Form 990

Department of the Treasury
Intemal Revenus Service

EXTENDED TO NOVEMBER 15, 2016
Return of Organization Exempt From Income Tax

P Do not enter social security numbers on this form as it may be made public
»_Information about Form 990 and its instructions is at www.Irs.gov/form990.

OMB No. 1545-0047

Under section 501(c), 527, or 4947(a)(1} of the Internal Revenue Code (except private foundations) 20 ! 5
> Open to Pubiic

Inspection

A For the 2015 calendar year, or tax year baginning and ending
B Checkit C Name of organization D Employer identification number
wricatle: | FOUNDATION FOR ANGELMAN SYNDROME

crangs: | THERAPEUTICS
gﬁ?nze Doing busingss as kk_*kx*(0079
o Number and street (or P.0. box if mail is not delwered to street address) Roamvsuite | E Telephone number

[ Jeinat, PO BOX 608 866-783-0078
s City or town, state or province, country, and ZIP or forelgn postal code G Grossreceipts § 2,071,168.
rn | DOWNERS GROVE, IL 60515 _ Hia) Is this a group retum

[z "_‘a F Name and address of principal officer PAULA EVANS for subordinates? [ Ives IE No
Peréd |pO BOX 608, DOWNERS GROVE, IL 60515 H(b) Ave att subcrcinates inciugea’__| Yes [ No

|_Tax-exempt status: L& 501(c)(3) |1 501(e) { ) (insertna) |1 4947(a)(1)or L] 527 If "No," attach a list. {see instructions)

J Website: - WWW . CUREANGELMAN . ORG Hie) Group exemption number B

K Form of organization: Ij;_l Corporation {__ | Trest | | Association [ __[ Otherp»

| L Year of formation: 20 0 8] m State of lzgal domicite: TLs

| Part I| Summary

o | 1 Briefly describe the organization's mission or most significant activities: THE FOUNDATION FOR ANGELMAN
§ SYNDROME THERAPEUTICS (FAST) IS DEDICATED TO FINDING A CURE FOR
E 2 Checkthisbox B L ifthe organization discontinued its operations or disposed of more than 25% of its net assets.
a | 3 Number of voting members of the governing body (Part VI, line 1a} LB st 3 13
g 4  Number of independent vating members of the goeveming body (Part VI, line 1b] 4 13
@1 § Total number of individuals employed in calendar year 2015 (Part V, line 2a) 5 1]
§ 6 Total number of volunteers (estimate if necessary) . S —— e 8 190
E 7 a Total unrelated business revenus from Part VIll, column (C) line 12 R —— 7a 0.
b Net unrelated business taxable income from Form 990-T, line34 . . ... |7b 0.
Prior Year Current Year
o | B Contributions and grants (Part VIIl, line 1h) _ 1,558,523, 1,103,236.
§ 9  Program service revenue (Part VIII, line 2g) 0. 0.
é 10 Investment income (Part VIl, column (4), lines 3, 4, and 7d) e 3,473. -740.
11 Other revenue (Part VI, column (A}, ines 5, &d, 8c, 9¢, 10c, and11a) - -33,216. -24,023.
12 _Total revenue - add lines 8 through 11 {must equal Part VIil, column (A), fine 19) s 1,528,780. 1,078,473,
13 Grants and similar amounts paid (Part IX, column (A), iines $-3) | 1,042,667, 1,116,067,
14 Benefits paid to or for members {Part IX, column (A), line 4} . 0. 0.
@ | 15 Salaries, other compensation, employee benefits (Part IX, column {A), lines 5 10) ______ 0. 0.
£ | 16a Professional fundraising fees (Part (X, column¥A), fine 11¢) i 0. 0.
2| b Total fundraising expenses (Part IX, colurtin (D), line 25) D 39,793,
e 17 Other expenses (Part IX, column (A), fines 11a-11d, 11f.24e)" __ 165,673. 189,320.
18  Total expenses. Add lines§3N7 (must equal Part IX column (A), ||ne 25) 1,208,340, 1,305,387,
— 19 Revenue less expep@es. Subtract Itne18fmmlln3 12 i e 320,440, -226,914.
53 Beginning of Gurrent Year End of Year
25120 Totassetslportxind®® . e» [ 1,571,929 _1,154,959.
25|21 Total liabilitles {PAit X, ne 26) .. ; . 150,000. 0.
23 1,421,929, 1,194,959,

b

22 Net assets or fund balances. Subtsact lite 21 from line 20 _ N e
[ |§ignafure Block 3 Lad

Under penalties of perjury, | declare that | have examingd this return, including accompanying schedules and statements, and to the best of my knowledge and belief, it is
true, correct, and complete. Declaration of preparer (other th@-ufﬁcer] is based on &l information of which preparer has any knowledge.

Sign ’ Signature of offiger . I Uate
Here } PAULA Wﬂs CHATRPERSON
YDE O print name an
Print/Type preparer's name Preparer's signature Date Cheet [ | PTIN
Pald SEAN MCMAHON 10/28/16 L“*"'E"‘!M P00350296
Preparer |Firm'sname p HEGRE, MCMAHON & SCHIMMEL, LLC FrmsENp **-***(334
Use Only | Firm's address j, 600 "ENTERPRISE DRIVE, STE 109
QAK BROOK, IL 60523 Phoreno.312.345.6200
May the IRS discuss this ratum with the preparar shown above? (seainstructions) ... ... ..\ ... L X ves L _JNo
sazoot 12-16-15  LHA For Paperwork Reduction Act Notice, see the separate instructions. Form 990 (2015)

SEE SCHEDULE O FOR ORGANIZATION MISSION STATEMENT CONTINUATION



FOUNDATION FOR ANGELMAN SYNDROME

Form 890 (2015) THERAPEUTICS *X-***0079  page2
| Part lll | Statement of Program Service Accomplishments
Check if Schedule O contains a response ornoteto any linginthis Part Il ..............coovveoii i i e s (X]

1 Briefly describe the organization's mission:
ANGELMAN SYNDROME (AS) IS A NEURODEVELOPMENTAL DISORDER CHARACTERIZED

BY GLOBAL DEVELOPMENT DELAYS AND SEVERE SPEECH IMPAIRMENT. A FEW
INDIVIDUALS WITH AS DEVELOP FUNCTIONAL SPEECH, BUT MOST COMMUNICATE
THROUGH A MIXTURE OF GESTURES, EYE GAZE, ADAPTED SIGN LANGUAGE AND

2 Did the organization undertake any significant program services during the year which were not listed on

the prior Form 990 0r 990627 ... ... [ 1ves [XINo
i "Yes," describe these new services on Schedule O,
3  Did the organization cease conducting, or make significant changes in how it conducts, any program services? DYes m No

If “Yes,” describe these changes on Schedule O,

4  Describe the organization's program service accomplishments for each of its threa largest program services, as measured by expenses.
Section 501(¢)(3) and 501(c)(4) organizations are required to report the amount of grants and allocations to others, the total expenses, and
revenue, if any, for each program service raported.

4a  (Code: ) {Expenses $ 1,114,668. including grants of § 1,114,668, ) (Revanues _ )
FAST'S PRIMARY GOAL IS TO ADVANCE RESEARCH LEADING TO A CURE FOR AS.

4b  (Code: ) (Expanses S 1 2 5 [ 9 1 0 * Includinggrants of § ) (annnuas

)

AS AS IS A RARE DISORDER, THE COMMUNITY OF PARENTS AND CAREGIVERS OF
INDIVIDUALS WITH AS RELY HEAVILY ON SOCIAL NETWORKING TO BECOME
INFORMED AND SEEK ADVICE AND GUIDANCE ON THE CHALLENGES WHICH THE
DISORDER PRESENTS. IT 1S ONE OF FAST'S OBJECTIVES TO EDUCATE, SUPPORT,
AND STRENGTHEN THIS COMMUNITY. 1IN DECEMBER 2015, FAST BROUGHT TOGETHER
740 PARENTS/CAREGIVERS TO HEAR ABOUT THE LATEST RESEARCH ON AS, THE
GOALS AND OBJECTIVES OF FAST, ITS PROGRESS TOWARDS MEETING THOSE GOALS
AND PLANS FOR THE FUTURE. SPEAKERS INCLUDED THE HEAD OF FAST'S
SCIENTIFIC ADVISORY BOARD AND FIRE TEAM, DR. EDWIN WEEBER, AND THE
OTHER FIRE TEAM MEMBERS DR. SCOTT DINDOT, DR. DAVID SEGAL AND DR. ANNE
ANDERSON, AS WELL AS DR. REBECCA BURDINE, FAST'S CHIEF SCIENCE OFFICER.
NON-SCIENTIFIC GUEST SPEAKERS INCLUDED JAI COURTNEY, RETTA SIRLEAF,

4¢  (Code: } {Expenses § 1 [ 3 9 9_0_ including grants of § 1 1 3 9 9 - ) (Revenue § )
LITERACY AND ADVANCING ADVENTURES IN COMMUNICATING CAMP FOR INDIVIDUALS
WITH ANGELMAN SYNDROME AND THEIR FAMILIES.

4d  Other program services (Describe in Schedule O))

{Expenses § including grants af $ ) (Rovanue § )
4e__Total program service expensas P 1,241,977,
Form 990 (2015)
27035 SEE SCHEDULE O FOR CONTINUATION(S)
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FOUNDATION FOR ANGELMAN SYNDROME

Form 990 (2015 THERAPEUTICS **X-***0079  page3
| Part IV | Checklist of Required Schedules
Yes | No
1 s the organization described in section 501(c){3) or 4347(a){1) (other than a private foundation)?
If "Yes,” complete Schedule A o 1 | X
2 Is the organization required to comp!ele Schedule B, Schedule of Contributor 2 lX
3 Did the organizaticn engage in direct or indirect political campaign activities on behalf of or in opposnion to candldates for
public offica? If "Yes," complete Schedule C, Part | L 3 X
4 Section 501(c){3) organizations. Did the organization engage in Iobbylng acnvmes or have a seclion 501 (h) alection in effect
during the 1ax year? If "Yes," complete Schedule C, Part il e ) 4 X
5 Is the organization a section 501(c){4), 501(c)(5), or 501(c)(6} organizahon that receives membershlp dues assessments or
similar amounts as defined in Revenue Procedure 98-197 If "Yes, " complete Schedule C, Part lil L 5 X
6 Did the organization maintain any donor advised funds or any similar funds or accounts for which donors have the nght to
provide advice on the distribution or investment of amounts in such funds or accounts? If “Yes, " complete Schedule D, Part! | & X
7 Did the organization receive or hold a conservation easement, inciuding easements to preserve open space,
the environment, historic land areas, or historic structures? If "Yes, " complete Schedule D, Part If : 7 X
8 Did the organization maintain collections of works of art, historical treasures, or other similar assets? If © Yes cc:mptefe
Schedule D, Partil o 8 X
9 Did the organization report an amount in Part X Iine 21 for @sCrow or custodlal account liability, serve as a custodlan for
amounts not listed in Part X; or provide credit counseling, debt management, credit repair, or debt negotiation services?
i *Yes," complete SChedulg D, PArt IV | ... ..ccouimiisiumsssimsissssssssssisessssssssssssssssssnss st 9 X
10 Did the organization, directly or through a related organizallon hold assets in 1emporanly rastricted endowments pennanenk
endowments, or quasi-endowments? /f "Yes, " complete Schedufe D, Pant vV 10 X
11 if the organization's answer to any of the following questions is "Yes,” then complete Schedule D Parts VI VII VIII IX or X
as applicable.
a Did the organization report an amount for land, buildings, and equipment in Part X, line 107 /f "Yes," complete Scheduie D,
It Vs s 5 hosndt s R SR 1ta X
b Did the organization report an amount for mvestments other securities in Part X, Ime 12 1hal [s 5% or more af its total
assets reported in Part X, line 167 If "Yes, " complete Schedule D, Part Vil 11b X
¢ Did the organization report an amount for investments - program related in Part X Ilne 13 that is 5% or more of |ls tolal
assets reported in Part X, line 167 If “Yes,” complete Schedule D, Part VIl o 11e X
d Did the organization report an amount for other assets in Part X, line 15 that is 5% or more of lts tota! assets reported in
Part X, ling 167 /f “Yes," complete Schedule D, PartIX 11d X
e Did the organization report an amount for other liabilities in Part X, line 25? If Yes. complete Schedule D Part X R 11e X
f Did the organization's separate or consolidated financial staternents for the tax year include a footnote that addresses
the organization's liability for uncertain tax positions under FIN 48 {(ASC 740)7? /f "Yes, " complete Schedule D, Part X 11f X
12a Did the organization obtain separate, independent audited financial statements for the tax year? If "Yes, " complete
SChedule D, Parts X1 @nd X e e e 122a| X
b Was the organization included in consohdated |ndependent audited f‘ nancnal statements for the tax year?
if “Yes," and if the organization answered “No" to iine 12a, then completing Schedule D, Parts XI and Xil is optional 12b )_(_
13 Is the organization a school described in section 170(b)(1}(A)(i)? /f "Yes," complete Schedulee 13 X_
14a Did the organization maintain an office, employees, or agents outside of the United States? =~~~ . | 4a X
b Did the organization have aggregate revenues or expenses of more than $10,000 from grantmaking, fundra:sing. business.
investment, and program service activities outside the United States, or aggregate foreign investments valued at $100,000
or mora? If "Yes," complete Schedute F, Partsfand IV 19b| X
16 Did the organization report on Part IX, column (A), fine 3, more than $5, 000 o! granls or other ass:stance to or for any
foreign organization? if “"Yes," complete Schedule F, Parts ftandtvV 15 | X
16 Did the organization report on Part IX, column (A), line 3, more than $5, DDD of aggregate grants or other assustance to
or for foreign individuals? if “Yes, " complete Schedule F, Parts lif and IV _ 16 b4
17  Did the organization report a total of more than $15,000 of expenses for professmnal fundra:smg ser\rlces on Part lx
column (A), lines 6 and 1167 If "Yes," complete Schedule G, Part| R e s L7 X
18 Did the organization report more than $15,000 total of fundraising event gross income arld contnbutlons on Part VIII Ilnes
1c and Ba? If “Yes," complete Schedule G, Part Il 8 | X
19 Did the organization report more than $15,000 of gross income from gammg actlvmes on Part VIII Ilne Qa? r "Yes
compiete Schedule G Part i 19 X
Form 990 (2015)
2reas
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FOUNDATION FOR ANGELMAN SYNDROME

Form 990 (2015) THERAPEUTICS **-**%0079 paged
| Part IV | Checklist of Required Schedules (continued)

Yes | No
20a Did the organization operate one or more hospital facilities? /f "Yes, " complete Schedule H ) B | 20a X
b If "Yes" to line 20a, did the organization attach a copy of its audited financial stateaments to this retum? e 20b
21 Did the organization report more than $5,000 of grants or other assistance to any domestic organization or
domestic govemment on Part X, column (A}, line 17 /f “Yes, " complete Schedule |, Parts jand If 21| X
22 Did the organization report more than $5,000 of grants or other assistance to or for domestic individuals on
Part IX, column {A}, line 27 /f "Yes,” complete Schedule |, Partstenditt ] 22 X

23 Did the organization answer "Yes" to Part VI, Section A, line 3, 4, or 5 about compensation of the orgamzatlon s current
and former officers, directors, trustees, key employees, and highest compensated employees? /f "Yes, " complete
SEREAUIR J | e e 23 X

24a Did the organization have a tax exempt bond issue wrth an outstandlng pnncupal amount of more than $100 000 as of the
last day of the year, that was issued after December 31, 20027 /f "Yes, " answer lines 24b through 24d and complete

Schedule K. If "No", gotoine252 e, | 200 X
b Did the organization invest any proceeds of tax-exempt bonds beyond a temporary penod exceptnon? R . l24b
¢ Did the organization maintain an escrow account other than a refunding escrow at any time during the year to defease
any tax-exempt bonds? 5 ; ; 24c
d Did the organization act as an "on behalf of' Issuer for bonds outstandlng at any tlme duringtheyear? . |24d
253 Section 501(c){3), S01(c){4), and 501(c)(29) organizations. Did the organization engage in an excess benefit
transaction with a disqualified person during the year? /f "Yes, " complete Schedule L, Part|! .. | 253 X

b Is the organization awars that it engaged in an excess benafit transaction with a disqualified parson in a prlor year and
that the transaction has not been reported on any of the organization's prior Forms 990 or 990-E27 /f “Yes, " complete
Schedule LiPart | TS B, T R e S e S S e | 28D X

26 Did the organization report any amount on Part X, line 5, 6, or 22 {or receivables from or payables to any current or
former officers, directors, trustees, kay employaes, highest compensated employees, or disqualified persons? /f "Yes,”
complete Schedule L, Partll ... ... R - X

27  Did the organization provide a grant or other asslstance toan oﬂ' icer, drrector, tlustee, key employee substantlal
contributor or employee thereof, a grant selection committae member, or to a 35% controlled entity or family member

of any of these persons? If "Yes," complete Schedule L, Partllf 27 X
28 Was the organization a party to a business transaction with one of the lollowung partres (see Schedule L, Part IV
instructions for applicable filing thresholds, conditions, and exceptions):
a A current or former officer, director, trustee, or key employea? If "Yes, " complete Schedule L, Part IV R 2Ba X
b A family member of a current or former officer, director, trustee, or key employee? If "Yes,” complete Schedule L, Partiv | 28b X
¢ An entity of which a current or former officer, director, trustee, ar key employee (or a famity member thereof) was an officer,
director, trustes, or direct or indirect owner? If "Yes, " complete Schedule L, Part IV | 28¢ X
29 Did the organization receive mora than $25,000 in non-cash contributions? If *Yes,” complete Schedule M o 129 X
30 Did the organization receive contributions of art, historical treasures, or other similar assets, or qualified conservation
contributions? /f "Yes, " complete Schedule M L ) ) . . .30 X
31 Did the organization liquidate, terminate, or dtssolve and cease operatlons?
If “Yes," complete Schedule N, Part{ e I I i X
32 Did the organization sell, exchange, dispose of or transfer more than 25% of its net assets?if * YES. complete
Schedule N, Partlf — 32 X
33 Did the organization own 100% of an entlty dlsregarded as separate from the organizatlon under Regulatlons
sections 301.7701-2 and 301.7701-37 If "Yes, " complete Schegule R, Part! L33 X
34 Was the organization related to any tax-exempt or taxable entity? If "Yes, " complete Schedule Fl Pan‘ I! m orl‘V and
Part \ tine 1 | 1ty S At s 34 X
35a Did the organlzatlon have a controlled entlty wrthtn the rneanlng of sectlon 51 2(b)(1 3)? _____ Tt Pl 35a X
b If “Yes® to line 35a, did the organization receive any payment from or engage in any transaction with a controlled entrty
within the meaning of section 512(b){13)? /f "Yes," complete Schedule R, Part V, ine2 35b
36 Section 501{c)(3) organizations. Did the organization make any transfers to an exempt non- charrtable related organtzatlon?
If "Yes,* complete Schedute R, Part V, line 2 ;- ; 36 X
37 Did the organization conduct more than 5% of its activities through an entity that is not a refated organlzatton
and that is treated as a partnership for federal income tax purposes? If “Yes,* complete Schedule R, Part Vi et <1 X
38 Did the organization complete Scheduls O and provide explanations in Schedule O for Part VI, lines $1b and 197
Note. All Form 990 filers are required to complete Schedule © e R e as | X
Form 990 (2015)
s
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FOUNDATION FOR ANGELMAN SYNDROME

Form 990 (2015 THERAPEUTICS **-***0079  page5
[Part V[ Statements Regarding Other IRS Filings and Tax Compliance
Check if Schadula O contains a rasponse or nota to any line in this Part V . ]
Yes | No
1a Enter the number reported in Box 3 of Form 1096. Enter -0- if not applicable N : 1a &
b Enter the number of Forms W-2G included in line 1a, Enter -0- if not applicable 1b 0
¢ Did the organization comply with backup withholding rules for reportable payments to vendors and repartable gaming
(gambling) winnings to prize winners? B 1c
2a Enter the number of employees reported on Form W 3 Transmmal of Wage and Tax Statements.
filed for the calendar year ending with or within the year covered by this retum B 2a 0
b If at least one Is reported on line 2a, did the organization file all required federal employment tax retums? 2b
Note. If the sum of lines 1a and 2a is greater than 250, you may be required to e-file {see instructions)
3a Did the organization have unrelated business gross income of $1,000 or more during the year? 3a X
b If “Yes,” has it filed a Form 990-T for this year? /f *No, " to 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 authonty over, a
financial account in a foreign country (such as a bank account, securilies account, or other financial account)? 4a X
b If "Yes," enter the name of the foreign country: >
Sea instructions for filing requirements for FINCEN Form 114, Report of Foreign Bank and Financial Accounts (FBAR).
5a Was the organization a party to a prohibited tax shelter transaction at any time during the tax year? i 5a X
b Did any taxable party notify the organization that it was or is a party to a prohibited tax shelter transactlon? 5b X
c f "Yes," to line 5a or 5b, did tha organization file Form 8886:T7 5¢
6a Does the organization have annual gross receipts that are normally greater than $1DD 000 and dld the orgamzatlon solrut
any contributions that were not tax deductible as charitable contributions? » 6a X
b If “Yes," did the arganization include with every solicitation an express statement that such conlnbuiions or glﬁs
were not tax deductible? . 6b
7 Organizations that may receiva deductlbla cuntrlbutions under section 170(::)
a Did the organization receive a payment in excess of $75 made partly as a contribution and partly for goads and services provided to the payor? | 7a | X
b If "Yes," did the organization notify the donor of the value of the goods or services provided? . P 70 | X
¢ Did the organization sell, exchange, or otherwise dispose of tangible parsonal property for which it was requured
1o file Form 82827 . T e X
d If "Yes," indicate the number of Forms 8282 filed during the year NEE
e Did the organization receive any funds, directly or indirectly, to pay premiums on a parsonal benefit contract? Te
f Did the organization, during the year, pay premiums, diractly or indirectly, on a personal benefit contract? 7t
@ If the organization received a contribution of qualified intellectual property, did the organization file Form 8899 as required? | 7g
h If the organization received a contribution of cars, boats, airplanes, or other vehicles, did the organization file a Form 1098-C? | 7h
8 Sponsoring organizations maintaining donor advised funds. Did a donor advised fund maintained by the
sponsoring organization have excess business holdings at any time during the year? 8
9 Sponsoring organizations maintaining donor advised funds.
a Did the sponsoring organization make any taxable distributions under section 49667 Sa
b Did the sponsoring organization make a distribution to a donor, donor advisor, or related person? 9b
10 Section 501(c)(7) arganizations, Enter;
a Initiation fees and capital contributions included on Part Vill, lina 12 i 102
b Gross receipts, included on Form 990, Part Vill, line 12, for public use of club faculmes s [ 10b
11 Section 501(c}{12) organizations. Enter:
a Gross income from members or shareholders R e | 118
b Gross income from other sources (Do not net amounts due or paid to other sources against
amounts due or received fromthem.) 11b
12a Section 4947(a}{1} non-axempt charitable lrusts Is the organization ﬁlmg Form 990 in |IBIJ of Form 10417 12a
b If "Yes," enter the amount of tax-exempt interest received or accrued during the year e | 12b
13 Section 501(c){29) qualified nonprofit health insurance issuers.
a Is the organization licensed to issue qualified health plans in more than one state? 13a
Note. See the instructions for additional information the organization must report on Scheduls O,
b Enter the amount of reserves the organization is required to maintain by the states in which the
organization is licensed to issue qualified health plans s B s e | 13D
c Enterthe amount of reservesonhand L 13c
14a Did the organization receive any payments for Indoor tanning services dl.mng the tax year‘? 14a X
b If “Yas."” has it filed a Form 720 to report these payments? if "No, ® provide an explanation in Schedule O 14b
Form 990 (2015)
532008
12-16-15
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FOUNDATION FOR ANGELMAN SYNDROME
Form 990 (2015) THERAPEUTICS **-***0079  pageb
e

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

Check if Schedule O contains a response ornote to any lineinthisPartV___ ... ... ... ... ... ... wpgrnaae  [X]
Section A. Governing Body and Management

Yes | Ne
1a Enter tha number of voting members of the governing body at the end of the tax year 1a 13
if there are material ditferences in voting rights among members of the governing body, or if the governing
body delegated broad authority to an executive commitiee or similar committee, explain in Schedule 0.
b Enter the number of voting members included in fine 1a, above, who are independent : 1h 13
2 Did any officer, director, trustee, or key employee have a family relationship or a business relationship with any other
officer, director, trustee, or key employes? .o e M s S e s s 2 X
3 Did the organization delegate control over management dutnes customarily perfonned by or und-ar :he 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 goveming documents since the prior Form EEIO was F Ied? _____ 4 X
5 Did the organization become aware during the year of a significant diversion of the organization's assets? S _X_
6 Did the organization have members or stockholders? st 6 X
7a Did the organization have members, stockholders, or other persons who had tha power o elec't or eppo:nt one or
more members of the goveming BOodY? ... aiii i et i e SR e b S e S pre I 1 X
b Are any governance decisions of the organization reserved to (or subject to approvel by) rnemb{:r*' stockholders, or
persons other than the goveming body? e Rp o e e e e e e crnrers | TB X
8  Did the organization contemporaneously document the meetings held or wntten acllons undertaken durmg 1he ;.-ear by the fo Iowmg
a The goveming body? . e | B | X
b Each committee with authority to ect on behalf ol the govemmg body? . . .. L8b X
9 Is there any officer, director, trustee, or key employes listed in Part VII, Section A, who ca.nnot be reached et the
organization’s mailing address? If “Yes, " provide the names and addresses in Schedule O ... ... ] X
Section B. Policies (This Section B requests inforration about policies not required by the Intemal Revenue Code)
Yes | No
10a Did the organization have local chapters, branches, or affiliates? ... |10a X
b [If "Yes," did the organization have written policies and procedures goveming the acnvmes of such t‘haplers aff‘ Irates,
and branches to ensure their operations are consistent with the organization's exempt purposes? {10k |
11a Has the organization provided a complete copy of this Form 890 to all members of its governing body befare f Img lhe Ion'n? 11a]| X
b Describe in Schedule O the process, if any, used by the organization to review this Form 990.
12a Did the organization have a written conflict of interest policy? If “No," gotofine 13 . |712a }_{
b Were officers, directors, or trustees, and key employees required to disclose annually interests that cou'd gwe rise lG cnnﬂlcts? ______ ol X
¢ Did the organization regularly and consistently monitor and enforce compliance with the policy? if “Yes, " describe
in Schedule O how thiswasdone | ... ... ST e e e e TRt 12| X
13 Did the organization have a written whlstleblowerpollcy? .................................... ot e ies of [T 1P 4 RN
14  Did the organization have a written document retention and dastruction pollcy? i e N e o i L X
15 Did the process for determining compensation of the following persons include a review and approval by independent
persons, comparability data, and contemporaneous substantiation of the deliberation and decision?
a The organization’s CEQ, Executive Director, or top management offi¢kbat . |15a X
b Other officers or key employees of the organization =~ ; - 15b X
If "Yes" to line 15a or 15b, describe the process in Schedule 0 (see |n5tn.|ctlon5)
16a Did the organization invest in, contribute assets 10, or participate in a joint venture or similar arangement with a
taxable entity during the year? i 16a X
b If "Yes,"” did the organizaticn follow a wntten pollcy or procedure requmng the organtzatlon to evaluate :ts parncipatlen
in joint venture arrangements under applicable federal tax law, and take steps to safeguard the organization's
exempt status with respect to such arrangements? ... . e . ) 16D

Section C. Disclosure =
17 List the states with which a copy of this Form 880 is required to be filed ™ CA , IL ,NJ,FL ,MA
18 Section 6104 requires an organization to make its Forms 1023 (or 1024 if applicable), 990, and 990-T {Section 501(c)(3)s only) availabls
for public inspection. Indicate how you made these available. Check all that apply.
Own website |:| Another's wabsite IE Upon request :' Other {explain in Schedule Q)
19 Dascribe in Schedule O whether (and if so, how) the arganization made its govemning documents, conflict of interast policy, and financial
statements available to the public during the tax year.
20 State the name, address, and telephone number of the person who possesses the organization's books and records: -

PAULA EVANS - 866-783-0078
1918 SWEETBRIAR LANE, DARIEN, IL 60561
532008 12-18-15 Form 990 (2015)
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FOUNDATION FOR ANGELMAN SYNDROME
Form 990 (2015) THERAPEUTICS _ **-**%0079  page?
[Eart !il| Coampensation of Officers, Directors, Trustees, Key Employees, Highest Compensated
Employees, and Independent Contractors
Check if Schedule O contains a response arnote toany lineinthis Part VIl ... . R
Section A. Officers, Directors, Trustees, Key Employees, and Highest Compensated Employees
1a Complete this table for all persons required to be listed. Report compensation for the calendar year ending with or within the organization’s tax year.

® | jst all of the organization's current officers, directors, trustees (whether individuals or organizations), regardless of amount of compensation.
Enter -0- in columns (rlg). (E), and (F} if no compensation was paid.
® List alf of the organization's current key employses, if any. Ses instructions for definition of "key employee.”
® List the organization's five turrent highest compensated employees (other than an officer, director, trustes, or key employee) who received report-
able compensation (Box & of Form W-2 and/or Box 7 of Form 1099-MISC) of moere than $100,000 from the organization and any related organizations.
® List all of the organization’s former officers, key employees, and highest compensated employeas who received more than $100,000 of
raportable compensation from the organization and any related organizations.
® List all of the organization's former directors or trustees that received, in the capacity as a former director or trustee of the organization,
more than $10,000 of reportable compensation from the organization and any related organizations.
List persons in the following order: individual trustees or directors; institutional trustaes; officers; key employees; highest compensated employees;

and former such persons.
@ Check this box if neither the organization nor any related organization compensated any current officer, director, or trustee.
(A) (B} (€ D) (E) {F}
Name and Title Average | oot cfgf’gg:‘mm one Reportable Reportable Estimated
hours par | box, unless person s both an compensation compensation amount of
waek oifice;nd Wokecior/vustes) from from related other
{list any § the organizations compensation
hours for | € B organization {W-2/1099-MISC) from the
related g g % (W-2/1099-MISC) organization
organizations| £ | 3 _§ £ and related
below g gl |2 E.% 5 organizations
ing)  |S|2|5 |5 |8E(=
{1} PAULA EVANS 40.00
CHAIPERSON X X 0. 0. 0.
{2) MAIDDY DUNIGAN 30.00
CO VICE CHAIRPERSON X X 0. 0. 0.
{3) SHARON CLARIDGE 5.00
SECRETARY X X 0. 0. 0.
{4) KENA RICHERT 106.00
TREASURER X X 0. 0. 0.
{5) REBECCA BURDINE 3.00
CHIEF SCIENCE OFFICER X 0. 0. 0.
(6) KRISTY DIXON 5.00
DIRECTOR X 0. 0. 0.
{7) MEAGAN CROSS 15.00
COMMUNICATIONS OFFICER X 0. 0. 0.
(8) TERENCE SULLIVAN 3.00
FINANCIAL OFFICER X 0. 0. 0.
{(9) SHARON WEIL-CHALKER 5.00
SCIENCE OFFICER X 0. 0. 0.
{10) BRYAN THOMPSON 5.00
DIRECTOR X 0. 0. 0.
{11) DANIELLE PINDERS 20.00
EVENTS COORDINATOR X 0. 0. 0.
{12} SAM MAYDEW 10.00
DIRECTOR X 0. 0. 0.
(13) ALLYSON BERENT 10.00
SCIENCE OFFICER X 0. 0. 0.
532007 12-16-15 Form 990 (2015)
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FOUNDATION FOR ANGELMAN SYNDROME

17211028 144871 263160079

Form 990 (2015) THERAPEUTICS *k_xk*(0Q79 Page 8
||:'f-"rt Wl I Section A. Officers, Directors, Trustees, Key Employees, and Highest Compensated Employees {continued)
(A) (B) (c) (D) (E) {F}
Name and title Average | Emosition RN Reportable Reportable Estimated
hours per | box, unless person Ia both an compensation compensation amount of
weeak officer and a diractor/rusiee) from from related other
(istany |3 the organizations compensation
hours for | § = organization (W-2/1099-MISC) trom the
related i [2 {W-2/1089-MISC) organizaticn
organizations| | 5 £ [E and related
below g & . ‘% g Bl organizations
i) |5[2 (5|5 [¥5|s
1b Substotal > 0. 0. 0.
¢ Total from continuation sheets to Part VI, Section A > 0. 0. 0.
d Total{addlinestbandte) . .. ... . > 0. 0. 0.
2  Total number of individuals (including but not limited to thosa listed above) who received mare than $100,000 of reportable
compensation from the organization 0
Yes | No
3 Did the organization list any former officer, diractor, or trustee, key employee, or highest compensated employee on
ling 1a7 If "Yes," complete Schedule J for such individual I ) ) | ) L 3 X
4  Forany individual listed on line 1a, Is the sum of reportable compensation and other compensation from the organization
and related organizations greater than $150,0007 /f "Yes, " complete Schedule J for such individua! 4 X
5 Did any person listed on line 1a receive or accrue compensation from any unrelated organization or individual for services
rendered to the organization? /f “Yes, " complete Schedule J for such person et M- X

Section B. Independent Contractors

1 Complete this table for your five highest compensated independsnt contractors that received more than $100,000 of compensation from

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

A 8
Name and business address NONE Description of services

(C
Compensation

2 Total number of independent contractars (including but not limited to those listed above) who received more than
$100,000 of compensation from the organization 0]

532008
12-16-1%
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FOUNDATION FOR ANGELMAN SYNDROME

Form 990 i2c15) _THERAPEUTICS kk_***¥0079  page9
art Vill | Statement of Revenue
Check if Schedule O contains a response or note to any ling in this Part VIll . .
Total (,?,lenue Relate)d or Unrretgted R?}’gg\ug :’l‘ﬂgg?d
exempt function business sections
revenue ravenue 512-514
£2| 12 Federated campaigns 13
58| b Membershipdues . 1b
,,;E ¢ Fundraising events 1| 344,778.
%g d Related organizations ]
gu'E: e Govemment grants (contributions) | 1e
S £ All other contributions, giits, grants, and
5_—% similar amounts not included above 1t 758,458.
'zg:% g Noncash contributions included in lines ta-11:§ 6 r 73 6 .
Of| b Total.Addlinestatf . .. ... .. p[1,103,236.
Business Codel
_§ 2a
LHE
£3| d
e f All other program service revenue
g Total. Addlines2a2f . ..._.................
3  Investment income (including dividends, interest, and
other similar amounts) s P 421. 421.
4  Income from investment of tax-exempt bond procesds -
5 Royaltles ... s s e .
(i) Real (i} Personal
6a Grossrents
b Less: rental expenses
¢ Rental income or (loss)
d Netrentalincomezor{loss) ... — .
7 a Gross amount from sales of {i} Securities (i) Othar
assets ather than inventory 1948, 778.
b Less: cost or other basis
and sales expenses 949,939,
¢ Gainor{loss) 1 -=1,1s1.
d Netgainorfloss) ... ... ... > -1,161. -1,161.
o | 8 a Gross income from fundraising events (not
§ including $ 344,778. of
E contributions reported on line 1c). See
5 PartlV,line 18 . =S al 18,733.
g b Less:directexpenses . ... ... b| 42 ’ 756,
e Netincome or (loss) from fundraising events [ -24,023. -24,023.
¢ a Gross income from gaming activities. See
Part IV, linet9 R en T ]
b Less: direct expenses vmiie s sigh
¢ Net income or (loss) from gaming activities ... ... >
10 a Gross sales of inventory, less retums
and allowances O el -
b Less: cost of goods soid = b
c_Net income or {loss) from sales of inventory ... . >
Miscellaneous Revenue Business Code|
11a
b
c
d All other revenue :
e Total. Add lines 11a-11d >
12 Total revenue. See instructions. » [1,078,473. 0. 0.] -24,763.
532009 12-18-15 Form 990 (2015)
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Form 990 (2015}
art |

FOUNDATION FOR ANGELMAN SYNDROME

THERAPEUTICS

*k_kx%x()(79 Page 10

Statement of Functional Expenses

Section 501(c)(3} and 501{c){4) organizations must complete all columns. Alf other organizations must complete cofumn (A).

Check if Schedule O contains a response or note to any lina in this Part IX
A

Do not Include amounts reportad on lines 6b,
7h, 8b, 9b, and 10b of Part VIl

(A)
Total expenses

]
Program service
axpenses

<)
Management and
general axpenses

s ,
Fumslr)alsing

expenses

1

2

10
1

“w - 0o an oo

12
13
14
15
16
17
18

19

SBREB

a0 oo

Grants and other assistance to domestic organizations
and domestic governments. See Part IV, line 21
Grants and other assistance to domestic
individuals. See Part IV, line22
Grants and other assistance to foreign
organizations, foreign governments, and foreign
individuals, See Part IV, lines 15 and 16
Benefits paid to or for members ]
Compensation of current ofﬁcers. dnrectors.
trustees, and key employees
Compensation not included above, to disqualified
persons (as defined under section 4958(f)( 1)) and
persons descrbed in section 4958(c)(3}B)

Other salaries and wages | 4
Pension plan accruals and contributions (lnclude
section 401(k) and 403{b) employer coniributions)
Other employee benefits

Payroll taxes MR e e S i e
Fees for services (nonernployees)

Management

Lagal - e e
ACCOUNNING: oo o b
Lobbying e e s it
Professional fundralsmg serwces See Fan IV, iine 17
Investment management fees

Other, (It fling 11g amount exceeds 10% of Iine 25
column {A) amount, list fing 11g expenses on Sch 0.)
Advertising and promotion

Office expenses
Information technclogy
Royalties
Occupancy

Travel .
Payments of travel or entertainment expenses
for any federal, state, or local public officials
Conferences, conventions, and mestings
Intergst ; ;

Payments to affi Ilates Tt ] s
Depreaciation, depletion, and amortlzahon s
INSUrance s . - suseung i g

Qther expenses. Itemlze expenses nut covered
above. (List miscellaneous expenses in line 24e. If line
24e amount exceeds 10% of ling 25, column (A)
amount, list line 24e expenses on Schedule 0. ).

TELEPHONE AND TELECOMMU
FILING FEES AND REGISTR
POSTAGE AND DELIVERY

1,114,668.

1,114,668,

1,399.

1,399.

8,000.

8,000.

38,512,

2,552,

35,960.

2,953,

2,953,

8,847.

5,014.

3,833,

125,91¢0.

125,910.

3,437.

3,437.

885.

8B5.

702.

702.

BANK AND MERCHANT ACCOU

74.

74.

All other expenses

Total functional expenses. Add lines 1 through 24e

1,305,387,

1,241,977,

23,617.

35,793.

3R

Joint costs. Complete this ling only if the organization
reported in column (B) joint costs from a combined
educational campaign and fundraising solicitation,
Chack here if following SOP 98-2 (ASC 958-720)

532010 12-16-15

17211028 144871 263160079
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FOUNDATION FOR ANGELMAN SYNDROME

Form 990 (2015) THERAPEUTICS ¥X-_*¥**0079 Page 11
[Part X | Balance Sheet
Check if Schedule O contains a response ornote to any lineinthisPart X ... ... ... ... .. peiieteiriiey Q
(A} B)
Beginning of year End of year
1 Cash-noninterest-bearing S - 196,827.] 1 155,192.
2 Savings and temporary cashinvestments 1,375,102.] 2 1,033,028.
3 Pledges and grants receivable,net 3
4 Accounts receivable, net R 4
& Loans and other receivables from current and forrner off'cers d:reclors
trustees, key employees, and highest compensated employees. Complete
Part ll of Schadule L. 5
6 Loans and other receivables from other dlsqual:t" ed persons {as defi ned under
section 4958(f)(1)), persons described in section 4958(c)(3)(8), and contributing
employers and sponsoring organizations of section 501(c)(8) voluntary
a employees’ beneficiary organizations (see instr). Complete Part Il of Sch L 6
§ 7 Notes and loans receivable, net 7
< 8 Inventoriesforsaleoruse . . ]
9 Prepaid expenses and defemred charges 9
10a Land, buildings, and equipment: cost or other
basis. Complete Part Vi of Schedule D 10a
b Less: accumulated depreciation | 10b 10c
11 Investments - publicly traded securities L 11 6,739.
12  Investments - other securities. Sea Part IV, line 11 12
13  Investments - program-related. See Part IV, line 11 13
14 Intangitle assets .. i e R s 14
15 QOther asseats. See Part IV, line 11 o : 15
116 Total assets. Add lines 1 through 15 (must equal line 34) . 1,571,929.] 1 1,194,959,
47 Accounts payable and accrued expenses 17
18 Grantspayable | ... 150,000.] 18 0.
19 Deferred ravenue L. . 18
20 Tax-exempt bond liabllrtles I 20
21 Escrow or custodial account liability. Complete Part IV o! Schedule D o 21
9 (22 Loans and other payables to current and former officers, directors, trustees,
g key employees, highest compensated employees, and disqualified persons.
€ Complete Part ll of Schedule. _ 22
= (23 Secured mortgages and notes payable to unrelated third parties 23
24  Unsecured notes and loans payable to unrelated third parties 24
25 Qther liabilities {including federal income tax, payables to related third
parties, and cther liabilties not included on lines 17-24). Complete Part X of
ScheduleD 25
__| 26 Total liabilities. Add lines 17 through 25 150,000.| 26 0.
Organizations that follow SFAS 117 {ASC 958), check herc } LZ] and
4 complete lines 27 through 29, and lines 33 and 34.
€ |27 Uncestricted netassets . 1,406,068.[ 27 1,179,369.
& |28 Temporarily restricted netassets ... ... 15,861.] 28 15,590.
B 28 Permanently restricted netassets = 29
o Organizations that do not follow SFAS 117 (ASC 958), check here P [_J
5 and complete lines 30 through 34.
-2 30 Capitat stock or trust principal, or current funds A 30
E 31 Paid-in or capital surplus, or land, building, or equipment fund s ; 31
% |32 Retained eamings, endowment, accumulated income, or other funds 32
Z |33 Totalnetassetsorfundbalances 1,421,929.] a3 1,194,959,
34 Total liabilities and net assetslh.lnd balances .............................. 1,571,929.) a4 1,194,959,
Form 990 (2015)
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FOUNDATION FOR ANGELMAN SYNDROME

Form 990 (2015) THERAPEUTICS **k-***0079 Ppage12
| Part XI | Reconciliation of Net Assets
Check if Scheduls O contains a response or note to any line in this Part Xl e . ) . ;
1 Total revenus (must equal Part VIII, column {A), line 12) 1 1,078,473,
2 Total expenses (must equal Part 1X, column (A), line 25) 2 1,305,387.
3 Revenue less expenses. Subtract line 2 from line 1 3 -226 ,914.
4 Net assets or fund balances at beginning of year (must equal Part X, line 33 coiumn (A') 4 1,421,929,
5 Netunrealized gains (losses) on investments 5 -56.
6 Donated services and use of facilities 6
7 Investmentexpenses 7
8 Prior period adjustments 8
9 Cther changes in net assets or fund balances {explain in Schedule 0:| T g 0.
10 Net assets or fund balances at end of year. Combing lines 3 through 9 {must equal Part X Ilna 33
column (B)) i D O R BT U L T T A e S R Ty T 10 1,194,959,
inancial Statements and Reporting
Check if Scheduls O contains a respense or note to any line in this Part XlI ki T ——— =
Yes | No

1 Accounting method used to prepare the Form 990: T Jcash [X]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,” check a box below to indicate whether the financial statements for the year were compiled or reviewed on a
separate basis, consolidated basis, or both:
i—l Separate basis 3 Gonsolidated basis [ Both consalidated and separate basis
b Wera the organization's financial statements audited by an independent accountant? L L2 X
If "Yes," check a box below to indicate whether the financial statements for the year were audned ona separale ba5|s
consolidated basis, or both:
X1 Separate basis [ consolidated basis [ Both consotidated and separate basis
¢ |f “Yes" toline 2a or 2b, does thae organization have a committes that assumes responsibility for oversight of the audit,
raview, or compitation of its financial statements and selection of an independent accountant? . 2¢c X
If the organization changed either its oversight process or selection process during the tax year, explain in Schedule 0.
3a As aresult of a federal award, was the organization required to undergo an audit or audits as sat forth in the Single Audit

Actand OMB Circular A1332 . 3a X
b i "Yes," did the crganization undergo the requured audit or audns? If the organlzatlon de not undergo the requured audrt
or audits, explain why in Schedule O and describe any steps taken to undergo suchaudits ... . R e 3b
Form 990 (2015)
34835
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SCHEDULE A . . . OMB No. 1545-0047
e Public Charity Status and Public Support —ARAE
Complete if the organization is a section 501(c){3) organization or a section 20 15
4947(a)(1) nonexempt charitable trust.
Department of the Treasury > Attach to Form 990 or Form 990-EZ. Open to Public
e P> information about Schedule A (Form 890 or 890-E2) and s instructions Is at WWw.irs.gov/form990. tnspection
Name of the organization FQUNDATION FOR ANGELMAN SYNDROME Employer identification number

THERAPEUTICS *r_*k*k*(0079

|Part] | 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 onty one box.)

1

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

2 [ Aschool described in section 170{b)(1)(A)(il). (Attach Schedule E (Form 990 or 990-E2).)

3
4

0 H0 O

10
1

d

f Enter the number of supported organizations

0d

A hospital or a cooperative hospital service organization described in section 170{b){ 1){A)iii).
A medical rasearch organization operatad in conjunction with a hospital described in section 170{b){1}{A}){iii}. Enter the hospital's name,
city, and state:
An organization operated for the benefit of a college or university owned or operated by a govemmental unit described in
saction 170(b){ 1){A)iv). (Complete Part IL.)

A federal, state, or local government or govemmenta! unit described in section 170{b}{1}{A)(v).
An organization that normally receives a substantial part of its support from a governmental unit or from the general public described in
section 170(b){1){A){vi). (Complete Part II.)
A community trust described in section 170{b)(1){A){vi). {Complete Part Il.)
An organization that normally receives: (1) more than 33 1/3% of its support from contributions, membership fees, and gross receipts from
activities related to its exempt functions - subject to certain exceptions, and (2) no more than 33 1/3% of its support from gross investment
income and unrelated business taxable income (less section 511 tax) from businesses acquired by the organization after June 30, 1975.
See section 509(a){2). (Complete Part lil.)
An organization organized and operated exclusively to test for public safety. See section 505(a}{4).
An organization organized and operated exclusively for the benefit of, to perform the functions of, or to camry out the purposes of one or
more publicly supported organizations described in section 509{a){1) or section 509(a){2). See section 509(a}{3). Check the box in
lines 11a through 11d that describes the type of supporting organization and complate lines 11e, 11f, and 11g.

Type . A supporting organization operated, supervised, or controlled by its supported organization{s), typically by giving

the supported organization(s) the power to regularly appeint or elect a majority of the directors or trustees of the supporting

organization. You must complete Part IV, Sections A and B.

Type Il. A supporting organization supervised or controlled in connection with its supported organization(s), by having

control or management of tha supporting organization vested in the same persons that control or manage the supported

arganization(s). You must complete Part IV, Sections A and C.

its supported organization(s) (sea instructions). You must complete Part 1V, Sections A, D, and E.

[:] Type lll functionally integrated. A supporting organization operated in connection with, and functionally integrated with,

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

|:] Check this box if the organization received a written determination from the IRS that it is a Type |, Type Il, Type lll

functionally integrated, or Type lll non-functionally integrated supporting organization.

¢ Provide the following information about the supported organization(s).
{I) Name of supported {) EIN {iil) Type of organization [iv} Ie;. !h:doirgantation {v) Amount of monetary {vi} Amount of
organization {described on lines 1.8 isted in your support (see other support (see
above (see Instructions)) [32¥eming document?
Yes No instructions) instructions)
Total
LHA For Paperwork Reduction Act Notice, sea the Instructions for Schedule A (Form 990 or 990-EZ) 2015

Form 990 or 990-EZ.  s32021 09-23-15
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FOUNDATION FOR ANGELMAN SYNDROME

Schedule A (Form 920 or 990-€2) 2015 THERAPEUTICS
|Partll| Support Schedule for Organizations Descr

**_***0079 Page 2
ibed in Sections 170]5,ﬁﬂmllv, and 17OIEH1HKHV|]

{Complete only if you checkad the box on line 5, 7, or 8 of Part | or if the crganization failed to qualify under Part |1, If the organization
faiis to qualify under the tests listed below, please complate Part )l1.)

Section A. Public Support

Galendar year {or fiscal year beginaing in) =

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

2 Tax revenues levied for the organ-
ization's benefit and either paid to
or expended on its behaf

3 The value of services or facilities
fumished by a govemmental unit to
the organization without charge

4 Total, Add lines 1 through3

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

6 Public supporl. Subtract line § rom line 4.

(a) 2011

{b) 2012

(c) 2013

(d) 2014

{e) 2015

(f) Total

638,779.

956,923.

913,798.

1,573,348,

1,121,969,

5,204,817,

638,779.

956,923.

913,798.

1,573,348,

1,121,969,

5,204,817,

1,382,449,

3,812,368,

Section B. Total Support

Calendar year {or fiscal year beginning in) -
7 Amounts from line 4
B Gross income from interest,
dividends, payments received on
securities loans, rents, royalties
and income from similar sources
Net income from unrelated business
activities, whether or not the
business is regularly camiad on
10 Other income. Do not inciude gain
or loss from the sale of capital
assets {(Explain in Part vI.}
11 Total support. Add lines 7 through 10

{a) 2011

{b) 2012

(c) 2013

{d) 2014

{e) 2015

{f) Total

638,779.

956,923.

913,798.

1,573,348,

1,121,969,

5,204,817,

746.

279.

3,478.

-740.

3,763.

5,208,580,

12 Gross rece’pts from related activities, etc. (see instructions)
13 First five years. If the Form 990 is for the organization's first, second, thtrd fourth arfi ﬂh tax year asa sectlon 501{c)(3)

prganization, check this box and step here
§ect|'lon C. Computation of FuBOF 5

12 |

ic Support Percentage

14 Public support percentage for 2015 {line 6, calumn (f) divided by line 11, column (f))
15 Public support percentage from 2014 Schedule A, Part B, ling 14 ;
16a 33 1/3% support test - 2015. If the organization did not check the box on I:ne 13 and I:ne 14 is 33 1/3% or morea, check this box and

stop here. The organization qualifies as a publicly supported organization

14

73.19 %

15

67.08 o

_»Xl

b 33 1/3% support test - 2014, If the organization did not check a box on line 13 or 16a and Ime 15 Is a3 1/3% or more, check this box

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

17a 10% -facts-and-circumstances test - 20185. If the organization did not check a box on Ima 13 165, or 16b, and line 14 is 10% or mors,
and if the organization meets the “facts-and-circumstances” test, check this box and stop here. Explain in Part VI how the crganization

meets the *facts-and-circumstances® test. The organization qualifies as a publicly supported organization : R

b 10% -facts-and-circumstances test - 2014. If the organization did not check a box on line 13, 16a, 16b, or 17a, and line 15 is 10% or

more, and if the organization meets the "facts-and-circumstances” test, check this box and stop here. Explain in Part Vi how the

organization meets the "facts-and-circumnstances® test. The organization qualifies as a publicly supporied organization

18_Private foundation. If the organization did not check a box on ling 13, 16a, 18b, 17a, or 17b, check this box and see lnstrucilons | D
Schedule A {Form 990 or 990-EZ) 2015

532022
08-23-15
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FOUNDATION FOR ANGELMAN SYNDROME

Schedule A (Form 990 or 990-E2) 2015 THERAPEUTICS

**_***0079 Page 3

@ Support Schedule for Organizations Described in Section 509(a)(2)

{Complete only if you checked the box on line 9 of Part | or if the organization failed to qualify under Part [l. If the organization fails to

qualify under the tests listed below, please complete Part IL)

Section A. Public Support

Calendar year (or fiscal year beginning in) b {a) 2011 {b) 2012 {c} 2013

{d) 2014

(e} 2015

{f) Total

1 Gifts, grants, contributions, and
membership fees received. (Do nat
include any "unusual grants.)

2 Gross receipts from admissions,
merchandise sold or services per-
formed, or facilities fumished in
any activity that is refated to the
organization's tax-exempt purpose

3 Gross receipts from activities that
are not an unrelated trade or bus-
iness under section 513

4 Tax revenuas levied for the .orgari-.
ization's benafit and either paid to
or expended on its behalf

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

6 Total. Add lines 1 through §

7a Amounts included on lines 1, 2, and
3 received from disqualified persons

b Amaunts Inciuded on lines 2 and 3 received
from other than disqualified perscns that
exceed the greater of 5,000 or 1% of the
arount on line 13 for the year

¢ Addlines7aand 7b

8 Public support. isobinctine 7 tepm fne 61

Section B. Total Support

Calendar year (or fiscal year beginning In) {a) 2011 {b) 2012 {c} 2013

{d) 2014

{e) 2015

{f) Total

9 Amounts fromline®

10a Gross income from interest,
dividends, payments raceived on
securities loans, rents, royalties
and income from similar sources

b Unrelated business taxable income
{less section 511 taxes) frem busnesses
acquired after June 30, 1975

cAdd lines 10aand i0b .

11 Net income from unrelated business
activities not included in line 10b,
whether or not the business is
regularly camiedon

12 Otherincome. Do not include gain
or loss from the sale of capital
assets (Explainin Part Vi) - -

13 Total suppont. (add kines 9, 10c. 11, and 12}

14 First five years. If the Form 990 is for the organization's first, second, third, fourth, or fifth tax year as a section 501(c){3) organization,

check this boxand stophere ... ... e B L L U e TG T R >Q
Section C. Computation of Public Support Percentage
15 Public support percentage for 2015 (line 8, column (f) divided by line 13, column {f}) fo B 15 36
16 _Public support percentage from 2014 Schedule A, Partill, line15 ... . 116 3
Section D. Computation of Investment Income Percentage
17 Investment income percentage for 2015 {line 10¢, column (f) divided by line 13, column () = |17 %
18 Investment income percentage from 2014 Schedule A, Part I, fine? |18 %
19a 33 1/3% support tests - 2015. If the organization did not check the box on line 14, and line 15 is mora than 33 1/3%, and line 17 is not

more than 33 1/3%, check this box and stop here. The organization qualifies as a publicly supported organizaton =~ P [

b 33 1/3% support tests - 2014, If the organization did not check a box on line 14 or line 19a, and line 16 is mere than 33 1/3%, and

line 18 is not more than 33 1/3%, check this box and stop here. The organization qualifies as a publicly supported organization » |:|

20 Private foundation. If the organization did not check a box on line 14, 19a, or 19b, check this box and seeinstructions ... ... .. P [

§32023 08-23-15
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FOUNDATION FOR ANGELMAN SYNDROME
Schedula A (Form 990 or 980-E2) 2015 THERAPEUTICS **_**%0079 Ppages
[Part VT Supporting Organizations
{Complete only if you checked a box in ling 11 on Part L. If you checked 11a of Part |, complete Sections A
and B. It you checked 11b of Part |, complete Sections A and C. If you checked 11c of Part ), complste
Sections A, D, and E. If you checked 11d of Part |, complete Sections A and D, and complete Part V)
Section A. All Supporting Organizations

Yes | No

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

2 Did the organization have any supparted organization that does not have an IRS determination of status
under section 50%(a)(1) ar (2)7 If "Yes," explain in Part VI how the organization determined that the supported
organization was described in section 508(a)(1) or (2) 2

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

b Did the organization confirm that each supported organization qualified under section 501(c){4), (), or (6) and
satisfied the public support tests under section 509(a)(2)7? /f "Yes," descnbe in Part VI when and how the
organization made the determination. 3b
¢ Did the arganization ensure that all support to such organizations was used exclusively for section 170(c)(2}{B)
purposes? If “Yes,” explain in Part VI what controls the organization put in place to ensure such use. 3c
d4a Was any supported organization not organized in the United States ("foreign supported organization*)? ff
"Yes," and if you checked 11a or 116 in Part I, answer (b} and (c) below. 4a
b Did the organization have ultimate control and discretion in deciding whether 1o make grants to the farsign
supported organization? ff “Yes, “ describe in Part VI how the organization had such control and discretion
despite being controlled or supervised by or in connection with its supported organizations 4b
¢ Did the organization support any foreign supported organization that does not have an IRS determination
under sections 501(c)(3) and 509{a)(1} or (2)? /f "Yes, " explain in Part VI what controls the organization used
to ensure that alf support to the foreign supported organization was used exclusively for section 170(c)(2)(B)
purposes. 4c

Sa Did the organization add, substitute, or remave any supported organizations during the tax year? /f "Yes,”
answer {b) and {c) below {if appiicabla). Also, provide detail in Part Vi, including () the names and EIN
numbers of the supported organizations added, substituted, or removed; (i} the reasons for each such action;
(i) the authority under the organization's organizing docurnent authorizing such action, and (iv) how the action
was accomplished (such as by amendment to the organizing document). 53

b Type | or Type Il only. Was any added or substituted supported organization part of a class already
designated in the organization's organizing document?
¢ Substitutions only. Was the substitution the result of an event beyond the organization's control?

6 Did the organization provide support (whether in the form of grants or the provision of services or facilitias) to
anyone other than {j) its supported organizations, (ij) individuals that are part of the charitable class
benefited by one or more of its supported organizations, or (i) other supporting organizations that also
support or benefit one ar more of the filing organization's supported organizations? If "Yes," provide detail in
Part V1. ]

7 Did the organization pravide a grant, Joan, compensation, or other similar payment to a substantial contributor
(defined in section 4958{c}{3})(C)). a family member of a substantial contributor, or a 35% controllad entity with
regard to a substantial contributor? if “Yes," compiete Part { of Schedule L (Form 990 or 990-E2) 7

8 Did the organization make a loan to a disqualified person (as defined in section 4958) not described in line 77
If "Yes," complete Part | of Schedule L (Form 990 or 990-E2} 8

9a Was the organization controlled directly or indirectly at any time during the tax year by one or more
disqualified persons as defined in section 4946 (other than foundation managers and organizations described
in section 508(a)(1) or (2)}? /f "Yes, " provide detail in Part VI. fa

b Did one or mare disqualified persons {as defined in line 9a) hold a controlling interast in any entity in which
the supporting organization had an interast? /f "Yes, ® provide detail in Part V1.
¢ Did a disqualified person (as defined in line 9a} have an ownership interest in, or derive any personal benefit
from, assets in which the supporting organization also had an intarest? /f “Yes, " provide detail in Part V1.
10a Was the organization subject to the excess business holdings rules of section 4943 because of section
4843(f) (regarding certain Type Il supporting organizations, and all Type ll non-functionally integrated
supporting organizations)? /f “Yes,” answer 10b 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.) 10b
532024 08-23-15 0 Schedule A (Form 990 or 990-E2) 2015
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FOUNDATION FOR ANGELMAN SYNDROME

Schedule A {Form 990 or 990.62) 2015 THERAPEUTICS k*-***0079 pages
a | Supporting Organizations (qnsinued
Yes | No

11 Has the organization accepted a gift or contribution from any of the following persons?
a A person who directly or indirectly controls, either alone or togsther with persons dascribed in (b) and {c)
below, the goveming body of a supported organization? 11a
b A family member of a person described in (a) abova? 11b
c_A 35% controlled entity of a person described in {a} or (b) abova?if "Yes" to &, b, or ¢. provide detail in Part VI, 11c
Section B. Type | Supporting Organizations

Yes | No

1 Did the directors, trustees, or membership of ane or more supported organizations have the powsr to
regularly appoint or elect at least a majority of the organization's directors or trustees at all times during the
tax ysar? If "No," describe in Part VI how the supported organization(s) effectively operated, supervised, or
controlied the organization's activities. If the organization had more than one supported organization,
describe how the powers to appoint and/for remove directors or trustees were allocated among the supported
organizations and what conditions or restrictions, if any, applied to such powers during the lax year, 1

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

Section C. Type Il Supporting Organizations

Yes | No

1 Woere a majority of the organization's directors or trusteas during the tax year also a majority of the directors
or trustees of sach of the organization's supported organization(s)? /f “No," describe in Part VI how control
or management of the supporting organization was vested in the same persons that controlled or managed
the supported organization(s). 1

Section D. All Type lil Supporting Organizations

Yes | No

1 Did the organization provide to each of its supported organizations, by the last day of the fifth month of the
organization's tax year, (i) a written notice describing the type and amount of support provided during the prior tax
year, (i} a copy of the Form 990 that was most recently filed as of the date of notification, and (i) coples of the
organization's governing documents in elfect on the date of notification, to the extent not previously provided? 1

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

3 By reason of the relationship described in (2), did the organization's supported organizations have a
significant voice in the organization’s investment policies and in directing the use of the organization's
incomea or assets at all times during the tax year? if "Yes, " describe in Part VI the role the organization's
supported organizations played in this regard. 3

Section E. Type lIl Functionally-Integrated Supporting Organizations
1 Check the box next to the method that the organization used to satisfy the Integral Part Test during the yeafsee instructions):
a []The organization satisfied the Activities Test. Complete line 2 below.
b l:l The organization is the parent of each of its supported arganizations. Complete line 3 below
[ |:| The organization supported a governmental entity. Describe in Part VT how you supported a government entity (see instructions),
2 Activities Test. Answer (a) end (b) below. Yes | No
a Did substantially all of the organization’s activities during the tax year directly further the exempt purposes of
the supported organization(s) to which the organization was responsiva? /f "Yes," ther in Part Vi Identify
those supporied organizallons and explein  how these activities directly furthered their exempt purposes,
how the organization was responsive to those supported organizations, and how the organization determined
that these activities constituted substantially all of its activities. 2a
b Did the activities described in (a) constitute activities that, but for the organization's involvement, one or more
of the organization’s supported organization(s) would have been engaged in7 /f "Yes," explain in Part Vi the
reasons for the organization’s position that its supported organization(s) would have engaged in these

activities but for the organization's involvermnent. | 2b
3 Parent of Supported Organizations. Answer (a) and (b) below.
a Did the organization have the power to regularly appoint or elect a majority of the officers, directors, or
trustees of each of the supported organizations? Provide details in Part VI 3a
b Did the organization exercise a substantial degree of direction over the policies, programs, and activities of each
of its supported organizations? If “Yes,* describe in Part Vi _the role played by the organization in this regard. 3b
532025 09-23-15 17 Schedule A (Form 990 or 890-EZ) 2015
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FOUNDATION FOR ANGELMAN SYNDROME

Schedule A (Form 890 or 990-E2) 2015 THERAPEUTICS ¥k *%**0079 Ppages
[PartV | 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 Nav, 20, 1970. See instructions. All
other Type lll non-functionally integrated supporting organizations must complete Sections A through E.
Section A - Adjusted Net Income (A) Prior Year ®) g;r:;:?‘ta;)(ear
1 Net short-term capital gain 1
2 Recoverigs of prior-year distributions 2
3 Other gross income (sas instructions) 3
4 Add lings 1 through 3 4
S _ Depraciation and deplation 5
6 Portion of operating expenses paid or incurred for production or
collection of gross incoma or for management, conservation, or
maintenance of property held for production of income (see instructions) -]
7__Other expenses (ses instructions) 7
8 Adjusted Net Income (subtract lines 5, 6 and 7 from line 4) B
Section B - Minimum Asset Amount {A) Prior Year ®) g;r;z:;;ear
1 Aggregate fair market value of all non-exempt-use assets (see
instructions for short tax year or assets held for part of year):
a Average monthly value of securities 1a
b_Average monthly cash balances 1b
¢ _Fair market valug of other non-exemptuse assets 1c
d Total {add lines 1a, 1b, and 1c) 1d
e Discount claimed for blockage or other

factors {explain in detail in Part VI):
2 Acquisition indebtedness applicable to non-exempt-use assets 2

3 Subtract line 2 from line 1d 3
4 Cash deemed held for axempt use, Enter 1-1/2% of line 3 {for greater amount,
seg instructions) 4

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

6  Multiply line 5 by .035 [

7__Recoveries of prior-year distributions 7

8 Minimum Asset Amoaunt (add line 7 to line &) 8
Section C - Distributable Amount Current Year

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

2 Entar 85% of lins 1 2

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

4 Enter greater of line 2 orline 3 4

5 Income tax imposed in prior year 5

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

emergency temporary reduction (see instructions) ]
7 L Check here if the current year is the organization’s first as a non-functionally-integrated Type IIl supporting organization (see
instructions}.
Schedule A (Form 990 or 990-EZ) 2015
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Schedule A (Form 990 or 990-E2) 2015 THERAPEUTICS

FOUNDATION FOR ANGELMAN SYNDROME

**_***0079 Page 7

[PartV [ Type Il Non-Functionally Integrated 509{a)(3) Supporting Organizations /~nnsnieq;

Section D - Distributions

Current Year

1

Amounts paid to supported organizations to accomplish exempt purposes

2

Amounts paid to perform activity that diractly furthers exempt purposes of supported

organizations, in excess of incame from activity

Administrative expenses paid to accomplish exempt purposes of supported organizations

Amounts paid to acquire exempt-use assets

Qualified set-aside amounts (prior IRS approval required)

Other distributions {describe in Part VI}. Ses instructions.

Total annual distributions. Add lines 1 through 6.

@ |~ [ |t |

Distributions to attentive supported organizations to which the arganization is responsive

{pravide details in Part VI). See instructions.

-

Distributable amount for 2015 from Section C, line 6

10

Ling § amount divided by Line 9 amount

Section E - Distribution Allocations (see instructions)

0]
Excess Distributions

{iiy (iii}
Underdistributions Distributable
Pre-2015 Amount for 2015

Distributable amount for 2015 from Section C, lina 6

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

Excess distributions camyover, if any, to 2015:

From 2013

From 2014

Total of lines 3a through e

Applied to underdistributions of prior years

Applied to 2015 distributable amount

Carryover from 2010 not applied {$ee instructions)

Aemainder. Subtract lines 3g, 3h, and 3i from 3f.

Distributions for 2015 from Section D,
ling 7: $

Applied to underdistributions of prior years

Applied to 2015 distributable amount

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

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

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

Excess distributions carryover to 2016. Add lines 3j
and 4c.

Breakdown of line 7:

Excess from 2013

Excess from 2014

olajn |o|w

Excess from 2015

saz027

09-73-15
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FOUNDATION FOR ANGELMAN SYNDROME
Schedule A (Form 990 or 990-62) 2015 THERAPEUTICS *%_*%**0079 pages

| Part Vi I Supplemental Information. Provide the explanations required by Part 11, line 10; Part Il, line 17a or 17b; Part Ill, line 12;
Part IV, Section A, lines 1, 2, 3b, 3c, 4b, 4c, 53, 6, 93, 9b, 9¢, 11a, 11b, and 11c¢; Part IV, Section B, lines 1 and 2; Part IV, Section C,
line 1; Part IV, Section D, lines 2 and 3; Part IV, Section E, lines 1c, 2a, 2b, 3a and 3b; Part V, line 1; Part V, Section B, line 1e; Part V,
Section D, lines 5, 6, and 8; and Part V, Section E, lines 2, 5, and 6. Also complete this part for any additional information,
{Ses instructions.}

532028 09.-23-15 Schedule A (Form 990 or 990-EZ) 2015
20

17211028 144871 263160079 2015.04020 FOUNDATION FOR ANGELMAN SYN 26316002



FOUNDATION FOR ANGELMAN SYNDROME

THERAPEUTICS *x_*k**(079
Identification of Excess Contributions
Schedule A Included on Part Ii, Line 5 2015
** Do Not File **
*** Not Open to Public Inspection ***
5 Total Ex
LG L Contributions Contricl::ﬁisons
360,246. 256,074.
705, 250. 601,078.
E 190,694. 86,522.
128,116. 23,944,
155,000. 50,828.
478,175. 374,003,
Total Excess Contributions to Schedule A, Part I, Line5 1,392,449,

521171 04-01-15




Schedule B Schedule of Contributors OME No. 1645.0047
g:o;;no.s:g), 990-£2, P Attach to Form 890, Form 920-EZ, or Form 990-PF.
Depariment of the Troasury P Information about Schedule B (Form 990, 990-EZ, or 990-PF) and 20 1 5
Internal Revenua Servica its instructions is at www.lrs.gov/form9390 .
Name of the organization Employer identification number
FOUNDATION FOR ANGELMAN SYNDROME
THERAPEUTICS k_*xx(()79

Organization type (check one):

Filers of: Section:
Form 990 or 290-EZ 501(c)( 3 } (enter number) organization

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

Form 990-PF

501(c)(3} exempt private foundation

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

ooon#

501(c}3) taxable private foundation

Check if your organization is covered by the General Rule or a Special Rula.
Note. Only a saction 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 390-PF that received, during the year, contributions totaling $5,000 or mora (in money or
property) from any one contributor. Complete Parts | and |l See instructions for determining a contributor's tota! contributions.

Special Rules
. -

IE For an organization described in section 501(c}3) filing Form 890 or 990-E2Z that met the 33 1/2% support test of the regulations under
sectipns 509(a)(1) and 170(b}{1){A}vi), that checlfqe’d Schedule A (Form 980 or $90-E2), Part |1, line 13, 16a, or 16h, and that received from
any one contributor, during the year, total contributions of the greater of (1) $5,000 or {2) 236 of the amount on {ij Form 990, Part VIll, ling 1h,
or (i) Form 990-EZ 'line 1. Complete Parts  and 1.

|:| For an organization described in section S01(c)(7}, (8), or (10} filing Form 990 or 930-EZ that received from any ane contributor, during the
year, tofal contributions of more than $1,000 exclusively for religious, charitable, scientific, literary, or educational purposes, or for
the prevention of cruelty o children or animals. Completg Parts 1, 11, and Il

:I For an organization described in section 501(c)(7), (8}, or (10) filing Form 990 or 990-EZ that received from any one contributor, during the
year, contributions exclusively for religicus, 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 complste any of the parts unless the General Rule applies to this organization because it received nonexclusively
religious, charitable, etc., contributions totaling $5,000 or more duringtheyear . .. ... P®» §

Caution. An organization that is not covered by the General Rule and/or the Special Rules does not fila Schedule B (Form 990, 990-EZ, or 890-PF),
but it must answer “No* on Part IV, line 2, of its Form 990; or chaeck the box on line H of its Form 990-EZ or on its Form 290-PF, Part |, line 2, to
certify that it does not meet the filing requirements of Schedule B (Form 8380, 990-EZ, or 990-PF).

LHA For Paperwork Reduction Act Notice, see the Instructions for Form 990, 920-EZ, or 990-PF. Schedule B {Form 990, 990-E2, or 990-PF) (2015)

§23451
10-26-15



Schedule B (Form 990, 990-E2, or 990-PF) (2015) Page 2

Name of organization Employer Identification number
FOUNDATION FOR ANGELMAN SYNDROME
THERAPEUTICS *x_%xx%(0079
Partl Contributors (see instructions). Use duplicate copies of Part | if additional space is needed.
(2) {b) c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
1 | DONOR #1 Person XJ
Payroll
PO BOX 608 $ 35,000. Noncash [ |
{Complete Part |l for
DOWNERS GROVE, IL 60515 noncash contributions.)
(a) (b} {c) (d}
Ne. Name, address, and ZIP + 4 Total contributions Type of contribution
2 DONOR # l 0 Person m
Payroll |:|
PO BOX 608 $ 50,000. Noncash [_|
{Complets Part |l for
DOWNERS GROVE, IL 60515 noncash contributions.)
(a) {b} {c) {d)
No. Name, address, and ZiP + 4 Total contributions Type of contribution
3 | DONOE #18 Person  [XJ
Payroll D
PO BOX 608 $ 7,920, Noncash [ |
{Complete Part Il for
DOWNERS GROVE, IL 60515 noncash contributions.)
(a) (b) {c) (d)
Na. Name, address, and ZIP + 4 Total contributions Type of contribution
4 DONOR # 2 4 Person m
Payroll D
PO BOX 608 3 5,000. Noncash [ |
{Complete Part (| for
DOWNERS GROVE, IL 60515 noncash contributions.)
(a) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
5 | DONOR #28 Person  [X]
Payroll D
PO BOX 608 3 10,000. Noncash [ ]
(Complete Part 1l for
DOWNERS GROVE, IL 60515 nencash contributions.)
(a) (b) fe) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
6 DONOR # 3 8 Person m
Payroll D
PO BOX 608 $ 14,000. Noncash [ |
{Complete Part Ii for
DOWNERS GROVE, IL 60515 noncash contributions.)
523452 10-26-15 Schedule B (Form 930, 990-EZ, or 990-PF) (2015)
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Schedule B (Form 880, 990-E2, or 830-PF) (2015)

Page 2

Name of organization
FOUNDATION FOR ANGELMAN SYNDROME

Employer identification number

THERAPEUTICS *rk_*k*kx()()79
Partl 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 | DONOR #41 Person  [XI
Payroll
PO BOX 608 10,000. Noncash [_|
{Complete Part Il for
DOWNERS GROVE, IL 60515 noncash contributions }
(a) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
B DONOR # 4 2 Person m
Payroll |:|
PO BOX 608 6,000. Noncash [_|
(Complete Part Il for
DOWNERS GROVE, IL 60515 noncash contributions.)
(a) {b) {c (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
9 DONOR # 4 6 Person m
Payroll
PO BOX 608 25,000. Noncash [_|
(Complete Part il for
DOWNERS GROQVE, IL 60515 nancash contributions.)
(a) {b) (c (d)
Nao. Name, address, and ZIP + 4 Total contributions Type of contribution
10 | DONOR #47 Person x1
Payroll ]
PQ BOX 608 10,000. Noncash [ |
{Complete Part Il for
DOWNERS GROVE, IL 60515 noncash contributions.)
(a) (b} (e} (d}
No. Name, address, and ZIP + 4 Total contributions Type of contribution
11 | DONOR #48 Person  [XJ
Payroll D
PO BOX 608 10,000. Noncash [ |
{Comnplste Part If for
DOWNERS GROVE, IL 60515 noncash contributions.)
{a) {b) {c) (d)
Ne. Name, address, and ZIP + 4 Total contributions Type of contribution
12 | DONOR #49 Person [l
Payroll D
PO BOX 608 5,006. Noncash [X]
(Complete Part Il for
DOWNERS GROVE, IL 60515 noncash contributions.}
Schedule B (Form 990, 990-EZ, or 990-PF) (2015)

523452 10-26-15
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Schedula B (Form 990, 980-E2, or 990-PF} (2015)

Page 2

Mame of erganization
FOUNDATION FOR ANGELMAN SYNDROME

Employer identification number

THERAPEUTICS *x_***(Q079
Part] Contributors (sesinstructions). Use duplicate copies of Part | if additional space is needed.
(a) ib) (c) {d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
13 | DONOR #50 Person  [X]
Payrol! |:|
PO BOX 608 25,000. Noncash [ |
(Complete Part Il for
DOWNERS GROVE, IL 60515 noncash contributions.)
(a) (b} (c} {d}
No. Name, address, and ZIP + 4 Total contributions Type of contribution
1 4 DONOR # 5 1 Person m
Payroll |:|
PO BOX 608 5,000. Noncash [ |
{Complete Part Il for
DOWNERS GROVE, IL 60515 noncash contributions.)
(a) {b) (e} {d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
15 | DONOR #52 Person X]
Payroll
PO BOX 608 10,467, Noncash [ |
{Complete Part Il for
DOWNERS GROVE, IL 60515 noncash contributions.)
(a) {b) (e} {d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
16 | DONOR #53 Person  [X]
Payroll D
PO BOX 608 8,842, Noncash [ |
(Completa Part li for
DOWNERS GROVE, IL 60515 noncash contributions.)
(a) (b) (c) (d}
No. Name, address, and ZIP + 4 Total contributions Type of contribution
17 | DONOR #54 Person  [X]
Payroli l____l
PO BOX 608 9,000. Noncash [ |
{Complete Part I for
DOWNERS GROVE, IL 60515 noncash contributions.)
(a) (b) (c) {d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
1 8 DONOR # 5 5 Person m
Payroll [_|
PO BOX 608 9,000. Noncash [
{Complete Part Il for
DOWNERS GROVE, IL 60515 noncash contributions.)
Schedule B (Form 990, B90-EZ, ar 990-PF) (2015)

523452 10-28-15

17211028 144871 263160075
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Schedule B {Form 890, 990.EZ, or 990-PF) (2015)

Pags 2

Name of organization
FOUNDATION FOR ANGELMAN SYNDROME

Employer Identification number

THERAPEUTICS *H_k*X*¥(()79
Partl Contributors (sse 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
19 | DONOR #56 Person x]
Payroll —

PO BOX 608

6,572. Noncash [ |

DOWNERS GROVE, IL 60515

{Complete Part |l for
noncash contributions }

(a) (b) {c) {d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
2 0 DONOR # 5 7 Person [_Ti:l
Payroll

PO BOX 608 5,000. Noncash [ |
{Complete Part Il for
DOWNERS GROVE, IL 60515 nancash contributions.)
{a) (b) (c) (d}
No. Name, address, and ZIP + 4 Total contributions Type of contribution
21 | DONOR #58 Person  (XJ
Payroli |:|
PO BOX 608 5,000. Noncash [ |
(Complete Part Il for
DOWNERS GROVE, IL 60515 noncash contributions.)
{a) (b} {c) id)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
22 | DONOR #59 Person [ XJ
Payroll D

PO BOX 608

5,755. Noncash [ |

DOWNERS GROVE, IL 60515

{Complete Part Il for
noncash contributions.)

(a) (b} (e) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
23 | DONOR #60 Persaon xJ
Payroll |:|

PO BOX 608

11,840. Noncash [ |

DOWNERS GROVE, IL 60515

(Complete Part Il for
noncash contributions.)

{a) {b) {c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
24 | DONOR #61 Person  [X}
Payroll

PO BOX 608

8,500. Noncash [

DOWNERS GROVE, IL 60515

{Complete Part |l for
noncash contributions.}

523452 10-26-15

Schedule B (Form 990, 990-EZ, o7 G90-PF} (2015)
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Schedule 8 (Form 9290, 980-EZ, or 990-PF) (2015)

Paga 2

Name of organization

FOUNDATION FOR ANGELMAN SYNDROME

Employer identification number

THERAPEUTICS *k_*kx*x()079
Partl Contributors (see instructions). Use duplicate copies of Part | if additional space is needed.
(a) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
25 | DONOR #62 Person X1
Payroll
PO BOX 608 20,000. Noncash [ |
{Complete Part Il for
DOWNERS GROVE, IL 60515 noncash contributions.)
(a) (b} (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
26 | DONOR #63 Person X]
Payroll D
PO BOX 608 50,000. Noncash [ |
{Complete Part Il for
DOWNERS GROVE, IL 60515 noncash contributions.)
(a) (b) (c) {d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
27 | DONOR #64 Person  [XI
Payroll |:|
PO BOX 608 14,000. Noncash [ |
(Complete Part Il for
DOWNERS GROVE, IL 60515 noncash contributions.)
{a) {b) {c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
28 | DONOR #65 Person  [X]
Payroll |:|
PO BOX 608 5,000. Noncash [ ]
(Complete Part Il for
DOWNERS GROVE, IL 60515 nancash contributions.)
(a) {b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
2 9 DONOR # 6 6 Person m
Payroll L__l
PO BOX 608 25,000. Noncash [ |
{Complete Part Il for
DOWNERS GROVE, IL 60515 noncash contributions.)
(a) {b) {c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
30 | DONOR #67 Person X
Payroll D
PO BOX 608 5,000. Noncash [ |
(Complete Part Il for
DOWNERS GROVE, IL 60515 noncash contributions.)

523452 10-26-15

17211028 144871 263160079

Schedule B (Form 930, 990-EZ, or 980-PF} (2015}
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Schedule B (Form 990, 990-EZ, or 990-PF) (2015)

Pags 2

Name of organization
FOUNDATION FOR ANGELMAN SYNDROME

Employer identification number

THERAPEUTICS *k_kxk*()079
Partl  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
31 | DONOR #68 Person x]
Payroll :]
PO BOX 608 5,000. Noncash [ ]
{Completae Part Il for
DOWNERS GROVE, IL 60515 noncash contributions.)
(a) {b} (c} {d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
32 | DONOR #69 Person  [X]
Payrall |:]
PO BOX 608 12,170. | Noncash [ ]
{Complete Part Il for
DOWNERS GROVE, IL 60515 noncash contributions.)
(a) (b) {c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
33 | DONOR #70 Person  [XJ
Payroll D
PO BOX 608 5,000. Noncash [
{Complets Part Il for
DOWNERS GROVE, IL 60515 noncash contributions.)
(a) {b) () {d)
No. Name, address, and ZIP + 4 Tota! contributions Type of contribution
34 | DONOR #71 Person  [XJ
Payroll |:|
PO BOX 608 20,175. Noncash [__|
(Complete Part Il for
DOWNERS GROVE, IL 60515 noncash contributions.)
(a) (b) {c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
35 | DONOR #72 Person x]
Payroll |:]
PO BOX 608 5,000. Noncash [ |
{Complete Part |l for
DOWNERS GROVE, IL 60515 noncash contributions.)
(a) {b) ic) {d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
3 6 DONOR # 7 3 Person IE
Payroll
PO BOX 608 5,000. Noncash [ ]
(Complete Part Il for
DOWNERS GROVE, IL 60515 noncash contributions.)

523452 10-26-15

17211028 144871 263160079

Schedule B (Form 980, 990-EZ, or 990-PF) (2015)
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Schedule B (Form 990, 890-EZ, or 920-PF) {2015)

Page 2

Name of organization
FOUNDATION FOR ANGELMAN SYNDROME

Employer |dentification number

THERAPEUTICS *k_kkX()(79
Partl Contributors (see instructions). Use duplicate copies of Part | if additional space is needed.
(a) (b) (e (d)
No. Name, addrass, and ZIP + 4 Total contributions Typa of contribution
37 | DONOR #74 Person  LXJ
Payroll [ ]
PO BOX 608 13,063. Noncash [ _|
(Complete Part !l for
DOWNERS GROVE, IL 60515 noncash contributions.)
{a) (b) ic) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
38 | DONOR #75 Person  [XJ
Payroll [ __|
PO BOX 608 10,000. Noncash [ |
(Complete Part Il for
DOWNERS GROVE, IL 60515 noncash contributions.)
(2 (b) (c) {d)
No. Namas, addrass, and ZIP + 4 Total contributions Type of contribution
39 | DONOR #76 Person  [XJ
Payroll I:]
PO BOX 608 10,000. Noncash ||
{Completa Part I} for
DOWNERS GROVE, IL 60515 noncash contributions.)
{a) (b} {c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
40 | DONOR #77 Person Fd
Payroll D
PO BOX 608 5,000. Noncash [ )
{Complete Part Il tor
DOWNERS GROVE, IL 60515 noncash contributions.)
(a) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
41 | DONOR #78 Person  [XJ
Payroll |:]
PO BOX 608 5,000. Noncash [ ]
(Complete Part Il for
DOWNERS GROVE, IL 60515 noncash contributions.)
{a) {b) (c) id)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
42 | DONOR #78 Person  [XJ
Payroll |:|
PO BOX 608 5,000. Noncash [ ]
{Complete Part Il for
DOWNERS GROVE, IL 60515 noncash contributions.)

523452 10-26-13

17211028 144871 263160078

Schedule B {Form 990, 930-EZ, or 390-PF) (2015)
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Schedule B (Form 990, 990-EZ, or 990-PF) (2015)

Page 2

Name of arganization
FOUNDATION FOR ANGELMAN SYNDROME

Employer identification number

THERAPEUTICS *h_*kkx0N(79
Partl Contributors (see instructions). Use duplicate copies of Part | if additional space is needed.
{a) ib) {e) {d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
43 | DONOR #80 Person [xJ
Payroli
PO BOX 608 10,000. Noncash [ |
{Complete Part Il for
DOWNERS GROVE, IL 60515 noncash contributions.)
(a) (b) (e (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
44 | DONOR #81 Person XJ
Payroll |:|
PO BOX 608 10,000. Noncash [__|
{Complete Part |l for
DOWNERS GROVE, IL 60515 noncash contributions.)
{a) (b {c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
45 | DONOR #82 Person X
Payroll
PO BOX 608 5,000. Noncash [ |
{Complete Part Il for
DOWNERS GROVE, IL 60515 noncash contributions.)
{a) {b) (c} {d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
46 | DONOR #83 Person x]
Payrall ]
PO BOX 608 5,000. Noncash [ |
{Complete Part Il for
DOWNERS GROVE, IL 64515 noncash contributions.)
(=) (b) {c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
47 | DONOR #84 Person XJ
Payroll I__—_I
PO BOX 608 50,000. Noneash [ |
{Complete Part |l for
DOWNERS GROVE, IL 60515 noncash contributions.)
(a} (b} (e) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
48 | DONOR #85 Person X
Payroll  [_]
PO BOX 608 5,000. Noncash [ |
{Complete Part Il for
DOWNERS GROVE, IL 60515 noncash contributions.)

523452 10-26-15 Schedule B {Form 990, 990-EZ, or 990-PF) (2015)
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Schedule 8 (Form 930, 990-EZ, or 990-PF) (2015)

Page 2

Name of organization
FOUNDATION FOR ANGELMAN SYNDROME
THERAPEUTICS

Employer Identitication number

**_***0079

Part ]

Contributors (see instructions). Use duplicate copies of Part i if additional space is needad.

()
No.

(b}
Name, address, and ZIP + 4

{c}

Total contributions

(d}
Type of contribution

49

DONOR #86

PO BOX 608

5,000.

DOWNERS GROVE, IL 60515

Person Lil
Payroll ]
Moncash [

{Complste Part |l for
noncash contributions.)

{a)
No.

{b)
Name, address, and ZIP + 4

(c)

Total contributions

(d)
Type of contribution

50

DONOR #87

PO BOX 608

25,000.

DOWNERS GROVE, IL 60515

Person IKI
Payroli |:l

Noncash [ |

{Complete Part Il for
noncash contributions.)

{a)

{b}
Name, address, and ZIP + 4

{c)

Total contributions

{d)
Type of contribution

51

DONOR #88

PO BOX 608

5,000.

DOWNERS GROVE, IL 60515

Person IZI
Payroll :l
Noncash [

(Complete Part Ii for
noncash contributions.)

(2)
No.

(b)
Name, address, and ZIP + 4

(c)

Total contributions

(d}
Type of contribution

52

DONOR #89

PO BOX 608

10,000.

DOWNERS GROVE, TIL 60515

Person IXI
Payroll  []
Moncash [}

(Complete Part I for
noncash contributions.)

(a)
No.

{b)
Name, address, and ZIP + 4

ic)
Total contributions

(d)
Type of contribution

Person D

Payroll
Noncash :I

{Complete Part Il for
noncash contributions.)

(a}

(b)
Name, address, and ZIP + 4

(c)

Total contributions

{d}
Tyre of contribution

Person D
Payroll  [_]
Noncash [ ]

{Complete Part || for
noncash contributions.)

523452 10-28-15

17211028 144871 263160079

Schedule B (Form 990, 880-EZ, or 990-PF) (2015)
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Schedule B (Form 990, 990-EZ, or 890-PF) (2015) Paga 3

‘Name of orgenization Employer tdentification number
FOUNDATION FOR ANGELMAN SYNDROME
THERAPEUTICS *x_*x*()079
Part i Noncash Property (see instructions). Use duplicate copies of Part Il if additional space is needed.
(a)
(c)
No. {b} {d)
FMV {or estimate)
;l:rl:\l Description of noncash property given (see instructions) Date received
55 SHARES OF STRYKER CORP
12
$ 5,006. 12/17/15
(a)
{c)
No. (b) (d)
::rl:‘ll Description of noncash property given I::: ::;::g::‘;::)) Date received
g
{a)
(c)
No. (b} (d}
::r:"l Description of noncash property given r::: ::;:g:r:r::; Date received
S
(a)
{c)
ho. (b} (d)
from Description of noncash property given FMV (or estimate) Date received
Part| {see instructions)
$
(a)
{c}
Na. {b) (d)
:::l Description of noncash property given f::: :;::g:::::; Date received
5
{a}
(e)
No. {b) {d}
FMV (or estimate)
':r:rl:‘ll Description of noncash property given (see instructions) Date received
$ — i
523453 10-26-15 Schedute B (Form 990, 990-EZ, or 990-PF) (2015)
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Schedule B (Form 990, 990-EZ, or 990-PF) {(2015)

Page 4

‘Name of orpanization

FOUNDATION FOR ANGELMAN SYNDROME
THERAPEUTICS

Part Il

Employer identification number

**_***0079

Exclusively Teligious, charitable, eic., coniibUNONS 10 Organizations descrnbed in section SUT(C}(7), (8], o at fofal more than 57, or

the year frem any one contributer. Complete columns (a) through {e) and the following line entry. For organizations

completing Part ), enter the 1otal of axclusively raligious, charltable, sic., contritrutiona of $1,000 or leas for the year. (Enter this inlo. once )

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

{a) No.
g:rl{l' {b) Purpose of gift {c} Use of gift (d) Description of how gift is held
{e) Transfer of gift
Transferee’s name, address, and ZIP + 4 Relationship of transferor to transferee
{a) No.
gaanl {b) Purpose of gift {c) Use of gift {d) Description of how gift is held
{e) Transfer of gift
Transferee's name, address, and ZIP + 4 Relationship of transferor to transferee
{a} No.
g:rln {b) Purpose of gift {c) Use of gift {d) Description of how gift is held
{e) Transfer of gift
Transferee's name, address, and ZIP + 4 Relationship of transferor to transferes
{a) No.
Ig.:rﬂ {b) Purpose of gift {c} Use of gift {d) Description of how gift is held
{e) Transfer of gift
Transferee's name, address, and ZIP + 4 Relationship of transferor to transteree

523454 10-26-15

17211028 144871 263160079
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Supplemental Financial Statements [ ovato 1ss0w
{Form 890) P Complete if the organization answered "Yes® on Form 990, 20 1 5
Part IV, line 6, 7, 8, 9, 10, 11a, 11b, 11¢, 11d, 11e, 111, 123, or 12b.
it e L P Attach to Form 290. Open to Public
L T IOT] 4123 P Information about Schedule D (Form 890) and its instructions is at www.Irs.gov/form990. Inspaction
Name of the organization FOUNDATION FOR ANGELMAN SYNDROME Employer identification number
THERAPEUTICS wk_%%%(070

] Part i | érganizations Maintaining Donor Advised Funds or Other Similar Funds or Accounts.Complete if the
organization answered "Yes" on Form 990, Part IV, line &.

{a) Denor advised funds {b) Funds and other accounts

Totalnumber atend of year .
Aggregate value of contributions to (dunng year)
Aggregate value of grants from (during year)
Aggregate value atend of year . . .
Did the organization inform afl donors and donor adwsors in writing that the assets held in donor advised funds
are the organization’s property, subject to the organization's exclusive legal contral? | IRy D Yes |:| No
6 Cid the organization inform all grantees, donors, and donor advisors in writing that grant funds can be used only
for charitable purposes and not for the benefit of the donor or donor advisor, or for any other purpose conferring
impermissible private benefit? ... . ; :I Yes 4_!:] No
[Partil” [Conservation Easements. Complete if the organization answered “Yes" on Form 990 Part IV I:ne?
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 cpen space
2 Complete lings 2a through 2d if the organization held a qualified conservation contribution in the form of a conservation easement on the last
day of the tax year. Held at the End of the Tax Year

th & K -

Total number of conservation easements ... ... ... oo L ST 2a
Total acreage restricted by conservation easements . . i L20
Number of conservation easements on a certified historic structure included in {a} 2¢c
Number of conservation easements included in {c) acquired after 8/17/06, and not on a historic structure
listad in the National Register | . 2d
3 Number of conservation easements modlf ed transferred released extmgu:shed or term:nated by the organizatlon during the tax
yaar p-
4 Number of states where property subject to conservation easement is located
5 Does the organization have a written paolicy regarding the periodic monitoring, inspection, handling of

a0 oo

violations, and enforcement of the conservation easements it holds? = ) N . . |:| Yes :l No
& Staff and volunteer hours devoted to monitoring, inspecting, handling of violations, and enforl:ung conservation gasements during the year
LN o N
7 Amount of expenses incurred in monitoring, inspecting, handling of viclations, and enforcing conservation easements during the year
»s
8 Does each conservation easement reported on line 2(d) above satisfy the requirements of section 170(h}4)(B){i)
and section 170MA)BI@? _ o [COves Cwe

9 In Part Xlll, describe how the organization reports consen.ratlon easements in |ts revenue and expense statement and balance sheat, and
include, if applicable, the text of the footnote to the organization’s financial statements that describes the organization's accounting for
conservation easements. . _ _ _ _

[Part il | Organizations Maintaining Collections of Art, Historical Treasures, or Other Similar Assets.
Complate if the organization answered "Yes" on Form 290, Part IV, line 8.

1a If the organization 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 XIII,
the text of the footnote to its financial statements that describes thess items.

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

(i) Revenue included on Form 990, Part VIll, line 1 e T
{il} Assets included in Farm 990, Part X . -

2  If the organization received or held works of art, hlstoncal treasures, or other sm'nlar assets for finanmal gain, provide

the following amounts required to be reported under SFAS 116 (ASC 958) relating to these items:

a Revenue included on Form 990, Part VI, line 1 ) ) i s
b_Assats included in Form 990, Part X |
LHA For Paperwork Reduction Act Notice, see the Instructlons for Form 990. Schedule D (Form 990) 2015
2 s
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FOUNDATION FOR ANGELMAN SYNDROME
Schedule D (Form 990) 2015 THERAPEUTICS **k_k**(0079 page2
art Ill { Organizations Maintaining Collections of Art, Historical Treasures, or Other Similar Assetsicontinued)
3 Using the organization's acquisition, accession, and other records, check any of the following that are a significant use of its collection iterns
(check all that apply):

a Public exhibition d I:| Loan or exchange programs
b D Scholarly research e [ Other
c Preservation for future generations

4 Provide a description of the organization’s collections and explain how thay further tha organization’s exempt purpose in Part XIII.
5§ During the year, did ths organization sclicit or recelve donations of art, historical treasures, or other similar assets
to be sold to raise funds rather than to be maintained as part of the organization's collection? . . ... ... L Ives [ INo
I Part IV | Escrow and Custodial Arrangements. Complete if the organization answered "Yes" on Form 990, Part IV, line 9, or
reported an amount on Form 990, Part X, line 21.

1a Is the organization an agent, trustee, custodian or other intermediary for contributions or other assets not included
on Form 990, Part X? : : [ ves o

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

Amount
¢ Beginning balancs .oeoe s cona n e i s o e ey S e |
d Additions during the year : 3 ; S P AR o070 B
e Distributions during the year A e B e S g TR 1e
T Ending balance . ... ... cunii i frm i i e 1t
2a Did the organization include an amount on Form 990, Part X, line 21, for escrow or custodial account liability? |:| Yes LI No

b _If "Yes," explain the arrangement in Part XlIl. Check hera if the explanation has been providedon Part Xl ... ...
| PartV | Endowment Funds. Complete if the organization answered "Yes" on Form 990, Part IV, line 0.

{a) Current year {b) Prior year {c) Two years back | {d) Three years back | {a) Four years back

1a Beginning of year balance
Contributions
Net investment eamings, gains, and losses
Grants or scholarships
Other expenditures for facilities
and programs

f Administrative expenses

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

a Board designated or quasi-endowment - %

b Parmanent endowment %

¢ Temporarily restricted endowment p- %

The percentages on lines 2a, 2b, and 2¢ should equa! 100%.

3a Are there endowment funds not in the possession of the organization that are held and administered for the organization

[T - N+ I -

by: Yes | No
() unrelated organizations b S T s : i e, (S04
(i) related onganizations . .r i a s i e o R T et i sl SR 1]

b If "Yes® on line 3afil), are the related organizations listed as required on Schedule R? iR e et 2 | Bh

4 Describe in Part Xlll the intended uses of the organization's endowment funds.
- Land, Buildings, and Equipment.
Complete if the crganization answered "Yes" on Form 990, Part IV, line 11a. See Form 990, Part X, line 10.

Description of property {a) Cost or other {b) Cost or other {c) Accumulated (d) Book value
basis {investment) basis (other) depreciation

1a Land |
b Buildings iy

¢ Leasehold improvements
d Equipment
e Other . . ... .................... sy
Total. Add lines 1a through 1e. (Coiumn (d) must equal Form 990, Part X, column(B) finet0c) . . . . ... ... B 0.
Schedule D (Form 990) 2015

832052
09-21-15
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FOUNDATION FOR ANGELMAN SYNDROME

Schedule D (Form 990} 2015 THERAPEUTICS **-***0079 page3
[Part Vil Investments - Other Securities.
Complets if the organization answered "Yes" on Form 890, Part |V, line 11b. See Form 930, Part X, line 12.
(a) Description of security or category gnciuding name of security) {b) Book value {c) Mathod of valuation: Cost or end-of-year market value

{t) Financial derivatives
(2) Closely-held equity interests
(3) Other

{A)

8

(G}

(D)

{E)

(L]

G)

{H)
Total. (Col. (b) must equal Form 990, Part X, col. (8) line 12.)
| Part VIII| Investments - Program Related.

Complete if the organization answered "Yes" on Form 990, Part IV, line 11c. See Form 990, Part X, line 13.
{a) Description of investment (b) Book value {c} Method of valuation; Cost or end-of-year market value

(1)

—2

(3)

4

(5)

(6}

@

(8)

(8)

Tatal. (Cal. (b) must equal Farm 990, Part X, col. (B) line 13.) >
| Part IX| Other Assets.
Completa if the organization answered “Yes" on Form 890, Part 1V, line 11d. See Form 990, Part X, line 15.

{a) Description (b} Book value

(1)

(2)

(3)

(4)

(5)

{6)

(7)

(8)

(9)
Total. (Column (b) must equal Form 990, Part X col (BIHine 15) . ... oo P
| Part X | Other Liabilities.

Complete if the _ozganization answeﬂ “Yes® on Form 990, Part 1V, line 11e or 111, See Form 990, Part X, line 25.

1. {a) Description of fiability {b) Book value

(1) _Federal income taxes

2

3

{4)

(5)

{6}

7

8

5]
Total. (Column (b) must equal Form 990, Part X, col. (B) line25) .. ...
2. Liability for uncartain tax positions. (n Part Xlil, provide the text of the footnots to the organization’s financial statements that reports the

organization's liability for uncertain tax positions undar FIN 48 {ASC 740). Check here if the text of the footnate has been pravided in Part Xl |:|
Schedule D (Form 9390) 2015
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FOUNDATION FOR ANGELMAN SYNDROME

Schedule D {Form 990) 2015 THERAPEUTICS _ _**-***0079 paged
econciliation of Revenue per Audited Financial Statements With Revenue per Return.

Complete if the organization answered "Yas" on Form 990, Part IV, lina 12a.

1 Total revenue, gains, and other support per audited financial statements . B L I 1 1,121,173.
2 Amounts included on line 1 but not on Form 990, Part VI, line 12:

a Net unrealized gains (losses) en investments e 2a -56.

b Donated services and use of facilities R B . R I -

¢ Recoveries of prior year grants L . N R B ] 2e

d Other (DescribeinPartXly . |ead 42,756.

8 Addiines2athrough@d st sl e i s e aal e N i 42,700.
3 Subtractine2efromlinet . . .. . B dadngesool a | 1,078,473,
4 Amounts included on Form 990, Part VI, line 12, but not cn line 1:

a Investment expenses not included on Form 890, Part Vll, line7b I 4a

b Other {Describe in Part XHLY., st e s R e i e e 4b

¢ Addlinesdaanddb ; _ Lot b S | ac 0.

Total revenue. Add lines 3 and 4c. (This must equal Form 980, Part |, line 12.} . : g 5 1,078,473.

Reconciliation of Expenses per Audited Financial Statements With Expenses per Return.
Complete if the organization answered "Yes" on Form 990, Part [V, line 12a.
1 Total expenses and losses per audited financia! statements y 1 1,348,143.
2 Amounts included on line 1 but not on Form 990, Part IX, line 25;

a Donated services and use of facilities | . S i A s |28

b Prior year adjustments .- . ; i i | 2B

c Otherlosses s A e e T : 2c

d Other (Describein Part Xty e |24 42,756.

e Add lines 2a through 2d i ST o iy — 42,756,
3 Subtract fine 2e from line 1 S o R o 3 1,305,387.
4 Amounts included on Form 990, Part IX, line 25, but not on line 1:

a Investment expenses not included on Form 920, Part Vil line7b = =~ | 4a

b Other (Describein Part Xy .. .. T e L4B

c Addlines4aandab S I 0.
§ _Total expenses. Add lines 3 and dc. (This must equal Form 990, Part L dine 18) ... ... ... | § 1,305, 387.

] Part XII1| Supplemental Information.

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

PART XI, LINE 2D - OTHER ADJUSTMENTS:

DIRECT EXPENSES FROM FUNDRAISING EVENTS (PAGE 2, PART VIITI,

LINE 8B)

PART XII, LINE 2D - OTHER ADJUSTMENTS:

DIRECT EXPENSES FROM FUNDRAISING EVENTS (PAGE 9, PART VIII,

LINE BB)

FORM 990, SCHEDULE D, PART XI, LINE 2D AND PART XII, LINE 2D

PART XI, LINE 2D - DIRECT EXPENSES FROM FUNDRAISING EVENTS INCLUDED ON

PAGE 9, PART VIII, LINE 8B.

s Schedule D (Form 990) 2015
36
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FOUNDATION FOR ANGELMAN SYNDROME
Schedule D (Form 890) 2015 THERAPEUTICS **_***(0079 pages

a | Supplemental Information (continued)

PART XII, LINE 2D - DIRECT EXPENSES FROM FUNDRAISING EVENTS INCLUDED ON

PAGE %, PART VIII, LINE 8B.

Schedule D (Form 990) 2015
532085
09-21-15
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FOUNDATION FOR ANGELMAN SYNDROME

Schedule F {Form 930) 2015 THERAPEUTICS **_**¥*0079  pagad
a | Foreign Forms

1 Was the organization a U.S. transferor of property to a foreign corporation during the tax year? If "Yes, " the
organization may be required to file Form 926, Retumn by a U S. Transferor of Property to a Foreign
Corporation {(see Instructions for Form92e8) R TR AR ; [:] Yes Dﬂ No

2 Did the organization have an interest in a foreign trust during the tax year? /f "Yes, " the organization
may be required to separately file Form 3520, Annual Returm To Report Transactions With Foreign
Trusts and Receipt of Certain Foreign Gifts, and/or Form 3520-A, Annual Infarmation Return of Foreign
Trust With a U S. Owner (see instructions for Forms 3520 and 3520-A; do not file with Form 990) o Edves XKlwo

3 Did the organization have an ownership interest in a foreign corparation during the tax year? /f "Yes,”

the organization may be required to file Form 5471, Information Retum of U.S. Persons With Respect to

Certain Foreign Corporations (see Instructions for Form 5471) . e Cves [XIno
q Was the organization a direct or indirect shareholder of a passive foreign investment company or a

qualified slecting fund during the tax year? If "Yes," the organization may be required to file Form 8621,

inforrnation Return by a Shareholder of a Passive Foreign investment Company or Qualified Electing Fund

{see instructions for Form&e2% . . B ves X o
5 Did the arganization have an ownership interast in a foreign partnership during the tax year? If "Yes,"

the organization may be required to file Form B865, Return of U.S. Persons With Respect to Certain

Foreign Partnerships (see Instructions for Form 8865 e e B DY&S [XJ No
6 Did the organization have any operations in or related to any boycolting countries during the tax year? If

“Yes, " the organization may be required to separately file Form 5713, Intemational Boycott Report (see

Instructions for Form 5713; do not file with Form990) L Cves [XIne

Schedule F (Form 990) 2015

532074
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FOUNDATION FOR ANGELMAN SYNDROME
Schedule F {Form 990} 2015 THERAPEUTICS **-***0079 Pages
I Eart ! | Supplemental Information
Provide the information required by Part [, line 2 {monitoring of funds); Part |, line 3, column {f} {accounting method,; amounts of
investments vs. expenditures per region); Part Il, line 1 (accounting method); Part lll (accounting method); and Part I, column (c)
{estimated number of recipients), as applicable. Also complete this part to provide any additional information.

PART I, LINE 2:

EACH DISBURSEMENT OF ANY FUNDING AWARDED IS CONTINGENT UPON RECIPIENT'S

DEMONSTRATION OF PROGRESS THAT IS SATISFACTORY TO THE FOUNDATION, IN ITS

SOLE DISCRETION. RECIPIENTS WILL BE REQUIRED TO SUMBIT WRITTEN REPORTS

TO THE FOUNDATION FROM TIME TO TIME AS FOLLOWS DESCRIBING PROGRESS MADE.

RECIPIENT WILL SUBMIT A PROGRESS REPCRT DUE 11 MONTHS AFTER RECEIPT OF

THE FIRST DISBURSEMENT. THE INITIAL PROGRESS REPORT SHOULD FOCUS ON

PROGRESS MADE TOWARD MEETING THE MILESTONES OUTLINED IN THE PROJECT. A

FINAL PROGRESS REPORT MUST BE SUBMITTED WITHIN 60 DAYS AFTER PROJECT

TERMINATION AND SHOULD INCLUDE A DETAILED ACCOUNTING OF THE FUNDS

AWARDED. AT THE FOUNDATION'S REQUEST, THE RECIPIENT WILL ALSO MAKE A

PRESENTATION ABOUT THE SIGNIFICANCE AND PROGRESS OF THEIR WORK TO A

MEETING OF THE FOUNDATION'S BOARD AND ANY OTHER PARTICIPANTS CHOSEN BY

THE FOUNDATION. UPON REASONABLE NOTICE, THE RECIPIENT AGREES TO ALLOW

THE FQUNDATION'S REPRESENTATIVES TQ VISIT THE LOCATION(S) WHERE THE

ACTIVITY AND/OR RESEARCH IS BEING CONDUCTED IN ORDER TC GAIN FURTHER

KNOWLEDGE TQO EVALUATE PROGRESS WITH RESPECT TO THE PROJECT.

PART I, LINE 3, COLUMN (E):

REGION: NORTH AMERICA

(E} SPECIFIC TYPES OF SERVICES IN REGION: LITERACY AND ADVANCING

ADVENTURES IN COMMUNICATING CAMP FOR INDIVIDUALS WITH ANGELMAN SYNDROME

AND THEIR FAMILIES.

PART II, COLUMN (D):

REGION: NORTH AMERICA

{D) PURPOSE OF GRANT: LITERACY AND ADVANCING ADVENTURES IN COMMUNICATING
532075 10-01-15 Schedule F (Form 990) 2015
42
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FOUNDATION FOR ANGELMAN SYNDROME
Schedule F (Form 990} 2015 THERAPEUTICS **_**%0079  Ppages

art Supplemental Information
Provitle the information required by Part I, line 2 {monitoring of funds); Part |, line 3, column (f) {accounting method; amounts of
investments vs. expenditures per region); Part Il, line 1 (accounting method); Part Il {accounting method); and Part IIf, columnn (¢)
(estimated number of recipients). as applicable. Also complate this part to provide any additional information.

CAMP FOR INDIVIDUALS WITH ANGELMAN SYNDROME AND THEIR FAMILIES.

532075 10-01-15 Schedule F (Form $90) 2015
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SCHEDULE G OMB No. 1545-0047

Supplemental Information Regarding Fundraising or Gaming Activities
(Form 990 or 990-EZ)

Complete if the organization answered "Yes" on Form 890, Part IV, lines 17, 18, or 19, or if the 20 1 5
organization entered more than $15,000 on Form 990-EZ, line 6a.

el T) P> Attach to Form 980 or Farm 890-EZ. Open to Public
ene Seice P> information sbout Schedule G (Form 950 or 90-EZ) and ts Instructions is st Www.Irs.gov/formgg90, | [nspection
Name of the organization FOUNDATION FOR ANGELMAN SYNDROME Employer identification number
THERAPEUTICS *k_*%k%k()()79
Fun_draising Activi_tles. Complate if the organization answered *Yes" on Form 890, Part IV, line 17. Form 990-EZ filers are not
required to complete this part.
1 Indicate whether the organization raised funds through any of the following activities. Check all that apply.

a Mail sclicitations e Sclicitation of non-govemment grants

b [ internet and email solicitations t [ soticitation of government grants

c Phone solicitations g |:| Special fundraising events

d :I In-person solicitations
2 a Did the organization have a written or aral agreement with any individual (including officers, directors, trustees or
key employees listed in Form 930, Part ViI) or entity in connection with professional fundraising servicas? [:] Yes [:l No
b If "Yes," list the ten highest paid individuals or entities {fundraisers} pursuant to agreements under which the fundraiser is to be
compensated at lsast $5,000 by the organization,

1ii) big v} Amount paid
{i) Name and address of individual L. h(m alser {iv) Gross recsipts tto (}or retaine?i by) {vi) Amount paid
or entity (fundraiser) (i} Activity e ool from activit fundraiser |t (or retained by)
cgrﬂtrc?bulim'r ¥ listed in col, (i) organization
Yes | No
TN oo it et i s s s s S e 3 ST I R T >
3 List all states in which the organization is registered or licensed to solicit contributions or has been notified it is exempt from registration
or licensing.
LHA For Paperwork Reduction Act Notice, see the Instructions for Form 990 or 990-EZ. Schedule G (Form 290 or 990-EZ} 2015
532081
03-14-15
44
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FOUNDATION FOR ANGELMAN SYNDROME

* % ***0079 Page 2

Schedule G (Form 990 or 990-E7) 2015 THERAPEUTICS
[Part Il | Fundraising Events. Complete if the organization answered "Yes" on Form 990, Part IV, line 18, or reparted more than $15,000
of fundraising event contributions and gross income on Form 990-EZ, lines 1 and 6b. List events with gross receipts greater than $5,000.

{a) Event #1 {b) Event #2 (e} Olggﬁents (d) Totat events
ANNUAL GALA (aad "';’;):1;;""”“

9 (event type) {event type) (total number)

c

é 1 Gross receipts 363,511. 363,511.
2 Less: Contributions 344,778. 344,778.
3 Gross income (ling 1 minus ine2) ... .. 18,733. 18,733.
4 Cashprzes
5§ Noncash prizes

[%:]

@

é_ 6 Rentfacilitycosts =

&

B |7 Food and beverages 38,403. 38,403,

5
8 Entertainment . . . 3,036. 3,036.
9 Other direct expenses 1,317, 1,317.
10 Direct expense summary. Add lines 4 lhrough 9 in column {d) > 42,756.

> -24,023.

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

11_Net income summary. Subtract ling 10 from line 3. column {d)
] Eart “| I Gamlng. Completa if the arganization answered "Yas® on Form 990, Part IV, ling 19, or reported more than

{b} Pull tabs/instant

{d) Total gaming (add

@ i { L i
2 (a) Bingo bingo/progressive binga |  (G)Othergaming | ) {a) through cal. (c))
B
i 4
1_Gross revenue
w | 2 Cash prizes
@
5
3- 3 Noncash prizes
g 4 Rent/facility costs
5 Other direct expenses
Ll ves % |L_] ves 5% [L_] Yes %
6 Volunteerlabor = No No No

7 Direct expense summary. Add lines 2 through 5 in column {d)

8 Net gaming income summary. Subtract line 7 from ling 1, column (d)

9 Enter the state(s) in which the organization conducts gaming activities:

a Is the organization licensed to conduct gaming activities in each of these states? L fves [L_INo
b If "No," explain:
10a Were any of the organization's gaming licenses revoked, suspended or terminated during the taxyear? |:| Yes LI No

b if "Yes,” explain:

532082 08-14-15

17211028 144871 263160079
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FOUNDATION FOR ANGELMAN SYNDROME
Schedule G {Form 990 or 980.E7) 2015 THERAPEUTICS **%_* 4 %0079 page3

11 Does the organization conduct gaming activities with nonmembers? X D Yeos [j N

12 Is the organization a grantor, beneficiary or trustee of atrustora member ofa partnershlp or other entlty formed
to administer charitable gaming? . . e o T Yes TN

13 Indicate the parcentage of gaming activity conduded in
a The organization's facility

s SR R R 13a %
b An outside facility L L L 13b %
14 Enter the name and address of the person who prepares the orgaruzatlon s gamlng/spacua! events books and records:
Name
Address P
15a Doas the arganization have a contract with a third party from whom the organization receives gaming revenue? D Yes l:l No

b If "Yes," enter the amount of gaming revenue received by the organization - 3
of gaming revenue retained by the third party P $
c If "Yes," enter name and address of the third party:

and the amount

Name p

Address P

16 Gaming manager information:

Name p

Gaming manager compensation p $

Description of services provided P

|:| Director/officer D Employee D Indapendent contractor

17 Mandatory distributions:

a Is the organization required under state law to make charitable distributions from the gaming proceeds to
retain the state gaming license? l:] Yes l:l No

b Enter the amount of distributions requured under state law to be distnbuted to other exempt orgamzahons or spent in the
omanization's own exempt activities during the tax year |

|Part lvl

Supplemental Information. Provide the explanations required by Part |, line 2b, columns (i} and {v); and Part lll, lines 9, 9b, 10b, 15b,
15¢, 16, and 17b, as applicable. Also provide any additional information {see instructions).

532083 09-14-15 Schedule G (Form 890 or 990-EZ) 2015
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FOUNDATION FOR ANGELMAN SYNDROME

Schedule G {Form 990 or 990-£7) THERAPEUTICS *¥*-***0079 Pages
| Part IV | Supplemental Information (continued)

532384 Schedule G [Form 990 or 990-EZ}
04-01-15
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OMB No. 1545-0047

SCHEDULE O Supplemental Information to Form 990 or 990-EZ —W‘I_S__

(Form 990 or 830-E2) Complete to provide information for responses to specific questions on
Form 990 or 990-EZ or to provide any additional information.
Department of tha Traasury P Attach to Form 890 or 990-EZ. Open to Public
Intemal Revenue Service P Information abowt Schedule O (Form 990 or 990-EZ} and its Instructions is at Www.irs.gov/form950. Inspection
Name of the organization FOUNDATION FOR ANGELMAN SYNDROME Employer Identification number
THERAPEUTICS *x_*x*%()079

FORM 990, PART I, LINE 1, DESCRIPTION OF QORGANIZATION MISSION:

ANGELMAN SYNDROME (AS) AND RELATED DISORDERS THROUGH THE FUNDING OF AN

AGRESSIVE RESEARCH AGENDA, EDUCATION, AWARENESS, AND ADVOCACY.

FORM 990, PART III, LINE 1, DESCRIPTION OF ORGANIZATION MISSION:

AUGUMENTATIVE COMMUNICATION DEVICES. INDIVIDUALS WITH AS HAVE

DEVELOPMENT DELAY AND INTELLECTUAL DISABILITIES. CURRENT RESEARCH

SUGGESTS THAT NEURONAL DEVELOPMENT OCCURS CORRECTLY IN AS, BUT NEURONAL

FUNCTIONING IS IMPAIRED. THIS NEURONAL IMPATRMENT IMPACTS THE

INDIVIDUAL'S ABILITY TO LEARN IN THAT SKILLS ARE ACQUIRED LESS RAPIDLY

THAN IN AGE-MATCHED PEERS. THE FOUNDATION FOR ANGELMAN SYNDROME

THERAPEUTICS IS AN ORGANIZATION OF FAMILIES AND PROFESSIONALS DEDICATED

TO FINDING A CURE FOR AS AND RELATED DISORDERS THROQUGH THE FUNDING OF

AN AGRESSIVE RESEARCH AGENDA, EDUCATION, ADVOCACY, AND COMMUNITY

SUPPORT. FAST IS COMMITTED TO ASSISTING INDIVIDUALS LIVING WITH AE TO

REALIZE THEIR FULL POTENTIAL AND QUALITY OF LIFE.

FORM 990, PART III, LINE 4B, PROGRAM SERVICE ACCOMPLISHMENTS:

ZACHARY LEVI, WILMERE VALDERRAMA, JESSE LEE SOFFER, AND PAULA EVANS.

IN ADDITION, AN EDUCATIONAL SUMMIT WAS HELD WITH GUEST EDUCATIONAL

EXPERTS, LINDA BURKHART AND GAYLE PORTER. NETWORKING/MENTORING

OPPORTUNITIES WERE ALSO FACILITATED SO THAT PEOPLE CARING FOR

INDIVIDUALS OF THE SAME AGE OR WITH SIMILAR CIRCUMSTANCES COULD

EXCHANGE EXPERIENCES, INFORMATION AND GUIDANCE AND SOLIDIFY

RELATIONSHIPS.

LHA For Paperwork Reduction Act Notice, see the Instructions for Form 990 or 990-EZ. Schedule O {Form 990 or 990-EZ) (2015)
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Schedule O (Form 990 or 990-E7Z) (2015) Page 2
Name of the organization FOUNDATION FOR ANGELMAN SYNDROME Employer identification number

THERAPEUTICS *k-k*%(0079

FORM 590, PART VI, SECTION A, LINE 8B:

THE FOUNDATION DOES NOT CURRENTLY HAVE ANY COMMITTEES WITH THE AUTHORITY TO

ACT ON BEHALF OF THE GOVERNING BODY.

FORM 980, PART VI, SECTION B, LINE 11:

THE BOOKS AND RECORDS ARE MAINTAINED BY FAST'S TREASURER AND REVIEWED BY

THE CFO AND THE CO-VICE CHAIRPERSONS. FAST'S TREASURER GIVES FAST'S BOOKS

AND RECORDS TO AN OUTSIDE CPA FIRM TO PREPARE FAST'S FORM 990. ONCE

COMPLETED THE FORM 990 IS PROVIDED TO THE TREASURER, CFQ AND CO-VICE

CHATRPERSONS FOR REVIEW. THE TREASURER, CFO AND CO-VICE CHAIRPERSONS REVIEW

THE RETURN TN GREAT DETAIL, ASKING CLARIFYING QUESTIONS AND SUGGESTING

CHANGES. ONCE THE RECOMMENDED CHANGES HAVE BEEN INCORPORATED INTO THE

RETURN, THE FORM 990 IS DISTRIBUTED TO ALL BOARD MEMBERS FOR QUESTIONS,

COMMENTS, AND RECOMMENDED CHANGES. ONCE THE BOARD MEMBEERS QUESTIONS HAVE

BEEN ANSWERED AND ANY CHANGES INCORPORATED INTO THE RETURN, THE FORM 590 IS

FILED.

FORM 950, PART VI, SECTION B, LINE l1l2C:

BOARD MEMBERS ARE REQUIRED TO CERTIFY ON AN ANNUAL BASIS ANY INTEREST THAT

COULD GIVE RISE TO A CONFLICT. IF A CONFLICT APPEARS TO HAVE ARISEN, FAST

BOARD OF DIRECTORS MEET TO DISCUSS THE POTENTIAL CONFLICT OF INTEREST AND

CONSULT LEGAL COUNSEL AND OTHER APPLICABLE THIRD-PARTY EXPERTS AS DEEMED

NECESSARY.,

FORM 990, PART VI, SECTION B, LINE 15:

ALL BOARD OF DIRECTORS, OFFICERS, AND SCIENTIFIC ADVISORY BOARD MEMBERS ARE

NON-COMPENSATED VOLUNTEERS.

532212 09-02-15 Schedule O {(Form 990 or 920-EZ) (2015)
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Schedule O (Form 980 or 990-EZ) {2015) Page 2
Name of the organization FOUNDATION FOR ANGELMAN SYNDROME Employer identification number
THERAPEUTICS ¥k _**k*(3()79

FORM 990, PART VI, SECTION C, LINE 19:

GOVERNING DOCUMENTS, THE CONFLICT OF INTEREST POLICY, AND THE FINANCIAL

STATEMENTS ARE AVAILABLE UPON REQUEST.

532212 09-02-15 Schedule O {Form 990 or 990-EZ) {2015)
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Form 8868 (Rev. 1-2014) Paga 2
® f you are filing for an Additional (Not Automatic} 3-Month Extension, complete only Part Bandcheckthisbox ... . [E
Note. Only complete Part Il if you have already been granted an automatic 3-month extension on a previously filed Form 8868.
® |f you are filing for an Automatic 3-Month Extension, complete only Part | {on pagse 1).

Part Il Additional (Not Automatic} 3-Month Extension of ﬁme.OnIy file the original {no copies needed).

Enter filer's identifying number, see instructions

Type or | Name of exempt organization or other filer, see instructions. Employer identification number (EIN) or
print FOUNDATION FOR ANGELMAN SYNDROME

riebytne [THERAPEUTICS **_*k**x((0)79
:I‘.':::;::“ Number, strast, and room or suits no. If a P.O. box, see instructions. Social security number (SSN)

ten. see PO BOX 608

nstructions | iy, town or post office, state, and ZIP code. For a foreign address, see instructions.

DOWNERS GROVE, IL 60515

Enter the Return code for the retum that this application is for {file a separate application for each return} s iR ﬂ
Application Return | Application Return
Is For Code | IsFor Gode
Form 290 or Form 990-E2 01

Form 990-BL 02 Form 1041-A 08
Form 4720 (individual) 03 Form 4720 (other than individual) 09
Form 990-PF 04 Form 5227 10
Form 990-T {sec. 401(a) or 408(a) trust) 05 Form 6069 11
Form 990-T {trust other than above) 06 | Forrm B870 12

STOP! Do not complete Part |l if you were not already granted an automatic 3-month extension on a praviously filed Form B8EB.
PAULA EVANS
® Thebocksarainthecareof pr 1918 SWEETBRIAR LANE - DARIEN, IL 60561

Telephone Na. p> 866-783-0078 Fax No.
® |f the organization doas not have an office or place of business in the United States, check this box ) . ) o D
& |f this is for a Group Return, enter the organization's four digit Group Exemption Number (GEN) . If this is for the whole group, check this
box , If it is for part of the group, check this box b and attach a list with the names and EINs of all members the extension is for.
4  |request an additional 3-month extension of time unti  NOVEMBER 15, 2016,
§ Forcalendar ysar 2015 , or other tax year beginning , and ending
6  If the tax year entered in line 5 is for less than 12 months, check reason: LI initial retum [ Final retum

Change in accounting period
7  State in detail why you need the extension

INFORMATION NEEDED TO PREPARE A COMPLETE AND ACCURATE RETURN HAS NOT
YET BEEN RECEIVED FROM THIRD PARTIES.

8a If this application is for Forms 990-BL, 990-PF, 930-T, 4720, or 6069, enter the tentative tax, less any

nonrefundable credits. See instructions. 8a| 8 0.

b If this application is for Forms 920-PF, 990-T, 4720, or 6069, enter any refundable cradits and estimated
tax payments made. Include any prior year overpayment allowed as a cradit and any amount paid

previously with Form B868. 8b|$ 0.
€ Balance due. Subtract line 8b from line 8a. Include your payment with this form, if required, by using
EFTPS (Electronic Federal Tax Payment System). Sea instructions. Bc| § 0.

Signature and Verification must be completed for Part 1l only.

Under penalties of perjury, | declare that ) have examingd this form, including accompanying schedules and statements, and to the best of my knowledge and beliat,
itis true, corect, and complete, and that | am authorized to prepare this form.

Signature P Title p» CPA Date b

Form BS68 (Rev. 1-2014)

523842
04-01-15
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