84189HOSP

om 990

Department of the Treasury
Internal Revenue Service

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

OMB No. 1545-0047

2020

Open to Public
Inspection

A For the 2020 calendar year, or tax year beginning 10/ 01/_20 , and ending 09/ 30/ 4

B Check if applicable: |€

Address change

Name of organization

Tift

Regi onal

Health System

I nc.

D Employer identification number

|:| Name change

Doing business as

45- 3072990

|:| Initial return

Number and street (or P.O. box if mail is not delivered to street address)

PO Box~ 2650

Room/suite E . Telephone number

229-353- 6310

Final retumn/
terminated

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

Ti fton

GA 31793- 2650

G Gross receipts$ 471, 235, 169

|:| Amended retumn

F Name and address of principal officer:

|:| Application pending Chri st Opher Dor man
PO Box 2650
Tifton GA 31793- 2650

H(a) Is this a group return for subordinates? |:| Yes No

H(b) Are all subordinates included? |:| Yes |:| No

If “No," attach a list. See instructions

| Tax-exempt status:

X so109

[ [so10 (

) T (insert no.)

|_| 4947(a)(1) or

|_| 527

J_ Website: U

https://ww. nysout hwel |l . com

H(c) Group exemption number Ul

K Form of organization: m Corporation |_| Trust |_| Association |_| Other U

| L Year of formation: 2011

|M State of legal domicile: GA

Part | Summary
1 Briefly describe the organization's mission or most significant activities:
3 L Qur mission is to deliver a lifetime of quality and conpassionate care for .
S . each patient we serve. ...
S|
8 2 Check this box u if the organization discontinued its operations or disposed of more than 25% of its net assets.
| 3 Number of voting members of the governing body (Part VI, linela) = 3 8
$ | 4 Number of independent voting members of the governing body (Part VI, line1b) 4 5
g 5 Total number of individuals employed in calendar year 2020 (Part V, line2a) 5 3139
E 6 Total number of volunteers (estimate if necessary) 6 0
7aTotal unrelated business revenue from Part VI, column (C), ine12 7a 0
b Net unrelated business taxable income from Form 990-T, Part I, line 11 ... .. ...............00ooiiiiiiiiieiinnn. .. 7b 0
Prior Year Current Year
o | 8 Contributions and grants (Part VI, line 1h) 41, 392, 381 6, 101, 509
2| 9 Program service revenue (Part VIII, line2g) 389, 938, 453 412,100, 267
% 10 Investment income (Part VIII, column (A), lines 3, 4,and 7d) 29,732,972 44,973, 661
® | 11 Other revenue (Part VIII, column (A), lines 5, 6d, 8c, 9c, 10c, and 11¢) 7,893, 287 8,059, 732
12 Total revenue — add lines 8 through 11 (must equal Part VIII, column (A), line 12) .. ... .. ... . 468, 957, 093 471, 235, 169
13 Grants and similar amounts paid (Part IX, column (A), lines1-3) 51, 296
14 Benefits paid to or for members (Part IX, column (A), ine4) 0
« | 15 Salaries, other compensation, employee benefits (Part IX, column (A), lines 5-10) 229, 785, 505 243, 083, 256
2 16a Professional fundraising fees (Part IX, column (A), line 11¢) 0
§ b Total fundraising expenses (Part IX, column (D), line 250 0 .......
W 17 Other expenses (Part IX, column (A), lines 11a-11d, 11f-24¢) 204, 409, 329 201, 585, 207
18 Total expenses. Add lines 13-17 (must equal Part IX, column (A), line25) 434,194, 834 444,719, 759
19 Revenue less expenses. Subtract line 18 from line 122 . 34, 762, 259 26, 515, 410
6§ Beginning of Current Year End of Year
%‘—E 20 Total assets (Part X, line1¢) 948, 245, 014 962, 633, 657
<7 21 Total liabilites (Part X, line 26) 356, 282, 503 | 337, 439, 358
25| 22 Net assets or fund balances. Subtract line 21 from line 20 591, 962, 511 625, 194, 299
Part Il Signature Block

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

} Signature of officer

S|gn Date
Here Troy Brooks CFO
Type or print name and title

Print/Type preparer's name Preparer's signature Date Check Dif PTIN
Paid WIliam Edward Phillips selfemployed | PO0451499
Preparer Firm's name 1 D af f | n & TUCkeI’ LLP Firm's EIN} 58' 0914992
Use Only PO Box 71309

Firm's address } AI bany, GA 31708' 1309 Phone no. 229' 883' 7878

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

m Yes No

For Paperwork Reduction Act Notice, see the separate instructions.
DAA

Form 990 (2020)
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Form 990 (2020) Ti ft Reqgi onal Health System |Inc. 45- 3072990 Page 2

Part Ill Statement of Program Service Accomplishments

Check if Schedule O contains a response or note to any line inthis Part Il ... ... ... .. . . . . . ... .. .. ... ... ..

1 Briefly describe the organization's mission:

Qur mssion is to deliver a lifetine of quality and conpassionate care for

2 Did the organization undertake any significant program services during the year which were not listed on the

prior Form 990 or 990-EZ?
If "Yes," describe these new services on Schedule O.
Did the organization cease conducting, or make significant changes in how it conducts, any program

services? ves |X| No
[]

If "Yes," describe these changes on Schedule O.

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

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

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

4d Other program services (Describe on Schedule O.)

(Expenses  $ including grants of $ ) (Revenue $ )

4e Total program service expenses U 322, 070, 322

Form 990 (2020)



84189HOSP

Form 990 (2020) Ti ft Regional Health System Inc. 45- 3072990 Page 3
Part IV Checklist of Required Schedules
Yes | No
1 Is the organization described in section 501(c)(3) or 4947(a)(1) (other than a private foundation)? If “Yes,”
complete Schedule A 1 | X
2 Is the organization required to complete Schedule B, Schedule of Contributors (see instructions)? o=, 2 | X
3 Did the organization engage in direct or indirect political campaign activities on behalf of or in oppaosition to
candidates for public office? If “Yes,” complete Schedule C, Part |~ © o . o~ .~ 3 X
4 Section 501(c)(3) organizations. Did the organization engage in lobbying activities, or have a section 501(h)
election in effect during the tax year? If "Yes," complete Schedule C, Pt 4 -~~~ 4 | X
5 Is the organization a section 501(c)(4), 501(c)(5), or 501(c)(6) organization that receives membership dues,
assessments, or similar amounts as defined in Revenue Procedure 98-197 If "Yes," complete Schedule C, Part it~ 5 X
6 Did the organization maintain any donor advised funds or any similar funds or accounts for which donors
have the right to provide advice on the distribution or investment of amounts in such funds or accounts? If
“Yes,” complete Schedule D, Part| 6
7  Did the organization receive or hold a conservation easement, including easements to preserve open space,
the environment, historic land areas, or historic structures? If “Yes,” complete Schedule D, Prtu4 7
8 Did the organization maintain collections of works of art, historical treasures, or other similar assets? If “Yes,”
complete Schedule D, Partnt 8
9 Did the organization report an amount in Part X, line 21, for escrow or custodial account liability, serve as a
custodian for amounts not listed in Part X; or provide credit counseling, debt management, credit repair, or
debt negotiation services? If “Yes,” complete Schedule D, Parttiv.. ...~ ... 9
10 Did the organization, directly or through a related organization, hold assets in donor-restricted endowments
or in quasi endowments? If “Yes,” complete Schedule D, Party 10
11  If the organization's answer to any of the following questions is “Yes,” then complete Schedule D, Parts VI,
VII, VIII, IX, or X as applicable.
a Did the organization report an amount for land, buildings, and equipment in Part X, line 10? If "Yes,"
complete Schedule D, Partvi 11a]| X
b Did the organization report an amount for investments—other securities in Part X, line 12, that is 5% or more
of its total assets reported in Part X, line 16? If "Yes," complete Schedule D, Partvit 11b
¢ Did the organization report an amount for investments—program related in Part X, line 13, that is 5% or more
of its total assets reported in Part X, line 16? If "Yes," complete Schedule D, PartV((t- 1lc
d Did the organization report an amount for other assets in Part X, line 15, that is 5% or more of its total assets
reported in Part X, line 16? If "Yes," complete Schedule D, Part 1IX 11d
e Did the organization report an amount for other liabilities in Part X, line 25? If "Yes," complete Schedule D, Part X lle
f Did the organization's separate or consolidated financial statements for the tax year include a footnote that addresses
the organization's liability for uncertain tax positions under FIN 48 (ASC 740)? If "Yes," complete Schedule D, Part X 11f
12a Did the organization obtain separate, independent audited financial statements for the tax year? If “Yes,” complete
Schedule D, Parts Xl and XUl 12a X
b Was the organization included in consolidated, independent audited financial statements for the tax year? If
"Yes," and if the organization answered "No" to line 12a, then completing Schedule D, Parts XI and XIl is optional 20| X
13 Is the organization a school described in section 170(b)(1)(A)(i)? If “Yes,” complete Schedule E 13 X
1l4a Did the organization maintain an office, employees, or agents outside of the United States? 14a X
b Did the organization have aggregate revenues or expenses of more than $10,000 from grantmaking,
fundraising, business, investment, and program service activities outside the United States, or aggregate
foreign investments valued at $100,000 or more? If “Yes,” complete Schedule F, Parts landtv....... 14b X
15 Did the organization report on Part IX, column (A), line 3, more than $5,000 of grants or other assistance to or
for any foreign organization? If “Yes,” complete Schedule F, Parts landtv. .. 15 X
16  Did the organization report on Part IX, column (A), line 3, more than $5,000 of aggregate grants or other
assistance to or for foreign individuals? If “Yes,” complete Schedule F, Partts itandtv. ... 16 X
17  Did the organization report a total of more than $15,000 of expenses for professional fundraising services on
Part IX, column (A), lines 6 and 11e? If “Yes,” complete Schedule G, Part | See instructons 17 X
18 Did the organization report more than $15,000 total of fundraising event gross income and contributions on
Part VIII, lines 1c and 8a? If "Yes," complete Schedule G, Partu 18 X
19 Did the organization report more than $15,000 of gross income from gaming activities on Part VI, line 9a?
If "Yes," complete Schedule G, Part 1l ... 19 X
20a Did the organization operate one or more hospital facilities? If “Yes,” complete Schedule H 20a| X
b If “Yes” to line 20a, did the organization attach a copy of its audited financial statements to this return? 200 | X
21 Did the organization report more than $5,000 of grants or other assistance to any domestic organization or
domestic government on Part IX, column (A), line 1? If “Yes,” complete Schedule |, Parts land Il ... .. ... ............................ 21| X
DAA Form 990 (2020)



84189HOSP

Form 990 2020) Ti ft Regi onal Health System |nc. 45- 3072990 Page 4
Part IV Checklist of Required Schedules (continued)

Yes [ No

22  Did the organization report more than $5,000 of grants or other assistance to or for domestic individuals on
Part IX, column (A), line 2? If “Yes,” complete Schedule |, Parts landit-~~~~~ 22 X
23 Did the organization answer “Yes” to Part VII, Section A, line 3, 4, or 5 about compensation of the
organization's: current and former officers, directars, trustees, key employees, and highest compensated
employees? If "Yes,” complete Schedulerd o 0 L o Lm0 23 | X

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

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

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

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

If "Yes," complete Schedule L, Part! 25b X
26  Did the organization report any amount on Part X, line 5 or 22, for receivables from or payables to any current

or former officer, director, trustee, key employee, creator or founder, substantial contributor, or 35%

controlled entity or family member of any of these persons? If “Yes,” complete Schedule L, Partii -~~~ 26 X
27 Did the organization provide a grant or other assistance to any current or former officer, director, trustee, key

employee, creator or founder, substantial contributor or employee thereof, a grant selection committee

member, or to a 35% controlled entity (including an employee thereof) or family member of any of these

persons? If “Yes,” complete Schedule L, Partut 27 X
28 Was the organization a party to a business transaction with one of the following parties (see Schedule L, Part

IV instructions, for applicable filing thresholds, conditions, and exceptions):

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

"Yes,” complete Schedule L, Partlv.. 28a X

A family member of any individual described in line 28a? If “Yes,” complete Schedule L, Parttv........................... 28b | X

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

“Yes,” complete Schedule L, Partlv.. 28c X
29  Did the organization receive more than $25,000 in non-cash contributions? If “Yes,” complete Scheduem 29 X
30 Did the organization receive contributions of art, historical treasures, or other similar assets, or qualified

conservation contributions? If “Yes,” complete Scheduem® 30 X
31 Did the organization liquidate, terminate, or dissolve and cease operations? If “Yes,” complete Schedule N, Part1 31 X
32 Did the organization sell, exchange, dispose of, or transfer more than 25% of its net assets? If "Yes,"

complete Schedule N, Parttit 32 X
33 Did the organization own 100% of an entity disregarded as separate from the organization under Regulations

sections 301.7701-2 and 301.7701-3? If “Yes,” complete Schedule R, Part 33
34  Was the organization related to any tax-exempt or taxable entity? If “Yes,” complete Schedule R, Part II, Il

orlV,and PartV,line1 34
35a Did the organization have a controlled entity within the meaning of section 512(b)(23> 35a X

b If "Yes" to line 35a, did the organization receive any payment from or engage in any transaction with a

controlled entity within the meaning of section 512(b)(13)? If “Yes,” complete Schedule R, Part V, line2 35b
36  Section 501(c)(3) organizations. Did the organization make any transfers to an exempt non-charitable

related organization? If “Yes,” complete Schedule R, Part V, line2 36
37 Did the organization conduct more than 5% of its activities through an entity that is not a related organization

and that is treated as a partnership for federal income tax purposes? If “Yes,” complete Schedule R, Partvi 37
38 Did the organization complete Schedule O and provide explanations in Schedule O for Part VI, lines 11b and

19? Note: All Form 990 filers are required to complete Schedule O. 38 | X

Part V Statements Regarding Other IRS Filings and Tax Compliance
Check if Schedule O contains a response or note to any line in this Part V

Yes | No
la 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 | 0
Did the organization comply with backup withholding rules for reportable payments to vendors and
reportable gaming (gambling) WIiNNINGS t0 PriZe WINNEIS? .. ... e e e e e e e e e e e e e 1c

DAA Form 990 (2020)



84189HOSP

Form 990 (2020) Ti ft Regional Health System |nc. 45- 3072990 Page 5
Part V Statements Regarding Other IRS Filings and Tax Compliance (continued)
Yes | No
2a Enter the number of employees reported on Form W-3, Transmittal of Wage and Tax
Statements, filed for the calendar year ending with or within the year covered by this return 2a | 3139
b If at least'one.is reported on line 2a, did the organization file all required federal employment tax returns? ==, 20 | X
Note: If the sum of lines 1a and 2a is greater than 250, you may be required to e-file (see instructions)
3a Did the organization have unrelated business gross income of $1,000 or more during the year?. =~ . & 3a X
b If“Yes,” has it filed a Form 990-T for this year? If “No” to line 3b, provide an explanation on Schedueo = 3b
4a At any time during the calendar year, did the organization have an interest in, or a signature or other authority over,
a financial account in a foreign country (such as a bank account, securities account, or other financial account)? 4a X
b If “Yes,” enter the name of the foreign country Ul
See instructions for filing requirements for FINCEN Form 114, Report of Foreign Bank and Financial Accounts (FBAR).
5a Was the organization a party to a prohibited tax shelter transaction at any time during the tax year? 5a X
Did any taxable party notify the organization that it was or is a party to a prohibited tax shelter transaction? 5b X
If “Yes” to line 5a or 5b, did the organization file Form 8886-T> 5c
6a Does the organization have annual gross receipts that are normally greater than $100,000, and did the
organization solicit any contributions that were not tax deductible as charitable contributons? 6a X
b If “Yes,” did the organization include with every solicitation an express statement that such contributions or
gifts were not tax deductible? 6b
7  Organizations that may receive deductible contributions under section 170(c).
a Did the organization receive a payment in excess of $75 made partly as a contribution and partly for goods
and services provided to the payor? 7a X
If “Yes,” did the organization notify the donor of the value of the goods or services provided? 7b
¢ Did the organization sell, exchange, or otherwise dispose of tangible personal property for which it was
required 10 file FOrM 82822 7c
d If “Yes,” indicate the number of Forms 8282 filed during the year | 7d |
e Did the organization receive any funds, directly or indirectly, to pay premiums on a personal benefit contract? 7e X
f Did the organization, during the year, pay premiums, directly or indirectly, on a personal benefit contract? 7f X
g If the organization received a contribution of qualified intellectual property, did the organization file Form 8899 as required? 79
h If the organization received a contribution of cars, boats, airplanes, or other vehicles, did the organization file a Form 1098-C? 7h
8 Sponsoring organizations maintaining donor advised funds. Did a donor advised fund maintained by the
sponsoring organization have excess business holdings at any time during the year? 8
9  Sponsoring organizations maintaining donor advised funds.
a Did the sponsoring organization make any taxable distributions under section 4966 9a
b Did the sponsoring organization make a distribution to a donor, donor advisor, or related person? 9b
10  Section 501(c)(7) organizations. Enter:
a Initiation fees and capital contributions included on Part vil, line12 10a
b Gross receipts, included on Form 990, Part VIII, line 12, for public use of club faciltes 10b
11  Section 501(c)(12) organizations. Enter:
a Gross income from members or shareholders 1la
b  Gross income from other sources (Do not net amounts due or paid to other sources
against amounts due or received from them.) 11b
12a Section 4947(a)(1) non-exempt charitable trusts. Is the organization filing Form 990 in lieu of Form 1041? 12a
b If “Yes,” enter the amount of tax-exempt interest received or accrued during the year .. ... .. ... ... ... | 12b |
13  Section 501(c)(29) qualified nonprofit health insurance issuers.
a s the organization licensed to issue qualified health plans in more than one state? 13a
Note: See the instructions for additional information the organization must report on Schedule O.
b Enter the amount of reserves the organization is required to maintain by the states in which
the organization is licensed to issue qualified health pans 13b
¢ Enter the amount of reservesonhand 13c
1l4a Did the organization receive any payments for indoor tanning services during the tax year> 14a X
b If “Yes,” has it filed a Form 720 to report these payments? If "No," provide an explanation on Schedueo ... 14b
15 Is the organization subject to the section 4960 tax on payment(s) of more than $1,000,000 in remuneration or
excess parachute payment(s) during the year? 15 X
If “Yes,” see instructions and file Form 4720, Schedule N.
16 Is the organization an educational institution subject to the section 4968 excise tax on net investment income? 16 X
If “Yes,” complete Form 4720, Schedule O.

Form 990 (2020)

DAA
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Form 990 (2020) Ti ft Reqgi onal Health System |Inc. 45- 3072990

Page 6

Part VI

Governance, Management, and Disclosure For each "Yes" response to lines 2 through 7b below, and for a "No"

response to line 8a, 8b, or 10b below, describe the circumstances, processes, or changes on Schedule O. See instructions.

Check if Schedule O contains a response or note to any line inthis Part VI ... ....................................

Section A. Governing Body and Management

Yes [ No
la Enter the number of voting members of the governing body at the end of the tax year . ~ ~ = | 1a [(8
If there are material differences in voting rights among members of the governing body, or
if the governing body delegated broad authority to an executive committee or similar
committee, explain on Schedule O.
b Enter the number of voting members included on line 1a, above, who are independent b [ 5
2 Did any officer, director, trustee, or key employee have a family relationship or a business relationship with
any other officer, director, trustee, or key employee? 2 X
3  Did the organization delegate control over management duties customarily performed by or under the direct
supervision of officers, directors, trustees, or key employees to a management company or other person? 3 X
4  Did the organization make any significant changes to its governing documents since the prior Form 990 was filed? 4 X
5 Did the organization become aware during the year of a significant diversion of the organization’s assets? 5 X
6  Did the organization have members or stockholders? 6 | X
7a Did the organization have members, stockholders, or other persons who had the power to elect or appoint
one or more members of the governing body?> 7a | X
b Are any governance decisions of the organization reserved to (or subject to approval by) members,
stockholders, or persons other than the governing body?> 7 | X
8 Did the organization contemporaneously document the meetings held or written actions undertaken during the year by the following:
a The governing body? ga | X
b Each committee with authority to act on behalf of the governing body?> gb | X
9 Is there any officer, director, trustee, or key employee listed in Part VII, Section A, who cannot be reached at
the organization’s mailing address? If “Yes,” provide the names and addresses on Schedule O ..., .. 9 X
Section B. Policies (This Section B requests information about policies not required by the Internal Revenue Code.)
Yes [ No
10a Did the organization have local chapters, branches, or affliates? 10a X
b If “Yes,” did the organization have written policies and procedures governing the activities of such chapters,
affiliates, and branches to ensure their operations are consistent with the organization's exempt purposes? .......................... 10b
1la Has the organization provided a complete copy of this Form 990 to all members of its governing body before filing the form? 11a| X
b Describe in Schedule O the process, if any, used by the organization to review this Form 990.
12a Did the organization have a written conflict of interest policy? If “No,” go t0 line13 ... 12a| X
b Were officers, directors, or trustees, and key employees required to disclose annually interests that could give rise to conflicts? | 12b X
¢ Did the organization regularly and consistently monitor and enforce compliance with the policy? If “Yes,”
describe in Schedule O how this was done 12c | X
13  Did the organization have a written whistleblower policy? 13| X
14  Did the organization have a written document retention and destruction policy? 14 | X
15 Did the process for determining compensation of the following persons include a review and approval by
independent persons, comparability data, and contemporaneous substantiation of the deliberation and decision?
a The organization's CEO, Executive Director, or top management offical 15a | X
b Other officers or key employees of the organizaton 156 | X
If “Yes” to line 15a or 15b, describe the process in Schedule O (see instructions).
16a Did the organization invest in, contribute assets to, or participate in a joint venture or similar arrangement
with a taxable entity during the year? 16a X
b If “Yes,” did the organization follow a written policy or procedure requiring the organization to evaluate its
participation in joint venture arrangements under applicable federal tax law, and take steps to safeguard the
organization’s_exempt status with respect to SUCh arrangemMeNS? . . . . . . ... ..ottt 16b
Section C. Disclosure
17  List the states with which a copy of this Form 990 is required to be fledu GA
18  Section 6104 requires an organization to make its Forms 1023 (1024 or 1024-A, if applicable), 990, and 990-T (Section 501(c)
(3)s only) available for public inspection. Indicate how you made these available. Check all that apply.
|:| Own website |:| Another's website Upon request |:| Other (explain on Schedule O)
19  Describe on Schedule O whether (and if so, how) the organization made its governing documents, conflict of interest policy, and
financial statements available to the public during the tax year.
20 State the name, address, and telephone number of the person who possesses the organization's books and records u
Troy Brooks PO Box 2650
Tifton GA 31793 229- 353- 3397
DAA Form 990 (2020)
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Page 7

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

la Complete thistable for all persons required to be listed. Report compensation for the calendar year ending with or within.the

organization's tax year.

o List all of the organization's current officers, directors, trustees (whether individuals.or organizations), regardless of amount of

compensation. Enter -0-'in ‘columns (D), (E), and (F) if no compensation was paid.
e List all of the organization's current key employees, if any. See instructions for definition of "key employee."

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

organization and any related organizations.

o List all of the organization's former officers, key employees, and highest compensated employees who received more than

$100,000 of reportable compensation from the organization and any related organizations.

e List all of the organization’s former directors or trustees that received, in the capacity as a former director or trustee of the

organization, more than $10,000 of reportable compensation from the organization and any related organizations.
See instructions for the order in which to list the persons above.

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

(G B) © (D) B (F)
Name and title Average Position Reportable Reportable Estimated amount
hours (do not check more than one compensation compensation of other
per week box, unless person is both an from the from related compensation
(list any officer and a director/trustee) organization organizations from the
hours for PSR EREE B (W-2/1099-MISC) (W-2/1099-MISC) organization and
related ;.% % (Ef 2 é@_’ % related organizations
orga;;lzjxons gg %. 2 § %% I}
dotted line) = ;—’ % (,%
@Ant hony Burke, MDD
) 40. 00
Physi ci an 0. 00 X 1,520,192 26, 250
@ Edward Hel | man, [MD
) 40. 00
Physi ci an 0. 00 X 1,424,621 26, 250
@WIIliam Kai ser, [MD
) 40. 00
Physi ci an 0. 00 X 1,126, 296 26, 250
@ David Banks, M
) 40. 00
Physi ci an 0. 00 X 1,090,190 26, 250
s George Yared, MD
) 40. 00
Physi ci an 0. 00 X 1, 058, 869 26, 250
© Forte MEachin, [MD
TSP 40. 00
Exec. Medical Dr. 0. 00 X 965, 535 26, 250
(@ Chri st opher Dor ran
SRRSO 40. 00
CEO & President 2.00 X 873, 469 33, 002
@®Jessica Beier, ND
RO 41.00
Tr ust ee/ Physi ci an 1.00 | X 748, 225 26, 250
© Rubal Patel, MD
RO 41.00
Tr ust ee/ Physi ci an 0.00 | X 687, 563 26, 250
aoKaren D. Summerlfin
) 40. 00
SVP General Counsel 2.00 X 604, 629 28,021
@y Caneron N xon, ND
) 40. 00
Chi ef Transformation 0. 00 X 560, 530 25, 969

DAA

Form 990 (2020)
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Form 990 (2020) Ti ft Reqgi onal

Heal th System
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Page 8

Part VII Section A. Officers, Directors, Trustees, Key Employees, and Highest Compensated Employees (continued)
@ ®) © ©) ® G
Name and title Average Position Reportable Reportable Estimated amount
hours é‘g}g nf&;?:;ﬁﬁ?é@;ﬁli compensation compensation of other
per week o ) from the from related compensation
(list any officer and a directorftrustee) organization organizations from the
hours for os| 510 X |lexz| o (W-2/1099-MISC) (W-2/1099-MISC) organization and
related g.% % g 2 g‘% % related organizations
organizations gels 1 % |52 2
below g2 3 2 |1¥8
dotted ine) gl = 3| 3
(12) Kim WllIs
RNTTRRRRUUOOOON S 40. 00
SVP_CFO 2. 00 X 496, 308 0 26, 250
(13) Carol Smth
TV S 40. 00
SVP_CNO 0. 00 X 379, 402 0 24,372
(14) daire Byrnes
STRTNRTRTN TR B 40. 00
SVP_Anbul atory Seryv. 0. 00 X 287, 849 0 22,579
(15) Linda WIson
RRRTRTRURTRRRRRR B 40. 00
VP Revenue Cycle 0. 00 X 238, 494 0 22,189
(16) James Scott, |MD
) 41.00
Tr ust ee/ Physi ci an 0.00 | X 240, 795 0 18, 986
(17) Justin Beck
) 40. 00
Chief Strategy & Inn 0. 00 X 227, 625 0 22, 350
(18) Marie Roof
STRRUURUPOPOON OO 40. 00
VP P 0. 00 X 221,718 0 21, 361
(19) Wyvyan Derougn
TTTTITTITTUPU PP N 40. 00
VP Physician Service 0. 00 X 212, 522 0 21, 257
1D SUBOTAl ... oo u 12, 964, 832 476, 336
c Total from continuation sheets to Part VII, Section A ...... . ... u 808, 081 78, 239
Total (add lines 1b and 1C) ... .. ... iiioiiiie i, u 13, 772, 913 554, 575
2 Total number of individuals (including but not limited to those listed above) who received more than $100,000 of
reportable compensation from the organization u
Yes | No
3 Did the organization list any former officer, director, trustee, key employee, or highest compensated
employee on line 1a? If “Yes,” complete Schedule J for such individual . 3 X
4 For any individual listed on line 1a, is the sum of reportable compensation and other compensation from the
organization and related organizations greater than $150,0007? If “Yes,” complete Schedule J for such
NOVIOURL 4 | X
5 Did any person listed on line 1a receive or accrue compensation from any unrelated organization or individual
for_services rendered to the organization? If “Yes,” complete Schedule J for such person . ... .iiii..iiiiiiieeiieiiiie... 5 X
Section B. Independent Contractors
1 Complete this table for your five highest compensated independent contractors that received more than $100,000 of
compensation from the organization. Report compensation for the calendar year ending with or within the organization's tax year.
Name and b(u/-;)lness address Descriptio(nB)of services Com;g])sation
Chartis Goup LLC Departjment 5925
Carol Stream | L 60122-5925| Consul ting 3, 057, 566
Aspirion Health Resources LLC 1506 6th Avenue, Suite 3
Col unbus GA 31902 Billing 1, 226, 879
Jackson & Coker Locum Tenens PO Box 277638
Atl anta GA 30384- 7638| Locum Tenens 611, 785
Gol dfi sh Locuns LLC 6865 Wndcrest Drive, Suite 300
Pl ano TX 75024 Locum Tenens 594, 594
Triage LLC PO Box 773328
Chi cago | L 60677-3328] Contract Staff 458, 350
2 Total number of independent contractors (including but not limited to those listed above) who
received more than $100,000 of compensation from the organization U 42

DAA

Form 990 (2020)
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Form 990 (2020) Ti ft

Regi onal Health System

I nc. 45- 3072990

Part VIl  Statement of Revenue
Check if Schedule O contains a response or note to any line in this Part VIl ... . ... ... ... ... |:|
QY ®) © )
Total revenue Related or exempt Unrelated Revenue excluded
function revenue business revenue from tax under
sections 512-514
%g la Federated-campaigns ............... la
52 b Membership'dues . .~ =~ . & 1b
»<| ¢ Fundraising events 1c
"8_:_? d Related organizatons id 497, 995
gug) e Govemment grants (contributons) le 1, 013, 839
_g 5 f Al other contributions, gifts, grants,
gg and similar amounts not included above ........ 1f 4, 589, 675
‘E.c g Noncash contributions included in lines 1a-1f = . 1g |$
G& h Total. Addlinesla-1f. ... ... ... ... u 6, 101, 509
Business Code
g 2a _ Net Patient Service Revenue 623000)411, 971, 206 [ 411, 971, 206
24 P . MB&Data Center ... 623000 129, 061 129, 061
nz ¢
g9 o
A
& e
f All other program service revenue ...................
g Total. Add lines 2a—2f....................................... u |412,100, 267
3 Investment income (including dividends, interest, and
other similar amounts) u 7, 800, 588 7, 800, 588
4 Income from investment of tax-exempt bond proceeds u
5 Royalties . ... .. ... u
(i) Real (i) Personal
6a Gross rents 6a
b Less: rental expenses | 6b
C Rental inc. or (loss) 6C
d Net rental income or (I0SS) ... ... ..., u
7@ Gross amount from (i) Securities (i) Other
sales of assets
other than inventory | 7@ 37,125, 949 47,124
) b Less: cost or other
§ basis and sales exps. [ 7b
&1 ¢ Gainor(loss) | 7c 37, 125, 949 47,124
S| d Netgain or (I0SS) ........oim e u| 37,173,073 37,173,073
é 8a Gross income from fundraising events
(not including ¢
of contributions reported on line 1c).
See Part IV, lne18 8a
b Less: direct expenses 8b
¢ Net income or (loss) from fundraising events ................ u
9a Gross income from gaming activities.
See Part IV, ine19 9a
b Less: direct expenses 9b
¢ Net income or (loss) from gaming activities .................. u
10a Gross sales of inventory, less
returns and allowances 10a
b Less: cost of goods sold 10b
C _Net income or (loss) from sales of inventory ................. u
" Business Code
ég lla | Enpl oyee Pharmgcy 623000 4,447,079 4,447,079
,_% S b .Repa.tle”s..a.nd..qlsplqunt”s ........................ 623000 1, 407, 928 1, 407, 928
E’&% c  Cafeteria & Vending 722514 1, 109, 049 1, 109, 049
"é d All other revenue ... .. .. .. .. . . . . . . . . .. 623000 1, 095, 676 1, 095, 676
e Total. Add lines 11a—11d ... oo u 8, 059, 732
12 Total revenue. See iNStruCtions ......................ooo.... u (471,235,169 415, 712, 920 49, 420, 740

DAA

Form 990 (2020)
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Foom 990 20200 Tift Regional Health System Inc. 45- 3072990 Page 10
Part IX Statement of Functional Expenses

Section 501(c)(3) and 501(c)(4) organizations must complete all columns. All other organizations must complete column (A).
Check if Schedule O contains a response or note to any line in this Part IX

Do not include amounts reported on lines 6b, ® ® © ©)
Total expenses Program service Management and Fundraising
7b, 8b, 9b, and~10b of Part VIII. expenses general expenses expenses

1  Grants and other assistance to domestic organizations

and domestic governments. See Part 1V, line 21 51, 296 51, 296

2 Grants and other assistance to domestic
individuals. See Part IV, line 22

3 Grants and other assistance to foreign
organizations, foreign governments, and foreign
individuals. See Part IV, lines 15 and 16

4  Benefits paid to or for members

5 Compensation of current officers, directors,

trustees, and key employees 6, 899, 358 2, 042, 340 4, 857, 018

6 Compensation not included above to disqualified
persons (as defined under section 4958(f)(1)) and
persons described in section 4958(c)(3)(B)

7 Other salaries and wages 180, 342, 831 146, 580, 453 33,762, 378

8 Pension plan accruals and contributions (include
section 401(k) and 403(b) employer contributions) 7, 759, 719 5, 920, 666 l, 839, 053

9 Other employee benefts 33, 742, 956 25,744, 731 7,998, 225
10 Payoll taxes 14, 338,392| 10, 940, 193 3,398, 199
11 Fees for services (nonemployees):

a Management

b Legal e 88, 851 88, 851

¢ Accounting 515, 513 515, 513

d Lobbying

e Professional fundraising services. See Part IV, line 17

f Investment management fees

g Other. (If line 11g amount exceeds 10% of line 25, column

(A) amount, fist line 11g expenses on Schedule 0.) 40, 453, 714 28, 931, 954 11, 521, 760

12 Advertising and promotion 470, 260 36, 185 434, 075
13 Office expenses 9,701, 864 6,212, 650 3,489, 214
14 Information technology 12,554, 706 958, 462 11, 596, 244
15 Royaltes
16 Occupancy 3,878,415 3,878,415
7 Tavel 848,561 268, 213 580, 348

18 Payments of travel or entertainment expenses
for any federal, state, or local public officials

19 Conferences, conventions, and meetings 520, 681 439, 966 80, 715
20 Interest 4,190, 362 4,190, 362

21 Payments to affliates

22 Depreciation, depletion, and amortization 36, 037, 666 36, 037, 666
23 Insurance 3, 678, 052 3, 673, 488 4, 564

24 Other expenses. Itemize expenses not covered
above (List miscellaneous expenses on line 24e. If
line 24e amount exceeds 10% of line 25, column
(A) amount, list line 24e expenses on Schedule O.)

a Medical & Surgical Supp. 76, 359, 599 74, 355, 548 2,004, 051
b  Provider Taxes 5,497,520 5,497, 520

¢ Repair & Miintenance 3,691, 356 1, 388, 704 2,302, 652
d Dues & Subcriptions 977, 693 395, 404 582, 289
e All other expenses 2,120, 394 563,772 1, 556, 622

444,719, 759 | 322,070,322 | 122, 649, 437 0

25  Total functional expenses. Add lines 1 through 24e

26 Joint costs. Complete this line only if the
organization reported in column (B) joint costs
from a combined educational campaign and
fundraising solicitation. Check here u |:| if
following SOP 98-2 (ASC 958-720) ...............

DAA Form 990 (2020)
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Fomooo (2020) Tift Regional Health System |nc. 45- 3072990 Page 11
Part X Balance Sheet
Check if Schedule O contains a response or note to any line in this Part X D_
A (B)
Beginning of year End of year
1 Cash—nop-interest-bearing =~ 93,759,446 | 1 92, 750, 075
2 Savings.and temporary cash investments ~ 00 5,320,712 2 5, 391, 986
3 Pledges and grants receivable, net> o L o o 3
4  Accounts receivable, net L 56, 770, 135]| 4 56,062, 883
5 Loans and other receivables from any current or former officer, director,
trustee, key employee, creator or founder, substantial contributor, or 35%
controlled entity or family member of any of these persons 5
6 Loans and other receivables from other disqualified persons (as defined
%) under section 4958(f)(1)), and persons described in section 4958(c)(3)B) 6
aé 7 Notes and loans receivable, n et 3,371,364 7 4,110, 334
<| 8 Inventories forsaleoruse 3,447,728 s 3,715, 846
9 Prepaid expenses and deferred charges 8,446, 368 o 8,631, 856
10a Land, buildings, and equipment: cost or other
basis. Complete Part VI of SchedueD 10a| 761, 206, 397
b Less: accumulated depreciaton 100| 407,381,924 | 321,719,990 10c| 353, 824,473
11 Investments—publicly traded securites 445,593, 759 | 11 421, 150, 231
12 Investments—other securities. See Part IV, line1z 12
13 Investments—program-related. See Part IV, line1z. ... 1,047,186] 13 1,047,186
14 Intangible assets 2,305, 376 14 783, 371
15 Other assets. See Part Iv, ine1z. 6,462, 950 15 15,165, 416
16 Total assets. Add lines 1 through 15 (must equal line 33) .............................. 948, 245, 014 ] 1s 962, 633, 657
17 Accounts payable and accrued expenses 65, 231, 402 17 56, 336, 175
18 Grants payable 18
19 Deferred revenue 5,400, 000 19 3, 000, 000
20 Tax-exempt bond liabilites 104, 709, 229 20 25, 316, 977
21 Escrow or custodial account liability. Complete Part IV of Schedule D 21
? 22 Loans and other payables to any current or former officer, director,
p= trustee, key employee, creator or founder, substantial contributor, or 35%
E controlled entity or family member of any of these persons 22
—' |23 Secured mortgages and notes payable to unrelated third paries 150, 786, 764 | 23 224, 388, 465
24 Unsecured notes and loans payable to unrelated third partes 24
25 Other liabilities (including federal income tax, payables to related third
parties, and other liabilities not included on lines 17-24). Complete Part X
of Schedule D 30, 155, 108 25 28,397, 7141
26 Total liabilities. Add lines 17 through 25 ... oooviieee e 356, 282, 503 | 26 | 337, 439, 358
Organizations that follow FASB ASC 958, check here u
§ and complete lines 27, 28, 32, and 33.
& |27 Net assets without donor restricions 591,962,511 27 625, 194, 299
@ |28 Net assets with donor restrictons 28
e Organizations that do not follow FASB ASC 958, check here u D
I and complete lines 29 through 33.
E 29 Capital stock or trust principal, or current funds 29
§ 30 Paid-in or capital surplus, or land, building, or equipment und 30
£ |31 Retained earnings, endowment, accumulated income, or other funds 31
g 32 Total net assets or fund balances 591,962,511 =2 625, 194, 299
33 Total liabilities and net assets/fund balances .............. .. ... .. .. . . i 948, 245, 014 ] 33 962, 633, 657

DAA

Form 990 (2020)
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Form 990 (2020) Ti ft Regional Health System |nc. 45- 3072990 Page 12
Part XI Reconciliation of Net Assets
Check if Schedule O contains a response or note to any line in this Part X| . Zl_
1 Total revenue (must equal Part VIIl, column (A), ine12) 1 471, 235, 169
2 Total expenses (must equal Part IX, column (A), ine25) 2 444,719, 759
3 Revenue less expenses. Subtract line 2 from lipez T 3 26, 515, 410
4 Net assets or'fund balances at beginning of year (must equal Part X, line 32, column (A)) ~ . 4 591, 962, 511
5 Net unrealized gains (losses) on investments o 0 o Lm0 5 15,419, 223
6 Donated services and use of facilites o 6
7 Investment expenses 7
8 Prior period adjustments 8
9 Other changes in net assets or fund balances (explain on Schedueo) 9 -8, 702, 845
10 Net assets or fund balances at end of year. Combine lines 3 through 9 (must equal Part X, line
32, COUMN (B)) oot 10 625, 194, 299

Part XIl Financial Statements and Reporting
Check if Schedule O contains a response or note to any line in this Part XII

Yes | No
1 Accounting method used to prepare the Form 990: |:| Cash Accrual |:| Other
If the organization changed its method of accounting from a prior year or checked “Other,” explain in
Schedule O.
2a Were the organization's financial statements compiled or reviewed by an independent accountant? 2a X

If "Yes," check a box below to indicate whether the financial statements for the year were compiled or
reviewed on a separate basis, consolidated basis, or both:
|:| Separate basis |:| Consolidated basis |:| Both consolidated and separate basis
b Were the organization's financial statements audited by an independent accountant? 20 | X
If "Yes," check a box below to indicate whether the financial statements for the year were audited on a
separate basis, consolidated basis, or both:
|:| Separate basis Consolidated basis |:| Both consolidated and separate basis
c If “Yes” to line 2a or 2b, does the organization have a committee that assumes responsibility for oversight of
the audit, review, or compilation of its financial statements and selection of an independent accountant? 2c | X
If the organization changed either its oversight process or selection process during the tax year, explain on
Schedule O.
3a As a result of a federal award, was the organization required to undergo an audit or audits as set forth in the
Single Audit Act and OMB Circular A-133? 3a| X
b If “Yes,” did the organization undergo the required audit or audits? If the organization did not undergo the
required audit or audits, explain why on Schedule O and describe any steps taken to undergo such audits ........................... 3| X

Form 990 (2020)
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Form 990 (2020) Tift Regional Health System Inc. 45- 3072990 Page 8
Part VII Section A. Officers, Directors, Trustees, Key Employees, and Highest Compensated Employees (continued)
@ ®) © © © ®
Name and title Average Position Reportable Reportable Estimated amount
hours (do not check more than one compensation compensation of other
per week bo>.<, unless per§on is both an from the from related compensation
(ist any officer and a directorfirustee) organization organizations from the
hours for os| 510 X |lexz| o (W-2/1099-MISC) (W-2/1099-MISC) organization and
related 9,% 2| g 2 é‘% % related organizations
organizations g% %- e (gel.2
below g % 3 2 |1¥8
dotted line) =) 3| &
gl 2 7
2 :
(20) Tonia Garrett
) 40. 00
AVP Surgical Service 0. 00 X 213,436 17,071
(21) A ex Le
) 40. 00
0 0. 00 X 207, 382 21,061
(22) Tamara Branch
RETRITRNRTURRRRRT B 40. 00
VP Legal Counsel 0. 00 X 206, 523 21,011
(23) Jane MKee
RRRTRTRURTRRRRRR B 40. 00
VP Revenue Cycle 0. 00 X 180, 740 19, 096
(24) John Brownl ee
TR UPPPOONN DUOSS 0.00
Chai r man 0.00 | X X 0 0
(25) Scott Fulp DD
SRR RRTROUPPPPPIPPIPIY RO 1.00
Tr ust ee 0.00 [X 0 0
(26) Chase Daughtney
SRS RO PPPPIPPPIPIPIY RO 1.00
Tr ust ee 0.00 [X 0 0
(27) CGeorge M D. (Hunt, |
USTRERRRRRRUOUOPRPOONN DO 1.00
Chai r man 2.00 | X X 0 0
1D SUBOTAl ... oo u 808, 081 78, 239
c Total from continuation sheets to Part VII, Section A ........ .. u
Total (add lines 1b and 1C) ... .. ... iiioiiiie i, u
2 Total number of individuals (including but not limited to those listed above) who received more than $100,000 of
reportable compensation from the organization u
Yes | No
3 Did the organization list any former officer, director, trustee, key employee, or highest compensated
employee on line 1a? If “Yes,” complete Schedule J for such individual | . 3
4 For any individual listed on line 1a, is the sum of reportable compensation and other compensation from the
organization and related organizations greater than $150,0007? If “Yes,” complete Schedule J for such
NOIVITUBL 4
5 Did any person listed on line 1a receive or accrue compensation from any unrelated organization or individual
for_services rendered to the organization? If “Yes,” complete Schedule J for such person . ... .iiii..iiiiiiieeiieiiiie... 5
Section B. Independent Contractors
1 Complete this table for your five highest compensated independent contractors that received more than $100,000 of
compensation from the organization. Report compensation for the calendar year ending with or within the organization's tax year.
(A) B ©
Name and business address Description of services Compensation

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

DAA

Form 990 (2020)
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Form 990 (2020) Tift Regional Health System Inc. 45- 3072990 Page 8
Part VII Section A. Officers, Directors, Trustees, Key Employees, and Highest Compensated Employees (continued)
@ ®) © © © ®
Name and title Average Position Reportable Reportable Estimated amount
hours (do not check more than one compensation compensation of other
per week bo>.<, unless per§on is both an from the from related compensation
(ist any officer and a directorfirustee) organization organizations from the
hours for os| 510 szl o (W-2/1099-MISC) (W-2/1099-MISC) organization and
related 9,% 2| g 2 é‘% 3 related organizations
organizations g% %- e (gel.2
below g % 3 2 |1¥8
dotted line) =) 3| &
gl & 2
2 :
(28) WIIiam Bowen, Jr.
AR RRUPPPPPPPIY RO 1.00
Vi ce Chairnman 2.00 | X 0 0
(29) Joyce Mns
SRRSO PPPPPPIPIPIPIY RO 1.00
Secretary 1.00 | X X 0 0
(30) Troy Brooks
TS RITITTRRURRRRRRRR B 40. 00
CFO 2. 00 X 0 0
1b  Subtotal ... ... u
c Total from continuation sheets to Part VII, Section A ........ .. u
Total (add lines 1b and 1C) ... .. ... iiioiiiie i, u
2 Total number of individuals (including but not limited to those listed above) who received more than $100,000 of
reportable compensation from the organization u
Yes | No
3 Did the organization list any former officer, director, trustee, key employee, or highest compensated
employee on line 1a? If “Yes,” complete Schedule J for such individual . 3
4 For any individual listed on line 1a, is the sum of reportable compensation and other compensation from the
organization and related organizations greater than $150,0007? If “Yes,” complete Schedule J for such
NOIVITUBL 4
5 Did any person listed on line 1a receive or accrue compensation from any unrelated organization or individual
for_services rendered to the organization? If “Yes,” complete Schedule J for such person . ... .iiii..iiiiiiieeiieiiiie... 5
Section B. Independent Contractors
1 Complete this table for your five highest compensated independent contractors that received more than $100,000 of
compensation from the organization. Report compensation for the calendar year ending with or within the organization's tax year.
(A) B ©
Name and business address Description of services Compensation

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

DAA
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SCHEDULE A Public Charity Status and Public Support OME No. 1545.0047
Form 990 or 990-EZ
( ) Complete if the organization is a section 501(c)(3) organization or a section 4947(a)(1) nonexempt charitable trust. 2020
Department of the Treasury u Attach to Form 990 or Form 990-EZ. Open to Public
Internal Revenue Service . . . . . .

u Go to www.irs.gov/Form990 for instructions and the latest information. Inspection
Name of the organization . . Employer identification number

Ti ft Regi onal Health" System /Inc. 45- 3072990
Part | Reason for Public Charity Status. (All organizations must complete this part.) See instructions.

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

A church, convention of churches, or association of churches described in section 170(b)(1)(A)(i).

. A school described in section 170(b)(1)(A)(ii). (Attach Schedule E (Form 990 or 990-EZ).)

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

A medical research organization operated in conjunction with a hospital described in section 170(b)(1)(A)(iii). Enter the hospital's name,
city, and state:
An organization operated for the benefit of a college or university owned or operated by a governmental unit described in

section 170(b)(1)(A)(iv). (Complete Part II.)

A federal, state, or local government or governmental unit described in section 170(b)(1)(A)(v).

An organization that normally receives a substantial part of its support from a governmental unit or from the general public

described in section 170(b)(1)(A)(vi). (Complete Part II.)

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

An agricultural research organization described in section 170(b)(1)(A)(ix) operated in conjunction with a land-grant college

or university or a non-land-grant college of agriculture (see instructions). Enter the name, city, and state of the college or

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

receipts from activities related to its exempt functions, subject to certain exceptions; and (2) no more than 331/3% of its

support from gross investment income and unrelated business taxable income (less section 511 tax) from businesses

acquired by the organization after June 30, 1975. See section 509(a)(2). (Complete Part Ill.)

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

An organization organized and operated exclusively for the benefit of, to perform the functions of, or to carry out the purposes

of one or more publicly supported organizations described in section 509(a)(1) or section 509(a)(2). See section 509(a)(3).

Check the box in lines 12a through 12d that describes the type of supporting organization and complete lines 12e, 12f, and 12g.

11
12

(L]

Q@

|:| Type |. A supporting organization operated, supervised, or controlled by its supported organization(s), typically by giving
the supported organization(s) the power to regularly appoint or elect a majority of the directors or trustees of the
supporting organization. You must complete Part IV, Sections A and B.

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

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

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

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

f  Enter the number of supported organizations I:I

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

(i) Name of supported (i) EIN (iii) Type of organization (iv) Is the organization (v) Amount of monetary (vi) Amount of
organization (described on lines 1-10 listed in your governing support (see other support (see
above (see instructions)) document? instructions) instructions)
Yes No
)
(B)
©
(D)
E)
Total
For Paperwork Reduction Act Notice, see the Instructions for Form 990 or 990-EZ. Schedule A (Form 990 or 990-EZ) 2020

DAA
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Schedule A (Form 990 or 990-EZ) 2020 Tift

Regi onal Health System |Inc. 45- 3072990

Page 2
Part Il Support Schedule for Organizations Described in Sections 170(b)(1)(A)(iv) and 170(b)(1)(A)(vi)
(Complete only if you checked the box on line 5, 7, or 8 of Part | or if the organization failed to qualify under
Part lll. If the organization fails to qualify under the tests listed below, please complete Part Ill.)
Section A. Public Support
Calendar year (or-fiscal year beginning in)  u (@) 2016 (b) 2017 (c) 2018 (d) 2019 (e) 2020 (f) Total
1 Gifts, grants, contributions, and
membership fees.received. (Do not
include any "unusual grants.")
2 Tax revenues levied for the
organization's benefit and either paid
to or expended on its behalf
3 The value of services or facilities
furnished by a governmental unit to the
organization without charge
4  Total. Add lines 1 through3
5  The portion of total contributions by
each person (other than a
governmental unit or publicly
supported organization) included on
line 1 that exceeds 2% of the amount
shown on line 11, column ()
6 Public support. Subtract line 5 from line 4 ..
Section B. Total Support
Calendar year (or fiscal year beginning in)  u (@) 2016 (b) 2017 (c) 2018 (d) 2019 (e) 2020 (f) Total
7  Amounts from line4
8  Gross income from interest, dividends,
payments received on securities loans,
rents, royalties, and income from
similar sources ... .
9  Net income from unrelated business
activities, whether or not the business
is regularly carried on ........ .. ...,
10  Other income. Do not include gain or
loss from the sale of capital assets
(Explain in Part VL) .....................
11  Total support. Add lines 7 through 10
12 Gross receipts from related activities, etc. (see instructons) | 12
13  First 5 years. If the Form 990 is for the organization’s first, second, third, fourth, or fifth tax year as a section 501(c)(3)
organization, check this BOX ANnd STOD NeIe . ... ...ttt ettt iiiiiiiiiiii.. > |_|
Section C. Computation of Public Support Percentage
14 Public support percentage for 2020 (line 6, column (f) divided by line 11, colurin @) 14 %
15  Public support percentage from 2019 Schedule A, Part Il, line24 15 %

16a 33 1/3% support test—2020. If the organization did not check the box on line 13, and line 14 is 33 1/3% or more, check this
box and stop here. The organization qualifies as a publicly supported organization
b 33 1/3% support test—2019. If the organization did not check a box on line 13 or 16a, and line 15 is 33 1/3% or more, check
this box and stop here. The organization qualifies as a publicly supported organization
17a 10%-facts-and-circumstances test—2020. If the organization did not check a box on line 13, 16a, or 16b, and line 14 is
10% or more, and if the organization meets the "facts-and-circumstances"” test, check this box and stop here. Explain in

Part VI how the organization meets the "facts-and-circumstances” test. The organization qualifies as a publicly supported
organization

b 10%-facts-and-circumstances test—2019. If the organization did not check a box on line 13, 16a, 16b, or 17a, and line
15 is 10% or more, and if the organization meets the "facts-and-circumstances" test, check this box and stop here. Explain

in Part VI how the organization meets the "facts-and-circumstances" test. The organization qualifies as a publicly supported
organization

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

> []
> []

> []

> []
> []

Schedule A (Form 990 or 990-EZ) 2020

DAA



84189HOSP

Schedule A (Form 990 or 990-EZ) 2020 Tift Regional Health System |Inc. 45- 3072990 Page 3

Part 1lI Support Schedule for Organizations Described in Section 509(a)(2)

(Complete only if you checked the box on line 10 of Part | or if the organization failed to qualify under Part II.
If the organization fails to qualify under the tests listed below, please complete Part Il.)

Section A. Public Support

Calendar year (or-fiscal year beginning in) u (@) 2016 (b) 2017 (c) 2018 (d) 2019 (e) 2020 (f) Total
1 Gifts, grants, contributions, and membership fees
received. (Do not include any "unusual grants.’)
2 Gross receipts from admissions, merchandise
sold or services performed, or facilities
furnished in any activity that is related to the
organization's tax-exempt purpose .. ........
3 Gross receipts from activities that are not an
unrelated trade or business under section 513
4 Tax revenues levied for the
organization's benefit and either paid
to or expended on its behalf
5  The value of services or facilities
furnished by a governmental unit to the
organization without charge
6 Total. Add lines 1 through5
7a  Amounts included on lines 1, 2, and 3
received from disqualified persons
b Amounts included on lines 2 and 3
received from other than disqualified
persons that exceed the greater of $5,000
or 1% of the amount on line 13 for the year
¢ Addlines7aand7b
8  Public support. (Subtract line 7c from
line6)
Section B. Total Support
Calendar year (or fiscal year beginning in)  u (a) 2016 (b) 2017 (c) 2018 (d) 2019 (e) 2020 (f) Total
9 Amounts from line¢
10a Gross income from interest, dividends,
payments received on securities loans, rents,
royalties, and income from similar sources ...
b Unrelated business taxable income (less
section 511 taxes) from businesses
acquired after June 30, 1975
c Addlines 10aand 10b
11 Net income from unrelated business
activities not included in line 10b, whether
or not the business is regularly carried on . ...
12 Other income. Do not include gain or
loss from the sale of capital assets
(Explain in Partvty
13  Total support. (Add lines 9, 10c, 11,
and12)
14  First 5 years. If the Form 990 is for the organization’s first, second, third, fourth, or fifth tax year as a section 501(c)(3)
organization, check this DoX and StOp Nere > |:|
Section C. Computation of Public Support Percentage
15  Public support percentage for 2020 (line 8, column (f), divided by line 13, courn () 15 %
16 Public support percentage from 2019 Schedule A, Part 11, INe 15 ittt ettt 16 %
Section D. Computation of Investment Income Percentage
17 Investment income percentage for 2020 (line 10c, column (f), divided by line 13, courn ¢ 17 %
18 Investment income percentage from 2019 Schedule A, Part Ill, line17 18 %
19a 33 1/3% support tests—2020. If the organization did not check the box on line 14, and line 15 is more than 33 1/3%, and line
17 is not more than 33 1/3%, check this box and stop here. The organization qualifies as a publicly supported organization ..................... | 4 |:|
b 33 1/3% support tests—2019. If the organization did not check a box on line 14 or line 19a, and line 16 is more than 33 1/3%, and
line 18 is not more than 33 1/3%, check this box and stop here. The organization qualifies as a publicly supported organization................. | 4 |:|
20 Private foundation. If the organization did not check a box on line 14, 19a, or 19b, check this box and see instructions ......................... | 4 |:|

DAA

Schedule A (Form 990 or 990-EZ) 2020
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Schedule A (Form 990 or 990-EZ) 2020 Tift Regional Health System |Inc. 45- 3072990 Page 4
Part IV Supporting Organizations
(Complete only if you checked a box in line 12 on Part I. If you checked box 12a, Part I, complete Sections A
and B. If you checked box 12b, Part I, complete Sections A and C. If you checked box 12c, Part I, complete
Sections A, D, and E. If you checked box 12d, Part I, complete Sections A and D, and complete Part V.)
Section A.All.Supporting Qrganizations

Yes No

1 Are all of the arganization’s supported organizations listed by name in the.organization’s governing
documents? If "No," describe in Part VI how the supported organizations are designated. If designated by
class or purpose, describe the designation. If historic and continuing relationship, explain. 1

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

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

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

organization made the determination. 3b
¢ Did the organization ensure that all support to such organizations was used exclusively for section 170(c)(2)(B)
purposes? If "Yes," explain in Part VI what controls the organization put in place to ensure such use. 3c
4a Was any supported organization not organized in the United States (“foreign supported organization")? If
"Yes," and if you checked 12a or 12b in Part |, answer (b) and (c) below. 4da

b  Did the organization have ultimate control and discretion in deciding whether to make grants to the foreign
supported organization? If "Yes," describe in Part VI how the organization had such control and discretion
despite being controlled or supervised by or in connection with its supported organizations. 4b

¢ Did the organization support any foreign supported organization that does not have an IRS determination
under sections 501(c)(3) and 509(a)(1) or (2)? If "Yes," explain in Part VI what controls the organization used
to ensure that all support to the foreign supported organization was used exclusively for section 170(c)(2)(B)
purposes. 4c

5a Did the organization add, substitute, or remove any supported organizations during the tax year? If "Yes,"
answer lines 5b and 5c below (if applicable). Also, provide detail in Part VI, including (i) the names and EIN
numbers of the supported organizations added, substituted, or removed; (ii) the reasons for each such action;
(iii) the authority under the organization's organizing document authorizing such action; and (iv) how the action

was accomplished (such as by amendment to the organizing document). 5a
b  Type I or Type Il only. Was any added or substituted supported organization part of a class already

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

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

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

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

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

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

the supporting organization had an interest? 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

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

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

Schedule A (Form 990 or 990-EZ) 2020
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Schedule A (Form 990 or 990-EZ) 2020 Tift Regional Health System |Inc. 45- 3072990 Page 5
Part IV Supporting Organizations (continued)

Yes No

11  Has the organization accepted a gift or contribution from any of the following persons?
a A person who directly or indirectly controls, either alone or together with persons described in lines 11b and
11c below; the governing body 'of a supported organization? lla
b A family. member of a person described in line 11a above? 11b
c A 35% controlled entity of a person described in line 11a.or 11b above? If “Yes” to line 11a, 11b, or 11c, provide
detail in Part VI. 1lc
Section B. Type | Supporting Organizations

Yes No

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

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

Section C. Type |l Supporting Organizations

Yes No

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

Section D. All Type Ill Supporting Organizations

Yes No

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

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

3 By reason of the relationship described in line 2, above, did the organization’s supported organizations have
a significant voice in the organization's investment policies and in directing the use of the organization’s
income or assets at all times during the tax year? If "Yes," describe in Part VI the role the organization's
supported organizations played in this regard. 3

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

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

a Did substantially all of the organization’s activities during the tax year directly further the exempt purposes of
the supported organization(s) to which the organization was responsive? If "Yes," then in Part VI identify
those supported organizations and explain how these activities directly furthered their exempt purposes,
how the organization was responsive to those supported organizations, and how the organization determined
that these activities constituted substantially all of its activities. 2a

b Did the activities described in line 2a, above, constitute activities that, but for the organization’s involvement,
one or more of the organization’s supported organization(s) would have been engaged in? If “Yes,” explain in
Part VI the reasons for the organization’s position that its supported organization(s) would have engaged in
these activities but for the organization’s involvement. 2b

3 Parent of Supported Organizations. Answer lines 3a and 3b below.

a Did the organization have the power to regularly appoint or elect a majority of the officers, directors, or

trustees of each of the supported organizations? If “Yes” or “No,” provide details in Part VI. 3a
b Did the organization exercise a substantial degree of direction over the policies, programs, and activities of each
of its supported organizations? If "Yes," describe in Part VI the role played by the organization in this regard. 3b

DAA Schedule A (Form 990 or 990-EZ) 2020
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Schedule A (Form 990 or 990-EZ) 2020 Tift Regional Health System |Inc. 45- 3072990 Page 6
Part V Type lll Non-Functionally Integrated 509(a)(3) Supporting Organizations
1 |:|Check here if the organization satisfied the Integral Part Test as a qualifying trust on Nov. 20, 1970 (explain in Part VI). See
instructions. All other Type lll non-functionally integrated supporting organizations must complete Sections A through E.

(B) Current Year

Section A — Adjusted Net Income (A) Prior Year .
(optional)

Net short-term capital gain

Recoveries of prior-year distributions

Other gross income (see instructions)

Add lines 1 through 3.

Depreciation and depletion

Portion of operating expenses paid or incurred for production or collection of

a[d (W [N

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

gross income or for management, conservation, or maintenance of property
held for production of income (see instructions) 6
Other expenses (see instructions) 7
8 Adjusted Net Income (subtract lines 5, 6, and 7 from line 4) 8

(B) Current Year

Section B — Minimum Asset Amount (A) Prior Year .
(optional)

1 Aggregate fair market value of all non-exempt-use assets (see
instructions for short tax year or assets held for part of year):
Average monthly value of securities la
Average monthly cash balances 1b
Fair market value of other non-exempt-use assets 1c
Total (add lines 1a, 1b, and 1c) 1d
Discount claimed for blockage or other factors

(explain in detail in Part VI):

2 Acquisition indebtedness applicable to non-exempt-use assets

o | |0 |TO|o

w [N

Subtract line 2 from line 1d.

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

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

Multiply line 5 by 0.035.

Recoveries of prior-year distributions

Minimum Asset Amount (add line 7 to line 6)

AW

[eolll BN (o)1 [¢)]
w0 ([N [o (o [~

Section C — Distributable Amount Current Year

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

Enter 0.85 of line 1.

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

Enter greater of line 2 or line 3.

Income tax imposed in prior year

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

emergency temporary reduction (see instructions). 6

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

(S0 E-N [OVIN | Ol | o

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

~

Schedule A (Form 990 or 990-EZ) 2020
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Schedule A (Form 990 or 990-EZ) 2020 Ti ft Reqgi onal

Health System | nc.

45- 3072990 Page 7

Part V

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

Section D — Distributions

Current Year

Amounts paid to supported organizations to accomplish exempt purposes

N |-

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

organizations, in excess of income from activity

Administrative expenses paid to accomplish exempt purposes of supported organizations

Amounts paid to acquire exempt-use assets

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

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

Total annual distributions. Add lines 1 through 6.

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

Distributions to attentive supported organizations to which the organization is responsive

(provide details in Part VI). See instructions.

Distributable amount for 2020 from Section C, line 6

10

Line 8 amount divided by line 9 amount

0] (ih) (iii)
Section E — Distribution Allocations (see instructions) Excess Distributions Underdistributions Distributable
Pre-2020 Amount for 2020
1  Distributable amount for 2020 from Section C, line 6
2 Underdistributions, if any, for years prior to 2020
(reasonable cause required—explain in Part VI). See
instructions.
3 Excess distributions carryover, if any, to 2020
a From 2015 . ... ...l
b From 2016 .. .. ... ... ...,
C From 2017 .. ... .. ..l
d From 2018 ... ... .. ...l
e From 2019 . ... .. ...
f Total of lines 3a through 3e
g Applied to underdistributions of prior years
h Applied to 2020 distributable amount
i Carryover from 2015 not applied (see instructions)
j Remainder. Subtract lines 3g, 3h, and 3i from line 3f.
4  Distributions for 2020 from
Section D, line 7: $
a Applied to underdistributions of prior years
b Applied to 2020 distributable amount

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

5 Remaining underdistributions for years prior to 2020, if
any. Subtract lines 3g and 4a from line 2. For result
greater than zero, explain in Part VI. See instructions.

6  Remaining underdistributions for 2020 Subtract lines 3h
and 4b from line 1. For result greater than zero, explain in
Part VI. See instructions.

7  Excess distributions carryover to 2021. Add lines 3]
and 4c.

8  Breakdown of line 7:

a Excess from 2016 ..........................
b Excess from 2017 ... ... .. ... ...
Cc Excess from2018 ... ... ... ... .. ..............
d Excess from 2019 ...........................
e Excess from 2020

DAA
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Schedule A (Form 990 or 990-EZ) 2020 Tift Regional Health System |Inc. 45- 3072990 Page 8
Part VI Supplemental Information. Provide the explanations required by Part Il, line 10; Part Il, line 17a or 17b; Part
Ill, line 12; Part IV, Section A, lines 1, 2, 3b, 3c, 4b, 4c, 5a, 6, 9a, 9b, 9¢, 11a, 11b, and 11c; Part IV, Section
B, lines 1 and 2; Part IV, Section C, line 1; Part IV, Section D, lines 2 and 3; Part IV, Section E, lines 1c, 2a, 2b,
3a, and 3b; Part V, line 1; Part V, Section B, line 1e; Part V, Section D, lines 5, 6, and 8; and Part V, Section E,
lines 2, 5, land 6. Also complete this part for any additional information. (See instructions.)

DAA Schedule A (Form 990 or 990-EZ) 2020
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Schedule B . OMB No. 1545-0047

(Form 990, 990-£7, Schedule of Contributors

or 990-PF) u Attach to Form 990, Form 990-EZ, or Form 990-PF. 2020

Department of the Treasury . . .

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

Name of the organization Employer identification number
Tift Regional Health System Inc. 45- 3072990

Organization type (check one):

Filers of: Section:

X

Form 990 or 990-EZ 501(c)( 3 ) (enter number) organization

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

Form 990-PF 501(c)(3) exempt private foundation

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

N I O B A O

501(c)(3) taxable private foundation

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

General Rule

For an organization filing Form 990, 990-EZ, or 990-PF that received, during the year, contributions totaling $5,000
or more (in money or property) from any one contributor. Complete Parts | and Il. See instructions for determining a
contributor's total contributions.

Special Rules

|:| For an organization described in section 501(c)(3) filing Form 990 or 990-EZ that met the 33'/3% support test of the
regulations under sections 509(a)(1) and 170(b)(1)(A)(vi), that checked Schedule A (Form 990 or 990-EZ), Part Il, line
13, 16a, or 16b, and that received from any one contributor, during the year, total contributions of the greater of (1)
$5,000; or (2) 2% of the amount on (i) Form 990, Part VIII, line 1h; or (ii) Form 990-EZ, line 1. Complete Parts | and II.

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

|:| For an organization described in section 501(c)(7), (8), or (10) filing Form 990 or 990-EZ that received from any one
contributor, during the year, contributions exclusively for religious, charitable, etc., purposes, but no such
contributions totaled more than $1,000. If this box is checked, enter here the total contributions that were received
during the year for an exclusively religious, charitable, etc., purpose. Don't complete any of the parts unless the
General Rule applies to this organization because it received nonexclusively religious, charitable, etc., contributions
totaling $5,000 or more during the year |

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

For Paperwork Reduction Act Notice, see the instructions for Form 990, 990-EZ, or 990-PF. Schedule B (Form 990, 990-EZ, or 990-PF) (2020)

DAA
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Schedule B (Form 990, 990-EZ, or 990-PF) (2020) Page 1 of 14 Page 2
Name of organization Employer identification number
Tift Regional Health System |nc. 45- 3072990
Part | Contributors (see instructions). Use duplicate copies of Part | if additional space is needed.
@ (b) (©) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
) 1 ................................................................................ Person
Payroll .
,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,, 198,838 | nNoncash | |
............................................................................ (Complete Part Il for
noncash contributions.)
@ (b) (©) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
2 ................................................................................ Person
Payroll .
.................................................................................... 2,400,000 | nwoncash [ |
............................................................................ (Complete Part Il for
noncash contributions.)
@ (b) (©) C)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
) 3 ................................................................................ Person
Payroll .
............................................................................ (Complete Part Il for
noncash contributions.)
@ (b) (©) C)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
4 ................................................................................ Person
Payroll .
........................................................................................... 48,915 | Noncash | |
............................................................................ (Complete Part Il for
noncash contributions.)
@) (b) (©) C)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
) 5 ................................................................................ Person
Payroll .
........................................................................................... 52,170 | nNoncash [ |
............................................................................ (Complete Part Il for
noncash contributions.)
@) (b) (©) C)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
) 6 ................................................................................ Person
Payroll .
........................................................................................... 75,000 | nNoncash [ |
............................................................................ (Complete Part Il for
noncash contributions.)

DAA
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Schedule B (Form 990, 990-EZ, or 990-PF) (2020) Page 2 of 14 Page 2
Name of organization Employer identification number
Tift Regional Health System |nc. 45- 3072990
Part | Contributors (see instructions). Use duplicate copies of Part | if additional space is needed.
@ (b) (©) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
) 7 ................................................................................ Person
Payroll .
............................................................................................. 5, 551 Noncash .
............................................................................ (Complete Part Il for
noncash contributions.)
@ (b) (©) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
8 ................................................................................ Person
Payroll .
............................................................................................. 5,000 Noncash .
............................................................................ (Complete Part Il for
noncash contributions.)
(a) (b) (© (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
) 9 ................................................................................ Person
Payroll .
........................................................................................... 10,000 | woncash [ |
............................................................................ (Complete Part Il for
noncash contributions.)
@ (b) (©) C)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
10 .............................................................................. Person
Payroll .
........................................................................................... 20,000 | nNoncash [ |
............................................................................ (Complete Part Il for
noncash contributions.)
@) (b) (©) C)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
) 11 .............................................................................. Person
Payroll .
........................................................................................... 48,915 | Noncash | |
............................................................................ (Complete Part Il for
noncash contributions.)
@) (b) (©) C)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
) 12 .............................................................................. Person
Payroll .
............................................................................................. 5,000 Noncash .
............................................................................ (Complete Part Il for
noncash contributions.)

DAA
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Schedule B (Form 990, 990-EZ, or 990-PF) (2020) Page 3 of 14 Page 2
Name of organization Employer identification number
Tift Regional Health System |nc. 45- 3072990
Part | Contributors (see instructions). Use duplicate copies of Part | if additional space is needed.
@ (b) (©) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
) 13 .............................................................................. Person
Payroll .
............................................................................................. 6,000 Noncash .
............................................................................ (Complete Part Il for
noncash contributions.)
@ (b) (©) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
14 .............................................................................. Person
Payroll .
........................................................................................... 10,000 | woncash [ |
............................................................................ (Complete Part Il for
noncash contributions.)
@ (b) (©) C)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
) 15 .............................................................................. Person
Payroll .
............................................................................................. 9,000 Noncash .
............................................................................ (Complete Part Il for
noncash contributions.)
@ (b) (©) C)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
16 .............................................................................. Person
Payroll .
........................................................................................... 10,000 | woncash [ |
............................................................................ (Complete Part Il for
noncash contributions.)
@) (b) (©) C)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
) 17 .............................................................................. Person
Payroll .
........................................................................................... 10,000 | woncash [ |
............................................................................ (Complete Part Il for
noncash contributions.)
@) (b) (©) C)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
) 18 .............................................................................. Person
Payroll .
........................................................................................... 50,000 | noncash [ |
............................................................................ (Complete Part Il for
noncash contributions.)

DAA

Schedule B (Form 990, 990-EZ, or 990-PF) (2020)



84189HOSP

Schedule B (Form 990, 990-EZ, or 990-PF) (2020) Page 4 of 14 Page 2
Name of organization Employer identification number
Tift Regional Health System |nc. 45- 3072990
Part | Contributors (see instructions). Use duplicate copies of Part | if additional space is needed.
(a) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
) 19 .............................................................................. Person
Payroll .
........................................................................................... 10,000 | woncash [ |
............................................................................ (Complete Part Il for
noncash contributions.)
@ (b) (©) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
20 .............................................................................. Person
Payroll .
........................................................................................... 10,000 | woncash [ |
............................................................................ (Complete Part Il for
noncash contributions.)
@ (b) (©) C)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
) 21 .............................................................................. Person
Payroll .
........................................................................................... 10,000 | woncash [ |
............................................................................ (Complete Part Il for
noncash contributions.)
@ (b) (©) C)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
22 .............................................................................. Person
Payroll .
........................................................................................... 10,000 | woncash [ |
............................................................................ (Complete Part Il for
noncash contributions.)
@) (b) (©) C)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
) 23 .............................................................................. Person
Payroll .
........................................................................................... 14,546 | nNoncash | |
............................................................................ (Complete Part Il for
noncash contributions.)
@) (b) (©) C)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
) 24 .............................................................................. Person
Payroll .
........................................................................................... 20,500 | nNoncash [ |
............................................................................ (Complete Part Il for
noncash contributions.)

DAA

Schedule B (Form 990, 990-EZ, or 990-PF) (2020)



84189HOSP

Schedule B (Form 990, 990-EZ, or 990-PF) (2020) Page 5 of 14 Page 2
Name of organization Employer identification number
Tift Regional Health System |nc. 45- 3072990
Part | Contributors (see instructions). Use duplicate copies of Part | if additional space is needed.
(a) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
) 25 .............................................................................. Person
Payroll .
........................................................................................... 10,000 | woncash [ |
............................................................................ (Complete Part Il for
noncash contributions.)
@ (b) (©) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
26 .............................................................................. Person
Payroll .
........................................................................................... 10,000 | woncash [ |
............................................................................ (Complete Part Il for
noncash contributions.)
@ (b) (©) C)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
) 27 .............................................................................. Person
Payroll .
........................................................................................... 10,000 | woncash [ |
............................................................................ (Complete Part Il for
noncash contributions.)
@ (b) (©) C)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
28 .............................................................................. Person
Payroll .
........................................................................................... 16,000 | woncash [ |
............................................................................ (Complete Part Il for
noncash contributions.)
@) (b) (©) C)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
) 29 .............................................................................. Person
Payroll .
........................................................................................... 10,000 | woncash [ |
............................................................................ (Complete Part Il for
noncash contributions.)
@) (b) (©) C)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
) 30 .............................................................................. Person
Payroll .
........................................................................................... 40,000 | nNoncash [ |
............................................................................ (Complete Part Il for
noncash contributions.)

DAA

Schedule B (Form 990, 990-EZ, or 990-PF) (2020)



84189HOSP

Schedule B (Form 990, 990-EZ, or 990-PF) (2020) Page 6 of 14 Page 2
Name of organization Employer identification number
Tift Regional Health System |nc. 45- 3072990
Part | Contributors (see instructions). Use duplicate copies of Part | if additional space is needed.
@ (b) (©) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
) 31 .............................................................................. Person
Payroll .
............................................................................................. 5,000 Noncash .
............................................................................ (Complete Part Il for
noncash contributions.)
@ (b) (©) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
32 .............................................................................. Person
Payroll .
............................................................................................. 5,000 Noncash .
............................................................................ (Complete Part Il for
noncash contributions.)
@ (b) (©) C)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
) 33 .............................................................................. Person
Payroll .
........................................................................................... 10,000 | woncash [ |
............................................................................ (Complete Part Il for
noncash contributions.)
@ (b) (©) C)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
34 .............................................................................. Person
Payroll .
........................................................................................... 40,000 | nNoncash [ |
............................................................................ (Complete Part Il for
noncash contributions.)
@) (b) (©) C)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
) 35 .............................................................................. Person
Payroll .
........................................................................................... 40,000 | nNoncash [ |
............................................................................ (Complete Part Il for
noncash contributions.)
@) (b) (©) C)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
) 36 .............................................................................. Person
Payroll .
........................................................................................... 10,000 | woncash [ |
............................................................................ (Complete Part Il for
noncash contributions.)

DAA

Schedule B (Form 990, 990-EZ, or 990-PF) (2020)



84189HOSP

Schedule B (Form 990, 990-EZ, or 990-PF) (2020) Page 7 of 14 Page 2
Name of organization Employer identification number
Tift Regional Health System |nc. 45- 3072990
Part | Contributors (see instructions). Use duplicate copies of Part | if additional space is needed.
@ (b) (©) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
) 37 .............................................................................. Person
Payroll .
,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,, 190,000 | nNoncash | |
............................................................................ (Complete Part Il for
noncash contributions.)
@ (b) (©) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
38 .............................................................................. Person
Payroll .
........................................................................................... 42,000 | nNoncash [ |
............................................................................ (Complete Part Il for
noncash contributions.)
(a) (b) (© (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
) 39 .............................................................................. Person
Payroll .
............................................................................................. 5,600 Noncash .
............................................................................ (Complete Part Il for
noncash contributions.)
@ (b) (©) C)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
40 .............................................................................. Person
Payroll .
............................................................................................. 5,000 Noncash .
............................................................................ (Complete Part Il for
noncash contributions.)
@) (b) (©) C)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
) 41 .............................................................................. Person
Payroll .
........................................................................................... 30,000 | nNoncash [ |
............................................................................ (Complete Part Il for
noncash contributions.)
@) (b) (©) C)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
) 42 .............................................................................. Person
Payroll .
........................................................................................... 15,000 | woncash [ |
............................................................................ (Complete Part Il for
noncash contributions.)

DAA

Schedule B (Form 990, 990-EZ, or 990-PF) (2020)



84189HOSP

Schedule B (Form 990, 990-EZ, or 990-PF) (2020) Page 8 of 14 Page 2
Name of organization Employer identification number
Tift Regional Health System |nc. 45- 3072990
Part | Contributors (see instructions). Use duplicate copies of Part | if additional space is needed.
@ (b) (©) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
) 43 .............................................................................. Person
Payroll .
............................................................................................. 5,000 Noncash .
............................................................................ (Complete Part Il for
noncash contributions.)
@ (b) (©) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
44 .............................................................................. Person
Payroll .
............................................................................................. 8,000 Noncash .
............................................................................ (Complete Part Il for
noncash contributions.)
@ (b) (©) C)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
) 45 .............................................................................. Person
Payroll .
........................................................................................... 10,000 | woncash [ |
............................................................................ (Complete Part Il for
noncash contributions.)
@ (b) (©) C)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
46 .............................................................................. Person
Payroll .
........................................................................................... 10,000 | woncash [ |
............................................................................ (Complete Part Il for
noncash contributions.)
@) (b) (©) C)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
) 47 .............................................................................. Person
Payroll .
........................................................................................... 10,000 | woncash [ |
............................................................................ (Complete Part Il for
noncash contributions.)
@) (b) (©) C)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
) 48 .............................................................................. Person
Payroll .
........................................................................................... 40,000 | nNoncash [ |
............................................................................ (Complete Part Il for
noncash contributions.)

DAA

Schedule B (Form 990, 990-EZ, or 990-PF) (2020)



84189HOSP

Schedule B (Form 990, 990-EZ, or 990-PF) (2020) Page 9 of 14 Page 2
Name of organization Employer identification number
Tift Regional Health System |nc. 45- 3072990
Part | Contributors (see instructions). Use duplicate copies of Part | if additional space is needed.
@ (b) (©) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
) 49 .............................................................................. Person
Payroll .
........................................................................................... 10,000 | woncash [ |
............................................................................ (Complete Part Il for
noncash contributions.)
@ (b) (©) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
50 .............................................................................. Person
Payroll .
........................................................................................... 11,000 | woncash [ |
............................................................................ (Complete Part Il for
noncash contributions.)
(a) (b) (© (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
) 51 .............................................................................. Person
Payroll .
........................................................................................... 10,000 | woncash [ |
............................................................................ (Complete Part Il for
noncash contributions.)
@ (b) (©) C)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
52 .............................................................................. Person
Payroll .
........................................................................................... 10,000 | woncash [ |
............................................................................ (Complete Part Il for
noncash contributions.)
@) (b) (©) C)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
) 53 .............................................................................. Person
Payroll .
........................................................................................... 10,000 | woncash [ |
............................................................................ (Complete Part Il for
noncash contributions.)
@) (b) (©) C)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
) 54 .............................................................................. Person
Payroll .
............................................................................................. 5,000 Noncash .
............................................................................ (Complete Part Il for
noncash contributions.)

DAA

Schedule B (Form 990, 990-EZ, or 990-PF) (2020)



84189HOSP

Schedule B (Form 990, 990-EZ, or 990-PF) (2020)

Page 10 of 14

Name of organization

Employer identification number

Tift Regional Health System |nc. 45- 3072990
Part | Contributors (see instructions). Use duplicate copies of Part | if additional space is needed.
@ (b) (©) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
) 55 .............................................................................. Person
Payroll .
........................................................................................... 10,000 | woncash [ |
............................................................................ (Complete Part Il for
noncash contributions.)
@ (b) (©) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
56 .............................................................................. Person
Payroll .
............................................................................................. 5,000 Noncash .
............................................................................ (Complete Part Il for
noncash contributions.)
(a) (b) (© (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
) 57 .............................................................................. Person
Payroll .
........................................................................................... 10,000 | woncash [ |
............................................................................ (Complete Part Il for
noncash contributions.)
@ (b) (©) C)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
58 .............................................................................. Person
Payroll .
........................................................................................... 50,000 | nNoncash [ |
............................................................................ (Complete Part Il for
noncash contributions.)
@) (b) (©) C)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
) 59 .............................................................................. Person
Payroll .
........................................................................................... 15,000 | woncash [ |
............................................................................ (Complete Part Il for
noncash contributions.)
@) (b) (©) C)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
) 60 .............................................................................. Person

Payroll .

Noncash .
(Complete Part Il for
noncash contributions.)

DAA

Schedule B (Form 990, 990-EZ, or 990-PF) (2020)

Page 2



84189HOSP

Schedule B (Form 990, 990-EZ, or 990-PF) (2020)

Page 11 of 14

Name of organization

Employer identification number

Tift Regional Health System |nc. 45- 3072990
Part | Contributors (see instructions). Use duplicate copies of Part | if additional space is needed.
@ (b) (©) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
) 61 .............................................................................. Person
Payroll .
........................................................................................... 50,000 | nNoncash [ |
............................................................................ (Complete Part Il for
noncash contributions.)
@ (b) (©) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
62 .............................................................................. Person
Payroll .
........................................................................................... 10,000 | woncash [ |
............................................................................ (Complete Part Il for
noncash contributions.)
@ (b) (©) C)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
) 63 .............................................................................. Person
Payroll .
........................................................................................... 22,000 | nNoncash | |
............................................................................ (Complete Part Il for
noncash contributions.)
(a) (b) (© (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
64 .............................................................................. Person
Payroll .
........................................................................................... 10,000 | woncash [ |
............................................................................ (Complete Part Il for
noncash contributions.)
@) (b) (©) C)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
) 65 .............................................................................. Person
Payroll .
........................................................................................... 20,000 | nNoncash [ |
............................................................................ (Complete Part Il for
noncash contributions.)
@) (b) (©) C)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
) 66 .............................................................................. Person

Payroll .

Noncash .
(Complete Part Il for
noncash contributions.)

DAA

Schedule B (Form 990, 990-EZ, or 990-PF) (2020)

Page 2
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Schedule B (Form 990, 990-EZ, or 990-PF) (2020)

Page 12 of 14

Name of organization

Employer identification number

Tift Regional Health System |nc. 45- 3072990
Part | Contributors (see instructions). Use duplicate copies of Part | if additional space is needed.
@ (b) (©) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
) 67 .............................................................................. Person
Payroll .
........................................................................................... 25,000 | nNoncash [ |
............................................................................ (Complete Part Il for
noncash contributions.)
(a) (b) (© (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
68 .............................................................................. Person
Payroll .
........................................................................................... 14,000 | nNoncash [ |
............................................................................ (Complete Part Il for
noncash contributions.)
@ (b) (©) C)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
) 69 .............................................................................. Person
Payroll .
............................................................................................. 5,000 Noncash .
............................................................................ (Complete Part Il for
noncash contributions.)
@ (b) (©) C)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
70 .............................................................................. Person
Payroll .
............................................................................................. 9,000 Noncash .
............................................................................ (Complete Part Il for
noncash contributions.)
@) (b) (©) C)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
) 71 .............................................................................. Person
Payroll .
........................................................................................... 12,121 | wNoncash [ |
............................................................................ (Complete Part Il for
noncash contributions.)
@) (b) (©) C)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
) 72 .............................................................................. Person

Payroll .

Noncash .
(Complete Part Il for
noncash contributions.)

DAA

Schedule B (Form 990, 990-EZ, or 990-PF) (2020)

Page 2



84189HOSP

Schedule B (Form 990, 990-EZ, or 990-PF) (2020)

Page 13 of 14

Name of organization

Employer identification number

Tift Regional Health System |nc. 45- 3072990
Part | Contributors (see instructions). Use duplicate copies of Part | if additional space is needed.
(a) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
) 73 .............................................................................. Person
Payroll .
........................................................................................... 10,000 | woncash [ |
............................................................................ (Complete Part Il for
noncash contributions.)
@ (b) (©) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
74 .............................................................................. Person
Payroll .
........................................................................................... 13,333 | nNoncash [ |
............................................................................ (Complete Part Il for
noncash contributions.)
(a) (b) (© (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
) 75 .............................................................................. Person
Payroll .
............................................................................ (Complete Part Il for
noncash contributions.)
@ (b) (©) C)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
76 .............................................................................. Person
Payroll .
,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,, 208,899 | nNoncash [ |
............................................................................ (Complete Part Il for
noncash contributions.)
(a) (b) (© (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
) 77 .............................................................................. Person
Payroll .
,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,, 263,409 | nNoncash [ |
............................................................................ (Complete Part Il for
noncash contributions.)
@) (b) (©) C)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
) 78 .............................................................................. Person

100, 000

Payroll .

Noncash .
(Complete Part Il for
noncash contributions.)

DAA

Schedule B (Form 990, 990-EZ, or 990-PF) (2020)

Page 2
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Schedule B (Form 990, 990-EZ, or 990-PF) (2020)

Page 14 of 14

Name of organization

Tift

Regi onal Health System |Inc.

Employer identification number

45- 3072990

Part |

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

(b)

Name, address, and ZIP + 4

©

Total contributions

©)

Type of contribution

$ 342, 693

Person
Payroll .

Noncash .
(Complete Part Il for
noncash contributions.)

@
No.

(b)

Name, address, and ZIP + 4

©

Total contributions

©)

Type of contribution

Person

Payroll

Noncash
(Complete Part Il for
noncash contributions.)

@
No.

(0)

Name, address, and ZIP + 4

©

Total contributions

©)

Type of contribution

Person

Payroll

Noncash
(Complete Part Il for
noncash contributions.)

@
No.

(0)

Name, address, and ZIP + 4

©

Total contributions

©)

Type of contribution

Person

Payroll

Noncash
(Complete Part Il for
noncash contributions.)

@
No.

(0)

Name, address, and ZIP + 4

©

Total contributions

©)

Type of contribution

Person

Payroll

Noncash
(Complete Part Il for
noncash contributions.)

@
No.

(b)

Name, address, and ZIP + 4

©

Total contributions

©)

Type of contribution

Person

Payroll

Noncash
(Complete Part Il for
noncash contributions.)

DAA

Schedule B (Form 990, 990-EZ, or 990-PF) (2020)

Page 2
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SCHEDULE C Political Campaign and Lobbying Activities OMB No. 1545-0047
(Form 990 or 990-EZ) 2020
For Organizations Exempt From Income Tax Under section 501(c) and section 527
U Complete if the organization is described below. U Attach to Form 990 or Form 990-EZ. Open to Public
Department of the Treasury .
Internal Revenue Service U Go to www.irs.gov/Form990 for instructions and the latest information. Inspectlon

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

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

Tift Regional Health System Inc. 45- 3072990
Part I-A Complete if the organization is exempt under section 501(c) or is a section 527 organization.
1 Provide a description of the organization’s direct and indirect political campaign activities in Part IV. (See instructions for

definition of “political campaign activities”)
2 Political campaign activity expenditures (See instructions) us

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

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

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

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

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

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

line17b us
4 Did the filing organization file Form 1120-POL for thisyear? |:| Yes |:| No

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

(a) Name (b) Address (c) EIN (d) Amount paid from () Amount of political
filing organization’s contributions received and
funds. If none, enter -0-. promptly and directly
delivered to a separate
political organization.
If none, enter -0-.
@
@
©)
Q]
®)
6)
For Paperwork Reduction Act Notice, see the Instructions for Form 990 or 990-EZ. Schedule C (Form 990 or 990-EZ) 2020

DAA
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Schedule C (Form 990 or 990-EZ) 2020 Tift REQI onal Health Syst em I nc. 45-3072990 Page 2

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

section 501(h)).

A Check u |:| if the filing organization belongs to an affiliated group (and list in Part IV each affiliated group member's name,

address, EIN, expenses, and share of excess lobbying expenditures).

B Check w |:| if the filing organization checked box A and “limited control” provisions apply.

Limits on Lobbying Expenditures (a) Filing (b) Affiiated
(The term “expenditures” means amounts paid or incurred.) organizalg's_tojgls group totals
la Total lobbying expenditures to influence public opinion (grassroots lobbying)

b Total lobbying expenditures to influence a legislative body (direct lobbying)
c Total lobbying expenditures (add lines laand 2b)
d Other exempt purpose expenditures
e Total exempt purpose expenditures (add lines icand d)
f Lobbying nontaxable amount. Enter the amount from the following table in both

columns.

If the amount on line 1e, column (&) or (b) is: The lobbying nontaxable amount is:

Not over $500,000 20% of the amount on line 1e.

Over $500,000 but not over $1,000,000 $100,000 plus 15% of the excess over $500,000.

Over $1,000,000 but not over $1,500,000 $175,000 plus 10% of the excess over $1,000,000.

Over $1,500,000 but not over $17,000,000 $225,000 plus 5% of the excess over $1,500,000.

Over $17,000,000 $1,000,000.
g Grassroots nontaxable amount (enter 25% of line2p
h Subtract line 1g from line 1a. If zero or less, enter-0-
i Subtract line 1f from line 1c. If zero or less, enter-o-
j If there is an amount other than zero on either line 1h or line 1i, did the organization file Form 4720

reporting section 4911 tax for this YEAr? ... ... . . . |_| Yes |_| No

4-Year Averaging Period Under Section 501(h)
(Some organizations that made a section 501(h) election do not have to complete all of the five columns below.
See the separate instructions for lines 2a through 2f.)
Lobbying Expenditures During 4-Year Averaging Period
Calendar year (or fiscal year
beginning in) (a) 2017 (b) 2018 (c) 2019 (d) 2020 (e) Total
2a Lobbying nontaxable amount

b Lobbying ceiling amount

(150% of line 2a, column (e))
c Total lobbying expenditures
d Grassroots nontaxable amount
e Grassroots ceiling amount

(150% of line 2d, column (e))
f Grassroots lobbying expenditures

DAA

Schedule C (Form 990 or 990-EZ) 2020
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Schedule C (Form 990 or 990-EZ) 2020 Tift ReCJI onal Health Syst em I nc. 45-3072990 Page 3
Part 1I-B Complete if the organization is exempt under section 501(c)(3) and has NOT filed Form 5768
(election under section 501(h)).

For each "Yes," response on lines 1a through 1i below, provide in Part IV a detailed ® ®
description of the lobbying_activity. Yes | No Amount
1 During the year, did the filing organization attempt to influence foreign, national, state, or local
legislation, including. any attempt to influence public opinion on a legislative matter or
referendum, through the use of:
a Volunteers? X
b Paid staff or management (include compensation in expenses reported on lines 1c through 1i)? X
¢ Media advertisements? X
d Mailings to members, legislators, or the public? X
e Publications, or published or broadcast statements? X
f Grants to other organizations for lobbying purposes? X
g Direct contact with legislators, their staffs, government officials, or a legislative body? X
h Rallies, demonstrations, seminars, conventions, speeches, lectures, or any similar means? X
i Other activites? X 84,951
j Total. Add lines 1c through2i 84, 951
2a Did the activities in line 1 cause the organization to be not described in section 501(c)(3)> X
b If “Yes,” enter the amount of any tax incurred under secton 4912
c If “Yes,” enter the amount of any tax incurred by organization managers under section 4912
d If the filing organization incurred a section 4912 tax, did it file Form 4720 for thisyear? . . .. . .. ... . .. . ... .. .. ..

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

501(c)(6).
Yes | No
1 Were substantially all (90% or more) dues received nondeductible by members? 1
2 Did the organization make only in-house lobbying expenditures of $2,000 or less? 2
3 Did the organization agree to carry over lobbying and political campaign activity expenditures from the prioryear? ... ............. ... 3

Part 11I-B Complete if the organization is exempt under section 501(c)(4), section 501(c)(5), or section
501(c)(6) and if either (a) BOTH Part Ill-A, lines 1 and 2, are answered “No” OR (b) Part llI-A, line 3, is
answered “Yes.”

1 Dues, assessments and similar amounts from members 1

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

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

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

and political expenditure next year? 4
5 Taxable amount of lobbying and political expenditures (See iNStrUCHIONS) . ... .......iuiuii e 5
Part IV Supplemental Information

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

Schedule C, Part 11-B, Line 1

~federal, state or local |evels of governnent.

DAA Schedule C (Form 990 or 990-EZ) 2020
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Part IV Supplemental Information (continued)

Schedule C (Form 990 or 990-EZ) 2020
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SCHEDULE D Supplemental Financial Statements
(Form 990) u Complete if the organization answered “Yes” on Form 990,

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

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

OMB No. 1545-0047

2020

Open to Public
Inspection

Name of the organization

Employer identification number

Tift Regional Health System Inc. 45- 3072990
Part | Organizations Maintaining Donor Advised Funds or Other Similar Funds or Accounts.
Complete if the organization answered “Yes” on Form 990, Part IV, line 6.
(a) Donor advised funds (b) Funds and other accounts
1 Total number at end of year
2 Aggregate value of contributions to (during year)
3 Aggregate value of grants from (during year)
4 Aggregate value at end ofyear
5 Did the organization inform all donors and donor advisors in writing that the assets held in donor advised
funds are the organization’s property, subject to the organization’s exclusive legal control? |:| Yes |:| No
6 Did the organization inform all grantees, donors, and donor advisors in writing that grant funds can be used
only for charitable purposes and not for the benefit of the donor or donor advisor, or for any other purpose
conferring impermissible Private DENEfit 2 o et eeieiieiiiiiiiiiiiis D Yes D No
Part Il Conservation Easements.
Complete if the organization answered “Yes” on Form 990, Part IV, line 7.
1 Purpose(s) of conservation easements held by the organization (check all that apply).
Preservation of land for public use (for example, recreation or education) Preservation of a historically important land area
Protection of natural habitat Preservation of a certified historic structure
Preservation of open space
2 Complete lines 2a through 2d if the organization held a qualified conservation contribution in the form of a conservation
easement on the last day of the tax year. Held at the End of the Tax Year
a Total number of conservation easements 2a
b Total acreage restricted by conservation easements 2b
¢ Number of conservation easements on a certified historic structure includedin (@ 2c
d Number of conservation easements included in (c) acquired after 7/25/06, and not on a
historic structure listed in the National Register 2d
3 Number of conservation easements modified, transferred, released, extinguished, or terminated by the organization during the
tax yearu
4 Number of states where property subject to conservation easement is located U
5 Does the organization have a written policy regarding the periodic monitoring, inspection, handling of
violations, and enforcement of the conservation easements it hods? |:| Yes |:| No
6 Staff and volunteer hours devoted to monitoring, inspecting, handling of violations, and enforcing conservation easements during the year
u_
7 Amount of expenses incurred in monitoring, inspecting, handling of violations, and enforcing conservation easements during the year
us
8 Does each conservation easement reported on line 2(d) above satisfy the requirements of section 170(h)(4)(B)(i)
and section 170 @) BYI? .. o o []ves []nNo
9 In Part XIllI, describe how the organization reports conservation easements in its revenue and expense statement and
balance sheet, and include, if applicable, the text of the footnote to the organization’s financial statements that describes the
organization's accounting for conservation easements.
Part Il Organizations Maintaining Collections of Art, Historical Treasures, or Other Similar Assets.

Complete if the organization answered “Yes” on Form 990, Part IV, line 8.

la If the organization elected, as permitted under FASB ASC 958, not to report in its revenue statement and balance sheet works
of art, historical treasures, or other similar assets held for public exhibition, education, or research in furtherance of public

a
b

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

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

provide the following amounts relating to these items:
(i) Revenue included on Form 990, Part VIII, line 1
(i) Assets included in Form 990, Part X

cc

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

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

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

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

DAA

Schedule D (Form 990) 2020
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Schedule D (Form 990) 2020 _Ti ft Regional Health System Inc. 45- 3072990 Page 2
Part Ill Organizations Maintaining Collections of Art, Historical Treasures, or Other Similar Assets (continued)

3 Using the organization’s acquisition, accession, and other records, check any of the following that make significant use of its
collection items (check all that apply):

a Public exhibition d Loan or exchange program
b Scholarly: research e octer .0
c Preservation for future generations
4 Provide a description of the organization’s collections and explain how they further the organization’s exempt purpose-in Part
XIil.
5 During the year, did the organization solicit or receive donations of art, historical treasures, or other similar
assets to be sold to raise funds rather than to be maintained as part of the organization’s collection? .. ............................... |:| Yes |:| No
Part IV Escrow and Custodial Arrangements.
Complete if the organization answered "Yes" on Form 990, Part IV, line 9, or reported an amount on Form
990, Part X, line 21.
la Is the organization an agent, trustee, custodian or other intermediary for contributions or other assets not
included on Form 990, Part X? |:| Yes |:| No

Amount

Ending balance 1f
2a Did the organization include an amount on Form 990, Part X, line 21, for escrow or custodial account liability? |:| Yes [ | No
b If “Yes,” explain the arrangement in Part Xlll. Check here if the explanation has been provided on Part Xl
Part V Endowment Funds.
Complete if the organization answered “Yes” on Form 990, Part IV, line 10.

(a) Current year (b) Prior year (c) Two years back (d) Three years back (e) Four years back

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

la Beginning of year balance
b Contributions

¢ Net investment earnings, gains, and
losses

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

b Permanent endowment U %

¢ Term endowmentu %

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

organization by: Yes | No
(i) Unrelated organizations 3a(i)

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

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

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

la tand 10, 669, 460 10, 669, 460
b Buildings 388,341,571| 107,651, 820| 280,689, 751
c Leasehold improvements
d Equipment . 362, 195, 366 | 299, 730, 104 62, 465, 262
e Other ... ... . . . . ...

Total. Add lines la through le. (Column (d) must equal Form 990, Part X, column (B), line 10c.) . ... ... . .. ............... u 353, 824, 473

Schedule D (Form 990) 2020
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Schedule D (Form 990) 2020 Ti ft Reqgi onal Health System | nc. 45- 3072990

Page 3

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

(a) Description of security or category
(including name of security)

(b) Book value (c) Method of valuation:

Cost or end-of-year market value

Part VIl Investments — Program Related.
Complete if the organization answered “Yes” on Form 990, Part IV, line 11c. See Form 990, Part X, line 13.

(a) Description of investment

(b) Book value (c) Method of valuation:

Cost or end-of-year market value

@)

@

©)]

4

(@]

(6)

]

@)

©

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

Part IX Other Assets.
Complete if the organization answered “Yes” on Form 990, Part IV, line 11d. See Form 990, Part X, line 15.

(a) Description

(b) Book value

@)

@

©)]

4

(@]

(6)

@

@

©

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

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

line 25.
1. (a) Description of liability (b) Book value
(1) Federal income taxes
2 Medicare Accel erated Paynents 19, 463, 481
3) Accrued Professional Liability 6, 757,277
@) Estimated Third Party Settlenents 1,241, 745
) Deferred Conpensation 935, 238
(6)
)
(8)
©)

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

28, 397, 741

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

organization's liability for uncertain tax positions under FASB ASC 740. Check here if the text of the footnote has been provided in Part Xl

DAA

Schedule D (Form 990) 2020
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Schedule D (Form 990) 2020 _Ti ft Regional Health System Inc. 45- 3072990 Page 4
Part XI Reconciliation of Revenue per Audited Financial Statements With Revenue per Return.
Complete if the organization answered “Yes” on Form 990, Part IV, line 12a.

1 Total revenue, gains, and other support per audited financial stataments 1
2 Amounts included on line 1 but not on Form 990, Part VI, line 12:

a Net unrealized gains (losses) on investments =~ 2a

b Donated services and use of facilities ~ =~~~ 0 2b

c Recoveries of prior year grants o o L o 2c

d Other (Describe in Part xmt.y 2d

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

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

b Other (Describe in Partxuty 4b

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

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

1 Total expenses and losses per audited financial statements 1
2 Amounts included on line 1 but not on Form 990, Part IX, line 25:

a Donated services and use of facilites 2a

b Prior year adjustments 2b

c Otherlosses 2c

d Other (Describe in Part Xn.y 2d

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

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

b Other (Describe in Partxuty 4b

C Addlinesd4aand4b 4c
5 Total expenses. Add lines 3 and 4c. (This must equal Form 990, Part |, line 18.) ...........................c.oc..... 5

Part Xlll Supplemental Information.
Provide the descriptions required for Part Il, lines 3, 5, and 9; Part Ill, lines 1a and 4; Part IV, lines 1b and 2b; Part V, line 4; Part X, line
2; Part X, lines 2d and 4b; and Part XlI, lines 2d and 4b. Also complete this part to provide any additional information.

Part X - FIN 48 Footnote

how to measure the financial statenment effects of incone tax positions

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

sustai ned. Based on that evaluation, Southwell only recognizes the maxi mum

Schedule D (Form 990) 2020
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Schedule D (Form 990) 2020 Ti ft Regional Health System Inc. 45- 3072990 Page 5
Part XIll Supplemental Information (continued)

sustained. To the extent that all or a portion of the benefits of an
interest be incurred, they would be recognized as operating expenses. .

Schedule D (Form 990) 2020
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SCHEDULE H
(Form 990)

Hospitals
u Complete if the organization answered “Yes” on Form 990, Part IV, question 20.
u Attach to Form 990.

Department of the Treasury u Go to www.irs.gov/Form990 for instructions and the latest information.

OMB No. 1545-0047

2020

Open to Public

Internal Revenue Service Inspection
Name of the organization Employer identification number
Tiift Regional ‘Health System Inc. 45- 3072990
Part | Financial Assistance and Certain Other Community Benefits at Cost
Yes [ No
la Did the organization have a financial assistance policy during the'tax year? If “No,” skip to queston6a = 1a | X
b If“Yes,” was it a written policy? b | X
2 If the organization had multiple hospital facilities, indicate which of the following best describes application of
the financial assistance policy to its various hospital facilities during the tax year.
Applied uniformly to all hospital facilities Applied uniformly to most hospital facilities
. Generally tailored to individual hospital facilities
3 Answer the following based on the financial assistance eligibility criteria that applied to the largest number of
the organization’s patients during the tax year.
a Did the organization use Federal Poverty Guidelines (FPG) as a factor in determining eligibility for providing
free care? If “Yes,” indicate which of the following was the FPG family income limit for eligibility for free care: 3a | X
[] 100% [] 150% [ ] 200% other_ 225 %
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 X
[] 200% [] 250% [ ] 300% [] 350% [] 400% [ ] other %
¢ If the organization used factors other than FPG in determining eligibility, describe in Part VI the criteria used
for determining eligibility for free or discounted care. Include in the description whether the organization used
an asset test or other threshold, regardless of income, as a factor in determining eligibility for free or
discounted care.
4 Did the organization’s financial assistance policy that applied to the largest number of its patients during the
tax year provide for free or discounted care to the “medically indigent™> 4 X
5a Did the organization budget amounts for free or discounted care provided under its financial assistance policy during the tax year? sa | X
b If “Yes,” did the organization's financial assistance expenses exceed the budgeted amount> 5b X
c If “Yes” to line 5b, as a result of budget considerations, was the organization unable to provide free or
discounted care to a patient who was eligible for free or discounted care? 5c
6a Did the organization prepare a community benefit report during the tax year> 6a | X
b If “Yes,” did the organization make it available to the public> 6b | X
Complete the following table using the worksheets provided in the Schedule H instructions. Do not submit
these worksheets with the Schedule H.

7 Financial Assistance and Certain Other Community Benefits at Cost
Financial Assistance and (a) Number of (b) Persons (c) Total community (d) Direct offsetting (e) Net community (f) Percent
activities or served benefit expense revenue benefit expense of total
Means-Tested Government Programs programs (optional) (optional) expense
a  Financial Assistance at cost (from
Worksheet ) 24, 045, 345 24, 045, 345 5.41
b Medicaid (from Worksheet 3, column a)
32, 823, 405 26, 862, 436 5, 960, 969 1.34
C  Costs of other means-tested
government programs (from
Worksheet 3, columnb) 180, 032 114, 093 65, 939 0.01
d  Total. Financial Assistance and
Means-Tested Government Programs
57,048, 782 26, 976, 529 30, 072, 253 6. 76
Other Benefits
€  Community health improvement
services and community benefit
operations (from Worksheet 4) 2, 852, 846 112, 468 2, 740, 378 0.62
f Health professions education
(from Worksheet 5) O 00
g Subsidized health services (from
Worksheet 6) 0 O 00
h  Research (from Worksheet 7) 0 0. 00
i Cash and in-kind contributions
for community benefit (from
Worksheet 8) 0 0. 00
] Total. Other Benefits 2, 852, 846 112, 468 2, 740, 378 O 62
kK Total. Addlines 7dand 7j . .. .. ... 59, 901, 628 27, 088, 997 32,812, 631 7.38

For

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

Schedule H (Form 990) 2020
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Schedule H (Form 990) 2020

Tift Regional Health System |nc.

45- 3072990

Page 2

Part Il

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

health of the communities it serves.

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

(a) Number of
activities or
programs
(optional)

(b) Persons
served
(optional)

(c) Total community
building expense

(d) Direct offsetting
revenue

(e) Net community
building expense

(f) Percent of
total expense

Physical improvements and housing

. 00

Economic development

. 00

Community support

00

Environmental improvements

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

ololole

00

AN

Leadership development and training
for community members

00

Coalition building

00

Community health improvement advocacy

00

Workforce development

00

[(e} Nool IENN No))

Other

00

10

Total

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

ololelo|o|e

. 00

Part Il

Bad Debt, Medicare, & Collection Practices

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

2

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

methodology used by the organization to estimate this amount
Enter the estimated amount of the organization’s bad debt expense attributable to

patients eligible under the organization’s financial assistance policy. Explain in Part VI the

methodology used by the organization to estimate this amount and the rationale, if any,

for including this portion of bad debt as community benefit .. ... ... .
Provide in Part VI the text of the footnote to the organization’s financial statements that describes bad debt
expense or the page number on which this footnote is contained in the attached financial statements.

Section B. Medicare

5

6
7
8

Enter total revenue received from Medicare (including DSH and IME)
Enter Medicare allowable costs of care relating to payments on line 5
Subtract line 6 from line 5. This is the surplus (or shortfally
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:

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?

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

Yes

2 62, 694, 882

5 60, 901, 071

6 72,270, 402

7 -11, 369, 331

9a

X

9b

X

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

(2) Name of entity (b) Description of primary (c) Organization's |(d) Officers, directors,| (e) Physicians'

activity of entity profit % or stock trustees, or key profit % or stock

ownership % employees’ profit % ownership %

or stock ownership %

1
2
3
4
5
6
7
8
9
10
11
12
13

DAA
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Schedule H (Form 990) 2020 Ti ft Regi onal Health System | nc. 45- 3072990 Page 3
Part V Facility Information

Section A. Hospital Facilities 51912 § A AR
" . . . zl2|5|2|8|g|x|2
(list in order of size, from largest to smallest—see instructions) I N = - R
. . o i 3 9
How many hospital facilities did the organization operate during 212|238 2| g 3
o o a 3 n =:
= [ =3 =
the tax year? 1 Bl o8| 843 <
1%} T,
Name, address, primary website address, and state license number a 2 Facility
o
(and if a group return, the name and EIN of the subordinate hospital = reporting

organization that operates the hospital facility) group

Other (describe)
1 Tift Regional Medical Center

901 E. 18th Street
Ti fton GA 31793

137-180 XX X

Schedule H (Form 990) 2020
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schedule H (Form990) 2020 11 ft Regi onal Health System |nc. 45-3072990 Page 4
Part V Facility Information (continued)
Section B. Facility Policies and Practices
(complete a separate Section B for each of the hospital facilities or facility reporting groups listed in Part V, Section A)
Name of hospital facility or letter of facility reporting group 11 ft  Reqgi onal _Medi cal Center
Line number of hospital facility, or line'numbers of hospital
facilities in a facility reporting group (from Part V, Section A): 1
Yes [ No
Community Health Needs Assessment
1 Was the hospital facility first licensed, registered, or similarly recognized by a state as a hospital facility in the
current tax year or the immediately preceding tax year? 1
2 Was the hospital facility acquired or placed into service as a tax-exempt hospital in the current tax year or
the immediately preceding tax year? If "Yes," provide details of the acquisition in Secionc 2
3 During the tax year or either of the two immediately preceding tax years, did the hospital facility conduct a
community health needs assessment (CHNA)? If "No," skip to line12 3 | X
If "Yes,” indicate what the CHNA report describes (check all that apply):
a 1 A definition of the community served by the hospital facility
b 1 Demographics of the community
c X Existing health care facilities and resources within the community that are available to respond to the
___ health needs of the community
d 1 How data was obtained
e 1 The significant health needs of the community
f X Primary and chronic disease needs and other health issues of uninsured persons, low-income persons,
and minority groups
g The process for identifying and prioritizing community health needs and services to meet the
community health needs
h The process for consulting with persons representing the community's interests
i The impact of any actions taken to address the significant health needs identified in the hospital
facility's prior CHNA(s)
i Other (describe in Section C)
4 Indicate the tax year the hospital facility last conducted a CHNA: ZOA
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 consuted 5 | X
6a Was the hospital facility's CHNA conducted with one or more other hospital facilities? If "Yes," list the other
hospital facilites in SectonC 6a
b Was the hospital facility's CHNA conducted with one or more organizations other than hospital facilities? If "Yes,"
list the other organizations in SectonC 6b
7 Did the hospital facility make its CHNA report widely available to the public? 7 | X
If “Yes,” indicate how the CHNA report was made widely available (check all that apply):
a Hospital facility's website (list url): https://ww. nysout hwel | . com
b [X| other website (ist url): _ht t ps: // mysout hwel | . comi wp- cont ent / upl
c Made a paper copy available for public inspection without charge at the hospital facility
d . Other (describe in Section C)
8 Did the hospital facility adopt an implementation strategy to meet the significant community health needs
identified through its most recently conducted CHNA? If "No," skip to line12 8
9 Indicate the tax year the hospital facility last adopted an implementation strategy: ZOA
10 Is the hospital facility's most recently adopted implementation strategy posted on a website? 10
a If“ves, (istur): __ht t ps: // nysout hwel | . coni wp- cont ent / upl
b If “No,” is the hospital facility's most recently adopted implementation strategy attached to this retun? 10b X
11 Describe in Section C how the hospital facility is addressing the significant needs identified in its most
recently conducted CHNA and any such needs that are not being addressed together with the reasons why
such needs are not being addressed.
12a Did the organization incur an excise tax under section 4959 for the hospital facility's failure to conduct a
CHNA as required by section 501(r)(3)? 12a X
b If “Yes” to line 12a, did the organization file Form 4720 to report the section 4959 excise tax? 12b
c If “Yes” to line 12b, what is the total amount of section 4959 excise tax the organization reported on Form
4720 for all of its hospital facilities? $

DAA
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Schedule H (Fom 990) 2020 Ti ft Regi onal Heal th System | nc. 45- 3072990 Page 5
Part V Facility Information (continued)
Financial Assistance Policy (FAP)
Name of hospital facility or letter of facility reporting group ~ T1 f t Regl onal Medical Center
Yes [ No
Did the hospital facility have in place during the tax year a written financial assistance policy that:
13 Explained eligibility criteria for financial assistance, and whether such assistance included free or discounted care? . .. . ... .. 13 | X
If “Yes,” indicate the eligibility criteria explained in the FAP:
a Federal poverty guidelines (FPG), with FPG family income limit for eligibility for free care of 225 %
~_and FPG family income limit for eligibility for discounted care of %
b || Income level other than FPG (describe in Section C)
c | | Asset level
d 1 Medical indigency
e Insurance status
f | | Underinsurance status
g I Residency
h | | other (describe in Section C)
14 Explained the basis for calculating amounts charged t0 patientS? . .. . . . . . . 14 | X
15 Explained the method for applying for financial assistanCe? .. . .. . . . . . 15 | X
If “Yes,” indicate how the hospital facility's FAP or FAP application form (including accompanying
instructions) explained the method for applying for financial assistance (check all that apply):
a Described the information the hospital facility may require an individual to provide as part of his or her
application
b Described the supporting documentation the hospital facility may require an individual to submit as part
of his or her application
c Provided the contact information of hospital facility staff who can provide an individual with information
about the FAP and FAP application process
d |:| Provided the contact information of nonprofit organizations or government agencies that may be
sources of assistance with FAP applications
e |:| Other (describe in Section C)
16 Was widely publicized within the community served by the hospital facility? 16 | X

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

"X

i

https://nysouthwell.conmtift-regional -

The FAP application form was widely available on a website (ist ufl): ~ htt ps:// nysout hwel | . conitift-regi onal -

A plain language summary of the FAP was widely available on a website (ist url: Nt t PS: /] nysout hwel | .comitift-r egl onal -

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

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

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

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

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

i |_| Other (describe in Section C)

DAA
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Schedule H (Form 990) 2020  Ti ft Regi onal Health System |nc. 45- 3072990 Page 6
Part V Facility Information (continued)

Billing and Collections

Name of hospital facility or letter of facility reporting group ~ T1 f t Regl onal Medical Center

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 NONPAYMENL? ... ... o i e e et e e e 17 | X

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

a| | Reporting to credit agency(ies)

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

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

e : Other similar actions (describe in Section C)

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

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

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

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

| | Reporting to credit agency(ies)

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

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

Actions that require a legal or judicial process

|| Other similar actions (describe in Section C)

20 Indicate which efforts the hospital facility or other authorized party made before initiating any of the actions listed (whether or
not checked) in line 19 (check all that apply):

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

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

Made a reasonable effort to orally notify individuals about the FAP and FAP application process (if not, describe in Section C)

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

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

Other (describe in Section C)

None of these efforts were made

PoIicy Relating to Emergency Medical Care

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

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

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

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

Schedule H (Form 990) 2020
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Schedule H (Fom 990) 2020 Ti ft Regi onal Heal th System | nc. 45- 3072990 Page 7
Part V Facility Information (continued)
Charges to Individuals Eligible for Assistance Under the FAP (FAP-Eligible Individuals)
Name of hospital facility or letter of facility reporting group ~ T1 f t Regl onal Medical Center
Yes [ No
22 Indicate howrthe hospital facility determined, during the tax year, the maximum amounts that can be charged
to FAP-eligible individuals for emergency or other medically necessary care.
a The hospital facility used a look-back method based on claims allowed by Medicare fee-for-service
during a prior 12-month period
b |:| The hospital facility used a look-back method based on claims allowed by Medicare fee-for-service and
all private health insurers that pay claims to the hospital facility during a prior 12-month period
c |:| The hospital facility used a look-back method based on claims allowed by Medicaid, either alone or in
combination with Medicare fee-for-service and all private health insurers that pay claims to the hospital
facility during a prior 12-month period
d |:| The hospital facility used a prospective Medicare or Medicaid method
23 During the tax year, did the hospital facility charge any FAP-eligible individual to whom the hospital facility
provided emergency or other medically necessary services more than the amounts generally billed to
individuals who had insurance covering SUCh Care? . . . . 23 X
If “Yes,” explain in Section C.
24 During the tax year, did the hospital facility charge any FAP-eligible individual an amount equal to the gross
charge for any service provided to that individual? 24 X
If “Yes,” explain in Section C.

DAA
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Schedule H (Fom 990) 2020 Ti ft Regi onal Heal th System | nc. 45- 3072990 Page 8
Part V Facility Information (continued)

Section C. Supplemental Information for Part V, Section B. Provide descriptions required for Part V, Section B, lines
2, 3j, 5, 6a, 6b, 7d, 11, 13b, 13h, 15e, 16j, 18e, 19e, 20a, 20b, 20c, 20d, 20e, 21c, 21d, 23, and 24. If applicable, provide
separate descriptions for each hospital facility in a facility reporting group, designated by facility reporting group letter
and hospital facility line number from Part V, Section A (“A,.1,” “A,.4,” “B, 2,” “B, 3,” etc.).and name of hospital facility.

Facility 1, Tift Regional Medical Center - Part V, Line 3e

The Advisory Commttee reviewed the prioritized list of comunity needs,

whi ch was updated from the previous CHNA based on the focus qroup

di scussi ons, conmmunity survey, and one-on- one interviews. During a three-

stage process, participants prioritized the needs based on the

degree of need within the comunity, resource requirenents, and |long-term

versus short-term objectives. The 2020 needs fall into three cateqories:

Access to Care, Care Coordination Services, and System Capacity. Al though

53 needs were identified and prioritized, the top 10 needs are shown bel ow

Prioritized 2020 Community Needs

Donmai n and Rank Health Need

Access to Care:

1 Transportation services for people needing to go

to doctor’'s appointnents or the hospital

2 Access to healthful food

3 Affordable prescription nedications

9 VWllness initiatives for adults — exercise and nutrition

10 (hesity — education and prevention

Care Coordi nati on Services:

4 Seniors health services — care coordi nation

5 Substance abuse screening, intervention, treatnent, care coordination

System Capacity:

6 Senior’'s health services — diagnostic and treatnent

Schedule H (Form 990) 2020
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Schedule H (Fom 990) 2020 Ti ft Regi onal Heal th System | nc. 45- 3072990 Page 8
Part V Facility Information (continued)

Section C. Supplemental Information for Part V, Section B. Provide descriptions required for Part V, Section B, lines
2, 3j, 5, 6a, 6b, 7d, 11, 13b, 13h, 15e, 16j, 18e, 19e, 20a, 20b, 20c, 20d, 20e, 21c, 21d, 23, and 24. If applicable, provide
separate descriptions for each hospital facility in a facility reporting group, designated by facility reporting group letter
and hospital facility line number from Part V, Section A (“A,.1,” “A,.4,” “B, 2,” “B, 3,” etc.).and name of hospital facility.

7 Senior’'s health services — Denentia spectrum

services for Al zheiner's, etc.

8 Behavioral health services for adults for depression, anxiety, or other

nental health conditions other than substance abuse

Utimately, the hospital focused on adopting inplenentation strateqgies for

the top 5 conmmunity health needs.

Facility 1, Tift Regional Medical Center - Part V, Line 5

Tift Regional Health System included an expansive and highly diverse group

of individuals to participate in its CHNA Advisory Commttee and to

contribute insight from comunity service organi zations. Each

menber was invited to provide project insight, feedback regardi ng

perceptions of area health needs, data evaluation, and other qui dance

t hr oughout the CHNA process. These individuals had a breadth of community

health vision, know edge, and power to inpact the well-being of the service

ar ea. The CHNA Advisiory Committee health system and conmmunity

participants are identified on pages 7 and 8 of the CHNA

TRHS contacted physicians from across nedical specialties to participate in

its research for the Medical Staff Devel opnent Plan and to contribute

insight for the CHNA. Each nmenber was invited to provide feedback regarding

perceptions of patient acuity changes, quantity of providers of

vari ous specialties, retirenent plans, and area health needs. These

individuals had a breadth of comunity health vision, know edge, and power

to inpact the well-being of the service area. The Medical Staff Devel opnent

Schedule H (Form 990) 2020
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Schedule H (Fom 990) 2020 Ti ft Regi onal Heal th System | nc. 45- 3072990 Page 8
Part V Facility Information (continued)

Section C. Supplemental Information for Part V, Section B. Provide descriptions required for Part V, Section B, lines
2, 3j, 5, 6a, 6b, 7d, 11, 13b, 13h, 15e, 16j, 18e, 19e, 20a, 20b, 20c, 20d, 20e, 21c, 21d, 23, and 24. If applicable, provide
separate descriptions for each hospital facility in a facility reporting group, designated by facility reporting group letter
and hospital facility line number from Part V, Section A (“A,.1,” “A,.4,” “B, 2,” “B, 3,” etc.).and name of hospital facility.

Pl an participants are identified on page 10 of the CHNA

The CHNA nethodol ogy utilized both quantitative and qualitative research

nmethods in order to eval uate perspectives and opi nions of area stakehol ders

and healthcare consuners, especially those representing underserved

popul ations. This nethodol ogy helped to prioritize the needs and

establish a basis for continued community engagenent, in addition to sinply

devel opi ng a broad, comunity-based |list of needs.

The major sections of the nethodol ogy include the foll ow ng:

e Strategic secondary research and data anal ysis

e (Qualitative discussion groups with Southwell/ TRHS | eaders, Advisory

Commttee nenbers, other community | eaders and service providers, nenbers

of underserved popul ations, and other healthcare consuners in the Primary

Service Area (PSA) and Secondary Service Area (SSA)

e (ne-on-one interviews with Southwell/ TRHS |eaders, Advisory Commttee

menbers, other community | eaders and service providers, and healthcare

consuners in the Primary Service Area (PSA) and Secondary Service Area

(SSA)

e Community surveys - To receive input fromlocal residents, Southwell/

TRHS conducted a Community Health Needs Survey between approxi nately

Cctober 26, 2020 and Novenber 23, 2020, anong adults (age 18+) in the

primary service area. The health system created a successf ul

mar keting canpai gn to encourage the community to participate in the online

survey, including a print ad in three publications (Tifton Gazette, Adel

News Tribune, and Wreqgrass Farner), printed flyers, an enail blast, web

communi cations, and social nedia. Residents without internet access

Schedule H (Form 990) 2020
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Schedule H (Fom 990) 2020 Ti ft Regi onal Heal th System | nc. 45- 3072990 Page 8
Part V Facility Information (continued)

Section C. Supplemental Information for Part V, Section B. Provide descriptions required for Part V, Section B, lines
2, 3j, 5, 6a, 6b, 7d, 11, 13b, 13h, 15e, 16j, 18e, 19e, 20a, 20b, 20c, 20d, 20e, 21c, 21d, 23, and 24. If applicable, provide
separate descriptions for each hospital facility in a facility reporting group, designated by facility reporting group letter
and hospital facility line number from Part V, Section A (“A,.1,” “A,.4,” “B, 2,” “B, 3,” etc.).and name of hospital facility.

had the option of having a paper survey nailed to them along with a self-

addressed and self- stanped return envelope. As an incentive for

participation, all those surveyed were entered into a drawing for either a

$200 VISA qgift card, a $100 Walnart qgift card, or a $50 Darden restaurant

gift card. There were 998 total participants in the survey. In addition,

the survey was translated into Spanish and 8 individuals partici pated. The

survey included representation across the PSA counties and a diverse m x of

economc strata and educational attai nnent |evels.

In addition, a three-part Prioritization Survey was conducted with the

Advi sory Commttee in order to narrow down the large |list of needs and gaps

identified during the qualitative and quantitative research process. The

Advi sory Commttee first received a list of the 53 identified needs

and were asked to rate them on a seven-point scale and provide a short

comment regarding the rationale for the rating. During the second round,

the Advisory Commttee received the sane list of 53 prioritized needs, as

well as the ratings and comments fromthe first round. They were then

asked to re-rate the list based on the new information. The final round

included a virtual neeting where the results were presented and

participants had the opportunity to discuss the results, nake

comments, and determne if any changes to the prioritized list were needed.

Facility 1, Tift Regional Medical Center - Part V, Line 11

Five prioritized needs were identified in the |Inplenentation Strateqgy

Report:

1) Transportation services (Access to care)

2) Affordable prescription nedications (Access to care)

Schedule H (Form 990) 2020

DAA



84189HOSP

Schedule H (Fom 990) 2020 Ti ft Regi onal Heal th System | nc. 45- 3072990 Page 8
Part V Facility Information (continued)

Section C. Supplemental Information for Part V, Section B. Provide descriptions required for Part V, Section B, lines
2, 3j, 5, 6a, 6b, 7d, 11, 13b, 13h, 15e, 16j, 18e, 19e, 20a, 20b, 20c, 20d, 20e, 21c, 21d, 23, and 24. If applicable, provide
separate descriptions for each hospital facility in a facility reporting group, designated by facility reporting group letter
and hospital facility line number from Part V, Section A (“A,.1,” “A,.4,” “B, 2,” “B, 3,” etc.).and name of hospital facility.

3) Senior health services (Care coordi nati on and system capacity)

4) Behavioral health services (Care coordi nation and system capacity)

5) Health and well ness enhancenent (Access to care).

The specific inplenentation strategies are di scussed begi nning on page 5 of

the Report. Needs not addressed in the Inplenentation Stratgy Report were

not considered to be as high a priority. Resource limtations, ability to

i npact and other considerations were influenced this decision

Schedule H (Form 990) 2020
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Page 9

Part V Facility Information (continued)

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

How many non-hospital health care facilities did the organization operate during the tax year? 33

Name and address

Type of Facility (describe)

1 Tift Regional Dialysis Center
1010 Edgefield Drive

Tifton GA 31794 End Stage Renal Dialysis
2 Affinity dinic

2225 US hi ghway 41N

Tifton GA 31794 Mil ti-Speicalty dinic
3 Ceorgia Sports Medicine

2227 US H ghway 41N

Tifton GA 31794 Ot hopaedi ¢ Surgery
4 Tift Regional Anesthesia

2227 US H ghway 41N

Tifton GA 31794 Anest hesi ol ogy
5 Southwell Health & Rehablitation

260 M) Tayl or Road

Adel GA 31620 Skilled Nursing
6 South Georgia Surgical

1007 Geenfield Drive

Tifton GA 31794 General Surgery
7 Tift Regional U ol ogy

1815 dd Cilla Road

Tifton GA 31794 Ur ol ogy
8 Affinity Pediatrics

39 kent Road, Suite 5

Tifton GA 31794 Pedi atrics
9 Hospice of Tift Area

618 N Central Avenue

Tifton GA 31794 Hospi ce
10 Tift Regional Wund Care

907 E 18th Street, Suite 140

Ti fton GA 31794

Qut pati ent Wund Care

DAA
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Part V Facility Information (continued)

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

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

Name and address

Type of Facility (describe)

11

Tift Regional Qutpatient Therapy

2227 US H ghway 41n

Ti fton GA 31794

Qut pati ent Therapy PT/ OT/ Speech

12

Affinity Physicians for Wnen

1493 Kennedy Road, Suite C

Ti fton GA 31794

Cbstetrics & Gynecol ogy

13

Sout hwel | Medical Adel Primary Care

172 M) Tayl or Road

Adel GA 31620

Fanmi |y Medicine

14

Allure Plastic & Reconstructive

907 E 18th Street, Suite 340

Ti fton GA 31794

Pl astic Surgery

15

Tift Regional Vascul ar

1641 Madi son Avenue

Ti fton GA 31794

Vascul ar Surgery

16

Sout hwel |  Nephr ol ogy

39 Kent Road, Suite 1

Ti fton GA 31794

Nephr ol ogy

17

Tift Regi onal Opthal nol ogy

1803 dd Crilla Road

Ti fton GA 31794

Opt hal nmol ogy/ Opt i cal

18

Tift Fanmily Medicine

907 E 18th Street, Suite 130

Ti fton GA 31794

Fanmi |y Medicine

19

Arthritis & GOsteoporosis Center

2227 US H ghway 41N

Ti fton GA 31794

Rheunat ol ogy

20

Affinnity dinic/Neurol ogy

2227 US H ghway 41N

Ti fton GA 31794

Neur ol ogy

DAA
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Page 9

Part V Facility Information (continued)

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

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

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

Name and address

Type of Facility (describe)

21 Ccilla Pediatrics

813 Irwin Avenue

Ti fton GA 31794 Pedi atrics
22 Affintiy Pediatrics

3007 2nd Street NE

Moultrie GA 31768 Pedi atrics

23 Nashville Primary Care

416a E McPherson Avenue

Nashville GA 31639

Fanmi |y Medicine

24 Ashburn Primary Care

611 E Washi ngton Avenue

Ashbur n GA 31714

Fanmi |y Medicine

25 TRMC Oncol ogy Professional s

1623 Madi son Avenue

Ti fton GA 31794

Oncol ogy

26 Affinity dinic Multrie

2 Hospital Park

Moul trie GA 31768

Mil ti-Specialty dinic

27 Affinity Physicians for Wnen Mutl

2 Hosptial Park

Moul trie GA 31768

Gbstetrics & Gynecol ogy

28 Southwell Center for Hearing &

Vel |

39 Kent Road, Suite 2

Ti fton GA 31794

Fanmi |y Medicine

29 Southwell School dinic

1464 Carpenter Road S

Ti fton GA 31794

School Based dinic

30 Southwell School dinic

700 8th Street W

Ti fton GA 31794

School Based dinic

DAA
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Part V Facility Information (continued)

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

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

Name and address

Type of Facility (describe)

31 Sylvester Family Practice

1010 W Franklin Street

Syl vest er GA 31791 Fanmi |y Medicine
32 Tift Community Health Center

2735 S Central Avenue

Tifton GA 31794 Fam |y Medicine
33 Wirksmart CQccupation Health

4468 Uni on Road

Ti fton GA 31794

Qccupational Health

DAA
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Part VI Supplemental Information

Provide the following information.

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

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

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

4  Community information. Describe the community the organization serves, taking into account the geographic area and
demographic constituents it serves.

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

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

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

Part |, Line 7 - Costing Mthodol ogy Expl anation

A cost-to-charge ratio is calculated using Wrksheet 2 included in the Form

990, Schedule H Instructions.

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

Changes in credit issues that are not addressed at the date of service are

recogni zed as bad debt expense and are included as a conponent of operating

expenses. Credit issues that are addressed at the date of service are

treated as price concessions that reduce the transaction price, which are

reported as a reduction of net patient service revenue. There were no bad

debts recorded in operating expenses during the fiscal vyear. Based on

managenent's judgenent and experience, 100% of self-pay account bal ances

are recorded as price concessions.

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

Sout hwell has arrangenents with third-party payors that provide for

paynents to Southwell at amounts different from established rates. For

uni nsured patients that do not qualify for charity care, Southwell

Schedule H (Form 990) 2020
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Part VI Supplemental Information

Provide the following information.

1

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

9b.

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

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

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

under the organization’s financial assistance policy.

Community information. Describe the community the organization serves, taking into account the geographic area and
demographic constituents it serves.

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

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

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

organization, files a community benefit report.

recogni zes revenue on the basis of its standard rates, subject to certain

di scounts and inplicit price concessions as determ ned by Southwell.

Southwell determ nes the transaction price based on standard charqges for

services provided, reduced by contractual adjustnents provided to third-

party payors, discounts provided to uninsured patients in accordance wth

Southwell's policy, and inplicit price concessions provided to uninsured

pati ents. Inmplicit price concessions represent the difference between

anounts billed and the estinmated consideration Southwell expects to receive

from patients, which are determ ned based on historical collection

experience, current narket conditions, and other factors. Sout hwel |

determnes its estimates of contractual adjustnents and di scounts based on

contractual agreenents, discount policies, and historical experience.

See Footnotes 2 and 3 in the attached Audited Financial Statenents for

additional infornation regardi ng unconpensated care.

Part 111, Line 8 - Mdicare Expl anation

Medi care allowable costs are conputed in accordance with

cost reporting nethodologies utilized on the Mdicare Cost

Schedule H (Form 990) 2020
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Part VI Supplemental Information

Provide the following information.

1

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

9b.

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

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

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

under the organization’s financial assistance policy.

Community information. Describe the community the organization serves, taking into account the geographic area and
demographic constituents it serves.

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

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

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

organization, files a community benefit report.

Report and in accordance with related regul ati ons.

Indirect costs are allocated to direct service areas using

the nost appropriate statistical basis.

The full anmpbunt of the shortfall should be considered a

community benefit. Medicare is a federal program which

dictates paynent rates and conditions of participation for

serving certain elderly and di sabled nenbers of the

commnity. Serving the needs of our residents at bel ow

Medi care's conputation of costs provides necessary | oca

care for a segnent of the popul ation that constitutes a

charitable class.

Part 111, Line 9b - Collection Practices Explanation

Pati ents who qualify for financial assistance under the

Organi zation's Financial Assistance Policy ("FAP') recieve

a 100% di scount. There are no collection activities for

qualifying FAP-eligible patients.

DAA
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Part VI Supplemental Information

Provide the following information.

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

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

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

4  Community information. Describe the community the organization serves, taking into account the geographic area and
demographic constituents it serves.

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

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

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

Part VI, Line 2 - Needs Assessnent

As a governnental orgqganization operated pursuant to Ceorgia Hospital

Authorities law prior to March 1, 2019, the hospital was not subject to

the provisions of Internal Revenue Code section 501(r). Nevert hel ess, the

Hospital Authority conducted a Community Health Needs Assessnent in 2014 an

2017 for its Tifton canpus. In addition, as part of the strategi c pl anni ng

process for each canpus, comunity input related to health needs is

received froma variety of sources, including physicians, nuring staff and

comunity nenbers.

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

The hospital's financial assistance policy ("FAP'), plain |anguage sunmary

and financial assistance application are available online and upon request

at the 2 hospital canpuses (TRMC and Southwell Medical). A plain |anquage

sunmary of the FAP is offered to each patient upon adm ssion and si gnhage

is posted throughout both canpuses regardi ng the FAP.

Part VI, Line 4 - Comunity Infornmation

Schedule H (Form 990) 2020
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Sch

edule H (Form990)2020 11 ft Reqgional Health System |Inc. 45-3072990 Page 10

Part VI Supplemental Information

Provide the following information.

1

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

9b.

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

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

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

under the organization’s financial assistance policy.

Community information. Describe the community the organization serves, taking into account the geographic area and
demographic constituents it serves.

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

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

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

organization, files a community benefit report.

Tift Regional Health System Inc. serves a 12-county area of Southwest

Ceorqgia which has a toal population in excess of a quarter of a mllion

resi dents. The popul ation for the counties in the prinary service area

according to the 2020 census are - Tift County (41,344), Turner County

(9,006) and Cook County (17,229). The 9 counties in the secondary service

area include Atkinson, Benhill, Berrien, Coffee, Colquitt, Cisp, lrwn,

Wl cox, and Wrth counties which have a total population of 191, 974.

This area of Georgia has nedian age simlar to the state average, but | ower

medi an househol d incones, |ower educational attainenent |evels and higher

disability rates.

Part VI, Line 5 - Promotion of Community Health

Tift Regional Health System Inc. is governed by an independent board of

directors conprised of community representatives. The orqganization is a

not-for-profit orqgani zation under Georgia |law and a tax-exenpt orgqgani zation

as described in section 501(c)(3) of the Internal Revenue Code. Any excess

revenues over expenses are reinvested into serving the healthcare needs of

the community. Tift Regional Mdical Center ("TRMC') is 181-bed reqi ona

Schedule H (Form 990) 2020
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schedule H (Form990) 2020 11 ft Regi onal Health System |nc. 45-3072990 Page 10
Part VI Supplemental Information

Provide the following information.

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

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

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

4  Community information. Describe the community the organization serves, taking into account the geographic area and
demographic constituents it serves.

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

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

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

referral hospital that operates an energency room 24/ 7/ 365. Sout hwel |

Medical is a non-separately licensed 60-bed hospital canpus of TRMC. This

facility includes 12 geriatric psychiatric beds. A 95-bed skilled nursing

facility (Southwell Health & Rehabilitation) is also located on this

canpus. TRMC, Southwell Medical and Southwell Health & Rehabilitation

participate in the Medicare and Medicaid prograns. Tift Regional Health

System treats all patients in a nondiscrimnatory nmanner without regard to

their ability to pay for any energency or other nedically necessary care.

The nedical staff of the hospital is open to all properly credential ed

qual i fi ed physicians.

Part VI, Line 6 - Affiliated Health Care System

Tift Regional Health System 1Inc. operates Tift Regional Mdical Center, a

181-bed reqional referral hospital located in Tifton, Georgia, and

Sout hwell Medical (fornmerly Cook Medical Center), a 60-bed

nonseparately licensed hospital canpus of TRMC (including 12 geriatric

psychiatric beds) and a 95-bed skilled nursing facility.

Tift Regional Mdical Center Foundation, Inc. is a tax-exenpt organi zation

Schedule H (Form 990) 2020
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schedule H (Form990) 2020 11 ft Regi onal Health System |nc. 45-3072990 Page 10
Part VI Supplemental Information

Provide the following information.

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

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

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

4  Community information. Describe the community the organization serves, taking into account the geographic area and
demographic constituents it serves.

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

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

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

responsible for fundraising efforts benefitting Tift Reqgional Health

System |Inc.

Sout hwell Anbul atory, Inc. is a nonprofit orqgani zation that provides

specialty physician and other nedical services. Its exenption application

is pending |IRS approval.

Southwell, Inc. serves as the parent organi zati on. It is a tax-exenpt

organi zation responsible for strategic and financial planning for the

vari ous nenbers of the nulti-entity healthcare provider system

Tift Enterprises, Inc. is a for-profit subsidiary of Southwell, 1nc. It

serves as a holding conpany for certain investnents and provides |limted

nanagenent servi ces.

Part VI, Line 7 - State Filing of Comunity Benefit Report

Ceorgi a

Schedule H (Form 990) 2020
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SCHEDULE | Grants and Other Assistance to Organizations, OMB No. 1545-0047
(Form 990) Governments, and Individuals in the United States 2020
Complete if the organization answered "Yes" on Form 990, Part IV, line 21 or 22.
. . u Attach to Form 990. Open to Public
m‘fﬁ,ﬁ;ﬁ“g;;’nf.eesgi?sg‘w u Go to www.irs.gov/Form990 for the latest infermation. Inspection
Name of the organization Employer identification number
Tift "Regi onal” Health System .Inc. 45- 3072990
Part | General Information on Grants and Assistance
1 Does the organization maintain records to substantiate the amount of the grants or assistance, the grantees’ eligibility for the grants or assistance, and
the selection criteria used to award the grants OF @SSIStANCE? ... .. ... . . ... Yes |:| No
2 Describe in Part IV the organization’s procedures for monitoring the use of grant funds in the United States.
Part Il Grants and Other Assistance to Domestic Organizations and Domestic Governments. Complete if the organization answered “Yes” on Form 990,
Part IV, line 21, for any recipient that received more than $5,000. Part Il can be duplicated if additional space is needed.
1 (@) Name and address of organization (b) EIN () IRC (d) Amount of cash () Amount of non- | (f) Method of valuation | (g) Description of (h) Purpose of grant
section . book, FMV, appraisal, ) .
or government (if applicable) grant cash assistance other) noncash assistance or assistance

(1) ABAC Foundati on

2802 More Highway, Box 13 Educat i on
Tifton GA 31793 58- 6073263 [ 501c3 18, 680
(2 American Kidney Fund

11921 Rockville Pike, Suite 300 Fi nani cal  Support
Rockville MD 20852 23-7124261|501c3 32,616
(©)
Q)
©)
(6)
@)
®
©)

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

3 Enter total number of other organizations listed in the line 1 table u
For Paperwork Reduction Act Notice, see the Instructions for Form 990. Schedule | (Form 990) (2020)

DAA
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Schedule | (Form 990) (2020) Ti ft Reqgi onal Health System

I nc.

45- 3072990

Page 2

Part Il Grants and Other Assistance to Domestic Individuals. Complete if the organization answered “Yes” on Form 990, Part IV, line 22.

Part Il can be duplicated if additional space is needed.

(a) Type-of grant or assistance

(b) Number of
recipients

(c) Amount of
cash grant

(d) Amount of
noncash’ assistance

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

(f) Description of noncash assistance

7

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

DAA

Schedule | (Form 990) (2020)



84189HOSP

SCHEDULE J Compensation Information OMB No. 1545-0047
Form 990 For certain Officers, Directors, Trustees, Key Employees, and Highest
( ) Compensated Employees 2020

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

Open to Public
Inspection

Name of the organization Employer identification number

Tift Regional Health System /lInc. 45- 3072990
Part | Questions Regarding Compensation

Yes No

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

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

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

3 Indicate which, if any, of the following the organization used to establish the compensation of the
organization’s CEO/Executive Director. Check all that apply. Do not check any boxes for methods used by a
related organization to establish compensation of the CEO/Executive Director, but explain in Part Ill.
Compensation committee Written employment contract
Independent compensation consultant Compensation survey or study
. Form 990 of other organizations Approval by the board or compensation committee

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

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

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

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

XXX

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

XX

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

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

XX

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

7 For persons listed on Form 990, Part VII, Section A, line 1a, did the organization provide any nonfixed
payments not described on lines 5 and 6? If “Yes,” describe in Partnt 7 X
8 Were any amounts reported on Form 990, Part VII, paid or accrued pursuant to a contract that was subject
to the initial contract exception described in Regulations section 53.4958-4(a)(3)? If “Yes,” describe

in Part Ill 8 X

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

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

For Paperwork Reduction Act Notice, see the Instructions for Form 990. Schedule J (Form 990) 2020
DAA
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Schedule J (Form 990) 2020 Tift

Regi onal

Heal th System

I nc.

45- 3072990

Page 2

Part Il

Officers, Directors, Trustees, Key Employees, and Highest Compensated Employees. Use duplicate copies if additional space is needed.

For each individual whose compensation must be reported on Schedule J, report compensation from the organization on row (i) and from related organizations, described in the
instructions, on row.(ii).. Do not list-any individuals that aren't listed on Form 990, Part VII.
Note: The sum of columns (B)(i)—(iii) for each listed individual must equal the total amount of.Form 990, Part VI, Section/A, line 1a; applicable column (D) and (E) amounts for that individual.

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

(C) Retirement and

(D) Nontaxable

(E) Total of columns

(F) Compensation

(A) Name and Title oy | O Gons fcentive | ober compleaton ©0-©) " deford on ror
compensation Form 990
Anthony Burke, MD o 811,577) . 708,090 525 14,250 . . 12,000/ 1,546,442| | 0
1 Physi ci an (i) 0 0 0 0 0 0 0
Edward Hel | man, MD o ...1,112,651) 311,004 ... 966 14,250 . . 12,000/  1,450,871) .. ... 0
2 Physi ci an (i) 0 0 0 0 0 0 0
Wlliam Kaiser, M o ...1,104,357| . 20,133 ... 1,806 . 14,250 . . 12,000/ 1,152,546\ . .| 0
3 Physi ci an (i) 0 0 0 0 0 0 0
David Banks, MD oL 903,592 184,792\ .. 1,806 . 14,250 . . 12,000/ 1,116,440| | 0
4 Physi ci an (i) 0 0 0 0 0 0 0
George Yared, MD oL 898,283 158,780\ .. 1,806 . 14,250 . . 12,000/  1,085,119) . . . | 0
s Physi ci an (i) 0 0 0 0 0 0 0
Forte MEachin, M oL 911,644 52,925\ .. 966 14,250 . . 12,000/ . 991,785 ... 0
s Exec. Medical Dir. (i) 0 0 0 0 0 0 0
Chri st opher  Dor man oL 636,488 210, 147} 26,834 19,875 ... 13,127/ .. 906,471 0
7 CEO & President (i) 0 0 0 0 0 0 0
Jessica Beier, M oL 685,903 . 61,692\ .. 630 ... 14,250 . . 12,000/ . 174,475 0
g Trust ee/ Physi ci an (i) 0 0 0 0 0 0 0
Rubal Patel, M oL 636,933 . 50,000( .. ... 630 ... 14,250 . . 12,000/ . 713,813 0
9 Trust ee/ Physi ci an (i 0 0 0 0 0 0 0
Karen D. Summerlin oL 466, 003 112,617\ 26,009 14,250 .. 13,771 . 632,650 .. 0
10 SVP CGeneral Counsel (i 0 0 0 0 0 0 0
Caneron N xon, M o 479,386| 52,925 28,2191 . 13,969 .. 12,000/ . 586,499 ... 0
11 Chief Transfornmation (i 0 0 0 0 0 0 0
Kim Wils oL 355,800| .. 84,5401 55,968 . 14,250 .. 12,000/ . 522,558 ... 0
12 SVP_CFO (i 0 0 0 0 0 0 0
Carol Smith oL 292,076| 70,114\ 17,212 . 12,372\ ... 12,000/ . 403,774 0
13 SVP_CNO (i 0 0 0 0 0 0 0
Qaire Byrnes oL 219,969 52,692\ . 15,188 .. 10,579 ... 12,000/ . 310,428/ .. .. 0
14 SVP Anbul atory Serv. (i) 0 0 0 0 0 0 0
Linda Wl son oL 203, 778| . 29,382 . 5,334 10,189 ... 12,000/ . 260,683 0
15 VP Revenue Cycle (i) 0 0 0 0 0 0 0
James Scott, M o 228,474 . 4,390 . 7,931 6,986( . 12,000/ . 259,781 0
16 Tr ust ee/ Physi ci an (i) 0 0 0 0 0 0 0

DAA

Schedule J (Form 990) 2020
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Schedule J (Form 990) 2020 Tift

Regi onal

Heal th System

I nc.

45- 3072990

Page 2

Part Il

Officers, Directors, Trustees, Key Employees, and Highest Compensated Employees. Use duplicate copies if additional space is needed.

For each individual whose compensation must be reported on Schedule J, report compensation from the organization on row (i) and from related organizations, described in the
instructions, on row.(ii).. Do not list-any individuals that aren't listed on Form 990, Part VII.
Note: The sum of columns (B)(i)—(iii) for each listed individual must equal the total amount of.Form 990, Part VI, Section/A, line 1a; applicable column (D) and (E) amounts for that individual.

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

(C) Retirement and

(D) Nontaxable

(E) Total of columns

(F) Compensation

(A) Name and Title oy | O Gons fcentive | ober compleaton ©0-©) " deford on ror
compensation Form 990
Justin Beck 0 206,995/ 20,0001 . 630 ... 10,350 ... 12,000] . . 249,975 ] 0
1 Chief Strategy & Inn (i 0 0 0 0 0 0 0
Mari e Roof 0 192,225) .. 27,6887 . 1,806 . .. . 9,361 .. 12,000] . . 243,079 ] 0
2 VP CP (i) 0 0 0 0 0 0 0
Vyvyan Derouen 0 185,139 . 26,641 42 9,257 ... 12,000] . . 233, 779 ] 0
3 VP Physician Service (i) 0 0 0 0 0 0 0
Tonia Garrett 0 176,477) .. 23,643 13,318] . . 5,071 12,000] . . 230,507 0
4 AVP Surgical Service (i) 0 0 0 0 0 0 0
Aex Le 0 181,212) . 25,834 . 336 ... 9,061 . 12,000] . . 228,443 0
s COO (i) 0 0 0 0 0 0 0
Tamara Branch 0 180,229 . 25,958 .. 336 ... 9,011 . 12,000] . . 227,934 ] 0
s VP Legal GCounsel (i 0 0 0 0 0 0 0
Jane MKee o ... 149,811} . 29,725 .. 1,204 7,096 . 12,000) 199,836 . . .. . 0
7 VP Revenue Cycle (i 0 0 0 0 0 0 0
@
8 al
o
9 (i)
o
10 (ii)
o
11 (ii)
o
12 (ii)
o
13 (ii)
o
14 (if)
o
15 (ii)
o L
16 (ii)

DAA

Schedule J (Form 990) 2020
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Schedule J (Form990) 2020 Tift Reqgional Health System |Inc. 45- 3072990 Page 3

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

for any additional.information.

Part 111 - Qher Additional Information o

Schedule J (Form 990) 2020

DAA
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SCHEDULE K Supplemental Information on Tax-Exempt Bonds OMB No. 1545-0047

(Form 990) u Complete if the organization answered “Yes” on Form 990, Part IV, line 24a. Provide descriptions, 2020
explanations, and any additional information in Part VI.

u Attach to Form 990. i
Department of the T . . ) . . Open to Public
Internal Revenue Sevice. uGo to'wwwiirs.gov/Form990 for instructions and the latest information. |n§pection

Name of the organization X Employer identification number
Tift Regional Health System Inc. 45- 3072990
Part | Bond Issues

) . o (h) On (i) Pooled
(a) Issuer name (b) Issuer EIN (c) CUSIP # (d) Date issued (e) Issue price (f) Description of purpose (g) Defeased behalf of financing

Yes | No [ Yes | No |Yes | No
A 2013 Bonds 58-6001719|886640HS3| 03/ 01/ 19 81, 326,130 (See Part VI X X X

B Bank of America 58- 6001719(nonenonen | 03/ 01/ 19 31, 862, 844 (See Part W X X X

C

D
Part Il Proceeds

A B
8,872, 703 10, 619, 294
68, 380, 000

Amount of bonds retired ... ...
Amount of bonds legally defeased
Total proceeds Of ISSUE . . ...ttt
Gross proceeds in reserve funds . ...
Capitalized interest from proceeds
Proceeds in refunding escrows
Issuance costs from ProCeeds .. ... ...ttt
Credit enhancement from proceeds . ... ... ... .. ...iiioie e
Working capital expenditures from proceeds
Capital expenditures from proceeds
Other Spent ProCEEAS . .. . ...ttt e e
Other unspent ProCeeAS . .. ...\ttt ettt e
Year of substantial completion

4,073, 427 21, 243, 550

O |0 [N o oD W IN |-

Juny
o

[N
[N

[y
N

2017 2017

Yes No Yes No Yes No Yes No

[y
w

[N
N

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

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

final allocation Of PrOCEEUS? . . . . . il X X
For Paperwork Reduction Act Notice, see the Instructions for Form 990. Schedule K (Form 990) 2020

XX
XX

DAA
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Schedule K (Form 990) 2020

Tift Regional Health System

I nc.

45- 3072990

Page 2

Part Il

Private Business Use

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

A

Yes

Yes

Yes

No

Yes

No

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

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

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

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

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

%

%

%

%

Enter the percentage of financed property used in a private business use as a
result of unrelated trade or business activity carried on by your organization,
another section 501(c)(3) organization, or a state or local government .........

%

%

%

%

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

%

%

%

%

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

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

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

%

%

%

%

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

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

Part IV

Arbitrage

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

Yes

Yes

Yes

No

Yes

No

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

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

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

X|X| [X|&

No rebate due?

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

Is the bond issue a variable rate issue?

DAA

Schedule K (Form 990) 2020
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Schedule K (Form 990) 2020 Tift RGQi onal Health System |nc. 45- 3072990 Page 3
Part IV Arbitrage (continued)
A
4a Has the organization or the governmental issuer entered into a qualified Yes No Yes No Yes No Yes No
hedge with respectto the bond issue? ... ... ... .. i X X
b Name of provider..c.............. i b e L
c Termofhedge ...........diiviiiiiiii i e b
d Was the hedge superintegrated? .. ............iiiiiiiniiiiiiiai iy
e Was the hedge terminated? . .. .. ... ..
5a Were gross proceeds invested in a guaranteed investment contract (GIC)? .. .. X X
b Name of Provider .. ... ... ..,
C Term Of GIC L. e
d Was the requlatory safe harbor for establishing the fair market value of the GIC satisfied? . .
6 Were any gross proceeds invested beyond an available temporary period? .. .. X X
7 Has the organization established written procedures to monitor the
requirements of section 1482 X X
Part V Procedures To Undertake Corrective Action
A
Has the organization established written procedures to ensure that violations Yes No Yes No Yes No Yes No
of federal tax requirements are timely identified and corrected through the
voluntary closing agreement program if self-remediation isn't available under
applicable regulatons? X X

Part VI Supplemental Information. Provide additional information for responses to questions on Schedule K. See instructions

Schedul e K - Purpose of |ssue Description

2013 Bonds

Fi nance/refi nance additions and inprovenents to hospita

facility;

r ef und

out st andi ng 2002 bonds: repay a bank | oan:

and pay |ssuance cost

of 2013

bonds.

Bank of Anerica

Acquisition, installation and inplenentati on of

EMR system

Schedule K - Date Rebate Conputation Perforned

2013 Bonds 01/17/18

DAA

Schedule K (Form 990) 2020
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Schedule K (Form 990) 2020 Tift Reqi onal Health System |nc. 45- 3072990 Page 4
Part VI Supplemental Information. Provide additional information for responses to questions on Schedule K. See instructions (continued)

Schedule K (Form 990) 2020
DAA



84189HOSP
SCHEDULE L
(Form 990 or 990-EZ)

Department of the Treasury

Transactions With Interested Persons

U Complete if the organization answered “Yes” on Form 990, Part 1V, line 25a, 25b, 26, 27, 28a,
28b, or 28c, or Form 990-EZ, Part V, line 38a or 40b.

U Attach to Form 990 or Form 990-EZ.

OMB No. 1545-0047

2020

Open To Public

Internal Revenue Service U Go to www.irs.gov/Form990 for instructions and the latest information. Inspection
Name of the organization Employer identification number
Tift Regional Health System Inc. 45-3072990
Part | Excess Benefit/ Transactionsy(section 501(c)(3), section 501(c)(4),-and 501(c)(29) organizations-only).
Complete if the organization answered “Yes” on Form 990, Part 1V, line 25a or 25b, or Form 990-EZ, Part V, line 40b.
(b) Relationship between disqualified person and (d) Corrected?
1 (a) Name of disqualified person (c) Description of transaction
organization Yes No
1)
)
©)]
4
©)
(6)

2 Enter the amount of tax incurred by the organization managers or disqualified persons during the year

under section 4958

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

Part Il

Loans to and/or From Interested Persons.

Complete if the organization answered “Yes” on Form 990-EZ, Part V, line 38a or Form 990, Part IV, line 26; or if the
organization reported an amount on Form 990, Part X, line 5, 6, or 22.

(a) Name of interested person

(b) Relationship
with organization

(c) Purpose of
loan

(d) Loan
to or from
the org.?

(e) Original
principal amount

To

From

(f) Balance due

(g) In default?

(h) Approved
by board or
committee?

(i) Written
agreement?

Yes

No

Yes

No

Yes

No

(10

Total

Part Il

Grants or Assistance Benefiting Interested Persons.

Complete if the organization answered “Yes” on Form 990, Part 1V, line 27.

(a) Name of interested person

(b) Relationship between interested |(C) Amount of assistance|

person and the organization

(d) Type of assistance

(e) Purpose of assistance

[=

)

FASS

ol

(=)

8

I~ = 1~ = =~
CRCR N 2N S CON 8 WO8 )

9

(10)

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

DAA

Schedule L (Form 990 or 990-EZ) 2020



84189HOSP

Schedule L (Form 990 or 990-E7) 2020 Ti ft Reqi onal Health System | nc. 45- 3072990 Page 2

Part IV 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 between (c) Amount of (d) Description of transaction (e)ofS 2?grling

interested person and the transaction revenues?

organization ves | No

@ James Hunter Garrett Fam |y Menber 61, 404| Conpensation X

) Ryan Byrnes, MD Fam |y = Menber 168, 872 | Conpensat i.on X

(3) Margaret Ri chardson-N xon, M Fam |y Menber 388, 606| Conpensation X
4
()
(6)
U)
®)
©
19

Part V Supplemental Information.

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

Schedule L, Part V - Additional Infornation

The 3 individuals identified above are relatives of key enployees of Tift

Regi onal Health System Al are conpensated at fair narket value for

servi ces perforned.

Schedule L (Form 990 or 990-EZ) 2020

DAA



84189HOSP

SCHEDULE O Supplemental Information to Form 990 or 990-EZ OMB No. 1575-0017
(Form 990 or 990-EZ) Complete to provide information for responses to specific questions on 2020
Form 990 or 990-EZ or to provide any additional information.
Department of the Treasury u Attach to Form 990 or 990-EZ. Open to Public
Internal Revenue Service u Go to www.irs.gov/Form990 for the latest information. Inspection
Name of the organization Employer identification number
Tift Regional Health System. lne. 45+3072990

Form 990, Part 111, Line 4a - First Acconplishnent

surgery, oncology, cardiovascular care, wormen's health, neurodiagnostics, . .

referral hospital located in Tifton at 901 East 18th Street. TRMC s west

canmpus, located in Tifton at 2225 highway 41 North, is an outpatient .
Southwel | Health & Rehabilitation, also is located on the Southwell Medical

Form 990, Part VI, Line 6 — d asses of Menbers or Stockhol ders

Southwell, Inc. is the sole nenber of Tift Regional Health System Inc. . .

For Paperwork Reduction Act Notice, see the Instructions for Form 990 or 990-EZ. Schedule O (Form 990 or 990-EZ) 2020
DAA



84189HOSP

Schedule O (Form 990 or 990-EZ) 2020 Page 2
Name of the organization Employer identification number
Tift Regional Health System |nc. 45- 3072990

Southwell, Inc. is the sole nenber of Tift Regional Health System Inc. . .
direct the renoval of directors of TRHS, .

8) Approve any material incurrence of debt that requires an addendum to the

Master Trust Indenture, excluding capital |eases of |ess than $1, 000, 001;

9) Appoint or renove the Chair of the Board of Directors of TRHS;

11) Select the auditor firm for TRHS and approve the annual audit perfornmed

Page 1 of 4

Schedule O (Form 990 or 990-EZ) 2020

DAA



84189HOSP

Schedule O (Form 990 or 990-EZ) 2020 Page 2
Name of the organization Employer identification number
Tift Regional Health System |nc. 45- 3072990

Form 990, Part VI, Line 9 - Oficers Wio Cannot Be Reached

Rubal Patel, MDD .
Form 990 is prepared by an independent Certified Public Accountant from .

Page 2 of 4

Schedule O (Form 990 or 990-EZ) 2020

DAA



84189HOSP

Schedule O (Form 990 or 990-EZ) 2020 Page 2
Name of the organization Employer identification number
Tift Regional Health System |nc. 45- 3072990

Page 3 of 4

Schedule O (Form 990 or 990-EZ) 2020

DAA



84189HOSP

Schedule O (Form 990 or 990-EZ) 2020 Page 2
Name of the organization Employer identification number
Tift Regional Health System |nc. 45- 3072990

Gin on Debt D stinguishment $ . 298,857

Equity Transfer to Southwell, Inc. ... $ -8,970,541

Book Tax Difference in Inconme from Subsidiary ... . . $ .. -31,161

............ ot al L ....% -8,702,845
Page 4 of 4

Schedule O (Form 990 or 990-EZ) 2020
DAA



84189HOSP

. . . OMB No. 1545-0047
?F%TEDQ%'(')')E R Related Organizations and Unrelated Partnerships °
u Complete if the organization answered "Yes" on Form 990, Part IV, line 33, 34, 35b, 36, or 37. 2020
u Attach to Form 990. Open to Public
Department of the Treasury U Go to www.irs.gov/Form990 for instructions and_the, latest information. Inspection
Name of the organization Employer identification number
Tift Regionals Health System.  Inc. 45- 3072990
Part | Identification of Disregarded Entities. Complete if the organization answered “Yes” on Form 990, Part 1V, line 33.
(@) (b) (c) (d) (e) (®)
Name, address, and EIN (if applicable) of disregarded entity Primary activity Legal domicile (state Total income End-of-year assets Direct controlling
or foreign country) entity
(1) Care Alliance
...... PO Box 2650 ... ... .. A7-4357229
Tifton GA 31793 ACO GA 10, 000 TRHS
@
(©)
@)
)
Part II Identification of Related Tax-Exempt Organizations. Complete if the organization answered “Yes” on Form 990, Part IV, line 34, because it had
one or more related tax-exempt organizations during the tax year.
@ ©) © @ © ® Secion S2()13)
Name, address, and EIN of related organization Primary activity Legal domicile (state Exempt Code section Public charity status Direct controlling controlled entity?
or foreign country) (if section 501(c)(3)) entity Yes No
(1 Sout hwel I, I nc.
....POBox 2650 58-1772605
Tifton GA 31793 Par ent GA 501c3 12c N A X
2 Southwell Ambul atory, Inc.
....POBox 2650 84-3430446
Tifton GA 31793 Med. Svcs. GA 501c3 3 Sout hwel | X
@ Tift Regional Medical Center Fnd
L PO BOX TAT 58-1705285
Tifton GA 31793 Fundr ai si n GA 501c3 12d N A X
@)
®)
For Paperwork Reduction Act Notice, see the Instructions for Form 990. Schedule R (Form 990) 2020

DAA



84189HOSP

Schedule R (Form 990) 2020 Tift Regional Health System |Inc. 45- 3072990 Page 2
Part Ill Identification of Related Organizations Taxable as a Partnership. Complete if the organization answered “Yes” on Form 990, Part IV, line 34,
because it had one or more related organizations treated as a partnership during the tax year.
@ (b) © @ © ® © () @ 0 ®
Name, address, and EIN of Primary activity Legal Direct controlling ~ Predominant Share of total Share of end-of- Dispro- Code V—UBI General or[ Percentage
related organization domicile entity income _(related, income year assets portionate amount in box 20 managing | OWnership
(state or, exté::]rgl:;egbm alloc.? of Schedule K-1 partner?
foreign tax under (Form 1065)
country) sections 512-514) ves| No ves| No
@
@
(©)
Q)
Part IV Identification of Related Organizations Taxable as a Corporation or Trust. Complete if the organization answered “Yes” on Form 990, Part IV,
line 34, because it had one or more related organizations treated as a corporation or trust during the tax year.
@ () © O C) ® © ) 0]
Name, address, and EIN of related organization Primary activity Legal domicile Direct controlling Type of entity Share of total Share of Percentage Section
(state or entity (C corp, S corp, income end-of-year assets ownership i%)i(t?c)wﬁe?
foreign country) or trust) entity?
Yes | No
MWTift Enterprises, Inc.
(PO Box 747
Tifton GA 31793 N A N A N A
58- 1986064 Hol di ng Co GA N A C X
@
(©)
Q)
DAA Schedule R (Form 990) 2020
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Schedule R (Form 990) 2020 Tift Regional Health System |Inc. 45- 3072990 Page 3

Part V Transactions With Related Organizations. Complete if the organization answered “Yes” on Form 990, Part 1V, line 34, 35b, or 36.

Note: Complete line.1 if any entity is listed in Parts II, Ill,.or IV of this schedule. Yes | No

1 During the tax year, did the organization/engage in any of the following transactions with one or' more related organizations listed in Parts 1l-IV?
a Receipt of (i) interest, (i) annuities, (iii) royalties, or (iv) rent from a controlled entity .~~~ © L o L la X
b Gift, grant, or capital contribution to related organization(s) i | X
c Gift, grant, or capital contribution from related organization(s) 1c | X
d Loans or loan guarantees to or for related organization(s) 1d X
e Loans or loan guarantees by related organization(s) le X
f Dividends from related organization(s) 1f X
g Sale of assets to related organization(s) 1g X
h Purchase of assets from related organization(s) 1h X
i Exchange of assets with related organization(s) 1i X
j Lease of facilities, equipment, or other assets to related organization(s) 1j X
k Lease of facilities, equipment, or other assets from related organization(s) 1k X
| Performance of services or membership or fundraising solicitations for related organization(s) 1l X
m Performance of services or membership or fundraising solicitations by related organization(s) im X
n Sharing of facilities, equipment, mailing lists, or other assets with related organization(s) in | X
0 Sharing of paid employees with related organization(s) 10 | X
p Reimbursement paid to related organization(s) for expenses 1p X
g Reimbursement paid by related organization(s) for expenses 19 X
r Other transfer of cash or property to related organization(s) 1r X
s Other transfer of cash or property from related OrgaNiZatioN(S) . . . . ... i 1s X

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

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

@

@

3

@

®)

(6)

Schedule R (Form 990) 2020
DAA
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Schedule R (Form 990) 2020 Ti ft Regi onal Health System Inc. 45- 3072990 Page 4

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

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

@ (b) © (d) © (®) ()] (h) (0] (0] (k)
Name, address, and EIN of entity Primary " activity Legal Predominant Are all partners Share of Share of Disproportionate Code V—UBI General or | Percentage
domicile | income (related, section total income end-of-year allocations? amount in box 20 managing ownership
assets of Schedule K-1 artner?
(statg or | unrelated, excluded 50‘1(0).(3) (Form 1065) P
foreign from tax under organizations?
country) | sections 512-514) Yes | No Yes | No Yes | No
@
@
©)]
Q]
®)
(6)
U]
®)
©)
(10)
11)

Schedule R (Form 990) 2020

DAA



84189HOSP

Schedule R (Form 990) 2020 _Ti ft Regional Health System |Inc. 45- 3072990 Page 5
Part VI Supplemental Information.
Provide additional information for responses to questions on Schedule R. See instructions.

Schedule R (Form 990) 2020
DAA



	Form 990, Page 1
	Form 990, Page 2
	Form 990, Page 3
	Form 990, Page 4
	Form 990, Page 5
	Form 990, Page 6
	Form 990, Page 7
	Form 990, Page 8 - Unit 1
	Form 990, Page 9
	Form 990, Page 10
	Form 990, Page 11
	Form 990, Page 12
	Form 990, Page 8 - Unit 2
	Form 990, Page 8 - Unit 3
	Schedule A, Page 1
	Schedule A, Page 2
	Schedule A, Page 3
	Schedule A, Page 4
	Schedule A, Page 5
	Schedule A, Page 6
	Schedule A, Page 7
	Schedule A, Page 8 - Unit 1
	Schedule B, Page 1
	Schedule B, Page 2 - Unit 1
	Schedule B, Page 2 - Unit 2
	Schedule B, Page 2 - Unit 3
	Schedule B, Page 2 - Unit 4
	Schedule B, Page 2 - Unit 5
	Schedule B, Page 2 - Unit 6
	Schedule B, Page 2 - Unit 7
	Schedule B, Page 2 - Unit 8
	Schedule B, Page 2 - Unit 9
	Schedule B, Page 2 - Unit 10
	Schedule B, Page 2 - Unit 11
	Schedule B, Page 2 - Unit 12
	Schedule B, Page 2 - Unit 13
	Schedule B, Page 2 - Unit 14
	Schedule C, Page 1
	Schedule C, Page 2
	Schedule C, Page 3
	Schedule C, Page 4
	Schedule D, Page 1
	Schedule D, Page 2
	Schedule D, Page 3
	Schedule D, Page 4
	Schedule D, Page 5 - Unit 1
	Schedule H, Page 1
	Schedule H, Page 2
	Schedule H, Page 3 - Unit 1
	Schedule H, Page 4 - Unit 1
	Schedule H, Page 5 - Unit 1
	Schedule H, Page 6 - Unit 1
	Schedule H, Page 7 - Unit 1
	Schedule H, Page 8 - Unit 1
	Schedule H, Page 8 - Unit 2
	Schedule H, Page 8 - Unit 3
	Schedule H, Page 8 - Unit 4
	Schedule H, Page 8 - Unit 5
	Schedule H, Page 9 - Unit 1
	Schedule H, Page 9 - Unit 2
	Schedule H, Page 9 - Unit 3
	Schedule H, Page 9 - Unit 4
	Schedule H, Page 10 - Unit 1
	Schedule H, Page 10 - Unit 2
	Schedule H, Page 10 - Unit 3
	Schedule H, Page 10 - Unit 4
	Schedule H, Page 10 - Unit 5
	Schedule H, Page 10 - Unit 6
	Schedule H, Page 10 - Unit 7
	Schedule I, Page 1 - Unit 1
	Schedule I, Page 2 - Unit 1
	Schedule J, Page 1
	Schedule J, Page 2 - Unit 1
	Schedule J, Page 2 - Unit 2
	Schedule J, Page 3 - Unit 1
	Schedule K, Page 1 - Unit 1
	Schedule K, Page 2 - Unit 1
	Schedule K, Page 3 - Unit 1
	Schedule K, Page 4 - Unit 1
	Schedule L, Page 1
	Schedule L, Page 2 - Unit 1
	Schedule O, Page 1
	Schedule O, Page 2 - Unit 1
	Schedule O, Page 2 - Unit 2
	Schedule O, Page 2 - Unit 3
	Schedule O, Page 2 - Unit 4
	Schedule R, Page 1 - Unit 1
	Schedule R, Page 2 - Unit 1
	Schedule R, Page 3 - Unit 1
	Schedule R, Page 4
	Schedule R, Page 5 - Unit 1

