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UNITED STATES
SECURITIES AND EXCHANGE COMMISSION
Washington, D.C. 20549

FORM 10-K
(Mark One)
p ANNUAL REPORT PURSUANT TO SECTION 13 OR 15(d) OF THE SECURITIES EXCHANGE
ACT OF 1934
For the fiscal year ended December 31, 2010
or
0 TRANSITION REPORT PURSUANT TO SECTION 13 OR 15(d) OF THE SECURITIES
EXCHANGE ACT OF 1934
For the transition period from to

Commission file number: 000-53206

HEALTHCARE TRUST OF AMERICA, INC.
(Exact name of registrant as specified in its charter)

Maryland 20-4738467
(State or other jurisdiction of (I.R.S. Employer
incorporation or organization) Identification No.)
16435 N. Scottsdale Road, Suite 320, Scottsdale, 85254
Arizona (Zip Code)

(Address of principal executive offices)
Registrant s telephone number, including area code: (480) 998-3478

Securities registered pursuant to Section 12(b) of the Act:

Title of each class Name of each exchange on which registered
None None
Securities registered pursuant to Section 12(g) of the Act:

Common Stock, $0.01 par value per share
(Title of Class)

Indicate by check mark if the registrant is a well-known seasoned issuer, as defined in Rule 405 of the Securities Act.

Indicate by check mark if the registrant is not required to file reports pursuant to Section 13 or Section 15(d) of the Act.
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Indicate by check mark whether the registrant (1) has filed all reports required to be filed by

Section 13 or 15(d) of the Securities Exchange Act of 1934 during the preceding 12 months (or for

such shorter period that the registrant was required to file such reports), and (2) has been subject to

such filing requirements for the past 90 days. Yesp Noo

Indicate by check mark whether the registrant has submitted electronically and posted on its

corporate Web site, if any, every Interactive Data File required to be submitted and posted pursuant

to Rule 405 of Regulation S-T during the preceding 12 months (or for such shorter period that the

registrant was required to submit and post such files). Yeso Noo

Indicate by check mark if disclosure of delinquent filers pursuant to Item 405 of Regulation S-K (§ 229.405 of this
chapter) is not contained herein, and will not be contained, to the best of registrant s knowledge, in definitive proxy
or information statements incorporated by reference in Part III of this Form 10-K or any amendment to this

Form 10-K. 0

Indicate by check mark whether the registrant is a large accelerated filer, an accelerated filer, a non-accelerated filer,
or a smaller reporting company. See the definitions of large accelerated filer, accelerated filer and smaller reporting
company in Rule 12b-2 of the Exchange Act. (Check one):

Large accelerated filer 0 Accelerated filer 0

p (Do not check if a smaller reporting Smaller reporting
Non-accelerated filer company) company 0
Indicate by check mark whether the registrant is a shell company (as defined in Rule 12b-2 of the Act). Yeso Nobp

While there is no established market for the registrant s common stock, the aggregate market value of the registrant s
common stock held by non-affiliates of the registrant as of June 30, 2010, the last business day of the registrant s most
recently completed second fiscal quarter, was approximately $1,624,601,000, assuming a market value of $10.00 per
share which was the price per share in our recently-completed offering.

As of March 21, 2010, there were 225,235,398 shares of common stock of the registrant outstanding.

DOCUMENTS INCORPORATED BY REFERENCE
None
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PART 1
Item 1. Business.

The use of the words we, us or our refersto Healthcare Trust of America, Inc. and its subsidiaries, including
Healthcare Trust of America Holdings, LP, except where the context otherwise requires.

BUSINESS OVERVIEW

We are a fully integrated, self-administered and self-managed real estate investment trust, or REIT. We acquire, own
and operate medical office buildings and healthcare-related facilities. Since January 2007, we have been an active,
disciplined buyer of medical office buildings and healthcare-related facilities, acquiring properties with an aggregate
purchase price of approximately $2.3 billion over a period of four years. We are one of the largest owners of medical
office buildings in the United States. Our portfolio is primarily concentrated within major U.S. metropolitan areas and
located primarily on or adjacent to (within a 1/4 mile) the campuses of nationally recognized healthcare systems.

As of December 31, 2010, our portfolio consisted of 238 medical office buildings and other healthcare-related
facilities, as well as two other real estate-related assets. This includes both our operating properties and those
classified as held for sale at December 31, 2010. Our portfolio contains approximately 10.9 million square feet of
gross leasable area, or GLA, with an average occupancy rate of approximately 91% (unaudited). Approximately 74%
of our portfolio (based on GLA) is located on or adjacent to a healthcare system campus and approximately 40% of
our off campus portfolio is anchored by a healthcare system. Our portfolio is diversified geographically, across

24 states, with no state having more than 15% of the GLA of our portfolio.

We invest primarily in medical office buildings based on fundamental healthcare and real estate economics. Medical
office buildings serve a critical role in the national healthcare delivery system, which itself serves a fundamental need
in our society. We believe there are key dynamics within the healthcare industry that work to increase the need for,
and the value of, medical office buildings. As hospital and other healthcare-related facilities and physicians continue
to collaborate, an increasing number of healthcare services will be undertaken in medical offices. Further, the
performance of office-based services will play a key role in providing quality healthcare while also allowing for the
recognition of cost efficiencies. In addition, as the emphasis within the healthcare industry moves toward preventative
care, rather than responsive care, we expect that more of such care will be undertaken at medical offices.

Another key reason that we invest in medical office buildings is the potential for higher returns with lower vacancy
risk. Like traditional commercial office property, as we renew leases and lease new space, we expect that the
recovering economy will allow us to earn higher rents. Unlike commercial office space, however, medical office
tenants, primarily, physicians, hospitals and other healthcare providers, typically do not move or relocate, thus
providing for stable tenancies and an ongoing demand for medical office space.

We are a Maryland corporation, formed in April 2006. Since then, we have raised equity capital to finance our real
estate investment activities through two public offerings of our common stock. Our offerings raised an aggregate of
approximately $2.2 billion in gross offering proceeds through March 21, 2011, excluding proceeds associated with
shares issued under our distribution reinvestment plan, or DRIP. We were initially externally sponsored and advised
by Grubb & Ellis Company and its affiliates. We changed our business model and became self-managed in the third
quarter of 2009. Our transition to a self-managed, self-administered REIT is described more fully under Item 7.
Management s Discussion and Analysis of Financial Condition and Results of Operations. Our principal executive
offices are located at 16435 North Scottsdale Road, Suite 320, Scottsdale, AZ 85254 and our telephone number is
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(480) 998-3478. We maintain a web site at www.htareit.com at which there is additional information about us. The
contents of that site are not incorporated by reference in, or otherwise a part of, this filing. We make our periodic and
current reports available at www.htareit.com as soon as reasonably practicable after such materials are electronically
filed with the SEC. They are also available for printing for any stockholder upon request.

3

Table of Contents



Edgar Filing: HEALTHCARE TRUST OF AMERICA, INC. - Form 10-K

Table of Contents
COMPANY HIGHLIGHTS

During the year ended December 31, 2010, we completed 24 new portfolio acquisitions, we expanded six of
our existing portfolios through the purchase of additional medical office buildings within each, and we
purchased the remaining 20% interest we previously did not own in HTA-Duke Chesterfield Rehab, LLC,
which owns the Chesterfield Rehabilitation Center. The aggregate purchase price of these acquisitions was
approximately $806,048,000, bringing our total portfolio value (including both our operating properties and
those classified as held for sale), based on acquisition price, to $2,266,359,000 as of December 31, 2010. These
acquisitions:

consist of 53 medical office buildings, four long-term acute care hospitals, and one healthcare-related
office;

comprise a total of approximately 3,514,000 square feet of GLA, bringing our total portfolio square
footage to approximately 10,919,000 square feet as of December 31, 2010; and

possess an average occupancy rate of approximately 96% (unaudited) as of December 31, 2010.

Our total portfolio of properties maintained an average occupancy rate of approximately 91% (unaudited) as of
December 31, 2010.

In March of 2010, we launched a follow-on offering to raise up to $2.2 billion. As part of our strategic review
process, and in response to the substantial equity being raised in our follow-on offering, we determined that it
was in the best interest of our stockholders to cease raising equity in that offering. We announced the
termination of our follow-on offering in December 2010 and we stopped offering shares on February 28, 2011,
except for sales of shares pursuant to the DRIP. Under the follow-on offering, we raised approximately

$506 million during the year ended December 31, 2010, excluding shares issued under the DRIP.

On November 22, 2010, we entered into a credit agreement, under which we obtained an unsecured revolving
credit facility in an aggregate maximum principal amount of $275,000,000. Subject to the terms of the credit
agreement, the maximum principal amount of the credit agreement may be increased by up to an additional
$225,000,000, for a total principal amount of $500,000,000, subject to customary conditions. JP Morgan Chase
Bank, N.A., serves as administrative agent with Wells Fargo Bank, N.A. and Deutsche Bank Securities Inc. as
syndication agents, U.S. Bank National Association and Fifth Third Bank as documentation agents, and a
syndicate of banks as lenders.

During the year ended December 31, 2010, we secured approximately $79,125,000 in new long term financing
with a weighted average interest rate of 5.75% and a weighted average term of 8.1 years. These loans are
secured by our Greenville, Wisconsin MOB 11, Deaconess, and NIH Triad properties.

On February 1, 2011, we closed a senior secured real estate term loan in the amount of $125,500,000. Our
lender is Wells Fargo Bank, National Association, or Wells Fargo Bank, N.A. The purpose of the term loan
was to refinance four Wells Fargo Bank loans maturing in 2010 and 2011 that totaled approximately
$89,969,000, to pay off one Wells Fargo Bank loan totaling $10,943,000, and to provide post-acquisition
financing on a recently purchased property. Additionally, we entered into an interest rate swap on $75,000,000
of this secured term loan, effectively fixing the interest rate for this portion from the variable rate of one-month
LIBOR plus 2.35% to 3.42%.
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In August 2010, we engaged J.P. Morgan Securities, LLC, or JP Morgan, to act as our lead strategic advisor. JP
Morgan is assisting our board and management team in exploring various actions to maximize stockholder
value, including the assessment of various liquidity alternatives. As we have previously disclosed, we intend to
effect a liquidity event by September 2013. We may consider, among other alternatives, listing our shares on a
national securities exchange, or a Listing, a merger transaction, or a sale of substantially all of our assets.

On October 18, 2010 we entered into a Redemption, Termination, and Release Agreement, or the
Redemption Agreement, with our former advisor to purchase the limited partner interest, including all
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rights with respect to a subordinated distribution upon the occurrence of specified liquidity events and other
rights that our former advisor held in our operating partnership. In addition, we have resolved all remaining
issues with our former advisor. In connection with the execution of the Redemption Agreement, we made a
one-time payment to our former advisor of $8,000,000.

On December 20, 2010, our stockholders approved an amendment to our charter to provide for the
reclassification and conversion of our common stock in the event our shares are listed on a national securities
exchange to implement a phased in liquidity program. We proposed these amendments and submitted them for
approval by our stockholders to prepare our company in the event we pursue a Listing. To accomplish a phased
in liquidity program, it is necessary to reclassify and convert our common stock into shares of Class A common
stock and Class B common stock immediately prior to a Listing. In the event of a Listing, the shares of Class A
common stock would be immediately listed on a national securities exchange. The shares of Class B common
stock would not be listed. Rather, those shares would convert into shares of Class A common stock and
become listed in defined phases, over a defined period of time within 18 months of a Listing. The phased in
liquidity program is intended to provide for our stock to be transitioned into the public market in a way that
minimizes the stock-pricing instability that could result from concentrated sales of our stock.

HEALTHCARE INDUSTRY

We operate in the healthcare industry because we believe the demand for healthcare real estate will continue to
increase consistent with health spending in the United States. According to the U.S. Department of Health and Human
Services, from 1960 to 2007, health spending as a percent of the U.S. gross domestic product, or GDP, increased 11%,
from 5.2% to 16.2% and is projected to comprise 17.9% of GDP in 2011 according to the National Health
Expenditures report by the Centers for Medicare and Medicaid Services dated January 2009. Such national healthcare
expenditures are projected to reach 20.3% of GDP by 2018, as set forth in the below chart. Similarly, overall
healthcare expenditures have risen sharply since 2003.
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National Healthcare Expenditures
(2003-2018)

Source: U.S. Department of Health and Human Services. Centers for Medicare & Medicaid Services. Office of the
Actuary. National Health Expenditures and Selected Economic Indicators. Levels and Annual Percent Change:
Calendar Years 2003-2018* (based on the 2007 version of the National Health Expenditures released in January
2009).

We invest primarily in medical office buildings. We believe that demand for medical office buildings and
healthcare-related facilities will increase due to a number of factors, including:

Advances in medical technology will continue to enable healthcare providers to identify and treat once fatal
ailments and will improve the survival rate of critically ill and injured patients who will require continuing

medical care. Along with these technical innovations, the U.S. population is growing older and living longer. In

addition, according to the Centers for Disease Control and Prevention, from 1950 to 2005, the average life
expectancy at birth increased from 68.2 years to 77.8 years. By 2050, the average life expectancy at birth is
projected to increase to 83.1 years, according to the U.S. Census Bureau.

Between 2010 and 2050, the U.S. population over 65 years of age is projected to more than double from

40 million to nearly 88.5 million people, as reflected in the below chart. Similarly, the 85 and older population
is expected to more than triple, from 5.4 million in 2008 to 19.0 million between 2008 and 2050. The number
of older Americans is also growing as a percentage of the total U.S. population as the baby boomers enter their

60s. The number of persons older than 65 was estimated to comprise 13.0% of the total U.S. population in
2010 and is projected to grow to 20.2% by 2050, as reflected in the below chart.

6
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Projected U.S. Population Aged 65+
(2010-2050)

Source: U.S. Census Bureau, Population Division, August 14, 2008.

Based on the information above, we believe that healthcare expenditures for the population over 65 years of age will
continue to rise as a disproportionate share of healthcare dollars is spent on older Americans. This older population
group will increasingly require treatment and management of chronic and acute health ailments. This increased
demand for healthcare services will create a substantial need for the development of additional medical office
buildings and healthcare-related facilities in many regions of the United States. We believe this will result in a
substantial increase in suitable, quality properties meeting our acquisition criteria.

According to the U.S. Department of Labor s Bureau of Labor Statistics, the healthcare industry was the largest
industry in the U.S. in 2006, providing 14 million jobs. Healthcare-related jobs are among the fastest growing
occupations, accounting for seven of the 20 fastest growing occupations. The Bureau of Labor and Statistics
estimates that healthcare will generate three million new wage and salary jobs between 2006 and 2016, more
than any other industry. Wage and salary employment in the healthcare industry is projected to increase 22%
through 2016, compared with 11% for all industries combined. Despite the downturn in the economy and
widespread job losses in most industries, the healthcare industry has not been impacted. In February 2009,

there were 27,000 new healthcare-related jobs according to the Bureau of Labor and Statistics. We expect the
increased growth in the healthcare industry will correspond with a growth in demand for medical office
buildings and healthcare-related facilities.

Complex state and federal regulations govern physician hospital referrals. Patients typically are referred to
particular hospitals by their physicians. To restrict hospitals from inappropriately influencing physicians to
refer patients to them, federal and state governments adopted Medicare and Medicaid anti-fraud laws and
regulations. One aspect of these complex laws and regulations addresses the leasing of medical office space by
hospitals to physicians. One intent of the regulations is to restrict medical institutions from providing facilities
to physicians at below market rates or on other terms that may present an opportunity for undue influence on
physician referrals. The regulations are complex, and adherence to the regulations is time consuming and
requires significant documentation and extensive reporting to regulators. The costs associated with regulatory
compliance have encouraged many hospital
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and physician groups to seek third-party ownership and/or management of their healthcare-related facilities.

Physicians are increasingly forming practice groups. To increase the numbers of patients they can see and
thereby increase market share, physicians have formed and are forming group practices. By doing so,
physicians can gain greater influence in negotiating rates with managed care companies and hospitals in which
they perform services. Also, the creation of these groups allows for the dispersion of overhead costs over a
larger revenue base and gives physicians the financial ability to acquire new and expensive diagnostic
equipment. Moreover, certain group practices may benefit from certain exceptions to federal and state
self-referral laws, permitting them to offer a broader range of medical services within their practices and to
participate in the facility fee related to medical procedures. This increase in the number of group practices has
led to the construction of new medical facilities in which the groups are housed and medical services are
provided.

We believe that healthcare-related real estate rents and valuations are less susceptible to changes in the general
economy than general commercial real estate due to demographic trends and the resistance of rising healthcare
expenditures to economic downturns. For this reason, healthcare-related real estate investments could potentially offer
a more stable return to investors compared to other types of real estate investments.

We believe the confluence of these factors over the last several years has led to the following trends, which encourage
third-party ownership of existing and newly developed medical properties:

Decentralization and Specialization. There is a continuing evolution toward delivery of medical services
through smaller outpatient facilities located near patients and designed to treat specific diseases and conditions.
In order to operate profitably within a managed care environment, physician practice groups and other medical
services providers are aggressively trying to increase patient populations, while maintaining lower overhead
costs by building new healthcare facilities in areas of population or patient growth. Continuing population
shifts and ongoing demographic changes create a demand for additional properties, including an aging
population requiring and demanding more medical services.

Hospital Consolidation and Recapitalization. Hospitals continue to consolidate in an effort to secure or
expand market share, gain access to capital, and/or to achieve various economies of scale. Historically, these
have been in the form of: a) the expansion of investor-owned health systems through acquisitions; or b) the
merger of one or more tax-exempt health systems. Recently, new entrants include private equity firms that
have either acquired hospital assets or are investing capital into existing tax-exempt organizations. We believe
that accessing capital will continue to be a major area of focus for health care organizations, both in the short
and long term.

Increasing Regulation. Evolving regulatory factors affecting healthcare delivery create an incentive for
providers of medical services to focus on patient care, leaving real estate ownership and operation to
third-party real estate professionals. Third-party ownership and management of hospital-affiliated medical
office buildings substantially reduces the risk that hospitals will violate complex Medicare and Medicaid fraud
and abuse statutes.

Modernization. Hospitals are modernizing by renovating existing properties and building new properties and
becoming more efficient in the face of declining reimbursement and changing patient demographics. This trend
has led to the development of new, smaller, specialty healthcare-related facilities as well as improvements to
existing general acute care facilities.
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Redeployment of Capital. Medical providers are increasingly focused on wisely investing their capital in their
medical business. A growing number of medical providers have determined that third-party development and
ownership of real estate with long term leases is an attractive alternative to investing their capital in
bricks-and-mortar. Increasing use of expensive medical technology has placed additional demands on the
capital requirements of medical services providers and physician practice groups. By selling their real estate
assets and relying on third-party ownership of new healthcare properties, medical services providers and
physician practice groups can generate the capital necessary to acquire
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the medical technology needed to provide more comprehensive services to patients and improve overall patient
care.

Physician Practice Ownership. Many physician groups have reacquired their practice assets and real estate
from national physician management companies or otherwise formed group practices to expand their market
share. Other physicians have left hospital-based or HMO-based practices to form independent group practices.
These physician groups are interested in new healthcare properties that will house medical businesses that
regulations permit them to own. In addition to existing group practices, there is a growing trend for physicians
in specialties, including cardiology, oncology, women s health, orthopedics and urology, to enter into joint
ventures and partnerships with hospitals, operators and financial sponsors to form specialty hospitals for the
treatment of specific diseases. We believe a significant number of these types of organizations have no interest
in owning real estate and are aggressively looking for third-parties to develop and own their healthcare
properties.

The current regulatory environment remains an ongoing challenge for healthcare providers, who are under pressure to
comply with complex healthcare laws and regulations designed to prevent fraud and abuse. These regulations, for
example, prohibit physicians from referring patients to entities in which they have investment interests and prohibit
hospitals from leasing space to physicians at below market rates. As a result, healthcare providers seek reduced
liability costs and have an incentive to dispose of real estate to third parties, thus reducing the risk of violating fraud
and abuse regulations. This environment creates investment opportunities for owners, acquirers and joint venture
partners of healthcare real estate who understand the needs of healthcare professionals and can help keep tenant costs
low. While the current regulatory environment is positive for healthcare operators, there is uncertainty as to the future
of government policies and its potential impact on healthcare provider profitability.

BUSINESS STRATEGIES

Our primary objective is to provide an attractive total risk-adjusted return for our stockholders by increasing our cash
flow from operations, achieving sustainable growth in Funds From Operations, or FFO, and realizing long-term

capital appreciation. FFO is a non-GAAP financial measure. For a reconciliation of FFO to net loss, see Item 7.
Management s Discussion and Analysis of Financial Condition and Results of Operations Funds from Operations and
Modified Funds from Operations. The strategies we intend to execute to achieve this objective include:

Continued Growth through Acquisitions. We intend to grow earnings through the strategic acquisition of
high-quality medical office buildings and healthcare-related facilities:

using our demographic-based investment strategy that focuses on the age, essential needs and the geographic
regions appealing to each dominant population group (seniors, the 65+ age group, boomers, those who were
born between 1946 and 1964, and echo boomers, those born between 1982 and 1994);

that produce recurring income; and

in markets that indicate growing populations and employment base or potential limitations on additions to
supply.

Our overall acquisition strategy focuses on acquiring medical office buildings and other healthcare-related facilities

located on or adjacent to the campuses of nationally recognized healthcare systems in major U.S. metropolitan areas.
We believe we have relationships and a proven track record of acquiring properties off-market at accretive cap rates.
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Hands-On Asset Management, Leasing and Property Management Oversight. Our asset management focuses
on a defined growth strategy seizing on opportunities to achieve more profitable internal and
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external growth. Our strategy focuses on increasing rental rates and taking full advantage of our properties
occupancies, including the following:

obtaining post-recession rental rates on our lease rollovers and actively leasing our vacant space at a time
when there is limited supply of medical office space in a recovering economy;

leveraging and proactively managing the best property management and leasing companies in each of our
geographic areas;

improving the quality of service provided to tenants by being attentive to needs, managing expenses, and
strategically investing capital;

maintaining the high quality of our properties and building on our marketing initiative to brand our Company
as the landlord of choice;

maintaining satellite offices in markets in which we have a significant presence; and
purchasing in volume and using market expertise to continually reduce our operating costs.

Balance Sheet Flexibility. We plan to continue maintaining a low leverage strategy by maintaining a
debt-to-total assets ratio of between 30%-40%. We intend to utilize our unsecured line of credit for acquisition
opportunities. To effectively manage our long-term leverage strategy, we will continue to utilize both secured
and unsecured debt when we determine it to be cost effective. We may also attempt to access the public equity
and debt markets to repay our secured debt maturities or for future acquisition opportunities.

PORTFOLIO OF PROPERTIES

As of December 31, 2010, our portfolio, including both our operating properties and those classified as held for sale as
of December 31, 2010, consisted of 214 medical office buildings and 24 other healthcare-related facilities, as well as
two other real estate-related assets. Our portfolio consisted of approximately 10.9 million square feet of GLA with an
average occupancy rate of 91% as of December 31, 2010.

Our properties are primarily located on or adjacent to the campuses of, nationally and regionally recognized healthcare
systems in the United States, including some of the largest in the United States, such as Adventist Health Systems,
Ascension Health, Banner Health System, Catholic Healthcare Partners, Catholic Healthcare West, Community
Health Systems, HCA, Inc. and Tenet Healthcare Corporation. As of December 31, 2010, approximately 74% of our
portfolio, based on GLA, is located on or adjacent to the campuses of such healthcare systems. In addition,
approximately 40% of our off-campus portfolio is anchored by a healthcare system.

10
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The following table provides an overview of our portfolio of medical office buildings, other healthcare-related
facilities, and other real estate-related assets as of and for the year ended December 31, 2010:

% of
% of Total Aggregate
Annualized Number
# of Annualized Base Purchase Purchase of
Portfolio by Type Buildings  Base Rent Rent Price Price States
Medical office buildings
Single-tenant, net lease 54 $ 36,460,000 18.0% $ 463,214,000 20.4% 13
Single-tenant, gross
lease 5 % 2,928,000 14% $ 25,304,000 1.1% 2
Multi-tenant, net lease 68 $ 51,469,000 254% $ 610,679,000 26.9% 17
Multi-tenant, gross
lease 87 $ 72,008,000 355% $ 671,807,000 29.6% 16
Other healthcare-related
facilities
Hospitals, single-tenant,
net lease 10 $ 20,333,000 10.0% $ 241,720,000 10.7% 4
Seniors housing, single-
tenant net lease 9 $ 8,045,000 40% $ 91,600,000 4.0% 3
Healthcare-related
offices, multi-tenant,
gross lease 5 $ 11,506,000 57% $ 109,900,000 4.8% 3
Other real estate-related
assets
Mortgage notes
receivable 2 N/A N/A $ 52,135,000 2.3% 2
TOTALS $ 202,749,000 100.0% $ 2,266,359,000 100.0%
SIGNIFICANT TENANTS

As of December 31, 2010, none of our tenants at our consolidated properties accounted for 10.0% or more of our
aggregate annual rental revenue.

GEOGRAPHIC CONCENTRATION

As of December 31, 2010, we had interests in 16 consolidated properties located in Texas (including both operating
properties and those buildings classified as held for sale), which accounted for 15.3% of our total annualized rental
income, interests in seven consolidated properties in Arizona, which accounted for 11.7% of our total annualized
rental income, interests in five consolidated properties located in South Carolina, which accounted for 9.7% of our
total annualized rental income, interests in 10 consolidated properties in Florida, which accounted for 8.8% of our
total annualized rental income, and interests in seven consolidated properties in Indiana, which accounted for 8.5% of
our total annualized rental income. This rental income is based on contractual base rent from leases in effect as of
December 31, 2010. In making these investments, we took into account the geographic concentration of our assets and
corresponding rental income, which we viewed as a favorable factor based on risk reward analysis. Accordingly, there

Table of Contents 17



Edgar Filing: HEALTHCARE TRUST OF AMERICA, INC. - Form 10-K

is a geographic concentration of risk subject to fluctuations in each of these states economies.
FINANCIAL INFORMATION ABOUT INDUSTRY SEGMENTS

ASC 280, Segment Reporting ( ASC 280 ) establishes standards for reporting financial and descriptive information
about an enterprise s reportable segment. We have determined that we have one reportable segment, with activities
related to investing in medical office buildings, healthcare-related facilities, and other real estate
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related assets. Our investments in real estate and other real estate related assets are geographically diversified and our
chief operating decision maker evaluates operating performance on an individual asset level. As each of our assets has
similar economic characteristics, tenants, and products and services, our assets have been aggregated into one
reportable segment.

COMPETITION

We compete with many other real estate investment entities, including financial institutions, institutional pension
funds, real estate developers, other REITS, other public and private real estate companies and private real estate
investors for the acquisition of medical office buildings and healthcare-related facilities. During the acquisitions
process, we compete with others who have a comparative advantage in terms of size, capitalization, depth of
experience, local knowledge of the marketplace, and extended contacts throughout the region. Any combination of
these factors may result in an increased purchase price for real properties or other real estate related assets which may
reduce the number of opportunities available that meet our investment criteria. If the number of opportunities that
meet our investment criteria are limited, our ability to increase stockholder value may be adversely impacted.

We face competition in leasing available medical office buildings and healthcare-related facilities to prospective
tenants. As a result, we may have to provide rent concessions, incur charges for tenant improvements, offer other
inducements, or we may be unable to timely lease vacant space, all of which may have an adverse impact on our
results of operations. At the time we elect to dispose of our properties, we will also be in competition with sellers of
similar properties to locate suitable purchasers.

We believe our focus on medical office buildings and healthcare-related facilities, our experience and expertise, and
our ongoing relationships with healthcare providers provide us with a competitive advantage. We have established an
asset identification and acquisition network, which provides for the early identification of and access to acquisition
opportunities. In addition, this broad network allows for us to effectively lease available medical office space, retain
our tenants, and maintain and improve our assets.

GOVERNMENT REGULATIONS
Healthcare-related Regulations

Overview. The healthcare industry is heavily regulated by federal, state and local governmental bodies. Our tenants
generally are subject to laws and regulations covering, among other things, licensure, certification for participation in
government programs, and relationships with physicians and other referral sources. Changes in these laws and
regulations could negatively affect the ability of our tenants to satisfy their contractual obligations, including making
lease payments to us.

Healthcare Legislation. On March 23, 2010, the President signed into law the Patient Protection and Affordable Care
Act of 2010, or the Patient Protection and Affordable Care Act, and on March 30, 2010, the President signed into law
the Health Care and Education Reconciliation Act of 2010, or the Reconciliation Act, which in part modified the
Patient Protection and Affordable Care Act. Together, the two laws serve as the primary vehicle for comprehensive
healthcare reform in the U.S. and will become effective through a phased approach, which began in 2010 and will
conclude in 2018. The laws are intended to reduce the number of individuals in the U.S. without health insurance and
significantly change the means by which healthcare is organized, delivered and reimbursed. The Patient Protection
and Affordable Care Act includes program integrity provisions that both create new authorities and expand existing
authorities for federal and state governments to address fraud, waste and abuse in federal healthcare programs. In
addition, the Patient Protection and Affordable Care Act expands reporting requirements and responsibilities related to
facility ownership and management, patient safety and care quality. In the ordinary course of their businesses, our
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tenants may be regularly subjected to inquiries, investigations and audits by federal and state agencies that oversee
these laws and regulations. If they do not comply with the additional reporting requirements and responsibilities, our
tenants ability to participate in federal healthcare programs may be adversely affected. Moreover, there may be other
aspects of the comprehensive healthcare reform legislation for which regulations have not yet been adopted, which,
depending on how they are implemented, could materially and adversely affect our tenants and their ability to meet
their lease obligations.
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Reimbursement Programs. Sources of revenue for our tenants may include the federal Medicare program, state
Medicaid programs, private insurance carriers, health maintenance organizations, preferred provider arrangements,
self-insured employers and the patients themselves, among others. Medicare and Medicaid programs, as well as
numerous private insurance and managed care plans, generally require participating providers to accept
government-determined reimbursement levels as payment in full for services rendered, without regard to a facility s
charges. Changes in the reimbursement rate or methods of payment from third-party payors, including Medicare and
Medicaid, could result in a substantial reduction in our tenants revenues. Efforts by such payors to reduce healthcare
costs will likely continue, which may result in reductions or slower growth in reimbursement for certain services
provided by some of our tenants. Further, revenue realizable under third-party payor agreements can change after
examination and retroactive adjustment by payors during the claims settlement processes or as a result of
post-payment audits. Payors may disallow requests for reimbursement based on determinations that certain costs are
not reimbursable or reasonable or because additional documentation is necessary or because certain services were not
covered or were not medically necessary. The recently enacted healthcare reform law and regulatory changes could
impose further limitations on government and private payments to healthcare providers. In some cases, states have
enacted or are considering enacting measures designed to reduce their Medicaid expenditures and to make changes to
private healthcare insurance. In addition, the failure of any of our tenants to comply with various laws and regulations
could jeopardize their ability to continue participating in Medicare, Medicaid and other government sponsored
payment programs. The financial impact on our tenants could restrict their ability to make rent payments to us.

Fraud and Abuse Laws. There are various federal and state laws prohibiting fraudulent and abusive business practices
by healthcare providers who participate in, receive payments from or are in a position to make referrals in connection
with government-sponsored healthcare programs, including the Medicare and Medicaid programs. Our lease
arrangements with certain tenants may also be subject to these fraud and abuse laws. These laws include, but are not
limited to:

the Federal Anti-Kickback Statute, which prohibits, among other things, the offer, payment, solicitation or
receipt of any form of remuneration in return for, or to induce, the referral or recommendation for the ordering
of any item or service reimbursed by Medicare or Medicaid;

the Federal Physician Self-Referral Prohibition, commonly referred to as the Stark Law, which, subject to
specific exceptions, restricts physicians from making referrals for specifically designated health services for
which payment may be made under Medicare or Medicaid programs to an entity with which the physician, or
an immediate family member, has a financial relationship;

the False Claims Act, which prohibits any person from knowingly presenting or causing to be presented false
or fraudulent claims for payment to the federal government, including claims paid by the Medicare and
Medicaid programs;

the Civil Monetary Penalties Law, which authorizes the U.S. Department of Health and Human Services to
impose monetary penalties for certain fraudulent acts; and

the Health Insurance Portability and Accountability Act, as amended by the Health Information Technology for
Economic and Clinical Health Act of the American Recovery and Reinvestment Act of 2009, which protects
the privacy and security of personal health information.

Each of these laws includes criminal and/or civil penalties for violations that range from punitive sanctions, damage
assessments, penalties, imprisonment, denial of Medicare and Medicaid payments and/or exclusion from the Medicare
and Medicaid programs. Certain laws, such as the False Claims Act, allow for individuals to bring whistleblower
actions on behalf of the government for violations thereof. Additionally, states in which the facilities are located may
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have similar fraud and abuse laws. Investigation by a federal or state governmental body for violation of fraud and
abuse laws or imposition of any of these penalties upon one of our tenants could jeopardize that tenant s ability to
operate or to make rent payments to us.

Healthcare Licensure and Certification. Some of our medical properties and their tenants may require a license or
certificate of need, or CON, to operate. Failure to obtain a license or CON, or loss of a required license or CON would

prevent a facility from operating in the manner intended by the tenant. These events

13

Table of Contents 22



Edgar Filing: HEALTHCARE TRUST OF AMERICA, INC. - Form 10-K

Table of Contents

could materially adversely affect our tenants ability to make rent payments to us. State and local laws also may
regulate expansion, including the addition of new beds or services or acquisition of medical equipment, and the
construction of healthcare-related facilities, by requiring a CON or other similar approval. State CON laws are not
uniform throughout the United States and are subject to change. We cannot predict the impact of state CON laws on
our development of facilities or the operations of our tenants.

Real Estate Ownership-Related Regulations

Many laws and governmental regulations are applicable to our properties and changes in these laws and regulations,
or their interpretation by agencies and the courts, occur frequently.

Costs of Compliance with the Americans with Disabilities Act. Under the Americans with Disabilities Act of 1990, as
amended, or the ADA, all places of public accommodation are required to comply with federal requirements related to
access and use by disabled persons. Although we believe that we are in substantial compliance with present
requirements of the ADA, none of our properties have been audited and we have only conducted investigations of a
few of our properties to determine compliance. We may incur additional costs in connection with compliance with the
ADA. Additional federal, state and local laws also may require modifications to our properties or restrict our ability to
renovate our properties. We cannot predict the cost of compliance with the ADA or other legislation. We may incur
substantial costs to comply with the ADA or any other legislation.

Costs of Government Environmental Regulation and Private Litigation. Environmental laws and regulations hold us
liable for the costs of removal or remediation of certain hazardous or toxic substances which may be on our properties.
These laws could impose liability without regard to whether we are responsible for the presence or release of the
hazardous materials. Government investigations and remediation actions may have substantial costs and the presence
of hazardous substances on a property could result in personal injury or similar claims by private plaintiffs. Various
laws also impose liability on persons who arrange for the disposal or treatment of hazardous or toxic substances and
such person often must incur the cost of removal or remediation of hazardous substances at the disposal or treatment
facility. These laws often impose liability whether or not the person arranging for the disposal ever owned or operated
the disposal facility. As the owner and operator of our properties, we may be deemed to have arranged for the disposal
or treatment of hazardous or toxic substances.

Use of Hazardous Substances by Some of Our Tenants. Some of our tenants routinely handle hazardous substances
and wastes on our properties as part of their routine operations. Environmental laws and regulations subject these
tenants, and potentially us, to liability resulting from such activities. We require our tenants, in their leases, to comply
with these environmental laws and regulations and to indemnify us for any related liabilities. We are unaware of any
material noncompliance, liability or claim relating to hazardous or toxic substances or petroleum products in
connection with any of our properties.

Other Federal, State and Local Regulations. Our properties are subject to various federal, state and local regulatory
requirements, such as state and local fire and life safety requirements. If we fail to comply with these various
requirements, we may incur governmental fines or private damage awards. While we believe that our properties are
currently in material compliance with all of these regulatory requirements, we do not know whether existing
requirements will change or whether future requirements will require us to make significant unanticipated
expenditures that will adversely affect our ability to make distributions to our stockholders. We believe, based in part
on engineering reports which are generally obtained at the time we acquire the properties, that all of our properties
comply in all material respects with current regulations. However, if we were required to make significant
expenditures under applicable regulations, our financial condition, results of operations, cash flow and ability to
satisfy our debt service obligations and to pay distributions could be adversely affected.
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As of December 31, 2010, we had approximately 50 employees. We believe that we have a strong relationship with
our employees.
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TAX STATUS

The following discussion addresses U.S. federal income tax considerations related to our election to be subject to
taxation as a REIT and the ownership and disposition of our common stock that may be material to holders of our
stock. This discussion does not address any foreign, state, or local tax consequences of holding our stock. The
provisions of the Code concerning the U.S. federal income tax treatment of a REIT are highly technical and complex;
the following discussion sets forth only certain aspects of those provisions. This discussion is intended to provide you
with general information only and is not intended as a substitute for careful tax planning.

This summary is based on provisions of the Code, applicable final and temporary Treasury Regulations, judicial
decisions, and administrative rulings and practice, all in effect as of the date of this prospectus, and should not be
construed as legal or tax advice. No assurance can be given that future legislative or administrative changes or judicial
decisions will not affect the accuracy of the descriptions or conclusions contained in this summary. In addition, any
such changes may be retroactive and apply to transactions entered into prior to the date of their enactment,
promulgation or release.

Federal Income Taxation of HTA

Subject to the discussion below regarding the closing agreement that we intend to request from the IRS, we believe
that we have qualified to be taxed as a REIT beginning with our taxable year ended December 31, 2007 under
Sections 856 through 860 of the Code for federal income tax purposes and we intend to continue to be taxed as a
REIT. To continue to qualify as a REIT for federal income tax purposes, we must meet certain organizational and
operationa