Form 990

Department of the Treasury
Internal Revenue Service

Return of Organization Exempt From Income Tax

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

» 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.

OMB No. 1545-0047

A For the 2021 calendar year, or tax year beginning

, 2021, and ending

2021

Open to Public
Inspection

, 20

B Check if applicable: C Name of organization CAPITAL HOSPICE D Employer identification number

[ Address change Doing business as CAPITAL CARING 54-1920770

|:| Name change Number and street (or P.O. box if mail is not delivered to street address) Room/suite E Telephone number

[ nitial return 3180 FAIRVIEW PARK DRIVE 500 (703) 538-2065

|:| Final return/terminated City or town, state or province, country, and ZIP or foreign postal code

[] Amended return FALLS CHURCH, VA 22042 G Gross receipts $ 116,669,205

] Application pending |F Name and address of principal officer: TOM KOUTSOUMPAS H(a) Is this a group return for subordinates? [Jyes [ZNo
SAME AS C ABOVE H(b) Are all subordinates included? D Yes |:| No

I Tax-exempt status: [0] 501(c)(@3) []501(c) ( )< (insertno) [ ]4947(a)(1) or []527 If “No,” attach a list. See instructions.

J  Website: » WWW.CAPITALCARING.ORG H(c) Group exemption number »
K  Form of organization: @Corporation |:| Trust |:| Association |:| Other » | L Year of formation: 1998 | M State of legal domicile: VA
Summary
1  Briefly describe the organization’s mission or most significant activities: THE MISSION OF CAPITAL HOSPICE IS TO
8 IMPROVE CARE FOR THOSE FACING LIFE-LIMITING ILLNESSES THROUGH DIRECT SUPPORT OF PATIENTS AND
E THEIR FAMILIES, PUBLIC EDUCATION AND ADVOCACY.
§ 2  Check this box » []if the organization discontinued its operations or disposed of more than 25% of its net assets.
& | 8 Number of voting members of the governing body (Part VI, line 1a) . . 3 8
ﬁ 4  Number of independent voting members of the governing body (Part VI, line 1b) 4 7
2| 5 Total number of individuals employed in calendar year 2021 (Part V, line 2a) 5 1,016
2| 6 Total number of volunteers (estimate if necessary) L 6 542
< | 7a Total unrelated business revenue from Part VIil, column (C), line 12 7a 0
b Net unrelated business taxable income from Form 990-T, Part |, line 11 7b 0
Prior Year Current Year
o | 8 Contributions and grants (Part VIII, line 1h) . 8,258,648 7,828,621
g 9 Program service revenue (Part VI, line 2g) . 97,018,241 97,888,206
2 | 10 Investment income (Part VIlI, column (A), lines 3, 4, and 7d) . 2,879,386 3,688,721
€111 Other revenue (Part VIII, column (A), lines 5, 6d, 8c, 9c, 10c, and 11e) . 196,375 151,956
12  Total revenue—add lines 8 through 11 (must equal Part VI, column (A), line 12) 108,352,650 109,557,504
13  Grants and similar amounts paid (Part IX, column (A), lines 1-3) . 42,782 8,295
14  Benefits paid to or for members (Part IX, column (A), line 4) .o
@ 15  Salaries, other compensation, employee benefits (Part IX, column (A), lines 5-10) 82,301,103 68,628,557
2| 16a Professional fundraising fees (Part IX, column (A), line 11e) A 0 0
§ b Total fundraising expenses (Part IX, column (D), line 25) » 4,267,958
W47  Other expenses (Part IX, column (A), lines 11a-11d, 11f-24e) . 45,998,360 44,353,204
18 Total expenses. Add lines 13-17 (must equal Part IX, column (A), line 25) 128,342,245 112,990,056
19 Revenue less expenses. Subtract line 18 from line 12 (19,989,595) (3,432,552)
s § Beginning of Current Year End of Year
85120 Total assets (Part X, line 16) 64,552,568 46,704,036
<%/ 21 Total liabilities (Part X, line 26) . o 39,647,615 27,228,746
§§ 22 Net assets or fund balances. Subtract line 21 from Ime 20 24,904,953 19,475,290
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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.

Slgn } Signature of officer Date
Here TOM KOUTSOUMPAS, PRESIDENT/CEO
Type or print name and title

Pald Print/Type preparer’s name Preparer’s signature Date Check D if | PTIN

JENNIFER BURKE self-employed P01342224
Preparer
Use Only Firm’s name » CROWE LLP Firm’s EIN » 35-0921680

Firm’s address » 225 WEST WACKER DRIVE, SUITE 2600, CHICAGO, IL 60606-1224 Phone no. (312) 899-7000
May the IRS discuss this return with the preparer shown above? See instructions [f1Yes [INo
For Paperwork Reduction Act Notice, see the separate instructions. Cat. No. 11282Y Form 990 (2021)

Capital Hospice- 54-1920770

1

11/8/2022 3:22:42 PM



Form 990 (2021) Page 2
m]] Statement of Program Service Accomplishments
Check if Schedule O contains a response or note to any line in thisPartil . . . . . . . . . . . . . [

1  Briefly describe the organization’s mission:
THE MISSION OF CAPITAL HOSPICE IS TO IMPROVE CARE FOR THOSE FACING LIFE-LIMITING ILLNESSES
THROUGH DIRECT SUPPORT OF PATIENTS AND THEIR FAMILIES, PUBLIC EDUCATION AND PUBLIC ADVOCACY.

2 Did the organization undertake any significant program services during the year which were not listed on the
prior Form 990 or 990-EZ? e
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
services? . . . . . . . . . . . . . . . . . . . . . . . . . . . ... ... [Yes [0No
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.

[JYes [ZINo

4a (Code: ) Expenses $ 72,639,181 including grants of $ 8,295 ) (Revenue $ 89,739,475 )
CAPITAL HOSPICE PROVIDES EXPERT MEDICAL, EMOTIONAL, SPIRITUAL AND PRACTICAL CARE AND SUPPORT TO
PATIENTS WITH SERIOUS, PROGRESSIVE ILLNESS AND THEIR FAMILIES 24 HOURS A DAY, SEVEN DAYS A WEEK
TO PATIENTS WHEREVER THEY LIVE BY QUALIFIED PHYSICIANS, NURSES, NURSES' AIDES, SOCIAL WORKERS,
NON-DENOMINATIONAL CHAPLAINS AND OTHER PROFESSIONALS. IT IS THE OBJECTIVE OF CAPITAL HOSPICE TO
PROVIDE CARE TO ANYONE MEDICALLY ELIGIBLE, REGARDLESS OF THE PATIENT'S ABILITY TO PAY. CAPITAL
HOSPICE PROVIDED SERVICES TO 8,366 PATIENTS DURING 2021 AND HAD 449,113 PATIENT DAYS OF CARE.
CAPITAL HOSPICE HAD COSTS RELATED TO SERVICES AND SUPPLIES UNDER ITS CHARITY CARE POLICY OF

APPROXIMATELY $1,819,000 IN 2021.

4b (Code: ) (Expenses $ 10,067,101 including grants of $ 0 ) (Revenue $ 5,850,877 )
HALQUIST MEMORIAL INPATIENT CENTER, ADLER CENTER FOR CARING, CAPITAL CARING CENTER - GREENBELT
AND CAPITAL CARING CENTER - WASHINGTON, DC: INPATIENT UNITS TO PROVIDE CARE FOR OUR HOSPICE
PATIENTS THAT NEED CONSTANT MONITORING AND WHOSE PAIN AND SYMPTOMS CAN'T BE ADEQUATELY MANAGED
AT HOME. IT IS THE OBJECTIVE OF THE INPATIENT UNITS TO MAKE OUR PATIENTS AS SYMPTOM FREE AND AS
COMFORTABLE AS POSSIBLE. THE HALQUIST MEMORIAL INPATIENT CENTER PROVIDED CARE TO 150 PATIENTS
AND HAD 1,129 PATIENT DAYS OF CARE IN 2021. THE ADLER CENTER FOR CARING PROVIDED CARE TO 451
PATIENTS AND HAD 3,630 PATIENT DAYS OF CARE IN 2021. THE CAPITAL CARING CENTER - GREENBELT
PROVIDED CARE TO 110 PATIENTS AND HAD 716 PATIENT DAYS OF CARE IN 2021. THE CAPITAL CARING
CENTER - WASHINGTON, DC PROVIDED CARE TO 289 PATIENTS AND HAD 2,698 PATIENT DAYS OF CARE IN
2021.

4c (Code: ) Expenses $ 8,624,236 including grants of $ 0 ) (Revenue $ 2,525,906 )
CAPITAL PALLIATIVE CARE CONSULTANTS PROVIDES PHYSICIAN SERVICES TO OUR HOSPICE PATIENTS, AND TO
NON-HOSPICE ELIGIBLE PATIENTS WHO ARE IN NEED OF SYMPTOM MANAGEMENT. IT IS THE OBJECTIVE OF
CAPITAL PALLIATIVE CARE CONSULTANTS TO PROVIDE PHYSICIAN SERVICES TO ALL PATIENTS IN NEED OF
SYMPTOM MANAGEMENT, REGARDLESS OF THE PATIENT'S ABILITY TO PAY. CAPITAL PALLIATIVE CARE

CONSULTANTS PROVIDED 28,161 PATIENT VISITS DURING 2021.

4d Other program services (Describe on Schedule O.)
(Expenses $ including grants of $ ) (Revenue $ )
4e Total program service expenses » 91,330,518

Form 990 (2021)
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Form 990 (2021)
gl Checklist of Required Schedules

Page 3

Yes | No
1 Is the organization described in section 501 (o)(3) or 4947(a)(1) (other than a private foundation)? If “Yes,”
complete Schedule A . . . . .o 1 O
2 Is the organization required to complete Schedule B, Schedule of Contributors? See instructions . 2 o
3 Did the organization engage in direct or indirect political campaign activities on behalf of or in opposrtlon to
candidates for public office? If “Yes,” complete Schedule C, Part | . . 3 o
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, Part Il . 4 g
5 Is the organization a section 501(c)(4), 501(c)(5), or 501(c)(6) organization that receives membershlp dues
assessments, or similar amounts as defined in Rev. Proc. 98-19? If “Yes,” complete Schedule C, Part Ill 5 O
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, Part | e e e e 6 O
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, Part Il 7 O
8 Did the organization maintain collections of works of art, historical treasures, or other similar assets? If “Yes,”
complete Schedule D, Part Ill 8 g
9 Did the organization report an amount in Part X Ilne 21 for escrow or custodlal account I|ab|I|ty, 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, Part IV . e e e e e 9 O
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, Part V . .o e . 10| O
11 If the organization’s answer to any of the following questions is “Yes,” then oomplete Schedule D, Parts Vi,
VII, VI, IX, or X, as applicable.
a Did the organization report an amount for land, buiIdings, and equipment in Part X, line 10? If “Yes,”
complete Schedule D, Part VI . . . 11a| U
b Did the organization report an amount for investments— other securities in Part X Ilne 12 that is 5% or more
of its total assets reported in Part X, line 167? If “Yes,” complete Schedule D, Part VIl . ... 11b o
¢ 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, Part VIl . 11¢c o
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 .. 11d| ©
e Did the organization report an amount for other liabilities in Part X, line 25? If “Yes,” comp/ete Schedule D, Part X |11e| U
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 11| U
12a Did the organization obtain separate, independent audited financial statements for the tax year? If “Yes,” complete
Schedule D, Parts XI and XIi 12a o
b Was the organization included in consolldated mdependent audlted flnanC|aI statements for the tax year’7 If
“Yes,” and if the organization answered “No” to line 12a, then completing Schedule D, Parts Xl and Xll is optional |12p| U
13 Is the organization a school described in section 170(b)(1)(A)(ii)? If “Yes,” complete Schedule E 13 U
14a Did the organization maintain an office, employees, or agents outside of the United States? . 14a U
b Did the organization have aggregate revenues or expenses of more than $10,000 from grantmaklng,
fundraising, business, investment, and program service activities outside the United States, or aggregate
foreign investments valued at $100,000 or more? If “Yes,” complete Schedule F, Parts | and IV. 14b ad
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, Parts Il and IV . e 15 g
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, Parts Il and IV. oL 16 O
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 I. See instructions . 17 o
18 Did the organization report more than $15,000 total of fundraising event gross income and contrlbutlons on
Part VI, lines 1c and 8a? If “Yes,” complete Schedule G, Part Il . . .. .. . 18| U
19  Did the organization report more than $15,000 of gross income from gaming activities on Part VIII line 9a’?
If “Yes,” complete Schedule G, Part Ill . 19 o
20a Did the organization operate one or more hospital facilities? If “Yes,” complete Schedule H . . 20a U
b If “Yes” to line 20a, did the organization attach a copy of its audited financial statements to this return'? 20b
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 I, Parts  and Il . 21 a
Form 990 (2021)
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Form 990 (2021) Page 4
gl Checklist of Required Schedules (continued)

Yes | No

22 Did the organization report more than $5,000 of grants or other assistance to or for domestic individuals on
Part IX, column (A), line 2? If “Yes,” complete Schedule I, Parts land Ill . . . . 22 O
23 Did the organization answer “Yes” to Part VI, Section A, line 3, 4, or 5, about compensatlon of the
organization’s current and former officers, directors, trustees, key employees, and highest compensated
employees? If “Yes,” complete ScheduleJ . . . . . . . . . . . . . . . . . . . . . . 23 | O

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,” go to line25a . . . . . . . . . . . . . . . 24a O
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? . . . .o . .o 24¢
d Did the organization act as an “on behalf of” issuer for bonds outstandmg at any time durmg the year’) .o 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 O

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! . . . . . . . . . . . . . . . . . . . . . . .. 25b 0

26 Did the organization report any amount on Part X, line 5 or 22, for receivables from or payables to any current
or former officer, director, trustee, key employee, creator or founder, substantial contributor, or 35%
controlled entity or family member of any of these persons? If “Yes,” complete Schedule L, Partll . . . 26 0

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, Partlll . . . . . . . . . . . . . . . . . . . . 27 0

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 . o 28a O
b A family member of any individual described in line 28a? If “Yes,” comp/ete Scheadule L, PartlV . . . . 28b| O
c A 35% controlled entity of one or more individuals and/or organizations described in line 28a or 28b? If
“Yes,” complete Schedule L, PartIV . . . . . . . . .. Ce e 28c| O
29 Did the organization receive more than $25,000 in non-cash contributions? If “Yes,” complete Schedule M 29 | O
30 Did the organization receive contributions of art, historical treasures, or other similar assets, or qualified
conservation contributions? If “Yes,” complete Schedule M . . . . e Lo 30| O
31 Did the organization liquidate, terminate, or dissolve and cease operatlons’7 If “Yes,” comp/ete Schedule N, Partl | 31 0
32 Did the organization sell, exchange, dispose of, or transfer more than 25% of its net assets? If “Yes,”
complete Schedule N, Part1l . . . . 32 O
33 Did the organization own 100% of an entity dlsregarded as separate from the organlzatlon under Regulatlons
sections 301.7701-2 and 301.7701-3? If “Yes,” complete Schedule R, Part| . . . . . . 33| O
34 Was the organization related to any tax-exempt or taxable entlty’? If “Yes,” complete Schedule R Part I, 1,
orlV,and PartV, line1 . . . . . . e 34 | O
35a Did the organization have a controlled entlty within the meaning of section 512(b)(1 3) A 35a 0
b If “Yes” to line 35a, did the organization receive any payment from or engage in any transactlon W|th a
controlled entity within the meaning of section 512(b)(13)? If “Yes,” complete Schedule R, Part V, line 2 . . 35b
36 Section 501(c)(3) organizations. Did the organization make any transfers to an exempt non-charitable
related organization? If “Yes,” complete Schedule R, Part V, line2 . . . . . 36 O
37 Did the organization conduct more than 5% of its activities through an entity that is not a reIated organlzatlon
and that is treated as a partnership for federal income tax purposes? If “Yes,” complete Schedule R, Part VI 37 O
38 Did the organization complete Schedule O and provide explanations on Schedule O for Part VI, lines 11b and
197 Note: All Form 990 filers are required to complete ScheduleO . . . . . . . . . . . . . . 38| O
Statements Regarding Other IRS Filings and Tax Compliance
Check if Schedule O contains a response or note to any line in thisPartV . . . . . . . . . . . . . [
Yes | No
1a Enter the number reported in box 3 of Form 1096. Enter -0- if not applicable . . . . 1a 163
b Enter the number of Forms W-2G included on line 1a. Enter -0- if not applicable . . . 1b 0
¢ Did the organization comply with backup withholding rules for reportable payments to vendors and
reportable gaming (gambling) winnings to prize winners? . . . . . . . . . . . . . . . . . 1c | O
Form 990 (2021)
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Form 990 (2021)

Page 5

Statements Regarding Other IRS Filings and Tax Compliance (continued) Yes | No
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 1,016
b If at least one is reported on line 2a, did the organization file all required federal employment tax returns? 2b | O
Note: If the sum of lines 1a and 2a is greater than 250, you may be required to e-file. See instructions.
3a Did the organization have unrelated business gross income of $1,000 or more during the year? . 3a O
b If “Yes,” has it filed a Form 990-T for this year? If “No” to line 3b, provide an explanation on Schedule O 3b
4a At any time during the calendar year, did the organization have an interest in, or a signature or other authority over,
a financial account in a foreign country (such as a bank account, securities account, or other financial account)? 4a O
b If “Yes,” enter the name of the foreign country »
See instructions for filing requirements for FINCEN Form 114, Report of Foreign Bank and Financial Accounts (FBAR).
6a Was the organization a party to a prohibited tax shelter transaction at any time during the tax year? . 5a 0
b Did any taxable party notify the organization that it was or is a party to a prohibited tax shelter transaction? 5b 0
c If “Yes” to line 5a or 5b, did the organization file Form 8886-T? . 5¢
6a Does the organization have annual gross receipts that are normally greater than $1 OO OOO and d|d the
organization solicit any contributions that were not tax deductible as charitable contributions? . . 6a O
b If “Yes,” did the organization include with every solicitation an express statement that such contrlbutlons or
gifts were not tax deductible? . e e . 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? . A e e . 7a O
b If “Yes,” did the organization notify the donor of the value of the goods or services prowded’7 . . 7b
¢ Did the organization sell, exchange, or otherwise dispose of tangible personal property for which it was
required to file Form 82827 . .o e e e e 7c O
d If “Yes,” indicate the number of Forms 8282 filed durlng theyear . . . . . . . . | 7d |
e Did the organization receive any funds, directly or indirectly, to pay premiums on a personal benefit contract? | 7e 0
f Did the organization, during the year, pay premiums, directly or indirectly, on a personal benefit contract? . 7f 0
g [f the organization received a contribution of qualified intellectual property, did the organization file Form 8899 as required? | 7g
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 during the year? . 8
9 Sponsoring organizations maintaining donor advised funds.
a Did the sponsoring organization make any taxable distributions under section 49667 . . 9a
b Did the sponsoring organization make a distribution to a donor, donor advisor, or related person'7 9b
10  Section 501(c)(7) organizations. Enter:
a |Initiation fees and capital contributions included on Part VIII, line 12 . . . . 10a
b Gross receipts, included on Form 990, Part VI, line 12, for public use of club faC|I|t|es . 10b
11 Section 501(c)(12) organizations. Enter:
a Gross income from members or shareholders . . . 11a
b Gross income from other sources. (Do not net amounts due or pald to other sources
against amounts due or received from them.) . . . . . . . . . . . . . . . 11b
12a Section 4947(a)(1) non-exempt charitable trusts. Is the organization filing Form 990 in lieu of Form 1041? 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 more than one state? . 13a
Note: See the instructions for additional information the organization must report on Schedule O
b Enter the amount of reserves the organization is required to maintain by the states in which
the organization is licensed to issue qualified health plans e e e 13b
¢ Enter the amount of reservesonhand . . . . 13c
14a Did the organization receive any payments for |ndoor tannlng services durlng the tax year’7 . . 14a 0
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? . 15 O
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 0
If “Yes,” complete Form 4720, Schedule O.
17  Section 501(c)(21) organizations. Did the trust, any disqualified person, or mine operator engage in any
activities that would result in the imposition of an excise tax under section 4951, 4952 or 49537 17
If “Yes,” complete Form 6069.
Form 990 (2021)
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Form 990 (2021) Page 6
idll  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 in thisPartVI . . . . . . . . . . . . . [d
Section A. Governing Body and Management

Yes | No
1a Enter the number of voting members of the governing body at the end of the tax year. . 1a 8
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 7
2 Did any officer, director, trustee, or key employee have a family relationship or a business relationship with
any other officer, director, trustee, or key employee? 2 O
3 Did the organization delegate control over management duties customarlly performed by or under the d|rect
supervision of officers, directors, trustees, or key employees to a management company or other person? . 3 O
4  Did the organization make any significant changes to its governing documents since the prior Form 990 was filed? | 4 O
5 Did the organization become aware during the year of a significant diversion of the organization’s assets? . 5 ]
6 Did the organization have members or stockholders? 6 O
7a Did the organization have members, stockholders, or other persons Who had the power to elect or appomt
one or more members of the governing body? . . . . . e 7a | O
b Are any governance decisions of the organization reserved to (or sub]ect to approval by) members,
stockholders, or persons other than the governing body? . . . . 7b | O
8 Did the organization contemporaneously document the meetings heId or written actions undertaken durlng
the year by the following:
a The governing body? . . . . e e e e 8a | O
b Each committee with authority to act on behalf of the governing body’7 e 8b | O
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 0
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? . . . 10a ]
b If “Yes,” did the organization have written policies and procedures governlng the actlvmes of such chapters
affiliates, and branches to ensure their operations are consistent with the organization’s exempt purposes? 10b

11a Has the organization provided a complete copy of this Form 990 to all members of its governing body before filing the form? |11a| O
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,” go to line 13 . . . . 12a
b Were officers, directors, or trustees, and key employees required to disclose annually interests that could give rise to confhcts? 12b| O
¢ Did the organization regularly and consistently monitor and enforce compliance with the policy? If “Yes,”

O

describe on Schedule O how this wasdone. . . . . . . . . . . . . . . . . . . . . . 12¢| O
13 Did the organization have a written whistleblower policy? . . . . C e e 13 | O
14  Did the organization have a written document retention and destructlon pollcy’7 e 14 | O
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 . . . . . . . . . . . . 15a| O
b Other officers or key employees of the organization . . . C e e e 15b O

If “Yes” to line 15a or 15b, describe the process on Schedule O See mstructlons
16a Did the organization invest in, contribute assets to, or participate in a joint venture or similar arrangement
with a taxable entity during the year? . . . . C e 16a O
b If “Yes,” did the organization follow a written pollcy 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

Section C. Disclosure
17  List the states with which a copy of this Form 990 is required to be filed » CA, CO, CT, DC, (CONTINUED ON SCHEDULE O)
18  Section 6104 requires an organization to make its Forms 1023 (1024 or 1024-A, if applicable), 990, and 990-T (section 501(c)
(3)s only) available for public inspection. Indicate how you made these available. Check all that apply.
[] Own website [] Another’s website [0] Uponrequest [] 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 P
THE ORGANIZATION, 3180 FAIRVIEW PARK DRIVE, SUITE 500, VA 22042-1206, (703) 531-6231

Form 990 (2021)
Capital Hospice- 54-1920770 6 11/8/2022 3:22:42 PM



Form 990 (2021) Page 7
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 VIl . . . . e
Section A. Officers, Directors, Trustees, Key Employees, and Highest Compensated Employees
1a Complete this table for all persons required to be listed. Report compensation for the calendar year ending with or within the
organization’s tax year.

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, 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.

¢ 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.

(©)
Position
@ (®) (do not check more than one () ® ®
Name and title Average box, unless person is both an Reportable Reportable Estimated amount
hours officer and a director/trustee) compensation compensation of other
per week o =] = ~le =] = from the from related compensation
(list any a 5_ i g 2 |3&|8 organization (W-2/ | organizations (W-2/ from the
housfor |5 (2|8 | o T § 3 1099-MISC/ 1099-MISC/ organization and
related |25 |5 | |23 i 1099-NEC) 1099-NEC) related organizations
organizations g o 3 g g
below 6| 3 5
dotted line) 2| e @
: :
Q
(1) TOM KOUTSOUMPAS 40.0
PRESIDENT/CEO 3.0 O O 536,983 0 20,567
(2) MICHAEL BYAS-SMITH, M.D. 40.0
MEDICAL DIRECTOR 0.0 O 388,475 0 27,461
(3) GARY BACHER 40.0
CHIEF OF STATEGY, POLICY & LEGAL AFFAIRS 0.0 O 332,365 0 25,303
(4) DAVID A SCHWIND 40.0
CHIEF FINANCIAL OFFICER (THROUGH JULY 2021) 0.0 O 294,271 0 22,334
(5) LEE ANNE WEST, M.D. 40.0
EXECUTIVE DIRECTOR, INPATIENT SERVICES 0.0 O 281,075 0 25,550
(6) HEIDI YOUNG, M.D. 40.0
HPM PHYSICIAN 0.0 O 267,858 0 26,848
(7) MATTHEW KESTENBAUM, M.D. 40.0
CHIEF MEDICAL OFFICER (CMO) 0.0 O 281,285 0 7,404
(8) JOHN MCCUE, M.D. 40.0
HPM PHYSICIAN 0.0 O 270,791 0 12,977
(9) RAY JAY GARCIA, M.D. 40.0
HPM PHYSICIAN 0.0 O 243,499 0 5,350
(10) STEVE CONE 40.0
CHIEF OF COMMUNICATIONS, MARKETING & PHILANTHROPY 0.0 ] 208,898 0 8,785
(11) KIERAN SHAH 40.0
CHIEF GROWTH OFFICER 0.0 O 205,275 0 11,358
(12) SUSAN BORIS 40.0
CHIEF OF CLINICAL OPERATIONS (THROUGH JULY 2021) 0.0 0 181,451 0 19,305
(13) KEITH EVERETT 40.0
CHIEF PERFORMANCE & COMPLIANCE OFFICER 0.0 O 161,654 0 24,245
(14) KIMBERLY GROVE 40.0
CHIEF OF STAFF 0.0 O 158,369 0 22,306

Form 990 (2021)
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Form 990 (2021) Page 8
E1a YN Section A. Officers, Directors, Trustees, Key Employees, and Highest Compensated Employees (continued)

©)
Position
@ (®) (do not check more than one () ® ®
Name and title Average | pox, unless person is both an Reportable Reportable Estimated amount
hours officer and a director/trustee) compensation compensation of other
per week o == ~]o | n from the from related compensation
(list any a 5_ i g 2 |3&|8 organization (W-2/|organizations (W-2/ from the
housfor |52 |8 | o s § 3 1099-MISC/ 1099-MISC/ organization and
related (258 | |3 |35 1099-NEC) 1099-NEC) related organizations
organizations g o 3 g g
below 6| 3 5
dotted line) 2 % @
[
° g
(15) LYNN MENTO 1.0
BOARD CHAIR 3.0 O O 0 0 0
(16) REV.DR. TYRONE PITTS 1.0
BOARD VICE CHAIR 3.0 O O 0 0 0
(17) TERENCE BURNS 1.0
TREASURER (THROUGH AUG 2021) 3.0 O O 0 0 0
(18) BILL NOVELLI 1.0
BOARD MEMBER 3.0 O 0 0 0
(19) CLIFFORD E. BARNES 1.0
BOARD MEMBER 3.0 O 0 0 0
(20) DIANETY 1.0
BOARD MEMBER 3.0 ] 0 0 0
(21) JOHN ADAMS 1.0
BOARD MEMBER 3.0 ] 0 0 0
(22) SUE HARGREAVES 1.0
BOARD MEMBER 3.0 ] 0 0 0
(23)
(24)
(25)
1b Subtotal | 2 3,812,249 0 259,793
c Total from contlnuatlon sheets to Part VII Sectlon A | 2 0 0 0
d Total (add lines 1b and 1c) . | 4 3,812,249 0 259,793

-~

2  Total number of individuals (including but not I|m|ted to those Ilsted above who received more than $100,000 of
reportable compensation from the organization » 95

Yes | No

3 Did the organization list any former officer, director, trustee, key employee, or highest compensated
employee on line 1a? If “Yes,” complete Schedule J for such individual . . . . . . . . . . . 3 0
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? /f “Yes,” complete Schedule J for such

individual . . . . . . . . . . . . . . . e e 4 | O
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 0

Section B. Independent Contractors
1 Complete this table for your five highest compensated independent contractors that received more than $100,000 of
compensation from the organization. Report compensation for the calendar year ending with or within the organization’s tax year.

(A (B) ©)
Name and business address Description of services Compensation
INOVA FAIRFAX HOSPITAL, 3300 GALLOWS ROAD, FALLS CHURCH, VA 22042 GENERAL INPATIENT SERVICES 1,493,674
CRESCENT CITIES NURSING & REHAB CENTER, 4409 EAST WEST HIGHWAY, RIVERDALE, MD 20737 | NURSING HOME SERVICES 631,356
LAYHILL SNF, 3227 BEL PRE ROAD, SILVER SPRING, MD 20906 NURSING HOME SERVICE 547,346
MANORCARE LARGO, 600 LARGO ROAD, LARGO, MD 20774 NURSING HOME SERVICES 531,000
CAROLL MANOR NURSING HOME, 1150 VARNUM STREET, NE, WASHINGTON, DC 20017-2180 | NURSING HOME SERVICES 515,338
2 Total number of independent contractors (including but not limited to those listed above) who
received more than $100,000 of compensation from the organization » 21
Form 990 (2021)
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Form 990 (2021)

Page 9

elgf'lll] Statement of Revenue
Check if Schedule O contains a response or note to any line in this Part VIII .

O

(A (B) (©) (D)
Total revenue Related or exempt Unrelated Revenue excluded
function revenue | business revenue from tax under
sections 512-514
g »| 1a Federated campaigns . 1a
g § b Membership dues 1b
O£ ¢ Fundraising events . 1c 65,000
£ d Related organizations . 1d
o= e Government grants (contrlbutlons) 1e 599,160
g% f All other contributions, gifts, grants,
= E and similar amou.nts r.10t |n<.:|uded abo.ve 1f 7,164,461
2 3 g Noncash contributions included in
“g’ T lines 1a—1f . 19 |$ 269,998
Ow h Total. Add lines 1a-1f . | 4 7,828,621
Business Code
g 2a PATIENT SERVICES 621620 97,888,206 97,888,206
Sgl b
N c c
g2 d
S o
€| .
a f All other program service revenue . 0 0 0 0
g Total. Add lines 2a-2f . ... | 4 97,888,206
3 Investment income (including d|V|dends mterest and
other similar amounts) . | 2 377,074 377,074
4  Income from investment of tax-exempt bond proceeds »
5 Royalties L. >
(i) Real (ii) Personal
6a Gross rents 6a 168,725
b Less: rental expenses | 6b 242,821
c Rental income or (loss) | 6c (74,096) 0
d Net rental income or (loss) ... P (74,096) (74,096)
7a Gross amount from (i) Securities (ii) Other
sales of assets
other than inventory | 7a 10,178,527
) b Less: cost or other basis
g and sales expenses 7b 6,866,880
o ¢ Gain or (loss) . 7c 3,311,647 0
L | d Netgainor (loss) . > 3,311,647 3,311,647
) ) -
£ 8a Gross income from fundraising
o events (not including $ 65,000
of contributions repdr_'t-éa"c-)_rinlif\_é
1c). See Part IV, line 18 8a 0
b Less: direct expenses . 8b 2,000
¢ Net income or (loss) from fundralsmg events > (2,000) (2,000)
9a Gross income from gaming
activities. See Part IV, line 19 9a
b Less: direct expenses . 9b
¢ Net income or (loss) from gaming actlvmes . >
10a Gross sales of inventory, less
returns and allowances 10a
b Less: cost of goods sold 10b
¢ Netincome or (loss) from sales of inventory . | 2
7 Business Code
§ g 11a THRIFT STORE REVENUE 900099 220,804 220,804
§ 5 b EDUCATIONAL MATERIALS FEES 900099 3,699 3,699
) q>_, ¢ FOOD SERVICE REVENUE 900099 3,236 3,236
g c d All other revenue . 900099 313 313 0 0
= e Total. Add lines 11a-11d . > 228,052
12  Total revenue. See instructions | 4 109,557,504 98,116,258 0 3,612,625
Capital Hospice- 54-1920770 9 11/8/2022 3:22:42 PM
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Form 990 (2021)

1 d)V @ Statement of Functional Expenses
Section 501(c)(3) and 501(c)(4) organizations must complete all columns. All other organizations must complete column (A).

Page 10

Check if Schedule O contains a response or note to any line in this Part IX .. O]
Do not include amounts reported on lines 6b, 7b, Total éQF)Jenses Prograsr?)service Managé(r;)ent and Funcslrba)ising
8b, 9b, and 10b of Part VIII. expenses general expenses expenses
1 Grants and other assistance to domestic organizations
and domestic governments. See Part IV, line 21 8,295 8,295
2 Grants and other assistance to domestic
individuals. See Part IV, line 22 .
3 Grants and other assistance to foreign
organizations, foreign governments, and
foreign individuals. See Part IV, lines 15 and 16
4  Benefits paid to or for members .
5 Compensation of current officers, dlrectors
trustees, and key employees . 2,360,549 2,188,259 141,886 30,404
6  Compensation not included above to disqualified
persons (as defined under section 4958(f)(1)) and
persons described in section 4958(0)(3)(B) . 358,442 58,832 247,306 52,304
7  Other salaries and wages 54,204,796 47,075,639 6,367,888 761,269
8 Pension plan accruals and contrlbutlons (|nclude
section 401(k) and 403(b) employer contributions) 794,907 691,235 91,904 11,768
9 Other employee benefits . 6,771,366 5,895,712 779,591 96,063
10 Payroll taxes . . 4,138,497 3,598,753 478,479 61,265
11 Fees for services (nonemployees)
a Management
b Legal 336,453 336,453
¢ Accounting 35,583 35,583
d Lobbying . .
e Professional fundralsmg services. See Part v, I|ne 17
f Investment management fees 82,498 82,498
g Other. (If line 11g amount exceeds 10% of line 25, column
(A), amount, list line 11g expenses on Schedule O.) 16,701,189 11,890,885 4,463,345 346,959
12  Advertising and promotion 580,431 2,802 576,526 1,103
13 Office expenses 1,760,887 807,888 703,884 249,115
14 Information technology 3,011,056 705,413 1,993,071 312,572
15 Royalties .
16 Occupancy 4,848,834 2,545,529 63,771 2,239,534
17 Travel 1,380,973 1,087,194 290,527 3,252
18 Payments of travel or entertalnment expenses
for any federal, state, or local public officials
19  Conferences, conventions, and meetings 60,247 29,298 30,949 0
20 Interest . . 46,633 0 10,220 36,413
21 Payments to afflllates .
22  Depreciation, depletion, and amortlzat|on 1,170,114 988,798 161,841 19,475
23 Insurance . e e e e 451,100 418,175 27,115 5,810
24  Other expenses. ltemize 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 MEDICAL SUPPLIES 10,053,792 10,014,996 38,796 0
b BAD DEBT 3,314,952 3,314,952 0 0
c
d
e All other expenses 518,462 7,863 469,947 40,652
25  Total functional expenses. Add lines 1 through 24e 112,990,056 91,330,518 17,391,580 4,267,958
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 » [] if
following SOP 98-2 (ASC 958-720)
Form 990 (2021)
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Balance Sheet

Page 11
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Check if Schedule O contains a response or note to any line in this Part X .o [l
(A) (8)
Beginning of year End of year
1 Cash—non-interest-bearing A 15,010| 1 2,880
2  Savings and temporary cash investments . 2,771,516 2 1,374,684
3 Pledges and grants receivable, net 135,875| 3 420,881
4  Accounts receivable, net . 21,183,935 4 12,500,099
5 Loans and other receivables from any current or former offlcer dlrector
trustee, key employee, creator or founder, substantial contributor, or 35%
controlled entity or family member of any of these persons 100,000 5 0
6 Loans and other receivables from other disqualified persons (as deflned
under section 4958(f)(1)), and persons described in section 4958(c)(3)(B) . ol 6 0
2| 7 Notes and loans receivable, net 0| 7
§ 8 Inventories for sale or use 0| 8
< | 9 Prepaid expenses and deferred charges 1,237,714 9 509,002
10a Land, buildings, and equipment: cost or other
basis. Complete Part VI of Schedule D . 10a 39,087,041
Less: accumulated depreciation 10b 18,602,743 20,144,865| 10c 20,484,298
11 Investments—publicly traded securities . 14,717,436| 11 7,134,207
12 Investments—other securities. See Part IV, line 11 16,373 | 12 16,373
13 Investments—program-related. See Part IV, line 11 . 0| 13 0
14  Intangible assets . 14
15  Other assets. See Part IV, I|ne 11 . . 4,229,844| 15 4,261,612
16 Total assets. Add lines 1 through 15 (must equal I|ne 33) 64,552,568 | 16 46,704,036
17  Accounts payable and accrued expenses . 17,082,140| 17 18,280,071
18 Grants payable . 18
19  Deferred revenue . 19
20 Tax-exempt bond liabilities . 20
21  Escrow or custodial account liability. Complete Part IV of Schedule D 21
2 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 these persons o| 22 0
-l | 23  Secured mortgages and notes payable to unrelated third parties 22,274,670| 23 8,731,745
24  Unsecured notes and loans payable to unrelated third parties 24
25  Other liabilities (including federal income tax, payables to related thlrd
parties, and other liabilities not included on lines 17-24). Complete Part X
of Schedule D - 290,805| 25 216,930
26 Total liabilities. Add lines 17 through 25 39,647,615 26 27,228,746
8 Organizations that follow FASB ASC 958, check here > @
e and complete lines 27, 28, 32, and 33.
% 27 Net assets without donor restrictions 15,858,795 | 27 10,584,662
% 28 Net assets with donor restrictions . 9,046,158| 28 8,890,628
g Organizations that do not follow FASB ASC 958 check here > |:|
l-l; and complete lines 29 through 33.
g 29 Capital stock or trust principal, or current funds . . 29
“é 30 Paid-in or capital surplus, or land, building, or equipment fund 30
2 31 Retained earnings, endowment, accumulated income, or other funds . 31
% | 32  Total net assets or fund balances . .. 24,904,953| 32 19,475,290
Z | 33 Total liabilities and net assets/fund balances . 64,552,568 | 33 46,704,036
Form 990 (2021)



Form 990 (2021) Page 12

gl Reconciliation of Net Assets
Check if Schedule O contains a response or note to any line in thisPart Xl . . . . . . . . . . . . . [

1  Total revenue (must equal Part VIII, column (A), line 12) . 1 109,557,504
2 Total expenses (must equal Part IX, column (A), line 25) 2 112,990,056
3 Revenue less expenses. Subtract line 2 from line 1 .. .. 3 (3,432,552)
4  Net assets or fund balances at beginning of year (must equal Part X I|ne 32 column (A) - 4 24,904,953
5 Net unrealized gains (losses) on investments 5 (1,997,111)
6 Donated services and use of facilities 6 0
7 Investment expenses . 7 0
8  Prior period adjustments . . 8 0
9  Other changes in net assets or fund balances (explaln on Schedule O) 9 0
10 Net assets or fund balances at end of year. Combine lines 3 through 9 (must equal Part X Ilne
32, column (B)) . 10 19,475,290
Financial Statements and Reportlng
Check if Schedule O contains a response or note to any line in thisPart Xl . . . . . . . . . . . . . [
Yes | No
1 Accounting method used to prepare the Form 990: [ ]Cash [Z]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 a

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 | O
If “Yes,” check a box below to indicate whether the financial statements for the year were audlted on a
separate basis, consolidated basis, or both:
[]Separate basis  [T] Consolidated basis [ ] Both consolidated and separate basis

¢ If “Yes” to line 2a or 2b, does the organization have a committee that assumes responsibility for oversight of

the audit, review, or compilation of its financial statements and selection of an independent accountant? . 2¢c | O
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
Single Audit Act and OMB Circular A-133? . . . . 3a| O
b If “Yes,” did the organization undergo the required audlt or audlts’? If the organlzatlon d|d not undergo the
required audit or audits, explain why on Schedule O and describe any steps taken to undergo such audits . 3b | O
Form 990 (2021)
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SCHEDULE A . . . OMB No. 1545-0047
00 Public Charity Status and Public Support
orm

( ) Complete if the organization is a section 501(c)(3) organization or a section 4947(a)(1) nonexempt charitable trust. 2 @ 2 1
Department of the Treasury » Attach to Form 990 or Form 990-EZ. Open to Public
Internal Revenue Service » Go to www.irs.gov/Form990 for instructions and the latest information. Inspection
Name of the organization Employer identification number

CAPITAL HOSPICE 54-1920770

Reason for Public Charity Status. (All organizations must complete this part.) See instructions.
The organization is not a private foundation because it is: (For lines 1 through 12, check only one box.)

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

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

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

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

5 [] An organization operated for the benefit of a college or university owned or operated by a governmental unit described in
section 170(b)(1)(A)(iv). (Complete Part Il.)

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

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

8 [] A community trust described in section 170(b)(1)(A)(vi). (Complete Part I1.)

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

10 An organization that normally receives (1) more than 33'3% of its support from contributions, membership fees, and gross
receipts from activities related to its exempt functions, subject to certain exceptions; and (2) no more than 33'3% of its
support from gross investment income and unrelated business taxable income (less section 511 tax) from businesses
acquired by the organization after June 30, 1975. See section 509(a)(2). (Complete Part lll.)

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

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

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

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

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

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

e [ Check this box if the organization received a written determination from the IRS that it is a Type |, Type Il, Type llI
functionally integrated, or Type Ill non-functionally integrated supporting organization.

f Enter the number of supported organizations . . . e e |:|

g Provide the following information about the supported organlzatlon( ).

(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)

(E)

Total

For Paperwork Reduction Act Notice, see the Instructions for Form 990 or 990-EZ. Cat. No. 11285F Schedule A (Form 990) 2021

Capital Hospice- 54-1920770 13 11/8/2022 3:22:42 PM



Schedule A (Form 990) 2021

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 Ill.)

Section A. Public Support

Calendar year (or fiscal year beginning in) »

1

6

(a) 2017 (b) 2018 (c) 2019 (d) 2020 (e) 2021 (f) Total

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

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

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

Total. Add lines 1 through 3.

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) .

Public support. Subtract line 5 from line 4

Section B. Total Support

Calendar year (or fiscal year beginning in) »

7
8

10

11
12

13

(a) 2017 (b) 2018 (c) 2019 (d) 2020 (e) 2021 (f) Total

Amounts from line 4

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

Net income from unrelated business
activities, whether or not the business
is regularly carried on .

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

Total support. Add lines 7 through 10

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

First 5 years. If the Form 990 is for the organization’s first, second, third, fourth or flfth tax year as a section 501(c)(3)
organization, check this box and stop here | 4

O

Section C. Computation of Public Support Percentage

14
15
16a

b

17a

18

Public support percentage for 2021 (line 6, column (f), divided by line 11, column (f)) 14

%

Public support percentage from 2020 Schedule A, Part Il, line 14 15

%

331/3% support test—2021. If the organization did not check the box on line 13 and I|ne 14 is 3313% or more, check this
box and stop here. The organization qualifies as a publicly supported organization . >
331/3% support test—2020. If the organization did not check a box on line 13 or 16a, and I|ne 15 is 331/3% or more, check
this box and stop here. The organization qualifies as a publicly supported organization . | 4

10%-facts-and-circumstances test—2021. 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
organization . >

10%-facts-and-circumstances test—2020. If the organization did not check a box on line 13, 16a, 16b, or 17a, and line
15 is 10% or more, and if the organization meets the facts-and-circumstances test, check this box and stop here. Explain
in Part VI how the organization meets the facts-and-circumstances test. The organization qualifies as a publicly supported
organization . | 4
Private foundation. If the organlzatlon d|d not check a box on Ilne 13 16a 16b 17a or 17b check thls box and see
instructions >

O
O

O
U

Capital Hospice- 54-1920770
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Schedule A (Form 990) 2021
[ZXIIl Support Schedule for Organizations Described in Section 509(a)(2)
(Complete only if you checked the box on line 10 of Part | or if the organization failed to qualify under Part Il.

Page 3

If the organization fails to qualify under the tests listed below, please complete Part I1.)

Section A. Public Support

Calendar year (or fiscal year beginning in) » (a) 2017 (b) 2018 (c) 2019 (d) 2020 (e) 2021 (f) Total
1 Gifts, grants, contributions, and membership fees
received. (Do not include any “unusual grants.”) 5280,547|  4,614,921| 4,493,942 10,258,650 7,828,621 32,476,681
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 . 89,895,820| 91,297,648  89,863,153|  97,018,241|  97,888,206| 465,963,068
3  Gross receipts from activities that are not an
unrelated trade or business under section 513 266,550 68,375 63,125 0 0 398,050
4  Tax revenues levied for the
organization’s benefit and either paid to
or expended on its behalf 0
5 The value of services or facilities
furnished by a governmental unit to the
organization without charge . 0
6 Total. Add lines 1 through 5 . 95,442,917 95,980,944 94,420,220| 107,276,891 105,716,827| 498,837,799
7a Amounts included on lines 1, 2, and 3
received from disqualified persons 0 0 0 0 0 0
b Amounts included on lines 2 and 3
received from other than disqualified
persons that exceed the greater of $5,000
or 1% of the amount on line 13 for the year 0 0 0 0 0 0
¢ Add lines 7aand 7b 0 0 0 0 0 0
8 Public support. (Subtract line 7c from
line6,) . . . . . . 498,837,799
Section B. Total Support
Calendar year (or fiscal year beginning in) » (a) 2017 (b) 2018 (c) 2019 (d) 2020 (e) 2021 (f) Total
9 Amounts from line 6 P 95,442,917 95,980,944 94,420,220 107,276,891 105,716,827 498,837,799
10a Gross income from interest, dividends,
payments received on securities loans, rents,
royalties, and income from similar sources . 840,102 1,042,647 1,125,379 595,637 545,799 4,149,564
b Unrelated business taxable income (less
section 511 taxes) from businesses
acquired after June 30, 1975 . 0
¢ Add lines 10a and 10b 840,102 1,042,647 1,125,379 595,637 545,799 4,149,564
11 Net income from unrelated business
activities not included on line 10b, whether
or not the business is regularly carried on 0
12  Other income. Do not include gain or
loss from the sale of capital assets
(Explain in Part VL) . .o 95,332 382,081 485,262 245,339 228,052 1,436,066
13 Total support. (Add lines 9, 10c, 11,
and 12)) 96,378,351 97,405,672 96,030,861 108,117,867 106,490,678 504,423,429
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 this box and stop here . > ]
Section C. Computation of Public Support Percentage
15  Public support percentage for 2021 (line 8, column (f), divided by line 13, column (f)) 15 98.89 %
16  Public support percentage from 2020 Schedule A, Part lll, line 15 16 98.87 %
Section D. Computation of Investment Income Percentage
17  Investment income percentage for 2021 (line 10c, column (f), divided by line 13, column (f)) . 17 1.00 %
18 Investment income percentage from 2020 Schedule A, Part Ill, line 17 . 18 1.00 %
19a 33'3% support tests—2021. If the organization did not check the box on line 14, and I|ne 15 is more than 33'3%, and line
17 is not more than 33'/3%, check this box and stop here. The organization qualifies as a publicly supported organization > ]
b 33'3% support tests—2020. If the organization did not check a box on line 14 or line 19a, and line 16 is more than 33'3%, 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 » []

Capital Hospice- 54-1920770
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Schedule A (Form 990) 2021

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

Page 4

Section A. All Supporting Organizations

3a

4a

ba

9a

10a

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.

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).

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

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.

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.

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 I, answer lines 4b and 4c below.

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.

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.

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

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

Substitutions only. Was the substitution the result of an event beyond the organization’s control?

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 (jii) 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.

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).

Did the organization make a loan to a disqualified person (as defined in section 4958) not described on line
7? If “Yes,” complete Part | of Schedule L (Form 990).

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.

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.

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

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.)

Yes

No

3a

3b

3c

4a

4b

4c

ba

5b

5c

9a

9b

9c

10a

10b

Schedule A (Form 990) 2021
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Schedule A (Form 990) 2021

Page 5

Supporting Organizations (continued)

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

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

11a

11b

Section B. Type | Supporting Organizations

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

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

Yes

No

Section C. Type Il Supporting Organizations

1 Were a majority of the organization’s directors or trustees during the tax year also a majority of the directors
or trustees of each of the organization’s supported organization(s)? 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, (i) a copy of the Form 990 that was most recently filed as of the date of notification, and (jii) copies of the
organization’s governing documents in effect on the date of notification, to the extent not previously provided?

2  Were any of the organization’s officers, directors, or trustees either (i) appointed or elected by the supported
organization(s) or (i) 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).

3 By reason of the relationship described on line 2, above, did the organization’s supported organizations have
a significant voice in the organization’s investment policies and in directing the use of the organization’s
income or assets at all times during the tax year? If “Yes,” describe in Part VI the role the organization’s
supported organizations played in this regard.

Yes

No

3

Section E. Type lll Functionally Integrated Supporting Organizations

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

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

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

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

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

b Did the activities described on line 2a, above, constitute activities that, but for the organization’s
involvement, one or more of the organization’s supported organization(s) would have been engaged in? If
“Yes,” explain in Part VI the reasons for the organization’s position that its supported organization(s) would
have engaged in these activities but for the organization’s involvement.

3 Parent of Supported Organizations. Answer lines 3a and 3b below.

a Did the organization have the power to regularly appoint or elect a majority of the officers, directors, or
trustees of each of the supported organizations? If “Yes” or “No,” provide details in Part VI.

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

Yes

No

2a

2b

3a

3b

Schedule A (Form 990) 2021
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Schedule A (Form 990) 2021

Page 6

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

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

Section A—Adjusted Net Income

(A) Prior Year

(B) Current Year
(optional)

Net short-term capital gain

Recoveries of prior-year distributions

Other gross income (see instructions)

Add lines 1 through 3.

Depreciation and depletion

QD (WON|=

oG, (WIN|=

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

7

Other expenses (see instructions)

~

8

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

Section B—Minimum Asset Amount

(A) Prior Year

(B) Current Year
(optional)

1

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

Average monthly value of securities

1a

Average monthly cash balances

1b

Fair market value of other non-exempt-use assets

ic

Total (add lines 1a, 1b, and 1¢)

1d

(a0 |T|o

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

N

Acquisition indebtedness applicable to non-exempt-use assets

N

(]

Subtract line 2 from line 1d.

W

H

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

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

Multiply line 5 by 0.035.

N[0

Recoveries of prior-year distributions

Minimum Asset Amount (add line 7 to line 6)

®(N(O|(0| >

Section C—Distributable Amount

Current Year

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

Enter 0.85 of line 1.

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

Enter greater of line 2 or line 3.

Income tax imposed in prior year

QDO IN|(=

OO~ |WIN|=

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

6

~

[] Check here if the current year is the organization’s first as a non-functionally integrated Type Il supporting organization

(see instructions).

Capital Hospice- 54-1920770
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Type lll Non-Functionally Integrated 509(a)(3) Supporting Organizations (continued)

Section D—Distributions

Current Year

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

Administrative expenses paid to accomplish exempt purposes of supported organizations

Amounts paid to acquire exempt-use assets

Qualified set-aside amounts (prior IRS approval required—provide details in Part VI)

Other distributions (describe in Part VI). See instructions.

Total annual distributions. Add lines 1 through 6.

N|O|o|s~WOIN

N (O~ |W

Distributions to attentive supported organizations to which the organization is responsive

(provide details in Part VI). See instructions.

©

©

Distributable amount for 2021 from Section C, line 6

Line 8 amount divided by line 9 amount

Section E—Distribution Allocations (see instructions)

(i)

Excess Distributions

(ii)
Underdistributions
Pre-2021

(iii)
Distributable
Amount for 2021

Distributable amount for 2021 from Section C, line 6

Underdistributions, if any, for years prior to 2021
(reasonable cause required—explain in Part VI). See
instructions.

Excess distributions carryover, if any, to 2021

From 2016

From 2017

From 2018

From 2019

From 2020

Total of lines 3a through 3e

Applied to underdistributions of prior years

Applied to 2021 distributable amount

Carryover from 2016 not applied (see instructions)

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

Distributions for 2021 from
Section D, line 7: $

Applied to underdistributions of prior years

Applied to 2021 distributable amount

Remainder. Subtract lines 4a and 4b from line 4.

Remaining underdistributions for years prior to 2021, if
any. Subtract lines 3g and 4a from line 2. For result
greater than zero, explain in Part VI. See instructions.

Remaining underdistributions for 2021. Subtract lines 3h
and 4b from line 1. For result greater than zero, explain in
Part VI. See instructions.

Excess distributions carryover to 2022. Add lines 3j
and 4c.

Breakdown of line 7:

Excess from 2017

Excess from 2018 .

Excess from 2019 .

Excess from 2020 .

O |Q0|T(®

Excess from 2021

Capital Hospice- 54-1920770
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Provide the explanations required by Part II, line 10; Part Il, line 17a or 17b; Part Il line 12; Part IV,

Section A, lines 1, 2, 3b, 3c, 4b, 4c, 5a, 6, 9a, 9b, 9c, 11a, 11b, and 11c; Part IV, Section B, lines 1
and 2; Part IV, Section C, line 1; Part IV, Section D, lines 2 and 3; Part IV, Section E, lines 1c, 2a, 2b,
3a, and 3b; Part V, line 1; Part V, Section B, line 1e; Part V, Section D, lines 5, 6, and 8; and Part V,
Section E, lines 2, 5, and 6. Also complete this part for any additional information. (See instructions.)

Return Reference - Identifier Explanation

EI%'-E'ElDZULOET/;,EPF@RT i, Other Income Type (a) 2017 (b) 2018 (c) 2019 (d) 2020 (e) 2021 (f) Total

INCOME (1) OTHER REVENUE 95,332 382,081 485,262 245,339 228,052 1,436,066
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Schedule B : OMB No. 1545-0047
(Form 990) Schedule of Contributors

Department of the Treasury » Attach to Form 990 or Form 990-PF. 2 @2 1
Internal Revenue Service » Go to www.irs.gov/Form990 for the latest information.

Name of the organization Employer identification number
CAPITAL HOSPICE 54-1920770

Organization type (check one):

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

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

Form 990-PF

501(c)(3) exempt private foundation

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

o 0o o oo @

501(c)(3) taxable private foundation

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

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

General Rule

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

Special Rules

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

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

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

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

For Paperwork Reduction Act Notice, see the instructions for Form 990, 990-EZ, or 990-PF. Cat. No. 30613X Schedule B (Form 990) (2021)
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Schedule B (Form 990) (2021)

Page 2

Name of organization
CAPITAL HOSPICE

Employer identification number

54-1920770

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

(a) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
1 THE WASHINGTON HOME Person [
Payroll O
1875 CONNECTICUT AVE NW STE 540 2,140,450 Noncash O
(Complete Part Il for
WASHINGTON, DC 20009-5738 noncash contributions.)
(a) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
2 US GOVERNMENT HEALTH & HUMAN SERVICES Person o
Payroll O
200 INDEPENDENCE AVE SW 585,109 Noncash ]
(Complete Part Il for
WASHINGTON, DC 20201-0007 noncash contributions.)
(a) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
3 SUSAN WHITTLE Person o
Payroll O
21383 MARACOSSIC DR 360,000 Noncash O
(Complete Part Il for
BOWLING GREEN, VA 22427-2544 noncash contributions.)
(a) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
4 HARRY MCCULLOCH PIKE CRUT Person [
Payroll O
(SEE STATEMENT) 341,660 Noncash O
(Complete Part Il for
WINSTON SALEM, NC 27101-4047 noncash contributions.)
(a) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
5 ESTATE OF JUDITH A. REGNER Person o
Payroll O
3800 POWELL LN APT PH9 212,192 Noncash O
(Complete Part Il for
FALLS CHURCH, VA 22041 noncash contributions.)
(a) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
6 RUSSELL A. HITT REVOCABLE TRUST Person o
Payroll ]
2900 FAIRVIEW PARK DR 200,000 Noncash O
(Complete Part Il for
FALLS CHURCH, VA 22042 noncash contributions.)
Schedule B (Form 990) (2021)
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Part | Supplemental Information. Contributors

Return Reference - Identifier

Explanation

SCHEDULE B, PART | - (A)
- DONOR ADDRESS

NO.4:
C/O WELLS FARGO, WEALTH MGMT PHILANTHROPIC CRT TEAM
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Schedule B (Form 990) (2021)

Page 2

Name of organization
CAPITAL HOSPICE

Employer identification number

54-1920770

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

(a) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
7 VIRGINIA STRUNK TRUST Person o
Payroll ]
C/O SUSAN BENARICK, 211 WINGED ELM CIR 200,000 Noncash ]
(Complete Part Il for
AIKEN, SC 29803-2758 noncash contributions.)
(@) (b) © @
No. Name, address, and ZIP + 4 Total contributions Type of contribution
8 ESTATE OF ALICE L. HENRY Person [
Payroll ]
106 HAYWARD ST 190,000 Noncash O
(Complete Part Il for
CAMBRIDGE, MD 21613-1921 noncash contributions.)
(@) (b) © @
No. Name, address, and ZIP + 4 Total contributions Type of contribution
9 ALEXANDER AND MARGARET STEWART TRUST Person o
Payroll O
888 17TH ST NW STE 610 150,000 Noncash O
(Complete Part Il for
WASHINGTON, DC 20006-3321 noncash contributions.)
(@) (b) © @
No. Name, address, and ZIP + 4 Total contributions Type of contribution
10 NEAL C. NICHOLS FAMILY FOUNDATION, INC. Person [
Payroll O
11 HILLWOOD AVE 101,000 Noncash O
(Complete Part Il for
FALLS CHURCH, VA 22046-4405 noncash contributions.)
(a) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
11 FREDERICK D. AND KAREN G. SCHAUFELD FOUNDATION Person o
Payroll O
PO BOX 6266 100,000 Noncash ]
(Complete Part Il for
LEESBURG, VA 20178-7440 noncash contributions.)
(@) (b) © @
No. Name, address, and ZIP + 4 Total contributions Type of contribution
12 RANDOLPH D. ROUSE FOUNDATION, INC. Person [
Payroll O
C/O SIMMONDS & KLIMA LTD., 6045 WILSON BLVD STE 200 95,000 Noncash ]
(Complete Part Il for
ARLINGTON, VA 22205-1546 noncash contributions.)
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Schedule B (Form 990) (2021)

Page 2

Name of organization
CAPITAL HOSPICE

Employer identification number

54-1920770

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

(a) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
13 KATHRYN GALT JANSON TRUST Person o
Payroll O
MCCALLUM AND KUDRAVETZ PC, 250 E HIGH ST 65,625 Noncash ]
(Complete Part Il for
CHARLOTTESVILLE, VA 22902-5178 noncash contributions.)
(a) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
14 ESTATE OF ELIZABETH L. WHITELY Person o
Payroll O
US BANK, PO BOX 64991 63,317 Noncash O
(Complete Part Il for
SAINT PAUL, MN 55164-0991 noncash contributions.)
(a) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
15 ESTATE AND TRUST OF WARREN R. BALLENGER Person o
Payroll ]
(SEE STATEMENT) 59,089 Noncash O
(Complete Part Il for
ATLANTA, GA 30305-2449 noncash contributions.)
(a) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
16 KENNETH DREYFUSS Person [
Payroll O
PO BOX 10085 57,533 Noncash O
(Complete Part Il for
GAITHERSBURG, MD 20898-0085 noncash contributions.)
(a) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
17 VAN METRE FAMILY FOUNDATION, INC. Person [
Payroll O
9900 MAIN ST STE 500 50,000 Noncash O
(Complete Part Il for
FAIRFAX, VA 22031-3907 noncash contributions.)
(a) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
18 CLARK-WINCHCOLE FOUNDATION Person o
Payroll O
7501 WISCONSIN AVE STE 710 E 50,000 Noncash O
(Complete Part Il for
BETHESDA, MD 20814-6515 noncash contributions.)
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Part | Supplemental Information. Contributors

Return Reference - Identifier

Explanation

SCHEDULE B, PART | - (A)
- DONOR ADDRESS

NO.15:
C/O WELLS FARGO BANK, N.A., 3280 PEACHTREE RD NE STE 400

Capital Hospice- 54-1920770
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Schedule B (Form 990) (2021)

Page 2

Name of organization
CAPITAL HOSPICE

Employer identification number

54-1920770

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

(@) (b) © @
No. Name, address, and ZIP + 4 Total contributions Type of contribution
19 ESTATE OF J. JOYCE KAISER Person o
Payroll O
C/O STEVEN D. ROCKWELL, EXECUTOR, 8613 CHAPEL DR 50,000 Noncash ]
(Complete Part Il for
ANNANDALE, VA 22003-3617 noncash contributions.)
@) (b) © @
No. Name, address, and ZIP + 4 Total contributions Type of contribution
20 RONALD LEE KOVACH Person o
Payroll O
1201 N ROYAL ST UNIT 502 50,000 Noncash O
(Complete Part Il for
ALEXANDRIA, VA 22314-2683 noncash contributions.)
(@) (b) © @
No. Name, address, and ZIP + 4 Total contributions Type of contribution
21 ATKINS, J. COLIN Person o
Payroll O
PO BOX 283 50,000 Noncash ]
(Complete Part Il for
MCLEAN, VA 22101-0283 noncash contributions.)
(@) (b) © @
No. Name, address, and ZIP + 4 Total contributions Type of contribution
22 ANONYMOUS INDIVIDUAL DONOR Person o
Payroll ]
3180 FAIRVIEW PARK DRIVE, SUITE 500 47,084 Noncash ]
(Complete Part Il for
FALLS CHURCH, VA 22042 noncash contributions.)
(@) (b) © @
No. Name, address, and ZIP + 4 Total contributions Type of contribution
23 STEPHE CONE Person B
Payroll O
6444 LAKEVIEW DR. 45,400 Noncash O
(Complete Part Il for
FALLS CHURCH, VA 22041-1311 noncash contributions.)
@) (b) © @
No. Name, address, and ZIP + 4 Total contributions Type of contribution
24 ESTATE OF GLADYS M. MOTT Person [
Payroll O
(SEE STATEMENT) 45,361 Noncash O
(Complete Part Il for
RICHMOND, VA 23219-4082 noncash contributions.)
Schedule B (Form 990) (2021)
Capital Hospice- 54-1920770 27 11/8/2022 3:22:42 PM



Part | Supplemental Information. Contributors

Return Reference - Identifier

Explanation

SCHEDULE B, PART | - (A)
- DONOR ADDRESS

NO.24:
C/O WELLS FARGO WEALTH MANAGEMENT, 1021 E CARY ST FL 03

Capital Hospice- 54-1920770
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Page 2

Name of organization
CAPITAL HOSPICE

Employer identification number

54-1920770

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

(a) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
25 WAYNE G. JOHNS Person [
Payroll O
1952 MARTHAS RD 35,600 Noncash O
(Complete Part Il for
ALEXANDRIA, VA 22307-1952 noncash contributions.)
(a) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
26 CLARENCE EDWARD SUMNER Person o
Payroll O
1224 STONEHAM CT 35,000 Noncash O
(Complete Part Il for
MCLEAN, VA 22101-2338 noncash contributions.)
(a) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
27 DOUGLAS K. WOOD Person [
Payroll ]
309 VASSAR RD 33,000 Noncash ]
(Complete Part Il for
ALEXANDRIA, VA 22314-4826 noncash contributions.)
(a) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
28 ESTATE OF NEIL V. CAMPBELL Person o
Payroll O

C/O 3665 CHEVY CHASE LAKE DR

30,587

CHEVY CHASE, MD 20815-4854

Noncash O

(Complete Part Il for
noncash contributions.)

(a)

(b)

No. Name, address, and ZIP + 4

(c)

Total contributions

29 WASHINGTON FORREST FOUNDATION

(SEE STATEMENT)

30,000

ARLINGTON, VA 22204-4470

(d)
Type of contribution
Person (o]
Payroll O

Noncash O

(Complete Part Il for
noncash contributions.)

(a) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
30 ESTATE OF JO ANNE CAMPBELL Person [0
Payroll O
C/O 3665 CHEVY CHASE LAKE DR 26,445 Noncash O
(Complete Part Il for
CHEVY CHASE, MD 20815-4854 noncash contributions.)
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Part | Supplemental Information. Contributors

Return Reference - Identifier

Explanation

SCHEDULE B, PART | - (A)
- DONOR ADDRESS

NO.29:
C/O B.M. SMITH & ASSOCIATES, INC., 2407 COLUMBIA PIKE STE 200

Capital Hospice- 54-1920770
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Page 2

Name of organization
CAPITAL HOSPICE

Employer identification number

54-1920770

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

(@) (b) © @
No. Name, address, and ZIP + 4 Total contributions Type of contribution
31 SANDRA E. LAMB CHARITABLE TRUST Person o
Payroll O
U.S. TRUST, PRIVATE WEALTH MANAGEMENT 25,056 Noncash ]
(Complete Part Il for
PENNINGTON, NJ 08534-4124 noncash contributions.)
(@) (b) © @
No. Name, address, and ZIP + 4 Total contributions Type of contribution
32 VIRGINIA COMMONWEALTH UNIVERSITY Person o
Payroll O
PO BOX 843074 25,000 Noncash ]
(Complete Part Il for
RICHMOND, VA 23284-3074 noncash contributions.)
@) (b) © @
No. Name, address, and ZIP + 4 Total contributions Type of contribution
33 THE ADLER FOUNDATION, INC. Person [
Payroll O
11350 RANDOM HILLS RD STE 720 25,000 Noncash O
(Complete Part Il for
FAIRFAX, VA 22030-6044 noncash contributions.)
(@) (b) © @
No. Name, address, and ZIP + 4 Total contributions Type of contribution
34 TEGNA, INC. Person B
Payroll O
8350 BROAD ST STE 2000 25,000 Noncash O
(Complete Part Il for
TYSONS CORNER, VA 22102-5151 noncash contributions.)
(@) (b) © @
No. Name, address, and ZIP + 4 Total contributions Type of contribution
35 AMAZON, INC. Person B
Payroll ]
1800 S BELL ST, AMAZON HQ2 25,000 Noncash |
(Complete Part Il for
ARLINGTON, VA 22202 noncash contributions.)
(@) (b) © @
No. Name, address, and ZIP + 4 Total contributions Type of contribution
36 AGELESS INNOVATION Person [
Payroll O
161 EXCHANGE ST STE 2A 25,000 Noncash O
(Complete Part Il for
PAWTUCKET, RI 02860 noncash contributions.)
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Name of organization
CAPITAL HOSPICE

Employer identification number

54-1920770

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

(a)

(b)

(c)

(d)

No. Name, address, and ZIP + 4 Total contributions Type of contribution
37 MARY D. KANE Person @
Payroll O
43439 WILD DUNES SQ 25,000 Noncash ]
(Complete Part Il for
LEESBURG, VA 20176-3941 noncash contributions.)
(a) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
38 1. J. AND HILDA M. BREEDEN FOUNDATION Person o
Payroll O
8817 PORTNER AVE APT 2 25,000 Noncash O
(Complete Part Il for
MANASSAS, VA 20110-8817 noncash contributions.)
(a) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
39 JAYNE MANGER Person [
Payroll O
1301 ASHFORD CIR APT 300 20,000 Noncash O
(Complete Part Il for
FREDERICKSBURG, VA 22401-5091 noncash contributions.)
(a) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
40 SERVICE CORPORATION INTERNATIONA Person o
Payroll O
1929 ALLEN PKWY 20,000 Noncash O
(Complete Part Il for
HOUSTON, TX 77019-2506 noncash contributions.)
(a) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
41 MEAD FAMILY FOUNDATION Person [
Payroll O
3 BETHESDA METRO CTR STE 960 20,000 Noncash O
(Complete Part Il for
BETHESDA, MD 20814-6301 noncash contributions.)
(a) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
42 WILLIAM H. BADEN CHARITABLE TRUST Person o
Payroll ]
(SEE STATEMENT) 15,365 Noncash O
(Complete Part Il for
PITTSBURGH, PA 15212 noncash contributions.)
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Part | Supplemental Information. Contributors

Return Reference - Identifier Explanation
SCHEDULE B, PART | - (A) |NO.42:
- DONOR ADDRESS
PNC BANK, NATIONAL ASSOCIATION, 116 ALLEGHENY CENTER P8-YB35-02-Z
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Name of organization
CAPITAL HOSPICE

Employer identification number

54-1920770

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

(a) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
43 SHEEHY TOYOTA OF STAFFORD Person [
Payroll O
95 GARRISONVILLE RD 15,000 Noncash O
(Complete Part Il for
STAFFORD, VA 22554-1538 noncash contributions.)
(a) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
44 DIRECT CREMATION SERVICES OF VIRGINIA Person o
Payroll O
4425 BROOKFIELD CORPORATE DR STE 100 15,000 Noncash O
(Complete Part Il for
CHANTILLY, VA 20151-4019 noncash contributions.)
(a) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
45 MCLEAN COMMUNITY FOUNDATION, INC. Person [
Payroll O
PO BOX 75 15,000 Noncash ]
(Complete Part Il for
MCLEAN, VA 22101-0075 noncash contributions.)
(a) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
46 JOHN J. WHYTE Person B
Payroll O
11446 AIDAN RUN CT 15,000 Noncash O
(Complete Part Il for
GREAT FALLS, VA 22066-1391 noncash contributions.)
(a) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
47 FREDERICKSBURG CHARITABLE SAVINGS Person o
Payroll O
1111 SUNKEN RD 15,000 Noncash O
(Complete Part Il for
FREDERICKSBURG, VA 22401-4752 noncash contributions.)
(a) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
48 BURLESON FAMILY CHARITABLE FUND Person o
Payroll O
(SEE STATEMENT) 15,000 Noncash O
(Complete Part Il for
HUDSON, OH 44236-4078 noncash contributions.)
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Part | Supplemental Information. Contributors

Return Reference - Identifier Explanation
SCHEDULE B, PART | - (A) |NO.48:
- DONOR ADDRESS
C/O AMERICAN ENDOWMENT FOUNDATION, 1521 GEORGETOWN RD STE 104
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Name of organization
CAPITAL HOSPICE

Employer identification number

54-1920770

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

(a) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
49 ARLINGTON COUNTY AGENCY ON AGING Person o
Payroll O
2100 WASHINGTON BLVD FL 4 14,051 Noncash O
(Complete Part Il for
ARLINGTON, VA 22204-5717 noncash contributions.)
(a) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
50 MATT MURRELL Person [
Payroll O
PO BOX 15469 13,000 Noncash O
(Complete Part Il for
ALEXANDRIA, VA 22309-0469 noncash contributions.)
(a) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
51 THE RICE FAMILY FOUNDATIO Person o
Payroll O
256 BEDFORD-BANKSVILLE RD 12,500 Noncash O
(Complete Part Il for
BEDFORD, NY 10506-1923 noncash contributions.)
(a) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
52 ALFRED T. SOUDER DONOR ADVISED FUND Person o
Payroll O

(SEE STATEMENT)

12,300

OAKTON, VA 22124-1790

Noncash O

(Complete Part Il for
noncash contributions.)

(a) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
53 PATH FOUNDATION Person [
Payroll O
321 WALKER DR STE 301 12,100 Noncash O
(Complete Part Il for
WARRENTON, VA 20186-4378 noncash contributions.)
(a) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
54 E. RHODES & LEONA B. CARPENTER FOUNDATION Person o
Payroll O
(SEE STATEMENT) 12,000 Noncash O
(Complete Part Il for
RADNOR, PA 19087-5272 noncash contributions.)
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Part | Supplemental Information. Contributors

Return Reference - Identifier Explanation
SCHEDULE B, PART | - (A) |NO.52:
- DONOR ADDRESS

COMMUNITY FOUNDATION FOR NORTHERN VIRGINIA, 2940 HUNTER MILL RD STE 201

SCHEDULE B, PART | - (A) |NO.54:
- DONOR ADDRESS

RADNOR FINANCIAL CENTER, 150 N RADNOR CHESTER RD STE A200
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Name of organization
CAPITAL HOSPICE

Employer identification number

54-1920770

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

(a) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
55 TEGNA FOUNDATION Person [
Payroll O
8350 BROAD ST STE 2000 10,500 Noncash O
(Complete Part Il for
MCLEAN, VA 22102-5151 noncash contributions.)
(a) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
56 HOME INSTEAD SENIOR CARE, INC. Person [
Payroll O
7058 COLUMBIA PIKE 10,000 Noncash O
(Complete Part Il for
ANNANDALE, VA 22003-3104 noncash contributions.)
(a) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
57 CONGRESSIONAL FEDERAL CREDIT UNION Person o
Payroll O

10461 WHITE GRANITE DR STE 300

10,000

OAKTON, VA 22124-2762

Noncash O

(Complete Part Il for
noncash contributions.)

(a) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
58 FRANCIS C. STEINBAUER Person o
Payroll O
1305 N LAKESHORE DR 10,000 Noncash O
(Complete Part Il for
LOUISA, VA 23093-7008 noncash contributions.)
(a) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
59 SHEEHY TOYOTA OF FREDERICKSBURG Person o
Payroll O

3507 JEFFERSON DAVIS HWY

10,000

FREDERICKSBURG, VA 22408-4162

Noncash O

(Complete Part Il for
noncash contributions.)

(a) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
60 CROVATO PRODUCTS AND SERVICES LLC Person @
Payroll O
4481 BEECH RD 10,000 Noncash ]
(Complete Part Il for
TEMPLE HILLS, MD 20748-6703 noncash contributions.)
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Name of organization
CAPITAL HOSPICE

Employer identification number

54-1920770

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

(a) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
61 EDEN BRIDGE HEALTH Person [
Payroll O
50 MILK ST 10,000 Noncash ]
(Complete Part Il for
BOSTON, MA 02109 noncash contributions.)
(a) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
62 UVA COMMUNITY HEALTH Person [
Payroll O

4105 LEWIS AND CLARK DR

10,000

CHARLOTTESVILLE, VA 22911-5801

Noncash O

(Complete Part Il for
noncash contributions.)

(a) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
63 HENRY J.H. HARRIS Person @
Payroll O
1710 WESTMORELAND ST 10,000 Noncash D
(Complete Part Il for
MCLEAN, VA 22101-5169 noncash contributions.)
(a) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
64 HOSPICE CUP, INC. Person @
Payroll O
PO BOX 1443 9,422 Noncash O
(Complete Part Il for
ANNAPOLIS, MD 21404-1443 noncash contributions.)
(a) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
65 CATHERINE J. MCGINNIS FOUNDATION Person @
Payroll O
PO BOX 1290 9,000 Noncash O
(Complete Part Il for
LEESBURG, VA 20177-1290 noncash contributions.)
(a) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
66 THE MARS FOUNDATION Person @
Payroll O
6885 ELM ST 8,000 Noncash O
(Complete Part Il for
MCLEAN, VA 22101-3810 noncash contributions.)
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Name of organization
CAPITAL HOSPICE

Employer identification number

54-1920770

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

(a) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
67 NANCY J. FOUCHS Person [
Payroll O
2111 JEFFERSON DAVIS HWY APT 817N 8,000 Noncash O
(Complete Part Il for
ARLINGTON, VA 22202-5242 noncash contributions.)
(a) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
68 BETTY EVANS CHARITABLE FOUNDATION Person o
Payroll O
(SEE STATEMENT) 7,664 Noncash O
(Complete Part Il for
INDIANAPOLIS, IN 46268-6100 noncash contributions.)
(a) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
69 DENNIS P. BEDELL Person [
Payroll O
4142 ROUND HILL RD 7,500 Noncash O
(Complete Part Il for
ARLINGTON, VA 22207-4623 noncash contributions.)
(a) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
70 ROBERT TRENT JONES CHARITABLE FOUNDATION Person o
Payroll O
ONE TURTLE POINT DR 7,500 Noncash O
(Complete Part Il for
GAINESVILLE, VA 20155-2803 noncash contributions.)
(a) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
71 RANSON TRUST Person [
Payroll O
(SEE STATEMENT) 7,472 Noncash O
(Complete Part Il for
PITTSBURGH, PA 15212 noncash contributions.)
(a) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
72 MARSH TRUST Person B
Payroll O
(SEE STATEMENT) 6,489 Noncash O
(Complete Part Il for
PITTSBURGH, PA 15212 noncash contributions.)
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Part | Supplemental Information. Contributors

Return Reference - Identifier Explanation
SCHEDULE B, PART | - (A) |NO.68:
- DONOR ADDRESS

RENAISSANCE PHILANTHROPIC SOLUTIONS GROUP, 8910 PURDUE RD STE 500

SCHEDULE B, PART | - (A) |NO.71:
- DONOR ADDRESS
PNC BANK, NATIONAL ASSOCIATION, 116 ALLEGHENY CENTER P8-YB35-02-Z

SCHEDULE B, PART | - (A) |NO.72:
- DONOR ADDRESS

PNC BANK, NATIONAL ASSOCIATION, 116 ALLEGHENY CENTER P8-YB35-02-Z
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Name of organization
CAPITAL HOSPICE

Employer identification number

54-1920770

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

(a) (b) (c) (d)

No. Name, address, and ZIP + 4 Total contributions Type of contribution

73 GREGORY S. WASSENBERG Person o
Payroll O

8721 ELSING GREEN DR

6,100

MANASSAS, VA 20110-6936

Noncash O

(Complete Part Il for
noncash contributions.)

(a) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
74 LAUREL TODD Person @
Payroll O

3808 N WOODSTOCK ST

6,000

ARLINGTON, VA 22207-4346

Noncash O

(Complete Part Il for
noncash contributions.)

(a) (b) (c) (d)

No. Name, address, and ZIP + 4 Total contributions Type of contribution

75 DAVID E FELDMAN Person [
Payroll O

5610 WISCONSIN AVE APT 1008

5,200

CHEVY CHASE, MD 20815-4436

Noncash O

(Complete Part Il for
noncash contributions.)

(a) (b) (c) (d)

No. Name, address, and ZIP + 4 Total contributions Type of contribution

76 JOHN O. SPORING Person [
Payroll O

11278 FAIRWIND WAY

5,100

RESTON, VA 20190-4245

Noncash O

(Complete Part Il for
noncash contributions.)

(a) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
77 (SEE STATEMENT) Person B
Payroll O
PO BOX 208 5,000 Noncash O

FREDERICKSBURG, VA 22404-0208

(Complete Part Il for
noncash contributions.)

(a) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
78 ANN MARIE FREDERICK Person [
Payroll O
403 MEADOW LN SW 5,000 Noncash O
(Complete Part Il for
VIENNA, VA 22180-6371 noncash contributions.)
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Part | Supplemental Information. Contributors

Return Reference - Identifier Explanation
SCHEDULE B, PART | - (A) |NO.77:
- DONOR NAME
COMMUNITY FOUNDATION OF THE RAPPAHANNOCK RIVER REGION, INC.
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Name of organization
CAPITAL HOSPICE

Employer identification number

54-1920770

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

(a)

(b)

No. Name, address, and ZIP + 4

(c)

Total contributions

79 KIMBERLY A. O'DONNELL

PO BOX 1891

5,000

MIDDLEBURG, VA 20118-1891

(d)
Type of contribution
Person (o]
Payroll O

Noncash O

(Complete Part Il for
noncash contributions.)

(a)

(b)

No. Name, address, and ZIP + 4

(c)

Total contributions

80 DEBORAH WEBB MARTIN

207 FALABELLA DR

5,000

STEPHENS CITY, VA 22655-4842

(d)
Type of contribution
Person (o]
Payroll O

Noncash O

(Complete Part Il for
noncash contributions.)

(a)

(b)

No. Name, address, and ZIP + 4

(c)

Total contributions

81 PRUE B. LAROCCA

3319 DENT PL NW

5,000

WASHINGTON, DC 20007-2713

(d)
Type of contribution
Person (o]
Payroll O

Noncash O

(Complete Part Il for
noncash contributions.)

(a) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
82 JOHN PHILIP ANDELIN Person [
Payroll O
129 N IRVING ST 5,000 Noncash O
(Complete Part Il for
ARLINGTON, VA 22201-1060 noncash contributions.)
(a) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
83 EASTERNS AUTOMOTIVE GROUP Person o
Payroll O

22705 COMMERCE CENTER CT

5,000

STERLING, VA 20166-2036

Noncash O

(Complete Part Il for
noncash contributions.)

(a) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
84 DONALD R. ODER Person [
Payroll O
1523 W HARRISON ST 5,000 Noncash O
(Complete Part Il for
CHICAGO, IL 60607-3105 noncash contributions.)
Schedule B (Form 990) (2021)
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Name of organization
CAPITAL HOSPICE

Employer identification number

54-1920770

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

(a)

(b)

No. Name, address, and ZIP + 4

(c)

Total contributions

85 ROBERT D. MANSFIELD

24637 WOOLLY MAMMOTH TER

UNIT 302

5,000

STONE RIDGE, VA 20105-3230

(d)
Type of contribution
Person (o]
Payroll O

Noncash O

(Complete Part Il for
noncash contributions.)

(a) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
86 MICHAEL A. PRESTON Person [
Payroll O
1195 MONROE ST 5,000 Noncash ]
(Complete Part Il for
HERNDON, VA 20170-3002 noncash contributions.)
(a) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
87 NINA TOUPS Person B
Payroll O

7222 FARM MEADOW CT APT 102

5,000

MCLEAN, VA 22101-5670

Noncash O

(Complete Part Il for
noncash contributions.)

(a)

(b)

No. Name, address, and ZIP + 4

(c)

Total contributions

88 WOLLENBERG FOUNDATION

800 EL CAMINO REAL STE 210

5,000

MENLO PARK, CA 94025-4875

(d)
Type of contribution
Person (o]
Payroll O

Noncash O

(Complete Part Il for
noncash contributions.)

(a)

(b)

No. Name, address, and ZIP + 4

(c)

Total contributions

89 ALYCE L. BASSOFF

3440 S JEFFERSON ST APT 377

5,000

FALLS CHURCH, VA 22041-3147

(d)
Type of contribution
Person (o]
Payroll O

Noncash O

(Complete Part Il for
noncash contributions.)

(a) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
90 CAPITAL ONE Person B
Payroll ]
1680 CAPITAL ONE DR 9TH FLOOR 5,000 Noncash D
(Complete Part Il for
MCLEAN, VA 22102-3407 noncash contributions.)
Schedule B (Form 990) (2021)
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Name of organization
CAPITAL HOSPICE

Employer identification number

54-1920770

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

(a) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
91 EMMERIKA D. MCARVER Person o
Payroll O
44860 AUDUBON SQ APT 226 5,000 Noncash ]
(Complete Part Il for
ASHBURN, VA 20147-6310 noncash contributions.)
(a) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
92 RONALD W. STEELE Person [
Payroll O
4515 WILSON BLVD 5,000 Noncash O
(Complete Part Il for
ARLINGTON, VA 22203-1518 noncash contributions.)
(a) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
93 MILLER & CHEVALIER CHARITABLE FOUNDATION Person o
Payroll O
900 16TH ST NW 5,000 Noncash ]
(Complete Part Il for
WASHINGTON, DC 20006-2901 noncash contributions.)
(a) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
94 RICHARD C. ORDEMAN Person [
Payroll O
2126 DOCKET LN 5,000 Noncash O
(Complete Part Il for
VIENNA, VA 22181-3258 noncash contributions.)
(a) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
Person ]
Payroll ]
Noncash ]
(Complete Part Il for
noncash contributions.)
(a) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
Person ]
Payroll O
Noncash ]
(Complete Part Il for
noncash contributions.)
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Page 3

Name of organization
CAPITAL HOSPICE

Employer identification number
54-1920770

m Noncash Property (see instructions). Use duplicate copies of Part |l if additional space is needed.

(?) No. () MV ¢ (c) ) (d)
rom . . or estimate .
Part | Description of noncash property given (See instructions.) Date received
(?) No. () My (c) (d)

rom . . or estimate .
Part | Description of noncash property given (See(instructions.) ) Date received
(@) No. (b) FMV (or aatimate) (d)

rom . . or estimate .
Part | Description of noncash property given (See instructions.) Date received
(?) No. () MV ¢ (c) ) (d)

rom . . or estimate .
Part | Description of noncash property given (See instructions.) Date received
(?) No. () MV ¢ (c) ) (d)

rom . . or estimate .
Part | Description of noncash property given (See instructions.) Date received
(?) No. () My (c) (d)

rom . . or estimate .
Part | Description of noncash property given (See(instructions.) ) Date received

Capital Hospice- 54-1920770

Schedule B (Form 990) (2021)

a7 11/8/2022 3:22:42 PM



Schedule B (Form 990) (2021)

Page 4

Name of organization
CAPITAL HOSPICE

Employer identification number
54-1920770

Exclusively religious, charitable, etc., contributions to organizations described in section 501(c)(7), (8), or

(10) that total more than $1,000 for the year from any one contributor. Complete columns (a) through (e) and
the following line entry. For organizations completing Part lll, enter the total of exclusively religious, charitable, etc.,
contributions of $1,000 or less for the year. (Enter this information once. See instructions.) » $

Use duplicate copies of Part |l if additional space is needed.

a) No.
(fzom (b) Purpose of gift (c) Use of gift (d) Description of how gift is held
Part |
(e) Transfer of gift
Transferee’s name, address, and ZIP + 4 Relationship of transferor to transferee
(a) No. . . - e
from (b) Purpose of gift (c) Use of gift (d) Description of how gift is held
Part |
(e) Transfer of gift
Transferee’s name, address, and ZIP + 4 Relationship of transferor to transferee
(a) No. . . . e
from (b) Purpose of gift (c) Use of gift (d) Description of how gift is held
Part |
(e) Transfer of gift
Transferee’s name, address, and ZIP + 4 Relationship of transferor to transferee
(a) No. . . . e
from (b) Purpose of gift (c) Use of gift (d) Description of how gift is held
Part |
(e) Transfer of gift
Transferee’s name, address, and ZIP + 4 Relationship of transferor to transferee
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SFC"'Egg(')-E D Supplemental Financial Statements OMB No. 1545-0047

(Form ) » Complete if the organization answered “Yes” on Form 990, 2 @2 1
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 tq Public

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

Name of the organization Employer identification number

CAPITAL HOSPICE 54-1920770

Organizations Maintaining Donor Advised Funds or Other Similar Funds or Accounts.

Complete if the organization answered “Yes” on Form 990, Part IV, line 6.

AL ON =

(]

(a) Donor advised funds (b) Funds and other accounts

Total number at end of year . .
Aggregate value of contributions to (durmg year) .
Aggregate value of grants from (during year)
Aggregate value at end of year .

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 legal control? . . . . . . ] Yes [ No
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? . . . . . . . . . . . . . . o . L L. [ Yes [ No

Part i Conservation Easements.

Complete if the organization answered “Yes” on Form 990, Part IV, line 7.

1

0 T o

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
Complete lines 2a through 2d if the organization held a qualified conservation contribution in the form of a conservation

easement on the last day of the tax year. Held at the End of the Tax Year
Total number of conservation easements . . . . . . . . . . . . . . . . . 2a

Total acreage restricted by conservation easements . . . . e 2b

Number of conservation easements on a certified historic structure mcluded in(@ . . 2c

Number of conservation easements included in (c) acquired after 7/25/06, and not on a

historic structure listed in the National Register . . . . . . . . . . . . . . . |9g

Number of conservation easements modified, transferred, released, extinguished, or terminated by the organization during the
tax year >

Number of states where property subject to conservation easement is located P

Does the organization have a written policy regarding the periodic monitoring, inspection, handling of

violations, and enforcement of the conservation easementsitholds? . . . . . . . . . . . . . [] Yes [] No
Staff and volunteer hours devoted to monitoring, inspecting, handling of violations, and enforcing conservation easements during the year
>

Amount of expenses incurred in monitoring, inspecting, handling of violations, and enforcing conservation easements during the year
>$

Does each conservation easement reported on line 2(d) above satisfy the requirements of section 170(h)(4)(B)(i)

and section 170(h))(B)(i)? . . . . . ... ] Yes [ No

In Part Xlll, describe how the organization reports conservatlon easements in |ts 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.

Part lll Organizations Maintaining Collections of Art, Historical Treasures, or Other Similar Assets.

Complete if the organization answered “Yes” on Form 990, Part IV, line 8.

1a

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 Xlll 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:

() Revenue included on Form 990, Part VIll, line1 . . . . . . . . . . . . . . . . » §
(i) Assets included in Form 990, Part X . . . . N

2 If the organization received or held works of art, hlstorlcal treasures or other S|m|Iar assets for financial gain, provide the
following amounts required to be reported under FASB ASC 958 relating to these items:

a Revenue included on Form 990, Part VIll, line1 . . . . . . . . . . . . . . . . .p» %

b Assetsincluded in Form990,PartX . . . . . . . . . . . . . . . . . . ... %

For Paperwork Reduction Act Notice, see the Instructions for Form 990. Cat. No. 52283D Schedule D (Form 990) 2021

Capital Hospice- 54-1920770 49 11/8/2022 3:22:42 PM



Schedule D (Form 990) 2021

m Organizations Maintaining Collections of Art, Historical Treasures, or Other Similar Assets (continued)
Using the organization’s acquisition, accession, and other records, check any of the following that make significant use of its

a

b

c
4

5

Page 2

collection items (check all that apply):
[] Public exhibition

] Scholarly research

[] Preservation for future generations

d [] Loan or exchange program

e [] Other

Provide a description of the organization’s collections and explain how they further the organization’s exempt purpose in Part

X,

During the year, did the organization solicit or receive donations of art, historical treasures, or other similar
assets to be sold to raise funds rather than to be maintained as part of the organization’s collection?

] Yes [] 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.

1a

=3

- 0o Q0

2a

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

included on Form 990, Part X? .

If “Yes,” explain the arrangement in Part XlIl and complete the foIIowmg table:

Beginning balance .
Additions during the year
Distributions during the year
Ending balance .

[]Yes [] No
Amount
1c
1d
1e
1f

Did the organization |nclude an amount on Form 990 Part X I|ne 21 for escrow or custodlal account liability? [] Yes [] No
If “Yes,” explain the arrangement in Part XlIl. Check here if the explanation has been provided on Part XII| .

0

Endowment Funds.

Complete if the organization answered “Yes” on Form 990, Part IV, line 10.

b

(a) Current year (b) Prior year (c) Two years back | (d) Three years back | (e) Four years back
Beginning of year balance 21,364,380 26,280,077 28,561,942 29,440,790 21,871,836
Contributions . 1,073,315 3,238,455 454,796 1,207,637 5,283,990
Net investment earnings, galns and
losses . EETE 4,018,846 1,514,675 4,577,242 (1,598,601) 2,998,247
Grants or scholarships
Other expenditures for facilities and
programs . 15,305,221 9,525,540 7,101,743 275,006 553,487
Administrative expenses . 82,498 143,287 212,160 212,878 159,796
End of year balance . 11,068,822 21,364,380 26,280,077 28,561,942 29,440,790
Provide the estimated percentage of the current year end balance (line 1g, column (a)) held as:
Board designated or quasi-endowment » 17.00 %
Permanent endowment »  48.00 %
Term endowment »  35.00 %
The percentages on lines 2a, 2b, and 2¢ should equal 100%.
Are there endowment funds not in the possession of the organization that are held and administered for the
organization by: Yes | No
(i) Unrelated organizations . 3a(i) O
(i) Related organizations . . 3a(ii) a
If “Yes” on line 3a(ii), are the related organlzatlons Ilsted as requwed on Schedule R'? . 3b

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

Land, Buildings, 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

1a Land 1,793,980 1,793,980

b Buildings . . . 19,924,154 6,908,862 13,015,292

¢ Leasehold |mprovements 3,986,962 439,647 3,547,315

d Equipment 13,343,642 11,217,771 2,125,871

e Other 38,303 36,463 1,840
Total. Add lines 1a through 1e (Co/umn (d) must equal Form 990, Part X, column (B), line 10c.) . . > 20,484,298

Capital Hospice- 54-1920770
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Page 3

ETgR'/IN 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
(including name of security)

(b) Book value

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

(1) Financial derivatives .
(2) Closely held equity interests .
(3) Other

)

B)

@)

>

E

-

3

o)
(
(
(
(
(
(

G)

(H)

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

AR Investments —Program Related.
Complete if the organization answered “Yes” on For

m 990, Part IV, line 11c. See Form 990, Part X, line 13.

(a) Description of investment

(b) Book value

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

(1)

(¢d]

3

4

()

(6)

(@)

(5)

(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) CASH TEMPORARILY RESTRICTED 3,447,300
(2) CHARITABLE REMAINDER TRUSTS 134,002
(3) CONTRIBUTIONS RECEIVABLE 622,105
(4) DEFERRED COMPENSATION ASSETS 58,205
(5)
(6)
(]
8)
9)

Total. (Column (b) must equal Form 990, Part X, col. (B) line 15.) . . > 4,261,612

Other Liabilities.

Complete if the organization answered “Yes” on Form 990, Part IV, line 11e or 11f. See Form 990, Part X,

line 25.

1. (a) Description of liability

(b) Book value

1) Federal income taxes

2) CHARITABLE GIFT ANNUITIES

135,062

3) CAPITAL LEASE OBLIGATION

81,868

=

ol

)

(N

8

M
@
(©)]
@)
®)
6)
@)
@)
©

Total. (Column (b) must equal Form 990, Part X, col. (B) line 25.) .

. > 216,930

2. Liability for uncertain tax positions. In Part XIll, provide the text of the footnote to the organlzatlon 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 XIll . [0]
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Part XI Reconciliation of Revenue per Audited Financial Statements With Revenue per Return.
Complete if the organization answered “Yes” on Form 990, Part IV, line 12a.

1  Total revenue, gains, and other support per audited financial statements . . . . . . . . . 1 99,999,304
2  Amounts included on line 1 but not on Form 990, Part VIl line 12:

a Net unrealized gains (losses) oninvestments . . . . . . . . . | 2a (1,997,111)

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

¢ Recoveriesof prioryeargrants . . . . . . . . . . . . . . |2

d Other (Describe inPartxit) . . . . . . . . . . . . . . . |2 1,870,652

e Addlines2athrough2d . . . . . . . . . . . . . . . . . . . . . . . . .2 (126,459)
3 Subtract line 2e fromline1 . . . . e 3 100,125,763
4  Amounts included on Form 990, Part VIII Ilne 12 but not on Ilne 1

a Investment expenses not included on Form 990, Part VIIl, line 7b . . 4a 82,498

b Other (DescribeinPartXxut). . . . . . . . . . . . . . . |4b 9,349,243

c Add lines4aand4b . . . e - 1 9,431,741

Total revenue. Add lines 3 and 4c (T h/s must equal Form 990 Partl l/ne 12 ) . 5 109,557,504

Part )N 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 . . . . . . . . . . . . . 1 106,273,704
2  Amounts included on line 1 but not on Form 990, Part IX, line 25:

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

b Prior year adjustments . . . . . . . . . . . . . . . . |2b

¢ Otherlosses . . . e L]

d Other (Describe in Part XIII ) e e 2,715,389

e Addlines2athrough2d . . . . . . . . . . . . . . . . . . . . . . . . .2 2,715,389
3 Subtract line 2e fromline1 . . . . e 3 103,558,315
4  Amounts included on Form 990, Part IX, I|ne 25 but not on I|ne 1

a Investment expenses not included on Form 990, Part VIIl, line 7b . . 4a 82,498

b Other (DescribeinPartXxit)y. . . . . . . . . . . . . . . |4b 9,349,243

¢ Addlines4aand4b . . . .. . . . . | 4c 9,431,741
5 Total expenses. Add lines 3 and 4c (T h/s must equal Form 990 Partl //ne 1 8 ) e 5 112,990,056

eIl Supplemental Information.
Provide the descriptions required for Part Il, lines 3, 5, and 9; Part lll, lines 1a and 4; Part IV, lines 1b and 2b; Part V, line 4; Part X, line
2; Part XI, lines 2d and 4b; and Part Xl lines 2d and 4b. Also complete this part to provide any additional information.

SEE STATEMENT

Schedule D (Form 990) 2021
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Part XllI

Provide the descriptions required for Part Il, lines 3, 5, and 9; Part Ill, lines 1a and 4; Part IV, lines 1b

and 2b; Part V, line 4; Part X, line 2; Part Xl, lines 2d and 4b; and Part XII, lines 2d and 4b. Also

complete this part to provide any additional information.

Return Reference - Identifier

Explanation

SCHEDULE D, PART XI, LINE

(a) Description (b) Amount
2(D) - OTHER REVENUES IN
AUDITED EINANCIAL CAPITAL CARING ADVANCED ILLNESS SERVICES, INC. EARNINGS 622,903
SJOATEMENTS NOT IN FORM CAPITAL CARING STAY AT HOME SERVICES, INC. EARNINGS 1,002,928
RENTAL EXPENSE 242,821
SPECIAL EVENTS EXPENSE 2,000
SCHEDULE D, PART Xl, LINE (a) Description (b) Amount
4(B) - OTHER REVENUE
RENTAL INCOME 98,773
CONTRACT NURSING HOME 5,935,518
BAD DEBT EXPENSE 3,314,952
SCHEDULE D, PART XII, LINE (a) Description (b) Amount
2(D) - OTHER EXPENSES IN
AUDITED EINANCIAL CAPITAL CARING ADVANCED ILLNESS SERVICES, INC EXPENSES 1,269,421
SJOATEMENTS NOT IN FORM CAPITAL CARING STAY AT HOME SERVICES, INC. EXPENSES 1,200,644
CAPITAL CARING HEALTH, INC. EXPENSES 503
RENTAL EXPENSE 242,821
SPECIAL EVENTS EXPENSE 2,000
SCHEDULE D, PART X”, LINE (a) Description (b) Amount
4(B) - OTHER EXPENSES
CONTRACTNURSING HOME 5,935,518
BAD DEBT 3,314,952
RENTAL REVENUE 98,773
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Part Xl Supplemental Information. Provide the descriptions required for Part II, lines 3, 5, and 9; Part Ill,
lines 1a and 4; Part IV, lines 1b and 2b; Part V, line 4; Part X, line 2; Part X, lines 2d and 4b; and Part

XIl, lines 2d and 4b. Also complete this part to provide any additional information.

Return Reference - Identifier

Explanation

SCHEDULE D, PART V,
LINE 4 - INTENDED USES
OF ENDOWMENT FUNDS

CAPITAL HOSPICE INTENDS TO INVEST ITS PERMANENTLY RESTRICTED ENDOWMENT FUNDS UNTIL THEY
REACH FIVE MILLION DOLLARS AT WHICH TIME, WITH THE BOARD OF TRUSTEES APPROVAL, EIGHTY
PERCENT OF ANY EARNINGS WOULD BE USED TO SUPPORT ONGOING OPERATIONS AND TWENTY
PERCENT WOULD BE ADDED TO THE FUND. TEMPORARILY RESTRICTED FUNDS ARE USED AS INTENDED.
THE BOARD DESIGNATED RESTRICTED FUNDS ARE TO BE USED FOR ANY EMERGENCY OR NEW SERVICE
THAT THE BOARD APPROVES.

SCHEDULE D, PART X,
LINE 2 - FIN 48 (ASC 740)
FOOTNOTE

THE CONSOLIDATED GROUP ARE EXEMPT FROM INCOME TAXES ON INCOME FROM RELATED ACTIVITIES
UNDER SECTION 501(C)(3) OF THE U.S. INTERNAL REVENUE CODE AND CORRESPONDING STATE TAX LAW.
ACCORDINGLY, NO PROVISION HAS BEEN MADE FOR FEDERAL OR STATE INCOME TAXES.

THE CONSOLIDATED GROUP HAS DETERMINED THAT THERE ARE NO MATERIAL UNCERTAIN TAX POSITIONS
THAT REQUIRE RECOGNITION OR DISCLOSURE IN THE CONSOLIDATED FINANCIAL STATEMENTS. THE
CONSOLIDATED GROUP IS SUBJECT TO ROUTINE AUDITS BY TAXING JURISDICTIONS; HOWEVER, THERE
ARE CURRENTLY NO AUDITS FOR ANY TAX PERIODS IN PROGRESS. THE CONSOLIDATED GROUP BELIEVES
IT IS NO LONGER SUBJECT TO INCOME TAX EXAMINATIONS PRIOR TO 2018.

Capital Hospice- 54-1920770
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SCHEDULE G Supplemental Information Regarding Fundraising or Gaming Activities | 0OmBNo.1545-0047

(Form 990) 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. 2 @2 1
Department of the Treasury » Attach to Form 990 or Form 990-EZ. Open to Public
Internal Revenue Service » Go to www.irs.gov/Form990 for instructions and the latest information. Inspection
Name of the organization Employer identification number
CAPITAL HOSPICE 54-1920770

m 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

¢ [ 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? [IYes [INo

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.

(v) Amount paid to . .
(iv) Gross receipts (or retained by) (vi) Amount paid to

°C . f f (or retained by)
from activity fundraés;ﬁr(lil)sted in organization

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

(i) Name and address of individual
or entity (fundraiser)

Yes No

10

Total . . . . . . . . . . . . . . ...

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.

For Paperwork Reduction Act Notice, see the Instructions for Form 990 or 990-EZ. Cat. No. 50083H Schedule G (Form 990) 2021
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Schedule G (Form 990) 2021

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
EMBASSY NIGHT

(b) Event #2

(c) Other events

(d) Total events
(add col. (a) through

(event type) (event type) (total number) col. (e))
2
© | 1 Gross receipts . 65,000 65,000
4
2 Less: Contributions 65,000 65,000
3 Gross income (line 1 minus
line 2) . 0 0 0 0
4  Cash prizes . 0
5 Noncash prizes 0
[}
3| 6 Rent/facility costs . 0
o
Q
&1 7 Foodand beverages . 0
8
5 8 Entertainment 0
9  Other direct expenses 2,000 2,000
10 Direct expense summary. Add lines 4 through 9 in column (d) | 2 2,000
11 Net income summary. Subtract line 10 from line 3, column (d) > (2,000)

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

Gaming. Complete if the organization answered “Yes” on Form 990 Part IV I|ne 19,

or reported more than

) , b) Pull tabs/instant . d) Total gaming (add
g (a) Bingo bin(gZ)/pL:og?essslicz g?ngo (c) Other gaming c(ol). (a(; ?hr%irg;wngcfﬁ (c))
e
4
1  Gross revenue .
$| 2 Cashprizes .
2| 3 Noncash prizes
[
§ 4  Rent/facility costs .
=
5  Other direct expenses
L] Yes %| ] Yes %| ] Yes %
6 Volunteer labor . ] No [] No [] No
7  Direct expense summary. Add lines 2 through 5 in column (d) | 2
8 Net gaming income summary. Subtract line 7 from line 1, column (d) >
9  Enter the state(s) in which the organization conducts gaming activities:
a Is the organization licensed to conduct gaming activities in each of these states? [IYes [INo
b If “No,” explain:
10a Were any of the organization’s gaming licenses revoked, suspended, or terminated during the tax year? [1Yes [INo
b If “Yes,” explain:

Capital Hospice- 54-1920770
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Schedule G (Form 990) 2021 Page 3

11 Does the organization conduct gaming activities with nonmembers? . . . o e [IYes [1INo
12 Is the organization a grantor, beneficiary or trustee of a trust, or a member of a partnershlp or other entity
formed to administer charitable gaming? . . . e e e e [IYes [1INo
13 Indicate the percentage of gaming activity conducted in:
a Theorganization’s facility . . . . . . . . . . . . . . . . . . ... 13a %
b Anoutsidefacility . . . . . . . . . . . . . . . . . . . . . . . . . . .. |13 %
14  Enter the name and address of the person who prepares the organization’s gaming/special events books and
records:
Name »
Address »

15a Does the organization have a contract with a third party from whom the organization receives gaming
revenue? . . . . . . . . . . . . . . OYes ONo
b If “Yes,” enter the amount of gaming revenue recelved by the organlzatlon > $ and the
amount of gaming revenue retained by the third party» $
c If “Yes,” enter name and address of the third party:

Name »

Address »

16  Gaming manager information:

Name »

Gaming manager compensation » $

Description of services provided »

[ Director/officer [IEmployee [JIndependent 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? . . . Ce e [1Yes [INo
b Enter the amount of distributions required under state Iaw to be dlstrlbuted to other exempt organizations or
spent in the organization’s own exempt activities during the tax year »  $
Supplemental Information. Provide the explanations required by Part |, line 2b, columns (iii) and (v); and
Part lll, lines 9, 9b, 10b, 15b, 15¢c, 16, and 17b, as applicable. Also provide any additional information.
See instructions.

Schedule G (Form 990) 2021
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SCHEDULE J Compensation Information OMB No. 1545-0047

(Form 990) For certain Officers, Directors, Trustees, Key Employees, and Highest 2 @ 2 1
Compensated Employees
» Complete if the organization answered “Yes” on Form 990, Part IV, line 23.

Open to Public

Department of the Treasury . » Attach to Form 990. ] ] )
Internal Revenue Service » Go to www.irs.gov/Form990 for instructions and the latest information. Inspection
Name of the organization Employer identification number
CAPITAL HOSPICE 54-1920770
Questions Regarding Compensation
Yes | No
1a Check the appropriate box(es) if the organization provided any of the following to or for a person listed on Form
990, Part VII, Section A, line 1a. Complete Part lll to provide any relevant information regarding these items.
[] First-class or charter travel [] Housing allowance or residence for personal use
[ Travel for companions [] Payments for business use of personal residence
[] Tax indemnification and gross-up payments [] Health or social club dues or initiation fees
[] Discretionary spending account [] Personal services (such as maid, chauffeur, chef)
b If any of the boxes on line 1a are checked, did the organization follow a written policy regarding payment
or reimbursement or provision of all of the expenses described above? If “No,” complete Part Il to
explain. . . . . . . . . . . . . . L L L L. ... ... ..
2 Did the organization require substantiation prior to reimbursing or allowing expenses incurred by all
directors, trustees, and officers, including the CEO/Executive Director, regarding the items checked on line
1= 2 2
3 Indicate which, if any, of the following the organization used to establish the compensation of the
organization’s CEO/Executive Director. Check all that apply. Do not check any boxes for methods used by a
related organization to establish compensation of the CEO/Executive Director, but explain in Part IIl.
[C] Compensation committee [] Written employment contract
[O] Independent compensation consultant [7] Compensation survey or study
[T] Form 990 of other organizations [T] Approval by the board or compensation committee
4  During the year, did any person listed on Form 990, Part VII, Section A, line 1a, with respect to the filing
organization or a related organization:
a Receive a severance payment or change-of-control payment? . . . e 4a | O
b Participate in or receive payment from a supplemental nonqualified retlrement pIan'? e 4b | O
¢ Participate in or receive payment from an equity-based compensation arrangement? . . . . . 4c O
If “Yes” to any of lines 4a—c, list the persons and provide the applicable amounts for each item in Part III.
Only section 501(c)(3), 501(c)(4), and 501(c)(29) organizations must complete lines 5-9.
5 For persons listed on Form 990, Part VII, Section A, line 1a, did the organization pay or accrue any
compensation contingent on the revenues of:
a Theorganization? . . . . . . . . . . L .o e 5a O
b Any related organization? . . . e e 5b O
If “Yes” on line 5a or 5b, describe in Part III
6 For persons listed on Form 990, Part VI, Section A, line 1a, did the organization pay or accrue any
compensation contingent on the net earnings of:
a Theorganization? . . . . . . . . . . L .o e 6a O
b Any related organization? . . . e e 6b O
If “Yes” on line 6a or 6b, describe in Part III
7  For persons listed on Form 990, Part VII, Section A, line 1a, did the organization provide any nonfixed
payments not described on lines 5 and 6? If “Yes,” describe in Part il . . . . . . . e 7 | O
8  Were any amounts reported on Form 990, Part VII, paid or accrued pursuant to a contract that was subject
to the initial contract exception described in Regulations section 53.4958-4(a)@)? If “Yes,” describe
inPart Il . . . . . L e e e 8 O
9 If “Yes” on line 8, did the organization also follow the rebuttable presumption procedure described in
Regulations section 53.4958-6(c)? . . . . . . . . . . . ..o 9
For Paperwork Reduction Act Notice, see the Instructions for Form 990. Cat. No. 50053T Schedule J (Form 990) 2021
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Schedule J (Form 990) 2021
m Officers, Directors, Trustees, Key Employees, and Highest Compensated Employees. Use duplicate copies if additional space is needed.

For each individual whose compensation must be reported on Schedule J, report compensation from the organization on row (i) and from related organizations, described in the
instructions, on row (ii). Do not list any individuals that aren’t listed on Form 990, Part VII.

Note: The sum of columns (B)(i)-(iii) for each listed individual must equal the total amount of Form 990, Part VI, Section A, line 1a, applicable column (D) and (E) amounts for that individual.

Page 2

(B) Breakdown of W-2 and/or 1099-MISC and/or 1099-NEC compensation . .
. TP R gpischia-el el I el P e
(A) Name and Title con!:[))eB:sS;ion o Eg;useﬁs'gﬁf,ﬂt've ,g'goa:ﬁ; gompensation enets ®0-0 as deferred on prior
compensation Form 990

TOM KOUTSOUMPAS (i) 536,983 0 0 19,074 1,493 557,550 0
1PRESIDENT/CEO (ii) 0 0 0 0 0 0 0
MICHAEL BYAS-SMITH, M.D. (i) 385,325 3,150 0 8,102 19,359 415,936 0
oMEDICAL DIRECTOR (i) 0 0 0 0 0 0 0
GARY BACHER (i) 332,365 0 0 6,176 19,127 357,668 0
3CHIEF OF STATEGY, POLICY & LEGAL AFFAIRS (ii) 0 0 0 0 0 0 0
DAVID A SCHWIND (i) 142,060 0 152,211 4,925 17,409 316,605 44,470
CHIEF FINANCIAL OFFICER (THROUGH JULY 2021) (ii) 0 0 0 0 0 0 0
LEE ANNE WEST, M.D. (i) 249,005 32,070 0 6,596 18,954 306,625 0
gEXECUTIVE DIRECTOR, INPATIENT SERVICES (ii) 0 0 0 0 0 0 0
HEIDI YOUNG, M.D. (i) 260,504 7,354 0 5,222 21,626 294,706 0
6HPM PHYSICIAN (ii) 0 0 0 0 0 0 0
MATTHEW KESTENBAUM, M.D. (i) 281,285 0 0 6,049 1,355 288,689 0
7CHIEF MEDICAL OFFICER (CMO) | (ii) 0 0 0 0 0 0 0
JOHN MCCUE, M.D. (i) 151,048 102,376 17,367 6,180 6,797 283,768 0
gHPM PHYSICIAN (ii) 0 0 0 0 0 0 0
RAY JAY GARCIA, M.D. (i) 236,479 7,020 0 4,881 469 248,849 0
gHPM PHYSICIAN (ii) 0 0 0 0 0 0 0
STEVE CONE (i) 208,898 0 0 0 8,785 217,683 0
1Og::E:NOTi‘gggyUNICATIONS, MARKETING & (ii) 0 0 0 0 0 0 0
KIERAN SHAH (i) 205,247 0 28 3,756 7,602 216,633 0
11CHIEF GROWTH OFFICER (ii) 0 0 0 0 0 0 0
SUSAN BORIS (i) 113,928 0 67,523 3,954 15,351 200,756 0
;}ggf)F OF CLINICAL OPERATIONS (THROUGH JULY (ii) 0 0 0 0 0 0 0
KEITH EVERETT (i) 153,681 0 7,973 2,647 21,598 185,899 0
4 3CHIEF PERFORMANCE & COMPLIANCE OFFICER | (ji) 0 0 0 0 0 0 0
KIMBERLY GROVE (i) 148,369 10,000 0 3,352 18,954 180,675 0
14CHIEF OF STAFF (ii) 0 0 0 0 0 0 0

(M

15 (ii)

(M

16 (ii)

Schedule J (Form 990) 2021
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Part 1l

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

Return Reference - Identifier

Explanation

SCHEDULE J, PART |, LINE
4A - SEVERANCE OR
CHANGE-OF-CONTROL
PAYMENT

DURING CALENDAR YEAR 2021, THE FOLLOWING INDIVIDUALS RECEIVED A SEVERANCE PAYMENT IN THE
FOLLOWING AMOUNTS:

DAVID SCHWIND, $104,177

SUSAN BORIS, $39,231

SCHEDULE J, PART I, LINE
4B - SUPPLEMENTAL
NONQUALIFIED
RETIREMENT PLAN

DURING THE 2021 CALENDAR YEAR, CAPITAL HOSPICE MAINTAINED A SUPPLEMENTAL NON-QUALIFIED
457(F) DEFERRED COMPENSATION PLAN. THE FOLLOWING REPORTABLE INDIVIDUALS WERE ELIGIBLE TO
PARTICIPATE IN THAT PLAN:

-DAVID SCHWIND

DURING 2021, THE THERE WERE NO CONTRIBUTIONS MADE BY CAPITAL HOSPICE TO THE PLAN.
DURING 2021, THE FOLLOWING DISTRIBUTIONS WERE MADE BY CAPITAL HOSPICE FROM THE PLAN:
-DAVID SCHWIND - $44,470.08

DURING THE 2021 CALENDAR YEAR, THE COMPANY MAINTAINED A NON QUALIFIED 457(B) DEFERRED
COMPENSATION PLAN FOR THE FOLLOWING EMPLOYEE:

JOHN T. KOUTSOUMPAS

DURING 2021, THE COMPANY MADE CONTRIBUTIONS TO THE PLAN TOTALLING $10,400.

IN 2021, THERE WERE NO DISBURSEMENTS FROM THE PLAN.

SCHEDULE J, PART I, LINE
7 - NON-FIXED PAYMENTS

IF THE ORGANIZATION REACHES ITS BUDGETED AMOUNT OF NET INCOME FROM OPERATIONS FOR THE
YEAR THEN EMPLOYEES ARE ELIGIBLE FOR A BONUS, WHICH IS BASED UPON CERTAIN KEY METRICS THAT
ARE UNRELATED TO NET INCOME.

SCHEDULE J, PART Il -
VACATION BUY-BACKS

DURING CALENDAR YEAR 2021, THE FOLLOWING INDIVIDUALS RECEIVED A VACATION BUY-BACK IN THE
FOLLOWING AMOUNTS:

SUSAN BORIS, $28,292

KEITH EVERETT, $7,724

JOHN MCCUE, $17,367

EACH OF THESE BUY-BACKS ARE INCLUDED IN OTHER REPORTABLE COMPENSATION ON SCHEDULE J,
PART I, COLUMN B(lll), AND ARE NOT CONSIDERED PART OF EACH PERSON'S NORMAL COMPENSATION.

Capital Hospice- 54-1920770
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SCHEDULE L Transactions With Interested Persons |__OMB No. 1545-0047

(Form 990) » Complete if the organization answered “Yes” on Form 990, Part IV, line 25a, 25b, 26, 27, 2 @2 1
28a, 28b, or 28c, or Form 990-EZ, Part V, line 38a or 40b.
Department of the Treasury » Attach to Form 990 or Form 990-EZ. Open To Public

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

Name of the organization Employer identification number
CAPITAL HOSPICE 54-1920770
m Excess Benefit Transactions (section 501(c)(3), section 501(c)(4), and section 501(c)(29) organizations only).

Complete if the organization answered “Yes” on Form 990, Part IV, line 25a or 25b, or Form 990-EZ, Part V, line 40b.

1

(b) Relationship between disqualified person and (d) Corrected?

(a) Name of disqualified person o (c) Description of transaction
t
organization Yes | No

(U]

2

3)

4)

(6)

(6)

2

3

Enter the amount of tax incurred by the organization managers or disqualified persons during the year
undersection4958. . . . . . . . . . . . . . . . . . . .. ... Py

Enter the amount of tax, if any, on line 2, above, reimbursed by the organizaton . . . . . . . . » $

m Loans to and/or From Interested Persons.

Complete if the organization answered “Yes” on Form 990-EZ, Part V, line 38a or Form 990, Part IV, line 26; or if the
organization reported an amount on Form 990, Part X, line 5, 6, or 22.

(a) Name of interested person | (b) Relationship | (c) Purpose of (d) Loan to or (e) Original (f) Balance due [(g) In default?| (h) Approved | (i) Written

with organization loan from the principal amount by board or | agreement?
organization? committee?

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

(U]

2

3)

4)

(6)

(6)

(7)

@8

©)

(10)

Total

> $

Grants or Assistance Benefiting Interested Persons.
Complete if the organization answered “Yes” on Form 990, Part IV, line 27.

(a) Name of interested person (b) Relationship between interested |[(c) Amount of assistance (d) Type of assistance (e) Purpose of assistance

person and the organization

(U]

2

3)

4)

(6)

(6)

(7)

@8

©)

(10)

For Paperwork Reduction Act Notice, see the Instructions for Form 990 or 990-EZ. Cat. No. 50056A Schedule L (Form 990) 2021
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Schedule L (Form 990) 2021

Page 2

i:Tgdl"] Business Transactions Involving Interested Persons.

Complete if the organization answered “Yes” on Form 990, Part 1V, line 28a, 28b, or 28c.

(a) Name of interested person

(b) Relationship between
interested person and the
organization

(c) Amount of
transaction

(d) Description of transaction

(e) Sharing of
organization’s
revenues?

Yes | No

(1) (SEE STATEMENT)

2

3)

4)

(6)

(6)

(7)

8

©)

(10)

Supplemental Information.

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

Capital Hospice- 54-1920770
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Part IV Business Transactions Involving Interested Persons (continued)

(e) Sharing of

(@) Name of interested person

(b) Relationship between interested
person and the organization

(c) Amount of
transaction

(d) Description of transaction

organization's

SPOUSE OF KEY EMPLOYEE

$58,832| EMPLOYEE OF CAPITAL HOSPICE

PAYMENT FOR PERFORMANCE OF

(1) CORIE BACHER
(20 HEALTHSPERIAN

PRESIDENT/CEO IS > 35% OWNER

$195,000| seRpyicES

revenues?
Yes No
v
v
v

SPOUSE OF KEY EMPLOYEE

$104,610| EMPLOYEE OF CAPITAL HOSPICE

(3) CORIANDER STASI-SMITH

Capital Hospice- 54-1920770
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SCHEDULE M Noncash Contributions OMB No. 1545-0047

(Form 990)

» Complete if the organizations answered “Yes” on Form 990, Part IV, lines 29 or 30.

2021

Department of the Treasury » Attach to Form 990. Open to P_Ublic
Internal Revenue Service » Go to www.irs.gov/Form990 for instructions and the latest information. Inspection

Name of the organization
CAPITAL HOSPICE

Employer identification number
54-1920770

Types of Property

@ . (b) —_— Noncash ggntribution (d) -
Chgck if Num_ber of contr_lbutlons or amounts reported on Method of_detgrmlnlng
applicable items contributed Form 990, Part VIIl, line 1g noncash contribution amounts
1  Art—Worksofart . . . . . O 5 196,503 | MARKET VALUE
2  Art—Historical treasures .
3 Art—Fractional interests .
4  Books and publications
5 Clothing and household
goods . . . . . . . . . O 10,395 | MARKET VALUE
6 Cars and other vehicles
7 Boats and planes
8 Intellectual property .
9  Securities—Publicly traded . . U 4 4,081 | MARKET VALUE
10  Securities—Closely held stock .
11 Securities—Partnership, LLC,
or trust interests
12  Securities—Miscellaneous
13  Qualified conservation
contribution —Historic
structures . .
14  Qualified conservation
contribution—Other
15 Real estate—Residential .
16  Real estate—Commercial .
17 Real estate—Other. . . . . U 2 8,380 | MARKET VALUE
18 Collectibles e
19 Foodinventory . . . . . . 0 8 13,325 | MARKET VALUE
20 Drugs and medical supplies . . U 15 18,498 | MARKET VALUE
21  Taxidermy
22  Historical artifacts
23  Scientific specimens
24  Archeological artifacts .
25 Other» ( (SEE STATEMENT) )
26  Other > ( )
27  Other > ( )
28  Other P> ( )
29 Number of Forms 8283 received by the organization during the tax year for contributions for
which the organization completed Form 8283, Part V, Donee Acknowledgement . . . . . 29 0
Yes | No
30a During the year, did the organization receive by contribution any property reported in Part |, lines 1 through
28, that it must hold for at least three years from the date of the initial contribution, and which isn't required
to be used for exempt purposes for the entire holding period? 30a 0
b If “Yes,” describe the arrangement in Part Il
31 Does the organization have a gift acceptance policy that requires the review of any nonstandard
contributions? e <Y | 0
32a Does the organization hire or use third parties or related organizations to solicit, process, or sell noncash
contributions? . 323 0
b If “Yes,” describe in Part Il.
33 If the organization didn't report an amount in column (c) for a type of property for which column (a) is checked,
describe in Part Il
For Paperwork Reduction Act Notice, see the Instructions for Form 990. Cat. No. 51227J Schedule M (Form 990) 2021
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Types of Property (continued)

Capital Hospice- 54-1920770

Property Type (@) CheckIf | (b) Number of contributions or (c) Noncash contribution (d) Method of determining
Applicable items contributed amounts reported on Form 990, | noncash contribution amounts
Part VIII, line 1g

EVENT TICKETS v 2 7,625 MARKET VALUE

GIFT CERTIFICATES v 1 1,891 MARKET VALUE
PROFESSIONAL 1 9,300 MARKET VALUE
ORGANIZATION v

MEMBERSHIP

65 11/8/2022 3:22:42 PM




Part I Supplemental Information. Provide the information required by Part I, lines 30b, 32b, and 33, and
whether the organization is reporting in Part I, column (b), the number of contributions, the number of
items received, or a combination of both. Also complete this part for any additional information.

Return Reference - Identifier Explanation

SCHEDULE M, PART I - ART - WORKS OF ART - NUMBER OF CONTRIBUTIONS

EXPLANATIONS OF
REPORTING METHOD FOR |CLOTHING AND HOUSEHOLD GOODS - NUMBER OF CONTRIBUTIONS

NUMBER OF
CONTRIBUTIONS SECURITIES - PUBLICLY TRADED - NUMBER OF CONTRIBUTIONS

FOOD INVENTORY - NUMBER OF CONTRIBUTIONS

DRUGS AND MEDICAL SUPPLIES - NUMBER OF CONTRIBUTIONS

OTHER - EVENT TICKETS NUMBER OF CONTRIBUTIONS

REAL ESTATE - OTHER - BURIAL PLOTS/FUNERAL SERVICE NUMBER OF CONTRIBUTIONS

OTHER - GIFT CERTIFICATES NUMBER OF CONTRIBUTIONS

OTHER - PROFESSIONAL ORGANIZATION MEMBERSHIP NUMBER OF CONTRIBUTIONS
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SCHEDULE O
(Form 990)

Department of Treasury Internal
Revenue Service

OMB No. 1545-0047

2021

Supplemental Information to Form 990 or 990-EZ
Complete to provide information for responses to specific questions on
Form 990 or 990-EZ or to provide any additional information.

» Attach to Form 990 or 990-EZ.
» Go to www.irs.gov/Form990 for the latest information.

Name of the Organization

CAPITAL HOSPICE

Employer Identification Number

54-1920770

Return Reference - Identifier

Explanation

FORM 990, PART VI, LINE 1A -
DELEGATE BROAD AUTHORITY
TO A COMMITTEE

THERE SHALL BE AN EXECUTIVE COMMITTEE COMPOSED OF THE OFFICERS OF THE BOARD. THE
EXECUTIVE COMMITTEE SHALL BE EMPOWERED TO ACT ON BEHALF OF THE BOARD UNLESS
DEALING WITH MATTERS THE BOARD HAS RESERVED TO ITSELF. THE EXECUTIVE COMMITTEE
SHALL SERVE IN AN ADVISORY CAPACITY TO THE BOARD OF TRUSTEES ON MATTERS RELATING TO
COMPENSATION OF OFFICERS AND KEY EMPLOYEES (INCLUDING BUT NOT LIMITED TO THE
PRESIDENT/CEO) AND TO MANAGEMENT SUCCESSION.

FORM 990, PART VI, LINE 6 -
CLASSES OF MEMBERS OR
STOCKHOLDERS

THE ORGANIZATION'S SOLE CORPORATE MEMBER IS CAPITAL CARING HEALTH, A RELATED TAX-
EXEMPT ORGANIZATION.

FORM 990, PART VI, LINE 7A -
MEMBERS OR STOCKHOLDERS
ELECTING MEMBERS OF
GOVERNING BODY

THE ORGANIZATION'S SOLE CORPORATE MEMBER SHALL APPOINT DIRECTORS TO THE BOARD.

FORM 990, PART VI, LINE 7B -
DECISIONS REQUIRING
APPROVAL BY MEMBERS OR
STOCKHOLDERS

THE MEMBER, THROUGH ITS CHAIR OR CEO, OR THROUGH ANY OTHER OFFICER OF THE MEMBER
WHO IS AUTHORIZED BY THE BOARD OF DIRECTORS OF THE MEMBER (THE "MEMBER BOARD"),
SHALL EXERCISE ALL AUTHORITY AT MEETINGS OF THE CORPORATION AS MEMBERS ARE
AUTHORIZED TO EXERCISE.

FORM 990, PART VI, LINE 11B -
REVIEW OF FORM 990 BY
GOVERNING BODY

THE 990 FOR CAPITAL HOSPICE IS REVIEWED BY THE CONTROLLER . NEXT, THE 990 IS SENT TO ALL
OF THE MEMBERS OF THE BOARD OF TRUSTEES INCLUDING THE PRESIDENT OF CAPITAL HOSPICE
FOR THEIR REVIEW AND TO SOLICIT ANY COMMENTS OR QUESTIONS. THE FINANCE AUDIT
INVESTMENT COMMITTEE (FAIC) OF THE BOARD MEETS TO REVIEW AND DISCUSS THE FORM 990 IN
DETAIL. THIS MEETING IS OPEN TO ALL BOARD MEMBERS INCLUDING THE COMPENSATION AND
OTHER COMMITTEE CHAIRS. AFTER THE FORM 990 HAS BEEN REVIEWED BY THE BOARD AND ANY
COMMENTS OR QUESTIONS FROM BOARD MEMBERS HAVE BEEN RESPONDED TO, THE FORM 990
WILL BE FINALIZED, SIGNED BY THE PRESIDENT/CEO AND SUBSEQUENTLY FILED WITH THE
INTERNAL REVENUE SERVICE.

FORM 990, PART VI, LINE 12C -
CONFLICT OF INTEREST
POLICY

ALL BOARD MEMBERS, OFFICERS AND KEY MANAGERS ARE REQUIRED TO REPORT ANY REAL OR
POTENTIAL OR PERCEIVED CONFLICT OF INTEREST INVOLVING THEM OR ANOTHER PERSON BY
PROMPTLY FILING A WRITTEN DISCLOSURE STATEMENT WITH THE PRESIDENT OR CHAIR OF THE
BOARD OF TRUSTEES. THE PRESIDENT WILL REVIEW ALL SUCH STATEMENTS AND THE ANNUAL
DISCLOSURE STATEMENTS AND DISCUSS WITH THE CHAIR OF THE BOARD ANY POTENTIAL
CONFLICTS OF INTEREST. IF THE PRESIDENT AND THE CHAIR OF THE BOARD DETERMINE THAT A
POTENTIAL CONFLICT EXISTS, THEN THE BOARD SHALL INFORM THE PERSON OF THE BASIS FOR
SUCH BELIEF AND ALLOW THE PERSON TO EXPLAIN AND DISCLOSE. FOR ANY
TRANSACTION/ARRANGEMENT DISCUSSED DURING A BOARD MEETING FOR WHICH A CONFLICT OF
INTEREST IS DEEMED TO EXIST, THE AFFECTED BOARD MEMBER SHALL NOT BE COUNTED IN
DETERMINING THE QUOROM FOR THE MEETING BUT SHALL BE PERMITTED TO BRIEFLY STATE HIS
POSITION ON THE MATTER AND ANSWER PERTINENT QUESTIONS OF OTHER BOARD MEMBERS
BEFORE VACATING THE GOVERNING BOARD. THE BOARD MEMBER SHALL LEAVE THE GOVERNING
BOARD AND A MAJORITY OF THE REMAINING BOARD MEMBERS SHALL DETERMINE WHETHER TO
UNDERTAKE SUCH TRANSACTION/ARRANGEMENT. IF THE BOARD DECIDES THAT A PERSON HAS
FAILED TO DISCLOSE A CONFLICT OF INTEREST, THE BOARD SHALL TAKE CORRECTIVE ACTION.

FORM 990, PART VI, LINE 15A -
PROCESS TO ESTABLISH
COMPENSATION OF TOP
MANAGEMENT OFFICIAL

THE EXECUTIVE COMMITTEE OF THE BOARD OF CAPITAL HOSPICE HAS ENGAGED QUATT AND
ASSOCIATES, AN INDEPENDENT CONSULTING GROUP, TO PREPARE A REPORT TO ASSIST WITH
ESTABLISHING COMPENSATION FOR THE TOP MANAGEMENT OFFICIAL AND OTHER KEY
PERSONNEL. THE REPORT WAS REVIEWED AND APPROVED BY THE EXECUTIVE COMMITTEE AFTER
THOROUGH DISCUSSION OF THE DATA, ITS SOURCES AND THE FINDINGS. CAPITAL HOSPICE, AS
SUBJECT TO INTERMEDIATE SANCTIONS UNDER INTERNAL REVENUE CODE (IRC) SECTION 4958,
CONSIDERS THAT THE INTERMEDIATE SANCTIONS MARKET BENCHMARKING METHODOLOGY FOR
DISQUALIFIED INDIVIDUALS, CONDUCTED BY QUATT AND ASSOCIATES, HAS PROVIDED A VALID
AND ROBUST MEANS OF DETERMINING MARKET BASED COMPENSATION COMPETITIVENESS.

FORM 990, PART VI, LINE 17 -
STATES WITH WHICH A COPY
OF THIS FORM 990 IS
REQUIRED TO BE FILED

FL, GA, IL, MA, MD, MN, MO, NC, NJ, NY, OH, PA, SC, TN, VA, WA, WV

FORM 990, PART VI, LINE 19 -
REQUIRED DOCUMENTS
AVAILABLE TO THE PUBLIC

THE ORGANIZATION MAKES ITS GOVERNING DOCUMENTS, CONFLICT OF INTEREST POLICY AND
FINANCIAL STATEMENTS AVAILABLE TO THE PUBLIC UPON REQUEST.
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Return Reference - Identifier

Explanation

FORM 990, PART IX, LINE 11G -
OTHER FEES FOR SERVICES

(a) Description (b) Total (c) Program (d) Management | (e) Fundraising
Expenses Service and Expenses

EXxpenses General Expenses

PHYSICIAN SERVICES 231,921 231,921

CONTRACT SERVICES 5,935,518 5,935,518

NURSING HOME

CONTRACT SERVICES 1,623,189 1,451,055 172,134

LABOR

CONTRACT SERVICES 4,061,913 141,760 3,573,194 346,959

CONSULTANTS

CONTRACT SERVICES 3,062,305 3,062,305

INPATIENT

CONTRACT SERVICES 1,375,687 904,396 471,291

OTHER PATIENT RELATED

CONTRACT SERVICES 410,656 163,930 246,726

OTHER

Total 16,701,189 11,890,885 4,463,345 346,959

SCHEDULE A, PART | - 509(A)(1)
PUBLIC CHARITY DESIGNATION
AS A HOSPICE

THE HALQUIST MEMORIAL INPATIENT CENTER WAS LICENSED IN 1981 AS ONE OF THE FIRST
HOSPICE INPATIENT CENTERS IN THE UNITED STATES AND THE FIRST IN THE STATE OF VIRGINIA.
AS SUCH, THE STATE OF VIRGINIA HAD NO CATEGORY FOR LICENSURE THAT WOULD FIT THE
FACILITY AND THEREFORE LICENSED THE UNIT AS A GENERAL HOSPITAL.

AS A HOSPICE INPATIENT CENTER, THE FACILITY HAS NO EMERGENCY ROOM, OUTPATIENT
CENTER, LABS, OR OTHER DIAGNOSTIC SERVICES AS WOULD A GENERAL HOSPITAL. IT SERVES
ONLY CAPITAL HOSPICE PATIENTS REQUIRING ACUTE SYMPTOM MANAGEMENT OR PATIENTS IN
THEIR FINAL DAYS OF A TERMINAL ILLNESS WHO CAN NO LONGER BE SERVED AT HOME. THE UNIT
HAS 15 BEDS AND REPRESENTS ON AVERAGE ONLY 13 OF THE MORE THAN 1300 PATIENTS THAT
ARE TREATED BY CAPITAL HOSPICE ON A DAILY BASIS. AS A RESULT, THE COMMUNITY HEALTH
NEEDS ASSESSMENT IS NOT APPLICABLE TO HOSPICE INPATIENT BEDS.

IN STATES OTHER THAN VIRGINIA, UNITS LIKE HALQUIST ARE LICENSED AS HOSPICE CENTERS AND
ARE NOT SUBJECT TO EITHER THE COMMUNITY HEALTH NEEDS ASSESSMENT OR FORM 990,
SCHEDULE H. IT IS FOR THIS REASON THAT CAPITAL CARING IS FILING FORM 990 AS A PUBLIC
CHARITY DESCRIBED UNDER SECTION 170(B)(1)(A)(VI) OF THE INTERNAL REVENUE CODE.

SIMILARLY, MEDICARE HAS RECOGNIZED THAT OUR UNIT IS NOT ACTUALLY A HOSPITAL AND HAS
NOT REQUIRED US TO COMPLY WITH MANY OF THE REPORTING REQUIREMENTS APPLICABLE TO
HOSPITALS.

SERVICES AT THE HALQUIST MEMORIAL INPATIENT CENTER HAVE ALWAYS BEEN BILLED TO
MEDICARE UNDER THE CAPITAL HOSPICE MEDICARE PROVIDER NUMBER SO EFFECTIVE
FEBRUARY 2020 - CAPITAL HOSPICE SURRENDERED ITS HALQUIST MEMORIAL INPATIENT CENTER
MEDICARE IDENTIFICATION NUMBER BACK TO THE CENTER FOR MEDICARE SERVICES (CMS) AND
SURRENDERED ITS HALQUIST "HOSPITAL" LICENSE BACK TO THE STATE OF VIRGINIA.
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. . . OMB No. 1545-0047
SCHEDULER Related Organizations and Unrelated Partnerships | -

(Form 990) 2 @ 2 1

» Complete if the organization answered “Yes” on Form 990, Part IV, line 33, 34, 35b, 36, or 37.

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
CAPITAL HOSPICE 54-1920770

Identification of Disregarded Entities. Complete if the organization answered “Yes” on Form 990, Part 1V, line 33.

(a) (b) (c) (d) (e)
Name, address, and EIN (if applicable) of disregarded entity Primary activity Legal domicile (state Total income End-of-year assets Direct controlling
or foreign country) entity
(1)CAPITAL PALLIATIVE CARE CONSULTANTS (52-2361003) PALLIATIVE VA 1,429,738 5,934,320 | CAPITAL
3180 FAIRVIEW PARK DRIVE, SUITE 500, FALLS CHURCH, VA 22042 HOSPICE
2
(3)
4)
(5)
(6)

ml Identification of Related Tax-Exempt Organizations. Complete if the organization answered “Yes” on Form 990, Part 1V, line 34, because it had
one or more related tax-exempt organizations during the tax year.

(a) (b) (c) (d) (e) (® (9)
Name, address, and EIN of related organization Primary activity Legal domicile (state | Exempt Code section| Public charity status Direct controlling | Section 512(b)(13)
or foreign country) (if section 501(c)(3)) entity controlled
entity?
Yes No
(1) CAPITAL CARING HEALTH (84-3773372) MEDICAL SUPPORT |VA 501(C)(3) 12 TYPE IlI-FI [N/A 0O
3180 FAIRVIEW PARK DRIVE, SUITE 500, FALLS CHURCH, VA 22042-1206 | SERVICES
2) CAPITAL CARING ADVANCED ILLNESS SERVICES, INC (84-3787656) | ILLNESS, PALLIATIVE, AND | VA 501(C)(3) 7 |CAPITAL O
PRIMARY CARE SERVICES CARING HEALTH
3180 FAIRVIEW PARK DRIVE, SUITE 500, FALLS CHURCH, VA 22042-1206
(3)CAPITAL CARING STAY AT HOME SERVICES, INC. (84-3797085) | AT HOME MEDICAL |VA 501(C)(3) 7 |CAPITAL 0O
3180 FAIRVIEW PARK DRIVE, SUITE 500, FALLS CHURCH, VA 22042-1206 | SERVICES CARING HEALTH
@
(5)
(6)
(7)
For Paperwork Reduction Act Notice, see the Instructions for Form 990. Cat. No. 50135Y Schedule R (Form 990) 2021
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Schedule R (Form 990) 2021

Page 2

Identification of Related Organizations Taxable as a Partnership. Complete if the organization answered “Yes” on Form 990, Part IV, line 34,
because it had one or more related organizations treated as a partnership during the tax year.

(a)

Name, address, and EIN of

related organization

(b)
Primary activity

()
Legal
domicile
(state or
foreign
country)

(d)
Direct controlling
entity

(e)
Predominant
income (related,
unrelated,
excluded from
tax under
sections 512—514)

Share of total
income

((¢)]
Share of end-of-
year assets

(h)

Disproportionate
allocations?

(i)

Code V—UBI
amount in box 20
of Schedule K-1
(Form 1065)

Yes

No

() (k)
General or | Percentage
managing | ownership

partner?
Yes | No

(1)

()

()

(4

()

(6)

)

Identification of Related Organizations Taxable as a Corporation or Trust. Complete if the organization answered “Yes” on Form 990, Part IV,
line 34, because it had one or more related organizations treated as a corporation or trust during the tax year.

(a)

(b)

(c)

(d)

(e)

(9)

(h)

(0]

Name, address, and EIN of related organization Primary activity Legal domicile Direct controlling Type of entity Share of total Share of Percentage | Section 512(b)(13)
(state or foreign country) entity (C corp, S corp, or trust) income end-of-year assets | ownership Comtf?”;%d
entity?
Yes No
(1) (SEE STATEMENT)
(2
()
4)
(5)
(6)
(7)
Schedule R (Form 990) 2021
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Schedule R (Form 990) 2021

Page 3

Transactions With Related Organizations. Complete if the organization answered “Yes” on Form 990, Part IV, line 34, 35b, or 36.

Note: Complete line 1 if any entity is listed in Parts Il lll, or IV of this schedule. Yes | No

1 During the tax year, did the organization engage in any of the following transactions with one or more related organizations listed in Parts [I-1V?
a Receipt of (i) interest, (ii) annuities, (iii) royalties, or (iv) rent from a controlled entity 1a O
b Gift, grant, or capital contribution to related organization(s) 1b 0
¢ Gift, grant, or capital contribution from related organization(s) 1c O
d Loans or loan guarantees to or for related organization(s) 1d 0
e Loans or loan guarantees by related organization(s) . 1e O
f Dividends from related organization(s) 1f 0
g Sale of assets to related organization(s) . 1g O
h Purchase of assets from related organization(s) 1h O
i Exchange of assets with related organization(s) . 1i 0
j Lease of facilities, equipment, or other assets to related orgamzatlon( ) 1j 0
k Lease of facilities, equipment, or other assets from related organization(s) .o 1k 0
| Performance of services or membership or fundraising solicitations for related organlzatlon(s) . 1 | O
m Performance of services or membership or fundraising solicitations by related organization(s) 1m O
n Sharing of facilities, equipment, mailing lists, or other assets with related organization(s) . in | O
o Sharing of paid employees with related organization(s) . 10 | O
p Reimbursement paid to related organization(s) for expenses 1p O
q Reimbursement paid by related organization(s) for expenses . 1q O
r Other transfer of cash or property to related organization(s) ir | O
s Other transfer of cash or property from related organization(s) . 1s | O

2 If the answer to any of the above is “Yes,” see the instructions for information on who must complete th|s I|ne |ncIud|ng covered relatlonshlps and transaction thresholds.

(a) (b) (c)

(d)

Name of related organization Transaction Amount involved Method of determining amount involved

type (@—s)

(1)

()

3

(4

()

(6)

Schedule R (Form 990) 2021
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Schedule R (Form 990) 2021 Page 4

"l Unrelated Organizations Taxable as a Partnership. Complete if the organization answered “Yes” on Form 990, Part IV, line 37.

Provide the following information for each entity taxed as a partnership through which the organization conducted more than five percent of its activities (measured by total assets
or gross revenue) that was not a related organization. See instructions regarding exclusion for certain investment partnerships.

(a) (b) (c) (d) (e) ® (9) (h) (i) () (k)
Name, address, and EIN of entity Primary activity | Legal domicile Predominant Are all partners Share of Share of Disproportionate] ~ Code V—UBI General or | Percentage
(state or foreign | income (related, section total income end-of-year allocations? | amount in box 20 | managing | ownership
country) unrelated, excluded| 501(c)(3) assets of Schedule K-1 partner?
from tax under | organizations? (Form 1065)

sections 512—514) Yes | No Yes | No Yes | No

(1)

()

()

(4)

()

(6)

)

®)

()

(10)

(11)

(12)

(13)

(14)

(15)

(16)

Schedule R (Form 990) 2021
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Identification of Related Organizations Taxable as a Corporation or Trust (continued)

VA 22042

(a) Name, address and EIN of related organization (b) Primary (c) Legal (d) Direct (e) Type of entity | (f) Share of (g) Share of |(h) Percentage| (i) Section
activity domicile (stateor | controlling (C-corp, S-corp or | total income end-of-year ownership 512(b)(13)
foreign country) entity trust) assets controlled
entity?
Yes No
(1) CHARITABLE REMAINDER TRUST CAPITAL
3180 FAIRVIEW PARK DRIVE, SUITE 500, FALLS CHURCH, |INVESTMENTS KY HOSPICE TRUST

Capital Hospice- 54-1920770

73

11/8/2022 3:22:42 PM




	Form 990 Page 1
	Form 990 Page 2
	Form 990 Page 3
	Form 990 Page 4
	Form 990 Page 5
	Form 990 Page 6
	Form 990 Page 7
	Form 990 Page 8
	Form 990 Page 9
	Form 990 Page 10
	Form 990 Page 11
	Form 990 Page 12
	Schedule A Page 1
	Schedule A Page 2
	Schedule A Page 3
	Schedule A Page 4
	Schedule A Page 5
	Schedule A Page 6
	Schedule A Page 7
	Schedule A Supplemental Page 1
	Schedule B Page 1
	Schedule B Page 2
	Schedule B Supplemental Page 1
	Schedule B Page 3
	Schedule B Page 4
	Schedule B Supplemental Page 1
	Schedule B Page 5
	Schedule B Supplemental Page 1
	Schedule B Page 6
	Schedule B Supplemental Page 1
	Schedule B Page 7
	Schedule B Page 8
	Schedule B Supplemental Page 1
	Schedule B Page 9
	Schedule B Supplemental Page 1
	Schedule B Page 10
	Schedule B Supplemental Page 1
	Schedule B Page 11
	Schedule B Page 12
	Schedule B Page 13
	Schedule B Supplemental Page 1
	Schedule B Page 14
	Schedule B Supplemental Page 1
	Schedule B Page 15
	Schedule B Page 16
	Schedule B Page 17
	Schedule B Page 18
	Schedule B Page 19
	Schedule D Page 1
	Schedule D Page 2
	Schedule D Page 3
	Schedule D Page 4
	Schedule D Supplemental Page 1
	Schedule D Supplemental Page 2
	Schedule G Page 1
	Schedule G Page 2
	Schedule G Page 3
	Schedule J Page 1
	Schedule J Page 2
	Schedule J Supplemental Page 1
	Schedule L Page 1
	Schedule L Page 2
	Schedule L Supplemental Page 1
	Schedule M Page 1
	Schedule M Supplemental Page 1
	Schedule M Supplemental Page 2
	Schedule O Supplemental Page 1
	Schedule O Supplemental Page 2
	Schedule R Page 1
	Schedule R Page 2
	Schedule R Page 3
	Schedule R Page 4
	Schedule R Supplemental Page 1

