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Draffin & Tucker LLP
PO Box 71309
Albany, GA 31708-1309
229-883-7878

April 26, 2021

CONFIDENTIAL

Mr. Joe Johnson

Candler Hospitd, Inc.
5353 Reynolds Street
Savannah, GA 31405-6015

Dear Joe:

We have prepared the enclosed returns from information provided by you without verification or
audit. We suggest that you examine these returns carefully to fully acquaint yourself with all
items contained therein to ensure that there are no omissions or misstatements. Attached are
ingtructions for signing and filing each return. Please follow those instructions carefully.
Enclosed is any material you furnished for use in preparing the returns. If the returns are
examined, requests may be made for supporting documentation. Therefore, we recommend that
you retain dl pertinent records for at least seven years.

In order that we may properly advise you of tax considerations, please keep us informed of any
significant changes in your financid affairs or of any correspondence received from taxing
authorities.

If you have any questions, or if we can be of assistance in any way, please cal.

Sincerdly,

Draffin & Tucker LLP
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Date Due

Remittance:

Signature:

Other:

Filing Instructions
Candler Hospital, Inc.
Exempt Organization Tax Return

Taxable Year Ended June 30, 2020

May 17, 2021

None is required. Your Form 990 for the tax year ended 6/30/20 shows no
balance due.

You are using a Persond Identification Number (PIN) for signing your return
eectronicaly. Form 8879-EO, IRS efile Signature Authorization for an Exempt
Organization should be signed and dated by an authorized officer of the
organization and returned to:

Draffin & Tucker LLP
PO Box 71309
Albany, GA 31708-1309

Important: Your return will not be filed with the IRS until the signed Form
8879-EO has been received by this office.

Your return is being filed eectronically with the IRS and is not required to be
mailed. If you Mail a paper copy of your return to the IRS it will delay the
processing of your return.

The additional filing copy should be signed, dated, and mailed in the enclosed
envelope to the State of Georgia at the following address:

Georgia Department of Revenue
P. O. Box 740395
Atlanta, Georgia 30374-0395
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Form 990-T Business Income Activity Summary 2019
Name Taxpayer ldentification Number
Candl er Hospital, Inc. 58- 0593388

Business Activity Income (and allocation of Prior-2018 NOL)

A. Total Pre-2018 Net Operating Loss used by 2019 income (See NOL Worksheety A. 7,354, 361
Unrelated Business Income Activity with Income Code (Lirﬁlrteégotloslr'}l(%%ne) lg\le torlgc&rg%
1. _Reference Lab 621500 1. 49,131 49, 131
2' ..................... 2
3' ..................... 3
4' ..................... 4
5' ..................... 5
6' ..................... 6
7' ..................... 7
8' ..................... 8
9. 9.
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15 A” Other revenue ............................. 15
16 TOtaI taxable InCOfT'Ie ............................................................................. 16 49’ 131 49’ 131
Business Activity Losses

Unrelated Business Income Activity with Losses Code Current Year Loss
1._Childrens House 624410 1 -120, 261
2._Vellness Center 713940 2 - 288, 647
3' ......................................... 3
4' ......................................... 4
5' A” Other aCtIVItIeS ................................................ 5
6. Totals 6. - 408, 908
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Form 990-T - Cumulative Income Review Worksheet
Form 990-T 2019
For calendar year 2019, or tax year beginning 07/01/19 , and ending 06/ 30/ 20

Name Employer Identification Number

Candl er Hospital, Inc. 58- 0593388

Part | Unrelated Trade or Business Income (A) Income (B) Expenses (C) Net

la Gross receipts or sales

b Less returns and allowances c Balance ...... u | 1c

2 Cost of goods sold (Schedule A, ine 7) ... 2

3 Gross profit. Subtract line 2 from line ¢ 3

4a Capital gain net income (attach Schedulend) 4a

b Net gain (loss) (Form 4797, Part Il, line 17) (attach Form 4797) 4b

¢ Capital loss deduction for trusts 4c

5 Income (loss) from partnership and S corporation (attach statement) 5

6  Rentincome (Schedule C) .. 6

7  Unrelated debt-financed income (Schedule) 7

8 Interest, annuities, royalties, and rents from controlled organization (Schedule F) 8

9  Investment income of a section 501(c)(7), (9), or (17) organization (Schedule G) 9
10 Exploited exempt activity income (Schedule ) 10
11 Advertising income (Schedule 3) ... 11
12 Other income (See instructions; attach schedule) See Stnmt 12 2, 662, 560 2, 662, 560
13 Total. Combine lines 3through 12 ... ... ... ... ..o 13 2,662, 560 2,662, 560

Part Il Deductions Not Taken Elsewhere (See instructions for limitations on deductions.) (Except for contributions,

deductions must be directly connected with the unrelated business income.)

14 Compensation of officers, directors, and trustees (Schedule K) 14
15 Salaries and Wages 15 1,052, 081
16 Repairs and maintenance 16 92,673
17 Bad debts ............................................................................................................ 17 - 200
18 Interest (attach schedule) (see instructions) See Statement 18 44, 368
19 Taxes and Ilcenses ................................................................................................. 19
20  Depreciation (attach Form 4562) 20 55, 815
21  Less depreciation claimed on Schedule A and elsewhere on reurn 2la 21b 55, 815
22 DOt ON 22
23 Contributions to deferred compensation plans 23
24 Employee benefit programs 24 108, 570
25  Excess exempt expenses (Schedule 1) 25
26 Excess readership costs (Schedule J) 26
27 Other deductions (attach schedule) L See Statement 27 1, 669, 030
28 Total deductions. Add lines 14 through 28 28 3,022, 337
29  Unrelated business taxable income before net operating loss deduction. Subtract line 29 from line 13 29 - 359, 777
30 Deduction for net operating loss arising in tax years beginning on or after January 1, 2018 (see instructions) 30
31 Unrelated business taxable income. Subtract line 31 from line 30 3la -359, 777

Part Il Deductions For Loss Arising after January 1, 2018

deductions must be directly connected with the unrelated business income

32  Losses carried over to this year (do not include amounts priorto2018) 32 596, 896
33 Enter 80% of the amount on Line 29 (if Ositive) ... ... 23
34  Take the lesser of Line 32 or Line 33. Enter here and on Line 30 above 34
35 Remaining losses to be carried forward to 2020 (Subtract Line 34 from line 32) ........................................ 35 396, 858
36 If line 29 is less than zero, enter that amount here as a positve number 36 359, 777
37  Total loss carried forward to 2020 (Add lines 35 and36) 37 756, 635
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IRS e-file Signature Authorization
Fom 38 79-EO for an Exempt Organization OMB Mlo. 1546-1878
For calendar year 2019, or fiscal year beginning . . . . ... 7 / 01 ., 2019, and ending . ... 6 / 30, 20 20 .
Department of the Treasury u Do not send to the IRS. Keep for your records. 2019
Internal Revenue Service U Go to www.irs.gov/Form8879EQO for the latest information.
Name of exempt organization Employer identification number
Candl er Hospital, Inc. 58- 0593388

Name and title of officer G' egor y J . SC haac k
Trust ee/ CFO
Part | Type of Return and Return Information (Whole Dollars Only)
Check the box for the return for which you are using this Form 8879-EO and enter the applicable amount, if any, from the return. If you
check the box on line 1a, 2a, 3a, 4a, or 5a, below, and the amount on that line for the return being filed with this form was blank, then
leave line 1b, 2b, 3b, 4b, or 5b, whichever is applicable, blank (do not enter -0-). But, if you entered -0- on the return, then enter -0- on
the applicable line below. Do not complete more than one line in Part I.

la Form 990 check here P @ b Total revenue, if any (Form 990, Part VIII, column (A), line12) 1b 380, 800, 758
2a Form 990-EZ check here P D b Total revenue, if any (Form 990-EZ, line 9) . . 2b
3a Form 1120-POL check here B |:| b Total tax (Form 1120-POL, line22) 3b
4a Form 990-PF check here P |:| b Tax based on investment income (Form 990-PF, Part VI, line 5) 4b
52 Form 8368 check here » [ ] b Balance Due (Form 8868, fne3o) 5b
Part Il Declaration and Signature Authorization of Officer

Under penalties of perjury, | declare that | am an officer of the above organization and that | have examined a copy of the
organization’s 2019 electronic return and accompanying schedules and statements and to the best of my knowledge and belief, they
are true, correct, and complete. | further declare that the amount in Part | above is the amount shown on the copy of the
organization’s electronic return. | consent to allow my intermediate service provider, transmitter, or electronic return originator (ERO)
to send the organization’s return to the IRS and to receive from the IRS (a) an acknowledgement of receipt or reason for rejection of
the transmission, (b) the reason for any delay in processing the return or refund, and (c) the date of any refund. If applicable, |
authorize the U.S. Treasury and its designated Financial Agent to initiate an electronic funds withdrawal (direct debit) entry to the
financial institution account indicated in the tax preparation software for payment of the organization’s federal taxes owed on this
return, and the financial institution to debit the entry to this account. To revoke a payment, | must contact the U.S. Treasury Financial
Agent at 1-888-353-4537 no later than 2 business days prior to the payment (settlement) date. | also authorize the financial institutions
involved in the processing of the electronic payment of taxes to receive confidential information necessary to answer inquiries and
resolve issues related to the payment. | have selected a personal identification number (PIN) as my signature for the organization’s
electronic return and, if applicable, the organization’s consent to electronic funds withdrawal.

Officer's PIN: check one box only

|XI | authorize Draffin & Tucker LLP to enter my PIN 93388 as my signature
ERO firm name Enter five numbers, but

do not enter all zeros

on the organization’s tax year 2019 electronically filed return. If | have indicated within this return that a copy of the return is
being filed with a state agency(ies) regulating charities as part of the IRS Fed/State program, | also authorize the aforementioned
ERO to enter my PIN on the return’s disclosure consent screen.

|:| As an officer of the organization, | will enter my PIN as my signature on the organization’s tax year 2019 electronically filed return.
If I have indicated within this return that a copy of the return is being filed with a state agency(ies) regulating charities as part of
the IRS Fed/State program, | will enter my PIN on the return’s disclosure consent screen.

Officer's_signature '} Date } 04/ 26/ 21
Part lll Certification and Authentication
ERO's EFIN/PIN. Enter your six-digit electronic filing identification
number (EFIN) followed by your five-digit self-selected PIN. | 58645411111 |

Do not enter all zeros

| certify that the above numeric entry is my PIN, which is my signature on the 2019 electronically filed return for the organization
indicated above. | confirm that | am submitting this return in accordance with the requirements of Pub. 4163, Modernized e-File (MeF)
Information for Authorized IRS e-file Providers for Business Returns.

eros sonawe 3 Jocqueline Atking, CPA_ o } 04/ 26/ 21

ERO Must Retain This Form — See Instructions
Do Not Submit This Form to the IRS Unless Requested To Do So
For Paperwork Reduction Act Notice, see back of form. Fom 8879-EO (2019)

DAA
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rom 990

(Rev. January 2020)

OMB No. 1545-0047

2019

Open to Public
Inspection

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

A _For the 2019 calendar year, or tax year beginnindd7/ 01/ 19  and ending 06/ 30/ 20
B Check if applicable: C Name of organization

|:| Address change

|:| Name change
|:| Initial return

Final retumn/
terminated

D Employer identification number

Candl er Hospital, |Inc.

58- 0593388

E Telephone number

912-819-6162

Doing business as
Number and street (or P.O. box if mail is not delivered to street address)
5353 Reynolds Street

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

Room/suite

|:| Amended ret Savannah GA 31405- 6015 G Gross receiptss 380, 821, 781
mended return F Name and address of principal officer:
|:| Application pending Paul P HI nc hey H(a) Is this a group return for subordinates‘D Yes No
5353 ReynOI dS Street H(b) Are all subordinates included? |:| Yes |:| No
Savannah GA 31405-6015 If "No," attach a list. (see instructions)
| Tax-exempt status: m 501(c)(3) |_| 501(c) ( ) T (insert no.) |_| 4947(a)(1) or |_| 527
J__ websitee U VWM. S| ChS .0rg H(c) Group exemption number U

| L Year of formation: 1934

K Form of organization: m Corporation |_| Trust |_| Association |_| Other U |M State of legal domicile: GA\

Part | Summary
1 Briefly describe the organization's mission or most significant activities:
8| . See Schedule O
5}
E ................................................................................................................................................
2 PRSI
8 2 Check this box Ul if the organization discontinued its operations or disposed of more than 25% of its net assets.
3 3 Number of voting members of the governing body (Part VI, line 18 3 5
3] 4 Number of independent voting members of the governing body (Part VI, line1b) 4 1
E 5 Total number of individuals employed in calendar year 2019 (Part V, line2a) 5 2525
5| & Total number of volunteers (estimate i necessary) 6 | 71
7aTotal unrelated business revenue from Part VIlI, column (C), line12 7a 2,662, 560
b Net unrelated business taxable income from Form 990-T, line 39 . ... .. ... .. .. ... . . . . . . . . i ... 7b 0
Prior Year Current Year
o | 8 Contributions and grants (Part VI, line2b) 1,418, 145 8,324, 201
% 9 Program service revenue (Part VI, line2gy 343,188, 749| 358, 027, 270
& | 10 Investment income (Part VIII, column (A), lines 3, 4,and 7d) 3, 580, 123 2, 802, 142
® | 11 Other revenue (Part VIII, column (A), lines 5, 6d, 8c, 9¢c, 10c, and 11¢) 10, 284, 009 11,647,145
12 Total revenue — add lines 8 through 11 (must equal Part VIII, column (A), line 12) .. ... ... 358, 471, 026 380, 800, 758
13 Grants and similar amounts paid (Part IX, column (A), lines1-3) 146, 062 135, 551
14 Benefits paid to or for members (Part IX, column (A), ine4) 0
9 15 Salaries, other compensation, employee benefits (Part IX, column (A), lines 5-10) 131, 548, 226 137, 840, 738
2| 16aProfessional fundraising fees (Part IX, column (A), line 12¢) 0
§ b Total fundraising expenses (Part IX, column (D), line 2551 0 ______
Wi 17 Other expenses (Part IX, column (A), lines 11a-11d, 1124¢) 188, 506, 476 213, 127, 775
18 Total expenses. Add lines 13-17 (must equal Part IX, column (A), line 25) 320, 200, 764 | 351,104, 064
19 Revenue less expenses. Subtract line 18 from line 12 . . . 38, 270, 262 29, 696, 694
59 Beginning of Current Year End of Year
5| 20 Total assets (Part X, ne 16) ... 204, 769, 401 | 268, 926, 800
<5l 21 Total liabilties (Part X, e 26) | ... 21,188,293 61,479, 761
g._% 22 Net assets or fund balances. Subtract line 21 fromline 20 .. ... ... .. ... .. .. ... ... ... .. .. ... 183, 581, 108 207, 447, 039
Part Il Signature Block

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

|
S|gn } Signature of officer Date
Here G egory J. Schaack Trust ee/ CFO
Type or print name and title

Print/Type preparer's name Preparer's signatlire . Date Check |:| if | PTIN
Paid Jacqueline G Atkins jMWAM CPA 4/26,/2\|fsetremployed | PO0861721
Preparer Firm's name } D a.f f | n & TUCkeI’ LLP Firm's EIN } 58' 09 14992
Use Only PO Box 71309

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

X ves [ [No

Form 990 (2019)

May the IRS discuss this return with the preparer shown above? (see instructions)
For Paperwork Reduction Act Notice, see the separate instructions.
DAA
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Form 990 (2019) Candl er Hospital, | nc. 58- 0593388 Page 2
Part lll Statement of Program Service Accomplishments
Check if Schedule O contains a response or note to any line inthis Part 1l . ... ... . . . ... . . . . ... ... .

1 Briefly describe the organization's mission:

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

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

services? |:| Yes No

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

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

[] Yes [X] No

4a (Code: ) (Expenses $ 288, 228, 721 including grants of $ 135, 551 ) (Revenue $ 364, 012, 555 )

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

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

4d Other program services (Describe on Schedule O.)
(Expenses $ including grants of $ ) (Revenue $ )
4e Total program service expenses U 288, 228, 721
DAA Form 990 (2019)
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Form 990 (2019) Candl er  Hospital, Inc. 58- 0593388 Page 3
Part IV Checklist of Required Schedules
Yes | No
1 Is the organization described in section 501(c)(3) or 4947(a)(1) (other than a private foundation)? If “Yes,”
complete Schedule A 1| X
2 Is the organization required to complete Schedule B, Schedule of Contributors (see instructions)? 2 | X
3 Did the organization engage in direct or indirect political campaign activities on behalf of or in opposition to
candidates for public office? If “Yes,” complete Schedule C, Part 1~ 3 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, Partut 4 | X
5 Is the organization a section 501(c)(4), 501(c)(5), or 501(c)(6) organization that receives membership dues,
assessments, or similar amounts as defined in Revenue Procedure 98-197 If "Yes," complete Schedule C, Part it 5 X
6 Did the organization maintain any donor advised funds or any similar funds or accounts for which donors
have the right to provide advice on the distribution or investment of amounts in such funds or accounts? If
“Yes,” complete Schedule D, Part | 6
7 Did the organization receive or hold a conservation easement, including easements to preserve open space,
the environment, historic land areas, or historic structures? If “Yes,” complete Schedule D, Partyy 7
8 Did the organization maintain collections of works of art, historical treasures, or other similar assets? If “Yes,”
complete Schedule D, Part Il 8
9 Did the organization report an amount in Part X, line 21, for escrow or custodial account liability, serve as a
custodian for amounts not listed in Part X; or provide credit counseling, debt management, credit repair, or
debt negotiation services? If “Yes,” complete Schedule D, Part IV~ 9 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, Partvite .~~~ 11b
¢ Did the organization report an amount for investments—program related in Part X, line 13, that is 5% or more
of its total assets reported in Part X, line 16? If "Yes," complete Schedule D, PartV(t =~~~ 1lc
d Did the organization report an amount for other assets in Part X, line 15, that is 5% or more of its total assets
reported in Part X, line 16? If "Yes," complete Schedule D, Part IX 11d| X
e Did the organization report an amount for other liabilities in Part X, line 25? If "Yes," complete Schedule D, Part X 11e| X
f Did the organization's separate or consolidated financial statements for the tax year include a footnote that addresses
the organization's liability for uncertain tax positions under FIN 48 (ASC 740)? If "Yes," complete Schedule D, Part X 11f
12a Did the organization obtain separate, independent audited financial statements for the tax year? If “Yes,” complete
Schedule D, Parts Xl and XI ... 12a X
b Was the organization included in consolidated, independent audited financial statements for the tax year? If
"Yes," and if the organization answered "No" to line 12a, then completing Schedule D, Parts XI and XIl is optional 20| X
13 Is the organization a school described in section 170(b)(1)(A)(i)? If “Yes,” complete Schedule e 13 X
14a Did the organization maintain an office, employees, or agents outside of the United States? 1l4a X
b Did the organization have aggregate revenues or expenses of more than $10,000 from grantmaking,
fundraising, business, investment, and program service activities outside the United States, or aggregate
foreign investments valued at $100,000 or more? If “Yes,” complete Schedule F, Parts landtv. -~~~ 14b X
15 Did the organization report on Part IX, column (A), line 3, more than $5,000 of grants or other assistance to or
for any foreign organization? If “Yes,” complete Schedule F, Parts andtv. ...~ 15 X
16 Did the organization report on Part IX, column (A), line 3, more than $5,000 of aggregate grants or other
assistance to or for foreign individuals? If “Yes,” complete Schedule F, Parts iltandtv. ... 16 X
17 Did the organization report a total of more than $15,000 of expenses for professional fundraising services on
Part IX, column (A), lines 6 and 11e? If “Yes,” complete Schedule G, Part | (see instructons) 17 X
18 Did the organization report more than $15,000 total of fundraising event gross income and contributions on
Part VIll, lines 1c and 8a? If "Yes," complete Schedule G, Part Il . 18 X
19 Did the organization report more than $15,000 of gross income from gaming activities on Part VIII, line 9a?
If "Yes," complete Schedule G, Part 1l ... . 19 X
20a Did the organization operate one or more hospital facilities? If “Yes,” complete Schedule H 20a| X
b If “Yes” to line 20a, did the organization attach a copy of its audited financial statements to this return? 200 X
21 Did the organization report more than $5,000 of grants or other assistance to any domestic organization or
domestic government on Part IX, column (A), line 1? If “Yes,” complete Schedule |, Parts land Il ... . ... .. ... .. ... ............. 21 X

DAA Form 990 (2019)
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Form 990 (2019) Candl er Hospital, | nc. 58- 0593388 Page 4
Part IV Checklist of Required Schedules (continued)

Yes | No

22 Did the organization report more than $5,000 of grants or other assistance to or for domestic individuals on
Part IX, column (A), line 27 If “Yes,” complete Schedule I, Parts Tand Il 22 | X
23 Did the organization answer “Yes” to Part VII, Section A, line 3, 4, or 5 about compensation of the
organization's current and former officers, directors, trustees, key employees, and highest compensated
employees? If "Yes,” complete Schedule J 23 | X

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

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

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

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

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

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

controlled entity or family member of any of these persons? If “Yes,” complete Schedule L, Partuyy 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 Schedule L, Part

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

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

"Yes," complete Schedule L, Part IV 282 X

A family member of any individual described in line 28a? If “Yes,” complete Schedule L, Parttv. 280 | X

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

"Yes,” complete Schedule L, Part IV 28¢ X
29 Did the organization receive more than $25,000 in non-cash contributions? If “Yes,” complete Schedue ™ 29 X
30 Did the organization receive contributions of art, historical treasures, or other similar assets, or qualified

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

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

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

orlV,and PartV,line 1 34 | X
35a Did the organization have a controlled entity within the meaning of section 512(b)(13)> 35a| X

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

controlled entity within the meaning of section 512(b)(13)? If “Yes,” complete Schedule R, Part V, ine2 35b
36  Section 501(c)(3) organizations. Did the organization make any transfers to an exempt non-charitable

related organization? If “Yes,” complete Schedule R, Part V, line 2 36
37 Did the organization conduct more than 5% of its activities through an entity that is not a related organization

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

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

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

Yes | No
la Enter the number reported in Box 3 of Form 1096. Enter -O- if not applicable 1a| O
Enter the number of Forms W-2G included in line 1a. Enter -O- 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 e e e e e e e e e e e e e e e 1c

DAA Form 990 (2019)
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Form 990 (2019) Candl er Hospital, Inc. 58- 0593388 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 | 2525
b If at least one is reported on line 2a, did the organization file all required federal employment tax returns? 2b
Note: If the sum of lines 1a and 2a is greater than 250, you may be required to e-file (see instructions)
3a Did the organization have unrelated business gross income of $1,000 or more during the year? 3a | X
b If“Yes,” has it filed a Form 990-T for this year? If “No” to line 3b, provide an explanation on Schedueo 3b | X
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 U
See instructions for filing requirements for FINCEN Form 114, Report of Foreign Bank and Financial Accounts (FBAR).
5a Was the organization a party to a prohibited tax shelter transaction at any time during the tax year? 5a X
Did any taxable party notify the organization that it was or is a party to a prohibited tax shelter transaction? 5b X
If “Yes” to line 5a or Sb, did the organization file Form 8886-T? S5C
6a Does the organization have annual gross receipts that are normally greater than $100,000, and did the
organization solicit any contributions that were not tax deductible as charitable contributons? 6a X
b If “Yes,” did the organization include with every solicitation an express statement that such contributions or
gifts were not tax deductible? 6b
7  Organizations that may receive deductible contributions under section 170(c).
a Did the organization receive a payment in excess of $75 made partly as a contribution and partly for goods
and services provided to the payor? 7a X
b If “Yes,” did the organization notify the donor of the value of the goods or services provided? 7b
¢ Did the organization sell, exchange, or otherwise dispose of tangible personal property for which it was
required 0 file FOMM 82827 7c
d If “Yes,” indicate the number of Forms 8282 filed during the year | 7d |
e Did the organization receive any funds, directly or indirectly, to pay premiums on a personal benefit contract? 7e X
f Did the organization, during the year, pay premiums, directly or indirectly, on a personal benefit contract? 7f X
g If the organization received a contribution of qualified intellectual property, did the organization file Form 8899 as required? 79
h If the organization received a contribution of cars, boats, airplanes, or other vehicles, did the organization file a Form 1098-C? | 7h
8 Sponsoring organizations maintaining donor advised funds. Did a donor advised fund maintained by the
sponsoring organization have excess business holdings at any time during the year? 8
9 Sponsoring organizations maintaining donor advised funds.
a Did the sponsoring organization make any taxable distributions under section 49662 9a
b Did the sponsoring organization make a distribution to a donor, donor advisor, or related person? 9b
10 Section 501(c)(7) organizations. Enter:
a |Initiation fees and capital contributions included on Part vill, line12 10a
b Gross receipts, included on Form 990, Part VIII, line 12, for public use of club facilites 10b
11  Section 501(c)(12) organizations. Enter:
a Gross Income from members or SharehOIders ................................................... 11a
b Gross income from other sources (Do not net amounts due or paid to other sources
against amounts due or received from them.) 11
12a Section 4947(a)(1) non-exempt charitable trusts. Is the organization filing Form 990 in lieu of Form 10412 12a
b If “Yes,” enter the amount of tax-exempt interest received or accrued during the year . ... ... .. .. | 12b |
13 Section 501(c)(29) qualified nonprofit health insurance issuers.
a Is the organization licensed to issue qualified health plans in more than one state? 13a
Note: See the instructions for additional information the organization must report on Schedule O.
b Enter the amount of reserves the organization is required to maintain by the states in which
the organization is licensed to issue qualified health plans 13b
C Enter the amount Of reserves on hand .......................................................... 13C
1l4a Did the organization receive any payments for indoor tanning services during the tax year? l4a X
b If "Yes," has it filed a Form 720 to report these payments? If "No," provide an explanation on Schedueo 14b
15 Is the organization subject to the section 4960 tax on payment(s) of more than $1,000,000 in remuneration or
excess parachute payment(s) during the year? 15 X
If "Yes," see instructions and file Form 4720, Schedule N.
16 Is the organization an educational institution subject to the section 4968 excise tax on net investment income? 16 X
If "Yes," complete Form 4720, Schedule O.

DAA
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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 ..

Section A. Governing Body and Management

Yes | No
la Enter the number of voting members of the governing body at the end of the tax year 1a| 5
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 | 1
2 Did any officer, director, trustee, or key employee have a family relationship or a business relationship with
any other officer, director, trustee, or key employee? 2 X
3 Did the organization delegate control over management duties customarily performed by or under the direct
supervision of officers, directors, trustees, or key employees to a management company or other person? 3 X
4  Did the organization make any significant changes to its governing documents since the prior Form 990 was filed? 4 X
5 Did the organization become aware during the year of a significant diversion of the organization's assets? 5 X
6 Did the organization have members or stockholders? ... 6 | X
7a Did the organization have members, stockholders, or other persons who had the power to elect or appoint
one or more members of the governing body? 7a | X
b Are any governance decisions of the organization reserved to (or subject to approval by) members,
stockholders, or persons other than the governing body? 7 | X
8 Did the organization contemporaneously document the meetings held or written actions undertaken during the year by the following:
a The governing body? ga | X
b Each committee with authority to act on behalf of the governing body? gb | X
9 Is there any officer, director, trustee, or key employee listed in Part VII, Section A, who cannot be reached at
the organization's mailing address? If “Yes,” provide the names and addresses on Schedule O . ........... .. .. .. .. ............. 9 X
Section B. Policies (This Section B requests information about policies not required by the Internal Revenue Code.)
Yes | No
10a Did the organization have local chapters, branches, or affiiates? 10a X
b If “Yes,” did the organization have written policies and procedures governing the activities of such chapters,
affiliates, and branches to ensure their operations are consistent with the organization's exempt purposes? ..................... 10b
1la Has the organization provided a complete copy of this Form 990 to all members of its governing body before filing the form? | 11a X
b Describe in Schedule O the process, if any, used by the organization to review this Form 990.
12a Did the organization have a written conflict of interest policy? If “No,”" go to line123 ...~ 12a| X
b Were officers, directors, or trustees, and key employees required to disclose annually interests that could give rise to conflicts? 122b| X
¢ Did the organization regularly and consistently monitor and enforce compliance with the policy? If “Yes,”
describe in Schedule O how this was done ... 12c| X
13  Did the organization have a written whistleblower policy? 13| X
14  Did the organization have a written document retention and destruction policy? 14 | X
15 Did the process for determining compensation of the following persons include a review and approval by
independent persons, comparability data, and contemporaneous substantiation of the deliberation and decision?
a The organization’s CEO, Executive Director, or top management offical 15a| X
b Other officers or key employees of the organization 15b | X
If “Yes” to line 15a or 15b, describe the process in Schedule O (see instructions).
16a Did the organization invest in, contribute assets to, or participate in a joint venture or similar arrangement
with a taxable entity during the year? 16a| X
b If “Yes,” did the organization follow a written policy or procedure requiring the organization to evaluate its
participation in joint venture arrangements under applicable federal tax law, and take steps to safeguard the
organization’s exempt status with respect 10 SUCh armangemMeNtS ? . . . .. ..t iie.. 16b| X

Section C. Disclosure

17
18

19

20

Gregory J. Schaack
Savannah

List the states with which a copy of this Form 990 is required to be filed u GA

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)

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.
State the name, address, and telephone number of the person who possesses the organization's books and records u

5353 Reynol ds Street

GA 31405-6015 912- 819-6162

DAA
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Form 990 (2019) Candl er Hospital, |nc. 58- 0593388 Page 7

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

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

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

e List all of the organization's current key employees, if any. See instructions for definition of "key employee."

e List the organization's five current highest compensated employees (other than an officer, director, trustee, or key employee)

who received reportable compensation (Box 5 of Form W-2 and/or Box 7 of Form 1099-MISC) of more than $100,000 from the

organization and any related organi

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

zations.

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

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

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

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

QY B) © @) ® 7
Name and title Average Position Reportable Reportable Estimated amount
hours (do not check more than one compensation compensation of other
per week box, unless person is both an from the from related compensation
(list any officer and a director/trustee) organization organizations from the
hours for SSTSTo = lexl T (W-2/1099-MISC) (W-2/1099-MISC) organization_ ar_\d
relf’altet(iionS 'g‘_él- é %‘; .‘<r: éc% % related organizations
dotted fine) = 2 e _r_%
@Paul P. H nchey
] 20. 00
Presi dent & CEO 25. 00 X 730, 734 529, 153 50, 413
@WIliam E. R chards
SRRSO 40. 00
Radi ati on Oncol ogi st 0. 00 X 943, 991 0 30, 215
@®John Pabl o
] 40. 00
Di rect or - Oncoi ogy 0. 00 X 937, 254 0 31,754
@Joshua T. MKengie
SRRSO 40. 00
Radi ati on Oncol ogi st 0. 00 X 752,102 0 33, 145
®John L. MKkell
SRRSO 40. 00
Radi ati on Oncol ogi st 0. 00 X 720,512 0 28, 530
©® G egory J. Schaack
] 21.00
Tr ust ee/ CFO 25.00 |X X 366, 697 265, 539 68, 383
mKyle L. MCann
T RUTRUUR I 20. 00
c0 21.00 X 357, 216 258, 674 51, 745
@ Howard A. Zaren
SRR 40. 00
MedDi r ect or - Oncol ogy 0. 00 X 600, 838 0 40, 590
©@©Sherry A Danel]o
] 20. 00
Tr ust ee/ VP 21.00 |X X 219, 787 159, 155 87,527
@oNol an D. Hennessee
RURUUUU IY 20. 00
VP 21.00 X 225, 768 163, 487 49, 435
@apThomas S. Pound
] 20. 00
Chai r man/ VP 21.00 | X X 195, 557 141, 609 51,913

DAA
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Form 990 (2019) Candl er Hospital, Inc. 58- 0593388 Page 8
Part VIl Section A. Officers, Directors, Trustees, Key Employees, and Highest Compensated Employees (continued)
® ®) © G) G} ®
Name and title Average Position Reportable Reportable Estimated amount
hours (do not check more than one compensation compensation of other
per week bo?<, unless person Is both an from the from related compensation
(iist any officer and a directorftrustee) organization organizations from the
hours for os| sl o | =|ez| o (W-2/1099-MISC) (W-2/1099-MISC) organization and
related _9‘_2' a1 |2 13‘% % related organizations
organizations (82| = e lg |22 2
below g2 3 S |®8
dotted line) = S| 3
gl 2 1z
[l g %
(12) Bradley Trower
USRS IO 20. 00
VP 21.00 X 163, 712 118, 551 38, 068
(13) Mary M Strapd
U URURRRURURURURN IO 20. 00
VP 21. 00 X 176, 831 128, 050 13,998
(14) Sr. Margie Beatty, RSM
RUSRURURURTRURORORRRORN I 20.00
VP 22. 00 X 158, 367 114, 680 28, 469
(15) Julia Mkell VD
R URUUTRTRTUIRRTUUSRRRRNN 21.00
Tr ust ee/ Physi ci an 21.00 | X 135,178 97, 888 3,474
(16) Gegory A Menke
USSP IO 20. 00
VP 21.00 X 114, 869 83, 181 33, 787
(17) Ana Concepci on, M
SRR TUURURURUNY PO 1.00
Tr ust ee 1.00 | X 0 0 0
1b Subtotal ... u 6, 799, 413 2, 059, 967 641, 446
c Total from continuation sheets to Part VII, Section A ....... u
d Total (add lines band 1¢) ... o\ooovoiiiiieiiiei u 6, 799, 413 2, 059, 967 641, 446
2 Total number of individuals (including but not limited to those listed above) who received more than $100,000 of
reportable compensation from the organization U 157
Yes [ No
3 Did the organization list any former officer, director, trustee, key employee, or highest compensated
employee on line 1a? If “Yes,” complete Schedule J for such individual ... . .. .. .. ... ... 3 X
4 For any individual listed on line 1a, is the sum of reportable compensation and other compensation from the
organization and related organizations greater than $150,0007? If “Yes,” complete Schedule J for such
INGIVIBUBL 4 | X
5 Did any person listed on line 1a receive or accrue compensation from any unrelated organization or individual
for services rendered to the organization? If “Yes,” complete Schedule J for such person .. .. ... .. ........ ... ... .............. 5 X
Section B. Independent Contractors
1 Complete this table for your five highest compensated independent contractors that received more than $100,000 of
compensation from the organization. Report compensation for the calendar year ending with or within the organization's tax year.
Name and éﬁs)iness address Descripticgr? )of services Comég%sation
Sumit Cancer Care, P.C 225 Candler Drive, Suite 300
Savannah GA 31405 Oncol ogy Svcs 5,705, 113
South Coast Medical G oup 1326 ki senhower Drive Bldg 2
Savannah GA 31406 RVU Pr od/ Mymt 2,952, 039
SC Cancer Specialists, PA 45 Hospital Center Conmons
Hlton Head 1sland SC 29926 Oncol ogy Svcs 2, 628, 902
Bi o- Medi cal Application of GA 1940 lodge Road
Kennesaw GA 30144 D alysis 2, 549, 080
Chat ham Hospitalist, LLC 5354 Reynol ds Street, STE. 424
Savannah GA 31405 Consul ti ng 2, 263, 639
2 Total number of independent contractors (including but not limited to those listed above) who
received more than $100,000 of compensation from the organization U 52

DAA

Form 990 (2019)
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Form 990 (2019) Candl er Hospital, Inc. 58- 0593388 Page 9
Part VIII  Statement of Revenue
Check if Schedule O contains a response or note to any line in this Part VIIl ... ... ... ... .. |:|
Total (ﬁg)venue Related (Er) exempt Um(jgted RevenuéD)excluded

function revenue

business revenue

from tax under
sections 512-514

gé la Federated campaigns = la
&2 b Membership dues 1b
»u<| c Fundraising events 1c
8 d Related organizatons id 1, 320, 849
g(% € Govemment grants (contributions) le 6, 508, 787
.g 5 f Al other contributions, gifts, grants,
Eg and similar amounts not included above . . . ... 1f 49 4, 565
‘E’.D g Noncash contributions included in lines 1a-1f 1g [$
S& h Total. Add lines 1a—1f ...t u | 8,324,201
Business Code
8 | 2a . Net Patient Revenue . . . . ... . 624100[351, 492, 469 |351, 492, 469
4| b Prescription Center Related .. . . 624100 5,453,917] 5,453,917
T8 ¢ . Reference Lab Related. . ... .. .. .. 621500 1,080,884| 1,080,884
§¢ d
cﬁ ...................................................
Sl e
f All other program service revenue ................
g Total. Add NS 28—2f ....viiiiiii i u |358, 027, 270
3 Investment income (including dividends, interest, and
other similar amounts) ... u | 2,823 165 2, 823, 165
4 Income from investment of tax-exempt bond proceeds U
5 RoyaltiesS .. ... .. u
(i) Real (i) Personal
6a Gross rents 6a 2,708, 769
b Less: rental expenses| 6b
C Rental inc. or (loss) 6C 2, 708, 769
d Net rental income or (10SS) ............................... u 2,708, 769 2,708, 769
7@ Gross amount from () Securities (i) Other
sales of assets
other than inventory | 7@
g b Less: cost or other
§ basis and sales exps.| 7b 21, 023
¢ | ¢ Gainor(loss) | 7c -21, 023
B| d Netgainor(I0Ss) .........oocovvii i u -21, 023 -21,023
& | 8a Gross income from fundraising events
(not including $
of contributions reported on line 1c).
See Part IV’ line B 8a
Less: direct expenses 8b
¢ Net income or (loss) from fundraising events .............. u
9a Gross income from gaming activities.
See Part IV’ line 9 9a
b Less: direct expenses 9b
¢ Net income or (loss) from gaming activities ............... u
10a Gross sales of inventory, less
returns and allowances 10a
Less: cost of goods sold 10b
Net income or (loss) from sales of inventory .. ............. u
n Business Code
Saflla  Qher Operating Revenue . . . . . .. 621990 5, 985, 285] 5, 985, 285
8§ b . Reference Lab .. ... ... 621500 1, 570, 662 1, 570, 662
B c . Vellness Center . . . ... .. ... 713940 600, 767 600, 767
27| d Allother revenue ................................. 621400 781, 662 491, 131 290, 531
e Total. Add lines 11a-11d .. ... ... ... ... u 8, 938, 376
12 Total revenue. See instructions .. ........................ u [380, 800, 758|364, 012, 555| 2,662,560| 5, 801, 442

DAA
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Part IX

Statement of Functional Expenses

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

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

Do not include amounts reported on lines 6b,

Q)

(B)

©)

(D)

Total expenses Program service Management and Fundraising
7b, 8b, 9b, and 10b of Part VIII. expenses general expenses expenses
1 Grants and other assistance to domestic organizations
and domestic govemments. See Part IV, line 21
2 Grants and other assistance to domestic
individuals. See Part IV, line22 135, 551 135, 551
3 Grants and other assistance to foreign
organizations, foreign governments, and foreign
individuals. See Part IV, lines 15and 16
4 Benefits paid to or for members
5 Compensation of current officers, directors,
trustees, and key employees 3,121,497 3,121,497
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 112, 398, 022 88,110, 398 24,287,624
8 Pension plan accruals and contributions (include
section 401(k) and 403(h) employer contributions) 1,518, 541 1,190, 384 328, 157
9 Other employee benefits 14,253,192 11,173,077 3,080,115
10 Payoll txes 6, 549, 486 5, 134, 142 1, 415, 344
11 Fees for services (nonemployees):
a Management L
bolegal ... 929, 500 929, 500
¢ Accounting ... 250, 738 250, 738
d Lobbying .
e Professional fundraising services. See Part IV, line 1
f Investment management fees
g Other. (If line 11g amount exceeds 10% of line 25, column
(A) amount, list line 11g expenses on Schedule 0.) 62, 242, 631 52, 900, 619 9, 342, 012
12 Advertising and promoton 1,637, 540 127, 956 1,509, 584
13 Office expenses 4,702,105 2,151, 060 2,551, 045
14 Information technology = 362, 257 362, 257
15 Royalies
16 Occupancy . . . ... 11,479, 273 8,573,855 2,905,418
17 Travel 269, 017 238, 050 30, 967
18 Payments of travel or entertainment expense
for any federal, state, or local public officials
19 Conferences, conventions, and meetings 86, 335 78, 003 8, 332
20 IntereSt ...................................
21 Payments to affiliates
22 Depreciation, depletion, and amortization 13, 175, 629 13, 022, 792 152, 837
23 nsurance ... S5, 188, 958 347,141| 4,841,817
24 Other expenses. Itemize expenses not covered
above (List miscellaneous expenses on line 24e. If
line 24e amount exceeds 10% of line 25, column
(A) amount, list line 24e expenses on Schedule O.)
a Medical Supplies . . 99,175,380 99,163, 717 11, 663
b Repairs & Maintenance 13, 136, 349 S5, 052, 357 8, 083, 992
c Dues . . 191, 489 166, 788 24, 701
d Prescription Center Suppl 188, 052 188, 052
e All other expenses 112, 522 112, 522
25 Total functional expenses. Add lines 1 through 24e . . 351, 104, 064 288, 228, 721 62, 875, 343 0
26 Joint costs. Complete this line only if the
organization reported in column (B) joint costs
from a combined educational campaign_and
fundraising solicitation. Check here u|:| if
following SOP 98-2 (ASC 958-720) . ... ........
DAA

Form 990 (2019)
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Form 990 (2019) Candl er Hospital, Inc. 58- 0593388 Page 11
Part X Balance Sheet
Check if Schedule O contains a response or note to any line in this Part X . |_L
®) (B)
Beginning of year End of year
1 Cash—non-interestbealing ... 49, 751} 1 88, 375
2 Savings and temporary cash investments 2
3 Pledges and grants receivable, net 3
4 Accounts receivable, Nt ... 46, 096, 032| 4 | 38, 930, 326
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
2] under section 4958(f)(1)), and persons described in section 4958(c)(3)(B) =~ 6
5| 7 Notsandloans recevable, net 7
<| 8 Inventories for sale or USe ... 6,853, 543 | & 7, 549, 016
9 Prepaid expenses and deferred charges 1,191,313] 9 1,313,754
10a Land, buildings, and equipment: cost or other
basis. Complete Part VI of ScheduleD 10a| 349, 030, 994
b Less: accumulated depreciaton 10b| 236, 596, 887 74,929,072 | 10c| 112,434,107
11 Investments—publicly traded securies 793, 275| 11 888, 242
12 Investments—other securities. See Part Iv, ine12 2,519,411 12 1,794, 603
13 Investments—program-related. See Part IV, line122 13
14 Intangible @SSe(S. ... ... 48, 323,352 | 14] 48, 323, 352
15 Other assets. See Part IV, fine 11 ... .................... 24, 013,652 15| 57, 605, 025
16 Total assets. Add lines 1 through 15 (must equal i@ 33) .......................... 204, 769,401 | 16 | 268, 926, 800
17 Accounts payable and accrued expenses 20, 395,018 17 24,087,773
18 Grants payable 18
19 Deferred reVeNUE | ...\, 1] 27,580,151
20 Tax-exempt bond liabilitles 20
21 Escrow or custodial account liability. Complete Part IV of Schedule D 21
9 22 Loans and other payables to any current or former officer, director,
= trustee, key employee, creator or founder, substantial contributor, or 35%
E controlled entity or family member of any of these persons 22
— 123 Secured mortgages and notes payable to unrelated third paries 23 2,737,199
24 Unsecured notes and loans payable to unrelated third parties 24
25 Other liabilities (including federal income tax, payables to related third
parties, and other liabilities not included on lines 17-24). Complete Part X
Of SCREAUIE D ..o, 793, 2751 25 7,074,638
26 Total liabilities. Add lines 17 through 25 ..o oo 21,188,293 | 26| 61,479, 761
0 Organizations that follow FASB ASC 958, check here
§ and complete lines 27, 28, 32, and 33.
T‘g 27 Net assets without donor restricions 175,552,903 | 27| 199, 455, 075
£ |28 Net assets with donor restrictions ... ... 8,028,205, 28| 7,991, 964
= Organizations that do not follow FASB ASC 958, check here LD
"'; and complete lines 29 through 33.
3 29 Capital stock or trust principal, or current funds 29
§ 30 Paid-in or capital surplus, or land, building, or equipment fund 30
&£ |31 Retained eamings, endowment, accumulated income, or other funds 31
G |32 Total net assets or fund balances . ... 183, 581, 108 32| 207, 447, 039
33 Total liabilities and net assets/ffund balances ........................................ 204,769,401 | 33| 268, 926, 800

DAA
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Form 990 (2019) Candl er Hospital, Inc. 58- 0593388 Page 12
Part XI Reconciliation of Net Assets
Check if Schedule O contains a response or note to any line in this Part X

X

L Total revenue (must equal Part VIl column (A), fine 12) | ... ... 1 | 380, 800, /58
2. Total expenses (must equal Part IX, column (A), ine 25) ... _.............oiiiii 2 | 351,104, 064
3 Revenue less expenses. Subtract fine 2 from fine 1. ... ... ... s | 29,696, 694
4 Net assets or fund balances at beginning of year (must equal Part X, line 32, coumn () 4 183, 581, 108
5 Net unrealized gains (105ses) On IVESITNIS ... ..., 5 | -1,735,398
6 Donated Sewlces and use Of faCIIItIeS ............................................................................. 6
7 InVestment eXPENSES !
8 Prior period adjustments 8
9 Other changes in net assets or fund balances (explain on Schedueo) 9 -4, 095, 365

[y
o

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

32, COMMN (B)) oo\ 10| 207,447, 039
Part XIl  Financial Statements and Reporting
Check if Schedule O contains a response or note to any line in this Part XII

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

If "Yes," check a box below to indicate whether the financial statements for the year were compiled or
reviewed on a separate basis, consolidated basis, or both:
|:| Separate basis |:| Consolidated basis |:| Both consolidated and separate basis

b Were the organization's financial statements audited by an independent accountant? . 2b | X
If "Yes," check a box below to indicate whether the financial statements for the year were audited on a
separate basis, consolidated basis, or both:
|:| Separate basis Consolidated basis |:| Both consolidated and separate basis

c If “Yes” to line 2a or 2b, does the organization have a committee that assumes responsibility for oversight of

the audit, review, or compilation of its financial statements and selection of an independent accountant? 2c | X
If the organization changed either its oversight process or selection process during the tax year, explain on
Schedule O.
3a As a result of a federal award, was the organization required to undergo an audit or audits as set forth in the
Single Audit Act and OMB Circular A-133? 3a X

b If “Yes,” did the organization undergo the required audit or audits? If the organization did not undergo the
reguired audit or audits, explain why on Schedule O and describe any steps taken to undergo such audits

3b
Form 990 (2019)
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SCHEDULE A Public Charity Status and Public Support OMB No. 15450047
Form r 990-EZ
( 0 990 or 990 ) Complete if the organization is a section 501(c)(3) organization or a section 4947(a)(1) nonexempt charitable trust. 20 19
Department of the Treasury u Attach to Form 990 or Form 990-EZ. Open to Public
Internal Revenue Service . . . . . .
u Go to www.irs.gov/Form990 for instructions and the latest information. Inspection
Name of the organization Employer identification number
Candl er Hospital, Inc. 58- 0593388
Part | Reason for Public Charity Status (All organizations must complete this part.) See instructions.

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

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

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

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

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

|:| An organization operated for the benefit of a college or university owned or operated by a governmental unit described in

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

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

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

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

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

An agricultural research organization described in section 170(b)(1)(A)(ix) operated in conjunction with a land-grant college
or university or a non-land-grant college of agriculture (see instructions). Enter the name, city, and state of the college or
university:
|:| An organization that normally receives: (1) more than 33 1/3% of its support from contributions, membership fees, and gross
receipts from activities related to its exempt functions—subject to certain exceptions, and (2) no more than 33 1/3% of its
support from gross investment income and unrelated business taxable income (less section 511 tax) from businesses
acquired by the organization after June 30, 1975. See section 509(a)(2). (Complete Part II1.)

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

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

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

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

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

the supported organization(s) the power to regularly appoint or elect a majority of the directors or trustees of the
supporting organization. You must complete Part IV, Sections A and B.

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

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

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

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

f  Enter the number of supported organizations |:|

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

10

11
12

[T

<))

(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)
©)
®)
(E)
Total
For Paperwork Reduction Act Notice, see the Instructions for Form 990 or 990-EZ. Schedule A (Form 990 or 990-EZ) 2019
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Schedule A (Form 990 or 990-EZ) 2019

Candl er

Hospi t al ,

I ncC.

58- 0593388

Page 2

Part Il

Support Schedule for Organizations Described in Sections 170(b)(1)(A)(iv) and 170(b)(1)(A)(vi)

(Complete only if you checked the box on line 5, 7, or 8 of Part | or if the organization failed to qualify under

Part lll. If the organization fails to qualify under the tests listed below, please complete Part 111.)

Section A. Public Support

Calendar year (or fiscal year beginning in) u (a) 2015 (b) 2016 (c) 2017 (d) 2018 (e) 2019 (f) Total
1 Gifts, grants, contributions, and
membership fees received. (Do not
include any "unusual grants.")
2 Tax revenues levied for the
organization's benefit and either paid
to or expended on its behalf
3 The value of services or facilities
furnished by a governmental unit to the
organization without charge
4  Total. Add lines 1 through3
5  The portion of total contributions by
each person (other than a
governmental unit or publicly
supported organization) included on
line 1 that exceeds 2% of the amount
shown on line 11, column ()
6  Public support. Subtract line 5 from line 4 .
Section B. Total Support
Calendar year (or fiscal year beginning in) u (a) 2015 (b) 2016 (c) 2017 (d) 2018 (e) 2019 (f) Total
7 Amounts from Ilne 4 ..................
8 Gross income from interest, dividends,
payments received on securities loans,
rents, royalties, and income from
similar sources .. ... . ...
9 Net income from unrelated business
activities, whether or not the business
is regularly carried on ... ... .. .. ...
10  Other income. Do not include gain or
loss from the sale of capital assets
(Explainin Part VL) ...................
11  Total support. Add lines 7 through 10
12 Gross receipts from related activities, etc. (see instructions) [ 12
13  First five years. If the Form 990 is for the organization’s first, second, third, fourth, or fifth tax year as a section 501(c)(3)

organization, check this box and stop here

Section C. Computation of Public Support Percentage

14
15
16a

17a

18

Public support percentage for 2019 (line 6, column (f) divided by line 11, column (f))
Public support percentage from 2018 Schedule A, Part Il, line 14
33 1/3% support test—2019. 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

33 1/3% support test—2018. 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—2019. 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—2018. 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
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Schedule A (Form 990 or 990-E7) 2019 Candl er Hospital, Inc. 58- 0593388 Page 3

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

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

Section A. Public Support

Calendar year (or fiscal year beginning in) u (@) 2015 (b) 2016 (c) 2017 (d) 2018 (e) 2019 (f) Total
1  Gifts, grants, contributions, and membership fees
received. (Do not include any "unusual grants.”)
2 Gross receipts from admissions, merchandise
sold or services performed, or facilities
fumished in any activity that is related to the
organization’s tax-exempt purpose .. ... ...
3 Gross receipts from activities that are not an
unrelated trade or business under section 513
4  Tax revenues levied for the
organization's benefit and either paid
to or expended on its behalf
5  The value of services or facilities
furnished by a governmental unit to the
organization without charge =~
6 Total. Add lines 1 through5
7a  Amounts included on lines 1, 2, and 3
received from disqualified persons
b Amounts included on lines 2 and 3
received from other than disqualified
persons that exceed the greater of $5,000
or 1% of the amount on line 13 for the year
C Add Ilnes 7a and 7b ..................
8 Public support. (Subtract line 7c from
line6.) .
Section B. Total Support
Calendar year (or fiscal year beginning in) u (@) 2015 (b) 2016 (c) 2017 (d) 2018 (e) 2019 (f) Total
9 Amounts from Ilne 6 ..................
10a Gross income from interest, dividends,
payments received on securities loans, rents,
royalties, and income from similar sources .
b Unrelated business taxable income (less
section 511 taxes) from businesses
acquired after June 30, 1975
c Addlines 10aand10b
11 Net income from unrelated business
activities not included in line 10b, whether
or not the business is regularly carried on . .
12 Other income. Do not include gain or
loss from the sale of capital assets
(Explainin Part VL) -~
13 Total support. (Add lines 9, 10c, 11,
and 12)
14  First five years. If the Form 990 is for the organization’s first, second, third, fourth, or fifth tax year as a section 501(c)(3)
organization, check this box and stop here ... 4 |:|
Section C. Computation of Public Support Percentage
15  Public support percentage for 2019 (line 8, column (f), divided by line 13, column (f)) 15 %
16  Public support percentage from 2018 Schedule A, Part lll, line 15 . . . ... .. . .. . i i, 16 %
Section D. Computation of Investment Income Percentage
17 Investment income percentage for 2019 (line 10c, column (f), divided by line 13, column @) 17 %
18 Investment income percentage from 2018 Schedule A, Part Ill, line17 18 %
19a 33 1/3% support tests—2019. If the organization did not check the box on line 14, and line 15 is more than 33 1/3%, and line
17 is not more than 33 1/3%, check this box and stop here. The organization qualifies as a publicly supported organization ................ | 2 |:|
b 33 1/3% support tests—2018. If the organization did not check a box on line 14 or line 19a, and line 16 is more than 33 1/3%, and
line 18 is not more than 33 1/3%, check this box and stop here. The organization qualifies as a publicly supported organization ............ | 2 |:|
20 Private foundation. If the organization did not check a box on line 14, 19a, or 19b, check this box and see instructions .................... 4 |:|

DAA
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Schedule A (Form 990 or 990-E2) 2019 Candl er Hospital , | nc. 58- 0593388 Page 4
Part IV Supporting Organizations
(Complete only if you checked a box in line 12 on Part I. If you checked 12a of Part |, complete Sections A
and B. If you checked 12b of Part I, complete Sections A and C. If you checked 12c of Part I, complete
Sections A, D, and E. If you checked 12d of Part |, complete Sections A and D, and complete Part V.)
Section A. All Supporting Organizations

Yes No

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

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

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

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

organization made the determination. 3b
¢ Did the organization ensure that all support to such organizations was used exclusively for section 170(c)(2)(B)
purposes? If "Yes," explain in Part VI what controls the organization put in place to ensure such use. 3c
4a Was any supported organization not organized in the United States (“foreign supported organization")? If
"Yes," and if you checked 12a or 12b in Part I, answer (b) and (c) 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 (b) and (c) below (if applicable). Also, provide detail in Part VI, including (i) the names and EIN
numbers of the supported organizations added, substituted, or removed; (ii) the reasons for each such action;
(iii) the authority under the organization's organizing document authorizing such action; and (iv) how the action

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

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

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

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

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

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

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

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

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

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

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

Schedule A (Form 990 or 990-EZ) 2019
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Schedule A (Form 990 or 990-E7) 2019 Candl er Hospital, |Inc. 58- 0593388 Page 5
Part IV Supporting Organizations (continued)

Yes No

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

Yes No

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

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

Section C. Type 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 in (2), did the organization’s supported organizations have a
significant voice in the organization’s investment policies and in directing the use of the organization’s
income or assets at all times during the tax year? If "Yes," describe in Part VI the role the organization’s
supported organizations played in this regard. 3

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

2 Activities Test. Answer (a) and (b) below. Yes No
a Did substantially all of the organization’s activities during the tax year directly further the exempt purposes of
the supported organization(s) to which the organization was responsive? If "Yes," then in Part VI identify
those supported organizations and explain how these activities directly furthered their exempt purposes,
how the organization was responsive to those supported organizations, and how the organization determined
that these activities constituted substantially all of its activities. 2a
b Did the activities described in (a) constitute activities that, but for the organization’s involvement, one or more
of the organization’s supported organization(s) would have been engaged in? If "Yes," explain in Part VI the
reasons for the organization’s position that its supported organization(s) would have engaged in these
activities but for the organization’s involvement. 2b
3 Parent of Supported Organizations. Answer (a) and (b) below.
a Did the organization have the power to regularly appoint or elect a majority of the officers, directors, or

trustees of each of the supported organizations? Provide details in Part VI. 3a
b Did the organization exercise a substantial degree of direction over the policies, programs, and activities of each
of its supported organizations? If "Yes," describe in Part VI the role played by the organization in this regard. 3b

DAA Schedule A (Form 990 or 990-EZ) 2019
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Schedule A (Form 990 or 990-E2) 2019 Candl er  Hospital, Inc. 58- 0593388 Page 6
Part V Type |l Non-Functionally Integrated 509(a)(3) Supporting Organizations
1 |:| Check here if the organization satisfied the Integral Part Test as a qualifying trust on Nov. 20, 1970 (explain in Part VI). See
instructions. All other Type lll non-functionally integrated supporting organizations must complete Sections A through E.

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

instructions).

Schedule A (Form 990 or 990-EZ) 2019
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Schedule A (Form 990 or 990-E2) 2010 Candl er Hospital, |Inc. 58- 0593388 Page 7
Part V Type |l Non-Functionally Integrated 509(a)(3) Supporting Organizations (continued)
Section D - Distributions Current Year
1 Amounts paid to supported organizations to accomplish exempt purposes
2 Amounts paid to perform activity that directly furthers exempt purposes of supported

organizations, in excess of income from activity
Administrative expenses paid to accomplish exempt purposes of supported organizations
Amounts paid to acquire exempt-use assets
Qualified set-aside amounts (prior IRS approval required)
Other distributions (describe in Part VI). See instructions.
Total annual distributions. Add lines 1 through 6.
Distributions to attentive supported organizations to which the organization is responsive
(provide details in Part VI). See instructions.
9  Distributable amount for 2019 from Section C, line 6
10 Line 8 amount divided by line 9 amount

o0 N o || |w

0 (ii) (i)
Section E - Distribution Allocations (see instructions) Excess Distributions Underdistributions Distributable
Pre-2019 Amount for 2019

1 Distributable amount for 2019 from Section C, line 6
Underdistributions, if any, for years prior to 2019
(reasonable cause required-explain in Part VI). See
instructions.

3 Excess distributions carryover, if any, to 2019

From 2014

From2015 . . ... . . ..o

From 2016 ...

From 2017

From2018 .. ... . . . . . i

Total of lines 3a through e

Applied to underdistributions of prior years

Applied to 2019 distributable amount

i Carryover from 2014 not applied (see instructions)
j Remainder. Subtract lines 3g, 3h, and 3i from 3f.

4  Distributions for 2019 from

Section D, line 7: $
a Applied to underdistributions of prior years
b Applied to 2019 distributable amount
c _Remainder. Subtract lines 4a and 4b from 4.

5 Remaining underdistributions for years prior to 2019, 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 2019. Subtract lines 3h
and 4b from line 1. For result greater than zero, explain in
Part VI. See instructions.

7  Excess distributions carryover to 2020. Add lines 3j
and 4c.

8  Breakdown of line 7:

Excess from 2015 .. .. .. .. ... ... ... ......

Excess from 2016 ............. .. ........

Excess from 2017

Excess from 2018

Excess from 2019

oK [ a0 |T |

D | |0 ||

Schedule A (Form 990 or 990-EZ) 2019
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Schedule A (Form 990 or 990-E7) 2019 Candl er Hospital, Inc. 58- 0593388
Part VI

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

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

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

DAA
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(%gg%gg'g%oiz Schedule of Contributors

or 990-PF) u Attach to Form 990, Form 990-EZ, or Form 990-PF. 2019

Department of the Treasu . . .
Inte?rnal Revenue Service v u Go to www.irs.gov/Form990 for the latest information.

OMB No. 1545-0047

Name of the organization Employer identification number

Candl er Hospital, Inc. 58- 0593388

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 or 990-EZ), Part Il, line
13, 16a, or 16b, and that received from any one contributor, during the year, total contributions of the greater of (1)
$5,000; or (2) 2% of the amount on (i) Form 990, Part VIII, line 1h; or (i) Form 990-EZ, line 1. Complete Parts | and II.

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

|:| 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 > 3

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

For Paperwork Reduction Act Notice, see the instructions for Form 990, 990-EZ, or 990-PF. Schedule B (Form 990, 990-EZ, or 990-PF) (2019)
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Schedule B (Form 990, 990-EZ, or 990-PF) (2019) Page 1 of 1 Page 2
Name of organization ] Employer identification number
Candl er _Hospital, Inc. 58- 0593388
Part | Contributors (see instructions). Use duplicate copies of Part | if additional space is needed.
@ (b) (©) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
1 | Candler Foundation, Inc. ... . . Person
5353 Reynol ds Street Payroll B
............................................................................. 1,249,975 | nNoncash [ |
Savannah (A 31405- 6015 (Complete Part I for
noncash contributions.)
@) (b) (©) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
2. | St. Joseph's Foundation, Inc. .. Person
5353 Reynol ds Street Payroll B
................................................................................... 70,874 | nNoncash [ |
Savannah (A 31405- 6015 (Complete Part I for
noncash contributions.)
@) (b) (©) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
3. | .Univ of GA College of Pharmacy . . . Person
R C WIson Pharmacy Bl dg Payroll ]
................................................................................... 47,992 | nNoncash [ |
Athens ] (A 30602- 0001 (Complete Part If for
noncash contributions.)
@ (b) (©) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
4. | US Department of Health & Human S Person
200 | ndependence Ave SW Payroll B
....... ......6,508, 787 | nNoncash [ |
Washington = DC 20201- 0004 (Complete Part I for
noncash contributions.)
@ (b) (©) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
............................................................................ Person
Payroll
................................................................................................ NoncaSh
....................................................................... (Complete Part I 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

Schedule B (Form 990, 990-EZ, or 990-PF) (2019)



77630CAHOSP

SCHEDULE C Political Campaign and Lobbying Activities OMB No. 1545.0047
Form 990 or 990-EZ - . .
( ) For Organizations Exempt From Income Tax Under section 501(c) and section 527 2019

U Complete if the organization is described below. U Attach to Form 990 or Form 990-Ez. |Open to Public
Department of the Treasury .
Internal Revenue Service U Go to www.irs.gov/Form990 for instructions and the latest information. Inspection

If the organization answered “Yes,” on Form 990, Part IV, line 3, or Form 990-EZ, Part V, line 46 (Political Campaign Activities), then
e 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 IV, line 4, or Form 990-EZ, Part VI, line 47 (Lobbying Activities), then
e Section 501(c)(3) organizations that have filed Form 5768 (election under section 501(h)): Complete Part II-A. Do not complete Part 1I-B.
e Section 501(c)(3) organizations that have NOT filed Form 5768 (election under section 501(h)): Complete Part II-B. Do not complete Part II-A.
If the organization answered “Yes,” on Form 990, Part IV, line 5 (Proxy Tax) (see separate instructions) or Form 990-EZ, Part V, line 35c (Proxy
Tax) (see separate instructions), then
e Section 501(c)(4), (5), or (6) organizations: Complete Part Ill.
Name of organization Employer identification number
Candl er Hospital, Inc. 58- 0593388
Part I-A  Complete if the organization is exempt under section 501(c) or is a section 527 organization.
1 Provide a description of the organization’s direct and indirect political campaign activities in Part IV. (see instructions for
definition of “political campaign activities”)
2 Political campaign activity expenditures (see instructions) ... US
3 Volunteer hours for political campaign activities (See INSUCHONS) . .. .. ...ttt
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 section 4955 us
2 Enter the amount of any excise tax incurred by organization managers under section 4955 us
3 If the organization incurred a section 4955 tax, did it file Form 4720 for this year? |:| Yes |:| No
42 Was & COMECON MAUE? | ... ... oo i []ves []no

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

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

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

e D us
4 Did the filing organization file Form 1120-POL for thisyear? ... []ves [ 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
fiing 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 or 990-EZ. Schedule C (Form 990 or 990-EZ) 2019
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Schedule C (Form 990 or 990-£7) 2019 Candl er Hospital, |nc. 58- 0593388 Page 2
Part II-A Complete if the organization is exempt under section 501(c)(3) and filed Form 5768 (election under
section 501(h)).
A Check u |:| if the filing organization belongs to an affiliated group (and list in Part IV each affiliated group member's name,
address, EIN, expenses, and share of excess lobbying expenditures).
B Check wu |:| if the filing organization checked box A and “limited control” provisions apply.
Limits on Lobbying Expenditures (a) Filing (b) Affiliated
(The term “expenditures” means amounts paid or incurred.) organization's totals group totals
la Total lobbying expenditures to influence public opinion (grassroots lobbying)

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

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

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

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

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

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

j If there is an amount other than zero on either line 1h or line 1i, did the organization file Form 4720
reporting section 4911 tax for this year? .. ... [ Jves [ ]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) 2016 (b) 2017 (c) 2018 (d) 2019 (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 or 990-EZ) 2019

DAA



77630CAHOSP

Schedule C (Form 990 or 990-£7) 2019 Candl er Hospital, |nc. 58- 0593388 Page 3
Part II-B Complete if the organization is exempt under section 501(c)(3) and has NOT filed Form 5768
(election under section 501(h)).

For each "Yes," response on lines 1a through 1i below, provide in Part IV a detailed ® ©
description of the lobbying activity. Yes | No Amount
1 During the year, did the filing organization attempt to influence foreign, national, state, or local
legislation, including any attempt to influence public opinion on a legislative matter or
referendum, through the use of:
8 VOIUNEEIS? | L.\l X
b Paid staff or management (include compensation in expenses reported on lines 1c through 1i)? X
C Media aVEMISEMENIS? | . . . ... . ... ... . i\oiitt ittt X
d Mailings to members, legislators, or the public? X
e Publications, or published or broadcast SIAlEMENIS? . . ... .. ..................cooiiiiiiiie, X
f Grants to other organizations for lobbying purposes? X
g Direct contact with legislators, their staffs, government officials, or a legislative body? 83, 030
h Rallies, demonstrations, seminars, conventions, speeches, lectures, or any similar means? X
| Other CVES? | ..., X 28, 326
j Total. Add lines 16 trOUG 11 ... ...l 111, 356
2a Did the activities in line 1 cause the organization to be not described in section 501(c)d? X
b If “Yes,” enter the amount of any tax incurred under secton 4912
c If “Yes,” enter the amount of any tax incurred by organization managers under section 4912
d If the filing organization incurred a section 4912 tax, did it file Form 4720 for thisyear? . . . .. .. . . . . .. .. .. ..

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

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

Part IlI-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 SImIIar 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 CUITBNL YA 2a
b Carryover from last year 2b
C TOtaI .............................................................................................................. 20
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 INStrUCtoNS) .. .............. ... ... .. 5
Part IV Supplemental Information

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

Direct contact with legislators, their staffs, etc. - costs incurred to

DAA Schedule C (Form 990 or 990-EZ) 2019
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Schedule C (Form 990 or 990-E2) 2019 Candl er Hospital, | nc. 58- 0593388 Page 4
Part IV Supplemental Information (continued)

Schedule C (Form 990 or 990-EZ) 2019
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SCHEDULE D Supplemental Financial Statements
(Form 990) u Complete if the organization answered “Yes” on Form 990,

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

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

OMB No. 1545-0047

2019

Open to Public
Inspection

Name of the organization

Employer identification number

Candl er Hospital, Inc. 58- 0593388

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

Complete if the organization answered “Yes” on Form 990, Part 1V, line 6.

(a) Donor advised funds (b) Funds and other accounts
1 Total number atend of year ...
2 Aggregate value of contributions to (during year)
3 Aggregate value of grants from (during year)
4 Aggregate value atend of year L
5 Did the organization inform all donors and donor advisors in writing that the assets held in donor advised
funds are the organization’s property, subject to the organization’s exclusive legal control? |:| Yes |:| No
6 Did the organization inform all grantees, donors, and donor advisors in writing that grant funds can be used
only for charitable purposes and not for the benefit of the donor or donor advisor, or for any other purpose
conferring impermissible private BeNefit? .. . . . ... il |:| Yes |:| No
Part Il Conservation Easements.
Complete if the organization answered “Yes” on Form 990, Part IV, line 7.
1 Purpose(s) of conservation easements held by the organization (check all that apply).
Preservation of land for public use (for example, recreation or education) Preservation of a historically important land area
Protection of natural habitat Preservation of a certified historic structure
Preservation of open space
2 Complete lines 2a through 2d if the organization held a qualified conservation contribution in the form of a conservation
easement on the last day of the tax year. Held at the End of the Tax Year
a Total number of conservation easements 2a
b Total acreage restricted by conservation easements 2b
¢ Number of conservation easements on a certified historic structure 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
taxyearu
4 Number of states where property subject to conservation easement is located U
5 Does the organization have a written policy regarding the periodic monitoring, inspection, handling of
violations, and enforcement of the conservation easements it holds? | ... ... [ ves [] no
6 Staff and volunteer hours devoted to monitoring, inspecting, handling of violations, and enforcing conservation easements during the year
u ...............
7 Amount of expenses incurred in monitoring, inspecting, handling of violations, and enforcing conservation easements during the year
us
8 Does each conservation easement reported on line 2(d) above satisfy the requirements of section 170(h)(4)(B)(i)
and section 170(N)(A)(B)()2 .. . ... . . . |:| Yes |:| No
9 In Part Xlll, describe how the organization reports conservation easements in its revenue and expense statement and
balance sheet, and include, if applicable, the text of the footnote to the organization’s financial statements that describes the
organization’s accounting for conservation easements.
Part lll Organizations Maintaining Collections of Art, Historical Treasures, or Other Similar Assets.

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

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

a
b

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

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

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

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

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

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

u $

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

DAA

Schedule D (Form 990) 2019
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Schedule D (Form 990) 2019 Candl er

Hospi t al ,

I ncC.

58- 0593388

Page 2

Part Il

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

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

collection items (check all that apply):

a Public exhibition
b Scholarly research
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

Xilll.

e

d Loan or exchange program
Other

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 1V, line 9, or reported an amount on Form

990, Part X line 21.

la Is the organization an agent, trustee, custodian or other intermediary for contributions or other assets not

included on Form 990, Part X?

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

Beginning balance

- o o O
>
=%
=3
=3
]
>
7]
o
c
=
=]
Q
o
=
)
<
@
o)
=

Ending balance

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

[ ves [ no

Part V Endowment Funds.

Complete if the organization answered “Yes” on Form 990, Part IV, line 10.

la Beginning of year balance

b Contributions

¢ Net investment earnings, gains, and
losses

2 Provide the estimated percentage of the current year end balance (line 1g, column (a)) held as:

a Board designated or quasi-endowment U

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:
(i) Unrelated organizations
(if) Related organizations

(a) Current year (b) Prior year (c) Two years back (d) Three years back (e) Four years back
8, 028, 205 8, 061, 502 6, 845, 214 5,994,751| 5,622, 398
1, 260, 766 1, 416, 770 1, 810, 454 1,919,111 1,133, 368
60, 150 65, 307 105, 071 136, 156 - 6,892
1, 357, 157 1, 515, 374 699, 237 1, 202, 504 754,123
2, 300
7,991, 964 8, 028, 205 8, 061, 502 6, 845,214 5,994, 751
............. %
Yes [ No
..................................................................................................... 3a() X
....................................................................................................... sa(i)| X
........................................... 3 | X

b If “Yes” on line 3a(ii), are the related organizations listed as required on Schedule R?

4 Describe in Part XIll the intended uses of the organization’s endowment funds.

Part VI Land, Buildings, and Equipment.
Complete if the organization answered “Yes” on Form 990, Part 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
latand 16, 940, 044 16, 940, 044
b Buidings .. 171,182,882 111,877,247| 59, 305, 635
c Leasehold improvements 4, 623, 103 3, 578, 663 1, 044, 440
d Equipment 151, 458, 912 121, 140, 977 30, 317, 935
eother ... ..o 4,826, 053 4,826, 053

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

112,434, 107

DAA

Schedule D (Form 990) 2019
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Schedule D (Form 990) 2019 Candl er Hospital, Inc. 58- 0593388 Page 3
Part VII Investments — Other Securities.
Complete if the organization answered “Yes” on Form 990, Part IV, line 11b. See Form 990, Part X, line 12.

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

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

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

(a) Description of investment (b) Book value (c) Method of valuation:

Cost or end-of-year market value

)
)

@
@
3)
(4)
G
6
(

(

)

)

7

8)
©)

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

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

(a) Description (b) Book value
) Due fromrelated parties 39, 593, 550
) Beneficial Interest in Foundation 9, 906, 514
3) O her Recel vabl es 5, 370, 920
4) Third party settl enents 2,734,041
©)
(6)
)
(8
©
Total. (Column (b) must equal Form 990, Part X, col. (B) ine 15.) .. . oo u| 57,605, 025

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
@ Third party settlenents 6, 186, 396
3) Deferred Conpensation Payabl e 888, 242
@
©)]
(6)
)]
8
©)]
Total. (Column (b) must equal Form 990, Part X, col. (B) N 25) . . oo u 7,074, 638

2. Liability for uncertain tax positions. In Part XlII, provide the text of the footnote to the organization’s financial statements that reports the
organization's liability for uncertain tax positions under FASB ASC 740. Check here if the text of the footnote has been provided in Part XIlI
DAA Schedule D (Form 990) 2019
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Schedule D (Form 990) 2019 _Candl er  _Hospital , Inc. 58- 0593388 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 1 376, 477, 191
2 Amounts included on line 1 but not on Form 990, Part VI, line 12:

a Net unrealized gains (losses) on investments 2a - 1, 735, 398

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

C Recoveries of prior year grants 2¢

d Other (Describe in Part XIL) ... 2d| -1,803,612

e Add lines 2athrough 2d .. 2¢ | -3,539,010
3 Subtract line 2e from fine 1 .. 3 | 380, 016, 201
4 Amounts included on Form 990, Part VIII, line 12, but not on line 1:

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

b Other (Describe in Part XIIL) | ... 4b 784, 557

C Addlinesdaanddb 4c 784, 557
5 Total revenue. Add lines 3 and 4c. (This must equal Form 990, Part |, line 12.) ... .. ... .. ... .. . . . .. . .. ... .. ...... 5 380, 800, 758

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

1 Total expenses and losses per audited financial statements 1 350, 888, 462
2 Amounts included on line 1 but not on Form 990, Part IX, line 25:

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

b Prior year adjustments 2b

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

d Other (Describe in Part XIL) 2d

e Add lines 2athrough 2d 2e

3 Subtract line 2e from ine 1 3 | 350, 888, 462
4 Amounts included on Form 990, Part IX, line 25, but not on line 1:

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

b Other (Describe in Part XIL) ... ab 215, 602

¢ Addlinesdaand 4b 4c 215, 602
5 Total expenses. Add lines 3 and 4c. (This must equal Form 990, Part I, line 18.) .. ... . ... . ... . . . . ... ... ... 5 | 351, 104, 064

Part Xlll Supplemental Information.
Provide the descriptions required for Part Il, lines 3, 5, and 9; Part Ill, lines 1a and 4; Part IV, lines 1b and 2b; Part V, line 4; Part X, line
2; Part XI, lines 2d and 4b; and Part XII, lines 2d and 4b. Also complete this part to provide any additional information.
~Part V, Line 4 - Intended Uses for Endowrent Funds

Endownents include funds reserved for building and devel opment, education

Part X - FIN 48 Footnote .. . . .
federal and state income taxes under Section 501(c)(3) of the Internal

federal and state unrel ated business inconme tax. Ceechee is organized as a

Schedule D (Form 990) 2019
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Schedule D (Form 990) 2019 Candl er Hospital, |nc. 58- 0593388 Page 5
Part Xlll Supplemental Information (continued)

sustained. Based on that evaluation, the System only recognizes the maxinmm
interest be incurred, they would be recognized as operating expenses. ..

Schedule D (Form 990) 2019
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Schedule D (Form 990) 2019 Candl er Hospital, |nc. 58- 0593388 Page 5
Part Xlll Supplemental Information (continued)

Home Health - SJC Honme Health, Inmc. .
Part X, Line 2d - Revenue Amounts Included in Financials - Gher

Part Xl, Line 4b - Revenue Anounts Included on Return - O her

Capital contributions . $ . ...568,955
Pension oSt s $ 80, 053
Foundation contributions for pt assist $ 135, 549

Part X1l - Supplenmental Financial Information .. .. ... ... ...

Schedule D (Form 990) 2019
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SCHEDULE H Hospitals OMB No. 1545-0047

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

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

2019

u Attach to Form 990.

Open to Public
Inspection

Name of the organization

Employer identification number

Candl er Hospital, 1Inc. 58- 0593388
Part | Financial Assistance and Certain Other Community Benefits at Cost
Yes | No
la Did the organization have a financial assistance policy during the tax year? If “No,” skip to queston6a 1a | X
b If*Yes"was it a written policy? 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_250%
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_500%
¢ If the organization used factors other than FPG in determining eligibility, describe in Part VI the criteria used
for determining eligibility for free or discounted care. Include in the description whether the organization used
an asset test or other threshold, regardless of income, as a factor in determining eligibility for free or
discounted care.
4 Did the organization’s financial assistance policy that applied to the largest number of its patients during the
tax year provide for free or discounted care to the “medically indigent™? 4 | X
5a Did the organization budget amounts for free or discounted care provided under its financial assistance policy during the tax year? | 5a X
If “Yes,” did the organization’s financial assistance expenses exceed the budgeted amount? sb | X
If “Yes” to line 5b, as a result of budget considerations, was the organization unable to provide free or
discounted care to a patient who was eligible for free or discounted care? 5c X
6a Did the organization prepare a community benefit report during the tax year? 6a | X
b If “Yes,” did the organization make it available to the public? 6b | X
Complete the following table using the worksheets provided in the Schedule H instructions. Do not submit
these worksheets with the Schedule H.
7 Financial Assistance and Certain Other Community Benefits at Cost
Financial Assistance and (a) Number of (b) Persons (c) Total community (d) Direct offsetting (e) Net community (f) Percent
Means-Tested Government Pro grams activities or ser_ved benefit expense revenue benefit expense of total
programs (optional) (optional) expense
a  Financial Assistance at cost (from
Worksheet 1) 19, 149, 206 19, 149, 206 5 45
b Medicaid (from Worksheet 3, column a)
36, 948,547 | 29,994, 625 6, 953, 922 1.98
C  Costs of other means-tested
government programs (from
Worksheet 3, coumn b) 0 0. 00
d  Total. Financial Assistance and
Means-Tested Goverment Programy 56, 097, 753| 29,994, 625| 26, 103, 128 7.43
Other Benefits
€  Community health improvement
services and community benefit
operations (from Worksheet 4) 1, 333, 560 162, 322 1,171, 238 0. 33
f Health professions education
(from Worksheet 5) 82, 916 82, 916 0 02
g Subsidized health services (from
Worksheet 6) 475, 905 475, 905 0 14
h  Research (from Worksheet 7) o 0 0. 00
i Cash and inkind contributions
for community benefit (from
Worksheet 8) 251, 218 251, 218 0. 07
j Total. Other Benefits 2, 143, 599 162, 322 1, 981, 277 0 56
K Total. Addlines 7dand 7j . ... .. 58, 241, 352 30, 156, 947 28, 084, 405 8. 00
For Paperwork Reduction Act Notice, see the Instructions for Form 990. Schedule H (Form 990) 2019
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Part Il Community Building Activities Complete this table if the organization conducted any community building
activities during the tax year, and describe in Part VI how its community building activities promoted the
health of the communities it serves.

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

(optional)

1 Physical improvements and housing 0 0. 00

2 Economic development 38, 687 3, 566 35, 121 0 01

3 Communiy support 39, 225 5, 789 33,436 0.01

4 Environmental improvements 0 0. 00

5 Leadership development and training

for community members 0 0. 00

6 Coalition building 0 0. 00

7 Community health improvement advocac 28, 337 3, 566 24, 771 0 01

8 Workforce development 142, 729 16, 487 126, 242 0.04

9 Other 0 0. 00

10 Total 248, 978 29, 408 219,570 0. 06

Part lll Bad Debt, Medicare, & Collection Practices

Section A. Bad Debt Expense Yes [ No
1 Did the organization report bad debt expense in accordance with Healthcare Financial Management Association Statement No. 15?7 | 1 X
2 Enter the amount of the organization’s bad debt expense. Explain in Part VI the
methodology used by the organization to estimate this amount 2 18, 353, 886
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 3,670, 777
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 | 133, 067, 477

6 Enter Medicare allowable costs of care relating to payments on lines 6 | 140,051, 116

7 Subtract line 6 from line 5. This is the surplus (or shortfaly) 7 -6, 983, 639

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

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

Part IV Man agem ent 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 SJC A S Mnagenent Q P I nmagi ng Services 25 50

2 The Listening Centerl ENT Services 25 75
3
4
5
6
7
8
9
10
11
12
13

DAA
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Schedule H (Form 990) 2019~ Candl er Hospital, |nc. 58- 0593388 Page 3
Part V Facility Information
Section A. Hospital Facilities = o} o] § ol =3
ezl 2|81 58|~ 8
(list in order of size, from largest to smallest—see instructions) g g g § :_, § il S
o o >| o =
How many hospital facilities did the organization operate during g é 2|3 8| ® 5
the tax year? _ 1 g % 1;3_) E % F
. . . » <
Name, address, primary website address, and state license number s g Faciity
(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 Candler Hospital, Inc.
5353 Reynol ds Street
Savannah GA 31405- 6015
WwWw. Sj chs. org
025-532 X[ X X SNE

DAA
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Schedule H (Form 990) 2019 Candl er Hospital, | nc. 58- 0593388 Page 4
Part V Facility Information (continued)
Section B. Facility Policies and Practices
(complete a separate Section B for each of the hospital facilities or facility reporting groups listed in Part V, Section A)
Name of hospital facility or letter of facility reporting group Candl er Hospital, |nc.
Line number of hospital facility, or line numbers of hospital
facilities in a facility reporting group (from Part V, Section A): 1
Yes | No
Community Health Needs Assessment
1 Was the hospital facility first licensed, registered, or similarly recognized by a state as a hospital facility in the
current tax year or the immediately preceding tax year? . 1
2 Was the hospital facility acquired or placed into service as a tax-exempt hospital in the current tax year or
the immediately preceding tax year? If "Yes," provide details of the acquisition in SecionCc 2
3 During the tax year or either of the two immediately preceding tax years, did the hospital facility conduct a
community health needs assessment (CHNA)? If "No," skip to fine 12 ... 3 | X
If “Yes,” indicate what the CHNA report describes (check all that apply):
a ﬁ A definition of the community served by the hospital facility
b X Demographics of the community
[ X Existing health care facilities and resources within the community that are available to respond to the
___ health needs of the community
d X How data was obtained
e X The significant health needs of the community
f X Primary and chronic disease needs and other health issues of uninsured persons, low-income persons,
and minority groups
g The process for identifying and prioritizing community health needs and services to meet the
community health needs
h The process for consulting with persons representing the community's interests
i The impact of any actions taken to address the significant health needs identified in the hospital
facility's prior CHNA(S)
i Other (describe in Section C)
4 Indicate the tax year the hospital facility last conducted a CHNA20 Lg
5 In conducting its most recent CHNA, did the hospital facility take into account input from persons who represent
the broad interests of the community served by the hospital facility, including those with special knowledge of or
expertise in public health? If “Yes,” describe in Section C how the hospital facility took into account input from
persons who represent the community, and identify the persons the hospital facility consuted 5 | X
6a Was the hospital facility's CHNA conducted with one or more other hospital facilities? If "Yes," list the other
hospital facilities in Section C 6a | X
b Was the hospital facility's CHNA conducted with one or more organizations other than hospital facilities? If "Yes,"
st the other organizations in Section C 6b | X
7 Did the hospital facility make its CHNA report widely available to the public? 7 [ X
If “Yes,” indicate how the CHNA report was made widely available (check all that apply):
a Hospital facility's website (list url): VMMV, Si chs. or o]
b Other website (list url):
[ Made a paper copy available for public inspection without charge at the hospital facility
d . Other (describe in Section C)
8 Did the hospital facility adopt an implementation strategy to meet the significant community health needs
identified through its most recently conducted CHNA? If "No," skip to line22 8
9 Indicate the tax year the hospital facility last adopted an implementation strategy20 Lg
10 Is the hospital facility's most recently adopted implementation strategy posted on a website? 10
a If“ves, (isturl):_ht t ps: // www. Sj chs. or g/ why- sj chs/ commun
b If “No,” is the hospital facility's most recently adopted implementation strategy attached to this retun? 10b X
11 Describe in Section C how the hospital facility is addressing the significant needs identified in its most
recently conducted CHNA and any such needs that are not being addressed together with the reasons why
such needs are not being addressed.
12a Did the organization incur an excise tax under section 4959 for the hospital facility's failure to conduct a
CHNA as required by section 50L0)@)? 12a X
b If “Yes” to line 12a, did the organization file Form 4720 to report the section 4959 excise tax? 12b
c If “Yes” to line 12b, what is the total amount of section 4959 excise tax the organization reported on Form
4720 for all of its hospital facilities? $

DAA
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Schedule H (Form 990) 2019~ Candl er Hospital, |nc. 58- 0593388 Page 5
Part V Facility Information (continued)
Financial Assistance Policy (FAP)

Name of hospital facility or letter of facility reporting group Candl er Hospital, |nc.

Yes | No

Did the hospital facility have in place during the tax year a written financial assistance policy that:
13 Explained eligibility criteria for financial assistance, and whether such assistance included free or discounted care? ... .. ... ... .. 13 | X
If “Yes,” indicate the eligibility criteria explained in the FAP:
a Federal poverty guidelines (FPG), with FPG family income limit for eligibility for free care of250 %
and FPG family income limit for eligibility for discounted care of 500 %
Income level other than FPG (describe in Section C)

b
c X Asset level
d X Medical indigency
e X Insurance status
f [X| underinsurance status
g W Residency
h : 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):

by mail)

The FAP application form was available upon request and without charge (in public locations in the

hospital facility and by mail)

A plain language summary of the FAP was available upon request and without charge (in public

locations in the hospital facility and by mail)

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

the FAP, by receiving a conspicuous written notice about the FAP on their billing statements, and via

conspicuous public displays or other measures reasonably calculated to attract patients' attention

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

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

j |_| Other (describe in Section C)

Schedule H (Form 990) 2019
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Schedule H (Form 990) 2019~ Cand| er Hospital, |nc. 58- 0593388 Page 6
Part V Facility Information (continued)

Billing and Collections

Name of hospital facility or letter of facility reporting group Candl er Hospital, |nc.

Yes | No

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

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

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

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

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

d| | Actions that require a legal or judicial process

| | Other similar actions (describe in Section C)

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

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

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

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

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

d [ | Actions that require a legal or judicial process

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

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

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

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

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

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

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

Other (describe in Section C)

None of these efforts were made

Policy Relating to Emergency Medical Care

- 0 QO O T

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) 2019
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Schedule H (Form 990) 2019~ Candl er Hospital, |nc. 58- 0593388 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 Candl er Hospital, |nc.
Yes | No
22 Indicate how the hospital facility determined, during the tax year, the maximum amounts that can be charged
to FAP-eligible individuals for emergency or other medically necessary care.
a |:| The hospital facility used a look-back method based on claims allowed by Medicare fee-for-service
during a prior 12-month period
b The hospital facility used a look-back method based on claims allowed by Medicare fee-for-service and
all private health insurers that pay claims to the hospital facility during a prior 12-month period
[ |:| The hospital facility used a look-back method based on claims allowed by Medicaid, either alone or in
combination with Medicare fee-for-service and all private health insurers that pay claims to the hospital
facility during a prior 12-month period
d |:| The hospital facility used a prospective Medicare or Medicaid method
23 During the tax year, did the hospital facility charge any FAP-eligible individual to whom the hospital facility
provided emergency or other medically necessary services more than the amounts generally billed to
individuals who had insurance covering such care? ... ... .. .. .. 23 X
If “Yes,” explain in Section C.
24 During the tax year, did the hospital facility charge any FAP-eligible individual an amount equal to the gross
charge for any service provided to that individual? ... ... .. . . 24 X
If “Yes,” explain in Section C.

DAA
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Schedule H (Form 990) 2019~ Candl er Hospital, |nc. 58- 0593388 Page 8
Part V Facility Information (continued)

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

Facility 1, Candler Hospital, Inc. - Part V, Line 3e

The prioritization of significant health needs of the comunity is

identified and the nethodology for prioritizing each need is descri bed on

page 35 of the 2019 CHNA

Facility 1, Candler Hospital, Inc. - Part V, Line 5

St. Joseph's/Candler (SJ/C) partnered with the Coastal GCeorgica Indicators
Coalition (CAdCQ, Chatham County Safety Net Planning Council (CCSNPC) and
Heal thy Savannah's Racial and Ethics Approaches to Community Health (REACH)

team to get feedback directly from the Chatham County comunity incl udi ng

the broader conmmunity residents, vulnerable popul ations including the poor,

un/ under insured, H spanics and honel ess. These partnershi ps al so provi ded

direct access to public health officials, governnent officials and

comunity | eaders with special expertise in combatting the health and

social challenges of the comunity. These coll aborative groups along wth

the city and county governnents and many other organi zations are nenbers of

the CA C and participated in the devel opnent of the Chatham County

Community Blue print, a public process to identify and address conpl ex

community health and social service needs. CdC and CCSNPC assisted SJ/C

in prioritizing the health and social determ nants of health SJ/C woul d

address in the upcom ng three vyears.

Specifically, in conducting the Community Health Needs Assessnent for 2019,

SJ/C used the CA C to get direct community feedback from their Chat ham

County Speaks Again survey. The survey was conducted in 2018 and the report

published in 2019. A total of 1,597 conpl eted surveys were obtai ned: 441

(289 web surveys and 1,156 (72% paper surveys. Total response rate was

Schedule H (Form 990) 2019
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Schedule H (Form 990) 2019~ Candl er Hospital, |nc. 58- 0593388 Page 8
Part V Facility Information (continued)

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

5.3% The 2018 sanple has just under 300 responses fewer than from the 2015

survey (6.3% response rate).

G ven the number of responses and the county popul ation, the 95% confi dence

interval for a given response is +/- 2.4 percentage points. At the district

level, the margin of error ranges from +/-5.5%in Dstrict 4 to +/- 9% in

D strict 5.

In addition to the using the survey data, the CAdC held community foruns in

all eight districts throughout Chatham County. SJ/C hired CdC to hold

addi tional health foruns, but because of the poor attendance, Cd C and the

REACH t eam devel oped additi onal health surveys which were avail able by

paper or through access on the web. Surveys were available in Engli sh and

in Spani sh. The additional surveys resulted in another 295 responses,

|argely from vul nerabl e popul ati ons who conpleted the surveys at SJ/Cs St

Mary's free clinic, the Chatham County Health departnent and J. C. Lew s

Primary Care Centers. Al focus on providing care for the un/under insured

popul ations. Only the Chatham County Health departnent is open to the

broader conmunity.

Facility 1, Candler Hospital, Inc. - Part V, Line 6a

Sai nt Joseph's Hospital, Inc.

11705 ©Mercy Boul evard
Savannah, GA 31419-1711

Sai nt Joseph's Hospital and Candler Hospital's joint Comunity Health Needs

Assessnment and | npl enentation Plan can be found on St. Joseph's/Candler's

website at https://ww.sjchs. orqg/docs/ def aul t - sour ce/ def aul t - docunent -

library/sjc chna 2019.pdf and https://ww.sjchs. org/docs/default-

Schedule H (Form 990) 2019
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Schedule H (Form 990) 2019~ Candl er Hospital, |nc. 58- 0593388 Page 8
Part V Facility Information (continued)

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

sour ce/ def aul t -docunent-1i brary/sjc 2019 i npl enentati on pl anl. pdf ?

sfvrsn=6686340c 2, respectively.

Facility 1, Candler Hospital, Inc. - Part V, Line 6b

SJ/C strongly believes collaborating with others to identify and address

health and the social determ nants of health results in better outcones and

better coordination of limted resources to address conplex health and

social problens. The coll aborating partners for 2019 included the Coastal

Ceorgia Indicators Coalition (CAdC and Healthy Savannah's REACH team C4dC

is a collaborative conprised of conmmunity nenbers and advocates wor ki ng

t oget her through a conprehensi ve, coordi nated approach for planni ng and

accountability and serves as a resource for agencies addressi ng overal

health and well -being while |everaging resources for comunity initiatives.

Heal t hy Savannah and the YMCA of Coastal Georqgia received a Center for

D sease Control (CDC) Racial and Ethics Approaches to Community Health

(REACH) grant. This grant funded analysis of all the survey data by Next

Step Consulting. Next Step consulting provided a Ph.D. project |eader and

group of qgraduate students to acconplish the work.

Facility 1, Candler Hospital, Inc. - Part V, Line 11

Many health and social needs were identified again in the 2019 Conmunity

Healt h Needs Assessnent. Despite the many chall enges, Chatham County is

fortunate to have a nunber of health and social service organi zati ons who

work coll aborative to address the community's nost pressing needs. The

hospitals, health departnent, CAd C, CCSNPC, the United Wy, nunicipa

governnents and schools of higher |earning work individually and

Schedule H (Form 990) 2019

DAA



77630CAHOSP

Schedule H (Form 990) 2019~ Candl er Hospital, |nc. 58- 0593388 Page 8
Part V Facility Information (continued)

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

coll aboratively to address the nost significant health and social needs of

the community. It would be inpossible for any single organization to

address all the identified needs. To that end, SJ/C,_ with the help of CAdC

and CCSNPC reviewed the identified needs and prioriti zed whi ch needs the

hospitals would address, and which they would not address and why.

Schedule H (Form 990) 2019
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Schedule H (Form 990) 2019 Candl er Hospital, |nc. 58- 0593388 Page 9
Part V Facility Information (continued)

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

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

How many non-hospital health care facilities did the organization operate during the tax year? 1

Name and address Type of Facility (describe)
1 Candler Hospital SNF
5353 Reynol ds Street

Savannah GA 31405- 6015 | SNF

Schedule H (Form 990) 2019
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Part VI  Supplemental Information

Provide the following information.

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

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

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

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

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

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

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

Part |, Line 6a - Related Organization Infornation

The Hospital's community benefit report is reported as part of the conbi ned

annual report prepared by St. Joseph's/Candler Health System |Inc

Part |, Line 79 - Subsidized Health Services Expl anation

This section includes nobile outreach services which provide free

screenings in the community, as well as other subsidized care in hone care

services, assisted living/nursing honme care, dialysis services, outpatient

palliative care and the supply of durable nedical equipnent and suppli es.

Part |, Line 7 - Costing Mthodol ogy Expl anati on

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

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

2008".

Part Il - Community Building Activities

St. Joseph's/Candler (SJ/C believes that good health is nore than freedom

from di sease. ood health includes worthy enpl oynent, good education, safe

Schedule H (Form 990) 2019
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Schedule H (Form 990) 2019 Candl er Hospital, | nc. 58- 0593388 Page 10
Part VI  Supplemental Information

Provide the following information.

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

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

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

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

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

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

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

hones/ nei ghbor hoods and advocacy. Additionally, SJ/C is concerned with the

whol e person, which includes spiritual care.

Wth eight full-tine chaplains - nore than any other hospital in the state

of CGeorgia - SJ/C provides pastoral care outreach to anyone seeking

assi stance (as reported in the Community Health | nprovenent Services).

Such unrei nbursed services provide necessary spiritual support for nmany

under served citizens who are without a church hone or access to a mnister

This assistance includes burial services, officiating at weddi ngs, one-

on-one counseling services and other Ecunenical services, such as baptisns.

SJ/C African-Anerican Health Infornati on and Resource Center, recently

cel ebrated 20 years of service to the broader and vul nerable conmunities.

The Center provides free conputer classes, an internet center, exercise

classes and culturally conmpetent health infornation and education

SJ/ C supports education as a neans to a good paying job. The

System fully funds the St. Mary's GED program a partnership w th Savannah

Techni cal Coll age and summer canp for young children. St. Mary's al so

provides a workforce counselor to assist clients with resune witing,

enpl oynent search assistance, interviewing skills and soft skills training.
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Provide the following information.

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

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

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

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

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

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

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

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

Anounts included on Part 11l Line 2 represent the anount of charqges

consi dered uncollectible after reasonable attenpts to collect, and witten

off to bad debt expense.

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

The fiqure on Part 11l line 3 represents managenent's estinate

(approxi nately 209% based on an analysis of self pay patients' ability to

pay their outstanding account. This analysis includes review ng the

patient's credit history, incone |levels and overall collectibility of the

account.

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

See pages 32-33 for the discussion of uninsured patients and bad debts

included in the Patient Service Revenue footnote in the audited financia

statenents attached.
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Provide the following information.

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

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

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

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

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

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

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

Part IlIl, Line 8 - Mdicare Expl anati on

Medi care allowable costs are conputed in accordance with cost reporting

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

related requlations. Indirect costs are allocated to direct service areas

using the nost appropriate statistical basis.

Part IIl, Line 9b - Collection Practices Expl anation

Patient financial counselors visit patients who have no

insurance, limted coverage and Mdicaid patients wthout

suppl enental insurance to discuss assistance and refer

t hose patients to our Mdicaid eligibility vendor who

screens these patients for Mdicaid and other federal,

state or local prograns for assistance. Custoner service

at the Hospital and at extended busi ness office, which

does self-pay billing and collection, inform patients

about our financial assistance program and assist themin

maki ng an application. Billing statenents provide a

nessage and tel ephone nunber to call if the patient has
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Provide the following information.

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

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

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

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

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

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

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

difficulty naki ng paynent. For patients who qualify for

charity care and full financial assistance, there is no

financial obligation. For those who qualify for parti al

financi al assistance, collection procedures follow the

sane process as all other patients who are responsible for

unpai d bal ances. Those patients who have not nmade paynent

arrangenents for their remaining bal ances are sent letters

when they are past due 30, 60, and 90 days. | f paynent

arrangenents are still not nade after 90 days, then those

accounts are referred to collections. Before referral to

a collection agency, any account $2,500 or larger is

scored for ability to pay (using Experian), and if

the patient qualifies for charity care or full financial

assi stance, the account is witten off as presunptive

eligibility and not referred to the agency.

Part VI, Line 2 - Needs Assessnent

St. Joseph's/Candler Health System Inc. continually conducts vari ous types
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Provide the following information.

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

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

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

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

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

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

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

of assessnents to determne the comunity's needs for health and personal

support services. Qur System coll aborates with numerous not-for-profit

agencies and prograns to extend and strengthen our mssion. Qur prograns

are successful due in large part because of these coll aborations. Sone

exanpl es include: the Chatham County Safety Net, Gty of Savannah's Step-Up

Poverty Reduction Initiative, Arnstrong Atlantic State University, Savannah

Techni cal Coll ege, Savannah Econom c Devel opnent Authority, and nany nore.

Many of our System co-workers are also involved at every | evel of the

community through their work as System representatives on not-for-profit

boards such as: Anerican Heart Association, the United Wy, MdBank,

Inc., Wesley Community Center, and Safe Shelter of Savannah. St.

Joseph' s/ Candler also solicits input on conmunity needs from commnity

| eaders, professionals and nenbers who participate on outreach advisory

boar ds. S)/Cs African Anerican Health Information & Resource Center, Good

Sanaritan inic, Snart Senior, St. Mary's Comunity Center and St. Mary's

Health Center have individual advisory boards conprised of those persons

who have special interest, skills, know edge and enthusi asm about the

prograni s uni que services. Program foruns at each outreach site al so
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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.
provide direct feedback fromthe clients who use their services. This

ensures each site continues to provide a service the comunity needs and

benefits from

Wth our partners, we listen to our patients and clients, as well

asS access

exi sting needs assessnents and studies in order to determ ne the

community's nost pressing needs. St. Joseph's/Candl er uses federa

information and reports from agencies such as the U S. Census Bureau and

Bureau of Labor Statistics, as well as resources such as Coast al

Ceorgi a

| ndi cator's dat abase which

i ncluding nore than 100 health and soci a

determ nant of health indicators; daritas and "Denographi cs Now'

t hat

provide a wide array of denoqgraphics, household incone and services, retai

outlets, etc. in defined zip codes. This infornmation, conbined with our

extensi ve coll aborations and our role as a leader in the community,

provides us the neans to understand and address the comunity's needs and

ensures our

outreach prograns are focused on the popul ati ons who need our

services the nost.

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

DAA
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Provide the following information.

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

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

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

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

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

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

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

Custoner service personnel at the Hospitals and St. Joseph's/Candler's

ext ended business office inform patients about our financial assistance

program and assist them in naking an application. For patients who have no

insurance, limted coverage, and Medicaid patients w thout suppl enenta

i nsurance, patient financial counselors discuss the financial assistance

and vari ous governnent benefits which nay be available to them Pati ent

financial counselors also refer appropriate patients to a Mdicaid

eligibility vendor who screens them for Mdicaid and other federal, state,

or local prograns for assistance. St. Joseph's/Candler posts financia

assi stance contact information on its website. Upon adm ssion to the

Hospital, patients are provided the "@Qide to Your Hospital Bill", which
inforns them how to understand their bill, as well as a summary of the
Hospital's financial assistance policy. In addition, the billing

statenents sent to patients provide a nessage and financial assistance

contact infornation in the event the patient has difficulty paying the

bal ance due.

Part VI, Line 4 - Community |Infornmation
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Provide the following information.

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

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

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

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

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

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

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

St. Joseph's/Candler is located in Savannah, GA. Savannah is the ol dest

city in GA and the county seat of Chatham County. St. Joseph's/Candler's

2019 Community Health Needs Assessnent defined Chatham County as the

prinmary service area for the System

Chat ham County is |location on the southeast coast of United States in

Ceorqgia. The total estinmated population in 2018 is 294, 365 people. There

are an estimated 115,565 households with 72,833 famlies in Chatham County.

Caucasi ans nake up the nmjority of the population at 51% foll owed by

Bl ack/ Afri can Anericans at 40% The | argest percentage of the popul ati on

falls into the 25-34 year-old age droup.

The nedi an household incone is $52,215. Approximately 47% of residents are

honeowners. Approxi mately 50% of those who rent are burdened with nore than

30% of their incone going to rent.

Approxi mately 65% of the popul ati on age 25+ has sone coll ege experience or

sone type of deqgree.

Approxi mately 12% of famlies |live below the poverty level in the county.

Fenale |life expectancy is 79.6 vears while nale |life expectancy is 74.3

years.
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Provide the following information.

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

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

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

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

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

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

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

The | eadi ng causes of death include cancer, heart disease, and stroke.

H gh bl ood pressure, arthritis and di abetes are anong the top chronic

di seases in the county. Breast and |ung/bronchial cancers |ead the nunber

of cancer cases in the county.

More than 50% of the popul ation received routine dental care in the past

vear and nore than 75% reported having routi ne nedi cal checkup.

Adults 18-64 have an 81% insured rate. Children 19 and under have a 95%

i nsured rate.

Part VI, Line 5 - Pronotion of Community Health

Al of St. Joseph's/Candler's healthcare facilities, including its

hospitals, further their exenpt purposes by pronoting the health in our

comunity in a variety of ways as well as those already described in

Schedule H and St. Joseph's/Candler's Community Benefit Report. The

governing bodies of all of our organizations are primarily conpri sed of

persons who are not enpl oyees, contractors (nor famly nenbers thereof),

and who reside in St. Joseph's/Candler's prinary service area. The

Hospitals' nedical staffs are open to all qualified physicians in the
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Provide the following information.

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

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

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

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

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

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

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

r egi on. For those physicians in the region who do not have privil eges, St.

Joseph' s/ Candl er provides a process for admtting patients via the

hospitalists or through other physicians.

Funds received from the operations of St. Joseph's/Candler's hospitals and

facilities (after operating expenses) are used to support various outreach

efforts described in Schedule H and the Community Benefit Report: to

further inprovenent in patient care by providing nedical education to

pati ents and the community, conducting research, and inplenenting

technology that not only provides the latest in treatnent, but allows

patients to receive high quality care in their own comunity and all ows us

to continually inprove patient safety by inplenenting technol ogy that

prevents nedication errors, etc.

In order to specifically assist low income elderly and disabled citizens to

remain in their own hones and avoid institutional nursing hone care, these

needs have been net by the Georgia Infirmary in two ways: 1) providi ng

direct service, and 2) advocating at state and national |evels for programns

that will serve the needs of these citizens. Georgia Infirnary provides

services to such persons through an adult day care center since 1974.
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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.

Ceorgia Infirmary's housing nmanagenent services operates subsidized housing

for elderly and disabled persons to recognize that comuni ty-based health

only works if beneficiaries have safe, affordable hones. Ceorgia

Infirmary's nationally recogni zed source program for case nanagenent and

prinmary care physician services for elderly and di sabled persons was a

response to needs discovered in housing and day services clients for

coordi nated nedical care and accountable personal support services. It is

a collaborative effort of approxinmately 105 physicians across 16 sout heast

Ceorgia counti es.

Part VI, Line 6 - Affiliated Health Care System

St. Joseph's/Candler Health System Inc. (Systen), a not-for-profit

nmenbership corporation, was forned in 1997 under a Joint Operating

Agreenent entered into between Candler Hospital, Inc. (CH), Saint Joseph's

Hospital, Inc. (SJH) and their various respective affiliates, such that the

System becane the parent orqgani zation of CH SJH and the affiliates. The

Sisters of Mercy of the Anericas, Inc. (SMA) is the sole nenber of the

Syst em
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Provide the following information.

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

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

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

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

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

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

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

The System operates a conprehensive inteqrated healthcare network and

serves as the controlling body of its affiliated entities as foll ows:

CHis a not-for-profit corporation, of which the Systemis the sol e nenber

establi shed to provide conprehensive health care services through the

operation of a 384-bed acute care hospital in Savannah, CGeorgia. CH is the

sole nenber of and operates SJC Oncology Services - Ceorgia, LLC in
Savannah, GCeorgia, SJC Oncology Services - South Carolina, LLC in Hlton
Head, South Carolina, Candler Medical Oncology Practice, LLC Candl er

ENT Practice, LLC and SJ/SC Cardiology LLC, all of which are single nenber

LLC s that provide advanced radi ati on oncoloqgy and other specialized

servi ces.

SJHis a not-for-profit corporation, of which the Systemis the sole

nenber, established to provide conprehensive health care services through

the operation of a 330-bed acute care hospital in Savannah, Ceorgia. SJH is

the sole nenber of and operates St. Joseph's Medical Goup, LLC, and St.

Schedule H (Form 990) 2019

DAA



77630CAHOSP

Schedule H (Form 990) 2019 Candl er Hospital, | nc. 58- 0593388 Page 10
Part VI  Supplemental Information

Provide the following information.

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

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

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

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

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

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

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

Joseph's Cardiology Goup, LLC SJC Electrophysioloqy, LLC and St.

Joseph's Vascular Goup, LLC, all of which are single nenber LLC s that

provi de specialized physician services.

SJC Hone Health, Inc. (Home Health) is a not-for-profit corporation, of

which the Systemis the sole nenber, established to provide honme health

services in a twenty-one county area in southeast Georqia.

Ceorqgia Infirmary, Inc. (Infirnary) is a not-for-profit corporation, of

which the Systemis the sole corporate nenber. The System shall have, and

may exercise wth respect to the Infirmary, all rights and authorities

granted by law to nenbers of nonprofit corporations in Georgia or the

bylaws of the Infirmary, except that the System does not have the authority

to change the mssion of the Infirnary as outlined in the Infirnmary's

original Articles of Incorporation. In the event of any nerger or sale of

substantially all of the assets of the System all nenbership interest of

the Systemin the Infirnmary shall be deened surrendered by the System and

reverted to the Infirnmary. The Infirmary is an adult day heal th provider

Schedule H (Form 990) 2019

DAA



77630CAHOSP

Sch

edule H (Form 990) 2010~ Candl er Hospital, |nc. 58- 0593388 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.

and al so provides a case managenent program to inprove health outcones for

elderly or disabled Medicaid recipients with chronic nedical conditions.

SJC Ventures, Inc. (SJCV) is a for-profit corporation and wholly owned

stock subsidiary of the System orqgani zed to be the sole shareholder of SJC

Medical Group, Inc., SJC Properties, Inc. and SJIC Health Services, |nc.

thereby creating an affiliated group of corporations eligible to report on

a consolidated basis for federal incone tax purposes within the neani ng of

the Internal Revenue Code of 1986, as anended.

SJC Medical Goup, Inc. (SICM35 is a for-profit corporation which owns,

operates, and nanages physician practices, in addition to performng

billing services, of which SICV is the sol e sharehol der

SJC Properties, Inc. (Properties) is a for-profit corporation, wholly owned

by SJCV, which owns and develops certain real estate and manages severa

nedi cal office buildings.

Schedule H (Form 990) 2019
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Schedule H (Form 990) 2019 Candl er Hospital, | nc. 58- 0593388 Page 10
Part VI  Supplemental Information

Provide the following information.

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

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

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

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

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

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

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

SJC Health Services, Inc. (Health Services) is a for-profit corporation,

wholly owned by SICV, organized to further the health care delivery system

of the System Health Services naintains a controlling interest in
SJCO Wayne Medical Oncology, LLC and St. Joseph’s/Candler U gent Care
Centers, LLC

Ceechee Rei nsurance Conpany, LLC (CGeechee) is a captive insurance conpany

forned under the laws of the State of South Carolina to insure the general

and professional liability risks of the System Geechee is organi zed as a

single menber LLC with the System as its sol e nenber.

St. Joseph' s/ Candl er Advocate Health Network, LLC (AHN) operates as a

clinically integrated network for the purpose of contracting with payers as

an accountable care organization. AHN is organi zed as a single nenber LLC

wth the Systemas its sole nenber. Duri ng 2019, AHN ceased operations and

di sposed of all its assets.

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

Schedule H (Form 990) 2019
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Schedule H (Form 990) 2019 Candl er Hospital, | nc. 58- 0593388 Page 10
Part VI  Supplemental Information

Provide the following information.

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

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

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

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

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

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

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

Ceorgi a

Schedule H (Form 990) 2019
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SCHEDULE | Grants and Other Assistance to Organizations, OMB No. 15450047
(Form 990) Governments, and Individuals in the United States 2019
Complete if the organization answered "Yes" on Form 990, Part IV, line 21 or 22.
Department of the Treasury . U Attach to Form 990. ) ] Open to PUblIC
Internal Revenue Service u Go to www.irs.gov/Form990 for the latest information. Inspection
Name of the organization Employer identification number
Candl er Hospital, Inc. 58- 0593388
Part | General Information on Grants and Assistance
1 Does the organization maintain records to substantiate the amount of the grants or assistance, the grantees’ eligibility for the grants or assistance, and
the selection criteria used to award the grants Or @SSIStaNCE? . ... ... .. ... . Yes |:| No

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

Part Il Grants and Other Assistance to Domestic Organizations and Domestic Governments. Complete if the organization answered “Yes” on Form 990,
Part IV, line 21, for any recipient that received more than $5,000. Part Il can be duplicated if additional space is needed.

1 (@) Name and address of organization (b) EIN (S%)C{EE (d) Amount of cash (e) Amount of non- B)ogﬂketf&?ﬁvof;all:;tsig? (g) Description of (h) Purpose of grant
or government (it applicable) grant cash assistance " other) PPIASE | oncash assistance or assistance

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

3 Enter total number of other organizations listed in the line 1 table u

For Paperwork Reduction Act Notice, see the Instructions for Form 990. Schedule | (Form 990) (2019)
DAA



77630CAHOSP

Schedule | (Form 990) (2019) Candl er

Hospital, |nc.

58- 0593388

Page 2

Part Il Grants and Other Assistance to Domestic Individuals. Complete if the organization answered “Yes” on Form 990, Part 1V, line 22.

Part lll 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 Manmoqr aphy

i ndi gent prog

622

/8, 366

2 Pharnacy Schol arship

41

57,185

3

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) (2019)
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Supplemental Information
SCHEDULE |

(Form 990) For calendar year 2019, or tax year beginning 07/ 01/ 19 ,andendng 06/ 30/ 20 2019

Employer identification number

Name of the organization

Candl er Hospital, Inc. 58- 0593388

Speci alist. Foundation Executive Director reviews master bill according to
Note that the Foundation’s board is aware that sone nonth's billings may




77630CAHOSP

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

OMB No. 1545-0047

2019

Open to Public

Department of the Treasury ) u Attach to Form 990. ) . Inspection
Internal Revenue Service uGo to www.irs.gov/Form990 for instructions and the latest information.
Name of the organization Employer identification number
Candl er Hospital, Inc. 58- 0593388
Part | Questions Regarding Compensation
Yes No
la Check the appropriate box(es) if the organization provided any of the following to or for a person listed on Form
990, Part VII, Section A, line 1a. Complete Part Ill to provide any relevant information regarding these items.
First-class or charter travel Housing allowance or residence for personal use
Travel for companions Payments for business use of personal residence
Tax indemnification and gross-up payments Health or social club dues or initiation fees
Discretionary spending account Personal services (such as maid, chauffeur, chef)
b If any of the boxes on line 1a are checked, did the organization follow a written policy regarding payment
or reimbursement or provision of all of the expenses described above? If "No," complete Part lll to
OXDIAIN 1 | X
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
LB 2 | X
3 Indicate which, if any, of the following the organization used to establish the compensation of the
organization’s CEO/Executive Director. Check all that apply. Do not check any boxes for methods used by a
related organization to establish compensation of the CEO/Executive Director, but explain in Part llI.
Compensation committee Written employment contract
Independent compensation consultant Compensation survey or study
. Form 990 of other organizations Approval by the board or compensation committee
4 During the year, did any person listed on Form 990, Part VII, Section A, line 1a, with respect to the filing
organization or a related organization:
a Receive a severance payment or change-of-control payment? 4a
Participate in, or receive payment from, a supplemental nonqualified retrement plan? 4b | X
Participate in, or receive payment from, an equity-based compensation arrangement? 4c
If "Yes" to any of lines 4a—c, list the persons and provide the applicable amounts for each item in Part Il
Only section 501(c)(3), 501(c)(4), and 501(c)(29) organizations must complete lines 5-9.
5 For persons listed on Form 990, Part VII, Section A, line 1a, did the organization pay or accrue any
compensation contingent on the revenues of:
a The Organization? 5a X
b Any related organization? sb X
If “Yes” on line 5a or 5b, describe in Part lIl.
6 For persons listed on Form 990, Part VII, Section A, line 1a, did the organization pay or accrue any
compensation contingent on the net earnings of:
a The Organization? 6a X
b Any related organization? 6b X
If “Yes” on line 6a or 6b, describe in Part lIl.
7 For persons listed on Form 990, Part VII, Section A, line 1a, did the organization provide any nonfixed
payments not described on lines 5 and 67 If “Yes,” describe in Part Il 7 X
8 Were any amounts reported on Form 990, Part VII, paid or accrued pursuant to a contract that was subject
to the initial contract exception described in Regulations section 53.4958-4(a)(3)? If “Yes,” describe
N PA I 8 X
9 If "Yes" on line 8, did the organization also follow the rebuttable presumption procedure described in
Regulations section 53.4958-6(C)2 . . . . . ..t e 9

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

Schedule J (Form 990) 2019
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Schedule J (Form 990) 2019

Candl er

Hospi t al ,

I nC.

58- 0593388

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 compensation

(C) Retirement and

(D) Nontaxable

(E) Total of columns

(F) Compensation

(A) Name and Title o | O B feenive | () e comparsaton OO | etemecion por
compensation Form 990
Paul P. H nchey O . 554,203, 167,441 9,000 ... 0. ... 29,2401 759,974 0
1 President & CEO (i) 401, 320 121, 251 6, 582 0 21,173 550, 326 0
Wlliam E. R chards O 693,991 ... 0. ... 250,000 .. 0. ... 30,215 974,206\ ... 0
2 Radi ati on Oncol ogi st (i) 0 0 0 0 0 0 0
John Pabl o O . 733,454/ 203,800| ... 9. ... 0. ... 31,7541 969,008 ... 0
3 Direct or - Oncol ogy (i) 0 0 0 0 0 0 0
Joshua T. MKenzie O . 644,102, 108,000] .. ... 9. ... 0. ... 33,145 785,247\ . 0
4+ Radi ati on Oncol ogi st (i) 0 0 0 0 0 0 0
John L. Mkell O . 609,512/ 111,000] .. ... 9. ... 0. ... 28,5301 749,042\ 0
s Radi ati on Oncol ogi st (i) 0 0 0 0 0 0 0
Gregory J. Schaack O . 292, 761/ 73,936 Q. ... 11,0201 28,642) 406,359\ 0
s Trust ee/ CFO (i) 211,999 53, 540 0 7,980 20,741 294, 260 0
Kyle L. MCann O . 284,716/ 72,5000 Q. ... 11,020\ 18,992 | 387,228\ . 0
7 Q00 (i) 206, 174 52,500 0 7,980 13, 753 280, 407 0
Howard A Zaren O . 600,838/ ... O ... 9. ... 0. ... 40,5901 | 641,428\ ... 0
s MedDi r ect or - Oncol ogy (i) 0 0 0 0 0 0 0
Sherry A Danello O . 193,454 26,333 Q. ... 11,0201 39, 746] 270,993\ . 0
9 Trust ee/ VP (i) 140, 087 19, 068 0 7,980 28, 781 195, 916 0
Nol'an D. Hennessee O . 188,219 37,549 Q. ... 11,020\ 17,652 254,440\ 0
10 VP (i) 136, 296 27,191 0 7,980 12,783 184, 250 0
Thomas S. Pound O . 166,371 29,186\ ... Q. ... 11,0201 19,090 225,667\ . 0
1 Chai rman/ VP (i) 120, 475 21,134 0 7,980 13, 823 163, 412 0
Bradl ey Trowver O . 142,620) 21,092 q. ... 9,257 . 12,823| . 185, 792] ... 0
12 VP (i) 103, 277 15, 274 0 6, 703 9, 285 134, 539 0
Mary M Strand o 147,077 .. 29, 754\ 9. ... 0. ... 8,119/ . 184,9501 ... 0
13 VP (i) 106, 504 21, 546 0 0 5, 879 133, 929 0
Sr. Margie Beatty, RSM O . 133,021} 25,346\ Q. ... 11,0201 5,492 174,879] ... 0
14 VP (i) 96, 326 18, 354 0 7,980 3,977 126, 637 0
Julia Mkell, M O 135,178) . O ... 9. ... 0. ... 2,015 137,193) . 0
15 Trust ee/ Physi ci an (i) 97, 888 0 0 0 1, 459 99, 347 0
Gregory A Menke o 104,685 10,184\ q. ... 7,618 11,978| . 134, 465] 0
16 VP (i) 75, 807 7,374 0 5,517 8,674 97, 372 0

DAA

Schedule J (Form 990) 2019
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Schedule J (Form 990) 2019 Candl er Hospital, |nc. 58- 0593388 Page 3
Part 11l Supplemental Information

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

'CEO.receives the benefit and the amount is included in the CEOs taxable ... . . ... ...

Gegory J. Schaack ... 0. ... 19,000 . ... O
Kyle L. MeECann O ... 19,000 . ... O
Sherry A Danello 0. ... 19,000 . ... O
Nolan D. Hennessee . . .. .. .. ... 0. ... 19,000 . ... O
Thomas S. Pound . . 0. ... 19,000 . ... O
Bradley Trower . 0. ... 15,960 ... O
Sr.. Margie Beatty, RSM. ... . O ... 19,000 ... O
Gegory A Menke . 0. ... 0,315 O

Part 111 - O her Additional | nformBt i ON

Schedule J (Form 990) 2019

DAA
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Schedule J (Form 990) 2019 Candl er Hospital, |nc. 58- 0593388 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.

recommendation to the Board for the CEQ Al bonuses are capped at a ... . .

and St. Joseph's Hospital. The organizations, however, submt 100% of her

Schedule J (Form 990) 2019

DAA
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Schedule J (Form 990) 2019 Candl er Hospital, |nc. 58- 0593388 Page 3
Part 11l Supplemental Information

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

conpensation to The Sisters of Mercy (SOVM for her services. Total anount

Schedule J (Form 990) 2019

DAA
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SCHEDULE L Transactions With Interested Persons OMB No. 1545-0047
(Form 990 or 990-EZ) U Complete if the organization answered “Yes” on Form 9_90, Part IV, line 25a, 25b, 26, 27, 28a, 2019
28b, or 28c, or Form 990-EZ, Part V, line 38a or 40b.
Department of the Treasury u Attach to Form 990 or Form 990-EZ. ) ) Open To Public
Internal Revenue Service U Go to www.irs.gov/Form990 for instructions and the latest information. Inspection
Name of the organization Employer identification number
Candl er Hospital, |nc. 58- 0593388
Part | Excess Benefit Transactions (section 501(c)(3), section 501(c)(4), and 501(c)(29) organizations only).
Complete if the organization answered “Yes” on Form 990, Part IV, line 25a or 25b, or Form 990-EZ, Part V, line 40b.
(b) Relationship between disqualified person and (d) Corrected?
1 (a) Name of disqualified person o (c) Description of transaction
organization Yes No

@)

@

&)

@

©)

(6)
2 Enter the amount of tax incurred by the organization managers or disqualified persons during the year

UNDEN SECHON 4958 . L us

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

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.
(@) Name of interested person (b) Relationship | (c) Purpose of | (d) Loan (e) Original (f) Balance due (g) In default?{ (h) Approved| (i) Written
with organization loan to or from| principal amount by board or | agreement?
the org.? committee?

To [From Yes | No |Yes | No [Yes | No

10
Total
Part lll 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 assistancd  (d) Type of assistance (e) Purpose of assistance
person and the organization

1
2
3

)
)
)
)

=

5
6

~

[e°)

9

(
(
(
(
(
(
(
(
(
10

(
F

)
)
)
)
)
0)
or

Paperwork Reduction Act Notice, see the Instructions for Form 990 or 990-EZ. Schedule L (Form 990 or 990-EZ) 2019
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Schedule L (Form 990 or 990-E2) 2019 Candl er Hospital, |nc. 58- 0593388 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.

) harin
(@) Name of interested person (b) Relationship between (c) Amount of (d) Description of transaction (e)OfS Osg 9

interested person and the transaction revenues?
organization Yes | No

1 John L. MKkell Trustee Son 749, 042| Enpl oyee X
2)
)
)
)
)
)
)
)
0)
Part V Supplemental Information.
Provide additional information for responses to questions on Schedule L (see instructions).

F—~ = =
w

=

I~
($3)

—
(=)

—

—~ =}~
© |

=

(

Schedule L, Part V - Additional Information

John Mkell is the son of Julia Mkell, MD., a Hospital Trustee, and is

enpl oyed and conpensated by the filing organi zation.

Schedule L (Form 990 or 990-EZ) 2019

DAA
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SCHEDULE O Supplemental Information to Form 990 or 990-EZ OMB No. 15450047
(Form 990 or 990-EZ) Complete to provide information for responses to specific questions on 2019
Form 990 or 990-EZ or to provide any additional information.
Department of the Treasury u Attach to Form 990 or 990-EZ. Open to Public
Internal Revenue Service u Go to www.irs.gov/Form990 for the latest information. Inspection
Name of the organization Employer identification number
Candl er Hospital, Inc. 58- 0593388

-Patient visitation: patients are visited and given a welcome packet wth

-Patient floors: assist staff with non-clinical chores.

-Ofice volunteer: assist volunteer office staff as needed. ... .

For Paperwork Reduction Act Notice, see the Instructions for Form 990 or 990-EZ. Schedule O (Form 990 or 990-EZ) (2019)
DAA
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Schedule O (Form 990 or 990-EZ) (2019) Page 2
Name of the organization Employer identification number
Candler Hospital, Inc. 58- 0593388

3). encourages and participates in health sciences research for treatnent of

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

~St. Joseph's/Candler Health System 1Inc. (System) is the sole nenber of the

Page 1 of 6

Schedule O (Form 990 or 990-EZ) (2019)

DAA
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Schedule O (Form 990 or 990-EZ) (2019) Page 2
Name of the organization Employer identification number
Candler Hospital, Inc. 58- 0593388

Hospital's nmedical and dental staff. ..
These actions inClude:

Page 2 of 6

Schedule O (Form 990 or 990-EZ) (2019)

DAA
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Schedule O (Form 990 or 990-EZ) (2019) Page 2
Name of the organization Employer identification number
Candler Hospital, Inc. 58- 0593388

At |east annually, and as deened necessary, the conflicts of interest
the Board to determne further actions needed. ... . ...

Page 3 of 6

Schedule O (Form 990 or 990-EZ) (2019)

DAA
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Schedule O (Form 990 or 990-EZ) (2019) Page 2
Name of the organization Employer identification number
Candler Hospital, Inc. 58- 0593388

statenent or answer any questions on the nmatter before |eaving. The

interested person W ll not vote on the matter that gives rise to the .

Page 4 of 6

Schedule O (Form 990 or 990-EZ) (2019)

DAA
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Schedule O (Form 990 or 990-EZ) (2019) Page 2
Name of the organization Employer identification number
Candler Hospital, Inc. 58- 0593388

Form 990, Part 1X Line 11g - Qher Fees for Services

TSRO $. 41,817 .8 305,665 ... $ 0.

demporary L abor

TSRO $ ...5679,610 . . ......% ... 111,942 ... $ 0.

T S

TSRO $...2,474,758 % .. O $ 0.
Page 5 of 6

Schedule O (Form 990 or 990-EZ) (2019)
DAA
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Schedule O (Form 990 or 990-EZ) (2019) Page 2
Name of the organization Employer identification number
Candl er Hospital, Inc. 58- 0593388
______________________ Tt al .
$ 52,900,619 $ 9,342,012 $ 0

Interest in Foundations ... ... $ ....206,186
Unrealized rate swap valuation gain. ... $ 68, 024
Equity transfers out . . $-2,497,939.
Unrealized change in derivatives ... $ -1,871,636
Tot al $ -4,095,365

Page 6 of 6

Schedule O (Form 990 or 990-EZ) (2019)

DAA
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SCHEDULE R
(Form 990)

Department of the Treasury
Internal Revenue Service

Related Organizations and Unrelated Partnerships

u Complete if the organization answered "Yes" on Form 990, Part IV, line 33, 34, 35b, 36, or 37.

u Attach to Form 990.

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

OMB No. 1545-0047

2019

Open to Public
Inspection

Name of the organization

Employer identification number

Candl er Hospital, Inc. 58- 0593388
Part | Identification of Disregarded Entities. Complete if the organization answered “Yes” on Form 990, Part 1V, line 33.
@ (b) © ) C) 0]
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) SJC Oncol ogy Services-GA, LLC
5353 Reynol ds Street 58- 1690520
o aavaRnal T GA 31405. 6018 Radi ol ogy A oH
(20 SJC Oncol ogy Services-SC, LLC
5353 Reynol ds Street 58- 1894698
o aavaRnal T GA 31405.6018 ncol ogy A oH
(3 Candler ENT Practice LLC
5353 Reynolds Street 46- 5647244
o aavaRnal T GA 314056016 ENT A oH
(4 Candler Medical Oncology Practice L
5353 Reynol ds Street 46- 5633323
o aavaRnal T GA 31405. 6016 ncol ogy A oH
(6) SJ/SC Cardiology LLC
5353 Reynolds Street 81-2136129
o aavaRnal T GA 314056018 Car di ol ogy A oH
Part Il Identification of Related Tax-Exempt Organizations. Complete if the organization answered “Yes” on Form 990, Part IV, line 34, because it had
one or more related tax-exempt organizations during the tax year.
@ o e © @ ) @ oo Section (gg.Z(b)(B)
Name, address, and EIN of related organization Primary activity Legal domicile (state Exempt Code section Public charity status Direct controlling controlled entity?
or foreign country) (if section 501(c)(3)) entity Yes No
(1 St. Joseph's/Candler Health System
5353 Reynolds Street 58- 2288758
o aavaRnal T GA 314056018 Myt A 501c 3 12¢ N A N
2 St. Joseph's Hospital, Inc.
11705 Mercy Bl vd. 58- 0568702
o avaniah GA 314191711 Acute Care A 501c 3 3 System N
3 SJC Hone Health Services, Inc.
5353 Reynolds Street 58- 1329042
o aavaRnal T GA 314056018 Home M th A 501c 3 10 System N
(4 Ceorgia Infirmary, Inc.
5353 Reynolds Street 58- 0668614
o aavaRnal T GA 314056018 dinic A 501c 3 10 System N
(5) Candl er Foundation, Inc.
5353 Reynolds Street 58- 1553254
o aavaRnal T GA 314056018 Foundat i on A 501c 3 12b System N

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

DAA

Schedule R (Form 990) 2019



77630CAHOSP

HEDULE R : : . OMB No. 1545-0047
(SF%rm 9%0) Related Organizations and Unrelated Partnerships
u Complete if the organization answered "Yes" on Form 990, Part IV, line 33, 34, 35b, 36, or 37. 2019
; . u Attach to Form 990. Open to Public
D O e eary u Go to www.irs.gov/Form990 for instructions and the latest information. Inspection
Name of the organization Employer identification number
Candl er Hospital, Inc. 58- 0593388
Part | Identification of Disregarded Entities. Complete if the organization answered “Yes” on Form 990, Part 1V, line 33.
@ (b) (c) (d) (e) ®
Name, address, and EIN (if applicable) of disregarded entity Primary activity Legal domicile (state Total income End-of-year assets Direct controlling
or foreign country) entity

(1 St Joseph's/Candler OB/ GYN Practice

~.....5353 Reynolds Street . ... . . . 82-2647012
Savannah GA 31405-6015 OB/ GYN GA CH
@
®
@
©)

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

@ ) © @ © 0 Section S2(6)(13)
Name, address, and EIN of related organization Primary activity Legal domicile (state Exempt Code section Public charity status Direct controlling controlled entity?
or foreign country) (if section 501(c)(3)) entity Yes No
(1 St. Joseph's Foundation of Savannah
......5353 Reynolds Street . .. 58- 1905195
Savannah GA 31405-6015 Foundat i on GA 501c3 12b System X
(@)
(€)
4
®)
For Paperwork Reduction Act Notice, see the Instructions for Form 990. Schedule R (Form 990) 2019

DAA
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77630CAHOSP
Schedule R (Form 990) 2019 Candl er Hospital, |nc. 58- 0593388
Part Il Identification of Related Organizations Taxable as a Partnership. Complete if the organization answered “Yes” on Form 990, Part IV, line 34,
because it had one or more related organizations treated as a partnership during the tax year.
@ (b) © C) © 0 @ () 0} 0 ®
Name, address, and EIN of Primary activity Legal Direct controlling _ Predominant Share of total Share of end-of- Dispro- Code V—UBI General or| Percentage
related organization domicile entity income (related, income year assets portionate amount in box 20 managing ownership
(state or exlémggtegbm alloc.? of Schedule K-1 partner?
foreign tax under (Form 1065)
country) sections 512-514) Yes| No Yes| No
1SIT AS Managenent, LLC
5353 Reynolds Street ..
Savannah GA31405- 6015 N A
46- 0748220 | magi ng GA|NA Excl uded 141,439 944, 244 X X| 25.00
@The Listening Center, LLC
5356 Reynolds Street . ...
~ Savannah GA 31405 N A
45- 4044301 ENT GA [N A Excl uded 69, 679 22,321 X X 25.00
(€)
4
part v ldentification of Related Organizations Taxable as a Corporation or Trust. Complete if the organization answered “Yes” on Form 990, Part IV,
line 34, because it had one or more related organizations treated as a corporation or trust during the tax year.
@ (b) © C © 0 o) () 0}
Name, address, and EIN of related organization Primary activity Legal domicile Direct co_ntrolling Type of entity Shere of total Share of Percentage 51526(%‘)'?{‘3)
(state or entity (C corp, S corp, income end-of-year assets ownership controlied
foreign country) or trust) entity?
Yes | No
(1)SJIC Medical Goup, Inc.
5353 Reynolds Street = ...
Savannah GA31405- 6015 N A N A N A
58- 2011805 Physi ci ans GA N A C X
@SJC Ventures, Inc.
5353 Reynolds Street = ...
Savannah GA31405- 6015 N A N A N A
58- 2650129 Heal t hcar e GA N A C
(3SJC Properties, Inc.
5353 Reynolds Street = ... .
Savannah GA31405- 6015 N A N A N A
58- 1583360 Property GA N A C
@SJC Health Services, Inc.
5353 Reynolds Street = ... .
~ Savannah GA31405- 6015 N A N A N A
58- 1701535 Heal t hcar e GA N A C X
Schedule R (Form 990) 2019

DAA
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Schedule R (Form 990) 2019 Candl er Hospital, Inc. 58- 0593388 Page 3

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

Note: Complete line 1 if any entity is listed in Parts II, lll, or IV of this schedule. Yes | No
1 During the tax year, did the organization engage in any of the following transactions with one or more related organizations listed in Parts [I-1V?
a Receipt of (i) interest, (ii) annuities, (iii) royalties, or (iv) rent from a controlled enfity 1a X
b Gift, grant, or capital contribution to related organization(S) 1b X
¢ Gift, grant, or capital contribution from related organization(S) 1c | X
d Loans or loan guarantees to or for related organization(s) d | X
e Loans or loan guarantees by related organization(s) le X
f Dividends from related organization(s) | 1f X
g Sale of assets to related organization(S) | 1g X
h Purchase of assets from related organization(s) 1h X
i Exchange of assets with related organization(s) 1i X
j Lease of faciliies, equipment, or other assets to related organization(s) 1] X
k Lease of facilities, equipment, or other assets from related organization(s) .. ik | X
| Performance of services or membership or fundraising solicitations for related organization(s) . . ... .. .. 1l X
m Performance of services or membership or fundraising solicitations by related organization(s) . . im| X
n Sharing of facilities, equipment, mailing lists, or other assets with related organization(s) in | X
o Sharing of paid employees with related organization(S) 1o | X
p Reimbursement paid to related organization(s) for @XPENSES | 1p X
q Reimbursement paid by related organization(s) for eXpenSes 1q X
r Other transfer of cash or property to related organization(s) | . . i | X
s_Other transfer of cash or property from related Organization(S) . . .. . ... ...ttt e e e e e e e et 1s | X
2 If the answer to any of the above is “Yes,” see the instructions for information on who must complete this line, including covered relationships and transaction thresholds.
@ (b) (c) (d)
Name of related organization Transaction Amount involved Method of determining amount involved
type (a-s)
@
&)
(€)
(@)
©)
(6)

Schedule R (Form 990) 2019
DAA



77630CAHOSP

Schedule R (Form 990) 2019 Candl er Hospital, |nc. 58- 0593388 Page 4

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

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

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

Schedule R (Form 990) 2019

DAA
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Schedule R (Form 990) 2019 _Candl er  _Hospital , Inc. 58- 0593388 Page 5
Part VII Supplemental Information.
Provide additional information for responses to questions on Schedule R. See Instructions.

Schedule R - Additional Information

Schedule R (Form 990) 2019
DAA
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Filing Instructions
Candler Hospital, Inc.
Exempt Organization Business Tax Return

Taxable Year Ended June 30, 2020

Date Due: May 17, 2021

Remittance:  Noneis required. Your Form 990-T for the tax year ended 6/30/20 shows no
balance due.

Mail To: Department of the Treasury
Interna Revenue Service Center
Ogden, UT 84201-0027

If a private ddlivery service is used, mail to:
OSPC

1973 Rulon White Blvd.

Ogden, UT 84201-1000

Signature: The return should be signed and dated on Page 2 by an officer representing the
organization.




77630CAHOSP

. . . OMB No. 1545-0047
c 990_T Exempt Organization Business Income Tax Return
orm (and proxy tax under section 6033(e)) 2019
For calendar year 2019 or other tax year beginningO_?_/_ O 1/19 , and ending 06/ 30/ 20 .
Department of the Treasury UGo to www.irs.gov/Form990T for instructions and the latest information. Open to Public Inspection for
Internal Revenue Service U Do not enter SSN numbers on this form as it may be made public if your organization is a 501(c)(3). | 501(c)(3) Organizations Only
A gggégsboé(hgnged Name of organization ( |:| Check box if name changed and see instructions.) D Employer identification number

B  Exempt under section (Employees' trust, see instructions.)

st Cyc 3) |print | Candl er Hospital, |Inc.

408(e) 220(e) or Number, street, and room or suite no. If a P.O. box, see instructions. 58' 0593388
408A 530@a) | Type 5353 ReynOI dS St r eet E Unrelated business activity code
529(a) City or town, state or province, country, and ZIP or foreign postal code (See instructions.)
o Savannah GA 31405- 6015 621500 713940
at end of year F  Group exemption number (See instructions.) U

268, 926, 800 | G check organization type U |7| 501(c) corporation |_| 501(c) trust |_| 401(a) trust |_| Other trust

H Enter the number of the organization's unrelated trades or businesses. U 3 Describe the only (or first) unrelated trade or business here
u See Statenent 1 . If only one, complete
Parts I-V. If more than one, describe the first in the blank space at the end of the previous sentence, complete Parts | and Il, complete a
Schedule M for each additional trade or business, then complete Parts [lI-V.

| During the tax year, was the corporation a subsidiary in an affiliated group or a parent-subsidiary controlled group? ........... u Yes |:| No
If "Yes," enter the name and identifying number of the parent corporation.

u St. Joseph's/Candler Health System [|nc.58-2288758

J Thebooksareincareofu & eqgory J. Schaack Telephone numberu 912-819- 6162
Part | Unrelated Trade or Business Income (A) Income (B) Expenses (C) Net
la Gross receipts or sales
b Less returns and allowances c Balance ... ... u | 1c
2 Cost of goods sold (Schedule A, line 7) 2
3  Gross profit. Subtract line 2 from line1c 3
4a Capital gain net income (attach ScheduleDd) 4a
Net gain (loss) (Form 4797, Part Il, line 17) (attach Form 4797) 4b
Capital loss deduction for trusts 4c
5 Income (loss) from partnership and S corporation (attach
statement) 5
6  Rentincome (Schedule C) ... 6
7  Unrelated debt-financed income (Scheduleg) 7
8 Interest, annuities, royalties, and rents from controlled organization (Schedule F) 8
9  Investment income of a section 501(c)(7), (9), or (17) organization (Schedule G) 9
10 Exploited exempt activity income (Schedule ) 10
11 Advertising income (Schedule 3) ... ... 11
12 Other income (See instructions; attach schedule) See Stnt 2 | 12 1,570, 662 1, 570, 662

13 Total. Combine lines 3through 12 .. .. . . . ..., 13 1, 570, 662 1,570, 662

Part 1l Deductions Not Taken Elsewhere (See instructions for limitations on deductions.) (Deductions must be directly
connected with the unrelated business income.)

14 Compensation of officers, directors, and trustees (Schedule K) 14
15 Salaries and Wages 15 487, 197
16 Repairs and maintenance 16 79, 756
17 Bad debts .................................................................................................. 17
18 Interest (attach schedule) (see instructions) 18
19 Taxes and Ilcenses ................................................................................................. 19
20  Depreciation (attach Form 4562) 20
21  Less depreciation claimed on Schedule A and elsewhere on reurn 2la 21b 0
22 DepletON 22
23 Contributions to deferred compensation plans 23
24 Employee benefit programs 24 743
25  Excess exempt expenses (Schedule 1) 25
26 Excess readership costs (Schedule J) 26
27 Other deductions (attach schedule) See Statement 3 |27 953, 235
28 Total deductions. Add lines 14 through 27 ' 28 1,521,531
29  Unrelated business taxable income before net operating loss deduction. Subtract line 28 from line 13 29 49, 131
30 Deduction for net operating loss arising in tax years beginning on or after January 1, 2018 (see

INSUUCHONS) 30
31  Unrelated business taxable income. Subtract line 30 from lINE 29 .. ... ...\t 31 49, 131

paa  For Paperwork Reduction Act Notice, see instructions. Form 990-T (2019)



77630CAHOSP

Form 990-T (2019) Candl er Hospital, Inc. 58- 0593388 Page 2
Part lll Total Unrelated Business Taxable income
32 Total of unrelated business taxable income computed from all unrelated trades or businesses (see
INSIUCHONS) 32 49, 131
33 Amounts paid for disallowed fringes 33
34  Charitable contributions (see instructions for limitation rules) 34
35 Total unrelated business taxable income before pre-2018 NOLs and specific deductions. Subtract line
34 from the sum of fines 32 and 33 35 49, 131
36  Deductions for net operating loss arising in tax years beginning before January 1, 2018 (see
INSIUCHONS) 36 49, 131
37  Total of unrelated business taxable income before specific deduction. Subtract line 36 from line35 37 0
38  Specific deduction (Generally $1,000, but see line 38 instructions for exceptons) 38 1, 000
39 Unrelated business taxable income. Subtract line 38 from line 37. If line 38 is greater than line 37,
enter the smaller of ZEro or INE 37 ... ... 39 0
Part IV Tax Computation
40 Organizations Taxable as Corporations. Multiply line 39 by 21% (0.2 > | 40
41  Trusts Taxable at Trust Rates. See instructions for tax computation. Income tax on
the amount on line 39 from: |:| Tax rate schedule or |:| Schedule D (Form 1041) > | 4
42 Proxy tax. See inSructions > | 42
43 Alternative minimum tax (rusts only) 43
44  Tax on Noncompliant Facility Income. See inStruCtions ... ... ... ... . ... .. ... . . . . i 44
45 Total. Add lines 42, 43, and 44 to line 40 or 41, whichever applies ... .. o oo 45 0]
Part V Tax and Payments
46a Foreign tax credit (corporations attach Form 1118; trusts attach Form 1116) 46a
b Other credits (see instructions) . 460
¢ General business credit. Attach Form 3800 (see instructions) 46¢
d Credit for prior year minimum tax (attach Form 8801 or 8827) 46d
e Total credits. Add lines 46a through 46d 46e
47 Subtract line 46e from iNe 45 . .. 47
48 Jher axes. |:| Form 4255 |:| Form 8611 |:| Form 8697 |:| Form 8866 |:| Other attsch) 48
49  Total tax. Add lines 47 and 48 (see instructions) 49 0
50 2019 net 965 tax liability paid from Form 965-A or Form 965-B, Part Il, column (k) ined 50
5la Payments: A 2018 overpayment credited to 2019 5la
b 2019 estimated tax payments 51b
C Tax deposited with Form 8868 ... slc
d Foreign organizations: Tax paid or withheld at source (see instructions) 51d
e Backup withholding (see instructions) 5le
f  Credit for small employer health insurance premiums (attach Form 8941) 51f
g Other credits, adjustments, and payments: |:| Form 2439
[ ] Form 4136 [ ] other Total u | 51g
52 Total payments. Add lines S1a through 51g 52
53 Estimated tax penalty (see instructions). Check if Form 2220 is attached u |:| 53
54  Tax due. If line 52 is less than the total of lines 49, 50, and 53, enter amountowed u | 54 0
55  Overpayment. If line 52 is larger than the total of lines 49, 50, and 53, enter amount overpaid =~ = = u | 55
56  Enter the amount of line 55 you want: Credited to 2020 estimated tax u | Refunded u | 56
Part VI _ Statements Regarding Certain Activities and Other Information (see instructions)
57 At any time during the 2019 calendar year, did the organization have an interest in or a signature or other authority Yes [ No
over a financial account (bank, securities, or other) in a foreign country? If "YES," the organization may have to file
FinCEN Form 114, Report of Foreign Bank and Financial Accounts. If "YES," enter the name of the foreign country
Nere U X
58 During the tax year, did the organization receive a distribution from, or was it the grantor of, or transferor to, a foreign trust? . . .. . . .. X
If "YES," see instructions for other forms the organization may have to file.
59  Enter the amount of tax-exempt interest received or accrued during the tax year u $

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 isf

al g N| true, correct, and complete. Declaration of preparer (other than taxpayer) is based on all information of which preparer has any knowledge. (Mi?ﬁ/ ttr?g |$% grigitj}sisomisbg%"
erel U | U Tr ust ee/ CFO see instructions)?
Signature of officer Date Title Yes |:| No

Print/Type preparer's name Preparer's signature Date Check |:| if | PTIN
Paid Jacqueline G Atkins Jacqueline Atking CPA 4/26,/2 1 seli-employed | PO0861721
Preparer Firm's name 1 D a.f f I n & TUCkeI’ LLP Firm's EIN} 58- 0914992
Use Only PO Box 71309

Firm's address } AI banv ’ GA\ 31708' 1309 Phone no. 229' 883' 7878

DAA

Form 990-T (2019)
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Form 990-T (2019) Candl er Hospital, Inc. 58- 0593388 Page 3
Schedule A — Cost of Goods Sold. Enter method of inventory valuation u
1 Inventory at beginning of year 1 6 Inventory atend ofyear
2 Purchases 2 7 Cost of goods sold. Subtract
3 Costoflabor 3 line 6 from line 5. Enter here and
4a  pdditional sec. 263A costs inPart1, ine2
(attach schedule) ... .............. 4a 8 Do the rules of section 263A (with respect to Yes | No
b Other costs b ired f | |
(attach schedule) ................... property produced or vaulred or resa e) apply
5 _Total. Add lines 1 through 4b ... 5 to the organization? .. ... ... .. .. ... . ...

Schedule C — Rent Income (From Real Property and Personal Property Leased With Real Property)

(see instructions)

1. Description of property

D) I\V A

@

(©)]

@

2. Rent received or accrued

(a) From personal property (if the percentage of rent
for personal property is more than 10% but not

more than 50%)

(b) From real and personal property (if the
percentage of rent for personal property exceeds
50% or if the rent is based on profit or income)

3(a) Deductions directly connected with the income
in columns 2(a) and 2(b) (attach schedule)

@

@

(©)]

@

Total

Total

(c) Total income. Add totals of columns 2(a) and 2(b). Enter

here and on page 1, Part |, line 6, column (A)

(b) Total deductions.
Enter here and on page 1,
Part I, line 6, column (B) u

Schedule E — Unrelated Debt-Financed Income (see instructions)

1. Description of debt-financed property

2. Gross income from or
allocable to debt-financed

3. Deductions directly connected with or allocable to
debt-financed property

property (a) Straight line depreciation (b) Other deductions
(attach schedule) (attach schedule)
@ I\V A
@
(©)
@
4. Amount of average 5. Average adjusted basis 6. Column 8. Allocable deductions
acquisition debt on or of or allocable to 2 divided 7. Gross income reportable (column 6 x total of columns
allocable to debt-financed debt-financed property by col (column 2 x column 6) d 3(b
property (attach schedule) (attach schedule) y column 5 3(a) and 3(b))
(1) %
2 %
(3) %
@ %
Enter here and on page 1, | Enter here and on page 1,
Part |, line 7, column (A). Part |, line 7, column (B).
Totals u

DAA

Form 990-T (2019)
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Candl er

Form 990-T (2019)

Hospital, |nc.

58- 0593388

Page 4

Schedule F — Interest, Annuities, Royalties, and Rents From Controlled Organizations (see instructions)

1. Name of controlled
organization

Exempt Controlled Organizations

2. Employer
identification number

3. Net unrelated income
(loss) (see instructions)

4. Total of specified
payments made

5. Part of column 4 that is
included in the controlling
organization's gross income

6. Deductions directly
connected with income
in column 5

N A

@

@

(©)]

@

Nonexempt Controlled Organizations

7. Taxable Income

8. Net unrelated income
(loss) (see instructions)

9. Total of specified
payments made

10. Part of column 9 that is
included in the controlling

11. Deductions directly
connected with income in

organization's gross income column 10
@
@
(©)
()
Add columns 5 and 10. Add columns 6 and 11.
Enter here and on page 1, Enter here and on page 1,
Part |, line 8, column (A). Part |, line 8, column (B).
Totals u

Schedule G — Investment Income of a Section 501(c)(7), (9), or (17) Organization (see instructions)

1. Description of income

2. Amount of income

3. Deductions
directly connected
(attach schedule)

4. Set-asides
(attach schedule)

5. Total deductions
and set-asides (col. 3
plus col.4)

o N A

)
©)
@
Enter here and on page 1, Enter here and on page 1,
Part I, line 9, column (A). Part |, line 9, column (B).
Totals u

Schedule | — Exploited Exempt Activity Income, Other Than Advertisin

Income (see instructions)

2. Gross 3. Expenses 4. Net income (loss) ) 7. Excess exempt
unrelated directly from unrelated trade 5. Gross. income 6. Expenses expenses
1. Description of exploited activity business income connected with or business (column from activity that attributable to (column 6 minus
from trade or production of 2 minus column 3). is not unrelated column 5 column 5, but not
business unrelated If a gain, compute business income more than
business income cols. 5 through 7. column 4).
aNA
@
(©)
()
Enter here and on Enter here and on Enter here and
page 1, Part |, page 1, Part |, on page 1,
line 10, col. (A). line 10, col. (B). Part Il line 25.
TJotals ...................... u

Schedule J — Advertising |

ncome (see instructions)

Part |

Income From Periodicals Reported on a Consolidated Basis

1. Name of periodical

2. Gross
advertising
income

3. Direct
advertising costs

4. Advertising
gain or (loss) (col.
2 minus col. 3). If
a gain, compute
cols. 5 through 7.

5. Circulation
income

6. Readership
costs

7. Excess readership
costs (column 6
minus column 5, but
not more than
column 4).

aNA

@

(©)]

@

Totals (carry to Part Il, line (5)) .  u

DAA

Form 990-T (2019)
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Form 990-T (2019)

Candl er

Hospi t al ,

I ncC.

58- 0593388

Page 5

Part Il

2 through 7 on a line-by-line basis.)

Income From Periodicals Reported on a Separate Basis (For each periodical listed in Part Il, fill in columns

4. Advertising

7. Excess readership

2. Gross i | . t I 6
advertisin 3. Direct gam_or (loss) (co 5. Circulation 6. Readership .cos s (column
1. Name of periodical 9 advertising costs 2 minus col. 3). If income costs minus column 5, but
income 9 a gain, compute not more than
cols. 5 through 7. column 4).
aNA
@
(©)
()
Totals from Part | ... ...... u
Enter here and on Enter here and on Enter here and
page 1, Part |, page 1, Part |, on page 1,
line 11, col. (A). line 11, col. (B). Part Il line 26.
Totals, Part Il (lines 1-5) . ... U

Schedule K — Compensation of Officers,

Directors, and Trustees (see instructions)

1 Name 2 Title tir%e ng\:/%?é dOfto 4. Compensation attributable to
business unrelated business
o NA %
@ 7
(©) 7
@ %
Total. Enter here and on page 1, Part |l line 14 u

DAA

Form 990-T (2019)
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SCHEDULE M
(Form 990-T)

Unrelated Business Taxable Income from an
Unrelated Trade or Business

OMB No. 1545-0047

2019

Open to Public Inspection for
501(c)(3) Organizations Only

uGo to www.irs.gov/Form990T for instructions and the latest information.

Department of the Treasury
Internal Revenue Service
Name of the organization

Candl er Hospital, 1Inc.
Unrelated Business Activity Code (see instructions') u 624410
Describe the unrelated trade or business u  Chi | dr ens House

U Do not enter SSN numbers on this form as it may be made public if your organization is a 501(c)(3).

Employer identification number

58- 0593388

Part | Unrelated Trade or Business Income (A) Income (B) Expenses (C) Net
la Gross receipts or sales
b Less returns and allowances c Balance ...... u | I1c
2  Cost of goods sold (Schedule A, ine 7) ..., 2
3 Gross profit. Subtract line 2 from line ¢ 3
4a Capital gain net income (attach Schedulend) 4a
Net gain (loss) (Form 4797, Part Il, line 17) (attach Form 4797) 4b
Capital loss deduction for trusts 4c
5 Income (loss) from partnership and S corporation (attach
statement) .. S
6 Rentincome (Schedule C)
7  Unrelated debt-financed income (Schedule) 7
8 Interest, annuities, royalties, and rents from a controlled
organization (Schedule F) ... ... 8
9 Investment income of a section 501(c)(7), (9), or (17)
organization (Schedule G) ... 9
10 Exploited exempt activity income (Schedule ) 10
11 Advertising income (Schedule 9) 11
12 Other income (See instructions; attach schedule) See Stnt 1 [ 12 491, 131 491, 131
13 Total. Combine lines 3through 12 .. . ..ot 13 491,131 491, 131
Part Il Deductions Not Taken Elsewhere (See instructions for limitations on deductions.) (Deductions must be directly

connected with the unrelated business income.)

14 Compensation of officers, directors, and trustees (Schedule K) 14
15 Salaries and Wages 15
16 Repairs and maintenance 16 10, 837
17 Bad debts ............................................................................................................ 17 - 200
18 Interest (attach schedule) (see instructions) 18
19 Taxes and ICBNSES .. . . . . . . . . . 19
20  Depreciation (attach Form 4562) 20 3, 885
21  Less depreciation claimed on Schedule A and elsewhere on reurn 2la 21b 3, 885
22 DOt ON 22
23 Contributions to deferred compensation plans 23
24 Employee benefit programs 24 562
25  Excess exempt expenses (Schedule 1) 25
26 Excess readership costs (Schedule J) 26
27 Other deductions (attach schedule) See Statement 2 | 27 596, 308
28 Total deductions. Add lines 14 through 27 ' 28 611,392
29  Unrelated business taxable income before net operating loss deduction. Subtract line 28 from line 13 29 -120, 261
30 Deduction for net operating loss arising in tax years beginning on or after January 1, 2018 (see

inStructions) 30
31 Unrelated business taxable income. Subtract line 30 from lin€ 29 ... .. 31 -120, 261

For Paperwork Reduction Act Notice, see instructions. Schedule M (Form 990-T) 2019

DAA



77630CAHOSP

SCHEDULE M Unrelated Business Taxable Income from an OMB No. 1545-0047
(Form 990-T) Unrelated Trade or Business
For calendar year 2019 or other tax year beginningO_?/_ 01/ 19 , and ending 06/ 30/ 20 ) 20 19
uGo to www.irs.gov/Form990T for instructions and the latest information. - -
Department of the Treasury Open to Public Inspection for
Internal Revenue Service U Do not enter SSN numbers on this form as it may be made public if your organization is a 501(c)(3). | 501(c)(3) Organizations Only

Name of the organization Employer identification number

Candl er Hospital, 1Inc. 58- 0593388
Unrelated Business Activity Code (see instructions) u 713940
Describe the unrelated trade or business u VM| | ness Cent er

Part | Unrelated Trade or Business Income (A) Income (B) Expenses (C) Net
la Gross receipts or sales
b Less returns and allowances c Balance ...... u | 1c
2  Cost of goods sold (Schedule A, ine 7) ..., 2
3 Gross profit. Subtract line 2 from line ¢ 3
4a Capital gain net income (attach Schedulend) 4a
Net gain (loss) (Form 4797, Part Il, line 17) (attach Form 4797) 4b
Capital loss deduction for trusts 4c
5 Income (loss) from partnership and S corporation (attach
statement) .. S
6 Rentincome (Schedule C) .
7  Unrelated debt-financed income (Schedule) 7
8 Interest, annuities, royalties, and rents from a controlled
organization (Schedule F) ... ... 8
9 Investment income of a section 501(c)(7), (9), or (17)
organization (Schedule G) ... 9
10 Exploited exempt activity income (Schedule ) 10
11 Advertising income (Schedule 9) 11
12 Other income (See instructions; attach schedule) See Stnt 3 [ 12 600, 767 600, 767
13 Total. Combine lines 3through 12 . . ... ... .. il 13 600, 767 600, 767

Part Il Deductions Not Taken Elsewhere (See instructions for limitations on deductions.) (Deductions must be directly
connected with the unrelated business income.)

14 Compensation of officers, directors, and trustees (Schedule K) 14
15 Salaries and Wages 15 564, 284
16 Repairs and maintenance 16 2,080
17 Bad debts ............................................................................................................ 17
18 Interest (attach schedule) (see instructions) See Statement 4 | 18 44, 368
19 Taxes and ICBNSES .. . . . . . . . . . 19
20  Depreciation (attach Form 4562) 20 51, 930
21  Less depreciation claimed on Schedule A and elsewhere on reurn 2la 21b 51, 930
22 DOt ON 22
23 Contributions to deferred compensation plans 23
24 Employee benefit programs 24 107, 265
25  Excess exempt expenses (Schedule 1) 25
26 Excess readership costs (Schedule J) 26
27 Other deductions (attach schedule) See Statement 5 |27 119, 487
28 Total deductions. Add lines 14 through 27 ' 28 889, 414
29  Unrelated business taxable income before net operating loss deduction. Subtract line 28 from line 13 29 - 288, 647
30 Deduction for net operating loss arising in tax years beginning on or after January 1, 2018 (see

inStructions) 30
31 Unrelated business taxable income. Subtract line 30 from lin@ 29 ... ... . ...l 31 - 288, 647
For Paperwork Reduction Act Notice, see instructions. Schedule M (Form 990-T) 2019

DAA



77630CAHOSP

Form 990-T Schedule M Loss Carryover Calculation 2019
pescripion Chi | dr ens  House
Name Taxpayer ldentification Number
Candl er Hospital, Inc. 58- 0593388

Unincorporated Business Income Tax Code: 624410 Activity: Child dav care services

© 00N O~ WN PR

Activity income

Remaining losses to be carried forward to 2020 (Subtract Line 6 from line 4)
If line 3 is less than zero, enter that amount here as a positve numper
Total loss carried forward to 2020 (Add lines 7 and 8)

491, 131

611, 392

-120, 261

50, 110

50,110

120, 261

O |0 [N |o > [W]IN |-

170, 371




77630CAHOSP

Form 990-T Schedule M Loss Carryover Calculation 2019
pescripion VMBI | ness  Cent er
Name Taxpayer ldentification Number
Candl er Hospital, |Inc. 58- 0593388

Unincorporated Business Income Tax Code: £ 13940  aciviy Fi t ness and recreati onal sports

© 00N O~ WN PR

Activity income

Remaining losses to be carried forward to 2020 (Subtract Line 6 from line 4)
If line 3 is less than zero, enter that amount here as a positve numper
Total loss carried forward to 2020 (Add lines 7 and 8)

1 600, 767
2 889, 414
3 - 288, 647
4 346, 748
5
6
7 346, 748
8 288, 647
9

635, 395




77630CAHOSP Candler Hospital, Inc.
58-0593388 Federal Statements
FYE: 6/30/2020

Statement 1 - Form 990-T - Primary Unrelated Business Activity

Description

Candl er Hospital, Inc. operates a child day care facility
for children of enployees and non-enpl oyees. The day care
service that is provided to children of non-enpl oyees
generates unrel ated business incone

Candl er Hospital, Inc. maintains a reference lab (not used
for inpatient or outpatient |ab needs), which is used by
hospital physicians for patients they see in their

offices. This outside lab generates unrel ated business

i ncone.

Candl er Hospital, Inc. operates a wellness center that is
used by patients, enployees, and non-enployees in order to
pronote enotion wellness, |ife managenent, and other

social services. The services provided to non-enpl oyees
generate unrel ated business incone.

Statement 2 - Form 990-T. Part |. Line 12 - Other Income

Description Amount
Ref erence Lab $ 1,570,662
Tot al $ 1,570,662

Statement 3 - Form 990-T, Part Il. Line 28 - Other Deductions

Description Amount

Medi cal professional fees $ 329, 590
Non- medi cal professional fees 1, 975
Materials and supplies 603, 729
Pur chased services 16, 346
Rent al s 73
O her operating expenses 1,522

Tot al $ 953, 235

1-3




77630CAHOSP Candler Hospital, Inc.
58-0593388 Federal Statements
FYE: 6/30/2020

Childrens House
Statement 1 - Form 990-T, Schedule M. Line 12 - Other Income

Description Amount
Chi I drens House $ 491, 131
Tot al $ 491, 131

Childrens House
Statement 2 - Form 990-T, Schedule M, Line 28 - Other Deductions

Description Amount
Materials & supplies $ 43, 065
Pur chased services 514, 615
Uilities 26, 797
O her operating expenses 11, 831
Tot al $ 596, 308

1-2




77630CAHOSP Candler Hospital, Inc.
58-0593388 Federal Statements

FYE: 6/30/2020

Wellness Center
Statement 3 - Form 990-T, Schedule M. Line 12 - Other Income

Description Amount
Vel | ness Center $ 600, 767
Tot al $ 600, 767

Wellness Center
Statement 4 - Form 990-T. Schedule M, Line 18 - Deductible Interest

Description Amount
$ 44, 368
Tot al $ 44, 368

Wellness Center
Statement 5 - Form 990-T, Schedule M. Line 28 - Other Deductions

Description Amount
Medi cal professional fees $ 27,981
Materials & supplies 10, 987
Pur chased services 6, 671
Uilities 28, 859
| nsur ance 44,310
O her operating expenses 679

Tot al $ 119, 487




77630CAHOSP

Net Operating Loss Carryover Worksheet for Pre-2018 Losses

Fom 990-T 2019
For calendar year 2019, or tax year beginning 07/ 01/ 19  ,endng 06/ 30/ 20
reme Employer Identification Number
Candl er Hospital, Inc. 58- 0593388
Prior Year Current Year
Preceding Adj. To NOL NOL Utilized Carryovers to Income Offset By Next Year
Taxable Year Inc/(Loss) After Adj|  (Income Offset) Current Year Prior_Carryover Carryover
1n 06/ 30/ 99 -971, 679 971,679 49,131
1n 06/ 30/ 00 - 561, 860 561, 860 561, 860
w06/ 30/ 01 -814,139 814,139 814, 139
1n 06/ 30/ 02 - 333, 106 333, 106 333, 106
1sn 06/ 30/ 03 - 76,531 76, 531 76, 531
wun 06/ 30/ 04 - 79, 337 79, 337 79, 337
106/ 30/ 05 - 304, 221 304, 221 304, 221
12006/ 30/ 06 - 363, 431 363, 431 363, 431
un 06/ 30/ 07 - 603, 322 603, 322 603, 322
wn 06/ 30/ 08 -57,999 57, 999 57,999
an 06/ 30/ 09 -125, 082 125, 082 125, 082
sn 06/ 30/ 10 - 228, 451 228, 451 228, 451
w06/ 30/11 -91,941 91,941 91,941
sn 06/ 30/ 12 -99, 676 99, 676 99, 676
sn 06/ 30/ 13 -6, 622 6, 622 6, 622
w06/ 30/ 14 - 346, 542 346, 542 346, 542
sa 06/ 30/ 15 - 590, 322 590, 322 590, 322
2d 06/ 30/ 16 -1,138, 745 1,138, 745 1,138, 745
1 06/ 30/17 - 561, 355 561, 355 561, 355
NOL carryover available to current year 7,354, 361
Current year 49, 131 48,131

NOL carryover available to next year

6, 382, 682




77630CAHOSP

Date Due

Remittance:

Mail To:

Signature:

Filing Instructions
Candler Hospital, Inc.
Form 600-T - Exempt Unrelated Business Return

Taxable Year Ended June 30, 2020

May 17, 2021

None is required. Your Form 600-T for the tax year ended 6/30/20 shows no
balance due.

Georgia Department of Revenue
Processing Center

P.O. Box 740397

Atlanta, GA 30374-0397

A signed copy of your exempt organization's 990/990EZ or 990PF must be
mailed to the following department:

Georgia Department of Revenue
Processing Center

P.O. Box 740395

Atlanta, GA 30374-0395

An officer representing the organization must sign and date Form 600-T.




77630CAHOSP

- Mailing Address: -
. Georgia Department of Revenue
Georgia Form 600-T (Rev. 05/28/19) Procgssing pCenter
Exempt Organization PO Box 740397
20016

Unrelated Business Income Tax Return 01213 Atlanta, Georgia 30374-0397
Page 1
I:I Amended I:I Amended due to IRS Audit I:I Address Change I:I UET Annualization Exception attached
For the taxable year beginning 07/ 01 2019 and ending 06/ 30 , 2020
Name of Organization Name of Fiduciary Federal Employer ID No. (in case of employees'
. . trust described in section 401 (a) and exempt under
Candl er Hos pit al, Inc. Candl er Hos pit al, Inc. section 501 (a), insert the trust's identification number.)
Number and Street Number and Street
5353 Reynolds Street 5353 Reynolds Street 58- 0593388
City or Town City or Town NAICS Code Date of current IRS code section
exemption letter. for which you are
Savannah Savannah exempt
State Zip Code State Zip Code
621500
GA 31405- 6015 GA 31405- 6015 713940 501(c) (3)
GEORGIA UNRELATED BUSINESS TAXABLE INCOME SCHEDULE 1
1. Unrelated business taxable income from Federal Form 990-T (attach copy) ............... 1.
2. AAAIIONS . 2.
3.Total (add Line 1 and Line 2) . ... ... .. 3.
4. SUBIIaCtioNS ... .. . 4
5. Adjusted unrelated business taxable income (Line 3lessLine4) .......................... 5
6.Income allocated everywhere 6
7. Unrelated business taxable income subject to apportionment (Line 5 less Line 6) 7
8. Apportionment ratio (Attach Computation Schedutey 8. 1. 000000
9. Georgia apportioned unrelated business taxable income (Line 7 x Line8) 9
10. Income allocated to Georgia (Attach Schedule) 10.
11‘ TOtaI Of Llnes 9 and 10 .................................................................. 11‘
12. Georgia net operating loss deduction (Attach Schedule) (See instructions for 80%
limitation) 12.
13. Georgia unrelated business taxable income (Line 11 less Line12) 13.

B CSPROFESSI ONAL 01 012 2019 B



77630CAHOSP

-Georgia Form 600-T -
Page 2
20 22

01601223
CANDLER HOSPI TAL, | NC. 58- 0593388

COMPUTATION OF GEORGIA UNRELATED BUSINESS INCOME TAX SCHEDULE 2
1. Line 13, Schedule 1 multiplied by 5.75% . ... ... .. . . 9
2. Less: Credits used from Schedule 3, do not enter more than Line 1 of Schedule 2 ......... 2.
3.Less: Payments .. ... 3.
4. Withholding Credits (G2-A, G2-LP and/or G2-RP) . ... ... .. .. ... . .. 4.
5. Schedule 3B Refundable tax credits ... ....... ... ... .. ... ... 5.

6.
6. Balance of tax due OR overpayment .. ... .. ... .. ... . i
7. Interest due (See INSLUCLONS) .. ... ... .. . £
8. Underestimated tax penalty ...................ooiiii 8.

9.
9. Other penalties due (See InStructions) .......... ... ... . ... .

. . ) 10.
10. Balance of tax, interest and penalties due with return.............. .. ... ... ... .. ... ...
11. If Line 6 is an overpayment, amount after any penalties and interest to be credited
on 2020
Estimated Tax P Refunded »

A COPY OF THE FEDERAL 990-T AND SUPPORTING SCHEDULES (AND ANY EXTENSION) MUST BE ATTACHED TO THIS RETURN. DECLARATION:

I/We declare under penalty of perjury that l/iwe have examined this return (including accompanying schedules and statements) and to the best of my/our knowledge and
belief, it is true, correct, and complete. If prepared by a person other than the taxpayer, this declaration is based on all information of which the preparer has
knowledge. Georgia Public Revenue Code Section 48-2-31 stipulates that taxes shall be paid in lawful money of the United States, free of any expense to the State of

Georgia.
Jacqueline Atking, CPA
Signature of Officer Signature of Individual or Firm Preparing Return
TRUSTEE/ CFO P00861721
Title Date Employee ID or Social Security Number

[l CSPROFESSI ONAL 01 012 2019 B
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