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Form 990 (2017) Page 2
ZXEit] statement of Program Service Accomplishments

Check If Schedule O contains a response or note to any lineinthisPartIII . . . . . .+ . .+ .+ .« + .« « .

1

Briefly describe the organization’s mission

HEALTHCARE SERVICES

2 Did the organization undertake any significant program services during the year which were not listed on
the prior Form 890 or 990-EZ? . . . +« « « 4 o+ 4w wa e awaa Lyes MnNo
If "Yes," describe these new services on Schedule O

3 Did the organization cease conducting, or make significant changes Iin how it conducts, any program
SErvICesS? .+ & 4w a a w anaw e whaawe e YesDNo
If "Yes," describe these changes on Schedule O

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

4a (Code ) (Expenses $ 208,309,729  including grants of $ 664,825 ) (Revenue $ 264,359,471 )
See Additional Data

4b  (Code ) (Expenses $ 16,883,331  including grants of $ ) (Revenue $ 28,083,771 )
See Additional Data

4c (Code ) (Expenses $ 8,426,913  including grants of $ ) (Revenue $ 9,781,536 )
See Additional Data
(Code ) (Expenses $ 21,074,187 including grants of $ ) (Revenue $ 29,338,852)
MITCHELL COUNTY HOSPITAL AND NURSING HOMES OPERATE IN CAMILLA, GEORGIA AS A CRITICAL ACCESS HOSPITAL WITH 25 ACUTE CARE BEDS AND 156
NURSING HOME BEDS IT SERVES MITCHELL COUNTY AND 64% OF ITS PATIENTS WERE MEDICARE/MEDICAID IN 2018, OVER 4 2 MILLION OF INDIGENT CARE
WAS PROVIDED TO THE COMMUNITY IN ADDITION, MITCHELL COUNTY HOSPITAL PROVIDED OVER 5 1 MILLION ADDITIONAL UNCOMPENSATED CARE EIN 58-
6001207 FILED UNDER EIN 58-0566121

4d  Other program services (Describe In Schedule O )
(Expenses $ 21,074,187 including grants of $ ) (Revenue $ 29,338,852)

4e Total program service expenses » 254,694,160

Form 990 (2017)



Form 990 (2017)
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Page 3
EEXEY Checklist of Required Schedules

Yes No
Is the organization described in section 501(c)(3) or 4947(a)(1) (other than a private foundation)? If "Yes," complete Yes
Schedule A % . 1
Is the organization required to complete Schedule B, Schedule of Contributors (see instructions)? %) 2 Yes
Did the organization engage in direct or indirect political campaign activities on behalf of or in opposition to candidates No
for public office? If "Yes,” complete Schedule C, Part I %) 3
Section 501(c)(3) organizations.
Did the organization engage in lobbying activities, or have a section 501(h) election in effect during the tax year?
If "Yes," complete Schedule C, Part I % e e e . 4 Yes
Is the organization a section 501(c)(4), 501(c)(5), or 501(c)(6) organization that receives membership dues,
assessments, or similar amounts as defined in Revenue Procedure 98-19?
If "Yes," complete Schedule C, Part III %) 5 No
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 I %) 6 No
Did the organization receive or hold a conservation easement, including easements to preserve open space,
the environment, historic land areas, or historic structures? If "Yes, " complete Schedule D, Part II )l 7 No
Did the organization maintain collections of works of art, historical treasures, or other similar assets?
If "Yes," complete Schedule D, Part III %) 8 No
Did the organization report an amount in Part X, line 21 for escrow or custodial account lability, serve as a custodian
for amounts not listed in Part X, or provide credit counseling, debt management, credit repair, or debt negotiation
services?If "Yes," complete Schedule D, Part IV %) 9 No
Did the organization, directly or through a related organization, hold assets in temporarily restricted endowments, 10 Yes
permanent endowments, or quasi-endowments? If "Yes,” complete Schedule D, Part V %)
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
Did the organization report an amount for land, buildings, and equipment in Part X, line 10?
If "Yes," complete Schedule D, Part VI %% . e e e e e 11a| Yes
Did the organization report an amount for investments—other securities in Part X, line 12 that 1s 5% or more of Its total
assets reported In Part X, line 167 If "Yes,” complete Schedule D, Part VII @) 11ib No
Did the organization report an amount for investments—program related in Part X, ine 13 that is 5% or more of Its
total assets reported in Part X, line 16? If "Yes," complete Schedule D, Part VIII %) .. 11c No
Did the organization report an amount for other assets in Part X, line 15 that 1s 5% or more of Its total assets reported
In Part X, line 167 If "Yes, " complete Schedule D, Part IX %) 11d | Yes

P A 9.—.-~,----».l; ———————— + g+ ~mnacintdfor otbar lobhitas e D .




Form 990 (2017) Page 4
m Checklist of Required Schedules (continued)
Yes No
20a Did the organization operate one or more hospital facilities? If “Yes,” complete Schedule H . . . . %) 20a | Yes
b If "Yes" to line 20a, did the organization attach a copy of its audited financial statements to this return® %) 20b| v
es
21 Did the organization report more than $5,000 of grants or other assistance to any domestic organization or domestic 21 Yes
government on Part IX, column (A), line 1? If "Yes,” complete Schedule I, Parts I and II . @,
22 Did the organization report more than $5,000 of grants or other assistance to or for domestic individuals on Part IX, 22 v
column (A), ine 2? If “"Yes,” complete Schedule I, Parts I and III . @, es
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," 23 Yes
complete Schedule J . f e e
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 i1ssued after December 31, 20027 If "Yes, ” answer lines 24b through 24d and Y.
complete Schedule K If "No,” go to line 25a P %) 24a es
b Did the organization invest any proceeds of tax-exempt bonds beyond a temporary period exception? . b
24 No
c 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 No
d Did the organization act as an "on behalf of" issuer for bonds outstanding at any time during the year? 24d No
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, " 25 N
complete Schedule L, PartI . e . @, a °
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? 25b No
If "Yes," complete Schedule L, PartI . . . « v &+ « « 4 e x4 e s s« s .. %)
26 Did the organization report any amount on Part X, line 5, 6, or 22 for recelvables from or payables to any current or
former officers, directors, trustees, key employees, highest compensated employees, or disqualified persons? 26 No
If "Yes," complete Schedule L, Part II @,
27 Did the organization provide a grant or other assistance to an officer, director, trustee, key employee, substantial
contributor or employee thereof, a grant selection committee member, or to a 35% controlled entity or family member | 27 No
of any of these persons? If "Yes,” complete Schedule L, Part III . e . @,
28 Was the organization a party to a business transaction with one of the following parties (see Schedule L, Part IV
instructions for applicable filing thresholds, conditions, and exceptions)
a A current or former officer, director, trustee, or key employee? If "Yes,” complete Schedule L,
o
Part IV . . . . . . . . . . . . . . . . . . . . . . . . .J 28a Yes
b A family member of a current or former officer, director, trustee, or key employee? If "Yes," complete Schedule L, Part
£ % 28b | Yes
c An entity of which a current or former officer, director, trustee, or key employee (or a family member thereof) was an v
officer, director, trustee, or direct or indirect owner? If "Yes," complete Schedule L, Part IV . ®, 28c es
29 Did the organization receive more than $25,000 in non-cash contributions? If "Yes, " complete Schedule M . 29 No
30 Did the organization receive contributions of art, historical treasures, or other similar assets, or qualified conservation
contributions? If "Yes," complete Schedule M 30 No
31 Did the organization liquidate, terminate, or dissolve and cease operations? If "Yes," complete Schedule N, PartI . N
31 °
32 Did the organization sell, exchange, dispose of, or transfer more than 25% of its net assets?
If "Yes," complete Schedule N, Part II 32 No
33 Did the organization own 100% of an entity disregarded as separate from the organization under Regulations sections N
301 7701-2 and 301 7701-3? If "Yes," complete Schedule R, Part I ®, 33 °
34 Was the organization related to any tax-exempt or taxable entity? If "Yes,” complete Schedule R, Part II, III, or IV, and
Part 'V, line 1 . [ . Al 34 Yes
35a Did the organization have a controlled entity within the meaning of section 512(b)(13)? 35a No
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, line 2 35b
36 Section 501(c)(3) organizations. Did the organization make any transfers to an exempt non-charitable related N
organization? If "Yes," complete Schedule R, Part V, line 2 P ®, 36 °
37 Did the organization conduct more than 5% of its activities through an entity that 1s not a related organization and that N
Is treated as a partnership for federal iIncome tax purposes? If "Yes," complete Schedule R, Part VI 37 °
38 Did the organization complete Schedule O and provide explanations in Schedule O for Part VI, ines 11b and 19? Note.
All Form 990 filers are required to complete Schedule O 38 Yes

Form 990 (2017)



Form 990 (2017) Page 5
Statements Regarding Other IRS Filings and Tax Compliance

Check If Schedule O contains a response or note to any hneinthisPartvVv . . . . . . . . . . . O
Yes No
1a Enter the number reported in Box 3 of Form 1096 Enter -0- If not applicable . . 1a 242
b Enter the number of Forms W-2G included in line 1a Enter -0- If not applicable ib 0

c Did the organization comply with backup withholding rules for reportable payments to vendors and reportable gaming
(gambling) winnings to prize winners? . . . . . . . . P 1c

2a Enter the number of employees reported on Form W-3, Transmittal of Wage and
‘; 1

i

5 XY

T T T g T R e e
b







Form 990 (2017) Page 7

Compensation of Officers, Directors,Trustees, Key Employees, Highest Compensated Employees,
and Independent Contractors
Check If Schedule O contains a response or note to any line inthisPart VIL . . . Ve e e . O
Section A. Officers, Directors, Trustees, Key Employees, and Highest Compensated Employees
1a Complete this table for all persons required to be listed Report compensation for the calendar year ending with or within the organization’s tax
year

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

® List all of the organization’s current key employees, If any See instructions for definition of "key employee "

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

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

® List all of the organization’s former directors or trustees that received, in the capacity as a former director or trustee of the
organization, more than $10,000 of reportable compensation from the organization and any related organizations

List persons in the foIIowm! order Individual trustggégj dirgctors. Institutional trustees. officers. kev emplovees. highest

b "Yes," explain the arrangement in Part XIII Check here If the explanation has been provided inPart XIII . . . . . . . . D
m Endowment Funds. Complete If the organization answered "Yes" on Form 990, Part IV, line 10.
{a)Current year {b)Prior year {c)Two years back | (d)Three years back | (e)Four years back

1a Beginning of year balance . . . . 4,335,125 3,798,338 3,363,351 3,515,803 3,066,204

b Contributions

c Net investment earnings, gains, and losses 251,064 536,787 434,987 -152,452 449,599

d Grants or scholarships

e Other expenditures for facilities

and programs 2,612,431
f Administrative expenses
g End of year balance . . . . . . 1,973,758 4,335,125 3,798,338 3,363,351 3,515,803

2 Provide the estimated percentage of the current year end balance (line 1g, column (a)) held as
Board designated or quasi-endowment »
b Permanent endowment » 100 000 %
¢ Temporarily restricted 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 . . . . . .« 4 4w x e aw e 3a(i) No

(ii) related organizations . . e 3a(ii) No
b If "Yes" on 3a(il), are the related organlzatlons Ilsted as reqmred on Schedule R7 e 3b

4 Describe in Part XIII the intended uses of the organization's endowment funds

Land, Buildings, and Equipment.
Complete If the organization answered "Yes" on Form 990, Part IV, line 11a. See Form 990, Part X, line 10.

Description of property (a) Cost or other basis (b) Cost or other basis (other) | (c) Accumulated depreciation (d) Book value
(investment)

1a Lland . . . . . 8,925,834 8,925,834



Form 990 (2017)

Page 8

m Section A. Officers, Directors, Trustees, Key Employees, and Highest Compensated Employees (continued)

(A) (B) (©) (D) (E) (F)

Name and Title Average Position (do not check more Reportable Reportable Estimated
hours per than one box, unless person compensation compensation amount of other
week (hst Is both an officer and a from the from related compensation
any hours director/trustee) organization (W- | organizations (W- from the
for related 2/1099-MISC) 2/1099-MISC) organization and

related

organizations
below dotted
line)

NS U

organizations

L I

HOSPITAL INC

Form 990, Schedule D, Part IX, - Other Assets

(a) Description

(b) Book value

DUE FROM RELATED PARTIES

110,860,048

OTHER RECEIVABLES

17,919,335

DUE FROM MEDICARE/MEDICAID

6,366,006

PHYSICIAN RECEIVABLES

1,920,920

SCHOLARSHIP/TUITION RECEIVABLE

1,694,957

INTEREST RECEIVABLE

995,675

DEFERRED BOND ISSUE COST - 2003

176,153

DUE FROM SELF INSURANCE TRUST

-388,628




Form 990 (2017) Page 9

m Statement of Revenue

Check If Schedule O contains a response or note to any line inthisPart VIII . . . . . . . .« +« « « .« [l
(A) (B) (<) (D)
Total revenue Related or Unrelated Revenue
exempt business excluded from
function revenue tax under sections
revenue 512-514
P 1a Federated campaigns | 1a |
2
= g b Membership dues | 1b |
2 s
(9 £ | ¢ Fundraising events . . | 1c |
.3‘2: ‘E d Related organizations | 1d | 2,149,332
-0
(D = | e Government grants (contributions) | i1e | 5,033,691
4 E
= U_7 f All other contributions, gifts, grants,
o and similar amounts not included 1f 4,305,821
= o above
- =
'E 5 g Noncash contributions included
b= = In lines la-1f $
o c B
O ® h Total.Add ines 1a-1f . . . . . . . P 11,488,844
1 Business Code
=
E 2a PATIENT SERVICE REVENUE 623000 330,678,005 330,678,005
>
& | b asservIces 621500 752,995 752,995
kY
21l c
: = . N I
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Form 990 (2017) Page 12

m Reconcilliation of Net Assets

Check If Schedule O contains a response or note to any lineinthisPart XI . . . . . . . .+« .« .« « & .« O

1 Total revenue (must equal Part VIII, column (A), line 12) 1 376,944,102
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Additional Data

Software 1ID:
Software Version:
EIN: 58-0566121

Name: JOHN D ARCHBOLD MEMORIAL
HOSPITAL INC
Form 990 (2017)

Form 990, Part III, Line 4a:

JOHN D ARCHBOLD MEMORIAL HOSPITAL (JDAMH) IN THOMASVILLE GEORGIA OPERATES WITH 264 LICENSED BEDS, OF WHICH 226 ARE MED/SURG, 18 BEDS ARE
DESIGNATED TO A PSYCH UNIT, 20 BEDS ARE REHAB IN ADDITION, THEY OPERATE A 64 BED SKILLED NURSING FACILITY JDAMH IS A RURAL REFERRAL CENTER
COVERING THOMAS COUNTY AND SURROUNDING COUNTIES IN SOUTHERN GEORGIA AND NORTHERN FLORIDA 69% OF PATIENTS WERE COVERED BY MEDICARE AND
MEDICAID AND 3 0% OF PATIENT REVENUE WAS PROVIDED AS INDIGENT CARE IN 2018, JDAMH PROVIDED OVER 25 6 MILLION IN INDIGENT CARE CHARGES JDAMH
l] 1 i I M- nrrlnmrrr NCTHEN II'ITITTI[TH nnr i IﬂﬂTTIﬂII nAn ﬂlﬂﬂj’ﬂ INNNOTRATI AT A QT TaAL T AT HNARHarieTen nine
m— = (S ) < e, WA

]



Form 990, Part II1I, Line 4b:

GRADY GENERAL HOSPITAL (GGH) IN CAIRO, GEORGIA OPERATES A 60 LICENSED BED ACUTE CARE FACILITY TEN BEDS CAN BE USED AS SWING BEDS IT SERVES
GRADY COUNTY AND 61% OF ITS PATIENTS WERE MEDICARE/MEDICAID IN 2018, GGH PROVIDED OVER 2 7 MILLION IN INDIGENT CARE IN ADDITION, GRADY GENERAL
HOSPITAL PROVIDED OVER 7 6 MILLION IN ADDITIONAL UNCOMPENSATED CARE EIN 58-1646537 FILED UNDER EIN 58-0566121




Form 990, Part 1III, Line 4c:

BROOKS COUNTY HOSPITAL OPERATES IN QUITMAN, GEORGIA AS A CRITICAL ACCESS HOSPITAL WITH 25 ACUTE CARE BEDS IT SERVES BROOKS COUNTY AND 70% OF
ITS PATIENTS WERE MEDICARE/MEDICAID IN 2018, OVER 2 3 MILLION OF INDIGENT CARE WAS PROVIDED TO THE COMMUNITY IN ADDITION, BROOKS COUNTY
HOSPITAL PROVIDED OVER 2 4 MILLION IN ADDITIONAL UNCOMPENSATED CARE EIN 58-6002830 FILED UNDER EIN 58-0566121




Form 990, Part VII - Compensation of Officers, Directors,Trustees, Key Employees, Highest Compensated Employees,

and Independent Contractors

(A) (B) (c) (D) (E) (F)

Name and Title Average Position (do not check more Reportable Reportable Estimated
hours per than one box, unless compensation compensation amount of other
week (list person Is both an officer from the from related compensation
any hours and a director/trustee) organization organizations from the
for related = o=t o= (W- 2/1099- (W-2/1099- organization and

organizations [ = 3 [ 5 [Z |t 35 |2 MISC) MISC) related
below dotted | % = | & |7 |p (=% |3 organizations
line) A R R
g8 |2 R
= .. = ‘l,." I
3 = =2
I~ T =
%n‘ = D 'g:
I ;; Z
; 2
T T
(=N
3 PERRY MUSTIAN 1 00
............................................................... X X o] 862,602 -145,985
PRESIDENT/CE 50 00
DARYL CRENSHAW MD 100
............................................................... X o] 681,125 31,293
TRUSTEE 40 00
JASON NESMITH MD 40 00
....................................................................... X 295,744 0 57,941
TRUSTEE
MELISSA S BRUHN 100
............................................................... X o] 7,000 0
TRUSTEE 100
CORDELL BRAGG MD 100
............................................................... X o] 6,600 0
TRUSTEE (RES 100
WILLIAM ELLIS MD 100
............................................................... X o] 5,200 0
TRUSTEE 100
HAILE MCCOLLUM 100
............................................................... X X o] o} 0
CHAIRMAN 100
CHARLES R SANDERS JR MD 100
............................................................... X X o] o} 0
VICE CHAIRMA 000
IMOGENE CONYERS 1 00
............................................................... X X o] o} 0
SECRETARY/TR
NATHANIEL H ABRAMS JR 1 00
............................................................... X o] o} 0
TRUSTEE 100
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Form 990, Part VII - Compensation of Officers, Directors,Trustees, Key Employees, Highest Compensated Employees,
and Independent Contractors
G
Anarkahla Cediraabad

| (A) (B) (c?- 2% | | D (Di-) [N D )
| fﬂ\eﬂﬂjﬂ'{.ﬁ: Lo Qusy vqn‘.:t- (Annat rhacl, mara ,...m. ~hla ] |

HOSPITAL INC

Form 990, Schedule L, Part IV - Business Transactions Involving Interested Persons
(b) Relationship (c) Amount of (d) Description of transaction (e) Sharing

between interested transaction of
person and the organization's

(a) Name of interested person

organization revenues?

Yes No

(1) CORDELL L BRAGG III MD BOARD TRUSTEE 2,207,507 | PROFESSIONAL MED SVC No
(1) CHARLES R SANDERS JR MD BOARD TRUSTEE 213,208 [ RENTAL, PATIENT SVCS No




Form 990, Part VII - Compensation of Officers, Directors,Trustees, Key Employees, Highest Compensated Employees,

and Independent Contractors
(D) (E) (F)
Reportable Reportable Estimated

(A) (B) (9]
Name and Title Average Position (do not check more
. . Ao nee ol gham amaboy miaos

__i,

= ;
ﬁg{ —
S

Return Explanation
Reference
FORM 990, | MITCHELL COUNTY HOSPITAL AND NURSING HOMES OPERATE IN CAMILLA, GEORGIA AS A CRITICAL ACCES
PAGE 2, S HOSPITAL WITH 25 ACUTE CARE BEDS AND 156 NURSING HOME BEDS IT SERVES MITCHELL COUNTY AN
PART IIl, D 64% OF ITS PATIENTS WERE MEDICARE/MEDICAID IN 2018, OVER 4 2 MILLION OF INDIGENT CARE W
LINE 4D AS PROVIDED TO THE COMMUNITY IN ADDITION, MITCHELL COUNTY HOSPITAL PROVIDED OVER 5 1 MILL
ION ADDITIONAL UNCOMPENSATED CARE EIN 58-6001207 FILED UNDER EIN 58-0566121




lefile GRAPHIC print - DO NOT PROCESS | As Filed Data - | DLN: 93493217008609 |

OMB No 1545-0047
SCHEDULE A Public Charity Status and Public Support
(Form 990 or Complete if the organization is a section 501(c)(3) organization or a section 2 0 1 7
990EZ) 4947(a)(1) nonexempt charitable trust.
P Attach to Form 990 or Form 990-EZ. .
Department of the Treasurs P Information about Schedule A (Form 990 or 990-EZ) and its instructions is at Open to P_Ubllc
Lutemal Revcnue Serc www.irs.qov/form990. Inspection

Name of the organization Employer identification number

JOHN D ARCHBOLD MEMORIAL
HOSPITAL INC 58-0566121

m Reason for Public Charity Status (All organizations must complete this part.) See Instructions.
The organization Is not a private foundation because it 1s (For lines 1 through 12, check only one box )

1

A church, convention of churches, or association of churches described in section 170(b){(1)(A)(i).
A school described in section 170(b)(1)(A)(ii). (Attach Schedule E (Form 990 or 990-EZ) )

2
3 A hospital or a cooperative hospital service organization described in section 170(b)(1)(A)(iii).

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

O OO 00 00ORO0O

An organization that normally receives (1) more than 331/3% of its support from contributions, membership fees, and gross receipts
PRTE =+ . 1 o [ [}

PR [N ' [N A anny

— |




Schedule A (Form 990 or 990-EZ) 2017 Page 2

IEETEIE support Schedule for Organizations Described in Sections 170(b)(1)(A)(iv), 170(b)(1)(A)(vi), and 170
(b)(1)(A)(ix)
(Complete only If you checked the box on line 5, 7, 8, or 9 of Part I or If the organization failed to qualify under Part
ITI. If the organization fails to qualify under the tests listed below, please complete Part III.)
Section A. Public Support
Calendar year
(or fiscal year beginning in) P

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

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

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

4 Total. Add lines 1 through 3

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

6 Public support. Subtract line 5 from
line 4

Section B. Total Support
(or ﬁscaf;:fa"rd;;g‘gﬁzgng in) > (a)2013 (b)2014 (€)2015 (d)2016 (e)2017 (f)Total
7 Amounts from line 4
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 VI )
11 Total support. Add lines 7 through
10
12 Gross recelpts from related activities, etc (see Instructions) | 12 |

(a) 2013 (b) 2014 (c) 2015 (d) 2016 (e) 2017 (F) Total

13 First five years. If the Form 990 is for the organization's first, second, third, fourth, or fifth tax year as a section 501(c)(3) organization,
checkthlsboxandstophere........................................PD
Section C. Computation of Public Support Percentage
14 Public support percentage for 2017 (line 6, column (f) divided by line 11, column (f)) 14
15 Public support percentage for 2016 Schedule A, Part II, line 14 15
16a 33 1/3% support test—2017. If the organization did not check the box on line 13, and line 14 1s 33 1/3% or more, check this box

Apd. akan hara Tha arasmizatian Anahifiae an ~ nuhlicbhc ciomnarbad, araamie- Finn [

o e




Schedule A (Form 990 or 990-EZ) 2017

.m Support Schedule for Organizations Described in Section 509(a)(2)
(Complete only If you checked the box on line 10 of Part I or If the organization failed to qualify under Part II. If

Page 3

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

Section A. Public Support

Calendar year
(or fiscal year beginning in) P
Gifts, grants, contributions, and
membership fees received (Do not
include any "unusual grants ")
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
Gross receipts from activities that are
not an unrelated trade or business
under section 513
Tax revenues levied for the
organization's benefit and either paid
to or expended on its behalf
The value of services or facilities
furnished by a governmental unit to
the organization without charge
Total. Add lines 1 through 5

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

c Add lines 7a and 7b

8

Public support. (Subtract line 7c
from line 6 )

(a) 2013

(b) 2014

(c) 2015

(d) 2016

(e) 2017

(f) Total

Section B. Total Support

Calendar year
(or fiscal year beginning in) P

9 Amounts from line 6
10a Gross income from Interest,

dividends, payments received on
securities loans, rents, royalties and
Income from similar sources

b Unrelated business taxable income

(less section 511 taxes) from
businesses acquired after June 30,
1975

¢ Add lines 10a and 10b
11 Net income from unrelated business

activities not included in line 10b,
whether or not the business i1s
regularly carried on

12 Other income Do not include gain or

loss from the sale of capital assets
(Explain in Part VI )

13 Total support. (Add lines 9, 10c,

14

11, and 12)

(a) 2013

(b) 2014

(c) 2015

(d) 2016

(e) 2017

(f) Total

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

check this box and stop here

» [

Section C. Computation of Public Support Percentage

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

16 Public support percentage from 2016 Schedule A, Part III, line 15 16
Section D. Computation of Investment Income Percentage

17 Investment income percentage for 2017 (line 10c, column (f) divided by line 13, column (f)) 17

18 Investment income percentage from 2016 Schedule A, Part 111, ne 17 18

193 331/3% support tests—2017. If the organization did not check the box on line 14, and line 15 s more than 33 1/3%, and line 17 Is not

20

more than 33 1/3%, check this box and stop here. The organization qualifies as a publicly supported organization

» ]

b 33 1/3% support tests—2016. If the organization did not check a box on line 14 or line 19a, and line 16 1s more than 33 1/3% and line 18 1s

not more than 33 1/3%, check this box and stop here. The organization qualifies as a publicly supported organization

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

» ]
» [

Schedule A (Form 990 or 990-FE7Z) 2017



Schedule A (Form 990 or 990-EZ) 2017

Im Supporting Organizations
(Complete only If you checked a box on line 12 of Part I If you checked 12a of Part I, complete Sections A and B If you checked 12b of
Part I, complete Sections A and C If you checked 12c of Part I, complete Sections A, D, and E If you checked 12d of Part I, complete

Page 4

Sections A and D, and complete Part V )

Section A. All Supporting Organizations

3a

4a

5a

9a

10a

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

Did the organization have any supported organization that does not have an IRS determination of status under section 509
(@)(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)

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

Did the organization confirm that each supported organization qualified under section 501(c)(4), (5), or (6) and satisfied
the public support tests under section 509(a)(2)? If "Yes," describe in Part VI when and how the organization made the
determination

Did the organization ensure that all support to such organizations was used exclusively for section 170(c)(2)(B) purposes?
If "Yes," explain in Part VI what controls the organization put in place to ensure such use

Was any supported organization not organized in the United States ("foreign supported organization")? If "Yes” and if you
checked 12a or 12b in Part I, answer (b) and (c) below

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

Yes

3a

3b

3c

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

Did the organization add, substitute, or remove any supported organizations during the tax year? If "Yes,” answer (b) and
(c) below (if applicable) Also, provide detail in Part VI, including (1) the names and EIN numbers of the supported
organizations added, substituted, or removed, (1) the reasons for each such action, (i) the authority under the

organization’s organizing document authorizing such action, and (iv) how the action was accomplished (such as by

5a

amendment to the organizing document)

Type I or Type II only. Was any added or substituted supported organization part of a class already desighated in the
organization's organizing document?

5b

Substitutions only. Was the substitution the result of an event beyond the organization's control?

5c

Did the organization provide support (whether in the form of grants or the provision of services or facilities) to anyone other
than (1) its supported organizations, (i) individuals that are part of the charitable class benefited by one or more of its
supported organizations, or (i1) 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.

Did the organization provide a grant, loan, compensation, or other similar payment to a substantial contributor (defined in
section 4958(c)(3)(C)), a family member of a substantial contributor, or a 35% controlled entity with regard to a

substantial contributor? If "Yes,” complete Part I of Schedule L (Form 990 or 990-EZ)

Did the organization make a loan to a disqualified person (as defined in section 4958) not described in line 7? If "Yes,”

complete Part I of Schedule L (Form 990 or 990-EZ)

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.

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

organization had an interest? If "Yes,” provide detail in Part VI,

9b

Did a disqualified person (as defined in line 9a) have an ownership interest In, or derive any personal benefit from, assets In

which the supporting organization also had an interest? If "Yes, ” provide detail in Part VI.

9c

Was the organization subject to the excess business holdings rules of section 4943 because of section 4943(f) (regarding
certain Type II supporting organizations, and all Type III non-functionally integrated supporting organizations)? If “Yes,”

answer line 10b below

10a

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

the organization had excess business holdings)

10b

Schedule A {Form 990 or 990-EZ) 2017



Schedule A (Form 990 or 990-EZ) 2017 Page 5
Im 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 in (b) and (c) below, the
governing body of a supported organization? 11a
b A family member of a person described in (a) above? 11b
¢ A 35% controlled entity of a person described in (a) or (b) above? If "Yes” to a, b, or ¢, provide detail in Part VI 1ic
Section B. Type I Supporting Organizations
Yes | No
1 Did the directors, trustees, or membership of one or more supported organizations have the power to regularly appoint or
elect at least a majority of the organization’s 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 directors or
trustees were allocated among the supported organizations and what conditions or restrictions, if any, applied to such

T iy —t = —




Schedule A (Form 990 or 990-EZ) 2017
m Type III Non-Functionally Integrated 509(a)(3) Supporting Organizations

Page 6

1 [[J 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 III non-functionally integrated supporting organizations must complete Sections A through E
Section A - Adjusted Net Income (A) Prior Year (B) Current Year
{optional)
1 Net short-term capital gain 1
2 Recoveries of prior-year distributions 2
3 Other gross income (see Instructions) 3
4 Add lines 1 through 3 4
5 Depreciation and depletion 5
6 Portion of operating expenses paid or incurred for production or collection of gross 6
Income or for management, conservation, or maintenance of property held for
production of income (see Instructions)
7 Other expenses (see instructions) 7
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) 1
a Average monthly value of securities 1a
b Average monthly cash balances ib
¢ Fair market value of other non-exempt-use assets 1c
d Total (add lines 1a, 1b, and 1c) id
e Discount claimed for blockage or other factors
(explain in detail in Part VI)
2 Acquisition indebtedness applicable to non-exempt use assets 2
3 Subtract line 2 from line 1d 3
4 Cash deemed held for exempt use Enter 1-1/2% of line 3 (for greater amount, see
Instructions) 4
5 Net value of non-exempt-use assets (subtract line 4 from line 3) 5
6 Multiply ne 5 by 035 6
7 Recoveries of prior-year distributions 7
8 Minimum Asset Amount (add line 7 to line 6) 8
Section C - Distributable Amount Current Year
1 Adjusted net income for prior year (from Section A, line 8, Column A) 1
2 Enter 85% of ine 1 2
3  Minimum asset amount for prior year (from Section B, line 8, Column A) 3
4 Enter greater of line 2 or line 3 4
5 Income tax imposed In prior year 5
6 Distributable Amount. Subtract line 5 from line 4, unless subject to emergency 6
temporary reduction (see Instructions)
7 Check here If the current year Is the organization's first as a non-functionally-integrated Type III supporting organization (see

Instructions)

Schedule A {Form 990 or 990-F7) 2017



Schedule A (Form 990 or 990-EZ) 2017 Page 7
lm Type III Non-Functionally Integrated 509(a)(3) Supporting Organizations (continued)
Section D - Distributions Current Year

1 Amounts paid to supported organizations to accomplish exempt purposes

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

Administrative expenses paid to accomplish exempt purposes of supported organizations

Amounts paid to acquire exempt-use assets

Qualified set-aside amounts (prior IRS approval required)

Other distributions (describe in Part VI) See Instructions

Total annual distributions. Add lines 1 through 6

W [N | |0 |bh W

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

9 Distributable amount for 2017 from Section C, line 6

10 Line 8 amount divided by Line 9 amount

] ichei I . (ii) J (iii)
Section E D|=s_tﬂl_)_‘:lfll?_n_ellocatlons (see | e ,.\;(_'2_:.___u___ | Underdistributions Distributable
i

1 i

= manPsma= - '
———————
e T =TT eee— [ —  — ——




Additional Data

Software 1ID:
Software Version:
EIN: 58-0566121

Name: JOHN D ARCHBOLD MEMORIAL
HOSPITAL INC

Schedule A (Form 990 or 990-EZ) 2017 Page 8

m Supplemental Information. Provide the explanations required by Part II, line 10, Part II, line 17a or 17b, Part III, line 12, Part IV,
Section A, lines 1, 2, 3b, 3¢, 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 le, 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)

Facts And Circumstances Test
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SCHEDULE C Political Campaign and Lobbying Activities OMB No 1545-0047
;:FZO;m 990 or 990- For Organizations Exempt From Income Tax Under section 501(c) and section 527 2 0 1 7

Open to Public

»Complete if the organization is described below. PAttach to Form 990 or Form 990-EZ.
P Information about Schedule C (Form 990 or 990-EZ) and its instructions is at
www.irs.qov/form990.

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 |-C
e Section 501(c) (other than section 501(c)(3)) organizations Complete Parts I-A and C below Do not complete Part |-B
e Section 527 organizations Complete Part |-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 II-A Do not complete Part II-B
@ Section 501(c)(3) organizations that have NOT filed Form 5768 (election under section 501(h)) Complete Part [I-B Do not complete Part lI-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 Iinstructions), then
e Section 501(c)(4), (5), or (6) organizations Complete Part Il

Name of the organization
JOHN D ARCHBOLD MEMORIAL

HOSPITAL INC 58-0566121
m Complete if the organization is exempt under section 501(c) or is a section 527 organization.

Department of the Treasun Inspection

Internal Revenue Service

Employer identification number

1 Provide a description of the organization’s direct and indirect political campaign activities in Part IV (see Instructions for definition of
“political campaign activities")

2 Political campaign activity expenditures (see instructions) » $

3 Volunteer hours for political campaign activities (see instructions)
148 0:] Complete if the organization is exempt under section 501(c)(3).

1 Enter the amount of any excise tax incurred by the organization under section 4955 » $
2 Enter the amount of any excise tax incurred by organization managers under section 4955 » $
3 If the organization incurred a section 4955 tax, did it file Form 4720 for this year? O ves O No
4a Was a correction made? [ Yes O Neo

b If "Yes," describe in Part IV
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 activities » $
Enter the amount of the filing organization's funds contributed to other organizations for section 527 exempt
function activities » $
Total exempt function expenditures Add lines 1 and 2 Enter here and on Form 1120-POL, line 17b » $
4 Did the filing organization file Form 1120-POL for this year? O ves O 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
filing organization’'s
funds If none, enter

-0-

(e) Amount of political
contributions received
and promptly and
directly delivered to a
separate political
organization If none,
enter -0-

6

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

No 50084S

Schedule C (Form 990 or 990-EZ) 2017



Schedule C (Form 990 or 990-EZ) 2017
m Complete if the organization is exempt under section 501(c)(3) and filed Form 5768 (election under

Page 2

section 501(h)).

A Check » [ ifthe 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 » [ ifthe filing organization checked box A and "limited control” provisions apply

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

(a) Filing
organization's
totals

(b) Affiliated
group totals

- O O 0o T

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

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

Total lobbying expenditures (add lines 1a and 1b)
Other exempt purpose expenditures

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

Lobbying nontaxable amount Enter the amount from the following table in both

columns

11,616

11,616

254,682,544

254,694,160

1,000,000

If the amount on line 1e, column (a) or (b) is:

The lobbying nontaxable amount is:

Not over $500,000

20% of the amount on line 1e

Over $500,000 but not over $1,000,000

$100,000 plus 15% of the excess over $500,000

Over $1,000,000 but not over $1,500,000

$175,000 plus 10% of the excess over $1,000,000

Over $1,500,000 but not over $17,000,000

$225,000 plus 5% of the excess over $1,500,000

Over $17,000,000

51,000,000

Grassroots nontaxable amount (enter 25% of line 1f)
Subtract line 1g from line 1a If zero or less, enter -0-
Subtract line 1f from line 1c If zero or less, enter -0-

250,000

If there 1s an amount other than zero on either line 1h or line 11, did the organization file Form 4720 reporting

section 4911 tax for this year?

D Yes D 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) 2014

(b) 2015

(c) 2016

(d) 2017

(e) Total

Lobbying nontaxable amount

1,000,000

1,000,000

1,000,000

1,000,000

4,000,000

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

6,000,000

Total lobbying expenditures

7,061

8,655

5,484

11,616

32,816

Grassroots nontaxable amount

250,000

250,000

250,000

250,000

1,000,000

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

1,500,000

Grassroots lobbying expenditures

Schedule C (Form 990 or 990-EZ) 2017



Schedule C (Form 990 or 990-EZ) 2017 Page 3

1 B ec:l Complete if the organization is exempt under section 501(c)(3) and has NOT filed
Form 5768 (election under section 501(h)).

(a) (b)

For each "Yes" response on lines 1a through 11 below, provide in Part IV a detailed description of the lobbying
actvity Yes No Amount

1 During the year, did the filing organization attempt to influence foreign, national, state or local legislation,
rhdingany~ttaant 13 pflusaca nublenningrao i lealislaing Npftecpmiefarendim thengab thajwa pf |, 1,

‘,:,l.,.,’%‘—_u— i JJ—_P’__I .

|
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. . OMB No 1545-0047
gfrt'lﬁg)”'-'f D Supplemental Financial Statements
» Complete if the organization answered "Yes," on Form 990, 2 0 1 7

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

Department of the Treasun » Attach to Form 990. Open to Public
Internal Revenue Service | Information about Schedule D (Form 990) and its instructions is at www.irs.gov/form990. Inspection

Name of the organization Employer identification number
JOHN D ARCHBOLD MEMORIAL
HOSPITAL INC 58-0566121

.m Organizations Maintaining Donor Advised Funds or Other Similar Funds or Accounts.
Complete If the organization answered "Yes" on Form 990, Part IV, line 6.
(a) Donor advised funds (b)Funds and other accounts

Total number at end of year

Aggregate value of contributions to (during year)

Aggregate value of grants from (during year)

Aggregate value at end of year

i A~ WNR

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? O ves [1 No

6 Did the organization inform all grantees, donors, and donor advisors In writing that grant funds can be used only for
charitable purposes and not for the benefit of the donor or donor advisor, or for any other purpose conferring impermissible

private benefit? O ves [ No
m 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 (e g, recreation or education) 1  Preservation of an historically important land area
O] 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 Year
a Total number of conservation easements 2a
b Total acreage restricted by conservation easements 2b
¢ Number of conservation easements on a certified historic structure included In (a) 2c
d Number of conservation easements included in (c) acquired after 8/17/06, and not on a historic 2d

structure listed in the National Register

3 Number of conservation easements modified, transferred, released, extinguished, or terminated by the organization during the
tax year &

Number of states where property subject to conservation easement Is located »

5 Does the organization have a written policy regarding the periodic monitoring, inspection, handling of violations,
and enforcement of the conservation easements it holds? O ves O 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
L g

8 Does each conservation easement reported on line 2(d) above satisfy the requirements of section 170(h)(4)(B)(1)
and section 170(h)(4)(B)(1)? O ves O No

9 In Part XIII, 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

Organizations Maintaining Collections of Art, Historical Treasures, or Other Similar Assets.
Complete If the organization answered "Yes" on Form 990, Part IV, line 8.
1a If the organization elected, as permitted under SFAS 116 (ASC 958), not to report In its revenue statement and balance sheet works of

art, historical treasures, or other similar assets held for public exhibition, education, or research in furtherance of public service,
provide, in Part XIII, the text of the footnote to its financial statements that describes these items

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

(i) Revenue included on Form 990, Part VIII, line 1 >3

(ii)Assets included in Form 990, Part X >3

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

a Revenue included on Form 990, Part VIII, line 1 >3

b Assets included in Form 990, Part X » s
For Paperwork Reduction Act Notice, see the Instructions for Form 990. Cat No 52283D Schedule D (Form 990) 2017




Schedule D (Form 990) 2017 Page 2
m 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 are a significant use of its collection
items (check all that apply)

a [ Ppublic exhibition d O woanor exchange programs

e
O scholarly research L1 other

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 XIII
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? O ves O No

IEEIE 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, hne 21.
1a Is the organization an agent, trustee, custodian or other intermediary for contributions or other assets not
included on Form 990, Part X? |:| Yes |:| No
b If "Yes," explain the arrangement in Part XIII and complete the following table Amount
C  Beginning balance 1c
d  Additions during the year id

iy




Schedule D (Form 990) 2017

Page 3

m 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
(including name of security)

(b)
Book
value

(c) Method of valuation
Cost or end-of-year market value

(1) Financial derivatives
(2) Closely-held equity interests

(3)Other

Total. (Column (b) must equal Form 990, Part X, col (B) line 12 )

»

Investments—Program Related.
Complete If the organization answered 'Yes' on Form 990, Part IV, I

ne 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

(1)

(2)

(3)

(4)

(5)

(6)

(7)

(8)

(9)

Total. (Column (b} must equal Form 990, Part X, col (B) line 13 )

»

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

1) DUE FROM RELATED PARTIES

110,860,048

2) OTHER RECEIVABLES

17,919,335

3) DUE FROM MEDICARE/MEDICAID

6,366,006

4) PHYSICIAN RECEIVABLES

1,920,920

1,694,957

6) INTEREST RECEIVABLE

995,675

7) DEFERRED BOND ISSUE COST - 2003

176,153

8) DUE FROM SELF INSURANCE TRUST

-388,628

(1)
(2)
3)
(4)
(5) SCHOLARSHIP/TUITION RECEIVABLE
(6)
(7)
(8)
(%)

9

Total. (Column (b) must equal Form 990, Part X, col (B) line 15 )

» 139,544,466

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

Total. (Column (b} must equal Form 990, Part X, col (B) line 25 )

d

2. Liability for uncertain tax positions In Part XIII, provide the text of the footnote to the organization's financial statements that reports the
organization's hability for uncertain tax positions under FIN 48 (ASC 740) Check here If the text of the footnote has been provided in Part XIII

Schedule D (Form 990) 2017
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Im Reconciliation of Revenue per Audited Financial Statements With Revenue per Return
Complete If the organization answered 'Yes' on Form 990, Part IV, line 12a.

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

1 Total revenue, gains, and other support per audited financial statements 1
2 Amounts included on line 1 but not on Form 990, Part VIII, line 12
a Net unrealized gains (losses) on Investments 2a
b Donated services and use of facilities 2b
c Recoveries of prior year grants 2c
d Other (Describe In Part XIII ) 2d
e Add lines 2a through 2d 2e
3 Subtract line 2e from line 1 3
Amounts included on Form 990, Part VIII, ine 12, but not on line 1
a Investment expenses not included on Form 990, Part VIII, line 7b da
Other (Describe In Part XIII ) 4b
¢ Addlines 4a and 4b . 4c
5 Total revenue Add lines 3 and 4c. (This must equal Form 990, Part I, line 12 ) 5

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 facilities 2a
b  Prior year adjustments 2b
c Other losses 2c
d Other (Describe In Part XIII ) 2d
e Add lines 2a through 2d 2e
3 Subtract line 2e from line 1 3
Amounts included on Form 990, Part IX, line 25, but not on line 1:
a Investment expenses not included on Form 990, Part VIII, line 7b da
Other (Describe In Part XIII ) 4b
¢ Addlines 4a and 4b . 4c
5 Total expenses Add lines 3 and 4c. (This must equal Form 990, Part I, line 18 ) 5

m Supplemental Information

Provide the descriptions required for Part 11, lines 3, 5, and 9, Part III, lines 1a and 4,

Part IV, ines 1b and 2b, Part V, line 4, Part X, line 2, Part

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

Return Reference

Explanation

See Additional Data Table

Schedule D (Form 990) 2017
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Supplemental Information (continued)
Return Reference Explanation
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Supplemental Information

Return Reference Explanation

SCHEDULE D, PAGE 2, PART V, ENDOWMENT FUNDS RESTRICTED BY DONORS ARE HELD IN A PERMANENT HEALTHCARE ENDOWMENT FUND
LINE 4 WHI
CH WAS ESTABLISHED TO SUPPORT HEALTH CARE SERVICES
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SCHEDULE H
(Form 990)

Department of the
Treasun

Hospitals

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

» Attach to Form 990.

» Information about Schedule H (Form 990) and its instructions is at www.irs.gov/form990.

OMB No 1545-0047

2017

N4HE 5T the dfyanization
JOHN D ARCHBOLD MEMORIAL

Employer identification number

HOSPITAL INC 58-0566121
m Financial Assistance and Certain Other Community Benefits at Cost
Yes | No
1a Did the organization have a financial assistance policy during the tax year? If "No," skip to question 6a 1a | Yes
b If "Yes," was it a written policy? 1b | Yes
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
O Applied uniformly to all hospital facilities Applied uniformly to most hospital facilities
O 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 imit for eligibility for free care 3a | Yes
L 100% [ 150% 200% [ other %
b Did the organization use FPG as a factor in determining eligibility for providing discounted care? If "Yes," indicate
which of the following was the family income limit for eligibility for discounted care 3b | Yes
1 200% [ 250% [ 300% [ 350% [ 400% Other 325 0000000000 %
c 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 Yes
5a Did the organization budget amounts for free or discounted care provided under its financial assistance policy during
the tax year? 5a | Yes
b If "Yes," did the organization's financial assistance expenses exceed the budgeted amount? 5b | Yes
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 eligibile for free or discounted care? 5c No
6a Did the organization prepare a community benefit report during the tax year? 6a No
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 served | (c) Total community | (d) Direct offsetting | (e) Net community | (f) Percent of
Means-Tested act|V|t|(es t°r pr;))grams (optional) benefit expense revenue benefit expense total expense
optiona
Government Programs P

a Financial Assistance at cost

(from Worksheet 1) 10,759,339 10,759,339 3510 %
b Medicaid {from Worksheet 3,

column a) 36,276,400 35,671,117 605,283 0 200 %
¢ Costs of other means-tested

government programs (from

Worksheet 3, column b) 377,251 324,337 52,914 0 020 %
d Total Financial Assistance and

Means-Tested Government

Programs 47,412,990 35,995,454 11,417,536 3730 %

Other Benefits

e Community health improvement

services and community benefit

operations (from Worksheet 4) 211,765 211,765 0070 %
f Health professions education

(from Worksheet 5) 1,133,163 1,133,163 0370 %
g Subsidized health services (from

Worksheet 6) 21,676,777 21,676,777 7 070 %
h Research {from Worksheet 7)
1 Cash and in-kind contributions

for community benefit (from

Worksheet 8) 96,000 96,000 0030 %
j Total. Other Benefits 23,117,705 23,117,705 7 540 %
k Total. Add lines 7d and 7) 70,530,695 35,995,454 34,535,241 11 270 %

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

Cat No 501927

Schedule H (Form 990) 2017
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m Community Building Activities Complete this table If the organization conducted any community building activities
during the tax year, and describe in Part VI how 1ts community building activities promoted the health of the
communities It serves.

(a) Number of (b) Persons served | (c) Total community | (d) Direct offsetting | (e) Net community | (f) Percent of
activities or programs (optional) building expense revenue building expense total expense
(optional)

Physical improvements and housing

Economic development

Community support

Environmental improvements

g |k |w N e

Leadership development and
training for community members

)]

Coalition building

7 Community health improvement
advocacy

8 Workforce development

9 Other
10 Total
Bad Debt, Medicare, & Collection Practices

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

No 152 . v v v a h h w w h w e e e e e e 1 | Yes
2 Enter the amount of the organization's bad debt expense Explain in Part VI the

methodology used by the organization to estimate this amount . . . . . . 2 60.810.579

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

4 Provide in Part VI the text of the footnote to the organization’s financial statements that describes bad debt expense or the
page number on which this footnote 1s contained in the attached financial statements

Section B. Medicare

5 Enter total revenue received from Medicare (including DSH and IME) . . . . . | 5 | 83,649,176
6 Enter Medicare allowable costs of care relating to payments online5 . . . . . | 6 | 86,832,242
7 Subtract line 6 from line 5 This 1s the surplus (or shortfall) . . . . . . . . | 7 | -3,183,066)
8 Describe In Part VI the extent to which any shortfall reported in line 7 should be treated as community benefit

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

O cost accounting system [ cost to charge ratio Other
Section C. Collection Practices
9a Did the organization have a written debt collection policy during the tax year> . . . . . . . . . . 9a | Yes

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 InPart VI .« & &« &+ v 0w e e a e e e 9b | Yes

Management Companies and Joint Ventures
MWQHQ%&%&E&QFG by officers,| directors, trusise)ngg(\_(rﬁmg}%fz%rﬁgﬂ,physmans—sea 'nfU}JEﬂﬂ'ﬂNzatmn's (d) Officers, directors, {e) Physicians'

activity of entity profit % or stock trustees, or key profit % or stock
ownership % employees’ profit % ownership %
or stock ownership %
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m Facility Information

Section A. Hospital Facilities

(hst in order of size from largest to
smallest—see Instructions)

How many hospital facilities did the
organization operate during the tax year?
a4

Name, address, primary website address, and
state license number (and If a group return,
the name and EIN of the subordinate hospital
organization that operates the hospital facility)
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Facility reporting
Other (describe) group

See Additional Data Table
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IEZEXA  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)

A
Name of hospital facility or letter of facility reporting group
Line number of hospital facility, or line numbers of hospital facilities in a facility
N . 1234
reporting group (from Part V, Section A):
Yes | No

Community Health Needs Assessment
1 Was the hospital facility first licensed, registered, or similarly recogmzed by a state as a hospital facility in the current tax year

or the Immediately preceding tax year?. . . . . . . . . Coe e e e 1 No
2  Was the hospital facility acquired or placed into service as a tax-exempt hospital in the current tax year or the iImmediately

preceding tax year? If “Yes,” provide detalls of the acquisition in Section C P e e e e e e e . 2 No

3 During the tax year or either of the two iImmediately preceding tax years, did the hospital facility conduct a community health
needs assessment (CHNA)? If "No," skip to line 12 Ve e e e e e e e e e 3 | Yes

If "Yes," indicate what the CHNA report describes (check all that apply)

a A definition of the community served by the hospital facility
b Demographics of the community

c ¥ Existing health care facilities and resources within the community that are available to respond to the health needs of the
community
[l How data was obtained

V1 The significant health needs of the community

- 0 o

Primary and chronic disease needs and other health i1ssues of uninsured persons, low-income persons, and minority groups

[¢] The process for i1dentifying and prioritizing community health needs and services to meet the community health needs
h The process for consulting with persons representing the community’s interests
i The impact of any actions taken to address the significant health needs identified in the hospital facility's prior CHNA(s)

j Other (describe in Section C)
4  Indicate the tax year the hospital facility last conducted a CHNA 20 16

5 In conducting its most recent CHNA, did the hospital facility take into account input from persons who represent the broad
Interests of the community served by the hospital facility, including those with special knowledge of or expertise in public
health? If "Yes," describe in Section C how the hospital facility took into account input from persons who represent the

community, and identify the persons the hospital facility consulted . . . . . + .« .« « + « « + + .+ . . 5 | Yes
6 a Was the hospital facility’s CHNA conducted with one or more other hospital facilities? If "Yes," list the other hospital facilities Iin
SectioN € & v v v e e e h e e e e e e e e e e e 6a | Yes
b Was the hospital facility’s CHNA conducted with one or more organlzatlons other than hospital facilities?” If “Yes,” list the other
organizations in Secton C . . . . C e e e e 6b No
7 Did the hospital facility make its CHNA report W|dely avallable to the pubI|c7 Ve e e e e e e e 7 | Yes

If "Yes," indicate how the CHNA report was made widely available (check all that apply)

a Hospital facility’s website (list url) WWW ARCHBOLD ORG

b L1 other website (hist url)

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

d Other (describe in Section C)
Hu‘i the hmmfal_fanllw&ntannnjfmtpm( to_meet the s
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IEZEXA  Facility Information (continued)
Financial Assistance Policy (FAP)
A
Name of hospital facility or letter of facility reporting group
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| Yes
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 200 000000000000 %
and FPG family income hmit for eligibility for discounted care of 325 000000000000 %

b [ income level other than FPG (describe In Section C)

c Asset level

d [ Medical indigency

e [ 1nsurance status

f D Underinsurance discount
gl Residency

h [ other (describe in Section C)
14 Explained the basis for calculating amounts charged to patients® . . . . . . . . .+ .« .+ .+ .+ « .« . . 14| Yes

15 Explained the method for applying for financial assistance? . . . . . . « « « + « + &« & 4 4 4 a4 15| Yes

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 | Yes
If "Yes," indicate how the hospital facility publicized the policy (check all that apply)

a The FAP was widely available on a website (list url)
WWW ARCHBOLD ORG

b The FAP application form was widely available on a website (list url)
WWW ARCHBOLD ORG

c A plain language summary of the FAP was widely available on a website (list url)
WWW ARCHBOLD ORG
d The FAP was avallable upon request and without charge (in public locations in the hospital facility and by mail)

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

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

g Individuals were notified about the FAP by being offered a paper copy of the plain language summary of the FAP, by

recelving a conspicuous written notice about the FAP on their billing statements, and via conspicuous public displays or
other measures reasonably calculated to attract patients' attention

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

i The FAP, FAP application form, and plain language summary of the FAP were translated into the primary language(s)
spoken by LEP populations

i other (describe in Section C)

Schedule H (Form 990) 2017
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IEZEXA  Facility Information (continued)
Billing and Collections
A
Name of hospital facility or letter of facility reporting group
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
nonpayment? 17| Yes
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
al[] Reporting to credit agency(ies)
b [] Selling an individual’s debt to another party
< Deferring, denying, or requiring a payment before providing medically necessary care due to nonpayment of a previous
bill for care covered under the hospital facility's FAP
d [ Actions that require a legal or judicial process
e [1 other similar actions (describe in Section C)
f None of these actions or other similar actions were permitted
19 Did the hospital facility or other authorized party perform any of the following actions during the tax year before making
reasonable efforts to determine the individual’s eligibility under the facility’s FAP? 19 No
If "Yes," check all actions in which the hospital facility or a third party engaged
a[] Reporting to credit agency(ies)
b[] Selling an individual’s debt to another party
c[ Deferring , denying, or requiring a payment before providing medically necessary care due to nonpayment of a previous
bill for care covered under the hospital facility's FAP
d [] Actions that require a legal or judicial process
e [] other 5|m|Iar actions (describe in Section C)

an T‘nrhf-aha uh'a ﬂ-t- tha l’ucum_l'_ll =~ ‘fjr-d o akhar -uﬂ-hnm oty mada bnf&mnjhgbﬂwu_of_tL Letad (iabmbly —
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Schedule H (Form 990) 2017 Page 8
A Facility Information (continued)

Section C. Supplemental Information for Part V, Section B. Provide descriptions required for Part V, Section B, lines 2, 33, 5,
6a, 6b, 7d, 11, 13b, 13h, 15e, 163, 18e, 19e, 20e, 21c, 21d, 23, and 24. If applicable, provide separate descriptions for each
hospital facility in a facility reporting group, designated by facility reporting group letter and hospital facility line number from Part
V, Section A ("A, 1,” “A, 4," "B, 2,” "B, 3,” etc.) and name of hospital facility.

Form and Line Reference Explanation
See Add'l Data

Schedule H (Form 990) 2017
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A Facility Information (continued)

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

How many non-hospital health care facilities did the organization operate during the tax year? 12
Name and address Type of Facility (describe)
1 See Additional Data Table

2

3

4

5

6

7

8

9

10

Schedule H (Form 990) 2017
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IEAZ] Supplemental Information

Provide the following information

1
2

Required descriptions. Provide the descriptions required for Part I, lines 3¢, 6a, and 7, Part Il and Part III, 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

990 Schedule H, Supplemental Information

Form and Line Reference Explanation

PART I, LINE 7, COLUMN (F) - IN DERIVING THE DENOMINATOR TO BE USED FOR COLUMN (F), THE FOLLOWING ADJUSTMENTS WERE

EXCLUSIONS FROM PERCENT OF MADE TO THE TOTAL EXPENSES REPORTED ON FORM 990, PART IX, LINE 25 FORM 990, PART IX, LINE

TOTAL EXPENSE 25 305,620,081 ADD EXPENSES REPORTED IN PART VIII 796,300 DENOMINATOR FOR COLUMN (F)
306,416,381

PART I, LINE 7 - COSTING THE ORGANIZATION USES THE COST TO CHARGE RATIO USING THE IRS' RECOMMENDED FORMAT IN

METHODOLOGY EXPLANATION WORKSHEET 2 OTHER COSTS IN PART I LINES 7E THROUGH 71 WERE OBTAINED FROM THE
ORGANIZATION'S ACCOUNTING RECORDS




990 Schedule H, Supplemental Information

Form and Line Reference Explanation
PART III, LINE 2 - BAD DEBT AMOUNTS INCLUDED ON PART III LINE 2 REPRESENT THE AMOUNT OF CHARGES CONSIDERED
EXPENSE METHODOLOGY UNCOLLECTIBLE AFTER REASONABLE ATTEMPTS TO COLLECT, AND WRITTEN OFF TO BAD DEBT
EXPENSE

BAD DEBT EXPENSE FOOTNOTE TO SEE THE ALLOWANCE FOR DOUBTFUL ACCOUNTS FOOTNOTE ON PAGE 10 OF THE ATTACHED AUDITED
FINANCIAL STATEMENTS FINANCIAL STATEMENTS




990 Schedule H, Supplemental Information

Form and Line Reference

Explanation

PART III, LINE 8 - MEDICARE
EXPLANATION

MEDICARE ALLOWABLE COSTS ARE COMPUTED IN ACCORDANCE WITH COST REPORTING
METHODOLOGIES UTILIZED ON THE MEDICARE COST REPORT AND IN ACCORDANCE WITH RELATED
REGULATIONS INDIRECT COSTS ARE ALLOCATED TO DIRECT SERVICE AREAS USING THE MOST
APPROPRIATE STATISTICAL BASIS

PART III, LINE 9B - COLLECTION
PRACTICES EXPLANATION

PATIENTS THAT ARE KNOWN TO QUALIFY FOR FINANCIAL ASSISTANCE ARE APPROVED FOR A PERIOD OF
6 MONTHS THE PATIENTS ARE REQUIRED TO CONTACT THE FINANCIAL ASSISTANCE OFFICE DURING
THIS POINT IF THEY INCUR ADDITIONAL CHARGES THAT QUALIFY FOR FINANCIAL ASSISTANCE DURING
THIS TIME PERIOD THE SAME PROCESS IS IN EFFECT FOR THE PATIENTS WHO QUALIFY FOR THE
SLIDING FEE DISCOUNT THIS DISCOUNT WILL LIMIT THE PATIENTS TO AN OUT OF POCKET MAXIMUM
AMOUNT IN THE GIVEN TIME PERIOD WE DO NOT HAVE ANY AUTOMATIC ADJUSTMENTS OR AN
AUTOMATED SYSTEM TO TRACK THE PREVIOUSLY APPROVED PATIENTS
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Form and Line Reference

Explanation

PART VI, LINE 2 - NEEDS
ASSESSMENT

REVIEW OF ASSESSMENTS OF OTHER ORGANIZATIONS THAT IDENTIFY NEEDS AND HAVE ON-GOING
PARTICIPATION WITH THOSE ORGANIZATIONS COLLECT, REVIEW AND USE PRIMARY,SECONDARY AND
QUALITATIVE DATA IN DETERMINING NEEDS UPDATE COMMUNITY HEALTH STATUS AS LOCAL, STATE
AND FEDERAL DATA IS REPORTED REVIEW INTERNAL DATA SUCH AS SCREENING OUTCOMES AND
PATIENT VOLUMES FOR SERVICES RESPONSE TO REQUESTS FROM COMMUNITY, INPUT FROM A GROUP
MEETING OF THE DOUGLASS HIGH SCHOOL ALUMNI ASSOCIATION, SEVERAL WRITTEN SURVEYS AND A
TELEPHONE INTERVIEW THE ORGANIZATION ANALYZES QUANTITATIVE FEDERAL, STATE AND LOCAL
DATA AS WELL AS SEEKS QUALITATIVE INPUT FROM MEMBERS OF THE COMMUNITY, ESPECIALLY THE
UNDERSERVED THE ORGANIZATION ALSO ASSESSES THE NEEDS OF THE COMMUNITY THROUGH
UTILIZING ASSESSMENTS CONDUCTED BY OTHER COMMUNITY ORGANIZATIONS, REVIEWING INTERNAL
DATA ON PATIENT VOLUMES AND SCREENING OUTCOMES, PARTICIPATING IN COMMUNITY
ORGANIZATIONS THAT IDENTIFY NEEDS, SPONSORING COMMUNITY EDUCATION TASK FORCES THAT
PROVIDE INPUT AND RESPONDING TO SPECIFIC REQUESTS FROM COMMUNITY MEMBERS COPIES OF
THE 2016-2017 CHNA'S AND THE RELATED IMPLEMENTATION PLAN CAN BE FOUND AT THE FOLLOWING
WEB ADDRESSES HTTPS //ARCHBOLD ORG/UPLOADS/GROUPS/3/DOCUMENTS/BROOKS-
KEYHEALTHISSUES- 2016-AUG18 PDF

HTTPS //ARCHBOLD ORG/UPLOADS/GROUPS/3/DOCUMENTS/GRADY-KEYHEALTHISSUES-2016

-AUG18 PDF HTTPS //ARCHBOLD ORG/UPLOADS/GROUPS/3/DOCUMENTS/MITCHELL-KEYHEALTHISSUES-
2016-AUG18 PDF HTTPS //ARCHBOLD ORG/UPLOADS/GROUPS/3/DOCUMENTS/THOMAS-
KEYHEALTHISSUES- 2016-AUG18 PDF

PART VI, LINE 3 - PATIENT
EDUCATION OF ELIGIBILITY FOR
ASSISTANCE

ANNUAL NOTICES ARE PLACED IN THE NEWSPAPERS FOR THE COUNTIES WE SERVE WITH HEALTHCARE
NOTICE OF THE FAP PROGRAM IS CONTAINED IN THE PATIENT HANDBOOK, SIGNS AND BROCHURES
OUTLINING THE AVAILABILITY OF THE FAP PROGRAM ARE AVAILABLE AT POINTS OF ACCESS FOR
PATIENTS, PAPER APPLICATIONS ARE AVAILABLE AT ALL ADMISSION AREAS AND BUSINESS OFFICES,
ELECTRONIC VERSION OF THE APPLICATION CAN BE DOWNLOADED FREE OF CHARGE VIA WEBSITE AND
THE ASSISTANCE PROGRAM IS DISCUSSED IN DETAIL DURING COLLECTION CALLS WITH PATIENTS
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Form and Line Reference Explanation
PART VI, LINE 4 - COMMUNITY COUNTIES SERVED IN GEORGIA INCLUDE BROOKS, GRADY, MITCHELL, THOMAS DISPROPORTIONATE
INFORMATION HEALTHCARE NEEDS, FEDERALLY DESIGNATED AS MEDICALLY UNDERSERVED AREAS(MUA) OR HEALTH

PROFESSIONAL SHORTAGE AREAS(HSPA), LOW- INCOME, PUBLIC HOUSING RESIDENTS, SENICRS,
MIGRANT WORKERS, UNINSURED, UNDERINSURED, MIXTURE OF ETHNICITIES, ALL AGES, MIXTURE OF
EDUCATIONAL LEVELS BROOKS COUNTY ESTIMATED POPULATION 15,513, MEDIAN HOUSEHOLD
INCOME 34,890, 23 7% LIVING IN POVERTY, 1S 4% UNDER 65 UNINSURED GRADY COUNTY
ESTIMATED POPULATION 24,748, MEDIAN HOUSEHOLD INCOME 39,462, 20 3% LIVING IN POVERTY,
20 8% UNDER 65 UNINSURED MITCHELL COUNTY ESTIMATED POPULATION 22,192, MEDIAN
HOUSEHQLD INCOME 34,122, 27 5% LIVING IN POVERTY. 17 6% UNDFR 63 UNTNSURFD THOMAS |

T
= Ijp—

i ekiel] Vah i B ﬂﬁﬂ_




990 Schedule H, Supplemental Information

Form and Line Reference Explanation
PART VI, LINE 6 - AFFILIATED ARCHBOLD MEDICAL CENTER, INC (MEDICAL CENTER) AS THE PARENT CORPORATION HAS SOLE
HEALTH CARE SYSTEM CONTROL OVER ITS NONPROFIT SUBSIDIARIES, JOHN D _ARCHBOLD MEMOR]JAL HOSPITAL. INC .

{1




Schedule H (Form 990) 2017



Additional Data

Software 1ID:
Software Version:
EIN: 58-0566121

Name: JOHN D ARCHBOLD MEMORIAL
HOSPITAL INC

Form 990 Schedule H, Part V Section A. Hospital Facilities

8 . I ol O o m
Section A. Hospital Facilities EliT E =z P T 3
tlz|Z|a |58 ]2
tlals (228|535
(hist 1n order of size from largest to g =T '2. § =
smallest—see instructions) g E_L 2 3 & 2 1e
How many hospital facilities did the ° o131z ® =
organization operate during the tax year? I I = =5 é’ =
4
g 2
o o
Name, address, primary website address, and 2 Facility
state license number - Other (Describe) reporting group
1 JOHN D ARCHBOLD MEM HOSP X X X PSYCH, REHAB, NURSING | A

P O BOX 1018 HOME

THOMASVILLE, GA 317991018

WWW ARCHBOLD ORG

136-91

2 GRADY GENERAL HOSPITAL X X X SWING BED SNF A

1155 FIFTH STREET SE

CAIRO, GA 31728

WWW ARCHBOLD ORG

065-413

L
- = T ;’hFﬁ
- T i ] .




Form 990 Part V Section C Supplemental Information for Part V, Section B.

Section C. Supplemental Information for Part V, Section B.Provide descriptions required for Part V, Section B, lines 13, 3, 4,

5d, 61, 7, 10, 11, 12i1, 14q, 16e, 17e, 18e, 19¢, 19d, 20d, 21, and 22. If applicable, provide separate descriptions for each facility
In a facility reporting group, designated by "Facility A," "Facility B," etc.

Form and Line Reference

Explanation

GROUP A, FACILITY 1, JOHN D
ARCHBOLD MEM HOSP - PART V, LINE
3E

THE PRIORITIZATION OF SIGNIFICANT HEALTH NEEDS OF THE COMMUNITY IS IDENTIFIED AND THE
METHODOLOGY FOR PRIORITIZING EACH NEED IS DESCRIBED ON PAGES 13-14 OF THE 2016 CHNAS

GROUP A, FACILITY 1, JOHN D
ARCHBOLD MEM HOSP - PART V, LINE
5

INPUT FROM COMMUNITY MEMBERS REPRESENTING THE BROADER INTERESTS OF THE COUNTY WAS
GATHERED THROUGH A COMBINATION OF WRITTEN SURVEYS, TELEPHONE INTERVIEWS AND IN-PERSON
MEETINGS WE RELIED MORE ON WRITTEN SURVEYS FOR THIS CHNA THAN IN THE 2013-2014 CHNA TO
BE ABLE TO HAVE A TOOL THAT WAS MORE COMPARABLE SURVEY QUESTIONS INCLUDED MULTIPLE
CHOICE AND OPEN-ENDED ANSWERS INPUT WAS GATHERED FROM THE FOLLOWING SOURCES FROM
JUNE 3JULY 25, 2016 DOUGLASS HIGH SCHOOL ALUMNI ASSOCIATIONGROUP MEETING AND WRITTEN
SURVEYS GEORGIA DEPARTMENT OF BEHAVIORAL HEALTH AND DEVELOPMENTAL DISABILITIES
WRITTEN SURVEYS MAGNOLIA HIGH SCHOOL ALUMNIWRITTEN SURVEYS SOUTHWEST GEORGIA
TECHNICAL COLLEGE NURSING AND FACULTY MEMBERSWRITTEN SURVEYS THOMAS COUNTY FAMILY
CONNECTION WRITTEN SURVEYS THOMAS COUNTY HEALTH DEPARTMENT(TYPICALLY REPRESENTING
LOW- INCOME/MINORITY/MEDICALLY UNDERSERVED POPULATION)WRITTEN SURVEYS AND TELEPHONE
INTERVIEW




Form 990 Part V Section C Supplemental Information for Part V, Section B.

Section C. Supplemental Information for Part V, Section B.Provide descriptions required for Part V, Section B, lines 13, 3, 4,
5d, 61, 7, 10, 11, 12i1, 14q, 16e, 17e, 18e, 19¢, 19d, 20d, 21, and 22. If applicable, provide separate descriptions for each facility
In a facility reporting group, designated by "Facility A," "Facility B," etc.

Form and Line Reference Explanation

GROUP A, FACILITY 1, JOHN D ARCHBOLD | THE NEEDS ASSESSMENT WAS CONDUCTED FOR JOHN D ARCHBOLD MEMORIAL HOSPITAL ALONG
MEM HOSP - PART V, LINE 6A WITH GRADY GENERAL HOSPITAL, BROOKS COUNTY HOSPITAL AND MITCHELL COUNTY HOSPITAL

GROUP A, FACILITY 1, JOHN D ARCHBOLD | DISTRIBUTED COPIES TO THE COMMUNITY, AVAILABLE ONLINE
MEM HOSP - PART V, LINE 7D




Form 990 Part V Section C Supplemental Information for Part V, Section B.

Section C. Supplemental Information for Part V, Section B.Provide descriptions required for Part V, Section B, lines 13, 3, 4,
5d, 61, 7, 10, 11, 12i1, 14q, 16e, 17e, 18e, 19¢, 19d, 20d, 21, and 22. If applicable, provide separate descriptions for each facility
In a facility reporting group, designated by "Facility A," "Facility B," etc.

Form and Line Reference

Explanation

GROUP A, FACILITY 1, JOHN D
ARCHBOLD MEM HOSP - PART V, LINE
11

QUALITATIVELY, THE GREATEST MEDICAL NEEDS ACCORDING TO COMMUNITY PERCEPTION INCLUDED
1 HIGH BLOOD PRESSURE 2 OBESITY 3 DIABETES 4 MENTAL HEALTH ISSUES 5 HEART DISEASE 6
BACK/JOINT PAIN 7 STROKE 8 DRUG ADDICTION 9 LUNG DISEASE 10 ALCOHOL ABUSE NEEDS NOT
ADDRESSED NOT ALL HEALTH NEEDS ARE EASILY ADDRESSED BY ARCHBOLD FURTHER, KEEPING TOO
BROAD OF A FOCUS WILL DILUTE THE IMPACT WE CAN HAVE ON EACH HEALTH NEED THESE ARE
SOME OF THE PRIMARY REASONS WE ARE NO LONGER INCLUDING TEEN PREGNANCY AND SUBSTANCE
ABUSE IN OUR IMPLEMENTATION PLAN OUR BIGGEST OPPORTUNITY IS TO HELP WITH IMPROVING
DISEASE STATES, REMAINING AVAILABLE FOR ASSISTANCE WITH OTHER HEALTH NEEDS AS
REQUESTED AND AS TIME AND FINANCES PERMIT WE WILL ADDRESS MENTAL HEALTH ISSUES, BUT

MORE FROM OUR PSYCHIATRIC SERVICE LINE THAN THROUGH CLINICAL OUTREACH/COMMUNITY
BENEFIT




Form 990 Schedule H, Part V Section D. Other Facilities That Are Not Licensed, Registered, or Similarly Recognized as
a Hospital Facility

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

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

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

Name and address Type of Facility (describe)

1 GLENN-MOR NURSING HOME SKILLED NURSING HOME
10629 U S HIGHWAY 19 S
THOMASVILLE, GA 31792

1 JDA PSYCHIATRIC UNIT PSYCHIATRIC UNIT
P O BOX 1018
THOMASVILLE, GA 31792

2 JDA REHABILITATION UNIT REHABILITATION UNIT
P O BOX 1018
THOMASVILLE, GA 31792

3 DECATUR COUNTY DIALYSIS FACILITY DIALYSIS FACILITY (SOLD 11/1/17)
P O BOX 1018
THOMASVILLE, GA 31792

4 MITCHELL COUNTY DIALYSIS FACILITY DIALYSIS FACILITY (SOLD 11/1/17)
P O BOX 1018
THOMASVILLE, GA 31792

5 BROOKS COUNTY DIALYSIS FACILITY DIALYSIS FACILITY (SOLD 11/1/17)
P O BOX 1018
THOMASVILLE, GA 31792

6 GRADY COUNTY DIALYSIS FACILITY DIALYSIS FACILITY (SOLD 11/1/17)
P O BOX 1018
THOMASVILLE, GA 31792

7 SOUTHWEST GA DIALYSIS FACILITY DIALYSIS FACILITY (SOLD 11/1/17)
P O BOX 1018
THOMASVILLE, GA 31792

8 MITCHELL CO CONVALESCENT CENTER SKILLED NURSING HOME
90 STEPHENS STREET
CAMILLA, GA 31728

9 CAMILLA PEDIATRICS CENTER RURAL HEALTH CLINIC
P O BOX 360
CAMILLA, GA 31728

10 MEDICAL GROUP OF MITCHELL COUNTY RURAL HEALTH CLINIC
P O BOX 360
CAMILLA, GA 31728

11 ARCHBOLD PELHAM PRIMARY CARE CLINIC RURAL HEALTH CLINIC
P O BOX 360
CAMILLA, GA 31728
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Schedule I . . . OMB No 1545-0047
(Form 990) Grants and Other Assistance to Organizations,
Governments and Individuals in the United States 2017
Complete if the organization answered "Yes," on Form 990, Part IV, line 21 or 22. =
Department of the . P Attach to Form 990. . o‘;i:::c;:':‘hc
Treasury P Information about Schedule I (Form 990) and its instructions is at www.irs.gov/form990.
Internal Revenue Service

Name of the organization
JOHN D ARCHBOLD MEMORIAL
HOSPITAL INC 58-0566121

General Information on Grants and Assistance

Employer identification number

1 Does the organization maintain records to substantiate the amount of the grants or assistance, the grantees' eligibility for the grants or assistance, and
the selection criteria used to award the grants or assistance? . . . . + « & & + 4 4 4 w4 4 e e awwaaa Yes O No

2 Describe in Part IV the organization's procedures for monitoring the use of grant funds in the United States

m 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 II can be duplicated If additional space is needed

(a) Name and address of (b) EIN (c) IRC section (d) Amount of cash (e) Amount of non- | (f) Method of valuation (g) Description of (h) Purpose of grant
organization (if applicable) grant cash (book, FMV, appraisal, noncash assistance or assistance
or government assistance other)
(1) THOMAS UNIVERSITY 58-0644897 501C3 11,000 MEDICAL TECH ED
1501 MILLPOND ROAD PROG
THOMASVILLE, GA 31792
(2) THOMAS UNIVERSITY 58-0644897 501C3 85,000 NURSG LEADERSHIP ED
1501 MILLPOND ROAD
THOMASVILLE, GA 31792

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

v

3 Enter total number of other organizations listed inthelineltable. . . . .+ .+ .+ + « &« & + + 4 4 4 e aea aP

For Paperwork Reduction Act Notice, see the Instructions for Form 990. Cat No 50055P Schedule I (Form 990) 2017



Schedule I (Form 990) 2017

Page 2

m Grants and Other Assistance to Domestic Individuals. Complete If the organization answered "Yes" on Form 990, Part IV, line 22
Part III 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) SCHOLARSHP/TUITION PROG

148

489,493

(2) MED STUDENT HOUSING

48

79,332

FMV

HOUSING/UTIL

m Supplemental Information. Provide the information required in Part I, line 2; Part III, column (b); and any other additional information.

Return Reference Explanation

SCHEDULE I, PAGE 1, PART I, LINE|THE ORGANIZATION OFFERS A TUITION/SCHOLARSHIP REIMBURSEMENT PROGRAM FOR QUALIFIED EMPLOYEES ON SATISFACTORY COMPLETION OF APPROVED
2 COURSES THE PURPOSE IS TO ENCOURAGE AND ENABLE EMPLOYEES TO ACQUIRE ADDITIONAL EDUCATION IN A HEALTH CARE OR JOB RELATED FIELD WHICH WILL

PROMOTE CAREER ADVANCEMENT AND/OR PROVIDE ADVANCED CREDENTIALING OF EMPLOYEES IN AREAS OF NEED CONDITIONS OF ELIGIBILITY FULL-TIME
EMPLOYMENT OF AT LEAST SIX MONTHS WITH SATISFACTORY WORK RECORD AND PERFORMANCE EVALUATION COMPLETION OF THE RELEVANT EDUCATION
PROGRAM REQUIRES THE APPLICANT TO COMMIT TO OBTAIN STATUS AS A FULL-TIME EMPLOYEE EQUAL TO THE AMOUNT OF TIME SPENT IN EDUCATION FAILURE
TO COMPLY WITH THE REQUIREMENTS OF ELIGIBILITY WOULD SUBJECT THE EMPLOYEE TO FULL OR PARTIAL REIMBURSEMENT OF THE FUNDS RECEIVED TO THE
ORGANIZATION FOR REIMBURSEMENT THE EMPLOYEE MUST PROVIDE A COPY OF A RECEIPT SHOWING ACTUAL PAYMENT OF TUITION FEES APPLICANT MUST
MAINTAIN A C OR HIGHER GRADE AND AN OFFICIAL RECORD OF GRADES AND HOURS CREDIT MAILED DIRECTLY TO THE ORGANIZATION

Schedule I (Form 990) 2017
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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 2 1
» Complete if the organization answered "Yes"” on Form 990, Part IV, line 23.
» Attach to Form 990.

Department of the Treasun » Information about Schedule J (Form 990) and its instructions is at Open to Public
Internal Revenue Service www.irs.qov/form990. Inspection
Name of the organization Employer identification number

JOHN D ARCHBOLD MEMORIAL
HOSPITAL INC 58-0566121

BELEN Questions Regarding Compensation

Yes | No

1a Check the appropiate 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 III to provide any relevant information regarding these items

L1 First-class or charter travel O Housing allowance or residence for personal use
Travel for companions O Payments for business use of personal residence
] Tax idemnification and gross-up payments Health or social club dues or initiation fees

O Discretionary spending account 1 Personal services (e g, maid, chauffeur, chef)

b If any of the boxes In line 1a are checked, did the organization follow a written policy regarding payment or reimbursement
or provision of all of the expenses described above? If "No," complete Part III to explain 1b | Yes

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

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

Compensation committee Written employment contract
Independent compensation consultant Compensation survey or study
L1 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 Recelve a severance payment or change-of-control payment? 4a | Yes

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

Participate in, or receive payment from, an equity-based compensation arrangement? 4c No
If "Yes" to any of lines 4a-c, list the persons and provide the applicable amounts for each item in Part III

Only 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 No

b Any related organization? 5b No
If "Yes," on line 5a or 5b, describe in Part III

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 No

b Any related organization? 6b No

If "Yes," on line 6a or 6b, describe in Part III

7 For persons listed on Form 990, Part VII, Section A, line 1a, did the organization provide any nonfixed
payments not described in lines 5 and 62 If "Yes," describe in Part II1 7 No

8 Were any amounts reported on Form 990, Part VII, paid or accured 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 III 8 No

9 If "Yes" on line 8, did the organization also follow the rebuttable presumption procedure described in Regulations section
53 4958-6(c)? 9

For Paperwork Reduction Act Notice, see the Instructions for Form 990. Cat No 50053T Schedule J (Form 990) 2017




Schedule J (Form 990) 2017

Page 2
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 (1) and from related organizations, described In the

instructions, on row (11) Do not list any individuals that are not listed on Form 990, Part VII

Note. The sum of columns (B)(1)-(11) 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

(A) Name and Title (B) Breakdown of W-2 and/or 1099-MISC (C) Retirement (D) Nontaxable| (E) Total of (F)
compensation and other benefits columns Compensation In
. — deferred (B)(1)-(D) column (B)
(i) Base (ii) (iii) Other compensation reported as
compensation [Bonus & incentive reportable

compensation

compensation

deferred on prior
Form 990

See Additional Data Table

Schedule J (Form 990) 2017



Schedule J (Form 990) 2017

Page 3

Supplemental Information

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

| Return Reference

Explanation

SCHEDULE J, PAGE 1, PART I, LINE 1A

SOCIAL CLUB DUES ARE PAID BY THE ORGANIZATION ON BEHALF OF OFFICERS AND EXECUTIVES OF THE FILING ORGANIZATION THESE AMOUNTS ARE
INCLUDED IN THE INDIVIDUAL'S TAXABLE INCOME AND REPORTED ON THEIR W-2 THE ORGANIZATION'S POLICY FOR COMPANION TRAVEL INCLUDES THE
REIMBURSEMENT OF REGISTRATION, TRAVEL, AND ENTERTAINMENT EXPENSES FOR GUESTS WHO ACCOMPANY BOARD TRUSTEES TO EITHER OF TWO ANNUAL
TRUSTEE CONFERENCES RECEIPTS MUST BE SUBMITTED PRIOR TO REIMBURSEMENT AND THE AMOUNTS ARE NOT INCLUDED IN THE INDIVIDUAL'S TAXABLE
INCOME

SCHEDULE J, PAGE 1, PART I, LINE 4

J PERRY MUSTIAN 0 -176,000 0 GREG HEMBREE 0 41,400 0 JIM CARTER 0 32,400 0 AMY GRIFFIN 0 16,800 0 JOSH MOORE 0 13,317 0 JIM BUE 0 1,264 0 LADON
TOOLE 93,0000 0

SCHEDULE J, PART III

THE IRS RULES & REGULATIONS REQUIRE THAT CERTAIN NON-CURRENT, NON-CASH ITEMS ARE REPORTED IN PART VII OF FORM 950 REGARDLESS OF THE
CURRENT BENEFIT TO THE EMPLOYEE THESE SAME RULES, IN SOME CASES, REQUIRE THE COMPENSATION AND BENEFITS TO BE REPORTED TWICE IN PART VII,
ONCE WHEN THE ENTITY ACCRUES FOR A FUTURE PAYMENT AND ONCE WHEN THE PAYMENT IS ACTUALLY MADE TO THE EMPLOYEE THEREFORE, AN EMPLOYEE'S
STATED TOTAL COMPENSATION AND BENEFITS REPORTED ON PART VII ARE SUBSTANTIALLY HIGHER THAN THE ACTUAL CASH COMPENSATION RECEIVED IN THE
CURRENT YEAR AMOUNTS REPORTED AS BENEFITS INCLUDE AMOUNTS FOR LIFE INSURANCE, HEALTH INSURANCE, THRIFT PLAN CONTRIBUTIONS, AND
PENSION CONTRIBUTIONS BENEFITS RELATED TO PENSION AND RETIREMENT PLANS REFLECT AMOUNTS ACCUMULATED, BUT NOT PAID, TO THE INDIVIDUAL IN
RECOGNITION OF TOTAL YEARS OF EMPLOYMENT, NOT JUST THE CURRENT YEAR SUPPLEMENTAL EXECUTIVE RETIREMENT PLAN TWO OF AMC'S TOP EXECUTIVES
PARTICIPATE IN A SUPPLEMENTAL EXECUTIVE RETIREMENT PLAN (SERP) WHICH IS ACCRUED BUT UNFUNDED IN AN AMOUNT WHICH, WHEN ADDED TO OTHER
SOURCES OF RETIREMENT INCOME, WILL AFFORD A RETIREMENT INCOME AT A TARGETED PERCENTAGE OF PRE-RETIREMENT COMPENSATION THE SERP IS A
NON-QUALIFIED RETIREMENT PLAN THE CURRENT YEAR'S VALUE OF THE SERP DECREASED DUE TO CHANGES IN THE ASSUMPTIONS USED IN THE ACTUARIAL
VALUATION OF THE ESTIMATED ACCRUED LIABILITY AMC 457(F) RETIREMENT PLAN CERTAIN EXECUTIVES WHO ARE NOT ELIGIBLE FOR THE SERP MAY BE
ELIGIBLE TO PARTICIPATE IN A 457(F) PLAN TO HELP THEM ACCUMULATE FUNDS FOR THEIR LONG TERM FINANCIAL NEEDS THE ORGANIZATION MAY
CONTRIBUTE A PERCENTAGE OF BASE SALARY INTO AN INDIVIDUAL EXECUTIVES ACCOUNT IF THE ORGANIZATION MEETS CERTAIN FINANCIAL TARGETS THE
ORGANIZATION OWNS ANY PLAN ASSETS UNTIL THEY ARE PAID TO THE EMPLOYEE AND ALL FUNDS ARE SUBJECT TO A SUBSTANTIAL RISK OF FORFEITURE
VESTING BEGINS AT AGE 55 WITH FIVE YEARS OF SERVICE AT A RATE OF 90% AND THEN INCREASES TO 100% AT AGE 60 PAYMENTS ARE MADE ANNUALLY
UPON VESTING BONUS AWARDS OFFICERS AND PHYSICIANS ARE AWARDED BONUSES/INCENTIVES CONTINGENT IN PART ON MEETING MANAGEMENT-BY-
OBJECTIVE INCENTIVE PLAN GOALS AND EXCESS OF REVENUE OVER EXPENSES

Schedule J (Form 990)Y 2017



Additional Data

Software ID:
Software Version:
EIN:

Name:

58-0566121

JOHN D ARCHBOLD MEMORIAL

HOSPITAL INC

Form 990, Schedule J, Part IT - Officers, Directors, Trustees, Key Employees, and Highest Compensated Employees

(A) Name and Title

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

(C) Retirement and

(D) Nontaxable

(E) Total of columns

(F) Compensation In

(i) Base Compensation (ii) (i) other deferred benefits (B)Y(1)-(D) column (B)
Bonus & Incentive Other reportable compensation reported as deferred on
compensation compensation prior Form 990
1] PERRY MUSTIAN (|)
PRESIDENT/CEO | | oo oo oo e oo oo o ool oo s e e
() 642,611 200,027 19,964 -159,800 13,815 716,617
1DARYL CRENSHAW MD (|)
L 1 e 1 e [ (R R
(1) 463,490 217,635 10,800 20,493 712,418
%g(ﬁSSCT’E‘ENESMITH MD (n 195,840 92,614 7,290 41,819 16,122 353,685
Y 1 O
3GREG HEMBREE (|)
ASST SEC/SRVP/CFO | | mm e e e e e e e e e = | L ool ool el e e L
() 337,542 99,188 1,161 52,200 12,380 502,471
‘C‘gc")" CARTER (n 261,094 78,975 5,704 45,699 10,160 401,632
Y 1 O
Sg?,IYEII)f;‘éIANL ':FDFAIRS () 317,569 66,950 6,504 39,500 13,815 444,338
1 O O R
Sé\"SXTC_}‘E,{"ETFIC'\LRE (n 214,803 46,481 1,242 27,826 5,325 295,677
e [ e S
\ngC'“LIE,‘J;SEEEERVICES 0] 95,497 18,150 9,449 6,718 3,578 133,392 7,642
(n) 95,497 18,150 9,449 6,718 3,578 133,392 7,642
8JOSH MOORE | 177,520
VP OPER SVCS (TERM) ( ) ______________________ ??’?6_0 __________ 2_'(_)0_9 o __. }8_'5_,2_6 __________ 6_'?3_0 _________ 2 ?{'?4_5 _____________
()
%”F"A'?:LI’LEITY SERVICES ( 158,349 33,819 13,726 9,202 642 215,738 11,379
1 O O R
10CHRIS NEWMAN 1 170,080
ASST VP PHARMACY/LAB ( ) e e e e e e e e - o __. }?’?8_6 __________ %’%7_0 __________ 6_'20_2 ___________ ?3_8 _________ 1 ?9_'§7_6 _____________
()
;ﬁ?g{fﬁﬁ” NAIR MD () 263,657 1,695 18,620 7,260 291,232
1 O O R
12 I 204,664
LISA A RUDOLPH-WATSON s f’?’?o_o .. f%’?_’g_g __________ 7_’f0_4 .. _10_"f6_5 _________ 2 ?7_’?3_2 _____________
MD (“)
PHYSICIAN

y Tt L

THROUGHOUT THE YEAR, JDAMH PRODUCES OR SPONSORS MANY SPECIAL PROGRAMS FOR THE COMMUNITY TO EDUCATE THEM ON IMPORTANT HEALTH NEEDS JDAMH,
INC ALSO MAINTAINS HOSPITALS IN GRADY COUNTY, BROOKS COUNTY, AND MITCHELL COUNTY, FILING UNDER EIN 58-0566121
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Schedule K
(Form 990)

Department of the Treasury
Internal Revenue Service

Supplemental Information on Tax-Exempt Bonds

explanations, and any additional information in Part VI.

» Attach to Form 990.

» Complete if the organization answered "Yes"” to Form 990, Part IV, line 24a. Provide descriptions,

»Information about Schedule K (Form 990) and its instructions is at www.irs.qov/form990.

OMB No 1545-0047

2017

Open to Public

Name of the organization
JOHN D ARCHBOLD MEMORIAL
HOSPITAL INC

Employer identification number

58-0566121

Bond Issues

(a) Issuer name

(b) Issuer EIN

(c) CUSIP #

(d) Date issued

(e) Issue price

(f) Description of purpose

(g) Defeased

(h) On
behalf of
Issuer

(i) Pool
financing

Yes

No Yes No Yes No

HOSP AUTH OF THE CITY OF
THOMASVILL
2017C REVENUE BONDS

58-1719301

NONENONEN

07-12-2017

82,750,000

CONSTRUCTION BLDG AND
EQUIPMENT

X X X

HOSP AUTH OF THE CITY OF
THOMASVILL
2017A REVENUE BONDS

58-1719301

NONENONEN

07-12-2017

17,985,000

CONSTRUCTION PROJECT DEPOSIT

HOSP AUTH OF THE CITY OF
THOMASVILL
2017B REVENUE BONDS

58-1719301

NONENONEN

07-12-2017

15,435,000

CONSTRUCTION PROJECT DEPOSIT

Proceeds

Amount of bonds retired .

2,010,000

Amount of bonds legally defeased .

Total proceeds of Issue .

82,850,000

17,985,000

15,435,000

Gross proceeds in reserve funds .

Capitalized interest from proceeds .

Proceeds In refunding escrows .

82,522,324

Issuance costs from proceeds .

327,676

Credit enhancement from proceeds .

Working capital expenditures from proceeds .

clele|le|(v|la|u|sa|(w| v

Capital expenditures from proceeds .

Other spent proceeds .

17,985,000

15,435,000

Other unspent proceeds .

Year of substantial completion .

2017

2017

Yes

Yes

Yes

No Yes No

Were the bonds Issued as part of a current refunding Issue? .

Were the bonds Issued as part of an advance refunding Issue? .

Has the final allocation of proceeds been made? .

Does the organization maintain adequate books and records to support the final allocation of

proceeds? .

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? .

Yes

Yes

Yes

No Yes No

2

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

property? .

X

X

For Paperwork Reduction

Act Notice, see the Instructions for Form 990.

Cat No 50193E

Schedule K (Form 990) 2017



Schedule K (Form 990) 2017 Page 2

Private Business Use (Continued)

A B C D
Yes No Yes No Yes No Yes No
3a  Are there any management or service contracts that may result in prlvate business use of X N N
bond-financed property? . . .
b If "Yes" to line 3a, does the organlzatlon routlnely engage bond counsel or other outside
counsel to review any management or service contracts relating to the financed property?
c Are there any research agreements that may result in private business use of bond-financed
property? . X X X
d If "Yes" to line 3¢, does the organization routinely engage bond counsel or other outside
counsel to review any research agreements relating to the financed property?
4 Enter the percentage of financed property used In a private business use by entities other than
a section 501(c)(3) organization or a state or local government. . . . P
5 Enter the percentage of financed property used in a private business use as a result of
unrelated trade or business activity carried on by your organization, another section 501(c)(3)
organization, or a state or local government. . . . . . . . . P
6 Total of lines 4 and 5.
7 Does the bond issue meet the private security or payment test?. . . X X X
8a 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 X X X
Issued?. .
b If "Yes" to line 8a, enter the percentage of bond flnanced property sold or disposed of .
c If "Yes" to line 8a, was any remedial action taken pursuant to Regulatlons sections 1 141-12
and 1 145-27,
9 Has the organization establlshed wrltten procedures to ensure that all nonqualified bonds of
the issue are remediated In accordance with the requirements under X X X
Regulations sections 1 141-12 and 1 145-2°,
Arbitrage
A B C D
Yes No Yes No Yes No Yes No
1 Has the issuer filed Form 8038-T, Arbltrage Rebate, Yield Reduction and X N X
Penalty In Lieu of Arbitrage Rebate? .
2 If "No" to line 1, did the following apply? .
a Rebate not due yet? .
b Exception to rebate? .
c No rebate due? .
If "Yes" to line 2¢, provide in Part VI the date the rebate
computation was performed . . .
3 Is the bond Issue a variable rate 1ssue?. . . . . X X X
4a Has the organization or the governmental issuer entered into a qualified X N X
hedge with respect to the bond issue?
b Name of provider .
¢ Term of hedge .
Was the hedge superintegrated? .
e Was the hedge terminated? .

Schedule K (Form 990)Y 2017



Schedule K (Form 990) 2017

Page 3
m Arbitrage (Continued)
B
Yes No Yes No Yes No Yes No
5a Were gross proceeds invested In a guaranteed Investment contract
X X X
(GIC)?
b Name of provider .
¢ Term of GIC.
d Was the regulatory safe harbor for establishing the fair market value of
the GIC satisfied? . Ve e
6 Were any gross proceeds invested beyond an available temporary X ¥ X
period?
7 Has the organization established written procedures to monitor the ¥ X X
requirements of section 148? .,
Procedures To Undertake Corrective Action
A C
Yes No Yes No Yes No Yes No
Has the organization established written procedures to ensure that violations of federal tax
requirements are timely identified and corrected through the voluntary closing agreement program X X X

If self-remediation is not available under applicable regulations?

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

Return Reference

Explanation

SCHEDULE K - DIFFERENCES
IN ISSUE PRICE EXPLANATION

HOSP AUTH OF THE CITY OF THOMASVILLE ORIGINAL ISSUE PRICE INCLUDES A PREMIUM OF 100,000
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Schedule L Transactions with Interested Persons OMB Mo 1545-0047

(Form 990 or 990-EZ) | p. complete if the organization answered "Yes" on Form 990, Part IV, lines 25a, 25b, 26,
27, 28a, 28b, or 28c, or Form 990-EZ, Part V, line 38a or 40b. 2 0 1 7

» Attach to Form 990 or Form 990-EZ.
»Information about Schedule L (Form 990 or 990-EZ) and its instructions is at

Department of the Treasun www.irs.gov/form990. Open to Public
Internal Revenue Service Inspection

Name of the organization Employer identification number
JOHN D ARCHBOLD MEMORIAL
HOSPITAL INC 58-0566121

m Excess Benefit Transactions (section 501(c)(3), section 501(c)(4), and 501(c)(29) organizations only)
Complete If the organization answered "Yes" on Form 990, Part IV, line 25a or 25b, or Form 990-EZ, Part V, line 40b

1 (a) Name of disqualified person (b) Relationship between disqualified person and (c) Description of (d) Corrected?
organization transaction Yes No

2 Enter the amount of tax incurred by organization managers or disqualified persons during the year under section
31 - T &
3 Enter the amount of tax, If any, on line 2, above, reimbursed by the organization . e

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

(a) Name of (b) Relationship [(c) Purpose| (d) Loan to or from the | (e)Original [ (f)Balance (g) In (h) (i)Written
Interested person|with organization| of loan organization? principal due default? [Approved by agreement?
amount board or
committee?
To From Yes [ No | Yes | No | Yes No
Total | -3

Grants or Assistance Benefiting Interested Persons.
Complete If the organization answered "Yes" on Form 990, Part IV, line 27.
(a) Name of interested person| (b) Relationship between (c) Amount of assistance (d) Type of assistance (e) Purpose of assistance
Interested person and the
organization

For Paperwork Reduction Act Notice, see the Instructions for Form 990 or 990-EZ. Cat No 50056A Schedule L {(Form 990 or 990-EZ) 2017



Schedule L (Form 990 or 990-EZ) 2017 Page 2
IEETE1 Business Transactions Involving Interested Persons.
Complete If the organization answered "Yes" on Form 990, Part IV, line 28a, 28b, or 28c.
(a) Name of interested person (b) Relationship (c) Amount of (d) Description of transaction (e) Sharing
between Interested transaction of
person and the organization's
organization revenues?
Yes No

See Additional Data Table

m Supplemental Information

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

| Return Reference

Explanation

SCHEDULE L, PART V

CHARLES R SANDERS, JR , MD - RENT OF PROPERTY, MEDICAL SERVICES TO PRACTICE, PAYMENTS TO
TREAT UNINSURED EMERGENCY PATIENTS JAMI STEPHENSON IS THE SON OF SUE STEPHENSON, BOARD
TRUSTEE, AND IS EMPLOYED AND COMPENSATED BY JDAMH CORDELL L BRAGG, III, MD - HOSPITAL
BASED ANESTHESIOLOGY SERVICES THROUGH PROFESSIONAL CORPORATION OF WHICH HE IS A
PARTNER, STATE TRAUMA CENTER UNCOMPENSATED CARE, PAYMENT TO TREAT UNINSURED EMERGENCY
PATIENTS, MEDICAL DIRECTOR, MISCELLANEOUS PATIENT CARE PAYMENTS, INCENTIVE COMPENSATION,
MEDICAL STAFF LEADERSHIP COMPENSATION, PROFESSIONAL SERVICES AGREEMENT MELISSA BRUHN,
MD, A BOARD TRUSTEE, IS A PARTNER IN A MEDICAL PRACTICE WHICH IS COMPENSATED FOR SERVICES
PROVIDED AS MEDICAL DIRECTOR, PAYMENTS TO TREAT UNINSURED EMERGENCY PATIENTS, MEDICAL
STAFF LEADERSHIP COMPENSATION, HEALTH PLAN PAYMENTS W CLARK CONNELL, MD, A BOARD
TRUSTEE, IS PARTNER IN A GROUP WHICH PROVIDES EMERGENCY MEDICAL SERVICES JAMES W
FALCONER, III, MD - RENT OF PROPERTY, MEDICAL SERVICES TO PRACTICE, PAYMENTS TO TREAT
UNINSURED EMERGENCY PATIENTS DEBORAH GASKINS - INVESTMENT MANAGER WITH WELLINGTON,
SHIELDS & CO, LLC WHICH MANAGES A PORTION OF THE SELF INSURANCE TRUST AMOUNT REFLECTS
TOTAL FEES AND BALANCES AT 9/30/18 FOR THE FILING AND ALL RELATED ORGANIZATIONS WILLIAM W
ELLIS, MD - OUTREACH SERVICES, MEDICAL SERVICES, PAYMENT TO TREAT UNINSURED EMERGENCY
PATIENTS, CLAIMS SETTLEMENT GUARANTEE PAYMENTS, MEDICAL STAFF LEADERSHIP COMPENSATION,
PROFESSIONAL SERVICES AGREEMENT

Schedule L {Form 990 or 990-EZ) 2017



Additional Data

Software 1ID:
Software Version:
EIN:

58-0566121
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Form 990, Schedule L, Part IV - Business Transactions Involving Interested Persons

(a) Name of interested person (b) Relationship (c) Amount of (d) Description of transaction (e) Sharing
between Interested transaction of
person and the organization's
organization revenues?
Yes No
(5) JAMES W FALCONER III MD BOARD TRUSTEE 615,862 [ RENTAL, PATIENT SVCS No
(1) DEBORAH GASKINS BOARD TRUSTEE 8,989,804 | INVESTMENT MANAGER No




Form 990, Schedule L, Part IV - Business Transactions Involving Interested Persons

(a) Name of interested person (b) Relationship (c) Amount of (d) Description of transaction (e) Sharing
between Interested transaction of
person and the organization's
organization revenues?
Yes No
(7) WILLIAM W ELLIS MD BOARD TRUSTEE 4,762,240 | PROFESSIONAL MED SVC No
(1) JAMI STEPHENSON FAMILY MEMBER 110,320 | COMPENSATION No
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. OMB No 1545-0047
SCHEDULE O Supplemental Information to Form 990 or 990-EZ
(Form 990 or 990- Complete to provide information for responses to specific questions on 2 0 1 7
EZ) Form 990 or 990-EZ or to provide any additional information.
» Attach to Form 990 or 990-EZ.

R » Information about Schedule O (Form 990 or 990-EZ) and its instructions is at Open to Public
Department of the Treasun www.irs.gov/form990. Inspection

Name of the organization Employer identification number

JOHN D ARCHBOLD MEMORIAL

HOSPITAL INC

58-0566121

990 Schedule O, Supplemental Information

Return Explanation
Reference
FORM 990, | ON NOVEMBER 1, 2017, ARCHBOLD MEDICAL CENTER, THE SOLE MEMBER, ENTERED INTO AN ASSET PURCH
PAGE 2, ASE AGREEMENT WITH A THIRD PARTY FOR THE SALE OF ITS FIVE OUTPATIENT DIALYSIS CENTERS AND
PART IIl, ITS HOME DIALYSIS PROGRAM FOR A TOTAL CONSIDERATION OF 30 MILLION
LINE 3




990 Schedule O, Supplemental Information

Return Explanation
Reference
FORM 990, | COMMUNITY TO EDUCATE THEM ON IMPORTANT HEALTH NEEDS JDAMH, INC ALSO MAINTAINS HOSPITALS
PAGE 2, IN GRADY COUNTY, BROOKS COUNTY, AND MITCHELL COUNTY, FILING UNDER EIN 58-0566121
PART I,
LINE 4A







990 Schedule O, Supplemental Information

Return Explanation
Reference
FORM 990, | JAMES FALCONER III, MD VICTOR MCMILLAN, MD TRUSTEE TRUSTEE BUSINESS RELATIONSHIP NATHANIEL
PAGE 6, ABRAMS, JR HAILE MCCOLLUM TRUSTEE TRUSTEE BUSINESS RELATIONSHIP NATHANIEL ABRAMS, JR RICH
PART VI, ARD L SINGLETARY, JR TRUSTEE TRUSTEE BUSINESS RELATIONSHIP HAILE MCCOLLUM RICHARD L SIN
LINE 2 GLETARY, JR TRUSTEE TRUSTEE BUSINESS RELATIONSHIP




990 Schedule O, Supplemental Information

Return Explanation
Reference
FORM 990, | THE ORGANIZATION HAS A SOLE MEMBER, ARCHBOLD MEDICAL CENTER, INC (AMC) WITH THE POWER TO
PAGE 6, ELECT OR REPLACE AND TO REMOVE THE TRUSTEES OF THE GOVERNING BODY, AS WELL AS THE AUTHORIT
PART VI, Y TO APPROVE THE DECISIONS OF THE GOVERNING BODY
LINE 6




990 Schedule O, Supplemental Information

Return Explanation
Reference
FORM 990, | THE BOARD OF TRUSTEES OF THE FILING ENTITY ARE ELECTED ANNUALLY BY THE SOLE MEMBER, AMC |
PAGE 6, N ADDITION, AMC HAS THE POWER TO ELECT OR REPLACE AND TO REMOVE THE TRUSTEES OF THE GOVERN
PART VI, ING BODY THE CEO OF AMC SHALL BE A MEMBER OF THE BOARD WITH THE POWER TO VOTE
LINE 7A




990 Schedule O, Supplemental Information

Return Explanation
Reference
FORM 990, | THE SOLE MEMBER, AMC HAS THE AUTHORITY TO APPROVE THE DECISIONS OF THE GOVERNING BODY, INC
PAGE 6, LUDING BUT NOT LIMITED TO, CAPITAL AND OPERATING BUDGETS, MERGERS OR ACQUISITIONS, CONTRAC
PART VI, TS AND TRANSACTIONS OVER A CERTAIN AMOUNT, DISSOLUTION, ETC
LINE 7B




990 Schedule O, Supplemental Information

Return Explanation
Reference
FORM 990, |A COPY OF THE FORM 990 IS PROVIDED TO TRUSTEES ELECTRONICALLY THROUGH A SECURE WEBSITE PRI
PAGE 6, OR TO FILING THE RETURN WITH THE IRS ADDITIONALLY, AN OVERVIEW OF THE RETURN IS PROVIDED
PART VI, TO TRUSTEES IN ATTENDANCE AT A BOARD MEETING GIVING EACH AN OPPORTUNITY TO ASK QUESTIONS A
LINE 11B ND MAKE COMMENTS




990 Schedule O, Supplemental Information

Return Explanation
Reference
FORM 990, | ON AN ANNUAL BASIS, THE ORGANIZATION DISTRIBUTES A CONFLICT OF INTEREST QUESTIONNAIRE AND
PAGE 6, DISCLOSURE STATEMENT TO EACH TRUSTEE THIS QUESTIONNAIRE INCLUDES QUESTIONS RELATED TO FIN
PART VI, ANCIAL INTERESTS, OUTSIDE INTERESTS OR ACTIVITIES, AND GIFTS, MEALS, AND ENTERTAINMENT IN
LINE 12C ADDITION TO DISCLOSING ANY APPLICABLE INFORMATION ON THE QUESTIONNAIRE, THE TRUSTEE ACKNO

WLEDGES THAT (S)HE HAS RECEIVED A COPY OF THE CONFLICT OF INTEREST POLICY, HAS READ, UNDER
STANDS, AND AGREES TO COMPLY WITH IT, AND UNDERSTANDS THAT THE ORGANIZATION IS A CHARITABL

E ORGANIZATION AND THAT IN ORDER TO MAINTAIN ITS FEDERAL TAX EXEMPTION IT MUST ENGAGE PRIM
ARILY IN ACTIVITIES WHICH ACCOMPLISH ONE OR MORE OF ITS TAX-EXEMPT PURPOSES RESPONSES ARE
SUMMARIZED AND COLLECTIVELY REVIEWED BY THE AUDIT & COMPLIANCE COMMITTEE OF AMC, THE SOLE
MEMBER DURING EACH BOARD MEETING, THE CHAIRMAN INQUIRES IF ANY TRUSTEE HAS AN ACTUAL OR
POTENTIAL CONFLICT OF INTEREST RELATED TO ANY AGENDA ITEM IF THE TRUSTEE DISCLOSES ANY SU

CH INTEREST, THE TRUSTEE IS EXCUSED FROM THE MEETING WHILE THE DETERMINATION AS TO WHETHER

AN ACTUAL CONFLICT OF INTEREST EXISTS IS DISCUSSED AND VOTED UPON BY DISINTERESTED MEMBER

S OF THE BOARD AND COMMITTEE IF INVITED TO DO SO, THE TRUSTEE WITH A POTENTIAL CONFLICT M

AY RESPOND TO QUESTIONS PUT FORTH BY FELLOW DISINTERESTED TRUSTEES REGARDING ANY PROPOSED
TRANSACTION OR ARRANGEMENT THE MINUTES OF THE BOARD AND ALL COMMITTEES WITH BOARD-DELEGAT
ED POWERS DOCUMENTS THE NAME OF ANY INTERESTED PERSON/TRUSTEE WHO DISCLOSED OR WAS FOUND T
O HAVE A FINANCIAL INTEREST IN CONNECTION WITH A TRANSACTION OR ARRANGEMENT RESULTING IN A

N ACTUAL OR POTENTIAL CONFLICT OF INTEREST, THE NATURE OF THE FINANCIAL INTEREST, ANY ACTI

ON TAKEN TO DETERMINE WHETHER A CONFLICT OF INTEREST WAS PRESENT, AND THE BOARD'S OR COMMI
TTEE'S DECISION AS TO WHETHER A CONFLICT OF INTEREST IN FACT EXISTED, AND THE NAMES OF THE
PERSONS WHO WERE PRESENT FOR DISCUSSIONS AND VOTES RELATED TO THE TRANSACTION OR ARRANGEM
ENT, THE CONTENT OF THE DISCUSSIONS, AND A RECORD OF ANY VOTES TAKEN IN CONNECTION THEREWI

TH




990 Schedule O, Supplemental Information

Return Explanation
Reference
FORM 990, | ARCHBOLD MEDICAL CENTER'S (AMC) COMPENSATION COMMITTEE (COMMITTEE) OF THE AMC BOARD OF TRU
PAGE 6, STEES MAKES RECOMMENDATIONS TO THE FULL AMC BOARD ON THE FOLLOWING POSITIONS THE PRESIDEN
PART VI, T OF AMC AND THE PRESIDENT OF THE ARCHBOLD FOUNDATION AMC'S PRESIDENT PRESENTS RECOMMENDA
LINE 15A TIONS FOR ALL SENIOR VICE PRESIDENTS, VICE PRESIDENTS, AND OTHER KEY EMPLOYEES OF AMC AND

ALL RELATED ARCHBOLD ENTITIES TO THE COMMITTEE SINCE AMC HAS RESERVE POWERS FOR ARCHBOLD
RELATED ENTITIES, THE COMMITTEE SERVES AS THE COMPENSATION COMMITTEE FOR EACH APPLICABLE A
RCHBOLD ENTITY THE COMMITTEE CONSIDERS THE AMC PRESIDENT'S RECOMMENDATIONS, BUT IT ALSO C
ONSIDERS RECOMMENDATIONS AND INDEPENDENT MARKET DATA ANALYSIS FROM AN INDEPENDENT COMPENSA
TION CONSULTANT THE AMC BOARD UTILIZES AN INDEPENDENT COMPENSATION CONSULTANT TO REVIEW T

HE EXECUTIVE COMPENSATION PROGRAM AND MAKE RECOMMENDATIONS REGARDING PLAN DESIGN AND ACTUA
L COMPENSATION INCLUDING BENEFITS




990 Schedule O, Supplemental Information

Return Explanation
Reference

FORM 990, | SEE 15A ABOVE
PAGE 6,

PART VI,
LINE 15B




990 Schedule O, Supplemental Information

Return
Reference

Explanation

FORM 990,
PAGE 6,
PART VI,
LINE 19

NO DOCUMENTS ARE OR WILL BE MADE AVAILABLE TO THE PUBLIC




990 Schedule O, Supplemental Information

Return
Reference

Explanation
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SCHEDULE R
(Form 990)

Department of the Treasun

Internal Revenue Service

Related Organizations and Unrelated Partnerships

» Complete if the organization answered "Yes" on Form 990, Part IV, line 33, 34, 35b, 36, or 37.
» Attach to Form 990.
» Information about Schedule R (Form 990) and its instructions is at www.irs.gov/form990.

OMB No 1545-0047

Open to Public
Inspection

Name of the organization
JOHN D ARCHBOLD MEMORIAL

Employer identification number

HOSPITAL INC 58-0566121
IEEEEH 1dentification of Disregarded Entities Complete if the organization answered "Yes" on Form 990, Part IV, line 33.
(a) (b) (c) (d) (e) (f)
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

m Identification of Related Tax-Exempt Organizations Complete If the organization answered "Yes" on Form 990, Part IV, line 34 because 1t had one or more
related tax-exempt organizations during the tax year.

(a) (b) (c) (d) (e) () (9)
Name, address, and EIN of related organization Primary activity Legal domicile (state Exempt Code section Public charity status Direct controlling Section 512(b)
or foreign country) (1if section 501(c)(3)) entity (13) controlled
entity?
Yes No
(1)ARCHBOLD FOUNDATION INC FOUNDATION GA 501C3 12B AMC No
PO BOX 620 ARCHBOLD MEDICAL
CENTER INC
THOMASVILLE, GA 317990620
58-1559677
(2)ARCHBOLD HEALTH SERVICES INC HEALTHCARE GA 501C3 10 AMC No
PO BOX 620 ARCHBOLD MEDICAL
CENTER INC
THOMASVILLE, GA 317990620
58-1376434
(3)ARCHBOLD MEDICAL CENTER INC H/C MGMT GA 501C3 12C NA No
PO BOX 1018
THOMASVILLE, GA 317991018
58-1552650
(4)ARCHBOLD MEDICAL GROUP INC PHYSICIANS GA 501C3 3 AMC No
P O BOX 620 ARCHBOLD MEDICAL
CENTER INC
THOMASVILLE, GA 317990620
26-2988454
(5)CCSG INC MED CLINIC GA 501C3 3 AMG No
915 GORDON AVENUE
THOMASVILLE, GA 317926614
47-3501366
(6)AMGIR INC MED CLINIC GA 501C3 3 AMG No
915 GORDON AVENUE
THOMASVILLE, GA 317926614
82-1188691

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

Cat No 50135Y

Schedule R (Form 990) 2017



Schedule R (Form 990) 2017

Page 2

IEEILEEE] 1dentification of Related Organizations Taxable as a Partnership Complete If the organization answered "Yes" on Form 990, Part 1V, line 34 because it had
one or more related organizations treated as a partnership during the tax year.

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

(b)
Primary
activity

(¢}
Legal
domicile
(state
or
foreign
country)

(d) (e) (f)
Direct Predominant Share of
controlling income(related, |total income

entity unrelated,
excluded from
tax under

sections 512-

514)

(9)
Share of

end-of-year
assets

(h)
Disproprtionate
allocations?

Yes No

(1) i) (k)
Code V-UBI |General or| Percentage
amount in box| managing | ownership
20 of partner?
Schedule K-1
(Form 1065)
Yes | No

m Identification of Related Organizations Taxable as a Corporation or Trust Complete If the organization answered "Yes" on Form 990, Part IV, line 34
because 1t had one or more related organizations treated as a corporation or trust during the tax year.

a) (b) (c) (d) (e) (f) (g) (h) )
Name, address, and EIN of Primary activity Legal Direct controlling | Type of entity | Share of total [Share of end-of- Percentage Section 512(b)
related organization domicile entity (C corp, S corp, Income year ownership (13) controlled
(state or foreign or trust) assets entity?
country) Yes No
(1)ARCHBOLD MEDICAL ENTERPRISES HEALTHCARE GA N/A No
400 OLD ALBANY ROAD
THOMASVILLE, GA 317924013
58-1494513
(2)GEORGIA-FLORIDA PREFERRED INC HEALTHCARE GA N/A No
915 GORDON AVE
THOMASVILLE, GA 31792
58-1744334
(3)ROSE CITY INVESTMENTS & RENTALS INC REAL PROP GA JDAMH C CORP 100 000 % Yes

915 GORDON AVE
THOMASVILLE, GA 31792

Schedule R (Form 990) 2017



Schedule R (Form 990) 2017 Page 3
XA Transactions With Related Organizations Complete if the organization answered "Yes" on Form 990, Part IV, line 34, 35b, or 36.
Note. Complete line 1 If any entity is listed in Parts II, III, or IV of this schedule Yes | No
1 During the tax year, did the orgranization engage in any of the following transactions with one or more related organizations listed in Parts II-IV?
a Receipt of (i) interest, (ii)annuities, (iii) royalties, or(iv) rent from a controlled entity . la No
b Gift, grant, or capital contribution to related organization(s) . ib No
c Gift, grant, or capital contribution from related organization(s) . 1c| Yes
d Loans or loan guarantees to or for related organization(s) id | Yes
e Loans or loan guarantees by related organization(s) le No
f Dividends from related organization(s) 1f No
g Sale of assets to related organization(s) . 1g No
h Purchase of assets from related organization(s) . ih No
i Exchange of assets with related organization(s) . 1i No
j Lease of facilities, equipment, or other assets to related organization(s) 1j [ Yes
k Lease of facilities, equipment, or other assets from related organization(s) . 1k No
I Performance of services or membership or fundraising solicitations for related organization(s) 1l | Yes
m Performance of services or membership or fundraising solicitations by related organization(s) 1m| Yes
n Sharing of facilities, equipment, mailing lists, or other assets with related organization(s) . 1n| Yes
o Sharing of paid employees with related organization(s) . lo| Yes
p Reimbursement paid to related organization(s) for expenses . 1p No
q Reimbursement paid by related organization(s) for expenses . 1q No
r Other transfer of cash or property to related organization(s) . 1r | Yes
s Other transfer of cash or property from related organization(s) . 1s No
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

(a)

Name of related organization

(b)
Transaction
type (a-s)

(c)

Amount involved

(d)

Method of determining amount involved

Schedule R (Form 990) 2017



Schedule R (Form 990) 2017

Page 4

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

(a)
Name, address, and EIN of entity

(b)

Primary activity

()
Legal
domicile
(state or
foreign
country)

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

(e)

Are all partners

section
501(c)(3)

organizations?

Yes

(f)
Share of
total
income

(9)
Share of
end-of-year
assets

(h)

Disproprtionate

allocations?

Yes

()
Code V-UBI
amount In box

of Schedule
K-1
(Form 1065)

)
General or
managing

partner?

Yes No

(k)
Percentage
ownership

Schedule R (Form 990) 2017



Schedule R (Form 990) 2017 Page 5

m Supplemental Information

Provide additional information for responses to questions on Schedule R (see instructions)

| Return Reference Explanation

SCHEDULE R ROSE CITY INVESTMENTS AND RENTALS, INC , A REAL ESTATE CORPORATION WHOLLY OWNED BY JDAMH, IS A DORMANT CORPORATION BECAUSE THIS
CORPORATION HAS HAD NO ACTIVITY FOR MORE THAN A DECADE, JDAMH IS CURRENTLY TAKING STEPS TO LEGALLY DISSOLVE THE CORPORATION




Schedule R { Form 000)Y 2017



Additional Data

Software ID:
Software Version:
EIN:

Name:

58-0566121

JOHN D ARCHBOLD MEMORIAL

HOSPITAL INC

Form 990, Schedule R, Part II - Identification of Related Tax-Exempt Organizations

(a) (b) (c) (d) (e) ) (9)
Name, address, and EIN of related organization Primary activity Legal domicile Exempt Code section Public charity Direct controlling Section 512
(state status entity (b)(13)
or foreign country) (1f section 501(c) controlled
(3) entity?
Yes No
FOUNDATION GA 501C3 12B AMC No
ARCHBOLD MEDICAL
PO BOX 620 CENTER INC
THOMASVILLE, GA 317990620
58-1559677
HEALTHCARE GA 501C3 10 AMC No
ARCHBOLD MEDICAL
PO BOX 620 CENTER INC
THOMASVILLE, GA 317990620
58-1376434
H/C MGMT GA 501C3 12C NA No
PO BOX 1018
THOMASVILLE, GA 317991018
58-1552650
PHYSICIANS GA 501C3 3 AMC No
ARCHBOLD MEDICAL
P O BOX 620 CENTER INC
THOMASVILLE, GA 317990620
26-2988454
MED CLINIC GA 501C3 3 AMG No
915 GORDON AVENUE
THOMASVILLE, GA 317926614
47-3501366
MED CLINIC GA 501C3 3 AMG No
915 GORDON AVENUE
THOMASVILLE, GA 317926614
82-1188691




