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990 Return of Organization Exempt From Income Tax - OMBNo. 15450047 _ -
Form Under section 501{c), 527, or 4947(a){1) of the Internal Revenue Code {except private foundations) 20 1 5
Department of the Treasusy P Do not enter social security numbers on this form as it may be made public. Open to Public
Internaf Ravenua Service P Informatton about Form 990 and its instructions 1s at www.irs.qov/formgso. Inspection

A __For the 2015 calendar year, ortax year beglnning 08/01 /15  andending 07/31/16

B Checkif applioable: C Name of organization D Employar identification number
D Addtess change Phoebe Worth Medigal Center;, Inc. ' ]
[ weme chargo Ooieg pusiness as __ ‘ _ 38=3647394
Numiter snd street (or P.Q, box if mait is not delivered Lo street addross} Room/suite £ Telephone number
{ "} sl retuen 807 South Isabella,P.0. Box 545 229-776-6961
Fingl returnf Gty of town, state or province, country, and 21P of foreign postal code
{eminated e
) Sylvester GA 31791-0545 : G Gossrecatptss 15,343,734
D A felurn F Name and address of principal officer:
D Appication pending Kim Gilman Hia} Is this & group retum for subordinales? D Yes No
P.O., Box 545 Hib} Are 2 subordinates ingluded? D Yes D Ho
Svlvester GA 31791-0545 H"Ho," atach & ist. {sea instructians}
| Tax-enempt status: i}?{ 501(e)(3} f_} soige; ) & insertno) ﬂ 4947¢a1) of ﬂszr
2 Website: P> WWW . phoebehealth . COmm Hie) Group exemption number P
K _Formoforgarization: | Coporation | | Twst [ | Associaton | | Otwer B> | L Yestottomaton 2002 | w Stiooilesa somicte GA
Part | Summary
1 Briefly describe the organization's mission or most significant activities: .
8 . Providing charitable healthcare activities .. .. ... ... .
§ ........................................................................................................................................................
g) et eeaeasieneres T R AR e e st et et e e et r e e e e et m ekt a s
3 2 Check this box D if the organization discontinued ts operations or disposed of more than 25% of its net assets,
| 3 Number of voling members of the govemning body (Part Vi tine 12y . 3 9
&{ 4 Mumber of independent voting members of the governing body (PartVl fine i) 4 5
S 1 & Total number of Individuals employed in calendar year 2015 (PartV, ine28y 5§ | 222
21 & Total oumber of volunteers (estimate if necessary) 6! 9
7a Total unrelated business ravenue from Part VIIf, column (C), bine 12 7a 0
b Net unrelated business taxable income from Form 990-T, line 34 . . . .00 o o . 7b Q
] Prior Yoas Current Year
o| 8 Contributions and grants (Pact Vil line thy 475,353 464,312
2| 9 Program service revenue (Part VIli, ine 20) e, 14,550,480] 14,628,814
Z | 10 lnvestmentincome (Part VIIL, column (A), fines 3, 4, and7d) 7,024 39,827
%1 11 Other revenue (Part VIll, column (A), lines 5, 6d, 8¢, 8¢, 10, and 11e) L L 434,787 191,477
42 Total revenue — add lines 8 through 41 (must equal Part VIIi, column (&), tine 42y .. . 15,467,644} 15,324,430
13 Grants and simitar amounts paid (Part IX, column (A}, fines +-3y 45,619 51,476
14 Benefits paid fo or for members (Part iX, column (A}, line 4) o e . 6
@ | 15 Safaries, other compensation, employee benefits (Part IX, column (A), tnes 5-10) 1,252,536 8,192,960
21 46aProfessional fundraising fees (Part IX, column (A), line 11} e 0
8L b Total fundraising expenses (Part IX, column (D), lne 28)» 0 _______ ' ' : _
b 47 Other expenses {Part IX, column (A), lines 11a-11d, 196-24e) 8,491,356 8,735,303
18 Total expenses. Add lines 1317 (must equal Part IX, column (A), fine 28) . 15,789,511 16,979,739
19 Revenue less expenses. Subtract line 18 from line 12 e -321,867 ~1,655,309
5 Beglnning of Current Year End of Year
g% 20 Total assets (PartX,line ¥6) ... 8,957,980 9,768,791
25l 21 Total liabilities (Part X, ine 26) . ... o 13,535,996 16,002,116
237 22 Net assets or fund balances. Subtract line 21 from line 20 s I -4,578,016 -6,233,325

%

Part Il Signature Block

Under penalties of perjury, 1 dectare that | have examined this return, including accompanying schedules and statements, and to the best of my knowledge and belief, i is
lrue, cortect, and com}Igae. Deciaration of preparer (other than officer} is based on all information of which preparer has any knowledge.

) { A daaie ‘ IR TICYI)

Sign SRImattFe of officer Data
Here Candace Guarnieri CFO
Fype of print name and tite
PTIN

P : n .
rintfType proparer’s name Prgpagers signature AJ . H fD/aie / Chack ,r
Pald Jeffrey 8. Wright é L ) Ao I G/ 177 |setempiored | po0226270
{/ 075 o T

Preparer tr. .. .ve » Draffin & Tucke eawsend»  58-0914992

g

Use Only PO Box 71309
Firny's address P Albany, GA 31708-1309 ) Phone no. 229-883-7878
May the IRS discuss this relurn with the preparer shown above? (seeinstructions) .. . . ... m Yeos ﬂ No
form 990 (2015)

For Paperwork Reduction Act Notice, see the separate Instructions.
DAA
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Form 990 (2015) Phoebe Worth Medi cal Center, |nc. 38- 3647394 Page 2
Part Ill Statement of Program Service Accomplishments
Check if Schedule O contains a response or note to any line in this Part lll
1 Briefly describe the organization's mission:

Providing charitable healthcare activities

2 Did the organization undertake any significant program services during the year which were not listed on the
prior Form 990 or 990-EZ2 [ ves [X] no
If "Yes," describe these new services on Schedule O.

3 Did the organization cease conducting, or make significant changes in how it conducts, any program
Services? [ ves [X] no
If "Yes," describe these changes on Schedule O.

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

the total expenses, and revenue, if any, for each program service reported.

4a (Code: ) (Expenses $ 14, 721, 257 including grants of $ 51, 476 ) (Revenue $ 14, 633, 987 )

4d Other program services (Describe in Schedule O.)
(Expenses  $ including grants of $ ) (Revenue $ )
4e Total program service expenses U 14, 721, 257
DAA Form 990 (2015)
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Form 990 (2015) Phoebe Worth Medical Center, Inc. 38- 3647394 Page 3
Part IV Checklist of Required Schedules
Yes | No
1 Is the organization described in section 501(c)(3) or 4947(a)(1) (other than a private foundation)? If “Yes,”
complete Schedule A 1] X
2 Is the organization required to complete Schedule B, Schedule of Contributors (see instructions)? . 2 | X
3 Did the organization engage in direct or indirect political campaign activities on behalf of or in opposition to
candidates for public office? I fYes,” complete Schedule C, Part I_/" © 07 "L Ll L e 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, Part Il 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 III 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, Part Il 7

8 Did the organization maintain collections of works of art, historical treasures, or other similar assets? If “Yes,’
complete Schedule D, Part Ill 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, Part IV 9

10 Did the organization, directly or through a related organization, hold assets in temporarily restricted

endowments, permanent endowments, or quasi-endowments? If “Yes,” complete Schedule D, Part V 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, Part VI 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 167 If "Yes," complete Schedule D, PartvitZ- -~~~ 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, Partvat ... 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 167 If "Yes," complete Schedule D, Part IX 11d
e Did the organization report an amount for other liabilities in Part X, line 25? If "Yes," complete Schedule D, Pat X 11e | X
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 uf | X
12a Did the organization obtain separate, independent audited financial statements for the tax year? If “Yes,” complete
Schedule D, Parts XIand XL . 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)(ii)? If “Yes,” complete Schedue € 13 X
14a 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 lland IV 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 VIl lines 1c and 8a? If "Yes," complete Schedule G, Partl 18 X
19 Did the organization report more than $15,000 of gross income from gaming activities on Part VIII, line 9a?
If "Yes," complete Schedule G, Part Wl . .. ... ... ... ... 000 19 X

Form 990 (2015)

DAA
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Form 990 (2015) Phoebe Worth Medical Center, Inc. 38- 3647394 Page 4
Part IV Checklist of Required Schedules (continued)
Yes | No
20a Did the organization operate one or more hospital facilities? If “Yes,” complete Schedute 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 | and |l 21

22 Did the organization.report more than $5,000 of grants or other assistance to or for/domestic. individuals on
Part IX, column (A), line 27 If “Yes,” complete Schedule I, Parts l'and Il 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, directors, trustees, key employees, and highest compensated

employees? If "Yes," complete Schedule J 23 | X

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

through 24d and complete Schedule K. If “No," go to line 25a . 242 X
b Did the organization invest any proceeds of tax-exempt bonds beyond a temporary period excepton? 24b
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
d Did the organization act as an “on behalf of” issuer for bonds outstanding at any time during the yearz 24d
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, Part | 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, 6, or 22 for receivables from or payables to any
current or former officers, directors, trustees, key employees, highest compensated employees, or
disqualified persons? If "Yes," complete Schedule L, Part || 26 X

27 Did the organization provide a grant or other assistance to an officer, director, trustee, key employee,
substantial contributor or employee thereof, a grant selection committee member, or to a 35% controlled
entity or family member of any of these persons? If “Yes,” complete Schedule L, Part IlI 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, or key employee? If "Yes," complete Schedule L, Parttivy. 28a X
b A family member of a current or former officer, director, trustee, or key employee? If "Yes," complete
Schedule L Part IV 28 X
¢ An entity of which a current or former officer, director, trustee, or key employee (or a family member thereof)
was an officer, director, trustee, or direct or indirect owner? If “Yes,” complete Schedule L, Parttv. 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 Schedule M 30 X
31 Did the organization liquidate, terminate, or dissolve and cease operations? If “Yes,” complete Schedule N,
Part L 31 X
32 Did the organization sell, exchange, dispose of, or transfer more than 25% of its net assets? If "Yes,"
complete Schedule N, Part Il 32 X
33 Did the organization own 100% of an entity disregarded as separate from the organization under Regulations
sections 301.7701-2 and 301.7701-37 If “Yes," complete Schedule R, Part| 33 X
34  Was the organization related to any tax-exempt or taxable entity? If “Yes,” complete Schedule R, Parts II, I,
or IV, and PartV, line 1 34 | X
35a Did the organization have a controlled entity within the meaning of section 512(b)13y> ... 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, ine2 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, line 2 36 X
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,
PartVl 37 X
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

Form 990 (2015)
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Form 990 (2015) Phoebe Worth Medical Center, Inc. 38-3647394

Part V Statements Regarding Other IRS Filings and Tax Compliance

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

Yes | No
la Enter the number reported in Box 3 of Form 1096. Enter -0- if not applicable 1a | 23
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) winnings to prize winhers? " 0 L0 L el e L e 1c
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 | 222
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 in Schedye0 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
BOOUM? | L 4 X
b If “Yes,” enter the name of the foreign country:
See instructions for filing requirements for FINCEN Form 114, Report of Foreign Bank and Financial Accounts
(FBAR).
5a Was the organization a party to a prohibited tax shelter transaction at any time during the tax yearz 5a X
b Did any taxable party notify the organization that it was or is a party to a prohibited tax shelter transacton? 5b X
If “Yes” to line 5a or 5b, did the organization file Form 8886-T2 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 o file FOrM 82827 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 contrget? 7e X
f Did the organization, during the year, pay premiums, directly or indirectly, on a personal benefit contrget> 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 49662 9a
b Did the sponsoring organization make a distribution to a donor, donor advisor, or related person? 9b
10  Section 501(c)(7) organizations. Enter:
a Initiation fees and capital contributions included on Part vil, line 12~~~ 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 SharehOIders ........................................................ 1la
b  Gross income from other sources (Do not net amounts due or paid to other sources
against amounts due or received from them.) 11b
12a Section 4947(a)(1) non-exempt charitable trusts. Is the organization filing Form 990 in lieu of Form 10412 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
c Enter the amount Of reserves on hand ................................................................ 13C
1l4a Did the organization receive any payments for indoor tanning services during the tax year> l4a X
b If "Yes," has it filed a Form 720 to report these payments? If "No," provide an explanation in Schedule O ............................ 14b
DAA Form 990 (2015)
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Form 990 (2015) Phoebe Worth Medical Center, Inc. 38- 3647394 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 in Schedule O. See instructions.
Check if Schedule O contains a response or note to any line in this Part VI ... ... .. ... |7|_
Section A. Governing Body and Management
Yes [ No
la Enter the-number of voting members of the governing body at the end of the tax year  ~ -~ | 1a |19
If there are material differences in voting rights among members of the governing body, or
if the governing body delegated broad authority to an executive committee or similar
committee, explain in Schedule O.
b Enter the number of voting members included in line 1a, above, who are independent 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, or 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 Dody? ga | X
b Each committee with authority to act on behalf of the governing body? . 8b | 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 in Schedule O . ... .....................cocoioo.... 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 affiliates? 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 to line1t3 ... .. 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 120 | X
13 Did the organization have a written whistleblower policy? 13 | X
14  Did the organization have a written document retention and destruction policy? 14 | X
15 Did the process for determining compensation of the following persons include a review and approval by
independent persons, comparability data, and contemporaneous substantiation of the deliberation and decision?
The organization's CEO, Executive Director, or top management official 15a X
b Other officers or key employees of the organization 15b 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 arrangements? . . . . . . . . . ...l 16b

Section C. Disclosure
17 List the states with which a copy of this Form 990 is required to be filed U GA ..........................................................................
18  Section 6104 requires an organization to make its Forms 1023 (or 1024 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 in Schedule O)
19  Describe in 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
Candace Quarnieri, CFO P. O Box 545
Syl vest er GA 31791-0545 229-776-6961

DAA Form 990 (2015)
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Form 990 (2015) Phoebe Worth Medi cal

Cent er,

I nc.

38- 3647394

Page 7

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

e 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.

List persons in the following order: individual trustees or directors; institutional trustees; officers; key employees; highest

compensated employees; and forme

r such persons.

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
hours per (do not check more than one compensation compensation from amount of
week box, unless person is both an from related other
(list any officer and a director/trustee) the organizations compensation
hours for SS[SsTol = ez[ T organization (W-2/1099-MISC) from the
related 22l2| 3|2 |2§|§ (W-2/1099-MISC) organization
organizations §§- g., 8 g %2 S and related
below dotted §’2 2 % “’8 organizations
line) g é “:2 _(gn
aJoel Werni ck
USROS N 1.00
Bd Menber/PPHS CEO 54.00 [ X X 0 1,023, 106 1,166, 168
@Joe Austin
T B 1.00
Bd Menber/ PPHS COO 53.00 [X X 0 848,171 180, 931
@) Don Mbnk
SRR B 1.00
Chai r man 0.00 [X X 0 0 0
@ Johnny Cochr an
R B 1.00
Vice Chair 0.00 [X X 0 0 0
e Chris Shipp
] 1.00
Board Menber 0.00 [X 0 0 0
eMary King G veng
] 1.00
Board Menber 1.00 [X 0 0 0
mWayne Senkbei |
] 1.00
Board Menber 0.00 [X 0 0 0
e Natu Patel, MD.
] 1.00
Board Menber 0.00 [X 0 0 0
@Shirl ey Thomas
] 1.00
Board Menber 0.00 [X 0 0 0
@) Brian Church
SR B 1.00
PPHS CFO 54. 00 X 0 268, 655 18, 925
anKim G | man
SR B 25.00
CEQ CNO 25. 00 X 0 231, 798 1, 239
DAA

Form 990 (2015)
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Form 990 (2015) Phoebe Worth Medical Center, Inc. 38- 3647394 Page 8
Part VII Section A. Officers, Directors, Trustees, Key Employees, and Highest Compensated Employees (continued)
Q)] (B) © (D) B) A
Name and title Average Position Reportable Reportable Estimated
hours per (do not check more than one compensation compensation from amount of
week box, unless person is both an from related other
(list any officer and a director/trustee) the organizations compensation
hours for o= = = ozl o organization (W-2/1099-MISC) from the
related 2| 2 g & |2&] 2 (W-2/1099-MISC) organization
organizations é'é‘ g 3 @ Qg (31, and related
below dotted %i S é 80 N organizations
. = [} o) =]
line) =1 35 =
24 o | B
gl a @
g :
(12) Candace GCuarnieri
) 25.00
CFO 25. 00 X 0 121, 489 13,461
(13) M ssy East
PRSI 40. 00
M d- Level Practioner 0. 00 X 115, 868 3, 698 17,122
(14) Torey Barton
) 40. 00
Phar maci st 0. 00 X 109, 186 0 2,585
(15) Kerry Louderm Ik
TTRRU ST RPRRNS RO 0.00
For ner PPHS CFO 0. 00 X 0 912,481 18, 633
1b Sub-total ... u 225, 054 3,409, 398 1,419, 064
c Total from continuation sheets to Part VII, Section A ... ... .. u
Total (add lines 1b and 1€) ..o ooooioiiiie e u 225, 054 3,409, 398 1,419, 064
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, or 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 $150,000? If “Yes,” complete Schedule J for such
INGVIAUBL 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 .. ... ... ... ... iiooiiieiiieioo.... 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.
A B C
Name and b(us)lness address Descriptio(n )of services Comp(en)sation
Aranmark Corporation 25271 |Network Pl ace
Chi cago | L 60673-1252| Dietary Service 548, 721
The Rose G oup 817 NW 56th Terrace Suite A
Gainesville FL 32605-6401] Nursing Service 107, 272
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 2

DAA
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Part VIl  Statement of Revenue
Check if Schedule O contains a response or note to any line in this Part VIl .. . . . .. . ... ... ... ... . |:|
QY B) © D)
Total revenue Related or Unrelated Revenue
exempt business excluded from tax
function revenue under sections
revenue 512-514
%g la Federated.campaigns ______ la
5ol b Membershipidues | = 1b
(,,—5 ¢ Fundraising events 1c
"8_:_? d Related organizatons 1d
gug) € Government grants (contributions) le 464, 312
_g 5 f Al other contributions, gifts, grants,
35 and similar amounts not included above 1f
‘Eg g Noncash contributions included in lines 1a-1f: S
S8&| h Total. Add lines 1a=1f .. oo\ u 464, 312
% Busn. Code
S| 2a  net Patient Service Revenue | 623000] 14,628 814| 14,628, 814
o b
g | T o
S
B d
e
2 f All other program service revenue ........ ..
| g Total. Addlines 2a=2f... ... ... ... u 14, 628, 814
3 Investment income (including dividends, interest,
and other similar amounts) u 5, 827 5, 827
4 Income from investment of tax-exempt bond proceeds u
5 Royalties ... . . u
(i) Real (i) Personal
6a Gross rents 51, 660
b Less: rental exps. 19, 304
C Rental inc. or (loss) 32, 356
d Net rental income or (I0SS) ........................... u 32, 356 32, 356
a Gioss amount fom () Securiies (i) Other
other than inventory| 34, 000
b Less: cost or other
basis & sales exps.
¢ Gain or (loss) 34, 000
d Netgain or (I0SS) ............ccoiiii ... u 34, 000 34, 000
o | 8a Gross income from fundraising events
2| wonoudegs
&3 of contributions reported on line 1c).
= See Part IV' lne18 . a
E b Less: direct expenses b
© ¢ Net income or (loss) from fundraising events ........ u
9a Gross income from gaming activities.
See Part IV' Iine 9 a
b Less: direct expenses b
¢ Net income or (loss) from gaming activities .......... u
10a Gross sales of inventory, less
returns and allowances a
b Less: cost of goods sold b
¢ Net income or (loss) from sales of inventory ......... u
Miscellaneous Revenue Busn. Code
la  Cafeteria . ... 722513 138, 187 138, 187
b Medical Records .. ... . . 621990 10, 355 10, 355
c  Enployee Pharmacy . ... .. . 621990 5, 406 5, 406
d All other revenue .. ......... ... .. ... ... ... 621990 5,173 5,173
€ TOtal Add llnes 11a_11d ............................ u 159’ 121
12 Total revenue. See instructions. .................... u 15, 324, 430 14, 633, 987 226,131

DAA
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Part IX

Statement of Functional Expenses

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

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

Do not include amounts reportEd on lines 6b’ Total (ei)penses Prograr(r?)service Manageﬁ)ent and Fund(lz)ising
7b, 8b, 9b, and 10b. of Part VIII. expenses general expenses expenses
1  Grants and other-assistance to domestic organizations
and domestic govemments. See Part IV, ine 21 .~ 51, 476 51, 476
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 15and 16
4 Benefits paid to or for members
5 Compensation of current officers, directors,
trustees, and key employees
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 5,800, 131 5, 358, 950 441,181
8 Pension plan accruals and contributions (include
section 401(k) and 403(b) employer contributions) 123, 573 114, 174 9, 399
9 Other employee benefts 1,839, 041 1,699, 156 139, 885
10 Payroll taxes ... 430, 215 397, 491 32, 724
11 Fees for services (non-employees):
a Management 116,670 116,670
b legal
¢ Accountng 63, 000 63, 000
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, list line 11g expenses on Schedule 0.) 4, 626, 270 4, 187, 508 438, 762
12 Advertising and promotion 28, 488 7,417 21,071
13 Office expenses 943, 682 902,474 41, 208
14 Information technology . . . .. ... |
15 Royalties
16 Occupancy ... 324, 205 256, 182 68, 023
17 Travel 24, 391 13,928 10, 463
18 Payments of travel or entertainment expenses
for any federal, state, or local public officials
19 Conferences, conventions, and meetings
20 IntereSt ......................................
21 Payments to afflates . ...
22 Depreciation, depletion, and amortization 805, 132 636, 202 168, 930
23 nsurance 390, 112 390, 112
24 Other expenses. Itemize expenses not covered
above (List miscellaneous expenses in line 24e. If
line 24e amount exceeds 10% of line 25, column
(A) amount, list line 24e expenses on Schedule O.)
a Repairs & Maintenance 624, 742 468, 233 156, 509
b Medical Supplies . . 448, 119 448, 119
¢ Mscellaneous 168, 447 65, 036 103,411
d Dues & Subscriptions 121, 070 63, 936 57,134
e Allotherexpenses 50, 975 50, 975
25 Total functional expenses. Add lines 1 through 24e . .. 16, 979, 739 14, 721, 257 2, 258, 482 0
26 Joint costs. Complete this line only if the
organization reported in column (B) joint costs
from a combined educational campaign and
fundraising solicitation. Check here u |:| if
following SOP 98-2 (ASC 958-720) .. ... . .........
DAA

Form 990 (2015)



68205

Form 990 (2015) Phoebe Wirth Medical Center, Inc. 38-3647394

Part X Balance Sheet
Check if Schedule O contains a response or note to any line in this Part X ... ... .. et D_
) (B)
Beginning of year End of year
1 Cash—noninterest bearing " [ g 2,453,505] 1 3,092, 350
2 Savings.and temporary cash investments " (L O 0 387,841| >
3 Pledges and grants receivable, net. | L Tl el el e 3
4 Accounts receivable, net L 1,888,121/ 4 1,721, 800
5 Loans and other receivables from current and former officers, directors,
trustees, key employees, and highest compensated employees.
Complete Part Il of Schedule L 5
6 Loans and other receivables from other disqualified persons (as defined under section
4958(f)(1)), persons described in section 4958(c)(3)(B), and contributing employers and
sponsoring organizations of section 501(c)(9) voluntary employees' beneficiary
%) organizations (see instructions). Complete Part Il of SchedueL 6
3| 7 Notes and loans recovable net 7
<| 8 Inventories forsaleoruse 168, 373 8 161, 803
9 Prepaid expenses and deferred charges 98, 739] o 165, 839
10a Land, buildings, and equipment: cost or
other basis. Complete Part VI of Schedule D 10a 10,194,679
b Less: accumulated depreciaton 10b 5, 633, 788 3,913, 885] 10c 4,560, 891
11 Investments—publicly traded securifies . 11
12 Investments—other securities. See Part IV, line11. 12
13 Investments—program-related. See Part Iv, line11~.......... 13
14 Intangible assets 14
15 Other assets. See Part IV, line 11 47,5161 15 66, 108
16 Total assets. Add lines 1 through 15 (must equal line 34) .............................. 8, 957, 980 16 9, 768, 791
17 Accounts payable and accrued expenses 1,972, 727] 17 1,321,798
18 Grants payable 18
19 Deferred TV U 19
20 Tax-exempt bond liabilities 20
21 Escrow or custodial account liability. Complete Part IV of ScheduleD 21
? 22 Loans and other payables to current and former officers, directors,
h= trustees, key employees, highest compensated employees, and
E disqualified persons. Complete Part Il of Scheduet 22
—' |23 Secured mortgages and notes payable to unrelated third paries 23
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 .. 11,563,269| 25| 14, 680, 318
26 Total liabilities. Add lines 17 through 25 .\ 13,535,996 26 16, 002, 116
Organizations that follow SFAS 117 (ASC 958), check here u and
§ complete lines 27 through 29, and lines 33 and 34.
& |27 Unrestricted netassets -4,578,016] 27| -6, 233, 325
@ |28 Temporarily restricted net assets 28
2|29 Permanently restricted net assets 29
I Organizations that do not follow SFAS 117 (ASC 958), check here u and
E complete lines 30 through 34.
§ 30 Capital stock or trust principal, or current funds 30
£ |31 Paid-in or capital surplus, or land, building, or equipment fund 31
g 32 Retained earnings, endowment, accumulated income, or other funds 32
33 Total net assets or fund balances -4,578,016]1 33| -6,233, 325
34 Total liabilities and net assets/fund balances ................... ... ..., 8, 957, 980 34 9, 768, 791

DAA
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Part XI Reconciliation of Net Assets
Check if Schedule O contains a response or note to any line in this Part XI . D_
1 Total revenue (must equal Part VI, column (A), line 12) 1| 15,324, 430
2 Total expenses (must equal Part IX, column (A), line 25) 2 | 16,979, 739
3 Revenue less expenses; Subtractline 2 from fine 1 gt 3 | -1,655,309
4 Net assets.or fund balances at beginning of year (must equal Part X, line 33, column (A)) ~ = 4 -4, 578, 016
5 Net unrealized gains (losses) on investments | | [ w0 o s s L 5
6 Donated Ser\nces and use Of faC'lltleS .................................................................................... 6
7o Investment eXPeNSES | 7
8 Prior period adjustments 8
9 Other changes in net assets or fund balances (explain in Schedueo) 9
10 Net assets or fund balances at end of year. Combine lines 3 through 9 (must equal Part X, line
33, 00MMN (B)) oo 10 -6, 233, 325
Part XIl Financial Statements and Reporting
Check if Schedule O contains a response or note to any line in this Part XII . |:|
Yes | No
1 Accounting method used to prepare the Form 990: |:| Cash Accrual |:| Other
If the organization changed its method of accounting from a prior year or checked “Other,” explain 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 in
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-1332 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 in Schedule O and describe any steps taken to undergo such audits. ........................... 3b

DAA

Form 990 (2015)
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SCHEDULE A Public Charity Status and Public Support OV No. 1545.0047
(Form 990 or 990-EZ) Complete if the organization is a section 501(c)(3) organization or a section 20 15
4947(a)(1) nonexempt charitable trust.
b u Attach to Form 990 or Form 990-EZ. Open to Public
epartment of the Treasury N
Internal Revenue Service u Information about Schedule A (Form 990 or 990-EZ) and its instructions is at www.irs.gov/form990. Inspection
Name of the organization Employer identification number
Phoebe Wrth Medical * Center;, /I'nc. 38- 3647394
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 11, 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)(ii).

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

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

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

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

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

9 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 33 1/3% 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.)

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

11 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 11a through 11d that describes the type of supporting organization and complete lines 11e, 11f, and 11g.

a |:| 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 llI
functionally integrated, or Type Ill 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 1-9 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 Schedule A (Form 990 or 990-EZ) 2015

Form 990 or 990-EZ.
DAA
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Schedule A (Form 990 or 990-E2) 2015 _Phoebe Worth Medical Center, Inc. 38-3647394 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 (@) 2011 (b) 2012 (c) 2013 (d) 2014 (e) 2015 (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 (@) 2011 (b) 2012 (c) 2013 (d) 2014 (e) 2015 (f) Total
7 Amounts from Ilne 4 .....................
8  Gross income from interest, dividends,
payments received on securities loans,
rents, royalties and income from similar
SOUMCeS ... ... ...
9  Net income from unrelated business
activities, whether or not the business
is regularly carried on ... ... .. ... ... .. ..
10  Other income. Do not include gain or
loss from the sale of capital assets
(Explain in Part VI.) .....................
11  Total support. Add lines 7 through 10
12 Gross receipts from related activities, etc. (see instructions) [ 12

13  First five years. If the Form 990 is for the organization’s first, second, third, fourth, or fifth tax year as a section 501(c)(3)
organization, check this box and stop here

Section C. Computation of Public Support Percentage

14 Public support percentage for 2015 (line 6, column (f) divided by line 11, courin¢tyy ~..............
15 Public support percentage from 2014 Schedule A, Part Il, line 14
16a 33 1/3% support test—2015. 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—2014. 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—2015. 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—2014. 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) 2015
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Schedule A (Form 990 or 990-E7) 2015 Phoebe Worth ©Medical Center, |nc. 38-3647394 Page 3

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

(Complete only if you checked the box on line 9 of Part | or if the organization failed to qualify under Part Il.
If the organization fails to qualify under the tests listed below, please complete Part 11.)

Section A. Public Support

Calendar year (or-fiscal year beginning in) u (@) 2011 (b) 2012 (c) 2013 (d) 2014 (e) 2015 (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
C Add Ilnes 7a and 7b .....................
8  Public support. (Subtract line 7c from
ine6) .. .. .0
Section B. Total Support
Calendar year (or fiscal year beginning in) u (a) 2011 (b) 2012 (c) 2013 (d) 2014 (e) 2015 (f) Total
9 Amounts from Ilne 6 .....................
10a Gross income from interest, dividends,
payments received on securities loans, rents,
royalties and income from similar sources .. ..
b Unrelated business taxable income (less
section 511 taxes) from businesses
acquired after June 30, 1975
¢ Addlines10aand 10b
11 Net income from unrelated business
activities not included in line 10b, whether
or not the business is regularly carried on .. ..
12 Other income. Do not include gain or
loss from the sale of capital assets
(Explain in Part VI.)
13  Total support. (Add lines 9, 10c, 11,
and 12)
14  First five years. If the Form 990 is for the organization’s first, second, third, fourth, or fifth tax year as a section 501(c)(3)
organization, check this box and stop here ... .. .. .. ... > []
Section C. Computation of Public Support Percentage
15  Public support percentage for 2015 (line 8, column (f) divided by line 13, courtn ¢y ...~ 15 %
16 Public support percentage from 2014 Schedule A, Part Ill, line 15 . ... . . . . e 16 %
Section D. Computation of Investment Income Percentage
17  Investment income percentage for 2015 (line 10c, column (f) divided by line 13, courn ¢ty 17 %
18 Investment income percentage from 2014 Schedule A, Part Ill, linet7. 18 %
19a 33 1/3% support tests—2015. 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 organizaton > |:|
b 33 1/3% support tests—2014. 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 organizaton >
20 Private foundation. If the organization did not check a box on line 14, 19a, or 19b, check this box and see instructions . ... ... ... ... . . . »

DAA
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Schedule A (Form 990 or 990-E2) 2015 _Phoebe Wirth Medical Center, 1nc. 38- 3647394 Page 4
Part IV Supporting Organizations
(Complete only if you checked a box in line 11 on Part I. If you checked 11a of Part I, complete Sections A
and B. If you checked 11b of Part |, complete Sections A and C. If you checked 11c of Part I, complete
Sections A, D, and E. If you checked 11d of Part |, complete Sections A and D, and complete Part V.)
Section A.JAllsSupporting 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
(b) and (c) 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 11a or 11b 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 (b) and (c) below (if applicable). Also, provide detail in Part VI, including (i) the names and EIN
numbers of the supported organizations added, substituted, or removed; (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
(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 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) 2015
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Schedule A (Form 990 or 990-E2) 2015 Phoebe Wbrth Medical Center, Inc. 38- 3647394 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 (b) and (c)
below; the governing body of a“supported organization? lla

b A family.member of a person described in (a) above? 11b
c A 35% controlled entity of a person described in (a) or (b) above? If "Yes" to a, b, or ¢, provide detail in Part VI. 11c
Section B. Type | Supporting Organizations

Yes No

1 Did the directors, trustees, or membership of one or more supported organizations have the power to
regularly appoint or elect at least a majority of the organization’s directors or trustees at all times during the
tax year? If "No," describe in Part VI how the supported organization(s) effectively operated, supervised, or
controlled the organization’s activities. If the organization had more than one supported organization,
describe how the powers to appoint and/or remove directors or trustees were allocated among the supported
organizations and what conditions or restrictions, if any, applied to such 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 (2), did the organization’s supported organizations have a
significant voice in the organization’s investment policies and in directing the use of the organization’s
income or assets at all times during the tax year? If "Yes," describe in Part VI the role the organization’s
supported organizations played in this regard. 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 government entity (see instructions).

2 Activities Test. Answer (a) and (b) 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 (a) constitute activities that, but for the organization’s involvement, one or more
of the organization’s supported organization(s) would have been engaged in? If "Yes," explain in Part VI the
reasons for the organization’s position that its supported organization(s) would have engaged in these

activities but for the organization’s involvement. 2b
3 Parent of Supported Organizations. Answer (a) and (b) below.
a Did the organization have the power to regularly appoint or elect a majority of the officers, directors, or

trustees of each of the supported organizations? Provide details in Part VI. 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) 2015
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Schedule A (Form 990 or 990-E2) 2015 Phoebe Worth Medi cal Center, |nc. 38- 3647394 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. See instructions. All
other Type Ill non-functionally integrated supporting organizations must complete Sections A through E.

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

instructions).

Schedule A (Form 990 or 990-EZ) 2015
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Schedule A (Form 990 or 990-E7) 2015 Phoebe Worth ©Medical Center, |nc.

38- 3647394 Page 7

Part V

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

Section D - Distributions

Current Year

1

Amounts paid to supported organizations to accomplish exempt purposes

2

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

organizations, in excess of income from activity

Administrative expenses paid to accomplish exempt purposes of supported organizations

Amounts paid to_acquire exempt-use assets

Qualified set-aside amounts (prior IRS approval required)

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

Total annual distributions. Add lines 1 through 6.

(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 2015 from Section C, line 6

1

0

Line 8 amount divided by Line 9 amount

Section E - Distribution Allocations (see instructions)

@

Excess Distributions

(ii)
Underdistributions
Pre-2015

(iii)
Distributable
Amount for 2015

Distributable amount for 2015 from Section C, line 6

Underdistributions, if any, for years prior to 2015
(reasonable cause required-see instructions)

Excess distributions carryover, if any, to 2015:

From 2013 ... . ... . ...

From 2014 ... . ... . ..

Total of lines 3a through e

Applied to underdistributions of prior years

S K (™o (alo oo

Applied to 2015 distributable amount

Carryover from 2010 not applied (see instructions)

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

Distributions for 2015 from Section
D, line 7: $

Applied to underdistributions of prior years

Applied to 2015 distributable amount

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

5 Remaining underdistributions for years prior to 2015, if
any. Subtract lines 3g and 4a from line 2 (if amount
greater than zero, see instructions).

6  Remaining underdistributions for 2015. Subtract lines 3h
and 4b from line 1 (if amount greater than zero, see
instructions).

7  Excess distributions carryover to 2016. Add lines 3j
and 4c.

8  Breakdown of line 7:

a

b

c Excess from2013 ... . .. .. . ... ... ... ... ... ...
d Excess from2014 ... ... . .. . .. . . . . .. . . . ... ...
e Excess from 2015

DAA
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Schedule A (Form 990 or 990-E2) 2015 Phoebe Wbrth Medical Center, Inc. 38- 3647394 Page 8
Part VI Supplemental Information. Provide the explanations required by Part Il, line 10; Part I, line 17a or 17b; Part
Ill, line 12; Part IV, Section A, lines 1, 2, 3b, 3c, 4b, 4c, 5a, 6, 9a, 9b, 9¢, 11a, 11b, and 11c; Part IV, Section
B, lines 1 and 2; Part IV, Section C, line 1; Part IV, Section D, lines 2 and 3; Part IV, Section E, lines 1c, 2a, 2b,
3a and 3b; Part V, line 1; Part V, Section B, line 1e; Part V, Section D, lines 5, 6, and 8; and Part V, Section E,
lines 2, 5, /and 6. Also complete this part for any additional information. (See instructions.)

DAA Schedule A (Form 990 or 990-EZ) 2015
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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. 2015

Department of the Treasury . o . . .

Internal Revenue Service U Information about Schedule B (Form 990, 990-EZ, or 990-PF) and its instructions is at www.irs.gov/form990.

Name of the organization Employer identification number
Phoebe Wrth Medical Center, Inc. 38- 3647394

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 (i) Form 990-EZ, line 1. Complete Parts | and II.

|:| For an organization described in section 501(c)(7), (8), or (10) filing Form 990 or 990-EZ that received from any one
contributor, during the year, total contributions of more than $1,000 exclusively for religious, charitable, scientific,
literary, or educational purposes, or for the prevention of cruelty to children or animals. Complete Parts |, Il, and IlI.

|:| 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. Do not 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 > 3

Caution. An organization that is not covered by the General Rule and/or the Special Rules does not 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 I, line 2, to certify that it does not 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) (2015)

DAA
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Schedule B (Form 990, 990-EZ, or 990-PF) (2015) Page 1 of 1 Page 2
Name of organization Employer identification number
Phoebe Wirth Medical Center, Inc. 38-3647394
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
L Persan
Payroll .
......A48,500 | noncash [ |
____________________________________________________________________________ (Complete Part Il for
noncash contributions.)
@ (b) (©) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
2 Person
Payroll .
___________________________________________________________________________________________ 15,812 | nNoncash ||
____________________________________________________________________________ (Complete Part Il for
noncash contributions.)
@ (b) (©) C)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
.................................................................................. Person
Payroll
........................................................................................................ NoncaSh
____________________________________________________________________________ (Complete Part Il for
noncash contributions.)
@ (b) (©) C)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
.................................................................................. Person
Payroll
........................................................................................................ NoncaSh
____________________________________________________________________________ (Complete Part Il for
noncash contributions.)
@) (b) (©) C)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
.................................................................................. Person
Payroll
........................................................................................................ NoncaSh
____________________________________________________________________________ (Complete Part Il for
noncash contributions.)
@) (b) (©) C)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
.................................................................................. Person
Payroll
........................................................................................................ NoncaSh
____________________________________________________________________________ (Complete Part Il for
noncash contributions.)

DAA
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SCHEDULE C Political Campaign and Lobbying Activities OMB No. 1545.0047
Form 990 or 990-EZ o . .
( ) For Organizations Exempt From Income Tax Under section 501(c) and section 527 2015

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 Information about Schedule C (Form 990 or 990-EZ) and its instructions is at www.irs.gov/form990. Inspection

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

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

Phoebe Wirth Medical Center, Inc. 38-3647394
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.
2 Poliical expenditures us
3 Volunteer hours

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 secton49%s 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 fle Form 4720 for this year? |:| Yes |:| No
4 Wasa corection made? [ves [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

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

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

e 7D . us
4 Did the filing organization file Form 1120-POL for this year? . |:| Yes |:| No

5 Enter the names, addresses and employer identification number (EIN) of all section 527 palitical 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) 2015
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Schedule C (Form 990 or 990-E7) 2015 Phoebe Worth Medi cal Center, | nc. 38- 3647394

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

Limits lon Lobbying Expenditures (a) Filing (b) Affiated
(The term “expenditures” means amounts paid or incurred.) organization's totals group totals

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

b Total lobbying expenditures to influence a legislative body (direct lobbying)
¢ Total lobbying expenditures (add lines 1a and 1b) .
d Other exempt purpose expenditures
e Total exempt purpose expenditures (add lines 1cand 4d)
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 line 1f)

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

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

j If there is an amount other than zero on either line 1h or 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) (@) 2012 (b) 2013 (c) 2014 (d) 2015 (e) Total

2a Lobbying nontaxable amount

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

c Total lobbying expenditures

d Grassroots nontaxable amount

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

f Grassroots lobbying expenditures

Schedule C (Form 990 or 990-EZ) 2015
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Schedule C (Form 990 or 990-E7) 2015 Phoebe Worth Medi cal Center, | nc. 38-3647394 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:
@ VOIUNeEIS? 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 activities? | . X 1,932
j Total. Add lines 1 through 1i .. 1,932
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 this year? .. . .. .. .. ... .. .. ... ...

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 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 Ill-A, line 3, is
answered “Yes.”

1 Dues’ assessments and Slmllar 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 CUMON YA 2a
b Carryover from last year 2b
C TOtaI ...................................................................................................................... 2C
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 INStructions) .. ...............iiiiiiiiiieieenn.. .. 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

Part 11-B, Line 1i .

DAA Schedule C (Form 990 or 990-EZ) 2015
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Schedule C (Form 990 or 990-E7) 2015 Phoebe Worth Medi cal Center, | nc. 38-3647394 Page 4
Part IV Supplemental Information (continued)

Schedule C (Form 990 or 990-EZ) 2015
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SCHEDULE D Supplemental Financial Statements OMB No. 1545.0047
(Form 990) u Complete if the organization answered “Yes” on Form 990, 2015
Part IV, line 6, 7, 8, 9, 10, 11a, 11b, 1ic, 11d, 11e, 11f, 12a, or 12b.

Department of the Treasury u Attach to Form 990. Open to Public
Internal Revenue Service u Information about Schedule D (Form 990) and its instructions is at www.irs.gov/form990. Inspection
Name of the organization Employer identification number

Phoebe Wrth Medical Center, Inc. 38- 3647394

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 atend of year

2 Aggregate value of contributions to (during year)

3 Aggregate value of grants from (during year)

4 Aggregate value atend of year .

5 Did the organization inform all donors and donor advisors in writing that the assets held in donor advised

funds are the organization’s property, subject to the 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? . o . i iiiiiiiii... |:| 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 (e.g., 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 included in@ 2c
d Number of conservation easements included in (c) acquired after 8/17/06, and not on a
historic structure listed in the National Register 2d

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

violations, and enforcement of the conservation easements it holds? |:| 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(M@NBYIN? . [ ves []No

9 In Part XIIl, 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 SFAS 116 (ASC 958), not to report in its revenue statement and balance sheet
works of art, historical treasures, or other similar assets held for public exhibition, education, or research in furtherance of
public service, provide, in Part XIlI, the text of the footnote to its financial statements that describes these items.

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

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

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

following amounts required to be reported under SFAS 116 (ASC 958) relating to these items:

ccC
©» »

a Revenue included on Form 990, Part VIl line 1 us
b Assets included in Form 990, Part X .. .. ... u $
For Paperwork Reduction Act Notice, see the Instructions for Form 990. Schedule D (Form 990) 2015
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Schedule D (Form 990) 2015 Phoebe Worth Medical Center, Inc. 38- 3647394 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 are a significant use of its
collection items (check all that apply):

a Public exhibition d Loan or exchange programs

b Scholarly' research e Other AT

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?
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

b If “Yes,” explain the arrangement in Part XlIl and complete the following table:

Amount
¢ Beginning balance 1c
d Addiions during the year 1d
e Distributions during the year le
f Ending balance if
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 XUl . . . . . .. . . ... ... .. ............
Part V Endowment Funds.
Complete if the organization answered “Yes” on Form 990, Part 1V, line 10.
(a) Current year (b) Prior year (c) Two years back (d) Three years back (e) Four years back
la Beginning of year balance =
b Contrbutons
¢ Net investment earnings, gains, and
Iosses ....................................
Grants or scholarships
e Other expenditures for faciliies and
programs
f Administrative expenses
g Endof yearbalance
2 Provide the estimated percentage of the current year end balance (line 1g, column (a)) held as:
a Board designated or quasi-endowmentu %
b Permanent endowmentu %
¢ Temporarily restricted 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
() unrelated organizations 3a()
(i) refated organizations 3a(ii)
b If “Yes” on line 3a(ii), are the related organizations listed as required on ScheduleR? = 3b

4 Describe in Part Xlll 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

laland 175,676 175,676
b Buidings 3, 653, 099 1, 696, 567 1, 956, 532
c Leasehold improvements
d Equpment 6, 365, 904 3,937, 221 2,428, 683
e Other ................ooooooiiiiiiiiiiniiieo..

Total. Add lines 1a through 1e. (Column (d) must equal Form 990, Part X, column (B), line 10c.) . ... ... . . .. ... ... ... ... u 4. 560, 891

Schedule D (Form 990) 2015
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Schedule D (Form 990) 2015 Phoebe Worth Medical Center, |nc. 38-3647394 Page 3
Part VIl  Investments—Other Securities.
Complete if the organization answered “Yes” on Form 990, Part IV, line 11b. See Form 990, Part X, line 12.

(a) Description of security or category (b) Book value (c) Method of valuation:

(including name of security) Cost or end-of-year market value

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

@) Due to Phoebe Putney Health System 14, 680, 318

@)

(4)

(5)

(6)

(7)

(@)

©)
Total. (Column (b) must equal Form 990, Part X, col. (B) line 25.) u 14, 680, 318
2. Liability for uncertain tax positions. In Part Xlll, provide the text of the footnote to the organization’s financial statements that reports the
organization's liability for uncertain tax positions under FIN 48 (ASC 740). Check here if the text of the footnote has been provided in Part XIll ........... |7|_

DAA Schedule D (Form 990) 2015
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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 statements 1 15, 343, 734
2 Amounts included on line 1 but not on Form 990, Part VIII, line 12:

a Net unrealized gains (Idsses) on investments " 2a

b Donated Sewlces and use Of faCIIItIeS .................................................. 2b

C Recoveries of prior year grants, | 7L L N e 2¢

d Other (Describe in Part XIIL) L 2d

e Addlines 2athrough 2d 2e

3 Subtract fine 2e from fine 1 3 15, 343, 734
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 Part XIIL) ab -19, 304

¢ Addlinesdaanddb 4c - 19, 304
5 Total revenue. Add lines 3 and 4c. (This must equal Form 990, Part |, line 12.) ... ... . ... . .. . ... ... . .. . 5 15, 324, 430
Part Xl Reconciliation of Expenses per Audited Financial Statements With Expenses per Return.

Complete if the organization answered "Yes" on Form 990, Part 1V, line 12a.

1 Total expenses and losses per audited financial statements . 1 16, 999, 043
2 Amounts included on line 1 but not on Form 990, Part IX, line 25:

a Donated Ser\nces and use Of faC'“tleS .................................................. 2a

b Prior year adjustments 2b

c Other Iosses ............................................................................ 2C

d Other (Describe in Part XIIL) ... 2d 19, 304

e Addlines 2athrough 2d . 2e 19, 304
3 Subtract fine 2e from fine 1 3 16, 979, 739
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 Part XIIL) 4b

c Add Ilnes 4a and 4b ...................................................................................................... 4C
5 Total expenses. Add lines 3 and 4c. (This must equal Form 990, Part |, line 18.) 5 16, 979, 739

Part Xlll Supplemental Information.

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

Part X - FIN 48 Footnote

and how to neasure the financial statenment effects of

t he

I nternal Revenue Code.

These rul es

sustained. Based on that evaluation, the Hospital

DAA
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Part Xlll Supplemental Information (continued)

interest be_ incurred, sthey would be’recognized as| operating expenses. . .
Part X, Line 4b - Revenue Amounts Included on Return - Qher
Part X1, Line 2d - Expense Amounts Included in Financials - Gher

Schedule D (Form 990) 2015
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SCHEDULE H Hospitals OMB No. 1545-0047
(Form 990) u Complete if the organization answered “Yes” to Form 990, Part IV, question 20.

2015

u Attach to Form 990.

Open to Public

Efg;gﬁ“;’:vg;lﬁeszgfgw u Information about Schedule H (Form 990) and its instructions is at www.irs.gov/form990. o
Name of the organization Employer identification number
Phoebe-Wrth Medical Center, |nec. 38- 3647394
Part | Financial Assistance and Certain Other Community Benefits at Cost
Yes [ No
la Did the organization have a financial assistance policy during the'tax year? If “No,” skip to queston6a 1a | X
b If *Yes,” was it a written policy? b | X
2 If the organization had multiple hospital facilities, indicate which of the following best describes application of
the financial assistance policy to its various hospital facilities during the tax year.
Applied uniformly to all hospital facilities Applied uniformly to most hospital facilities
. Generally tailored to individual hospital facilities
3 Answer the following based on the financial assistance eligibility criteria that applied to the largest number of
the organization’s patients during the tax year.
a Did the organization use Federal Poverty Guidelines (FPG) as a factor in determining eligibility for providing
free care? If “Yes,” indicate which of the following was the FPG family income limit for eligibility for free care: 3a | X
[ ] 100% [ ] 150% [ ] 200% other_125%
b Did the organization use FPG as a factor in determining eligibility for providing discounted care? If "Yes,"
indicate which of the following was the family income limit for eligibility for discounted care: . . . . ... ... 3 | X
200% [ ] 250% [ ] 300% [ ] 350% [ ] 400% [ ] other %
¢ If the organization used factors other than FPG in determining eligibility, describe in Part VI the criteria used
for determining eligibility for free or discounted care. Include in the description whether the organization used
an asset test or other threshold, regardless of income, as a factor in determining eligibility for free or
discounted care.
4 Did the organization’s financial assistance policy that applied to the largest number of its patients during the
tax year provide for free or discounted care to the “medically indigent™> 4 | X
5a Did the organization budget amounts for free or discounted care provided under its financial assistance policy during the tax year? s5a | X
b If “Yes,” did the organization’s financial assistance expenses exceed the budgeted amount? 5b X
¢ 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 yearz 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
M Tested G t activities or served benefit expense revenue benefit expense of total
eans-leste overnmen programs (optional) (optional) expense
Programs
a  Financial Assistance at cost (from
Worksheet 1) 318, 295 115, 174 203, 121 1. 19
b Medicaid (from Worksheet 3,
coumna) 782, 264 307, 291 474, 973 2. 79
C  Costs of other means-tested
government programs (from
Worksheet 3, columnb) 2, 103, 037 1, 235, 408 867, 629 5.10
d  Total Financial Assistance and
Means-Tested Government
Programs .. ................. 3, 203, 596 1, 657,873 1, 545, 723 9. 08
Other Benefits
€  Community health improvement
services and community benefit
operations (from Worksheet 4) 0 0.00
f Health professions education
(from Worksheet 5) O 00
g Subsidized health services (from
Worksheet 6) 4, 389 4,106, 641 3,337,578 769, 063 4.52
h  Research (from Worksheet 7) 0 0. 00
i Cash and in-kind contributions
for community benefit (from
Worksheet 8) 51, 476 51, 476 0. 30
j Total. Other Benefits 4, 389 4, 158, 117 3, 337, 578 820, 539 4, 82
K Total. Add lines 7d and 7. 41 389 71 3611 713 41 9951 451 21 3661 262 13 90
For Paperwork Reduction Act Notice, see the Instructions for Form 990. Schedule H (Form 990) 2015
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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 revenue

(d) Direct offsetting

(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

(N E (VI O |

Leadership development and training
for community members

00

Coalition building

00

Community health improvement advocacy

00

Workforce development

00

© [0 [N o

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. 15?

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

Yes [ No

7,327,072

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)

4, 490, 486

Enter Medicare allowable costs of care relating to payments on line 5

2, 760, 682

Subtract line 6 from line 5. This is the surplus (or shortfall)

1, 729, 804

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 gualify for financial assistance? Describe in Part VI

9a

X

9b

X

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

(a) Name of entity (b) Description of primary (c) Organization's |(d) Officers, directors,| (€) 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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68205

Schedule H (Form 990) 2015 Phoebe Whrth ©Medical Center, |Inc. 38-3647394 Page 3
Part V Facility Information
Section A. Hospital Facilities AR E: ol S e I
S13|&5|s|8|8|r|e
(list in order of size, from largest to smallest—see instructions) RIS 3 ;; 3
3| @ al]¢8
How many hospital facilities did the organization operate during 2l 8|z g 2 g|a
the tax year? 1. sl213 E z Z
Name, address, primary website address, and state license number a g Facility
(and if a group return, the name and EIN of the subordinate hospital g reporting
organization that operates the hospital facility) Other (describe) group
1 Phoebe Worth Medical Center, Inc.
807 S. lIsabella Street
Syl vest er GA 31791
www. phoebeheal t h. com
159- 603 X[ X X[ X SVB, SNE

DAA
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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 Phoebe Worth Medical Center, Inc.
Line number of hospital facility, or line'numbers of hospital
facilities in a facility reporting group (from Part V, Section A): 1
Yes [ No
Community Health Needs Assessment
1 Was the hospital facility first licensed, registered, or similarly recognized by a state as a hospital facility in the
current tax year or the immediately preceding tax year? 1
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 Sectionc 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 line 12 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 . Information gaps that limit the hospital facility's ability to assess the community's health needs
i . Other (describe in Section C)
4 Indicate the tax year the hospital facility last conducted a CHNA: 20 ﬁ
5 In conducting its most recent CHNA, did the hospital facility take into account input from persons who represent
the broad interests of the community served by the hospital facility, including those with special knowledge of or
expertise in public health? If “Yes,” describe in Section C how the hospital facility took into account input from
persons who represent the community, and identify the persons the hospital facility consulted 5 X
6a Was the hospital facility's CHNA conducted with one or more other hospital facilities? If "Yes," list the other
hospital facilities in Section C ba
b Was the hospital facility's CHNA conducted with one or more organizations other than hospital facilities? If "Yes,"
list the other organizations in Section C 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): VMMM phoebeheal t h. com
b Other website (list url):
[« 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 line 11 8
9 Indicate the tax year the hospital facility last adopted an implementation strategy: 20 ﬂ
10 Is the hospital facility's most recently adopted implementation strategy posted on a website? 10
a If "Yes," (iist ui): _ WWW. phoebeheal t h. com
b If "No," is the hospital facility's most recently adopted implementation strategy attached to this return? 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 50NN3)? 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 (Form 990) 2015 Phoebe Whrth ©Medical Center, |Inc. 38-3647394 Page 5
Part V Facility Information (continued)
Financial Assistance Policy (FAP)

Name of hospital facility or letter of facility reporting group Phoebe Whrth Medi cal Center, |nc.

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 includes free or discounted care? ./ . ./ . .. . 13 | X
If "Yes," indicate the eligibility criteria explained in the FAP:

Federal poverty guidelines (FPG), with FPG family income limit for eligibility for free care of 125 %

and FPG family income limit for eligibility for discounted care of 200 %

Income level other than FPG (describe in Section C)

Asset level

Medical indigency

Insurance status

Underinsurance status

Residency

Other (describe in Section C)

14 Explained the basis for calculating amounts charged to patients? 14

15 Explained the method for applying for financial assistance? ... ... ... . .. . . . . . . . . 15
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 Included measures to publicize the policy within the community served by the hospital facility? ... ... ... . ... . . ... . . .. . . . ... . ... .. 16 | X
If “Yes,” indicate how the hospital facility publicized the policy (check all that apply):
The FAP was widely available on a website (list url): www, phoebeheal t h. com
The FAP application form was widely available on a website (ist ul):  www. phoebeheal t h. com
A plain language summary of the FAP was widely available on a website (list url):  \AM. phoebeheal th. com
The FAP was available upon request and without charge (in public locations in the hospital facility and
by mail)
e The FAP application form was available upon request and without charge (in public locations in the
hospital facility and by mail)
f A plain language summary of the FAP was available upon request and without charge (in public
locations in the hospital facility and by mail)
g Notice of availability of the FAP was conspicuously displayed throughout the hospital facility
h Notified members of the community who are most likely to require financial assistance about availability
of the FAP
i |_| Other (describe in Section C)
Billing and Collections
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 NON-PAYMENT? ... . 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
c Actions that require a legal or judicial process
d
e

Q
X

[ XXX XXX

SCQ —t o0 o o o

<

Other similar actions (describe in Section C)
_X_ None of these actions or other similar actions were permitted

Schedule H (Form 990) 2015
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Schedule H (Form 990) 2015 Phoebe Whrth ©Medical Center, |Inc. 38-3647394 Page 6
Part V Facility Information (continued)
Name of hospital facility or letter of facility reporting group Phoebe Whrth Medi cal Center, |nc.
Yes | No
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? . . .. ... ... . ... . .. L. . ... .. 19 X

1If “Yes,” check all actions, in‘which the hospital facility on atthird party. engaged:
| | Reporting to credit agency(ies)

o 0O T o

Selling an individual's debt to another party
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 initializing any of the actions listed (whether or

o 0O T 9
XXX

e
f

[

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

Notified individuals of the financial assistance policy on admission

Notified individuals of the financial assistance policy prior to discharge

Notified individuals of the financial assistance policy in communications with the individuals regarding the individuals' bills
Documented its determination of whether individuals were eligible for financial assistance under the hospital facility's
financial assistance policy

Other (describe in Section C)

None of these efforts were made

Policy Relating to Emergency Medical Care

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

d[ ]

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

The hospital facility's policy was not in writing

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

Other (describe in Section C)

Charges to Individuals Eligible for Assistance Under the FAP (FAP-Eligible Individuals)

22 Indicate how the hospital facility determined, during the tax year, the maximum amounts that can be charged
to FAP-eligible individuals for emergency or other medically necessary care.

a[]
b []
¢ []
¢ X

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

The hospital facility used its lowest negotiated commercial insurance rate when calculating the
maximum amounts that can be charged

The hospital facility used the average of its three lowest negotiated commercial insurance rates when
calculating the maximum amounts that can be charged

The hospital facility used the Medicare rates when calculating the maximum amounts that can be
charged

Other (describe in Section C)

individuals who had insurance covering such care? 23 X

If “Yes,” explain in Section C.
24 During the tax year, did the hospital facility charge any FAP-eligible individual an amount equal to the gross

charge for any service provided to that individual? 24 X

If “Yes,” explain in Section C.

DAA
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Part V Facility Information (continued)

Section C. Supplemental Information for Part V, Section B. Provide descriptions required for Part V, Section B, lines
2, 3j, 5, 6a, 6b, 7d, 11, 13b, 13h, 15¢, 16i, 18d, 19d, 20e, 21c, 21d, 22d, 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," letc.) and name of hospital facility.

Facility 1, Phoebe Wrth Medical Center, Inc. - Part V, Line 5

Menbers of the internal assessnent team perforned ten (10) key | eader

interviews of approximately 30 to 60 mnutes in |length. The purpose of the

key leader interviews was to gather information, gain know edge and receive

i nput reqarding health issues facing the organi zation's service area. The

i nterview selection process was careful to include representation that

reflects the nmake-up of patients receiving services in the organization's

service area (religious, business, political, public health, the elderly,

and after school prograns).

A community input session was also held to review data and provi de

f eedback on the community's view of priorities. Fourteen (14)

individuals participated in the input session. Participants were asked

to nmake a list of ideas that could inprove the health and well-bei ng of

the community. The participants were then put into snmall groups to

di scuss and develop 8 to 10 ideas to bring to the whole group. Finally,

once all the ideas were gathered and placed on a sticky wall, each

participant had to nark 2 ideas that they considered to be significant

i ssues facing the community. The session included comunity participants

such as: community volunteers: nedical professionals; representatives from

Sout hwest Georgia Council on Aging, and Wrth County Chanber of Commerce.

Facility 1, Phoebe Wrth Medical Center, Inc. - Part V, Line 11

Using the Catholic Health Association’s selection filter as a neans to

prioritize conpeting significant needs, below is a list of needs that were

not included as priorities but renain a concern to the comunity.

1) Transportation:

Schedule H (Form 990) 2015
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Part V Facility Information (continued)

Section C. Supplemental Information for Part V, Section B. Provide descriptions required for Part V, Section B, lines
2, 3j, 5, 6a, 6b, 7d, 11, 13b, 13h, 15¢, 16i, 18d, 19d, 20e, 21c, 21d, 22d, 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," letc.) and name of hospital facility.

Vul ner abl e popul ati ons have access to Medicaid van option.

2) Child and Adult Obesity:

The county health departnent and school system are addressing this need.

3) Asthma and Chronic Obstructive Pul nbnary D sease (COPD):

The community did not address it as a significant need.

4) Teen Pregnancy and Unpl anned Pregnancy:

The teen pregnancy rate in Wirth County is below the 2020 Wrld Heal th

O gani zati on benchnark.

5 Low Birth Wight Infants:

There are no birthing centers or OB/ GYN physicians located in Wrth County.

6) Lung Cancer:

The Wrth County cancer incident rate is notably better than the

surroundi ng counties and the U S. 50 percentile.

7) Breast Cancer:

The Wrth County cancer incident rate is notably better than the

surroundi ng counties and the U S. 50 percentile.

8) Al zheiner's D sease:

The Southwest Ceorgia Council on Aging offers education and support for

caregivers in the comunity.

9) Sexually Transmtted D seases (STD):

The STD rate has been noted to be on the decline for Wirth County.

A complete copy of the community health needs assessnent, connunity

priorities, and inplenentation plan can be found at

htt p: / / ww. phoebeheal t h. coni | ocati ons/ phoebe-wort h- nedi cal - cent er/ phoebe-

wor t h- nedi cal - cent er - chna

Schedule H (Form 990) 2015
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Part V Facility Information (continued)

Section C. Supplemental Information for Part V, Section B. Provide descriptions required for Part V, Section B, lines
2, 3j, 5, 6a, 6b, 7d, 11, 13b, 13h, 15¢, 16i, 18d, 19d, 20e, 21c, 21d, 22d, 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," letc.) and name of hospital facility.

Facility 1, Phoebe Wrth Medical Center, Inc. - Part V, Line 13b

Househol d i ncones over 200% of FPG where the patient has a catastrophic

illness is eligible for Castastrophic Status which provides for discounted

charges for care.

Facility 1, Phoebe Wrth Medical Center, Inc. - Part V, Line 20e

Paynent plans were nade available for those not eligible for assistance.

Facility 1, Phoebe Wrth Medical Center, Inc. - Part V, Line 22d

The m ni num percentage di scount applied to FAP eligible individuals shal

be cal cul ated on an annual basis. Anmounts Cenerally Billed is determ ned by

dividing the sum of clains paid the previous fiscal year by Mdicare fee-

for-service and all private health insurance, including paynents received

from beneficiaries and insured patients, by the sum of the associ ated gross

charges for those cl ai ns.

Schedule H (Form 990) 2015
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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?

1

Name and address

Type of Facility (describe)

1 Phoebe Wrth Famly Medical Center

1014 West

Franklin Street

Syl vest er

GA 31791

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 I, Line 7, Colum (f) - Exclusions from Percent of Total Expense

In deriving the denomnator to be used for columm (f), the foll ow ng

adjustnments were nade to the total expenses reported on form 990, part | X

|i ne 25:

Form 990, part I X Iline 25 $16, 979, 739
Add: expenses reported in part VI 19, 304
Denom nator for colum (f) $16, 999, 043
Part |, Line 7 - Costing Mthodol ogy Expl anati on

The cost was calculated using the cost-to-charge ratio as cal cul ated using

wor ksheet 2 fromthe IRS Form 990 instructions.

The cost of on line 7i was generated from the organi zation's accounti ng

recor ds.
Part 111, Line 2 - Bad Debt Expense Mt hodol ogy
The anounts on part Ill, line 2 represent the anount of charges

consi dered uncollectible after reasonable attenpts to collect, and witten

off to bad debt expense.

Schedule H (Form 990) 2015
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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 111, Line 4 - Bad Debt Expense Footnote to Financial Statenents

See pages 6 and 7 on the acconmpanying audited financial statenents for the

A | owance for Doubtful Accounts footnote disclosure.

Part 111, Line 8 - Mdicare Expl anation

Medi care allowable costs are conputed in accordance wth cost reporting

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

related requlations. Indirect costs are allocated to direct service areas

using the nost appropriate statistical basis.

Part 111, Line 9b - Collection Practices Explanation

The organi zation provides care to patients who neet

certain criteria under its financial assistance policy

wi thout charge or at anounts |less than its established

rates. The organi zation wites off patient accounts

recei vabl e bal ances for patients qualifying for charity

care or financial assistance and does not nake further

Schedule H (Form 990) 2015
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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.

collection efforts.

Part VI, Line 2 - Needs Assessnent

Needs assessnents have traditionally led to the creation of conmmunity-based

delivery systens that expand access to health care, neet the needs of the

people and build healthy communities in the broadest sense by inpacting

maj or determ nants, such as econom ¢ devel opnent, enploynent, children's

safety, education and adequate housi ng.

The organi zation conducts regul ar needs assessnent through formal and

i nformal surveys and processes, including collaborations with public and

community agencies. Through strategic planning and conmunity interviews,

the organi zati on devel ops prograns and services that consider the economc

i nperatives of the region, the effect of l|leqgislation and the invol venent of

ot her communi ty-based organi zati ons and partners.

The organi zation reqularly conducts focus groups in the community to

understand issues affecting its patients, and has created prograns in

response to health disparities prevalent in the area.

The organi zation also collects health needs information from nurses, who

Schedule H (Form 990) 2015
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Part VI Supplemental Information

Pro

1

vide the following information.

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

9b.

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

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

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

under the organization’s financial assistance policy.

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

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

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

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

organization, files a community benefit report.

provide direct care to students and staff and who coll aborate with other

agencies to develop health awareness and di sease preventi on prograns.

The organi zation al so conducts requl ar physician workforce studies through

its strateqgic planning armto determ ne unnet physician needs and barriers

to accessing care.

The organi zati on neasures the success of its coommtnent by how well it
keeps people healthy and how well it inpacts the social/cultural bonds that
wll secure the communities of the future.

The hospital |ast conducted a Community Health Needs Assessnent in 2016.

A complete copy of the community health needs assessnent, connunity

priorities, and inplenentation plan can be found at

htt p: / / www. phoebeheal t h. coni | ocati ons/ phoebe-wort h- nedi cal - cent er/ phoebe-

wor t h- nedi cal - cent er - chna

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

The board has clearly witten financial assistance policy that is

avail able on the organization's web site and through the Business Ofice.

Signs are promnently posted on the availability of free and charity care.

Schedule H (Form 990) 2015
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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.

Pati ent education on the organization's financial assistance is conducted

during pre-reqgistration, through floor visits by business office

representatives for patients that stress concern in neeting the

financial obligations for their services, and through our custoner service

depart nent. Brochures are promnently displayed at each registration

boot h. The Business Ofice continuously provides updated naterial to

physician offices for issuance to their patients that highlight the

financial assistance program and policies. The patient statenents

hi ghlight the organi zation's financial assistance policy and encourages

patients to call for financial assistance.

Part VI, Line 4 - Community Infornmation

Wrth County is Phoebe Wrth's prinary service area. There are

approximately 21,678 residents of Wrth County with a racial mx of 70%

white, 28% African Anerican and 2% all others. Popul ation projections for

Wrth County show overall population growh, with ages 65+ having the

greatest growh rate. The Household Median Inconme for Wrth County averaged

$38,800 during 2012 which is a third |less than the Georgia state average.
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Part VI Supplemental Information

Pro

1

vide the following information.

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

9b.

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

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

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

under the organization’s financial assistance policy.

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

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

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

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

organization, files a community benefit report.

The average census tract per capita incone is $19,073 or 78% of the

nati onal average.

Part VI, Line 5 - Pronmotion of Community Health

The organi zation and its volunteer board is conposed of comunity

menbers with diverse professional and community service backgrounds, as

well as physician nenbers. The organi zation's energency center is

operated 24/7 and open to all persons, regardless of ability to pay. The

board nmi ntains open nedical staff policies with privileges available to

all qualifying physicians. The board has a clearly witten financial

assi stance policy that is available on the organization's web site and

through the Business Ofice. Signs are promnently posted on the

availability of free and charity care.

The organi zation has a nulti-pronged approach to inproving the health of

the communities it serves: increasing access, building capacity, investing

in "upstreanm prograns that get at the cause of disease and ill ness,

bui l ding community partnershi ps, advocati ng change, and devel opi ng

| eadership. Surplus funds are reinvested in resources to inprove the

DAA
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Part VI Supplemental Information

Provide the following information.

1

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

9b.

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.

delivery of nedical and health care services.

Primary care is first and creates a profound inpact on the communities

served. Prinmary care services are established in areas where residents are

nost likely to suffer from severe manpower shortages, high poverty |evels

and a |l ack of access to care.

Part VI, Line 6 - Affiliated Health Care System

Phoebe Putney Health System Inc. (PPHS) is the not-for-profit parent

conmpany of Phoebe Putney Menorial Hospital, Inc. (PPVH), a not-for-profit

entity, Phoebe Putney Health Ventures, Inc. (PPHV), a for-profit

corporation, Phoebe Physician Goup, Inc. (PPG, a not-for-profit

corporation, Phoebe Wrth Mdical Center, Inc. (PWC), a not-for-profit

entity, Phoebe Sunter Medical Center, Inc. (PSMJ), a not-for-profit entity,

and Phoebe Foundation, Inc. (PF), a not-for-profit entity.

PPVH is located in Albany, CGeorgia, is an acute care hospital, which

operates satellite clinics in the surrounding counties. It provides

i npatient, outpatient and energency care services for residents of

Sout hwest CGeorgia. Admtting physicians are prinarily practitioners in the

DAA
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Part VI Supplemental Information

Provide the following information.

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

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

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

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

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

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

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

| ocal area.

PPHV engages in healthcare and related activities in furtherance of the

exenpt purposes of PPHS and PPNMH.

PAMWC is located in Sylvester, CGeorgia, is a 25 bed rural critical access

hospital. It provides inpatient, outpatient, and energency care services

for residents of Wrth County, GCeorqia.

PSMC is located in Americus, CGeorgia, iS an acute care hospital. It

provides inpatient, outpatient and energency care services for residents of

Sunter County, GCeorqia.

PPG was established to organi ze and operate nedical practices exclusively

for the benefit of PPWMH PWJ/, and PSMC.

PF was established to raise funds of any kind or character to be used

exclusively for charitable, nedical, educational and scientific purposes at

or in connection with each and every non-profit organi zati on of which PPHS

is the sole nenber, and any other non-profit hospital which is nmanaged or

controlled by PPHS whet her through ownershi p, nanagenent contract or

ot her wi se.
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Part VI Supplemental Information

Pro

1

vide the following information.

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

9b.

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

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

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

under the organization’s financial assistance policy.

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

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

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

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

organization, files a community benefit report.

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

Ceorgi a

Additional Infornmation

Service to the Community

Phoebe Wrth Medical Center (PWL) is a not-for-profit health care

organi zation that exists to serve the comunity. PWMC has no stockhol ders

or owners, and is part of the not-for-profit Phoebe Putney Health System

I nc. After operating expenses are covered, any renaining revenues are

reinvested in the operation of PWL in order to enhance our ability to

carry out our local mssion of taking care of our communities' citizens.

In 2016, PWWC worked with the Worth County Health Departnent to enable them

to support two health prevention type prograns. One program was Stroke and

Heart Attack Prevention (SHAPP), the second program was a D abetes program

The cost to PWWMC was $45, 619.

PWLC participates in the Mdicare and Medi caid prograns which cover

many Ceorgian's health care needs, and by so doing, foregoes sone charges

and has unrei nbursed expenses. Charges foregone, described as contractua
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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.

adjustnents, and costs not reinbursed, described as indigent or charity

care are outlined bel ow PWLC al so operates a Rural Health dinic (RHO

whi ch al so forego sone charges and have costs not reinbursed through

patients qualifying for these sane indigent and charity prograns.

The anmounts listed below are all inclusive of both Hospital and dinic
activities.
Esti mat ed

Char ges Unr ei nbur sed

For egone Cost
Medi car e $ 7,000,000 $ 3,000,000
Medi cai d 5, 000, 000 2, 000, 000
I ndi gent/charity care 1, 000, 000 0
Total s $ 13,000, 000 $ 5,000,000

Pati ents whose incone falls bel ow 125% of Federal Poverty Quidelines are

eligible to apply for assistance through the indi gent program

Schedule H (Form 990) 2015

DAA



68205

SCHEDULE | Grants and Other Assistance to Organizations, OMB No. 1545-0047
(Form 990) Governments, and Individuals in the United States 2015
Complete if the organization answered "Yes" on Form 990, Part IV, line 21 or 22.
Department of the T u Attach to Form 990. Open to Public
m?é’fn;.“;lvgnu;s;f;?f:ry U Information about Schedule | (Form 990) and its instructions is at www.irs.gov/form990. Inspection
Name of the organization Employer identification number
Phoebe Worth- Medical = Center, -I'nc. 38-3647394
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 Or @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) non-cash assistance or assistance

1) Wrth County Health Departent

. 1012 W Franklin Street .. . See Part IV
Syl vest er GA 31791-1978 |58- 1568404 | GOV 45, 619
@
(©)
Q)
©)
(6)
@)
®
©)

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

3 Enter total number of other organizations listed in the line 1 table u 0
For Paperwork Reduction Act Notice, see the Instructions for Form 990. Schedule | (Form 990) (2015)

DAA



68205

Schedule | (Form 990) (2015)

Phoebe Worth Medi cal Center,

I nc.

38- 3647394

Page 2

Part I

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
non-cash assistance

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

(f) Description of non-cash assistance

6

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) (2015)
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SCHEDULE J Compensation Information OMB No. 1545-0047
Form 990 For certain Officers, Directors, Trustees, Key Employees, and Highest
( ) Compensated Employees 2015

u Complete if the organization answered "Yes" on Form 990, Part IV, line 23.
Department of the Treasury . u Attach to Fo.rm-990. . . .
Internal Revenue Service ulnformation about Schedule J (Form 990) and its instructions is at www.irs.gov/form990.

Open to Public
Inspection

Name of the organization Employer identification number

Phoebe Wrth Medical * Center, (Inc. 38- 3647394
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 (e.g., maid, chauffeur, chef)

b If any of the boxes on line 1a are checked, did the organization follow a written policy regarding payment
or reimbursement or provision of all of the expenses described above? If "No," complete Part Il to
explain 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 in line
1a? 2

3 Indicate which, if any, of the following the filing 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

XX

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

Only section 501(c)(3), 501(c)(4), and 501(c)(29) organizations must complete lines 5-9.

5 For persons listed on Form 990, Part VII, Section A, line 1a, did the organization pay or accrue any
compensation contingent on the revenues of:

a The organization? 5a

XX

If “Yes” to line 5a or 5b, describe in Part IlI.

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

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

7 For persons listed on Form 990, Part VII, Section A, line 1a, did the organization provide any non-fixed
payments not described on lines 5 and 67 If “Yes,” describe in Part Il 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" to line 8, did the organization also follow the rebuttable presumption procedure described in

Regulations seCtion 53.4058-0(C) 2 . i iiiiiiiii.. 9

For Paperwork Reduction Act Notice, see the Instructions for Form 990. Schedule J (Form 990) 2015
DAA
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Schedule J (Form 990) 2015

Phoebe Worth Medi cal

Cent er,

I nc.

38- 3647394

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 are not listed on Form 990, Part VII.
Note: The sum of columns: (B)(i)(iii) for each listed individualimust 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 componnon | compersaren | S compdeaton BO S e on o
compensation Form 990

Joel \eérnick o o o aQa o o o 0
1 Bd Menber/PPHS CEO (i) 784, 703 227,910 10, 493 1, 149, 207 16, 961 2,189, 274 0
Joe Austin o o o aQa o o o 0
2 Bd Menber/PPHS COO (i) 459, 214 111, 249 277, 708 160, 561 20, 370 1,029, 102 274, 470
Bri an Church o o o aQa o o o 0
3 PPHS CFO (i) 244, 907 23, 529 219 4,769 14, 156 287, 580 0
Kim G| man o o o aQa o o o 0
4 CEQ CNO (i) 192, 541 38, 202 1, 055 0 1, 239 233, 037 0
Kerry Louderm |k o o o aQa o o o 0
s Fornmer PPHS CFO (i 243, 688 100, 599 568, 194 5,393 13, 240 931,114 0

@

6 (i)
o

7 (i)
o

8 (ii)
o

9 (i)
o

10 (i)
o

11 (i)
o

12 (i)
o

13 (i)
o

14 (i)
o

15 (i)
o

16 (i)

DAA

Schedule J (Form 990) 2015
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Schedule J (Form 990) 2015 Phoebe Worth Medical Center ., I nc. 38-3647394 Page 3
Part lll Supplemental Information

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

for any additional-information.

-surveys, and board approval. These nethods are well documented. ... . . ...

Joel Vernick 0. 1,094,723 . O
Joe Austin O ... 154,899 O
Kerry Loudermlk . 998,324 .0 O

Part 111 - Qher Additional Informtion .

Schedule J (Form 990) 2015

DAA
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Schedule J (Form 990) 2015 Phoebe Worth Medical Center ., I nc. 38-3647394 Page 3
Part lll Supplemental Information

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

plan that allows one to defer additional dollars towards retirement. ... . . ...

purpose of the SERP is to provide a retirenent benefit for affected

executives consistent wth the benefit available to enployees not i npacted

Schedule J (Form 990) 2015

DAA



68205

Schedule J (Form 990) 2015 Phoebe Worth Medical Center ., I nc. 38-3647394 Page 3
Part lll Supplemental Information

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

eligible enployees represent credited, but not vested, retirenent benefits,

each participant until vesting and paynent. Prior to normal retirenent age,

directed investment program that is enployer funded. .

Schedule J (Form 990) 2015

DAA



68205

Schedule J (Form 990) 2015 Phoebe Worth Medical Center ., I nc. 38-3647394 Page 3
Part lll Supplemental Information

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

for any additional-information.

service, they shall vest in 100% of the account bal ance. Once vested, each

participant shall receive a distribution of their entire vested amount . . ...
distribution amount included in Part 11, Colum B(iii) that was previously ...

disclosed in Part Il, Colum F. The follow ng participants vested and

received payment of SERP benefits in the 2015 calendar year. ... . ...
‘payments. These bonuses are determned based on the achievement of various ... ...

Schedule J (Form 990) 2015

DAA
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SCHEDULE O Supplemental Information to Form 990 or 990-EZ OMB No. 15450047
(Form 990 or 990-EZ) Complete to provide information for responses to specific questions on 2015
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 Information about Schedule O (Form 990 or 990-EZ) and its instructions is at www.irs:gov/form990. | Inspection
Name of the organization Employer .identification number
Phoebe Worth Medi cal. Center, . lne. 38-3647394

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

The sol e nenber of Phoebe Wrth Medical Center, Inc. shall be Phoebe

The board of directors of PPHS the sole nmenber, shall appoint all . . .

The sol e nenber, PPHS, shall have the following responsibilities:

- The nenber shall appoint or renove the organization's directors.

- The nenber shall select or renove the organi zation's officers.

-..The menber shall approve all amendments to the organization's Articles of

- The nenber shall approve any annual operating or capital budgets.

-..The nenber shall appoint or renove the independent auditors. ...
review the Form 990 is then forwarded to the Finance Commttee for their

For Paperwork Reduction Act Notice, see the Instructions for Form 990 or 990-EZ. Schedule O (Form 990 or 990-EZ) (2015)
DAA



68205

Schedule O (Form 990 or 990-EZ) (2015) Page 2
Name of the organization Employer identification number
Phoebe Wirth Medical Center, Inc. 38-3647394

On_an _annual basis, Phoebe Wrth Medical Center, Inc. (PWLC) Board Members
individual wth the conflict of interest is excluded from the discussion
Form 990, Part |X, Line 11g - Qher Fees for Services

Page 1 of 2

Schedule O (Form 990 or 990-EZ) (2015)

DAA
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Schedule O (Form 990 or 990-EZ) (2015)

Name of the organization

Phoebe Worth Medical Center, |nc.

$ 3,216,810

$ 0
- Consul tant Fees
$ 946, 098

Page 2
Employer identification number
38-3647394
$ 0
$ 0
$ 0
$ 0
Page 2 of 2

DAA

Schedule O (Form 990 or 990-EZ) (2015)



68205

?F%TEDQ%'(')')E R Related Organizations and Unrelated Partnerships O Ro. 13450047
u Complete if the organization answered "Yes" on Form 990, Part IV, line 33, 34, 35b, 36, or 37. 2015
et of t T u Attach to Form 990. Open to Public
P Ravente Sor e u Information about Schedule R (Form 990) and its instructions.is at www.irs.gov/form990. Inspection
Name of the organization Employer identification number
Phoebe Wrth :Medi cal Center, lnc. 38-3647394
Part | Identification of Disregarded Entities Complete if the organization answered “Yes” on Form 990, Part'lV, line 33.
(@) (b) © (d) © ®
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
@
@
(©)
Q)
©)
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.
@) (®) © @ @ ® Section ‘332(b>(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) Phoebe Putney Health System Inc.
PO Box 3770 58- 2001014
Al bany GA 31706- 3770 Heal t hcar e GA 501c3 1l1c N A X
(2) Phoebe Putney Menorial Hospital Inc
PO Box 3770 58- 1928247
Al bany GA 31706- 3770 Heal t hcar e GA 501c3 3 PPHS X
(3 Phoebe Physician Goup, Inc.
PO Box 3770 26- 3792403
Al bany GA 31706- 3770 Heal t hcar e GA 501c3 9 PPHS X
(4 Phoebe Sunter Medical Center, Inc.
....126 Hghway 280 Vest 26- 3975185
Areri cus GA 31719-8645 Heal t hcare GA 501c3 3 PPHS X
(5) Phoebe Foundation, |Inc.
PO Box 3770 58-1847104
Al bany GA 31706- 3770 Foundat i on GA 501c3 lla PPHS X
For Paperwork Reduction Act Notice, see the Instructions for Form 990. Schedule R (Form 990) 2015

DAA



68205

?F%TEDQ%'(')')E R Related Organizations and Unrelated Partnerships O Ro. 13450047
u Complete if the organization answered "Yes" on Form 990, Part IV, line 33, 34, 35b, 36, or 37. 2015
Department of the Treasury . U Attach to FOII'm .990. . . . Open to PUb“C
Internal Revenue Service u Information about Schedule R (Form 990) and its instructions.is at www.irs.gov/form990. Inspection
Name of the organization Employer identification number
Phoebe Wrth :Medi cal Center, lnc. 38-3647394
Part | Identification of Disregarded Entities Complete if the organization answered “Yes” on Form 990, Part'lV, line 33.
(@) (b) © (d) © ®
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
@
@
(©)
Q)
©)
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.
@ Q © @ © ® Secton N20)(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) South Ceorgia Shared Services, Inc.
..Al7r Vest Third Avenue 462746977
Al bany GA 31701-1943 Cooperativ GA 501c3 3 PPHS X
(2) Phoebe Dorm ny Medical Center, Inc.
PO Box 3770 L 45-2041878
Al bany GA 31706- 3770 Heal t hcar e GA 501c3 3 PPHS X
(©)
Q)
©)
For Paperwork Reduction Act Notice, see the Instructions for Form 990. Schedule R (Form 990) 2015

DAA
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Schedule R (Form 990) 2015 Phoebe Wbrth Medical Center, |nc. 38- 3647394 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) (© (d) @) ) () (h) 0] 0] (k)
Name, address, and EIN of Primary activity Legal Direct controlling ~ Predominant Share of total Share of end-of- Dispro- Code V—UBI General or[ Percentage
related organization domicile entity 'nczr:lzla(:fted’ income. year assets portionate amount in box 20 managing | - ownership
(state or excluded from 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.
(@) (b) (© (d) © ) () (h) 0]
Name, address, and EIN of related .organization Primary activity Legal domicile Direct controlling Type of entity Share of total Share of Percentage 51329%“01”3
(state or entity (C corp, S corp, income end-of-year assets ownership con(trgﬁed)
foreign country) or trust) entity?
Yes No
(1)Phoebe Putney Health Ventures, Inc.
PO Box 3770
Al bany GA 31706- 3770 N A N A N A
58- 1963401 Heal t hcare GA N A C X
@
(©)
Q)
DAA Schedule R (Form 990) 2015



68205

Schedule R (Form 990) 2015 Phoebe Wbrth Medical Center, |nc. 38- 3647394 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 listediin Parts Il, lll,;or IV of this schedule. Yes | No

1 During the tax year, did the organizationengage in any of the following transactions with one or'more related organizations listed in Parts 1I-I\V?
a Receipt of (i) interest, (i) annuities, (iii) royalties, or (iv) rent from a controlled entity =~ =~~~ . oL L L la X
b Gift, grant, or capital contribution to related organization(s) 1b X
c Gift, grant, or capital contribution from related organization(s) 1c X
d Loans or loan guarantees to or for related organization(s) 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 organizations) 1i X
j Lease of facilities, equipment, or other assets to related organizaton(s) 1j X
k Lease of facilities, equipment, or other assets from related organizaton(s) 1k X
| Performance of services or membership or fundraising solicitations for related organizaton(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(ss) 1in X
o 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 organizaton(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) 2015
DAA
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Schedule R (Form 990) 2015 Phoebe Wbrth Medical Center, |nc. 38- 3647394 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) © (®) (9 (h) (0] (0] (k)
Name, address, and EIN of entity Primary activity Legal Predominant Are all partners Share of Share of Disproportionate Code V—UBI General or | Percentage
domicile [ income (related, section total income end-of-year allocations? amount in box 20 managing ownership
(state or | unrelated, excluded 501(c)(3) assets of Schedule K-1 partner?
foreign from tax under organizations? (Form 1065)
country) | sections 512-514) Yes | No Yes | No Yes | No
@
@
(©)
Q)
©)
(6)
@)
®
©)
(10
1D

Schedule R (Form 990) 2015

DAA



68205

Schedule R (Form 990) 2015 Phoebe Whrth Medical Center, |nc. 38-3647394 Page 5

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

Schedule R (Form 990) 2015
DAA



68205 Phoebe Worth Medical Center, Inc.
38-3647394 Federal Statements
FYE: 7/31/2016

Phoebe Worth Medical Center, Inc.
Schedule H; Part V, Section B Line 13b --Income Level Other Than 'FPG

Description

Househol d i ncones over 200% of FPG where the patient has a catastrophic
illness is eligible for Castastrophic Status which provides for discounted
charges for care.






