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Return of Organization Exempt From Income Tax OMB bo._1545.0047
Form 990 Under section 601(c), 527, or 4347(a}{1) of the Internal Revenue Code (except privats foundations) 2021
et P> Do not enter sockal security numbers on this form as it may be made puklic. Open to Public
D o e Lepouay P Go to www.irs.goviForm350_for Instructions and the Iatest information. Inspection
A_For the 2021 calendar year, or tax year beginnind)5/01 /21 , and ending 04/30/22
B Check if applicabla: | Name of organization D Employer [dentification number
L__l Address change Chatuge Regional Hospital, Inc.
Doing business as =
Dmm street (or P.O. s not 10 5weel 20dress) Reomvaue | Re=2513301
Dmm 110 South Main Street I 706-896-2222
DFmaItenm' City or town, state or province, country, end ZIP or foreign pestal code
Hiawassee GA 30546-0509 G Gmss receiss 37,180, 775
D Amended M [ E=Normo and address of prncpl offoer
[ Apcaton penang Kevin L. Bierschenk Hia) s this a goop reum for subordnates ] Yes [X] o
35 Hospital Road HIb) Ave al subordnates incutoy || Yes [] o
Blairsville GA 30512 If "No," attach a list. See instructions
| Taxexampt sows | X| so1(exs) 501(e) ( ) < (insert no, ovE o | | 527

Hic) Group exemption number

3 webeite: B  wWwWwW.Uniongeneralhealthsvystem.com
: Associabon Other B>

oroanea

Summary

>
[t Yearof omator 1955 |m Stats of egal domicl: GA

Part |
’_ 1 Briefly describe the organization's mission or most significant activites: .
g -.To.provide high quality, cost effective health care and to promote weliness
£ Ehroughout our COMMURACY. .. . .. ...
=
é 2 Check this box PD if the organization discontinued its operations or disposed of more than 25% of its net assets.
| 3 Number of voting members of the goveming body (Part VI, line 1) 316
g | 4 Number of independent voting members of the govering body (Part VI, fne 16) 416
E| s Total number of individuals employed in cslendar year 2021 (Part V, lne 22) 5| 419
E § Total number of volunteers (estimate if necessery) T 6| 0
7aTotal unrelated business reverue from Part VIIl, column (C), line 12~~~ T 7a 0
—| b Net unrelated business taxable income from Form 890-T, Part I, line 41 ..~ 7b 0
Prior Year Current Year
o | 8 Contributions and grants (Part VIl ine 1) 1,673,176 4,350,794
S| © Program service revenue (Part VIll tine 29) T 26,950,618 32,207,028
g | 10 Investment income (Part VIll, column (A), fnes 3, 4,and 79) " 34277 95
=] 11 Other revenue (Part VIll, column (A), fines 5, 64, 8¢, 9¢, 10¢, and Me) 605,278 622,858
—| 12 Total revenue — add lines 8 through 11 (must equal Part VIIl, column (&), fne 12) ... 29,232,349 37,180,775
13 Grants and similar amounts paid (Part IX, column (A), lines 1=3) 1,000
14 Benefils paid to or for members (Part IX, column (A), line ) 0
@ | 15 Sataries, other compensation, employee benefits (Part IX, column (A), lines 5-10) 17,142,827 17,397,508
g | 16aProfessional fundraising fees (Part X, column (A), ine 11¢) " 0
2| bTotal fundraising expenses (Part IX, column (D), fine 25} O
i 4 Other expenses (Part IX, column (A), fnes 11a-11d, 11¢-24¢) 11,186,712 13,132,387
18 Tolal expenses. Add lines 13-17 (must equal Part X, column (A), lne 25) 28,329,539! 30,530,895
19 Revenue less expenses. Sublract line 18 from line 12 902,810 _6,649,880
| Beginning of Cument Year EndofYewr
.............................................................. 14,558,257| 18,176,211
............................................................ 12,699,366 2,667,440
ubtract fine 21 from lina 20 1,858,891 8,508,771

Part Il Signature Block

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

’ e il [3 /1523
Sign Signature of officer Date
Here Nicholas Townsend CFO
Type or piint name and litle 1

Print/Type preparer's name s Date Dn PTIN
Paid  |yilliam Edward Phillips 2 Bi‘/’ ggﬂ)r—(z/ /% =z ’%mﬂ 00451499
Preparer | oo eme  »  Draffin & Tucker LLP 4 semb  58-0914992
Use Only PO Box 71309

Amsedress P Albany, GA 31708-1309 Poneno,  229-883-7878
May the IRS discuss this retum with the preparer shown above? See instructions ... ... X| Yes No

Form 990 (oz1)

E:R Paperwork Reduction Act Notice, see the separate instructions.
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Form 990 (2021) Chat uge Regi onal Hospital, Inc. 58- 2513901 Page 2
Part lll Statement of Program Service Accomplishments
Check if Schedule O contains a response or note to any line inthis Part 1l . ... ... . . . ... . . . . ... ... .

1 Briefly describe the organization's mission:

2 Did the organization undertake any significant program services during the year which were not listed on the
prior Form 990 or 990-EZ7
If "Yes," describe these new services on Schedule O.

3 Did the organization cease conducting, or make significant changes in how it conducts, any program

services? |:| Yes No

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

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

[] Yes [X] No

4a (Code: ) (Expenses $ 26, 552, 180 including grants of $ 1, 000 ) (Revenue $ 32, 207, 028 )

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

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

4d Other program services (Describe on Schedule O.)
(Expenses $ including grants of $ ) (Revenue $ )
4e Total program service expenses P> 26, 552, 180
DAA Form 990 (2021
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Form 990 (2021) Chat uge Regi onal Hospital, Inc. 58- 2513901 Page 3
Part IV Checklist of Required Schedules
Yes | No
1 Is the organization described in section 501(c)(3) or 4947(a)(1) (other than a private foundation)? If “Yes,”
complete Schedule A 1| X
2 Is the organization required to complete Schedule B, Schedule of Contributors (see instructions)? 2 | X
3 Did the organization engage in direct or indirect political campaign activities on behalf of or in opposition to
candidates for public office? If “Yes,” complete Schedule C, Part 1~ 3
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, Partut 4
5 Is the organization a section 501(c)(4), 501(c)(5), or 501(c)(6) organization that receives membership dues,
assessments, or similar amounts as defined in Rev. Proc. 98-19? If "Yes," complete Schedule C, Partut~~~ 5
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, Partyy 7
8 Did the organization maintain collections of works of art, historical treasures, or other similar assets? If “Yes,”
complete Schedule D, Part Il 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 donor-restricted endowments
or in 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 16? If "Yes," complete Schedule D, Partvite .~~~ 11b
¢ Did the organization report an amount for investments—program related in Part X, line 13, that is 5% or more
of its total assets reported in Part X, line 16? If "Yes," complete Schedule D, PartV(t =~~~ 1lc
d Did the organization report an amount for other assets in Part X, line 15, that is 5% or more of its total assets
reported in Part X, line 16? If "Yes," complete Schedule D, Part IX 11d| X
e Did the organization report an amount for other liabilities in Part X, line 25? If "Yes," complete Schedule D, Part 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 11f
12a Did the organization obtain separate, independent audited financial statements for the tax year? If “Yes,” complete
Schedule D, Parts Xl and XI ... 12a X
b Was the organization included in consolidated, independent audited financial statements for the tax year? If
"Yes," and if the organization answered "No" to line 12a, then completing Schedule D, Parts XI and XIl is optional 20| X
13 Is the organization a school described in section 170(b)(1)(A)(i)? If “Yes,” complete Schedule e 13 X
14a Did the organization maintain an office, employees, or agents outside of the United States? 1l4a 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 andtv. ...~ 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, Parts iltandtv. ... 16 X
17 Did the organization report a total of more than $15,000 of expenses for professional fundraising services on
Part IX, column (A), lines 6 and 11e? If “Yes,” complete Schedule G, Part I. See instructons 17 X
18 Did the organization report more than $15,000 total of fundraising event gross income and contributions on
Part VIll, lines 1c and 8a? If "Yes," complete Schedule G, Part Il . 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 1l ... . 19 X
20a Did the organization operate one or more hospital facilities? If “Yes,” complete Schedule H 20a| X
b If “Yes” to line 20a, did the organization attach a copy of its audited financial statements to this return? 200 X
21 Did the organization report more than $5,000 of grants or other assistance to any domestic organization or
domestic government on Part IX, column (A), line 1? If “Yes,” complete Schedule |, Parts land Il ... . ... .. ... .. ... ............. 21 X

DAA Form 990 (2021
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Form 990 (2021) Chat uge Regi onal Hospital, Inc. 58- 2513901 Page 4
Part IV Checklist of Required Schedules (continued)

Yes | No

22 Did the organization report more than $5,000 of grants or other assistance to or for domestic individuals on
Part IX, column (A), line 27 If “Yes,” complete Schedule I, Parts Tand 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 24a X
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 year? 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, Partt 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?

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

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

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

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

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

persons? If “Yes,” complete Schedule L, Part 11l 27 X
28 Was the organization a party to a business transaction with one of the following parties (see the Schedule L,

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

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

"Yes," complete Schedule L, Part IV 282 X
b A family member of any individual described in line 28a? If “Yes,” complete Schedule L, Parttv......... .~ 28b X
c A 35% controlled entity of one or more individuals and/or organizations described in line 28a or 28b? If
"Yes,” complete Schedule L, Part IV 28¢ X
29 Did the organization receive more than $25,000 in non-cash contributions? If “Yes,” complete Schedue ™ 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, Part1 31 X
32 Did the organization sell, exchange, dispose of, or transfer more than 25% of its net assets? If "Yes,"
complete Schedule N, 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 301.7701-3? If “Yes,” complete Schedule R, Part| 33 X
34 Was the organization related to any tax-exempt or taxable entity? If “Yes,” complete Schedule R, Part Il, llI,
orlV,and PartV,line 1 34 | X
35a Did the organization have a controlled entity within the meaning of section 512(b)(13)> 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
37 Did the organization conduct more than 5% of its activities through an entity that is not a related organization
and that is treated as a partnership for federal income tax purposes? If “Yes,” complete Schedule R, Partvi 37
38 Did the organization complete Schedule O and provide explanations on Schedule O for Part VI, lines 11b and
19? Note: All Form 990 filers are required to complete Schedule O. 38 | X
Part V Statements Regarding Other IRS Filings and Tax Compliance
Check if Schedule O contains a response or note to any lineinthisPartV ... ... ... ... . ... ... ... ... ... ... |:|
Yes | No
la Enter the number reported in box 3 of Form 1096. Enter -0- if not applicable 1a | 29
Enter the number of Forms W-2G included on line 1a. Enter -0- if not applicable 1b 0
Did the organization comply with backup withholding rules for reportable payments to vendors and
reportable gaming (gambling) WiNNINGS t0 PriZe WINNEIS? . . . ...ttt e e e e e e e e e e e e e e e 1c | X

DAA Form 990 (2021
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Form 990 (2021) Chat uge Reqi onal Hospital, Inc. 58- 2513901 Page 5
Part V Statements Regarding Other IRS Filings and Tax Compliance (continued) Yes No
2a Enter the number of employees reported on Form W-3, Transmittal of Wage and Tax
Statements, filed for the calendar year ending with or within the year covered by this return 2a | 419
b If at least one is reported on line 2a, did the organization file all required federal employment tax returns? 2b | X
Note: If the sum of lines 1a and 2a is greater than 250, you may be required to e-file. See instructions.
3a Did the organization have unrelated business gross income of $1,000 or more during the year? 3a X
b If“Yes,” has it filed a Form 990-T for this year? If “No” to line 3b, provide an explanation on Schedueo 3b
4a At any time during the calendar year, did the organization have an interest in, or a signature or other authority over,
a financial account in a foreign country (such as a bank account, securities account, or other financial account)? 4a X
b If “Yes,” enter the name of the foreign country B>
See instructions for filing requirements for FINCEN Form 114, Report of Foreign Bank and Financial Accounts (FBAR).
5a Was the organization a party to a prohibited tax shelter transaction at any time during the tax year? 5a X
Did any taxable party notify the organization that it was or is a party to a prohibited tax shelter transaction? 5b X
If “Yes” to line 5a or 5b, did the organization file Form 8886-T? 5¢
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
b 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 0 file FOMM 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 contract? 7e X
f Did the organization, during the year, pay premiums, directly or indirectly, on a personal benefit contract? 7f X
g If the organization received a contribution of qualified intellectual property, did the organization file Form 8899 as required? 79
h If the organization received a contribution of cars, boats, airplanes, or other vehicles, did the organization file a Form 1098-C? | 7h
8 Sponsoring organizations maintaining donor advised funds. Did a donor advised fund maintained by the
sponsoring organization have excess business holdings at any time during the year? 8
9 Sponsoring organizations maintaining donor advised funds.
a Did the sponsoring organization make any taxable distributions under section 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 vill, line12 10a
b Gross receipts, included on Form 990, Part VIII, line 12, for public use of club facilites 10b
11  Section 501(c)(12) organizations. Enter:
a Gross Income from members or SharehOIders ................................................... 11a
b Gross income from other sources. (Do not net amounts due or paid to other sources
against amounts due or received from them.) 11
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 Is 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 plans 13b
C Enter the amount Of reserves on hand .......................................................... 13C
14a 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 on Schedueo 14b
15 Is the organization subject to the section 4960 tax on payment(s) of more than $1,000,000 in remuneration or
excess parachute payment(s) during the year? 15
If “Yes,” see instructions and file Form 4720, Schedule N.
16 Is the organization an educational institution subject to the section 4968 excise tax on net investment income? ... . ... ... . . ... 16
If “Yes,” complete Form 4720, Schedule O.
17  Section 501(c)(21) organizations. Did the trust, any disqualified person, or mine operator engage in
activities that would result in the imposition of an excise tax under section 4951, 4952 or 4953? . . ... ... 17
If “Yes,” complete Form 6069.
DAA Form 990 (2021
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Form 990 (2021) Chat uge Reqi onal Hospital, Inc. 58- 2513901 Page 6
Part VI Governance, Management, and Disclosure For each "Yes" response to lines 2 through 7b below, and for a "No"
response to line 8a, 8b, or 10b below, describe the circumstances, processes, or changes on Schedule O. See instructions.
Check if Schedule O contains a response or note to any line in this Part VI .. |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| 6
If there are material differences in voting rights among members of the governing body, or
if the governing body delegated broad authority to an executive committee or similar
committee, explain on Schedule O.
b Enter the number of voting members included on line 1a, above, who are independent | 6
2 Did any officer, director, trustee, or key employee have a family relationship or a business relationship with
any other officer, director, trustee, or key employee? 2 X
3 Did the organization delegate control over management duties customarily performed by or under the direct
supervision of officers, directors, trustees, or key employees to a management company or other person? 3 X
4  Did the organization make any significant changes to its governing documents since the prior Form 990 was filed? 4 X
5 Did the organization become aware during the year of a significant diversion of the organization's assets? 5 X
6  Did the organization have members or stockholders? 6
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
b Are any governance decisions of the organization reserved to (or subject to approval by) members,
stockholders, or persons other than the governing body? 7b X
8 Did the organization contemporaneously document the meetings held or written actions undertaken during the year by the following:
a The governing body? ga | X
b Each committee with authority to act on behalf of the governing body? gb | X
9 Is there any officer, director, trustee, or key employee listed in Part VII, Section A, who cannot be reached at
the organization's mailing address? If “Yes,” provide the names and addresses on Schedule O . ........... .. .. .. .. ............. 9 X
Section B. Policies (This Section B requests information about policies not required by the Internal Revenue Code.)
Yes | No
10a Did the organization have local chapters, branches, or affiiates? 10a X
b If “Yes,” did the organization have written policies and procedures governing the activities of such chapters,
affiliates, and branches to ensure their operations are consistent with the organization's exempt purposes? ..................... 10b
1la Has the organization provided a complete copy of this Form 990 to all members of its governing body before filing the form? 11a| X
b Describe on Schedule O the process, if any, used by the organization to review this Form 990.
12a Did the organization have a written conflict of interest policy? If “No,”" go to line123 ...~ 12a| X
b Were officers, directors, or trustees, and key employees required to disclose annually interests that could give rise to conflicts? 122b| X
¢ Did the organization regularly and consistently monitor and enforce compliance with the policy? If “Yes,”
describe on Schedule O how this was done ... 12c| X
13 Did the organization have a written whistleblower policy? 13 X
14  Did the organization have a written document retention and destruction policy? 14 X
15 Did the process for determining compensation of the following persons include a review and approval by
independent persons, comparability data, and contemporaneous substantiation of the deliberation and decision?
a The organization’s CEO, Executive Director, or top management offical 15a| X
b Other officers or key employees of the organization 15| X
If “Yes” to line 15a or 15b, describe the process on Schedule O. See instructions.
16a Did the organization invest in, contribute assets to, or participate in a joint venture or similar arrangement
with a taxable entity during the year? 16a X
b If “Yes,” did the organization follow a written policy or procedure requiring the organization to evaluate its
participation in joint venture arrangements under applicable federal tax law, and take steps to safeguard the
organization’s exempt status with respect 10 SUCh armangemMeNtS ? . . . .. ..t iie.. 16b

Section C. Disclosure
17  List the states with which a copy of this Form 990 is required to be filed P GA .....................................................................
18 Section 6104 requires an organization to make its Forms 1023 (1024 or 1024-A, if applicable), 990, and 990-T (section 501(c)
(3)s only) available for public inspection. Indicate how you made these available. Check all that apply.
|:| Own website |:| Another's website Upon request |:| Other (explain on Schedule O)
19 Describe on Schedule O whether (and if so, how) the organization made its governing documents, conflict of interest policy, and
financial statements available to the public during the tax year.

20 State the name, address, and telephone number of the person who possesses the organization's books and records P>
N ck Townsend 35 Hospital Road
Blairsville GA 30512 706- 439- 6498

DAA Form 990 (2021
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Form 990 (2021) Chat uge Reqgi onal Hospital, |nc. 58- 2513901 Page 7

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

la Complete this table for all persons required to be listed. Report compensation for the calendar year ending with or within the
organization's tax year.

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, Form 1099-MISC, and/or box 1 of Form 1099-NEC) of more than
$100,000 from the organization and any related organizations.

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

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

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

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

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

©
A B Position D E £
Name(a:1d title Avfar;ge é?;y?&g::;igg;ei;hg gﬂ? r;i Repi)n)abl_e Repgn)abl_e Estimatéd) amount
| ot @ oo | Coppert
(list any ) 2|z 9,: AEEIRS organization (W-2/ organizations (W-2/ from the
hours for 22|28 [B3] 3 1099-MISC/ 1099-MISC/ organization and
relgteq gg‘ = % §:"-; 2 1099-NEC) 1099-NEC) related organizations
organizations |2 = 3 g| g
below s| = 2 3
dotted line) T % g
@Suzanne Turner, | MD
R TRTRRTRURDRURRRRPRPN IS 40. 00
Physi ci an 0. 00 X 620, 443 0 14, 804
@Kevin L. Bierschenk
SSRRTRURURURRDRRRRPRPRPN IO 6. 00
CEO 4. 00 X 398, 374 14, 825
@®Julia Barnett
RURUIRUIRRTRTRORURUTRPN IO .00
CNO 35. 00 X 254, 433 18, 995
@M chael Gay
SURUIRUIRRTRTORORURUTRPN IO 6.00
(60 0) 34. 00 X 236, 638 19,561
&N chol as Townsend
URUIRUIRRTRTRDRURRTRPN IO 6.00
CFO 34. 00 X 238, 816 15, 861
® Ryan Snow
ST TR TR URURRRPRON IS 40. 00
Adm ni st rat or 0. 00 X 197,511 0 6, 200
mKrystal Young
S UUUSTTITRUTURDRURRIPRITN IS 40. 00
Regi stered Nurse 0. 00 X 125,719 0 11, 057
© Edwar d Del ong
U UUSRTITRUURDRURRTPRIPNN IS 40. 00
Regi stered Nurse 0. 00 X 111, 969 0 13,943
©Jdudy GGai ner
TR ETN TR RURURTRRON IS 40. 00
Nurse Practioner 0. 00 X 110, 147 0 10, 143
1)Ri ck Davenport
S URUORVIRRURTORDRRURURPRPNT IO 1.00
Secretary 1.50 | X 0 0
@y Thomas Gary, M)
UTRSTVITRURUORDRRURURPRPNTN IO 1.00
Di r ect or 1.50 | X 0 0

DAA

Form 990 (2021
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Form 990 (2021) Chat uge Regi onal Hospital, Inc. 58- 2513901 Page 8
Part VIl Section A. Officers, Directors, Trustees, Key Employees, and Highest Compensated Employees (continued)
©
Position
(G (B8) (do not check more than one () (G)] )
Name and title Average box, unless person is both an Reportable Reportable Estimated amount
hours officer and a director/trustee) compensation compensation of other
per week — from the from related compensation
(list any 23 2 2 5 RIS organization (W-2/ organizations (W-2/ from the
hours for %g g8 | o :65 B 1099-MISC/ 1099-MISC/ organization and
related gg, g 3 8: - 1099-NEC) 1099-NEC) related organizations
organizations S 2 S| g
below G 1 3 3
dotted line) gl 2 g_
° g
(12) Sonny WMahan
U U T RTRTURURURURUROY PO 1.00
Di rector 1.50 | X 0 0 0
(13) G eg Ownenby
U EU TR TRTUSRURURURUO P 1.00
Di rector 1.50 | X 0 0 0
(14) Dinah Paris
TUUITUUORTURUIURURORN IO 1.00
Vice Chair 1.50 | X X 0 0 0
(15) Steven Rowe
TR T TR RUR U OO PO 1.00
Chai r man 1.50 | X X 0 0 0
1b Subtotal ... > 1, 165, 789 1,128, 261 125, 389
c Total from continuation sheets to Part VII, Section A ....... >
d Total (add lines band 1¢) ... o\ooovoiiiiieiiiei > 1, 165, 789 1,128, 261 125, 389
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 P> 9
Yes [ No
3 Did the organization list any former officer, director, trustee, key employee, or highest compensated
employee on line 1a? If “Yes,” complete Schedule J for such individual . . . ... 3 X
4 For any individual listed on line 1a, is the sum of reportable compensation and other compensation from the
organization and related organizations greater than $150,0007? If “Yes,” complete Schedule J for such
INGIVIBUBL 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.. . .. ... ........ .. ... .. ... ............... 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 kgus)iness address Descripticgn )of services Coméer%sation
Functional Pathways of Tennessee LLC0133|Sherrill Blvd suite 200
Knoxville TN 37932- 3347| Ther apy 426, 938
Heal t hcare Services G oup 3220 Tillman Dr Suite 300
Bensal em PA 19020 D etary Service 335, 764
Capeside Tele, LLC 311 Judges Road 4E
W1 m ngt on NC 28405 Behavi oral st af 207,130
MIller EDX LLC PO Box 2696
Bl ue Ri dge GA 30513 Medi cal Service 141, 015
2 Total number of independent contractors (including but not limited to those listed above) who
received more than $100,000 of compensation from the organization P> 4
DAA Form 990 (2021
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Form 990 (2021) Chat uge Reqgi onal Hospital, |nc.

58- 2513901

Part VIl Statement of Revenue

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

GV
Total revenue

(B)
Related or exempt
function revenue

©)
Unrelated
business revenue

(D)
Revenue excluded
from tax under
sections 512-514

gé la Federated campaigns = la
&2 b Membership dues 1b
»u<| c Fundraising events 1c
5‘_3‘ d Related organizatons = 1d
U;_g e Government grants (contributions) le 3, 486, 008
S(Q f Al other contributions, gifts, grants,
59 and similar amounts not included above . . . . . . 1f 864, 786
ga g Noncash contributions included in
o lines 1a-2f ... o 1g |$
S8 h Total. Addlinesla=1f ... ... ... ... . > 4, 350, 794
Business Code|
8 | 2a . Net Patient Revenue . . . . ... . 623000 32, 207, 028 32, 207, 028
Sal D
= .
g % d ...................................................
Uﬁ ...................................................
Sl e
f All other program service revenue ................
g Total. Add lines 2a—2f .................................... » | 32,207,028
3 Investment income (including dividends, interest, and
other similar amounts) > 95 95
4 Income from investment of tax-exempt bond proceeds P
5 Royalties .. ... ... >
(i) Real (i) Personal
6a Gross rents 6a 69, 936
b Less: rental expenses| 6b
C Rental inc. or (loss) | 6C 69, 936
d Net rental income or (10SS) ... ... > 69, 936 69, 936
7@ Gross amount from () Securities (i) Other
sales of assets
other than inventory | 7@
g b Less: cost or other
§ basis and sales exps.| 7b
¢ ¢ Gain or (loss) 7c
E d Netgain or (I0SS) .......ooouee e e >
& | 8a Gross income from fundraising events
(not including $
of contributions reported on line
1c). See Part IV, line18 8a
b Less: direct expenses 8b
¢ Net income or (loss) from fundraising events .............. >
9a Gross income from gaming
activities. See Part IV, line 19 9a
b Less: direct expenses 9b
¢ Net income or (loss) from gaming activities ............... >
10a Gross sales of inventory, less
returns and allowances 10a
b Less: cost of goods sold 10b
Net income or (loss) from sales of inventory .. ............. >
n Business Code
Saflla Pharmmcy - Nursing Home . . .. 623000 435, 120 435, 120
8§ b . Mscellaneous . 623000 44, 400 44, 400
3 c  Cafeteria & Vending ... ... .. .. .. 722514 27, 356 27, 356
27| d Allother revenue ................................. 623000 46, 046 28, 898 17,148
e Total. Add lines 11a-11d .. ... > 552, 922
12 Total revenue. See instructions .......................... » | 37,180, 775]| 32, 715, 446 114, 535

DAA

Form 990 (2021
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Chat uge Reqi onal

Hospi t al ,

58- 2513901

Part IX

Statement of Functional Expenses

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

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

Do not include amounts reported on lines 6b, 7b, Total gypenses PrograSnB)service Manageg%)ent and Funérl?a)ising
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, line 21
2 Grants and other assistance to domestic
individuals. See Part IV, line22 1, 000 1, 000
3 Grants and other assistance to foreign
organizations, foreign governments, and
foreign individuals. See Part IV, lines 15 and 16
4 Benefits paid to or for members
5 Compensation of current officers, directors,
trustees, and key employees
6 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 14,118,120 11,671,450 2,446,670
8 Pension plan accruals and contributions (include
section 401(k) and 403(h) employer contributions) 157,112 129, 884 27,228
9 Other employee benefits 2,122,434 1,754,616 367,818
10 Payroll taxes . 999, 842 826, 569 173,273
11 Fees for services (nonemployees):
a Management L
bolegal 69, 046 69, 046
¢ Accounting
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.) 3, 528, 243 3, 272, 331 255, 912
12 Advertising and promoton 20, 007 20, 007
13 Office expenses 119,166 98,514 20, 652
14 Information technology 28,197 25, 248 2,949
15 Royalies
16 Occupancy . ... 771,997 691, 245 80, 752
17 Travel 21, 145 17,481 3,664
18 Payments of travel or entertainment expense
for any federal, state, or local public officials
19 Conferences, conventions, and meetings 10, 334 8, 838 1, 496
20 nterest ... 322 322
21 Payments to affiliates
22 Depreciation, depletion, and amortization 1, 791, 979 1, 604, 538 187, 441
23 Inswrance . 572, 900 556, 867 16, 033
24 Other expenses. Itemize expenses not covered
above (List miscellaneous expenses on line 24e. If
line 24e amount exceeds 10% of line 25, column
(A) amount, list line 24e expenses on Schedule O.)
a Mdical Supplies 3,776,37/01 3,776,370
b Repairs & Maintenance 1,278,633 1,144,888 133, 745
¢  Dues & Subscriptions 575, 484 475, 753 99, 731
d  Provider fee 476, 884 476, 834
e All other expenses 91, 680 19, 382 72, 298
25 Total functional expenses. Add lines 1 through 24e . . 30, 530, 895 26, 552, 180 3, 978, 715 0
26 Joint costs. Complete this line only if the
organization reported in column (B) joint costs
from a combined educational campaign_and
fundraising solicitation. Check here >|:| if
following SOP 98-2 (ASC 958-720) ... .........
DAA Form 990 (2021
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Chat uge Regi onal Hospital, |nc.

58-

2513901

Part X Balance Sheet
Check if Schedule O contains a response or note to any line in this Part X . |_L
®) (B)
Beginning of year End of year
1 Cash—non-interestbearing ... 433, 534]| 1 148, 541
2 Savings and temporary cash investments L 2
3 Pledges and grants receivable, net 3
4 Accounts receivable, net ... 2,931,880] 4 3, 344, 838
5 Loans and other receivables from any current or former officer, director,
trustee, key employee, creator or founder, substantial contributor, or 35%
controlled entity or family member of any of these persons 5
6 Loans and other receivables from other disqualified persons (as defined
1%} under section 4958(f)(1)), and persons described in section 4958(c)(3)(B) =~ 6
3| 7 Notes and loans recenavie,net :
<| 8 Inventories for sale oruse ... 608, 705] 8 632, 283
9 Prepaid expenses and deferred charges ... 36,427] 9 32,135
10a Land, buildings, and equipment: cost or other
basis. Complete Part VI of ScheduleD 10a 25,709, 775
b Less: accumulated depreciaton 10b 18, 024, 850 8,126, 801 | 10c 7,684,925
11 Investments—publicly traded securiies 11
12 Investments—other securities. See Part Iv, ine12 12
13 Investments—program-related. See Part IV, line122 13
14 Intangible assets . 14
15 Other assets. See Part IV, line 11 ... 2,420, 910] 15 6, 333, 489
16 _Total assets. Add lines 1 through 15 (must equal line 33) .......................... 14,558, 257 16 18,176,211
17 Accounts payable and accrued expenses 1,134,023] 17 1,298, 376
18 Grants payable 18
19 Deferred OV N 19
20 Tax-exempt bond liabilities 20
21 Escrow or custodial account liability. Complete Part IV of Schedule D 21
9 22 Loans and other payables to any current or former officer, director,
= trustee, key employee, creator or founder, substantial contributor, or 35%
E controlled entity or family member of any of these persons 22
— 123 Secured mortgages and notes payable to unrelated third paries 2,540, 262 23 2,164, 480
24 Unsecured notes and loans payable to unrelated third parties 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 .. 9,025, 081] 25 6,204, 584
26 _Total liabilities. Add lines 17 through 25 ... ..\ oiiv o et 12,699, 366 26 9,667, 440
@ Organizations t.hat follow FASB ASC 958, check here
Qo and complete lines 27, 28, 32, and 33.
T‘g 27 Net assets without donor restricions 1,858,891 27 8,508, 771
|28 Net asses with donor resticlions ... 28
= Organizations that do not follow FASB ASC 958, check here >|:|
"'; and complete lines 29 through 33.
3 29 Capital stock or trust principal, or current funds 29
§ 30 Paid-in or capital surplus, or land, building, or equipment fund 30
&£ |31 Retained eamings, endowment, accumulated income, or other funds 31
3|32 Total net assets or fund balances 1,858, 891] 32 8,508, 771
33 Total liabilities and net assets/fund balances .............. ... ... ..., 14, 558, 257 33 18, 176, 211

DAA

Form 990 (2021
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Form 990 (2021) Chat uge Regi onal Hospital, 1nc. 58- 2513901 Page 12
Part XI Reconciliation of Net Assets
Check if Schedule O contains a response or note to any line in this Part X

n
37,180, 775

Total revenue (must equal Part VIIl, column (A), line 12)

Total expenses (must equal Part IX, column (A), lne 25) ..., 30, 530, 895
Revenue less expenses. Subtract fine 2 from fine 1 | ... ..., 6, 649, 880
Net assets or fund balances at beginning of year (must equal Part X, line 32, column (4)) 1,858, 891

© O N O UANWN PR
Z
@
2
c
=]
=
o)
o
5
@
o
Q
o
>
7]
—
o)
1)
17
@
%)
<
o
=]
g.
@
%)
2
3
@
>
=
[7)
© |o [~ |o o s [w [N |-

Net assets or fund balances at end of year. Combine lines 3 through 9 (must equal Part X, line

32, COMN (B)) L\ oo 10 8,508, 771
Part XIl  Financial Statements and Reporting

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

[y
o

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

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

Form 990 (2021

DAA
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SCHEDULE A Public Charity Status and Public Support OMB No. 15450047
Form
( ° 990) Complete if the organization is a section 501(c)(3) organization or a section 4947(a)(1) nonexempt charitable trust. 202 1
Department of the Treasury P Attach to Form 990 or Form 990-EZ. Open to Public
intermal Revenue Service P Go to www.irs.gov/Form990 for instructions and the latest information. Inspection
Name of the organization Employer identification number

Chat uge Reqgional Hospital, Inc. 58- 2513901

Part |

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

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

10

11
12

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

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

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

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

Oy, AN St
An organization operated for the benefit of a college or university owned or operated by a governmental unit described in

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

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

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

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

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

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

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

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

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

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

acquired by the organization after June 30, 1975. See section 509(a)(2). (Complete Part II1.)

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

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

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

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

|:| Type |. A supporting organization operated, supervised, or controlled by its supported organization(s), typically by giving

a
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 lll non-functionally integrated. A supporting organization operated in connection with its supported organization(s)
that is not functionally integrated. The organization generally must satisfy a distribution requirement and an attentiveness
requirement (see instructions). You must complete Part IV, Sections A and D, and Part V.
e Check this box if the organization received a written determination from the IRS that it is a Type |, Type II, Type llI
functionally integrated, or Type |l non-functionally integrated supporting organization.
f  Enter the number of supported organizations ... ]
g Provide the following information about the supported organization(s).
(i) Name of supported (i) EIN (iii) Type of organization (iv) Is the organization (v) Amount of monetary (vi) Amount of
organization (described on lines 1-10 listed in your governing support (see other support (see
above (see instructions)) document? instructions) instructions)
Yes No
(A)
(B)
©
D)
(E)
Total
For Paperwork Reduction Act Notice, see the Instructions for Form 990 or 990-EZ. Schedule A (Form 990) 2021
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Schedule A (Form 990) 2021 Chatuge Reqgional Hospital, |Inc. 58- 2513901

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 111.)

Section A. Public Support

Calendar year (or fiscal year beginning in) » (a) 2017 (b) 2018 (c) 2019 (d) 2020 (e) 2021 (f) Total
1 Gifts, grants, contributions, and
membership fees received. (Do not
include any "unusual grants.")
2 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) » (a) 2017 (b) 2018 (c) 2019 (d) 2020 (e) 2021 (f) Total

7  Amounts from line 4

8 Gross income from interest, dividends,
payments received on securities loans,
rents, royalties, and income from
similar sources

9 Net income from unrelated business
activities, whether or not the business

is regularly carried on

10  Other income. Do not include gain or
loss from the sale of capital assets
(Explainin Part VL) ...................

11  Total support. Add lines 7 through 10

12 Gross receipts from related activities, etc. (see instructions) [ 12
13  First 5 years. If the Form 990 is for the organization’s first, second, third, fourth, or fifth tax year as a section 501(c)(3)

organization, check this box and STOP NEIe . ... .o il 4 |_|
Section C. Computation of Public Support Percentage
14 Public support percentage for 2021 (line 6, column (f) divided by line 11, colbln ¢y ... 14 %
15 Public support percentage from 2020 Schedule A, Part ll, line 14~ 15 %

16a 33 1/3% support test—2021. If the organization did not check the box on line 13, and line 14 is 33 1/3% or more, check this

box and stop here. The organization qualifies as a publicly supported organization

b 33 1/3% support test—2020. If the organization did not check a box on line 13 or 16a, and line 15 is 33 1/3% or more, check

this box and stop here. The organization qualifies as a publicly supported organization
17a 10%-facts-and-circumstances test—2021. If the organization did not check a box on line 13, 16a, or 16b, and line 14 is
10% or more, and if the organization meets the facts-and-circumstances test, check this box and stop here. Explain in
Part VI how the organization meets the facts-and-circumstances test. The organization qualifies as a publicly supported
organization
b 10%-facts-and-circumstances test—2020. If the organization did not check a box on line 13, 16a, 16b, or 17a, and line
15 is 10% or more, and if the organization meets the facts-and-circumstances test, check this box and stop here. Explain
in Part VI how the organization meets the facts-and-circumstances test. The organization qualifies as a publicly supported
organization
18 Private foundation. If the organization did not check a box on line 13, 16a, 16b, 17a, or 17b, check this box and see
instructions

................................................................................................................................. > []
.................................................................................................................................. > []

Schedule A (Form 990) 2021
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Schedule A (Form 990) 2021 Chatuge Reqgional Hospital, |Inc. 58- 2513901 Page 3

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

(Complete only if you checked the box on line 10 of Part | or if the organization failed to qualify under Part II.
If the organization fails to qualify under the tests listed below, please complete Part 11.)

Section A. Public Support

Calendar year (or fiscal year beginning in) » (@) 2017 (b) 2018 (c) 2019 (d) 2020 (e) 2021 (f) Total
1  Gifts, grants, contributions, and membership fees
received. (Do not include any "unusual grants.”)
2 Gross receipts from admissions, merchandise
sold or services performed, or facilities
fumished 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
line6.) .
Section B. Total Support
Calendar year (or fiscal year beginning in) » (@) 2017 (b) 2018 (c) 2019 (d) 2020 (e) 2021 (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
c Addlines 10aand10b
11 Net income from unrelated business
activities not included on line 10b, whether
or not the business is regularly carried on . .
12 Other income. Do not include gain or
loss from the sale of capital assets
(Explainin Part VI)
13 Total support. (Add lines 9, 10c, 11,
and 12.) .
14  First 5 years. If the Form 990 is for the organization’s first, second, third, fourth, or fifth tax year as a section 501(c)(3)
organization, check this box and stop here ... 4 |:|
Section C. Computation of Public Support Percentage
15  Public support percentage for 2021 (line 8, column (f), divided by line 13, column (f)) 15 %
16  Public support percentage from 2020 Schedule A, Part lll, line 15 . . ... ... .. . i e, 16 %
Section D. Computation of Investment Income Percentage
17 Investment income percentage for 2021 (line 10c, column (f), divided by line 13, colurn @) 17 %
18 Investment income percentage from 2020 Schedule A, Part Ill, ine17 18 %
19a 33 1/3% support tests—2021. If the organization did not check the box on line 14, and line 15 is more than 33 1/3%, and line
17 is not more than 33 1/3%, check this box and stop here. The organization qualifies as a publicly supported organization ................ | 2 |:|
b 33 1/3% support tests—2020. If the organization did not check a box on line 14 or line 19a, and line 16 is more than 33 1/3%, and
line 18 is not more than 33 1/3%, check this box and stop here. The organization qualifies as a publicly supported organization ............ | 2 |:|
20 Private foundation. If the organization did not check a box on line 14, 19a, or 19b, check this box and see instructions .................... 4 |:|

DAA
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Schedule A (Form 990) 2021 Chat uge Regi onal Hospital, Inc. 58- 2513901 Page 4
Part IV Supporting Organizations
(Complete only if you checked a box in line 12 on Part I. If you checked box 12a, Part |, complete Sections A
and B. If you checked box 12b, Part I, complete Sections A and C. If you checked box 12c, Part I, complete
Sections A, D, and E. If you checked box 12d, Part I, complete Sections A and D, and complete Part V.)
Section A. All Supporting Organizations

Yes No

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

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

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

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

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

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

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

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

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

designated in the organization's organizing document? 5b
c 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, (i) individuals that are part of the charitable class benefited
by one or more of its supported organizations, or (iii) other supporting organizations that also support or
benefit one or more of the filing organization’s supported organizations? If "Yes," provide detail in Part VI. 6

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

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

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

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

the supporting organization had an interest? If "Yes," provide detail in Part VI. 9b
¢ Did a disqualified person (as defined on line 9a) have an ownership interest in, or derive any personal benefit

from, assets in which the supporting organization also had an interest? If "Yes," provide detail in Part VI. 9c

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

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

Schedule A (Form 990) 2021
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Schedule A (Form 990) 2021 Chatuge Regional Hospital, Inc. 58- 2513901 Page 5
Part IV Supporting Organizations (continued)

Yes No

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

Yes No

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

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

Section C. Type Il 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 lll 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, (ii) a copy of the Form 990 that was most recently filed as of the date of notification, and (iii) copies of the
organization’s governing documents in effect on the date of notification, to the extent not previously provided? 1

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

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

Section E. Type lll Functionally Integrated Supporting Organizations
1 Check the box next to the method that the organization used to satisfy the Integral Part Test during the year (see instructions).
a The organization satisfied the Activities Test. Complete line 2 below.
b The organization is the parent of each of its supported organizations. Complete line 3 below.
c The organization supported a governmental entity. Describe in Part VI how you supported a governmental entity (see instructions).
2 Activities Test. Answer lines 2a and 2b below. Yes No
a Did substantially all of the organization’s activities during the tax year directly further the exempt purposes of
the supported organization(s) to which the organization was responsive? If "Yes," then in Part VI identify
those supported organizations and explain how these activities directly furthered their exempt purposes,
how the organization was responsive to those supported organizations, and how the organization determined
that these activities constituted substantially all of its activities. 2a
b Did the activities described on line 2a, above, constitute activities that, but for the organization's
involvement, one or more of the organization’s supported organization(s) would have been engaged in? If
"Yes," explain in Part VI the reasons for the organization’s position that its supported organization(s) would
have engaged in these activities but for the organization’s involvement. 2b

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

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

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

DAA Schedule A (Form 990) 2021
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Chat uge Reqi onal Hospital,

| nC.

58- 2513901 Page 6

Part V

Type |l Non-Functionally Integrated 509(a)(3) Supporting Organizations

1 |:| Check here if the organization satisfied the Integral Part Test as a qualifying trust on Nov. 20, 1970 (explain in Part VI). See
instructions. All other Type lll non-functionally integrated supporting organizations must complete Sections A through E.

Section A — Adjusted Net Income

(A) Prior Year

(B) Current Year
(optional)

Net short-term capital gain

Recoveries of prior-year distributions

Other gross income (see instructions)

Add lines 1 through 3.

Depreciation and depletion

a|h [W]IN |-

(o200 (621 BN [OVIN |\ | o)

Portion of operating expenses paid or incurred for production or collection
of gross income or for management, conservation, or maintenance of
property held for production of income (see instructions)

[o)]

7

Other expenses (see instructions)

~

8

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

Section B — Minimum Asset Amount

(A) Prior Year

(B) Current Year
(optional)

1

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

a Average monthly value of securities

la

b Average monthly cash balances

1b

c_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):

Acquisition indebtedness applicable to non-exempt-use assets

N

Subtract line 2 from line 1d.

w

4

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

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

Multiply line 5 by 0.035.

~N (o |on

Recoveries of prior-year distributions

8

Minimum Asset Amount (add line 7 to line 6)

@ N (o o |

Section C — Distributable Amount

Current Year

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

Enter 0.85 of line 1.

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

Enter greater of line 2 or line 3.

Income tax imposed in prior year

g |h W N e

1
2
3
4
5
6

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

6

~

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

(see instructions).

DAA
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Part V

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

Section D — Distributions

Current Year

Amounts paid to supported organizations to accomplish exempt purposes

N |

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

organizations, in excess of income from activity

Administrative expenses paid to accomplish exempt purposes of supported organizations

Amounts paid to acquire exempt-use assets

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

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

Total annual distributions. Add lines 1 through 6.

o0 N o || |w

Distributions to attentive supported organizations to which the organization is responsive

(provide details in Part VI). See instructions.

Distributable amount for 2021 from Section C, line 6

10

Line 8 amount divided by line 9 amount

Section E — Distribution Allocations (see instructions)

0

Excess Distributions

(i)
Underdistributions
Pre-2021

(iii)
Distributable
Amount for 2021

Distributable amount for 2021 from Section C, line 6

Underdistributions, if any, for years prior to 2021
(reasonable cause required—explain in Part VI). See
instructions.

Excess distributions carryover, if any, to 2021

From 2016

From 2017 ... .. .. .. ...

From2018 ...............................

From 2019

From 2020 ... .. ... ... .. ... .. ... .. .....

Total of lines 3a through 3e

Applied to underdistributions of prior years

oK [ a0 |T |

Applied to 2021 distributable amount

Carryover from 2016 not applied (see instructions)

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

Distributions for 2021 from
Section D, line 7: $

Applied to underdistributions of prior years

Applied to 2021 distributable amount

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

5 Remaining underdistributions for years prior to 2021, if
any. Subtract lines 3g and 4a from line 2. For result
greater than zero, explain in Part VI. See instructions.

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

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

8  Breakdown of line 7:

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

DAA
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Schedule A (Form 990) 2021 Chatuge Reqgional Hospital, |Inc. 58- 2513901
Part VI

Page 8
Supplemental Information. Provide the explanations required by Part I, line 10; Part Il, line 17a or 17b; Part

lll, line 12; Part IV, Section A, lines 1, 2, 3b, 3c, 4b, 4c, 5a, 6, 9a, 9b, 9c, 11a, 11b, and 11c; Part IV, Section

B, lines 1 and 2; Part IV, Section C, line 1; Part IV, Section D, lines 2 and 3; Part IV, Section E, lines 1c, 2a, 2b,
3a, and 3b; Part V, line 1; Part V, Section B, line le; Part V, Section D, lines 5, 6, and 8; and Part V, Section E,
lines 2, 5, and 6. Also complete this part for any additional information. (See instructions.)

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

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

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

OMB No. 1545-0047

2021

Open to Public
Inspection

Name of the organization

Employer identification number

Chatuge Reqional Hospital, |Inc. 58- 2513901

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

Complete if the organization answered “Yes” on Form 990, Part 1V, 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 L
5 Did the organization inform all donors and donor advisors in writing that the assets held in donor advised
funds are the organization’s property, subject to the organization’s exclusive legal control? |:| Yes |:| No
6 Did the organization inform all grantees, donors, and donor advisors in writing that grant funds can be used
only for charitable purposes and not for the benefit of the donor or donor advisor, or for any other purpose
conferring impermissible private BeNefit? .. . . . ... il |:| Yes |:| No
Part Il Conservation Easements.
Complete if the organization answered “Yes” on Form 990, Part IV, line 7.
1 Purpose(s) of conservation easements held by the organization (check all that apply).
Preservation of land for public use (for example, recreation or education) Preservation of a historically important land area
Protection of natural habitat Preservation of a certified historic structure
Preservation of open space
2 Complete lines 2a through 2d if the organization held a qualified conservation contribution in the form of a conservation
easement on the last day of the tax year. Held at the End of the Tax Year
a Total number of conservation easements 2a
b Total acreage restricted by conservation easements 2b
¢ Number of conservation easements on a certified historic structure included in (@ 2c
d Number of conservation easements included in (c) acquired after 7/25/06, and not on a
historic structure listed in the National Register ... 2d
3 Number of conservation easements modified, transferred, released, extinguished, or terminated by the organization during the
tax year
4 Number of states where property subject to conservation easement is located »
5 Does the organization have a written policy regarding the periodic monitoring, inspection, handling of
violations, and enforcement of the conservation easements it holds? | ... ... [ ves [] no
6 Staff and volunteer hours devoted to monitoring, inspecting, handling of violations, and enforcing conservation easements during the year
>
7 Amount of expenses incurred in monitoring, inspecting, handling of violations, and enforcing conservation easements during the year
>SS
8 Does each conservation easement reported on line 2(d) above satisfy the requirements of section 170(h)(4)(B)(i)
and section 170(N)(A)(B)()2 .. . ... . . . |:| Yes |:| No
9 In Part Xlll, 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 lll Organizations Maintaining Collections of Art, Historical Treasures, or Other Similar Assets.

Complete if the organization answered “Yes” on Form 990, Part 1V, line 8.

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

a
b

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

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

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

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

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

Assets included in FOrm 990, Part X . ... ...

|

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

DAA
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Page 2

Part Il

Organizations Maintaining Collections of Art, Historical Treasures, or Other Similar Assets (continued)

3 Using the organization’s acquisition, accession, and other records, check any of the following that make significant use of its

collection items (check all that apply):

a Public exhibition d Loan or exchange program
b Scholarly research e Other
c Preservation for future generations
4 Provide a description of the organization’s collections and explain how they further the organization's exempt purpose in Part
XIIl.
5 During the year, did the organization solicit or receive donations of art, historical treasures, or other similar
assets to be sold to raise funds rather than to be maintained as part of the organization's collection? .. .. ........................ |:| Yes |:| No
Part IV Escrow and Custodial Arrangements.

Complete if the organization answered "Yes" on Form 990, Part 1V, 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

b

c

f

included on Form 990, Part X?
If “Yes,” explain the arrangement in Part XlIl and complete the following table:

Beginning balance

Ending balance

2a Did the organization include an amount on Form 990, Part X, line 21, for escrow or custodial account liability?
b If “Yes,” explain the arrangement in Part XIll. Check here if the explanation has been provided on Part XlI|

| No

Part V Endowment Funds.
Complete if the organization answered “Yes” on Form 990, Part IV, line 10.
(a) Current year (b) Prior year (c) Two years back (d) Three years back (e) Four years back
la Beginning of year balance

b Contributions
¢ Net investment earnings, gains, and

losses

f Administrative expenses
g End of year balance .
2 Provide the estimated percentage of the current year end balance (line 1g, column (a)) held as:
a Board designated or quasi-endowment®» %
b Permanent endowment®» %
¢ Term endowment®» %
The percentages on lines 2a, 2b, and 2c should equal 100%.
3a Are there endowment funds not in the possession of the organization that are held and administered for the
organization by: Yes | No
() Unrelated organizations 3a()
(i) Related OfGaNIZatioNs | . .. ..l 3a(ii)
b If “Yes” on line 3a(ii), are the related organizations listed as required on ScheduleR? .~~~ 3b
4 Describe in Part XIlI 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 IV, 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 877,121 877,121
b Buildings ... 9,869,171 5, 313, 858 4, 555, 313
c Leasehold improvements 321, 267 239, 357 81, 910
d Equipment ... 14,455,006| 12,471,635 1,983, 371
€ Oher ..\ovis e 187, 210 187, 210
Total. Add lines 1a through 1e. (Column (d) must equal Form 990, Part X, column (B), line 10c.) ... ... ... ... ... ... .. .. .. > 7,684, 925

DAA
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Schedule D (Form 990) 2021 Chat uge Regi onal Hospital, 1nc. 58- 2513901 Page 3
Part VII Investments — Other Securities.
Complete if the organization answered “Yes” on Form 990, Part IV, line 11b. See Form 990, Part X, line 12.

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

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

Part VIII 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

)
)

1
2

3)
4)
5
6

)
)
7)
8)

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

Part IX  Other Assets.

Complete if the organization answered “Yes” on Form 990, Part IV, line 11d. See Form 990, Part X, line 15.
(a) Description (b) Book value

) Due from Related Parties 4,549, 570
) Third Party Receivabl e 1,783,919

1
2

3)
4)
5
6

(
(
(
(
(
(
(
(

)
)
7
8)
(©)
Total. (Column (b) must equal Form 990, Part X, col. (B) line 15.)
Part X Other Liabilities.
Complete if the organization answered "Yes" on Form 990, Part IV, line 11e or 11f. See Form 990, Part X,

(
(
(
(
(
(
(
(

> 6, 333, 489

line 25.
1. (a) Description of liability (b) Book value
(1) Federal income taxes
) Medicare Advance Paynents 2,448, 314
@) Third Party Settlenents 1, 839, 637
4) Refundable CARES Liability 1, 790, 997
) Patient Refunds Payable 125, 636
(6)
)]
8
©)]
Total. (Column (b) must equal Form 990, Part X, col. (B) i€ 25) . ... ... > 6, 204, 584

2. Liability for uncertain tax positions. In Part XlII, provide the text of the footnote to the organization’s financial statements that reports the
organization's liability for uncertain tax positions under FASB ASC 740. Check here if the text of the footnote has been provided in Part XllI
DAA Schedule D (Form 990) 2021
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Schedule D (Form 990) 2021 _Chat uge Regi onal Hospital, 1nc. 58- 2513901 Page 4
Part XI  Reconciliation of Revenue per Audited Financial Statements With Revenue per Return.
Complete if the organization answered “Yes” on Form 990, Part IV, line 12a.

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

a Net unrealized gains (losses) on investments 2a

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

C Recoveries of prior year grants 2¢

d Other (Describe in Part XIIL) 2d

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

a Investment expenses not included on Form 990, Part VIlI, line 70 4a

b Other (Describe in Part XIIL) 4b

C Add Ilnes 4a and 4b .............................................................................................. 4C
5 Total revenue. Add lines 3 and 4c. (This must equal Form 990, Part |, line 12.) ... .. ... .. ... .. . . . .. . .. ... .. ...... 5

Part Xl Reconciliation of Expenses per Audited Financial Statements With Expenses per Return.
Complete if the organization answered "Yes" on Form 990, Part 1V, line 12a.

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

a Donated services and use of facilies 2a

b Prior year adjustments 2b

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

d Other (Describe in Part XIL) 2d

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

a Investment expenses not included on Form 990, Part VIlI, line 70 4a

b Other (Describe in Part XIL) 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

Part XIll  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 XI, 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

taxed as a partnership under federal and state |law and is therefore not

subject to corporate incone taxation. The Corporation is the sole owner of

considered rel ated business incone and therefore is not subject to tax.

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

recognize and how to neasure the financial statement effects of income tax
sustained.  Based on that evaluation, the Corporation only recognizes the
interest be incurred, they would be recognized as operating expenses. ..

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

Department of the Treasury
Internal Revenue Service

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

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

Hospitals

» Attach to Form 990.

OMB No. 1545-0047

2021

Open to Public
Inspection

Name of the organization

Chat uge Reqi onal

Hospi t al |,

| nC.

Employer identification number

58- 2513901

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 question 6a la | X
b If*Yes"was it a written policy? 1 | 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: . . . . . . . . . . . . . . . . . . . . . . . ... . ... 3b | X
[ ] 200% [ ] 250% [ ] 300% [ ] 350% 400% [ ] other %
¢ If the organization used factors other than FPG in determining eligibility, describe in Part VI the criteria used
for determining eligibility for free or discounted care. Include in the description whether the organization used
an asset test or other threshold, regardless of income, as a factor in determining eligibility for free or
discounted care.
4 Did the organization’s financial assistance policy that applied to the largest number of its patients during the
tax year provide for free or discounted care to the “medically indigent™? 4 | X
5a Did the organization budget amounts for free or discounted care provided under its financial assistance policy during the tax year? | 5a X
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 year? 6a | X
b If “Yes,” did the organization make it available to the public? 6b | X
Complete the following table using the worksheets provided in the Schedule H instructions. Do not submit
these worksheets with the Schedule H.
7 Financial Assistance and Certain Other Community Benefits at Cost
Financial Assistance and (a) Number of (b) Persons (c) Total community (d) Direct offsetting (e) Net community (f) Percent
Means-Tested Government Pro grams activities or ser_ved benefit expense revenue benefit expense of total
programs  (optional) (optional) expense
a  Financial Assistance at cost (from
Worksheet 1) 68, 932 68, 932 0. 23
b Medicaid (from Worksheet 3, column a)
4,503, 737 8,573,422 0 0. 00
C  Costs of other means-tested
government programs (from
Worksheet 3, coumn b) 0 0. 00
d  Total. Financial Assistance and
Means-Tested Government Program 4, 572, 669 8, 573, 422 68, 932 0 23
Other Benefits
€  Community health improvement
services and community benefit
operations (from Worksheet 4) 669 669 0. 00
f Health professions education
(from Worksheet 5) 0 00
g Subsidized health services (from
Worksheet 6) 0 0 00
h  Research (from Worksheet 7) o 0 0. 00
i Cash and inkind contributions
for community benefit (from
Worksheet 8) 0 0.00
j Total. Other Benefits 669 669 0 00
K Total. Addlines 7dand 7j . ... .. 4,573, 338 8,573,422 69, 601 0.23

E/?/K Paperwork Reduction Act Notice, see the Instructions for Form 990.

Schedule H (Form 990) 2021
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Part Il Community Building Activities Complete this table if the organization conducted any community building
activities during the tax year, and describe in Part VI how its community building activities promoted the
health of the communities it serves.

(@) l\_lu_mber of (b) Persons (c) Total community (d) Direct offsetting (e) Net community (f) Percent of
activities or served building expense revenue building expense total expense
programs (optional)

(optional)

1 Physical improvements and housing 0 0. 00

2 Economic development O O 00

3 Community support 0 0. 00

4 Environmental improvements 0 0. 00

5 Leadership development and training

for community members 0 0. 00

6 Coalition building 0 0. 00

7 Community health improvement advocac) 0 0 00

8 Workforce development 0 0 00

9 Other 0 0. 00

10 Total 0 0. 00

Part lll Bad Debt, Medicare, & Collection Practices

Section A. Bad Debt Expense Yes [ No
1 Did the organization report bad debt expense in accordance with Healthcare Financial Management Association Statement No. 15?7 | 1 X
2 Enter the amount of the organization’s bad debt expense. Explain in Part VI the
methodology used by the organization to estimate this amount 2 2,202, 487
3 Enter the estimated amount of the organization’s bad debt expense attributable to
patients eligible under the organization’s financial assistance policy. Explain in Part VI the
methodology used by the organization to estimate this amount and the rationale, if any,
for including this portion of bad debt as community benefit | . . 3 341, 385
4 Provide in Part VI the text of the footnote to the organization’s financial statements that describes bad debt
expense or the page number on which this footnote is contained in the attached financial statements.
Section B. Medicare

5 Enter total revenue received from Medicare (including DSH and IME) 5 9, 899, 149

6 Enter Medicare allowable costs of care relating to payments on lines 6 9, 704, 387

7 Subtract line 6 from line 5. This is the surplus (or shortfaly 7 194, 762

8 Describe in Part VI the extent to which any shortfall reported in line 7 should be treated as community

benefit. Also describe in Part VI the costing methodology or source used to determine the amount reported
on line 6. Check the box that describes the method used:
|:| Cost accounting system |:| Cost to charge ratio Other
Section C. Collection Practices
9a Did the organization have a written debt collection policy during the tax year? 9a | X
b If “Yes,” did the organization’s collection policy that applied to the largest number of its patients during the tax year contain provisiong
on the collection practices to be followed for patients who are known to qualify for financial assistance? Describe in Part VI ... .. .. ap | X

Part IV Man agement 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] (e) Physicians'
activity of entity profit % or stock trustees, or key | profit % or stock
ownership % employees’ profit % | ownership %
or stock ownership %]

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

DAA
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Part V Facility Information

Section A. Hospital Facilities 5 g 2 § Q 5 33
. . . . . > [} o o Q [] N =}
(list in order of size, from largest to smallest—see instructions) HAEIE RN R
. . . L . @ =lel ™
How many hospital facilities did the organization operate during g é 3|3 § g 5
the tax year? _ 1 HEIEIE I
S| Ll E|E|3
Name, address, primary website address, and state license number g %_’ Facilty
(and if a group return, the name and EIN of the subordinate hospital g reporting
group

organization that operates the hospital facility) Other (describe)

1 Chatuge Regional Hospital, Inc

110 South Main Street

H awassee GA 30546- 0509
www. uni ongener al heal t hsyst em com
139- 583 X X X SNF, dinics

Schedule H (Form 990) 2021
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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 Chat uge Reqi onal Hospital, |nc

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 SecionCc 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 fine 12 ... 3 | X
If “Yes,” indicate what the CHNA report describes (check all that apply):
a ﬁ A definition of the community served by the hospital facility
b X Demographics of the community
[ X Existing health care facilities and resources within the community that are available to respond to the
___ health needs of the community
d X How data was obtained
e X The significant health needs of the community
f X Primary and chronic disease needs and other health issues of uninsured persons, low-income persons,
and minority groups
g The process for identifying and prioritizing community health needs and services to meet the
community health needs
h The process for consulting with persons representing the community's interests
i The impact of any actions taken to address the significant health needs identified in the hospital
facility's prior CHNA(S)
i Other (describe in Section C)
4 Indicate the tax year the hospital facility last conducted a CHNAQOA
5 In conducting its most recent CHNA, did the hospital facility take into account input from persons who represent
the broad interests of the community served by the hospital facility, including those with special knowledge of or
expertise in public health? If “Yes,” describe in Section C how the hospital facility took into account input from
persons who represent the community, and identify the persons the hospital facility consuted 5 | X
6a Was the hospital facility's CHNA conducted with one or more other hospital facilities? If "Yes," list the other
hospital facilities in Section C 6a
b Was the hospital facility's CHNA conducted with one or more organizations other than hospital facilities? If "Yes,"
list the other organizations in 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): VMWV, uni ongener al heal t hSVSt em 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 line22 8
9 Indicate the tax year the hospital facility last adopted an implementation strategyZOA
10 Is the hospital facility's most recently adopted implementation strategy posted on a website? 10
a If “ves,” (st ur):_WWW. uni ongener al heal t hsyst em com conmu
b If “No,” is the hospital facility's most recently adopted implementation strategy attached to this retun? 10b X
11 Describe in Section C how the hospital facility is addressing the significant needs identified in its most
recently conducted CHNA and any such needs that are not being addressed together with the reasons why
such needs are not being addressed.
12a Did the organization incur an excise tax under section 4959 for the hospital facility's failure to conduct a
CHNA as required by section 50L0)@)? 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 Schedule H (Form 990) 2021
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Part V Facility Information (continued)
Financial Assistance Policy (FAP)

Name of hospital facility or letter of facility reporting group Chat uge Reqgi onal Hospital, |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 included free or discounted care? ... .. ... ... .. 13 | X
If “Yes,” indicate the eligibility criteria explained in the FAP:

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

and FPG family income limit for eligibility for discounted care of 400 %

Income level other than FPG (describe in Section C)

Asset level

Medical indigency

Insurance status

Underinsurance status

oQ "o o O T
XXX

Residency
| | Other (describe in Section C)
14 Explained the basis for calculating amounts charged to patients? ... . ... . . ... .. ... ... ... ... 14 | X
15 Explained the method for applying for financial assistance? ... .. ... ... .. . . . .. .. . ... 15 | X
If “Yes,” indicate how the hospital facility's FAP or FAP application form (including accompanying
instructions) explained the method for applying for financial assistance (check all that apply):
a Described the information the hospital facility may require an individual to provide as part of his or her
application
b Described the supporting documentation the hospital facility may require an individual to submit as part
of his or her application
c Provided the contact information of hospital facility staff who can provide an individual with information
about the FAP and FAP application process
d |:| Provided the contact information of nonprofit organizations or government agencies that may be
sources of assistance with FAP applications
e |:| Other (describe in Section C)
16 Was widely publicized within the community served by the hospital facility? . . 16 | X

If “Yes,” indicate how the hospital facility publicized the policy (check all that apply):
The FAP was widely available on a website (list url): WWW. uni ongener al heal t hsyst em com pati e
The FAP application form was widely available on a website (st url): Www. uni ongener al heal t hsyst em coni pati e
A plain language summary of the FAP was widely available on a website (ist ur) VMMV, UNI ongener al heal t hsyst em coml pat ie
The FAP was available upon request and without charge (in public locations in the hospital facility and
by mail)
The FAP application form was available upon request and without charge (in public locations in the
hospital facility and by mail)
A plain language summary of the FAP was available upon request and without charge (in public
locations in the hospital facility and by mail)
g Individuals were notified about the FAP by being offered a paper copy of the plain language summary of
the FAP, by receiving a conspicuous written notice about the FAP on their billing statements, and via
conspicuous public displays or other measures reasonably calculated to attract patients' attention
h Notified members of the community who are most likely to require financial assistance about availability
of the FAP
i The FAP, FAP application form, and plain language summary of the FAP were translated into the
primary language(s) spoken by Limited English Proficiency (LEP) populations
j |7| Other (describe in Section C)

Schedule H (Form 990) 2021
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Schedule H (Form 990) 2021 Chat uge Regqi onal Hospital, |nc. 58- 2513901 Page 6
Part V Facility Information (continued)

Billing and Collections

Name of hospital facility or letter of facility reporting group Chat uge Reqgi onal Hospital, |nc

Yes | No

17 Did the hospital facility have in place during the tax year a separate billing and collections policy, or a written
financial assistance policy (FAP) that explained all of the actions the hospital facility or other authorized party
may take UPON NONPAYMENt? ... ... . ... .. 17 | 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)
Selling an individual's debt to another party

Deferring, denying, or requiring a payment before providing medically necessary care due to

___ nonpayment of a previous bill for care covered under the hospital facility's FAP

d| | Actions that require a legal or judicial process

| | Other similar actions (describe in Section C)

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

19 Did the hospital facility or other authorized party perform any of the following actions during the tax year
before making reasonable efforts to determine the individual's eligibility under the facility's FAP? ... ... ... .. .. .. .. .. .. ........ 19 X
1If “Yes,” check all actions in which the hospital facility or a third party engaged:

a | | Reporting to credit agency(ies)
Selling an individual's debt to another party

Deferring, denying, or requiring a payment before providing medically necessary care due to

___ nonpayment of a previous bill for care covered under the hospital facility's FAP

d [ | Actions that require a legal or judicial process

e | | Other similar actions (describe in Section C)

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

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

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

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

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

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

Other (describe in Section C)

None of these efforts were made

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 The hospital facility did not provide care for any emergency medical conditions
The hospital facility's policy was not in writing
c The hospital facility limited who was eligible to receive care for emergency medical conditions (describe
in Section C)
d |_| Other (describe in Section C)

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

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

Name of hospital facility or letter of facility reporting group Chat uge Reqgi onal Hospital, |nc

Yes | No

22 Indicate how the hospital facility determined, during the tax year, the maximum amounts that can be charged
to FAP-eligible individuals for emergency or other medically necessary care.
a The hospital facility used a look-back method based on claims allowed by Medicare fee-for-service
during a prior 12-month period
b |:| The hospital facility used a look-back method based on claims allowed by Medicare fee-for-service and
all private health insurers that pay claims to the hospital facility during a prior 12-month period
[ |:| The hospital facility used a look-back method based on claims allowed by Medicaid, either alone or in
combination with Medicare fee-for-service and all private health insurers that pay claims to the hospital
facility during a prior 12-month period
d |:| The hospital facility used a prospective Medicare or Medicaid method
23 During the tax year, did the hospital facility charge any FAP-eligible individual to whom the hospital facility
provided emergency or other medically necessary services more than the amounts generally billed to
individuals who had insurance covering such care? ... ... .. .. .. 23 X
If “Yes,” explain in Section C.
24 During the tax year, did the hospital facility charge any FAP-eligible individual an amount equal to the gross
charge for any service provided to that individual? ... ... .. . . 24 X
If “Yes,” explain in Section C.

Schedule H (Form 990) 2021
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Schedule H (Form 990) 2021 Chat uge Regqi onal Hospital, |nc. 58- 2513901 Page 8
Part V Facility Information (continued)

Section C. Supplemental Information for Part V, Section B. Provide descriptions required for Part V, Section B, lines
2, 3], 5, 63, 6b, 7d, 11, 13b, 13h, 15e, 16j, 18e, 19e, 20a, 20b, 20c, 20d, 20e, 21c, 21d, 23, and 24. If applicable, provide
separate descriptions for each hospital facility in a facility reporting group, designated by facility reporting group letter
and hospital facility line number from Part V, Section A (“A, 1,” “A, 4,” “B, 2,” “B, 3,” etc.) and name of hospital facility.

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

The Community Advisory Participation Conmttee prioritized the foll ow ng

community health needs:

1) Heart/Vascular D sease
2) Overweight/Qoesity

3) Drug/ Substance Abuse
4) Child Nutrition

5) Mental Health

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

The hospital coll aborated with Georgia Southern University to enli st

community representatives to serve on the Community Advisory Committee

(CAC) to assist with design and distribution of a health needs survey. Two

community neetings were scheduled and held renptely using Zoom technol ogy

wth the CAC due to COVID 19. Approximately 250 surveys were distributed

t hroughout the community and 4 key stakeholder interviews were conducted.

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

The following conmunity health needs were identified by the Chatuge

Regi onal Hospital's Comunity Advisory Commttee as signficant health

needs:

1. Heart/Vascul ar D sease

Over wei ght/ Ghesi ty

Child Nutrition
Mental Health

2
3. Drug/ Substance Abuse
4
5

Schedule H (Form 990) 2021
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Schedule H (Form 990) 2021 Chat uge Regqi onal Hospital, |nc. 58- 2513901 Page 8
Part V Facility Information (continued)

Section C. Supplemental Information for Part V, Section B. Provide descriptions required for Part V, Section B, lines
2, 3], 5, 63, 6b, 7d, 11, 13b, 13h, 15e, 16j, 18e, 19e, 20a, 20b, 20c, 20d, 20e, 21c, 21d, 23, and 24. If applicable, provide
separate descriptions for each hospital facility in a facility reporting group, designated by facility reporting group letter
and hospital facility line number from Part V, Section A (“A, 1,” “A, 4,” “B, 2,” “B, 3,” etc.) and name of hospital facility.

The hospital addresses the identified needs in sone nmanner from

coll aboration with other providers to clinical outreach to community

educat i on. The current CHNA and inplenentation strateqgies, as well as the

previ ous CHNA (which was conducted in 2018) are available on the hospital's

website at:

http://ww. uni ongener al heal t hsyst em coni conmuni ty- heal t h/ .

Facility 1, Chatuge Regional Hospital, Inc - Part V, Line 16

A notice is run annually in the |ocal newspaper regarding the availability

of free and discounted care for patients that qualify under the hopsital's

fi nanci al assi stance policy.

Complete URL for Community Health Needs Assessnents and Action Pl ans

(I npl enentation Strateqy Reports) -

htt p:// ww. uni ongener al heal t hsyst em coni conmuni t y- heal t h/

Conplete URL - FAP, FAP Summary and Applicati on

htt p: // ww. uni ongener al heal t hsyst em comni pati ent s/ busi ness- depar t nent

Schedule H (Form 990) 2021
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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? 4

Name and address

Type of Facility (describe)

1 Chatuge Regional Nursing Home

386 Belaire Drive

H awassee GA 30546 Skilled Nursing
2 Hayesville Fanmily Practice

450 H ghway 64 Busi ness

Suite 4

Hayesvill e NC 28904 Family dinic
3 Union Ceneral at Suches

56 Firewater Lane

Suches GA 30572 Physician dinic
4 Union Ceneral at Young Harris

1155 Main Street

Young Harris GA 30582

Physician dinic

DAA
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Part VI  Supplemental Information

Provide the following information.

1 Required descriptions. Provide the descriptions required for Part I, 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 |1, Line 7 - Costing Methodol ogy Explanation

The data reported in this area is reported as instructed by Catholic Health

Association's "A Qi de for Planning and Reporting Conmunity Benefits,

2008" . The costs for Part |, line 7a and 7b were cal cul ated using the

ratio of costs to charges using Wrksheet 2 in the instuctions to Form 990

Schedul e H.
Part 111, Line 2 - Bad Debt Expense Mt hodol ogy
Anmounts included on Part 11l line 2 represent the anount of charqges

consi dered uncoll ecti bl e. Pur suant to ASU No. 2014-09 (Topic 606)

di scussed in nore detail below, the anmpbunt identified as bad debt on

Schedule H, Part Il, Line 2 prinmarily represents anounts estinmated at the

transaction date that are considered a price concession

Part Il1l, Line 3 — Bad Debt Expense, Patients Eliqgible for Assi stance

Based on past experience, the organization has found that there is a

portion of bad debt that is generally attributable to charity care. Based

on econom c census records, 15.5% of persons are below the poverty | evel

Schedule H (Form 990) 2021
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Part VI  Supplemental Information

Provide the following information.

1 Required descriptions. Provide the descriptions required for Part I, 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.

we estimate that 15.5% if the bad debt anount on line 2 would be

attributable to those patients eliqgible under the organi zation's financial

assi stance policy had they conpleted an application

Part Il1l, Line 4 - Bad Debt Expense Footnote to Fi nancial Statenents

In May 2014, the FASB issued ASU No. 2014-09, Revenue from Contracts with

Custoners (Topic 606), which is a new conprehensive revenue recognition

st andar d. The core principle of the revenue nodel is that an entity

recogni zes revenue to depict the transfer of prom sed goods or services to

custoners in an anount that reflects the consideration to which the entity

expects to be entitled in exchange for those goods or services. The

Cor porati on adopted ASU No. 2014-09 on May 1, 2020 using the full

retrospective nethod of transition with practical expedients in FASB ASC

606-10-65-1(f) with no significant inpact. The Corporation perfornmed an

anal ysis of revenue streans and transacti ons under ASU No. 2014-09. | n

particular, for net patient service revenue, the Corporation perforned an

analysis into the application of the portfolio approach as a practica

expedient to group patient contracts with simlar characteristics, such
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Part VI  Supplemental Information

Provide the following information.

1 Required descriptions. Provide the descriptions required for Part I, 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.

that revenue for a qiven portfolio would not be materially different than

if it were evaluated on a contract-by-contract basis. Upon adoption, the

majority of what was previously classified as provision for bad debts

(representing approxinmately $4 mllion for the year ended April 30, 2020)

and presented as a reduction to net patient service revenue on the

statements of operations and changes in net assets is now treated as a

pri ce concession that reduces the transaction price, which is reported as

net patient service revenue. Changes in credit issues not assessed at the

date of service, are recognized as bad debt expense and included as a

conponent of operating expenses on the statenent of operations and changes

in net assets. The new standard also requires enhanced disclosures rel ated

to the disaggregation of revenue and significant judgnents nmade in

neasurenent and recognition. The adoption of this quidance did not

materially inpact total operating revenues, excess revenues (expenses), or

net assets.

See footnotes 2 and 3 in the attached audited statenents for a di scussion

of net patient service revenue which includes a discussion of charity care

and uni nsured di scounts.
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schedule H (Form 990) 2021~ Chat uge Reqi onal Hospital, |nc. 58- 2513901 Page 10
Part VI  Supplemental Information

Provide the following information.

1 Required descriptions. Provide the descriptions required for Part I, 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 IlIl, Line 8 - Mdicare Expl anati on

Medi care allowable costs are conputed in accordance with cost reporting

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

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

using the nost appropriate statistical basis.

Part IIl, Line 9b - Collection Practices Expl anation

Once a patient is approved for indigent care (100% wite

off) the account(s) is (are) reclassified to indigent care

and no further collection activity is conducted. For

pati ents approved for charity care (reduced charge), the

account quarantor will receive statenents and phone calls

to collect any renmi ning bal ance due.

Patients will receive three (3) statenents, one (1) notice

letter and nultiple phone calls requesting paynent in full

or paynent arrangenents be nade.

Statenents —
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Part VI  Supplemental Information

Provide the following information.

1 Required descriptions. Provide the descriptions required for Part I, 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.

1. Initial -

a. Patients will nornmally receive a statenent for services

rendered within thirty (30) days of discharge as an

inpatient or treatnent as an outpatient (excluding

recurring visits).

b. Recurring visit patients will nornally receive a bil

for services rendered for the prior nonth within one

nont h.

2. Subsequent Statenments —

a. The second statenent will be issued thirty (30) days

after the initial statenent.

b. The third statenent wll be issued sixty (60) days

after the initial statenent.

c. The notice letter will be issued ninety (90) days after

the initial statenent requesting paynent in full upon

receipt. This letter will notify the patient their account
Wll be reflected as a bad debt and referred to an outside
collection agency if paynent in full is not received
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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.

wthin thirty (30) calendar days of the statenent date.

The notification wll specify any extraordi nary coll ection

actions that nmay be undertaken if the patient does not

nake full paynent or conplete a Financial Assistance

Appl i cati on.

d. One hundred twenty (120) days after the initial

st atement these accounts will be witten off as a bad debt

adjustnent and sent to an outside collection agency.

3. Al statenents will include | anguage that inforns the

reci pient about the availability of financial assistance

and includes a tel ephone nunber and the website address to

obtain additional information

Phone calls — Thirty (30) days after the initial

statenent, the patient may begin to receive multiple phone

calls requesting paynent in full or paynent arrangenents

be nade. The patient wll be inforned that financia

assi stance nay be available and offered a copy of the

pl ain | anguage summary of the FAP.

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.

Use of Qutside Collection Agency — Wien a patient and/or

Quarantor fail to pay the patient liability, the account

wll be referred to an outside collection agency.

Reasonable Efforts - The Business O fice Manager will be

responsi ble for ensuring that the facility has nade

reasonable efforts to determ ne whether a patient is

eliqgible for financial assistance prior to engagi ng i n any

Extraordi nary Collection Action (ECA).

Extraordi nary Collection Actions (ECAs) - The patient

and/ or @Quarantor shall be provided at least thirty

(30) days witten notice prior to any ECAs bei ng taken.

The witten notice will include a plain | anguage sumrary

of

the financial assistance policy, notification of any

ECAs that nmaybe initiated against the patient and /or

Quarantor, and the date after which any ECAs will be

initiated. Oal notification to the patient and/or

Quarantor wll be attenpted via a phone call prior to any

ECAs being initiated. The oral notification will inform

DAA
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Part VI  Supplemental Information

Provide the following information.

1 Required descriptions. Provide the descriptions required for Part I, 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.

the patient and/or Quarantor about the Financi al

Assi stance Policy and how to obtain help with the

financial assistance application process.

ECAs nay not commence prior during the notification

peri od. The notification period ends on the 120th day

after the facility issues the first post-discharge billing

statement to the patient. If, by the end of this 120 day

period the patient has not submtted a Fi nanci al

Assi stance Application, the facility nmay beqgin coll ection

actions against the patient. The application period during

which facility wll accept and process a Fi nanci al

Assi stance Application ends on the 240th day after the

facility issues the first post-discharge billing statenent

to the patient.

Legal Actions — Legal actions may be initiated agai nst the

pati ent and/or Quarantor who default on paynent to the

facility. These |legal actions nay include:

- Placing a lien on an individual’s property except for
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Part VI  Supplemental Information

Provide the following information.

1 Required descriptions. Provide the descriptions required for Part I, 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.

any lien the facility is entitled to assert under state

| aw on the proceeds of a judgnent, settlenent, ore

conpronm se owed to an individual as a result of persona

injuries for which care was provi ded:

- Foreclosing on an individual’s real property:

- Attaching or seizing an individual’s bank account or any

ot her personal property:

- Commencing a civil action against an individual: and

- Garnishing an individual’s wages.

Al legal actions taken by any coll ecti on agency on behal f

of the facility shall have had prior review and approva

fromthe facility. The facility or any coll ections agency

wor ki ng on behalf of the facility shall not pursue

enforcenent of a judgnent lien, whether by Sheriff’'s |evy

and sale or otherwise, on a prinary residence, pursue

an involuntary bankruptcy proceedi ng against a patient and

/or Quarantor, or take any action that would cause a bench

warrant (an order issued by a judge or court for the
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Part VI  Supplemental Information

Provide the following information.

1 Required descriptions. Provide the descriptions required for Part I, 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.

arrest of a person) to be issued. However, the facility

nay pursue appropriate court orders, including contenpt of

court, for a patient/judgnent debtor failing to respond to

post -j udgnent di scovery as required by | aw

Part VI, Line 2 - Needs Assessnent

The orqgani zation periodically solicits feedback from the nedical staff and

fromcity and county officials, in addition to the input received during

t he CHNA process.

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

The organi zati on publishes a notice in the |ocal community newspaper. At

the tine of reqistration, an agent inforns the account quarantor of the

avai lability of indigent and charity care. Account collectors also inform

the quarantor of the availability of the policies.

The FAP, the plain | anquage summary and the application for financia

assi stance are on the organi zation's website. A plain | anguage sumrary of

the policy is offered to all patients prior to discharge. Si gnage in key
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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.

areas of the hospital notify patients of the availability of financi al

assi st ance.

Part VI, Line 4 - Community | nfornmation

Chatuge Reqgional Hospital ("CRH') serves a generally rural, nountai nous

area and is the sole hospital in Towns county. Due to the nountai nhous

terrain and bei ng bounded by the Chattahoochee National Forest and Lake

Chatuge, Towns County and its neighboring day County, NC have very renote

comunities from which access to nedical care can literally be nore than an

hour away in sone cases.

Towns County attracts nmany visitors for canping, boating, hiking, fishing

and hunting, as well as bicyclists and notorcyclists, which often lead to

serious injury that the energency departnent nust be prepared to neet.

Furthernore, CRH is a critical access hospital for the residents of Towns

County, GA, and day County, NC. Significant portions of the resident

popul ation are Medicare and Mdicaid beneficiaries. Towns County is deened

to have a nedically underserved population (MJP) by the Ceorgi a Departnent

of Community Health.
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Part VI  Supplemental Information

Provide the following information.

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

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

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

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

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

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

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

Part VI, Line 5 - Pronotion of Community Health

The organi zati on pronotes/conducts health fairs open to the comunity

wherein free health screenings and | owcost basic |lab tests are done.

G her health information is provided including informati on on snoki ng

cessation and diabetes. The organization is entirely tobacco-free, thus
pronoting a healthy lifestyle.

Surplus funds are used to provide for the addition, inprovenent, or
replacenent of capital and equi pnent needs. The Board of Directors is

conprised of comunity volunteers. The hospital participates in the

Medi care and Medicaid progranms, offers financial assistance for nedica

care to eligible individuals and it has an open nedical staff.

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

Ceorgi a
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SCHEDULE J Compensation Information
(Form 990) For certain Officers, Directors, Trustees, Key Employees, and Highest
Compensated Employees
» Complete if the organization answered "Yes" on Form 990, Part 1V, line 23.

OMB No. 1545-0047

2021

Open to Public

Department of the Treasury ) | 2 Attach_ to Forr_n 990. ) . Inspection
Internal Revenue Service P»Go to www.irs.gov/Form990 for instructions and the latest information.
Name of the organization Employer identification number
Chat uge Regional Hospital, Inc. 58- 2513901
Part | Questions Regarding Compensation
Yes No
la Check the appropriate box(es) if the organization provided any of the following to or for a person listed on Form
990, Part VII, Section A, line 1a. Complete Part Ill to provide any relevant information regarding these items.
First-class or charter travel Housing allowance or residence for personal use
Travel for companions Payments for business use of personal residence
Tax indemnification and gross-up payments Health or social club dues or initiation fees
Discretionary spending account Personal services (such as maid, chauffeur, chef)

b If any of the boxes on line 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 lll to
XD 1b

2 Did the organization require substantiation prior to reimbursing or allowing expenses incurred by all
directors, trustees, and officers, including the CEO/Executive Director, regarding the items checked on line
1a’> ............................................................................................................................. 2
3 Indicate which, if any, of the following the organization used to establish the compensation of the
organization’s CEO/Executive Director. Check all that apply. Do not check any boxes for methods used by a
related organization to establish compensation of the CEO/Executive Director, but explain in Part llI.
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 X
Participate in or receive payment from a supplemental nonqualified retrement plan? 4b X
Participate in or receive payment from an equity-based compensation arrangement? 4c X
If "Yes" to any of lines 4a—c, list the persons and provide the applicable amounts for each item in Part Il
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 X

b Any related organization? sb X
If “Yes” on line 5a or 5b, describe in Part lIl.

6 For persons listed on Form 990, Part VII, Section A, line 1a, did the organization pay or accrue any
compensation contingent on the net earnings of:
a The Organization? 6a X
b Any related organization? 6b X
If “Yes” on line 6a or 6b, describe in Part lIl.
7 For persons listed on Form 990, Part VII, Section A, line 1a, did the organization provide any nonfixed

payments not described on lines 5 and 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

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

Regulations section 53.4958-6(C)2 . . . . . ..t e 9

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

Chat uge Reqi onal

Hospi t al

., Inc.

58- 251390

1

Page 2

Part Il

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

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

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

(C) Retirement and

(D) Nontaxable

(E) Total of columns

(F) Compensation

(A) Name and Title o | O B feenive | () e comparsaton OO | etemecion por
compensation Form 990
Suzanne Turner, MD O 385,277 .. 235,166 .. ... 8,700 .. . 6,104| | 635,247 . 0
1 Physi ci an (i) 0 0 0 0 0 0 0
Kevin L. Bierschenk O Of ... Of ... ... ... Ol ... Y O ... 0
2 CEO (i) 358, 624 39, 750 0 8, 700 6, 125 413, 199 0
Jul'ia Barnett O Of ... Of ... ... ... Ol ... Y O ... 0
3 CNO (i) 215, 408 39, 025 0 10, 039 8, 956 273, 428 0
M chael Gay O Of ... Of ... ... ... Ol ... O ... O ... 0
4+ GO0 (i) 215,113 21,525 0 9, 777 9, 784 256, 199 0
N chol as  Townsend O Of ... Of ... ... ... O ... Y O ... 0
s CFO (i) 217, 291 21,525 0 9, 736 6, 125 254, 677 0
Ryan Snow O 179,186 . 18,325 ... ... O ... 6,200 203, 711 0
s Adm ni strat or (i) 0 0 0 0 0 0 0
0]
7 (i)
(I) ..........................................................................................................................................
8 (i)
(I) ..........................................................................................................................................
9 (i)
(I) ..........................................................................................................................................
10 (i)
(I) ..........................................................................................................................................
11 (i)
(I) ..........................................................................................................................................
12 (i)
(I) ..........................................................................................................................................
13 (i)
(I) ..........................................................................................................................................
14 (i)
(I) ..........................................................................................................................................
15 (i)
(I) ..........................................................................................................................................
16 (i)

DAA
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Part 11l Supplemental Information

Provide the information, explanation, or descriptions required for Part I, lines 1a, 1b, 3, 4a, 4b, 4c, 5a, 5b, 6a, 6b, 7, and 8, and for Part Il. Also complete this part
for any additional information.
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SCHEDULE O Supplemental Information to Form 990 or 990-EZ OMB No. 15450047
(Form 990) Complete to provide information for responses to specific questions on 2021
Form 990 or 990-EZ or to provide any additional information.
Department of the Treasury » Attach to Form 990 or Form 990-EZ. Open to Public
Internal Revenue Service » Go to www.irs.gov/Form990 for the latest information. Inspection
Name of the organization Employer identification number
Chat uge Regional Hospital, Inc. 58- 2513901

choi ce" provider of conprehensive nedical services in our area. W value
val ue our nedical staff and will| seek ways to help theminprove ... .

our comunity. W will confront all ethical and noral health-related

I ssues necessary to enhance the quality of life in our community. W val ue

quality care and will seek to deliver customer-focused, cost efficient

For Paperwork Reduction Act Notice, see the Instructions for Form 990 or 990-EZ. Schedule O (Form 990) 2021
DAA
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Schedule O (Form 990) 2021 Page 2
Name of the organization Employer identification number
Chatuge Reqgional Hospital, Inc. 58- 2513901

internediate levels of long-termcare. CR\H is licensed for 112 beds and

~patients regardless of their financial circunstances. Qualification for

hospital indigent care is set at 125% of the current Federal Poverty .
Tricare, and/or other governnent-sponsored health care prograns. ... .
area of the north central and northeast Georgia nountains. Due to the

t hroughout the spring, summer and fall seasons. These activities nany

times result in nedical energencies, sonme very serious, for which the

Page 1 of 4
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Name of the organization Employer identification number
Chatuge Reqgional Hospital, Inc. 58- 2513901

Ceneral Hospital, Chatuge Regional Hospital and Union General Anbulance
Form 990, Part M, Line 6 — Casses of Mnbers or Stockholders ... ..

Page 2 of 4
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Name of the organization Employer identification number
Chatuge Reqgional Hospital, Inc. 58- 2513901

Form 990, Part VI, Line 12c - Enforcenent of Conflicts Policy

disinterested person or commttee. The individual nenber with the conflict
Form 990, Part 1X Line 11g - Qher Fees for Services

TSRO $...1,218,315 . ......% .. 142,323 ... $ 0.

Purchased  SerViCes

TSRO $. 699,064 . ......$ ... .. 81,664 ... $ 0.
Page 3 of 4

Schedule O (Form 990) 2021
DAA



15995CRH

Schedule O (Form 990) 2021

Name of the organization

Chat uge Regi onal Hospital, |nc.

Page 2
Employer identification number
58- 2513901
$ 0
$ 0
$ 0
$ 0
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HEDULE R : : . OMB No. 1545-0047
(SF%rm 9%0) Related Organizations and Unrelated Partnerships
» Complete if the organization answered "Yes" on Form 990, Part 1V, line 33, 34, 35b, 36, or 37. 2021
Department of the Treasu| : > AttaCh-to FO”T] 9%0. . . Open to Public
e Ravene sorpea » Go to www.irs.gov/Form990 for instructions and the latest information. Inspection
Name of the organization Employer identification number
Chat uge Regional Hospital, Inc. 58- 2513901
Part | Identification of Disregarded Entities. Complete if the organization answered “Yes” on Form 990, Part 1V, line 33.
@ (b) (c) (d) (e) ®
Name, address, and EIN (if applicable) of disregarded entity Primary activity Legal domicile (state Total income End-of-year assets Direct controlling
or foreign country) entity

@
@
(©)
()
®)

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

@ o e © @ ) @ oo Section (gg.Z(b)(B)
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) Union Ceneral Hospital, Inc.
.....35 Hospital Road 586025393
. Baireviile GA BG5S Hospi t al GA 501c3 3 N A X
(2 Mountain Community Heal thcare Found
______ P O Box 509 20- 1376498
. i avBsses G BGEAR T Fundr ai si n GA 501c3 19¢ UCH X
3 Union Ceneral Anmbul ance Service Inc
35 Hospital Road 45- 2735005
. B AT evi [T G BG5S Arbul ance GA 501c3 10 UCH X
()
®)
For Paperwork Reduction Act Notice, see the Instructions for Form 990. Schedule R (Form 990) 2021

DAA
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Schedule R (Form 990) 2021  Chat uge Regi onal Hospital, Inc. 58- 2513901 Page 2
Part Il 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) © C) © 0 @ () 0} 0 ®
Name, address, and EIN of Primary activity Legal Direct controlling _ Predominant Share of total Share of end-of- Dispro- Code V—UBI General or| Percentage
related organization domicile entity income (related, income year assets portionate amount in box 20 managing | Ownership
unrelated,
(state or excluded from alloc.? of Schedule K-1 partner?
foreign tax under (Form 1065)
country) sections 512-514) Yes| No Yes| No
(€
@
(€)
4
part v ldentification 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) © C © 0 o) () 0]
Name, address, and EIN of related organization Primary activity Legal domicile Direct controlling Type of entity Share of total Share of Percentage Section
(state or entity (C corp, S corp, income end-of-year assets ownership Scti(t?())flﬁj)
foreign country) or trust) entity?
Yes | No
(Uni on General Health System Segr. |P
PO Box 1159 (878 Vest Bay Rd.)
G and Caynman CJ KY1-1102 N A N A N A
Sel f | nsur CJ N A C X
@
(€)
4
DAA Schedule R (Form 990) 2021
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Schedule R (Form 990) 2021  Chat uge Regi onal Hospital, Inc. 58- 2513901 Page 3
Part V Transactions With Related Organizations. Complete if the organization answered “Yes” on Form 990, Part IV, line 34, 35b, or 36.
Note: Complete line 1 if any entity is listed in Parts II, lll, or IV of this schedule. Yes | No
1 During the tax year, did the organization engage in any of the following transactions with one or more related organizations listed in Parts [I-1V?
a Receipt of (i) interest, (ii) annuities, (iii) royalties, or (iv) rent from a controlled enfity 1a X
b Gift, grant, or capital contribution to related organization(s) 1b X
¢ Gift, grant, or capital contribution from related organization(s) . 1c X
d Loans or loan guarantees to or for related organization(s) 1d X
e Loans or loan guarantees by related organization(s) le | X
f Dividends from related organization(s) | 1f X
g Sale of assets to related organization(S) | 1g X
h Purchase of assets from related organization(s) 1h X
i Exchange of assets with related organization(s) 1i X
j Lease of faciliies, equipment, or other assets to related organization(s) 1] X
k Lease of facilities, equipment, or other assets from related organization(s) .. 1k X
| Performance of services or membership or fundraising solicitations for related organization(s) . . ... .. .. 1l X
m Performance of services or membership or fundraising solicitations by related organization(s) . . im| X
n Sharing of facilities, equipment, mailing lists, or other assets with related organization(s) in X
o Sharing of paid employees with related organization(S) 1o | X
p Reimbursement paid to related organization(s) for @XPENSES | p | X
q Reimbursement paid by related organization(s) for eXpenSes 1q X
r Other transfer of cash or property to related organization(s) | . . ir X
s_Other transfer of cash or property from related Organization(S) . . .. . ... ...ttt e e e e e e e et 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.
@ (b) (c) (d)
Name of related organization Transaction Amount involved Method of determining amount involved
type (a-s)
@
&)
(€)
(@)
©)
(6)

Schedule R (Form 990) 2021
DAA
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Schedule R (Form 990) 2021  Chat uge Regi onal Hospital, Inc. 58- 2513901 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) (c) (d) (e) ® (C)] (h) (® () (k)
Name, address, and EIN of entity Primary activity | Legal Predominant Are all partners Share of Share of Disproportionate Code V—UBI General or | Percentage
domicile | income (related section total income end-of-year allocations? amount in box 20 managing | ownership
) assets of Schedule K-1 artner?
(stat_e or | unrelated, excluded 50_1(c)_(3) (Form 1065) P
foreign from tax under | organizations?
country) | sections 512-514) ves | No ves | No ves | No
@
@
(©)
()
®)
(6)
@)
®
(C)
(10
1)

Schedule R (Form 990) 2021

DAA



15995CRH

Schedule R (Form 990) 2021 _Chat uge Reqgi onal Hospital, Inc. 58- 2513901 Page 5
Part VII Supplemental Information.
Provide additional information for responses to questions on Schedule R. See instructions.

Schedule R (Form 990) 2021
DAA
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