OMB MNo. 1545-0047

2015

Opento Public

o 99 0 Return of Organization Exempt From Income Tax

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

P> Do not enter social security numbers on this form as it may be made public.
Department of the Treasury

Internal Revenue Service P> Information about Form 990 and its instructions is at www.irs.gov/form990. Inspection
A For the 2015 calendar year, or tax year beginning 10/01, 2015, and ending 09/30, 20 16
C Name of organization D Employer identification number
B creck tomieabe | pRATTH CARE CENTER FOR THE HOMELESS, INC. 59-3185020
LS Doing business as
Name change Number and street (or P.O. box if mail is not delivered to street address) Room/suite E Telephone number
Initial return 232 NORTH ORANGE BLOSSOM TRAIL (407) 428-5751
gmr:::;nf City or town, state or province, country, and ZIP or foreign postal code
Amenied ORLANDO, FL 32805 G Gross receipts $ 11,291,349.
’;s'ﬂ’g;ﬂg"“” F Name and address of principal officer: BAKARI F. BURNS, MPH, MBA H(a) Lié?;z;gre?;p retumn for H Yes E No
232 NORTH ORANGE BLOSSOM TRAIL ORLANDO, FL 32805 H(b) Are all subordinates included? Yes No
I Tax-exempt status: { X j 501(c)(3) | I 501(c) ( ) <« (insertno.) J ‘ 4947(a)(1) or | | 527 If "No," attach a list. (see instructions)
J  Website: p» WWW.HCCH.ORG H(c) Group exemption number [
K Form of organization: [ X [ Corporation | ‘ Trustl i Association | | Other B> I L Year of formation: l993| M State of legal domicile: FL
Part | Summary
1 Briefly describe the organization's mission or most significant activities: TO PROVIDE QUALITY HEALTH CARE SERVICES
3 ot SRR THE LINED Pr 18R ROk 001 MEDPCILGY INDIGENE BEQPRE @ o s
g D e e o o Sl S
E 2 Check this box B I:l if the organization discontinued its operations or disposed of more than 25% of its net assets.
3 3 Number of voting members of the governing body (Part VI, line1a) | . . . . . . . . . . . . . .. 3 10.
": 4 Number of independent voting members of the governing body (Part VI, line1b) . . . . . . . . . ... .. .. 4 9
;3 5 Total number of individuals employed in calendar year 2015 (PartV, line2a), _ . . . . . . . . . . . . . . ... 5 154.
‘% 6 Total number of volunteers (estimate if NECESSANY) |, . . . . . . . . i i e e e 6 15.
<| 7a Total unrelated business revenue from Part VIIl, column (C), ine 12 . . . . . . . . . o oo 7a 0
b Net unrelated business taxable income from Form 990-T, i@ 34 . . . . . v v v v v v v it et e e e u 7b 0
Prior Year Current Year
| 8 Contributions and grants (Part VIl line thy . . . . . . . . . . 6,968,393. 8,715,012.
E 9 Program service revenue (Part VIIL ine 2g) . . . . . . . . . o v s e LLLEN NN 1,937,559. 2,538,004.
E 10 Investment income (Part VIIl, column (A), lines 3,4, and7d), _ . . . . . . . . . ... ... 1,488. 15,068.
11  Other revenue (Part VI, column (A), lines 5, 6d, 8¢, 9c, 10c,and 11e), . . . . . . . . ... S6,679. 0.
12 Total revenue - add lines 8 through 11 (must equal Part VIII, column (A), line12). . . . . . . 8,964,113. 11,268,084.
13 Grants and similar amounts paid (Part IX, column (A), lines 1-3) | . . . . . . . . . .. ... 15,422, 152,519.
14 Benefits paid to or for members (Part IX, column (A), lined) , . . . . . .. .. .. .. ... 0. 0.
@ |15 Salaries, other compensation, employee benefits (Part IX, column (A), lines 5-10) . . . . . 5,186,196. 7,028,164.
g 16a Professional fundraising fees (Part IX, column (A), line11e), , . . . . . . . . . o o . . .. 0. 0.
E b Total fundraising expenses (Part IX, column (D), line 25)p __~ 152,469.
17 Other expenses (Part IX, column (A), lines 11a-11d, 11f-24e) _ . . . . . . . . . ... ... 3,478,476. 3,934,261.
18 Total expenses. Add lines 13-17 (must equal Part IX, column (A), line25) _ . . . . . . . .. 8,680,094. 11,114,944.
19 Revenue less expenses. Subtractline 18 from iNe 12, . . . . . v v v v v v v v e e na v 284,025. 153,140.
64 Beginning of Current Year End of Year
85|20 Total assets (PartX, INE16) . . . . . . .. 5,475,410. 5,993,842.
%5 21 Total liabilities (Part X, liN@26) , . . . . . . . v e e o e e 1,356,817. 1,722,109.
25(22 Net assets or fund balances. Subtract ling 21 from € 20, . . . . .+ v s s s s v un s 4,118,593. 4,271,733.
Signature Block
Under penalties of perjury, Ldgclare that | have examined this retum, including accompanying schedules and statements, and to the best of my knowledge and belief, it is
true, correct, and completg laration of prepg (otfter than officesy™ based on all information of which preparer has any knowledge.
/ M%/ y [ 08/15/2017
Sign Signature of officer Date
Here } BAKART F. BURNS, MPH, MBA PRESIDENT & CEO
Type or print name and title
B Print/Type preparer's name Preparer's signature Date Check |_[ if | PTIN
EDWARD A HOFMA , CPA self-employed P00735723
5;‘:";:1'3'; Firm's name WITHUMSMITH+BROWN, PC Fim'sEIN b 22-2027092
Firm's address B»1417 EAST CONCORD STREET ORLANDO, FL 32803-5409 Phone no. 407-849-1569
May the IRS discuss this return with the preparer shown above? (see instructions) . . . . . . .. . . ... . ... .. ... Iil Yes |_| No
For Paperwork Reduction Act Notice, see the separate instructions. Form 990 (2015)
JsA
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HEAILTH CARE CENTER FOR THE HOMELESS, INC. 59-3185020

Form 980 (2015) Page 2
Il Statement of Program Service Accomplishments
Check if Schedule O contains a response ornotefoany lineinthis Part Il . . . . . . . . . . . 0 i e i

1 Briefly describe the organization's mission:
ATTACHMENT 1

2 Did the organization undertake any significant program sarvices during the year which were not listed on the
prior Form 890 or 990-EZ7 L L e e [ Yes No
If "Yes,” describe these new services on Schedule O.

3 Did the organizaticn cease conducting, or make significant changes in how it conducts, any program
SeVIRS? .. e [ lves [X]No
i "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 te report the amount of grants and allocations to others,
the total expsnses, and revenue, if any, for each program service reported.

4a (Code: ) {Expenses $ 8,737,467, including grants of $ 152,519, ) (Revenue § 2,538,004, }
PROVISION OF HEALTHCARE SERVICES FOR THE HOMELESS, UNINSURED, AND
UNDERINSURED. CARRY OUT EDUCATIONAL AND OTHER ACTIVITTES FOR THE
BETTERMENT OF THE GENERAL HEALTH OF THE COMMUNITY SERVED. IMPROVE
ACCESS TO HEALTHCARE SERVICES AND DESTIGN PROGRAME AND SERVICES
APPROPRIATE TO THOSE SERVED. PARTICIPATE IN PROGRAMS OPERATED
PURSUANT TO TITLES XVITT AND XIX OF THE SCCIAL SECURITY ACT.
PLEASE REFER TO ATTACHMENT 1 IN SCHEDULE O FOR THE ORGANIZATION'S
MISSTON.

4b (Code: ) (Expenses § 675,579. including grants of $ 0. J{Revenue $ 6. )
HOUSING SERVICES FOR THE HCMELESS.

4c (Code: ) (Expenses $ 128,452. including grants of $ v. )J{Revenue $ 0. )
TUBERCULOSIS SHELTER FOR THE HOMELESS.

4d Other pregram services (Describe in Schedule O.)
(Expenses $ including grants of $ ) {(Revenue $ )
4e Total program service expenses p 9,541,898.
J=A Form 990 (2015

SE1020C 1.00D
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HEALTH CARE CENTER FOR THE HOMELESS, INC. 59-3185020

Form 890 (2015) Page 3
Checklist of Required Schedules
Yes | No
1 s the organization described in section 501(c)(3) or 4047(a)(1) (other than a private foundation)? if "Yes,”
complefe Schedile A, .« . v . vt vt i i e e e e e e e e N Nk e e e e e e 1 X
2 Is the organization required to complete Schedule B, Schedule of Contributors (see Instructions)?. . . . . .. ... 2 X
3 Did the organization engage in direct or indirect political campaign activities on behalf of or in opposition to
candidates for public office? If "Yes,"complete Schedule C, Part! . . . . . . . @ i i i i v i e e e s e nns 3 X
4 Section 501(c){3) organizations. Did the organization engage in lobbying activities, or have a section 501(h)
election in effect during the tax year? If "Yes " compiete Schedwle C, Parfll. . . . . . . . . . . . . i i v .. 4 X
5§ Is the organization a section 501(c)(4), SC1(c)(5), or 501(c)B) organization that receives membership dues,
assessments, or similar amounts as defined in Revenue Procedure 98-197 If "Yas,” compleie Schedule C,
£ 5 £
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? /f
"Yes, " complefe Schedule D, Part L . . . i e e e e e e e e et e e 6 X
7 Did the organization receive or hold a conservation easement, including easements to preserve open space,
the environment, historic land areas, or historic structures? If "Yes,” complete Schedule D, Partif. . . . . ... .. 7 X
8 Did the organization maintain collections of works of art, histerical treasures, or other similar assets? If "Yas,”
completfe Schedule D, Part 1l . . L . L L L e e e e e e e e e e e 8 X
9 Did the organization report an amount in Part X, line 21, for escrow or custodial account liability, serve as a
custodian for amounts not listed in Part X; or provide credit counseling, debt management, credit repair, or
debt negotiation services? If "Yes,"complete Schedule D, Part IV . . . . v v v v i i e e e e e e e e e 9 X
10 Did the organization, directly or through a related organization, hold assets in temporarily restricted
endowments, permanent endowments, or quasi-endowments? If "Yes,” complete Schedule D, Part V. . . . . . . . 10 X
11 If the organization's answer to any of the following questions is "Yes,” then complete Schedule D, Parts VI, e
VI, VIl IX, or X as applicable.
a Did the organization report an amount for land, buildings, and equipment in Part X, line 107 if "Yes"
complefe Schedule D, Part VI . . . . . . . . o i i i e it e e e e e e e e e e e 11a| X
b Did the organization report an amount for investments-other securities in Part X, line 12 that is 5% or more
of its total assets reported in Part X, line 167 If "Yes,"complete Schedule D, Part VIl . . . . . . v v v v o v v v v o . 11b X
¢ Did the organization report an amount for investments-program related in Part X, line 13 that is 5% or more
of its total assets reported in Part X, line 167 If "Yes,"complefe Schedule D, Part VIl . . . . . . v v v e v o o o v .. 11¢ X
d Did the erganization repart an amount for other assefs in Part X, line 15 that is 5% or more of its total assets
reparted in Part X, line 187 If "Yes,"complete Schedule D, Parf X . . . . . . . . . v v v v ... e e e e 11d X
e Did the organization report an amount for other liabilities in Part X, line 257 If "Yes,"complete Schedule D, Part X i11e| X
f Did the organizaticn's separate or consalidatsd financial statements for the tax year Include a footnote that addresses
the arganization's liability for uncertain tax positions under FIN 48 (ASC 740)? If "Yes," complete Schedule D, PartX ., . . . . . 11f X
12a Did the organization obtain separaie, independent audited financial statements for the tax year? If "Yes, " complete
Schedule D, Parts Xl and Xl . . . . . . 0 i i it it e e e e e e e e e e e e e e e e e e 12a| X
b Was the organization included in consolidated, independent audited financial statements for the tax year? /f
"Yes," and if the organization answered "No" to fine 12a, then completing Schedule D, Parts XI and Xl is optional . |12b X
13 Is the organization a school described in section 170(b)(1)(A)T)? If "Yes,” complete Schedule E. . . . . . . .. .. 13 X
14a Did the organization maintain an office, employees, or agents outside of the United States?. . . . . . . v o . - - . 14a X
b Did the organization have aggregate revenuss or expenses of more than $10,000 from grantmaking,
fundraising, business, investment, and program service activities outside the United States, or aggregate
foreign investments valued at $100,000 or more? If "Yes, " complete Schedule F, Parts fand IV, . . . . . ... .. 14b X
15 Did the organization report on Part IX, column (&), line 3, more than $5,000 of grants or other assistance to or
for any foreign organization? If "Yes,” complete Schedule F, Parts Hand IV . . . . . . . . . . . . @ i it i 15 X
16 Did the organization report on Part IX, column {A), line 3, more than $5,000 of aggregate grants or other
assistance to or for foreign individuals? If "Yes,” complete Schedule F, Paris ilfand IV . . . . . . . . v v v v v v .. 16 X
17 Did the organization report a iotal of more than $15,000 of expenses for professional fundraising services on
Part IX, column (&), lines 6 and 11e? If "Yes," complete Schedule G, Part | (see instructions). . . . . ... ... .. 17 X
18 Did the organization report more than $15,000 total of fundraising event gross income and contributions on
Part VIil, lines 1¢ and 8a7 If "Yes,"complete Schedule G, Parf Il . . . . . . . . . 0 @ o i e e e e e e e i8 X
1% Did the organization report mere than $15,000 of gross income from gaming activities on Part VI, line 9a?
if "Yes,"compiete Schedule G, Part il . . . . . . . e e e e e e e e e e e e e e e e 19 X
Form 920 (2015)
JSA
SE1021 1.000
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HEALTH CARE CENTER FOR THE HOMELESS, INC. 52-3185020

Form 890 (2015) Page 4
Checkiist of Required Schedules {continued)
Yes | No
20a Did the organization operate one or more hospital facilities? i "Yes,"complefe Schedule H. . . . . . .. ... .. 20a X
b If "Yes" to line 203, did the arganization attach a copy of its audited financial statements to this return? , , ., . . 20b
21 Did the organization repert more than $5,000 of grants or other assistance fo any domestic organization or
domestic government on Part IX, column (A), line 17 If "Yes," complefe Schedule |, Partstand . . . . . .. ... 21 X
22 Did the organization repori more than $5,000 of grants or other assistance fo or for domestic individuals on
Part IX, column (A), line 27 If "Yes,"complete Schedule | PartsTandIll. . . . .. . . .. oo i v o i oo oo . 22 X
23 Did the organization answer "Yes" to Part VI, Section A, line 3, 4, or 5 about compensation of the
arganization's current and former officers, directors, trustees, key employees, and highest compensated
employees? If "Yes," complete Schedule J . . . . o . it i e e e e e e e e e e 23 £
24a Did the organization have a iax-exempi 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 NG, g0 10 M€ 258 . .\ v . v i v e i e e e e e 24a X
b Did the organization invest any proceeds of tax-exempt honds 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-exemptbonds? . . . . . L L L L L e et e e 24c
d Did the organization act as an "on behalf of” issuer for bonds outstanding at any time duringtheyear? . . . . .. 24d
25a Section 501(¢)(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, Parfl . . . .. .. ... .. 25a X
b Is the organization aware that it engaged in an excess benefit transaction with a disqualified person in g prior
year, and that the transaction has not been reported on any of the organization's prior Forms 990 or 990-EZ?
fF7Yes,"complete Schedule L, Part | .« @ . o i it it e e e e e e e e e e e e e e e e e 25b X
26 Did the organization report any amount on Part X, line 5, 6, or 22 for receivables from or payables to any
current or former officers, directors, trustees, key employeses, highest compensated employees, or
disqualified persons? If "Yes, " complefe Schedule L, Partll . . _ . . . . 26 X
27 Did the organization provide a grant or cther assistance to an officer, director, trustee, key employee,
substantial contributor or employee thereof, a grant selection committee member, or to a 35% controlled
entity or family member of any of these persons? If "Yes,"complefe Schedufe L, Parfllf, . . .. . ... ... ... 27 X
28 Was the organization a party to a business fransaction with one of the following parties (see Schedule L,
Part iV instructions for applicable filing thresholds, conditions, and exceptions):
a A current or former officer, director, trustee, or key employee? If "Yes," complete Schedufe L, Partlv .. .. ... 28a X
b A family member of a current or foermer officer, director, trustee, or key employee? i "Yes,” complefe
Schedule L, PartIlV v v v v v i e e e e e e e e e e e e e e e e e e 28b X
¢ An entity of which a current or former officer, director, trustee, or key employee {(or a family member thereof)
was an officer, director, trustee, or direct or indirect owner? if “Yes,” complefe Schedule L, Part V. . . . . . . .. 28¢c X
2¢ Did the organization receive more than $25,000 in non-cash contributions? If “Yas, " complete Schedufe M. . . . | 29 X
30 Did the organization recelve contributions of art, historical treasures, or other similar assets, or qualified
conservaiion contributions? if "Yes,"complete Schedule M . . . . . . . o i it e e e e e e e e e e 30 X
3 Did the organization liquidats, terminate, or dissolve and cease operations? /f "Yes,” complete Schedule N,
T 31 X
32 Did the organization sell, exchange, dispose of, or transfer more than 25% of its net assets? /f "Yes”
complete Schedule N, Part I . . . o v v o i i i e s e e e e e e e e e e e e e e e e e e e e e e e 32 X
33 Did the organization own 100% of an entity disregarded as separate from the organization under Regulations
sections 301.7701-2 and 301.7701-37 if "Yes,"completfe Schedule R Part! . . . . .« v & i v o i v i i e e 33 X
34 Was the organization related to any tax-exempt or taxable entity? If "Yes," complete Schedule R, Part if, Ifi,
oriV,and Part V line 1 . L o L o e o i e e e e e e e e e e e e e et e e e e e 34 X
35a Did the organization have a controlled entity within the meaning of section 512(b)(13)?, _ . . ... .. ... .. 35a X
b If "Yes" to line 35a, did the organization receive any payment from or engage in any transaction with a
controlled entity within the meaning of section 512(b)(13)? If "Yes," complete Scheduie 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, ine 2 . . ., . @ v v i i e e e e e e e e 36 X
37 Did the organization conduct more than 5% of its activities through an entity that is not a related organization
and that is treated as a partnership for federal income tax purposes? i "Yes,” complete Schedule R,
Part VI, o o o e e e e e e e 37 X
38 Did the organization complete Schedule O and provide explanations in Schedule O for Part VI, lines 11b and
197 Note. All Form 990 filers are required to complete Schedule O. 38 X
Form 990 (2015)
JSA
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HEALTH CARE CENTER FOR THE HOMELESS, INC. 59-3185020
Form 890 (2015}

Statements Regarding Other IRS Filings and Tax Compliance
Check if Schedule O contains a response ornoteto any linginthisPartV . . . . o o oo oo o i i o oo oot

10T

1a Enter the number reported in Box 3 of Form 1096. Enter -0- if not applicable. . . . ... ... 12 :
0.}

Enter the number of Forms W-2G included in line 1a. Enter -0- if not applicable. . . . . . ... 1b
¢ Did the organization comply with backup withholding rules for reportable payments fo vendors and
reportable gaming (gambiing) winnings to prize winners? . . . . . . . ¢ . . v i v s m s e e e e e
2a Enter the number of employses reported on Form W-3, Transmittal of Wage and Tax ol

Statements, filed for the calendar year ending with or within the year covered by this return \ 2a | 154,
b If at least one is reporied on line 2a, did the organization file all required federal employment tax returns? | 2b iol I
Note. If the sum of lines 1a and 2a is greater than 250, you may be required to e-fife (see instructions) . . . . . . . T i S
3a Did the organization have unrelated business gross income of $1,000 or more duringtheyear? ., .. ... .. .. sa X
b ¥ "Yes," has it filed a Form 890-T for this year? if “No” fo line 3b, provide an explanation in 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
oot o L1141 4a |
b If “Yes,” enter the name of the foreign country: » i
See instructions for filing requirements for FInNCEN Form 114, Report of Foreign Bank and Financial Accounts
(FBAR).
5a Was the organization a party te a prohibited fax shelter transaction at any time during the taxvyear?. . . . .. ...

o

b Did any taxable party notify the organization that it was or is a party to a prohibited tax shelter transaction? | Sb X
¢ If "Yes" to line 5a or 5b, did the organizationfile FOrm 8886-TZ . . . . . v 4 v & i v v v e ot m et me s e an Sc
6a Does the organization have annual gross receipts that are normally greater than $100,000, and did the
crganization solicit any centributions that were not tax deductible as charitable contributions? . . . ... .. ... 6a X
b If "Yes," did the organization include with every solicitation an express statement that such contributions or
gifts were not taxdeductible® . . . ... L L ... e e e e e e e &b _

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 panly for goods [...of.. fp.

and services provided to the Payor? . . . v v v v v v v v e e e e e e e e e e 7a | X
b i "Yes," did the organization notify the donor of the value of the goods orsenvices provided? . . . ... .. “ . L7b X
¢ Did the organization sel, exchange, or otherwise dispose of tangible personal property for which it was

required to file FOrm 82822 . . . . . .. i i i e e e e e e Te_
d If "Yes," indicate the number of Forms 8282 filed duringtheyear . . . . .. . ... ... ... | 7d |
e Did the organization receive any funds, directly or indirectly, to pay premiums on a personal benefit contract? | 7e X
f Did the organization, during the year, pay premiums, directly or indirectly, on a personal benefit contract? _ . . . . 7f X
g If the organization recsived a contribution of qualified intellectual property, did the organization file Form 8899 as required? | 79
h

If the organization received a contribution of cars, beats, airplanes, or ather vehicles, did the organization file a Form 1098-C? 77h
8 Sponsoring organizations maintaining donor advised funds. Did a donor advised fund maintained by the | ‘
sponsoring organization have excess business holdings atany time duringtheyear?. . . . . .. . .. .. .. ...

9 Sponsoring organizations maintaining donor advised funds.
a Did the sponsoring organization make any taxable distributions under seciion 49667 . . . . . . . .. .. .. ... 9a

b Did the spansoring organization make a distribution to a denor, donor advisor, or related person?. . . . . . . . . . | 9D
10  Section 501(c){7} organizations. Enter: ’

a |Initiation fees and capital contributions included on Part VIIL line 12 « v @ v v v v v v v v w o . 10a

b Gross receipis, included on Form 990, Part VI, ling 12, for public use of club facilities. . . . . 10b
11 Section 501(c)(12) organizations. Enfer:

a Gross income from members orsharcholders. « « « « -« v v v o i u v d e e e e oo 11a

b Gross income from other sources (Do not net amounts due or paid to other sources

against amounts due or received from them.) . « « + ¢ o v ot v e h e e e e e 11b 2

12a Section 4847(a)(1) non-exempt charitable trusts. Is the organization filing Form 990 in lieu of Form 10417 (12a| |

b If "Yes," enter the amount of tax-exempt interest received or accrued during the year. . . . . . 12b e L
13 Section 501 (c){29) qualified nonprofit health insurance issuers. .

a Is the organization licensed to issue qualified health plansin morethan one stafe? v « - v < v @ v v v v v v v v v u s 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 toissue qualified healthplans - . . . . . .. .. .. .. ... ... 13b
¢ Enterthe amountofreservesonhand. - . . . . o o i i it i e e e e e e e e 13c RN |
14a Did the organization receive any payments for indoor tanning services during the taxyear? . . . ... .. .. ... 14a bl
b _If "Yes," has it filed & Form 720 to report these payments? If "No, " provide an explanation in Schedule © . . . . . . 14h
427040 1.000 Form 990 (2015)
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Form 890 (2015) HEALTH CARE CENTER FOR THE HOMELESS, INC. 58-3185020 Page 6

»

Governance, Management, and Disclosure For each "Yes” response fo lines 2 through 7b below, and for a "No
response to line 8a, 8b, or 10b below, describe the circumstances, processes, or changes in Schedule Q. See instructions.

Check if Scheduls O contains a responsa or note foany lineinthis Patvl o« o v o v o i oo v i it o i it oo n s

Section A. Governing Body and Management

1a

Enter the number of voting membars of the governing body at the end of the taxyear . . . . . 1a o R A

If there are material differences in voting rights among members of the governing body, or if the governing
body delegaied broad authority to an executive committee or similar committes, explain in Schedule 0.

1b

b Enter the number of voting members included in line 1a, above, who are independent . . . . .
2 Did any officer, director, frustee, or key employee have a family relationship or a business relationship with
any other officer, director, trustee, orkeyemployee? . . . . . . . . . .. oL L. e
3 Did the organization delegate conirol over management duties customarily performed by or under the direct
supervision of officers, directors, or trustees, or key employees to a management company or other person? . . 3 X
4  Did the organization make any significant changes to its governing documents since the prior Form 990 was filed?. . . . . . 4 %
5 Did the crganization become aware during the year of a significant diversion of the organization's assets?. . . . 5 X
6 Did the organization have members orsiockholders? . . v o v v o v 0 o e s i s e s s e e e 6 X
7a Did the organization have members, stockholders, or other persons who had the power to elect or appoint
ong or more members of the governing body? - . . . . . . o o o L L o e e e e 7a X
b Are any govemance decisions of the organization reserved to {or subject to approval by) members,
stockholders, or persons other thanthe governing body? . . . . - & 0 o v o o n i h b e i e e e s e
8 Did the organization contemporanecusly document the meetings held or written actions undertaken during
the year by the following:
B8 The gaverning BOY 7. « .« o v c e st e e e e e e e e e e e e e e e e e e e e e 8a | X
b Each committee with authority to act on behalf of the governingbody? . . . . . . . . . . i it o 8b | X
9 Is there any officer, director, trustee, or key employee listed in Part VI, Section A, who cannot be reached at
the arganization's mailing address? [f "Yes, " provide the names and addressesin Schedule O, , . . . . v v . . . 9 X
Section B. Policles (This Section B requests information about policies not required by the Infernal Revenue Code.)
Yes | No
10a Did the organization have local chapters, kranches, oraffiliates? . . . . . . . . . . . v i i v o i i ol 10a £
b If "Yes," did the organization have written poiicies and procedures governing the activities of such chapters,
affiliates, and branchss 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? . 1 1_a
b Describe in Schedule O the process, if any, used by the organization to review this Form 980.
12a Did the organization have a written conflict of interest policy? If "No,"gofefine 13 . . . . . . . . . .. . .. .. 12a
b Were officers, directors, or trustees, and key employees required to disclose annually interests that could give
FISE 10 COMMICST & « v 4 v v st v e s e e e e h et e e e 12b| X
¢ Did the organization regularly and consistently monitor and enforce compliance with the policy? i “Yes,”
describe in Schedule Ohow thiswasdone « « « v v o o v . . e I 1 RS
13  Did the organization have a written whistleblowerpolicy?. . . . . . . . o L i i i it i e e
14  Did the organization have a written document retention and destruction pelicy?. . . . . . . .. .o .o oL
15 Did the process for determining compensation of the following perseons include a review and approval by
independent persens, comparability data, and contempoeraneous substantiation of the deliberation and decision?
a The organization's CEOQ, Executive Director, or top managementofficial . - . - . . . - v v v v v v v v o 0w o v
b Other officers or key employees of theorganization . . -« v v v v o v v v v v i o v e s s r s s e e
If "Yes" to line 15a or 15b, describe the process in Schedule O (see instructions).
16a Did the organization invest in, contribute assets to, or participate in a joint venture or similar arrangement
with ataxable entity duringtheyear? . . . . . . . . . L . L L oo oo
b If "Yes," did the organization foliow a wriiten policy or procedure requiring the organization to evaluate its

participation in joint venture arrangements under applicable federal tax law, and take steps to safeguard the [coacllol .
organization's exempt status with respectto sucharrangements? . . . . . . .. . oL L Lo oLl L. 16h

Section C. Disclosure

17  List the states with which a copy of this Form 980 is required to be filed

18 Section 6104 requires an organizaiion to make its Forms 1023 (or 1024 if applicable), 990, and 890-T (Section 501{c)(3)s only}
available for public ingpection. Indicate how you made these available. Check all that apply.
Own website Another's website Upon request \:l Other (explain in Schedufe O}

19  Describe in Schedule O whether (and if so, how) the organization made its governing documents, conflict of interest policy, and
financial statements available te the public during the tax year.

20  State the name, addrass, and teieghone number of the person who possesses the organization‘s books and records: e

BAKART F. BURNS, MPH, MBA 232 NORTH ORANGE BLOSSOM TRATIL O 0, FL 32805 07-428-5751
J8A Form 990 (2015)
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Form 890 (2015) HEALTH CARE CENTER FOR THE HCMELESS, INC. 59-3185020 Page T

LEITAN] Compensation of Officers, Directors, Trustees, Key Employees, Highest Compensated Employees, and
Independent Contractors
Check if Schedule O contains a response ornoteto anylineinthisPartVIE. .. ... ... ... et
Section A.  Officers, Directors, Trustees, Key Employees, and Highest Compensated Employees
1a Complete this table for all persons required fo be listed. Report compensation for the calendar year ending with or within the
organization's tax year.

o List all of the organization's current officers, directors, trustees (whether individuals or organizations), regardiess of amount of
compensation. Enter -0- in eolumns (D), (E), and (F) if no compensation was paid.

o List all of the organization's current key employees, if any. See insiructions for dsfinition of "key employes.”

& |ist the organization's five current highest compensated employeas {(other than an officer, director, trustee, or key employes)
who received reportable compensation (Box 5 of Form W-2 and/or Box 7 of Form 10989-MISC) of more than $100,000 from the
organization and any related organizations.

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

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

List persons in the fellowing order: individual frustees or direciors; institutional trustees; officers; key employees; highest
compensated employees; and former such persons.

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

{C)
(A (B) Position (D) E) F
Name and Tite Average | (do net check more than one Reportable Reportable Estimated
hours per | box, unless person is both an compensation {compensation from amount of
week (list any| officer and a director/trustee} from related other
hoursfor [ozf ] o]l m=[e x| the organizations compensation
related | a8 2| 3| 2|38 | S|  organization | (W-2/1099-MISC) from the
organizatons| BE 1 £ | £ | 5 (28 | 8 | (W-2/1099-MISC} organization
below dottec| § £ | 3 5|58 and related
line) g_ 5 g -?D organizations
@
(=%
_(0&. BRUCE GORDY, DMD | _1.00
CHATRMAN - DIRECTQOR g X X 0 9] 0
_(JRSON =. RIMES, 2SQ. | _1.00]
VICE CHATIRMAN - DIRECTOR 0 X X 0 o] 8]
3)SELENA WILLIAMS 1.00
~  SECRETARY - DIRECTOR |  0.| X X 0. 0. 0.
J{HXEITE CROWE, MBA | _1-00]
TREASURER - DIRECTCR 0. X X 0. 0. 0.
_{SANTONIO O. ARIAS, MBA = _ 1-00]
DIRECTOR 0 X o 0 o
_{G)FIERRE ARSENEC = [ _1.00]
DIRECTOR 0 x 0. 8] 8]
_{7)BRKARI F. BURNS, MPH, MBA | 55.00)
DIRECTOR - PRESIDENT & CEO 0. X X 121,429. o. 13,506.
_{(8)DONNA MATHEWS .00
DIRECTOR 0 X o} 0 o}
_(9)ESMERALDE SERRANO | _1.00]
DIRECTOR 0 X 0 0 0
(QCLIFE C. MORRIS, JR., PH.D. | 1.00]
DIRECTOR - EX-QFFICIO 0. X 0. 0. 0.
({)ERANCOEUR CADET, D.O. | _35-00]
CHIEF MEDICAL OFFICER 0. X 174,815. 0. 17,859.
(12)AMRITA MUKRERJEE, M.D. | 55.00]
PHYSICIAN 0. X 155,048. 0. 5,445,
(13)JUAN CARLOS PINZON, DDS | 55.00
DENTIST Q. X 146,711. 0. 16,822.
(14)ANTONY LEE, DDS 53-00
DENTIST 0. X laz2,287. g. 27,140.
JSA Form 990 (2015)

5E1041 1.000
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HEALTH CARE CENTER FOR THE HOMELESS, INC. 59-3185020

Form 590 (2015) Page &
GELRYI)  Section A. Officers, Directors, Trustees, Key Employees, and Highest Compensated Employees (continued)
(A) ® () (D) (E) F)
Name and title Average Position Reportable Reportabie Estimated
hours per | {do not check more than one compensation |compensation from amount of
weak {list any | DO, unless person s both an from related ather
hours far officer and & diractorfirustee) the organizations compensation
reiates |SZ 2 S| F|5&|3| organization | (W-2/1098-MISC) from the
organizations | & Z £ % e :g § 2 | (W-2/1088-MISC) organization
belowdotted | 8 & 1 F AR and related
ling) SZ | B 2|(®8 organizations
2= ] ]
22 © ©
g1& o
] ]
a
( 15} SUZY BOULES, M.D. 55.00
PHYSICIAN 0. X 122,176, 0. 15,031.
16} JOMEERERA MAHONE 55 .70707
CHIEF PHARMACY OFFICER o X 118,90C0. 0. 9,413.
ib Sub-total » 810,290. o. 80,772.
¢ Total from continuation sheets to Part VII, SectionA , , . ... ....... > 241,07¢6. 0. 24,464.
dTotal(add lings 1hand 1€} . . . . . . 0 o v i i it it i e e e e e | 1,051,366. 0. 105,236.
2 Total number of individuals (including but noi limited te those listed above) who received more than $100,000 of
reportable compensation from the organization » 8

3 Did the organization list any former officer, director, or trustee, key employee, or highest compensated
employee on line 1a7? If "Yes,” complefe Scheduie J for such individual . . . . . . @ v v o o 0 o e e e e e e e e e e .

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 $150,0007 I/ “Yes,” complefe Schedule J for such
BT o Lo 1

§ Did any persen listed on line 1a receive or accrue compensation from any unrelated organization or individual
for services rendered to the organization? /7 “Yes,” complefe Schedule Jforsuchperson . . .. .. ... ... .. ..

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

ATTACHEMENT 2

2 Total number of independent contractors (including but not limited to those listed above) who received
more than $100,000 in compensaticn from the organization » 1 L L

15 155 1.000 Form 990 (2015)
7432K0 UE00 PAGE 8




Form 980 (2015) HEALTH CARE CENTER FOR THE HOMELESS, INC. 59-3185020 Page 9
RELUREIR  Statement of Revenue
Check if Schedule O contains aresponse ornoteto anylineinthisPatVIll. . . .. .. .. . .. it it u
: ‘ (A) (B) {c) {D)

Total revenue Related or Unrelated Revenue
exempt business excluded from tax
function revenue under sections
revenue 512-514

22| 12 Federated campaigns « « - - . . . . 1a 9,185,
3 E b Membershipdues. . . -« « 4 4« 1b
#<| ¢ Fundraisingevents .. ....... 1c 58,062,
[T d Related organizations . « . - . . . . id
gﬁ% e Government grants (contribufiong) . . | 1e 5,645,962,
'*EE f Al other contributions, gifts, granis,
;'.é a and similar amounts not included above if 2,001,804,
§§ g Noncash contributions included in lines 1a-1f: $ 1,030,074, it
h Total Addlinges 18-1F + v o v v o w @ e v v o v o v v o . » 8,715,012
E Business Code
% 33 NET PROGRAM SERVICE REVENUE 621200 2,538, 004. 2,538,004.
E b
g c
n d
4 f All cther program service revenue . . . . .
B! g Total AGAiines 28-2f « o« v v 4 ot 4 i i 4 e o » 2,538,004 |
3 Investment income (including dividends, interest,
and other similar amounts), A7 FRGHEMENT 30 > 2,784 2,784,
4  Income from investmen: of tax-exempt bond proceeds . M c.
§ Rovalfies . . . . . . ... it it i i »
{i) Real (ii) Personal
6a Grossrents « « « 20w ow
Less: rental expenses . . -
¢ Rental income or (loss)
d Netrentalincomeor{loss). . « + « v & v v v & 4 4 o o« >
7a Gross amount from sales of (i} Securities (ii} Other
asseis other than inventory 14,917, |
b Less: cost or other basis
and sales expenses . . . . 2,633
¢ Ganor{less) « « . .. .. 12,282 .
G Netgainor(loSs) » « v v v v s v s o 2 0 2 o 5 0 5 & & . » 12,284 12,284
g | 8a Gross income from fundraising et
H events (net including $ 58, 0et.
,_!Z’ of contributlons reported on line 1c}.
5 SeePartiV,line18 . . . .. .. .. .. a
‘g‘ b Less: directexpenses . . . . . . .. .. b
¢ Net income or {loss) from fundraising events .
9a Gross income frem gaming activities.
See PartV,line19 |, . . . .. .. ... a
b Less directexpenses « « « ¢ s v s o 4 s b
¢ Net income or {foss) from gaming activities.
10a Gross sales of inventory, less
returns and allowances . , .. .. |
b Less:icostofgoodssold . . . . .. ... b
c Netincome or (loss) from sales of inventory, . . . .. ..
Miscellaneous Revenue Business Code
11a
b
[
d Allotherrevenue . « « « « v 4o & & & 5 0
e Total A lines 118-11d « « + v v & v v w m v v v oot » 0 A
12  Total revenue. See instructions. . & . & o o v 4 4 4. .. » 11,268,084 2,538,004 15, 068.
JSA

5E1051 1.000

7432KU UsC0
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Ferm 990 (2015) HEALTH CARE CENTER FOR THE HOMELESS, INC. 59-3185020 Page 10

=T bl Statement of Fungtional Expenses
Section 501(c)(3) and 501(c)(4) organizations must complete alf columns. All other organizations must complefe column (A).

Check if Schedule O contains a response or notetoanylineinthis Part X |, , ., ... ..... e e e e e e |_]
Do not include amounts repo’ted on fines 6b, 7b’ Total e(sigenses Progra(rﬁ)sewioe Managgr:gent and Funrgll?a)ising
8b, 9b, and 10b of Part Vil expenses general expenses expenses

1 Granis and other assistance to domestic organizations
and domestic governments. See Part IV, line21. . . . 0. :

2 Grants and ofher assistance 1o domestic
individuals. See Part IV, line 22 . . . . . ... . 152,519. is52,51s.

3 Grants and other assistance to foreign
organizations, foreign governments, and foreign
individuals. See Part IV, lines 15 and 18 0.

Benefits paid to or for members 0.

Compensation of current officers, direciors,
trustees, and key employees 844,477, 743,140. 84 ,447. 16,890.

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

persons described in section 4958(c)(3)YB) , | , . . . 0.
7 Other salarfesandwages . . . _ . . . . . . .. 5,202,679. 4,438,488. 680,173. 84,018.
8 Psnsion plan accruals and contributions (include
section 4071 (k) and 403(b) employer contributions) 110,101. 96,958, 11,373. 1,770.
9 Other employeebensfits . . . . . .. P 433,482. 368,460, 55,052. 9,8970.
10 PayrollBES « = v v o v e e vt e e e e 437,425 377,333. 52,528. 7,564.
11 Fees for services (non-employees):
a Management _ ... . ...... Q.
blegal . .. ... ... ... 20,936. 20,936.
eAccounting |, L, ... ... ... ..., 20,700. 20,700,
dlobbying ... ... 0-
e Professional fundraising services. See Part IV, line 17, 0.
f Investment managementfees |, , ., ... .. 0.
g Qiher. (If line 11g amount exceeds 10% of line 25, column
(A) amount, list line 11g expenses on Schedule 0), . . . . . 240,713, 211,791. 28,368. 554.
12 Adveriising and promotion , . ., .. ..... 20,751. 628. 20,323.
13 OffiCEEXpenses . . v v v e v e e s v sn s 295,500. 221,741. 56,384. 17,375.
14 Informationfechnology. . . . . .. .. .. .. 327,996. 246,647. 80,025. 1,324,
15 Royalties, . . .. .. ........ e C.
16 OCCUPENGY .+ v o v e e ee ee e e e 356,102. 305,901, 49,467. 734.
17 Travel . o e e e 91,604. 57,608. 33,354. 642,
18 Payments of travel or eniertainment expenses
for any federal, state, or local public officials 0.
18 Conferences, conventions, and meetings . _ . . 38,335, 30,835. 4,732. 2,7&8.
20 Interest . .. .. ... ... ... 816 . 813. 3.
21 Paymentstoaffilistes, . . . . .o v ... .. 0.
22 Depreciation, depletion, and amortization | , |, | 311,310, 145,280. 165,454. 476.
23 INSUTANCE . . . & . v e e e e e 126,830. 112,933. 11,934. 1,963.
24 Other expenses. Itemize expenses not covered
above (List miscellaneous expenses in line 24e. If
line 24e amount exceeds 10% of line 25, column
(A) amount, list line 24e expenses on Schedule GJ)
aDISPENSARY =~ 1,030,074, 1,030,074.
pMEDICAL, SUPPLIES 611,026. 610,531, 95.
¢LAB FEES = 330,428. 330,428.
dDUES & SUBSCRIPTIONS 52,374. 25,218. 22,921. 3,235,
e All other expenses _ _ _________ _ _____ 58,766 . 34,072. 21,508. 3,186.
25 Total functional expenses. Add lines 1 through 24e 11,114,544, 9,541,838, 1,420,577. 152,469,
26 Joint costs. Complete this line only if the
organization reported in column (B} joint costs
from a combined educational campaign and
fundraising sciicitation. Check here if
following SOP ¢8-2 (ASC 958-720) . . . . . . . 0.
48A Form 990 (2015)
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HEATTH CARE CENTER FOR THE HOMELESS, INC. 59-3185020

Form 990 (2015) Page 11
Balance Sheet
Check if Schedule O contains a response or note toany linginthisPart X, . . .. ... ....... e e e B3
{A) (B}
Beginning of year End of year
1 Cash-non-interest-bearing . . . . . .. ... ... 961,887.] 1 822,007
2 Savings and temporary cashinvestments, _ . .. .. ... ... ..... 1,138,722.] 2 1,502,604.
3 Pledges and grants receivable, net . ... ... 307,651.] 3 274,582.
4 Accounts receivable, net L L 112,203.| 4 215,564,
§ Loans and other receivables from current and former officers, directors,

trustees, key employess, and highest compensated employees.
Compleie Part Il of Schedule L 0.i 5 0.

6 Loans and other recaivables from cther c}is-qdaiiﬁ.eci p.er.so.né (:as. defined under section
) 4958(f)(1)), persons described in section 4958(c)(3)(B), and contribuiing employers

and sponsoring organizations of section 501(c)(g) voluntary employees' beneficiary

@ organizations (see instructions). Complete Part Il of Schedule L~ | 0. 6 a.
‘g‘;’ 7 Notes and loans receivable, net L L. 0. 7 Q.
& 8 Inventoriesforsaleoruse ... ... ... ... ..., 0. 8 0.
9 Prepaid expensesanddeferredcharges . . . . . . .. .. ... ....... 223,680.| 9 238,734,
10a Land, buildings, and equipment: cost or
other basis. Complete Part V] of Schedule D 10a 6,061,846.
b Less: accumulated depreciation. . . . ... . .. 10b 3,163,253, 2,690,685.{10c 2,898,593,
11 Investments - publicly traded securitfes . _ . . . . . .. : ATCH & 12,632,011 10,000.
12 Investments - other securities. See Part IV, line 11, _ . . .. ... . ... .. 0.1 12 0.
13  Investments - program-related. See Part IV, line 11 , _ . . .. . . ... ... 0.113 0.
14 Intangbleassets, . . .. ... .......... e 0-114 0.
16 Other assets. See Part IV, line 11 _ _ . . . . . . . . . 0 ' i i 27,942.[15 31,298,
16 Total assets. Add lines 1 through 15 (mustequalline 34) . . . ....... 5,475,410.[18 5,923,842,
17 Accounts payable and accrued expenses . . . . .. ... ... 525,131.:17 674,705,
18 Grantspayable . . . .. .. .. ............. e 0.[ 18 c.
19 Deferred fevenue . . . .. .. ................. ATCH 7. | 772,441.[ 19 1,008,235,
20  Taxexemptbond llabiliies . . . .. .., ., ... ... .. ... ... ... 0. 20 0.
21 Escrow or custodial account liability. Complete Part IV of Schedule D | | | | 0.l 21 0.
$(22 Loans and other payables to current and former officers, directors,
g trustees, key employees, highest compensated employses, and
- disqualified persons. Cemplete Part Il of Schedule L _ . . . . . .. ... , 0.l 22 0.
~|23  Secured morigages and notes payable to unrelated third parties | _ _ . . | . 59,245.|1 23 39,169,
24  Unsecured notes and loans payable to unrelated third parties. | _ _ . . . . . 0. 24 0.

25 Other liabilities {including federal income tax, payables to related third
parties, and other liabilities not included on lines 17-24). Complete Part X
of Schedule D 0.l 25 0.

26 Total liabilities. Add lines 17 through25_ . . _ . ., . ., ... ....... 1,356,817.]26 1,722,109,
Organizations that fotlow SFAS 117 (ASC 958), check here P Il, and
§ complete lines 27 through 29, and lines 33 and 34.
527 Unresiricted netassets = ... ...... . .. ... ... .. .. 3,986,692.| 27 4,134,023,
S 128  Temporarily restricted netassets | . . ... ... 131,501.] 28 137,710.
Z|29 Permanently restricted netassets, ., ... ..... .. .. . ... . ... 0.l 29 0.
P Organizations that do not follow SFAS 117 (ASC 958), check here P D and
5 complete lines 30 through 34.
% 30 Capital stock or trust principal, or currentfunds . .. . . 30
%181 Paid-in or capital surplus, or land, building, or equipmentfund _ 31
<32 Retained earnings, endowment, accumulated income, or other funds . 32
Z|33 Totalnetassetsorfundbalances .. ... ... ... 4,118,593.| 33 4,27%,733.
34  Total liabilities and net assets/fund balances, . .. ... ... . . . ..... 5,475,410.| 34 5,993,842,

Form 990 (z015)
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HEALTH CARE CENTER FOR THE HOMELESS, INC. 59-3185020

Form 880 (2015)
el Reconciliation of Net Assets

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

1 Total revenue (must equal Part VIII, column (A), ine12) . . . . . .. ... e e e e 1 11,268,084,
2 Total expenses (must equal Part IX, column (A), In@25) _ . . . . . . .. . it 2 11,114,944.
3 Revenue less expenses. Subtractline2fromline 1 . _ . _ . . . . . . . ... ... .. ... 3 153,140.
4 Netassets or fund balances at beginning of year (must equal Part X, line 33, column (A) . . . . . 4 4,118,593,
5 Netunrealized gains (lossesyoninvestments | | . . . . . . . .\ 0 5 0.
6 Donated services and use offacilities , , . . .. ..... e e e [ 0.
7 OINVeSIMeNt eXPENSES . | | . L L L L L L L it e e 7 0.
8 Priorperiod adjustments | |, . . .. L L e 8 0.
9 Other changes in net assets or fund balances (explain in Schedule G) . _ . . . . . ... ..... 9 0.
1¢ Net assets or fund balances at end of year. Combine lines 3 through @ (must equal Part X, line
33, COlUMN (B . . . L L L L i i e e e e e e e s e e e e e e e aexea e w e . . 10 4,271,733.
Financial Statements and Reporting
Check if Schedule O contains a response ornote fo anylinginthisPart Xl . . .. .. .. .. .. ... ....
Yes | No
1 Accounting method used to prepare the Form ¢80 |:’ Cash Accrual |:’ Other
If the organization changed its method of accounting from a prior year or checked "Other,” explain in
Schedule O.
2a Were the organization's financial statements compiled or reviewed by an independent accountant? | | 2a X
If "Yes," chack 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 D Consolidated basis |:| Both consolidated and separate basis
b Were the organization's financial siatements audited by an independent accountant? . . . . . . e 2b | X
If "Yes," check a box below to indicate whether the financial statements for the year were audited on a
separate basis, consalidated basis, or both:
Separate basis |:| Consolidated basis I:‘ Both consolidated and separate basis
¢ [f "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¢ | X
If the organization changed either its oversight process or selection process during the tax year, explain in
Schedule Q.
3a As aresult of a federal award, was the organization required to undergo an audit or audiis as set forth in
the Single Audit Act and OMB CircUlar A=1337 & 4 it i i st e e s e m st h e e e e e e e e 3a | X
b If "Yes," did the organizatien undergo the required audit or audits? If the organization did not undergo the
required audit or audits, explain why in Schedule Q and describe any steps taken to undergo such audits. 3b | X
Farm 990 (2015)
JSA
5E1054 1.000
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SCHEDULE A Public Charity Status and Public Support OMB No. 1545-0047

(Form 980 or 290-EZ) Complete if the organization is a section 501(c)(3) organization or a section
4947(a)(1) nonexempt charitable trust.

Department of the Treasury - Attach to Form 980 or Form 990-EZ. ) QOpen to I?ublic
Intemal Revenue Service > Information about Schedule A (Form 980 or 880-EZ) and its instructions is at www.irs.gov/form990. UL Vel Ty
Name of the organization Employer identification number
BEATTH CARE CENTER FOR THE HOMELESS, INC. 55-3185020

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 11, 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 or 990-EZ}.)

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

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 | | Afederal, 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). (Compleie Pari Il.)

8 B A community trust described in section 170{b){1}{A){v1). (Compleie Part I..)

] An organization that normally receives: (1) more than 331/2 % of its support from contributions, membership fees, and gross
receipis from activities related to its exempt functions - subject to certain exceptions, and (2) no more than 331/3% of its
support from gross investment income and unrelated business taxable income (less section 511 iax) from businesses
acquired by the organization after June 30, 1975. See section 509(a)(2). (Compiete Part [I1.)

10 An organization organized and operated exclusively to test for public safely, See section 509(a)(4).
" An organization organized and operated exclusively for the benefit of, to perform the functions of, or fo carry out the purposes of

one or more publicly supported organizations described in section 509({a)(1) or section 509(a)(2). S=se section 509(a)(3). Check
the box in lines 11a through 11d that describes the type of supporting erganization and complete lines 11e, 11f, and 11g.
a D Type |. A supporting organization operated, supervised, or caonirolled by its supporied organization(s), typically by giving
the supported organization(s) the power to regularly appoint or elect a majority of the direciors or trustees of the supporting
organization. You must complete Part IV, Sections A and B.

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

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

d Type Il 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 thatitis a Type [, Type I, Type Il
functionally integrated, or Type Ill non-functionally integrated supporting organization.

T Enter the number of supported organizations . . . . . . . . o it it it e e e e e e e e e e e, |:’

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

(I} Narme of supported organization {ii} EIN (iii) Type of organization 1 {iv) Is the organization| (v) Amount of monetary (vi} Amount of
(described on lines 1-8  |listed in your governing support (see cther support (see
above (see instructions)) document? instructions} instructions)
Yes No

(A)

(B}

(©

(D}

(E)

Total

For Paperwoerk Reduction Act Notice, ses the Ingtructions for Schedule A (Form 950 or 990-EZ) 2015

|, Form 920 or 990-EZ.
SEI2101.000 74 33K U600 PAGE 13



HEALTH CARE CENTER FOR THE HOMELESS, INC. 59-3185020

Schedule A (Form 990 or 950-E7) 2015 Page 2
cldlf  Support Schedule for Organizations Described in Sections 170(b}{1)(A}iv) and 170(b)(1}{A)(vi}
(Complete only if you checked the boxonline 5, 7, or 8 of Parti or if the organization failed to qualify under
Part lll. If the organization fails to qualify under the tests listed below, piease complete Part lil.)
Section A. Public Support
Calendar year (or fiscat year beginning in) » (a) 2011 {b) 2012 (€) 2013 {d)y 2014 {e) 2015 {f) Tota!
1 Gifts, grants, contributions, and
membership fees recelved. (Do not
include any "unusuai grants.™ , , . .. . 4,661,931. 5,252,074, 5,786,481. 6,968,393, 8,715,012. 31,383,891.
2 Tax revenues levied for  the
organization's bensfit and sither paid
toorexpended onits behalf . _ _ | | | | 9-
3 The wvalue of services or faciities
furnished by a governmental unit to the
organization without charge . , . , . . . &
Total. Add lines 1 through 3. . _ . . . . 4,661,931, 5,252,074. 5,786,481 6,968,393, 8,715,012. 31,383,891,
5 The portion of total contributions by
each person (other than a
governmental unit or puklicly
supporied organization) included on
line 1 that exceseds 2% of the amount
shown on line 11, column ¢fy_. _ _ . _ . . g
8  Public support. Subtract line 5 from line 4. 31,383,8581.
Section B. Total Support
Calendar year (or fiscal year beginning in] » (a) 2011 {b) 2012 (c) 2013 {d} 2014 {e) 2015 {f) Total
7 Amourtsfromiined . ... ...... 4,661,931, 5,252,074. 5,786, 481. §,968,393. 8,715,012. 31,383,851
8 Gross income from interest, dividends,
payments received on securities loans,
renis, royalties and income from similar
SOUTCES . . . . L e e e 198. 626. 673, 1,488, 2,784, 5,775.
9 Net income from unrelated business
activities, whether or not the business
isreguiarlycarriedon _ | |, ., . . ... iR
10 Other income. Do not include gain or
loss from the sale of capital asseis
(Explainin PattVvt)y , _ .. ... ... 55,993. 41,122. 50,301, 56,679. 46,817. 250,912,
11 Total support. Add lines 7 through 10 | | 31,640,578.
12  Gross receipts from related activities, ste. (see instructions) | . . . . . . . . . .. .. ... ... e e e 12 8,938,085
13  First five years. If the Form 990 is for the organization's first, second, third, fourth, or fifth tax year as a section 501(c)(3)
organizafion, check this boxandstophere . . . . .. .. .. .. .4 v u s §aw e w4 e x e s s s xemmxaasmk . > |:‘
Section C. Computation of Public Support Percentage
14  Public support percentage for 2015 (line 8, column (f) divided by line 11, column (A} . . . . . . . . 14 99.19%
15 Public support percentage from 2014 Schedule A, Part I, ine 14 . . . . . . .\ o v oo n oo 15 99.54 94

t6a 331/3% support test - 2015, If the organization did not check the box on line 13, and line 14 is 331/3% or more, check

this box and stop here. The organization qualifies as a publicly supported organization

>

b 33113% support test - 2014. If the organization did not check a box on line 13 or 16a, and line 15 is 331/3% or more,

check this box and stop here. The organization qualifies as a publicly supported organization

» [

17a 10%-facts-and-circumstances test - 2015. 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 V1 how the organization meets the "facts-and-circumstances” iest. The organization qualifies as a publicly supported

organization

» [

b 10%-facts-and-circumstances test - 2014. K the organization did not check a box on line 13, 16a, 16b, or 17a, and fine
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 . . . . .. L L L L e e e e e e e e e e e,
18 Private foundation. If the organization did not check a box on fine 13, 16a, 16b, 173, or 17b, check this box and see
instructions

» [ ]
» [ ]

Schedule A (Form 990 or 990-EZ) 2015
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HEALTH CARE CENTER FOR THE HCOMELESS, INC. 55-3185020
Schedule A {Form 990 or 990-E7) 2015 Page 3
Support Schedule for Organizations Described in Section 509(a)(2)
(Complete only if you checked the box on line 9 of Pari | or if the organization failed to qualify under Part l.
If the organization fails to qualify under the tests listed below, please complete Part I1.)
Section A. Public Support
Calendar year {or fiscal year baginning in) W {a) 2011 (b)2012 (c) 2013 {d}2014 {e) 2015 {f) Totai

1 Gifts, grants, contributions, and membership fees

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

2 Gross receipts from admissions, merchandise
sold or services performed, or fadilities
jurnished in any acivity that is related to the
organization's tax-exempt purpose

3  Gross receipts from activities that are not an

unrelated trade or business under seclion 573 |

4 Tax revenues levied for the
organization's benefit and either paid
1o or expended on its behalf .
& The wvaluse of senices or facilities

furnished by a governmental unit to the

organization witheutcharge | , . . ...

6 Total. Add lines 1 through & |

7a Amounts included on lines 1, 2, and 3

received from disqualified persons . . . .

b Amounts included on lines 2 and 3

received from  other than  disqualified

persons that exceed the greater of $5.C00

or 1% of the amount on line 13 for the year

¢ Addlines7aand7b. . - + « o o 0 .

8 Public support. (Subtract line 7¢ from

IIN8B.) v v v v v v v o e e s e a e
Section B. Total Support

Calendar year (or fiscal year beginning in) b (a) 2011 (b) 2012 (c)2013 d)2014 (e) 2015 (f) Total

9 Amountsfromlingd, . .. . v v v v v .

10a Gross income from interest, dividends,

payments received on securities loans,

rents, royalties and income from similar

BOUMCES . v 4 v v v v s s n nonnon e

b Unrelated business taxable income (less
section 511 taxss) from businesses
acquired after June 30, 1975

¢ Addlines 10aand1Cb _ . . .. ..

11  Net income from unrelated business
activitiess not included in line 10b,
whether or not the business is regularly
carriedon = « o« 4 s e e e xa s e

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

13 Total support [Add lines §, 10¢, 11,

and 12} L L.,
14 First five years. If the Form 990 is for the organization's first, sscond, third, fourth, or fifth tax year as a section 501(c){2)
organization, check this boXanNd SEOP BB, . . v v v u v i i f i o i i i e e e e e i e e e e e e e e .-
Section C. Computation of Public Support Percentage
15  Public support percentage for 2015 (line 8, column (f) divided by fine 18, column (7}, . . . . .. . . .. 15 Y%
16 Public support perceniage from 2014 Schedule A, Part 1L Ine15. . . . . . . . . v v v w v u v m v wnna s 16 %
Section D. Computation of Investment Income Percentage
17 Invesiment income percentage for 2015 (line 10c, column (f) divided by line 13, column () _ _ . . . . .. .. 17 %
18  Investment income percentage from 2014 Schedule A, Part Il line 17 _ . . . . . . . 0 v o v o e e u o 18 %

19a 331/3% support tests - 2015. If the organization did not check the box on line 14, and line 15 is more than 331/3%, and line
17 is not more than 331/3%, check this box and stop here. The organization qualifies as a publicly supporied organization D
b 331/3% suppert tests - 2014, If the organization did not check a box on line 14 or line 19g, and ling 16 is more than 331/3%, and
line 18 is not more than 331/3 %, check this box and stop here. The organization qualifies as a publicly supported organization P
20 Private foundation. if the organization did not check a box on fine 14, 19a, or 18b, check this box and see instructions P
JEA Schedule A (Form 990 or 990-EZ) 2015
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HEALTH CARE CENTER FOR THE HOMELESS, INC. 59-3185020
Scheduls A {Form 990 or 990-EZ} 2015 Page 4
Supporting Organizations
(Complete only if you checked a boxin line 11 of Part I. If you checked 11a of Part |, complete Sections A
and B. If you checked 11b of Part |, complete Sactions A and C. if you checked 11c of Part], complete
Sections A, D, and E. If you checked 11d of Part |, compléete Sections A and D, and complete Part V.)
Section A, All Supporting Organizations

Yes| No

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

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

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

b Did the organization confirm that each supported organization qualified under section 501{c)(4), (5), or (8) and
satisfied the public support tests under section 509(a)(2)? If "Yes," describe in Part VI when and how the
organization mads the defermination. 3b

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

4a Was any supported organizaiion not organized in the United States ("foreign supporied organization")? I
"Yes," and if you checked 11a or 11b in Part |, answer (b) and (c) below. 4a

b Did the organization have ultimate control and discretion in deciding whether to make grants to the foreign
supporied organization? f "Yes,” describe in Part VI how the organization had such conirol and discretion
despife being controlfed or supervised by or in connection with its supported organizations. 4h

¢ Did the organization support any foreign supported organization that does net have an IRS defermination
under sections 501(c)(3) and 509(a)(1) or (2)? /f "Yes," explain in Part VI what controis the organization used
fo ensure that all support to the foreign supported organization was used exclusively for section 170(c)(2)(B)
purposes. 4c

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

b Type | or Type Hl only. Was any added or substituied supported organization part of a class already
designaied in the organization's organizing decument? 5b

¢ Substitutions only. Was the substitution the resuli of an event beyond the organization's control? S¢

8 Did the organization provide support (whether in the form of granis 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 supporied organizations, or (iii) other supporting corganizations that zlso support or
benefit one or mere of the filing organizaticn’s supported organizations? /f"Yes," provide detail in Part VL. [

7  Did the organization provide a grant, loan, compensation, or other similar payment o a substantial contributor
{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? /f "Yes," complefe Part I of Schedule L (Form 990 or 990-EZ). 7

8 Did the organization make a loan to a disqualified person (as defined in section 4958) not described in line 77
ff"Yes," complete Part | of Schedule L (Form 980 or 980-EZ). 8

9a Was the organization controlled directly or indirectly at any time during the tax year by one or more
disqualified persons as defined in section 4948 (other than foundation managers and organizations described
in section 509(a){1) or (2))? If"Yes,” provide detail in Part V. 9a

b Did one or more disqualified persons {as defined in line 9a) hold a controlling intersst in any entity in which
the supporting organization had an interest? /f " Yes," provide defait in Part VI. 9b

¢ Did a disqualified person {as defined in line 82} have an ownership interest in, or derive any personal benefit
from, assets in which the supporting organization also had an interest? If"Yes," provide detall in Part VI gc

10a Woas the organization subject to the excess business holdings rules of section 4943 because of section
4943(f) (regarding certain Type Il supporting organizations, and all Type Il non-functionally integrated
supporting organizations)? /f"Yes,” answer 710b below. 10a

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

J8A Scheduie A (Form 980 or $80-EZ) 2015
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HEALTH CARE CENTER FOR THE HOMELESS, INC. 55-3185020

Schedule A (Form 990 or 990-E7) 2015 Page 5
b\ Supporting Organizations (continued)

Yes! No
11 Has the organization accepted a gift or contribution from any of the following persons? '
a A person who direcily or indirectly controls, either alone or together with persons described in () and {c)
below, the governing body of a supported organization? 11a

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

¢ A 35% controlled entity of a parson described in (2) or {b) ahave? if “Yes” to &, b, or ¢, provide detail in Part VI, 1ic
Section B. Type [ Supporting Organizations

Yes No

1  Did the directors, trustees, or membership of one or more supported organizations have the power to
regularly appoint or elect at least a majority of the organization’s directors or trustees ai all times during the
tax year? If "No,” describe in Part VI how the supported organization(s) effectively operafed, supervised, or
controfled the organization’s activities. If the organization had more than one supported organization,
describe how the powers fo appoint andfor remove directors or lrustees were allocated among the supported
organizations and what conditions or resirictions, if any, applied to such powers during the tax year. 1

2 Did the organization operate for the benefit of any supported organization other than the supported
organization{s) that operated, supervised, or controlled the suppoerting organization? if "Yes, " explain in Part
Vi how providing such benefit carried out the purposes of the supported organization(s) that operated,
supervised, or confrolfed the supporting organization. 9

Section C. Type ll Supporting QOrganizations

Yes| No

1 Were a majority of the organization’s directors or trustees during the tax year also a majority of the directors
or trustees of each of the organization’s supported organization(s)? If "No," describe in Part \ how control
or management of the supporting organization was vested in the same persons that controlled or managed
the supported organization(s). 1

Section D. All Type Ill Supperting Organizations

Yes! No

1 Did the organization provide to each of its supported organizations, by the last day of the fifth monih 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 £90 that was most recently filed as of the date of notification, and {ji) copies of
the organization’s governing documents in effect on the date of noiification, fo the extent not previously
provided? 1

2 Were any of the organizaiion’s officers, directors, or trustees either (i) appointed or elected by the supported
organization(s) or (i) serving on the governing body of a supporied organization? If "No,” explain in Part VI how
the organizafion maintained a close and continuous working refationship with the supported organization(s). 2

3 By reason of the relationship described in (2), did the organization’s supported crganizations 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 "Yas, ” describe in Part VI the role the organization’s
supported organizations played in this regard. 3

Section E. Type lll FunctionallyIntegrated Supporting Organizations
1 Check the box next fo the methed that the organization used to satisfy the Integral Part Test during the year (see instructions):
a The organization satisfied the Activities Test. Complete fine 2 below.
b The organization is the parent of each of its supported organizations. Complete line 3 below.
c The organization supported & governmental entity. Describe in Part Vi how you supported a government entity (see instructions).
Yes| No

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

a Did substantially all of the organization’s activities during the tax year directly further the exempt purposes of
the supported organization(s) te which the organization was responsive? if “Yes, " then in Part VI identify
those supported organizations and explain how these activities direcily furthered their exempt purposes,
how the organization was responsive to those supported organizations, and how the organization determined
that these activities constituted substantially alf of its acfivities. 2a

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

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

a Did the organization have the power to regularly appoint or elect a majority of the officers, directors, or
trustees of each of the supperted organizations? Provide details in Part VI 3a

b Did the organization exercise a substantial degree of direction over the policies, programs, and activities of @ach
of its supparted organizations? i "Yes, " describe in Part VI the role played by the organization in this ragard, 3b
JSA Schedule A (Form 990 or 990-EZ) 2015
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HEALTH CARE CENTER FOR THE HOMELESS, INC. 59-3185020

Schedule A (Form 8980 or 880-EZ) 2015 i Page ]
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. See instructions. All
other Type |ll non-functionally integraied supporting organizations must complete Sections A through E.
Section A - Adjusted Net Incoms (A) Prior Year (B) Current Year
(optional)
1 Net short-term capital gain 1
2 Recoveries of prior-year distributions 2
3 Other gross income {see instructions) 3
4 Add lines 1 through 3 4
5 Depreciation and depletion 5
6 Portion of operating expenses paid or incurrad for production or
collection of gross income or for management, conservation, or
mazintenance of property held for production of income (see instructions) 6
7 Other expenses (see insiructions) 7
8 Adjusted Net Income {subtract lines 5, 6 and 7 from linge 4) 8
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 pari of year):
a Average monthly value of securitics 1a
b Average monthly cash balances 1b
¢ Fair market valug of other non-exempf-use asssts 1c
d Total (add lines 1a, 1b, and 1c¢) 1d
e Discount claimed for blockage or other
factors (explain in detail in Part VI):
2 Acguisition indebtedness applicable to non-exempi-use assets 2
3 Subtract line 2 from line 1d 3
4 Cash deemed held for exempt use. Enter 1-1/2% of line 3 (for greater amount,
see instructions). 4
5 Net value of non-exempt-use assets (subtract ling 4 from line 3) 5
6 Multiply line 5 by .035 6
7 Recoveries of prior-year distributions 7
8 Minimum Asset Amcount (add line 7 to ling 6) 8
Section C - Distributable Amount Current Year
1 Adjusted net income for prior year (from Section A, line 8, Column A} 1
2 Enter 85% of iine 1 2
3 Minimum asset amount for prior year {from Section B, line 8, Column A) 3
4 Enter greater of line 2 or line 3 4
5 Income tax imposed in prior year 5
6 Distributable Amount. Subiract line 5 from line 4, unless subject io
emergency temporary reduction (see instructions) 6
7 |_| Check here if the current year is the organization's first as a non-functionally-integrated Type lli supporting organization (see

instructions).

Schedule A (Form 990 or 980-EZ) 2015
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HEATL.TH CARE CENTER FCR THE HOMELESS,

Schedule A (Form 990 or 990-EZ) 2015

INC. 59-3185020
Page 7

Type Il Nen-Functionally integrated 509{a)(3) Supporting Organizations (continued)

Section D - Distributions

Current Year

1

Amounts paid to supported organizations to accomplish exempt purposes

2

Amounts palid to perform activity that directiy furthers exempt purposes of supported

organizations, in excess of incomea from activily

Administrative expenses paid io accomplish exempt purposes of suppoited organizations

Amounts paid to acquire exempi-use assets

Qualified set-aside amounts (prior IRS approval required)

Other distributions {describg in Part VI). See instructions.

Total annual distributions. Add lines 1 through 8.

o (~1|on|dn [ |

Distributions to attentive supporied organizations to which the erganization is responsive

{provide deiails in Part VI). See instructions.

Li=]

Distributable amount for 2015 from Section C, line 8

Line 8 amount divided by Line 9 amount

Section E - Distribution Allocations (see instructions)

{1
Excess Distributions

(it} (iii)
Underdistributions Distributable
Pre-2015 Amount for 2015

Distributable amount for 2015 from Section C, line 6

Underdistributions, if any, for years prior to 2015
{reasonable cause required-see insiructions)

w

Excess distributions carryover, if any, to 2015:

From2013 . .......

From?2014 . .. ... ..

Total of lines 3a through e

Applied to underdistributions of prior years

Applied to 2015 distributable amount

Carryover from 2010 not appiied (see instruciions)

=T Hle oo |oc|m

Remainder. Subiract lines 3g, 3h, and 3i from 3f.

FY

Distributions for 2015 from Section
D, line 7: 5

Applied {o underdistributions of prior years

Applied to 20135 distributable amount

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

Remaining underdistributions for years prior io 2015, i
any. Subtract lines 3g and 4a from line 2 (if amount
greater than zero, see instructions).

Remaining underdistributions for 2015. Subiract lines 3h
and 4b from line 1 {if amount greater than zero, see
instructions).

Excess distributions carryover to 2018. Add lines 3j
and 4c.

Breakdown of line 7:

Excess from2013........

Excessfrom2014., ..... ..

oo |oc|w

Excessfrom2015. .. ... ..

JSA
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HEALTH CARE CENTER FOR THE HOMELESS, INC. 59-3185020
Schedule A (Form 990 or 990-E7) 2015 Page 8

A% E Supplemental Information. Provide the explanations required by Part I, line 10; Part I, line 17a or 17b;
and Part 1ll, line 12. Also complete this part for any additional information. (See instructions).

JSA Schedule A (Form 930 or 990-EZ) 2015
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Schedule B Schedule of Contributors OMS No. 15450047

{(Form 890,

or 990-FF)
Department

Intemal Revenue Service

990-EZ,

of the TISaSuY | . Information about Schedule B (Form 990, 990-EZ, or 990-PF) and is instructions Is at www.irs.gow/formgs0.

- Aftach to Form 290, Form 990-EZ, or Form 990-PF. 2@1 5

Name of the organization

HEALTH

CARE CENTER FCR THE HOMELESS, INC.

59-3185020

Employer identification number

Organization type (check ong):

Filers of:

Form 990

Form 290-PF

Section:
or 99C-EZ 501(c)( 3 } (enter number) organization
4947(a)(1) nonexempt charitzble trust not treated as a private foundation
527 political organization

501(c)(3) exempt private foundation

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

00000 K

501(c){3) taxable private foundation

Check if your organization is covered by the General Rule or a2 Special Rule.
Note. Only a section 501(c)(7), (8), or (10) organization can check boxes for both the General Rule and a Special Rule. See
instructions.

General Rule

[]

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

Special Rules

[]

For an organization described in section 501{c)(3) filing Form 990 or 990-EZ that met the 33 1/3 % support test of the
regulations under sections 508(a)(1) and 170(b)(1)(A}(vi), that checked Schedule A (Form 990 or 990-EZ), Part Il, line
13, 161, or 18b, and that received from any one contributor, during the year, total contribuiions of the greater of (1)
$5,000 or (2) 2% of the amount on (i) Form 980, Part VIII, line 1h, or (ii} Form 990-EZ, line 1. Complete Parts § and Il

For an arganization described in section 501(¢){7), (8}, or {10} filing Form 290 or 990-EZ that received from any one
coniributor, 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 Paris |, Il, and Ill.

For an organization described in section 501(c)(7}, (8), or (10} filing Form 990 or 990-EZ that received from any one
coniributor, during the year, coniributions 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. Do not complete any of the parts unless the
General Rule applies io this organization because it received nonexciusively religious, charitable, etc., contributions
totzling $5,000 or more during the year > $

Caution. An organization that is not covered by the General Rule and/or the Special Rules doss not file Schedule B (Form 290,
990-EZ, or 990-PF), but it must answer "No" on Part IV, line 2, of its Form 990; or check the box on line H of its Form 990-EZ or on its

Form 990

-PF, Part |, line 2, to certify that it doss not meet the filing requirements of Schedule B (Form 990, 990-EZ, or 990-PF).

For Paperwork Reduction Act Notice, see the Instructions for Fonm 990, 990-EZ, or 990-PF.

J8A
SE1251 2.000
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Schedule B {Form 990, 990-EZ, or 990-PF) (2015)

Page 2

Name oforganizaﬁon BEATLTH CARE CENTER FOR THE HOMELESS,

INC.

Employer identification number

59-3185020

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

(a) (b)
No. Name, address, and ZIP + 4

(c)
Total contributions

(d)
Type of confribution

1 U.S5. DEPT OF HEALTH & HUMAN SERVICES

5600 FISHERS LANE

4,579,377.

ROCKVILLE, MD 20857

Person

Payroll
Noncash -

{Complete Part Il for
noncash contributions.)

(a) (b)
No. Name, address, and ZIP + 4

(c)
Total contributions

(d)
Type of contribution

2 STATE OF FLORIDA -~ LIP FUNDING

2727 MAHAN DRIVE, MS # 21

333,8609.

TALLAHASSEE, FL 32308

Person
Payroll
Noncash

{Complete Part ll far
nencash contributions.)

{a) {b)
No. Name, address, and ZIP + 4

{c

Total contributions

{d)
Type of contribution

3 STATE OF FLORIDA - QOPERATIONAL GRANT

2727 MAHAN DRIVE, MS # 23

194,676.

TALLAHASSEE, FL. 32308

Person
Payroll
Noncash

(Complets Part Il for
noncash conftributions.)

(a) (b)
No. Name, address, and ZIP + 4

(¢)
Total contributions

(d}
Type of contribution

4 U.S DEPARTMENT OF HOUSING AND URRBAN DEV.

451 7TH STREET S.W.

215,621.

WASHINGTON, DBC 20410

Person
Payroll
Noncash

(Complete Part 1l for
noncash contributions.)

(a) (i)
No. Name, address, and ZIP + 4

(¢}

Total contributions

C)]

Ty pe of contribution

5 ORANGE COUNTY FILORIDA

400 EAST SOUTH STREET

730,000.

ORLANDO, FL 32801

Person
Payroll
Noncash

{Complete Part 1| for
noncash contributions.}

{a) (b)
No. Name, address, and ZIP + 4

(c)
Total contributions

{d)
Type of contribution

5 FLORIDA HOSPITAL COMM. TMPACT

601 E. ROLLINS STREET

174, 715.

CRLANDO, FL 32803

Person
Payroll
Noncash

{Complete Part 1l for
noncash contributions.}

JEA
5E1253 2.000

7432K0 T&CO

Schedule B (Form 990, 990-EZ, or 990-PF} (2015)
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Schedule B (Form 990, 990-EZ, or §80-PF) (2015)

Page 2

Name of organization

HEALTH CARE CENTER FOR THE HOMELESS,

INC.

Employer identification number
59-3185020

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 CENTRAL FLORIDA FOUNDATICN Person
Payroll
800 N. MAGNOL.TA AVE,., STE 1200 % 589,766, Noncash
(Complete Part il for
ORLANDO, FL 32803 noncash contributions.)
(a) {b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
8 OTHER GOVERNMENT GRANTS <« $174,300 EACH Person
Payroll
232 NORTH ORANGE BLOSSOM TRAIL $ 582,679. Noncash
(Complete Part II for
ORLANDC, FL. 32805 noncash contributions.)
(a) (b) {c) (d}
No. Name, address, and ZIP + 4 Total contributions Ty pe of contribution
9 QOTHER CASH CONTRIBUTIONS < $174,300 EACH Person
Payroll
232 NCRTH ORANGE BLOSSOM TRAIL g 207,249. Noncash
(Complete Part Il for
ORLANDO, FL 32805 noncash contributions.)
(a) (b) {c} d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
10 OTHER NCN-CASH CCNTRIB. < $174,300 EACH Porson
Payroll
232 NORTH ORANGE BLOSSOM TRAIL $ 1,030,074, Noncash
{Complete Part Il for
ORLANDO, FL. 32805 noncash contributions.)
(a) (b} {c) (d}
No. Name, address, and ZIP + 4 Total contributions Type of contribution
Person
Payroli
$ Noncash
{Complete Part Il for
noncash contributions.)
(a) (b} () (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
Person
Payroll
$ Noncash
{Complete Part 1l for
noncash contributions.)

JBA
SE1253 2.000

7432K0 TUe04Q

Schedule B (Form 990, 990-EZ, or 990-PF) (2015)
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Schedule B (Form 280, 990-E7Z, or 880-PF) (2015)

Page 3

Name of organization

HEALTH CARE (CENTER FOR THE HOMELESS,

Employer identification number

59-3185020

3144} Noncash Property (see instructions). Use duplicate copies of Part |l if additional space is needed.

{a) No. c

from D ot § (k) h . FMV (or(e}stimate) (d) i
Part | escription of noncash property given (see instructions) Date received
(a) No. c

from o {b) . FMV (or(e)stimate) d
Part | Description of noncash property given {see instructions) Date received
{a) No. c

from D ot £ (k) h . FMV (or(e)stimate) (d) .
Part | escripiion of noncash property given (see instructions} Date received
(a) No. c

from o (b) . FMV (or(e)stimate) {d) N
Part | Description of noncash property given (see instructions) Date received
(a) No. c

from D o (b) i FMV (or(e)stimate) {d) .
Part i escription of noncash property given (see instructions) Date received
{a) No. (A

from D it P (b) h . FMV (or(e)stimate) {d) .
Part1 escription of noncash property given (see Instructions) Date received

JsA Schedule B (Form 980, 990-EZ, or 990-PF) {2015)
SE1254 2.000

7432KU0 U&00 PAGE 24



Schedule 8 (Form 990, 990-EZ, or 990-PF) (2015)

Page 4

Name of organization HEAT.TH CARE CENTER FOR THE HOMELESS, INC.

Employer identification number
52-3185020

Bxclusively religious, charitable, etc., confributions to organizations described in section 501(c)(7}, (8), or
(10) that total more than $1,000 for the year from any one contributor. Compiete columns (a) through (e) and
the following line entry. For organizations completing Part I, enter the total of exciusively religious, charitable, efc.,

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

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

(a) No.
IgrorTI {b) Purpose of gift (c) Use of gift {d} Description of how gift is held
a
{e) Transfer of gift
Transferee's name, address, and ZIP + 4 Relationship of transferor to transferce
(a) No.
lgrc.;_rtnI (b} Purpose of gift (c) Use of gift {d) Description of how gift is held
a
(e) Transfer of gift
Transferee's name, address, and ZIP + 4 Relationship of transferor to transferee
(a) No.
;rc:_rtni (b) Purpose of gift (c) Use of giit (d) Description of how gift is held
a
{e) Transfer of gift
Transferee's name, address, and ZIP + 4 Relationship of transferor to transferee
{a} No.
l;mrtml {b) Purpose of gift (c) Use of gift (d) Description of how gift is held
a

Transferee's name, address, and ZIP + 4

(e) Transfer of gift

Relationship of transferor to transferee

JEA

5E1255 3.000

7432K0 UeCO

Schedule B (Form 990, 890.EZ, or 990-PF} {2015)
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I OMB No. 1545-0047

SCHEDULED

Supplemental Financial Statements

(Form 990) b Complete if the organization answersd "Yes" on Form 990,

Part IV, line §, 7, 8, 8, 10, 11a, 11b, 11¢, 11d, 11e, 11f, 12a, or 12h.
Departmant of the Treasury P Attach to Form 890. Open tq Public
Intemal Revenue Senice P Information about Schedule D {Form $90) and its instructions is at www.irs.gov/formasg. Inspection
Name of the organization Employer identification number
HEALTH CARE CENTER FOR THE HOMELESZ, INC. 59-3185020

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

Total number atendofyear . .. .. ......
Aggregate value of contributions to {during yean)
Aggregate value of grants from (curing year) . .
Aggregate value atendofyear. . . .. ... ..
Did the organization inform all donors and donor advisors in writing that the assets held in donor advised
funds are the organization's property, subject to the organization's exclusive legalcontrol? . . .. .. ... .. D Yes I:' 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
confarring impermissible private benefit? . . . . . . . o i e e e e e e e e e e e e e e e e D Yes |:| No
Conservation Easements.
Complete if the organization answered "Yes" on Form 990, Part iV, line 7.
1 Purpose(s) of conservation easements held by the organization (check all that apply).
Preservation of land for public use (e.g., recreation or education) Preservation of a historically important land area
Protection of natural habitat Praservation of a certified historic structure
Preservation of open space
2  Complefe lines 2a through 2d if the organization held a qualified conservation contribution in the fprm of a conservation

g AWM=

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

a Total number of conservationeasements . . . . . .. .. v it it it e n e 2a

b Total acreage resiricted by conservationeasements . . . .. ... .. ... .. ... 2h

¢ Number of conservation easements on a certified historic structure included in{a). . . . . 2¢

d Number of conservation easements included in (c) acquired after 8/17/06, and not on a
historic structure listed in the National Register. . . . v v v v v i v v v e v e s e e e e e e 2d

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

tax year »

4  Number of states where property subject to conservation easement is located »
5 Does the organization have a written policy regarding the periodic monitoring, inspection, handling of

violations, and enforcement of the conservationeasementsitholds? . . . . . . . v o v it o v e v v e o o Yeos |:| No
-3 Staff and volunteer hours devoted to monitcring, inspecting, handling of viclations, and enforcing conservation easements during the year
»
7 Amount of expenses incurred in monitoring, inspecting, handling of violations, and enforcing conservation easements during the year
3

8 Does each conservation sasement reported on line 2(d) above satisfy the requirements of section 170(h)(4)(B))
and section T70(M(EBIIT . . . . . .. .. e e [ves [ No
9 In Part X, describe how the organization reperts conservation easements in its revenue and expense statement, and
balance sheet, and include, if applicable, the text of the footnoie to the organization’s financial statements that describes the
organization's accounting for conservation easements.
Organizations Maintaining Collections of Art, Historical Treasures, or Other Similar Assets.
Complete if the organization answered "Yes" on Form 990, Part IV, line 8.
1a If the or?anization elected, as permitted under SFAS 116 (ASC 958), not to report in its revenue statement and balance sheet

works of art, historical treasures, or other similar assets held for public exhibition, education, or research in furtherance of
public service, provide, in Part XllI, the text of the footnote to its financial statements that describes these items.

b If the crganization elected, as permitted under SFAS 116 (ASC 958), to report in its revenue statement and balance sheet
works of art, historical treasures, or other similar assets held for public exhibition, education, or research in furtherance of
public service, provide the following ameounts relating to these items:

(i} Revenue includedin Form 980, Part Vill, line 1 - . . . . . .. v i i i it i e e e e e e e e e e e >3
(i1} Assets included In Form 880, Part X, & v v i v v v v e e e i e e e e e e e ke e e e e e >3

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

a Revenue included in Form 990, Part VIILINE 1. . v v v v v s v o o r e e e e e e e e e e e |

b Assets included in Form 990, Pamt X. . o v v v i i it e s e e e e e e e e e e e e e » ¢
For Paperwork Reduction Act Notice, see the Instructions for Form 990. Schedule D (Form 990 2045
JSA
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HEATLTH CARE CENTER FCR THE HOMELESS, INC. 59-3185020

Schedule D (Form 9%0) 2015 Page 2
Organizations Maintaining Collections of Art, Historical Treasures, or Other Similar Assets (confinued)
3 Using the organization's acquisition, accession, and other records, check any of the following that are a significant use of its
collection items (check all that apply);

a Public exhibition d B Loan or exchange programs
b Scholarly research e Other
[ Preservation for future generations
4  Provide a description of the organization's collections and explain how they further the organization's exempt purpose in Part
Xl
5 During the year, did the organization solicit or receive donations of art, historical ireasures, or other similar
assets 1o be sold 1o raise funds rather than to be maintained as part of the organization's collection? | | . . . . D Yes [:l 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, Pari X, line 21.
1a is the organization an agent, trusiee, custodian or other intermediary for contributions or other assets not
included on FOrm 890, ParX? . . L . L.\ttt ettt e e e e [ Jyes [ INo
b If "Yes," explain the arrangement in Part XIIl and complete the following table:

Amount
¢ Begirningbalance _ . . ... .. ... .. e e 1c
d Additions duringtheyear ., . ... ... .. .. . . . @@, 1d
e Distributions during the year . . . . . . . . v o i e e e e e e e e 1e
FOEnding balance | | ... L e e e 1f
2a Did the organization include an amount on Form 990, Part X, line 21, for escrow or custodial account liability? I_, Yes | |No

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

Part M Endowment Funds.
Complete if the organization answered “Yes” on Form 990, Part IV, line 10.
{a) Current year (b} Pricr year {c) Two years back (d) Three years back | (e) Fouryears back

1a Beginning of year balance . . . .
b Contributions . . ... ......
¢ Nest investment earnings, gains,

andlosses. . .. .. .. ...

d Granis or scholarships . . .. ..
e Other expenditures for facilities

andprograms . « .« . . v 0. .-

f Administrative expenses . . . . .

End of yearbalance. . . .. ...

2 Provide the estimated percentage of the current year end balance (line 1g, column (a)) heid as:

a Board designated or quasi-endowment p %
b Permanent endowment m %
¢ Temporarily restricted endowrmnent p Yo

The percentages on fines 2a, 2b, and 2c should equal 100%.
3a Are there endowment funds not in the possession of the organization that are held and administered for the

organization by: Yes | No
(i) unrelated OrganiZaloNS . . . . . . ot b e e e e e e e e e e e e e 3a(f}
(i) related organizations . . . . . . L L L L L L e e e e e e e e e e e e e 3afii)

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

4 Describe in Part XIl the infended uses of the organization's sndowment funds.

Il Land, Buildings, and Equipment.
Compiete 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 (¢} Accumulated {d) Book value
(investment) {other) depreciation
la Land ... .. ... ... 320,000, 320,000.
b Buildings , .. ............... 2,704,429. 1,305,791, 1,398,638,
¢ Leasehold improvements, ... .. 260,083, 135,955 124,108.
d Equipment | ... .. ... .... 2,360,803. 1,642,724 718,079.
e Other | . ... ... ... 416,551. 78,783 ] 337,768.
Total. Add lines 1a through fe. (Column (d) must equal Form 890, Part X, column (B), line 10c.), . . . . . . > 2,898,593,

Schedule D (Form 990) 2015
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HEALTH CARE CENTER FOR THE HOMELESS, INC. 58-3185020

Schedule O {Form 880) 2015 Page 3
URYl Investments - Other Securities.
Complete if the organization answered "Yes" an Form 990, Part IV, line 11b. See Form 990, Part X, ling 12.

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

Total. (Column (b) must equai Form 990, Part X, col. {B) fine 12) P

GEladilll Investments - Program Related. ‘
Complete if the organization answered "Yes" on Form 990, Part IV, line 11¢. See Form 990, Part X, line 13.

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

(1)
(2)
(3)
{4)
()
(6)
(7)
(8)
(9)

Total. (Column {b) must equai Form 380, Part X, col. (B) fine 12.) W

Other Assets.

Complete if the organization answered "Yes" on Form 890, Part IV, line 11d. See Form 990, Part X, line 15.
(a) Description {b) Book value

(1)

(2)

(3)

(4}

5

(6)

(7)

(8)

(9
Total. (Co/umn (b) must equal Form 990, Part X, col. (B) ine 15.). . . . . . . v v i i v v, »
Other Liabilities.

Compilete 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 lisbility {b) Book valus

{1) Federal income taxes

2)

(3)

4)

5

(6)

(73

(8}

(9}
Total. (Column (b) must equal Form 980, Part X, col. (B) line 25.) W L
2. Liability for uncertain tax positions. In Part Xlil, provide the text of the footnote to the organization's financial siatements that reports the
arganization's liability for uncertain tax positions under FIN 48 (ASC 740). Check here if the text of the footnote has been provided in Part Xl
JSA Schedule D {Form 990) 2015
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HEALTH CARE CENTER FOR THE HOMELESS, INC. 595-3185020
Schedule D {Form 890) 2015 Page 4

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

1 Total revenue, gains, and other support per audited financial statements « « » v« v v o v v e v e ... 1 11,437,475,
Amounts included on line 1 but not an Form 890, Part VilI, line 12;

a Net unrealized gains (losses}oninvestments . . . . . . .. .. ... .. .. .1 2a

b Donated services and use offaciliies . . . . . . v v o v v v n ., e 2b

¢ Recoveries of prioryeargramts. . . - . . - . - & i i i h it e e, s, . L 2C

d Other (Describe NPAMXIL) « v v v v v v e e e v e e e e e enas 2d 165,391.

e Addines 2athrough2d . .. ... v vttt it i i i e e et e e e e e e e 2e 169,391.
3 Subtractline2e fromlNE T .« .« o v vt vt e et e e e e 3 11,268,084,
4 Amounts included on Form 980, Part Vill, line 12, but not on line 1:

a Investmeni expenses not inciuded on Form 980, PartVIll, ine7b. . . . . . . 4a

b Other (DescrbeinPartXIIL) + .« . v v v v vt i e e e et oo e e e e e 4b

c Addlines da and 4b . . . L L L L L e e e e e e e e e e e e e e e e e e e e 4c

Total revenue. Add lines 3 and 4c. (This must equal Form 990, Partl fine 12) . . . . o o o oo .. . . . 5 11,268,084.

Part il Reconciliation of Expenses per Audifed 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 SEEMENtS . « - . . & & 0 v v v v e e e e e e ee et 1 13,284,335,
Amounts included on line 1 but not on Form 990, Part 1X, line 25:

a Donaied services anduse offacifities . . . . . . . . . . . . .. .ot 2a

b Prioryear adiustments . . . . @ o v v v e e e e e e e e e e e 2b

C ORI IOSSES . - & v v v v v e e e e e e e e e e e 2c

d Other (Describe iNPartXIL) & v v v v v v vt et e e e e e e 2d 169,351.

e Addlines2athrough2d . .. ....... e e e e 2e 169,331.
3 SubtractNe2e from liNET . o o i e i e e e e e e e e e e e e e e e e e .. L3 11,114,944,
4  Amounts included on Form 990, Part IX, line 25, but not on line 1:

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

b Other (DescrbeinPartXl) . . . . . oo v un .. e e 4b

€ Addlines 4a and 4B . . . . o v i i e e e e e e e e e e e e e e e e e e 4c
5  Total expenses. Add lines 3 and 4c¢. (This must equal Form 890, Parti fine 18.) . . . o i i 5 11,114, 944.

el dlll Supplemental Information.
Provide the descriptions required for Part 11, lings 3, 5, and 8; Part lll, lines 1a and 4; Part IV, lines 1b and 2b; Part V, line 4; Pari X, line
2; Part Xl, lines 2d and 4b; and Part X, hnes 2d and 4b. Also complete this part to provide any additional mformatlon

SEE PAGE 5

JBA Schedule D {(Form 990) 2015
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Schedule D (Form 990) 2015 HEALTH CARE CENTER FOR THE HCMELESS, INC. 58-3185020

Page 5

A Supplemental Information (continued)

SCHEDULE D, PART X

AN INDEPENDENT CPA FIEM AUDITED THE FINANCIAL STATEMENTS OF HEALTH CARE

CENTER FOR THE HOMELESS, INC. ("THE CENTER") FOR THE FISCAL YEARS ENDED

SEPTEMRER 30, 2016 AND SEPTEMBER 30, 2015; RESPECTIVELY. THE FOLLOWING

FOOTNOTE IS INCLUDED IN THE ORGANIZATION'S 2016 AUDITED FINANCIAL

STATEMENTS THAT REPORTS THE ORGANIZATION'S LIABILITY FOR UNCERTAIN TAX

PROVISTIONS UNDER FIN 48 (ASC 740):

THE CENTER IS A NONPROFIT ORGANIZATION EXEMPT FRCM FEDERAL INCOME TAXES

UNDER SECTION 501 (C) (3) OF THE INTERNAL REVENUE CODE. ACCORDINGLY, NO

PROVISION FOR INCOME TAXES IS REFLECTED IN THE ACCOMPANYING FINANCIAL

STATEMENTS.

ACCOUNTING PRINCIPLES GENERALLY ACCEPTED IN THE UNITED STATES CF AMERICA

PRESCRIBE REQUIREMENTS FOR THE RECOGNITION OF INCOME TAXES IN FINANCIAL

STATEMENTS, AND THE AMOUNTS RECOGNIZED ARE AFFECTED BY INCOME TAX

POSITIONS TAKEN BY THE CENTER IN ITS TAX RETURNS. THE CENTER'S STATUS AS

AN EXEMPT ORGANIZATICN IS DEFINED AS AN INCOME TAX POSITION UNDER THESE

REQUIREMENTS. WHILE MANAGEMENT BELIEVES IT HAS CCMPLIED WITH THE INTERNAT

REVENUE CODE, THE SUSTAINABILITY OF SOME INCOME TAX PCOSITIONS TAKEN BY

THE CENTER IN ITS TAX RETURNS MAY BE UNCERTAIN. THERE ARE MINIMUM

THRESHOLDS OF LIKELIHOOD THAT UNCERTAIN TAX POSITIONS ARE REQUIRED TO

MEET BEFORE BEING RECOGNIZED IN THE FINANCIAL STATEMENTS. MANACEMENT DOES

NOT BELIEVE THAT THE CENTER HAS ANY MATERIAL UNCERTATIN TAX POSTITIONS AT

SEPTEMEBER 30, 2016.

Schedule D (Form 990} 2015

JSA
5E1226 1.000
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Schedule D (Form 90) 2015 HEALTH CARE CENTER FOR THE HOMELESS, INC. 59-31858020 Page 5

ER Bl Supplemental Infformation (continued)

IN THE EVENT INTEREST AND PENALTIES WERE DUE RELATING TO AN UNSUSTAINABRLE

TAX POSITION, THEY WOULD BE TREATED AS A COMPONENT OF INCOME TAX

EXPENSE.

SCHEDULE D, PART XTI & XII, LINE 2D

DONATED LAB FEES AND SHELTER: $16%,393

Schedule I} (Form 990} 2015
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Supplemental Information Regarding Fundraising or Gaming Activities | OME No. 1545-0047

SCHEDULEG Complete if the organization answered '"Yes" on Form 990, Part iV, lines 17, 18, or 19, or if the

(Form 980 or 890-EZ) organization entered more than $15,000 on Form 990-EZ, line 6a, ' 2@1 5
Eﬁg;’;{"ﬁgjjg %‘g‘o;acseury P Information about Schedu:G.e}:::r: ;:EZTZ::C:E;; :::Tﬁ: ig:sfri;:tions is at www.irs.gov/form990, Ii:::;::: ot
Narne of the crganization Employer identification number
HEALTH CARE CENTER FOR THE HOMELESS, INC. 59-3185020

Fundraising Activities. Complete if the organization answered "Yes" on Form 990, Part IV, line 17.
Form 990-EZ filers are not required o complete this part.
1 Indicaie whether the organization raised funds through any of the following activities. Check all that apply.

a Mail solicitations e Solicitation of non-government granis
b Internet and email solicitations f Solicitation of government grants

c Phone solicitations g Special fundraising events

d In-person solicitations

2a Did the organization have a written or oral agreement with any individual {including officers, directors, trustees
or key employees listed in Form 890, Part ViI} or entity in connection with professional fundraising services? |:| Yes |:| No
b If "Yes," list the ten highest paid individuals or entities (fundraisers) pursuant io agreements under which the fundraiser is to be
compensated af least $5,000 by the organization.

iy . {v) Amount paid fo , .
® Nam:r Ziﬁ;d(:_'riiia?;?fi""d“a' {ii) Activity (Iglggﬁz%i%}};? “")f,fﬁsﬁcmpts m(ﬁgrr:;%:(?;:tzg)in w&iﬁ%’i&g};m
Yes No
1
2
3
4
5
6
7
8
9
10
Total | ... ...... e e e e e e e e e e 4w eeaeeao. >

3 List all states in which ithe organization is registered or licensed io 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, Schedule G (Form 990 or 990-EZ) 2015
JsA )
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HEALTH CARE CENTER FOR THE HOMELESS,

Schedule G (Form 990 or 990-E7) 2015

INC.

59-3185020
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 980-EZ, lines 1 and 6b. List events with
gross receipis greater than $5,000.

{a) Event #1 {b) Event #2 (c) Other events (d} Tatal events
GATA GOLF OUTING {add col. (a) through
(event type) {svent type) (total number) col. (&)
2
911 Grossreceipts _ , . .. ....... 592,256. 18,737. 78,693,
i
2 Less: Contributions _ . ., .. ... 44,123, 13,938, 58,061.
23 Gross income {line 1 minus
ine2), ... ... ... .. 15,833, 4,799. 20,632,
4 Cashprizes, . ... .........
§ Noncashprizes, | ... ... .. .. 1,000. 1,000.
n
2| 6 Renvfacilitycosts _ _ . .. .. .. 9,120, 3,417. 12,537,
]
j=1
5[ 7 Food and beverages . . . . . .. ..
g
5| 8 Entertainmert ., .. ... ... 4,355. 4,355,
9 Otherdirectexpenses , , . .. . _ . 1,358. 1,382 2,740.
10 Direct expense summary. Add lines 4 through Qincolumn(d) . _ . .. .. .. ... ...... » 20,632,
%1 Net income summary. Subtract line 10 from line 3, column (d) »

U3l Gaming. Complete if the organization answered "Yes" on Form 990, Part iV, line 19, or reported more
than $15,000 on Form 990-EZ, line Ba.

(b} Pull tabsfinstant

(d) Total gaming (add

@ . .
2 {a) Bingo bingo/prograssiva bingo (¢} Other gaming col. (&) through col. {¢))
¢
&
1 Grossrevenue . ., ... .. ....
®| & Cashprizes ... ..
21 3 Noncashprizes ,..........
i
é 4 Rentfacilitycosts = = = = . . . .
[
5 Otherdirectexpenses , ., .....
|| Yes % |Yes % [|__|Yes %
6 Volunteerlabor = No No No
7 Direct expense summary. Add lines 2 through 5 incolumn(d) = . .. . ... .. ... ... .. »
8 Net gaming income summary. Subfractline 7 fromline 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 sach of these states?, _ _ _ [ Ives| INo
b If "No," explain:
10a Were any of the organization’s gaming licenses revoked, suspended or terminated during the tax year?, | _ | I_f Yes |_| No
b If "Yes," explain:
Schedule G (Form 990 or 990-EZ) 2015
JsA
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HEALTH CARE CENTER FCR THE HCOMELESS, INC. 59-3185020

Schedule G {Form 990 or 980-E7) 2015 Page 3
11 Does the organization conduct gaming activities with nonmembers? . . . . . o v v oo v oo oe e e e e o . | lves! INo
12 Is the organization & grantor, beneficiary or trustee of a trust or a member of a partnership or other entity
formed to administer charitablegaming?. . . .. .. .. . .. . .t i Pt h e e e e e e, |:|Yes |:| No

13  Indicate the percentage of gaming activity conducted in:

a Theorganization'sfacifty . . ... ........... ... .. ........ C e e e e 13a %

b Anoutsidefacilly . . _ . .. ... . . e e e e e e e 13b %
14  Enter the name and address of the person who prepares the organization's gaming/special events books and

15a

16

17

b

records:

Does the organization have a contract with a third party from whom the organization receives gaming
revenue?
li "Yes," enter the amount of gaming revenue received by the organization ™ $__ and the
amount of gaming revenue retained by the third party » §

If "Yes," enter name and address of the third party:

Description of services provided »

D Director/oificer ‘:’ Employee D Indepandent contractor

Mandatory distributions:

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

retain the state gaming license?, . . . ..., ... e e e e e e E e e e e e e e [ Ives D No
Enter the amount of distributions required under state law to be distributed to other exempt organizations

or spent in the organization's own exempt activities during the taxyear p $

Supplemental Information. Provide the explanation required by Part |, line 2b, columns (iii} and (v), and

Part ill, lines 9, 9b, 10b, 15b, 15¢, 16, and 17b, as applicable. Also provide any additional information
(see instructions).

JSA
5E150%3 1.00Q

Schedule G (Form 990 or 990-EZ) 2015
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SCHEDULE J Compensation Information |__oM8 No. 15450047
{Form 290} For certain Officers, Directors, Trustees, Key Employees, and Highest
Compensated Employees
P Complete if the organization answered "Yes" on Form 980, Part IV, line 23.

Open to Public

Department of ths Treasury M Attach to FDI’!II 990. . . h
Internal Revenue Service P Information about Schedule J (Form 990) and its instructions is at www.irs.gov/formaao, Inspection
Name of the organization Employer identification number
HEALTH CARE CENTER FOR THE HOMELESS, INC. 58-3185020

Y] _Questions Regarding Compensation

1a Check the appropriate box(es) if the organization provided any of the following to or for a person listed on Form
990, Part VI, Section A, line 1a. Complete Part lli to provide any relevant information regarding these items.

First-class or charter travel Housing allowance or residence for personal use
Travel for companions Paymenis 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 (e.g.. 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 abova? If "No,” complete Part Il to
BXIRIN L L e e e e e

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 in line

3 Indicate which, if any, of the following the filing organization used to establish the compensation of the
organization's CEQ/Executive Director. Check all that apply. Do not check any boxes for methods used by a
related organization to establish compensation of the CEQ/Executive Director, but explain in Part Ifl.

Compensation committee . Written employment contract
Independent compensation consultant Compensation survey or study
Form 890 of other organizations Approval by the board or compensation committes

4 During the year, did any person listed on Form 990, Part VII, Saction A, line 1a, with
crganization or a related organization:

respect to the filing

If "Yes" to any of lines 4a-c, list the persons and provide the applicable amounts for each item in Part [i.

Only section 501(c){3), 501(c){4), and 501(c}{(29)} organizations must complete lines 5-9.
§ Forpersons listed on Form 990, Part VI, Section A, line 1a, did the organization pay or accrue any
compensation contingent on the revenues of;
a Theorganization? . . . . . .. . . i ittt s e e e e e e e e e e et e e e

If "Yes” to line 5a or Sb, describe in Part |IL.
6 For persons listed on Farm 880, Part VII, Section A, line 1a, did the organization pay or accrue any
compensation contingent on the net earnings of:
a The organzation? . . .. ..ot e e e e e e e e

If "Yes" on fine Ba or Bb, describe in Part (Il
7 For persons listed on Form 890, Part Vil, Section A, line 1a, did the organization provide any non-fixed
payments not described on fines 5 and 67 If "Yes,"describe inPart . . . . .. .. .. ...\ ... 7 X
8 Were any amounts reported on Form 990, Part Vil, paid or accrued pursuant to a contract that was subject
to the initial contract exception described in Regulations section 53.4958-4(a)(3)? If “Yes," describe

NPartlll . e e 8 X
g If "Yes" to line 8, did the organization also follow the rebuttabie presumption procedure described in P R
Regulations section 83.4858-8(C)7 . . . . .\ it ittt e e e e 9
For Paperwork Reduction Act Notice, ses the Instructions for Form 990. Schedule J (Form 990} 2015
JsA
SE1290 1.000
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| OMB No. 1545-0047

2015

SCHEDULE M Noncash Contributions
(Form 990)

P Complete if the organizations answered "Yes" on Form 980, Part IV, lines 29 or 30.

5 P> Attach to Form 980, Open To Public
epartment of the Treasury | e } . _
Intemal Revenue Service P Information about Schedule M (Form 990} and its instructions is at www.irs.goviform990. Inspection
Name of the crganizaticn Employer identification number
HEALTH CARE CENTER FOR THE HOMELESS, INC. 59-3185020
Types of Property
e} d
Chf:c}k ¥ | Number of c(g%t;ibuﬁons ar ’;‘fn”oﬁst'; ?ggé;‘;‘é‘g? Method of(_d:’ett_ermining
applicable items contributed Form 990, Part VIII, ine 1g noncash contribution amounis
1 Art-Worksofart. . .. ......
2 Art- Historical treasures . . . . ..
3 Art- Fractional interests . . . . _ .
4 Books and publications . ... ..
5§ Clothing and household
goods. . . ... .ol
6 Cars and othervehicles , . . . . .
7 Boatsandplanes. . ........
8 intellectual property . . . ... ..
9 Securities - Publicly traded
10 Securities - Closely held stock . . .
11 Securities - Partnership, LLC,
ortrustinterests . . .. ......
12  Securities - Miscellaneous . . . . .
13  Qualified conservation
contribution - Historic
structures . . . ... .......
14 Qualified conservation
contribution- Qther . . ... ...
16 Real estate - Residential ., . . . . .
16 Realestate - Commercial . . .. .
17 Realestate-Qther. . . ... ...
18 Collectibles. . . ... .......
19 Foodinventory. . .........
20 Drugs and medical supplies . . . . X 3.275. 1,030,074, |FMV
21 Taxidermy . .. .. ........
22 Historical artifacts . .. ......
23 Scientific specimens., . . .. ...
24 Archeological artifacts., . . ... .
25 Other p( }
26 Other p( }
27 Other p( )
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 IV, Donee Acknowledgement . . . . . . . . .. 29

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 is not required

to be used for exempt purposes for the entire halding period?. . . . . .. . . . .0 v e e 30a X

b If “Yes,” describe the arrangement in Part I :
31 Does the organization have a gift acceptance policy that requires the review of any non-standard

COMribUIONST. . . . L e e e e e 31 X
32a Does the organization hire or use third parties or related organizations to solicit, process, or sell noncash
CONtribULIONS?. . . L e e 32a X

b If “Yes,” describe in Part It. ,
33  If the organization did not report an amount in column (c) far a type of property for which column (a) is checked, i
describe in Part Il

For Paperwork Reduction Act Notice, see the Instructions for Form 990. Schedule M (Form 990) {2015)

JSA
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HEATTH CARE CENTER FOR THE HOMELESS, INC. 59-3185020

Schedule M (Form 980) (2015) Page 2

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

SCHEDULE M, PART 1, LINE 20

PHARMACEUTICALS WERE DONATED BY VARIOQUS ENTITIES.

JSA
SE1508 1.000

Schedule M {(Form 980) (2015)
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| oms No. 1545-0047

SCHEDULE O Supplemental Information to Form 990 or 990-EZ
(Form 930 or 990-EZ)
Complete to provide information for responses to specific questions on
Department of the Treasury Form 890 or 990-EZ or to provide any additional information. Open to Public
Intemal Revenue Service P Attach to Form 990 or 990-EZ. II'ISPECtiOH

Name of the crganizaticn Empleyer identification number
HEALTH CARE CENTER FOR THE HOMELESS, INC. 52-3185020

FCRM 290, PART VI, SECTICN &, LINE 3

THE ORGANTZATION IS A MEMBER CF HEALTH CHCICE NETWORK OF FLORIDA, INC.,

AN ASSOCIATICON FCR FEDERALLY QUALIFIED HEALTH CENTERS, WHTCH PROVIDES

SUBSTANTIAL SUPPORT SERVICES TC THE (ENTER'S OPERATIONS IN TERMS OF

INFORMATION TECHNOLOGY, FINANCE, ELECTRONIC HEALTH RECORDS, MANACED CARE,

AND OTHER CLINTCAL SERVICES.

FORM 29C, PART VI, SECTION B, LINE 11B

THE ORGANIZATION'S FEDERAL FORM 9%0 WAS DPROVIDED TO EACH VOTING MEMBER OF

ITS GOVERNING BODY, ITS BOARD OF DIRECTORS, PRIOR TO FILING WITH THE

INTERNAL SERVICE REVENUE ("IRS"). THE BCARD OF DIRECTORS HAS BEEN

DELEGATED THE RESPONSIBILITY TO COVERSEE, REVIEW AND APPROVE THE FEDERAL

FORM 9320, INCLUDING THE EBREPARATION, REVIEW AND FILING PROCESS.

AS PART OF THE TAX RETURN PREEARATTION PROCESS THE ORCGANIZATION HTRED A

PROFESSIONAL CERTIFIED PUBLIC ACCOUNTING ("CPA") FIRM WITH EXPERIENCE AND

EXPERTISE IN HEALTHCARE AND NOT-FOR-PROFIT TAX RETURN PREPARATION TO

PREPARE THE FEDERAT, FORM 990. THE CPA FIRM'S TAX PROFESSIONALS WORKED

CLOSELY WITH THE ORGANIZATICN'S FINANCE PERSONNEL, INCLUDING, BUT NOT

LIMITED TO, THE PRESIDENT & CEC ("INTERNAL WORKTNG GROUE")}, TO OBTAIN

INFORMATION NEEDED IN CRDER TC PREPARE A COMPLETE AND ACCURATE TAX

RETURN .

For Privacy Act and Paperwork Reduction Act Notice, see the Instructions for Form 990 or 990-EZ. Schedule O (Form 920 or 990-EZ2) (2015)

JSA
SE1227 1.000
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Schedule O {Form $90 or 990-E2) 2015 Page 2
Name of the organization Employer identification humber
HEAT,TH CARE CENTER FOR THE HOMELESS, INC. 59-3185020

THE CPA FIRM PREPARED A DRAFT FEDERAL FORM 9%0 AND FURNISHED IT TC THE
ORGANIZATION'S INTERNAL WORKING GROUF FOR REVIEW. THE QRGANIZATION'S
INTERNAL WORKING GROUP REVIEWED THE DRAFT FEDERAL FORM S90 AND DISCUSSED
QUESTIONE AND COMMENTS WITH THE CPA FIRM. REVISIONS WERE MADE TO THE
DRAFT FEDERAL FORM 230 WHERE NECESSARY AND A FINAL DRAFT WAS FURNISHED BY
THE CPA FIRM TC THE ORGANIZATICN'S INTERNAL WORKING GROUP FCR FINAT,
REVIEW AND APPROVAL PRIQRE TO PROVIDINé IT TC THE MEMBERS OF THE BOARD CF

DIRECTORS AND FILING WITH TEE IRS.

FORM ©90, PART VI, SECTION B, LINE 12

THE ORGANIZATION REGULARLY MONITORS AND ENFORCES COMBLIANCE WITH ITS
CONFLICT OF INTEREST POLICY. ANNUALLY ALL MEMBERS OF THE BOARD OF
DIRECTORS AND OFFICERS, ARE REQUIRED TO REVIEW THE EXISTING CONFLICT OF
INTEREST POLICY AND COMPLETE A QUESTIONNAIRE. THE SIGNED QUESTIONNAIRES
ARE RETURNED TC THE PRESIDENT WHO REVIEWS THEM. ANY POTENTIZL CONFLICTS
ARE REPCORTED TO THE BOARD OF DIRECTORS WHERE ANY NECESSARY MITIGATING

BEHAVICR IS8 TAKEN.

FORM 9%0, PART VI, SECTION B, LINE 15

THE ORGANIZATICON'S OFFICERS OF THE BOARD OF DIRECTORS REVIEW AND APPROVE
THE COMPENSATION ARRANGEMENT OF THE CHIEF EXECUTIVE OFFICER ("CREO"). THIS
REVIEW IS BASED ON JOB FUNCTIONS AND REQUIREMENTS OF THE CEO PQSITION TO

DETERMINE AN APPROPRIATE WAGE OR SALARY RANGE. COMPENSATION IS ALSO RASED

JSA Schedule O {Form 990 or 990-EZ) 2015
SE1228 1.000
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Scohedule O (Form 990 or 990-EZ) 2015 Page 2
Name of the organization Employer identification number
HEALTH CARE CENTER FOR THE HOMELESS, INC. 59-3185020

ON THE FOLLOWING FACTCRS:

1. PREVAILING RATES FOR SIMILAR WORK IN OTHER NONPROFIT AND COMMERCIAL

CRGANIZATIONS;

2. NATTIONAL AS WELL AS LOCAL SALARY PATTERNS;

3. APPLICABLE LEGAL REQUIREMENTS;

4. STANDARDS ESTABLISHED BY PROFESSIONAL ORGANIZATIONS; AND

5. THE FINANCIAL ABILITY OF THE CENTER TC COMPENSATE THE CEOC.

THE ACTIONS TAKEN BY THE BOARD ENABLE THE ORGANIZATION TQO RECEIVE THE

REBUTTABLE PRESUMPTION OF REASONABLENESS FOR PURPOSES OF INTERNAL REVENUE

CODE SECTION 4958 WITH RESPECT TO THE TOTAL COMPENSATION OF THE CHIEF

EXECUTIVE OFFICER. THE THREE FACTORS WHICH MUST BE SATISFIED IN ORDER TO

RECEIVE THE REBUTTABLE FPRESUMPTION OF REASONABLENESS ARE THE FOLLOWING:

1. THE COMPENSATION ARRANGEMENT IS APPRCVED IN ADVANCE BY AN

"AUTHORIZED BODY" OF THE APPLICARLE TAX-EXEMPT ORGANIZATICN WHICH IS

COMPOSED ENTIRELY OF INDIVIDUALS WHC DO NOT HAVE A "CCNFLICT OF INTEREST”

WITH RESPECT TO THE CCMPENSATION ARRANGEMENT;

2. THE AUTHORIZED BODY CRTAINED AND RELIED UPON "APPROPRIATE DATA AS

TO COMPARABILITY" PRIOR TO MAKING ITS DETERMINATION; AND

3. THE AUTHORIZED BODY "ADEQUATELY DOCUMENTED THE BASIS FOR ITS

DETERMINATION" CONCURRENTLY WITH MAKING THAT DETERMINATION.
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Schedule O (Form 990 or 990-E7) 2015 Page 2
Name of the organization ) Employer identification number
HEALTH CARE CENTER FOR THE HOMELESS, INC. 59-3185020

THE BOARD IS COMPRISED ENTIRELY OF MEMBERS OF THE BOARD OF DIRECTORS EACH

OF WHOM ARE INDEPENDENT AND ARE FREE FROM ANY CONFLICTS OF INTEREST.

THE ORGANIZATION HAS NO OTHER OFFICERS OR KEY EMPLOYEES OTHER THAN THE

CHIEF EXECUTIVE OFFICER.

FORM 280, PART VI, SECTICN C, LINE 18

THE ORGANIZATICON MAKES ITS GOVERNING DOCUMENTS, CONFLICT OF INTEREST
POLICY AND FINANCIAL ZSTATEMENTS AVAILABLE TO THE PUBLIC BY PROVIDING

COPIES UPON REQUEST AND ALSO CN ITS WEBSITE AT WWW.HCCH.ORG.

FORM 890, PART VII AND SCHEDULE J

PART VII AND SCHEDULE J REFLECTS A CERTAIN VOTING ROARD MEMBER/OFFICER
RECIEVING COMPENSATION AND BENEFITS FROM THIS ORGANIZATION. PLEASE NOTE
THIS REMUNERATION WAS FOR SERVICES RENDERED AS A FULL-TIME EMPLOYEE OF
THE ORGANIZATION; AND NOT FOR SERVICES RENDERED AS A VOTING MEMBER COF THE

BOARD OF TRBUSTEES COF THIS ORGANIZATION.

ATTACHMENT 1

FORM 530, PART TITIT, LINE 1 - CRGANIZATION'S MISSTON

TO PROVIDE QUALITY HEALTH CARE SERVICES THAT IMPROVE THE LIVES OF THR

HOMELESS AND MEDICALLY INDIGENT PEOPLE OF OUR COMMUNITY IN AN

JSA Schedule O (Form 980 or 990-EZ) 2015
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Name of the organization Employer identification number

HEALTH CARE CENTER FOR THE HOMELESS, INC. 59-3185020
ATTACHMENT 1 {CONT'D)

FORM 250, PART IIT, LINE 1 - CRGANIZATICON'S MISSION

ATMOSPHERE OF DIGNITY AND RESPECT. TO BETTER SERVE OUR COMMUNITY
MEDICAL CARE SERVICES ARE PROVIDED TO ALL INDIVIDUALS IN A
NON-DISCRIMINATORY MANNER REGARDLESS OF RACE, CCLOR, CREED, SEX,

NATIONAL ORIGIN OR ABILITY TO PAY.

HEALTH CARE CENTER FOR THE HOMELESE ("HCCH") PROVIDES HEALTH SERVICES
FOR HOMELESS AND HOUSED BUT UNINSURED OR UNDER-INSURED INDIVIDUALS
LIVING IN ORANGE, CSCEOLA, AND SEMINOLE COUNTIES. HCCH ALSQ SERVES
PATIENTS WITH MEDICARE, MEDPICAID, SIMILAR MANAGED CARE PLANS, AND THE
CCVERAGE MADE AVAILABLE UNDER THE AFFORDABLE CARE ACT. THE
POPULATIONS WE SERVE CFTEN FIND LIMITED ACCESS TO MEDICAL, DENTAL AND
BEHAVICRAL HEALTH SERVICES AND WE ARE HERE TC ACT AS THEIR HEALTHCARE

HOME .

FCR OUR HOMELESZ PATIENTS, WE SEEX TO IMPROVE THEIR HEALTH AND HELP
THEM TRANSITION BACK INTO SELF-SUFFICIENCY. FOR OUR HCUSED BUT
UNINSURED PATIENTS, WE SEEK TO ADDRESS THEIR HEALTH NEEDS AND PREVENT
THE POTENTIAL DECLINE INTC HOMELESSNESS THAT CAN RESULT FROM
OVERWHELMING HEALTHCARE EXPENSES. FOR ALL OF OUR PATIENTS, WE ARE
PROVIDING ACCESS TC NEEDED HEALTH SERVICES TO ALLOW THEM TO IMPROVE
AND/OR MAINTAIN THEIR HEALTH. THE MAJORITY OF OUR PATIENTS EARN
INCOME BELOW 100% OF THE FEDERAL POVERTY GUIDELTNE AND DO NOT QUALTFY
FOR THE HEALTE INSURANCE EXCHANGE ESTABLISHED AS A RESULT OF THE

AFFORDARLE CARE ACT.

TN 2015, HCCH CARED FOR 15,931 UNDUPLICATED PATIENTS WITHIN OUR

Jsa Schedule O (Form 950 or 990-EZ) 2015
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Name of the organization Employer identification number

HEATTH CARE CENTER FOR THE HCOMELESS, INC. 59-3185020
ATTACHMENT i (CONT'D)

FORM 290, PART ITI, LINE 1 - ORGANIZATION'S MISSTION

CLINICS, KNCWN AS ORANGE BLOSSCM FAMILY HEALTH, RESULTING IN 46,409
ENCOUNTERS. OUR MAIN PROGRAM AREAS INCLUDE PRIMARY ANP PREVENTIVE
MEDTCAT. CARE, BEHAVIORAL HEALTH AND SUBSTANCE ARBUSE COUNSELING, ORAL
HEALTH CARE, AN ON-SITE PHARMACY, VISION SERVICES, MOBILE HEALTH
SERVICES (MEDICAL AND DENTAL), A RESIDENTTAT, TB SHELTER, AND STREET
OUTREACH - OUR HOPE TEAM. THE MAJORITY OF QUR SERVICES ARE HQOUSED
WITHIN OUR MATIN HEALTH FACILITY, WHICH OPENED IN 2006 A FEW BLOCKS
WEST OF DOWNTOWN ORLANDC. IN ADDITION TC OUR MAIN LOCATION, WE
CPERATE FIVE SATELLITE SITES WITHIN THE TRI-COUNTY AREZ: AT
COMMUNITY FOOD AND OUTREACH CENTER ON MICHIGAN IN ORLANDO; AT
COMMUNITY HOPE CENTER IN KISSIMMEE; AT HARVEST TIME INTERNATIONAL IN
SANFORD; AT SAMARITAN RESCURCE CENTER IN CRLANDQ; AND ON VINELAND

ROAD IN ORLANDO,

ATTACHMENT 2

990, PART VII- CCOMPENSATION OF THE FIVE HIGHEEST DAID IND. CONTRACTORS

NAME AND ADDRESS DESCRIPTION OF SERVICES COMPENSATION

HEALTE CHOICE NETWORK OF FLORIDA, INC. SUPPORT SERVICES 386,979.
9000 NW 15TH STREET
MIAMI, FL 33172

ATTACHMENT 3
FORM 950, PART VIII - INVESTMENT INCOME

JSa Schedute O (Form 980 or 990-EZ} 2015
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Scheduls © (Form 9980 or 980-EZ) 2015

Page 2

Nama of the ergznization
HEALTH CARE CENTER FCOR THE HCMELESS, INC.

Empioyer identification number
58-3185020

FORM 230, PART VIII - INVESTMENT INCOME

ATTACHMENT 3 (CONT'D)

{n) (B) () (o
TOTAL RELATED OR UNRELATED EXCLUDED
DESCRIPTION REVENUE EXEMPT REVENUE BUSINESS REV. REVENUE
INTEREST INCOME 2,784. 2,784.

TOTALS 2,784.

FORM 9290, PART VITT - EXCLUDED CONTRIBUTICNS

2,784.

ATTACHMENT 4

DESCRIPTION AMOUNT

GALA 44,123.
GOLF 13,938.
TOTAL 58,061,

FORM 2350, PART VIII - FUNDRAISING EVENTS

ATTACHMENT 5

GROSS DIRECT
DESCRIPTION INCCME EXPENSES
GALA 15,833. 15,833,
GOLF 4,798. 4,799,
TOTALS 20,632, 20,632,

ATTACHMENT 6

JSA
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Name of the organization

Employer identification number
HEALTH CARE CENTER FOR THE HCMELESS, INC. 59-3185020

ATTACHMENT 6 (CONT'D}

FORM $920, PART X - INVESTMENTS - PUBLICLY TRADED SECURITIES

ENDING COST
DESCRIPTION ° BOOK VALUE OR FMV
INVESTMENTS IN LLC 10,000. FMV
TOTALS 10,000

ATTACHMENT 7

FORM 990, PART X - DEFERRED REVENUE

ENDING
DESCRIPTICN BOOK VALUE

DEFERRED SUPPORT

1,008,235,
TOTALS 1,008,235.
ISA Schedule O (Form 990 or 990-EZ) 2015
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SCHEDULE D Capital Gains and Losses
(Form 1041) P Attach to Form 1041, Form 5227, or Form 990-T.
Department of the Treasury p Use Form 8949 o list your transactions for lines 1b, 2, 3, 8b, 9 and 10.

intemal Revenue Senice

P Information about Schedule D and its separate instructions is at www.irs.govw/form1041,

OMB No. 1545-0082

2019

Name of estate or trust

HEALTH CARE CENTER FOR THE HOMELESS,

INC.

Employer identification number

55-3185020

Note: Form 5227 filers need to complete only Parts [ and if.

Part |

Short-Term Capital Gains and Losses - Assets Held One Year or Less

See instructions for how to figure the amounts to enter on

the lines below.

(d}
Proceeds

@
Adjustments

This form may be easier to complete if you round off cents
to whole dollars.

=)
Cost

(sales price) {or other basis)

to gain or loss from
Form(s) 8848, Part |,
line 2, colurmnn (g}

(h) Gain or {joss)
Subtract column (e}
from column {d} and

combine the result with
column {g)

1a

Totals for all short-term transactions reporied on Form
1089-B for which basis was reported to the [RS and
for which you have no adjustments (see instructions).
Howaver, if you choose to report all these transactions
on Form 8949, leave this line blank and go to line 1b .

1h

Totals for al! transactions reported on Form(s) 8949
with Box Achecked. . . . . .. ... ... ... ...

Totals for all transactions reporied on Form(s) §949
with BoxBchecked. . . . . . . . . ... .......

Totals for all transactions reported on Form(s) 8949
with BoxCchecked. . . . . . . . .. ... ... ..

7

Short-term capital gain or (loss) from Forms 4684, 8252, 6781, and 8824

Net short-term gain or (loss) from partnerships, S corporations, and other estates or trusts

Shoit-term capital loss carryover. Enter the amount, if any, from line 9 of the 2014 Capital Loss
Carmyover Worksheat, . . . . . L . i i e e e e e e e e e e e e

Net shori-term capital gain or (loss). Combine lines 1a through & in column (h). Enter here and on

ling 17, column (3)onthe back . . . . . . . . . i it it it e e n e e e e e >

m Long-Term Capital Gains and Losses - Assets Held More Than One Year
See instructions for how to figure the amounts to enter on . (@)

the lines below. {d) (&)

This form may be easier to complete if you round off cents
to whole dolfars.

Cost
(or other basis)

Proceeds
{seles price)

Adjustments
to gain or loss from
Farm(s) 8949, Part |1,
line 2, column (g)

(h) Gain or (loss}
Subtract column (g}
from celumn (d) and

combine the result with
column (g)

8a

Totals for all long-term transactions reporfed on Form
1099-B for which basis was reported to the IRS and
for which you have no adjustments (see insfructions).
However, if you choose to report all these transactions
on Form 8948, leave this line blank and go o line 8b .

8b

Totals for all fransactions reported on Form(s) 8949

with BoxDchecked. . . . .. . ... ... u.'... 14,917.

2,633,

12,284.

Totals for all transactions reported on Form(s) 8949
with BoxEchecked . . . . ... ... .. .......

10

Totals for all transactions reported on Form(s) 8949
with Box F checked

1

12

13

14
15

16

Long-term capital gain or (loss) from Forms 2439, 4684, 6252, 6781, and 8824 . . . . . .. ..« . ..
Net long-term gain or (loss) from partnerships, S corporations, and other estates ortrusts. . . ... . . . .
Capital gain distributions. . . . . . . L. L. e e e e e e e e e e e

Gainfrom Form 4707, Part . . . . . Lt i e e e e e e e e e e e e e e e e e e

Long-term capital loss camyover. Enter the amount, ¥ any, from line 14 of the 2014 Capital Loss
Carryover Worksheet

Net long-term capital gain or (loss). Combine lines 8a through 15 in column (h). Enter here and on
line 18a, column (3) on the back

11

12

13

14

15

16

12,284.

For Paperwork Reduction Act Notice, see the Instructions for Form 1041.
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Schedule D (Form 1041) 2015 Page 2

Summary of Parts land If (1) Beneficiaries’ (2} Estate’s
Caution: Read the instructions before completing this part. (see insir.) or trust's (3) Total
17 Netshort-term gainor(loss), . ... ... .. e e e e e e e 17
18 Net long-term gain or (loss):
a Total foT YAl + . it i s s it e h e e e e e 18a 12,284.
b Unrecaptured section 1250 gain (see ling 18 of the wrksht.), . . . [18b
€ 28%rategainm. . . .. i i e i i e e e e e e e e e 18¢
19 Total net gain or (loss). Combine lines 17 and 18a, . . ... .. > 19 12,284.

Note: if line 18, column (3), Is a net gain, enter the gain on Form 1041, line 4 (or Form 880-T, Parf | line 4a), If lines 18a and 19, column (2), are nef
gains, go to Part V, and do not complete Part V. If line 19, column (3), is a net loss, compliete Part IV and the Capital Loss Canyover Worksheet, as

necessaly.
m Capital Loss Limitation

20 Enter here and enter as a (loss) on Form 1041, line 4 (or Form 990-T, Part |, line 4c, if a trust), the smaller of:
a Thelossonline 19, column(3) or b 33,000, . . _ . .. .. . .. . . . i it e e e 20 |(

Note: If the ioss on fine 19, column (3), is more than $3,000, or jf Form 1041, page 1, line 22 (or Form 890-T, line 34), is a loss, complete the Capital
Loss Camyover Worksheet in the insfructions to figure your capital loss carryover.

Tax Computation Using Maximum Capital Gains Rates

Form 1041 filers. Complete this part only if both lines 18a and 18 in column (2) are gains, or an amount is entered in Part | or Part Il and
there is an entry on Form 1041, ling 2b{2), and Form 1041, line 22, is more than zero.

Caution: Skip this part and complete the Schedule D Tax Worksheet in the instructions if:

o Either line 18b, col. (2) or line 18c¢, col. (2) is more than zero, or

& Both Form 1041, line 2b(1), and Form 4952, iine 4g are more than zero.

Form 990-T trusts. Complete this part only if both lines 18a and 19 are gains, or qualified dividends are included in income in Part | of Form
990-T, and Form 990-T, line 34, is more than zere. Skip this part and complete the Sehedule D Tax Worksheet in the instructions if elther
line 18k, col. {2) or line 18¢, col. (2) is more than zero.

21 Enter taxable income from Form 1041, ling 22 (or Form 990-T, line 34), . . 21
22 Enter the smaller of line 18a or 19 in column (2)
butnotiessthanzero. . .......... Ve 22
23 Enter the esiate’s or trust's qualified dividends
from Form 1041, line 2b(2) {or enter the qualified
dividends included in income in Part | of Form 990-T), . | 23
24 Addlines22and23 ............... .| 24
25 K ithe estate or trust is filing Form 4352, enter the
amount from line 4g; otherwise, enter-0-. , . » | 25
26 Subftract line 25 from line 24. If zero or less, enter-0- _ , . ... ... ... 26
27 Subtract line 26 from line 21. if zero orless, enter-0- . . . ... .. .... 27
28 Enter the smaller of the amountonline21or$2,500 . . ... ... .... 28
29 Enter the smaller of the amountonline 27 orline28 .. .......... 29
20 Subtract line 29 from line 28. If zero or less, enter -0-. This amountistaxedat0% . . . .. ... ... »| 30
31 Enterthesmallerofline21orline26. . .. ... oo v v .. C e e 31
32 Subtractline 30fromline 26. . . . . . . . ... .. e e e 32
33 Eniterthesmallerofline 210or$12300. . . . .. . v . v v v s i e oo 33
34 Addlines 27 and 30 . . . . ... L. e e e e e e 34
35 Subtract line 34 from line 33. If zero or less, enter-0- _ ., . ... .. ... 35
36 Enterthesmallerofline 32 orlne 35, & . v v v v v v e v e m e e e e e v n s 36
37 Mulliply line 36 by 15%. - . . . L . e e e e e e e e e e e e e »| 37
38 Entertheamountfromline31 ., . . . . ... ' i v v it i e e, 38
39 Addlines 30 and 36 _ . . . L L e e e e e e e e e e 39
40 Subtract line 39 from line 38. If zero or less, enfer-0- _ . . . _ . .. ... 40
M Multiply Ine 40 5Y20% -+« v e i e e e e e e »| 41
42  Figure the tax on the amount on line 27. Use the 2015 Tax Rate Schedule for Estates
and Trusts (see the Schedule G instructions in the instructions for Form 1041) , | . . 42
43 Addlines 37,471, and 42 . . . ..t i e e e e e e e e e e 43
44  Figure the tax on the amount on line 21. Use the 2015 Tax Rate Schedule for Estates
and Trusts (see the Schedule G instructions in the instructions for Form 1041}, . . . 44
45 Tax on all taxable income. Enter the smaller of line 43 or line 44 here and on Form 1041, Schedule
G line 1a (or Form 880-T, 1€ 3B) . . . . . . i ittt i e s vt et u e e e e e e | 45

Schedule D (Form 1041} 2015
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Fonm 8949 (20185) Attachment Sequence No. 12A Page 2

Name(s) shown on retum. Name and SSN or taxpayer identification no, not required if shown on cther side Soclal security number or taxpayer identification number

HEATTH CARE CENTER FOR THE HOMELESS, INC. 59-3185020

Before you check Box D, E, or F baiow, see whether you received any Form(s} 1099-B or substitute staternent(s) from your broker. A substitute

statement will have the same information as Form 1099-8. Either will show whether your basis (usually your cost) was reported to the IRS by your

broker and may even fell you which box fo check.

GEUGEIN  Long-Term. Transactions involving capital agsets you held more than 1 year are long term. For short-term
transactions, see page 1.
Note: You may aggregate all long-term transactions reported on Form{s) 1099-B showing basis was reporied
to the IRS and for which no adjustments or codes are required. Enter the totals directly on Schedule D, line
8a; you aren't required {¢ repori these transactions on Form 8949 (see instructions).

You must check Box D, E, or F below. Check only one box. If more than one box applies for your long-term transactions, complete

a separate Form 89489, page 2, for each applicable box. If you have more long-term transactions than will fit on this page for one or

mare of the boxes, complete as many forms with the same box checked as you need.
(D) Leong-term transactions reported on Form(s) 1099-B showing basis was reported to the IRS (see Note above)

| | (B} Long-term transactions reported on Form(s) 1099-B showing basis was not reported to the IRS
(F) Long-term fransactions net reported to you on Form 1099-B

Adjustment, if any, to gain orloss.

1 ® If you enter an amount in columr {g), ()

(a} (b} {c) (@) Cost or other basis, enter a code in column (f). < Gain or (loss).( )

- " Date sold or Proceeds See the Note below]  See the separate instructions, ubtract column (€]

Descn?tlon of property Date acquired disposad | N fom column (d) and

(Example: 100 sh. XYZ Co.) (Mo., day, yr.) (sales price) | and see Cofumn () ‘
(Mo., day, yr.) | (see instructions} in the separats f) {g) corpbme the resuit
instructions Code(s) from Amount of with column (g)
instruciions adjustment
SATE OF PARTNERSHIP

INTEREST 03/30/2016 14,917. 2,633, 12,224,

2 Totals. Add the amounts in columns {d), (), (g), and (h) (subtract
negative amounts). Enter each total here and include on your
Schedule D, line &b {if Box D above is checked), line 9 (if Box E
above is checked), or line 10 (if Box F above is checked)p» 14,917 2,633, 12,284.

Note: If you checked Box D above but the basis reported to the IRS was incorrect, enter in column (g) the basis as reported to the IRS, and enter an
adjustment in column () to correct the basis. See Column () in the separate instructions for how to figure the amount of the adjustment.

Jsa Form 8949 2015
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