE CROSS BLUE SHI ELD OF NJ

- JERSEY SHORE UNI VERSI TY MEDI CAL CENTER

- JEW SH COMWUNI TY CENTER - M DDLESEX COUNTY

- JFK UNI VERSI TY MEDI CAL CENTER

- JOHNSON & JOHNSON - SAFE Kl DS

- LBl HEALTH DEPARTMENT

- MONMOUTH COUNTY OFFI CE OF MENTAL HEALTH

- MONMOUTH COUNTY REGQ ONAL HEALTH COWM SSI ON

- MONMOUTH COUNTY SCHOOL NURSES ASSOCI ATl ON

- NEW JERSEY ASSCCI ATI ON OF MENTAL HEALTH & ADDI CTI ON AGENCI ES ( NJAVHAA)
- NEW JERSEY BLI ND CI TI ZENS ASSOCI ATl ON

- NEW JERSEY HOSPI TAL ASSCCI ATI ON ( NJHA)

- OCEAN COUNTY HEALTH DEPARTMENT

- OCEAN COUNTY OFFI CE OF SENI OR SERVI CES

- OCEAN COUNTY YMCA

- RIVERVI EW MEDI CAL CENTER

- ROOSEVELT CARE CENTER

- SEACREST VI LLAGE

- SOVERSET COUNTY DEPARTMENT OF HUMAN SERVI CES
- STAFFORD POLI CE DEPARTMENT

- UNI TED WAY UNI ON COUNTY

- VNA HEALTH GROUP - CHI LDREN & FAM LY HEALTH I NSTI TUTE
- VWELLSPRI NG CENTER FOR PREVENTI ON

- W NTRODE FAM LY FOUNDATI ON

- WOODBRI DGE DEPARTMENT HEALTH HUMAN SERVI CES

THROUGH THI S PROCESS, | NPUT WAS GATHERED FROM SEVERAL | NDI VI DUALS WHOSE
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Schedule H (Form 990) 2022 HACKENSACK NMERI DI AN HEALTH, | NC.

01- 0649794 Page 8

Facility Information (continued)

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

2, 3}, 5, 6a, 6b, 7d, 11, 13b, 13h, 15e, 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.

ORGANI ZATI ONS WORK W TH LOW | NCOVE, M NORITY, OR OTHER MEDI CALLY
UNDERSERVED POPULATI ONS.

IN THE ONLI NE SURVEY, KEY | NFORVANTS WERE ASKED TO RATE THE DEGREE TO

VH CH VARI QUS HEALTH | SSUES ARE A PROBLEM I N THEI R OAN COVMUNI TY.

FOLLOW UP QUESTI ONS ASKED THEM TO DESCRI BE WHY THEY | DENTI FY PROBLEM
AREAS AS SUCH AND HOW THESE M GHT BETTER BE ADDRESSED. RESULTS OF THEI R
RATI NGS, AS WELL AS THEI R VERBATI M COMMENTS, ARE | NCLUDED THROUGHOUT THI S
REPORT AS THEY RELATE TO THE VARI QUS OTHER DATA PRESENTED.

JOHNSON REHABI LI TATI ON | NSTI TUTE AT OCEAN UNI VERSI TY MEDI CAL CENTER ( FKA
SHORE REHABI LI TAI ON | NSTI TUTE, | NC.)

TO SCLICI T I NPUT FROM KEY | NFORMANTS, THOSE | NDI VI DUALS WHO HAVE A BROAD
I NTEREST IN THE HEALTH OF THE COVMUNI TY, AN ONLI NE KEY | NFORMANT SURVEY
ALSO WAS | MPLEMENTED AS PART OF THI S PROCESS. A LI ST OF RECOMVENDED
PARTI Cl PANTS WAS PROVI DED BY HACKENSACK MERI DI AN HEALTH;, THI' S LI ST

| NCLUDED NAMES AND CONTACT | NFORVATI ON FOR PHYSI CI ANS, PUBLI C HEALTH
REPRESENTATI VES, OTHER HEALTH PROFESSI ONALS, SOCI AL SERVI CE PROVI DERS,
AND A VARI ETY OF OTHER COVMUNI TY LEADERS. POTENTI AL PARTI Cl PANTS WERE
CHOSEN BECAUSE OF THEI R ABILITY TO | DENTI FY PRI MARY CONCERNS OF THE
POPULATI ONS W TH WHOM THEY WORK, AS WELL AS OF THE COMMUNI TY OVERALL.

KEY | NFORVANTS WERE CONTACTED BY EMAI L, | NTRODUCI NG THE PURPOSE OF THE
SURVEY AND PROVI DI NG A LINK TO TAKE THE SURVEY ONLI NE; REM NDER EMAI LS
WERE SENT AS NEEDED TO | NCREASE PARTI Cl PATI ON. LOCAL

STAKEHOLDERS WERE ASKED TO PROVI DE | NPUT ABOUT COVMUNI TI ES | N OCEAN
COUNTY; THE | NPUT ALSO | NCLUDED STAKEHOLDERS WHO WORK MORE REGQ ONALLY OR
STATEWDE. IN ALL, 23 COMMUNI TY STAKEHOLDERS | N THE JOHNSON REHABI LI ATI ON
I NSTI TUTE AT OCEAN UNI VERSI TY MEDI CAL CENTER SERVI CE AREA TOOK PART I N
THE ONLI NE KEY | NFORVANT SURVEY. BELOW IS A SAMPLE OF THE PARTI Cl PANTS
SHORE REHABI LI TATI ON | NSTI TUTE CONSULTED:

- AMERI CAN CANCER SCCI ETY

- BOROUGH OF PO NT PLEASANT

- BRI CK SENI OR CENTER

- CENTRAL JERSEY FAM LY HEALTH CONSCORTI UM
- Cl RCUS OWN/ SUPER FOODTOVWN

- COASTAL VOLUNTEERS | N MEDI Cl NE

- COMMUNI TY AFFAI RS & RESOURCE CENTER ( CARC)
- DEPARTMENT OF NMATERNAL AND CHI LD HEALTH
- DR HERBERT N. RI CHARDSON SCHOCL

- EZ Rl DE

- GECRG AN COURT UNI VERSI TY

- HORI ZON BLUE CROSS BLUE SHI ELD OF NJ

- JEW SH RENAI SSANCE FOUNDATI ON

- LBl HEALTH DEPARTMENT

JSA
2E1331 1.000

5060RT M22D V22-7.7F 3668311

Schedule H (Form 990) 2022

184



Schedule H (Form 990) 2022 HACKENSACK NMERI DI AN HEALTH, | NC.

01- 0649794 Page 8

Facility Information (continued)

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

2, 3}, 5, 6a, 6b, 7d, 11, 13b, 13h, 15e, 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.

- MONCC ( MONMOUTH- OCEAN HOSPI TAL SERVI CE CORPORATI ON)

- MONMOUTH COUNTY OFFI CE OF MENTAL HEALTH

- OCEAN COUNTY DEPARTMENT OF HUMAN SERVI CES

- OCEAN COUNTY YMCA

- PLAI NFI ELD CONNECTI ONS - MATERNAL AND CHI LD HOVE VI SI TATI ON
PROGRAMS

- PREFERRED BEHAVI CRAL HEALTH GROUP

- ROCSEVELT CARE CENTER

- Rl VERVI EW MEDI CAL CENTER

- ROBERT WOOD JOHNSON UNI VERSI TY HOSPI TAL

- SAINT PETER S UNI VERSI TY HOSPI TAL

- STAFFORD PCLI CE DEPARTMENT

- TOMSHI P OF BRI CK

- UNI TED WAY OF NORTHERN NJ

- VNA HEALTH GROUP - CHI LDREN & FAM LY HEALTH | NSTI TUTE

- VELLSPRI NG CENTER FOR PREVENTI ON

- WOODBRI DGE DEPARTMENT HEALTH HUMAN SERVI CES

THROUGH THI S PROCESS, | NPUT WAS GATHERED FROM SEVERAL | NDI VI DUALS WHOSE
ORGANI ZATI ONS WORK W TH LOW | NCOVE, M NORI TY, OR OTHER MEDI CALLY
UNDERSERVED POPULATI ONS.

IN THE ONLI NE SURVEY, KEY | NFORVANTS WERE ASKED TO RATE THE DEGREE TO
VH CH VARI QUS HEALTH | SSUES ARE A PROBLEM I N THEI R OAN COVMUNI TY.
FOLLOW UP QUESTI ONS ASKED THEM TO DESCRI BE WHY THEY | DENTI FY PROBLEM
AREAS AS SUCH AND HOW THESE M GHT BETTER BE ADDRESSED. RESULTS OF THEI R

RATI NGS, AS WELL AS THEI R VERBATI M COMMENTS, ARE | NCLUDED THROUGHOUT THI S

REPORT AS THEY RELATE TO THE VARI QUS OTHER DATA PRESENTED.

PART V, SECTION B, LINE 6A

ALL HOSPI TALS ( EXCEPT HACKENSACK UNI VERSI TY MEDI CAL CENTER AND PASCACK
VALLEY MEDI CAL CENTER)

THE 2022 HACKENSACK MERI DI AN HEALTH HOSPI TALS, W TH THE EXCEPTI ON OF
HACKENSACK UNI VERSI TY MEDI CAL CENTER AND PASCACK VALLEY MEDI CAL CENTER,
CHNA WAS CONDUCTED W TH THE FOLLOW NG HOSPI TALS: BAYSHORE MEDI CAL CENTER,
SCQUTHERN OCEAN MEDI CAL CENTER, OCEAN UNI VERSI TY MEDI CAL CENTER AND
JOHNSON REHABI LI TATI ON | NSTI TUTE AT OCEAN UNI VERSI TY MEDI CAL CENTER,
JERSEY SHORE UNI VERSI TY MEDI CAL CENTER AND K. HOVNANI AN CHI LDREN' S

HOSPI TAL, RI VERVI EW MEDI CAL CENTER, HVH CARRIER CLI NI C, JFK MEDI CAL
CENTER AND JFK JOHNSON REHABI LI TATI ON | NSTI TUTE, HACKENSACKUMC

MOUNTAI NSI DE, PALI SADES MEDI CAL CENTER, RARI TAN BAY MEDI CAL CENTER, OLD
BRI DGE MEDI CAL CENTER
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Schedule H (Form 990) 2022 HACKENSACK NMERI DI AN HEALTH, | NC. 01- 0649794 Page 8
Facility Information (continued)

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

2, 3}, 5, 6a, 6b, 7d, 11, 13b, 13h, 15e, 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.

HACKENSACK UNI VERSI TY MEDI CAL CENTER AND PASCACK VALLEY MEDI CAL CENTER

THE BERGEN COUNTY COMMUNI TY HEALTH NEEDS ASSESSMENT ( CHNA) AND STRATEQ C
PLANNI NG PROCESS WAS MADE POSSI BLE THROUGH THE GENEROUS SUPPORT OF BERGEN
NEW BRI DGE MEDI CAL CENTER, ENGLEWOOD HEALTH, HACKENSACK MERI DI AN HEALTH
HACKENSACK UNI VERSI TY MEDI CAL CENTER, HACKENSACK MERI DI AN HEALTH PASCACK
VALLEY MEDI CAL CENTER, HOLY NAME MEDI CAL CENTER, RAMAPO RI DGE PSYCH ATRI C
HOSPI TAL (A PART OF CHRI STI AN HEALTH CARE CENTER), AND THE VALLEY

HOSPI TAL. REPRESENTATI VES FROM THESE SEVEN HOSPI TALS, ALONG W TH
REPRESENTATI VES OF THE BERGEN COUNTY DEPARTMENT OF HEALTH SERVI CES
(BCDHS) AND THE COMMUNI TY HEALTH | MPROVEMENT PARTNERSHI P OF BERGEN
COUNTY, WORKED COLLABORATI VELY FOR OVER A YEAR TO PLAN AND EXECUTE THI S
ASSESSMENT.

PART V, SECTION B, LINE 6B

ALL HOSPI TAL FACI LI TI ES

PLEASE SEE RESPONSE TO PART V, SECTION B, LINE 5 ABOVE FOR LI STI NG OF
NON- HOSPI TAL ORGANI ZATI ONS PARTI Cl PATI NG I N THE CHNA OF EACH OF THE
HOSPI TAL FACI LI Tl ES.

PART V, SECTION B, QUESTION 7A

BAYSHORE MEDI CAL CENTER
HTTPS: / / WAV HACKENSACKMERI DI ANHEALTH. ORG EN/ ABOUT- US/ COVMUNI TY- HEALTH- NEED
S- ASSESSMENT

HVH CARRI ER CLINI C
HTTPS: / / WAV HACKENSACKMERI DI ANHEALTH. ORG EN/ ABOUT- US/ COVMUNI TY- HEALTH- NEED
S- ASSESSMENT

HACKENSACK UNI VERSI TY MEDI CAL CENTER
HTTPS: / / WAV HACKENSACKMERI DI ANHEALTH. ORG/ EN/ ABOUT- US/ COVMUNI TY- HEALTH- NEED
S- ASSESSMENT

JERSEY SHORE UNI VERSI TY MEDI CAL CENTER
HTTPS: / / WAV HACKENSACKMERI DI ANHEALTH. ORG/ EN/ ABOUT- US/ COVMUNI TY- HEALTH- NEED
S- ASSESSMENT

JFK UNI VERSI TY MEDI CAL CENTER
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Schedule H (Form 990) 2022 HACKENSACK NMERI DI AN HEALTH, | NC. 01- 0649794 Page 8
Facility Information (continued)

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

2, 3}, 5, 6a, 6b, 7d, 11, 13b, 13h, 15e, 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.

HTTPS: / / WAV HACKENSACKMERI DI ANHEALTH. ORG EN/ ABOUT- US/ COVMUNI TY- HEALTH- NEED
S- ASSESSMENT

JFK JOHNSON REHABI LI TATI ON | NSTI TUTE
HTTPS: / / WAV HACKENSACKMERI DI ANHEALTH. ORG EN/ ABOUT- US/ COVMUNI TY- HEALTH- NEED
S- ASSESSMENT

MOUNTAI NSI DE MEDI CAL CENTER
HTTPS: / / MOUNTAI NSI DEHOSP. COM PATI ENTS- VI SI TORS/ COWUNI TY- HEALTH

OCEAN UNI VERSI TY MEDI CAL CENTER
HTTPS: / / WAV HACKENSACKMERI DI ANHEALTH. ORG EN/ ABOUT- US/ COVMUNI TY- HEALTH- NEED
S- ASSESSMENT

OLD BRI DGE MEDI CAL CENTER
HTTPS: / / WAV HACKENSACKMERI DI ANHEALTH. ORG EN/ ABOUT- US/ COVMUNI TY- HEALTH- NEED
S- ASSESSMENT

PALI SADES MEDI CAL CENTER
HTTPS: / / WAV HACKENSACKMERI DI ANHEALTH. ORG EN/ ABOUT- US/ COVMUNI TY- HEALTH- NEED
S- ASSESSMENT

PASCACK VALLEY MEDI CAL CENTER
HTTPS: / /| PASCACKVEDI CALCENTER. COM CHNA

RARI TAN BAY MEDI CAL CENTER
HTTPS: / / WAV HACKENSACKMERI DI ANHEALTH. ORG EN/ ABOUT- US/ COVMUNI TY- HEALTH- NEED
S- ASSESSMENT

RI VERVI EW MEDI CAL CENTER
HTTPS: / / WAV HACKENSACKMERI DI ANHEALTH. ORG EN/ ABOUT- US/ COVMUNI TY- HEALTH- NEED
S- ASSESSMENT

JOHNSON REHABI LI TATI ON | NSTI TUTE AT OCEAN UNVERSI TY MEDI CAL CENTER
HTTPS: / / WAV HACKENSACKMERI DI ANHEALTH. ORG EN/ ABOUT- US/ COVMUNI TY- HEALTH- NEED
S- ASSESSMENT

SCQUTHERN OCEAN MEDI CAL CENTER
HTTPS: / / WAV HACKENSACKMERI DI ANHEALTH. ORG/ EN/ ABOUT- US/ COVMUNI TY- HEALTH- NEED
S- ASSESSMENT
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Schedule H (Form 990) 2022 HACKENSACK NMERI DI AN HEALTH, | NC.

01- 0649794 Page 8

Facility Information (continued)

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

2, 3}, 5, 6a, 6b, 7d, 11, 13b, 13h, 15e, 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.

PART V, SECTION B, QUESTI ON 10A

BAYSHORE MEDI CAL CENTER
HTTPS: / / WAV HACKENSACKMERI DI ANHEALTH. ORG EN/ ABOUT- US/ COVMUNI TY- HEALTH- NEED
S- ASSESSMENT

HVH CARRI ER CLINI C
HTTPS: / / WAV HACKENSACKMERI DI ANHEALTH. ORG EN/ ABOUT- US/ COVMUNI TY- HEALTH- NEED
S- ASSESSMENT

HACKENSACK UNI VERSI TY MEDI CAL CENTER
HTTPS: / / WAV HACKENSACKMERI DI ANHEALTH. ORG EN/ ABOUT- US/ COVMUNI TY- HEALTH- NEED
S- ASSESSMENT

JERSEY SHORE UNI VERSI TY MEDI CAL CENTER
HTTPS: / / WAV HACKENSACKMERI DI ANHEALTH. ORG EN/ ABOUT- US/ COVMUNI TY- HEALTH- NEED
S- ASSESSMENT

JFK UNI VERSI TY MEDI CAL CENTER
HTTPS: / / WAV HACKENSACKMERI DI ANHEALTH. ORG EN/ ABOUT- US/ COVMUNI TY- HEALTH- NEED
S- ASSESSMENT

JFK JOHNSON REHABI LI TATI ON | NSTI TUTE
HTTPS: / / WAV HACKENSACKMERI DI ANHEALTH. ORG EN/ ABOUT- US/ COVMUNI TY- HEALTH- NEED
S- ASSESSMENT

MOUNTAI NSI DE MEDI CAL CENTER
HTTPS: / / MOUNTAI NSI DEHOSP. COM PATI ENTS- VI SI TORS/ COWUNI TY- HEALTH

OCEAN UNI VERSI TY MEDI CAL CENTER
HTTPS: / / WAV HACKENSACKMERI DI ANHEALTH. ORG EN/ ABOUT- US/ COVMUNI TY- HEALTH- NEED
S- ASSESSMENT

OLD BRI DGE MEDI CAL CENTER
HTTPS: / / WAV HACKENSACKMERI DI ANHEALTH. ORG EN/ ABOUT- US/ COVMUNI TY- HEALTH- NEED
S- ASSESSMENT

PALI SADES MEDI CAL CENTER
HTTPS: / / WAV HACKENSACKMERI DI ANHEALTH. ORG/ EN/ ABOUT- US/ COVMUNI TY- HEALTH- NEED
S- ASSESSMENT

PASCACK VALLEY MEDI CAL CENTER
HTTPS: / /| PASCACKVEDI CALCENTER. COM CHNA

RARI TAN BAY MEDI CAL CENTER
HTTPS: / / WAV HACKENSACKMERI DI ANHEALTH. ORG/ EN/ ABOUT- US/ COVMUNI TY- HEALTH- NEED
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Schedule H (Form 990) 2022 HACKENSACK NMERI DI AN HEALTH, | NC.

01- 0649794 Page 8

Facility Information (continued)

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

2, 3}, 5, 6a, 6b, 7d, 11, 13b, 13h, 15e, 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.

S- ASSESSMENT

RI VERVI EW MEDI CAL CENTER
HTTPS: / / WAV HACKENSACKMERI DI ANHEALTH. ORG EN/ ABOUT- US/ COVMUNI TY- HEALTH- NEED
S- ASSESSMENT

JOHNSON REHABI LI TATI ON | NSTI TUTE AT OCEAN UNI VERSI TY MEDI CAL CENTER
HTTPS: / / WAV HACKENSACKMERI DI ANHEALTH. ORG EN/ ABOUT- US/ COVMUNI TY- HEALTH- NEED
S- ASSESSMENT

SQUTHERN OCEAN MEDI CAL CENTER
HTTPS: / / WAV HACKENSACKMERI DI ANHEALTH. ORG EN/ ABOUT- US/ COVMUNI TY- HEALTH- NEED
S- ASSESSMENT

PART V, SECTION B, LINE 11

BAYSHORE MEDI CAL CENTER

THREE SI GNI FI CANT HEALTH NEEDS CATEGCRI ES VERE | DENTI FI ED, AS WELL AS
SUB- CATEGORI ES BASED ON COVMUNI TY FEEDBACK EXERCI SES THROUGH THE CHNA
PROCESS.

1. MENTAL VELLBEI NG, | NCLUDI NG

- "FAI R POOR' MENTAL HEALTH

- SYMPTOVS OF CHRONI C DEPRESSI ON

- MENTAL HEALTH PROVI DER RATI O

- RECEI VI NG TREATMENT FOR MENTAL HEALTH

- KEY | NFORVANTS: MENTAL HEALTH RANKED AS A TOP CONCERN
- CI RRHOSI S/ LI VER DI SEASE DEATH

- UNI NTENTI ONAL DRUG- RELATED DEATHS

- KEY | NFORVANTS: SUBSTANCE ABUSE RANKED AS A TOP CONCERN
2. HEALTHY LIVING | NCLUDI NG

- CANCER

- DI ABETES

- HEART DI SEASE AND STROKE

- TOBACCO USE

- NUTRITION, PHYSI CAL ACTIVITY, AND WEI GHT
- POTENTI ALLY DI SABLI NG CONDI TI ONS

- RESPI RATCORY DI SEASE

3. ACCESS TO CARE, | NCLUDI NG

- | NCONVENI ENT OFFI CE HOURS

- APPO NTMENT AVAI LABI LI TY

- FINDI NG A PHYSI Cl AN

- EMERCGENCY ROOM UTI LI ZATI ON

- LI NGUI STI C | SOLATI ON
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Schedule H (Form 990) 2022 HACKENSACK NMERI DI AN HEALTH, | NC. 01- 0649794 Page 8
Facility Information (continued)

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

2, 3}, 5, 6a, 6b, 7d, 11, 13b, 13h, 15e, 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.

FOR EACH MAJCR SI GNI FI CANT HEALTH NEEDS CATEGORY, STRATEG ES OF HOW
THE HOSPI TAL FACILITY | S ADDRESSI NG THE SI GNI FI CANT NEEDS ARE AS FOLLOWG:

1. MENTAL VELLBEI NG

PREVENTI ON & AWARENESS:

OBJECTI VES:

- PROVI DE UNI VERSAL BEHAVI ORAL HEALTH SCREENI NGS FOR PATI ENTS

- CONTI NUE BEHAVI ORAL HEALTH EDUCATI ON AND | NCREASE PARTI Cl PATI ON AMONG
DI VERSE AND VULNERABLE POPULATI ONS

- SUPPORT PUBLI C HEALTH | N LOCAL PREVENTI ON AND EMERCGENCY | NI TI ATl VES
STRATEG ES:

- CONS| STENTLY UTI LI ZE THE UNI VERSAL BEHAVI ORAL HEALTH SCREENI NG AS A
STANDARD ASSESSMENT TOOL

- ORGANI ZE LECTURES RELATED TO SUBSTANCE USE/ M SUSE, HEALTHY MENTAL,
EMOTI ONAL AND SOCI AL HEALTH THAT ARE | NCLUSI VE AND ACCESSI BLE TO DI VERSE
AND VULNERABLE POPULATI ONS

BU LD CAPACI TY:

OBJECTI VES:

- EXPAND CARE DELI VERY METHODS FOR BEHAVI ORAL HEALTHCARE

STRATEG ES:

- | NCREASE CARE DELI VERY OPTI ONS FOR DI VERSE AND VULNERABLE POPULATI ONS

STRENGTHEN COMMUNI TY PARTNERSHI PS:

OBJECTI VES:

- | NCREASE, STRENGTHEN AND EVALUATE PARTNERSHI PS W TH COVMUNI TY- BASED
ORGANI ZATI ONS

STRATEG ES:

- PARTI Cl PATE I N LOCAL AND REG ONAL HEALTH COALI TI ONS AND TASK FORCES TO
LEND SUPPCORT TO ACTI VI TI ES PROMOTI NG MENTAL WELLNESS FOR ALL

- | DENTI FY AND DEEPEN PARTNERSHI PS W TH COVMUNI TY- BASED CRGANI ZATI ONS THAT
SERVE DI VERSE AND VULNERABLE POPULATI ONS

2. HEALTHY LI VI NG

PREVENTI ON & AWARENESS:

OBJECTI VES:

- CONTI NUE TO PROVI DE EDUCATI ON AND HEALTH PROMOTI ON AND | NCREASE
PARTI Cl PATI ON AMONG DI VERSE AND VULNERABLE POPULATI ONS

- SUPPCRT PUBLI C HEALTH DEPARTMENTS | N LOCAL PREVENTI ON AND EMERCGENCY
I NI TI ATl VES

STRATEG ES:

- CONDUCT OR SUPPORT COVMUNI TY- BASED PREVENTI VE HEALTH SCREENI NGS W TH A
FOCUS ON REACHI NG DI VERSE AND VULNERABLE POPULATI ONS

- LEVERAGE BEST PRACTI CE STRATEG ES TO | NCREASE RETENTI ON I N CHRONI C
DI SEASE MANAGEMENT PROTOCCLS POST DI SCHARGE
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Schedule H (Form 990) 2022 HACKENSACK NMERI DI AN HEALTH, | NC. 01- 0649794 Page 8
Facility Information (continued)

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

2, 3}, 5, 6a, 6b, 7d, 11, 13b, 13h, 15e, 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.

- CONDUCT OR SUPPORT COVMUNI TY- BASED EDUCATI ON W TH A FOCUS ON DI VERSE AND
VULNERABLE POPULATI ONS

BU LD CAPACI TY:

OBJECTI VES:

- CONTI NUE TO ENGAGE, MONI TOR AND COORDI NATE CARE FOR PATI ENTS W TH

CHRONI C/ COVPLEX CONDI Tl ONS

STRATEG ES:

- SUPPORT CASE MANAGEMENT AND PATI ENT NAVI GATI ON PROGRAMS TO SUPPCORT THOSE
W TH CHRONI C/ COMPLEX CONDI TI ONS AND THEI R CAREGQ VERS

- | NCREASE CONNECTI ONS TO FOOD, NUTRI TI ON ACCESS FOR | DENTI FI ED PATI ENTS

| NCLUDI NG VULNERABLE POPULATI ONS

STRENGTHEN COMMUNI TY PARTNERSHI PS:

OBJECTI VES:

- | NCREASE, | MPROVE, STRENGTHEN AND EVALUATE PARTNERSHI PS W TH

COVMUNI TY- BASED ORGANI ZATI ONS

STRATEG ES:

- PARTI Cl PATE I N LOCAL AND REG ONAL HEALTH COALI TI ONS AND TASK FORCES TO
SUPPORT ACTI VI TI ES PROMOTI NG EQUI TABLE HEALTHY LI VI NG FOR ALL

- | DENTI FY AND DEEPEN PARTNERSHI PS W TH COVMUNI TY- BASED CRGANI ZATI ONS THAT
SERVE DI VERSE AND VULNERABLE POPULATI ONS

3. ACCESS TO CARE

PREVENTI ON & AWARENESS:

OBJECTI VES:

- REDUCE COMVON BARRI ERS TO ACCESSI NG HEALTH CARE FCOR DI VERSE AND
VULNERABLE POPULATI ONS

- STRENGTHEN CULTURAL COVPETENCY TRAI NI NG FOR TEAM MEMBERS AND PHYSI CI ANS
STRATEG ES:

- | NCREASE SCREENI NG FOR SDOH AND MAKE APPROPRI ATE REFERRALS TO

COVMUNI TY- BASED RESOURCES

-1 NCREASE | MPLI CI' T BI AS AND CULTURAL COVPETENCY TRAI NIl NG AMONGST ALL TEAM
MEMBERS

BU LD CAPACI TY:

OBJECTI VES:

-H RE, RETAIN AND PROMOTE A DI VERSE WORKFCORCE

- DEVELOP AND LEVERAGE ALTERNATI VE CARE DELI VERY MODELS TO | MPROVE ACCESS
TO CARE FOR ALL

STRATEG ES:

- LEVERAGE | MPLEMENTATI ON OF HEALTH AND WELLNESS CENTERS TO REDUCE

BARRI ERS TO ACCESSI NG SPECI ALTY CARE AND WELLNESS SERVI CES

- CONTI NUE TO PROVI DE SUPPORT AND TRAI NI NG FOR REAL AND SOG DATA
CCOLLECTI ON TOOLS, METHODS, USE

- PROVI DE EDUCATI ON AND TRAI NI NG TO STAFF REGARDI NG SDOH SCREENI NG TOCL
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Schedule H (Form 990) 2022 HACKENSACK NMERI DI AN HEALTH, | NC. 01- 0649794 Page 8
Facility Information (continued)

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

2, 3}, 5, 6a, 6b, 7d, 11, 13b, 13h, 15e, 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.

STRENGTHEN COMMUNI TY PARTNERSHI PS:

OBJECTI VES:

- | NCREASE, | MPROVE, STRENGTHEN AND EVALUATE PARTNERSHI PS W TH

COVMUNI TY- BASED ORGANI ZATI ONS

STRATEG ES:

- PARTI Cl PATE I N LOCAL AND REG ONAL HEALTH COALI TI ONS AND TASK FORCES TO
LEND SUPPORT TO HEALTH EQUI TY

- | DENTI FY AND DEEPEN PARTNERSHI PS W TH COVMUNI TY- BASED CRGANI ZATI ONS THAT
SERVE DI VERSE AND VULNERABLE POPULATI ONS

JERSEY SHORE UNI VERSI TY MEDI CAL CENTER

THREE SI GNI FI CANT HEALTH NEEDS CATEGCORI ES VERE | DENTI FI ED, AS WELL AS
SUB- CATEGORI ES BASED ON COVMUNI TY FEEDBACK EXERCI SES THROUGH THE CHNA
PROCESS.

1. MENTAL WVELLBEI NG | NCLUDI NG

- "FAI R POOR' MENTAL HEALTH

- DI AGNOCSED DEPRESSI ON

- SYMPTOVS OF CHRONI C DEPRESSI ON

- MENTAL HEALTH PROVI DER RATI O

- RECEI VI NG TREATMENT FOR MENTAL HEALTH

- DI FFI CULTY OBTAI NI NG MENTAL HEALTH SERVI CES
- UNI NTENTI ONAL DRUG- RELATED DEATHS

- KEY | NFORVANTS: SUBSTANCE ABUSE RANKED AS A TOP CONCERN
- KEY | NFORVANTS: MENTAL HEALTH RANKED AS A TOP CONCERN
2. HEALTHY LIVING | NCLUDI NG

- CANCER

- DI ABETES

- HEART DI SEASE AND STROKE

- I NFANT HEALTH AND FAM LY PLANNI NG

- INJURY AND VI OLENCE

- NUTRITION, PHYSI CAL ACTIVITY, AND WEI GHT

- ORAL HEALTH

- POTENTI ALLY DI SABLI NG CONDI TI ONS

- RESPI RATCORY DI SEASE

- TOBACCO USE

3. ACCESS TO CARE, | NCLUDI NG

- | NCONVENI ENT OFFI CE HOURS

- APPO NTMENT AVAI LABI LI TY

- FINDI NG A PHYSI Cl AN

- LACK OF TRANSPORTATI ON

- SKI PPI NG STRETCHI NG MEDI CATI ONS

- EYE EXAMS

FOR EACH MAJCR SI GNI FI CANT HEALTH NEEDS CATEGORY, STRATEG ES OF HOW
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Schedule H (Form 990) 2022 HACKENSACK NMERI DI AN HEALTH, | NC. 01- 0649794 Page 8
Facility Information (continued)

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

2, 3}, 5, 6a, 6b, 7d, 11, 13b, 13h, 15e, 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.

THE HOSPI TAL FACILITY | S ADDRESSI NG THE SI GNI FI CANT NEEDS ARE AS FOLLOWE:
1. MENTAL VELLBEI NG

PREVENTI ON & AWARENESS:

OBJECTI VES:

- PROVI DE UNI VERSAL BEHAVI ORAL HEALTH SCREENI NGS FOR PATI ENTS

- CONTI NUE BEHAVI ORAL HEALTH EDUCATI ON AND | NCREASE PARTI Cl PATI ON AMONG
DI VERSE AND VULNERABLE POPULATI ONS

- SUPPORT PUBLI C HEALTH | N LOCAL PREVENTI ON AND EMERCGENCY | NI TI ATl VES
STRATEG ES:

- CONS| STENTLY UTI LI ZE THE UNI VERSAL BEHAVI ORAL HEALTH SCREENI NG AS A
STANDARD ASSESSMENT TOOL

- ORGANI ZE LECTURES RELATED TO SUBSTANCE USE/ M SUSE, HEALTHY MENTAL,
EMOTI ONAL AND SOCI AL HEALTH THAT ARE | NCLUSI VE AND ACCESSI BLE TO DI VERSE
AND VULNERABLE POPULATI ONS

BU LD CAPACI TY:

OBJECTI VES:

- EXPAND CARE DELI VERY METHODS FOR BEHAVI ORAL HEALTHCARE

STRATEG ES:

- | NCREASE CARE DELI VERY OPTI ONS FOR DI VERSE AND VULNERABLE POPULATI ONS

STRENGTHEN COMMUNI TY PARTNERSHI PS:

OBJECTI VES:

- | NCREASE, STRENGTHEN AND EVALUATE PARTNERSHI PS W TH COVMUNI TY- BASED
ORGANI ZATI ONS

STRATEG ES:

- PARTI Cl PATE I N LOCAL AND REG ONAL HEALTH COALI TI ONS AND TASK FORCES TO
LEND SUPPCORT TO ACTI VI TI ES PROMOTI NG MENTAL WELLNESS FOR ALL

- | DENTI FY AND DEEPEN PARTNERSHI PS W TH COVMUNI TY- BASED CRGANI ZATI ONS THAT
SERVE DI VERSE AND VULNERABLE POPULATI ONS

2. HEALTHY LI VI NG

PREVENTI ON & AWARENESS:

OBJECTI VES:

- CONTI NUE TO PROVI DE EDUCATI ON AND HEALTH PROMOTI ON AND | NCREASE

PARTI Cl PATI ON AMONG DI VERSE AND VULNERABLE POPULATI ONS

- SUPPCRT PUBLI C HEALTH DEPARTMENTS | N LOCAL PREVENTI ON AND EMERCGENCY

I NI TI ATl VES

STRATEG ES:

- CONDUCT OR SUPPORT COVMUNI TY- BASED PREVENTI VE HEALTH SCREENI NGS W TH A
FOCUS ON REACHI NG DI VERSE AND VULNERABLE POPULATI ONS

- LEVERAGE BEST PRACTI CE STRATEG ES TO | NCREASE RETENTI ON I N CHRONI C

DI SEASE MANAGEMENT PROTOCCLS POST DI SCHARGE

- CONDUCT OR SUPPORT COVMUNI TY- BASED EDUCATI ON W TH A FOCUS ON DI VERSE AND
VULNERABLE POPULATI ONS
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Schedule H (Form 990) 2022 HACKENSACK NMERI DI AN HEALTH, | NC. 01- 0649794 Page 8
Facility Information (continued)

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

2, 3}, 5, 6a, 6b, 7d, 11, 13b, 13h, 15e, 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.

BU LD CAPACI TY:

OBJECTI VES:

- CONTI NUE TO ENGAGE, MONI TOR AND COORDI NATE CARE FOR PATI ENTS W TH

CHRONI C/ COVPLEX CONDI Tl ONS

STRATEG ES:

- SUPPORT CASE MANAGEMENT AND PATI ENT NAVI GATI ON PROGRAMS TO SUPPCORT THOSE
W TH CHRONI C/ COMPLEX CONDI TI ONS AND THEI R CAREGQ VERS

- | NCREASE CONNECTI ONS TO FOOD, NUTRI TI ON ACCESS FOR | DENTI FI ED PATI ENTS

| NCLUDI NG VULNERABLE POPULATI ONS

STRENGTHEN COMMUNI TY PARTNERSHI PS:

OBJECTI VES:

- | NCREASE, | MPROVE, STRENGTHEN AND EVALUATE PARTNERSHI PS W TH

COVMUNI TY- BASED ORGANI ZATI ONS

STRATEG ES:

- PARTI Cl PATE I N LOCAL AND REG ONAL HEALTH COALI TI ONS AND TASK FORCES TO
SUPPORT ACTI VI TI ES PROMOTI NG EQUI TABLE HEALTHY LI VI NG FOR ALL

- | DENTI FY AND DEEPEN PARTNERSHI PS W TH COVMUNI TY- BASED CRGANI ZATI ONS THAT
SERVE DI VERSE AND VULNERABLE POPULATI ONS

3. ACCESS TO CARE

PREVENTI ON & AWARENESS:

OBJECTI VES:

- REDUCE COMVON BARRI ERS TO ACCESSI NG HEALTH CARE FCOR DI VERSE AND
VULNERABLE POPULATI ONS

- STRENGTHEN CULTURAL COVPETENCY TRAI NI NG FOR TEAM MEMBERS AND PHYSI CI ANS
STRATEG ES:

- | NCREASE SCREENI NG FOR SDOH AND MAKE APPROPRI ATE REFERRALS TO

COVMUNI TY- BASED RESOURCES

-1 NCREASE | MPLI CI' T BI AS AND CULTURAL COVPETENCY TRAI NI NG AMONGST ALL TEAM
MEMBERS

BU LD CAPACI TY:

OBJECTI VES:

-H RE, RETAIN AND PROMOTE A DI VERSE WORKFCORCE

- DEVELOP AND LEVERAGE ALTERNATI VE CARE DELI VERY MODELS TO | MPROVE ACCESS
TO CARE FOR ALL

STRATEG ES:

- LEVERAGE | MPLEMENTATI ON OF HEALTH AND WELLNESS CENTERS TO REDUCE

BARRI ERS TO ACCESSI NG SPECI ALTY CARE AND WELLNESS SERVI CES

- CONTI NUE TO PROVI DE SUPPORT AND TRAI NI NG FOR REAL AND SOG DATA
CCOLLECTI ON TOOLS, METHODS, USE

- PROVI DE EDUCATI ON AND TRAI NI NG TO STAFF REGARDI NG SDOH SCREENI NG TOCL

STRENGTHEN COMMUNI TY PARTNERSHI PS:
OBJECTI VES:
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Schedule H (Form 990) 2022 HACKENSACK NMERI DI AN HEALTH, | NC. 01- 0649794 Page 8
Facility Information (continued)

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

2, 3}, 5, 6a, 6b, 7d, 11, 13b, 13h, 15e, 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.

- | NCREASE, | MPROVE, STRENGTHEN AND EVALUATE PARTNERSHI PS W TH

COVMUNI TY- BASED ORGANI ZATI ONS

STRATEG ES:

- PARTI Cl PATE I N LOCAL AND REG ONAL HEALTH COALI TI ONS AND TASK FORCES TO
LEND SUPPORT TO HEALTH EQUI TY

- | DENTI FY AND DEEPEN PARTNERSHI PS W TH COVMUNI TY- BASED CRGANI ZATI ONS THAT
SERVE DI VERSE AND VULNERABLE POPULATI ONS

RI VERVI EW MEDI CAL CENTER

THREE SI GNI FI CANT HEALTH NEEDS CATEGCRI ES VERE | DENTI FI ED, AS WELL AS
SUB- CATEGORI ES BASED ON COVMUNI TY FEEDBACK EXERCI SES THROUGH THE CHNA
PROCESS.

1. MENTAL VELLBEI NG, | NCLUDI NG
"FAl R/ POOR' MENTAL HEALTH
SYMPTOVB OF CHRONI C DEPRESSI ON
MENTAL HEALTH PROVI DER RATI O
RECEl VI NG TREATMENT FOR MENTAL HEALTH
DI FFI CULTY OBTAI NI NG MENTAL HEALTH SERVI CES
KEY | NFORVANTS: MENTAL HEALTH RANKED AS A TOP CONCERN
UNI NTENTI ONAL DRUG- RELATED DEATHS
ILLI CI T DRUG USE
. KEY | NFORVANTS: SUBSTANCE ABUSE RANKED AS A TOP CONCERN
2. HEALTHY LIVING | NCLUDI NG
- CANCER
- DI ABETES
- HEART DI SEASE AND STROKE
- NUTRI TION, PHYSI CAL ACTIVITY, AND WEI GHT
- POTENTI ALLY DI SABLI NG CONDI TI ONS
- RESPI RATORY DI SEASE
3. ACCESS TO CARE, | NCLUDI NG
- | NCONVENI ENT OFFI CE HOURS
- APPO NTMENT AVAI LABI LI TY
- FINDI NG A PHYSI Cl AN
- LACK OF TRANSPORTATI ON
- ROUTI NE MEDI CAL CARE ( CHI LDREN)

FOR EACH MAJCR SI GNI FI CANT HEALTH NEEDS CATEGORY, STRATEG ES OF HOW
THE HOSPI TAL FACILITY | S ADDRESSI NG THE SI GNI FI CANT NEEDS ARE AS FOLLOWG:

1. MENTAL VELLBEI NG

JSA Schedule H (Form 990) 2022

2E1331 1.000

5060RT M22D V22-7.7F 3668311 195



Schedule H (Form 990) 2022 HACKENSACK NMERI DI AN HEALTH, | NC. 01- 0649794 Page 8
Facility Information (continued)

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

2, 3}, 5, 6a, 6b, 7d, 11, 13b, 13h, 15e, 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.

PREVENTI ON & AWARENESS:

OBJECTI VES:

- PROVI DE UNI VERSAL BEHAVI ORAL HEALTH SCREENI NGS FOR PATI ENTS

- CONTI NUE BEHAVI ORAL HEALTH EDUCATI ON AND | NCREASE PARTI Cl PATI ON AMONG
DI VERSE AND VULNERABLE POPULATI ONS

- SUPPORT PUBLI C HEALTH | N LOCAL PREVENTI ON AND EMERCGENCY | NI TI ATl VES
STRATEG ES:

- CONSI STENTLY UTI LI ZE THE UNI VERSAL BEHAVI ORAL HEALTH SCREENI NG AS A
STANDARD ASSESSMENT TOOL

- ORGANI ZE LECTURES RELATED TO SUBSTANCE USE/ M SUSE, HEALTHY MENTAL,
EMOTI ONAL AND SOCI AL HEALTH THAT ARE | NCLUSI VE AND ACCESSI BLE TO DI VERSE
AND VULNERABLE POPULATI ONS

BU LD CAPACI TY:

OBJECTI VES:

- EXPAND CARE DELI VERY METHODS FOR BEHAVI ORAL HEALTHCARE

STRATEG ES:

- | NCREASE CARE DELI VERY OPTI ONS FOR DI VERSE AND VULNERABLE POPULATI ONS

STRENGTHEN COMMUNI TY PARTNERSHI PS:

OBJECTI VES:

- | NCREASE, STRENGTHEN AND EVALUATE PARTNERSHI PS W TH COVMUNI TY- BASED
ORGANI ZATI ONS

STRATEG ES:

- PARTI Cl PATE I N LOCAL AND REG ONAL HEALTH COALI TI ONS AND TASK FORCES TO
LEND SUPPCORT TO ACTI VI TI ES PROMOTI NG MENTAL WELLNESS FOR ALL

- | DENTI FY AND DEEPEN PARTNERSHI PS W TH COVMUNI TY- BASED CRGANI ZATI ONS THAT
SERVE DI VERSE AND VULNERABLE POPULATI ONS

2. HEALTHY LI VI NG

PREVENTI ON & AWARENESS:

OBJECTI VES:

- CONTI NUE TO PROVI DE EDUCATI ON AND HEALTH PROMOTI ON AND | NCREASE

PARTI Cl PATI ON AMONG DI VERSE AND VULNERABLE POPULATI ONS

- SUPPCRT PUBLI C HEALTH DEPARTMENTS | N LOCAL PREVENTI ON AND EMERCGENCY

I NI TI ATl VES

STRATEG ES:

- CONDUCT OR SUPPORT COVMMUNI TY- BASED PREVENTI VE HEALTH SCREENI NGS W TH A
FOCUS ON REACHI NG DI VERSE AND VULNERABLE POPULATI ONS

- LEVERAGE BEST PRACTI CE STRATEG ES TO | NCREASE RETENTI ON I N CHRONI C

DI SEASE MANAGEMENT PROTOCCLS POST DI SCHARGE

- CONDUCT OR SUPPORT COVMUNI TY- BASED EDUCATI ON W TH A FOCUS ON DI VERSE AND
VULNERABLE POPULATI ONS

BU LD CAPACI TY:
OBJECTI VES:
- CONTI NUE TO ENGAGE, MONI TOR AND COORDI NATE CARE FOR PATI ENTS W TH
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Schedule H (Form 990) 2022 HACKENSACK NMERI DI AN HEALTH, | NC. 01- 0649794 Page 8
Facility Information (continued)

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

2, 3}, 5, 6a, 6b, 7d, 11, 13b, 13h, 15e, 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.

CHRONI C/ COVPLEX CONDI Tl ONS

STRATEG ES:

- SUPPORT CASE MANAGEMENT AND PATI ENT NAVI GATI ON PROGRAMS TO SUPPCRT THOSE
W TH CHRONI C/ COMPLEX CONDI TI ONS AND THEI R CAREGQ VERS

- | NCREASE CONNECTI ONS TO FOOD, NUTRI TI ON ACCESS FOR | DENTI FI ED PATI ENTS

| NCLUDI NG VULNERABLE POPULATI ONS

STRENGTHEN COMMUNI TY PARTNERSHI PS:

OBJECTI VES:

- | NCREASE, | MPROVE, STRENGTHEN AND EVALUATE PARTNERSHI PS W TH

COVMUNI TY- BASED ORGANI ZATI ONS

STRATEG ES:

- PARTI Cl PATE I N LOCAL AND REG ONAL HEALTH COALI TI ONS AND TASK FORCES TO
SUPPORT ACTI VI TI ES PROMOTI NG EQUI TABLE HEALTHY LI VI NG FOR ALL

- | DENTI FY AND DEEPEN PARTNERSHI PS W TH COVMUNI TY- BASED CRGANI ZATI ONS THAT
SERVE DI VERSE AND VULNERABLE POPULATI ONS

3. ACCESS TO CARE

PREVENTI ON & AWARENESS:

OBJECTI VES:

- REDUCE COMVON BARRI ERS TO ACCESSI NG HEALTH CARE FCOR DI VERSE AND
VULNERABLE POPULATI ONS

- STRENGTHEN CULTURAL COVPETENCY TRAI NI NG FOR TEAM MEMBERS AND PHYSI CI ANS
STRATEG ES:

- | NCREASE SCREENI NG FOR SDOH AND MAKE APPROPRI ATE REFERRALS TO

COVMUNI TY- BASED RESOURCES

-1 NCREASE | MPLI CI' T BI AS AND CULTURAL COVPETENCY TRAI NI NG AMONGST ALL TEAM
MEMBERS

BU LD CAPACI TY:

OBJECTI VES:

-H RE, RETAIN AND PROMOTE A DI VERSE WORKFORCE

- DEVELOP AND LEVERAGE ALTERNATI VE CARE DELI VERY MODELS TO | MPROVE ACCESS
TO CARE FOR ALL

STRATEG ES:

- LEVERAGE | MPLEMENTATI ON OF HEALTH AND WELLNESS CENTERS TO REDUCE

BARRI ERS TO ACCESSI NG SPECI ALTY CARE AND WELLNESS SERVI CES

- CONTI NUE TO PROVI DE SUPPORT AND TRAI NI NG FOR REAL AND SOG DATA
CCOLLECTI ON TOOLS, METHODS, USE

- PROVI DE EDUCATI ON AND TRAI NI NG TO STAFF REGARDI NG SDOH SCREENI NG TOCL

STRENGTHEN COMMUNI TY PARTNERSHI PS:

OBJECTI VES:

- | NCREASE, | MPROVE, STRENGTHEN AND EVALUATE PARTNERSHI PS W TH

COVMUNI TY- BASED ORGANI ZATI ONS

STRATEG ES:

- PARTI Cl PATE I N LOCAL AND REG ONAL HEALTH COALI TI ONS AND TASK FORCES TO
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Schedule H (Form 990) 2022 HACKENSACK NMERI DI AN HEALTH, | NC. 01- 0649794 Page 8
Facility Information (continued)

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

2, 3}, 5, 6a, 6b, 7d, 11, 13b, 13h, 15e, 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.

LEND SUPPORT TO HEALTH EQUI TY
- | DENTI FY AND DEEPEN PARTNERSHI PS W TH COVMUNI TY- BASED CRGANI ZATI ONS THAT
SERVE DI VERSE AND VULNERABLE POPULATI ONS

OCEAN UNI VERSI TY MEDI CAL CENTER

THREE SI GNI FI CANT HEALTH NEEDS CATEGCORI ES VERE | DENTI FI ED, AS WELL AS
SUB- CATEGORI ES BASED ON COVMUNI TY FEEDBACK EXERCI SES THROUGH THE CHNA
PROCESS.

1. MENTAL WVELLBEI NG | NCLUDI NG
"FAl R/ POOR' MENTAL HEALTH
DI AGNOSED DEPRESSI ON
SYMPTOMS OF CHRONI C DEPRESSI ON
MENTAL HEALTH PROVI DER RATI O
RECEI VI NG TREATMENT FOR MENTAL HEALTH
KEY | NFORVANTS: MENTAL HEALTH RANKED AS A TOP CONCERN
DI FFI CULTY OBTAI NI NG MENTAL HEALTH SERVI CES
Cl RRHOSI S/ LI VER DI SEASE DEATHS
. KEY | NFORMANTS: SUBSTANCE ABUSE RANKED AS A TOP CONCERN
2. HEALTHY LIVING | NCLUDI NG
- CANCER
- DI ABETES
- HEART DI SEASE AND STROKE
- I NFANT HEALTH AND FAM LY PLANNI NG
- NUTRITION, PHYSI CAL ACTIVITY, AND WEI GHT
- POTENTI ALLY DI SABLI NG CONDI TI ONS
- RESPI RATCORY DI SEASE
- TOBACCO USE
3. ACCESS TO CARE, | NCLUDI NG
- | NCONVENI ENT OFFI CE HOURS
- APPO NTMENT AVAI LABI LI TY
- FINDI NG A PHYSI Cl AN
- PRI MARY CARE PHYSI Cl AN RATI O
- STRESS ABOUT RENT/ MORTGAGE
- EMERCGENCY ROOM UTI LI ZATI ON
- SPECI FI C SOURCE OF ONGO NG CARE

FOR EACH MAJCR SI GNI FI CANT HEALTH NEEDS CATEGORY, STRATEG ES OF HOW
THE HOSPI TAL FACILITY | S ADDRESSI NG THE SI GNI FI CANT NEEDS ARE AS FOLLOWG:
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Schedule H (Form 990) 2022 HACKENSACK NMERI DI AN HEALTH, | NC. 01- 0649794 Page 8
Facility Information (continued)

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

2, 3}, 5, 6a, 6b, 7d, 11, 13b, 13h, 15e, 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.

1. MENTAL VELLBEI NG

PREVENTI ON & AWARENESS:

OBJECTI VES:

- PROVI DE UNI VERSAL BEHAVI ORAL HEALTH SCREENI NGS FOR PATI ENTS

- CONTI NUE BEHAVI ORAL HEALTH EDUCATI ON AND | NCREASE PARTI Cl PATI ON AMONG
DI VERSE AND VULNERABLE POPULATI ONS

- SUPPORT PUBLI C HEALTH | N LOCAL PREVENTI ON AND EMERCGENCY | NI TI ATl VES
STRATEG ES:

- CONS| STENTLY UTI LI ZE THE UNI VERSAL BEHAVI ORAL HEALTH SCREENI NG AS A
STANDARD ASSESSMENT TOOL

- ORGANI ZE LECTURES RELATED TO SUBSTANCE USE/ M SUSE, HEALTHY MENTAL,
EMOTI ONAL AND SOCI AL HEALTH THAT ARE | NCLUSI VE AND ACCESSI BLE TO DI VERSE
AND VULNERABLE POPULATI ONS

BU LD CAPACI TY:

OBJECTI VES:

- EXPAND CARE DELI VERY METHODS FOR BEHAVI ORAL HEALTHCARE

STRATEG ES:

- | NCREASE CARE DELI VERY OPTI ONS FOR DI VERSE AND VULNERABLE POPULATI ONS

STRENGTHEN COMMUNI TY PARTNERSHI PS:

OBJECTI VES:

- | NCREASE, STRENGTHEN AND EVALUATE PARTNERSHI PS W TH COVMUNI TY- BASED
ORGANI ZATI ONS

STRATEG ES:

- PARTI Cl PATE I N LOCAL AND REG ONAL HEALTH COALI TI ONS AND TASK FORCES TO
LEND SUPPCORT TO ACTI VI TI ES PROMOTI NG MENTAL WELLNESS FOR ALL

- | DENTI FY AND DEEPEN PARTNERSHI PS W TH COVMUNI TY- BASED CRGANI ZATI ONS THAT
SERVE DI VERSE AND VULNERABLE POPULATI ONS

2. HEALTHY LI VI NG

PREVENTI ON & AWARENESS:

OBJECTI VES:

- CONTI NUE TO PROVI DE EDUCATI ON AND HEALTH PROMOTI ON AND | NCREASE

PARTI Cl PATI ON AMONG DI VERSE AND VULNERABLE POPULATI ONS

- SUPPCRT PUBLI C HEALTH DEPARTMENTS | N LOCAL PREVENTI ON AND EMERCGENCY

I NI TI ATl VES

STRATEG ES:

- CONDUCT OR SUPPORT COVMUNI TY- BASED PREVENTI VE HEALTH SCREENI NGS W TH A
FOCUS ON REACHI NG DI VERSE AND VULNERABLE POPULATI ONS

- LEVERAGE BEST PRACTI CE STRATEG ES TO | NCREASE RETENTI ON I N CHRONI C

DI SEASE MANAGEMENT PROTOCCLS POST DI SCHARGE

- CONDUCT OR SUPPORT COVMUNI TY- BASED EDUCATI ON W TH A FOCUS ON DI VERSE AND
VULNERABLE POPULATI ONS
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Schedule H (Form 990) 2022 HACKENSACK NMERI DI AN HEALTH, | NC. 01- 0649794 Page 8
Facility Information (continued)

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

2, 3}, 5, 6a, 6b, 7d, 11, 13b, 13h, 15e, 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.

BU LD CAPACI TY:

OBJECTI VES:

- CONTI NUE TO ENGAGE, MONI TOR AND COORDI NATE CARE FOR PATI ENTS W TH

CHRONI C/ COVPLEX CONDI Tl ONS

STRATEG ES:

- SUPPORT CASE MANAGEMENT AND PATI ENT NAVI GATI ON PROGRAMS TO SUPPCORT THOSE
W TH CHRONI C/ COMPLEX CONDI TI ONS AND THEI R CAREGQ VERS

- | NCREASE CONNECTI ONS TO FOOD, NUTRI TI ON ACCESS FOR | DENTI FI ED PATI ENTS

| NCLUDI NG VULNERABLE POPULATI ONS

STRENGTHEN COMMUNI TY PARTNERSHI PS:

OBJECTI VES:

- | NCREASE, | MPROVE, STRENGTHEN AND EVALUATE PARTNERSHI PS W TH

COVMUNI TY- BASED ORGANI ZATI ONS

STRATEG ES:

- PARTI Cl PATE I N LOCAL AND REG ONAL HEALTH COALI TI ONS AND TASK FORCES TO
SUPPORT ACTI VI TI ES PROMOTI NG EQUI TABLE HEALTHY LI VI NG FOR ALL

- | DENTI FY AND DEEPEN PARTNERSHI PS W TH COVMUNI TY- BASED CRGANI ZATI ONS THAT
SERVE DI VERSE AND VULNERABLE POPULATI ONS

3. ACCESS TO CARE

PREVENTI ON & AWARENESS:

OBJECTI VES:

- REDUCE COMVON BARRI ERS TO ACCESSI NG HEALTH CARE FCOR DI VERSE AND
VULNERABLE POPULATI ONS

- STRENGTHEN CULTURAL COVPETENCY TRAI NI NG FOR TEAM MEMBERS AND PHYSI CI ANS
STRATEG ES:

- | NCREASE SCREENI NG FOR SDOH AND MAKE APPROPRI ATE REFERRALS TO

COVMUNI TY- BASED RESOURCES

-1 NCREASE | MPLI CI' T BI AS AND CULTURAL COVPETENCY TRAI NI NG AMONGST ALL TEAM
MEMBERS

BU LD CAPACI TY:

OBJECTI VES:

-H RE, RETAIN AND PROMOTE A DI VERSE WORKFCORCE

- DEVELOP AND LEVERAGE ALTERNATI VE CARE DELI VERY MODELS TO | MPROVE ACCESS
TO CARE FOR ALL

STRATEG ES:

- LEVERAGE | MPLEMENTATI ON OF HEALTH AND WELLNESS CENTERS TO REDUCE

BARRI ERS TO ACCESSI NG SPECI ALTY CARE AND WELLNESS SERVI CES

- CONTI NUE TO PROVI DE SUPPORT AND TRAI NI NG FOR REAL AND SOG DATA
CCOLLECTI ON TOOLS, METHODS, USE

- PROVI DE EDUCATI ON AND TRAI NI NG TO STAFF REGARDI NG SDOH SCREENI NG TOCL

STRENGTHEN COMMUNI TY PARTNERSHI PS:
OBJECTI VES:
- | NCREASE, | MPROVE, STRENGTHEN AND EVALUATE PARTNERSHI PS W TH
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Schedule H (Form 990) 2022 HACKENSACK NMERI DI AN HEALTH, | NC. 01- 0649794 Page 8
Facility Information (continued)

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

2, 3}, 5, 6a, 6b, 7d, 11, 13b, 13h, 15e, 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.

COVMUNI TY- BASED ORGANI ZATI ONS

STRATEG ES:

- PARTI Cl PATE I N LOCAL AND REG ONAL HEALTH COALI TI ONS AND TASK FORCES TO
LEND SUPPORT TO HEALTH EQUI TY

- | DENTI FY AND DEEPEN PARTNERSHI PS W TH COVMUNI TY- BASED CRGANI ZATI ONS THAT
SERVE DI VERSE AND VULNERABLE POPULATI ONS

SQUTHERN OCEAN MEDI CAL CENTER

THREE SI GNI FI CANT HEALTH NEEDS CATEGCORI ES VERE | DENTI FI ED, AS WELL AS
SUB- CATEGORI ES BASED ON COVMUNI TY FEEDBACK EXERCI SES THROUGH THE CHNA
PROCESS.

1. MENTAL WVELLBEI NG | NCLUDI NG
"FAl R/ POOR' MENTAL HEALTH
DI AGNOSED DEPRESSI ON
SYMPTOMS OF CHRONI C DEPRESSI ON
MENTAL HEALTH PROVI DER RATI O
RECEI VI NG TREATMENT FOR MENTAL HEALTH
KEY | NFORVANTS: MENTAL HEALTH RANKED AS A TOP CONCERN
UNI NTENTI ONAL DRUG- RELATED DEATHS
PERSONALLY | MPACTED BY SUBSTANCE ABUSE ( SELF OR OTHERS)
. KEY | NFORMANTS: SUBSTANCE ABUSE RANKED AS A TOP CONCERN
2. HEALTHY LIVING | NCLUDI NG
- CANCER
- DI ABETES
- HEART DI SEASE AND STROKE
- I NFANT HEALTH AND FAM LY PLANNI NG
- NUTRITION, PHYSI CAL ACTIVITY, AND WEI GHT
- POTENTI ALLY DI SABLI NG CONDI TI ONS
- RESPI RATCORY DI SEASE
- INJURY AND VI OLENCE
3. ACCESS TO CARE, | NCLUDI NG
- APPO NTMENT AVAI LABI LI TY
- FINDI NG A PHYSI Cl AN
- PRI MARY CARE PHYSI Cl AN RATI O
- SKI PPI NG STRETCHI NG PRESCRI PTI ONS
- RATINGS OF LOCAL HEALTH CARE

FOR EACH MAJCR SI GNI FI CANT HEALTH NEEDS CATEGORY, STRATEG ES OF HOW
THE HOSPI TAL FACILITY | S ADDRESSI NG THE SI GNI FI CANT NEEDS ARE AS FOLLOWG:

1. MENTAL VELLBEI NG
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Schedule H (Form 990) 2022 HACKENSACK NMERI DI AN HEALTH, | NC. 01- 0649794 Page 8
Facility Information (continued)

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

2, 3}, 5, 6a, 6b, 7d, 11, 13b, 13h, 15e, 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.

PREVENTI ON & AWARENESS:

OBJECTI VES:

- PROVI DE UNI VERSAL BEHAVI ORAL HEALTH SCREENI NGS FOR PATI ENTS

- CONTI NUE BEHAVI ORAL HEALTH EDUCATI ON AND | NCREASE PARTI Cl PATI ON AMONG
DI VERSE AND VULNERABLE POPULATI ONS

- SUPPORT PUBLI C HEALTH | N LOCAL PREVENTI ON AND EMERCGENCY | NI TI ATl VES
STRATEG ES:

- CONS| STENTLY UTI LI ZE THE UNI VERSAL BEHAVI ORAL HEALTH SCREENI NG AS A
STANDARD ASSESSMENT TOOL

- ORGANI ZE LECTURES RELATED TO SUBSTANCE USE/ M SUSE, HEALTHY MENTAL,
EMOTI ONAL AND SOCI AL HEALTH THAT ARE | NCLUSI VE AND ACCESSI BLE TO DI VERSE
AND VULNERABLE POPULATI ONS

BU LD CAPACI TY:

OBJECTI VES:

- EXPAND CARE DELI VERY METHODS FOR BEHAVI ORAL HEALTHCARE

STRATEG ES:

- | NCREASE CARE DELI VERY OPTI ONS FOR DI VERSE AND VULNERABLE POPULATI ONS

STRENGTHEN COMMUNI TY PARTNERSHI PS:

OBJECTI VES:

- | NCREASE, STRENGTHEN AND EVALUATE PARTNERSHI PS W TH COVMUNI TY- BASED
ORGANI ZATI ONS

STRATEG ES:

- PARTI Cl PATE I N LOCAL AND REG ONAL HEALTH COALI TI ONS AND TASK FORCES TO
LEND SUPPCORT TO ACTI VI TI ES PROMOTI NG MENTAL WELLNESS FOR ALL

- | DENTI FY AND DEEPEN PARTNERSHI PS W TH COVMUNI TY- BASED CRGANI ZATI ONS THAT
SERVE DI VERSE AND VULNERABLE POPULATI ONS

2. HEALTHY LI VI NG

PREVENTI ON & AWARENESS:

OBJECTI VES:

- CONTI NUE TO PROVI DE EDUCATI ON AND HEALTH PROMOTI ON AND | NCREASE

PARTI Cl PATI ON AMONG DI VERSE AND VULNERABLE POPULATI ONS

- SUPPCRT PUBLI C HEALTH DEPARTMENTS | N LOCAL PREVENTI ON AND EMERCGENCY

I NI TI ATl VES

STRATEG ES:

- CONDUCT OR SUPPORT COVMMUNI TY- BASED PREVENTI VE HEALTH SCREENI NGS W TH A
FOCUS ON REACHI NG DI VERSE AND VULNERABLE POPULATI ONS

- LEVERAGE BEST PRACTI CE STRATEG ES TO | NCREASE RETENTI ON I N CHRONI C

DI SEASE MANAGEMENT PROTOCCLS POST DI SCHARGE

- CONDUCT OR SUPPORT COVMUNI TY- BASED EDUCATI ON W TH A FOCUS ON DI VERSE AND
VULNERABLE POPULATI ONS

BU LD CAPACI TY:
OBJECTI VES:
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Schedule H (Form 990) 2022 HACKENSACK NMERI DI AN HEALTH, | NC. 01- 0649794 Page 8
Facility Information (continued)

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

2, 3}, 5, 6a, 6b, 7d, 11, 13b, 13h, 15e, 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.

- CONTI NUE TO ENGAGE, MONI TOR AND COORDI NATE CARE FOR PATI ENTS W TH

CHRONI C/ COVPLEX CONDI Tl ONS

STRATEG ES:

- SUPPORT CASE MANAGEMENT AND PATI ENT NAVI GATI ON PROGRAMS TO SUPPCRT THOSE
W TH CHRONI C/ COMPLEX CONDI TI ONS AND THEI R CAREGQ VERS

- | NCREASE CONNECTI ONS TO FOOD, NUTRI TI ON ACCESS FOR | DENTI FI ED PATI ENTS

| NCLUDI NG VULNERABLE POPULATI ONS

STRENGTHEN COMMUNI TY PARTNERSHI PS:

OBJECTI VES:

- | NCREASE, | MPROVE, STRENGTHEN AND EVALUATE PARTNERSHI PS W TH

COVMUNI TY- BASED ORGANI ZATI ONS

STRATEG ES:

- PARTI Cl PATE | N LOCAL AND REG ONAL HEALTH COALI TI ONS AND TASK FORCES TO
SUPPORT ACTI VI TI ES PROMOTI NG EQUI TABLE HEALTHY LI VI NG FOR ALL

- | DENTI FY AND DEEPEN PARTNERSHI PS W TH COVMUNI TY- BASED CRGANI ZATI ONS THAT
SERVE DI VERSE AND VULNERABLE POPULATI ONS

3. ACCESS TO CARE

PREVENTI ON & AWARENESS:

OBJECTI VES:

- REDUCE COMVON BARRI ERS TO ACCESSI NG HEALTH CARE FCOR DI VERSE AND
VULNERABLE POPULATI ONS

- STRENGTHEN CULTURAL COVPETENCY TRAI NI NG FOR TEAM MEMBERS AND PHYSI CI ANS
STRATEG ES:

- | NCREASE SCREENI NG FOR SDOH AND MAKE APPROPRI ATE REFERRALS TO

COVMUNI TY- BASED RESOURCES

-1 NCREASE | MPLI CI' T BI AS AND CULTURAL COVPETENCY TRAI NI NG AMONGST ALL TEAM
MEMBERS

BU LD CAPACI TY:

OBJECTI VES:

-H RE, RETAIN AND PROMOTE A DI VERSE WORKFORCE

- DEVELOP AND LEVERAGE ALTERNATI VE CARE DELI VERY MODELS TO | MPROVE ACCESS
TO CARE FOR ALL

STRATEG ES:

- LEVERAGE | MPLEMENTATI ON OF HEALTH AND WELLNESS CENTERS TO REDUCE

BARRI ERS TO ACCESSI NG SPECI ALTY CARE AND WELLNESS SERVI CES

- CONTI NUE TO PROVI DE SUPPORT AND TRAI NI NG FOR REAL AND SOG DATA
CCOLLECTI ON TOOLS, METHODS, USE

- PROVI DE EDUCATI ON AND TRAI NI NG TO STAFF REGARDI NG SDOH SCREENI NG TOCL

STRENGTHEN COMMUNI TY PARTNERSHI PS:

OBJECTI VES:

- | NCREASE, | MPROVE, STRENGTHEN AND EVALUATE PARTNERSHI PS W TH
COVMUNI TY- BASED ORGANI ZATI ONS

STRATEG ES:
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Schedule H (Form 990) 2022 HACKENSACK NMERI DI AN HEALTH, | NC. 01- 0649794 Page 8
Facility Information (continued)

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

2, 3}, 5, 6a, 6b, 7d, 11, 13b, 13h, 15e, 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.

- PARTI Cl PATE I N LOCAL AND REG ONAL HEALTH COALI TI ONS AND TASK FORCES TO
LEND SUPPORT TO HEALTH EQUI TY

- | DENTI FY AND DEEPEN PARTNERSHI PS W TH COVMUNI TY- BASED CRGANI ZATI ONS THAT
SERVE DI VERSE AND VULNERABLE POPULATI ONS

JOHNSON REHABI LI TATI ON | NSTI TUTE AT OCEAN UNI VERSI TY MEDI CAL CENTER

TWO SI GNI FI CANT HEALTH NEEDS CATEGORI ES WERE | DENTI FI ED, AS WELL AS
SUB- CATEGORI ES BASED ON COVMUNI TY FEEDBACK EXERCI SES THROUGH THE CHNA
PROCESS.

1. HEALTHY LIVING | NCLUDI NG

- CANCER

- DI ABETES

- HEART DI SEASE AND STROKE

- NUTRITION, PHYSI CAL ACTIVITY, AND WEI GHT
- POTENTI ALLY DI SABLI NG CONDI TI ONS
- RESPI RATCORY DI SEASE

- TOBACCO USE

2. ACCESS TO CARE, | NCLUDI NG

- APPO NTMENT AVAI LABI LI TY

- FINDI NG A PHYSI Cl AN

- PRI MARY CARE PHYSI Cl AN RATI O

- SKI PPI NG STRETCHI NG PRESCRI PTI ONS
- RATINGS OF LOCAL HEALTH CARE

FOR EACH MAJCR SI GNI FI CANT HEALTH NEEDS CATEGORY, STRATEG ES OF HOW
THE HOSPI TAL FACILITY | S ADDRESSI NG THE SI GNI FI CANT NEEDS ARE AS FOLLOWE:

1. HEALTHY LI VI NG

PREVENTI ON & AWARENESS:

OBJECTI VES:

- CONTI NUE TO PROVI DE EDUCATI ON AND HEALTH PROMOTI ON AND | NCREASE

PARTI Cl PATI ON AMONG DI VERSE AND VULNERABLE POPULATI ONS

- SUPPCRT PUBLI C HEALTH DEPARTMENTS | N LOCAL PREVENTI ON AND EMERCGENCY

I NI TI ATl VES

STRATEG ES:

- CONDUCT OR SUPPORT COVMUNI TY- BASED PREVENTI VE HEALTH SCREENI NGS W TH A
FOCUS ON REACHI NG DI VERSE AND VULNERABLE POPULATI ONS

- CONDUCT OR SUPPORT COVMUNI TY- BASED EDUCATI ON W TH A FOCUS ON DI VERSE AND
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Schedule H (Form 990) 2022 HACKENSACK NMERI DI AN HEALTH, | NC. 01- 0649794 Page 8
Facility Information (continued)

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

2, 3}, 5, 6a, 6b, 7d, 11, 13b, 13h, 15e, 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.

VULNERABLE POPULATI ONS

BU LD CAPACI TY:

OBJECTI VES:

- CONTI NUE TO ENGAGE, MONI TOR AND COORDI NATE CARE FOR PATI ENTS W TH

CHRONI C/ COVPLEX CONDI Tl ONS

STRATEG ES:

- SUPPORT CASE MANAGEMENT AND PATI ENT NAVI GATI ON PROGRAMS TO SUPPCORT THOSE
W TH CHRONI C/ COMPLEX CONDI TI ONS AND THEI R CAREGQ VERS

STRENGTHEN COMMUNI TY PARTNERSHI PS:

OBJECTI VES:

- | NCREASE, | MPROVE, STRENGTHEN AND EVALUATE PARTNERSHI PS W TH

COVMUNI TY- BASED ORGANI ZATI ONS

STRATEG ES:

- PARTI Cl PATE I N LOCAL AND REG ONAL HEALTH COALI TI ONS AND TASK FORCES TO
SUPPORT ACTI VI TI ES PROMOTI NG EQUI TABLE HEALTHY LI VI NG FOR ALL

- | DENTI FY AND DEEPEN PARTNERSHI PS W TH COVMUNI TY- BASED CRGANI ZATI ONS THAT
SERVE DI VERSE AND VULNERABLE POPULATI ONS

2. ACCESS TO CARE

PREVENTI ON & AWARENESS:

OBJECTI VES:

- REDUCE COMVON BARRI ERS TO ACCESSI NG HEALTH CARE FCOR DI VERSE AND
VULNERABLE POPULATI ONS

- STRENGTHEN CULTURAL COVPETENCY TRAI NI NG FOR TEAM MEMBERS AND PHYSI CI ANS
STRATEG ES:

-1 NCREASE | MPLI CI' T BI AS AND CULTURAL COVPETENCY TRAI NI NG AMONGST ALL TEAM
MEMBERS

BU LD CAPACI TY:

OBJECTI VES:

-H RE, RETAIN AND PROMOTE A DI VERSE WORKFORCE

- DEVELOP AND LEVERAGE ALTERNATI VE CARE DELI VERY MODELS TO | MPROVE ACCESS
TO CARE FOR ALL

STRATEG ES:

- LEVERAGE | MPLEMENTATI ON OF HEALTH AND WELLNESS CENTERS TO REDUCE

BARRI ERS TO ACCESSI NG SPECI ALTY CARE AND WELLNESS SERVI CES

- CONTI NUE TO PROVI DE SUPPORT AND TRAI NI NG FOR REAL AND SOG DATA
CCOLLECTI ON TOOLS, METHODS, USE

- PROVI DE EDUCATI ON AND TRAI NI NG TO STAFF REGARDI NG SDOH SCREENI NG TOCL

STRENGTHEN COMMUNI TY PARTNERSHI PS:

OBJECTI VES:

- | NCREASE, | MPROVE, STRENGTHEN AND EVALUATE PARTNERSHI PS W TH
COVMUNI TY- BASED ORGANI ZATI ONS

STRATEG ES:
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Schedule H (Form 990) 2022 HACKENSACK NMERI DI AN HEALTH, | NC. 01- 0649794 Page 8
Facility Information (continued)

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

2, 3}, 5, 6a, 6b, 7d, 11, 13b, 13h, 15e, 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.

- PARTI Cl PATE I N LOCAL AND REG ONAL HEALTH COALI TI ONS AND TASK FORCES TO
LEND SUPPORT TO HEALTH EQUI TY

- | DENTI FY AND DEEPEN PARTNERSHI PS W TH COVMUNI TY- BASED CRGANI ZATI ONS THAT
SERVE DI VERSE AND VULNERABLE POPULATI ONS

JFK UNI VERSI TY MEDI CAL CENTER

THREE SI GNI FI CANT HEALTH NEEDS CATEGCORI ES VERE | DENTI FI ED, AS WELL AS
SUB- CATEGORI ES BASED ON COVMUNI TY FEEDBACK EXERCI SES THROUGH THE CHNA
PROCESS.

1. MENTAL WVELLBEI NG | NCLUDI NG
"FAl R/ POOR' MENTAL HEALTH
SYMPTOMS OF CHRONI C DEPRESSI ON
MENTAL HEALTH PROVI DER RATI O
Cl RRHOSI S/ LI VER DI SEASE DEATHS
KEY | NFORVANTS: MENTAL HEALTH RANKED AS A TOP CONCERN
UNI NTENTI ONAL DRUG- RELATED DEATHS
ILLI CI T DRUG USE
. KEY | NFORMANTS: SUBSTANCE ABUSE RANKED AS A TOP CONCERN
2. HEALTHY LIVING | NCLUDI NG
- CANCER
- DI ABETES
- HEART DI SEASE AND STROKE
- NUTRITION, PHYSI CAL ACTIVITY, AND WEI GHT
- POTENTI ALLY DI SABLI NG CONDI TI ONS
- RESPI RATCORY DI SEASE
3. ACCESS TO CARE, | NCLUDI NG
- I NCONVENI ENT OFFI CE HOUR
- COST OF PRESCRI PTI ONS
- COST OF PHYSI CI AN VISITS
- APPO NTMENT AVAI LABI LI TY
- FINDI NG A PHYSI Cl AN
- RATINGS OF LOCAL HEALTH CARE
- LI NGUI STI C | SOLATI ON

FOR EACH MAJCR SI GNI FI CANT HEALTH NEEDS CATEGORY, STRATEG ES OF HOW
THE HOSPI TAL FACILITY | S ADDRESSI NG THE SI GNI FI CANT NEEDS ARE AS FOLLOWG:

1. MENTAL VELLBEI NG

PREVENTI ON & AWARENESS:
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Schedule H (Form 990) 2022 HACKENSACK NMERI DI AN HEALTH, | NC. 01- 0649794 Page 8
Facility Information (continued)

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

2, 3}, 5, 6a, 6b, 7d, 11, 13b, 13h, 15e, 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.

OBJECTI VES:

- PROVI DE UNI VERSAL BEHAVI ORAL HEALTH SCREENI NGS FOR PATI ENTS

- CONTI NUE BEHAVI ORAL HEALTH EDUCATI ON AND | NCREASE PARTI Cl PATI ON AMONG
DI VERSE AND VULNERABLE POPULATI ONS

- SUPPORT PUBLI C HEALTH | N LOCAL PREVENTI ON AND EMERCGENCY | NI TI ATl VES
STRATEG ES:

- CONSI STENTLY UTI LI ZE THE UNI VERSAL BEHAVI ORAL HEALTH SCREENI NG AS A
STANDARD ASSESSMENT TOOL

- ORGANI ZE LECTURES RELATED TO SUBSTANCE USE/ M SUSE, HEALTHY MENTAL,
EMOTI ONAL AND SOCI AL HEALTH THAT ARE | NCLUSI VE AND ACCESSI BLE TO DI VERSE
AND VULNERABLE POPULATI ONS

BU LD CAPACI TY:

OBJECTI VES:

- EXPAND CARE DELI VERY METHODS FOR BEHAVI ORAL HEALTHCARE

STRATEG ES:

- | NCREASE CARE DELI VERY OPTI ONS FOR DI VERSE AND VULNERABLE POPULATI ONS

STRENGTHEN COMMUNI TY PARTNERSHI PS:

OBJECTI VES:

- | NCREASE, STRENGTHEN AND EVALUATE PARTNERSHI PS W TH COVMUNI TY- BASED
ORGANI ZATI ONS

STRATEG ES:

- PARTI Cl PATE I N LOCAL AND REG ONAL HEALTH COALI TI ONS AND TASK FORCES TO
LEND SUPPCORT TO ACTI VI TI ES PROMOTI NG MENTAL WELLNESS FOR ALL

- | DENTI FY AND DEEPEN PARTNERSHI PS W TH COVMUNI TY- BASED CRGANI ZATI ONS THAT
SERVE DI VERSE AND VULNERABLE POPULATI ONS

2. HEALTHY LI VI NG

PREVENTI ON & AWARENESS:

OBJECTI VES:

- CONTI NUE TO PROVI DE EDUCATI ON AND HEALTH PROMOTI ON AND | NCREASE

PARTI Cl PATI ON AMONG DI VERSE AND VULNERABLE POPULATI ONS

- SUPPCRT PUBLI C HEALTH DEPARTMENTS | N LOCAL PREVENTI ON AND EMERCGENCY

I NI TI ATl VES

STRATEG ES:

- CONDUCT OR SUPPORT COVMUNI TY- BASED PREVENTI VE HEALTH SCREENI NGS W TH A
FOCUS ON REACHI NG DI VERSE AND VULNERABLE POPULATI ONS

- LEVERAGE BEST PRACTI CE STRATEG ES TO | NCREASE RETENTI ON I N CHRONI C

DI SEASE MANAGEMENT PROTOCCLS POST DI SCHARGE

- CONDUCT OR SUPPORT COVMUNI TY- BASED EDUCATI ON W TH A FOCUS ON DI VERSE AND
VULNERABLE POPULATI ONS

BU LD CAPACI TY:

OBJECTI VES:

- CONTI NUE TO ENGAGE, MONI TOR AND COORDI NATE CARE FOR PATI ENTS W TH
CHRONI ¢/ COVPLEX CONDI Tl ONS
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Schedule H (Form 990) 2022 HACKENSACK NMERI DI AN HEALTH, | NC. 01- 0649794 Page 8
Facility Information (continued)

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

2, 3}, 5, 6a, 6b, 7d, 11, 13b, 13h, 15e, 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.

STRATEG ES:

- SUPPORT CASE MANAGEMENT AND PATI ENT NAVI GATI ON PROGRAMS TO SUPPCRT THOSE
W TH CHRONI C/ COMPLEX CONDI TI ONS AND THEI R CAREGQ VERS

- | NCREASE CONNECTI ONS TO FOOD, NUTRI TI ON ACCESS FOR | DENTI FI ED PATI ENTS

| NCLUDI NG VULNERABLE POPULATI ONS

STRENGTHEN COMMUNI TY PARTNERSHI PS:

OBJECTI VES:

- | NCREASE, | MPROVE, STRENGTHEN AND EVALUATE PARTNERSHI PS W TH

COVMUNI TY- BASED ORGANI ZATI ONS

STRATEG ES:

- PARTI Cl PATE I N LOCAL AND REG ONAL HEALTH COALI TI ONS AND TASK FORCES TO
SUPPORT ACTI VI TI ES PROMOTI NG EQUI TABLE HEALTHY LI VI NG FOR ALL

- | DENTI FY AND DEEPEN PARTNERSHI PS W TH COVMUNI TY- BASED CRGANI ZATI ONS THAT
SERVE DI VERSE AND VULNERABLE POPULATI ONS

3. ACCESS TO CARE

PREVENTI ON & AWARENESS:

OBJECTI VES:

- REDUCE COMVON BARRI ERS TO ACCESSI NG HEALTH CARE FCOR DI VERSE AND
VULNERABLE POPULATI ONS

- STRENGTHEN CULTURAL COWVPETENCY TRAI NI NG FOR TEAM MEMBERS AND PHYSI CI ANS
STRATEG ES:

- | NCREASE SCREENI NG FOR SDOH AND MAKE APPROPRI ATE REFERRALS TO

COVMUNI TY- BASED RESOURCES

-1 NCREASE | MPLI CI' T BI AS AND CULTURAL COVPETENCY TRAI NI NG AMONGST ALL TEAM
MEMBERS

BU LD CAPACI TY:

OBJECTI VES:

-H RE, RETAIN AND PROMOTE A DI VERSE WORKFORCE

- DEVELOP AND LEVERAGE ALTERNATI VE CARE DELI VERY MODELS TO | MPROVE ACCESS
TO CARE FOR ALL

STRATEG ES:

- LEVERAGE | MPLEMENTATI ON OF HEALTH AND WELLNESS CENTERS TO REDUCE

BARRI ERS TO ACCESSI NG SPECI ALTY CARE AND WELLNESS SERVI CES

- CONTI NUE TO PROVI DE SUPPORT AND TRAI NI NG FOR REAL AND SOG DATA
CCOLLECTI ON TOOLS, METHODS, USE

- PROVI DE EDUCATI ON AND TRAI NI NG TO STAFF REGARDI NG SDOH SCREENI NG TOCL

STRENGTHEN COMMUNI TY PARTNERSHI PS:

OBJECTI VES:

- | NCREASE, | MPROVE, STRENGTHEN AND EVALUATE PARTNERSHI PS W TH

COVMUNI TY- BASED ORGANI ZATI ONS

STRATEG ES:

- PARTI Cl PATE I N LOCAL AND REG ONAL HEALTH COALI TI ONS AND TASK FORCES TO
LEND SUPPORT TO HEALTH EQUI TY
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Schedule H (Form 990) 2022 HACKENSACK NMERI DI AN HEALTH, | NC. 01- 0649794 Page 8
Facility Information (continued)

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

2, 3}, 5, 6a, 6b, 7d, 11, 13b, 13h, 15e, 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.

- | DENTI FY AND DEEPEN PARTNERSHI PS W TH COVMUNI TY- BASED CRGANI ZATI ONS THAT
SERVE DI VERSE AND VULNERABLE POPULATI ONS

JFK JOHNSON REHABI LI TATI ON | NSTI TUTE

TWO SI GNI FI CANT HEALTH NEEDS CATEGORI ES WERE | DENTI FI ED, AS WELL AS
SUB- CATEGORI ES BASED ON COVMUNI TY FEEDBACK EXERCI SES THROUGH THE CHNA
PROCESS.

1. HEALTHY LIVING | NCLUDI NG

- CANCER

- DI ABETES

- HEART DI SEASE AND STROKE

- NUTRITION, PHYSI CAL ACTIVITY, AND WEI GHT
- POTENTI ALLY DI SABLI NG CONDI TI ONS
- RESPI RATCORY DI SEASE

2. ACCESS TO CARE, | NCLUDI NG

- | NCONVENI ENT OFFI CE HOURS

- COST OF PRESCRI PTI ONS

- COST OF PHYSI CI AN VISI TS

- APPO NTMENT AVAI LABI LI TY

- FINDI NG A PHYSI Cl AN

- RATINGS OF LOCAL HEALTH CARE

- LI NGUI STI C | SOLATI ON

FOR EACH MAJCR SI GNI FI CANT HEALTH NEEDS CATEGORY, STRATEG ES OF HOW
THE HOSPI TAL FACILITY | S ADDRESSI NG THE SI GNI FI CANT NEEDS ARE AS FOLLOWE:

1. HEALTHY LI VI NG

PREVENTI ON & AWARENESS:

OBJECTI VES:

- CONTI NUE TO PROVI DE EDUCATI ON AND HEALTH PROMOTI ON AND | NCREASE

PARTI Cl PATI ON AMONG DI VERSE AND VULNERABLE POPULATI ONS

- SUPPCRT PUBLI C HEALTH DEPARTMENTS | N LOCAL PREVENTI ON AND EMERCGENCY

I NI TI ATl VES

STRATEG ES:

- CONDUCT OR SUPPORT COVMUNI TY- BASED PREVENTI VE HEALTH SCREENI NGS W TH A
FOCUS ON REACHI NG DI VERSE AND VULNERABLE POPULATI ONS

- CONDUCT OR SUPPORT COVMUNI TY- BASED EDUCATI ON W TH A FOCUS ON DI VERSE AND
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Schedule H (Form 990) 2022 HACKENSACK NMERI DI AN HEALTH, | NC. 01- 0649794 Page 8
Facility Information (continued)

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

2, 3}, 5, 6a, 6b, 7d, 11, 13b, 13h, 15e, 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.

VULNERABLE POPULATI ONS

BU LD CAPACI TY:

OBJECTI VES:

- CONTI NUE TO ENGAGE, MONI TOR AND COORDI NATE CARE FOR PATI ENTS W TH

CHRONI C/ COVPLEX CONDI Tl ONS

STRATEG ES:

- SUPPORT CASE MANAGEMENT AND PATI ENT NAVI GATI ON PROGRAMS TO SUPPCORT THOSE
W TH CHRONI C/ COMPLEX CONDI TI ONS AND THEI R CAREGQ VERS

STRENGTHEN COMMUNI TY PARTNERSHI PS:

OBJECTI VES:

- | NCREASE, | MPROVE, STRENGTHEN AND EVALUATE PARTNERSHI PS W TH

COVMUNI TY- BASED ORGANI ZATI ONS

STRATEG ES:

- PARTI Cl PATE I N LOCAL AND REG ONAL HEALTH COALI TI ONS AND TASK FORCES TO
SUPPORT ACTI VI TI ES PROMOTI NG EQUI TABLE HEALTHY LI VI NG FOR ALL

- | DENTI FY AND DEEPEN PARTNERSHI PS W TH COVMUNI TY- BASED CRGANI ZATI ONS THAT
SERVE DI VERSE AND VULNERABLE POPULATI ONS

2. ACCESS TO CARE

PREVENTI ON & AWARENESS:

OBJECTI VES:

- REDUCE COMVON BARRI ERS TO ACCESSI NG HEALTH CARE FCOR DI VERSE AND
VULNERABLE POPULATI ONS

- STRENGTHEN CULTURAL COVPETENCY TRAI NI NG FOR TEAM MEMBERS AND PHYSI CI ANS
STRATEG ES:

-1 NCREASE | MPLI CI' T BI AS AND CULTURAL COVPETENCY TRAI NI NG AMONGST ALL TEAM
MEMBERS

BU LD CAPACI TY:

OBJECTI VES:

-H RE, RETAIN AND PROMOTE A DI VERSE WORKFORCE

- DEVELOP AND LEVERAGE ALTERNATI VE CARE DELI VERY MODELS TO | MPROVE ACCESS
TO CARE FOR ALL

STRATEG ES:

- LEVERAGE | MPLEMENTATI ON OF HEALTH AND WELLNESS CENTERS TO REDUCE

BARRI ERS TO ACCESSI NG SPECI ALTY CARE AND WELLNESS SERVI CES

- CONTI NUE TO PROVI DE SUPPORT AND TRAI NI NG FOR REAL AND SOG DATA
CCOLLECTI ON TOOLS, METHODS, USE

- PROVI DE EDUCATI ON AND TRAI NI NG TO STAFF REGARDI NG SDOH SCREENI NG TOCL

STRENGTHEN COMMUNI TY PARTNERSHI PS:

OBJECTI VES:

- | NCREASE, | MPROVE, STRENGTHEN AND EVALUATE PARTNERSHI PS W TH
COVMUNI TY- BASED ORGANI ZATI ONS

STRATEG ES:
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Schedule H (Form 990) 2022 HACKENSACK NMERI DI AN HEALTH, | NC. 01- 0649794 Page 8
Facility Information (continued)

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

2, 3}, 5, 6a, 6b, 7d, 11, 13b, 13h, 15e, 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.

- PARTI Cl PATE I N LOCAL AND REG ONAL HEALTH COALI TI ONS AND TASK FORCES TO
LEND SUPPORT TO HEALTH EQUI TY

- | DENTI FY AND DEEPEN PARTNERSHI PS W TH COVMUNI TY- BASED CRGANI ZATI ONS THAT
SERVE DI VERSE AND VULNERABLE POPULATI ONS

RARI TAN BAY MEDI CAL CENTER

THREE SI GNI FI CANT HEALTH NEEDS CATEGCORI ES VERE | DENTI FI ED, AS WELL AS
SUB- CATEGORI ES BASED ON COVMUNI TY FEEDBACK EXERCI SES THROUGH THE CHNA
PROCESS.

1. MENTAL WVELLBEI NG | NCLUDI NG
"FAl R/ POOR' MENTAL HEALTH
SYMPTOMS OF CHRONI C DEPRESSI ON
MENTAL HEALTH PROVI DER RATI O
DI FFI CULTY OBTAI NI NG MENTAL HEALTH SERVI CES
RECEI VI NG TREATMENT FOR MENTAL HEALTH
KEY | NFORVANTS: MENTAL HEALTH RANKED AS A TOP CONCERN
Cl RRHOSI S/ LI VER DI SEASE DEATHS
ILLI CI T DRUG USE
. KEY | NFORMANTS: SUBSTANCE ABUSE RANKED AS A TOP CONCERN
2. HEALTHY LIVING | NCLUDI NG
- CANCER
- DI ABETES
- HEART DI SEASE AND STROKE
- NUTRITION, PHYSI CAL ACTIVITY, AND WEI GHT
- POTENTI ALLY DI SABLI NG CONDI TI ONS
- RESPI RATCORY DI SEASE
- TOBACCO USE
3. ACCESS TO CARE, | NCLUDI NG
- | NCONVENI ENT OFFI CE HOURS
- APPO NTMENT AVAI LABI LI TY
- FINDI NG A PHYSI Cl AN
- RATINGS OF LOCAL HEALTH CARE
- SPECI FI C SOURCE OF ONGO NG CARE
- LI NGUI STI C | SOLATI ON

FOR EACH MAJCR SI GNI FI CANT HEALTH NEEDS CATEGORY, STRATEG ES OF HOW
THE HOSPI TAL FACILITY | S ADDRESSI NG THE SI GNI FI CANT NEEDS ARE AS FOLLOWG:

1. MENTAL VELLBEI NG
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Schedule H (Form 990) 2022 HACKENSACK NMERI DI AN HEALTH, | NC. 01- 0649794 Page 8
Facility Information (continued)

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

2, 3}, 5, 6a, 6b, 7d, 11, 13b, 13h, 15e, 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.

PREVENTI ON & AWARENESS:

OBJECTI VES:

- PROVI DE UNI VERSAL BEHAVI ORAL HEALTH SCREENI NGS FOR PATI ENTS

- CONTI NUE BEHAVI ORAL HEALTH EDUCATI ON AND | NCREASE PARTI Cl PATI ON AMONG
DI VERSE AND VULNERABLE POPULATI ONS

- SUPPORT PUBLI C HEALTH | N LOCAL PREVENTI ON AND EMERCGENCY | NI TI ATl VES
STRATEG ES:

- CONSI STENTLY UTI LI ZE THE UNI VERSAL BEHAVI ORAL HEALTH SCREENI NG AS A
STANDARD ASSESSMENT TOOL

- ORGANI ZE LECTURES RELATED TO SUBSTANCE USE/ M SUSE, HEALTHY MENTAL,
EMOTI ONAL AND SOCI AL HEALTH THAT ARE | NCLUSI VE AND ACCESSI BLE TO DI VERSE
AND VULNERABLE POPULATI ONS

BU LD CAPACI TY:

OBJECTI VES:

- EXPAND CARE DELI VERY METHODS FOR BEHAVI ORAL HEALTHCARE

STRATEG ES:

- | NCREASE CARE DELI VERY OPTI ONS FOR DI VERSE AND VULNERABLE POPULATI ONS

STRENGTHEN COMMUNI TY PARTNERSHI PS:

OBJECTI VES:

- | NCREASE, STRENGTHEN AND EVALUATE PARTNERSHI PS W TH COVMUNI TY- BASED
ORGANI ZATI ONS

STRATEG ES:

- PARTI Cl PATE I N LOCAL AND REG ONAL HEALTH COALI TI ONS AND TASK FORCES TO
LEND SUPPCORT TO ACTI VI TI ES PROMOTI NG MENTAL WELLNESS FOR ALL

- | DENTI FY AND DEEPEN PARTNERSHI PS W TH COVMUNI TY- BASED CRGANI ZATI ONS THAT
SERVE DI VERSE AND VULNERABLE POPULATI ONS

2. HEALTHY LI VI NG

PREVENTI ON & AWARENESS:

OBJECTI VES:

- CONTI NUE TO PROVI DE EDUCATI ON AND HEALTH PROMOTI ON AND | NCREASE

PARTI Cl PATI ON AMONG DI VERSE AND VULNERABLE POPULATI ONS

- SUPPCRT PUBLI C HEALTH DEPARTMENTS | N LOCAL PREVENTI ON AND EMERCGENCY

I NI TI ATl VES

STRATEG ES:

- CONDUCT OR SUPPORT COVMMUNI TY- BASED PREVENTI VE HEALTH SCREENI NGS W TH A
FOCUS ON REACHI NG DI VERSE AND VULNERABLE POPULATI ONS

- LEVERAGE BEST PRACTI CE STRATEG ES TO | NCREASE RETENTI ON I N CHRONI C

DI SEASE MANAGEMENT PROTOCCLS POST DI SCHARGE

- CONDUCT OR SUPPORT COVMUNI TY- BASED EDUCATI ON W TH A FOCUS ON DI VERSE AND
VULNERABLE POPULATI ONS

BU LD CAPACI TY:
OBJECTI VES:
- CONTI NUE TO ENGAGE, MONI TOR AND COORDI NATE CARE FOR PATI ENTS W TH
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Schedule H (Form 990) 2022 HACKENSACK NMERI DI AN HEALTH, | NC. 01- 0649794 Page 8
Facility Information (continued)

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

2, 3}, 5, 6a, 6b, 7d, 11, 13b, 13h, 15e, 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.

CHRONI C/ COVPLEX CONDI Tl ONS

STRATEG ES:

- SUPPORT CASE MANAGEMENT AND PATI ENT NAVI GATI ON PROGRAMS TO SUPPCRT THOSE
W TH CHRONI C/ COMPLEX CONDI TI ONS AND THEI R CAREGQ VERS

- | NCREASE CONNECTI ONS TO FOOD, NUTRI TI ON ACCESS FOR | DENTI FI ED PATI ENTS

| NCLUDI NG VULNERABLE POPULATI ONS

STRENGTHEN COMMUNI TY PARTNERSHI PS:

OBJECTI VES:

- | NCREASE, | MPROVE, STRENGTHEN AND EVALUATE PARTNERSHI PS W TH

COVMUNI TY- BASED ORGANI ZATI ONS

STRATEG ES:

- PARTI Cl PATE I N LOCAL AND REG ONAL HEALTH COALI TI ONS AND TASK FORCES TO
SUPPORT ACTI VI TI ES PROMOTI NG EQUI TABLE HEALTHY LI VI NG FOR ALL

- | DENTI FY AND DEEPEN PARTNERSHI PS W TH COVMUNI TY- BASED CRGANI ZATI ONS THAT
SERVE DI VERSE AND VULNERABLE POPULATI ONS

3. ACCESS TO CARE

PREVENTI ON & AWARENESS:

OBJECTI VES:

- REDUCE COMVON BARRI ERS TO ACCESSI NG HEALTH CARE FCOR DI VERSE AND
VULNERABLE POPULATI ONS

- STRENGTHEN CULTURAL COVPETENCY TRAI NI NG FOR TEAM MEMBERS AND PHYSI CI ANS
STRATEG ES:

- | NCREASE SCREENI NG FOR SDOH AND MAKE APPROPRI ATE REFERRALS TO

COVMUNI TY- BASED RESOURCES

-1 NCREASE | MPLI CI' T BI AS AND CULTURAL COVPETENCY TRAI NI NG AMONGST ALL TEAM
MEMBERS

BU LD CAPACI TY:

OBJECTI VES:

-H RE, RETAIN AND PROMOTE A DI VERSE WORKFORCE

- DEVELOP AND LEVERAGE ALTERNATI VE CARE DELI VERY MODELS TO | MPROVE ACCESS
TO CARE FOR ALL

STRATEG ES:

- LEVERAGE | MPLEMENTATI ON OF HEALTH AND WELLNESS CENTERS TO REDUCE

BARRI ERS TO ACCESSI NG SPECI ALTY CARE AND WELLNESS SERVI CES

- CONTI NUE TO PROVI DE SUPPORT AND TRAI NI NG FOR REAL AND SOG DATA
CCOLLECTI ON TOOLS, METHODS, USE

- PROVI DE EDUCATI ON AND TRAI NI NG TO STAFF REGARDI NG SDOH SCREENI NG TOCL

STRENGTHEN COMMUNI TY PARTNERSHI PS:

OBJECTI VES:

- | NCREASE, | MPROVE, STRENGTHEN AND EVALUATE PARTNERSHI PS W TH

COVMUNI TY- BASED ORGANI ZATI ONS

STRATEG ES:

- PARTI Cl PATE I N LOCAL AND REG ONAL HEALTH COALI TI ONS AND TASK FORCES TO
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Schedule H (Form 990) 2022 HACKENSACK NMERI DI AN HEALTH, | NC. 01- 0649794 Page 8
Facility Information (continued)

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

2, 3}, 5, 6a, 6b, 7d, 11, 13b, 13h, 15e, 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.

LEND SUPPORT TO HEALTH EQUI TY
- | DENTI FY AND DEEPEN PARTNERSHI PS W TH COVMUNI TY- BASED CRGANI ZATI ONS THAT
SERVE DI VERSE AND VULNERABLE POPULATI ONS

OLD BRI DGE MEDI CAL CENTER

THREE SI GNI FI CANT HEALTH NEEDS CATEGCORI ES VERE | DENTI FI ED, AS WELL AS
SUB- CATEGORI ES BASED ON COVMUNI TY FEEDBACK EXERCI SES THROUGH THE CHNA
PROCESS.

1. MENTAL WVELLBEI NG | NCLUDI NG
"FAl R/ POOR' MENTAL HEALTH
DI AGNOSED DEPRESSI ON
SYMPTOMS OF CHRONI C DEPRESSI ON
MENTAL HEALTH PROVI DER RATI O
DI FFI CULTY OBTAI NI NG MENTAL HEALTH SERVI CES
KEY | NFORVANTS: MENTAL HEALTH RANKED AS A TOP CONCERN
Cl RRHOSI S/ LI VER DI SEASE DEATHS
UNI NTENTI ONAL DRUG- RELATED DEATHS
. KEY | NFORMANTS: SUBSTANCE ABUSE RANKED AS A TOP CONCERN
2. HEALTHY LIVING | NCLUDI NG
- CANCER
- DI ABETES
- HEART DI SEASE AND STROKE
- NUTRITION, PHYSI CAL ACTIVITY, AND WEI GHT
- POTENTI ALLY DI SABLI NG CONDI TI ONS
- RESPI RATCORY DI SEASE
3. ACCESS TO CARE, | NCLUDI NG
- | NCONVENI ENT OFFI CE HOURS
- APPO NTMENT AVAI LABI LI TY
- FINDI NG A PHYSI Cl AN
- DI FFI CULTY ACCESSI NG CHI LDREN S HEALTH CARE
- LI NGUI STI C | SOLATI ON

FOR EACH MAJCR SI GNI FI CANT HEALTH NEEDS CATEGORY, STRATEG ES OF HOW
THE HOSPI TAL FACILITY | S ADDRESSI NG THE SI GNI FI CANT NEEDS ARE AS FOLLOWG:

1. MENTAL VELLBEI NG

PREVENTI ON & AWARENESS:
OBJECTI VES:
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Schedule H (Form 990) 2022 HACKENSACK NMERI DI AN HEALTH, | NC. 01- 0649794 Page 8
Facility Information (continued)

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

2, 3}, 5, 6a, 6b, 7d, 11, 13b, 13h, 15e, 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.

- PROVI DE UNI VERSAL BEHAVI ORAL HEALTH SCREENI NGS FOR PATI ENTS

- CONTI NUE BEHAVI ORAL HEALTH EDUCATI ON AND | NCREASE PARTI Cl PATI ON AMONG
DI VERSE AND VULNERABLE POPULATI ONS

- SUPPORT PUBLI C HEALTH | N LOCAL PREVENTI ON AND EMERCGENCY | NI TI ATl VES
STRATEG ES:

- CONSI STENTLY UTI LI ZE THE UNI VERSAL BEHAVI ORAL HEALTH SCREENI NG AS A
STANDARD ASSESSMENT TOOL

- ORGANI ZE LECTURES RELATED TO SUBSTANCE USE/ M SUSE, HEALTHY MENTAL,

EMOTI ONAL AND SOCI AL HEALTH THAT ARE | NCLUSI VE AND ACCESSI BLE TO DI VERSE
AND VULNERABLE POPULATI ONS

BU LD CAPACI TY:

OBJECTI VES:

- EXPAND CARE DELI VERY METHODS FOR BEHAVI ORAL HEALTHCARE

STRATEG ES:

- | NCREASE CARE DELI VERY OPTI ONS FOR DI VERSE AND VULNERABLE POPULATI ONS

STRENGTHEN COMMUNI TY PARTNERSHI PS:

OBJECTI VES:

- | NCREASE, STRENGTHEN AND EVALUATE PARTNERSHI PS W TH COVMUNI TY- BASED
ORGANI ZATI ONS

STRATEG ES:

- PARTI Cl PATE I N LOCAL AND REG ONAL HEALTH COALI TI ONS AND TASK FORCES TO
LEND SUPPCORT TO ACTI VI TI ES PROMOTI NG MENTAL WELLNESS FOR ALL

- | DENTI FY AND DEEPEN PARTNERSHI PS W TH COVMUNI TY- BASED CRGANI ZATI ONS THAT
SERVE DI VERSE AND VULNERABLE POPULATI ONS

2. HEALTHY LI VI NG

PREVENTI ON & AWARENESS:

OBJECTI VES:

- CONTI NUE TO PROVI DE EDUCATI ON AND HEALTH PROMOTI ON AND | NCREASE

PARTI Cl PATI ON AMONG DI VERSE AND VULNERABLE POPULATI ONS

- SUPPCRT PUBLI C HEALTH DEPARTMENTS | N LOCAL PREVENTI ON AND EMERCGENCY

I NI TI ATl VES

STRATEG ES:

- CONDUCT OR SUPPORT COVMUNI TY- BASED PREVENTI VE HEALTH SCREENI NGS W TH A
FOCUS ON REACHI NG DI VERSE AND VULNERABLE POPULATI ONS

- LEVERAGE BEST PRACTI CE STRATEG ES TO | NCREASE RETENTI ON I N CHRONI C

DI SEASE MANAGEMENT PROTOCCLS POST DI SCHARGE

- CONDUCT OR SUPPORT COVMUNI TY- BASED EDUCATI ON W TH A FOCUS ON DI VERSE AND
VULNERABLE POPULATI ONS

BU LD CAPACI TY:

OBJECTI VES:

- CONTI NUE TO ENGAGE, MONI TOR AND COORDI NATE CARE FOR PATI ENTS W TH
CHRONI ¢/ COVPLEX CONDI Tl ONS

STRATEG ES:
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Schedule H (Form 990) 2022 HACKENSACK NMERI DI AN HEALTH, | NC. 01- 0649794 Page 8
Facility Information (continued)

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

2, 3}, 5, 6a, 6b, 7d, 11, 13b, 13h, 15e, 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.

- SUPPORT CASE MANAGEMENT AND PATI ENT NAVI GATI ON PROGRAMS TO SUPPCRT THOSE
W TH CHRONI C/ COMPLEX CONDI TI ONS AND THEI R CAREGQ VERS

- | NCREASE CONNECTI ONS TO FOOD, NUTRI TI ON ACCESS FOR | DENTI FI ED PATI ENTS

| NCLUDI NG VULNERABLE POPULATI ONS

STRENGTHEN COMMUNI TY PARTNERSHI PS:

OBJECTI VES:

- | NCREASE, | MPROVE, STRENGTHEN AND EVALUATE PARTNERSHI PS W TH

COVMUNI TY- BASED ORGANI ZATI ONS

STRATEG ES:

- PARTI Cl PATE I N LOCAL AND REG ONAL HEALTH COALI TI ONS AND TASK FORCES TO
SUPPORT ACTI VI TI ES PROMOTI NG EQUI TABLE HEALTHY LI VI NG FOR ALL

- | DENTI FY AND DEEPEN PARTNERSHI PS W TH COVMUNI TY- BASED CRGANI ZATI ONS THAT
SERVE DI VERSE AND VULNERABLE POPULATI ONS

3. ACCESS TO CARE

PREVENTI ON & AWARENESS:

OBJECTI VES:

- REDUCE COMVON BARRI ERS TO ACCESSI NG HEALTH CARE FCOR DI VERSE AND
VULNERABLE POPULATI ONS

- STRENGTHEN CULTURAL COWVPETENCY TRAI NI NG FOR TEAM MEMBERS AND PHYSI CI ANS
STRATEG ES:

- | NCREASE SCREENI NG FOR SDOH AND MAKE APPROPRI ATE REFERRALS TO

COVMUNI TY- BASED RESOURCES

-1 NCREASE | MPLI CI' T BI AS AND CULTURAL COVPETENCY TRAI NI NG AMONGST ALL TEAM
MEMBERS

BU LD CAPACI TY:

OBJECTI VES:

-H RE, RETAIN AND PROMOTE A DI VERSE WORKFORCE

- DEVELOP AND LEVERAGE ALTERNATI VE CARE DELI VERY MODELS TO | MPROVE ACCESS
TO CARE FOR ALL

STRATEG ES:

- LEVERAGE | MPLEMENTATI ON OF HEALTH AND WELLNESS CENTERS TO REDUCE

BARRI ERS TO ACCESSI NG SPECI ALTY CARE AND WELLNESS SERVI CES

- CONTI NUE TO PROVI DE SUPPORT AND TRAI NI NG FOR REAL AND SOG DATA
CCOLLECTI ON TOOLS, METHODS, USE

- PROVI DE EDUCATI ON AND TRAI NI NG TO STAFF REGARDI NG SDOH SCREENI NG TOCL

STRENGTHEN COMMUNI TY PARTNERSHI PS:

OBJECTI VES:

- | NCREASE, | MPROVE, STRENGTHEN AND EVALUATE PARTNERSHI PS W TH

COVMUNI TY- BASED ORGANI ZATI ONS

STRATEG ES:

- PARTI Cl PATE I N LOCAL AND REG ONAL HEALTH COALI TI ONS AND TASK FORCES TO
LEND SUPPORT TO HEALTH EQUI TY

- | DENTI FY AND DEEPEN PARTNERSHI PS W TH COVMUNI TY- BASED CRGANI ZATI ONS THAT
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Schedule H (Form 990) 2022 HACKENSACK NMERI DI AN HEALTH, | NC. 01- 0649794 Page 8
Facility Information (continued)

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

2, 3}, 5, 6a, 6b, 7d, 11, 13b, 13h, 15e, 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.

SERVE DI VERSE AND VULNERABLE POPULATI ONS

PALI SADES MEDI CAL CENTER

THREE SI GNI FI CANT HEALTH NEEDS CATEGCORI ES VERE | DENTI FI ED, AS WELL AS
SUB- CATEGORI ES BASED ON COVMUNI TY FEEDBACK EXERCI SES THROUGH THE CHNA
PROCESS.

1. MENTAL WVELLBEI NG | NCLUDI NG
"FAl R/ POOR' MENTAL HEALTH
SYMPTOMS OF CHRONI C DEPRESSI ON
SUl Cl DE DEATHS
MENTAL HEALTH PROVI DER RATI O
KEY | NFORVANTS: MENTAL HEALTH RANKED AS A TOP CONCERN
UNI NTENTI ONAL DRUG- RELATED DEATHS
ILLI CI T DRUG USE
. KEY | NFORMANTS: SUBSTANCE ABUSE RANKED AS A TOP CONCERN
2. HEALTHY LIVING | NCLUDI NG
- CANCER
- DI ABETES
- HEART DI SEASE AND STROKE
- SEXUAL HEALTH
- TOBACCO USE
- NUTRITION, PHYSI CAL ACTIVITY, AND WEI GHT
- POTENTI ALLY DI SABLI NG CONDI TI ONS
- RESPI RATCORY DI SEASE
3. ACCESS TO CARE, | NCLUDI NG
- | NCONVENI ENT OFFI CE HOURS
- APPO NTMENT AVAI LABI LI TY
- FINDI NG A PHYSI Cl AN
- DI FFI CULTY ACCESSI NG CHI LDREN S HEALTH CARE
- RATINGS OF LOCAL HEALTH CARE
- LI NGUI STI C | SOLATI ON
- LACK OF TRANSPORTATI ON

FOR EACH MAJCR SI GNI FI CANT HEALTH NEEDS CATEGORY, STRATEG ES OF HOW
THE HOSPI TAL FACILITY | S ADDRESSI NG THE SI GNI FI CANT NEEDS ARE AS FOLLOWG:

1. MENTAL VELLBEI NG
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Schedule H (Form 990) 2022 HACKENSACK NMERI DI AN HEALTH, | NC. 01- 0649794 Page 8
Facility Information (continued)

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

2, 3}, 5, 6a, 6b, 7d, 11, 13b, 13h, 15e, 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.

PREVENTI ON & AWARENESS:

OBJECTI VES:

- PROVI DE UNI VERSAL BEHAVI ORAL HEALTH SCREENI NGS FOR PATI ENTS

- CONTI NUE BEHAVI ORAL HEALTH EDUCATI ON AND | NCREASE PARTI Cl PATI ON AMONG
DI VERSE AND VULNERABLE POPULATI ONS

- SUPPORT PUBLI C HEALTH | N LOCAL PREVENTI ON AND EMERCGENCY | NI TI ATl VES
STRATEG ES:

- CONS| STENTLY UTI LI ZE THE UNI VERSAL BEHAVI ORAL HEALTH SCREENI NG AS A
STANDARD ASSESSMENT TOOL

- ORGANI ZE LECTURES RELATED TO SUBSTANCE USE/ M SUSE, HEALTHY MENTAL,
EMOTI ONAL AND SOCI AL HEALTH THAT ARE | NCLUSI VE AND ACCESSI BLE TO DI VERSE
AND VULNERABLE POPULATI ONS

BU LD CAPACI TY:

OBJECTI VES:

- EXPAND CARE DELI VERY METHODS FOR BEHAVI ORAL HEALTHCARE

STRATEG ES:

- | NCREASE CARE DELI VERY OPTI ONS FOR DI VERSE AND VULNERABLE POPULATI ONS

STRENGTHEN COMMUNI TY PARTNERSHI PS:

OBJECTI VES:

- | NCREASE, STRENGTHEN AND EVALUATE PARTNERSHI PS W TH COVMUNI TY- BASED
ORGANI ZATI ONS

STRATEG ES:

- PARTI Cl PATE I N LOCAL AND REG ONAL HEALTH COALI TI ONS AND TASK FORCES TO
LEND SUPPCORT TO ACTI VI TI ES PROMOTI NG MENTAL WELLNESS FOR ALL

- | DENTI FY AND DEEPEN PARTNERSHI PS W TH COVMUNI TY- BASED CRGANI ZATI ONS THAT
SERVE DI VERSE AND VULNERABLE POPULATI ONS

2. HEALTHY LI VI NG

PREVENTI ON & AWARENESS:

OBJECTI VES:

- CONTI NUE TO PROVI DE EDUCATI ON AND HEALTH PROMOTI ON AND | NCREASE

PARTI Cl PATI ON AMONG DI VERSE AND VULNERABLE POPULATI ONS

- SUPPCRT PUBLI C HEALTH DEPARTMENTS | N LOCAL PREVENTI ON AND EMERCGENCY

I NI TI ATl VES

STRATEG ES:

- CONDUCT OR SUPPORT COVMMUNI TY- BASED PREVENTI VE HEALTH SCREENI NGS W TH A
FOCUS ON REACHI NG DI VERSE AND VULNERABLE POPULATI ONS

- LEVERAGE BEST PRACTI CE STRATEG ES TO | NCREASE RETENTI ON I N CHRONI C

DI SEASE MANAGEMENT PROTOCCLS POST DI SCHARGE

- CONDUCT OR SUPPORT COVMUNI TY- BASED EDUCATI ON W TH A FOCUS ON DI VERSE AND
VULNERABLE POPULATI ONS

BU LD CAPACI TY:
OBJECTI VES:
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Schedule H (Form 990) 2022 HACKENSACK NMERI DI AN HEALTH, | NC. 01- 0649794 Page 8
Facility Information (continued)

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

2, 3}, 5, 6a, 6b, 7d, 11, 13b, 13h, 15e, 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.

- CONTI NUE TO ENGAGE, MONI TOR AND COORDI NATE CARE FOR PATI ENTS W TH

CHRONI C/ COVPLEX CONDI Tl ONS

STRATEG ES:

- SUPPORT CASE MANAGEMENT AND PATI ENT NAVI GATI ON PROGRAMS TO SUPPCRT THOSE
W TH CHRONI C/ COMPLEX CONDI TI ONS AND THEI R CAREGQ VERS

- | NCREASE CONNECTI ONS TO FOOD, NUTRI TI ON ACCESS FOR | DENTI FI ED PATI ENTS

| NCLUDI NG VULNERABLE POPULATI ONS

STRENGTHEN COMMUNI TY PARTNERSHI PS:

OBJECTI VES:

- | NCREASE, | MPROVE, STRENGTHEN AND EVALUATE PARTNERSHI PS W TH

COVMUNI TY- BASED ORGANI ZATI ONS

STRATEG ES:

- PARTI Cl PATE | N LOCAL AND REG ONAL HEALTH COALI TI ONS AND TASK FORCES TO
SUPPORT ACTI VI TI ES PROMOTI NG EQUI TABLE HEALTHY LI VI NG FOR ALL

- | DENTI FY AND DEEPEN PARTNERSHI PS W TH COVMUNI TY- BASED CRGANI ZATI ONS THAT
SERVE DI VERSE AND VULNERABLE POPULATI ONS

3. ACCESS TO CARE

PREVENTI ON & AWARENESS:

OBJECTI VES:

- REDUCE COMVON BARRI ERS TO ACCESSI NG HEALTH CARE FCOR DI VERSE AND
VULNERABLE POPULATI ONS

- STRENGTHEN CULTURAL COVPETENCY TRAI NI NG FOR TEAM MEMBERS AND PHYSI CI ANS
STRATEG ES:

- | NCREASE SCREENI NG FOR SDOH AND MAKE APPROPRI ATE REFERRALS TO

COVMUNI TY- BASED RESOURCES

-1 NCREASE | MPLI CI' T BI AS AND CULTURAL COVPETENCY TRAI NI NG AMONGST ALL TEAM
MEMBERS

BU LD CAPACI TY:

OBJECTI VES:

-H RE, RETAIN AND PROMOTE A DI VERSE WORKFORCE

- DEVELOP AND LEVERAGE ALTERNATI VE CARE DELI VERY MODELS TO | MPROVE ACCESS
TO CARE FOR ALL

STRATEG ES:

- CONTI NUE TO PROVI DE SUPPORT AND TRAI NI NG FOR REAL AND SOG DATA
CCOLLECTI ON TOOLS, METHODS, USE

- PROVI DE EDUCATI ON AND TRAI NI NG TO STAFF REGARDI NG SDOH SCREENI NG TOCL

STRENGTHEN COMMUNI TY PARTNERSHI PS:

OBJECTI VES:

- | NCREASE, | MPROVE, STRENGTHEN AND EVALUATE PARTNERSHI PS W TH

COVMUNI TY- BASED ORGANI ZATI ONS

STRATEG ES:

- PARTI Cl PATE I N LOCAL AND REG ONAL HEALTH COALI TI ONS AND TASK FORCES TO
LEND SUPPORT TO HEALTH EQUI TY
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Schedule H (Form 990) 2022 HACKENSACK NMERI DI AN HEALTH, | NC. 01- 0649794 Page 8
Facility Information (continued)

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

2, 3}, 5, 6a, 6b, 7d, 11, 13b, 13h, 15e, 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.

- | DENTI FY AND DEEPEN PARTNERSHI PS W TH COVMUNI TY- BASED CRGANI ZATI ONS THAT
SERVE DI VERSE AND VULNERABLE POPULATI ONS

MOUNTAI NSI DE MEDI CAL CENTER

THREE SI GNI FI CANT HEALTH NEEDS CATEGCORI ES VERE | DENTI FI ED, AS WELL AS
SUB- CATEGORI ES BASED ON COVMUNI TY FEEDBACK EXERCI SES THROUGH THE CHNA
PROCESS.

1. MENTAL WVELLBEI NG | NCLUDI NG
"FAl R/ POOR' MENTAL HEALTH
DI AGNOSED DEPRESSI ON
SYMPTOMS OF CHRONI C DEPRESSI ON
RECEI VI NG TREATMENT FOR MENTAL HEALTH
KEY | NFORVANTS: MENTAL HEALTH RANKED AS A TOP CONCERN
UNI NTENTI ONAL DRUG- RELATED DEATHS
PERSONALLY | MPACTED BY SUBSTANCE ABUSE ( SELF OR OTHERS)
. KEY | NFORMANTS: SUBSTANCE ABUSE RANKED AS A TOP CONCERN
2. HEALTHY LIVING | NCLUDI NG
- CANCER
- DI ABETES
- HEART DI SEASE AND STROKE
- I NFANT HEALTH AND FAM LY PLANNI NG
- NUTRITION, PHYSI CAL ACTIVITY, AND WEI GHT
- POTENTI ALLY DI SABLI NG CONDI TI ONS
- RESPI RATCORY DI SEASE
3. ACCESS TO CARE, | NCLUDI NG
- APPO NTMENT AVAI LABI LI TY
- FINDI NG A PHYSI Cl AN
- PRI MARY CARE PHYSI Cl AN RATI O
- SKI PPI NG STRETCHI NG PRESCRI PTI ONS
- RATINGS OF LOCAL HEALTH CARE

FOR EACH MAJCR SI GNI FI CANT HEALTH NEEDS CATEGORY, STRATEG ES OF HOW
THE HOSPI TAL FACILITY | S ADDRESSI NG THE SI GNI FI CANT NEEDS ARE AS FOLLOWG:

1. MENTAL VELLBEI NG

PREVENTI ON & AWARENESS:
OBJECTI VES:
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Schedule H (Form 990) 2022 HACKENSACK NMERI DI AN HEALTH, | NC. 01- 0649794 Page 8
Facility Information (continued)

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

2, 3}, 5, 6a, 6b, 7d, 11, 13b, 13h, 15e, 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.

- PROVI DE UNI VERSAL BEHAVI ORAL HEALTH SCREENI NGS FOR PATI ENTS

- CONTI NUE BEHAVI ORAL HEALTH EDUCATI ON AND | NCREASE PARTI Cl PATI ON AMONG
DI VERSE AND VULNERABLE POPULATI ONS

- SUPPORT PUBLI C HEALTH | N LOCAL PREVENTI ON AND EMERCGENCY | NI TI ATl VES
STRATEG ES:

- CONSI STENTLY UTI LI ZE THE UNI VERSAL BEHAVI ORAL HEALTH SCREENI NG AS A
STANDARD ASSESSMENT TOOL

- ORGANI ZE LECTURES RELATED TO SUBSTANCE USE/ M SUSE, HEALTHY MENTAL,

EMOTI ONAL AND SOCI AL HEALTH THAT ARE | NCLUSI VE AND ACCESSI BLE TO DI VERSE
AND VULNERABLE POPULATI ONS

BU LD CAPACI TY:

OBJECTI VES:

- EXPAND CARE DELI VERY METHODS FOR BEHAVI ORAL HEALTHCARE

STRATEG ES:

- | NCREASE CARE DELI VERY OPTI ONS FOR DI VERSE AND VULNERABLE POPULATI ONS

STRENGTHEN COMMUNI TY PARTNERSHI PS:

OBJECTI VES:

- | NCREASE, STRENGTHEN AND EVALUATE PARTNERSHI PS W TH COVMUNI TY- BASED
ORGANI ZATI ONS

STRATEG ES:

- PARTI Cl PATE I N LOCAL AND REG ONAL HEALTH COALI TI ONS AND TASK FORCES TO
LEND SUPPCORT TO ACTI VI TI ES PROMOTI NG MENTAL WELLNESS FOR ALL

- | DENTI FY AND DEEPEN PARTNERSHI PS W TH COVMUNI TY- BASED CRGANI ZATI ONS THAT
SERVE DI VERSE AND VULNERABLE POPULATI ONS

2. HEALTHY LI VI NG

PREVENTI ON & AWARENESS:

OBJECTI VES:

- CONTI NUE TO PROVI DE EDUCATI ON AND HEALTH PROMOTI ON AND | NCREASE

PARTI Cl PATI ON AMONG DI VERSE AND VULNERABLE POPULATI ONS

- SUPPCRT PUBLI C HEALTH DEPARTMENTS | N LOCAL PREVENTI ON AND EMERCGENCY

I NI TI ATl VES

STRATEG ES:

- CONDUCT OR SUPPORT COVMUNI TY- BASED PREVENTI VE HEALTH SCREENI NGS W TH A
FOCUS ON REACHI NG DI VERSE AND VULNERABLE POPULATI ONS

- LEVERAGE BEST PRACTI CE STRATEG ES TO | NCREASE RETENTI ON I N CHRONI C

DI SEASE MANAGEMENT PROTOCCLS POST DI SCHARGE

- CONDUCT OR SUPPORT COVMUNI TY- BASED EDUCATI ON W TH A FOCUS ON DI VERSE AND
VULNERABLE POPULATI ONS

BU LD CAPACI TY:

OBJECTI VES:

- CONTI NUE TO ENGAGE, MONI TOR AND COORDI NATE CARE FOR PATI ENTS W TH
CHRONI ¢/ COVPLEX CONDI Tl ONS

STRATEG ES:
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Schedule H (Form 990) 2022 HACKENSACK NMERI DI AN HEALTH, | NC. 01- 0649794 Page 8
Facility Information (continued)

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

2, 3}, 5, 6a, 6b, 7d, 11, 13b, 13h, 15e, 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.

- LEVERAGE | MPLEMENTATI ON OF HEALTH AND WELLNESS CENTERS TO REDUCE

BARRI ERS TO ACCESSI NG SPECI ALTY CARE AND WELLNESS SERVI CES

- SUPPORT CASE MANAGEMENT AND PATI ENT NAVI GATI ON PROGRAMS TO SUPPCRT THOSE
W TH CHRONI C/ COMPLEX CONDI TI ONS AND THEI R CAREGQ VERS

- | NCREASE CONNECTI ONS TO FOOD, NUTRI TI ON ACCESS FOR | DENTI FI ED PATI ENTS

| NCLUDI NG VULNERABLE POPULATI ONS

STRENGTHEN COMMUNI TY PARTNERSHI PS:

OBJECTI VES:

- | NCREASE, | MPROVE, STRENGTHEN AND EVALUATE PARTNERSHI PS W TH

COVMUNI TY- BASED ORGANI ZATI ONS

STRATEG ES:

- PARTI Cl PATE I N LOCAL AND REG ONAL HEALTH COALI TI ONS AND TASK FORCES TO
SUPPORT ACTI VI TI ES PROMOTI NG EQUI TABLE HEALTHY LI VI NG FOR ALL

- | DENTI FY AND DEEPEN PARTNERSHI PS W TH COVMUNI TY- BASED CRGANI ZATI ONS THAT
SERVE DI VERSE AND VULNERABLE POPULATI ONS

3. ACCESS TO CARE

PREVENTI ON & AWARENESS:

OBJECTI VES:

- REDUCE COMVON BARRI ERS TO ACCESSI NG HEALTH CARE FCOR DI VERSE AND
VULNERABLE POPULATI ONS

- STRENGTHEN CULTURAL COVPETENCY TRAI NI NG FOR TEAM MEMBERS AND PHYSI CI ANS
STRATEG ES:

- | NCREASE SCREENI NG FOR SDOH AND MAKE APPROPRI ATE REFERRALS TO

COVMUNI TY- BASED RESOURCES

-1 NCREASE | MPLI CI' T BI AS AND CULTURAL COVPETENCY TRAI NI NG AMONGST ALL TEAM
MEMBERS

BU LD CAPACI TY:

OBJECTI VES:

-H RE, RETAIN AND PROMOTE A DI VERSE WORKFORCE

- DEVELOP AND LEVERAGE ALTERNATI VE CARE DELI VERY MODELS TO | MPROVE ACCESS
TO CARE FOR ALL

STRATEG ES:

- CONTI NUE TO PROVI DE SUPPORT AND TRAI NI NG FOR REAL AND SOG DATA
CCOLLECTI ON TOOLS, METHODS, USE

- PROVI DE EDUCATI ON AND TRAI NI NG TO STAFF REGARDI NG SDOH SCREENI NG TOCL

STRENGTHEN COMMUNI TY PARTNERSHI PS:

OBJECTI VES:

- | NCREASE, | MPROVE, STRENGTHEN AND EVALUATE PARTNERSHI PS W TH

COVMUNI TY- BASED ORGANI ZATI ONS

STRATEG ES:

- PARTI Cl PATE I N LOCAL AND REG ONAL HEALTH COALI TI ONS AND TASK FORCES TO
LEND SUPPORT TO HEALTH EQUI TY

- | DENTI FY AND DEEPEN PARTNERSHI PS W TH COVMUNI TY- BASED CRGANI ZATI ONS THAT
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Schedule H (Form 990) 2022 HACKENSACK NMERI DI AN HEALTH, | NC. 01- 0649794 Page 8
Facility Information (continued)

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

2, 3}, 5, 6a, 6b, 7d, 11, 13b, 13h, 15e, 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.

SERVE DI VERSE AND VULNERABLE POPULATI ONS

HACKENSACK UNI VERSI TY MEDI CAL CENTER

THREE SI GNI FI CANT HEALTH NEEDS CATEGCORI ES VERE | DENTI FI ED, AS WELL AS
SUB- CATEGORI ES BASED ON COVMUNI TY FEEDBACK EXERCI SES THROUGH THE CHNA
PROCESS.

1. MENTAL WVELLBEI NG | NCLUDI NG
"FAl R/ POOR' MENTAL HEALTH
DI AGNOSED DEPRESSI ON
SYMPTOMS OF CHRONI C DEPRESSI ON
STRESS
RECEI VI NG TREATMENT FOR MENTAL HEALTH
DI FFI CULTY OBTAI NI NG MENTAL HEALTH SERVI CES
KEY | NFORVANTS: MENTAL HEALTH RANKED AS A TOP CONCERN
Cl RRHOSI S/ LI VER DI SEASE DEATHS
UNI NTENTI ONAL DRUG- RELATED DEATHS
ILLI CI T DRUG USE
USE OF MARI JUANA
. KEY | NFORMANTS: SUBSTANCE ABUSE RANKED AS A TOP CONCERN
2. HEALTHY LIVING | NCLUDI NG
- CANCER
- DI ABETES
- HEART DI SEASE AND STROKE
- TOBACCO USE
- NUTRITION, PHYSI CAL ACTIVITY, AND WEI GHT
- POTENTI ALLY DI SABLI NG CONDI TI ONS
- RESPI RATCORY DI SEASE
- INJURY AND VI OLENCE
3. ACCESS TO CARE, | NCLUDI NG
- LACK OF HEALTH | NSURANCE
- | NCONVENI ENT OFFI CE HOURS
- COST OF PRESCRI PTI ONS
- COST OF PHYSI CI AN VI SI TS
- APPO NTMENT AVAI LABI LI TY
- FINDI NG A PHYSI Cl AN
- LACK OF TRANSPORTATI ON
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Schedule H (Form 990) 2022 HACKENSACK NMERI DI AN HEALTH, | NC. 01- 0649794 Page 8
Facility Information (continued)

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

2, 3}, 5, 6a, 6b, 7d, 11, 13b, 13h, 15e, 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.

- SKI PPI NG STRETCHI NG PRESCRI PTI ONS
- SPECI FI C SOURCE OF ONGO NG CARE

FOR EACH MAJCR SI GNI FI CANT HEALTH NEEDS CATEGORY, STRATEG ES OF HOW
THE HOSPI TAL FACILITY | S ADDRESSI NG THE SI GNI FI CANT NEEDS ARE AS FOLLOWG:

1. MENTAL VELLBEI NG

PREVENTI ON & AWARENESS:

OBJECTI VES:

- PROVI DE UNI VERSAL BEHAVI ORAL HEALTH SCREENI NGS FOR PATI ENTS

- CONTI NUE BEHAVI ORAL HEALTH EDUCATI ON AND | NCREASE PARTI Cl PATI ON AMONG
DI VERSE AND VULNERABLE POPULATI ONS

- SUPPORT PUBLI C HEALTH | N LOCAL PREVENTI ON AND EMERCGENCY | NI TI ATl VES
STRATEG ES:

- CONS| STENTLY UTI LI ZE THE UNI VERSAL BEHAVI ORAL HEALTH SCREENI NG AS A
STANDARD ASSESSMENT TOOL

- ORGANI ZE LECTURES RELATED TO SUBSTANCE USE/ M SUSE, HEALTHY MENTAL,
EMOTI ONAL AND SOCI AL HEALTH THAT ARE | NCLUSI VE AND ACCESSI BLE TO DI VERSE
AND VULNERABLE POPULATI ONS

BU LD CAPACI TY:

OBJECTI VES:

- EXPAND CARE DELI VERY METHODS FOR BEHAVI ORAL HEALTHCARE

STRATEG ES:

- | NCREASE CARE DELI VERY OPTI ONS FOR DI VERSE AND VULNERABLE POPULATI ONS

STRENGTHEN COMMUNI TY PARTNERSHI PS:

OBJECTI VES:

- | NCREASE, STRENGTHEN AND EVALUATE PARTNERSHI PS W TH COVMUNI TY- BASED
ORGANI ZATI ONS

STRATEG ES:

- PARTI Cl PATE I N LOCAL AND REG ONAL HEALTH COALI TI ONS AND TASK FORCES TO
LEND SUPPCORT TO ACTI VI TI ES PROMOTI NG MENTAL WELLNESS FOR ALL

- | DENTI FY AND DEEPEN PARTNERSHI PS W TH COVMUNI TY- BASED CRGANI ZATI ONS THAT
SERVE DI VERSE AND VULNERABLE POPULATI ONS

2. HEALTHY LI VI NG

PREVENTI ON & AWARENESS:

OBJECTI VES:

- CONTI NUE TO PROVI DE EDUCATI ON AND HEALTH PROMOTI ON AND | NCREASE

PARTI Cl PATI ON AMONG DI VERSE AND VULNERABLE POPULATI ONS

- SUPPCRT PUBLI C HEALTH DEPARTMENTS | N LOCAL PREVENTI ON AND EMERCGENCY

I NI TI ATl VES

STRATEG ES:

- CONDUCT OR SUPPORT COVMUNI TY- BASED PREVENTI VE HEALTH SCREENI NGS W TH A
FOCUS ON REACHI NG DI VERSE AND VULNERABLE POPULATI ONS
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Schedule H (Form 990) 2022 HACKENSACK NMERI DI AN HEALTH, | NC. 01- 0649794 Page 8
Facility Information (continued)

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

2, 3}, 5, 6a, 6b, 7d, 11, 13b, 13h, 15e, 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.

- LEVERAGE BEST PRACTI CE STRATEG ES TO | NCREASE RETENTI ON I N CHRONI C

DI SEASE MANAGEMENT PROTOCCLS POST DI SCHARGE

- CONDUCT OR SUPPORT COVMUNI TY- BASED EDUCATI ON W TH A FOCUS ON DI VERSE AND
VULNERABLE POPULATI ONS

BU LD CAPACI TY:

OBJECTI VES:

- CONTI NUE TO ENGAGE, MONI TOR AND COORDI NATE CARE FOR PATI ENTS W TH

CHRONI C/ COVPLEX CONDI Tl ONS

STRATEG ES:

- SUPPORT CASE MANAGEMENT AND PATI ENT NAVI GATI ON PROGRAMS TO SUPPCRT THOSE
W TH CHRONI C/ COMPLEX CONDI TI ONS AND THEI R CAREGQ VERS

- | NCREASE CONNECTI ONS TO FOOD, NUTRI TI ON ACCESS FOR | DENTI FI ED PATI ENTS

| NCLUDI NG VULNERABLE POPULATI ONS

STRENGTHEN COMMUNI TY PARTNERSHI PS:

OBJECTI VES:

- | NCREASE, | MPROVE, STRENGTHEN AND EVALUATE PARTNERSHI PS W TH

COVMUNI TY- BASED ORGANI ZATI ONS

STRATEG ES:

- PARTI Cl PATE I N LOCAL AND REG ONAL HEALTH COALI TI ONS AND TASK FORCES TO
SUPPORT ACTI VI TI ES PROMOTI NG EQUI TABLE HEALTHY LI VI NG FOR ALL

- | DENTI FY AND DEEPEN PARTNERSHI PS W TH COVMUNI TY- BASED CRGANI ZATI ONS THAT
SERVE DI VERSE AND VULNERABLE POPULATI ONS

3. ACCESS TO CARE

PREVENTI ON & AWARENESS:

OBJECTI VES:

- REDUCE COMVON BARRI ERS TO ACCESSI NG HEALTH CARE FCOR DI VERSE AND
VULNERABLE POPULATI ONS

- STRENGTHEN CULTURAL COVPETENCY TRAI NI NG FOR TEAM MEMBERS AND PHYSI CI ANS
STRATEG ES:

- | NCREASE SCREENI NG FOR SDOH AND MAKE APPROPRI ATE REFERRALS TO

COVMUNI TY- BASED RESOURCES

-1 NCREASE | MPLI CI' T BI AS AND CULTURAL COVPETENCY TRAI NIl NG AMONGST ALL TEAM
MEMBERS

BU LD CAPACI TY:

OBJECTI VES:

-H RE, RETAIN AND PROMOTE A DI VERSE WORKFCORCE

- DEVELOP AND LEVERAGE ALTERNATI VE CARE DELI VERY MODELS TO | MPROVE ACCESS
TO CARE FOR ALL

STRATEG ES:

- LEVERAGE | MPLEMENTATI ON OF HEALTH AND WELLNESS CENTERS TO REDUCE

BARRI ERS TO ACCESSI NG SPECI ALTY CARE AND WELLNESS SERVI CES

- CONTI NUE TO PROVI DE SUPPORT AND TRAI NI NG FOR REAL AND SOG DATA
CCOLLECTI ON TOOLS, METHODS, USE
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Schedule H (Form 990) 2022 HACKENSACK NMERI DI AN HEALTH, | NC. 01- 0649794 Page 8
Facility Information (continued)

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

2, 3}, 5, 6a, 6b, 7d, 11, 13b, 13h, 15e, 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.

- PROVI DE EDUCATI ON AND TRAI NI NG TO STAFF REGARDI NG SDOH SCREENI NG TOCL

STRENGTHEN COMMUNI TY PARTNERSHI PS:

OBJECTI VES:

- | NCREASE, | MPROVE, STRENGTHEN AND EVALUATE PARTNERSHI PS W TH

COVMUNI TY- BASED ORGANI ZATI ONS

STRATEG ES:

- PARTI Cl PATE I N LOCAL AND REG ONAL HEALTH COALI TI ONS AND TASK FORCES TO
LEND SUPPORT TO HEALTH EQUI TY

- | DENTI FY AND DEEPEN PARTNERSHI PS W TH COVMUNI TY- BASED CRGANI ZATI ONS THAT
SERVE DI VERSE AND VULNERABLE POPULATI ONS

PASCACK VALLEY MEDI CAL CENTER

THREE SI GNI FI CANT HEALTH NEEDS CATEGCRI ES VERE | DENTI FI ED, AS WELL AS
SUB- CATEGORI ES BASED ON COVMUNI TY FEEDBACK EXERCI SES THROUGH THE CHNA
PROCESS.

1. MENTAL WVELLBEI NG | NCLUDI NG
"FAl R/ POOR' MENTAL HEALTH
DI AGNOSED DEPRESSI ON
SYMPTOMS OF CHRONI C DEPRESSI ON
DI FFI CULTY OBTAI NI NG MENTAL HEALTH SERVI CES
KEY | NFORVANTS: MENTAL HEALTH RANKED AS A TOP CONCERN
Cl RRHOSI S/ LI VER DI SEASE DEATHS
UNI NTENTI ONAL DRUG- RELATED DEATHS
ILLI CI T DRUG USE
USE OF MARI JUANA
. KEY | NFORMANTS: SUBSTANCE ABUSE RANKED AS A TOP CONCERN
2. HEALTHY LIVING | NCLUDI NG
- CANCER
- DI ABETES
- HEART DI SEASE AND STROKE
- NUTRITION, PHYSI CAL ACTIVITY, AND WEI GHT
- POTENTI ALLY DI SABLI NG CONDI TI ONS
- RESPI RATCORY DI SEASE
- TOBACCO USE
3. ACCESS TO CARE, | NCLUDI NG
- | NCONVENI ENT OFFI CE HOURS
- APPO NTMENT AVAI LABI LI TY
- FINDI NG A PHYSI Cl AN

FOR EACH MAJCR SI GNI FI CANT HEALTH NEEDS CATEGORY, STRATEG ES OF HOW
THE HOSPI TAL FACILITY | S ADDRESSI NG THE SI GNI FI CANT NEEDS ARE AS FOLLOWG:

1. MENTAL VELLBEI NG
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Schedule H (Form 990) 2022 HACKENSACK NMERI DI AN HEALTH, | NC. 01- 0649794 Page 8
Facility Information (continued)

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

2, 3}, 5, 6a, 6b, 7d, 11, 13b, 13h, 15e, 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.

PREVENTI ON & AWARENESS:

OBJECTI VES:

- PROVI DE UNI VERSAL BEHAVI ORAL HEALTH SCREENI NGS FOR PATI ENTS

- CONTI NUE BEHAVI ORAL HEALTH EDUCATI ON AND | NCREASE PARTI Cl PATI ON AMONG
DI VERSE AND VULNERABLE POPULATI ONS

- SUPPORT PUBLI C HEALTH | N LOCAL PREVENTI ON AND EMERCGENCY | NI TI ATl VES
STRATEG ES:

- CONSI STENTLY UTI LI ZE THE UNI VERSAL BEHAVI ORAL HEALTH SCREENI NG AS A
STANDARD ASSESSMENT TOOL

- ORGANI ZE LECTURES RELATED TO SUBSTANCE USE/ M SUSE, HEALTHY MENTAL,
EMOTI ONAL AND SOCI AL HEALTH THAT ARE | NCLUSI VE AND ACCESSI BLE TO DI VERSE
AND VULNERABLE POPULATI ONS

STRENGTHEN COMMUNI TY PARTNERSHI PS:

OBJECTI VES:

- | NCREASE, STRENGTHEN AND EVALUATE PARTNERSHI PS W TH COVMUNI TY- BASED
ORGANI ZATI ONS

STRATEG ES:

- PARTI Cl PATE I N LOCAL AND REG ONAL HEALTH COALI TI ONS AND TASK FORCES TO
LEND SUPPCORT TO ACTI VI TI ES PROMOTI NG MENTAL WELLNESS FOR ALL

- | DENTI FY AND DEEPEN PARTNERSHI PS W TH COVMUNI TY- BASED CRGANI ZATI ONS THAT
SERVE DI VERSE AND VULNERABLE POPULATI ONS

2. HEALTHY LI VI NG

PREVENTI ON & AWARENESS:

OBJECTI VES:

- CONTI NUE TO PROVI DE EDUCATI ON AND HEALTH PROMOTI ON AND | NCREASE

PARTI Cl PATI ON AMONG DI VERSE AND VULNERABLE POPULATI ONS

- SUPPCRT PUBLI C HEALTH DEPARTMENTS | N LOCAL PREVENTI ON AND EMERCGENCY

I NI TI ATl VES

STRATEG ES:

- CONDUCT OR SUPPORT COVMUNI TY- BASED PREVENTI VE HEALTH SCREENI NGS W TH A
FOCUS ON REACHI NG DI VERSE AND VULNERABLE POPULATI ONS

- LEVERAGE BEST PRACTI CE STRATEG ES TO | NCREASE RETENTI ON I N CHRONI C

DI SEASE MANAGEMENT PROTOCCLS POST DI SCHARGE

- CONDUCT OR SUPPORT COVMUNI TY- BASED EDUCATI ON W TH A FOCUS ON DI VERSE AND
VULNERABLE POPULATI ONS

BU LD CAPACI TY:

OBJECTI VES:

- CONTI NUE TO ENGAGE, MONI TOR AND COORDI NATE CARE FOR PATI ENTS W TH

CHRONI ¢/ COVPLEX CONDI Tl ONS

STRATEG ES:

- LEVERAGE | MPLEMENTATI ON OF HEALTH AND WELLNESS CENTERS TO REDUCE

BARRI ERS TO ACCESSI NG SPECI ALTY CARE AND WELLNESS SERVI CES

- SUPPORT CASE MANAGEMENT AND PATI ENT NAVI GATI ON PROGRAMS TO SUPPCRT THOSE
W TH CHRONI C/ COMPLEX CONDI TI ONS AND THEI R CAREGQ VERS
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Schedule H (Form 990) 2022 HACKENSACK NMERI DI AN HEALTH, | NC. 01- 0649794 Page 8
Facility Information (continued)

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

2, 3}, 5, 6a, 6b, 7d, 11, 13b, 13h, 15e, 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.

- | NCREASE CONNECTI ONS TO FOOD, NUTRI TI ON ACCESS FOR | DENTI FI ED PATI ENTS
| NCLUDI NG VULNERABLE POPULATI ONS

STRENGTHEN COMMUNI TY PARTNERSHI PS:

OBJECTI VES:

- | NCREASE, | MPROVE, STRENGTHEN AND EVALUATE PARTNERSHI PS W TH

COVMUNI TY- BASED ORGANI ZATI ONS

STRATEG ES:

- PARTI Cl PATE | N LOCAL AND REG ONAL HEALTH COALI TI ONS AND TASK FORCES TO
SUPPORT ACTI VI TI ES PROMOTI NG EQUI TABLE HEALTHY LI VI NG FOR ALL

- | DENTI FY AND DEEPEN PARTNERSHI PS W TH COVMUNI TY- BASED CRGANI ZATI ONS THAT
SERVE DI VERSE AND VULNERABLE POPULATI ONS

3. ACCESS TO CARE

PREVENTI ON & AWARENESS:

OBJECTI VES:

- REDUCE COMVON BARRI ERS TO ACCESSI NG HEALTH CARE FCOR DI VERSE AND
VULNERABLE POPULATI ONS

- STRENGTHEN CULTURAL COVPETENCY TRAI NI NG FOR TEAM MEMBERS AND PHYSI CI ANS
STRATEG ES:

- | NCREASE SCREENI NG FOR SDOH AND MAKE APPROPRI ATE REFERRALS TO

COVMUNI TY- BASED RESOURCES

-1 NCREASE | MPLI CI' T BI AS AND CULTURAL COVPETENCY TRAI NI NG AMONGST ALL TEAM
MEMBERS

BU LD CAPACI TY:

OBJECTI VES:

- DEVELOP AND LEVERAGE ALTERNATI VE CARE DELI VERY MODELS TO | MPROVE ACCESS
TO CARE FOR ALL

STRATEG ES:

- CONTI NUE TO PROVI DE SUPPORT AND TRAI NI NG FOR REAL AND SOG DATA
CCOLLECTI ON TOOLS, METHODS, USE

STRENGTHEN COMMUNI TY PARTNERSHI PS:

OBJECTI VES:

- | NCREASE, | MPROVE, STRENGTHEN AND EVALUATE PARTNERSHI PS W TH

COVMMUNI TY- BASED ORGANI ZATI ONS

STRATEG ES:

- PARTI Cl PATE I N LOCAL AND REG ONAL HEALTH COALI TI ONS AND TASK FORCES TO
LEND SUPPORT TO HEALTH EQUI TY

- | DENTI FY AND DEEPEN PARTNERSHI PS W TH COVMUNI TY- BASED CRGANI ZATI ONS THAT
SERVE DI VERSE AND VULNERABLE POPULATI ONS - | DENTI FY AND DEEPEN

PARTNERSHI PS W TH COVMUNI TY- BASED ORGANI ZATI ONS THAT SERVE DI VERSE AND
VULNERABLE POPULATI ONS
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Schedule H (Form 990) 2022 HACKENSACK NMERI DI AN HEALTH, | NC. 01- 0649794 Page 8
Facility Information (continued)

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

2, 3}, 5, 6a, 6b, 7d, 11, 13b, 13h, 15e, 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.

HVH CARRI ER CLINI C

FOUR MAJOR SI GNI FI CANT HEALTH NEEDS CATEGORI ES, OF WHI CH CONTAI N FOURTEEN
TOTAL SI GNI FI CANT HEALTH NEEDS SUB- CATEGORI ES AS PRI ORI TI ZED BY COMMUNI TY
FEEDBACK EXERCI SES, WERE | DENTI FIED I N HVH CARRI ER CLI NI C S CHNA:
1. CHRONI C & COVPLEX CONDI TI ONS, | NCLUDI NG

HEART DI SEASE & STROKE

DI ABETES

CANCER

RESPI RATORY DI SEASE

POTENTI ALLY DI SABLI NG CONDI TI ONS
. SEPTI CEM A
2. BEHAVI ORAL HEALTH, | NCLUDI NG

MENTAL HEALTH
. SUBSTANCE ABUSE
3. SOCI AL DETERM NANTS OF HEALTH, | NCLUDI NG

ACCESS TO CARE

POVERTY

EMPLOYMENT
. HEALTH LI TERACY
4, VELLNESS & PREVENTI ON (RI SK FACTORS), | NCLUDI NG

NUTRI TI ON, PHYSI CAL ACTIVITY & VEI GHT

ORAL HEALTH OF THE MAJOR S| GNI FI CANT HEALTH NEEDS CATEGORI ES ABOVE, TWOD
O: THE MAJOR CATEGORI ES WERE AGREED AS PRIORITY FOR HWH CARRIER CLINIC S
SPECI ALI ZATI ON. STRATEG ES OF HOW THE HOSPI TAL FACI LI TY | S ADDRESSI NG THE
SI GNI FI CANT NEEDS ARE AS FOLLOW:
1. BEHAVI ORAL HEALTH:
| DENTI FI CATI ON OF THOSE AT- RI SK ( QUTREACH, SCREENI NG, ASSESSMENT,
REFERRAL) :
- CONTI NUE TO CONDUCT FREE MENTAL HEALTH SCREENI NGS FOR ANXI ETY,
DEPRESS| ON, AND ALCOHOL DEPENDENCE HEALTH EDUCATI ON AND PREVENTI ON:
- CONDUCT OR SUPPORT MENTAL HEALTH FI RST Al D TRAI NI NGS | N TARGETED
COVMUNI TY- BASED SETTI NGS TO RAI SE AWARENESS, REDUCE STI GVA, AND EDUCATE
RESI DENTS AND SERVI CE PROVI DERS ABOUT MENTAL HEALTH AND SUBSTANCE USE
- SUPPORT STI GVA FREE COVMUNI TI ES TO RAI SE AWARENESS AND REDUCE THE
STl GVA ASSOCI ATED W TH MENTAL HEALTH AND SUBSTANCE USE | SSUES
- OFFER FREE LECTURES AND EDUCATI ONAL SEM NARS, CONDUCTED BY HOSPI TAL
CLI NI CAL AND NON- CLI NI CAL STAFF, RELATED TO MENTAL HEALTH AND SUBSTANCE
USE | SSUES | N TARGETED COMMUNI TY- BASED SETTI NGS
- SUPPORT TOBACCO, E-Cl GARETTE/ VAPI NG, AND SECONDHAND SMOKE CONTROL AND
PREVENTI ON EFFORTS BEHAVI OR MODI FI CATI ON AND DI SEASE MANAGEMENT:
- SUPPORT EVI DENCE- BASED PREVENTI ON AND CESSATI ON PROGRAMS GEARED TOWARD
REDUCI NG VAPI NG AND E- Cl GARETTE USE PATI ENT NAVI GATI ON AND ACCESS TO
CARE:
- CONTI NUE TO PARTNER W TH CLI Nl CAL AND NON- CLI NI CAL PARTNERS TO ENHANCE
ACCESS TO TREATMENT FOR THOSE W TH SUBSTANCE USE DI SORDERS
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Schedule H (Form 990) 2022 HACKENSACK NMERI DI AN HEALTH, | NC. 01- 0649794 Page 8
Facility Information (continued)

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

2, 3}, 5, 6a, 6b, 7d, 11, 13b, 13h, 15e, 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.

- SUPPORT MENTAL HEALTH AND SUBSTANCE USE SUPPORT GROUPS FOR THOSE W TH OR
RECOVERI NG FROM MENTAL HEALTH OR SUBSTANCE USE AND THEI R

FAM LY/ FRI ENDS/ CAREG VERS CROSS- SECTOR COLLABORATI ON AND PARTNERSHI P:

- PARTI Cl PATE | N LOCAL AND REG ONAL HEALTH COALI TI ONS AND TASK FORCES TO
PROVOTE COLLABORATI ON, SHARE KNOW.EDGE, AND COORDI NATE COMMUNI TY HEALTH

| MPROVEMENT ACTI VI TI ES

- SUPPORT DRUG TAKE BACK EFFORTS W TH LOCAL LAW ENFORCEMENT AND OTHER
COMMUNI TY- BASED PARTNERS

2. SOCI AL DETERM NANTS OF HEALTH:

| DENTI FI CATI ON OF THOSE AT- Rl SK ( OUTREACH, SCREENI NG, ASSESSMENT,
REFERRAL) :

- CONDUCT PROGRAMS THAT SCREEN FOR THE SOCI AL DETERM NANTS OF HEALTH AND
MAKE APPROPRI ATE REFERRALS TO COVMUNI TY- BASED RESOURCES

- CONDUCT SCREENI NGS FOR DOVESTI C AND | NTERPERSONAL VI OLENCE AND PROVI DE
REFERRALS TO COMMUNI TY RESOURCES

HEALTH EDUCATI ON AND PREVENTI ON:

- SUPPORT COMMUNI TY PARTNERS THAT ADDRESS BARRI ERS ASSOCI ATED W TH THE
SOCI AL DETERM NANTS OF HEALTH

PATI ENT NAVI GATI ON AND ACCESS TO CARE:

- PROVI DE CULTURAL COMPETENCY AND HEALTH LI TERACY TRAI NI NG FOR HOSPI TAL
CLI NI CI ANS AND STAFF

- MAINTAIN A HEALTH RESOURCES | NVENTORY FOR RESI DENTS AND COMMUNI TY
ORGANI ZATI ONS THAT | DENTI FI ES RESOURCES TO ADDRESS SOCI AL DETERM NANTS OF
HEALTH CROSS- SECTOR COLLABORATI ON AND PARTNERSHI P:

- PARTI Cl PATE | N LOCAL AND REG ONAL COALI TI ONS AND TASK FORCES TO PROMOTE
COLLABORATI ON, SHARE KNOW.EDGE, AND COORDI NATE COMMUNI TY HEALTH

| MPROVEMENT ACTI VI TI ES RELATED TO WELLNESS AND PREVENTI ON

| MPROVEMENT ACTI VI TI ES RELATED TO WELLNESS AND PREVENTI ON

PART V, SECTION B, LINES 16A, 16B & 16C

BAYSHORE MEDI CAL CENTER

HTTPS: / / WAV HACKENSACKMERI DI ANHEALTH. ORG EN PAY- Bl LL/ FI NANCI AL- ASSI STANCE
HVH CARRI ER CLINI C

HTTPS: / / WAV HACKENSACKMERI DI ANHEALTH. ORG/ EN/ PAY- Bl LL/ FI NANCI AL- ASSI STANCE/
CARRI ER- CLI NI C- FI NANCI AL- ASSI STANCE- PCLI CY

HACKENSACK UNI VERSI TY MEDI CAL CENTER
HTTPS: / / WAV HACKENSACKMERI DI ANHEALTH. ORG EN PAY- Bl LL/ FI NANCI AL- ASSI STANCE

JERSEY SHORE UNI VERSI TY MEDI CAL CENTER
HTTPS: / / WAV HACKENSACKMERI DI ANHEALTH. ORG EN PAY- Bl LL/ FI NANCI AL- ASSI STANCE
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Schedule H (Form 990) 2022 HACKENSACK NMERI DI AN HEALTH, | NC. 01- 0649794 Page 8
Facility Information (continued)

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

2, 3}, 5, 6a, 6b, 7d, 11, 13b, 13h, 15e, 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.

JFK UNI VERSI TY MEDI CAL CENTER
HTTPS: / / WAV HACKENSACKMERI DI ANHEALTH. ORG EN PAY- Bl LL/ FI NANCI AL- ASSI STANCE

MOUNTAI NSI DE MEDI CAL CENTER
HTTPS: / / MOUNTAI NSI DEHOSP. COM PATI ENTS- VI SI TORS/ Bl LLI NG

OCEAN UNI VERSI TY MEDI CAL CENTER
HTTPS: / / WAV HACKENSACKMERI DI ANHEALTH. ORG EN PAY- Bl LL/ FI NANCI AL- ASSI STANCE

OLD BRI DGE MEDI CAL CENTER
HTTPS: / / WAV HACKENSACKMERI DI ANHEALTH. ORG PATI ENTS- VI SI TORS/ Bl LLI NG- | NSURAN
CE/ FI NANCI AL- ASSI STANCE/

PALI SADES MEDI CAL CENTER
HTTPS: / / WAV HACKENSACKMERI DI ANHEALTH. ORG EN PAY- Bl LL/ FI NANCI AL- ASSI STANCE

PASCACK VALLEY MEDI CAL CENTER
HTTPS: / /| PASCACKMEDI CALCENTER. COM | NSURANCE- | NFORVATI ON

RARI TAN BAY MEDI CAL CENTER
HTTPS: / / WAV HACKENSACKMERI DI ANHEALTH. ORG EN/ PAY- Bl LL/ FI NANCI AL- ASSI STANCE

Rl VERVI EW MEDI CAL CENTER
HTTPS: / / WAV HACKENSACKMERI DI ANHEALTH. ORG EN PAY- Bl LL/ FI NANCI AL- ASSI STANCE

JOHNSON REHABI LI TATI ON | NSTI TUTE AT OCEAN UNI VERSI TY MEDI CAL CENTER
HTTPS: / / WAV HACKENSACKMERI DI ANHEALTH. ORG EN PAY- Bl LL/ FI NANCI AL- ASSI STANCE

SCQUTHERN OCEAN MEDI CAL CENTER
HTTPS: / / WAV HACKENSACKMERI DI ANHEALTH. ORG EN PAY- Bl LL/ FI NANCI AL- ASSI STANCE

JFK JOHNSON REHABI LI TATI ON | NSTI TUTE
HTTPS: / / WAV HACKENSACKMERI DI ANHEALTH. ORG/ EN/ PAY- BI LL/ FI NANCI AL- ASSI STANCE/
FI NANCI AL- ASSI STANCE- POLI CY

PART V, SECTION B, LINE 3E

ALL HOSPI TAL FACI LI TI ES

THE SI GNI FI CANT HEALTH NEEDS | NCLUDED I N THE COVMUNI TY HEALTH NEEDS
ASSESSMENT (" CHNA") FOR EACH OF THE HOSPI TAL FACI LI TIES ARE A PRI ORI Tl ZED
DESCRI PTI ON OF THE SI GNI FI CANT HEALTH NEEDS OF THE COVMUNI TY.
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Schedule H (Form 990) 2022

HACKENSACK MERI DI AN HEALTH,

01- 0649794 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? 130

Name and address

Type of facility (describe)

1

OCEAN CARE CENTER

1517 RI CHMOND AVENUE

PO NT PLEASANT NJ 08742

URGENT CARE
LABORATCRY SERVI CES

MERI DI AN REHAB O P THERAPY CTR @ NEPTUNE

2100 ROUTE 33, SU TE 2

NEPTUNE NJ 07753

PHYSI CAL THERAPY, OCCUPATI ONAL
THERAPY, SPEECH PATHOLOGY

MERI DI AN LI FE REHAB AT PO NT PLEASANT

801 ARNOLD AVENUE

PO NT PLEASANT NJ 08742

PHYSI CAL THERAPY/ FI TNESS

4 JANE H BOOKER FAM LY HEALTH CTR AT JSUMC CLINIC
1828 WEST LAKE AVENUE
NEPTUNE NJ 07753

5 MERI DI AN CENTER FOR SLEEP MEDI CI NE SLEEP LAB

1809 CORLIES AVENUE, SU TES 2 & 4

NEPTUNE NJ 07753

HACKENSACK MERI DI AN REHAB AT HOLMDEL

100 COMMONS WAY, SU TE 120

PHYSI CAL THERAPY

HOL MDEL NJ 07733

7 JSMC OUTPATI ENT BEHAVI CRAL HEALTH CHI LDREN S PARTI AL HOSPI TAL/
402 RT. 35 MEDI CATI ON MONI TORI NG
NEPTUNE NJ 07754 THERAPEUTI C NURSERY O P SVCS

HACKENSACK MERI DI AN REHAB AT MANALAPAN

195 RT. 9 SOUTH

MANAL APAN NJ 07726

REHAB

JERSEY SHORE O P BEHAVI ORAL HEALTH

3535 ROUTE 66, BU LDING 5, SUTE D

NEPTUNE NJ 07753

PHYSI CAL, GROUP & FAM LY
THERAPY/ MEDI CATI ON MANAGEMENT/
SUBSTANCE ABUSE

10

HACKENSACK MERI DI AN REHAB @ FORKED RI VER

730 LACEY ROAD

FORKED RI VER NJ 08731

PHYSI CAL THERAPY

JSA
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Schedule H (Form 990) 2022 HACKENSACK NMERI DI AN HEALTH, | NC.

01- 0649794 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

HACK MERI DI AN REHAB AT LI TTLE EGG HARBCOR

279 MATH STOAN ROAD

LI TTLE EGG HARBOR NJ 08087

PHYSI CAL THERAPY/ OCCUPATI ONAL
THERAPY

HEALTH VI LLAGE | MAG NG LLC

1301 RT 72 W

MANAHAVKI N NJ 08050

RADI OLOGY
MEDI CAL SERVI CES

MERI DI AN CENTER FOR SLEEP MEDI Cl NE

668 NORTH BEERS STREET

HOL MDEL NJ 07733

SLEEP LAB

CENTER FOR WOUND HEALI NG AT BCH

735 NORTH BEERS STREET

HOL MDEL NJ 07733

WOUND HEALI NG

JACKSON HEALTH VI LLAGE LABORATORY

27 SOUTH COCKS BRIDGE RD, SU TE 1-12

JACKSON NJ 08527

LABORATCRY SERVI CES

HACKENSACK MERI DI AN REHAB AT JACKSON

27 SOUTH COCOKS BRIDGE RD, SU TE 1-10

JACKSON NJ 08527

REHABI LI TATI VE CARE

SOUTHERN OCEAN CENTER FOR HEALTH

730 LACEY ROAD

FORKED RI VER NJ 08731

LABORATCRY SERVI CES
RADI OLOGY

SOUTHERN OCEAN CENTER FOR HEALTH

279 MATH STOAN ROAD

LI TTLE EGG HARBOR NJ 08087

LABORATCRY SERVI CES
RADI OLOGY

VERI DI AN REAHAB AT MANAHAVKI N

56 NAUTI LUS DRI VE

MANAHAVKI N NJ 08050

REHABI LI TATI VE CARE

10

VERI DI AN CARDI AC REHAB & | MAG NG

27 S. COOKS BRI DGE ROAD, STE 11 & 13

JACKSON NJ 08527

REHABI LI TATI VE CARE, RADI OLOGY

JSA
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Schedule H (Form 990) 2022

HACKENSACK MERI DI AN HEALTH,

01- 0649794 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

MERI DI AN REHAB O P THERAPY AT BRI CK

1686 ROUTE 88

BRI CK NJ 08724

PHYSI CAL THERAPY, OCCUPATI ONAL
THERAPY, SPEECH PATHOLOGY,
CARDI AC REHAB

VERI DI AN | NTEGRATI VE HEALTH & MEDI Cl NE

27 SOQUTH COCKS BRI DGE RD, STE 2-3

JACKSON NJ 08527

| NTEGRATI VE HEALTH

THE MEDI CAL PAVI LI ON AT WOODBRI DCGE

740 ROUTE 1 NORTH

| SELI N NJ 08830

OB/ GYN, PHYSI CAL THERAPY &
URGENT CARE

4 MERI DI AN HEALTH LAB AT OCEAN CARE CENTER LABCRATCRY
1517 RI CHMOND AVENUE
PO NT PLEASANT NJ 08742

5 THE SLEEPCARE CENTER OF OCEAN MED CTR SLEEP LAB

1610 ROUTE 88, 2ND FLOOR

BRI CK NJ 08724

6 HOPE TOAER COVPREHENSI VE HEALTHCARE
19 DAVI S AVENUE
NEPTUNE NJ 07753

AVBULATORY SURG CAL PAVILION OF NJ

620 S. WH TE HORSE PI KE

HAMVONTON NJ 08037

O P SURGERY

HUMC AMBULATORY CARE CENTER- NORTHERN DI V

795 FRANKLI N AVENUE, BLDG C

FRANKLI N LAKES NJ 07417

PRI MARY CARE SERVI CES
OUTPATI ENT ONCOLOGY

HUMC MEDI CAL ARTS PLAZA

20 PROSPECT AVENUE

HACKENSACK NJ 07601

VARI QUS QUTPATI ENT HEALTHCARE
SERVI CES & PHARVACY

10

THE ALFRED M SANZARI MEDI CAL ARTS BLDG

360 ESSEX STREET, SUI TE 202

HACKENSACK NJ 07601

VARI QUS QUTPATI ENT HEALTHCARE
SERVI CES

JSA
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Schedule H (Form 990) 2022

HACKENSACK MERI DI AN HEALTH,

01- 0649794 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

JOHN THEURER CANCER CENTER AT HUMC

92 SECOND STREET

HACKENSACK NJ 07601

GAMVA KNI FE SERVI CES, FI XED
CT, LI NEAR ACCELERATCR &
PHARNVACY

HACKENSACKUMC FI TNESS & WELLNESS CENTER

87 ROUTE 17 NORTH, SU TE 172

MAYWOOD NJ 07607

PRI MARY CARE

HUMC Al R EXPRESS

30 PROSPECT AVENUE

HACKENSACK NJ 07601

PRI MAR CARE SERVI CES, MOBI LE
ASTHVA SCREENI NG SERVI CES

METROPQOLI TAN SURCGERY CENTER

433 HACKENSACK AVENUE

HACKENSACK NJ 07601

VARI QUS QUTPATI ENT HEALTHCARE
SERVI CES

HUMC MOUNTAI NSI DE- O P MENTAL HEALTH SVCS

799 BLOOVFI ELD AVENUE, STE 300

VERONA NJ 07028

OUTPATI ENT MENTAL HEALTH SVCS

WOUND CARE CENTER AT HUMC PASCACK VALLEY

270 OLD HOCK RCAD

VEESTWOOD NJ 07675

WOUND CARE SERVI CES

MOUNTAI NSI DE FAM PRACTI CE ASSCC @ VERONA

799 BLOOVFI ELD AVENUE

VERONA NJ 07044

PRI MARY CARE

JFK | MAG NG CENTER

60 JAMES STREET

EDI SON NJ 08820

| MVAG NG & MRI CENTER

MVEDI PLEX SURG CAL CENTER ASSOCI ATES

98 JAMES STREET

EDI SON NJ 08820

SURGERY CENTER

10

JFK JOHNSON REHABI LI TATI ON | NSTI TUTE

2048 OAK TREE ROAD

EDI SON NJ 08818

COGNI TI VE REHABI LI TATI ON

JSA
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Schedule H (Form 990) 2022

HACKENSACK MERI DI AN HEALTH,

01- 0649794 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

JFK CENTER FOR BEHAVI ORAL HEALTH

65 JAMES STREET

EDI SON NJ 08820

BEHAVI ORAL HEALTH

JFK JOHNSON REHABI LI TATI ON | NSTI TUTE

2050 OAK TREE ROAD

EDI SON NJ 08818

PEDI ATRI C REHABI LI TATI ON

JFK JOHNSON REHABI LI TATI ON | NSTI TUTE

308 TALMADGE RCAD

EDI SON NJ 08817

PROSTHETI C & ORTHOTI C LAB

JFK JOHNSON REHABI LI TATI ON | NSTI TUTE

100 OVERLOOK DRI VE

MONROE TOWNSHI P NJ 08831

OUTPATI ENT REHAB FACI LI TY

JFK JOHNSON REHABI LI TATI ON | NSTI TUTE

481 MEMORI AL PARKWAY

VETUCHEN NJ 08840

OUTPATI ENT REHAB FACI LI TY

JFK JOHNSON REHABI LI TATI ON | NSTI TUTE

5 PROGRESS STREET

EDI SON NJ 08820

OUTPATI ENT REHAB FACI LI TY

JFK HEALTH & FI TNESS CENTER

70 JAMES STREET

EDI SON NJ 08820

FI TNESS & CONFERENCE CENTER

JFK JOHNSON REHABI LI TATI ON | NSTI TUTE

1080 STELTON ROAD

Pl SCATAVAY NJ 08854

OUTPATI ENT REHAB FACI LI TY

ADVANCED MEDI CAL | MAG NG OF OLD BRI DGE

3548 ROUTE 9 SOUTH

OLD BRI DGE NJ 08857

MEDI CAL | MAG NG, LABORATORY

10

CARRI ER CLI NIl C BLAKE RECOVERY CENTER

252 ROUTE 601

BELLE MEAD NJ 08502

PSYCHI ATRI C HOSPI TAL

JSA

2E1325 1.000

5060RT M22D

V22-7.7F 3668311

Schedule H (Form 990) 2022

236



Schedule H (Form 990) 2022 HACKENSACK NMERI DI AN HEALTH, | NC.

01- 0649794 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

HVH CC EAST MOUNTAI N YOUTH LODGE

45 EAST MOUNTAI N ROAD

BELLE MEAD NJ 08502

RESI DENTI AL TREATMENT FACI LI TY

HVH REHAB @ HOLIVDEL

PHYSI CAL THERAPY/ OCCUPATI ONAL

668 NORTH BEERS STREET THERAPY
HOL MDEL NJ 07733

3 JFK JOHNSON REHABI LI TATI ON | NSTI TUTE OUTPATI ENT REHAB FACI LI TY
585 MAI N STREET
WOODBRI DGE NJ 07095

4 HUMC- QUTPATI ENT SERVI CES LABORATCRY SERVI CES
211 ESSEX STREET
HACKENSACK NJ 07601

5 HUMC- OUTPATI ENT SERVI CES LABORATCRY SERVI CES
20 PROSPECT AVENUE
HACKENSACK NJ 07601

6 GLEN PO NTE- OUTPATI ENT SERVI CES LABORATCRY SERVI CES
400 FRANK W BURR BLVD, SU TE 35
TEANECK NJ 07666

7 RBMC- QUTPATI ENT SERVI CES LABORATCRY SERVI CES
2 HOSPI TAL PLAZA
OLD BRI DGE NJ 08857

8 HVHHC- PALI SADES MEDI CAL CENTER BEHAVI ORAL HEALTH
403 39TH STREET
UNFON G TY NJ 07087

9 AUDREY HEPBURN CHI LDREN S HOUSE BEHAVI ORAL HEALTH
12 SECOND STREET
HACKENSACK NJ 07601

10 THE RETREAT & RECOVERY AT RANMAPO VALLEY BEHAVI ORAL HEALTH

1071 RAVAPO VALLEY ROAD

MAHWAH NJ 07430

JSA
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Schedule H (Form 990) 2022 HACKENSACK NMERI DI AN HEALTH, | NC. 01- 0649794 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 RBMC- PT @ EAST BRUNSW CK PHYSI CAL THERAPY

620 CRANBURY RCAD

EAST BRUNSW CK NJ 08816
2 JFK MEDI CAL CENTER EMS SOUTH AMBULATORY CARE

1195 Al RPORT ROAD

LAKEWWOOD NJ 08701
3 HVH NURSI NG & REHAB POST ACUTE CARE

100 CHAPI N AVENUE

RED BANK NJ 07701
4 HVH URGENT CARE CONVENI ENT CARE

1080 STELTON ROAD

Pl SCATAWAY NJ 08854
5 JSUMC ADDI CTI ON RECOVERY SERVI CES BEHAVI ORAL HEALTH SERVI CES

1200 JUMPI NG BROOK ROAD

NEPTUNE NJ 07753
6 JFK HARTWYCK AT CEDAR BROOK POST ACUTE CARE

1340 PARK AVENUE

PLAI NFI ELD NJ 07060
7 HACKENSACK MERI DI AN HOSPI CE POST ACUTE CARE

1340A CAMPUS PARKWAY

NEPTUNE NJ 07753
g8 EATONTOMN HEALTH & WELLNESS CENTER AMBULATORY CARE

137 ROUTE 35

EATONTOMN NJ 07724
9 HWVH URGENT CARE CONVENI ENT CARE

137 ROUTE 35

EATONTOMN NJ 07724
10 OCCUPATI ONAL HEALTH OCCUPATI ONAL HEALTH

1430 HOOPER AVENUE, SUI TE 200B

TOVE RI VER NJ 08753

Schedule H (Form 990) 2022
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Schedule H (Form 990) 2022

HACKENSACK MERI DI AN HEALTH,

I NC.

01- 0649794 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

OCCUPATI ONAL HEALTH

150 Al RPORT ROAD, SUITE 100

LAKEWOOD NJ 08701

OCCUPATI ONAL HEALTH

HVH NURSI NG & REHAB

160 MAI N STREET

OCEAN GROVE NJ 07756

POST ACUTE CARE

HACKENSACK MERI DI AN HEALTH WEST CALDWELL

165 FAI RFI ELD AVENUE

VEST CALDWELL NJ 07006

POST ACUTE CARE

HVH SUBACUTE REHAB

1725 MERI DI AN TRAI L

VALL NJ 07719

POST ACUTE CARE

HACKENSACK MERI DI AN AT HOVE- OCEAN COUNTY

1759 STATE H GHWAY 88, SUI TE 100

BRI CK NJ 08723

POST ACUTE CARE

HOPE TONER LABORATORY

19 DAVI S AVENUE

NEPTUNE NJ 07753

LABCRATCRY SI TES

CENTER FOR BONE AND JO NT SURGERY

195 ROUTE 9 SOUTH, SUITE 210

MANAL APAN NJ 07726

AVBULATORY CARE

OCCUPATI ONAL HEALTH

195 ROUTE 9 SOUTH, SUITE 213

MANAL APAN NJ 07726

OCCUPATI ONAL HEALTH

HEALTH VI LLAGE | MAG NG

1975 H GHWAY 34, BU LDI NG D

VALL NJ 07719

AVBULATORY CARE

10

OCCUPATI ONAL HEALTH

20 PROSPECT AVENUE, MEDI CAL PLAZA

HACKENSACK NJ 07601

OCCUPATI ONAL HEALTH

JSA
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Schedule H (Form 990) 2022

HACKENSACK MERI DI AN HEALTH,

01- 0649794 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

THE VI LLAS

200 COVMONS WAY

HOL MDEL NJ 07733

POST ACUTE CARE

HVH URGENT CARE

2040 ROUTE 33

NEPTUNE NJ 07753

BEHAVI ORAL HEALTH SERVI CES

JFK HARTWYCK AT OAK TREE

2048 OAK TREE ROAD

EDI SON NJ 08820

POST ACUTE CARE

JERSEY SHORE | MVAG NG

2100 CORLI ES AVENUE

NEPTUNE NJ 07753

AVBULATORY CARE

HVH URGENT CARE

2125 ROUTE 88

BRI CK NJ 08724

CONVENI ENT CARE

HVH URGENT CARE

215 APPLEGARTH ROAD, BU LDI NG A

MONRCE NJ 08831

CONVENI ENT CARE

OCCUPATI ONAL HEALTH

2441A H GHWAY 33, SUTE A

NEPTUNE NJ 07754

OCCUPATI ONAL HEALTH

VERI DI AN VI LLAGE PHARVACY

27 SOUTH COCKS BRI DGE ROAD, SUITE 1-1

JACKSON NJ 08527

RETAI L PHARMACY

HVH URGENT CARE

27 SOUTH COCKS BRI DGE ROAD, SUITE 1-5

JACKSON NJ 08527

CONVENI ENT CARE

10

HEALTH VI LLAGE | MAG NG

27 SOUTH COCKS BRI DGE ROAD, SUITE 1-6

JACKSON NJ 08527

AVBULATORY CARE

JSA
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Schedule H (Form 990) 2022 HACKENSACK NMERI DI AN HEALTH, | NC. 01- 0649794 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 THE VI LLAS POST ACUTE CARE
289 GORDONS CORNER ROAD
MANAL APAN NJ 07726

2 VHS HOSPI CE SERVI CES OF NEW JERSEY POST ACUTE CARE
3 GARRETT MOUNTAI N PLAZA
WOODLAND PARK NJ 07424

3 CENTER FOR SLEEP MEDI CI NE AMBULATORY CARE
3 HOSPI TAL PLAZA SUI TE 407
CLD BRI DGE NJ 08857

4 JFK MEDI CAL CENTER EMS CENTRAL AMBULATORY CARE
308 TALMADGE RCAD
EDI SON NJ 08817

5 HVH URGENT CARE CONVENI ENT CARE
315 MAI N STREET
FREEHOLD NJ 07728

6 HVH PROSPECT HEI GHTS CARE CENTER POST ACUTE CARE
336 PROSPECT AVENUE
HACKENSACK NJ 07601

7 HWH AT HOVE - | NFUSI ON PHARMACY DEPT RETAI L PHARMACY
34 | NDUSTRI AL VWAY EAST, BUI LDI NG 1
EATONTOMN NJ 07724

g HvH MOBI LE HEALTH & WELLNESS VAN AMBULATORY CARE
343 THORNALL STREET
EDI SON NJ 08837

9 HUMC CARDI OVASCULAR PARTNERS AMBULATORY CARE
400 FRANK W BURR BOULEVARD
TEANECK NJ 07666

10 JSUMC - CHI LD DAY PROGRAM BEHAVI ORAL HEALTH SERVI CES
402 ROUTE 35
NEPTUNE NJ 07753

Schedule H (Form 990) 2022
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Schedule H (Form 990) 2022
Part V

HACKENSACK MERI DI AN HEALTH, | NC.

01- 0649794 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

HVH NURSI NG & REHAB

415 JACK MARTI N BOULEVARD

BRI CK NJ 08724

POST ACUTE CARE

HVH - SUNFLOAER LODGE AT W NDROW HOUSE

45 EAST MOUNTAI N ROAD

BEHAVI ORAL HEALTH SERVI CES

BELLE MEAD NJ 08502

3 JFK AT HOME POST ACUTE CARE
485 ROUTE 1 SOUTH, BLDG B
| SELI N NJ 08830

| MVAG NG NORTH, LLC

5 MARI NE VI EWPLAZA - SU TE 100

AVBULATORY CARE

HOBOKEN NJ 07030

5 HVH NURSI NG & REHAB POST ACUTE CARE
50 POLI FLY ROAD
HACKENSACK NJ 07601

GEORGE J. OTLOWEKI SENI OR CENTER

570 LEE STREET

PERTH AMBOY NJ 08861

BEHAVI ORAL HEALTH SERVI CES

VHI SPERI NG KNCOLL ASSI STED LI VI NG

62 JAMES STREET

POST ACUTE CARE

EDI SON NJ 08820

s JFK OUTPATI ENT PHARMACY RETAI L PHARMACY
65 EDI SON
EDI SON NJ 08837

RMC OUTPATI ENT BEHAVI ORAL HEALTH

661 SHREWSBURY AVENUE

SHREWEBURY NJ 07702

BEHAVI ORAL HEALTH SERVI CES

10

HACKENSACK MERI DI AN REHABI LI TATI ON

700 ROUTE 9 SOQUTH (AKA S. MAI N STREET)

STAFFORD TOWNSHI P NJ 08092

FI TNESS, PHYSI CAL THERAPY
& REHABI LI TATI ON

JSA
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Schedule H (Form 990) 2022

HACKENSACK MERI DI AN HEALTH,

01- 0649794 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

HVH URGENT CARE

701 US H GHWAY 9

FORKED RI VER NJ 08731

CONVENI ENT CARE

PMC OUTPATI ENT COUNSELI NG CENTER

7101 KENNEDY BOULEVARD

NORTH BERGEN NJ 07047

BEHAVI ORAL HEALTH SERVI CES

THE WLLOANS AT HOLMDEL

713 NORTH BEERS STREET

HOL MDEL NJ 07733

POST ACUTE CARE

BAYSHORE HEALTH CARE CENTER

715 NORTH BEERS STREET

HOL MDEL NJ 07733

POST ACUTE CARE

HVH OCCUPATI ONAL HEALTH

742 ROUTE 1 NORTH

| SELI N NJ 08830

OCCUPATI ONAL HEALTH

THE SLEEP WAKE CENTER

7650 RI VER ROAD

NORTH BERGEN NJ 07047

AVBULATORY CARE

PALI SADES MEDI CAL CENTER- PHYSI CAL REHAB

7650 RI VER ROAD

NORTH BERGEN NJ 07047

FI TNESS, PHYSI CAL THERAPY
& REHABI LI TATI ON

HVH AT HOVE | NFUSI ON PHARVACY

80 I NDUSTRIAL ROAD, SU TE G

LODI NJ 07644

RETAI L PHARMACY

HACKENSACK MERI DI AN HEALTH HAVEN HOSPI CE

80 JAMES STREET

EDI SON NJ 08818

POST ACUTE CARE

10

HACKENSACK MERI DI AN HOSPI CE

80 NAUTI LUS DRI VE

MANAHAVKI N NJ 08050

POST ACUTE CARE

JSA
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Schedule H (Form 990) 2022

HACKENSACK MERI DI AN HEALTH,

01- 0649794 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

ADVANCED MEDI CAL EMERGENCY RESOURCE COAL

842 S| LVI A STREET, ENTERPRI SE PARK, BLDG

AVBULATORY CARE

VEEST TRENTON NJ 08628

2 CENTER FOR WELLNESS BEHAVI ORAL HEALTH SERVI CES
87 ROUTE 17
MAYWOOD NJ 07607

HACKENSACK OCCUPATI ONAL HEALTH

87 ROUTE 17 NORTH

MAYWOOD NJ 07607

OCCUPATI ONAL HEALTH

CORPORATE WELLNESS CENTER

87 ROUTE 17 NORTH, SU TE 137

MAYWOOD NJ 07607

LABCRATCRY SI TES

HVH NURSI NG & REHAB

89 AVENUE AT THE COMVON

POST ACUTE CARE

SHREWEBURY NJ 07702

6 HVH URGENT CARE CONVENI ENT CARE
9 MULE ROAD
TOVS RI VER NJ 08755

HVH URGENT CARE

901 LONG BEACH BOULEVARD

SH P BOTTOM NJ 08008

CONVENI ENT CARE

JOHN THEURER CANCER CENTER PHARNMACY

92 2ND STREET

RETAI L PHARMACY

HACKENSACK NJ 07601

9 AIR MED ONE AVBULATORY CARE
GREENVWOOD LAKE Al RPORT
VEST M LFCRD NJ 07480

10

JFK MEDI CAL CENTER - MJUHLENBERG CAMPUS

PARK AVENUE & RANDOLPH ROAD

PLAI NFI ELD NJ 07061

AVBULATORY CARE

JSA
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Schedule H (Form 990) 2022 HACKENSACK NMERI DI AN HEALTH, | NC. 01- 0649794 pPage 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.

SCHEDULE H, PART |, LINE 3C

THE HOSPI TAL NETWORK OFFERS A VARI ETY OF FI NANCI AL ASSI STANCE PROGRAMS TO

HELP UNI NSURED AND UNDERI NSURED PATI ENTS.

THE HVH FI NANCI AL ASSI STANCE PROGRAM PROVI DES DEEPLY DI SCOUNTED
HEALTHCARE SERVI CES TO | NDI VI DUALS WHO ARE DETERM NED TO BE ELI G BLE.
FEDERAL POVERTY GUI DELI NES AND | NSURANCE STATUS ARE USED | N DETERM NI NG

ELIG BILITY CRI TERI A

HVH ALSO FACI LI TATES THE NJ HOSPI TAL CARE PAYMENT ASSI STANCE PROGRAM
(CHARI TY CARE), WHI CH | F APPROVED WOULD PROVI DE CARE AT NO COST OR A
PERCENTAGE OF COST. FACTORS TO DETERM NE ELI G BI LI TY | NCLUDE:

- ASSET LEVEL;

- MEDI CAL | NDI GENCY,

- | NCOVE LEVEL,

- | NSURANCE STATUS (1 NCLUDI NG UNDERI NSURED) ; AND

- RESI DENCY.

JSA Schedule H (Form 990) 2022
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Schedule H (Form 990) 2022 HACKENSACK NMERI DI AN HEALTH, | NC.

01- 0649794 Page 10

=E1g@YIl 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.

SCHEDULE H, PART |, LINE 6A

BAYSHORE MEDI CAL CENTER, HVH CARRI ER CLI NI C, HACKENSACK UNI VERSI TY

MEDI CAL CENTER, JERSEY SHORE UNI VERSI TY MEDI CAL CENTER, JFK JOHNSON
REHABI LI TATI ON | NSTI TUTE, JFK UNI VERSI TY MEDI CAL CENTER, HACKENSACK

UNI VERSI TY MOUNTAI NSI DE MEDI CAL CENTER, OCEAN UNI VERSI TY MEDI CAL CENTER,
OLD BRI DGE MEDI CAL CENTER, PALI SADES MEDI CAL CENTER, HACKENSACK MERI DI AN
PASCACK VALLEY MEDI CAL CENTER, RARI TAN BAY MEDI CAL CENTER, RI VERVI EW
MEDI CAL CENTER, JOHNSON REHABI LI TATI ON | NSTI TUTE AT COCEAN UNI VERSI TY
MEDI CAL CENTER, SOUTHERN OCEAN MEDI CAL CENTER, AND THE ORGANI ZATI ONS

I NCLUDED IN TH S GROUP FORM 990 ARE PART OF AN ANNUAL COVMUNI TY BENEFI T
REPORT PREPARED BY HACKENSACK MERI DI AN HEALTH, I NC., VWHI CH IS MADE

AVAI LABLE TO THE PUBLI C. AT HACKENSACK MERI DI AN, WE RECOGNI ZE THAT THE
CARE WE PROVI DE THROUGH OUR HOSPI TALS AND PARTNER COVPANI ES REACHES FAR
BEYOND THE BOUNDARI ES OF QUR FACI LI TIES. OUR M SSION TO | MPROVE THE
HEALTH STATUS OF THE COVMUNI TI ES WE SERVE | S AT THE HEART OF OUR

CHARI TABLE ROOTS. COMMUNI TY- BASED PREVENTI ON AND WELLNESS ACTI VI TI ES W LL

PLAY A CRITI CAL ROLE I N KEEPI NG OUR LOCAL COVMUNI TI ES HEALTHY AND KEEPI NG

JSA
2E1327 1.000
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Schedule H (Form 990) 2022 HACKENSACK NMERI DI AN HEALTH, | NC. 01- 0649794 pPage 10
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.

HEALTH CARE COSTS DOWN. HACKENSACK MERI DI AN REMAI NS COWM TTED TO

STRENGTHENI NG | TS M SSI ON.  HACKENSACK MERI DI AN' S 2022 COVMUNI TY HEALTH

NEEDS ASSESSMENT REPORT CAN BE REQUESTED AT ANY ONE OF OUR FACI LI TI ES.

HEALTH, INC., WHICH | S MADE AVAI LABLE TO THE PUBLI C. AT HACKENSACK

MERI DI AN, WE RECOGNI ZE THAT THE CARE WE PROVI DE THROUGH QUR HOSPI TALS AND

PARTNER COVPANI ES REACHES FAR BEYOND THE BOUNDARI ES OF OUR FACI LI TI ES.

OUR M SSION TO | MPROVE THE HEALTH STATUS OF THE COVMMUNI TI ES WE SERVE | S

AT THE HEART OF OUR CHARI TABLE ROOTS. COMMUNI TY- BASED PREVENTI ON AND

VELLNESS ACTIVITIES WLL PLAY A CRITI CAL ROLE I N KEEPI NG OUR LOCAL

COVMUNI TI ES HEALTHY AND KEEPI NG HEALTH CARE COSTS DOWN. HACKENSACK

MERI DI AN REMAI NS COWM TTED TO STRENGTHENI NG | TS M SSI ON.  HACKENSACK

MERI DI AN S 2022 COVMMUNI TY HEALTH NEEDS ASSESSMENT REPORT CAN BE REQUESTED

AT ANY ONE OF OUR FACI LI TI ES.

JSA
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Schedule H (Form 990) 2022 HACKENSACK NMERI DI AN HEALTH, | NC. 01- 0649794 pPage 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.

SCHEDULE H, PART I, LINE 7

THE BAD DEBT EXPENSE SUBTRACTED FOR PURPOSES OF CALCULATI NG THE
PERCENTAGE I N THI'S COLUWN | S $253, 909, 511; THE BAD DEBT EXPENSE FOR
BAYSHORE MEDI CAL CENTER, JERSEY SHORE UNI VERSI TY MEDI CAL CENTER, OCEAN
UNI VERSI TY MEDI CAL CENTER, RI VERVI EW MEDI CAL CENTER, SOUTHERN OCEAN

MEDI CAL CENTER, RARI TAN BAY MEDI CAL CENTER, OLD BRI DGE MEDI CAL CENTER,
HACKENSACK UNI VERSI TY MEDI CAL CENTER, JFK UNI VERSI TY MEDI CAL CENTER, HWH

CARRI ER CLI NI C, AND PAL| SADES MEDI CAL CENTER (" HOSPI TALS").

HOSPI TALS USE WORKSHEET 2, RATI O OF PATI ENT CARE COST TO CHARGES, IN THE
I RS FORM 990 SCHEDULE H | NSTRUCTI ONS TO CALCULATE THE COST TO CHARCE

RATI O

IN 2015, THE | NTERNAL REVENUE SERVI CE CLARI FI ED I N THE | NSTRUCTI ONS FOR
SCHEDULE H THAT GROUP RETURNS ARE REQUI RED TO USE TOTAL EXPENSES AS
REPORTED I N CORE FORM PART | X, LINE 25 AS THE DENOM NATOR WHEN

CALCULATI NG THE COVMMUNI TY BENEFI T PERCENTAGE | N SCHEDULE H, PART I, LINE

JSA Schedule H (Form 990) 2022
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Schedule H (Form 990) 2022 HACKENSACK NMERI DI AN HEALTH, | NC. 01- 0649794 pPage 10

=E1g@YIl Supplemental Information

Provide the following information.

1

7.

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.

THE ORGANI ZATI ON FEELS THI' S RESULTS I N AN UNDERSTATEMENT OF I TS

COVMMUNI TY BENEFI T PERCENTAGE AS THE OTHER ORGANI ZATI ONS | NCLUDED I N THE

GROUP RETURN DO NOT CONTRI BUTE ANY EXPENSES TO THE NUMERATOR. THEREFOCRE,

THE ORGAN ZATI ON WAS CONSI STENT W TH PRI OR YEARS | N USI NG THE TOTAL

HOSPI TALS' EXPENSES | N THE DENOM NATOR TO CALCULATE THE COMMUNI TY BENEFI T

PERCENTACE I N SCHEDULE H, PART I, LINE 7. TH S ALLONS FOR A BETTER

COVPARI SON TO THE PRI OR YEARS AS THI S METHODOLOGY HAS HI STORI CALLY BEEN

USED I N THE CALCULATI ON AS WELL AS A MORE ACCURATE REFLECTI ON OF THE

COMMUNI TY BENEFI T PROVI DED BY THE HOSPI TALS.

AS PART OF THE HOSPI TALS' M SSI ON SUPPORT, THE ORGANI ZATI ONS SUBSI DI ZE

THE LOSS OF | TS NON- PROFI T PHYSI CIl AN PRACTI CES SO THAT THEY CAN PROVI DE

MEDI CALLY NECESSARY HEALTHCARE SERVI CES TO THE COMMUNI TY.  SCHEDULE H,

PART |, LINE 71 I NCLUDES THI S M SSI ON SUPPORT AS PART OF THE HOSPI TALS'

SUBSI DI ZED SERVI CES.

JSA
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Schedule H (Form 990) 2022 HACKENSACK NMERI DI AN HEALTH, | NC. 01- 0649794 pPage 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.

SCHEDULE H, PART 111, LINE 2

ACCOUNTS THAT REACH THE END OF THE SELF- PAY BI LLI NG CYCLE W THOUT
PAYMENTS OR FI NANCI AL ASSI STANCE APPROVAL ARE TRANSFERRED TO BAD DEBT.
UNI NSURED PATI ENT CHARGES ARE DI SCOUNTED. BALANCES AFTER | NSURANCE, SUCH
AS DEDUCTI BLES, CO- PAYS AND CO NSURANCE, MAY BE ELI @ BLE FOR A DI SCOUNT

THROUGH THE HWVH FI NANCI AL ASSI STANCE PROGRAM

SCHEDULE H, PART 111, LINE 3

THROUGH THE FI NANCI AL ASSI STANCE PROGRAM SELF- PAY PATI ENTS ARE

| NTERVI EVED. THE AMOUNT REFLECTED ON LI NE 3 REPRESENTS THOSE THAT ARE NOT
COVPLI ANT W TH DOCUMENTATI ON REQUI REMENTS AND THOSE WHO CANNCT BE
CONTACTED. NON-ELI G BLE PATI ENTS, DUE TO BEI NG OVER | NCOVE, ARE NOT

| NCLUDED ON LINE 3.

BAD DEBT SHOULD BE | NCLUDED AS A COMMUNI TY BENEFI T BECAUSE THE

ORGANI ZATI ON PROVI DES MJUCH NEEDED HEALTH CARE SERVI CES | NDI SCRI M NATELY

JSA
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Schedule H (Form 990) 2022 HACKENSACK NMERI DI AN HEALTH, | NC. 01- 0649794 pPage 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.

TO THE COVMUNI TY- AT- LARGE W THOUT REGARD TO WHETHER THE PATI ENT HAS

| NSURANCE OR THE ABI LI TY TO PAY.

THE METHODOLOGY USED BY THE ORGANI ZATI ON TO ESTI MATE THE AMOUNT OF | TS
BAD DEBT EXPENSE ATTRI BUTABLE TO PATI ENTS ELI G BLE UNDER THE
ORGANI ZATI ON' S FI NANCI AL ASSI STANCE PCLI CY WAS TO APPLY I TS COST TO

CHARGE RATI O TO TOTAL SELF-PAY GROSS CHARGES.

SCHEDULE H, PART 111, LINE 4

THE ORGANI ZATI ONS | NCLUDED IN THI S GROUP FORM 990 FOR WHI CH TH S SCHEDULE
H 1S BEI NG FI LED RECEI VED AN AUDI TED FI NANCI AL STATEMENT. THE BAD DEBT
FOOTNOTES TO THESE AUDI TED FI NANCI AL STATEMENTS OF HACKENSACK MERI DI AN

HEALTH, I NC. CAN BE FOUND ON PAGES 17-19 & 21.
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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.

SCHEDULE H, PART 111, LINE 8

THE ORGANI ZATI ON BELI EVES THAT | TS MEDI CARE SHORTFALL ARE COVMUNI TY

BENEFI TS BECAUSE, AS A HOSPITAL, I T I'S STEPPI NG UP TO CARRY THE BURDEN OF

THE GOVERNMENT, BY PROMOTI NG HEALTH OF THE COMMUNI TY AS A WHOLE AND

PROVI DI NG MEDI CALLY NECESSARY HEALTHCARE SERVI CES TO ALL | NDI VI DUALS I N A

NON- DI SCRI M NATORY MANNER W THOUT REGARD TO RACE, COLCOR, CREED, SEX,

NATI ONAL ORIG N, RELI G ON OR ABILITY TO PAY.

SCHEDULE H, PART 111, QUESTION 9B

BAYSHORE MEDI CAL CENTER, JERSEY SHORE UNI VERSI TY MEDI CAL CENTER, OCEAN
UNI VERSI TY MEDI CAL CENTER, RI VERVI EW MEDI CAL CENTER, SOUTHERN OCEAN
MEDI CAL CENTER, OLD BRI DGE MEDI CAL CENTER, RARI TAN BAY MEDI CAL CENTER,
JFK UNI VERSI TY MEDI CAL CENTER, JFK JOHNSON REHABI LI TATI ON | NSTI TUTE,

PALI SADES MEDI CAL CENTER, AND HACKENSACK UN VERSI TY MEDI CAL CENTER
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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.

THE PCLI CY ON BI LLI NG AND CCOLLECTI ON ACTI ONS OF THE ABOVE FACI LI TI ES

CONTAI NS THE FOLLOW NG PROVI SI ONS ON THE COLLECTI ON PRACTI CES TO

BE FOLLOVWED FOR PATI ENTS WHO ARE KNOMN TO QUALI FY FOR FI NANCI AL

ASSI STANCE:

CURRENT ACCOUNTS RECEI VABLE FOR MEDI CARE PATI ENTS THAT REACH THE END

OF THE SELF- PAY DUNNI NG CYCLE FOR MEDI CARE PATI ENTS (WHI CH CONSI STS OF

FOUR STATEMENTS AND ONE LETTER OVER A PERI OD OF 120 DAYS, W THOUT PAYMENT

OR EVI DENCE OF CHARITY CARE ELI G BILITY) ARE TRANSFERRED TO BAD DEBT AS

STI PULATED I N PATI ENT ACCOUNTS PCLI Cl ES AND PROCEDURES. THE SAME HOLDS

FOR NON- MEDI CARE PATI ENTS BUT THE DUNNI NG CYCLE | S 62 DAYS. THE SYSTEM

ENTI TI ES DO NOT ENGAGE | N EXTRAORDI NARY COLLECTI ON ACTI ONS AGAI NST AN

I NDI VI DUAL PRI OR TO REASONABLE EFFORTS BEI NG MADE TO DETERM NE WHETHER

THE | NDI VI DUAL IS FI NANCI AL ASSI STANCE PROGRAM: ELI G BLE.

FOR THESE PURPOSES, REASONABLE EFFORTS | NCLUDE THE POSTI NG OF SI GNAGE

AND NOTI CES REGARDI NG THE SYSTEM S FI NANCI AL ASSI STANCE PROGRAM  THE
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=E1g@YIl 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.

PROVI SI ON OF A PLAI N- LANGUAGE SUMMARY AS PART OF THE HOSPI TALS | NTAKE
PROCESS, THE | NCLUSI ON OF SPECI FI C | NFORVATI ON REGARDI NG THE AVAI LABI LI TY
OF FI NANCI AL ASSI STANCE ON ALL BI LLI NG STATEMENTS, COVMUNI CATI NG I N
PERSON AND BY TELEPHONE REGARDI NG THE AVAI LABI LI TY OF ASSI STANCE AND, | N
CASES WHERE AN | NCOWPLETE APPLI CATION IS SUBM TTED, | NFORM NG THE

PATI ENT, | N WRI TI NG REGARDI NG THE ADDI TI ONAL | NFORVATI ON/ DOCUMENTATI ON
REQUI RED | N ORDER TO DETERM NE THE PATI ENT' S ELI G BI LI TY. UNDER NO

Cl RCUMSTANCES W LL A SYSTEM ENTI TY (EI THER DI RECTLY OR | NDI RECTLY, BY
ANOTHER PERSON ON | TS BEHALF) UNDERTAKE ANY ECA DURI NG THE 120- DAY PERI OD
FOLLOW NG THE DATE OF THE FI RST POST- DI SCHARGE Bl LLI NG STATEMENT | SSUED
TO THE PATI ENT. A SYSTEM ENTI TY MAY SATI SFY THE NOTI FI CATI ON REQUI REMENTS
W TH RESPECT TO AN I NDI VI DUAL' S AGGREGATED QUTSTANDI NG BI LLS AS LONG AS
120 DAYS HAVE PASSED SI NCE THE FI RST POST DI SCHARGE STATEMENT FOR THE
MOST RECENT EPI SCDE OF CARE | NCLUDED I N THE AGGREGATED BI LLS. AFTER THE
EXPI RATI ON OF THE 120 DAY PERICD, | F A SYSTEM ENTITY | NTENDS TO UNDERTAKE
AN ECA, THE THI RD PARTY W LL PROVI DE THE PATI ENT WTH A FI NAL WRI TTEN
NOTI CE STATI NG THE SPECI FI C ECAS THAT W LL BE UNDERTAKEN | F PAYMENT | S

NOT MADE OR A FI NANCI AL ASSI STANCE APPLI CATI ON | S NOT SUBM TTED BEFORE A
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=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.

STATED DEADLI NE, WHI CH MJUST BE AT LEAST 30 DAYS AFTER THE DATE OF THE

NOTI CE. THE 30- DAY NOTI CE | NCLUDES A PLAI N LANGUAGE SUMVARY OF THE

SYSTEM S FI NANCI AL ASSI STANCE POLI CY. I N KEEPI NG W TH THE FOREGO NG

STANDARDS, ONCE A PATI ENT ACCOUNT HAS COVWPLETED THE SELF- PAY DUNNI NG

CYCLE, THE SYSTEM ENTITY WLL FORWARD THE ACCOUNT TO A PRI MARY BAD DEBT

CCOLLECTI ON AGENCY, WHI CH WLL WORK THE ACCOUNT FOR 180 DAYS. ACCOUNTS

THAT REMAI N UNPAI D AT THE END OF 180- DAYS ARE AUTOVATI CALLY REASSI GNED TO

A SECONDARY AGENCY FOR AN ADDI TI ONAL 180- DAYS. PRI MARY AND SECONDARY

AGENCI ES CAN PURSUE LEGAL ACTI ON ON ACCOUNTS THROUGH DESI GNATED LEGAL

AFFI LI ATES. ACCOUNTS THAT REMAI N UNPAI D MAY BE REFERRED TO ATTORNEYS.

SUCH ATTORNEYS MAY PROVI DE THE 30- DAY NOTI CE ( DESCRI BED ABOVE) ON BEHALF

OF THE SYSTEM ENTI TY AND, AFTER THE EXPI RATI ON OF THE STATED DEADLI NE,

MAY | NI TI ATE ECAS ON BEHALF OF THE SYSTEM ENTI TY. ECAS W LL | NCLUDE

JUDGVENTS AND LI ENS. AS PART OF THE COURT PROCESS, A PATI ENT NAY HAVE

THEI R OUTSTANDI NG BALANCE REPORTED TO A CREDI T AGENCY. THI S | S THROUGH

THE COURT | TSELF AND DCES NOT HAPPEN BY ANY ACTI ONS TAKEN BY HWH

FACI LI TIES OR THEI R AGENTS.
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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.

ECAS ARE SUSPENDED DURI NG THI'S TI ME | F THE PATI ENT SUBM TS A Fl NANCI AL
ASSI STANCE APPLI CATI ON. THE HOSPI TAL CONTI NUES TO ACCEPT AND PROCESS ANY
FI NANCI AL ASSI STANCE APPLI CATI ONS FOR UP TO 24 MONTHS AFTER THE ORI G NAL
DATE OF SERVI CE. | F THE PATI ENT QUALI FI ES FOR CHARI TY CARE OR THE

UNI NSURED DI SCOUNT, ANY AMOUNTS PREVI QUSLY PAI D BY THE PATI ENT | N EXCESS
OF THEI R DI SCOUNTED CHARGES W LL BE REFUNDED AND ANY EXTRAORDI NARY

CCOLLECTI ON EFFORTS THAT HAVE BEEN TAKEN W LL BE REVERSED.

HVH CARRI ER CLINI C

SUMVARY OF BI LLI NG AND COLLECTI ON PROCEDURES

THE HOSPI TAL W LL MAKE DI LI GENT EFFORT TO DETERM NE THE PATI ENT FI NANCI AL
RESPONSI BI LI TY AS SOON AS REASONABLY POSSI BLE, THE DAY OF ADM SSI ON OR
W THI N FEW DAYS OF ADM SSI ON. ESTI MATED AMOUNT DUE W LL BE BASED ON THE

I NDI VI DUAL | NSURANCE BENEFI T AND MAY | NCLUDE DEDUCTI BLE, CO- PAY AND
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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.

CO- I NSURANCE. THE HOSPI TAL W LL MAKE | TS BEST EFFORT TO ADVI SE ALL

PATI ENTS AND/ OR FAM LI ES OF ANY FI NANCI AL RESPONSI BI LI TY, COVERAGE

LI M TATI ON, DI SCUSS PAYMENT OPTI ONS AND AVAI LABI LI TY OF FI NANCI AL

ASSI STANCE PROGRAM  PATI ENT STATEMENTS W LL | NCLUDE NOTI CES AS REQUI RED
TO | NFORM PATI ENT OF THE AVAI LABI LI TY AND MEANS TO ACCESS FI NANCI AL

ASSI STANCE. THE HOSPI TAL W DELY PUBLI Cl ZES ABOUT THE AVAI LABI LI TY OF

FI NANCI AL ASSI STANCE PROGRAM | NCLUDI NG WHO TO CONTACT. GENERALLY, A
PATI ENT ANDY OR GUARANTOR W LL HAVE A SELF- PAY RESPONSI BI LI TY | NCLUDI NG
AND NOT LIM TED TO THE FOLLOAN NG THE PATI ENT HAS | NSURANCE COVERAGE BUT
I T HAS BEEN ESTABLI SHED THAT DEDUCTI BLE NOT MET AND PATI ENT HAS

CO- | NSURANCE ANDY OR DAI LY COPAY, THE PATI ENT HAS | NSURANCE, HOWEVER, HWH
CARRIER CLINIC IS QUT OF NETWORK AND PATI ENT DCOES NOT HAVE OUT OF NETWORK
BENEFI TS, THE PATI ENT HAS NO | NSURANCE AND WHEN ASKED DOES NOT QUALI FY
FOR MEDI CAI D, THE PATI ENT HAS | NSURANCE BUT NO BENEFI TS FOR BEHAVI ORAL
HEALTH, THE PATI ENT HAS | NSURANCE, AND HAS OUT OF NETWORK BENEFI TS W TH
H GH CO NSURANCE, THE PATI ENT HAS EXHAUSTED AVAI LABLE BENEFI TS, BENEFI T
YEAR, CALENDAR YEAR, AND/ OR LI FETI ME MAXI MUM FREQUENT OCCURRENCE W TH

MEDI CARE PATI ENTS WHO HAVE USED THEI R 190 LI FETI ME PSYCH ATRI C BENEFI T OR
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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.

LESS FREQUENTLY MAXED THEI R BENEFI T PERI OD.

THE HOSPI TAL W LL MAKE DI LI GENT EFFORTS TO | DENTI FY PATI ENTS WHO MAY BE
UNI NSURED OR UNDERI NSURED | N CRDER TO PROVI DE COUNSELI NG AND ASSI STANCE.
THE PSR (PATI ENT SERVI CES REP) W LL PROVI DE FI NANCI AL COUNSELI NG TO THESE
PATI ENTS AND THEI R FAM LI ES, | NCLUDI NG GUI DANCE FOR ELI G BI LI TY FOR OTHER
SCQURCES OF COVERAGE SUCH AS FEDERAL AND STATE GOVERNMENT PROGRAMS. | F
ADDI TI ONAL FI NANCI AL ASSI STANCE |'S REQUI RED, PSR MAY EXTEND DI SCOUNTS OR
OTHER ADJUSTMENTS TO PATIENT | F THEY QUALI FY UNDER THE HOSPI TAL FI NANCI AL
ASSI STANCE POLI CY. THE PATI ENT HAS A NUMBER OF RESPONSI BI LI TI ES I N ORDER
TO QUALI FY FOR ASSI STANCE, | NCLUDI NG THE OBLI GATION TO SUBM T ALL
NECESSARY AND ACCURATE DOCUMENTATI ON. THE HOSPI TAL W DELY PUBLI Cl ZES

| NFORVATI ON ABOUT THE AVAI LABI LI TY OF FI NANCI AL ASSI STANCE PROGRAM

I NCLUDI NG WHERE TO GO FOR ASSI STANCE. | T SHOULD BE NOTED THAT SERVI CES
VH CH ARE SEPARATELY BI LLED BY OTHER OUTSI DE PROVI DERS, SUCH AS

PHYSI CI ANS ARE NOT ELI G BLE UNDER THE FI NANCI AL ASSI STANCE POLI CY ( FAP).

CARRI ER CLI NI C UTI LI ZES ARCADI A RECOVERY FOR CCOLLECTI ON OF ALL PATI ENT
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=E1g@YIl 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.

BALANCES AFTER | NSURANCE PAYMENTS AND UNI NSURED | NDI VI DUALS. THE TOTAL
BI LLI NG CYCLE IS 120 DAYS BEFORE THE BALANCE IS SENT TO COLLECTION. I N
CERTAI' N SI TUATI ONS ( EXCEPT FOR MEDI CARE PATI ENTS) ACCOUNT MAY BE REFERRED

TO BAD DEBT (BD) PRI OR TO 120TH DAY.

THE HOSPI TAL W LL MAKE EVERY EFFORT TO PROVI DE PATI ENTS W TH EVERY
OPPORTUNI TY TO MEET THEI R FI NANCI AL OBLI GATI ON BEFORE ACCOUNT | S REFERRED
TO A COLLECTI ON AGENCY. STEPS WLL BE TAKEN TO COVWUNI CATE W TH PATI ENTS
W TH DELI NQUENT ACCOUNTS ENCOURAG NG THEM TO COVPLY W TH PAYMENT PLANS | N
ORDER TO PREVENT REFERRAL TO OUTSI DE COLLECTI ON AGENCY. ARCADI A WLL

PROVI DE | NFORVATI ON ON FI NANCI AL ASSI STANCE AND PAYMENT OPTI ONS TO

PATI ENTS | NFORM NG THEM OF THE OUTSTANDI NG BALANCE DUE. THE FOLLOW NG
ACCOUNTS W LL BE REFERRED TO COLLECTI ON AGENCY WHEN ALL AVAI LABLE EFFORTS
VERE EXHAUSTED: DELI NQUENT ACCOUNTS W TH NO PAYMENT ACTI VI TY, ACCOUNTS

W TH NO PAYMENT ACTI VI TY AND | NELI G BLE FOR FI NANCI AL ASSI STANCE,
ACCOUNTS GRANTED % DI SCOUNTS UNDER FI NANCI AL ASSI STANCE BUT NO LONGER
COOPERATI NG TO PAY REMAI NI NG BALANCE, ACCCOUNTS VERE PATI ENTS HAVE MADE NO

ARRANGEMENTS TO RESOLVE THEI R OUTSTANDI NG BALANCE, ACCOUNTS W TH RETURNED

JSA
2E1327 1.000

5060RT M22D V22-7.7F 3668311

Schedule H (Form 990) 2022

259



Schedule H (Form 990) 2022 HACKENSACK NMERI DI AN HEALTH, | NC. 01- 0649794 pPage 10
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.

MAI L AND NO OTHER CONTACT | NFORVATI ON.

ACCOUNTS THAT CANNOT BE COLLECTED AFTER A SERIES OF LETTERS AND CALLS

W LL BE REFERRED TO A COLLECTI ON AGENCY FOR FURTHER COLLECTI ON ACTI ON

(121ST DAY OR LATER, ALL MEDI CARE PATI ENTS AND 120 DAYS OR LESS FOR

NON- MEDI CARE PATI ENTS) . BAD DEBT REFERRAL PRI OR TO 120TH DAY | S ACCOUNTS

CLASSI FI ED AS SKI P WVHEN RETURNED BY THE USPS AS NOT DELI VERABLE. MEDI CARE

ACCOUNTS ARE NOT REFERRED TO BAD DEBT REGARDLESS OF THE SI TUATI ON UNTI L

121ST DAY FROM THE FI RST STATEMENT DATE. HVH CARRI ER CLI NI C AND

CCOLLECTI ON AGENCY EFFORTS DO NOT | NCLUDE EXTRACRDI NARY COLLECTI ON

MEASURES.
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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.

SCHEDULE H, PART VI, QUESTION 2

I N ADDI TION TO THE | NFORMATI ON REPORTED I N SCHEDULE H, PART V, SECTI ON B,
QUESTI ONS 1 THROUGH 12, THE ORGAN ZATI ONS ASSESS THE HEALTH CARE NEEDS OF

THE COVMUNI TI ES THEY SERVE AS FOLLOWG:

1. ACCESS TO CARE/ SERVI CES | S ASSESSED REGULARLY TO | DENTI FY
OPPORTUNI TI ES TO | MPROVE NETWORK ADEQUACY RELATI VE TO THE AVAI LABI LI TY OF

MEDI CAL MANPOAER AND SI TES OF SERVI CE;

2. UTILI ZATI ON | S TRACKED BY HACKENSACK MERI DI AN HEALTH (" HVH")

OPERATI ONAL LEADERS RELATI VE TO CAPACI TY AND ABI LI TY TO ACCOVMODATE
DEMAND. VHERE POTENTI AL CAPACI TY AND THROUGHPUT CONCERNS ARE | DENTI FI ED,
FURTHER ASSESSMENTS ARE PERFORMED AND POTENTI AL SCLUTI ONS ARE | DENTI FI ED;

AND

3. FOR KEY SERVI CES, HVH HAS DEVELOPED CARE TRANSFCORVATI ON SERVI CE TEAMS

TO ACCESS SERVI CE- SPECI FI C NEEDS AND DEVELOP PLANS TO ADDRESS.
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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.

SCHEDULE H, PART VI, QUESTION 3

I N ACCORDANCE W TH | NTERNAL REVENUE CODE SECTI ON 501(R) (4) THE HOSPI TALS
| NFORM AND EDUCATE PATI ENTS AND PERSONS WHO MAY BE BI LLED FOR PATI ENT
CARE ABOUT THEIR ELI A BILITY FOR FI NANCI AL ASSI STANCE BY W DELY

PUBLI Cl ZI NG VARI QUS DOCUMENTS. THESE DOCUMENTS ARE W DELY PUBLI Cl ZED I N
THE FOLLOW NG WAYS:

- THE FI NANCI AL ASSI STANCE POLI CY ("FAP"), APPLI CATI ON AND PLAI N LANGUAGE
SUMVARY (" PLS") ARE ALL AVAI LABLE ON- LI NE;

- PAPER COPI ES OF THE FAP, APPLI CATI ON AND PLS ARE AVAI LABLE UPON REQUEST
BY MAI L, WTHOUT CHARGE, AND ARE PROVI DED I N VARl QUS AREAS THROUGHOUT THE
HOSPI TALS | NCLUDI NG MAI N REG STRATI ON DESK, EMERGENCY ROOM AND PATI ENT
FI NANCI AL SERVI CES DEPARTMENT;

- ALL PATI ENTS ARE OFFERED A COPY OF THE PLS AS PART OF THE PATI ENT
ACCESS/ | NTAKE PROCESS;

- SIGNS OR DI SPLAYS ARE POSTED | N PUBLI C LOCATI ONS | NCLUDI NG MAI N

REG STRATI ON DESK, EMERGENCY ROOM AND PATI ENT FI NANCI AL SERVI CES OFFI CES

THAT NOTI FY AND | NFORM PATI ENTS ABOUT THE AVAI LABI LI TY OF FI NANCI AL
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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.

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.

ASSI STANCE; AND

THE FAP, APPLI CATI ONS AND PLS ARE AVAI LABLE I N ENGLI SH AND I N THE

PRI MARY LANGUAGE OF POPULATIONS W TH LI M TED PROFI Cl ENCY | N ENGLI SH

("LEP") THAT CONSTI TUTE THE LESSER OF 1, 000 | NDI VI DUALS OR 5% CF THE

COMMUNI TY SERVED BY THE HOSPI TALS' PRI MARY SERVI CE AREAS. TRANSLATED

VERSI ONS FAP ARE AVAI LABLE UPON REQUEST | N PERSON AT THE HOSPI TALS AND ON

THE HOSPI TAL VEBSI TE.

HTTPS: / / WAV HACKENSACKMERI DI ANHEALTH. ORG EN PAY- Bl LL/ FI NANCI AL- ASSI STANCE

SCHEDULE H, PART VI, QUESTION 4

THE 18 HOSPI TALS | NCLUDED I N TH' S FORM 990, SCHEDULE H SERVE THE

COMMUNI TI ES OF MONMOUTH, OCEAN, M DDLESEX, HUDSON, BERGEN, AND SOVERSET

COUNTI ES I N NEW JERSEY. THE FOLLOW NG | NFORVATI ON BY COUNTY IS BASED ON

RECENT CENSUS ESTI MATES:

JSA
2E1327 1.000

5060RT M22D V22-7.7F 3668311

Schedule H (Form 990) 2022

263



Schedule H (Form 990) 2022 HACKENSACK NMERI DI AN HEALTH, | NC. 01- 0649794 pPage 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.

POPULATI ON, 2022: 644, 098

UNDER 5 YEARS OF AGE, 2022: 4.9%

UNDER 18 YEARS OF AGE, 2022: 20.4%

65 YEARS OLD AND OVER, 2022: 19.4%

PERSONS | N POVERTY, 2017-2021: 7.4%

MEDI AN HOUSEHOLD | NCOME, 2017-2021: $110, 356

RACI AL COMPOSI TI QN, 2022:

VH TE: 74.5%

AFRI CAN AMERI CAN: 7. 3%

ASI AN: 5. 8%

H SPANI C OR LATINO ORIGA N: 5.8%

OTHER: 0. 4%

POPULATI ON, 2022: 655, 735

UNDER 5 YEARS OF AGE, 2022: 7.3%

UNDER 18 YEARS OF AGE, 2022: 24.6%

JSA
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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.

65 YEARS OLD AND OVER, 2022: 22.8%

PERSONS | N POVERTY, 2017-2021: 11.4%

MEDI AN HOUSEHOLD | NCOMVE, 2017-2021: $76, 644

RACI AL COMPOSI TI QN, 2022:

VH TE: 83. 3%

AFRI CAN AMERI CAN: 3. 9%

ASI AN: 2. 1%

H SPANI C OR LATINO ORIG N: 10. 2%

OTHER: 0. 4%

M DDLESEX COUNTY

POPULATI ON, 2022: 861, 418

UNDER 5 YEARS OF AGE, 2022: 5.3%

UNDER 18 YEARS OF AGE, 2022: 21.2%

65 YEARS OLD AND OVER, 2022: 16.3%

PERSONS | N POVERTY, 2017-2021: 8.0%

MEDI AN HOUSEHOLD | NCOMVE, 2017-2021: $96, 883
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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.

RACI AL COMPOSI TI QN, 2022:

VH TE: 38. 9%

AFRI CAN AMERI CAN:  12. 9%

ASI AN:  26. 1%

H SPANI C OR LATINO ORIG N: 23. 2%

OTHER: 0. 9%

HUDSON COUNTY

POPULATI ON, 2022: 703, 366

UNDER 5 YEARS OF AGE, 2022: 6.3%

UNDER 18 YEARS OF AGE, 2022: 19.8%

65 YEARS OLD AND OVER, 2022: 12.8%

PERSONS | N POVERTY, 2017-2021: 15.9%

MEDI AN HOUSEHOLD | NCOMVE, 2017-2021: $79, 795
RACI AL COMPOSI TI QN, 2022:

VH TE: 28. 2%

AFRI CAN AMERI CAN:  15. 4%

JSA
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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.

ASI AN: 17. 0%

H SPANI C OR LATINO ORIG N: 42. 4%

OTHER 1.5%

BERGEN COUNTY

POPULATI ON, 2022: 952, 997

UNDER 5 YEARS OF AGE, 2022: 5.0%

UNDER 18 YEARS OF AGE, 2022: 20.6%

65 YEARS OLD AND OVER, 2022: 18.3%

PERSONS | N POVERTY, 2017-2021: 7.5%

MEDI AN HOUSEHOLD | NCOMVE, 2017-2021: $109, 497

RACI AL COVPOSI TI QN, 2022:

VH TE: 52. 7%

AFRI CAN AMERI CAN: 7. 8%

ASI AN: 17. 6%

H SPANI C OR LATINO ORIGA N: 22. 7%

OTHER 0. 7%
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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.

SOMVERSET COUNTY

POPULATI ON, 2022: 346, 875

UNDER 5 YEARS OF AGE, 2022: 4.8%

UNDER 18 YEARS OF AGE, 2022: 20.8%

65 YEARS OLD AND OVER, 2022: 17.3%

PERSONS | N POVERTY, 2017-2021: 5.5%

MEDI AN HOUSEHOLD | NCOMVE, 2017-2021: $121, 695

RACI AL COMPOSI TI QN, 2022:

VH TE: 51.5%

AFRI CAN AMERI CAN:  11. 0%

ASI AN:  20. 7%

H SPANI C OR LATINO ORIG N: 16. 4%

OTHER: 0. 5%

JSA
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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.

SCHEDULE H, PART VI, QUESTION 5

PRQJECT " HEAL"

PROJECT HEAL (HELP, EMPOAER, AND LEAD) CELEBRATED | TS 2ND ANNI VERSARY | N
MARCH 2023. THE PROGRAM HAS SERVED OVER 400 | NDI VI DUALS | MPACTED BY

VI OLENCE AND PROVI DED MORE THAN 1, 850 TRAUNA- | NFORMED COUNSELI NG SESSI ONS
AND HOSPI TAL BEDSI DE VI SITS, ALONG WTH A VARI ETY OF ADDI TI ONAL SERVI CES,
| NCLUDI NG EMERGENCY FI NANCI AL ASSI STANCE, HEALTH SCREENI NGS, CASE
MANAGEMENT AND REFERRALS | N THE PAST TWO YEARS. PROQIECT HEAL ALSO
PARTNERED W TH A LOCAL, FAI TH BASED ORGANI ZATI ON W TH DEEP ROOTS | N THE
COVMMUNI TY, TRI UMPHANT LI FE CHURCH, TO LAUNCH A NEW COVMUNI TY- BASED

VI OLENCE | NTERVENTI ON PROGRAM ELEVATE. ELEVATE SERVES MONMOUTH COUNTY
YOUTH AT RI SK FOR VI OLENCE VI CTI M ZATI ON AND PERPETRATI ON BY PROVI DI NG
TRAUVA- | NFORMED CLI NI CAL SERVI CES, PEER MENTCRI NG AND ALTERNATI VES TO

VI OLENCE.

RSV, FLU & COvI D-19 CAMPAI GN

I N DECEMBER 2022, THE COVMUNI TY OUTREACH & ENGAGEMENT TEAM LAUNCHED A
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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.

NETWORK- W DE COVMUNI TY EDUCATI ON AND AWARENESS CAMPAI GN, TACKLI NG THE

RI SE | N PREVENTABLE VI SITS TO QUR EMERGENCY DEPARTMENT (ED) FOR RSV, FLU

AND OTHER RESPI RATCRY | NFECTI ONS, ESPECI ALLY AMONG OUR PEDI ATRI C

POPULATI ON.  THE GOAL WAS TO EDUCATE THE PUBLI C ABOQUT THE SI GNS AND

SYMPTOMS OF THESE | NFECTI ONS AND WHEN AND WHERE TO SEEK CARE. I N

ADDI TI ON, OUR HEALTH EDUCATCORS TAUGHT COMMUNI TY MEMBERS ABCOUT THE

| MPORTANCE OF HAND HYG ENE AND VACCI NATI ONS.  THROUGH FUNDI NG FROM A

GENEROQUS DONOR, WE HAVE ACQUI RED 17, 000 REUSABLE DI G TAL THERMOMVETERS

THAT HAVE BEEN DI STRI BUTED TO FAM LI ES I N NEED, ALONG W TH EDUCATI ONAL

HANDOUTS | N ENGLI SH AND SPANI SH.

ROAD TO RECOVERY PROGRAM

VE PROUDLY SUPPORT THE AMERI CAN CANCER SCCI ETY' S ROAD TO RECOVERY PROGRAM

I N NEW JERSEY - ASSI STI NG CANCER PATI ENTS W TH FREE TRANSPORTATI ON TO

TREATMENT AND ACCESS TO CRI TI CAL CARE WHEN NEEDED. I N 2021, WE GAVE THE

AMERI CAN CANCER SOCI ETY A $100, 000 TWD YEAR GRANT FOR REI MAG NI NG AND

ENHANCI NG THE ROAD TO RECOVERY PROGRAM POST- PANDEM C. Sl GNI FI CANT

TECHNOLOG CAL ADVANCES ALLOWED THE AMERI CAN CANCER SOCI ETY TO OFFER MORE
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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.

EFFI CI ENT AND STREAMLI NED PROCESSES, | NCLUDI NG A WEB- AND- MOBI LE- BASED
APPLI CATI ON THAT UTI LI ZES UP- TO- DATE TECHNOLOGY AND HARNESSES THE

CONVENI ENCE OF SMARTPHONES, MATCHI NG PATI ENTS WHO NEED RI DES W TH

AVAI LABLE VOLUNTEERS. AFTER PI LOTI NG THE | MPROVEMENTS | N OCEAN AND
MONMOUTH COUNTI ES, THE NEW PROGRAM WAS ROLLED OQUT STATE-W DE, AND IN
2022, 285 DOOR- TO- DOOR RI DES WERE PROVI DED TO 47 CANCER PATI ENTS ACRGCSS
NEW JERSEY. MONMOUTH COUNTI ES, THE NEW PROGRAM WAS ROLLED OUT STATE- W DE,
AND | N 2022, 285 DOOR- TO- DOCR RI DES WERE PROVI DED TO 47 CANCER PATI ENTS

ACROSS NEW JERSEY.

LEADI NG THE NATI ON | N HEALTHY CONNECTI ONS

THROUGH OUR GROUNDBREAKI NG SOCI AL DETERM NANTS OF HEALTH PROGRAM HEALTHY
CONNECTI ONS, WE HAVE PROVI DED 2.7 M LLI ON PATI ENT REFERRALS FOR SUPPCORT
BEYOND TRADI TI ONAL HEALTH CARE. THROUGH THI S | NNOVATI VE PROGRAM AND A

UNI QUE PARTNERSHI P W TH UNI TE US, WE LAUNCHED HEALTHY CONNECTI ONS I N JUNE
2021, BECOM NG THE FI RST HEALTH CARE NETWORK TO ASSESS TOTAL PATI ENT
HEALTH, | NCLUDI NG NON- MEDI CAL NEEDS, AT ALL PO NTS OF ENTRY. TEAM MEMBERS

QUI CKLY | DENTI FI ED FI VE | SSUE AREAS THAT WERE A PRI ORI TY FOR PATI ENTS:
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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.

FOOD, HOUSI NG TRANSPORTATI ON, CAREG VER SUPPORT AND MENTAL

HEALTH SUBSTANCE ABUSE TREATMENT. | N JUNE 2021, ALL HEALTH CARE SETTI NGS
ACROSS THE NETWORK BEGAN PROVI DI NG CONSI STENT SCREENI NG TCDAY, THE
NETWORK SCREENS UP TO 5, 000 PATIENTS DAILY. |F A NEED IS DI SCOVERED

DURI NG THE SCREENI NG PROCESS, THE PATI ENT | S REFERRED TO COVMUNI TY

PARTNER ORGANI ZATI ONS FOR ASSI STANCE.

- 833, 000+ PATI ENTS HAVE BEEN SCREENED

- 2.7 MLLION REFERRALS HAVE BEEN PROVI DED

KEEPI NG OQUR COVMUNI TI ES HEALTHY

- 5,570+ COWUN TY MEMBERS PARTI Cl PATED I N TRAUVA & | NJURY PREVENTI ON
EDUCATI ONAL PROGRAMS, SUCH AS STOP THE BLEED

- 4,050 SENI OR SAFETY LI GHTS AND SAFETY BAGS DI STRI BUTED THAT HELP OLDER
ADULTS STAY SAFE FROM FALLS

- 31,600+ COVMUNI TY MEMBERS RECEI VED EDUCATI ON AND RESOURCES TO TAKE

CHARGE OF THEI R OAN HEALTH
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Schedule H (Form 990) 2022 HACKENSACK NMERI DI AN HEALTH, | NC. 01- 0649794 pPage 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.

6, 057 H G+ RI SK | DENTI FI ED AND REFERRED FOR FOLLOW UP CARE
31, 600+ | NDI VI DUALS TRAI NED | N LI FE- SAVI NG CPR & AED USE
1, 400+ CAR SEAT SAFETY CHECKS PROVI DED

23, 550+ FREE PREVENTI VE HEALTH SCREENI NGS & COUNSELI NG PROVI DED TO

COVMUNI TY MEMBERS

3, 445 FLU VACCI NATI ONS PROVI DED TO ADULTS & CHI LDREN, FREE OF CHARGE

1, 280+ NARCAN REPLACEMENT KI TS PROVI DED TO FI RST RESPONDERS, FREE OF

CHARGE

1,497 COMMUNI TY MEMBERS QUI PPED W TH TOOLS TO OVERCOME THEI R TOBACCO

ADDI CTI ON

977 H GH SCHOOL STUDENTS PARTI Cl PATED | N #NOTEVENONCE SCHOOL- BASED

OPI ATE AWARENESS PROGRAMS

458 COMMUNI TY MEMBERS COVPLETED MENTAL HEALTH FI RST Al D TRAI NI NGS

948 SOCI ETY FOR THE PREVENTI ON OF TEEN SUl Cl DE MENTAL HEALTH CRI SIS

TOOLKI TS PROVI DED TO PARENTS TO TEENS
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Schedule H (Form 990) 2022 HACKENSACK NMERI DI AN HEALTH, | NC.

01- 0649794 Page 10

=E1g@YIl 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.

SCHEDULE H, PART VI, QUESTION 6

HACKENSACK MERI DI AN HEALTH, I NC. ("HWVH') IS THE TAX- EXEMPT PARENT OF
HACKENSACK MERI DI AN HEALTH (" NETWORK"). THI S | NTEGRATED HEALTHCARE
DELI VERY NETWORK CONSI STS OF A GROUP OF AFFI LI ATED HEALTHCARE

ORGANI ZATI ONS. THE SOLE MEMBER OR STOCKHOLDER OF EACH ENTITY IS EI THER
HVH OR ANOTHER NETWORK AFFI LI ATE CONTROLLED BY HVH. THE NETWORK | S AN

| NTEGRATED NETWORK OF HEALTHCARE PROVI DERS THROUGHOUT NEW JERSEY.

HVH IS AN ORGANI ZATI ON RECOGNI ZED BY THE | NTERNAL REVENUE SERVI CE AS

TAX- EXEMPT PURSUANT TO | NTERNAL REVENUE CODE 8501(C)(3) AND AS A

SUPPCORTI NG ORGANI ZATI ON PURSUANT TO | NTERNAL REVENUE CODE 8509(A)(3). AS
THE CENTRAL ORGANI ZATI ON I N THE GROUP RULI NG OF THE TAX- EXEMPT ENTI TI ES

I NCLUDED IN THI S GROUP TAX RETURN, HWH STRI VES TO CONTI NUALLY DEVELOP AND
OPERATE A MULTI - HOSPI TAL HEALTHCARE NETWORK WHI CH PROVI DES SUBSTANTI AL
COVMMUNI TY BENEFI T THROUGH THE PROVI SI ON OF A COVPREHENSI VE SPECTRUM OF
HEALTHCARE SERVI CES TO THE RESI DENTS OF NEW JERSEY. HWVH ENSURES THAT | TS

NETWORK PROVI DES MEDI CALLY NECESSARY HEALTHCARE SERVI CES TO ALL

JSA
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Schedule H (Form 990) 2022 HACKENSACK NMERI DI AN HEALTH, | NC. 01- 0649794 pPage 10
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.

I NDI VI DUALS | N A NON- DI SCRI M NATORY MANNER REGARDLESS OF RACE, COLOR,

CREED, SEX, NATIONAL ORIG N, RELI G ON OR ABILITY TO PAY. NO I NDI VI DUALS

ARE DENI ED NECESSARY MEDI CAL CARE, TREATMENT OR SERVI CES. THE NETWORK' S

ACTI VE HOSPI TALS | NCLUDE:

HACKENSACK UNI VERSI TY MEDI CAL CENTER,
JERSEY SHORE UNI VERSI TY MEDI CAL CENTER,
Rl VERVI EW MEDI CAL CENTER,

OCEAN UNI VERSI TY MEDI CAL CENTER,
SQUTHERN OCEAN MEDI CAL CENTER,
BAYSHORE MEDI CAL CENTER,

K. HOVNANI AN CHI LDREN S HOSPI TAL,

OLD BRI DGE MEDI CAL CENTER

RARI TAN BAY MEDI CAL CENTER,

PALI SADES MEDI CAL CENTER,

HWH CARRI ER CLI NI C,

JFK UNI VERSI TY MEDI CAL CENTER,

HACKENSACK MERI DI AN MOUNTAI NSI DE MEDI CAL CENTER,

JSA
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Schedule H (Form 990) 2022 HACKENSACK NMERI DI AN HEALTH, | NC.

01- 0649794 Page 10

=E1g@YIl 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.

- HACKENSACK MERI DI AN PASCACK VALLEY MEDI CAL CENTER,

- JFK JOHNSON REHABI LI TATI ON | NSTI TUTE,

- JOHNSON REHABI LI TATI ON | NSTI TUTE AT OCEAN UN VERSI TY MEDI CAL CENTER,
- JOSEPH M SANZARI CHI LDREN S HOSPI TAL AND

- HACKENSACK MERI DI AN LTACH

EACH OF THESE HOSPI TALS OPERATES CONSI STENTLY W TH THE CRI TERI A OUTLI NED

IN I RS REVENUE RULI NG 69-545.

PLEASE REFER TO SCHEDULE R FOR A LI STI NG OF ALL AFFI LI ATED ORGANI ZATI ONS.

QUALI TY, SAFETY AND CONSI STENCY ARE AT THE CORE OF WHAT WE BRI NG TO THE
PEOPLE OF NEW JERSEY AND TO THOSE WHO TRAVEL HERE FOR OUR CARE AND
SERVI CES. THE PHYSI CI ANS AND CAREG VERS FROM HACKENSACK MERI DI AN HEALTH
ARE AMONG THE FI NEST I N THE NATI ON - STREAMLI NI NG CARE, PUTTI NG THEI R
HEARTS AND M NDS | NTO THE CARE THEY PROVI DE, OFFERI NG PATI ENTS MORE

OPTI ONS AND DI SCOVERI NG AND | NNOVATI NG FOR TOMORROW

JSA
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Schedule H (Form 990) 2022 HACKENSACK NMERI DI AN HEALTH, | NC. 01- 0649794 pPage 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.

HACKENSACK MERI DI AN HEALTH COMBI NES THE EXCELLENCE AND | NNOVATI ON OF

ACADEM C MEDI CAL CENTERS W TH THE CONVENI ENCE AND COWMPASSI ON OF

COVMUNI TY- BASED CARE AND SERVI CES. THE NETWORK CONSI STS OF 18 HOSPI TALS,

| NCLUDI NG THREE ACADEM C MEDI CAL CENTERS, TWO CHI LDREN' S HOSPI TALS,

TWELVE ACUTE CARE HOSPI TALS, PHYSI Cl AN PRACTI CES, MORE THAN 120

AMBULATORY CARE CENTERS, SURCGERY CENTERS, HOVE HEALTH SERVI CES, LONG TERM

CARE AND ASSI STED LI VI NG COMWUNI TI ES, AVMBULANCE SERVI CES, LI FESAVI NG Al R

MEDI CAL TRANSPORTATI ON, FI TNESS AND WELLNESS CENTERS, REHABI LI TATI ON

CENTERS AND URGENT CARE AND AFTER- HOURS CENTERS.

HACKENSACK MERI DI AN HEALTH ALSO TRAI NS TOMORROW S DOCTORS AND ALLI ED

HEALTH PROFESSI ONALS AND CONDUCTS SI GNI FI CANT RESEARCH THAT RESULTS I N

NEW WAYS OF PREVENTI NG AND TREATI NG DI SEASE.

JSA
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Schedule H (Form 990) 2022 HACKENSACK NMERI DI AN HEALTH, | NC. 01- 0649794 pPage 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.

SCHEDULE H, PART VI, QUESTION 7

NOT APPLI CABLE. THE ENTI TY AND RELATED PROVI DER ORGANI ZATI ONS ARE LOCATED

I N NEW JERSEY. NO COMMUNI TY BENEFI T REPORT | S FILED WTH THE STATE OF NEW

JERSEY. HACKENSACK MERI DI AN HEALTH PREPARES AN ANNUAL COVMUNI TY BENEFI T

REPORT WHI CH I T MAKES AVAI LABLE TO THE PUBLI C.

JSA
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SCHEDULE | Grants and Other Assistance to Organizations, | OMB No. 1545-0047

(Form 990) Governments, and Individuals in the United States 2@22
Complete if the organization answered "Yes" on Form 990, Part 1V, line 21 or 22.
b Attach to Form 990. Open to Public
epartment of the Treasury .
Internal Revenue Service Go to www.irs.gov/Form990 for the latest information. Inspection
Name of the organization HACKENSACK MERI DI AN HEALTH, | NC. Employer identification number
- SUBORDI NATES 01- 0649794

General Information on Grants and Assistance
1 Does the organization maintain records to substantiate the amount of the grants or assistance, the grantees' eligibility for the grants or assistance, and
the selection criteria used to award the grants Or @ssiStanCe? . . . . .t v v v v b i v v e e e e e e e e e e e e e e e e e e e e Yes |:| No
2 Describe in Part IV the organization's procedures for monitoring the use of grant funds in the United States.

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

1 (a) Name and address of organization (b) EIN (c) IRC section (d) Amount of cash (e) Amount of ((ft)uo'\gﬁtrllzﬁvc,fa\é?alrua?ggln () Description of (h) Purpose of grant
or government (if applicable) grant noncash assistance ’ othér) ’ noncash assistance or assistance

(1) ADLER APHASI A CENTER

60 WEST HUNTER AVENUE MAYWOOD, NJ 07607 02-0687863 [501(C)(3) 6, 000. FW SPONSCRSHI P
(2) AFRI CAN AMVERI CAN CHAMBER OF COWVERCE

ONE PENN CTR, RM 889 PHI LADELPH A, PA 19103 23- 2740204 |[501(C)(6) 17, 500. FW SPONSCRSHI P
(3)ALGONQUI N ARTS A NJ NONPROFI T CORP

60 ABE VOORHEES DRI VE MANASQUAN, NJ 08736 22- 3195260 [501(C)(3) 10, 000. FW SPONSCRSHI P
(4)ALLBRITTON, LLC

1000 WLSON BLVD 8TH FL ARLI NGTON, VA 22209 27-4022975 75, 000. FW SPONSCRSHI P
(5) AVERI CAN ACADEMY OF PEDI ATRICS, |NC.

50 M LLSTONE RD EAST W NDSOR, NJ 08520 36- 2275597 [501(C)(3) 13, 750. FW RESEARCH SUPPORT
(6) AVERI CAN CANCER SOCI ETY

1035 HOOPER AVE TOVS RI VER, NJ 08753 16- 0743902 |501(C)(3) 80, 000. FW RESEARCH SUPPORT
(7)AVERI CAN COLLEGE OF HEALTHCARE EXECUTI VES

3439 EAGLE WAY CHI CAGO, |IL 60678-1034 36-3208430 [501(C)(6) 6, 500. FW SPONSCRSHI P
(8) AVERI CAN HEART ASSCCI ATI ON

208 WEST END AVE BRI DGEWATER, NJ 08807 13-5613797 |501(C) (3) 40, 000. FW RESEARCH SUPPORT
(9) AMVERI CAN LUNG ASSOCI ATI ON

55 WWACKER DR, STE 1150 CHI CAGO, |L 60601 13-1632524 |501(C)(3) 10, 000. FW RESEARCH SUPPORT

(10) AVERI CAN RED CROSS

209 FAI RFI ELD ROAD FAI RFI ELD, NJ 07004 53-0196605 [501(C)(3) 10, 000. FW SPONSCRSHI P

(11) ARTHRI TI' S FOUNDATI ON

555 RTE 1 S STE 220 I SELIN, NJ 08830-2000 58- 1341679 |[501(C)(3) 15, 000. FW SPONSCRSHI P

(12) BERGEN VOLUNTEER MEDI CAL | NI TI ATI VE, | NC

75 ESSEX ST, STE 100 HACKENSACK, NJ 07601 20- 2633437 [501(C)(3) 22, 500. FW SPONSCRSHI P
2 Enter total number of section 501(c)(3) and government organizations listed inthe line Ltable , . . . . . . . . . o v i v i i i i v i b e e e e e, 69
3 Enter total number of other organizations listed inthe line Ltable. . . . . . . . . o 0 i 0 i i i e i e e e e e e e e e e e e e e e e e e e s 20

For Paperwork Reduction Act Notice, see the Instructions for Form 990. Schedule | (Form 990) 2022
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SCHEDULE | Grants and Other Assistance to Organizations, | OMB No. 1545-0047

(Form 990) Governments, and Individuals in the United States 2022
Complete if the organization answered "Yes" on Form 990, Part 1V, line 21 or 22.

Department of the Treasury Attach to Form 990. Open to P.Ub”C
Internal Revenue Service Go to www.irs.gov/Form990 for the latest information. Inspection
Name of the organization HACKENSACK MERI DI AN HEALTH, | NC. Employer identification number

- SUBORDI NATES 01- 0649794

il General Information on Grants and Assistance

1 Does the organization maintain records to substantiate the amount of the grants or assistance, the grantees' eligibility for the grants or assistance, and

the selection criteria used to award the grants Or @ssiStanCe? . . . . .t v v v v b i v v e e e e e e e e e e e e e e e e e e e e Yes |:| No

2 Describe in Part IV the organization's procedures for monitoring the use of grant funds in the United States.

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

1 (a) Name and address of organization (b) EIN (c) IRC section (d) Amount of cash (e) Amount of ((ft)uo'\gﬁtrllzﬁvc,fa\é?alrua?ggln () Description of (h) Purpose of grant
or government (if applicable) grant noncash assistance ’ othér) ’ noncash assistance or assistance
(1) Bl G BROTHERS BI G SI STERS MON M DDLESEX
174 MAIN STREET EATONTOWN, NJ 07724 22- 2155416 |[501(C)(3) 25, 000. FW CHI LDREN S HEALTH
(2)BOY SCOUTS OF AMERI CA, MONMOUTH CNSL
705 G NESI DR MORGANVI LLE, NJ 07751 21- 0634963 [501(C)(3) 30, 000. FW SPONSCRSHI P
(3) CHRI STOPHER REEVE FOUNDATI ON
636 MORRI S TPK STE 3A SHORT HILLS, NJ 07078 22-2939536 |[501(C)(3) 7, 500. FW SPONSCRSHI P
(4) CLEAN OCEAN ACTI ON
49 AVENEL BOULEVARD LONG BRANCH, NJ 07740 22-2897204 |[501(C)(3) 8, 500. FW SPONSCRSHI P
(5) COMMERCE AND | NDUSTRY ASS OF NJ
365 W PASSAI C ST ROCHELLE PARK, NJ 07662 22-0766160 [501(C)(6) 9, 900. FW SPONSCRSHI P
(6) COUNT BASI E THEATRE | NC
99 MONMOUTH STREET RED BANK, NJ 07701 22-1950890 [501(C)(3) 442, 590. FW SPONSCRSHI P
(7) CONTY OF BERGEN
ONE BERGEN CTY PLZA HACKENSACK, NJ 07601 22-6002426 | GOVERNVENT 10, 000. FW SPONSCRSHI P
(8) DRUMIHWACKET FOUNDATI ON | NC.
354 STOCKTON STREET PRI NCETON, NJ 08540 22- 2429563 |[501(C)(3) 50, 000. FW SPONSCRSHI P
(9) EDI SON CHAMBER OF COMVERCE
939 AMBOY AVENUE EDI SON, NJ 08837 22-1841265 |[501(C)(6) 7, 500. FW SPONSCRSHI P
(10) EDI SON TOMSH P
100 MUNI Cl PAL BLVD EDI SON, NJ 08817 22-6002241 10, 000. FW SPONSCRSHI P
(11) EXECUTI VE WOVEN OF NJ CHARI TABLE TRUST
PO BOX 925 VOORHEES, NJ 08043 22-6534516 |[501(C)(3) 12, 000. FW SPONSCRSHI P
(12) FELI G AN UNI VERSI TY
262 SOQUTH MAI N STREET LCDI, NJ 07644 22-1912028 |[501(C)(3) 7, 500. FW SPONSCRSHI P
2 Enter total number of section 501(c)(3) and government organizations listed inthe line Ltable , . . . . . . . . . o v i v i i i i v i b e e e e e,
3 Enter total number of other organizations listed inthe line Ltable. . . . . . . . . o 0 i 0 i i i e i e e e e e e e e e e e e e e e e e e e s
For Paperwork Reduction Act Notice, see the Instructions for Form 990. Schedule | (Form 990) 2022
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SCHEDULE | Grants and Other Assistance to Organizations, | OMB No. 1545-0047

(Form 990) Governments, and Individuals in the United States 2022
Complete if the organization answered "Yes" on Form 990, Part 1V, line 21 or 22.

Department of the Treasury Attach to Form 990. Open to P.Ub”C
Internal Revenue Service Go to www.irs.gov/Form990 for the latest information. Inspection
Name of the organization HACKENSACK MERI DI AN HEALTH, | NC. Employer identification number

- SUBORDI NATES 01- 0649794

il General Information on Grants and Assistance

1 Does the organization maintain records to substantiate the amount of the grants or assistance, the grantees' eligibility for the grants or assistance, and

the selection criteria used to award the grants Or @ssiStanCe? . . . . .t v v v v b i v v e e e e e e e e e e e e e e e e e e e e Yes |:| No

2 Describe in Part IV the organization's procedures for monitoring the use of grant funds in the United States.

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

1 (a) Name and address of organization (b) EIN (c) IRC section (d) Amount of cash (e) Amount of ((ft)uo'\gﬁtrllzﬁvc,fa\é?alrua?ggln () Description of (h) Purpose of grant
or government (if applicable) grant noncash assistance ’ othér) ’ noncash assistance or assistance
(1) FI GHTI NG CHI LDRENS CANCER FDN I NC.
P. 0. BOX 138 READI NGTON, NJ 08870 22- 3564371 [501(C)(3) 9, 375. FW SPONSCRSHI P
(2) FI LI PI NO AVERI CAN FESTI VAL, I NC.
P. 0. BOX 183 FAI RLAWN, NJ 07410 37-3389726 6, 000. FW SPONSCRSHI P
(3) FI LM 1 NDEPENDENT | NC.
5670 W LSHI RE BLVD LOS ANGELES, CA 90036 95- 3943485 [501(C)(3) 10, 000. FW SPONSCRSHI P
(4) FOODCI RCUS SUPERMVARKETS, | NC.
853 NJ-35 M DDLETOWN, NJ 07748 21- 0678353 6, 500. FW SPONSCRSHI P
(5) FULFI L (FOOD BANK OF MON- OCN COUNTI ES)
3300 NJ 66 NEPTUNE, NJ 07753 22-2622522 [501(C)(3) 7, 500. FW SPONSCRSHI P
(6) GREENVOOD LAKE Al R SHOWN LLC
126 Al RPORT RCAD WEST M LFORD, NJ 07480 46- 2784918 10, 000. FW SPONSCRSHI P
(7) HACKENSACK CHAMBER OF COMVERCE
66 MOORE STREET HACKENSACK, NJ 07601 22-1717794 |501(C)(6) 10, 000. FW SPONSCRSHI P
(8) HACKENSACK RI VERKEEPER, | NC.
231 MAIN STREET HACKENSACK, NJ 07601 22-3530496 |[501(C)(3) 8, 500. FW SPONSCRSHI P
(9) | MVACULATE HEART ACADEMY
500 VAN EMBURGH AVE WASHI NGTON , NJ 07675 16- 0926742 |501(C) (3) 10, 000. FW SPONSCRSHI P
(10) I NSTI TUTE FOR ADVANCED CLIN TRIALS FOR CHLD
9200 CORPORATE BLVD ROCKVI LLE, MD 20850 81-2076517 |[501(C)(3) 25, 000. FW SPONSCRSHI P
(11) I NTERFAI TH NEI GHBORS, | NC.
810 FOURTH AVENUE ASBURY PARK, NJ 07712 22-2896129 |[501(C)(3) 40, 000. FW SPONSCRSHI P
(12) JAZZ HOUSE KI DS I NC
347 BLOOVFI ELD AVE MONTCLAIR, NJ 07042 56- 2303577 [501(C)(3) 10, 000. FW SPONSCRSHI P
2 Enter total number of section 501(c)(3) and government organizations listed inthe line Ltable , . . . . . . . . . o v i v i i i i v i b e e e e e,
3 Enter total number of other organizations listed inthe line Ltable. . . . . . . . . o 0 i 0 i i i e i e e e e e e e e e e e e e e e e e e e s
For Paperwork Reduction Act Notice, see the Instructions for Form 990. Schedule | (Form 990) 2022
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SCHEDULE | Grants and Other Assistance to Organizations, | OMB No. 1545-0047

(Form 990) Governments, and Individuals in the United States 2022
Complete if the organization answered "Yes" on Form 990, Part 1V, line 21 or 22.

Department of the Treasury Attach to Form 990. Open to P.Ub”C
Internal Revenue Service Go to www.irs.gov/Form990 for the latest information. Inspection
Name of the organization HACKENSACK MERI DI AN HEALTH, | NC. Employer identification number

- SUBORDI NATES 01- 0649794

il General Information on Grants and Assistance

1 Does the organization maintain records to substantiate the amount of the grants or assistance, the grantees' eligibility for the grants or assistance, and

the selection criteria used to award the grants Or @ssiStanCe? . . . . .t v v v v b i v v e e e e e e e e e e e e e e e e e e e e Yes |:| No

2 Describe in Part IV the organization's procedures for monitoring the use of grant funds in the United States.

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

1 (a) Name and address of organization (b) EIN (c) IRC section (d) Amount of cash (e) Amount of ((ft)uo'\gﬁtrllzﬁvc,fa\é?alrua?ggln () Description of (h) Purpose of grant
or government (if applicable) grant noncash assistance ’ othér) ’ noncash assistance or assistance
(1) JDRF | NTERNATI ONAL
200 VESEY STREET NEW YORK, NY 10281 23-1907729 |[501(C)(3) 50, 000. FW SPONSCRSHI P
(2) KEEPI NG BABI ES SAFE | NC.
16 MOUNT BETHEL RD WARREN, NJ 07059 45- 2955811 [501(C)(3) 15, 000. FW SPONSCRSHI P
(3) KOREAN AMERI CAN ASSN OF NJ
21 GRAND AVE 216-B PALI SADES PARK, NJ 07650 23-3782785 [501(C)(3) 10, 000. FW SPONSCRSHI P
(4) LEAD NEW JERSEY
20 NASSAU ST., STE 235B PRI NCETON, NJ 08542 47-2471572 [501(C) (3) 34, 000. FW SPONSCRSHI P
(5) LEUKEM A & LYMPHOVA SOCI ETY
14 COMMERCE DRI VE CRANFORD, NJ 07106 13-5644916 |501(C)(3) 15, 000. FW SPONSCRSHI P
(6) LUNCH BREAK, | NC.
P. 0. BOX 2215 RED BANK, NJ 07701 22- 2440028 |[501(C)(3) 5, 500. FW SPONSCRSHI P
(7) MARCH OF DI MES, |NC.
P. 0. BOX 18819 ATLANTA, GA 31126 13-1846366 |501(C)(3) 15, 000. FW CHI LDREN S HEALTH
(8) METUCHEN DOWNTOWN ALLI ANCE A NJ NFP CORP
10 STATI ON PLACE METUCHEN, NJ 08840 81- 1396225 [501(C)(3) 55, 000. FW SPONSCRSHI P
(9) MONMDUTH COUNTY  SPCA
260 WALL STREET EATONTOMWN, NJ 07724 21-0679893 [501(C)(3) 10, 000. FW SPONSCRSHI P
(10) MONMOUTH PARK CHARI TY FUND
175 OCEANPORT AVE OCEANPORT, NJ 07757 22-6063135 [501(C)(3) 25, 000. FW SAFETY & WELLNESS
(11) MRRI'S ARTS
14 MAPLE AVE MORRI STOAN, NJ 07960 22-2012936 |[501(C)(3) 10, 000. FW SPONSCRSHI P
(12) NAI OP NEW JERSEY CHAPTER | NC
317 GEORGE ST NEW BRUNSW CK, NJ 08901 22-2864482 |[501(C)(6) 7, 250. FW SPONSCRSHI P
2 Enter total number of section 501(c)(3) and government organizations listed inthe line Ltable , . . . . . . . . . o v i v i i i i v i b e e e e e,
3 Enter total number of other organizations listed inthe line Ltable. . . . . . . . . o 0 i 0 i i i e i e e e e e e e e e e e e e e e e e e e s
For Paperwork Reduction Act Notice, see the Instructions for Form 990. Schedule | (Form 990) 2022
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SCHEDULE | Grants and Other Assistance to Organizations, | OMB No. 1545-0047

(Form 990) Governments, and Individuals in the United States 2022
Complete if the organization answered "Yes" on Form 990, Part 1V, line 21 or 22.

Department of the Treasury Attach to Form 990. Open to P.Ub”C
Internal Revenue Service Go to www.irs.gov/Form990 for the latest information. Inspection
Name of the organization HACKENSACK MERI DI AN HEALTH, | NC. Employer identification number

- SUBORDI NATES 01- 0649794

il General Information on Grants and Assistance

1 Does the organization maintain records to substantiate the amount of the grants or assistance, the grantees' eligibility for the grants or assistance, and

the selection criteria used to award the grants Or @ssiStanCe? . . . . .t v v v v b i v v e e e e e e e e e e e e e e e e e e e e Yes |:| No

2 Describe in Part IV the organization's procedures for monitoring the use of grant funds in the United States.

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

1 (a) Name and address of organization (b) EIN (c) IRC section (d) Amount of cash (e) Amount of ((ft)uo'\gﬁtrllzﬁvc,fa\é?alrua?ggln () Description of (h) Purpose of grant
or government (if applicable) grant noncash assistance ’ othér) ’ noncash assistance or assistance
(1) NATI ONAL VB SOCI ETY
733 THI RD AVE, 3RD FL NEW YORK, NY 10017 13-5661935 |501(C)(3) 13, 000. FW SPONSCRSHI P
(2) NEW JERSEY ALLI ANCE FOR ACTI ON | NC.
91 FI ELDCREST AVE, STE A24 EDI SON, NJ 08837 22-2083382 [501(C)(6) 5, 100. FW SPONSCRSHI P
(3) NEW JERSEY BUSI NESS & | NDUSTRY ASSOC
310 PASSAI C AVE FAI RFI ELD, NJ 07004 21- 0506685 16, 000. FW SPONSCRSHI P
(4) NEW JERSEY FORWARD | NC
494 BROAD ST, 6TH FL NEWARK, NJ 07102 87-3898400 100, 000. FW SPONSCRSHI P
(5) NEW JERSEY FUTURE
16 W LAFAYETTE ST TRENTON, NJ 08608 22-2879323 [501(C)(3) 10, 000. FW SPONSCRSHI P
(6) NEW JERSEY HEALTH CARE QUALI TY | NSTI TUTE
P. 0. BOX 2246 PRI NCETON, NJ 08543 31- 1530922 [501(C)(3) 10, 000. FW SPONSCRSHI P
(7) NEW JERSEY SYMPHONY ORCHESTRA
60 PARK PLACE, 9TH FL NEWARK, NJ 07102 22- 1559422 |[501(C)(3) 150, 000. FW SPONSCRSHI P
(8) THE NEWARK ART MUSEUM ASSOCI ATI ON
49 WASHI NGTON ST NEWARK, NJ 07102 22-1487275 [501(C)(3) 12, 500. FW SPONSCRSHI P
(9) NEWARK MUSEUM ASSOCI ATI ON
49 WASHI NGTON ST NEWARK, NJ 07102 22-1487275 [501(C)(3) 12, 500. FW SPONSCRSHI P
(10) NI SHARI NG NETWORK FDN
691 CENTRAL AVE NEW PROVI DENCE, NJ 07974 20- 2737719 |[501(C)(3) 50, 000. FW SPONSCRSHI P
(11) NURSES W TH GLOBAL | MPACT, | NC.
800 FIFTH AVE, APT 20C NEW YORK, NY 10065 82-4251521 10, 000. FW SPONSCRSHI P
(12) PARKINSONS UNI TY WALK | NC.
P. 0. BOX 275 KINGSTON, NJ 08528 13-3842415 |501(C)(3) 8, 000. FW SPONSCRSHI P
2 Enter total number of section 501(c)(3) and government organizations listed inthe line Ltable , . . . . . . . . . o v i v i i i i v i b e e e e e,
3 Enter total number of other organizations listed inthe line Ltable. . . . . . . . . o 0 i 0 i i i e i e e e e e e e e e e e e e e e e e e e s
For Paperwork Reduction Act Notice, see the Instructions for Form 990. Schedule | (Form 990) 2022
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SCHEDULE | Grants and Other Assistance to Organizations, | OMB No. 1545-0047

(Form 990) Governments, and Individuals in the United States 2022
Complete if the organization answered "Yes" on Form 990, Part 1V, line 21 or 22.

Department of the Treasury Attach to Form 990. Open to P.Ub”C
Internal Revenue Service Go to www.irs.gov/Form990 for the latest information. Inspection
Name of the organization HACKENSACK MERI DI AN HEALTH, | NC. Employer identification number

- SUBORDI NATES 01- 0649794

il General Information on Grants and Assistance

1 Does the organization maintain records to substantiate the amount of the grants or assistance, the grantees' eligibility for the grants or assistance, and

the selection criteria used to award the grants Or @ssiStanCe? . . . . .t v v v v b i v v e e e e e e e e e e e e e e e e e e e e Yes |:| No

2 Describe in Part IV the organization's procedures for monitoring the use of grant funds in the United States.

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

1 (a) Name and address of organization (b) EIN (c) IRC section (d) Amount of cash (e) Amount of ((ft)uo'\gﬁtrllzﬁvc,fa\é?alrua?ggln () Description of (h) Purpose of grant
or government (if applicable) grant noncash assistance ’ othér) ’ noncash assistance or assistance
(1) PARTNERS FOR HEALTH, I NC
54 PLYMOUTH ST MONTCLAIR, NJ 07042 22-3122804 |[501(C)(3) 10, 000. FW SPONSCRSHI P
(2)POLICE UNITY TOUR SOUTHERN CALI FORNI A
23890 COPPER HI LL DR VALENCI A, CA 91354 26- 4384010 [501(C)(3) 8, 000. FW SPONSCRSHI P
(3) PONY POAER THERAPI ES, | NC.
1170 RAVAPO VALLEY RD MAHWAH, NJ 07430 20- 3210841 [501(C)(3) 10, 000. FW SPONSCRSHI P
(4) PREFERRED BEHAVI ORAL HEALTH OF NJ, INC
700 Al RPORT RD LAKEWOCD, NJ 08701 22-2196988 |[501(C)(3) 7, 500. FW SPONSCRSHI P
(5) PRESCHOOL ADVANTAGE | NC.
25 LINDSLEY DR #307 MORRI STOAN, NJ 07960 22-3360099 [501(C)(3) 7, 500. FW SPONSCRSHI P
(6) ST. JOSEPH HOSP & MED CENTER FDN, | NC
P. O BOX 29000, NEWARK, NJ 07101-9888 23- 2649362 [501(C)(3) 31, 500. FW SPONSCRSHI P
(7)ST. JOSEPH S UNIVERSI TY MED CENTER, |NC
703 MAIN STREET PATERSON, NJ 07503 22-1487602 |[501(C)(3) 6, 500. FW SPONSCRSHI P
(8) STEPHEN SI LLER TUNNEL TO TOWERS FDN
2361 HYLAN BLVD STATEN | SLAND, NY 10306 02- 0554654 [501(C)(3) 10, 000. FW SPONSCRSHI P
(9)SUMM T HEALTH CARES
150 FLORAL AVE NEW PROVI DENCE, NJ 07974 46- 3355413 [501(C)(3) 10, 000. FW SPONSCRSHI P
(10) SUSAN G KOVEN BREAST CANCER FDN, I NC.
4 CAMPUS DR, STE 110 PARSI PPANY, NJ 07054 75- 1835298 [501(C)(3) 45, 000. FW SPONSCRSHI P
(11) THE ARNOLD GOLD FOUNDATI ON
619E PALI| SADES AVE 22-3052098 |[501(C)(3) 30, 000. FW SPONSCRSHI P
(12) THE FORGET ME NOT FOUNDATI ON
225 LAKEVI EW DR RI DGEWOCD, NJ 07450 27-1844929 10, 000. FW SPONSCRSHI P
2 Enter total number of section 501(c)(3) and government organizations listed inthe line Ltable , . . . . . . . . . o v i v i i i i v i b e e e e e,
3 Enter total number of other organizations listed inthe line Ltable. . . . . . . . . o 0 i 0 i i i e i e e e e e e e e e e e e e e e e e e e s
For Paperwork Reduction Act Notice, see the Instructions for Form 990. Schedule | (Form 990) 2022
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SCHEDULE | Grants and Other Assistance to Organizations, | OMB No. 1545-0047

(Form 990) Governments, and Individuals in the United States 2022
Complete if the organization answered "Yes" on Form 990, Part 1V, line 21 or 22.

Department of the Treasury Attach to Form 990. Open to P.Ub”C
Internal Revenue Service Go to www.irs.gov/Form990 for the latest information. Inspection
Name of the organization HACKENSACK MERI DI AN HEALTH, | NC. Employer identification number

- SUBORDI NATES 01- 0649794

il General Information on Grants and Assistance

1 Does the organization maintain records to substantiate the amount of the grants or assistance, the grantees' eligibility for the grants or assistance, and

the selection criteria used to award the grants Or @ssiStanCe? . . . . .t v v v v b i v v e e e e e e e e e e e e e e e e e e e e Yes |:| No

2 Describe in Part IV the organization's procedures for monitoring the use of grant funds in the United States.

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

1 (a) Name and address of organization (b) EIN (c) IRC section (d) Amount of cash (e) Amount of ((ft)uo'\gﬁtrllzﬁvc,fa\é?alrua?ggln () Description of (h) Purpose of grant
or government (if applicable) grant noncash assistance ’ othér) ’ noncash assistance or assistance
(1) THE NJ STATE CHAMBER OF COMMERCE
216 WEST STATE ST, 3RD FL TRENTON, NJ 08608 22-1153980 |[501(C)(6) 12, 000. FW SPONSCRSHI P
(2)NNER CI TY SCHOLARSHI P FUND
171 CLI FTON AVE NEWARK, NJ 07104 51- 0546401 [501(C)(3) 10, 000. FW SPONSCRSHI P
(3) TOWNSHI P OF NEPTUNE
P. O, BOX 336 NEPTUNE, NJ 07754 21- 6000913 6, 000. FW SPONSCRSHI P
(4) TOANSQUARE MEDI A MONMOUTH/ OCEAN- SHORE
8 ROBBINS ST, STE 201 TOVMS RIVER, NJ 08753 16- 1606764 78, 000. FW SPONSCRSHI P
(5) TWO RI VER THEATER COVPANY, | NC.
21 BRI DGE AVE RED BANK, NJ 07728 52- 1857757 |[501(C)(3) 60, 000. FW SPONSCRSHI P
(6) UNI TED WAY OF MONMOUTH & OCEAN COUNTI ES
1415 WYCKOFF RD FARM NGDALE, NJ 07727 22-1828435 |[501(C)(3) 16, 000. FW HEALTH & WELLNESS
(7)UNI TED WAY OF NORTHERN NEW JERSEY, |NC
222 RI DGEDALE AVE CEDAR KNOLLS, NJ 07927 22- 1487247 |501(C)(3) 7, 000. FW SPONSCRSHI P
(8) USA NORTHEAST PROVI NCE OF THE SOCI ETY OF JE
39 E 83RD ST NEW YORK, NY 10028 47-2184310 [501(C)(3) 25, 000. FW SPONSCRSHI P
(9) WCKOFF FAM LY YMCA
P. O, BOX 203 WYCKOFF, NJ 07481 22-2011431 |[501(C)(3) 50, 000. FW SPONSCRSHI P
(10) PALI SADES MEDI CAL ASSOCI ATES, LLC
343 THORNALL STREET EDI SON, NJ 08837 22-3814193 |[501(C)(3) 8, 033, 534. FW SUBSI DY
(11) HWH MEDI CAL GROUP- PRI MARY CARE, PC
343 THORNALL STREET EDI SON, NJ 08837 14-1981653 |501(C)(3) 19, 895, 668. FW SUBSI DY
(12) VERI DI AN MEDI CAL GROUP- SPECI ALTY CARE, PC
343 THORNALL STREET EDI SON, NJ 08837 14-1981647 |501(C)(3) 48, 241, 345. FW SUBSI DY
2 Enter total number of section 501(c)(3) and government organizations listed inthe line Ltable , . . . . . . . . . o v i v i i i i v i b e e e e e,
3 Enter total number of other organizations listed inthe line Ltable. . . . . . . . . o 0 i 0 i i i e i e e e e e e e e e e e e e e e e e e e s
For Paperwork Reduction Act Notice, see the Instructions for Form 990. Schedule | (Form 990) 2022
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SCHEDULE | Grants and Other Assistance to Organizations, | OMB No. 1545-0047

(Form 990) Governments, and Individuals in the United States 2022
Complete if the organization answered "Yes" on Form 990, Part 1V, line 21 or 22.

Department of the Treasury Attach to Form 990. Open to P.Ub”C
Internal Revenue Service Go to www.irs.gov/Form990 for the latest information. Inspection
Name of the organization HACKENSACK MERI DI AN HEALTH, | NC. Employer identification number

- SUBORDI NATES 01- 0649794

il General Information on Grants and Assistance

1 Does the organization maintain records to substantiate the amount of the grants or assistance, the grantees' eligibility for the grants or assistance, and

the selection criteria used to award the grants Or @ssiStanCe? . . . . .t v v v v b i v v e e e e e e e e e e e e e e e e e e e e Yes |:| No

2 Describe in Part IV the organization's procedures for monitoring the use of grant funds in the United States.

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

1 (a) Name and address of organization (b) EIN (c) IRC section (d) Amount of cash (e) Amount of ((ft)u MEIhOd of valuatioln (9) Description of (h) Purpose of grant
or government (if applicable) grant noncash assistance 00K, Fch)llt\ééspprmsa, noncash assistance or assistance
(1)HVH MEDI CAL GROUP- COWPLEX CARE, PC
343 THORNALL STREET EDI SON, NJ 08837 06- 1755230 [501(C)(3) 66, 551, 172. FW SUBSI DY
(2) HVH MEDI CAL GROUP- SPECI ALTY CARE, PC
343 THORNALL STREET EDI SON, NJ 08837 22-3376459 [501(C)(3) 124, 313, 693. FW SUBSI DY
(3) HUMC CARDI OVASCULAR PARTNERS, PC
343 THORNALL STREET EDI SON, NJ 08837 27-0614861 [501(C)(3) 21, 688, 582. FW SUBSI DY
(4) SOMC VEDI CAL GROUP, PC
343 THORNALL STREET EDI SON, NJ 08837 27-1412183 |[501(C)(3) 264, 601. FW SUBSI DY
(5) JFK MEDI CAL ASSCCI ATES, PA
343 THORNALL STREET EDI SON, NJ 08837 46-2219798 [501(C)(3) 27,636, 659. FW SUBSI DY
(6)
(7
(8)
(9)
(10)
(11)
(12)
2 Enter total number of section 501(c)(3) and government organizations listed inthe line Ltable , . . . . . . . . . o v i v i i i i v i b e e e e e,
3 Enter total number of other organizations listed inthe line Ltable. . . . . . . . . o 0 i 0 i i i e i e e e e e e e e e e e e e e e e e e e s
For Paperwork Reduction Act Notice, see the Instructions for Form 990. Schedule | (Form 990) 2022
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Schedule | (Form 990) (2022) HACKENSACK NMERI DI AN HEALTH, | NC. 01- 0649794 Page 2
eIl Grants and Other Assistance to Domestic Individuals. Complete if the organization answered "Yes" on Form 990, Part IV, line 22.
Part lll can be duplicated if additional space is needed.
(a) Type of grant or assistance (b) Number of (c) Amount of (d) Amount of (e) Method of valuation (book, (f) Description of non-cash assistance
recipients cash grant non-cash assistance FMV, appraisal, other)
1 EDUCATI ONAL SCHOLARSHI PS 161 495, 260.
2HARDSHI P ASSI STANCE 121 338, 457.
3
4
5
6
7
e\ Supplemental Information. Provide the information required in Part |, line 2, Part lll, column (b); and any other additional
information.

SCHEDULE |, PART I|; QUESTION 1

OVER THE YEARS, HACKENSACK MERI DI AN HEALTH HAS BEEN FORTUNATE ENOUGH TO
OFFER SUPPCRT TO CHARI TABLE ORGANI ZATI ONS THROUGH CHARI TABLE DONATI ONS | N

HACKENSACK MERI DI AN HEALTH S COVMUNI TY SERVI CE AREA.

ADDI TI ONALLY, HACKENSACK MERI DI AN ENCOURAGES | TS LEADERS, PHYSI Cl ANS, AND
TEAM MEMBERS TO SERVE ON THESE LOCAL CHARI TABLE ORGANI ZATI ON BOARDS AND
COW TTEES TO ENSURE THAT CONTRI BUTI ONS OFFERED THROUGH HACKENSACK

MERI DI AN ARE UTI LI ZED APPROPRI ATELY.

JSA
2E1504 1.000
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Schedule | (Form 990) (2022) HACKENSACK NMERI DI AN HEALTH, | NC. 01- 0649794

Page 2

eIl Grants and Other Assistance to Domestic Individuals. Complete if the organization answered "Yes" on Form 990, Part IV, line 22.

Part lll can be duplicated if additional space is needed.

(a) Type of grant or assistance (b) Number of (c) Amount of (d) Amount of () Method of valuation (book, (f) Description of non-cash assistance

recipients cash grant non-cash assistance FMV, appraisal, other)

7

e\ Supplemental Information. Provide the information required in Part |, line 2, Part lll, column (b); and any other additional
information.

HACKENSACK MERI DI AN ESTABLI SHES AN ANNUAL AMOUNT TO BE DONATED TO SUPPCORT
OTHER LOCAL TAX- EXEMPT CHARI TI ES AND UTI LI ZES THE FOLLON NG CRI TERIA I N
EVALUATI NG THE NUMEROUS REQUESTS RECEI VED FROM LOCAL TAX EXEMPT

CHARI TI ES:

- GROUPS THAT PROMOTE AWARENESS OF HEALTH- RELATED | SSUES;
- COVMUNI TY ASSCCI ATI ONS THAT HELP THOSE | N NEED OF BASI C NECESSI Tl ES
I NCLUDI NG BUT NOT LIMTED TO, FOOD, CLOTHI NG AND SHELTER;

- ORGANI ZATI ONS THAT ENCOURAGE YOUNG PECPLE TO ACH EVE THEI R POTENTI AL,

JSA
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Schedule | (Form 990) (2022) HACKENSACK NMERI DI AN HEALTH, | NC. 01- 0649794

Page 2

eIl Grants and Other Assistance to Domestic Individuals. Complete if the organization answered "Yes" on Form 990, Part IV, line 22.

Part lll can be duplicated if additional space is needed.

(a) Type of grant or assistance (b) Number of (c) Amount of (d) Amount of () Method of valuation (book, (f) Description of non-cash assistance

recipients cash grant non-cash assistance FMV, appraisal, other)

7

e\ Supplemental Information. Provide the information required in Part |, line 2, Part lll, column (b); and any other additional
information.

USE THEI R | MAG NATI ON, AND KEEP THEM SAFE FROM HARM AND

- SOCI AL SERVI CES THAT PROVI DE RELI EF AND COUNSELI NG TO THOSE SUFFERI NG

FROM ABUSE.

HACKENSACK MERI DI AN VERI FI ES THE USE OF CONTRI BUTED FUNDS BY ATTENDI NG
SUPPORTED EVENTS, REQUESTI NG COPI ES OF JOURNAL ADS OR PROOF OF
"FUNDED- BY" SI GNAGE, REVI EW NG ORGANI ZATI ONAL ANNUAL REPORTS, AND
VOLUNTEERI NG W TH THESE ORGANI ZATI ONS TO ENSURE THE ADVANCEMENT OF THE

SUPPORTED M SSI ON.

JSA
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Schedule | (Form 990) (2022) HACKENSACK NMERI DI AN HEALTH, | NC. 01- 0649794 Page 2
eIl Grants and Other Assistance to Domestic Individuals. Complete if the organization answered "Yes" on Form 990, Part IV, line 22.
Part lll can be duplicated if additional space is needed.
(a) Type of grant or assistance (b) Number of (c) Amount of (d) Amount of (e) Method of valuation (book, (f) Description of non-cash assistance
recipients cash grant non-cash assistance FMV, appraisal, other)

1

2

3

4

5

6

7

e\ Supplemental Information. Provide the information required in Part |, line 2, Part lll, column (b); and any other additional

information.

SCHEDULE |; PART 111

SCHOLARSHI PS AND HARDSHI P ASSI STANCE ARE AWARDED BASED ON AN ANALYSI S OF

CRI TERI A OF ESTABLI SHED POLI CY SET BY HACKENSACK MERI DI AN HEALTH, | NC.

THE SCHOLARSH P AND HARDSHI P ASSI STANCE RECI PI ENTS ARE SELECTED BY A

COW TTEE OF THE ORGANI ZATI ON BASED ON A REVI EW AND ANALYSI S OF THE

OBJECTI VE AND NONDI SCRI M NATCRY CRI TERI A

JSA
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SCHEDULE J Compensation Information |_ome no. 1545-0047

(Form 990) For certain Officers, Directors, Trustees, Key Employees, and Highest
Compensated Employees 2@22
Open to Public

Complete if the organization answered "Yes" on Form 990, Part IV, line 23.

Department of the Treasury Attach to Form 990.
Internal Revenue Service Go to www.irs.gov/Form990 for instructions and the latest information. Inspection
Name of the organization HACKENSACK MERI DI AN HEALTH, | NC. Employer identification number
- SUBORDI NATES 01- 0649794
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
BXPIAIN . L e e e e e e e e e e e e e e b | X

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

3 Indicate which, if any, of the following the 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 ittt 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? . . . . . . . . .. 40w .. 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 VI, Section A, line 1la, did the organization pay or accrue any
compensation contingent on the revenues 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 5a X
b Anyrelated organization? . . . . . . . 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 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 VI, Section A, line 1la, did the organization pay or accrue any
compensation contingent on the net earnings of:
a The organization? . . . . v i v v i it e s 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 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 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

Q0= | 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 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 9
For Paperwork Reduction Act Notice, see the Instructions for Form 990. Schedule J (Form 990) 2022
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Schedule J (Form 990) 2022 HACKENSACK MERI DI AN HEALTH, | NC. 01- 0649794 Page 2
FEIgQIl 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 VI, Section A, line 1a, applicable column (D) and (E) amounts for that
individual.

(B) Breakdown of W-2 and/or 1099-MISC and/or 1099-NEC 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 ®)([)-(D) in column (B) reported
compensation compensation reportablg compensation as d('a:fgrrrr:]ac;gg prior
compensatlon
ROBERT C. GARRETT 0) 2,549, 241. 1, 832, 399. 1, 292, 784. 277, 938. 32,417. 5,984, 779. 250, 000.
1 CEQ TRUSTEE (ii) NONE NONE NONE NONE NONE NONE NONE
MARK STAUDER 0) 1, 697, 375. 936, 749. 277, 208. 15, 250. 31, 009. 2,957, 591. NONE
2 CHAI RPERSOV COO (ii) NONE NONE NONE NONE NONE NONE NONE
ROBERT L. GLENNI NG 0) 1, 378, 293. 655, 678. 578, 577. 15, 250. 37, 883. 2, 665, 681. NONE
3 PRES, FIN & IT SVCS DIV, CFO (ii) NONE NONE| NONE NONE NONE| NONE NONE
| HOR SAWCZUK, M D. 0) 1, 663, 959. 542, 697. 335, 365. 27, 938. 29, 940. 2,599, 899. NONE
4 REG PRES, HOSPI TALS (ii) NONE NONE| NONE NONE NONE| NONE NONE
AUDREY C. MJURPHY, ESQ 0) 947, 437. 284, 437. 847, 509. 27, 938. 40, 325. 2,147, 646. 133, 822.
5 EVP, CO CH EF LEGAL OFFI CER (ii) NONE NONE| NONE NONE NONE| NONE NONE
PATRI CK YOUNG 0) 1,017, 079. 588, 004. 234, 002. 424, 346. 40, 067. 2, 303, 498. 150, 001.
6 PRES, POPULATI ON HEALTH (ii) NONE NONE| NONE NONE NONE| NONE NONE
KENNETH N. SABLE, M D. | 1, 082, 568. 403, 017. 235, 909. 186, 282. 44, 646. 1, 952, 422. 127, 468.
7 REG PRES, HOSPI TALS (ii) NONE NONE| NONE NONE NONE| NONE NONE
DANI EL VARGA, M D. 0) 1, 092, 955. 409, 415. 194, 560. 15, 250. 41, 248. 1, 753, 428. NONE
8 CH EF PHYSI Cl AN EXECUTI VE (ii) NONE NONE| NONE NONE NONE| NONE NONE
MARK D. SPARTA, M D. 0) 1, 050, 380. 277, 070. 276, 311. 104, 720. 40, 987. 1, 749, 468. 56, 930.
9 PRES HVH NORTH REG (ii) NONE NONE NONE NONE NONE NONE NONE
JAMES BLAZAR 0) 975, 093. 331, 817. 236, 983. 15, 250. 34, 494. 1, 593, 637. NONE
10 EVP, CH EF STRATEGY OFFI CER (ii) NONE NONE| NONE NONE NONE| NONE NONE
TI MOTHY J. HOGAN 0) 804, 164. 268, 247. 399, 751. 24, 400. 29, 982. 1, 526, 544. NONE
11 PRESI DENT, CTS (ii) NONE NONE NONE NONE NONE NONE NONE
DONNA SNI DER, CFA 0) 728, 900. 558, 348. 36, 850. 108, 669. 37, 567. 1,470, 334. NONE
12 SVP, CHI EF | NVESTMENT OFFI CER (ii) NONE NONE| NONE NONE NONE| NONE NONE
ANN B. GAVZY, ESQ 0) 855, 939. 273, 827. 248, 709. 24, 400. 32, 769. 1, 435, 644. NONE
13 EVP, CO CHI EF LEGAL OFFI CER (ii) NONE NONE| NONE NONE NONE| NONE NONE
ANDRE GOY 0) 829, 012. 268, 445. 255, 822. 15, 250. 29, 607. 1, 398, 136. NONE
14 PHYS IN CH EF ONC (ii) NONE NONE NONE NONE NONE NONE NONE
TODD VWAY 0) 868, 294. 318, 012. 158, 887. 15, 250. 30, 897. 1, 391, 340. 106, 563.
15 REG PRES| DENT, HOSPI TALS (ii) NONE NONE| NONE NONE NONE| NONE NONE
LI NDA MCHUGH 0) 887, 969. 234, 914. 207, 870. 15, 250. 30, 875. 1, 376, 878. 22, 500.
16 EVP CH EF EXP OFF, VICE CHAIR (ii) NONE NONE NONE NONE NONE| NONE NONE
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Schedule J (Form 990) 2022

HACKENSACK MERI DI AN HEALTH,

I NC.

01-0649794

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 VI, Section A, line 1a, applicable column (D) and (E) amounts for that

individual.

(B) Breakdown of W-2 and/or 1099-MISC and/or 1099-NEC 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 ®)([)-(D) in column (B) reported
compensation compensation reportable compensation as d('a:ferred on prior
compensation orm 990

JEFFREY BOSCAMP i) 694, 999. 198, 746. 283, 283. 10, 675. 3,877. 1,191, 580. NONE

1 INTERIM PRES & DEAN, SOM ii) NONE NONE| NONE NONE NONE NONE NONE
JOYCE HENDRI CKS i 619, 110. 360, 943. 145, 032. 15, 250. 28, 957. 1,169, 292. NONE

2 CH EF DEVEL OFFI CER ii) NONE NONE| NONE NONE NONE NONE NONE
JAMES CLARKE i 681, 002. 238, 031. 176, 522. 15, 250. 29, 749. 1, 140, 554. NONE

3 EVP & PRES, PHYSI Cl AN SERVI CES ii) NONE NONE| NONE NONE NONE NONE NONE
JAVWAD Kl RVANI i 849, 103. 196, 363. 24, 477. 15, 250. 37, 251. 1,122, 444. NONE

4 PHYSI Cl AN, LEADER ii) NONE NONE| NONE NONE NONE NONE NONE
THOVAS STEI NEKE i 977, 739. NONE| 28, 355. 15, 250. 37, 439. 1, 058, 783. NONE

5 PHYSI Cl AN, LEADER ii) NONE NONE| NONE NONE NONE NONE NONE
ANNE GOCDW LL- PRI TCHET | (i 637, 391. 152, 212. 193, 587. 15, 250. 15, 860. 1, 014, 300. NONE

6 EVP, REVENUE OPERATI ONS ii) NONE NONE| NONE NONE NONE NONE NONE
PAUL K. CHUNG M D. i 685, 058. 20, 000. 243, 560. 15, 250. 36, 818. 1, 000, 686. NONE

7 TRUSTEE/ MPI  PHYSI Cl AN ii) NONE NONE| NONE NONE NONE NONE NONE

THERESA BRODRI CK i 538, 181. 179, 937. 120, 406. 102, 288. 28, 957. 969, 769. 79, 125.

8 EVP, CHI EF NURSI NG EXECUTI VE ii) NONE NONE| NONE NONE NONE NONE NONE
KASH PATEL i 700, 302. 50, 000. 40, 757. 125, 872. 41, 394. 958, 325. NONE

9 EVP, CH EF DI G TAL, |NFO OFF ii) NONE NONE| NONE NONE NONE NONE NONE
DAVI D PERLI N i 542, 085. 131, 027. 131, 273. 15, 250. 18, 721. 838, 356. NONE
10 EVP, CH EF SCl ENTI FI C OFFI CER ii) NONE NONE| NONE NONE NONE NONE NONE
PRANAYCHANDRA VAI DYA, i 700, 206. 32, 924. 36, 635. 15, 250. 27,471. 812, 486. NONE
11 TRUSTEE/ MED DI R ii) NONE NONE| NONE NONE NONE NONE NONE
Al DA CAPO, M D. i 659, 699. 15, 000. 10, 229. 15, 250. 37,134. 737, 312. NONE
12 TRUSTEE/ MEDI CAL DI RECTOR PMA ii) 25, 120. NONE| NONE NONE NONE 25, 120. NONE
AM E THORNTON i 510, 806. 110, 985. 23, 871. 67, 522. 3,047. 716, 231. NONE
13 TRUSTEE/ SEC/ TREASURER/ CHF ii) NONE NONE| NONE NONE NONE NONE NONE
REA NA FOLEY i 464, 691. 99, 058. 23, 495. 89, 315. 29, 774. 706, 333. NONE
14 EVP, CH EF TRANSFORMATI ON OFFI ii) NONE NONE| NONE NONE NONE NONE NONE
CATHERI NE A. Al NORA i 202, 069. 404, 279. 69, 878. 12, 720. 5, 356. 694, 302. NONE
15 EVP, ClO (T 4/2/2022) ii) NONE NONE| NONE NONE NONE NONE NONE
DONALD J. PARKER i 431, 911. 153, 305. 50, 728. 15, 212. 28, 516. 679, 672. NONE
16 TRUSTEE/ PRES CARRI ER CLINI C ii) NONE NONE NONE NONE NONE NONE NONE
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Schedule J (Form 990) 2022

HACKENSACK MERI DI AN HEALTH,

I NC.

01-0649794

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 VI, Section A, line 1a, applicable column (D) and (E) amounts for that

individual.
(B) Breakdown of W-2 and/or 1099-MISC and/or 1099-NEC 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 reportable compensation as d('a:fg:;?c;gg prior
compensation
DAVI D KOUNTZ 0) 476, 567. 88, 360. 41,941. 24, 400. 29, 208. 660, 476. NONE
1 VP, ACADEM C DI VERSI TY & CAO (ii) NONE NONE| NONE NONE NONE| NONE NONE
HARPREET PALL, M D. 0) 495, 262. 80, 152. 35, 781. 15, 250. 15, 169. 641, 614. NONE
2 TRUSTEE/ DEPARTMENT CHAI R (ii) NONE NONE| NONE NONE NONE| NONE NONE
RI CHARD M NEI BART, M | () 550, 002. NONE| 29, 426. 15, 250. 6, 215. 600, 893. NONE
3 TRUSTEE/ SRVC MEDI CAL DI R (ii) NONE NONE| NONE NONE NONE| NONE NONE
SURI PONAMGE , M D. 0) 426, 167. 15, 000. 3,519. 15, 250. 28, 908. 488, 844. NONE
4 TRUSTEE/ CHAI RMAN SUR(T 7/ 2022) (ii) NONE NONE| NONE NONE NONE| NONE NONE
SURENDER M GROVER, M | ) 259, 401. NONE| 3, 582. 13, 000. 1, 673. 277, 656. NONE
5 SECRETARY/ VI CE CHAIR, MD DEPT (ii) NONE NONE| NONE NONE NONE| NONE NONE
HANS SCHM DT 0) 205, 284. 5, 883. NONE 3,792. NONE 214, 959. NONE
6 CH EF, BARI ATRIC/M N I NV SURG (ii) NONE NONE| NONE NONE NONE| NONE NONE
MARK D. SCHLESI NGER, M | () 155, 472. 15, 443. 3, 150. 6, 300. 12, 997. 193, 362. NONE
7 TRUSTEE/ CHAI R, ANESTHESI OLOGY (ii) 2, 000. NONE| NONE NONE NONE| 2, 000. NONE
ADRI AN M PRI STAS, MD | 132, 464. 20, 000. 1, 534. 8, 024. 22, 369. 184, 391. NONE
8 TRUSTEE/ CORP. MEDI CAL DI RECTOR | (ii) 94, 111. NONE| 478. NONE 5, 050. 99, 639. NONE
STEVEN LI SSER, M D. 0) 155, 766. NONE| NONE NONE NONE 155, 766. NONE
9 TRUSTEE/ ASSOC MED DI R ORTHO (ii) 13, 123. NONE| NONE NONE NONE| 13, 123. NONE
0]
10 (if)
0]
11 (ii)
0]
12 (ii)
0]
13 (if)
0]
14 (if)
0]
15 (ii)
0]
16 (ii)
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Schedule J (Form 990) 2022 HACKENSACK NMERI DI AN HEALTH, | NC.

01-0649794

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, PART |; QUESTION 1A

CERTAI N BENEFI TS, SUCH AS COVPANI ON TRAVEL, ARE PROVI DED ONLY AS

EXCEPTI ONS TO CORPORATE POLI CY | N COVPELLI NG Cl RCUMSTANCES | NVOLVI NG
STRONG BUSI NESS PURPOSES. WHEN THESE BUSI NESS- RELATED BENEFI TS ARE
APPROVED AND PROVI DED, HWVH ALSO PROVI DES RElI MBURSEMENT OF THE TAX, SO
THAT THE BENEFI T | S PROVI DED W THOUT COST TO THE | NDI VI DUAL. THE TAX

REI MBURSEMENTS WERE TREATED AS TAXABLE | NCOVE AND REPCORTED AS SUCH ON THE
FORM W2 (OR 1099-M SC, IN THE CASE OF A BOARD MEMBER), AND | NCLUDED | N

THE AMOUNTS REPORTED | N SCHEDULE J FCR LI STED | NDI VI DUALS.

FI RST CLASS TRAVEL: HVH HAS A DETAI LED AND THOROUGH CORPORATE POLI CY ON
REI MBURSEMENT OF BUSI NESS EXPENSES, | NCLUDI NG EXPENSES OF TRAVEL FOR

BUSI NESS PURPOSES. THE HVH EXPENSE RElI MBURSEMENT POLI CY GENERALLY

PROHI BI TS FI RST CLASS TRAVEL, BUT ALLOWS AN UPGRADE | N VERY LI M TED

Cl RCUMSTANCES. HWVH ENCOURAGES SENI OR LEADERS TO UTI LI ZE THE TRAI N NETWORK
FOR TRAVEL WHEN APPROPRI ATE. HWH S POLI CY ALLOAS FOR BUSI NESS CLASS

TRAVEL (WHI CH CAN BE THE EQUI VALENT OF FI RST CLASS TRAVEL, WHERE BUSI NESS

JSA
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Schedule J (Form 990) 2022 HACKENSACK NMERI DI AN HEALTH, | NC.

01-0649794

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.

CLASS IS THE ONLY CLASS ABOVE ECONOWY/ COACH), |F THE TRAVEL SEGVENT
EXCEEDS TEN HOURS OF SCHEDULED FLYI NG TI ME OR | F APPROVED BY THE CEO. THE
BUSI NESS CLASS AFFORDS THE TRAVELER THE ABI LI TY TO WORK ON CONFI DENTI AL
HVH RELATED BUSI NESS DURI NG TRAVEL TI ME. UNLI KE BUSI NESS CLASS, TRAVELI NG
COACH DCOES NOT PROVI DE THE EXECUTI VE W TH A REASONABLE MEANS TO WORK ON
HVH BUSI NESS DURI NG TRAVEL TI ME. NO AMOUNTS HAVE BEEN | NCLUDED AS
REPORTABLE COMPENSATI ON AS THESE TRAVEL EXPENSES WERE | NCURRED FOR

BUSI NESS PURPOSES. BUSI NESS CLASS TRAVEL (WHERE THE EQUI VALENT OF FI RST
CLASS TRAVEL) WAS PROVI DED TO FOUR SENI OR EXECUTI VES AND TWD BOARD

MEMBERS.

TRAVEL FOR COVPANI ONS: HWVH PROVI DES FOR BOARD MEMBERS AND CEO SPOUSAL
TRAVEL FOR CRI TI CAL BUSI NESS EVENTS THAT ARE ORDI NARY AND NECESSARY. THE
BOARD MEMBERS AND CEO SPEND AN EXTENSI VE AMOUNT OF TI ME AWAY FROM THEI R
FAM LI ES. THE SPOUSES HAVE A S| GNI FI CANT ROLE I N ASSURI NG THE ATTENDANCE
AND FOCUS OF BOARD MEMBERS AND CEO AT THESE CRI Tl CAL ORGANI ZATlI ON EVENTS.
SUCH SPOUSAL TRAVEL WAS PROVI DED I N 2022 TO

ONE BOARD MEMBER, AND THE ENTI RE SPOUSAL TRAVEL REI MBURSEMENT AMOUNT

JSA
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Schedule J (Form 990) 2022 HACKENSACK NMERI DI AN HEALTH, | NC.

01-0649794

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.

HAS BEEN TREATED AS TAXABLE | NCOVE TO THI S | NDI VI DUAL.

SCHEDULE J, PART |; QUESTION 3

PLEASE REFER TO OUR RESPONSE TO CORE FORM PART VI, SECTION B, QUESTI ONS

15A & 15B I NCLUDED I N SCHEDULE O

SCHEDULE J; PART |; QUESTION 4B

THE AMOUNT REFLECTED I N COLUWN B(I11) FOR THE FOLLOW NG | NDI VI DUALS

| NCLUDES PARTI Cl PATI ON I N A SUPPLEMENTAL EXECUTI VE RETI REMENT PLAN
("SERP") AS THE AMOUNTS VERE NO LONGER SUBJECT TO A SUBSTANTI AL RI SK OF
COVPLETE FORFEI TURE. THE AMOUNTS OUTLI NED HEREI N WERE | NCLUDED | N EACH

I NDI VI DUAL" S 2022 FORM W2 AS TAXABLE WAGES: ROBERT C. GARRETT, FACHE,
$904, 854; ROBERT L. GLENNI NG $384, 734; TIMOTHY J. HOGAN, $362,506; ANN
B. GAVZY, ESQ, $209, 740; AUDREY C. MJURPHY, ESQ, MSN, RN, $682, 354; MARK
STAUDER, $258,957; IHOR S. SAWCZUK, M D., $227,681; KENNETH N. SABLE,

M D., $196, 246; PATRI CK YOUNG $180,672; JAMES BLAZAR, $153,901;

JSA
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Schedule J (Form 990) 2022 HACKENSACK NMERI DI AN HEALTH, | NC.

01-0649794

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.

CATHERI NE Al NORA, $31,101; MARK D. SPARTA, M D., $148,601; DAN EL VARGA,
MD, $169, 290; ANNE GOODW LL PRI TCHETT, $99, 662; JOYCE HENDRI CKS, $98, 594;
TODD WAY, $136,617; ANDRE GOY, $233, 754; LINDA MCHUGH, $162,100; DAVID
PERLI N, $80, 441; THERESA BRODRI CK, $74, 636, JEFFREY BOSCAMP, $86, 763; AND

JAMES CLARKE, $107, 141.

THE DEFERRED COMPENSATI ON AMOUNTS REFLECTED I N COLUW (C) FOR THE
FOLLOW NG | NDI VI DUALS | NCLUDE BENEFI TS | N AN | NTERNAL REVENUE CODE

SECTI ON 457(F) PLAN ( NON- QUALI FI ED DEFERRED COVPENSATI ON PLAN). THESE
AMOUNTS ARE SUBJECT TO A SUBSTANTI AL RI SK OF FORFEI TURE. THESE

I NDI VI DUALS W LL NOT EARN THE RI GHT TO RECElI VE THE DEFERRED COMPENSATI ON
AMOUNTS UNLESS AND UNTI L THEY PROVI DE SUBSTANTI AL FUTURE SERVI CES TO THE
ORGANI ZATI ON.  WHEN THE FUTURE SERVI CES REQUI REMENT IS MET, THE AMOUNTS
W LL BECOVE VESTED, WLL BE TAXED, WLL BE I NCLUDED ON THE W2, AND W LL
BE REPORTED AGAIN ON THI' S SCHEDULE., KENNETH N. SABLE, M D., PATRI CK
YOUNG, DONNA SNI DER, AM E THORNTQON, THERESA BRCDRI CK, REG NA FOLEY, KASH

PATEL, AND MARK SPARTA.
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SCHEDULE L Transactions With Interested Persons | OMB No. 1545-0047

(Form 990) Complete if the organization answered "Yes" on Form 990, Part IV, line 25a, 25b, 26, 27, 2@22
28a, 28b, or 28c, or Form 990-EZ, Part V, line 38a or 40b.
Department of the Treasury _ Attach to Form 990 or Form 990-EZ. Open To Public
Internal Revenue Service Go to www.irs.gov/Form990 for instructions and the latest information. Inspection
Name of the organization HACKENSACK NMERI DI AN HEALTH' | NC. Employer identification number
- SUBCRDI NATES 01- 0649794
Excess Benefit Transactions (section 501(c)(3), section 501(c)(4), and section 501(c)(29) organizations only).
Complete if the organization answered "Yes" on Form 990, Part IV, line 25a or 25b, or Form 990-EZ, Part V, line 40b.
1 (a) Name of disqualified person (b) Relationship bg:\évzﬁir;:ti;?]ualified person and (c) Description of transaction (::;:":e:
(1)
(2)
(3
4
(5
(6)
2 Enter the amount of tax incurred by the organization managers or disqualified persons during the year
under Section 4958 . . L . . L. e e e e e e e e e e e e e e $
3 Enter the amount of tax, if any, on line 2, above, reimbursed by the organization . .. ........... $
Loans to and/or From Interested Persons.
Complete if the organization answered "Yes" on Form 990-EZ, Part V, line 38a or Form 990, Part IV, line 26; or if the
organization reported an amount on Form 990, Part X, line 5, 6, or 22.
(@) Name of interested person (b) Relationship | (c) Purpose of | (d) Loan to or (e) Original (f) Balance due (@) In default?|(h) Approved| (i) Written
with organization loan from the principal amount by board or | agreement?
organization? committee?
To | From Yes No Yes No Yes No
(1)
(2)
(3
4
(5
(6)
(N
(8)
(9
(10)
o) - P $
Grants or Assistance Benefiting Interested Persons.
Complete if the organization answered "Yes" on Form 990, Part IV, line 27.
(a) Name of interested person (b) Relationship between interested (c) Amount of (d) Type of assistance (e) Purpose of assistance
person and the organization assistance
(1)
(2)
(3
4
(5
(6)
(N
(8)
(9
(10
For Paperwork Reduction Act Notice, see the Instructions for Form 990 or 990-EZ. Schedule L (Form 990) 2022
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HACKENSACK MERI DI AN HEALTH, | NC. 01- 0649794
Schedule L (Form 990 or 990-EZ) 2022 Page 2
Business Transactions Involving Interested Persons.

Complete if the organization answered "Yes" on Form 990, Part IV, line 28a, 28b, or 28c.

(a) Name of interested person (b) Relationship between (c) Amount of (d) Description of transaction (e) sharing of
interested person and the transaction organization's
organization revenues?
Yes | No
(1)SAGE O FARRAR KEALY FAM LY MEMBER - TRUSTEE 171, 980. | EMPLOYMENT X
(2)CHRISTINE M LAKE FAM LY MEMBER - TRUSTEE 47, 404. |EMPLOYMENT X
(3)AM_P. VAIDYA FAM LY MEMBER - TRUSTEE 296, 925. | EMPLOYMENT X
(4)LAURA G AMDUR FAM LY MEMBER - TRUSTEE 56, 929. |EMPLOYMENT X
(5)LUANA J. NAPOLI TANO FAM LY MEMBER - TRUSTEE 75, 880. | EMPLOYMENT X
(6)CHRI STI NE HETZLER FAM LY MEMBER - TRUSTEE 66, 016. |EMPLOYMENT X
(N
(8)
9

10
m Supplemental Information

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

JSA
2E1507 1.000 Schedule L (Form 990 or 990-EZ) 2022
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| OMB No. 1545-0047

SCHEDULE M Noncash Contributions

(Form 990) 2@22
Complete if the organizations answered "Yes" on Form 990, Part IV, lines 29 or 30.

Department of the Treasury Attach to Form 990. Open to Public

Internal Revenue Service Go to www.irs.gov/Form990 for instructions and the latest information. Ins pection

Name of the organization HACKENSACK MERI DI AN HEALTH, | NC. Employer identification number

- SUBORDI NATES 01- 0649794

Types of Property

@) (b) © )

Check if Number of contributions or Noncash contribution Method of determining
amounts reported on

applicable items contributed Form 990, Part VIII, line 1g noncash contribution amounts

1 Art-Worksofart . . . ....... X 2 12,905. |FMWV
2 Art - Historical treasures ., . . . ..
3 Art - Fractional interests . . . ...
4 Books and publications. . . . . . . X 13,608. |FW
5 Clothing and household

o ToTo L (- X 21,111. |[FW

Cars and other vehicles. . . . . .. X 1 31, 900. |FW

Boatsandplanes . . . ... ....

Intellectual property . ... ....
Securities - Publicly traded . . . . . X 14 1,589, 258. |FW
10 Securities - Closely held stock . . .
11 Securities - Partnership, LLC,

ortrustinterests . .. .......
12 Securities - Miscellaneous . . . . .
13 Qualified conservation

contribution - Historic

structures . . . . ... ... ...
14 Qualified conservation

contribution - Other, . . . ... ..
15 Real estate - Residential . . ... .
16 Realestate - Commercial, . . .. .
17 Realestate-Other . . .......
18 Collectibles . . .. .........

© 00 N O

19 Foodinventory . . ......... X 5 8,152. |[FW
20 Drugs and medical supplies . . . . X 1 1,131,964. FW
21 Taxidermy, . . ...........

22 Historical artifacts. . . . ... ...

23 Scientific specimens . . . ... ..

24 Archeological artifacts . . . .. ..

25 Other »( EVENT TICKETS ) X 6 41, 330. |[FMW
26 Other »( TOYS ) X 45 97, 334. [FW
27 Other »( ELECTRONI CS ) X 7 36, 962. [FW
28 Other p( VARI QUS ) X 19 122, 245. |FW
29 Number of Forms 8283 received by the organization during the tax year for contributions for

which the organization completed Form 8283, Part V, Donee Acknowledgement . . . . . ... .. 29 1

Yes | No

30a During the year, did the organization receive by contribution any property reported in Part |, lines 1 through
28, that it must hold for at least three years from the date of the initial contribution, and which isn't required
to be used for exempt purposes for the entire holding period?. . . . . . . . . . . . . . i it 30a X

b If "Yes," describe the arrangement in Part Il
31 Does the organization have a gift acceptance policy that requires the review of any nonstandard

(070 010U Te T 31| X
32a Does the organization hire or use third parties or related organizations to solicit, process, or sell noncash
COMETDULIONS 2. & o i v v v 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 32a X

b If "Yes," describe in Part Il.
33 If the organization didn't report an amount in column (c) for a type of property for which column (a) is checked,
describe in Part I1.
For Paperwork Reduction Act Notice, see the Instructions for Form 990. Schedule M (Form 990) 2022
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Schedule M (Form 990) (2022) HACKENSACK MERI DI AN HEALTH, | NC. 01- 0649794  Page 2

Ml Supplemental Information. Provide the information required by Part |, lines 30b, 32b, and 33, and whether
the organization is reporting in Part I, column (b), the number of contributions, the number of items received,
or a combination of both. Also complete this part for any additional information.

SCHEDULE M PART |

THE ORGANI ZATION | S REPORTI NG | N SCHEDULE M PART |, COLUWN (B) THE

NUMBER OF CONTRI BUTI ONS.

ISA Schedule M (Form 990) (2022)
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SCHEDULE N
(Form 990)

Department of the Treasury
Internal Revenue Service

Liquidation, Termination, Dissolution, or Significant Disposition of Assets

Complete if the organization answered "Yes" on Form 990, Part IV, lines 31 or 32, or Form 990-EZ, line 36.
Attach certified copies of any articles of dissolution, resolutions, or plans.

Attach to Form 990 or Form 990-EZ.
Go to www.irs.gov/Form990 for the latest information.

| OMB No. 1545-0047

2022

Open to Public

Name of the organization HACKENSACK MERI DI AN HEALTH,

- SUBORDI NATES

I NC.

01-0649794

Inspection
Employer identification number

Liquidation, Termination, or Dissolution. Complete this part if the organization answered "Yes" on Form 990, Part IV, line 31, or Form 990-EZ, line 36.
Part | can be duplicated if additional space is needed.

1 (a) Description of asset(s) (b) Date of (c) Fair market value of (d) Method of (e) EIN of recipient (f) Name and address of recipient (9) IRC section of
distributed or transaction distribution asset(s) distributed or determining FMV for recipient(s) (if
expenses paid amount of transaction asset(s) distributed or tax-exempt) or type
expenses transaction expenses of entity
HACKENSACK MERI DI AN AMBULATORY CARE, | NC
HACKENSACK MERI DI AN AMBULATORY CARE, | NC 01/01/ 2022 59, 828, 977. | BOOK VALUE 22-2731440 343 THORNALL STREET EDI SON, NJ 08837 501( Q) (3)
HACKENSACK MERI DI AN AMBULATORY CARE, | NC
RW JR. LI FESTYLE I NSTI TUTE, | NC. 01/01/ 2022 118, 313. |BOOX VALUE 22-2731440 343 THORNALL STREET EDI SON, NJ 08837 501(0) (3)
HACKENSACK MERI DI AN AMBULATORY CARE, | NC
HVH REALTY CORPORATI ON 04/ 01/ 2022 53,312,021. |BOOK VALUE 22-2731440 343 THORNALL STREET EDI SON, NJ 08837 501(0) (3)
Yes | No
2 Did or will any officer, director, trustee, or key employee of the organization:
a Become a director or trustee of a successor or transferee organization? | | . . . . L L L s s s e e e e e e e e e e e e e e e e e e e e e 2a X
b Become an employee of, or independent contractor for, a successor or transferee organization? | . . . L . . . 0 e e e e e e e e e e o 2b X
¢ Become a direct or indirect owner of a successor or transferee organization?, | . . . . . . . . s n e e e e e e e e e e e e e e e e e e e e e e e 2c X
d Receive, or become entitled to, compensation or other similar payments as a result of the organization's liquidation, termination, or dissolution? _ . . . . . . . . . . . . .« . . . 2d X

e If the organization answered "Yes" to any of the questions on lines 2a through 2d, provide the name of the person involved and explain in Part Il|
For Paperwork Reduction Act Notice, see the Instructions for Form 990 or 990-EZ.

Schedule N (Form 990) 2022
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Schedule N (Form 990) 2022 HACKENSACK MERI DI AN HEALTH, | NC. 01-0649794 Page 2

Liquidation, Termination, or Dissolution (continued)
Note: If the organization distributed all of its assets during the tax year, then Form 990, Part X, column (B), line 16 (Total assets), and line 26 (Total ves | No
liabilities), should equal -0-.
3 Did the organization distribute its assets in accordance with its governing instrument(s)? If "No," describe in Part 1l . . . . . . . . . . . . . . .. .. .... 3 X
4a Is the organization required to notify the attorney general or other appropriate state official of its intent to dissolve, liquidate, or terminate?, _ . . . . . .. .. 4a | X
b If "Yes,” did the organization provide SUCh NOtICE? | | | . . L . . . L e 4b | X
5 Did the organization discharge or pay all of its liabilities in accordance with state [aWs? | . . . . . . . . . . . o o 5
6a Did the organization have any tax-exempt bonds outstanding during the Year? | . . . . . . . . . . L 6a X
b If "Yes" to line 6a, did the organization discharge or defease all of its tax-exempt bond liabilities during the tax year in accordance with the Internal Revenue Code and state laws? 6b
c If "Yes" on line 6b, describe in Part Ill how the organization defeased or otherwise settled these liabilities. If "No" on line 6b, explain in Part lIl.
Sale, Exchange, Disposition, or Other Transfer of More Than 25% of the Organization's Assets. Complete this part if the organization answered
"Yes" on Form 990, Part IV, line 32, or Form 990-EZ, line 36. Part Il can be duplicated if additional space is needed.
1 (a) Description of asset(s) (b) Date of (c) Fair market value of (d) Method of (e) EIN of recipient (f) Name and address of recipient (9) IRC section of
distributed or transaction distribution asset(s) distributed or determining FMV for recipient(s) (if
expenses paid amount of transaction asset(s) distributed or tax-exempt) or type
expenses transaction expenses of entity
Yes | No
2 Did or will any officer, director, trustee, or key employee of the organization:
a Become a director or trustee of a successor or transferee organization? | . . . . L . . . L L e e 2a
b Become an employee of, or independent contractor for, a successor or transferee organization? | _ . . . . . . . . L e e e e, 2b
¢ Become a direct or indirect owner of a successor or transferee organization? | . . . . . L L L s e e 2c
d Receive, or become entitled to, compensation or other similar payments as a result of the organization's significant disposition of assets? _ , . . . . ... .. 2d
e |If the organization answered "Yes" to any of the questions on lines 2a through 2d, provide the name of the person involved and explain in Part Il

Schedule N (Form 990) 2022
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Schedule N (Form 990 or 990-EZ) 2022 HACKENSACK MERI DI AN HEALTH, | NC. 01-0649794  Page 3

Part Il Supplemental Information. Provide the information required by Part |, lines 2e and 6c, and Part Il, line 2e.
Also complete this part to provide any additional information.

PART |

EFFECTI VE 1/ 1/ 2022, HACKENSACK MERI DI AN AMBULATORY VENTURES, |INC. (EIN
46-1227706) AND ROBERT WOOD JOHNSON JR. LI FESTYLE | NSTI TUTE, INC. (EIN
22-2421433) MERCED | NTO HVH RESI DENTI AL CARE, |NC. (EIN 22-2731440). HWH
RESI DENTI AL CARE, I NC. CHANGED I TS NAME TO HACKENSACK MERI DI AN AMBULATORY
CARE, INC. THE AUTHORI TY TO MERGE TWO NEW JERSEY NONPROFI T CORPORATI ONS
'S SET FORTH I N THE NONPROFI T CORPORATI ONS ACT, NJSA 15A - 1.1 ET SEQ
APPROVI NG SUCH A MERGER WAS | NCLUDED I N THE MEMBER RESERVED POWNERS UNDER
THE GOVERNI NG DOCUMENTS FOR BOTH HACKENSACK MERI DI AN AMBULATORY VENTURES,
I NC., ROBERT WOOD JOHNSON JR. LI FESTYLE I NSTI TUTE, | NC. AND HWH

RESI DENTI AL CARE, | NC. HACKENSACK MERI DI AN HEALTH, I NC., WH CH WAS THE
SCLE MEMBER OF EACH OF HACKENSACK MERI DI AN AMBULATORY VENTURES, | NC. AND
ROBERT WOOD JOHNSON JR. LI FESTYLE | NSTI TUTE, INC., APPROVED THE MERCER BY
ACTION OF I TS BOARD, AS DI D THE BOARDS OF BOTH HACKENSACK MERI DI AN
AVBULATORY VENTURES, | NC. AND ROBERT WOOD JOHNSON JR. LI FESTYLE

I NSTI TUTE, I NC. THE REASONS FOR THE MERGER OF HACKENSACK MERI DI AN
AVBULATORY VENTURES, | NC. AND ROBERT WOOD JOHNSON JR. LI FESTYLE

I NSTI TUTE, I NC. | NTO HWH RESI DENTI AL CARE, | NC. WERE SEVERAL, | NCLUDI NG
STANDARDI ZATI ON, EFFI Cl ENCI ES AND CONSI STENCY | N HOSPI TAL OPERATI ONS,
CONSI STENT GOVERNANCE OF ALL HWVH HOSPI TALS BY A SI NGLE BOARD,

STANDARDI ZATI ON | N TERM5S OF OPERATI ONS AND DELI VERY OF QUALITY CARE TO
OUR PATI ENTS, EFFI Cl ENCI ES AND REDUCTI ON OF MULTI PLE BOARD MEETI NGS, AND
AN ALI GNMENT | N OPERATI ONS AND GOVERNANCE AMONG ALL HOSPI TALS I N THE
NETWORK UNDER A SI NGLE CORPORATE OPERATI ONAL STRUCTURE AND BOARD. THE

ACTI ON WAS ACCOVPLI SHED BY THE FI LI NG OF A CERTI FI CATE OF MERGER AND PLAN
Schedule N (Form 990 or 990-EZ) (2022)
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Schedule N (Form 990 or 990-EZ) 2022 HACKENSACK MERI DI AN HEALTH, | NC. 01-0649794  Page 3

Part Il Supplemental Information. Provide the information required by Part |, lines 2e and 6c, and Part Il, line 2e.
Also complete this part to provide any additional information.

OF MERGCER W TH THE STATE OF NEW JERSEY.

EFFECTI VE 4/ 1/ 2022, HACKENSACK MERI DI AN HEALTH REALTY CORPORATI ON (EI N:
22-3200147) MERCED | NTO HACKENSACK MERI DI AN AMBULATORY CARE, INC. THE
AUTHORI TY TO MERGE TWO NEW JERSEY NONPROFI T CORPORATIONS |'S SET FORTH I N
THE NONPRCFI T CORPCRATI ONS ACT, NJSA 15A - 10-1 ET SEQ THE ACTI ON WAS
ACCOWPLI SHED BY THE FI LI NG OF A CERTI FI CATE OF MERGER AND PLAN OF MERGER

W TH THE STATE OF NEW JERSEY.

ISA Schedule N (Form 990 or 990-EZ) (2022)
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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@22
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 ) o ) ) ) .
Internal Revenue Service P> Information about Schedule O (Form 990 or 990-EZ) and its instructions is at www.irs.gov/form990. Ins pectlon
Name of the organization Employer identification number

HACKENSACK MERI DI AN HEALTH, | NC. 01- 0649794

CORE FORM PART |; SUWMVARY
OUTLI NED BELOW I S THE VOTI NG AND | NDEPENDENT VOTI NG DI SCLOSURE
| NFORVATI ON FOR EACH SUBORDI NATE ORGANI ZATI ON | NCLUDED | N THE GROUP
EXEMPTI ON RULI NG AND THI S CONSCLI DATED GROUP FORM 990 ( SOVE BOARD MEMBERS
SERVE ON MULTI PLE BOARDS AS | NDI CATED IN THE PART VI DI SCLOCSURE | NCLUDED

I N SCHEDULE O):

- HVH HOSPI TALS CORPORATI ON; 24 VOTI NG 15 | NDEPENDENT;

- HACKENSACK MERI DI AN AMBULATORY CARE INC.; 20 VOTI NG 16 | NDEPENDENT;

- HEALTH | NNOVATI ONS UNLIM TED, I NC.; 20 VOTI NG 16 | NDEPENDENT;

- HACKENSACK MERI DI AN HEALTH FOUNDATI ON, I NC.; 30 VOTI NG 23 | NDEPENDENT;
- HACKENSACK UNI VERSI TY MEDI CAL CENTER FOUNDATION, INC.; 46 VOTI NG 38

| NDEPENDENT;

- JERSEY SHORE UNI VERSI TY MEDI CAL CENTER FOUNDATI ON, I NC.; 23 VOIING 16

| NDEPENDENT;

- RIVERVI EW MEDI CAL CENTER FCQUNDATI ON, I NC.; 24 VOTI NG 19 | NDEPENDENT;

- OCEAN UNI VERSI TY MEDI CAL CENTER FOUNDATI ON, INC.; 18 VOTI NG 15

| NDEPENDENT;

- SOUTHERN OCEAN MEDI CAL CENTER FOUNDATI ON, INC.; 26 VOIING 21

| NDEPENDENT;

BAYSHORE MEDI CAL CENTER FOUNDATI ON, I NC.; 18 VOIING 13 | NDEPENDENT,;

RARI TAN BAY HEALTHCARE FOUNDATION, INC.; 6 VOTI NG 3 | NDEPENDENT,
- PALI SADES MEDI CAL CENTER FOUNDATI ON, I NC.; 11 VOTING 9 | NDEPENDENT;
- JOHN F. KENNEDY UNI VERSI TY MEDI CAL CENTER FOUNDATI ON, I NC.; 23 VOTI NG

20 | NDEPENDENT;

For Privacy Act and Paperwork Reduction Act Notice, see the Instructions for Form 990 or 990-EZ. Schedule O (Form 990 or 990-EZ) (2022)
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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@22
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 ) o ) ) ) .
Internal Revenue Service P> Information about Schedule O (Form 990 or 990-EZ) and its instructions is at www.irs.gov/form990. Ins pectlon
Name of the organization Employer identification number

HACKENSACK MERI DI AN HEALTH, | NC. 01- 0649794

- MUHLENBERG FCQUNDATI ON, INC.; 6 VOTI NG 6 | NDEPENDENT;
- BERGEN HEALTH MANAGEMENT SYSTEM |INC.; 3 VOTING 0 | NDEPENDENT;
- MUHLENBERG REG ONAL MEDI CAL CENTER, INC.; 4 VOTI NG 2 | NDEPENDENT;
- HARTWCK AT OAK TREE, INC.; 20 VOTI NG 16 | NDEPENDENT;
- HACKENSACK MERI DI AN OQUTPATI ENT SERVI CES, INC.; 20 VOIING 16
| NDEPENDENT;
- CENTER FOR DI SCOVERY AND | NNOVATI ON; 11 VOTI NG 9 | NDEPENDENT; AND
-HVH CARRIER CLINIC, INC.; 12 VOTING 9 | NDEPENDENT.
CORE FORM PART I11; LINE 4D
PROVI DI NG VARI OQUS OTHER MEDI CALLY NECESSARY HEALTHCARE SERVI CES, SUCH AS
EVMERGENCY DEPARTMENT, OBSTETRI CS & NEWBCORNS, CHEMOTHERAPY, ONCOLOGY,
BEHAVI ORAL HEALTH, ETC., TO ALL I NDI VI DUALS I N A NON- DI SCRI M NATORY
MANNER REGARDLESS OF RACE, COLCR, CREED, SEX, NATIONAL ORIA N OR ABILITY
TO PAY.
CORE FORM PART VI, SECTION A; QUESTI ON 2
- CGEORCE T. CROONQUI ST AND G. THOVAS CROONQUI ST - FAM LY
RELATI ONSHI P;  AND
- CHARLES V. SCHAEFER, |11 AND CAROL D. SCHAEFER - FAM LY
RELATI ONSHI P.
CORE FORM PART VI, SECTION A; QUESTIONS 6 & 7
HACKENSACK MERI DI AN HEALTH, INC. ("HWH') IS THE SOLE MEMBER OF ALL
SUBORDI NATE ORGANI ZATI ONS | NCLUDED | N THE HACKENSACK MERI DI AN HEALTH,
I NC. GROUP EXEMPTI ON RULI NG AND THI S CONSOLI DATED GROUP FORM 990 OTHER
THAN HEALTH | NNOVATI ONS UNLIM TED, INC. ("HU'). HVH HAS THE RI GHT TO

ELECT THE MEMBERS OF EACH SUBORDI NATE ORGANI ZATI ON'S BOARD OF TRUSTEES

For Privacy Act and Paperwork Reduction Act Notice, see the Instructions for Form 990 or 990-EZ. Schedule O (Form 990 or 990-EZ) (2022)
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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@22
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 ) o ) ) ) .
Internal Revenue Service P> Information about Schedule O (Form 990 or 990-EZ) and its instructions is at www.irs.gov/form990. Ins pectlon
Name of the organization Employer identification number

HACKENSACK MERI DI AN HEALTH, | NC. 01- 0649794

AND HAS CERTAI N RESERVED POWERS AS DEFI NED | N EACH SUBCRDI NATE
ORGANI ZATI ON' S BYLAWS. HWVH RESI DENTI AL CARE, | NC., A SUBCORDI NATE | NCLUDED
I N THE HACKENSACK MERI DI AN HEALTH, I NC. GROUP EXEMPTI ON RULI NG AND THI S
CONSOLI DATED GROUP FORM 990, HAS THE RI GHT TO ELECT THE MEMBERS OF H U S
BOARD OF TRUSTEES AND HAS CERTAI N RESERVED POAERS AS DEFINED IN HHU S
BYLAWS.

CORE FORM PART VI, SECTION B; QUESTION 11B
THE SUBORDI NATE ORGANI ZATI ONS ARE SUBSI DI ARI ES OF HACKENSACK MERI DI AN
HEALTH, INC. ("HWVH'); A TAX- EXEMPT | NTEGRATED HEALTHCARE DELI| VERY
NETWORK. HWVH S FI NANCE PERSONNEL PREPARED THE FEDERAL FORM 990, WH CH WAS
THEN REVI EVED BY OTHER APPROPRI ATE | NTERNAL STAFF FOR ACCURACY. HWH
RETAI NED A FI RM OF | NDEPENDENT CERTI FI ED PUBLI C ACCOUNTANTS W TH
EXPERI ENCE AND EXPERTI SE | N HEALTH CARE AND NOT- FOR- PROFI T TAX RETURN
PREPARATI ON TO REVI EW AND FI LE THE FORM 990. HVH S BOARD OF TRUSTEES
DESI GNATED THE AUDI T AND COVPLI ANCE COW TTEE ("ACC') TO REVI EW THE FORM
990 OF HvH S SUBSI DI ARI ES. THE FORM 990 WAS PROVI DED TO THE MEMBERS OF
THE ACC FOR REVI EW THE PORTI ONS OF THE FORM 990 PROVI DI NG COVMPENSATI ON
DI SCLOSURES WERE ALSO PROVI DED TO THE BOARD S EXECUTI VE AND PHYSI Cl AN
COVPENSATI ON COW TTEE FOR REVI EW THE FORM 990 WAS THEN PROVI DED TO EACH
VOTI NG MEMBER OF HVH S GOVERNI NG BODY, | TS BOARD OF TRUSTEES, PRI OR TO
FI LI NG WTH THE | NTERNAL REVENUE SERVI CE. THE HVH BOARD OF TRUSTEES HAS
THE FI NAL GOVERNI NG AUTHORI TY OVER THE SUBSI DI ARI ES OF HVH.

CORE FORM PART VI, SECTION B; QUESTION 12C
HACKENSACK MERI DI AN HEALTH, I NC., THE TAX- EXEMPT PARENT ORGANI ZATI ON OF

HACKENSACK MERI DI AN HEALTH, A TAX- EXEMPT | NTEGRATED HEALTHCARE DELI VERY

For Privacy Act and Paperwork Reduction Act Notice, see the Instructions for Form 990 or 990-EZ. Schedule O (Form 990 or 990-EZ) (2022)
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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@22
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 ) o ) ) ) .
Internal Revenue Service P> Information about Schedule O (Form 990 or 990-EZ) and its instructions is at www.irs.gov/form990. Ins pectlon
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NETWORK, HAS ADOPTED A NETWORK-W DE CONFLI CT OF | NTEREST POLICY WHICH | S
APPLI CABLE TO ALL OF I TS SUBSI DI ARY ORGANI ZATI ONS. THE ORGANI ZATI ONS
REGULARLY MONI TOR AND ENFORCE COWVPLI ANCE W TH THE NETWORK' S CONFLI CT OF
| NTEREST POLI CY. ANNUALLY, ALL MEMBERS OF THE BOARD OF TRUSTEES, OFFI CERS
AND KEY EMPLOYEES OF EACH ORGANI ZATI ON ARE REQUI RED TO REVI EW THE
EXI STI NG CONFLI CT OF | NTEREST PCLI CY AND COVPLETE A QUESTI ONNAI RE W TH
RESPECT TO ANY APPLI CABLE TRANSACTI ONS AND RELATI ONSHI PS. THE COWVPLETED
QUESTI ONNAI RES ARE RETURNED TO THE NETWORK' S CHI EF COVPLI ANCE OFFI CER FOR
REVI EW THE CHI EF COVPLI ANCE OFFI CER THEN PREPARES A SUMVARY COF THE
COVPLETED QUESTI ONNAI RES, AND PRESENTS THE SUMVARY TO THE NETWORK' S
GOVERNANCE AND BOARD DEVELOPMENT COWM TTEE FOR I TS REVI EW DI SCUSSI ON AND
ACTI ON (I F NEEDED). ANY TRUSTEE, OFFI CER OR KEY EMPLOYEE W TH A DI SCLCSED
CONFLI CT WOULD RECUSE THEMSELVES FROM PARTI Cl PATI NG | N THE GOVERNI NG
BODY' S DELI BERATI ONS AND DECI SI ONS OF A TRANSACTI ON | N QUESTI ON. DURI NG
THE YEAR, THE CHI EF COWPLI ANCE OFFI CER | N CONJUNCTI ON W TH THE GENERAL
COUNSEL ALSO MONI TORS ON- GO NG TRANSACTI ONS I N LI GHT OF THE SUMVARY TO
ENSURE THAT ANY POTENTI AL CONFLI CTS OF | NTEREST ARE APPROPRI ATELY HANDLED
I N COVPLI ANCE W TH THE POLI CY.

CORE FORM PART VI, SECTION B; QUESTI ON 15A & 15B
THE ORGANI ZATI ONS ARE AFFI LI ATES W THI N A TAX- EXEMPT | NTEGRATED
HEALTHCARE DELI VERY NETWORK | N WHI CH HACKENSACK MERI DI AN HEALTH, INC. IS
THE TAX- EXEMPT PARENT ORGAN ZATI ON. THE EXECUTI VE AND PHYSI CI AN
COVPENSATI ON COW TTEE (" COW TTEE") OF HACKENSACK MERI DI AN HEALTH, | NC.
I S RESPONSI BLE FOR REVI EW NG THE EXECUTI VE COVMPENSATI ON OF THE CHI EF

EXECUTI VE OFFI CER AND SPECI FI ED KEY EMPLOYEES ( SENI OR MANAGEMENT) OF THE
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PARENT AND ALL OF THE SUBSI DI ARY ORGANI ZATI ONS. THE COWM TTEE HAS ADOPTED
A VRI TTEN EXECUTI VE COVPENSATI ON PHI LOSOPHY, VWHICH I T FOLLOAS WHEN | T

REVI EW6 AND APPROVES COVPENSATI ON AND BENEFI TS.

THE EXECUTI VE COVPENSATI ON PHI LOSOPHY RECOGNI ZES THE SI ZE AND COVPLEXI TY
OF THE HEALTH CARE NETWORK AND THE CRI TI CAL NEED TO HAVE AND RETAI N
EXECUTI VES THAT CONSI STENTLY DEMONSTRATE SUPERI OR LEVELS OF PERFORVANCE
SO THAT THE HEALTH NETWORK CAN FULFILL I TS CHARI TABLE M SSI ON AND

STRATEG C OBJECTI VES.

THE COW TTEE REVI EWs THE " TOTAL COVPENSATI ON', | NCLUDI NG BOTH CURRENT
AND DEFERRED COVPENSATI ON AND ALL EMPLOYEE BENEFI TS, BOTH QUALI FI ED AND
NON- QUALI FI ED, ON AT LEAST AN ANNUAL BASI S TO ENSURE THAT THE " TOTAL
COVPENSATI ON' OF THE CHI EF EXECUTI VE OFFI CER, OTHER OFFI CERS AND

SPECI FI ED MEMBERS OF SENI OR MANAGEMENT | S REASONABLE.

TO ASSI ST WTH THE REVI EW THE COWM TTEE ENGAGES THE SERVI CES OF A

NATI ONALLY RECOGNI ZED | NDEPENDENT CONSULTI NG FI RM SPECI ALI ZI NG | N

EXECUTI VE COVPENSATI ON FOR NOT- FOR- PROFI T HEALTH CARE ORGANI ZATI ONS, AND
RECEI VES NATI ONAL AND REG ONAL MARKET DATA FOR COVPARABLE ORGANI ZATI ONS, A
REPORT SUMVARI ZI NG SUCH DATA, AND AN OPI Nl ON LETTER RELATI NG TO THE
REASONABLENESS OF EACH REVI EMED EXECUTI VE' S TOTAL COVPENSATI ON AND

BENEFI TS. ADDI TI ONALLY, A SENI OR MEMBER OF THE CONSULTI NG FI RM ATTENDS
THE COWM TTEE' S MEETI NGS TO PROVI DE | NFORVATI ON AND TO RESPOND TO

QUESTI ONS BY THE MEMBERS OF THE COWM TTEE.
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THE | NDEPENDENT COWM TTEE UTI LI ZES THE OQUTSI DE MARKET DATA COVPARABI LI TY
AND, BASED UPON THE EXECUTI VE COMPENSATI ON PHI LOSCOPHY, THE ORGANI ZATI ON S
PERFORMANCE, BUSI NESS JUDGVENT CONSI DERATI ONS, AND THE | NDI VI DUAL' S
PERFORMANCE, REVI EW6 AND APPROVES COVPENSATI ON FOR THE REVI EWED MEMBERS
OF SENI OR MANAGEMENT. GUI DED AT EACH MEETI NG BY QUTSI DE COUNSEL TO THE
COW TTEE, THE COVPREHENSI VE REVI EW PROCESS UTI LI ZED BY THE COW TTEE | S
I NTENTI ONALLY STRUCTURED TO QUALI FY FOR THE REBUTTABLE PRESUMPTI ON OF

REASONABLENESS UNDER SECTI ON 4958 OF THE | NTERNAL REVENUE CODE OF 1986:

1. THE COVPENSATI ON ARRANGEMENT | S APPROVED | N ADVANCE BY THE COWM TTEE,
VH CH IS AN "AUTHORI ZED BODY" OF THE ORGANI ZATI ON COVPOSED ENTI RELY OF
I NDI VI DUALS WHO DO NOT HAVE A CONFLICT OF | NTEREST W THI N THE MEANI NG OF

THE | RS REGULATI ONS UNDER SECTI ON 4958;

2. THE COW TTEE OBTAI NS AND RELI ES UPON " APPROPRI ATE DATA AS TO
COVPARABI LI TY" (FOR COVPARABLE POSI TI ONS AT SI M LAR HEALTHCARE

ORGANI ZATI ONS) PRI OR TO MAKI NG | TS DETERM NATI ON, WHI CH COMPARABI LI TY
DATA IS PROVI DED AND ANALYZED BY THE COWM TTEE' S | NDEPENDENT CONSULTI NG
FIRM W TH EXPERTI SE | N THE AREA OF NOT- FOR- PROFI T HEALTH CARE EXECUTI VE

COVPENSATI ON; AND

3. THE COW TTEE THOROUGHLY DOCUMENTS | TS REVI EW AND APPROVAL PRCCESS, AS
VELL AS THE BASIS FOR | TS APPROVALS, CONCURRENTLY W TH MAKI NG THAT

DETERM NATI ON, AGAIN AS DESCRIBED I N THE | RS REGULATI ONS. AS APPROPRI ATE,
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THE COWM TTEE SUPPLEMENTS THE COMPARABI LI TY DATA W TH OTHER OBJECTI VE
FACTORS DESI GNED TO ENSURE THE REASONABLENESS OF THE COVPENSATI ON PAI D,
| NCLUDI NG AN ANALYSI'S OF | NDI VI DUAL GOALS AND OBJECTI VES, ORGANI ZATI ONAL
PERFORMANCE, PERSONNEL REVI EW5, EVALUATI ONS, SELF- EVALUATI ONS, AND ANY
VRI TTEN OFFERS FROM COVPETI NG ORGANI ZATI ONS. THE COVPENSATI ON
ARRANGEMENTS APPROVED BY THE COWM TTEE ARE REPORTED | N EXECUTI VE SESSI ON
TO THE FULL BOARD BY THE CHAIR AND VI CE CHAIR OF THE COW TTEE. CHAI R AND
VICE CHAIR OF THE COW TTEE. CHAIR AND VI CE CHAIR OF THE COW TTEE.

CORE FORM PART VI, SECTION C; QUESTI ON 19
THE SUBORDI NATE ORGANI ZATI ONS | NCLUDED | N THE HACKENSACK MERI DI AN HEALTH,
I NC. GROUP EXEMPTI ON RULI NG AND THI S CONSOLI DATED GROUP FORM 990 ARE
AFFI LI ATES W THI N HACKENSACK MERI DI AN HEALTH, A TAX- EXEMPT | NTEGRATED
HEALTH CARE DELI VERY NETWORK (" NETWORK"). CERTAI N SUBCRDI NATE
ORGANI ZATI ONS | NCLUDED I N THI S CONSOLI DATED GROUP FORM 990 HAVE | SSUED
TAX- EXEMPT BONDS TO FI NANCE VARI QUS CAPI TAL | MPROVEMENT PRQJECTS,
RENOVATI ONS AND EQUI PMENT. ALSO, EACH SUBORDI NATE ORGANI ZATI ON' S FI LED
CERTI FI CATE OF | NCORPORATI ON AND ANY AMENDMENTS CAN BE OBTAI NED AND
REVI EMED THROUGH THE STATE OF NEW JERSEY DEPARTMENT OF THE TREASURY. THE
AUDI TED FI NANCI AL STATEMENTS, CCDE OF CONDUCT AND CONFLI CT OF | NTEREST
POLI CY | S AVAI LABLE TO THE PUBLI C VI A THE HACKENSACK MERI DI AN HEALTH S
VEEBSI TE, WAV HACKENSACKMERI DI ANHEALTH. ORG, THEI R CODE OF CONDUCT AND
CONFLI CT OF | NTEREST POLI CY.

CORE FORM PART VI AND SCHEDULE J
PART VI AND SCHEDULE J REFLECT CERTAI N | NDI VI DUALS WHO WORKED FULL- Tl ME

FOR HACKENSACK MERI DI AN HEALTH AND RECEI VED COVPENSATI ON AND BENEFI TS FOR
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SERVI CES RENDERED TO HACKENSACK MERI DI AN HEALTH. PLEASE NOTE THAT THI S
FORM 990 REFLECTS THE FI NANCI AL ACTI VI TY AND OTHER | NFORMATI ON OF THE
SUBORDI NATE ORGANI ZATI ONS | NCLUDED | N THE HACKENSACK MERI DI AN HEALTH, | NC.

GROUP EXEMPTI ON RULI NG BUT DCES NOT | NCLUDE ALL RELATED ORGANI ZATI ONS.

PART VI1 | NCLUDES, AS OF DECEMBER 31, 2022, THE MEMBERS OF THE BOARD OF
TRUSTEES, OFFI CERS, AND KEY EMPLOYEES OF EACH OF THE ORGANI ZATI ONS

| NCLUDED IN THI' S CONSCLI DATED GROUP FORM 990. | N ADDI TI ON, PART VI I

| NCLUDES THE REMAI NI NG TOP FI VE HI GHEST PAI D EMPLOYEES AMONGST ALL

ENTI TI ES COMVBI NED AFTER OFFI CERS AND KEY EMPLOYEES OF ALL ORGANI ZATI ONS

I NCLUDED I N THE HACKENSACK MERI DI AN HEALTH, | NC. GROUP EXEMPTI ON RULI NG
AND THI S CONSCLI DATED GROUP FORM 990. THESE TRUSTEES, OFFI CERS, KEY
EVMPLOYEES AND HI GHEST PAI D EMPLOYEES ARE LI STED | N ORDER FROM HI GHEST TO
LOVNEST COVPENSATI ON. OUTLI NED BELOW IS A SUMVARY OF THE BOARD OF TRUSTEES

BY ORGANI ZATI ON.

[* I NDI CATES THE MEMBER SERVES ON MORE THAN ONE BOARD REPORTED ON THI S

GROUP RETURN :

HVH HOSPI TALS CORPORATI ON

RI CHARD HENNI NG*
MARVI N GOLDSTEI'N, ESQ
ROSEVARI E J. SORCE*

ROBERT C. GARRETT, FACHE*
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WLLI AM LAWESS, PH. D.
GLORI A MARTI NI *

Al DA CAPO, M D.
GREGORI O GUI LLEN, M D.
LUKE KEALY, ESQ
THOVAS LAKE, M D.
STEVEN LI SSER, M D. *
WLLI AM J. MJRRAY*
EDWARD PI CCI NI CH
SHAWN REYNCLDS*

ANDRI A SCHNEI DERMAN
PRANAYCHANDRA VAI DYA, M D.
FRANK J. VUONO*

JOHN W LCHA*

VWALTER WYNKOOP, M D.
FRANK L. FEKETE, CPA*
MARK STAUDER*

CHRI STOPHER A. ROTI Of
PRAFUL RAJA*

EDWARD RUSSO

HACKENSACK MERI DI AN AMBULATORY CARE,

DAVI D EPSTEI N, ESQ *

ULI SES E. DI AZ*

I NC.
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GLORI A MARTI NI *

MARI S LOMNN*

CHRI STOPHER MAHER*
KATHERI NE YORK*

ROBERT C. GARRETT, FACHE*
FRANK L. FEKETE, CPA*
MARK STAUDER*

ALFRED J. SCH AVETTI, JR *
G THOVAS CROONQUI ST*
JAMES Kl RKOS*

JAVES M BOLLERMAN*

JAVES RENNA*

JOHN W LCHA*

ROBERT O HARA*

THOMAS J. KONONOW TZ*

W LLI AM CRANE*

W LLI AM HI CKEY*

WLLI AM J. MJRRAY*

DENNI S ROBI NSON* ( TERVED 7/ 2022)

HVH CARRI ER CLINIC, | NC

LAVRENCE R | NSERRA, JR *
THOMAS G AVATO*

ANN DAMSGAARD
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CARYL KOURCELI S

DONALD J. PARKER

GORDON PI NG CER

JAI ME ROBERTSON- LAVALLE
LAUREN WVRI GHT*

MARY PAT CHRI STI E

SUSAN B. HASSM LLER, PHD, RN
ROBERT C. GARRETT, FACHE*

CHRI STI AN PETER

HEALTH | NNOVATI ONS UNLI M TED, | NC.

DAVI D EPSTEI N, ESQ *

ULI SES E. DI AZ*

GLORI A MARTI NI *

MARI S LOMNN*

CHRI STOPHER NMAHER*
KATHERI NE YORK*

ROBERT C. GARRETT, FACHE*
FRANK L. FEKETE, CPA*
MARK STAUDER*

ALFRED J. SCH AVETTI, JR *
G THOVAS CROONQUI ST*
JAMES Kl RKOS*

JAVES M BOLLERMAN*
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JAVES RENNA*

JOHN W LCHA*

ROBERT O HARA*

THOMAS J. KONONOW TZ*

W LLI AM CRANE*

W LLI AM HI CKEY*

WLLI AM J. MJRRAY*

DENNI S ROBI NSON* ( TERVED 7/ 2022)

HACKENSACK MERI DI AN HEALTH FOUNDATI ON, | NC.

ROBERT G HARMS*

JOHN A. G UNCO, ESQ *

CAROL B. STILLWELL*

HEI DI B. MAGGS

ROBERT C. GARRETT, FACHE*

SERENA DI MASO, ESQ *

THOMAS J. DOLAN*

LOU'S J. DUGH, ESQ *

WALTER R EARLE I1*

DEBCRAH R. MATHI S- SUNDERMANN, CPA, CHBC*

EVARI STO F. STANZI ALE*

JOYCE HENDRI CKS*

SKYE J. G BSON

DAVI D SANZARI *
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DOMVENIC M DIPIERO, 111

FRANK J. VUONC*

FRANK L. FEKETE, CPA*

GAIL B. GORDON, ESQ *

JOHN C. MEDI TZ*

JOSEPH YEWAI S| S*

KElI TH BANKS

LAVRENCE R

I NSERRA, JR *

MARK D. SCHLESI NGER, M D.*

ROSEVARI E J.

SCORCE*

THOMAS G AVATO*

WLLIAM J. MONTGORI S

BRIAN M NELSON, ESQ *

JONATHAN B. SCHULTZ*

LAURA Bl ANCHI NI *

SURENDER M GROVER, MD

JEREMY GRUNI N ( RESI GNED 2/ 2022)

Rl CHARD HENNI NG ( RESI GNED 12/ 2022)

HACKENSACK UNI VERSI TY MEDI CAL CENTER FOUNDATI ON, | NC.

LAVRENCE R

I NSERRA, JR *

ROBERT C. GARRETT, FACHE*

ULI SES E. DI AZ*

W LLI AM MCLAUGHLI N
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LAUREN WRI GHT*
JAVES P. ANDERSEN

STEPHEN T. BOSWELL, PHD, PE
NI CK CANG ALOSI

HEATHER WON CHOI

G THOMAS CROONQUI ST

W LLI AM CUNNI NGHAM

M CHAEL GEARY

GAIL B. GORDON, ESQ *
WLLI AM C. HANSON

Rl CHARD HUBSCHVAN, JR, ESQ
DANTE A. | MPLICITO, M D,
MARTI N W KAFAFI AN, ESQ
SANDRA KEARY*

SANDRA KI SSLER

THOMAS LANGBEI N

JERROLD LANGER

PATRICI A K. LOW

M CHAEL S. MOGEARY

BRI AN MCLAUGHLI N

JOHN C. MEDI TZ*

WLLI AM J. MJIRRAY*

ROBERT O HARA*

SAMUEL S. RAIA

JULI A RECAMVAN
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DAVID T. ROBERTSON, ESQ
CHRI STOPHER A. ROTI O

DAVI D SANZARI *

ANTHONY SCARDI NO, JR

CAROL D. SCHAEFER

CHARLES V. SCHAEFER |11

ELYSSA SCHECTER

MARK D. SCHLESINGER, M D. *

CHARLES H. SHOTMEYER

ROSEMARI E J. SORCE*

FRANK J. VUONO*

JOYCE HENDRI CKS*

STEPHEN MARTI NEZ

THOMAS EVANS

BEHNAZ BAKER

THOMAS GEI SEL

HANS SCHM DT, MD

AMY KO ZI M PEENE ( RESI GNED 6/ 2022)
JILL JOYCE (RESI GNED 4/ 2022)

KEVIN J. COLLINS, ESQ (RESI GNED 4/2022)
M CHELLE JUNG, ESQ (RESI GNED 5/2022)
VI NCENT CURATOLA ( RESI GNED 9/ 2022)

RI CHARD HENNI NG* ( RESI GNED 12/ 2022)
ANN MARI E SACCARO ( RESI GNED 12/ 2022)

ANTHONY C. TACCETTA, JR (RESI GNED 12/2022)
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Name of the organization

HACKENSACK MERI DI AN HEALTH, | NC.

Employer identification number

01- 0649794

DONALD N. DI NALLO (RESI GNED 12/ 2022)
FRANK C. HOLTHAM JR (RESI GNED 12/ 2022)
GEORGE T. CROONQUI ST (RESI GNED 12/ 2022)
GLORI A MARTI NI * ( RESI GNED 12/ 2022)
JOANNE VEXLER (RESI GNED 12/ 2022)

JOHN A SCHEPI SI, ESQ (RESI GNED 12/2022)
JOHN APOVI AN, M D. (RESI GNED 12/ 2022)

NI CHOLAS M NI CUCCI, JR. (RESI GNED 12/ 2022)
PETER C. GERHARD (RESI GNED 12/ 2022)

PH L SI MVB (RESI GNED 12/ 2022)

SCOTT TARRI FF (RESI GNED 12/ 2022)

JOSEPH A. RIZZI, ESQ (RESI GNED 12/2022)

JOSEPH P. RI CCARDO ( PASSED 4/2022)

JERSEY SHORE UNI VERSI TY MEDI CAL CENTER FOUNDATI ON, | NC.

JOHN A. G UNCO, ESQ *
WALTER R EARLE | |*

JOHN F. REI NHARDT

ERIC M KIRSCH, CFA

PHI LI P J. SCADUTO

ROBERT C. GARRETT, FACHE*
THOMAS B. BARHAM SR
THOMAS DEFELI CE

SANDRA KEARY*

For Privacy Act and Paperwork Reduction Act Notice, see the Instructions for Form 990 or 990-EZ.
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Name of the organization Employer identification number

HACKENSACK MERI DI AN HEALTH, | NC. 01- 0649794

ROBERT W MULLEN, JR
KENNETH D. NAHUM DO

RI CHARD M NEI BART, M D.

PH LI P L. PERRI CONE

ROBERT SM TH

ROBERT L. SWEENEY, DO
ALEXANDER TAYLOR

DAVI D EPSTEIN, ESQ *

GARY TOLCHI N

HARPREET PALL, M D.

RI CHARD LOSHI AVO

JOYCE HENDRI CKS*

DAVI D KOUNTZ, MD

NI COLE AGNEW

JEREMY GRUNI N ( TERMED 2/ 2022)
MARI LYN TRAPANI ( TERMVED 4/ 2022)
STEPHAN C. LOW ( TERVED 7/2022)

CAM LLE DORONI N ( TERVED 9/ 2022)

RI VERVI EW MEDI CAL CENTER FOUNDATI ON, | NC.

STEVEN M SCOPELLI TE
NANCY B. MJLHEREN
PETER T. ROSELLE

JONATHAN B. SCHULTZ*

For Privacy Act and Paperwork Reduction Act Notice, see the Instructions for Form 990 or 990-EZ. Schedule O (Form 990 or 990-EZ) (2022)
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Open to Public

Name of the organization

HACKENSACK MERI DI AN HEALTH, | NC.

Employer identification number

01- 0649794

CORE

ROBERT C. GARRETT, FACHE*
NEG N N GRIFFITH M D.
LESLI E H TCHNER

STEVEN LI SSER, M D. *
ROBERT S. MORRI S

BRIAN M NELSON, ESQ *
SHAWN REYNCLDS*

MARGARET S. RI KER

SI RAN H.  SAHAKI AN

RI CHARD J. SAKER

BENEDI CT J. TORCIVIA, JR
M CHAEL WALKER

MARI A MAHER

ROBI N KLEI' N

FRED VOCCOLA

JOHN MAGGE ACOMO, |

JOYCE HENDRI CKS*

LEON F. DEJULI US

THOMAS DEFELI CE, 111
SARAH PERSONETTE

FORM PART VI AND SCHEDULE J ( CONTI NUED)

OCEAN UNI VERSI TY MEDI CAL CENTER FOUNDATI ON,

ROBERT C. GARRETT, FACHE*

ROBERT G HARMS*

I NC.

For Privacy Act and Paperwork Reduction Act Notice, see the Instructions for Form 990 or 990-EZ.
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Name of the organization Employer identification number

HACKENSACK MERI DI AN HEALTH, | NC.

01- 0649794

GARY PI ERI NGER

LOU'S J. DUGH, ESQ *
ALl R MOOSVI, MD.
EDWARD J. DI MON, ESQ
FRANK DI TULLI O, 111
JEREME J. KOKES

JOHN V. VISCEGLIA, JR
JOSEPH S. M GNON
JOSEPH P. BOGDAN, M D.
PETER J. MENCEL, M D
DOUGLAS SCHWARZ

CHUCK GRI NNEL

HELEN LUCCI OLA

JOYCE HENDRI CKS*
LAVBRCS LAVBROU

LAURA BODVAN

HARRI ET L. DONNELLY ( TERVED 7/ 2022)

HOLLY R LONSDALE ( TERMED 12/2022)

SQUTHERN OCEAN MEDI CAL CENTER FOUNDATI ON, | NC.

DEBCRAH R. MATHI S- SUNDERMANN, CPA, CHBC*
JOAN M HART
JEREMY S. DEFI LI PPI S

JOSEPH D. RULLI

For Privacy Act and Paperwork Reduction Act Notice, see the Instructions for Form 990 or 990-EZ. Schedule O (Form 990 or 990-EZ) (2022)
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Name of the organization

HACKENSACK MERI DI AN HEALTH, | NC.

Employer identification number

01- 0649794

PHYLLI S BUTTERVARK
ROBERT C. GARRETT, FACHE*
ROBERT STOHRER

M CHAEL R AARON, DO
PAUL K. CHUNG M D.
SKYE J. G BSON

JOHN | MPERATO

SEAN D. KAUFFMAN
JOSEPH P. LATTANZI, M D.
ANGELA R OM NSKI

KARL W STROM M D.
THOMAS C. YU, MD.
EDWARD M WALTERS, JR
DAVID L. WYRSCH, JR
CHRI STOPHER FRI TZ

JUDI TH BROPHY
MATTHEW MATEY

JOYCE HENDRI CKS*
THOMAS J. DOLAN*
FRANCES L. SI GNORILE
KEN FORM CA

MAREAN ABRAMSON

BAYSHORE MEDI CAL CENTER FCUNDATI ON, | NC.

For Privacy Act and Paperwork Reduction Act Notice, see the Instructions for Form 990 or 990-EZ.
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Name of the organization Employer identification number

HACKENSACK MERI DI AN HEALTH, | NC. 01- 0649794

SERENA DI MASO, ESQ *
EVARI STO F. STANZI ALE*
CAROL B. STILLWELL*

VI NCENT J. HAGER
ROBERT C. GARRETT, FACHE*
GAURAV BAVEJA

ANGELO DERCSA

JOHN D. DELI SO

RAJI'V PRASAD, MD

RI CHARD KOLBER

ADRI AN M PRI STAS, M D
ASAAD H.  SAMRA, M D.
JASON SAVARESE

CHRI STOPHER M STRI ANO
LORI ANN DAVI DSON
COURTNEY FI ORE

JOYCE HENDRI CKS*

VI CTOR LOLLI

RARI TAN BAY HEALTHCARE FOUNDATI ON, | NC.

ROBERT C. GARRETT, FACHE*
SURENDER M GROVER, M D.
DOM NI CK A. CAVA

LAURA Bl ANCHI NI *

For Privacy Act and Paperwork Reduction Act Notice, see the Instructions for Form 990 or 990-EZ. Schedule O (Form 990 or 990-EZ) (2022)
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Name of the organization

HACKENSACK MERI DI AN HEALTH, | NC.

Employer identification number

01- 0649794

JOYCE HENDRI CKS*
ADRI ENNE ALQUI ROS
JESSI CA SM TH (RESI GNED 7/ 2022)

JANE MUELLER (RESI GNED 11/ 2022)

PALI SADES MEDI CAL CENTER FOUNDATI ON, | NC.

JOHN C. MEDI TZ*

ALEXANDER DURAN

THOVAS EASTW CK

LEONARD LAURI CELLA

BLANCA NMANKI EW CZ

MARI O MARGHELLA

THOMAS VENI NO, JR

ROBERT DI VI NCENT

ROBERT C. GARRETT, FACHE*
SHANE SULLI VAN

JOYCE HENDRI CKS*

ALEJANDRA PAZM NO ( TERMED 1/2022)
JEANNI NE ALI ( RESI GNED 5/2022)

SURI PONAMG, M D. (RESIGNED 7/2022)

BERGEN HEALTH MANAGEMENT SERVI CES, | NC.

MARK STAUDER*

For Privacy Act and Paperwork Reduction Act Notice, see the Instructions for Form 990 or 990-EZ.
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SCHEDULE O Supplemental Information to Form 990 or 990-EZ |_ome No. 1545-0047
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P Attach to Form 990 or 990-EZ. Open to Public
Department of the Treasury ) o ) ) ) .
Internal Revenue Service P> Information about Schedule O (Form 990 or 990-EZ) and its instructions is at www.irs.gov/form990. Ins pectlon
Name of the organization Employer identification number

HACKENSACK MERI DI AN HEALTH, | NC. 01- 0649794

ROBERT L. GLENNI NG

LI NDA MCHUGH

HACKENSACK MERI DI AN QUTPATI ENT SERVI CES, | NC.

DAVI D EPSTEI N, ESQ *

ULI SES E. DI AZ*

GLORI A MARTI NI *

MARI S LOMNN*

CHRI STOPHER MAHER*
KATHERI NE YORK*

ROBERT C. GARRETT, FACHE*
FRANK L. FEKETE, CPA*
MARK STAUDER*

ALFRED J. SCH AVETTI, JR *
G THOVAS CROONQUI ST*
JAMES Kl RKOS*

JAVES M BOLLERMAN*

JAVES RENNA*

JOHN W LCHA*

ROBERT O HARA*

THOMAS J. KONONOW TZ*

W LLI AM CRANE*

W LLI AM HI CKEY*

WLLI AM J. MJRRAY*

For Privacy Act and Paperwork Reduction Act Notice, see the Instructions for Form 990 or 990-EZ. Schedule O (Form 990 or 990-EZ) (2022)
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Department of the Treasury
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P Information about Schedule O (Form 990 or 990-EZ) and its instructions is at www.irs.gov/form990. Ins peCtion

Name of the organization

Employer identification number

HACKENSACK MERI DI AN HEALTH, | NC. 01- 0649794

DENNI S ROBI NSON* ( TERVED 7/ 2022)

HARTWYCK AT CAK TREE, | NC.

DAVI D EPSTEI N, ESQ *

ULI SES E. DI AZ*

GLORI A MARTI NI *

MARI S LOMNN*

CHRI STOPHER MAHER*

KATHERI NE YORK*

ROBERT C. GARRETT, FACHE*
FRANK L. FEKETE, CPA*
MARK STAUDER*

ALFRED J. SCH AVETTI, JR *
G THOVAS CROONQUI ST*
JAMES Kl RKOS*

JAVES M BOLLERMAN*

JAVES RENNA*

JOHN W LCHA*

ROBERT O HARA*

THOMAS J. KONONOW TZ*

W LLI AM CRANE*

W LLI AM HI CKEY*

WLLI AM J. MJRRAY*

DENNI' S ROBI NSON* ( RESI GNED 7/ 2022)

For Privacy Act and Paperwork Reduction Act Notice, see the Instructions for Form 990 or 990-EZ. Schedule O (Form 990 or 990-EZ) (2022)
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Department of the Treasury
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Name of the organization

Employer identification number

HACKENSACK MERI DI AN HEALTH, | NC. 01- 0649794
MUHLENBERG REQ ONAL MEDI CAL CENTER, | NC.
DOUGLAS A. NORDSTROM
M CHAEL A. KLEI MAN, DMD*

AM E THORNTON
TCDD VWAY
JFK UNI VERSI TY MEDI CAL CENTER FOUNDATI ON, | NC.
JOSEPH YEWAI SI S*
A. JOYCE BUSCH
STEVE ROTHMAN
ANKI T GUPTA
DENI SE MARRA DEPEKARY, ESQ
JASON CHENG
JOHN F. KWASNI K, ESQ
JOHN G MCDONOUGH, DMVD
LORRAI NE MULLI GAN
M CHAEL A. KLEI MAN, DMD*
PETER VI SCECLI A
PRAFUL RAJA*
VI NCENT AMABI LE
KATI E BARNES
MARY BETH CUNNI NGHAM
For Privacy Act and Paperwork Reduction Act Notice, see the Instructions for Form 990 or 990-EZ. Schedule O (Form 990 or 990-EZ) (2022)
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(Form 990 or 990-E2) Complete to provide information for responses to specific questions on 2@22
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 ) o ) ) ) .
Internal Revenue Service P> Information about Schedule O (Form 990 or 990-EZ) and its instructions is at www.irs.gov/form990. Ins pectlon
Name of the organization Employer identification number

HACKENSACK MERI DI AN HEALTH, | NC. 01- 0649794

JANI NE PURCARO

JOYCE HENDRI CKS*

ROBERT C. GARRETT, FACHE
FRANK BABAR

JOHN (JD) PEARCE
MANPREET G LL

SANKET RUPARELI YA, MD

VENK GORTY

MUHLENBERG FOUNDATI ON, | NC.

ROBERT J. GOELLNER
O OLlI VER ANDERSEN
ROBERT FLESCHLER
ROBERT MCCABE
RONALD WEST

VI CTCR ALOYO

CENTER FOR DI SCOVERY AND | NNOVATI ON

ANDREW L. PECCRA, M D.
FRANK L. FEKETE, CPA*
GARRY A. NEIL, M

HARLAN F. WEI SMAN, MD

JAMES J. GALECTA

For Privacy Act and Paperwork Reduction Act Notice, see the Instructions for Form 990 or 990-EZ. Schedule O (Form 990 or 990-EZ) (2022)
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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@22
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 ) o ) ) ) .
Internal Revenue Service P> Information about Schedule O (Form 990 or 990-EZ) and its instructions is at www.irs.gov/form990. Ins pectlon
Name of the organization Employer identification number

HACKENSACK MERI DI AN HEALTH, | NC. 01- 0649794

ROBERT C. GARRETT, FACHE*
ROGER D. KORNBERG, PH.D.
ROSEMARY A. CRANE
SOL J. BARER, PH.D.
THOVAS POLEN
DAVID S. PERLIN, PH.D.
CORE FORM PART X; LINE 20
| N ACCORDANCE W TH THE ORGANI ZATI ON' S AUDI TED FI NANCI AL STATEMENTS, THE
TAX- EXEMPT BOND VALUES WERE REPORTED ON THE BOOKS OF HACKENSACK MERI DI AN
HEALTH, INC., THE PARENT ORGANI ZATI ON OF THI S TAX- EXEMPT | NTEGRATED
HEALTHCARE DELI VERY NETWORK. AS SUCH, THE TAX- EXEMPT BONDS ARE REPORTED
ON SCHEDULE K OF THE HACKENSACK MERI DI AN HEALTH, |NC. FORM 990.
CORE FORM PART XI; LINE 9
OTHER | NCREASE ( DECREASE) | N NET ASSETS OR FUND BALANCE | NCLUDE;
- NET TRANSFERS TQ/ FROM RELATED | NTERNAL REVENUE CODE SECTI ON 501( C) ( 3)
TAX- EXEMPT ORGANI ZATI ONS - ($35, 701, 778) ;
- EQUI TY TRANSFER - $493, 250, 407;
- NET ASSETS RELEASED FROM RESTRI CTI ON FOR CAPI TAL ACQUI SI TI ON -
$85, 536, 787;
- CHANGES | N PENSI ON RELATED ADJUSTMENTS - $6, 886, 537;
- OTHER CHANGES | N UNRESTRI CTED NET ASSETS - $1, 801, 282;
- HVH PROGRAM SERVI CE REVENUE RECLASS - ($9, 476, 333) ;
- NET ASSETS RELEASED FROM RESTRI CTI ON FOR CAPI TAL ACQUI SI TI ON;
TEMPORARI LY RESTRI CTED - ($362);

- NET ASSETS RELEASED FROM RESTRI CTlI ON USED FOR OPERATI NG ACTI VI Tl ES;

For Privacy Act and Paperwork Reduction Act Notice, see the Instructions for Form 990 or 990-EZ. Schedule O (Form 990 or 990-EZ) (2022)
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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@22
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 ) o ) ) ) .
Internal Revenue Service P> Information about Schedule O (Form 990 or 990-EZ) and its instructions is at www.irs.gov/form990. Ins pectlon
Name of the organization Employer identification number

HACKENSACK MERI DI AN HEALTH, | NC. 01- 0649794

TEMPORARI LY RESTRI CTED - ($850, 300) ;
AND
- OTHER CHANGES | N TEMPORARI LY RESTRI CTED NET ASSETS - $42, 725, 720.

CORE FORM PART XI|; LINE 2
PRI CEWATERHOUSE COOPERS, L.L.P. AUDI TED THE CONSOLI DATED FI NANCI AL
STATEMENTS OF HACKENSACK MERI DI AN HEALTH, INC. FOR THE YEARS ENDED
DECEMBER 31, 2022 AND 2021, | NCLUDI NG THI S ORGANI ZATI ON. PRI CEWATERHOUSE
COOPERS, L.L.P. | SSUED AN UNQUALI FI ED OPI NI ON W TH RESPECT TO THE AUDI TED
CONSOLI DATED FI NANCI AL STATEMENTS. THE HACKENSACK MERI DI AN HEALTH, | NC.
AUDI T AND COVPLI ANCE COMM TTEE HAS ASSUVED RESPONSI Bl LI TY FOR THE
OVERSI GHT OF THE AUDI T OF THE CONSOLI DATED FI NANCI AL STATEMENTS, WHI CH
| NCLUDES THE ORGANI ZATI ONS I N THI'S CONSOLI DATED GROUP FORM 990, AND THE
SELECTI ON OF AN | NDEPENDENT AUDI TOR.

CORE FORM PART |11; STATEMENT OF PROGRAM SERVI CES ACCOMPLI SHVENTS

HACKENSACK MERI DI AN HEALTH

WE ARE THE LARCEST, MOST COVMPREHENSI VE AND TRULY | NTEGRATED HEALTH CARE
NETWORK | N NEW JERSEY, OFFERI NG A COMPLETE RANGE OF MEDI CAL SERVI CES,

| NNOVATI VE RESEARCH AND LI FE- ENHANCI NG CARE.

For Privacy Act and Paperwork Reduction Act Notice, see the Instructions for Form 990 or 990-EZ. Schedule O (Form 990 or 990-EZ) (2022)
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SCHEDULE O
(Form 990 or 990-E2)

Department of the Treasury
Internal Revenue Service

Form 990 or 990-EZ or to provide any additional information.
P Attach to Form 990 or 990-EZ.

Complete to provide information for responses to specific questions on

Supplemental Information to Form 990 or 990-EZ |_ome no. 1545-0047

2022

Open to Public

P> Information about Schedule O (Form 990 or 990-EZ) and its instructions is at www.irs.gov/form990. Ins pection

Name of the organization

HACKENSACK MERI DI AN HEALTH, | NC.

Employer identification number

01- 0649794

VHO VE ARE

- 18 HOSPI TALS

- 3 ACADEM C MEDI CAL CENTERS

-1

-1

-1

-1

- 4,

UNI VERSI TY TEACH NG HOSPI TAL

COVMUNI TY HOSPI TALS

REHABI LI TATI ON HOSPI TALS

CH LDREN S HOSPI TALS

BEHAVI ORAL HEALTH HOSPI TAL

LONG TERM ACUTE CARE HOSPI TAL

CENTER FOR DI SCOVERY & | NNOVATI ON

SCHOOL OF MEDI CI NE

714 LI CENSED BEDS

- 500+ PATI ENT CARE LOCATI ONS

- 7,

000+ PHYSI CI ANS

- 36, 000+ TEAM MEMBERS

CARE DELI VERED I N 2022

- 177,362 PATI ENT ADM SSI ONS

- 650, 086 EMERGENCY VI SI TS

- 2,

058, 163 QUTPATI ENT VI SI TS

- 16, 545 BABI ES DELI VERED

- 103, 669 SURGERI ES (| NPATI ENT AND OUTPATI ENT)

For Privacy Act and Paperwork Reduction Act Notice, see the Instructions for Form 990 or 990-EZ.
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FACI LI TI ES

CONTI NUALLY UPGRADI NG OUR FACILITIES I'S CRUCI AL FOR ENHANCI NG PATI ENT
CARE AND SAFETY AND FOSTERI NG A POSI TI VE WORK ENVI RONMENT SO VWE CAN

CONTI NUE TO DELI VER THE H GHEST QUALI TY OF CARE TO THE COWVMUNI TY. WE ARE
COW TTED TO DELI VERI NG THE BEST ENVI RONMENT FCOR OUR PATI ENTS, PHYSI CI ANS

AND TEAM MEMBERS.

HELENA THEURER PAVI LI ON RAI SES THE BAR ON EXCELLENCE

HACKENSACK UNI VERSI TY MEDI CAL CENTER S 530, 000- SQUARE- FOOT HELENA THEURER
PAVILION IS NOW OPEN - AND THI' S STATE- OF- THE- ART, NI NE- STORY SURG CAL AND
I NTENSI VE CARE TOWER | S RAI SI NG THE BAR ON PATI ENT CARE EXCELLENCE I N THE
NEW YORK METROPOLI TAN AREA. THE PAVI LI ON FEATURES ALL- PRI VATE PATI ENT
ROOVS AND THE LATEST "SMART HOSPI TAL" TECHNOLOGY, W TH EVERY DETAI L

OPTI M ZED TO DELI VER AN OQUTSTANDI NG PATI ENT EXPERI ENCE.

THE PAVI LI ON | NCLUDES:
- 24 OPERATI NG ROOVS

- 72 POST- ANESTHESI A CARE UNI T BEDS

50 I NTENSIVE CARE UNIT (I CU) BEDS
- 175 MEDI CAL/ SURG CAL BEDS, | NCLUDI NG A MUSCULOSKELETAL | NSTI TUTE AND
| NTERMVEDI ATE CARE ROOVS

- 6 DA VINCI ® ROBOTI C SURA CAL SYSTEMS, | NCLUDI NG ONE SI NGLE PORT SYSTEM
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- 4 ORTHOPEDI C ROBOTS FOR JO NT REPLACEMENT PROCEDURES

JFK UNI VERSI TY MEDI CAL CENTER

HYBRI D OPERATI NG ROOM COVBI NES ADVANCED | MAG NG AND SURG CAL TECHNOLOGY:

IN FALL 2022, JFK UNI VERSI TY MEDI CAL CENTER ANNOUNCED THE OPENI NG CF I TS
BRAND NEW HYBRI D OPERATI NG ROOM A STATE- OF- THE- ART FACI LI TY THAT

COVBI NES ADVANCED | MAG NG AND SURG CAL TECHNOLOA ES | N ONE PLACE.

BENEFI TS OF THE HYBRI D OPERATI NG ROOM ALLOW FOR TRADI TI ONAL OPEN

SURG CAL PROCEDURES TO BE PERFORMED ENDOSCOPI CALLY USI NG ADVANCED | MAGE

GUI DANCE, RESULTI NG I N | MPROVED PATI ENT OUTCOVES AND MORE RAPI D RECOVERY.

IN THE PAST TWDO DECADES, HYBRI D OPERATI NG ROOVG HAVE EMERGED AS THE NEW
STANDARD OF CARE FOR ADVANCED SUBSPECI ALTI ES SUCH AS CARDI AC, VASCULAR
AND NEURCSURGERY WHO PERFORM BOTH OPEN SURGERI ES AND ENDOCSCOPI C
PROCEDURES. THE ABI LI TY TO PERFORM BOTH TRADI TI ONAL OPEN SURGERY AND

| MVAGE GUI DED ENDOSCOPI C PROCEDURES | N THE SAME SUI TE PROVI DES FOR ADDED

FLEXI BI LI TY, EFFI CI ENCY AND SAFETY.
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HACKENSACK UNI VERSI TY MEDI CAL CENTER

H GH QUALI TY PERI NATAL CARE:

HACKENSACK UNI VERSI TY MEDI CAL CENTER WAS THE FI RST I N THE NATI ON TO EARN
THE JO NT COW SSI ON'S GOLD SEAL OF APPROVAL® FOR ADVANCED CERTI FI CATI ON
I N PERI NATAL CARE (ACPC) BY DEMONSTRATI NG EXCEPTI ONAL STANDARDS AND
OUTCOMVES | N THE CARE OF | NFANTS AND MOTHERS. THI'S DI STI NCTI ON FROM THE
JO NT COW SSI ON FOR EXEMPLARY PERI NATAL CARE IS A TESTAMENT TO THE

TOP- NOTCH TEAM MEMBERS, PHYSI Cl ANS AND LEADERSHI P AT HACKENSACK

UNI VERSI TY MEDI CAL CENTER AND OUR ONGO NG CCOLLABCRATI ON W TH FI RST LADY
TAMMY MURPHY' S STATEW DE AWARENESS CAMPAI GN, NURTURE NJ, WHICH I S

COW TTED TO MAKI NG NEW JERSEY THE SAFEST AND MOST EQUI TABLE PLACE I N THE
NATI ON TO G VE Bl RTH AND RAI SE A BABY. AT HACKENSACK UNI VERSI TY MEDI CAL
CENTER, THERE WERE NO MATERNAL DEATHS IN 2022. THE C SECTI ON RATE

CONTI NUES TO DECLI NE ACROSS HACKENSACK MERI DI AN HEALTH. W TH THI S
ADVANCED CERTI FI CATI ON, HACKENSACK UNI VERSI TY MEDI CAL CENTER HAS SET THE
BAR FOR APPRCPRI ATE OBSTETRI C CARE I N THE COUNTRY, HELPI NG TO ENSURE
THERE IS A MULTI DI SCI PLI NARY APPROACH TAKEN WHEN DEVELOCPI NG A

PATI ENT- CENTERED PLAN OF CARE UTI LI ZI NG EVI DENCE- BASED ASSESSMENT TOCOLS.
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LONG TERM ACUTE CARE HOSPI TAL (LTACH)

OUR FI RST LONG TERM ACUTE CARE HOSPI TAL:

I N CCTOBER 2022 WE OFFI Cl ALLY OPENED THE NETWORK' S FI RST LONG TERM ACUTE
CARE HOSPI TAL (LTACH). THE BRAND- NEW STATE- OF- THE- ART HOSPI TAL OFFERS 30
PRI VATE ROOMS TO ACCOMMODATE PATI ENTS THAT NEED SPECI ALI ZED SERVI CES AND

PROGRAMS.

H GHLI GATS OF THE HACKENSACK MERI DI AN LTACH | NCLUDE:

- STATE- OF- THE- ART PULMONARY PROGRAM W TH VENTI LATOR VEANI NG

- ADVANCED CARDI AC PROGRAM WHI CH W LL | NCLUDE CONGESTI VE HEART FAI LURE
MANAGEMENT AND EDUCATI ON

- DIALYSI S MANAGEMENT

- SEPSI'S TREATMENT | NCLUDI NG LONG TERM ANTI Bl OTl C THERAPY

- EXTENSI VE WOUND CARE PROGRAM W TH TREATMENT OF NON- HEALI NG SURGQ CAL

WOUNDS AND PRESSURE ULCERS

HACKENSACK MERI DI AN LTACH | S LOCATED | N RARI TAN BAYMEDI CAL CENTER,
PROVI DI NG A SPEC!I ALI ZED DEDI CATED FLOOR, DAILY PHYSICI AN VI SITS, 24/7
EVMERGENCY PHYSI Cl AN COVERAGE, AN | NTERDI SCI PLI NARY CARE TEAM THAT

I NCLUDES PHYSI CI AN SPECI ALI STS, CERTI FI ED REG STERED NURSES AND

TECHNI CI ANS, CERTI FI ED RESPI RATCRY THERAPI STS, DI ETI Cl ANS, REHABI LI TATI ON
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THERAPI STS, | NCLUDI NG PT/ OT/ SPEECH, | N ADDI TI ON TO ALL OTHER HOSPI TAL

SERVI CES.

ACCESS TO CARE

HACKENSACK MERI DI AN | S DEDI CATED TO | MPROVI NG ACCESS TO CARE FOR PATI ENTS
AND THE COMMUNI TY, ENSURI NG TI MELY AND EQUI TABLE HEALTH CARE SERVI CES FOR

ALL.

MEDI CAL GROUP CONTI NUES TO GROW

OUR HACKENSACK MERI DI AN MEDI CAL GROUP, WHI CH | NCLUDES MORE THAN 1, 800
PHYSI CI ANS AND ADVANCED PROVI DERS AT OVER 360 LOCATI ONS, EXPERI ENCED
SI GNI FI CANT GROMH I N 2022 WTH THE ADDI TI ON OF MORE THAN 200 NEW

PRACTI TI ONERS AND SI X NEW PRACTI CES.

VWE ARE DEDI CATED TO | MPROVI NG ACCESS TO CARE FOR OUR PATI ENTS AND THE
COMMUNI TY, AND HAVE WELCOVED PRI MARY CARE PHYSI CI ANS AS WELL AS A DI VERSE
GROUP OF SPECI ALI STS TO THE TEAM LAST YEAR, | NCLUDI NG RHEUMATOLOG STS,
COLORECTAL, THORACI C, TRAUVA AND GENERAL SURGECNS,

NEUROLOG STS, PEDI ATRI C SUBSPECI ALI STS AND UROLOG STS.

EPI C ACRCSS- THE- BOARD:

IN 2022 OUR ORGAN ZATI ON COMPLETED A MASSI VE OVERHAUL TO BRI NG ALL
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HACKENSACK MERI DI AN MEDI CAL GROUP PRACTI CES ONTO THE EPI C ELECTRONI C

MEDI CAL RECORD SYSTEM W TH A CENTRALI ZED AND UN FI ED SYSTEM HEALTH CARE
PROVI DERS ACROSS THE ENTI RE NETWORK CAN ACCESS VI TAL PATI ENT | NFORVATI ON
I N REAL- TI ME, FACI LI TATI NG SEAMLESS CARE COCRDI NATI ON AND | NFORVMED

DECI SI ON- MAKI NG THI' S | NTERCONNECTEDNESS NOT ONLY PROMOTES CONTI NUI TY OF
CARE BUT ALSO FACI LI TATES EFFI Cl ENT DATA SHARI NG AND CCOLLABCRATI VE
EFFORTS, ULTI MATELY LEADI NG TO | MPROVED PATI ENT OUTCOMES AND A HI GHER
STANDARD OF HEALTH CARE DELI VERY ACROSS THE ENTI RE HEALTH SYSTEM AND

MEDI CAL GROUP PRACTI CES.

HACKENSACK MERI DI AN MEDI CAL GROUP 2022 STATS

- +200 NEW PRACTI TI ONERS

- +6 NEW PRACTI CES

- 1.69 MLLION PATIENT VI SITS (UP 7% OVER 2021)

- REACHED 7, 000 DAILY APPO NTMENTS

- 9% OF APPO NTMENTS DONE VI A TELEHEALTH

- 240% | NCREASE | N ONLI NE APPO NTMENT SCHEDULI NG (55% OF ONLI NE
APPO NTMENTS SCHEDULED BY NEW PATI ENTS AND 56% WERE SCHEDULED DURI NG

NON- WORK  HOURS)

CRI TI CAL PROGRAMS FCR ADVANCED CARE:

I N ADDI TI ON TO ENSURI NG THAT OUR COMMUNI TY CAN ACCESS THE CARE THAT THEY

NEED IN A TI MELY AND CONVENI ENT MANNER THROUGH TELEHEALTH, ONLI NE
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APPO NTMENT SCHEDULI NG AND A ROBUST, DI VERSE MEDI CAL GROUP, WE ARE
COW TTED TO OFFERI NG THE BEST- 1 N- CLASS CLI Nl CAL PROGRAMS. BELOW W\E
HI GHLI GAT SOVE NEW AND CRI TI CAL ADVANCED CLI NI CAL CARE PROGRAMS THAT VE

ARE PROUD TO OFFER AT HACKENSACK MERI DI AN HEALTH.

- BONE MARROW TRANSPLANT PROGRAM
- PARKINSON' S WELLNESS PROGRAM

- ADVANCED LUNG AND Al RWAY CENTER
- 50 YEARS OF CARE

- HOSPI TAL AT HOVE

BONE MARROW TRANSPLANT PROGRAM

IN EARLY 2022, WVE ANNOUNCED THAT JOHN THEURER CANCER CENTER EXPANDED | TS
PROGRAM TO HOPE TOAER AT JERSEY SHORE UNI VERSI TY MEDI CAL CENTER. THI S
EXPANSI ON PROVI DES ON- SI TE RESOURCES TO CANCER PATI ENTS AT JERSEY SHORE
AS VELL AS ACCESS TO MEDI CAL | NNOVATI ONS AND CLI NI CAL TRI ALS AT JOHN
THEURER CANCER CENTER AT HACKENSACK UNI VERSI TY MEDI CAL CENTER NEW
SPECI ALI ZED SERVI CES | NCLUDE ADVANCED LEUKEM A CARE, CELL THERAPY AND
PHASE | CLI NI CAL TRIALS, | NCLUDI NG TARGETED THERAPI ES, | MMUNO- ONCOLOGY,
AND CAR-T TRI ALS.

CORE FORM PART II11; STMI OF PROGRAM SERVI CES ACCOWPLI SHVENTS ((CONTI NUED)
I N AUGUST, JOHN THEURER CANCER CENTER EXPERTS BEGAN BONE MARROW
TRANSPLANT PROCEDURES AT THE HOPE TOWER LOCATI ON. JOHN THEURER CANCER

CENTER |'S BEST KNOWN FOR HAVI NG A NATI ONALLY RECOGNI ZED BLOCOD CANCERS
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TREATMENT PROGRAM | NCLUDI NG MJULTI PLE MYELOVA, LYMPHOVA AND LEUKEM A, AS
VELL AS HAVI NG ONE OF THE LARGEST, NATI ONW DE BONE MARROW TRANSPLANT
(BMTI) PROGRAMS. W TH MORE THAN 7, 500 TRANSPLANTS PERFORMED, | T IS ONE OF
THE LARGEST | N THE COUNTRY. BY EXPANDI NG THE PROGRAM TO HOPE TOWNER, WE
ARE PROVI DI NG PATI ENTS W TH THE MOST COVPASSI ONATE, MULTI DI SCI PLI NARY CARE
N MONMOUTH AND OCEAN COUNTI ES AND BEYOND AT THE MOST | MPORTANT TIME I N

THEI R LI VES.

PARKI NSON' S WELLNESS PROGRAM

IN APRIL, JFK JOHNSON REHABI LI TATI ON | NSTI TUTE | N EDI SON OPENED A NEW
PARKI NSON' S WELLNESS PROGRAM VHICH IS A UNI QUE, TWO- VEEK | NPATI ENT
REHABI LI TATI ON EXPERI ENCE THAT HELPS PECPLE W TH PARKI NSON' S RESTORE AND
MAI NTAIN THEI R FUNCTI ON.  THE TEAM OF REHABI LI TATI ON MEDI CI NE PHYSI CI ANS,
NEUROLOG STS AND SPECI ALI ZED THERAPI STS | DENTI FI ED THE NEED TO HELP
PEOPLE DI AGNOCSED W TH PARKI NSON' S DI SEASE WHO ARE NOT ACUTELY ILL OR
SEVERELY DI SABLED BUT WHO STRUGGLE GREATLY AT HOVE W TH THE SYMPTOVS AND
LI FE- STYLE CHANGES THAT PARKI NSON' S DI SEASE BRI NGS. WHETHER | T BE MAKI NG
MEDI CATI ON ADJUSTMENTS, DECREASI NG FALLS, | MPROVI NG VO CE QUALITY OR

GAI NI NG MORE | NDEPENDENCE W TH ACTI VI TIES OF DAILY LIVING THE JFK
JOHNSON REHABI LI TATI ON | NSTI TUTE' S PARKI NSON' S VWELLNESS PROGRAM

CUSTOM ZES THE TREATMENT APPROACH FOR EACH PATI ENT' S STAY AND | S

PARTI CULARLY FOCUSED ON SAFETY AND REDUCI NG HOSPI TAL ADM SSI ONS.
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ADVANCED LUNG AND Al RWAY CENTER:

THE ADVANCED LUNG AND Al RWAY CENTER AT JFK UNI VERSI TY MEDI CAL CENTER
OPENED I N 2022. TH S PROGRAM SCREENS, DI AGNOSES AND TREATS PATI ENTS W TH
BOTH CANCEROUS AND NON- CANCEROUS DI SORDERS THAT AFFECT BREATHI NG THE
MULTI DI SCI PLI NARY TEAM | NCLUDES WORLD- RENOWNED THORACI C SURGEONS WHO
SPECI ALI ZE | N ADVANCED ROBOTI C SURGERY FOR LUNG CANCER, ESOPHAGEAL
CANCER, MEDI ASTI NAL TUMORS, AND OTHER SURG CAL CONDI TI ONS W THI N THE
CHEST AND TRACHEA. | N ADDI TI ON, OUR THORACI C SURGEONS COLLABORATE W TH

| NTERVENTI ONAL PULMONCLOG STS AND ENTS TO PROVI DE SPECI ALI ZED CARE FOR

THE MOST COVPLEX Al RWAY DI SEASES.

THE CENTER CAPPED OFF THE YEAR BY | NTRODUCI NG THE | ON BRONCHOSCOPY
SYSTEM THE MOST ADVANCED ROBOTI C BRONCHOSCOPY TECHNOLOGY TO ADDRESS A
CHALLENG NG ASPECT OF LUNG Bl OPSY BY ENABLI NG PHYSI CI ANS TO BETTER

VI SUALI ZE AND MANEUVER DEEP W THI N THE LUNGS TO OBTAI N LUNG Tl SSUE
SAMPLES. THE SYSTEM ALLOWS PHYSI CI ANS TO DI AGNOSE LUNG CANCER AT THE
EARLI EST STAGE WHEN I T IS MOST TREATABLE. JFK UN VERSI TY MEDI CAL CENTER
I'S THE FI RST HOSPI TAL I N CENTRAL NEW JERSEY TO HAVE

THI S TECHNOLOGY.
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50 YEARS OF CARE:

I N SEPTEMBER 2022, SOUTHERN OCEAN MEDI CAL CENTER CELEBRATED | TS 50TH

ANNI VERSARY. MORE THAN 300 FAM LI ES AND COVMUNI TY MEMBERS ATTENDED THE
CARNI VAL- | NSPI RED EVENT, WHERE LEADERSH P ENJOYED THE OPPORTUNI TY TO

LI STEN TO AND GAI N | NSI GHTS FROM THE GUESTS. THE HOSPI TAL HAS EXPERI ENCED
SI GNI FI CANT GROWMH OVER THE YEARS, AND SPENT MJUCH OF 2022 BUI LDI NG QUT

I TS ORTHOPEDI CS PROGRAM BY WELCOM NG SEVERAL HI GHLY SKI LLED ORTHOPEDI C
SURGEONS TO THE TEAM SOUTHERN OCEAN MEDI CAL CENTER I'S NOW I N A STRONG
POSI TI ON TO SUPPORT ALL ORTHOPEDI CS NEEDS RELATED TO HI P, KNEE, SHOULDER,
ELBOWN HAND AND FOOT CONDI TI ONS. | N ADDI TI ON, SOUTHERN OCEAN HAS BECOMVE A
DESTI NATI ON FOR COLORECTAL, CANCER, SURG CAL, HEART AND VASCULAR CARE,
ADDI NG THE LATEST TECHNOLOG ES AND RECRUI TI NG SOVE OF THE BEST PHYSI Cl ANS
IN THE STATE. WE ARE COWM TTED TO ENSURI NG MEMBERS OF THE LOCAL COVMUNI TY
HAVE ACCESS TO HI GH QUALI TY AND COVPASSI ONATE CARE FOR YEARS TO COVE AT

SCQUTHERN OCEAN MEDI CAL CENTER.

HOSPI TAL AT HOVE:

THE HOSPI TAL AT HOVE PROGRAM EXPANDED TO JERSEY SHORE UNI VERSI TY MEDI CAL
CENTER I N LATE 2022 AFTER FI RST PILOTI NG AT JFK UNI VERSI TY MEDI CAL CENTER
EARLIER I N THE YEAR - W TH OVER 45 PATI ENTS SUCCESSFULLY TREATED I N THE

COMFORT OF THEI R HOVES.
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THE HOSPI TAL AT HOVE PROGRAM LEVERAGES AT-HOME VI SITS, TELEHEALTH AND
OTHER TECHNOLOG ES TO PROVI DE HOSPI TAL- LEVEL CARE TO ELI G BLE PATI ENTS I N
THEI R HOVES. PATI ENTS WHO ARE OTHERW SE HEALTHY CAN COVFORTABLY CONNECT
W TH THEI R CARE TEAM THROUGH DAILY | N- HOME NURSI NG VI SI TS AND PHYSI Cl AN

CHECK- I NS VI A TELEHEALTH.

SERVI CES PROVI DED TO PATIENTS I N THEI R HOVES | NCLUDE BUT ARE NOT LI M TED

TO

MEDI CATI ONS (I NCLUDI NG |1V AND | NFUSI ON THERAPY)

- LABORATORY

- MEALS AND NUTRI TI ON

- REHABI LI TATI ON SERVI CES

- DURABLE MEDI CAL EQUI PMENT AND OXYGEN

- DI AGNOSTI C | MAG NG ( X- RAY AND OTHER MOBI LE SCANS)

- REMOTE PATI ENT MONI TORI NG

SURVEYS CONSI STENTLY SHOW THAT PECPLE PREFER TO BE CARED FOR I N THEI R
HOMES. AS A RESULT, HOSPI TAL AT HOVE PATI ENTS REPORT H GHER SATI SFACTI ON
W TH THEI R PHYSI Cl AN, COMFORT, CONVENI ENCE OF CARE, ADM SSI ON PROCESS AND
OVERALL CARE EXPERI ENCE. AT CUR HOSPI TAL AT HOMVE SI TES, PATI ENTS
EXPRESSED HI GH SATI SFACTI ON W TH THE PROGRAM AND THE CONVENI ENCE OF

RECEI VI NG HOSPI TAL- LEVEL CARE AND MONI TORI NG | N THEI R HOVES.

ACADEM CS
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OUR GOAL IS TO BE AN | NTERNATI ONAL LEADER | N PHYSI CI AN EDUCATI ON AND
RESEARCH. THE HACKENSACK MERI DI AN SCHOOL OF MEDI CI NE AND ACADEM C PROGRAMS

THROUGHOUT OUR NETWORK DEFI NE ACADEM C EXCELLENCE.

CONTI NUED GROWH | N 2022:

- TOTALS 1, 450 FACULTY MEMBERS
- MORE THAN 90% ARE HACKESACK MERI DI AN HEALTH PHYSI Cl ANS
6, 000+ APPLI CATI ONS FOR THE 2022 COHORT (UP 186% SI NCE THE SCHOOL
OPENED | N 2018)
- 160+ STUDENTS IN THE 2022 COHORT (AN | NCREASE FROM 60 STUDENTS | N THE

2018 COHORT)

H STORI C COMVENCEMENT CEREMONI ES:

IN JUNE 2022, 63 STUDENTS GRADUATED FROM THE HACKENSACK MERI DI AN SCHOOL
OF MEDI CI NE, AND I N JUNE 2023, 85 STUDENTS GRADUATED, BEG NNI NG THEI R
CAREERS AS DOCTORS. THE CGRADUATI NG CLASSES | NCLUDED STUDENTS FROM THE

2018, 2019 AND 2020 COHORTS.

DURI NG BOTH CEREMONI ES, WE WERE BLESSED TO HAVE | NSPI RI NG KEYNOTE
SPEAKERS W TH DR. CORNEL WEST, THE DI ETRI CH BONHOEFFER CHAI R AT UNI ON
THEOLOG CAL SEM NARY | N 2022, AND NEW JERSEY GOVERNOR PHI L MJURPHY | N

2023. MORE THAN HALF OF OUR GRADUATES W LL CONTI NUE ON TO SERVE

For Privacy Act and Paperwork Reduction Act Notice, see the Instructions for Form 990 or 990-EZ. Schedule O (Form 990 or 990-EZ) (2022)

JSA
2E1227 1.000

5060RT M22D V22-7.7F 3668311 347



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@22
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 ) o ) ) ) .
Internal Revenue Service P> Information about Schedule O (Form 990 or 990-EZ) and its instructions is at www.irs.gov/form990. Ins pectlon
Name of the organization Employer identification number

HACKENSACK MERI DI AN HEALTH, | NC. 01- 0649794

RESI DENCES AT OUR OWN HACKENSACK MERI DI AN HEALTH HOSPI TALS, WHI LE OTHERS

W LL SERVE I N RESI DENCY PROGRAMS THROUGHOUT THE COUNTRY.

ACHI EVI NG FULL ACCREDI TATI ON:

THE HACKENSACK MERI DI AN SCHOOL OF MEDI CI NE WAS GRANTED FULL ACCREDI TATI ON
I N FEBRUARY 2023 BY THE LI Al SON COWM TTEE ON MEDI CAL EDUCATI ON (LCMVE), A
MAJOR M LESTONE CAPPI NG A ROBUST SEVEN- YEAR REVI EW PROCESS THAT AFFI RVS

THE HI GHEST STANDARDS | N THE TRAI NI NG OF FUTURE PHYSI CI ANS.

THI'S SI GNI FI CANT M LESTONE FOLLOAS THE NOVEMBER 2022 ANNOUNCEMENT THAT
THE SCHOOL WAS GRANTED FULL ACCREDI TATI ON BY THE M DDLE STATES COWM SSI ON
ON HI GHER EDUCATI ON ( MSCHE), AN AFFI RVATI ON THAT EXTENDED THE SCHOOL' S
PRI VI LEGE TO GRANT M D. DEGREES AND ALLOAS THE SCHOOL TO STATE

CONFI DENTLY THAT "OUR STUDENTS ARE VELL- SERVED;, SOCI ETY IS WELL- SERVED. "

RESI DENCY AND FELLOWSHI P PROGRANS:
HACKENSACK MERI DI AN HEALTH HAS SEVERAL, ROBUST EDUCATI ONAL PROGRAMS TO

SUPPORT THE ADVANCEMENT OF OUR FUTURE CLI NI Cl ANS.

- 66 RESI DENCY AND FELLOASHI P PROGRAMS

- 811 RESI DENTS AND FELLOWS ENROLLED
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RESEARCH:

VWE ARE DEDI CATED TO BUI LDI NG AN | NTERNATI ONALLY RECOGNI ZED RESEARCH
ENTERPRI SE THAT LEADS THE FRONTI ER OF MEDI CI NE THROUGH A FRI CTI ONLESS

SYSTEM OF TRANSLATI ONAL SCI ENCE AND | NNOVATI ON.

| NTRODUCI NG THE HACKENSACK MERI DI AN HEALTH RESEARCH | NSTI TUTE:

THE HACKENSACK MERI DI AN HEALTH RESEARCH | NSTI TUTE (HVHRI) WAS FORMED I N
2022 TO BRI NG TOGETHER THE MANY RESEARCH DEPARTMENTS AND AREAS OF

EXPERTI SE ACROSS HACKENSACK MERI DI AN HEALTH. I T SERVES AS AN ACADEM C
HEALTH ECOSYSTEM TO LEAD, ORGANI ZE AND SUPPORT ACADEM CS, RESEARCH AND

| NNOVATI ON I N A CCHESI VE MANNER. THE GOAL OF HVHRI | S TO APPLY SClI ENTI FI C
RI GOR TO THE MOST URGENT CLI NI CAL PROBLEMS - SEAMLESSLY AND RAPI DLY
TRANSLATI NG DI SCOVERI ES | NTO NOVEL | NTERVENTI ONS AND THERAPY

DEVELOPMENTS.

BY THE NUMBERS, HVHRI HAS:

3, 600+ RESEARCHERS
- 250+ PRI NCI PAL | NVESTI GATORS W TH ACTI VE STUDI ES
- 1,000+ ACTI VE STUDI ES

600 OPEN CLINI CAL TRI ALS

450 CLI NI CAL TRIALS I N CANCER - MORE THAN ANY OTHER CANCER CENTER I N NJ
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NOTABLE HI GHLI GHTS:

- OVER THE PAST FOUR YEARS, HWVH HAS EXPERI ENCED REMARKABLE GROATH,

MORE THAN TRI PLI NG | TS EXTERNALLY- SPONSORED RESEARCH PORTFCOLI O ACRCSS THE
TRANSLATI ONAL RESEARCH CONTI NUUM AS | TS RESEARCH GRANT EXPENDI TURES AND
| NDUSTRY CLI Nl CAL TRI ALS REVENUE | NCREASED FROM $31. 1M I N 2019 TO OVER

$100 M LLION I N 2022.

- THE CENTER FOR DI SCOVERY AND | NNOVATI ON (CDI) HAS | TSELF GROMWN TO
ENCOVPASS MORE THAN 180 SCI ENTI STS AND SUPPORT PERSONNEL, OVER I TS FI RST
THREE YEARS. THE | NSTI TUTION IS FUNDED BY $175 M LLION I N RESEARCH
COWM TMENTS OVER THE NEXT FI VE YEARS THROUGH GOVERNMENT, PHARMACEUTI CAL,
Bl OTECH, AND FOUNDATI ON SECTORS, AS WELL AS PRI VATE PHI LANTHROPY.

CORE FORM PART II11; STMI OF PROGRAM SERVI CES ACCOMWPLI SHVENTS ((CONTI NUED)
- HACKENSACK MERI DI AN HEALTH RESEARCHERS PUBLI SHED MORE THAN 261
PUBLI CATI ONS ON COVI D-19 OVER THE FI RST TWO YEARS OF THE PANDEM C - A
GROW NG LI TERATURE CONTRI BUTI NG TO VI RTUALLY EVERY FACET OF OUR KNOW.EDGE
ABOUT THE VI RUS AND HOW TO DI AGNOSE, TREAT, AND MANAGE I T. AMONG THESE
PANDEM C ADVANCES VEERE DI AGNOSTI CS, VI RAL VARI ANT SCREENI NG, AND THE
DEVELOPMENT OF THERAPI ES BY THE CDI, WHI CH ASSI STED THE STATE' S LARCEST

COVPREHENSI VE HEALTH NETWORK ON THE CLI NI CAL SI DE OF THE PANDEM C FI GHT.

ACADEM A, PHARVA TEAM UP AS " METROPCLI TAN ANTI VI RAL DRUG ACCELERATOR':

A UNI QUE COLLABORATI VE ENTERPRI SE OF ACADEM C AND PHARVACEUTI CAL EXPERTS

IN NEW YORK CI TY AND NORTHERN NEW JERSEY HAS FORMED A REG ONAL DRUG
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ACCELERATCOR TO ADDRESS THE URGENT NEED TO DEVELOP NOVEL ANTI VI RAL
TREATMENTS FOR SARS- COV-2, | TS VARI ANTS, OTHER CORONAVI RUSES AND PANDEM C
VI RUSES, AND AS WELL AS FUTURE VI RAL THREATS. THE METROPOLI TAN ANTI VI RAL
DRUG ACCELERATOR, OR MAVDA, |S FUNDED BY A $108 M LLI ON AWARD FROM THE
NATI ONAL | NSTI TUTES OF HEALTH AND THE NATI ONAL | NSTI TUTE OF ALLERGY AND

I NFECTI QUS DI SEASE' S ANTI VI RAL DRUG DI SCOVERY CENTERS FOR PATHOGENS OF
PANDEM C CONCERN PROGRAM NATI ONAL | NSTI TUTES OF HEALTH AND THE NATI ONAL

I NSTI TUTE OF ALLERGY AND | NFECTI OQUS DI SEASE' S ANTI VI RAL DRUG DI SCOVERY

CENTERS FOR PATHOGENS OF PANDEM C CONCERN PROGRAM

THE HACKENSACK MERI DI AN CENTER FOR DI SCOVERY AND | NNOVATI ON | S TEAM NG UP
W TH OTHER WORLD- CLASS VI ROLOG STS AND ACADEM C DRUG FI NDERS FROM
ROCKEFELLER UNI VERSI TY, COLUMBI A UNI VERSI TY AND MEMORI AL SLOAN- KETTERI NG
CANCER CENTER I N NEW YORK CI TY, AND RUTGERS UN VERSI TY | N NEW JERSEY,
ALONG W TH PROVEN ANTI VI RAL DRUG DEVELOPERS MERCK, THE TRI -1 NSTI TUTI ONAL
THERAPEUTI CS DI SCOVERY | NSTI TUTE (TR -1 TDI'), AND ALI GOS THERAPEUTI CS.
MAVDA' S M SSION | S TO DI SCOVER, OPTIM ZE AND TEST | NNOVATI VE SMALL
MOLECULE ANTI VI RAL DRUGS TO TARCGET CORONAVI RUSES, EMPHASI ZI NG SARS- COV- 2,
AND ONE OR MORE SELECT RNA VI RUSES W TH PANDEM C POTENTI AL. THE GOAL IS
TO RAPI DLY DEVELOP DRUGS WHI CH CAN BE G VEN ORALLY, AND I N AN CUTPATI ENT

SETTING | N THE NEAR FUTURE.

CENTER FOR DI SCOVERY AND | NNOVATI ON EXPANDS EXPONENTI ALLY:
I N UNDER FOUR YEARS OF EXI STENCE, THE HACKENSACK MERI DI AN CENTER FOR

DI SCOVERY AND | NNOVATI ON (CDI') HAS EXPERI ENCED TREMENDOUS GROWIH.
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WTH A M SSI ON TO DEVELOP AND TRANSLATE | NNOVATI ONS | N Bl OvVEDI CAL
SCI ENCES TO | MPROVE CLI NI CAL OUTCOMES FOR CANCER PATI ENTS AND OTHERS W TH

LI FE THREATENI NG, DI SABLI NG AND CHRONI C DI SEASES, SEE WHERE WE ARE TODAY:

- 180+ SCI ENTI ST AND SUPPORT PERSONNEL WORKI NG AT THE FOREMOST OF

Bl OVEDI CAL DI SCOVERY AND | NNOVATI ON.

- $175 MLLION I N RESEARCH COW TMENTS OVER NEXT 5 YEARS THROUGH
GOVERNMENT, PHARMACEUTI CALS, BI OTECH, AND FOUNDATI ON SECTORS, AS WELL AS
PRI VATE PHI LANTHRCPY.

- 2,500+ PEER- REVI EVED PAPERS BY FACULTY | N LEADI NG JOURNALS.

- 128,000 NET SQUARE FEET OF NEWLY RENOVATED RESEARCH SPACE | NCLUDI NG -

38, 000- FOOT VI VARI UM AND ANOCTHER 60, 000 FEET OF EXPANSI ON SPACE.

GLOBAL LEADER | N HELPI NG PATI ENTS W TH COVWPLEX CAD:

HACKENSACK UNI VERSI TY MEDI CAL CENTER | NTERVENTI ONAL CARDI OLOG STS ARE
REG ONAL LEADERS | N THE MULTI CENTER NATI ONAL PROTECT IV CLINI CAL TRI AL,
VH CH | S EVALUATI NG THE EFFECTI VENESS OF A NOVEL TREATMENT FOR HI GH Rl SK
PATI ENTS W TH COWPLEX HEART DI SEASE AND REDUCED HEART FUNCTI ON WHO

REQUI RE CARDI AC CATHETERI ZATI ON. DOCTORS HERE TREATED THE FI RST PATI ENT

I N NEW JERSEY ENRCLLED I N THI S STUDY, AND HAROON FARAZ, M D., DI RECTOR COF
| NTERVENTI ONAL CARDI OLOGY RESEARCH, HACKENSACK UNI VERSI TY MEDI CAL CENTER
AND PRI NCI PAL | NVESTI GATOR FOR THE PROTECT |V STUDY, WAS RECENTLY

APPO NTED REG ONAL LEAD FOR THE PROTECT |V TRI AL FOR

THE SOUTHEAST.
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THE PROTECT |V STUDY | S COVPARI NG CARDI AC CATHETERI ZATI ON W TH AND

W THOUT THE ADDI TI ON OF A SMALL HEART PUMP CALLED | MPELLA® TO SEE | F

| MPELLA SUPPORT RELI EVES HEART DI SEASE SYMPTOVS AND | MPROVES HEART

FUNCTI ON AND OVERALL HEALTH BETTER THAN CATHETERI ZATI ON ALONE. | F THE
DATA SHOW CONCLUSI VELY THAT THE SUPPORT PROVI DED BY THE | MPELLA DEVICE | S
SUPERI OR TO CORONARY ANG OPLASTY ALONE, | T COULD LEAD TO A NEW STANDARD
OF CARE FOR HI GH RI SK PATI ENTS W TH COVPLEX CORONARY ARTERY DI SEASE AND

| MPAI RED HEART FUNCTI ON.

PHI LANTHROPY

THE POAER OF PHI LANTHROPY | S ESSENTI AL TO THE WORK THAT WE DO, AS I T
ALLONS US TO ADDRESS COVPLEX HEALTH CHALLENGES, | MPLEMENT COVMUNI TY
HEALTH | NI TI ATI VES AND CREATE A LASTI NG | MPACT FOR OUR PATI ENTS AND TEAM
MEMBERS. WE THANK OUR DONORS AND CORPORATE PARTNERS FROM THE

BOTTOM OF OUR HEARTS FOR YOUR SUPPORT.

2022 PHI LANTHROPI C QUTCOMES AT A GLANCE:

- $138,877,026 RAI SED

- 14,262 TOTAL DONORS

- 53,437 A FTS

THE FOLLOW NG WE SHARE A FEW OF THE MANY PHI LANTHROPI C HI GHLI GHTS FROM
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THE PAST YEAR I T IS WTH EXTREME GRATI TUDE THAT WE THANK OUR DONORS.

A TRANSFORVATI ONAL G FT:
OUR DONORS GENEROUSLY PROVI DED JOHN THEURER CANCER CENTER W TH A
TRANSFORMATI ONAL GRANT THAT W LL ESTABLI SH THE HENNESSY | NSTI TUTE FOR

CANCER PREVENTI ON AND APPLI ED MOLECULAR MEDI CI NE.

TO BE LOCATED WTHI N A NEW PLANNED AMBULATORY FACILITY I N CLI FTON, NEW

JERSEY, THE HENNESSY | NSTI TUTE W LL FOCUS ON:

- REDUCI NG CANCER, | MPROVI NG OUTCOVES AND PREVENTI NG RECURRENCE THROUGH A
TEAM OF EXPERTS AND NAVI GATOCRS WHO W LL DEVELOP A SEAMLESS, EASY-TO- USE

PLATFORM AND EMPOWNER PATI ENTS W THI N THEI R ECOSYSTEM

- CONCENTRATI NG ON EARLY DETECTI ON THROUGH TESTS LI KE LI QUI D Bl OPSI ES AND

GENOM CS AND DETECTI NG EARLY RELAPSE TO ENHANCE SURVI VORSHI P.

- PARTNERI NG W TH PATI ENTS TO HELP M TI GATE RI SK FACTORS, | NCLUDI NG

REDUCI NG BM , | NCREASI NG ACTI VITY AND FOCUSI NG ON NUTRI TI ON AND OVERALL

VEEL LNESS.

- MEASURI NG EFFI CACY TO DEMONSTRATE SUCCESS AND ENHANCE FI NANCI AL

COVERAGE AND REI MBURSEMENT FOR CANCER PREVENTI ON | NI Tl ATI VES.

THE HENNESSY | NSTI TUTE W LL ALSO ADDRESS HEALTH | NEQUI TI ES | N CANCER
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RESEARCH AND PREVENTI ON BY SECURI NG GRANTS FCR THOSE UNABLE TO PAY THE
QOUT- OF- POCKET COSTS ASSCCI ATED W TH THI'S TYPE OF ADVANCED MEDI CI NE. THE
GOAL | S TO PRESENT THE COLLECTED DATA TO THE | NSURANCE | NDUSTRY,

SHOWCASI NG THE BENEFI TS OF CANCER PREVENTI ON | N TERMS OF COSTS FOR PAYERS
AND PATI ENTS, AS WELL AS THE HEALTH BENEFI TS ASSOCI ATED W TH PREVENTI VE

MEDI ClI NE.

A GOLDEN DOVE OF GENERQUS SUPPORT:
IN EARLY 2022, THE GOLDEN DOVE FOUNDATI ON FURTHER SUPPORTED HACKENSACK
MERI DI AN HEALTH W TH A TRANSFORVATI ONAL G FT, DI STRI BUTED AMONG MULTI PLE

HOSPI TAL | NI TI ATI VES, TO | MPROVE PATI ENT CARE.

FUNDS CONTRI BUTED TO JERSEY SHORE UNI VERSI TY MEDI CAL CENTER SUPPORTED THE
NEW DR, ROBERT H HARRI'S NEUROSCI ENCE TREATMENT CENTER AND THE PURCHASE
OF ADVANCED | MAG NG EQUI PMENT FOR NEURCRADI OLOGY, ZAP-X AND SYNAPTI VE MR
(LEARN MORE ABOUT THE NEW CENTER ON PAGE 28). WHEN MRS. HARRI S LEARNED OF
SHABBAR DANI SH, M D.'S VISION FOR THE CENTER AND THE POAERFUL | MPACT

ZAP- X - A NON-I NVASI VE PRECI SI ON TREATMENT THAT DELI VERS HI GH DOSE

RADI ATI ON TO BRAIN TUMCORS, FACI AL PAIN AND ARTERI OVENOUS NMALFORMATI ONS OR
TW STED BLOOD VESSELS THAT CAN CAUSE CLOTS LEADI NG TO STROKE W THOUT
DESTROYI NG HEALTHY BRAI N CELLS - AND SYNAPTI VE MRl COULD HAVE ON

PATI ENTS, SHE WAS | NSPI RED TO G VE BACK TO ENSURE | TS ACCESSI BI LI TY TO
PATI ENTS. THE DR ROBERT H. AND MARY ELLEN HARRI S ZAP- X CENTER FOR

NONI NVASI VE NEURCSURGERY AT JERSEY SHORE IS THE SI XTH IN THE NATION TO

HAVE ZAP-X, THE ONLY ONE | N THE NORTHEAST AND GLOBALLY, THE FI RST TO PAIR
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IT WTH SYNAPTI VE MRl - SHORTENI NG THE TI ME FROM DI AGNCSI S TO TREATMENT.

ADDI TI ONALLY, CGENEROUS DONATI ONS FROM THE GOLDEN DOVE FOUNDATI ON

CONTRI BUTED TO BAYSHORE MEDI CAL CENTER S CAPI TAL NEEDS, | NCLUDI NG | CU
MONI TORS, C ARM EQUI PMENT AND LED SURG CAL LI GHTS. I N RECOGNI TI ON OF THE
G FT THAT FUNDED THESE | TEM5, THE HOSPI TAL' S NEW MAI N LOBBY WAS NAMED THE

DR ROBERT H AND MARY ELLEN HARRI S LOBBY.

THE GOLDEN DOVE FOUNDATI ON AND MARY ELLEN HARRI S HAVE BEEN STEADFAST
SUPPORTERS OF HACKENSACK MERI DI AN HEALTH AND VWE ARE | NCREDI BLY GRATEFUL
FOR THEI R CONTI NUED PARTNERSHI P. THEIR HI STORI CAL G VING, AS WELL AS
THESE MOST RECENT AND SI GNI FI CANT CONTRI BUTI ONS, ARE TRANSFORM NG CARE

FOR THE COVMUNI TY.

ENHANCI NG ACCESS TO CARE:

THE ALFI ERO AND LUCI A PALESTRONI FOUNDATI ON AWARDED THE CENTER FOR MEMORY
LOSS AND BRAI N HEALTH AT HACKENSACK UNI VERSI TY MEDI CAL CENTER A GRANT OF
$2.5 M LLION TO BENEFI T PEOPLE W TH ALZHEI MER S DI SEASE AND OTHER
NEURODEGENERATI VE DI SORDERS AND THEI R CAREG VERS. THE CENTER FOR MEMORY
LOSS AND BRAI N HEALTH Al M5 TO | MPROVE THE QUALI TY OF LI FE AND REDUCE THE
BURDEN OF PECPLE W TH DEMENTI A AND THEI R CARE PARTNERS BY PROVI DI NG
COVPREHENSI VE, PATI ENT- CENTERED, COORDI NATED CARE AND TREATMENT FOR
MEMORY DI SORDERS AT ALL STAGES. THE FOUNDATI ON'S GENEROUS SUPPORT W LL
HELP ENSURE THAT ALL NEW JERSEY RESI DENTS W TH NEURODEGENERATI VE

DI SORDERS HAVE ACCESS TO WELLNESS, CAREG VER SUPPORT AND RESEARCH
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OPPORTUNI TI ES THAT WLL | MPROVE THEI R OVERALL HEALTH AND WELL- BEI NG AND

ALLOW THEM TO AGE I N PLACE I N THE COWUNI TY.

SECOND ANNUAL NETWORK CELEBRATI ON RAI SES MORE THAN $5 M LLI O\

MORE THAN $5 M LLI ON WAS RAI SED I N SUPPORT OF ONCOLOGY SERVI CES AT JOHN
THEURER CANCER CENTER AND THROUGHOUT THE HACKENSACK MERI DI AN HEALTH
NETWORK AT THE SECOND ANNUAL HACKENSACK MERI DI AN HEALTH NETWORK

CELEBRATI ON, HELD ON THE FI ELD AT METLI FE STADI UM | N EAST RUTHERFORD.

A BANNER YEAR TO TACKLE KI DS CANCER

ELI 'S CHALLENGE, AN ANNUAL FUNDRAI SI NG I NI TI ATI VE FOR TACKLE KI DS CANCER
(TKC), SUPPORTED BY TKC CAPTAIN ELI MANNI NG, HAD I TS MOST SUCCESSFUL
FUNDRAI SI NG YEAR YET I N 2022. THANKS TO THE SUPPORT OF DONCORS FROM ACROSS
THE COUNTRY, WHOSE DONATI ONS WERE MATCHED BY ELI, WE RAI SED NEARLY
$500, 000 FOR THI S VI TAL PROGRAM THAT HELPS FUND PEDI ATRI C CANCER RESEARCH
AND PATI ENT SUPPORT PROGRAMS AT HACKENSACK MERI DI AN CHI LDREN' S HEALTH
CHI LDREN S CANCER | NSTI TUTE.

CORE FORM PART II11; STMI OF PROGRAM SERVI CES ACCOWPLI SHVENTS ((CONTI NUED)
THE 2022 CAMPAI GN | NCLUDED A NEW COMVERCI AL FEATURI NG ELI AND SOME OF OUR
TKC MVPS (MOST VALI ANT PATI ENTS) AND WARRI ORS AND A ROBUST SOCI AL MEDI A
CAMPAI GN THAT RESONATED W TH AUDI ENCES OF ALL AGES. AS PART OF THE
I NI TI ATI VE, TKC MVP MAYA - FEATURED IN THE COMVERCI AL - AND HER FAM LY

CREATED THEIR OMN DO I T YOURSELF FUNDRAI SI NG CAMPAI GN, RAI SI NG MORE THAN
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$52, 000 FOR THE CAUSE. SI NCE TACKLE KI DS CANCER S | NCEPTI ON I N 2015, MORE
THAN $25 M LLI ON HAS BEEN RAI SED TO SUPPORT PEDI ATRI C CANCER CARE AND

RESEARCH.

LAUNCH OF CORPORATE CHAMPI ONS PROGRAM

IN 2022, WE LAUNCHED THE CORPORATE CHAMPI ONS PROGRAM WHI CH SERVES AS AN
ALLI ANCE BETWEEN CORPORATI ONS AND BUSI NESS LEADERS DEDI CATED TO | NVESTI NG
I N WORLD- CLASS HEALTH CARE I N CUR COVMUNI TI ES THROUGH PARTI Cl PATI ON | N
EVENTS, SPONSORSHI P OPPORTUNI TI ES, CGRANTS OR PHI LANTHROPI C | NVESTMENT | N
NETWORK PRI ORI TIES. | N SUPPORT OF THE PROGRAM BY MEMBERS VWHO PARTI CI PATED
AT AN ANNUAL LEVEL OF $25,000 OR MORE, WE RECEI VED MORE THAN $19 M LLI ON
IN G FTS, WH CH ENABLED US TO UPGRADE PATI ENT- FACI NG FACI LI TI ES, ENDOW
SCHOLARSHI PS AND FELLOWSHI PS THAT EDUCATE FUTURE PHYSI CI ANS, PROVI DE
RESEARCH FUNDI NG TO FI ND CURES FOR DI SEASES AND MAKE COMMUNI TI ES

HEALTHI ER BY OFFERI NG HEALTH SCREENI NGS TO UNDERSERVED COVMUNI Tl ES, AMONG

SO MJCH MORE.

A G FT TO HELP NURSES ADVANCE:

AFTER A GENEROUS DONATI ON FROM OQUR DONOR THE SHEI LA CANCRO | NSTI TUTE FOR
NURSI NG LEADERSHI P AND PRACTI CE EXCELLENCE WAS CREATED TO PROVI DE

| NFRASTRUCTURE, SUPPORT AND ADVOCACY FOR NURSES AS THEY ADVANCE THEI R
CAREERS, EDUCATI ON AND RESEARCH AT HACKENSACK MERI DI AN HEALTH. THE

I NSTI TUTE WLL PROVIDE A CENTRALI ZED STRUCTURE THAT W LL OFFER NEW AND

ENHANCED PATHWAYS FOR HACKENSACK MERI DI AN HEALTH NURSES TO ACHI EVE
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PROFESSI ONAL AND EDUCATI ONAL EXCELLENCE. THE G FT WLL ALSO SUPPORT A NEW
CAREER | NI TI ATI VE THAT WLL HELP BU LD A PI PELI NE OF NEW NURSES BY
OFFERI NG FI NANCI AL RELI EF TO STUDENTS THRCUGH AN ACCELERATED BACHELOR OF

SCI ENCE | N NURSI NG LOAN FORG VENESS PROGRAM

PARTNERSHI PS

HAVI NG STRONG PARTNERS ENSURES DI VERSE EXPERTI SE, RESOURCES, AND
CCOLLABCRATI ON TO FOSTER | NNOVATI ON, | MPROVE PATI ENT CARE, ENHANCE
OPERATI ONAL EFFI Cl ENCY, EXPAND ACCESS, AND DRI VE HEALTH CARE

TRANSFORMATI ON FOR THE BENEFI T OF ALL.

CELEBRATI NG FI VE YEARS OF COLLABORATI ON:

IN 2022 WE CELEBRATED FI VE YEARS OF COLLABORATI ON W TH MEMORI AL SLOAN
KETTERI NG ON BRI NG NG | NNOVATI VE CANCER CARE TO PATI ENTS | N NEW JERSEY.
TOGETHER, THE GOAL IS TO ACCELERATE NEW DI SCOVERI ES AND ENSURE PATI ENTS
CAN ACCESS THE HI GHEST- QUALI TY, | NDI VI DUALI ZED CANCER CARE CLOSE TO HOVE.
PATI ENTS HAVE BENEFI TED FROM ACCESS TO HUNDREDS COF CLI NI CAL TRI ALS,

| NNOVATI VE CONCEPTS AND TREATMENTS, | NCLUDI NG PRECI SI ON MEDI ClI NE,

| MMUNOTHERAPY AND CELL- BASED THERAPI ES.

THROUGHOUT THI S PARTNERSHI P, WE HAVE ACCOMPLI SHED:

- OVER 8,000 ADM SSI ONS AND EMERGENCY DEPARTMENT VI SITS FROM MEMORI AL
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SLOAN KETTERI NG PATI ENTS AT HACKENSACK UNI VERSI TY MEDI CAL CENTER AND

RI VERVI EW MEDI CAL CENTER SI NCE 2019.

- THE CREATION OF JO NT GUI DELI NES FOR CARE OF 8 DI SEASES, | NCLUDI NG
BREAST, COLON, ENDOVETRI AL, KIDNEY, LUNG MELANOVA, NON- HODGKI N S
LYMPHOVA AND PROSTATE.

- 117 JAO NT RESEARCH STUDI ES PUBLI SHED | N PEER- REVI EMED JOURNALS SI NCE
2017

- OVER 1,000 CLINICAL TRI ALS

- SECURI NG VI TAL FUNDI NG FOR RESEARCH THROUGH CUR | MMUNCOLOGY RESEARCH
CCOLLABCRATI ON

- OVERSEEI NG THE COLLECTI ON AND ANALYSI S OF LUNG CANCER QUTCOMES | N BOTH
EARLY AND LATE- STAGE CANCER TO EVALUATE THE BEST TREATMENT APPROACH

- THE CREATI ON OF MULTI PLE CAMPAI GNS, | NCLUDI NG THE JO NT PSA CAMPAI GN
THAT RAI SED AWARENESS OF THE NEED FOR CANCER SCREENI NGS, SERVI NG OVER 70

M LLI ON | MPRESSI ONS

EXPANDI NG WORLD- CLASS CANCER CARE CANCER CARE WTH ST. JOSEPH S HEALTH:

OUR CLI NI CAL AFFI LI ATION WTH ST. JOSEPH S HEALTH EXPANDED W TH A NEW

I NFUSI ON CENTER ON THE CAMPUS OF ST. JOSEPH S UN VERSI TY MEDI CAL CENTER
IN WAYNE | N SEPTEMBER 2022. THE | NFUSI ON CENTER AT ST. JOSEPH S HEALTH
WAYNE MEDI CAL CENTER CAMPUS WAS THE FI RST STEP I N THE ONCOLOGY

PARTNERSHI P - WHI CH PROVI DES BETTER ACCESS TO CLI NI CAL TRI ALS AND HI GHLY
SUBSPECI ALI ZED EXPERTI SE FOR PATI ENTS ACRCSS THE ST. JCSEPH S MARKET. THE

COVMMUNI TY NOW HAS EXPANDED ACCESS TO CARE DELI VERED BY OUR WORLD- RENOWNED
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JOHN THEURER CANCER CENTER EXPERTS.

PARTNERS | N | MPROVI NG PEDI ATRI C MENTAL HEALTH:

THE NEW JERSEY PEDI ATRI C PSYCHI ATRI C COLLABORATI VE, A PARTNERSHI P BETWEEN
PRI MARY CARE DOCTCORS AND MENTAL HEALTH PROVI DERS, CAN NOW OFFER MORE
PREVENTI VE RESOURCES TO KEEP CHI LDREN OUT OF EMERGENCY ROOMSB ACROSS THE

STATE. I N 2022, LAWVMAKERS ADDED $12 M LLION I N FUNDI NG FOR THE EFFORT.

I N EXI STENCE FOR EI GHT YEARS, THE CCOLLABORATI VE | S COMWPOSED OF MORE THAN
650 PEDI ATRI CI ANS | N THE STATE AND PARTI Cl PATI NG PEDI ATRI Cl ANS HAVE
SCREENED OVER 212, 000 PATI ENTS FOR MENTAL HEALTH AND BEHAVI CRAL HEALTH

| SSUES.

THE ADDI TI ONAL FUNDI NG W LL ALLOW FOR AN | NCREASE | N SERVI CES THE
CCOLLABCRATI VE PROVI DES SO THAT MORE PEDI ATRI Cl ANS, KIDS AND FAM LI ES

ACROSS NEW JERSEY CAN BE SERVED.

FOCUS ON DI G TAL TRANSFORMATI ON:
VE HAVE ACCELERATED OUR DI G TAL TRANSFORMATI ON BY PARTNERI NG W TH GOOGLE,
MOVI NG TO GOOGLE CLOUD AND USI NG TECHNOLOGY LI KE ANALYTI CS AND ARTI FI CI AL

I NTELLI GENCE, W TH THE ULTI MATE GOAL BEI NG TO | MPROVE PATI ENT OUTCOMES.

HI GHLI GHATS FROM 2022:

- VWE WERE ONE OF TVELVE ORGANI ZATI ONS TO W N THE SECOND ANNUAL GOOGLE
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CLOUD CUSTOMER AWARDS | N THE HEALTHCARE AND LI FE SCI ENCES DI VI SI ON, WHI CH
CELEBRATES GLOBAL ORGANI ZATI ONS THAT ADAPT TO THE DEMANDS OF TODAY AND

TOVORROW TURNI NG | NSPI RI NG | DEAS | NTO EXCI TI NG REALI Tl ES.

- HEALTH CARE PROVI DERS NOW HAVE THE OPPORTUNI TY TO RUN EPI C ON GOOGLE
CLOUD. IN 2023, WE PLAN TO MOVE OUR EPI C WORKLOADS TO GOOGLE CLQUD -
MAKI NG US ONE OF THE FI RST HEALTH CARE PROVI DERS TO DO SO TH S MOVE

ENABLES GREATER | NNOVATI ON, EFFI Cl ENCY AND SECURI TY.

- GOOCGLE CLOUD ANNOUNCED THREE HEALTHCARE DATA ENG NE ( HDE) ACCELERATCRS,
DEVELOPED | N COLLABORATI ON W TH CVS HEALTH - HACKENSACK MERI DI AN HEALTH,
| NDI ANA UNI VERSI TY HEALTH AND LI FEPO NT HEALTH - THAT HELP ORGANI ZATI ONS
USE NEAR REAL-TI ME ACCESS TO ACCURATE HEALTH CARE | NFORVATI ON, ANALYTI CS
AND Al TO ADDRESS HEALTH EQUI TY, PATIENT FLOW AND VALUE- BASED CARE. I N
THE FUTURE, ACCELERATORS W LL DEVELOP FOR OTHER H GH | MPACT, COWVMON USE
CASES. AVAI LABLE I N EARLY 2023, THE HDE ACCELERATORS OFFER TAI LORED

| NFRASTRUCTURE DEPLOYMENT CONFI GURATI ONS, BI GQUERY DATA MCDELS, AND
LOOKER DASHBOARD TEMPLATES TO SUPPORT THE ADCPTI ON AND Tl ME- TO- VALUE OF
HDE FOR THESE COVMON | NDUSTRY CHALLENGES. HDE LEVERAGES GOOGLE CLQUD S
RELI ABLE | NFRASTRUCTURE AND SECURE DATA STORAGE THAT SUPPCRT HI PAA
COVPLI ANCE, AND WHEN | MPLEMENTED, EACH CUSTOMER S LAYERS OF SECURI TY,

PRI VACY CONTRCLS, AND PROCESSES PROTECT THE ACCESS AND USE OF PATI ENT

DATA.

- WE ARE BEG NNI NG TO USE THE NEW GOOGLE CLOUD MEDI CAL | MAG NG SUI TE TO
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DE- | DENTI FY PETABYTES OF | MAGES W TH FUTURE PLANS TO BU LD Al ALGORI THVS
TO PREDI CT METASTASI S | N PATI ENTS W TH PROSTATE CANCER, A
LI FE- THREATENI NG OUTCOME DI SPROPORTI ONATELY AFFECTI NG BLACK MEN I N THE

u. S.

COVMUNI TY:

IT 1S OUR RESPONSI BI LI TY TO SAFEGUARD THE EARTH, AND HELP OUR PEOPLE AND
COMMUNI TI ES THRI VE. WE ARE DEEPLY COWM TTED TO | MPROVI NG QUALI TY OF LI FE
AND CREATI NG | NNOVATI VE WAYS TO BRI DGE HEALTH EQUI TY GAPS TO ENSURE THAT

ALL PATI ENTS ACHI EVE THEI R BEST HEALTH.

OUR HOLI STI C APPROACH TO ENVI RONMENTAL STEWARDSHI P:

ENERGY, WATER & WASTE REDUCTI ON
- MANY OF QUR HOSPI TALS ARE RECOGNI ZED AS TOPI N THE NATI ON FOR

ENVI RONMENTAL EXCELLENCE*.

SUSTAI NABLE FOOD OPTI ONS
- THROUGH OUR PLANT- FORWARD MENU, ANTI Bl OTI C FREE MEATS AND LOCAL FARM TO

TABLE APPROACH.

SAFER CHEM CALS

- OVER 94% OF QUR CLEANI NG CHEM CALS ARE CERTI FI ED GREEN.
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RESPONSI BLE PURCHASI NG
- BY SOURCI NG PRODUCTS OR SERVI CES THAT HAVE A REDUCED EFFECT ON THE

ENVI RONVENT & HUVAN HEALTH.

PARTNERSHI PS
- WE COLLABORATE W TH LOCAL AND NATI ONAL EXPERTS | N SUSTAI NABI LI TY TO

| NCREASE OUR | MPACT AND REACH.

ENERGY EFFI Cl ENT FACI LI TI ES:

VE HAVE MADE GREAT STRI DES TO REDUCE OUR ENVI RONMENTAL FOOTPRI NT BY
CREATI NG MORE ENERGY- EFFI Cl ENT FACI LI TI ES AND PARTNERI NG W TH NEW JERSEY
UTI LI TI ES THROUGH THE PSE&G HOSPI TAL EFFI CI ENCY PROGRAM THROUGH THI S
PARTNERSHI P, WE HAVE | NVESTED OVER $114 M LLION I N | NFRASTRUCTURE
UPGRADES, WHI CH HAS SAVED NEARLY 60 M LLION KI LOMTT HOURS OF ELECTRICI TY
AND OVER 1.5 M LLI ON THERM5 OF NATURAL GAS ANNUALLY. AFTER MJCH SUCCESS
W TH THE PSE&G PROGRAM - OUR UTI LI TY FOR NORTHERN AND MOST OF OUR CENTRAL
FACI LI TI ES- WE ADVOCATED FOR A SIM LAR PROGRAM W TH NEW JERSEY NATURAL
GAS (NIJNG. AS A RESULT OF THESE EFFORTS, OCEAN UNI VERSI TY MEDI CAL CENTER
RECEI VED OVER $15 M LLI ON TO UPGRADE | TS HVAC SYSTEMS, AN LED LI GHTI NG
UPGRADE, COGENERATI ON AND TWO NEW EMERGENCY GENERATORS THAT CAN POAER THE
ENTI RE FACI LI TY | F NEEDED.

CORE FORM PART II11; STMI OF PROGRAM SERVI CES ACCOWPLI SHVENTS ((CONTI NUED)
- $114 MLLION I NVESTMENT | N | NFRASTRUCTURE UPGRADES

- SAVED 60 M LLION KILOMTT HOURS OF ELECTRICI TY
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- SAVED 1.5 M LLION THERVS OF NATURAL GAS

NETWORK- W DE " GREEN OR' EFFCORTS:

IN 2022, WE CONTI NUED EFFORTS TO REDUCE ENERGY, SUPPLY COSTS AND WASTE I N
OPERATI NG ROOM5 ACROSS THE NETWORK, UTI LI ZI NG GREENI NG THE OR RESOURCES
FROM PRACTI CE GREENHEALTH. AS A RESULT, WE SAVED $1, 253, 904 BY

REPROCESSI NG MEDI CAL EQUI PMENT, DI VERTED 26, 000 POUNDS FROM LANDFI LL AND
SAVED $352, 789 BY LESSEN NG UNNECESSARY SUPPLI ES | N OPERATI NG ROOM KI TS.

I N ADDI TI ON, OCEAN UNI VERSI TY MEDI CAL CENTER, JERSEY SHORE UN VERSI TY
MEDI CAL CENTER, HACKENSACK UNI VERSI TY MEDI CAL CENTER AND SOUTHERN OCEAN

MEDI CAL CENTER RECEI VED THE GREENI NG THE OR RECOGNI TI ON AWARD.

RESPONSI BLE PURCHASI NG

- ELECTRONI CS
100% OF THE ELECTRONI CS WE PURCHASED | N 2022 WERE EPEAT CERTI FI ED,
| NCLUDI NG $3, 459, 779. 91 WORTH OF LAPTOPS, MONI TORS, MOBI LE PHONES AND

| MAG NG EQUI PVENT

- FLOCORI NG
VEE | NSTALLED OVER 460, 000 SQUARE FEET OF FLOORI NG THAT MEETS HEALTHCARE

W THOUT HARM S HEALTHY FLOORI NG CRI TERI A
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VEE CONTI NUED TO FOCUS ON | NCREASI NG THE AMOUNT OF PLANT- FORWARD DI SHES
OFFERED I N OUR RETAI L DI NI NG AND PATI ENT MENUS AND MAKI NG SUSTAI NABLE
PURCHASES - 42% OF THE MEAT WE PURCHASED WAS ANTI Bl OTl C- FREE, AND 19% OF

OUR FOOD PURCHASES WERE LOCAL.

- FURNI SHI NGS
WE PURCHASED $7.5 M LLI ON WORTH OF FURNI SHI NGS, 97% OF WH CH WERE FREE OF
POLYVI NYL CHLORI DE, FORVALDEHYDE, FLAME RETARDANTS, ANTI M CROBI ALS AND

PERFLUORI NATED COVPOUNDS

- GREEN CLEANI NG
96. 7% OF OUR CLEANI NG PRODUCTS WERE THI RD- PARTY ECO- LOGO CERTI FI ED

( GREEN)

PEER GOLD CERTI FI CATI ON:

THE CENTRAL UTILITY PLANT (CUP) AT HACKENSACK UNI VERSI TY MEDI CAL CENTER
OPENED I N 2020 AND IS THE THI RD HOSPI TAL | N THE COUNTRY TO RECEI VE

PEER GOLD CERTI FI CATI ON WHI CH RECOGNI ZES | NDUSTRY LEADERS | N ENERGY
EFFI CI ENCY AND RESI LI ENCY. THE STATE- OF- THE- ART 43, 500 SQUARE FOOT CUP
POVNERS THE HOSPI TAL CAMPUS AND HOUSES THE BO LERS, STEAM EQUI PMENT,

CHI LLERS, COOLI NG TONERS AND EMERGENCY GENERATCRS.

For Privacy Act and Paperwork Reduction Act Notice, see the Instructions for Form 990 or 990-EZ. Schedule O (Form 990 or 990-EZ) (2022)
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DI VERSI TY EQUI TY AND | NCLUSI ON: RANKED #1 IN THE U. S.:

OUR DEI BUSI NESS CASE Pl LLARS:

PATI ENT CARE & OQUTCOVES
- ENHANCI NG PATI ENT CARE AND OQUTCOMES TO CREATE MORE EQUI TABLE HEALTH

CARE

COVMMUNI TY
- SUPPCRTI NG AND STRENGTHENI NG PARTNERSHI PS W TH THE DI VERSE COVMUNI Tl ES

VEE SERVE

WWORKFORCE
- ATTRACTI NG, RETAI NI NG DEVELOPI NG AND PROMOTI NG THE ADVANCEMENT OF

DI VERSE TALENT TO DRI VE | NNOVATI ON AND GROWTH

SUPPLI ER DI VERSI TY
- ENGAG NG AND SUPPCRTI NG LOCAL AND DI VERSE BUSI NESSES W TH A FOCUS ON

HI STORI CALLY UNDERREPRESENTED BUSI NESS OMNERS

For Privacy Act and Paperwork Reduction Act Notice, see the Instructions for Form 990 or 990-EZ. Schedule O (Form 990 or 990-EZ) (2022)
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SPOTLI GHT ON DEI | NI TI ATI VES:

OUR ANTI RACI SM STATEMENT:

I N DECEMBER OF 2022 WE DEVELOPED THE FOLLOW NG ANTI RACI SM STATEMENT, AN
| NTEGRAL PART OF THE DEI WORK WE DO THROUGHOUT THE NETWORK: AT HACKENSACK
MERI DI AN HEALTH, WE STAND AGAI NST RACI SM OF ALL FORM5. WE ACKNOW.EDCE
THAT SYSTEM C, STRUCTURAL RACI SM IS THE ROOT CAUSE OF MANY SOCI AL
DETERM NANTS OF HEALTH AND THAT IT HAS A DETRI MENTAL | MPACT ON OUR

PATI ENTS, STAFF AND THE COMMUNI TI ES WE SERVE. WE ARE | NTENTI ONAL | N OUR
EFFORTS TO ADDRESS SYSTEM C STRUCTURES THAT PERPETUATE RACI SM AND
CONTRI BUTE TO HEALTH CARE DI SPARI TI ES. LEADERSHI P STARTS AT THE TOP AND
OUR COVPREHENSI VE DI VERSI TY EQUI TY AND | NCLUSI ON GOVERNANCE STRUCTURE
ENSURES LEADERSHI P ACCOUNTABI LI TY THAT IS I NCLUSI VE OF TEAM MEMBER
ENGAGEMENT AT ALL LEVELS. ADDI TI ONALLY, OUR BLUEPRI NT FOR ANTI RACI SM
PROVI DES A ROADMAP FOR ACTI ON AS VEE WORK TO ADDRESS CHALLENGES,

DI SPARI TI ES | N HEALTH CARE, | NCLUSI ON AND EQUI TY FOR ALL. AS WE CONTI NUE

ON TH S JOURNEY, OUR COWMM TMENT | S TO KEEP GETTI NG BETTER

ANNUAL DAYS OF UNDERSTANDI NG

I N RESPONSE TO THE TRAG C MJURDER OF GEORGE FLOYD, WE HAVE FOCUSED ON
ENHANCI NG OUR PROGRESS | N FOSTERI NG CULTURAL COVPETENCY AMONG TEAM
MEMBERS. EFFORTS | NCLUDE PI LOTI NG OQUR LI STENI NG TO UNDERSTAND CAMPAI GN,
ENCOURAG NG CUR 36, 000 TEAM MEMBERS TO PARTI Cl PATE I N DI FFI CULT

CONVERSATI ONS ABOUT RACE, SOCI AL JUSTI CE, SOCI O- ECONOM C AND OTHER | SSUES

For Privacy Act and Paperwork Reduction Act Notice, see the Instructions for Form 990 or 990-EZ. Schedule O (Form 990 or 990-EZ) (2022)
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W TH LEADERS AND COLLEAGUES. THI S CONTI NUES MONTHLY ( TEAM MEMBERS EARN

VEELL- BEI NG | NCENTI VE CREDI T FOR PARTI Cl PATI ON) AND NOW | NCLUDES THE CEO
ACTI ON ANNUAL DAYS OF UNDERSTANDI NG, A TI ME FOR LEADERS TO HOLD SPECI AL
HUDDLES W TH TEAMS FOCUSED ON CANDI D CONVERSATI ONS AROUND DI VERSI TY,

EQUI TY AND | NCLUSI ON.

SUPPLI ER DI VERSI TY:

THROUGHOUT 2022, WE MADE GREAT COLLABORATI VE EFFORTS TO SUPPORT A MORE

DI VERSE SUPPLY CHAIN. SOVE OF THE ENHANCEMENTS | NCLUDE | MPLEMENTI NG
SUPPLI ER. 1 O SOFTWARE - WHI CH ALLOAS US TO CREATE, TRACK AND MEASURE

OUR LOG STI CS ( CERTI FI CATI ONS, SPENDI NG, PRODUCTS/ SERVI CES, ETC.),

LAUNCHI NG THE SUPPLI ER DI VERSI TY MENTORSHI P PROGRAM FOR SMVALL VENDCORS AND
GRADUATI NG THE TURNER SCHOOL OF CONSTRUCTI ON NEW JERSEY W TH 17 DI VERSE
VENDORS. | N ADDI TI ON, WE ESTABLI SHED AND | MPLEMENTED THE | NAUGURAL

SUPPLI ER DI VERSI TY AWARD.

NETWORK W DE UNCONSCI QUS BI AS TRAI NI NG

IN 2022, TEAM MEMBERS WERE ASS| GNED THE HVH UNCONSCI QUS BI AS | N

THE WORKPLACE E- LEARNI NG | N MYSUCCESS TO | NCREASE OUR AWARENESS OF
AND HELP ADDRESS | MPLICIT BIAS. TH S CUSTOM ZED ONLI NE TRAI NI NG COURSE
| NTRODUCED TEAM MEMBERS AND LEADERS TO THE CONCEPT OF UNCONSCI QUS

BI AS WH LE ALLOW NG THEM TO EXPLORE THE | MPACT OF SUCH BI ASES ON CUR

WORK AND PATI ENT CARE ENVI RONVENT. ADDRESSI NG UNCONSCI QUS BIAS | S A

For Privacy Act and Paperwork Reduction Act Notice, see the Instructions for Form 990 or 990-EZ. Schedule O (Form 990 or 990-EZ) (2022)

JSA
2E1227 1.000

5060RT M22D V22-7.7F 3668311 369



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@22
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 ) o ) ) ) .
Internal Revenue Service P> Information about Schedule O (Form 990 or 990-EZ) and its instructions is at www.irs.gov/form990. Ins pectlon
Name of the organization Employer identification number

HACKENSACK MERI DI AN HEALTH, | NC. 01- 0649794

CRI TI CAL COMPONENT OF OUR OVERALL DI VERSITY EQUITY & | NCLUSI ON STRATEGY
TO ADDRESS HEALTH EQUI TY FOR OUR PATI ENTS AND TO BE A MORE | NCLUSI VE

WORKPLACE FOR ALL TEAM MEMBERS.

TEAM MEMBER RESOURCE GROUPS:

VE ARE PROUD TO OFFER VOLUNTARY GROUPS THAT ARE ORGANI ZED AROUND

PARTI CULAR SHARED | NTERESTS OR DI MENSI ONS OF DI VERSI TY. THEY OFFER OPEN
FORUMS TO SHARE | NNOVATI VE | DEAS, HELP ACCOWPLI SH BUSI NESS GOALS,
ENCOURAGE PROFESSI ONAL DEVELOPMENT, PROVI DE NETWORKI NG OPPORTUNI Tl ES,
ENHANCE ENGAGEMENT AND STRENGTHEN THE LI NK W THIN THE COVMMUNI TY. I N
NOVEMBER 2022, WE HELD THE SECOND ANNUAL TEAM MEMBER RESCURCE TOWN HALL

W TH CEO ROBERT GARRETT.

TEAM MEMBER RESOURCE GROUPS ARE AS FOLLOWE:
- ABILITIES

- ASPI RI NG WOVEN LEADERS

- BLACK

- LATI NX/ Hl SPANI C

- MJLTI CULTURAL

- PRIDE AND ALLI ES

- VETERANS

- WOMEN | N LEADERSHI P

- YOUNG PROFESSI ONALS

For Privacy Act and Paperwork Reduction Act Notice, see the Instructions for Form 990 or 990-EZ. Schedule O (Form 990 or 990-EZ) (2022)
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NATI ONAL RECOGNI Tl ON:

ALL 13 HACKENSACK MERI DI AN HEALTH S HOSPI TALS HAVE BEEN RECOGNI ZED AS A
"LEADER' AND "TOP PERFORMER' BY THE HUMAN RI GHTS CAMPAI GN ( HRC)

FOUNDATI ON' S HEALTHCARE EQUALI TY | NDEX (HEI') FOR THEI R COVM TMENT TO
EQUI TABLE AND | NCLUSI VE CARE OF LESBI AN, GAY, BI SEXUAL, TRANSGENDER AND
QUEER (LGBTQ PATIENTS, THEIR FAM LI ES AND TEAM MEMBERS. THI S NATI ONAL
BENCHVARKI NG TOOL EVALUATES HEALTH CARE FACI LI TIES' LGBTQ | NCLUSI VE

POLI CI ES AND BEST PRACTI CES TO PROVI DE CULTURALLY COWPETENT HEALTH CARE

OF THE HI GHEST QUALI TY.

ELEVEN HOSPI TALS EARNED " LGBTQ+ HEALTHCARE EQUALI TY LEADER' DESI GNATI ON

-WTH A PERFECT SCORE OF 100:

- BAYSHORE MEDI CAL CENTER, HOLMDEL

- HACKENSACK UNI VERSI TY MEDI CAL CENTER, HACKENSACK

- JERSEY SHORE UNI VERSI TY MEDI CAL CENTER, NEPTUNE CI TY
- JFK UNI VERSI TY MEDI CAL CENTER, EDI SON

- MOUNTAI NSI DE MEDI CAL CENTER, MONTCLAI R

- OCEAN UNI VERSI TY MEDI CAL CENTER, BRI CK

- OLD BRI DGE MEDI CAL CENTER, OLD BRI DCE

- PASCACK VALLEY MEDI CAL CENTER, WESTWOOD

- RARI TAN BAY MEDI CAL CENTER, PERTH AMBOY

- RIVERVI EW MEDI CAL CENTER, RED BANK

SCQUTHERN OCEAN MEDI CAL CENTER, MANAHAVKI N

For Privacy Act and Paperwork Reduction Act Notice, see the Instructions for Form 990 or 990-EZ. Schedule O (Form 990 or 990-EZ) (2022)
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TWO HOSPI TALS EARNED THE HEI "TOP PERFORMER' - SCORI NG FROM 80 TO 95

PO NTS. EACH HOSPI TAL BELOW RECEI VED A SCORE OF 95:

- CARRIER CLINIC, BELLE MEAD
- PALI SADES MEDI CAL CENTER, NORTH BERCEN
CORE FORM PART II1; STMI OF PROGRAM SERVI CES ACCOWPLI SHVENTS ((CONTI NUED)

AWARDS AND RECOGNI TI ON

MAGNET 2022

HVH HOSPI TALS HAVE BEEN MAGNET- DESI GNATED FOR MORE THAN 25 YEARS.

IN 2022, FIVE HOSPI TALS ONCE AGAI N ACHI EVED THI' S PRESTI G QUS DESI GNATI ON
FROM THE AMERI CAN NURSES CREDENTI ALI NG CENTER. THI S | NCLUDES BAYSHORE
MEDI CAL CENTER - 2ND DESI GNATI ON; JERSEY SHORE UNI VERSI TY MEDI CAL CENTER
- 6TH DESI GNATI ON;, OCEAN UNI VERSI TY MEDI CAL CENTER - 6TH DESI GNATI ON;

RI VERVI EW MEDI CAL CENTER - 6TH DESI GNATI ON;, AND, SOUTHERN OCEAN MEDI CAL

CENTER - 2ND DESI GNATI ON.

I N ADDI TION TO THE FI VE HOSPI TALS RECOGNI ZED I N 2022, RARI TAN BAY MEDI CAL
CENTER/ OLD BRI DGE MEDI CAL CENTER APPLIED FOR | TS 5TH DESI GNATI ON | N APRI L
2023, JFK UNI VERSI TY MEDI CAL CENTER APPLI ED FOR I TS 1ST DESI GNATION I N

APRIL 2023, AND HACKENSACK UNI VERSI TY MEDI CAL CENTER APPLIED FOR I TS 7TH

For Privacy Act and Paperwork Reduction Act Notice, see the Instructions for Form 990 or 990-EZ. Schedule O (Form 990 or 990-EZ) (2022)
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DESI GNATI ON | N FEBRUARY 2023. HACKENSACK WAS THE FI RST HOSPI TAL | N NEW

JERSEY TO EARN THI' S DESI GNATI ON SI X TI MES AND THE SECOND | N THE COUNTRY.

For Privacy Act and Paperwork Reduction Act Notice, see the Instructions for Form 990 or 990-EZ. Schedule O (Form 990 or 990-EZ) (2022)
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SCHEDULE R
(Form 990)

Department of the Treasury
Internal Revenue Service

Related Organizations and Unrelated Partnerships
Complete if the organization answered "Yes" on Form 990, Part IV, line 33, 34, 35b, 36, or 37.
Attach to Form 990.
Go to www.irs.gov/Form990 for instructions and the latest information.

| OMB No. 1545-0047

Name of the organization

- SUBORDI NATES

HACKENSACK MERI DI AN HEALTH,

2022

Open to Public

Inspection
Employer identification number

01-0649794

Identification of Disregarded Entities. Complete if the organization answered "Yes" on Form 990, Part IV, line 33.

@
Name, address, and EIN (if applicable) of disregarded entity

(b)

Primary activity

()
Legal domicile (state
or foreign country)

d

Total income

(€)

End-of-year assets

®
Direct controlling
entity

1)

SEE SUPPLEMENTAL PACE

(2

(3)

(4)

(5)

(6)

Identification of Related Tax-Exempt Organizations. Complete if the organization answered "Yes" on Form 990, Part IV, line 34, because it had
one or more related tax-exempt organizations during the tax year.

@

Name, address, and EIN of related organization

SEE SUPPLEMENTAL PACE

(b)

Primary activity

©)

or foreign country)

Legal domicile (state

(d

Exempt Code section

()
Public charity status
(if section 501(c)(3))

®
Direct controlling
entity

@)
Section 512(b)(13)
controlled

entity?
Yes No

€]

(2

(3)

(4)

(5)

(6)

(1)

For Paperwork Reduction Act Notice, see the Instructions for Form 990.
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HACKENSACK MERI DI AN HEALTH,

I NC.

01-0649794

Page 2

Identification of Related Organizations Taxable as a Partnership. Complete if the organization answered "Yes" on Form 990, Part IV, line 34,
because it had one or more related organizations treated as a partnership during the tax year.

@ (b) ©) (d) (e) ® ¢ (h) 0] @ (k)
Name, address, and EIN of Primary activity Legal Direct controlling _ Predominant Share of total Share of end-of- | pisproportionate Code V - UBI General or | Percentage
related organization domicile entity |nc8rr:1r2|:(irt(23ted, income year assets alocatirs? | amount in box 20 | managing | ownership
(state or excluded from of Schedule K-1 | partner?
foreign tax under (Form 1065)
country) sections 512 - 514)
Yes| No Yes| No
)]
SEE SUPPLEMENTAL PAGE
(2)
(3)
(4)
©)]
(6)
(N

Identification of Related Organizations Taxable as a Corporation or Trust. Complete if the organization answered "Yes" on Form 990, Part IV,
line 34, because it had one or more related organizations treated as a corporation or trust during the tax year.

(@) (b) ©) (d) (e) ® @ (h) @)
Name, address, and EIN of related organization Primary activity Legal domicile | Direct controlling Type of entity Share of total Share of Percentage| _Section
(state or foreign| entity (C corp, S corp, or trust) income end-of-year assets |ownership Smlji(tfgl(lfé)
country) entity?
Yes|No
)]
SEE SUPPLEMENTAL PAGE
(2)
(3)
(4)
©)]
(6)
(N
Schedule R (Form 990) 2022
JSA
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Page 3

Transactions With Related Organizations. Complete if the organization answered "Yes" on Form 990, Part IV, line 34, 35b, or 36.

Note: Complete line 1 if any entity is listed in Parts Il, lll, or IV of this schedule. Yes| No

1 During the tax year, did the organization engage in any of the following transactions with one or more related organizations listed in Parts II-IV?
a Receipt of (i) interest, (ii) annuities, (iii) royalties, or (iv) rent from a controlled entity. . . . . . . . o v v v i i i i s e e e e e e e e e e e e e e e e e e la X
b Gift, grant, or capital contribution to related organization(S) . . . . . . . . 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 e e e e e e e e e e ib| X
¢ Gift, grant, or capital contribution from related organization(S). . . . . . . & & 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 e e e e e e e ic| X
d Loans or loan guarantees to or for related organization(S) . . . . . .« v 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 e e e e e e e e e e e e 1d X
e Loans or loan guarantees by related organization(S) . . . . . . i i i i i i i i e e e e ke e e e e e e e e e e e e e e e e e e e le X
f Dividends from related organization(S) . . . . . . v v v vt e e e e e e e if X
g Sale of assetstorelated Organization(S) . . . . . v v vt 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 e e e e e e e e e e e e e e 1g X
h Purchase of assets from related organization(S), . . . . . . . . . i i i i i i 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 e e e e e e e e e e e e e e e ih X
i Exchange of assets with related organization(S). . . . . . .« & it 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 e e e e e e e e e e e e e e e 1i X
j Lease of facilities, equipment, or other assets to related organization(S). . . . . . & v v v o vt i b e e e e e e e e e e e e e e e e e e e e e e 1j [ X
k Lease of facilities, equipment, or other assets from related organization(S) . . . & v & v v v vt v v bt e e e e e e e e e e e e e e e e e e e e e e 1k | X
| Performance of services or membership or fundraising solicitations for related organization(S) . . . . . v v v 4 v v v it v e e e e e e e e e e e e e e 1| X
m Performance of services or membership or fundraising solicitations by related organization(S). . . . v v v & v o v i vt e e e e e e e e e e e e e e im| X
n Sharing of facilities, equipment, mailing lists, or other assets with related organization(S) . . . . . . . .t i vt i i it b i e e e e e e e e e e e e e e e e e e in | X
o Sharing of paid employees with related organization(S) . . . . . . & . v v 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 e e lo| X
p Reimbursement paid to related organization(S) for EXPeNSES. « « « v v v v vt vt 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 1p | X
g Reimbursement paid by related organization(s) for eXpEeNSES . « v v v v v it i 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 19| X
r Other transfer of cash or property to related organization(S) . . . . . & v v v v o v v b 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 ir | X
s Other transfer of cash or property from related organization(S). . . . . . v« & & v v v a o 4 v et 4 e u e e e a e e e e w e e e x e e e x e e e a e e e e s 1s | X

2 If the answer to any of the above is "Yes," see the instructions for information on who must complete this line, including covered relationships and transaction thresholds.

(@) (b) ©) (d)
Name of related organization Transaction Amount involved Method of determining
type (a-s) amount involved

(1) PALI SADES MEDI CAL ASSCOCI ATES, LLC 1B 8, 033, 534. |CASH

(2) HUMC CARDI OVASCULAR PARTNERS, P.C. 1B 22, 005, 700. | CASH

(3) HACKENSACK MERI DI AN HEALTH, | NC. 1S 494,180, 634. | CASH

(4) HACKENSACK MERI DI AN HEALTH REALTY CORPORATI ON 1R 53, 312, 021. | ACCRUAL

(5) HACKENSACK MERI DI AN AMBULATORY VENTURES, | NC. 1R 59, 828, 977. | ACCRUAL

(6) RW JR. LIFESTLYE I NSTITUTE, |NC. 1R 118, 313. | ACCRUAL

JSA
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Transactions With Related Organizations. Complete if the organization answered "Yes" on Form 990, Part IV, line 34, 35b, or 36.

Note: Complete line 1 if any entity is listed in Parts Il, lll, or IV of this schedule. Yes| No
1 During the tax year, did the organization engage in any of the following transactions with one or more related organizations listed in Parts II-IV?
a Receipt of (i) interest, (ii) annuities, (iii) royalties, or (iv) rent from a controlled entity. . . . . . . . o v v v i i i i s e e e e e e e e e e e e e e e e e e la
b Gift, grant, or capital contribution to related organization(S) . . . . . . . . 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 e e e e e e e e e e ib
¢ Gift, grant, or capital contribution from related organization(S). . . . . . . & & 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 e e e e e e e 1lc
d Loans or loan guarantees to or for related organization(S) . . . . . .« v 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 e e e e e e e e e e e e 1d
e Loans or loan guarantees by related organization(S) . . . . . . i i i i i i i i e e e e ke e e e e e e e e e e e e e e e e e e e le
f Dividends from related organization(S) . . . . . . . ot i et e e e e e e e e e e e e if
g Sale of assetstorelated Organization(S) . . . . . v v vt 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 e e e e e e e e e e e e e e 1g
h Purchase of assets from related organization(S), . . . . . . . . . i i i i i i 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 e e e e e e e e e e e e e e e ih
i Exchange of assets with related organization(S). . . . . . .« & it 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 e e e e e e e e e e e e e e e 1i
i Lease of facilities, equipment, or other assets to related organization(S). . . . . .« & v & 4 vt 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 1j
k Lease of facilities, equipment, or other assets from related organization(S) . . . & v & v v v vt v v bt e e e e e e e e e e e e e e e e e e e e e e 1k
| Performance of services or membership or fundraising solicitations for related organization(S) . . . . . v v v 4 v v v it v e e e e e e e e e e e e e e 1l
m Performance of services or membership or fundraising solicitations by related organization(S). . . . v v v & v o v i vt e e e e e e e e e e e e e e im
n Sharing of facilities, equipment, mailing lists, or other assets with related organization(S) . . . . . . . .t i vt i i it b i e e e e e e e e e e e e e e e e e e in
o Sharing of paid employees with related organization(S) . . . . . . & . v v 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 e e 1o
p Reimbursement paid to related organization(S) for EXpeNSeS. . . v v v v v i i i i e e e e e e e e e e e e e e e e e 1p
g Reimbursement paid by related organization(S) for eXpensSeS . . . v v v o i i i i h e e e e e e e e e e e e e e e e e e e 1q
r Other transfer of cash or property to related organization(S) . . . . . . . vt i v 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 ir
s _Other transfer of cash or property from related organization(S). . . . . . . ot i i v it i i e 4 e e e e e e e e e e e e e e e e e e e e e e e e eae e e e e e 1s
2 If the answer to any of the above is "Yes," see the instructions for information on who must complete this line, including covered relationships and transaction thresholds.
(@) (b) ©) (d)
Name of related organization Transaction Amount involved Method of determining
type (a-s) amount involved
(1) HACKENSACK MERI DI AN AMBULATORY CARE, | NC. 1S 113, 259, 312. | ACCRUAL
(2) HVH MEDI CAL GROUP- SPECI ALTY CARE, P.C. 1B 124, 313, 693.
(3)
(4)
()
(6)
IsA Schedule R (Form 990) 2022
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Schedule R (Form 990) 2022 HACKENSACK MERI DI AN HEALTH, | NC. 01- 0649794 Page 4
Unrelated Organizations Taxable as a Partnership. Complete if the organization answered "Yes" on Form 990, Part IV, line 37.

Provide the following information for each entity taxed as a partnership through which the organization conducted more than five percent of its activities (measured by total assets
or gross revenue) that was not a related organization. See instructions regarding exclusion for certain investment partnerships.

(a) _ (b) (c) () (e) () @) (h) [0} [0} (k)
Name, address, and EIN of entity Primary activity Legal domicile Predominant Are all partners Share of Share of Disproportionate Code V - UBI General or |Percentage
(state or foreign income (related, section total income end-of-year allocations? amount in box 20 | managing |ownership
country) unrelated, excluded | 501(c)(3) assets of Schedule K-1 partner?
from tax under organizations? (Form 1065)

sections 512 -514)| yes | No Yes | No Yes | No

(1)

(2)

(3)

(4)

(5)

(6)

()

(8)

9)

(10)

(11)

(12)

(13)

(14)

(15)

(16)
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Schedule R (Form 990) 2022 HACKENSACK MERI DI AN HEALTH, | NC. 01- 0649794

Page 5

WAl Supplemental Information

Provide additional information for responses to questions on Schedule R. See instructions.

SCHEDULE R

OUTLI NED BELOW IS A LI ST OF SUBORDI NATE ORGANI ZATI ONS | NCLUDED AS

SUBORDI NATES | N THE HACKENSACK MERI DI AN HEALTH, | NC. GROUP EXEMPTI ON

RULI NG AND I N THI S CONSOLI DATED GROUP FORM 990.

HVH HOSPI TALS CORPCRATI ON (FEI D 22-1487576)

HVH CARRIER CLINIC, INC. (FEID 22-1714106)

CENTER FOR DI SCOVERY AND | NNOVATI ON, I NC. (35-2662866)
HACKENSACK MERI DI AN AMBULATORY CARE, | NC. (FEID: 22-2731440)
HEALTH | NNOVATI ONS UNLI M TED, INC. (FEID: 22-2581430)
HACKENSACK MERI DI AN HEALTH FOUNDATI ON, | NC. (FEID: 30-0107825)

HACKENSACK UNI VERSI TY MEDI CAL CENTER FOUNDATI ON, | NC. (FElID:

22-2339534)

JERSEY SHORE UNI VERSI TY MEDI CAL CENTER FOUNDATI ON, | NC. (FEID:

22- 2342452)

RI VERVI EW MEDI CAL CENTER FOUNDATI ON, | NC. (FEID: 22-2333524)

OCEAN UNI VERSI TY MEDI CAL CENTER FOUNDATI ON, | NC. (FEID: 22-2361311)
SOUTHERN OCEAN MEDI CAL CENTER FOUNDATI ON, INC. (FEID: 22-2666099)
BAYSHORE MEDI CAL CENTER FOUNDATI ON, | NC. (FEID: 22-2367109)

RARI TAN BAY HEALTHCARE FOUNDATI ON, I NC. (FEID: 22-2656665)

PALI SADES MEDI CAL CENTER FOUNDATI ON, | NC. (FEID: 22-3693169)

JOHN F. KENNEDY UNI VERSI TY MEDI CAL CENTER FOUNDATI ON, | NC. (FElID:

22- 2315044)

MUHLENBERG FOUNDATI ON, I NC. (FEID: 51-0212678)

BERGEN HEALTH MANAGEMENT SYSTEM I NC. (FEID: 22-2989731)

Schedule R (Form 990) 2022
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WAl Supplemental Information
Provide additional information for responses to questions on Schedule R. See instructions.

- MUHLENBERG REG ONAL MEDI CAL CENTER, INC. (FEID: 22-1487258)
- HARTWYCK AT OAK TREE, |INC. (FEID: 22-2666023)

- HACKENSACK MERI DI AN OUTPATI ENT SERVI CES, | NC. (FEID: 20-4144804)
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Schedule R (Form 990) 2022

HACKENSACK MERI DI AN HEALTH, | NC.

01- 0649794

Page 5

WAl Supplemental Information

Provide additional information for responses to questions on Schedule R. See instructions.

PART | - | DENTI FI CATI ON OF DI SREGARDED ENTI TI ES

(A) NAME/ ADDRESS/ EI N

(B) PRIMARY ACTIVITY (C) LEGAL DOM Cl LE

(D) TOTAL | NCOVE

(E) EOY ASSETS

(F) DI RECT CONTROL

SOCH PROPERTIES I, LLC 33-1035243
TI TLE HOLDI NG

26- 0838981
TI TLE HOLDI NG
SOCH PROPERTI ES 3 CLOCK BLDG, LLC

TI TLE HOLDI NG

SOCH PROPERTIES Il, LLC

51- 0538953

HACKENSACK PHYSI CI AN ALLI ANCE, LLC 45- 4966639
I NACTI VE

20 PROSPECT HOLDINGS, LLC 47- 4381262
I NACTI VE

MHAC |, LLC 20-5268126

TI TLE HOLDI NG
KI NGSLAND STREET URBAN RENEWAL, LLC

PARKI NG GARAG
HACKENSACK MERI DI AN LTACH, LLC 38-4209318

HEALTH SVCS

81- 3857390

343 THORNALL STREET
NJ

343 THORNALL STREET
NJ

343 THORNALL STREET
NJ

30 PROSPECT AVENUE
NJ

30 PROSPECT AVENUE
NJ

343 THORNALL STREET
NJ

343 THORNALL STREET
NJ

343 THORNALL STREET
NJ

7,799, 578.

42, 239.

EDI SON, NJ 08837
NONE NONE
EDI SON, NJ 08837
NONE NONE
EDI SON, NJ 08837
NONE NONE
HACKENSACK, NJ 07601
NONE NONE
HACKENSACK, NJ 07601
NONE NONE
EDI SON, NJ 08837
NONE 14, 858, 414.
EDI SON, NJ 08837
187460957.
EDI SON, NJ 08837
6, 458, 464.

HVHHC

HVHHC

HVHHC

HVHHC

2E1510 1.000
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Schedule R (Form 990) 2022 HACKENSACK MERI DI AN HEALTH, | NC. 01- 0649794 Page 5

WAl Supplemental Information
Provide additional information for responses to questions on Schedule R. See instructions.

PART Il - |DENI TFI CATI ON OF RELATED TAX- EXEMPT ORGANI ZATI ONS
(A) NAVE\ ADDRESS!\ EI N (B) ACTIVITY (O LEGAL DOMCILE (D) EXEMPT CODE (E) CHARITY STATUS (F) DI RECT (G SEC 512
OONTROLLI NG YES NO

HACKENSACK MERI DI AN HEALTH, | NC. 22- 3474145
343 THORNALL STREET EDI SON, NJ 08837

HEALTH SVCS. NJ 501(C) (3) 12C N A X
PALI SADES MEDI CAL ASSOCI ATES, LLC 22-3814193
7600 RI VER ROAD NORTH BERGEN, NJ 07047

HEALTH SVCS. NJ 501(C) (3) 10 HVHHC X
MERI DI AN MEDI CAL GROUP- RETAIL CLINIC, PC  06- 1755228
343 THORNALL STREET EDI SON, NJ 08837

HEALTH SVCS. NJ 501(C) (3) 10 HVH X
HVH MEDI CAL GROUP- COMPLEX CARE 06- 1755230
343 THORNALL STREET EDI SON, NJ 08837

HEALTH SVCS. NJ 501(C) (3) 10 HVH X
MERI DI AN MEDI CAL ASSOC! ATES, P.C. 06- 1755233
343 THORNALL STREET EDI SON, NJ 08837

HEALTH SVCS. NJ 501( Q) (3) 10 HVH X
HVH MEDI CAL GROUP- PRI MARY CARE, PC 14- 1981653
343 THORNALL STREET EDI SON, NJ 08837

HEALTH SVCS. NJ 501( Q) (3) 10 HVH X
MERI DI AN MEDI CAL GROUP- SPECI ALTY CARE, PC  14- 1981647
343 THORNALL STREET EDI SON, NJ 08837

HEALTH SVCS. NJ 501( Q) (3) 10 HVH X
MERI DI AN TRAUMA ASSOCI ATES, P. C. 14- 1981651
343 THORNALL STREET EDI SON, NJ 08837

HEALTH SVCS. NJ 501( Q) (3) 10 HVH X
MERI DI AN OB/ GYN ASSCCI ATES, P. C. 06- 1755239
343 THORNALL STREET EDI SON, NJ 08837

HEALTH SVCS. NJ 501( Q) (3) 10 HVH X
MERI DI AN PEDI ATRI C SURG CAL ASSCC, PC 77-0720131
343 THORNALL STREET EDI SON, NJ 08837

HEALTH SVCS. NJ 501( Q) (3) 10 HVH X
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Schedule R (Form 990) 2022 HACKENSACK MERI DI AN HEALTH, | NC. 01- 0649794 Page 5

WAl Supplemental Information
Provide additional information for responses to questions on Schedule R. See instructions.

PART Il - |DENI TFI CATI ON OF RELATED TAX- EXEMPT ORGANI ZATI ONS
(A) NANME\ ADDRESS!\ EI N (B) ACTIVITY (C LEGAL DOMCILE (D) EXEMPT CODE (E) CHARITY STATUS (F) DI RECT (G SEC 512
OONTROLLI NG YES NO
SOMC MEDI CAL GROUP, P.C. 27-1412183
343 THORNALL STREET EDI SON, NJ 08837
HEALTH SVCS. NJ 501(C) (3) 10 HVH X
HACKENSACK SPECI ALTY CARE ASSOCI ATES, PC  20-1017013
30 PROSPECT AVENUE HACKENSACK, NJ 07601
HEALTH SVCS. NJ 501(C) (3) 12A HVHHC X
HVH MEDI CAL GROUP- SPECI ALTY CARE, P.C. 22- 3376459
30 PROSPECT AVENUE HACKENSACK, NJ 07601
HEALTH SVCS. NJ 501(C) (3) 12A HVHHC X
HUMC CARDI OVASCULAR PARTNERS, P.C. 27- 0614861
30 PROSPECT AVENUE HACKENSACK, NJ 07601
HEALTH SVCS. NJ 501(C) (3) 10 HVHHC X
HUMC MEDI CAL OBSERVATION, P. A 27-2371424
30 PROSPECT AVENUE HACKENSACK, NJ 07601
HEALTH SVCS. NJ 501( Q) (3) 12A HVHHC X
HACKENSACK MERI DI AN TEAM HEALTH, P.C. 27-2377326
343 THORNALL STREET EDI SON, NJ 08837
HEALTH SVCS. NJ 501( Q) (3) 10 HVH X
MERI DI AN MEDI CAL GROUP- PEDI ATRI C UROLOGY  81- 3921186
343 THORNALL STREET EDI SON, NJ 08837
HEALTH SVCS. NJ 501( Q) (3) 10 HVH X
THE AUXI LI ARY OF HACKENSACKUMC 22- 1537117
30 PROSPECT AVENUE HACKENSACK, NJ 07601
SUPPORT HVHHC NJ 501( Q) (3) 12C HVHHC X
JFK MEDI CAL ASSOCI ATES, P.A. 46- 2219798
98 JAMES STREET EDI SON, NJ 08820
HEALTH SVCS. NJ 501( Q) (3) 10 HVH X
HACKENSACK MERI DI AN SCHOOL OF MEDI CI NE 81- 3872529
340 KI NGSLAND STREET NUTLEY, NJ 07110
HEALTH SVCS. NJ 501( Q) (3) 2 HVH X
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HACKENSACK MERI DI AN HEALTH, | NC. 01- 0649794

990 SCH R, PART | 11-1DENTI FI CATION OF REL. ORG TAXABLE AS PARTNERSHI P
(A) NAME/ ADDRESS/ EI N B) PRIMARY  (C)LEGAL (D) DIRECT (E) PREDOM NANT  (F) SHARE OF (G SHARE EOY  (H) DI SPROPORTIONATE (1) CCDE V- UBI (J) PARTNER  (K) %
ACTIVITY DOM Cl LE CONTROLLI NG | NCOVE TOT | NCOVE YES NO YES NO OARERSH P

HUMC/ USP SURGERY CENTERS, LLC
30 PROSPECT AVENUE HACKENSACK, HEALTH SVCS NJ HVHAC RELATED 4, 355, 275. 8, 723, 648. X NONE X 50. 1000

OLD BRI DGE MEDI CAL ASSQOCI ATES,
1 HOSPI TAL PLAZA OLD BRIDGE, N HEALTH SVCS NJ HVHHC RELATED 646, 335. 2, 980, 246. X NONE X 84.2078

COASTAL CO-OP OF NJ 22-3603146
343 THORNALL STREET EDI SON, NJ  PURCHASI NG NJ HVHHC RELATED NONE 999, 458. X NONE X 95. 0000

MERI DI AN HEALTH VI LLAGE REALTY
343 THORNALL STREET EDI SON, NJ REAL ESTATE NJ HVHAC RELATED 344, 960. 24, 453, 136. X NONE X 88. 6800

HACKENSACK MERI DI AN LI VING AT
343 THORNALL STREET EDI SON, NJ HEALTH SVCS NJ HVHAC RELATED -2, 250, 560. 17, 586, 778. X NONE X 51. 0000

ESSEX RESI DENTI AL CARE, LLC 83
343 THORNALL STREET EDI SON, NJ HEALTH SVCS NJ HVHAC RELATED -1, 730, 250. 14,776, 841. X NONE X 51. 0000

BERGEN POST ACUTE CARE, LLC 83
343 THORNALL STREET EDI SON, NJ HEALTH SVCS NJ HVHAC RELATED -2,597, 870. 26, 203, 364. X NONE X 51. 0000

HACKENSACK MUSCULOSKELETAL SUR
100 CHARLES EW NG BLVD EW NG, HEALTH SVCS NJ HVHHC RELATED -511, 025. 742, 625. X NONE X 51. 0000

TOTOWA CANCER CENTER, LLC
399 THORNALL STREET HEALTH SVC NJ HVAC RELATED - 839, 370. 21, 332, 463. X NONE X 51. 0000
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HACKENSACK MERI DI AN HEALTH, | NC. 01- 0649794

990 SCH R, PART | V-1 DENTI FI CATION OF REL. ORG TAXABLE AS CORP/ TRUST

(A) NAME/ ADDRESS/ EI N (B) PRI MARY (O LEGAL (D) DI RECT (E) ENTITY (F) SHARE OF (G SHARE OF EOY (H)% (I) SEC 512(B)(13)
ACTIVI TY DOMCILE  CONTROLLI NG TYPE TOT | NCOVE OAKERSHI P YES NO

HACKENSACK MERI DI AN HEALTH VENTURES, | NC 22- 2550716

343 THORNALL STREET EDI SON, NJ 08837 HEALTH SVCS NJ N A C CORP

PALI SADES CHI LD CARE CENTER, |NC. 22- 2812623

343 THORNALL STREET EDI SON, NJ 08837 DAY CARE CENT NJ N A C CORP

RARI TAN | NSURANCE, LTD.

23 LI ME TREE BAY AVE, PO BOX 1363 GRAND CAYMAN, CJ FI NANCI AL VEH ca N A C COrRP
OAPCA, INC 22-3298974
1140 RT 72 WEST MANAHAVKI N, NJ 08050 CONDO ASSQCI A NJ N A C COrRP
JFK MEDI CAL GROUP, P.C. 22- 3482637
98 JAMES STREET EDI SON, NJ 08820 HEALTH SVCS NJ N A C COrRP
JFK AMBULATORY CARE, P. A 47-3018240
98 JAMES STREET EDI SON, NJ 08820 HEALTH SVCS NJ N A C COrRP

HVH CASUALTY COVPANY, LTD.

CHEVRON HOUSE, 44 CHURCH STREET HAM LTON, BD FI' NANCI AL VEH BD N A C COrRP
MERI DI AN CARDI OVASCULAR | NTERPRETI VE SER 27-0085539
399 THORNALL STREET EDI SON, NJ 08837 HEALTH SVCS NJ N A C COrRP
NEW AMSTERDAM MEDI CAL ASSCCI ATE, P.C. 27- 0849894
399 THORNALL STREET EDI SON, NJ 08837 HEALTH SVCS NJ N A C COrRP
HACKENSACK OCCUPATI ONAL MEDI CI NE ASSCCI A 86- 1153504
399 THORNALL STREET EDI SON, NJ 08837 HEALTH SVCS NJ N A C COrRP
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HACKENSACK MERI DI AN HEALTH, | NC. 01- 0649794

990 SCH R, PART | V-1 DENTI FI CATION OF REL. ORG TAXABLE AS CORP/ TRUST

(A) NANE/ ADDRESS/ EI N (B) PRI MARY (C)LEGAL (D) DI RECT (E) ENTITY (F) SHARE OF (G SHARE OF EOY (H)% (1) SEC 512(B)(13)
ACTIVI TY DOM CILE ~ CONTROLLI NG TYPE TOT | NCOMVE OAKNERSHI P YES NO

NEPHROLOGY ASSOCI ATES, PA 22- 2731580

399 THORNALL STREET EDI SON, NJ 08837 HEALTH SVCS NI N A C CORP

HACKENSACK MERI DI AN URGENT CARE, P.C. 81- 4166532

399 THORNALL STREET EDI SON, NJ 08837 HEALTH SVCS NI N A C CORP

SEE STATEMENT 0O
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