20500H

Form 990

Department of the Treasul
Intemal Revenue Senmery

Return of Organization Exempt From Income Tax
Under section 501(c), 527, or 4847(a)(1) of the Intemal Revenue Code (except private foundations)
P Do not enter social security numbers on this form as it may be made public.

P Go to www.Irs.gov/Forrn950 for instructions and the latest information.

A_For the 2021 calendar year, or tax year beginning 07/01/21 _ and ending 06/30/22

Open to Public
__Inspection

D Employer Identification number

B Check if applicable: C Name of organization

[ Aceress cnange Crisp Regional Hospital Inc

Dnmm Doing business as 58-2175978
Number and street (or P.O. box if matl is not defivered (o street address) Room/suite E Telephone number

[ witet retum

O

[ Amenced

(] appicaton pending

902 7th Street North

229-276-3130

m/

Cordele

City or town, state or province, country, and ZIP or foreign postal code
GA_ 31015-3234

G Gross recelpis$ 136, 351, 667

mm [ "Name and address of principal officer.

Steve

Gautney

902 7th Street North
Cordele

GA 31015-3234

| Tax-exempt siatus:

1X| 501(c)(3) | [ o1 ¢

) (insert no.) [ ] ssariaty or

I_l 527

H(b) Are all subordinates included?
{f “No," attach a list. See instructions

Hia) lsﬂﬁsagroupreﬁunﬁormboru‘mfas?[l Yes No

DY& DNa

J_ wenste: > WWW.Crispregional.orqg H{c) Group exemption number B>
K__Fom of X ; Tust_| ] Assocaton [ L Vearofomaton: 1995 [m state of egal domicie: GA
_Partl Summary
1 Briefly describe the organization's mission or most significant activities: .
g| .. To provide appropriate, quality care and assistance in maintaining good . .. . ... .. .
é . health in an efficient and caring manner to all who need our services and ..
8 .as near their home as possible. .. .
é 2 Check this box FD if the organization discontinued its operations or disposed of more than 25% of ils net assets.
o | 3 Number of voting members of the goveming body (Part Vi, fine 1a) . . ... 319
@ | 4 Number of independent voting members of the goveming body (Part Vi, line 1b) . . . ... 4 8
% 5 Total number of individuals employed in calendar year 2021 (Part V, line2a) 5 | 1082
| & Total number of volunteers (estimate it necessary) ... 6 | 23
7aTotal unrelated business revenue from Part VIll, column (C), ine 12 7a -5,989
b Net unrelated business taxable income from Form 980-T, Partl, line 11 ............................................ 7b 0
Prior Year __Current Year
8 Contributions and grants (Part VI, line 1h) ... 6,999,194} 16,439,674
§ 9 Program service revenue (Part VIIL ine 29) ... 106,758,671 114,840,810
2 | 10 Investment income (Part VIll, column (A), lines 3,4, and 7d) .. 3,039,985 3,520,100
& | 44 Other revenue (Part VIII, column (A), lines 5, 6d, 8¢, 8¢, 10c, and 11e) . 1,582,603 1,550,467
12 Total revenue — add lines 8 through 11 (must equal Part VIII, column (A), tine 12) ............ 118,380,453| 136,351,051
13 Grants and similar amounts paid (Part IX, column (A), fines 1-3) 327,523 329,133
14 Benefits paid to or for members (Part IX, column (A), line4) 0
g | 15 Salaries, other compensation, employee benefits (Part IX, column (A), lines 5-10) . .. . 48,317,691 49,649,694
@ | 16aProfessional fundraising fees (Part IX, column (A), line 11e} . 0
2|  bTotal fundraising expenses (Part IX, column (D), ine 25)» . 0.
Wl | 47 Other expenses (Part IX, column (A), lines 11a-11d, 11:-24¢) 62,352,916 69,344,208
18 Total expenses. Add lines 13-17 (must equal Part IX, column (A), line25) 110,998,130 119,323,035
19 Revenue less expenses. Subtract line 18 from line 12 7,382,323 17,028,016
5 | Beginning of Current Year End of Year
85 20 Total assets (Part X, line 16) ... 164,464,771 183,252,929
21 Total liabiliies (Part X, € 26) | | ... | 59,615,533] 71,747,604
22 Net assets or fund balances. Subtract line 21 from line 20 .. e 104,849,238] 111,505,325
Part il . 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, comect, and complete. Declaration of preparer (other than officer) is based on all information of which preparer has any knowledge.

} Signature of officer

Sign Date
Here } Steve Gautney Pres/CEQ
Type or print name and tille

Print/Type preparer’s name Preparer's signat, Date Check if| PTIN
Paid William Edward Phillips /1j W : S’/ 9/Z§Hmmo§ P00451499
Preparer | givs ame Draffin & Tucker LLP _ /| fimis END 58-0914992
Use Only PO Box 71309

Fms adaess »  Albany, GA 31708-1309 phoneno,  229-883-7878

May the IRS discuss this retum with the preparer shown above? See instructions

............................................................ [X] Yes | |No

gx Paperwork Reduction Act Notice, see the separate instructions.

Form 990 (2021)
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Form 990 (2021) &ri sp Reqi onal Hospital 1nc 58- 2175978 Page 2
Part Ill Statement of Program Service Accomplishments
Check if Schedule O contains a response or note to any line in this Part lll
1 Briefly describe the organization's mission:

2 Did the organization undertake any significant program services during the year which were not listed on the
prior Form 990 or 990-EZ? |:| Yes No

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

4b (Code: ) (Expenses ¢ including grants of $ ) (Revenue ¢ )
N A

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

4d Other program services (Describe on Schedule O.)
(Expenses  $ including grants of $ ) (Revenue $ )

4e Total program service expenses P> 84, 436, 582

DAA Form 990 (2021)




20500H

Form 990 (2021) Ori Sp Regi onal Hospital 1nc 58-2175978 Page 3
Part IV Checklist of Required Schedules
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 | X
2 Is the organization required to complete Schedule B, Schedule of Contributors (see instructions)? 2 | X
3 Did the organization engage in direct or indirect political campaign activities on behalf of or in opposition to
candidates for public office? If “Yes,” complete Schedule C, Part 3 X
4 Section 501(c)(3) organizations. Did the organization engage in lobbying activities, or have a section 501(h)
election in effect during the tax year? If "Yes," complete Schedule C, Pt 4 -~~~ 4 | X
5 Is the organization a section 501(c)(4), 501(c)(5), or 501(c)(6) organization that receives membership dues,
assessments, or similar amounts as defined in Rev. Proc. 98-197 If "Yes," complete Schedule C, Part it~ 5 X
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| 6
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, Prtu4 7
8 Did the organization maintain collections of works of art, historical treasures, or other similar assets? If “Yes,”
complete Schedule D, Partnt 8
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, Parttiv.. ...~ ... 9
10 Did the organization, directly or through a related organization, hold assets in donor-restricted endowments
or in quasi endowments? If “Yes,” complete Schedule D, Party 10
11  If the organization's answer to any of the following questions is “Yes,” then complete Schedule D, Parts VI,
VII, VIII, 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, Partvi 11a]| X
b Did the organization report an amount for investments—other securities in Part X, line 12, that is 5% or more
of its total assets reported in Part X, line 16? If "Yes," complete Schedule D, Partvit 11b
¢ 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, PartV((t- 1lc
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 1IX 11d
e Did the organization report an amount for other liabilities in Part X, line 25? If "Yes," complete Schedule D, Part X lle
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
12a Did the organization obtain separate, independent audited financial statements for the tax year? If “Yes,” complete
Schedule D, Parts Xl and XUl 12a X
b Was the organization included in consolidated, independent audited financial statements for the tax year? If
"Yes," and if the organization answered "No" to line 12a, then completing Schedule D, Parts XI and XIl is optional 20| X
13 Is the organization a school described in section 170(b)(1)(A)(i)? If “Yes,” complete Schedule E 13 X
1l4a Did the organization maintain an office, employees, or agents outside of the United States? 14a X
b Did the organization have aggregate revenues or expenses of more than $10,000 from grantmaking,
fundraising, business, investment, and program service activities outside the United States, or aggregate
foreign investments valued at $100,000 or more? If “Yes,” complete Schedule F, Parts landtv....... 14p| X
15 Did the organization report on Part IX, column (A), line 3, more than $5,000 of grants or other assistance to or
for any foreign organization? If “Yes,” complete Schedule F, Parts landtv. .. 15 X
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, Partts itandtv. ... 16 X
17  Did the organization report a total of more than $15,000 of expenses for professional fundraising services on
Part IX, column (A), lines 6 and 11e? If “Yes,” complete Schedule G, Part I. See instructions 17 X
18 Did the organization report more than $15,000 total of fundraising event gross income and contributions on
Part VIII, lines 1c and 8a? If "Yes," complete Schedule G, Partu 18 X
19 Did the organization report more than $15,000 of gross income from gaming activities on Part VI, line 9a?
If "Yes," complete Schedule G, Part 1l ... 19 X
20a Did the organization operate one or more hospital facilities? If “Yes,” complete Schedule H 20a| X
b If “Yes” to line 20a, did the organization attach a copy of its audited financial statements to this return? 200 | X
21 Did the organization report more than $5,000 of grants or other assistance to any domestic organization or
domestic government on Part IX, column (A), line 1? If “Yes,” complete Schedule |, Parts land Il ... .. ... ............................ 21 X
DAA Form 990 (2021)



20500H

Form 990 2021) Ori sp Regional Hospital Inc 58- 2175978 Page 4
Part IV Checklist of Required Schedules (continued)

Yes [ No

22  Did the organization report more than $5,000 of grants or other assistance to or for domestic individuals on
Part IX, column (A), line 2? If “Yes,” complete Schedule |, Parts landit-~~~~~ 2| X
23 Did the organization answer “Yes” to Part VII, Section A, line 3, 4, or 5 about compensation of the
organization's current and former officers, directors, trustees, key employees, and highest compensated
employees? If "Yes," complete Schedule J 23 | X

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

through 24d and complete Schedule K. If “No,” go to line 252 24a | X
Did the organization invest any proceeds of tax-exempt bonds beyond a temporary period excepton? 24b X
Did the organization maintain an escrow account other than a refunding escrow at any time during the year
to defease any tax-exempt bonds? 24c X
d Did the organization act as an “on behalf of" issuer for bonds outstanding at any time during the yearz 24d X
25a Section 501(c)(3), 501(c)(4), and 501(c)(29) organizations. Did the organization engage in an excess benefit
transaction with a disqualified person during the year? If “Yes,” complete Schedule L, Part1 25a X

b Is the organization aware that it engaged in an excess benefit transaction with a disqualified person in a prior

year, and that the transaction has not been reported on any of the organization's prior Forms 990 or 990-EZ?

If "Yes," complete Schedule L, Part! 25b X
26  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, Partii -~~~ 26 X
27 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, Partut 27 X
28 Was the organization a party to a business transaction with one of the following parties (see the Schedule L,

Part 1V, instructions for applicable filing thresholds, conditions, and exceptions):

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

"Yes,” complete Schedule L, Partlv.. 28a X
A family member of any individual described in line 28a? If “Yes,” complete Schedule L, Parttv........................... 28b X
A 35% controlled entity of one or more individuals and/or organizations described in line 28a or 28b? If
“Yes,” complete Schedule L, Partlv.. 28c X
29  Did the organization receive more than $25,000 in non-cash contributions? If “Yes,” complete Scheduem 29 X
30 Did the organization receive contributions of art, historical treasures, or other similar assets, or qualified
conservation contributions? If “Yes,” complete Scheduem® 30 X
31 Did the organization liquidate, terminate, or dissolve and cease operations? If “Yes,” complete Schedule N, Part1 31 X
32 Did the organization sell, exchange, dispose of, or transfer more than 25% of its net assets? If "Yes,"
complete Schedule N, Parttit 32 X
33 Did the organization own 100% of an entity disregarded as separate from the organization under Regulations
sections 301.7701-2 and 301.7701-3? If “Yes,” complete Schedule R, Part 33 X
34  Was the organization related to any tax-exempt or taxable entity? If “Yes,” complete Schedule R, Part II, Il
orlV,and PartV,line1 34 | X
35a Did the organization have a controlled entity within the meaning of section 512(b)(23> 3sa | X
b If "Yes" to line 35a, did the organization receive any payment from or engage in any transaction with a
controlled entity within the meaning of section 512(b)(13)? If “Yes,” complete Schedule R, Part V, line2 35b
36  Section 501(c)(3) organizations. Did the organization make any transfers to an exempt non-charitable
related organization? If “Yes,” complete Schedule R, Part V, line2 36
37 Did the organization conduct more than 5% of its activities through an entity that is not a related organization
and that is treated as a partnership for federal income tax purposes? If “Yes,” complete Schedule R, Partvi 37
38 Did the organization complete Schedule O and provide explanations on Schedule O for Part VI, lines 11b and
19? Note: All Form 990 filers are required to complete Schedule O. 38 | X
Part V Statements Regarding Other IRS Filings and Tax Compliance
Check if Schedule O contains a response or note to any lineinthisPartVv. ... ... ... ... ... ... |:|
Yes | No
la Enter the number reported in box 3 of Form 1096. Enter -0- if not applicable 1a | 137
b  Enter the number of Forms W-2G included on line 1a. Enter -0- if not applicable | 0
Did the organization comply with backup withholding rules for reportable payments to vendors and
reportable gaming (gambling) WIiNNINGS t0 PriZe WINNEIS? .. ... e e e e e e e e e e e e e 1c

DAA Form 990 (2021)
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Form 990 (2021) Ori sp Reqgi onal Hospital Inc 58-2175978 Page 5
Part V Statements Regarding Other IRS Filings and Tax Compliance (continued) Yes No
2a Enter the number of employees reported on Form W-3, Transmittal of Wage and Tax
Statements, filed for the calendar year ending with or within the year covered by this return 2a | 1082
b If at least one is reported on line 2a, did the organization file all required federal employment tax returns? 20 | X
Note: If the sum of lines 1a and 2a is greater than 250, you may be required to e-file. See instructions.
3a Did the organization have unrelated business gross income of $1,000 or more during the year? 3a X
b If“Yes,” has it filed a Form 990-T for this year? If “No” to line 3b, provide an explanation on Schedueo 3b
4a At any time during the calendar year, did the organization have an interest in, or a signature or other authority over,
a financial account in a foreign country (such as a bank account, securities account, or other financial account)? 4a X
b 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).
5a Was the organization a party to a prohibited tax shelter transaction at any time during the tax year? 5a X
Did any taxable party notify the organization that it was or is a party to a prohibited tax shelter transaction? 5b X
If “Yes” to line 5a or 5b, did the organization file Form 8886-T> 5c
6a Does the organization have annual gross receipts that are normally greater than $100,000, and did the
organization solicit any contributions that were not tax deductible as charitable contributons? 6a X
b If “Yes,” did the organization include with every solicitation an express statement that such contributions or
gifts were not tax deductible? 6b
7  Organizations that may receive deductible contributions under section 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? 7a X
If “Yes,” did the organization notify the donor of the value of the goods or services provided? 7b
¢ Did the organization sell, exchange, or otherwise dispose of tangible personal property for which it was
required 10 file FOrM 82822 7c
d If “Yes,” indicate the number of Forms 8282 filed during the year | 7d |
e Did the organization receive any funds, directly or indirectly, to pay premiums on a personal benefit contract? 7e X
f Did the organization, during the year, pay premiums, directly or indirectly, on a personal benefit contract? 7f X
g If the organization received a contribution of qualified intellectual property, did the organization file Form 8899 as required? 79
h If the organization received a contribution of cars, boats, airplanes, or other vehicles, did the organization file a Form 1098-C? 7h
8 Sponsoring organizations maintaining donor advised funds. Did a donor advised fund maintained by the
sponsoring organization have excess business holdings at any time during the year? 8
9  Sponsoring organizations maintaining donor advised funds.
Did the sponsoring organization make any taxable distributions under section 49662 9a
b Did the sponsoring organization make a distribution to a donor, donor advisor, or related person? 9b
10  Section 501(c)(7) organizations. Enter:
Initiation fees and capital contributions included on Part vil, ine12 10a
b Gross receipts, included on Form 990, Part VIII, line 12, for public use of club faciltes 10b
11  Section 501(c)(12) organizations. Enter:
Gross income from members or sharehoiders 1la
b  Gross income from other sources. (Do not net amounts due or paid to other sources
against amounts due or received from them.) 11b
12a Section 4947(a)(1) non-exempt charitable trusts. Is the organization filing Form 990 in lieu of Form 1041? 12a
b If “Yes,” enter the amount of tax-exempt interest received or accrued during the year .. ... .. ... ... ... | 12b |
13  Section 501(c)(29) qualified nonprofit health insurance issuers.
a s the organization licensed to issue qualified health plans in more than one state? 13a
Note: See the instructions for additional information the organization must report on Schedule O.
b Enter the amount of reserves the organization is required to maintain by the states in which
the organization is licensed to issue qualified health pans 13b
¢ Enter the amount of reservesonhand 13c
1l4a Did the organization receive any payments for indoor tanning services during the tax year> 14a X
b If “Yes,” has it filed a Form 720 to report these payments? If "No," provide an explanation on Schedueo ... 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? 15
If “Yes,” see instructions and file Form 4720, Schedule N.
16 Is the organization an educational institution subject to the section 4968 excise tax on net investment income? . . . . ... . . ... . .. .. 16
If “Yes,” complete Form 4720, Schedule O.
17  Section 501(c)(21) organizations. Did the trust, any disqualified person, or mine operator engage in
activities that would result in the imposition of an excise tax under section 4951, 4952 or 4953? . . . . .. ... . 17
If “Yes,” complete Form 6069.

DAA

Form 990 (2021)
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Form 990 (2021) Ori Sp Regi onal Hospital 1nc 58-2175978 Page 6
Part VI 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 line in this Part VI ... ... e |7|_
Section A. Governing Body and Management
Yes [ No
la Enter the number of voting members of the governing body at the end of the tax year 1a | 9
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 | 8
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? 2 X
3  Did the organization delegate control over management duties customarily performed by or under the direct
supervision of officers, directors, trustees, or key employees to a management company or other person? 3 X
4  Did the organization make any significant changes to its governing documents since the prior Form 990 was filed? 4 X
5 Did the organization become aware during the year of a significant diversion of the organization’s assets? 5 X
6  Did the organization have members or stockholders? 6 X
7a Did the organization have members, stockholders, or other persons who had the power to elect or appoint
one or more members of the governing body?> 7a X
b Are any governance decisions of the organization reserved to (or subject to approval by) members,
stockholders, or persons other than the governing body?> 7b X
8 Did the organization contemporaneously document the meetings held or written actions undertaken during the year by the following:
a The governing body? ga | X
b Each committee with authority to act on behalf of the governing body?> gb | X
9 Is there any officer, director, trustee, 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 X
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 affliates? 10a X
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
1la Has the organization provided a complete copy of this Form 990 to all members of its governing body before filing the form? 11a| X
b Describe on Schedule O the process, if any, used by the organization to review this Form 990.
12a Did the organization have a written conflict of interest policy? If “No,” go t0 line13 ... 12a| X
b Were officers, directors, or trustees, and key employees required to disclose annually interests that could give rise to conflicts? | 12b X
¢ Did the organization regularly and consistently monitor and enforce compliance with the policy? If “Yes,”
describe on Schedule O how this was done 12c | X
13  Did the organization have a written whistleblower policy? 13| X
14  Did the organization have a written document retention and destruction policy? 14 | X
15 Did the process for determining compensation of the following persons include a review and approval by
independent persons, comparability data, and contemporaneous substantiation of the deliberation and decision?
The organization'’s CEO, Executive Director, or top management officad 15a | X
b Other officers or key employees of the organizaton 156 | X
If “Yes” to line 15a or 15b, describe the process on Schedule O. See instructions.
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? 16a| X
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
organization’s_exempt status with respect to SUCh arrangemMeNS? . . . . . . ... ..ottt 16b | X

Section C. Disclosure
17  List the states with which a copy of this Form 990 is required to be fled» 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.
Own website |:| 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 P
Jessica Carter 902 7th Street
Cor del e GA 31015-3234 229-276-3130

DAA Form 990 (2021)
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Part VI Compensation of Officers, Directors, Trustees, Key Employees, Highest Compensated Employees, and
Independent Contractors
Check if Schedule O contains a response or note to any lineinthisPart VIl .. ... oo |:|
Section A.  Officers, Directors, Trustees, Key Employees, and Highest Compensated Employees

la 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.

o 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.

e List all of the organization's current key employees, if any. See instructions for definition of "key employee."

e 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, Form 1099-MISC, and/or box 1 of Form 1099-NEC) of more than

$100,000 from the organization and any related organizations.
o 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.

e 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 the instructions for the order in which to list the persons above.

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

)

®)

©
Position

(do not check more than one

®)

®)

F)

Name and title Average box, unless person is both an Reportab!e Reportab!e Estimated amount
2o, | o oy | o
(list any C3121921% |18& & organization (W-2/ organizations (W-2/ from the
hours for 221218 N ?D 1099-MISC/ 1099-MISC/ organization and
relgtecli §§_, g' - -3 §§ = 1099-NEC) 1099-NEC) related organizations
orgat:\;lzsxons g é % _(gn
dotted line) 3 § %
@Lynn Al an Lyons [MD
) 40. 00
Physi ci an 0. 00 X 595, 835 35, 568
@ Steve @Gut ney
ST RTPOO 40. 00
Pr es/ CEO 0.00 [X X 500, 201 51, 689
@ Srilatha Nadi pineni, MD.
) 40. 00
Physi ci an 0. 00 X 501, 413 35, 568
@wA1cia Register,|] MD
) 40. 00
Physi ci an 0. 00 X 454, 213 35, 568
emVi ncent S. Cul pgpper, MD
) 40. 00
Physi ci an 0. 00 X 445, 632 35, 568
eJack B. Royal, WND
) 40. 00
Physi ci an 0. 00 X 395, 812 25,572
(mJessica Carter
) 40. 00
CFO 0. 00 X 258, 229 104, 242
@®Susan Smth
) 40. 00
VP 0. 00 X 174,903 91, 308
@April Dukes
) 40. 00
CNO 0. 00 X 153,158 61, 024
ay)Matt Col ey
) 0.00
Board Menber 0.00 [X 0 0
apHeath Ham | ton
) 0.00
Board Menber 0.00 X 0 0

DAA

Form 990 (2021)
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Part VII Section A. Officers, Directors, Trustees, Key Employees, and Highest Compensated Employees (continued)
©
Position
() (B) (do not check more than one (D) E) F
Name and title Average box, unless person is both an Reportable Reportable Estimated amount
hours officer and a director/trustee) compensation compensation of other
per week —— from the from related compensation
(list any icfz’_ g ] 5 g% J organization (W-2/ organizations (W-2/ from the
hours for SE| €18 | o |28 3 1099-MISC/ 1099-MISC/ organization and
related 85| g EREN 1099-NEC) 1099-NEC) related organizations
organizations Tz i—’ % §
below zl = o o]
dotted line) e s g,
(12) G ndy Hughes
SRR SUPPPPPPIPIY RO 0.00
Board Menber 0.00 [X 0 0 0
(13) Noel WIlliang, Jr.
SRR RUPPIPPPPIPIY RO 0.00
Board Menber 0.00 [X 0 0 0
(14) daire Krause
SRUITRUUUSUUUSPSRRRRRRIT SO 0.00
Secr et ary/ Tr easur er 0.00 [X X 0 0 0
(15) Sule Salam, |MD.
RURRTORRUTUPRRRRRRIT SO 0.00
Asst Sec/ Treas 0.00 | X X 0 0 0
(16) WIliam Pannell, M D
TR UPPPOONN DUOSS 0.00
Chai r nan 0.00 [X X 0 0 0
(17)  Arthur Parker
SRR UOPRPOONN DUONS 0.00
Board nenber 0.00 | X 0 0 0
b swbo@l > 3,479, 396 476, 107
c Total from continuation sheets to Part VII, Section A ... ... .. >
Total (add lineslband1¢) .................oooieiiviieennn... > 3,479, 396 476, 107
2 Total number of individuals (including but not limited to those listed above) who received more than $100,000 of
reportable compensation from the organization
Yes | No
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 . 3 X
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 $150,0007? If “Yes,” complete Schedule J for such
NOVIOURL 4 | X
5 Did any person listed on line 1a receive or accrue compensation from any unrelated organization or individual
for_services rendered to the organization? If “Yes,” complete Schedule J for such person . ... .iiii..iiiiiiieeiieiiiie... 5 X
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.
Name and b(u/-;)lness address Descriptio(nB)of services Com;g])sation
I nnovative Therapy Concepts LLC 2 Mashburn St, Suite 102
Hawki nsvi |l e GA 31036-4961| Ther apy 1,922,161
Ally Healthcare Staffing PO BoX 393
G ay GA 31032 Staffing 1, 499, 998
ASA Heal thcare PO Box 789087
Phi | adel phi a PA 19178-9087| Medical Svcs 1,045, 742
LRA Construction 2727 UWpl and Court
Al bany GA 31721 Construction 980, 582
4ngel s Heal t hcare 4922 Bill Gardner Parkway, Ste 280
Locust G ove GA 30248 T Contract Labor 875, 464
2 Total number of independent contractors (including but not limited to those listed above) who
received more than $100,000 of compensation from the organization P 24

DAA
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Part VI  Statement of Revenue
Check if Schedule O contains a response or note to any line in this Part VIl ... . ... ... ... ... |:|
QY ®) © )
Total revenue Related or exempt Unrelated Revenue excluded
function revenue business revenue from tax under
sections 512-514
%g la Federated-campaigns ............... la
52 b Membership dues 1b
4 ¢ Fundraising events 1c
.8 d Related organizatons 1d
l,;_g € Government grants (contributions) le 14, 319, 123
gm f Al other contributions, gits, grants,
gg and similar amounts not included above ........ 1f 2, 120, 551
26 g Noncash contributions included in
= lines da-1f ... 19 |$
S&| h Total. Add lines 1a=—1f. ... ..o > | 16,439,674
Business Code
g 2a _ Program Service Revenue 623000) 114, 365, 999|114, 365, 999
gm b EMS Qperations Contract 621990 474,811 474,811
nz ¢
g9 o
A
& e
f All other program service revenue ...................
g Total. Add lines 2a—2f....................................... » |114, 840, 810
3 Investment income (including dividends, interest, and
other similar amounts) > 3,517, 302 3,517, 302
4 Income from investment of tax-exempt bond proceeds >
5 ROYAIES ... ... >
(i) Real (i) Personal
6a Gross rents 6a 84, 955
b Less: rental expenses | 6b
C Rental inc. or (loss) 6C 84, 955
d Net rental income or (I0SS) ......ovuiuer it eiiaer.. > 84, 955 84, 955
7@ Gross amount from (i) Securities (i) Other
sales of assets
other than inventory | 7@ 3,414
) b Less: cost or other
§ basis and sales exps. [ 7b 616
&1 ¢ Gainor(oss) | 7c 2,798
S| d Netgain or (I0SS) ........oim e > 2,798 2,798
é 8a Gross income from fundraising events
(not including ¢
of contributions reported on line
lc). See Part IV, line 18 8a
b Less: direct expenses 8b
¢ Net income or (loss) from fundraising events ................ >
9a Gross income from gaming
activities. See Part IV, line 19 9a
b Less: direct expenses 9b
¢ Net income or (loss) from gaming activities .................. >
10a Gross sales of inventory, less
returns and allowances 10a
b Less: cost of goods sold 10b
C _Net income or (loss) from sales of inventory ................. |
" Business Code
é% lla  Detary/vending 621990 454,762 454,762
&Z| b . Nonpatient sales-Enployees 722513 300, 673 300, 673
Tg&% c . Qher revenues 621990 255, 800 255, 800
"é d All other revenue ... ... ... . .. . . .. ... 621990 454, 277 272, 680 - 5, 989 187, 586
e Total. Add lines 10a—10d ... .. ..ottt > 1, 465, 512
12 Total revenue. See instructions ............................. » 136,351, 051|115, 454, 245 -5,989 4,463,121

DAA

Form 990 (2021)
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Part IX

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,

Q)

®)

©

D)

Total expenses Program service Management and Fundraising
8b, 9b, and 10b of Part VIII. expenses general expenses expenses
1  Grants and other assistance to domestic organizations
and domestic governments. See Part IV, line21
2 Grants and other assistance to domestic
individuals. See Part IV, line 22 329,133 329,133
3 Grants and other assistance to foreign
organizations, foreign governments, and
foreign individuals. See Part IV, lines 15 and 16
4 Benefits paid to or for members
5 Compensation of current officers, directors,
trustees, and key employees 1,107, 209 1,107, 209
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 38,104,914 29, 054, 318 9, 050, 596
8 Pension plan accruals and contributions (include
section 401(k) and 403(b) employer contributions) 813, 520 531, 673 281, 847
9 Other employee benefts 5, 905, 213 2, 026, 367 3,878, 846
10 Payoll taxes 3,718, 838 2, 625, 082 1, 093, 756
11 Fees for services (nonemployees):
a Mansgement 298, 829 45, 000 253, 829
b Legal e 1, 053, 962 1, 053, 962
¢ Accounting 132, 663 132, 663
d Lobbying
e Professional fundraising services. See Part IV, line 17
f Investment management fees 407, 061 407, 061
g Other. (If line 11g amount exceeds 10% of line 25, column
(A) amount, fist line 11g expenses on Schedule 0.) 30, 241, 542 23, 147, 231 7, 094, 311
12 Advertising and promotion 416, 277 280, 260 136, 017
13 Office expenses 5,901, 781 4,552, 324 1, 349, 457
14 Information technology
15 Royaltes
16 Occupancy 2,848,176 400, 141 2,448, 035
7 Tavel 434,338 245,455 188, 883
18 Payments of travel or entertainment expenses
for any federal, state, or local public officials
19 Conferences, conventions, and meetings 88, 632 49, 416 39, 216
20 Interest
21 Payments to affliates
22 Depreciation, depletion, and amortization 6, 104, 097 2, 453, 361 3, 650, 736
23 Insurance 809, 753 78, 258 731, 495
24 Other expenses. Itemize expenses not covered
above (List miscellaneous expenses on line 24e. If
line 24e amount exceeds 10% of line 25, column
(A) amount, list line 24e expenses on Schedule O.)
a Medical Supplies 17,802, 371| 17,802,371
b Licenses and Taxes 1, 500, 320 38, 400 1,461, 920
¢ Hospital/Nursing Home 448, 038 448, 038
d . Repairs & Miintenance 257, 667 194, 969 62, 698
e Al other expenses 598, 701 134, 785 463, 916
25 Total functional expenses. Add lines 1 through 24e . . .. 119, 323, 035 84, 436, 582 34, 886, 453 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 B> |:| if
following SOP 98-2 (ASC 958-720) ...............
DAA

Form 990 (2021)
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Part X Balance Sheet
Check if Schedule O contains a response or note to any line in this Part X D_
A (B)
Beginning of year End of year
1 Cash—non-interest-bearing 1,005,348 1 204, 100
2 Savings and temporary cash investments 17,124,123 2 43, 597,413
3 Pledges and grants receivable, n et 3
4 Accounts receivable, net 20, 023,599 4 24,219,913
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 5
6 Loans and other receivables from other disqualified persons (as defined
%) under section 4958(f)(1)), and persons described in section 4958(c)(3)B) 6
aé 7 Notes and loans receivable, n et 7
<| 8 Inventories forsaleoruse 2,292,402] s 2,292,523
9 Prepaid expenses and deferred charges 1,878,821 o 1, 946, 098
10a Land, buildings, and equipment: cost or other
basis. Complete Part VI of SchedueD 10a| 120, 058, 080
b Less: accumulated depreciaton 10b 75,175, 233 43, 198, 220 10c 44,882, 847
11 Investments—publicly traded securites 59,461,970 11 51,613, 102
12 Investments—other securities. See Part IV, line1z 431, 969] 12 431, 969
13 Investments—program-related. See Part IV, line1z. ... 13
14 Intangible assets 10, 656, 453 14 9,580, 012
15 Other assets. See Part Iv, ine1z. 8,391,866/ 15 4,484, 952
16 Total assets. Add lines 1 through 15 (must equal line 33) .............................. 164, 464, 7711 16 183, 252, 929
17 Accounts payable and accrued expenses 13,297,374 17 14,120, 816
18 Grants payable 18
19 Deferred revenue 7,950, 367 19 4,013, 082
20 Tax-exempt bond liabilites 23, 630, 000 20 49, 369, 470
21 Escrow or custodial account liability. Complete Part IV of Schedule D 21
? 22 Loans and other payables to any current or former officer, director,
p= trustee, key employee, creator or founder, substantial contributor, or 35%
E controlled entity or family member of any of these persons 22
—' |23 Secured mortgages and notes payable to unrelated third paries 14,737,792] 23 3,704, 248
24 Unsecured notes and loans payable to unrelated third partes 24
25 Other liabilities (including federal income tax, payables to related third
parties, and other liabilities not included on lines 17-24). Complete Part X
of Schedule D 25 539, 988
26 Total liabilities. Add lines 17 through 25 ... oooviieee e 59, 615, 533 26 71, 747, 604
Organizations that follow FASB ASC 958, check here }
§ and complete lines 27, 28, 32, and 33.
& |27 Net assets without donor restricions 104, 849, 238 | 27 111, 505, 325
@ |28 Net assets with donor restrictons 28
e Organizations that do not follow FASB ASC 958, check here P D
I and complete lines 29 through 33.
E 29 Capital stock or trust principal, or current funds 29
§ 30 Paid-in or capital surplus, or land, building, or equipment und 30
£ |31 Retained earnings, endowment, accumulated income, or other funds 31
g 32 Total net assets or fund balances 104, 849, 238 | 32 111, 505, 325
33 Total liabilities and net assets/fund balances .............. .. ... .. .. . . i 164, 464, 771 33 183, 252, 929

DAA
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Part XI Reconciliation of Net Assets
Check if Schedule O contains a response or note to any line in this Part X| . X
1 Total revenue (must equal Part VIIl, column (A), ine12) 1 136, 351, 051
2 Total expenses (must equal Part IX, column (A), ine25) 2 119, 323, 035
3 Revenue less expenses. Subtract line 2 from lipez 3 17,028, 016
4 Net assets or fund balances at beginning of year (must equal Part X, line 32, coumn (A 4 104, 849, 238
5 Net unrealized gains (losses) on investments 5 -9, 607, 495
6 Donated services and use of facilites 6
7 Investment expenses 7
8 Prior period adjustments 8 7, 840
9 Other changes in net assets or fund balances (explain on Schedueo) 9 -772,274
10 Net assets or fund balances at end of year. Combine lines 3 through 9 (must equal Part X, line
32, COUMN (B)) oot 10 111, 505, 325

Part XIl Financial Statements and Reporting
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 on
Schedule O.
2a Were the organization's financial statements compiled or reviewed by an independent accountant? 2a X

If "Yes," check a box below to indicate whether the financial statements for the year were compiled or
reviewed on a 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? 20 | X
If "Yes," check a box below to indicate whether the financial statements for the year were audited on a
separate basis, consolidated basis, or both:
|:| Separate basis Consolidated basis |:| Both consolidated and separate basis

c 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? 2c | X
If the organization changed either its oversight process or selection process during the tax year, explain on
Schedule O.
3a As a result of a federal award, was the organization required to undergo an audit or audits as set forth in the
Single Audit Act and OMB Circular A-133? 3a| X

b If “Yes,” did the organization undergo the required audit or audits? If the organization did not undergo the
reguired audit or audits, explain why on Schedule O and describe any steps taken to undergo such audits

3| X
Form 990 (2021)
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SCHEDULE A Public Charity Status and Public Support OME No. 1545.0047
Form 990
( ) Complete if the organization is a section 501(c)(3) organization or a section 4947(a)(1) nonexempt charitable trust. 2021
Department of the Treasury P Attach to Form 990 or Form 990-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

Orisp Regional Hospital |Inc 58-2175978
Part | 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.)
A church, convention of churches, or association of churches described in section 170(b)(1)(A)(i).
. A school described in section 170(b)(1)(A)(ii). (Attach Schedule E (Form 990).)
A hospital or a cooperative hospital service organization described in section 170(b)(1)(A)(iii).
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:
An organization operated for the benefit of a college or university owned or operated by a governmental unit described in
section 170(b)(1)(A)(iv). (Complete Part II.)
A federal, state, or local government or governmental unit described in section 170(b)(1)(A)(v).
An organization that normally receives a substantial part of its support from a governmental unit or from the general public
described in section 170(b)(1)(A)(vi). (Complete Part II.)
A community trust described in section 170(b)(1)(A)(vi). (Complete Part II.)
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:
An organization that normally receives (1) more than 33 1/3% of its support from contributions, membership fees, and gross
receipts from activities related to its exempt functions, subject to certain exceptions; and (2) no more than 331/3% of its
support from gross investment income and unrelated business taxable income (less section 511 tax) from businesses
acquired by the organization after June 30, 1975. See section 509(a)(2). (Complete Part 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 on lines 12a through 12d that describes the type of supporting organization and complete lines 12e, 12f, and 12g.

|:| Type |. 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.

Q@

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

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

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

e |:| Check this box if the organization received a written determination from the IRS that it is a Type I, Type Il, Type IlI
functionally integrated, or Type Il non-functionally integrated supporting organization.

f  Enter the number of supported organizations I:I

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

(i) Name of supported (i) EIN (iii) Type of organization (iv) Is the organization (v) Amount of monetary (vi) Amount of
organization (described on lines 1-10 listed in your governing support (see other support (see
above (see instructions)) document? instructions) instructions)
Yes No
)
(B)
©
(D)
E)
Total
For Paperwork Reduction Act Notice, see the Instructions for Form 990 or 990-EZ. Schedule A (Form 990) 2021

DAA
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Schedule A (Form 990) 2021 Crisp Regional Hospital |Inc 58-2175978 Page 2
Part Il Support Schedule for Organizations Described in Sections 170(b)(1)(A)(iv) 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 lll. If the organization fails to qualify under the tests listed below, please complete Part Ill.)
Section A. Public Support
Calendar year (or fiscal year beginning in) P (@) 2017 (b) 2018 (c) 2019 (d) 2020 (e) 2021 (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 through3
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 ()
6 Public support. Subtract line 5 from line 4 ..
Section B. Total Support
Calendar year (or fiscal year beginning in) P (@) 2017 (b) 2018 (c) 2019 (d) 2020 (e) 2021 (f) Total
7  Amounts from line4
8  Gross income from interest, dividends,
payments received on securities loans,
rents, royalties, and income from
similar sources ... .
9  Net income from unrelated business
activities, whether or not the business
is regularly carried on ........ .. ...,
10  Other income. Do not include gain or
loss from the sale of capital assets
(Explain in Part VL) .....................
11  Total support. Add lines 7 through 10
12 Gross receipts from related activities, etc. (see instructons) | 12
13  First 5 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 ANnd STOD NeIe . ... ...ttt ettt iiiiiiiiiiii.. > |_|
Section C. Computation of Public Support Percentage
14 Public support percentage for 2021 (line 6, column (f) divided by line 11, courin @) 14 %
15  Public support percentage from 2020 Schedule A, Part Il, line 24 15 %

16a 33 1/3% support test—2021. If the organization did not check the box on line 13, and line 14 is 33 1/3% or more, check this
box and stop here. The organization qualifies as a publicly supported organization
b 33 1/3% support test—2020. If the organization did not check a box on line 13 or 16a, and line 15 is 33 1/3% or more, check
this box and stop here. The organization qualifies as a publicly supported organization
17a 10%-facts-and-circumstances test—2021. 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—2020. 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 organization did not check a box on line 13, 16a, 16b, 17a, or 17b, check this box and see
instructions

> []
> []

> []

> []
> []

Schedule A (Form 990) 2021
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Schedule A (Form 990) 2021 Crisp Regional Hospital |Inc 58-2175978 Page 3

Part 1lI 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 II.
If the organization fails to qualify under the tests listed below, please complete Part Il.)

Section A. Public Support

Calendar year (or fiscal year beginning in) P (a) 2017 (b) 2018 (c) 2019 (d) 2020 (e) 2021 (f) Total
1 Gifts, grants, contributions, and membership fees
received. (Do not include any "unusual grants.")
2 Gross receipts from admissions, merchandise
sold or services performed, or facilities
furnished in any activity that is related to the
organization's tax-exempt purpose .. ........
3 Gross receipts from activities that are not an
unrelated trade or business under section 513
4 Tax revenues levied for the
organization's benefit and either paid
to or expended on its behalf
5  The value of services or facilities
furnished by a governmental unit to the
organization without charge
6 Total. Add lines 1 through5
7a  Amounts included on lines 1, 2, and 3
received from disqualified persons
b Amounts included on lines 2 and 3
received from other than disqualified
persons that exceed the greater of $5,000
or 1% of the amount on line 13 for the year
¢ Addlines7aand7b
8  Public support. (Subtract line 7c from
line6)
Section B. Total Support
Calendar year (or fiscal year beginning in)  » (a) 2017 (b) 2018 (c) 2019 (d) 2020 (e) 2021 (f) Total
9 Amounts from line¢
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
c Addlines 10aand 10b
11 Net income from unrelated business
activities not included on 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 Partvty
13  Total support. (Add lines 9, 10c, 11,
and12)
14  First 5 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 Nere | 3 |:|
Section C. Computation of Public Support Percentage
15  Public support percentage for 2021 (line 8, column (f), divided by line 13, courn () 15 %
16 Public support percentage from 2020 Schedule A, Part 11, INe 15 ittt ettt ettt 16 %
Section D. Computation of Investment Income Percentage
17 Investment income percentage for 2021 (line 10c, column (f), divided by line 13, courn ¢ 17 %
18 Investment income percentage from 2020 Schedule A, Part Ill, line17 18 %
19a 33 1/3% support tests—2021. If the organization did not check the box on line 14, and line 15 is more than 33 1/3%, and line
17 is not more than 33 1/3%, check this box and stop here. The organization qualifies as a publicly supported organization ..................... | 4 |:|
b 33 1/3% support tests—2020. If the organization did not check a box on line 14 or line 19a, and line 16 is more than 33 1/3%, and
line 18 is not more than 33 1/3%, check this box and stop here. The organization qualifies as a publicly supported organization................. | 4 |:|
20 Private foundation. If the organization did not check a box on line 14, 19a, or 19b, check this box and see instructions ......................... | 4 |:|

DAA
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Schedule A (Form 990) 2021 Crisp Regional Hospital |Inc 58-2175978 Page 4
Part IV Supporting Organizations
(Complete only if you checked a box in line 12 on Part I. If you checked box 12a, Part I, complete Sections A
and B. If you checked box 12b, Part I, complete Sections A and C. If you checked box 12c, Part I, complete
Sections A, D, and E. If you checked box 12d, Part I, 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 supported organizations are designated. If designated by
class or purpose, describe the designation. If historic and continuing relationship, explain. 1

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

organization was described in section 509(a)(1) or (2). 2
3a Did the organization have a supported organization described in section 501(c)(4), (5), or (6)? If "Yes," answer
lines 3b and 3c below. 3a

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. 3b
¢ 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. 3c
4a Was any supported organization not organized in the United States (“foreign supported organization")? If
"Yes," and if you checked box 12a or 12b in Part I, answer lines 4b and 4c below. 4da

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. 4b

¢ Did the organization support any foreign supported organization that does not have an IRS determination
under sections 501(c)(3) and 509(a)(1) or (2)? 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. 4c

5a Did the organization add, substitute, or remove any supported organizations during the tax year? If "Yes,"
answer lines 5b and 5c below (if applicable). Also, provide detail in Part VI, including (i) the names and EIN
numbers of the supported organizations added, substituted, or removed; (ii) 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). 5a
b  Type I or Type Il only. Was any added or substituted supported organization part of a class already

designated in the organization's organizing document? 5b
¢ Substitutions only. Was the substitution the result of an event beyond the organization's control? 5c

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, (ii) individuals that are part of the charitable class benefited
by one or more of its supported organizations, or (iii) other supporting organizations that also support or
benefit one or more of the filing organization’s supported organizations? If "Yes," provide detail in Part VI. 6

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

9a Was the organization controlled directly or indirectly at any time during the tax year by one or more
disqualified persons, as defined in section 4946 (other than foundation managers and organizations

described in section 509(a)(1) or (2))? If “Yes,” provide detail in Part VI. 9a
b  Did one or more disqualified persons (as defined on line 9a) hold a controlling interest in any entity in which

the supporting organization had an interest? If "Yes," provide detail in Part VI. 9b
¢ Did a disqualified person (as defined on 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 VI. 9c

10a Was the organization subject to the excess business holdings rules of section 4943 because of section
4943(f) (regarding certain Type |l supporting organizations, and all Type Ill non-functionally integrated

supporting organizations)? If "Yes," answer line 10b below. 10a
b  Did the organization have any excess business holdings in the tax year? (Use Schedule C, Form 4720, to
determine whether the organization had excess business holdings.) 10b

Schedule A (Form 990) 2021
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Schedule A (Form 990) 2021 Crisp Regional Hospital |Inc 58-2175978 Page 5
Part IV Supporting Organizations (continued)

Yes No

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 on lines 11b and
11c below, the governing body of a supported organization? lla
b A family member of a person described on line 11a above? 11b
¢ A 35% controlled entity of a person described on line 11a or 11b above? If “Yes” to line 11a, 11b, or 11c,
provide detail in Part VI. 1lic
Section B. Type | Supporting Organizations

Yes No

1 Did the governing body, members of the governing body, officers acting in their official capacity, or membership of one or
more supported organizations have the power to regularly appoint or elect at least a majority of the organization’s officers,
directors, or trustees at all times during the tax year? If “No,” describe in Part VI how the supported organization(s)
effectively operated, supervised, or controlled the organization’s activities. If the organization had more than one supported
organization, describe how the powers to appoint and/or remove officers, directors, or trustees were allocated among the
supported organizations and what conditions or restrictions, if any, applied to such powers during the tax year. 1

2 Did the organization operate for the benefit of any supported organization other than the supported
organization(s) that operated, supervised, or controlled the supporting organization? 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. 2

Section C. Type |l Supporting Organizations

Yes No

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). 1

Section D. All Type Ill Supporting Organizations

Yes No

1 Did the organization provide to each of its supported organizations, by the last day of the fifth month of the
organization’s tax year, (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? 1

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

3 By reason of the relationship described on line 2, above, 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. 3

Section E. Type lll Functionally Integrated Supporting Organizations
1 Check the box next to the method that the organization used to satisfy the Integral Part Test during the year (see instructions).
a The organization satisfied the Activities Test. Complete line 2 below.
b The organization is the parent of each of its supported organizations. Complete line 3 below.
c The organization supported a governmental entity. Describe in Part VI how you supported a governmental entity (see instructions).

2 Activities Test. Answer lines 2a and 2b below. Yes No

a Did substantially all of the organization’s activities during the tax year directly further the exempt purposes of
the supported organization(s) to which the organization was responsive? 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. 2a

b Did the activities described on line 2a, above, 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. 2b

3 Parent of Supported Organizations. Answer lines 3a and 3b 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? If “Yes” or “No,” provide details in Part VI. 3a
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. 3b

DAA Schedule A (Form 990) 2021
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Cri sp Regi onal Hospital

I nc

58-2175978 Page 6

Part V

Type lll 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

(B) Current Year
(optional)

Net short-term capital gain

Recoveries of prior-year distributions

Other gross income (see instructions)

Add lines 1 through 3.

Depreciation and depletion

(S0 E-N (VIR |\ O o

(o200 (2 1 E-N [CVIN [\ O o

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)

Other expenses (see instructions)

8

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

Section B — Minimum Asset Amount

(A) Prior Year

(B) Current Year
(optional)

1

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

Average monthly value of securities

la

Average monthly cash balances

1b

Fair market value of other non-exempt-use assets

1c

Total (add lines 1a, 1b, and 1c)

1d

o | |0 |TO|o

Discount claimed for blockage or other factors
(explain in detail in Part VI):

Acquisition indebtedness applicable to non-exempt-use assets

Subtract line 2 from line 1d.

w [N

AW

Cash deemed held for exempt use. Enter 0.015 of line 3 (for greater amount,
see instructions).

Net value of non-exempt-use assets (subtract line 4 from line 3)

Multiply line 5 by 0.035.

Recoveries of prior-year distributions

[eolll BN (o)1 [¢)]

Minimum Asset Amount (add line 7 to line 6)

w0 ([N [o (o [~

Section C — Distributable Amount

Current Year

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

Enter 0.85 of line 1.

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

Enter greater of line 2 or line 3.

Income tax imposed in prior year

(S0 E-N [OVIN | Ol | o

(o200 (2 1 E-N [CVIN [\ O o

Distributable Amount. Subtract line 5 from line 4, unless subject to
emergency temporary reduction (see instructions).

[

~

|:|Check here if the current year is the organization's first as a non-functionally integrated Type Ill supporting organization

(see instructions).

DAA
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Cri sp Regi onal

Hospital |nc

58-2175978 Page 7

Part V

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

Section D — Distributions

Current Year

Amounts paid to supported organizations to accomplish exempt purposes

N |-

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

organizations, in excess of income from activity

Administrative expenses paid to accomplish exempt purposes of supported organizations

Amounts paid to acquire exempt-use assets

Qualified set-aside amounts (prior IRS approval required—provide details in Part VI)

Other distributions (describe in Part VI). See instructions.

Total annual distributions. Add lines 1 through 6.

(o2l BN [o2 1 (42 1 B [OV]

Distributions to attentive supported organizations to which the organization is responsive

(provide details in Part VI). See instructions.

Distributable amount for 2021 from Section C, line 6

10

Line 8 amount divided by line 9 amount

0] (ih) (iii)
Section E — Distribution Allocations (see instructions) Excess Distributions Underdistributions Distributable
Pre-2021 Amount for 2021
1  Distributable amount for 2021 from Section C, line 6
2 Underdistributions, if any, for years prior to 2021
(reasonable cause required—explain in Part VI). See
instructions.
3 Excess distributions carryover, if any, to 2021
a From 2016 .. ... ... ...l
b From 2017 . ... . . ...
C From 2018 .. ... .. ... ...l
d From 2019 ... ... .. ...l
e From 2020 .. ... .. ...
f Total of lines 3a through 3e
g Applied to underdistributions of prior years
h Applied to 2021 distributable amount
i Carryover from 2016 not applied (see instructions)
j Remainder. Subtract lines 3g, 3h, and 3i from line 3f.
4  Distributions for 2021 from
Section D, line 7: $
a Applied to underdistributions of prior years
b Applied to 2021 distributable amount

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

5 Remaining underdistributions for years prior to 2021, 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 2021 Subtract lines 3h
and 4b from line 1. For result greater than zero, explain in
Part VI. See instructions.

7  Excess distributions carryover to 2022. Add lines 3]
and 4c.

8  Breakdown of line 7:

a Excess from 2017 ... ... ... .. ... ..........
b Excess from 2018 ..........................
Cc Excess from 2019 ...........................
d Excess from 2020 ............ ... ... ...,
e Excess from 2021

DAA

Schedule A (Form 990) 2021
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Schedule A (Form 990) 2021 Crisp Regional Hospital |Inc 58-2175978 Page 8
Part VI Supplemental Information. Provide the explanations required by Part Il, line 10; Part Il, line 17a or 17b; Part
Ill, line 12; Part IV, Section A, lines 1, 2, 3b, 3c, 4b, 4c, 5a, 6, 9a, 9b, 9¢, 11a, 11b, and 11c; Part IV, Section
B, lines 1 and 2; Part IV, Section C, line 1; Part IV, Section D, lines 2 and 3; Part IV, Section E, lines 1c, 2a, 2b,
3a, and 3b; Part V, line 1; Part V, Section B, line 1e; Part V, Section D, lines 5, 6, and 8; and Part V, Section E,
lines 2, 5, and 6. Also complete this part for any additional information. (See instructions.)

DAA Schedule A (Form 990) 2021
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Schedule B
(Form 990)

Schedule of Contributors

P Attach to Form 990 or Form 990-PF.

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

OMB No. 1545-0047

2021

Name of the organization

Employer identification number

Crisp Regional Hospital Inc 58-2175978

Organization type (check one):

Filers of: Section:

Form 990 or 990-EZ

Form 990-PF

X

501(c)( 3 ) (enter number) organization

4947(a)(1) nonexempt charitable trust not treated as a private foundation
527 political organization

501(c)(3) exempt private foundation

4947(a)(1) nonexempt charitable trust treated as a private foundation

N I O B A O

501(c)(3) taxable private foundation

Check if your organization is covered by the General Rule or a Special Rule.
Note: Only a section 501(c)(7), (8), or (10) organization can check boxes for both the General Rule and a Special Rule. See
instructions.

General Rule

For an organization filing Form 990, 990-EZ, or 990-PF that received, during the year, contributions totaling $5,000

or more (in money or property) from any one contributor. Complete Parts | and Il. See instructions for determining a
contributor's total contributions.

Special Rules

|:| For an organization described in section 501(c)(3) filing Form 990 or 990-EZ that met the 33'/3% support test of the

regulations under sections 509(a)(1) and 170(b)(1)(A)(vi), that checked Schedule A (Form 990), Part Il, line 13, 16a, or
16b, and that received from any one contributor, during the year, total contributions of the greater of (1) $5,000; or
(2) 2% of the amount on (i) Form 990, Part VIII, line 1h; or (i) Form 990-EZ, line 1. Complete Parts | and II.

For an organization described in section 501(c)(7), (8), or (10) filing Form 990 or 990-EZ that received from any one
contributor, during the year, total contributions of more than $1,000 exclusively for religious, charitable, scientific,
literary, or educational purposes, or for the prevention of cruelty to children or animals. Complete Parts | (entering
“N/A” in column (b) instead of the contributor name and address), I, and IIl.

For an organization described in section 501(c)(7), (8), or (10) filing Form 990 or 990-EZ that received from any one
contributor, during the year, contributions exclusively for religious, charitable, etc., purposes, but no such
contributions totaled more than $1,000. If this box is checked, enter here the total contributions that were received
during the year for an exclusively religious, charitable, etc., purpose. Don't complete any of the parts unless the
General Rule applies to this organization because it received nonexclusively religious, charitable, etc., contributions

totaling $5,000 or more during the year |

Caution: An organization that isn't covered by the General Rule and/or the Special Rules doesn't file Schedule B (Form 990), but it
must answer “No” on Part IV, line 2, of its Form 990; or check the box on line H of its Form 990-EZ or on its Form 990-PF, Part I, line
2, to certify that it doesn't meet the filing requirements of Schedule B (Form 990).

For Paperwork Reduction Act Notice, see the instructions for Form 990, 990-EZ, or 990-PF.

DAA
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Schedule B (Form 990) (2021) Page 1 of 12 Page 2
Name of organization Employer identification number
Cisp Regional Hospital Inc 58-2175978
Part | Contributors (see instructions). Use duplicate copies of Part | if additional space is needed.
@ (b) (©) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
1. Departnent of Health & Human Svc Person
200 | ndependence Ave SW Payroll |
L8 3,958,408 | nNoncash | |
Vashington DC 20201- 0004 (Complete Part Ii for
noncash contributions.)
@ (b) (©) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
2. Georgia Dept of Community Health Person
902 North 7th St Payroll |
........................................................................................... 96,029 | nNoncash [ |
Cordele GA 31015-3234 (Complete Part Il for
noncash contributions.)
@ (b) (©) C)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
3. US Smal |l Business Admnistration Person
409 Third Street SW Payroll |
LS 9,264,686 | nNoncash | |
Washington DC 20416 (Complete Part Il for
noncash contributions.)
@ (b) (©) C)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
4 . United States Dept of Agriculture Person
1400 | ndependence Avenue Payroll ]
LS 1,000,000 | nNoncash [ |
Washington DC 20250 (Complete Part Il for
noncash contributions.)
@) (b) (©) C)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
9. | Deep Adhikari ... ... Person
120 Stroman Wy Payroll |
...................... .......10,000 | noncash [ |
VWarner Robins GA 31088-2532 (Complete Part Ii for
noncash contributions.)
@) (b) (©) C)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
6. Areris Bank .. Person
3500 Piednont Rd. NE, Ste 625 Payroll ]
,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,, 100,000 | nNoncash | |
Atlanta GA 30305- 1503 (Complete Part Ii for
noncash contributions.)

DAA
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Schedule B (Form 990) (2021) Page 2 of 12 Page 2
Name _of organization_ ] Employer identification number
Cisp Regional Hospital Inc 58-2175978
Part | Contributors (see instructions). Use duplicate copies of Part | if additional space is needed.
(a) (b) (© (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
7. | Raynmond Baldwn Person
331 Tommy Smth Road Payroll |
| S 10,000 | nNoncash [ |
Leslie . ... GA 31764-2147 (Complete Part Ii for
noncash contributions.)
(a) (b) (© (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
8. .| .G C Benford . . ... Person
2311 Val | ngton Dr. Payroll |
........................................................................................... 10,000 | nNoncash [ |
Albany GA 31721-8986 (Complete Part Il for
noncash contributions.)
(a) (b) (© (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
9. | Priest Blackstock ... ... ... Person
1025 N Houston Rd Payroll |
...................... ......10,000 | nNoncash [ |
VWarner Robins = GA 31093- 1505 (Complete Part Ii for
noncash contributions.)
@ (b) (©) C)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
10 Eliran Bracha ... ... Person
80 Cobbl estone Blvd SE Payroll |
............. ... 11,000 | Noncash [ |
Multrie GA 31/788- 7713 (Complete Part Il for
noncash contributions.)
@) (b) (©) C)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
11 Ronal d Breakstone ... ... .. Person
3845 Teesdal e Court Payroll |
.................... ......20,000 | nNoncash [ |
sandy springs. .. GA 30350- 5052 (Complete Part Ii for
noncash contributions.)
(a) (b) (© (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
12 | Dustin BROMWN Person
2818 Carson Drive Payroll |
........................................................................................... 15,000 | nNoncash [ |
Columbus GA 31906- 1655 (Complete Part Ii for
noncash contributions.)

DAA
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Schedule B (Form 990) (2021) Page 3 of 12 Page 2
Name _of organization_ ] Employer identification number
Cisp Regional Hospital Inc 58-2175978
Part | Contributors (see instructions). Use duplicate copies of Part | if additional space is needed.
(a) (b) (© (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
13, Mchael Browning ... ... .. Person
402 Ti nberland Dr Payroll |
........................................................................................... 10,000 | woncash [ |
Cordele GA 31015-5143 (Complete Part Il for
noncash contributions.)
@ (b) (©) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
14 Harold Carter .. ... . . ... Person
75 Aberdeen CGr Payroll |
............................................................................................. 5,000 Noncash .
Cordele GA 31015-5155 (Complete Part Il for
noncash contributions.)
@ (b) (©) C)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
A5 | Wlliam Carter . Person
78 Aberdeen Grcle Payroll |
........................................................................................... 10,000 | woncash [ |
Cordele GA 31015-5154 (Complete Part Il for
noncash contributions.)
(a) (b) (© (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
16 Charles Coley .. ... ... Person
P.O Box 218 Payroll .
........................................................................................... 10,000 | woncash [ |
Vienna GA 31092- 0218 (Complete Part Il for
noncash contributions.)
@) (b) (©) C)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
17| Mdison Coley ... . Person
P.O Box 218 Payroll .
........................................................................................... 10,000 | woncash [ |
Vienna GA 31092- 0218 (Complete Part Il for
noncash contributions.)
(a) (b) (© (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
18 | Mchael Davis ... ... Person
787 Qakl and Rd Payroll |
........................................................................................... 20,000 | noncash [ |
Leesburg . .. GA 31763-4210 (Complete Part Ii for
noncash contributions.)

DAA
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Schedule B (Form 990) (2021)

Page 4 of 12 Page 2

Name of organization

Cri sp Regi onal

Hospital |nc

Employer identification number

58-2175978

Part | Contributors (see instructions). Use duplicate copies of Part | if additional space is needed.
@ (b) (©) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
19 | Franklin Davis . ... Person
105 Lower Meigs Rd Payroll ]
............. o....12,000 | noncash [ |
Multrie GA 31768- 0495 (Complete Part Il for
noncash contributions.)
@ (b) (©) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
20 | Roe Davis .. ... ... Person
251 Add Seville Road Payroll |
........................................................................................... 10,000 | woncash [ |
Cordele GA 31015- 8257 (Complete Part Il for
noncash contributions.)
@ (b) (©) C)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
21, Christopher Dente .. ... ... ... Person
2952 Lavista Court Payroll |
............................................................................................. 5,000 Noncash .
Decatur . ... GA 30033- 1100 (Complete Part Il for
noncash contributions.)
@ (b) (©) C)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
22 | Dmour LLC Person
11180 Statebridge Road, Ste 301 Payroll ]
,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,, 258,750 | nNoncash [ |
A pharetta GA 30022- 7483 (Complete Part Il for
noncash contributions.)
@) (b) (©) C)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
23 Robert Enfinger ... ... . ... Person
134 Huron Street Payroll |
........................................................................................... 10,000 | woncash [ |
Decatur . ... GA 30030- 1863 (Complete Part Il for
noncash contributions.)
@) (b) (©) C)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
24 | Steven Gautney ... Person
1236 US Hw 41 Payroll |

Noncash .
(Complete Part Il for
noncash contributions.)

DAA
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Schedule B (Form 990) (2021) Page 5 of 12 Page 2
Name of organization Employer identification number
Cisp Regional Hospital Inc 58-2175978
Part | Contributors (see instructions). Use duplicate copies of Part | if additional space is needed.
(a) (b) (© (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
25 | James Gbbs Person
128 N. Val hall a Lane Payroll |
L s 10, 000 Noncash .
Cordele GA 31015-9305 (Complete Part Il for
noncash contributions.)
(a) (b) (© (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
26 | David Gantham. ... .. .. ... Person
215 Gak Road Payroll |
R s 5,906 Noncash .
Arabi GA 31712-2253 (Complete Part Il for
noncash contributions.)
(a) (b) (© (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
27 | Charlie Giffin . Person
150 N Val halla Ln Payroll |
TR $ 186,000 | nNoncash | |
Cordele GA 31015-9305 (Complete Part Il for
noncash contributions.)
(a) (b) (© (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
28 | Jereny Giffin Person
144 N Val halla Ln Payroll |
,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,, $ ......186,000 | nNoncash | |
Cordele GA 31015-9305 (Complete Part Il for
noncash contributions.)
(a) (b) (© (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
29 | Jesse Giffin. . .. Person
171 Ferry Landing Rd Payroll ]
T U $ 186,000 | nNoncash | |
Cordele GA 31015-9377 (Complete Part Il for
noncash contributions.)
(a) (b) (© (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
30| Wlliam Giffin ... Person
118 N Val halla Ln Payroll |
L s 23, 715 Noncash .
Cor del e GA 31015-9305 (Complete Part Il for

noncash contributions.)

Schedule B (Form 990) (2021)
DAA
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Schedule B (Form 990) (2021) Page 6 of 12 Page 2
Name _of organization_ ] Employer identification number
Cisp Regional Hospital Inc 58-2175978
Part | Contributors (see instructions). Use duplicate copies of Part | if additional space is needed.
(a) (b) (© (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
Bl | Wlliam Giffin Person
270 Scenic Re Payroll |
,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,, 186,000 | nNoncash | |
Cordele GA 31015-9395 (Complete Part Il for
noncash contributions.)
@ (b) (©) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
32, John Hearn .. ... ... Person
2156 Wl bert Trail Payroll |
...... o....45,000 | noncash [ |
Marietta . GA 30062- 7907 (Complete Part Ii for
noncash contributions.)
(a) (b) (© (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
33 Lawrence H I Person
26 Springhill Drive Payroll ]
LS 10,000 | woncash [ |
Tifton GA 31793- 6869 (Complete Part Ii for
noncash contributions.)
(a) (b) (© (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
34, Fawzi Hmada . Person
811 North Fourth Street Payroll |
........................................................................................... 22,000 | nNoncash | |
Cordele GA 31015-3219 (Complete Part Il for
noncash contributions.)
@) (b) (©) C)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
35| Richard Huckaby ... ... .. Person
P. O Box 1066 Payroll |
............................................................................................. 5,000 Noncash .
dayton ... ... GA 30525- 0027 (Complete Part Ii for
noncash contributions.)
(a) (b) (© (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
36 Mark Johnson ... . Person
358 Cannon Branch Road Payroll |
........................................................................................... 10,000 | woncash [ |
Cordele GA 31015-5477 (Complete Part Il for
noncash contributions.)

DAA

Schedule B (Form 990) (2021)
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Schedule B (Form 990) (2021) Page 7 of 12 Page 2
Name _of organization_ ] Employer identification number
Cisp Regional Hospital Inc 58-2175978
Part | Contributors (see instructions). Use duplicate copies of Part | if additional space is needed.
(a) (b) (© (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
37| .Ashley Johnson .. ... Person
134 Harris Lane Payroll |
e ST TS S 10,000 | woncash [ |
St Sinons Island GA 31522- 5687 (Complete Part Ii for
noncash contributions.)
(a) (b) (© (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
38 | Larry Jackson Johnson ... . . . Person
102 Lakeside Drive Payroll |
L s 12, 000 Noncash .
Cordele GA 31015-8815 (Complete Part Il for
noncash contributions.)
@ (b) (©) C)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
39| Alexander Katz ... Person
44 ONE GECRA A DRI VE Payroll ]
L s 10, 000 Noncash .
ASHBURN GA 31714-1858 (Complete Part Ii for
noncash contributions.)
(a) (b) (© (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
40 | David Kavtaradze Person
2015 Deborah Drive NE Payroll |
L s 25, 000 Noncash .
Atlanta GA 30345- 3917 (Complete Part Ii for
noncash contributions.)
@) (b) (©) C)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
41 | Janes Kent Person
1425 Rudder Lane Payroll |
o e s 5 ,000 Noncash .
Knoxville TN 37919- 8435 (Complete Part Il for
noncash contributions.)
(a) (b) (© (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
42 | Fred Krause .. .. Person
2049 Antioch Rd. Payroll |
L s 22, 000 Noncash .
Cor del e GA 31015-8816 (Complete Part Il for

noncash contributions.)

Schedule B (Form 990) (2021)
DAA
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Schedule B (Form 990) (2021) Page 8 of 12 Page 2
Name of organization Employer identification number
Cisp Regional Hospital Inc 58-2175978
Part | Contributors (see instructions). Use duplicate copies of Part | if additional space is needed.
(a) (b) (© (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
43| Harry Latham Person
2138 Royal Rd. Payroll |
L s 10, 000 Noncash .
Cordele GA 31015-5113 (Complete Part Il for
noncash contributions.)
(a) (b) (© (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
44 | Rchard Lawson .. .. . Person
677 Pleasant Valley Rd. Payroll ]
S s 8,000 Noncash .
Menna GA 31092-4517 (Complete Part II for
noncash contributions.)
(a) (b) (© (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
45 | ‘Ronney Ledford ... Person
9320 Hwy 27 E Payroll |
S s 27, 000 Noncash .
Vienna GA 31092-5114 (Complete Part Il for
noncash contributions.)
(a) (b) (© (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
46 | Kenneth Manning ... ... Person
3061 Wellington Court SE Payroll ]
L s 12, 000 Noncash .
Atlanta GA 30339-4716 (Complete Part Ii for
noncash contributions.)
(a) (b) (© (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
A7 | Wlliam Martin Person
142 Forest Avenue NE Payroll |
o U s 20, 000 Noncash .
Marietta . GA 30060-1771 (Complete Part Ii for
noncash contributions.)
(a) (b) (© (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
48 | Patrick ME hone . Person
105 Cheney St SE Payroll |
L s 5,000 Noncash .
Rone GA 30161-6033 (Complete Part Il for

noncash contributions.)

Schedule B (Form 990) (2021)
DAA



20500H

Schedule B (Form 990) (2021)

Page 9 of 12 Page 2

Name of organization

Cri sp Regi onal

Hospital |nc

Employer identification number

58-2175978

Part | Contributors (see instructions). Use duplicate copies of Part | if additional space is needed.
@ (b) (©) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
49 | Rhett Mody Person
3920 R dge Ave Payroll |
........................................................................................... 25,000 | nNoncash [ |
Macon GA 31210-5002 (Complete Part Il for
noncash contributions.)
@ (b) (©) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
50 | Raynmond Janes And Associates Inc Person
PO Box 23601 Payroll |
,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,, 100,000 | nNoncash | |
St Petersburg . FL 33742-3601 (Complete Part Il for
noncash contributions.)
@ (b) (©) C)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
51 Mchael Reeves ... ... Person
5852 Kentucky Downs Drive Payroll ]
............................................................................................. 5,000 Noncash .
Macon GA 31210-1274 (Complete Part Il for
noncash contributions.)
@ (b) (©) C)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
92, Patrick Retterbush ... ... ... . . Person
540 West d over hurst Avenue Payroll |
........................................................................................... 10,000 | woncash [ |
Athens GA 30606-4216 (Complete Part Il for
noncash contributions.)
@) (b) (©) C)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
93, Thomas Schnetzer .. .. Person
5598 Bunky V\ay Payroll |
........................................................................................... 10,000 | woncash [ |
Dunwoody GA 30338- 3304 (Complete Part Il for
noncash contributions.)
@) (b) (©) C)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
54 Jeffrey Sinyard ... Person
2405 Pheasant Dr Payroll |

Noncash .
(Complete Part Il for
noncash contributions.)

DAA

Schedule B (Form 990) (2021)
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Schedule B (Form 990) (2021)

Page 10 of 12

Page 2

Name of organization

Cri sp Regi onal

Hospital |nc

Employer identification number

58-2175978

Part | Contributors (see instructions). Use duplicate copies of Part | if additional space is needed.
@ (b) (©) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
95 | Richard Smth ... Person
P. 0. Box 5539 Payroll |
........................................................................................... 10,000 | woncash [ |
Cordele GA 31010- 5539 (Complete Part Il for
noncash contributions.)
@ (b) (©) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
96 South Georgia Banking Conpany . . . . Person
P. O Box 1505 Payroll |
TR EE B 5, 000 Noncash .
Tifton GA 31793- 1505 (Complete Part Il for
noncash contributions.)
@ (b) (©) C)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
57 John Spinrad .. .. Person
1930 W Wesl ey Rd. Payroll |
............................................................................................. 7, 520 Noncash .
Atlanta GA 30327-2022 (Complete Part Il for
noncash contributions.)
@ (b) (©) C)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
58 | Robert Stewart . ... ... Person
405 Tinberland Drive Payroll |
............................................................................................. 8,000 Noncash .
Cordele GA 31015-5142 (Complete Part Il for
noncash contributions.)
@) (b) (©) C)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
.99 Jereny Stewart . Person
111 G andnmar Chase Payroll |
............................................................................................. 8,000 Noncash .
Canton . . GA 30115- 6497 (Complete Part Il for
noncash contributions.)
@) (b) (©) C)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
60 | VDart Inc. ... Person
11180 Statebridge Road, Ste 302 Payroll ]

118, 594

Noncash .
(Complete Part Il for
noncash contributions.)

DAA

Schedule B (Form 990) (2021)
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Schedule B (Form 990) (2021)

Page 11 of 12

Page 2

Name of organization

Employer identification number

Cisp Regional Hospital Inc 58-2175978
Part | Contributors (see instructions). Use duplicate copies of Part | if additional space is needed.
@ (b) (©) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
61, Charles Lee West .. ... Person
1012 E 20th Ave Payroll |
........................................................................................... 10,000 | woncash [ |
Cordele GA 31015- 1902 (Complete Part Il for
noncash contributions.)
@ (b) (©) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
62 Mchael VWetherbee . ... ... Person
2505 Cool eewahee Cove Court Payroll |
........................................................................................... 20,000 | nNoncash [ |
Albany GA 31721-9287 (Complete Part Il for
noncash contributions.)
@ (b) (©) C)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
63 | Herbert Wite . Person
301 Ray Rd Payroll .
........................................................................................... 10,000 | woncash [ |
Cordele GA 31015- 6331 (Complete Part Il for
noncash contributions.)
@ (b) (©) C)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
64, Al monese Wlliams Person
417 d airenont Avenue, Apt. 101 Payroll ]
............................................................................................. 5,000 Noncash .
Decatur . ... GA 30030- 1896 (Complete Part Il for
noncash contributions.)
@) (b) (©) C)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
65| Noel Wlliams .. Person
1308 Ogbur n Rd. Payroll |
........................................................................................... 40,000 | nNoncash [ |
Cordele GA 31015- 2035 (Complete Part Il for
noncash contributions.)
@) (b) (©) C)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
.66 Roger Wllians Person
110 Lakewood Drive Payroll |
............................................................................................. 9,000 Noncash .
Perry GA 31069-9711 (Complete Part Il for
noncash contributions.)

DAA

Schedule B (Form 990) (2021)
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Schedule B (Form 990) (2021)

Page 12 of 12

Page 2

Name of organization

Cri sp Regi onal

Hospital |nc

Employer identification number

58-2175978

Part |

Contributors (see instructions). Use duplicate copies of Part | if additional space is needed.

@
No.

(b)

Name, address, and ZIP + 4

©

Total contributions

©)

Type of contribution

Person
Payroll .

Noncash .
(Complete Part Il for
noncash contributions.)

(b)

©

Total contributions

©)

Type of contribution

Person
Payroll .

Noncash .
(Complete Part Il for
noncash contributions.)

@
No.

(0)

©

Total contributions

©)

Type of contribution

Person

Payroll

Noncash
(Complete Part Il for
noncash contributions.)

@
No.

(0)

Name, address, and ZIP + 4

©

Total contributions

©)

Type of contribution

Person

Payroll

Noncash
(Complete Part Il for
noncash contributions.)

@
No.

(0)

Name, address, and ZIP + 4

©

Total contributions

©)

Type of contribution

Person

Payroll

Noncash
(Complete Part Il for
noncash contributions.)

@
No.

(b)

Name, address, and ZIP + 4

©

Total contributions

©)

Type of contribution

Person

Payroll

Noncash
(Complete Part Il for
noncash contributions.)

DAA

Schedule B (Form 990) (2021)



20500H

SCHEDULE C Political Campaign and Lobbying Activities OMB No. 1545-0047
(Form 990) 2021
For Organizations Exempt From Income Tax Under section 501(c) and section 527
P Complete if the organization is described below. P Attach to Form 990 or Form 990-EZ. Open to Public
Department of the Treasury .
Internal Revenue Service P Go to www.irs.gov/Form990 for instructions and the latest information. Inspectlon

If the organization answered “Yes,” on Form 990, Part IV, line 3, or Form 990-EZ, Part V, line 46 (Political Campaign Activities), then
e Section 501(c)(3) organizations: Complete Parts I-A and B. Do not complete Part I-C.
e Section 501(c) (other than section 501(c)(3)) organizations: Complete Parts I-A and C below. Do not complete Part I-B.
e Section 527 organizations: Complete Part I-A only.
If the organization answered “Yes,” on Form 990, Part IV, line 4, or Form 990-EZ, Part VI, line 47 (Lobbying Activities), then
e Section 501(c)(3) organizations that have filed Form 5768 (election under section 501(h)): Complete Part 1I-A. Do not complete Part II-B.
e Section 501(c)(3) organizations that have NOT filed Form 5768 (election under section 501(h)): Complete Part 1I-B. Do not complete Part II-A.
If the organization answered “Yes,” on Form 990, Part IV, line 5 (Proxy Tax) (See separate instructions) or Form 990-EZ, Part V, line 35c (Proxy
Tax) (See separate instructions), then

o Section 501(c)(4), (5), or (6) organizations: Complete Part Ill.
Name of organization Employer identification number

Cisp Regional Hospital Inc 58-2175978
Part I-A 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 instructons »s

3 Volunteer hours for political campaign activities. See INSIUCHONS . . ... ...ttt ettt
Part |-B Complete if the organization is exempt under section 501(c)(3).

1 Enter the amount of any excise tax incurred by the organization under section49s »s
2 Enter the amount of any excise tax incurred by organization managers under secton 4955 »s
3 If the organization incurred a section 4955 tax, did it file Form 4720 for this year? |:| Yes |:| No
4a Was a correction made? |:| Yes |:| No

b _If “Yes,” describe in Part IV.
Part |-C Complete if the organization is exempt under section 501(c), except section 501(c)(3).

1 Enter the amount directly expended by the filing organization for section 527 exempt function

activiies »s
2 Enter the amount of the filing organization’s funds contributed to other organizations for section

527 exempt function activiies »s
3 Total exempt function expenditures. Add lines 1 and 2. Enter here and on Form 1120-POL,

line 17b »s
4 Did the filing organization file Form 1120-POL for thisyear? |:| Yes |:| No

5 Enter the names, addresses and employer identification number (EIN) of all section 527 political organizations 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 () 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-.
@
@
©)
Q]
®)
6)
For Paperwork Reduction Act Notice, see the Instructions for Form 990. Schedule C (Form 990) 2021

DAA



20500H

Schedule C (Form 990) 2021 i Sp RGQI onal I—bSpl tal Inc 58-2175978 Page 2
Part II-A Complete if the organization is exempt under section 501(c)(3) and filed Form 5768 (election under
section 501(h)).
A Check » |:| if the filing organization belongs to an affiliated group (and list in Part IV each affiliated group member's name,
address, EIN, expenses, and share of excess lobbying expenditures).
B Check » |:| if the filing organization checked box A and “limited control” provisions apply.
Limits on Lobbying Expenditures (a) Filing (b) Affliated
(The term “expenditures” means amounts paid or incurred.) organization's totals group totals
la Total lobbying expenditures to influence public opinion (grassroots lobbyingy
b Total lobbying expenditures to influence a legislative body (direct lobbying)
c Total lobbying expenditures (add lines laand 2b)
d Other exempt purpose expenditures
e Total exempt purpose expenditures (add lines icand d)
f Lobbying nontaxable amount. Enter the amount from the following table in both
columns.
If the amount on line 1e, column (&) 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 line2p
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-o-
j If there is an amount other than zero on either line 1h or line 1i, did the organization file Form 4720
reporting section 4911 tax for this YEAr? ... ... . . . |_| Yes |_| No
4-Year Averaging Period Under Section 501(h)
(Some organizations that made a section 501(h) election do not have to complete all of the five columns below.
See the separate instructions for lines 2a through 2f.)
Lobbying Expenditures During 4-Year Averaging Period
Calendar year (or fiscal year
beginning in) (a) 2018 (b) 2019 (c) 2020 (d) 2021 (e) Total

2a Lobbying nontaxable amount

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

c Total lobbying expenditures

d Grassroots nontaxable amount

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

f Grassroots lobbying expenditures

Schedule C (Form 99

DAA

0) 2021



20500H

Schedule C (Form 990) 2021 i Sp ReC]I onal |‘b5p| tal Inc 58-2175978 Page 3
Part 1I-B 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 ® ®
description of the lobbying activity. Yes | No Amount
1 During the year, did the filing organization attempt to influence foreign, national, state, or local
legislation, including any attempt to influence public opinion on a legislative matter or
referendum, through the use of:
a Volunteers? X
b Paid staff or management (include compensation in expenses reported on lines 1c through 1i)? X
¢ Media advertisements? X
d Mailings to members, legislators, or the public? X
e Publications, or published or broadcast statements? X
f Grants to other organizations for lobbying purposes? X
g Direct contact with legislators, their staffs, government officials, or a legislative body? X
h Rallies, demonstrations, seminars, conventions, speeches, lectures, or any similar means? X
i Other activites? X 14,132
j Total. Add lines 1c through2i 14,132
2a Did the activities in line 1 cause the organization to be not described in section 501(c)(3)> X
b If “Yes,” enter the amount of any tax incurred under secton 4912
c If “Yes,” enter the amount of any tax incurred by organization managers under section 4912
d If the filing organization incurred a section 4912 tax, did it file Form 4720 for thisyear? . . .. . .. ... . .. . ... .. .. ..

Part IlI-A Complete if the organization is exempt under section 501(c)(4), section 501(c)(5), or section

501(c)(6).
Yes | No
1 Were substantially all (90% 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 prioryear? ... ............. ... 3

Part 11I-B Complete if the organization is exempt under section 501(c)(4), section 501(c)(5), or section
501(c)(6) and if either (a) BOTH Part Ill-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 1

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

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

4 If notices were sent and the amount on line 2c exceeds the amount on line 3, what portion of the
excess does the organization agree to carryover to the reasonable estimate of nondeductible lobbying

and political expenditure next year? 4
5 Taxable amount of lobbying and political expenditures. See INStUCONS . . ... ... ..iuiii et 5
Part IV Supplemental Information

Provide the descriptions required for Part I-A, line 1; Part I-B, line 4; Part I-C, line 5; Part II-A (affiliated group list); Part II-A, lines 1 and
2 (See instructions); and Part 1I-B, line 1. Also, complete this part for any additional information.

Schedule C, Part 11-B, Line 1

DAA Schedule C (Form 990) 2021



20500H

Schedule C (Form 990) 2021 i Sp ReC]I onal I-bSpI tal Inc 58-2175978 Page 4
Part IV Supplemental Information (continued)

Schedule C (Form 990) 2021

DAA



20500H

SCHEDULE D Supplemental Financial Statements
(Form 990) P Complete if the organization answered “Yes” on Form 990,

Part IV, line 6, 7, 8, 9, 10, 11a, 11b, 11c, 11d, 11e, 11f, 12a, or 12b.

Department of the Treasury p Attach to Form 990.
Internal Revenue Service » Go to www.irs.gov/Form990 for instructions and the latest information.

OMB No. 1545-0047

2021

Open to Public
Inspection

Name of the organization

Employer identification number

Crisp Regional Hospital Inc 58-2175978

Part |

Complete if the organization answered “Yes” on Form 990, Part IV, line 6.

Organizations Maintaining Donor Advised Funds or Other Similar Funds or Accounts.

(a) Donor advised funds (b) Funds and other accounts
1 Total number at end of year
2 Aggregate value of contributions to (during year)
3 Aggregate value of grants from (during year)
4 Aggregate value at end ofyear
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 DENEfit 2 o et eeieiieiiiiiiiiiiiis D Yes D No
Part Il 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).
Preservation of land for public use (for example, recreation or education) Preservation of a historically important land area
Protection of natural habitat Preservation of a certified historic structure
Preservation of open space
2 Complete lines 2a through 2d if the organization held a qualified conservation 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 conservation easements 2a
b Total acreage restricted by conservation easements 2b
¢ Number of conservation easements on a certified historic structure includedin (@ 2c
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 hods? |:| Yes |:| No
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
s
8 Does each conservation easement reported on line 2(d) above satisfy the requirements of section 170(h)(4)(B)(i)
and section 170 @) BYI? .. o o []ves []nNo
9 In Part XIllI, describe how the organization reports conservation easements in its revenue and expense statement and
balance sheet, and include, if applicable, the text of the footnote to the organization’s financial statements that describes the
organization's accounting for conservation easements.
Part 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.

la 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

a
b

service, provide in Part XlIl the text of the footnote to its financial statements that describes these items.

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 VIII, line 1
(i) Assets included in Form 990, Part X

\ A 4

If the organization received or held works of art, historical treasures, or other similar assets for financial gain, provide the

following amounts required to be reported under FASB ASC 958 relating to these items:
Revenue included on Form 990, Part VIII, line 1

Assets included in FOrm 990, Part X . ... ... e iiii.ais

&+ &P

For Paperwork Reduction Act Notice, see the Instructions for Form 990.

DAA

Schedule D (Form 990) 2021
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Schedule D (Form 990) 2021 &r i sp Reqi onal Hospital 1nc 58- 2175978 Page 2
Part Ill 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 d Loan or exchange program
b Scholarly research e oter
c Preservation for future generations
4 Provide a description of the organization’s collections and explain how they further the organization’s exempt purpose in Part
XIil.
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? .. ............................... |:| Yes |:| No
Part IV 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.
la Is the organization an agent, trustee, custodian or other intermediary for contributions or other assets not
included on Form 990, Part X? |:| Yes |:| No

Amount

Ending balance 1f
2a Did the organization include an amount on Form 990, Part X, line 21, for escrow or custodial account liability? |:| Yes [ | No
b If “Yes,” explain the arrangement in Part Xlll. Check here if the explanation has been provided on Part Xl
Part V 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

- o a o
>
a
o
=
o
>
(72
o
c
=.
>
Q
o
oy
o
<
@
o
=
N
o

la Beginning of year balance
b Contributions

¢ Net investment earnings, gains, and
losses

2 Provide the estimated percentage of the current year end balance (line 1g, column (a)) held as:
a Board designated or quasi-endowment %

b Permanent endowment P> %

¢ Term endowment®» %
The percentages on lines 2a, 2b, and 2c 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)

(i) Related organizations 3a(ii)
b If “Yes” on line 3a(ii), are the related organizations listed as required on ScheduleR? = 3b
4 Describe in Part XIll the intended uses of the organization’s endowment funds.

Part VI Land, Buildings, and Equipment.
Complete if the organization answered “Yes” on Form 990, Part 1V, line 11a. See Form 990, Part X, line 10.

Description of property (a) Cost or other basis (b) Cost or other basis (c) Accumulated (d) Book value
(investment) (other) depreciation
la tand 3,678, 362 3,678, 362
b Buildings 52, 258, 400 29,128, 257 23,130, 143
c Leasehold improvements l, 379, 991 l, 143, 029 236, 962
d Equipment . 61, 741, 239 44,903, 947 16, 837, 292
€ Other oo 1, 000, 088 1, 000, 088
Total. Add lines 1a through 1e. (Column (d) must equal Form 990, Part X, column (B), line 10c.) . .. . .. . . . .. . . . ... . . ... . ... .. > 44, 882, 847

Schedule D (Form 990) 2021
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Schedule D (Form 990) 2021 &r i sp Reqi onal Hospital |nc 58- 2175978 Page 3
Part VIl  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

Part VIl Investments — Program Related.
Complete if the organization answered “Yes” on Form 990, Part IV, line 11c. 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

@
&)
(©)
4
©)
(6)
@)
®)
©
Total. (Column (b) must equal Form 990, Part X, col. (B) line 13.) ... .. >
Part IX Other Assets.
Complete if the organization answered “Yes” on Form 990, Part IV, line 11d. See Form 990, Part X, line 15.

(a) Description (b) Book value

@
&)
(©)
4
©)
(6)
@)
®)
©
Total. (Column (b) must equal Form 990, Part X, col. (B) line 15.)
Part X 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
@ Third Party Settlenents 539, 988
(©)
4
©)
(6)
@)
®
©
Total. (Column (b) must equal Form 990, Part X, col. (B) line 25.) > 539, 988
2. Liability for uncertain tax positions. In Part XllI, provide the text of the footnote to the organization’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 XIll ............. |7|_

DAA Schedule D (Form 990) 2021
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Schedule D (Form 990) 2021 &r i sp Reqi onal Hospital 1nc 58- 2175978 Page 4
Part XI 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 stataments 1
2 Amounts included on line 1 but not on Form 990, Part VI, line 12:

a Net unrealized gains (losses) on investments 2a

b Donated services and use of facilites 2b

c Recoveries of prior year grants 2c

d Other (Describe in Part Xy 2d

e Add lines 2athrough 2d =~ 2e
3 Subtract line 2e from lined 3
4 Amounts included on Form 990, Part VIII, line 12, but not on line 1:

a Investment expenses not included on Form 990, Part VIII, line7b 4a

b Other (Describe in Partxuty 4b

C Addlinesd4aand4b 4c
5 Total revenue. Add lines 3 and 4c. (This must equal Form 990, Part I, line 12.) ... . ... ... . . ... ... . ........... .. 5

Part Xl 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 1
2 Amounts included on line 1 but not on Form 990, Part IX, line 25:

a Donated services and use of facilites 2a

b Prior year adjustments 2b

c Otherlosses 2c

d Other (Describe in Part Xn.y 2d

e Add lines 2athrough 2d =~ 2e
3 Subtract line 2e from lined 3
4 Amounts included on Form 990, Part IX, line 25, but not on line 1:

a Investment expenses not included on Form 990, Part VIII, line7b 4a

b Other (Describe in Partxuty 4b

¢ Addlines4aand4b 4c
5 Total expenses. Add lines 3 and 4c. (This must equal Form 990, Part |, line 18.) ...........................c.oc..... 5

Part Xlll Supplemental Information.
Provide the descriptions required for Part Il, lines 3, 5, and 9; Part Ill, 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 XlI, lines 2d and 4b. Also complete this part to provide any additional information.

Part X - FIN 48 Footnote

the Internal Revenue Code. Crisp Regional Hospital Portfolio Insurance .

and how to neasure the financial statenent effects of incone tax positions

taken or expected to be taken on its inconme tax returns. These rules

Schedule D (Form 990) 2021
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Part XIll Supplemental Information (continued)

sustained. Based on that evaluation, they only recognize the maximm
sustained. To the extent that all or a portion of the benefits of an
interest be incurred, they would be recognized as operating expenses. .

Schedule D (Form 990) 2021
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SCHEDULE F
(Form 990)

Statement of Activities Outside the United States

» Complete if the organization answered “Yes” on Form 990, Part IV, line 14b, 15, or 16.

Department of the Treasury

Internal Revenue Service

» Attach to Form 990.

» Go to www.irs.gov/IForm990 for instructions and the latest information.

OMB No. 1545-0047

2021

Open to Public
Inspection

Name of the organization

Cri sp Regi onal

Hospital |nc

Employer identification number

58-2175978

Part |

Form 990, Part IV, line 14b.

General Information on Activities Outside the United States. Complete if the organization answered “Yes” on

1 For grantmakers. Does the organization maintain records to substantiate the amount of its grants and

other assistance, the grantees’ eligibility for the grants or assistance, and the selection criteria used to
award the grants or assistance?

2 For grantmakers. Describe in Part V the organization’s procedures for monitoring the use of its grants and other assistance
outside the United States.

3 Activities per Region. (The following Part I, line 3 table can be duplicated if additional space is needed.)

(a) Region

(b) Number
of offices in
the region

(c) Number of
employees,
agents, and
independent
contractors
in the region

(d) Activities conducted in the
region (by type) (such as,
fundraising, program services,
investments, grants to recipients
located in the region)

(e) If activity listed in (d) is
a program service,
describe specific type of
service(s) in the region

(f) Total
expenditures for
and investments

in the region

Centr al
€]

ANt

ori ca and the

Cari bbean

| nvest nent

100, 000

@

(©)]

4)

(5)

(6)

@

(8)

()]

(10)

(1)

(12)

(13)

(14)

(15)

(16)

a7

3a Subtotal

100, 000

b Total from continuation

sheets to Part |

c Totals (add
lines 3a and 3b)

100, 000

For Paperwork Reduction Act Notice, see the Instructions for Form 990.

DAA

Schedule F (Form 990) 2021
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Schedule F (Form 990) 2021

Cri sp Regi onal

Hospi t al

I nc

58-2175978

Page 2

Part Il

Grants and Other Assistance to Organizations or Entities Outside the United States. Complete if the organization answered “Yes” on Form 990,
Part IV, line 15, for any recipient who received more than $5,000. Part Il can be duplicated if additional space is needed.

1

(a) Name of
organization

(b) IRS code
section and EIN
(if applicable)

(c) Region

(d) Purpose of
grant

(e) Amount of
cash grant

(f) Manner of
cash
disbursement

(9) Amount of
noncash
assistance

(h) Description
of noncash assistance

(i) Method of
valuation
(book, FMV,
appraisal, other)

()

@

©)]

4)

©)]

(6)

@)

(8)

9

(10)

(11)

(12)

(13)

(14)

(15)

(16)

2 Enter total number of recipient organizations listed above that are recognized as charities by the foreign country, recognized as a tax
exempt 501(c)(3) organization by the IRS, or for which the grantee or counsel has provided a section 501(c)(3) equivalency letter

3 Enter total number of other organizations or entities

DAA

Schedule F (Form 990) 2021
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Schedule F (Form 990) 2021

Cri sp Regi onal

Hospi t al

I nc

58-2175978

Page 3

Part I

Grants and Other Assistance to Individuals Outside the United States. Complete if the organization answered “Yes” on Form 990, Part IV, line 16.
Part Il can be duplicated if additional space is needed.

(a) Type of grant or assistance

(b) Region

(c) Number of
recipients

(d) Amount of
cash grant

(e) Manner of
cash
disbursement

(f) Amount of
noncash
assistance

(g) Description
of noncash assistance

(h) Method of
valuation
(book, FMV,
appraisal, other)

1)

@

©)]

4)

(5)

(6)

@

(8)

9

(10)

(11)

(12)

(13)

(14)

(15)

(16)

17

(18)

DAA

Schedule F (Form 990) 2021
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Page 4

Part IV Foreign Forms

Was the organization a U.S. transferor of property to a foreign corporation during the tax year? If “Yes,”
the organization may be required to file Form 926, Return by a U.S. Transferor of Property to a Foreign
Corporation (see Instructions for Form 926)

Did the organization have an interest in a foreign trust during the tax year? If “Yes,” the organization may
be required to separately file Form 3520, Annual Return To Report Transactions With Foreign Trusts and
Receipt of Certain Foreign Gifts, and/or Form 3520-A, Annual Information Return of Foreign Trust With a
U.S. Owner (see Instructions for Forms 3520 and 3520-A; don't file with Form 990)

Did the organization have an ownership interest in a foreign corporation during the tax year? If “Yes,”
the organization may be required to file Form 5471, Information Return of U.S. Persons With Respect to
Certain Foreign Corporations (see Instructions for Form 5471)

Was the organization a direct or indirect shareholder of a passive foreign investment company or a
qualified electing fund during the tax year? If “Yes,” the organization may be required to file Form 8621,
Information Return by a Shareholder of a Passive Foreign Investment Company or Qualified Electing
Fund (see Instructions for Form 8621)

Did the organization have an ownership interest in a foreign partnership during the tax year? If “Yes,”
the organization may be required to file Form 8865, Return of U.S. Persons With Respect to Certain
Foreign Partnerships (see Instructions for Form 8865)

Did the organization have any operations in or related to any boycotting countries during the tax year? If
“Yes,” the organization may be required to separately file Form 5713, International Boycott Report (see
Instructions for Form 5713; don't file with Form 990)

,,,,,,,,,,,,, |:| Yes No

,,,,,,,,,,,,, |:| Yes No

,,,,,,,,,,,,, |:| Yes No

DAA

Schedule F (Form 990) 2021
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Schedule F (Form 990) 2021 Cri sp Regional Hospital Inc 58-2175978 Page 5
Part V Supplemental Information
Provide the information required by Part I, line 2 (monitoring of funds); Part I, line 3, column (f) (accounting method;
amounts of investments vs. expenditures per region); Part Il, line 1 (accounting method); Part Il (accounting method); and
Part 1, column (c) (estimated number of recipients), as applicable. Also complete this part to provide any additional
information. See instructions.

DAA Schedule F (Form 990) 2021
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SCHEDULE H Hospitals OMB No. 1545-0047
(Form 990) » Complete if the organization answered “Yes” on Form 990, Part IV, question 20. 2021
o - _ P Attach to Form 990. ‘ _ O 0 P
lntgﬁ}‘;ﬁ"gg‘\/gnseeszrﬁcs:w » Go to www.irs.gov/IForm990 for instructions and the latest information. Inspection
Name of the organization Employer identification number
Cisp Regional Hospital Inc 58-2175978
Part | Financial Assistance and Certain Other Community Benefits at Cost
Yes [ No
la Did the organization have a financial assistance policy during the tax year? If “No,” skip to queston6a 1a | X
b If“Yes,” was it a written policy? b | X
2 If the organization had multiple hospital facilities, indicate which of the following best describes application of
the financial assistance policy to its various hospital facilities during the tax year.
Applied uniformly to all hospital facilities |:| Applied uniformly to most hospital facilities
. Generally tailored to individual hospital facilities
3 Answer the following based on the financial assistance eligibility criteria that applied to the largest number of
the organization’s patients during the tax year.
a Did the organization use Federal Poverty Guidelines (FPG) as a factor in determining eligibility for providing
free care? If “Yes,” indicate which of the following was the FPG family income limit for eligibility for free care: 3a | X
[] 100% [] 150% [ ] 200% other_125%
b Did the organization use FPG as a factor in determining eligibility for providing discounted care? If "Yes,"
indicate which of the following was the family income limit for eligibility for discounted care: . . . . . . . . . . ... 3 | X
200% [] 250% [ ] 300% [] 350% [] 400% [ ] other %
¢ 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.
4 Did the organization’s financial assistance policy that applied to the largest number of its patients during the
tax year provide for free or discounted care to the “medically indigent™> 4 X
5a Did the organization budget amounts for free or discounted care provided under its financial assistance policy during the tax year? 5a X
b If “Yes,” did the organization's financial assistance expenses exceed the budgeted amount> 5b
c 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? 5c
6a Did the organization prepare a community benefit report during the tax year> 6a X
b If “Yes,” did the organization make it available to the public> 6b
Complete the following table using the worksheets provided in the Schedule H instructions. 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) Persons (c) Total community (d) Direct offsetting (e) Net community (f) Percent
Means-Tested Government Programs progé:;z:/siﬁizp(t)ironan (Os;ri\c/;il) benefit expense revenue benefit expense ec:p;o;l

a  Financial Assistance at cost (from

Worksheet 1) 745, 899 94, 351 651, 548 O 55

b Medicaid (from Worksheet 3, column a)

23, 507, 370 22, 053, 244 1,454, 126 1.22

C  Costs of other means-tested
government programs (from
Worksheet 3, column b) 0 0. 00

d  Total. Financial Assistance and
Means-Tested Government Programs

24, 253, 269 22,147,595 2,105,674 1.76
Other Benefits
€  Community health improvement
services and community benefit
operations (from Worksheet 4) 0 0. 00
f Health professions education
(from Worksheet 5) O 00
g Subsidized health services (from
Worksheet &) 19, 024, 130 9, 195, 027 9, 829, 103 8. 24
h  Research (from Worksheet 7) 0 0. 00
i Cash and in-kind contributions
for community benefit (from
Worksheet 8) 0 0. 00
j Total. Other Benefits 19, 024, 130 9, 195, 027 9, 829, 103 8 24
K Total. Addlines 7d and 7j . . ... .. 43, 277, 399 31, 342, 622 11,934, 777 10. 00
For Paperwork Reduction Act Notice, see the Instructions for Form 990. Schedule H (Form 990) 2021
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Schedule H (Form 990) 2021

Crisp Regional Hospital Inc

58-2175978

Page 2

Part Il

activities during the tax year, and describe in Part VI how its community building activities promoted the

health of the communities it serves.

Community Building Activities Complete this table if the organization conducted any community building

(a) Number of
activities or
programs
(optional)

(b) Persons
served
(optional)

(c) Total community
building expense

(d) Direct offsetting
revenue

(e) Net community
building expense

(f) Percent of
total expense

Physical improvements and housing

. 00

Economic development

. 00

Community support

00

Environmental improvements

[e]l[=][=][=]

ololole

00

AN

Leadership development and training
for community members

00

Coalition building

00

Community health improvement advocacy

00

Workforce development

00

[(e} Nool IENN No))

Other

00

10

Total

[el[=]l[=]l[=]l[=](=]

ololelo|o|e

. 00

Part Il

Bad Debt, Medicare, & Collection Practices

Section A. Bad Debt Expense
1 Did the organization report bad debt expense in accordance with Healthcare Financial Management Association Statement No. 157 1

2

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

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

Section B. Medicare

5

6
7
8

Enter total revenue received from Medicare (including DSH and IME)
Enter Medicare allowable costs of care relating to payments on line 5
Subtract line 6 from line 5. This is the surplus (or shortfalty .~
Describe in Part VI the extent to which any shortfall reported in line 7 should be treated as community
benefit. Also describe in Part VI the costing methodology or source used to determine the amount reported
on line 6. Check the box that describes the method used:

Other

Cost accounting system |:| Cost to charge ratio

Section C. Collection Practices

9a Did the organization have a written debt collection policy during the tax year?

b If “Yes,” did the organization’s collection policy that applied to the largest number of its patients during the tax year contain provisions
on the collection practices to be followed for patients who are known to qualify for financial assistance? Describe in Part VI

Yes [ No

2 30, 500, 974

5 16, 122, 907

6 15, 602, 573

7 520, 334

9a

X

9b

X

Part IV

Man agement Companies and Joint Ventures (owned 10% or more by officers, directors, trustees, key employees, and physicians-see instructions)

(b) Description of primary
activity of entity

(a) Name of entity

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

(d) Officers, directors,
trustees, or key
employees’ profit %
or stock ownership %

(e) Physicians'
profit % or stock
ownership %

Crisp HC Alliance Health Services

82

18

1
2
3
4
5
6
7
8
9

10

11

12

13

DAA
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Schedule H (Fom 990) 2021~ Or i Sp Reqgi onal Hospital |nc 58- 2175978 Page 3
Part V Facility Information

Section A. Hospital Facilities 51912 § A AR
zl2|5(2|8|8|®|2
(list in order of size, from largest to smallest—see instructions) 2| e § glelslz 3
. . o i 3 9
How many hospital facilities did the organization operate during 212|238 2| g 3
o o a 3 n =:
AR
the tax year? 1 = el I I <
o <
. . . c &
Name, address, primary website address, and state license number a 2 Facility
o
(and if a group return, the name and EIN of the subordinate hospital = reporting

organization that operates the hospital facility) Other (describe) group
1 Oisp Regional Hospital Inc

902 7th Street North
Cor del e GA 31010- 5007
WWW. Cri spregional.org

040- 495 X| X X SNF, NF, HHA, Hospice, RHC, RD

Schedule H (Form 990) 2021

DAA
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Schedule H (Form990) 2021~ Or i Sp Regi onal Hospital | nc 58-2175978

Page 4

Part V 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 Cri Sp Regi onal Hospital |nc

Lin
fac

e number of hospital facility, or line numbers of hospital
ilities 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

6

current tax year or the immediately preceding tax year?
Was the hospital facility acquired or placed into service as a tax-exempt hospital in the current tax year or
the immediately preceding tax year? If "Yes," provide details of the acquisition in Secionc
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 line12
If "Yes,” indicate what the CHNA report describes (check all that apply):
A definition of the community served by the hospital facility
Demographics of the community
Existing health care facilities and resources within the community that are available to respond to the
health needs of the community
How data was obtained
The significant health needs of the community
Primary and chronic disease needs and other health issues of uninsured persons, low-income persons,
and minority groups
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
The impact of any actions taken to address the significant health needs identified in the hospital
facility's prior CHNA(s)
Other (describe in Section C)

Indicate the tax year the hospital facility last conducted a CHNA: 202
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 consuted
a Was the hospital facility's CHNA conducted with one or more other hospital facilities? If "Yes," list the other

hospital facilites in SectonC

b Was the hospital facility's CHNA conducted with one or more organizations other than hospital facilities? If "Yes,"

o T
XXX

o
XXX

«
X

If “Yes,” indicate how the CHNA report was made widely available (check all that apply):
Hospital facility's website (list url): _ VWWMWL CTI i spregional..orq
Other website (list url):
Made a paper copy available for public inspection without charge at the hospital facility

. Other (describe in Section C)

Did the hospital facility adopt an implementation strategy to meet the significant community health needs
identified through its most recently conducted CHNA? If "No," skip to line 11

o O T o

Indicate the tax year the hospital facility last adopted an implementation strategy: 20 22

10 Is the hospital facility's most recently adopted implementation strategy posted on a website?

12

a If“ves” (istufl): http://www crispregional.org

b If “No,” is the hospital facility's most recently adopted implementation strategy attached to this return?

Describe in Section C how the hospital facility is addressing the significant needs identified in its most
recently conducted CHNA and any such needs that are not being addressed together with the reasons why
such needs are not being addressed.

a Did the organization incur an excise tax under section 4959 for the hospital facility's failure to conduct a
CHNA as required by section 501(r)(3)?

c 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? $

6a

6b

10

10b

12a

12b

DAA

Schedule H (Form 990) 2021
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Schedule H (Fom 990) 2021~ Or i Sp Reqgi onal Hospital |nc 58- 2175978 Page 5
Part V Facility Information (continued)
Financial Assistance Policy (FAP)
Name of hospital facility or letter of facility reporting group  Cr i Sp Regl onal |‘bSpi tal Inc
Yes [ No
Did the hospital facility have in place during the tax year a written financial assistance policy that:
13 Explained eligibility criteria for financial assistance, and whether such assistance included free or discounted care? . .. .. . .. ... ... .. 13 | X
If “Yes,” indicate the eligibility criteria explained in the FAP:
a Federal poverty guidelines (FPG), with FPG family income limit for eligibility for free care of 125 %
~_and FPG family income limit for eligibility for discounted care of 200 %%
b | | Income level other than FPG (describe in Section C)
c 1 Asset level
d 1 Medical indigency
e [X| Insurance status
f | | Underinsurance status
g 7 Residency
h | | other (describe in Section C)
14 Explained the basis for calculating amounts charged t0 patientS? . .. . . . . . . 14 | X
15 Explained the method for applying for financial assistanCe? .. . .. . . . . . 15 | X
If “Yes,” indicate how the hospital facility's FAP or FAP application form (including accompanying
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
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? 16 | X

If “Yes,” indicate how the hospital facility publicized the policy (check all that apply):

a|X

h[X]
i X
i[]

The FAP was widely available on a website (list url): WWW. Cri spregional.org

The FAP application form was widely available on a website (st url): ~ wWww. cri spregi onal . org

A plain language summary of the FAP was widely available on a website (ist url: VWAL CI i S pr egl onal . or g

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

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

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

Individuals were notified about the FAP by being offered a paper copy of the plain language summary of
the FAP, by receiving a conspicuous written notice about the FAP on their billing statements, and via
conspicuous public displays or other measures reasonably calculated to attract patients' attention
Notified members of the community who are most likely to require financial assistance about availability
of the FAP

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

Other (describe in Section C)

DAA
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Schedule H (Form 990) 2021~ Cr i Sp Regi onal Hospital | nc 58-2175978 Page 6
Part V Facility Information (continued)

Billing and Collections

Name of hospital facility or letter of facility reporting group ~ Cr i Sp Regl onal |‘bSpi tal Inc

Yes | No

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

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

a| | Reporting to credit agency(ies)

b [ | Selling an individual's debt to another party
Deferring, denying, or requiring a payment before providing medically necessary care due to

nonpayment of a previous bill for care covered under the hospital facility's FAP
Actions that require a legal or judicial process

e : Other similar actions (describe in Section C)

f X None of these actions or other similar actions were permitted

19 Did the hospital facility or other authorized party perform any of the following actions during the tax year

before making reasonable efforts to determine the individual's eligibility under the facility's FAP? ... ... ... ... . . . ... .. ... . ... ... 19 X

1If “Yes,” check all actions in which the hospital facility or a third party engaged:

| | Reporting to credit agency(ies)

b | | Selling an individual's debt to another party

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

Actions that require a legal or judicial process

|| Other similar actions (describe in Section C)

20 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):

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

FAP at least 30 days before initiating those ECAs (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

PoIicy Relating to Emergency Medical Care

21 Did the hospital facility have in place during the tax year a written policy relating to emergency medical care

that required the hospital facility to provide, without discrimination, care for emergency medical conditions to
individuals regardless of their eligibility under the hospital facility's financial assistance policy? ....................................... 21 | X
If “No,” indicate why:

a The hospital facility did not provide care for any emergency medical conditions
b The hospital facility's policy was not in writing
c The hospital facility limited who was eligible to receive care for emergency medical conditions (describe

in Section C)
d |_| Other (describe in Section C)

Schedule H (Form 990) 2021
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Part V 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 ~ Cr i Sp Regl onal |‘bSpi tal Inc
Yes [ No
22 Indicate how the hospital facility determined, during the tax year, the maximum amounts that can be charged
to FAP-eligible individuals for emergency or other medically necessary care.
a |:| The hospital facility used a look-back method based on claims allowed by Medicare fee-for-service
during a prior 12-month 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
c |:| 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? . . . . 23 X
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? 24 X
If “Yes,” explain in Section C.

DAA
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Part V Facility Information (continued)

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, 15e, 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 facility line number from Part V, Section A (“A, 1,” “A, 4,” “B, 2,” “B, 3,” etc.) and name of hospital facility.

Facility 1, Oisp Regional Hospital Inc - Part V, Line 3e

Areas of need that were highlighted in nore than one data source incl uded

physical activity/exercise, nental health, risky teen sexual behavior

nutrition, prescription conpliance, transportation and access to

care, senior care, and pulnonary health. After review ng these data and

considering the hospital’s past CHNA plans and related initiatives, the

Hospital CHNA Steering Commttee prioritized four areas for the 2022

i mpl enentation plan: 1) maternal and child health, 2) nmental health, 3)

transportation, and 4) risky teen behaviors. Next, the Hospital CHNA

Steering Commttee will develop an inplenentation plan to address

these prioritized focus areas effectively.

Facility 1, Cisp Regional Hospital Inc - Part V, Line 5

The Center for Public Health Practice and Research project team worked with

the hospital CHNA steering conmmttee throughout the project. The steering

comnttee facilitated conmpletion of a community survey, recruited key

st akehol ders for focus qgroup discussions, provided infornmation about the

hospital’s activities to address community health needs since the |ast CHNA

was conpleted in 2019, and provided the healthcare resource listing at the

end of this report.

The community survey that was admni stered ained at assessing local health

care access and needs of the people residing in the prinmary service area of

Crisp Reqgional Hospital — Cisp County. The community survey was

di ssemnated via the hospital’'s social nedia webpages and email |istservs,

as well as those of local comunity partners. Focus qgroup participants were

all key stakeholders in naintaining the overall health of the community.

Schedule H (Form 990) 2021
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Part V Facility Information (continued)

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, 15e, 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 facility line number from Part V, Section A (“A, 1,” “A, 4,” “B, 2,” “B, 3,” etc.) and name of hospital facility.

Their perspectives provided a well-rounded view of life in the comunity

and the health and healthcare needs of the residents.

Information from these prinary data collection efforts was suppl enented by

secondary quantitative data on the comunity’'s profile, health care access,

and utilization. These data were obtained from nultiple publicly avail abl e

sources including the US Census Bureau, the Area Resource File, Centers for

D sease Control (CDC) disease and nortality data, Georqgia popul ation

projections, County Health Rankings, and the Ceorgia Departnent of Health's

Onhline Analytical Statistical Information System (QASIS). The npbst recently

avai l able data were obtained fromall data sources at the

tine of anal ysis.

Findings from all the above-described prinmary and secondary data coll ection

efforts inforned the identification and prioritization of comunity health

needs by the hospital steering commttee, as well as provided suggested

solutions to address these needs

Facility 1, Oisp Regional Hospital Inc - Part V, Line 11

Information gathered from the community neeting, interview discussions

with the hospital |eadership team review of denographic and health status

and hospital utilization data were used to determne the priority

health needs of the population. A variety of needs were identified that are

not possible for the hospital to address by itself, but will be addressed

in collaboration with others within the comunity.

The CHNA and i nplenentation strategy can be downl oaded by visiting

https://crispreqgional.org
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Part V 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? 8

Name and address

Type of Facility (describe)

1 Oisp Regional Nursing Home & Rehab

902 Bl ackshear Road

Cor del e GA 31015 Nursing Facility
2 CareSouth of Crisp Regional

906 5th Street North

Cor del e GA 31015 Home Health
3 Oisp Regional Hospice

910 5th Street North

Cor del e GA 31015 Hospi ce
4 \Warwi ck Heal thcare Center

135 Dogwood Street

War wi ck GA 31796 RHC
5 Oisp Regional Dialysis Unit

1302 5th Street North

Cor del e GA 31015 Dialysis
6 Cordele Health & Rehab

1106 North 4th Street

Cor del e GA 31015 Nursing Facility
7 Cisp Regional Convenient Care

902 North 7th Street

Cor del e GA 31015 RHC
8 Blackshear Retirenent Villas

1110 Bl ackshear Road

Cor del e GA 31015

Assi sted Living

DAA

Schedule H (Form 990) 2021



20500H

Schedule H (Form990) 2021~ Or i Sp Regi onal Hospital | nc 58-2175978 Page 10

Part VI Supplemental Information

Provide the following information.

1 Required descriptions. Provide the descriptions required for Part |, lines 3c, 6a, and 7; Part Il and Part 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 CHNAs reported in Part V, Section B.

3  Patient education of eligibility for assistance. Describe how the organization informs and educates patients and persons
who may be billed for patient care about their 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.

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

6  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 promoting the health of the communities served.

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

Part |, Line 79 - Subsidized Health Services Explanation

This section includes net actual costs for subsidi zed physician and rural

health clinics of $19, 024, 130.

Part I, Line 7 - Costing Mthodol ogy Explanation

Costs for Part I, line 7a were calculated using the RCC cal cul ated

in Wrksheet 2. Part |, Line 7b costs were calculated fromthe

organi zation's accounting records. Part |, Line 79 costs were calcul ated

from the organi zation's accounting records.

Part 111, Line 2 - Bad Debt Expense Mt hodol ogy

Amounts on Part 111, line 2 represent the anount of net charges witten off

as uncollectible and recorded as bad debt expense on the audited financi al

statenents.

Part 111, Line 4 - Bad Debt Expense Footnote to Financial Statenents

See the discussion regarding uninsured patients and bad debt expense with

the net patient service revenue footnote on pages 14-19 on the acconpanyi ng
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Part VI Supplemental Information

Provide the following information.

1

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

9b.

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

Patient education of eligibility for assistance. Describe how the organization informs and educates patients and persons

who may be billed for patient care about their eligibility for assistance under federal, state, or local government programs or

under the organization’s financial assistance policy.

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 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.).

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 promoting the health of the communities served.

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

organization, files a community benefit report.

audited financial statenents.

Part 111, Line 8 - Mdicare Expl anation

Medi care allowable costs are conputed in accordance wth cost reporting

nmet hodol ogi es utilized on the Medicare Cost Report and in accordance wth

related requl ati ons. Indirect costs are allocated to direct service areas

using the nost appropriate statistical basis.

Part 111, Line 9b - Collection Practices Explanation

Patients, who neet all the requirenents to be classified

as nedically indigent under the organi zation's | CIF

Policy, will have their accounts witten off on a sliding

scale fee (100% of accounts at 125% of the Federal Poverty

Scal e, 7% of accounts when incone is at 200% of the scal e,

up to the nmaxi mum all owed per patient per vyear). Any

anount not adjusted off per policy, wuld follow the

collection practice as any other account.

DAA
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Part VI Supplemental Information

Provide the following information.

1

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

9b.

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

Patient education of eligibility for assistance. Describe how the organization informs and educates patients and persons

who may be billed for patient care about their eligibility for assistance under federal, state, or local government programs or

under the organization’s financial assistance policy.

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 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.).

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 promoting the health of the communities served.

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

organization, files a community benefit report.

Part VI, Line 2 - Needs Assessnent

Crisp Reqgional assesses the healthcare needs of the community by eval uating

di sease incidences in the population as well as econom ¢ and denographic

characteristics of the population in conparison to the utilization and

availability of applicable services. Primary source for assessnent

information is the Community Health Status Indicators published by the U.S.

Departnent of Health & Human Services and internal infornmation produced by

hospital records. Oisp Regional is classified as a health nmanpower

shortage area due to the disproportionally |large | ow i ncone popul ation. I n

addition, Cisp's service has a significant nunber of mgrant and

undocunented farm works that present episodic comunity health needs.

Both of the organization's 2022 and 2019 Community Health Needs Assessnents

and I nplenentation Strategy Plans are available for download on its website

at https://crispreqgional.orqg

Part VI, Line 3 - Patient Education of Eigibility for Assistance

Crisp Regional Hospital has a clearly defined process for addressing

i ndi gent and/or self-pay patients. Patients that present at the

DAA
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Part VI Supplemental Information

Provide the following information.

1 Required descriptions. Provide the descriptions required for Part |, lines 3c, 6a, and 7; Part Il and 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 CHNAs reported in Part V, Section B.

3  Patient education of eligibility for assistance. Describe how the organization informs and educates patients and persons
who may be billed for patient care about their 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.

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

6  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 promoting the health of the communities served.

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

regi stration desk as self pay patients receiving outpatient services are

directed to our Patient Financial Counselor for advisenent. At this point,

a financial counselor reviews the application for the Indigent Care Trust

Fund assi st ance. If this assistance applies, the counselor will assist

in the application process and assure conpletion of the application for

revi ew. If this assistance does not apply, we refer to a list of services

that require a certain anount to be paid before the service is rendered.

W also assist in setting up a contract to initiate a nonthly paynent pl an.

For a patient that presents in Cisp Regional Hospital as an inpatient and

is self pay, the Patient Financial Counselor qgoes to the patient's roomto

assure that they are correctly classified as a self pay patient. Self pay

patients are then referred to Change Healthcare to assess eliqgibility

for Medicaid assistance. If not eligible for Mdicaid, we assist them

with an application for Indigent Care Trust Fund assi stance. If not

eligible for the Indigent program then we assist with a contract to

start nonthly paynents.

Part VI, Line 4 - Comunity Infornmation
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Part VI Supplemental Information

Pro

1

vide the following information.

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

9b.

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

Patient education of eligibility for assistance. Describe how the organization informs and educates patients and persons

who may be billed for patient care about their eligibility for assistance under federal, state, or local government programs or

under the organization’s financial assistance policy.

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 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.).

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 promoting the health of the communities served.

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

organization, files a community benefit report.

Crisp Regional Hospital serves Oisp, Dooly and WIcox counties as our

primary service areas. These areas account for 85.62% of patient activity.

The other four contiqguous counties, Sunter, Wrth, Turner and Lee, are

secondary qgeoqgraphic narket areas. Cordele is the economc and nedical hub

of this area and draws on a popul ati on approachi ng 135, 000.

The nost recently avail able school enrollnent in Cisp County was 6, 351.

Nur sery school and ki ndergarten enroll nent was 698 and el enentary or high

school enrollnment was 3,975 children. Coll ege or graduate school enroll nent

was 1, 678.

| NDUSTRI ES: In 2021, for the enpl oyed popul ation 16 years and ol der,

the leading industries in Cisp County were Healthcare, Social Assistance,

Educati onal Services, Munufacturing, and retail trade.

| NCOVE: The nedi an i ncone of households in Oisp County was $41, 605 in

2021. 67% of the househol ds received earnings and 15% received retirenent

i ncone other than Social Security. 12% of the househol ds recei ved Soci a

Security. These incone sources are not nmutually exclusive; that is, sone

househol ds recei ved incone from nore than one source.

POVERTY AND PARTICI PATION I N GOVERNMENT PROGRAMS:  In 2021, 29.7% of people

DAA
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Part VI Supplemental Information

Provide the following information.

1

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

9b.

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

Patient education of eligibility for assistance. Describe how the organization informs and educates patients and persons

who may be billed for patient care about their eligibility for assistance under federal, state, or local government programs or

under the organization’s financial assistance policy.

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 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.).

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 promoting the health of the communities served.

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

organization, files a community benefit report.

were in poverty. 47.9% of related children under 18 were bel ow the poverty

|l evel, conmpared with 16.9% of people 65 years old and over. 28% of all

famlies and 68% of famlies with a fenal e househol der and no husband

present had i ncones bel ow the poverty | evel.

For people reporting one race alone, 52% were Wite:; 45% were Bl ack or

African Anerican; 4% were H spanic or Latino; 1% was Asian; and 1% was

classified as other race. 2% reported two Or nore races.

HOUSI NG COSTS: The nedian nonthly housing costs for nortgaged owners was

$1, 099, non-nortgaged owners $420, and renters $695. 18% of owners w th

nortgages, 11% of owners w thout nortgages, and 27% of renters in Cisp

County spent 50% or nore of household i ncone on housing.

NATIVITY AND LANGUAGE: Less than 1% of the people living in Cisp

County in 2021 were foreign born. 99% were native, including 86% who

were born in Georgqia.

Anong people at least 5 years old living in Cisp County in 2021, 3.4%

spoke a | anguage other than English at hone.

Part VI, Line 5 - Pronmotion of Community Health

Schedule H (Form 990) 2021

DAA



20500H

Schedule H (Form990) 2021~ Or i Sp Regi onal Hospital | nc 58-2175978 Page 10
Part VI Supplemental Information

Provide the following information.

1 Required descriptions. Provide the descriptions required for Part |, lines 3c, 6a, and 7; Part Il and Part 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 CHNAs reported in Part V, Section B.

3  Patient education of eligibility for assistance. Describe how the organization informs and educates patients and persons
who may be billed for patient care about their 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.

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

6  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 promoting the health of the communities served.

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

Crisp Regional is served by a volunteer governing Board conposed of

community nenbers from Cisp and Dooly Counties. A prinmary focus of the

Board is to address the accessibility of healthcare services and access to

quali fied healthcare professionals.

The organi zati on operates a 24hr/7day a week Energency Departnent that

serves approxinately 18,500 patients annually. As a neans to alleviate ED

overcrowdi ng and create a nore appropriate treatnent environnent, the Board

also funds financially operating deficits at the Cisp Convenient Care

dinic. The ED patient popul ation includes 23% that are classified as

indigent or non-insured. The Convenient Care dinic experiences nearly

22% i ndi gent or self-pay popul ati on and requires $344,000 in non-

conpensated funding from the organi zation's general funds.

Crisp Regional pronotes health and addresses health professional access in

several comunity services. The hospital provides housing wi thout cost to

medi cal residents and students engaged in clinical experience at Cisp

Regi onal . The Board furnishes three apartnents as a neans to assure

medi cal students and nedical residents are exposed to the special needs of

rural popul ati ons and agri cul ture econony. In addition to these services,
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Part VI Supplemental Information

Provide the following information.

1 Required descriptions. Provide the descriptions required for Part |, lines 3c, 6a, and 7; Part Il and 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 CHNAs reported in Part V, Section B.

3  Patient education of eligibility for assistance. Describe how the organization informs and educates patients and persons
who may be billed for patient care about their 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.

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

6  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 promoting the health of the communities served.

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

Crisp Regional partners with colleges to offer practical experience in a

variety of areas throughout the hospital - from providing bedside care on

patient floors to the Intensive Care Unit (1CU) and Energency Departnent

(ED). During their clinical rotations, students can directly apply what

they are | earning about the causes of certain health conditions and how to

di agnose and treat them

Through its Rural Health dinic Program Oisp Reqgional Health Services

offers nedical care to surrounding rural comunities. Two rural health

care clinics provide coverage for prinary health care, chronic and acute

illness, mnor suturing, various vaccinations, |lab drawi ngs and physicals.

The program allows rural residents to receive

excellent health care provided by high-quality health care professionals

close to hone. It also offers affordable health care coverage to these

resi dents. Last vyear, both clinics treated a total of 19,382 patients.

Crisp Regional Health Services hosts five annual community health fairs,

offering information, education and basic tests for free or at deeply-

reduced costs. Tests include body nass index, blood pressure screening,

hei ght and wei ght checks, blood glucose, and pul nbnary |lung function. Al so
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Part VI Supplemental Information

Provide the following information.

1

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

9b.

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

Patient education of eligibility for assistance. Describe how the organization informs and educates patients and persons

who may be billed for patient care about their eligibility for assistance under federal, state, or local government programs or

under the organization’s financial assistance policy.

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 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.).

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 promoting the health of the communities served.

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

organization, files a community benefit report.

included is diagnostic lab work, consisting of lipid profile, thyroid,

prostate and iron panel screenings.

VW provide this to our conmmunity because the inportance of pre-screeningq,

i ncreased awareness and educating the community contributes to residents'

better overall health.

Crisp Reqgional offers the Wllness Wrks programto partner with | oca

busi nesses to naintain the health of their enployees and prevent illness to

mai ntain a healthy workplace. This program includes screenings, health

fairs, and education to enpl oyees.

Athletic Trainer-Crisp County School System

Serving as an extension of Elite Physical Therapy Services at Oisp

Regional and with a partnership with Gisp County School System i sp

County H gh School benefits by having an onsite Certified Athletic Trai ner

(ATC) available to all student athletes providing first aid and energency

care during sporting events along with physical therapy as part of athletic

training and nuscul oskeletal therapy. The athletic trainer cares for

student athletes using therapeutic nodalities such as ultrasound,

electrical stinulation, cryotherapy, sequential conpression, |aser, thernal

Schedule H (Form 990) 2021
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edule H (Form990) 2021~ X1 Sp Reqgi onal Hospital |nc 58-2175978 Page 10

Part VI Supplemental Information

Pro

1

vide the following information.

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

9b.

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

Patient education of eligibility for assistance. Describe how the organization informs and educates patients and persons

who may be billed for patient care about their eligibility for assistance under federal, state, or local government programs or

under the organization’s financial assistance policy.

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 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.).

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 promoting the health of the communities served.

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

organization, files a community benefit report.

therapy, whirlpool and other equipnent. The athletic trai ner works under

the direct supervision and protocols of a supervising orthopedi ¢ physician

and in collaboration with our physical therapists and staff.

Stop the Bl eed-

Crisp County EMS and Oisp Regional Nursing staff partnered with the school

systens to offer life saving training with Stop the Bl eed. Through our

stop the bleed course, our community partners gain the ability to recogni ze

life-threatening bleeding and intervene effectively. This programis

desi gned to enable school teachers, nurses, and staff how to render

i Mmedi ate, potentially life-saving nedical aid to injured students or co-

workers while awaiting the arrival of professional responders. Each school

received life saving stop the bleed kits to have available during life

savi nqg ener genci es.

Teen Maze-

Partnering with the Cisp County School system and other partners, the Teen

Maze is a life-sized interactive gane that students advance through by

chance. The Teen Maze is an experiential learning event. The qgoal of the

effort is to help students realize the inpact of naki ng good choi ces.

DAA

Schedule H (Form 990) 2021
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Schedule H (Form990) 2021~ Or i Sp Regi onal Hospital | nc 58-2175978 Page 10

Part VI Supplemental Information

Provide the following information.

1

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

9b.

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

Patient education of eligibility for assistance. Describe how the organization informs and educates patients and persons

who may be billed for patient care about their eligibility for assistance under federal, state, or local government programs or

under the organization’s financial assistance policy.

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 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.).

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 promoting the health of the communities served.

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

organization, files a community benefit report.

Students have no control of their choices during the naze, and are

present ed consequences of choices related to substance abuse, unprotected

sex, teen pregnancy/parenting, financial obligations, date violence,

drinking/texting and driving, crimnal activity, etc. The overall nessage

is that maki ng good choices will set students on a successful path to high

school graduation. Students will be encouraged to learn from their peers

experiences in the Maze and to discuss their own experiences with their

par ent s.

Medi cati on Assi st ance

Crisp Regional identifies patients during their hospital stay that can't

afford their maintenance and di scharge nedications. Once this need is

determned, the hospital owned retail pharnacy fills these nedi cati ons at

no cost to the patient prior to discharge to help ensure that all patients

have access to their required nedications to keep them healthy and prevent

a readnm ssion. The approxinmate cost of providing these nedi cati ons was

$10,000 in the 2022 fiscal vyear.

Part VI, Line 6 - Affiliated Health Care System

Schedule H (Form 990) 2021
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Part VI Supplemental Information

Provide the following information.

1

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

9b.

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

Patient education of eligibility for assistance. Describe how the organization informs and educates patients and persons

who may be billed for patient care about their eligibility for assistance under federal, state, or local government programs or

under the organization’s financial assistance policy.

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 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.).

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 promoting the health of the communities served.

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

organization, files a community benefit report.

The Hospital Authority of Cisp County (Authority) reorgani zed and

established Crisp Regional Health Services, Inc. as the controlling conpany

of Oisp Regional Hospital, Inc., Cisp Regional Devel opnent Foundati on,

Inc., and Cisp Mdical Services, |Inc.

Crisp Regional Hospital, Inc. and Cisp Reqgi onal Devel opnent Foundati on,

Inc. are not-for-profit corporations. Cisp Regional Hospital, Inc.

operates Oisp Reqgional Hospital (acute care hospital), Cisp Reqgi onal

Nursing and Rehabilitation Center (skilled nursing facility), CareSouth of

Crisp Regional Hospital (hone health agency), Bl ackshear Retirenent Villa

(a retirenent facility), and Cordele Health and Rehabilitation Center, |nc.

(skilled nursing facility). In addition, Cisp Regional Hospital, |nc.

operates various health clinics and physician practices.

Crisp Medical Services, Inc. is a dormant for-profit corporation organi zed

to conduct taxable activities.

Additional Infornmation

Part | Line 6a Community Benefit Report

The organi zati on does not have a fornmalized witten conmunity benefit

DAA
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Schedule H (Form990) 2021~ Or i Sp Regi onal Hospital | nc 58-2175978 Page 10
Part VI Supplemental Information

Provide the following information.

1 Required descriptions. Provide the descriptions required for Part |, lines 3c, 6a, and 7; Part Il and Part 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 CHNAs reported in Part V, Section B.

3  Patient education of eligibility for assistance. Describe how the organization informs and educates patients and persons
who may be billed for patient care about their 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.

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

6  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 promoting the health of the communities served.

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

reporting process, but does publicize a comunity benefit report.

Schedule H (Form 990) 2021
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SCHEDULE | Grants and Other Assistance to Organizations, OMB No. 1545-0047
(Form 990) Governments, and Individuals in the United States 2021
Complete if the organization answered "Yes" on Form 990, Part IV, line 21 or 22.
Department of the Ti P Attach to Form 990. Open to Public
|n?§r?]a?§2vgnuees;re\/?fgry » Go to www.irs.gov/Form990 for the latest information. Inspection
Name of the organization Employer identification number
Cisp Regional Hospital Inc 58-2175978
Part | 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 OF @SSIStANCE? ... .. ... . . ... Yes |:| No
2 Describe in Part IV the organization’s procedures for monitoring the use of grant funds in the United States.
Part Il 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 (@) Name and address of organization (b) EIN (© :,RC (d) Amount of cash (e) Amount of I)) hﬂetf;ﬁvof Valuaﬁio? (g) Description of (h) Purpose of grant
or government (it 23;.{22b|e) grant noncash assistance 00K othér)a PRIASE 1 oncash assistance or assistance

@
@
(©)
Q)
©)
(6)
@)
®
©)

2 Enter total number of section 501(c)(3) and government organizations listed in the line 1 table »

3 Enter total number of other organizations listed in the line 1 table >
For Paperwork Reduction Act Notice, see the Instructions for Form 990. Schedule | (Form 990) (2021)

DAA
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Schedule | (Form 990) (2021) Cri sp Reqi onal

Hospi t al

I nc

58-2175978

Page 2

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

(a) Type of grant or assistance

(b) Number of
recipients

(c) Amount of
cash grant

(d) Amount of
noncash assistance

(e) Method of valuation (book,
FMV, appraisal, other)

(f) Description of noncash assistance

1 Enpl oyee Educati on Loans

69

198, 447

2 Physi ci an Educati on Loans

12

130, 686

3

7

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

DAA

Schedule | (Form 990) (2021)



20500H

Supplemental Information

SCHEDULE | 2021

(Form 990) For calendar year 2021, or tax year beginning 07/01/ 21 ,andending 06/ 30/ 22

Employer identification number

Name of the organization

Crisp Regional Hospital Inc 58-2175978

Rei nbursenent for the cost of tuition, books, and required course materials

per senester will be given for a current GPA of 2.0 or better. A
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SCHEDULE J Compensation Information OMB No. 1545-0047
Form 990 For certain Officers, Directors, Trustees, Key Employees, and Highest
( ) Compensated Employees 2021

P Complete if the organization answered "Yes" on Form 990, Part IV, line 23.
Department of the Treasury i > AttaCh_ to Form 990. . .
Internal Revenue Service »Go to www.irs.gov/Form990 for instructions and the latest information.

Open to Public
Inspection

Name of the organization Employer identification number

Crisp Regional Hospital 1nc 58-2175978
Part | Questions Regarding Compensation

Yes No

la Check the appropriate box(es) if the organization provided any of the following to or for a person listed on Form
990, Part VII, Section A, line 1a. Complete Part Ill to provide any relevant information regarding these items.
First-class or charter travel Housing allowance or residence for personal use
Travel for companions Payments for business use of personal residence
Tax indemnification and gross-up payments Health or social club dues or initiation fees
Discretionary spending account Personal services (such as maid, chauffeur, chef)

b If any of the boxes on line 1la 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 1b

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

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 CEO/Executive Director, but explain in Part Ill.
Compensation committee . Written employment contract
Independent compensation consultant Compensation survey or study
Form 990 of other organizations Approval by the board or compensation committee

4 During the year, did any person listed on Form 990, Part VII, Section A, line 1a, with respect to the filing
organization or a related organization:
a Receive a severance payment or change-of-control payment? 4a

b Participate in or receive payment from a supplemental nonqualified retirement plan? 4 | X

¢ Participate in or receive payment from an equity-based compensation arrangement? Ac

If "Yes" to any of lines 4a—c, list the persons and provide the applicable amounts for each item in Part Ill.

Only section 501(c)(3), 501(c)(4), and 501(c)(29) organizations must complete lines 5-9.
5 For persons listed on Form 990, Part VII, Section A, line 1a, did the organization pay or accrue any
compensation contingent on the revenues of:
a The organization? 5a

XX

If “Yes” on line 5a or 5b, describe in Part lIl.

6 For persons listed on Form 990, Part VII, Section A, line 1a, did the organization pay or accrue any
compensation contingent on the net earnings of:
a The organization? 6a

XX

If “Yes” on line 6a or 6b, describe in Part lIl.

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 6? If “Yes,” describe in Partnt 7 X
8 Were any amounts reported on Form 990, Part VII, 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 Ill 8 X

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

RegUIAtIONS SECHON 53,4008 -0(C) 2 . . ottt e e e e e e e ettt ee s 9

For Paperwork Reduction Act Notice, see the Instructions for Form 990. Schedule J (Form 990) 2021
DAA
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Schedule J (Form 990) 2021

Cri sp Regi onal

Hospi t al

I nc

58-2175978

Page 2

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 990, Part VII.
Note: The sum of columns (B)(i)—(iii) for each listed individual must equal the total amount of Form 990, Part VII, Section A, line 1a, applicable column (D) and (E) amounts for that individual.

(B) Breakdown of W-2 and/or 1099-MISC and/or 1099-NEC compensation

(C) Retirement and

(D) Nontaxable

(E) Total of columns

(F) Compensation

(A) Name and Title cotpense, | O Bonus fcenive | () Ober Somponaaton ©0-©) " deford on ror
compensation Form 990

Lynn Al an Lyons MD oL 594,225/ o ... 1,610 0. ... 35,568 . 631,403 ... 0
1 Physi ci an (i) 0 0 0 0 0 0 0
Steve Gautney o 463,939 . 0. .. 36262 . 24,039 .. 27,650| 551,890 . ... 0
2 Pres/ CEO (i) 0 0 0 0 0 0 0
Srilatha Nadipineni, MD oL 472,446) O ... 28,967 .. 0. ... 35,568 . 536,981 ... 0
3 Physi ci an (i) 0 0 0 0 0 0 0
Alicia Register, M oL 434,969| 12,000| .. .. 71,2440 0. ... 35,568 . 489,781 ... 0
4 Physi ci an (i) 0 0 0 0 0 0 0
Vincent S. Qulpepper, M oL 438,268 o ... 7,364 0. ... 35,568 . 481,200 . 0
s Physi ci an (i) 0 0 0 0 0 0 0
Jack B. Royal, MD oL 390,553 ... 5,000 259 0. ... 25,572| 421,384 0
s Physi ci an (i) 0 0 0 0 0 0 0
Jessica Carter o 241,748) O ... 16,481 68,445 . 35,797) ... 362,471 0
7 CFO (i) 0 0 0 0 0 0 0
Susan Smith oL 156,071 ... O ... 18,832 . 44,202| . 47,106) 266,211 0
s VP (i) 0 0 0 0 0 0 0
April Dukes oL 149,540 .. o ... 3,618 42,255 18,769 . 214,182 0
9 CNO (i) 0 0 0 0 0 0 0
o

10 (i)
o

11 (i)
o

12 (i)
o

13 (i)
o

14 (if)
o

15 (i)
o L

16 (i)

DAA

Schedule J (Form 990) 2021
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Schedule J (Form 990) 2021~ Orisp Reqgional Hospital Inc 58-2175978 Page 3
Part lll Supplemental Information

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

Jessica Carter O . 56,945 . O
susan SMmUh O 39,996 .. O
April Dukes 0 34, 960 0

Schedule J (Form 990) 2021
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SCHEDULE K Supplemental Information on Tax-Exempt Bonds OMB No. 1545-0047
(Form 990) » Complete if the organization answered “Yes” on Form 990, Part IV, line 24a. Provide descriptions, 2021
explanations, and any additional information in Part VI.

» Attach to Form 990. Open to Public
ﬂ?ﬁ%ﬁ?‘%&bg’n&?s@ﬁ?&‘“’ »Go to www.irs.gov/Form990 for instructions and the latest information. |ngpection
Name of the organization Employer identification number

Cisp Regional Hospital Inc 58-2175978
Part | Bond Issues
(h) On (i) Pooled
(a) Issuer name (b) Issuer EIN (c) CUSIP # (d) Date issued (e) Issue price (f) Description of purpose (g) Defeased behalf of financing
issuer
Yes | No | Yes | No | Yes | No
A Hospital Auth of Crisp County, GA [58-6003098(226688DP1|09/01/21 49,552,495 |See Part Vi X X X
B
C
D
Part Il Proceeds
A B C D

Amount of bonds retired ... ...
Amount of bonds legally defeased
Total proceeds Of ISSUE . . ...ttt
Gross proceeds in reserve funds . ...
Capitalized interest from proceeds
Proceeds in refunding @SCrOWS . ... ... .. ...ttt e 22, 874, 971
Issuance COStS from PrOCEEAS . .. .. ... ..ottt ettt ettt et e e 677, 524
Credit enhancement from proceeds
Working capital expenditures from proceeds
Capital expenditures from proceeds
Other Spent ProCEEAS . .. . ...ttt e e
Other unspent ProCeeAS . .. ...\ttt ettt e
Year of substantial completion

49, 552, 495

O |0 [N o oD W IN |-

Juny
o

[N
[N

[y
N

26, 000, 000

[y
w

Yes No Yes No Yes No Yes No

[N
N

Were the bonds issued as part of a refunding issue of tax-exempt bonds (or,
if issued prior to 2018, a current refunding iSSU€)? .. ... .. ..., X
15 Were the bonds issued as part of a refunding issue of taxable bonds (or, if

issued prior to 2018, an advance refunding iISSU€)? . ... ... ...,
16 Has the final allocation of proceeds been made? ... ... . ... ... oo oiiiiii
17 Does the organization maintain adequate books and records to support the

final allocation Of PrOCEEUS? . . . . . il
For Paperwork Reduction Act Notice, see the Instructions for Form 990. Schedule K (Form 990) 2021

XX

DAA
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Schedule K (Form 990) 2021

Crisp Regional Hospital Inc

58-2175978

Page 2

Part Il

Private Business Use

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

A

Yes

Yes

No

Yes

No

Yes

No

Are there any lease arrangements that may result in private business use of
bond-financed property? ... ... ...
Are there any management or service contracts that may result in private
business use of bond-financed property? .......... ...\

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

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

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

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

%

%

%

%

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 .........

%

%

%

%

Totalof linesd and 5 ... ... ... . ... . . . .. . .

%

%

%

%

Does the bond issue meet the private security or payment test? ................

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

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

%

%

%

%

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

Has the organization established written procedures to ensure that all
nonqualified bonds of the issue are remediated in accordance with the
requirements under_Regulations sections 1.141-12 and 1.145-2?2 ... ... ... . .....

Part IV

Arbitrage

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

Yes

Yes

No

Yes

No

Yes

No

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

Rebate Not due Yet? . . . .. . ..

Exception t0 rebate? . ... .. ...,

NO rebate dUE? .. ..

If “Yes” to line 2c, provide in Part VI the date the rebate computation was
PErfOrMed e

Is the bond issue a variable rate issue?

DAA

Schedule K (Form 990) 2021
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Schedule K (Form 990) 2021 i Sp Reqi onal |‘bSDi tal |nc 58-2175978 Page 3
Part IV Arbitrage (continued)

A B C D
Yes No Yes No Yes No Yes No

4a Has the organization or the governmental issuer entered into a qualified
hedge with respect to the bond iSSUE? .. ... ... .. i X
Name of Provider ... ... ..o
Term of hedge ... ...
Was the hedge superintegrated? .. ... .. ..ot
Was the hedge terminated? . .. .. .. .. i
Were gross proceeds invested in a guaranteed investment contract (GIC)? .. .. X
Name of ProVIder . .. ... ..
Term of GIC . e,
Was the regulatory safe harbor for establishing the fair market value of the GIC satisfied? . .
Were any gross proceeds invested beyond an available temporary period? .. ..
Has the organization established written procedures to monitor the
requirements of section 1482
Part V Procedures To Undertake Corrective Action

NP lale lo|§ e |ale |o

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
applicable regulations? X

Part VI Supplemental Information. Provide additional information for responses to questions on Schedule K. See instructions
Schedul e K - Purpose of |ssue Description
Hospital Auth of Crisp County, GA
| ssued for purposes of (i) financing or refunding a portion of the cost of
acquisition, construction, installation and equi pping of hospital and
related facilities of the Corporation, (ii)refunding the Series 2013 and
2015 Certificates, and (iii) paying all or a portion of the costs of
i ssuance of the 2021 Certificates

Schedule K (Form 990) 2021
DAA
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Schedule K (Form 990) 2021 i Sp RGQi onal |‘bSDi tal |nc 58-2175978 Page 4
Part VI Supplemental Information. Provide additional information for responses to questions on Schedule K. See instructions (continued)

Schedule K (Form 990) 2021
DAA
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SCHEDULE O Supplemental Information to Form 990 or 990-EZ OMB No. 1575-0017
(Form 990) Complete to provide information for responses to specific questions on 2021
Form 990 or 990-EZ or to provide any additional information.
Department of the Treasury P Attach to Form 990 or Form 990-EZ. Open to Public
Internal Revenue Service » Go to www.irs.gov/Form990 for the latest information. Inspection
Name of the organization Employer identification number
Cisp Regional Hospital Inc 58-2175978

Form 990, Part Il - Additional |Infornation

For Paperwork Reduction Act Notice, see the Instructions for Form 990 or 990-EZ. Schedule O (Form 990) 2021
DAA
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Schedule O (Form 990) 2021 Page 2
Name of the organization Employer identification number
Cisp Regional Hospital Inc 58-2175978

scrutinize their transactions and outside business interests and ... . . .
commttee thereof, who wll determne whether a conflict exists, and in the

Page 1 of 3

Schedule O (Form 990) 2021

DAA
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Schedule O (Form 990) 2021 Page 2
Name of the organization Employer identification number
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Form 990, Part |X, Line 11g - Qher Fees for Services

Qher Purchased ServicCes ...

............................. $ o0 .%8....248,820 8. .00
....................... TOt @l
$ 23,147,231 $ 7,094,311 $ 0
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. . . OMB No. 1545-0047
?F%TEDQ%'(')')E R Related Organizations and Unrelated Partnerships °
» Complete if the organization answered "Yes" on Form 990, Part 1V, line 33, 34, 35b, 36, or 37. 2021
P Attach to Form 990. Open to Public
Department of the Treasury » Go to www.irs.gov/Form990 for instructions and the latest information. Inspection
Name of the organization Employer identification number
Crisp Regional Hospital Inc 58-2175978
Part | Identification of Disregarded Entities. Complete if the organization answered “Yes” on Form 990, Part IV, line 33.
(@) (b) (c) (d) (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
@
@
(©)
@)
)
Part II 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.
@ ©) © @ © ® Secton 1212
Name, address, and EIN of related organization Primary activity Legal domicile (state Exempt Code section Public charity status Direct controlling controlled entity?
or foreign country) (if section 501(c)(3)) entity Yes No
(1) Cisp Regional Health Service, Inc
....902 7th Street North .~ 58- 2175975
Cor del e GA 31015- 3234 Hol di ng Co GA 501C3 12b N A X
@ Crisp Regional Hosp Dev Fndn Inc
....902 7th Street North . 58-2175978
Cor del e GA 31015-3234 Foundat i on GA 501C3 12a CRH X
3) Hospital Authority of Crisp County
....902 7th Street North . 58- 6003098
Cor del e GA 31015- 3234 Aut hority GA 501C3 6 N A X
@)
®)
For Paperwork Reduction Act Notice, see the Instructions for Form 990. Schedule R (Form 990) 2021
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Identification of Related Organizations Taxable as a Partnership. Complete if the organization answered “Yes” on Form 990, Part IV, line 34,

Part i because it had one or more related organizations treated as a partnership during the tax year.
@ (b) © (d) (e) ) () (h) 0] 0] (k)
Name, address, and EIN of Primary activity Legal Direct controlling ~ Predominant Share of total Share of end-of- Dispro- Code V—UBI General or[ Percentage
related organization domicile entity income (related, income year assets portionate amount in box 20 managing | OWnership
(state o, exﬁﬂ:sgegbm alloc.? of Schedule K-1 partner?
foreign tax under (Form 1065)
country) sections 512-514) ves| No ves| No
1COisp Healthcare Aliance LLC
P.Q BOX 5007
Cor del e GA31010- 5007 N A
58-2307830 Pur chasi ng| GA [CRH Rel at ed X X
@
©)
@
Part IV 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.
@ (b) © (d) © U] () (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
(state or entity (C corp, S corp, income end-of-year assets ownership i%)i(t?gﬁe?
foreign country) or trust) entity?
Yes | No
1)Cisp Medical Services, Inc.
902 7th Street North
Cor del e GA 31015- 3234 N A N A N A
58-2175987 Dor mant GA N A C X
@
©)
@

DAA Schedule R (Form 990) 2021
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Part V Transactions With Related Organizations. Complete if the organization answered “Yes” on Form 990, Part 1V, line 34, 35b, or 36.
Note: Complete line 1 if any entity is listed in Parts II, Ill, or IV of this schedule. Yes | No
1 During the tax year, did the organization engage in any of the following transactions with one or more related organizations listed in Parts Il-IV?
a Receipt of (i) interest, (i) annuities, (iii) royalties, or (iv) rent from a controlled entty la X
b Gift, grant, or capital contribution to related organization(s) 1b X
c Gift, grant, or capital contribution from related organization(s) 1c X
d Loans or loan guarantees to or for related organization(s) ud | X
e Loans or loan guarantees by related organization(s) le X
f Dividends from related organization(s) 1f X
g Sale of assets to related organization(s) 1g X
h Purchase of assets from related organization(s) 1h X
i Exchange of assets with related organization(s) 1i X
j Lease of facilities, equipment, or other assets to related organization(s) 1j X
k Lease of facilities, equipment, or other assets from related organization(s) 1k X
| Performance of services or membership or fundraising solicitations for related organization(s) 1l X
m Performance of services or membership or fundraising solicitations by related organization(s) im| X
n Sharing of facilities, equipment, mailing lists, or other assets with related organization(s) in | X
0 Sharing of paid employees with related organization(s) 10 | X
p Reimbursement paid to related organization(s) for expenses 1p X
g Reimbursement paid by related organization(s) for expenses 19 X
r Other transfer of cash or property to related organization(s) 1r X
s Other transfer of cash or property from related OrgaNiZatioN(S) . . . . ... i 1s X

2 If the answer to any of the above is “Yes,” see the instructions for information on who must complete this line, including covered relationships and transaction thresholds.

@ ®) © )

Name of related organization T{ya:)r;sa(n;ﬂz; Amount involved Method of determining amount involved
1) Crisp Regional Hospital Devel opnent d CGeneral | edger
@) Crisp Regional Hospital Devel opnent m Net funds raised
©) Crisp Regional Hospital Devel opnent n Anmount i ndet er m nabl e
4 Crisp Regional Hospital Devel opnent 0 Anmount i ndet er m nabl e
(5) Crisp Regional Hospital Devel opnent q CGeneral | edger
(6)

DAA
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Part VI Unrelated Organizations Taxable as a Partnership. Complete if the organization answered “Yes” on Form 990, 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) © (d) © ® (9 (h) (0] (0] (k)
Name, address, and EIN of entity Primary activity Legal Predominant Are all partners Share of Share of Disproportionate Code V—UBI General or | Percentage
domicile | income (related, section total income end-of-year allocations? amount in box 20 managing ownership
assets of Schedule K-1 artner?
(statg or | unrelated, excluded 50‘1(0).(3) (Form 1065) P
foreign from tax under organizations?
country) | sections 512-514) Yes | No Yes | No Yes | No
@
@
©)]
Q]
®)
(6)
U]
®)
©)
(10)
11)
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Part VI Supplemental Information.
Provide additional information for responses to questions on Schedule R. See instructions.

Schedule R (Form 990) 2021
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