) 2949315918304 9

OMB No 1545-0047

P ) Return of Organization Exempt From Income Tax
Form 990 Under section 501(c), 527, or 4947(a)(1) of the Internal Revenue Code (except private foundations)

Department of the Treasury — | _ P> Do not enter social security numbers on this form as it may be made public Q Open to Public
Internal Revenue Service ~ P> _Go to www.irs.gov/FormB80 for instructions and the latest information. Inspection.
A_For the 2017 calendar year, or tax year beginning  JUL 1, 2017 andending JUN 30, 2018
B Checkit C Name of organization D Employer identification number
¥elcdle | SOUTHERN CRESCENT HOSPITAL FOR SPECIALTY
(Jefne | CARE, INC.
C¥emee Doing business as 32-0090450
ratien Numbsr and street (or P.0. box if mail 1s not delivered to street address) Room/suite | E Telephone number
Fnal 11 UPPER RIVERDALE ROAD 770-897-7600
:ﬁ'ergm' City or town, state or province, country, and ZIP or foreign postal code G _Grossreceipts § 7,739,688.
Amendedf RIVERDALE, GA 30274 H{a) Is this a group retum
[Jhertea- { £ Name and address of principal officer BENNY WHITMORE for subordinates? [ves [X1INo
pending SAME AS C ABOVE L\ H(b) Are all subordinates included? DYOS D No
1 Tax-exempt status [X] 501{c)(3), l:] 501c) ( )«_(insert no.) |:] 4947{a)(1) or }52/’ If "No," attach a list (see instructions)
J Website: pr N/A H(c) Group exemption number P>
Form of organization; Corporaton [ ] Trust [ ] Association [ ] Other B> {1 Year of formation:_2 00 2] M Stats of Isgal domiciie: GA
Partl| Summary
o| 1 Brefly describe the organization’s mission or most significant actities TO PROVIDE HIGH-QUALITY,
9 LONG-TERM ACUTE CARE TO THE COMMUNITIES WE SERVE.
E 2 Check this box P> D if the organization discontinued its operations or disposed of more than 25% of its net assets.
% 3 Number of voting members of the goverming body (Part VI, line 1a) e AT ] 6
g 4 Numbor of indopondont voting members of tho govorning, ne 1b . 4 6
.8 § Total numbor of individuals omployod in calondar yoar 20§ 7 (PanR C@E , VE D 5 126
:§ 6 Total number of voluntesrs (estimate If necessary) ) 6 0
E 7 a Tota! unrelated business revenus from Part VIil, column { ﬁA AY O . 17) 7a 0.
__ | b Net unrelated business taxable incoms from Form 990-T 9 Z U]g Q R 7b 0.
e Prior Year Current Year
ol 8 Contributions and grants (Part VIll, line 1h) OGDEN Uf i 0. 0.
g 9 Program service revenue (Part Vill,ine2g9) o e——— ' __________ 7,988,651, 7,738,620,
2| 10 Investment income (Part VIli, column (A), ines 3, 4, and 7d) e e 13,985, 1,068.
@ 14 Other revenue (Part VIli, column (A), lines 5, 6d, 8¢, 9c, 10c, and 116) . . . 1,378. ' 0.
12_Total revenue - add lines 8 through 11 (must equal Part VIll, column (A), lne 12) ______ 8,004,014. 7,739,688.
13 Grants and similar amounts paid {Part 1X, column (A), ines 1-3) e e 13,145. 0.
14 Benefits paid to or for members (Part IX, column (A), ine 4) . L 0. 0.
g 15 Salanes, other compensation, employee benefits (Part IX, column (A}, ines 5- 10) R 4,256,815. 3,498,450,
g 16a Professional fundraising fees (Part 1X, column (A), line 11e) R 0. 0.
3 b Total fundraising expenses (Part 1X, column (D), ine 25) P> 0. - |
17 Other expenses (Part IX, column (A), Iines 11a-11d, 11f-24s) . e 4,147,257, 4,647,173,
18 Total expenses Add lines 13 17 (must equal Part {X, column (A), hne 25) —— 8,417,217, 8,145,623,
19 _Revenus less expenses. Subtract ine 18 fromine42 -413,203. -405,935.
Beginning of Current Year End of Year
20 Total assets (Part X, line 16) . . 3,514,511, 4,410,694.
21 Total habites (Part X, lne26) 1,911,500. 3,213,618.
22 Nt assots or fund balances Subtract line 21 from line 20 . 1,603,011, 1,197,076.

Signature Block

Undor ponaltmk f porjury, | doclare that | have oxaminod this roturn, inctuding accompanying schodulog and statemonte, and to the best of my knowledge and bslief, it s
true, corract, and C Doclaratlo@iprqgaror {othor lhan gfficer) 1s basod on all information of which preparer has any knowledge.

Sign ’ Signafysk of officer J/JM?J £, (riSSey SPe wpl 146?’" 7o -ﬂ\n Date .

Here ’ RONALD-DOBEON,—VICE-CHAIRMAN Bosgd of D/ € pR.e Lt 29,2019

Type or print name and title

{PTInt/Type praparer's name Preparer’s signature Date Sheck ]| pTN
Paid - BIBBY ' AMY BIBBY 04/15/19] sett employes 00445891
Proparer {fErm's name _jp DIXON HUGHES GOODMAN LLP Fun'sEINg  56-0747981
Use Only Mrm's address g 9 500 RIDGEFIELD COURT
;- ASHEVILLE, NC 28806 phoneno.{ 828) 254-2254
May the IRS discuss this return with the preparer shown above? (see instructions) — I . Yes No
732001 11-2677  LHA For Paperwork Reduction Act Notice, see the separate instructions. \& Form 980 (2017)
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SOUTHERN CRESCENT HOSPITAL FOR SPECIALTY

. Form 990 (2017} CARE, INC. 32-0090450  page2

|¢Part 1] | Statement of Program Service Accomplishments

Check if Schedule O contains a response or note to any line in this Part lll

1

Briefly descnibe the organization's mission

THE MISSION OF SOUTHERN CRESCENT HOSPITAL FOR SPECIALTY CARE IS TO
PROVIDE HIGH-QUALITY, LONG-TERM ACUTE CARE TO THE COMMUNITIES WE
SERVE.

2 Did the organization undertake any significant program services during the year which were not listed on the
prior Form 990 or 990-EZ27? DYes No
If "Yes," descnbe these new services on Schedule O

3 Did the organization cease conducting, or make significant changes in how it conducts, any program services? ElYes No
If "Yes," describe these changes on Schedule O

4 Descnibe the organization’s program service accomplishments for each of its three largest program services, as measured by expenses
Section 501(c)(3) and 501(c)(4) organizations are required to report the amount of grants and allocations to others, the total expenses, and
revenue, If any, for each program service reported

4a (Code ) (Expensess 6 y 4 4 2 ’ 5 18 . including grants of $ ) (Revenues 7 ’ 7 3 8 y 6 2 0 . )
THE GOSPEL VALUES UNDERLYING THE MISSION STATEMENT CHALLENGES SOUTHERN
CRESCENT HOSPITAL FOR SPECIALTY CARE TO MAKE CHOICES WHICH RESPOND TO
THE PATIENT'S NEEDS IN PROVIDING THE NECESSARY SETTING FOR THE
APPROPRIATE CONTINUUM OF CARE. SPECIAL CONSIDERATION IS GIVEN TO THOSE
WHO ARE ECONOMICALLY DISADVANTAGED AND UNDERSERVED. THE HOSPITAL CARES
FOR PATIENTS WHO ARE MEDICALLY COMPLEX AND MAY REQUIRE DAILY
MONITORING; VENTILATOR DEPENDENT PATIENTS, OXYGEN DEPENDENT PATIENTS
NEEDING RESPIRATORY REHABILITATION, PATIENTS WITH SLOW HEALING WOUNDS,
PATIENTS BENEFITING FROM PHYSICAL, OCCUPATIONAL OR SPEECH THERAPY, AND
FOR PATIENTS REQUIRING PALLIATIVE AND END QOF LIFE CARE. THE MEDICAL
AND THERAPEUTIC NEEDS OF THE PATIENTS ARE MET USING AN

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

4c  (Code ) (Expenses $ including grants of $ } (Revenue § )

4d Other program services (Descnbe in Schedule O)
(Expensas $ including grants of $ ) (Revenue $ )

4e  Total program service expenses P 6 ’ 442 ’ 518.

Form 990 (2017)

732002 11-28-17 SEE SCHEDULE O FOR CONTINUATION(S)



) ) SOUTHERN CRESCENT HOSPITAL FOR SPECIALTY KJDH/

. Fofm 990 (2017) CARE, INC. 32-0090450 page3
| BartilV, | Checklist of Required Schedules -

Yes | No
1 Is the organization described in section 501(c)(3) or 4947(a)(1) (other than a pnvate foundation)?
If "Yes, " complete Schedule A 1 [ X
2 Is the organization required to complete Schedule B, Schedule of Contributors? 2 X
3 Did the organization engage in direct or indirect political campaign activities on behalf of or in opposition to candidates for
public office? jf "Yes, " complete Schedule C, Part | 3 X
4 Section 501(c)(3) organizations. Did the organization engage in lobbying activities, or have a section 501() election in effect
duning the tax year? Jf "Yes," complete Schedule C, Part i 4 | X
5 |s the organization a section 501(c){d), 501(c}){5), or 501(c)(6) organization that receives membership dues, assessments, or
similar amounts as defined in Revenue Procedure 98-19? Jf "Yes, " complete Schedule C, Part Il 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 distnbution or iInvestment of amounts in such funds or accounts? jf "yes, " complete Schedule D, Part | 6 X
7 Dud the organization receive or hold a conservation easement, including easements to preserve open space,
the environment, historic land areas, or historic structures? jf "Yes," complete Schedule D, Part Il 7 X
8 Did the organization maintain collections of works of art, historical treasures, or other similar assets? f "Yes, " complete
Schedule D, Part Iif 8 X
9 Did the organization report an amount in Part X, ine 21, for escrow or custodial account hability, serve as a custodian for
amounts not listed in Part X, or provide credit counseling, debt management, credit repair, or debt negotation services?
If "Yes, " complete Schedule D, Part IV 9 X
10 Did the organization, directly or through a related orgamzation, hold assets in temporanly restricted endowments, permanent
endowments, or quasi-endowments? f “Yes, " complete Schedule D, Part V 10 X
11  If the organization’s answer to any of the following questions 1s "Yes," then complete Schedule D, Parts VI, VIi, VI, IX, or X . ._
as applicable
a Did the organization report an amount for land, buildings, and equipment in Part X, ine 10?7 ff "Yes, " complete Schedule D,
Part Vi Ma| X
b Did the organization report an amount for investments - other secunities in Part X, ine 12 that 1s 5% or more of its total
assets reported in Part X, line 167 /f "Yes," complete Schedule D, Part ViI 11b X
¢ Did the organization report an amount for investments - program related in Part X, line 13 that ts 5% or more of its total
assets reported in Part X, ine 167 jf "Yes," complete Schedule D, Part Vill 11c X
d Did the organization report an amount for other assets in Part X, line 15 that 1s 5% or more of its total assets reported in
Part X, line 167 jf “Yes, * complete Schedule D, Part IX i1d X
e Did the organization report an amount for other liabilities in Part X, ine 257 f “Yes, " complete Schedule D, Part X 11e | X
f Did the organization’s separate or consolidated financial statements for the tax year include a footnote that addresses
the organization's liability for uncertain tax positions under FIN 48 (ASC 740)? /f “Yes," complete Schedule D, Part X 11f X
12a Did the organization obtain separate, independent audited financial statements for the tax year? /f "Yes, " complete
Schedule D, Parts X and XII 12a X
b Was the organization included in consolidated, independent audited financial statements for the tax year?
If "Yes," and if the organization answered "No" to line 12a, then completing Schedule D, Parts Xl and Xil 1s optional 12b X
13 Is the organization a school described in section 170(b)(1)(A)W)? /f "Yes," complete Schedule E 13 X
14a Did the organization maintain an office, employees, or agents outside of the United States? 14a X
b Did the organization have aggregate revenues or expenses of more than $10,000 from grantmaking, fundraising, business,
investment, and program service activities outside the United States, or aggregate foreign investments valued at $100,000
or more? jf "Yes," complete Schedule F, Parts | and IV 14b X
15 Did the organization report on Part IX, column (A), ine 3, more than $5,000 of grants or other assistance to or for any
foreign organization? jf “Yes," complete Schedule F, Parts Il and IV 15 X
16 Did the organization report on Part IX, column (A}, ine 3, more than $5,000 of aggregate grants or other assistance to
or for foreign indiduals? if "Yes, " complete Scheduie F, Parts il and IV 16 X
17 Did the organization report a total of more than $15,000 of expenses for professional fundraising services on Part IX,
column (A), ines 6 and 11e? f “Yes," complete Schedule G, Part | 17 X
18 Did the organization report more than $15,000 total of fundraising event gross income and contributions on Part VIlI, lines
1c and 8a? Jf "Yes," complete Schedule G, Part Il 18 X
19 Did the organization report more than $15,000 of gross income from gaming activities on Part VIIl, ine 9a? f "ves, "
—_complete Schedule G. Part Il 19 X
Form 990 (2017)

732003 11-28-17



SOUTHERN CRESCENT HOSPITAL FOR SPECIALTY

732004 11-28-17

. Fofm 990 (2017) CARE, INC. 32-0090450 pPage 4
[[Ear:t{lvﬂ Checklist of Required Schedules (oninueq)
Yes | No
20a. Did the organization operate one or more hospital facilities? jf "Yes," complete Schedule H 20a| X
b If "Yes" to ine 20a, did the organization attach a copy of its audited financial statements to this return? 20b]| X
21 Did the organization report more than $5,000 of grants or other assistance to any domestic organization or
domestic government on Part IX, column (A), ine 1? (f “Yes, " complete Schedule I, Parts | and Il 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), ine 2? Jf "Yes, " complete Schedule I, Parts | and Iil 22 X
23 Did the organization answer "Yes" to Part VI, Section A, line 3, 4, or 5 about compensation of the organization’s current
and former officers, directors, trustees, key employees, and highest compensated employees? /f “Yes, " complete .
Schedule J 23 X
24a Did the organization have a tax-exempt bond issue with an outstanding principal amount of more than $100,000 as of the
last day of the year, that was issued after December 31, 2002? jf “Yes," answer lines 24b through 24d and complete
Schedule K If "No", go to line 25a 24a X
b Did the organization invest any proceeds of tax-exempt bonds beyond a temporary period exception? 24b
¢ Did the organization maintain an escrow account other than a refunding escrow at any time during the year to defease
any tax-exempt bonds? 24c¢
d Did the organization act as an “on behalf of" i1ssuer for bonds outstanding at any time during the year? 24d
25a Section 501(c)(3), 501(c}{4), and 501(c)(29) organizations. Did the organization engage in an excess benefit
transaction with a disqualified person during the year? /f “Yes, " complete Schedule L, Part | 25a X
b Is the organization aware that it engaged in an excess benefit transaction with a disqualified person in a prior year, and
that the transaction has not been reported on any of the organization's prior Forms 990 or 980-EZ? /f "Yes, " complete
Schedule L, Part | 25b X
26 Did the organization report any amount on Part X, line 5, 6, or 22 for receivables from or payables to any current or
former officers, directors, trustees, key employees, highest compensated employees, or disqualified persons? jf "ves,"
complete Schedule L, Part Il 26 X
27 Did the organization provide a grant or other assistance to an officer, director, trustee, key employee, substantial
contributor or employee thereof, a grant selection committee member, or to a 35% controlled entity or family member
of any of these persons? /f "Yes," complete Schedule L, Part Iil 27 X
28 Was the organization a party to a business transaction with one of the following parties (see Schedule L, Part [V
instructions for applicable filing thresholds, conditions, and exceptions) . . .
a A current or former officer, director, trustee, or key employee? f "Yes, " complete Schedule L, Part IV 28a X
b A family member of a current or former officer, director, trustee, or key employee? f "Yes, " complete Schedule L, Part IV 28b X
¢ An entity of which a current or former officer, director, trustee, or key employee (or a family member thereof) was an officer,
director, trustee, or direct or indirect owner? jf "Yes, " complete Schedule L, Part IV 28c X
29 Did the organization receive more than $25,000 in non-cash contnbutions? /f "Yes," complete Schedule M 29 X
30 Did the organization receive contnbutions of art, historical treasures, or other similar assets, or qualified conservation
contnibutions? Jjf “Yes, " complete Schedule M . 30 X
31 Did the organization hquidate, terminate, or dissolve and cease operations?
If “Yes," complete Schedule N, Part | 31 X
32 Did the organization sell, exchange, dispose of, or transfer more than 25% of its net assets? /f “Yes," complete
Schedule N, Part i ) 32 X
33 Did the organization own 100% of an entity disregarded as separate from the organization under Regulations
sections 301 7701-2 and 301 7701-37? jf "Yes," complete Schedule R, Part | 33 X
34 Was the organization related to any tax-exempt or taxable entity? /f “Yes, " complete Schedule R, Part II, Ill, or IV, and
Part V, line 1 34 X
35a Did the organization have a controlled entity within the meaning of section 512(b}(13)? 35a X
b If “Yes" to line 35a, did the organization receive any payment from or engage in any transaction with a controlled entity
within the meaning of section 512(b)(13)? /f "Yes," complete Schedule R, Part V, line 2 35b
36 Section 501(c)(3) organizations. Did the organization make any transfers to an exempt non-charitable related organization?
If "Yes," complete Schedule R, Part V, ine 2 36 X
37 Did the organization conduct more than 5% of its activities through an entity that 1s not a related organization
and that 1s treated as a partnership for federal Income tax purposes? |f "Yes, " complete Schedule R, Part VI 37 X
38 Did the organization complete Schedule O and provide explanations in Schedule O for Part VI, ines 11b and 19?
Note. All Form 990 filers are required to complete Schedule O as | X
Form 990 (2017)



SOUTHERN CRESCENT HOSPITAL FOR SPECIALTY

732005 11-28-17

. Fotm 990 (2017) CARE, INC. 32-0090450 PageS
| Part V| Statements Regarding Other IRS Filings and Tax Compliance
Check if Schedule O contains a response or note to any line in this Part V D
Yes | No
1a Enter the number reported in Box 3 of Form 1096 Enter -0- if not apphcable 1a 21
b Enter the number of Forms W-2G included in line 1a Enter -O- if not applicable 1b 0
¢ Did the organization comply with backup withholding rules for reportable payments to vendors and reportable gaming
{gambling) winnings to prize winners? ‘ 1c | X
2a Enter the number of employees reported on Form W-3, Transmittal of Wage and Tax Statements,
filed for the calendar year ending with or within the year covered by this return 2a 126
b If at least one Is reported on line 2a, did the organization file all required federal employment tax returns? 20 | X
Note. If the sum of lines 1a and 2a i1s greater than 250, you may be required to e-file (see instructions) I
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 iine 3b, provide an explanation in Schedule O 3b
4a At any time duning 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, securities account, or other ffnanmal account)? 4a X
b If "Yes," enter the name of the foreign country P>
See instructions for filing requirements for FINCEN Form 114, Report of Foreign Bank and Financiat Accounts (FBAR)
5a Was the organization a party to a prohibited tax shelter transaction at any time during the tax year? Sa X
b Did any taxable party notify the organization that it was or Is a party to a prohibited tax shefter transaction? 5b X
¢ If "Yes," to line 5a or 5b, did the organization file Form 8886-T? 5c
6a Does the organization have annual gross receipts that are normally greater than $100,000, and did the organization solicit
any contnibutions that were not tax deductible as chantable contnbutions? 6a X
b If "Yes," did the organization include with every solicitation an express statement that such contnbutions or gifts
were not tax deductible? 6b
7 Organizations that may receive deductible contributions under section 170(c). I
a Did the organization receive a payment in excess of $75 made partly as a contribution and partly for goods and services provided to the payor? | 7a X
b [f "Yes," did the organization notify the donor of the value of the goods or services provided? 7b
Did the organization sell, exchange, or otherwise dispose of tangible personal property for which it was required
to file Form 82822 7c X
d if "Yes," indicate the number of Forms 8282 filed during the year I 7d I _ ]
e Did the organization receive any funds, directly or indirectly, to pay premiums on a personal benefit contract? 7e X
f Did the organization, during the year, pay premiums, directly or indirectly, on a personal benefit contract? 7f X
g |f the organization received a contribution of qualified intellectual property, did the organization file Form 8899 as required? 79
h If the organization received a contribution of cars, boats, airplanes, or other vehicles, did the organization file a Form 1098-C? 7h
8 Sponsoring organizations maintaining donor advised funds. Did a donor advised fund maintained by the |
sponsoring organization have excess business holdings at any time during the year? 8
9 Sponsoring organizations maintaining donor advised funds. ) VI
a Did the sponsoring organization make any taxable distnibutions under section 49667 9a
b Did the sponsoring organization make a distnbution to a donor, donor advisor, or related person? 9b
10 Section 501(c)(7) organizations. Enter
a Initiation fees and capital contnibutions included on Part VIll, ine 12 10a
b Gross receipts, included on Form 990, Part VIll, line 12, for public use of club facilities 10b
11 Section 501(c){12) organizations. Enter
a Gross income from members or shareholders 11a
b Gross income from other sources (Do not net amounts due or pard to other sources against
amounts due or received from them) 11b
12a Section 4947(a)(1) non-exempt charitable trusts. Is the organization filing Form 990 in hieu of Form 10417 12a
b If "Yes," enter the amount of tax-exempt interest received or accrued during the year [ 12b |
13 Section 501(c)(29) qualified nonprofit health insurance i1ssuers.
a Is the organization licensed to issue qualified health plans in more than one state? 13a
Note. See the instructions for additional information the organization must report on Schedule O. :
b Enter the amount of reserves the organization is required to maintain by the states in which the
organization s licensed to issue qualified health plans 13b
¢ Enter the amount of reserves on hand 13¢
14a Did the organization receive any payments for indoor tanning services during the tax year? 14a X
b _If "Yes " has it filed a Form 720 to report these payments? jf “No " provide an explanation in Schedule O 14b
Form 990 (2017)
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. Fotm 990 (2017) CARE, INC. 32-0090450 Page 6
—

art VI | Governance, Management, and Disclosure ro;each "ves" response to fines 2 through 7b below, and for a "No" response

to ine 8a, 8b, or 10b below, descnibe the circumstances, processes, or changes in Schedule O See instructions
Check if Schedule O contains a response or note to any line in this Part VI

Section A. Governing Body and Management

1a

()]

7a

b
9

Yes | No

Enter the number of voting members of the governing body at the end of the tax year 1a 6
If there are material differences in voting rights among members of the governing body, or if the governing
body delegated broad authority to an executive committee or similar committee, explain in Schedule O.

Enter the number of voting members included in line 1a, above, who are independent 1b 6

Did any officer, director, trustee, or key employee have a family relationship or a business relationship with any other

>

officer, director, trustee, or key employee? 2

Did the organization delegate control over management duties customarnly performed by or under the direct supervision
of officers, directors, or trustees, or key employees to a management company or other person?

Did the organization make any significant changes to its governing documents since the prior Form 990 was filed?

Did the organization become aware during the year of a significant diversion of the organization's assets?

Did the organization have members or stockholders?

Did the organization have members, stockholders, or other persons who had the power to elect or appoint one or

more members of the governing body? 7a
Are any governance decisions of the organization reserved to {(or subject to approval by) members, stockholders, or
persons other than the governing body”? 7b
Did the orgamization contemporancously documont the meatings hold or written actions undertaken during the year by the following ] ]
The goveming body? 8a | X

[ [P (A

LT - o o o

>

Each committee with authonity to act on behalf of the governing body? 8b
Is there any officer, director, trustee, or key employee histed in Part VII, Section A, who cannot be reached at the

organization's mailing address? f "Yes " provide the names and addresses in Schedule O 9 X

Section B. Policies 7pe se

10a

11a

12a

13
14
15

16a

Yes | No
Did the organization have local chapters, branches, or affihates? 10a X
If “Yes," did the organization have written policies and procedures governing the activities of such chapters, affilates,
and branches to ensure their operations are consistent with the organization's exempt purposes? 10b
Has the organization provided a complete copy of this Form 990 to ail members of its governing body before filing the form? 11a| X
Describe in Schedule O the process, if any, used by the organization to review this Form 990 ) | J
Did the organization have a wnitten conflict of interest policy? f "No," go to line 13 12a| X
Worg officers, dircctors, or trustees, and key employoes required to disclose annually interests that could give nise to conflicts? 12b| X
Did the organization regularly and consistently monitor and enforce compliance with the policy? jf “Yes, " descnbe

in Schedule O how this was done 12¢
Did the organization have a wnitten whistleblower policy? 13

bl b el

Did the organization have a written document retention and destruction policy? 14
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?

The organization's CEO, Executive Director, or top management official 15a| X
Other officers or key employees of the organization - |L15b X
If "Yes" to ine 15a or 15b, descnbe the process in Schedule O (see instructions)

Did the organization invest in, contribute assets to, or participate in a joint venture or similar arrangement with a

taxable entity during the year? 16a X

If “Yes," did the organization follow a written policy or procedure requinng the organization to evaluate its participation

n joint venture arrangements under applicable federal tax law, and take steps to safeguard the organization's

exempt status with respect to such arrangements? 16b

Section C. Disclosure

17
18

19

20

List the states with which a copy of this Form 990 Is required to be filed P>GA
Section 6104 requires an organization to make its Forms 1023 (or 1024 if applicable), 990, and 990-T (Section 501(c)(3)s only) available
for public inspection Indicate how you made these available Check all that apply

D Own website D Another’'s website Upon request |:| Other (explain in Schedule O)

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

State the name, address, and telephone number of the person who possesses the organization's books and records P>

MIKE MURRAY - 469-282-2299
919 HIDDEN RIDGE, IRVING, TX 75038

732008 11-28-17 Form 990 (2017)



SOUTHERN CRESCENT HOSPITAL FOR SPECIALTY
. Form 990 (2017) CARE, INC. - 32-0090450  Page7
{Rart\Vll| Compensation of Officers, Directors, Trustees, Key Employees, Highest Compensated

Employees, and Independent Contractors

Check if Schedule O contains a response or note to any line in this Part Vil [ 1

Section A. Officers, Directors, Trustees, Key Employees, and Highest Compensated Employees
1a Complete this table for all persons required to be histed Report compensation for the calendar year ending with or within the organization’s tax year

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

® | ist all of the organization's current key employees, if any See instructions for definition of "key employee "

® List the organization’s five current highest compensated employees (other than an officer, director, trustee, or key employee) who received report-
able compensation (Box 5 of Form W-2 and/or Box 7 of Form 1099-MISC) of more than $100,000 from the organization and any related organizations

® |ist all of the organization's former officers, key employees, and highest compensated employees who received more than $100,000 of
reportable compensation from the organization and any related organmzations

® | st 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 trustees, officers, key employees, highest compensated employees,
and former such persons '

Check this box if neither the organization nor any related organization compensated any current officer, director, or trustee

(A) (B) (C) (D) (E) (F)
Name and Title Average | . o cr’: Sksrlrt\lc?:than one Reportable Reportable Esttmated
hours per box, unless person 1s both an compensation compensation amount of
week officer and a drrector/rustac) from from related other
(st any g the organizations compensatton
hours for | B organization (W-2/1099-MISC) from the
related é § . g (W-2/1099-MISC) organization
organizations| £ | 3 e and related
below Elel.lE (8= organizations
ne) || E|E|5|BE[S
(1) BENNY R. WHITMORE 2.00
BOARD CHAIRMAN/PRESIDENT X X 0. 0. 0.
(2) RONALD M, DODSON 1.00
CHAIR AND/OR BOARD DIRECTOR X X 0. 0. 0.
{3) LISA EICHENBERGER 2.00
VICE CHAIRMAN/SECRETARY X X 0. 0. 0.
(4) ABDULFATAI O, ODEMUYIWA, MD 1.00
BOARD MEMBER X 0. 0. 0.
(5) JAMES CRISSEY 1.00
BOARD MEMBER X 0. 0. 0.
(6) GARY LAGGIS 1.00
BOARD MEMBER X 0. 0. 0.
(7) MAGDA GONZALEZ 1.00
BOARD MEMBER X 0. 0. 0.
(8) GAIL SNOWDEN 40.00
PHARMACY MANAGER X 131,498. 0. 0.
(9) CATHY EVANS 40.00
DIRECTOR OF PATIENT CARE X 107,973. 0. 0.
(10) ULYSSES FISHER 40.00
ADMINISTRATOR X 125,445. 0. 0.

732007 11-28-17 Form 990 (2017)
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. Form 990 (2017) CARE, INC. 32-0090450  Page8
P-art Wil Section A. Officers, Directors, Trustees, Key Employees, and Highest Compensated Employees (continued)
(A) (B) (€) (D) (E) (F)
Position
Name and title Average (do not check more than one Reportable Reportable Estimated
hours per | box, unless person is both an compensation compensation amount of
week officer and a drrector/trustee) from from related other
(istany | = the organizations compensation
hoursfor | 5 T organization (W-2/1099-MISC) from the
related g 3 g (W-2/1099-MISC) organization
organizations| £ = g |e and related
. below E| £l.|3 %g - organizations

1b Sub-total . > 364,916, — - 0. 0.
¢ Total from continuation sheets to Part VI, Section A > 0. 0. 0.
d Total (add lines 1b and 1¢) » 364,916. 0. 0.

2 Total number of individuals (including but not imited to those listed above) who received more than $100,000 of reportable

compensation from the organization P 3
Yes | No

3 Did the orgamization hist any former officer, director, or trustee, key employee, or highest compensated employee on

line 1a? jf "Yes," complete Schedule J for such individual

4  For any individual hsted on line 1a, I1s the sum of reportable compensation and other compensation from the organization

and related organizations greater than $150,000? f "Yes, " complete Schedule J

for such individual

5 Did any person listed on line 1a receive or accrue compensation from any unrelated organization or individual for services

rendered to the organization? j "Yes " complete Schedule J for such person

B ¥
s o 8

Section B. Independent Contractors

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

(A)
Name and business address

(B)

Description of services

(C)
Compensation

MORRIS AND DIXON

401 KAY LANE, SHERVEPORT, LA 71115 CONTRACT LABOR 349,810.
PRECISE HEALTHCARE SOLUTIONS, LLC, 5300

MEMORIAL DRIVE, SUITE 201C, STONE CONTRACT LABOR 230,080.
MCKESSON MEDICAL SURGICAL, 16343

COLLECTION CENTER DRIVE, CHICAGO, IL 60693 [CONTRACT LABOR 208,854.
FRESENIUS KABI USA LLC, THREE CORPORATE ANCILLIARY HOSPITAL

DRIVE, LAKE ZURICH, IL 60047 SERVICES 143,097.

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

$100,000 of compensation from the organization P> 4

732008 11-28-17 !
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. Fotm 990 (2017) CARE, INC. 32-0090450 Page®
| Part VIl | Statement of Revenue

Check If Schedule O contains a response or note to any line in this Part Vill

(A) (B) (C) (D)
Total revenue Related or Unrelated R?venute excltéded
exempt function business fom tax under

sections
revenue revenue 519 - 514

Federated campaigns 1a
Membership dues 1b
Fundraising events 1c
Related organizations 1d
Government grants (contributions) 1e
All other contributions, gifts, grants, and
similar amounts not included above 1

- 0o Q 0 oW

Noncash contributions included in lines 1a-1{ $

Total. Add lines 1a-1f | 2
Business Code

NET PATIENT SERVICE 623000 [7,738,620.[7,738,620.

«

ontributions, Gifts, Grants

.
=

Program Service
Revenue

All other program service revenue
Total, Add lines 2a-2f

jo -~ 0o o 0 T 0

7,738,620. |

| 2
3  Investment income (including dividends, interest, and

other similar amounts) » 1,068. 1,068.
4 Income from investment of tax-exempt bond proceeds >
5 Royalties | 2
(1) Real (i) Personal

Gross rents

Less rental expenses

Net rental income or (loss) |
Gross amount from sales of (1) Secunities () Other
assets other than inventory
b Less cost or other basis
and sales expenses
¢ Gain or (loss)
d Net gain or (loss) »
8 a Gross income from fundraising events (not
including $ of

a
b
¢ Rental income or (loss) -
d
a

contributions reported on hine 1c) See
Part IV, ine 18 a
b Less direct expenses b

Other Revenue

Net income or (loss) from fundraising events »

9 a Gross iIncome from gaming activities See
Part IV, line 19 a
b Less direct expenses b
¢ Net income or (loss) from gaming activities »
10 a Gross sales of inventory, less returns
and allowances a
b Less cost of goods sold b
Net income or (loss) from sales of inventory | 2
Miscellaneous Revenue Business Code|

(4]

All other revenue
Total. Add lines 11a-11d ]
12 Total revenue. See nstructions. 7,739,688.[7,738,620. 0 1,068.

732009 11-28-17 Form 990 (2017)
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SOUTHERN CRESCENT HOSPITAL FOR SPECIALTY

CARE, INC.

32-0090450

Page 10

| Part IX | Statement of Functional Expenses

and 50 4) organiza omplete all columns, All other organiza omplete column (A),
Check if Schedule O contains a response or note to any line in this Part 1X
Do not include amounts reported on hnes 6b, Total e(;?genses Prograg?)semce Managég)ent and Fun Ir:’a)lsmg
7b, 8b, 9b, and 10b of Part Vill expenses general expenses expenses
1 Grants and other assistance to domestic orgamizations
and domestic governments, See Part [V, line 21
2 Grants and other assistance to domestic
individuals See Part IV, line 22
3 Grants and other assistance to foretgn
organizations, foreign govemments, and foreign
individuals See Part IV, lines 15 and 16
4 Benefits paid to or for members
5 Compensation of current officers, directors,
trustees, and key employees
6 Compensation not included above, to disqualified
persons (as defined under section 4958(f)(1)) and
persons described in section 4958(c)(3)(B)
7  Other salanes and wages 3,182,499, 2,788,429. 394,070.
8 Pension plan accruals and contributions (include
section 401(k) and 403(b) employer contributions)
9 Other employee benefits 41,875. 36,690. 5,185.
10 Payroll taxes 274,076. 240,139. 33,937.
11 Fees for services (non-employees)
a Management
b Legal 5.167. 5,167.
¢ Accounting
d Lobbying
e Professional fundraising services See Part IV, line 17
f Investment management fees
g Other (If ine 11g amount exceeds 10% of line 25,
column (A) amount, list ine 11g expenses on Sch 0.) 1,176,669. 930,005. 246,664.
12  Advertising and promotion 26,150. 26,150.
13 Office expenses 20,760. 13,023. 7,737.
14 Information technology
15 Royalties
16  Occupancy 413,203. 413,203.
17 Travel 23,177, 21,804. 1,373.
18 Payments of travel or entertainment expenses
for any federal, state, or local public officials
19 Conferences, conventions, and meetings
20 Interest
21 Payments to affiliates
22 Depreciation, depletion, and amortization 109,433. 109,433.
23  Insurance 406,900. 273,284. 133,616.
24  Other expenses. Itemize expenses not covered '
above. (List miscellaneous expenses in line 24e. If line
24e amount exceeds 10% of hne 25, column (A)
amount, st line 24e expenses on Schedule 0.)
a MEDICAIL SUPPLIES 1,313,777. 1,313,777,
b MISCELLANEOUS EXPENSE 605,437, 351,591. 253,846.
¢ BAD DEBT 338,193, 338,193.
d JANITORIAL 75,747. 75,747.
e All other expenses 132,560. 132,560.
25  Total functional expenses. Add lines 1 through 24e 8,145,623. 6,442,518. 1,703,105. 0.
26  Joint costs. Complete this line only If the organization
reported in column (B) joint costs from a combined
educational campaign and fundraising solicitation.
Chock here P [:] if following SOP 98-2 (ASC 958-720)

732010 11-28-17

Form 990 (2017)
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. Form 990 (2017) CARE, INC. 32-0090450 page 11
| Part X | Balance Sheet
Check if Schedule O contains a response or note to any line in this Part X E]
(A) (B)
Beginning of year End of year
1 Cash - non-interest-bearing 1
2 Savings and temporary cash investments 1,792,040.] 2 2,690,403.
3 Pledges and grants receivable, net 3
4 Accounts receivable, net 1,291,688. 4 1,305,148.
5 Loans and other receivables from current and former officers, directors,
trustees, key employees, and highest compensated employees Complete
Part Il of Schedule L 5
6 Loans and other receivables from other disqualified persons (as defined under ’
section 4958(f)(1)), persons described in section 4958(c)(3)(B), and contnbuting
employers and sponsoring organizations of section 501(c)(9) voluntary
a employees’ beneftciary organizations (see instr) Complete Part il of Sch L 6
§ 7 Notes and loans receivable, net 7
< 8 Inventortes for sale or use 80 , 193. 8 21 , 598.
9 Prepaid expenses and deferred charges 63,697.| o 98,607.
10a Land, buildings, and equipment cost or other
basis Complete Part VI of Schedule D 10a 2 ’ 048 , 104.
b Less accumulated depreciation 10b 1,754,166. 286,893.| 10¢ 293,938.
11 Investments - publicly traded securities 11
12 Investments - other securities See Part IV, line 11 12
13 Investments - program-related See Part IV, line 11 13
14 Intangble assets 14
15 Other assets See Part IV, line 11 15
16 Total assets. Add lines 1 through 15 (must equal line 34) 3,514,511.{ 1 4,410,694.
17  Accounts payable and accrued expenses 415,735.] 17 407,593.
18 Grants payable 18
19 Deferred revenue 19
20 Tax-exempt bond habilities 20
21  Escrow or custodial account hability Complete Part iV of Schedule D 21
» | 22 Loans and other payables to current and former officers, directors, trustees,
é’ key employees, highest compensated employees, and disqualified persons
'-g Complete Part |l of Schedule L 22
- 23 Secured mortgages and notes payable to unrelated third parties 23
24 Unsecured notes and loans payable to unrelated third parties 24
25 Other liabiltties (including federal income tax, payables to related third
parties, and other habilities not included on lines 17-24) Complete Part X of
Schedule D 1,495,765.1 25 2,806,025.
26 Total liabilities. Add lines 17 through 25 1,911,500.] 26 3,213,618.
Organizations that follow SFAS 117 (ASC 958), check here P> and ) )
@ complete lines 27 through 29, and lines 33 and 34.
€ | 27 Unrestncted net assets 1,603,011. 27 1,197,076.
‘—‘: 28 Temporanly restricted net assets 28
g 29 Permanently restricted net assets 29
::_ Organizations that do not follow SFAS 117 (ASC 958), check here P D
5 and complete lines 30 through 34.
% 30 Capital stock or trust prnincipal, or current funds 30
% | 31 Paid-in or capital surplus, or land, building, or equipment fund 31
::-) 32 Retamed earnings, endowment, accumulated income, or other funds 32
Z [ 33  Total net assets or fund balances 1,603,011.( 33 1,197,076.
34 Total habilities and net assets/fund balances 3 , 514 , 511.] 34 4 , 410 y 694.
Form 990 (2017)
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Form 980 (2017) CARE, INC. 32-0090450 page 12

‘ [IPart‘XI | Reconciliation of Net Assets

Check if Schedule O contains a response or note to any line in this Part XI

[ ]

1 Total revenue (must equal Part VI, column (A), line 12) 1 7,739,688.
2 Total expenses (must equal Part IX, column (A), line 25) 2 8,145,623.
3 Revenue less expenses Subtract ine 2 from line 1 3 -405,935.
4 Net assets or fund balances at beginning of year (must equal Part X, line 33, column (A)) 4 1,603,011.
5 Net unrealized gains (Josses) on investments 5
6 Donated services and use of facilities 6
7 Investment expenses 7
8 Pror penod adjustments 8
9 Other changes in net assets or fund balances (explain in Schedule O) 9 0.
10 Net assets or fund balances at end of year Combine lines 3 through 9 (must equal Part X, ine 33,
column (B)) 10 1,197,076.

|‘F!art")_(lll Financial Statements and Reporting

Check If Schedule O contains a response or note to any line in this Part Xl|

Yes | No
1 Accounting method used to prepare the Form 990 I:] Cash Accrual |:] Other ‘_ 1
If the organization changed its method of accounting from a prior year or checked "Other," explain in Schedule O i h
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 ‘F T
separate basis, consolidated basis, or both 1 . .
D Separate basis E] Consolidated basis [:] Both consolidated and separate basis [

b Were the organization’s financial statements audited by an independent accountant? 2b X
If "Yes," check a box below to indicate whether the financial statements for the year were audited on a separate basis, i ‘ 3 )
consolidated basis, or both ¥ '

E] Separate basis |:| Consolidated basis I—__] Both consolidated and separate basis ’ !

¢ If "“Yes" to ine 2a or 2b, does the organization have a committee that assumes responsibility for oversight of the audit, L
review, or compilation of its financial statements and selection of an mdependent accountant? 2c
If the organization changed erther its oversight process or selection process during the tax year, explain in Schedule O :w‘ 177k

3a As a result of a federal award, was the organization required to undergo an audit or audits as set forth in the Single Audit it
Act and OMB Circular A-1337? | 3a X

b If “Yes," did the organization undergo the required audtt or audits? If the organization did not undergo the required audit

or audits, explain why in Schedule O and describe any steps taken to undergo such audits 3b
Form 990 (2017)
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. . . OMB No 1545-0047
ifr:ig:’ ol;igﬁ_Ez) Public Charity Status and Public Support
Complete if the organization is a section 501(c)(3) organization or a section 20 1 7
4947(a)(1) nonexempt charitable trust.
Department of the Treasury > Attach to Form 990 or Form 990-EZ. Open to Public
Internal Revenue Service P Go to www.irs.gov/Form880 for instructions and the latest information. %
Name of the organizaton SQUTHERN CRESCENT HOSPITAL FOR SPECIALTY Employer identification number
CARE, INC. 32-0090450

[[Rart]lg] Reason for Public Charity Status (all organizations must complete this part ) See instructions
The organization 1s not a private foundation because it 1s (For lines 1 through 12, check only one box )
1 D A church, convention of churches, or association of churches described in section 170(b)(1)(A)(i). O

|:] A school descnbed in section 170(b)(1){A){ii). (Attach Schedule E (Form 890 or 990-EZ) )

A hospital or a cooperative hospital service organization descnbed in section 170(b){1)(A{iii).

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

h WN

3]

0 00000

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

section 170(b)(1){A)(iv). (Complete Part I}

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

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

A community trust described in section 170{b)(1){A)(vi). (Complete Part Il)

An agricultural research organization described in section 170(b)(1){A)(1x) operated in conjunction with a land-grant college

or unwersity or a non-land-grant college of agriculture (see instructions) Enter the name, city, and state of the college or

university

10 An organization that normally receives (1) more than 33 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 7
income and unrelated business taxable income (less section 511 tax) from businesses acquired by the orgamization after June 30, 1975

See section 509(a)(2). (Complete Part lIl )

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

12 An organization organized and operated exclusively for the benefit of, to perform the functions of, or to carry out the purposes of one or

[0

more publicly supported organizations descrnibed in section 509{a){1) or section 509(a){2)~ See section 509(a){3)-Check-the-box-in

lines 12a through 12d that describes the type of supporting organization and complete lines 12e, 12f, and 12g

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

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

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

d E] Type lil non-functionally integrated. A supporting organization operated in connection with its supported organization(s)
that i1s not functionally integrated The organization generally must satisfy a distnbution requirement and an attentiveness
requirement (see instructions) You must complete Part IV, Sections A and D, and Part V.

e |:] Check this box if the organization received a written determination from the IRS that it 1s a Type |, Type Il, Type Il
functionally integrated, or Type !l non-functionally integrated supporting organization

f Enter the number of supported organizations ‘ l
g Provide the following information about the supported organization(s)
(1) Name of supported (i) EIN (n) Type of organization | V) Ts The aigamization |sle37 {v) Amount of monetary {v1) Amount of other
organization (described on lines 1-10 U AE documn support (see instructions) | support (see Instructions)
above (see instructions)) Yes No
/
Total IR | R | RS | S

LHA For Paperwork Reduction Act Notice, see the Instructions for Form 990 or 990-EZ. 732021 10-06-177  Schedule A {Form 990 or 990-EZ) 2017



SOUTHERN CRESCENT HOSPITAL FOR SPECIALTY

. Schedule A (Form 990 or 990-€7) 2017 CARE, INC. _ 32-0090450 rdge2
- Support Schedule for Organizations Described in Sections 170(b){T){A}{iv) and 170({b){1){A}{vi)

(Complete only if you checked the box on Iine 5, 7, or 8 of Part | or if the organization falled to qualify under Part lll. 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) P> (a) 2013 (b) 2014 {c) 2015 (d) 2016 (e) 2017 / (f) Total
1 Gifts, grants, contributions, and

membership fees received (Do not
include any "unusual grants “)

2 Tax revenues levied for the organ-
1zation's benefit and either paid to
or expended on its behalf

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

4 Total. Add lines 1 through 3 /

5 The portion of total contnbutions ) ’
by each person (other than a
governmental unit or publicly
supported organization) included

on line 1 that exceeds 2% of the
amount shown on Ine 11,

column (f)
6 Public support. subvact line 5 from hne 4 / ] o
Section B. Total Support /
Calendar year (or fiscal year beginning in) p> (a) 2013 (b) 2014 /(c) 2015 {d) 2016 (e) 2017 {f) Total
7 Amounts from line 4
8 Gross income from interest, ’
dividends, payments received on /
secunties loans, rents, royalties, /
and income from similar sources

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

10 Other income Do not include gain /

or loss from the sale of capital

assets (Explain in Part Vi) /
11 Total support. Add lines 7 through 10 ) _/ - ) _ - I - )
12 Gross receipts from related activities, etc (see mst{ucnons) 12 l

13 First five years. If the Form 990 1s for the organization's first, second, third, fourth, or fifth tax year as a section 501(c)(3)

organization, check this box and stop here | D
Section C. Computation of Public Support Percentage

14 Public support percentage for 2017 {line 6,/column (f) divided by line 11, column (f}) 14 %
15 Public support percentage from 2016 Schedule A, Part I, line 14 15 %
16a 33 1/3% support test - 2017. If the organization did not check the box on line 13, and line 14 1s 33 1/3% or more, check this box and
stop here. The organization qualifies as a publicly supported organization > C]
b 33 1/3% support test - 2016. If the organization did not check a box on line 13 or 16a, and line 15 1s 33 1/3% or more, check this box
and stop here. The organization’ qualifies as a publicly supported organization | 2 |:|

17a 10% -facts-and-circumstances test - 2017, If the organization did not check a box on line 13, 16a, or 16b, and line 1415 10% or more,
and If the organization meets the "facts-and-circumstances” test, check this box and stop here. Explain in Part VI how the organization
meets the "facts-and-circumstances" test The organization qualifies as a publicly supported organization > C]
b 10% -facts-and-circumstances test - 2016. If the organization did not check a box on line 13, 16a, 16b, or 17a, and kne 15 1s 10% or
more, and If the organization meets the "facts-and-circumstances” test, check this box and stop here. Explain in Part VI how the

organization meets the "facts-and-circumstances” test The organization qualfies as a publicly supported organization » |:|
18 Private foundation. If the organization did not check a box on line 13, 16a, 16b, 17a, or 17b, check this box and see instructions | 2 |:|

Schedule A (Form 990 or 990-EZ) 2017
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32-0090450 pages

Schedule A (Form 990 or 990-£2) 2017 CARE, i

[Part Tl T Support Schedule for Organizations Described in Section 509(a)(2)
(Complete only if you checked the box on line 10 of Part | or if the organization failed to qualify under Part Il If the organization fgils to
qualify under the tests listed below, please complete Part Il ) /a

Section A. Public Support

/

Calendar year (or fiscal year beginning in) >

(a) 2013

{b) 2014

(c) 2015

(d) 2016

(e) 2017

/(0 Total

1 Gifts, grants, contrnibutions, and
membership fees received (Do not
include any "unusual grants “)

2 Gross receipts from admissions,
merchandise sold or services per-
formed, or facilities furnished in
any activity that i1s related 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 revenues levied for the organ-
1zation’s benefit and either paid to
or expended on its behalf

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

6 Total. Add lines 1 through 6

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

b Amounts included on lines 2 and 3 received
from other than disqualified persons that
exceed the greater of $5,000 or 13 of the
amount on line 13 for the year

¢ Add lines 7a and 7b

8 Public support. (Subtractline 7¢ from ling 6)

Section B. Total Support

Calendar year (or fiscal year beginning in) >

(a) 2013

{c) 2015

{d) 2016

{e) 2017

{f) Total

9 Amounts from line 6

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

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

¢ Add lines 10a and 10b

11 Net income from unrelated business
activities not included in line 10b,
whether or not the business i1s
regularly carned on

12 Other income Do not include gain
or loss from the sale of capital
assets (Explain in Part V1)

/

13 Total support. (Addiines 9, 10¢, 11, and 12)

/

14 First five years. If the Form 990 s for
check this box and stop here

t/h{a organization's first, second, third, fourth, or fifth tax year as a section 501(c)(3) organmzation,

> |

Section C. Computation of Public Support Percentage

15 Public support percentage for 2017/(line 8, column (f) divided by line 13, column (f)) 15 %

16 Public support percentage from 2016 Schedule A, Part lll, fine 15 16 %

Section D. Computation of Investment Income Percentage

17 Investment income percentage f’:)r 2017 (Iine 10c, column (f) divided by line 13, column (f)) 17 %
18 %

18 Investment income percentagle from 2016 Schedule A, Part lll, line 17
19a 33 1/3% support tests - 2017. If the organization did not check the box on line 14, and line 15 1s more than 33 1/3%, and line 17 1s not
more than 33 1/3%, check this box and stop here. The organization qualifies as a publicly supported orgamization
b 33 1/3% support tests - 2016. If the organization did not check a box on line 14 or line 19a, and Iine 16 1s more than 33 1/3%, and
line 18 1s 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 see instructions

>

»[ ]
> |

732023 10-06-17
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Schedule A (Form 990 or 990-E7) 2017 CARE, INC. 32-0090450 pages

| Part IV [ Supporting Organizations

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

Section A. All Supporting Organizations

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

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

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

b Did the organization confirm that each supported organization qualified under section 501(c)), (5), or (6) and
satisfied the public support tests under section 509(a)}(2)? if "Yes," describe in Part VI when and how the
orgarization made the determination 3b

Yes | No

3a

¢ Did the organization ensure that all support to such organizations was used exclusively for section 170(c)(2)(B) I

purposes? |f "Yes," explain in Part VI what controls the organization put in place to ensure such use 3c

4a Was any supported organization not organized in the United States ("foreign supported orgamization")? f |

"Yes," and if you checked 12a or 12b in Part I, answer (b} and (c) below 3 4a

b Did the organization have ultimate control and discretion in deciding whether to make grants to the foreign
supported organization? jf "Yes," describe in Part VI how the organization had such control and discretion
despite being controlled or supervised by or in connection with 1ts 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 orgamzation used
to ensure that all support to the foreign supported organization was used exclusively for section 170(c)(2)(B)
purposes

4c

5a Did the organization add, substitute, or remove any supported organizations during the tax year? jf "yes, "
answer (b) and (c) below (if applicable) Also, provide detail in PartVl, including () the names and EIN
numbers of the supported organizations added, substituted, or removed, (i) the reasons for each such action, '
(in) the authority under the organization's organizing document authonzing such action, and (iv) how the action
was accomplished (such as by amendment to the organizing document) 5a

b Type | or Type Il only. Was any added or substituted supported organization part of a class already l

designated in the organization’s organizing document? 5b
¢ Substitutions only. Was the substitution the result of an event beyond the organization's contro!? 5c
6 Did the organization provide support (whether in the form of grants or the proviston of services or facilities) to l
anyone other than (j) its supported organizations, (i) individuals that are part of the charntable class
benefited by one or more of its supported organizations, or (in) other supporting organizations that also
support or benefit one or more of the filing organization's supported organizations? f "Yes," provide detail in
Part VI.
7 Did the organization provide a grant, loan, compensation, or other similar payment to a substantal contributor
(defined in section 4958(c)(3)(C)), a family member of a substantial contributor, or a 35% controlled entity with
regard to a substantial contributor? /f "Yes, * complete 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 4358) not descrbed in line 7? J

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 descrnibed

in section 509(a)(1) or (2))? If "Yes," provide detail in Part VI. 9a

b Did one or more disqualified persons (as defined in line 9a) hold a controlling interest in any entity in which |

the supporting organization had an interest? /f “Yes, " provide detail in Part V. Sb

¢ Did a disqualified person (as defined in line 9a) have an ownership interest in, or dernive any personal benefit 1 ]

from, assets in which the supporting organization also had an interest? 7 “ves, " provide detail in Part V. 9¢
10a Was the organization subject to the excess business holdings rules of section 4943 because of section

4943(f) (regarding certain Type |l supporting organizations, and all Type lll non-functionally integrated

supporting organizations)? jf "Yes," answer 10b below 10a

b Did the organization have any excess business holdings in the tax year? (Use Schedule C, Form 4720, to . |

- determine whether the organization had excess business holdings.) 10b

732024 10-06-17
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| Supporting Organizations (continueq)

Yes | No

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

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

c_A 35% controlled entity of a person descrbed in (a) or (b) above? jf "Yes"to a b, or ¢, provide detail in Part Vi. 1ic
Section B. Type | Supporting Organizations

Yes | No

1 Did the directors, trustees, or membership of one or more supported organizations have the power to
regularly appoint or elect at least a majonity of the organization's directors or trustees at all times dunng the
tax year? jf "No," descnbe in Part VI how the supported organization(s) effectively operated, supervised, or
controlled the orgamzation's activities If the organization had more than one supported orgamzation,
describe how the powers to appoint and/or remove directors or trustees were allocated among the supported
orgamizations and what conditions or restrictions, if any, apphed to such powers during the tax year 1

2 Did the organization operate for the benefit of any supported organization other than the supported
organization(s) that operated, supervised, or controlled the supporting organization? /f "yes," explain in M '
Part VI how providing such benefit carned 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 Were a majority of the organization's directors or trustees durning the tax year also a majonty of the directors
or trustees of each 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

10n(s) 1

—the supported organizati
Section D. All Type Ill 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, () a written notice describing the type and amount of support provided dunng-the-prior-tax————— {
year, (1) a copy of the Form 990 that was most recently filed as of the date of notification, and (1) copies of the

organization's governing documents in effect on the date of notification, to the extent not previously provided? 1
2 Were any of the organization’s officers, directors, or trustees either () appointed or elected by the supported
organization(s) or (i) serving on the governing body of a supported organization? jf “No, " explain in Part Vi how '

the organization maintained a close and continuous working relationship 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
income or assets at all times durning the tax year? jf “Yes, " describe in Part VI the role the organization's
—_supported organizations played in this regard 3
Section E. Type Il Functionally Integrated Supporting Organizations

1 Check the box next to the method that the organization used to satisfy the integral Part Test dunng the year (see instructions).
a |:] The organization satisfied the Activities Test Complete line 2 pelow .

b |:] The organization is the parent of each of its supported organizations Complete line 3 below

¢ []The organization supported a governmental entity Describe in Part VI how you supported a government entity (see instructions,
2 Activities Test Answer (a) and (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 responsive? |f "Yes, ® then in Part VI identify
those supported organizations and explain how these actities directly furthered therr exempt purposes,
how the organization was responsive to those supported organizations, and how the orgarization determined
that these activities constituted substantially all of its activities 2a

b Did the activities descnibed in (a) constitute activities that, but for the organization’s involvement, one or more
of the organization’s supported organization(s) would have been engaged in? jf "Yes," explan in Part VI the

reasons for the organization's position that its supported organization(s) would have engaged in these
activities but for the organization's involvement 2b

3 Parent of Supported Organizations Answer (a) and (b) below.
a Did the organization have the power to regularly appoint or elect a majonty 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 I
of its supported organizations? Jf "Yes " Part VI d 3b

732025 10-06-17 Schedule A (Form 990 or 990-EZ) 2017
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[Part V'T Type Il Non-Functionally Integrated 509(a)(3) Supporting Organizations
1 D Check here If the organization satisfied the Integral Part Test as a qualifying trust on Nov 20, 1970 (explain in Part VI) See instructions. All
other Type Il non-functionally integrated supporting organizations must complete Sections A through E

(B) Current Year

Section A - Adjusted Net Income (A) Prior Year {optional)

Net short-term capital gain

Recoveres of prior-year distributions

Other gross income (see Instructions)

Add lines 1 through 3

Depreciation and depletion

Portion of operating expenses paid or incurred for production or

Qs W N|=

[+ 20 (400 B [ 0 {,V 0 P

collection of gross income or for management, conservation, or
maintenance of property held for production of income (see instructions)

=]

Other expenses (see Instructions)
Adjusted Net Income (subtract lines 5, 6, and 7 from line 4) 8

-~

[+ ]

(B) Current Year

Section B - Minimum Asset Amount (A) Prior Year {optional)

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

Average monthly value of securities 1a
. 1b
Fair market value of other non-exempt-use assets 1c
Total (add lines 1a, 1b, and 1c) 1d
Discount claimed for blockage or other
factors (explain in detail in Part VI)
Acquisition indebtedness applicable to non-exempt-use assets 2
Subtract line 2 from line 1d

Cash deemed held for exempt use Enter 1-1/2% of line 3 (for greater amount,
see lnstructlon;:) o o

Average monthly cash balances

o |ajo | |w

N

w
[~)

H

Net value of non-exempt-use assets (subtract line 4 from line 3)
Multiply ine 5 by 035
Recoveries of prior-year distributions

B I [N [4)]
LB R [0 (4, P Y

Minimum Asset Amount (add line 7 to line 6)

Section C - Distributable Amount Current Year

Adjusted net income for prior year {(from Section A, line 8, Column A)
Enter 85% of line 1

1
2
3  Minimum asset amount for prior year (from Section B, line 8, Column A)
4 Enter greater of ine 2 or line 3
5
6

[P (A S B

Income tax imposed in prior year

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

emergency temporary reduction (see instructions) 6 .

|:] Check here If the current year is the organization's first as a non-functionally integrated Type Il supporting organization (see
instructions)

-~

Schedule A (Form 990 or 990-EZ) 2017

732026 10-06-17 .
- > 3 :.:s‘_-f:'.-‘$¢ -



SOUTHERN CRESCENT HOSPITAL FOR SPECIALTY
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[Part V T Type Ill Non-Functionally Integrated 509(a)(3) Supporting Organizations (continyed)
Section D - Distributions Current Year

1 Amounts paid to supported organizations to accomplish exempt purposes

2 Amounts paid to perform activity that directly furthers exempt purposes of supported
organizations, in excess of Income from activity

Administrative expenses paid to accomplish exempt purposes of supported organizations

Amounts paid to acquire exempt-use assets

Qualified set-aside amounts (prior IRS approval required)

Other distributions (describe in_Part V1) See instructions

Total annual distributions. Add lines 1 through 6

0[N | |0 |& |

Distributions to attentive supported organizations to which the organization 1s responsive
{provide details in Part V1) See instructions

9 Distributable amount for 2017 from Section C, line 6

10 Line 8 amount divided by line 9 amount

0] (1) (rii)
Section E - Distribution Allocations (see instructions) Excess Distributions U"de;‘:;fg(')?“;tm“s Arl::)s:::’;‘;fgg’"

1 Distributable amount for 2017 from Section C, line 6

2 Underdistnbutions, if any, for years pnor to 2017 (reason-
able cause required- explain in Part Vi) See instructions

3 Excess distributions carryover, if any, to 2017

From 2013

From 2014

From 2015

From 2016

Total of ines 3a through e

Applied to underdistnbutions of prior years

T|™eo a0 |T|v

Applied to 2017 distributable amount

Carryover from 2012 not apphed (see instructions)

j Remainder Subtract lines 3g, 3h, and 3i from 3f

4 Distnibutions for 2017 from Section D,
ne 7 $

a Apphed to underdistributions of prior years

b Applied to 2017 distnbutable amount

¢ Remainder Subtract lines 4a and 4b from 4

5 Remaning underdistnbutions for years prior to 2017, if
any Subtract lines 3g and 4a from line 2 For result greater
than zero, explain in Part VI. See instructions

6 Remaining underdistributions for 2017 Subtract lines 3h
and 4b from line 1 For result greater than zero, explain in
Part VI_See instructions

7 Excess distributions carryover to 2018. Add lines 3)
and 4¢ .

8 Breakdown of line 7

a_ Excess from 2013

b Excess from 2014

c_Excess from 2015 . o e

d Excess from 2016 R '
e Excess from 2017 * ' ; b “ N

Schedule A (Form 990 or 990-EZ) 2017

732027 10-06-17



' SOUTHERN CRESCENT HOSPITAL FOR SPECIALTY
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ILB?“‘.!IH Supplemental Information. provide the explanations required by Part I, ine 10, Part Il, Iine 17a or 17b, Part Hll, ne i2,
Part IV, Section A, lines 1, 2, 3b, 3c, 4b, 4c¢, 5a, 6, 9a, 9b, Sc, 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, ine 1, Part V, Section B, line 1e, Part V,
Section D, lines 5, 6, and 8, and Part V, Section E, lines 2, 5, and 6 Also complete this part for any additional information
(See instructions )

.
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SCHEDULE C Political Campaign and Lobbying Activities OMB No 1545-0047
(Form 990 or 990-EZ)
For Organizations Exempt From Income Tax Under section 501(c) and section 527
Department of the Treasury P Complete if the organization is described below. P> Attach to Form 990 or Form 990-EZ. Open to P_ublic
_Internal Revenue Service P Go to www.irs.gov/Form990 for instructions and the latest information. lnspgctlon

If the organization answered "Yes," on Form 990, Part IV, line 3, or Form 990-EZ, Part V, line 46 (Political Campaign Activities), then

® Section 501(c)(3) organizations Complete Parts I-A and B Do not complete Part I-C

® Section 501(c) (other than section 501(c)(3)) organizations Complete Parts {-A and C below Do not complete Part I-B

® Section 527 organizations Complete Part I-A only
If the organization answered "Yes," on Form 990, Part IV, line 4, or Form 990-EZ, Part VI, line 47 (Lobbying Activities), then

® Section 501(c)(3) orgamizations that have filed Form 5768 (election under section 501(h)) Complete Part I-A Do not complete Part |I-B

® Section 501(c)(3) organizations that have NOT filed Form 5768 (election under section 501(h)) Complete Part IIl-B Do not complete Part II-A
If the organization answered "Yes," on Form 990, Part IV, line 5 (Proxy Tax) (see separate instructions) or Form 990-EZ, Part V, hne 35c {Proxy
Tax) (see separate instructions), then

® Section 501(c})(4), (5), or (6) organizations Complete Part |ll
Name of organization SOUTHERN CRESCENT HOSPITAL FOR SPECIALTY Employer identification number

CARE, INC. 32-0090450

({Rart,lzZAT  Complete if the organization is exempt under section 501(c) or is a section 527 organization.

1 Provide a description of the organization's direct and indirect political campaign activities in Part IV
2 Polrtical campaign activity expenditures >3
3 Volunteer hours for political campaign activities

[[Part,12B'| Complete if the organization is exempt under section 501(c)(3).

1 Enter the amount of any excise tax incurred by the organization under section 4855 >3
2 Enter the amount of any excise tax incurred by organization managers under section 4955 |
3 If the orgamzation incurred a section 4955 tax, did it file Form 4720 for this year? D Yes [:] No
4a Was a correction made? [:l Yes ':] No

b If “Yes," descnbe in Part [V

[Rart=C] Complete if the organization is exempt under-section-501(c),-except-section-501(c)(3)

1 Enter the amount directly expended by the filing organization for section 5627 exempt function activities »3
2 Enter the amount of the filing organization’s funds contnibuted to other orgamizations for section 527
exempt function activities » s
3 Total exempt function expenditures Add lines 1 and 2 Enter here and on Form 1120-POL,
line 17b » s
4 Did the fiing orgarization file Form 1120-POL for this year? D Yes D No

5 Enter the names, addresses and employer identification number (EIN) of all section 527 political organizations to which the fiing organization
made payments For each organization listed, enter the amount paid from the filing organization’s funds Also enter the amount of political
contributions received that were promptly and directly defivered to a separate political organization, such as a separate segregated fund or a
political action commuttee (PAC) If additional space is needed, provide information in Part IV.

(a) Name (b) Address {c) EIN (d) Amount paid from {e) Amount of political
filing organization’s contnibutions received and
funds If none, enter -0-. promptly and directly

delivered to a separate
political organization
If none, enter -0-

For Paperwork Reduction Act Notice, see the Instructions for Form 990 or 990-EZ. Schedule C (Form 990 or 990-EZ) 2017
LHA .
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* Schedule C (Form 990 or 990-E7) 2017 CARE, INC.

32-0090450 Page2

| Part lI-A | Complete if the organization is exempt under section 501(c)(3) and filed Form 5768 (election under

section 501(h)).

A Check b |:| if the filing organization belongs to an affilated group (and list in Part IV each affilated group member's name, address, EIN,

expenses, and share of excess lobbying expenditures)
B Check P I:l if the filing organization checked box A and "limited control” provistons apply

Limits on Lobbying Expenditures
(The term "expenditures” means amounts paid or incurred.)

(a) Filing
organization’s
totals

(b) Affillated group
totals

1a Total lobbying expenditures to influence public opinion (grass roots lobbying)

b Total lobbying expenditures to influence a legislative body (direct lobbying)

¢ Total lobbying expenditures (add lines 1a and 1b)

d Other exempt purpose expenditures

e Total exempt purpose expenditures (add lines 1c and 1d)

f Lobbying nontaxable amount Enter the amount from the following table in both columns
If the amount on line 1e, column (a) or (b} is: The lobbying nontaxable amount is:
Not over $500,000 20% of the amount on line 1e
Over $500,000 but not over $1,000,000 $100,000 plus 15% of the excess over $500,000
Over $1,000,000 but not over $1,500,000 $175,000 plus 10% of the excess over $1,000,000
Qver $1,500,000 but not over $17,000,000 $225,000 plus 5% of the excess over $1,500,000
Over $17,000,000 $1,000,000

g Grassroots nontaxable amount (enter 25% of line 1f)

h Subtract ine 1g from line 1a If zero or less, enter -0-

i Subtract line 1f from hne 1c [f zero or less, enter -0-

) If there 1s an amount other than zero on either line 1h or ine 11, did the organization file Form 4720
reporting section 4911 tax for this year?

I:] Yes [:I No

4-Year Averaging Period Under section 501(h)

{Some organizations that made a section 501(h) election do not have to complete all of the five columns below.

Seethe-separate-instructions-for-lines-2a-through-2f;)

Lobbying Expenditures During 4-Year Averaging Period

Calendar year

1
(or fiscal year beginning n) (a) 2014 (b) 2015 (c) 2016

(d) 2017

(e) Total

2a Lobbying nontaxable amount -

b Lobbying celing amount
(150% of line 2a, column(e)) ) . i

¢ _Total lobbying expenditures

d _Grassroots nontaxable amount

e Grassroots ceiling amount
/" (150% of line 2d, column (e)) ) ' . .

f Grassroots lobbying expenditures

732042 11-09-17
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|Parﬂ1—B | Complete if the orgamzatlon is exempt under section 501(c)(3) and has NOT filed Form 5768
(election under section 501(h)).

For each "Yes, " response on lines 1a through 11 below, provide in Part |V a detailed description {a) (b)
of the lobbying activity Yes No Amount
1 During the year, did the filing organization attempt to influence foreign, national, state or
local legislation, including any attempt to influence public opinion on a legislative matter
or referendum, througﬁ the use of
a Volunteers? X
b Paid staff or management {include compensation in expenses reported on lines 1c through 1))? X
¢ Media advertisements? X
d Mailings to members, legisiators, or the public? X
e Publications, or published or broadcast statements? X
f Grants to other organizations for lobbying purposes? X
g Direct contact with legislators, therr staffs, govemment officials, or a legislative body? X
h Ralles, demonstrations, seminars, conventions, speeches, lectures, or any similar means? X
i Other activities? X 5,145.
j Total Add lines 1c through 11 5,145.
2a Did the activities in line 1 cause the organization to be not described in section 501(c)(3)? X |
b If "Yes," enter the amount of any tax incurred under section 4912 ’
¢ If "Yes," enter the amount of any tax incurred by organization managers under section 4912
d If the fihlng organization 1ncurred a section 4912 tax, did it file Form 4720 for this year? l
|Part III-A| Complete if the organization is exempt under section 501(c)(4), section 501(c)(5), or section
501(c)(6).
Yes No
1 Were substantially all (30% or more) dues recewved nondeduchible by members? 1
2 Did the orgamzation make only in-house lobbying expenditures of $2,000 or less?
3 Did the organization agree to carry over lobbying and poittical campaign-activity ‘expenditures-from-the-prioryear’—{ 3

|Part«l||‘-B| Complete if the organization is exempt under section 501(c)(4), section 501(c)(5), or section
501(c)(6) and if either (a) BOTH Part lll-A, lines 1 and 2, are answered "No," OR (b) Part lll-A, line 3, is
answered "Yes."

1 Dues, assessments and similar amounts from members 1

2 Section 162(e) nondeductible lobbying and political expenditures {(do not include amounts of political
expenses for which the section 527(f) tax was paid).

a Current year 2a
b Carryover from last year 2b
¢ Total 2c
3 Aggregate amount reported In section 6033(e)(1)(A) notices of nondeductible section 162(e) dues 3

4  If notices were sent and the amount on line 2¢ exceeds the amount on line 3, what portion of the excess
does the organization agree to carryover to the reasonable estimate of nondeductible lobbying and political
expenditure next year? 4
Taxable amount of lobbying and political expenditures (see instructions) 5

Eart IV | Supplemental Information
Provide the descriptions required for Part I-A, ine 1, Part -B, line 4, Part I-C, line 5, Part lI-A (affilated group list), Part lI-A, lines 1 and 2 (see
instructions), and Part II-B, line 1 Also, complete this part for any additional information.

PART II-B, LINE 1, LOBBYING ACTIVITIES:

THE HOSPITAL IS A MEMBER OF THE NATIONAL ASSOCIATION OF LONG TERM

HOSPITALS AND THE GEORGIA HOSPITAL ASSOCIATION. THESE ORGANIZATIONS

ENGAGE IN LOBBYING EFFORTS ON BEHALF OF THEIR MEMBERSHIP BODIES, AND

EACH YEAR, A PORTION OF THE DUES PAID TO THESE ORGANIZATIONS IS

ALLOCATED TO LOBBYING EXPENDITURES. -

Schedule C (Form 990 or 990-EZ) 2017
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* SCHEDULE D Supplemental Financial Statements SME No 14T
(Form 990) P> ?\?Tple;e;f t8he9 o:%ar;ifationbanswereg "1Y1es"1c:rf| l:%rm 99102.b 20 1 7
art IV, line 6, 7, 8, 9, 10, 11a, 11b, 11¢, 11d, 11e, , 12a, or . o
epartmant of the Treasur P> Attach to Form 990. Open,to Bublic
ﬂ‘é’.na"." Re:er:l:: SLvlca Y Pp>Go to www.irs.qov/Form990 fat:l:' in‘s)tr:gg:ms and the latest information. .ﬂsﬁﬁa
Name of the organization SOUTHERN CRESCENT HOSPITAL FOR SPECIALTY Employer identification number
CARE, INC. 32-0090450

|1Eart,I|] Organizations Maintaining Donor Advised Funds or Other Similar Funds or Accounts. Complete if the
organization answered "Yes" on Form 990, Part IV, line 6

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

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

Aggregate value at end of year

O bh WN =

Did the organization inform all donors and donor advisors in writing that the assets held in donor advised funds
are the organization's property, subject to the organization’s exclusive legal control? l:] Yes D No
6 Did the organization inform all grantees, donors, and donor advisors in wnting that grant funds can be used only
for charntable purposes and not for the benefit of the donor or donor advisor, or for any other purpose conferring
impermissible private benefit? |:| Yes l:] No
[ P.ar_t’["!] Conservation Easements. Complete if the organization answered "Yes" on Form 990, Part IV, line 7
1 Purpose(s) of conservation easements held by the organization (check all that apply)
D Preservation of land for public use (e g , recreation or education) |:] Preservation of a historically important land area
lj Protection of natural habitat |:] Preservation of a certified historic structure
|:| Preservation of open space
2 Complete lines 2a through 2d if the organization held a qualified conservation contnbution in the form of a conservation easement on the last

day of the tax year S| Held at the End of the Tax Year
a Total number of conservation easements 2a
b Total acreage restricted by conservation easements 2b
¢ Number of conservation easements on a certified historic structure included in (a) 2c
d Number of conservation easements included in (¢) acquired after 7/25/06, and not on a historic structure
listed in the National Register 2d
3 Number of conservation easements modified, transferred, released, extinguished, or terminated by the organization during the tax
year p

4  Number of states where property subject to conservation easement 1s located P>
5 Does the organization have a wntten policy regarding the penodic monitoring, inspection, handling of

violations, and enforcement of the conservation easements 1t holds? [:] Yes ':] No
6 Staff and volunteer hours devoted to monitoring, inspecting, handling of violations, and enforcing conservation easements durning the year

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

>3
8 Does each conservation easement reported on line 2(d) above satisfy the requirements of section 170(h)@)(B)(j)

and section 170(h)(4)(B)(1)? Cdves [INo

9 In Part Xlll, describe how the organization reports conservation easements In its revenue and expense statement, and balance sheet, and
include, if applicable, the text of the footnote to the organization's financial statements that describes the organization's accounting for
conservation easements

|LEarjt[IIl]| Organizations Maintaining Collections of Art, Historical Treasures, or Other Similar Assets.
Complete If the organization answered “Yes" on Form 990, Part IV, line 8

1a |If the organization elected, as permitted under 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 XIil,
the text of the footnote to its financial statements that descrbes these items

b If the organization elected, as permitted under SFAS 116 (ASC 958), to report in its revenue statement and balance sheet works of art, historical

treasures, or other similar assets held for public exhibition, education, or research in furtherance of public service, provide the following amounts
relating to these items i
(1) Revenue included on Form 890, Part VIII, ine 1 » 3
(n) Assets included in Form 990, Part X > 3

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

a Revenue included on Form 990, Part VI, line 1 > 3
b Assets included in Form 990, Part X > 3
LHA For Paperwork Reduction Act Notice, see the Instructions for Form 990. Schedule D (Form 990) 2017
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SOUTHERN CRESCENT HOSPITAL FOR SPECIALTY .
* Schedule D (Form 990) 2017 CARE, INC. > 32-0090450 page2 -
[[Rartilll]| Organizations Maintaining Collections of Art, Historical Treasures, or Other Similar Assets ontnueq)

3 Using the organization’s acquisition, accession, and other records, check any of the following that are a significant use of its collection items

{check all that apply)
a l:l Public exhibition d |:] Loan or exchange programs
b D Scholarly research e C] Other
c D Preservation for future generations R
4 Provide a descnption of the organization's collections and explain how they further the organization’s exempt purpose in Part XIi|
5 Dunng the year, did the organization solicit or receive donations of art, historical treasures, or other similar assets
to be sold to raise funds rather than to be mamntained as part of the organization’s collection? [:I Yes I:l No
|LB@\E| 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? Cdves [ IwNo
b If "Yes," explain the arrangement in Part Xlil and complete the following table

Amount

Beginning balance 1c

Additions during the year 1d

Distributions during the year 1e

Ending balance 1f
2a Did the organization include an amount on Form 990, Part X, line 21, for escrow or custodial account liability? D Yes D No

b If "Yes," explain the arrangement in Part XIll Check here if the explanation has been provided on Part Xl [:]
[iEaH‘LVHLEndowment Funds. Complete if the organization answered "Yes" on Form 990, Part IV, line 10
_(a) Current year {b) Prior year {c) Two years back | (d) Three years back | {e) Four years back

7

- 0o Qa o

1a Beginning of year balance
b Contrnbutions
¢ Netinvestment earnings, gains, and losses
d Grants or scholarships
e Other expenditures for facilities
and programs ’
Administrative expenses
g End of year balance
2 Provide the estimated percentage of the current year end balance (line 1g, column (a)} held as
a Board designated or quasi-endowment P % )
b Permanent endowment P %
¢ Temporarily restricted endowment P %
The percentages on lines 2a, 2b, and 2¢ should equal 100%
3a Are there endowment funds not in the possession of the organization that are held and administered for the organization
by Yes | No
(i) unrelated organizations | Safi)
(i) related organizations |3a(u)
b If "Yes" on line 3a(i), are the related organizations listed as required on Schedule R? 3b
4 Describe in Part Xlll the intended uses of the organization’s endowment funds
|[R§'Fti\_ll i| Land, Buildings, and Equipment.

Complete If the organization answered "Yes" on Form 990, Part IV, line 11a See Form 990, Part X, line 10

-

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

1a Land w
b Buildings
¢ Leasehold improvements
d Equipment 2,048,104.| 1,754,166. 293,938.
e Other

Total. Add Iines 1a through le (Cojumn (d) must equal Form 990 Part X_ column (B). line 10c) > 293,938.
Schedule D (Form 990) 2017

732052 10-089-17



SOUTHERN CRESCENT HOSPITAL FOR SPECIALTY
* Schedule D (Form 990) 2017 CARE, INC. 32-0090450 page3
|LI2ar;tLV_II| Investments - Other Securities.

Complete If the organization answered "Yes" on Form 990, Part IV, line 11b See Form 990, Part X, line 12
(a) Description of security or category (ncluding name of security) (b) Book value {c) Method of valuation Cost or end-of-year market value

(1) Financial denvatives
{2) Closely-held equity interests
(3} Other
A
B)
€
©)
(3]
(F)
Q)
(H)
Total. (Col. (b) must equal Form 990, Part X, col. (B) line 12.) B> I
|LI3ar;tLV_III| Investments - Program Related.

Complete If the organization answered "Yes" on Form 990, Part IV, line 11¢c_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)
(7)
(8)
(9)
Total. (Col (b) must equal Form 9390, Part X, col. (B) line 13.) >

{RartiIX¢|—Other-Assets:
Complete if the organization answered "Yes" on Form 990, Part IV, line 11d See Form 990, Part X, line 15
(a) Descrniption (b) Book value

(1)
(2)
(3)
{4)
{5)
{6)
(7)
(8)
{9)

- Qi Q) 1) Cidd Qi
{RartiXyg| Other Liabilities.
Complete if the organization answered "Yes" on Form 990, Part IV, line 11e or 11f See Form 930, Part X, line 25

1. (a) Description of liability - {b) Book value
(1) Federal Income taxes
(29 THIRD PARTY PAYOR SETTLEMENT 596,190.
@ DUE TO LHC GROUP 2,209,835,

@)

5)

[(5)]

(4]

(8)

9)

Total. (Column (b) must equal Form 990, Part X, col. (B) line 25 » 2,806,025,
2. Liability for uncertain tax positions In Part Xill, provide the text of the footnote to the organization’s financial statements that reports the

organization'’s liability for uncertain tax positions under FIN 48 (ASC 740) Check here if the text of the footnote has been provided in Part Xill [:]

Schedule D (Form 990) 2017
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* Schedule D (Form 990) 2017 CARE, INC.

32-0090450 paged

| Rart-Xl|| Reconciliation of Revenue per Audited Financial Statements With Revenue per Return.

Complete if the organization answered "Yes" on Form 990, Part IV, line 12a

® 0 0 T o

Total revenue, gains, and other support per audited financial statements
Amounts included on line 1 but not on Form 930, Part VIll, line 12
Net unrealized gains (losses) on investments

Donated services and use of facilities

Recoveries of prior year grants

Other (Descnbe in Part Xill )

Add lines 2a through 2d

Subtract line 2e from hine 1

Amounts included on Form 990, Part VIII, line 12, but not on line 1
Investment expenses not included on Form 890, Part VI, Iine 7b
Other {Describe in Part XlII')

Add lines 4a and 4b

Total revenue Add lines 3 and 4c. (This muyst

equal Form 990, Part | line 12
|'PartaXII ] 1| Reconciliation of Expenses per Audited Financial Statements With Expenses per Return.

2a

2b

2c

2d

4a

4b

-‘w§-.

4c

Complete if the organization answered "Yes" on Form 990, Part IV, line 12a

o o 0 T o

Total expenses and losses per audited financial statements
Amounts included on line 1 but not on Form 990, Part IX, ine 25
Donated services and use of facilities

Prior year adjustments

Other losses

Other (Descnbe in Part XIll )

Add lines 2a through 2d

Subtract ine 2e from fine 1

Amounts included on Form 990, Part X, line 25, but not on hne 1
Investment expenses not included on Form 990, Part VIII, line 7b
Other (Describe in Part Xl )

¢ Add lines 4a and 4b

5 Total expenses Add lines 3 and 4c. 18)
|{Ea|:t_"X|II| Supplemental Information.

2a

2b

2c

2d

4a

4b

Provide the descriptions required for Part I, lines 3, 5, and 9, Part lll, Ines 1a and 4, Part IV, Iines 1b and 2b, Part V, line 4, Part X, line 2, Part XI,

lines 2d and 4b, and Part XII, ines 2d and 4b Also complete this part to provide any additional information

TR oL o SN

732054 10-09-17
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SCHEDULE H
(Form 990)

P Complete if the organization answered "Yes" on Form 990, Part IV, question 20.

Hospitals

OMB No 1545-0047

2017

Department of the Treasury P> Attach to Form 990. Open to Public
Internal Revenue Service P Go to www.irs.gov/Form990 for instructions and the latest information. . Inspection
Name of the organization SOUTHERN CRESCENT HOSPITAL FOR SPECIALTY Employer identification number
CARE, INC. 32-0090450
[PartTi] Financial Assistance and Certain Other Community Benefits at Cost
Yes | No
1a Did the organization have a financial assistance policy during the tax year? If "No," skip to question 6a 1a | X
b If "Yes," was it a wntten policy? 1 | X
If the organization had multiple hospital faciliies, indicate which of the following best describes application of the financial assistance policy to its various hospital B A= - —
2 facitiies during the tax year
D Applied uniformly to all hospital facilities D Applied uniformly to most hospital facilittes
D Generally tallored to individual hospital facilities ' '
3 Answer the following based on the financial assistance eligibility criteria that applied to the largest number of the organization’s patients during the tax year
a Did the organization use Federal Poverty Guidelines (FPG) as a factor in determining eligibility for providing free care? S
If "Yes," indicate which of the following was the FPG family income imit for eligibility for free care 3a | X
[_1100% [_1150% 200%  [__] Other % ' e
b Did the organization use FPG as a factor in determining eligibility for providing discounted care? If "Yes," indicate which {
of the following was the family income hmit for eligibility for discounted care 3 | X
(] 200% [ J2s0% [ Jaoow [_13s0% 400%  [__] Other % N A
¢ If the organization used factors other than FPG in determining eligibility, describe in Part VI the cntena used for determining f
eligibility for free or discounted care Include in the description whether the organization used an asset test or other X X . '
threshold, regardless of income, as a factor in determining eligibility for free or discounted care . )
4 Did the argamization’s financial assistance policy that apphed to the largast number of its patients during the tax year provide for free or discounted care to the
"medically indigent™? 4 X
5a Did the organization budget amounts for free or discounted care provided under its financial assistance policy during the tax year? sa | X
b If "Yes," did the organization’s financial assistance expenses exceed the budgeted amount? sb | X
¢ If “Yes" to line 5b, as a result of budget considerations, was the organization unable to provide free or discounted
care to a patient who was eligible for free or discounted care? Sc X
6a Did the organization prepare a community benefit report during the taxyear? - 6a—|—X
b If "Yes," did the organization make it available to the public? 6b | X
Complete the following table using the worksheets provided in the Schedute H instructions Do not submit these workshests with the Schedule H 2 - “-‘:‘*}*3 ’ . ; f‘|
7 Financial Assistance and Certain Other Community Benefits at Cost
Financial Assistance and (B) huroer of (b) Pasans | {C) Totat communuy | () Drectafatung | (€} Netcommunty | {f) Percent -
Means-Tested Government Programs | Pregams (eptional {optional) sxpense
a Financial Assistance at cost (from P
Worksheet 1) 143,945. 143,945.] 1.77%
b Medicaid (from Worksheet 3, .
column a)
¢ Costs of other means-tested
government programs (from
Worksheet 3, column b)
d Total Financial Assistance and
Means-Testad Government Programs 1 4 3 7 9 4 5 - 1 4 3 y 9 4 5 . 1 . 7 7 %
Other Benefits
e Community health ,
improvement services and /
community benefit operations
(from Worksheet 4)
f Health professions education s
(from Worksheet 5)
g Subsidized health services
(from Worksheet 6)
h Research (from Worksheet 7)
i Cash and in-kind contributions
for community benefit (from
Worksheet 8)
j Total. Other Benefits
k_Total. Add lines 7d and 7) 143,945. 143,945.) 1.77% S
»

732091 11-28-17
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SOUTHERN CRESCENT HOSPITAL FOR SPECIALTY

CARE, INC.

32-0090450 Page2

l Part il | Community Buﬂaing Activities Complete this table if the organization conducted any community buillding activities during the
tax year, and describe in Part VI how its community building activities promoted the health of the communities it serves

(a) Number of
activtties or programs
(opttonal)

{b) Persons
served {optional)

(C) Total
commumty
building expense

(d) Dwect

offsetting revenue

(e) Net
community
building expense

(f) Percent of
total expense

Physical improvements and housing

Economic development

Community support

Environmental improvements

O |& W IN |-

Leadership development and
training for community members

-]

Coalition building

Community health improvement

advocacy

8 Workforce development

9 Other

10 _ Total

]iPart ] [ Bad Debt, Medicare, & Collection Practices

Section A. Bad Debt Expense

1 Dud the organization report bad debt expense in accordance with Healthcare Financial Management Association

Statement No 157

2 Enter the amount of the organization’s bad debt expense Explain in Part VI the
methodology used by the organization to estimate this amount
3 Enter the estimated amount of the organization's bad debt expense attributable to

patients eligible under the organization's financial assistance policy Explain in Part VI the

methodology used by the organization to estimate this amount and the rationale, If any,

for including this portion of bad debt as community benefit
4  Provide In Part VI the text of the footnote to the organization's financial statements that describes bad debt

expense or the page number on which this footnote I1s contained In the attached financial statements

Section B. Medicare

5 Enter total revenue received from Medicare (including DSH and IME)
Enter Medicare allowable costs of care relating to payments on line 5

6
7 Subtract line 6 from ine 5 This 1s the surplus (or shortfall)
8

Descnbe in Part VI the extent to which any shortfall reported in line 7 should be treated as community benefit
Also describe in Part VI the costing methodology or source used to determine the amount reported on line 6

Check the box that describes the method used
|:] Cost to charge ratio

D Cost accounting system

Section C. Collection Practices

Other

9a Did the organization have a wntten debt collection policy during the tax year?
b 1f"Yos," did the organization's collection policy that appliod to the largost number of 1ts patients during tho tax year contain provisions on tho
collection practices to be followed for paticnts who are known to qualify for financial assictance” Deceribe in Part VI

Yes | No
1 1 X
2 283,907. '
3
5 2,988,709.
6 4,770,446,
7 | -1,781,737.
9a | X
o | X

[‘Pan'lvdl Management Companies and JOint ventures (owned 10% or more by officers, directors, trustees, key employees, and physicians - see instructions)

(a) Name of entity

(b) Descniption of primary
activity of entity

(c) Organization's
profit % or stock
ownership %

(d) Officers, direct-
ors, trustees, or
key employees’
profit % or stock

ownership %

{e) Physicians’
profit % or
stock
ownership %

732092 11-28-17
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Schedule H (Form 990) 2017 CARE, INC. 32-0090450 Pages
[[Part:V-| Facility Information

Section A Hospital Facilities _ K]
(hst in order of size, from largest to smallest) _ g sl = §
How many hospital facilities did the organization operate % E §. ‘g_ fn _-E
during the tax year? § ; e § § g o
Name, address, primary website address, and state license number 8 § 2 o E S § 5 Facility
(and if a group return, the name and EIN of the subordinate hospital @ E g _g 8 ;:a’ 3 % reporting
organization that operates the hosprtal facility) 2_;‘ E ;E: § :E; § F.t. f.":l Other (describe) group
1 SOUTHERN CRESCENT HOSP. FOR SPEC. CARE

11 UPPER RIVERDALE ROAD

RIVERDALE, GA 30274

, LONG-TERM ACUTE
X CARE HOSPITAL

732093 11-28-17 Schedule H (Form 990) 2017



SOUTHERN CRESCENT HOSPITAL FOR SPECIALTY
Schedule H (Form 990) 2017 CARE, INC. 32-0090450 Pages
[[Rart,VA| Facility Information oninueq)

Section C. Supplemental Information for Part V, Section B. Provide descriptions required for Part V, Section B, lines 2, 3, 5, 6a, 6b, 7d, 11, 13b,
13h, 15e, 16}, 18e, 19e, 20e, 21c, 21d, 23, and 24 If applicable, provide separate descriptions for each hospital facility in a facility reporting

group, designated by facility reporting group letter and hospital facility line number from Part V, Section A (A, 1," "A, 4," "B, 2," "B, 3," etc ) and
name of hospital facility

7

SOUTHERN CRESCENT HOSP. FOR SPEC. CARE:

PART V, SECTION B, LINE 5: SEVENTEEN INDIVIDUAL COMMUNITY STAKEHOLDERS

WERE INTERVIEWED AND ONE FOCUS GROUP OF NINE PATIENTS AND FAMILY ADVISORS

(PFA) WAS CONDUCTED BY THE STRATEGIC PLANNING OFFICE. THESE STAKEHOLDERS

INCLUDED A MIX OF INTERNAL AND EXTERNAL REPRESENTATIVES TO SRMC, PASTORS,

PUBLIC HEALTH OFFICIALS, HEALTH CARE PROVIDERS, SOCIAL AGENCY

REPRESENTATIVES, GOVERNMENT LEADERS, AND BOARD MEMBERS. SEE APPENDIX B OF

THE CHNA FOR INDIVIDUAL STAKEHOLDER NAMES.

SOUTHERN CRESCENT HOSP. FOR SPEC. CARE:

PART V, SECTION B, LINE 6A: SOUTHERN REGIONAL MEDICAL CENTER

SOUTHERN CRESCENT HOSP. FOR SPEC. CARE:

PART V, SECTION B, LINE 11: FOR THE FISCAL YEAR, THE HOSPITAL WILL FOCUS

ON THE FOLLOWING POPULATIONS OR INDIVIDUALS WITH SPECIFIC DISEASES AS

IDENTIFIED IN THE CHNA:

HEART DISEASE

DIABETES

ACCESS TO SERVICES/MEDICAL CARE

RESPIRATORY/ASTHMA

OBESITY/OVERWEIGHT

THERE WERE MANY NEEDS IDENTIFIED, BUT THE HOSPITAL IS LIMITED IN SCOPE AND
732098 11-28-17 Schedule H (Form 990) 2017
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SOUTHERN CRESCENT HOSPITAL FOR SPECIALTY

Schedule H {Form 990) 2017 CARE, INC. 32-0090450 Pages
[Part,VA] Facility Information ontinueq) -

Section C. Supplemental Information for Part V, Section B. Provide descriptions required for Part V, Section B, lines 2; 3), 5, 6a, 6b, 7d, 11, 13b,
13h, 15e, 16, 18e, 19e, 20e, 21c, 21d, 23, and 24. If applicable, provide separate descriptions for each hospital facility in a facility reporting
group, designated by facility reporting group letter and hospital facility ine number from Part V, Section A ("A, 1," “A, 4," "B, 2," "B, 3," etc ) and

* name of hospital facility

AVAILABLE RESOURCES, THEREFORE IT WILL FOCUS ITS ENERGIES ON THESE TWO

DISEASE POPULATIONS.

THE LONG TERM ACUTE CARE HOSPITAL WILL FOCUS EFFORTS TO IMPROVE CONDITIONS

RELATED TO INDIVIDUALS WITH HEART DISEASE, DIABETES, ACCESS TO CARE,

RESPIRATORY/ASTHMA, AND/OR OBESITY/OVERWEIGHT. THE PROGRAM OBJECTIVES ARE .

TO HAVE BETTER EDUCATED COMMUNITIES RELATED TO PREVENTION AND ACCESS. THE

GOAL IS THAT THROUGH THE EFFORTS OF THE HOSPITAL, THERE WILL BE A LOWER

PREVALENCE OF HEART DISEASE, DIABETES, RESPIRATORY/ASTHMA,

OBESITY/OVERWEIGHT AND IMPROVED ACCESS TO CARE/SERVICES IN THE COMMUNITIES

SERVED. s

732098 11-28-17 Schedule H {Form 990) 2017
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Schedule H (Form 990) 2017 CARE, INC. 32-0090450 Pages

[{PartiVy’| Facility Information (ontinued)
Section D. Other Health Care Facilities That Are Not Licensed, Registered, or Similarly Recognized as a Hospital Facility

(ist in order of size, from largest to smallest)

How many non-hospital health care facilities did the organization operate durning the tax year? N 0

Name and address ‘ Type of Facility (descrbe)

Schedule H (Form 990) 2017

732099 11-28-17

\\\



SOUTHERN CRESCENT HOSPITAL FOR SPECIALTY
* Schedule H (Form 990) 2017 CARE, INC. 32-0090450 Pagesa
|Part V'| Facility Information (,ntnued)
Section B. Facility Policies and Practices
(complete a separate Section B for each of the hospital facilities or facility reporting groups listed in Part V, Section A)

Name of hospital facility or letter of facility reporting group  SOUTHERN CRESCENT HOSP. FOR SPEC. CARE

Line number of hospital facility, or line numbers of hospital
facilities in a facility reporting group (from Part V, Section A): 1

Yes | No
Community Health Needs Assessment T . |
1 Was the hospital facility first licensed, registered, or similarly recognized by a state as a hospital facility in the
current tax year or the immediately preceding tax year? 1 X
2 Was the hospital facility acquired or placed into service as a tax-exempt hospital in the current tax year or
the immediately preceding tax year? If "Yes," provide details of the acquisition in Section C 2 X
3 During the tax year or either of the two immediately preceding tax years, did the hospital facility conduct a
community health needs assessment (CHNA)? If “No," skip to line 12 3 X
If "Yes," indicate what the CHNA report describes (check all that apply) ,
a A definition of the community served by the hospital facility
b Demographics of the community
c Existing health care facilities and resources within the community that are available to respond to the health needs
of the community
d How data was obtained !
e The significant health needs of the community
f Primary and chronic disease needs and other health i1ssues of uninsured persons, low-income persons, and minority
groups
g The process for identifying and prioritizing community health needs and services to meet the community health needs
h The process for consulting with persons representing the community’s interests
i The impact of any actions taken to address the significant health needs identified in the hospital facility's prior CHNA(s) |,
i L Other (describe n Section C) ; e |
4 Indicate the tax year the hospital facility last conducted a CHNA 20 LG N
5 In conducting its most recent CHNA, did the hospital facility take into account input from persons who represent the broad
interests of the community served by the hosprtal facility, including those with special knowledge of or expertise in public
health? If "Yes," describe in Section C how the hospital facility took into account input from persons who represent the
community, and identify the persons the hospital facibty consulted s [ X
6a Was the hospital facility’'s CHNA conducted with one or more other hospital faciities? If "Yes," list the other
hospital facilities in Section C 6a | X
b Was the hospital facility's CHNA conducted with one or more organizations other than hospital faciities? If "Yes,"
list the other organizations in Section C 6b X
7 Did the hospital facility make its CHNA report widely available to the public? 7 X
If “Yes," indicate how the CHNA report was made widely available (check all that apply) 1 R
a Hospital facility’'s website (hist url) : |
b Other webstte (ist ur) SEE DISCLOSURE : ‘
c [X’ Made a paper copy available for public inspection without charge at the hospital facility
d El Other (descnbe in Section C)
8 Did the hospital facility adopt an implementation strategy to meet the significant community health needs
identified through its most recently conducted CHNA? If "No," skip to line 11 8 X
9 Indicate the tax year the hospital facility last adopted an implementation strategy 20 LG . l
10 Is the hospital facility’'s most recently adopted implementation strategy posted on a website? 10 | X
alf"Yes," istur) SEE DISCLOSURE : |
b If "No," 1s the hospital facility’s most recently adopted implementation strategy attached to this return? 10b
11 Describe in Section C how the hospital facility 1s addressing the significant needs identified in its most 1T 1
recently conducted CHNA and any such needs that are not being addressed together with the reasons why
such needs are not being addressed ) !
12a Did the organization incur an excise tax under section 4959 for the hospital facility's failure to conduct a
CHNA as required by section 501(r)(3)? 12a X
b If "Yes" to line 12a, did the organization file Form 4720 to report the section 4959 excise tax? 12b _
c If “Yes" to ne 12b, what Is the total amount of section 4959 excise tax the organization reported on Form 4720 | N
for all of its hospital facilities? $ e

732094 11-28-17 Schedule H (Form 990) 2017



SOUTHERN CRESCENT HOSPITAL FOR SPECIALTY

Schedule H (Form 990) 2017 CARE, INC. 32-0090450 Pages

[ Part V | Facility Information (ontinued)

Financial Assistance Policy (FAP)

Name of hospital facility or letter of facility reporting group SOUTHERN CRESCENT HOSP. FOR SPEC. CARE

13

Yes | No

T

Did the hospital facility have in place during the tax year a wntten financial assistance policy that

Explained eligibility cnitena for financial assistance, and whether such assistance included free or discounted care? 13| X

If "Yes," indicate the eligibility cniternia explained in the FAP T
Federal poverty guidelines (FPG), with FPG family income limit for eligibiity for free care of 200 %
and FPG family income hmit for eligibility for discounted care of 400 %

Income level other than FPG (describe in Section C)

Asset level

Medical indigency

Insurance status

Undernsurance status

[Ibdbdbdbdbd e

Residency '
D Other (describe in Section C)

Explained the basis for calculating amounts charged to patients? 174 | X

Explained the method for applying for financial assistance? 151 X

If "Yes," indicate how the hospital facility’'s FAP or FAP application form (including accompanying instructions) . A
explained the method for applying for financial assistance (check all that apply)
Described the information the hospital facility may require an individual to provide as part of his or her application

a

b Described the supporting documentation the hospital facility may require an individual to submit as part of his
or her application

c l:] Provided the contact information of hospital facility staff who can provide an individual with information '
about the FAP and FAP application process

d D Provided the contact information of nonprofit organizations or government agencies that may be sources ‘
of assistance with FAP applications

e L_| Other {descnbe in Section C)

16 Was widely publicized within the community served by the hospital facility? 16
If “Yes," indicate how the hospital facility publicized the policy (check all that apply) o

a D The FAP was widely available on a webstte (st url)

b [:l The FAP application form was widely available on a website (list url)

c l:] A plain language summary of the FAP was widely available on a website (st url)

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

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

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

g |:| Individuals were notified about the FAP by being offered a paper copy of the plain language summary of the FAP,
by receving a conspicuous written notice about the FAP on therr billing statements, and via conspicuous public
displays or other measures reasonably calculated to attract patients’ attention

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

0]

The FAP, FAP application form, and plain language summary of the FAP were translated into the primary language(s)
spoken by LEP populations
Other {describe in Section C)

Schedule H (Form 930) 2017
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SOUTHERN CRESCENT HOSPITAL FOR SPECIALTY ’
Schedule H (Form 990) 2017 CARE, INC. 32-0090450 Pages

{Part'V; | Facility Information (ontinueq)
Billing and Collections

Name of hospital facility or letter of facility reporting group’ _ SOUTHERN CRESCENT HOSP. FOR SPEC. CARE

Yes | No

17 Did the hospital facility have in place during the tax year a separate billing and collections policy, or a written financial
assistance policy (FAP) that explained all of the actions the hospital facility or other authonized party may take upon
nonpayment? ' 17 X

18 Check all of the following actions against an individual that were permitted under the hospital facility's policies during the
tax year before making reasonable efforts to determine the individual's eligibility under the facility’s FAP s

Reporting to credit agency(tes)

Selling an individual's debt to another party

0O oW

OO 000

3
Deferring, denying, or requiring a payment before providing medically necessary care due to nonpayment of a i’
previous bill for care covered under the hosprtal facility’'s FAP i
d Actions that require a legal or judicial process
e Other similar actions (descrbe in Section C) H
f X | None of these actions or other similar actions were permitted I

19 Did the hospital facility or other authonzed party perform any of the following actions during the tax year before making
reasonable efforts to determine the individual's eligibility under the facility's FAP? 19 X

If “Yes," check all actions in which the hospital facility or a third party engaged

a D Reporting to credit agency(ies) ‘ .
b D Selling an individual's debt to another party : .
c D Deferring, denying, or requiring a payment before providing medically necessary care due to nonpayment of a i '
previous bill for care covered under the hospital facility's FAP , ,
d I___l Actions that require a legal or judicial process { J Yo
e D Other similar actions (descnibe in Section C) L 1 =
20 Indicate which efforts the hospital facility or other authorized party made before initiating any of the actions hsted (whether or
not checked) in line 19 (check all that apply)
a |:| Provided a written notice about upcoming ECAs (Extraordinary Collection Action) and a plain language summary of the
FAP at least 30 days before initiating those ECAs
b D Made a reasonable effort to orally notify individuals about the FAP and FAP application process
c D Processed incomplete and complete FAP applications
d [:] Made presumptive eligibility determinations
e [:] Other (describe in Section C)
f D None of these efforts were made
Policy Relating to Emergency Medical Care
21 Did the hospital facility have in place during the tax year a written policy relating to emergency medical care
that required the hospital facility to provide, without discnmination, care for emergency medical conditions to
individuals regardless of their eligibility under the hospital facility’s financial assistance policy? 21 X

!
I

If "No," indicate why
The hospital facility did not provide care for any emergency medical conditions
The hospital facility's policy was not in wnting
The hospital facility hmited who was eligible to receive care for emergency medical conditions {describe in Section C)
Other (describe in Section C)

e

100

Honn e

) Schedule H (Form 990) 2017
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SOUTHERN CRESCENT HOSPITAL FOR SPECIALTY
Schedule H (Form 990) 2017 CARE, INC. 32-0090450 Page7
[Part V| Facility Information ,ntinueq) i
Charges to Individuals Eligible for Assistance Under the FAP (FAP-Eligible Individuals)
Name of hospital facility or letter of facility reporting group _ SOUTHERN CRESCENT HOSP. FOR SPEC. CARE

Yes | No
22 Indicate how the hospital facility determined, during the tax year, the maximum amounts that can be charged to FAP-eligible ‘ | ‘ ]
individuals for emergency or other medically necessary care . !
a |:] The hospital facility used a look-back method based on claims allowed by Medicare fee-for-service during a prior . ; .
12-month penod o 1+
b Cl The hospatal facility used a look-back method based on claims allowed by Medicare fee-for-service and all private v
health insurers that pay claims to the hospital facility during a prior 12-month period ; I )
c [:J The hospital facility used a look-back method based on claims allowed by Medicaid, either alone or in combination f T
with Medicare fee-for-service and all private health insurers that pay claims to the hospital facility durning a prior :
12-month period v )
d The hosprtal facility used a prospective Medicare or Medicaid method M .
23 During the tax year, did the hospital facility charge any FAP-eligible individual to whom the hospital facility provided
emergency or other medically necessary services more than the amounts generally billed to individuals who had
insurance covering such care? 23 X
If "Yes," explain in Section C i:_‘_ ‘__ |
24 Durning the tax year, did the hospital facility charge any FAP-eligible individual an amount equal to the gross charge for any
service provided to that individual? 24 X
if "Yes," explain in Section C ;_,,-” ;:Zj L.':. ;

-1Schedule H (Form 990) 2017
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SOUTHERN CRESCENT HOSPITAL FOR SPECIALTY
* Schedule H (Form 990) 2017 CARE, INC. 32-0090450 Page 10

{Part'VI'[ Supplemental Information ~

Provide the following information.

1 Required descriptions. Provide the descriptions required for Part |, lines 3c, 6a, and 7, Part Il and Part lll, hnes 2, 3, 4, 8 and
9b

2 Needs assessment. Describe how the organization assesses the health care needs of the communities it serves, in addition to any
CHNAs reported in Part V, Section B

3 Patient education of eligibility for assistance. Describe how the organization informs and educates patients and persons who may be billed
for patient care about therr ehgibility for assistance under federal, state, or local government programs or under the organization's financial
assistance policy

4 Community information. Describe the community the organization serves, taking into account the geographic area and demographic
constituents it serves

5 Promotion of community health. Provide any other information important to describing how the organization’s hosputal facilities or other health
care facilities further its exempt purpose by promoting the health of the community (e g , open medical staff, community board, use of surplus
funds, etc)

6 Affillated health care system. If the organization is part of an affiliated health care system, describe the respective roles of the organization
and its affiiates in promoting the health of the communities served

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

PART I, LINE 3C:

IN ADDITION TO PROVIDING CHARITY CARE BASED ON THE FEDERAL POVERTY

GUIDELINES, THE HOSPITAL PROVIDES CARE TQ MEDICALLY INDIGENT PATIENTS

WHOSE MEDICAL OR HOSPITAL BILLS AFTER PAYMENT BY THIRD-PARTY PAYERS EXCEED

25% OF THE PATIENT'S ANNUAL GROSS INCOME AND THE PATIENT IS UNABLE TO PAY

THE REMAINING BILL.

PART I, LINE 7:

WORKSHEET 2 OF THE SCHEDULE H INSTRUCTIONS WAS USED TO DERIVE A

COST-TO-CHARGES RATIO USED TO CALCULATE AMOUNTS OF COMMUNITY BENEFIT

EXPENSE AT COST FOR PART I, LINE 7.

PART III, LINE 2:

THE ORGANIZATION USES FORM 990, SCHEDULE H, WORKSHEET A TO DETERMINE THE

BAD DEBT EXPENSE AT COST REPORTED AT SCHEDULE H, PART III, SECTION A, LINE

2 USING THE COST-TO-CHARGE RATIO CALCULATED AT FORM 990, SCHEDULE H,

WORKSHEET 2, LINE 11. THE ORGANIZATION'S TOTAL BAD DEBT EXPENSE

ATTRIBUTABLE TO PATIENT CHARGES (TOTAL OF ALL HOSPITAL FACILITIES) IS IN
732100 11-28-17 Schedule H (Form 990) 2017




SOUTHERN CRESCENT HOSPITAL FOR SPECIALTY

Schedule H (Form 990) CARE, INC. 32-0090450 Ppage 10
[;Part VI:[ Supplemental Information continuation)

ACCORDANCE WITH THE ORGANIZATION'S FINANCIAL STATEMENTS. BAD DEBT

EXPENSE IS NET OF: (1) CONTRACTUAL ALLOWANCES, (2) PAYMENTS RECEIVED AND

(3) RECOVERIES OF BAD DEBT PREVIQUSLY WRITTEN OFF.

PART III, LINE 3:

ALL UNPAID PATIENT BALANCES ATTRIBUTABLE TO PATIENTS ELIGIBLE UNDER THE

ORGANIZATION'S CHARITY CARE POLICY OR PATIENTS FOR WHOM SUFFICIENT

INFORMATION WAS NOT OBTAINED TO MAKE A DETERMINATION OF THEIR ELIGIBILITY

ARE WRITTEN OFF AS CHARITY CARE AND NOT TO BAD DEBT EXPENSE. THEREFORE NO

AMOUNT OF BAD EXPENSE IS ATTRIBUTABLE TO PATIENTS THAT MAY QUALIFY FOR

FINANCIAL ASSISTANCE.

PART IIT, LINE 4:

SOUTHERN CRESCENT HOSPITAL FOR SPECIALTY CARE"FOLLOWS IN PRINCIPLE

HEALTHCARE FINANCIAL MANAGEMENT ASSOCIATION STATEMENT NO. 15. THE SYSTEM

HAS ADOPTED AN UNCOMPENSATED CARE POLICY WHERE REVENUE FROM SERVICES

PROVIDED TO THE UNINSURED IS RECOGNIZED AT THE TIME OF SERVICE, AND AN

OFFSETTING ALLOWANCE FOR VOLUNTARY FREE CARE IS RECORDED. ACCORDINGLY,

ALL ACCOUNTS RECEIVABLE FROM THE UNINSURED HAVE BEEN FULLY RESERVED IN THE

ALLOWANCE FOR VOLUNTARY FREE CARE.

THE ORGANIZATION DOES NOT ISSUE AUDITED FINANCIAL STATEMENTS.

PART IIT, LINE 8:

THE ORGANIZATION USED THE MEDICARE COST REPORT TO DETERMINE COSTS OF CARE

RELATING TO MEDICARE PATIENTS.

PART III, LINE 9B:

Schedule H (Form 990)
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Schedule H (Form 990) CARE, INC. 32-0090450 page 10
|Part VIi| Supplemental Information (continuation) )

SOUTHERN CRESCENT HOSPITAL DOES NOT OUTSQURCE PATIENT BALANCES TO A THIRD

PARTY DEBT COLLECTION AGENCY. ALL COLLECTIONS ARE DONE BY IN-HOUSE

COLLECTORS USING COLLECTION LETTERS. PATIENTS ARE NOT SUBJECT TO

HARASSMENT OR LEGAL ACTION DUE TO THEIR INCAPACITY TO PAY. PATIENTS THAT

ARE UNABLE TO PAY ARE SENT CHARITY CARE INFORMATION.

UPON ADMISSION, PATIENTS WHO HAVE NO INSURANCE COVERAGE AND NO ABILITY TO

PAY WILL BE GIVEN CONSIDERATION FOR CHARITY CARE. EVERY EFFORT WILL BE

MADE TO OBTAIN THE APPROPRIATE FINANCIAL DOCUMENTATION TO DETERMINE THE

ABILITY TO PAY FOR SERVICES.

PATIENTS RECEIVE PRIVATE LETTERS/BILLS EACH MONTH INDICATING THEIR BALANCE

DUE. PATIENTS WHO HAVE NOT MADE PAYMENTS FOR A 30-DAY PERIOD WILL RECEIVE

A LETTER REQUESTING PAYMENT. PATIENTS WHO ARE UNABLE TO PAY THEIR BALANCE

WILL BE CONSIDERED FOR CHARITY CARE IF APPROPRIATE. COLLECTION EFFORTS

WILL CONTINUE FOR 120 DAYS WITH THE PATIENT/GUARANTOR RECEIVING AT LEAST

THREE LETTERS REQUESTING PAYMENT WITHIN SAID 120 DAY PERIOD. ACCOUNTS

THAT ARE NOT DEEMED ELIGIBLE FOR CHARITY CARE OR MEDICAL INDIGENCE WILL BE

WRITTEN OFF AS BAD DEBT FOLLOWING THE 120 DAY COLLECTION PERIOD.

PART VI, LINE 2:

SOUTHERN CRESCENT HOSPITAL OF SPECIALTY CARE HAS DEVELOPED THE 2015

COMMUNITY BENEFIT PLAN BASED UPON PRIORITIZATION OF THE COMMUNITY HEALTH

NEEDS ASSESSMENT AND STRIVES TO ENSURE BEST PRACTICES AND STANDARDS OF

CARE ARE MET. HEALTHCARE PRIORITIES INCLUDE:

-~ 1) PRIMARY CARE ACCESS,

2) GEOGRAPHIC DISPARITIES,

3) UNDER/UNINSURED/WORKING POOR,

! Schedule H (Form 990)
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Schedule H (Form 930) CARE, INC. 32-0090450 Page 10
[Part VI'l Supplemental Information (continuation) '

4) ACCESS TO INFORMATION/REFERRALS,

5) CARDIOVASCULAR DISEASE, DIABETES, RESPIRATORY CANCER AND OTHER

CHRONIC DISEASES,

6) SENIOR POPULATION, AND

7) 45-64 YEAR OLD POPULATION GROUP

AN ADDITIONAL AREA OF FOCUS OVERLAPPING MANY OF THESE PRIORITIES IS THE

ALREADY HIGH AND INCREASING PERCENTAGE OF CONSOLIDATED METROPOLITAN

STATISTICAL AREA (CMSA) RESIDENTS OF HISPANIC DESCENT. BARRIERS TO ACCESS

HEALTHCARE INCLUDE:

1) LIMITED ACCESS,

2) INABILITY TO PAY FOR SERVICES,

3) LACK OF TRANSPORTATION, AND

4) LANGUAGE BARRIERS AND CULTURAIL DIFFERENCES

SOCIOECONOMIC FACTORS IMPACTING ACCESS TO HEALTHCARE INCLUDE:

1) LACK OF EMPLOYMENT OPPORTUNITIES,

2) INCREASED NUMBER OF RESIDENTS WITH MEDIAN INCOME OF < $25,000,

3) OVER-UTILIZATION OF EMERGENCY DEPARTMENT (ED) FOR PRIMARY CARE

SERVICES, AND

4) DIMINISHED HEALTH COVERAGE

PART VI, LINE 3:

ALL PATIENTS ARE ASSESSED DURING THE REGISTRATION PROCESS. PATIENTS

IDENTIFIED AS POSSIBLE CHARITY CASES WILL BE ASKED TO COMPLETE AN

APPLICATION FOR FINANCIAL ASSISTANCE. PATIENTS WHO MAY QUALIFY FOR

FINANCIAL ASSISTANCE FROM A GOVERNMENTAL PROGRAM BUT ARE NOT CURRENTLY

ENROLLED ARE REFERRED TO THE APPROPRIATE PROGRAM. PATIENTS WHO CAN PROVE
) Schedule H (Form 990)
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[ Part VI| Supplemental Information (continuation)

ELIGIBILITY FOR MEDICAID BUT ARE NOT PATIENTS IN A MEDICAID-APPROVED

HOSPITAL WILL BE DEEMED AS INDIGENT AND AUTOMATICALLY QUALIFY FOR CHARITY

CARE. PATIENTS ADMITTED TO THE HOSPITAL WITH MEDICARE AS THE ONLY

INSURANCE WILL BE MONITORED AS MEDICARE DAYS NEAR DEPLETION. THIRTY DAYS

PRIOR TO THE END OF THE MEDICARE COVERAGE, AN INTERVIEW AND AN APPLICATION

FOR FINANCIAL ASSISTANCE WILL BE REQUESTED AS APPROPRIATE. THESE PATIENTS

ARE ASSESSED AS TO MEETING THE GUIDELINES FOR RECEIVING CHARITY CARE IF

THE STAY SHOULD EXCEED MEDICARE COVERAGE LIMITS. AS SOON AS SUFFICIENT

INFORMATION IS AVAILABLE CONCERNING THE PATIENT'S FINANCIAL RESOURCES AND

ELIGIBILITY FOR GOVERNMENT ASSISTANCE, A DETERMINATION IS MADE CONCERNING

THE PATIENT'S ELIGIBILITY FOR CHARITY. NO COLLECTION EFFORT IS PURSUED ON

A CHARITY ACCOUNT AFTER SUCH DETERMINATIONS ARE MADE.

PART VI, LINE 4:

THE ORGANIZATION SERVES THE PATIENTS IN THE SOUTHERN CRESCENT OF THE METRO

ATLANTA AREA. OUR PRIMARY SERVICE AREA INCLUDES CLAYTON COUNTY, FAYETTE

COUNTY, HENRY COUNTY AND PORTIONS OF SOUTH FULTON COUNTY. THE SOUTHERN

CRESCENT IS A LARGE DIVERSE COMMUNITY AND THE ORGANIZATION OFFERS SERVICES

TO MEET THESE VARIED NEEDS.

THE STATE OF GEORGIA HAS 13.1% PERSONS 65 YEARS AND OVER AND 16.0% PERSONS

BELOW POVERTY LEVEL. CLAYTON COUNTY HAS 8.9% PERSONS 65 YEARS AND OVER

AND 23.3% PERSONS BELOW POVERTY LEVEL. FAYETTE COUNTY HAS 17.4% PERSONS

65 YEARS AND OVER AND 7.0% PERSONS BELOW POVERTY LEVEL. HENRY COUNTY HAS

11.1% PERSONS 65 YEARS AND OVER AND 9.9% PERSONS BELOW POVERTY LEVEL.

FULTON COUNTY HAS 11.1% PERSONS 65 YEARS AND OVER AND 16.0% PERSONS BELOW

POVERTY LEVEL.

Schedule H (Form 990)
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* Schedule H (Form 990) CARE, INC. 32-0090450 Page 10
[Part VIi| Supplemental Information (continuation)

PART VI, LINE 5:

SURPLUS FUNDS ARE EITHER APPLIED TO MEETING COMMUNITY CHARITY CARE NEEDS

OR PROVIDED TO OTHER EXEMPT ORGANIZATIONS IN THEIR MISSION TO SUPP-ORT

COMMUNITY NEEDS.

PART VI, LINE 6:

THE ORGANIZATION IS NOT PART OF AN AFFILIATED HEALTHCARE SYSTEM.

PART VI, LINE 7, LIST OF STATES RECEIVING COMMUNITY BENEFIT REPORT:

GA

Schedule H {(Form 990)
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+ SGHEDULE O Supplemental Information to Form 990 or 990-EZ CHB B 1545
(Form 990 or 990-E2) Complete to provide information for responses to specific questions on 20 17
Form 990 or 990-EZ or to provide any additional information.
Department of the Treasury > Attach to Form 990 or 990-EZ. Open to Public I
Internal Revenue Service P Go to www.irs.qov/Form990 for the latest information. Inspection
Name of the organization SOUTHERN CRESCENT HOSPITAL FOR SPECIALTY Employer identification number
CARE, INC. 32-0090450

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

INTERDISCIPLINARY, HOLISTIC TEAM APPROACH INCORPORATING MEDICAL

MANAGEMENT, PHYSICAL, RESPIRATORY, OCCUPATIONAL AND SPEECH THERAPIES IN

AN EFFORT TO RESTORE INDIVIDUAL QUALITY OF LIFE TO AS HIGH A DEGREE AS

POSSIBLE AND TO PROMOTE SELF-HELP AND INDEPENDENCE TO THE EXTENT

FEASIBLE. THE SPIRITUAL NEEDS OF THE PATIENTS, FAMILIES AND SIGNIFICANT

OTHERS ARE PROVIDED FOR AS WELL. THE GROWTH AND DEVELOPMENT OF SOUTHERN

CRESCENT HOSPITAL FOR SPECIALTY CARE IS DETERMINED BY THE HEALTH CARE

NEEDS OF THE COMMUNITIES THAT IT SERVES, AVAILABLE RESOURCES, AND THE

INTERRELATIONSHIP OF THOSE SERVING AND THOSE BEING SERVED. RESPONSIBLE

-

STEWARDSHIP MANDATES THAT SOUTHERN CRESCENT HOSPITAL FOR SPECIALTY CARE

SEARCH OUT NEW, EFFECTIVE MEANS—TO—DELIVER—QUALITY—HEALTH-CARE—AND—TO

PROMOTE WHOLENESS IN THE HUMAN PERSON FOR THOSE WHO REQUIRE THIS

LONG-TERM ACUTE CONTINUUM OF CARE.

THE VISION OF SOUTHERN CRESCENT HOSPITAL FOR SPECIALTY CARE IS TO

PROVIDE HEALTH CARE THAT IS SPIRITUALLY ROOTED, FULLY INTEGRATED IN THE

CONTINUUM OF CARE, SUPPORTIVE OF HEALTHIER COMMUNITIES, INNOVATIVE AND

INTERDISCIPLINARY IN A HOLISTIC APPROACH TO CARE, AND COMPASSIONATE IN

RESPONSE TO THE NEEDS OF PATIENTS IN THEIR LIFE JOURNEY. SOUTHERN

CRESCENT HOSPITAL FOR SPECIALTY CARE'S APPROACH TO STRENGTHEN CURRENT

MINISTRIES; TO IMPLEMENT INNOVATIVE APPROACHES TO CARING FOR THE WHOLE

PERSON; TO INCREASE ACCESS TO HEALTH CARE FOR THE POOR AND UNDERSERVED

THROUGH ADVOCACY AND OTHER INITIATIVES; TO MAKE A CONTRIBUTION TO

CREATING HEALTHY COMMUNITIES; AND TO CREATE A WORK ENVIRONMENT FILLED

WITH HOPE, DIGNITY, AND MUTUAL RESPECT.

LHA For Paperwork Reduction Act Notice, see the Instructions for Form 990 or 990-EZ. Schedule O (Form 990 or 990-EZ) (2017)
732211 09-07-17
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Name of the organization SOUTHERN CRESCENT HOSPITAL FOR SPECIALTY Employer identification number
CARE, INC. 32-0090450

COMMUNITY BENEFITS

IN SUPPORT OF ITS MISSION AND PHILOSOPHY REGARDING SOCTAL

ACCOUNTABILITY, SOUTHERN CRESCENT HOSPITAL FOR SPECIALTY CARE PROVIDES

CARE TO PATIENTS WHO BEAR A SIGNIFICANT HEALTH-CARE FINANCIAL BURDEN

RELATIVE TO THEIR FINANCIAL RESOURCES. SOUTHERN CRESCENT HOSPITAL FOR

SPECIALTY CARE CLASSIFIES THE RESOURCES UTILIZED FOR THE CARE OF

PATIENTS BEARING A SIGNIFICANT HEALTH CARE FINANCIAL BURDEN AS COMPARED

TO THEIR RESQURCES AS CHARITY CARE. CHARITY CARE INCLUDES THE COST OF

SERVICES PROVIDED TO PERSONS WHO CANNOT AFFORD HEALTH CARE BECAUSE OF

THE FINANCIAL BURDEN OF THE HEALTH CARE SERVICES AND/OR WHO ARE

UNINSURED OR UNDERINSURED. CHARITY CARE IS PROVIDED WITHOUT CHARGE OR

AT A CHARGE THAT IS LESS THAN THE USUAL CHARGE FOR SUCH SERVICES. THE

DETERMINATION AS TO THE AMOUNT TO BE CHARGED, IF ANY, IS MADE ACCORDING

TO A PATIENT'S ABILITY TO PAY, CONSIDERATION OF THE PATIENT'S ASSETS

AND LIABILITIES, AND DETERMINED BY THE ESTABLISHED ELIGIBILITY CRITERIA

BASED ON THE MOST CURRENT FEDERAL POVERTY GUIDELINES. A FINANCIALLY

INDIGENT PATIENT IS ONE WHO IS UNINSURED OR UNDERINSURED AND WHOSE

ECONOMIC CIRCUMSTANCES PLACE THEM AT OR UNDER 200% OF THE FEDERAL

POVERTY GUIDELINES. A MEDICALLY INDIGENT PATIENT IS A PERSON WHO'S

MEDICAL OR HOSPITAL BILLS AFTER PAYMENT BY THIRD-PARTY PAYERS EXCEEDS

25% OF THEIR ANNUAL GROSS INCOME. NO PATIENT IS REFUSED NECESSARY

MEDICAL CARE ON THE BASIS OF THEIR INABILITY TO PAY.

IN ADDITION TO UNCOMPENSATED COSTS, SOUTHERN CRESCENT HOSPITAL FOR

SPECIALTY CARE SUPPORTS AND PARTICIPATES IN COMMUNITY BENEFIT PROGkAMS

DESIGNED TO POSITIVELY IMPACT THE HEALTH STATUS OF THE COMMUNITIES
732212 09-07-17 Schedule O (Form 990 or 990-EZ) (2017)
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Name of the organization SOUTHERN CRESCENT HOSPITAL FOR SPECIALTY Employer identification number
CARE, INC. 32-0090450

SERVED.

REIMBURSED GOVERNMENT SPONSORED PROGRAMS

IN ADDITION TO THE PROVISION OF CARE WITHOUT EXPECTATION OF PAYMENT

(CHARITY CARE), SOUTHERN CRESCENT HOSPITAL FOR SPECIALTY CARE PROVIDES

SERVICES TO PERSONS COVERED UNDER GOVERNMENT SPONSORED PROGRAMS,

INCLUDING MEDICARE, TRICARE (FORMERLY CHAMPUS WHICH PROVIDES CIVILIAN

HEALTH CARE BENEFITS TO MILITARY PERSONNEL, MILITARY RETIREES AND THEIR

DEPENDENTS, AND SOME MEMBERS OF THE RESERVE COMPONENT) AND TRICARE FOR

LIFE (A MEDICARE SUPPLEMENT INSURANCE PROGRAM AVAILABLE TO INDIVIDUALS

WHO HAD BEEN ELIGIBLE FOR TRICARE).

AS ALREADY CITED, SOUTHERN CRESCENT HOSPITAL FOR SPECTIALTY CARE

PROVIDED MEDICAL SERVICES TO PERSONS COVERED UNDER THE FEDERAL MEDICARE

PROGRAM WHICH, IN FACT, COMPRISED THE LARGEST SINGLE PAYER

CLASSIFICATION OF PATIENTS SERVED BY THIS HEALTH SYSTEM. THE PAYMENT

RATE FOR INPATIENT SERVICES IS ON A PER DISCHARGE RATE, CALCULATED

BASED ON THE DIAGNOSTIC-RELATED GROUP INTO WHICH THE PATIENT IS

CATEGORIZED.

FORM 990, PART VI, SECTION A, LINE 1:

AN EXECUTIVE COMMITTEE MAY BE FORMED AND, TIF SO, SHALL ACT IN ACCORDANCE

WITH THIS SECTION 5-2.1. THE EXECUTIVE COMMITTEE SHALL CONSIST OF AT LEAST

THREE (3) MEMBERS OF THE BOARD ELECTED BY THE BOARD AT ITS ANNUAL MEETING.

A CHAIRPERSON SHALL BE DESIGNATED BY THE BOARD FROM AMONG THE VOTING

MEMBERS.

732212 09-07-17 . Schedule O (Form 990 or 930-EZ) (2017)
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Name of the organization SOUTHERN CRESCENT HOSPITAL FOR SPECIALTY Employer identification number
CARE, INC. 32-0090450

THE EXECUTIVE COMMITTEE, WHEN THE BOARD IS NOT IN SESSION SHALL HAVE AND

EXERCISE ALL OF THE AUTHORITY OF THE BOARD IN THE MANAGEMENT OF THE

CORPORATION EXCEPT AS SUCH AUTHORITY IS LIMITED BY STATUTE, ARTICLES OF

INCORPORATION OR MAY BE LIMITED BY RESOLUTION OF THE BOARD APPOINTING THE

EXECUTIVE COMMITTEE. THE SECRETARY OF THE CORPORATION SHALL KEEP MINUTES

OF ALL EXECUTIVE COMMITTEE ACTIONS. IT SHALL SUBMIT ITS MINUTES TO THE

FULL BOARD QUARTERLY FOR RATIFICATION AND FOR ITS INFORMATION.

THE EXECUTIVE COMMITTEE SHALL ALSO FUNCTION AS A FINANCE COMMITTEE, AND IT

SHALL DETERMINE THE FINANCIAL FEASIBILITY OF PROJECTS REFERRED TO IT BY THE

BOARD. IT MAY CONSIDER MATTERS RELATIVE TO RATE STRUCTURE, CREDIT AND

COLLECTIONS, COSTS, CAPITAL FINANCING, FINANCIAL REPORTING, INTERNAL

CONTROLS AND INTERNAL AND EXTERNAL AUDITS. IN ADDITION, IT SHALL REVIEW

THE CORPORATION'S COMPLIANCE WITH THE BUDGETS APPROVED BY THE BOARD AND

QUARTERLY BUGET EXPERIENCE, AND MAKE APPROPRIATE RECOMMENDATIONS TO THE

BOARD. IT SHALL REVIEW PERIODIC FINANCIAL STATEMENTS AND APPRISE THE BOARD

OF THE CORPORATION'S OFFICERS AND AGENTS ON BOTH CURRENT AND LONG TERM

FISCAL AFFAIRS AND PERFORM SUCH OTHER DUTIES AS MAY BE ASSIGNED TO IT BY

THE BOARD.

FORM 990, PART VI, SECTION A, LINE 3:

SOUTHERN CRESCENT HOSPITAL IS MANAGED BY LHC. THE EMPLOYEES OF LHC ARE

LEASED TO SOUTHERN CRESCENT HOSPITAL TO PERFORM SERVICES. ALL EMPLOYEE

POLICIES OF LHC APPLY TO EMPLOYEES WORKING WITHIN LHC AND EMPLOYEES LEASED

TO SOUTHERN CRESCENT HOSPITAL.

FORM 990, PART VI, SECTION A, LINE 8B:

THERE ARE NO COMMITTEES WITH AUTHORITY TO ACT ON BEHALF OF THE GOVERNING
732212 09-07-17 Schedule O (Form 990 or 990-EZ) (2017)
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Name of the organizaton SOUTHERN CRESCENT HOSPITAL FOR SPECIALTY Employer identification number
CARE, INC. 32-0090450

BODY.

FORM 990, PART VI, SECTION B, LINE 11B:

THE RETURN IS PREPARED BY AN INDEPENDENT ACCOUNTING FIRM. THE MANAGEMENT

ORGANIZATION, LHC, REVIEWS THE PREPARED RETURN FOR ACCURACY. UPON

COMPLETION OF THE FINAL FORM BY THE INDEPENDENT ACCOUNTING FIRM, THE FORM

990 IS SUBMITTED TO THE BOARD OF DIRECTORS FOR REVIEW AND APPOVAL PRIOR TO

FILING THE' RETURN WITH THE INTERNAL REVENUE SERVICE.

FORM 990, PART VI, SECTION B, LINE 12C:

THE ORGANIZATION MAINTAINS SEPARATE CONFLICT OF INTEREST POLICIES FOR

EMPLOYEES OF THE ORGANIZATION AND FOR THE MEMBERS OF THE BOARD OF

DIRECTORS. BOTH POLICIES REQUIRE ANNUAL DISCLOSURE OF ANY CONFLICTS OF

INTEREST. THE EMPLOYEE POLICY. INCLUDES OFFICERS, MEDICAL DIRECTORS AND

OTHER DIRECTORS, AND ALL OTHER ASSOCIATES. THE EMPLOYEE DISCLOSURE IS

REVIEWED BY THE EMPLOYEE'S IMMEDIATE SUPERVISOR. 1IN ADDITION, KEY LEADERS

MUST CERTIFY ANNUALLY THEIR RECEIPT AND UNDERSTANDING OF THE CONFLICT OF

INTEREST POLICY. IF ANY CONFLICTS ARE PRESENT, THE EMPLOYEE AND THE

ORGANIZATION'S ADMINISTRATION WILL IMPLEMENT A MUTUALLY AGREED UPON PLAN TO

RESOLVE THE CONFLICT. IN ADDITION, THE ORGANIZATION IMPLEMENTS AN

INTEGRITY PROGRAM TO SUPPORT AND MAINTAIN THE CORPORATE INTEGRITY OF THE

ORGANIZATION.

THE POLICY FOR THE MEMBERS OF THE BOARD OF DIRECTORS REQUIRES ANY BOARD

MEMBER, UPON DETERMINATION OF A CONFLICT OF INTEREST, TO ABSENT HIMSELF OR

HERSELF WITHOUT COMMENT FROM NOT ONLY THE VOTE BUT ALSO FROM THE

DELIBERATION. BOARD MEMBERS ARE NOT ALLOWED TO BE EMPLOYED BY THE

ORGANIZATION UNLESS THEY HAVE FIRST RESIGNED FROM THE BOARD. IN ADDITION,
732212 09-07-17 Schedule O (Form 990 or 990-EZ) (2017}
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Name of the organization SOUTHERN CRESCENT HOSPITAL FOR SPECIALTY Employer identification number
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AT THE BEGINNING OF EACH BOARD MEETING, THE BOARD CHAIR ASKS THE BOARD

MEMBERS TO REVIEW THE AGENDA AND SHARE ANY POTENTIAL CONFLICTS OF INTEREST

PRIOR TO THE BEGINNING OF BUSINESS.
/

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

THE SALARY FOR THE PRESIDENT/CHAIRMAN OF THE BOARD OF DIRECTORS WAS

DETERMINED WHEN THE ORGANIZATION WAS INCORPORATED AND WAS BASED ON

COMPARATIVE SALARIES FROM PREVIOUS BOARD ASSIGNMENTS. 1IN DETERMINING THE

SALARY FOR THE CEQ, THE BOARD APPROVED PROCEDURES USED BY THE MANAGEMENT

ORGANIZATION, LHC. LHC USES THE SAME PROCEDURE FOR THE CEO AS IS USED FOR

ALL OTHER EMPLOYEES. THE HUMAN RESOURCES DEPARTMENT USES CITY AND STATE

SALARY SURVEYS AVAILABLE TO THE PUBLIC AND COMPARATIVE SALARY RATES USED IN

~ THE VARTOUS HOST HOSPITALS. THE SALARY RATES ARE PERIODICALLY REVIEWED BY

THE HUMAN RESOURCES DEPARTMENT AND REVISED BASED ON CHANGES IN THE MARKET

PLACE.

FORM 990, PART VI, SECTION C, LINE 18:

PHOTOCOPIES OF THE FORM 1023 AND RECENT FILINGS OF THE FORM 990 ARE

AVATILABLE UPON REQUEST AT THE ORGANIZATION'S ADMINISTRATIVE OFFICE. IN

ADDITION, RECENT FILINGS OF THE FORM 990 ARE MADE AVAILABLE ONLINE AT

WWW.GUIDESTAR.ORG.

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

FINANCIAL STATEMENTS ARE MADE AVAILABLE UPON REQUEST. THE ORGANIZATION DOES

{NOT MAKE THE CONFLICT OF INTEREST POLICY OR THE GOVERNING DOCUMENTS

AVAILABLE TO THE PUBLIC.

FORM 990, PART IX, LINE 11G, OTHER FEES:
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OTHER PROFESSIONAL FEES:
PROGRAM SERVICE EXPENSES 537,703.
MANAGEMENT AND GENERAL EXPENSES 195,035.
FUNDRAISING EXPENSES 0.
TOTAL EXPENSES 732,738.
PURCHASED SERVICES:
PROGRAM SERVICE EXPENSES ‘ 392,302.
MANAGEMENT AND’GENERAL EXPENSES 51,629,
FUNDRAISING EXPENSES 0.
TOTAL EXPENSES 443,931.
TOTAL OTHER FEES ON FORM 990, PART IX, LINE 11G, COL A 1,176,669.

FORM 990, PART V, LINE 2:

SOUTHERN CRESCENT HOSPITAL FOR SPECIALTY CARE ENTERED INTO A MANAGEMENT

AGREEMENT WITH LHC, AN UNRELATED ORGANIZATION. AS PROVIDED BY THE

MANAGEMENT AGREEMENT, LHC AGREES TO PROVIDE TO THE HOSPITAL AN

ADMINISTRATOR AND ALL OTHER EMPLOYEES REQUIRED TO STAFF THE HOSPITAL.

SOUTHERN CRESCENT HOSPITAL FOR SPECIALTY CARE PAYS DIRECTLY FROM THEIR

BANK ACCOUNT THE SALARIES OF ALL EMPLOYEES OTHER THAN THE ADMINISTRATOR

AND REIMBURSES LHC FOR THE SALARY EXPENSE OF THE ADMINISTRATOR AND THE

PAYROLL TAXES AND EMPLOYEE BENEFITS ASSOCIATED WITH THE ADMINISTRATOR

AND ALL OTHER EMPLOYEES. TUNDER THIS ARRANGEMENT THERE ARE NO EMPLOYEES

OF SOUTHERN CRESCENT HOSPITAL AND THUS NO FORMS W-2 ISSUED BY SOUTHERN

CRESCENT HOSPITAL FOR SPECIALTY CARE; HOWEVER, THE EXPENSES RELATED TO

THESE EMPLOYEES ARE SHOWN AS SALARY, PAYROLL TAX AND EMPLOYEE BENEFIT

EXPENSES ON FORM 990 PART IX.
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