| OMB No. 1545-0047

2018

Open to Public

Form 990

Return of Organization Exempt From Income Tax

Under section 501(c), 527, or 4947(a)(1} of the Internal Revenue Coda {except private foundations)
» Do not enter sacial security numbers on this form as it may be made public.
P Go to www.irs.gov/Form990 for instructions and the latest information,

Department of the Treasury
Internal Aevenue Service

Inspection

A For the 2018 calendar year, ar tax year iﬁginning 10/01 , 2018, and ending 12131 ,20 18

B Chsck if applicable: |G Name of organization MEDICAL CENTER OF CENTRAL GEORGIA, INC. D Employer identification number

(] Address change Doing businass as THE MEDICAL CENTER, NAVICENT HEALTH 58-2149128

I Name change Number and street (or P.0, box if mail Is not delivered {o street address) Room/suite E Telephone numbar

U1 initial retum 691 CHERRY STREET 400 (478) 633-6968

|:| Final retumn/terminated]  City or town, state or province, couniry, and ZIP or foreign postal code

[0 Amended retum MACON, GA 31201 G Gross receipts $ 242 540,726

1 Application pending |F Name and address of principal officer:  NINFA M. SAUNDERS Hifa) Is this a group return for sunorginates? [ Yes [¥] No
SAME AS C ABOVE Hib) Are all subordinates included? Oves Lno

Tax-exempt status: 501{c)(3) [ 50140 ( )« finsert no) [ ] asaz@mor 157 If “Nao," aitach a list. (see instructions)

1
J  Website: »  WWW.NAVICENTHEALTH.ORG H{c) Group exemption number
K Form of organization:[/] Corporation [ Trust [} Association [] Other» | L Year of formation; 1994 I M Stata of legal domicile: GA
Summary
1  Briefly describe the organization’s mission or most significant activities: THE MEDICAL CENTER OF CENTRAL GEORGIA,
i1 INC. (MCCG) IS A NON-PROFIT MEDICAL CENTER WHOSE PRIMARY PURPOSE IS TO PROVIDE HIGH QUALITY
E (CONTINUED ON SCHEDULE Q) i
E>3 2  Chack this box »[]if the organization discontinued its operations or disposed of more than 25% of its net assets.
&1 3  Number of voting members of the gaverning body (Part VI, line 1a) . e e 3 17
'ﬁ 4 Number of indapendent voting members of the governing body (Part VI, line 1b) e e 4 15
S| 5 Total number of individuals employed in calendar year 2018 (Part V, line 2a) 5 5,271
% 6  Total number of volunteers (estimate if necessary) S 6 67
< | 7a Total unrelated business revenue from Part Vi, column {C), line 12 7a 1,234,386
h Net unrelated business taxable income from Form 990-T,line38 . . . . . . . . . 7b (417,109
Prior Year Current Year
o | 8 Gontributions and grants (Part VIIL, iine 1h) . 24,856,052 16,868,719
% 9  Program service revenue {Part VIl line 2g) . 653,468,203 166,190,440
E 10  Investment income (Part VI, column (A), lines 3, 4, and Td) . 21,750,333 5,889,520
11 Other revenue {Part VIll, column {A), lines 5, 6d, 8c, 9c, 10¢, and 11€) . 3,833,888 883,717
12 Total revenue—add lines 8 through 11 {must equal Part VI, column (A), line 12} 703,208,476 189,832,396
13  Grants and similar amounts paid (Part IX, column (A), lines 1-3) . 65,318,343 47,500
14  Benefits paid to or for members (Part IX, column (A), line 4) .
@ 15  Salaries, other compensation, employee henefits (Part IX, column (A), lines 5—1 0) 274,211,131 70,451,053
% 16a Professional fundraising fees {Part IX, column (&)}, line1ie) . . . . . . ___ _ 0 0
| b Total fundraising expenses (Part IX, column (D), line25) » 0 |¥ =
i 17 Other expenses (Part IX, column (A), lines 11a-11d, 11f-24¢) . 412,369,994 115,355,333
18  Total expenses, Add lines 13~17 {must equal Part [X, column (&), line 25) 751,889,468 185,853,886
18  Hevenue less expenses, Subtract line 18 from line 12 .. A (47,980,552) 3,978,510
5 § Beginning of Gurrent Year End of Year
ﬁ;ﬁ 20 Total assets {Part X, line 16} 1,310,187,696 1,250,784,600
§§ 21 Total liabitities (Part X, line 26) . 405,519,268 380,177,789
2z Net assets or fund balances. Subtract line 21 from Ilne 20 904,668,428 870,606,811

Signature Block

Under penaltles of perjury, | declare that | have examined this return, including accompanying schedules and statements, and to the best of my kncwledge and belief, it is
true, correct, and complete, Declaration of praparer {other than officer) is based on &ll information of which preparer has any knowtedge.

Sign } Signature of officer Date
Here
Type or printname anc il CHRIS WILDE, EXECUTIVE VICE PRESIDENT/CFO
Pai d Print/Type preparer’s name Preparer's signature Date Chack D if PTIN
Preparer W. EDWARD PHILLIPS self-employed P00451499
Use Only Firm'sname  » DRAFFIN & TUCKER, LLP Firm's EIN > 580014902
Firm's address PO BOX 71309, ALBANY, GA 31708-1309 Fhone no. (220) 883-7878

May the IHS discuss this return with the preparer shown above? {see instructions)

[7] Yes [] No

For Paperwork Reduction Act Notice, see the separate instructions,

12/26/2019 2:4

3:23 P

Gat. No, 11282Y
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Form 890 (2018) Page 2
Statement of Program Service Accomplishments
Check if Schedule O contains a response or note to any line in this Partit_ . . . . . . . . . . . . .
1  Briefly describe the organization’s mission:
TO ENHANCE THE HEALTH STATUS OF THOSE WE SERVE IN PARTNERSHIP WITH MEDICAL STAFF AND OTHER COMMUNITY

"ORGANIZATIONS BY PROVIDING WELLNESS SERVICES, HEALTH EDUCATION, TRAINING, AND ACCESS TO SAFE HIGH
QUALITY HEALTH CARE SERVICES.

2 Did the organization undertake any significant pragram services during the year which were not listed on the
prior Form 990 or 980-EZ? . . . . e e e e e e o e s e s e s OYes [VINo
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? . . . - - . T I:IYES No
i “Yes,” describe these changes on Schedule O.

4  Describe the organization’s program service accompiishments 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 revenues, if any, for each program service reported.

4a (Code; ) (Expenses $ 174,845,484 including grants of $ 47,500 ) (Revenue $ 165,839,771 )

CENTER_ N'I_AGNET HOSPITAL FOR NURSING AND SERVES THE RESIDENTS OF CENTRAL AND SOUTH GEORGIA WITH A

FRIMARY AND SECONDARY SERVICE AREA OF 30 COUNTIES AND A POPULATION OF NEARLY 750,000 PERSONS. THE

MEDICAL CENTER, NAVICENT HEALTH HAS OVER 4,500 EMPLOYEES AND A MEDICAL STAFF OF APPROXIMATELY 650

PHYSICIANS. AS THE SECOND LARGEST HOSF'ITAL IN GEORGIA ITIS LICENSED FOR 637 BEDS, INCLUDING

CAPABILITY AND THREE URGENT CARE CENTERS TREATS OVER 120 000 VISITORS PER YEAR. THE MEDICAL CENTER,

NAVICENT HEALTH PROVIDES A BROAD RANGE OF COMMUNITY BASED OUTF'ATIENT DIAGNOSTIC, PRIMARY CARE,

WELLNESSAND COMPREHENSIVE REHABILITATION SERVICES ITIS THE PRIMARY ACADEMIC HOSPITAL FOR MERCER
UNIVERSITY SCHOOL OF MEDICINE, PROVIDING RESIDENCY AND FELLOWSHIP PROGRAMS FOR OVER 100 RESIDENTS

AND IS AFFILIATED WITH MULTIPLE UNIVERSITIES AS A CLINICAL EDUCATION SITE. THE MEDICAL CENTER,

(CONTINUED ON SCHEDULE Q)
4b  (Code: ) (Expenses $§ including grants of $ } (Revenue $ )

4¢ ({Code: ) {Expenses $ including grants of § ) (Revenue $ )

4d Other program services {Describe in Schedule 0.}

(Expenses $ including grants of & } {Revenue $ )
4e Total program service expenses M 174,845,484
Form 990 (2018)
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Form 990 (2018) | Page 3
Checklist of Required Schedules

Yos | No
1 Is the organization described in section 501{c}(3) or 4947{a)(1) (other than a private foundatlon)? If “Yes,”
compilete Schedule A . . ... 14V
2 Isthe organization required to complete Schedufe B, Schedule of Contnbutors (see mstruc’nons)’? .o 2 |V
3 Did the organization engage in direct or indirect political campaign activities on behalf of or in opposition to
candidates for public office? Iif “Yes,” complete Schedule C, Part! . . . . . . . . 3 v
4  Section 501{c){3) organizations. Did the organization engage in lobbying activities, or have a section 501 (h)
election in effect during the tax year? If “Yes,” complete Schedule C, Parttt . . . . . . . . . . . 4|V
5 Is the organization a section 501{c){4), 501(c)(5), or 501(c){8)} organization that receives membership dues,
assessments, or similar amounts as defined in Revenue Procedure 98-197? If “Yes,” complete Scheduie C, Partiit | 5 v
6 Did the organization maintain any donor advised funds or any similar funds or accounts for which donors
have the right to provide advice on the distribution or investment of amounts in such funds or accounts? /f
“Yos,” complete Schedule D, Part! . . . . . . . . . . . . . 6 v
7  Did the organization receive or hold a conservation easement, including easements to preserve cpen space,
the environment, historic land areas, or historic structures? if “Yes,” complete Schedule D, Partif . . . 7 v
8 Did the organization maintain collections of works of art, historical treasures, or other similar assets? If “Yes,”
complete Schedule D, Partill . . . . . . . . . e e e e e e 8 v

9 Did the organization report an amount in Part X, line 21, for escrow or custodial account liability, serve as a
custedian for amounts not listed in Part X; or provide credit counseling, debt management, credit repair, or
debt negotiation services? If “Yas,” complete Schedule D, Partiv . . . . . . . . . . . . . . 9 v
10 Did the organization, direcily or through a related organization, hold assets in temporarily restricted
endowments, permanent endowments, or quasi-endowments? /f “Yes,” complete Schedule D, Part V
11 If the organization’s answer to any of the following questions is “Yes,” then complete Schedule D, Parts VI,
ViI, VIIl, IX, or X as applicable.

a Did the organization report an amount for land, buildings and equipment in Part X, line 10?7 i “Yes,”

complete Schedule D, Partvi . . . . . . . 11a| v
b Did the arganization report an amount for lnvestments other securities in Part X, line 12 that is 5% or mare

of its total assets reported in Part X, line 167 If “Yes,” complete Schedule D, Part\Vif . . . . 11b| v
¢ Did the organization report an amount for investments—program related in Part X, line 13 that is 5% or more

of its total assets reported in Part X, line 167 If “Yes,” complete Schedule D, Part Vil . . . . . 11c v
d Did the arganization report an amount for other assets in Part X, line 15 that is 5% or more of its total assets

reported in Part X, line 167 If "Yes,” complete Schedule D, PartIX . . . . 11d| v

e Did the organization report an amount for other liabilities in Part X, line 257 If “Yes comp!ete Schedu!e D Part X |11e| v
T Did the organization’s separate or consolidated financial statements for the tax year include a foctnote that addresses

the organization’s liability for uncertain tax positions under FIN 48 (ASC 740)7? If “Yes,” complete Schedule D, Part X 111 v
12a Did the organization obtain separate, independent audited financial statements for the tax year? if “Yes, " compiete
Schedule D, Parts Xland Xil . . . . 12a v
b Was the organization included in consolldated mdependent audlted flnanclal stataments for the tax year'? If
“Yes,” and if the organization answered “No” to line 12a, then completing Schedule D, Paris X! and Xl is optional | 12b v
13 s the organization a school described in section 170(b){(1}A)(i)? If “Yes,” compleie Schedle E . . . . 13 v
14a Did the organization maintain an office, employess, or agents outside of the United States? . . . . . 14a v
b Did the organization have aggregate revenues or expenses of more than $10,000 from grantmaking,
fundralsing, business, investment, and program service activities outside the United States, or aggregate
foreign investments valued at $100,000 or more? If “Yes,” complete Schedule F, Parts fand IV, . . . . 14b v
18 Did the organization report on Part IX, column {A), line 3, mare than $5,000 of grants or other assistance to or
for any foreign organization? If “Yes,” complete Schedule F, Parts lfand v . . . . .o 15 v
16 Did the organization report on Part IX, column {A), line 3, mare than $5,000 of aggregate grants or other
assistance to or for foreign individuals? If “Yes,” complete Schedule F, Partsifland V. . . . . . . . 16 v
17  Did the organization report a total of more than $15,000 of expeanses for professional fundraising services on
Part IX, column (A), lines 6 and 11e? If "Yes,” complete Scheduie G, Parf 1 {see instructions) . . . . . 17 v
18  Did the organization raport mora than $15,000 total of fundraising event gross income and contributions on
Part VIIl, lines 1c and 8a? If “Yes,” complefe Schedule G, Partli . . . . . . . . 18 v
19  Did the organization raport mare than $15,000 of gross incame from gaming activities on Part VIII line 9a'?
If “Yes,” complete Schedule G, Partil . . . . e 19 v
20 a Did the organization operate one or more hospital faolhtles’P h‘ "Yes comp!ete Schedule H e e e 20a| v
b [f “Yes” to line 204, did the organization attach a copy of its audited financlal statements to this return? . 20b| v
21  Did the organization report more than $5,000 of grants or other assistance to any domestic organization or
domestic government on Part IX, column (&), ling 17 if “Yes,” complete Schedwle |, Parts tand It . . . . 21 v
Form 990 2018)
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Form 990 {2018) ‘ Page 4
BTG  Checklist of Required Schedules {continued)

Yes | No

22  Did the organization report more than $5,000 of grants or other assistance to or for domestic individuals on
Part IX, column (A}, line 27 If "Yes," complete Schedule |, Parts tandttt . . . . . . . . . . . . 22 | v

23  Did the organization answer “Yes” to Part VI, Section A, line 3, 4, or 5 about compensation of the
organization’s current and former officers, directors, trustees, key employees, and highest compensated
employees? If “Yes,” complete Schedule d . . . . . . . . . . . . o 0L 00 0. 23 | v

24a Did the organization have a tax-exempt bond issue with an outstanding principal amount of more than
$100,000 as of the last day of the year, that was issued after December 31, 20027 /f "Yes,” answer lines 24b

through 24d and compiete Scheduie K. If “No,” gotoline25a . . . . . 24a| v
b Did the organization invest any proceeds of tax-exempt bonds bayond a temporary perlocl except:on? . 24b 4
¢ Did the organization maintain an escrow account other than a refunding escrow at any time during the year
to defease any tax-exempt bonds? . . . . . 24¢ v
d Did the organization act as an “on behalf of” issuer for bonde outstandlng at any tlme durlng the year? . 24d d
26a 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? If “Yes,” complete Schedule L, Part! . . . . . 25a v

b Is the organization aware that it engaged in an excess benefit transaction with a disqualified person in a prior
year, and that the transaction has not been reported on any of the organization’s prior Forms 980 or 990-EZ?
if “Yes,” complete Schedule L, Part! . . . . . . . . . . .« . . . . .00 .. e 25h v

26 Did the organization report any amount on Part X, fine 5, 8, or 22 for receivables from or payables to any
current or former officers, directors, trustees, key employees, highest compensated employses, or
disqualified persons? If “Yes,"” complete Schedule L, Partll . . . . . . . . . . . . . . . . 26 | v

27 Did the organization provide a grant or other assistance to an officer, director, trustee, key employee,
substantial contributor or employee thereof, a grant selection committes member, or to a 35% controlled
entity or family member of any of these persons? If “Yes,” complete Schedule L, Partilt . . . . . v

28 Was the organization a party to a business transaction with one of the following parties (see Schedule L,
Part IV instructions for applicable filing thresholds, conditions, and exceptions):

a A current or former officer, director, trustee, or key employee? If “Yes,” complete Schedule L, Part iV . . 28a v
b A family member of a current or farmer officer, director, trustee, or key employee? If "Yes,” compiete
Schedule L, PartlV . . . . 28b | v
¢ An entity of which a current or former offlcer dweotor trustee, ar key employee (or a famlly member thereof)
was an officer, director, trustee, or direct or indirect owner? If “Yes,” carnplete Schedule L, Partly . . . 28¢ v
26  Did the organization receive more than $25,000 in non-cash coniributions? If “Yes,” complete Schedule M 29 v
30 Did the organization receive contributions of art, historical treasures, or other similar assets, or qualified
conservation contributions? If “Yes,” complete Schedule M . . . . 30 v
31  Did the organization liquidate, terminate, or dissolve and cease operations? l’f "Yes " comp.’el‘e Schedule N Partl 31 v
32 Did the organization sell, exchange, d|spose of, or transfer more than 25% of its net assets? If “Yes,”
complete Schedule N, Partif . . . . 32 v
33 Did the organization own 100% of an entity disregarded as eeparate from the organtzatlon under Regulatlons
sections 301.7701-2 and 301.7701-37 If “Yes,” complete Schedule R, Part!. . . . . 33|V
34 Was the organization ralated to any tax-exempt or taxable en‘uty? If “Yes,” complete Schedule F? Part i, h‘l
orlV, and Part V, line1 . . . . o e e 34 | v
35a Did the organization have a controlled ent|ty W|th|n the meaning ot section 512(b)(‘l 3)‘7 o 35a| v
b If “Yes" 1o line 35a, did the organization receive any payment fram or engage in any traneactlon with a
cantrolled entity within the meaning of section 512(b)(13)? I "Yes,” complete Schedule R, Part V, line 2 . . 35b| v
36 Section 501{c}{3) organizations. Did the organization make any transfers to an exempt noh-charitable
related organization? If “Yes,” complete Schedule R, Part V, line2 . . . . . 36 v
37 Did the organization conduct more than 5% of its activities through an entity that is not a relatecl orgamzatlon
and that is treated as a partnership for federal income tax purposes? If “Yes,” complete Schedule R, Part /! 37 v
38  Did the organization complete Schedule O and provide explanations in Schedule O for Part VI, lines 11b and
19? Note. All Form 890 filers are required to complete Schedule O. a8 | 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

1a Enter the number reported in Box 3 of Form 1096, Enter -0- if not applicable . . . . 1a 511
b Enter the number of Forms W-2G included in line 1a. Enter -0- if not applicable . . . . 1b 0

¢ Did the organization comply with backup withholding rules for reportable payments to vendors and
reportable gaming (gambling) winnings to prize winners? e e e e e

Form 990 (2018)
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Form 990 {2018) Page 5
Statements Regarding Other IRS Filings and Tax Compliance (continued)

2a

Fnter 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

b If at least one is reported on line 23, did the organization file all required federal employment tax returns?
Note. If the sum of lines 1a and 2a is greater than 250, you may be required to e-file (see instructions)
3a Did the organization have unrelated business gross income of $1,000 or more during the year? . . . . 3a|{v
b If “Yes,” has it filed a Form 990-T for this year? If “No” fo Jine 3b, provide an explanation in Schedule O . . 3b | v
4a At any time during the calendar year, did the organization have an interest in, or a signature or other authority over,
a financial account in a foreign country (such as a bank account, securities account, or other financial account)? 4a v
b if “Yes,” enter the name of the foreign country: »
Ses instructions for filing requirements for FInCEN Form 114, Report of Foreign Bank and Financial Accounts (FBAH)
5a Was the organization a party to a prohibited tax shelter transaction at any time during the tax year? . . . 5a v
b Did any taxable party notify the organization that it was or is a parly to a prohibited tax shelter transaction? 5h v
¢ If “Yes” to line ba or &b, did the organization file Form 8886-T1? . . . . 5c
ga Does the organization have annual gross receipts thal are normally greater than $1 00 000 and dld the
organization solicit any contributions that were not tax deductible as charitable contributions? . . . 6a v
b ¥ “Yes,” did the organization include with every solicitation an express statement that such contrlbutlons or
gifts were not tax deductible?
7  Organizations that may receive deductible contnbutlons under sectlon 170(0)
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? . .
b if “Yes," did the organization notify the donor of the va!ue of the goods or services prowded? . .
¢ Did the organization seli, exchange, or otherwise dlspose of tangible personal property for which it was
required to file Form 82827 . o e e .
d If "Yes," indicate the number of Farms 8282 flled durmg the year
e Did the organization raceive any funds, directly or indirectly, to pay premlums ona personal benefit contract?
f Did the crganization, during the year, pay premiums, directly or indirectly, on a personal benefit contract? .
g If the organization recelved a contribution of qualified intellectual property, did the arganization file Form 8899 as required?
h If the organizaiion received a contribution of cars, boats, airplanes, or other vehicles, cid the organization fils a Form 1088-G?
8 Sponsoring organizations maintaining donor advised funds. Did a donor advised fund maintained by the
sponsoring organization have excess business holdings at any time during the year? .
9 Sponsoring organizations maintaining donor advised funds.
a Did the sponsoring organization make any taxable distributions under section 49667 |
b Did the sponsocring organization make a distribution to a donor, donor adviscer, or related person?
10  Section 501{c}{7} organizations. Enter:
a Initiation fees and capital contributions included on Part VIII, ine 12 . . . . . 10a
b Gross receipts, included on Form 890, Part VI, line 12, for public use of club faCIlltles . 10b
11 Section 501{c){12) organizations. Enter:
a Gross income from members or shareholders . . . . .o . . 11a
b Gross income from ather sources (Do not net amounts due or pald fo other S0Urces
against amounts due or received from them.) . . . . 11b
12a Section 4947(a){1} non-exempt charitable trusts. Is the orgamzatlon flllng Form 990 in Ileu of Form 10417
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 issuérs.
a Is the crganization licensed to issus qualified health plans in more than one state? .
Note. See the insiructions for additional information the organization must report on Schedule 0
b Fnter the amount of reserves the organization is required to maintain by the states in which
the organization is licensed to issus qualified healthplans . . . . . . . . . . 13b
¢ Enter the amount of reservesonhand . . . . 13¢
14a Did the organization receive any payments for mdoor tannlng services durlng the tax year? e e e . 14a v
b If “Yes,” has it filed a Form 720 to report these payments? Jf “No,” provide an explanation in Schedule O . 14b
15 [s the organization subject to the section 4960 tax on payment(s) of more than $1,000,000 in remuneration or
excess parachute payment(s) during the year? e e . .
If "Yes," see instructions and file Form 4720, Schedule N.
16 Is the organization an educational institution subject to the section 4968 excise tax on net investment income?
If “Yes," complete Form 4720, Schedule O. 2
Form 990 (2018)
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Form 990 (2018) Page 6
Governance, Management, and Disclosure For each "Yes” response to fines 2 through 7b below, and for a “No”
response to line 8a, 8b, or 10b below, describe the circumstances, processes, or changes in Schedule O. See instructions.
Check if Schedule O contains a response or note to any lineinthisPart™M . . . . . . . . . . . . .
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 17
If there are material differences in voting rights among members of the governing body, or
if the governing body delegated broad authority to an executive committee or similar
committee, explain in Schedule O.

b Enter the number of voting members included in line 1a, above, who are independent . 1b 15

2 Did any officer, director, trustee, or key employes have a family relationship ot a business relationship with
any other officer, director, trustee, or key employee? e e e e ..

3 Did the organization delegate control over management duties cuetomarlly performed by or under the direct
supervision of officers, directors, or trustees, or key employees to a management company or other person? 3

4 Did the organization make any significant changes to its goveming documents since the prior Form 920 was filed? 4

5  Did the organization become aware during the year of a significant diversion of the organization’s assets? . 5

6  Did the organization have members or stockhclders? Ve . .o 6

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? . . . . v e o 7a v

b Are any governance decisions of the arganization reserved to (or subject to appmval by) members,
stockholders, ar persons other than the governing body? . e e e .
8 Did the organization contemporanecusly document the meetings held or written actions undertaken durmg
the year by the following:
a The governing body?
b Each committee with authority to act on behalf of the governing body?
9 s there any officer, director, trustes, ar key employee listed in Part Vil, Section A, who cannot be reached at

the organization's mailing address? If “Yes,” provide the names and addresses in Schedule O . . . . 9 v
Section B. Policies (This Section B requests information about policies not required by the Internal Hevenue Code.)
Yes No
10a Did the organization have local chapters, branches, or affiliates? . . .- . . 10a v
b If “Yes,” did the organization have writien policies and procedures governing the aetWItles of such chapters
affiliates, and branches to ensure their operations are consistent with the organization’s exempt purposes? 10b

11a Has the organization providad a complete copy of this Form 890 to all members of its governing body before filing the form? [11a
b Describe in Schedule O the process, if any, used by the organization to review this Form 990.
12a Did the organization have a written conflict of interest policy? if "No,” go o line 13
b Were officers, directors, or trusises, and key employeas required to disclose annually interests that could give rise m confhcts? 12b

v
v
v
¢ Did the organization regularly and consistently monitor and enforce compliance with the policy? if “Yes,”
describe jn Schedule O how this was done . . . e e e e e e i2¢| v
v
v

13  Did the organization have a written whistleblower pahcy'? .
14  Did the organization have a written document retention and destructmn pohcy'? .
18 Did the process for determining compensation of the following persons include a review and approval by
independent persons, comparability data, and contemporaneous substantiation of the deliberation and decision?
a The organization’s CEQ, Executive Director, or top management official . . . . . . . . . . . . 15a v
b Other officers or key employees of the organization . . . e e e e e e 15b ¥
If “Yes” to line 15a or 15b, describe the process in Schedule O (see metructnons) i
16a Did the organization invest in, contribute assets to, or participate in a joint venture or similar arrangement
with a taxable entity during the year? . e e e e e o e e e e e e
b If "Yes,” did the organization follow a wiitten policy or procedure requiring the organization to evaluate its
participation in joint venture arrangements under applicable federal tax law, and take steps to safeguard the
organization’s exempi status with respect to such arrangements?
Section C. Disclosure
17  List the states with which a copy of this Form 990 is required to be filed > GA
18  Section 6104 requires an organization to make its Forms 1023 (1024 or 1024-A if applicable), 990, and 990-T (Sect:on 501{c)
(3)s only} available for public inspection. Indicate how you made these available, Check all that apply.
[0 ownwebsite [ Another's website Uponrequest  [[] Other {explain in Schedule O
19  Describe in Schedule O whether {and if so, how) the organization made its governing documents, conflict of interest policy, and
finangcial statements available to the public during the tax year,
20  State the name, address, and telephone number of the person who possesses the organizaticn’s books and records
CHRIS WILDE, 777 HEMLOCK STREET, MACON, GA 31201, (478) 633-1452

Form 990 (2018)
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Form 990 {2018) Page 7
mmpensation of Officers, Directors, Trustees, Key Employees, Highest Compensated Employees, and
Independent Contractors
Check if Schedule O contains a response or note to any linginthisPatvil . . . . . . . . . . . . . [
Section A. Officers, Directors, Trustees, Key Employees, and Highest Compensated Employees
1a Compiete this table for all persons required to be listed. Report compensation for the calendar year ending with or within the
organization's tax year.
s List alf 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.
e List all of the organization’s current key employses, if any. See instructions for definition of “key employes.”
¢ list the organization's five current highest compensated employees {other than an officer, director, trustee, or key employese)
who received reportable compensation (Box 5 of Form W-2 and/or Box 7 of Form 1089-MISC) of more than $100,000 from the
orgartization and any related organizations.

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

* List all of the organization's former directors or trustees that received, in the capacity as a former directar 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 parsons.

L] Check this hox if neither the organization nor any related organization compensated any current officer, director, or trustee.

{c)
) ) Position ) (© G}
{do not check more than one
Nams and Title Average | box, unless person Is beth an Reportable Reportable Estimated
hours per 1 gfficer and a directarftrusiee) | compensation  [compensation from amount of
weel {list an o= = ~Tozl o from related ather
hours for aa ﬁ g &125|2 the organizations compensation
related A glo %g ?D organization {W-2/1008-MISC) from the
organizationg g sl g1° E E 1 [w-2r1099-MISC) arganization
below dotted! 251 & 878 and related
ling) 5 o 2 ] organizations
8 g
o
__('!)AH_NINFA M SI-\HNI?ERS e 1.0
PRESIDENT/CEQ 50.0 v v 0 2,648,027 560,205
{2) ARMAND BAI:S_P_\PJO 1.0
BOARD MEMBER 1.0 v 0 0 0
{3) CONNIE CATER_________ } 1.0
BOARD MEMBER 1.0 v 0 0 0
__(_aﬂ___DAVID DANZIE 1.0
BOARD MEMBER 1.0 v 0 0 0
(5) SANFORD DUKE, Mo 1.0
BOARD MEMBER 1.0 v 0 [ 0
(6) MIKE FINNERT)’__ 1.0
BOARD MEMBER 1.0 v 0 0 0
{7) RANDY HUGHES __ o 1.0
BOARD MEMBER 1.0 v 0 0 0
(8) TIMOTHY JACK§ON 1.0
BOARD MEMBER 1.0 v 0 0 0
(9) KIM JOHNSTON, M.D, __ i 1.0
VICE CHAIRMAN 1.0 ¥ 0 0 0
(10) HENRY KOPLIN 1.1
BOARD MEMBER 2.0 v 0 0 0
{i1) rAYPWPPPN 1.0
BOARD MEMBER 1.0 v ¢ 0 0
12) STARR PURDUE 1.0
CHAIRMAN 1.0 v 0 0 a
(13) RICK SHACKELFORD 1.0
BOARD MEMBER 1.0 v 0 0 0
_(:lﬂ BILL TII_:T,, MD 1.0
BOARD MEMBER 1.0 4 0 0 0
Form 890 2018)
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Form 920 (2018) Page 8
SETRRYIN  Section A. Officers, Directors, Trustees, Key Emplayees, and Highest Compensated Employees {continued)

(cl
Paosition
A @) (do not chack more than one (@) & U/
Name and title Average | hox, unless person is both an Reportable Aeportable Estimated
hours per | afficer and a director/trustes) compensation |compensation from amouni of
week {list an os sl ol =la=1= from related other
hours for a a_ ﬁ Z|le| 3] g tha organizations compensatian

. related ) E ala %§ 2 organization [W-2/1099-M15C) from the

organizations| 25 | & | & ‘c:g = | 7 |w-2r1099-MISC) arganization

below dotted| S 5| 2 ol I and related

ling) g_ g 8 ° organizations
aF
° g

_(15) BILL TILLETT 1.0
BOARD MEMBER 1.0 v Q 0 ]
(16) WIMBERLY TREADWELL ) 1.0 }
BOARD MEMBER 1.0 v 0 0 0
(17) JOHN VII_\J_YARD B 1.0 .
BOARD MEMBER 1.0 v 0 0 0
{18) KENNE'I:[-_I B BANKS B ) 1.0
SECRETARY 50.0 v 0 646,538 249 332
{19) RHONDA PERRY ‘ ) 1.0
TREASURER 50.0 v 0 586,447 59,630
{20) ROBERTC WILDE 1.0 N
TREASURER 49.0 v 0 135470 10,564
{21) TRACE_\{ A BLALOCK . 400
CHIEF NURSING OFFICER 0.0 v 290,674 0 77,886
{22) DAWN C COLE i 40.0 )
ASSISTANT CH!EF NURSING OFFICER 0.0 v 242,209 0 30,969
{23) ELIZABETH A MANN 40.0
AVP NURSING 0.0 v 250,790 Q 30,946
{24) SUSANWHARRIS 40.0
CHIEF OPERATING OFFICER 0.0 v 422,413 Q 80,805
(25) (SEE ST{\_’I’EMENT)

1b Sub-total. . . . . A & 1,205,985 3,915,483 1,100,337
¢ Total from continuation sheets to Part VII Sectlon A N & 2,970,002 0 273,024
d Total (add lines1bandic), . . . . . . & 4,175,987 3,915,483 1,373,361

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

reportable compensation from the organization 212

3 Did the organization list any former officer, directar, or trustee, key employee, or highest compensated
employee on line 1a? if “Yes,” complete Schedule J for such individual e e

4  For any individual listed con line 1a, is the sum of reportable compensation and other compensation from the
organization and related organizations graater than $150,0007 If “Yes,” compiete Schedule J for such
individual . . Coe

5 Did any person listed on Ime 1a receive or accrue compensatlon from any unrelated organlzatlon or mdmdual
for services rendered to the organization? if “Yes,” complete Schedule J for such person

Section B. Independent Contractors

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

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

year.
) (B} (S)
Mama and business address Dascriptlon of services Compensation
ROBINS & MORTIN, 400 SHADES CREEK PKWY, BIRMINGHAM, AL 35209 BUILDING CONTRACTCR 55,101,413
AMERICAN ANESTHESIOLOGY OF GA LLC, P O BOX 535375, ATLANTA, GA 30353 | CONTRACT SERVICES-ANESTHESIA 12,402,738
FITZROY HEALTH, 858 HIGH STREET, MACON, GA 31201 CONTRACT SERVICES-NURSING 11,998,866
QUANTUM HC, LLC, 777 HEMLOCK STREET, MSC #104, MACON, GA 31201 CONTRACT SVC-HOSPITALISTS 8,248,494
JTS VENTURES, INC, 45 TECHNOLOGY PARKWAY S., SUITE 100, NORCROSS, GA 30092 | PROFESSIONAL BILLING SERVICES 4 993
2 Total number of independent contractors {including but not limited to those listed above) who |35 T
recsived more than $100,000 of compensation from the organization 60

Form 990 (2018)

12/26/2019 2:43:28 PM 8 2018 Return MEDICAL CENTER OF CENTRAL GEORGIA,

ING.- 58-2149128




Fotrn 990 (2018) Page 9

REIZAYII Statement of Revenue
Check if Schedule O tai

te to any line in this Part VII . ]

(D)
Revenue
excluded from tax
under sactions

512-514

(C)
Unrelated
business
revenue

(B)
Related or
axempt
function
revenue

(A
Total revenua

Federated campaigns . . 2,491
Membershipdues . . . . | 1b
Fundraisingevents . . . . | 1c
Related organizations . . . | 1d 15,000,000
Government grants (contributions) | e 1,855,662
All other contributions, gifts, grants, .
and similar amounts not included above | 1# 10,566
Noncash contributions Included in lines 1a-1:§
Total. Addlinesia~1f . . . . . . . . . »
Business Code
2a PATIENT CHARGES 621500 162,596,106| 162,596,106
SUPPORT & SERVICES REVENUE 561000 322,329 291,193 31,136
DOB RENTAL INCOME 531120 1,613,997 1,613,997
REFERENCE LAB INCOME 541380 1,203,250 1,203,250
WELLNESS 713040 418,117 418,117
All other program service revenue . 36,641 36,641
Total. Addlines2a-2f . . . . . . . . . » 166,190,440
3 Investment income {including dividends, interest,
and other similaramounts) . . . . . . . M 6,210,829 6,210,829
Incoma from investment of tax-exempt bond proceeds P
B Royalties . . . . . . . . . . . . .M
i (i) Real (i) Personal
6a Grossrents . . 510,755
b Less: rental expenses
Rental incoma or (loss) 510,755 0
d Netrentalincomeor(oss) . . . . . . . W
7a  Gross amount from sales of | () Securities {ij Other
assets other than inventory 52,274,162 5,203
b Less: cost or other basis
and sales expenses . 52,600,674
¢ Gainor{oss) . . (326,512}
d Net gain or {loss)

B - T~ T I - )

Contributions, Gifts, Grants [§
and Other Similar Amount:

el (+]

16,868,719

Prograrn Service Revenue

(oI T T T Y I = 3

B

2]

510,755

0 (321,309)

8a Gross income from fundraising
events {not including $
of contributions reported on line 1c).
SegPart IV, linet8 . . . . . a
b less:directexpenses . . . . b
¢ Nst income or {loss) from fundraising events .
9a Gross income from gaming activities.
SegPartV,line1d . . . . . a
b less:directexpenses . . . . b
¢ Neatincome or {loss) from gaming activities . . W
10a Gross sales of inventory, less
returns and allowances . . . g 195,554
b Less:costofgoodssold . . . b 107,656 [ {41 —
¢ Net income or {loss) from salss of inventory . . P 87,898 87,898

Other Revenue

Miscellaneous Revenue Business Code i Sedind s ;
11a EQUITY IN JOINT VENTURE 270,000 270,000
b GLINICAL TRIALS 15,064 15,064

c
d Allotherrevenue . . . . . 0 -
e Total. Add lines 11a—11d . 285,064

12  Total revenue, See instructions 189,832,396

vy

Form 990 (2018)
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Form 990 {2018)

ETsd bl Statement of Functional Expenses

page 10

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 [X

{C}

ING.- 58-2149128

Do not include amounts reported on Imes 6b, 7b, Total (A) p (B) , é
8b, 9b, and 10b of Part VII. ol expenses Cpanes | oo xparaes F';Epéﬁ?é’;g
1  Grants and other assistance fo domestic organizations
and domestic governmants. Sea Part IV, line 21
2 Grants and other assistance to domestic
individuals. See Part IV, line 22 47,500 47,500
3 Grants and other assistance to foreign
organizations, foreign governments, and fareign
individuals. See Part IV, linas 15 and 16 .
4  Benefits paid to or for members
5  Compensation of current officers, dlrectors,
trustees, and key employeas - 506,333 172,959 333,374
6  Compensation not included above, to disqualified
persons (as defined under section 4958(f)(1)) and
persons described in section 4958(c)(3)(B)
7  Other salaries and wages 55,033,877 52,965,426 2,068,451
8 Penslon plan accruals and contnbutlons (mclude
section 401(k) and 403(h) employer contributions) 1,714,758 1,713,608 1,150
9  Other employee benefits . 9,337,374 9,183,456 153,918
10  Payroll taxes . 3,868,711 3,699,771 158,940
11 Fees for services {non- employees)
a Management
b Legal 1,010,568 1,010,568
¢ Accounting
d Lobbying . 11,000 11,000
e Professional fundraising services. See F‘art IV Ilne 17 :
f Investment management fees 401,954 401,954
g  Other, (If line 11g amount exceeds 10% of line 25, column
(A) amount, list fine 11g expenses on Scheduls 0)) . 55,023 167 48,866,686 5,1561431 0
12 Advertising and promotion 282,803 281,013 1,790
13 Office expenses 1,051,461 978,185 73,276
14 Information technology 126,723 126,723
15 Royalties .
16 Occupancy 1,733,087 1,733,087
17 Travel . . 503,458 485,024 18,434
18  Payments of travel or entertalnment expenses
for any federal, state, or local public officials
19  Confaraences, conventions, and meetings 9,722 8,863 859
20 Interest . 4,205,912 1,295,910 2
21 Paymenis to afflllates .
22  Depreciation, depletion, and amortlzatlon 6,162,915 5,888,331 274,584
23 Insurance . e e e e e 1,731,666 1,726,639 5,027
24  Other expenses, ltemize expenses not covered
above (List miscellaneous expenses in line 24e. If |
line 24e amount exceeds 10% of line 25, column
(A) amount, list line 24e expenses on Schedule O.)
a MEDICAL SUPPLIES 39,637,167 39,637,102 65
b PROVIDER & OTHER TAXES 2,057,168 2,054,160 3,008
¢ EQUIP RENTQI___, MAINT & MINOR L 2,056,294 2,024,517 31,777
d NUTRITIONAL SUPPLIES & MEALS 1,374,664 1,365.452 9,212
e All other expenses 885,604 580,072 305,532 0
25 Total functional expenses. Add lines 1 through 24e 186,853,386 174,845,484 11,008,402 0
26 Joint costs. Complete this line only if the
organization reported in column (B} joint costs
from a cotmbined educational campaign and
fundraising solicitation. Chack here W [] if
following SOP 98-2 (ASC 958-720) . . . .
Forma 990 (2018)
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Form 990 {2018) Page 11

Balance Sheet

Check if Schedule O contains a respanse or note to anylineinthisPatX . . . . . . . . . . . . ., []
(&) {B)
Beginning of year End of year

1 Cash—non-interest-bearing . . . s e e e e e 1.534071) 1 (408,324)
2 Savings and temporary cash lnvestments . 2
3  Pledges and grants receivable, net 3
4  Accounts receivable, net 129,413,929 4 123,854,503
5 Loans and other receivables from current and former oﬁlcers dlrectors

trustess, key amployees, and highest compensated employees.
Complete Part i of Schedule L

6  Loans and other receivables fram other disqualified persons (as defined under section
4958(f(1)), persons described in section 4958(c)(3YB), and contributing employers and
sponsoring organizations of section 501{&)@) voluntary employees' beneficiary |2
organizations (see instructions}. Complete Part [l of SchedulsL . . . . . . 0

a 6 0
2| 7 Notesand loans receivable,net . , ., . . . . . . . . . . 7
< 8 Inventories forsaleoruse . . . e e e e e e 14,501,527 8 15,688,485
9  Prepaid expenses and deferred charges e e e e e e e 6569519 9 6,263,772
10a Land, buildings, and equipment: cost or = =
other basis. Complete Part VI of Schedule D 10a 1,031,367,336 £
b Less: accumulated depreciation . . . . 10b 630,903,668 389,793,726 |10c 400,463,668
11 Investments—publicly traded securities . . e e e 373,5614,776| 11 427,631,297
12 Investments —other securities. See Part IV, line 1‘] e e e e e 277,310,000 12 183,752,930
13  Investments—program-related. See Part IV, line 11 . . . . . . . 2,222,592 13 2,268,150
14 Intangible asssets . . . e e e e e e e e 14
15  Other assets. See Part 1V, Ilne 'I1 e . 88,357,316| 15 64,389,879
16 Total assets. Add lines 1 through 15 (must equal Ilne 34) .. 1,310,187,696| 16 1,250,784,600
17  Accounts payable and accrued expenses . . . . . . . . . . 46,331,933 | 17 57,083,066
18  Grantspayable. . . . . . . . . . . . o . o . . L. 18
19 Deferredrevenue . . . . . . . . . . . . . o . . .. 19
20 Tax-exempt bond liabilities . . . 229,708,052| 20 194,364,453
21  Escrow or custodial account liability. Complete Part IV of Schedule D
%122 Lloans and other payables to current and former officers, directors,
= trustees, key employees, highest compensated employees, and
o disqualified persons, Complete Part Il of Schedule L
|

23  Secured mortgages and notes payable to unrelated third parties

24  Unsecured notes and loans payable to unrelated third parties . . . 39,969,713| 24 39,969,713

25 Other liabilities (including federal income tax, payables to related third
partias, and other liabilities not included on lines 17-24). Compilete Part X
of Schedule D 89,609,570 25 88,760,557

26 Total liabilities. Add lines 17 through 25 . . . 405,519,268 | 26 380,177,789
Organizations that follow SFAS 117 (ASC 958}, check here P . and )
complete lines 27 through 29, and lines 33 and 34. = 2 |

27  Unrestrictednetassets . . . . . . . . . . . . . . . . 904,668.428 27 870,606,811

28  Temporarily restricted net assets

29  Permanently restricted net assets .
Organizations that do not follow SFAS 117 {ASC 958), check here b' EI and
complete lines 30 through 34.

30 Capital stock or trust principal, or current funds

31  Paid-in or capital surplus, or land, building, or equipment fund

32 Retained earnings, endowment, accumulated income, or ather funds .

Net Assets or Fund Balances

33 Total net assets or fund balances . . . e e e e e 904,668,428| 33 870,606,811
34  Total liabilities and net assets/fund balances e e e e . 1,310,187,696| 34 1,250,784,600
Form 990 2018)
12{26/2019 2:43:28 PM 11 2018 Return NEDICAL CENTER OF CENTRAL GEORGIA,

INC.- 58-2149128




Form 990 (2018)
Rl Reconciliation of Net Assets

Page 12

Check if Schedule O centains a response or note to any line in this Part Xl

Co~NeOh e =

-
o

Total revenue {must equal Part VIII, column (A), line 12) .

189,832,396

Total expenses (must equal Part IX, column {A), line 25)

185,853,886

Ravenue less expenses. Subtract line 2 from line 1

3,978,510

Net assets or fund balances at beginning of year {must equal Part X I|ne 33 column (A))

904,668,428

Net unrealized gains {losses) on investments

(35.895,807)

Donated services and use of fagilities

Investment expensas .

Prior period adjustments .

O IS OT|P[C[N]|—L].

Other changes in net asssts or fund balances (explam in Schedule O) .

(2,144,320)

Net assets or fund balances at end of year. Gombine lines 3 through 9 {must equal Part X Ime
33, column (B)) . e e e . .

-
=)

870,606,811

Financial Statements and Heportmg
Check if Schedule O contains a response of note 1o any line in this Part XIl .

O

2a

3a

Accounting method used to prepare the Form 990: [ ] Cash Accrual  []Cther

lf the organization changed its method of accounting from a prior year or checked "Other,” explain in
Schedule Q.

Were the organization's financial statements compiled or reviewed by an independent accountant? .

K “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:

[ISeparate basis  [] Consoalidated basis []Both consolidated and separate basis

Woere the organization's financial statements audited by an independent accountant?

If “Yes,” check a box below to indicate whether the financial statements for the year were audlted on &
separate basis, consolidated basis, or hoth:

[1Separate basis [ ] Consolidated basis [1Both consolidated and separate basis

If “Yes" to line Pa or 2b, doas 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?
If the organization changed either its oversight process or selection process during the tax year, explain in
Schedule O.

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

If “Yes,” did the organization undergo the required audit or audlts’? If the orgamzatlon dld not undergo the
required audit or audits, explain why in Schedule O and describe any steps taken to undergo such audits.

Yes | No

3a v

3b

1272612019 2:43:28 PM 12
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Part VII Section A. Officers, Directors, Trustees, Key Employees, and Highest Compensated Employees (continued)

(A} Name and Title (B) Average hours {C) Posilion {D) Reportable (E) Reportable (F) Estimated
er wee (Check all that apoly) compensation compensation amount of other
(list any _hml-!rs fogrflaled 2| | 8 7| Z| ¢ from the from related compensation
o L 2| E| §| 5| 5| 32 organization organizations from the
gl & 3 8| 2| ow2roesmisc) 21069 MISC) organization and
g| B g| 8 relaled
2 g & p: organizations
2| & £
a 3
a o
g 2
3
25y DEBRA D RILEY 40.0
v 198,836 0 20,521
AVP NURSING 0.0
(26) PATRICE C WALKER 0.0
v 405,660 0 39,120
CHIEF MEDICAL OFFICER 40.0
27) MARK E LOVELL 40.0
v 214,847 0 36,085
CHIEF FINANCIAL OFFICER 0.0
@8 TIMOTHY M LONGAKER
40.0 v,
MEDICAL DIRECTOR URGENTGAR |~ 00~ 507,962 0 32,939
CENTER )
(29) DINESHKUMAR N PATEL 40.0 .
\/ 344,061 0 38,446
PHYSICIAN URGENT CARE CENTER 0.0
(30) KRISHNA M PATEL 40.0 .
v 460,982 0 41,792
PHYSICIAN URGENT CARE CENTER 0.0
31) ALBERT WARREN JR 40.0 )
v 411,197 0 34,799
PHYSICIAN URGENT CARE CENTER 0.0
(37) SYLVIA D TURULLOIS 40.0
v 426,456 0 28,421
PHYSICIAN URGENT CARE CENTER 0.0
12126/2019 2:43:28 PM 13 2018 Return MEDICAL CENTER OF CENTRAL GEORGIA,
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| OMB No. 1545-0047

SCHEDULE A Public Charity Status and Public Support

Forim 9 -
{Form 990 or 890-E2) Complete if the organization is a section 501{c){3) organization or a section 4947{a}{1) nonexempt charitable trust. 2@ 1 8
Department of the Treasury - Attach to Form 990 or Form 990-EZ. Open io Public
Internal Revenue Service P Go to www.irs.gov/Form9390 for instructions and the latest information. Inspection
Name of the organization Employer identification number

MEDICAL CENTER CF CENTRAL GEORGIA, INC., 58-2149128

Reason for Public Charity Status (All organizations must complete this part.) See instructions.
The organization is not a private foundation becausse it is: (For linas 1 through 12, check only one box.)

1

[[] A church, convention of churches, or assaciation of churches described in section 170{b){(1){A)(i).

2 [ A school described in section 170{b){1){A)ii). (Attach Schedule E {Form 890 or 890-EZ}.)

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

4 [ A medical research organization operated in conjunction with a hospital described in section 170{b}{T){A}iii}. Enter the
hospital’s name, city, and state:

5 [ An organization operated for the bengfit of a college or university owned or operated by a governmental unit described in
section 170(bB}{1){A)iv). (Complete Part IL.)

6 [ Afederal, state, of local government or governmental unit described in section 170(b){1){A)(v).

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

8 [ A community trust deseribed in section 170{b){1){A}{vi). (Complete Part 1.)

9 Han agricultural research organization described in section 170{b){1){A}lix) 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
university:

10 [J An organization that normally receives: (1) more than 33%:% of its support from contributions, membership fees, and gross
receipts from activities related to its exempt functions—subject to certain exceptions, and {2) no mora than 331,3% 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 IIl.}

11 [J An organization organized and operated exclusively to test far public safety. See section 509(a){4).

12 [ An organization organized and operated exclusively for the benefit of, to perform the functions of, or to carry out the purposes
of ohe 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 linas 12a through 12d that describes the type of supporting organization and complete lines 12e, 12f, and 12g.

a [ Type l. 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 majority of the directors or trustees of the
supporting organization. You must complete Part IV, Sections A and B.

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

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

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

e [ Gheck this box if the organization received a written determination from the IRS that it is a Type |, Type Il, Type lll
functionally integrated, or Type lll non-functionally integrated supporting organization.

f Enter the number of supported organizations . . . e e e e e I_:l

g Provide the following information about the supported orgamzatlon(s)

{i) Name of supported organization {ii) EIN {iiiy Type of organization | (iv} Is the organizaticn | {v} Amount of monetary {vi) Amount of
(described on lines 1-10 |listed in your governing support {see - other support {see
above (see instructions)) docurment? instructlons) instructians)

Yes No

(A)

(B)

(€}

(D)

(E)

Total e : : S

For Paperwork Reduction Act Notice, see the Instruct[ons for Form 990 or 990 EZ Cat. No. 11285F Schedule A (Form 820 or 980-E2) 2018
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Schadule A (Form 920 or 990-E7) 2018

Page 2

Support Schedule for Organizations Described in Sections 170(b)(1){A)(iv) and 170{h){1){A){vi)
(Complete only if you checked the box on line 5, 7, or 8 of Part | or if the organization faited o qualify under
Part lll. If the organization fails to gualify under the tests listed below, please complete Part lll.)

Section A. Public Support

Calendar year (or fiscal year beginning in) » {a) 2014 {b) 2015 [c) 2016 {d) 2017 {e) 2018 {f} Total
1 Gifts, grants, contributions, and
membership fees received. (Do not
Include any “unusual grants.”)
2 Tax revenues levied for the
organization’s benefit and either paid
to or expended on its behalf
3 The value of services or facilities
furnished by a governmental unit to the
organization without charge .
4  Total. Add lines 1 through 3 .
& The portion of total contributions by
each person {other  than a
governmental unit or publicly
supported organization) included on
fine 1 that exceeds 2% of the amount
shown on line 11, column {f} .
6 Public support. Subtract line 5 from line 4 |
Section B. Total Support
Calendar year (or fiscal year beginning in) » (a) 2014 {b) 2015 {¢]} 2018 {d) 2017 {e) 2018 {f) Total
7  Amounts from line 4 ..
8 Gross income from interest, dividends,
paymenis received oh securities loans,
rents, royalties, and income from
similar sources . . .
9 Net income from unrelated business
activities, whether or not the business
is regularly carried on .
10  Other Income. Do not include gain or
loss from the sale of capital assets
(Explain in Part VL) . ..
11 Total support. Add lines 7 through 10 |4
12 Gross receipts from related activities, etc. {see instructions) .o
18  First five years. If the Form 990 is for the organization’s first, second, third, fourth or fifth tax year as a section 501(c)(3)
organization, check this box and stop here .o >
Section C. Computation of Public Support Percentage
14 Public support percentage for 2018 {jine 6, column {f) divided by line 11, column (f)) 14 %o
15  Public support percentage from 2017 Schedule A, Part I, line 14 . 15 %
16a 33'5% support test—2018. If the organization did not check the box an Ilne 13 and ime 14 is 33,3% or mare, check this
box and stop here. The organization qualifies as a publicly supported arganization > O
b 33% support test—2017. If the organization did not check a box on line 13 or 16a, and Ilne 15is 33‘/3% or more, check
this box and stop here. The organization qualifiss as a publicly supported organization . > O
17a 10%-facts-and-circumstances test—2018. If the organization did not check a box on line 13, 18a, or 16b, and line 14 is
10% or more, and if the organization meets the “facts-and-clrcumstances” test, check this box and stop here. Explain in
Part VI how the organization meets the “facts-and-circumstances” test. The organization qualifies as a publicly supported
organization . C e e e e > O
b 10%-facts-and-circumstances test—2017. If the organization did not check a box on line 13, 16z, 16b, or 173, and line
15 is 10% or more, and if the organization meets the “facts-and-circumstances” test, check this box and stop here.
Explain in Part VI how the arganization meets the “facts-and-circumstances” test. The organization qualifies as a publicly
supported organization »
18  Private foundation. If the orgamzatlon dld not check a box an Ilne 13, 16a, 16b, 1 7a or 17b, check thls box and see
instructions >
Scheduls A (Form 990 or 990-E2} 2018
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Schedula A {Form 930 or 990-EZ) 2018

Page 3

Xl  Support Schedule for Organizations Described in Section 509(a){2)
{Compilete anly if you checked the box on line 10 of Part | or if the organization failed to qualify under Part Il
If the organization fails to qualify under the tests listed below, please complete Part 1.)

Section A. Public Support

Calendar year (or fiscal year beginning in) »

{a) 2014

(b) 215

{c) 2016 {d) 2017

fe) 2018

{f) Total

1 (Gifts, grants, contributions, and membership fees
received, {Do notinclude any "unusual grants.”)

2 Gross receipts from admissions, merchandise
sold or services performed, or facilities
furnished in any activity that is related 1o the
organization's tax-exempt purpose .

3 Grossrecsipts from activities that are not an
unrelated trade or business under section 513

4 Tax vrevenues levied for the
organization's benefit and sither paid to
or expended on its behalf

5 The value of services or facilities
furmished 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

¢ Addlines Taand 7b .
8 Public support. (Subtract fine 7¢ from
line 6 . e

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 income from interest, dividends,
payments received on securities loans, rents,
royalties, and income from simitar sources .

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

¢ Addlines 10a and 10b

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

12 Other incoms. Do not include gain or
loss from the sale of capital assets
{Explain in Part VI.) .

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

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

organization, check this box and stop here > O
Section C. Gomputation of Public Support Percentage
15  Public support percentage for 2018 {line 8, column (f), divided by line 13, column {f)) . 15 %
16  Public support percentage from 2017 Scheduls A, Part lll, line 15 16 %
Section D. Computation of Investment Income Percentage
17  I[nvestment income percentage for 2018 (line 10c, column {f), divided by line 13, column (f)) . 17 %
18 Investment income percentage from 2017 Schedule A, Part ll, line 17 . 18 %
19a 3311% support tests—2018. If the organization did not check the box on line 14, and Ilne 15 is more than 33's%, and line
17 is not more than 3313%, 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 line 19a, and line 186 is more than 3313%, and
line 18 is not more than 33':%, check this box and stop here. The organization qualifies as a publicly supported organization » []

20 Private foundation. If the organization did not check a box on line 14, 19a, or 19bh, check this box and see instructions W

O
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Schedule A (Fam $30 or 990-EZ) 2018 Page 4

Supporting Organizations
{Complete only if you checked a box in line 12 on Part |. If you checked 12a of Part I, 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 govetning
documents? If “No,” describe in Part VI how the supporied organizations are desighated. If desighated by
class or purpose, describe the designation. If historic and continuing relationship, explain.

2  Did the organization have any supported organization that does not have an IRS determination of status
under section 509(a){1) or (2)? If "Yes,” explain in Part VI how the arganizalion determined that the supporfed
organization was described In section 509(z)(1) or (2).

3a Did the organization have a supported organization described in secticn 501(c){4), (5), or (6)? If “Yes,” answer
{b) and (c) below.

b Did the organization confitm that each supported organization qualified under section 501(c){4), (5}, or (8) and
satisfied the public support tests under section 509{a)(2)? If “Yes,” desctibe in Part VI when and how the
organization made the determination.

¢ Did the organization ensure that all support to such organizations was used exclusively for section 170(c){(2)(B)
purposes? If “Yes,” explain in Part VI what conirols the organization put in place to ensure stich Use.

4a Was any supported organization not organized in the United States {“foreign supported organization™)? If
“Yes,” and If you checked 12a or 12b in Part |, answer {b) and {c) below.

b Did the organization have ultimate control and discretion in deciding whether to make grants to the foreign
supported organization? If “Yes,” describe in Part Vi how the organization had such conirol and discretion
despite being controlled or supervised by or in connection with its supported organizations.

¢ Did the organization support any foreign supported organization that does not have an IRS determination
under sections 501{c)(3) and 509{a)(1) or (2)7 If “Yes,” expiain in Part VI what controis the organization used
to ensure that all support to the foreign supported organization was used exclusively for section 170(c)(2){B)
purposes.

5a Did the organization add, substitute, or remove any supported organizations during the tax year? /f “Yes,”
answer (b) and (c) below (if applicabls). Also, provide detail in. Part VI, including (i) the names and EIN
numbers of the supported organizations added, substituted, or removed; (i) the reasons for each such action;
(iii) the authority under the organization’s organizing document authorizing such action; and {iv) how the action
was accomplished (such as by amendment to the organizing decument).

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

6 Did the organization provide support (whether in the form of grants or the provision of services or facilities) to
anyone other than (i) its supporied organizations, (i) individuals that are part of the charitable class benefited
by one or more of its supported organizations, or (i) other supporting organizations that also support or
benefit one or more of the filing organization’s supported organizations? If “Yes,” provide detail in Part VI.

7  Did the organization provide a grant, loan, compensalion, or other similar payment to a substantial contributor
{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 contributor? If “Yes,” complete Part | of Schedule L (Form 980 or 890-FZ}).

B8  Did the organization make a loan to a disqualified person {as defined in section 4958) not described in line 77
If “Yes," complete Part | of Schedule L {Form 990 or 990-EZ}.

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 organizaticns described
in section 508(a){1) or (2))? If “Yes," provide detail in Parl VI.
b Did one or more disqualified persons (as defined in line 9a) hold a contralling interest in any entity in which
the supporting organization had an interest? If “Yes,” provide detail in Part VI.
¢ Did a disqualified person (as defined in line 9a) have an awnership interest in, or derive any persenal benefit
from, assets in which the supporting crganization also had an interest? If “Yes," provide detall in Part VL.
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 Il non-functionally integrated
supporting organizations)? If "Yes,” answer 10b below.
b Did the organization have any excess business holdings in the tax year? {Use Schedule C, Form 4720, o
determine whether the organization had excess business holdings.) 10b

Schedule A (Form 980 or 990-EZ) 2018
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Schedule A (Form 990 or 990-EZ) 2018 Page B
=l Supporting Organizations (continued)

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 parsons described in (b) and (c)
below, the governing body of a supported organization?
b A family member of a person described in {a) above? 11b
¢ A 35% controlled entity of a person described in (a) or (b) above? If “Yes” to a, b, or ¢, provide detail in Part V1. 11c
Section B. Type | Supporting Organizations

1  Did the directors, trustees, or membership of one or more supported arganizations have the power to
regularly appoint ar elect at least a majority of the organization's directors or trustess at all times during the
tax year? If “No,” describe 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 andfor remove directors or frustees were allocated among the supparted
organizations and whalt conditions or restrictions, if any, applied to such powers during the tax year.

2  Did the organization operate for the bensfit of any supported organization other than the supported
organization(s) that operated, supsrvised, or cantrolled the supporting organization? If “Yes,” explain in Part
VI how providing such benefit carried out the purposes of the supported organization{s) that operaled,
supervised, or controlled the supporting organization.

Section C. Type Il Supporting Organizations

1 Were a majority of the organization’s directors or trustees during the tax year also a majority of the directors
or trustees of each of the organization’s supported organization{s)? If “No,” describe in Part VI how contro!
or management of the supporting organization was vested in the same persons that controlled or managed
the supportad organization(s).

Section D. All Type lll Supporting Organizations

1 Did the organization provide o each of its supported organizations, by the last day of the fifth month of the
organization’s tax year, (i} a written notice describing the type and amount of support provided during the prior tax
year, (i) a copy of the Form 980 that was most recently filed as of the date of notification, and {jii) copies of the
organization's governing documents in effect on the date of notification, to the exient not previously provided?

2 Were any of the organization’s officers, directors, or trustees either (i) appointed or elected by the supported
organization{s} or (ii) serving on the governing body of a supported organization? /f “No,” explain in Part Vi how
the organization maintained a close and continuous working relationship with the supported organization(s).

3 By reason of the relationship described in (2}, did the organization's supported organizations have a
significant voice in the arganization's investment policies and in directing the use of the organization’s
income or assets at all times during the tax year? If “Yes,” describe in Parl Vi the role the organization’s
supported organizations played in this regard.

Section E. Type lll Functionally Integrated Supporting Organizations
1 Check the box next to the method that the organization used to satisfy the integral Part Test during the year (see instructions).

a []The organization satisfied the Activities Test. Complete line 2 below,

b [ The organization is the parent of each of its supported organizations. Complete line 3 balow.

¢ [ The organization supported a governmental entity. Describe in Part VI how you supported a government entity (see instructions).

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

a Did substantially all of the organization’s activities during the tax year directly further the exempt purposes of
the supparted organization{s) to which the organization was responsive? if “Yes,” then in Part VI identify
those supporied 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 activities described in {a) constitute activities that, but for the organization's involvemnent, one or more
of the organization's supported organization(s) would have been engaged in? If “Yes,” explain in Part Vi the
reasons for the organization’s position that its supported organization(s) would have engaged in these
activities but for the organization’s involvement.

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

a Did the organization have the power to regularly appoint or elect a majority of the officers, directars, or
trustees of each of the supported organizations? 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? If “Yes, ” describe in Part VI the role played by the organization in this regard.

Schedula A {Form 930 or 890-E2) 2018
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Schedule A (Form 990 ar 890-EZ) 2018

Type lll Non-Functionally Integrated 509{a}{3) Supporting Organizations

1 [ Check here if the arganization satisfied the Integral Part Test as a qualifying trust on Nov. 20, 1970 {explain in Part V[). See
instructions. All other Type Il hon-functianally integrated supporting organizations must complete Sections A through E,

Section A—Adjusted Net Income (A) Prior Year (B) Current Year
{optional}

Page 6

1 Net short-term capital gain

2 Recoveries of prior-year distributions

3 Other gross income (see instructions}

4 Add lines 1 through 3.

5 Depreciation and depletion

6 Portion of operating expenses paid or incurred far production or
collection of gross income or for management, conservation, or
maintenance of property held for production of income {see instructions)
7 Other expenses {see instructions) 7
8 Adjusted Net Income {subtractlines 5, 6, and 7 from line 4) 8

| (0D [pD (=

o

Section B—Minimum Asset Amount (A) Priar Year ®) Curr.ent 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):

a Average monthly value of securities

b Average monthly cash balances

¢ Fair market value of other non-exempt-use assets

d Total (add lines 1a, 1b, and 15}

e Discount claimed for blockaga or other
factors {explain in detail in Part VI):

ro i

2 Acquisition indebtedness applicable to non-exempt-use assets

3 Subtract line 2 from line 1d. 3
4 Cash deemed held for exempt use. Enter 1-1/2% of line 3 {for greater amount,
see instructions). 4
5 Net value of non-sxempt-use assets {subiract line 4 from line 3) 5
6 Multiply line 5 by .035. 6
7 Recoveries of prior-year distributions 7
8 Minimum Asset Amount {add line 7 to line 6) 8

Section C—Distributable Amount Current Year

1 Adjusted net income for prior year (from Section A, line 8, Column A} 1
2 Enter 85% of line 1. 2z
3 Minimum asset amount for prior year {from Section B, line 8, Column A) 3 |
4 Enter greater of line 2 or line 3. 4 [
5 Income tax imposed in prior year 5 [d
6 Distributable Amount. Subtract line 5 from line 4, unless subject to
emergency temporary reduction {see instructions). 6
7 L Check here if the current year is the organization’s first as a non-functionally integrated Type lIl supporting organization (see
instructions}.
Schedule A {(Form 890 or 990-EZ) 2018
12{26/2019 2:43:28 PM 19 2018 Return MEDICAL CENTER OF CENTRAL GEORGIA,

INC.- 58-2149128




Schedule A (Form 980 or 980-EZ) 2018
m Type lll Non-Functionally Integrated 509{a}{3) Supporting Organizations (continued)

Section D—Distributions

Page 7

Current Year

.I

Armounts paid 1o supported organizations to accomplish exempt purposes

N

Amounts paid to perform activity that directly furthers exempt purposes of supported -

organizations, in excess of income from activity

Administrative expenses paid to accomplish exempt purposes of supported organizations

Amounts paid to acquire exempt-use assets

Qualified set-aside amounts (prior IRS approval required)

Other distributions {describe in Part V). See instructions.

Total annual distributions. Add lines 1 through 6.

QRO

Distributions to attentive supported organizations to which the organization is responsive

(provide detalls in Part V). See instructions,

Distributable amount far 2018 from Saction C, line 6

Line 8 amount divided by line 9 amount

Section E—Distribution Allocations (see instructions)

) - Ml
Excess Distributions Underdistributions Distributable

Distributable amount for 2018 from Section G, line 6

Pre-2018 Amount for 2018

9,5 2
= 2 ==
By b i #i =N = e

Underdistributions, if any, for years prior to 2018
{reasonable cause required —explain in Part V). See
instructions.

w

Excess distributions carryover, if any, to 2018

From 2013

From 2014

From 2015

From 2016

From 2017

Total of lines 3a through e

Applied to underdistributions of prior years

Applied to 2018 distributable amount

Carryover from 2013 not applied (see instructions)

= {7 | oo |T|e

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

E-Y

Distributions for 2018 from
Section D, line 7: $

Applied to underdistributions of prior years

=

Applied to 2018 distributable amount

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

Remaining underdistributions for years prior to 2018, if

any. Subtract lines 3g and 4a from line 2. For result
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 zerc, explain in

Part VI. See instructions.

Excess distributions carryover to 2019. Add lines 3j

and 4c.

Breakdown of line 7:

Excess from 2014 .

Excess from 2015 .

Excess from 2016 .

Excess from 2017 .

o (oo |o|e

Excess from 2018 .

12/26/2019 2:43:28 PM 20
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SCHEDULE C | Political Campaign and Lobbying Activities - | OMB No. 1545-0047

(Form 990 or 990-EZ] - 2018

For Organizations Exempt From Income Tax Under section 501(c) and section 527

Department of the Treasury | Complete if the organization is described below. B Attach to Form 990 or Form 830-EZ. [EelsTShRiR It e
Internal Revenure Service > Go to www.irs.gov/Form880 for instructions and the latest information. Inspection

If the organization answered “Yes,” on Form 990, Part IV, line 3, or Form 980-EZ, Part V, line 46 {Palitical Gampaign Activities), then
+ Saction 501(c)(3) organizations; Complate Parts I-A and B. Da not complete Part |-C.
+ Section 501(c) (other than section 501{c)(3)) organizations: Complete Parts I-A and € below. Do not complete Part |-B.
» Section 527 organizations: Complete Part |-A only.
If the organization answered “Yes,” on Form 9980, Part IV, line 4, or Form 990-EZ, Part V, line 47 {Lobbying Activities), then
= Section 501(c){3) organizations that hava filed Form 5788 {election under section 501(h)): Complete Part lI-A. Do not complete Part |I-B.
= Section 501(c)(3) organizations that have NOT filed Form 5768 (glection under section 501¢(h)): Complete Part IIl-B. Do not complete Part |I-A.
If the organization answered “Yes,” on Form 920, Part IV, line 5 (Proxy Tax) (see separate instructions) ar Form 990-EZ, Part V, line 35¢ (Proxy
Tax) {see separate instractions), then
¢ Section 501(c)(4), {5), or (6} organizations: Complete Part Il
Name of arganization Employer identification number
MEDICAL CENTER OF CENTRAL GEORGIA, INC. 58-2149128
Complete if the organization is exempt under section 501{c) or is a section 527 organization.
1 Provide a description of the organization’s direct and indirect political campaign activities in Part IV. {see instructions for
definition of "political campaign activities")
2  Political campaign activity expenditures (see instructions) . . . . . . . . . . . . .» &
3  Volunteer hours for political campaign activities (see instructions)
Complete if the organization is exempt under section 501 (c)(3)

1 Enter the amount of any excise tax incurred by the organization under section 4955 . . . . » §

2 Enter the amount of any excise tax incurred by organization managers under section4955 . . » &
3  If the organization incurred a section 4955 tax, did it file Form 4720 for thisyear? . . . . . . . . . |:| Yes D No
4a Wasacorrectionmade? . . . . . L L L L L L L 0 00 0 s s e e e e e e e e |:|Yes |:|No

b If "Yes,” describe in Part IV,
Part I-C Complete if the organization is exempt under section 501{c}, except section 501{c}{3).
Enter the amount directly expended by the filing organiza'tlon for section 527 exempt function

activities . . . N O
2 Enter the amount of the flllng organlzatlon S funcls contrlbuted to other organlzatlons for section
527 exempt function activities . . . A &
3 Total exempt function expenditures. Add ||nes ‘I and 2. Enter here and on Form 1120-POL,
linei7b . . . . .
4 Did the filing orgamzatlon filo Form 1120-POL for this year'? .. ... [IYes [ [No

5  Enter the namas, addresses and employer identification number {EIN} of aII section 527 polltlcal organlzatlons to which the filing
organization made payments. For each organization listed, enter the amount paid from the filing organization’s funds. Alsc enter
the amount of political contributions received that were promptly and directly delivered to a separate political organization, such
as a separate segregated fund or a political action committee (PAC). If additional space is needed, provide informaticn in Part IV.

{a) Name {b} Address {c) EIN {d) Amount paid from (e} Amount of political
filing organization’s contributions received and
funds. ¥ none, enter -0-, promptly and directly
delivered to a separate
pelitical organization,
If none, enter -0-.
Q)]
@  ——
{3)
4 i
{5)
{6)
For Paperwork Reduction Act Notice, see the Instructions for Form 990 or 980-EZ, Cat, No. 500848 Schedule G {(Farm 990 or 890-EZ) 2018
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Schedule C {Form 990 o 890-E7) 2018 Page 2

EXIEY Complete if the organization is exempt under section 501(c){3) and filed Form 5768 (election under
section 501(h)).

A Check » []if the filing organization belongs to an afiiliated group {and list in Part IV sach affiliated group member’s name,
address, EIN, expenses, and share of excess lobbying expenditures).
B Check » [if thefiling organization checked box A and “limited control” pravisions apply.
Limits on Lobbying Expenditures {a) Filing (b} Affiliated

(The term “expenditures” means amounts paid or incurred.} organization’s totals group totals
Total lobbying expenditures to influence public opinion {grass raots lobbying)
Total [obbying expenditures to influence a legistative body {direct lobhying)
Total lobbying expendituras (add lines Ta and 1b)
Other exempt purpose expenditures . .
Total exempt purpose expenditures (add lines 1c and 1d)

Lobbying nontaxable amount. Enter the amount from the followmg table in both
columns,

-0 Q0 TN

If the amount on line 1e, column (a) ot (b) is: [ The lobbying nontaxable amount is:
Not over $500,000 20% of the amount on line 1e.
Over $500,000 but not over $1,000,000 $100,000 plus 15% of the excess over $500,000.
Over $1,000,000 but not ovar $1,500,000 $175,000 plus 10% of the excess over $1,000,000.
Over $1,500,000 but not ovar $17,000,000 $225,000 plus 5% of the excess over $1,500,000.
Over $17,000,000 $1,000,000.
Grassroots nontaxable amount (enter 25% of line 1f)
Subtract line 1g from line 1a. If zero or less, enter -0-
Subtract line 1f from line 1c. If zero or less, enter -0- .o
If thera is an amount other than zerc on either line 1h or line 11, dld the organlzatlon file Form 4720
reporting section 4911 tax forthisyear? . . . . e e . Yes |:| No
4-Year Averaging Fenod Under Sectlon 501 (h}
(Some organizations that made a section 501{h) election do not have to complete all of the five columns below.
See the separate instructions for lines 2a through 21.)

= - Sa

Labbying Expenditures During 4-Year Averaging Period

Calendar year (or fiscal year {a) 2015 {h) 2016 {c} 2017 {d) 2018 {e} Total
beginning in)

2a Lobbying nontaxable amount

b Lobbying ceiling amount
(150% of line 2a, column (g))

¢ Total lobbying expenditures

d Grassroots nontaxable amount

e Grassroots ceiling amount
{150% of line 2d, column (&)

it Grassroots lobhying expenditures

Schedule C {Form 290 or 830-EZ) 2018
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Schedule G {Form 990 or 990-E7) 2018 Page3

EIE=]  Complete if the organization is exempt under section 501(c){3) and has NOT filed Form 5768
{election under section 501(h)).

For each "Yes,” response on lines Ta through 1i below, provide in Part |V a detailed (@) )
description of the lobhying activity. Yes | No Amount
1 During the year, did the filing organization attempt to influence foreign, naticonal, state, or local
legislation, including any attempt to influence public opinion onh a legislative matter or |g
referendum, through the use of: b
a Volunteers? . v
b Paid staff or management {mclude compensatlon in expenses reported on Ilnes 1c through 1|)? v
¢ Media advertisements? v
d Mailings to members, legislators, or the publlc’7 v
e Publications, or published or broadcast statements? v
i Grants to other organizations for lobbying purposes? .. v
g Direct contact with legislators, their staffs, government officials, or a Ieglslatl\fe body? v
h Rallies, demonstrations, seminars, conventions, speeches, lectures, or any similar means? . v
i Other activities? .
j Total. Add lines ic thraugh 1| .
2a Did the activities in line 1 cause the orgamzatlon to be not descrlbed in sectlon 501 (c)(3)9
b If “Yes,” enter the amount of any tax incurred under section 4812

c If “Yes," enter the amount of any tax incurred by organization managers under sectlon 4912
If the filing organization incurred a section 4912 tax, did it file Farm 4720 for this year?
Part [IF:Y Complete if the organization is exempt under section 501(c)(4), section 501 (c){5), or section

501{c)(6).
Yes | No
1 Were substantially all (30% or more) duas received nondeductible by members? 1
2  Did the organization make only in-house lobbying expenditures of $2,000 or less? . 2

3 Did the organization agree to carry over lobbying and political campaign activity expenditures from the prlor year'? 3
Complete if the organization is exempt under section 501(c)(4), section 501(c){5), or section
501(c}{6) and if either (a) BOTH Part llI-A, lines 1 and 2, are answered “No,” OR {b) Part lll-A, line 3, is
answered “Yes.”
1  Dues, assessments and similar amounts from members . . . .
2  Section 162(e) nondeductible lobbying and political expenditures (do not |nclude amounts of
political expenses for which the section 527{f) tax was paid).
a Current year . .
b Carryover from last year .
¢ Total .
3  Aggregate amount reported in sectlon 6033(3)(1 )(A notlces of nondeductlble sectlon 162(e) dues
4 If notices were sent and the amount on line 2¢ exceeds the amount on line 3, what portion of the
excess does the organization agree to carryover to the reasonable estimate of nondeductible lobbying
and political expenditure next year? .
5 Taxable amount of lobbying and paolitical expendltures (see. mstructlons)
Supplemental Information
Provide the descriptions required for Part I-A, line 1; Part |-B, line 4; Part 1-C, line 5; Part II-A (affiliated group list); Part lI-A, lines 1 and
2 (see instructians), and Part II-B, line 1. Also, complete this part for any additional information.

SEE NEXT PAGE

Schedule C (Form 980 or 990-EZ) 2018
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Part IV Supplemental Information. Provide the descriptions required for Part I-A, line 1; Part I-B, line 4; Part

I-C, line 5; Part II-A (affiliated group list); Part II-A, lines 1 and 2 (3ee instruclions); and Part |1-B, line 1.
Also, compiete this part for any additional information.

Return Reference - Identifier Explanaticn

SCHEDULE G, PART II-B, [LOBBYING EXPENSES INCLUDE CONTRACTED INDIVIDUALS TC LOBBY ON THE ORGANIZATIONS BEHALF.
LINE 1 - DETALED .

DESCRIPTION OF THE
LOBBYING ACTIVITY
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SCHEDULE D

(Form 980) Supplemental Financial Statements

| OMB No. 1545-0047
P Gomplete if the organization answered "Yes” on Form 890, 2@ 1 8
) Part IV, line 6, 7, 8, 9, 10, 11a, 11b, H1¢, 11d, 11e, 11f, 123, or 12b. ,
Department of the Treasury - Attach to Form 990, ODEH o Public
Internal Revenus Service P Go to www.irs.gov/Form890 for instruetions and the latest information. Inspection
Name of the organization Employer identification number

MEDICAL CENTER OF CENTRAL GEORGIA, INC. : 58-2149128

Organizations Maintaining Donor Advised Funds or Other Similar Funds or Accounts.
Complete if the organization answered “Yes” on Form 990, Part IV, line 6.

(a} Donor advised funds by Funds and other accounts

1 Total number at end of year .
2  Aggregate value of contributions to (durmg year)
3  Agaregate value of grants from {during year)
4 Agaregate value at end of year .
5 Did the organization inform all donors and donor advisors in writing that the assets held in donor advised

funds are the organization’s property, subject to the crganization’s exclusive legalcontrol? . . . . . . [ Yes ] No
6  Did the organization inform all grantees, donars, and donor advisors in writing that grant funds can be used

only for charitable purposes and nat for the benefit of the donor or donor advisor, or for any other purpose
conferring impermissible private benefit? . . . . . . . . . . . o o o o o o o o o o o [ Yes I No

Il Conservation Easements.
Complete if the organization answered “Yes” on Form 290, Part IV, line 7.

1 Purposs(s) of conservation easements held by the organization {check all that apply).
[J Preservation of [and for public use (e.g., recreation or education) [] Praservation of a historically important land area
[J Protection of natural habitat [7] Preservation of a certified historic structure
O Preservation of open space

2 Complete lines 2a through 2d if the organization held a qualified conservation contribution in the form of a conservation

easement on the last day of the tax year. [B] Held at tho End of the Tax Year

a Total number of conservation easements . . . . . . . . . . . . . . . .. 2a

b Total acreage restricted by conservation easements . . . . o e . 2b

¢ Number of conservation easements on a certified historic structure |ncluded in (a) .. 2c

d Number of conservation easements included in (c) acquired after 7/25/06, and not on a
histaric structure listed in the National Register . . . 2d

3 Number of conservation easements maodified, transferred, released extmgurshed or termmated by the organization during the

tax year -

5 Does the organization have a written policy regarding the periodic monitoring, inspection, handling of

violations, and enforcement of the conservation easements it holds? . . . v v+ v+ O Yes [ No
6  Staff and volunteer hours devoted to monitoring, inspecting, handling of violations, and enforcing consservation easements during the year
™.
7 Amount of expenses incurred in monitoring, inspecting, handling of vialations, and enforcing conservation easements during the year
>3
8 Does each conservation easement reported on line 2(d) above satisfy the requirements of saction 170(h){4)(B)()
and section T70(NY4)YB)[H? . . . . . . . . . . . . . . . . . . . < .+« v v <« []Yes[] No

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

EGd [l Organizations Maintaining Gollections of Art, Historical Treasures, or Other Similar Assets.
Complete if the organization answered “Yes” on Form 930, Part IV, line 8.

1a If the organization elected, as permitted under SFAS 116 (ASGC 958), not 1o report in its revenue statement and balance sheet
works of art, historical treasures, or other similar assets held for public exhibition, education, or research in furtherance of
public servics, provide, in Part XlIl, the text of the footnote to its financial statements that desctibes these items.

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

{i) Revenueincluded on Form 990, Part Vil line1 . . . . . . . . . . - . . . . . » §
(i) Assets included in Form 890, Part X . . . . A

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

a Revenueincluded on Form 990, Part Vil line1 . . . . . . . . . . . . . . . . . Pk &
b Assetsincludedin Form990,PartX . . . . . . . . . . . . . 2. ... . . P&
For Paperwork Reduction Act Notice, see the Instructions for Form 990. Gat. No. 52283D Schedule D {Form 990) 2618
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Schedule D (Form 950} 2018 Page 2
Im Organizations Maintaining Collections of Art, Historical Treasures, or Other Similar Assets (continued)
Using the organization's acquisition, accession, and other records, check any of the following that are a significant use of its
collection items {check all that apply):
a [ Public exhibition
b [ Scholarly research
¢ [ Preservation for future generations
4 Provide a description of the organization’s collections and explain how they further the organization’s exempt purpose in Part
XIH.
5 During the year, did the organization solicit or receive donations of art, historical treasures, or other similar
assets to be sold to raise funds rather than to be maintained as part of the organization's collection?
Escrow and Custodial Arrangements.
Gomplete if the organization answered “Yes" on Form 920, Part 1V, line 9, or reparted an amount on Form
990, Part X, line 21.
1a Is the organization an agent, trustee, custodian or cther intermediary for contributions or other assets not

d [ Loan or exchange programs
e [ Other

[J Yes [] No

included on Form 990, Part X7 . e e e e [J Yes [] No
b If “Yes,” explain the arrangement in Part Xlll and complete the following table:
Amotint
¢ Beginningbalance . . . . . . . . . o L 0 L L 0 0 0. 1¢
d Additions dwringtheyear . . . . . . . o o L . 0 0L 0 0 0 e, 1d
e Distributions duringtheyear . . . . . . . . . . o 00 . 0 0L, le
t Ending balance . . . 1f
2a Did the organization |nclude an amount on Form 990 Part X Ime 2‘1 for e5Crow ot custodlal account liability? [ Yes [ No
b If “Yes,” explain the arrangement in Part Xtll. Check here if the explanation has been provided on Part Xl . . . . O

Endowment Funds.
Gomplete if the organization answered “Yes” on Form 980, Part IV, line 10.
{a) Current year {b) Pricr year {¢) Two years back | {d) Three years back | (e) Four years back

1a Beginning of year balance
b Contributions .
¢ Net investment earnings, gams and
losses .
d Grants or scholarships
e Other expenditures for facilities and
programs .
f Administrative expenses .
g End of year balance
2 Provide the estimated percen’tage of the current year end balance (line 1g, column (a)) held as:

a Board designated or quasi-endowment » %
b Permanent endowment » | %
¢ Temporarily restricted endowment b %

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

organization by: Yes| No
(i) unrelated organizations . . . . . . . . . . o . . L L o 0 L 0w v e w a 3ali)
(i) related organizations . . . e e e e 3alii)

b If “Yes” on line 3aljl), are the reiated orgamzatmns Ilsted as requwed on Schedule R‘? e e e e 3b

Describe in Part Xl the intended uses of the organization’s endowment funds.

Part 'ill Land, Buildings, and Equipment.
Complete if the organization answered “Yes” on Form 990, Part IV, line 11a. See Form 990, Part X, line 10.

Description of property {a) Cost or olher basis | {b} Gost or ather basis (e} Accumulated {d} Book valus
(investmant) [othen) depreciation
1a Land 20,513,597 [¢ 20,513,597
b Buildings . . 434,432,082 254,216,260 180,215,802
¢ Leasehold improvements 1,688,800 1,512,547 176,343
d Equipment 424,748,897 375,174,861 49,574,036
e Other . 149,983,800 146,983,890
Total. Add lines 1a through 1e (Column (d) must aqual Form 990, Part X, column {B), line10c.) . . . . .M 400,463,668
Schedule D [Form 850) 2018
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Scheduls D (Form 990) 2018

Page 3

gl Il Investments —Other Securities.

Complete if the organization answered “Yes” on Form 990, Part IV, line 11b. See Form 990, Part X, line 12.

(a) Description of sacurity or catagory
{including nama aof sacurity)

{b) Book value {c} Method of valuation:

Cost or end-of-year market value

(1) Financial derivatives .
(2) Closely-held equity interests .
(3) Other

(A) STATE STREET-INVESTMENTS

183,752,930

)]

T©)

G

NG

]

@

H)

183,752,930

Total. (Column (b} must equal Form 990, Part X, cal. (B) ine 12.) &
Investments—Program Related.

Complete if the organization answered “Yes” on For

m 990, Part IV, line 11¢, See Form 990, Part X, line 13.

{a} Description of investment

{b) Book value {6} Method of valuation:

Cost or end-cf-year market value

1]

2

3

4

(5

(6)

{7

(&)

£]

Total. (Cokumn (b) must equal Form 990, Part X, col. {B) ling 13) »

Other Assets,

Caomplete if the organization answered “Yes” on Forl

m 930, Part IV, line 11d. See Form 990, Part X, line 15.

{a) Description {b) Bock value

(1) INTERCOMPANY RECEIVABLE 49,498,870
{2) 3RD PARTY SETTLEMENTS 9,016,937
{3) BOND ISSUANCE COST 288,448
{4) UPLICTF RECEIVABLE 1,086,489
{5) GME MEDICAID RECEIVABLE 1,300,000
{8) OTHER RECEIVABLES 3,201,135
4]
(8)
{9)

Total. {Column (b) must equal Form 990, Part X, col. (B) line 15.) . > 64,389,879

Other Liabilities.

‘Complete if the arganization answered “Yes” on For
ling 25,

m 990, Part IV, line 11e or 11f. See Form 990, Part X,

{a) Description of Eability (b} Book value

{1) Federal income taxes

10,033,000 |}

{2) POST RETIREE HEALTH INSURANCE RESERVE-ST

{3) POST RETIREE HEALTH INSURANCE RESERVE-LT 24,406,191 |
(4) ACCRUED PENSION BENEFIT LIABILITY 45,411,277 [
(5) INTEREST RATE SWAP LIABILITY 7,597,648
(6) FIN 47 ASSET RETIREMENT OBLIGATION

1,312,441

U]

(®

9

Total. (Column (b) must equal Form 990, Part X, col. (B) ling 25,) B 88,76

0,557 |

2, Liability for uncertain tax positions. In Part XIIl, provide the text of the footnote 1o the organization’s financial statements that reports the

organization's liability for uncertain tax positions under FIN 48 (ASC 740). Ghe

ck here if the text of the footnote has been provided in Part Xl

1212612019 2:43:28 PM 31
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Scheduls D (Form 990) 2018 Page 4
Reconciliation of Revenue per Audited Financial Statements With Revenue per Return.
Complete if the organization answered “Yes” on Form 990, Part IV, line 12a.
1  Total revenue, gains, and other support per audited financial statements .
2 Amounts included on line 1 but not on Form 880, Part Vill, line 12:

a Netunrealized gains {losses) oninvestments . . . . . . . . . | 2a
b Donated services and use of fagilites . . . . . . . . . . . | 2b
¢ Recovetiesof prioryeargrants. . . . . . . . . . . . . . [2¢c
d Other DescribeinPartXl). . . . . . . . . . . . . . . |2
e Add lines 2a through 2d .

3  Subtract line 2e from line 1 .
4  Amounts included on Form 290, Part VIII Ime 12 but not on Ilne 1

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

b Other DescribeinPartXLy. . . . . . . . . . . . . . . |4b

¢ Addlines4aand4b . . . . e .
5 Total revenue. Add lines 3 and 4c. (F hrs must equal Form 990 ParH hne 12 ) . 5

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

1  Total expenses and losses per audited financial statements

2  Amounts included on line 1 but not on Form 890, Part IX, line 25:
a Donated services and use offacilites . . . . . . . . . . . |2a
b Prioryearadjustments . . . . . . . . . . . . . . . . |2
¢ Otherlosses . . . e
d Other (Describe in Part XIII ) e -
e Add lines 2a through 2d .

3  Subtract line 2e from line 1 . .
4  Amounts included on Form 990, Part IX, llne 25 but not on [me 1:

a Investment expenses not included on Form 990, Part VIli, ine7b ., . | 4a
b OtherDescribeinPartXly. . . . . . . . . . . . . . . |4b
¢ Addiinesd4aandd4b . . . e e e
5 Total expenses. Add lines 3 and 4c. (T h:s must equa! Form 990 Partl hne 1 8 ) e e 5

CETAA]  Supplemental Information.
Provide the descriptions required for Part |, lines 3, 5, and 9; Part IH, linas 1a and 4; Part [V, lines 1b and 2b; Part V, line 4; Part X, line
2: Part X, lines 2d and 4b; and Part XII, lines 2d and 4b. Also complete this part to provide any additional information.

_SEE STATEMENT

Schedule D (Form 990) 2018
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Part X1l Supplemental Information. Provide the descriptions required for Part 1], lines 3, 5, and 9; Part Il,
lines 1a and 4; Part IV, lines 1b and 2b; Part V, line 4; Part X, line 2; Parl X|, lines 2d and 4b; and Part
Xl lines 2d and 4b. Also complete this part o provide any addiiional information.

Return Reference - Identfifier Explanation

SCHEDULE D, PART X, FOOTNOTE FROM SEPTEMBER 30, 2018 AUDITED FINANCIAL STATEMENTS -

LINE 2 - FIN 48 (ASC 740) |NAVICENT HEALTH, INC., THE MEDICAL CENTER OF CENTRAL GEORGIA, INC., HEALTH SERVICES OF
FOOTNOTE CENTRAL GEQRGIA, INC., CENTRAL GEORGIA SENIOR HEALTH, INC., AND THE FOUNDATION ARE
ORGANIZATIONS EXEMPT FROM FEDERAL INCOME TAX, PURSUANT TO SECTION 501(A) AS ORGANIZATIONS
DESCRIBED IN SECTION 501(C)(3) CF THE INTERNAL REVENUE CODE OF 1986, AS AMENDED. CPI IS A
FOREIGN CORPORATION NOT SUBJECT TO TAX IN THE UNITED STATES. PET, RHNH AND SHPG ARE
ORGANIZED UNDER GEORGIA L AW AND THE INTERNAL REVENUE CODE AS LIMITED LIABILITY COMPANIES
("LLC"). THE MEMBERS OF AN LLC REPORT TAXABLE INCOME OR LOSS ON THEIR CORPORATE OR
INDIVIDUAL TAX RETURNS. NAVICENT HEALTH'S SHARE OF INCOME FROM PET, RHNH AND SHPG
OPERATIONS IS NOT CONSIDERED UNREILATED BUSINESS INCOME ("UBI") AND IS THEREFORE NOT
SUBJECT TO TAX. NAVICENT HEALTH AND ITS AFFILIATES HAVE EVALUATED THEIR TAX POSITIONS AND
HAVE DETERMINED THAT THEY DO NOT HAVE ANY MATERIAL UNRECOGNIZED TAX BENEFITS OR
OBLIGATIONS AS OF SEPTEMBER 30, 2018,

CENTRAL GEORGIA HEALTH VENTURES, INC. 1S SUBJECT TO INCOME TAX. WITH RESPECT TO ITS FOR-
PROFIT SUBSIDIARIES, NAVICENT HEALTH ACCOUNTS FOR INCOME TAXES IN ACCORDANCE WITH THE
LIABILITY METHOD UNDER WHICH REFERRED TAX ASSETS AND LIABILITIES ARE DETERMINED BASED ON
THE DIFFERENCES BETWEEN THE FINANCIAL ACCOUNTING AND TAX BASES OF ASSETS AND LIABILITIES.
DEFERRED TAX ASSETS OR LIABILITIES AT THE END OF EACH PERIOD ARE DETERMINED USING THE
CURRENTLY ENACTED TAX RATE EXPECTED TO APPLY TO TAXABLE INCOME IN THE PERIODS THAT THE
DEFERRED TAX ASSET OR LIABILITY IS EXPECTED TQ BE REALIZED OR SETTLED.
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SCHEDULEH

: | OMB No, 1545-0047
(Form 990) Hospitals 2018
’ » Complete if the organization answered “Yes" on Farm 890, Part IV, question 20.
Department of the Treasury » : > Attach.to Fornj 890. : : Open to_ Public
Internal Bevenus Sarvice Go to www.irs.gov/Form990 for instructions and the latest information. Inspection
MName of the crganization Employer identification number
MEDICAL CENTER OF CENTRAL GEORGIA, INC. 58 .E 2149128
Financial Assistance and Certain Other Community Benefits at Cost
1a Did the organization have a financial assistance policy during the tax year? If “No,” skip to question 6a .
‘b If “Yes,” was it a written policy? . .
2 If the organization had multiple hospital facalltles mdlc:ate WhIGh of the followmg best descnbes appllcatlon of
the financial assistance policy to its various hospital faciiities during the tax year.
Applied uniformily o alt hospital facilities [ 1 Applied uniformly to most hospital facilities
[ Generally tailored to individual hospital facilities
3  Answer the following based on the financial assistance eligibility criteria that applied to the largest number of
the organization's patients during the tax year.
a Did the organization use Federal Poverty Guidelines {FPG) as a factor in determining eligibility for providing
free care? If “Yes,” indicate which of the following was the FPG family income limit for eligibility for free care:
O 100% [ 150% [ 200% Other 125 %
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 limit for eligibility for discounted care:
[ 200% [ 250% [0 300% [Os50% [ 400% Other _ 270 %
¢ |f the organization used factors other than FPG in determining eligibility, describe in Part VI the criteria used
for determining eligibility for free or discounted care. Include in the description whether the organization used
an asset test or other threshold, regardless of income, as a factor in determining eligibility for frae 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”? .
Sa Did the organization budget amounts for free or discounted care provided under its financial assmtance pollcy durlng the tax yeaﬂ
b If “Yes,” did the organization’s financial assistance expensas exceed the budgeted amount? .
¢ if “Yes" to line 5b, as a result of budget considerations, was the organization unable to provide free or
discounted care to a patient who was eligible for free or discounted care?
6a Did the organization prepare a community benefit report during the tax year?
b If “Yes,” did the organization make it available to the public? .
GComplete the following table using the worksheets provided in the Schedule H mstructlons Do not Submlt
these worksheets with tha Schedule H.
7  Financial Assistance and Certain Other Community Benefits at Cost
Financial Assistance and (a) Number of (b} Persons | {c) Tatal community | (d) Direct offsetting | (e} Net community {f) Percent
Means-Tested Government Programs - ;r:m.;:l(i)sp ﬁ:)n a p os&ri\é?g ) bensfit expense revenue benelit expense ec;(f pt:rt‘:la
a Financial Assistance at cost (from
Waorksheat 1) . . . . . 9,183,165 0 9,183,165 4.94
b Medicald (from Worksheet 3, column a) 31,683,442 25,747,630 5,835,612 3.19
€ Gosts of other means-tested
government programs Sfrom
Worksheet 3, cclumn by . 0 0 0 0.00
d Total. Financial Assistance and
Means-Tasted Government Programs 0 0 40,866,607 25,747,630 15,118,977 §.13
Other Benefits
e Community health improvement
Sporatone (rom Worhea 297,722 715 297,007 0.16
f Health professlons education
(from Worksheet) . . . . 6,575,622 2,971,254 3,604,368 1.94
g Subsidized health services {from
Worksheat®) . . . . . . 0 0 0 0.00
h  Rescarch (from Warkshest 7). 0 0 0 0.00
i Cashand in-kind contributions
for community benefit (from
Worksheet8 . . . . . . 1] 0 0 0.00
j Total Other Benefits . . . . 0 0 6,873,344 2,971,969 3,901,375 2,10
k Total Addlines7dand?7j . . 0 0 47,739,951 28,719,599 19,020,352 10.23
For Paperwork Reduction Act Notice, see the Instructions for Form 990. Cat, No, 50192T Schedule H (Form 990) 2018
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Schedule H (Form 980) 2018

Page 2

Part 1l Community Building Activities Complete this table if the organization conducted any community building
activities during the tax year, and describe in Part VI how its community building activities promoted the

health of the communities it serves.

() Number of | {b} Persons | (c) Total community | {d) Direct offsetting | {e) Net community () Percent of
activities or served building expense revenus building expense total expensa
pragrams {optional}
(opticnal)
1 Physical impravements and housing 1] 0.00
2  Economic development 0 0.00
3  GCommunity support 0 0.00
4 Environmental improvements 1] 0.00
5  Leadership development and training
for community maembars 0 0.00
6  Coalition building 0 0.00
7 Community health improvement advocacy 1] 0.00
8  Workiorce development 0 0.00
9  Other 0 0.00
10  Total 0 i} 0 0 0 0.00
IR Bad Debt, Medicare, & Gollection Practices
Section A. Bad Deht Expense Yes| No
1 Didihe organization report bad debt expense in accordance with Healthcare Financial Management Asscciation Stalement No, 157 | 1 v

2 Enter the amount of the organization’s bad debt expense. Explain in Part VI the

methodology used by the organization to estimate this amount

3  Enter the estimated amount of the organization’s bad debt expense attributable to
patients eligible under the organization’s financial assistance policy. Explain in Part V| the
methodology used by the organization to estimate this amount and the rationale, if any,

for including this portion of bad debt as community benefit.

4  Provide in Part VI the text of the footnote to the organization’s flnancual statements that describes bad debt
expense or the page number on which this footnote is contained in the attached financial statements,

Section B. Medicare

8  Enter total revenue received from Medicare (including DSH and IME)
Enter Medicare allowable costs of care relating to payments on line 5 .
Subtract line & from line 5. This is the surplus {(cr shorifall) .

(= B =

on line 6. Chack the box that describes the method used:

O Cost accounting system Costto chargeratio [] Other
Section C. Collection Practices

2 18,722,721

3 0

5 39,047,850
6 47,068,979
7 (7.421,129)

Describhs in Part VIl the extent to which any shorifall reported in Ime 7 should be treated as community
benefit. Also describe in Part VI the costing methodology or source used to determine the amount reported

9a Did the organization have a written debt collection policy during the tax year? 9a ! v
b If “Yes,” did the organization's collectlon palicy that applied to the largest number of its patients during the tax year contaln prowsmns
on the collection practices to be followed for patients who are known to qualify for financial assistance? Describein PartVl . . . 9b |
Mana gement Com pan ies and Joint Ventures jpuned 10% or more by officers, directors, trustees, key employees, and physisians—see instructions)
{a) Name of entity {b) Descriplion of prirmary {c) Organization's {{d) Officers, direciors, {e} Physicians'
activity of entity profit % or stock trustees, or key prafit % or stock
ownership % | employees’ profit % ownership %
or gtock ownership %
1 CENTRAL GEORGIA PET, LLC |IMAGING 66.67 33.33
2 CENTRAL GEORGIA HEALTH NETWORK LLC | PHO 256.00 71.00
3
4
5
6
7
8
9
10
11
12
13
Schedule H {Form 580) 2018
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Schedule H {Form 990) 2018 Page 3

Facility Information

Section A. Hospital Facilities c 51 o = o o 9 5
{list in order of size, from largest to smallest—see instructions) g 3 = ";jr g g 2 £
=3 ™ - @
Haw many hospital facllities did the organization cperate during g i ‘é ‘% § g §
the tax year? 1 4| g8 =2 a £
¥ g B ';_, F 2 F

Name, address, primary website address, and stata license numbar 5 ' = Fagiity
{and if a group return, the name and EIN of the subardinate hospital g reporting
organization that operates the hospital fagility) Olher {desaribe) greup

1 MEDICAL CENTER OF CENTRAL GA, INC.
777 HEMLOCK STREET, MACON, GA 31201
VWWW.NAVICENTHEALTH.ORG STATE LIGENSE NO. : VA4 v ViV
011-104

2

3

4

5

6

7

a

9

10

Schedule H {Form 990) 2018
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Schedule H (Form 990) 2018 . Page 4
Facility Information {continued)

Section B. Facility Policies and Practices

{complete a separate Saction B for each of the hospital faclities or facility reporting groups listed in Part V, Section A}

Name of hospital facility or letter of facility reporting group MEDICAL CENTER OF CENTRAL GA, INC.

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

Community Health Needs Assessment
1 Was the hospital facility first licensed, registered, or similarly recognized by astate as a hospital facility in the

current tax year or the immediately preceding tax year?. . . . . . 1 v
2  Was the hospital facility acquired or placed into service as a tax-exempt hospltal in the current tax year or
the immediately preceding tax year? If “Yes,” provide details of the acquisition in Section C. . . . . 2 v

2 During the tax year or either of the two immediately preceding tax years, did the hospital facility conduct a
community health needs assessment (CHNA}? If “No,” skip to line 12 ,

If "Yes,” indicate what the CHNA report describes (check all that applyy):

a A definition of the community served by the hospital facility

b Demagraphics of the community

c Existing health care faciiities and resources within the community that are available to respond to the
health needs of the community

d How data was obtained

e The significant health needs of the community

f Primary and chronic disease needs and other health issues of uninsured persons, low-income parsons,
and minority groups

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

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

i The impact of ahy actions taken to address the significant health needs identified in the hospital

facility’s prior CHNA(s}
[ [0 Other (describe in Section G)
4  Indicate the tax year the hospital facility last conducted a CHNA: 20 18
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," describe in Section G how the hospital facility took inte account input from
persons who reprasent the community, and identify the persons the hospital facility consulted

6a Was the hospital facility's CHNA conducted with one or more other hospita! facilities? if “Yes," list tha other
hospital facilities in Section G .
b Was the hospital facility's GHNA conducted w1th ohe or more organlzatlons other than hospltal facﬂttres‘? If "Yes
list the other organizations in Section G

7 Did the hospital facility make its CGHNA report wndely avallable to the pubhc’?

If “Yes,” indicate how the CHNA report was made widely available {check all that apply)

1 Hospitat facility's website (list ud): (SEE STATEMENT)

[  other website (list url):

Made a paper copy available for public inspection without charge at the hospital facility

Other (describe in Section C)

8 Did the hospital facility adopt an implementation strategy to meet the significant community health needs
identified through its most recently conducted GHNA? If “No,” skip to line 11
9 Indicate the tax year the hospital facility last adopted an implementation strategy: 2018
10 Is the hospital facility's most recently adopted implementation strategy posted on a website? .
a if“ves,” (list url): TTPS/WWW.NAVICENTHEALTH.ORG
b if “No,” is the hospital facility’s most recently adopted implermentation strategy attached to this return? .

11 Describe in Section C how the hospital facility is addressing the significant needs identified in 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 failure to conduct a
CHNA as required by section 501(r}(3)? .

b If "Yes” to line 12a, did the organization file Form 4720 to report the sectlon 4959 excise tax?
€ 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? $

o N+ S =

Schedule H (Form 990) 2018
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Schedule H (Form 990) 2018 Page D

Facility Information (continued)
Financial Assistance Policy (FAP)

Name of hospital facility or letter of facility reporting group MEDICAL CENTER OF CENTRAL GA, INC.

Yes | No

Did the hospital facility have in place during the tax year a written financial assistance policy that:
13 Explained eligibility criteria for financial assistance, and whether such assistance included free or discounted care?
If “Yes,” indicate the eligibility criteria explained in the FAP:
Federal poverty guidelines (FPG), with FPG family income limit for eligibility for free careof 1 2 6 %
and FPG family income limit for eligibility for discounted careof 2 7 0%
Income level othar than FPG {describe in Section C)
Asset level
Medical indigency
Insurance status
Underinsurance status
Residency
Other (describe in Section G}
14 Explained the basis for calculating amounts charged to patients?
15  Explained tha method for applying for financial assistance?
If “Yes,” indicate how the hospitat facility’s FAP or FAP appltcatlon form (lncludmg accompanylng
instructions) explained the method for applying for financial assistance (check all that apply):
a Described the information the hospital facility may require an individual to provide as part of his or her
application

o
=

To o a0 T
OosMEON

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

¢ Provided the contact information of hospital facility staff who can provide an individual with information
about the FAP and FAP application process

d [ Provided the contact Information of nonprofit organizations or government agencies that may be
sources of assistance with FAP applications

e [] Other (describe in Section C)

16  Was widely publicized within the cormmunity served by the hospital facility? .
If *Yes,” indicate how the hospital facility publicized the policy (check all that apply):

a The FAP was widely available on a website {list url): (SEE STATEMENT}

b The FAP application form was widely available on a website {list url): (SEE STATEMENT)

c A plain language summary of the FAP was widely available on a website (list url): (SEE STATEMENT)

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

e Tha FAP application form was available upon request and without charge (in public locations in the
hospital facility and by mall)

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

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

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

i The FAP, FAP application form, and plain language summary of the FAP were translated into the
primary language(s) spoken by Limited English Proficiency (LEP) populations
i [0 Other {describe in Sectich C)
Schedule H (Form 990) 2013
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Schedule H (Form 990) 2018 Page 6
Facility Information {continued)

Billing and Collections

Name of hospital facility or letter of facility reporting group MEDICAL CENTER OF CENTRAL GA, INC.

Yes | No

17  Did the hospital facility have in place during the tax year a separate billing and collections policy, or a written
financial assistance policy (FAP) that explained all of the actions the haospital facility or other authorized party
may take UpON NONPAYMant? . . . . . . . . . e e e e e e e e e e

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

a [0 Reporting to credit agency(ies)

b [] Selling an individual's debt to another party

¢ [] Deferring, denying, or requiring a payment before providing medically necessary care due to
nonpayment of a previous bill for care covered under the hospital facility’s FAP

d [ Actions that require a legal ar judicial process

e [ Other similar actions {describe in Section C)

f None of these actions or other similar actions were permitted

19 Did the hospital facility or other authorized party perform any of the following actions during the tax year
before making reasonable efforts to determine the individual's eligibility under the facility's FAP?
If “Yes,” check all actions in which the hospital facility or a third party engaged:
a [ Reporting to credit agency{ies)
b [ Selling an individual's debt to another party
¢ [ Deferring, denying, or requiring a payment before providing medically necessary care due to
nonpayment of a previous bill for care covered undar the hospital facility's FAP
d [ Actions that require alegal or judicial process
e [0 Other similar actions (describa in Section C)
20 Indicate which efforts the hospital facility or other authorized party rmade before initiating any of the actions listed {whether or
not checked) in line 19 {check all that apply):
Provided a written notice about upcoming EGAs (Extraordinary Collection Action) and a plain languaga summary of the
FAP at least 30 days before initiating those ECAs {if not, describe in Section C}
Made a reasonable effort to orally notify individuals about the FAP and FAP application process (if not, describe in Section G)
Processad incomplete and complete FAP applications (if not, describe in Saction C)
Made presumptive eligibility determinations (if not, describe in Section C)
Other (describe in Section C)
f None of these efforts were made
Policy Relating to Emergency Medical Care
21 Did the hospital facility have in place during the tax year a written policy relating to emergency medical care
that required the haspital facility to provide, without discrimination, care for emergency medical conditions to
individuals regardless of their eligibility under the hospital facility's financial assistance policy?

If “No,” indicate why:

o
=

O oo
CONEE

a [ The hospital facility did not provide care for any emergency medical conditions
b [ The hospital facility’s policy was not in writing
¢ [ The hospital facility limited who was eligible to recsive care for emergency medical conditions {describe
in Section C)
d [} Other {describe in Section G)
Schedule H {Form 9980) 2018
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Schedule H {Form 980) 2018 Page 7

Facility Information {continued)
Charges to Individuals Eligible for Assistance Under the FAP (FAP-Eligible Individuals)

Name of hospital facility or letter of facility reporting group MEDICAL CENTER OF CENTRAL GA, INC.

22 Indicate how the hospital facility determined, during the tax year, the maximum amounts that can be charged
to FAP-gligible individuals for emergency or other medically hecessary care,
a [ The hospital facility used a look-back method based on claims allowed by Medicare fes-for-service
during a prior 12-month period
b The hospital facility used a look-back method based on claims allowed by Medicare fee-for-service and
all private health insurers that pay claims to the hospital facility during a prior 12-month period
¢ [ The hospital facility used a look-back method based on claims allowed by Medicaid, either alone or in
comhination with Medicare fee-for-service and all private health insurers that pay claims to the hospital
facility during a prior 12-menth period
d {1 The hospital facility used a prospective Medicare or Medicaid method
23 During the tax year, did the hospital facility charge any FAP-eligible individual to whom the hospital facility
provided emergency or other medically necessary services more than the amounts generally billed to
individuals who had insurance covering such care? .
If “Yes,” explain in Section C.
24  During the tax year, did the hospital facility charge any FAP-eligible individual an amount equal to the gross
charge for any service provided to that individual? e e e e e e e e e e e e
If “Yes,” explain in Section C.
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Part V, Section C Supplemental Information. Seclion C. Supplemental Information for Part V, Section B, Provide

descriptions required for Part V, Section B, lines 2, 3j, 5, 6a, 6b, 7d, 11, 13b, 13h, 15e, 18], 18e, 18e,
20a, 20b, 20c, 20d, 20e, 21¢, 21d, 23, and 24. If applicable, provide separate descriptions for each
hos’)ital facility in a facility reporting grouR. designated by facility reporting group fetler and hospital
;acility line number from Part V, Section A ("A, 1,""A, 4,""B, 2,""B, 3," elc.) and name of hospital
acility.

Return Reference - ldentifier Explanalicn

SCHEDULE H, PART YV, DURING 2018, NAVICENT HEALTH CONVENED A GROUP OF COMMUNITY STAKEHOLDERS (REPRESENTING A
SECTION B, LINE 3E - THE |CROSS-SECTION OF COMMUNITY-BASED AGENCIES AND ORGANIZATIONS) TO EVALUATE, DISCUSS AND
SIGNIFICANT HEALTH PRIORITIZE HEALTH ISSUES FOR COMMUNITY, BASED ON FINDINGS OF THIS COMMUNITY HEALTH NEEDS
NEEDS OF THE ASSESSMENT (CHNA). PROFESSIONAL RESEARCH CONSULTANTS, INC. (PRC) BEGAN THE MEETING WITH A
COMMUNITY PRESENTATION OF KEY FINDINGS FROM THE CHNA, HIGHLIGHTING THE SIGNIFICANT HEALTH ISSUES
IDENTIFIED FROM THE RESEARCH.

FOLLOWING THE DATA REVIEW, PRC ANSWERED ANY QUESTIONS AND FACILITATED A GROUP DIALOGUE,
ALLOWING PARTICIPANTS TCO ADVOCATE FOR ANY OF THE HEALTH ISSUES DISCUSSED. A HOSPITAL
REPRESENTATIVE ALSO PROVIDED GUIDANCE TO THE GROUP, DESCRIBING EXISTING ACTIVITIES,
INITIATIVES, RESOURCES, ETC., RELATING TO THE AREAS OF CPPORTUNITY. FINALLY, PARTICIPANTS
WERE PROVIBED AN OVERVIEW OF THE PRIORITIZATION EXERCISE THAT FOLEOWED,

IN ORDER TO ASSIGN PRIORITY TO THE IDENTIFIED HEALTH NEEDS (I.E., AREAS OF OPPORTUNITY), A
WIRELESS AUDIENCE RESPONSE SYSTEM WAS USED IN WHICH EACH PARTICIPANT WAS ABLE TO
REGISTER HIS/HER RATINGS USING A SMALL REMOTE KEYPAD. THE PARTICIPANTS WERE ASKED TO
EVALUATE EACH HEALTH ISSUE ALONG THESE CRITERIA:

¥ SCOPE & SEVERITY - THE FIRST RATING WAS TO GAUGE THE MAGNITUDE OF THE PROBLEM IN
CONSIDERATION OF THE FOLLOWING:

* HOW MANY PEOPLE ARE AFFECTED?

* HOW DOES THE LOCAL COMMUNITY DATA COMPARE TO STATE OR NATIONAL LEVELS, OR HEALTHY
PEQPLE 2020 TARGETS?

*TO WHAT DEGREE DOES EACH HEALTH ISSUE LEAD TO DEATH OR DISABILITY, IMPAIR QUALITY OF LIFE,
CR IMPACT OTHER HBEALTH ISSUES?

RATINGS WERE ENTERED ON A SCALE OF 1 (NOT VERY PREVALENT AT ALL, WiTH ONLY MINIMAL HEALTH
CONSEQUENCES) TG 10 (EXTREMELY PREVALENT, WITH VERY SERIOUS HEALTH CONSEQUENCES).

* ABILITY TO IMPACT - A SECOND RATING WAS DESIGNED TO MEASURE THE PERCEIVED LIKELIHOOD OF
THE HOSPITAL HAVING A POSITIVE IMPACT ON EACH HEALTH ISSUE, GIVEN AVAILABLE RESOURCES,
COMPETENCIES, SPHERES OF INFLUENGCE, ETC, RATINGS WERE ENTERED ON A SCALE OF 1 (NO ABILITY TO
IMPACT} TO 10 {(GREAT ABILITY TC IMPACT).

INDIVIDUALS' RATINGS FOR EACH CRITERIA WERE AVERAGED FOR EACH TESTED HEALTH ISSUE, AND
THEN THESE COMPOSITE CRITERIA SCORES WERE AVERAGED TO PRODUCE AN OVERALL SCORE, THIS
PROCESS YIELDED THE FOLLOWING PRIORITIZED LIST OF COMMUNITY HEALTH NEEDS:

. ACCESS TO HEALTHCARE SERVICES

2. MENTAL HEALTH

. DIABETES

. HEART DISEASE & STROKE

. SUBSTANCE ABUSE

. INJURY & VIOLENCE

.NUTRITION, PHYSICAL ACTIVITY & WEIGHT

INFANT HEALTH :

. CANCER
10. SEXUALLY TRANSMITTED DISEASES
11. HIV/AIDS
12. RESPIRATORY DISEASES
13. TOBACCQ USE
14. DEMENTIAS, INCLUDING ALZHEIMER'S DISEASE
15. KIDNEY DISEASE
16. POTENTIALLY DISABLING CONDITIONS

SCHEDULE H, PART YV, FACILITY NAME:
SECTION B, LINE 5 - INPUT [ THE MEDICAL CENTER OF CENTRAL GEORGIA, INC.

FROM PERSONS WHO .

REPRESENT BROAD DESCRIPTION:

INTERESTS OF A COMMUNITY NEEDS ASSESSMENT WAS PERFORMED IN 2018 ON BEHALF OF THE MEDICAL CENTER OF
COMMUNITY SERVED GENTRAL GEORGIA MCCG BY PROFESSIONAL RESEARCH CONSULTANTS, INC. PRC. PRC IS A NATIONALLY
RECOGNIZED HEALTHCARE CONSULTING FIRM WHICH HAS CONDUCTED HUNDREDS OF COMMUNITY
NEEDS ASSESSMENTS SINCE 1994, A PRECISE AND CAREFULLY EXECUTED METHODOLOGY [S CRITICAL IN
ASSERTING THE VALIDITY OF THE RESULTS GATHERED IN THE PRC COMMUNITY HEALTH SURVEY. THUS,
TO ENSURE THE BEST REPRESENTATION OF THE POPULATION SURVEYED A MIXED-MODE METHODOLOGY
WAS IMPLEMENTED. THIS INCLUDED SURVEYS CONDUCTED VIA TELEPHONE {LANDLINE AND CELL PHONE),
ASWELL AS THROUGH ONLINE QUESTIONNAIRES.

THE SAMPLE DESIGN USED FOR THIS EFFORT CONSISTED OF A STRATIFIED RANDOM SAMPLE OF 1,202
INDIVIDUALS AGE 18 AND OLDER IN THE TOTAL AREA, INCLUDING 2(11 IN BALDWIN COUNTY, 300 IN BIBB
COUNTY, 300 IN HOUSTON COUNTY, 201 IN PEACH COUNTY, AND 200 IN THE OTHER COUNTIES. ONCE THE
INTERVIEWS WERE COMPLETED, THESE WERE WEIGHTED IN PROPORTION TO THE ACTUAL POPULATION
DISTRIBUTION SC AS TO APPROPRIATELY REPRESENT THE TOTAL AREA AS AWHOLE. ALL
ADMINISTRATION OF THE SURVEYS, DATA COLLECTION AND DATA ANALYSIS WAS CONDUCTED BY PRC.
AS PART OF THIS COMMUNITY HEALTH NEEDS ASSESSMENT, 5 FOCUS GROUPS WERE HELD WITH 40
LOCAL KEY INFORMANTS, THESE INCLUDED 3 GROUPS HELD IN MACON, GEORGIA (FOR KEY INFORMANTS
WHO SERVE BIBB AND SURROUNDING COUNTIES), AS WELL AS COUNTY-SPECIFIC FOCUS GROUPS IN
BALDWIN AND PEACH COUNTIES. THE FOCUS GROUP PARTICIPANTS INCLUDED PHYSICIANS,PUBLIC
HEALTH REPRESENTATIVES, OTHER HEALTH PROFESSIONALS, SOCIAL SERVICE PROVIDERS, AND OTHER
COMMUNITY LEADERS.

ADDITIONALLY; PUBLIC HEALTH, VITAL STATISTICS AND BENCHMARK DATA INCLUDING GEORGIA AND
NATIONWIDE RISK FACTOR DATA AND HEALTHY PEOPLE 2020 WERE USED. PARTICIPANTS ALSO INCLUDED
A PUBLIC HEALTH REPRESENTATIVE AND SEVERAL INDIVIDUALS WHO WORK WITH LOW INCOME, MINORITY
AND OTHER MEDICALLY UNDER SERVED POPULATIONS. A VARIETY OF SECONDARY DATA SOURCES WERE
CONSULTED TO COMPLEMENT THE ASSESSMENT INCLUDING THE CENTERS FOR DISEASE CONTRCOL AND
PREVENTION, GEORGIA DEPARTMENT OF COMMUNITY HEALTH, US CENSUS DATA, US DEPARTMENT OF
HEALTH AND HUMAN SERVICES, US DEPARTMENT OF LABOR AND US DEPARTMENT OF JUSTICE (FBI).

-
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Return Reference - Identifier

Explanation

SCHEDULE H, PART Y,
SECTION B, LINE 6A -
CHNA CONDUCTED WITH
ONE OR MORE OTHER
HOSPITAL FACILITIES

FACILITY NAME:
CENTRAL GECRGIA REHABILITATION HOSPITAL, LLC

DESCRIPTION:

A FREE STANDING SPECIALTY HOSPITAL WITH £8-LICENSED BEDS, CENTRAL GEORGIA REHABILITATION

gg?PITALr\ITEOVIDES COMPREHENSIVE PHYSICAL REHABILITATION SERVICES ON AN INPATIENT AND
PATIENT BASIS,

SCHEDULE H, PART YV,
SECTION B, LINE 7 -
HOSPITAL FACILITY'S
WEBSITE (LIST URL)

HTTPS/MWW.NAVICENTHEALTH.ORG/OUR-ANNUAL-REPORTS HTML

SCHEDULE H, PART V,
SECTION B, LINE 7D -
OTHER METHODS CHNA
REPORT MADE WIDELY
AVAILABLE

FAGILITY NAME:
THE MEDICAL CENTER OF CENTRAL GEORGIA, INC.

DESCRIPTION:
A COPY OF THE CHNA WAS PROVIDED TO MANY COMMUNITY LEADERS AND ORGANIZATIONS.

SCHEDULE H, PARTV,
SECTION B, LINE 11 - HOW
HOSPITAL FACILITY IS
ADDRESSING NEEDS
IDENTIFIED IN CHNA

FACILITY NAME:
THE MEDICAL CENTER OF CENTRAL GECRGIA, INC.

DESCRIPTION:

THERE WAS A WIDE RANGE OF PRIORITY HEALTH ISSUES IDENTIFIED FROM THE CHNA AND THE
CHALLENGE [N RESOURCING EACH OF THEM. IN CONSIDERATION OF THE TOP HEALTH PRIORITIES
IDENTIFIED THROUGH THE PROCESS AND IN OVERALL ALIGNMENT WITH THE HOSPITAL'S MISSION, GOALS
AND STRATEGIC PRIQRITIES. THE HOSPITAL WILL CONTINUE TO FOCUS ON DEVELOPING, SUPPORTING
AND COLLABORATING ON STRATEGIES AND INITIATIVES TQ IMPROVE HEALTHCARE ACCESS, HEALTH
PROMOTION AND DISEASE PREVENTION, CERTAIN SIGNIFICANT HEALTH NEEDS WILL NOT BE ADDRESSED
SO THAT RESOURCES ARE UTILIZED IN AREAS WHERE THE HOSPITAL CAN BE MOST EFFECTIVE. SOME
NEEDS IDENTIFIED IN THE CHNA ARE BETTER ADDRESSED BY OTHER ORGANIZATIONS THAT ARE BETTER
SUITED TO ADDRESS THESE NEEDS.

THE MEDICAL CENTER OF GENTRAL GEORGIA WILL USE THE INFORMATION FROM THIS COMMUNITY
HEALTH NEEDS ASSESSMENT TO DEVELOP IMPLEMENTATION STRATEGIES TO ADDRESS THE SIGNIFICANT
HEALTH NEEDS IN THE COMMUNITY. WHILE THE HOSPITAL WILL NOT IMPLEMENT STRATEGIES FOR ALL OF
THE HEALTH ISSUES LISTED ABOVE, THE RESULTS OF THIS PRIORITIZATION EXERCISE WILL BE USED TO
INFORM THE DEVELOPMENT OF THE HOSPITAL'S ACTION PLAN TO GUIDE COMMUNITY HEALTH
IMPRCVEMENT EFFORTS IN THE COMING YEARS. THE IMPLEMENTATION STRATEGIES REPQORT IS POSTED
ON THE ORGANIZATION'S WEBSITE.

SCHEDULE H, PARTYV,
SECTION B, LINE 16A -
FAP AVAILABLE WEBSITE

HTTPS/MWW. NAVICENTHEALTH.ORG/FOR-PATIENTS-AND-VISITORS/FINANCIAL-AID-INFROMATION . HTML

SCHEDULE H, PARTV,
SECTION B, LINE 168 -
FAP APPLICATICN FORM
WEBSITE

HTTPS:/AMWWW.NAVICENTHEALTH.ORG/FOR-PATIENTS-AND-VISITORS/F INANCIAL-AID-INFROMATION HTML

SCHEDULE H, PARTV,
SECTION B, LINE 16C -
PLAIN LANGUAGE FAP
SUMMARY WEBSITE

HTTPS/MWW.NAVICENTHEALTH.ORG/FOR-PATIENTS-AND-VISITORS/FINANCIAL-AID-INFROMATION . HTML

12126/2019 2:43:28 PM
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Schedule H (Form 990) 2018 Page 9
Facility Information {continued)

Section D. Other Health CGare Facilities That Are Not Licensed, Registered, or Similarty Recognized as a Hospital Faclllty
{list in order of size, from largest Lo smallest)

How many nen-hospital health care facilities did the organization operate during the tax year? 1

Name and address Type of Facility (describe)
1 PINE POINTE HOSPICE & PALLIATIVE CARE HOSPICE

6261 PEAKE ROAD

MACON , GA 31210-8074
2

10
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Part VI

Supplemental Information.

Provide the following information.

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

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

Patient education of eligibility for asslstance. Describe how the organization informs and educates patients and persons who may be

3 bitled for patient care about their eligibility for assistance under federal, state, or iocal government programs or under the organization's
financial assistance policy.
4 Community Information. Describe the community the organization serves, taking into account the geographic area and demographic

constituents it serves.
Promotion of community health. Provide any other information important to describing how the organization's hospital facililies or other

5 health care facilities furiher 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 caro system. Ifthe organization is part of an affiliated health care system, describe the respective roles of the
organization and its affiliates 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 relaled organization, files a

community benefit report.

Return Reference - Identifier

Explanation

SCHEDULE H, PART |,
LINE BA - NAME OF
RELATED ORGANIZATION
THAT PREPARED
COMMUNITY BENEFIT
REPORT

NAVICENT HEALTH

SCHEDULE H, PART |,
LINE 7 - EXPLANATION OF
COSTING METHODOLOGY
USED FOR CALCULATING
LINE 7 TABLE

THE ORGANIZATION USES THE COST-TO-CHARGE RATIO CALCULATED USING WORKSHEET 2 OF FORM 590
SCHEDULE H INSTRUCTIONS.

SCHEDULE H, PART Ill,
LINE 2 - METHODOLOGY
USED TO ESTIMATE BAD
DEBT

PATIENT CHARGES WRITTEN OFF TO BAD DEBT REPRESENT THE AMCUNT OF CHARGES CONSIDERED
UNCOLLECTIBLE AFTER REASONABLE ATTEMPTS TO COLLEGT HAVE BEEN MADE FOR THAT PORTION OF A
PATIENT'S BILL THAT ARE NOT OTHERWISE PAID BY THIRD-PARTY INSURANCE, GOVERNMENT PROGRAMS,
Eg\gIIENTﬁé\EgEE'ESYOR THAT DO NOT QUALIFY FOR WRITEQFF UNDER THE HOSPITAL'S FINANCIAL

STA . )

SCHEDULE H, PART III,
LINE 3 - FAP ELIGIBLE
PATIENT BAD DEBT
CALCULATION
METHODOLOGY

N/A

SCHEDULE H, PART I,
LINE 4 - FOOTNOTE IN
ORGANIZATION'S
FINANCIAL STATEMENTS
DESCRIBING BAD DEBT

THE ORGANIZATION CHANGED ITS ACCOUNTING AND TAX YEAR END FROM SEPTEMBER 30 TO DECEMBER
31 (FFFECTIVE IN 2018). AS A RESULT, A SHORT PERIOD TAX FILING IS REQUIRED FOR THE PERIOD ENDING
DECEMBER 31, 2018. THE QRGANIZATION DID NOT RECEIVE AUDITED FINANCIAL STATEMENTS FOR THE
SHORT PERIOD ALTHOUGH AN INDEPENDENT ACCOUNTING FIRM DID PERFORM AGREED UPON
PROCEDURES TO REVIEW THE BALANGE SHEET. THE ORGANIZATION WAS AUDITED FOR THE PERIOD
ENDED SEPTEMBER 30, 2018 AND WILL BE AUDITED AS OF DECEMBER 31 BEGINNING IN TAX YEAR 2019. THE
AUDITED FINANCIAL STATEMENTS FOR YEAR ENDED SEPTEMBER 30, 2018 ARE ATTACHED TO THIS
RETURN. THE FOOTNOTE DISCUSSING THE ALLOWANCE FOR DOUBTFUL ACCOUNTS MAY BE FOUND IN
FOOTNOTE 2 ON PAGE 12.

SCHEDULE H, PART Il
LINE 8 - DESCRIBE
EXTENT ANY SHORTFALL
FROM LINE 7 TREATED AS
COMMUNITY BENEFIT
AND COSTING METHCD
USED

THE COSTING METHODOLOGY USES THE ACTUAL COSTS INCLUDED IN THE COST REFORT WHICH ARE
CALCULATED USING A DEPARTMENTAL SPECIFIC COST TC CHARGE RATIO AS COMPARED TQ ACTUAL
MEDICARE PAYMENTS.

SCHEDULE H, PART Ill,
LINE 9B - DID
COLLECTION POLICY
CONTAIN PROVISIONS ON
COLLECTION PRACTICES
FOR PATIENTS WHO ARE
KNOWN TO QUALIFY FOR
ASSISTANCE

PATIENTS ARE NOTIFIED OF THE ORGANIZATION'S FINANGIAL ASSISTANCE POLICY PRIOR TO DISCHARGE.
AVAILABILITY OF FINANCIAL ASSISTANCE IS ALSO NOTED WITH CONSPICUQUS SIGNAGE THROUGHOUT THE
HOSPITAL AND ON THE HOSPITAL'S WEBSITE. EACH BILLING STATEMENT CONTAINS A CONSPICUOUS
NOTICE THAT FINANCIAL ASSISTANCE 1S AVAILABLE TO INDIVIDUALS THAT QUALIFY. ONCE A PATIENT IS
DETERMINED TO QUALIFY FOR FINANCIAL ASSISTANGE, IT 1S NOTED IN THE PATIENT'S FINANCIAL RECCRD
AND ANY COLLECTION EFFORTS CEASE. ANY PREVIOUS AMOUNTS BILLED ARE WRITTEN-OFF (OR
REFUNDED IF ANY PAYMENT WAS RECEIVED) AS PROVIDED IN THE FINANCIAL ASSISTANCE POLICY. THE
ORGANIZATION REVIEWS THE FINANCIAL ACTIVITY ON OTHER ACCOUNTS TO DETERMINE |F THE
ACCOUNTS SHOULD BE TURNED OVER TO OUTSIDE COLLECTIONS, IF A PATIENT ACCOUNT TURNED OVER
TO COLLECTIONS 1S LATER DETERMINED TO QUALIFY AS FINANCIAL ASSISTANCE, THE ACCOUNT IS
BRCUGHT BACK FROM COLLECTIONS AND THE ACCOUNT WRITTEN OFF.

SCHEDULE H, PART VI,
LINE 2 - NEEDS
ASSESSMENT

A COMMUNITY NEEDS ASSESSMENT WAS PERFORMED IN 2018 ON BEHALF OF THE MEDICAL CENTER OF
CENTRAL GECRGIA (MCCG) BY PROFESSIONAL RESFARCH CONSULTANTS, INC. (PRC}. PRC IS A
NATIONALLY RECOGNIZED HEALTHCARE CONSULTING FIRM. IN ADDITION, THE MEDICAL CENTER
REGULARLY SOLICITS FEEDBACK ON COMMUNITY HEALTH NEEDS FROM A VARIETY OF SOURGES
ENRCCI)_EJEISNSG MEDICAL STAFF MEMBERS AND COMMUNITY LEADERS AS PART OF ITS STRATEGIC PLANNING
P .
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Return Reference - Identifier

Explanation

SCHEDULE H, PART VI,
LINE 3 - PATIENT
EDUCATION

PATIENTS ARE INFORMED OF AVAILABLE ASSISTANCE BY THE FOLLOWING METHODS: THE PATIENT IS
NOTIFIED UPON ADMISSION OF THE FINANCIAL ASSISTANCE POLICY; SIGNAGE AT ALL ACCESS POINTS
INTO THE ORGANIZATION NOTIFIES PATIENTS AND GUESTS OF THE POLICY; AND ALL BILLINGS INCLUDE
INFORMATION TO CGONTACT THE BUSINESS OFFICE TO APPLY FOR ASSISTANCE. WE ALSO IDENTIFY ALL
PATIENTS WITHOUT INSURANCE AND WORK WITH THEM TO OBTAIN MEDICAID COVERAGE IF POSSIBLE. THE
ORGANIZATION'S WEBSITE NOTIFIES VISITORS OF AVAILABLE FINANGIAL ASSISTANCE.

SCHEDULE H, PART VI,
LINE 4 - COMMUNITY
INFORMATION

THE PRIMARY SERVICE AREA IS BIBB, CRAWFORD, HOUSTON, JONES, MONROE, PEACH AND TWIGGS
COUNTIES. THERE ARE TWENTY-ONE COUNTIES IN THE SECONDARY SERVICE AREA. THE CURRENT
POPULATION IN THE PRIMARY SERVICE AREA IS 406,725 AND THE SECONDARY SERVICE AREA HAS A
POPULATION OF 389,460. MCCG IS THE TERTIARY HOSPITAL FOR THE CENTRAL GECRGIA REGION.

SCHEDULE H, PART VI,
LINE 5 - PROMOTION OF
COMMUNITY HEALTH

THE ORGANIZATION IS PART OF A MULTI-ENTITY HEALTHCARE SYSTEM THAT PROVIDES MEDICAL
SERVICES TO THE COMMUNITY, THE ORGANIZATION HAS A BOARD COMPRISED OF MEMBERS OF THE
COMMUNITY. THE MEDICAL STAFF OF THE HOSPITAL 1S OPEN TO ALL QUALIFIED PHYSICIAN APPLICANTS.
ANY SURPLUS FUNDS ARE REINVESTED IN THE ORGANIZATION AND USED FOR PROGRAM SERVICES. AN
EMERGENCY ROOM OFEN 24/7/365 1S AVAILABLE TO THE COMMUNITY.

SCHEDULE H, PART VI,
LINE 6 - DESCRIPTION OF
AFFILIATED GROUP

THE ORGANIZATICN IS PART OF NAVICENT HEALTH, INC. AND AFFILIATED ENTITIES, A MULTI-ENTITY
HEALTHCARE SYSTEM, ORGANIZATIONS IN THE SYSTEM INCLUDE: NAVICENT HEALTH, INC. WHICH SERVES
AS THE PARENT ENTITY OF THE HEALTH SYSTEM. IT ALSO OPERATES CENTRAL GEORGIA REHABILITATION
HOSPITAL, INC. THE MEDICAL CENTER OF CENTRAL GECRGIA, INC. IS A 637-BED GENERAL SHORT-TERM
ACUTE CARE HOSPITAL FACILITY THAT IS DESIGNATED AS A LEVEL 1 TRAUMA CENTER AND MAGNET
HOSPITAL FOR NURSING. HEALTH SERVICES OF CENTRAL GEORGIA, INC. PROVIDES FACULTY PHYSICIANS
TO THE RESIDENCY TRAINING PROGRAMS OF THE MEDICAL CENTER OF CENTRAL GEORGIA AS WELL AS
OTHER PHYSICIANS, NURSE PRACTITIONERS, AND PHYSICIAN ASSISTANTS. CENTRAL GEORGIA SENIOR
HEALTH , INC. IS A LIFE PLAN COMMUNITY (CCRC) OFFERING INDEPENDENT LIVING, ASSISTED LIVING,
MEMORY SUPPORT AND SKILLED NURSING. NAVICENT HEALTH BALDWIN, INC. IS A 140-LICENSED BED
ACUTE CARE HOSPITAL AND 15-BED SKILLED NURSING FACILITY IN NEARBY BALDWIN COUNTY. THE
MEDICAL CENTER OF PEACH COUNTY, INC. IS A 25-BED CRITICAL ACCESS HOSPITAL PRIMARILY SERVING
THE RESIDENTS OF PEACH COUNTY, GEORGIA. NAVICENT HEALTH FOUNDATION, INC . PROVIDES
FUNDRAISING AND SUPPORT FOR THE MEDICAL CENTER OF CENTRAL GEORGIA AND THE TAX-EXEMPT
AFFILIATES WORKING WiTH THE MEDICAL CENTER TO PROVIDE HEALTH CARE TO THE RESIDENTS OF
CENTRAL GEQRGIA.

SCHEDULE H, PART VI,
LINE 7 - STATE FILING OF
COMMUNITY BENEFIT

REPORT

GA
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SCHEDULE|I Grants and Other Assistance to Organizations, ' | oM No. 1545-0047

{(Form 990) Governments, and Individuals in the United States g @ 1 8
Complete if the organization answered “Yes” on Form 920, Part IV, [ine 21 or 22,

Department of the Treasury _ ™ Attach to Form 990. _ . Open to F’.Ublic

Internal Revenue Service » Go to www.irs.gov/Formg90 for the latest information. Inspection

Name of the organization Employer identification number

MEDICAL CENTER OF CENTRAL GEORGIA, INC. 58-2149128

General Information on Grants and Assistance

1 Does the organization maintain records to substantiate the amount of the grants or assistance, the grantees’ eligibility for the grants cr assistance, and
the selection criteria used to award the grants or assistance? . . N A o )
Descrlbe in Part |V the organization’s procedures for menitoring the use of grant funds in the Umted States

Grants and Other Assistance to Domestic Organizations and Domestic Governments. Complete if the organization answered “Yes” on Form 990,

Part IV, line 21, for any recipient that received more than $5,000. Part Il can be duplicated if additional space is needed.

1 {a) Name and address of organization {b) EIN (¢} IRC section (d) Amount of cash | {&) Amount of non- ?fb)ohggﬁl‘:ﬁvc’fa"a";':ggi‘ {g) Description of th) Purpose of grant
or govemment {if applicable} grant cash assistance ’ oth'er)pp ' ncncash assistance or assistance

1

]

3

4

{5

(©)

@

7]

@)

(109)

(11)

(12}

2  Enter total number of section 501(c)(3) and government organizations listed in the line 1 table . e &
3 Entertotal number of other organizations listed inthelinedfable . . . . . . . . v v v v v e e e e e e . . D

For Paperwork Reduction Act Notice, see the Instructions for Form 290, Cat. No. 50055P Schedule | (Form 980) (2018)
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Schedule [ (Form 290) [(2018)

Page 2
Al Grants and Other Assistance to Domestic Individuals. Complete if the organization answered “Yes” on Form 990, Part IV, line 22,
Part Il can be duplicated if additional space is needed.

{a) Type of grant or assistance (b} Number of (¢} Amount of (d) Amount of (e} Method of valuation (book, {f) Description of noncash assistance
recipients cash grant noncash assistance FMY, appraisal, other}
1 (SEE STATEMENT) 1 47,500 CASH
2
3
4
5
6
7
m Supplemental Information. Provide the information required in Part |, line 2; Part lll, column (b); and any other additional information.
(SEE STATEMENT)
Schedule | {Form 980) (2018)
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Part IV

- _any other additional information.

Supplemental Information. Provide the information required in Part |, line 2, Part fll, column (b}, and

Return Reference - Ideniifier

Explanation

SCHEDULE |, PART |, LINE
2 - PROCEDURES FOR
MOMNITORING USE CF
GRANT FUNDS.

MCCG REQUIRES ALL ORGANIZATIONS THAT RECEIVE FUNDS TO PRESENT PROOF OF THEIR NON PROFIT
STATUS. ALL GRANTS PROVIDED DURING THE FISCAL YEAR WERE MADE TO PROVIDE FINANCIAL SUPPORT

TO RELATED TAX-EXEMPT ORGANIZATIONS.

SCHEDULE |, PART lit -
COMMUNITY HEALTH
WORKS

A GRANT WAS GIVEN TO THE COMMUNITY HEALTH WORKS CLINIC FOR TRANSPORTATION SERVICES.

SCHEDULE |, PART llI,
COLUMN A - TYPE OF
GRANT

COMMUNITY BENEFIT/ COMMUNITY HEALTH WORKS

1212672019 2:43:28 PM
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| OMB No. 1545-0047 -

SCHEDULE J Compensation Information

{Form 950) - For certain Officors, Directars, Trustees, Key Employees, and Highest 2@ 1 8
Compensated Employees

» Complete if the organization answered "“Yes® an Form 990, Part IV, line 23.

Open to Public

Dapartment of the Treasury . » Attach to Form 990. . . .

Internal Revenue Service » Go to www.irs.gov/Form990 for instructions and the latest information. Inspection

Namsa of the organization Employer identification number
MEDICAL CENTER OF CENTRAL GECRGIA, INC. 58-2149128

Questions Regarding Compensation
- Yes | No
Ta Check the appropriate box{es) if the organization provided any of the following to or for a person listed on Form E
920, Part VI, Section A, line 1a. Gomplete Part |l to provide any relevant information regarding these items.

[ First-class or charter travel ] Housing allowance or residence for personal use
[ Travel for companions [T Payments for business use of personal residence
[CJ Tax indemnification and gross-up payments [J Health or sogial club dues or initiation fees

[ biscretionary spending account [1 Personal services (such as maid, chautfeur, chef)

b If any of the boxes on line 1a are checked, did the organization folfow a written policy regarding payment L
or reimbursement or pravision of all of the expenses described above? If “No,” complete Part Nl to
explain., . . . L L L L L e e e e d e e ey e e e e e e s 1ib

2  Did the organization require substantiation prior to reimbursing or allowing expenses incurred by all
directors, trustees, and officers, including the CEQ/Executive Director, regarding the items chacked on line
L= V2 2

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

[ Compensation committee [1 Written emplayment contract
[ Independent compensation cohsultant [J Compensation survey or study
[J Form 990 of other organizations ] Approval by the board or compensation committes

4  During the year, did any person listed on Form 990, Part VI, Section A, line 1a, with respect to the filing
organization or a related organization:
a Receive a severance payment or change-of-control payment?
Participate in, ot receive payment from, a supplemental nonqualified retlrement plan?
¢ Parlicipate in, or receive payment from, an equity-based compensation arrangement? .
If “Yes" to any of lines 4a-c, list the persons and provide the applicable amounts for each item in Part III

=3

Only section 501{c)(3), 501(c)(4), and 501{c}{29) organizations must complete lines 5-9.
5  For persons listed on Form 920, Part VII, Section A, fine 1a, did the organization pay or accrue any
compensation contingent on the revenues of:
a The organization?
b Any related organization? .
If “Yes" on line 5a or 5b, describe in Part III

6 For persons listed on Form 990, Part Vil, Section A, line 1a, did the organization pay or accrue any
compensation contingent on the net earnings of:
a Thaorganization? .
b Anyrelated organization? .
If “Yas” on line 8a or 6b, describe in Part III

7 For persons listed on Form 980, Part VIl, Section A, line 1a, did the organization provide any nonfixed
payments not described an lines 5 and 67 If "Yes,” describsinPart Il . . . . . . . . 7 | v

8  Were any amounts reported on Form 990, Part VI, paid or accrued pursuant to a contract that was sub;ect
to the initial contract exception described in Regulations section 53.4958-4(a){3)? If “Yas,” describe
in Part It

9 If "Yes" on line 8, did the organization also follow the rebuttable presumption procedure described in

Regulations section 53.4958-6(c}? . . . . . . . . . . .+ . . 0 w44 *]
For Paparwork Reduction Act thice, see the [nstructions far Form 890. Cat. No. 500537 Schedule J {Form 990) 2018
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Schedule J (Form 980) 2018 _
Officers, Directors, Trustees, Key Employees, and Highest Compensated Employees. Use duplicate copies if additional space is needed.

For each individual whose compensation must be reported on Schadule J, report compensation from the crganization cn row (i) and from related crganizations, described in the
instructions, on row (if}. Do not list any individuals that aren't listed on Form 290, Part VII.
Note: The sum of columns (B)(i){il) for each listed individual must equal the total amount of Form 990, Part VII, Section A, line 1a, applicable column {D) and (E} ameunts for that individual.

Page 2

{B} Breakdown of W-2 and/or 1699-MISC compensation . !
{C} Retirement and {D} Nontaxable {E) Total of columns |  {F) Compansation
8 oo i W M| mem | mEITo| e | R ommBon
compensation Form €80

NINFA M SAUNDERS m 0 0 C 0 0 0 0
4 PRESIDENT/CED i) 1,115,810 973,424 457,763 538,370 21,836 3,108,232 0
KENNETH B BANKS M 0 0 [} 0 0 0 0
5SECRETARY {in 357,184 21,062 268,293 220,331 29,001 895,871 0
RHBONDA PERRY {i) 0 0 0 0 0 0 0
3 TREASURER (i) 546,563 38,110 774 49,248 10,381 645,077 0
TRACEY A BLALOCK i 276,579 0 13,995 48,587 28,209 368,450 0
4CHIEF NURSING OFFICER i) 3 or T ) 0 0 0 0
DAWN C COLE {i 216,067 0 23,142 9,281 21,688 273,178 ¥}
5ASSISTANT CHIEF NURSING CFFICER | (if) 0 ) 0 0 0 0 )
ELIZABETH A MANN (0] 234,087 0 15,803 10,334 20612 281,736 0
&AVP NURSING (i) 0 ol T 0 0 0 0 ]
SUSAN W HARRIS 0] 350,876 0 71,537 58,970 21,836 503,218 0
7CHIEF OPERATING OFFICER (ii) 0 0 0 0 0 0 C
DEBRA D RILEY 0] 197,927 0 909 8,079 12,442 219,357 )
sAVP NURSING [i}] 0 0 0 0 o} 0 0
PATRICE C WALKER 0] 405,313 0 348 9,625 29,495 444,780 0
g CHIEF MEDICAL OFFICER {iny 0 0 0 o 0 0 [}
MARK E LOVELL 6] 213,118 0 1,732 8,363 28,622 251,833 o
10CHIEF FINANGIAL OFFICER i |~ 0 0 0 0 0 0 0
TIMOTHY M LONGAKER (3} 489,353 23,323 15,286 9,487 23,452 540,902 0
1 MEDICAL DIRECTOR URGENT CAR CENTER {ii) 0 0 0 0 0 0 0
DINESHKUMAR N PATEL ® 263,765 81,526 18,770 10,154 28,262 382,507 0
1o PHYSICIAN URGENT CARE CENTER {in ) R 0 TTTTO 0 0 0
KRISHNA M PATEL ® 383,212 58,532 19,238 11,000 30,792 502,774 0
13PHYSICIAN URGENT GARE CENTER {in 0 0 0 T 0 o 0 0
ALBERT WARREN JR (i 283,908 126,979 310 5,500 29,209 445 996 0
14PHYSiCIAN URGENT CARE CENTER {ii) 0 0 0 0 ] 0 0
SYLVIA D TURULLOIS M 320,220 78,716 18,520 10,725 17,896 454 877 0
45PHYSICIAN URGENT CARE CENTER ) 0 3 0 o0 o 0 )

@

16 (ii)

Schedule J (Form 990) 2018
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Part Il}

Supplemental Information. Provide the information, explanation, or descriplions required for Part |,
lines 1a, 1b, 3, 4a, 4b, 4c, 5a, 5b, 63, 6b, 7, and 8, and for Part Il. Also complete this part for any
additional information.

Reiurn Reference - Idenifier

Explanation

SCHEDULE J, PART |, LINE
3 - ARRANGEMENT USED
TO ESTABLISH THE TOP
MANAGEMENT OFFICIAL'S
COMPENSATION

THE COMPENSATION COMMITTEE OF THE BOARD OF DIRECTORS OF NAVICENT HEALTH, INC. ENGAGES AN
EXECUTIVE CONSULTING FIRM PERIODICALLY TO REVIEW AND PROVIDE RECOMMENDATIONS REGARDING
TOTAL COMPENSATION AND BENEFITS FOR THE EXECUTIVE LEADERSHIP TEAM. BASE COMPENSATION,
INCENTIVE COMPENSATION, AND BENEFITS ARE INCLUDED IN THE REVIEW. THE EXECUTIVE CONSULTANTS
REVIEW ORGANIZATION STRUCTURE, INDIVIDUAL JOB DESCRIPTIONS, AND DISCUSS SCOPE OF
LEADERSHIP AND SPAN OF CONTROL WITH HR, THE COO, AND THE CEOQ AS A PART OF THE PROCESS TO
DETERMINE PROPER PLACEMENT OF THE PAY GRADE AND LEVEL OF PARTICIPATION IN INCENTIVE AND
BENEFITS PROGRAMS. THE COMPENSATION COMMITTEE PERIODICALLY REAFFIRMS THE TOTAL
COMPENSATION PHILOSCOPHY WHICH TARGETS THE 75TH PERCENTILE OF TOTAL COMPENSATION FOR
OUR LEADERSHIP TEAM. THE PEER GROUP USED IS NATIONAL HOSPITALS AND HEALTH SYSTEMS QF
SIMILAR SIZE AND SCOPE. OUR HUMAN RESOURCES DEPARTMENT SURVEYS THOSE EMPLOYED OUTSIDE
QF THE EXECUTIVE LEADERSHIP TEAM USING TOOLS THAT PROVIDE COMPARABLE DATA IN OUR MARKET
AREA TO ENSURE THE COMPENSATION IS IN LINE WITH OTHER HEALTH CARE ORGANIZATIONS.

SCHEDULE J, PART |, LINE
4B - SUPPLEMENTAL
NONQUALIFIED
RETIREMENT PLAN

MCCG HAD A SUPPLEMENTAL EXECUTIVE BENEFIT PROGRAM ("SEBP") FOR CERTAIN EXECUTIVES THAT
WAS DESIGNED AS A LOAN REGIME SPLIT DOLLAR LIFE INSURANCE PROGRAM. THIS PROGRAM WAS
EXPECTED TO PROVIDE DEATH AND OTHER BENEFITS TO EXECUTIVES AND TO PROVIDE REPAYMENT OF
LIFE INSURANCE PREMIUMS TO THE ORGANIZATION.

AS A RESULT OF ECONOMIC CONDITIONS, THE LIFE INSURANCE POLICIES DID NOT PERFORM AS
ANTICIPATED. DURING 2009 MCCG SUSPENDED ALL PREMIUM PAYMENTS AND REEVALUATED THE
EFFECTIVENESS OF THE PROGRAM FOR ALL CURRENT PARTICIPANTS. DURING CALENDAR YEAR 2009 THE
MCCG BOARD OF DIRECTORS, AFTER CONSULTATION WITH COMPENSATION AND | EGAL ADVISERS,
ADOPTED A RESOLUTION TO MAKE PAYMENTS TO THE RETIRED PARTICIPANTS IN THE SEBP. IN
CONSIDERATICON FOR THE REGEIPT OF SUCH PAYMENT, THE RETIRED EXECUTIVES SURRENDERED
SUBSTANTIALLY ALL RIGHTS AND BENEFITS {OTHER THAN A SMALL DEATH BENEFIT) UNDER THE SEBP TG
THE ORGANIZATION. SUBSEQUENTLY, A SIMILAR DECISION WAS MADE DURING FISCAL YEAR ENDED
SEPTEMBER 30, 2011 FOR THE REMAINING (EMPLCYED) PARTICIPANTS WITH ANY PAYMENTS TO BE MADE
DEPENDENT ON THE INDIVIDUAL CONTINUING TO PROVIDE SUBSTANTIAL SERVICES TO A SPECIFIED
FUTURE DATE.

N ADDITION, MCCG AND ITS AFFILIATED CRGANIZATIONS ADCPTED A SERP PROGRAM FOR CERTAIN
EXECUTIVES EFFECTIVE FOR SERVICES RENDERED ON OR AFTER JANUARY 1, 2010, THIS PROGRAM
PROVIDES FOR ANNUAL ACCOUNT VESTING [F THE PARTICIPANT 1S EMPLOYED ON DECEMBER 31 OF THE
THIRD YEAR AFTER THE ACCOUNT IS CREATED. THE BENEFIT EQUALS THE ANNUAL INCREASE IN THE
PRESENT VALUE OF A LIFETIME ANNUITY PAYABLE COMMENCING AT A SPECIFIED TARGETED FUTURE
DATE. THE ANNUITY IS EQUAL TO A SPECIFIC PERCENTAGE OF FINAL AVERAGE EARNINGS (GENERALLY
60%) LESS (1) THE EXPECTED ANNUAL SEBP PAYMENT USED IN CALCULATING THE SEBP LUMP SUM
PAYMENT, (2} THE ANNUAL BENEFIT PROVIDED UNDER THE DEFINED BENEFIT PLAN, AND (3) 100% OF THE
PARTICIPANT'S SOCIAL SECURITY BENEFIT. DURING THE YEAR, THE FOLLOWING BENEFITS WERE
ACCRUED:

KEN BANKS §180,120

ELBERT MCQUEEN $211,980

IN ADDITION, NAVICENT ADOPTED A RETENTION PAYMENT PLAN EFFECTIVE OCTOBER 1, 2011 DESIGNED
TO ENCOURAGE DESIGNATED EMPLOYEES TO CONTINUE THEIR EMPLOYMENT. UNDER THE PLAN,
NAVICENT HEALTH MAY SELECT A RETENTION CREDIT EQUAL TQ A PERCENTAGE OF THE EXECUTIVE'S
BASE SALARY. THE CREDIT IS REDUCED BY THE VALUE OF LIFE INSURANCE COVERAGE PROVIDED TO THE
EXECUTIVE. IN GENERAL, THE PLAN IS SUBJECT TC VESTING AT THE END OF THE THIRD PLAN YEAR AFTER
THE ACCOUNT WAS CREATED OR AGE 85 IF EARLIER, AND [S SUBJECT TO FORFEITURE IF THE EXECUTIVE
VOLUNTARILY SEPARATES FROM SERVICE. BURING THE YEAR THE FOLLOWING BENEFITS ACCRUED
UNDER THIS PLAN:

RHONDA PERRY $38,386

KEN BANKS $29,211

ELBERT MCQUEEN $23,063

NINFA SAUNDERS $150,000

IN ADDITION, NAVICENT ADOPTED A NONQUALIFIED, UNFUNDED DEFERRED COMPENSATION PLAN
DESIGNED TO ATTRAGT AND RETAIN QUALIFIED MANAGEMENT PERSONNEL. DURING THE YEAR THE
FOLLOWING BENEFITS ACCRUED UNDER THIS PLAN:

NINFA SAUNDERS $384,791

SUSAN HARRIS $48,174

TRACEY BLALOCK $38,137

THE FOLLOWING NONQUALIFIED RETIREMENT PLAN BENEFITS WERE REPORTED AS TAXABLE INCOME TO
VESTED INDIVIDUALS:

KEN BANKS $69,580

SUSAN HARRIS $46,410

E{ BERTMCQUEEN$135,063

NINFA SAUNDERS $86,387

SCHEBULE J, PART |, LINE
7 - NON-FIXED PAYMENTS

THIS PROGRAM IS ADMINISTERED BY THE CEQ OF NAVICENT HEALTH, INC. THE DISCRETIONARY INCENTIVE
PROGRAM WAS ESTABLISHED FOR REWARD AND RECOGNITION OF EXECUTIVES AND ORGANIZATIONAL
LEADERS WHO GO ABOVE AND BEYOND THE SCOPE OF THEIR RESPONSIBILITIES

12/2612019 2:43:28 PM
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SCHEDULE K

Supplemental Information on Tax-Exempt Bonds

| omB No. 1545-0047

(Form 920)
» Complete if the organization answered “Yes"” on Form 990, Part IV, line 24a. Provide descriptions, 2 @ 1 8
explanations, and any additional |nforrnat|on in Part V.
Department of the Treasury » Attach to Form 920. Open to Public
Intemal Revenue Service » Go to www.irs.gov/Form390 for instructions and the latest information, Inspection
Mame cf the organizaticn Employer identification number
MEDICAL CENTER OF CENTRAL GEORGIA, INC. £8-2149128
Part | Bond Issues
{a) Issuer name {b) Issuer EIN {c) CUSIP# | {d) Date'ssued |  {e) Issus price tf) Description of purpose (g) Dsfeased b_[er;w)acl:;%f Qﬂgggi':g
Issuer
MACON-BIEB COUNTY HOSPITAL 58-1034851 NONENONEN | 12/22/2017 104,364,454 | (SEE STATEMENT) Yes| No |Yes| No |Yes| No
A AUTHORITY 7 7 7
B
c
D
Proceeds
A C [a)
1 Amount of bonds retired . . 0
2  Amount of bonds legally defeased 0
3 Total proceeds of issue 194,364,454
4  Gross proceeds in reserve funds 0
5 Capitalized interest from proceeds 0
6 Proceeds in refunding escrows . 0
7 Issuance costs from proceeds . 600,000
8  Credit enhancement from proceeds 0
9  Working capital expenditures from proceeds 0
10  Capital expenditures from proceeds 54,100,370
11  Other spent proceeds . 138,864,084
12  Other unspent proceeds . 0
13  Year of substantial completion . 2013
Yes No Yes No Yes No Yes No
14 Were the bonds issued as part of a refunding issue of tax-exempt bonds (or, v
if issued prior to 2018, a current refunding issue)? .
15 Were the bonds issued as part of a refunding issue of taxable bonds (or :f v
issued prior to 2018, an advance refunding issue)?
16  Has the final allocation of proceeds been made? . v
17 Does the organization maintain adequate books and records to suppor‘t the
final allocation of proceeds?

For Paperwork Reduction Act Notice, see the [nstructions for Form 9280.
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Schedule K (Form 9260) 2018
XAl Private Business Use

1

Page 2

Was the crganization a partner in a partnership, or a member of an LLC,
which owned property financed by tax-exempt bonds? .

Yes

Yes No

Yes

Yes No

2

Are there any lease arrangements that may result in private business use of
bond-financed property? . . .

Are there any management or service contracts that may result in prlvate
business use of bond-financed property?

If “Yes” to line 3a, does the organization routinely engage bond counsel or other outsrde
counsel to review any management or service contracts relating to the financed property?

Are there any research agreements that may result in private business use of
bond-financed property? .

If "Yes” to line 3c, does the organization routmely engage bond counsel or other
outside counsel to review any research agreements relating to the financed property?

Enter the percentage of financed property used in a private business use by entities
cther than a section 501(c)(3) organization or 2 state or local govemment . . . »

0.00 o4

%

%

%

Enter the percentage of financed property used in a private business use as a
result of unrelated frade or businsss activity carried en by your organization,
another section 507(c){3) organization, or a state or local government . . . »

0.00 o4

%

%

%

Total of lines 4 and 5

2.00 %

%

%

%

Does the bond issue mest the prwate securlty or payment test’? .

Has there been a sale or disposition of any of the bond-financed property fc a
nongovernmental person other than a 501(c)(3) organization since the bonds wers issued?

If “Yes” to line 8a, enter the percentage of bond-financed property sold ot
disposed of

%

%

%

%

If “Yes” to line 8a, was any remedial acticn taken pursuant to Regulatlons
sections 1.141-12 and 1.145-27

Has the organization established written procedures te ensure that all
nongualified bends of the issue are remediated in accordance with the
requirements under Regulations sections 1.141-12 and 1.145-27

A Arbitrage

Has the issuer filed Form 8038-T, Arbitrage Rebate, Yield Reduction and
Penalty in Lisu of Arbitrage Rebate? . e e e e .

Yes

Yes No

Yes

No

Yes No

i “No” to line 1, did the following apply?

Rebate not due vet?

Exception to rebate?

Nc rebate due? .

If “Yes” to line 2¢, prowde in Part VI the date the rebate computatuon was
performed

Is the bond issue a var;able rate |ssue'?
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Schedule K {Form §80) 2018 Page 3
SET Y Arbitrage (Continued)

A B c D
4a Has the organization or the governmental issuer entered into a gualified Yes No Yes No Yes No Yes No
hedge with respecttothe bondissue? . . . . . . . . - . . . . v
b Name of provider
¢ Termaofhedge . . . e e e .
d Was the hedge superlntegrated'?
e Was the hedge terminated? . .
5a Were gross proceeds investedina guaranteed 1nvestment contract (GIC}'P . v
b Name of provider
c Termof GIC .
d Was the regulatory safe harbcr for estabilshlng the falr marke‘c value of the GIC sahsﬂed‘?
6  Woere any gross proceeds invested beyond an available temporary period? . v
7 Has the organization established written procedures to monitor the
requirements of section 1487 . . . e e s
Procedures To Undertake Correctlve Actmn
A B C D
Has the organization established written procedures to ensure that violations Yes No Yes No Yes No Yes No
of federal tax requirements are timely Identified and corrected through the
voluntary closing agreement program if self-remediation isn't available under
appllcable regulations? . . . v

Supplemental Informatton. Prowde addltlonal m'formatlon for responses to questions on Scheduls K. Ses instructions
(SEE ST‘ATEMENT)

Schedule K {Form 990) 2018
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Part VI Supplemental Information. Supplemental Information Complete this part to provide additional

information for responses to questions on Schedule K (see instructions).

Relurn Reference - Identifier Explanation

ggl:saldL(llE:)K, PARTI, REFUND BONDS SERIES 2009, 2012 AND 2015; FINANCE THE CONSTRUCTION OF NEW HOSPITAL AND EQUIP
DESCRIPTION OF
PURPOSE

ISSUER NAME: MACON-
BIBB COUNTY HOSPITAL
AUTHORITY

SCHEDULE K, PART 11l BOND COUNSEL REVIEWS MANAGEMENT OR SERVICE CONTRACTS DURING DISCOVERY WHEN NEW BOND
LINE 3B - BOND COUNSEL [ISSUES ARE ANTICIPATED.
REVIEW

SCHEDULE K, PART IlI, BOND COUNSEL REVIEWS RESEARCH AGREEMENTS DURING DISCOVERY WHEN NEW BOND ISSUES ARE
llilg\[filg\[r)\f_ BOND COUNSEL |ANTICIPATED.

121262019 2:43:28 PM 55 2018 Return MEDICAL CENTER OF CENTRAL GEORGIA,
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SCHEDULE L Transactions With Interested Persons |__OMB No. 1545-0047

{Form 990 ot 990-EZ)| » Gomplete if the organization answered “Yes” on Form 990, Part iV, line 25a, 25b, 26, 27, 28a, 2 @ 1 8
28b, or 28¢, or Form 990-EZ, Part V, line 38a or 40b.

Department of the Treasury P Attach to Form 930 or Form 990-EZ, Open To Public

Internal Revanue Service > Gio to www.irs.gov/Form980 for instructions and the latest information. Inspection

MNama of the organization Employer identification number

MEDICAL CENTER OF CENTRAL GEORGIA, INC. 58-2149128

Excess Benefit Transactions (section 501{c}(3), section 501(c){4), and 501(c){29) organizations only).
Complete if the organization answered “Yes” on Form 990, Part IV, line 25a or 25b, or Form 990-EZ, Part V, line 40b.

i i i i d} Ci lad?
(b) Relationship between disqualified parson and {c) Description of transaction [d} Corres!

1 {a) Name of disqualified perscn organization Yes | No

L))
(2)
(S
4
5
{6)
2 Enter the amount of tax incurred by the organization managers or disqualified persons during the year .

undersection4958. . . . . . L . L L L L 0 L 0l el e e e e s e .

3  Enter the amount of tax, if any, on line 2, above, reimbursed by the organization . . . . . . . . » §

m Loans to and/or From Interasted Persons.
Complete if the organization answered “Yes” on Form 990-EZ, Part V, line 38a or Form 990, Part IV, line 26; or if the
organization reported an amount on Form 990, Part X, line 5, 6, or 22.

{a) Name of inlerasted person | {b] Relationship [ {¢) Purpose of {d) Loan ta or {e} Original {f} Balance due  |{g} In default?] {h) Approved | (i) Written
with crganization loan fram the principal amount by board or | agresment?
arganization? coammittee?

To From Yes | No | Yes | No | Yes | No

{1} (SEE STATEMENT)
{2)

3)

4

5

{9)

4]

{8)

9

(10)
Total . . . . . . . . . . i v e e s 8 26,880,240
Grants or Assistance Benefiting Interested Persons.

Compilete if the organization answered “Yes” on Form 990, Part |V, line 27,

(a) Name of interested person {b) Relationship between interested  |{c) Amnount of assistance {d} Type of assislance {8} Purpuse of assistance
person and the organization
)]

(2)
3
]
&)
(6)
{7)
8
(©)
(10)
For Paperwork Reduction Act Notice, see the Instructions for Form 990 or 990-EZ. Cat. No. 50056A Schedule L {Farm 990 or 990-EZ) 2018
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Schedule L {Form 880 or 980-E2) 2018 ' ' page 2

m Business Transactions Involving Interested Persons.
Complete if the organization answered “Yes” on Form 890, Part IV, line 28a, 28b, or 28¢.

(a} Name of interested parson {b) Relaticnship batween {e) Amount of {d) Description of iransaction {e) Sharing of
’ interestad parson and the transaction arganization's
organization . revenues?

Yes | No

{1) (SEE STATEMENT)
2
{3)
4
{5)
(6)
n
8
©
(10)
Supplemental Information.
Provide additional information for responses to quastions on Schedule L {see instructions).

Bchedule L {Form 990 or 990-EZ} 2018
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mi Loans to and/or From Interested Persons (continued)

INS. LOAN

{a) (b) {c) (d) (e) 0] (9} {h} {i)
Name of interested person Reg?ggrr:iszgit;ino\xith Purpose of loan Loaon réoa r?irz ;rt?g% the Oﬁgigrﬂoarri]r}[cipal Balance due In default? Ap(?rr%‘éen?nfi‘&é’é’?rd aqyggt%eem "
To From Yes No Yes No Yes No
(O ALPRED D FAULK - SPLIT v 4,764,065 9,280,495 v v v
@ MFRED D, PAULK- SPLIT v 458,584 788,300 v > v
(@ LERED D. FAULK - SPLIT v 115,000 182,024 v v v
(& ANDREW GALLOWAY - SPLIT v 375,677 731,827 v v v
. & JNDREVY CALLOWAY - SPLIT v 150,000 257,848 v v v
(&) ANDREW GALLOWAY - SPLIT v 230,000 428,581 v v v
Ebﬁ”&&ﬁ}’gﬁ%‘k& WAY - SPLIT v 230,000 402,156 v v v
(&) ANDREVY GALIOWAY - SPLIT v 203,092 322,883 v v <
) BARB STICKEL - SPLIT DOLLAR 7 07043 207508 7 ; 7
1) BARB STICKEL - SPLIT DOLLAR v 219,601 v77640 7 7 7
(1) BARB STICKEL - SPLIT DOLLAR 7 235,540 - 7 7 7
(1) BETH PEARSON - SPLIT v 20,000 38,061 v v v
E%L?_EA;HISSE.A L%SACI)\IN ~SPUT v 25,000 42,974 v v v
(1) BETH FEARSON - SPLIT v 25,000 46,585 v v v
(15) BETH PEARSON - SPLIT v 25,000 43,712 v v v
LB AR NS LOAN. oot v 21,000 33,240 v v 4
(i DAVWN COLE - SPLIT DOLLAR 7 53,000 103208 7 v 7
(19 DAWN COLE - SPLIT DOLLAR 7 55,000 20702 7 7 7
(19 DAWN COLE - SPLIT DOLLAR 7 55,000 T08.077 7 7 ,
) DAWN COLE - SPLIT DOLLAR 7 52,000 w1413 7 7 7
1) DAWN COLE - SPLIT DOLLAR 7 55000 o7 054 7 v 7
) DEBBIE ORR - SPLIT DOLLAR v 349,590 1,011 7 7 7
22 DEBBIE ORR - SPLIT DOLLAR 7 145,500 240,656 7 7 v
¥ I e i
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(a)

)

{c)

@

()

i}

(@

(h)

m

Name of interested person Relationship with | Purpose of loan {Loan to orfrom the| Original principal Balance due In default? Approved by board Whritten
organization organization amount or committeg? agreement?
Ta From Yes No Yes No Yes No

BB aR ING, LoAN T SPHT 61,000 96,552

s Lo o T v 636,204 1230,337 v v v
R TAR NS oA ST v 37,479 64,427 v v v
e v 161,243 255,218 v v v
BB A e oA T v 110,000 214,282 v v v
BRAE s T ST v 110,000 189,090 v v v
Bl AN LA 5P v 170,000 316,777 v v v
BB s tom o T v 170,000 297,246 v v v
AN v 135,000 213,680 v v v
fs9 KEN BANKS - SPLIT DOLLAR v 228,62 w5708 v 7 7
(39 KEN BANKS - SPLIT DOLLAR v 52,000 140,956 7 w; p
(85, KEN BANKS - SPLIT DOLLAR 7 52,000 12798 v v %
(3 KEN BANKS - SPLIT DOLLAR v £2.000 "a.ars v 7 "
f5m KEN BANKS - SPLIT DOLLAR 7 48,000 5075 7 ; v
(39 LARRY PARKS - SPLIT INS. 7 250,508 00,408 v »; v
(39 LARRY PARKS - SPLIT INS. v 150,000 257 048 7 " v
(49 LARRY PARKS - SPLIT INS. 7 150,000 279,500 7 v 7
(49 LARRY PARKS - SPLIT INS. 7 108,908 r0410 v v 7
BRIk e Lol D SPHT v 953,762 1,857,946 v v v
T e B ADY. M.D. - SPLIT v 260,000 462,408 v v v
B R e By M0- - SPLT v 269,000 501,253 v v v
B AR N\ g+ M- - SPLIT v 269,000 470,348 v v v
BB AR NG, Loam o - SPLIT v 155,000 245,336 v v v
BB AR NG, LOAN -~ SPLT v 2,041,423 5.729,052 v v v
(48) MICHAEL GILSTRAP - SPLIT v 451,034 775.323 v v v
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(a)

(0

(c)

(d

(e)

®

@

(h)

(

i)

Name of interested person Re;?;igrr:iszr;i{i)o\;ﬁth Purpose of loan Loagréc; g_lrz fartci,g?w the Origigglopﬂlr{cipal Balance due In default? Apgrr%\éerzgn%}trt gggrd ég}l\elgt;%}‘ "
To From Yes No Yes No Yes No

DOLLAR INS. LOAN

s e Coan P - SPLIT v 250,000 395,704 vy v v
(s MICHASL VADEN - SPLIT v 232,111 452,158 v s s
(5 MICHAGL VADEN - SPLIT v 110,000 189,090 v v v
S%Ll\fﬁ{* &ESL \L/SEEN -SPLIT v 110,000 204,974 v v v 4
AR NS LoA o T v 110,000 192,335 v v v
(54 MICHAEL VADEN - SPLIT v 76,000 120,294 v e v
(5 PATRICIA DERRICO - SPLIT INS. v 50,000 07,400 7 7 7
(% PATRICIA DERRICO - SPLIT INS. 7 50,000 55,950 7 »; 7
(&) PATRICIA DERRICO - SPLIT INS. v 50,000 63,470 7 7 7
(5 PATRICIA DERRICO - SPLIT INS. 7 50,000 57 428 7 7 7
(8 PATRICIA DERRICO - SPLIT INS. 7 49,000 7 558 v »; 7
(&0 RATYMOND T QHVER - SPLIT v 2,191,396 4,268,884 v | ¥ v
BB AR NS L QAR VER - SPLIT v 222,887 383,139 v v v
2 RAMOND T. OLMER - SPLIT v 184,000 201,238 v v v
) Lﬁg I\IINDQ Egﬁﬁy ~SPuT v 509,455 992,429 v v v
(o RHONDA PERRY - SPLIT v 260,500 446,936 v v v
(5] RHONDA PERRY - SPLIT v 260,000 484,481 v v v
BBiAR N5, LoAN o T ¥ 260,000 454,611 v | v v
AR e, Lo oHT v 143,000 226,343 | S v
ALLAN e, Laan. ~ SFHT v 30,000 58.442 v | v v
B TR e Doary” SPHT v 34,000 58,446 v v v
ERLAR R Tome~ ST v 34,000 63,354 v | 7 v
) TOM SANDS, JR. - SPLIT v 34,000 50,450 v v v
72 TOM SANDS, JR. - SPLIT 7 0000 . 7 7 7

DCLLAR INS. LOAN
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{a) {b) (c) (d) (e 4] (9} {h) 0]
Name cf interested person Relationship with | Purpose ofloan |Loan to or from the | Original principal Balance due In default? Approved by board Written

organization organization - amount or committee? aareement?

To From Yes No Yes No Yes No
{79 VIRGIL COOPER - SPLIT INS. v 1012536 1.972.440 v v v
@4 VIRGIL COOPER - SPLIT INS. v 356.905 568,082 v v v

LOAN ; ! J
GAAP ADJUSTMENT TO GSV v -1,891.558 -17,493 265 v v v
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Part IV Business Transactions Involving Interested Persons (continued}

(a} Narme of inferested person

(b} Relationship between interested

{¢) Amount of

(d) Description of transaction

{e) Sharing of

person and the organization transaction organization's
rgvenues?
Yes No
MILY MEMBER OF A BOARD N TR PEYSICUAN FOR T
FAMILY MEMBER BOA NTRACT PHYSIGIAN FOR THE
(1) WALTER HUTCHINGS MEMBER $12,800 MEDICAL CENTER OF CENTRAL v
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SCHEDULE O
(Form 990 or 920-EZ)

Deparlment of Treaswry Internal
Revenue Service

OME No. 1545-0047

2018

Supplemental information to Form £90 or 990-E2
Complete to provids information for responses lo specific questions on
Form 940 ¢ 990-EZ or to provide any additional information.

b Altach to Form 990 or §90-£2.
P Go lo www.Irs.goviForm@90 for the latest information,

Name &1 the Organizalion

MEDICAL CENTER OF CENTRAL GEORGIA, iNC.

Employer |denlification Number
58-2149128

Return Reference - dentifler

Explanation

FORM 990, PART |, LINE 1 -
BRIEF MISSION

HEALTHCARE SERVICES FOR INPATIENT, OUTPATIENT , PHYSICIAN CARE, EMERGENCY SERVICES
AND OTHER HEALTH CARE RELATED SERVICES TO MACON/BIBE COUNTY, GEORGIA AND
SURROUNDING AREAS.

FORM 990, PART Il}, LINE 4A -
PROGRAM SERVICE
DESCRIPTION

NAVICENT HEALTH ALSO OPERATES DOCTORS OFFICE BUILDINGS, HOSPICE OF CENTRAL
GEORGIA AND CENTRAL GEORGIA HOME HEALTH SERVICES.

FORM 990, PART IV, LINE 14B -
INVESTMENTS

NAVICENT HEALTH, INC. OWNS CERTAIN INVESTMENTS SUBJECT TO DISCLOSURE ON SCHEDULE F
AND TO ADDITICNAL INFORMATION RETURN REPORTING REQUIREMENTS. THESE INVESTMENTS
ARE HELD FOR THE BENEFIT OF THE MEDICAL CENTER OF CENTRAL GEORGIA AND FOR FINANCIAL
STATEMENT PURPOSES ARE REFLECTED ON THE BALANCE SHEET OF MCCG.

FORM 990, PART VI, LINE 6 -
CLASSES OF MEMBERS OR
STOCKHOLDERS

NAVICENT HEALTH, INC, (A RELATED 501(G){3) ORGANIZATION) IS SOIE MEMBER OF THE MEDICAL
CENTER OF GENTRAL GEORGIA, INC.

FORM 990, PART Vi, LINE 7A -
MEMBERS OR STOCKHOLDERS
ELECTING MEMBERS OF
GOVERNING BODY

NAVICENT HEALTH, INC. (A RELATED 501(C)(3) ORGANIZATION) IS SOLE MEMBER OF THE MEDICAL
CENTER OF CENTRAL GEORGIA, INC.

FORM 980, PART VI, LINE 11B -
REVIEW OF FORM 990 BY
GOVERNING BODY

THE FORM 990 WAS PREPARED BY HOSPITAL PERSONNEL FROM INFORMATION PROVIDED BY
MANAGEMENT AND FROM FINANCIAL STATEMENTS. IT WAS REVIEWED BY OUR OUTSIDE TAX
ADVISOR (AN INDEPENDENT ACCOUNTANT) AND BY FINANCIAL MANAGEMENT OF THE MEDICAL
CENTER OF CENTRAL GECRGIA. A COPY OF THE FORM 980 WAS PROVIDED TO EACH BOARD
MEMBER PRIOR TO FILING THE RETURN WIiTH THE INTERNAL REVENUE SERVICE.

FORM 990, PART VI, LINE 12C -
CONFLICT OF INTEREST
POLICY

THE DEPARTMENT OF AUDIT AND COMPLIANCE ISSUES COI DISCLOSURE FORMS ANNUALLY TO
OUR BOARD MEMBERS, ADMINISTRATION AND DIRECTORS. AUDIT AND COMPLIANCE RECEIVES,
REVIEWS AND DOCUMENTS ALL POTENTIAL CONFLICTS (PERCEIVED AND REAL.) THE RESULTS ARE
TAKEN TO THE COMPLIANCE COMMITTEE WHERE THE REAL CONFLICTS OF INTEREST ARE
DISCUSSED AND A PLAN FOR CORRECTIVE ACTION IS DEVELOPED. THE CORRECTIVE ACTION
RECOMMENDATIONS ARE TAKEN TO THE VARIOUS BOARDS AND ADMINISTRATION FOR
IMPLEMENTATION. ANY TIME A CHANGE IN A RELATIONSHIP OR NEW POTENTIAL CONFLICT
EVOLVES, THE INDIVIDUALS MUST AMEND THEIR COI DISCLOSURE FORM, CONFLICTED
INDIVIDUALS ARE PROHIBITED FROM PARTICIPATING IN DELIBERATIONS AND DECISIONS
REGARDING SUCH TRANSACTIONS, BUT MAY PROVIDE INFORMATION IF REQUESTED BY THE
COMPLIANCE COMMITTEE

FORM 990, PART VI, LINE 19 -
REQUIRED DOCUMENTS
AVAILABLE TO THE PUBLIC

MCCG PROVIDES COPIES OF ITS GOVERNING AND OTHER COMPANY DOCUMENTS UPON REQUEST.
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Return Reference - ldentifier

FORM 990, PART IX, LINE 11G -
OTHER FEES FOR SERVICES

FORM 990, PART X|, LINE @ -
OTHER CHANGES IN NET
ASSETS OR FUND BALANCES

PART [V QUESTIONS 11F AND
128 - AUDITED FINANCIAL
STATEMENTS

Explanation
{a) Description ‘(b) Total % | (c);Prograf (d) Managermient
“Expenses Service - 'anc? i
i EXpenses General Expenses

MAINT CONTRACT 12,217 12,217
SYSTEMS SOFTWARE
MAINT CONTRACT 4,723,235 4,677,226 146,009
APPLICATION SOFTWARE
PROFESSIONAL FEES 3,774,144 3,774,144
CONTRACT SVCS- 17,410,251 17,380,601 29,650
CORPORATE
CONTRACT SERVICES- 13,328,224 12,704,503 623,721
NET
CONTRACT PERSONNEL 7,648,161 7,489,154 159,007
CONTRACT LINEN SERV 740,517 740,517
MAINTENANCE 1,557,310 1,557,310
AGREEMENT _
DIRECTOR FEES 51,107 51,107
CONSUIL TATION FEES 3,698,569 6,804 3,602,765
OTHER FEES FOR 105,320 91,716 13,604
SERVICE
COLLECTION FEES 1,483,672 1,272 1,482,300
MANAGEMENT FEES 81,940 81,940
CONTRACT WASTE 136,836 136,836
DISPOSAL
JANITORIAL & GROUND 270,764 261,339 9,425
REPAIR

, . '{a)_Description b) “Amgiirit . -2
CHANGES IN INTEREST RATE SWAP - 2,155,910
FIN 47 CHANGE 11,590
THE ORGANIZATION CHANGED ITS ACCOUNTING AND TAX YEAR END FROM SEPTEMBER 30 TO
DECEMBER 31 {EFFECTIVE IN 2018). AS ARESULT, A SHORT PERIOD TAX FILING IS REQUIRED FOR
THE PERIOD ENDING DECEMBER 31, 2018. THE ORGANIZATION DID NOT RECEIVE AUDITED
FINANCIAL STATEMENTS FOR THE SHORT PERIOD ALTHOUGH AN INDEPENDENT ACCOUNTING
FIRM DID PERFORM AGREED UPON PROCEDURES TO REVIEW THE BALANCE SHEET. THE
ORGANIZATION WAS AUDITED FOR THE PERIOD ENDED SEPTEMBER 30, 2018 AND WILL BE AUDITED
AS OF DECEMBER 31 BEGINNING IN TAX YEAR 2019. THE AUDITED FINANCIAL STATEMENTS FOR
YEAR ENDED SEPTEMBER 30, 2018 ARE ATTACHED TO THIS RETURN.
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SCHEDULE R
(Form 990)

Related Organizations and Unrelated Partnerships

» Complete if the organization answered *Yes” oh Form 990, Part IV, line 33, 34, 35b, 36, or 37.

Department of the Treasury
Intemal Revenue Service

» Attach to Form 920.
» Gio to www.irs.gov/Form890 for instructions and the [atest information.

[ OMB No. 1545-0047

2018

Open to Public

Name of the organization
MEDICAL CENTER OF CENTRAL GEORGIA, INC.

Inspection
Employer identification number
58-2149128

Identification of Disregarded Entities. Complete if the organization answered “Yes” on Forrn 990, Part IV, line 33.
(a) b} (e) {d} (&) ]
Name, address, and EIN {if applicable) of disregarded entity Primary activity Legal domicile (state Total income End-of-year zssets Direct controlling
or foreign country] entity
{1) CENTRAL GEORGIA MEDICAL PROPERTIES, LLC PHYSICIAN GA 0 I‘E)‘III:EI?:IE}NA!_F R(?fLNTER
777 HEMLOCK STREET, MSC 111, MACON, GA 31201 RELATIONSHIPS GEORGIA
{2) CENTRAL GEORGIA CVI PROPERTIES, LLC PHYSICIAN GA 0 g’T:E%IEQ_IE RC:_NTER
777 HEMLOGK ST, MSC 111, MACON, GA 31201 RELATIONSHIPS GEORGIA

)

4

(8)

(6)

Part 1l

Identification of Related Tax-Exempt Organizations. Complete if the organization answered “Yes” on Form 990, Part IV, [ine 34, because it had
onhe or more related tax-exempt organizations during the tax year.

(a)
Name, address, and EIN of related arganization

(b)

(e}
Legal domicile [state

(d)

(e}
Public charity status

]
Direct controlling

e
Section 512{0)(13)

Primary activity Exempt Code secticn
or foraign country) (i section 501(c)(3) entity contrelled
sntity?
Yes | No

(1) CENTRAL GEORGIA SENIOR HEALTH, INC. (58-2345430) RETIREMENT GA 501(C)(3) 12 TYPE Il| NAVICENT 7
691 CHERRY STREET, SUTIE 400, MACON, GA 31201 COMMUNITY HEALTH, INC.

{2) HEALTH SERVICES OF CENTRAL GEORGIA, INC. (58-2307485; | HEALTHSERVICES [ GA 501(CH2) 3l NAVICENT v
691 CHERRY STREET, SUTIE 4CC, MACON, GA 31201 HEALTH, INC.

{3) MEDCEN COMMUNITY HEALTH FOUNDATION, INC. (23-7383555) | FUNDRAISING GA 501(C)(3) 7| NAVICENT v
258 HIGH STREET, MACON, GA 31201 HEALTH, INC.

{4) NAVICENT HEATLH, INC. {68-2149127) e e ca | GA 501(CY(3) 12 TYPE III-F1 | N'A 7
891 CHERRY STREET, SUTIE 400, MACON, GA 31201 FINANCIAL MANAGEMENT

{5) THE MEDICAL CENTER OF PEAGH COUNTY, INC (456-3765471) | HOSPITAL GA 501(CHI) 3| NAVICENT s
1980 HWY 247, BYRON, GA 31008 HEALTH, INC.

(6} NAVICENT HEALTH BALDWIN, INC. (82-3814925) HCSPITAL GA 501(CH(3) 3| NAVICENT v
'891 CHERRY STREET, SUITE 400, MACON, GA 31201 HEALTH, INC.

(7)

For Paperwork Reduction Act Notice, see the Instructions for Form 280,
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Schedule R (Form 99C) 2018

Page 2

Identification of Related Organizations Taxable as a Partnership. Complete if the organization answered “Yes” on Form 890, Part IV, line 34,
because it had one or more related organizations treated as a partnership during the tax year.

{a) b} (=} (d} (e} M gt ) 0] @ k)
Mame, address, and EIN of Primary activity Legal Direct controlling _ Predominant Share cf total | Share of end-of- | Disproportionate|  Code V—URBI General or | Percentage
relzted orgznization domicile entity |ncomel(relgted, income year zssets allocations? | amount in box 20 | managing | ownership
(state or exzmceiea;i‘r' of Schedule K-1 partner?
foreign tax underc')m {Form 1065)
country) sections 512—514)
Yes| No Yes | No
{1) (SEE STATEMENT}
2
{3)
4
(5)
{€)
L04]

Identification of Related Organizations Taxable as a Corporation or Trust. Complete if the organization answered “Yes” on Form 990, Part [V,
line 34, because it had one or more related organizations treated as a corporation or trust duting the tax year.

{a) ([} (© {d) [ ] {0 {h) i
Name, address, and EIN of related organization Primary activity Legal doricile Direct controlling Type of entity Share of total Share of Percentage | Section 512{b)(13)
{state or foreign country) entity IG corp, S corp, or trust) income end-of-year assets | ownership C%:ﬁ%'}}?d
Yes | No
(1) (SEE STATEMENT)
2
3
)
3
]
]
Schedule R (Form 990) 2018
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Schedule R (Form 960) 2018 Page 3
Transactions With Related Organizations. Complete if the organization answered “Yes” on Form 990, Part IV, line 34, 35b, or 36.

Note: Complete line 1 if any entity is listed in Parts I, lll, or IV cf this schedule.

1 During the tax year, did the organization engage in any of the following transactions with one or more relatad organizations listed in Parts 1I-V?
Receipt of (i} interest, (i} annuities, (iii) royalties, or (v} rent from a controlled entity

Gift, grant, or capital contribution to related organization(s)

Gift, grant, or capital contribution from related organization(s)

Loans or loan guarantees to or for related organization(s)

Loans or loan guarantees by related organizatien(s) . . . . . . . . . . . . . . . . . . . . .

P QO To

Dividends from related organization(s} . . . . . . .« . . . . o . v 0 e v e e e e e e e
Sale of assets to related organization(s) .

Purchase of assets from related organization(s)

Exchange of assets with related organization(s} .o e

Lease of facilities, equipment, or other assets to related orgamzatlcn(s) e e e e e e e e e e e e e e e e e e e e 1j

— = g =k

Lease of facilities, equipment, or other asssts from related organization(s) . . . . e e e e e e e e e e e e e e e e 1k
Performance of services or membership or fundraising solicitations for related organrzatlon(s) o e e e e e e e e e e e e e 1l
Perfarmance of services or membership or fundraising solicitations by related organization(s) . . . . . . . . . . . . . . . . . . . . im
Sharing of facilities, equipment, mailing lists, or other assets with related organization(s} . . . . . . . . . . « « . . . . .« . . . .. in
Sharing of paid employees with related organization(s) . . . . . . . . . . . . . L . L o o oo e e e e e e 1o

NENENENEN | BN

o33 — =&

Reimbursement paid to related organization(s) for expenses
g Reimbursernent paid by related organization(s) for expenses .

e

r  Other transfer of cash or property to refated organization(s) - . . . . e e e e e e
Other transfer of cash or property from related organization(s} . . . . . 1s
2  Ifthe answer to any of the above is “Yes,” see the instructions for information on who must complete thls Ime. |ncludrng covered relatnonshlps and transaction thresholds.

(a) {b) (c} (@)
Name of related organization Transaction Amount involved Method of determining amount involved
type {a—s)
CENTRAL GEORGIA PET, LLC S 200,000] CASH DISTRIBUTION
) PAYMENT RECEIVED

CENTRAL GEORGIA PET, LLC Q 72,101| “ASH

5
v
v
v

(2)

(3)

(4)

)

(6}

Schedule R (Form 990} 2018
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Schedule R (Form 890) 2018 Page 4

Unrelated Organizations Taxable as a Partnership. Complete if the organization answered “Yes” on Form 990, Part [V, line 37.

Provida the following information for each entity taxed as a partnership through which the organization conducted more than five percent of its activities (measured by total assets
or gross revenue) that was not a related organization. See instructions regarding exclusicn for certain investment partnerships.

(a} (b) (c} )] (e} (f (g} ) M 1} {k}
Name, address, and EIN of entity Primary activity | Legal demicile Predominant  |Are all partners Share of Share of Disproportionate|  Code V—UBI General or | Percentage
{state or foreign | income (related, section total income end-of-year allocations? | amount in box 20 | rmanaging | ownership
country) unrelated, excluded{  801{ci3) assets of Schedule K-1 partner?
from tax under | organizations? {Form 1065)
sections 512—514)

Yes | No Yes| No Yes| No

Q)

{2

()]

{4

{5)

(6}

Schedule R (Form 990) 2018
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m Identification of Related Organizations Taxable as a Partnership (continued}

{a) Name, address and EIN of related organization [(b) Primary Activity| (¢} Legal | (d) Direct |{e) Predominant| (f) Shareof | {g} Share of (h} {i) CodeV- i (k)
domicile controlling income total income end-of-year |Dispropor| UBI amount | General | Percentage
(state or foreign entity E,!i.‘&gég?,”:ﬁ‘;‘fg assets tionate | in box 20 of or awnership
i under sections 512- allocation | Schedule K- | managing
3?7 1 (Form partner?
Yes|[No | 1095  |ves| No
{1y SECURE HEALTH PLANS OF GEORGIA, LLC N/A
(68-2306549) :
577 MULBERRY STREET, SUITE 1000, MACON, |MANAGED CARE GA N/A NIA N/A NIA NiA
GA 31201
MEDICAL 66.67
CENTER
2) CENTRAL GEORGIA PET, LLC (37-1464470) |MEDICAL
1650 HARDEMAN AVENUE, MACON, GA 31201 |IMAGING CENTER |GA OENTRAL | RELATED 184,502) 1,732,743 v v
GEORGIA
(3) COWLES CLINIC REALTY, LLC (81-0635590) N/A
1000 COWLES CLINIC WAY #C100, REAL ESTATE GA N/A N/A NFA N/A N/A
GREENSBORC, GA 30642
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BENIYE (centification of Related Organizations Taxable as a Corporation or Trust (continued)

(a) Name, address and EIN of related organization (b) Primary {c) Legal {d) Direct (e) Type ofentity { (f} Shareof (g) Share of [{h) Percentagei (i} Section
activity domicile (stateor [ confroliing (C-corp, S-corp or | total income end-of-year ownership 512{b)(13)
fareign country) entity trust) assets controlled
entity?
Yes No
(1) CENTRAL GEORGIA HEALTH VENTURES, INC. (58- MANAGEMENT &
2164989) HOME CARE GA N/A C CORPQORATION | N/A N/A N/A v
691 CHERRY STREET, SUITE 400, MACON, GA 31201 SERVICES
g)OCEBNO-IJ-(R% gs%’g&&og&dgg'fg JN'TY= LTD. SELF-INSURANCE %ﬁﬂgg N/A C CORPORATION |N/A N/A N/A v
(@ NAVICENT HEALTHPLAN, ING. (20-2467301)
691 CHERRY STREET. SUITE 400. MACON, GA 31201 INSURANCE |/ GA NIA C CORPORATION [N/A N/A NIA v
12/26/2019 2:43:28 PM 70 20183 Return MEDICAL CENTER OF CENTRAL GEORGIA, INC.- 58-2142128
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