Form 990

Department of the Treasury
Internal Revenue Service

Return of Organization Exempt From Income Tax

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

| OMB No. 1545-0047

A For the 2019 calendar year, or tax year beginning

, 2019, and ending

2019

Open to Public

Inspection
,20

B  Check if applicable:

Address change

D Name change

D Initial return

|:| Final return/terminated
D Amended return

I:l Application pending

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

Doing business as THE MEDICAL CENTER, NAVICENT HEALTH

D Employer identification number

58-2149128

Number and street (or P.O. box if mail is not delivered to street address)
777 HEMLOCK STREET, MSC 111

Room/suite

E Telephone number
(478) 633-6968

City or town, state or province, country, and ZIP or foreign postal code
MACON, GA 31201

G Gross receipts $  1,815,076,591

F Name and address of principal oificer. NINFA M. SAUNDERS
SAME AS C ABOVE

I Tax-exempt status:

501(c)(3) [1501() ( ) < (insert no.)

[] 4947(a)(1) or []527

J  Website: » WWW.NAVICENTHEALTH.ORG

H(a) Is this a group return for subordinates? |:| Yes No
H(b) Are all subordinates included? D Yes |:| No
If “No,” attach a list. {(see instructions)

H(c) Group exemption number »

K  Form of organization: Corporation Ctrust D Association |:| Other > l L Year of formation: 1994 | M State of legal domicile: GA
Summary
1 Briefly describe the organization’s mission or most significant activities: THE MEDICAL CENTER OF CENTRAL GEORGIA,
3 INC. (MCCG) IS A NON-PROFIT MEDICAL CENTER WHOSE PRIMARY PURPOSE IS TO PROVIDE HIGH QUALITY
§ (CONTINUED ON SCHEDULE O)
§ 2  Check this box » []if the organization discontinued its operations or disposed of more than 25% of its net assets.
8| 8 Number of voting members of the governing body (Part VI, line 1a) . e 3 18
°f, 4  Number of independent voting members of the governing body (Part VI, line1b) . . . . 4 13
21 5 Total number of individuals employed in calendar year 2019 (Part V, line 2a) 5 5,462
2| 6 Total number of volunteers (estimate if necessary) . 6 46
2| 7a Total unrelated business revenue from Part VI, column (C}, line 12 7a 5,779,068
b Net unrelated business taxable income from Form 990-T, line 39 7b 0
Prior Year Current Year
o| 8 Contributions and grants (Part VI, line 1h) . 16,868,719 18,683,503
g 9 Program service revenue (Part VIlI, line 2g) 166,190,440 725,193,741
a | 10  Investment income (Part VIII, column (A), lines 3, 4, and 7d) . 5,889,520 84,798,918
- 11 Other revenue (Part VIIl, column (A), lines 5, 6d, 8¢, 9c, 10c, and 11e) . 883,717 3,415,743
12  Total revenue—add lines 8 through 11 (must equal Part VIll, column (A), line 12) 189,832,396 832,091,905
18  Grants and similar amounts paid (Part IX, column (A), lines 1-3) . 47,500 60,117,210
14  Benefits paid to or for members (Part IX, column (A), line 4) .
2 15  Salaries, other compensation, employee benefits (Part IX, column (A), lines 5- 10) 70,451,053 290,506,422
2 | 16a Professional fundraising fees (Part IX, column (A), line 11¢) . 0 0
§ b Total fundraising expenses (Part IX, column (D), line 25) » 0 i i
W47  Other expenses (Part [X, column (A), lines 11a-11d, 111-24¢) . 115,355,333 419,696,790
18 Total expenses. Add lines 13-17 (must equal Part IX, column (A), line 25) 185,853,886 770,320,422
19  Revenue less expenses. Subtract line 18 from line 12 3,978,510 61,771,483
5 g Beginning of Current Year End of Year
$520  Total assets (Part X, line 16) 1,250,784,600 1,263,100,131
<8l 21 Total liabilities (Part X, line 26) . .. 380,177,789 319,915,083
23 22  Net assets or fund balances. Subtract line 21 from Ilne 20 870,606,811 943,185,048

E

Signature Block

Under penalties of perjury, | declare that | have examined this return, including accompanying schedules and statements, and to the best of my knowledge and belief, it is
true, correct, and complete. Declaration of preparer (other than officer) is based on all information of which preparer has any knowledge.

Sign } Signature of officer Date
Here CHRIS WILDE, EXECUTIVE VICE PRESIDENT/CFO
Type or print name and title
Paid Print/Type preparer’'s name Preparer's signature Date Check L__I i PTIN
self-employed

Preparer W. EDWARD PHILLIPS P00451499
Use Only Firm’s name  » DRAFFIN & TUCKER, LLP Firm’s EIN » 58-0914992

Firm's address » PO BOX 71309, ALBANY, GA 31708-1309 Phone no. (229) 883-7878
May the IRS discuss this return with the preparer shown above? {see instructions) Yes [ | No
For Paperwork Reduction Act Notice, see the separate instructions. Cat. No. 11282Y Form 990 (2019)

MEDICAL CENTER OF CENTRAL GEORGIA, INC.
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Form 990 (2019} Page 2
Statement of Program Service Accomplishments
Check if Schedule O contains a response or hote to any lineinthisPartit . . . . . . . . . . . . .
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 program services during the year which were not listed on the
priorForm9900r990-EZ? . . . . . . . . . . . . . . v . v v v v v . . . . .. DHOYes [¥No
If “Yes,” describe these new services on Schedule O.

3 Did the organization cease conducting, or make significant changes in how it conducts, any program
SEIVICES? . . . . . e e e e e e e e e e e e e oo .o ... . ... DHYes [MNo
If “Yes,” describe these changes on Schedule O.

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

4a (Code: ) (Expenses $ 686,454,155 including grants of $ 60,117,210 ) (Revenue $ 722,830,416 )
THE MEDICAL CENTER, NAVICENT HEALTH IS AN ACADEMIC MEDICAL CENTER, DESIGNATED LEVEL 1 TRAUMA
CENTER, MAGNET HOSPITAL FOR NURSING AND SERVES THE RESIDENTS OF CENTRAL AND SOUTH GEORGIA WITH A
PRIMARY AND SECONDARY SERVICE AREA OF 30 COUNTIES AND A POPULATION OF NEARLY 750,000 PERSONS. THE
MEDICAL CENTER, NAVICENT HEALTH HAS OVER 4,400 EMPLOYEES AND A MEDICAL STAFF OF APPROXIMATELY 523
PHYSICIANS. AS THE SECOND LARGEST HOSPITAL IN GEORGIA, IT IS LICENSED FOR 637 BEDS, INCLUDING
PEDIATRICS, MEDICAL-SURGICAL, TRAUMA AND CARDIAC SURGERY, THE EMERGENCY CENTER, WITH HELIPAD
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 OUTPATIENT DIAGNOSTIC, PRIMARY CARE,
WELLNESS AND COMPREHENSIVE REHABILITATION SERVICES. IT IS 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 0)

4b (Code: ) (Expenses $ ~including grants of $ ) (Revenue $ )

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

4d Other program services (Describe on Schedule O.)
(Expenses $ including grants of $ ) (Revenue $ )
4e Total program service expenses p 686,454,155

Form 990 2019)
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Form 990 (2019)
ETgdlA  Checklist of Required Schedules

Page 3

Yes | No
1 Is the organization described in section 501(c)(3) or 4947(a)(1) (other than a private foundation)? If “Yes,”
complete Schedule A . . 1|V
2 Is the organization required to complete Schedule B, Schedule of Contr/butors (see instructlons)’7 2 | v
3 Did the organization engage in direct or indirect political campaign activities on behalf of or ih opposition to
candidates for public office? If “Yes,” complete Schedule C, Part | . e 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, Part Il . . 4 | v
5 Is the organization a section 501(c)(4), 501(c)(5), or 501(c)(6) organization that receives membership dues
assessments, or similar amounts as defined in Revenue Procedure 98-19? If “Yes,” complete Schedule C, Partill | 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? If
“Yes,” complete Schedule D, Part | e e e e e e e e 6 v
7 Did the organization receive or hold a conservation easement, including easements to preserve open space,
the environment, historic land areas, or historic structures? If “Yes,” complete Schedule D, Part I 7 v
8 Did the organization maintain collections of works of art, historical treasures, or other similar assets? If “Yes,”
complete Schedule D, Part Il e e e e e 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
custodian for amounts not listed in Part X; or provide credit counseling, debt management credit repair, or
debt negotiation services? If “Yes,” complete Schedule D, Part IV . . 9 v
10 Did the organization, directly or through a related organization, hold assets in donor restncted endowments
or in quasi endowments? If “Yes,” complete Schedule D, Part V . .o .o
11 If the organization’s answer to any of the following questions is “Yes,” then complete Schedule D, Parts Vl
VII, VI, IX, or X as applicable.
a Did the organization report an amount for land, buildings and equipment in Part X, line 10? If “Yes,”
complete Schedule D, Part VI .o e . 11a| v
b Did the organization report an amount for investments—other securities in Part X llne 12, that is 5% or more
of its total assets reported in Part X, line 16? If “Yes,” complete Schedule D, Part VII . 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 16? If “Yes,” complete Schedule D, Part VIl . A 1ic v
d Did the organization 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 16? If “Yes,” complete Schedule D, Part IX . 11d v
e Did the organization report an amount for other liabilities in Part X, line 257 If ”Yes Y complete Schedule D PartX 11e| v
f Did the organization's separate or consolidated financial statements for the tax year include a footnote that addresses
the organization’s liability for uncertain tax positions under FIN 48 (ASC 740)? If “Yes,” complete Schedule D, Part X 11f v
12a Did the organization obtain separate, independent audited financial statements for the tax year? If “Yes,” complete
Schedule D, Parts Xl and Xl . .o 12a v
b Was the organization included in consolldated mdependent audited finan0|al statements for the tax year’7 If
“Yes,” and if the organization answered “No* to line 12a, then completing Schedule D, Parts X! and Xil is optional [12b| v/
13 Is the organization a school described in section 170(b)(1){A)ii)? If “Yes,” complete Schedule E 13 v
14a Did the organization maintain an office, employees, 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,
fundraising, 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 | and IV. 14b v
15  Did the organization report on Part IX, column (A), line 3, more than $5,000 of grants or other assistance to or
for any foreign organization? If “Yes,” complete Schedule F, Parts lland IV . . .o 15 v
16  Did the organization report on Part IX, column (A), line 3, more than $5,000 of aggregate grants or other
assistance to or for foreign individuals? If “Yes,” complete Schedule F, Parts lll and IV. . 16 v
17  Did the organization repott a total of more than $15,000 of expenses for professional fundraising services on
Part 1X, column (A), lines 6 and 11e? If “Yes,” complete Schedule G, Part | (see instructions) 17 v
18 Did the organization report more than $15,000 total of fundraising event gross income and contributions on
Part VI, lines 1c and 8a? If “Yes,” complete Schedule G, Part Il . . . 18 v
19  Did the organization report more than $15,000 of gross income from gaming activities on Part VlIl line 9a’7
If “Yes,” complete Schedule G, Part lll 19 v
20a Did the organization operate one or more hospital facmties’) If “Yes complete Schedule H .' 20a| v
b If “Yes” to line 204, did the organization attach a copy of its audited financial 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 (A), line 1? If “Yes,” complete Schedule |, Parts | and Il . 21 | v
Form 990 (2019)
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Form 990 (2019)
CERN  Checklist of Required Schedules (continued)

22

23

24a

26

27

28

29
30

31
32

33

34

3ba
b

36

37

38

Page 4

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 I, Parts | and Ill

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 J . e e e e

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 If “Yes,” answer lines 24b
through 24d and complete Schedule K. If “No,” go to line 25a .o
Did the organization invest any proceeds of tax-exempt bonds beyond a temporary perlod excep’uon" .

Did the organization maintain an escrow account other than a refunding escrow at any time during the year
to defease any tax-exempt bonds? .
Did the organization act as an “on behalf of” issuer for bonds outstandlng at any tlme dunng the year? .

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 | .

Is the organization aware that it engaged in an excess benefit transaction with a disqualified person in a prior
year, and that the transaction has not been reported on any of the organization’s prior Forms 990 or 990-EZ?
If “Yes,” complete Schedule L, Part | . . .

Did the organization report any amount on Part X, line 5 or 22, for receivables from or payables to any current
or former officer, director, trustee, key employee, creator or founder, substantial contributor, or 35%
controlled entity or family member of any of these persons? If “Yes,” complete Schedule L, Part |l

Did the organization provide a grant or other assistance to any current or former officer, director, trustee, key
employee, creator or founder, substantial contributor or employee thereof, a grant selection committee
member, or to a 35% controlled entity (including an employee thereof) or family member of any of these
persons? If “Yes,” complete Schedule L, Part il

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

A current or former officer, director, trustee, key employee, creator or founder, or substantial contributor? If

Yes | No
22 v
23 | vV
24a| vV
24b v
24c v
24d v
25a v
25b v
26 | vV

“Yes,” complete Schedule L, Part IV . . 28a v

A family member of any individual described in I|ne 28a’) If "Yes ” complete Schedule L, Part IV . 28b| v

A 35% controiled entity of one or more individuals and/or organizations described in lines 28a or 28b? If

“Yes,” complete Schedule L, Part IV . 28¢ v

Did the organization receive more than $25,000 in non- cash contrlbutlons’? If “Yes ’ complete Schedule M 29 v

Did the organization receive contributions of art, historical treasures, or other similar assets, or quahﬁed

conservation contributions? If “Yes,” complete Schedule M g 30 v

Did the organization liquidate, terminate, or dissolve and cease operations? lf “Yes " complete Schedule N, Partl 31 v

Did the organization sell, exchange, dispose of, or transfer more than 25% of its net assets? If “Yes,”

complete Schedule N, Part |l . 32 v

Did the organization own 100% of an entity dlsregarded as separate from the organlzatlon under Regulatlons

sections 301.7701-2 and 301.7701-3? If “Yes,” complete Schedule R, Pari | . . 33| v

Was the organization related to any tax-exempt or taxable entlty'7 If “Yes,” complete Schedule F? Part i, i,

orlV, and Part V, line 1 .o 34| v

Did the organization have a controlled entlty wnthln the meaning of sectlon 51 2(b)(1 3) . 35a| v

If “Yes” to line 35a, did the organization receive any payment from or engage in any transaction W|th a

controlled entity within the meaning of section 512(b){(13)? If “Yes,” complete Schedule R, Part V, line 2 . 35b| v

Section 501(c)(3) organizations. Did the organization make any transfers to an exempt non-charitable

related organization? If “Yes,” complete Schedule R, Part V, line 2 . 36 v

Did the organization conduct more than 5% of its activities through an entity that isnota related organlzatlon

and that is treated as a partnership for federal income tax purposes? If “Yes,” complete Schedule R, Part VI 37 v

Did the organization complete Schedule O and provide explanations in Schedule O for Part VI, lines 11b and

197 Note: All Form 990 filers are required to complete Schedule O. 38 | 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 O

Enter the number reported in Box 3 of Form 1096. Enter -0- if not applicable 1a

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? .

MEDICAL CGENTER OF CENTRAL GEORGIA, INC. 4
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Form 990 {2019)
Statements Regarding Other IRS Filings and Tax Compliance (continueqd)

2a

b

3a
b
4a

b

5a

6a

Enter the number of employees reported on Form W-3, Transmittal of Wage and Tax
Statements, filed for the calendar year ending with or within the year covered by this return | 2a

5,462 |

If at least one is reported on line 2a, 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)

Did the organization have unrelated business gross income of $1,000 or more during the year?

If “Yes,” has it filed a Form 990-T for this year? If “No” to line 3b, provide an explanation on Schedule O

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)?

If “Yes,” enter the name of the foreign country »

See instructions for filing requirements for FINCEN Form 114, Report of Foreign Bank and Financial Accounts (FBAR).
Was the organization a party to a prohibited tax shelter transaction at any time during the tax year? .

Did any taxable party notify the organization that it was or is a party to a prohibited tax shelter transaction?

If “Yes” to line 5a or 5b, did the organization file Form 8886-T? .

Does the organization have annual gross receipts that are normally greater than $1 00,000, and dld the
organization solicit any contributions that were not tax deductible as charitable contributions? .

If “Yes,” did the organization include with every solicitation an express statement that such contributions or
gifts were not tax deductible?

7 Organizations that may receive deduchble contrlbutlons under sectlon 170(c)
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 value of the goods or services prowded'7 .
¢ Did the organization sell, exchange, or otherwise dispose of tanglble personal property for which it was
required to file Form 82827 . . e e e e e
d If “Yes,” indicate the number of Forms 8282 flled dunng the year e e e e l 7d |
e Did the organization receive any funds, directly or indirectly, to pay premiums on a personal benefit contract?
f Did the organization, during the year, pay premiums, directly or indirectly, on a personal benefit contract? .
g If the organization received a contribution of qualified intellectual property, did the organization file Form 8899 as required?
h If the organization received a contribution of cars, boats, airplanes, or other vehicles, did the organization file a Form 1098-C?
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 sponsoring organization make a distribution to a donor, donor advisor, or related person’?
10  Section 501(c)(7) organizations. Enter:
a Initiation fees and capital contributions included on Part VIII, line 12 10a
b Gross receipts, included on Form 990, Part VI, line 12, for public use of club facmtles 10b
11 Section 501(c)(12) organizations. Enter:
a Gross income from members or shareholders . . .o . . . 11a
b Gross income from other sources (Do not net amounts due or pald to other sources
against amounts due or received from them.) . .. 11b
12a Section 4947(a)(1) non-exempt charitable trusts. Is the organlzatlon 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 issuers.
a Is the organization licensed to issue qualified health plans in more than one state?
Note: See the instructions for additional information the organization must report on Schedule O
b Enter the amount of reserves the organization is required to maintain by the states in which
the organization is licensed to issue qualified health plans 13b
¢ Enter the amount of reserves on hand 13¢ L
14a Did the organization receive any payments for |ndoor tanmng services dunng the tax year’? . . 14a
b If “Yes,” has it filed a Form 720 to report these payments? Iif “No,” provide an explanation on Schedule O . 14b
15 Is 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? . R .o
If "Yes," see instructions and file Form 4720, Schedule N.
16 s the organization an educational institution subject to the section 4968 excise tax on net investment income?
If "Yes," complete Form 4720, Schedule O.
Form 990 (2019)
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Form 990 (2019) Page 6
Governance, Management, and Disclosure For each “Yes” response to lines 2 through 7b below, and for a “No”
response to line 8a, 8b, or 10b below, describe the circumstances, processes, or changes on Schedule O. See instructions.
Check if Schedule O contains a response or note to any linein thisPartvi . . . . . . . . . . . . .
Section A. Governing Body and Management

1a Enter the number of voting members of the governing body at the end of the tax year. . 1a 18

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 on Schedule O.

b Enter the number of voting members included on line 1a, above, who are independent . 1b 13 4

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

3 Did the organization delegate control over management duties customanly performed by or under the dlrect

supetrvision of officers, directors, trustess, or key employees to a management company or other person? . 3 v
4 Did the organization make any significant changes to its governing documents since the prior Form 890 was filed? | 4 | ¢
5  Did the organization become aware during the year of a significant diversion of the organization’s assets? . 5 v
6 Did the organization have members or stockholders? 6 | v

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? . . . . e e e e e 7a | v

b Are any governance decisions of the organization reserved to (or subject to approval by) members,
stockholders, or persons other than the governing body? . .. .
8 Did the organization contemporaneously document the meetings held or written actions undertaken dunng
the year by the following:
a The governing body? .

b Each committee with authority to act on behalf of the governing body? e 8b
9 Is there any officer, director, trustes, or key employee listed in Part VII, Section A, who cannot be reached at
the organization’s mailing address? If “Yes,” provide the names and addresses on Schedule O . . . 9 v
Section B. Policies (This Section B requests information about policies not required by the Internal Revenue Code.)
Yes | No
10a Did the organization have local chapters, branches, or affiliates? . . . 10a v
b If “Yes,” did the organization have written policies and procedures governing the activities of such chapters
affiliates, and branches to ensure their operations are consistent with the organization’s exempt purposes? 10b

11a Has the organization provided a complete copy of this Form 990 to all membets 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. ol
12a Did the organization have a written conflict of interest policy? If “No,” go to line 13 .
b Were officers, directors, or trustees, and key employees required to disclose annually interests that could give rise to confllcts’) 12b| v
¢ Did the organization regularly and consistently monitor and enforce compliance with the policy? If “Yes,”
describe in Schedule O how this was done . .
13  Did the organization have a written whistleblower pollcy’? .
14 Did the organization have a written document retention and destructlon pollcy'7 e e
15 Did the process for determining compensation of the following persons include a review and approval by
independent persons, comparability data, and contemporaneous substantiation of the deliberation and decision? |fEallsra R =
a The organization’s CEO, Executive Director, or top management official . . . . . . . . . . . . 15a v
p Other officers or key employees of the organization . . . e e e e e 15b v
If “Yes” to line 15a or 15b, describe the process in Schedule O (see lnstructlons)
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 e e C e e e e e e e
b If “Yes,” did the organization follow a written 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 [k
organization’s exempt status with respect to such arrangements? . . . . . . . . . . . . . . 16b v
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 (Section 501(c)
(3)s only) available for public inspection. Indicate how you made these available. Check all that apply.
[ Ownwebsite [ Another's website Upon request  [] Other (explain on Schedule O)
19 Describe on Schedule O whether {and if so, how) the organization made its governing documents, conflict of interest policy,
and financial statements available to the public during the tax year.
20 State the name, address, and telephone number of the person who possesses the organization’s books and records b
CHRIS WILDE, 777 HEMLOCK STREET, MACON, GA 31201, (478) 633-1452

Form 990 (2019)
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Form 990 {2019)

Page 7

Ul Compensation of Officers, Directors, Trustees, Key Employees, Highest Compensated Employees, and

Independent Contractors

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

|

Section A. Officers, Directors, Trustees, Key Employees, and Highest Compensated Employees

1a Complete this table for all persons required to be listed. Report compensation for the calendar year ending with or within the

organization’s tax year.

» List all of the organization’s current officers, directors, trustees (whether individuals or organizations), regardless of amount of

compensation. Enter -0- in columns (D), (E), and (F) if no compensation was paid.

¢ List all of the organization’s current key employees, if any. See instructions for definition of “key employee.”

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

organization and any related organizations.

¢ List all of the organization’s former officers, key employees, and highest compensated employees who received more than
$100,000 of reportable compensation from the organization and any related organizations.
» List all of the organization’s former directors or trustees that received, in the capacity as a former director or trustee of the
organization, more than $10,000 of reportable compensation from the organization and any related organizations.
See instructions for the order in which to list the persons above.
[l Check this box if neither the organization nor any related organization compensated any current officer, director, or trustee.

©)
) ®) Position (D) ® #
. (do not check more than one .
Name and title Average | pox, unless person is both an Reportable Reportable Estimated amount
hours officer and a director/trustee) |  Compensation compensation of other
per week oslslol=le x| fron.l thfe from 'rela.ted compensation
(list any salalz|a _g & o organization organizations frgm .the
hoursfor | & g- Tl |lelo 2 g (W-2/1099-MISC) | (W-2/1099-MISC) organization and
related |8 & ;5: A a § al” related organizations
organizations| = o | & K] g
below 'a g e B
dotted line) 2 ,g, §
° g
(1) NINFA M SAUNDERS 1.0
PRESIDENT/CEO 52.0 v 0 5,230,506 396,282
{2) CAROL LOVIN 1.0
BOARD MEMBER 41.0 v 0 1,540,055 421,623
(3) KENNETH B BANKS 1.0
SECRETARY 49.0 v 0 605,385 177,436
(4) SUSAN W HARRIS 40.0
COO MEDICAL CENTER NAVICENT HEALTH 0.0 v 471,877 0 75,915
(6) ROBERT C WILDE 1.0
TREASURER 49.0 v 0 442,814 41,945
(6) PATRICE C WALKER 40.0
CHIEF MEDICAL OFFICER 0.0 v 360,545 0 81,293
(7) TRACEY A BLALOCK 40.0 .
CHIEF NURSING EXECUTIVE 0.0 v 348,086 0 55,857
(8) ELIZABETH A MANN 40.0
VP - CARDIOVASCULAR SERVICES AND NURSING STRATEGY 0.0 v 272,693 0 27,951
(9) DAWN C COLE 40.0
ADMINISTRATIVE HOUSE SUPERVISOR FLEX 0.0 v 262,193 0 27,458
{10) MARKE LOVELL 40.0
CHIEF FINANCIAL OFFICER 0.0 v 236,141 0 34,747
{11} VALERIE L HARRIS 40.0
CLINICAL NURSE LEAD 0.0 v 229,512 0 15,541
(12) JACQUELINE E WHITE 40.0
AVP PHARMACY 0.0 v 221,788 0 20,272
(13) MICHAEL G HAJWORONSKY 40.0
VP CLINICAL SUPPORT SERVICES 0.0 v 219,457 0 19,083
(14) DONALD E SMITH 40.0
AVP NURSING 0.0 v 200,636 0 32,767
Form 990 (2019)
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Form 990 (2019) Page 8
ETSAYIIN Section A. Officers, Directors, Trustees, Key Employees, and Highest Compensated Employees (continueqd)
©)
Position
) . ®) {do not check more than one (0) ® ®
Name and title Average | pox, unless person is both an Reportable Reportable Estimated amount
hours officer and a director/trustee) compensation compensation of other
per week c=lslol=laz]™ from the from related compensation
istany |22 |2 |2|2|3&|8 organization organizations from the
housfor | T2 |28 | @ E § 3 | (W-2/1099-MISC) | (W-2/1099-MISC) |  organization and
related a5 g1 % ?g a = related organizations
organizations| % % | & Kl
below G g 8 s
dotted ling) | & & @
3 8
g
(15) AKARIM JABR 40.0
PERFUSIONIST MANAGER 0.0 v 202,437 0 29,212
(16) DEBRAD RILEY 40.0
AVP NURSING 0.0 v 214,224 0 17,227
(17) ARMAND BALSANO 1.0
BOARD MEMBER 1.0 v 0 0 0
(18) BILL TIFT,, MD 1.0
BOARD MEMBER 1.0 v 0 0 0
(19) BILL TILLETT 1.0
BOARD MEMBER 1.0 v 0 0 0
{20) CONNIE CATER 1.0
BOARD MEMBER 1.0 v 0 0 0
(21) DAVID DANZIE 1.0
BOARD MEMBER 1.0 v 0 4] 0
(22) HENRY KOPLIN 1.0
BOARD MEMBER 2.0 v 0 0 0
(23) JOHN VINYARD 1.0
BOARD MEMBER 1.0 v 0 0 0
(24) KIM JOHNSTON, M.D. 1.0
VICE CHAIRMAN 1.0 v 0 0 0
(25) (SEE STATEMENT)
1b Subtotal . > 3,239,589 7,818,760 1,474,609
¢ Total from contmuatlon sheets to Part VII Sectlon A > 0 0 0
d Total (add lines 1b and 1c) . > 3,239,589 7,818,760 1,474,609

2  Total number of individuals (including but not Ilmlted to those listed above) who received more than $100,000 of
reportable compensation from the organization »

275

3 Did the organization list any former officer, director, trustee, key employee, or highest compensated

employee on line 1a? If “Yes,” complete Schedule J for such individual

4  For any individual listed on line 1a, is the sum of reportable compensation and other compensation from the
organization and related organizations greater than $150,000? If “Yes,” complete Schedule J for such

individual .

5 Did any person listed on line 1a receive or accrue compensation from any unrelated organlzatlon or lndnwdual

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.

(A )] (€)
Name and business address Description of services Compensation
FITZROY HEALTH, 858 HIGH STREET, MACON, GA 31201 CONTRACT SERVICES-NURSING 14,161,728
AMERICAN ANESTHESIOLOGY OF GA LLC, P O BOX 535375, ATLANTA, GA 30353 | CONTRACT SERVICES-ANESTHESIA 11,209,123
ROBINS & MORTIN, 400 SHADES CREEK PKWY, BIRMINGHAM, AL 35209 BUILDING CONTRACTOR 10,692,682
QUANTUM HC, LLC, 777 HEMLOCK STREET, MSC #104, MACON, GA 31201 CONTRACT SVC-HOSPITALISTS 9,423,705
RADIOLOGY ASSOCIATES, 770 PINE ST., SUITE 290, MACON, GA 31201 CONTRACT SERVICES 2,602,049

2 Total humber of independent contractors {including but not limited to those listed above) who
received more than $100,000 of compensation from the organization »

74

MEDICAL CENTER OF CENTRAL GEORGIA, INC.
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Form 990 (2019) Page 9
Statement of Revenue
Check if Schedule O contains a response or note to any lineinthisPartvVi . . . . . . . . . . . . . []
Total rAellenue Helated(gr) exempt Unr(e?e)lted RevenuéDe)chuded

business revenue from tax under

function revenue

sections 512-514

2 ot ta Federated campaigns . 1a 7,358
§ 5| b Membership dues 1b
O £| ¢ Fundraising events . ic
_;E <| d Related organizations . 1d ;
‘{ (—é e Government grants (contrlbutlons) 1e 7,828,923
g 7 f Al other contributions, gifts, grants,
B E and similar amounts not included above | 1f 10,847,222 !
2 o g Noncash contributions included in
Eg lines 1a-1f . . | 19 [$
Ow h Total. Add lines 1a—1f . > 18,683,503 |;
Business Code 5 =
_8 2a PATIENT CHARGES 621500 709,141,516 709,141,516
dE) g b SUPPORT & SERVICES REVENUE 561000 2,048,607 1,924,201 124,406
n 5 ¢ DOB RENTAL INCOME 531120 6,378,004 6,378,004
g q>, d REFERENCE LAB INCOME 541380 5,654,662 5,654,662
§ o e WELLNESS 713940 1,970,952 1,970,952
o f  All other program service revenue . 0 0 0
g Total. Add lines 2a-2f . » 725,193,741
3 Investment income (including d|V|dends interest, and
other similar amounts) . A 13,312,989 13,312,989
4  Income from investment of tax- exempt bond proceeds P
5 Royalties ... »
(i) Real (i) Personal
6a Gross rents 6a 2,026,332
b Less: rental expenses | 6b
¢ Rentalincome or (loss) | 6¢ 2,026,332 0 :
d Net rental income or (loss) N 2,026,332
7a Gross amount from (i) Securities (il) Other e i
sales of assets 1,054,164,021 8,138
other than inventory | 7a
g b Less: cost or other basis
S and sales expenses 7b 979,644,921 3,041,309
> ¢ Gain or (loss) . 7c 74,519,100 (3,033,171)
€ | d Netgain or (loss) > 71,485,929 71,485,929
-_F? 8a Gross income from fundraising l
o events (not including $
of contributions repc;ffé-c]-_c_)_ﬁ-_li_ﬁ_e-
1c). See Part IV, line 18 8a
b Less: direct expenses . 8b -
¢ Netincome or (loss) from fundralsm events . . P
9a Gross income from gaming
activities. See Part IV, line 19 9a
b Less: direct expenses . 9b
¢ Net income or {loss) from gaming actnvntles . »
10a Gross sales of inventory, less :
returns and allowances 10a 624,227
b Less: cost of goods sold 10b 298,456 |& z
¢ Netincome or (loss) from sales of inventory . > 325,771 325,771
7] Business Code
§ g 11a EQUITY IN PET JOINT VENTURE 621512 1,069,873 1,069,873
§ g b  CLINICAL TRIALS 541380 65,928 65,928
713 3 ¢ EQUITY IN MEMBERSHIP ORGS 813910 124,773 124,773
2 o d All other revenue 561499 (196,934) (196,934) 0
= e Total. Add lines 11a-11d . > 1,063,64
12  Total revenue. See instructions > 832,091,905 722,830,416 84,798,918

MEDICAL CENTER OF CENTRAL GEORGIA, INC.

9
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Form 990 (2019)

Statement of Functional Expenses

Section 501(c)(3) and 501(c)(4) organizations must complete all columns. All other organizations must complete column (A).

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

Do not include amounts reported on lines 6b, 7b,
8b, 9b, and 10b of Part VI,

Total expenses

B)
Program service

(©)
Management and

D)
Fundraising

expenses general expenses expenses
1  Grants and other assistance to domestic organizations s
and domestic governments. See Part IV, line 21 60,117,210 60,117,210
2 Grants and other assistance to domestic
individuals. See Part IV, line 22 .
3 Grants and other assistance to foreign
organizations, foreign governments, and
foreign individuals. See Part IV, lines 15 and 16
4  Benefits paid to or for members
5 Compensation of current officers, dlrectors
trustees, and key employees 2,165,759 749,109 1,416,650
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 226,734,696 218,703,407 8,031,289
8  Pension plan accruals and contnbutlons (lnclude
section 401(k) and 403(b) employer contributions) 4,496,073 4,486,698 9,375
9  Other employee benefits . 40,471,911 39,625,456 846,455
10 Payroll taxes . . 16,637,983 15,998,934 639,049
11  Fees for services (nonemployees)
a Management
b Legal 2,317,204 424 2,316,780
¢ Accounting 7,950 7,950
d Lobbying . . 23,644 23,644
e Professional fundralsmg services. See Part v, hne 17
f Investment management fees 1,401,469 1,401,469
g Other, {If line 11g amount exceeds 10% of line 25, column
(A) amount, list line 11g expenses on Schedule O.) 189,878,767 123,657,023 66,221,744 0
12  Advertising and promotion 916,877 903,930 12,947
13  Office expenses 3,216,883 3,216,883
14  Information technology 304,716 304,716
15 Royalties .
16  Occupancy 7,224,987 7,224,987
17 Travel . . . 1,866,837 1,766,965 99,872
18 Payments of travel or entertalnment expenses
for any federal, state, or local public officials
19 Conferences, conventions, and meetings 44,990 42,520 2,470
20 Interest . 5,328,686 5,328,686
21  Payments to affiliates . .
22  Depreciation, depletion, and amortlzatlon 25,651,092 24,607,344 1,043,748
23 Insurance . 6,936,969 6,916,537 20,432
24  Other expenses. ltemize expenses not covered
above (List miscellaneous expenses on line 24e. If
line 24e amount exceeds 10% of line 25, column
{A) amount, list ine 24e expenses on Schedule O.) S . S
a MEDICAL SUPPLIES 150,377,265 150,377,025 240
b PROVIDER & OTHER TAXES 7,708,179 7,716,226 (8,047)
¢ EQUIP RENTAL, MAINT & MINOR 6,562,446 6,553,147 9,299
d NUTRITIONAL SUPPLIES & MEALS 5,750,606 5,730,542 20,064
e Ali other expenses 4,177,223 2,418,436 1,758,787 0
25  Total functional expenses. Add lines 1 through 24e 770,320,422 686,454,155 83,866,267 0
26 Joint costs. Complete this line only if the
organization reported in column (B) joint costs
from a combined educational campaign and
fundraising solicitation. Check here » [] if
following SOP 98-2 (ASC 958-720)
Form 990 (2019)
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Balance Sheet

Page 11
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Check if Schedule O contains a response or note to any line in this Part X .. '
(A) (B)
Beginning of year End of year
1  Cash—non-interest-bearing . (408,324)| 1 52,099,168
2  Savings and temporary cash investments . 2
8 Pledges and grants receivable, net 3
4  Accounts receivable, net Co. . e e e e e e 4
5 Loans and other receivables from any current or former officer, director, ;
trustee, key employee, creator or founder, substantial contributor, or 35%
controlled entity or family member of any of these persons . 26,880,240 28,749,322
6 Loans and other receivables from other disqualified persons (as defmed
under section 4958(f)(1)), and persons described in section 4958(c)(3)(B) .
@1 7 Notes and loans receivable, net
§ 8 Inventories for sale or use . . 15,688,485| 8 16,745,244
<| 9 Prepaid expenses and deferred charges 6,263,772 5,465,526
10a Land, buildings, and equipment: cost or other -
basis. Complete Part VI of ScheduleD . . . [10a 1,075,717,169 , ;
b Less: accumulated depreciation . . . . . {10b 657,934,776 400,463,668 | 10c 417,782,393
11 Investments—publicly traded securities . 427,631,297 11 546,890,054
12  Investments—other securities. See Part IV, line 11 183,752,930 12 0
18 Investments—program-related. See Part IV, line 11 . 2,268,150} 13 2,107,642
14  Intangible assets . . 14
15  Other assets. See Part IV, hne ‘]1 . N 64,389,879 15 55,036,612
16 Total assets. Add lines 1 through 15 (must equal Ilne 33) 1,250,784,600| 16 1,263,100,131
17  Accounts payable and accrued expenses . 57,083,066| 17 53,162,333
18 Grants payable . 18
19  Deferred revenue . 19
20 Tax-exempt bond liabilities . 194,364,453 | 20 190,821,789
21 Escrow or custodial account liability. Complete Part IV of Schedule D
#1122 Loans and other payables to any current or former officer, director,
g trustee, key employee, creator or founder, substantial contributor, or 35%
a controlled entity or family member of any of these persons
3]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 thlrd
parties, and other liabilities not included on lines 17-24). Complete Part X
of Schedule D . 88,760,557 | 25 35,961,248
26 Total liabilities. Add lines 17 through 25 380,177,789 | 26 319,915,083
b4 Organizations that follow FASB ASC 958, check here > .
e and complete lines 27, 28, 32, and 33.
‘—; 27  Net assets without donor restrictions 870,606,811 27 943,185,048
% 28  Net assets with donor restrictions .
5 Organizations that do not follow FASB ASC 958, check here P |:|
i and complete lines 29 through 33.
8 29  Capital stock or trust pringipal, or current funds . .
§ 30 Paid-in or capital surplus, or land, building, or equipment fund
g 31 Retained earnings, endowment, accumulated income, or other funds .
%182  Total net assets or fund balances . . 870,606,811 32 943,185,048
Z |33 Total Ilablhtles and net assets/fund balances . 1,250,784,600| 33 1,263,100,131
Form 990 (2019)
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Form 990 (2019) page 12
Reconciliation of Net Assets
Check if Schedule O contains a response or hote to any line in this Part XI ..
1  Total revenue (must equal Part Vill, column (A), line 12) . 1 832,091,905
2  Total expenses (must equal Part IX, column (A), line 25) 2 770,320,422
3  Revenue less expenses. Subtract line 2 from line 1 .o . 3 61,771,483
4  Net assets or fund balances at beginning of year (must equal Part X hne 32 column (A)) . 4 870,606,811
5  Net unrealized gains (losses) on investments 5 (18,858,446)
6 Donated services and use of facilities 6
7 Investment expenses . 7
8  Prior period adjustments . . 8 (29,885,033)
9  Other changes in net assets or fund balances (explaln on Schedule O) 9 59,550,233
10  Net assets or fund balances at end of year. Combine lines 3 through 9 (must equal Part X Ilne
32 column (B)) . .. . e e . 10 943,185,048
Financial Statements and Reportmg
Check if Schedule O contains a response or note to any line in this Part XII .
Yes | No

1 Accounting method used to prepare the Form 990: [ ] Cash Accrual [ Other
if the organization changed its method of accounting from a prior year or checked “Other,” explain in
Schedule O.
2a Were the organization’s financial statements compiled or reviewed by an independent accountant? .
If “Yes,” check a box below to indicate whether the financial statements for the year were compiled or
reviewed on a separate basis, consolidated basis, or both:
[ Separate basis  [] Consolidated basis [ Both consolidated and separate basis
b Were the organization’s financial statements audited by an independent accountant? . .o
If “Yes,” check a box below to indicate whether the financial statements for the year were audlted on a
separate basis, consolidated basis, or both:
] Separate basis Consolidated basis [ Both consolidated and separate basis
¢ If “Yes” to line 2a or 2b, does the organization have a committee that assumes responsibility for oversight of
the audit, review, or compilation of its financial statements and selection of an independent accountant?
If the organization changed either its oversight process or selection process during the tax year, explain on
Schedule O.
3a As aresult 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 . 3a v
b If “Yes,” did the organization undergo the required audlt or audlts'> If the organlzatlon d|d not undergo the
required audit or audits, explain why on Schedule O and describe any steps taken to undergo such audits . 3b
Form 990 (2019)
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Section A. Officers, Directors, Trustees, Key Employees, and Highest Compensated Employees (continued)

MEDICAL CENTER OF CENTRAL GEORGIA, INC.

(A) Name and Title (B) Average hours (C) Paosition (D) Reportable (E) Reportable (F) Estimated
~ per week (Check alt that apply) compensation compensation amount of other
(tist any'hm!{rs fogr?lated z| z| &1 #Ft &l ¢ from the from related compensation
T tedine | =] E| §| | | 3 organization organizations from the
el 5| | 2| ¢ ¢ (W-2/1099-MISC) (W22/1099-MISC) organization and
g 2 gl g related
al| & 8| % organizations
8 % @
o @ 8
a g
g 3
g °
- O
3
(25) MAC EVERETT 1.0
v 0 0
BOARD MEMBER 1.0
(26) MIKE FINNERTY 1.0 J
- V- 0 0
BOARD MEMBER 1.0
27y RANDY HUGHES 1.0 V’
0 0
BOARD MEMBER 1.0
(28) RAY PIPPIN 1.0 / 0
0
BOARD MEMBER 1.0
(29) RICK SHACKELFORD 1.0 ‘/
0 0
BOARD MEMBER 1.0
(30) SANFORD DUKE, MD 1.0 ‘/
0 0
BOARD MEMBER 1.0
(31) STARR PURDUE 1.0 ‘/ 0 0
CHAIRMAN 1.0
(32) TIMOTHY JACKSON 1.0 /
0 0
BOARD MEMBER 1.0
(33) WIMBERLY TREADWELL 1.0 /
0 0
BOARD MEMBER 1.0
13 11/30/2020 9:57:50 AM




| OMB No. 1545-0047

SCHEDULE A Public Charity Status and Public Support

(Form 990 or 990-E2) Complete if the organization is a section 501(c)(3) organization or a section 4947(a){1) nonexempt charitable trust. 2 @ 1 9
Department of the Treasury » Attach to Form 990 or Form 890-EZ. Open to Public
Internal Revenue Service » Go to www.irs.gov/Form990 for instructions and the latest information. Inspection
Name of the organization Employer identification number

MEDICAL CENTER OF CENTRAL GEORGIA, INC. 58-2149128

XA Reason for Public Charity Status (All organizations must complete this part.) See instructions.

The organization is not a private foundation because it is: (For lines 1 through 12, check only one box.)

1 [ A church, convention of churches, or association 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 990 or 990-E2).)

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

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

5 [ An organization operated for the benefit of a college or university owned or operated by a governmental unit described in
section 170(b)(1)(A){iv). (Compiete Part Il.)

6 L[] Afederal, state, or 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 II.)

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

9 [an agricultural research organization described in section 170(b){1)(A)(ix) operated in conjunction with a land-grant college
or university or a non-land-grant college of agriculture (see instructions). Enter the name, city, and state of the college or
university:

10 [] An organization that normally receives: (1) more than 3373% of its support from contributions, membership fees, and gross
receipts from activities related to its exempt functions—subiject to certain exceptions, and (2) no more than 3313% of its
support from gross investment income and unrelated business taxable income (less section 511 tax) from businesses
acquired by the organization after June 30, 1975. See section 509(a)(2). (Complete Part Ill.)

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

12 [] An organization organized and operated exclusively for the benefit of, to perform the functions of, or to carry out the purposes
of one or more publicly supported organizations described in section 509(a)(1) or section 509{a)(2). See section 509(a)(3).
Check the box in lines 12a through 12d that describes the type of supporting organization and complete lines 12e, 12f, and 12g.

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

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

d [ Type lll 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 [ Check this box if the organization received a written determination from the IRS that it is a Type 1, Type Il, Type lll
functionally integrated, or Type Il non-functionally integrated supporting organization.

f Enter the number of supported organizations . . . . . . . . . . [:::l

g Provide the following information about the supported organization(s).

(i) Name of supported organization (i) EIN (i) Type of organization | (iv) Is the organization | (v) Amount of monetary (vi) Amount of
(described on lines 1-10 | listed in your governing support (see other support (see
above (see instructions)) document? instructions) instructions)

Yes No

(A)

(B)

(€)

(D)

£

Total : :

For Paperwork Reduction Act Notice, see the Instructions for Form 990 or 990-EZ. Cat. No. 11285F Schedule A (Form 990 or 990-EZ) 2019
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Schedule A (Form 990 or 990-EZ) 2019

Page 2

m Support Schedule for Organizations Described in Sections 170(b)(1)(A)(|v) and 170{b)(1)(A){vi)

(Complete only if you checked the box on line 5, 7, or 8 of Part | or if the organization failed to qualify under
Part Ill. If the organization fails to qualify under the tests listed below, please complete Part Ili.)

Section A. Public Support

Calendar year (or fiscal year beginning in) » (a) 2015 (b) 2016 {c) 2017 (d) 2018 (e) 2019 (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 .
5 The portion of total contributions by
each person (other than a
governmental unit or publicly
supported organization) included on
line 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) 2015 {b) 2016 (c) 2017 (d) 2018 (e) 2019 {f) Total

7
8

10

11
12
13

Amounts from line 4 .o
Gross income from interest, dividends,
payments received on securities loans,
rents, royalties, and income from
similar sources .

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

Other income. Do not include gain or
loss from the sale of capital assets
(Explain in Part VI.) . .
Total support. Add lines 7 through 10 [ e
Gross receipts from related activities, etc. (see instructions) .

First five years. If the Form 990 is for the organization’s first, second, thlrd fourth or f|fth tax year as a section 501(c)(3)

organization, check this box and stop here > [
Section C. Computation of Public Support Percentage
14  Public support percentage for 2019 (line 6, column (f) divided by line 11, column (f)) 14 Y%
15  Public support percentage from 2018 Schedule A, Part Il, line 14 . 15 %
16a 33113% support test—2019. If the organization did not check the box on I|ne 13 and I|ne 14 is 3313% or more, check this
box and stop here. The organization qualifies as a publicly supported organization » [
b 3313% support test—2018. If the organization did not check a box on line 13 or 16a, and lme 15 is 331/3% or more, check
this box and stop here. The organization qualifies as a publicly supported organization . >
17a 10%-facts-and-circumstances test—2019, If the organization did not check a box on line 13, 16a, or 16b, and line 14 is
10% or more, and if the organization meets the “facts-and-circumstances” test, check this box and stop here. Explain in
Part VI how the organization meets the “facts-and-circumstances” test. The organization qualifies as a publicly supported
organization . . >
b 10%-facts-and-circumstances test—2018. If the organization did not check a box on line 13, 16a, 16b, or 17a, and line
15 is 10% or more, and if the organization meets the “facts-and-circumstances” test, check this box and stop here.
Explain in Part VI how the organization meets the “facts-and-circumstances” test. The organization qualifies as a publicly
supported organization > ]
18  Private foundation. If the organlzatlon d|d not check a box on Ilne 13 16a 16b 17a or 17b check thls box and see
instructions > ]

MEDICAL CENTER OF CENTRAL GEORGIA, INC. 15
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Support Schedule for Organizations Described in Section 509(a)(2)

{Complete only if you checked the box on line 10 of Part | or if the organization failed to qualify under Part Il

If the organization fails to qualify under the tests listed below, please complete Part I1.)

Section A. Public Support

Calendar year (or fiscal year beginning in) »

1

2

c
8

(a) 2015

(b) 2016

{c) 2017

(d) 2018

{e) 2019

(f) Total

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

Gross receipts from admissions, merchandise
sold or services performed, or facilities
furnishied in any activity that is related to the
organization’s tax-exempt purpose .

Gross receipts from activities that are not an
unrelated trade or business under section 513

Tax revenues levied for the
organization’s benefit and either paid to
or expended on its behalf

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

Total. Add lines 1 through 5.

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

Amounts included on lines 2 and 3

received from other than disqualified
persons that exceed the greater of $5,000
or 1% of the amount on line 13 for the year

Add lines 7a and 7b
Public support. (Subtract line 7c from
line 8.) .

Section B. Total Support

Calendar year (or fiscal year beginning in) »

(a) 2015

(b) 2016

(c) 2017

(d) 2018

(e) 2019

(f) Total

9  Amounts from line 6 ..
10a Gross income from interest, dividends,
payments received on securities loans, rents,
royalties, and income from similar sources .
b Unrelated business taxable income (less
section 511 taxes) from businesses
acquired after June 30, 1975 .
¢ Add lines 10a and 10b
11 Net income from unrelated business
activities not included in line 10b, whether
or not the business is regularly carried on
12  Other income. Do not include gain or
loss from the sale of capital assets
(Explain in Part VL.) . .o
13 Total support. (Add lines 9, 10c, 11,
and 12.) .o
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 . > [
Section C. Computation of Public Support Percentage
15  Public support percentage for 2019 (line 8, column (f), divided by line 13, column (f)) 15 %
16  Public support percentage from 2018 Schedule A, Part lll, line 15 16 %
Section D. Computation of Investment Income Percentage
17  Investment income percentage for 2019 (line 10c, column (f), divided by line 13, column (f)) . 17 %
18 Investment income percentage from 2018 Schedule A, Part lll, line 17 . 18 %
19a 33113% support tests—2019. If the organization did not check the box on line 14, and I|ne 15 is more than 33113%, and line
17 is not more than 3311%, check this box and stop here. The organization qualifies as a publicly supported organization > [
b 33'3% support tests—2018. If the organization did not check a box on line 14 or line 19a, and line 16 is more than 3313%, and
line 18 is not more than 3313%, check this box and stop here. The organization qualifies as a publicly supported organization » [}
20 Private foundation. If the organization did not check a box on line 14, 19a, or 19b, check this box and see instructions » []

MEDICAL CENTER OF CENTRAL GEORGIA, INC.
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Supporting Organizations
(Complete only if you checked a box in line 12 on Part 1. If you checked 12a of Part |, complete Sections A
and B. If you checked 12b of Part |, complete Sections A and C. If you checked 12¢ of Part |, complete
Sections A, D, and E. If you checked 12d of Part |, complete Sections A and D, and complete Part V.)

Section A. All Supporting Organizations

Yes| No

1 Are all of the organization’s supported organizations listed by name in the organization’s governing
documents? If “No,” describe in Part VI how the supporied organizations are designated. If designated 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 organization determined that the supported
organization was described in section 509(a)(1) or (2).

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

b Did the organization confirm that each supported organization qualified under section 501(c)4), (5), or (6) and
satisfied the public support tests under section 509(a)(2)? If “Yes,” describe 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 controls the organization put in place to ensure such use.

4a Was any supported organization not organized in the United States (“foreigh 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 control 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)? If “Yes,” explain in Part VI what controls the organization used
to ensure that all support to the foreign supported organization was used exclusively for section 170(c)(2)(B)
purposes.

5a Did the organization add, substitute, or remove any supported organizations during the tax year? If “Yes,”
answer (b) and (c) below (if applicable). 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 document).

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

6 Did the organization provide support (whether in the form of grants or the provision of services or facilities) to
anyone other than (i) its supported organizations, (i) individuals that are part of the charitable class benefited
by one or more of its supported organizations, or (iii) other suppotting 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, compensation, 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 Scheduile L (Form 990 or 990-EZ).

8 Did the organization make a loan to a disqualified person (as defined in section 4958) not described in line 7?
If “Yes,” complete Part | of Schedule L (Form 990 or 990-EZ).

9a Was the organization controlied directly or indirectly at any time during the tax year by one or more
disqualified persons as defined in section 4946 (other than foundation managers and organizations described
in section 509(a)(1) or (2))? If “Yes,” provide detail in Part VI.
b Did onhe or more disqualified persons (as defined in fine 9a) hold a controlling 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 ownership interest in, or derive any personal benefit
from, assets in which the supporting organization also had an interest? If “Yes,” provide detail in Part V1.
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
suppotrting organizations)? If “Yes,” answer 10b below.
b Did the organization have any excess business holdings in the tax year? (Use Schedule C, Form 4720, to
determine whether the organization had excess business holdings.) 10b

Schedule A (Form 990 or 990-EZ) 2019
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Schedule A (Form 990 or 990-EZ) 2019
ETG 4l 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 persons described in (b) and (c)

below, the governing body of a supported organization? 11a
b A family member of a person described in (a) above? 11b
¢ A 35% controlled entity of a person described in (a) or (b) above? If “Yes” o a, b, or ¢, provide detail in Part VI. 11c

Section B. Type | Supporting Organizations

1  Did the directors, trustees, or membership of one or more supported organizations have the power to
regularly appoint or elect at least a majority of the organization’s directors or trustees at alf 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 and/or remove directors or trustees were aflocated among the supported
organizations and what conditions or restrictions, if any, applied to such powers during the tax year.

2 Did the organization operate for the benefit of any supported organization other than the supported
organization(s) that operated, supervised, or controlled the supporting organization? If “Yes,” explain in Part
VI how providing such benefit carried out the purposes of the supported organization(s) that operated,
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 control
or management of the supporting organization was vested in the same persons that controlled or managed
the supported organization(s).

Section D. All Type lll Supporting Organizations

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

2  Were any of the organization’s officers, directors, or trustees either (i) appointed or elected by the supporied
organization(s) or (i) serving on the governing body of a supported organization? If “No,” explain in Part VI how
the organization maintained a close and continuous working 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 organization’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 Part VI the role the organization’s
supported organizations played in this regard.

Section E. Type Il Functionally Integrated Supporting Organizations
1 Check the box next to the method that the organization used to satisfy the Integral Part Test 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 below.

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

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

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

b Did the activities described in (a) constitute activities that, but for the organization’s involvement, one or more
of the organization’s supported organization(s) would have been engaged 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, directors, 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.
Schedule A (Form 990 or 990-EZ) 2019
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Schedule A (Form 990 or 990-EZ) 2019 Page 6
Type Il Non-Functionally Integrated 509(a)(3) Supporting Organizations
1 [ Check here if the organization satisfied the Integral Part Test as a qualifying trust on Nov. 20, 1970 (explain in Part VI). See
instructions. All other Type lll non-functionally integrated supporting organizations must complete Sections A through E.

Section A—Adjusted Net Income (A) Prior Year ®) Cun:ent Year
(optional)

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 for 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)

8 Adjusted Net Income (subtract lines 5, 6, and 7 from line 4} 8

Cr(h||N ==

(=]

~l

(B) Current Year

(A) Prior Year (optional)

Section B—Minimum Asset Amount

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

a Average monthly value of securities 1a
b Average monthly cash balances 1b
¢ Fair market value of other non-exempt-use assets 1c
d Total (add lines 1a, 1b, and 1c) 1d

e Discount claimed for blockage or other
factors (explain in detail in Part VI):
2 Acquisition indebtedness applicable to non-exempt-use assets
3 Subtract line 2 from line 1d.
4 Cash deemed held for exempt use. Enter 1-1/2% of line 3 (for greater amount,
see instructions).
5 Net value of non-exempt-use assets (subtract line 4 from line 3)
6 Multiply line 5 by .035.
7 Recoveries of prior-year distributions
8 Minimum Asset Amount (add line 7 fo line 6)

XY

L]

DN |G|

Section C—Distributable Amount Current Year

1 Adjusted net income for prior year (from Section A, line 8, Golumn A)

2 Enter 85% of line 1.

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

4 Enter greater of line 2 or line 3.

5 Income tax imposed in prior year

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

emergency temporary reduction (see instructions). 6 £

7 [ Check here if the current year is the organization’s first as a non-functionally lntegrated Type III supportlng organization (see
instructions).

O[5 || |=
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Schedule A (Form 990 or 990-EZ) 2019

Page 7

Type Il Non-Functionally Integrated 509(a){3) Supporting Organizations (continued)

Section D—Distributions Current Year
1 Amounts paid to supported organizations to accomplish exempt purposes
2 Amounts paid to perform activity that directly furthers exempt purposes of supported
organizations, in excess of income from activity
3 Administrative expenses paid to accomplish exempt purposes of supported organizations
4 Amounts paid to acquire exempt-use assets
5 Qualified set-aside amounts (prior IRS approval required)
6 Other distributions (describe in Part VI). See instructions.
7 Total annual distributions. Add lines 1 through 6.
8 Distributions to attentive supported organizations to which the organization is responsive
(provide details in Part V). See instructions.
9 Distributable amount for 2019 from Section C, line 6
10 Line 8 amount divided by line 9 amount
Section E—Distribution Allocations (see instructions) .(i) I Underdigt?'ibutions Distri(l;lztable
Excess Distributions Amount for 2019

Pre-2019

1 Distributable amount for 2019 from Section G, line 6

2 Underdistributions, if any, for years prior to 2019

(reasonable cause required—explain in Part Vi). See

instructions.

Excess distributions carryover, if any, to 2019

From 2014

From 2015

From 2016

From 2017

From?2018 . . . . .

Total of lines 3a through e

Applied to underdistributions of prior years

Applied to 2019 distributable amount

Carryover from 2014 not applied (see instructions)

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

Distributions for 2019 from

Section D, line 7: $

a Applied to underdistributions of prior years

Applied to 2019 distributable amount

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

5 Remaining underdistributions for years prior to 2019, if
any. Subtract lines 3g and 4a from line 2. For result
greater than zero, explain in Part VI. See instructions.  |;

6 Remaining underdistributions for 2019. Subtract lines 3h |
and 4b from line 1. For result greater than zero, explain inf;
Part VI. See instructions. 1

7 Excess distributions carryover to 2020. Add lines 3j
and 4c.

8 Breakdown of line 7:

Excess from 2015 .

Excess from 2016 .

Excess from 2017 .

Excess from 2018 .

Excess from 2019 .

w

=T e e oo (o

EY

o

o0 |T|o
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SCHEDULE C Political Campaign and Lobbying Activities | oM No. 1545-0047

(Form 990 or 990-E2) 2019

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

Department of the Treasury | > Complete if the organization is described below.  » Attach to Form 990 or Form 990-EZ. Open to Public
Internai Revenue Service » Go to www.irs.gov/Form990 for instructions and the latest information. Inspection

If the organization answered “Yes,” on Form 990, Part IV, line 3, or Form 990-EZ, Part V, line 46 (Political Campaign Activities), then
+ Section 501(c)(3) organizations: Complete Parts |-A and B. Do hot complete Part |-C.
+ Section 501(c) (other than section 501(c)(3)) organizations: Complete Parts I-A and C below. Do not complete Part I-B.
¢ Section 527 organizations: Complete Part I-A only.
If the organization answered “Yes,” on Form 990, Part IV, line 4, or Form 990-EZ, Part V|, line 47 (Lobbying Activities), then
« Section 501(c)(3) organizations that have filed Form 5768 (election under section 501(h)): Complete Part lI-A. Do not complete Part II-B.
» Section 501(c)(3) organizations that have NOT filed Form 5768 (election under section 501(h)): Complete Part Il-B. Do not complete Part lI-A.

If the organization answered “Yes,” on Form 980, Part IV, line 5 (Proxy Tax) (see separate instructions) or Form 990-EZ, Part V, line 35¢ (Proxy
Tax) (see separate instructions), then

* Section 501(c){4), (5), or (6) organizations: Complete Part Ill.
Name of organization 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) . . . . . . . . . . . . . P $
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 section 4955 . . b $
3 If the organization incurred a section 4955 tax, did it file Form 4720 forthisyear? . . . . . . . . . [ |Yes [|No
da Wasacorectonmade? . . . . . .« « 4 e e e e e e e e e e e e oo oo Yes [INo

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 orgamzatlon for section 527 exempt function

activites . . . T
2 Enter the amount of the fllmg orgamzatlon s funds contnbuted to other organlzatlons for section
527 exempt function activities . . . A )
3 Total exempt function expenditures. Add llnes 1 and 2 Enter here and on Form 1120-POL,
line17b . . . .
4  Did the filing organlzatlon flle Form 1120-POL for thls year’? e R .. |:| Yes |:| No

5  Enter the names, addresses and employer identification number (EIN) of a|| 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. Also 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 information in Part IV.

{a) Name ({b) Address {c) EIN {d) Amount paid from {e) Amount of political
filing organization’s contributions received and
funds. If none, enter -0-. promptly and directly
delivered to a separate
political organization.
if none, enter -0-.
M
(2
3
4
(5)
(6)
For Paperwork Reduction Act Notice, see the Instructions for Form 990 or 890-EZ. Cat. No. 500848 Schedule G (Form 990 or 990-EZ2) 2019
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Schedule C (Form 990 or 990-EZ) 2019

Page 2

section 501(h)).

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

A Check » [if the filing organization belongs to an affiliated group (and list in Part IV each affiliated group member’s name,
address, EIN, expenses, and share of excess lobbying expenditures).

B Check B []if the filing organization checked box A and “limited control” provisions apply.

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

(a) Filing
organization’s totals

(b) Affiliated
group totals

1a Total lobbying expenditures to influence public opinion (grassroots lobbying)

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

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

d Other exempt purpose expenditures . .

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

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

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

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

i  Subtract line 1f from line 1c. If zero or less, enter -0- .

j If there is an amount other than zero on either line 1h or I|ne 1| d|d the orgamzatlon file Form 4720

reporting section 4911 tax for this year?

Yes

|:|No

4-Year Averagmg Period Under Section 501 (h)

(Some organizations that made a section 501(h) election do not have to complete all of the five columns below.
See the separate instructions for lines 2a through 2f.)

Lobbying Expenditures During 4-Year Averaging Period

Calendar year (or fiscal year
beginning in)

(a) 2016 (b) 2017 {c) 2018

(d) 2019

(e) Total

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 (g))

f Grassroots lobbying expenditures

MEDICAL CENTER OF CENTRAL GEORGIA, INC.
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Schedule C (Form 990 or 990-EZ) 2019 Page 3

EIGMIBE]  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 1a through 1i below, provide in Part IV a detailed (@) (b)
description of the lobbying activity. Yes | No Amount

1 During the year, did the filing organization attempt to infiuence foreign, national, state, or local
legislation, including any attempt to influence public opinion on a legislative matter or |
referendum, through the use of: :
Volunteers? . .
Paid staff or management (mclude compensatlon in expenses reported on Imes 1c through 1|)
Media advertisements?

Mailings to members, legislators, or the publlc’?

Publications, or published or broadcast statements?

Grants to other organizations for lobbying purposes? .

Direct contact with legislators, their staffs, government officials, or a Ieglslatlve body’)

Rallies, demonstrations, seminars, conventions, speeches, lectures, or any similar means? .
Other activities? . . S 23,644
Total. Add lines 1¢ through 1| . b
Did the activities in line 1 cause the organlzatlon to be not descrlbed in sectlon 501(0)(3)’?

Sa 000 o
ASASASAYAYAYAYA

N

b If “Yes,” enter the amount of any tax incurred under section 4912
¢ If “Yes,” enter the amount of any tax incurred by organization managers under sectron 4912
d If the filing organization incurred a section 4912 tax, did it file Form 4720 for this year?
Complete if the organization is exempt under section 501(c)(4), section 501(c)(5), or section
501(c)(6)-
Yes | No
1 Were substantially all (30% or more) dues 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 lll-A, lines 1 and 2, are answered “No” OR (b) Part llI-A, line 3, is
answered “Yes.”

1 Dues, assessments and similar amounts from members . .. .
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(e)( )(A) notices of nondeductible section 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? .
Taxable amount of lobbying and political expendltures (see |nstruct|ons) .

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 (see instructions); and Part lI-B, line 1. Also, complete this part for any additional information.

SEE NEXT PAGE

Schedule C (Form 990 or 990-EZ) 2019
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Part IV Supplemental Information. Provide the descriptions required for Part I-A, line 1; Part |-B, line 4; Part
I-C, line 5; Part II-A (affiliated group list); Part II-A, lines 1 and 2 (see instructions); and Part II-B, line 1.

Also, complete this part for any additional information.

Return Reference - Identifier

Explanation

LINE 1 - DETAILED
DESCRIPTION OF THE
LOBBYING ACTIVITY

SCHEDULE C, PART II-B, [LOBBYING EXPENSES INCLUDE CONTRACTED INDIVIDUALS TO LOBBY ON THE ORGANIZATIONS BEHALF.

MEDICAL CENTER OF CENTRAL GEORGIA, INC.
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SCHEDULE D Supplemental Financial Statements |_oms . 1545-0047

(Form 990) » Complete if the organization answered “Yes” on Form 990, ’ 2@ 1 9
Part IV, line 6,7, 8, 9, 10, 11a, 11b, 11¢, 11d, 11e, 11f, 12a, or 12b.

Department of the Treasury » Attach to Form 990. Open to Public

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

Name of the organization Employer identification number

MEDICAL CENTER OF CENTRAL GEORGIA, INC. 58-2149128

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

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

1  Total number at end of year . . .

2  Aggregate value of contributions to (durlng year) .

3  Aggregate value of grants from (during year)

4  Aggregate value at end of year . e

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 organization’s exclusive legal control? . . . . . . ] Yes [ No

6 Did the organization inform all grantees, donors, and donor advisors in writing that grant funds can be used

only for charitable purposes and not for the benefit of the donor or donor advisor, or for any other purpose
conferring impermissible private benefit? . . . . . . . . . . . . . . . . . . . . . . [dYes [1No
I Conservation Easements.
Complete if the organization answered “Yes” on Form 990, Part IV, line 7.
1 Purpose(s) of conservation easements held by the organization (check all that apply).
1 Preservation of land for public use (for example, recreation or education)  [] Preservation of a historically important land area
[1 Protection of natural habitat {1 Preservation of a certified historic structure
] 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, = /| Held at the End of the Tax Year

a Total number of conservationeasements . . . . . . . . . . . . . . . L. 2a
b Total acreage restricted by conservation easements . . . . Coe e 2b
¢ Number of conservation easements on a certified historic structure |ncluded in (a) .. 2¢
d Number of conservation easements included in (c) acquired after 7/25/06, and not on a
historic structure listed in the National Register . . . . . . . . . . . . . . . 2d

3  Number of conservation easements modified, transferred, released, extinguished, or terminated by the organization during the
tax year
4  Number of states where property subject to conservation easement is located »

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

violations, and enforcement of the conservation easements it holds? . . . . .« . . . . .. [OYes ONo
6  Staff and volunteer hours devoted to monitoring, inspecting, handling of violations, and enforcing conservation easements during the year
|
7  Amount of expenses incurred in monitoring, inspecting, handling of violations, and enforcing conservation easements during the year
>$
8 Does each conservation easement reported on line 2(d) above satisfy the requirements of section 170(h)(4)(B)()
and section 170(hy)B)iy? . . . . . . C o . . . . .. [OYes ONo

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

ETA|Il Organizations Maintaining Collections of Art, Historical Treasures, or Other Similar Assets.
Complete if the organization answered “Yes” on Form 990, Part IV, line 8.

1a If the organization elected, as permitted under FASB ASC 958, not to report in its revenue statement and balance sheet works
of art, historical treasures, or other similar assets held for public exhibition, education, or research in furtherance of public
service, provide in Part Xlll the text of the footnote to its financial statements that describes these items.

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

(i) Revenue included on Form 990, Part Vil line1 . . . . . . . . . . . . . . . . p» §
(i) Assets included in Form 990, PartX . . . . e )

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

a Revenue included on Form 990, Part Vlll,line1 . . . . . . . . . . . . . . . . . p» §
b Assetsincludedin Form990,PartX . . . . . . . . . . . . . . 0 00 0o .. §
For Paperwork Reduction Act Notice, see the Instructions for Form 990. Cat. No. 52283D Schedule D (Form 990) 2019
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Schedule D (Form 990) 2019 Page 2
Organizations Maintaining Collections of Art, Historical Treasures, or Other Similar Assets (continued)
3 Using the organization’s acquisition, accession, and other records, check any of the following that make 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 explaln how they further the organization’s exempt purpose in Part
Xl

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?

SETRAVE  Escrow and Custodial Arrangements.
Complete if the organization answered “Yes” on Form 990, Part IV, line 9, or reported an amount on Form
990, Part X, line 21,

1a |s the organization an agent, trustee, custodian or other intermediary for contributions or other assets not

d [ Loan or exchange program
e [ Other

[ Yes [1No

included on Form 990, Part X? . [1Yes [ No
b If “Yes,” explain the arrangement in Part XIII and complete the foIIowmg table
Amount
¢ Beginningbalance . . . . . . . . . . . . L o 000 0. 1c
d Additions duringtheyear . . . . . . . . . . . . . . . . . .. 1d
e Distributions duringtheyear . . . . . . . . . . . . . . . . . . 1e
f Ending balance . . . 1f
2a Did the organization |nclude an amount on Form 990 Part X l|ne 21 for escrow or custodlal account liability? [] Yes [ No
b If “Yes,” explain the arrangement in Part Xlll. Check here if the explanation has been providedon Part Xlll . . . . ]

Endowment Funds.
Complete if the organization answered “Yes” on Form 990, Part IV, line 10.
(a) Current year (b) Prior year

{c) Two years back | {d) Three years back | {e) Four years back

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

a Board designated or quasi-endowment » %
b Permanentendowment» %
¢ Term endowment » %

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 . 3a(i)
(ii) Related organizations . e 3a(ii)

b If “Yes” on line 3afii), are the related orgamzatlons Ilsted as reqmred on Schedule R’? e e e e 3b

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

m 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 other basis | (b) Cost or other basis (¢) Accumulated {d) Book value
{investment) (other) depreaciation

1a Land 20,513,597 20,513,597

b Buildings . RN 514,668,374 262,470,454 252,197,920

¢ Leasehold improvements 2,120,053 2,005,821 114,232

d Equipment 441 587,328 393,458,501 48,128,827

e Other 96,827,817 96,827,817
Total. Add lines 1a through 1e (Column (d) must equal Form 990, Part X, column (B), line 10c.) . . > 417,782,393

MEDICAL CENTER OF CENTRAL GEORGIA, INC.
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Schedule D (Form 990) 2019 Page 3
LTIl Investments—Other Securities.
Complete if the organization answered “Yes” on Form 990, Part IV, line 11b. See Form 990, Part X, line 12.

(a) Description of security or category (b) Book value (c) Method of valuation:
{including name of security) Cost or end-of-year market value

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

A)

B)

©)

D)

€

)

@)..

(H)
Total. (Column (b) must equal Form 990, Part X, col. (B) line 12.) . »
Investments—Program Related.

Complete if the organization answered “Yes” on Form 990, Part IV, line 11¢. See Form 990, Part X, line 13.

(a) Description of investment {b) Book value {c) Method of valuation:
Cost or end-of-year market value

1)
2)
3
)
(5)
(6)
(7)
)]
9
Total. (Column (b) must equal Form 990, Part X, col. (B) line 13.)
Other Assets.
Compilete if the organization answered “Yes” on Form 990, Part IV, line 11d. See Form 990, Part X, line 15.

(a) Description ] {b) Book value
(1)
(2)
(3
(4)
(5)
(6)
(7
(8)
(9)
Total. (Column (b) must equal Form 990, Part X, col. B)line15) . . . . . . . . . . . . . . WP

Other Liabilities.
Complete if the organization answered “Yes” on Form 990, Part IV, line 11e or 11f. See Form 990, Part X,

line 25.
1. (a) Description of liability . (b) Book value
(1) Federal income taxes
(2) POST RETIREE HEALTH INSURANCE RESERVE-ST 25,237,966
(3) INTEREST RATE SWAP LIABILITY 9,473,950
(4) FIN 47 ASSET RETIREMENT OBLIGATION 1,249,332
(5
(6)
0]
(8)
)]
Total. (Column (b) must equal Form 990, Part X, col. (B)line25) . . . . . . N 35,961,248

2, Liability for uncertain tax positions. In Part XllI, provide the text of the footnote to the organlzat|on s financial statements that reports the
organization’s liability for uncertain tax positions under FASB ASC 740. Check here if the text of the footnote has been provided in Part XIli

Schedule D (Form 990) 2019
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Schedule D (Form 990) 2019

Page 4

I ®4ll 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 990, Part VIII, line 12:

1

a Net unrealized gains (losses)oninvestments . . . . . . . . . | 2a
b Donated services and use of facilites . . . . . . . . . . . | 2b
¢ Recoveriesof prioryeargrants . . . . . . . . . . . . . . |2¢c
d Other DescribeinPartXn.)y. . . . . . . . . . . . . . . |2
e Add lines 2a through 2d .

3  Subtract line 2e from line 1 .
4  Amounts included on Form 990, Part VIII Ilne 12 but not on Ilne 1
Investment expenses not included on Form 990, Part VIll, line7b . . | 4a

1Y

=3

Other DescribeinPartXit.y . . . . . . . . . . . . . . . |4

¢ Add lines 4a and 4b .
Total revenue. Add lines 3 and 4c. (T hIS must equal Form 990 Partl I/ne 12 )

4c
5

Part bUB 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 990, Part IX, line 25:
a Donated services and use of facilites . . . . . . . . . . . |2a
b Prioryearadjustments . . . . . . . . . . . . . . . . |2
¢ Otherlosses . . . e 1
d Other (Describe in Part XIII ) N 1
e Add lines 2a through 2d .

3  Subtract line 2e from line 1 .
4  Amounts included on Form 990, Part IX, Ime 25 but not on Ime 1
a Investment expenses not included on Form 990, Part VIll, line7b . . | 4a

b Other DescribeinPartXl.)y. . . . . . . . . . . . . . . |4

¢ Add lines 4a and 4b .
Total expenses. Add lines 3 and 4c (T hIS must equal Form 990 Part/ Ilne 18 )

4c

5

5
RETARLII]  Supplemental Information.

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

SEE STATEMENT
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Part Xl Supplemental Information. Provide the descriptions required for Part Ii, lines 3, 5, and 9; Part I,
lines 1a and 4; Part IV, lines 1b and 2b; Part V, line 4; Part X, line 2; Part X|, lines 2d and 4b; and Part

XIl, lines 2d and 4b. Also complete this part to provide any additional information.

Return Reference - ldentifier

Explanation

SCHEDULE D, PART X,
LINE 2 - FIN 48 (ASC 740)
FOOTNOTE

ON JANUARY 1, 2019, NAVICENT HEALTH BECAME PART OF ATRIUM HEALTH (THE CHARLOTTE-
MECKLENBURG HOSPITAL AUTHORITY). FOLLOWING ARE EXCERPTS FROM FOOTNOTE 1 OF ATRIUM
HEALTH'S AUDITED STATEMENTS FOR THE YEAR ENDED DECEMBER 31, 2019. THIS FOOTNOTE DISCUSSES
NAVICENT'S RELATIONSHIP TO ATRIUM HEALTH AND ITS INCLUSION IN THE ATRIUM HEALTH AUDITED
FINANCIAL STATEMENTS. AN ASC 740 DISCLOSURE WAS NOT CONSIDERED TO BE MATERIAL FOR
FINANCIAL STATEMENT DISCLOSURE PURPOSES; HOWEVER, THE REQUIREMENTS OF ASC 740 WERE
CONSIDERED. FOR THE COMPLETE FOOTNOTE, PLEASE SEE FOOTNOTE 1 BEGINNING ON PAGE 27 OF THE
ATTACHED AUDITED FINANCIAL STATEMENTS.

ATRIUM HEALTH IS ONE OF THE NATION'S LEADING AND MOST INNOVATIVE HEALTHCARE ORGANIZATIONS,
PROVIDING A FULL SPECTRUM OF HEALTHCARE AND WELLNESS PROGRAMS THROUGHOUT THE
SOUTHEAST REGION. ITS DIVERSE NETWORK OF CARE LOCATIONS INCLUDES ACADEMIC MEDICAL
CENTERS, HOSPITALS, FREESTANDING EMERGENCY DEPARTMENTS, PHYSICIAN PRACTICES, SURGICAL
AND REHABILITATION CENTERS, HOME HEALTH AGENCIES, NURSING HOMES AND BEHAVIORAL HEALTH
CENTERS, AS WELL AS HOSPICE AND PALLIATIVE CARE SERVICES. ATRIUM HEALTH WORKS TO ENHANCE
THE OVERALL HEALTH AND WELLBEING OF ITS COMMUNITIES THROUGH HIGH QUALITY PATIENT CARE,
EDUCATION AND RESEARCH PROGRAMS, AND NUMEROUS COLLABORATIVE PARTNERSHIPS, ATRIUM
HEALTH WAS ORGANIZED IN 1943 UNDER THE NORTH CAROLINA HOSPITAL AUTHORITIES ACT. IT IS A
PUBLIC BODY AND A BODY CORPORATE AND POLITIC AND, THEREFORE, HAS BEEN DETERMINED BY THE
INTERNAL REVENUE SERVICE TO BE EXEMPT FORM FEDERAL AND STATE INCOME TAXES. ATRIUM HEALTH
IS HEADQUARTERED IN CHARLOTTE, NORTH CAROLINA.

FOR FINANCIAL REPORTING PURPOSES, ATRIUM HEALTH IS DIVIDED INTO THE "PRIMARY ENTERPRISE",
"DISCRETE COMPONENT UNITS," AND "FIDUCIARY ACTIVITIES." THE PRIMARY ENTERPRISE CONSISTS OF
THE CHARLOTTE-MECKLENBURG HOSPITAL AUTHORITY (CMHA, D/B/A ATRIUM HEALTH) AND ALL AFFILIATES
WHOSE ASSETS AND INCOME ATRIUM HEALTH CONTROLS WITHOUT LIMITATION.

IN FEBRUARY 2018, ATRIUM HEALTH SIGNED A LETTER OF INTENT WITH NAVICENT HEALTH (NAVICENT), A
NONPROFIT CORPORATION HEADQUARTERED IN MACON, GEORGIA, TO ENTER A STRATEGIC COMBINATION
TO ENHANCE ACCESS, AFFORDABILITY, AND EQUITY OF CARE FOR INDIVIDUALS AND FAMILIES IN CENTRAL
AND SOUTHERN GEORGIA. IN DECEMBER 2018, ATRIUM HEALTH AND NAVICENT SIGNED AN AGREEMENT
AND MEMBER SUBSTITUTION (AGREEMENT), EFFECTIVE JANUARY 1, 2019, PURSUANT TO WHICH AHNH
GEORGIA, INC., ANEWLY FORMED CONTROLLED AFFILIATE OF WHICH ATRIUM HEALTH IS THE SOLE
MEMBER, BECAME THE SOLE CORPORATE MEMBER OF NAVICENT. THROUGH THIS AGREEMENT, NAVICENT
BECAME A REGIONAL HUB IN, AND AN INTEGRAL PART OF ATRIUM HEALTH. ON THE EFFECTIVE DATE OF
THE AGREEMENT, NAVICENT BECAME A COMPONENT UNIT OF ATRIUM HEALTH AND, BECAUSE A
CONTROLLED SUBSIDIARY OF ATRIUM HEALTH IS THE SOLE MEMBER OF NAVICENT, ITS FINANCIAL
INFORMATION IS BLENDED WITH THE PRIMARY ENTERPRISE AS OF AND FOR THE YEAR ENDED DECEMBER
31, 2019.
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SCHEDULE H

(Form 990) Hospitals

» Complete if the organization answered “Yes” on Form 990, Part 1V, question 20.

» Attach to Form 990.
Department of the Treasury
Internal Revenue Service

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

I OMB No. 1545-0047

2019

Open to Public

Inspection

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

58

Employer identification number

2149128

Financial Assistance and Certain Other Community Benefits at Cost

1a

b
2

Did the organization have a financial assistance policy during the tax year? If “No,” skip to question 6a .

If “Yes,” was it a written policy? .

If the organization had multiple hospital faculmes |nd|cate Wthh of the foIIowmg best descrlbes apphcatlon of
the financial assistance policy to its various hospital facilities during the tax year.

Applied uniformly to all hospital facilities [ 1 Applied uniformly to most hospital facilities
[J Generally tailored to individual hospital facilities
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.

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:
0 100% [0 150% [ 200% Other 125 %

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:

O 200% [0 250% [ 300% [1350% [ 400% Other 270 %

If 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 free or
discounted care.

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”?
Did the organization budget amounts for free or discounted care provided under its financial aSS|stance pollcy dunng the tax year’?

b If “Yes,” did the organization’s financial assistance expenses 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? .

Complete the following table using the worksheets provided in the Schedule H |nstruct|ons Do not submit

these worksheets with the Schedule H.

7  Financial Assistance and Certain Other Community Benefits at Cost

Financial Assistance and {a) Number of (b) Persgns (c)bTota;I community | (d) Direct offsetting ((-2 Netf community () Fercei'nt
. activities or serve enefit expense revenue enefit expense of total
Means-Tested Government Programs programs (optional)| _ (optional) P expense

a Financial Assistance at cost (from

Worksheet 1) L. 31,006,468 0 31,006,468 4.03
b Medicaid (from Worksheet 3, column a) 123,544,356 110,577,956 12,966,400 1.68
G Costs of other means-tested

government programs (from

Worksheet 3, columnb) . . . . 0 0 0 0.00
d Total. Financial Assistance and

Means-Tested Government Programs| 0 0 154,550,824 110,577,956 43,972,868 5.71

Other Benefits

€ Community health improvement

services and community benefit

operations (from Worksheet 4) . 162,604 1,289 161,315 0.02
f Health professions education

(from Worksheet 5) 27,580,181 12,849,474 14,730,707 1.91
d Subsidized health services (from

Worksheet®) . . . . . . 0 0 0 0.00
h Research (from Worksheet 7) . 0 0 0 0.00
i Cash and in-kind contributions

for community benefit {from

Worksheet8) . . . . . . 0 0 0 0.00
i Total. Other Benefits . . . . 0 0 27,742,785 12,850,763 14,892,022 1.93
k Total. Add lines7dand7j . . 0 0 182,293,609 123,428,719 58,864,890 7.64

For Paperwork Reduction Act Notice, see the Instructions for Form 990. Cat. No. 50192T Schedule H (Form 990) 2019
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Schedule H (Form 990) 2019 Page 2

I  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.

(a) Number of | (b) Persons | (c) Total community | (d) Direct offsetting (e) Net community (f) Percent of
activities or served building expense revenue building expense total expense
programs (optional)
(optional)
1 Physical improvements and housing 0 0.00
2  Economic development 0 0.00
3  Community support 0 0.00
4  Environmental improvements 0 0.00
5  Leadership development and training
for community members 0 0.00
6  Coalition building 0 0.00
7  Gommunity health improvement advocacy 0 0.00
8  Workforce development 0 0.00
9  Other 0 0.00
10  Total 0 0 0 0 0 0.00
Bad Debt, Medicare, & Collection Practices
Section A, Bad Debt Expense Yes| No
1 Did the organization report bad debt expense in accordance with Healthcare Financial Management Association Statement No. 157 v
2 Enter the amount of the organization’s bad debt expense. Explain in Part VI the

methodology used by the organization to estimate thisamount . . . . . . . . . [2 51,511,02

3 Enter the estimated amount of the organization’s bad debt expense attributable to
patients eligible under the organization’s financial assistance policy. Explain in Part VI the
methodology used by the organization to estimate this amount and the rationale, if any,
for including this portion of bad debt as community benefit. . . . . 3

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

Section B. Medicare

5  Enter total revenue received from Medicare (includngDSHandIME) . . . . . . . |5 165,110,147
6 Enter Medicare allowable costs of care relating to paymentsonlines . . . . . . . |6 160,958,586
7  Subtract line 6 from line 5. This is the surplus {or shortfal) . . . . . . 7 4,151,561 [§
8 Describe in Part VI the extent to which any shortfall reported on line 7 should be treated as community

benefit. Also describe in Part VI the costing methodology or source used to determine the amount reported
on line 6. Check the box that describes the method used:

[0 Cost accounting system Cost to charge ratio [] Other
Section C. Collection Practices
9a Did the organization have a written debt collection policy during the tax year? . . . 9a | v
b |If “Yes,” did the organization’s collection policy that applied to the largest number of its patients during the tax year contam prowsmns
on the collection practices to be followed for patients who are known to qualify for financial assistance? Describe in Part Vi . . . 9 | v
Management Companies and Joint Ventures (owned 10% or more by officers, directors, trustees, key employees, and physicians—see instructions)
(a) Name of entity {b} Description of primary (¢) Organization’s |{d) Officers, directors, {e) Physicians’
activity of entity profit % or stock trustees, or key profit % or stock
ownership % employees’ profit % ownership %
or stock ownership %
1 CENTRAL GEORGIA PET, LLC |[IMAGING 66.67 33.33
2 CENTRAL GEORGIA HEALTH NETWORK LLC |PHO 29.00 71.00
3
4
5
6
7
8
9
10
11
12
13

Schedule H (Form 990) 2019
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Schedule H (Form 990) 2019 Page 3
PartV Facility Information

Section A. Hospital Facilities = o Q § Q = m m
o =3 = = oW 1
(list in order of size, from largest to smallest—see instructions) z | 3 | 2| 8| 8 R | g
a jand 3 a N =3 =3 [}
How many hospital facilities did the organization operate during g g % g g g §
the tax year? 1 S|l 8|8|E|2)|&
o oo s D 2
Name, address, primary website address, and state license number é’ % Facility
{and if a group return, the name and EIN of the subordinate hospital g reporting
organization that operates the hospital facility) Other (describe) grop
1 MEDICAL CENTER OF CENTRAL GA, INC.
777 HEMLOCK STREET, MACON, GA 31201
WWW.NAVICENTHEALTH.ORG STATE LICENSE NO. : vV v v vViv
011-104
2
3
4
5
6
7
8
9
10

Schedule H {(Form 990) 2019
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Schedule H (Form 990) 2019 Page 4
Facility Information (continued)

Section B. Facility Policies and Practices

(complete a separate Section B for each of the hospital facilities or facility reporting groups listed in Part V, Section A)

Name of hospital facility or letter of facility reporting group 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
Yes | No
Community Health Needs Assessment |
1 Was the hospital facility first licensed, registered, or similarly recognized by a state as a hospital facility in the
current tax year or the immediately preceding tax year?. . . . . .. 1 v
2 Was the hospital facility acquired or placed into service as a tax- exempt hosprtal in the current tax year or
the immediately preceding tax year? If “Yes,” provide details of the acquisition in SectionC. . . . . 2 v
8  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 apply):

a A definition of the community served by the hospital facility

b Demographics of the community

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

d How data was obtained

e The significant health needs of the community

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

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

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

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

facility’s prior CHNA(s)
i [ Other (describe in Section C)
4 |ndicate 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 C how the hospital facility took into account input from
persons who represent the community, and identify the persons the hospital facility consulted . . . . . . 5 | v

6a Was the hospital facility’s CHNA conducted with one or more other hospital facilities? If “Yes,” list the other
hospital facilities in SectionGC . . . . . . . . 6a | v
b Was the hospital facility’s CHNA conducted W|th one or more orgamzatlons other than hospital facrhtles’) If “Yes
list the other organizations in Section C
7 Did the hospital facility make its CHNA report wrdely avallable to the pubhc’?
If “Yes,” indicate how the CHNA report was made widely available {check all that apply)
a [4 Hospital facility’s website (list url): WWW.NAVICENTHEALTH.ORG/OUR-ANNUAL-REPORTS.HTML
b [ Other website (ist url):
c Made a paper copy available for public inspection without charge at the hospital facility
d 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 CHNA? If “No,” skipto line11 . . . . . . . . . . 8
9 Indicate the iax year the hospital facility last adopted an implementation strategy: 20 18
10 Is the hospital facility’s most recently adopted implementation strategy posted on a website? . . . . . 10§ v
a If “Yes,” (list url); WWW.NAVICENTHEALTH.ORG/OUR-ANNUAL-REPORTS.HTML

b If “No,” is the hospital facility’s most recently adopted implementation strategy attached to this return? . . 10b
11 Describe in Section C how the hospital facility is addressing the significant needs identified in its most o
recently conducted GHNA 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(H3)? . . . . . e 12a v
b If “Yes” to line 12a, did the organization file Form 4720 to report the sectlon 4959 excise tax'? e 12b
¢ If “Yes” to line 12b, what is the total amount of section 4959 excise tax the organization reported on Form
4720 for all of its hospital facilities? $
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Schedule H (Form 990) 2019

Page 5

Facility Information (continued)

Financial Assistance Policy (FAP)

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

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 5 %
and FPG family income limit for eligibility for discounted careof 2 7 0 9 -

o
=

Income level other than FPG (describe in Section C)

Asset level

Medical indigency

Insurance status

Underinsurance status

Residency

Other (describe in Section C)

14  Explained the basis for calculating amounts charged to patients?

15  Explained the method for applying for financial assistance?
If “Yes,” indicate how the hospital facility’s FAP or FAP appllcat|on form (mcludlng 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

Sa +~eo a0 T
OOodnnon

b Described the supporting documentation the hospital facility may require an individual to submit as part
of his or her application
c 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 community 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 The FAP application form was available upon request and without charge (in public locations in the
hospital facility and by mail)

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 reasonably 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 [Y]1 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
j [l Other(describe in Section C)
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Schedule H (Form 990) 2019 Page 6

Facility Information (continued)
Billing and Collections

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

17

18

=2

OO0 OO0

(]

19

20

[ 2« F » B =
O0OEX

f

Yes | No
Did the hospital facility have in place during the tax year a separate billing and collections policy, or a written
financial assistance policy (FAP) that explained all of the actions the hospital facility or other authorized party
may take upon honpayment? . . . . . . . . . L . . L0 o o0l e e e e 17 | v

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:

Reporting to credit agency(ies)

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

Actions that require a legal or judicial process

Other similar actions (describe in Section C)

None of these actions or other similar actions were permitted

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:

[0 Reporting to credit agencyfies)

[1 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

[] Actions that require a legal or judicial process

[T1 Other similar actions (describe in Section C) = =

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

not checked) in line 19 {(check all that apply):

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

FAP at least 30 days before initiating those ECAs (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 C)

Processed incomplete and complete FAP applications (if not, describe in Section C)

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

Other (describe in Section C)

None of these efforts were made

=

Policy Relating to Emergency Medical Care

21

T
O Ooo

Did the hospital facility have in place during the tax year a written policy relating to emergency medical care
that required the hospital facility to provide, without discrimination, care for emergency medical conditions to
individuals regardless of their eligibility under the hospital facility’s financial assistance policy? . . . . 2 | Vv
If “No,” indicate why:

The hospital facility did not provide care for any emergency medical conditions

The hospital facility’s policy was not in writing

The hospital facility limited who was eligible to receive care for emergency medical conditions (describe
in Section C)

Other (describe in Section C)
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Schedule H (Form 990) 2019 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.

29  |ndicate how the hospital facility determined, during the tax year, the maximum amounts that can be charged
to FAP-eligible individuals for emergency or other medically necessary care.
a [ The hospital facility used a look-back method based on claims allowed by Medicare fee-for-service
during a prior 12-month 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
¢ [l The hospital facility used a look-back method based on claims allowed by Medicaid, either alone or in
combination with Medicare fee-for-service and all private health insurers that pay claims to the hospital
facility during a prior 12-month period
d [ 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? C e e e e e e e e
If “Yes,” explain in Section C.
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Part V, Section C Supplemental Information. Section 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, 15¢, 16j, 18e, 19e,
20a, 20b, 20c, 20d, 20e, 21c, 21d, 23, and 24. If applicable, provide separate descriptions for each
hospital facility in a facility reporting group, designated by facility reporting group letter and hospital
;aci:ity line number from Part V, Section A (“A, 1,” “A, 4,"“B, 2," "B, 3," etc.) and name of hospital
acility.

Return Reference - Identifier

Explanation

SCHEDULE H, PART V,
SECTION B, LINE 3E - THE
SIGNIFICANT HEALTH
NEEDS OF THE
COMMUNITY

DURING 2018, NAVICENT HEALTH CONVENED A GROUP OF COMMUNITY STAKEHOLDERS (REPRESENTING A
CROSS-SECTION OF COMMUNITY-BASED AGENCIES AND ORGANIZATIONS) TO EVALUATE, DISCUSS AND
PRIORITIZE HEALTH ISSUES FOR COMMUNITY, BASED ON FINDINGS OF THIS COMMUNITY HEALTH NEEDS
ASSESSMENT (CHNA). PROFESSIONAL RESEARCH CONSULTANTS, INC. (PRC) BEGAN THE MEETING WITH A
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 TO 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 OPPORTUNITY. FINALLY, PARTICIPANTS
WERE PROVIDED AN OVERVIEW OF THE PRIORITIZATION EXERCISE THAT FOLLOWED.

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
PEOPLE 2020 TARGETS?

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

RATINGS WERE ENTERED ON A SCALE OF 1 (NOT VERY PREVALENT AT ALL, WITH ONLY MINIMAL HEALTH
CONSEQUENCES) TO 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 INFLUENCE, ETC. RATINGS WERE ENTERED ON A SCALE OF 1 (NO ABILITY TO
IMPACT) TO 10 (GREAT ABILITY TO 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

. 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. TOBACCO USE

14. DEMENTIAS, INCLUDING ALZHEIMER'S DISEASE

15. KIDNEY DISEASE

16. POTENTIALLY DISABLING CONDITIONS

CENSaRLPS

SCHEDULE H, PART V,
SECTION B, LINE 5 - INPUT
FROM PERSONS WHO
REPRESENT BROAD
INTERESTS OF
COMMUNITY SERVED

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

DESCRIPTION:

A COMMUNITY NEEDS ASSESSMENT WAS PERFORMED IN 2018 ON BEHALF OF THE MEDICAL CENTER OF
CENTRAL 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 IS 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),
AS WELL 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 201 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 SO AS TO APPROPRIATELY REPRESENT THE TOTAL AREA AS A WHOLE. 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 CONTROL 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 - ldentifier

Explanation

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

FACILITY NAME:
CENTRAL GEORGIA REHABILITATION HOSPITAL, LLC

DESCRIPTION:

A FREE STANDING SPECIALTY HOSPITAL WITH 58-LICENSED BEDS, CENTRAL GEORGIA REHABILITATION
HOSPITAL PROVIDES COMPREHENSIVE PHYSICAL REHABILITATION SERVICES ON AN INPATIENT AND
OUTPATIENT BASIS.

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

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

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

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

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

DESCRIPTION:

THERE WAS A WIDE RANGE OF PRIORITY HEALTH ISSUES IDENTIFIED FROM THE CHNA AND THE
CHALLENGE IN 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 PRIORITIES. THE HOSPITAL WILL CONTINUE TO FOCUS ON DEVELOPING, SUPPORTING
AND COLLABORATING ON STRATEGIES AND INITIATIVES TO 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 CENTRAL 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
IMPROVEMENT EFFORTS IN THE COMING YEARS. THE IMPLEMENTATION STRATEGIES REPORT IS POSTED
ON THE ORGANIZATION'S WEBSITE.

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

WWW.NAVICENTHEALTH.ORG/FOR-PATIENTS-AND-VISITORS/FINANCIAL-AID-INFORMATION.HTML

SCHEDULE H, PART V,
SECTION B, LINE 16B -
FAP APPLICATION FORM
WEBSITE

WWW.NAVICENTHEALTH.ORG/FOR-PATIENTS-AND-VISITORS/FINANCIAL-AID-INFORMATION.HTML

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

WWW.NAVICENTHEALTH.ORG/FOR-PATIENTS-AND-VISITORS/FINANCIAL-AID-INFORMATION.HTML

MEDICAL CENTER OF CENTRAL GEORGIA, INC.
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Schedule H (Form 990) 2019 ) Page 9

Facility Information (continued)
Section D. Other Health Care Facilities That Are Not Licensed, Registered, or Similarly Recognized as a Hospital Facility
(list in order of size, from largest to smallest)

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

Name and address Type of Facility (describe)
1PINE POINTE HOSPICE & PALLIATIVE CARE OSPICE
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 3¢, 6a, and 7; Part Il; Part Ill, lines 2, 3, 4, 8 and 9b.

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

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

4 Community information. Describe the community the organization serves, taking into account the geographic area and demographic
constituents it serves. -
Promotion of community health. Provide any other information important to describing how the organization's hospital facilities or other

5 health care facilities further its exempt purpose by promoting the health of the community (e.g., open medical staff, community board, use of
surplus funds, etc.).

6 Affiliated health care system. If the organization is part of an affiliated health care system, describe the respective roles of the
organization and its affiliates in promating the health of the communities served.

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

community benefit report.

Return Reference - Identifier

Explanation

SCHEDULE H, PART |,
LINE 6A - 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 DATA REPORTED IN PART 1, LINE 7 IS REPORTED AS INSTRUCTED BY THE CATHOLIC HEALTH
ASSOCIATION'S "A GUIDE FOR PLANNING AND REPORTING COMMUNITY BENEFITS, 2008", THE COSTS WERE
CALCULATED USING THE RATIO OF COSTS TO CHARGES USING WORKSHEET 2 IN THE INSTRUCTIONS TO
FORM 990 SCHEDULE H.

SCHEDULE H, PART 1l],
LINE 2 - METHODOLOGY
USED TO ESTIMATE BAD
DEBT

PATIENT CHARGES WRITTEN OFF TO BAD DEBT REPRESENT THE AMOUNT OF CHARGES CONSIDERED
UNCOLLECTIBLE AFTER REASONABLE ATTEMPTS TO COLLECT HAVE BEEN MADE FOR THAT PORTION OF A
PATIENT'S BILL THAT ARE NOT OTHERWISE PAID BY THIRD-PARTY INSURANCE, GOVERNMENT PROGRAMS,
PATIENT PAYMENTS OR THAT DO NOT QUALIFY FOR WRITEOFF UNDER THE HOSPITAL'S FINANCIAL
ASSISTANCE POLICY.

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

ATRIUM HEALTH ISSUES CONSOLIDATED FINANGIAL STATEMENTS IN ACCORDANCE WITH GENERALLY
ACCEPTED ACCOUNTING PRINCIPLES AS PRESCRIBED BY THE GOVERNMENTAL ACCOUNTING STANDARDS
BOARD. THERE IS NO COMPREHENSIVE FOOTNOTE THAT ADDRESSES BAD DEBT EXPENSE. NET PATIENT
ACCOUNT RECEIVABLES ARE IN FOOTNOTE 1(F) ON PAGE 26, FINANCIAL ASSISTANCE AND COMMUNITY
BENEFIT COSTS ARE DISCUSSED IN FOOTNOTE 1(R) ON PAGE 29, AND THE USE OF ESTIMATES (WHICH
INCLUDES THE USE OF ESTIMATES RELATED TO THE VALUATION OF ACCOUNTS RECEIVABLE, INCLUDING
CONTRACTUAL ALLOWANCES AND PROVISIONS FOR BAD DEBTS) IS DISCUSSED IN FOOTNOTE 1(T) ON
PAGE 30 OF THE AUDITED FINANCIAL ON STATEMENTS FOR THE CALENDAR YEAR ENDED DECEMBER 31,
2019.

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

THE COSTING METHODOLOGY USES THE ESTIMATED COSTS INCLUDED IN THE COST REPORT WHICH ARE
CALCULATED USING A DEPARTMENTAL SPECIFIC COST TO CHARGE RATIO AS COMPARED TO ACTUAL
MEDICARE PAYMENTS. THE COSTS ARE ESTIMATED BECAUSE THE COST REPORT WAS FILED ON A 12
MONTH PERIOD ENDING 9/30/2019 AND A 3 MONTH PERIOD ENDING 12/31/2019.

SCHEDULE H, PART lIl,
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 FINANCIAL ASSISTANCE POLICY PRIOR TO DISCHARGE.
AVAILABILITY OF FINANCIAL ASSISTANGE IS ALSO NOTED WIiTH CONSPICUQUS SIGNAGE THROUGHOUT THE
HOSPITAL AND ON THE HOSPITAL'S WEBSITE. EACH BILLING STATEMENT CONTAINS A CONSPICUOUS
NOTICE THAT FINANCIAL ASSISTANCE IS AVAILABLE TO INDIVIDUALS THAT QUALIFY. ONCE A PATIENT IS
DETERMINED TO QUALIFY FOR FINANCIAL ASSISTANCE, IT IS NOTED IN THE PATIENT'S FINANCIAL RECORD
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 IF THE
ACCOUNTS SHOULD BE TURNED OVER TO OUTSIDE COLLECTIONS. IF A PATIENT ACCOUNT TURNED OVER
TO COLLECTIONS IS LATER DETERMINED TO QUALIFY AS FINANCIAL ASSISTANCE, THE ACCOUNT IS
BROUGHT 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 GEORGIA (MCCG) BY PROFESSIONAL RESEARCH 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 SOURCES

g\lé%UDING MEDICAL STAFF MEMBERS AND COMMUNITY LEADERS AS PART OF ITS STRATEGIC PLANNING
CESS.

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 CONTACT 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 FINANCIAL 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 GEORGIA REGION.

MEDICAL CENTER OF CENTRAL GEORGIA, INC.
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Return Reference - ldentifier

Explanation

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

THE ORGANIZATION 1S 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 IS OPEN TO ALL QUALIFIED PHYSICIAN APPLICANTS.
ANY SURPLUS FUNDS ARE REINVESTED IN THE ORGANIZATION AND USED FOR PROGRAM SERVICES. AN
EMERGENCY ROOM OPEN 24/7/365 IS AVAILABLE TO THE COMMUNITY.

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

THE ORGANIZATION 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 GEORGIA, INC. IS A 637-BED GENERAL SHORT-TERM
ACUTE CARE HOSPITAL FACILITY THAT IS DESIGNATED AS A LLEVEL 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.

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

GA
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SCHEDULEI Grants and Other Assistance to Organizations, | omB No. 1545-0047

(Form 990) Governments, and Individuals in the United States 2 @ 1 9
Complete if the organization answered “Yes” on Form 990, Part IV, line 21 or 22. .

Department of the Treasury . » Attach to Form 990. . . Open to P ublic

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

Narme of the organization Employer identification number

MEDICAL CENTER OF CENTRAL GEORGIA, INC. 58-2149128

m 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 or assistance, and
the selection criteria used to award the grants or assistance? . . e e e e Yes [INo
2 Descrlbe in Part IV the organization’s procedures for monitoring the use of grant funds in the Unlted 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 {c) IRC section (d) Amount of cash (e) Amount of non- ggo"gsﬂ?:tﬁv(?favahrl:itsio? (g) Description of (h} Purpose of grant
or government (if applicable) grant cash assistance ’ oth'er)pp o noncash assistance or assistance
(1) NAVICENT HEALTH, INC.
777 HEMLOCK, MACON, GA 31201 58-2149127 501(C)(3) 45,598,841 FINANCIAL SUPPORT
(2) HEALTH SERVICES CENTRAL GEORGIA, INC.
777 HEMLOCK, MACON, GA 31201 58-2307485 501(C)(3) 14,518,369 FINANCIAL SUPPORT
)
4)
&)
(6)
(7
®)
)
(10)
(11)
(12)
2  Enter total number of section 501(c)(3) and government organizations listed in thelineftable . . . . . . . . . . . . . . . . . .p» 2
3  Enter total number of other organizations listed in the line 1 table R . . > 0
For Paperwork Reduction Act Notice, see the Instructions for Form 920. Cat. No. 50055P Schedule | (Form 990) (2018)
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Schedule | (Form 990) (2019) Page 2
CEGIIl  Grants and Other Assistance to Domestic Individuals. Complete if the organization answered “Yes” on Form 990, Part IV, line 22.
Part 11l can be duplicated if additional space is needed.
{a) Type of grant or assistance (b) Number of {c) Amount of {d) Amount of (e) Method of valuation (book, (f) Description of noncash assistance

recipients

cash grant

noncash assistance

FMV, appraisal, other)

6

7

:ET14\4 Supplemental Information. Provide the information required in Part |, line 2; Part lll, column (b); and any other additional information.

(SEE STATEMENT)
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Part IV Supplemental Information. Provide the information required in Part |, fine 2, Part lll, column (b), and

any other additional information.

Return Reference - Identifier Explanation

SCHEDULE |, PART |, LINE |MCCG REQUIRES ALL ORGANIZATIONS THAT RECEIVE FUNDS TO PRESENT PROOF OF THEIR NON PROFIT
2 - PROCEDURES FOR STATUS. ALL GRANTS PROVIDED DURING THE FISCAL YEAR WERE MADE TO PROVIDE FINANCIAL SUPPORT
glgklll\lTOIBLIJ'l\\ll%gSE OF TO RELATED TAX-EXEMPT ORGANIZATIONS.

T .
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SCHEDULE J

| OMB No. 1545-0047

Compensation Information
For certain Officers, Directors, Trustees, Key Employees, and Highest
Compensated Employees
» Complete if the organization answered “Yes” on Form 990, Part IV, line 23.
» Attach to Form 990.
» Go to www.irs.gov/Form990 for instructions and the latest information.

(Form 990)

Department of the Treasury
Internal Revenue Service

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

2019

Open to Public

Inspection
Employer identification number

58-2149128

m Questions Regarding Compensation

1a Check the appropriate box(es) if the organization provided any of the following to or for a person listed on Form
990, Part Vil, Section A, line 1a. Complete Part lll to provide any relevant information regarding these items.

[ First-class or charter travel

[] Travel for companions

[] Tax indemnification and gross-up payments

[ Discretionary spending account

[1 Housing allowance or residence for personal use
[_] Paymenits for business use of personal residence
[ ] Health or social club dues or initiation fees

[] Personal services (such as maid, chauffeur, chef)

b If any of the boxes on line 1a are checked, did the organization follow a written policy regarding payment
or reimbursement or provision of all of the expenses described above? If “No,” complete Part Il to
explain . e e e

2 Did the organization require substantiation prior to reimbursing or allowing expenses incurred by all
directors, trustees, and officers, including the CEO/Executive Director, regarding the items checked on line
1a? .

3 Indicate which, if any, of the following the organization used to establish the compensation of the
organization’s CEO/Executive Director. Check all that apply. Do not check any boxes for methods used by a
related organization to establish compensation of the CEQ/Executive Director, but explain in Part 1ll.

[[J Compensation committee
[] Independent compensation consultant
[J Form 990 of other organizations

1 Written employment contract
1 Compensation survey or study
[] Approval by the board or compensation committee

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, or receive payment from, a supplemental nonqualified retlrement pIan”
¢ Participate 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 990, Part VI, Section A, line 1a, did the organization pay or accrue
compensation contingent on the revenues of:

any

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 The organization?
b Any related organization? .
If “Yes” on line 6a or 6b, describe in Part III

7  For persons listed on Form 990, Part VII, Section A, line 1a, did the organization provide any nonfixed
payments not described on lines 5 and 67? If “Yes,” describe in Part ill .

8  Were any amounts reported on Form 990, Part VI, paid or accrued pursuant to a contract that was subject
to the initial contract exception described in Regulations section 53.4958-4(a}(3)? If “Yes,” describe
in Part Il

9 If “Yes” on line 8, did the organization also follow the rebuttable presumption procedure described in
Regulations section 53.4958-6(c)?

For Paperwork Reduction Act Notice, see the Instructions for Form 990. Cat. No. 50053T
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Schedule J (Form 990) 2019
Part Il 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 Schedule J, report compensation from the organization on row (i) and from related organizations, described in the
instructions, on row (ii). Do not list any individuals that aren’t listed on Form 890, Part VII.

Note: The sum of columns (B)(i)=(iii) for each listed individual must equal the total amount of Form 890, Part VII, Section A, line 1a, applicable column (D) and (E) amounts for that individual.

Page 2

(B) Breakdown of W-2 and/or 1099-MISC compensation ) .
(C) Retirement and (D) Nontaxable (E) Total of columns {F) Compensation
(A) Name and Title () Base (i) Bonus & incentive (iii) Other other deferred benefits (B)i~(D) in column (B) reported
compensation compensation reportable compensation as deferred on prior
compensation Form 990
CAROL LOVIN (i) 0 0 0 0 0 0 0
1BOARD MEMBER (ii) 577,219 699,540 263,295 404,686 16,938 1,961,678 0
KENNETH B BANKS (i) 0 0 0 0 0 0 0
2SECRETARY (i7) 554,829 0 50,456 148,395 29,041 782,821 0
NINFA M SAUNDERS 0] 0 0 0 0 0 0 0
3PRESIDENT/CEO (ii) 1,282,159 2,699,000 1,249,348 358,803 37,480 5,626,789 0
ROBERT C WILDE 0] 0 0 0 0 0 0 0
4TREASURER {ii) 441,990 0 824 11,077 30,869 484,760 0
DAWN C COLE (0] 237,699 0 24,493 6,625 20,833 289,650 0
ADMINISTRATIVE HOUSE SUPERVISOR FLEX (i) 0 0 0 0 0 0 0
TRACEY A BLALOCK @ 328,091 0 19,995 27,755 28,102 403,944 0
6CHIEF NURSING EXECUTIVE (ii) 0 0 0 0 0 0 0
DEBRA D RILEY (i 213,312 0 911 5,266 11,961 231,451 0
7AVP NURSING (ii) 0 0 0 0 0 0 0
ELIZABETH A MANN (i) 261,942 0 10,751 7,215 20,737 300,644 0
8\5/'?'F;§'|"AE%2{IOVASCULAR SERVICES AND NURSING (il) 0 0 O 0 0 0 0
PATRICE C WALKER 0] 360,204 0 341 53,397 27,896 441,838 0
9CHIEF MEDICAL OFFICER ii) 0 0 0 0 0 0 0
SUSAN W HARRIS (i) 448,012 0 23,866 59,974 15,941 547,793 0
40CO0 MEDICAL CENTER NAVICENT HEALTH | (i) 0 0 0 0 0 0 0
MARK E LOVELL (i) 234,458 0 1,683 6,198 28,549 270,888 0
11CHIEF FINANCIAL OFFICER (i) 0 0 0 0 0 0 0
MICHAEL G HAJWORONSKY (M 210,004 0 9,454 5,499 13,584 238,541 0
12VP CLINICAL SUPPORT SERVICES (ii) 0 0 0 0 0 0 0
VALERIE L HARRIS (0] 222,922 0 6,590 5,551 9,990 245,053 0
13CLINICAL NURSE LEAD (iD) 0 0 0 0 0 0 0
DONALD E SMITH 0] 188,384 0 12,251 3,972 28,795 233,402 0
14AVP NURSING (i) 0 0 0 0 0 0 0
A.KARIM JABR (i) 195,708 0 6,729 5,159 24,053 231,649 0
15PERFUSIONIST MANAGER (ii) 0 0 0 0 0 0 0
JACQUELINE E WHITE (i) 203,108 0 18,680 4,607 15,664 242,060 0
16AVP PHARMACY (ii) 0 0 0 0 0 0 0
Schedule J (Form 990) 2019
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Part Il

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

Return Reference - ldentifier

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 CEO 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 PHILOSOPHY WHICH TARGETS THE 75TH PERCENTILE OF TOTAL COMPENSATION FOR
OUR LEADERSHIP TEAM. THE PEER GROUP USED IS NATIONAL HOSPITALS AND HEALTH SYSTEMS OF
SIMILAR SIZE AND SCOPE. OUR HUMAN RESOURCES DEPARTMENT SURVEYS THOSE EMPLOYED OUTSIDE
OF 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 ARESULT 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 LEGAL ADVISERS,
ADOPTED A RESOLUTION TO MAKE PAYMENTS TO THE RETIRED PARTICIPANTS IN THE SEBP. IN
CONSIDERATION FOR THE RECEIPT OF SUCH PAYMENT, THE RETIRED EXECUTIVES SURRENDERED
SUBSTANTIALLY ALL RIGHTS AND BENEFITS (OTHER THAN A SMALL DEATH BENEFIT) UNDER THE SEBP TO
THE ORGANIZATION. SUBSEQUENTLY, A SIMILAR DECISION WAS MADE DURING FISCAL YEAR ENDED
SEPTEMBER 30, 2011 FOR THE REMAINING (EMPLOYED) PARTICIPANTS WITH ANY PAYMENTS TO BE MADE
DEPENDENT ON THE INDIVIDUAL CONTINUING TO PROVIDE SUBSTANTIAL SERVICES TO A SPECIFIED
FUTURE DATE.

IN ADDITION, MCCG AND ITS AFFILIATED ORGANIZATIONS ADOPTED A SERP PROGRAM FOR CERTAIN
EXECUTIVES EFFECTIVE FOR SERVICES RENDERED ON OR AFTER JANUARY 1, 2010. THIS PROGRAM
PROVIDES FOR ANNUAL ACCOUNT VESTING IF THE PARTICIPANT IS 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 111,854

ELBERT MCQUEEN $62,714

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 TO 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 TO VESTING AT THE END OF THE THIRD PLAN YEAR AFTER
THE ACCOUNT WAS CREATED OR AGE 65 IF EARLIER, AND IS SUBJECT TO FORFEITURE IF THE EXECUTIVE
VOLUNTARILY SEPARATES FROM SERVICE. DURING THE YEAR THE FOLLOWING BENEFITS ACCRUED
UNDER THIS PLAN:

KEN BANKS $16,469

ELBERT MCQUEEN $25,341

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

NINFA SAUNDERS $218,740

SUSAN HARRIS $49,330

TRACEY BLALOCK $19,107

PATRICE WALKER $45,900

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

THIS PROGRAM IS ADMINISTERED BY THE CEO 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

MEDICAL CENTER OF CENTRAL GEORGIA, INC.
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(Sl:‘z':n'fgg(')-)'s K Supplemental Information on Tax-Exempt Bonds

» Complete if the organization answered “Yes” on Form 990, Part IV, line 24a. Provide descriptions,
explanations, and any additional information in Part VI.

| omB No. 1545-0047

Department of the Treasury > Attach to Form 990. Open to Public
Internal Revenue Service » Gio to www.irs.gov/Form990 for instructions and the latest information. Inspection
Name of the organization Employer identification number
MEDICAL CENTER OF CENTRAL GEORGIA, INC. 58-2149128
Part | Bond Issues
(a) Issuer name (b) Issuer EIN (c) CUSIP # | (d) Date issued (e) Issue price (f) Description of purpose (0) Defeased bgga%% § %Zﬁgﬁg
issuer
MACON-BIBB COUNTY HOSPITAL 58-1034851 | NONENONEN | 12/18/2019 190,821,789 | REFUND BONDS SERIES 2017 Yes| No [Yes| No |Yes| No
A AUTHORITY ” ; ;
B
C
D
Partll Proceeds
A B C D
1 Amount of bonds retired . e e e
2 Amount of bonds legally defeased . . . . . . . . . . . . . . 0
3 Totalproceedsofissue . . . . . . . . . . . . . . . . .. 190,821,789
4  Gross proceeds in reserve funds 0
5 Capitalized interest from proceeds 0
6 Proceeds in refunding escrows . 0
7 lIssuance costs from proceeds . 0
8 Credit enhancement from proceeds 0
9  Working capital expenditures from proceeds 0
10 Capital expenditures from proceeds . e e e e e e 0
11 Otherspentproceeds . . . . . . . . . . . . . . . . . . . 190,821,789
12 Otherunspentproceeds . . . . . . . . . . . . . . . . . . 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 support the
final allocation of proceeds? .o
For Paperwork Reduction Act Notice, see the Instructions for Form 990. Cat. No. 50193E Schedule K (Form 990) 2019
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Schedule K (Form 920) 2019 Page 2
Part Il Private Business Use

A B C D
1  Was the organization a partner in a partnership, or a member of an LLC, Yes No Yes No Yes No Yes No
which owned property financed by tax-exempt bonds? . . . . . v
2  Are there any lease arrangements that may result in private busmess use of
bond-financed property? . . . . . e e e e e e v
3a Are there any management or service contracts that may result in private
business use of bond-financed property? v
b If “Yes” to line 3a, does the organization routinely engage bond counsel or other out5|de
counsel to review any management or service contracts relating to the financed property? v
¢ Are there any research agreements that may result in private business use of
bond-financed property? . ; v
d If “Yes” to line 3¢, does the organization routmely engage bond counsel or other
outside counsel to review any research agreesments relating to the financed property? v
4  Enter the percentage of financed property used in a private business use by entities
other than a section 501(c)(3) organization or a state or local government . . . » 0.00 o4 % % %
5 Enter the percentage of financed property used in a private business use as a
result of unrelated trade or business activity carried on by your organization,
another section 501(c)(3) organization, or a state or local government . . . » 0.00 o % % %
6 Totaloflines4and5 . . . . e e e 0.00 94 % % %
7 Does the bond issue meet the pnvate securlty or payment test7 ..
8a Has there been a sale or disposition of any of the bond-financed property to a v

nongovernmental person other than a 501(c)(3) organization since the bonds were issued?

b If “Yes” to line 8a, enter the percentage of bond-financed property sold or
disposedof . . . . . % 9% % %
c If “Yes” to line 8a, was any remedlal action taken pursuant to Regulatlons

sections 1.141-12 and 1.145-27 e e e e

9 Has the organization established written procedures to ensure that all
nongqualified bonds of the issue are remediated in accordance with the v
requirements under Regulations sections 1.141-12 and 1.145-27

(1ed\"A Arbitrage

A B C D
1 Has the issuer filed Form 8038-T, Arbitrage Rebate, Yield Reduction and Yes No Yes No Yes No Yes No
Penalty in Lieu of Arbitrage Rebate? . . . . e e e e v
2 |f“No” to line 1, did the following apply?
a Rebatenotduevyet? . . . . . . . . . . . . . o . .. .. v
b Exceptiontorebate? . . . . . . . . . . . . . . . ... v
¢ Norebatedue? . . . v
If “Yes” to line 2c, provrde in Part Vl the date the rebate computatlon was
performed e e e e .o
8 Isthe bondissue avariablerateissue? . . . .. . . . . . . . . . v ]

Schedule K (Form 990) 2019
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Schedule K (Form 990) 2019
=1 d\"4  Arbitrage (continued)

Page 3

C D
4a Has the organization or the governmental issuer entered into a qualified Yes No Yes No Yes No Yes No
hedge with respect to the bond issue? v
b Name of provider
¢ Term of hedge
d Was the hedge superlntegrated’?
e Was the hedge terminated? . . .
Ba Were gross proceeds invested in a guaranteed mvestment contract (GIC) v
b Name of provider
¢ TermofGIC .
d Was the regulatory safe harbor for establlshmg the falr market value of the GIC satlsﬂed’?
6  Were any gross proceeds invested beyond an available temporary period? v
7 Has the organization established written procedures to monitor the
requirements of section 1487 . v
2 Procedures To Undertake Corrective Action
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
apphcable regulations? v

Supplemental Informatlon Prowde addmonal mformatlon for responses to questions on Schedule K. See instructions

(SEE STATEMENT)
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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).

Return Reference - Identifier Explanation

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

REVIEW

SCHEDULE K, PART lll, BOND COUNSEL REVIEWS RESEARCH AGREEMENTS DURING DISCOVERY WHEN NEW BOND ISSUES ARE
LINE 3D - BOND COUNSEL |ANTICIPATED. :

REVIEW

MEDICAL CENTER OF CENTRAL GEORGIA, INC. 55 11/30/2020 9:57:50 AM




SCHEDULE L

Department of the Treasury
Internal Revenue Service

Transactions With Interested Persons
(Form 990 or 990-EZ)| » Complete if the organization answered “Yes” on Form 990, Part IV, line 25a, 25b, 26, 27, 28a, 2@ 1 9
28b, or 28¢, or Form 990-EZ, Part V, line 38a or 40b.
» Attach to Form 990 or Form 990-EZ.
» Go to www.irs.gov/Form990 for instructions and the latest information.

| OMB No. 1545-0047

Open To Public

Inspection

Name of the organization

MEDICAL CENTER OF CENTRAL GEORGIA, INC.

Employer identification number

58-2149128

m Excess Benefit Transactions (section 501(c)(3), section 501(c)(4), and section 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.

1 (a) Name of disqualified person

{b) Relationship between disqualified person and
organization

(c) Description of transaction

(d) Corrected?
Yes | No

(U]

(2)

3)

4

(®)

(6)

2  Enter the amount of tax incurred by the organization managers or disqualified persons during the year
under section 4958 .

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

> 8
>

Partli Loans to and/or From Interested 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 interested person

(b) Relationship | (c) Purpose of {d) Loan to or (e) Original

with organization loan from the
organization?

To

From

principal amount

(f) Balance due |{g) In default?] {h) Approved | (i) Written

by board or | agreement?
committee?

Yes | No | Yes | No | Yes | No

(1) (SEE STATEMENT)

&)

3

4

(5)

(6)

@

8

©)

(109

Total

>

$ 28,749,322

~E1gl|IF  Grants or Assistance Benefiting Interested Persons.
Complete if the organization answered “Yes” on Form 990, Part IV, line 27.

{a) Name of interested person

{b) Relationship between interested
person and the organization

(c) Amount of assistance

(d) Type of assistance

(e) Purpose of assistance

(U]

(¢J)

3

4

(5)

(6)

U]

8

©

19

For Paperwork Reduction Act Notice, see the Instructions for Form 990 or 990-EZ,

MEDICAL GENTER OF CENTRAL GEORGIA, INC.

Cat. No. 50056A

Schedule L (Form 990 or 990-EZ) 2019
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Schedule L (Form 990 or 990-EZ) 2019 Page 2

2ETa8V  Business Transactions Involving Interested Persons.
Compilete if the organization answered “Yes” on Form 990, Part IV, line 28a, 28b, or 28c.

(a) Name of interested person {b) Relationship between (c) Amount of {d) Description of transaction (e) Sharing of
interested person and the transaction organization’s
organization revenues?

Yes | No

(1) (SEE STATEMENT)
0]
G
@
(5)
(6)
(™
(8)
©)
(10)

Supplemental Information.
Provide additional information for responses to questions on Schedule L (see instructions).

Schedule L (Form 990 or 990-EZ) 2019
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m Loans to and/or From Interested Persons (continued)

@ ®) © @ @ ® @ ) 0
Name of interested person Relationship with | Purpose of loan |Loan to or from the| Original principal Balance due In default? Approved by board Written
organization organization amount or committee? agreement?
To From Yes No Yes No Yes No

() ALERED D. FALLK- SPLIT v 4,764,065 9,712,038 v v v
@ ALERED D. FAULK - SPLIT v 458,584 823,931 v v v
e A T e B R A R R R
) JANOREW GALLOWAY - SPLIT v 375,677 765,856 v v v
() ANDREW GALLOWAY - SPLIT v 150,000 269,503 v v v
) NoREW CALLOWAY - SPLIT v 230,000 450,910 v v v
0 ANDREW GALLOWAY - SPLIT v 230,000 422,626 v v v
O AN DRy GALLOWAY - SPLIT v 203,992 337,671 v v v
(5) BARE STICKEL - SPLIT DOLLAR v 979,436 1,096,683 v v v
(19 BARB STICKEL - SPLIT DOLLAR v 218,601 504716 v v v
(1) BARB STICKEL - SPLIT DOLLAR v 235,540 389,862 7 7 v
RN IRSON - SPLIT v 20,000 40,773 v v v
(1a) BETH FEARSON - SPLIT v 25,000 44,917 v v v
(1) BETH FEARSON - SPLIT v 25,000 49,013 v v v
(1S BT FEARSON - SPLIT v 25,000 45,937 v v v
(10 BE I PEARSON - SPLIT v 21,000 34,762 v v v
(17, DAWN COLE - SPLIT DOLLAR v 53,000 108,045 v / v
(18) DAVIN COLE - SPLIT DOLLAR v 58,000 104,208 v v v
(19) DAWN COLE - SPLIT DOLLAR v 58,000 113,707 v v v
) DAWN COLE - SPLIT DOLLAR v 58,000 106,575 v v 7
(21) DAVWN COLE - SPLIT DOLLAR v 55,000 91,042 v v v
(22) DEEBIE ORR - SPLIT DOLLAR v 349,500 712,678 v v v
(z) DEBEIE ORR - SPLIT DOLLAR v 143,606 258,014 v v v

4 v v Y
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(@ (b) © () (€) ® (@) () M
Name of interested person Relationship with | Purpose of loan |Loan to or from the| Original principal Balance due In default? Approved by board Written
organization organization amount or committee? agreement?
To From Yes No Yes No Yes No
(2o) ETHEL CULLINAN - SPLIT v 636,204 1,206,966 v | ¥ v
/ won|  wal | v | v /
BB AR NS o ST v 161,243 266,907 v v v
(2e) JOSERH LAVELLE - SPLIT v 110,000 224,246 v v v
@, JOSER LAVELE - SPu v v v v
ORI AR o T R A /
(31) JOSERH LAVELLE - SPLIT v 170,000 312,376 v | v v
(52 JOSERH LAVELLE - SPLIT v 135,000 223,467 v v v
(33) KEN BANKS - SPLIT DOLLAR v 228,829 466,492 v v v
el ‘KLEOI\IA!E]ANKS - SPLIT DOLLAR v 82,000 147,327 v v v
gﬁ)s_KL%\[AﬁANKS - SPLIT DOLLAR v 82,000 160,759 v v v
ger,\tls)s .KL%\[AﬁANKS - SPLIT DOLLAR e 82,000 150,676 v v/ v
&n .KL%\IAﬁANKS - SPLIT DOLLAR v 48,000 70,454 7 v v
(Lsé)AINARRY PARKS - SPLIT INS. v 350504 733,068 v 7 v
E%)A%\IARRY PARKS - SPLIT INS. v 150,000 260,503 D v v
EtgAlNARRY PARKS - SPLIT INS. v 150,000 264,071 v 7 v
f1O)A|NARRY PARKS - SPLIT INS. v 108,904 200111 v v v
@2) LOVIS GOOLSBY. M.D. - SPLIT v 953,762 1,044,341 v v v
3 LOUIS GOCLSBY, M.D. - SPLIT v 269,000 483,309 v v v
) LOUIS GOCLSBY, M.D. - SPLIT v 269,000 527,368 v v v
v e we s | o] e v [ /
(g6 MARCUAHUTSHINSON - SPLIT v 155,000 256,573 v v v
) MICHAEL GILSTRAP - SPLIT v 2,941,423 5,996,395 v v v
(48) MICHAEL GILSTRAP - SPLIT v 451,034 810,367 v v v
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(a) (b) (e (d) (e) ® (9) (h) 0]
Name of interested person Relationship with | Purpose of loan {Loan to or from the| Original principal Balance due In default? Approved by board Written
organization organization amount or committee? agreement?
To From Yes No Yes No Yes No

DOLLAR INS. LOAN

wo) MICHAEL GILSTRAP - SPLIT v 250,000 413,827 v v v
(o AR VADEN - SPLIT v 232,111 473,183 v v v
BB A N LR o T v 110,000 197,637 v v v
E3 AR INe. LoAN ot v 110,000 215,653 v v v
T T I A R I
B AR NS Loan o T v 76,000 125,804 v v v
(5 PATRICIA DERRICO - SPLIT INS. 7 50,000 101,930 W 7 v
() PATRICIA DERRICO - SPLIT INS. v 50,000 20,835 7 7 7
(57 PATRICIA DERRICO - SPLIT INS. 7 50,000 08.02¢ v 7 v
(3 PATRICIA DERRICO - SPLIT INS. v 50,000 01875 v v 7
(59 PATRICIA DERRICO - SPLIT INS. 7 49,000 61110 v v v
(60 FAYMOND T OLMER - SPLIT v 2,191,396 4,467,387 v Y v
T 1w  we] o] [
I A T el we| [V v v
B3R NG LoaR o T v 500,455 1,038,577 v v v
g A ey A AR AR
SR TARING Loan, o T v 260,000 509,723 v | ¥ v
e) RHONDA PERRY - SPLIT v 260,000 477,751 v v v
or) RHONDA PERRY - SPLIT v 143,000 236,710 v | v v
B3LAR e, Loane orHT v 30,000 61,160 v v v
B2 AR NS Loan. o T v 34,000 61,088 v v v
FRLAR s come ST v 34,000 66,655 v | ¥ v
PRLAR IS com ST v 34,000 62,476 v |V v
BRLAR NS Loan St v 30,000 49,659 v | v v
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(a) {b) {c) (d) (e) f (9) (h) (i
Name of interested person Relationship with | Purpose of loan |Loan to or from the| Original principal Balance due In default? Approved by board Written
organization organization amount or committee? agreement?
To From Yes No Yes No Yes No
73) VIRGIL COOPER - SPLIT INS.
LOAN v 1,012,536 2,064,158 v v v
(74) VIRGIL COOPER - SPLIT INS.
) v 358,905 594,100 v v v
(75) GAAP ADJUSTMENT TO CSV v -1,891,558 17,704,451 v v v
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Business Transactions Involving Interested Persons (continued)

(d) Description of transaction

(e) Sharing of

(a) Name of interested person

(b) Relationship between interested
person and the organization

(c) Amount of
transaction

organization's

(1) WALTER HUTCHINGS

FAMILY MEMBER OF A BOARD
MEMBER

$50,125

MR HUTCHINGS WORKED AS A
CONTRACT PHYSICIAN FOR THE
MEDICAL CENTER OF CENTRAL

GEORGIA, INC.
MS JOHNSTON IS EMPLOYED AS A

revenues?
Yes No
v
v

(20 COURTNEY A JOHNSTON

FAMILY MEMBER OF BOARD
MEMBER

$31,028

SPEECH THERAPIST FOR THE
MEDICAL CENTER OF CENTRAL GA,

INC.
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SCHEDULE O
(Form 990 or 990-EZ)

Department of Treasury Internal
Revenue Service

| oMB No. 1545-0047

Supplemental Information to Form 990 or 990-EZ
. Complete to provide information for responses to specific questions on
Form 990 or 990-EZ or to provide any additional information.

P Attach to Form 990 or 990-EZ.
> Go to www.irs.goviFarmg90 for the latest information.

2019

Open to Public Inspection

Name of the Organization

MEDICAL CENTER OF CENTRAL GEORGIA, INC.

Employer Identification Number

58-2149128

Return Reference - Identifier

Explanation

FORM 990, PART I, LINE 1 -
BRIEF MISSION

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

FORM 990, PART lll, 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 ADDITIONAL 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 4 -
SIGNIFICANT CHANGES TO
ORGANIZATIONAL DOCUMENTS

THE ARTICLES OF INCORPORATION WERE AMENDED TO STATE THAT CERTAIN ACTIONS OF THE
BOARD OF DIRECTORS REQUIRE THE APPROVAL OF NAVICENT HEALTH AND AHNH GEORGIA, INC.,,
INCLUDING: AMENDING OR RESTATING THE ARTICLES OF INCORPORATION OR BYLAWS;
APPOINTMENT OR REMOVAL OF THE PRESIDENT AND CEO; ORGANIZING ANY SUBSIDIARY;
PARTICIPATING IN ANY JOINT VENTURE OR PARTNERSHIP; ADOPTING A PLAN OF LIQUIDATION,
MERGER OR CONSOLIDATION; ENTERING ANY TRANSACTION PROVIDING FOR THE SALE,
MORTGAGE OR OTHER DISPOSITION OF ALL OR SUBSTANTIALLY ALL ASSETS OF THE
CORPORATION; ADOPTING OR AMENDING ANNUAL CAPITAL AND OPERATING BUDGETS; AND
AMENDING OR TERMINATING ANY HOSPITAL FACILITY LEASE. )

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

NAVICENT HEALTH, INC. (A RELATED 501(C)(3) ORGANIZATION) IS SOLE MEMBER OF THE MEDICAL
CENTER OF CENTRAL GEORGIA, INC. AHNH GEORGIA, INC. IS THE SOLE MEMBER OF NAVICENT
HEALTH, INC. THE SOLE MEMBER OF AHNH, INC. IS THE CHARLOTTE-MECKLENBURG HOSPITAL
AUTHORITY, A GOVERNMENTAL HOSPITAL EXEMPT FROM INCOME TAXATION.

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. AND APPOINTS ALL BUT TWO MEMBERS OF ITS BOARD OF
DIRECTORS. THE TWO MEMBERS NOT APPOINTED BY NAVICENT ARE APPOINTED BY AHNH
GEORGIA, INC., A TAX-EXEMPT ORGANIZATION AS DESCRIBED IN INTERNAL REVENUE CODE
SECTION 501(C)(3).

FORM 990, PART VI, LINE 7B -
DECISIONS REQUIRING
APPROVAL BY MEMBERS OR
STOCKHOLDERS

CERTAIN ACTIONS OF THE CORPORATION REQUIRE THE APPROVAL OF BOTH NAVICENT HEALTH
(THE SOLE MEMBER OF THE ORGANIZATION) AND AHNH GEORGIA, INC. (THE SOLE MEMBER OF
NAVICENT HEALTH, INC.). THESE ACTIONS INCLUDE: AMENDING OR RESTATING THE ARTICLES OF
INCORPORATION OR BYLAWS; APPOINTMENT OR REMOVAL OF THE PRESIDENT AND CEO;
ORGANIZING ANY SUBSIDIARY; PARTICIPATING IN ANY JOINT VENTURE OR PARTNERSHIP;
ADOPTING A PLAN OF LIQUIDATION, MERGER OR CONSOLIDATION; ENTERING ANY TRANSACTION
PROVIDING FOR THE SALE, MORTGAGE OR OTHER DISPOSITION OF ALL OR SUBSTANTIALLY ALL
ASSETS OF THE CORPORATION; ADOPTING OR AMENDING ANNUAL CAPITAL AND OPERATING
BUDGETS; AND AMENDING OR TERMINATING ANY HOSPITAL FACILITY LEASE.

FORM 990, 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 GEORGIA. A COPY OF THE FORM 990 WAS PROVIDED TO EACH BOARD
MEMBER PRIOR TO FILING THE RETURN WITH THE INTERNAL REVENUE SERVICE.

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

THE DEPARTMENT OF AUDIT AND COMPLIANCE ISSUES COl 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

Explanation

FORM 990, PART IX, LINE 11G - (a). Déscription (b) Total (¢) Program | (d) Management (e): Fundraising
OTHER FEES FOR SERVICES Expenses Setvice and Expenses

. . : Expenses General Expenses :

MAINT CONTRACT 90,022 90,022

SYSTEMS SOFTWARE

MAINT CONTRACT 18,805,631 18,528,357 277,274

APPLICATION SOFTWARE

PROFESSIONAL FEES 14,876,895 14,876,895

CONTRACT SVCS- 60,479,400 0 60,479,400

CORPORATE

CONTRACT SERVICES- 54,496,019 53,549,498 946,521

NET

CONTRACT PERSONNEL 21,676,809 19,700,874 1,975,935

CONTRACT LINEN SERV 2,893,516 2,893,516

MAINTENANCE 6,223,950 6,223,950

AGREEMENT

DIRECTOR FEES 249,475 249,475

CONSULTATION FEES 2,535,235 53,047 2,482,188

OTHER FEES FOR 720,872 684,146 36,726

SERVICE

MANAGEMENT FEES 224,354 224,354

CONTRACT WASTE 635,444 635,444

DISPOSAL

JANITORIAL & GROUND 1,238,317 1,214,617 23,700

REPAIR

COLLECTION FEES 4,732,828 4,732,828
FORM 990, PART XI, LINE g - i ol :
OTHER CHANGES IN NET {a) :Description (b) Amotint -
ASSETS OR FUND BALANCES CHANGES IN INTEREST RATE SWAP - 1,876,302

FIN 47 CHANGE 25,250

PENSION PLAN ADJUSTMENT 168,739,447

POST RETIREMENT BENEFIT PLAN ADJUSTMENT - 196,472

PENSION OPEB 12-2019 -107,141,690

FORM 990, PART XIl, LINE 2C -
CHANGE OF OVERSIGHT
PROCESS OR SELECTION
PROCESS

AS A RESULT OF THE AFFILIATION OF NAVICENT HEALTH, INC. WITH ATRIUM HEALTH, THE
SELECTION OF THE AUDITOR IS NOW DETERMINED BY THE CHARLOTTE-MECKLENBURG HOSPITAL

AUTHORITY.
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| OMB No. 1545-0047

SCHEDULE R Related Organizations and Unrelated Partnerships

Form 990
( ) » Complete if the organization answered “Yes” on Form 990, Part IV, line 33, 34, 35b, 36, or 37. 2 @ 1 9
Department of the Treasury 3 > AttaCh_to Forn.1 990. i i Open to P_Ublic
Internal Revenue Service » Go to www.irs.gov/Form990 for instructions and the latest information. Inspection
Name of the organization Employer identification number

MEDICAL CENTER OF CENTRAL GEORGIA, INC. 58-2149128

Identification of Disregarded Entities. Complete if the organization answered “Yes” on Form 990, Part IV, line 33.

(a) (b) (0) (@) (e)
Name, address, and EIN (if applicable) of disregarded entity Primary activity Legal domicile (state Total income End-of-year assets Direct controlling
or foreign country) entity
(1) CENTRAL GEORGIA MEDICAL PROPERTIES, LLC PHYSICIAN GA 0 0 | MEDICAL CENTER
RELATIONSHIPS OF CENTRAL
777 HEMLOCK STREET, MSC 111, MACON, GA 31201 GEORGIA
2 CENTRAL GEORGIA CVI PROPERTIES, LLC PHYSICIAN GA 0 0| MEDICAL CENTER
RELATIONSHIPS OF CENTRAL
777 HEMLOCK ST, MSC 111, MACON, GA 31201 GEORGIA

3)

4

(6]

(6)

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

(a) (b} (c) (d) (e) M {9
Name, address, and EIN of related organization Primary activity Legal domicile (state |Exempt Code section| Public charity status Direct controlling | Section 512(b)(13)
or foreign country) (if section 501(c)(3)) entity C%';'Tttri%‘l';-‘d
Yes | No

(1) CENTRAL GEORGIA SENIOR HEALTH, INC. (58-2345439) gg‘llbllggltﬂ-’g\lNgr%gRl\/IEMUNlTY GA 501(C)(3) 12 TYPE I NAVICENT 4
777 HEMLOCK STREET, MSC 111, MACON, GA 31201 HEALTH, INC.

(2) HEALTH SERVICES OF CENTRAL GEORGIA, INC. (58-2307485) HEALTH SERVICES GA 501(C)(3) 3INAVICENT "4
777 HEMLOCK STREET, MSC 111, MACON, GA 31201 HEALTH, INC.

(3) NAVICENT HEALTH, INC. (58-2149127) EEQEL";CQN"‘;_'?TSYE;“_’FL%%%IC e GA 501(C)(3) 12 TYPE llI-FI| AHNH GEORGIA, v
777 HEMLOCK STREET, MSC 111, MACON, GA 31201 FINANCIAL MANAGEMENT INC.

(4) THE MEDICAL CENTER OF PEACH COUNTY, INC (45-3765471) | HOSPITAL GA 501(C)(3) 3|NAVICENT v
777 HEMLOCK STREET, MSC 111, MACON, GA 31201 HEALTH, INC.

(5) NAVICENT HEALTH BALDWIN, INC. (82-3914925) HOSPITAL GA 501(C)(3) 3|NAVICENT v
777 HEMLOCK STREET, MSC 111, MACON, GA 31201 HEALTH, INC.

(6) AHNH GEORGIA, INC. (83-1707383) SOLE MEMBER NC 501(C)(3) 7 IA%%ISES\T%&S&TE- v
PO BOX 32862, CHARLOTTE, NC 28232-2861 NAVICENT HEALTH HOSPITAL AUTHORITY

(7) (SEE STATEMENT)
For Paperwork Reduction Act Notice, see the Instructions for Form 990. Cat. No. 50135Y Schedule R (Form 990) 2019
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Schedule R (Form 990) 2019

Page 2

Identification of Related Organizations Taxable as a Partnership. Complete if the organization answered “Yes” on Form 990, Part IV, line 34,
because it had one or more related organizations treated as a partnership during the tax year.

@ (b () (d) (e). d) (h) (0] (1) k)
Name, address, and EIN of Primary activity Legal Direct controlling . Predominant Share of total | Share of end-of- | Disproportionate Code V—UBI General or | Percentage
related organization domicile entity income (related, income year assets allocations? | amount in box 20 | managing | ownership
(state or ex‘érljg[eaéef?ém of Schedule K-1 partner?
foreign tax under (Form 10865)
country) sections 512—514)
Yes| No Yes| No
(1) (SEE STATEMENT)
(2)
@)
4
(5)
(6
@)

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

(a) (b} {© () (e (@) (h) 0
Name, address, and EIN of related organization Primary activity Legal domicile Direct controlling Type of entity Share of total Share of Percentage | Section 512(b)(13)
(state or foreign country) entity (C corp, S corp, or trust) income end-of-year assets | ownership Ccéfrl]ttfi%[lfd
Yes | No
(1) (SEE STATEMENT)
2
3
4
5)
(6)
0]
Schedule R (Form 990) 2019
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Schedule R (Form 990) 2019 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, 11l, or IV of this schedule.

1 During the tax year, did the organization engage in any of the following transactions with one or more related organizations listed in Parts lI-V?
a Receipt of (i) interest, (i) annuities, (iii) royalties, or (fv) rent from a controlledentity . . . . . . . . . . . . . . . o oL oL . 1a | Vv
b Gift, grant, or capital contribution to related organization(s) . . . . . . . .. o L o L o L0 00000 e e e e e 1ib | Vv
c Gift, grant, or capital contribution from related organization(s) . . . . . . . . . . . L. . o .o Lo o oo oo ic | Vv
d Loans or loan guarantees o or for related organization(s) . . . . . . . . . . . . L L L 00 000 e e e e e e e e 1d | v
e Loans or loan guarantees by related organization(s) .

Dividends from related organization(s)

Sale of assets to related organization(s) .

Purchase of assets from related organization(s)

Exchange of assets with related organization(s) .
Lease of facilities, equipment, or other assets to related organlzatlon( )

— - g =h

Lease of facilities, equipment, or other assets from related organization(s) .
Performance of services or membership or fundraising solicitations for related organlzatlon(s) .
Performance of services or membership or fundraising solicitations by related organization(s)
Sharing of facilities, equipment, mailing lists, or other assets with related organization(s) .
Sharing of paid employees with related organization(s) .

33—~

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

o)

r Other transfer of cash or property to related organization(s)
s Other iransfer of cash or property from related organization(s)

2  [fthe answer to any of the above is “Yes,” see the instructions for information on who must complete thls lme mcludlng covered relat|onsh|ps and transaction thresholds.

(a) ' (b) (© ()
Name of related organization Transaction Amount involved Method of determining amount involved
type (a—s)

CENTRAL GEORGIA PET, LLC S 1,191,000 | CASH DISTRIBUTION
(1) PAYMENT RECEIVED

CENTRAL GEORGIA PET, LLC Q 406,837 | CASH
(2
()
(4)
)

(6)

Schedule R (Form 990) 2019
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Schedule R (Form 990) 2019

Page 4

Unrelated Organizations Taxable as a Partnership. Complete if the organization answered “Yes” on Form 890, Part IV, line 37.

Provide 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 exclusion for certain investment partnerships.

(@ (b}
Name, address, and EIN of entity Primary activity

©
Legal domicile
(state or foreign
country)

(d)
Predominant
income (related,
unrelated, excluded
from tax under
sections 512—514)

(e}
Are all partners
section
501(c)(3)
organizations?

Yes | No

®
Share of

total income

(@)
Share of
end-of-year
assets

(h)
Disproportionate
allocations?

Yes | No

(0]
Code V—UBI
amount in box 20
of Schedule K-1
(Form 1065)

@

General or
managing
partner?

Yes

No

(k)
Percentage
ownership

()

2

)

4)

)]

(6)

@

@

()]

(10)

(11)

(12)

(13)

(14)

(15)

(16)

MEDICAL CENTER OF CENTRAL GEORGIA, INC.
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Part Il

Identification of Related Tax-Exempt Organizations (continued)

(a) Name, address and EIN of related organization (b) Primary SC Legal domicile | (d) Exempt Code | (e) Public charity f) Direct (g) Section
Activity state or foreign country) section status (if section controlling entity 512(b)(13)
501(c)(3) controlled entity?
Yes No
7y THE CHARLOTTE-MECKLENBURG HOSPITAL AUTHORITY (56-0529945)
1000 BLYTHE BLVD., CHARLOTTE, NC 28203 HEALTHCARE  |NC N/A v
(8)

MEDICAL CENTER OF CENTRAL GEORGIA, INC.
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Identification of Related Organizations Taxable as a Partnership (continued)

MEDICAL CENTER OF CENTRAL GEORGIA, INC.

(a) Name, address and EIN of related organization [(b) Primary Activity| (c) Legal | (d) Direct |(e) Predominant| (f} Share of | (g) Share of (h) (i) CodeV - 1)) (k)
domicile controlling income total income end-of-year |Dispropor| UBl amount | General | Percentage
(Statceo 3;{036'9n entity ggfjgegff';g:gtteai assets tionate | in box 20 of or ownership
i under sections 512- allocation | Schedule K- |managing
s? 1 (Form partner?
Yes | No 1065) Yes| No
(1) SECURE HEALTH PLANS OF GEORGIA, LLC N/A
(58-2306549)
577 MULBERRY STREET, SUITE 1000, MACON, |MANAGED CARE |GA N/A N/A N/A N/A N/A
GA 31201
MEDICAL 66.67
(2) CENTRAL GEORGIA PET, LLC (37-1464470) GA SENTER | ATED 1.290.000 1,589 666 e v
1650 HARDEMAN AVENUE, MACON, GA 31201 |IMAGING CENTER CENTRAL eI WO
GEORGIA
3) COWLES CLINIC REALTY, LLC (81-0636590) N/A
1000 COWLES CLINIC WAY #C100, REAL ESTATE GA N/A N/A N/A N/A N/A
GREENSBORO, GA 30642
70 11/30/2020 9:57:50 AM




Identification 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 of entity | (f) Share of (g) Share of [(h) Percentage| (i) Section
activity domicile (stateor [ controlling (C-corp, S-corp or | total income end-of-year ownership 512(b)(13)
foreign country) entity trust) assets controlled
entity?

Yes No

(1) CENTRAL GEORGIA HEALTH VENTURES, INC. (58- MANAGEMENT &
2164989) HOME CARE GA N/A C CORPORATION (789,032) 4,277,251 N/A v"

777 HEMLOCK STREET, MSC 111, MACON, GA 31201 SERVICES

B S R O L IADENINITY, LTD. sELFnsuRance | AMAN N/A C CORPORATION|  17,947,786| 85,591,700 |N/A v
O A TP L N ING, (20.2467391) 31201 INSURANCE  |GA N/A C CORPORATION 16,851 4,099,790 | N/A v

MEDICAL CENTER OF CENTRAL GEORGIA, INC.
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_ Exempt Organization Declaration and Signature for OMB No. 1545-0047
rorn 8493~EQ Electronic Filing

For calendar year 2019, or tax yearbeginning , 2019, and ending , 20 2@ 1 9
Department of the Treasury For use with Forms 990, 990-EZ, 990-PF, 1120-POL, and 8868
Internal Revenue Service
Name of exempt organization Employer identification number
MEDICAL CENTER OF CENTRAL GEORGIA, INC. 58-2149128

Il Type of Return and Return Information (Whole Dollars Only)

Check the box for the type of return being filed with Form 8453-EO and enter the applicable amount, if any, from the return, If you
check the box on line 1a, 2a, 3a, 4a, or 5a below and the amount on that line of the return being filed with this form was blank, then
leave line 1b, 2b, 3b, 4b, or 5b, whichever is applicable, blank (do not enter -0-). If you entered -0- on the return, then enter -0- on the
applicable line below. Do not complete more than one line in Part 1.

ia Form 990 check here »
2a Form 990-EZ check here®» []
38a Form 1120-POL check here » []
4a  Form 990-PF check here» []
5a Form 8868 check here > [

Total revenue, if any (Form 990, Part VII, column {A),line12) . . 1b 832,091,905
Total revenue, if any (Form 990-EZ,line9 . . . . . . . . 2b
Total tax (Form 1120-POL, line22). . . . . . . . . . . 3b
Tax based on investment income (Form 990-PF, Part VI, line 5) . 4b
Balance due (Form 8868,1line3c) . . . . . . . . . . . Bb

TCc oo oD U

Part 1l Declaration of Officer

6 [ | authorize the U.S. Treasury and its designated Financial Agent to initiate an Automated Clearing House (ACH) electronic funds
withdrawal (direct debit) entry to the financial institution account indicated in the tax preparation software for payment of the
organization’s federal taxes owed on this return, and the financial institution to debit the entry to this account. To revoke a payment,
| must contact the U.S. Treasury Financial Agent at 1-888-353-4537 no later than 2 business days prior to the payment (settlement)
date. | also authorize the financial institutions Involved in the processing of the electronic payment of taxes to receive confidential
information necessary to answer inquiries and resolve issues related to the payment.

[ I a copy of this return is being filed with a state agency(ies) regulating charities as part of the IRS Fed/State program, | certify that |
executed the electronic disclosure consent contained within this return allowing disclosure by the IRS of this Form 990/990-EZ/
990-PF (as specifically identified in Part | above) to the selected state agency(ies).

Under penalties of perjury, | declare that | am an officer of the above named organization and that | have examined a copy of the
organization’s 2019 electronic return and accompanying schedules and statements, and, to the best of my knowledge and belief, they are
true, corract, and complete. | further declare that the amount in Part | above is the amount shown on the copy of the organization’s electronic
return. | consent to allow my intermediate service provider, transmitter, or electronic return originator (ERO) to send the organization’s return
to the IRS and to receive from the IRS (a) an acknowledgement of recelpt or reason for rejection of the transmission, {b) the reason for any
delay in processing the return or refund, and (c) the date of any refund.

Sign } | EXECUTIVE VICE PRESIDENT/CFO
Here Signature of officer Date , Title

ETRA[I] Declaration of Electronic Return Originator (ERO) and Paid Preparer (see instructions)

| declare that | have reviewed the above organization’s return and that the entrles on Form 8453-EO are complete and correct to the best of
my knowledge. if | am only a collector, | am not responsible for reviewing the return and only declare that this form accurately reflects the data
on the return. The organization officer will have signed this form before | submit the return. | will give the officer a copy of all forms and
information to be filed with the IRS, and have followed all other requirements in Pub. 4163, Modernized e-File (MeF) Information for Authorized
IRS e-file Providers for Business Returns. if | am also the Paid Preparer, under penalties of petjury | declare that | have examined the above
organization’s return and accompanying schedules and statements, and, to the best of my knowledge and belief, they are true, correct, and
complete. This Paid Preparer declaration is based on all information of which | have any knowledge.

ERO's - Date Clheck i|fd ChI?ck if ERO’s SSN or PTIN
- also pa self-
ERO’s signature _ A / J1 =70~ zD preparer |1 employed O
Use Firmv’s name-for—~ &~ EIN
yours if self-employed),
Only  address, and 2IP code Phone no.

Under penaities of perjury, | declare that | have examined the above return and accompanying schedules and statements, and, to the best of my knowledge
and belief, they are true, correct, and complete. Declaration of preparer is based on all information of which the preparer has any knowledge.
e ——

. Prnt/Type preparer's name Prepargr's glghature - | Date Check If PTIN
Paid W. EDWARD PHILLIPS /«f 42? A /10/20)zmmoyes Tl | Pooastage
Preparer |— ki 7 11 /10 / 20 Zwioye
Use Only Firm's name > DRAFFIN & TUCKER, LLP Fm's EIN> 580914992
Firm's address » PO BOX 71309, ALBANY, GA 31708-1309 Phoneno,  (229) 883-7878

For Privacy Act and Paperwork Reduction Act Notice, see back of form, Cat, No. 36606Q Form 8453-EO (2019) -
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