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OMB No. 1545-0047

2022

Open to Public

Return of Organization Exempt From Income Tax

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

m 990

Department of the Treasury
Internal Revenue Service

Do not enter social security numbers on this form as it may be made public.

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

A For the 2022 calendar year, or tax year beginning and ending

C Name of organization D Employer identification number

RW BARNABAS HEALTH,

Doing business as

B check if applicable:

I NC. - SUBORDI NATES

Address change

85- 1296795

E Telephone number

(973) 322-4032

G Gross receipts $

6,416, 787, 230.

Yes No
No

Number and street (or P.O. box if mail is not delivered to street address) Room/suite

C/ O CORP. FINANCE, 2 CRESCENT PLACE

City or town, state or province, country, and ZIP or foreign postal code

OCEANPORT, NJ 07757

F Name and address of principal officer:

Name change

Initial return

Final return/terminated

Amended return

Application pending

H(a) Is this a group return for
subordinates?

X
H(b) Are all subordinates included?

MARK E. NANI GAN
2 CRESCENT PLACE, OCEANPCRT, NJ 07757

Yes

| Tax-exempt status: | X | 501(c)(3) | | 501(c) ( ) (insert no.) | | 4947(a)(1) or | | 527 If "No," attach a list. See instructions.
J  Website: WW RW BH. ORG H(c) Group exemption number 6429
K Form of organization: | X | Corporation | | Trustl | Association | | Other | L Year of formation: | M State of legal domicile:
Part | Summary
1 Briefly describe the organization's mission or most significant activities: RW BARNABAS HEALTH | S ADVANCI NG
g | NNOVATI VE STRATEG ES I N H GH QUALI TY PATI ENT CARE, EDUCATI ON &
§ RESEARCH TO ADDRESS BOTH THE CLI NI CAL & SOCI AL DETERM NANTS OF HEALTH
§ 2 Check this box |:| if the organization discontinued its operations or disposed of more than 25% of its net assets.
8 3 Number of voting members of the governing body (Part VI, line1a) . . . . . . . . . . @ v v v o v e e e e e e 3 241
ﬁ 4 Number of independent voting members of the governing body (Part VI, line1b), ., . . . . ... ... ..... 4 193
;E 5 Total number of individuals employed in calendar year 2022 (PartV,line2a), . . . . + o v v s v v o v v n v n 5 40, 511
% 6 Total number of volunteers (estimate if NECESSANY) . . . v & v v v v v o e e e e e e e e e e e e e e 6 1,478
<| 7a Total unrelated business revenue from Part VIII, column (C), IN€ 12 + v v v v v v v v v v v e e e e e e e e e e 7a 1, 314, 881.
b Net unrelated business taxable income from Form 990-T, Part [, ine 11 . . . . . v v v v v & v & v & v & o o « » 7b NONE
Prior Year Current Year
o»| 8 Contributions and grants (Part VI line 1h) . . . . . . . v v vt s e e e e e e e e e 249, 097, 422. 149, 776, 997.
g 9 Program service revenue (Part VIIL INE 29) . . & . v v v v b e e e e e e e e e e 5,532,474, 713. |6, 213, 434, 668.
E 10 Investment income (Part VIII, column (A), lines 3,4,and 7d). . . . . . . v s v v v s n v 3, 635, 633. 17, 314, 141.
11 Other revenue (Part VIII, column (A), lines 5, 6d, 8¢, 9¢, 10c,and 11e), . . . . . . . . . .. 24,787, 594. 28, 529, 271.
12 Total revenue - add lines 8 through 11 (must equal Part VIII, column (A), line 12). . . . . . . 5, 809, 995, 362. |6, 409, 055, 077.
13 Grants and similar amounts paid (Part IX, column (A), lines 1-3) . . . . . . . v v v s s v . 15, 748, 540. 5, 206, 069.
14 Benefits paid to or for members (Part IX, column (A), line4) . . . . . . . v v v v v e NONE NONE
¢|15 Salaries, other compensation, employee benefits (Part IX, column (A), lines 5-10), . . . . . . 2,363,071, 132. |2, 729, 714, 962.
g 16 a Professional fundraising fees (Part IX, column (A), line11€) . . . . . . . v v v v v o v v v 512, 878. 809, 739.
2| b Total fundraising expenses (Part IX, column (D), line 25) 809, 739.
Y117  Other expenses (Part IX, column (A), lines 11a-11d, 11f-24€) . . . . . . v v v v v s v v v 3, 390, 349, 978. |3, 878, 606, 684.
18 Total expenses. Add lines 13-17 (must equal Part IX, column (A), line25) ., . ... ..... 5, 769, 682, 528. |6, 614, 337, 454.
19 Revenue less expenses. Subtract line 18 fromliNe 12, . . . v v v v v v v v v v e e v e 40, 312, 834. | - 205, 282, 377.
S g Beginning of Current Year End of Year
%% 20 Totalassets (Part X, iNe 16) . . . . v v v v o e e e e e e e e e e e e e 8, 438, 659, 238. |8, 834, 058, 182.
{:’g 21 Total liabilities (Part X, i€ 26) . . . . . v v v i e e e e e e e e e e e e e e e e 4,676,487, 326. |4, 862, 914, 372.
EE’ 22 Net assets or fund balances. Subtract line 21 fromline20. . . . . . o v v v v v v v o u . . 3,762,171,912. |3,971, 143, 810.

Part Il Signature Block

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

Sign Signature of officer Date
Here
Type or print name and title
baid Print/Type preparer's name Preparer's signature Date Check if PTIN
ai
Preparer SCOIT J MARI AN self-employed | P00642486
Use Only Firm's name W THUMSM TH+BROWN, PC Firm's EIN 22-2027092
Firm's address 200 JEFFERSON PARK SUI TE 400 WHI PPANY, NJ 07981-1070 Phone no. 073-898-9494

[XIves | [No

Form 990 (2022)

May the IRS discuss this return with the preparer shown above? See instructions

For Paperwork Reduction Act Notice, see the separate instructions.

JSA
2E1010 2.000

9345PW U600 0340880 1



RW BARNABAS HEALTH, | NC. - SUBCRDI NATES 85- 1296795

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:
SEE SCHEDULE O

2 Did the organization undertake any significant program services during the year which were not listed on the
prior FOrm 980 0r 80-EZ2, | . . . . . .\ttt e e e ves [ Ino
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 . o 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 |:| 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 $ 5, 952, 695, 550. including grants of $ 5,206, 069. ) (Revenue $ 6, 230, 568, 712. )
EXPENSES | NCURRED | N PROVI DI NG | NPATI ENT, OUTPATI ENT, EMERGENCY
AND VARl QUS OTHER MEDI CALLY NECESSARY HEALTHCARE SERVI CES TO ALL
I NDI VI DUALS | N A NON- DI SCRI M NATORY MANNER REGARDLESS OF RACE,
COLOR, CREED, SEX, NATIONAL CRIG N OR ABILITY TO PAY AND I N
FURTHERANCE CF CHARI TABLE TAX- EXEMPT PURPOSES. PLEASE REFER TO THE
COVMUNI TY BENEFI T STATEMENT | N SCHEDULE O

4b (Code: ) (Expenses $ including grants of $ ) (Revenue $ )

4c (Code: ) (Expenses $ including grants of $ ) (Revenue $ )

4d Other program services (Describe on Schedule O.)

(Expenses $ including grants of $ ) (Revenue $ )
4e Total program service expenses 5, 952, 695, 550.
32 090 1.000 Form 990 (2022)

9345PW U600 0340880 2



RW BARNABAS HEALTH, | NC. - SUBCRDI NATES 85- 1296795

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 1 X
2 s 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,Part| . . . . . . . . . i i i v it it it e e e e 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. 98-197 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 it 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, Partl. . . ... ... 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 it 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 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 v it 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 16? If "Yes," complete Schedule D, Part IX. . . . . . . . i v i v i i i i v et e e e 11d X
e Did the organization report an amount for other liabilities in Part X, line 25?7 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 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 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 XII is optional 12b| X
13 Is the organization a school described in section 170(b)(1)(A)ii)? 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, Part Il . . . . . . . . . . i i i i 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 VI, line 9a?
If "Yes," complete Schedule G, Part Il . . . . . . 0 i v i i i s it 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
JSA
2E1021 1.000 Form 990 (2022)

9345PW U600 0340880

3



RW BARNABAS HEALTH, I NC. - SUBCRDI NATES 85-1296795
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?7 If "Yes," complete Schedule |, Partsland Il . . . . . .. .. .. 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, . . . . . . . o i i i i i s 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 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 bONds? . . . . . L L i L i e 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 i v i s i s e e e e s e e e e e e e e e e e e e e e e 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, Part!l, . . .. .. ... 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 . . . . . . . o 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 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 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 . . . . . . 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 28c X
29 Did the organization receive more than $25,000 in non-cash contributions? If "Yes," complete ScheduleM . . . .| 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 v i i i s st s e s e e e e e e e e e e e e e e e e e e e e e 32 X
33 Did the organization own 100% of an entity disregarded as separate from the organization under Regulations
sections 301.7701-2 and 301.7701-3? If "Yes," complete Schedule R,Part1, . . . . .. ... .. ... 33 X
34 Was the organization related to any tax-exempt or taxable entity? If "Yes," complete Schedule R, Part Il, Il
orlV,and Part V,line L. . . . . . it 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 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, Part V,line 2. . . . . . . . . . i i i i i i v it it e e 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
19?7 Note: All Form 990 filers arerequired to complete Schedule O. . . . .« . ¢ v v v i v v i i i v v e e e wa s 38 X
Statements Regarding Other IRS Filings and Tax Compliance
Check if Schedule O contains a response or note to any lineinthisPartV . ............. e e e .
Yes No
la Enter the number reported in box 3 of Form 1096. Enter -0- if not applicable . . . .. .. .. la 9, 967
b Enter the number of Forms W-2G included on line 1a. Enter -0- if not applicable. . . . . . . . 1b NONE
c Did the organization comply with backup withholding rules for reportable payments to vendors and
reportable gaming (gambling) winnings to prize winners? . . . . . . . . . . L L i i i h e e e e e e e e e e e e e 1c | X
2 030 2.000 Form 990 (2022)

9345PW U600 0340880 4



RW BARNABAS HEALTH, | NC. - SUBORDI NATES 85-1296795

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 40511

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 theyear?. . . .. ... ... 3a

XXX

4a Atanytime 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 ~BERVMUDA
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 o v i v i i i i i e e 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? . . . . . . . . L L e e e e s 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? . . . . . . . . . L i e e ek 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
c Did the organization sell, exchange, or otherwise dispose of tangible personal property for which it was
required to file FOrM 82827 .« & v v i i i i i i e 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 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? | 7e X
f Did the organization, during the year, pay premiums, directly or indirectly, on a personal benefit contract? . . . . . 7f X
g If the organization received a contribution of qualified intellectual property, did the organization file Form 8899 as required? | 79
h If the organization received a contribution of cars, boats, airplanes, or other vehicles, did the organization file a Form 1098-C?. . 7h
8 Sponsoring organizations maintaining donor advised funds. Did a donor advised fund maintained by the
sponsoring organization have excess business holdings at any time duringtheyear?. . . . . . .. ... .. .. .. 8
9 Sponsoring organizations maintaining donor advised funds.
a Did the sponsoring organization make any taxable distributions under section4966? . . ... .. ... ...... 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 VIIl, line12 . . . . . . . . .. o . .. 10a
b Gross receipts, included on Form 990, Part VIII, line 12, for public use of club facilites . . . . [10b
11 Section 501(c)(12) organizations. Enter:
a Gross income from members orshareholders. . . . . . . . . v oo L o n e e e lla
b Gross income from other sources. (Do not net amounts due or paid to other sources
against amounts due orreceived fromthem.). . . . . . . . . .. o o oo oo o 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 . . . . . . .. ... ... ... ... 13b
¢ Enterthe amountofreservesonhand. . . . . . . . i i vttt i ittt e e 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 Is 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 it e e e e e e e e e e e 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.

JSA
2E1040 2,000 Form 990 (2022)

9345PW U600 0340880 5



Form 990 (2022) RW BARNABAS HEALTH, | NC. - SUBCRDI NATES 85- 1296795 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 _ . . . . .. .. .. ... ..o .'u....
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 . . . . . 1la 241
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 193
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?. . . . . . . . . L L 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 o i o L e e e e e 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 i L L i h 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? . . . . . . . . . . v o v it i o L i n e 7b X
8 Did the organization contemporaneously document the meetings held or written actions undertaken during
the year by the following:
a The governing body 2. . . o i i i i i i s st e e e 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? . . . . . .. ... ... . 00 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
HSE 10 CONMICES? & v v v v o 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 12b| X
¢ Did the organization regularly and consistently monitor and enforce compliance with the policy? If "Yes,"
describe on Schedule O how thiSWasS dONE « « « v v v v v v v o e e e e e et e e e e e e e et 12c| X
13 Did the organization have a written whistleblower policy?. . . . . . . . . v o v 0 v it e s e e 13 X
14  Did the organization have a written document retention and destruction policy?. . . . . . . . . .. .. .. ... 14 X
15 Did the process for determining compensation of the following persons include a review and approval by
independent persons, comparability data, and contemporaneous substantiation of the deliberation and decision?
a The organization's CEO, Executive Director, or top management official . . . . . . .. .. ... . o000 15a| X
b Other officers or key employees of the organization . . . . . . . . . . . o v it ittt it i 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? . . . .« v v v v i e e e e e e e e e e e e e e e e e e e 16a| X
If "Yes," did the organization follow a written policy or procedure requiring the organization to evaluate its
participation in joint venture arrangements under applicable federal tax law, and take steps to safeguard the
organization's exempt status with respect to such arrangements? . . . ... ... ... ... ... 16b| X

Section C. Disclosure

17
18

List the states with which a copy of this Form 990 is required to be filed SEE SCHEDULE O

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)

19 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.
20 State the name, address, and telephone number of the person who possesses the organization's books and records
CATHERI NE DOADY, CPA 2 CRESCENT PLACE OCEANPORT, NJ 07757
1o 732-923- 8929 Form 990 (2022)
2E1042 1.000
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Form 990 (2022) RW BARNABAS HEALTH, | NC. - SUBORDI NATES 85- 1296795 Page 7
WYl Compensation of Officers, Directors, Trustees, Key Employees, Highest Compensated Employees, and
Independent Contractors

Check if Schedule O contains a response or note to any line in this Part VI
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| ol xlex| organization (W-2/ organizations (W-2/ from the
hoursfor | 22| 2| 22|39 3 1099-MISC/ 1099-MISC/ organization and
related sa|E|l%|3|88|2 1099-NEC) 1099-NEC) related organizations
organizations| 8 & % 3| %8
below g g § -?D
dotted line) e 2 §
(1) BARRY H. OSTROASKY 60. 00
TRUSTEE - MMC - RWBH CEO NONE | X NONE 7, 241, 650. 1,579, 492.
(2) THOVAS A. BI A 55. 00
TRST- CvWMC/ JCMC- RWBH EVP NONE | X NONE 4, 186, 417. 1, 089, 041.
(3) MARTI N S. EVERHART 55. 00
FORMER KEY EMPLOYEE - RWUH NONE X NONE 3, 349, 006. 246, 567.
(4) ANROY OTTLEY, M D. 55. 00
PHYSI CI AN - JCMC NONE X 2,622, 620. NONE 66, 239.
(5 WLLIAM S. ARNCLD 55. 00
TRST- MO RWUH - PRES SO DIV NONE | X X NONE 1, 946, 371. 673, 467.
(6) DARRELL TERRY 55. 00
PRESI DENT/ CEO - NBI MC NONE X NONE 1, 740, 959. 576, 164.
(7) DAVID A. MEBANE, ESQ. 55. 00
SECRETARY - TRUSTEE - CBMC NONE | X X NONE 1, 813, 605. 404, 718.
(8) RICHARD L. DAVIS 55. 00
PRESI DENT/ CEO - CBMC NONE X NONE 1, 625, 485. 284, 236.
(9) GARY S. HORAN 55. 00
TRUSTEE - PRES./CEO - TRMC NONE | X X 1, 565, 586. NONE 243, 685.
(10) ROBERT G I RW N 55. 00
FORMER KEY EMPLOYEE - RWUH NONE X NONE 1, 445, 670. 296, 531.
(11) M CHAEL KNECHT 55. 00
FORMER KEY EMPLOYEE - RWUH NONE X NONE 1, 306, 682. 300, 558.
(12) MARY ELLEN CLYNE 55. 00
PRESI DENT/ CEO - CWC NONE X NONE 1, 199, 355. 313, 801.
(13) ALAN LEE 55. 00
COO - RWUWH NONE X 1,173, 056. NONE 323, 554.
(14) M CHAEL PRI LUTSKY 55. 00
TRUSTEE - PRESI DENT/ CEO - JCMC NONE | X X NONEH 1, 228, 007. 252, 178.
Form 990 (2022)
JSA
2E1041 2.000
9345PW U600 0340880 7



RW BARNABAS HEALTH, | NC. - SUBORDI NATES 85-1296795
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
related |23 121 Q18|34 |2| organization | (W-2/1099-MISC) from the
organizations ég_ E E g :é—,g g (W-2/1099-M|SC) organization
below dotted | & & | & 3|23 = and related
line) g g § % mé organizations
(15) PATRRCKM_AHEARN | 55. 00 |
PRESI DENT/ CEO - CMC NONE X NONH 1, 161, 572. 249, 531.
( 16) JENNIFER A _ONEILL, DNP | 55. 00 |
COO - CBMC NONE X 1,197, 731. NONE 204, 945.
( 17) MATTHEWJ. SCHREIBER MD. | _ 55. 00 |
CMO COO - NBI MC( TERM 02/ 28) NONE X 1, 259, 241. NONE 78, 004.
(18) RICHARD FREEMAWN | 55. 00 |
TRUSTEE- PRESI DENT/ CEO- RW UHH NONE | X X NONH 1, 063, 653. 214, 345.
(19 ERCW CARNEY | 55. 00 |
TRUSTEE- PRES/ CEO - MVC/ MMC- SC NONE | X X NONH 1, 010, 979. 246, 957.
( 20) JOSHUA BERSHAD, MD. | 55. 00 |
FORMVER KEY EMPLOYEE - RWUH NONE X NONH 1, 011, 144. 227, 840.
(21) DEANNA SPERLING | 55. 00 |
TRUSTEE- RWBH BEH. HEALTH CEO NONE | X X NONE 731, 279. 472, 354.
(22) NIKOLAS ALEXIADES | 55. 00 |
CFO - SOUTHERN REG ON NONE X NONH 1, 002, 182. 187, 295.
( 23) GREGRY RKOGSz, MD.. | 55. 00 |
SVP - VPMA - CBMC NONE X 47, 259. 932, 630. 202, 236.
(24) ANTHONY CAVA | 55. 00 |
PRES. / CEO - RWUH SOVERSET NONE X NONE 934, 436. 196, 991.
(25) DOUGLAS A ZEHNER | 55. 00 |
CFO - NEWARK AND UNI ON NONE X NONE 905, 566. 168, 778.
Ib Sub-total e »| 7,865 493. | 35 836,648.| 9,099, 507.
¢ Total from continuation sheets to Part VII, Section A . . . . . . . . . . ... »| 17,420, 635. 7,173, 598. 2,964, 423.
d Total (add lines 1b and 1C) « « « « = v v v v b w v v e e e e e e e e e e » | 25, 286,128. | 43,010, 246.| 12, 063, 930.
2 Total number of individuals (including but not limited to those listed above) who received more than $100,000 of
reportable compensation from the organization » 6, 823
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
10170 [ = 4
5 Did any person listed on line 1a receive or accrue compensation from any unrelated organization or individual
for services rendered to the organization? If “Yes,” complete Schedule Jforsuchperson . ... ... ... ...... 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.

()

Name and business address

B)

Description of se

rvices

©
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 »

JSA
2E1055 1.000

9345PW U600

0340880

Form 990 (2022)
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RW BARNABAS HEALTH, | NC. - SUBORDI NATES 85-1296795
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
related |23 121 Q18|34 |2| organization | (W-2/1099-MISC) from the
organizations ég_ E E g :é—,g g (W-2/1099-M|SC) organization
below dotted | & & | & slaz|” and related
line) g g § % ® g organizations
(26 KRKC TCE | 55. 00 |
TRUSTEE - PRES./CEO - RWUHR NONE | X X NONE 877, 816. 188, 627.
( 27) SHERWN SCHRAG_MD. | 55. 00 |
PHYSI Cl AN - JCMC NONE X 952, 597. NONE 43, 177.
( 28) STUART GEFFNER, MD. | 55. 00 |
TRUSTEE - CBMC NONE | X 901, 786. NONE 76, 206.
(29 GAIL W KOSYLA | 55. 00 |
SVP/ CFO- CNTRL REQ TERM 10/ 28) NONE X NONE 796, 127. 138, 809.
( 30) DAVID SETH FELDMAN, MD._ | 55. 00 |
MEDI CAL DI RECTOR - NBI MC NONE X 889, 790. NONE 43, 813.
( 31) SERGO WMMAN, MD._ | 55. 00 |
DI VI SION DI RECTOCR MD - NBI MC NONE X 854, 775. NONE 60, 230.
(32) JONDANGELO MD_ | 55. 00 |
VP & CMO - TRMC NONE X 780, 614. NONE 124, 143.
(33 MNRNAZIR MD_ | 55. 00 |
PHYSI Cl AN - NBI MC NONE X 847, 873. NONE 55, 795.
(34) KAREN LUMPP | 55. 00 |
SVP & CFO - TRMC NONE X 805, 618. NONE 59, 387.
( 35) MATTHEWB. MCDONALD, MD. |~ 55. 00 |
TRUSTEE- PRESI DENT/ CEO- CSH NONE | X X NONE 701, 366. 147, 278.
( 36) ALISON GRANN, MD. | 55. 00 |
TRUSTEE - CBMC NONE | X NONE 799, 023. 24, 587.
Ib 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 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
10170 [ = 4
5 Did any person listed on line 1a receive or accrue compensation from any unrelated organization or individual
for services rendered to the organization? If “Yes,” complete Schedule Jforsuchperson . ... ... ... ...... 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.

()

Name and business address

B)

Description of services

©

Compensation

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

JSA

2E1055 1.000

9345PW U600

0340880

Form 990 (2022)
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RW BARNABAS HEALTH, | NC. - SUBORDI NATES 85-1296795
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
related |23 121 Q18|34 |2| organization | (W-2/1099-MISC) from the
organizations ég_ E E g :é—,g g (W-2/1099-M|SC) organization
below dotted | & & | & slaz|” and related
line) 9‘5 § % mg organizations
( 37) DORY B. ALTMANN, MD. | 55. 00 |
TRUSTEE - RWUH NONE | X NONE 730, 198. 59, 130.
( 38) THOWAS HELEQTIS, MD. | 55. 00 |
VPVA - MMC NONE X 634, 221. NONE 153, 739.
( 39) RUSSELL C_LANGAN, MD. | 55. 00 |
TRUSTEE - CBMC NONE | X 725, 407. NONE 32, 407.
( 40) MEIKA TYLESE NEBLETT, MD___ | _ 55. 00 |
CcMO - CMC NONE X 616, 484. NONE 133, 044.
(41) KENNETH M_GRANET, MD. | 55. 00 |
CcMO - MMVC NONE X 617, 792. NONE 129, 818.
(42) FRANK J. MAZZARELLA, MD. | 55. 00 |
VPVA - CWMC NONE X 578, 579. NONE 114, 163.
(43)_ _TH RUVENGADAM ANANDARANGAM | 55. 00 |
SECRETARY - TRUSTEE - NBI MC NONE | X X 643, 248. NONE 29, 314.
( 44) SETH D. ROSENBAUM _MD. | 55. 00 |
SVP/ CMO - RWUHH NONE X 532, 624. NONE 113, 062.
( 45) TIMOTHY MATTSON | 55. 00 |
CFO - NORTHERN REG ON NONE X NONE 528, 371. 107, 756.
( 46) SALVATORE MOFFA, MD. | 55. 00 |
VPVA - RWUH NONE X 531, 519. NONE 100, 394.
( 47) FRANK DOS SANTCS, MD. | 55. 00 |
CcMO - CGvMC NONE X 488, 352. NONE 116, 444.
Ib 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 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
10170 [ = 4
5 Did any person listed on line 1a receive or accrue compensation from any unrelated organization or individual
for services rendered to the organization? If “Yes,” complete Schedule Jforsuchperson . ... ... ... ...... 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.

Name and business address

()

B)

Description of services

©

Compensation

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

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

JSA
2E1055 1.000

9345PW U600

0340880

Form 990 (2022)
10



RW BARNABAS HEALTH, | NC. - SUBORDI NATES 85-1296795
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
related |23 121 Q18|34 |2| organization | (W-2/1099-MISC) from the
organizations gg E E g :é—,g g (W-2/1099-M|SC) organization
below dotted | & & | & 3|23 = and related
line) g g § % mé organizations
(48) PHLIP SALERNO 111 | 55. 00 |
TRUSTEE - PRES/ CDO - CSH FDN. NONE | X 564, 415. NONE 34, 055.
(49) CARLA PARKERHQLIS | 55. 00 |
Ccoo - JCMC NONE X 499, 829. NONE 95, 965.
( 50) CHARLES CATHCART, MD. | 55. 00 |
TRUSTEE - NBI MC NONE | X NONE 545, 062. 18, 808.
( 51) KENNETH GARAY, MD. | 55. 00 |
cvo - JCMC NONE X NONE 523, 636. 29, 367.
(52) ANIL K_GPTA,_MD.___ | 55. 00 |
CMO - MMC- SC NONE X 444, 040. NONE 97, 864.
( 53) CHARLES CHIANESE, MBA | 55. 00 |
EVP/ COO - CsH NONE X 520, 434. NONE 13, 293.
( 54) ARNOLD WLLIAMS, MD. | 55. 00 |
TRUSTEE - SBBH NONE | X NONE 482, 542. 30, 744.
(55 CARQL ASH DO | 55. 00 |
CMO - RWUHR NONE X 418, 342. NONE 92, 268.
( 56) JOSHUA ROSENBLATT, MD. | 55. 00 |
TRUSTEE; EX- OFFI G O CAO NBI MC NONE | X 423, 208. NONE 62, 706.
(57) COLINR OREILLY, MD. | 55. 00 |
VP/ CMO - CSH NONE X 441, 755. NONE 38, 961.
(58 JASINVIGIARQLO | 55. 00 |
COO - SBBH NONE X NONE 368, 157. 72, 697.
Ib 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 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
10170 [ = 4
5 Did any person listed on line 1a receive or accrue compensation from any unrelated organization or individual
for services rendered to the organization? If “Yes,” complete Schedule Jforsuchperson . ... ... ... ...... 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.

()

Name and business address

B)

Description of services

©

Compensation

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

JSA
2E1055 1.000

9345PW U600

0340880

Form 990 (2022)
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RW BARNABAS HEALTH, | NC. - SUBORDI NATES 85-1296795
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
related |23 121 Q18|34 |2| organization | (W-2/1099-MISC) from the
organizations ég_ E E g :é—,g g (W-2/1099-M|SC) organization
below dotted | & & | & slaz|” and related
line) 9‘5 § % mg organizations
( 59) DOUGLAS LIVORNESE, MD. | 55. 00 |
TRUSTEE - MMVC NONE | X NONE 401, 641. 29, 529.
( 60) MARGARET M_AMES = | 55. 00 |
TRUSTEE - CNO - JCMC NONE | X 371, 328. NONE 45, 547.
( 61) ANNA MALIA BEGKWTH MD | 55. 00 |
TRUSTEE- SEC. CHI EF NEURO - CSH NONE | X 291, 842. NONE 45, 462.
( 62) KATHERINE BENTLEY, MD. | 55. 00 |
TRST-DI R OF PAI N PROGRAM - CSH NONE | X 286, 222. NONE 45, 075.
( 63) STEVEN K_LIBUTTI, MD._ | 55. 00 |
TRUSTEE - RWUH NONE | X NONE 310, 737. 3,419.
( 64) JUDY CASTELLANO COLORADO | 55. 00 |
COO CNO - MMC- SC( TERM 4/ 23/ 22) NONE X 271, 240. NONE 41, 506.
( 65 TERESITAC MEDINA | 55. 00 |
FORMER COFFI CER - SBBH NONE X 213, 078. NONE 47, 269.
( 66) RENEE JULIE CABALEIRO_MD. | 55. 00 |
TRUSTEE - NBI MC NONE | X 260, 198. NONE NONE
( 67) DENNCEV. GAFFNEY | 55. 00 |
TRUSTEE; EX-OFFICIO - MMVC NONE | X 225, 459. NONE 27, 368.
(68) PATRICKJ. HAUGHEY | NONE]
FORMER COFFI CER - CBMC NONE X 230, 250. NONE NONE
( 69) MOHAMVAD JAVED, MD. | 55. 00 |
TRUSTEE; EX-OFFICIO - JCMC NONE | X 204, 901. NONE NONE
Ib 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 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
10170 [ = 4
5 Did any person listed on line 1a receive or accrue compensation from any unrelated organization or individual
for services rendered to the organization? If “Yes,” complete Schedule Jforsuchperson . ... ... ... ...... 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)
Name and business address

B)

Description of services

©

Compensation

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

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

JSA

2E1055 1.000

9345PW U600

0340880

Form 990 (2022)
12



RW BARNABAS HEALTH, | NC. - SUBORDI NATES 85-1296795
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
related |23 121 Q18|34 |2| organization | (W-2/1099-MISC) from the
organizations ég_ E E g :é—,g g (W-2/1099-M|SC) organization
below dotted | & & | & slaz|” and related
line) 9‘5 § % mg organizations
( 70) MCHAEL A MARANQ MD. | 55. 00 |
TRUSTEE - CBMC NONE | X 157, 555. NONE 39, 218.
( 71) MATHEW CHOANKERIL, MD._ | 55. 00 |
TRUSTEE - RWUHR NONE | X 101, 858. NONE NONE
(72) DAVIDKOSTINAS | 40. 00
1ST VICE CHAIR - TRUSTEE - CSH NONE | X X NONE 72, 000. NONE
( 73) JEFFREY C_LEDERVAN, D.O | 25. 00 |
TRUSTEE; EX-OFFICIO - MMVC NONE | X NONE 36, 922. 1, 5009.
( 74) STEVENPROO MD_ | 25. 00 |
TRUSTEE - CMC NONE | X 34, 485. NONE 59.
( 75) MCHAEL ADDIS, MD._____ | 25. 00 |
TRUSTEE; EX-OFFICIO - CBMC NONE | X 30, 000. NONE 411.
( 76) SANJAY KUIMAR_MD. | 25. 00 |
TRUSTEE - MMVC NONE | X 26, 000. NONE NONE
( 77) CARLCS REMOLINA,_MD. | 10.00]
TRUSTEE- VP MED STAFF- RW UHR NONE | X 2,917. NONE NONE
(78 FRED TEMELL | 1.00]
CHAIR - TRUSTEE - CSH NONE | X X NONE NONE NONE
(79) PETERCHEN JD | 1.00]
SECRETARY - TRUSTEE - CSH NONE | X X NONE NONE NONE
(80) PETERKORN ____ | 1.00]
TREASURER - TRUSTEE - CSH NONE | X X NONE NONE NONE
Ib 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 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
10170 [ = 4
5 Did any person listed on line 1a receive or accrue compensation from any unrelated organization or individual
for services rendered to the organization? If “Yes,” complete Schedule Jforsuchperson . ... ... ... ...... 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.

()

Name and business address

B)

Description of services

©

Compensation

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

JSA
2E1055 1.000

9345PW U600

0340880

Form 990 (2022)
13



RW BARNABAS HEALTH, INC. -

SUBORDI NATES

85- 1296795

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
elated |23 | 2| Q18|38 | 8| organization | (W-2/1099-MISC) from the
organizations g' g E E g g g g (W-2/1 099-M|SC) organization
below dotted g, g_) g- 5|3 5 = and rlelat.ed
line) = g % % é organizations
T | B 3
°le g
g
8l) GHRISSYBAGA | 1.00]
TRUSTEE - CSH NONE | X NONE NONE NONE
82) JOAN CALANDRIELLO | 1.00]
TRUSTEE - CSH NONE | X NONE NONE NONE
83) SANDRADESAPIO | 1.00]
TRUSTEE - CSH NONE | X NONE NONE NONE
84) KIMHANEMAN | 1.00]
TRUSTEE - CSH NONE | X NONE NONE NONE
85) CYNTHAKIRCHNER | 1.00]
TRUSTEE - CSH NONE | X NONE NONE NONE
86) LESLIE LOGANTAYLOR | 1.00]
TRUSTEE; EX-OFFICIO - CSH NONE | X NONE NONE NONE
87) DANAN MARO | 1.00]
TRUSTEE - CSH NONE | X NONE NONE NONE
88) KRSTINRCH | 1.00]
TRUSTEE - CSH NONE | X NONE NONE NONE
89) JACKIERIDER | 1.00]
TRUSTEE - CSH NONE | X NONE NONE NONE
90) SONARTA | 1.00]
TRUSTEE - CSH NONE | X NONE NONE NONE
91) REGNALDL. ROSS | 1.00]
TRUSTEE - CSH NONE | X NONE NONE NONE
Ib 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 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
10170 [ = 4
5 Did any person listed on line 1a receive or accrue compensation from any unrelated organization or individual
for services rendered to the organization? If “Yes,” complete Schedule Jforsuchperson . ... ... ... ...... 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.
GV 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 »

JSA
2E1055 1.000

9345PW U600

0340880

Form 990 (2022)
14



RW BARNABAS HEALTH, | NC. - SUBORDI NATES 85-1296795
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
related |23 121 Q18|34 |2| organization | (W-2/1099-MISC) from the
organizations ég_ E E g :é—,g g (W-2/1099-M|SC) organization
below dotted | & & | & slaz|” and related
line) 9‘5 § % mg organizations
92) JENNIFER A SENICK, PHD. | 1.00]
TRUSTEE - CSH NONE | X NONE NONE NONE
93) ROBERT GACCIONE, ESQ | 1.00]
CHAI RVAN - TRUSTEE - CwWMC NONE | X X NONE NONE NONE
94) JOSEPHMELONE | 1.00]
VI CE CHAI RVAN - TRUSTEE - CWC NONE | X X NONE NONE NONE
(95) BRENT N RUNICK | 1.00]
SECRETARY - TRUSTEE - CWWC NONE | X X NONE NONE NONE
(96) BRANSTERLING | 1.00]
TREASURER - TRUSTEE - CWMC NONE | X X NONE NONE NONE
97) ANDREABARBIER D.O | 1.00]
TRUSTEE - CWC NONE | X NONE NONE NONE
98) WLFREDO CARABALLO | 1.00]
TRUSTEE - CWC NONE | X NONE NONE NONE
99) DANIEL J. GELTRUDE, CPA_ | 1.00]
TRUSTEE - CWC NONE | X NONE NONE NONE
(100) ROBERT GANGERUSO | 1.00]
TRUSTEE - CWC NONE | X NONE NONE NONE
(101) NICHOAS MNDA | 1.00]
TRUSTEE - CWC NONE | X NONE NONE NONE
(102) MEI-MEI TUAN | 1.00]
TRUSTEE - CWC NONE | X NONE NONE NONE
Ib 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 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
10170 [ = 4
5 Did any person listed on line 1a receive or accrue compensation from any unrelated organization or individual
for services rendered to the organization? If “Yes,” complete Schedule Jforsuchperson . ... ... ... ...... 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)
Name and business address

B)

Description of services

©
Compensation

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

JSA
2E1055 1.000

9345PW U600

Form 990 (2022)

0340880 15



RW BARNABAS HEALTH, | NC. - SUBORDI NATES 85-1296795
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
related |23 121 Q18|34 |2| organization | (W-2/1099-MISC) from the
organizations gg E E g :é—,g g (W-2/1099-M|SC) organization
below dotted | & & | & slaz|” and related
line) 9‘5 § % mg organizations
(103) GEORGE W WLLIAMS | 1.00]
TRUSTEE - CWC NONE | X NONE NONE NONE
(104) GARY V. LOTANO | 1.00]
CHAI RMAN - TRUSTEE - CMC NONE | X X NONE NONE NONE
(105) PETER J. VAN DYKE, ESQ | 1.00]
V. CHAI R-CMC CHAI R/ TRST- SBBH NONE | X X NONE NONE NONE
(106) KIMBERLY VEITH | 1.00]
SECRETARY - TRUSTEE - CMC NONE | X X NONE NONE NONE
(107) MCHAEL BELCHER | 1.00]
TRUSTEE - CMC NONE | X NONE NONE NONE
(108) JERRY P. BOSSEAU | 1.00]
TRUSTEE - CMC NONE | X NONE NONE NONE
(109) JARRD C_GRASSO | 1.00]
TRUSTEE - CMC NONE | X NONE NONE NONE
(110) JEREMY RINNN | 1.00]
TRUSTEE - CMC NONE | X NONE NONE NONE
(111) DONALD JUMP, CPA | 1.00]
TRUSTEE - CMC NONE | X NONE NONE NONE
(112) EUGENTA LAWSON | 1.00]
TRUSTEE - CMC NONE | X NONE NONE NONE
(113) JOSEPH J. LEBEL, 111 | 1.00]
TRUSTEE - CMC NONE | X NONE NONE NONE
Ib 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 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
10170 [ = 4
5 Did any person listed on line 1a receive or accrue compensation from any unrelated organization or individual
for services rendered to the organization? If “Yes,” complete Schedule J for such person 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.

()

Name and business address

B)

Description of services

©

Compensation

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

JSA
2E1055 1.000

9345PW U600

0340880

Form 990 (2022)
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RW BARNABAS HEALTH, | NC. - SUBCRDI NATES 85- 1296795

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
related |23 121 Q18|34 |2| organization | (W-2/1099-MISC) from the
organizations ég_ E E g :é—,g g (W-2/1099-M|SC) organization
below dotted | & & | & slaz|” and related
line) 9‘5 § % mg organizations
(114) ANGELO MARKATCS, DO | 1.00]
TRUSTEE - CMC NONE | X NONE NONE NONE
(115) BARBARAMLES | 1.00]
TRUSTEE - CMC NONE | X NONE NONE NONE
(116) MARK MONTENERO | 1.00]
TRUSTEE - CMC NONE | X NONE NONE NONE
(117) JUDITH SCHMDT, RN | 1.00]
TRUSTEE - CMC NONE | X NONE NONE NONE
(118) VINAY SIKAND,_ MD._ | 1.00]
TRUSTEE - CMC NONE | X NONE NONE NONE
(119) RICHARD STANZIONE, ESQ | 1.00]
TRUSTEE - CMC NONE | X NONE NONE NONE
(120) THEODORE GOODING | 1.00]
TREAS. - TRUSTEE - CMC( TERMED) NONE | X X NONE NONE NONE
(121) THOMAS HORGAN | 1.00]
TRUSTEE - CMC(TERMED 03/11/22) NONE | X NONE NONE NONE
(122) BRUCE SCHONBRAUN | 1.00]
CHAI RVMAN - TRUSTEE - CBMC NONE | X X NONE NONE NONE
(123) JOSEPHBIER | 1.00]
TRUSTEE - CBMC NONE | X NONE NONE NONE
(124) THOWAS CHEN | 1.00]
TRUSTEE - CBMC NONE | X NONE NONE NONE
Ib 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 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
10170 [ = 4
5 Did any person listed on line 1a receive or accrue compensation from any unrelated organization or individual
for services rendered to the organization? If “Yes,” complete Schedule Jforsuchperson . ... ... ... ...... 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.

() 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 »

JSA
2E1055 1.000

9345PW U600 0340880

Form 990 (2022)
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RW BARNABAS HEALTH, INC. -

SUBORDI NATES

85- 1296795

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
related |23 121 Q18|34 |2| organization | (W-2/1099-MISC) from the
organizations gg E E g :é—,g g (W-2/1099-M|SC) organization
below dotted | & & | & slaz|” and related
line) 9‘5 § % mg organizations
(125) CELIACOBERT | 1.00]
TRUSTEE - CBMC NONE | X NONE NONE NONE
(126) ALAN GARTEN, MD | 1.00]
TRUSTEE; EX-OFFICIO - CBMC NONE | X NONE NONE NONE
(127) GREGG GOTTSEGEN | 1.00]
TRUSTEE - CBMC NONE | X NONE NONE NONE
(128) JEFFREY KIGNER | 1.00]
TRUSTEE - CBMC NONE | X NONE NONE NONE
(129) ANDREWKOGAN | 1.00]
TRUSTEE - CBMC NONE | X NONE NONE NONE
(130) ROBERT D MARQUS | 1.00]
TRUSTEE - CBMC NONE | X NONE NONE NONE
(131) JOSEPH MARIELLO | 1.00]
TRUSTEE - CBMC NONE | X NONE NONE NONE
(132) ANDREA MELCHIORRE | 1.00]
TRUSTEE - CBMC NONE | X NONE NONE NONE
(133) RAHUL PAWR _MD. | 1.00]
TRUSTEE - CBMC NONE | X NONE NONE NONE
(134) EVANRATNER | 1.00]
TRUSTEE - CBMC NONE | X NONE NONE NONE
(135) MCHAEL REKOON | 1.00]
TRUSTEE - CBMC NONE | X NONE NONE NONE
Ib 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 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
10170 [ = 4
5 Did any person listed on line 1a receive or accrue compensation from any unrelated organization or individual
for services rendered to the organization? If “Yes,” complete Schedule Jforsuchperson . ... ... ... ...... 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.

Name and

(A)
business address

B)

Description of services

©

Compensation

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

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

JSA
2E1055 1.000

9345PW U600

0340880

Form 990 (2022)
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RW BARNABAS HEALTH, INC. -

SUBORDI NATES

85- 1296795

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
related |23 121 Q18|34 |2| organization | (W-2/1099-MISC) from the
organizations gg E E g :é—,g g (W-2/1099-M|SC) organization
below dotted | & & | & slaz|” and related
line) 9‘5 § % mg organizations
(136¢) RRCHIARDRITHOLZ | 1.00]
TRUSTEE - CBMC NONE | X NONE NONE NONE
(137) RYAN SCHINVAN | 1.00]
TRUSTEE - CBMC NONE | X NONE NONE NONE
(138) DAVIDSIDMAN | 1.00]
TRUSTEE - CBMC NONE | X NONE NONE NONE
(139) COR WLF | 1.00]
TRUSTEE - CBMC NONE | X NONE NONE NONE
(140) TOWWLK | 1.00]
TRUSTEE - CBMC NONE | X NONE NONE NONE
(141) KATHRYN ZlzzA | 1.00]
TRUSTEE - CBMC NONE | X NONE NONE NONE
(142) CARLOS LEJNIEKS | 1.00]
CHAIR - TRUSTEE - JCMC NONE | X X NONE NONE NONE
(143) MAUREEN A SKEA | 1.00]
VICE CHAIR - TRUSTEE - JCMC NONE | X X NONE NONE NONE
(144) JEREMY FARRELL | 1.00]
SECRETARY - TRUSTEE - JCMC NONE | X X NONE NONE NONE
(145) KETAINVYAS | 1.00]
TREASURER - TRUSTEE NONE | X X NONE NONE NONE
(146) ANSARBATOOL | 1.00]
TRUSTEE - JCMC NONE | X NONE NONE NONE
Ib 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 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
10170 [ = 4
5 Did any person listed on line 1a receive or accrue compensation from any unrelated organization or individual
for services rendered to the organization? If “Yes,” complete Schedule Jforsuchperson . ... ... ... ...... 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.

Na

(A)
me and business address

B)

Description of services

©
Compensation

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

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

JSA
2E1055 1.000

9345PW U600

0340880

Form 990 (2022)
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RW BARNABAS HEALTH,

INC. -

SUBORDI NATES

85- 1296795

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
related |23 121 Q18|34 |2| organization | (W-2/1099-MISC) from the
organizations ég_ E E g :é—,g g (W-2/1099-M|SC) organization
below dotted | & & | & slaz|” and related
line) 9‘5 § % mg organizations
(147) CATHERINE M_CARNEVALE | 1.00]
TRUSTEE - JCMC NONE | X NONE NONE NONE
(148) ABEGAIL DOUGLAS-JOANSON | 1.00]
TRUSTEE - JCMC NONE | X NONE NONE NONE
(149) THOVAS M_GALLAGHER | 1.00]
TRUSTEE - JCMC NONE | X NONE NONE NONE
(150) MARVIN GAZERWAN | 1.00]
TRUSTEE - JCMC NONE | X NONE NONE NONE
(151) ROBERT E. MARGULIES, ESQ | 1.00]
TRUSTEE - JCMC NONE | X NONE NONE NONE
(152) EDGAR MARTINEZ | 1.00]
TRUSTEE - JCMC NONE | X NONE NONE NONE
(153) W NEVINS MCCANN, ESQ | 1.00]
TRUSTEE - JCMC NONE | X NONE NONE NONE
(154) JOAN MNELLA | 1.00]
TRUSTEE - JCMC NONE | X NONE NONE NONE
(155) RICHARD ONEILL | 1.00]
TRUSTEE - JCMC NONE | X NONE NONE NONE
(156) JOSEPH A PANEPINTQ JR | 1.00]
TRUSTEE - JCMC NONE | X NONE NONE NONE
(157) VERONICA PARK | 1.00]
TRUSTEE - JCMC NONE | X NONE NONE NONE
Ib 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 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
10170 [ = 4
5 Did any person listed on line 1a receive or accrue compensation from any unrelated organization or individual
for services rendered to the organization? If “Yes,” complete Schedule Jforsuchperson . ... ... ... ...... 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.

()

Name and business address

B)

Description of services

©
Compensation

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

JSA
2E1055 1.000

9345PW U600

0340880

Form 990 (2022)
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RW BARNABAS HEALTH, | NC. - SUBORDI NATES 85-1296795
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
related |23 121 Q18|34 |2| organization | (W-2/1099-MISC) from the
organizations ég_ E E g :é—,g g (W-2/1099-M|SC) organization
below dotted | & & | & slaz|” and related
line) 9‘5 § % mg organizations
(158) SEENA A STEIN | 1.00]
TRUSTEE - JCMC NONE | X NONE NONE NONE
(159) MARY ANNE NAGY | 1.00]
CHAIR - TRUSTEE - MMC NONE | X X NONE NONE NONE
(160) VICTOR FERLISE,_ ESQ | 1.00]
VI CE CHAIR - TRUSTEE - MMC NONE | X X NONE NONE NONE
(161) ANN UNTERBERG | 1.00]
VI CE CHAIR - TRUSTEE - MMC NONE | X X NONE NONE NONE
(162) ANTHONY P.  TERRACCIANO | 1.00]
TREASURER - TRUSTEE - MMC NONE | X X NONE NONE NONE
(163) ANNE MARIE BRAMNICK, ESQ | 1.00]
TRUSTEE - MMVC NONE | X NONE NONE NONE
(164) RICHARDCRONE | 1.00]
TRUSTEE - MMVC NONE | X NONE NONE NONE
(165) JENNIFER EDMONDS, PHD. | 1.00]
TRUSTEE - MMVC NONE | X NONE NONE NONE
(166) ANNE EVANS-ESTABROOK | 1.00]
TRUSTEE - MMVC NONE | X NONE NONE NONE
(167) ALYCE FRANKLIN | 1.00]
TRUSTEE - MMVC NONE | X NONE NONE NONE
(168) CATHERINE D. FRANZONI. | 1.00]
TRUSTEE - MMVC NONE | X NONE NONE NONE
Ib 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 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
10170 [ = 4
5 Did any person listed on line 1a receive or accrue compensation from any unrelated organization or individual
for services rendered to the organization? If “Yes,” complete Schedule J for such person 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.

()

Name and business address

B)

Description of services

©

Compensation

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

JSA
2E1055 1.000

9345PW U600

0340880

Form 990 (2022)
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RW BARNABAS HEALTH,

I NC. - SUBORDI NATES

85- 1296795

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
related |23 121 Q18|34 |2| organization | (W-2/1099-MISC) from the
organizations gg E E g :é—,g g (W-2/1099-M|SC) organization
below dotted | & & | & slaz|” and related
line) 9‘5 § % mg organizations
(169) MONLQUE GRIFFITH_PSY.D. | 1.00]
TRUSTEE - MMVC NONE | X NONE NONE NONE
(170) DERRICK T. &RIGS | 1.00]
TRUSTEE - MMVC NONE | X NONE NONE NONE
(171) JOAN W HEAVEY | 1.00]
TRUSTEE - MMVC NONE | X NONE NONE NONE
(172) ROBERT P. HERRVMANN | 1.00]
TRUSTEE - MMVC NONE | X NONE NONE NONE
(173) CLAIREM_KNOPF | 1.00]
TRUSTEE; EX-OFFICIO - MMVC NONE | X NONE NONE NONE
(174) H_ WODY KNOPE | 1.00]
TRUSTEE - MMVC NONE | X NONE NONE NONE
(175) MCHAEL KOKES | 1.00]
TRUSTEE - MMVC NONE | X NONE NONE NONE
(176) RABBI AARON KOTLER | 1.00]
TRUSTEE - MMVC NONE | X NONE NONE NONE
(177) HONORABLE LAWRENCE LAWSON | 1.00 |
TRUSTEE - MMVC NONE | X NONE NONE NONE
(178) ZACHARY LEWS | 1.00]
TRUSTEE - MMVC NONE | X NONE NONE NONE
(179) YESENIAMADAS | 1.00]
TRUSTEE - MMVC NONE | X NONE NONE NONE
Ib 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 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
10170 [ = 4
5 Did any person listed on line 1a receive or accrue compensation from any unrelated organization or individual
for services rendered to the organization? If “Yes,” complete Schedule Jforsuchperson . ... ... ... ...... 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.

()

Name and business address

B)

Description of services

©

Compensation

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

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

JSA
2E1055 1.000

9345PW U600

0340880

Form 990 (2022)
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RW BARNABAS HEALTH,

INC. -

SUBORDI NATES

85- 1296795

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
related |23 121 Q18|34 |2| organization | (W-2/1099-MISC) from the
organizations gg E E g :é—,g g (W-2/1099-M|SC) organization
below dotted | & & | & slaz|” and related
line) g g § % ® g organizations
(180) JAMES R_MAIDA | 1.00]
TRUSTEE - MMVC NONE | X NONE NONE NONE
(181) LAUREN MARRUS | 1.00]
TRUSTEE - MMVC NONE | X NONE NONE NONE
(182) VALERIE MONTECALVO | 1.00]
TRUSTEE - MMVC NONE | X NONE NONE NONE
(183) JONPAK | 1.00]
TRUSTEE - MMVC NONE | X NONE NONE NONE
(184) HONORABLE JAME PERRI | 1.00]
TRUSTEE - MMVC NONE | X NONE NONE NONE
(185) ADAMPFEFFER_ESQ | 1.00]
TRUSTEE - MMVC NONE | X NONE NONE NONE
(186) RONALDJ. RCAOQ _ESQ | 1.00]
TRUSTEE - MMVC NONE | X NONE NONE NONE
(187) LOUS A RODRIGUEZ P.E | 1.00]
TRUSTEE - MMVC NONE | X NONE NONE NONE
(188) ANDREWSAFRAN | 1.00]
TRUSTEE - MMVC NONE | X NONE NONE NONE
(189) MARY ANNE SCHAFER | 1.00]
TRUSTEE - MMVC NONE | X NONE NONE NONE
(190) DARSIT SHAH _MD. | 1.00]
TRUSTEE - MMVC NONE | X NONE NONE NONE
Ib 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 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
10170 [ = 4
5 Did any person listed on line 1a receive or accrue compensation from any unrelated organization or individual
for services rendered to the organization? If “Yes,” complete Schedule Jforsuchperson . ... ... ... ...... 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.

Name and business address

B)

Description of services

©

Compensation

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

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

JSA
2E1055 1.000

9345PW U600

0340880

Form 990 (2022)
23



RW BARNABAS HEALTH, | NC. - SUBCRDI NATES 85- 1296795

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
related |23 121 Q18|34 |2| organization | (W-2/1099-MISC) from the
organizations ég_ E E g :é—,g g (W-2/1099-M|SC) organization
below dotted | & & | & slaz|” and related
line) 9‘5 § % mg organizations
(191) ROBERT SICKEL | 1.00]
TRUSTEE - MVC/ SBBH NONE | X NONE NONE NONE
(192) MARTA SILVERBERG | 1.00]
TRUSTEE - MMVC NONE | X NONE NONE NONE
(193) FRANK CIESLA, _ESQ | 1.00]
SEC - TRUSTEE- MMC ( TERM 4/ 1/ 22) NONE | X X NONE NONE NONE
(194) SEAN GERTNER | 1.00]
TRUSTEE - MMC(TERMED 11/21/22) NONE | X NONE NONE NONE
(195) JOSEPH F. LAGROTTERIA,_ESQ__ | 1.00]
TRUSTEE - MMC (TERMED 5/1/22) NONE | X NONE NONE NONE
(196) GEORGE LAUFENBERG | 1.00]
TRUSTEE - MMC (TERMED 5/1/22) NONE | X NONE NONE NONE
(197) PATRRGASENSI | 1.00]
TRUSTEE - MMC (TERMED 5/ 1/22) NONE | X NONE NONE NONE
(198) FRANCIS J. GANTOMASI | 1.00]
CHAI R - TRUSTEE - NBI MC NONE | X X NONE NONE NONE
(199) VAUGINCROE | 1.00]
VI CE CHAIR - TRUSTEE - NBI MC NONE | X X NONE NONE NONE
(200) PATRICKE _HOBBS | 1.00]
TREASURER - TRUSTEE - NBI MC NONE | X X NONE NONE NONE
(201) MARCE BERSON | 1.00]
TRUSTEE - NBI MC NONE | X NONE NONE NONE
Ib 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 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
10170 [ = 4
5 Did any person listed on line 1a receive or accrue compensation from any unrelated organization or individual
for services rendered to the organization? If “Yes,” complete Schedule Jforsuchperson . ... ... ... ...... 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.

() 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 »

JSA
2E1055 1.000

9345PW U600 0340880

Form 990 (2022)

24



RW BARNABAS HEALTH, | NC. - SUBORDI NATES 85-1296795
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
related |23 121 Q18|34 |2| organization | (W-2/1099-MISC) from the
organizations gg E E g :é—,g g (W-2/1099-M|SC) organization
below dotted | & & | & slaz|” and related
line) 9‘5 § % mg organizations
(202) JGEL . BLOOM | 1.00]
TRUSTEE - NBI MC NONE | X NONE NONE NONE
(203) NANCY CANTOR, PHD. | 1.00]
TRUSTEE - NBI MC NONE | X NONE NONE NONE
(204) DENSECOX | 1.00]
TRUSTEE - NBI MC NONE | X NONE NONE NONE
(205) PHLIPA GLMRE | 1.00]
TRUSTEE - NBI MC NONE | X NONE NONE NONE
(206) LAWRENCE P. GOLDMAN | 1.00]
TRUSTEE - NBI MC NONE | X NONE NONE NONE
(207) ALAN HELFMAN, MD._ | 1.00]
TRUSTEE; EX-OFFI CI O - NBI MC NONE | X NONE NONE NONE
(208) PAUL V. PROFETA | 1.00]
TRUSTEE - NBI MC NONE | X NONE NONE NONE
(209) NORMAN SAMELS, PHD.. | 1.00]
TRUSTEE - NBI MC NONE | X NONE NONE NONE
(210) JOSEPH S TAYLOR | 1.00]
TRUSTEE - NBI MC NONE | X NONE NONE NONE
(211) RICKTHGEN | 1.00]
TRUSTEE - NBI MC NONE | X NONE NONE NONE
(212) FLEETAJ. BARNES | 1.00]
TRUSTEE - NBI MC( TERMED 9/ 1/ 22) NONE | X NONE NONE NONE
Ib 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 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
10170 [ = 4
5 Did any person listed on line 1a receive or accrue compensation from any unrelated organization or individual
for services rendered to the organization? If “Yes,” complete Schedule J for such person 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.

()

Name and business address

B)

Description of services

©

Compensation

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

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

JSA
2E1055 1.000

9345PW U600

0340880

Form 990 (2022)
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RW BARNABAS HEALTH, | NC. - SUBORDI NATES 85-1296795
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
related |23 121 Q18|34 |2| organization | (W-2/1099-MISC) from the
organizations ég_ E E g :é—,g g (W-2/1099-M|SC) organization
below dotted | & & | & slaz|” and related
line) 9‘5 § % mg organizations
(213) ERICBRUNDAGE | 1.00]
TRUSTEE - NBI MC( TERMED 9/ 1/ 22) NONE | X NONE NONE NONE
(214) REV. WLLIAMCHRISTIAN | 1.00]
TRUSTEE - NBI MC( TERMED 9/ 1/ 22) NONE | X NONE NONE NONE
(215) WAYNE K _NASH | 1.00]
TRUSTEE - NBI MC( TERMED 9/ 1/ 22) NONE | X NONE NONE NONE
(216) JACKMRRIS | 1.00]
CHAIR - TRUSTEE - RWUH NONE | X X NONE NONE NONE
(217) PAUL V. STAHLIN | 1.00]
VICE CHAIR - TRUSTEE - RWUH NONE | X X NONE NONE NONE
(218) DEFOREST B. SOARIES, JR | 1.00]
SECRETARY - TRUSTEE - RWUH NONE | X X NONE NONE NONE
(219) JOAN A HOPFFMAN | 1.00]
TREASURER - TRUSTEE - RWUH NONE | X X NONE NONE NONE
(220) ROBERT L. BARCH, MD, PHD.__ | 1.00]
TRUSTEE; EX-OFFICIO - RWUH NONE | X NONE NONE NONE
(221) RONNIE Z. BOCHNER, MD. | 1.00]
TRUSTEE; EX-OFFICIO - RWUH NONE | X NONE NONE NONE
(222) ARTHUR JAMES CIFELLI | 1.00]
TRUSTEE - RWUH NONE | X NONE NONE NONE
(223) DINA KARMAZIN ELKINS | 1.00]
TRUSTEE - RWUH NONE | X NONE NONE NONE
Ib 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 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
10170 [ = 4
5 Did any person listed on line 1a receive or accrue compensation from any unrelated organization or individual
for services rendered to the organization? If “Yes,” complete Schedule J for such person 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.

()

Name and business address

B)

Description of services

©

Compensation

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

JSA
2E1055 1.000

9345PW U600

0340880

Form 990 (2022)
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RW BARNABAS HEALTH, | NC. - SUBORDI NATES 85- 1296795
Form 990 (2022) Page 8
WYl  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
related |23 121 Q18|34 |2| organization | (W-2/1099-MISC) from the
organizations é' g E E g :é—, g g (W-2/1 099-M|SC) organization
below dotted g, g_) g- 5|3 5 - and rlelat.ed
line) = 5 % % é organizations
(224). PAUL D._ HUBERT | 1.00
TRUSTEE - RWUWH NONE | X NONE NONE NONE
(225)_ LINDA MARVORA | _1.00
TRUSTEE - RWUWH NONE | X NONE NONE NONE
(226) AW MURTHA, _MD._ | _1.00
TRUSTEE;, EX-OFFICIO - RWUH NONE | X NONE NONE NONE
(227) CATHERINE OEN | 1.00
TRUSTEE - RWUWH NONE | X NONE NONE NONE
(228) LESTERJ. OWENS | _1.00
TRUSTEE - RWUWH NONE | X NONE NONE NONE
(229)  CHRISTOPHER J. PALADINO__ | 1.00
TRUSTEE - RWUWH NONE | X NONE NONE NONE
(230) JOONA_PAPA | _1.00
TRUSTEE - RWUWH NONE | X NONE NONE NONE
(231)__SUSAN C._ REINHARD, PHD._____ | _1.00
TRUSTEE - RWWH NONE | X NONE NONE NONE
(232) BRIAN L.  STROM_MD,_ PHD.____ | _1.00
TRUSTEE - RWWH NONE | X NONE NONE NONE
(233) ROBERT T._Z1TO | _1.00
TRUSTEE - RWWH NONE | X NONE NONE NONE
(234)_ ROBERT L. JOHNSON, MD.______ | 1.00
TRUSTEE - RWUH( TERMED 8/ 1/ 22) NONE | X NONE NONE NONE
Ib 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 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 i vt e e s 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

10170 [ = 4
5 Did any person listed on line 1a receive or accrue compensation from any unrelated organization or individual
for services rendered to the organization? If “Yes,” complete Schedule Jforsuchperson . ... ... ... ...... 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.

() 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 »

JsA
2E1055 1.000 Form 990 (2022)

9345PW U600 0340880 27




RW BARNABAS HEALTH, | NC. - SUBORDI NATES 85-1296795
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
related |23 121 Q18|34 |2| organization | (W-2/1099-MISC) from the
organizations ég_ E E g :é—,g g (W-2/1099-M|SC) organization
below dotted | & & | & slaz|” and related
line) 9‘5 § % mg organizations
(235) NINAMELKER | 1.00]
CHAIR - TRUSTEE - RWUHH NONE | X X NONE NONE NONE
(236) MCHAEL PRATICO,_JR | 1.00]
VI CE CHAIR - TRUSTEE - RWUHH NONE | X X NONE NONE NONE
(237) VIJAY AMALIA | 1.00]
TRUSTEE - RWUHH NONE | X NONE NONE NONE
(238) GREGRYBLAIR | 1.00]
TRUSTEE - RWUHH NONE | X NONE NONE NONE
(239) WESLEY BRIDGES, ESQ | 1.00]
TRUSTEE - RWUHH NONE | X NONE NONE NONE
(240) J. LYNNE CANNON | 1.00]
TRUSTEE - RWUHH NONE | X NONE NONE NONE
(241) HARADFINK | 1.00]
TRUSTEE - RWUHH NONE | X NONE NONE NONE
(242) RICHARD GREGG_MD. | 1.00]
TRUSTEE - RWUHH NONE | X NONE NONE NONE
(243) PETERINVERSO | 1.00]
TRUSTEE - RWUHH NONE | X NONE NONE NONE
(244) SHARON LAMONT | 1.00]
TRUSTEE - RWUHH NONE | X NONE NONE NONE
(245) MARLENE LAOCQLLINS | 1.00]
TRUSTEE - RWUHH NONE | X NONE NONE NONE
Ib 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 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
10170 [ = 4
5 Did any person listed on line 1a receive or accrue compensation from any unrelated organization or individual
for services rendered to the organization? If “Yes,” complete Schedule J for such person 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.

()

Name and business address

B)

Description of services

©

Compensation

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

JSA
2E1055 1.000

9345PW U600

0340880

Form 990 (2022)
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RW BARNABAS HEALTH, | NC. - SUBORDI NATES 85-1296795
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
related |23 121 Q18|34 |2| organization | (W-2/1099-MISC) from the
organizations ég_ E E g :é—,g g (W-2/1099-M|SC) organization
below dotted | & & | & slaz|” and related
line) 9‘5 § % mg organizations
(246) RYAN A MARRONE | 1.00]
TRUSTEE - RWUHH NONE | X NONE NONE NONE
(247) TERRY K_MCEWEN | 1.00]
TRUSTEE - RWUHH NONE | X NONE NONE NONE
(248) SHERISED RITTER | 1.00]
TRUSTEE - RWUHH NONE | X NONE NONE NONE
(249) LISARE | 1.00]
TRUSTEE - RWUHH NONE | X NONE NONE NONE
(250) WLLIAMM RUE | 1.00]
TRUSTEE - RWUHH NONE | X NONE NONE NONE
(251) YOANDA STINGER | 1.00]
TRUSTEE - RWUHH NONE | X NONE NONE NONE
(252) CYNTHIA E. VONA,_DDS, MD._ | 1.00]
TRUSTEE - RWUHH NONE | X NONE NONE NONE
(253) WLLIAMJ. WALSH JR___ | 1.00]
TRUSTEE - RWUHH NONE | X NONE NONE NONE
(254) EDWARD WNGFIELD, MD.. | 1.00]
TRUSTEE - RWUHH NONE | X NONE NONE NONE
(255) MCHAEL O THIEN | 1.00]
CHAIR - TRUSTEE - RWUHR NONE | X X NONE NONE NONE
(256) MCHAEL CHEN,. MD._ | 1.00]
VI CE CHAIR - TRUSTEE - RWUHR NONE | X X NONE NONE NONE
Ib 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 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
10170 [ = 4
5 Did any person listed on line 1a receive or accrue compensation from any unrelated organization or individual
for services rendered to the organization? If “Yes,” complete Schedule J for such person 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.

()

Name and business address

B)

Description of services

©

Compensation

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

JSA
2E1055 1.000

9345PW U600

0340880

Form 990 (2022)
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RW BARNABAS HEALTH, | NC. - SUBORDI NATES 85- 1296795
Form 990 (2022) Page 8
WYl  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
related |23 121 Q18|34 |2| organization | (W-2/1099-MISC) from the
organizations é' g E E g :é—, g g (W-2/1 099-M|SC) organization
below dotted g, g_) g- 5|3 5 - and rlelat.ed
line) = 5 % % é organizations
(257) BARBARA MARTIN | 1.00
SECRETARY - TRUSTEE - RWUHR NONE | X X NONE NONE NONE
(258) DANIEL B._LEPRI__ | _1.00
TREASURER - TRUSTEE - RWUHR NONE | X X NONE NONE NONE
(259)  KRYSTAL CANADY | _1.00
TRUSTEE - RWUHR NONE | X NONE NONE NONE
(260)__ ANU CHAUDHRY, MD._ | 1.00
TRUSTEE; EX-OFFICI O - RWUHR NONE | X NONE NONE NONE
(261)  SALVATORE A CUADRA, MD.____ | _1.00
TRUSTEE - RWUHR NONE | X NONE NONE NONE
(262) _ NICHOLAS F._ DELMONACO | 1.00
TRUSTEE - RWUHR NONE | X NONE NONE NONE
(263) G ALLEN GEYER | _1.00
TRUSTEE - RWUHR NONE | X NONE NONE NONE
(264) JOSEPHD._GBILSCO | _1.00
TRUSTEE - RWUHR NONE | X NONE NONE NONE
(265) ROGERC _GORE | _1.00
TRUSTEE - RWUHR NONE | X NONE NONE NONE
(266) JOON KLINE, MD._ | _1.00
TRUSTEE - RWUHR NONE | X NONE NONE NONE
(267)_ RONALD C._ KOMLCZYK | 1.00
TRUSTEE - RWUHR NONE | X NONE NONE NONE
Ib 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 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 i vt e e s 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

10170 [ = 4
5 Did any person listed on line 1a receive or accrue compensation from any unrelated organization or individual
for services rendered to the organization? If “Yes,” complete Schedule Jforsuchperson . ... ... ... ...... 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.

() 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 »

JsA
2E1055 1.000 Form 990 (2022)

9345PW U600 0340880 30




RW BARNABAS HEALTH, | NC. - SUBCRDI NATES 85- 1296795

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
related |23 121 Q18|34 |2| organization | (W-2/1099-MISC) from the
organizations ég_ E E g :é—,g g (W-2/1099-M|SC) organization
below dotted | & & | & slaz|” and related
line) 9‘5 § % mg organizations
(268) BRIANP LEDDY | 1.00]
TRUSTEE - RWUHR NONE | X NONE NONE NONE
(269) LAWRENCE J. NALDI | 1.00]
TRUSTEE - RWUHR NONE | X NONE NONE NONE
(270) MCHAEL NDO | 1.00]
TRUSTEE - RWUHR NONE | X NONE NONE NONE
(271) DONNA I. PENNELLA | 1.00]
TRUSTEE - RWUHR NONE | X NONE NONE NONE
(272) STEPHEN A TIMONIL | 1.00]
TRUSTEE - RWUHR NONE | X NONE NONE NONE
(273) TERESAWALSH, _MSN | 1.00]
VI CE CHAIR - TRUSTEE - SBBH NONE | X X NONE NONE NONE
(274) ELAINE DASTI, P.E_ | 1.00]
TRUSTEE - SBBH NONE | X NONE NONE NONE
(275) MCHAEL R_STANZIONE, ESQ | 1.00]
TRUSTEE - SBBH NONE | X NONE NONE NONE
(276) VICTRM RCHEL | 1.00]
CHAIR - TRUSTEE - TRMC NONE | X X NONE NONE NONE
(277) MAUREEN SHAUGHNESSY, SC_ | 1.00]
VICE CHAIR - TRUSTEE - TRMC NONE | X X NONE NONE NONE
(278) MARGARET MCMENAM N, ED.D. | 1.00]
SECRETARY - TRUSTEE - TRMC NONE | X X NONE NONE NONE
Ib 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 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
10170 [ = 4
5 Did any person listed on line 1a receive or accrue compensation from any unrelated organization or individual
for services rendered to the organization? If “Yes,” complete Schedule Jforsuchperson . ... ... ... ...... 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.

() 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 »

JSA
2E1055 1.000

9345PW U600 0340880

Form 990 (2022)
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RW BARNABAS HEALTH, | NC. - SUBORDI NATES 85-1296795
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
related |23 121 Q18|34 |2| organization | (W-2/1099-MISC) from the
organizations ég_ E E g :é—,g g (W-2/1099-M|SC) organization
below dotted | & & | & slaz|” and related
line) 9‘5 § % mg organizations
(279) THOWAS S. KACHELRIESS | 1.00]
TREASURER - TRUSTEE - TRMC NONE | X X NONE NONE NONE
(280) _SISTER JACQUELYN BALASIA | 1.00]
TRUSTEE - TRMC NONE | X NONE NONE NONE
(281) EILEEN CLIFFORD, MD._ | 1.00]
TRUSTEE - TRMC NONE | X NONE NONE NONE
(282) KARMKHMANI, MD.__ | 1.00]
TRUSTEE - TRMC NONE | X NONE NONE NONE
(283) ALFONSOJ. LOPEZ | 1.00]
TRUSTEE - TRMC NONE | X NONE NONE NONE
(284) RICHARD P. MACKESSY, MD____ | 1.00]
TRUSTEE - TRMC NONE | X NONE NONE NONE
(285 JANMARGQLIS | 1.00]
TRUSTEE - TRMC NONE | X NONE NONE NONE
(286) RONALD PALLANT, MD. | 1.00]
TRUSTEE - TRMC NONE | X NONE NONE NONE
(287) PAUL PATTEN | 1.00]
TRUSTEE - TRMC NONE | X NONE NONE NONE
(288) TONY PELOGSI | 1.00]
TRUSTEE - TRMC NONE | X NONE NONE NONE
(289) ADAMROEN,_MD. | 1.00]
TRUSTEE; EX-OFFICIO - TRMC NONE | X NONE NONE NONE
Ib 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 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
10170 [ = 4
5 Did any person listed on line 1a receive or accrue compensation from any unrelated organization or individual
for services rendered to the organization? If “Yes,” complete Schedule J for such person . . 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.

()

Name and business address

B)

Description of services

©

Compensation

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

JSA
2E1055 1.000

9345PW U600

0340880

Form 990 (2022)
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RW BARNABAS HEALTH, | NC. - SUBORDI NATES 85-1296795
Form 990 (2022) Page 8
WYl  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 offi_cer a_nd a director/trustee) the organizations compensation
related |3 | 21218 (3&|3| organization | (W-2/1099-MISC) from the
organizations % g g g- o) % g g (W-2/1 099-M|SC) organization
below dotted | & 15|23 % = and related
line) g = |3 2 ® g organizations
c — @
@ | g °l B
8|2 2
8 B
g
(290) RODERICK SPEARMAN | 1.00]
TRUSTEE - TRMC NONE | X NONE NONE NONE
Ib 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 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
INAIVIAUAL . . . . 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 1a receive or accrue compensation from any unrelated organization or individual
for services rendered to the organization? If “Yes,” complete Schedule Jforsuchperson . ... ... ... ...... 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) (©)
SEE SCHEDULE O 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 »

204

JSA
2E1055 1.000

9345PW U600

0340880

Form 990 (2022)
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Form 990 (2022) RW BARNABAS HEALTH, | NC. - SUBORDI NATES 85-1296795 Page 9
UMl Statement of Revenue
Check if Schedule O contains aresponse or note to anylineinthisPartVIIl . . . . . . ... ... . oo oo |:|
(GY) (B) © (D)
Total revenue Related or exempt Unrelated Revenue excluded
function revenue business revenue from tax under
sections 512-514
gg la Federated campaigns . - . . . . . . la
83| b Membershipdues. . . . .. .... 1b
QE ¢ Fundraisingevents . . . ... ... ic 762, 247.
;2 5| d Related organizations . . . . . . .. 1d
QE e Government grants (contributions) . . | le 140, 683, 723.
g'(ﬁ f Al other contributions, gifts, grants,
'gE and similar amounts not included above . | 1f 8, 331, 027.
§5 g Noncash contributions included in
= Nes1a-1f & v v v v ew e e 1g 144, 762.
O®| h Total.Addlinesta1f. . v v v v v v v v v v v .. 149, 776, 997.
Business Code
8 2a NET PATIENT SERVI CE REVENUE 541900 6, 087, 931, 934. 6, 087, 931, 934.
é ) p OTHER HEALTHCARE RELATED REVENUE 541900 123, 416, 149. 122, 101, 268. 1, 314, 881.
2 g ¢ RENTAL | NCOVE FROM AFFI LI ATES 541900 2,086, 585. 2,086, 585.
55
o
o e
e f  All other program service revenue . . . . .
g Total. Addlines2a-2f . . . + & & v v i 4 v 44 e ww e 6, 213, 434, 668.
3 Investment income (including dividends, interest, and
other similaramounts). + « « v ¢ 4 & v 4 e h e w e e .. 4,414,514 4,414,514,
4 Income from investment of tax-exempt bond proceeds NONE
5 Royalties = « & v v v v v v e n e e e e e e e e e s NONE
(i) Real (ii) Personal
6a Grossrents . . . . . 6a 18, 264, 017.
Less: rental expenses| 6b 6, 899, 486.
Rental income or (loss)|_6¢ 11, 364, 531. NONE
d Netrentalincomeor(loss). « . . « « v @ v v v o0 v . 11, 364, 531. 11, 364, 531.
7a Gross amount from (i) Securities (ii) Other
sales of assets
other than inventory| 7a 12,426, 711. 472, 916.
g b Less: cost or other basis
S and sales expenses 7b
E ¢ Gainor(loss) . . . . | 7c 12,426, 711. 472, 916.
5 d Netgainor(loss) « « v v & ¢ v 4 & ¢+ 4 4 & 0 v w0 a0 12, 899, 627. 12, 899, 627.
= | 8a Gross income from fundraising
© events (not including $ 762, 247.
of contributions reported on line
1c). SeePart IV, lne18 « « + « v . . . 8a 809, 313.
b Less:directexpenses « « « « « « « . . 8b 809, 313.
¢ Net income or (loss) from fundraising events . . . . . .
9a Gross income from gaming
activities. See Part IV, line19 . . . .. 9a 54, 050
Less: direct eXpenses « « « « « v .« . . 9b 23,354
Net income or (loss) from gaming activities. . . . . . . 30, 696. 30, 696.
10a Gross sales of inventory, less
returns and allowances « « « « « . . . 10a NONF
b Less:costofgoodssold . « « « « « « . 10b NONE
¢ Net income or (loss) from sales of inventory. . . . . . . . NONE
» Business Code
§ g 11a CAFETERIA 541900 12, 362, 673. 12, 362, 673.
c_CG % p PARKING 541900 4,685, 099. 4,685, 099.
EE ¢ GFT sHop 541900 86, 272. 86, 272.
-é d Allotherrevenue . « « « v v v v v o v s
e Total. Addlines11a-11d « + v & v v v 0 v v v 0 0w u s 17,134, 044.
12 Total revenue. Seeinstructions « . « = v v v v v 00w 6, 409, 055, 077. 6, 229, 253, 831. 1,314, 881. 28, 709, 368.

JSA
2E1051 1.000

9345PW U600

0340880

Form 990 (2022)
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Form 990 (2022)
REVgNE Statement of Functional Expenses

RW_ BARNABAS HEALTH,

I NC.

- SUBCRDI NATES

85- 1296795

Page 10

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
Total expenses

(B)

©)

(D)

B, 9b, and 10b of Part Vil G| e i

1 Grants and other assistance to domestic organizations

and domestic governments. See Part IV, line21 . . . . 1, 321, 615. 1, 321, 615.

2 Grants and other assistance to domestic

individuals. See Part IV, line22 . . . . ... .. 3,884, 454. 3,884, 454.
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 , . . .. ... .. 21, 407, 158. 19, 266, 443. 2,140, 715.
6 Compensation not included above to disqualified
persons (as defined under section 4958(f)(1)) and
persons described in section 4958(c)(3)(B) , . . . . . NONE

7 Other salariesandwages . . . . . . . .. ... 2,299,574, 228. |2, 069, 616, 805. 229, 957, 423.

8 Pension plan accruals and contributions (include 74, 035, 154. 66, 631, 639. 7,403, 515.

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

9 Other employeebenefits . . . . . . . . . . .. 160, 977, 616. 144, 879, 854. 16, 097, 762.
10 Payrolltaxes . « « = v v v 0 i hh a0 173, 720, 806. 156, 348, 725. 17,372, 081.
11 Fees for services (nonemployees):

a Management . . . . . . . e 757, 022, 640. 681, 320, 376. 75, 702, 264.

blegal o v v i 632, 496. 569, 246. 63, 250.

cAccounting , . . .. ... e e NONE

dLobbying . . ..iiii e 286, 783. 258, 105. 28, 678.

e Professional fundraising services. See Part IV, line 17, 809, 739. 809, 739.

f Investment managementfees , ., ... ... NONE
g Other. (if line 11g amount exceeds 10% of line 25, column

(A), amount, list line 11g expenses on Schedule 0.) . . . . . 3351 191! 670. 3011 672! 503. 331 519! 167. NONE
12 Advertising and promotion , . . . . . ... .. 1,614,511, 1, 453, 060. 161, 451.
13 Officeexpenses . . . v v v v v v & v v v n v w 114, 645, 244. 103, 180, 719. 11, 464, 525.
14 Information technology. . . . . .. ... ... 19, 591, 974. 17,632, 776. 1, 959, 198.
15 Royalties, . . . v v vt i NONE
16 OCCUPANCY . .+ v o oo e e 75, 008, 359. 67,507, 523. 7,500, 836.
17 Travel L o s e e e e e e e e e e 1, 535, 340. 1, 381, 806. 153, 534.
18 Payments of travel or entertainment expenses

for any federal, state, or local public officials NONB
19 Conferences, conventions, and meetings . . . . 486, 023. 437, 421. 48, 602.
20 Interest . . . . .. 95, 455, 878. 85, 910, 290. 9, 545, 588.
21 Payments to affiliates. . . . ... .. .. ... NONE
22 Depreciation, depletion, and amortization | , . . 253, 561, 556. 228, 205, 400. 25, 356, 156.
23 INSUMANCE . . . . o u e e 69, 208, 180. 62, 287, 362. 6, 920, 818.
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 1, 151, 449, 270. |1, 036, 304, 343. 115, 144, 927.

b PHYSI Cl AN FEES & SALARI ES 747,313, 952. 672, 582, 557. 74,731, 395.

¢ REPAI RS & MAI NTENANCE 106, 661, 084. 95, 994, 975. 10, 666, 109.

d OTHER EXPENSES 148, 941, 724. 134, 047, 553. 14,894, 171.

e All other expenses
25 Total functional expenses. Add lines 1 through 24e 6, 614, 337, 454, 5, 952, 695, 550. 660, 832, 165. 809, 739.
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) . . . . ...
JSA Form 990 (2022)

2E1052 1.000

9345PW U600

0340880
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RW BARNABAS HEALTH, INC. -

Form 990 (2022)

SUBORDI NATES

85- 1296795

*ETi @ Balance Sheet
Check if Schedule O contains a response or note to any lineinthisPart X . .. ................. |:|
(A) (5)]
Beginning of year End of year
1 Cash-non-interest-bearing . . . . . . ... i ittt i ittt e 109, 652.| 1 108, 624.
2 Savings and temporary cashinvestments. . . . . . .. ... ... ... ... 3,660, 620.| 2 36, 105, 917.
3 Pledges and grantsreceivable,net . . . . ... ... . .0 0 e, 82,530, 271.| 3 45, 795, 907.
4 Accountsreceivable, Net . . . . v v i e e e e e e e e e e e e e e 594, 471,972.| 4 678, 074, 380.
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). . NONE 6 NONE
,g 7 Notesandloansreceivable,net. . . . . . v v v i v it i e e e e e e NONH 7 NONE
@| 8 Inventoriesforsaleoruse. . . ... ...ttt 94,243, 876.| 8 103, 557, 142.
<| 9 Prepaid expenses and deferred charges - - « « « v« v v vt v n . 41, 452, 675.| 9 47,873, 527.
10a Land, buildings, and equipment: cost or other
basis. Complete Part VI of Schedule D . . . . .. 10a 6902885981.
b Less: accumulated depreciation. . . . . . .. .. 10b 3790549533.|2, 411, 255, 743. |10c | 3, 112, 336, 448.
11 Investments - publicly traded securities. . . . . . . . . ... 000000 NONE 11 NONE
12 Investments - other securities. See Part IV, line11. . . . . . ... ... ... NONH 12 NONE
13 Investments - program-related. See Part IV, line 11, . . . . ... ... .... 252, 086, 456.| 13 270, 622, 015.
14 Intangible @ssetS. . . v v v v vt i e e e e e e e e e e e e e e e e e e e e e 6, 986, 058.| 14 6, 986, 058.
15 Otherassets.SeePartIV,line 11 . . . . v v v v v v vt e e e e e e e e e e n 4,951, 861, 915. | 15 | 4, 532, 598, 164.
16 Total assets. Add lines 1 through 15 (must equalline33) . .. ..... .. 8,438, 659, 238. | 16 | 8, 834, 058, 182.
17  Accounts payable and accrued eXpenses. . . . . . v v b v v e e e .. 624, 727, 368.| 17 625, 938, 358.
18  Grantspayable . . . v v v v v e e e e e e e e e e e e e e e NONE 18 NONE
19 Deferred reVENUE . . v v v v v o v e e e e e e e e e e 30, 606, 962.] 19 55, 039, 543.
20 Tax-exemptbond liabilities . . . . .. ... ...t 158, 299,971.| 20 155, 681, 327.
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 . . . . . . . 191, 077, 980. | 23 280, 139, 504.
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 it i e e e e e e e e e e e 3,671,775,045.| 25 | 3,746,115, 640.
26  Total liabilities. Add lines 17 through25. . . . ... ... ... ....... 4,676,487, 326.| 26 | 4,862,914, 372.
%) 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 ... 3,578,568, 153. | 27 | 3, 798, 144, 051.
j'g 28 Netassets withdonorrestrictions. . . . . . . . v v v v v vt vt v e e e et 183, 603, 759.| 28 172, 999, 759.
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 . . . . ... ... ... ... ... 3,762,171,912.| 32 | 3,971, 143, 810.
Z|33 Total liabilities and net assets/fund balances. . . . . . . . . u o\ urar ... 8, 438, 659, 238. | 33 | 8, 834, 058, 182.
Form 990 (2022)
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RW BARNABAS HEALTH, | NC. - SUBORDI NATES 85- 1296795
Form 990 (2022) Page 12
Reconciliation of Net Assets
Check if Schedule O contains a response or noteto anylineinthisPart XI . . . . . . . . . & . i i i i i it i v eva
1 Total revenue (must equal Part VIII, column (A),line12) . . . . . . . v o v v v v v o v o 1 6,409, 055, 077.
2 Total expenses (must equal Part IX, column (A),line25) . . . . . . .. v v v v i n L 2 6,614, 337, 454.
3 Revenue less expenses. Subtractline2fromline 1. . . . . v v v o o v v i ot nh e e 3 | -205, 282, 377.
4 Net assets or fund balances at beginning of year (must equal Part X, line 32, column (A)) . . . . . 4 13,762,171,912.
5 Net unrealized gains (losses)oninvestments . . . . . . . . . o i i h i e e e 5 -21,524, 059.
6 Donated services and use of facilities . . . . . . . . . o L L o e e e e 6
7 Investment eXpenSeS . « v v v c 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 s 7
8 Priorperiodadjustments . . . . . . L L L e e e e e e e e e e s 8
9 Other changes in net assets or fund balances (explain on Schedule O). . . . .. .. ... .. ... 9 435, 778, 334.
10 Net assets or fund balances at end of year. Combine lines 3 through 9 (must equal Part X, line
32,C0UMN (B)) « « 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 103,971,143, 810.

WPl Financial Statements and Reporting

Check if Schedule O contains a response or note to anylineinthisPart XIl. . . . . . ... ... ... .. ...
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 CF.R.Part 200, Subpart F? . . . . & & @ v v i e e s e e e e e e e e s e e e e e s 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

JSA
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SCHEDULE A
(Form 990)

Department of the Treasury
Internal Revenue Service

Attach to Form 990 or Form 990-EZ.

Public Charity Status and Public Support

Complete if the organization is a section 501(c)(3) organization or a section 4947(a)(1) nonexempt charitable trust. 2@22

Go to www.irs.gov/Form990 for instructions and the latest information.

| OMB No. 1545-0047

Open to Public

Inspection

Name of the organization

BARNABAS HEALTH, I NC. - SUBORDI NATES

RW

Employer identification number

85-1296795

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

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

A church, convention of churches, or association of churches described in section 170(b)(1)(A)(i).
A school described in section 170(b)(1)(A)(ii). (Attach Schedule E (Form 990).)
A hospital or a cooperative hospital service organization described in section 170(b)(1)(A)(iii).
A medical research organization operated in conjunction with a hospital described in section 170(b)(1)(A)(iii). Enter the

1

2
3
4

(&)

~N O

' H

hospital's name, city, and state:

section 170(b)(1)(A)(iv). (Complete Part I1.)
A federal, state, or local government or governmental unit described in section 170(b)(1)(A)(v).
An organization that normally receives a substantial part of its support from a governmental unit or from the general public
described in section 170(b)(1)(A)(vi). (Complete Part Il.)

A community trust described in section 170(b)(1)(A)(vi). (Complete Part II.)
An agricultural research organization described in section 170(b)(1)(A)(ix) operated in conjunction with a land-grant college

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

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.)

An organization organized and operated exclusively to test for public safety. See section 509(a)(4).
An organization organized and operated exclusively for the benefit of, to perform the functions of, or to carry out the purposes of
one or more publicly supported organizations described in section 509(a)(1) or section 509(a)(2). See section 509(a)(3). Check
the box on lines 12a through 12d that describes the type of supporting organization and complete lines 12e, 12f, and 12g.

11
12

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

—h

Enter the number of supported organizations

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

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

Yes No

(A)
(B
©
(D)
B)
Total
For Paperwork Reduction Act Notice, see the Instructions for Form 990 or 990-EZ. Schedule A (Form 990) 2022
JSA
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RW BARNABAS HEALTH, | NC. - SUBORDI NATES 85- 1296795
Schedule A (Form 990) 2022 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 lll. If the organization fails to qualify under the tests listed below, please complete Part lll.)
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.") . . . . ..

2 Tax revenues levied for the
organization's benefit and either paid to
orexpended onitsbehalf . . . . .. ..

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

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

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

6 Public support. Subtract line 5 from line 4
Section B. Total Support
Calendar year (or fiscal year beginning in) (a) 2018 (b) 2019 (c) 2020 (d) 2021 (e) 2022 () Total
7 Amounts fromline4 ... .......
8 Gross income from interest, dividends,
payments received on securities loans,

rents, royalties, and income from
similarsources . . . . v 4 4 0w w e e

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

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

11  Total support. Add lines 7 through 10 . .

12  Gross receipts from related activities, etc. (seeinstructions) . . . . « & & v v 4 L 0 d d e e e e e e e 12
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 thisboxandstop here. . . . . . . . o 0 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 I:I
Section C. Computation of Public Support Percentage
14  Public support percentage for 2022 (line 6, column (f), divided by line 11, column (f)) . . . . . . .. 14 %
15 Public support percentage from 2021 Schedule A, PartIl,line14 . . . . . . . . . . ... ... ... 15 %
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. . . . . . .. ... ... ... ....... |:|
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
Lo o =Y a1 2= T 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
Lo o =Y a1 2= T 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
INSHTUCHIONS & . . v i i i i s s it e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e |:|
Schedule A (Form 990) 2022
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RW BARNABAS HEALTH, INC. - SUBORDI NATES 85- 1296795
Schedule A (Form 990) 2022 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 II.
If the organization fails to qualify under the tests listed below, please complete Part II.)
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.")

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

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

3 Gross receipts from activities that are not an

unrelated trade or business under section 513 .

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

5 The value of services or facilities
furnished by a governmental unit to the
organization without charge . . . . . . .
6 Total. Add lines 1 through5. . . . . ..
7a Amounts included on lines 1, 2, and 3
received from disqualified persons . . . .
b Amounts included on lines 2 and 3
received from other than disqualified
persons that exceed the greater of $5,000
or 1% of the amount on line 13 for the year
c Addlines7aand7b. . . .+ . . ...
8 Public support. (Subtract line 7c from
iN€B.) v v v v v v v e u e e e e e
Section B. Total Support
Calendar year (or fiscal year beginning in) (a) 2018 (b) 2019 (c) 2020 (d) 2021 (e) 2022 (f) Total
9 Amounts fromline6. . . . ... ....
10a Gross income from interest, dividends,
payments received on securities loans,
rents, royalties, and income from similar
SOUMCES + v + v + s s s s s s = = = = = &«

b Unrelated business taxable income (less

section 511 taxes) from businesses
acquired after June 30,1975 . . . . . .
¢ Addlines10aand10b . . . . . . . ..
11  Net income from unrelated business

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

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

13 Total support. (Add lines 9, 10c, 11,
and12.) - . . 0 ol e e e e e

14 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 thisboxand stop here. . . . . . & v v 0 0 i i v i i it e e i e e e e e e e e e e e e e e e e e s

Section C. Computation of Public Support Percentage

15 Public support percentage for 2022 (line 8, column (f), divided by line 13, column(f)) . . . .. .. ... ... 15 %
16 Public support percentage from 2021 Schedule A, Partlll, line15. . . . . . . . v @ 0 v v v i i v v e w ww s 16 %
Section D. Computation of Investment Income Percentage

17 Investment income percentage for 2022 (line 10c, column (f), divided by line 13, column (f)), . . . . .. ... 17 %
18 Investment income percentage from 2021 Schedule A, Partlll, line 17 | , . . . . . . . . v o v o v o v v . 18 %

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
2E1221 1.000

9345PW U600 0340880 40




RW BARNABAS HEALTH, | NC. - SUBORDI NATES 85- 1296795
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 I, complete Sections A and C. If you checked box 12¢, Part I, 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

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

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; (ii) 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
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? 5C

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

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 Il supporting organizations, and all Type Il non-functionally integrated
supporting organizations)? If "Yes," answer line 10b below. 10a
b Did the organization have any excess business holdings in the tax year? (Use Schedule C, Form 4720, to
determine whether the organization had excess business holdings.) 10b
Schedule A (Form 990) 2022
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Schedule A (Form 990) 2022
EIgM\l Supporting Organizations (continued)

11
a

Page 5

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

A person who directly or indirectly controls, either alone or together with persons described on lines 11b and
11c below, the governing body of a supported organization?

A family member of a person described on line 11a above?

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.

Yes

No

1lla

11b

1l1lc

Section B. Type | Supporting Organizations

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.

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

Yes

No

Section C. Type Il Supporting Organizations

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).

Yes

No

Section D. All Type lll Supporting Organizations

1

Did the organization provide to each of its supported organizations, by the last day of the fifth month of the
organization's tax year, (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 notification, and (iii) copies of
the organization's governing documents in effect on the date of notification, to the extent not previously
provided?

Were any of the organization's officers, directors, or trustees either (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).

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.

Yes

No

Section E. Type lll Functionally Integrated Supporting Organizations

1
a
b
c

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

The organization satisfied the Activities Test. Complete line 2 below.
The organization is the parent of each of its supported organizations. Complete line 3 below.

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

Activities Test. Answer lines 2a and 2b below.

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

how the organization was responsive to those supported organizations, and how the organization determined
that these activities constituted substantially all of its activities.

Did the activities described 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.

Parent of Supported Organizations. Answer lines 3a and 3b below.
Did the organization have the power to regularly appoint or elect a majority of the officers, directors, or
trustees of each of the supported organizations? If "Yes" or "No," provide details in Part VI.

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

Yes

No

2a

2b

3a

3b
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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 Il non-functionally integrated supporting organizations must complete Sections A through E.

Section A - Adjusted Net Income (A) Prior Year ®) Curr_ent Year
(optional)
1 Net short-term capital gain 1
2 Recoveries of prior-year distributions 2
3 Other gross income (see instructions) 3
4 Add lines 1 through 3. 4
5 Depreciation and depletion 5
6 Portion of operating expenses paid or incurred for production or collection
of gross income or for management, conservation, or maintenance of
property held for production of income (see instructions) 6
7 Other expenses (see instructions) 7
8 Adjusted Net Income (subtract lines 5, 6, and 7 from line 4) 8
Section B - Minimum Asset Amount (A) Prior Year ®) Curr.ent Year
(optional)
1 Aggregate fair market value of all non-exempt-use assets (see
instructions for short tax year or assets held for part of year):
a Average monthly value of securities la
b Average monthly cash balances 1b
¢ Fair market value of other non-exempt-use assets 1c
d Total (add lines 1a, 1b, and 1c) 1d
e Discount claimed for blockage or other factors
(explain in detail in Part VI):
2 Acquisition indebtedness applicable to non-exempt-use assets 2
3 Subtract line 2 from line 1d. 3
4 Cash deemed held for exempt use. Enter 0.015 of line 3 (for greater amount,
see instructions). 4
5 Net value of non-exempt-use assets (subtract line 4 from line 3) 5
6 Multiply line 5 by 0.035. 6
7 Recoveries of prior-year distributions 7
8 Minimum Asset Amount (add line 7 to line 6) 8
Section C - Distributable Amount Current Year
1 Adjusted net income for prior year (from Section A, line 8, column A) 1
2 Enter 0.85 of line 1. 2
3 Minimum asset amount for prior year (from Section B, line 8, column A) 3
4 Enter greater of line 2 or line 3. 4
5 Income tax imposed in prior year 5
6 Distributable Amount. Subtract line 5 from line 4, unless subject to
emergency temporary reduction (see instructions). 6
7 |_, Check here if the current year is the organization's first as a non-functionally integrated Type Ill supporting organization
(see instructions).
Schedule A (Form 990) 2022
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Page 7

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

(ih)

Underdistributions

Pre-2022

(iii)
Distributable
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 From2017 .......

b From2018 .......

¢ 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 3;j
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, . . .

Schedule A (Form 990) 2022
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SCHEDULE C Political Campaign and Lobbying Activities | oMB 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
Eﬁgﬁgrsg\}e%fgges:ﬁia;uw Go to www.irs.gov/Form990 for instructions and the latest information. Inspection

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 1I-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 III.
Name of organization Employer identification number
RW BARNABAS HEALTH, | NC. - SUBCRDI NATES 85- 1296795
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 . . . . ... ... ... ... ...... $
3 Volunteer hours for political campaign activities. Seeinstructions . . . . ... ...........
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 this year?

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

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

ACtVILIES . L L 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 exempt function activities , , . . . . . ... .. 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,
ne 17D L e e e e $
4 Did the filing organization file Form 1120-POL for thisyear? . . . . . . . . . . . @ i i i i i e e e e e e e u |_, 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 RW BARNABAS HEALTH, I NC. - SUBCORDI NATES 85- 1296795  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 lines1aand1b) . . . . .. ... ... ... .....
Other exempt purpose expenditures . . . . . . . . . . . . i it it i
Total exempt purpose expenditures (add lines icand1d). . . .. ... ... .....
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 1e.
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.
Grassroots nontaxable amount (enter 25% ofline 1f) . . . . . .. .. ... ... ...
Subtract line 1g from line 1a. If zeroorless,enter-0- . . . . ... ... ........
Subtract line 1f from line 1c. If zeroorless,enter-0-, . . . . . . . . . . . . o v ...
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? . . . . . & o 0 i i i i i i i i e i 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

= T T Q

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 RW BARNABAS HEALTH, I NC. - SUBCORDI NATES 85- 1296795 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 .ttt ittt e e e e e e e X
b Paid staff or management (include compensation in expenses reported on lines 1c through 1i)?. X
¢ Media advertisements? . . . . . . . L e e e e e e e e e e e X
d Mailings to members, legislators, orthe public?, . . . . .. ... ... .. ... X
e Publications, or published or broadcast statements? . . . . . . ... ... ... .. ... . ... X
f Grants to other organizations for lobbying purposes? . . . . . . . . .. . o oo 0o o e X
g Direct contact with legislators, their staffs, government officials, or a legislative body? . . . . . . X
h Rallies, demonstrations, seminars, conventions, speeches, lectures, or any similar means?. . . . X
i Otheractivities? . . . . . . . i i i it et e e e e e e e e e e e e e e e e X 286, 783.
i Total. Ad liNeS 1CthroUGN 1i « « &t o v v v e e e e et e e e e e e e e e e 286, 783.
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. . . . . . ... ... ... ..
¢ If "Yes," enter the amount of any tax incurred by organization managers under section 4912 , ,
d If the filing organization incurred a section 4912 tax, did it file Form 4720 for this year? . . . . .

RPN 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 . . . . . . . . . i it 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 4=Y 1= 2a
Carryoverfrom lastyear. . . . . . . o o i i e e e e e e e e e e e e e e e e e e e 2b
Lo 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?. . . . . . . o L L L e L 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 i v v w0 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 RW BARNABAS HEALTH, | NC. - SUBORDI NATES 85- 1296795  Page 4
Supplemental Information (continued)

SCHEDULE C, PART 11-B; LINE 1I

THE ORGANI ZATI ONS | NCLUDED I N THI S CONSOLI DATED GROUP FORM 990 ARE

AFFI LI ATES W THI N RW BARNABAS HEALTH, A TAX- EXEMPT | NTEGRATED HEALTHCARE
DELI VERY SYSTEM WHI CH | NCLUDES BARNABAS HEALTH, | NC.; A RELATED | NTERNAL
REVENUE CCDE SECTI ON 501(C) (3) TAX- EXEMPT ORGANI ZATI ON. BARNABAS HEALTH,
I NC. PAI D | NDEPENDENT QOUTSI DE LOBBYI NG FI RM5 TO PERFORM LOBBYI NG EFFORTS
ON BEHALF OF RWBARNABAS HEALTH AND | TS AFFI LI ATES, | NCLUDI NG ALL

AFFI LI ATES I NCLUDED I N THI S CONSCLI DATED GROUP FORM 990. THESE AMOUNTS
CAN BE REVI EMED ON THE FORM 990 FILED BY BARNABAS HEALTH, INC., EIN

22-2405279.

I N ADDI TI ON, THE ORGANI ZATI ONS | NCLUDED IN THI S CONSCLI DATED GROUP FORM
990 ARE MEMBERS OF THE ALLI ANCE FOR THE BETTERMENT OF CI TI ZENS W TH

DI SABI LI TIES, THE AMERI CAN HOSPI TAL ASSCCI ATI ON, THE CATHCLI C HEALTHCARE
PARTNERSHI P OF NEW JERSEY, THE CATHCLI C HEALTH ASSOCI ATI ON, THE HOSPI TAL
ALLI ANCE OF NEW JERSEY, THE GREATER NEW YORK HOSPI TAL ASSCCI ATI ON, THE
NATI ONAL ASSCCI ATI ON OF CHI LDREN' S HOSPI TALS, THE NEW JERSEY CHAMBER OF
COMMVERCE, AND THE NEW JERSEY HOSPI TAL ASSOCI ATI ON WHI CH ENGAGE I N

LOBBYI NG EFFORTS ON BEHALF OF THEI R MEMBER HOSPI TALS. A PORTI ON OF THE
DUES PAI D TO THESE ORGANI ZATI ONS HAS BEEN ALLOCATED TO LOBBYI NG ACTI VI TES
PERFORVED ON BEHALF OF THE ORGANI ZATI ONS | NCLUDED I N THI S CONSCLI DATED

GROUP FORM 990. THI' S ALLOCATI ON AMOUNTED TO $286, 783 | N 2022.

JSA Schedule C (Form 990 or 990-EZ) 2022
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SCHEDULE D
(Form 990)

| OMB No. 1545-0047

Supplemental Financial Statements

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 Employer identification number

RW BARNABAS HEALTH, INC. - SUBORDI NATES 85-1296795
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 0 L s 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 . . . . .. ... ... ... ... . 2a
b Total acreage restricted by conservatoneasements . . . . ... ... ........... 2b
¢ Number of conservation easements on a certified historic structure included in (a). . . . . 2c
d Number of conservation easements included in (c) acquired after July 25, 2006, and not on
a historic structure listed in the NationalRegister. . . . . ... ... ... ... ... .. 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 easementsitholds? . ... ... ... ... ... ... .... |:| 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 170(ANBII? . . . . . v v v e e e et ee e e e e e e e s [ 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 XIII 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 e e e e e e e e e e e e e e e e $
(ii) Assets included in Form 990, Part X. . . & 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 $

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 VI, line 1, . . . . . . . o i i i i i s e s e e e e e e e e e e $

b Assets included in Form 990, Part X. . . . & vt v v v i i i i e e e e e e e e ke 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 D (Form 990) 2022
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Schedule D (Form 990) 2022 RW BARNABAS HEALTH, | NC. - SUBORDI NATES 85- 1296795 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
XII1.
5 During the year, did the organization solicit or receive donations of art, historical treasures, or other similar
assets to be sold to raise funds rather than to be maintained as part of the organization's collection? . . . . . . EI Yes |:| No

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

|:| Yes |:| No

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

Amount
c Beginningbalance . . . . .. . .. ... e e e e e 1c
d Additionsduringtheyear. . . . . . . . . . .. i e e e e 1d
e Distributions duringtheyear. . . . ... ... ... ... le
f Endingbalance . . . . . . . . .. i 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 Xlll. Check here if the explanation has been providedonPart 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 . . . . 183, 603, 759. 174, 449, 316. 164, 956, 316. 168, 160, 316. 159, 906, 574.
Contributions . . . . . ... ... 6, 324, 000. 1,905, 430.
¢ Net investment earnings, gains,
and 10SSes . - .+ v o e 7, 045, 000. 10, 525, 000. 15, 607, 000. 227, 000. 10, 259, 836.
d Grants or scholarships . . . . ..
e Other expenditures for facilities
and programs . . . . . .. ... 23, 973, 000. 1, 370, 557. 6, 114, 000. 3, 431, 000. 3,911, 524.
f Administrative expenses . . . . .
g End of yearbalance. . . . . . . . 172, 999, 759. 183, 603, 759. 174, 449, 316. 164, 956, 316. 168, 160, 316.
2 Provide the estimated percentage of the current year end balance (line 1g, column (a)) held as:
a Board designated or quasi-endowment %
Permanent endowment  17. 6400 %
Term endowment _ 82. 3600 %
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 vt v st 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 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 3a(ii)) X
b If "Yes" on line 3a(ii), are the related organizations listed as required on ScheduleR?. . . . . . . ... ... ... 3b X

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

Land, Buildin%s, and Equipment.

Complete if the organization 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. ... ...t i v i e e 100, 375, 660. 100, 375, 660.
b Buildings ................. 3322691899. | 1775853611. 1, 546, 838, 288.
¢ Leasehold improvements. . .. ... .. 69, 330, 736. | 61, 328, 742. 8, 001, 994.
d Equipment. . ... ... ... . ... .. 2680427328. | 1927096836. 753, 330, 492.
e Other . . . . . . i i i v it i it 730, 060, 358. | 26, 270, 344. 703, 790, 014.
Total. Add lines 1a through 1e. (Column (d) must equal Form 990, Part X, column (B), line 10c.), . , .. . .. 3,112, 336, 448.

Schedule D (Form 990) 2022
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Schedule D (Form 990) 2022 RW BARNABAS HEALTH, | NC. SUBORDI NATES

85-1296795

REWRYIl  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

(including name of security)

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

(1) Financial derivatives

(2) Closely held equity interests

(3) Other

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

WYl Investments - Program Related.

Complete if the organization answered "Yes" on Form 990, Part IV, line 11c. See Form 990,

Part X, line 13.

(a) Description of investment (b) Book value

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

€))

(2

(3)

(4)

()

(6)

()

(8)

9

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

Part IX 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)DUE _FROM AFFI LI ATES, CURRENT

1,212, 495, 104.

(2)OTHER RECEI VABLES 16, 994, 730.
(3)EST AMIS DUE FROM 3RD PARTY 185, 028, 534.
(49)DUE_FROM CSH FCOUNDATI ON 6, 833, 006.
(5)SECURI TY DEPOCSI TS 1,109, 035.
(6)OTHER ASSETS 9, 465, 445.
(7RI GHT OF USE ASSET 100, 672, 310.
(8)

9

Total. (Column (b) must equal Form 990, Part X, col. (B) line 15.). . . . . . . . . . . @ i v i v i v it i e v i euun

1, 532, 598, 164.

Other Liabilities.

Complete if the organization answered "Yes" on Form 990, Part IV, line 11e or 11f. See For
line 25.

m 990, Part X,

1 (a) Description of liability

(b) Book value

1) Federal income taxes

9)

(

(2)OTHER LI ABI LI TI ES 337, 540, 403.
(3)DUE _TO AFFI LI ATES; CURRENT 380, 795, 672.
(4 EST AMIS DUE TO 3RD PARTY PAYCORS; C 18, 217, 219.
(5)DUE TO AFFI LI ATES; NON- CURRENT 53, 576, 134.
(6)RWBH OBLI GATED GROUPED LI ABI LI TI ES 2, 764, 106, 457.
(7)EST AMIS DUE TO 3RD PARTY PAYCORS; N 133, 040, 683.
(8)ACCRUED | NTEREST 58, 839, 072.
(

Total. (Column (b) must equal Form 990, Part X, col. (B)liN€ 25.), . . . . . v & v v v i v v e e e e m e v m e e

3, 746, 115, 640.

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
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Schedule D (Form 990) 2022 RW BARNABAS HEALTH, INC. - SUBORDI NATES 85-1296795 Page4d
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 offaciltes . . . ... ................ 2b

¢ Recoveriesof prioryeargrants. . . . . . .. .. ... .. ... . 2¢c

d Other (DescribeinPart XIIL) . . . v v v vt i e e e e e e e e e 2d

e Addlines 2athrough2d . . . . .. i i it ittt it et e e e e e e e 2e
3  Subtractline2e fromline 1 . . .. i vt i ittt e e e e e e e 3
4 Amounts included on Form 990, Part VI, line 12, but not on line 1:

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

b Other (DescribeinPart XIIL) . . . . . . vt ittt et e e et e e e e e 4b

C Addlines4a and b . . . i it it i 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

EWPMIl 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 facilities . . . ... ................ 2a

b Prioryearadjustments . . . . . . i i it e e e 2b

C OtherloSSeS. & v v v i i i e e e e e e e e e e e 2¢c

d Other (DescribeinPart XIIL) . . . v v v vt i et e e e e e e e e e 2d

e Addlines2athrough2d . .. . .. . i i it i ittt ittt e n e e e e e 2e
3  Subtractline2e fromline 1 . . . . i i vt i 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 VIIl, line7b . . . .. .. 4a

b Other (DescribeinPartXIIL) . . . . . . vt ittt e e e e e ee e e 4b

C Addlines4a and b . . . i it it i 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 X, 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 RW BARNABAS HEALTH, | NC. - SUBORDI NATES 85- 1296795 Page 5
REISPMIIl Supplemental Information (continued)

SCHEDULE D, PART V, QUESTION 4

RESTRI CTED FUNDS ARE USED TO SUPPORT THE CHARI TABLE ACTI VI TI ES AND
PROGRAM5S OF THE ORGANI ZATI ONS | NCLUDED I N THI S CONSOLI DATED GROUP FORM

990 AND THEI R AFFI LI ATES.

SCHEDULE D, PART X

THE ORGANI ZATI ONS | NCLUDED I N THI S CONSOLI DATED GROUP FORM 990 ARE

AFFI LI ATES W THI N RW BARNABAS HEALTH ("RWBH"); A TAX- EXEMPT | NTEGRATED
HEALTHCARE DELI VERY SYSTEM RWBH | SSUES AUDI TED CONSCOLI DATED FI NANCI AL
STATEMENTS WHI CH | NCLUDE ALL RELATED ENTI TI ES; | NCLUDI NG THE

ORGANI ZATI ONS | NCLUDED I N THI S CONSOLI DATED GROUP FORM 990. THE AUDI TED
CONSOLI DATED FI NANCI AL STATEMENTS CONTAI N CONSCLI DATI NG SCHEDULES ON AN
ENTI TY BY ENTITY BASI S FOR THE RWBH HOSPI TALS AND CERTAI N OTHER RWBH
AFFI LI ATES. THE FOOTNOTE BELOW IS FROM RWBH S 2022 AUDI TED CONSOLI DATED
FI NANCI AL STATEMENTS AND REPORTS RWBH S LI ABI LI TY FOR UNCERTAI N TAX

POSI TI ONS UNDER FI N 48 (ASC 740):

THE CORPORATI ON DOES NOT HAVE ANY S| GNI FI CANT UNCERTAI N TAX PGCSI TI ONS AS

OF DECEMBER 31, 2022 AND 2021.

Schedule D (Form 990) 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. P .
Internal Revenue Service Inspection
Name of the organization Employer identification number
RW BARNABAS HEALTH, I NC. - SUBORDI NATES 85- 1296795
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 assistance? . . . . . . L L L. L. e [Jves [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 |, line 3 table can be duplicated if additional space is needed.)

(c) Number of
employees,
agents, and
independent
contractors
in the region

(a) Region (b) Number
of offices in
the region

(d) Activities conducted in the (e) If activity listed in (d) is (f) Total
region (by type) (such as, a program service, expenditures for
fundraising, program services, describe specific type of and investments
investments, grants to recipients service(s) in the region in the region
located in the region)

(1) CENTRAL AMERI CA/ CARI BBEAN NONE NONE PROGRAM SERVI CES FI NANCI AL VEH CLE NONE

(2) CENTRAL AMERI CA/ CARI BBEAN NONE NONE | NVESTMENTS 369, 992, 346.

(3)

(4)

(5)

(6)

(1)

(8)

9

(10)

(11)

(12)

(13)

(14)

(15)

(16)

17)
3a Subtotal NONE NONE 369, 992, 346.

b Total from continuation
sheets to Part |

c__Totals (add lines 3a and 3b) NONE NONE 369, 992, 346.

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 RW BARNABAS HEALTH, INC. - SUBORDI NATES 85- 1296795 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)

()

(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 , . ., P
3 Enter total number of other organizations orentities. . . . . . . . . o L L e e e e e e e e e e e e e e e e e e e e s >

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

RW_ BARNABAS HEALTH,

| NC.

SUBORDI NATES

85- 1296795

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 Il 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)

(1)

(2

(3)

(4)

(5)

(6)

(7)

(8)

9)

(10)

(11)

(12)

(13)

(14)

(15)

(16)

(17

(18)

JSA
2E1276 1.000
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Schedule F (Form990) 2022 RWJ BARNABAS HEALTH, | NC. - SUBORDI NATES

Part IV Foreign Forms

85-1296795  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 F (Form 990) 2022 RW BARNABAS HEALTH, | NC. - SUBORDI NATES 85- 1296795 Page5
Supplemental Information
Provide the information required by Part I, line 2 (monitoring of funds); Part |, line 3, column (f) (accounting method;
amounts of investments vs. expenditures per region); Part Il, line 1 (accounting method); Part lll (accounting method); and
Part 1ll, column (c) (estimated number of recipients), as applicable. Also complete this part to provide any additional
information (see instructions).

SCHEDULE F, PART |

BARNABAS HEALTH, | NC., A RELATED | NTERNAL REVENUE CCDE SECTI ON 501(C) (3)
TAX- EXEMPT ORGANI ZATI ON, ACCRUED FOR ACCOUNTI NG PURPOSES EXPENSES TO
COMVERCI AL PROFESSI ONAL | NSURANCE CO., LTD., A FI NANCI AL VEHI CLE,

$50, 813, 529; FOR THE BENEFI T OF THE FOLLOW NG RW BARNABAS HEALTH

TAX- EXEMPT HOSPI TALS IN THI' S GROUP FORM 990.

CHI LDREN S SPECI ALI ZED HGCSPI TAL - $492, 638;

CLARA MAASS MEDI CAL CENTER - $3, 170, 131;

COVMUNI TY MEDI CAL CENTER - $4, 044, 375;

COOPERVAN BARNABAS MEDI CAL CENTER - $9, 360, 511;

JERSEY CI TY MEDI CAL CENTER - $4, 781, 189;

MONMOUTH MEDI CAL CENTER - $6, 560, 282;

NEWARK BETH | SRAEL MEDI CAL CENTER - $9, 889, 396;

ROBERT WOOD JOHNSON UNI VERSI TY HOSPI TAL - $8, 547, 810;

ROBERT WOOD JOHNSON UNI VERSI TY HOSPI TAL AT HAM LTON - $1, 232, 715;

ROBERT WOOD JOHNSON UNI VERSI TY HOSPI TAL RAHWAY - $795, 012;

JSA Schedule F (Form 990) 2022
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Schedule F (Form 990) 2022 RW BARNABAS HEALTH, | NC. - SUBORDI NATES 85- 1296795 Page5
Supplemental Information
Provide the information required by Part I, line 2 (monitoring of funds); Part |, line 3, column (f) (accounting method;
amounts of investments vs. expenditures per region); Part Il, line 1 (accounting method); Part lll (accounting method); and
Part 1ll, column (c) (estimated number of recipients), as applicable. Also complete this part to provide any additional
information (see instructions).

SAI NT BARNABAS BEHAVI ORAL HEALTH CENTER - $51, 361; AND

TRI NI TAS REG ONAL MEDI CAL CENTER - $1, 888, 109.

JSA Schedule F (Form 990) 2022
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SCHEDULE G
(Form 990)

Attach to Form 990 or Form 990-EZ.

Department of the Treasury
Internal Revenue Service

Go to www.irs.gov/Form990 for instructions and the latest information.

Supplemental Information Regarding Fundraising or Gaming Activities | omB No. 1545-0047

Complete if the organization answered "Yes" on Form 990, Part IV, line 17, 18, or 19, or if the
organization entered more than $15,000 on Form 990-EZ, line 6a.

Open to Public
Inspection

Name of the organization

RW BARNABAS HEALTH, INC. - SUBORDI NATES

Employer identification number

85-1296795

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 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.

(iii) Did fundraiser have
custody or control of
contributions?

(i) Name and address of individual

or entity (fundraiser) (if) Activity

(iv) Gross receipts
from activity

(v) Amount paid to
(or retained by)
fundraiser listed in
col. (i)

(vi) Amount paid to
(or retained by)
organization

SEE SUPPLEMENT | NFORMATI ON Yes No

1

302, 861.

809, 739. 255, 122.

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.
CA CT, FL, I L, MD, MA, NJ, NY, NC, OH, PA, SC, VA

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

RW_BARNABAS HEALTH,

INC._ -

SUBORDI NATES

85- 1296795

Page 2

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
GOLF QUTI NG PRTNRS | N PROG 18 | (add col. (a) through
(event type) (event type) (total number) col. (C))
(0]
2
0| 1 Grossreceipts . . . ... .. .. 481, 431. 302, 861. 787, 268. 1,571, 560.
(0]
14
2 Less: Contributions, | | . . . .. 272, 084. 85, 797. 404, 366. 762, 247.
3 Gross income (line 1 minus
line2) . .............. 209, 347. 217, 064. 382, 902. 809, 313.
4 Cashprizes . ., . ........ 9, 080. 9, 080.
5 Noncash prizes, . . . . ... ..
[}
g 6 Rent/facilitycosts _ . . . . ... 153, 662. 217, 064. 152, 396. 523, 122.
(0]
o
3| 7 Foodandbeverages . . . ...
B
%’ 8 Entertainment . . . . .. . .. 4,225 4, 225.
9 Other directexpenses, . . . . . 46, 605. 226, 281 272, 886.
10 Direct expense summary. Add lines 4 through Qincolumn(d) . . ... ... ... ... ... . 809, 313.
11 Netincome summary. Subtract line 10 from line 3, column(d) . . ... ... ..........
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.

(b) Pull tabs/instant

(d) Total gaming (add

(] . .
2 (a) Bingo bingo/progressive bingo (c)Other gaming | ;o) () through col. (c))
3
| 1 Grossrevenue . ......... 54, 050. 54, 050.
8| 2 Cashprizes . .. .. . ... . . 23, 354. 23, 354.
(2]
C
:%’ 3 Noncashprizes..........
]
8| 4 Rentfacilitycosts = . . ..
5
5 Other direct expenses. . . . ..
| | Yes % | _|Yes %|| X 'Yes _100.0000 %
6 Volunteerlabor . . . No No No
7 Direct expense summary. Add lines 2 through 5incolumn(d). . . .. . .. . .. ... ... .. 23,354
8 Net gaming income summary. Subtract line 7 from line1,column(d) . . . .. ......... 30, 696
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? .~~~ X |ves | |No
b If "No," explain:
10a Were any of the organization's gaming licenses revoked, suspended, or terminated during the tax year? | |_| Yes |_X| No
b If"Yes," explain:
Schedule G (Form 990) 2022
JSA
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Schedule G (Form 990 or 990-EZ) 2022 RW BARNABAS HEALTH, | NC. - SUBORDI NATES 85- 1296795 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? . . . . . . . . . . L i 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's facility . . . . . .. ... .. ... ... e 13a %
b Anoutside facility . . . . . . .. 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 » DI ANE REEVES

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 » KELLY GOSS

Description of services provided » MANAGES DAY TO DAY OPERATI ONS OF RAFFLE

|:| 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?. . . . . . . . . . ... L 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, 15¢, 16, and 17b, as applicable. Also provide any additional information
(see instructions).

Schedule G (Form 990 or 990-EZ) 2022
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RW BARNABAS HEALTH, | NC. - SUBORDI NATES

85-1296795

FORM 990, SCHEDULE G LINE 2B - HI GHEST PAI D | NDI VI DUALS/ ENTI Tl ES

NANE:
COVMUNI TY COUNSELI NG SERVI CE CO., LLC

ADDRESS:
527 MADI SON AVENUE, 5TH FLOOR
NEW YORK, NY 10022

ACTIVITY :
CAMPAI GN MaGMTI!

CUSTODY OR CONTROL OF CONTRI BUTI ON?
NO

GRCSS RECEI PTS FROM ACTIVITY
AMOUNT PAI D TO (OR RETAI NED BY) FUNDRAI SER :

AMOUNT PAI D TO (OR RETAI NED BY) ORGANI ZATI ON :

NANE:
GAIL P. STONE

ADDRESS:
2932 VAUXHALL ROAD
VAUXHALL, NJ 07088

ACTIVITY :
FUNDRAI SI NG

CUSTODY OR CONTROL OF CONTRI BUTI ON?
NO

GRCSS RECEI PTS FROM ACTIVITY
AMOUNT PAI D TO (OR RETAI NED BY) FUNDRAI SER :

AMOUNT PAI D TO (OR RETAI NED BY) ORGANI ZATI ON :

9345PW U600

NONE
762, 000.
NONE

302, 861.
47, 739.
255, 122.

0340880
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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 Employer identification number
RW BARNABAS HEALTH, | NC. - SUBCRDI NATES 85- 1296795
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?. . . . . . o i i i i e e e e e e e e e e s 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% Ij 200% |:| Other %
b Did the organization use FPG as a factor in determining eligibility for providing discounted care? If "Yes,"
indicate which of the following was the family income limit for eligibility for discounted care: ., . . .. .. ... ... 3b [ X
200% |:| 250% h 300% |y:| 350% |:| 400% Other 500. 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 i i i it it e 4 | X
5a Did the organization budget amounts for free or discounted care provided under its financial assistance policy during the tax year? 5a | X
b If "Yes," did the organization's financial assistance expenses exceed the budgeted amount? . . . . . . ... ... .. 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 v v i oo 5c X
6a Did the organization prepare a community benefit report during the taxyear? . . . ... .. ... .. ... .. ... 6a X
b If "Yes," did the organization make itavailabletothepublic? . . . . . . . . . . . . o oo i e 6b
Complete the following table using the worksheets provided in the Schedule H instructions. Do not submit
these worksheets with the Schedule H.
7 Financial Assistance and Certain Other Community Benefits at Cost
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 Worksheet 1) « « .+ . 192, 815, 700. 58, 129, 864. 137,577, 985. 2.08

b Medicaid (from Worksheet 3,
column a) 1, 579, 841, 045. 1, 269, 099, 835. 311, 851, 336. 4.72

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

d Total. Financial Assistance
and Means-Tested
Government Programs . . . 1,772,656, 745. 1,327, 229, 699. 449, 429, 321. 6. 80

Other Benefits

€ Community health improvement
services and community benefit

operations (from Worksheet 4) - 17, 280, 937. 62, 745. 17,218, 192. 0.26
f Health professions education

(from Worksheet5) . . . . 177,787, 786. 70, 969, 679. 106, 818, 107. 1.61
g Subsidized health services (from

Worksheet8) « « = o « » & 200, 616, 305. 93, 636, 490. 106, 979, 815. 1.62
h Research (from Worksheet 7) 2,593, 914. 2,593, 914. 0.04
i Cash and in-kind contributions

for Somaunty bene ffom 3, 295,420 3, 295,420, 0. 05
j Total. Other Benefits . » » 401, 574, 362. 164, 668, 914. 236, 905, 448. 3.58
k Total. Add lines 7d and 7j . 2,174, 231, 107. 1, 491, 898, 613. 686, 334, 769. 10. 38

For Paperwork Reduction Act Notice, see the Instructions for Form 990. Schedule H (Form 990) 2022

JSA 2E1284 1.000
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Schedule H (Form 990) 2022

RW BARNABAS HEALTH, I NC. - SUBCORDI NATES

85- 1296795 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
activities or
programs
(optional)

(b) Persons
served
(optional)

(c) Total community (d) Direct offsetting
building expense revenue

(e) Net community
building expense

(f) Percent of
total expense

Physical improvements and housing

Economic development

Community support

Environmental improvements

(S0 F = KV |\ |

Leadership development and

training for community members

[«2]

Coalition building

Community health improvement

advocacy

8

Workforce development

9

Other

10

1

5

6
7
8

Total

Bad Debt, Medicare, & Collection Practices

Section A. Bad Debt Expense Yes | No
Did the organization report bad debt expense in accordance with Healthcare Financial Management Association
Statement NO. 152, . . L i it 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 1 X
Enter the amount of the organization's bad debt expense. Explain in Part VI the
methodology used by the organization to estimate this amount, ., . . ... ....... 2 220, 144, 906.
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 22,411, 968.
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
Enter total revenue received from Medicare (includingDSHandIME) . . ... ... .. 5| 1,135,238, 499.
Enter Medicare allowable costs of care relating to paymentsonline5 . ... ... ... 6 | 1,358,745, 449.
Subtract line 6 from line 5. This is the surplus (orshortfall) . . . . ... ... ...... 7 - 223, 506, 950.
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
9a Did the organization have a written debt collection policy during the taxyear?. . . . . . ... . .. ... 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

Part IV Management Com

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 (c) Organization's

activity of entity profit % or stock

ownership %

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

(e) Physicians'
profit % or stock
ownership %

© |00 |N|O |0 |~ |WIN |-

=
o

=
=

12

13

JSA

2E1285 1.000

9345PW U600
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Schedule H (Form 990) 2022 RW BARNABAS HEALTH, INC. - SUBORDI NATES 85- 1296795 Page 3
Facility Information

Section A. Hospital Facilities S22 |812|3| 3
(list in order of size, from largest to smallest - see instructions) | 3 | 3 g g Sl18|R|g
How many hospital facilities did the organization operate during § ;_) & ‘§ § % §> .
the tax year? 15 é % 2 2|8 & ?
Name, address, primary website address, and state license g i % 5 § <
number (and if a group return, the name and EIN of the 2 % Facility
subordinate hospital organization that operates the hospital % reporting
facility): B Other (describe) group
1 PSE&G CHI LDREN S SPECI ALI ZED HOSPI TAL 22249
200 SOVERSET STREET
NEW BRUNSW CK NJ 08901
WAV RW BH. ORG
X X 1
2 CLARA MAASS MEDI CAL CENTER 10701
ONE CLARA MAASS DRI VE
BELLEVI LLE NJ 07109
WAV RW BH. ORG
X1 X X 2
3 COVMUNI TY MEDI CAL CENTER 11501
99 ROUTE 37W
TOVB RI VER NJ 08755- 6423
WAV RW BH. ORG
X1 X X 2
4 COOPERVAN BARNABAS MEDI CAL CENTER 10710
94 OLD SHORT HI LLS ROAD
LI VI NGSTON NJ 07039
WAV RW BH. ORG
X1 X X X 2
5 JERSEY CI TY MEDI CAL CENTER 10904
355 GRAND STREET
JERSEY CI TY NJ 07302
WAV RW BH. ORG
X | X X| X X 2
6 MONMOUTH MEDI CAL CENTER 111304
300 SECOND AVENUE
LONG BRANCH NJ 07740
WAV RW BH. COM
X | X X| X X 2
7 MONMOUTH MED CTR - SOUTHERN CAMPUS 11502
600 RI VER AVENUE
LAKEWWOOD NJ 08701
WAV RN BH. ORG
X1 X X 2
8 NEWARK BETH | SRAEL MEDI CAL CENTER 10709
201 LYONS AVENUE
NEVWARK NJ 07112 ORGAN TRANS. CENTER,
WAV RN BH. ORG PSYCH ATRIC UNIT,
X | X X| X X| X OUTPATI ENT CLI NI CS 2
9 ROBERT WOOD JOHNSON UNI VERSI TY HOSP. 11202
ONE ROBERT WOOD JOHNSON PLACE
NEW BRUNSW CK NJ 08901
WAV RN BH. ORG
X | X X| X X 2
10 RW UNI VERSI TY HOSPI TAL SOMERSET 111802
110 REHI LL AVENUE
SOMVERVI LLE NJ 08876
WAV RN BH. ORG
X1 X X X 2
JSA Schedule H (Form 990) 2022
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Schedule H (Form 990) 2022 RW BARNABAS HEALTH, INC. - SUBORDI NATES 85- 1296795 Page 3
Facility Information

Section A. Hospital Facilities S22 |812|3| 3
(list in order of size, from largest to smallest - see instructions) | 3 | 3 g g Sl18|R|g
How many hospital facilities did the organization operate during § ;_) & § § % § .
the tax year? é % § § § § ?
Name, address, primary website address, and state license ) i % 5 § <
number (and if a group return, the name and EIN of the 2 % Facility
subordinate hospital organization that operates the hospital % reporting
facility): B Other (describe) group
1 RAJ UNI VERSI TY HOSPI TAL HAM LTON 111101
ONE HAM LTON HEALTH PLACE
HAM LTON NJ 08690
WAV RW BH. ORG
X1 X X 2
2 RW UNI VERSI TY HOSPI TAL RAHVWAY 12006
865 STONE STREET
RAHVWAY NJ 07065
WAV RW BH. ORG
X1 X X 2
3 SAI NT BARNABAS BEHAVI ORAL HEALTH 21501
1691 ROUTE 9
TOVB RI VER NJ 08754
WAV RW BH. ORG
X 2
4 TRINITAS REG ONAL MED CTR- W LLI AVSON 12007
225 W LLI AMSON STREET
ELI ZABETH NJ 07202
WAV RW BH. ORG
X1 X X X 3
5 TRINITAS REG ONAL MED CTR - NEW PO NT [12007
655 E JERSEY STREET
ELI ZABETH NJ 07206 BEHAVI ORAL HEALTH &
WAV RW BH. ORG LONG- TERM CARE
X X X 3
6
7
8
9
10
%E’?Z% 1,000 Schedule H (Form 990) 2022
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Schedule H (Form 990) 2022 R\ BARNABAS HEALTH, | NC. - SUBORDI NATES 85-1296795 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:  PSE&G CSH ( FACI LI TY REPORT GROUP A)

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? . . . . . . . . . . . . . . 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," skiptoline 12 , . . . . . . . .. .. .« . ... 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 l Primary and chronic disease needs and other health issues of uninsured persons, low-income persons,
and minority groups
g The process for identifying and prioritizihng 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 In conducting its mostrecent CHNA, did the hospital facility take into account input from persons who represent
the broad interests of the community served by the hospital facility, including those with special knowledge of or
expertise in public health? If "Yes," describe in Section C how the hospital facility took into account input from
persons who represent the community, and identify the persons the hospital facility consulted , . . . . ... .. 5 X
6a Was the hospital facility's CHNA conducted with one or more other hospital facilities? If "Yes," list the other
hospital facilities in SectionC . . . . . . . o v o i i 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 organizationsin SectionC . . . . . . . & v i i i i i i i s s e e e e e s e e e 6b | X
7 Did the hospital facility make its CHNA report widely available tothe public? . . . . . . . .. .. ..o 000 7 X
If "Yes," indicate how the CHNA report was made widely available (check all that apply):
a Hospital facility's website (list url): WAV RW BH. ORG
b - Other website (list url):
c Made a paper copy available for public inspection without charge at the hospital facility
d Other (describe in Section C)
8 Did the hospital facility adopt an implementation strategy to meet the significant community health needs
identified through its most recently conducted CHNA? If "No," skiptoline11. . . . . . . . . . oo v o v oo v n 8 X
9 Indicate the tax year the hospital facility last adopted an implementation strategy: 20&
10 Is the hospital facility's most recently adopted implementation strategy posted on a website? . . . . . . ... .. 10 X
a If "Yes," (list url):
b If "No," is the hospital facility's most recently adopted implementation strategy attached to this return? ., , . . . . 10b| X
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 501(r)(3)? « + « v & v v v i i e e e e e e e e e e e e e e e e e 12a X
If "Yes" to line 12a, did the organization file Form 4720 to report the section 4959 excisetax? . . . . . . .. .. 12b
If "Yes" to line 12b, what is the total amount of section 4959 excise tax the organization reported on Form
4720 for all of its hospital facilities? $
S 87 1.000 Schedule H (Form 990) 2022
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Schedule H (Form 990) 2022 R\ BARNABAS HEALTH, | NC. - SUBORDI NATES 85-1296795 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:  RWIBH ( FACI LI TY REPORTI NG GROUP B)

Line number of hospital facility, or line numbers of hospital
facilities in a facility reporting group (from Part V, Section A): 213

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? . . . . . . . . . . . . . . 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," skiptoline 12 , . . . . . . . .. .. .« . ... 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 l Primary and chronic disease needs and other health issues of uninsured persons, low-income persons,
and minority groups
g The process for identifying and prioritizihng 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 In conducting 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 v v o o v i e e e e e e e e e e e e e e e e e 6a
b Was the hospital facility's CHNA conducted with one or more organizations other than hospital facilities? If "Yes,"
list the other organizationsin SectionC . . . . . . . & v i i i i i i i s s e e e e e s e e e 6b
7 Did the hospital facility make its CHNA report widely available tothe public? . . . . . . . .. .. ..o 000 7 X
If "Yes," indicate how the CHNA report was made widely available (check all that apply):
a Hospital facility's website (list url): WAV RW BH. ORG
b - Other website (list url):
c Made a paper copy available for public inspection without charge at the hospital facility
d Other (describe in Section C)
8 Did the hospital facility adopt an implementation strategy to meet the significant community health needs
identified through its most recently conducted CHNA? If "No," skiptoline11. . . . . . . . . . oo v o v oo v n 8 X
9 Indicate the tax year the hospital facility last adopted an implementation strategy: 20&
10 Is the hospital facility's most recently adopted implementation strategy posted on a website? . . . . . . ... .. 10 X
a If "Yes," (list url):
b If "No," is the hospital facility's most recently adopted implementation strategy attached to this return? ., , . . . . 10b| X
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 501(r)(3)? « + « v & v v v i i e e e e e e e e e e e e e e e e e 12a X
If "Yes" to line 12a, did the organization file Form 4720 to report the section 4959 excisetax? . . . . . . .. .. 12b
If "Yes" to line 12b, what is the total amount of section 4959 excise tax the organization reported on Form
4720 for all of its hospital facilities? $
S 87 1.000 Schedule H (Form 990) 2022
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Schedule H (Form 990) 2022 R\ BARNABAS HEALTH, | NC. - SUBORDI NATES 85-1296795 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:  RWIBH ( FACI LI TY REPORTI NG GROUP Q)

Line number of hospital facility, or line numbers of hospital
facilities in a facility reporting group (from Part V, Section A): 145

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? . . . . . . . . . . . . . . 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," skiptoline 12 , . . . . . . . .. .. .« . ... 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 l Primary and chronic disease needs and other health issues of uninsured persons, low-income persons,
and minority groups
g The process for identifying and prioritizihng 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 In conducting 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 v v o o v i e e e e e e e e e e e e e e e e e 6a
b Was the hospital facility's CHNA conducted with one or more organizations other than hospital facilities? If "Yes,"
list the other organizationsin SectionC . . . . . . . & v i i i i i i i s s e e e e e s e e e 6b
7 Did the hospital facility make its CHNA report widely available tothe public? . . . . . . . .. .. ..o 000 7 X
If "Yes," indicate how the CHNA report was made widely available (check all that apply):
a Hospital facility's website (list url): WAV RW BH. ORG
b - Other website (list url):
c Made a paper copy available for public inspection without charge at the hospital facility
d Other (describe in Section C)
8 Did the hospital facility adopt an implementation strategy to meet the significant community health needs
identified through its most recently conducted CHNA? If "No," skiptoline11. . . . . . . . . . oo v o v oo v n 8 X
9 Indicate the tax year the hospital facility last adopted an implementation strategy: 20&
10 Is the hospital facility's most recently adopted implementation strategy posted on a website? . . . . . . ... .. 10 X
a If "Yes," (list url):
b If "No," is the hospital facility's most recently adopted implementation strategy attached to this return? ., , . . . . 10b| X
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 501(r)(3)? « + « v & v v v i i e e e e e e e e e e e e e e e e e 12a X
If "Yes" to line 12a, did the organization file Form 4720 to report the section 4959 excisetax? . . . . . . .. .. 12b
If "Yes" to line 12b, what is the total amount of section 4959 excise tax the organization reported on Form
4720 for all of its hospital facilities? $
S 87 1.000 Schedule H (Form 990) 2022
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Schedule H (Form 990)2022 RWW] BARNABAS HEALTH, | NC. - SUBORDI NATES 85-1296795  Page5
Facility Information (continued)
Financial Assistance Policy (FAP)
Name of hospital facility or letter of facility reporting group:  PSE&G CSH ( FACI LI TY REPORT 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 400.0000 %
___and FPG family income limit for eligibility for discounted care of _500. 0000 o,
b || Income level other than FPG (describe in Section C)
c || Assetlevel
d [ | Medicalindigency
e l 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? . . . . . . . . .. ... o oo 0oL 14 | X
15 Explained the method for applying for financial assistance? . . . . .. .. . ... . it oo 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):

a The FAP was widely available on a website (list url): WAV RWIBH. ORG

b The FAP application form was widely available on a website (list url): WAV RWI BH. ORG

c A plain language summary of the FAP was widely available on a website (list urI):V\Y/\YN RW BH. ORG

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

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

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

g 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

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

i 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

j |:| Other (describe in Section C)
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Schedule H (Form 990)2022 RWW] BARNABAS HEALTH, | NC. - SUBORDI NATES 85-1296795  Page5
Facility Information (continued)
Financial Assistance Policy (FAP)
Name of hospital facility or letter of facility reporting group:  RAWIBH ( FACI LI TY REPORTI NG 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 %
___and FPG family income limit for eligibility for discounted care of _500. 0000 o,
b || Income level other than FPG (describe in Section C)
c l Asset level
d | X| Medical indigency
e l Insurance status
f l Underinsurance status
g |1 Residency
h || Other (describe in Section C)
14 Explained the basis for calculating amounts charged to patients? . . . . . . . . .. ... o oo 0oL 14 | X
15 Explained the method for applying for financial assistance? . . . . .. .. . ... . it oo 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):

a The FAP was widely available on a website (list url): WAV RWIBH. ORG

b The FAP application form was widely available on a website (list url): WAV RWI BH. ORG

c A plain language summary of the FAP was widely available on a website (list urI):V\Y/\YN RW BH. ORG

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

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

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

g 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

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

i 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

j |:| Other (describe in Section C)
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Schedule H (Form 990)2022 RWW] BARNABAS HEALTH, | NC. - SUBORDI NATES 85-1296795  Page5
Facility Information (continued)
Financial Assistance Policy (FAP)
Name of hospital facility or letter of facility reporting group:  RAWJBH ( FACI LI TY REPORTI NG GROUP Q)
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 %
___and FPG family income limit for eligibility for discounted care of _300. 0000 o,
b || Income level other than FPG (describe in Section C)
c l Asset level
d | X| Medical indigency
e || Insurance status
f |1 Underinsurance status
g |1 Residency
h || Other (describe in Section C)
14 Explained the basis for calculating amounts charged to patients? . . . . . . . . .. ... o oo 0oL 14 | X
15 Explained the method for applying for financial assistance? . . . . .. .. . ... . it oo 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):

a The FAP was widely available on a website (list url): WAV RWIBH. ORG

b The FAP application form was widely available on a website (list url): WAV RWI BH. ORG

c A plain language summary of the FAP was widely available on a website (list urI):V\Y/\YN RW BH. ORG

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

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

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

g 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

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

i 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

j |:| Other (describe in Section C)
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Schedule H (Form 9902022 RW] BARNABAS HEALTH, | NC. - SUBORDI NATES 85- 1296795  Pageb
Facility Information (continued)
Billing and Collections

Name of hospital facility or letter of facility reporting group:  PSE&G CSH ( FACI LI TY REPORT 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 NONPAYMENE?. . . . L L . L\ ittt et e e et 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)

t [ 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 o 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 9902022 RW] BARNABAS HEALTH, | NC. - SUBORDI NATES 85- 1296795  Pageb
Facility Information (continued)
Billing and Collections

Name of hospital facility or letter of facility reporting group:  RWIBH ( FACI LI TY REPORTI NG 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 NONPAYMENE? . . . L L o . o i it s et 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)

t [ 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 o 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 9902022 RW] BARNABAS HEALTH, | NC. - SUBORDI NATES 85- 1296795  Pageb
Facility Information (continued)
Billing and Collections

Name of hospital facility or letter of facility reporting group:  RWIBH ( FACI LI TY REPORTI NG GROUP Q)

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? . . . L L o . o i it s et 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)

t [ 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 o 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 9902022 RW] BARNABAS HEALTH, | NC. - SUBORDI NATES 85- 1296795  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: PSE&G CSH ( FACI LI TY REPORT 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 v i i i i i i 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? . . . . . . . . . . . @i i i e e e . 24 X

If "Yes," explain in Section C.
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Schedule H (Form 9902022 RW] BARNABAS HEALTH, | NC. - SUBORDI NATES 85- 1296795  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: RW BH ( FACI LI TY REPORTI NG 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 v i i i i i i 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? . . . . . . . . . . . @i i i e e e . 24 X

If "Yes," explain in Section C.
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Schedule H (Form 9902022 RW] BARNABAS HEALTH, | NC. - SUBORDI NATES 85- 1296795  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: RW BH ( FACI LI TY REPORTI NG GROUP C)

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 v i i i i i i 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? . . . . . . . . . . . @i i i e e e . 24 X

If "Yes," explain in Section C.
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Schedule H (Form 990) 2022 RW BARNABAS HEALTH, | NC. - SUBORDI NATES 85- 1296795 Page 8
Facility Information (continued)

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

2, 3j, 5, 6a, 6b, 7d, 11, 13b, 13h, 15¢, 16j, 18e, 19e, 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.

SCHEDULE H, PART V, SECTION B, QUESTION 2

RWBH - FACI LI TY REPORTI NG GROUP C

EFFECTI VE JANUARY 1, 2022, TRI NI TAS REG ONAL MEDI CAL CENTER | S THE NEWEST
ADDI TION TO RWBH. THE ELI ZABETH, NEW JERSEY- BASED HOSPI TAL NETWORK OF
HEALTHCARE FACI LI TIES, HAS A SHARED M SSI ON AND HI STORY OF DELI VERI NG
HEALTHCARE TO URBAN AND UNDERSERVED COVMUNI TI ES. THROUGH A SERI ES OF
TRANSACTI ONS, RW BARNABAS HEALTH, | NC. BECAME THE SOLE MEMBER OF

TRI NI TAS REG ONAL MEDI CAL CENTER W TH THE GOALS OF ENSURI NG TRI NI TAS
REMAI NS THE TRUSTED SAFETY- NET PROVI DER IN THE REG ON; | MPROVI NG QUTCOVES
FOR DI VERSE PATI ENT POPULATI ONS; | NCREASI NG ACCESS TO AND ENHANCI NG
RWBARNABAS HEALTH S WORLD- CLASS RESEARCH AND ACADEM C EXPERTI SE;

ENHANCI NG THE ABI LITY TO ATTRACT, RETAIN AND TRAI N THE FI NEST HEALTHCARE
EXPERTS WTH A COVW TMENT TO COVMUNI TY AND M SSI ON- BASED PROGRAMS THAT
HELP SERVE LOCAL COVMUNI Tl ES, PARTI CULARLY THOSE | N NEED.

SCHEDULE H, PART V, SECTION B, QUESTI ON 3J

PSE&G CSH FACI LI TY REPORTI NG GROUP A

THE CHNA REVI EWVED SOCI AL DETERM NANTS OF HEALTH, HEALTH CARE UTI LI ZATI ON
TRENDS AS WELL AS A COVPREHENSI VE REVI EW OF SECONDARY DATA SOURCES FROM A
COUNTY AND SERVI CE AREA PERSPECTI VE WHERE AVAI LABLE. FACI LI TY- SPECI FI C
AND THE FACI LI TY' S SERVI CE AREA- SPECI FI C UTI LI ZATI ON. PRI ORI TI ES AND
METHODS WERE DESCRI BED. | MPACT WAS EXAM NED | N TRENDS OBSERVED FOR HEALTH
STATUS | NDI CATORS. THE ASSESSMENT | NCLUDED RESULTS FROM A QUALI TATI VE
SURVEY OF AREA RESI DENTS AND A FAM LY/ CAREG VER SURVEY ADAPTED FROM A

SI M LAR SURVEY CONDUCTED FOR THE CSH CHNA I N 2019 THAT FOCUSED ON:

ACCESSI Bl LI TY OF SERVI CES AND PROGRAMS FCOR CHI LDREN W TH SPECI AL HEALTH
CARE NEEDS AND THEI R FAM LI ES: CHALLENGES ACCESSI NG HEALTHCARE;
USEFULNESS OF DI FFERENT SERVI CES AND PROGRAMS; NEEDED SERVI CES AND
PROGRAMS; TELEHEALTH UTI LI ZATI ON; AND THE | MPACT OF COVI D-19. KEY

I NFORMANT | NTERVI EWs AND FOCUS GROUPS PROVI DED FURTHER DEPTH AND
UNDERSTANDI NG OF KEY | SSUES.

RWBH - FACI LI TY REPORTI NG GROUPS B AND C

THE CHNA REVI EWVED SOCI AL DETERM NANTS OF HEALTH, HEALTH CARE UTI LI ZATI ON
TRENDS AS WELL AS A COVPREHENSI VE REVI EW OF SECONDARY DATA SOURCES FROM A
COUNTY AND SERVI CE AREA PERSPECTI VE WHERE AVAI LABLE. FACI LI TY- SPECI FI C
AND THE FACI LI TY' S SERVI CE AREA- SPECI FI C UTI LI ZATION (E. G AVO DABLE OR
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Schedule H (Form 990) 2022 RW BARNABAS HEALTH, | NC. - SUBORDI NATES 85- 1296795 Page 8
Facility Information (continued)

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

2, 3j, 5, 6a, 6b, 7d, 11, 13b, 13h, 15¢, 16j, 18e, 19e, 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.

AVBULATORY CARE SENSI TI VE CONDI TI ON ADM SSI ONS AND ED VI SI TS, CANCER

DI AGNOSTI C STAGE) WERE EXAM NED. PRI ORI TI ES AND METHODS WERE DESCRI BED.

| MPACT WAS EXAM NED | N TRENDS OBSERVED FOR HEALTH STATUS | NDI CATORS. THE
ASSESSMENT | NCLUDED RESULTS FROM A QUALI TATI VE SURVEY OF AREA RESI DENTS
THAT ASKED ABOUT A MJLTI TUDE OF | SSUES | NCLUDI NG COVI D | MPACTS, TOP
HEALTH NEEDS AND BARRI ERS, BASI C HEALTH STATUS AND USE OF TELEHEALTH. KEY
I NFORMANT | NTERVI EWs AND FOCUS GROUPS PROVI DED FURTHER DEPTH AND
UNDERSTANDI NG OF KEY | SSUES.

SCHEDULE H, PART V, SECTION B, QUESTION 5

PSE&G CSH FACI LI TY REPORTI NG GROUP A

A COWPREHENSI VE RESI DENT SURVEY WAS SUPPLEMENTED W TH A PARENT/ CAREGQ VER
SURVEY TO PROVI DE PRI MARY DATA AND COMMUNI TY | NPUT FOR THE CHNA. THE CHNA
WAS FURTHER | NFORMED BY A LOCAL OVERSI GAT COWM TTEE THAT | NCLUDED

COMMUNI TY STAKEHOLDERS AND | NDI VI DUALS W TH PUBLI C HEALTH EXPERTI SE. THE
OVERS| GHT COWM TTEE REVI EVED SURVEY RESULTS, FOCUS GROUP FI NDI NGS AND
OVER 100 SECONDARY DATA AND HEALTH STATUS | NDI CATORS. WTH THI S

EVI DENCE- | NFORVED FOUNDATI ON, THE COWM TTEE | DENTI FI ED AND PRI ORI Tl ZE

SI GNI FI CANT HEALTH NEEDS. DETAI LS | NCLUDI NG COMW TTEE MEMBERS, DATA,

FI NDI NGS AND THE PROCESS ARE CONTAI NED | N THE CHNA.

RWBH - FACI LI TY REPORTI NG GROUPS B AND C

A COVPREHENSI VE RESI DENT SURVEY WAS CONDUCTED TO PROVI DE PRI MARY DATA AND
COMMUNI TY | NPUT FOR THE CHNA. THE CHNA WAS FURTHER | NFORMED BY A LOCAL
OVERS| GHT COWM TTEE THAT | NCLUDED COMMUNI TY STAKEHCLDERS AND | NDI VI DUALS
W TH PUBLI C HEALTH EXPERTI SE. THE OVERSI GHT COW TTEE REVI EVED SURVEY
RESULTS, FOCUS GROUP FI NDI NGS AND OVER 100 SECONDARY DATA AND HEALTH
STATUS | NDI CATORS. W TH THI S EVI DENCE- | NFORVED FOUNDATI ON, THE COWM TTEE

| DENTI FI ED AND PRI ORI TI ZE SI GNI FI CANT HEALTH NEEDS. DETAI LS | NCLUDI NG
COW TTEE MEMBERS, DATA, FI NDI NGS AND THE PROCESS ARE CONTAI NED I N THE
CHNA.

SCHEDULE H, PART V, SECTION B, QUESTI ONS 6A & 6B

PSE&G CSH FACI LI TY REPORTI NG GROUP A

VH LE THE HOSPI TAL HAD I TS OMN CHNA, THE HOSPI TAL PARTI Cl PATES IN A
SYSTEMN DE COMMUNI TY HEALTH NEEDS STEERI NG COW TTEE FOR ALL MEMBER
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Schedule H (Form 990) 2022 RW BARNABAS HEALTH, | NC. - SUBORDI NATES 85- 1296795 Page 8
Facility Information (continued)

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

2, 3j, 5, 6a, 6b, 7d, 11, 13b, 13h, 15¢, 16j, 18e, 19e, 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.

HOSPI TALS. STRATEG ES AND BEST PRACTI CES ARE | DENTI FI ED AND SHARED AS
VELL AS PROGRAM SUPPORT. THE HOSPI TAL CONDUCTED | TS CHNA HAD LOCAL

OVERSI GHT COWM TTEE TO REVI EW THE HEALTH DATA AND ASSI ST | N NEED

PRI ORI TI ZATI ON. COWM TTEE PARTI Cl PANTS HAD LOCAL COVMUNI TY VOLUNTEERS AND
OTHERS. THE ASSESSMENT WAS FURTHER | NFORMED W TH DI RECT | NPUT FROM
COVMMUNI TY MEMBERS THROUGH A COVPREHENSI VE SURVEY.

RWBH - FACI LI TY REPORTI NG GROUPS B AND C

VH LE THE HOSPI TAL HAD I TS OMN CHNA, THE HOSPI TAL PARTI Cl PATES IN A
SYSTEMN DE COMMUNI TY HEALTH NEEDS STEERI NG COW TTEE FOR ALL MEMBER
HOSPI TALS. STRATEG ES AND BEST PRACTI CES ARE | DENTI FI ED AND SHARED AS
VELL AS PROGRAM SUPPORT. THE HOSPI TAL CONDUCTED | TS CHNA W TH A LOCAL
OVERSI GHT COWM TTEE TO REVI EW THE HEALTH DATA AND ASSI ST | N NEED

PRI ORI TI ZATI ON. THE COWM TTEE PARTI Cl PANTS HAD LOCAL STAKEHOLDERS

| NCLUDI NG LOCAL HEALTH AND HUMAN SERVI CES, CHURCH LEADERSHI P, SENI OR
SERVI CES, AND OTHERS. THE ASSESSMENT WAS FURTHER | NFORMED W TH DI RECT
I NPUT FROM COMMUNI TY MEMBERS THROUGH FOCUS GROUPS, KEY | NFORMANT

| NTERVI EW6 AND A COVPREHENSI VE RESI DENT SURVEY.

VH LE THE COVMUNI TY MEDI CAL CENTER HAD | TS OWN CHNA, THE HOSPI TAL

PARTI Cl PATED I N THE CHNA DEVELCOPMENT AND REVI EW OF COMMUNI TY NEEDS W TH
| TS AFFI LI ATE, SAI NT BARNABAS BEHAVI ORAL HEALTH CENTER INC. D/ B/ A
BARNABAS HEALTH BEHAVI ORAL HEALTH CENTER, A FREESTANDI NG PSYCH ATRI C
HOSPI TAL LOCATED I N THE SAME MUNI Cl PALI TY. | N ADDI TI ON, MONMOUTH MEDI CAL
CENTER AND MONMOUTH MEDI CAL CENTER SOUTHERN CAMPUS ALSO COLLABORATED I N
THE CHNA. FURTHER, THE HOSPI TAL AND | TS AFFI LI ATES PARTI Cl PATE IN A
SYSTEMN DE COMMUNI TY HEALTH NEEDS STEERI NG COW TTEE FOR ALL MEMBER
HOSPI TALS. STRATEG ES AND BEST PRACTI CES ARE | DENTI FI ED AND SHARED AS
VELL AS PROGRAM SUPPORT. THE HOSPI TAL CONDUCTED | TS CHNA W TH A LOCAL
OVERSI GHT COWM TTEE TO REVI EW THE HEALTH DATA AND ASSI ST | N NEED

PRI ORI TI ZATI ON. THE COWM TTEE HAD PARTI CI PATI ON OF LOCAL MJUNI CI PAL AND
COUNTY LEADERSHI P, FAI TH LEADERSHI P, FQHC AND COVMUNI TY- BASED PROVI DERS,
EDUCATI ON REPRESENTATI VES AND PUBLI C HEALTH OFFI CERS. THE ASSESSMENT WAS
FURTHER | NFORVED W TH DI RECT | NPUT FROM COMMUNI TY MEMBERS THROUGH FOCUS
GROUPS, KEY | NFORMANT | NTERVI EAN6 AND A COVPREHENSI VE RESI DENT SURVEY.

ROBERT WOOD JOHNSON UNI VERSI TY HOSPI TAL - NEW BRUNSW CK CONDUCTED THE
CHNA | N COLLABCRATI ON W TH ST. PETER S HOSPI TAL, ALSO LOCATED I N NEW
BRUNSW CK. THE HOSPI TALS CONDUCTED | TS CHNA W TH A LOCAL OVERSI GHT

COW TTEE TO REVI EW THE HEALTH DATA AND ASSI ST I N NEED PRI ORI Tl ZATI ON.
COW TTEE PARTI Cl PANTS HAD LOCAL STAKEHOLDERS | NCLUDI NG YMCA, RUTGERS
MEDI CAL SCHOCL, PUERTO RI CAN ACTI ON BOARD, NEW AMERI CANS PROGRAM OF NEW
JERSEY, OFFICE OF AG NG LOCAL HEALTH CENTERS, LI BRARY, NAM, HEALTH AND
HUMAN SERVI CES, COMMUNI TY VOLUNTEERS AND OTHERS. THE ASSESSMENT WAS
FURTHER | NFORVED W TH DI RECT | NPUT FROM COMMUNI TY MEMBERS THROUGH FOCUS
GROUPS, KEY | NFORMANT | NTERVI EN6 AND A COVPREHENSI VE RESI DENT SURVEY.
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Schedule H (Form 990) 2022 RW BARNABAS HEALTH, | NC. - SUBORDI NATES 85- 1296795 Page 8
Facility Information (continued)

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

2, 3j, 5, 6a, 6b, 7d, 11, 13b, 13h, 15¢, 16j, 18e, 19e, 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.

VH LE THE HOSPI TAL HAD I TS SHARED CHNA, | T ALSO PARTI Cl PATES I N A
SYSTEMN DE COMMUNI TY HEALTH NEEDS STEERI NG COW TTEE FOR ALL MEMBER
HOSPI TALS. STRATEG ES AND BEST PRACTI CES ARE | DENTI FI ED AND SHARED AS
VELL AS PROGRAM SUPPORT.

ROBERT WOOD JOHNSON UNI VERSI TY HOSPI TAL - SOVERSET CONDUCTED THE CHNA | N
PARTNERSHI P W TH THE HEALTHI ER SOVERSET COALI TI ON, A BROAD REPRESENTATI VE
STAKEHOLDER GROUP OF NEARLY 50 ORGANI ZATI ONS THAT | NCLUDED HEALTH
DEPARTMENT LEADERS, HOSPI TAL REPRESENTATI VES, AND COVMUNI TY- BASED

ORGANI ZATI ON LEADERS. THE HOSPI TAL USED THE COALI TI ON AS I TS CHNA

OVERSI GHT COWM TTEE TO REVI EW THE HEALTH DATA AND ASSI ST | N NEED

PRI ORI TI ZATI ON. COWM TTEE MEMBERSH P | NCLUDED YMCA, LOCAL MJUNI CI PAL
HEALTH, FEDERALLY QUALI FI ED HEALTH CENTERS, LOCAL EDUCATI ON, LOCAL MENTAL
HEALTH, COVMUNI TY PROVI DERS AND OTHERS. THE ASSESSMENT WAS FURTHER

| NFORVED W TH DI RECT | NPUT FROM COVMUNI TY MEMBERS THROUGH A COVPREHENSI VE
SURVEY. WHI LE THE HOSPI TAL HAD | TS SHARED CHNA, | T ALSO PARTI Cl PATES IN A
SYSTEMN DE COMMUNI TY HEALTH NEEDS STEERI NG COW TTEE FOR ALL MEMBER

HOSPI TALS. STRATEG ES AND BEST PRACTI CES ARE | DENTI FI ED AND SHARED AS
VELL AS PROGRAM SUPPORT.

THE ROBERT WOOD JOHNSON UNI VERSI TY HOSPI TAL AT HAM LTON CHNA WAS
CONDUCTED W TH THE GREATER MERCER PUBLI C HEALTH PARTNERSHI P ( GVPHP) WHI CH
'S A COLLABORATI ON OF HOSPI TALS, HEALTH DEPARTMENTS, AND OTHER

NOT- FOR- PROFI T ORGANI ZATI ONS. THE GWHP M SSION | S TO MEASURABLY | MPROVE
THE HEALTH OF RESI DENTS OF THE GREATER MERCER COUNTY COMMUNI TY. CORE
MEMBERS OF THE GWPHP | NCLUDE THE HEALTH DEPARTMENTS, THE MERCER COUNTY
DEPARTMENT OF HUMAN SERVI CES, AND THE HEALTH CARE | NSTI TUTI ONS OF CAPI TAL
HEALTH, ROBERT WOOD JOHNSON UNI VERSI TY HOSPI TAL- HAM LTON, ST. FRANCI S
MEDI CAL CENTER, AND ST. LAWRENCE REHABI LI TATI ON CENTER. THE HOSPI TAL USED
THE COALI TION AS | TS CHNA OVERSI GHT COW TTEE TO REVI EW THE HEALTH DATA
AND ASSI ST I N NEED PRI ORI Tl ZATI ON. WHI LE THE HOSPI TAL HAD | TS SHARED
CHNA, | T ALSO PARTI CI PATES I N A SYSTEMA DE COVWUNI TY HEALTH NEEDS

STEERI NG COMW TTEE FOR ALL MEMBER HOSPI TALS. STRATEG ES AND BEST

PRACTI CES ARE | DENTI FI ED AND SHARED AS VWELL AS PROGRAM SUPPORT. THE
ASSESSMENT WAS FURTHER | NFORMVED W TH DI RECT | NPUT FROM COVMUNI TY MEMBERS
THROUGH A COVPREHENSI VE SURVEY.

ROBERT WOOD JOHNSON UNI VERSI TY HOSPI TAL RAHWAY COLLABORATED WTH I TS
HOSPI TAL AFFI LI ATE, TRI NI TAS REG ONAL MEDI CAL CENTER, ALSO LOCATED I N
UNI ON COUNTY I N THE DEVELOPMENT OF A JO NT CHNA. THE HOSPI TAL ALSO
PARTI Cl PATES IN A SYSTEMAY DE COVWMUNI TY HEALTH NEEDS STEERI NG COWM TTEE
FOR ALL MEMBER HOSPI TALS. STRATEG ES AND BEST PRACTI CES ARE | DENTI FI ED
AND SHARED AS WELL AS PROGRAM SUPPORT. THE HOSPI TAL CONDUCTED | TS LOCAL
CHNA WTH A LOCAL OVERSI GHT COW TTEE TO REVI EW THE HEALTH DATA AND
ASSI ST | N NEED PRI ORI Tl ZATI ON. COVM TTEE PARTI Cl PANTS | NCLUDED

FAl TH- BASED LEADERSHI P, THE YMCA, NATI ONAL ALLI ANCE ON MENTAL HEALTH,
LOCAL MUNI Cl PAL LOCAL HEALTH AND HUMAN SERVI CES, COVMUNI TY VOLUNTEERS AND
OTHERS. THE ASSESSMENT WAS FURTHER | NFORMED W TH DI RECT | NPUT FROM
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Schedule H (Form 990) 2022 RW BARNABAS HEALTH, | NC. - SUBORDI NATES 85- 1296795 Page 8
Facility Information (continued)

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

2, 3j, 5, 6a, 6b, 7d, 11, 13b, 13h, 15¢, 16j, 18e, 19e, 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.

COVMMUNI TY MEMBERS THROUGH FOCUS GROUPS, KEY STAKEHOLDER | NTERVI EW6 AND A
COVPREHENSI VE RESI DENT SURVEY.

SCHEDULE H, PART V, SECTION B, QUESTIONS 7A, 7B & 7D

PSE&G CSH FACI LI TY REPORTI NG GROUP A

THE ORGANI ZATION |'S AN AFFI LI ATE W THI N RW BARNABAS HEALTH ("RWBH'); A
TAX- EXEMPT | NTEGRATED HEALTHCARE DELI VERY SYSTEM DUE TO CHARACTER

LI M TATI ONS, THE WEBSI TE LI STED I N SCHEDULE H, PART V, SECTION B,
QUESTION 7A, IS THE HOVE PAGE FOR THE SYSTEM

THE ORGANI ZATI ON'S CHNA CAN BE ACCESSED AT THE FOLLOW NG PAGE | NCLUDED | N
THE SYSTEM S VEBSI TE:

HTTPS: / / WAV RW BH. ORG WHY- RW BARNABAS- HEALTH- / COMMUNI TY- HEALTH- NEEDS- ASSES
SMENT/

THE CHNA WAS SHARED W TH KEY STAKEHOLDERS AND SYSTEM PARTNERS.

THE CHNA WAS SHARED AT A COALI TI ON MEETI NG AND W TH OTHER EXTERNAL
MEETI NGS.

RWBH - FACI LI TY REPORTI NG GROUPS B AND C

THE WEBSI TE LI STED I N SCHEDULE H, PART V, SECTION B, QUESTION 7A, IS THE
HOVE PAGE FOR THE ORGANI ZATI ON. THE ORGANI ZATI ON S CHNA CAN BE ACCESSED
AT THE FOLLOW NG URL | NCLUDED WTHI N I TS WEBSI TE:

HTTPS: / / WAV RW BH. ORG WHY- RW BARNABAS- HEALTH- / COMMUNI TY- HEALTH- NEEDS- ASSES
SMENT/

I N ADDI TI ON, ROBERT WOOD JOHNSON UNI VERSI TY HOSPI TAL - NEW BRUNSW CK' S
CHNA CAN BE ACCESSED AT THE FOLLOW NG URL:

HTTPS: / / WAV HEALTH ERM DDLESEX. COM DOCUMENT/ 2022- COWUNI TY- HEALTH- NEEDS- AS
SESSMENT

THE CHNA WAS SHARED W TH KEY STAKEHOLDERS AND SYSTEM PARTNERS.
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Schedule H (Form 990) 2022 RW BARNABAS HEALTH, | NC. - SUBORDI NATES 85- 1296795 Page 8
Facility Information (continued)

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

2, 3j, 5, 6a, 6b, 7d, 11, 13b, 13h, 15¢, 16j, 18e, 19e, 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.

SCHEDULE H, PART V, SECTION B, QUESTION 8

PSE&G CSH FACI LI TY REPORTI NG GROUP A

THE FACILITY, WTH LI M TED RESOURCES, PRI ORI TI ZED HEALTH NEEDS THAT WERE
| DENTI FI ED I N THE ASSESSMENT AND DEVELOPED STRATEG ES TO ADDRESS AND
COLLABCRATE | N STRATEGY EXECUTI ON. PRI ORI TI ES WERE DEVELOPED W TH | NPUT
FROM KEY STAKEHOLDERS.

RWBH - FACI LI TY REPORTI NG GROUPS B AND C

THE FACILITY, WTH LI M TED RESOURCES, PRI ORI TI ZED HEALTH NEEDS THAT WERE
| DENTI FI ED I N THE ASSESSMENT AND DEVELOPED STRATEG ES TO ADDRESS AND
COLLABCRATE | N STRATEGY EXECUTI ON. PRI ORI TI ES WERE DEVELOPED W TH | NPUT
FROM KEY STAKEHOLDERS.

SCHEDULE H, PART V, SECTION B, QUESTION 10

PSE&G CSH FACI LI TY REPORTI NG GROUP A

THE FOLLOW NG ORGANI ZATI ON' S | MPLEMENTATI ON STRATEGY ARE ATTACHED TO THI S
RETURN:

CHI LDREN S SPECI ALI ZED HOSPI TAL

RWBH - FACI LI TY REPORTI NG GROUPS B AND C

THE FOLLOW NG ORGANI ZATI ON' S | MPLEMENTATI ON STRATEGY CAN BE ACCESSED AT
THE FOLLOW NG PAGE | NCLUDED I N THE SYSTEM S WEBSI TE:

ROBERT WOOD JOHNSON UNI VERSI TY HOSPI TAL - SOVERSET:

HTTPS: / / WAV HEALTHI ERSOMVERSET. ORG WP- CONTENT/ UPLOADS/ 2022/ 02/ 2022- 2024- SOM
ERSET- COUNTY- CHI P- REPORT_11. 30. 21. PDF

THE FOLLOW NG ORGANI ZATI ON' S | MPLEMENTATI ON STRATEGY ARE ATTACHED TO THI S
RETURN:

CLARA MAASS MEDI CAL CENTER, COVMUNI TY MEDI CAL CENTER; COOPERVAN BARNABAS
MEDI CAL CENTER; JERSEY CI TY MEDI CAL CENTER, MONMOUTH MEDI CAL CENTER;
MONMOUTH MEDI CAL CENTER - SOUTHERN CAMPUS; NEWARK BETH | SRAEL MEDI CAL
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Schedule H (Form 990) 2022 RW BARNABAS HEALTH, | NC. - SUBORDI NATES 85- 1296795 Page 8
Facility Information (continued)

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

2, 3j, 5, 6a, 6b, 7d, 11, 13b, 13h, 15¢, 16j, 18e, 19e, 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.

CENTER; ROBERT WOOD JOHNSON UNI VERSI TY HOSPI TAL - NEW BRUNSW CK; ROBERT
WOOD JOHNSON UNI VERSI TY HOSPI TAL RAHWAY; SAI NT BARNABAS BEHAVI CRAL HEALTH
CENTER AND TRI NI TAS REG ONAL MEDI CAL CENTER.

SCHEDULE H, PART V, SECTION B, QUESTION 11

PSE&G CSH FACI LI TY REPORTI NG GROUP A

AS DI SCUSSED ABOVE, THE FACI LI TY CONDUCTED A COVPREHENSI VE ASSESSMENT AND
A MYRI AD OF HEALTH NEEDS WERE | DENTI FI ED. d VEN LI M TED RESOURCES, NEEDS
VERE PRI ORI TI ZED W TH CONSI DERATI ON OF SERVI CE ARRAY OFFERED BY THE
FACILITY AND ABILITY TO HAVE AN | MPACT EI THER AS A HOSPI TAL OR I N
CCOLLABCORATI ON W TH COVMUNI TY PARTNERS. THE | MPROVEMENT PLAN | S

MJULTI FACETED AND THE HOSPI TAL W LL BE WORKI NG TO ADDRESS BEHAVI ORAL AND
MENTAL HEALTH NEEDS, TRANSI TI ONAL SERVI CES AND ENHANCED ACCESS. SOME
SPECI FI C ACTI ONS | NCLUDE | NCREASI NG MENTAL HEALTH SERVI CES AND | NVESTI NG
I N CAPACI TY TO EXPAND ACCESS, CREATI NG AN EMPLOYEE READI NESS PROGRAM AND
I MPROVI NG SERVI CE ACCESS PO NTS AMONGST OTHER | NI TI ATI VES.

RWBH - FACI LI TY REPORTI NG GROUPS B AND C

AS DI SCUSSED ABOVE, THE FACI LI TY CONDUCTED A COVPREHENSI VE ASSESSMENT AND
A MYRI AD OF HEALTH NEEDS WERE | DENTI FI ED. d VEN LI M TED RESOURCES, NEEDS
VERE PRI ORI TI ZED W TH CONSI DERATI ON OF SERVI CE ARRAY OFFERED BY THE
FACILITY AND ABILITY TO HAVE AN | MPACT EI THER AS A HOSPI TAL OR I N
CCOLLABCRATI ON W TH COVMUNI TY PARTNERS. THE | MPROVEMENT PLAN | S

MJULTI FACETED AND THE HOSPI TAL W LL BE WORKI NG TO ADDRESS BEHAVI ORAL AND
MENTAL HEALTH NEEDS, TRANSI TI ONAL SERVI CES AND ENHANCED ACCESS. SOME
SPECI FI C ACTI ONS | NCLUDE | NCREASI NG MENTAL HEALTH SERVI CES AND | NVESTI NG
I N CAPACI TY TO EXPAND ACCESS, CREATI NG AN EMPLOYEE READI NESS PROGRAM AND
I MPROVI NG SERVI CE ACCESS PO NTS AMONGST OTHER | NI TI ATI VES.

SCHEDULE H, PART V, SECTION B, QUESTION 16

PSE&G CSH FACI LI TY REPORTI NG GROUP A

THE ORGANI ZATION IS AN AFFI LI ATE W THI N RW BARNABAS HEALTH ("RWBH'); A
TAX- EXEMPT | NTEGRATED HEALTHCARE DELI VERY SYSTEM DUE TO CHARACTER

LI M TATI ONS, THE WEBSI TE LI STED I N PART V, SECTION B, QUESTIONS 16A, 16B
AND 16C, | S THE HOME PACGE FOR THE SYSTEM
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Schedule H (Form 990) 2022 RW BARNABAS HEALTH, | NC. - SUBORDI NATES 85- 1296795 Page 8
Facility Information (continued)

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

2, 3j, 5, 6a, 6b, 7d, 11, 13b, 13h, 15¢, 16j, 18e, 19e, 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 ORGANI ZATI ON' S FI NANCI AL ASSI STANCE PCLI CY, FI NANCI AL ASSI STANCE
APPLI CATI ON AND PLAI N LANGUAGE SUMVARY CAN BE ACCESSED AT THE FOLLOW NG
URL'S WHI CH ARE | NCLUDED I N THE SYSTEM S WEBSI TE:

HTTPS: / / WAV RW BH. ORG CHI LDRENS- SPECI ALI ZED- HOSPI TAL/ PATI ENTS- VI SI TORS/ BI L
LI NG FI NANCI AL- AND- | NSURANCE- | NFORVATI OV

RWBH - FAC LI TY REPORTI NG GROUP B

THE ORGANI ZATI ON' S FI NANCI AL ASSI STANCE PCLI CY, FI NANCI AL ASSI STANCE
APPLI CATI ON AND PLAI N LANGUAGE SUMVARY CAN BE ACCESSED AT THE FCOLLOW NG
URL'S WHI CH ARE | NCLUDED I N THE SYSTEM S WEBSI TE:

HTTPS: / / WAV RW BH. ORG BI LLI NG FI NANCI AL- RESOURCES/

RWBH - FACI LI TY REPORTI NG GROUP C

THE ORGANI ZATI ON' S FI NANCI AL ASSI STANCE PCLI CY, FI NANCI AL ASSI STANCE
APPL| CATI ON AND PLAI N LANGUAGE SUMVARY CAN BE ACCESSED AT THE FOLLOW NG
URL'S WHI CH ARE | NCLUDED I N THE SYSTEM S WEBSI TE:

HTTPS: / / WAV RW)BH. ORG/ DOCUVENTS/ TRI NI TAS/ FAP- ENGLI SH- VERSI ON- MARCH- 2022. PD
F
HTTPS: / / WAV RW) BH. ORG/ DOCUVENTS/ TRI NI TAS/ FI NANCI AL- ASSI STANCE- APPLI CATI ON-
20220711112134611. PDF
HTTPS: / / WAV RW)BH. ORG/ DOCUVENTS/ TRI NI TAS/ FAP- ENGLI SH- VERSI ON- MARCH- 2022. PD
F
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Schedule H (Form 990) 2022 RW BARNABAS HEALTH, | NC. - SUBORDI NATES 85- 1296795 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? 133

Name and address Type of facility (describe)

1 CSH LTC & OUTPATI ENT CARE MOUNTAI NSI DE LONG- TERM CARE AND QUTPATI ENT
150 NEW PROVI DENCE ROAD CENTER
MOUNTAI NSI DE NJ 07092

2 CSH LTC & OUTPATI ENT CARE TOVS RI VER LONG- TERM CARE AND QUTPATI ENT
94 STEVENS RCAD CENTER
TOVB RI VER NJ 08755

3 CSH OUTPATI ENT CENTER AT HAM LTON QUTPATI ENT CENTER
3575 QUAKERBRI DGE ROAD
HAM LTON NJ 08619

4 CSH EARLY | NTERVENTI ON TOVS RI VER EARLY | NTERVENTI ON
316 WASHI NGTON STREET
TOVB RI VER NJ 08755

5 CSH OUTPATI ENT CENTER AT CLI FTON QUTPATI ENT CENTER
1135 BROAD STREET
CLI FTON NJ 07013

6 CSH OUTPATI ENT CENTER AT TOVS RI VER QUTPATI ENT CENTER
368 LAKEHURST ROAD
TOVB RI VER NJ 08755

7 CSH OUTPATI ENT CENTER AT NEWARK QUTPATI ENT CENTER
182 LYONS AVE
NEVWARK NJ 07112

g CSH OUTPATI ENT CENTER AT UNI ON QUTPATI ENT CENTER
2840 MORRI S AVENUE
UNI ON NJ 07083

g CSH OUTPATI ENT CENTER AT EGG HARBOR QUTPATI ENT CENTER
6106 BLACK HORSE PI KE
EGG HARBOR TOWNSHI P NJ 08234

10 CSH QUTPATI ENT CENTER AT NEW BRUNSW CK QUTPATI ENT CENTER
10 PLUM STREET, 6TH FLOOR
NEW BRUNSW CK NJ 08901
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Schedule H (Form 990) 2022 RW BARNABAS HEALTH, | NC. - SUBORDI NATES 85- 1296795 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 CSH OUTPATI ENT CENTER AT FANWOOD QUTPATI ENT CENTER
313 SOUTH AVENUE
FANWOOD NJ 07023

2 CSH OUTPATI ENT CENTER AT WARREN QUTPATI ENT CENTER
266 KI NG GEORGE ROAD
WARREN NJ 07059

3 CSH OUTPATI ENT CENTER AT WEST ORANGE QUTPATI ENT CENTER
375 MOUNT PLEASANT AVE, STE 201
VEST ORANGE NJ 07052

4 CSH OUTPATI ENT CENTER SOVERSET QUTPATI ENT CENTER
888 EASTON AVENUE
SOVERSET NJ 08873

5 CSH OUTPATI ENT CENTER AT BAYONNE QUTPATI ENT CENTER
815 BROADWAY AVENUE
BAYONNE NJ 07002

6 CSH OUTPATI ENT CENTER AT JERSEY CI TY QUTPATI ENT CENTER
1825 JOHN F. KENNEDY BOULEVARD
JERSEY CI TY NJ 07305

7 CSH OUTPATI ENT CENTER AT EAST BRUNSW CK QUTPATI ENT CENTER
629 CRANBURY RCAD
EAST BRUNSW CK NJ 08816

g CVMC TRANSI TI ONAL CARE UNI T LONG TERM CARE SUB- ACUTE
ONE CLARA MAASS DRI VE FACI LI TY
BELLEVI LLE NJ 07109

9 CMC TRANSI TI ONAL CARE UNI' T LONG TERM CARE SUB- ACUTE
99 H GHWAY 37 WEST FACI LI TY
TOVB RI VER NJ 08755

10 ACC - PHYSI CAL THERAPY PHYSI CAL THERAPY
200 SOUTH ORANGE AVE
LI VI NGSTON NJ 07039
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Schedule H (Form 990) 2022 RW BARNABAS HEALTH, | NC. - SUBORDI NATES 85- 1296795 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 NJ CARDI OLOGY ASSOC. - CARDI AC | MAG NG CARDI AC | MAG NG
375 MOUNT PLEASANT AVE, STE 201
VEST ORANGE NJ 07052

2 CONSULTANTS I N CARDI OLOGY - CARDI AC | MAG CARDI AC | MAG NG
741 NORTHFI ELD AVENUE
VEST ORANGE NJ 07052

3 NUCLEAR | MAG NG - DR LENCHUR CARDI AC | MAG NG
776 E 3RD AVENUE
ROSELLE NJ 07203

4 ACC - REFRACTI VE/ LASI K VI SI ON REFRACTI VE/ LASI K VI SI ON
200 SOUTH ORANGE AVE
LI VI NGSTON NJ 07039

5 ACC - VASCULAR LAB VASCULAR LAB
200 SOUTH ORANGE AVE
LI VI NGSTON NJ 07039

6 ACC - ECHOCARDI OGRAPHY ECHOCARDI OGRAPHY
200 SOUTH ORANGE AVE
LI VI NGSTON NJ 07039

7 CARDI AC REHAB CARDI AC REHAB
375 MI. PLEASANT AVENUE, STE 301
VEST ORANGE NJ 07052

g OUTREACH PATHOLOGY - SKILLED NURSI NG PHLEBOTOMY STATI ON
1155 PLEASANT VALLEY WAY
VEST ORANGE NJ 07052

9 SUW T CARDI OLOGY | MAG NG PRACTI CE CARDI AC | MAG NG
1 SPRI NGFI ELD AVENUE
SUW T NJ 07901

10 ACC - HEARI NG HEARI NG
200 SOUTH ORANGE AVE, STE 221
LI VI NGSTON NJ 07039
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Schedule H (Form 990) 2022

RW_ BARNABAS HEALTH,

I NC. - SUBORDI NATES

85- 1296795 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 NEURO SCI ENCE | NSTI TUTE

200 SOUTH ORANGE AVE, STE 165

LI VI NGSTON NJ 07039

OP TESTI NG

2 ACC - PEDI ATRI C PHYSI CAL THERAPY

375 MI. PLEASANT AVENUE, STE 1A

VEEST ORANGE NJ 07052

PEDI ATRI C PHYSI CAL THERAPY

3 SPEECH THERAPY

101 OLD SHORT HI LLS ROAD, STE 201

VEEST ORANGE NJ 07052

SPEECH THERAPY

4 OUTREACH PHLEBOTOWY

200 SOUTH ORANGE AVENUE

LI VI NGSTON NJ 07039

PHLEBOTOMY STATI ON

5 PHYSI CAL THERAPY JCC

760 NORTHFI ELD AVE, STE 210

VEEST ORANGE NJ 07052

PHYSI CAL THERAPY

6 CENTER FOR DI ABETI C EDUCATI ON

200 SOUTH ORANGE AVE, STE 116

LI VI NGSTON NJ 07039

OUTPATI ENT

7 PHYSI CAL THERAPY M LBURN

120 M LBURN AVE, STE 206

M LBURN NJ 07041

PHYSI CAL THERAPY

8 OUTREACH PATHOLOGY - ATKI NS KENT

101 OLD SHORT HI LLS ROAD

VEEST ORANGE NJ 07052

PHLEBOTOMY STATI ON

9 SLEEP LAB - M LLBURN

96 M LLBURN AVENUE

M LLBURN NJ 07041

SLEEP LAB

10 OUTREACH PATHOLOGY - NJCA

375 MOUNT PLEASANT AVENUE

VEEST ORANGE NJ 07052

PHLEBOTOMY STATI ON
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Schedule H (Form 990) 2022 RW BARNABAS HEALTH, | NC. - SUBORDI NATES 85- 1296795 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 ACC - CELI AC PROGRAM CELI AC PROGRAM
200 SOUTH ORANGE AVE, STE 116
LI VI NGSTON NJ 07039

2 OUTREACH PATHOLOGY - SKILLED NURSI NG PHLEBOTOMY STATI ON
787 NORTHFI ELD AVENUE
VEST ORANGE NJ 07052

3 OUTREACH PATHOLOGY - CALDWELL PHLEBOTOMY STATI ON
382 BLOOWFI ELD AVENUE
CALDWELL NJ 07006

4 OUTREACH PATHOLOGY - SKILLED NURSI NG PHLEBOTOMY STATI ON
311 S. LI VI NGSTON AVENUE
LI VI NGSTON NJ 07039

5 OUTREACH PATHOLOGY - REHAB CENTER PHLEBOTOMY STATI ON
144 GALES DRI VE
NEW PROVI DENCE NJ 07974

6 OUTREACH PATHOLOGY - SKILLED NURSI NG PHLEBOTOMY STATI ON
560 BERKELEY AVENUE
ORANGE NJ 07050

7 OUTREACH PATHOLOGY - ROSELAND PHLEBOTOMY STATI ON
189 EAGLE ROCK AVENUE
ROSELAND NJ 07068

g OUTREACH PATHOLOGY - SKILLED NURSI NG PHLEBOTOMY STATI ON
68 PASSAI C AVENUE
LI VI NGSTON NJ 07039

9 OUTREACH PATHOLOGY - SUBACUTE PHLEBOTOMY STATI ON
348 EAST CEDAR STREET
LI VI NGSTON NJ 07039

10 OUTREACH PATHOLOGY - SKILLED NURSI NG PHLEBOTOMY STATI ON
369 E. MOUNT PLEASANT AVENUE
LI VI NGSTON NJ 07039
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Schedule H (Form 990) 2022 RW BARNABAS HEALTH, | NC. - SUBORDI NATES 85- 1296795 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 OUTREACH PATHOLOGY - SKI LLED NURSI NG PHLEBOTOMY STATI ON
35 COTTACGE STREET
BERKLEY HEI GHTS NJ 07922

2 OUTREACH PATHOLOGY - SKILLED NURSI NG PHLEBOTOMY STATI ON
20 SUW T STREET
VEST ORANGE NJ 07052

3 OUTREACH PATHOLOGY - SKILLED NURSI NG PHLEBOTOMY STATI ON
101 VH PPANY ROAD
WHI PPANY NJ 07981

4 OUTREACH PATHOLOGY - REHAB CENTER PHLEBOTOMY STATI ON
51 MADI SON AVENUE
MADI SON NJ 07940

5 OUTREACH PATHOLOGY - SUBACUTE PHLEBOTOMY STATI ON
118 PARSONAGE ROAD
EDI SON NJ 08837

6 OUTREACH PATHOLOGY - SKILLED NURSI NG PHLEBOTOMY STATI ON
200 MAZDABROOK ROAD
PARSI PPANY NJ 07054

7 ACC - MORAHAN CENTER/ HEALTH & WVELLNESS MORAHAN CENTER
200 SOUTH ORANGE AVE
LI VI NGSTON NJ 07039

g OUTREACH PATHOLOGY - SUBACUTE PHLEBOTOMY STATI ON
59 BI RCH STREET
PATERSON NJ 07522

9 OUTREACH PATHOLOGY - SKILLED NURSI NG PHLEBOTOMY STATI ON
25 FI FTH AVENUE
HASKEL L NJ 07420

10 OUTREACH PATHOLOGY - SUBACUTE PHLEBOTOMY STATI ON
1400 WOODLANDS AVE.
PLAI NFI ELD NJ 07060
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Schedule H (Form 990) 2022 RW BARNABAS HEALTH, | NC. - SUBORDI NATES 85- 1296795 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 OUTREACH PATHOLOGY - SURGE CENTER PHLEBOTOMY STATI ON
187 M LBURN AVE
M LBURN NJ 07041

2 OUTREACH PATHOLOGY - SUBACUTE PHLEBOTOMY STATI ON
204 GROVE AVE.
CEDAR GROVE NJ 07009

3 OUTREACH PATHOLOGY - SUBACUTE PHLEBOTOMY STATI ON
536 RI DGE ROAD
CEDAR GROVE NJ 07009

4 CORPCORATE CARE CORPCRATE CARE
101 OLD SHORT HI LLS ROAD, SUI TE 415
VEST ORANGE NJ 07052

5 RW BARNABAS HEALTH AT BAYONNE SATELLI TE EMERGENCY DEPARTMENT
319 BROADWAY AT 24TH STREET
BAYONNE NJ 07002

s JCMC AMBULATORY CARE FACILITY QUTPATI ENT PSYCH CLI NI C AND
395 GRAND STREET QUTPATI ENT REHABI LI TATI ON
JERSEY CI TY NJ 07302

7 JCMC AMBULATORY CARE FACILITY AMBULATORY CARE
377 JERSEY AVENUE
JERSEY CI TY NJ 07302

g JCMC RADI ATI ON ONCOLOGY RADI ATI ON ONCOLOGY
631 GRAND STREET
JERSEY CI TY NJ 07303

9 LI BERTY HEALTH | MAG NG CENTER I MAG NG CENTER
377 SKI NNER MEMORI AL DRI VE
JERSEY CI TY NJ 07302

10 JCMC WOMEN S HEALTH CENTER AMBULATORY CARE
116 NEWARK AVENUE
JERSEY CI TY NJ 07302
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Schedule H (Form 990) 2022 RW BARNABAS HEALTH,

I NC. - SUBORDI NATES

85- 1296795 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 CARDI AC DI AGNCSTI C CENTER AT JERSEY CI TY

120 FRANKLI N STREET

JERSEY QI TY NJ

07302

CARDI AC DI AGNOSTI C

2 JCMC OUTPATI ENT | NFUSI ON CENTER

414 GRAND STREET, SU TES 9-13

JERSEY QI TY NJ

07302

OUTPATI ENT | NFUSI ON

3 CENTER FOR SLEEP DI SORDERS AT JCMC

333 GRAND STREET

JERSEY QO TY NJ

07302

AVBULATORY CARE

4 JERSEY CITY FAM LY HEALTH CENTER

412 SUW T AVENUE

AVBULATORY CARE

JERSEY CITY NJ 07302
5 JCMC AT GREENVILLE QOUTPATI ENT CLI NI CS
1825 KENNEDY BOULEVARD
JERSEY CITY NJ 07302
6 JCMC SPECI ALTY CARE CENTER SPECI ALTY CARE
253 MONMOUTH STREET
JERSEY CITY NJ 07302
7 JERSEY CI TY MEDI CAL CENTER RESI DENTI AL PSYCHI ATRI C
9 NUNDA AVENUE SERVI CES
JERSEY CITY NJ 07302
s MONMOUTH MEDI CAL CENTER I NFUSI ON AND LAB BLOOD
100 STATE H GHWAY 36 DRAW
VEST LONG BRANCH NJ 07764
9 MONMOUTH MEDI CAL CENTER MAMMOGRAPHY SCREENI NG
310 ROUTE 34
COLTS NECK NJ 07722
10 MONMOUTH MEDI CAL CENTER LAB SERVI CES AND RADI OLOGY
1910 H G-WMAY 35 SERVI CES
QAKHURST NJ 07755
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Schedule H (Form 990) 2022 RW BARNABAS HEALTH, | NC. - SUBORDI NATES 85- 1296795 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 MONMOUTH MEDI CAL CENTER EARLY | NTERVENTI ON SUPPORT
3301 HI GAWAY 66, BLDG B, 1ST FLOOR SERVI CES ( PSYCHI ATRI C)
NEPTUNE NJ 07753

2 MONMOUTH MEDI CAL CENTER MAMVOGRAPHY SCREENI NG
4013 ROUTE 9 NORTH, SU TE 2A
HOWEL L NJ 07731

3 MONMOUTH MEDI CAL CENTER - POLLAK CLIN C QUTPATI ENT PSYCHI ATRI C
75 NORTH BATH AVENUE SERVI CES
LONG BRANCH NJ 07740

4 NBI MC SPECI ALTY PHYS PRACTI CE BAYONNE HOSPI TAL BASED, OFF- SI TE
16 EAST 29TH STREET AMBULATORY CARE FACILITY
BAYONNE NJ 07002

5 NBI MC SPECI ALTY SERVI CES AT EDI SON HOSPI TAL BASED OFF- SI TE
102 JAMES STREET AMBULATORY CARE FACILITY
EDI SON NJ 08820

6 RWIUH - NEW BRUNSW CK QOUTPATI ENT ONCOLOGY AND
195 LITTLE ALBANY STREET LAB SERVI CES
NEW BRUNSW CK NJ 08901

7 RWUH - SOVERSET ONCOLOGY SERVI CES
30 REHI LL AVENUE
SOMVERVI LLE NJ 08876

s RWIUH - NEW BRUNSW CK PROTON BEAM & LAB SERVI CES
141 FRENCH STREET
NEW BRUNSW CK NJ 08901

9 RWIUH - SOVERSET OUTPATI ENT WOUND CARE
110 REHI LL AVENUE
SOMVERVI LLE NJ 08876

10 RWIUH - NEW BRUNSW CK GAMVA
10 PLUM STREET, 1ST FLOOR
NEW BRUNSW CK NJ 08901
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Schedule H (Form 990) 2022 RW BARNABAS HEALTH, | NC. - SUBORDI NATES
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)

85- 1296795 Page 9

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

Name and address

Type of facility (describe)

1 RWUH - NEW BRUNSW CK

48 FRENCH STREET

NEW BRUNSW CK

NJ 08901

OUTPATI ENT WOUND CARE

2 RWUH - SOVERSET

743 ALEXANDER ROAD, SUI TE 2

PRI NCETON

NJ 08540

PHYSI CAL THERAPY

3 RWUH - SOVERSET

331 U S H GHWAY 206, 2ND FLOCOR

HI LLSBOROUGH

NJ 08844

SLEEP TESTI NG

4 RWUH - SOVERSET

TD BANK BALLPARK, 1 PATRI OTS PARK

BRI DGEWATER

NJ 08807

OUTPATI ENT PHYSI CAL THERAPY &
VEELLNESS TRAI NI NG

5 RWUH - SOVERSET

1 JILL COURT, BLDG 16, SU TE

20

HI LLSBOROUGH NJ

08844

PHYSI CAL THERAPY

6 RWUH - NEW BRUNSW CK

10 PLUM STREET, 8TH FLOOR

NEW BRUNSW CK NJ

08901

OUTPATI ENT SPEECH & AUDI OLOGY

7 RWJUH - NEW BRUNSW CK

100 KI RKPATRI CK STREET

NEW BRUNSW CK NJ

08901

OUTPATI ENT PHYSI CAL THERAPY &
OUTPATI ENT OCCUPATI ONAL

s RWUH - SOVERSET

110 REHI LL AVENUE

SOMERVI LLE NJ

08876

OUTPATI ENT PHYSI CAL THERAPY

9 RWUH - NEW BRUNSW CK

593 CRANBURY RCAD

EAST BRUNSW CK NJ

08816

OUTPATI ENT PHYSI CAL THERAPY &
CARDI AC REHAB

10 RAJUH - NEW BRUNSW CK

1044 U. S. H GHWAY 9

PARLI N NJ

08859

OUTPATI ENT PHYSI CAL THERAPY
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Schedule H (Form 990) 2022 RW BARNABAS HEALTH, | NC. - SUBORDI NATES 85- 1296795 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 RWIUH - NEW BRUNSW CK OCCUPATI ONAL HEALTH
10 PLUM STREET, 8TH FLOOR
NEW BRUNSW CK NJ 08901

2 RWIUH - SOVERSET QUTPATI ENT CARDI AC REHAB
110 REHI LL AVENUE
SOMVERVI LLE NJ 08876

3 RWUH - SOVERSET QUTPATI ENT PHYSI CAL THERAPY
295 STATE H GHWAY 31/202
FLEM NGTON NJ 08822

4 RNWJUH - SOVERSET OUTPATI ENT OCCUPATI ONAL
110 REHI LL AVENUE THERAPY
SOMVERVI LLE NJ 08876

5 RWIUH - NEW BRUNSW CK QUTPATI ENT CARDI AC REHAB &
111 UNION VALLEY ROAD, SU TE 201A PHYSI CAL THERAPY
MONRCE NJ 08831

6 RWIUH - SOVERSET QUTPATI ENT SPEECH THERAPY
110 REHI LL AVENUE
SOMVERVI LLE NJ 08876

7 RWIUH - NEW BRUNSW CK QUTPATI ENT AUDI OLOGY & LAB
18 CENTRE DRI VE SERVI CES
MONRCE NJ 08831

s RWIUH - NEW BRUNSW CK QUTPATI ENT AUDI OLOGY
14 WOODWARD DRI VE, SU TE 1A
CLD BRI DGE NJ 08857

9 RWIUH - NEW BRUNSW CK LAB SERVI CES
10 PLUM STREET, 3RD FLOOR
NEW BRUNSW CK NJ 08901

10 RWIUH - NEW BRUNSW CK EMPLOYEE HEALTH SERVI CES
181 SOVERSET STREET
NEW BRUNSW CK NJ 08901
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Schedule H (Form 990) 2022 RW BARNABAS HEALTH, | NC. - SUBORDI NATES 85- 1296795 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 RWIUH - NEW BRUNSW CK LAB SERVI CES
12 STULTS ROAD, SUI TE 122
DAYTON NJ 08810
2 RWIUH - NEW BRUNSW CK LAB SERVI CES
557 CRANBURY RCOAD, SUI TE 22B
EAST BRUNSW CK NJ 08816
3 RWIUH - NEW BRUNSW CK LAB SERVI CES
317 CGECRCE STREET, SUTE 101
NEW BRUNSW CK NJ 08901
4 RWJUH - NEW BRUNSW CK LAB SERVI CES
125 PATERSON STREET
NEW BRUNSW CK NJ 08901
5 RWIUH - NEW BRUNSW CK LAB SERVI CES
331 ROUTE 206, SU TE 2C
Hl LL SBOROUGH NJ 08844
6 RWIUHH CANCER | NSTI TUTE NEW JERSEY ONCOLOGY SERVI CES
2525 KLOCKNER ROAD
HAM LTON NJ 08690
7 RWUHH CENTER FOR HEALTH & WELLNESS REHAB. , COMMUNI TY EDUCATI ON &
3100 QUAKERBRI DGE ROAD FI TNESS CENTER
HAM LTON NJ 08619
s RWUHH REHAB AT DELAWARE VALLEY PT REHABI LI TATI ON FACI LI TY
123 FRANKLI N CORNER ROAD
LAVWRENCEVI LLE NJ 08648
9 RWUHH REHAB AT LAWRENCEVI LLE REHABI LI TATI ON FACI LI TY
4152 QUAKERBRI DGE RCAD
LAVWRENCEVI LLE NJ 08648
10 RWUHH SLEEP CARE CENTER SLEEP CENTER
1 UNI ON STREET
ROBBI NSVI LLE NJ 08691
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Schedule H (Form 990) 2022

RW_ BARNABAS HEALTH,

I NC. - SUBORDI NATES

85- 1296795 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

RWUHH DI AGNOSTI C CENTER AT COLUMBUS

1 SHEFFI ELD DRI VE

MANSFI ELD TOMANSHI P NJ 08691

DI AGNOSTI C FACI LI TY

RWUHH BALANCE AND HEARI NG CENTER

2 HAM LTON HEALTH PLACE

ENT & REHABI LI TATI ON

HAM LTON NJ 08690

3 RWUHH AT EW NG REHABI LI TATI ON FACI LI TY
1440 LOWER FERRY ROAD
EW NG NJ 08618

RWUHH OCCUPATI ONAL HEALTH

2 HAM LTON HEALTH PLACE

HAM LTON NJ 08690

OCCUPATI ONAL FACI LI TY

RWUH RAHWAY FI TNESS & WELLNESS CENTER

2120 LAMBERTS M LL ROAD

SCOTCH PLAI NS NJ 07076

PHYSI CAL THERAPY

RWUH RAHWAY FI TNESS & WELLNESS CENTER

60 COCKE AVENUE

CARTERET NJ 07008

PHYSI CAL THERAPY

LI NDEN DI ALYSI S CENTER

10 N WOOD AVENUE

L1 NDEN NJ 07036

DI ALYSI S CENTER

TRINITAS M CU

1164 ELI ZABETH AVENUE

ELI ZABETH NJ 07201

MOBI LE CARE UNI T

WOMEN S/ PEDI ATRI C HEALTH CENTER

65 JEFFERSON AVENUE

ELI ZABETH NJ 07201

CLI NI CS/ FAM LY MEDI Cl NE

10

TRINI TAS REG MED CTR SCHOOL OF NURSI NG

UNI ON COUNTY COLLEGE 12 W JERSEY STREET

ELI ZABETH NJ 07202

SCHOOL OF NURSI NG
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Schedule H (Form 990) 2022 RW BARNABAS HEALTH, | NC. - SUBORDI NATES 85- 1296795 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 VWOMEN, | NFANTS & CHI LDREN NUTRI TI ON NUTRI TI ONAL COUNSELI NG

40 PARKER RCAD
ELI ZABETH NJ 07208

2 TRINITAS SLEEP CENTER- HOVEWOOD SUI TES SLEEP DI SORDER DI AGNCSI S
2 JACKSO N DRI VE
CRANFORD NJ 07016

3 TRINITAS RED MED CTR CRANFCRD DI ALYSI S DI ALYSI S CARE
205 BI RCHWOOD AVE.
CRANFORD NJ 07016

10
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Schedule H (Form 990) 2022 RW BARNABAS HEALTH, | NC. - SUBORDI NATES 85- 1296795 Page 10

=E1g@VIl Supplemental Information

Provide the following information.

1

Required descriptions. Provide the descriptions required for Part |, 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.

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

I N ADDI TION TO THE NET COVMMUNI TY BENEFI T COSTS | NCURRED BY THE

ORGANI ZATI ON AS REPCRTED I N SCHEDULE H, PART |, LINE 7, PLEASE REFER TO

SCHEDULE O OF THI'S FORM 990 FOR THE ORGAN ZATI ON' S NARRATI VE COVWUNI TY

BENEFI T STATEMENT FOR ADDI TI ONAL | NFORVATI ON ON HOW THE ORGANI ZATI ON

PROMOTES HEALTH AND PROVI DES HEALTHCARE SERVI CES TO THE COVMMUNI TY

REGARDLESS OF AN | NDI VIDUAL'S ABI LI TY TO PAY I N FURTHERANCE OF I TS

CHARI TABLE TAX- EXEMPT PURPOSES.

SCHEDULE H, PART |, LINE 3C

RWBH - FAC LI TY REPORTI NG GROUP B

THE | NCOVE BASED CRI TERIA USED TO DETERM NE ELIG BILITY | S PER NEW JERSEY

ADM NI STRATI VE CODE 10:52 SUB CHAPTERS 11, 12 AND 13, AND BASED UPON THE

2022 POVERTY GUI DELI NES ( DEPARTMENT OF HEALTH AND SENI OR SERVI CES) .
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Schedule H (Form 990) 2022 RW BARNABAS HEALTH, | NC. - SUBORDI NATES 85- 1296795 Page 10

=E1g@VIl Supplemental Information

Provide the following information.

1

Required descriptions. Provide the descriptions required for Part |, 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.

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

organization, files a community benefit report.

FEDERAL POVERTY GUI DELI NES ARE | NCLUDED IN THE CRI TERI A FOR DETERM NI NG

ELIG BILITY FOR CHARI TY AND DI SCOUNTED CARE.

SCHEDULE H, PART |; QUESTI ON 6A

NOT APPLI CABLE.

SCHEDULE H, PART I, QUESTION 7

WORKSHEETS 2 AND 3 WERE USED TO CALCULATE THE COST TO CHARGE RATI O FOR

FI NANCI AL ASSI STANCE AND UNREI MBURSED MEDI CAI D. ALL OTHER COSTS WERE

El THER OBTAI NED FROM THE HOSPI TAL' S COST ACCOUNTI NG, COST REPORTI NG OR

GENERAL LEDCER SYSTEMS.
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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 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 |, QUESTION 7B

CERTAI N HOSPI TAL ORGANI ZATI ONS | NCLUDED I N THI S CONSOLI DATED GROUP FORM
990 PARTNERED W TH ESSEX, HUDSON, MERCER AND M DDLESEX COUNTI ES AND THE
STATE OF NEW JERSEY THROUGH A PROVI DER ASSESSMENT MECHANI SM TO MAKE THE
STATE OF NEW JERSEY MEDI CAl D PROGRAM HEALTHI ER FOR ALL. THE PROGRAM

| NCREASES FI NANCI AL RESOURCES PROVI DED TO HOSPI TAL USI NG THE STATE OF NEW
JERSEY' S MEDI CAl D PROGRAM AND CERTAI N FEDERAL MATCHI NG FUNDS I N ORDER TO
BETTER SERVE THE NEEDS I N THE COVMUNI TY. THE ADDI TI ONAL FUNDS RECEI VED
FROM THE PROGRAM DURI NG 2022 TOTALED APPROXI MATELY $259M AND ARE | NCLUDED
IN SCHEDULE H, PART |; LINE 7B; DI RECT OFFSETTI NG MEDI CAl D REVENUE. THE
ASSOCI ATED COUNTY OPTI ON EXPENSES ASSOCI ATED W TH THE PROGRAM DURI NG 2022
TOTALED APPROXI MATELY $82M AND ARE | NCLUDED | N SCHEDULE H, PART I|; LINE
7B; MEDI CAI D TOTAL COVMUNI TY BENEFI T EXPENSE. | N ADDI Tl ON, VARI QUS

HOSPI TAL ORGANI ZATI ONS | NCLUDED I N THI S CONSCOLI DATED GROUP FORM 990

RECEI VED QUALITY | MPROVEMENT PROCRAM - NEW JERSEY ("Q P-NJ") FUNDI NG TO
SUPPORT CONTI NUED POPULATI ON HEALTH | MPROVEMENT ACROSS NEW JERSEY. THE

ADDI TI ONAL FUNDS RECEI VED FROM Q P-NJ PROGRAM DURI NG 2022 TOTALED
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=E1g@VIl Supplemental Information

Provide the following information.

1

Required descriptions. Provide the descriptions required for Part |, 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.

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

APPROXI MATELY $47M AND ARE | NCLUDED | N SCHEDULE H, PART I|; LINE 7B;

DI RECT OFFSETTI NG MEDI CAI D REVENUE. | F THE HOSPI TAL ORGANI ZATI ONS

| NCLUDED IN THI S CONSCLI DATED GROUP FORM 990 DI D NOT RECEI VE THESE

ADDI TI ONAL FUNDS, THE NET COMMUNI TY BENEFI T EXPENSE REPORTED ON SCHEDULE

H!

PART |; LINE 7K WOULD BE $909, 738,216 AND THE NET COVMUNI TY BENEFI T

PERCENTACGE REPORTED ON SCHEDULE H, PART I; LINE K WOULD BE 13. 75%

SCHEDULE H, PART |, QUESTION 7G

THE ORGANI ZATI ON HAS | NCLUDED W THI N SUBSI DI ZED HEALTH SERVI CES VARI QUS

SERVI CES BECAUSE | T MEETS AN | DENTI FI ED COVWUNI TY NEED. A SERVI CE MEETS

AN | DENTI FI ED COVMUNI TY NEED BECAUSE I T WAS | DENTI FIED IN ONE OF | TS MOST

RECENT CHNA' S OR | DENTI FI ED THROUGH OTHER MEANS AND THE ORGANI ZATI ON

REASONABLY FEELS THAT | F THE ORGANI ZATI ON NO LONGER OFFERED THE SERVI CE:

(1) THE SERVI CE WOULD BE UNAVAI LABLE I N THE COWUNI TY; (2) THE

COMMUNI TY' S CAPACI TY TO PROVI DE THE SERVI CE WOULD BE BELOW THE

COMMUNI TY' S NEED; OR (3) THE SERVI CE WOULD BECOME THE RESPONSI BI LI TY COF

GOVERNMENT OR ANOTHER TAX- EXEMPT ORGANI ZATI ON.  SUBSI DI ZED HEALTH SERVI CES

JSA
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=E1g@VIl Supplemental Information

Provide the following information.

1

Required descriptions. Provide the descriptions required for Part |, 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.

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

organization, files a community benefit report.

| NCLUDE FUNDI NG TO SUPPORT CERTAI N PROFESSI ONAL PHYSI CI AN SERVI CES AND

VARI QUS OTHER HOSPI TAL AND HEALTHCARE SYSTEM PROGRAMS | N ACCORDANCE W TH

THE ABOVE CRI TERIA. I N ADDI TI ON, NO COSTS RELATI NG TO SuBSI DI ZED

HEALTHCARE SERVI CES ARE ATTRI BUTABLE TO ANY PHYSI Cl AN CLI NI CS.

SCHEDULE H, PART 11

COVMMUNI TY BUI LDI NG ACTI VI TI ES UNDERTAKEN BY THE FACI LI TY | MPROVE THE

MEDI CAL AND SOCI OECONOM C VELL- BEI NG OF THE COVMUNI TIES I N OUR CARE. THI S

I S ACCOWPLI SHED THROUGH A W DE ARRAY OF ACTI VI TI ES AND SERVI CES,

I NCLUDI NG BUT NOT LIMTED, TO

SERVI CE ON STATE AND REG ONAL ADVOCACY COVM TTEES AND BOARDS,
VOLUNTEERI SM W TH LOCAL COVMUNI TY- BASED NON- PROFI T ADVOCACY GROUPS,

PARTI Cl PATI ON | N CONFERENCES AND OTHER EDUCATI ONAL ACTI VI TIES TO

PROMOTE UNDERSTANDI NG OF THE CAUSES AND TREATMENT OF HEALTH CONCERNS,

THE PROVI SI ON OF EDUCATI ONAL NMATERI ALS AND SPONSORI NG HEALTH EDUCATI ON

SEM NARS AND OQUTREACH SESSI ONS FOR | TS PATI ENTS AND FOR COMMUNI TY

JSA
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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 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.

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 DERS [ PRESENTATI ONS ARE OFTEN PROVI DED BY PHYSI CI ANS, NURSES AND

OTHER HEALTHCARE PROFESSI ONALS],

PARTI CI PATION I N COMUNI TY HEALTH FAI RS,

SERVI NG ON THE BOARDS OF MANY LOCAL NOT FOR- PROFI T ORGANI ZATI ONS AND

PROVI DE OTHER FORM5S OF SUPPORT ( FUNDRAI SI NG ACTI VI TY PARTI Cl PATI ON), AND

PROFESSI ONAL EDUCATI ON.

PLEASE ALSO REFER TO FORM 990, SCHEDULE O, WH CH CONTAI NS THE

ORGANI ZATI ON' S COVMUNI TY BENEFI T STATEMENT AND OUR RESPONSE TO SCHEDULE

H!

PART VI, QUESTION 6 SUMVARY OF ALL ENTI TI ES WHI CH COVPRI SE RW BARNABAS

HEALTH, A TAX- EXEMPT | NTEGRATED HEALTHCARE DELI VERY SYSTEM

JSA
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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 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, SECTION A, QUESTION 1

HEALTHCARE FI NANCI AL MANAGEMENT ASSOCI ATI ON STATEMENT NO. 15 (" STATEMENT
15") PROVI DES GUI DELI NES FOR DI STI NGUI SHI NG CHARI TY CARE FROM BAD DEBT
EXPENSE. STATEMENT 15 REQUI RES THAT CHARI TY CARE | S NOT RECOGNI ZED AS
RECEI VABLE OR REVENUE I N THE FI NANCI AL STATEMENTS.  STATEMENT 15 FURTHER
EXPLAI NS THAT SELF- PAY PATI ENTS THAT DO HAVE A REASONABLE LI KELI HOCD OF
PAYMENT SHOULD BE REPORTED AS CHARI TY CARE AND NOT BAD DEBT EXPENSE. THE
HOSPI TAL GENERALLY FOLLOAS THE GUI DELI NES OUTLI NED | N STATEMENT 15. IN
ADDI TI ON, THE HOSPI TAL FOLLOAS THE STATE OF NEW JERSEY GUI DELI NES I N
DETERM NI NG CHARI TY CARE ELIG BILITY. I N CERTAIN I NSTANCES, IT IS

UNLI KELY THAT UNI NSURED PATI ENTS W LL PAY FOR THE SERVI CES RENDERED, BUT
THEY DO NOT QUALI FY FOR THE STATE' S CHARI TY CARE PROGRAM BECAUSE OF LACK
OF PATI ENT COOPERATI ON OR OTHER REASONS. THE HOSPI TAL PURSUES COLLECTI ON
OF THESE AMOUNTS AND UNPAI D BALANCES ARE REPORTED AS BAD DEBT EXPENSE.
UNDER STATEMENT 15, THESE AMOUNTS WOULD BE RECORDED AS CHARI TY CARE
RATHER THAN BAD DEBT EXPENSE AND THI S | S THE RATI ONALE FOR OUR RESPONSE:
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=E1g@VIl Supplemental Information

Provide the following information.

1 Required descriptions. Provide the descriptions required for Part |, 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 |11, SECTION A, QUESTIONS 2, 3 & 4

BAD DEBT EXPENSE WAS CALCULATED USI NG THE PROVI DERS' BAD DEBT EXPENSE

FROM I TS | NTERNAL FI NANCI AL STATEMENTS.

RW BARNABAS HEALTH ("RWBH') AND | TS AFFI LI ATES, | NCLUDI NG | TS HOSPI TALS

AND SUBSI DI ARI ES, PREPARE AND | SSUE AUDI TED CONSOLI DATED FI NANCI AL

STATEMENTS.

PLEASE REFER TO THE NET PATI ENT SERVI CE REVENUE SECTI ON W THI N FOOTNOTE 2

(PAGES 12 THROUGH 15) OF THE SYSTEM S CONSOLI DATED AUDI TED FI NANCI AL

STATEMENTS FOR ADDI TI ONAL | NFORMATI ON ON THI' S TOPI C AND THE REPORTI NG OF

THE SYSTEM S REVENUE RECOGNI Tl ON.
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=E1g@VIl Supplemental Information

Provide the following information.

1 Required descriptions. Provide the descriptions required for Part |, 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, SECTION B; QUESTION 8

MEDI CARE COSTS WERE DERI VED FROM THE 2022 MEDI CARE COST REPORT.

MEDI CARE UNDERPAYMENTS AND BAD DEBT ARE COVMMUNI TY BENEFI T AND ASSCClI ATED

COSTS ARE | NCLUDABLE ON THE FORM 990, SCHEDULE H, PART I.

THE ORGANI ZATI ON FEELS THAT MEDI CARE UNDERPAYMENTS ( SHORTFALL) AND BAD
DEBT ARE COVMUNI TY BENEFI T AND ASSOCI ATED COSTS ARE | NCLUDABLE ON THE
FORM 990, SCHEDULE H, PART I. AS QUTLI NED MORE FULLY BELOW THE

ORGANI ZATI ON BELI EVES THAT THESE SERVI CES AND RELATED COSTS PROMOTE THE
HEALTH OF THE COMUNI TY AS A WHOLE AND ARE RENDERED | N CONJUNCTI ON W TH
THE ORGAN ZATI ON' S CHARI TABLE TAX- EXEMPT PURPOSES AND M SSION | N

PROVI DI NG MEDI CALLY NECESSARY HEALTHCARE SERVI CES TO ALL I NDI VIDUAL'S I N
A NON- DI SCRI M NATORY MANNER W THOUT REGARD TO RACE, COLOR, CREED, SEX,
NATI ONAL ORIG N, RELI G ON OR ABILITY TO PAY AND CONSI STENT W TH THE
COMMUNI TY BENEFI T STANDARD PROMULGATED BY THE I RS. THE COVMUNI TY BENEFI T

STANDARD | S THE CURRENT STANDARD FOR A HOSPI TAL FOR RECOGNI TION AS A

JSA
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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 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.

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

TAX- EXEMPT AND CHARI TABLE ORGANI ZATI ON UNDER | NTERNAL REVENUE CODE

("IRC") 8501(QO)(3).

THE ORGANI ZATI ON | S RECOGNI ZED AS A TAX- EXEMPT ENTITY AND CHARI TABLE

ORGANI ZATI ON UNDER 8501(C) (3) OF THE I RC. ALTHOUCH THERE | S NO DEFI NI TI ON

IN THE TAX CODE FOR THE TERM " CHARI TABLE" A REGULATI ON PROMULGATED BY THE

DEPARTMENT COF THE TREASURY PROVI DES SOVE GUI DANCE AND STATES THAT "[ T] HE

TERM CHARI TABLE 1S USED I N 8501(C)(3) IN TS GENERALLY ACCEPTED LEGAL

SENSE, " AND PROVI DES EXAMPLES OF CHARI TABLE PURPGCSES, | NCLUDI NG THE

RELI EF OF THE POOR OR UNPRI VI LEGED, THE PROMOTI ON OF SOCI AL VELFARE; AND

THE ADVANCEMENT OF EDUCATI ON, RELIG ON, AND SCI ENCE. NOTE | T DOES NOT

EXPLI CI TLY ADDRESS THE ACTI VI TI ES OF HOSPI TALS. I N THE ABSENCE OF

EXPLI CI T STATUTORY OR REGULATORY REQUI REMENTS APPLYI NG THE TERM

"CHARI TABLE" TO HOSPI TALS, | T HAS BEEN LEFT TO THE I RS TO DETERM NE THE

CRI TERI A HOSPI TALS MUST MEET TO QUALIFY AS | RC 8501(C)(3) CHARI TABLE

ORGANI ZATI ONS. THE ORI G NAL STANDARD WAS KNOWN AS THE CHARI TY CARE

STANDARD. THI' S STANDARD WAS REPLACED BY THE I RS WTH THE COMMUNI TY

BENEFI T STANDARD VWHI CH | S THE CURRENT STANDARD.

JSA
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=E1g@VIl Supplemental Information

Provide the following information.

1

Required descriptions. Provide the descriptions required for Part |, 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.

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

organization, files a community benefit report.

CHARI TY CARE STANDARD

IN 1956, THE I RS | SSUED REVENUE RULI NG 56- 185, WH CH ADDRESSED THE

REQUI REMENTS HOSPI TALS NEEDED TO MEET | N ORDER TO QUALIFY FOR | RC

8§501(C) (3) STATUS. ONE OF THESE REQUI REMENTS | S KNOMN AS THE "CHARI TY

CARE STANDARD. " UNDER THE STANDARD, A HOSPI TAL HAD TO PROVI DE, TO THE

EXTENT OF I TS FI NANCI AL ABI LI TY, FREE OR REDUCED- COST CARE TO PATI ENTS

UNABLE TO PAY FOR I T. A HOSPI TAL THAT EXPECTED FULL PAYMENT DI D NOT,

ACCORDI NG TO THE RULI NG PROVI DE CHARI TY CARE BASED ON THE FACT THAT SOME

PATI ENTS ULTI MATELY FAILED TO PAY. THE RULI NG EMPHASI ZED THAT A LOW LEVEL

OF CHARITY CARE DI D NOT NECESSARI LY MEAN THAT A HOSPI TAL HAD FAI LED TO

MEET THE REQUI REMENT SI NCE THAT LEVEL COULD REFLECT | TS FI NANCI AL ABI LI TY

TO PROVI DE SUCH CARE. THE RULI NG ALSO NOTED THAT PUBLI CLY SUPPORTED

COVMMUNI TY HOSPI TALS WOULD NORMALLY QUALI FY AS CHARI TABLE ORGANI ZATI ONS

BECAUSE THEY SERVE THE ENTI RE COVMUNI TY, AND A LOW LEVEL OF CHARI TY CARE

WOULD NOT AFFECT A HOSPI TAL' S EXEMPT STATUS |F I T WAS DUE TO THE

SURROUNDI NG COVMWUNI TY' S LACK OF CHARI TABLE DEMANDS.
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=E1g@VIl Supplemental Information

Provide the following information.

1

Required descriptions. Provide the descriptions required for Part |, 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.

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

organization, files a community benefit report.

COVMMUNI TY BENEFI T STANDARD

IN 1969, THE I RS | SSUED REVENUE RULI NG 69-545, WHI CH "REMOVE[D]" FROM

REVENUE RULI NG 56- 185 "THE REQUI REMENTS RELATI NG TO CARI NG FOR PATI ENTS

W THOUT CHARGE OR AT RATES BELOW COST. " UNDER THE STANDARD DEVELOPED | N

REVENUE RULI NG 69-545, WHICH | S KNOWN AS THE "COMMUNI TY BENEFI T

STANDARD, " HOSPI TALS ARE JUDGED ON WHETHER THEY PROMOTE THE HEALTH OF A

BROAD CLASS OF | NDI VI DUALS I N THE COVMMUNI TY.

THE RULI NG | NVOLVED A HOSPI TAL THAT ONLY ADM TTED | NDI VI DUALS WHO COULD

PAY FOR THE SERVI CES (BY THEMSELVES, PRI VATE | NSURANCE, OR PUBLIC

PROGRAMS SUCH AS MEDI CARE), BUT OPERATED A FULL- TI ME EMERGENCY ROOM THAT

WAS OPEN TO EVERYONE. THE | RS RULED THAT THE HOSPI TAL QUALI FI ED AS A

CHARI TABLE ORGANI ZATI ON BECAUSE | T PROMOTED THE HEALTH OF PECPLE IN I TS

COMMUNI TY. THE | RS REASONED THAT BECAUSE THE PROMOTI ON OF HEALTH WAS A

CHARI TABLE PURPOSE ACCORDI NG TO THE GENERAL LAWOF CHARITY, |IT FELL

W TH N THE " GENERALLY ACCEPTED LEGAL SENSE' OF THE TERM " CHARI TABLE, " AS
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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 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.

REQUI RED BY TREAS. REG §1.501(C)(3)-1(D)(2). THE I RS RULI NG STATED THAT
THE PROMOTI ON OF HEALTH, LIKE THE RELI EF OF POVERTY AND THE ADVANCENMENT
OF EDUCATI ON AND RELIGION, |'S ONE OF THE PURPCSES | N THE GENERAL LAW OF
CHARI TY THAT | S DEEMED BENEFI CI AL TO THE COWUNI TY AS A WHOLE EVEN THOUGH
THE CLASS OF BENEFI Cl ARI ES ELI Gl BLE TO RECEI VE A DI RECT BENEFI T FROM | TS
ACTI VI TI ES DOES NOT | NCLUDE ALL MEMBERS OF THE COMMUNI TY, SUCH AS

| NDI GENT MEMBERS OF THE COMMUNI TY, PROVI DED THAT THE CLASS IS NOT SO

SMALL THAT I TS RELIEF IS NOT OF BENEFI T TO THE COVMUNI TY.

THE | RS CONCLUDED THAT THE HOSPI TAL WAS " PROMOTI NG THE HEALTH OF A CLASS
OF PERSONS THAT IS BROAD ENOUGH TO BENEFI T THE COVMUNI TY" BECAUSE | TS
EVMERGENCY ROOM WAS OPEN TO ALL AND I T PROVI DED CARE TO EVERYONE WHO COULD
PAY, WHETHER DI RECTLY OR THROUGH THI RD- PARTY RElI MBURSEMENT. OTHER
CHARACTERI STI CS OF THE HOSPI TAL THAT THE | RS HI GHLI GHTED | NCLUDED THE
FOLLON NG | TS SURPLUS FUNDS WERE USED TO | MPROVE PATI ENT CARE, EXPAND
HOSPI TAL FACI LI TIES, AND ADVANCE MEDI CAL TRAI NI NG EDUCATI ON, AND
RESEARCH, | T WAS CONTRCOLLED BY A BOARD OF TRUSTEES THAT CONSI STED OF

| NDEPENDENT CI VI C LEADERS; AND HOSPI TAL MEDI CAL STAFF PRI VI LEGES WERE
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=E1g@VIl Supplemental Information

Provide the following information.

1

Required descriptions. Provide the descriptions required for Part |, 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.

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

AVAI LABLE TO ALL QUALI FI ED PHYSI CI ANS.

MEDI CARE UNDERPAYMENTS AND BAD DEBT ARE COVMUNI TY BENEFI T AND ASSCClI ATED

COSTS ARE | NCLUDABLE ON THE FORM 990, SCHEDULE H, PART I.

THE AMERI CAN HOSPI TAL ASSCOCI ATI ON (" AHA") FEELS THAT MEDI CARE

UNDERPAYMENTS ( SHORTFALL) AND BAD DEBT ARE COVMUNI TY BENEFI T AND THUS

| NCLUDABLE ON THE FORM 990, SCHEDULE H, PART I. TH' S ORGANI ZATI ON AGREES

W TH THE AHA POSI TION. AS QUTLINED I N THE AHA LETTER TO THE | RS DATED

AUGUST 21, 2007 W TH RESPECT TO THE FI RST PUBLI SHED DRAFT OF THE NEW FORM

990 AND SCHEDULE H, THE AHA FELT THAT THE I RS SHOULD | NCORPCRATE THE FULL

VALUE OF THE COVMUNI TY BENEFI T THAT HOSPI TALS PROVI DE BY COUNTI NG

MEDI CARE UNDERPAYMENTS ( SHORTFALL) AS QUANTI FI ABLE COVMUNI TY BENEFI T FOR

THE FOLLOW NG REASONS:

PROVI DI NG CARE FOR THE ELDERLY AND SERVI NG MEDI CARE PATI ENTS | S AN

ESSENTI AL PART OF THE COVMUNI TY BENEFI T STANDARD.
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=E1g@VIl Supplemental Information

Provide the following information.

1

Required descriptions. Provide the descriptions required for Part |, 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.

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

MEDI CARE, LI KE MEDI CAI D, DOES NOT PAY THE FULL COST OF CARE. RECENTLY,

MEDI CARE RElI MBURSES HOSPI TALS ONLY 92 CENTS FOR EVERY DOLLAR THEY SPEND

TO TAKE CARE OF MEDI CARE PATI ENTS. THE MEDI CARE PAYMENT ADVI SORY

COW SSI ON ("MEDPAC') IN I TS MARCH 2007 REPORT TO CONGRESS CAUTI ONED THAT

UNDERPAYMENT W LL GET EVEN WORSE, W TH MARG NS REACHI NG A 10- YEAR LOW AT

NEGATI VE 5.4 PERCENT.

MANY MEDI CARE BENEFI Cl ARI ES, LIKE THEI R MEDI CAl D COUNTERPARTS, ARE

POOR. MORE THAN 46 PERCENT OF MEDI CARE SPENDI NG | S FOR BENEFI Cl ARl ES

VHOSE | NCOMVE | S BELOW 200 PERCENT OF THE FEDERAL POVERTY LEVEL. MANY OF

THOSE MEDI CARE BENEFI Cl ARI ES ARE ALSO ELI G BLE FOR MEDI CAID -- SO CALLED

"DUAL ELI G BLES. "

THERE | S EVERY COVPELLI NG PUBLI C POLI CY REASON TO TREAT MEDI CARE AND

MEDI CAl D UNDERPAYMENTS SI M LARLY FOR PURPOSES OF A HOSPI TAL'S COVMUNI TY

BENEFI T AND | NCLUDE THESE COSTS ON FORM 990, SCHEDULE H, PART |. MEDI CARE

UNDERPAYMENT MUST BE SHOULDERED BY THE HOSPI TAL | N ORDER TO CONTI NUE

TREATI NG THE COVMUNI TY' S ELDERLY AND POOR. THESE UNDERPAYMENTS REPRESENT
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=E1g@VIl Supplemental Information

Provide the following information.

1

A

Required descriptions. Provide the descriptions required for Part |, 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.

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

REAL COST OF SERVI NG THE COVMUNI TY AND SHOULD COUNT AS A QUANTI FI ABLE

COVMUNI TY BENEFI T.

BOTH THE AHA AND THI' S ORGANI ZATI ON ALSO FEEL THAT PATI ENT BAD DEBT IS A

COVMMUNI TY BENEFI T AND THUS | NCLUDABLE ON THE FORM 990, SCHEDULE H, PART

LI KE MEDI CARE UNDERPAYMENT ( SHORTFALLS), THERE ALSO ARE COWPELLI NG

REASONS THAT PATI ENT BAD DEBT SHOULD BE COUNTED AS QUANTI FI ABLE COMMUNI TY

BENEFI T AS FOLLOWG:

A SI GNI FI CANT MAJORITY OF BAD DEBT | S ATTRI BUTABLE TO LOW | NCOVE

PATI ENTS, WHO, FOR MANY REASONS, DECLI NE TO COVPLETE THE FORM5S REQUI RED

TO ESTABLI SH ELI G BI LI TY FOR HOSPI TALS' CHARI TY CARE OR FI NANCI AL

ASSI STANCE PROGRAMS. A 2006 CONGRESSI ONAL BUDCET OFFI CE ("CBO') REPORT,

NONPROFI T HOSPI TALS AND THE PROVI SI ON OF COVMUNI TY BENEFI TS, Cl TED TWD

STUDI ES | NDI CATI NG THAT "THE GREAT MAJORI TY OF BAD DEBT WAS ATTRI BUTABLE

TO PATI ENTS W TH | NCOVES BELOW 200% OF THE FEDERAL POVERTY LI NE."

THE REPORT ALSO NOTED THAT A SUBSTANTI AL PORTI ON OF BAD DEBT | S
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=E1g@VIl Supplemental Information

Provide the following information.

1 Required descriptions. Provide the descriptions required for Part |, 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.

PENDI NG CHARI TY CARE. UNLI KE BAD DEBT I N OTHER | NDUSTRI ES, HOSPI TAL BAD

DEBT IS COVPLI CATED BY THE FACT THAT HOSPI TALS FOLLOW THEIR M SSION TO

THE COVMUNI TY AND TREAT EVERY PATI ENT THAT COMES THROUGH THEI R EMERGENCY

DEPARTMENT, REGARDLESS OF ABI LI TY TO PAY. PATI ENTS WHO HAVE QUTSTANDI NG
Bl LLS ARE NOT TURNED AWAY, UNLI KE OTHER | NDUSTRI ES. BAD DEBT | S FURTHER
COWVPLI CATED BY THE AUDI TI NG | NDUSTRY' S STANDARDS ON REPORTI NG CHARI TY
CARE. MANY PATI ENTS CANNOT OR DO NOT PROVI DE THE NECESSARY, EXTENSI VE
DOCUMENTATI ON REQUI RED TO BE DEEMED CHARI TY CARE BY AUDI TCRS. AS A

RESULT, ROUGHLY 40% OF BAD DEBT IS PENDI NG CHARI TY CARE.

- THE CBO CONCLUDED THAT I TS FI NDI NGS " SUPPORT THE VALI DI TY OF THE
USE OF UNCOVPENSATED CARE [ BAD DEBT AND CHARI TY CARE] AS A MEASURE OF

COVMMUNI TY BENEFI TS" ASSUM NG THE FI NDI NGS ARE GENERALI ZABLE NATI ONW DE;
THE EXPERI ENCE OF HOSPI TALS AROUND THE NATI ON REI NFORCES THAT THEY ARE

GENERALI ZABLE.

AS QUTLI NED BY THE AHA, DESPI TE THE HOSPI TALS BEST EFFORTS AND DUE

DI LI GENCE, PATI ENT BAD DEBT IS A PART OF THE HOSPI TAL' S M SSI ON AND
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=E1g@VIl Supplemental Information

Provide the following information.

1

Required descriptions. Provide the descriptions required for Part |, 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.

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

organization, files a community benefit report.

CHARI TABLE PURPOSES. BAD DEBT REPRESENTS PART OF THE BURDEN HOSPI TALS

SHOULDER I N SERVI NG ALL PATI ENTS REGARDLESS OF RACE, COLOR, CREED, SEX,

NATI ONAL ORIG N, RELIG ON OR ABILITY TO PAY. IN ADDI TI ON, THE HOSPI TAL

I NVESTS SI GNI FI CANT RESOURCES | N SYSTEMS AND STAFF TRAI NI NG TO ASSI ST

PATI ENTS THAT ARE I N NEED OF FI NANCI AL ASSI STANCE.

SCHEDULE H, PART 111, SECTION B; QUESTI ON 9B

PSE&G CSH FACI LI TY REPORTI NG GROUP A

ACCOUNTS CONSI DERED TO BE CHARI TY CARE ARE NOT | NCLUDED I N THE BAD DEBT

EXPENSE, BUT RATHER, ACCOUNTED FOR AS AN ALLOWANCE AGAI NST REVENUE.

IT IS THE POLICY OF CH LDREN S SPECI ALI ZED HOSPI TAL TO TREAT ALL PATI ENTS

EQUALLY REGARDLESS OF | NSURANCE AND THEIR ABILITY TO PAY. CHI LDREN S

SPECI ALI ZED HOSPI TAL W LL EXHAUST ALL OPPORTUN TI ES FOR | NSURANCE

PAYMENTS BEFORE Bl LLI NG ANY PATI ENT (" GUARANTOR') FOR SERVI CES PROVI DED
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=E1g@VIl Supplemental Information

Provide the following information.

1

Required descriptions. Provide the descriptions required for Part |, 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.

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

organization, files a community benefit report.

BY THE HOSPI TAL. THE EXCEPTI ONS TO THAT POLI CY ARE PATI ENT RESPONSI BI LI TY

AMOUNTS THAT ARE KNOWN AT THE TI ME OF SERVI CE. PAYMENTS FOR THOSE AMOUNTS

ARE EXPECTED TO BE PAI D BY THE PATI ENT AT THE Tl ME OF SERVI CE ASSUM NG

THERE |I'S NO SECONDARY | NSURANCE COVERAGE. | N THE EVENT A PATI ENT

RESPONSI BI LI TY IS | DENTI FI ED BY THE PATI ENT' S | NSURANCE CARRI ER AFTER THE

SERVI CES ARE PROVI DED, THE PATI ENT WLL BE BI LLED THE AMOUNT | DENTI FI ED

AS THE PATI ENT' S RESPONSI Bl LI TY BY THE CARRI ER. AGAI N, I N SI TUATI ONS

VHERE SECONDARY OR TERTI ARY COVERAGE EXI STS THOSE AMOUNTS W LL BE BI LLED

PRI OR TO THE GUARANTOR.

ALL | DENTI FI ED | NSURANCE CARRI ERS W LL BE Bl LLED ( ELECTRONI CALLY | F

POSSI BLE) AND PAYMENTS PURSUED FROM THOSE CARRI ERS. FI NANCI AL ASSI STANCE

W LL BE OFFERED TO PATI ENTS CONSI STENT W TH THE FI NANCI AL ASSI STANCE

POLI CY. PATI ENT' S ACCOUNTS W LL BE UPDATED TO REFLECT FI NANCI AL

ASSI STANCE ELI G BI LI TY.

PATI ENTS W LL NOT BE BILLED ANY BALANCES UNTIL THE PO NT AT WH CH ALL

I NSURANCE OPPORTUNI TI ES HAVE BEEN EXHAUSTED. THE AMOUNT BI LLED TO THE
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=E1g@VIl Supplemental Information

Provide the following information.

1 Required descriptions. Provide the descriptions required for Part |, 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.

PATI ENT ( GUARANTOR) SHOULD BE CONSI STENT W TH THE | NSURANCE EXPLANATI ON

OF BENEFI TS " PATI ENT RESPONSI BI LI TY" AND BE NET OF ANY FI NANCI AL

ASSI STANCE AWARDED.

Bl LLI NG STATEMENTS W LL BE SENT OUT EVERY 21 DAYS FOR NO LESS THAN 120

DAYS FROM THE FI RST SUCH STATEMENT. BILLS THAT REMAI N UNPAI D AFTER 120

DAYS WLL BE REFERRED TO A COLLECTI ON AGENCY. NORVAL COLLECTI ONS EFFORTS

W LL BE PURSUED BUT FURTHER COLLECTI ON ACTI ONS W LL BE SUBJECT TO

APPROVAL BY THE DI RECTOR OF PATI ENT ACCOUNTS ON A CASE BY CASE BASI S.

ANY PATI ENT OVERPAYMENTS RECOGNI ZED BY THE HOSPI TAL RESULTANT FROM

RETROSPECTI VE FI NANCI AL ASSI STANCE ELIG BILITY WLL BE REFUNDED AS SOON

AS REASONABLY POSSI BLE.

RWBH - FACI LI TY REPORTI NG GROUPS B AND C

ACCOUNTS CONSI DERED TO BE CHARI TY CARE ARE NOT | NCLUDED I N THE BAD DEBT
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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 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.

EXPENSE, BUT RATHER, ACCOUNTED FOR AS AN ALLOWANCE.

IT 1S THE PCLI CY OF THE RWBARNABAS HEALTH ("RWBH') BUSI NESS OFFI CE, AND
ALL | TS HOSPI TAL AFFI LI ATES, TO TREAT ALL PATI ENTS EQUALLY REGARDLESS OF
I NSURANCE AND THEIR ABILITY TO PAY. FOR ACCOUNTS DETERM NED TO BE

" SELF- PAY" AND/ OR ACCOUNTS W TH BALANCE AFTER PRI MARY | NSURANCE PAYMENTS,
THE COLLECTI ON POLI CY REQUI RES: SENDI NG THREE STATEMENTS, A M Nl MUM OF
ONE PRE- COLLECTI ON LETTER/ TELEPHONE CONTACT FOR ANY ACCOUNT OVER

$5, 000. 00 OR AT THE DI SCRETI ON OF THE ACCOUNT REPRESENTATI VE AND/ OR

SUPERVI SOR.

THE FACILITY ALSO HAS A CHARI TY CARE ACCESS PCOLI CY TO ASSURE PATI ENTS ARE
PROVI DED W TH CHARI TY CARE ASS| STANCE DETERM NED BY STATE AND FEDERAL
REGULATIONS. IT IS THE POLICY TO | NFORM ALL PATI ENTS DEEMED SELF- PAY OF
THE APPROPRI ATE ASSI STANCE PROGRAMS AVAI LABLE. PATI ENTS APPLYI NG FOR
CHARI TY CARE ASSI STANCE W LL BE FI NANCI ALLY SCREENED BY A RESOURCE

ADVI SOR TO DETERM NE ELI G BI LI TY ACCORDI NG TO STATE AND FEDERAL

GUI DELI NES AND W LL BE | NFORMED OF DOCUMENTATI ON NEED TO COWPLETE A
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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 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.

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

organization, files a community benefit report.

CHARI TY CARE APPLI CATI ON. PATI ENTS NOT ELI d BLE FOR CHARITY CARE WLL BE

Fl

NANCI ALLY COUNSELED FOR ALL OTHER OPTI ONS. QUALI FI ED PATI ENTS W LL BE

REFERRED TO ALL APPROPRI ATE AGENCI ES OR PROGRAM5S TO MEET OTHER FI NANCI AL

NEEDS.

AT THE TIME OF THE PATIENT VISIT AND PART OF THE REG STRATI ON PROCESS AT

THE FACILITY, THE FOLLOAN NG OPTI ONS ARE MADE AVAI LABLE TO PATI ENTS:

FI NANCI AL COUNSELI NG FOR POSSI BLE ELI G BI LI TY FOR MEDI CAL ASSI STANCE

| NCLUDI NG MEDI CAI D AND SSI ;

FI NANCI AL COUNSELI NG FOR PGOSSI BLE ELI G BI LI TY FOR THE NEW JERSEY

HOSPI TAL CARE PAYMENT ASSI STANCE PROGRAM  AND,

1.

2.

FI NANCI AL ARRANGEMENTS | NCLUDI NG

CASH CREDI T CARD ( AMERI CAN EXPRESS, DI SCOVER, VI SA, MASTERCARD); OR

FLEXI BLE PAYMENT PLANS.

I N ADDI TION TO THE ABOVE OPTI ONS, THE FACI LI TY HAS ESTABLI SHED A SELF- PAY
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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 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 PROGRAM FOR OUR UNI NSURED PATI ENTS THAT DO NOT QUALI FY FOR
MEDI CAI D OR THE NEW JERSEY HOSPI TAL CARE PAYMENT ASS|I STANCE PROGRAM THE
SELF- PAY ASSI STANCE PROGRAM RATES ARE REFLECTI VE OF MEDI CARE

REI MBURSEMENT, AS REQUI RED BY THE STATE OF NEW JERSEY.

SCHEDULE H, PART VI; QUESTION 2

RW BARNABAS HEALTH ALONG W TH | TS HOSPI TAL AFFI LI ATES CONDUCTS A REVI EW
OF KEY MARKET FACTORS ANNUALLY I NCLUDING A REVIEWOF | TS COWUNI Tl ES
HEALTH CARE UTI LI ZATI ON I N PRI MARY CGEOGRAPHI CAL SERVI CE AREAS BY GROUPI NG
OF CARE TYPE (E. G CARD OLOGY, OBSTETRICS, GYNECOLOGY, UROLOGY, ETC.) IN
ORDER TO DETERM NE | NCREASED OR DECREASED HEALTH NEEDS; ESTI MATES FOR

| NPATI ENT AND OUTPATI ENT SERVI CES BASED UPON POPULATI ON AND USE PATTERN
CHANGES; ASSESSMENT OF LOCAL DEMOGRAPHI C AND SCCI OECONOM C | NFORVATI ON;
COVMMUNI TY HEALTH STATUS AND QUTCOME DATA AND, A REVI EW OF HEALTH

STATUS/ NEEDS ASSESSMENTS AND STUDI ES CONDUCTED BY EXTERNAL PARTIES - -
HEALTH RESEARCH AND EDUCATI ON TRUST OF NEW JERSEY, UN TED FOR ALI CE, KIDS

COUNT, COUNTY HEALTH RANKI NGS, NEW JERSEY STATE HEALTH ASSESSMENT DATA,
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=E1g@VIl Supplemental Information

Provide the following information.

1 Required descriptions. Provide the descriptions required for Part |, 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.

SEER CANCER | NCI DENCE AND MORTALI TY, TO NAME JUST A FEW SOURCES COF

SECONDARY DATA.

RWBH ALSO CONDUCTS AN EXTENSI VE COVMMUNI TY PHYSI Cl AN NEED STUDY ( BY

PRI MARY CARE AND PHYSI CI AN SPECI ALTY) FOR THE HOSPI TAL SERVI CE AREAS AND
REG ONS. THE STUDY USES GENERALLY ACCEPTED PHYSI CI AN TO POPULATI ON

RATI OS ADJUSTED FOR LOCAL COVMUNI TY POPULATI ON TO | DENTI FY GAPS | N
COVERAGE. THESE STUDI ES | NFORM MEDI CAL STAFF DEVELOPMENT AND RECRUI TMENT
NEEDS AT THE HOSPI TALS TO ASSURE RESPONSI VENESS TO THE SPECI FI C

| DENTI FI ED NEEDS OF THE COMMUNI TY AND TO ENSURE ACCESS TO PHYSI Cl AN

PROVI DER SERVI CES.

IN 2021, THE SYSTEM CONDUCTED A RESI DENT SURVEY | NCLUSI VE OF QUESTI ONS TO
HELP UNDERSTAND THE | MPACTS AND CONCERNS TO OUR COVMUNI TI ES AS PRESENTED
BY COVID AS WELL AS TO LEARN THE COMMUNI TI ES' PERSPECTI VE OF | TS GENERAL
COMMUNI TY HEALTH NEEDS. THE QUESTI ONS | NCLUDED TOPI CS OF ACCESS AND
BARRI ER AS VEELL AS PERCEPTI ONS OF DI SCRI M NATI ON | N HEALTH CARE DELI VERY.

THE SURVEY | NCLUDED MORE THAN 5, 000 RESPONDENTS. THE RESULTS WERE
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=E1g@VIl Supplemental Information

Provide the following information.

1

Required descriptions. Provide the descriptions required for Part |, 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.

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

organization, files a community benefit report.

EXAM NED AT A SYSTEM LEVEL AND AT A LOCAL COVMUNI TY AREA REPRESENTATI VE

OF THE COVMUNI TI ES SERVED BY OUR HOSPI TALS.

EACH OF THE HOSPI TAL FACI LI TI ES REVI EW THEI R PATI ENT SURVEYS AND COMVENTS

ROUTI NELY TO UNDERSTAND PATI ENT AND FAM LY CONCERNS. FURTHER, THE

HOSPI TALS ORDI NARI LY PARTI CI PATE AND WORK W TH MANY LOCAL ORGANI ZATI ONS

ON HEALTH | SSUES AND SERVI CES | NCLUDI NG DI SCUSSI NG AND PRI CRI Tl ZI NG

NEEDS, COORDI NATI NG SERVI CES, PROVI DI NG EDUCATI ON AND SPECI ALTY

KNOALEDGE, SUPPORTI NG LOCAL HEALTH PROMOTI ONS AND SCREENI NGS, AMONGST A

PLETHORA OF OTHER COLLABORATI VE ACTIVITIES. THESE COMMUNI TY TOUCH PO NTS

PROVI DE THE HOSPI TALS W TH VALUABLE EXTERNAL | NSI GHTS REGARDI NG LOCAL AND

REG ONAL COVMUNI TY HEALTH NEEDS.

THE ABOVE DATA, STUDI ES, ASSESSMENTS, SURVEY RESULTS AND COVMUNI TY VA CES

ARE CONDUCTED | NDEPENDENTLY AND | NCORPORATED TO | NFORM AND SUPPCORT A

ROBUST AND COMPREHENSI VE COVMUNI TY HEALTH NEEDS ASSESSMENT ( CHNA)

PROCESS.
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=E1g@VIl Supplemental Information

Provide the following information.

1 Required descriptions. Provide the descriptions required for Part |, 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.

COVI D 19 PRESENTED UNI QUE HEALTH AND PUBLI C SAFETY CHALLENGES AND

REQUI RED THE HOSPI TAL TO ADDRESS AN ARRAY OF NEW | SSUES AND OTHERS THAT
WERE EXACERBATED BY THE PANDEM C. RWBH AND | TS AFFI LI ATE HOSPI TALS
WORKED TO DEVELOP THE | NFORVATI ON AND FACI LI TY CAPACI TY | NFRASTRUCTURE TO
EFFECTI VELY COVMUNI CATE AND CARE FOR THE RI SI NG NUMBER OF CASES AND THE
DI SRUPTI ONS THAT PRESENTED FOR OPERATI ONS TO MEET THE ROUTI NE AND
EMERGENT CARE NEEDS OF OUR COMMUNI TI ES. TO BE SUCCESSFUL, THE HOSPI TAL
HAD TO COMWAND A NEW LEVEL OF | NTERACTI ON AND COLLABORATI ON W TH

COVMUNI TY AND GOVERNMENT STAKEHOLDERS.

SOME OF THE ACTI ONS UNDERTAKEN | NCLUDED:

- ROUTI NE CALLS WERE ESTABLI SHED W TH KEY | NTERNAL ADM NI STRATI VE AND

| NTERDI SCI PLI NARY CLI NI CAL CARE LEADERSHI P TO DRI VE EFFECTI VE

| DENTI FI CATI ON OF | SSUES AND COVMUNI CATI ON OF POLI CY AND NEEDED PRACTI CE
CHANGES;

- ROUTINE CALLS WERE HELD W TH THE STATE DEPARTMENT OF HEALTH AND W TH

THE REG ONAL NETWORKS THAT WERE FORMED TO SUPPORT DATA AND | NFORMATI ON

JSA
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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 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.

CCOLLECTI ON AND PROVI DE AN ADDI TI ONAL CHANNEL OF COVMUNI CATI ON,

- PROVI DED CLI NI CAL EXPERTI SE ( MEDI CAL, PHARMACY, | NFECTI ON CONTROL,
ETC.) TO SUPPORT ELEVATI ON OF BEST | NFORMATI ON TO MULTI PLE | NTERNAL AND
EXTERNAL PARTI ES;

- | NCREASED COVMUNI CATI ON THROUGH MJLTI PLE PLATFORMS W TH TRUSTEES,
STAFF, PHYSI Cl ANS, COVMUNI TY PARTNERS AND OTHERS;

- DETAI LED | NVENTORY ACCOUNTI NG AND REG ONAL DI STRI BUTI ON AND STORAGE
CAPACI TI ES OF TESTI NG SUPPLI ES AND OTHER EQUI PMENT ( VENTI LATORS, PULSE
OXI METERS, ETC.) WERE ESTABLI SHED;

- ESTABLI SHED NEW CONNECTI ONS FOR PPE PROCUREMENT AND STAFF AGENCI ES TO
DEAL W TH SHORTAGES;

- ADDRESSED NEW STAFF WORK FLOWS AND SPACE LI M TATI ONS | NCLUSI VE OF

| NCREASED REMOTE ACCESS FOR STAFF SUPPORT FUNCTI ONS;

- DEVELOPED PROTOCOLS AND PQOLI ClI ES TO SUPPORT NEW PROCESSES AND TO
PROMOTE REDUCTI ON OF | NFECTI ON RI SK AND PERSON TOUCH PO NTS FOR ALL
ASPECTS OF OPERATI ONS;

- I NVESTING | N AND USI NG NEW TELECOVMUNI CATI ON DEVI CES (| PADS, SMART

PHONES, ETC.) FOR PATIENTS TO | NTERACT WTH FAM LY AND LOVED ONES WHEN
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=E1g@VIl Supplemental Information

Provide the following information.

1

Required descriptions. Provide the descriptions required for Part |, 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.

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

organization, files a community benefit report.

PHYSI CAL VI SI TS WERE NOT POSSI BLE;

REALI GNED SERVI CES TO SELECT SI TES OF SERVI CES TO BEST CONFI GURE CARE

AND OPERATI ONS | NCLUDI NG | NCREASED TELEHEALTH, | NTENSI VE CARE AND

| SOLATI ON CAPACI TY;

CHANGED STAFF RECRU TMENT AND DEPLOYMENT TO EFFECTI VELY ADDRESS HI GH

NEED AREAS;

CONTI NUED | MPLEMENTATI ON OF NEW TREATMENT THERAPI ES AND SERVI CES;

EXPANDED LABCRATORY AND TESTI NG CAPACI TY;

DEVELOPMENT OF EXTENSI VE HOSPI TAL AND COVMUNI TY- BASED NETWORK OF COVI D

TESTI NG S| TES;

SUPPORTI NG PARTNERS AND AFFI LI ATES | N RESEARCH AND | NNOVATI ON SUCH AS

THE RUTGERS | NSTI TUTE FOR | NFECTI OQUS AND | NFLAMVATORY DI SEASES NADE

WORLDW DE NEWS | N 2021 WHEN | TS RESEARCHERS DEVELOPED A MULTI VARI ANT

COvI D-19 TEST THAT WAS FASTER, EASI ER AND CHEAPER THAN ANYTHI NG

PREVI OUSLY AVAI LABLE;

DEVELOPMENT OF MULTI - SPECI ALTY POST COVI D RECOVERY SERVI CES AND

PROGRAMS;

DEVELOPMENT OF COMMUNI TY- BASED NETWORK OF COVI D VACCI NATI ON SI TES; AND,
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=E1g@VIl Supplemental Information

Provide the following information.

1

Required descriptions. Provide the descriptions required for Part |, 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.

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

CONTI NUED REVI EW STUDY AND UNDERSTANDI NG OF NEEDS AND THE GLARI NG

DI SPARI TI ES THAT WERE EVI DENCED BY COVID S | MPACT.

IN 2022, COVID-19 I LLNESS WAS LESS SEVERE AND LESS DEADLY AND NO NEW

VARI ANT EMERGED W TH THE CAPACI TY TO FUEL MAJOR WAVES OF CASES SEEN I N

THE PREVI QUS TWO YEARS. THESE PCSI Tl VE DEVELOPMENTS WERE MOST LI KELY DUE

TO UNPRECEDENTED ADVANCES | N VACCI NE TECHNOLOGY SUPPORTI NG RAPI D UPDATES

TO PROTECT AGAI NST NEW STRAI'NS; MORE EFFECTI VE TREATMENT AND PREVENTI ON

TOOLBOX OF VACCI NES AND BOOSTERS, ORAL ANTI VI RALS, AND HOMVE TEST KITS;

AND THE GROW NG POPULATION I MMUNITY TO THE VIRUS. RWBH AND | TS HOSPI TALS

CONTI NUE TO EDUCATE THE COVMUNI TY AND TO OFFER VACCI NATI ON CLI NI CS.

RWBARNABAS AND | TS AFFI LI ATES REMAI N COW TTED TO WORK | N ADDRESSI NG THE

CONTI NUI NG AND CHANGI NG HEALTH NEEDS AND TO M TI GATE DI SPARI TI ES THAT

VERE EVI DENCED BY THE HI GHER RATES OF | NFECTI ON, HOSPI TAL STAYS AND DEATH

CAUSED BY THE COVID-19 VIRUS FOR M NORI TI ES. THE COSTS OF THE PANDEM C

VWERE FELT MOST ACUTELY BY THE NUMBERS OF LI VES LOST AND LI VES ALTERED BY

THE PANDEM C. THE PANDEM C DI SRUPTI ONS | NCLUDI NG THE LOSS OF HOUSI NG AND
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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 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.

EVMPLOYMENT, LI NGERI NG HEALTH EFFECTS, | NCREASED ANXI ETY, ALTERATI ONS OF

BUSI NESS MODELS AND THE SETBACKS | N PROGRAMS AND EDUCATI ONAL PROGRESS.

THE SYSTEM AND | TS HOSPI TALS REMAI N ENGAGED W TH THE CONTI NUI NG WORK TO
SUPPORT THE RE- EMERGENCE OF THE SOCI AL, BUSI NESS AND ACADEM C

ENVI RONMENTS AS RESTRI CTI ONS CONTI NUE TO BE LI FTED AND TO | MPROVE THE
HEALTH STATUS OF I TS COVMUNI TI ES AND TO REDUCE DI SPARI TIES I N HEALTH
OUTCOVES. THE MULTI PLE ASSESSMENTS AND ROBUST COVMUNI TY ENGAGEMENT AS
DESCRI BED REMAI N KEY SOURCES OF EVALUATI NG CUR COMMUNI TI ES' HEALTH NEEDS

I N ADDI TI ON THE COMMUNI TY HEALTH NEEDS ASSESSMENTS THAT CAN BE FOUND AT:

HTTPS: / / WAV RW BH. ORG WHY- RW BARNABAS- HEALTH- / COMMUNI TY- HEALTH- NEEDS- ASSES

SMENT/ .
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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 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.

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

PSE&G CSH FACI LI TY REPORTI NG GROUP A

THE ORGANI ZATI ON | NFORVMS AND EDUCATES PATI ENTS AND PERSONS VWHO MAY BE

BI

LLED FOR PATI ENT CARE ABOUT THEIR ELI G BI LI TY FOR FI NANCI AL ASSI STANCE

BY PUBLI CI ZI NG VARI OQUS DOCUMENTS. THESE DOCUMENTS ARE W DELY PUBLI CI ZED

IN THE FOLLOW NG WAYS:

THE CHI LDREN S SPECI ALI ZED HOSPI TAL BENEFI T FUND PCLI CY AND APPLI CATI ON

ARE AVAI LABLE ON-LI NE AT THE FOLLOW NG WVEBSI TE:

HTTPS: / / WAV RW BH. ORG CHI LDRENS- SPECI ALI ZED- HOSPI TAL/ PATI ENTS- VI SI TORS/ BI L

LI

NG- FI NANCI AL- AND- | NSURANCE- | NFORVMATI OV HOSPI TAL- BENEFI T- FUND- AND- APPLI CA

TI OV

JSA

Schedule H (Form 990) 2022

2E1327 1.000

9345PW U600 0340880 132



Schedule H (Form 990) 2022 RW BARNABAS HEALTH, | NC. - SUBORDI NATES 85- 1296795 Page 10

=E1g@VIl Supplemental Information

Provide the following information.

1

Required descriptions. Provide the descriptions required for Part |, 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.

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

PAPER COPI ES OF THE CHI LDREN S SPECI ALI ZED HOSPI TAL BENEFI T FUND PCLI CY

AND APPL| CATI ON ARE AVAI LABLE UPON REQUEST W THOUT CHARGE BY MAIL AND ARE

AVAI LABLE AT THE PATI ENT ACCESS SERVI CES DEPARTMENT W THI N THE HOSPI TAL;

AND

SI GNS OR DI SPLAYS | NFORM NG PATI ENTS ABOUT THE AVAI LABI LI TY OF

FI NANCI AL ASSI STANCE ARE CONSPI CUOUSLY POSTED I N PUBLI C LOCATI ONS CF THE

HOSPI TAL.

RWBH - FACI LI TY REPORTI NG GROUPS B AND C

CHARI TY CARE SI GNAGE |'S POSTED I N ALL PATI ENT REG STRATI ON AREAS I N

ENGLI SH AND SPANI SH. CHARI TY CARE NOTI CE OF FI NANCI AL ASSI STANCE | S

PROVI DED TO PATI ENTS W TH THEI R GENERAL CONSENT.

PATI ENTS ARE REFERRED TO A FI NANCI AL COUNSELCR | F THEY REQUI RE

ASSI STANCE. LETTERS ARE MAI LED TO SELF- PAY PATI ENTS ADVI SI NG THEM OF
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=E1g@VIl Supplemental Information

Provide the following information.

1

Required descriptions. Provide the descriptions required for Part |, 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.

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

organization, files a community benefit report.

FI NANCI AL ASSI STANCE PROGRANMS.

SCHEDULE H, PART VI; QUESTION 4

RW BARNABAS HEALTH AND | TS FACI LI TI ES ARE LOCATED W THI N THE STATE OF NEW

JERSEY - RECOGNI ZED AS THE MOST DENSELY POPULATED AND DI VERSE STATE I N

THE NATION. WTHI N THE STATE, THE RWBH SERVI CE AREA | S COWPRI SED OF MORE

THAN FI VE (5) MLLION PECPLE, WHI CH | S GREATER THAN THE ENTI RE POPULATI ON

OF MORE THAN TWVENTY- SI X STATES, AND APPROXI MATES THE STATE OF ALABAMNA.

NEW JERSEY WAS NAMED FOR THE | SLAND OF JERSEY I N THE ENGLI SH CHANNEL, BUT

IS ALSO CALLED THE " GARDEN STATE". TODAY, A PERSON MAY DRI VE THROUGH THE

NORTHEASTERN AND CENTRAL PARTS OF THE STATE AND SEE | NCREASED

| NDUSTRI ALI ZATI ON, HONEVER, MANY FARMS STI LL PRODUCE FRESH FRUI T AND

VEGETABLES THROUGHOUT THE STATE. I T | S BORDERED BY NEW YORK STATE TO THE

NORTH, THE ATLANTI C OCEAN TO THE EAST, DELAWARE TO THE SOUTH, AND

PENNSYLVANI A TO THE WEST. I T IS THE FOURTH (4TH) SMALLEST STATE I N TERVS

OF LAND AREA, ABOUT 150 M LES LONG AND 70 M LES WDE, COWPRI SING 8, 722
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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 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.

SQUARE M LES. I N THE NORTHWEST CORNER OF THE STATE ARE THE APPALACHI AN
RI DGE AND VALLEY REG ON. THE DELAWARE RI VER IS THE LARGEST RI VER I N THE

STATE, AND DEFI NES THE STATE' S SOUTHERN AND WESTERN BORDERS.

VH LE PROVI DI NG SERVI CES TO PATI ENTS FROM ALL TWENTY- ONE (21) COUNTIES I N
NEW JERSEY, THE RWBH SERVI CE AREA IS CONCENTRATED I N ElI GHT CORE

COUNTI ES: ESSEX, HUDSON, MERCER, M DDLESEX, MONMOUTH, OCEAN, SOVERSET,
AND UNI ON COUNTI ES I N NORTHERN AND CENTRAL NEW JERSEY. THESE El GHT

COUNTI ES ACCOUNT FOR MORE THAN 54% OF THE 2022 ESTI MATED POPULATION I N
NEW JERSEY (US CENSUS BUREAU). THE COVMUNI TI ES SERVED BY RWBH HOSPI TALS
ARE DI VERSE W TH DESCRI PTI ONS FOR EACH HOSPI TAL | N THE FOLLOW NG

PARAGRAPHS.

PSE&G CSH FACI LI TY REPORTI NG GROUP A

CSH DRAWS PATI ENTS ACROSS THE REG ON AND COPERATES AT 12 DI FFERENT

LOCATIONS IN NINE (9) COUNTIES IN NEW JERSEY. | TS | NPATI ENT HOSPI TAL FOR
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=E1g@VIl Supplemental Information

Provide the following information.

1

Required descriptions. Provide the descriptions required for Part |, 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.

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

organization, files a community benefit report.

COVPREHENSI VE REHAB SERVI CES |'S LOCATED | N NEW BRUNSW CK, NJ. TWO LONG

TERM CARE FACI LI TI ES OPERATE I N THE STATE, ONE | N OCEAN COUNTY AND ONE I N

UNI ON COUNTY.

THE REHABI LI TATI ON HOSPI TAL |'S LOCATED | N NEW BRUNSW CK, THE PCOPULATI ON

CENTER OF M DDLESEX COUNTY. ACCORDI NG TO CENSUS BUREAU ESTI MATES,

M

DDLESEX COUNTY |'S THE SECOND LARGEST COUNTY I N NEW JERSEY AND | S

ESTI MATED TO HAVE HAD THE SI XTH LARCGEST GROMH | N RESI DENTS FROM 2010 TO

2020. NEWBRUNSWCK IS THE LARGEST CITY I N THE COUNTY AND THE 33RD

LARGEST MCDY PLACE | N THE STATE, AND | S ESTI MATED TO HAVE | NCREASE OVER

1.

3% FROM 2022 TO 2022. NEW BRUNSW CK' S EXTENSI VE HI STORY DATES BACK TO

PRE- REVOLUTI ONARY TIMES AND I T IS THE HOME OF RUTGERS UNI VERSI TY, THE

STATE UNI VERSI TY OF NEW JERSEY. THE 5- BLOCK DOANTOWN AREA CONTAI NS NEARLY

50 RESTAURANTS AND THREE DI STI NCT THEATERS - THE AFRI CAN AMERI CAN- FOCUSED

CROSSROADS THEATRE, GEORCGE STREET PLAYHOUSE AND THE STATE THEATER OF NEW

JERSEY FOR CONCERTS AND SPECI AL EVENTS - AS WELL AS THE AMERI CAN

REPERTORY BALLET, THAT ALSO PERFORM AT VARI QUS VENUES THROUGHOUT THE

STATE.
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=E1g@VIl Supplemental Information

Provide the following information.

1 Required descriptions. Provide the descriptions required for Part |, 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.

DESPI TE THE VI BRANCY OF PRE-COVID CITY CULTURE, MANY CHALLENGES EXI ST FOR
RESI DENTS RESI DI NG | N NEW BRUNSW CK. THERE ARE 12 DESI GNATED

COVPREHENSI VE HEALTH CENTERS | N M DDLESEX COUNTY AND A NUMBER OF CENSUS
TRACTS W TH MUA/ MUP DESI GNATI ON.  THE GROW NG POPULATI ON | S COVPRI SED OF
73% M NORI TY AND 32% OF RESI DENTS ARE FOREI GN BORN. APPROXI MATELY 55% OF
RESI DENTS AGED FI VE AND OLDER SPEAK A LANGUAGE OTHER THAN ENGLI SH AT
HOMVE. OVER 35% OF PERSONS ARE ESTI MATED TO BE I N POVERTY AND 120% OF
PERSONS UNDER AGE 65 ARE W THOUT HEALTH | NSURANCE WHI LE 19. 1% OF THE
POPULATI ON | S ON MEDI CAI D OR OTHER MEANS TESTED | NSURANCE AND AN

ADDI TI ONAL 6. 3% HAVE MEDI CARE.

OCEAN COUNTY IS HOVE TO ONE- THI RD OF THE JERSEY SHORE, BORDERI NG THE
ATLANTI C OCCEAN I N THE SOUTHERN PART OF NEW JERSEY, A PRI ME DESTI NATI ON
FOR LARGE BEACH POPULATI ONS, FI SHERVAN AND BOATERS, WH CH PLACES

ADDI TI ONAL SEASONAL DEMANDS ON THE HOSPI TAL' S EMERGENCY DEPARTMENT. THE
CENSUS BUREAU COUNTS EVI DENCE OCEAN COUNTY AS HAVI NG THE SECOND HI GHEST

PERCENTAGE | NCREASE (10.5% | N POPULATI ON NUMBERS FROM 2010 TO 2020, AND
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=E1g@VIl Supplemental Information

Provide the following information.

1 Required descriptions. Provide the descriptions required for Part |, 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.

I T HAD THE SECOND LARGEST HI GHEST | NCREASE | N NUMBER FOR ALL COUNTIES I N

THE STATE.

THE LONG TERM CARE FACI LI TY OPERATES IN TOVS RI VER TOMNSHIP WHICH | S

RANKED THE 8TH MOST POPULOUS SUBCOUNTY/ TOMNSHI P AREA | N THE STATE

ACCORDI NG TO THE CENSUS 2022 ESTI MATES. WH LE THERE WAS AN ESTI MATED 4. 6%

POPULATI ON GCROWMH ESTI MATED BETWEEN THE 2010 AND 2020 (THE 27TH HI GHEST

NUMBER | NCREASE | N THE STATE), AND AN ESTI MATED 1. 6% | NCREASE FROM 2020

TO 2021 (THE 2ND HI GHEST | NCREASE), THE DAMACGE BROUGHT BY HURRI CANE SANDY

TO THE AREA LI M TS HOUSI NG AND POPULATI ON GROWH. THE 2022 ESTI MATE

SUGGESTS CONTI NUED GROWTH ( THE SECOND HI GHEST FOR PLACES/ MCD) FROM 2020

TO 2022.

TOVS RIVER CDP |'S ESTI MATED TO HAVE A 19% M NORI TY PRESENCE, 8. 4% OF THE

POPULATI ON | S FOREI GN- BORN, AND 10. 6% OF POPULATI ON AGED 5 YEARS AND

OLDER SPEAK A LANGUAGE OTHER THAN ENGLI SH AT HOME. I T | S ESTI MATED THAT

NEARLY 20% OF PERSONS ARE AGED 65 AND OLDER. I T IS ESTI MATED THAT 7. 4% OF

THE TOVS RI VER POPULATI ON | S LI VI NG BELOW THE FEDERAL POVERTY LEVEL AND
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=E1g@VIl Supplemental Information

Provide the following information.

1

Required descriptions. Provide the descriptions required for Part |, 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.

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

organization, files a community benefit report.

OVER 7% OF THOSE AGED UNDER 65 LACK HEALTH | NSURANCE. OVER 10% HAVE

MEDI CAI D OR MEANS TESTED | NSURANCE AND AN ESTI MATED 17. 4% MEDI CARE

| NSURANCE COVERAGE ALONE OR I N COVBI NATI ON W TH ANOTHER | NSURANCE.

THE SECOND LONG TERM CARE FACI LI TY LOCATED | N MOUNTAI NSI DE, UNI ON COUNTY,

NEW JERSEY. UNI ON COUNTY | S THE 7TH LARGEST COUNTY IN THE STATE AND I T

EXPERI ENCED THE FOURTH LARCGEST POPULATI ON GROMH RATE FROM 2010 TO 2020.

THERE IS A SLI GHT DECREASE ESTI MATED FOR 2020 TO 2022. THE COUNTY HAS A

M NORI TY PRESENCE OF 62% OVER 30% FOREI GN- BORN, OVER 45% OF PERSONS AGE

5

AND CLDER |'S 45% AND OVER 9% OF PERSONS ARE | N POVERTY.

THE CONTRAST OF NEW BRUNSW CK AND TOVS RI VER REFLECTS THE DI VERSE

COMMUNI TI ES SERVED BY CSH. CSH IS COW TTED TO PROVI DI NG QUALI TY AND

COVPASSI ONATE CARE TO | TS COMWUNI TI ES. UNDERI NSURED AND MEDI CARE

COVPRI SED OVER 25% OF | TS REVENUE M X I N 2022. | TS PATIENT M X WAS 77%

M NORI TY GROUPS.

RWBH - FACI LI TY REPORTI NG GROUPS B AND C
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=E1g@VIl Supplemental Information

Provide the following information.

1

Required descriptions. Provide the descriptions required for Part |, 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.

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

organization, files a community benefit report.

CMWC | S LOCATED IN THE TOAWN OF BELLEVILLE, ESSEX COUNTY. CMMC SERVES A

BROAD RANGE OF COVMUNI TI ES | N URBAN AND SUBURBAN SETTI NGS W TH CULTURALLY

AND ETHNI CALLY DI VERSE POPULATI ONS. CWVMMC S SERVI CE AREA EXTENDS TO

NEI GHBORI NG HUDSQN, PASSAI C AND BERCGEN COUNTI ES. CWMC S SERVI CE AREA

I NCLUDES | TS HOVE TOMN OF BELLEVI LLE AND THE NORTH WARD/ | RONBCUND

SECTI ONS OF NEWARK, WHI CH CONTAINS A LARGE M X OF LATI NO AND

| TALI AN- AVERI CAN POPULATI ONS. PLACES | N THE SERVI CE AREA | NCLUDE MJA/ MUP

DESI GNATI ONS AND STATE DESI GNATI ON AS MEDI CALLY UNDERI NSURED. NEWARK | S

ALSO DESI GNATED AN URBAN ENTERPRI SE ZONE (UEZ) BY THE STATE OF NEW

JERSEY. APPROXI MATELY 35% OF THE BELLEVI LLE POPULATI ONS ARE FOREI GN BORN

WTH A LARGE MAJORITY OF THE FOREI G\N- BORN POPULATI ON COM NG FROM THE

LATI N AMERI CAS. | N BELLEVI LLE, OVER 55% OF PERSONS AGED 5 AND CLDER SPEAK

A LANGUAGE OTHER THAN ENGLI SH AT HOME.

ESSEX COUNTY IS THE THI RD MOST POPULOUS COUNTY | N NEW JERSEY AND | TS

POPULATI ON GREW 10. 2% FROM 2010 TO 2020, THE THI RD H GHEST COUNTY GROWH
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=E1g@VIl Supplemental Information

Provide the following information.

1 Required descriptions. Provide the descriptions required for Part |, 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.

RATE I N THE STATE. THE 2022 ESTI MATES SUGGEST A SLI GHT LOSS OF POPULATI ON
FROM 2020 TO 2022. BELLEVILLE IS THE 66TH LARGEST | NCORPORATED PLACE/ MCD
IN 2022 AND ALSO | S ESTI MATED TO HAVE GROMWN 6. 4% FROM 2010 TO 2020, WTH
AN ESTI MATED LOSS OF AROUND 500 FROM 2020 TO 2022. NEI GHBORI NG NEWARK
CITY, THE LARGEST CITY I N NEWJERSEY, IS ESTI MATED TO HAVE | NCREASED I N
POPULATI ON BY 12. 4% BETWEEN 2010 AND 2020, W TH AN ESTI MATED LOSS OF
AROUND 5, 000 PERSONS FROM 2020 TO 2022. NEWARK AND BELLEVI LLE ARE

ESTI MVATED TO BE COVPRI SED OF NEARLY 90% AND 69% M NORI TY POPULATI ON,
RESPECTI VELY. THE PERCENT OF PERSONS | N POVERTY ARE | NCREASI NG AND ARE
ESTI MVATED AT 26% AND 11% FOR NEWARK AND BELLEVI LLE, RESPECTI VELY. PERSONS
UNDER ACGE 65 W THOUT HEALTH | NSURANCE | S ESTI MATED AT 20% FOR NEWARK AND

14% FOR BELLEVI LLE.

AS A HEALTHCARE PROVI DER TO THE BELLEVI LLE AND THE GREATER NEWARK
COMMUNI TI ES, CMMC SERVED MORE THAN 73% OF | TS PATI ENTS FROM

M NORI TY/ OTHER POPULATI ONS | N 2022. NEARLY 33% OF | TS PATI ENTS ARE OF
UNDERI NSURED AND UNI NSURED PAYER CATEGCRI ES AND MEDI CARE REPRESENTS AN

ADDI TI ONAL 32. 7% OF PATI ENTS.
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=E1g@VIl Supplemental Information

Provide the following information.

1 Required descriptions. Provide the descriptions required for Part |, 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.

CMC | S LOCATED IN TOVS RIVER, THE COUNTY SEAT OF OCEAN COUNTY. OCEAN
COUNTY IS HOVE TO ONE- THIRD OF THE JERSEY SHORE, BCORDERI NG THE ATLANTIC
OCEAN I N THE SCQUTHERN PART OF NEW JERSEY, A PRI ME DESTI NATI ON FOR LARCE
BEACH POPULATI ONS, FI SHERVAN AND BOATERS, WH CH PLACES ADDI Tl ONAL
SEASONAL DEMANDS ON THE HOSPI TAL' S EMERGENCY DEPARTMENT. THE CENSUS
BUREAU COUNTS EVI DENCE OCEAN COUNTY AS HAVI NG THE SECOND HI GHEST
PERCENTAGE | NCREASE (10.5% | N POPULATI ON NUMBERS FROM 2010 TO 2020, AND
I T HAD THE SECOND LARGEST HI GHEST | NCREASE | N NUMBER FOR ALL COUNTIES I N
THE STATE. TOVS RI VER TOMNSHI P | S RANKED THE 8TH MOST POPULQUS

SUBCCOUNTY/ TOANSHI P AREA | N THE STATE ACCORDI NG TO THE CENSUS 2022

ESTI MATES. WH LE THERE WAS AN ESTI MATED 4. 6% POPULATI ON GROWIH ESTI MATED
BETVWEEN THE 2010 AND 2020 (THE 27TH Hl GHEST NUMBER | NCREASE | N THE
STATE), AND AN ESTI MATED 1. 6% | NCREASE FROM 2020 TO 2021 (THE 2ND HI GHEST
| NCREASE), THE DAMAGE BROUGHT BY HURRI CANE SANDY TO THE AREA LIM TS

HOUSI NG AND POPULATI ON GROWH. THE 2022 ESTI MATE SUGGESTS CONTI NUED

GROMH ( THE SECOND HI GHEST FOR PLACES/ MCD) FROM 2020 TO 2022.
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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 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.

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

TOVS RIVER CDP |'S ESTI MATED TO HAVE A 19% M NORI TY PRESENCE, 8. 4% OF THE

POPULATI ON | S FOREI GN- BORN, AND 10. 6% OF POPULATI ON AGED 5 YEARS AND

OLDER SPEAK A LANGUAGE OTHER THAN ENGLI SH AT HOME. I T IS ESTI MATED THAT

NEARLY 20% OF PERSONS ARE AGED 65 AND OLDER. I T IS ESTI MATED THAT 7. 4% OF

THE TOVS RI VER POPULATI ON | S LI VI NG BELOW THE FEDERAL POVERTY LEVEL AND

OVER 7% OF THOSE AGED UNDER 65 LACK HEALTH | NSURANCE. OVER 10% HAVE

MEDI CAI D OR MEANS TESTED | NSURANCE AND AN ESTI MATED 17. 4% MEDI CARE

| NSURANCE COVERAGE ALONE OR I N COVBI NATI ON W TH ANOTHER | NSURANCE.

CMC SERVES BOTH SUBURBAN AND SEM - RURAL COVMUNI TI ES | NCLUDI NG THE SHORE

COMMUNI TI ES AND LOVER- 1 NCOVE MUNI CI PALI TI ES OF MANCHESTER AND SCUTH TOVB

RI VER. CMC SERVES A S| GNI FI CANT PROPORTI ON OF ELDERLY - 2020 CENSUS

ESTI MVATES THAT 22. 8% OF THE COUNTY POPULATION IS AGED 65 AND OLDER AS

OPPCSED TO 17. 4% FOR THE STATE. I N 2022, 62.2% OF CMC' S PATI ENT

ADM SSI ONS WERE COWPRI SED OF A MEDI CARE PAYER. FURTHER, NEARLY 12% OF

CMC'S PAYER M X WAS COVPRI SED OF UNDERI NSURED AND UNI NSURED PAYER

CATECORI ES. M NORI TI ES/ NONWHI TE PERSONS COVPRI SED OVER 33% OF PATI ENTS.
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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 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.

CBMC | S LOCATED IN THE TOAN OF LI VI NGSTON ALONG THE BORDER WEST ORANGE,

W THI N ESSEX COUNTY, NEW JERSEY. ESSEX COUNTY IS THE THI RD MOST POPULOUS
COUNTY I N NEW JERSEY AND | TS POPULATI ON GREW 10. 2% FROM 2010 TO 2020, THE
THI RD HI GHEST COUNTY GROWH RATE I N THE STATE. THE 2022 ESTI MATES SUGGEST
A SLI GHT LOSS OF POPULATI ON FROM 2020 TO 2022. THERE ARE 22

MUNI Cl PALI TI ES I N ESSEX COUNTY W TH THE WESTERN PARTS ENCOMPASSI NG MORE
AFFLUENT AND SUBURBAN POPULATI ONS, WHI LE THE EASTERN REG ON OF THE COUNTY
CONTAI NS MORE URBANI ZED, | MPOVERI SHED | NNER CI TY COVMUNI TI ES ( FOUR

DESI GNATED URBAN ENTERPRI SE ZONES - NEWARK, EAST ORANGE, ORANGE AND

I RVINGTON). NEWARK | S RANKED AS ONE OF THE POOREST PLACES | N THE COUNTY
AND | S LOCATED LESS THAN TEN M LES FROM ESSEX FELLS WH CH HAS ONE OF THE
HI GHEST PER CAPI TA | NCOVES | N THE STATE. LI VI NGSTON, SOUTH ORANGE AND
SHORT HI LLS HAVE SOME OF THE HI GHEST PERCENTAGE OF JEW SH POPULATI ONS FOR
MUNI Cl PALITIES IN THE U. S., AND BELLEVI LLE AND BLOOVFI ELD MAI NTAI N A

STRONG | TALI AN- AVERI CAN POPULATI ON.

LI VINGSTON IS THE 78TH LARGEST MCD/ PLACE I N NEW JERSEY AND | S ESTI MATED

TO HAVE | NCREASED 6. 9% I N | TS POPULATI ON FROM 2010 TO 2020, IT IS
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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 Ill, lines 2, 3, 4, 8 and

9b.

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

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

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

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

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

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

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

organization, files a community benefit report.

ESTI MVATED TO HAVE DECREASED SL| GHTLY FROM 2020 TO 2022. 1T IS COVPRI SED
OF NEARLY 39% M NORI TY POPULATI ON AND 28% OF PERSONS WERE FOREI GN BORN.
NEARLY 35% OF | TS POPULATI ON OVER 5 YEARS | S ESTI MATED TO SPEAK A
LANGUAGE OTHER THAN ENGLI SH AT HOVE. ONLY 2. 7% OF PERSONS ARE ESTI MATED
TO BE I N POVERTY AND LESS THAN 2% OF PERSONS UNDER AGE 65 LACK HEALTH

| NSURANCE. WEST ORANCE, THE 44TH LARGEST MCD/ PLACE | S ESTI MATED TO HAVE
| NCREASED 5. 7% I N I TS POPULATI ON FROM 2010 TO 2020, W TH A SLI GHT
DECREASE ESTI MATED FROM 2020 TO 2022. WEST ORANGE | S COVPRI SED OF 56%

M NORI TY POPULATI ON AND 30% OF PERSONS WERE FOREI GN BORN. NEARLY 33% OF
I TS POPULATI ON | S ESTI MATED TO SPEAK A LANGUAGE OTHER THAN ENGLI SH AT
HOMVE. PERSONS | N POVERTY ARE ESTI MATED AT 7. 2% OF THE POPULATI ON AND 9. 4%

OF PERSONS UNDER AGE 65 ARE ESTI MATED TO LACK HEALTH | NSURANCE.

CBMC | S COMW TTED TO SERVI CE FOR I TS COVMUNI TI ES BOTH W THI N THE | NNER

CI TY AND THE SUBURBAN AREAS, W TH AWARENESS TO THE GROW NG ASI AN AND

HI SPANI C POPULATI ONS, AS WELL AS COMMUNITI ES OF COLOR WTHI N | TS SERVI CE
AREA. I N 2022, M NORI TI ES REPRESENT APPROXI MATELY 49% OF CBMC S PATI ENTS,

AND MORE THAN 18% OF | TS PATI ENTS ARE OF UNDERI NSURED AND UNI NSURED PAYER
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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 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.

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

organization, files a community benefit report.

CATEGORI ES. MEDI CARE REPRESENTS AN ADDI TI ONAL 35. 7% OF PATI ENTS.

JCMC IS LOCATED I N JERSEY CITY, THE POPULATI ON CENTER OF HUDSON COUNTY,

AND COVPRI SES OVER 40% OF THE COUNTY' S POPULATI ON I N 2020, ESTI MATED TO

HAVE GROMWN OVER 44, 800 PEOPLE FROM 2010 TO 2020. HUDSON COUNTY | S

ESTI MVATED TO HAVE THE LARGEST POPULATI ON GROMH I N THE STATE SI NCE 2010,

ADDI NG OVER 90, 500 PEOPLE. JERSEY CI TY WAS THE SECOND MOST POPULQUS CI TY

IN NEW JERSEY I N 2022 (CENSUS BUREAU ESTI MATES) AND HAD THE HI GHEST

| NCREASE | N POPULATI ON NUMBERS OF NEW JERSEY' S PLACES AND TOWNS FROM 2010

TO 2020. FOUR HUDSON CCQUNTY | NCORPORATED PLACES ARE IN THE TOP 10 PLACES

OF GROMH I N NEW JERSEY FROM 2010 TO 2020, WTH A FIFTH TOAW I N 11TH.

CENSUS ESTI MATES FOR 2022 SUGGEST A POPULATI ON LOSS OF APPROXI MATELY

51

000 PERSONS FROM 2020 TO 2022. JERSEY CITY'S POPULATI ON | S ESTI MATED

AS THE POPULATI ON BEI NG NEARLY 78% M NORI TY AND NEARLY 41. 6% FORElI G\- BORN

(2017-2021 ACS ESTIMATE). | N ADDI TI ON, OVER 16% OF PERSONS IN THE CI TY

ARE ESTI MATED TO BE I N POVERTY CONTRASTED TO THE COUNTY W TH15% AND STATE

W TH 10. 2% FURTHER, 9. 8% OF PERSONS I N JERSEY CI TY ARE ESTI MATED TO NOT

HAVE HEALTH | NSURANCE W TH AN ADDI TI ONAL 19% ON MEDI CAl D AND MEANS TESTED
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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 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.

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

organization, files a community benefit report.

| NSURANCE AND 10. 6% ON MEDI CARE ALONE OR | N COVBI NATI ON W TH OTHER

I NSURANCE PAYERS.

W TH A LOCATI ON ACRCSS THE RI VER FROM NEW YORK CI TY, JERSEY CI TY HAS A

FAST- EXPANDI NG SKYLI NE AND | TS RAPI D REVI TALI ZATION OF THE CITY IS

SUPPORTED BY AN | NTEGRATED TRANSPORTATI ON SYSTEM | NCLUDI NG A PORT OF

ENTRY WTH M LES OF WATERFRONT AND SI GNI FI CANT RAI L CONNECTI ONS. JERSEY

CITY' S ECONOM C SPHERE | S ONE OF THE FASTEST- GRON NG AS MORE FORTUNE- 500

CORPORATI ONS SUCH AS CHASE MANHATTAN BANK, LEHVAN BROTHERS, MERRI LL

LYNCH, CHARLES SCHWAB, CONTI NUE TO BRI NG THEI R BUSI NESSES TO THE AREA.

JERSEY CI TY | NCLUDES MOST OF ELLIS | SLAND AND I T HAS ONE OF THE MOST

DI VERSE POPULATI ONS I N THE UNI TED STATES, AND IS HOST TO AN ARRAY OF

ETHNI CI TIES AND CULTURES | NCLUDI NG COVMUNI TI ES OF JEW SH, | TALI AN, CUBAN,

FILI PINO POLISH, |IND AN, IR SH PUERTO RI CAN, DOM NI CAN, AFRI CAN, ARAB,

AND ASI AN DESCENT. I T IS RANKED AS THE MOST DI VERSE OR ONE OF THE MOST

DI VERSE CI TIES I N THE COUNTRY BY MJLTI PLE ORGANI ZATI ONS (NI CHE,

WALLETHUB, QUI CKENLOANS). ACCORDI NG TO THE CENSUS COVMUNI TY SURVEY, OVER

52% OF THE POPULATI ON AGED 5 AND COLDER IS ESTI MATED TO SPEAK A LANGUACE
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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 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.

OTHER THAN ENGLI SH AT HOME.

JCMC SERVES AREAS THAT | NCLUDE MUA/ MUP DESI GNATI ONS AND STATE DESI GNATI ON
AS MEDI CALLY UNDERI NSURED AND | S AN URBAN ENTERPRI SE ZONE (UEZ) BY THE
STATE OF NEW JERSEY. HUDSON COUNTY HAS AREAS OF HI GH UNEMPLOYMENT AND
POVERTY RATI S COVPARED TO STATE AND LOCAL AVERAGES. HOUSEHOLDS I N THE
ECONOM C CENSUS REFLECT LOWER MEDI AN HOUSEHOLD | NCOVES I N JERSEY CI TY
THAN I N THE STATE. JCMC IS COWM TTED TO PROVI DI NG QUALI TY AND

COVPASSI ONATE CARE TO I TS DI VERSE COMMUNI TI ES | NCLUDI NG THE MANY WHO ARE
FI NANCI ALLY CHALLENGED; SERVI NG A PATI ENT PCOPULATI ON COVPRI SED OF 84%

M NORI TY/ NONWHI TE PERSONS AND OVER 45% UNDERI NSURED AND UNI NSURED PAYER
CLASSI FI CATI ONS I N 2022. MEDI CARE REPRESENTS AN ADDI TI ONAL 24% OF THE

| NPATI ENTS BY PAYER CLASSI FI CATI ON.

MVC IS LOCATED | N LONG BRANCH, MONMOUTH COUNTY. MONMOUTH COUNTY | S THE
NORTHERNMOST COUNTY ON THE JERSEY SHORE, AND IS I N CLOSE PROXIM TY TO NEW
YORK CITY WTH THE SI XTH LARGEST TOTAL POPULATI ON I N THE STATE ACCORDI NG

TO 2022 CENSUS ESTI MATES. MONMOUTH COUNTY |'S HOVE TO | MM GRANT
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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 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.

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 ONS OF | TALI AN, GERVAN AND POLI SH, W TH A LARCE | RI SH AVERI CAN

POPULATI ON AND A RAPI DLY GROW NG ASI AN PRESENCE. LONG BRANCH CITY IS THE

72TH LARGEST MCD LOCATI ON I N THE STATE AND HAS BEEN DESI GNATED AS A

MJA/ MUP ( MEDI CALLY UNDERSERVED AREA/ POPULATI ON) BY THE HEALTH RESOURCES

AND SERVI CES ADM NI STRATI ON (HRSA) OF THE DEPARTMENT OF HEALTH AND HUMAN

SERVI CES. CONTI NUED GROMH | S ESTI MATED FOR THE CI TY W TH CENSUS

ESTI MATES PLACI NG AT THE 15TH HI GHEST NUMBER | NCREASED BETWEEN 2020 AND

2022.

LONG BRANCH | S OVER 43% M NORI TY PRESENCE W TH OVER 27% OF POPULATI ON ARE

FOREI GN BORN. OVER 36% OF POPULATI ONS AGED 5 OR OLDER SPEAK A LANGUAGE

OTHER THAN ENGLI SH AT HOME. OVER 21% OF PERSONS ARE ESTI MATED TO BE I N

POVERTY W TH 21% OF PERSONS UNDER AGE 65 W THOUT HEALTH | NSURANCE. NEARLY

15% HAVE MEDI CAI D OR OTHER MEANS TESTED | NSURANCE AND 15. 3% HAVE

MEDI CARE.

BETWEEN THE RESI DENTS AND THE SUMMERTI ME SHORE VI SI TORS, MMC | S COW TTED

TO SERVI CE | TS DI VERSE PATI ENT POPULATI ON W TH OVER 46% OF | TS PATI ENTS
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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 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.

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

organization, files a community benefit report.

COWPRI SED OF M NCORI TY/ RACE ETHNI CI TY CROUPS AND ABOUT 31% OF PATI ENTS IN

UNDERI NSURED AND UNI NSURED PAYER GROUPS I N 2022. MEDI CARE REPRESENTS AN

ADDI TI ONAL 31% OF PATI ENTS SERVED.

MMCSC | S LOCATED | N LAKEWOOD TOMNSHI P, OCEAN COUNTY, THE FI FTH LARCGEST

COUNTY | N POPULATI ON SI ZE. OCEAN COUNTY | S THE SECOND LARGEST COUNTY I N

THE STATE IN TERVM5 OF GEOGRAPHI C SI ZE AND HAS THE FI FTH LARGEST TOTAL

POPULATI ON SI ZE | N THE STATE. SENI ORS AGED 65 AND OLDER COWPRI SE OVER 22%

OF THE COUNTY' S POPULATI ON. THE STATE AND US PERCENTAGE FOR SENICRS | S

AROUND 17%

LAKEWOOD HAS BEEN | DENTI FI ED AS ONE OF THE FASTEST- GRON NG TOANSHI PS | N

NEW JERSEY DURI NG THE PAST DECADE (W TH 45% GROWH) AND | S RANKED THE 4TH

MOST POPULCOUS PLACE/ MCD | N THE STATE ACCORDI NG TO 2022 CENSUS ESTI MATES,

RANKI NG LARGEST NUMBER OF PERSONS | NCREASED FROM 2020 TO 2022. THE

LOCATION OF MMCSC IS WTHI N A DESI GNATED MEDI CALLY UNDERSERVED

AREA/ POPULATI ON ( MUA/ MUP) BY THE HEALTH RESOURCES AND SERVI CE

ADM NI STRATI ON (HRSA) BRANCH OF THE U. S. DEPARTMENT OF HEALTH AND HUMAN
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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 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.

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

organization, files a community benefit report.

SERVI CES AND AN URBAN ENTERPRI SE ZONE (UEZ) BY THE STATE OF NEW JERSEY.

LAKEWOOD TOMWNSHI P IS ALSO ONE OF THE HUBS OF ORTHODOX JUDAI SM AND | S HOMVE

TO ONE OF THE LARGEST YESH VAS IN THE WORLD. THE LARGE ORTHODOX

POPULATI ON COVPRI SES NEARLY HALF OF THE TOANSHI P'' S POPULATI ON.

FI FTEEN PERCENT (14% OF LAKEWOOD |'S COVPRI SED OF M NORI TY POPULATI ONS.

OVER 8% OF PERSONS ARE FORElI GN BORN AND 22% OF PERSONS AGED 5 AND OLDER

SPEAK A LANGUAGE OTHER THAN ENGLI SH AT HOVE. OVER 25% OF LAKEWOOD PERSONS

ARE ESTI MATED TO BE I N POVERTY AND 5. 4% OF PERSONS UNDER AGED 65 ARE

W THOUT HEALTH | NSURANCE WHI LE NEARLY 52% OF PERSONS HAVE MEDI CAl D/ MEANS

TESTED | NSURANCE AND 4. 9% HAVE MEDI CARE.

MMCSC IS COWM TTED TO I TS SERVICE OF I TS DI VERSE COMMUNI TI ES I N THE

COUNTY, W TH A PROPCRTI ONALLY HI GHER M X OF ELDERLY AND

UNI NSURED/ UNDERI NSURED. AS A RESULT, | N 2022, MMCSC S PATI ENTS WERE

COVPRI SED OF 37% M NORI TY POPULATI ONS AND NEARLY 32% OF PATI ENTS ARE OF

UNDERI NSURED/ UNI NSURED PAYOR CATEGORI ES. MEDI CARE COWMPRI SES AN

ADDI TI ONAL 44% OF PATI ENTS PAYER CLASSI FI CATI ON.
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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 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.

NBI MC | S LOCATED IN THE G TY OF NEWARK, THE SEAT OF ESSEX COUNTY. NEWARK
I'S THE 66TH LARGEST | NCORPCRATED PLACE I N THE UNI TED STATES ACCORDI NG TO
2022 CENSUS ESTI MATES AND I T IS NEW JERSEY' S LARGEST, AND AMONGST THE
STATE' S MOST DI VERSE, ClI TIES. NEWARK | S ESTI MATED TO HAVE HAD THE 3RD

H GHEST | NCREASE | N POPULATI ON NUMBERS OF MCD/ TOWNSHI PS, W TH 12. 2%
GROWMH FROM 2010 TO 2020, W TH A SMALL DECREASE ESTI MATED FROM 2020 TO
2022. IT 1S HOVE TO A MAJOR | NTERNATI ONAL Al RPORT, CONNECTS TO MAJOR
ROADWAYS AND ADJACENT TO MAJOR SHI PPI NG YARDS. DUE TO THE NATURE OF I TS
LOCATION, NBIMC | S A MAJOR REFERRAL TREATMENT CENTER TO VARI QUS Dl VERSE
COMMUNI TIES, WTH THE MAJORI TY OF THE RACI AL MAKEUP OF THE CI TY BEI NG
PREDOM NANTLY M NORI TY. NEWARK |'S SURROUNDED BY RESI DENTI AL SUBURBS TO
THE WEST, DENSE URBAN AREAS TO BOTH THE SOUTH AND EAST, AND M DDLE- CLASS

RESI DENTI AL SUBURBS AND | NDUSTRI AL AREAS TO THE NORTH.

NBI MC SERVES AREAS THAT | NCLUDE MJUA/ MUP DESI GNATI ONS AND STATE
DESI GNATI ON AS MEDI CALLY UNDERI NSURED AND NEWARK |'S AN URBAN ENTERPRI SE

ZONE (UEZ) BY THE STATE OF NEW JERSEY. NEWARK HAS HI GH UNEMPLOYMENT AND
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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 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.

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

organization, files a community benefit report.

POVERTY RATI S COVPARED TO STATE AND LOCAL AVERAGES; NEARLY 26% OF

PERSONS WERE ESTI MATED TO BE | N POVERTY. NEARLY 32% OF PERSONS ARE

FOREI GN BORN AND 90% OF NEWARK' S POPULATION IS M NORITY. NEARLY 51% OF

PERSONS AGED 5 AND OLDER SPEAK A LANGUAGE OTHER THAN ENGLI SH AT HOMVE. | T

I S ESTI MATED THAT 19. 6% OF PERSONS UNDER THE AGE OF 65 LACK HEALTH

| NSURANCE AND OVER 31% HAVE MEDI CAl D OR MEANS TESTED | NSURANCE AND 11. 4%

I'S MEDI CARE. THE POPULATI ON I N NEWARK | S YOUNGER W TH ONLY 10. 5% OF THE

POPULATI ON AGED 65 OR OLDER, CONTRASTED W TH NEARLY 14. 4% FOR THE COUNTY

AND 17. 3% FOR THE STATE.

NBI MC | S COW TTED TO PROVI DI NG QUALI TY AND COVPASSI ONATE CARE TO I TS

CHALLENGED COMMUNI TI ES; SERVI NG A PATI ENT POPULATI ON COVWPRI SED OF NEARLY

94% M NORI TY REPRESENTATI ON AND OVER 57% UNDERI NSURED AND UNI NSURED PAYER

CLASSI FI CATI ONS I N 2022. MEDI CARE REPRESENTS AN ADDI TI ONAL 21% OF THE

| NPATI ENTS BY PAYER CLASSI FI CATI ON.

RWUH- NEW BRUNSW CK | S LOCATED | N NEW BRUNSW CK, THE POPULATI ON CENTER OF

M

DDLESEX COUNTY. ACCORDI NG TO CENSUS BUREAU ESTI MATES, M DDLESEX COUNTY

JSA
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=E1g@VIl Supplemental Information

Provide the following information.

1

Required descriptions. Provide the descriptions required for Part |, 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.

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

organization, files a community benefit report.

'S THE SECOND LARGEST COUNTY I N NEW JERSEY AND | S ESTI MATED TO HAVE HAD

THE SI XTH LARGEST GROWIH | N RESI DENTS FROM 2010 TO 2020. NEW BRUNSW CK | S

THE LARGEST CITY I N THE COUNTY AND THE 33RD LARGEST MCDY PLACE | N THE

STATE, AND IS ESTI MATED TO HAVE | NCREASE OVER 1. 3% FROM 2022 TO 2022. NEW

BRUNSW CK' S EXTENSI VE HI STORY DATES BACK TO PRE- REVOLUTI ONARY TI MES AND

ITI1S THE HOVE OF RUTGERS UNI VERSI TY, THE STATE UNI VERSI TY OF NEW JERSEY.

THE 5- BLOCK DOANTOMN AREA CONTAI NS NEARLY 50 RESTAURANTS AND THREE

DI STI NCT THEATERS - THE AFRI CAN AMERI CAN- FOCUSED CROSSROADS THEATRE,

GEORGE STREET PLAYHOUSE AND THE STATE THEATER OF NEW JERSEY FOR CONCERTS

AND SPECI AL EVENTS - AS WELL AS THE AMERI CAN REPERTORY BALLET, THAT ALSO

PERFORM AT VARI QUS VENUES THROUGHOUT THE STATE.

DESPI TE THE VI BRANCY OF PRE-COVID CITY CULTURE, MANY CHALLENGES EXI ST FOR

RESI DENTS RESI DI NG | N NEW BRUNSW CK. THERE ARE 12 DESI GNATED

COVPREHENSI VE HEALTH CENTERS | N M DDLESEX COUNTY AND A NUMBER OF CENSUS

TRACTS W TH MUA/ MUP DESI GNATI ON.  THE GROW NG POPULATI ON | S COVPRI SED OF

73% M NORI TY AND 32% OF RESI DENTS ARE FOREI GN BORN. APPROXI MATELY 55% OF

RESI DENTS AGED FI VE AND OLDER SPEAK A LANGUAGE OTHER THAN ENGLI SH AT
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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 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.

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

organization, files a community benefit report.

HOME. OVER 35% OF PERSONS ARE ESTI MATED TO BE I N POVERTY AND 120% OF

PERSONS UNDER AGE 65 ARE W THOUT HEALTH | NSURANCE WHI LE 19. 1% OF THE

POPULATI ON | S ON MEDI CAI D OR OTHER MEANS TESTED | NSURANCE AND AN

ADDI TI ONAL 6. 3% HAVE MEDI CARE.

RWUH- NEW BRUNSW CK | S COW TTED TO PROVI DI NG QUALI TY AND COVPASSI ONATE

CARE TO I TS FI NANCI ALLY | NSECURE COVMUNI Tl ES; SERVI NG A PATI ENT

POPULATI ON COVMPRI SED OF MORE THAN 61. 9% M NORI TY REPRESENTATI ON AND OVER

30% UNDERI NSURED AND UNI NSURED PAYER CLASSI FI CATI ONS | N 2022. MEDI CARE

REPRESENTS AN ADDI TI ONAL 29. 8% OF THE PATI ENTS BY PAYER CLASSI FI CATI ON.

RWUH- SOMERSET | S LOCATED SOVERVI LLE, THE COUNTY SEAT OF SOMERSET COUNTY,

NEW JERSEY. SOVERSET COUNTY, THE 13TH LARGEST COUNTY, HAD THE 5TH

LARGEST POPULATI ON GROMH FROM 2010 TO 2020, W TH FURTHER GROWH

ESTI MVATED FROM 2020 TO 2022. SOVERSET COUNTY IS ONE OF AMERI CA' S OLDEST

COUNTI ES, AND WAS FI RST SETTLED I N 1681. MOST OF THE EARLY RESI DENTS WERE

DUTCH. I N THE 1960S, TOMSHI PS THAT WERE ONCE EXCLUSI VELY AGRI CULTURAL

VERE QUI CKLY TRANSFORMED | NTO SUBURBAN COMMUNI Tl ES. THE AREA GROWMH WAS

Al

DED BY THE DEVELOPMENT OF A VERY STRONG PHARMACEUTI CAL AND TECHNOLOGY
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=E1g@VIl Supplemental Information

Provide the following information.

1 Required descriptions. Provide the descriptions required for Part |, 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.

PRESENCE.

SOMERVI LLE HAS EXPERI ENCED CONTI NUED GROWIH, AN ESTI MATED 3% | NCREASE

FROM 2020 TO 2022, BECOM NG THE 80TH LARGEST MCDY PLACE | N NEW JERSEY.

SOMERVI LLE HAS LEVEL OF AFFLUENCE YET HAS 4. 4% OF PERSONS ARE ESTI MATED

TO BE I N POVERTY. THE POPULATION IS COVPRI SED OF 48.2% M NORI TY AND 26%

OF RESI DENTS ARE FOREI GN BORN. OVER 33% OF PERSONS AGED 5 OR OLDER SPEAK

A LANGUAGE OTHER THAN ENGLI SH AT HOVE. OVER 9% OF PERSONS UNDER AGE 65

ARE ESTI MATED TO NOT HAVE HEALTH | NSURANCE AND 6. 8% OF PERSONS HAVE

MEDI CAI D OR OTHER MEANS TESTED | NSURANCE AND 12. 9% MEDI CARE.

RWUH SOMERSET |'S COVM TTED TO PROVI DI NG QUALI TY AND COVPASSI ONATE CARE

TO I TS COWUNI TI ES; SERVI NG A PATI ENT POPULATI ON COVPRI SED OF NEARLY 51%

M NORI TY REPRESENTATI ON AND NEARLY 17% UNDERI NSURED AND UNI NSURED PAYER

CLASSI FI CATI ONS I N 2022. MEDI CARE REPRESENTS AN ADDI TI ONAL 38% OF THE

| NPATI ENTS BY PAYER CLASSI FI CATI ON.

RW HAM LTON IS LOCATED I N HAM LTON, MERCER COUNTY, NEW JERSEY. THE

JSA
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=E1g@VIl Supplemental Information

Provide the following information.

1

Required descriptions. Provide the descriptions required for Part |, 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.

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

organization, files a community benefit report.

TOMSHI P | S LOCATED | MVEDI ATELY EAST OF THE HI STORIC CITY OF TRENTON, THE

STATE' S CAPI TAL. MERCER COUNTY HAS THE 12TH LARGEST POPULATI ON SI ZE AND

HAD THE 7TH LARGEST ESTI MATED GROMH OF COUNTI ES | N NEW JERSEY FROM 2010

TO 2020. THE COUNTY | S ESTI MATED TO HAVE HAD A SLI GHT POPULATI ON DECREASE

FROM 2020 TO 2022. TRENTON | S NEW JERSEY' S 11TH LARGEST MCDY TOMNNSHI P BY

POPULATI ON SI ZE, AND HAM LTON TOWNSHI P | S THE 10TH LARGEST. BOTH HAM LTON

TOMSH P AND TRENTON HAD POPULATI ON GROMH FROM 2010 TO 2020, 4. 1% AND

7% RESPECTI VELY. BOTH ARE ESTI MATED TO HAVE EXPERI ENCED SMALL DECLI NES

FROM 2020 TO 2022. HAM LTON TOMNSH P HAS OVER 40 SQUARE M LES, MORE THAN

64 PUBLI C PARKS AND PLAYCROUNDS AND ACRES OF PRESERVED OPEN SPACE.

LOCATED | N CENTRAL NEW JERSEY, HAM LTON TOWNSHI P ENJOYS A PRI ME LOCATI ON

THAT IS WTHI N AN HOUR S DRI VE OF NEW YORK CI TY, PHI LADELPH A, AND THE

JERSEY SHORE. THE TOMWN IS ALSO I N CLOSE PROXI M TY TO DESTI NATI ONS SUCH AS

SI X FLAG GREAT ADVENTURE AND THE QUAI NT DOMNTOWN PRI NCETON AREA.

MAJOR ROADWAYS PROVI DE EASY ACCESS TO HAM LTON, | NCLUDI NG THE NEW JERSEY

TURNPI KE, | NTERSTATE H GHMAYS 195 AND 295, U.S. H GHWAYS 130 AND 206 AND

STATE H GHWAYS 33 AND 29, WHI LE THE HAM LTON TRAI N STATI ON OFFERS
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=E1g@VIl Supplemental Information

Provide the following information.

1 Required descriptions. Provide the descriptions required for Part |, 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.

CONVENI ENT RAIL ACCESS TO NEW YORK CI TY ALONG THE NJ TRANSI T''S NORTHEAST

CORRI DOR LI NE.

HAM LTON TOWNSHI P HAS A LEVEL OF AFFLUENCE YET 7% OF THE POPULATION | S

ESTI MVATED TO BE | N POVERTY. OVER 36% OF THE POPULATI ON | S COVPRI SED OF

M NORI TI ES AND NEARLY 18% OF THE RESI DENTS WERE FOREI GN BORN. NEARLY 24%

OF PERSONS OVER AGE 5 SPEAK A LANGUAGE OTHER THAN ENGLI SH AT HOVE.

APPROXI MATELY 7% OF THE RESI DENTS UNDER 65 YEARS HAD NO HEALTH | NSURANCE.

HAM LTON POPULATI ON HAD 11. 7% OF THE POPULATI ON W TH MEDI CAI D OR MEANS

TESTED | NSURANCE AND 23. 9% W TH MEDI CARE. NEI GHBORI NG TRENTON | S

COVPRI SED OF NEARLY 87% M NORI TY AND 23. 3% OF THE POPULATI ON | S ESTI MATED
TO BE FOREI GN BORN. TRENTON HAS 37. 1% OF THE RESI DENTS AGED FI VE AN OLDER
SPEAKI NG A LANGUAGE OTHER THAN ENGLI SH AT HOVE. OVER 27% ARE ESTI MATED TO
BE | N POVERTY AND OVER 15. 9% OF PERSONS AGED UNDER 65 ARE LACKI NG

| NSURANCE.  APPROXI MATELY 33 OF THE TRENTON POPULATI ON | S ESTI MATED TO BE

ON MEDI CAI D OR MEANS TESTED | NSURANCE AND 14. 4% MEDI CARE.

RW HAM LTON IS COWM TTED TO PROVI DI NG QUALI TY AND COVPASSI ONATE CARE TO

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 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.

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 TS COWUNI TI ES; SERVI NG A PATI ENT POPULATI ON COVMPRI SED OF MORE THAN 51%

M NORI TY REPRESENTATI ON AND 17% UNDERI NSURED AND UNI NSURED PAYER

CLASSI FI CATI ONS I N 2022. MEDI CARE REPRESENTS AN ADDI TI ONAL 47. 4% OF THE

| NPATI ENTS BY PAYER CLASSI FI CATI ON.

RW RAHWAY | S LOCATED I N RAHWAY, UNI ON COUNTY, NEW JERSEY. UNI ON COUNTY

'S THE 7TH LARGEST COUNTY I N THE STATE AND | T EXPERI ENCED THE FOURTH

LARGEST POPULATI ON GROMH RATE FROM 2010 TO 2020. THERE IS A SLI GHT

DECREASE ESTI MATED FOR 2020 TO 2022. RAHWAY CITY IS THE 83RD LARGEST

MCD/ TOANSHI P | N NEW JERSEY AND GREW BY 8% OVER THE PAST CENSUS PERI OD AND

I'S ESTI MATED TO HAVE HAD A SLI GHT GROMH FROM 2020 TO 2022.

RAHWAY AND THE SURROUNDI NG AREA WERE ONCE THE HOVE OF THE LENNI LENAPE

NATI VE AMERI CANS AND | T GREW DUE TO I TS LOCATI ON ALONG THE MAJCR

STAGECOACH AND RAI LROAD LI NES BETWEEN NEW YORK CI TY AND PHI LADELPHI A,

PENNSYLVANI A.  THE NAVI GABLE RAHWAY RI VER, WH CH FLOWS THROUGH THE CI TY,

ALSO Al DED THE CI TY' S COMMERCI AL GROANTH.

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 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.

| MM GRANTS FROM BRI TAI N, | RELAND AND GERVANY STREAMED | NTO WHAT WAS THEN
RAHWAY TOMNSHI P | N THE 1850S AND RAHWAY BECAME | NCORPORATED AS A CITY ON
APRIL 19, 1858. THE CI TY BECAME HOVE TO DOZENS OF MAJOR MANUFACTURERS,

I NCLUDI NG THE REG NA MJSI C BOX COVPANY, WHEATENA, MERSHON BROS. AND MERCK
& CO., AND EXPERI ENCED HARDSHI PS W TH THE DECLI NE | N | NDUSTRY AFTER WORLD

VAR | I.

RAHWAY CI TY HAS A M NORI TY PRESENCE OF 66% AROUND 21% OF THE POPULATI ON
I'S FOREI GN BORN AND OVER 30% OF RESI DENTS AGE 5 AND CLDER SPEAK A
LANGUAGE OTHER THAN ENGLI SH AT HOVE. NEARLY 9% OF RESI DENTS ARE I N
POVERTY AND NEARLY 9% OF PERSONS UNDER AGE 65 LACK HEALTH I NSURANCE. OVER
34% OF RESI DENTS HAVE PUBLI C HEALTH | NSURANCE W TH 15. 9% COVPRI SED OF

MEDI CARE.

RW RAHVWAY |'S COVW TTED TO PROVI DI NG QUALI TY AND COVPASSI ONATE CARE TO
I TS COWUNI TI ES; SERVI NG A PATI ENT POPULATI ON COVPRI SED OF A SI GNI FI CANT
M NORI TY REPRESENTATI ON AND OVER 19. 1% UNDERI NSURED AND UNI NSURED PAYER

CLASSI FI CATI ONS I N 2022. MEDI CARE REPRESENTS AN ADDI TI ONAL 45% OF THE

JSA
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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 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.

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

organization, files a community benefit report.

PATI ENTS BY PAYER CLASSI FI CATI ON.

SBBH | S LOCATED IN TOVS RI VER, THE COUNTY SEAT OF OCEAN COUNTY. OCEAN

COUNTY IS HOVE TO ONE- THIRD OF THE JERSEY SHORE, BCORDERI NG THE ATLANTIC

OCEAN I N THE SCQUTHERN PART OF NEW JERSEY, A PRI ME DESTI NATI ON FOR LARCE

BEACH POPULATI ONS, FI SHERVAN AND BOATERS, WH CH PLACES ADDI Tl ONAL

SEASONAL DEMANDS ON THE HOSPI TAL' S EMERGENCY DEPARTMENT.

THE CENSUS BUREAU COUNTS EVI DENCE OCEAN COUNTY AS HAVI NG THE SECOND

HI

GHEST PERCENTAGE | NCREASE (10.5% | N POPULATI ON NUMBERS FROM 2010 TO

2020, AND I T HAD THE SECOND LARGEST HI GHEST | NCREASE | N NUMBER FOR ALL

COUNTI ES I N THE STATE. TOVS RI VER TOMSHI P | S RANKED THE 8TH MOST

POPULQUS SUBCOUNTY/ TOANSHI P AREA | N THE STATE ACCORDI NG TO THE CENSUS

2022 ESTI MATES. VWH LE THERE WAS AN ESTI MATED 4. 6% POPULATI ON GROMH

ESTI MATED BETWEEN THE 2010 AND 2020 (THE 27TH HI GHEST NUMBER | NCREASE | N

THE STATE), AND AN ESTI MATED 1. 6% | NCREASE FROM 2020 TO 2021 (THE 2ND

HI

LI

GHEST | NCREASE), THE DAMAGE BROUGHT BY HURRI CANE SANDY TO THE AREA

M TS HOUSI NG AND POPULATI ON GROWMH. THE 2022 ESTI MATE SUGCGESTS
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=E1g@VIl Supplemental Information

Provide the following information.

1

Required descriptions. Provide the descriptions required for Part |, 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.

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

organization, files a community benefit report.

CONTI NUED GROMH ( THE SECOND HI GHEST FOR PLACES/ MCD) FROM 2020 TO 2022.

TOVS RIVER CDP |'S ESTI MATED TO HAVE A 19% M NORI TY PRESENCE, 8. 4% OF THE

POPULATI ON | S FOREI GN- BORN, AND 10. 6% OF POPULATI ON AGED 5 YEARS AND

OLDER SPEAK A LANGUAGE OTHER THAN ENGLI SH AT HOME. I T | S ESTI MATED THAT

NEARLY 20% OF PERSONS ARE AGED 65 AND OLDER. I T IS ESTI MATED THAT 7. 4% OF

THE TOVS RI VER POPULATION | S LI VI NG BELOW THE FEDERAL POVERTY LEVEL AND

OVER 7% OF THOSE AGED UNDER 65 LACK HEALTH | NSURANCE. OVER 10% HAVE

MEDI CAI D OR MEANS TESTED | NSURANCE AND AN ESTI MATED 17. 4% MEDI CARE

| NSURANCE COVERAGE ALONE OR I N COVBI NATI ON W TH ANOTHER | NSURANCE.

SBBH SERVES BOTH SUBURBAN AND SEM - RURAL COVMUNI TI ES | NCLUDI NG THE SHORE

COMMUNI TI ES AND LOVER- 1 NCOVE MUNI CI PALI TI ES OF MANCHESTER AND SCUTH TOVB

RI VER AND THE FI NANCI ALLY | NSECURE COVMUNI TI ES | N LAKEWOOD. SBBH SERVES A

SI GNI FI CANT PROPORTI ON OF ELDERLY - 2020 CENSUS ESTI MATES THAT 22. 8% OF

THE COUNTY POPULATION | S AGED 65 AND OLDER AS OPPOSED TO 17. 4% FOR THE

STATE. I N 2022, 56% OF SBBH S PATI ENT ADM SSI ONS WERE COWPRI SED COF A

MEDI CARE PAYER FURTHER, NEARLY 25% OF SBBH S PAYER M X WAS COWPRI SED COF

JSA
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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 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.

UNDERI NSURED AND UNI NSURED PAYER CATEGCRI ES.

SBBH OMNS AND OPERATES 40 ACUTE CARE PSYCHI ATRI C | NPATI ENT BEDS IN I TS
TOVS RIVER FACILITY. I N ADDI TI ON, SBBH MANAGES THE OPERATI ONS COF AN
ADDI TI ONAL 60 PSYCHI ATRI C BEDS FOR | TS SYSTEM AFFI LI ATE, MMCSC | N THE

BUI LDI NG,

TRMC IS LOCATED I N ELI ZABETH CI TY, THE SEAT OF UNI ON COUNTY, NEW JERSEY.
I T 1S NEXT TO NEWARK BAY AND ARTHUR KI LL ( CHANNEL; CONNECTED BY THE
GOETHALS BRI DGE TO STATEN | SLAND, NEW YORK CI TY) AND | S ADJACENT TO
NEWARK, NEW JERSEY, TO THE NORTH. SETTLEMENT BEGAN I N 1664 WTH THE
PURCHASE OF LAND FROM THE DELAWARE | NDI ANS AND THE CI TY OF ELI ZABETH,

FOUNDED | N 1665, BECAME THE FI RST CAPI TAL OF THE STATE OF NEW JERSEY.

ELI ZABETH S DI VERSE POPULATI ON REPRESENTS MORE THAN 50 COUNTRI ES AND 37
LANGUAGE GROUPS. THE CITY IS H GHLY | NDUSTRI ALI ZED, W TH | MPORTANT
SHI PPI NG OPERATI ONS AND HAS BECOVE A REG ONAL HUB FOR THE EAST COAST W TH

I TS CLOSE PROXIM TY TO THE MAJOR ROADWAYS AND PROXI M TY TO NEWARK LI BERTY
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Schedule H (Form 990) 2022 RW BARNABAS HEALTH, | NC. - SUBORDI NATES 85- 1296795 Page 10

=E1g@VIl Supplemental Information

Provide the following information.

1

Required descriptions. Provide the descriptions required for Part |, 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.

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

organization, files a community benefit report.

NATI ONAL Al RPORT. THE PORT NEWARK/ ELI ZABETH S 2, 000- ACRE MARI NA TERM NAL

HOSTS OVER 150, 000 JOBS AND | S THE WORLD S LARGEST CONTAI NERSHI P PORT AND

THE LARGEST FOREI GN TRADE ZONE | N THE UNI TED STATES.

UNI ON COUNTY IS THE 7TH LARGEST CCOUNTY I N THE STATE AND | T EXPERI ENCED

THE FOURTH LARCGEST POPULATI ON GROMH RATE FROM 2010 TO 2020. THERE IS A

SLI GHT DECREASE ESTI MATED FOR 2020 TO 2022. ELIZABETH CITY | S THE FI FTH

LARGEST MCDY TOWNSHI P | N NEW JERSEY AND GREW BY 3. 4% OVER THE PAST CENSUS

PERI OD AND | S ESTI MATED TO HAVE A SLI GHAT DECREASE FROM 2020 TO 2022.

ELI ZABETH CI TY HAS A M NORI TY PRESENCE OF OVER 86% AROUND 48% OF THE

POPULATI ON | S FOREI GN BORN AND OVER 76% OF RESI DENTS AGE 5 AND OLDER

SPEAK A LANGUAGE OTHER THAN ENGLI SH AT HOVE. NEARLY 15% OF RESI DENTS ARE

I N POVERTY AND OVER 23% OF PERSONS UNDER AGE 65 LACK HEALTH | NSURANCE.

APPROXI MATELY 28% OF RESI DENTS HAVE MEDI CAI D OR MEANS TESTED | NSURANCE

W TH 10. 6% HAVI NG MEDI CARE.

TRMC IS COW TTED TO PROVI DI NG QUALI TY AND COMPASSI ONATE CARE TO I TS

JSA
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=E1g@VIl Supplemental Information

Provide the following information.

1

Required descriptions. Provide the descriptions required for Part |, 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.

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

organization, files a community benefit report.

COMMUNI TI ES;  SERVI NG A PATI ENT POPULATI ON COVPRI SED OF A SI GNI FI CANT

M NORI TY REPRESENTATI ON AND OVER 59% UNDERI NSURED AND UNI NSURED PAYER

CLASSI FI CATI ONS I N 2022. MEDI CARE REPRESENTS AN ADDI TI ONAL 20% OF THE

PATI ENTS BY PAYER CLASSI FI CATI ON. PATI ENTS BY PAYER CLASSI FI CATI ON.

SCHEDULE H, PART VI; QUESTION 5

OUR DEDI CATI ON TO SERVI NG THE PECPLE OF NEW JERSEY EXTENDS FAR BEYOND THE

CARE PROVI DED W THI N THE WALLS OF OUR HEALTH FACI LI TI ES. WE SUPPORT

PROGRAM5S THAT PROMOTE HEALTH AND WELLNESS | N OUR COVMUNI TI ES AND PROVI DE

ACCESS TO SERVI CES THAT WOULD OTHERW SE BE UNAVAI LABLE. WE ARE COWM TTED

TO THE ONGO NG | MPROVEMENT OF THE HEALTH, QUALITY OF LIFE, AND VI TALITY

OF OUR COVWUNI TI ES. WE STRI VE TO BRI NG THE BEST HEALTHCARE TO MEET THE

EVOLVI NG NEEDS OF RESI DENTS | N NEW JERSEY - WHETHER THAT BE ENHANCI NG THE

COORDI NATI ON FOR TREATI NG COVPLEX HEALTH CONDI TI ONS OR | MPROVI NG

COVMUNI TY HEALTH THROUGH LOCAL PROGRAMS AND EDUCATI ON.

THIS M SSI ON OF HEALTH AND VELLNESS | S EXEMPLI FI ED BY RW BARNABAS

JSA
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=E1g@VIl Supplemental Information

Provide the following information.

1

Required descriptions. Provide the descriptions required for Part |, 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.

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 S, THE LARGEST ACADEM C HEALTH CARE SYSTEM I N NEW JERSEY,

I NI TI ATI VE OF "ENDI NG RACI SM TOGETHER' WHI CH WAS LAUNCHED I N 2020. THI S

I NI TI ATI VE FOCUSES ON CREATI NG RACI AL, ETHNI C AND CULTURAL EQUI TY,

PRI ORI Tl ZI NG THOSE COMMUNI TI ES THAT ARE MOST DI SENFRANCHI SED AND

EXPERI ENCE POOR HEALTH, AND SOCI AL, ECONOM C, AND EDUCATI ONAL QUTCOVMES

DUE TO THE GENERATI ONAL EFFECTS OF RACI SM  GOVERNANCE AND LEADERSHI P

STRONGLY BELI EVE THAT THIS I S ONE OF OQUR MOST | MPORTANT ENDEAVORS THAT

W LL BE TRANSFORMATI VE, NOT JUST FOR PEOPLE OF COLOR BUT FOR OUR ENTI RE

ENTERPRI SE. " "ENDI NG RACI SM TOGETHER' FOCUSES ON FOUR PRI MARY AREAS:

PATI ENT CARE, WORKFORCE, COMVUNI TY, AND SYSTEM OPERATI ONS. USI NG AN

EVI DENCE- BASED APPROACH, EACH AREA | NCLUDES QUANTI FI ABLE TACTI CS TO

MEASURE SUCCESS AT THE ORGANI ZATI ONAL, FACILITY, AND I NDI VI DUAL LEVEL.

THI'S HEALTH EQUI TY CHALLENGE WAS FOLLOWED BY A MAJOR | NI TI ATIVE IN 2021

FOCUSED ON FOOD EQUI TY.

THE ENDI NG RACI SM TOGETHER, | S FURTHER SUPPORTED BY RWBH S SCCI AL

| MPACT & COVMUNI TY | NVESTMENT (SICl) PRACTI CE WHI CH LEVERAGES RWBH S

BROAD RANGE OF ASSETS TO ADVANCE A CULTURE OF HEALTH AND | MPROVE THE

JSA
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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 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.

QUALI TY OF LI FE FOR COVMMUNI TI ES THROUGHOUT NEW JERSEY. THE SOCI AL | MPACT
& COVMUNI TY | NVESTMENT PRACTI CE | S ROOTED | N ENSURI NG HEALTH EQUI TY, BY
ADVANCI NG STRATEG C POLI CY CHANGE, COMVBI NED W TH EVI DENCE BASED AND

| NNOVATI VE PROGRAMS THAT ADDRESS THE SOCI AL, ECONOM C, AND ENVI RONMENTAL

CONDI TI ONS THAT HAVE A SI GNI FI CANT | MPACT ON HEALTH OUTCOMVES.

THE SOCI AL | MPACT & COVMUNI TY | NVESTMENT PRACTI CE AT RWIBH ALSO SERVES AS
A DRI VER OF THE SYSTEM S ANCHOR M SSI ON TO H RE LOCAL, BUY LOCAL, AND

I NVEST LOCAL. AS PART OF I TS ONGO NG COW TMENT TO SOCI AL | MPACT AND
COVMUNI TY | NVESTMENT, RWBH LAUNCHED AN ONLI NE PLATFORM I N 2022 DESI GNED
TO | NCREASE OPPORTUNI TI ES FOR CERTI FI ED LOCAL AND DI VERSE OWNED

BUSI NESSES | N NEW JERSEY TO WORK DI RECTLY WTH RWIBH AND | TS FACI LI Tl ES.
LOCAL, M NORITY, AND WOMVEN- OANED BUSI NESSES THAT COULD POTENTI ALLY MEET
FUTURE SERVI CE OR SUPPLY CHAI N DEMANDS FOR RWBH ARE | NVI TED TO REG STER
AT RWBH. ORG BUYLOCAL. COMPANI ES THAT SUCCESSFULLY REG STER TO THE
PLATFORM W LL BE LI STED AS RWBARNABAS HEALTH BUYLOCAL VENDORS AND

| NCLUDED I N A DATABASE OF BUSI NESSES CONSI DERED FOR PROCUREMENT AND

CONTRACTI NG OPPORTUNI TI ES W THIN THE SYSTEM NEW JERSEY BASED, CERTI FI ED

JSA Schedule H (Form 990) 2022

2E1327 1.000

9345PW U600 0340880 167



Schedule H (Form 990) 2022 RW BARNABAS HEALTH, | NC. - SUBORDI NATES 85- 1296795 Page 10
Supplemental Information

Provide the following information.

1

M

Required descriptions. Provide the descriptions required for Part |, 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.

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

NORI TY OWKNED ( MBE), WOMVEN OWKED (WBE), SMALL BUSI NESS ( SBE),

VETERAN- OA\NED (VOB), DI SABLED VETERAN- OANED ( DVOB) AND DI SADVANTAGED

BUSI NESS ENTERPRI SES (DBE) ARE ALL ELI G BLE TO PARTI Cl PATE. HUNDREDS OF

BUSI NESS HAVE REG STERED. MARK E. MANI GAN, NOW PRESI DENT & CEQ,

RWBARNABAS HEALTH STATED "AS AN ANCHOR | NSTI TUTI ON THAT PRI ORI Tl ZES

ADDRESSI NG THE SOCI AL DETERM NANTS OF HEALTH, OUR COWM TMENT TO OUR

PATI ENTS AND NEI GHBORS EXTENDS BEYOND TRADI TI ONAL CARE DELI VERY. CUR

HEALTH SYSTEM I S ONE OF THE LARGEST EMPLOYERS AND PURCHASERS | N NEW

JERSEY, AND WE ARE DEDI CATED TO | NVESTI NG THOSE DOLLARS BACK | NTO THE

COVMMUNI TI ES WE SERVE. "

OTHER COVMUNI TY BUI LDI NG ACTI VI TI ES ARE UNDERTAKEN BY RWBH, I TS

HOSPI TALS AND OTHER FACI LI TIES TO | MPROVE THE MEDI CAL AND SOCI CECONOM C

VEELL- BEI NG OF THE COVMUNI TI ES AND SPECI AL NEEDS CHI LDREN | N OUR CARE.

THIS IS ACCOVPLI SHED THROUGH SERVI CE ON STATE AND REG ONAL ADVCCACY

COW TTEES AND BOARDS, VCLUNTEERI SM W TH LOCAL COVMUNI TY- BASED NON- PROFI T

ADVOCACY GROUPS, AND PARTI ClI PATI ON | N CONFERENCES AND OTHER EDUCATI ONAL

ACTIVITIES TO PROMOTE UNDERSTANDI NG OF THE ROOT CAUSES OF HEALTH

JSA
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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 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.

CONCERNS. THE SYSTEM AND FACI LI TI ES ENGAGE | N EDUCATI ON AND | NNOVATI ON
BY CONDUCTI NG RESEARCH, PROVI DI NG EDUCATI ONAL MATERI ALS, CONDUCTI NG
SPECI AL PROGRAMM NG ( SPECI AL CAMPS, EVENTS) AND HOLDS HEALTH EDUCATI ON
SEM NARS AND OQUTREACH SESSI ONS FOR | TS PATI ENTS AND FOR COMMUNI TY

PROVI DERS AND MEMBERS. PRESENTATI ONS ARE PROVI DED BY PHYSI Cl ANS, NURSES

AND OTHER HEALTHCARE PROFESSI ONALS.

THE MAJORITY OF THE BOARD OF TRUSTEES MEMBERS ARE | NDI VI DUALS W TH LOCAL
BUSI NESSES OR WHO RESI DE I N THE COMMUNI TY. HOSPI TAL STAFF MEMBERS SERVE

ON THE BOARDS OF MANY LOCAL NOT- FOR- PROFI T ORGANI ZATI ONS OR PROVI DE OTHER
FORMS OF SUPPORT SUCH AS FUNDRAI SI NG ACTI VI TY PARTI Cl PATI ON AND

PROMOTI ON OF THE CHARI TABLE EVENTS AND M SSI ON. ALL QUALI FI ED PHYSI Cl ANS

ARE EXTENDED PRI VI LEGES. DI VERSI TY | S WELCOVED AND ENCOURAGED FOR

RECRUI TMENT OF TRUSTEES, PHYSI Cl ANS AND STAFF.

UNDER THE DI RECTI VE OF THE SYSTEM S FI NANCE OFFI CE, SURPLUS FUNDS ARE
UTI LI ZED FOR CAPI TAL PRQJIECTS TO | MPROVE SERVI CES, TO PURCHASE EQUI PMENT,

OR TO ADVANCE MEDI CAL CARE, PROGRAMS AND ACTIVITIES. ALL OF THESE
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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 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.

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

organization, files a community benefit report.

PURPOSES FOR EXPENDI TURE OF SURPLUS FUNDS, I N TURN, BENEFI T THE

COMMUNI TY. PLEASE ALSO REFER TO FORM 990, SCHEDULE O, WHI CH CONTAI NS THE

ORGANI ZATI ON'S COVMUNI TY BENEFI T STATEMENT AND PROVI DES A SUMVARY OF

HOSPI TAL ENTI TI ES COVPRI SI NG RWIBARNABAS HEALTH.

SCHEDULE H, PART VI; QUESTION 6

RWBARNABAS HEALTH - AS THE LEADI NG ACADEM C HEALTH SYSTEM I N NEW JERSEY

I S ADVANCI NG | NNOVATI VE STRATEG ES I N H GH QUALI TY PATI ENT CARE,

EDUCATI ON AND RESEARCH TO ADDRESS BOTH THE CLI NI CAL AND SCCI AL

DETERM NANTS OF HEALTH. RWBH WORKS TO MAKE A UNI QUE | MPACT | N LOCAL

COVMUNI TI ES THROUGHOUT NEW JERSEY: | MPROVI NG THE HEALTH OF LOCAL

RESI DENTS THROUGH CLI NIl CAL SERVI CES AND PROGRAMS, CREATI NG EDUCATI ONAL

AND CAREER OPPCORTUNI TI ES, ADVOCATI NG FOR POLI CY TO SUPPORT THE HEALTH AND

VELLNESS COF | TS COVWUN TI ES AND PROMOTI NG BEST HEALTH AND VELLNESS

PRACTI CES.

THE SYSTEM | NI TI ATI VES ESTABLI SH A STRONG FOUNDATI ON AND SUPPORT FOR THE
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Schedule H (Form 990) 2022 RW BARNABAS HEALTH, | NC. - SUBORDI NATES 85- 1296795 Page 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 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.

| MPROVED HEALTH AND WELLBEING OF | TS COWUN TI ES. RWBH SUPPORTS

( STRATEGY DEVELOPMENT, ADVOCACY, RESOURCES, TRAINING THE LOCAL HOSPI TALS
AND SITES WTH THEIR WORK | N THE FI ELD WHERE CARE AND SERVI CES ARE

DELI VERED. THE HOSPI TALS ADVANCE LOCAL PROGRAMM NG AND | NI TI ATI VES AND
ALSO PARTI Cl PATE AS VALUABLE TEAM MEMBERS | N THE DEVELOPMENT OF SYSTEM

I NI TI ATI VES AND SHARI NG OF BEST PRACTI CE FROM GOVERNANCE TO PCLI CY.

RWBARNABAS HEALTH S AFOREMENTI ONED SOCI AL | MPACT & COMVUNI TY | NVESTMENT
PRACTI CE (SICl) EXEMPLI FI ES ROLES OF THE ORGANI ZATI ON AND AFFI LI ATES.

SICl SERVES AS A DRI VER OF THE SYSTEM S ANCHOR M SSI ON TO H RE LOCAL, BUY
LOCAL, AND I NVEST LOCAL. SIC LEVERAGES A BROAD RANGE OF ASSETS TO
ADVANCE A CULTURE OF HEALTH AND | MPROVE THE QUALI TY OF LI FE FOR

COMMUNI TI ES THROUGHOUT NEW JERSEY THROUGH ENSURI NG HEALTH EQUI TY, BY
ADVANCI NG STRATEG C POLI CY CHANGE, COMVBI NED W TH EVI DENCE BASED AND

| NNOVATI VE PROGRAMS THAT ADDRESS THE SOCI AL, ECONOM C, AND ENVI RONMENTAL

CONDI TI ONS THAT HAVE A SI GNI FI CANT | MPACT ON HEALTH OUTCOMVES.

OTHER SI GNI FI CANT PROCESSES | NCLUDE: THE COVMUNI TY HEALTH NEEDS
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Schedule H (Form 990) 2022 RW BARNABAS HEALTH, | NC. - SUBORDI NATES 85- 1296795 Page 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 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.

ASSESSMENT PROCESS; LEADERSHI P AND GOVERNANCE; CLI NI CAL EXPERI ENCE AND

FI NANCI AL ALLOCATI ON PROCESSES.  THESE ARE DESCRI BED FURTHER BELOW

A. COVPREHENSI VE COVMUNI TY HEALTH NEEDS ASSESSMENT (" CHNA") PROCESS.

COVMMUNI TY | MPROVEMENT ACTI VI TI ES ARE | NFORMVED BY COVPREHENSI VE
ASSESSMENTS DEVELOPED THROUGH EVI DENCE- BASED METHCODS AND REVI EW OF

PRI MARY AND SECONDARY DATA. THE RWBH ASSESSMENT PRCCESS |'S MULTI FACETED
AND STRUCTURED TO MAXI M ZE | NPUT FROM DI VERSE SUBJECT MATTER EXPERTS,
COMMUNI TY STAKEHOLDERS AND THE RESI DENTS SERVED BY THE SYSTEM AND

HOSPI TAL FACI LI Tl ES.

THERE IS A SYSTEM CORPCRATE STEERI NG COWM TTEE FOR THE COVMUNI TY HEALTH
NEEDS ASSESSMENT (CHNA) PROCESS | N WHI CH HOSPI TAL LEADS PARTI Cl PATE AS
VELL AS KEY LEADERS FROM SERVI CE LI NES (WOVEN S AND CHI LDREN, CARDI OLOGY,
ONCOLOGY) AND CORE FUNCTI ONS (QUALI TY, SOCI AL RESPONSI BI LI TY,

DI VERSI TY/ EQUI TY/ | NCLUSI ON, POPULATI ON HEALTH) AND EXTERNAL EXPERTS | N

HEALTH MEASUREMENT AND EQUITY. THI'S COWM TTEE | DENTI FI ED A CONSI STENT
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Schedule H (Form 990) 2022 RW BARNABAS HEALTH, | NC. - SUBORDI NATES 85- 1296795 Page 10

=E1g@VIl Supplemental Information

Provide the following information.

1

Required descriptions. Provide the descriptions required for Part |, 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.

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

organization, files a community benefit report.

FRAMEWORK AND M NI MUM SET OF | NDI CATORS BUT THE APPROACH AND ENGAGEMENT

PROCESS ARE TAI LORED FOR EACH COVMUNI TY. THE COWM TTEE PROVI DES | NPUT AND

FEEDBACK ON MAJOR DATA ELEMENTS (E. G, SECONDARY DATA KEY | NDI CATORS,

OVERALL TABLE OF CONTENTS) AND CORE PRI ORI Tl ZATI ON CRI TERI A FOR THE

PLANNI NG PROCESS DONE AT A LOCAL AND REG ONAL LEVEL W TH OVERSI GHT

COW TTEES.

THE CHNA LOCAL OVERSI GAT COMM TTEES USE THE ESTABLI SHED FRAMEWORK AND

GUI DANCE TO ENGAGE W TH LOCAL COVMUNI TY STAKEHOLDERS AND LOCAL PUBLI C

HEALTH PARTI CI PANTS TO COWLETE HOSPI TAL CHNAS. A SOCI AL DETERM NANTS OF

HEALTH FRAVEWORK |'S USED | N ORDER TO UNDERSTAND THE CURRENT HEALTH STATUS

OF RESI DENTS AND THE MULTI TUDE OF FACTORS THAT | NFLUENCE HEALTH TO ENABLE

THE | DENTI FI CATI ON OF PRI ORI TI ES FOR COVMUNI TY HEALTH PLANNI NG EXI STI NG

STRENGTHS AND ASSETS UPON WHI CH TO BUI LD, AND AREAS FOR FURTHER

COLLABCRATI ON AND COCORDI NATI ON. THI'S WORK | S APPROACHED APPLYI NG A HEALTH

EQUI TY LENS AS THE | NFLUENCES OF RACE, ETHNICITY, | NCOVE, AND GEOGRAPHY

ON HEALTH PATTERNS ARE OFTEN | NTERTW NED. SOCI AL, ECONOM C, AND POLI TI CAL

PROCESSES MAY | NFLUENCE OPPORTUNI TI ES FOR EDUCATI ONAL AND OCCUPATI ONAL
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Schedule H (Form 990) 2022 RW BARNABAS HEALTH, | NC. - SUBORDI NATES 85- 1296795 Page 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 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.

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

ADVANCEMENT AND HOUSI NG OPTI ONS, TWO FACTORS THAT PROFOUNDLY AFFECT

HEALTH. ECONOM C | NEQUALI TY, DI SCRI M NATORY POLI Cl ES/ PRACTI CES ARE A FEW

OF THE FACTORS THAT DRI VE HEALTH | NEQUI TI ES AND DI SPARI TIES I N THE UNI TED

STATES.

THE PROCESS DEPLOYS M XED METHODS TO REVI EW AND ASSESS COVMMUNI TY NEEDS. A

RESI DENT SURVEY WHI CH | NCLUDED 6, 000 PARTI Cl PANTS ACROSS THE COMMUNI Tl ES

SERVED (CSH ALSO CONDUCTED A TARGETED SURVEY FOR SPECI AL NEEDS OF 996

PARTI Cl PANTS) SUPPLEMENTED BY AN ARRAY OF SECONDARY DATA FROM EXI STI NG

SCCl AL, ECONOM C AND HEATH DATA FROM A VARI ETY OF SOURCES PROVI DED A

ROBUST STARTI NG PO NT FOR DI SCUSSI ON AND ADDI Tl ONAL | NFORVATI ON NEEDS.

THE LOCAL COWM TTEES DETERM NED WHAT GROUPS AND VO CES NEEDED TO BE

CULTI VATED TO ENRI CH THE ASSESSMENT W TH QUALI TATI VE DATA OBTAI NED THOUGH

COMMUNI TY FOCUS GROUPS AND KEY | NFORVANT | NTERVI EM6. FROM THE LOCAL

REVI EW KEY SI GNI FI CANT HEALTH | SSUES WERE | DENTI FI ED FOR PRI ORI Tl ZATI ON

AND FOCUS.

PRI ORI TI ZATI ON ALLOVED ORGANI ZATI ONS AND COALI TI ONS TO TARGET AND ALI GN
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Schedule H (Form 990) 2022 RW BARNABAS HEALTH, | NC. - SUBORDI NATES 85- 1296795 Page 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 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.

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

RESCURCES, LEVERAGE EFFORTS, AND FOCUS ON ACHI EVABLE GOALS AND STRATEG ES

FOR ADDRESSI NG PRI ORI TY NEEDS. FOR THE CURRENT CYCLE OF NEEDS ASSESSMENT,

THE STEERI NG COW TTEE ESTABLI SHED THE FOLLOW NG SEVEN CRI TERI A TO GUI DE

AND | NFORM PRI ORI TI ZATI ON DI SCUSSI ONS W TH THE HOSPI TALS AND RESEARCH

CONSULTANTS.

BURDEN: HOW MJUCH DOES THI S | SSUE AFFECT HEALTH I N THE COVMUNI TY?

EQUITY: WLL ADDRESSI NG THI S | SSUE SUBSTANTI ALLY BENEFI T THOSE MOST I N

NEED?

| MPACT: CAN WORKI NG ON THI' S | SSUE ACHI EVE BOTH SHORT- TERM AND LONG TERM

CHANCES? | S THERE AN OPPORTUNI TY TO ENHANCE ACCESS/ ACCESSI BI LI TY?

SYSTEMS CHANGE: |S THERE AN OPPORTUNI TY TO FOCUS ON | MPLEMENT

STRATEG ES THAT ADDRESS POLI CY, SYSTEMS, ENVI RONVENTAL CHANGE?

FEASIBILITY: IS IT PCSSIBLE TO TAKE STEPS TO ADDRESS THI S | SSUE G VEN

CURRENT | NFRASTRUCTURE, CAPACITY, AND POLI TI CAL WLL?

COLLABCRATI ON/ CRI TI CAL MASS: ARE THERE EXI STI NG CROUPS ACROSS SECTORS

ALREADY WORKI NG ON OR W LLI NG TO WORK ON THI S | SSUE TOGETHER?

SI GNI FI CANCE TO COMMUNI TY: WAS THI S | SSUE | DENTI FI ED AS A TOP NEED BY A
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Schedule H (Form 990) 2022 RW BARNABAS HEALTH, | NC. - SUBORDI NATES 85- 1296795 Page 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 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.

SI GNI FI CANT NUMBER COF COVMMUNI TY MEMBERS?

FI NDI NGS AND THE WORK PLANS FROM THE LOCAL HOSPI TALS AND REG ONS ARE
SHARED W TH THE SYSTEM STEERI NG COVMM TTEE AND LEADERSHI P FOR EXAM NATI ON
OF SYSTEMWN DE OPPORTUNI TI ES TO ADDRESS PREVALENT NEEDS ACROSS THE

COMMUNI TI ES SERVED BY THE AFFI LI ATE HOSPI TALS.

B. LEADERSHI P | NTERACTI ON AND COVMUNI TY ENGAGEMENT

THE MAJORITY OF THE LOCAL HOSPI TAL' S BOARD OF TRUSTEES MEMBERS ARE

I NDI VI DUALS W TH LOCAL BUSI NESSES OR WHO RESIDE I N THE COVMUNI TY. LOCAL
BOARDS REVI EW AND ADOPT THEI R HOSPI TAL' S CHNA AND | N MANY CASES,

PARTI Cl PATE | N THE PROCESS. THERE | S LOCAL BOARD REPRESENTATI ON ON THE
SYSTEM BOARD TO CONNECT LOCAL NEEDS TO SYSTEM W DE ACTIVITIES I N
FURTHERANCE OF BOTH SYSTEM AND LOCAL M SSI ONS. THE REPRESENTATI ON ALSO
STEPS QOUTSI DE CUR SYSTEM AND AFFI LI ATED ENTI TI ES W TH MANY HOSPI TAL AND
SYSTEM LEADERSHI P AND STAFF PERSONS SERVI NG ON THE BOARDS OF MANY LOCAL

AND REG ONAL NOT- FOR- PROFI T ORGANI ZATI ONS.  THE SUPPORT EXTENDS BEYOND
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Schedule H (Form 990) 2022 RW BARNABAS HEALTH, | NC. - SUBORDI NATES
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=E1g@VIl Supplemental Information

Provide the following information.

1 Required descriptions. Provide the descriptions required for Part |, 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.

GOVERNANCE SUPPCRT TO ALSO PROVI DE OTHER FORMS OF SUPPORT SUCH AS
FUNDRAI SI NG, ACTI VI TY PARTI Cl PATI ON AND PROMOTI ON OF THE CHARI TABLE

EVENTS AND M SSI ON.

THE SYSTEM AND AFFI LI ATE HOSPI TALS HAVE LEADERSHI P AND STAFF

REPRESENTATI VE OF DI VERSE POPULATI ONS AND UTI LI ZE THOSE VO CES TO | MPROVE

UNDERSTANDI NG THE NEEDS OF TYPI CALLY UNDERREPRESENTED AND MARG NALI ZED
COMMUNI TIES. | T SHOULD BE NOTED THAT ALL QUALI FI ED PHYSI CI ANS ARE
EXTENDED PRI VI LEGES AND THAT DI VERSI TY | S VELCOVED AND ENCOURAGED FOR

RECRUI TMENT OF TRUSTEES, PHYSI Cl ANS AND STAFF.

C. CLI NI CAL AND PATI ENT EXPERI ENCE

RWBH BELI EVES THAT WHEN YOU BRI NG TOGETHER ALL BACKGROUNDS, | NCLUDI NG
DI FFERENT LANGUAGES, BELI EFS AND EXPERI ENCES, THOSE UNI QUE PERSPECTI VES
PROVI DE POTENTI AL | DEAS, SCLUTI ONS AND STRATEQ ES THAT, WHEN MOBI LI ZED,

CAN HELP ADVANCE THE OVERALL HEALTH EQUI TY OF THE PEOPLE OF NEW JERSEY.

JSA
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Schedule H (Form 990) 2022 RW BARNABAS HEALTH, | NC. - SUBORDI NATES 85- 1296795 Page 10

=E1g@VIl Supplemental Information

Provide the following information.

1

Required descriptions. Provide the descriptions required for Part |, 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.

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

AT RWBARNABAS HEALTH, WE ARE ON A CONTI NU NG JOURNEY TO BECOVE A HI GH

RELI ABI LI TY ORGANI ZATI ON (HRO), UNI TI NG OUR HEALTH SYSTEM I N A CULTURE OF

SAFETY TO ACHI EVE TOP-TI ER CLI Nl CAL QUTCOVES AND TO DELI VER THE HI GHEST

QUALI TY CARE AND SAFEST EXPERI ENCE FOR OUR PATI ENTS, COVMUNI Tl ES AND

WORKFORCE. THI' S PROCESS 1S | NCLUSI VE OF MONTHLY MEETI NGS W TH A RANGE OF

PROFESSI ONALS FROM SYSTEM AND HOSPI TALS TO WORK | N TOGETHER TO

MEET AND EXCEED | NDUSTRY STANDARDS

ASSURE SAFE AND RESPECTFUL CARE

PROMOTE CLI NI CAL EXCELLENCE:

ADDRESS EFFECTI VE AND EFFI CI ENT CLI NI CAL RESOURCE MANAGEMENT

OPPORTUNI TI ES TO | MPROVE SERVI CES AND SHARE BEST PRACTI CES ARE RAI SED AND

ADDRESSED DURI NG MONTHLY MEETI NGS. NEW CLI NI CAL SYSTEMS | NCLUDE THE

| MPLEMENTATI ON OF SOCI AL DETERM NANTS OF HEALTH SCREENI NG FOR ALL

PATI ENTS AND WORKI NG TO COCRDI NATE PATI ENTS OF NEED W TH SERVI CES.

I N ADDI TION TO THE HRO COLLABORATI VE ACTI VI TIES, THE I NSTI TUTE FOR
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Schedule H (Form 990) 2022 RW BARNABAS HEALTH, | NC. - SUBORDI NATES 85- 1296795 Page 10

=E1g@VIl Supplemental Information

Provide the following information.

1 Required descriptions. Provide the descriptions required for Part |, 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.

NURSI NG EXCELLENCE | S DEDI CATED TO BUI LDI NG AND SUSTAI NI NG A NURSI NG

WORKFORCE THAT REFLECTS THE DI VERSE COVMUNI TI ES WE SERVE, HOLDI NG REGULAR
MEETI NGS TO PROVI DE CONTI NUOUS LEARNI NG AND | NNOVATI ON.  THE GOALS ARE TO
| MPROVE PATI ENT OQUTCOVES AND ENHANCE ACCESS TO CARE. NURSI NG EXCELLENCE
I'S SUPPORTED BY THE CENTER FOR PROFESSI ONAL DEVELOPMENT, | NNOVATI ON AND
RESEARCH, WHI CH OFFERS A RANGE OF EDUCATI ONAL PROGRAMS AND | NI TI ATI VES.
FROM NURSI NG STUDENTS TO EXPERI ENCED NURSES, A VARI ETY OF RESOURCES TO

HELP CLI NI CI ANS EXPAND THEI R KNOALEDGE AND | MPROVE THEI R PRACTI CE.

D. FI NANCI AL ALLOCATI ON AND | NVESTMENT

UNDER THE DI RECTI VE OF THE SYSTEM S LEADERSHI P AND FI NANCE OFFI CE,

SURPLUS FUNDS ARE UTI LI ZED FOR CAPI TAL PRQJECTS TO | MPROVE SERVI CES, TO
PURCHASE EQUI PMENT, OR TO ADVANCE MEDI CAL CARE, PROGRAMS AND ACTI VI Tl ES.
ALL OF THESE PURPOSES FOR EXPENDI TURE OF SURPLUS FUNDS, | N TURN, BENEFI T
THE COVMUNI TY. THE SYSTEM HAS THE ABI LI TY TO TARGET AND ALLOCATE FUNDS

TO ACH EVE THE MOST BENEFI T FOR COVMUNI TY HEALTH | MPROVEMENT.
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=E1g@VIl Supplemental Information

Provide the following information.

1

Required descriptions. Provide the descriptions required for Part |, 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.

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

THESE PROCESSES REFLECT THE SYSTEM ORGANI ZATI ON AND AFFI LI ATE ROLES AS

CCOLLABCRATI VE AND MUTUALLY DRI VEN TOMRDS QUALITY, HEALTH EQUI TY,

ENHANCED ACCESS FOR THE COVMUNI TY AND | MPROVED HEALTH.

SCHEDULE H, PART VI; QUESTION 6

THE ORGANI ZATI ONS | NCLUDED IN THI S CONSOLI DATED GROUP FORM 990 ARE

AFFI LI ATES W THI N RW BARNABAS HEALTH ("RWBH'). ALL AFFI LI ATES ARE

COW TTED TO ENHANCI NG THE OVERALL HEALTH STATUS OF THE COVMMUNI TY BY

PROVI DI NG THE HI GHEST QUALI TY HEALTHCARE AND RELATED SERVI CES IN A

COST- EFFECTI VE MANNER AND REGARDLESS OF ABILITY TO PAY. RWBH STRI VES TO

EXCEED THE PATI ENTS' EXPECTATI ONS BY EMPHASI ZI NG COVM TMENT, COMPETENCE,

CCOLLABCRATI ON, COVMUNI CATI ON, AND COWPASSI ON. RWIBH SETS OVERALL POLI CY

REGARDI NG BI LLI NG AND COLLECTI ONS AND THE FACI LI TY RESPONSES PROVI DED FOR

PART |, PART |1, AND PART Il ARE REFLECTIVE OF THAT POLI CY.

RW BARNABAS HEALTH, INC. IS AN ORGANI ZATI ON RECOGNI ZED BY THE | NTERNAL

REVENUE SERVI CE AS TAX- EXEMPT PURSUANT TO | NTERNAL REVENUE CODE
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=E1g@VIl Supplemental Information

Provide the following information.

1 Required descriptions. Provide the descriptions required for Part |, 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.

§8501(C) (3) AND AS A SUPPORTI NG ORGANI ZATI ON PURSUANT TO | NTERNAL REVENUE
CODE 8509(A) (3). RW BARNABAS HEALTH, | NC. OPERATES AS THE TAX- EXEMPT
PARENT ENTITY OF A MULTI - CORPORATE HEALTHCARE SYSTEM | T WAS CREATED TO
COORDI NATE, SUPERVI SE AND ENSURE THE CONTI NUATI ON AND | MPROVEMENT OF THE
QUALI TY OF HEALTHCARE SERVI CES PROVI DED BY I TS QUALI FYI NG AFFI LI ATES TO
THE COVMUNI TY. RW BARNABAS HEALTH, I NC. ENSURES THAT I TS SYSTEM PROVI DES
MEDI CALLY NECESSARY HEALTHCARE SERVI CES TO ALL | NDI VI DUALS REGARDLESS OF

RACE, COLOR, CREED, SEX, NATIONAL ORIG N OR ABILITY TO PAY.

THE SOLE MEMBER OR STOCKHOLDER OF EACH ENTITY WTHI N THE SYSTEM I S ElI THER
RW BARNABAS HEALTH, I NC. OR ANOTHER RWBH AFFI LI ATE CONTROLLED OR OANED

BY RW BARNABAS HEALTH, | NC.

OUTLI NED BELOW IS A SUMVARY OF THE ENTI TI ES WHI CH COVPRI SE RWIBH. ACTI VE
HOSPI TAL LEGAL ENTI TI ES | NCLUDE CH LDREN S SPECI ALI ZED HOSPI TAL, CLARA
MAASS MEDI CAL CENTER, COVMUNI TY MEDI CAL CENTER, COOPERVAN BARNABAS

MEDI CAL CENTER, JERSEY CI TY MEDI CAL CENTER, MONMOUTH MEDI CAL CENTER,

NEWARK BETH | SRAEL MEDI CAL CENTER, ROBERT WOOD JOHNSON UNI VERSI TY
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=E1g@VIl Supplemental Information

Provide the following information.

1

Required descriptions. Provide the descriptions required for Part |, 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.

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

organization, files a community benefit report.

HOSPI TAL, ROBERT WOOD JOHNSON UNI VERSI TY HOSPI TAL AT HAM LTON, ROBERT

WOOD JOHNSON UNI VERSI TY HOSPI TAL RAHWAY, SAI NT BARNABAS BEHAVI CRAL HEALTH

CENTER, I NC. AND TRI NI TAS REG ONAL MEDI CAL CENTER EACH OF THESE

HOSPI TALS OPERATES CONSI STENTLY W TH THE FOLLOW NG CRI TERI A QUTLI NED I N

I RS REVENUE RULI NG 69- 545:

1.

EACH PROVI DE MEDI CALLY NECESSARY HEALTHCARE SERVI CES TO ALL

I NDI VI DUALS REGARDLESS OF ABI LI TY TO PAY, | NCLUDI NG CHARI TY CARE,

SELF- PAY, MEDI CARE AND MEDI CAl D PATI ENTS;

2.

EACH ACUTE CARE HOSPI TAL OPERATES AN ACTI VE EMERGENCY DEPARTMENT FOR

ALL PERSONS, WHICH IS OPEN 24 HOURS A DAY, 7 DAYS A WEEK, 365 DAYS PER

YEAR ( EXCEPT SAI NT BARNABAS BEHAVI ORAL HEALTH CENTER, | NC.; A BEHAVI ORAL

HEALTH SPECI ALTY HOSPI TAL FACI LI TY AND, ACCORDI NGLY, DOES NOT OPERATE AN

EMERGENCY ROOM) ;

3. EACH MAI NTAI NS AN OPEN MEDI CAL STAFF, W TH PRI VI LEGES AVAI LABLE TO ALL

QUALI FI ED PHYSI CI ANS;
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=E1g@VIl Supplemental Information

Provide the following information.

1

4.

Required descriptions. Provide the descriptions required for Part |, 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.

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

CONTROL OF EACH RESTS WTH | TS BOARD OF TRUSTEES AND THE BOARD OF

TRUSTEES OF RW BARNABAS HEALTH, | NC. (BOTH BOARDS ARE COWVPRI SED OF

| NDEPENDENT Cl VI C LEADERS AND OTHER PROM NENT MEMBERS COF THE COVMUNI TY);

AND

5.

SURPLUS FUNDS ARE USED TO | MPROVE THE QUALITY OF PATI ENT CARE, EXPAND

AND RENOVATE FACI LI TI ES AND ADVANCE MEDI CAL CARE, PROGRAMS AND

ACTI VI TI ES.

AFFI LI ATED RWBH ENTI TI ES ARE AS FOLLOWS:

CHI LDREN S SPECI ALI ZED HOSPI TAL ("CSH') 1S A 162- BED LI CENSED

COVPREHENSI VE PEDI ATRI C REHABI LI TATI ON HOSPI TAL AND PEDI ATRI C LONG- TERM

CARE FACILITY WTH LOCATI ONS | N NEW BRUNSW CK, MOUNTAI NSI DE AND TOVB

RI VER NEW JERSEY. CSH IS RECOGNI ZED BY THE | NTERNAL REVENUE SERVI CE AS AN

| NTERNAL REVENUE CODE SECTI ON 501(C) (3) TAX- EXEMPT ORGANI ZATI ON.  PURSUANT

TO I TS CHARI TABLE PURPCSES, CSH PROVI DES MEDI CALLY NECESSARY HEALTHCARE
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=E1g@VIl Supplemental Information

Provide the following information.

1

Required descriptions. Provide the descriptions required for Part |, 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.

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

organization, files a community benefit report.

SERVI CES TO ALL | NDI VI DUALS | N A NON- DI SCRI M NATORY MANNER REGARDLESS OF

RACE, COLOR, CREED, SEX, NATIONAL ORIG N OR ABILITY TO PAY. MOREOVER, CSH

OPERATES CONSI STENTLY WTH THE CRI TERI A OUTLI NED I N I RS REVENUE RULI NG

69- 545.

CLARA MAASS MEDI CAL CENTER ("CMMC') IS A 469- BED NON- PROFI T ACUTE CARE

MEDI CAL CENTER LOCATED I N BELLEVI LLE, ESSEX COUNTY, NEW JERSEY. CMMC | S

RECOGNI ZED BY THE | NTERNAL REVENUE SERVI CE AS AN | NTERNAL REVENUE CCODE

8501(C) (3) TAX- EXEMPT ORGAN ZATI ON. PURSUANT TO | TS CHARI TABLE PURPGCSES,

CMVC PROVI DES MEDI CALLY NECESSARY HEALTHCARE SERVI CES TO ALL | NDI VI DUALS

I N A NON- DI SCRI M NATORY MANNER REGARDLESS OF RACE, COLOR, CREED, SEX,

NATI ONAL ORIG N OR ABILITY TO PAY. MOREOVER, CMMC OPERATES CONSI STENTLY

W TH THE CRI TERI A OQUTLI NED I N I RS REVENUE RULI NG 69- 545.

COMMUNI TY MEDI CAL CENTER, INC. ("CMC') IS A 592-BED NON- PROFI T HOSPI TAL

LOCATED IN TOVS RI VER, OCEAN CCOUNTY, NEW JERSEY. CMC | S RECOGNI ZED BY THE

| NTERNAL REVENUE SERVI CE AS AN | NTERNAL REVENUE CODE 8§501(C) (3)

TAX- EXEMPT ORGANI ZATI ON.  PURSUANT TO I TS CHARI TABLE PURPOSES, CMC
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Schedule H (Form 990) 2022 RW BARNABAS HEALTH, | NC. - SUBORDI NATES 85- 1296795 Page 10

=E1g@VIl Supplemental Information

Provide the following information.

1 Required descriptions. Provide the descriptions required for Part |, 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.

PROVI DES MEDI CALLY NECESSARY HEALTHCARE SERVI CES TO ALL | NDI VI DUALS I N A

NON- DI SCRI M NATORY MANNER REGARDLESS OF RACE, COLOR, CREED, SEX, NATI ONAL

ORIG N OR ABILITY TO PAY. MOREOVER, CMC OPERATES CONSI STENTLY W TH THE

CRITERI A OQUTLINED I N I RS REVENUE RULI NG 69-545.

COOPERVAN BARNABAS MEDI CAL CENTER ("CBMC') |'S NEW JERSEY' S OLDEST

NON- PROFI T, NON- SECTARI AN ACUTE CARE HOSPI TAL, LOCATED I N LI VI NGSTON,

ESSEX COUNTY, NEW JERSEY. W TH 645 LI CENSED BEDS, CBMC | S RECOGNI ZED BY
THE | NTERNAL REVENUE SERVI CE AS AN | NTERNAL REVENUE CCDE SECTI ON

8501(C) (3) TAX- EXEMPT ORGAN ZATI ON. PURSUANT TO | TS CHARI TABLE PURPGCSES,
CBMC PROVI DES MEDI CALLY NECESSARY HEALTHCARE SERVI CES TO ALL | NDI VI DUALS
I N A NON- DI SCRI M NATORY MANNER REGARDLESS OF RACE, COLOR, CREED, SEX,
NATI ONAL ORIG N OR ABILITY TO PAY. MOREOVER, SBMC OPERATES CONSI STENTLY

W TH THE CRI TERI A OQUTLI NED I N I RS REVENUE RULI NG 69- 545.

JERSEY CI TY MEDI CAL CENTER ("JCMC') IS A 316- BED REG ONAL REFERRAL
TEACHI NG HOSPI TAL AND A MAJOR TEACHI NG AFFI LI ATE OF THE MOUNT SI NAI

SCHOOL OF MEDI CI NE, LOCATED I N JERSEY CI TY, HUDSON COUNTY, NEW JERSEY.
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Schedule H (Form 990) 2022 RW BARNABAS HEALTH, | NC. - SUBORDI NATES 85- 1296795 Page 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 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.

JOMC | S RECOGNI ZED BY THE | NTERNAL REVENUE SERVI CE AS AN | NTERNAL REVENUE
CODE SECTI ON §501(C) (3) TAX- EXEMPT ORGANI ZATI ON.  PURSUANT TO I TS

CHARI TABLE PURPOSES, JCMC PROVI DES MEDI CALLY NECESSARY HEALTHCARE

SERVI CES TO ALL | NDI VI DUALS I N A NON- DI SCRI M NATORY MANNER REGARDLESS OF
RACE, COLOR, CREED, SEX, NATIONAL ORI G N OR ABILITY TO PAY. MOREOVER
JCMC OPERATES CONSI STENTLY W TH THE CRI TERI A QUTLI NED I N | RS REVENUE

RULI NG 69- 545.

MONMOUTH MEDI CAL CENTER ("MMC') IS COVPRI SED OF THE FOLLOW NG HOSPI TALS:
MONMOUTH MEDI CAL CENTER, A 513-BED NON- PROFI T COMMUNI TY TEACH NG HOSPI TAL
LOCATED | N LONG BRANCH, MONMOUTH COUNTY, NEW JERSEY AND MONMOUTH MEDI CAL
CENTER- SOUTHERN CAMPUS, A 330- BED NON- PROFI T MEDI CAL CENTER LOCATED I N
LAKEWOOD, OCEAN COUNTY, NEW JERSEY. MMC IS RECOGNI ZED BY THE | NTERNAL
REVENUE SERVI CE AS AN | NTERNAL REVENUE CODE SECTI ON 8§501(C) (3) TAX- EXEMPT
ORGANI ZATI ON.  PURSUANT TO I TS CHARI TABLE PURPCSES, MMC PROVI DES MEDI CALLY
NECESSARY HEALTHCARE SERVI CES TO ALL | NDI VI DUALS I N A NON- DI SCRI M NATORY
MANNER REGARDLESS OF RACE, COLOR, CREED, SEX, NATIONAL ORIA N OR ABILITY

TO PAY. MOREOVER, MMC COPERATES CONSI STENTLY W TH THE CRI TERI A OUTLI NED I N
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=E1g@VIl Supplemental Information

Provide the following information.

1 Required descriptions. Provide the descriptions required for Part |, 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.

I RS REVENUE RULI NG 69-545.

NEWARK BETH | SRAEL MEDI CAL CENTER ("NBIMC') 1S A 665- BED NON- PRCFI T,
FULLY ACCREDI TED REG ONAL CARE TEACHI NG HOSPI TAL LOCATED | N NEWARK, ESSEX
COUNTY, NEW JERSEY. NBIMC | S RECOGNI ZED BY THE | NTERNAL REVENUE SERVI CE
AS AN | NTERNAL REVENUE CCDE SECTI ON §501(C) (3) TAX- EXEMPT ORGANI ZATI ON.
PURSUANT TO | TS CHARI TABLE PURPOSES, NBI MC PROVI DES MEDI CALLY NECESSARY
HEALTHCARE SERVI CES TO ALL | NDI VI DUALS I N A NON- DI SCRI M NATORY NMANNER
REGARDLESS OF RACE, COLOR, CREED, SEX, NATIONAL ORIG N OR ABILITY TO PAY.
MOREOVER, NBI MC OPERATES CONSI STENTLY WTH THE CRI TERIA QUTLINED I N I RS

REVENUE RULI NG 69-545.

ROBERT WOCD JOHNSON UNI VERSI TY HOSPI TAL ("RWUH') |'S COVPRI SED OF THE
FOLLOW NG HOSPI TALS: ROBERT WOCD JOHNSON UNI VERSI TY HOSPI TAL, A 610- BED
NON- PROFI T ACADEM C MEDI CAL CENTER LOCATED | N NEW BRUNSW CK, M DDLESEX
COUNTY, NEW JERSEY AND ROBERT WOOD JOHNSON UNI VERSI TY HOSPI TAL SOVERSET,
A 355- BED ACUTE CARE AND TEACHI NG HOSPI TAL LOCATED I N SOVERVI LLE,

SOMERSET COUNTY, NEW JERSEY. RWUH IS RECOGNI ZED BY THE | NTERNAL REVENUE
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