68203

Form 990 Return of Organization Exempt From Income Tax OMB No. 15450047
or Under section 501(c), 527, or 4947(a)(1) of the Internal Revenue Code (except private foundations) 2021
Department of the Treasury » Do not enter s_ocial security numbgrs on this form as it may bg made public. Open to E’ubliC
Internal Revenue Service P Go to www.irs.gov/Form990 for instructions and the latest information. Inspection
A For the 2021 calendar year, or tax year beginnind)8/ 01/ 21 . and ending 07/ 31/ 22
B Check if applicable; C Name of organization D Employer identification number
[ ] Adress change Phoebe ;.Sunter. Medi cal, Center, lnc.
|:| Name change Doing business as B . . 26- 3975185
Number and street (or P.Oxbox if mail'is not delivereditosstreet address) Room/suite E Telephone number
|:| Initial return 126 HNy 280 West 229-924- 6011
gpnilinﬁguén/ City or town, state or province, country, and ZIP or foreign postal code
|:| Amended retum F l\ﬁ\rr:ee:ncli ii;f'tfss of principal officer: GA\ 31719_ 8645 - Closs 102D 122, 923’ 752
|:| Application pending Ca.r | yl e \MI t on H(a) Is this a group return for subordinates|:| Yes No
126 |—MN 280 West H(b) Are all subordinates included? |:| Yes |:| No
An'er | cus GA 31719_ 8645 If "No," attach a list. See instructions
|  Tax-exempt status: m 501(c)(3) |_| 501(c) ( ) 4 (insert no.) |_| 4947(a)(1) or |_| 527
1 website: »  WWW. phoebeheal t h. com H(c) Group exemption number P>
K Form of organization: m Corporation |_| Trust |_| Association |_| Other P> | L Year of formation: 2009 |M State of legal domicile: GA\
Part | Summary
1 Briefly describe the organization's mission or most significant activites:
g .. To deliver superior health care services that inproves the health and .
g wellness of the people and communities we serve. ... ... .. ...
2 PPN
8 2 Check this box if the organization discontinued its operations or disposed of more than 25% of its net assets.
& [ 3 Number of voting members of the governing body (Part VI, line 18 3 12
8| 4 Number of independent voting members of the governing body (Part VI, line 1b) 4 7
S| 5 Total number of individuals employed in calendar year 2021 (Part V, line2a) 5 634
2 6 Total number of volunteers (estimate if necessary) 6 34
7aTotal unrelated business revenue from Part VIII, column (C), line12 7a 0
b Net unrelated business taxable income from Form 990-T, Part |, line 11 ... . ... ... ... . .. ... iiiiiiiiiii.... 7b 0
Prior Year Current Year
o | 8 Contributions and grants (Part VilI, line 20 7,711, 958 11,145, 355
§ 9 Program service revenue (Part VI, line2gy 88, 269, 998 96, 885, 710
& | 10 Investment income (Part VIII, column (A), lines 3, 4,and 7d) 3,425,788 1,771,054
® | 11 Other revenue (Part VIII, column (A), lines 5, 6d, 8¢, 9c, 10c, and 11¢) 5, 333, 996 5, 345, 458
12 Total revenue — add lines 8 through 11 (must equal Part VIII, column (A), line 12) ... ... 104, 741, 740 115, 147, 577
13 Grants and similar amounts paid (Part IX, column (A), lines 1-3) 18, 745 206, 600
14 Benefits paid to or for members (Part IX, column (A), line4) 0
o | 15 Salaries, other compensation, employee benefits (Part IX, column (A), lines 5-10) 33, 029, 501 32, 107, 245
2 | 16aProfessional fundraising fees (Part IX, column (A), line 11¢) 0
§ b Total fundraising expenses (Part IX, column (D), line 25)» | 0 .......
W 17 Other expenses (Part IX, column (A), lines 11a-11d, 11f-24¢) 62, 380, 613 70, 968, 765
18 Total expenses. Add lines 13-17 (must equal Part IX, column (A), line 25) 95, 428,859| 103, 282, 610
19 Revenue less expenses. Subtract line 18 from line 12 . . . . 9, 312, 881 11, 864, 967
sy Beginning of Current Year End of Year
%% 20 Total assets (Part X, line16) 158, 309, 975 160, 506, 223
<7 21 Total liabilties (Part X, line 26) 18,207,954 14,693,921
2._% 22 Net assets or fund balances. Subtract line 21 fromline 20 . .. .. .. ... ... ... .. .. ... .. ... .. 140, 102, 021 145, 812, 302

Part 1l Signature Block

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

S|gn } Signature of officer | Date
Here } Brian Church Bd M/ PPHS CFQ CAO
Type or print name and title

Print/Type preparer's name Preparer's signature Date Check if PTIN
Paid Stephen D. Harrell selemployed | P01554887
Preparer | rims name 4 Draffin & Tucker LLP Firm's EIN P 58- 0914992
Use Only PO Box 71309

Firm's address P AI bany, GA\ 31708' 1309 Phone no. 229' 883' 7878
May the IRS discuss this return with the preparer shown above? See instructions |7| Yes No
For Paperwork Reduction Act Notice, see the separate instructions. Form 990 (2021)

DAA
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Form 990 (2021) Phoebe Sunmter Medical Center, Inc. 26-3975185 Page 2

Part Ill Statement of Program Service Accomplishments

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

1 Briefly des_cribe the organizati(_)n's mission: ] ]
To deliver superior health care services that inproves_the health and

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

[] ves [X] no

prior Form 990 or 990-EZ7
If "Yes," describe these new services on Schedule O.
Did the organization cease conducting, or make significant changes in how it conducts, any program

services? |:| Yes No

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

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

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

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

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

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

4e Total program service expenses P> 84, 956, 658

Form 990 (2021)
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Form 990 (2021) Phoebe Sunter Medical Center, Inc. 26-3975185 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 Ay o w o m o am g 1| X
2 Is the organizationirequired to complete Schedule~B; Sehedulesof,Contributors¥(see “instructions)2==, [ = 7% [ X
3 Did the organization engage in direct or indirect political campaign/ activities .on behalf of lor in opposition to
candidates for public office? If “Yes,” complete Schedule C, Partt "  — —~ — — — 3 X
4  Section 501(c)(3) organizations. Did the organization engage in lobbying activities, or have a section 501(h)
election in effect during the tax year? If "Yes," complete Schedule C, Partuy 4 | X
5 Is the organization a section 501(c)(4), 501(c)(5), or 501(c)(6) organization that receives membership dues,
assessments, or similar amounts as defined in Rev. Proc. 98-19? If "Yes," complete Schedule C, Partm-.............. 5 X
6 Did the organization maintain any donor advised funds or any similar funds or accounts for which donors
have the right to provide advice on the distribution or investment of amounts in such funds or accounts? If
“Yes,” complete Schedule D, Part | 6
7 Did the organization receive or hold a conservation easement, including easements to preserve open space,
the environment, historic land areas, or historic structures? If “Yes,” complete Schedule D, Party 7
8 Did the organization maintain collections of works of art, historical treasures, or other similar assets? If “Yes,”
complete Schedule D, Part Ill 8 X
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, Parttv. 9 X
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, Partv 10| X
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, Partvu 11b X
¢ Did the organization report an amount for investments—program related in Part X, line 13, that is 5% or more
of its total assets reported in Part X, line 16? If "Yes," complete Schedule D, PartVat =~ 1lc
d Did the organization report an amount for other assets in Part X, line 15, that is 5% or more of its total assets
reported in Part X, line 167 If "Yes," complete Schedule D, Part IX 11d
e Did the organization report an amount for other liabilities in Part X, line 25? If "Yes," complete Schedule D, 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 1f | X
12a Did the organization obtain separate, independent audited financial statements for the tax year? If “Yes,” complete
Schedule D, Parts X1 and XIL ... 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 Xl and XIl is optional 12b| X
13 Is the organization a school described in section 170(b)(1)(A)(ii)? If “Yes,” complete Schedule E 13 X
14a Did the organization maintain an office, employees, or agents outside of the United States? 14a X
b Did the organization have aggregate revenues or expenses of more than $10,000 from grantmaking,
fundraising, business, investment, and program service activities outside the United States, or aggregate
foreign investments valued at $100,000 or more? If “Yes,” complete Schedule F, Parts landlv..~~ 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 llandtv.. ...~ 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 lfandtv.. ... 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 VIII, 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 ScheduleH ... 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)



68203

Form 990 (2021) Phoebe Sunter Medical Center, Inc. 26-3975185 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 |, Parts land it -~~~ 22 | X
23 Did the organization answer “Yes” to"Part VI, Section Ayline 344y .0r 57aboutscompensation-of the
organization's current and former (officers, directors, trustees, key employees, and highest compensated
employees? If "Yes," complete Schedule J- ~ " L 23| X

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

through 24d and complete Schedule K. If “No," go to line 252 24a X
Did the organization invest any proceeds of tax-exempt bonds beyond a temporary period exception? 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, Part |t 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 Partl 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, Partun 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 Il 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 28a X
A family member of any individual described in line 28a? If “Yes,” complete Schedule L, Partiv.. 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 28c | X
29 Did the organization receive more than $25,000 in non-cash contributions? If “Yes,” complete Schedulem 29 X
30 Did the organization receive contributions of art, historical treasures, or other similar assets, or qualified
conservation contributions? If “Yes,” complete Scheduem 30 X
31 Did the organization liquidate, terminate, or dissolve and cease operations? If “Yes,” complete Schedule N, Part | 31 X
32 Did the organization sell, exchange, dispose of, or transfer more than 25% of its net assets? If "Yes,"
complete Schedule N, Part Il 32 X
33 Did the organization own 100% of an entity disregarded as separate from the organization under Regulations
sections 301.7701-2 and 301.7701-37? If “Yes,” complete Schedule R, Part| 33 X
34 Was the organization related to any tax-exempt or taxable entity? If “Yes,” complete Schedule R, Part II, Ill,
orlV,and PartV,linel 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 Vv, line2 35b
36 Section 501(c)(3) organizations. Did the organization make any transfers to an exempt non-charitable
related organization? If “Yes,” complete Schedule R, Part v, lipe2 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. 3| X
Part V Statements Regarding Other IRS Filings and Tax Compliance
Check if Schedule O contains a response or note to any line inthisPartV ..., |:|
Yes [ No
la Enter the number reported in box 3 of Form 1096. Enter -0- if not applicable 1a | 51
Enter the number of Forms W-2G included on line 1a. Enter -0- if not applicable =~ | 0
¢ Did the organization comply with backup withholding rules for reportable payments to vendors and
reportable gaming (gambling) winnings t0 Prize WINNEIS? . . .. ... ...ttt ettt e 1c

DAA Form 990 (2021)



68203

Form 990 (2021) Phoebe Sunter Medical Center, Inc. 26-3975185 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 634
b If at least.one is reported on.line 2a, did the organization file all required federal employment tax returns? e 2b | X
Note: If the sum of lines*la and 2avisigreater than"250,you may-be requiredstove-file. Seerinstructions.
3a Did the organization have unrelated business gross income, of $1,000 or more during the year? =~ o1 3a X
b If“Yes,” has it filed a Form 990-T for this year? If “No” to line 3b, provide an explanation on"'Schedule© = 3b
4a At any time during the calendar year, did the organization have an interest in, or a signature or other authority over,
a financial account in a foreign country (such as a bank account, securities account, or other financial account)? 4a X
b If “Yes,” enter the name of the foreign country >
See instructions for filing requirements for FINCEN Form 114, Report of Foreign Bank and Financial Accounts (FBAR).
5a Was the organization a party to a prohibited tax shelter transaction at any time during the tax year? 5a X
Did any taxable party notify the organization that it was or is a party to a prohibited tax shelter transaction? 5b X
c If “Yes” to line 5a or 5b, did the organization file Form 8886-17 5¢c
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 contributions? 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 to file Form 82827 7c
d If “Yes,” indicate the number of Forms 8282 filed during the year | 7d |
e Did the organization receive any funds, directly or indirectly, to pay premiums on a personal benefit 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, line 122 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 shareholders lla
b Gross income from other sources. (Do not net amounts due or paid to other sources
against amounts due or received from them,) 11b
12a Section 4947(a)(1) non-exempt charitable trusts. Is the organization filing Form 990 in lieu of Form 1041? 12a
b If “Yes,” enter the amount of tax-exempt interest received or accrued during the year ... .. .. .. | 12b |
13 Section 501(c)(29) qualified nonprofit health insurance issuers.
a 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 Schedue 0~ 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 X
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 49537 . .. . .. . . . . ... . ... ... 17
If “Yes,” complete Form 6069.
DAA Form 990 (2021



68203

Form 990 (2021) Phoebe Sumt er Medi cal Center, Inc. 26-3975185 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 = |~ =~ = | lag| 12
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 | 7
2 Did any officer, director, trustee, or key employee have a family relationship or a business relationship with
any other officer, director, trustee, or key employee? 2 X
3 Did the organization delegate control over management duties customarily performed by or under the direct
supervision of officers, directors, trustees, or key employees to a management company or other person? 3 X
4  Did the organization make any significant changes to its governing documents since the prior Form 990 was filed? = 4 X
5 Did the organization become aware during the year of a significant diversion of the organization’s assets? = 5 X
6 Did the organization have members or stockholders? 6 | X
7a Did the organization have members, stockholders, or other persons who had the power to elect or appoint
one or more members of the governing body? 7a | X
b Are any governance decisions of the organization reserved to (or subject to approval by) members,
stockholders, or persons other than the governing body? 7 | X
8 Did the organization contemporaneously document the meetings held or written actions undertaken during the year by the following:
a The goveming body? ga | X
b Each committee with authority to act on behalf of the governing body? .~~~ g8b | X
9 s there any officer, director, trustee, or key employee listed in Part VII, Section A, who cannot be reached at
the organization’s mailing address? If “Yes,” provide the names and addresses on Schedule O .. ............. ..., 9 X
Section B. Policies (This Section B requests information about policies not required by the Internal Revenue Code.)
Yes | No
10a Did the organization have local chapters, branches, or affliates? 10a X
b If “Yes,” did the organization have written policies and procedures governing the activities of such chapters,
affiliates, and branches to ensure their operations are consistent with the organization's exempt purposes? .................... 10b
1la Has the organization provided a complete copy of this Form 990 to all members of its governing body before filing the form? | 11a X
b Describe on Schedule O the process, if any, used by the organization to review this Form 990.
12a Did the organization have a written conflict of interest policy? If “No,” go to line 123 ...~ 12a| X
b Were officers, directors, or trustees, and key employees required to disclose annually interests that could give rise to conflicts? [ 12b X
¢ Did the organization regularly and consistently monitor and enforce compliance with the policy? If “Yes,”
describe on Schedule O how this was done 12c| X
13 Did the organization have a written whistleblower policy> 13| X
14  Did the organization have a written document retention and destruction policy? 14 | X
15 Did the process for determining compensation of the following persons include a review and approval by
independent persons, comparability data, and contemporaneous substantiation of the deliberation and decision?
a The organization's CEO, Executive Director, or top management offica 15a X
b Other officers or key employees of the organization 15b 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 t0 SUCh armrangementS? . . . . . ... i iiiii...s. 16b

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

20 State the name, address, and telephone number of the person who possesses the organization's books and records P
Brian Church P.O Box 3770
Al bany GA 31706-3770 229- 312- 4068

DAA Form 990 (2021)
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Form 990 (2021) Phoebe Sunter Medical Center, Inc. 26-3975185 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 line in this Part VII
Section A... Officers, Directors,.Trustees, Key Employees, and Highest Compensated. Employees

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

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

o 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(aiuﬂ title Avére)lge é?)?(' nL?rzlg:;z(;keggrr]ei;hs gﬂ? r;i Repf)rt)ablle Repgm)ablle Estimatéd) amount
o, | e s | o
(list any 2212192153 88 & organization (W-2/ organizations (W-2/ from the
hours for 22| 2|1 g i S| 3 1099-MISC/ 1099-MISC/ organization and
relf'ateq %g §' - _a }fgf e 1099-NEC) 1099-NEC) related organizations
orgagglzc?vt\llons = ’g ; % —§D
dotted line) e % §
@wScott Steiner
SRRURTR VRN NTOONRTOS RO 1.00
Bd Mr PPHS CEQ Pres| 55.00 [X X 0 1,236,501 261, 923
@Brian Church
RPN O OIS UNN NN 1.00
Bd Mr/PPHS CFQ CAO | 55.00 [X X 0 995, 030 172,210
®Jdohn Crisp
T RTTRURRURRDRRURRPPUNY BURY 00
Board Member 0.00 | X 0 0 0
@Sandra Daniel, [PhD, RN
SRS T R PR DRRUSRRPIRRY NN 1.00
Vice Chair 0.00 |X X 0 0 0
®John Fennessy, |MD
T RTRRDROU RV PIPNY NN 1.00
Board Menber/ Phys. 40.00 [ X 0 1,552, 449 43, 723
6)G Bardi n Hooks| Jr.
T TTRE TR RPRRURRPIRNY NN 1.00
Board Menber 0.00 | X 0 0 0
@ Edward F. Jacksjon, Jr
T TRE TR RURRURRPPNY NN 1.00
Board Member 0.00 | X 0 0 0
@®Dal e Lawson, M.
T TRR DDV UIRNY NN 1.00
Board Menber/ Phys. 40.00 | X 94, 380 267,617 0
@A ton Marcus, S
S TTT PR RUSRRUIRRPIRRY NN 1.00
Board Menber 0.00 | X 0 0 0
aoFredrick MlLaughlin, Ed.D.
T ETTRUREURRURRPRRN NN 1.00
Chai r 0.00 | X X 0 0 0
anpTarang Vic Pat el
S ETTRU R TR PPRUIRRPPNY RO 1.00
Board Menber 0.00 | X 0 0 0

Form 990 (2021)
DAA
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Form 990 (2021) Phoebe Sunter Medical Center, Inc. 26-3975185 Page 8
Part VIl Section A. Officers, Directors, Trustees, Key Employees, and Highest Compensated Employees (continued)
©
Position
A) (B) (do not check more than one (D) B (F)
Name and title Average box, unless person is both an Reportable Reportable Estimated amount
hours officer and a director/trustee) compensation compensation of other
per week —— from_the, from related compensation
(list-any 9'§ 2 g 2 %:6: 5' organization (W-2/ organizations (W-2/ from the
hours for =21 285 |83] 2 1099-MISC/ 1099-MISC/ ofganization and
related 85| S .3 3 1099-NEG) 1099-NEC) related ‘organizations
organizations "g % % S
below a g o }E
dotted line) @ :,g %
(12) Sandra Lee Zornes, M.
) 1.00
Board Menmber 0.00 |X 0 0
(13) Joe Austin
] 0.00
PPMH_CEO 40. 00 X 0 804, 309 148, 784
(14) Brandi Lunneporg
TS UETU T URTORRO B 20. 00 .
CEO PSMC -left 12/21] 0.00 X 0 533, 905 41, 807
(15) Mchell e Doggett
) 20. 00
Controller PSMC 0. 00 X 118,543 32,617
(16) Susan Bruns
R NTRURRURP I 50. 00
CNO _PSMC 0. 00 X 0 172, 304 23, 808
(17) Robbie Latinpre, Ed.|D
RPRTTRORRRURDNR NN RO 1.00.
Bd Mr (left 12/21) 0. 00 X 0 0
(18) Dawn Benson
TS RURTTRURUNPRTTNY RO 1.00.
SVP- General Counsel | 50.00 X 0 1,078, 283 73,719
(19) Kristin Tott| M
RPRRURUESTRRORRNY OO 1.00
Bd Mor (left 12/21) | 40.00 [X 0 369, 362 33,974
b Subtotal ... > 212,923 7,009, 760 832, 565
c Total from continuation sheets to Part VII, Section A .. ... .. > 942, 163 l, 603 81, 792
d_Total (add lines 1band 1€) ..o\ oooiioee e > 1,155, 086 7,011, 363 914, 357
2 Total number of individuals (including but not limited to those listed above) who received more than $100,000 of
reportable compensation from the organization
Yes | No
3 Did the organization list any former officer, director, trustee, key employee, or highest compensated
employee on line 1a? If “Yes,” complete Schedule J for such individual 3 X
4 For any individual listed on line 1a, is the sum of reportable compensation and other compensation from the
organization and related organizations greater than $150,0007? If “Yes,” complete Schedule J for such
INGIVIUBL 4 | X
5 Did any person listed on line 1la 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.
) . O
lame and business address Description "of services Compensation
Medi cal Solutions LLC PO BOX 310737
Des Mbi nes | A 50331 Staffing Svcs 4,345, 505
I nnovati ve Therapy Concepts LLC 2 Mashburn St, Suite 102
Hawki nsville GA 31036 Ther apy 1,194, 744
Health Carousel, LLC P O Box 714216
d nci nnat i OH 45271-4216| Health staff 1,039, 248
Sentry Anesthesia Managenent LLC 6225 N State H ghway 161, Ste 200
I rving TX 75038 Anest hesia Svcs 1,037,032
Georgia Prem er Sonography 213 Tiyaders Pass
War ner Robi ns (GA 31088-2211] U trasound Svcs 550, 230
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> 15

DAA

Form 990 (2021
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Form 990 (2021) Phoebe Sunt er

Medi cal

Center,

| nc. 26-3975185

Part VIII

Statement of Revenue

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

)

Total revenue

(8)
Related or exempt
function revenue

©
Unrelated
business revenue

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

N
EE la Federated campaigns | | | la
Og b Membership'dues 1b
£9 c Fundraising events 1ic
OF d Related organizations 1d 731, 944
4 e Govemnment grants (contributions) le 9, 555, 961
S‘f f All other contributions, gifts, grants,
gg and similar amounts not included above . .. ... 1f 857, 450
-ga g Noncash contributions included in
I=pe lines 1a-1f ... . . 19 |$
S8 h Total. Addlinesla-1f .. ... ... ... .. » | 11, 145, 355
Business Code]
8 | 2a  Program Service Revenue . . ... .. . 623000| 96, 885, 710| 96, 885, 710
Sd b
28 C
s d
g,x R,
£ e
f All other program service revenue .................
g Total. Add lines 2a—2f ..................................... » | 96, 885, 710
3 Investment income (including dividends, interest, and
other similar amounts) > 742,776 742,776
4 Income from investment of tax-exempt bond proceeds P
5 ROYAIES ... .. i >
(i) Real (i) Personal
6a Gross rents 6a 990, 617
b Less: rental expensed 6b 16, 088
C Rental inc. or (loss) | _6¢ 974, 529
d Net rental income or (I0SS) .. ... .\iiiiiiiiiieiiiiiieiss > 974, 529 974, 529
7. Gross amoun fom () Securites (i) Other
other than inventory | 7@ 8, 788, 365
% b Less: cost or other
g basis and sales exps| 7b 7,602, 377 157, 710
€| c Gainor (loss) |_7c 1, 185, 988 -157, 710
E d Net gain or (I0SS) ... ... .ot e > 1,028, 278 1, 028, 278
& | 8a Gross income from fundraising events
(not including $
of contributions reported on line
lc). See Part IV, line18 8a
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
Less: cost of goods sold 10b
Net income or (loss) from sales of inventory ............... >
n Business Code
Sellla 3408 Program 621990 2,156,676| 2,156,676
8§ b . Mgrant Health Revenue . . . . 621990 760, 990 760, 990
83 c . Enployee Pharmacy Revenue . . . .. 621990 494, 865 494, 865
"é d All other revenue .................................. 621990 958, 398 558, 945 399, 453
e Total. Add lines 11a-11d .. ... ... » | 4,370,929
12 Total revenue. See instructions ........................... » 1115, 147,577]100, 362, 321 3, 639, 901

DAA

Form 990 (2021)
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Form 990 (2021)

Phoebe Sunt er Medi cal

Center,

| nc. 26-3975185

Page 10

Part 1X

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, b, Total g%enses Prograr(nB)service Manage(nc‘l)ent and Fund(Ea)ising
8b, 9b, and 10b of Part: VI expenses general’ expenses expenses
1 Grants and other assistance to domestic organizations
and domestic governments. See Part IV, line 21~ 182, 868 182, 368
2 Grants and other assistance to domestic
individuals. See Part IV, line 22 23, 732 23, 732
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 245, 540 94, 380 151, 160
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 24,517,101 21,197,470 3,319,631
8 Pension plan accruals and contributions (include
section 401(k) and 403(b) employer contributions) 501, 917 433, 957 67,960
9 Other employee benefits 5,041, 640 4,359, 002 682, 638
10 Payroll taxes 1,801, 047 1,531, 530 269, 517
11 Fees for services (nonemployees):
a Management L
bolegal ... -1, 000, 000 -1, 000, 000
¢ Accountng 94, 252 94, 252
d Lobbying ...
e Professional fundraising services. See Part IV, line 17
f Investment management fees 176,504 176, 504
g Other. (If line 11g amount exceeds 10% of line 25, column
(A) amount, list line 11g expenses on Schedule 0) 40, 183, 305 30, 676, 620 9, 506, 685
12 Advertising and promotion 70, 145 70, 145
13 Office expenses 2,270,118 1,954,920 315,198
14 Information technology =~ 426, 750 228, 839 197,911
15 Royalties
16 Occupancy 1,587,790 839, 465 748, 325
17 Travel 83, 243 60, 341 22,902
18 Payments of travel or entertainment expensgs
for any federal, state, or local public officials
19 Conferences, conventions, and meetings
20 Interest 50, 835 50, 444 391
21 Payments to affliates
22 Depreciation, depletion, and amortization 3, 755, 222 1, 985, 386 1, 769, 836
23 Inswance 1,238, 730 1,238, 730
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 0.)
a Mdical Supplies 18,555,333 18, 555, 333
b Repairs & Mintenance 2,058, 328 1,610, 664 447, 664
c Provider Tax 1, 086. 050 1, 086. 050
d  Mscellaneous 269, 402 7,077 262, 325
e Al other expenses 62, 758 78, 580 - 15, 822
25 Total functional expenses. Add lines 1 through 24e _ 103, 282, 610 84, 956, 658 18, 325, 952 0
26 Joint costs. Complete this line only if the
organization reported in column (B) joint costs
from a combined educational campaign_and
fundraising solicitation. Check here B | if
following SOP 98-2 (ASC 958-720) ... . ........
DAA Form 990 (2021
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Form 990 (2021)

Phoebe Sunter Medical Center,

| nc. 26-3975185

Page 11

Part X Balance Sheet
Check if Schedule O contains a response or note to any line in this Part X . D_
A) (B)
Beginning of year, End of year
1 Cash—nop-interestbearingy =5, | B O N O N0 45-281,308 | 4+ :43,:060, 905
2 Savings and temporary cash investments =~ ., F 0 2
3 Pledges and grantsfeceivable, fiet " T T T 3
4 Accounts receivable, net 12,671,977 4 12,188, 989
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
o under section 4958(f)(1)), and persons described in section 4958(c)(3)(B) 6
ﬁ 7 Notes and loans receivable, net 10,857]| 7 10, 857
<| 8 Inventories forsaleoruse 2,093,023 s 2,775,970
9 Prepaid expenses and deferred charges 318,973 9 318, 035
10a Land, buildings, and equipment: cost or other
basis. Complete Part VI of Schedue D 10a 87,564, 767
b Less: accumulated depreciaon 10b| 38,618, 723| 46, 262, 756 [10c| 48, 946, 044
11 Investments—publicly traded securies 45,663,064 | 11| 45, 758,726
12 Investments—other securities. See Part IV, line 11~ 12
13 Investments—program-related. See Part Iv, line 22~~~ 13
14 Intangible assets 14
15 Other assets. See Part IV, line1z 6, 008, 017] 15 7,446, 697
16 Total assets. Add lines 1 through 15 (mustequalline33) ........................... 158, 309,975 16| 160, 506, 223
17 Accounts payable and accrued expenses 8,506, 670] 17 8, 760, 294
18 Grants payable 18
19 Deferred O U 19
20 Tax-exempt bond liabilifies 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%
§ controlled entity or family member of any of these persons 22
—' 123 Secured mortgages and notes payable to unrelated third paties 956, 832] 23 /83, 888
24 Unsecured notes and loans payable to unrelated third partes 24
25 Other liabilities (including federal income tax, payables to related third
parties, and other liabilities not included on lines 17-24). Complete Part X
Of Schedule D ... 8, 744, 452 | 25 5, 149, 739
26 Total liabilities. Add lines 17 through 25 ... ... ooooooooieeiee oo 18,207,954 | 26| 14,693,921
2 Organizations that follow FASB ASC 958, check here
= and complete lines 27, 28, 32, and 33.
T‘g 27 Net assets without donor restrictions 136,102,021 | 27| 141,812, 302
2 28 Net assets with donor restricions 4, 000, 000 28 4, 000, 000
S Organizations that do not follow FASB ASC 958, check here P|:|
v 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 earnings, endowment, accumulated income, or other funds 31
g 32 Total net assets or fund balances 140,102,021 32| 145,812, 302
33 Total liabilities and net assets/fund balances ......................................... 158, 309,975 33| 160, 506, 223

DAA

Form 990 (2021
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Form 990 (2021) Phoebe Sunter Medical Center, Inc. 26-3975185 Page 12
Part XI Reconciliation of Net Assets
Check if Schedule O contains a response or note to any line in this Part XI ... ... . .. . . . m_

1 Total revenue (must equal Part VIIl, column (A), line12) 1 115,147,577
2 Total expenses (must.equal Part IX, column (A), line25) o 2 103, 282, 610
3 Revenue lessiexpenses=Subtract iney2 from line-ds, #=% mom, o gmm s m g g pen 3 11,864, 967
4 Net assets or fund balances at beginning of year (must equal Part' X, line 32, coumn (A)) | | . 4 140,102, 021
5 Net unrealized Gains (1oSses) on investments T LT T T T T 57 5,817,034
6 Donated Ser\/lces and use Of faCIIItIeS ............................................................................... 6
7 Investment expenses 7
8 Prior period adjustments 8
9 Other changes in net assets or fund balances (explain on Schedule O) 9 - 337, 652

=
o

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

32, COUMN (B)) oo 10| 145,812, 302
Part XIl  Financial Statements and Reporting
Check if Schedule O contains a response or note to any line in this Part Xl

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
required 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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Form 990 (2021) Phoebe Sunter Medical Center, Inc. 26-3975185 Page 8
Part VIl Section A. Officers, Directors, Trustees, Key Employees, and Highest Compensated Employees (continued)
©
Position
A) (B) (do not check more than one (D) B (F)
Name and title Average box, unless person is both an Reportable Reportable Estimated amount
hours officer and a director/trustee) compensation compensation of other
per week ST = = from.the, from related compensation
(list-any ~2|.a g E SZ & organization (W-2/ organizations (W-2/ from the
hours for S 28 |% [83) 3 1099-MISC/ 1099-MISC/ ofganization and
related 85 ) .§ g: 3 1099-NEG) 1099-NEC) related ‘organizations
orgahizations o 2 g | »8
below Gl = 8] 8
dotted line) & 2 2
@ 5]
(20) Tormom Col qujtt
) 20. 00 .
RN 0. 00 X 192,122 0 11, 535
(21) Darryl Hawkins
AUURTURURURTRURPRTY 40. 00
D rector of Pharmacy| 0.00 X 155, 478 1, 603 37,719
(22) Christy Hardjn
TP URUR PR URORY IS 40. 00
Asst. Dir Pharnmacy 0.00 X 156, 483 0 4, 368
(23) Dianna W ndham
) 20. 00
RN 0. 00 X 198, 710 0 21, 241
(24) Deborah MW/ Iians
UETREURTRRURRURP I 50. 00
RN 0. 00 X 239, 370 0 6, 929
b Subtotal ... > 942,163 1,603 81, 792
¢ Total from continuation sheets to Part VII, Section A ... ... .. >
d Total (add lineslband 1¢) ... ..o >
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>
Yes | No
3 Did the organization list any former officer, director, trustee, key employee, or highest compensated
employee on line 1a? If “Yes,” complete Schedule J for such individual 3
4 For any individual listed on line 1a, is the sum of reportable compensation and other compensation from the
organization and related organizations greater than $150,0007? If “Yes,” complete Schedule J for such
Individual . 4
5 Did any person listed on line 1la 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
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.
N (A). | ©
lame and business address Description "of services Compensation

2 Total number of independent contractors (including but not limited to those listed above) who

received more than $100,000 of compensation from the organization P>

DAA

Form 990 (2021
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SCHEDULE A
(Form 990)

Department of the Treasury
Internal Revenue Service

Public Charity Status and Public Support

Complete if the organization is a section 501(c)(3) organization or a section 4947(a)(1) nonexempt charitable trust.

P Attach to Form 990 or Form 990-EZ.

» 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

Phoebe 'Sunt er

Medical Center, _Inc.

Employer ddentificationanumber

26-.3975185

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.)

university:
10

11
12

0
]
a
0
]

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,
city, and state:

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

An organization that normally receives (1) more than 33 1/3% of its support from contributions, membership fees, and gross
receipts from activities related to its exempt functions, subject to certain exceptions; and (2) no more than 331/3% of its
support from gross investment income and unrelated business taxable income (less section 511 tax) from businesses
acquired by the organization after June 30, 1975. See section 509(a)(2). (Complete Part Ill.)

An organization organized and operated exclusively to test for public safety. See section 509(a)(4).
An organization organized and operated exclusively for the benefit of, to perform the functions of, or to carry out the purposes of

one or more publicly supported organizations described in section 509(a)(1) or section 509(a)(2). See section 509(a)(3). Check
the box on lines 12a through 12d that describes the type of supporting organization and complete lines 12e, 12f, and 12g.

Q

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

the supported organization(s) the power to regularly appoint or elect a majority of the directors or trustees of the

supporting organization. You must complete Part IV, Sections A and B.
b |:| Type Il. A supporting organization supervised or controlled in connection with its supported organization(s), by having

control or management of the supporting organization vested in the same persons that control or manage the supported

organization(s). You must complete Part IV, Sections A and C.

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

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

e |:| Check this box if the organization received a written determination from the IRS that it is a Type I, Type Il, Type IlI

functionally integrated, or Type Il non-functionally integrated supporting organization.
f  Enter the number of supported organizations
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.

DAA
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Schedule A (Form 990) 2021

Phoebe Sunt er

Medi cal

Cent er,

| nc. 26-3975185

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 Ill. If the organization fails to qualify under the tests listed below, please complete Part 1l1.)

Section A. Public Support

Calendar year (or fiscal year beginning; in)=k (a).2017 (0),2018 (c) 2019 (d),2020 (e)*2021 (f)y 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 line4
8  Gross income from interest, dividends,
payments received on securities loans,
rents, royalties, and income from
similar sources ... .. ...
9 Net income from unrelated business
activities, whether or not the business
is regularly carried on .................
10  Other income. Do not include gain or
loss from the sale of capital assets
(Explainin Part VI.) ...................
11 Total support. Add lines 7 through 10
12 Gross receipts from related activities, etc. (see instructons) | 12
13  First 5 years. If the Form 990 is for the organization’s first, second, third, fourth, or fifth tax year as a section 501(c)(3)

organization, check this box and stop here

Section C. Computation of Public Support Percentage

14
15
16a

17a

18

Public support percentage for 2021 (line 6, column (f) divided by line 11, column (f))
Public support percentage from 2020 Schedule A, Part Il, line 14
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

15

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

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

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

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

instructions

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

DAA

Schedule A (Form 990) 2021
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Schedule A (Form 990) 2021 Phoebe Sunter Medical Center, Inc. 26-3975185

Page 3

Part Ill 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 Il.

If the organization fails to qualify under the tests listed below, please complete Part 11.)

Section A. Public Support

Calendar year (or fiscal year beginning in)=» (a)1201.7 (0),2018 (¢) 2019 (d), 2020 (e)72021

1

7a

(f) Total

Gifts, grants, contributions; and membership fees
received. (Do not include any “unusual ‘grants.")

Gross receipts from admissions, merchandise
sold or services performed, or facilities
furnished in any activity that is related to the
organization's tax-exempt purpose

Gross receipts from activities that are not an
unrelated trade or business under section 513

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

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

Total. Add lines 1 through 5

Amounts included on lines 1, 2, and 3
received from disqualified persons =

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

Add lines 7aand7b

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

Section B. Total Support

Calendar year (or fiscal year beginning in) » (a) 2017 (b) 2018 (c) 2019 (d) 2020 (e) 2021

9
10a

11

12

13

14

(f) Total

Amounts from line 6

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

Unrelated business taxable income (lesg
section 511 taxes) from businesses
acquired after June 30, 1975

Add lines 10a and 10b

Net income from unrelated business
activities not included on line 10b, whether
or not the business is regularly carried on ..

Other income. Do not include gain or
loss from the sale of capital assets
(Explain in Partviy

Total support. (Add lines 9, 10c, 11,
and 12.)

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

Section C. Computation of Public Support Percentage

15  Public support percentage for 2021 (line 8, column (f), divided by line 13, courn ¢ 15 %
16 Public support percentage from 2020 Schedule A, Part lll, line 15 . . . it 16 %
Section D. Computation of Investment Income Percentage

17  Investment income percentage for 2021 (line 10c, column (f), divided by line 13, cournn (¢t 17 %
18 Investment income percentage from 2020 Schedule A, Part Ill, line17 18 %
19a 33 1/3% support tests—2021. If the organization did not check the box on line 14, and line 15 is more than 33 1/3%, and line

20

17 is not more than 33 1/3%, check this box and stop here. The organization qualifies as a publicly supported organization .. .. ...
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
Private foundation. If the organization did not check a box on line 14, 19a, or 19b, check this box and see instructions

DAA

Schedule A (Form 990) 2021
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Schedule A (Form 990) 2021 Phoebe Sunter Medical Center, Inc. 26-3975185 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 |, complete Sections A and_D, and complete Part V.)
Section A. All Supporting Qrganizations

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,; (i) the reasons for each such action;
(i) the authority under the organization's organizing document authorizing such action; and (iv) how the action

was accomplished (such as by amendment to the organizing document). 5a
b Type | 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, (ii) individuals that are part of the charitable class benefited
by one or more of its supported organizations, or (iii) other supporting organizations that also support or
benefit one or more of the filing organization’s supported organizations? If "Yes," provide detail in Part VI. 6

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

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

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

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

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

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

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

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

Schedule A (Form 990) 2021

DAA
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Schedule A (Form 990) 2021 Phoebe Sunter Medical Center, Inc. 26-3975185 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 controlseither alone or together with persons described on lines 11b and
11c below, the governing body of assupported: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 113, 11b, or 11c,
provide detail in Part VI. 1llc
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 supporteq
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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Schedule A (Form 990) 2021

Phoebe Sunter Medica

Cent er,

| nc. 26-3975185 Page 6

Part V

Type Il 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 Ill 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 s W [N |-

oo |d[W]N |-

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)

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):

Average monthly value of securities

la

Average monthly cash balances

1b

Fair market value of other non-exempt-use assets

1c

Total (add lines 1a, 1b, and 1¢)

1d

o (|0 |T|v

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

Acquisition indebtedness applicable to non-exempt-use assets

Subtract line 2 from line 1d.

w N

W

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

o]

Minimum_Asset Amount (add line 7 to line 6)

0 N |jo 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

gl w (N (-

(o200 (6200 S OV | N0 | o

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

6

~

(see instructions).

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

DAA

Schedule A (Form 990) 2021
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Schedule A (Form 990) 2021

Phoebe Sunt er

Medi cal Center,

I nc. 26-3975185 Page 7

Part V Type Il Non-Functionally Integrated 509(a)(3) Supporting Organizations (continued)

Section D — Distributions

Current Year

1 Amounis paid to supported organizations to accomplish exempt purposes

2 Amounts/paid tonperform activity.that directly furthers«exempt-purposes, of supported
organizations, in_excess of income from activity

3 Administrative expenses paid to accomplish exempt purposes of supported organizations

4 Amounts paid to acquire exempt-use assets

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

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

7 Total annual distributions. Add lines 1 through 6.

8 Distributions to attentive supported organizations to which the organization is responsive

(provide details in Part VI). See instructions.

9  Distributable amount for 2021 from Section C, line 6

10 Line 8 amount divided by line 9 amount

Section E — Distribution Allocations (see instructions)

@

Excess Distributions

(ii)
Underdistributions
Pre-2021

(iii)
Distributable
Amount for 2021

1 Distributable amount for 2021 from Section C, line 6

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

3 Excess distributions carryover, if any, to 2021

From 2016

From 2017 . . i

From 2018 ...............................

From 2019

From 2020 ... ... ...l

Total of lines 3a through 3e

Applied to underdistributions of prior years

oK [ a0 |T |

Applied to 2021 distributable amount

i Carryover from 2016 not applied (see instructions)

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

4 Distributions for 2021 from
Section D, line 7: $

a_ Applied to underdistributions of prior years

b Applied to 2021 distributable amount

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

5 Remaining underdistributions for years prior to 2021, if

any. Subtract lines 3g and 4a from line 2. For result

greater than zero, explain in Part VI. See instructions.

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

Part VI. See instructions.

7  Excess distributions carryover to 2022. Add lines 3j

and 4c.

8 Breakdown of line 7:

Excess from 2017 ... . ... .. ... ...

Excess from 2018 ........................

Excess from 2019

Excess from 2020

o (oo |To|w

Excess from 2021

DAA

Schedule A (Form 990) 2021
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Schedule A (Form 990) 2021 Phoebe Sumter Medical Center, Inc. 26-3975185 Page 8
Part VI  Supplemental Information. Provide the explanations required by Part Il, 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; Rart V, Section B, line 1e; Part V, Section D, lines 5, 6,.and 8; and Part V, Section E,
lines 25 5,-,and 6 Also.completesthis-part for.any=additional-information=(See instructions.)

DAA Schedule A (Form 990) 2021
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Schedule B - OMB No. 1545-0047

(Form 990) Schedule of Contributors

Department of the Treasu P Attach to Form 990 or Form 990-PF. 2021

|nt§ma| Revenue Servicery P Go to www.irs.gov/Form990 for the latest information.

Name of the,organization Employer identification number
Phoebe Sunter Medi cal. Center, lnc. 26-.3975185

Organization type (check one):

Filers of: Section:

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

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

Form 990-PF |:| 501(c)(3) exempt private foundation
|:| 4947(a)(1) nonexempt charitable trust treated as a private foundation

|:| 501(c)(3) taxable private foundation

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

General Rule

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

Special Rules

|:| For an organization described in section 501(c)(3) filing Form 990 or 990-EZ that met the 331/3% support test of the
regulations under sections 509(a)(1) and 170(b)(1)(A)(vi), that checked Schedule A (Form 990), Part Il, line 13, 16a, or
16b, and that received from any one contributor, during the year, total contributions of the greater of (1) $5,000; or
(2) 2% of the amount on (i) Form 990, Part VIII, line 1h; or (ii) Form 990-EZ, line 1. Complete Parts | and II.

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

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

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

For Paperwork Reduction Act Notice, see the instructions for Form 990, 990-EZ, or 990-PF. Schedule B (Form 990) (2021)

DAA
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Schedule B (Form 990) (2021) Page 1 of 7 Page 2
Name of organization _ Employer identification number
Phoebe Sunter Medical Center, Inc. 26- 3975185
Part | Contributors (see instructions). Use duplicate copies of Part | if additional space is needed.
@) (b) (€) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
SO OO UPPRPOS Person
Payroll .
$ 655, 968 Noncash B

(Complete Part Il for
noncash contributions.)

(@) (b) () (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
2 Person

Payroll .

............................................................................ $....9,541,461 | noncash | |
(Complete Part Il for

noncash contributions.)

(@ (b) (©) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
I LT P OO PR PRPRRPPO Person
Payroll
$ 14, 500 Noncash

(Complete Part Il for
noncash contributions.)

@) (b) () (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
A Person
Payroll
$ 75, 976 Noncash

(Complete Part Il for
noncash contributions.)

@ (b) (© (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
O Person
Payroll
$ 100, 000 Noncash

(Complete Part Il for
noncash contributions.)

@) (b) () (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
B Person
Payroll .
$ 20, 000 Noncash B

(Complete Part Il for
noncash contributions.)

Schedule B (Form 990) (2021)
DAA
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Schedule B (Form 990) (2021) Page 2 of 7 Page 2
Name of organization Employer identification number
Phoebe Sunter Medical Center, Inc. 26- 3975185
Part | Contributors (see instructions). Use duplicate copies of Part | if additional space is needed.
@) (b) (€) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
S TP OO PRSP PRDPPPP PR Person
Payroll .
.......................................................................................... 10, 000 | nNoncash [ |
__________________________________________________________________________ (Complete Part II for
noncash contributions.)
(@) (b) () (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
B Person
Payroll .
.......................................................................................... 22,000 | nNoncash [ |
.......................................................................... (Complete Part Il for
noncash contributions.)
() (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
S OSSP P OO PRPRRPOO Person
Payroll
........................................................................................ 100, 000 | Noncash
............................................................................ (Complete Part II for
noncash contributions.)
@) (b) () (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
A Person
Payroll
............................................................................................ 5,000 | Noncash
.......................................................................... (Complete Part II for
noncash contributions.)
@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
A Person
Payroll
............................................................................................ 5,000 | Noncash
............................................................................ (Complete Part II for
noncash contributions.)
@) (b) () (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
12 Person

Payroll .

Noncash .
(Complete Part Il for
noncash contributions.)

DAA

Schedule B (Form 990) (2021)
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Schedule B (Form 990) (2021) Page 3 of 7 Page 2
Name of organization Employer identification number
Phoebe Sunter Medical Center, Inc. 26- 3975185
Part | Contributors (see instructions). Use duplicate copies of Part | if additional space is needed.
@) (b) (€) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
A Person
Payroll .
............................................................................................ 5,000 | nNoncash | |
__________________________________________________________________________ (Complete Part II for
noncash contributions.)
(@) (b) () (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
A Person
Payroll .
........................................................................................ 100,000 | nNoncash | |
.......................................................................... (Complete Part Il for
noncash contributions.)
@ (b) (©) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
A Person
Payroll
.......................................................................................... 50,000 | Noncash
............................................................................ (Complete Part II for
noncash contributions.)
@) (b) () (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
G OSSP PP PRURURRRROS Person
Payroll
.......................................................................................... 10, 000 | Noncash
.......................................................................... (Complete Part II for
noncash contributions.)
@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
A Person
Payroll
.......................................................................................... 25, 000 | Noncash
............................................................................ (Complete Part II for
noncash contributions.)
@) (b) () (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
18 Person

Payroll .

Noncash .
(Complete Part Il for
noncash contributions.)

DAA

Schedule B (Form 990) (2021)
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Schedule B (Form 990) (2021) Page 4 of 7 Page 2
Name of organization _ Employer identification number
Phoebe Sunter Medical Center, Inc. 26- 3975185
Part | Contributors (see instructions). Use duplicate copies of Part | if additional space is needed.
@) (b) (€) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
A Person
Payroll .
$ 14, 000 Noncash B

(Complete Part Il for
noncash contributions.)

(@) (b) () (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
20 Person
Payroll .
............................................................................ $.......9.000 | nNoncash [ |

(Complete Part Il for
noncash contributions.)

(@ (b) (©) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
B ST U RPN PE P RPRRPPOO Person
Payroll
$ 5, 000 Noncash

(Complete Part Il for
noncash contributions.)

@) (b) () (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
2 |l Person
Payroll
$ 14, 333 Noncash

(Complete Part Il for
noncash contributions.)

@ (b) (© (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
2 | Person
Payroll
$ 10, 000 Noncash

(Complete Part Il for
noncash contributions.)

@) (b) () (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
2 Person
Payroll .
.......................................................................... $......25000 | nNoncash [ |

(Complete Part Il for
noncash contributions.)

Schedule B (Form 990) (2021)
DAA
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Schedule B (Form 990) (2021) Page 5 of 7 Page 2
Name of organization Employer identification number
Phoebe Sunter Medical Center, Inc. 26- 3975185
Part | Contributors (see instructions). Use duplicate copies of Part | if additional space is needed.
@) (b) (€) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
S OO NP DR P RO PRPRTPPROO Person
Payroll .
.......................................................................................... 20,000 | nNoncash [ |
__________________________________________________________________________ (Complete Part II for
noncash contributions.)
(@) (b) () (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
| Person
Payroll .
.......................................................................................... 25,000 | nNoncash [ |
.......................................................................... (Complete Part Il for
noncash contributions.)
@ (b) (©) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
R O OSSP DRSSP PEPRPRRPOO Person
Payroll
.......................................................................................... 10, 000 | Noncash
............................................................................ (Complete Part II for
noncash contributions.)
@) (b) () (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
2 | Person
Payroll
.......................................................................................... 10, 000 | Noncash
.......................................................................... (Complete Part II for
noncash contributions.)
@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
B R OSSP DO P PR PRPRPPPROO Person
Payroll
.......................................................................................... 10,000 | Noncash
............................................................................ (Complete Part II for
noncash contributions.)
@) (b) () (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
B0 Person

Payroll .

Noncash .
(Complete Part Il for
noncash contributions.)

DAA

Schedule B (Form 990) (2021)
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Schedule B (Form 990) (2021) Page 6 of 7 Page 2
Name of organization Employer identification number
Phoebe Sunter Medical Center, Inc. 26- 3975185
Part | Contributors (see instructions). Use duplicate copies of Part | if additional space is needed.
@) (b) (€) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
B Person
Payroll .
.......................................................................................... 10, 000 | nNoncash [ |
__________________________________________________________________________ (Complete Part II for
noncash contributions.)
(@) (b) () (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
B |l Person
Payroll .
.......................................................................................... 10,000 | Noncash [ |
.......................................................................... (Complete Part Il for
noncash contributions.)
@ (b) (©) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
3 Person
Payroll
.......................................................................................... 10, 000 | Noncash
............................................................................ (Complete Part II for
noncash contributions.)
@) (b) () (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
B | Person
Payroll
.......................................................................................... 29,895 | Noncash
.......................................................................... (Complete Part II for
noncash contributions.)
@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
S OO NP DO EPRPRPRPPPOO Person
Payroll
~.......30,000 | Noncash
............................................................................ (Complete Part II for
noncash contributions.)
@) (b) () (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
30 | Person

Payroll .

Noncash .
(Complete Part Il for
noncash contributions.)

DAA

Schedule B (Form 990) (2021)
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Schedule B (Form 990) (2021) Page 7 of 7 Page 2
Name of organization Employer identification number
Phoebe Sunter Medical Center, Inc. 26- 3975185
Part | Contributors (see instructions). Use duplicate copies of Part | if additional space is needed.
@) (b) (€) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
B O OSSP DR P RO PRPRPPPRPO Person
Payroll .
....33,818 | nNoncash [ |
__________________________________________________________________________ (Complete Part II for
noncash contributions.)
(@) (b) () (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
B8 | Person
Payroll .
.......................................................................................... 60,000 | nNoncash [ |
.......................................................................... (Complete Part Il for
noncash contributions.)
@ (b) (©) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
................................................................................... Person
Payroll
....................................................................................................... NoncaSh
............................................................................ (Complete Part II for
noncash contributions.)
@) (b) () (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
................................................................................. Person
Payroll
....................................................................................................... NoncaSh
.......................................................................... (Complete Part II for
noncash contributions.)
@) (b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
................................................................................. Person
Payroll
....................................................................................................... NoncaSh
............................................................................ (Complete Part II for
noncash contributions.)
@) (b) () (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
................................................................................. Person
Payroll
..................................................................................................... NoncaSh
.......................................................................... (Complete Part Il for
noncash contributions.)

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

If the organizationpanswered+y® Yes,"” on*Form 990, Part, [Vsiline 3,0r Formy990<EZ, PartsV,dine 46.(Political/Campaign-Activities),ithen
¢ Section 501(c)(3) organizations: Complete Parts I-A and B."Do not complete Part I-C.
e Section 501(c) (other than section 501(c)(3)) organizations: Complete Parts I-A"and C below. Do not complete Part I-B.
e Section 527 organizations: Complete Part I-A only.
If the organization answered “Yes,” on Form 990, Part 1V, line 4, or Form 990-EZ, Part VI, line 47 (Lobbying Activities), then
e Section 501(c)(3) organizations that have filed Form 5768 (election under section 501(h)): Complete Part II-A. Do not complete Part II-B.
e Section 501(c)(3) organizations that have NOT filed Form 5768 (election under section 501(h)): Complete Part 1I-B. Do not complete Part II-A.
If the organization answered “Yes,” on Form 990, Part 1V, line 5 (Proxy Tax) (See separate instructions) or Form 990-EZ, Part V, line 35c (Proxy
Tax) (See separate instructions), then

e Section 501(c)(4), (5), or (6) organizations: Complete Part Ill.
Name of organization Employer identification number
Phoebe Sunter Medical Center, |nc. 26- 3975185
Part I-A  Complete if the organization is exempt under section 501(c) or is a section 527 organization.
1 Provide a description of the organization’s direct and indirect political campaign activities in Part V. See instructions for
definition of “political campaign activities.”
2 Political campaign activity expenditures. See instructions >SS
3 Volunteer hours for political campaign activities. See INStrUCtiONS .. ... ...
Part I-B  Complete if the organization is exempt under section 501(c)(3).

1 Enter the amount of any excise tax incurred by the organization under section49%% »s
2 Enter the amount of any excise tax incurred by organization managers under section 4955 S
3 If the organization incurred a section 4955 tax, did it file Form 4720 for this year? |:| Yes |:| No
4a Was acorection made? [ves [Jno

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

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

QCUVIES >SS
2 Enter the amount of the filing organization’s funds contributed to other organizations for section

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

e 170 L N
4 Did the filing organization file Form 1120-POL for this year? Yes |:| No

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

(a) Name (b) Address (c) EIN (d) Amount paid from () Amount of political
filing organization's contributions received and
funds. If none, enter -0-. promptly and directly
delivered to a separate
political organization.
If none, enter -0-.

@

@)

®)

4)

©)

(6)

For Paperwork Reduction Act Notice, see the Instructions for Form 990. Schedule C (Form 990) 2021
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Schedule C (Form 990) 2021 Phoebe Sunter Medical Center, Inc. 26-3975185 Page 2
Part II-A Complete if the organization is exempt under section 501(c)(3) and filed Form 5768 (election under
section 501(h)).
A Check » |:| if the filing organization belongs to an affiliated group (and list in Part IV each affiliated group member's name,
address, EIN, expenses, and share of excess lobbying expenditures).
B Check| » |:| if the filing organization checkedybox-A and+‘limited, contrel” provisions apply.
Limits on Lobbying Expenditures (2) Filing (b) ‘Afiliated
(The term “expenditures” means amounts paid or incurred.) organization's=totals groupjtotals
la Total lobbying expenditures to influence public opinion (grassroots lobbying)

b Total lobbying expenditures to influence a legislative body (direct lobbying)
c Total lobbying expenditures (add lines laand1b)
d Other exempt purpose expenditures
e Total exempt purpose expenditures (add lines icand 1)
f Lobbying nontaxable amount. Enter the amount from the following table in both

columns.

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

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

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

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

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

Over $17,000,000 $1,000,000.

g Grassroots nontaxable amount (enter 25% of line 1f)
h Subtract line 1g from line 1a. If zero or less, enter -O-
Subtract line 1f from line 1c. If zero or less, enter-0-
j If there is an amount other than zero on either line 1h or line 1i, did the organization file Form 4720
reporting section 4911 tax for this YEAr? ... .. ... . . . |_|Yes |_| No

4-Year Averaging Period Under Section 501(h)
(Some organizations that made a section 501(h) election do not have to complete all of the five columns below.
See the separate instructions for lines 2a through 2f.)

Lobbying Expenditures During 4-Year Averaging Period

Calendar year (or fiscal year
beginning in) (a) 2018 (b) 2019 (c) 2020 (d) 2021 (e) Total

2a Lobbying nontaxable amount

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

¢ Total lobbying expenditures

d Grassroots nontaxable amount

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

f Grassroots lobbying expenditures

Schedule C (Form 990) 2021
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Schedule C (Form 990) 2021 Phoebe Sunter Medical Center, Inc. 26-3975185 Page 3
Part 1I-B Complete if the organization is exempt under section 501(c)(3) and has NOT filed Form 5768
(election under section 501(h)).

For each "Yes," response on lines la through 1i below, provide in Part IV a detailed ® ©
description of the lobbying activity. Yes,| No Amount
1 During the year, did the filing organization attempt to influence foreign, national, state, or local
legislation, including any attempt to influence public opinion on a legislative matter or
referendum, through the use of:
& VOIUNM@EIS? |\ X
b Paid staff or management (include compensation in expenses reported on lines 1c through 1i)? X
C Media adVertisSements? . ... ... X
d Mailings to members, legislators, or the public? X
e Publications, or published or broadcast statements? X
f Grants to other organizations for lobbying purposes? X
g Direct contact with legislators, their staffs, government officials, or a legislative body? X
h Rallies, demonstrations, seminars, conventions, speeches, lectures, or any similar means? X
| Other aGtiVIes? | X 13, 608
j Total. Add fines 1c through 1i 13, 608
2a Did the activities in line 1 cause the organization to be not described in section 501(c)3)? X
b If “Yes,” enter the amount of any tax incurred under secton 4912
c If “Yes,” enter the amount of any tax incurred by organization managers under section 4912
d If the filing organization incurred a section 4912 tax, did it file Form 4720 for thisyear? . .. ... ... ... .. ... . ..

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

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

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

1 Dues, assessments and similar amounts from members 1

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

a Cument year 2a
b Carryover from last year 2b
c TOtaI .................................................................................................................. 2c
3 Aggregate amount reported in section 6033(e)(1)(A) notices of nondeductible section 162(e) dues 3

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

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

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

DAA Schedule C (Form 990) 2021
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Schedule C (Form 990) 2021 Phoebe Sunter Medical Center, |Inc. 26-3975185 Page 4
Part IV Supplemental Information (continued)

Schedule C (Form 990) 2021
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SCHEDULE D Supplemental Financial Statements OMB No. 15450047
(Form 990) P Complete if the organization answered “Yes” on Form 990, 2021
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. Open to Public
Internal Revenue Service » Go to www.irs.gov/Form990 for instructions and the latest information. Inspection
Name of the organization Employer identification number

Phoebe Sunter Medical. Center,lnc. 26-.3975185

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 .

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

funds are the organization’s property, subject to the organization's exclusive legal control? |:| Yes |:| No
6 Did the organization inform all grantees, donors, and donor advisors in writing that grant funds can be used
only for charitable purposes and not for the benefit of the donor or donor advisor, or for any other purpose
conferring impermissible private DeNefit? .. o 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 educatiol Preservation of a historically important land area
Protection of natural habitat Preservation of a certified historic structure
Preservation of open space
2 Complete lines 2a through 2d if the organization held a qualified conservation contribution in the form of a conservation

easement on the last day of the tax year. Held at the End of the Tax Year
a Total number of conservation easements 2a
b Total acreage restricted by conservation easements 2b
¢ Number of conservation easements on a certified historic structure includedin (@ 2c
d Number of conservation easements included in (c) acquired after 7/25/06, and not on a
historic structure listed in the National Register 2d
3 Number of conservation easements modified, transferred, released, extinguished, or terminated by the organization during the
tax year P

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

violations, and enforcement of the conservation easements it hods> |:| Yes |:| No
6 Staff and volunteer hours devoted to monitoring, inspecting, handling of violations, and enforcing conservation easements during the year

>
7 Amount of expenses incurred in monitoring, inspecting, handling of violations, and enforcing conservation easements during the year

>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(()YB)? ... [] ves [] 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 Ill Organizations Maintaining Collections of Art, Historical Treasures, or Other Similar Assets.
Complete if the organization answered “Yes” on Form 990, Part IV, line 8.
la If the organization elected, as permitted under FASB ASC 958, not to report in its revenue statement and balance sheet works
of art, historical treasures, or other similar assets held for public exhibition, education, or research in furtherance of public
service, provide in Part XllI the text of the footnote to its financial statements that describes these items.

b 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:

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

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

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

a Revenue included on Form 990, Part VIII, line 1 > S
b _Assets included in FOrm 990, Part X . . .. ... e > 3
For Paperwork Reduction Act Notice, see the Instructions for Form 990. Schedule D (Form 990) 2021
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Schedule D (Form 990) 2021 Phoebe Sunter Medical Center, Inc. 26-3975185 Page 2
Part Ill Organizations Maintaining Collections of Art, Historical Treasures, or Other Similar Assets (continued)

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

a Public..exhibition d Loan or exchange program

b Scholarly research F Other ™ AT LN L

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
XII.

5 During the year, did the organization solicit or receive donations of art, historical treasures, or other similar
assets to be sold to raise funds rather than to be maintained as part of the organization’s collection? . . . ... .. .. ... ... . .. .
Part IV  Escrow and Custodial Arrangements.
Complete if the organization answered "Yes" on Form 990, Part IV, line 9, or reported an amount on Form
990, Part X, line 21.
la Is the organization an agent, trustee, custodian or other intermediary for contributions or other assets not
included on Form 990, Part X?

Amount
¢ Beginning balance 1c
d Additions during the year 1d
e Distributions during the year le
f Ending balance if

|:| Yes | | No

b If “Yes,” explain the arrangement in Part XIll. Check here if the explanation has been provided on Part XIlI
Part V Endowment Funds.

Complete if the organization answered “Yes” on Form 990, Part IV, line 10.
(b) Prior year

4, 000, 000

(d) Three years back

4, 000, 000

(e) Four years back

4, 000, 000

(c) Two years back

4, 000, 000

(a) Current year

4, 000, 000

la Beginning of year balance
b Contributions

¢ Net investment earnings, gains, and
losses

4, 000, 000

''''''''''''''''''' 4, 000, 000 4, 000, 000 4, 000, 000

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

b Permanent endowment P> %

4, 000, 000

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

organization by: Yes [ No
(i) Unrelated organizations 3a(i) X
(i) Related organizations 3a(ii) X

b If “Yes” on line 3a(ii), are the related organizations listed as required on Schedule R? ...~~~ 3b
4 Describe in Part Xlll the intended uses of the organization’s endowment funds.

Part VI  Land, Buildings, and Equipment.
Complete if the organization answered “Yes” on Form 990, Part 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 2, 039, 360 2, 039, 360
b Buildings 53,892,418| 21,098,363| 32,794,055
c Leasehold improvements
d Equipment 29,135,797 17,520,360| 11,615,437
e Other ..o 2,497,192 2,497,192
Total. Add lines 1a through 1e. (Column (d) must equal Form 990, Part X, column (B), line 10c.) ... ... ... ... ... ... ... ... > 48, 946, 044

DAA

Schedule D (Form 990) 2021
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Schedule D (Form 990) 2021 _Phoebe Sunt er Medi cal

Center,

| nc. 26-3975185 Page 3

Part VII Investments — Other Securities.

Complete if the organization answered “Yes” on Form 990, Part 1V, line 11b. See Form 990, Part X, line 12.

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

(b) Book value

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

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

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

@)

@)

(©)

4)

©)

(6)

)

®)

©)

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

Part IX Other Assets.

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

(a) Description

(b) Book value

@)

@)

©)]

4)

©)

©)]

)

®)

©)

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

Part X Other Liabilities.

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

line 25.

1. (a) Description of liability

(b) Book value

(1) Federal income taxes

(20 Related Party Payables

4, 724, 424

3) CARES Act refundabl e advance

425, 315

4)

©)

(6)

)

®)

©)

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

> 5, 149, 739

2. Liability for uncertain tax positions. In Part XIll, 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 XIIl .. ... .. X

DAA

Schedule D (Form 990) 2021
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Schedule D (Form 990) 2021 Phoebe Sunter Medical Center, Inc. 26-3975185 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 . 1 110, 319, 466
2 Amounts.included online 1 but,not on Form 990, Part VIII, line 12:

a Net unrealized gains (losses) on investments ps ™5 [/ N 2a -54817,034

b Donated services and use of facilites ., =~ w0 2b 1,628,803

¢ Recoveries of prior yeargrants T T T 2c

d Other (Describe in Part XIIL) | ... 2d

e Add lines 2athrough 2d ... 2e | -4,188, 231
3 Subtract line 2e from line 1 ... 3 | 114, 507, 697
4 Amounts included on Form 990, Part VIII, line 12, but not on line 1:

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

b Other (Describe in Part XIlL) 4b 639, 880

¢ Addlines4aand b 4c 639, 880
5 Total revenue. Add lines 3 and 4c. (This must equal Form 990, Part I, line 12.) ... .. .. .. . . . ... ... .. ... ... 5 | 115,147,577

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

1 Total expenses and losses per audited financial statements 1 104, 927,501
2 Amounts included on line 1 but not on Form 990, Part IX, line 25:

a Donated services and use of facilites 2a 1, 628, 803

b Prior year adjustments 2b

C Other |OSSGS ......................................................................... 20

d Other (Describe in Part XIIL) .. 2d 16, 088

e Add lines 2athrough 2d ... ... 2e 1,644, 891
3 Subtract fine 2e from line 1. 3 | 103, 282, 610
4 Amounts included on Form 990, Part IX, line 25, but not on line 1:

a Investment expenses not included on Form 990, Part VIII, ine7b 4a

b Other (Describe in Part XIIL) 4b

C Add Ilnes 4a and 4b .................................................................................................. 4C

5 Total expenses. Add lines 3 and 4c. (This must equal Form 990, Part |, line 18.) . . . .. . .. ... .. .. .. ... .. 5 | 103, 282, 610

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

Part V, Line 4 - Intended Uses for Endowrent Funds

Schedule D (Form 990) 2021
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Schedule D (Form 990) 2021 Phoebe Sunter Medi cal Center, Inc. 26-3975185 Page b
Part XIll Supplemental Information (continued)

FEMA and GEMA as a result of the audits. Should the $4,000,000 not be
Board of Directors resolution dated Novenmber 1, 2016, the Hospital believes

Schedule D (Form 990) 2021
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Schedule D (Form 990) 2021 Phoebe Sunter Medi cal Center, Inc. 26-3975185 Page b
Part XIll Supplemental Information (continued)

funds. Al so, based on the current and |ong-term physician devel opnent plan

Part X - FIN 48 Footnote .. .

sustained. Based on that evaluation, the Hospital only recognizes the

interest be incurred, they would be recognized as operating expenses. .

Schedule D (Form 990) 2021
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Schedule D (Form 990) 2021 Phoebe Sunter Medi cal Center, Inc. 26-3975185 Page b
Part XIll Supplemental Information (continued)

Part X, Line 4b - Revenue Anounts Included on Return - Gher

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

Department of the Treasury

Hospitals

» Attach to Form 990.

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

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

OMB No. 1545-0047

2021

Open to Public

Internal Revenue Service Inspection
Name of the organization Employer identification number
Pheebe Sunt er :Medircalk~Cent.ers~ 1nc. 26-3975185
Part | Financial Assistance and Certain Other Community Benefits at Cost
Yes | No
la Did the organization have a financial assistance policy during the tax year? If “No,” skip to queston6a la | X
b If "Yes" was it awritten 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 %
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 yegrba X
b If “Yes,” did the organization’s financial assistance expenses exceed the budgeted amount? 5b X
c If “Yes” to line 5b, as a result of budget considerations, was the organization unable to provide free or
discounted care to a patient who was eligible for free or discounted care? 5c
6a Did the organization prepare a community benefit report during the tax year? 6a | X
b If “Yes,” did the organization make it available to the public? 6b | X
Complete the following table using the worksheets provided in the Schedule H instructions. Do not submit
these worksheets with the Schedule H.
7 Financial Assistance and Certain Other Community Benefits at Cost
Financial Assistance and (a) Number of (b) Persons (c) Total community (d) Direct offsetting (e) Net community (f) Percent
Means-Tested Government Programs pmg?;,tqiquiming; ) (;;Zigl) benefit expense revenue benefit expense e())(fp teo':asa‘l3
a  Financial Assistance at cost (from
Worksheet 1) 4, 663, 949 4, 663, 949 4.52
b Medicaid (from Worksheet 3, column a)
19, 841, 873 16, 973, 435 2, 868, 438 2.78
C  Costs of other means-tested
government programs (from
Worksheet 3, columnb) 0 0. 00
d  Total. Financial Assistance and
Means-Tesied Government Program 24,505, 822| 16,973,435| 7,532,387 7.30
Other Benefits
€  Community health improvement
services and community benefit
operations (from Worksheet 4) 43,470 43, 470 0. 04
f Health professions education
(from Worksheet5) 53, 976 53, 976 0 05
g Subsidized health services (from
Worksheet 6) 11, 180, 061 9, 031, 240 2,148, 821 2.08
h  Research (from Worksheet 7) 0 0. 00
i Cash and inkind contributions
for community benefit (from
Worksheet 8) 132, 031 132, 031 0.13
j Total. Other Benefits 11, 409, 538 9, 031, 240 2, 378, 298 2 30
K Total. Addlines 7dand 7j .. ... .. 35, 915, 360 26, 004, 675 9, 910, 685 9. 60
For Paperwork Reduction Act Notice, see the Instructions for Form 990. Schedule H (Form 990) 2021
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Page 2

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.

(a) Number of (b) Persons (c) Total community: (d) Direct offsetting
activities or served building_expense revenue
programs (optional)
(optional)

(e) Net community
building expense

(f) Percent of
total expense

Physical improvements ‘and"housing

.00

Economic development

.00

Community support

00

Environmental improvements

o|0|o|o

olo|olo

00

gl WIN|-

Leadership development and training
for community members

00

Coalition building

00

Community health improvement advocacyj

o|0|0

00

Workforce development 207, 168

207, 168

20

[Col Mool LN No)]

Other

0

00

10 Total 207, 168

207, 168

olo|olo|ole

. 20

Part 11| 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?1

2 Enter the amount of the organization’s bad debt expense. Explain in Part VI the
methodology used by the organization to estimate this amount 2

13, 811, 044

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

4 Provide in Part VI the text of the footnote to the organization’s financial statements that describes bad debt
expense or the page number on which this footnote is contained in the attached financial statements.
Section B. Medicare
5 Enter total revenue received from Medicare (including DSH and IME) 5

12,947, 342

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

[o)]

15, 932, 717

- 2,985, 375

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?

6
7 Subtract line 6 from line 5. This is the surplus (or shortfall) 7
8

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 provisipns
on the collection practices to be followed for patients who are known to qualify for financial assistance? Describe in Part VI .. .. 9b

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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Schedule H (Form 990) 2021~ Phoebe Sunter Medi cal Center, Inc. 26-3975185 Page 3
Part V Facility Information

Section A. Hospital Facilities % g % g g g % ;;g
(list in order of size, from largest to smallest—see instructions) g s % E g 3
How many hospital facilities did the ‘organization operate during 2 é S § oy 5
the tax year2.. 1 2 % SER
_ 172}
Name, address, primary website addressyand state license ‘number é ?*_: Facilty
(and if a group return, the name and EIN of the subordinate hospital 8 reporting

organization that operates the hospital facility) Other (describe) group
1 Phoebe Sunter Medical Center, Inc.

126 H ghway 280 Weést

Aneri cus GA 31719
www. phoebeheal t h. com
129- 663 X[ X X Hospi ce, RHC

Schedule H (Form 990) 2021
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Schedule H (Form 990) 2021 Phoebe Sunter Medi cal Center, 1nc. 26-3975185 Page 4
Part V Facility Information (continued)
Section B. Facility Policies and Practices
(complete a separate Section B for each of the hospital facilities or facility reporting groups listed in Part V, Section A)
Name of hospital facility or letter of facility reparting group Phoebe Sunt er “Medi cal Center, Inc.
Line number of hospital facility, or line numbers of haspital
facilities in a facility reporting group (from Part'V, Section A): 1
Yes [ No
Community Health Needs Assessment
1 Was the hospital facility first licensed, registered, or similarly recognized by a state as a hospital facility in the
current tax year or the immediately preceding tax year? 1
2 Was the hospital facility acquired or placed into service as a tax-exempt hospital in the current tax year or
the immediately preceding tax year? If "Yes," provide details of the acquisition in Secionc =~~~ 2 X
3 During the tax year or either of the two immediately preceding tax years, did the hospital facility conduct a
community health needs assessment (CHNA)? If "No," skip to line12 3 | X
If “Yes,” indicate what the CHNA report describes (check all that apply):
a l A definition of the community served by the hospital facility
b l Demographics of the community
c l 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 CHNRO 22
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 consutted 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 (ist url): _ WWW. phoebeheal t h. com
b | | Other website (list url);
c Made a paper copy available for public inspection without charge at the hospital facility
d . Other (describe in Section C)
8 Did the hospital facility adopt an implementation strategy to meet the significant community health needs
identified through its most recently conducted CHNA? If "No,” skip to line22 8
9 Indicate the tax year the hospital facility last adopted an implementation strategﬁﬁ
10 Is the hospital facility's most recently adopted implementation strategy posted on a website? 10| X
a If “ves,” (list ur)_\WWwW. phoebeheal t h. com
b If “No,” is the hospital facility's most recently adopted implementation strategy attached to this return? 10b X
11 Describe in Section C how the hospital facility is addressing the significant needs identified in its most
recently conducted CHNA and any such needs that are not being addressed together with the reasons why
such needs are not being addressed.
12a Did the organization incur an excise tax under section 4959 for the hospital facility's failure to conduct a
CHNA as required by section SO1003)? | ...l 12a X
If “Yes” to line 12a, did the organization file Form 4720 to report the section 4959 excise tax? 12b
c If “Yes” to line 12b, what is the total amount of section 4959 excise tax the organization reported on Form
4720 for all of its hospital facilities? $

DAA
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Schedule H (Form 990) 2021 Phoebe Sunt er Medi cal Center, Inc. 26-3975185 Page 5
Part V Facility Information (continued)
Financial Assistance Policy (FAP)

Name of hospital facility or letter, of facility reporting group Phoebe Sunt er . Medi cal Cent.er , Inc.

Yes | No

Did the hospital facility have in place during the tax year ajwritten financial assistance palicy 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 @00 %

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 0 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): wwv, phoebeheal t h. com

The FAP application form was widely available on a website (ist ur): vwwv. phoebeheal t h. com

A plain language summary of the FAP was widely available on a website (list url): VARV, phoebeheal th. com

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

by mail)

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

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

g 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

i |_| Other (describe in Section C)

Schedule H (Form 990) 2021
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Schedule H (Form 990) 2021 Phoebe Sunter Medical Center, 1nc. 26-3975185 Page 6
Part V Facility Information (continued)

Billing and Collections

Name of hospital facility or letter of facility reporting group Phoebe Sunter Medical Center, | nc.

Yes | No

17 Did the hospital facilityshave in place“during the ftaxwyear ayseparate billing and-collectionsspolicypora written
financial assistance policy (FAP) that explained all of the actions the hospital facility or other authorized party
may take UPON MONPAYMIENT? et 17 | X

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

a| | Reporting to credit agency(ies)

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

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

Actions that require a legal or judicial process

| | Other similar actions (describe in Section C)

f l 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
If “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)

| | 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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Schedule H (Form 990) 2021 Phoebe Sunter Medical Center, Inc. 26-3975185 Page 7
Part V Facility Information (continued)
Charges to Individuals Eligible for Assistance Under the FAP (FAP-Eligible Individuals)
Name of hospital facility or letter of facility reporting group Phoebe Sunt er Medi cal Center , Inc.
Yes | No
22 Indicate how the hospitalfacilitysdetermined, 'duringtthe tax,year;the maximum+amounts that.can,be,charged
to FAP-eligible individuals' for emergency or other medically, necessary care.
a |:| The hospital facility used a look-back method based on claims allowed by Medicare fee-for-service
during a prior 12-month period
b The hospital facility used a look-back method based on claims allowed by Medicare fee-for-service and
all private health insurers that pay claims to the hospital facility during a prior 12-month period
c |:| The hospital facility used a look-back method based on claims allowed by Medicaid, either alone or in
combination with Medicare fee-for-service and all private health insurers that pay claims to the hospital
facility during a prior 12-month period
d |:| The hospital facility used a prospective Medicare or Medicaid method
23 During the tax year, did the hospital facility charge any FAP-eligible individual to whom the hospital facility
provided emergency or other medically necessary services more than the amounts generally billed to
individuals who had insurance covering SUCh Care? ... . . . . . . . . . 23 X
If “Yes,” explain in Section C.
24 During the tax year, did the hospital facility charge any FAP-eligible individual an amount equal to the gross
charge for any service provided to that individual? . . . 24 X
If “Yes,” explain in Section C.

DAA
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Schedule H (Form 990) 2021~ Phoebe Sunter Medi cal Center, Inc. 26-3975185 Page 8
Part V Facility Information (continued)

Section C. Supplemental Information for Part V, Section B. Provide descriptions required for Part V, Section B, lines
2, 3j, 5, 6a, 6b, 7d, 11, 13b, 13h, 15e, 16j, 18e, 19e, 20a, 20b, 20c, 20d, 20e, 21c, 21d, 23, and 24. If applicable, provide
separate descriptions fof eachhospital 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.)iand name of hospital facility.

Facility 1, Phoebe Sumter Mdical Center, Inc. - Part V, Line 3e

El even significant health needs are identified in the CHNA:

1) Mental health and nental disorders

2) Nutrition and healthy eating

3) Maternal and child health
4) Cancer

5) CQuality of healthcare services

6) Wi ght status

7) D abetes

8) Injury and viol ence

9) Access to affordable health care services

10) Heart di sease and stroke

11) Al cohol and drug use

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

To collect community input -

- 1 Focus G oup was conducted with key community nmenbers to inteqgrate their

perspective and |lived experience into the data; Mayors and Gty Mnagers

were surveyved as well.

- 153 residents from Macon, Marion, Schley and Sunter County partici pated

in the Community Survey. Survey was available in English and Spani sh.

Secondary data, or nunerical health indicators, from National, State, and

Local sources were anal yzed.

Facility 1, Phoebe Sumter Mdical Center, Inc. - Part V, Line 11

The following 3 needs were ranked highest based on the CHNA results:

Schedule H (Form 990) 2021
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Schedule H (Form 990) 2021~ Phoebe Sunter Medi cal Center, Inc. 26-3975185 Page 8
Part V Facility Information (continued)

Section C. Supplemental Information for Part V, Section B. Provide descriptions required for Part V, Section B, lines
2, 3j, 5, 6a, 6b, 7d, 11, 13b, 13h, 15e, 16j, 18e, 19e, 20a, 20b, 20c, 20d, 20e, 21c, 21d, 23, and 24. If applicable, provide
separate descriptions fof eachhospital 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.)iand name of hospital facility.

Maternal & Child Health, Nutrition and Healthy Eating, and Mental Health

and Mental Disorders. Significant health needs were prioritized based on

the scope and severity of each health issue, and the ability for positive

i npact on each health issue. Any needs not addressed as priorities were

due to resource limtations and/or strateqgic fit.

Facility 1, Phoebe Sunmter Mdical Center, Inc. - Part V, Line 20e

Witten notice of the availability of financial assistance is included on

hospital patient statenments, and on witten connuni cations sent by

contracted third party collection agencies. These agencies nay refer

accounts for reporting to major credit bureaus, after a series of

statenents and letters are sent throughout nultiple collection cycles.

Schedule H (Form 990) 2021
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Schedule H (Form 990) 2021 Phoebe Sunt er

Medi cal

Cent er,
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Page 9

Part V Facility Information (continued)

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

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

How many non-hospital jhealthecare facilities,did the organization,operate during the-taxryear?2

Name and address

Type of Facility (describe)

1 Phoebe Sunter Hospice

126 Fwy 280 Vést

Aneri cus GA 31719 Hospi ce
2 Elaville Primary Medicine
339 S. Broad Street
Ellaville GA 31806 Rural Health dinic

DAA
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Schedule H (Form 990) 2021 Phoebe Sunter Medical Center, Inc. 26-3975185 page 10
Part VI  Supplemental Information

Provide the following information.

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

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

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

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

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

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

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

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

In deriving the denomi nator to be used for colum (f), the followng

adjustnments were nade to the total expenses reported on Form 990, part 11X

Li ne 25:

Form 990, part I X Line 25 $103, 282, 610
Add: expenses reported in Part VI 16, 088
Denom nator for Colum (f) $103, 298, 698
Part |, Line 7 - Costing Mthodol ogy Expl anation

The cost of Mdicaid and Charity Care was cal cul ated using the cost-to-

charge ratio as cal cul ated using Wirksheet 2 fromthe IRS Form 990

i nstructions.

The cost of other benefits was the direct cost of the services.

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

The bad debt expense (or price concession) anount represents the difference

bet ween anounts billed and the estimated consideration the Hospital expects

to receive from patients, which are determ ned based on historica

Schedule H (Form 990) 2021
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Schedule H (Form 990) 2021 Phoebe Sunter Medical Center, Inc. 26-3975185 page 10
Part VI  Supplemental Information

Provide the following information.

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

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

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

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

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

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

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

coll ection experience, current nmarket conditions, and other factors.

Consistent with the Hospital's mssion, care is provided to patients

reqardl ess of their ability to pay. Therefore, the Hospital has determ ned

it has provided inplicit price concessions to uninsured patients and

patients with other uninsured bal ances (for exanple, copays and

deducti bl es.)

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

See footnote 2 pages 15-20 on the acconpanying audited financial statenents

for the discussion of inplicit price concessions, bad debt expense, and

uni nsured patients.

Part 111, Line 8 - Mdicare Explanation

Medi care allowable costs are conputed in accordance with cost reporting

net hodol ogies utilized on the Medicare Cost Report and in accordance with

related requlations. Indirect costs are allocated to direct service areas

usi ng the nost appropriate statistical basis.

Schedule H (Form 990) 2021
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Schedule H (Form 990) 2021 Phoebe Sunter Medical Center, Inc. 26-3975185 page 10
Part VI  Supplemental Information

Provide the following information.

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

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

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

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

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

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

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

Part 111, Line 9b - Collection Practices Expl anation

The organi zation wites off patient accounts receivable

bal ances for patients qualifying for charity care or

financial assistance and does not nmke further collection

efforts.

Part VI, Line 2 - Needs Assessnent

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

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

people and build healthy communities in the broadest sense by inpacting

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

safety, education and adequate housing.

The organi zati on conducts requl ar needs assessnent through formal and

i nfformal surveys and processes, including collaborations with public and

community agencies. Through strateqgic planning and conmunity interviews,

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

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

ot her communi ty-based organi zati ons and partners.
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Part VI  Supplemental Information

Pro
1

vide the following information.

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

9b.

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

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

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

under the organization’s financial assistance policy.

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

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

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

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

organization, files a community benefit report.

The organi zation reqularly conducts focus groups in the comunity to

understand issues affecting its patients, and has created prograns in

response to health disparities prevalent in the area.

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

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

agencies to develop health awareness and di sease prevention proqgrans.

The organi zation also conducts requl ar physician workforce studies through

its strategic planning arm to determ ne unnet physician needs and barriers

to accessing care.

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

The hospital |ast conducted a community health needs assessnent in 2022.

A conplete copy of the comunity health needs assessnment, conmunity

priorities, and inplenentation plan can be found at -

htt ps: //ww. phoebeheal t h. coni nedi a/ fi | e/ Phoebe%20Sunt er 20Medi cal

9%20Cent er / CHNA PSMC2022. pdf
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Provide the following information.

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

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

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

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

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

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

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

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

The board has clearly witten financial assistance policy that is

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

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

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

during pre-reqgistration, through floor visits by business office

representatives for patients that stress concern in neeting the

financial obligations for their services, and through our custoner service

depart nent. Brochures are promnently displayed at each reqgistration

boot h. The Business Ofice continuously provides updated naterial to

physician offices for issuance to their patients that highlight the

financi al assistance program and policies. The patient statenents

hi ghlight the organization's financial assistance policy and encourages

patients to call for financial assistance.

Part VI, Line 4 - Comunity Information

PSMC is located in Sunter County, Georgia. There are approximately 32,819

residents of Sunter County with a racial mx of 52% African Anerican and
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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.

42% Caucasi an. Popul ation projections for Sunter County show overal

popul ation loss in the next few vears, with ages 65+ having the greatest

growh rate. The Household Mdian Incone for Sunter County averaged $32,430

in 2010, and about 21.7% of famlies and 26.9% of the popul ati on were bel ow

the poverty line. In addition to Sunter County, PSMC has a service area

that includes Marion, NMacon, Dooly, Stewart, Wbster, Schley and Tayl or

Counties. PSMC has a good relationship with these counties, and inpl enented

a Reqional Advisory Council in 2015 to better serve the needs of these

communities and therefore practice a true Popul ation Health nethodol ogy.

Part VI, Line 5 - Pronotion of Community Health

The organi zation and its volunteer board is conposed of comunity

nmenbers with diverse professional and community service backgrounds, as

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

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

board naintains open nedical staff policies with privileges available to

all qualifying physicians. The board has a clearly witten financia

assi stance policy that is available on the organi zation's web site and
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Provide the following information.

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

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

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

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

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

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

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

t hrough the Business Ofice. Signs are promnently posted on the

availability of free and charity care.

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

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

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

bui | ding community partnerships, advocating change, and devel opi ng

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

delivery of nmedical and health care services.

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

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

nmost likely to suffer from severe nmanpower shortages, high poverty |evels

and a | ack of access to care.

Part VI, Line 6 - Affiliated Health Care System

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

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

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

cor por ati on, Phoebe Physician Goup, Inc. (PPG, a not-for-profit
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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.

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

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

Phoebe Putney Indemity, Ltd. (PPl), a wholly-owned subsidi ary, and Phoebe

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

PPVH is located in Albany, Georgia, isS an acute care hospital, which

operates satellite clinics in the surrounding counties. |t provides

i npatient, outpatient and energency care services for residents of

Sout hwest Ceorgia. Admtting physicians are prinmarily practitioners in the

| ocal area.

PPHVY engages in healthcare and related activities in furtherance of the

exenpt purposes of PPHS and PPIVH

PAWC, located in Sylvester, Georgia, is a 25 bed rural critical access

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

for residents of Wrth County, Ceoraqia.

PSMC, located in Anericus, Ceorgia, isS an acute care hospital. It

provides inpatient, outpatient and energency care services for residents of

Sunter County, Ceoraqia.

PPG was established to organize and operate nedical practices exclusively
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Provide the following information.

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

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

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

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

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

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

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

for the benefit of PPVMH PWAL, and PSMC.

PPl was incorporated on Novenber 14, 2018 as an exenpted conpany under the

Conpani es Law of the Caynan |sl ands. PPl is a wholly-owned subsidi ary of

PPHS established to provide general liability, professional liability,

personal injury liability, advertising injury liability, contractua

liability, and auto physical damage coverage to PPHS

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

exclusively for charitable, nedical, educational and scientific purposes at

or in connection with PPVMH or the Hospital Authority of Al bany-Dougherty

County, GCeorqgia (Authority).

Sunt er Reqgi onal Hospital Foundation, Inc. was established to raise funds to

support PSMC. Sunter Reqgional Hospital Foundation, Inc.'s bylaws provide

that the majority of all funds raised, except for funds acquired for the

operation of the Foundation, be distributed to or be held for the benefit

of the Hospital

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

Ceoraqi a
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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.

Additional Information

Phoebe Sunter Medical Center, Inc. (PSMO), fornerly Sunter Reqi ona

Hospital, is a not-for-profit health care organization that exists to serve

the community. PSMC opened in 1953 to serve the community by caring for

the sick reqgardless of their ability to pay. As a not-for-profit hospital

PSMC has no stockholders or owners. Al revenue after expenses is

reinvested in the mssion to care for the citizens of the commnity - into

clinical care, health prograns, state-of-the-art technoloqy and facilities,

research, and teaching and training of nedical professionals now and for

the future.

PSMC operates as a charitable organization consistent with the requirenents

of Internal Revenue Code Section 501(c)(3) and the "comunity benefit

standard"s of I RS Revenue Ruling 69-545. PSMC takes seriously its

responsibility as the comunity's safety net hospital and has a strong

record of neeting and exceeding the charitable care and the organi zati ona

and operational standards required for federal tax-exenpt status. PSMC
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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.

denonstrates a continued and expanding commtnent to neeting its m SSion

and serving the citizens by providing commnity benefits. A community

benefit is a planned, nanaged, organized, and neasured approach to neeting

identified community health needs, requiring a partnership between the

heal t hcare organi zation and the comunity to benefit residents through

prograns and services that inprove health status and quality of life.

PSMC i nproves the health and well being of Southwest Georgia through

clinical services, education, research, and partnerships that build health

capacity in the community. PSMC provides community benefits for al

citizens, as well as for the nedically underserved. PSMC conduct s

community needs assessnents and pays close attention to the needs of | ow

i ncone _and other vul nerable persons and the community at | arge. PSMC often

works with community qroups to identify needs, strengthen existing

community prograns, and plan newy needed services. It provides a w de-

rangi ng array of comunity benefit services designed to inprove commnity

health and the health of individuals and to increase access to health care,

in addition to providing free and di scounted services to people who are
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Provide the following information.

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

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

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

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

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

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

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

uni nsured and underi nsur ed. Drawing on a dynamc and flexible structure,

the community benefit prograns are designed to respond to assessed needs

and are focused on upstream prevention

PSMC participates in the Mdicare and Medicaid prograns and is one of the

| eadi ng providers of Medicaid services in Georgia.

The following table summari zes the anmobunts of charges foreqgone (i.e.

contractual adjustnents) and estinmates the |osses (conputed by applving a

total cost factor to charges foregone) incurred by PSMC due to inadequate

paynents by these prograns and for indigent/charity services. This table

does not include discounts offered by PSMC under managed care and ot her

agr eenent s:
Char ges Esti mat ed
For egone Unr ei nbur sed Cost
Medi care $ 122, 000, 000 $ 38,000, 000
Medi cai d 49, 000, 000 15, 000, 000
Indigent/charity 16, 000, 000 5, 000, 000
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Provide the following information.

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

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

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

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

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

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

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

$ 187, 000, 000 $ 58, 000, 000

The followwng is a sunmary of the community benefit activities and health

i nprovenent services offered by PSMC and illustrates the activities and

donations during fiscal year 2022.

|. Community Health | nprovenent Services

PSMC provided in-person pediatric and nen's health fairs. Wth 125

participants, the nmen's health fair provided free prostate, blood pressure,

gl ucose and chol esterol screenings, and COVID vaccinations. The children's

health fair attracted 225 participants, and provided weight, BM, and bl ood

pressure readings in addition to free COVID vaccines. Fun was had with

ganes played, a healthy lunch, and the participants were provided fruit and

veget abl e boxes as well as back-to-school supplies. The total cost to the

organi zation for these events was $9, 095.

Duri ng 2021/ 2022, PSMC had a nunber of conmmunity events. The Phoebe Mbbil e

Schedule H (Form 990) 2021

DAA



68203

Schedule H (Form 990) 2021 Phoebe Sunmt er Medi cal Center, Inc. 26-3975185 Page 10

Part VI  Supplemental Information

Provide the following information.

1

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

9b.

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

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

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

under the organization’s financial assistance policy.

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

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

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

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

organization, files a community benefit report.

Units were on site to distribute infusion therapy to COVID-19 patients who

qualified. The nobile unit also admnistered COVID-19 vacci nati ons at

Fri endship M ssionary Baptist Church, ©Mugnolia Manor, Cipple Ceek

Apartnents, Gtizens Banks and Allen Chapel AME in Anericus.

Mental health first aid training was offered to nenbers of the conmunity

via Zoom and athletes from Georgi a Southwestern State University did

volunteer work at the Healthy Sunter Community Garden at Brookdal e ParKk.

The Healthy Sunmter initiative also distributed hundreds of food boxes to

citizens throughout Anericus and Sunter County. In addition, PSMC

articipated in the groundbreaking cerenony for the new Col ored Hospital

Museum In conjunction with the Healthy Sunmter initiative, PSMC plans to

offer a nunber of services at the Museum including a comunity garden.

The Wellable App is an opportunity for local comunity nenbers to track

their physical activities as well as learn about and engage in behaviors

ssociated with a new holistic wellness topic each nonth. Participants al so
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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
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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.).
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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.

have the opportunity to earn points that can be redeened for Healthy Sunter

swag such as water bottles, tunblers and t-shirts.

In May 2022, PSMC participated in the Sunter County Conm ssioners Health &

VWllness Fair. In June 2022, PSMC participated in the Sunter County Health

Fair, which was held at Sumter County Primary and was open to the entire

communi ty.

The total cost of these projects for FY2022 was $129, 157.

1. Health Professions Education

In fiscal year 2022, PSMC provided an estimated $47,040 in clinica

supervision and training to 26 nursing students. PSMC al so provided an

additional $6,936 in clinical supervision and training to other allied

health professionals providing clinical opportunities for 12 students.

I11. Comunity Building Activities
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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.

Wor kf orce  Devel opnent

To address |ong-standing nursing and nedical occupational shortages, PSMC

spent $207,168 in devel opi ng and expanding enrollnent in nursing and other

medi cal occupational prograns in 2022. This funding was provided to the 4C

Acadeny, Al bany Technical College, South Georgia Technical College, and

Ceorgi a Southwestern State University.

V. Health Care Support Services

PSMC will extend free or discounted care to eliqgible individuals for al

urgent, energent, or otherwise nedically necessary services. Patients whose

househol d incone is at or below 200% of the Federal Poverty Quidelines are

eligible for free care. Patients whose household incone is betwen 201% and

400% of the Federal Poverty Q@iidelines qualify for discounted charqges based

on a sliding fee schedule in the FAP. PSMC will not charge eligible

i ndividuals nore for energency or other nedically necessary care than the

Anmount Cenerally Billed (A@) to individuals who have insurance coverage,

Schedule H (Form 990) 2021

DAA
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Schedule H (Form 990) 2021 Phoebe Sunter Medical Center, Inc. 26-3975185 page 10
Part VI  Supplemental Information

Provide the following information.

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

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

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

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

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

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

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

and is conpliant with the requirenents for a not-for-profit charitable

corporation in accordance with Internal Revenue Service Requl ation

81.501(r).

V. Community Benefit perations

PSMC incurred $34,375 in support staff costs to support its conmunity

benefit efforts.

Schedule H (Form 990) 2021

DAA
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SCHEDULE | Grants and Other Assistance to Organizations, OMB No. 15450047
(Form 990) Governments, and Individuals in the United States 2021
Complete if the organization answered "Yes" on Form 990, Part IV, line 21 or 22.

- P Attach to Form 990. Open to Public
ﬁ?ﬁ,iﬁi”&gbgnjeesﬂﬁ?fg‘w » Go to www.irs.gov/Form990 for the latest information. Inspection
Name of the organization Employer identification number

Phoebe Sunter Medical Center, |nc. 26- 3975185
Part | General Information on Grants and Assistance
1 Does the organization maintain records to substantiate the amount of the grants or assistance, the grantees’ eligibility for the grants or assistance, and
the selection criteria used to award the grants OF ASSIStANCE? . ... . ... . Yes |:| No
2 Describe in Part IV the organization’s procedures for monitoring the use of grant funds in the United States.
Part Il Grants and Other Assistance to Domestic Organizations and Domestic Governments. Complete if the organization answered “Yes” on Form 990,
Part IV, line 21, for any recipient that received more than $5,000. Part Il can be duplicated if additional space is needed.
1 (@) Name and address of organization (b) EIN (S%)C{Eg (d) Amount of cash (e) Amount of Eg)og\ﬂk?tfmv?f ;/pamgg? © Descrpion of (h) Purpose of grant
or government (if applicable) grant noncash assistance other) noncash assistance or assistance

(1) One Sunter Econom c Devlpnt Fnd I|nc

PO Box 6714 Col | ege/ Career  Acdny
Aneri cus GA 31709-6714 [47-1453325(501c3 10, 000
(2) Georgi a Sout hwestern Foundation

800 Ceorgia Southwestern . ... General Support
Aneri cus GA 31709-4379 [58-1386358|501c3 169, 168
3
()]
(©)]
(6)
™
()]
(C)]

2 Enter total number of section 501(c)(3) and government organizations listed in the line 1 table 4 2 .......................

3 Enter total number of other organizations listed in the line 1 table 0]
For Paperwork Reduction Act Notice, see the Instructions for Form 990. Schedule | (Form 990) (2021)

DAA
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Schedule | (Form 990) (2021) Phoebe Sunt er

Medi cal

Center,” I nc. 26-3975185

Page 2

Part Il Grants and Other Assistance to Domestic Individuals. Complete if the organization answered “Yes” on Form 990, Part IV, line 22.
Part 1l can be duplicated if additional space is needed.

(a) Type of grant or assistance

(b) Number of
recipients

(c) Amount of
cash grant

(d) Amount of
noncash assistance

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

(f) Description of noncash assistance

1 Schol ar shi ps

10

23, 732

2

7

Part IV Supplemental Information. Provide the information required in Part |, line 2; Part 1ll, column (b); and any other additional information.

DAA

Schedule | (Form 990) (2021)
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Supplemental Information
SCHEDULE |

(Form 990) For calendar year 2021, or tax year beginning 08/ 01/ 21 ,andending 07/ 31/ 22 2021

Employer identification number

Name of the organization

Phoebe Sunt er . Medi eal Center .~ nc: 26--3975185
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SCHEDULE J Compensation Information OMB No. 15450047
E 990 For certain Officers, Directors, Trustees, Key Employees, and Highest
(Form ) Compensated Employees 2021

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

Open to Public
Inspection

Name of the organization Employerqidentificationnnumber

Phoebe Sunt er Mdical Center, _lnc. 26-.3975185
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 Il 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 Ill to
explain 1b

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

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 IIl.
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

¢ 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 Ill.

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

XX

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

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

XX

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

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 Pt it~ 7 X
8 Were any amounts reported on Form 990, Part VII, paid or accrued pursuant to a contract that was subject
to the initial contract exception described in Regulations section 53.4958-4(a)(3)? If “Yes,” describe

in Part Ill 8 X

9 If "Yes" on line 8, did the organization also follow the rebuttable presumption procedure described in
Regulations section 53.4958-6(C)? ... ... . .. . . .. ... 9

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

Phoebe Sunt er

Medi cal

Cent er

| nc. 26-3975185

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 corﬂ)pe?ggﬁon o Egr%zriaiggﬁntive Eggonoatglg gghni;r)eiesf;ri;e: penefts ®0-0) inagotljir;:e':rt(j)orr? pporir;erd
compensation Form 990
Scott Steiner O Of ... O ... .. .. .0 Of ... O ... 0
1 Bd Mor PPHS CEQ Pres (i) 840, 559 375, 200 20, 742 226, 752 35,171| 1,498, 424 0
Brian Church O Of . Y O . O Of ... ... Y 0
» Bd Mor/PPHS CFQ CAO (i) 610, 191 154, 038 230, 801 137, 038 35,172 1,167, 240 210, 733
John Fennessy, MD O Of ... Y O .. O Of ... ... O ... 0
3 Board Menber/ Phys. @ 1,013, 793 503, 658 34, 998 8, 550 35,173 1,596, 172 0
Dal e Lawson, MD. O Of ... o. .. . 94,380 ... .00 . o ... 94,380 ... 0
4 Board Menber/ Phys. (ii) 0 0 267, 617 0 0 267, 617 0
Joe Austin O Of . O ... ... O ... O Of Y 0
s PPMH CEO (i) 536, 481 136, 262 131, 566 122,101 26, 683 953, 093 108, 502
Brandi Lunneborg O Of ... .. Ol ... ... . O Of .. . Y 0
s CEO PSMC -left 12/21 (i) 286, 203 78, 753 168, 949 8, 550 33, 257 575, 712 148, 971
M chel | e Doggett o ... 106, 221} . 12,147\ 1750 ... 3,386 .. 29,231 .. 151,160 . . 0
7 Controll er PSMC (i) 0 0 0 0 0 0 0
Susan Bruns O Of o O .. ... Q. . O Of ... O ... 0
s CNO PSMC (i) 148, 885 22,907 512 4,463 19, 345 196, 112 0
Dawn Benson O Of ... Y O . L O Of ... .. Y 0
9 SVP- Ceneral Counsel (i) 415, 223 104, 133 558, 927 73,719 Ol 1,152,002 517, 223
Kristin Tott, M O Of ... ... O ... ... . . O Of ... Y 0
10Bd Mor (left 12/21) (i) 365, 237 3, 632 493 8, 550 25, 424 403, 336 0
Tononi  Col qui tt of ... 139,364 52,728 .. 30 ... 3,269 ... 8,266 . 203,657 ... 0
11 RN (i) 0 0 0 0 0 0 0
Darryl Hawki ns o ... 152,948 1,940 .. 590 4,4121 33,307) ... 193,197 . 0
12 Director of Pharnacy (i 1, 603 0 0 0 0 1, 603 0
Christy Hardin o ... 154,364 . 1,940 . 179 ... 4,368 ... o 160,851 . ... 0
13 Asst. Dir Pharmacy (ii 0 0 0 0 0 0 0
D anna W ndham 0 - 148,678\ . 49,979\ . ... 53 o 21,241\ 219,951 0
14 RN (i) 0 0 0 0 0 0 0
Deborah MW Iians O ... 181,661\ 57,558\ 5L 6,929] ... of ... 246,299 ... 0
15 RN (ii) 0 0 0 0 0 0 0
0}
. LTl e T

DAA

Schedule J (Form 990) 2021
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Schedule J (Form 990) 2021 _Phoebe Sunter Medical Center,” I nc. 26-3975185 Page 3
Part lll Supplemental Information

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

SScott  Steiner 0 ... 218,202 ... O
Brian Church O ... 128,488 ... O

Joe AUSTI N O ... 113,591 . O
Dawn Benson 0 65, 208 0

Part 111 - G her Additional | nfOr Mt 0 ON
plan _that allows one to defer additional dollars towards retirenment. ... ...

Schedule J (Form 990) 2021

DAA
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Schedule J (Form 990) 2021 Phoebe Sunter Medical Center,"” I nc. 26-3975185 Page 3
Part lll Supplemental Information

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

for any additional information.

nenber of a select group of managenent or highly compensated enmployees ... .. ...

Schedule J (Form 990) 2021

DAA
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Schedule J (Form 990) 2021 _Phoebe Sunter Medical Center,” I nc. 26-3975185 Page 3
Part lll Supplemental Information

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

a_grandfathered participant w |l become 100% vested in_an amount equal to. ... ... ...

‘the account for the 2 nost recent plan years. G andfathered participants

annual _pay credit plus subsequent earnings and/or losses wll vest after 5 . ...
earnings and/or |osses will 100% vest on that pay credits' 5th anniversary,

Schedule J (Form 990) 2021

DAA
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Schedule J (Form 990) 2021 _Phoebe Sunter Medical Center,” I nc. 26-3975185 Page 3
Part lll Supplemental Information

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

‘separation from service, they shall vest in 100% of the account bal ance.

‘Once vested, each participant shall receive a distribution of their entire . .. . . . ...

Is included in Part 11, Colum B(iii). Therefore, Part 11, Columm B(iili)

C.. Any distribution amount included in Part 11, Colum B(iii) that was ... ... . . . . ...
Colum Cis disclosed in Part LI, Col U F.
paynents. These bonuses are determ ned based on the achievement of various. . ... . .. ... ...

Schedule J (Form 990) 2021

DAA
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Schedule J (Form 990) 2021 _Phoebe Sunter Medical Center,” I nc. 26-3975185 Page 3
Part lll Supplemental Information

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

Schedule J (Form 990) 2021

DAA
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Schedule J (Form 990) 2021 _Phoebe Sunter Medical Center,” I nc. 26-3975185 Page 3
Part lll Supplemental Information

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

Schedule J (Form 990) 2021

DAA
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SCHEDULE L
(Form 990)

Department of the Treasury

Transactions With Interested Persons
> Complete if the organization answered “Yes” on Form 990, Part IV, line 25a, 25b, 26, 27,

28a, 28b, or 28c, or Form 990-EZ, Part V, line 38a or 40b.
P Attach to Form 990 or Form 990-EZ.

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

OMB No. 1545-0047

2021

Open To Public

Internal Revenue Service Inspection
Name of the organization Employer identification number
Phoebe .Sunt er Medical Center, Inc. 26-.3975185
Part | Excess Benefit Transactions:(section"501(c)(8), section 501(c)(4), ;jand section501(c)(29) organizationsyonly).
Complete if the organization answered “Yes” on*Form 990, Part 1V, line 25a or 25b, or/Form 990-EZ, Part V, line 40b.
(b) Relationship between disqualified person and (d) Corrected?
1 (a) Name of disqualified person o (c) Description of transaction
organization Yes No

)

2)

@)

(4)

©)

(6)

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

under section 4958

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

Part Il

Loans to and/or From Interested Persons.

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

(a) Name of interested person

(b) Relationship | (c) Purpose of
with organization loan

(d) Loan (e) Original
to or from| principal amount
the org.?

To [From

(f) Balance due [(g) In default?{(h) Approved| (i) Written
by board or | agreement?

committee?
Yes No | Yes No | Yes No

(10)

Total

Part Il

Grants or Assistance Benefiting Interested Persons.

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

(a) Name of interested person

(b) Relationship between interested [C) Amount of assistance
person and the organization

(d) Type of assistance

(e) Purpose of assistance

=
—

N

ol

(=2}

~

I~ iI~I=I= I~~~

[e°)

~ e R e R

©

(10)

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

DAA

Schedule L (Form 990) 2021
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Schedule L (Form 990) 2021 Phoebe Sumter Medical Center, Inc. 26-3975185 Page 2
Part IV Business Transactions Involving Interested Persons.
Complete if the organization answered “Yes” on Form 990, Part IV, line 28a, 28b, or 28c.

(a) Name of interested person (b) Relationship between (c) Amount of (d) Description of transaction (e)ofS gfgrlmg

interested person and the transaction revenues?

organization. ves | No

(1) Sout hern Pat hol ogy. and Laborat ory| Control [ Entity 165,300| Lab Director Fee X
(2)
©)]
(4)
O]
(6)
(7
®)
©)
19

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

Schedule L, Part V - Additional Infornation

Sandra Zornes, MD., a board nenber, owns Southern Pathol ogy and

Laboratory Services, P.C. The filing organi zation contracts w th Southern

Pat hol ogy and Laboratory Services, P.C. for Dr. Zornes' services as |ab

director.

Schedule L (Form 990) 2021

DAA
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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 thesTreasury P Attach to Form 990 or Form_ 990-EZ. Open to Public
Internal Revenue Service » Go te.mwww.irs.gov/Ferm990, for-the Jlatest information. Inspection
Name of the organization Emplayer identification number
Phoebe "Sunt er ~ Medi cal _Center, 1 nc. 26- 3975185

_preparation and service, continuous inprovenent based on our core val ues

services in the anmount of $1,628,803, anounts which are not recognized in

the Statement of Revenues or Statement of Functional Expenses for tax

Form 990, Part VI, Line 6 — O asses of Mnbers or Stockhol ders

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

- the nmenber shall appoint or renove the organization's directors.

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
Phoebe Sunter Medical Center, |nc. 26- 3975185

- the.nenber,  shall select or renove the organization's_officers.

- the menber shall | approve alls anendnents to the organi zation's larticles of

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

- the nenber shall appoint or renove the independent auditors.

review, the Form 990 is then forwarded to the Finance Commttee for their

On_an _annual basis, Phoebe Sunter Medical Center, Inc. (PSMC) Board Menbers

Conpliance Department and the docunent asks each individual to disclose any

Page 1 of 3

Schedule O (Form 990) 2021

DAA
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Schedule O (Form 990) 2021 Page 2
Name of the organization Employer identification number
Phoebe Sunter Medical Center, |nc. 26- 3975185

individual with the conflict of interest is excluded fromthe discussion

Form 990, Part IX Line 11g - Qher Fees for Services

.............................. $..9.727,026 . ......%$. 1563610 ... $ .0
SQontract  Labor
______________________________ $ 13,764,575 ... $. . ....764,046 ... .$ .. .........0
OOl et 0N FOS
............................... $ .0 ..%.....3643%6 ... $ .0
CPUrchased  SerViCes .
............................... $ ..7,182,600 . ... .$. .5846,629 . ... .$ .0
Intercompany Allocated Gost .. ..
______________________________ $ ......2419 ......%....968,044 % .0
........................ Ot Al
............................... $ 30,676,620 . ... ..$..9/.50668 . ... $. .0

Page 2 of 3

Schedule O (Form 990) 2021

DAA
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Schedule O (Form 990) 2021 Pa&Z
Name of the organization Employer identification number
Phoebe Sunter Medical Center, Inc. 26- 3975185
~Interest in net assets of Sunter Foundation. ... ... $....-337,652
Page 3 of 3

Schedule O (Form 990) 2021
DAA
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(SF%':EDQ%%)E R Related Organizations and Unrelated Partnerships OMB No. 1545-0047
P Complete if the organization answered "Yes" on Form 990, Part 1V, line 33, 34, 35b, 36, or 37. 2021
P Attach to Form 990. Open to Public
D e Sacaoury P Go to www.irs.gov/Form990 for instructions and the latest information. Inspection
Name of the organization Employer identification number
Phoebe Sumer Medical Center, Inc. 26- 3975185
Part | Identification of Disregarded Entities. Complete if the organization answered “Yes” on Form 990, Part 1V, line 33.
(@ (b) (c) (d) (e) (f)
Name, address, and EIN (if applicable) of disregarded entity Primary activity Legal domicile (state Total income End-of-year assets Direct controlling
or foreign country) entity
(1)
)
(©)]
@
(5)
Part I 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.
@ ® © @ © 0 Section o)1)
Name, address, and EIN of related organization Primary activity Legal domicile (state Exempt Code section Public charity status Direct controlling controlledentity?
or foreign country) (if section 501(c)(3)) entity Yes No
(1) Phoebe Putney Health Systens, Inc.
L PO Box 3770 58-2001014
Al bany GA 31706-3770 Heal t hcar e GA 501c3 12c N A X
(2) Phoebe Physician Goup, Inc.
L PO Box 3770 26- 3792403
Al bany GA 31706- 3770 Heal t hcar e GA 501c3 10 PPHS X
(3) Sumter Regional Hospital Foundation
....126 H ghway 280 West . 58-1607727
Aneri cus GA 31719- 8645 Foundat i on GA 501c3 12a PSMC X
(4)y Phoebe Putney Menorial Hospital Inc
L PO Box 3770 58-1928247
Al bany GA 31706- 3770 Heal t hcar e GA 501c3 3 PPHS X
(5) Phoebe Wrth Medical Center, Inc.
L PO Box 945 38-3647394
Syl vest er GA 31791- 0545 Heal t hcar e GA 501c3 3 PPHS 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) Related Organizations and Unrelated Partnerships

P Complete if the organization answered "Yes" on Form 990, Part 1V, line 33, 34, 35b, 36, or 37.
» Attach to Form 990.

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

Internal Revenue Service

OMB No. 1545-0047

2021

Open to Public
Inspection

Name of the organization

Employer identification number

Phoebe Sumter Medical Center, |nc. 26- 3975185
Part | Identification of Disregarded Entities. Complete if the organization answered “Yes” on Form 990, Part 1V, line 33.
@ () © G) © ®
Name, address, and EIN (if applicable) of disregarded entity Primary activity Legal domicile (state Total income End-of-year assets Direct controlling
or foreign country) entity
(1)
2
(3)
4)
(5)
Part I 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.
@ ® © @ @ 0 Section o)1)
Name, address, and EIN of related organization Primary activity Legal domicile (state Exempt Code section Public charity status Direct controlling controlledentity?
or foreign country) (if section 501(c)(3)) entity Yes No
(1) Phoebe Foundation, Inc.
.. PO Box 3770 58- 1847104
Al bany GA 31706-3770 Foundat i on GA 501c3 12a PPHS X
(20 Phoebe Dorminy Medical Center, Inc.
PO Box 3770 45-2041878
Al bany GA 31706- 3770 Heal t hcar e GA 501c3 3 PPHS X
(3)
(4)
()

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

Schedule R (Form 990) 2021
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Schedule R (Form 990) 2021 Phoebe Sunt er

Medi cal

Cent er,

I nc. 26-3975185

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) (© (d (e) ® @) (h) @ 0 (k)
Name, address, and EIN of Primary activity Legal Direct controlling ~ Predominant Share of total Share of end-of- Dispro- Code V—UBI General orf Percentage
related organization omicile 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) ves| No ves| 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.
(CY (b) © @ (e) ® (©) (h) 0]
Name, address, and EIN of related organization Primary activity Legal domicile Direct controlling Type of entity Share of total Share of Percentage Slsf(glofa
(state or entity (C corp, S corp, income end-of-year assets ownership conE[rc)JEIe d)
foreign country) or trust) entity?
Yes | No
(1)Phoebe Putney Health Ventures, Inc|
PO BOX 3770 i
Al bany GA31706- 3770 N A N A N A
58- 1963401 Heal t hcare GA N A C X
(@Phoebe Putney |ndemity, Ltd
113 S Church St 5th FI Queensgate
G and Caynan, CJ KY1-1102 N A N A N A
98- 1492026 | nsurance a N A C X
(©)
4
DAA Schedule R (Form 990) 2021
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Schedule R (Form 990) 2021 Phoebe Sunter Medical Center, Inc. 26-3975185 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 Il, I, 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, (i) annuities, (iii) royalties, or (iv) rent from a controlled entty la X
b Gift, grant, or capital contribution to related organization(s) 1b X
¢ Gift, grant, or capital contribution from related organization(s) ic | X

d Loans or loan guarantees to or for related organization(S) | . 1d X
e Loans or loan guarantees by related organization(s) te | X

f Dividends from related organization(S) | if X
g Sale of assets to related OrgaNIZaAtiON(S) 19 X
h Purchase of assets from related organization(s) . 1h X
I Exchange of assets with related Organization(s) li X
j Lease of facilities, equipment, or other assets to related organization(s) 1j X
k Lease of facilities, equipment, or other assets from related organization(s) 1k X
| Performance of services or membership or fundraising solicitations for related organizaton(s) 1l X
m Performance of services or membership or fundraising solicitations by related organization(ss)y im| X

n Sharing of facilities, equipment, mailing lists, or other assets with related organization(s) i | X

o Sharing of paid employees with related Organization(S) | 1o | X

p Reimbursement paid to related organization(s) for expenses ip | X

g Reimbursement paid by related organization(s) for expenses iq | 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 ettt ittt ettt iiiiieiiiiiil 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)

1) Sunter Regional Hospital Foundation C 75, 976 Cash
2) Sunter Regional Hospital Foundation m Val ue Undet er m ned

3) Sunt er Regional Hospital Foundation n Val ue Undet er m ned

(4) Sunt er Regional Hospital Foundation 0 Val ue Undet er m ned

(5) Sunt er Regional Hospital Foundation p Val ue Undet er m ned

(6) Sunt er Regi onal Hospital Foundation q Val ue Undet er m ned

Schedule R (Form 990) 2021
DAA
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Schedule R (Form 990) 2021 Phoebe Sunter Medical Center, Inc. 26-3975185 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 Il, I, 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, (i) annuities, (iii) royalties, or (iv) rent from a controlled entty la X
b Gift, grant, or capital contribution to related organization(s) 1b X
¢ Gift, grant, or capital contribution from related organization(s) ic | X
d Loans or loan guarantees to or for related organization(S) | . 1d X
e Loans or loan guarantees by related organization(s) te | X
f Dividends from related organization(S) | if X
g Sale of @ssets 10 related OFgaNIZatON(S) | 1g X
h Purchase of assets from related organization(s) . 1h X
I Exchange of assets with related Organization(s) li X
j Lease of facilities, 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 organizaton(s) 1l X
m Performance of services or membership or fundraising solicitations by related organization(ss)y 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 eXpenses 1p | X
a Reimbursement paid by related organization(s) for eXpenses g | 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 ettt ettt ettt ettt e e e e e e e e, 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) (©) (d)
Name of related organization Transaction Amount involved Method of determining amount involved
type (a-s)
(1) Sunter Regional Hospital Foundation e 127,434] G L detail
(2
©)
4)
©)
(6)

DAA

Schedule R (Form 990) 2021
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Schedule R (Form 990) 2021 Phoebe Sunter Medical Center, Inc. 26-3975185 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) ® @ (h) 0] @ k)
Name, address, and EIN of entity Primary activity | Legal Predominant Are all partners Share of Share of Pisproportionate Code V—UBI General or | Percentage
domicile | income (related, section total income end-of-year allocations? amount in box 20 managing | ownership
(statg or [unrelated, excluded 50;(c)§3) assets Of(gg?nﬁdf&gl partner?
foreign from tax under  |organizations?
country) | sections 512-514) Yes | No Yes | No Yes | No
(€
2
(©)
()
®)
(6)
@)
®)
9)
(10)
(1)

DAA

Schedule R (Form 990) 2021
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Schedule R (Form 990) 2021 _Phoebe Sunter Medical Center, Inc. 26-3975185 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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