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Department of the Treasury
‘Intemal Revenue Service

2949302303022 1

Return of Organization Exempt From Income Tax
Under section 501(c), 527, or 4947(a)(1) of the internal Revenue Code (except private fﬁatlog

P Do not enter social security numbers on this form as it may be made publ
P Go to www.irs.gov/Form920 for instructions and the latest information.

OMB No 1545-0047

2018

Open to Pubtic ]
Inspection

A’ For the 2018 calendar year, or tax year beginning

JUL 1, 2018 andending JUN 30,

2019

B Check if C Name of organization D Employer identification number
werest® | GOUTHERN CRESCENT HOSPITAL FOR SPECIALTY

cvangs | _CARE, INC.
chinee Doing business as 32-0090450
'rg'tﬂ?r'\ Number and strest (or P.0. box if mail is not delivered to strest address) Room/sutte | E Telephone number
Fioal 11 UPPER RIVERDALE ROAD 800-489- 1307
Seam City or town, state or province, country, and ZIP or foreign postal code G Grossrecepts $ 3,819,869.
rmddl RIVERDALE, GA 30274 H(a) Is this a group return i

188k | F Name and address of principal officer JAMES E. CRISSEY for subordinates? [Ives No
Pendns | 8180 CLUBHOUSE WAY , JONESBORO, GA 30 23’6 z H(b) Are all subordinates mcluded? __]Yes [ No

| _Tax-exempt status- 501(c)(3

J Website:p» N/A

If "No," attach a hist (see instructions)
H(c) Group exemption number P>

Form of organization: Corporation [ | Trust [ ] Association
l Part'|

[ 1 other

| L Year of formation: 20 0 2] M State of legal domicile; GA

Summary

Signature Block

o| 1 Brefly descnbe the organization’s mission or most significant activities TO PROVIDE HIGH-QUALITY,
] LONG-TERM ACUTE CARE TO THE COMMUNITIES WE SERVE. DURING THE 2018
g 2 Check this box P rz] if the organization discontinued its operations or disposed of more than 25% of its net assets
% 3 ' Number of voting members of the governing body (Part VI, line 1a) 3 7
2 4 Number of iIndependent voting members of the governing body {Part VI, line 1b) 4 7
8 5 Total number of individuals employed in calendar year 2018 (Part V, line 2a) 5 111
SE 6 Total number of volunteers {estimate If necessary) 6 0
§| 7 a Total unrelated business revenus from Part VIII, column (C), ine 12 7a 0.
< b Net unrelated business taxable income from Form 990-T, ine 38 7b 0.
Prior Year Current Year
® 8 Contributions and grants (Part Vi, ine 1h) 0. 0.
g 9 Program service revenus (Part Vi, ine 2g) 1_;:,.-@ 7,738, 620. 3,8 19 , 8 69.
g 10 Investment income (Part VI, column (A), lines 3,4, and 7d) /{@”{;&m g{}‘ 1,068. 0.
@1 14 Other revenue (Part VIl column (A), lines 5, 6d, 8¢, 9c, S?Ea/r‘&\iig)d A Q 0. 0.
12 Total revenue - add lines 8 through 11 (must equal Part VIl gaitffan (A), I M \n 7,739,688, 3,819,869.
13 Grants and similar amounts paid (Part IX, column (A), Ilne‘%@) \AV 2| 0. 0.
14 Benefits paid to or for members (Part 1X, column (A), ine 4) %\/ oy \,\ B 0. 0.
w| 15 Salanies, other compensation, employee benefits (Part X, column (A‘)(l‘ﬂ"r-e}sc 3,498,450. 1,104,720.
o
2] 16a Professional fundraising fees (Part IX, column (A), ine 11¢) _/5,‘0)/ 0. 0.
g b Total fundraising expenses (Part IX, column (D), ine 25) > 0. [
W} 17 Other expenses (Part IX, column (A), ines 11a-11d, 11f-24e) 4,647,173, 1,318,959.
18 Total expenses Add hnes 13-17 (must equal Part IX, column {A), ine 25) 8,145,623. 2,423,679.
19 Revenua less expenses Subtract line 18 from line 12 -405,935. 1,396,190.
S Beginning of Current Year End of Year
é 20 Total assets (Part X, line 16) 4,410,694, 378,692.
f”f’ 21 Total habiithies (Part X, ine 26) 3,213,618. 0.
23 22 Net assets or fund balances Subtract line 21 from line 20 1,197,076. 378,692.

Under penalties of perju
true, corract, and ¢

, | declare that | have examined this return, including accompanying schedules and statements, and to the best of my knowledge and bshef, it is

plpte. Declaration of pregr (other than officer) I1s based on all information of which preparer has any knowledgs.

} . / [ )
Sign ature bf officer . Date
Here AMES E. CRISSEY, BOARD ME}ﬁﬁR & SPECIAL AGENT
Typs or print name and title — '
Print/Type preparer's name Preparer’s signature Date Chork 1| PTIN P
Paid AMY BIBBY AMY BIBBY 04/28/20] satempoyes P00445891
Preparer |Firm'sname__p DIXON HUGHES GOODMAN LLP Frm'sEiNp  56-0747981
Use Only [ Firm’s address p 500 RIDGEFIELD COURT
ASHEVILLE, NC 28806 Phoneno.{828) 254-2254

May the IRS discuss this return with the preparer shown above? (see instructions)

Iz_] Yos [ |No

832001 12-31-18

SEE SCHEDULE O FOR ORGANIZATION MISSION STATEMENT CONTINUATION

LHA For Paperwork Reduction Act Notice, see the separate instructions.
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SOUTHERN CRESCENT HOSPITAL FOR SPECIALTY

Form 990 (2018) CARE, INC. _ 32-0090450 page?
Part 11l | Statement of Program Service Accomplishments
¢ Check if Schedule O contains a rgsponse or note to any line in this Part |1i

1

Bnefly describe 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 D the organization undertake any significant program services during the year which were not listed on the
prior Form 990 or 990-E2? o l:] Yeos IXI No
if "Yes," describe these new services on Schedule O

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

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

4a (Code ) (Expenses $ 2, 140 ‘ 540. including grants of $ ) (Revenue $ 3, 819 7 869. )
DURING THE 2018 TAX YEAR, THE ORGANIZATION CEASED OPERATIONS.
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 OF LIFE CARE. THE MEDICAL

4b  (Code ) (Expenses $ mncluding grants of $ ) (Revenue $ )

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

4d Other program services (Describe in Schedule O)

(Expenses $ including grants of $ } (Revenue $ )
4o _Total program service expenses p» 2,140,540.

Form 990 (2018)

832002 12-31-18 SEE SCHEDULE O FOR CONTINUATION(S)




. I SOUTHERN CRESCENT HOSPITAL FOR SPECIALTY A/Hg

Form 990 (2018) CARE, INC. 32-0090450  Page3
[Part1V | Checkiist of Required Schedules

' Yes | No
1 Is the organization descnbed in section 501(c)(3) or 4947(a)(1) (other than a private foundation)?
If "Yes," complete Schedule A 1 X
2 Is the organization required to complete Schadule B, Schedule of Contnbutors? 2 X
3 Did the organmization engage in direct or indirect political campaign activities on behalf of or in opposmon to candidates for
public office? if "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(h) electlon n effect
duning the tax year? [f “Yes," complete Schedule C, Part Il 4 X
5 Is the organization a section 501(c)(4), 501(c)(5), or 501(c)(6) organization that receives membership dues, assessments, or
similar amounts as defined in Revenue Procedure 98-19? (f "Yes," complete Schedule C, Part Iil . 5 X
6 Did the orgamzation maintain any donor advised funds or any similar funds or accounts for which donors have the nght to
provide advice on the distribution 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, histonc land areas, or histonc 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? Jf "Yes," complete
Schedule D, Part Ill 8 X
9 Did the organization report an amount in Part X, line 21, for escrow or custodial account habulity, serve as a custodian for
amounts not listed in Part X; or provide credit counseling, debt management, credit repair, or debt negotiation services?
If "Yes," complete Schedule D, Part IV 9 X
10 Did the organization, directly or through a related organization, hold assets in temporanly restricted endowments, permanent
endowments, or quasi-endowments? Jf "Yes," complete Schedule D, Part V 10 X
11 If the organization’s answer to any of the following questions I1s "Yes," then complete Schedule D, Parts VI, Vil, VIil, IX, or X
as applicable
a Did the organization report an amount for land, builldings, and equipment in Part X, line 10?7 jf "Ygs, " complete Schedule D,
Part Vi 11a X
b Did the organization report an amount for investments - other secunties in Part X, line 12 that 1s 5% or more of its total
assets reported in Part X, ine 16? If "Yes, " complete Schedule D, Part VIi i1b X
¢ Did the organization report an amount for iInvestments - program related in Part X, line 13 that 1s 5% or more of its total
assets reported in Part X, ine 16? jf "Yes," complete Schedule D, Part VIil 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 n
Part X, ine 167 f "Yes," complete Schedule D, Part IX i1d X
e Did the organization report an amount for other liabihties in Part X, line 25? |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 hability for uncertain tax positions under FIN 48 (ASC 740)? If "Yes," complete Schedule D, Part X 11f X
12a Did the organization obtain separate, iIndependent audited financial statements for the tax year? If "Ygs," complete
Schedule D, Parts Xi and Xil ) 12a X
b Was the organization included in consohdated, independent audited financial statements for the tax year?
If "Yes, " and if the organization answered "No" to ne 12a, then completing Schedule D, Parts XI and Xl 1s optional 12b X
13 Is the organization a school descnbed in section 170(b)(1)(A)(1)? If “Yes, " complete Schedule E 13 X
14a Did the organization maintain an office, employees, or agents outside of the United States? i i 14a X
b Did the organization have aggregate revenues or expenses of more than $10,000 from grantmaking, fundralsmg, business,
investment, and program service activities outside the United States, or aggregate foreign nvestments 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), line 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 individuals? Jf "Yes, " complete Schedule F, Parts ill 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? jf “Yes, " complete Schedule G, Part! . 17 X
18 Did the organization report more than $15,000 total of fundraising event gross income and contnibutions on Part VI, ines
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 Vi, ine 9a? Jf "Yes, " N
complete Schedule G, Part Il . 19 X
20a Did the organization operate one or more hospital facilities? jf "Yes, " complete Schedule H 20a| X
b If "Yes" to line 20a, did the organization attach a copy of its audited financial statements to this return? i 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 X, column (A), hne 1? jf *Yas, " complete Schedule 1. Parts | and I 21 X

832003 12-31-18 Form 990 (2018)




SOUTHERN CRESCENT HOSPITAL FOR SPECIALTY
Form 990 (2018) CARE, INC. 32-0090450 page 4
[Part1V | Checklist of Required Schedules (ontinued)
. Yes | No
22 D the organization report more than $5,000 of grants or other assistance to or for domestic individuals on
Part IX, column (A), ine 27 jf “Ygs, * complete Schedule I, Parts I and il 22 X
23 Did the organization answer "Yes" to Part VII, Section A, line 3, 4, or 5 about compensation of the organization’s current
and former officers, directors, trustees, key employeses, and highest compensated employees? Jf "Yes," complete
Schedule J 23X
24a Did the organization have a tax-exempt bond issue with an outstandmg principal amount of more than $100,000 as of the
last day of the year, that was 1ssued after December 31, 2002? |f "Ygs, " answer lines 24b through 24d and complete

Schedule K. If “No," go to line 25a ) i 24a X
b Did the organization invest any proceeds of tax-exempt bonds beyond a temporary period exception? | 24b
¢ Did the orgamzation maintain an escrow account other than a refunding escrow at any time dunng the year to defease
any tax-exempt bonds? 24c
d Did the organization act as an "on behalf of" issuer for bonds outstanding at any time dunng 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? jf "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 prnior Forms 990 or 880-EZ? f "Ygs," complete
Schedule L, Part | 25b X

26 Did the organization report any amount on Part X, hne 5, 6, or 22 for receivables from or payables to any current or
former officers, directors, trustees, key employsees, highest compensated employees, or disqualified persons? jf "Ygs,"

complete Schedule L, Part I 26 X
27 Dud the organization provide a grant or other assistance to an ofﬂcer director, trustese, key employee substantial

contnibutor or employee thereof, a grant selectton committee member, or to a 35% controlled entity or farmily 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 partles (see Schedule L, Part IV
instructions for applicable filing thresholds, conditions, and exceptions)

a A current or former officer, director, trustee, or key employee? jf "Yes," complete Schedule L, Part IV 28a X
b A family member of a current or former officer, director, trustee, or key employee? Jf "Yes, " complete Schedule L, Part IV 28b X
¢ An entity of which a current or former officer, director, trustes, or key employese {or a family member thereof) was an officer,
director, trustes, or direct or indirect owner? |f “Yes," complete Schedule L, Part IV 28c X
29 Did the organization receive more than $25,000 in non-cash contnbutions? Jf "Yes, " complete Schedule M 29 X
30 Did the organization receive contributions of art, histoncal treasures, or other similar assets, or qualified conservation
contributions? /f *Yes," complete Schedule M 30 X
31 Did the organization iquidate, 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 Il 32 | X
33 Did the organmization own 100% of an entity dlsregarded as separate from the organization under Regulations
sections 301 7701-2 and 301 7701-3? Jf "Yes, " complete Schedule R, Part | 33 X
34 Was the organization related to any tax-exempt or taxable entity? jf "Yes," complete Schedule R, Part Ii, lll, or IV, and
Part V, line 1 34 X
35a Did the organization have a controlled entity w1th|n the meaning of section 512(b)(13)? 35a X
b If “Yes" to ine 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)? Jf "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, line 2 36 X
37 Did the organization conduct more than 5% of its activities through an entity that i1s not a related organization
and that Is 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, lines 11b and 19?

Note. All Form 990 filers are required to complete Schedule O _ 38 | X
[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 ) r_—]
Yes | No
1a Enter the number reported in Box 3 of Form 1096 Enter -O- if not applicable X 1a 28
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
_(gambhing) winnings to prize winners? 1c | X

832004 12-31-18 Form 990 (2018)




SOUTHERN CRESCENT HOSPITAL FOR SPECIALTY

Form 990 (2018) CARE, INC. _ 32-0090450 pPage5
| Part \_II Statements Regarding Other IRS Filings and Tax Compliance (ontinued)
Yes | No
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 111
b If at least one is reported on line 2a, did the organization file all required federal employment tax returns? 2b X
Notoe. If the sum of lines 1a and 2a 1s greater than 250, you may be required to g-file (see instructions) |
3a Did the organization have unrelated business gross income of $1,000 or more dunng the year? 3a X
b If "Yes," has it filed a Form 990-T for this year? If "No" to hne 3b, provide an explanation in Schedule O 3b
4a At any time dunng the calendar year, did the organization have an interest in, or a signature or other authornty over, a
financial account In a foreign country {such as a bank account, securities account, or other financial 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 Financial Accounts (FBAR) I
5a Was the organization a party to a prohibited tax shelter transaction at any time during the tax year? S5a X
b Did any taxable party notify the organization that it was or i1s a party to a prohibited tax shelter transaction? 5b X
¢ If "Yes" to line 5a or Sb, did the organization file Form 8886-T? R 5¢
6a Does the organization have annual gross receipts that are normally greater than $100,000, and did the organization sohcit
any contributions that were not tax deductible as chantable contributions? 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 If "Yes," did the organization notify the donor of the value of the goods or services provided? 7b
c Did the organization sell, exchange, or otherwise dispose of tangible personal property for which it was required .
to file Form 82827 7c | | X
d If "Yes," indicate the number of Forms 8282 filed dunng the year l 7d I R 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, dunng the year, pay premiums, directly or indirectly, on a personal benefit contract? 7f X
g If the organization received a contnbution of qualified intellectual property, did the organization file Form 8899 as required? 79
h If the organization received a contribution of cars, boats, airplanss, 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 ) I
sponsoring organization have excess business holdings at any time dunng the year? 8
9 Sponsoring organizations maintaining donor advised funds. l
a Did the sponsoring organization make any taxable distnbutions under section 49667 O9a -
b Did the sponsonng organization make a distnbution to a donor, donor advisor, or related person? 9b e
10 Section 501(c)(7) organizations. Enter. i
a Initiation fees and capital contributions included on Part Vill, ine 12 10a
b Gross receipts, included on Form 990, Part VI, line 12, for public use of club facilities 10b
11 Section 501(c)(12) orgamzations. Enter
a Gross iIncome from members or shareholders i 11a
b Gross income from other sources (Do not net amounts due or paid 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 1n lieu 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 issuers.
a Is the organization licensed to issue qualified health plans in more than one state? 13a
Note. See the instructions for additional information the organization must report on Schedule O
b Enter the amount of reserves the organization 1s required to maintain by the states in which the
organization 1s licensed to issue qualified health plans 13b
¢ Enter the amount of reserves on hand i 13¢c
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? f “No," provide an explanation in Schedule O 14b
15 Is the organization subject to the section 4960 tax on payment(s) of more than $1,000,000 1n remuneration or
excess parachute payment(s) dunng the year? 15 X
If "Yes," see instructions and file Form 4720, Schedule N — J
16 s the organization an educational institution subject to the section 4968 excise tax on net investment iIncome? 16 X
If "Yos," complete Form 4720, Schedule O |
Form 990 (2018)

832005 12-31-18




SOUTHERN CRESCENT HOSPITAL FOR SPECIALTY

Form 990 (2018) CARE, INC. 32-0090450  page 6
- Governance, Management, and Disclosure ror oach "Yos® rasponso to lines 2 through 7b bolow, and for a "No" rosponso
' to line 8a, 8b, or 10b below, describe the circumstances, processes, or changes in Schedule O See instructions.
Check If Schedule O contains a response or note to any line in this Part Vi
Section A. Governing Body and Management
Yes | No
1a Enter the number of voting members of the governing body at the end of the tax year 1a 7 I ’
If there are matenial d|ﬁeren2:es in voting rights among members of the governing body, or 1f the governing
body delegated broad authority to an executive committee or similar commuttes, explain n Scheduls O.
b Enter the number of voting members included in line 1a, above, who are independent ib 7
2 Did any officer, director, trustee, or key employee have a family relationship or a business relationship with any other —— J
officer, director, trustee, or key employee? 2 X
‘ 3 Did the organization delegate control over management duties customarlly performed by or under the direct supervision
of officers, directors, or trustees, or key employees to a management company or other person? 3 X
4 Did the organization make any significant changes to its governing documents since the prior Form 990 was filed? 4 X
5 Did the organization become aware during the year of a significant diversion of the orgamization’s assets? 5 X
6 Did the organization have members or stockholders? i 6 X
7a 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? X 7a X
b Are any governance decisions of the organization reserved to (or subject to approval by) members, stockholders, or
persons other than the governing body? 7b X
8 Did the organization contemporaneously document the mestings held or written actions undertaken during the year by the following: [ P l
a The governing body? . o 8a | X
b Each committee with authority to act on behalf of the governing body? i 8b X
9 s there any officer, director, trustee, or key employee listed in Part VI, Section A, who cannot be reached at the
organization's mailing address? Jf "ng_muwmmme o) 9 X
Section B. Policies
Yos | No
10a Did the orgamization have locat chapters, branches, or affiliates? 10a X
b If "Yes," did the organization have written polictes and procedures governing the activities of such chapters, aff hates,
and branches to ensure their operations are consistent with the organization's exempt purposes? 10b
11a Has the organization provided a complete copy of this Form 990 to all members of its governing body before filing the form? 11a| X
b Describe in Schedule O the process, If any, used by the organization to review this Form 990 e |
: 12a Dud the organization have a written conflict of interest policy? f "No," go to line 13 12a| X
| b Waere officers, directors, or trustees, and kay employses required to disclose annually interests that could give rise to conflicts? 12b | X
¢ Did the organization regularly and consistently monitor and enforce compliance with the policy? jf "Yes, " describe
in Schedule O how this was done . . 12c | X
13  Did the organization have a written whistleblower policy? 131X
14 Did the organization have a written document retention and destruction policy? 14 | X
15 Did the process for determining compensation of the following persons include a review and approval by independent
persons, comparability data, and contemporaneous substantiation of the deliberation and decision?
a The organization’s CEO, Executive Director, or top management official R 15a | X
b Other officers or key employees of the organization 15b X
If "Yes" to line 15a or 15b, descnbe the process in Schedule O (see Instructions)
16a Dud the organization invest in, contnibute assets to, or participate in a joint venture or similar arrangement with a ——
taxable entity during the year? 16a X
b If "Yes," did the organization follow a written policy or procedure requiring the organization to svaluate its participation '
In joint venture arrangements under applicable foderal tax law, and take steps to safeguard the organization’s I
oxempt 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 1s required to be filed »GA

Section 6104 requires an organization to make its Forms 1023 (1024 or 1024-A if applicable), 990, and 990-T (Section 501(c)(3)s only) available
for public inspection Indicate how you made these availlable Check all that apply

Cl Own website l:] Another’s website Upon request D Other (explain in Schedule O)

Describse 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 dunng the tax year.

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

JODY SOILEAU LHC GROUP INC. - 800-4895-1307
901 HUGH WALLIS RD, SOUTH, LAFAYETTE, LA 70508

832006 12-31-18 Form 990 (2018)




SOUTHERN CRESCENT HOSPITAL FOR SPECIALTY

CARE,

INC.

32-0090450

Page 7

Form 990 {2018) _
Part Vil| 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

[ ]

Section A. Officers, Directors, Trustees, Key Employees, and Highest Compensated Employees
1a Compilete this table for all persons required to be isted Report compensation for the calendar year ending with or within the organization's tax year
® st 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 employess, If any See instructions for definition of "key employee "

@ List the organization’s five current highest compensated employees (other than an officer, director, trustes, 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

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

® | 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

J::l Check this box If neither the organization nor any related orqanization compensated any current officer, director, or trustee.

(A) (B) (C) (D) (E) (F)
Name and Title Average | .. cfe‘c)‘f:';’e”man one Reportable Reportable Estimated
hours per | box, unless person s both an compensation compensation amount of
woek officer and a drector/trustee) from from related other
(st any g the organizations compensation
hoursfor | s ) organization (W-2/1099-MISC) from the
related | % g ) ’g (W-2/1099-MISC) organization
organizations| 2 | £ g, and related
below g _%_ 5 § gg 5 organizations
line) HEHEHESE
(1) LISA EICHENBERGER 1.00
VICE CHAIR/SECRETARY/TREASURER X X 0. 0. 0.
(2) RONALD M, DODSON 1.00
CHAIR/BOARD DIRECTOR X X 0. 0. 0.
(3) GARY LAGGIS 1.00
BOARD MEMBER X 0. 0. 0.
(4) BENNY R. WHITMORE 2.00
BOARD CHAIRMAN/PRESIDENT X X 0. 0. 0.
(5) MAGDA GONZALEZ 3.00
BOARD MEMBER X 0. 0. 0.
(6) ABDULFATAI O, ODEMUYIWA, MD 1.00
BOARD MEMBER X 0. 0. 0.
(7) JAMES CRISSY 1.00
BOARD MEMBER X 0. 0. 0.
(8) ULYSSES FISHER 41.00
ADMINISTRATOR X 125,445. 0.f 31,361.
(9) GAIL SNOWDEN 40.00
PHARMACY MANAGER X 131,498. 0. 32,875.
(10) CATHY EVANS 40.00
DIRECTOR OF PATIENT CARE X 107,973. 0.] 26,993.
832007 12-31-18 N Form 990 (2018)




SOUTHERN CRESCENT HOSPITAL FOR SPECIALTY

Form 990 (2018) CARE, INC. 32-0090450 Page 8
Part Vil ] Section A. Officers, Directors, Trustees, Key Employees, and Highest Compensated Employees (continued)
) (A) (B) € (D) (E) (F)
Position
Name and title Average (do ot chesk more than one Reportable Reportable Estimated
hours per | pox, unless person is both an compensation compensation amount of
week officer and a drectortrustec) from from related other
(hst any g the organizations compensation
hoursfor | S = organization (W-2/1099-MISC) from the
related | 3 | & g (W-2/1099-MISC) organization
organizations| 2 | = g g and related
below ERE TN 28| s organizations
me) |E|E|5|5[5E[ S
1b Sub-total ) ) > 364,916. 0.] 91,229.
c Total from continuation sheets to Part VI, Section A | 2 0. 0. 0.
d_Total (add lines 1b and 1c) > 364,916. 0.] 91,229.
2  Total number of individuals (inciuding but not imited to those listed above) who received more than $100,000 of reportable
compensation from the organization P 3
Yos | No
3 Did the organization list any former officer, director, or trustee, key employee, or highest compensated employee on J
line 1a? If "Yes, " complete Schedule J for such indvidual 3 X
4 For any individual listed on line 14, is the sum of reportable compensation and other compensatlon from the organization I
and related organizations greater than $150,000? /f "Yes," complete Schedule J for such indvidual 4 | X
5 Did any person listed on line 1a receive or accrue compensation from any unrelated organization or individual for services I
rendered to the organization? Jf "Yes, " complete Schedule J for such person 5 X

Section B. iIndependent Contractors

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

the organization. Report compensation for the calendar year ending with or within the organization’s tax year

(A) (B) C)
Name and business address NONE Description of services Compensation
2 Total number of independent contractors (including but not imited to those listed above) who recetved more than
$100,000 of compensation from the organization P> 0
Form 990 (2018)
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SOUTHERN CRESCENT HOSPITAL FOR SPECIALTY
Form 990 (2018) CARE, INC. 32-0090450 Page 9
| Part VI | 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?Venue excluded

exempt function business rom tax under

revenue revenue 5s S t %n1s4

Federated campaigns 1a
Membership dues 1b
Fundraising events 1c

Related organizations id

Government grants (contnbutions) 1e
All other contributions, gifts, grants, and
similar amounts not included above 1f

- 0o a o T

Noncash contributions included in hnes 1a-1f $
Total. Add lines 1a-1f |
Business Code |

NET PATIENT SERVICE 623000 3,819,869.(3,819,869.

<]

ontributions, Gifts, Grants

=

Program Service

All other program service revenue

Total. Add lines 2a-2f »

3 Investment income (iIncluding dividends, interest, and

other similar amounts) >
>

0o -~ 0o 0 0 0 o

3.819,869.] - - — T i

4 Income from investment of tax-exempt bond proceeds
Royalties | =
(1) Real () Personal

3]

Gross rents
Less rental expenses

Rental iIncome or (loss)
Net rental income or (loss) »
Gross amount from sales of (1) Secunties {(n) Other

assets other than inventory

o a o U

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

contnbutions reported on line 1¢). See :
Part IV, hne 18 a
b lLess direct expenses b

Other Revenue

¢ Net income or (loss) from fundraising events | 2

9 a Gross income from gaming activities See
Part 1V, ine 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 incoms or {loss) from sales of inventory »
Miscellangous Revenue Business Code) _|

All other revenue

Total. Add lines 11a-11d
12__ Total revenus. Sos mstructions 3,819,869./3,819,869. 0. 0.
832009 12-31-18 Form 990 (2018)
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SOUTHERN CRESCENT HOSPITAL FOR SPECIALTY

Form 990 (2018) CARE, INC. 32-0090450 page 10
rml_xj Statement of Functional Expenses
*Section 501(c)(3) and 501(c)(4) organizations must complete all columns_All other organizations must complete column (A)
Check if Schedule O contains a response or note to any line in this Part IX
Do not include amounts reported on lines 6b, Total e‘)l(\genses Progra(n?)semce Manage(g)ant and Funélr?a)lsmg
7b, 8b, 9b, and 10b of Part Vil exXpenses general expenses expenses
1 Grants and other assistance to domestic orgamizations
and domestic governments. See Part IV, line 21
2 Grants and other assistance to domestic
individuals See Part 1V, ine 22
3 Grants and other assistance to foreign
organizations, foreign governments, and foreign
individuals See Part IV, lines 15 and 16
4 Benefits paid to or for members
5 Compensation of current officers, directors,
trustees, and key employees
6 Compensation not included abovs, to disqualtfied
persons (as defined under section 4958(f)(1)) and
persons described tn section 4958(c)(3)(B)
7  Other salanes and wages 949,318. 854 ,406. 94,912.
8 Pension plan accruals and contributions (include
saction 401(k) and 403(b) employer contributions) 11,789. 10,610. 1,179.
9  Other employes bensfits 70,192. 63,173. 7,019.
10  Payroll taxes 73,421. 66,079. 7,342.
11 Foees for services (non-employees)
a Management
b Legal 64,446. 64,446.
¢ Accounting
d Lobbying
e Professional fundraising services. See Part 1V, line 17 )
f Investment management fees
g Other (If ine 11g amount exceeds 10% of line 25,
column (A) amount, list line 11g expenses on Sch 0.) 352,189. 352,189.
12 Advertising and promotion
13  Office expenses
14 Information technology
15 Royalties
16 Occupancy 231,404. 231,404.
17 Travel
18 Payments of travel or entertainment expenses
for any federal, state, or local public officials
19 Conferences, conventions, and mesetings
20 Interest
21 Payments to affiiates
22 Depreciation, depletion, and amortization /
23 Insurance . 328,002. 219,761. 108,241.
24  Other expenses. Itemize expenses not covered ’ '
above. (List miscellaneous expenses in line 24e. If line
24 amount exceeds 10% of line 25, column (A}
amount, hst line 24e expenses on Schedule 0.)
a BAD DEBT 192,554. 182,554.
b MEDICAL SUPPLIES 150,364. 150, 364.
c
d
e All other expenses
25  Total functional expenses. Add lines 1 through 24e 2,423,679. 2,140,540. 283,139. 0.
26 Joint costs. Completa this line only If the organization )

reported 1n column (B) joint costs from a combined
educational campaign and fundraising solicitation.
Check here B | f following SOP 88-2 (ASC 958-720)

832010 12-31-18
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SOUTHERN CRESCENT HOSPITAL FOR SPECIALTY
Form 980 (2018) 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 . [:]
(A) (8)
Beginning of year End of year
1 Cash - non-interest-bearing 1
2 Savings and temporary cash investments 2,690,403.] 2 335,701.
3 Pledges and grants receivable, net 3
4  Accounts receivable, net 1,306,148.] 4 42,991.
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 othor rocovablas from other disqualified persons (as defined undur ™V 4, Jhate < iy < cmmye 7 7 70" e LA e
coction 4958(f)(1)). personc doscnbod In soction 4958(c)(A)N), and contributngy e+ * @ SESTERE Al # ] Bt 0 G T Nt Re WY
employers and sponsoring organizations of section 501(c)(9) voluntary
) employess’ beneficiary organizations (see instr) Complete Part Il of Sch L 6
ﬁ 7 Notes and loans receivable, net 7
< | 8 Inventones for sale or use 21,598.| 8 0.
9 Prepaid expenses and deferred charges 98,607.] 9o 0.
10a Land, bulldings, and equipment cost or other
basis Complete Part VI of Schedule D 10a 0. :
b Less accumulated depreciation 10b 293,938.] 10¢c
11 Investments - publicly traded secunties 11
12 Investments - other secunties See Part IV, line 11 12
13  Investments - program-related See Part IV, line 11 13
14 Intangible assets 14
15 Other assets. See Part IV, Iine 11 15
16 Total assets. Add lines 1 through 15 (must equal ine 34) 4,410,694.] 16 378,692.
17  Accounts payable and accrued expenses 407,593.| 17 0.
18 Grants payable 18
19 Deferred revenue 19
20 Tax-exempt bond liabilities i 20
21 Escrow or custodial account liabiity Complete Part IV of Schedule D 21
g 22 Loans and other payables to current and former officers, directors, trustees, J
= key employees, highest compensated omployoos, and disqualified parsons. R PR KU | R el A SO |
a Complete Part Il of Schedule L 22
3 23 Secured mortgages and notes payable to unrelated third parties 23
24 Unsecured notes and loans payable to unrelated third parties 24
25 Other liabilities (Including federal iIncome tax, payables to related third
parties, and other liabilities not included on lines 17-24). Complete Part X of
Schedule D 2,806,025.] 25 0.
26 __Total habilities. Add lines 17 through 25 3,213,618.] 26 0.
Organizations that follow SFAS 117 (ASC 958), check hare and [ ow wed ac e Wae aa] e ont ARG e 'NI
» complete lines 27 through 29, and lines 33 and 34.
§ 27  Unrestricted net assets 1,197,076.] 27 378,692.
-'-,: 28 Temporanly restnicted net assets 28
g 29 Permanently restrnicted net assets 29
3 Organizations that do not follow SFAS 117 (ASC 958), check here B[ | |. . .  sunive w | w |» som o o« otn -
5 and complete lines 30 through 34. ——
% 30 Caprtal stock or trust principal, or current funds 30
# 131 Paid-n or capital surplus, or land, buillding, or equipment fund 31
% 32 Retained earnings, endowment, accumulated income, or other funds 32
Z | 33 Total net assets or fund balances 1,197,076.} 33 378,692.
34  Total habilities and net assets/fund balances 4,410,694.] 34 378,692,
Form 990 (2018)
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SOUTHERN CRESCENT HOSPITAL FOR SPECIALTY

Form 990 (2018) CARE, INC. 32-0090450 Page 12
[ Part XI l 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 VIIi, column (A), line 12) 1 3,819,869.
2 Total expenses (must equal Part IX, column (A}, line 25) 2 2,423,679.
3 Revenue less expenses Subtract line 2 from line 1 3 1,396,190.
4 Net assets or fund balances at beginning of year (must equal Part X, ine 33, column (A)) 4 1, 197 ,076.
5 Net unrealized gains (losses) on investments 5
6 Donated services and use of facilities 6
7 Investment expenses 7
8 Prior period adjustments 8
9 Other changes in net assets or fund balances (explain in Schedule O) 9 -2 ¢ 214 ; 574.
10 Net assets or fund balances at end of year Combine lines 3 through 9 (must equal Part X, line 33,
column (B)) 10 378,692.
Part Xi|| Financial Statements and Reporting
Check If Schedule O contains a response or note to any line in this Part XI| D
Yos | No
1 Accounting method used to prepare the Form 980 I:l Cash Accrual [:l Other
If the organization changed its method of accounting from a prior year or checked "Other," explain in Schedule O
2a Woere the organization's financial statements compiled or reviewed by an independent accountant? 2a X
If “Yes," check a box below to indicate whether the financial statements for the year were compiled or reviewed on a
separate basis, consolidated basis, or both:
E 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,
consolidated basis, or both
|___] Separate basis [:| Consolidated basis |:| Both consolidated and separate basis . i
¢ If "Yes" to ine 2a or 2b, does the organization have a committee that assumes responsibility for oversight of the audit,
review, or compilation of its financial statements and selection of an independent accountant? 2c
If the organization changed either its oversight process or selection process during the tax year, explain in Schedule O. : J
3a As aresult of a federal award, was the organization required to undergo an audit or audits as set forth in the Single Audrt
Act and OMB Circular A-133? . 3a X
b if "Yes," did the organization undergo the required audit or audits? If the organization did not undergo the required audrt
or audits, explain why in Schedule O and describe any steps taken to undergo such audits 3b
Form 990 (2018)
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SCH_EDULE A
{Form 990 or 990-EZ)

Department of the Treasury
Internal Revenue Service

P> Attach to Form 990 or Form 990-EZ.

Public Charity Status and Public Support

Complete if the organization is a section 501(c}(3) organization or a section
4947(a)(1) nonexempt charitable trust.

P> Go to www.irs.gov/Form990 for instructions and the latest information.

OMB No 1545-0047

2018

Open to Public
Inspection

Name of the organizaton SQUTHERN CRESCENT HOSPITAL FOR SPECIALTY

CARE, INC.

Employer identification number

32-0090450

[Part] | Reason for Public Charity Status (all organizations must complete this part ) See instructions

The organization Is not a private foundation because 1t 1s: (For lines 1 through 12, check only one box )

1 |:] A church, convention of churches, or association of churches described in section 170(b){1)(A)(1).

2 [:] A school descnbed In section 170{b){1)(A)(ii). (Attach Scheduie E (Form 990 or 990-EZ) )

3 DI] A hospital or a cooperative hospital service organization descrnibed in section 170(b)(1)(A)iii).

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

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

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

section 170(b){1)(A)}{vi). (Complete Part Ii )

university

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){ix) operated in conjunction with a land-grant college
or university or a non-land-grant college of agriculture (see instructions) Enter the name, city, and state of the college or

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 descrbed In

0 o0ooo

10

An organization that normally receives (1) more than 33 1/3% of its support from contnbutions, membership fees, and gross receipts from

activities related to its exempt functions - subject to certain exceptions, and (2) no more than 33 1/3% of its support from gross investment
income and unrelated business taxable income (less section 511 tax) from businesses acquired by the organization after June 30, 1975

See section 509({a)(2). (Complete Part Ill)

12

11 D An organization organized and operated exclusively to test for public safety. See section 509(a}(4).
D An organization organized and operated exclusively for the benefit of, to perform the functions of, or to carry out the purposes of one or

more publicly supported organizations described in section 509(a)(1) or section 509(a)(2) See section 509(a)(3). Check the box in
lines 12a through 12d that describes the type of supporting organization and complets hnes 12e, 12f, and 12g
a D Type 1. A supporting organization operated, supervised, or controlled by its supported organization(s), typically by giving
the supported organization(s) the power to regularly appoint or elect a majonty of the directors or trustees of the supporting
organization You must complete Part IV, Sections A and B.
b Ij Type ll. 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 |:] 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 l:] Type |l non-functionally integrated. A supporting organization operated in connection with its supported organization(s)
that i1s not functionally integrated The organmization generally must satisfy a distribution requirement and an attentiveness
requirement (see Instructions) You must complete Part IV, Sections A and D, and Part V.
-} |:| Check this box if the organization raceived a written determination from the IRS that it 1s a Type |, Type II, Type ilI
functionally integrated, or Type HI non-functionally integrated supporting organization

f Enter the number of supported organizations I
g Provide the following information about the supported organization(s)
(1) Name of supported () EIN (iri) Type of organization ST °°’93“‘zg fon '5[9‘9, {v) Amount of monetary (vi) Amount of other
organization (described on hines 1-10 AL IO ea Con e support (see instructions) | support (see instructions)
i above (see instructions)) Yes No
Total

LHA For Paperwork Reduction Act Notice, see the Instructions for Form 990 or 990-EZ. 832021 10-11-18
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SOUTHERN CRESCENT HOSPITAL FOR SPECIALTY
Schedule A (Form 990 or 990-E7) 2018 CARE, INC. 32-0090450

Page 2

| Part Il | Support Schedule for Orgamzatlons Described in Sections 170{b){1){A){iv) and 170(b){T){A){vi)

fails to qualify under the tests listed below, please complete Part il )

(Complete only if you checked the box on line 5, 7, or 8 of Part | or if the organization failed to qualify under Part il If the organization /

Section A. Public Support

i

Calendar year (or fiscal year beginning in) P> {a) 2014 {b} 2015 {c) 2016 {d) 2017 {e) 2018

() Total

1 Gifts, grants, contnbutions, and
membership fees receivad. (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 faciities /

furnished by a governmental unit to /

the orgamization without charge

4 Total. Add hines 1 through 3 /

5 The portion of total contnbutions
by each person {(other than a
governmental unit or publicly
supported organization) included
on fine 1 that exceeds 2% of the
amount shown on fine 11,
column (f)

6 Public support. Subtract ine 5 from line 4 /

Section B. Total Support /

Calendar year (or fiscal year beginning in) p> {a) 2014 {b) 2015 / {c) 2016 (d) 2017 {e) 2018

{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 I1s regularly carned on /

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

11 Total support. Add fines 7 through 10 /

12 Gross recelpts from related activities, etc/fsee instructions) 12 l

13 First five years. If the Form 990 1s fo/{he organization’s first, second, third, fourth, or fifth tax year as a section 501(c)(3)
organization, check this box and stop here

>l ]

Section C. Computation of Pybllc Support Percentage

%

14 Public support percentage fo/2018 {ine 6, column (f) divided by line 11, column (f)) i 14
15 Public support percentage from 2017 Schedule A, Part Il, ine 14 15

%

16a 33 1/3% support test - 2018. 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 orgamzation
b 33 1/3% support test - 2017. If the organization did not check a box on line 13 or 16a, and Iine 15 i1s 33 1/3% or more, check this box
and stop here. THe organization qualifies as a publicly supported orgamzation
17a 10% -facts-apfl-circumstances test - 2018. |If the organization did not check a box on hne 13 164, or 16b, and line 14 1s 10% or more,
and If the grganization meets the "facts-and-circumstances" test, check this box and stop here. Explain 1n Part VI how the organization

"facts-and-circumstances" test The organization qualifies as a publicly supported organization

b 10% Aacts-and-circumstances test - 2017. If the organization did not check a box on line 13, 16a, 16b, or 17a, and line 15 1s 10% or
e, and If the organization meets the "facts-and-circumstances"” test, check this box and stop here. Explan in Part VI how the
organization meets the "facts-and-circumstances” test The organization qualifies as a publicly supported organization

8 Private foundation. If the organization did not check a box on line 13, 16a, 16b, 17a, or 17b, check this box and see Instructions

»[ ]
»[ ]

»[ |

> ]
| S

Schedule A (Form 9390 or 990-EZ) 2018
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SOUTHERN CRESCENT HOSPITAL FOR SPECIALTY /
Schedule A (Form 990 or 990-E7} 2018 CARE, INC. 32-0090450 pagos

| Part il | Support Schedule for Organizations Described in Section 509{a)(2)

(Compilete only If you checked the box on line 10 of Part | or if the organization failed to qualify under Part Il If the organmizatiopAails to
qualify under the tests listed below, please complete Part |i )
Section A. Public Support /
Calendar year (or fiscal year beginning in) {a) 2014 {b) 2015 {c) 2016 __{d)2017 () 2018/ (f) Total
1 Gifts, grants, contributions, and
membership fees received (Do not
Include any "unusual grants ")

2 Gross raceipts from admissions, /
merchandise sold or services per-
formed, or facilities furmished in
any activity that is related to the
organization's tax-exempt purpose

3 Gross recetpts 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 1ts behalf

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

6 Total. Add lines 1 through 5 /

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 1% of the
amount on line 13 for the year

¢ Add lines 7a and 7b /
8 Public support. (subtract line 7c from line 6} /
Section B. Total Support /
Calendar year (or fiscal year beginning in) > (a) 2014 {b) 2015 {c) 2016 {d) 2017 {e) 2018 {f) Total
9 Amounts from line 6 /

10a Gross iIncome from interest,
dividends, payments received on
secunties 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 iIncome from unrelated business
activities not included in line 10b,
whether or not the business is
regularly carried on .

12 Other income Do not include /m
or loss from the sale of capita
assets (Explain in Part VI )

13 Total support. (Add ines 9, 10c, 11, and 12)

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

check this box and stoé here | S|
Section C. Computation of Public Support Percentage
15 Public support p:;p/'entage for 2018 (line 8, column (f), divided by line 13, column (f)) 15 %
16 Public support psrcentage from 2017 Schedule A Part ill_line 15 16 %
Section D. Computation of Investment income Percentage
17 Investment wf{:ome percentage for 2018 (line 10c, column (f), divided by hine 13, column (f)) 17 %
18 Investmenyincome percentage from 2017 Schedule A, Part Ill, ine 17 18 %
19a 33 1/3%/Support tests - 2018. If the organization did not check the box on line 14, and line 15 1s more than 33 1/3%, and hine 17 1s not

more $han 33 1/3%, check this box and stop here. The organization qualifies as a publicly supported organization > |:|

b 33 /3% support tests - 2017. if the organization did not check a box on line 14 or ine 19a, and line 16 1s more than 33 1/3%, and

lip6 18 1s not more than 33 1/3%, check this box and stop here. The organization qualifies as a publicly supported organization | 4 |:|

20 Private foundation. If the organization did not check a box on line 14, 19a. or 19b, check this box and see Instructions | 3 D

83023 10-11-18 Schedule A (Form 990 or 990-EZ) 2018




SOUTHERN CRESCENT HOSPITAL FOR SPECIALTY
Schedule A (Form 990 or 990-E7) 2018 CARE, INC. 32-0090450 Pages
| PartlV | Supporting Organizations
' (Complete only If you checked a box in line 12 on Part | If you checked 12a of Part |, complete Sections A
and B If you checked 12b of Part |, complete Sections A and C If you checked 12¢ 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

Yes | No

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 histonc and continuing relationship, explan 1

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

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

b Did the organization confirm that each supported orgarization quahfied under section 501(c)(4), (5}, or (6) and
satisfied the public support tests under section 509(a)(2)? [f "Yes, " descrbe in Part VI when and how the

organization made the determination 3b
¢ Did the organization ensure that all support to such organizations was used exclusively for section 170(c)(2)(B) - M l

purposes? jf "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 organization")? jf ) !
“Yes," and if you checked 12a or 12b in Part I, answer (b) and (c) below 4a
b Did the organization have ultimate control and discretion in deciding whether to make grants to the foreign
supported organization? f "Ygs," describe in Part VI how the organization had such control and discretion
despite being controlled or supervised by or in connection with its supported organizations 4b
c Did the organization support any foreign supported organization that does not have an IRS determnation . °
under sections 501(c)(3) and 509(a)(1) or (2)? If "Yes," explan n Part VI what controls the organization used )
to ensure that all support to the foreign supported organization was used exclusively for section 170(c)(2)(B)
pUrpPOses. 4c
Sa 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 n Part Vi, including (i) the names and EIN
numbers of the supported organizations added, substituted, or removed; (ii) the reasons for each such action,
(in) the authonty under the organization's organizing document authonzing such action, and (iv) how the action
was accomplished (such as by amendment to the organizing document). \ Sa
b Type | or Type Il only. Was any added or substituted supported organization part of a class already I
designated in the organization's organizing document? Sb
¢ Substitutions only. Was the substitution the result of an event beyond the orgamization’s control? 5c
6 Did the orgamzation provide support (whether in the form of grants or the provision of services or facilities) to
anyona other than (i) its supported organizations, (1) individuals that are part of the chantable class
benefited by one or more of its supported organizations, or () other supporting organizations that also
support or benefit one or more of the filing organization's supported organizations? Jf "Yes," provide detail in
Part Vi. 6
7 D the organization provide a grant, loan, compensation, or other similar payment to a substantial contnibutor
(as defined in section 4958(c)(3)(C}), a family member of a substantial contributor, or a 35% controlled entity with
regard to a substantial contnbutor? jf "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 4958) not described In line 7? . : |
If "Yes," complete Part | of Schedule L (Form 990 or 990-EZ). 8
9a Was the organization controlled directly or indirectly at any time during the tax year by one or more '
disqualified persons as defined in section 4946 (other than foundation managers and organizations described
in section 508(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 VL. 9b
¢ Did a disqualified person (as defined in line 9a) have an ownership interest in, or derive any personat benefit R - 4
from, assets 1n which the supporting organization also had an interest? Jf "Yes," provide detail in Part VI. 9c
10a Was the organization subject to the excess business holdings rules of section 4943 because of section ¢
4943(f) (regarding certain Type Il supporting organizations, and all Type lil 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

XCOsSs | 10b
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{Part iV [ Supporting Organizations ontinueq)

11 Has the organization accepted a gift or contribution from any of the following persons?
a A person who directly or indirectly controls, either alone or together with persons descnbed in (b) and (c)
below, the governing body of a supported organization?
b A family member of a person descrbed In (a) above?

Yeos

No

t1a

11b

-tic

c__A 35% controlled entity of a person descnbed in (a) or (b) above? jf “Yes" fo g, b, or ¢, provide detad in Part V1.
Section B. Type | Supporting Organizations

1 Dd the directors, trustees, or membership of one or more supported organizations have the power to
regularly appoint or elect at least a majonty of the organization’s directors or trustees at all imes during the
tax year? |f "No," descnibe in Part VI how the supported organization(s) effectively operated, supervised, or
controlled the organization's activities If the organization had more than one supported organization,
describe how the powers to appoint and/or remove directors or trustees were allocated among the supported

organizations and what conditions or restnictions, if any, applied to such powers dunng the tax year
2 Dud the organization operate for the bensfit of any supported organization other than the supported

organmization(s) that operated, supervised, or controlled the supporting organization? [f "Yes," explain in
Part VI how providing such benefit carmied out the purposes of the supported organization(s) that operated,
tion

Yeos

No

- supervised, or controlled the supporfing organiza
Section C. Type Il Supporting Organizations

1 Were a majonty of the organization’s directors or trustees dunng the tax year also a majonty of the directors
or trustees of each of the organization's supported organization(s)? Jjf “No," descnbe in Part VI how control
or management of the supporting organization was vested in the same persons that controlled or managed

on(s}

Yes

No

—the supported organizati
Section D. All Type lll Supporting Organizations

1 Dud the organization provide to each of its supported organizations, by the last day of the fifth month of the
organization’s tax year, (i) a written notice descnbing the type and amount of support provided dunng the pnor tax
year, (1) a copy of the Form 990 that was most recently filed as of the date of notification, and (i) copies of the
organization's governing documents in effect on the date of notification, to the extent not previously provided?

2 Woere any of the organization’s officers, directors, or trustees either (i) appointed or elected by the supported
organization(s) or (1) serving on the governing body of a supported organization? /f "No," explamn in Part VI how
the organization mamntamned a close and continuous working relationship with the supported organization(s).

3 By reason of the relationship descnbed 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 imes during the tax year? jf "Yes, ® descnbe in Part VI the role the organization's

Yes

No

——supported organizations played in this regard,
Section E. Type lli Functionally Integrated Supporting Organizations

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

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

¢ [ The organization supported a govemmental enttty Describe in Part VI how you supported a government entity (see instructions,

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

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

b Did the activiies described 1n (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? |f "Yes, " explain in Part Vl the
reasons for the organization’s position that its supported organization(s} would have engaged in these
activities but for the organization's involvement

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

a Did the organization have the power to regutarly 'appomt or elect a majority of the officers, directors, or
trustees of each of the supported orgamzations? Provide details in Part VI.
b Did the organization exercise a substantial degree of direction over the policies, programs, and activities of each

of its supported organizations? Jf *Yas," descnbe i Part VI the role piayed by the organization in this regard,

Yes

2a

2b

3a

3b
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[PartV | Type llt Non-Functionally Integrated 509(a)(3) Supporting Organizations
1 |:] Check here If the organization satisfied the Integral Part Test as a qualfying trust on Nov. 20, 1970 (explain in Part VI) See instructions. All
other Type Ill 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

Recoveries of prior-year distnibutions

Other gross Income (see instructions)
Add lines 1 through 3
Depreciation and depletion

(3,30 0 (70 [\ B

OO |h W N |=

Portion of operating expenses paid or incurred for production or
collection of gross income or for management, conservation, or
maintenance of property held for production of income (see instructions) 6

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

-~y

[+ ]

(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) L -
Average monthly value of securities 1a
Average monthly cash balances 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

o |a|o |T |0

factors (explain in detail in Part V1) ) © R

N

2 Acquisition indebtedness applicable to non-exempt-use ts

w
w

Subtract line 2 from line 1d

H

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

Net value of non-exempt-use assets (subtract line 4 from line 3)
Multiply line S by 035

Recovernes of prior-year distnbutions

Minimum Asset Amount (add line 7 to hne 6)

o2 b I (o200 (4]
0N | (O |

Section C - Distributable Amount ’ Current Year

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

Mintmum asset amount for prior year (from Section B, line 8, Column A)
Enter greater of line 2 or line 3

[N B (200 [ V3 P

Income tax imposed n prior year

[« 0[5, E- S T~ |,V B

Distributable Amount. Subtract ine 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 930 or 990-EZ) 2018
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(PartV | Type lil Non-Functionally Integrated 509(a)(3) Supporting Organizations continued)

" Section D - Distributions

Current Year

1

Amounts paid to supported organizations to accomphish 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 (pnor iIRS approval required)

Other distnibutions (descnbe in_Part VI). See instructions

® N o O | @

Total annual distributions. Add lines 1 through 6

Distributions to attentive supported organizations to which the organization Is responsive
(provide details in Part V1) See instructions

Distributable amount for 2018 from Section C, line 6

10

Line 8 amount divided by line 9 amount

) (i

Section E - Distribution Allocations (see instructions) Excess Distributions Underdistributions

Pre-2018

(iii)
Distributable
Amount for 2018

Distnibutable amount for 2018 from Section C, line 6

Underdistnbutions, If any, for years prior to 2018 (reason-
able cause required- explain in Part Vi) See instructions

Excess distnbutions carryover, if any, to 2018

From 2013

From 2014

From 2015

From 2016

From 2017

Total of ines 3a through e

Applied to underdistributions of prior years

ST|™o a0 |T|®

Applied to 2018 distnbutable amount

Carryover from 2013 not applied (see instructions)

Remainder Subtract lines 3q, 3h, and 31 from 3f

Distributions for 2018 from Section D,
ne 7 $

Applied to underdistnbutions of prior years

Applied to 2018 distnbutable amount

Remainder Subtract lines 4a and 4b from 4

Remaining underdistnbutions for years prior to 2018, if
any Subtract ines 3g and 4a from line 2 For resuit greater
than zero, explain in Part VI. See instructions

Remaining underdistributions for 2018 Subtract lines 3h
and 4b from line 1 For result greater than zero, explain in
Part VI See instructions.

Excess distributions carryover to 2019. Add hines 3;
and 4¢

Breakdown of line 7:

Excess from 2014

Excess from 2015

Excess from 2016

Excess from 2017

o a0 |o |©

Excess from 2018

Schedule A (Form 990 or 990-EZ) 2018
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i [Part VI | Supplemental Information. provide the explanations required by Part Il, line 10; Part Il line 17a or 17b; Part Iil, line 12,
Part IV, Section A, lines 1, 2, 3b, 3¢, 4b, 4c, 53, 6, 9a, 9b, 9¢c, 114, 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 1¢, 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 addrtional information
(See instructions )
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SCHEDULE H
_. (Form 990)

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

P> Attach to Form 990.
P> Go to www.irs.gov/Form930 for instructions and the latest information.

Department of the Treasury
Internal Revenue Service

Hospitals

OMB No 1545-0047

2018

Open to Public
Inspection

Name of the organization

SOUTHERN CRESCENT HOSPITAL FOR SPECIALTY

Employer identification number

CARE, INC. 32-0090450
[Partl [ 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 !f "Yes," was it a written policy? | X
If the orgamzatuon had multiple hospital facilities, indicate which of the following best describes application of the financial assistance policy to its various hospital
2 faciites during the tax year
Applied uniformly to all hospital facilities I_—_] Applied uniformly to most hospital facilities
[___] Generally tailored to individual hospital facilities -
3 Answer the following based on the financial assistance ehigibiity cntena that applied to the largest number of the orgamization's patients during the tax year
a Did the organization use Federal Poverty Guidelines (FPG) as a factor in determining eligibility for providing  frge care? . N
if “Yes," indicate which of the following was the FPG family income Iimit for ehigibility for free care 3a | X
[ 1100% [ 1150% 200%  [__] other %
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 himit for eligibility for discounted care 3 | X
(] 200% [J2so% [Jsoow [ Jasow [XJ400% [ other % T
¢ If the organization used factors other than FPG in determining eligibility, describe 1n Part VI the cniteria used for determining
eligibility for free or discounted care Include In the descniption whether the organization used an asset test or other
threshold, regardiess of income, as a factor in determining eligibility for free or discounted care
4  Did the organization’s financial assistance policy that applied to the largest number of its patients during the tax year provide for free or discounted care to the ~~
"medically indigent™? ’ 4 X
S5a Did the organtzation budget amounts for free or discounted care provided under its financial assistance policy during the tax year? 5a | 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 dlscounted
care to a patient who was seligible for free or discounted care? 5c X
6a Did the organization prepare a community benefit report during the tax year? 6a | X
b If "Yes," did the organization make it available to the public? éb | X
Complete the following table using the worksheets provided in the Schedule H instructions Do not submut these worksheets with the Schedule H
7 Financial Assistance and Certain Other Community Benefits at Cost
Financial Assistance and (8) Numberof - (B) Persons (<) Totat communty | {d) Drectofseting | (0] Netcommany | () e
Means-Tested Government Programs | Programs (optional) {optional) expense
a Financial Assistance at cost (from i
Worksheet 1) 0.
b Medicaid (from Workshest 3,
column a) 0.
¢ Costs of other means-tested
government programs (from
Workshest 3, column b) 0.
d Total. Financiat Assistance and
Means-Tested Government Programs
Other Benefits
e Community health
improvement services and
community benefit operations
(from Worksheet 4) 0.
f Health professions education
(from Workshest 5) 0.
g Subsidized health services
(from Worksheet 6) 0.
h Research {from Worksheet 7) 0.
i Cash and in-kind contnbutions
for commumnty benefit (from
Workshest 8) 0.
} Total. Other Benefits
k Total. Add ines 7d and 7]

832091 11-09-18
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tax year, and describe In Part VI how its community building activities promoted the health of the communities it serves

I Part 1l | Community Building Activitics Complste this lable If the uigarization conducted any cormmunily bullding activities durig e

(a) Number of {b) Persons (c) Total (d) Drrect {©) Net
activities or programs served (optional) community offsetting revenue community
{optional) building expense building expense

(f) Percent of
total expense

Physical improvements and housing

Economic development

Community support

Environmental improvements

DL [WIN =

Leadership development and
training for community members

[+ ]

Coalition building

-~

Community health improvement
advocacy

8  Workforce development

9 Other

Total

| Part i | Bad Debt, Medicare, & Collection Practices

Section A. Bad Debt Expense Yes | No
1 Dud the organization report bad debt expense in accordance with Healthcare Financial Management Association
Statement No 157 1 X
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 2 192,554.
3 Enter the estimated amount of the organization’s bad debt expense attnbutable to ML R
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 3
4 Provide in Part VI the text of the footnote to the organization’s financial statements that descnbes bad debt
expense or the page number on which this footnote I1s contained In the attached financial statements
Section B. Medicare . o
5  Enter total revenue received from Medicare (including DSH and IME) 5 1 ,493,5 63.
6 Enter Medicare allowable costs of care relating to payments on line 5 6 954 , 2 14. :
7  Subtract ine 6 from ine 5 This 1s the surplus (or shortfall) 7 539,3 49.
8 Describe 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 hne 6
Check the box that descnbes the method used
|:| Cost accounting system l:l Cost to charge ratio IX] Other PR P
Section C. Collection Practices
9a Did the organization have a written debt coilection policy durnng the tax year? g9a | X
b If“Yes,” did the orgamzation's collection policy that applied to the largest number of its patients during the tax year contain provisions on the
collection practices to be followed for patients who are known to quahfy for financial assistance? Describe in Part VI ob | X
rpart Iv I Management Compan|es and J°|nt ventures (owned 10% or more by officers, directors, trustees, key employees, and phystcians - see instructions)
(a) Name of entity ({b) Description of pnmary (c) Organization’s |(d) Officers, direct- | (e) Physicians’
activity of entity profit % or stock | ©rs, trustees, or profit % or
ownership % key employees’ stock

profit % or stock
ownership %

ownership %

832092 11-09-18
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[PartV | Facility Information
" Section A. Hospital Facilities _ s
(hst in order of size, from largest to smallest) _ g 3| 5 §
How many hospital facilities did the organization operate % 3 a "g - g‘
during the tax year? 1 ] ; o § ° § o
Name, address, primary website address, and state icense number § § -2 o § 5 § 5 Facility
ganzation that operates the hosprtal faity) EEEEREE oo
o| SI £| 3| 5| 2|l & Other (describe)
1 SOUTHERN CRESCENT HOSP. FOR SPEC. CARE
11 UPPER RIVERDALE ROAD
RIVERDALE, GA 30274
LONG-TERM ACUTE
X CARE HOSPITAL

832093 11-09-18
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_{PartV | Facility Information ;onnnued)
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

Yoes | No
Community Health Needs Assessment —_— l

1 Was the hospital facility first licensed, registered, or similarly recognized by a state as a hospital faciity in the

current tax year or the iImmediately 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 immediatsly preceding tax years, did the hospital facility conduct a

community health neseds assessment (CHNA)? If "No," skip to line 12 3 X

If "Yes," Indicate what the CHNA report describes {check all that apply)
a D—_(] A definition of the community served by the hospital facility
Demographics of the community
Existing health care facilities and resources within the community that are available to respond to the heailth needs
of the community
How data was obtained

>4

The significant health needs of the community

Primary and chronic disease needs and other health 1ssues of uninsured persons, low-income persons, and minority

groups

The process for identifying and priontizing community health needs and services to meet the community health needs

The process for consulting with persons representing the community’s interests

The impact of any actions taken to address the significant health needs identifted in the hospital factlity’s prior CHNA(s)
) Other (describe in Section C)

4 Indicate the tax year the hospital facility last conducted a CHNA 20 __ﬁ —

[Jbdbdbd Bobdbd Bl

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 hospital facility, including those with special knowledge of or expertise in public
health? If "Yes," descnbe in Section C how the hospital facility took into account input from persons who represent the
community, and identify the persons the hospital facility consulted i 5 X

6a Was the hospital facility’s CHNA conducted with one or more other hospital facilities? If "Yes," list the other

hospital faciities in Section C . 6a | X
b Was the hospital facility's CHNA conducted with one or more organizations other than hospital facilities? 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)
a Hospital factlity's website (list url)
b [X] Other website (istur) SEE DISCLOSURE
c m Made a paper copy available for public inspection without charge at the hospital facility
d |:] Other (descnbe 1in Section C)
8 Did the hospital facility adopt an implementation strategy to meet the significant community heaith needs

identified through its most recently conducted CHNA? If "No," skip to line 11 . i 8 X
9 Indicate the tax year the hospital facility last adopted an implementation strategy 20 ___1_§ I
10 s the hospital facility’s most recently adopted implementation strategy posted on a website? 10| X
ali"ves," (istu) 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 1n its most
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 fallure to conduct a

CHNA as required by section 501(r)(3)? 12a X

b If "Yes" to line 124, did the organization file Form 4720 to report the section 4959 excise tax? 12b

¢ If "Yes" to line 12b, what Is the total amount of section 4959 excise tax the organization reported on Form 4720 ’
for all of its hospital facilities? $

832094 11-09-18 Schedule H (Form 990) 2018
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[PartV T Facility Information (continued)

* Financial Assistance Policy (FAP)

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

Yos | No
Did the hospital facility have in place during the tax year a written financial assistance policy that - l
13 Explained eligibility cntena for financial assistance, and whether such assistance included free or discounted care? 13| X
If "Yes," indicate the eligibility critena explained in the FAP:
a Federal poverty guidelines (FPG), with FPG family income mit for eligibility for free care of 200 %
and FPG family ncome hmit for eligibility for discounted care of 400 %
b @ Income levet other than FPG (describe in Section C)
c IXI Asset level
d @ Medical indigency
e [X] Insurance status
f @ Underinsurance status .
g |:| Residency
h D Other (describe in Section C)
14 Explained the basis for calculatmg| amounts charged to patients? 14 | X
15 Explained the method for applying for financial assistance? 15 | X

If "Yes," indicate how the hosprtal facility’s FAP or FAP application form {(including accompanying instructions)
explained the method for applying for financial assistance (check all that apply)
a @ Descnbed the information the hosprtal facility may require an individual to provide as part of his or her application
b Descrnbed the supporting documentation the hospital facility may require an individuat to submut as part of his
or her application
c E] Provided the contact information of hospital facility staff who can provide an individual with information
about the FAP and FAP application process
d D Prowvided the contact information of nonprofit organizations or government agencies that may be sources
of assistance with FAP applications
) D Other (descrnibe in Section C)
16 Was widely publicized within the community served by the hospital facility? X 16 | X
If “Yes," indicate how the hospital facility publicized the policy (check all that apply)
The FAP was widely available on a website (list url).
The FAP application form was widely available on a website {list url)
A plain language summary of the FAP was widely available on a website (lIist url)
The FAP was available upon request and without charge (in public locations in the hospital facility and by mail)

o O 0 T 9o

0 0 K000

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

A plain language summary of the FAP was available upon request and without charge (in public locations in

the hospital facility and by mail)

Individuals were notified about the FAP by being offered a paper copy of the plain language summary of the FAP,
by receiving a conspicuous written notice about the FAP on their billing statements, and via conspicucus public
displays or other measures reasonably calculated to attract patients' attention

Notified members of the community who are most likely to require financial assistance about availability of the FAP . .

il

i The FAP, FAP apphcation form, and plain language summary of the FAP were translated into the pnimary language(s)
spoken by Limited English Proficiency (LEP) populations

1 r__] Other {descnbe In Section C) ‘

Schedule H (Form 990) 2018
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SOUTHERN CRESCENT HOSPITAL FOR SPECIALTY

Schedule H (Form 990) 2018 CARE, INC. 32-0090450 Pages6

[PartV |

Facility Information ;ontinued)

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 dunng 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 authonzed party may take upon
nonpayment? ' 171 X

18 Chaeck all of the following actions against an individual that were permitted under the hospital facility's policies during the

tax year

0O T o

MOO 000

-~ 0o a

19 Dud the hospital facility or other authonzed party perform any of the following actions during the tax year before making

before making reasonable efforts to determine the individual’s eligibifity under the facility's FAP
Reporting to credit agency(ies)

Selling an individual's debt to another party

Deferning, denying, or requinng a payment before providing medically necessary care due to nonpayment of a - -
prevtous bilt for care covered under the hospital facility's FAP *
Actions that require a legal or judicial process .
Other similar actions (descrnbe in Section C) . -
None of these actions or other similar actions were permitted - - -

reasonable efforts to determine the individual’s eligibility under the facility’'s FAP? R i i i 19 X

If "Yes,"

U0 ood

o Qa

20 Indicate

check all actions in which the hospital facility or a third party engaged

Reporting to credit agency(ies)

Selling an individual’s debt to another party

Defernng, denying, or requinng a payment before providing medically necessary care due to nonpayment of a
previous bill for care covered under the hospital facility’s FAP RS R B

Actions that require a legal or judicial process
Other similar actions (describe in Section C)

which efforts the hospital facility or other authorized party made before initiating any of the actions listed (whether or

not checked) In line 19 (check all that apply}

o a o T

0000 O

f

Provided a wntten notice about upcoming ECAs (Extraordinary Collection Action) and a plain language summary of the

FAP at least 30 days before initiating those ECAs (if not, descnbe in Section C)

Made a reasonable effort to orally notify individuals about the FAP and FAP application process (if not, descnibe in Section C)
Processed incomplete and complete FAP applications (if not, descnbe in Section C)

Made presumptive eligibility determinations (if not, describe in Section C)

Other (descnbe in Section C)

None of these efforts were made

Policy Relati

ng to Emergency Medical Care

21 Did the hospital facility have in place during the tax year a wrtten policy relating to emergency medical care
that required the hospital facility to provide, without discnimination, care for emergency medical conditions to

individuals regardless of their eligibility under the hospital facility’s financial assistance policy? R 21 X

If "No," indicate why

100

The hospital facility did not provide care for any emergency medical conditions
The hospital facility's policy was not in writing ) b
The hospital faciity imited who was eligible to receive care for emergency medical conditions {describe in Section C) ~ - N

Other {describe in Section C)

832096 11-09-18
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SOUTHERN CRESCENT HOSPITAL FOR SPECIALTY

Schedule H (Form 990) 2018 CARE, INC. 32-0090450 Page7
[Part V | Facility Information ontnued)

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

Yos | 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 hospttal facility used a look-back method based on claims allowed by Medicare fee-for-service during a pror
12-month period
b El The hospital facility used a look-back method based on claims allowed by Medicare fee-for-service and all prnivate R
health insurers that pay claims to the hospital facility durning a prior 12-month pertod
c D The hospital facility used a look-back method based on claims allowed by Medicard, either alone or in combination
with Medicare fee-for-service and all private health insurers that pay claims to the hospital facility during a prior
12-month psriod
d rl(__] The hospital facility used a prospective Medicare or Medicaird method
23 During the tax year, did the hospital facility charge any FAP-eligible individual to whom the hospital facility provided
emergency or other maedically necessary services more than the amounts generally billed to individuals who had
insurance covering such care? 23 X
If "Yes," explain in Section C _|
24 Dunng the tax year, did the hosptal facility charge any FAP-eligible individual an amount equal to the gross charge for any
service provided to that individual? ) i | 24 X
If "Yes," explain in Section C l

Schedule H (Form 980) 2018
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SOUTHERN CRESCENT HOSPITAL FOR SPECIALTY
Schedule H (Form 990) 2018 CARE, INC. 32-0090450 Pages_
[PartV [ Facility Information (,ntnued)
‘ Section C. Supplemental information for Part V, Section B. Provide descnptions required for Part V, Section B, ines
2,3, 5, 64, 6b, 7d, 11, 13b, 13h, 15e, 16}, 186, 19, 20a, 20b, 20c, 20d, 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

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 THRObGH 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.

832098 11-09-18 ’ Schedule H (Form 990) 2018




\

SOUTHERN CRESCENT HOSPITAL FOR SPECIALTY

Schedule H (Form 990) 2018 CARE, INC. 32-0090450 Pages
_[PartV T Facility Information (ontinued) .

Section C. Supplemental Information for Part V, Section B. Provide descriptions required for Part V, Section B, ines
2, 35, 5, 643, 6b, 7d, 11, 13b, 13h, 15e, 16}, 18e, 19e, 20a, 20b, 20c, 20d, 20s, 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

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
832098 11-09-18 Schedule H (Form 990) 2018




SOUTHERN CRESCENT HOSPITAL FOR SPECIALTY
Schedule H (Form 980) 2018 CARE, INC. 32-0090450 Pageo
[PartV | Facility Information (o,1nued)

Section D. Other Health Care Facilities That Are Not Licensed, Registered, or Similarly Recognized as a Hospital Facility

(st n order of size, from largest to smallest)

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

Name and address Type of Facility (describe)

Schedule H (Form 990) 2018
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SOUTHERN CRESCENT HOSPITAL FOR SPECIALTY
Schedule™H (Form 990) 2018 CARE, INC. 32-0090450 Page 10
_ | PartVi| Supplemental Information

Provide the following information

1 Required descriptions. Provide the descriptions required for Part I, lines 3c, 6a, and 7, Part Il and Part lll, ines 2, 3, 4, 8 and
gb

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 their eligibiiity for assistance under federal, state, or local government programs or under the organization’s financial
assistance policy

4 Community information. Descnbe 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 descnbing how the organization’s hospital facilities or other health
care faciliies further its exempt purpose by promoting the health of the community (e g., open medical staff, community board, use of surplus
funds, etc )

6 Affiliated health care system. If the organization is part of an affiliated health care system, descnbe the respactive roles of the organization
and its affihates 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 h
communtty benefit report

PART I, LINE 3C:

IN ADDITION TO PROVIDING CHARITY CARE BASED ON THE FEDERAL POVERTY

GUIDELINES, THE HOSPITAL PROVIDES CARE TO 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:

THE ENTITY CEASED OPERATIONS IN 2018 AND THEREFORE PROVIDED NO CHARITY

CARE OR FINANCIAL ASSISTANCE.

PART III, LINE 2:

THE ORGANIZATION USES FORM 990, SCHEDULE H, WORKSHEET A TQO 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

ACCORDANCE WITH THE ORGANIZATION'S FINANCIAL STATEMENTS. BAD DEBT
832100 11-09-18 Schedule H (Form 990) 2018




SOUTHERN CRESCENT HOSPITAL FOR SPECIALTY

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

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

(3) RECOVERIES OF BAD DEBT PREVIOUSLY 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 III, LINE 4:

SOUTHERN CRESCENT HOSPITAL FOR SPECIALTY CARE FOLLOWS IN PRINCIPLE

HEALTHCARE FINANCIAL MANAGEMENT ASSOCIATION STATEMENT NO. 15. THE SYSTEM

HAS ADQOPTED 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 III, LINE 8:

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

RELATING TO MEDICARE PATIENTS.

PART III, LINE 9B:

SOUTHERN CRESCENT HOSPITAL DOES NOT OUTSOURCE PATIENT BALANCES TO A THIRD
Schedule H (Form 990)
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SOUTHERN CRESCENT HOSPITAL FOR SPECIALTY

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

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:

THE ENTITY CEASED OPERATIONS IN 2018 AND THEREFORE PROVIDED NO CHARITY

CARE OR FINANCIAL ASSISTANCE. PRIOR YEAR EXPLANATION PROVIDED BELOW.

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,

Schedule H (Form 990)
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SOUTHERN CRESCENT HOSPITAL FOR SPECIALTY

Schedule H (Form 990) CARE, INC. 32-0090450 Page 10
[Part VIT Supplemental Information (Continuation)

2) GEOGRAPHIC DISPARITIES,

3) UNDER/UNINSURED/WORKING POOR,

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 FQOCUS 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 CULTURAL DIFFERENCES

~N

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:

THE ENTITY CEASED OPERATIONS IN 2018 AND THEREFORE PROVIDED NO CHARITY

CARE OR FINANCIAL ASSISTANCE. PRIOR YEAR EXPLANATION PROVIDED BELOW.

Schedule H (Form 930)
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SOUTHERN CRESCENT HOSPITAL FOR SPECIALTY
Schedule H (Form 990} CARE, INC. 32-0090450 Page 10

_ | Part VI | Supplemental Information continuation)

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

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 ENTITY CEASED OPERATIONS IN 2018 AND THEREFORE PROVIDED NO CHARITY

CARE OR FINANCIAL ASSISTANCE. PRIOR YEAR EXPLANATION PROVIDED BELOW.

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.

Schedule H (Form 990)
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Schedule H (Form 990) CARE, INC. 32-0090450 Page 10

|F,'art,\,ll | Supplemental Information (continuation)

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.

PART VI, LINE 5:

THE ENTITY CEASED OPERATIONS IN 2018 AND THEREFORE PROVIDED NO CHARITY

CARE OR FINANCTIAL ASSISTANCE. PRIOR YEAR EXPLANATION PROVIDED BELOW. -

SURPLUS FUNDS ARE EITHER APPLIED TO MEETING COMMUNITY CHARITY CARE NEEDS

OR_PROVIDED TO OTHER EXEMPT ORGANIZATIONS IN THEIR MISSION TO SUPPORT

" 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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SCHEDULE J Compensation Information
. (Form 990) For certain Officers, Directors, Trustees, Key Employees, and Highest -

Compensated Employees
P Complete if the organization answered "Yes" on Form 990, Part IV, line 23.

OMB No 1545-0047

2018

Department of the Treasury P> Attach to Form 990. Open to P.Ub"c
Internal Revenue Service P> Go to www.irs.qov/Form@90 for instructions and the latest information. Inspection
Name of the orgamization SOUTHERN CRESCENT HOSPITAL FOR SPECIALTY Employer identification number
CARE, INC. 32-0090450
[Part! | Questions Regarding Compensation
Yes | No
1a Check the approprnate box(es) if the organization provided any of the following to or for a person listed on Form 990,
Part Vil, Section A, ine 1a Complete Part lll to provide any relevant information regarding these items
[:] First-class or charter travel l:| Housing allowance or residence for personal use
E] Travel for companions D Payments for business use of personal residence
[:I Tax indemnification and gross-up payments [:I Health or social club dues or initiation fees
[:] Discretionary spending account [:l Personal services (such as maid, chauffeur, chef) .
b !f any of the boxes on line 1a are checked, did the organization follow a written policy regarding payment or
reimbursement or proviston of all of the expenses descnbed above? If "No," complete Part |ll to explain 1b
2 Did the organization require substantiation prior to reimbursing or allowing expenses incurred by all directors, —
trustees, and officers, including the CEO/Executive Director, regarding the items checked on line 1a? 2
3 Indicate which, if any, of the following the filling organization used to establish the compensation of the organization’s
CEO/Executive Director Check all that apply Do not check any boxes for methods used by a related organization to
astablish compensation of the CEO/Executive Director, but explain in Part lli
I:] Compensation committee D Wntten employment contract
|:| Independent compensation consultant @ Compensation survey or study
|:l Form 990 of other organizations [:] Approval by the board or compensation committee
4 During the year, did any person listed on Form 990, Part Vil, Section A, line 1a, with respect to the filing
organization or a related organization
a Recelve a severance payment or change-of-control payment? i 4a X
b Participate in, or receive payment from, a supplemental nonqualified retirement plan? 4 | X
¢ Participate In, or receive payment from, an equity-based compensation arrangement? 4c X
If "Yes" to any of lines 4a-c, list the persons and provide the applicable amounts for each item in Part Ill.
Only section 501(c)(3), 501(c)(4), and 501(c)(29) organizations must complete lines 5-9.
5 For persons listed on Form 980, Part Vi, Section A, ine 1a, did the organization pay or accrue any compensation -
contingent on the revenues of
a The organization? 5a X
b Any related organization? 5b X
If "Yes" on ine 5a or 5b, describe in Part Il - )
6 For persons listed on Form 990, Part VI, Section A, line 1a, did the organization pay or accrue any compensation
contingent on the net earnings of
a The organization? 6a | X
b Any related organization? 6b X
If "Yos" on line 6a or 6b, descnbe in Part Il
7 For persons listed on Form 990, Part VI, Section A, line 1a, did the organization provide any nonfixed payments —
not descnbed on lines 5 and 67 If "Yes," descnbe in Part It . 7 X
8 Woere any amounts reported on Form 990, Part Vi, paid or accrued pursuant to a contract that was subject to the
initial contract exception described in Regulations section 53.4958-4(a)(3)? If "Yes," descrnibe in Part Il 8 X
9 If "Yes" on line 8, did the organization also follow the rebuttable presumption procedure descnbed in _l
Regulations section 53 4958-6(c)? 9
ILHA For Paperwork Reduction Act Notice, see the Instructions for Form 990. Schedule J (Form 990) 2018
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SOUTHERN CRESCENT HOSPITAL FOR SPECIALTY

Schedule N (Form 990 or 990-E2) 2018 CARE, INC. 32-0090450 Pages
. I Part il l Supplemental Information. Provide the information required by Part I, lines 2e and 6c, and Part I, line 2e

Also complete this part to provide any additional information

PART II LINE 1

PURSUANT TO THE PLAN OF DISSOLUTION, ACCEPTABLE 501(C)(3) ORGANIZATIONS

WERE IDENTIFIED TO RECEIVE THE REMAINING ASSETS OF THE ORGANIZATION.

ALL ASSETS DISTRIBUTED PURSUANT TO DISSOLUTION. ALL RESIDUAL ASSETS

MADE PAYABLE TO THE GOOD SHEPARD CLINIC EIN 58-2578581 ; 6392 MURPHY

DRIVE MORROW, GA 30260.

832153 10-31-18 Schedule N (Form 990 or 990-EZ) 2018



SCHEDULE O Supplemental Information to Form 990 or 990-EZ OB No 194500
{Form 990 or 990-E2Z) Complete to provide information for responses to specific questions on 20 1 8
) Form 990 or 990-EZ or to provide any additional information. =
Department of the Treasury P> Attach to Form 990 or 990-EZ. Open to Public
Internal Revenue Service 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 I, LINE 1, DESCRIPTION OF ORGANIZATION MISSION:

TAX YEAR, THE ORGANIZATION CEASED OPERATIONS.

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

AND THERAPEUTIC NEEDS OF THE PATIENTS ARE MET USING AN

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 PROQVIDED 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. SQUTHERN

CRESCENT HOSPITAL FOR SPECIALTY CARE'S APPROACH TO STRENGTHEN CURRENT

MINISTRIES; TO IMPLEMENT INNOVATIVE APPROACHES TO CARING FOR THE WHOLE
LHA For Paperwork Reduction Act Notice, see the Instructions for Form 990 or 990-EZ. Schedule O (Form 990 or 990-EZ) (2018)
832211 10-10-18




Schedule O (Form 990 or 990-EZ) (2018) Page 2
Name of the organization SOUTHERN CRESCENT HOSPITAL FOR SPECIALTY Employer identification number
CARE, INC. 32-0090450

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

THRQUGH 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.

COMMUNITY BENEFITS

IN SUPPORT OF ITS MISSION AND PHILOSOPHY REGARDING SOCIAL

ACCOUNTABILITY, SOUTHERN CRESCENT HOSPITAL FOR SPECIALTY CARE PROVIDES

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

RELATIVE TO THEIR FINANCIAL RESQURCES. 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.
832212 10-10-18 Schedule O (Form 990 or 990-EZ) (2018)




Schedule O (Form 990 or 990-EZ) (2018) Page 2
Name of the organization SOUTHERN CRESCENT HOSPITAL FOR SPECIALTY Employer identification number
CARE, INC. 32-0090450

IN ADDITION TO UNCOMPENSATED COSTS, SOUTHERN CRESCENT HOSPITAL FOR

SPECIALTY CARE SUPPORTS AND PARTICIPATES IN COMMUNITY BENEFIT PROGRAMS

DESIGNED TO POSITIVELY IMPACT THE HEALTH STATUS OF THE COMMUNITIES

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 SPECIALTY 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, IF SO, SHALL ACT IN ACCORDANCE

WITH THIS SECTION 5-2.1. THE EXECUTIVE COMMITTEE SHALL CONSIST OF AT LEAST
832212 10-10-18 Schedule O (Form 990 or 990-EZ) (2018)
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Name of the organizaton SOUTHERN CRESCENT HOSPITAL FOR SPECIALTY Employer identification number
CARE, INC. 32-0090450

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.

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 FINANCTAL 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 GROUP, INC. EMPLOYEES OF LHC

GROUP ARE LEASED TO SOUTHERN CRESCENT HOSPITAL TO PERFORM SERVICES. ALL

EMPLOYEE POLICIES OF LHC GROUP, INC. APPLY TO EMPLOYEES WORKING WITHIN LHC
832212 10-10-18 Schedule O (Form 990 or 990-EZ) (2018)
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Name of the organization SOUTHERN CRESCENT HOSPITAL FOR SPECIALTY Employer identification number
CARE, INC. 32-0090450

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.

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 GROQUP, INC. EMPLOYEES OF LHC

GROUP ARE LEASED TO SOUTHERN CRESCENT HOSPITAL TO PERFORM SERVICES. ALL

EMPLOYEE POLICIES OF LHC GROUP, INC. APPLY TO EMPLOYEES WORKING WITHIN LHC
832212 10-10-18 Schedule O (Form 990 or 990-EZ) (2018)
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Name of the organization SOUTHERN CRESCENT HOSPITAL FOR SPECIALTY Employsr identification number
CARE, INC. 32-0090450

GROUP, INC. 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

BODY.

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

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

ORGANIZATION, LHC GROUP INC, 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. 1IN 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
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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,

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/CHATIRMAN 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 CEO, THE BOARD APPROVED PROCEDURES USED BY THE MANAGEMENT

ORGANIZATION, LHC GROUP, INC. LHC USES THE SAME PROCEDURE FOR THE CEQO 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 VARIQUS HOST HOSPITALS. THE SALARY RATES ARE

PERIODICALLY REVIEWED BY THE HUMAN RESOQURCES DEPARTMENT AND REVISED BASED

ON CHANGES IN THE MARKET PLACE. A SURVEY WAS CONDUCTED BY SULLIVAN COTTER

IN 2010 CONFIRMING CURRENT SALARY LEVELS ARE COMPARABLE TO OTHER

ORGANIZATIONS AND REASONABLE.

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

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

AVAILABLE UPON REQUEST AT THE MANAGER'S OFFICE, LHC GROUP, INC. 1IN

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

WWW.GUIDESTAR.ORG.
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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:

OTHER PROFESSIONAL FEES:

PROGRAM SERVICE EXPENSES 352,189.
MANAGEMENT AND GENERAL EXPENSES 0.
FUNDRAISING EXPENSES 0.
TOTAL EXPENSES 352,189.
TOTAL OTHER FEES ON FORM 990, PART IX, LINE 11G, COL A 352,189.

FORM 990, PART XI, LINE 9, CHANGES IN NET ASSETS:

TRANSFER OF EQUITY FROM CEASED OPERATIONS -2,214,574.

FORM 990, PART V, LINE 2:

SOUTHERN CRESCENT HOSPITAL FOR SPECIALTY CARE ENTERED INTO A MANAGEMENT

AGREEMENT WITH LHC GROQUP, INC., AN UNRELATED ORGANIZATION. AS PROVIDED

BY THE MANAGEMENT AGREEMENT, LHC GROUP, INC. 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 GROUP, INC. FOR THE SALARY EXPENSE OF

THE ADMINISTRATOR AND THE PAYROLL TAXES AND EMPLOYEE BENEFITS

ASSOCIATED WITH THE ADMINISTRATOR AND ALL OTHER EMPLOYEES. UNDER THIS

ARRANGEMENT THERE ARE NO EMPLOYEES OF SOUTHERN CRESCENT HOSPITAL AND

THUS NO FORMS W-2 ISSUED BY SOUTHERN CRESCENT HOSPITAL FOR SPECIALTY
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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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