m 990

Return of Organization Exempt From Income Tax

Under section 501(c), 527, or 4947(a)(1) of the Internal Revenue Code (except private foundations)
P Do not enter Social Security numbers on this form as it may be made public.

Department of the Treasury

Internal Revenue Service

P Information about Form 990 and its instructions is at www.irs.gov/form990.

Open to Public
Inspection

A For the 2023 calendar year, or tax year beginning 07/ 01/ 2023 and ending 06/ 30/ 2024
C Name of organization D Employer identification number
B eck if applicable:
> Check et VELLSTAR MOG HEALTH WARM SPRI NGS, | NC
| X| ?ﬁ:;gzs Doing Business As 46- 4824043
X | Name change Number and street (or P.O. box if mail is not delivered to street address) Room/suite E Telephone number
| X | it retum 793 SAWYER ROAD (770) 956- 7827
Terminated City or town, state or province, country, and ZIP or foreign postal code
I i MARI ETTA, GA 30062- 2222 G Grossreceipts 3 14, 761, 904,
Application | ' Name and address of principal officer: JAMES M SWARTZ H(@) Is this a group return for Yes No
LI pending subordinates?

793 SAWER ROAD, MARI ETTA, GA 30062- 2222

H(b) Are all subordinates included? B

Yes No

| Tax-exempt status: | X | 501(c)(3) | | 501(c) ( ) « (insertno.) | | 4947(a)(1) or | | 527 If "No," attach a list. (see instructions)
J  Website: p VWWN VELLSTAR. ORG H(c) Group exemption number P>
K Form of organization: | X | Corporation | | Trustl | Association | | Other P> | L Year of formation: 2016| M State of legal domicile: ~ GA
Part | Summary
1 Briefly describe the organization's mission or most significant activites: SEE SCHEDULE O
8
8
g 2 Check this box P> |:| 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, line1a) | . . . . . . . . v v o v i e e 3 17
ﬁ 4 Number of independent voting members of the governing body (Part VI, linelb) . . . . . . . . ... .. .... 4 10
;E 5 Total number of individuals employed in calendar year 2023 (Part V, line2a), . . . . . v v v v v o e oo 5 254
% 6 Total number of volunteers (estimate if NECESSAY) | . . . . v v v v e e e e e e o 6 71
<| 7a Total unrelated business revenue from Part VIII, column (C), ine 12 _ . . . . . . . . . v o o 7a NONE
b Net unrelated business taxable income from Form 990-T, line34 . . . . . . &t i v v v o b v v o ot o u aas 7b NONE
Prior Year Current Year
o»| 8 Contributionsandgrants (Part Vill, linedh) _ . . . . . . . . . ... NONE NONE
g 9 Program service revenue (Part VIll, line2g) . . . . . . ... . ... COPY FOR NONE 14, 750, 865.
> . . PUBLIC INSPECTION
2 10 Investment income (Part VIII, column (A), lines 3,4, and 7d), _ . . . NONE NONE
11 Other revenue (Part VIII, column (A), lines 5, 6d, 8c, 9¢, 10c, and 11€), . . . . . . . . . .. NONE 11, 039.
12 Total revenue - add lines 8 through 11 (must equal Part VIII, column (A), ine12). . . . . .. NONE 14,761, 904.
13 Grants and similar amounts paid (Part IX, column (A), lines1-3) _ . . . . . . . . ... ... NONE NONE
14 Benefits paid to or for members (Part IX, column (A), lined) _ . . . . . . ... ... .... NONE NONE
|15 Salaries, other compensation, employee benefits (Part IX, column (A), lines 5-10), , . , . . . NONE 13,172,175.
g 16a Professional fundraising fees (Part IX, column (A), line11€) . . . . . . . . . . . . o v . .. NONE NONE
S| b Total fundraising expenses (Part IX, column (D), line25) p | NONE
Y117  Other expenses (Part IX, column (A), lines 11a-11d, 11f-24€) . . . . . . . . . . . .. .. . NONE 5,748, 062.
18 Total expenses. Add lines 13-17 (must equal Part IX, column (A), line25) _ . . . . .. ... NONE 18, 920, 237.
19 Revenue less expenses. Subtract line 18 fromline12. . . . v v v v v 4 4 o v v e n e NONE -4,158, 333.
5 g Beginning of Current Year End of Year
%% 20 Totalassets (Part X, iN€ 16) . . . . . . . . . . - 16, 880, 482. 6, 746, 774.
22121 Total liabilities (Part X, NE26) . . . . . o o o e e e e 1, 582, 559. 1, 795, 467.
EE’ 22 Net assets or fund balances. Subtractline 21 fromline 20, . . . . v v v v v v v v v e . -18, 463, 041. 4,951, 307.

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.

. } 05/ 14/ 2025
Sign Signature of officer Date
Here JAVES M SWARTZ VP_ACCOUNTI NG
Type or print name and title
Print/Type preparer's name Preparer's signature Date Check I_, if | PTIN
o wer |[JOMNE _ KRUEGER 05/ 14/ 2025 | seitempioved | P01235586
Use Only Firmsname P PWC US TAX LLP Firm's EIN P> 92- 0460586
Firm's address P> 2001 MARKET ST, SUI TE 1800 PHI LADELPHI A, PA 19103 Phone no. 267-330-3000

May the IRS discuss this return with the preparer shown above? (see instructions)

[XIves | [No

For Paperwork Reduction Act Notice, see the separate instructions.

JSA
3E1065 1.000
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VELLSTAR MCG HEALTH WARM SPRI NGS, | NC 46- 4824043

Form 990 (2023) Page 2
Part Il Statement of Program Service Accomplishments
Check if Schedule O contains a response or note to any lineinthisPart Il . . . . . . .. . .. ... ... ......

1 Briefly describe the organization's mission:
SEE SCHEDULE O

2 Did the organization undertake any significant program services during the year which were not listed on the
prior Form 990 or 990-EZ7 | | e e
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
SBIVICES ?, 4 i ittt e e e e e e e e e e e e e e e e e e e e e e e e e e e e |:| 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 No

4a (Code: ) (Expenses $ 18, 584, 649. including grants of $ NONE ) (Revenue $ 14,750, 865. )
SEE SCHEDULE O

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

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

4d Other program services (Describe on Schedule O.)
(Expenses $ including grants of $ ) (Revenue $ )

4e Total program service expenses 18, 584, 649.

JSA
3E1020 2.000 Form 990 (2023)

7054XL 2K76 V23-7.16 13




VELLSTAR MCG HEALTH WARM SPRI NGS, | NC 46- 4824043

Form 990 (2023)
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Page 3
Checklist of Required Schedules

Yes | No
Is the organization described in section 501(c)(3) or 4947(a)(1) (other than a private foundation)? If "Yes,"
complete Schedule A . . . . . L L L e e e e e e e e e e e e e e e e e e e e e e e e e e e e e 1 X
Is the organization required to complete Schedule B, Schedule of Contributors? See instructions, . . . .. ... 2 X
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,Part1. . . . . . ... ... ... ... ... .. 3 X
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,Partll. . . . .. ... ... ..., 4 X
Is the organization a section 501(c)(4), 501(c)(5), or 501(c)(6) organization that receives membership dues,
assessments, or similar amounts as defined in Rev. Proc. 98-19? If "Yes," complete Schedule C, Partlll . . . . . . 5 X
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, Partl. . . . . . . . . . i i i i i e e e e e e e e e e e e e e e e 6 X
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, Partll, . . ... ... 7 X
Did the organization maintain collections of works of art, historical treasures, or other similar assets? If "Yes,"
complete Schedule D, Part Il . . . . . . . . o i i st e e e e e e e e e e e e e e e e e 8 X
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, PartIV . . . . . . . .. .. .. ... 9 X
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 . . . . . . . . i i i i i v it e e e 10 X
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.
Did the organization report an amount for land, buildings, and equipment in Part X, line 10? If "Yes,"
complete Schedule D, Part VI . . . . . o i i i it s e s e e e e e e e e e e e e e e e e e e e e e lla| X
Did the organization report an amount for investments-other securities in Part X, line 12, that is 5% or more
of its total assets reported in Part X, line 167 If "Yes," complete Schedule D, PartVIl . . . . ... ... ...... 11b X
Did the organization report an amount for investments-program related in Part X, line 13, that is 5% or more
of its total assets reported in Part X, line 167 If "Yes," complete Schedule D, PartVIll, . . . . ... ........ 1llc X
Did the organization report an amount for other assets in Part X, line 15, that is 5% or more of its total assets
reported in Part X, line 167? If "Yes," complete Schedule D, Part IX. . . . . . . . i v i i it i i i et e e e 11d X
Did the organization report an amount for other liabilities in Part X, line 25? If "Yes," complete Schedule D, Part X . . . . . . 1l1le X
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 X
Did the organization obtain separate, independent audited financial statements for the tax year? If "Yes," complete
Schedule D, Parts XIand Xll. & o v v v vt v e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e 12a X
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 12b| X
Is the organization a school described in section 170(b)(1)(A)(ii)? If "Yes," complete Schedule E. . . .. ... .. 13 X
Did the organization maintain an office, employees, or agents outside of the United States?, . . . ... .. ... 14a X
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,Partsland IV, . . . .. .. .. 14b X
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,Partslland IV ., . . . . . ... ... ... 15 X
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, Partsllland IV . . . . .. ... ... ... 16 X
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 instructions . . . . ... .. ... 17 X
Did the organization report more than $15,000 total of fundraising event gross income and contributions on
Part VIII, lines 1c and 8a? If "Yes," complete Schedule G, Partll . . . . . . . . . i i it i it it it e v 18 X
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 Il . . . . . . v i v i i i s i e e e s e e e e e e e e e e e e e e e e 19 X
Did the organization operate one or more hospital facilities? If "Yes," complete ScheduleH . . . ... ... ... 20a| X
If "Yes" to line 20a, did the organization attach a copy of its audited financial statements to this return? , . . . . 20b| X
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 |, Partsland Il , . . .. .. .. 21 X

JSA

3E1021 2.000
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VELLSTAR MCG HEALTH WARM SPRI NGS, | NC 46- 4824043
Form 990 (2023) Page 4

Checklist of Required Schedules (continued)

Yes No

22 Did the organization report more than $5,000 of grants or other assistance to or for domestic individuals on
Part IX, column (A), line 2? If "Yes," complete Schedule |, Partsland lll . . . . . .. .. .. v it 22 X
23 Did the organization answer "Yes" to Part VI, 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 . . . . . . . o i i i i i i s e e e e e e e e e e e e e e e e 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," gotoline25a . . . . . . . . . . . . @ i i it it ittt e e e a 24a X
b Did the organization invest any proceeds of tax-exempt bonds beyond a temporary period exception? , . . . . .. 24b
¢ Did the organization maintain an escrow account other than a refunding escrow at any time during the year
to defease any tax-exempt DONAS? . . . . v i v i i e e e e e e e e e e e e e e e e e e e e e e 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?
If"Yes," complete Schedule L, Part I, . . . . v v v i v i s i e e e e e s e e e e e e e e e e e e e e e e 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, Partll, . . . ... ... 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 . . . . . . . @ v v i i i s e s e e e e e e e e e e e e e e e 27 X

28 Was the organization a party to a business transaction with one of the following parties? (See the Schedule L,
Part IV, instructions for applicable filing thresholds, conditions, and exceptions).

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

"Yes," complete Schedule L, Part IV . . . . . . o i i it s e s e e e e e e e e e e e e e e e e e e e 28a X
b A family member of any individual described in line 28a? If "Yes," complete Schedule L, PartIV. . . ... .. ... 28b X
¢ A 35% controlled entity of one or more individuals and/or organizations described in line 28a or 28b? If
"Yes," complete Schedule L, Part IV . . . . . . 0 i i i i s s e e e e e e e e e e e e e e e e e e e 28c X
29 Did the organization receive more than $25,000 in noncash contributions? If "Yes," complete ScheduleM . . . .| 29 X
30 Did the organization receive contributions of art, historical treasures, or other similar assets, or qualified
conservation contributions? If "Yes," complete Schedule M, . . . . . . . . i i i i e e e e e e e e e e 30 X
31 Did the organization liquidate, terminate, or dissolve and cease operations? If "Yes," complete Schedule N, Part| | 31 X
32 Did the organization sell, exchange, dispose of, or transfer more than 25% of its net assets? If "Yes,"
complete Schedule N, Part I, . . . . . i i i i s st s e s e e e e e e e e e e e e e e e e e e e e e e 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,Part1, . . . . . ... ... v 33 X
34 Was the organization related to any tax-exempt or taxable entity? If "Yes," complete Schedule R, Part II, Il
orlV,and Part V,line L. . . . . . ittt e e e e e e e e e e e e e e e e e e e e e e e e e e 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,line2 ., . . . .. 35b X
36 Section 501(c)(3) organizations. Did the organization make any transfers to an exempt non-charitable
related organization? If "Yes," complete Schedule R, PartV,line 2. . . . . . . . . . i i i i i i v ittt e v 36 X
37 Did the organization conduct more than 5% of its activities through an entity that is not a related organization
and that is treated as a partnership for federal income tax purposes? If “Yes,” complete Schedule R, PartVI. . . . . 37 X
38 Did the organization complete Schedule O and provide explanations on Schedule O for Part VI, lines 11b and
197 Note: All Form 990 filers arerequired to complete Schedule O. . . . . . . . . . o v i v vt vt v a v 0 38 X
Statements Regarding Other IRS Filings and Tax Compliance
Check if Schedule O contains a response or note to any lineinthisPartV .. ............ e |:|
Yes | No
la Enter the number reported in box 3 of Form 1096. Enter -0- if not applicable . ... ... .. la NONE
b Enter the number of Forms W-2G included on line 1a. Enter -0- if not applicable. . . ... .. 1b NONE
c Did the organization comply with backup withholding rules for reportable payments to vendors and
reportable gaming (gambling) winningsS tO Prize WINNErs? . . . . @ @ @ @ @ @ i i i e e e e e e e e e e e e e e e 1c
JSA Form 990 (2023)
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WELLSTAR MCG HEALTH WARM SPRI NGS, | NC 46- 4824043
Form 990 (2023) Page 5
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 254
b If at least one is reported on line 2a, did the organization file all required federal employment tax returns? | 2b X
3a Did the organization have unrelated business gross income of $1,000 or more during the year?. . . ... ... .. 3a X

4a Atany time during the calendar year, did the organization have aninterest in, or asignature or other authority over,
a financial account in a foreign country (such as a bank account, securities account, or other financial account)?. . | 4a X

b If "Yes," enter the name of the foreign country
See instructions for filing requirements for FINCEN Form 114, Report of Foreign Bank and Financial Accounts (FBAR).

5a Was the organization a party to a prohibited tax shelter transaction at any time during the taxyear?. . . . . . . .. 5a X
b Did any taxable party notify the organization that it was or is a party to a prohibited tax shelter transaction? | 5b X
¢ If "Yes" to line 5a or 5b, did the organization file Form 8886-T? . . . . . . & v v v v i v i v it e e s e e s 5¢c

6a Does the organization have annual gross receipts that are normally greater than $100,000, and did the

organization solicit any contributions that were not tax deductible as charitable contributions? . . . . . . ... .. 6a X
b If "Yes," did the organization include with every solicitation an express statement that such contributions or
gifts were not taxdeductible? . . . . . . o L L i s e e e e e e e e e e e e e s 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? . . . . . . . . i i i it e e e e e e e e e e e e e e e e e e e e e 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 t0 file FOMM 828272 & v v v v v i ittt e e e e e e e e e e e e e e e e e 7c X
d If "Yes," indicate the number of Forms 8282 filed duringtheyear . . . . . . . ... ... ... | 7d |
e Did the organization receive any funds, directly or indirectly, to pay premiums on a personal benefit contract? | 7€ 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 duringtheyear?. . . . . . . . . . . ... .. 8
9 Sponsoring organizations maintaining donor advised funds.
a Did the sponsoring organization make any taxable distributions under section 4966? . . . . . . . . . ..o .o .. 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 VI, line 12, for public use of club facilties . . . . 10b
11 Section 501(c)(12) organizations. Enter:
a Gross income from membersor shareholders. . . . . .« . v o v oo L n o nn s e 1lla
b Gross income from other sources. (Do not net amounts due or paid to other sources
against amounts due or received fromthem.). . . . . . . . o . o L L0 e e e 11b
12a Section 4947(a)(1) non-exempt charitable trusts. Is the organization filing Form 990 in lieu of Form 10417 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 morethanonestate?. . . . ... ... ... ... .. 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 healthplans . . . . . . . . . ... oo oo 13b
¢ Enterthe amountofreservesonhand. . . . . . . v i ittt it ettt et 13c
14a Did the organization receive any payments for indoor tanning services during the taxyear? . . . . . . .. .. ... 14a X
b If "Yes," has it filed a Form 720 to report these payments? If "No," provide an explanation on Schedule O . . . . . . 14b
15 s 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? . . . . . . . i i i i i i i i e e e e e e e e e e e e e e e s 15 X

If "Yes," see the instructions and file Form 4720, Schedule N.
16 Is the organization an educational institution subject to the section 4968 excise tax on net investment income? | 16 X
If "Yes," complete Form 4720, Schedule O.
17 Section 501(c)(21) organizations. Did the trust, or any disqualified or other person engage in any activities

that would result in the imposition of an excise tax under section 4951, 4952, 0r4953? . ., . ... ... .. ... 17
If "Yes," complete Form 6069.

JSA
3E1040 2.000 Form 990 (2023)
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Form 990 (2023) VELLSTAR MCG HEALTH WARM SPRI NGS, | NC 46- 4824043 Page 6
Part VI Governance, Management, and Disclosure. For each "Yes" response to lines 2 through 7b below, and for a "No"

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

Check if Schedule O contains a response or note to any line inthis Part VI | . . . . . . .. . . ' v i v i v i ..
Section A. Governing Body and Management
Yes | No
la Enter the number of voting members of the governing body at the end of the taxyear . . . . . 1la 17
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. . . . . 1b 10
2 Did any officer, director, trustee, or key employee have a family relationship or a business relationship with
any other officer, director, trustee, or keyemployee?. . . . . . . & i i i i i e e e e s e e e e 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? . . . . . . . ¢ o v o L L e e e e e e s 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? . . . . . & o ¢ o o i L n e e e e e e e e e e 7a X
b Are any governance decisions of the organization reserved to (or subject to approval by) members,
stockholders, or persons other than the governingbody? . . . . . . . . ¢ o v i v i i i i n i e e 7b X
8 Did the organization contemporaneously document the meetings held or written actions undertaken during
the year by the following:
a The governing body 2, . . . i i i i i s s e e e e e e e e e e e e e e e e e e e 8a | X
b Each committee with authority to act on behalf of the governingbody?. . . . . ... ... ... ... ... ... 8b X
9 Is there any officer, director, trustee, or key employee listed in Part VII, Section A, who cannot be reached at
the organization's mailing address? If "Yes," provide the names and addresses 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 affiliates? . . . . . . . .. . o v v v i i v oo oo 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
11a Has the organization provided a complete copy of this Form 990 to all members of its governing body before filing the form? . lia X
b Describe on Schedule O the process, if any, used by the organization to review this Form 990.
12a Did the organization have a written conflict of interest policy? If "No," gotoline13 . . .. .. ... .. .. ... 12a| X
b Were officers, directors, or trustees, and key employees required to disclose annually interests that could give
FISE 10 CONMIICIS? & v v v v ot v et e e e e e e et e e e e e e e e e e e e e e e e e 12b| X
¢ Did the organization regularly and consistently monitor and enforce compliance with the policy? If "Yes,"
describe on Schedule Ohow thiSWasS dONE « « « v« v v v v v o e e e e e e e e e e e et et et 12c| X
13 Did the organization have a written whistleblower policy?. . . . .« . .« v v o v o 0 i h e e e s e e s 13 X
14  Did the organization have a written document retention and destruction policy?. . . . . . . . v v v v v v o . 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 official . . . . . . .« .« . v v v v v oo oo 15a| X
b Other officers or key employees of the organization . . . . . . . & v v o v o v i i i i i s e s e e 15b| X
If "Yes" to line 15a or 15b, describe the process on Schedule O. See instructions.
16a Did the organization invest in, contribute assets to, or participate in a joint venture or similar arrangement
with ataxable entity dUriNg the YEar?2 . « « v v v v v v v v e e e e e e e e e e e e e e e e e e e e e e 16a X
b If "Yes," did the organization follow a written policy or procedure requiring the organization to evaluate its

participation in joint venture arrangements under applicable federal tax law, and take steps to safeguard the
organization's exempt status with respect to such arrangements? . . . . . . . . . . i v i i i i i e a .. 16b

Section C. Disclosure

17
18

19

20

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

Section 6104 requires an organization to make its Forms 1023 (1024 or 1024-A, if applicable), 990, and 990-T (section 501(c)
ﬂs 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.
JAMES M SWARTZ 793 SAWER ROAD MARI ETTA, GA 30062- 2222

JSA

770-956- 7827 Form 990 (2023)
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Form 990 (2023)

WELLSTAR MCG HEALTH WARM SPRI NGS, | NC

46- 4824043

Page 7

Part VII
Independent Contractors

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

Compensation of Officers, Directors, Trustees, Key Employees, Highest Compensated Employees, and

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 the 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, box 6 of Form 1099-MISC, and/or box 1 of Form 1099-NEC) of more than
$100,000 from the organization and any related organizations.

e List all of the organization's former officers, key employees, and highest compensated employees who received more than
$100,000 of reportable compensation from the organization and any related organizations.

e List all of the organization's former directors or trustees that received, in the capacity as a former director or trustee of the
organization, more than $10,000 of reportable compensation from the organization and any related organizations.

See the instructions for the order in which to list the persons above.

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

©
(GY (C)] Position (D) E) F
Name and title Average (do not check more than one Reportable Reportable Estimated amount
hours box, unless person is both an compensation compensation of other
per week officer and a director/trustee) from the from related compensation
(list any os|s|o|lxlex|m organization (W-2/ organizations (W-2/ from the
hours for E__% 2 = % 133«3 % 1099-MISC/ 1099-MISC/ organization and
related 3a| 5% 3 % 3|2 1099-NEC) 1099-NEC) related organizations
organizations| 8 ;—’ §_J E—; o g
below & = o 5
dotted line) e z 2
(1) CANDI CE SAUNDERS 1.00
PRESI DENT & CEO 49. 00 X NONE 4, 470, 894. 115, 914.
(2) ANTHONY BUDZI NSKI 1.00
EVP & CFO 49. 00 X NONE 3, 831, 591. 111, 381.
(3) LEO REI CHERT 1.00
EVP & GENERAL COUNSEL 49. 00 X NONE 3, 047, 957. 125, 085.
(4) DAVI D JONES 1.00
EVP CH EF HUMAN RESOURCES OFFR 49. 00 X NONE 1, 701, 311. 90, 246.
(5) KEM MULLI NS 1.00
EVP AMBULATORY OPS & BUS DEV 49. 00 X NONE 1, 268, 588. 82, 352.
(6) MARY CHATMAN 1.00
EVP ACUTE CARE OPERATI ONS 49. 00 X NONE 1, 214, 423. 88, 463.
(7) R CHARD CAPPS 1.00
EVP CH EF I NFO & DI d TAL OFFCR 49. 00 X NONE 1, 109, 573. 118, 910.
(8) SUSAN GRANT 1.00
EVP CHI EF EXPERI ENCE OFF & CNE 49. 00 X NONE 1,071, 514. 84, 826.
(99 ARRF AZI Z, MD. 1.00
TRUSTEE & PHYSI CI AN 49.00| X NONE 825, 095. 99, 764.
(10) PAUL DOUGLASS, M D. 1.00
TRUSTEE & PHYSI CI AN 49.00| X NONE 779, 970. 78, 095.
(11) JULI E TEER 1.00
SVP & WELLSTAR FOUNDATI ON PRES 49. 00 X NONE 819, 305. 37, 565.
(12) BETH KOST 1.00
SVP CHI EF COVPLI ANCE OFFI CER 49. 00 X NONE 725, 815. 90, 620.
(13) JAMES L HORNSBY 1.00
TRUSTEE & PHYSI CI AN 49.00| X NONE 469, 330. 112, 729.
(14) CHRI STOPHER S REDDOCH 50. 00
RW5 - HOSPI TALI ST NONE X 293, 594. NONE 37, 838.
Form 990 (2023)
JSA
3E1041 2.000
7054XL 2K76 V23-7.16 18



WELLSTAR MCG HEALTH WARM SPRI NGS, | NC 46- 4824043
Form 990 (2023) Page 8
Section A. Officers, Directors, Trustees, Key Employees, and Highest Compensated Employees (continued)
GV (B) © (D) E) F)
Name and title Average Position Reportable Reportable Estimated
hours per | (do not check more than one compensation |compensation from amount of
week (listany [ DOX, unless person is both an from related other
hours for officer and a director/trustee) the organizations compensation
elaed 123 | 21218 |5&| 8| organization | (W-2/1099-MISC) from the
organizations 5 g__ E 8 g 55 g (W-2/1099-MISC) organization
below dotted g, E_: g- 3|35 and r.elat.ed
line) = = 2._, % § organizations
3 é g
15) CARRGS MPARRADO | 50. 00 |
RWS - HOSPI TALI ST NONE X 288, 289. NONE 3, 581.
16) SUZANNE E BENSON | 50. 00 |
RWS - PHYSI Cl AN NONE X 186, 972. NONE 40, 339.
A7) VELLETTA JACKSON | 50. 00 |
RWS - REG STERED NURSE PRN NONE X 218, 265. NONE NONE
18) ALEXANDRA ALEXIS | 50. 00 |
RWS - REG STERED NURSE PRN NONE X 188, 430. NONE NONE
19) W CHARIES BROCK | 1.00]
TRUSTEE 15.00| X NONE 41, 497. NONE
20) EDRCHARDSON | 1.00]
TRUSTEE 15.00| X NONE 15, 806. NONE
20 MT2l MOORE | 1.00]
TRUSTEE 15.00| X NONE 13, 338. NONE
22) O SCOTT SWAYZE, MD._ | 1.00]
TRUSTEE 15.00| X NONE 11, 859. NONE
23) FRAKROS | 1.00]
TRUSTEE 15.00| X NONE 9, 633. NONE
24) MARKBERRY | 1.00]
TRUSTEE 15.00| X NONE 8, 873. NONE
25) JAMES L. HOMES | 1.00]
TRUSTEE 15.00 | X NONE 8, 198. NONE
1b Sub-total | e »| 1,175,550. | 21,444,570.] 1,317, 708.
¢ Total from continuation sheets to Part VII, Section A . . . . . . . . . . ... | 2 NONE 23, 236. NONE
d Total (add lines 1b and 1C) « v v v v v v v v v v e e e e e e e e e e »| 1,175,550.| 21, 467, 806. 1,317, 708.
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 » 21
Yes | No
3 Did the organization list any former officer, director, or trustee, key employee, or highest compensated
employee on line 1a? If "Yes," complete Schedule J for suchindividual . . . . .. ... ... ..., 3
4 For any individual listed on line 1a, is the sum of reportable compensation and other compensation from the
organization and related organizations greater than $150,000? If “Yes,” complete Schedule J for such
10 LAY/ To [ = 4
5 Did any person listed on line la receive or accrue compensation from any unrelated organization or individual
for services rendered to the organization? If “Yes,” complete Schedule Jfor suchperson . ... ... ... .. .... 5
Section B. Independent Contractors
1 Complete this table for your five highest compensated independent contractors that received more than $100,000 of
compensation from the organization. Report compensation for the calendar year ending with or within the organization's tax
year.
(A (B) ©
Name and business address Description of services Compensation

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

more than $100,000 in compensation from the organization p

JSA
3E1055 1.000

7054XL 2K76
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Form 990 (2023)
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VELLSTAR MCG HEALTH WARM SPRI NGS, | NC

46- 4824043

Form 990 (2023) Page 8
Section A. Officers, Directors, Trustees, Key Employees, and Highest Compensated Employees (continued)
GV (B) © (D) E) F)
Name and title Average Position Reportable Reportable Estimated
hours per | (do not check more than one compensation |compensation from amount of
week (listany [ DOX, unless person is both an from related other
hours for officer and a director/trustee) the organizations compensation
elaed 123 | 21218 |5&| 8| organization | (W-2/1099-MISC) from the
organizations 5 g_ E a g E g g (W-2/1099-M|SC) organization
below dotted g, E_: 3 3|3 g and related
line) =g - ] g organizations
215 |8 B
3|2 z
i g
(26) GREGMRGAN__ | 1.00
TRUSTEE 15.00| X NONE 5, 707. NONE
( 27) H_SPEER BURDETTE, 11l | 1.00]
TRUSTEE 15.00| X NONE 4, 358. NONE
(28) KEITHPARKER | 1.00]
TRUSTEE 15.00| X NONE 4, 051. NONE
(29 JOANMKBBEN | 1.00]
TRUSTEE 15.00| X NONE 3,675. NONE
(30) JAY CUNNNNGAAM | 1.00]
TRUSTEE 15.00| X NONE 3, 092. NONE
(31 bavibeortos | 1.00]
TRUSTEE 15.00| X NONE 1, 995. NONE
(32) EDMRDTATE | 1.00]
TRUSTEE (BEG 11/ 23) 15.00| X NONE 358. NONE
1b Sub-total | e >
c Total from continuation sheets to Part VII, Section A , ., . .. ... ... .. | 2
d Total (add lineslband 1c) . . . = & & & @ @ i i i i i i e e e e e e e e e »
2 Total number of individuals (including but not limited to those listed above) who received more than $100,000 of
reportable compensation from the organization »
Yes | No
3 Did the organization list any former officer, director, or trustee, key employee, or highest compensated
employee on line 1a? If "Yes," complete Schedule J for suchindividual . . . . .. ... ... ..., 3 X
4 For any individual listed on line 1a, is the sum of reportable compensation and other compensation from the
organization and related organizations greater than $150,000? If “Yes,” complete Schedule J for such
INAIVIdUAL . o . . s h e e e e e e e e e e e e e e e e e e e e e e e e e e e 4 X
5 Did any person listed on line la receive or accrue compensation from any unrelated organization or individual
for services rendered to the organization? If “Yes,” complete Schedule Jfor suchperson . ... ... ... .. .... 5 X
Section B. Independent Contractors
1 Complete this table for your five highest compensated independent contractors that received more than $100,000 of
compensation from the organization. Report compensation for the calendar year ending with or within the organization's tax
year.
(A (B) ©

Name and business address

Description of se|

rvices

Compensation

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

NONE

JSA
3E1055 1.000

7054XL 2K76
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function revenue

business revenue

Form 990 (2023) WELLSTAR MCG HEALTH WARM SPRI NGS, | NC 46- 4824043 Page 9
Statement of Revenue
Check if Schedule O contains aresponse or note to any lineinthisPartVIIl . . . . . . . oo o v i v v o v o v oo v u |:|
(A (B) © (©)
Total revenue Related or exempt Unrelated Revenue excluded

from tax under
sections 512-514

gg la Federated campaigns . - « = « « .« . la
83| b Membershipdues. . . . .. .... 1b
QE ¢ Fundraisingevents . . . . . . . .. ic
;2 5| d Related organizations . . . . . . .. 1d
QE e Government grants (contributions) . . | le
g'(ﬁ f All other contributions, gifts, grants,
'gE and similar amounts not included above . | 1f
§5 g Noncash contributions included in
gg linesla-1f « & v & 4 v 4 v v . e e 19 [$
O®| h Total.Addlinesla=lf . . v v v v v v v vt et u. NONE
Business Code
'g 24 HOSPITAL PATI ENT REVENUE 622110 14, 750, 865. 14, 750, 865.
gg| ¢
S| d
o
o e
e f  All other program service revenue . . . . .
g Total. Addlines2a-2f . . . v v & v v 4 i 4 4w e e e a e 14,750, 865.
3 Investment income (including dividends, interest, and
other similaramounts). « + « v v & v v v v s h e e e s NONE
4 Income from investment of tax-exempt bond proceeds NONE
5 Royalties + & v & v i v i e i e e e e e e e e e e e e s NONE
() Real (ii) Personal
6a Grossrents . . . . . 6a
Less: rental expenses| 6b
Rental income or (loss)|_6¢ NONH NONE
d Netrentalincomeor (I0SS)« + « & v v v & 4 4w v 0 0 4 v w0 u NONE
7a Gross amount from (i) Securities (ii) Other
sales of assets
other than inventory| 7a
g b Less: cost or other basis
§ and sales expenses . . | 7b
& ¢ Ganor(loss) . ... [ 7c
5 d Netgainor(loSS) « « « v & + v+ & & & + & & & &+ 4 4 & s u NONE
= | 8a Gross income from fundraising
© events (not including $
of contributions reported on line
1c). See Part1V, line18 . . . . . . . . 8a NONE
b Less: directexpenses « « « « « « « « . 8b NONE
¢ Net income or (loss) from fundraisingevents . . . . . . .. NONE
9a Gross income from gaming
activities. See Part IV, line19 . . . .. 9a NONg
Less: direct exXpenses « « « « « & « « . 9b NONE
Net income or (loss) from gaming activities. « « « « « « . NONE
10a Gross sales of inventory, less
returns and allowances « « « « « . . . 10a NONF
b Less:costofgoodssold . « « « v v « . 10b NONE
¢ Netincome or (loss) from sales of inventory. « . « « « « « . . NONE
» Business Code
§ g 11a OTHER REVENUE 622110 11, 039. 11, 039.
8§ b
28|
2 d Allotherrevenue . . « v v v v v v o u u s
= e Total. Addlines 11a-11d .« + + & v v v & 4 4 v 4 4444 a 11, 039.
12 Total revenue. See instructions « = « =« v« v v v 0w 0w 14, 761, 904. 14, 750, 865. 11, 039.
3 051 2.000 Form 990 (2023)
7054XL 2K76 V23-7.16 21



Form 990 (2023)
REVNE Statement of Functional Expenses

WELLSTAR MCG HEALTH WARM SPRI NGS, | NC

46- 4824043 Page 10

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

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

Do not include amounts reported on lines 6b, 7b, Total éﬁgenses Progra(ra)service Manag((e(r:TZent and Funcglrja)ising
8b, 9b, and 10b of Part VIIL expenses general expenses expenses
1 Grants and other assistance to domestic organizations
and domestic governments. See Part IV, line21 . . . . NONE
2 Grants and other assistance to domestic
individuals. See Part IV, line22 ., . . ... ... NONE
3 Grants and other assistance to foreign
organizations, foreign  governments, and
foreign individuals. See Part IV, lines 15 and 16 NONB
Benefits paid to or formembers, , . . .. ... NONE
Compensation of current officers, directors,
trustees, and key employees , . . . ... ... NONE
6 Compensation not included above to disqualified
persons (as defined under section 4958(f)(1)) and
persons described in section 4958(c)(3)B) , . . . . . NONE
7 Other salariesandwages | _ , . . . . ..... 12, 143, 275. 11, 984, 024. 159, 251.
8 Pension plan accruals and contributions (include 230, 275. 230, 275.
section 401(k) and 403(b) employer contributions)
9 Other employeebenefits . . . . . .« v v v v . 45, 871. 3, 706. 42, 165.
10 Payrolltaxes . « « = v v v @ v i h h e w e 752, 754. 752, 754.
11 Fees for services (nonemployees):
a Management | ., . .. ... ........ 1,337, 599. 1,337, 599.
DLegal & vt e NONE
CAccounting , . . ... i it e e e NONE
dLobbying . ... NONE
e Professional fundraising services. See Part IV, line 17, NONE
f Investment managementfees , ., ... ... NONE
g Other. (if line 11g amount exceeds 10% of line 25, column
(A), amount, list line 11g expenses on Schedule 0.) . . . .+ 11 322! 018 1! 2221 040 991 978
12 Advertising and promotion , . . . . ... ... 867. 867.
13 Officeexpenses . . . . v v v v v v v v v v s 49, 807. 49, 807.
14 Information technology. . . . . .. ... ... NONE
15 Royalies, . . v v v v v v i i e NONE
16 OCCUPANCY . v v v v v v e e e e e e s 279, 201. 279, 201.
17 Travel . . . .. e, 14, 919. 12, 006. 2,913.
18 Payments of travel or entertainment expenses
for any federal, state, or local public officials NONB
19 Conferences, conventions, and meetings , . ., . NONE
20 INEreSt . . o v v e e e e 1, 243. 78. 1, 165.
21 Paymentstoaffiliates. . . . . .. .. .. ... NONE
22 Depreciation, depletion, and amortization , , , . 154, 239. 128, 011. 26, 228.
23 INSUTANCE |, .\ © & e e e e e e 203, 163. 203, 163.
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 MEDI CAL SUPPLI ES 1, 554, 557. 1, 553, 785. 772.
b NON- MEDI CAL SUPPLI ES 130, 570. 126, 294. 4, 276.
¢ REPAI RS & MAI NTENANCE 653, 614. 653, 614.
d OTHER EXPENSES 46, 265. 47, 425. -1, 160.
e All other expenses
25 Total functional expenses. Add lines 1 through 24e 18, 920, 237. 18, 584, 649. 335, 588. NONE
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 |9:| if
following SOP 98-2 (ASC 958-720) . . . . .. .
1sA Form 990 (2023)
3E1052 2.000
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WELLSTAR MCG HEALTH WARM SPRI NGS, | NC 46- 4824043
Form 990 (2023) Page 11
EP @ Balance Sheet
Check if Schedule O contains a response or note to any lineinthisPartX .. .................. |:|
(A (B)
Beginning of year End of year
1 Cash-non-interest-bearing . . . . . . .. i i ittt it i NONE 1 NONE
2 Savings and temporary cashinvestments. . . . . . . ... i e e . 588, 549.| 2 1,814, 937.
3 Pledges and grantsreceivable,net . . . . . . . ..o h o h e e e e e e e e NONE 3 NONE
4  Accountsreceivable, Net . . . v vt i e e e e e e e e e e e e e e 2,724,333.| 4 2,629, 479.
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 . . . . . . .. .. NONE 5 NONE
6 Loans and other receivables from other disqualified persons (as defined
under section 4958(f)(1)), and persons described in section 4958(c)(3)(B). . NONE 6 NONE
,g 7 Notesandloansreceivable, Net. . . v v v v v v i vt e e e e e e e e e e NONH 7 NONE
@| 8 Inventoriesforsaleoruse. . . . ... v v i it 135,503.| 8 124, 637.
<| 9 Prepaid expenses and deferred charges - - « « « « v 4 vt v e e e 14,958.| 9 NONE
10a Land, buildings, and equipment: cost or other
basis. Complete Part VI of ScheduleD . . .. .. 10a 2,592, 675.
b Less: accumulated depreciation. . . . . . . . . . 10b 414, 954. 1,012, 977.]10c 2,177, 721.
11 Investments - publicly traded securities. . . . . . v v v v v e e e e e e e NONE 11 NONE
12 Investments - other securities. See Part IV, line11. . . . . . . .. . o . . .. NONH 12 NONE
13 Investments - program-related. See Part IV, line 11, . . . ... ... ... .. NONE 13 NONE
14 Intangible @ssetS. « v v v v v vt e e e e e e e e e e e e e e e e e e e e e e NONE 14 NONE
15 Otherassets.SeePartIV,line 1l . . . . . . v v v v i v i et e e e e e e -21, 356, 802.| 15 NONE
16 Total assets. Add lines 1 through 15 (mustequalline33) ... ..... .. - 16, 880, 482.| 16 6, 746, 774.
17  Accounts payable and accrued eXpenses. . . . . . . .. v u v e e e e e 1,577,119.] 17 1, 791, 389.
18  GrantSpayable . . . v v v v v e e e e e e e e e e e e e e e e NONE 18 NONE
19 Deferred rBVENUE . v v v v v v v v et e e e ettt e et et NONE 19 NONE
20 Tax-exemptbondliabilities . . . . . .. i it i e NONE 20 NONE
21 Escrow or custodial account liability. Complete Part IV of ScheduleD . . . . NONE 21 NONE
©|22 Loans and other payables to any current or former officer, director,
= trustee, key employee, creator or founder, substantial contributor, or 35%
% controlled entity or family member of any of thesepersons . . . . . .. ... NONE 22 NONE
—123  secured mortgages and notes payable to unrelated third parties . . . . . . . NONE 23 NONE
24 Unsecured notes and loans payable to unrelated third parties. . . . ... .. NONE 24 NONE
25  Other liabilities (including federal income tax, payables to related third
parties, and other liabilities not included on lines 17-24). Complete Part X
of Schedule D « & v & v i i e e s e e e e e e e e e e e e e e e e e 5,440.| 25 4,078.
26 Total liabilities. Add lines 17 through25. . . . . ... .. ... ... .... 1,582, 559.| 26 1, 795, 467.
%) Organizations that follow FASB ASC 958, check here m
§ and complete lines 27, 28, 32, and 33.
‘—cg 27 Net assets without donor restrictions. . . . . . v v v v v v v v b v v e e e n -18, 463, 041. | 27 4,951, 307.
j'g 28 Net assets with donorrestrictions. . . . . . . . . v i v i vttt e i e e NONE 28 NONE
5 Organizations that do not follow FASB ASC 958, check here |:|
'-'; and complete lines 29 through 33.
3 29 Capital stock or trust principal, or currentfunds . . . . . ... ........ 29
E—) 30 Paid-in or capital surplus, or land, building, or equipmentfund . . ... ... 30
2 31 Retained earnings, endowment, accumulated income, or other funds . . . . 31
©|32 Totalnetassetsorfundbalances . . . . . . . . . . . oo oo oo oo -18, 463, 041.| 32 4,951, 307.
<133 Total liabilities and net assets/fund balances. . . . . v v v v v v n e -16, 880, 482.| 33 6, 746, 774.

JSA

3E1053 2.000
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VWELLSTAR MCG HEALTH WARM SPRI NGS, | NC 46- 4824043

Form 990 (2023)
Part Xl Reconciliation of Net Assets

Check if Schedule O contains a response or noteto anylineinthisPart XI . . ... .. ... ......

©CwWw o ~NOoO U~ WNPBR

=

Total revenue (must equal Part VIII, column (A), line12) . . . . . v v v o v i v i i v e v e e e s

14, 761, 904.

Total expenses (must equal Part IX, column (A),line25) . . . .« . v o v o v v v v i v i v i e

18, 920, 237.

-4, 158, 338.

Revenue less expenses. Subtractline2fromline 1. . . . . . . . . v o vt v it v i i i n e
Net assets or fund balances at beginning of year (must equal Part X, line 32, coumn (A)) . . . . .

-18, 463, 041.

Donated services and use of facilities . . « « &« v 4 & i i h h e e e e e e e e e e e e e e e s

Investment EXPENSES « v v v v v v v v w e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e s

Prior period adjustments . . .« . v & v i it i e e e e e e e e e e e e e e e e

1
2
3
4
Net unrealized gains (losses) oniNVeStMENES . .« & v v v v i v o v v it e s e s s e 5
6
7
8
9

Other changes in net assets or fund balances (explain on Schedule O). . . . . . . ... ... ...

27,572, 681.

Net assets or fund balances at end of year. Combine lines 3 through 9 (must equal Part X, line
32,c0lumn (B)) « v v v i i e e e e e e e e e e e e e e e e e e e e e e e 10

4, 951, 307.

WPl Financial Statements and Reporting

Check if Schedule O contains a response or note to any lineinthisPartXIl. . . . ... .....

2a

3a

Accounting method used to prepare the Form 990: |:| Cash Accrual |:| Other
If the organization changed its method of accounting from a prior year or checked "Other,” explain on
Schedule O.
Were the organization's financial statements compiled or reviewed by an independent accountant? . . . . .
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
Were the organization's financial statements audited by an independent accountant? . . . . . ... .. ...
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
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?. . . .

If the organization changed either its oversight process or selection process during the tax year, explain on
Schedule O.

As a result of a federal award, was the organization required to undergo an audit or audits as set forth in the
Uniform Guidance, 2 C.F.R. Part 200, Subpart F? . . . . . & o v o v i i e e s e s e e e e e e s e e e s
If "Yes," did the organization undergo the required audit or audits? If the organization did not undergo the

required audit or audits, explain why on Schedule O and describe any steps taken to undergo such audits . . .

Yes | No

. |2a X

2b | X

2c | X

3a | X

3b | X

JSA
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SCHEDULE A Public Charity Status and Public Support | oM No. 1545-0047

(Form 990)

Department of the Treasury

Complete if the organization is a section 501(c)(3) organization or a section 4947(a)(1) nonexempt charitable trust. 2@23
Attach to Form 990 or Form 990-EZ.

Open to Public

Internal Revenue Service Go to www.irs.gov/Form990 for instructions and the latest information. Inspection
Name of the organization Employer identification number
VWELLSTAR MCG HEALTH WARM SPRI NGS, | NC 46- 4824043

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.)

1

2
3
4

(&)

~N O

10

11
12

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

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

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

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

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

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

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

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

A community trust described in section 170(b)(1)(A)(vi). (Complete Part 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 331/3 % of its support from contributions, membership fees, and gross
receipts from activities related to its exempt functions, subject to certain exceptions; and (2) no more than 331/3 % of its
support from gross investment income and unrelated business taxable income (less section 511 tax) from businesses
acquired by the organization after June 30, 1975. See section 509(a)(2). (Complete Part lIl.)

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

An organization organized and operated exclusively for the benefit of, to perform the functions of, or to carry out the purposes of
one or more publicly supported organizations described in section 509(a)(1) or section 509(a)(2). See section 509(a)(3). Check
the box on lines 12a through 12d that describes the type of supporting organization and complete lines 12e, 12f, and 12g.

a |:| Type I. 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 lll 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 Il, Type llI
functionally integrated, or Type lll non-functionally integrated supporting organization.

f Enter the number of supported organizations . . . . . . . . .t i it e e e e e e e e e e e e e e e e e e |:|

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

(i) Name of supported organization (i) EIN (iii) Type of organization | (iv) Is the organization | (v) Amount of monetary (vi) Amount of
(described on lines 1-10 |listed in your governing support (see other support (see
above (see instructions)) document? instructions) instructions)

Yes No

(A)

(B

©

(D)

B)

Total

For Paperwork Reduction Act Notice, see the Instructions for Form 990 or 990-EZ. Schedule A (Form 990) 2023
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WELLSTAR MCG HEALTH WARM SPRI NGS, | NC 46- 4824043
Schedule A (Form 990) 2023 Page 2
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 1. If the organization fails to qualify under the tests listed below, please complete Part Ill.)
Section A. Public Support
Calendar year (or fiscal year beginning in) (a) 2019 (b) 2020 (c) 2021 (d) 2022 (e) 2023 (f) Total

1 Gifts, grants, contributions, and
membership fees received. (Do not
include any "unusual grants.”) . . . . ..

2 Taxrevenues levied for the
organization's benefit and either paid to
or expended onitsbehalf . . . . .. ..

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

Total. Add lines 1 through 3. . . . . . .

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 (f). . . . . . .

6  Public support. Subtract line 5 from line 4
Section B. Total Support
Calendar year (or fiscal year beginning in) (a) 2019 (b) 2020 (c) 2021 (d) 2022 (e) 2023 (f) Total
7 Amounts fromline4 ... .. ... ..
8 Gross income from interest, dividends,
payments received on securities loans,

rents, royalties, and income from
similarsources . . . . v 4 f h e w e e

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

10 Other income. Do not include gain or
loss from the sale of capital assets
(ExplaininPartVL) « . v v v v v v v v

11 Total support. Add lines 7 through 10 . .
12  Gross receipts from related activities, etc. (SE€ INSIIUCLIONS) + = v & v & & v v 4 & v v v & v v e n e e s 12

13 First 5 years. If the Form 990 is for the organization's first, second, third, fourth, or fifth tax year as a section 501(c)(3)
organization, check thishoxandstop here. . . . . . . . o o i i i i i i i i e e e e e e e e e e e e e e e e e e e e e e e e e e e

Section C. Computation of Public Support Percentage

14  Public support percentage for 2023 (line 6, column (f), divided by line 11, coumn(f)) . . . . . . .. 14 %
15 Public support percentage from 2022 Schedule A, Partll,linel14 . . .. ... .. ... ... ... 15 %
16a 331/3% support test - 2023. If the organization did not check the box on line 13, and line 14 is 331/3 % or more, check this
box and stop here. The organization qualifies as a publicly supported organization. . . . . . . . . v o v v i v v v v v v v a s |:|
b 331/3% support test - 2022. If the organization did not check a box on line 13 or 16a, and line 15 is 331/3 % or more, check
this box and stop here. The organization qualifies as a publicly supported organization . . . . ... .. ... ... ... ... |:|

17a 10%-facts-and-circumstances test - 2023. 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
{0 o =Yg 2= 1 T o 1 |:|
b 10%-facts-and-circumstances test - 2022. 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
{0 o =Yg 2= 1 T o 1 |:|
18 Private foundation. If the organization did not check a box on line 13, 16a, 16b, 17a, or 17b, check this box and see
INSITUCHIONS & . v v v it e st sttt e e e s e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e
Schedule A (Form 990) 2023
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WELLSTAR MCG HEALTH WARM SPRI NGS, | NC 46- 4824043
Schedule A (Form 990) 2023 Page 3
Support Schedule for Organizations Described in Section 509(a)(2)
(Complete only if you checked the box on line 10 of Part | or if the organization failed to qualify under Part Il.
If the organization fails to qualify under the tests listed below, please complete Part Il.)

Section A. Public Support
Calendar year (or fiscal year beginning in) (a) 2019 (b) 2020 (c) 2021 (d) 2022 (e) 2023 (f) Total

1 Gifts, grants, contributions, and membership fees

received. (Do not include any "unusual grants.")

2 Gross receipts from admissions, merchandise
sold or services performed, or facilities
furnished in any activity that is related to the

organization's tax-exempt purpose -« « « « .«

3 Gross receipts from activities that are not an

unrelated trade or business under section 513 .

4  Tax revenues levied for the
organization's benefit and either paid to
or expended onitsbehalf . . . . .. ..

5 The value of services or facilities
furnished by a governmental unit to the
organization without charge . . . . . . .
6 Total. Add lines 1 through5. . . . ...
7a Amounts included on lines 1, 2, and 3
received from disqualified persons , ., . .
b Amounts included on lines 2 and 3
received from other than disqualified
persons that exceed the greater of $5,000
or 1% of the amount on line 13 for the year
¢ Addlines7aand7b. . .« « . v .. .
8 Public support. (Subtract line 7c from
iN€6.) v v v v v v v e w e w e e e
Section B. Total Support
Calendar year (or fiscal year beginning in) (a) 2019 (b) 2020 (c) 2021 (d) 2022 (e) 2023 (f) Total
9 Amounts fromline6. . . ... ... ..
10a Gross income from interest, dividends,
payments received on securities loans,

rents, royalties, and income from similar
SOUIMCES « + « = = « = = s & = = = s = » &«

b Unrelated business taxable income (less

section 511 taxes) from businesses
acquired after June 30,1975 . . . . . .
¢ Addlines10aand10b . . . . . . . ..
11  Net income from unrelated business

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

12 Other income. Do not include gain or
loss from the sale of capital assets
(ExplaininPartVL) . . ... ......
13 Total support. (Add lines 9, 10c, 11,
and12.) . . o v h s e e e e e s
14 First 5 years. If the Form 990 is for the organization's first, second, third, fourth, or fifth tax year as a section 501(c)(3)
organization, check thisboxand stop here. . . . . . & 0 v i 0 i i v i i it i e e e e e e e e e e e e e e e wae e e s
Section C. Computation of Public Support Percentage

15 Public support percentage for 2023 (line 8, column (f), divided by line 13, column (f)) . . . .. .. ... ... 15 %
16  Public support percentage from 2022 Schedule A, Partlll, line15. . . . . & v v v i i v v v i v v v e u w e 16 %
Section D. Computation of Investment Income Percentage

17 Investment income percentage for 2023 (line 10c, column (f), divided by line 13, column (f)), . . . . .. ... 17 %
18 Investment income percentage from 2022 Schedule A, Partlll, line 17 | . . . . . . . . . v & v o v o v v . 18 %

19a 331/3% support tests - 2023. If the organization did not check the box on line 14, and line 15 is more than 331/3%, and line
17 is not more than 331/3%, check this box and stop here. The organization qualifies as a publicly supported organization . . .

b 331/3% support tests - 2022. If the organization did not check a box on line 14 or line 19a, and line 16 is more than 331/3 %, and
line 18 is not more than 331/3 %, check this box and stop here. The organization qualifies as a publicly supported organization . .

20 Private foundation. If the organization did not check a box on line 14, 19a, or 19b, check this box and see instructions . .

JSA Schedule A (Form 990) 2023
3E1221 1.000
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VWELLSTAR MCG HEALTH WARM SPRI NGS, | NC 46- 4824043
Schedule A (Form 990) 2023 Page 4
Supporting Organizations
(Complete only if you checked a box on line 12 of Part I. If you checked box 12a, Part I, complete Sections A
and B. If you checked box 12b, Part |, complete Sections A and C. If you checked box 12c, Part |, complete
Sections A, D, and E. If you checked box 12d, Part |, complete Sections A and D, and complete Part V.)
Section A. All Supporting Organizations

Yes| No

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

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

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

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

organization made the determination. 3b

¢ Did the organization ensure that all support to such organizations was used exclusively for section 170(c)(2)(B)
purposes? If "Yes," explain in Part VI what controls the organization put in place to ensure such use. 3c

4a Was any supported organization not organized in the United States (“foreign supported organization")? If
"Yes," and if you checked box 12a or 12b in Part |, answer lines 4b and 4c below. 4a

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

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

5a Did the organization add, substitute, or remove any supported organizations during the tax year? If "Yes,"
answer lines 5b and 5c below (if applicable). Also, provide detail in Part VI, including (i) the names and EIN
numbers of the supported organizations added, substituted, or removed; (i) 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 | or Type Il only. Was any added or substituted supported organization part of a class already

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

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

7  Did the organization provide a grant, loan, compensation, or other similar payment to a substantial contributor
(as defined in section 4958(c)(3)(C)), a family member of a substantial contributor, or a 35% controlled entity
with regard to a substantial contributor? If "Yes," complete Part | of Schedule L (Form 990). 7

8 Did the organization make a loan to a disqualified person (as defined in section 4958) not described on line
7? 1f "Yes," complete Part | of Schedule L (Form 990). 8
9a Was the organization controlled directly or indirectly at any time during the tax year by one or more
disqualified persons, as defined in section 4946 (other than foundation managers and organizations

described in section 509(a)(1) or (2))? If "Yes," provide detail in Part VI. 9a

b Did one or more disqualified persons (as defined on line 9a) hold a controlling interest in any entity in which
the supporting organization had an interest? If "Yes," provide detail in Part VI. 9b

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

10a Was the organization subject to the excess business holdings rules of section 4943 because of section

4943(f) (regarding certain Type |l supporting organizations, and all Type Il non-functionally integrated
supporting organizations)? If "Yes," answer line 10b below. 10a

b Did the organization have any excess business holdings in the tax year? (Use Schedule C, Form 4720, to
determine whether the organization had excess business holdings.) 10b

Schedule A (Form 990) 2023
JSA
3E1229 1.000
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VWELLSTAR MCG HEALTH WARM SPRI NGS, | NC 46- 4824043

Schedule A (Form 990) 2023 Page 5
EIgM\l Supporting Organizations (continued)

Yes| No

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

Yes| No

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

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

Section C. Type Il Supporting Organizations

Yes| No

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

Section D. All Type lll Supporting Organizations

Yes| No

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

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

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

Section E. Type lll Functionally Integrated Supporting Organizations
1 Check the box next to the method that the organization used to satisfy the Integral Part Test during the year (seeinstructions).

a The organization satisfied the Activities Test. Complete line 2 below.
b The organization is the parent of each of its supported organizations. Complete line 3 below.
c The organization supported a governmental entity. Describe in Part VI how you supported a governmental entity (see instructions).

Yes| No

2 Activities Test. Answer lines 2a and 2b below.

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

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

3 Parent of Supported Organizations. Answer lines 3a and 3b below.
a Did the organization have the power to regularly appoint or elect a majority of the officers, directors, or

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

JSA  3E1230 1.000 Schedule A (Form 990) 2023
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Page 6

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

Check here if the organization satisfied the Integral Part Test as a qualifying trust on Nov. 20, 1970 (explain in Part VI). See

instructions. All other Type Ill non-functionally integrated supporting organizations must complete Sections A through E.

Section A - Adjusted Net Income

(A) Prior Year

(B) Current Year
(optional)

Net short-term capital gain

Recoveries of prior-year distributions

Other gross income (see instructions)

Add lines 1 through 3.

Depreciation and depletion

A W I[N |-

o (O [W(N (-

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

7

Other expenses (see instructions)

8

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

Section B - Minimum Asset Amount

(A) Prior Year

(B) Current Year
(optional)

1

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

Average monthly value of securities

la

Average monthly cash balances

1b

Fair market value of other non-exempt-use assets

1c

Total (add lines 1a, 1b, and 1c)

1d

0|0 |To|®

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

Acquisition indebtedness applicable to non-exempt-use assets

w

Subtract line 2 from line 1d.

w

IN

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

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

Multiply line 5 by 0.035.

Recoveries of prior-year distributions

(N[O (O

Minimum Asset Amount (add line 7 to line 6)

N ENRIRIGEES

Section C - Distributable Amount

Current Year

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

Enter 0.85 of line 1.

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

Enter greater of line 2 or line 3.

Income tax imposed in prior year

A |W I[N |-

o OB |WI|N |-

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

6

~

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

(see instructions).

JSA
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Page 7

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

Section D - Distributions

Current Year

1 Amounts paid to supported organizations to accomplish exempt purposes 1
2 Amounts paid to perform activity that directly furthers exempt purposes of supported
organizations, in excess of income from activity 2
3 Administrative expenses paid to accomplish exempt purposes of supported organizations 3
4  Amounts paid to acquire exempt-use assets 4
5 Qualified set-aside amounts (prior IRS approval required - provide details in Part VI) 5
6 Other distributions (describe in Part VI). See instructions. 6
7 Total annual distributions. Add lines 1 through 6. 7
8 Distributions to attentive supported organizations to which the organization is responsive
(provide details in Part VI). See instructions. 8
9 Distributable amount for 2023 from Section C, line 6 9
10 Line 8 amount divided by line 9 amount 10

Section E - Distribution Allocations (see instructions)

0]

Excess Distributions

(iD)

Underdistributions

(iii)
Distributable

Pre-2023 Amount for 2023

1 Distributable amount for 2023 from Section C, line 6

2 Underdistributions, if any, for years prior to 2023
(reasonable cause required - explain in Part VI). See
instructions.

3 Excess distributions carryover, if any, to 2023

a From2018 .......

b From2019 .......

c From2020 .......

d From2021 .......

e From2022 .......

f  Total of lines 3a through 3e

g Applied to underdistributions of prior years

h  Applied to 2023 distributable amount

i Carryover from 2018 not applied (see instructions)

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

4 Distributions for 2023 from
Section D, line 7: $

a Applied to underdistributions of prior years
b Applied to 2023 distributable amount
¢ Remainder. Subtract lines 4a and 4b from line 4.

5 Remaining underdistributions for years prior to 2023, 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 2023. Subtract lines 3h
and 4b from line 1. For result greater than zero, explain in
Part VI. See instructions.

7 Excess distributions carryover to 2024. Add lines 3j
and 4c.

8 Breakdown of line 7:

a Excess from 2019, . . .
b Excess from 2020, . . .
¢ Excess from 2021, ., . .
d Excess from 2022, , . .
e Excess from 2023, . . .
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SCHEDULE D : : OMB No. 1545-0047
(Form 990) Supplemental Financial Statements |
Complete if the organization answered "Yes" on Form 990, 2@23

Part IV, line 6, 7, 8, 9, 10, 11a, 11b, 11c, 11d, 11e, 11f, 12a, or 12b.
Department of the Treasury Attach to Form 990. Open tO_ Public
Internal Revenue Service Go to www.irs.gov/Form990 for instructions and the latest information. Inspection
Name of the organization Employer identification number
WELLSTAR MCG HEALTH WARM SPRI NGS, | NC 46- 4824043

Organizations Maintaining Donor Advised Funds or Other Similar Funds or Accounts
Complete if the organization answered "Yes" on Form 990, Part IV, line 6.

(a) Donor advised funds (b) Funds and other accounts

Total number atendofyear . .. .........
Aggregate value of contributions to (during year) .
Aggregate value of grants from (during year) . . .
Aggregate value atendofyear. . . ... ... ..
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 legalcontrol? . . . ... ... .. |:| 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? . . . . . . . L L L L L L e e e e e e e e e e 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).

a b~ WN B

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 conservationeasements . . . . . . . v v i it it e e e e e e e e e e 2a
b Total acreage restricted by conservationeasements . . . . . ... ... ...t 2b
¢ Number of conservation easements on a certified historic structure included on line 2a . . 2c
d Number of conservation easements included on line 2c acquired after July 25, 2006, and
not on a historic structure listed in the National Register . . . . . ... ... ... .. ... 2d
3 Number of conservation easements modified, transferred, released, extinguished, or terminated by the organization during the
tax year
4 Number of states where property subject to conservation easement is located
5 Does the organization have a written policy regarding the periodic monitoring, inspection, handling of

violations, and enforcement of the conservation easementsit holds? . . . . . . . ¢ ¢ v i v v v i i v v v v v v |:| Yes |:| No
6 Staff and volunteer hours devoted to monitoring, inspecting, handling of violations, and enforcing conservation easements during the year

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

8 Does each conservation easement reported on line 2d above satisfy the requirements of section 170(h)(4)(B)(i)
and section LTOM@B)M? . . . . . . o oo e e et e e e e e e [ ves [Tno
9 In Part XIIl, describe how the organization reports conservation easements in its revenue and expense statement and balance
sheet, and include, if applicable, the text of the footnote to the organization's financial statements that describes the

organization's accounting for conservation easements.
m Organizations Maintaining Collections of Art, Historical Treasures, or Other Similar Assets
Complete if the organization answered "Yes" on Form 990, Part IV, line 8.

la If the organization elected, as permitted under FASB ASC 958, not to report in its revenue statement and balance sheet works
of art, historical treasures, or other similar assets held for public exhibition, education, or research in furtherance of public
service, provide in Part XllI the text of the footnote to its financial statements that describes these items.

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

(i) Revenue included on Form 990, Part VI, line 1. . . v v v o v v v v i o e e e e e e e e e e e e e $
(ii) Assetsincluded in FOrm 990, Part X. . v & v v v v i v vt e e e e e e e e e e e e e e e e e e e $

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

a Revenueincluded on Form 990, Part VIII, lIne 1, . . . . v o v i v i i it e e e e e e e e e e e e $
b Assets included in FOrm 990, Part X. « & v v v v v v v v e v v e e e e e e e e e e e e e e e e e ke e e ke e s $
For Paperwork Reduction Act Notice, see the Instructions for Form 990. Schedule D (Form 990) 2023
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Schedule D (Form 990) 2023 WELLSTAR MCG HEALTH WARM SPRI NGS, | NC 46- 4824043 Page 2
Organizations Maintaining Collections of Art, Historical Treasures, or Other Similar Assets (continued)
3 Using the organization's acquisition, accession, and other records, check any of the following that make significant use of its
collection items (check all that apply).
a Public exhibition d B Loan or exchange program
b Scholarly research e Other
c Preservation for future generations
4  Provide a description of the organization's collections and explain how they further the organization's exempt purpose in Part
Xl
5 During the year, did the organization solicit or receive donations of art, historical treasures, or other similar

W\l Escrow and Custodial Arrangements

Complete if the organization answered "Yes" on Form 990, Part IV, line 9, or reported an amount on Form
990, Part X, line 21.

la

- DO Q 0

2a
b

Part V

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

|:|No

If "Yes," explain the arrangement in Part XIll and complete the following table.

Amount

Beginning balance . . . . . . .. ... .. e e e e e 1c
Additions duringtheyear. . . . . . . . o o i i i it e e e e e e e e 1d
Distributions during theyear . . . . . . . . . . . o i it i i ittt e le
Endingbalance . . . . . . . . . . i e e e e e e e e 1f
Did the organization include an amount on Form 990, Part X, line 21, for escrow or custodial account liability? |_| Yes

If "Yes," explain the arrangement in Part Xlll. Check here if the explanation has been provided inPart XIll, , . . ... .. ..
Endowment Funds

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

No

la

3a

b
4

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

Beginning of year balance . . . .
Contributions
Net investment earnings, gains,

andlosses. . . . .. ... ..
Grants or scholarships
Other expenditures for facilities

and programs. . . . . v .0 ...
Administrative expenses
End of year balance. . . . . . ..

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

Permanent endowment %

Term endowment %

The percentages on lines 2a, 2b, and 2c should equal 100%.

Are there endowment funds not in the possession of the organization that are held and administered for the
organization by:

Yes | No

3a(i)
3a(ii)
3b

If "Yes" on line 3a(ii), are the related organizations listed as required on Schedule R?. . . . . . . . .. .. .. ..
Describe in Part Xlll the intended uses of the organization's endowment funds.
Land, Bwldm%s and Equipment

Complete if the organ|zat|0n 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
la Land. . ... ... i i e,
b Buildings ................. 1,114, 648. NONE 1,114, 648.
¢ Leasehold improvements., . . ... ... 34, 345. NONHE 34, 345,
d Equipment. . .. ... .......... 1, 435, 447. 410, 761 1, 024, 686.
e Other . . .. ... . ... ..u.oiu... 8, 235. 4,193 4,042.
Total. Add lines 1a through le. (Column (d) must equal Form 990, Part X, line 10c, column (B)) , . . .. . .. 2,177,721.
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Schedule D (Form 990) 2023 WELLSTAR MCG HEALTH WARM SPRI NGS, | NC 46- 4824043 Page 3
EWYIl 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

(1) Financial derivatives « « « « « « « & v v 0 a 0w ..
(2) Closely held equity interests = « « « « v v v 0 v v s
(3) Other
G
(B)
©)
D)
6
(F)
©)
(H)
Total. (Column (b) must equal Form 990, Part X, line 12, col. (B)) . . .
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

)]
(2)
(3)
(4)
©)]
(6)
(N
(8)
9
Total. (Column (b) must equal Form 990, Part X, line 13, col. (B)) . . .
1) 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

€8]
(2)
(3)
(4)
©)]
(6)
(N
(8)
9
Total. (Column (b) must equal Form 990, Part X, line 15,col. (B)). . . . . . . . . v v v v v i v i e i e e e e e e w
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

(2JTAX EXEMPT BOND LI AB. DUE TO VWHS 4, 078.
(©)]

4

®)

(6)

™

(C)]

C)]

Total. (Column (b) must equal Form 990, Part X, iN€ 25, COL (B)). v &= + v v v & v vt e e e e e e e e e e e e e e e e e e 4, 078.
2. Liability for uncertain tax positions. In Part XllI, provide the text of the footnote to the organization's financial statements that reports the
organization's liability for uncertain tax positions under FASB ASC 740. Check here if the text of the footnote has been provided in Part XIII .
JSA Schedule D (Form 990) 2023
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Schedule D (Form 990) 2023 WELLSTAR MCG HEALTH WARM SPRI NGS, | NC 46- 4824043 Page 4
Reconciliation of Revenue per Audited Financial Statements With Revenue per Return
Complete if the organization answered "Yes" on Form 990, Part IV, line 12a.

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

a Net unrealized gains (losses)oninvestments . . . . ... ... ... ..... 2a

b Donated services and use of facilites . . . .. ................. 2b

¢ Recoveriesof prioryeargrants. . . . . . . . . . i i h e e e e e e e 2¢c

d Other (Describe iNPart XIL) . v v v v it e e e e e e e e e e e e 2d

e Addlines 2athrough2d . . . . .. i v it i it e e et e e e e e e e 2e
3 Subtractline2e fromline 1l . .. .. ... vt i ittt e e e e 3
4 Amounts included on Form 990, Part VIII, line 12, but not on line 1:

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

b Other (Describe iNPart XIIL) . . . v v vt o e e e e e e e e e e e 4b

C Addlines4aand 4b . . . . . . it i e e e e e e e e e e e e e e e e e e e e 4c
5  Total revenue. Add lines 3 and 4c. (This must equal Form 990, Partl,line12)) , , ... ... .. .. .. 5

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

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

a Donated services and use of facilites . . . . ... ... .. ... ....... 2a

b Prioryear adjustments . . . v v v v v v v e b i e e e e 2b

C OtherloSSES. & v v v it i e e e e e e e e e e e e e 2¢c

d Other (Describe inPart XIL) . v v v v v v v e e e e e e e e e e e e e 2d

e Addlines2athrough2d . .. . .. i i it ittt ettt e e ae s e e e e 2e
3  Subtractline2e fromline 1 . . . . . ittt ittt e e e e e e 3
4 Amounts included on Form 990, Part IX, line 25, but not on line 1:

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

b Other (Describe iNPart XIIL) . . . v v vt i e e e e e e e e e e e 4b

C Addlines4aand 4b . . . . . . it i e e e e e e e e e e e e e e e e e e e e e 4c
5  Total expenses. Add lines 3 and 4c. (This must equal Form 990, Partl,line18.), , . ... ... ... .. 5

EWPMIIN Supplemental Information
Provide the descriptions required for Part Il, lines 3, 5, and 9; Part lll, lines 1a and 4; Part IV, lines 1b and 2b; Part V, line 4; Part X, line

2; Part XI, lines 2d and 4b; and Part XII, lines 2d and 4b. Also complete this part to provide any additional information.

SEE SUPPLEMENTAL PACE
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Schedule D (Form 990) 2023 WELLSTAR MCG HEALTH WARM SPRI NGS, | NC 46- 4824043 Page 5
RETSPMIIl Supplemental Information (continued)

SCHEDULE D, PART X, LINE 2

THE FOLLOW NG FOOTNOTE | S RELATED TO THE ORGANI ZATI ON' S APPLI CATI ON OF

FASB ASC 740 (PREVI QUSLY FI N 48):

"WELLSTAR AND | TS AFFI LI ATES HAVE BEEN RECOGNI ZED AS EXEMPT FROM FEDERAL
| NCOVE TAX UNDER | NTERNAL REVENUE CODE SECTI ON 501(A) AS ORGAN ZATI ONS
DESCRI BED I N SECTI ON 501(C)(3), AND THEREFORE, RELATED I NCOMVE | S

GENERALLY NOT SUBJECT TO FEDERAL OR STATE | NCOVE TAXES.

VELLSTAR APPLI ES FASB ASC 740, | NCOVE TAXES, VH CH ADDRESSES ACCOUNTI NG
FOR UNCERTAI NTI ES I N | NCOVE TAX POSI TIONS. | T ALSO PROVI DES GUI DANCE ON
VHEN TAX POSI TI ONS ARE RECOGNI ZED | N AN ENTI TY' S FI NANCI AL STATEMENTS AND
HOW THE VALUES OF THESE POSI TI ONS ARE DETERM NED. THERE 1S NO | MPACT ON
VELLSTAR S COVBI NED FI NANCI AL STATEMENTS AS A RESULT OF THE APPLI CATI ON

OF ASC 740.

VELLSTAR HAS EVALUATED I TS TAX PCSI TI ONS AND DOES NOT BELI EVE THERE ARE
ANY MATERI AL UNRECOGNI ZED TAX BENEFI TS OR OBLI GATI ONS AS OF JUNE 30,

2024, OR 2023."

Schedule D (Form 990) 2023
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SCHEDULE H
(Form 990)

Department of the Treasury
Internal Revenue Service

Hospitals

| OMB No. 1545-0047

Complete if the organization answered "Yes" on Form 990, Part IV, question 20a.
Attach to Form 990.
Go to www.irs.gov/Form990 for instructions and the latest information.

Name of the organization

WELLSTAR MCG HEALTH WARM SPRI NGS, | NC

46- 4824043

2023

Open to Public

Inspection
Employer identification number

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 question6a . . . . . . . . la | X
b If"Yes,"wasitawrittenpolicy?. . . . & v ¢ v i i e s e e e e e e e e e e e e e e e 1b | X
2 If the organization had multiple hospital facilities, indicate which of the following best describes application of
the financial assistance policy to its various hospital facilities during the tax year:
- Applied uniformly to all hospital facilities Applied uniformly to most hospital facilities
Generally tailored to individual hospital facilities
3 Answer the following based on the financial assistance eligibility criteria that applied to the largest number of
the organization's patients during the tax year.
a Did the organization use Federal Poverty Guidelines (FPG) as a factor in determining eligibility for providing
free care? If "Yes," indicate which of the following was the FPG family income limit for eligibility for free care: |3a | X
100% 150% |:| 200% Other %
b Did the organization use FPG as a factor in determining eligibility for providing discounted care? If "Yes,"
indicate which of the following was the family income limit for eligibility for discounted care: ., . . .. .. ... ... 3b | X
200% 250% h 300% h 350% 400% Other %
¢ If the organization used factors other than FPG in determining eligibility, describe in Part VI the criteria used
for determining eligibility for free or discounted care. Include in the description whether the organization used
an asset test or other threshold, regardless of income, as a factor in determining eligibility for free or
discounted care.
4 Did the organization's financial assistance policy that applied to the largest number of its patients during the
tax year provide for free or discounted care to the "medically indigent"?, . . . . . . . . . ¢ i it i it i .. 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
b If "Yes," did the organization's financial assistance expenses exceed the budgeted amount? . . . . . . . ... .. .. 5b | X
If "Yes" to line 5b, as a result of budget considerations, was the organization unable to provide free or
discounted care to a patient who was eligible for free or discounted care? . . . . . . .« v v i v i v i h i n e . 5¢C X
6a Did the organization prepare a community benefit report during the taxyear? . . . . .. .. .. v v v v 6a | X
b If "Yes," did the organization make itavailabletothepublic? . . . . . . . . v . v v o i i i o s e e 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

Means-Tested Government

a

(c) Total community
benefit expense

(d) Direct offsetting
revenue

(e) Net community
benefit expense

Financial Assistance and (a) Number of
activities or

programs (optional)

(b) Persons
served
(optional)

(f) Percent
of total
expense

Programs

Financial Assistance at cost

106, 758. 106, 758.

(from Worksheet1) . . . .

0. 56

Medicaid (from Worksheet 3,

column a) NONE

5, 948, 074. 5, 948, 074.

NONE

Costs of other means-tested
government programs (from
Worksheet 3, coumn b) . .

Total. Financial Assistance
and Means-Tested

Government Programs . . . 6, 054, 832. 5,948, 074. 106, 758.

j

Other Benefits

Community health improvement
services and community benefit
operations (from Worksheet 4)

Health professions education
(from Worksheet5) . . . .

Subsidized health services (from

Worksheet 6)

Research (from Worksheet 7)

Cash and in-kind contributions
for community benefit (from
Worksheet 8)

Total. Other Benefits. . .+ .

k Total. Add lines 7d and 7j

6, 054, 832.

5, 948, 074.

106, 758.

0. 56

For Paperwork Reduction Act Notice, see the Instructions for Form 990.
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Schedule H (Form 990) 2023 WELLSTAR MCG HEALTH WARM SPRI NGS, | NC

46- 4824043 Page 2

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

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

health of the communities it serves.

(a) Number of | (b) Persons (c) Total community (d) Direct offsetting
activities or served building expense revenue

programs (optional)

(optional)

(e) Net community (f) Percent of
building expense total expense

Physical improvements and housing

Economic development

Community support

Environmental improvements

g | W N |

Leadership development and

training for community members

[«2]

Coalition building

Community health improvement

advocacy

8

Workforce development

9

Other

10

Total

Part Il Bad Debt, Medicare, & Collection Practices
Section A. Bad Debt Expense

1

Did the organization report bad debt expense in accordance with Healthcare Financial Management Association

Enter the amount of the organization's bad debt expense. Explain in Part VI the
methodology used by the organization to estimate thisamount, . . . .. ... ... ..

Yes | No

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

Provide in Part VI the text of the footnote to the organization's financial statements that describes bad debt
expense or the page number on which this footnote is contained in the attached financial statements.

Section B. Medicare

5

6
7
8

Enter total revenue received from Medicare (includingDSHandIME) . . . .. ... .. 5 6, 902, 493.
Enter Medicare allowable costs of care relating to paymentsonline5 . ... ... ... 6 9, 584, 464.
Subtract line 6 from line 5. This is the surplus (orshortfall) . . . . . ... ... ... .. 7 - 2,681, 971.
Describe in Part VI the extent to which any shortfall reported on 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 taxyear?. . . . . . . v v v o v v v v v v e v s 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 provisions
on the collection practices to be followed for patients who are known to qualify for financial assistance? Describe in Part VI 9b X

Part IV Management Com

panies 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
activity of entity

(c) Organization's
profit % or stock
ownership %

(d) Officers, directors, (e) Physicians'
trustees, or key profit % or stock

employees' profit % ownership %
or stock ownership %

© |00 |N|O |0 |~ |WIN |-

=
o

=
=

12

13
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Schedule H (Form 990) 2023 WELLSTAR MCG HEALTH WARM SPRI NGS, | NC 46- 4824043 Page 3
Facility Information
Section A. Hospital Facilities clolelzlel®|olE
(list in order of size, from largest to smallest - see instructions) | 3 | a g g S1g|R|g
How many hospital facilities did the organization operate during % ;_J @ <§ 8 f:’: g .
the tax year? 2 2le8|g|8|8|e|°
Name, address, primary website address, and state license | & :.—{ ?_, E g <
number (and if a group return, the name and EIN of the g E. Facility
subordinate hospital organization that operates the hospital H B reporting
facility): B Other (describe) group

1 VELLSTAR ROCSEVELT WARM SPRI NGS LTAC 099- 685
1120 15TH STREET
AUGUSTA GA 30912
VWAV VELLSTAR. ORG

X

2 WELLSTAR ROOSEVELT WARM SPRI NGS REHAB |099- 684

1120 15TH STREET
AUGUSTA GA 30912
VWAV VELLSTAR. ORG

X

3

4

5

6

7

8

9

10
JSA Schedule H (Form 990) 2023
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Schedule H (Form 990) 2023 WEL L STAR MCG HEALTH WARM SPRI NGS, | NC 46- 4824043

Page 4

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: ROOSEVELT WARM SPRI NGS LTAC

Line number of hospital facility, or line numbers of hospital

facilities in a facility reporting group (from Part V, Section A):

Yes

No

Community Health Needs Assessment

1

6a

o O T o

12a

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? . . . . . . . . . . i i i i i e e e e e e e e e e e
Was the hospital facility acquired or placed into service as a tax-exempt hospital in the current tax year or
the immediately preceding tax year? If "Yes," provide details of the acquisition in SectionC , . . . ... .. ...
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," skipto line 12 , . . . . . . . . . & . i i v i v v v v e v .
If "Yes," indicate what the CHNA report describes (check all that apply):
A definition of the community served by the hospital facility

Demographics of the community

Existing health care facilities and resources within the community that are available to respond to the
health needs of the community

How data was obtained

The significant health needs of the community

Primary and chronic disease needs and other health issues of uninsured persons, low-income persons,
and minority groups

The process for identifying and prioritizing community health needs and services to meet the
community health needs

The process for consulting with persons representing the community's interests

The impact of any actions taken to address the significant health needs identified in the hospital

facility's prior CHNA(S)

Other (describe in Section C)

Indicate the tax year the hospital facility last conducted a CHNA: 22

In conducting its mostrecent CHNA, did the hospital facility take into account input from persons who represent
the broad interests of the community served by the hospital facility, including those with special knowledge of or
expertise in public health? If "Yes," describe in Section C how the hospital facility took into account input from
persons who represent the community, and identify the persons the hospital facility consulted , . . . . ... ..
Was the hospital facility's CHNA conducted with one or more other hospital facilities? If "Yes," list the other
hospital facilities in Section C . . . . & o v i v i i i e s e e e e s e e e e e e e e s
Was the hospital facility's CHNA conducted with one or more organizations other than hospital facilities? If "Yes,"
list the other organizations in Section C . . . . & v v o v i i i i it s e s e e e e e e e e e e
Did the hospital facility make its CHNA report widely availabletothe public? . . . . . . . . . .. oo v oo
If "Yes," indicate how the CHNA report was made widely available (check all that apply):
Hospital facility's website (list url): SEE PART V, SECTION C
- Other website (list url):
Made a paper copy available for public inspection without charge at the hospital facility
- Other (describe in Section C)

Did the hospital facility adopt an implementation strategy to meet the significant community health needs
identified through its most recently conducted CHNA? If “No," skiptoline11. . . . . . . . . v v o v v v i v v a
Indicate the tax year the hospital facility last adopted an implementation strategy: 2022

<] <Ixx] B[

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.

Did the organization incur an excise tax under section 4959 for the hospital facility's failure to conduct a
CHNA asrequired by section 501(N)(3)? = + v v v & v o v v o v e v e s e s e e e e e e e e e e e
If "Yes" to line 12a, did the organization file Form 4720 to report the section 4959 excisetax? . . . . . . . . ..
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? $

6a

6b

10

10b

12a

12b

JSA
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Schedule H (Form 990) 2023 WEL L STAR MCG HEALTH WARM SPRI NGS, | NC 46- 4824043

Page 4

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:  ROOSEVELT \WARM SPRI NGS REHAB

Line number of hospital facility, or line numbers of hospital

facilities in a facility reporting group (from Part V, Section A):

Yes

No

Community Health Needs Assessment

1

6a

o O T o

12a

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? . . . . . . . . . . i i i i i e e e e e e e e e e e
Was the hospital facility acquired or placed into service as a tax-exempt hospital in the current tax year or
the immediately preceding tax year? If "Yes," provide details of the acquisition in SectionC , . . . ... .. ...
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," skipto line 12 , . . . . . . . . . & . i i v i v v v v e v .
If "Yes," indicate what the CHNA report describes (check all that apply):
A definition of the community served by the hospital facility

Demographics of the community

Existing health care facilities and resources within the community that are available to respond to the
health needs of the community

How data was obtained

The significant health needs of the community

Primary and chronic disease needs and other health issues of uninsured persons, low-income persons,
and minority groups

The process for identifying and prioritizing community health needs and services to meet the
community health needs

The process for consulting with persons representing the community's interests

The impact of any actions taken to address the significant health needs identified in the hospital

facility's prior CHNA(S)

Other (describe in Section C)

Indicate the tax year the hospital facility last conducted a CHNA: 221

In conducting its mostrecent CHNA, did the hospital facility take into account input from persons who represent
the broad interests of the community served by the hospital facility, including those with special knowledge of or
expertise in public health? If "Yes," describe in Section C how the hospital facility took into account input from
persons who represent the community, and identify the persons the hospital facility consulted , . . . . ... ..
Was the hospital facility's CHNA conducted with one or more other hospital facilities? If "Yes," list the other
hospital facilities in Section C . . . . & o v i v i i i e s e e e e s e e e e e e e e s
Was the hospital facility's CHNA conducted with one or more organizations other than hospital facilities? If "Yes,"
list the other organizations in Section C . . . . & v v o v i i i i it s e s e e e e e e e e e e
Did the hospital facility make its CHNA report widely availabletothe public? . . . . . . . . . .. oo v oo
If "Yes," indicate how the CHNA report was made widely available (check all that apply):
Hospital facility's website (list url): SEE PART V, SECTION C
- Other website (list url):
Made a paper copy available for public inspection without charge at the hospital facility
- Other (describe in Section C)

Did the hospital facility adopt an implementation strategy to meet the significant community health needs
identified through its most recently conducted CHNA? If “No," skiptoline11. . . . . . . . . v v o v v v i v v a
Indicate the tax year the hospital facility last adopted an implementation strategy: 2021

<] <Ixx] B[

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.

Did the organization incur an excise tax under section 4959 for the hospital facility's failure to conduct a
CHNA asrequired by section 501(N)(3)? = + v v v & v o v v o v e v e s e s e e e e e e e e e e e
If "Yes" to line 12a, did the organization file Form 4720 to report the section 4959 excisetax? . . . . . . . . ..
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? $

6a

6b

10

10b

12a

12b

JSA
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Schedule H (Form 990) 2023 WWEL L STAR MCG HEALTH WARM SPRI NGS, | NC 46- 4824043  Page5
Facility Information (continued)
Financial Assistance Policy (FAP)
Name of hospital facility or letter of facility reporting group:  ROOSEVELT WARM SPRI NGS LTAC
Yes | No
Did the hospital facility have in place during the tax year a written financial assistance policy that:
13 Explained eligibility criteria for financial assistance, and whether such assistance included free or discounted care? | 13 X
If "Yes," indicate the eligibility criteria explained in the FAP:
a Federal poverty guidelines (FPG), with FPG family income limit for eligibility for free care of 150. 0000 9
~_and FPG family income limit for eligibility for discounted care of _300. 0000 o4
b [ X| Income level other than FPG (describe in Section C)
c || Assetlevel
d | X| Medical indigency
e [ X]| Insurance status
f |1 Underinsurance status
g l Residency
h || Other (describe in Section C)
14 Explained the basis for calculating amounts charged to patients? . . . . . . . . v o v o v i h i h i e s 14 | X
15 Explained the method for applying for financial assistance? . . . . . . . . . v i i i i i it i h i e e 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 their
application
b Described the supporting documentation the hospital facility may require an individual to submit as part
of their 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):
a The FAP was widely available on a website (list url): HTTPS: / /| ROOSEVEL TRECOVERY. COM
b The FAP application form was widely available on a website (list url): WWV AUGUSTAHEAL TH. ORG ROO
c A plain language summary of the FAP was widely available on a website (list urI):V\Y/\YN AUGUSTAHEAL
d The FAP was available upon request and without charge (in public locations in the hospital facility and
by mail)
e The FAP application form was available upon request and without charge (in public locations in the
hospital facility and by mail)
f A plain language summary of the FAP was available upon request and without charge (in public
locations in the hospital facility and by mail)
g Individuals were notified about the FAP by being offered a paper copy of the plain language summary of
the FAP, by receiving a conspicuous written notice about the FAP on their billing statements, and via
conspicuous public displays or other measures reasonably calculated to attract patients' attention
h Notified members of the community who are most likely to require financial assistance about availability
of the FAP
i The FAP, FAP application form, and plain language summary of the FAP were translated into the
primary language(s) spoken by Limited English Proficiency (LEP) populations
j Other (describe in Section C)

JSA
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Schedule H (Form 990) 2023 WWEL L STAR MCG HEALTH WARM SPRI NGS, | NC 46- 4824043  Page5
Facility Information (continued)
Financial Assistance Policy (FAP)
Name of hospital facility or letter of facility reporting group:  ROOSEVELT WARM SPRI NGS REHAB
Yes | No
Did the hospital facility have in place during the tax year a written financial assistance policy that:
13 Explained eligibility criteria for financial assistance, and whether such assistance included free or discounted care? | 13 X
If "Yes," indicate the eligibility criteria explained in the FAP:
a Federal poverty guidelines (FPG), with FPG family income limit for eligibility for free care of 150. 0000 9
~_and FPG family income limit for eligibility for discounted care of _300. 0000 o4
b [ X| Income level other than FPG (describe in Section C)
c l Asset level
d | X| Medical indigency
e [ X]| Insurance status
f l Underinsurance status
g L[| Residency
h [ X| Other (describe in Section C)
14 Explained the basis for calculating amounts charged to patients? . . . . . . . . v o v o v i h i h i e s 14 | X
15 Explained the method for applying for financial assistance? . . . . . . . . . v i i i i i it i h i e e 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 their
application
b Described the supporting documentation the hospital facility may require an individual to submit as part
of their 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):
a The FAP was widely available on a website (list url): SEE PART V, SECTION C
b The FAP application form was widely available on a website (list url): SEE PART V, SECTION [C
c A plain language summary of the FAP was widely available on a website (list urI):SEE PART V, SHCTIION (C
d The FAP was available upon request and without charge (in public locations in the hospital facility and
by mail)
e The FAP application form was available upon request and without charge (in public locations in the
hospital facility and by mail)
f A plain language summary of the FAP was available upon request and without charge (in public
locations in the hospital facility and by mail)
g Individuals were notified about the FAP by being offered a paper copy of the plain language summary of
the FAP, by receiving a conspicuous written notice about the FAP on their billing statements, and via
conspicuous public displays or other measures reasonably calculated to attract patients' attention
h Notified members of the community who are most likely to require financial assistance about availability
of the FAP
i The FAP, FAP application form, and plain language summary of the FAP were translated into the
primary language(s) spoken by Limited English Proficiency (LEP) populations
j Other (describe in Section C)

JSA
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Schedule H (Form 990) 2023 \WEL L STAR_ MCG HEALTH WARM SPRI NGS, | NC 46- 4824043  Pageb
Facility Information (continued)
Billing and Collections

Name of hospital facility or letter of facility reporting group: ROOSEVELT WARM SPRI NGS LTAC

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 NONPAYMENE?. . . . . . . .ttt et et e e e e e e e e e e e e e e 17 | X
18 Check all of the following actions against an individual that were permitted under the hospital facility's
policies during the tax year before making reasonable efforts to determine the individual's eligibility under the
facility's FAP:
a || Reporting to credit agency(ies)
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
If "Yes," check all actions in which the hospital facility or a third party engaged:
a || Reporting to credit agency(ies)
| Selling an individual's debt to another party
¢ || Deferring, denying, or requiring a payment before providing medically necessary care due to
~__nonpayment of a previous bill for care covered under the hospital facility's FAP
d [ | Actions that require a legal or judicial process
L__| 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)

b Made a reasonable effort to orally notify individuals about the FAP and FAP application process (if not, describe in Section C)
c Processed incomplete and complete FAP applications (if not, describe in Section C)

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

e Other (describe in Section C)

f None of these efforts were made

Policy Relating to Emergency Medical Care
21 Did the hospital facility have in place during the tax year a written policy relating to emergency medical care
that required the hospital facility to provide, without discrimination, care for emergency medical conditions to

individuals regardless of their eligibility under the hospital facility's financial assistance policy? . . .. ... ... 21 X
If "No," indicate why:

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

b - The hospital facility's policy was not in writing

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

d |:| Other (describe in Section C)
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Schedule H (Form 990) 2023 \WEL L STAR_ MCG HEALTH WARM SPRI NGS, | NC 46- 4824043  Pageb
Facility Information (continued)
Billing and Collections

Name of hospital facility or letter of facility reporting group: ROOSEVELT WARM SPRI NGS REHAB

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 NONPAYMEN? . . . L L v\ i v e e e e e e e e e e e e e e e e e e 17 | X

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

a || Reporting to credit agency(ies)

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

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

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

d [ | Actions that require a legal or judicial process
L__| Other similar actions (describe in Section C)

20 Indicate which efforts the hospital facility or other authorized party made before initiating any of the actions listed (whether or

not checked) in line 19 (check all that apply):
a Provided a written notice about upcoming ECAs (Extraordinary Collection Action) and a plain language summary of the

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

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

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

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

Other (describe in Section C)

None of these efforts were made

Policy Relating to Emergency Medical Care

21 Did the hospital facility have in place during the tax year a written policy relating to emergency medical care
that required the hospital facility to provide, without discrimination, care for emergency medical conditions to

individuals regardless of their eligibility under the hospital facility's financial assistance policy? . . .. ... ... 21 | X
If "No," indicate why:

T QO O T

—h

a The hospital facility did not provide care for any emergency medical conditions
b The hospital facility's policy was not in writing
c The hospital facility limited who was eligible to receive care for emergency medical conditions (describe
in Section C)
d |:| Other (describe in Section C)
Schedule H (Form 990) 2023
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Schedule H (Form 990) 2023 WEL | STAR MCG HEALTH WARM SPRI NGS, | NC 46- 4824043  Page 7
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: ROOCSEVELT WARM SPRI NGS LTAC

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

c |:| The hospital facility used a look-back method based on claims allowed by Medicaid, either alone or in
combination with Medicare fee-for-service and all private health insurers that pay claims to the hospital
facility during a prior 12-month period

d |:| The hospital facility used a prospective Medicare or Medicaid method

23 During the tax year, did the hospital facility charge any FAP-eligible individual to whom the hospital facility
provided emergency or other medically necessary services more than the amounts generally billed to
individuals who had insurance covering suCh care?. . . . . . & . o i v i i i it e e e e e e e e e e e e 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? . . . . . . . . . . o i i i it i e e e e e e . 24 X

If "Yes," explain in Section C.
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Schedule H (Form 990) 2023 WEL | STAR MCG HEALTH WARM SPRI NGS, | NC 46- 4824043  Page 7
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: ROCSEVELT VWARM SPRI NGS REHAB

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

c |:| The hospital facility used a look-back method based on claims allowed by Medicaid, either alone or in
combination with Medicare fee-for-service and all private health insurers that pay claims to the hospital
facility during a prior 12-month period

d |:| The hospital facility used a prospective Medicare or Medicaid method

23 During the tax year, did the hospital facility charge any FAP-eligible individual to whom the hospital facility
provided emergency or other medically necessary services more than the amounts generally billed to
individuals who had insurance covering suCh care?. . . . . . & . o i v i i i it e e e e e e e e e e e e 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? . . . . . . . . . . o i i i it i e e e e e e . 24 X

If "Yes," explain in Section C.
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Schedule H (Form 990) 2023 VELLSTAR MCG HEALTH WARM SPRI NGS, | NC 46- 4824043 Page 8
Facility Information (continued)

Section C. Supplemental Information for Part V, Section B. Provide descriptions required for Part V, Section B, lines

2, 3}, 5, 6a, 6b, 7d, 11, 13b, 13h, 15e, 16j, 18e, 19¢, 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.

SCHEDULE H, PART V, SECTION B, LINE 3J

AS PART OF THE PATI ENT PROTECTI ON AND AFFORDABLE CARE ACT, HOSPI TALS ARE
REQUI RED TO COVPLETE A COVMUNI TY HEALTH NEEDS ASSESSMENT ( CHNA) EVERY
THREE YEARS. THIS IS THE TH RD CHNA REPORT COWPLETED BY ROOSEVELT WARM
SPRI NGS REHABI LI TATI ON & SPECI ALTY HOSPI TALS, | NC. (" RWSH').

ORGANI ZATI ON STRUCTURE AND HI STORY

ON AUGUST 29, 2023, WELLSTAR HEALTH SYSTEM |INC., A GEORA A NONPROFI T
CORPCRATI ON ("WHS"), AND AU HEALTH SYSTEM |INC., A GEORG A NONPROFI T
CORPCRATI ON (" AUHS"), CONSUMVATED THEI R AFFI LI ATI ON ( THE " TRANSACTI ON")
PURSUANT TO A MEMBERSHI P SUBSTI TUTI ON AGREEMENT DATED AS OF AUGUST 29,
2023. AS A RESULT OF THE TRANSACTI ON, WHS BECAME THE SOLE CORPORATE
MEMBER OF AUHS. AUHS CHANGED | TS CORPORATE LEGAL NAME TO WELLSTAR MCG
HEALTH, INC., AND THE HEALTH SYSTEM OPERATED BY AUHS BECAME A PART OF THE
HEALTH SYSTEM OPERATED BY WHS. BY VI RTUE OF WHS BECOM NG THE SCLE
CORPORATE MEMBER OF AUHS, WHS BECAME THE ULTI MATE PARENT CORPORATI ON OF
AUHS AND | TS AFFI LI ATES, AU MEDI CAL CENTER, INC., A GECRG A NONPROFI T
CORPCRATI ON ("AUMC'), AU MEDI CAL ASSCCI ATES, | NC., A GEORG A NONPROFI T
CORPCRATI ON (" AUMA"), AND ROOSEVELT WARM SPRI NGS REHABI LI TATI ON &

SPECI ALTY HOSPI TALS, INC., A GEORG A NONPROFI T CORPORATI ON (" RWSH'"),

VH CH AS A RESULT OF THE TRANSACTI ON, CHANGED | TS CORPCRATE LEGAL NAME TO
VELLSTAR MCG HEALTH WARM SPRI NGS, | NC.

THE RESPONSES TO THE QUESTI ONS SET FORTH ARE BASED ON THE PRI OR 2022 CHNA
COWVPI LED BY ROCSEVELT WARM SPRI NGS LONG TERM ACUTE CARE HOSPI TAL AND

| NPATI ENT REHABI LI TATI ON HOSPI TALS (RWsH) UNDER THEI R PREVI OUS OMNER,
AUGUSTA UNI VERSI TY.

ROOCSEVELT WARM SPRI NGS HOSPI TALS CAME UNDER THE LEADERSHI P OF AUGUSTA

UNI VERSI TY I N 2014. RWSH WAS ESTABLI SHED I N 1927 BY FRANKLI N DELANO
ROOCSEVELT AND SEEN AS A PLACE OF HEALI NG AND REHABI LI TATI ON FOR THOSE
WTH POLI O, THE HI STORIC FACI LI TY I N WARM SPRI NGS, GA HAS EVOLVED | NTO
TODAY' S RWSH, W TH AN EXPANDED M SSI ON TO SERVE AS A COVPREHENSI VE

REHABI LI TATI ON CENTER DEDI CATED TO SERVI CE, TECHNOLOG CAL ADVANCEMENT,
PROGRAM DI VERSI TY AND CONTI NUI NG EDUCATI ON ON BEHALF OF PERSONS W TH

DI SABI LI TIES. THERE ARE NOW TWO SEPARATE HOSPI TALS WTHIN TH S SYSTEM
ROOCSEVELT WARM SPRI NGS REHABI LI TATI ON HOSPI TAL AND ROOSEVELT WARM SPRI NGS
LONG TERM ACUTE CARE HOSPI TAL.

AU HEALTH, WHICH | S LOCATED | N AUGUSTA, CEORG A, |S A COOPERATE

ORGANI ZATI ON OF THE BOARD OF REGENTS OF THE UN VERSI TY SYSTEM OF GEORG A
AND PROVI DES SUPPORT TO AUGUSTA UNI VERSI TY THROUGH | TS ACADEM C MEDI CAL
CENTER AND OTHER CLI NI CAL FACI LI TI ES THROUGHOUT THE STATES OF GECRG A.
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Schedule H (Form 990) 2023 VELLSTAR MCG HEALTH WARM SPRI NGS, | NC 46- 4824043 Page 8
Facility Information (continued)

Section C. Supplemental Information for Part V, Section B. Provide descriptions required for Part V, Section B, lines

2, 3}, 5, 6a, 6b, 7d, 11, 13b, 13h, 15e, 16j, 18e, 19¢, 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.

THI'S NOT- FOR- PROFI T ENTERPRI SE HAS A NEARLY 200- YEAR HI STORY OF TRAI NI NG
HEALTH PROFESSI ONALS FOR GEORG A AND NATI ONALLY AND | S KNOMWN FCR

HEALTH RELATED ACTI VI TIES AND CONTRI BUTI ONS OF | TS FACULTY, STAFF, AND
STUDENTS TO THE UNI NSURED AND UNDER- | NSURED MEMBERS OF THE COVMUNI TY.
AUGUSTA UNI VERSI TY STRIVES TO BE A TOP-TIER UNI VERSITY WTH A M SSI ON OF
PROVI DI NG LEADERSHI P AND EXCELLENCE | N TEACHI NG, DI SCOVERY, CLI NI CAL
CARE, AND SERVI CE AS A STUDENT- CENTERED RESEARCH UNI VERSI TY AND ACADEM C
HEALTH CENTER. AUGUSTA UN VERSI TY EMBODI ES THE APPLI CATI ON OF RESEARCH,
EDUCATI ON, AND SERVI CE TO ENHANCE THE HEALTH OF THE COMVUNI TY, PRODUCI NG
TANG BLE AND MEASUREABLE RESULTS. AU HEALTH HAS BOTH NATI ONALLY AND

| NTERNATI ONALLY RECOGNI ZED PROGRAMS | N AREAS SUCH AS NEURCLOG CAL

CONDI TI ONS AND STROKE, AND | T HAS BEEN ON THE CUTTI NG EDGE OF RESEARCH I N
SUCH AREAS AS CANCER, WOMEN S HEALTH, AND PREVENTATI VE CARE.

ROOCSEVELT WARM SPRI NGS REHABI LI TATI ON HOSPI TAL 1S A 52-BED LI CENSED

FACI LI TY THAT IS STAFFED TO ACCOVMODATE 20 TO 24 PATIENTS. I N THE REHAB
HOSPI TAL, PATI ENTS PARTI Cl PATE IN A STRUCTURED PROGRAM THAT | NCLUDES

BU LDI NG STRENGTH, ENDURANCE, AND SELF- CARE WHI LE HAVI NG MEDI CAL | SSUES
MANAGED, PREPARI NG PATI ENTS TO RETURN HOMVE AND RESUME THEI R LI VES. THE
FOCUS IS ON EARLY | NTERVENTI ON FOR CONDI TI ONS AFFECTI NG MCBI LI TY,
ACTIVITIES OF DAILY LI VING AND SWALLOAN NG AND COGNI Tl VE ABI LI TIES. PART
OF THE DAY IS DEVOTED TO FOLLOW UP MEDI CAL CARE ADDRESSI NG ONGO NG

MEDI CAL | SSUES AND PART OF THE DAY | NVOLVES THERAPY TO HELP THE PATI ENT
BU LD UP STRENGTH AND SKI LLS. PSYCHOLOG CAL SUPPCRT | S ALSO OFFERED, AS
PHYSI CAL TRAUVA CAN BE EMOTI ONALLY DRAI NI NG EACH PATI ENT IS SERVED BY AN
| NTERDI SCI PLI NARY TEAM LEAD BY A PHYSI Cl AN SPECI ALLY TRAI NED | N PHYSI CAL
MEDI CI NE AND REHABI LI TATI ON. THE PHYSI Cl AN PROVI DES DAI LY MEDI CAL AND
PHYSI CAL MANAGEMENT W TH THE REHABI LI TATI ON REG STERED NURSES PROVI DI NG
24 HOUR CARE. EACH PATI ENT' S TREATMENT PROGRAM IS | NDI VI DUALI ZED AND
MODI FI ED ACCORDI NG TO THE PROGRESS MADE TOWARD DI SCHARGE GOALS. OTHER
MEMBERS OF THE TEAM WHO WORK CLOSELY TO COORDI NATE THE PATI ENT' S SPECI FI C
TREATMENT | NCLUDE: ? REGQ STERED NURSES, PHYSI CAL THERAPI ST, OCCUPATI ON
THERAPI ST, SPEECH LANGUAGE PATHOLOG ST, PSYCHOLOG ST, RESPI RATORY
THERAPI ST, REGQ STERED DI ETI Cl AN, RN CASE MANACER/ DI SCHARGE PLANNER, AND
CLI Nl CAL PHARMACI ST. ADDI TI ONALLY, FAM LI ES AND PRI MARY CAREGQ VERS ARE
VERY | MPORTANT MEMBERS OF THE TEAM AND ARE ENCOURAGED TO | NTERACT W TH
THE TEAM ASK QUESTI ONS, AND ATTEND EDUCATI ON SESSI ONS.

ROOCSEVELT WARM SPRI NGS LTAC HOSPI TAL HAS 32 LI CENSED BEDS AND |'S STAFFED
FOR 16-20 PATIENTS. I N OUR LTAC HOSPI TAL, PATIENTS ARE ADM TTED FROM AN
ACUTE CARE HOSPI TAL, OFTEN FROM I NTENSI VE CARE OR STEP-DOWN UNI TS, AND
HAVE AN AVERAGE LENGTH OF STAY WTH US OF 25 DAYS. OUR PATI ENTS ARE

MEDI CALLY COWPLEX REQUI RI NG MULTI - SPECI ALTY MEDI CAL SERVI CES PROVI DED BY
PHYSI CI ANS MAKI NG DAI LY ROUNDS AND REG STERED NURSES PROVI DI NG 24 HOUR
COVPLETE CARE. THE | NTERDI SCI PLI NARY TEAM | S TAI LORED TO THE PATI ENT' S
SPECI FI C NEEDS AND MAY | NCLUDE REGQ STERED NURSES, RESPI RATORY THERAPI ST,
PHYSI CAL THERAPI ST, OCCUPATI ONAL THERAPI ST, SPEECH LANGUAGE PATHOLCG ST,
REQ STERED DI ETI Cl AN, CLI NI CAL PHARVACI ST AND RN CASE MANAGERS/ DI SCHARGE

JSA Schedule H (Form 990) 2023

3E1331 1.000

7054XL 2K76 V23-7.16 49
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Facility Information (continued)

Section C. Supplemental Information for Part V, Section B. Provide descriptions required for Part V, Section B, lines

2, 3}, 5, 6a, 6b, 7d, 11, 13b, 13h, 15e, 16j, 18e, 19¢, 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.

PLANNERS. WE CARE FOR CRI TI CALLY | LL PATI ENTS WHO HAVE MULTI PLE
CO-MORBI DI TIES, MJULTI ORGAN SYSTEM FAI LURE AND REQUI RE SPECI ALI ZED CARE.

THE 2022 ROCSEVELT WARM SPRI NGS LTAC AND REHAB COVMUNI TY HEALTH NEEDS
ASSESSMENT TEAM

RWSH S CHNA TEAM WAS LED BY THE DI RECTOR OF CASE MANAGEMENT | N

COORDI NATI ON W TH PHYSI CI ANS, CLI NI CAL LEADERS, AND ANCI LLARY SUPPORT
PERSONNEL AT AU HEALTH. CASE MANAGEMENT ASSI| STS THE EXECUTI VE LEADERSH P
TEAM W TH COVMUNI TY- BASED | NI TI ATI VES THAT AFFECT THE POPULATI ON SERVED
AT THE FACILITY AS WELL AS THE COWUNI TY AT LARGE. MEMBERS OF THE TEAM

| NCLUDED:

- CH EF EXECUTI VE OFFI CER

- DI RECTOR OF BUSI NESS DEVELOPMENT

- CHI EF NURSI NG OFFI CER

- DI RECTOR OF NURSI NG

- DI RECTOR OF FI NANCE

- DI RECTOR OF CASE MANAGEMENT

- MARKETI NG

- DI RECTOR OF ANCI LLARY SERVI CES

- DI RECTOR OF QUALI TY AND COVPLI ANCE
- KEY CONSTI TUENTS | N THE ORGANI ZATI ON THAT HAVE A STRONG | NTEREST I N
COVMUNI TY HEALTH | MPROVEMENT

FOR THE MOST RECENT CHNA, RWSH W LL FOCUS ON COMMUNI TY OUTREACH AND
EDUCATI ON REGARDI NG LOW COST HEALTH CARE AND SUPPORT FOR THE COVMUNI TY.
THE QUTCOMVES OF THE 2019 CHNA WERE | MPACTED BY THE COVI D-19 PANDEM C.

COVMMUNI TY HEALTH NEEDS ASSESSMENT STRATEGY

THE 2022 COVMUNI TY HEALTH NEEDS ASSESSMENT STRATEGY DETERM NED AREAS OF

| NTEREST AND | DENTI FI ED OPPORTUNI TI ES FOR | MPROVEMENT, EDUCATI ON, AND

| NTERVENTI ON AT THE COMMUNI TY AND FACI LI TY LEVEL. WE SURVEYED KEY

COMMUNI TY STAKEHOLDERS AND THE GENERAL POPULATI ON TO GATHER | NPUT ON THE
MAJOR HEALTH CONCERNS OF THE COVMMUNI TY. THE OVERALL GOAL OF THE 2022 CHNA
'S TO ENHANCE COLLABORATI ON W TH THE COVMMUNI TY TO EXPAND ACCESS, SERVI CES
AND EDUCATI ON I N THE AREAS COF DI SEASE PREVENTI ON, SI MPLE EXERCI SE

ROUTI NES, NUTRI TI ONAL TIPS, STRESS RELI EF TI PS AND COST- EFFECTI VE
RESCURCES | N OQUR COVMUNI TY.

SERVI CE AREA

RWSH IS LOCATED IN THE CI TY OF WARM SPRI NGS, GEORA A I N MERI VETHER
COUNTY, WHICH IS IN M D-VWESTERN SECTI ON OF THE STATE. THE SCOPE OF BOTH
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Schedule H (Form 990) 2023 VELLSTAR MCG HEALTH WARM SPRI NGS, | NC 46- 4824043 Page 8
Facility Information (continued)

Section C. Supplemental Information for Part V, Section B. Provide descriptions required for Part V, Section B, lines

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

THE LTAC AND THE | RF HOSPI TALS' SERVI CES ARE VERY SPECI ALI ZED, AND THEY
ACCEPT PATI ENTS FROM OTHER GEORG A HOSPI TALS AND SURROUNDI NG STATES.
ALMOST 95% OF THE PATI ENTS HAVE A HOVE ADDRESS | N GEORG A. VWH LE PATI ENTS
ARE RECEI VED FROM ALL OVER THE STATE, THE CHNA FOCUSED ON COUNTIES I N
CLOSE PROXIM TY TO OUR HOSPI TALS AND FROM VWHI CH WE RECEI VE THE MAJORI TY
OF OUR ADM SSI ONS.

THE COVPREHENSI VE CHNA THAT MEETS | NDUSTRY STANDARDS | NCLUDI NG | RS FI NAL
REGULATI ONS OF SECTI ON 501( R) ENTI TLED " ADDI TI ONAL REQUI REMENTS FOR
CHARI TABLE HOSPI TALS' CAN BE ACCESSED HERE:

HTTPS: / / ROOSEVELTRECOVERY. COM

SCHEDULE H, PART V, SECTION B, LINE 5

THI'S 2022 COMMUNI TY HEALTH NEEDS ASSESSMENT UTI LI ZED BOTH PRI MARY AND
SECONDARY DATA TO DETERM NE THE FOCUS FOR THE PRQJECT.

AS PART OF THE DATA ANALYSI S, THE CHNA TEAM ANALYZED PRI MARY CONDI Tl ONS

TREATED I N EACH FACI LI TY, PRI MARY PAYERS FOR THOSE SERVED, ADM SSI ONS BY
DEMOGRAPHI C DATA (| NCLUDI NG AGE AND GENDER). REFERRAL VOLUME BY HOSPI TAL
WAS ALSO TAKEN | NTO CONSI DERATI ON.

PRI MARY AND SECONDARY DATA WAS ANALYZED TOGETHER TO THE MOST S| GNI FI CANT
HEALTH RELATED NEEDS. THI S | NFORVATI ON WAS REVI EVED BY RWEH S EXECUTI VE
LEADERSH P TEAM AND A FOCUS AREA FOR THE CHNA WAS SELECTED. W THI N THE
REPORT NARRATI VE, JUSTI FI CATI ON FOR ANY SI GNI FI CANT NEEDS THAT ARE

| DENTI FI ED BUT NOT | NCLUDED W LL BE ADDRESSED.

RWSH CONDUCTED TWO COMMUNI TY W DE SURVEYS TO GATHER | NPUT ON WHAT THE
COMMUNI TY VI EW6 AS MAJOR HEALTH CONCERNS. THE SURVEYS REQUESTED GUI DANCE
ON HOW RWSH COULD ASSI ST W TH MEETI NG THOSE NEEDS. THE " COVMUNI TY" WAS
DEFI NED AS THE COUNTY I N WHI CH THE HOSPI TALS RESI DE AS WELL AS THE
COUNTI ES OF TOP REFERRAL SOURCES.

BOTH A PROFESSI ONAL SURVEY AND A GENERAL COVMUNI TY SURVEY VI A AN ONLI NE
SURVEY SYSTEM WERE COVPLETED. THE PROFESSI ONAL SURVEY WAS PRESENTED TO
THE CASE MANAGERS AT THE TOP REFERRI NG HOSPI TALS, LOW I NCOVE CLI NI CS THAT
SERVI CE THOSE COUNTI ES, HEALTH DEPARTMENTS THAT SERVI CE THOSE COUNTI ES
AND THE CHAMBER OF COMMERCE. WE HAD A >60% COVPLETI ON RATE ON THI S
SURVEY.

A LI NK WAS PROVI DED, VI A SOCCI AL MEDI A, FOR THE GENERAL COVWMUNI TY TO
COVPLETE A SURVEY.

THE PROFESSI ONAL SURVEY | DENTI FI ED THE REG ON' S MOST PREVALENT HEALTH
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Schedule H (Form 990) 2023 VELLSTAR MCG HEALTH WARM SPRI NGS, | NC 46- 4824043 Page 8
Facility Information (continued)

Section C. Supplemental Information for Part V, Section B. Provide descriptions required for Part V, Section B, lines

2, 3}, 5, 6a, 6b, 7d, 11, 13b, 13h, 15e, 16j, 18e, 19¢, 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.

CONDI TI ONS AS DI ABETES, OBESI TY AND HTN. | T ALSO | DENTI FI ED EMERG NG
NEEDS AMONG THE UNDER- RESOURCED POPULATI ONS AS TRANSPORTATI ON, COvl D- 19,
AND THE COST OF HEALTHCARE. THE MAJOR BARRI ERS TO OBTAI NI NG HEALTHCARE
VEERE | DENTI FI ED AS TRANSPORTATI ON, HEALTH LI TERACY AND COST OF CARE.
EDUCATI ON, AFFORDABLE RESOURCES AND LACK OF ACCESS TO AFFORDABLE HEALTH
CARE WERE CONSI| STENTLY | DENTI FI ED AS THE BI GGEST NEEDS I N OQUR COVMUNI TY.

STRESS, OVEREATI NG AND HI GH BLOOD PRESSURE VEERE | DENTI FI ED AS THE TOP
THREE THI NGS PREVENTI NG THE SURVEY TAKERS FROM BEI NG AS HEALTHY AS THEY
WOULD LI KE TO BE. CGREATER THAN 65 PERCENT OF THOSE SURVEYED EXPRESSED
THAT THEY WOULD ATTEND EDUCATI ONAL SESSI ONS PROVI DED BY ROOSEVELT.

ARTI CLES ANDY CR VI DECS POSTED TO SCOCI AL MEDI A WERE CONSI STENTLY

| DENTI FI ED AS THE PREFERRED METHOD OF PROVI DI NG EDUCATI ON TO THE
COMMUNI TY. THE TOPI CS REQUESTED TO BE ADDRESSED I N THI S EDUCATI ON VERE
TIPS TO EAT HEALTHI ER, SI MPLE EXERCI SE ROUTI NES, TIPS TO PREVENT

| LLNESS/ DI SEASE AND HEALTH CARE RESOURCES THAT MAY BE AVAI LABLE I N OUR
COVMUNI TY.

BOTH THE PROFESSI ONAL SURVEY AND THE GENERAL COVMUNI TY SURVEYS | NDI CATED
THAT EASI ER ACCESS TO LOW COST HEALTH CARE/ SUPPORT WOULD ASSI ST | N MAKI NG
THE COVMUNI TY HEALTHI ER. HEALTH CARE LI TERACY WAS ALSO A THEME I N THE
RESULTS. 66% OF THOSE SURVEYED WERE | NTERESTED | N FREE EDUCATI ON FROM
ROCSEVELT WARM SPRI NGS. 62% REQUESTED THAT THE EDUCATI ON BE VI A SOCI AL
MEDI A/ ONLI NE PLATFORMS. DI SEASE PREVENTI ON, SI MPLE EXERCI SE ROUTI NES,
VAYS TO | MPROVE NUTRI Tl ONAL | NTAKE, AND AVAI LABLE COST- EFFECTI VE

COVMMUNI TY RESOURCES WERE A COVMMON THEME AMONG THI NGS THAT THE COMMUNI TY
WOULD LI KE MORE | NFORVATI ON ON/ THI NGS THAT THEY COULD CHANGE TO | MPROVE
THEI R HEALTH. 58% OF THOSE SURVEYED | N THE GENERAL COVMMUNI TY SURVEY

| NDI CATED STRESS WAS A BARRI ER TO HEALTHY LI VI NG

SCHEDULE H, PART V, SECTION B, LINE 6A

THE 2022 CHNA IS | NCLUSI VE OF AU MEDI CAL CENTER S ROOSEVELT WARM SPRI NGS
LONG TERM ACUTE CARE HOSPI TAL AND ROOSEVELT WARM SPRI NGS | NPATI ENT
REHABI LI TATI ON HOSPI TAL.

THE CHNA REPORT MEETS THE REQUI REMENTS OF SECTI ON 501(R)(3).

SCHEDULE H, PART V, SECTION B, LINE 7A
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Schedule H (Form 990) 2023 VELLSTAR MCG HEALTH WARM SPRI NGS, | NC 46- 4824043 Page 8
Facility Information (continued)

Section C. Supplemental Information for Part V, Section B. Provide descriptions required for Part V, Section B, lines

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

THE CURRENT COMMUNI TY HEALTH NEEDS ASSESSMENT AND | MPLEMENTATI ON STRATEGY
CAN BE FOUND ON THE FOLLOW NG WEB ADDRESS:

WAV ROOSEVEL TRECOVERY. COM

SCHEDULE H, PART V, SECTION B, LINE 10A

THE CURRENT COMMUNI TY HEALTH NEEDS ASSESSMENT AND | MPLEMENTATI ON STRATEGY
CAN BE FOUND ON THE FOLLOW NG WEB ADDRESS:

WAV ROOSEVEL TRECOVERY. COM

SCHEDULE H, PART V, SECTION B, LINE 11

PROGRAMS & STRATEG ES TO ADDRESS THE NEEDS OF THE COVMUNI TY:

THE RESULTS OF THE 2019 COVMUNI TY HEALTH NEEDS ASSESSMENT SURVEY
REFLECTED A NEED FOR | NCREASED MENTAL HEALTH CARE I N OUR FACI LITY AS WELL
AS I N OUR COMMUNI TY. RWSH | NI TI ATED A 2- FOLD PLAN TO ASSI ST W TH MEETI NG
THI'S NEED. ONE | NI TI ATI VE FOCUSED ON TACTICS TO | MPROVE MENTAL HEALTH
CARE | N THE PATI ENTS WE SERVE WH LE THE OTHER FOCUSED ON TACTICS TO

| MPROVE MENTAL HEALTH CARE I N OUR | MVEDI ATE COVMUNI TY. ACTI ONS TAKEN

| NCLUDED:

- H RING A FULL-TI ME BEHAVI ORAL HEALTH COUNSELCOR TO COCRDI NATE MENTAL
HEALTH CARE BOTH DURI NG AND AFTER HOSPI TALI ZATI ON

- INITI ATI NG A COUNSELOR LED SUPPORT CGROUP FOR PATI ENTS ON OUR REHAB
HOSPI TAL.

- ENGAG NG COMMUNI TY PASTORS TO PROVI DE SPI Rl TUAL SUPPORT TO OUR
| NPATI ENTS
ON A VOLUNTEER BASI S
- TRAI NI NG NURSES, PHYSI CI ANS, AND OTHER PROVI DERS TO PERFORM SUI Cl DE
Rl SK
ASSESSMENTS USI NG VALI DATED TOOLS.

- ASSI| STI NG W TH BEHAVI ORAL HEALTH REFERRALS FOR FOLLOW UP CARE POST
DI SCHARGE BY THE COUNSELOR

- INITI ATI NG AND SUPPORTI NG AN ANONYMOUS 12 STEP GROUP ON CAMPUS

- WORKI NG W TH HUMAN RESOURCES TO FACI LI TATE | NTERVENTI ONS FOR EMPLOYEES
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Schedule H (Form 990) 2023 VELLSTAR MCG HEALTH WARM SPRI NGS, | NC 46- 4824043 Page 8
Facility Information (continued)

Section C. Supplemental Information for Part V, Section B. Provide descriptions required for Part V, Section B, lines

2, 3}, 5, 6a, 6b, 7d, 11, 13b, 13h, 15e, 16j, 18e, 19¢, 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.

W TH ACUTE MENTAL HEALTH NEEDS

RWSH PLANNED TO TRACK THESE MEASURES BY FOLLOW NG PARTI Cl PATI ON | N GROUP
THERAPY SESSI ONS, OUTPATI ENT REFERRALS, AND PATI ENT SATI SFACTI ON RESULTS
CCOLLECTED DURI NG POST DI SCHARGE SURVEYS AND FOLLOW UP CALLS.

FEBRUARY 2020, RWSH RESTRI CTED | N PERSON MEETI NGS AS PART OF QUR EFFORTS
TO PREVENT THE SPREAD COF COVID-19. TH S PUBLI C HEALTH EMERGENCY REMAI NED
I N PLACE THROUGH THE END OF 2021. RWSH WAS UNABLE TO FOLLOW THROUGH W TH
GROUP THERAPY SESSI ONS. ONE ON ONE THERAPY SESSI ONS W TH THE BEHAVI ORAL
HEALTH COUNSELOR REMAI NED | N PLACE FOR PATI ENTS ON THE REHAB AND LTAC
HOSPI TALS AS NEEDED.

SCHEDULE H, PART V, SECTION B, LINE 13B

FAP ELIGBILITY CRITERIA - I NCOVE LEVEL OTHER THAN FPG

THE HOSPI TAL ABI DES BY THE FI NANCI AL ASS| STANCE REQUI REMENTS UNDER | RC
501(R) (5). | RC 501(R)(5) REQUI RES HEALTH CARE FACILITIES TO LIM T THE
AMOUNTS CHARGED FOR EMERGENCY AND OTHER MEDI CALLY NECESSARY CARE THAT IS
PROVI DED TO | NDI VI DUALS ELI Gl BLE FOR ASSI STANCE UNDER THE HEALTH CARE
FACI LI TI ES FI NANCI AL ASSI STANCE POLI CY TO NOT MORE THAN THE AMOUNTS
GENERALLY BI LLED TO | NDI VI DUALS WHO HAVE | NSURANCE. THE HOSPI TAL EXTENDS
| TS SLI DI NG SCALE FOR FI NANCI AL ASSI STANCE POLI CY (FAP) ELIG BI LI TY WELL
BEYOND THE M NI MUM GOVERNMENT LEVELS TO 250% OF FPG FOR PERSONS W TH

| NCOVES BELOW 150 % OF THE FPL, SERVI CES W LL BE PROVI DED AT NO CHARGE.
FOR PERSONS W TH AN | NCOVE BETWEEN 150 TO 250% OF THE FPL, A SLI DI NG FEE
SCALE W LL BE UTI LI ZED.

SCHEDULE H, PART V, SECTION B, LINE 15E

METHOD FOR APPLYI NG FOR FI NANCI AL ASSI STANCE:

PATI ENTS / GUARANTORS ARE EXPECTED TO COOPERATE IN A TI MELY MANNER I N
FURNI SHI NG REQUESTED DI SCLOSURE AND DOCUMENTATI ON OF PERSONAL, FI NANCI AL,
OR OTHER | NFORVATI ON NECESSARY TO MAKE A DETERM NATI ON REGARDI NG

I NABI LI TY TO PAY AND APPLI CABLE HOUSEHOLD | NCOVE. ALL APPLI CANTS MUST
PROVI DE PROOF OF HOUSEHOLD | NCOVE BY PROVI DI NG ANY OR ALL OF THE

FOLLOW NG THAT ARE APPLI CABLE: PAY STUBS, | NCOVE TAX RETURNS, TANF
STATEMENT(S), FOOD STAMP APPROVAL LETTER, SOCI AL SECURI TY STATEMENT(S),
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Schedule H (Form 990) 2023 VELLSTAR MCG HEALTH WARM SPRI NGS, | NC 46- 4824043 Page 8
Facility Information (continued)

Section C. Supplemental Information for Part V, Section B. Provide descriptions required for Part V, Section B, lines

2, 3}, 5, 6a, 6b, 7d, 11, 13b, 13h, 15e, 16j, 18e, 19¢, 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.

VETERAN ADM NI STRATI ON PAYMENT STATEMENT(S), RETI REMENT STATEMENT(S) OR
DI SABI LI TY APPROVAL LETTER(S). REQUI RED DOCUMENTATI ON ( PROOF OF | NCOVE,
RESI DENCY, ETC.) WLL BE MAI NTAI NED | N THE PATI ENT ACCOUNT FOLDERS I N THE
BUSI NESS OFFI CE. THE APPLI CANT' S DECLARATI ON OF | NCOVE AND FAM LY SIZE | S
DOCUMENTED I N THE BI LLI NG SYSTEM THE PATI ENT CLASS | NDI CATOR W LL
REFLECT THE AMOUNT DUE FROM THE PATI ENT SUCH AS 0, 20% 40% ETC. THE
ACTUAL ALLOWANCE OF THE DEBT DOES NOT TAKE PLACE UNTIL THE | NCOMVE
DOCUMENTATI ON |'S PROVI DED OR A DECI SI ON MADE AS TO AVAI LABI LI TY OF THAT
DOCUMENTATI ON.  ASSETS, SUCH AS DVEELLI NGS, RENTAL PROPERTY, AND VEHI CLES
ARE NOT USED I N THE | NCOVE CALCULATI ONS. PERSONS WHO DECLARE $0. 00 | NCOVE
MJUST EXPLAIN, IN WRI TI NG HOW THEY CLOTHE, FEED AND SHELTER THEMSELVES.

SCHEDULE H, PART V, SECTION B, LINE 16A

THE WELLSTAR HEALTH SYSTEM COVMUNI TY FI NANCI AL ASSI STANCE PCLI CY CAN BE

FOUND ON | TS VEBSI TE:

HTTPS: / / ROOSEVELTRECOVERY. COM

SCHEDULE H, PART V, SECTION B, LINE 16B

THE FI NANCI AL ASSI STANCE APPLI CATI ON CAN BE FOUND ON | TS WEBSI TE:

HTTPS: / / WAV AUGUSTAHEALTH. ORG ROOSEVEL T/ RWSH- LEADERSHI P- TEAM

SCHEDULE H, PART V, SECTION B, LINE 16C

THE PLAI N LANGUAGE SUMVARY OF THE FI NANCI AL ASSI STANCE APPLI CATI ON CAN BE

FOUND ON | TS VEBSI TE:

HTTPS: / / WAV AUGUSTAHEALTH. ORG ROOSEVEL T/ RWSH- LEADERSHI P- TEAM

SCHEDULE H, PART V, SECTION B, LINE 16J

PUBLI CATI ON OF THE FI NANCI AL ASSI STANCE PCOLI CY (FAP):

HTTPS: / / WAV AUGUSTAHEALTH. ORG ROOSEVEL T/ RWSH- LEADERSHI P- TEAM
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Schedule H (Form 990) 2023 WELLSTAR MCG HEALTH WARM SPRI NGS, | NC 46- 4824043 Page 9
Facility Information (continued)

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

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

Name and address Type of facility (describe)

1

10
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Schedule H (Form 990) 2023 WELLSTAR MCG HEALTH WARM SPRI NGS, | NC 46- 4824043 Page 10
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.

SCHEDULE H, PART |, LINE 3C

TO ENSURE THAT THE | NTENT OF THE STATE GUI DELI NES FOR DI SPROPORTI ONATE
SHARE HOSPI TALS CONCERNI NG THE MEDI CALLY | NDI GENT PATI ENT AND THEI R

I NABI LI TY TO PAY ARE SATI SFI ED, RWSHHR HAS THE FOLLOW NG DI SCOUNTI NG
POLI CI ES FOR MEDI CAL SERVI CES PROVI DED. RESI DENCY REQUI REMENT: GEORA A
RESI DENT

ALL EFFORTS WLL BE MADE BY THE HOSPI TAL TO ENSURE THAT THE PATI ENT /
GUARANTOR HAS MADE AND BEEN DENI ED COVERAGE UNDER THE STATE MEDI CAI D

PROGRAM

RWSHHR WORKS W TH PATI ENTS/ FAM LI ES TO ASSI ST W TH MEDI CAI D ELI G BI LI TY
SCREENING. - (A) APPENDI X Q IS THE REGULATORY GUI DANCE FOR PARTI Cl PATI NG
MEDI CAl D HOSPI TALS I N THE STATE OF GEORG A AND MAY BE FOUND AT: GEORA A
MEDI CAl D HOSPI TAL SERVI CES MANUAL

GEORG A RESI DENTS W TH | NCOVES BELOW 150 PERCENT OF THE FEDERAL POVERTY
LEVEL WLL NOT BE RESPONSI BLE FOR ANY PATI ENT LI ABI LI TY PORTI ON OF THEIR

BI LLS (I NDI GENT CARE). BILLS MEANS BI LLED CHARGES.
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=E1g@YIl 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.

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.

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.

GEORG A RESI DENTS W TH | NCOVES BETWEEN 150 TO 250 PERCENT OF THE

FEDERAL POVERTY LEVEL W LL BE ELI G BLE FOR A DI SCOUNT ON THE PATI ENT

LI ABI LI TY PORTI ON OF THEI R BI LLS BASED UPON A SLI DI NG FEE SCALE WH CH CAN

BE FOUND AT ROCSEVELTRECOVERY. COM ( FI NANCI AL APPLI CATI ON) .

DI SCOUNT MAY BE APPLI ED TO OPEN, ACTIVE, AND BAD DEBT PATIENT LI ABILITY

ACCOUNT BALANCES.

FOR PATI ENTS WHO QUALI FY FOR CHARI TY CARE RWSHH W LL BILL AND CHARGE
THOSE PATI ENTS NO MORE THAN MEDI CARE WOULD PAY W TH APPLI CABLE CO- PAYS
AND DEDUCTI BLES.

FOR PATI ENTS WHO ARE QUALI FI ED AT LESS THAN 100% A PAYMENT OF 50% OF
THE EXPECTED BALANCE | S DUE PRI CR TO ADM SSI ON, W TH THE REMAI NI NG
BALANCE BI LLED.

| NCOVE DOCUMENTATI ON:

REQUI RED DOCUMENTATI ON ( PROOF OF | NCOVE, RESI DENCY, ETC.) WLL BE
MAI NTAI NED | N THE PATI ENT ACCOUNT FCOLDERS | N THE BUSI NESS OFFI CE.
ACCEPTABLE FORMS OF PROOF OF | NCOVE | NCLUDE: PAY STUBS, | NCOVE TAX
RETURNS, TANF STATEMENT(S), FOOD STAMP APPROVAL LETTER, SOCI AL SECURI TY

STATEMENT(S), VETERAN ADM NI STRATI ON PAYMENT STATEMENT(S), RETI REMENT

JSA
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Supplemental Information

Provide the following information.

1

Required descriptions. Provide the descriptions required for Part |, lines 3c, 6a, and 7; Part Il and Part lll, 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.

STATEMENT(S) OR DI SABI LI TY APPROVAL LETTER(S). THE APPLI CANT' S

DECLARATI ON OF | NCOVE AND FAM LY SI ZE | S DOCUMENTED | N THE BI LLI NG

SYSTEM THE PATI ENT CLASS | NDI CATOR W LL REFLECT THE AMOUNT DUE FROM THE

PATI ENT SUCH AS 0, 20% 40% ETC. THE ACTUAL ALLOMNCE OF THE DEBT DOES

NOT TAKE PLACE UNTIL THE | NCOVE DOCUMENTATI ON IS PROVI DED OR A DEC!I SI ON

MADE AS TO AVAI LABI LI TY OF THAT DOCUMENTATI ON. ASSETS, SUCH AS DVEELLI NGS,

RENTAL PROPERTY, AND VEHI CLES ARE NOT USED | N THE | NCOVE CALCULATI ONS.

PERSONS WHO DECLARE $0.00 | NCOVE MUST EXPLAIN, I N WRI TING HOW THEY

CLOTHE, FEED AND SHELTER THEMSELVES.

SCHEDULE H, PART |, LINE 6A

PUBLI CATI ON OF COVMUNI TY BENEFI T REPORT:

ROOCSEVELT WARM SPRI NGS REHAB & SPECI ALTY HOSPI TALS

ON AN ANNUAL BASI S THE HOSPI TAL REPORTS | TS COVWUNI TY HEALTH BENEFI TS

JSA
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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.

REPORT TO THE GEORG A HOSPI TAL ASSOCI ATI ON (GHA). GHA AGGREGATES THE
HOSPI TAL SPECI FI C REPORTS | NTO A STATEW DE COVMUNI TY HEALTH BENEFI T
REPORT. THE STATE OF GEORG A ALSO REQUI RES HOSPI TALS TO FI LE THE HOSPI TAL
FI NANCI AL SURVEY AND THE | NDI GENT CARE TRUST FUND SURVEY SO THAT | T CAN
CCOLLECT | NFORMATI ON ON HOSPI TAL FI NANCI AL CLASS CATEGORI ES AND ALSO TO

DETERM NE THE AMOUNT OF UNCOVPENSATED CARE BY HOSPI TAL.

SCHEDULE H, PART I, LINE 7

COST TO CHARGE RATI O

FOR PURPOSES OF THE | RS FORM 990, SCHEDULE H, WELLSTAR HEALTH SYSTEM AND
AFFI LI ATES (I NCLUDI NG RWsH) HAVE COMPUTED THE CURRENT YEAR COST TO CHARGE
RATI O FOR EACH HOSPI TAL AS REPORTED I N THE ANNUAL COVMUNI TY BENEFI T
REPORT. THE SAME COST TO CHARGE RATION WLL ALSO BE REPORTED I N THE

STATE' S ANNUAL HOSPI TAL FI NANCI AL SURVEY.
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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.

SCHEDULE H, PART 111, SECTION A, LINE 2

METHODOLOGY USED TO ESTI MATE BAD DEBT:

THE REPORTED BAD DEBT CHARGES | S DERI VED FROM THE UNPAI D BALANCES OF

PATI ENT ACCOUNTS THAT ARE DEEMED UNCOLLECTI BLE AFTER 120 DAYS COF

CCOLLECTI ON EFFORT BY THE HOSPI TAL' S PATI ENT FI NANCI AL SERVI CES STAFF. THE

UNPAI D PATI ENT ACCOUNTS ARE THEN  SENT TO COLLECTI ON AGENCI ES AND ANY

CCOLLECTED AMOUNT | S DEEMED AS BAD DEBT RECOVERY. THE SOURCE OF THI S DATA

I'S THE HOSPI TAL' S DETAI LED FI NANCI AL TRI AL BALANCE. THE NET REPORTED BAD

DEBT CHARGES ARE THEN MULTI PLI ED BY THE HOSPI TAL FI NANCI AL SURVEY

CALCULATED COST TO CHARGE RATI O TO ARRI VE AT THE ESTI MATED BAD DEBT

EXPENSE.

JSA
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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.

SCHEDULE H, PART 111, SECTION B, LINE 8

MEDI CARE SHORTFALLS:

RWSH IS A PROVI DER OF | NPATI ENT SERVI CES TO MEDI CARE PROGRAM

BENEFI Cl ARI ES AT DETERM NED RATES. W THOUT THE PARTI CI PATION I N THE

MEDI CARE PROGRAM THESE PATI ENTS MAY NOT HAVE HAD CONVEN ENT ACCESS TO

THOSE SERVI CES.

THE MEDI CARE SHORTFALL ON SCHEDULE H, PART 111, SECTION B, LINE 7

REPRESENTS THE UNCOVPENSATED DI FFERENCE BETWEEN THE EXPECTED

REI MBURSEMENT AND THE MEDI CARE CHARGES FOR THOSE SERVI CES STATED AT COST.

VWE DETERM NE A COST TO CHARGE RATI O FOR MEDI CARE PATI ENTS AS PART OF THE

ANNUAL FI LI NG OF THE MEDI CARE COST REPORT.

JSA
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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.

SCHEDULE H, PART |11, SECTION C, LINE 9B

CCLLECTI ON PRACTI CES:

THE HOSPI TAL'S POLICY |S TO BI LL ALL | NSURANCE CARRI ERS FOR PAYMENT. ONCE

I T HAS BEEN DETERM NED THAT ALL THI RD- PARTY RElI MBURSEMENT HAS BEEN MADE,

THE BALANCE | S SENT TO AN EARLY OUT AGENCY. THE AGENCY W LL SEND OUT A

STATEMENT | MVEDI ATELY AND 1 EVERY 30 DAYS FOR THE NEXT THREE MONTHS. THE

AGENCY W LL WORK W TH THE PATI ENT TO SET UP PAYMENT ARRANGEMENTS. WHEN

THE AGENCY HAS WORKED THE ACCOUNT FOR 180 DAYS THEY WLL FORWARD TO AN

OUTSI DE COLLECTI ON AGENCY.

JSA
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=E1g@YIl 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.

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.

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.

SCHEDULE H, PART VI, LINE 2

NEEDS ASSESSMENT:

TO ASSESS THE CURRENT HEALTH AND WVELL- BEI NG OF THE COMMUNI TY SERVED,
RWSHH UTI LI ZED BOTH PRI MARY AND SECONDARY DATA TO DETERM NE THE FOCUS FOR
THE PROJIECT. AS PART OF THE DATA ANALYSI S, THE CHNA TEAM ANALYZED PRI MARY
CONDI TI ONS TREATED | N EACH FACI LI TY, PRI MARY PAYERS FOR THOSE SERVED,

ADM SSI ONS BY DEMOGRAPHI C DATA (| NCLUDI NG AGE AND GENDER) . REFERRAL
VOLUME BY HOSPI TAL WAS ALSO TAKEN | NTO CONSI DERATI ON. PRI MARY AND
SECONDARY DATA WAS ANALYZED TOGETHER TO THE MOST SI GNI FI CANT HEALTH
RELATED NEEDS. THI S | NFORVATI ON WAS REVI EMED BY RWSHH S EXECUTI VE
LEADERSH P TEAM AND A FOCUS AREA FOR THE CHNA WAS SELECTED. W THI N THE
REPORT NARRATI VE, JUSTI FI CATI ON FOR ANY SI GNI FI CANT NEEDS THAT ARE

| DENTI FI ED BUT NOT | NCLUDED W LL BE ADDRESSED. RWSHH CONDUCTED TWO
COMMUNI TY W DE SURVEYS TO GATHER | NPUT ON WHAT THE COVMUNI TY VI EW6 AS
MAJOR HEALTH CONCERNS. THE SURVEYS REQUESTED GU DANCE ON HOW RWSHH COULD

ASSI ST W TH MEETI NG THOSE NEEDS. THE " COMMUNI TY" WAS DEFI NED AS THE

JSA
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Supplemental Information

Provide the following information.

1

Required descriptions. Provide the descriptions required for Part |, lines 3c, 6a, and 7; Part Il and Part lll, 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.

COUNTY IN WHI CH THE HOSPI TALS RESI DE AS WELL AS THE COUNTI ES OF TOP

REFERRAL SOURCES. BOTH A PROFESSI ONAL SURVEY AND A GENERAL COVMUNI TY

SURVEY VI A AN ONLI NE SURVEY SYSTEM WERE COWVPLETED. THE PROFESSI ONAL

SURVEY WAS PRESENTED TO THE CASE MANAGERS AT THE TOP REFERRI NG HOSPI TALS,

LOW I NCOVE CLI NI CS THAT SERVI CE THOSE COUNTI ES, HEALTH DEPARTMENTS THAT

SERVI CE THOSE COUNTI ES AND THE CHAMBER OF COVMERCE. WE HAD A >60%

COVPLETI ON RATE ON THI'S SURVEY. A LINK WAS PROVI DED, VI A SOCI AL MEDI A,

FOR THE GENERAL COVMUNI TY TO COVPLETE A SURVEY. PRI MARY AND SECONDARY

DATA WAS ANALYZED TO GATHER THE MOST SI GNI FI CANT HEALTH RELATED NEEDS.

THI'S | NFORVATI ON WAS REVI EMED BY RWSHH S EXECUTI VE LEADERSHI P TEAM AND A

FOCUS AREA FOR THE CHNA WAS SELECTED.
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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.

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.

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.

SCHEDULE H, PART VI, LINE 3

PATI ENT EDUCATI ON OF ELI G BI LI TY FOR ASSI STANCE:
THE HOSPI TAL PROVI DES NOTI CE OF THE AVAI LABI LI TY OF FI NANCI AL ASSI STANCE
THROUGH THE FI NANCI AL ASSI STANCE PCLI CY (FAP) VI A

- ONLI NE AT: ROOSEVELTRECOVERY. COM

RWSH PROVI DES | TS PATI ENTS W TH FI NANCI AL ASSI STANCE APPLI CATION | F
REQUESTED. | F THE PATIENT IS ELI G BLE FOR FEDERAL OR STATE ASSI STANCE
PROGRAMS, A STAFF MEMBER | S KNOALEDGEABLE | N THE STEPS NECESSARY TO

QUALI FY THOSE | NDI VIDUALS. |F A PATIENT IS I NDI GENT OR CHARITY ELI G BLE,
THEY W LL BE OFFERED ASSI STANCE THROUGH THE HOSPI TAL' S CHARI TY AND

| NDI GENT CARE POLICY | NCLUDI NG THE STATE' S I NDI GENT CARE TRUST FUND. |F
THE PATI ENT HAS NO OTHER | NSURANCE AND FAI LS TO QUALI FY FOR | NDI GENT CARE
ASSI STANCE, THE FI NANCI AL COUNSELOR CAN THEN OFFER THE PATI ENT AN
OPPORTUNI TY TO ACCEPT A PAYMENT PLAN W TH DI SCOUNTED PAYMENT OPTI ONS
BASED ON THEI R ABI LI TY TO PAY | MVEDI ATELY OR OVER TI ME. ALL PATI ENTS ARE

AFFORDED THESE OPPORTUNI Tl ES.
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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 lll, 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.

SCHEDULE H, PART VI, LINE 4

COVMUNI TY | NFORVATI ON:

RWSHH | S LOCATED IN THE C TY OF WARM SPRI NGS, GECRA A I N MERI VETHER

COUNTY, WHICH IS IN M D-VESTERN SECTI ON OF THE STATE. THE SCOPE OF BOTH

THE LTAC AND THE | RF HOSPI TALS' SERVI CES ARE VERY SPECI ALI ZED, AND THEY

ACCEPT PATI ENTS FROM OTHER GEORG A HOSPI TALS AND SURROUNDI NG STATES.

ALMOST 95% OF THE PATI ENTS HAVE A HOVE ADDRESS | N GEORG A. VWH LE PATI ENTS

ARE RECEI VED FROM ALL OVER THE STATE, THE CHNA FOCUSED ON COUNTIES I N

CLOSE PROXIM TY TO OUR HOSPI TALS AND FROM VWHI CH WE RECEI VE THE MAJORI TY

OF OUR ADM SSI ONS.
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Schedule H (Form 990) 2023 WELLSTAR MCG HEALTH WARM SPRI NGS, | NC 46- 4824043 Page 10
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.

SCHEDULE H, PART VI, LINE 5

PROMOTI ON OF COVMMUNI TY HEALTH:

RWSHH OPERATES AS A CHARI TABLE ORGANI ZATI ON CONSI STENT W TH THE
REQUI REMENTS OF | NTERNAL REVENUE CODE SECTI ON 501(C)(3) AND THE

" COVMUNI TY BENEFI T STANDARD' OF I RS RULI NG 69-545. |IN THI'S REGARD, THE
GOVERNI NG BODY OF THE ORGANI ZATI ON AND / OR | TS PARENT (AUMC) |'S COVPOSED
OF PROM NENT CI TI ZENS | N THE COMMUNI TY, MEDI CAL STAFF PRI VI LEGES | N THE
HOSPI TAL ARE AVAI LABLE TO ALL QUALI FI ED PHYSI CI ANS | N THE AREA CONSI STENT
W TH THE SI ZE AND NATURE OF THE FACI LI TYRWSHH PROVI DES CARE TO THE NEEDY
MEMBERS OF THE COVMUNI TY CONSI STENT W TH | TS CHARI TY CARE POLICY. THE
HOSPI TAL' S EXCESS FUNDS ARE GENERALLY APPLI ED TO EXPANS|I ON AND
REPLACEMENT OF EXI STI NG FACI LI TIES AND EQUI PMENT, AMORTI ZATI ON OF

| NDEBTEDNESS, | MPROVEMENT OF PATI ENT CARE, COMMUNI TY BENEFI T ACTI VI TI ES

| NCLUDI NG HEALTH EDUCATI ON, AND CHARI TY CARE.

JSA Schedule H (Form 990) 2023
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Schedule H (Form 990) 2023 WELLSTAR MCG HEALTH WARM SPRI NGS, | NC

46- 4824043 Page 10

=E1g@YIl 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.

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.

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.

SCHEDULE H, PART VI, LINE 6

AFFI LI ATED HEALTH CARE SYSTEM

AUGUST 29, 2023, WELLSTAR HEALTH SYSTEM INC., A GEORG A NONPRCFI T
CORPCRATI ON ("WHS"), AND AU HEALTH SYSTEM |INC., A GEORG A NONPROFI T
CORPCRATI ON (" AUHS"), CONSUMVATED THEI R AFFI LI ATI ON ( THE " TRANSACTI ON")
PURSUANT TO A MEMBERSHI P SUBSTI TUTI ON AGREEMENT DATED AS OF AUGUST 29,
2023. AS A RESULT OF THE TRANSACTI ON, WHS BECAME THE SOLE CORPORATE
MEMBER OF AUHS. AUHS CHANGED | TS CORPORATE LEGAL NAME TO WELLSTAR MCG
HEALTH, INC., AND THE HEALTH SYSTEM OPERATED BY AUHS BECAME A PART OF THE
HEALTH SYSTEM OPERATED BY WHS. BY VI RTUE OF WHS BECOM NG THE SCLE
CORPORATE MEMBER OF AUHS, WHS BECAME THE ULTI MATE PARENT CORPORATI ON OF
AUHS AND | TS AFFI LI ATES, AUMEDI CAL CENTER, INC., A GECRG A NONPRCFI T
CORPCRATI ON ("AUMC'), AU MEDI CAL ASSCCI ATES, | NC., A GEORG ANONPROFI T
CORPCRATI ON (" AUMA"), AND ROOSEVELT WARM SPRI NGS REHABI LI TATI ON &

SPECI ALTY HOSPI TALS, | NC., A GEORG A NONPROFI T CORPORATI ON ("RWSH'), WHI CH

AS A RESULT OF THE TRANSACTI ON, CHANGED | TS CORPORATE LEGAL NAME TO

JSA
3E1327 1.000
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Schedule H (Form 990) 2023 WELLSTAR MCG HEALTH WARM SPRI NGS, | NC 46- 4824043 Page 10
Supplemental Information

Provide the following information.

1

Required descriptions. Provide the descriptions required for Part |, lines 3c, 6a, and 7; Part Il and Part lll, 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.

VELLSTAR MCG HEALTH WARM SPRI NGS, | NC. WELLSTAR HEALTH SYSTEM THE

LARGEST HEALTH SYSTEM IN GEORG A, | S KNOAN NATI ONALLY FOR I TS | NNOVATI VE

CARE MODELS, FOCUSED ON | MPROVI NG QUALI TY AND ACCESS TO HEALTHCARE.

VELLSTAR CONSI STS OF WELLSTAR MEDI CAL GROUP, 325+ MEDI CAL OFFI CE

LOCATI ONS, OUTPATI ENT CENTERS, HEALTH PARKS, A PEDI ATRI C CENTER, NURSI NG

CENTERS, HOSPI CE, HOMVECARE, AS WELL AS | NPATI ENT HOSPI TALS: WELLSTAR

KENNESTONE REQ ONAL MEDI CAL CENTER (ANCHORED BY WELLSTAR KENNESTONE

HOSPI TAL) , WELLSTAR WEST GEORG A MEDI CAL CENTER, AND WELLSTAR COBB,

DOUGLAS, NORTH FULTON, PAULDI NG SPALDI NG REG ONAL, SYLVAN GROVE AND

W NDY HI LL HOSPI TALS. AS A NOT- FOR- PROFI T, WELLSTAR CONTI NUES TO RElI NVEST

IN THE HEALTH OF THE COVWUNI TI ES | T SERVES W TH NEW TECHNOLOG ES AND

TREATMENTS. FOR MORE | NFORMATI ON, VI SIT: HTTPS: // WAN VELLSTAR. ORG

JSA

Schedule H (Form 990) 2023
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Schedule H (Form 990) 2023 WELLSTAR MCG HEALTH WARM SPRI NGS, | NC 46- 4824043 Page 10

=E1g@YIl Supplemental Information

Provide the following information.

1

Required descriptions. Provide the descriptions required for Part |, lines 3c, 6a, and 7; Part Il and Part lll, 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.

SCHEDULE H, PART VI, LINE 7

STATE FI LI NG OF COMWUNI TY HEALTH BENEFI T REPORT:

ON AN ANNUAL BASI S THE HOSPI TAL REPORTS | TS COVWUNI TY HEALTH BENEFI TS

REPORT TO THE GEORG A HOSPI TAL ASSOCI ATI ON (GHA) . GHA AGGREGATES THE

HOSPI TAL SPECI FI C REPORTS | NTO A STATEW DE COVMUNI TY HEALTH BENEFI T

REPORT. THE STATE OF GEORG A ALSO REQUI RES HOSPI TALS TO FI LE THE HOSPI TAL

Fl

NANCI AL SURVEY AND THE | NDI GENT CARE TRUST FUND SURVEY SO THAT | T CAN

CCOLLECT | NFORMATI ON ON HOSPI TAL FI NANCI AL CLASS CATEGORI ES AND ALSO TO

DETERM NE THE AMOUNT OF UNCOVPENSATED CARE BY HOSPI TAL.

JSA

Schedule H (Form 990) 2023
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SCHEDULE J Compensation Information |_ome no. 1545-0047

Compensated Employees

(Form 990) For certain Officers, Directors, Trustees, Key Employees, and Highest 2@23

Complete if the organization answered "Yes" on Form 990, Part IV, line 23.

Open to Public

Department of the Treasury Attach to Form 990.
Internal Revenue Service Go to www.irs.gov/Form990 for instructions and the latest information. Inspection
Name of the organization Employer identification number
WELLSTAR MCG HEALTH WARM SPRI NGS, | NC 46- 4824043
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 lll to provide any relevant information regarding these items.
First-class or charter travel Housing allowance or residence for personal use
Travel for companions Payments for business use of personal residence
Tax indemnification and gross-up payments Health or social club dues or initiation fees
Discretionary spending account Personal services (such as maid, chauffeur, chef)
b If any of the boxes on line 1a are checked, did the organization follow a written policy regarding payment
or reimbursement or provision of all of the expenses described above? If "No,” complete Part Ill to
BXPIAIN . L e e e e e e e e e e e e e e 1b 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
2 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 Ill.
Compensation committee Written employment contract
Independent compensation consultant Compensation survey or study
Form 990 of other organizations Approval by the board or compensation committee
4 During the year, did any person listed on Form 990, Part VII, Section A, line 1a, with respect to the filing
organization or a related organization:
a Receive a severance payment or change-of-control payment?. . . . . . . . . . . . . i ittt 4a X
b Participate in or receive payment from a supplemental nonqualified retrementplan? . . . . ... .. ... ... 4b X
Participate in or receive payment from an equity-based compensation arrangement? . . . . . . . . .. 40w .. 4c X
If "Yes" to any of lines 4a-c, list the persons and provide the applicable amounts for each item in Part lIl.
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 VI, Section A, line 1la, did the organization pay or accrue any
compensation contingent on the revenues of:
a The organization? . . . . v i v v i it e e e e e e e e e e e e e e e e e e e e e e e e e e e e e 5a X
b Anyrelated organization? . . . . . . . i i i i e e e e e e e e e e e e e e e e e e e e e e e e e e 5b X
If “Yes" on line 5a or 5b, describe in Part lll.
6 For persons listed on Form 990, Part VI, Section A, line 1la, did the organization pay or accrue any
compensation contingent on the net earnings of:
a The organization? . . . . v i v v i it e s e e e e e e e e e e e e e e e e e e e e e e e e e e e e e 6a X
b Anyrelated organization? . . . . . . . i i i i e e e e e e e e e e e e e e e e e e e e e e e e e e 6b X
If “Yes" on line 6a or 6b, describe in Part lll.
7 For persons listed on Form 990, Part VI, Section A, line la, did the organization provide any nonfixed
payments not described on lines 5 and 67 If "Yes," describeinPartlll . . . . ... ... .. ... ... ..... 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
Q0= | 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)? . . . . . & v i i i i i i i e e e e e e e e e e e e e e e e e e e 9
For Paperwork Reduction Act Notice, see the Instructions for Form 990. Schedule J (Form 990) 2023
JSA
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Schedule J (Form 990) 2023

WELLSTAR MCG HEALTH WARM SPRI NGS, | NC

46- 4824043

Page 2

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

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

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

(C) Retirement and

other deferred

(E) Total of columns

B)0)-(D)

(F) Compensation
in column (B) reported

(A) Name and Title (i) Base (i) Bonus & incentive (iii) Other _ '
compensation compensation reportablg compensation as d('a:fgrrrr:]ac;gg prior
compensatlon

ANTHONY BUDZI NSKI 0) NONE! NONE| NONE NONE NONE NONE

1 EVP & CFO (ii) 976, 444. 540, 062. 2, 315, 085. 53, 750. 3,942, 972. 2,287,591.
ARIF AZlI Z, MD. 0) NONE! NONE| NONE NONE NONE NONE
2 TRUSTEE & PHYSI CI AN (if) 578, 366. 232, 366. 14, 363. 59, 954, 924, 859. NONE
CANDI CE SAUNDERS 0) NONE! NONE| NONE NONE NONE NONE

3 PRESI DENT & CEO (ii) 1, 824, 632. 2,167, 052. 479, 210. 60, 100. 4,586, 808. 446, 498.
DAVI D JONES 0) NONE! NONE| NONE NONE NONE NONE

4 EVP CHI EF HUMAN RESOURCES OFFR | (ii) 599, 836. 327, 148. 774, 327. 59, 100. 1, 791, 557. 748, 409.
JAMES L HORNSBY 0) NONE! NONE| NONE NONE NONE NONE
5 TRUSTEE & PHYSI Cl AN (ii) 337, 388. 125, 089. 6, 853. 58, 466. 582, 059. NONE
KEM MULLI NS 0) NONE! NONE| NONE NONE NONE NONE
6 EVP AMBULATORY OPS & BUS DEV (if) 811, 558. 439, 456. 17, 574. 24, 300. 1, 350, 940. NONE
LEO REI CHERT 0) NONE! NONE| NONE NONE NONE NONE

7 EVP & GENERAL COUNSEL (ii) 788, 217. 429, 832. 1, 829, 908. 58, 100. 3,173, 042. 1, 795, 578.
MARY CHATMAN 0) NONE! NONE| NONE NONE NONE NONE
8 EVP ACUTE CARE OPERATI ONS (ii) 745, 034. 452, 159. 17, 230. 56, 114. 1, 302, 886. NONE
PAUL DOUGLASS, M D. 0) NONE! NONE| NONE NONE NONE NONE
9 TRUSTEE & PHYSI Cl AN (ii) 441, 588. 324,522. 13, 860. 31, 331. 858, 065. NONE
Rl CHARD CAPPS 0) NONE! NONE| NONE NONE NONE NONE
10 EVP CH EF INFO & DIG TAL OFFCR | (ii) 688, 598. 401, 181. 19, 794. 59, 588. 1, 228, 483. NONE
SUSAN GRANT 0) NONE! NONE| NONE NONE NONE NONE

11 EVP CH EF EXPERI ENCE OFF & CNE | (ii) 603, 228. 300, 914. 167, 372. 54, 445, 1, 156, 340. 155, 249.
CHRI STOPHER S REDDOCH 0) 293, 594. NONE| NONE 14, 819. 331, 432. NONE
12 RWS - HOSPI TALI ST (ii) NONE NONE NONE NONE NONE NONE
CARLOS M PARRADO 0) 288, 289. NONE| NONE NONE 291, 870. NONE
13 RWS - HOSPI TALI ST (ii) NONE NONE NONE NONE NONE NONE
VELLETTA JACKSON 0) 218, 265. NONE| NONE NONE 218, 265. NONE
14 RWS - REG STERED NURSE PRN (i) NONE NONE NONE NONE NONE NONE
ALEXANDRA ALEXI S 0) 188, 430. NONE| NONE NONE 188, 430. NONE
15 RWs - REG STERED NURSE PRN (i) NONE NONE NONE NONE NONE NONE
SUZANNE E BENSON 0) 186, 972. NONE| NONE 30, 000. 227, 311. NONE
16 RWS - PHYSI Cl AN (ii) NONE NONE NONE NONE NONE NONE

JSA
3E1291 1.000
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Schedule J (Form 990) 2023

WELLSTAR MCG HEALTH WARM SPRI NGS, | NC

46- 4824043

Page 2

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

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

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

(C) Retirement and

(D) Nontaxable

(E) Total of columns

(F) Compensation

(A) Name and Title (i) Base (i) Bonus & incentive (iii) Other other deferred benefits (B)(i)-(D) in column (B) reported
compensation compensation reportable compensation as deferred on prior
compensation Form 990
BETH KOST 0} NONE| NONE| NONE NONE NONE NONE NONE
1 SVP CH EF COVPLI ANCE OFFI CER (if) 488, 253. 215, 119. 22,443, 37, 163. 53, 457. 816, 435. NONE
JULI E TEER 0} NONE| NONE| NONE NONE NONE NONE NONE
2 SVP & WELLSTAR FOUNDATI ON PRES | (ii) 565, 491. 237, 381. 16, 433. 12, 252. 25, 313. 856, 870. NONE
0]
3 (ii)
0]
4 (ii)
0]
5 (ii)
0]
6 (ii)
0]
7 (ii)
0]
8 (ii)
0]
9 (ii)
0]
10 (ii)
0]
11 (ii)
0]
12 (ii)
0]
13 (ii)
0]
14 (ii)
0]
15 (ii)
0]
16 (i)
Schedule J (Form 990) 2023
JSA

3E1291 1.000

74



Schedule J (Form 990) 2023 VELLSTAR MCG HEALTH WARM SPRI NGS, | NC

46- 4824043

Page 3

=E13lI[l Supplemental Information

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

for any additional information.

SCHEDULE J, PART |, LINE 1A

THE | TEM5, AS | NDI CATED I N LINE 1A, WERE PROVI DED, | N SOVE | NSTANCES, TO
BOARD MEMBERS AND TO CERTAI N EMPLOYED | NDI VI DUALS LI STED I N FORM 990,
PART VI BY THE ORGAN ZATlI ON. THE ORGANI ZATI ON FOLLOWS | RS GUI DELI NES AND

THESE | TEMS WERE ADDED AS TAXABLE | NCOVE AS APPROPRI ATE.

SCHEDULE J, PART I, LINE 1B

REI MBURSEMENT POLI CY:

VH LE WELLSTAR HEALTH SYSTEM AND | TS AFFI LI ATES DO NOT HAVE A WRI TTEN
POLI CY REGARDI NG PAYMENT OR RElI MBURSEMENT OF THE | TEMS LI STED | N SCHEDULE
J, PART |, LINE 1A, THE ORGANI ZATI ON FOLLOWS | RS GUI DELI NES I N THE
PAYMENT OF ANY OF THESE | TEMS TO | NDI VI DUALS LI STED I N FORM 990, PART
Vi1, SECTION A. THESE | TEM5 ARE ADDED AS TAXABLE WAGES ON THE

I NDI VI DUAL" S FORM W 2 AS APPROPRI ATE.

JSA
3E1505 1.000
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Schedule J (Form 990) 2023 WELLSTAR MCG HEALTH WARM SPRI NGS, | NC 46- 4824043 Page 3

=E13lI[l Supplemental Information
Provide the information, explanation, or descriptions required for Part |, lines 1a, 1b, 3, 4a, 4b, 4c, 5a, 5b, 6a, 6b, 7, and 8, and for Part Il. Also complete this part
for any additional information.

SCHEDULE J, PART I, LINE 4B

PARTI Cl PATI ON | N A SUPPLEMENTAL NON- QUALI FI ED RETI REVENT PLAN:
DURI NG THE YEAR, VI CE PRESI DENTS, SENI OR VI CE PRES| DENTS, EXECUTIVE VI CE
PRES| DENTS AND CERTAI N PHYSI Cl ANS PARTI Cl PATED | N A SUPPLEMENTAL

NONQUALI FI ED RETI REMENT PLAN SPONSORED BY WELLSTAR HEALTH SYSTEM | NC.
THE AMOUNTS RELATED TO TH'S PLAN ARE | NCLUDED | N SCHEDULE J, PART |1,
COLUMN (C).

THE FOLLOW NG | NDI VI DUALS RECEI VED PAYMENTS FROM THE PLAN | NCLUDED | N

SCHEDULE J, PART ||, COLUW (B):

ANTHONY BUDZI NSKI 2,287,591
CANDI CE SAUNDERS 446, 498
DAVI D JONES 748, 409
LEO REI CHERT 1,795,578
SUSAN GRANT 155, 249

Schedule J (Form 990) 2023
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Schedule J (Form 990) 2023 WELLSTAR MCG HEALTH WARM SPRI NGS, | NC 46- 4824043 Page 3

=E13lI[l Supplemental Information
Provide the information, explanation, or descriptions required for Part |, lines 1a, 1b, 3, 4a, 4b, 4c, 5a, 5b, 6a, 6b, 7, and 8, and for Part Il. Also complete this part
for any additional information.

SCHEDULE J, PART I, LINE 7

NON- FI XED PAYMENTS TO OFFI CERS:

AS PART OF THE WELLSTAR EXECUTI VE COVPENSATI ON PH LOSOPHY A PERFORMANCE
PAY PLAN WAS | NSTI TUTED SEVERAL YEARS AGO WHEREBY THE WELLSTAR BOARD OF
TRUSTEES APPROVES AN ANNUAL | NCENTI VE PLAN WHI CH CONSI STS OF SEVERAL
PERFORMANCE GOALS OR FACTORS THAT UPON ATTAI NMENT W LL RESULT | N PAYOUTS
TO ELI G BLE PLAN PARTI CI PANTS. THOSE FACTORS ARE:

(1) PECPLE & CUSTOMER SERVI CE GOAL FOR EMPLOYEE " TRUST | NDEX";

(2) QUALITY & SAFETY GOAL FOR CLI NI CAL EXCELLENCE AND PATI ENT

SATI SFACTI ON;, AND

(3) FINANCI AL GOAL FOR ATTAI NI NG A PGCsI Tl VE OPERATI NG MARG N.

CONFI RVATI ON OF ACHI EVI NG THESE GOALS IS TYPI CALLY RECEI VED THROUGH THE
ANNUAL EXTERNAL AUDI T PROCESS AND APPROVED BY THE BOARD OF TRUSTEES AT

THAT TI ME

Schedule J (Form 990) 2023
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SCHEDULE O Supplemental Information to Form 990 or 990-EZ |_omB No. 1545-0047

(Form 990 or 990-E2) Complete to provide information for responses to specific questions on 2@23
Form 990 or 990-EZ or to provide any additional information.
P Attach to Form 990 or 990-EZ. Open to Public
Department of the Treasury ) o ) ) ) .
Internal Revenue Service P> Information about Schedule O (Form 990 or 990-EZ) and its instructions is at www.irs.gov/form990. Ins pectlon
Name of the organization Employer identification number

VELLSTAR MCG HEALTH WARM SPRI NGS, | NC 46- 4824043

FORM 990, PART |, LINE 1
VI SI ON:  DELI VER WORLD- CLASS HEALTHCARE TO EVERY PERSON, EVERY TI ME.
M SSI ON: TO ENHANCE THE HEALTH AND VELL- BEI NG OF EVERY PERSON WE SERVE.
VALUES: WE SERVE W TH COVPASSI ON. WE PURSUE EXCELLENCE. WE HONCR EVERY

VA CE.

FORM 990, PART |, LINES 8 THROUGH 19

NOTI CE OF CONSUMVATI ON OF THE AFFI LI ATI ON BETWEEN AU HEALTH SYSTEM AND

VELLSTAR HEALTH SYSTEM

ON AUGUST 29, 2023, WELLSTAR HEALTH SYSTEM |INC., A GEORA A NONPROFI T
CORPCRATI ON ("WHS"), AND AU HEALTH SYSTEM |INC., A GEORG A NONPROCFI T
CORPCRATI ON (" AUHS"), CONSUMVATED THEI R AFFI LI ATI ON ( THE " TRANSACTI ON")
PURSUANT TO A MEMBERSHI P SUBSTI TUTI ON AGREEMENT DATED AS OF AUGUST 29,

2023.

AS A RESULT OF THE TRANSACTI ON, WHS BECAME THE SOLE CORPORATE MEMBER OF
AUHS, AUHS CHANGED | TS CORPCRATE LEGAL NAME TO WELLSTAR MCG HEALTH, INC.,
AND THE HEALTH SYSTEM OPERATED BY AUHS BECAME A PART OF THE HEALTH SYSTEM
OPERATED BY WHS. BY VI RTUE OF WHS BECOM NG THE SOLE CORPORATE MEMBER OF
AUHS, WHS BECAME THE ULTI MATE PARENT CORPORATI ON OF AUHS AND I TS

AFFI LI ATES, AU MEDI CAL CENTER, INC., A GEORG A NONPROFI T CORPORATI ON

("AUMC'), AU MEDI CAL ASSOCI ATES, INC., A GEORG A NONPROFI T CORPORATI ON
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("AUMA"), AND ROCSEVELT WARM SPRI NGS REHABI LI TATI ON & SPECI ALTY
HOSPI TALS, INC., A GECRA A NONPRCFI T CORPCRATION ("RWSH'), WHICH AS A
RESULT OF THE TRANSACTI ON, CHANGED | TS CORPORATE LEGAL NAME TO VELLSTAR

MCG HEALTH WARM SPRI NGS, | NC.

PRI OR YEAR FORM 990 TAX RETURNS FOR THE AU HEALTH SYSTEM ENTI TI ES, AUHS,
AUMC, AND RWSH, WERE NOT FI LED AS THE ENTI TI ES WERE OWNED BY THE STATE OF
GEORG A AND AS A GOVERNMENTAL ENTITY I'T WAS NOT REQUI RED. WHS DI D NOT
PREPARE THE PRI OR YEAR FI NANCI AL STATEMENTS AND THEREFORE, PRI OR YEAR
REVENUE AND EXPENSE AMOUNTS ARE NOT REPORTED I N PART I.

FORM 990, PART 111, LINE 4A
PROGRAM SERVI CE ACCOVPLI SHVENTS
ABOUT VELLSTAR
AT WELLSTAR, PEOPLE ARE AT THE CENTER OF EVERYTHI NG WE DO AND EVERY
DECI SI ON WVE MAKE. AS A NOT- FOR- PROFI T ORGANI ZATI ON, WE HAVE MADE A
GENERATI ONAL COWM TMENT TO TRANSFORM HEALTHCARE FOR ALL. VWE WORK TO
ENSURE EVERY PERSON HAS ACCESS TO PERSONALI ZED CARE THAT HELPS THEM SPEND
MORE Tl ME BEI NG A PERSON, RATHER THAN A PATI ENT. THAT' S WHAT VE MEAN WHEN

VE SAY WE' RE MORE THAN HEALTHCARE- WE' RE PEOPLECARE.

VELLSTAR |'S NATI ONALLY RECOGNI ZED FOR OUR | NCLUSI VE CULTURE, EXCEPTI ONAL
DOCTORS AND TEAM MEMBERS, AND PERSONAL, HI G4 QUALITY CARE. VE
THOUGHTFULLY REI NVEST | N PREVENTI ON, WELLNESS PROGRAM5S AND CHARI TY CARE,
AND PROVI DE ACCESS TO COWPASSI ONATE, WORLD- CLASS CARE THROUGH CUR

EXPANSI VE SYSTEM OF 11 HOSPI TALS, 412 MEDI CAL OFFI CE LOCATI ONS, 11 CANCER
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CENTERS, 91 REHABI LI TATI ON CENTERS, 35 | MAG NG CENTERS, 20 URGENT CARE
LOCATI ONS, FI VE HEALTH PARKS, THREE HOSPI CE FACI LI TI ES AND TWO RETI REMENT
VI LLAGES. TO LEARN MORE ABOUT HOW WE CARE FOR THE COVMUNI TI ES WE SERVE,

VI SIT VELLSTAR. ORG

M SSION, VI SION, AND VALUES

- OUR MSSION | S TO ENHANCE THE HEALTH AND WELL- BEI NG OF EVERY PERSON WE
SERVE.

- OQUR VISION | S TO DELI VER WORLD- CLASS HEALTHCARE TO EVERY PERSQN, EVERY
TI ME.

- OUR VALUES ARE TO SERVE W TH COWPASSI ON, PURSUE EXCELLENCE AND HONCOR

EVERY VA CE.

M LESTONES
VELLSTAR HAS A BREADTH OF HI STORI CAL FI RSTS, | NCLUDI NG BUT NOT LI M TED
TO

- PERFORVMED THE NATION S FI RST LAPAROSCOPI C GALLBLADDER REMOVAL AT
KENNESTONE REQ ONAL MEDI CAL CENTER (1988), NOW KNOWN AS WELLSTAR
KENNESTONE REG ONAL MEDI CAL CENTER

- ACQUI RED GEORG A' S FI RST OPEN HI G+ FI ELD MRl SCANNER AT PAULDI NG
HOSPI TAL (2008), NOW KNOWN AS WELLSTAR PAULDI NG MEDI CAL CENTER

- FIRST ORTHOPEDI C CENTER I N GEORG A TO ACHI EVE THE JO NT COW SSI ON' S
CERTI FI CATES OF DI STINCTION | N BOTH MANAGEMENT OF HI P FRACTURE AND
ADVANCED TOTAL JO NT REPLACEMENT AT WELLSTAR KENNESTONE REG ONAL MEDI CAL

CENTER (2018)
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- LAUNCHED CATALYST BY WELLSTAR, A FIRST- OF- |1 TS-KI ND GLOBAL DI G TAL
HEALTH AND | NNOVATI ON CENTER (2021)

- RECOGNI ZED AS THE ONLY HEALTHCARE SYSTEM I N GEORG A AND ONE OF 25
NATI ONW DE TO RECEI VE A $2 M LLI ON GRANT FROM THE U.S. DEPARTMENT OF
HEALTH AND HUMAN SERVI CES THROUGH THE SUBSTANCE ABUSE AND MENTAL HEALTH
SERVI CES ADM NI STRATI ON (2023)

- NAMED THE SECOND HI GHEST PROVI DER OF CHARI TY CARE | N THE NATI ON BY
MODERN HEALTHCARE (2023)

- FIRST HEALTH SYSTEM I N GEORG A AND THE FI FTH I N THE NATI ON TO BE
ACCREDI TED AS A NETWORK CANCER PROGRAM RUN BY THE AVERI CAN COLLEGE OF
SURGEONS

- FIRST HEALTH SYSTEM | N THE NATI ON TO OFFER SHARECARE DI G TAL HEALTH

AND WELLNESS APP TO I TS TEAM MEMBERS

COVERAGE AT A GLANCE
VHEN WE SAY WE SERVE THE COMMUNI TY, WE MEAN | T. WELLSTAR MEDI CAL CENTERS,
HEALTH PARKS, MEDI CAL OFFI CES AND OTHER FACI LI TI ES ARE CONVENI ENTLY
LOCATED ACROSS THE STATE OF GECRG A.

- 11 HOSPI TALS

- 2,729 LI CENSED BEDS

- 5 HEALTH PARKS

- 20 URGENT CARE LOCATI ONS

- 329+ MEDI CAL OFFI CES

- 11 CANCER CENTERS

- 91 REHABI LI TATI ON CENTERS
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- 35 | MAG NG CENTERS

- 3 HOSPI CE FACILITIES

- 2 RETI REMENT VI LLAGES

9 PEDI ATRI C CENTERS

11 SLEEP LABS

- 7 WOUND CARE CENTERS

- 10 COUNTI ES OFFERI NG HOVE HEALTH SERVI CES

WTH MORE THAN 1 M LLI ON PATIENT VISITS I N 2023, THE WELLSTAR HEALTH
PARKS | N EAST COBB, ACWORTH, AVALON, CHEROKEE AND VI NI NGS PROVI DED
PATI ENTS W TH SEAMLESS CARE AND CONVENI ENT ACCESS TO PRI MARY CARE,
SPECI ALI STS, OUTPATI ENT PROCEDURES, PHARMACY, URGENT CARE, PHYSI CAL
THERAPY, AND | MAG NG ALL AT A SI NGLE LOCATION. IT'S PART OF OUR

COW TMENT TO OFFER ACCESS TO QUALI TY HEALTHCARE AT THE RI GHAT TI ME AND

PLACE FOR OUR PATI ENTS.

CLI NI CAL EXPERTI SE

LED BY PHYSI CI ANS AND OTHER CLI NI CI ANS, OUR SERVI CE LI NES SUPPCORT AND
CONNECT PECPLE, PROCESSES AND TECHNOLOG ES. EXPERTS W THI N EACH SPECI ALTY
BRI NG THEI R | NSI GHT AND | NNOVATI ON TO COLLEAGUES ACRCSS QUR SYSTEM THE
RESULT | S BETTER PATI ENT CARE AND A HEALTHI ER COMMUNI TY. QUR CLI NI CAL
SPECI ALTI ES | NCLUDE:

- BEHAVI ORAL HEALTH

- CARDI OVASCULAR

- DI GESTI VE HEALTH
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- EMERCGENCY CARE

- HOSPI TAL MEDI CI NE
- MJSCULGCSKELETAL

- NEURO CARE

- ONCOLOGY

- PEDI ATRI CS

- PRI MARY CARE

- PULMONARY

- SURGERY

- WOMEN S HEALTH

COVMMUNI TY NEEDS

VELLSTAR REMAI NS DEDI CATED TO | MPROVI NG THE HEALTH OF THE COVMUNI TY. WVE
CONDUCT COMMUNI TY HEALTH NEEDS ASSESSMENTS ( CHNAS) TO HELP US BETTER
UNDERSTAND THE UNI QUE HEALTHCARE NEEDS OF OQUR COMVUNI Tl ES. BY WORKI NG
WTH A DI VERSE GROUP OF COVMMUNI TY LEADERS AND THE GEORG A HEALTH PQOLI CY
CENTER, WE COLLECT COVPREHENSI VE DATA FOR OUR CHNAS. WE | MPLEMENT A PLAN
BASED ON THI S DATA TO DEVELOP ACTI ONABLE AND MEASURABLE PROGRAMS AND
SERVI CES TO OPTI M ZE PATI ENT OUTCOMES AND | MPROVE OVERALL COVMUNI TY

HEALTH.

THE AREAS LI STED BELOW EMERGED AS PRI ORI TY FOR THE COMMUNI TI ES THAT
VELLSTAR SERVES AND | NFORM THE WELLSTAR CENTER FOR HEALTH EQUI TY PROGRAMS
AND PARTNERSH PS.

- ACCESS TO CARE
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- BEHAVI ORAL HEALTH

- FOOD ACCESS AND HEALTHY LI VI NG
- HOUSI NG

- PEDI ATRI CS

- WOMEN S HEALTH

FOR MORE | NFORVATI ON ON VEELLSTAR COMMUNI TY HEALTH NEEDS ASSESSMENT, VI SI T

OUR COVMUNI TY HEALTH NEEDS ASSESSMENT WEBSI TE.

I NNOVATI ON

VELLSTAR HAS A VI SI ON FOR HEALTHCARE THAT CONTI NUES TO EVOLVE AND EQUI P
US TO BRI NG THE BEST TECHNOLOGY AND THE BEST CARE TO OUR COVMUNI TI ES. WE
LAUNCH STRATEG C PARTNERSHI PS, PI LOT NEW THERAPI ES, DEVELCP LESS-1 NVASI VE
PROCEDURES AND ADVANCE TECHNOLOQ ES TO TRANSFORM HEALTHCARE AND | MPROVE
PEOPLE' S LIVES. THI S | S WHY WE LAUNCHED CATALYST BY WELLSTAR, A

FI RST- OF- | TS- KIND GLOBAL DI G TAL HEALTH AND | NNOVATI ON CENTER, AND VHY WE
BU LT CATALYST VO CE, AN ONLI NE COMMUNI TY FOR OVER 100, 000 WELLSTAR

PATI ENTS TO HELP SHAPE THE FUTURE OF HEALTHCARE.

HERE ARE SOVE EXAMPLES OF ADVANCEMENTS OVER THE PAST FEW YEARS.

- INVESTED I N AN ADVANCED ELECTRONI C MEDI CAL SYSTEM W TH ARTI FI Cl AL

| NTELLI GENCE TECHNOLOGY (Al) THAT ALLOWNS FOR EARLY WARNI NG DETECTI ON,
ANTI CI PATES NEEDS OF PATI ENTS BASED ON THEI R PROFI LES AND DETERM NES | F
PATI ENTS MAY BE PREDI SPOSED TO DI SEASE OR | NFECTI ON BASED ON FAM LY

H STORY, MEDI CAL H STORY AND DNA

For Privacy Act and Paperwork Reduction Act Notice, see the Instructions for Form 990 or 990-EZ. Schedule O (Form 990 or 990-EZ) (2023)

JSA
3E1227 1.000

7054XL 2K76 V23-7.16 84



SCHEDULE O Supplemental Information to Form 990 or 990-EZ |_omB No. 1545-0047

(Form 990 or 990-E2) Complete to provide information for responses to specific questions on 2@23
Form 990 or 990-EZ or to provide any additional information.
P Attach to Form 990 or 990-EZ. Open to Public
Department of the Treasury ) o ) ) ) .
Internal Revenue Service P> Information about Schedule O (Form 990 or 990-EZ) and its instructions is at www.irs.gov/form990. Ins pectlon
Name of the organization Employer identification number

VELLSTAR MCG HEALTH WARM SPRI NGS, | NC 46- 4824043

- USE OF Al TO I DENTI FY LARGE VESSEL BLOCKAGE, WH CH | NCREASES THE RI SK
OF STRCKE, AND | DENTI FY KEY TERMS TO SCREEN FOR LUNG NCDULES

- VWELLSTAR KENNESTONE REG ONAL MEDI CAL CENTER IS THE FI RST HOSPI TAL | N
GEORG A TO OFFER PARENTS A PRI VATE 24/7 LI VESTREAM OF THEI R BABY | N THE

NEONATAL | NTENSI VE CARE UNI T THROUGH NI CVI EW A BEDSI DE CAMERA SYSTEM

THE SYSTEM | S SUPPORTED FI NANCI ALLY BY A FUNDRAI SI NG ORGANI ZATI ON,
VELLSTAR FOUNDATI ON, I NC. THE SERVI CE AREA FOR THE SYSTEM ENCOVPASSES
PARTS OF THE NORTHWESTERN, CENTRAL AND WESTERN SECTI ONS OF THE STATE OF
GEORG A - THE PRI MARY SERVI CE AREAS BEI NG I N BARTOW CHEROKEE, COBB,
DOUGLAS, PAULDI NG FULTON, BUTTS, SPALDI NG, RI CHMOND, COLUMBI A AND TROUP

CQUNTI ES.

HI STORY

IN 1993, WHAT WAS THEN KNOWN AS THE COBB HEALTH SYSTEM THE KENNESTONE
REG ONAL HEALTH CARE SYSTEM AND THE DOUGLAS GENERAL HOSPI TAL AFFI LI ATED
TO FORM THE NORTHWEST GEORG A HEALTH SYSTEM PAULDI NG MEMORI AL MEDI CAL
CENTER AFFI LI ATED W TH NORTHWEST GEORG A HEALTH SYSTEM I N 1994. I N 1994,
THE NORTHWEST CGEORG A HEALTH SYSTEM HELPED FORM THE PROM NA HEALTH SYSTEM
AND CHANGED | TS NAME TO PROM NA NORTHWEST HEALTH SYSTEM | N 1998, PROM NA
NORTHWEST HEALTH SYSTEM CHANGED | TS NAME TO WELLSTAR HEALTH SYSTEM
VELLSTAR DI SASSOCI ATED FROM AND BECAME TOTALLY | NDEPENDENT OF PROM NA | N
1999. I N MARCH 2016 WELLSTAR ACQUI RED THE ASSETS OF ATLANTA MEDI CAL
CENTER (MERGED W TH KENNESTONE HOSPI TAL ON 9- 30-22), NORTH FULTON

HOSPI TAL, SPALDI NG HOSPI TAL, SYLVAN GROVE HCSPI TAL FROM ANOTHER
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ORGANI ZATI ON I N A PURCHASE AGREEMENT. IN APRIL 2016 WELLSTAR HEALTH
SYSTEM | NC BECAME THE SCLE CORPORATE MEMBER OF WEST GECRG A HEALTH

SERVI CES, I NC AND | TS AFFI LI ATED ENTI TI ES, | NCLUDI NG WEST GEORG A MEDI CAL
CENTER, THROUGH A MEMBER SUBSTI TUTI ON AGREEMENT. | N 2023, WELLSTAR HEALTH
SYSTEM | NC, THROUGH A MEMBER SUBSTI TUTI ON AGREEMENT, BECAME THE SOLE
CORPCRATE MEMBER OF AU HEALTH SYSTEM | NC. (CHANGED THE NAME TO WVELLSTAR
MCG HEALTH, INC) AND I TS AFFI LI ATE ENTI TI ES | NCLUDI NG AU MEDI CAL CENTER

I NC, AU MEDI CAL ASSOCI ATES, | NC, WELLSTAR MCG HEALTH WARM SPRI NGS, | NC.
AND OTHER SUBSI DARY ENTI TI ES. WELLSTAR HEALTH SYSTEM | S A PARENT
CORPORATI ON, WHI CH PROVI DES OVERALL COORDI NATI ON | NCLUDI NG GOVERNI NG BODY
TO I TS 11 AFFI LI ATE HOSPI TALS, WELLSTAR MEDI CAL GROUP, LLC, WELLSTAR
FOUNDATI ON, | NC AND OTHER SUBSI DI ARY ENTI Tl ES:

- COBB HOSPI TAL, | NC.

- DOUGLAS HOSPI TAL | NC.

- KENNESTONE HOSPI TAL, | NC.

- PAULDI NG MEDI CAL CENTER, | NC.

- VWELLSTAR FOUNDATI ON | NC.

- VWELLSTAR NORTH FULTON HOSPI TAL, | NC.

- VWELLSTAR SPALDI NG REG ONAL HOSPI TAL, | NC.

- VWELLSTAR SYLVAN GROVE HOSPI TAL, | NC.

- WEST GEORG A HEALTH SERVI CES, | NC.

- WEST GEORA A MEDI CAL CENTER, | NC.

- WELLSTAR MCG HEALTH, | NC.

- AU MEDI CAL CENTER, | NC

- VWELLSTAR MCG HEALTH WARM SPRI NGS, | NC.
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- WNDY H LL HCSPI TAL, A SUB ACUTE PROVI DER OF KENNESTONE HOSPI TAL, | NC.
SERVI CES

VELLSTAR HEALTH SYSTEM I S ABLE TO OFFER A FULL RANGE OF HEALTHCARE

SERVI CES THROUGH | TS AFFI LI ATES. THE SERVI CES OFFERED | NCLUDE BUT ARE NOT

LIMTED TG

- MOST MAJCOR | NPATI ENT CLI NI CAL SERVI CES,

- TRANSPLANT SERVI CES

- LEVEL 1, 2, 3 TRAUMA CENTERS

- QUTPATI ENT SERVI CES,

- DI AGNOSTI C AND THERAPEUTI C SERVI CES,

- ANCI LLARY AND SUPPORT SERVI CES,

- PRI MARY CARE & SPECI ALTY PHYSI CI AN SERVI CES,

- URGENT CARE SERVI CES,

- HOVE HEALTH SERVI CES,

- SKILLED NURSI NG SERVI CES AND

- HOSPI CE SERVI CES.

THE 11 HOSPI TAL LOCATI ONS ARE ACUTE CARE FACI LI TI ES W TH | NPATI ENT,

OUTPATI ENT, AND EMERGENCY SERVI CES.

THE SYSTEM | NCLUDES A RESI DENTI AL FACI LI TY ON THE KENNESTONE HOSPI TAL

CAMPUS, CALLED ATHERTON PLACE. ATHERTON PLACE ALSO HOUSES AN ASSI| STED

LIVING UNIT AS AN ADDI TI ONAL LEVEL OF CARE.

PAULDI NG MEDI CAL CENTER IS HOVE TO A FULL CARE NURSI NG HOVE, PAULDI NG
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NURSI NG CENTER AND WEST GEORG A MEDI CAL CENTER | S ALSO HOVE TO TWO FULL

CARE NURSI NG HOMES.

VERNON WOCODS RETI REMENT COMMUNI TY |'S AN ASSI STED LI VING FACILITY IN

LAGRANGE CGEORG A

COBB HOSPI TAL | S HOVME TO A HOVE HEALTH AGENCY AND A RESI DENTI AL HOSPI CE

FACI LI TY CALLED TRANQUI LI TY FOR THOSE PATI ENTS I N THE END STAGES OF LI FE.

KENNESTONE HOSPI TAL ALSO OPENED A RESI DENTI AL HOSPI CE FACI LI TY NOT FAR

FROM I TS MAI N CAMPUS.

THE SYSTEM | S COVPLI MENTED W TH APPROXI MATELY 412 PHYSI Cl AN PRACTI CES AND
SEVERAL URGENT CARE CENTERS. THE SYSTEM | S THUS ABLE TO PROVI DE A
COVPLETE CONTI NUUM OF CARE FOR THE COMUNITY | T SERVES. THE FOLLOW NG
STATEMENTS OF COVMUNI TY BENEFI T AND PROGRAM SERVI CE ACCOMPLI SHVENTS
REPRESENT SYSTEM W DE ACTI VI TY FOR WELLSTAR HEALTH SYSTEM | NC. (THE

"SYSTEM') - EIN 58-1649541.

THE AFFI LI ATED ENTI TI ES OF THE WELLSTAR OPERATE AS CHARI TABLE

ORGANI ZATI ONS CONSI STENT W TH THE REQUI REMENTS OF | NTERNAL REVENUE CODE
SECTI ON 501(C) (3) AND THE "COMMUNI TY BENEFI T STANDARD' OF | RS REVENUE
RULI NG 69- 545, EXCEPT FOUR OF | TS AFFI LI ATES THAT OPERATE AS OTHER THAN

NOT- FOR- PRCFI T ENTI TI ES | NCLUDI NG (1) WELLSTAR HEALTH PLAN, | NC, A STATE
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OF GECRA A LI CENSED HEALTH MAI NTENANCE ORGANI ZATI ON (EI' N 46-1922499), (2)
VELLSTAR PHYSI Cl AN HOSPI TAL ORGANI ZATI ON, (EI'N 58-2116179), (3) WEST
GEORG A HEALTH PHYSI CI ANS, INC (EI'N 27-5125341), (4) COVWUNI TY ASSURANCE
COWPANY LTD., A CAYMAN DOM Cl LED CAPTI VE | NSURANCE COVPANY ( EI N

58- 1649541) .

THE SYSTEM MAI NTAI NS RECORDS TO | DENTI FY AND MONI TOR THE LEVEL OF CHARITY
CARE | T PROVI DES THROUGH | TS AFFI LI ATES. THESE RECORDS | NCLUDE THE AMOUNT
OF CHARGES FOREGONE FOR SERVI CES AND SUPPLI ES FURNI SHED UNDER | TS

COVMMUNI TY FI NANCI AL Al D POLI CY.

THE SYSTEM ALSO PARTI Cl PATES | N CERTAI N GOVERNMENTAL | NSURANCE PROGRAMS,
| NCLUDI NG MEDI CARE AND MEDI CAlI D. UNDER THESE PROGRAMS, THE SYSTEM

PROVI DES CARE TO PATI ENTS AT PAYMENT RATES WHI CH ARE DETERM NED BY THE
FEDERAL AND STATE GOVERNVENTS, REGARDLESS OF THE SYSTEM S ACTUAL CHARGES.
IN MOST CASES, THESE PROGRAMS PAY THE SYSTEM AT AMOUNTS WHI CH ARE LESS

THAN I TS COST OF PROVI DI NG SERVI CES.

THE FOLLOW NG IS THE COST TO PROVI DE CARE TO THOSE PATI ENTS QUALI FYI NG
FOR COVMUNI TY FI NANCI AL Al D ALONG W TH THE UNRElI MBURSED COST OF PROVI DI NG
CARE TO MEDI CARE AND MEDI CAl D BENEFI CI ARI ES AND OTHER PATI ENTS. THESE

COSTS ARE DETERM NED USI NG A COST- TO- CHARGE RATI O

COST OF PROVI DI NG CHARI TY CARE $204, 783

UNREI MBURSED COST OF PROVI DI NG CARE TO
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VEDI CAI D BENEFI Cl ARI ES $59, 205

UNREI MBURSED COST OF PROVI DI NG CARE TO

MEDI CARE BENEFI Cl ARI ES $733, 422
UNREI MBURSED COST OF PROVI DI NG CARE TO OTHER PATI ENTS $262, 212
COST OF OTHER COVMUNI TY PROGRAMS $46, 825
TOTAL UNCOVPENSATED CARE AND COVMUNI TY PROGRAMS $1, 306, 447

COMMUNI TY | NVESTMENTS- FUNDS BACK
I NTO | NFRASTRUCTURE $182, 090, 000

COVMMUNI TY | NVESTMENTS- ALLI ED

HEALTH MEDI CAL EDUCATI ON 19, 409, 000
COVMMUNI TY | NVESTMENTS- OPERATI ONS- STAFF/ SOFTWARE 2,444,000
TOTAL COMMUNI TY | NVESTMENTS $203, 943, 000

I N ADDI TI ON, WVELLSTAR AFFI LI ATE HOSPI TALS MADE $56.2 M LLI ON AND $40.5
M LLI ON, RESPECTI VELY, | N PROVI DER PAYMENTS (CHARI TY CARE COST) AND
RECOGNI ZED SUCH PAYMENTS AS A REDUCTI ON I N NET PATI ENT SERVI CE REVENUE | N

THE FI SCAL 2024 AND 2023 COVBI NED FI NANCI AL STATEMENTS.

VELLSTAR CONTI NUES TO PARTI CI PATE I N THE CENTER FOR MEDI CARE AND MEDI CAl D
SERVI CES (CM5) MEDI CARE SAVI NGS PROGRAM AS AN ACCOUNTABLE CARE

ORGANI ZATI ON (ACO). VELLSTAR S ACO | S ONE OF THE LARGEST ACOCS I N GEORA A
AND | T HAS 5, 626 PHYSI CI ANS | NCLUDI NG 42, 328 MEMBERS. THE ACO HAS BEEN
RECOGNI ZED AS ONE OF THE TOP 100 ACO S I N THE COUNTRY. THE PROGRAM HAS

BEEN SUCCESSFUL THROUGH A FOCUS ON VELLNESS AND THE | MPROVED MANAGEMENT
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OF CHRONI C | LLNESSES AND THE RELATED COORDI NATI ON OF CARE, TO ENSURE
PATI ENTS, ESPECI ALLY CHRONI CALLY ILL, GET THE RI GHT CARE AT THE RI GHT
TIME TO MAI NTAI N THEI R OPTI MAL HEALTH AND AVO D THE NEED FOR HI GH COST

EVMERGENCY AND HOSPI TAL CARE.

THE SYSTEM OFFERS MANY WELLNESS AND EDUCATI ONAL SERVI CES AT LI TTLE OR NO
COST TO THE COVWUNI TY. HEALTH FAI RS ARE HELD THROUGHOUT THE YEAR AT
CONVENI ENT LOCATI ONS, PROVI DI NG VARI QUS HEALTH SCREENI NGS, SUCH AS
MAMMOGRAMS, BONE DENSI TY, BLOOD PRESSURE AND CHOLESTEROL CHECKS. A LARGE
NUMBER OF EDUCATI ONAL PROGRAMS ARE COFFERED FOR ALL AGES. THESE PROGRAMS

| NCLUDE BI CYCLE SAFETY, CAR SEAT SAFETY, DEFENSI VE DRI VI NG CPR AND

FI RST- Al D CLASSES. FLU SHOTS ARE AVAI LABLE TO THE COVMUNI TY DURI NG FLU
SEASON AND HEALTH SCREENI NGS, MEDI CAL SUPPLI ES, AND | MVMUNI ZATI ONS ARE
PROVI DED TO CHI LDREN THROUGH LOCAL HEALTH DEPARTMENTS AND HEALTH FAI RS.
THE COSTS OF THESE SERVI CES ARE | NCLUDED | N UNRESTRI CTED REVENUE, GAI NS
AND OTHER SUPPCRT | N EXCESS OF EXPENSES AND LOSSES | N THE FI NANCI AL
STATEMENTS. THE PHYSI Cl ANS OF THE SYSTEM MAKE SI GNI FI CANT CONTRI BUTI ONS TO
| MPROVE THE HEALTH STATUS OF THE COMMUNI TY, | NCLUDI NG | NVOLVEMENT | N MANY
COMMUNI TY ACTI VI TI ES PROMOTI NG HEALTH AWARENESS AND | MPROVEMENT,
EMERGENCY ROOM CARE, AND DELI VERY OF CARE TO THE | NDI GENT POPULATI ON OF
THE SYSTEM S SERVI CE AREA. THE SYSTEM ALSO MADE S| GNI FI CANT CONTRI BUTI ONS
TO THE NURSI NG PROGRAM AT A LOCAL UNI VERSITY. THI' S FI NANCI AL SUPPORT HAS
HELPED TO GROW THE PROGRAM WHI CH BENEFI TS THE SYSTEM AS VELL AS THE
COVMUNI TY.

FI NANCI AL & DATA STATI STI CS
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FI NANCI AL & DATA STATI STI CS

2023(1) 2024
LI CENSED BEDS 2,775 2,729
STAFFED BEDS 1,803 (2) 2,310
| NPATI ENT ADM SSI ONS 103, 514 127,931
| NPATI ENT CENSUS DAYS 526, 966 652, 691
OBSERVATI ON PATI ENTS 22,134 21, 548
AVERAGE LENGTH OF STAY 5. 09 5. 10
AVERAGE DAI LY CENSUS 1, 469 1,783
QUTPATI ENT VI SI TS 1, 350, 792 2,287, 668
EMERGENCY ROOM VI SI TS 520, 914 592, 415
DELI VERI ES 13, 126 14, 344
| NPATI ENT SURGERY CASES 20, 252 26, 658
OUTPATI ENT SURGERY CASES 42,726 54, 407
CASE M X | NDEX 1. 7046 1. 6842

(ENTI RE SYSTEM (3)

CASE M X | NDEX 1. 8636 1. 8492

( KENNESTONE)

(1) DOES NOT | NCLUDE UTI LI ZATI ON STATI STI CS FOR WMCG AND | TS CONSOLI DATED
SUBSI DI ARI ES, ACQUI RED AUGUST 29, 2023

(2) THE REDUCTI ON I N STAFF BEDS AS OF JUNE 30, 2023, |S ATTRI BUTABLE

PRI MARI LY TO THE CLOSURE OF AMC, WHI CH CLOSED ON NOVEMBER 1, 2022

(3) ALL PATI ENT CASE M X | NDEX EXCLUDI NG NEVBORN, | NPATI ENT REHAB PATI ENTS
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AND PSYCHI ATRI C PATI ENTS

COVMMUNI TY PARTNERSHI PS AND ENGAGEMENT -

VELLSTAR | S COW TTED TO REI NVESTNG | N OQUR COMMUNI TI ES BY ENGAG NG I N
PARTNERSHI PS AND SUPPORTI NG SPONSORSHI P OPPORTUNI TI ES THAT ALI GN W TH CUR
M SSION, VISION, AND VALUES TO | MPROVE THE HEALTH AND WELL- BEI NG OF ALL
THE PEOPLE AND COMMUNI TI ES WE SERVE TO ACHI EVE PCSI TI VE COWUNI TY | MPACT.
COVMMUNI TY BASED PARTNERSHI PS MAY | NCLUDE M SSI ON ALI GNED PARTNERS SUCH AS
THE AMERI CAN HEART ASSCCI ATI ON, AMERI CAN CANCER SCCI ETY, AMERI CAN LUNG
ASSOCI ATl ON, GEORG A ALLI ANCE FOR BREAST CANCER, MARCH OF DI MES; OTHER
NOT- FOR- PROFI TS THAT FURTHER A SOCI AL CAUSE AND PROVI DE COVMMUNI TY BENEFI T
SUCH AT THE ATLANTA COVMMUNI TY FOOD BANK, MJST M NI STRIES, TOMW NOBI S
CENTER; BUSI NESS AND Cl VI C ORGANI ZATI ONS SUCH AS CHAMBERS OF COMMERCE AND
ROTARY, KIWANI'S CLUBS; AND ACADEM C AND WORKFORCE DEVELOPMENT PARTNERS

| NCLUDI NG LOCAL SCHOOL DI STRI CTS AND OTHER SECONDARY EDUCATI ON

I NSTI TUTI ONS, AND PARTNERS FOCUSED ON CAREER EXPLORATI ON AND DEVELOPMENT
AND CREATI NG PI PELI NES FOR BOTH CLI NI CAL AND NON- CLI NCAL HEALTHCARE
CAREERS. MANY EMPLOYEES SUPPORT OUR COVMMUNI TY PARTNERS THROUGH

VCOLUNTEERI SM CR OTHER SERVI CES/ ACTI VI TI ES SUCH AS ORGANI ZI NG A COLLECTI ON

OF GOODS FOR DONATI ON THROUGH WELLSTAR S COVMUNI TYCARE PROGRAM

VELLSTAR HEALTH SYSTEM S COMMUNI TY ACTI VI TI ES TO ADDRESS GEORG A' S

NURSI NG SHORTAGE
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VELLSTAR HEALTH SYSTEM CONTI NUES TO STRENGTHEN | TS COMMUNI TY | NI TI ATI VES
THROUGH ACADEM C PARTNERSHI PS TO STRATEG CALLY ADDRESS GEORA A' S NURSI NG
SHORTACGE. VELLSTAR IS COW TTED TO BUI LDI NG A STRONGER CLI NI CAL WORKFORCE
TO ENHANCE PRACTI CE READY NURSES ENTERI NG THE PROFESSI ON. VELLSTAR SERVES
AS A PREM ERE CLI NI CAL SI TE SUPPORTI NG SCHOOLS OF NURSI NG COHORTS AND
SENI OR PRACTI CUM PLACEMENTS. OUR ACADEM C PARTNERSHI P MODEL Al M5 TO
SUPPORT THE STUDENT NURSE EXPERI ENCE, FACULTY EXPERI ENCE, EDUCATI ONAL
PROCESS, AND DEVELOPMENT/ MENTORI NG OF OUR NURSI NG PI PELI NE. TO ACHI EVE
THE STRATEGQ C GOALS THROUGH COVMUNI TY ENGAGEMENT, WELLSTAR CONTI NUES TO

| MVPLEMENT TACTI CS AND OBJECTI VES TO ATTRACT, RECRUI T, AND RETAI N BEST
TALENT FOR THE NURSI NG CLI NI CAL WORKFORCE. THE FOLLOW NG PARTNERSH PS ARE
A FEW EXAMPLES OF VELLSTAR S STRATEG C FOCUS AREAS TO ENHANCE THE

CLI NI CAL WORKFORCE.

MERCER UNI VERSI TY PARTNERSHI P: WELLSTAR HAS CONTI NUED | TS CLI NI CAL

AFFI LI ATI ON W TH MERCER UNI VERSI TY' S SCHOOL OF NURSI NG AND ORBI S TO TRAIN
AND RECRU T GRADUATES OF THE ACCELERATED BACHELOR OF SClI ENCE ( ABSN)
PROGRAM THE ABSN PROGRAM | S DESI GNED FOR | NDI VI DUALS HOLDI NG A

NON- NURSI NG BACHELOR COF SCI ENCE (BS) DEGREE, ENABLI NG THEM TO EARN A
BACHELOR OF SCI ENCE I N NURSI NG (BSN) W THI N 12 MONTHS. WELLSTAR S

RELATI ONSHI P W TH MERCER AS A TOP TI ER PARTNER OFFERS BENEFI TS TO THE
ABSN STUDENTS BY PRI ORI Tl ZI NG CLI Nl CAL PLACEMENT REQUESTS | N VARI QUS
SPECI ALTY AREAS ACROSS THE HEALTH SYSTEM MERCER STUDENTS ARE ALSO

RECRUI TED AFTER COVPLETI ON OF THEIR INI TIAL CLI NI CAL COURSE TO WORK AS AN

EXTERN THROUGH WELLSTAR S NURSE EXTERN PROGRAM MERCER UNI VERSI TY HAS

For Privacy Act and Paperwork Reduction Act Notice, see the Instructions for Form 990 or 990-EZ. Schedule O (Form 990 or 990-EZ) (2023)

JSA
3E1227 1.000

7054XL 2K76 V23-7.16 94



SCHEDULE O Supplemental Information to Form 990 or 990-EZ |_omB No. 1545-0047

(Form 990 or 990-E2) Complete to provide information for responses to specific questions on 2@23
Form 990 or 990-EZ or to provide any additional information.
P Attach to Form 990 or 990-EZ. Open to Public
Department of the Treasury ) o ) ) ) .
Internal Revenue Service P> Information about Schedule O (Form 990 or 990-EZ) and its instructions is at www.irs.gov/form990. Ins pectlon
Name of the organization Employer identification number

VELLSTAR MCG HEALTH WARM SPRI NGS, | NC 46- 4824043

ABOUT 300 NURSES TO GRADUATE EACH YEAR

KENNESAW STATE UNI VERSI TY (KSU) PARTNERSHI P: WELLSTAR HAS A LONGSTANDI NG
AFFI LI ATI ON W TH KSU, LOCATED W THI N VELLSTAR S SERVI CE AREA. THI S
PARTNERSHI P | NCLUDES SI GNI FI CANT CONTRI BUTI ONS SUCH AS ENDOWENTS AND
GRANTS TO SUPPORT KSU S EDUCATI ONAL PROGRAMS. THE WELLSTAR SCHOOL OF
NURSI NG (WSQON), ESTABLI SHED THROUGH A TRANSFORVATI ONAL G FT FROM THE
VELLSTAR BOARD OF DI RECTORS, PLAYS A CRUCI AL ROLE I N PREPARI NG NURSI NG
STUDENTS FOR PROFESSI ONAL SUCCESS. WELLSTAR PROVI DES APPROXI MATELY 70% OF
KSU STUDENT CLI NI CAL EXPERI ENCES AND NEARLY 50% OF CLI NI CAL FACULTY ARE
VELLSTAR NURSES. A $6.2 M LLI ON GRANT HAS BEEN ALLOCATED TO HI RE

ADDI TI ONAL FACULTY AND STAFF BY 2025 TO ACCOMMODATE | NCREASED STUDENT
ENRCLLMENT AND FUND ANNUAL NURSI NG SCHOLARSHI PS FOR NEED- BASED STUDENTS.
AS A DI RECT RESULT OF THE PARTNERSHI P, KSU IS ON TARGET TO MEET THE GOALS
OF THE CONTRACTUAL AFFI LI ATI ON BY DOUBLI NG ENRCLLMENT | N THE NURSI NG
PROGRAM AND | NCREASI NG THE NUMBER OF FACULTY TO | NCREASE ENROLLMENT OF

NURSI NG STUDENTS.

NURSI NG CAREER PATHWAY PROGRAM WELLSTAR CONTI NUES TO OPERATI ONALI ZE THE
NURSI NG CAREER PATHWAY PROGRAM AN | NDUSTRY- DRI VEN | NI TI ATI VE ADDRESSI NG
THE STATEW DE NEED FOR VARI QUS LEVELS OF NURSI NG PROFESSI ONALS, FROM
NURSI NG ASSI STANTS TO REG STERED NURSES W TH A BACHELOR S DEGREE. THE
PROGRAM ALSO TRAI NS CERTI FI ED MEDI CAL ASSI STANTS TO SUPPORT THE NURSI NG
Pl PELI NE AND CLI NI CAL WORKFORCE. THE PROCGRAM | NTEGRATES ACADEM C

CREDENTI ALS W TH THE REQUI RED CERTI FI CATI ON AND LI CENSURE AND | S DESI GNED
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TO GUI DE STUDENTS THROUGH PROGRESSI VE CAREER ATTAI NMENT. THE PATHWAY
I NCLUDES A HI GH SCHOOL CURRI CULUM SUPPLEMENTED BY DUAL ENRCLLMENT COURSES

OFFERED THROUGH CHATTAHOOCHEE TECHNI CAL COLLEGE.

THESE EFFORTS BY WELLSTAR HEALTH SYSTEM REFLECT A COVPREHENSI VE APPROACH
TO ADDRESSI NG THE NURSI NG SHORTACGE | N GECRA A, ENSURI NG THAT THE STATE' S
HEALTHCARE NEEDS ARE MET W TH WELL- TRAI NED AND QUALI FI ED NURSI NG

PROFESSI ONALS.

VELLSTAR SPEAKERS BUREAU:

VELLSTAR S SPEAKERS BUREAU PROVI DES OUR COVMUNI TY W TH DI RECT ACCESS TO
OUR NETWORK OF HEALTHCARE PROFESSI ONALS AND SUBJECT MATTER EXPERTS.
PROGRAM5S MAY BE VI RTUAL OR | N-PERSON AND COVER HEALTH AND VELLNESS TOPI CS
I NCLUDI NG BUT NOT LIM TED TO HEART HEALTH, NUTRI TI ON, MENTAL HEALTH,

CANCER PREVENTI ON AND TREATMENT, AND COVI D- 19 RELATED TOPI CS.

WOVEN & CHI LDREN RESOURCE CENTERS:

WOVEN S HEALTH PATI ENT EDUCATI ON AND SUPPORT SERVI CES IS A SHARED

SERVI CES DEPARTMENT THAT PROVI DES PATI ENT EDUCATI ON I N THE FORM OF
CLASSES AS WELL AS OBGYN EDUCATI ONAL MATERI ALS FOR WMG OFFI CES, AND
OVERSEES SERVI CES RELATED TO LACTATI ON AND BEREAVEMENT AT COBB, DOUGLAS,

KENNESTONE, NORTH FULTON, SPALDI NG AND WEST GEORA A HOSPI TALS.

PATI ENT EDUCATI ON CLASSES | NCLUDE BOTH VI RTUAL AND | N- PERSON OFFERI NGS

FOR THE FOLLOWN NG CLASSES: UNDERSTANDI NG Bl RTH, UNDERSTANDI NG YOUR
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NEVBBORN, UNDERSTANDI NG BREASTFEEDI NG, GRANDPARENTI NG, TEEN CHI LDBI RTH,
NEXT Tl ME ARCUND, BI G BROTHER BI G SI STER AND ARE OFFERED TO THE COMMUNI TY

AT EACH OF THE WELLSTAR HOSPI TAL LOCATI ONS.

THE WMG PATI ENT EDUCATI ON | S PROVI DED TO BOTH OB AND GYN PATI ENTS I N THE
FORM OF MY PREGNANCY JOURNEY BOCOKLETS, OFFERED AT EACH PATIENT OB VISIT,
CULM NATI NG WTH A My PCSTPARTUM JOURNEY BOOKLET AT THE TI ME OF DI SCHARGE
FROM THE HOSPI TAL. GYN PATI ENT EDUCATI ON IS PROVI DED TO PATI ENTS BASED

UPON A HI G+ RI SK DI AGNCSI S.

FREE VELLSTAR SUPPORT CGROUPS ARE OFFERED FOR NEWLY DELI VERED PATI ENTS AND

| NCLUDE BEREAVEMENT, BREASTFEEDI NG AND MOTHERS SUPPCRT Cl RCLE.

| NPATI ENT AND OUTPATI ENT LACTATI ON CONSULTATI ONS, LACTATION NI CU
CONSULTATI ONS, PUWPS LOANED TO PATI ENTS WTH A BABY IN THE NI CU, AND WARM

LI NE PHONE CALLS ARE OFFERED TO LACTATI NG PATI ENTS.

THESE OFFERI NGS DEMONSTRATE WELLSTAR S COVM TMENT TO THE HEALTH AND

VEELL- BEI NG OF THE PATI ENTS WE SERVE W THI N VELLSTAR' S FOOTPRI NT. I N FY
2024, THE UNRElI MBURSED COSTS ASSCCI ATED W TH THESE OFFERI NGS TOTALED MORE
THAN $ 826, 000. 00 W TH MORE THAN 72, 000 PATI ENT/ FAM LY | NTERACTI ONS FROM

THOSE PARTI Cl PATI NG | N OQUR PRENATAL, CH LDBI RTH, AND POSTPARTUM PROGRANS.

COVMMUNI TY BENEFI T PROGRAMS -
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AT VELLSTAR, WE HAVE MOVED BEYOND | RS REQUI REMENTS - FROM COVPLI ANCE TO
STRATEG C ALI GNMENT - WHI CH ALLOWS THE SYSTEM TO | MPROVE COMMUNI TY HEALTH
AND DEMONSTRATE RETURN ON | NVESTMENT FOR COVMUNI TY BENEFI T ACTI VI Tl ES.

MAI NTAI NI NG EFFORTS BEYOND THE THREE- YEAR COVMUNI TY HEALTH NEEDS
ASSESSMENT ( CHNA) CYCLE HELPS WELLSTAR ADDRESS PERS|I STENT COVMUNI TY
HEALTH | SSUES AND ENSURE CONTI NUI TY FROM ONE | MPLEMENTATI ON PLAN TO THE

NEXT.

THE FOLLOW NG PROGRAMS DESCRI BE HOW VELLSTAR HEALTH SYSTEM HAS CONTI NUED

BUI LDI NG AND ALI GNI NG FOR HEALTH EQUI TY.

CONGREGATI ONAL HEALTH NETWORK

VELLSTAR S CONGREGATI ONAL HEALTH NETWORK (CHN) SERVES AS A BRI DGE BETWEEN
OUR HEALTHCARE SYSTEM AND FAI TH COMMUNI TI ES. COORDI NATED BY A FULL-TI ME
REG STERED NURSE WHO SPECI ALI ZES I N FAI TH COVWUNI TY NURSI NG, WELLSTAR S
PROGRAM | S DESI GNED TO ASSI ST CONGREGATI ONS OF ALL FAI THS TO DEVELOP OR
SUPPORT VOLUNTEER OR PAI D HEALTH M NI STRIES. W TH MORE THAN 100
CONGREGATI ONS AND 1, 500 SPI RI TUAL CARE PARTNERS, CHN SERVES AS A KEY TO
VELLSTAR S SUCCESSFUL | MPLEMENTATI ON OF EQUI TY- CENTERED PROGRAMS. THROUGH
THI'S NETWORK, WELLSTAR CAN DI FFUSE | NFORMATI ON, | MPLEMENT PROGRAMS AT
TRUSTED NEI GHBORHOCD- BASED SI TES AND STRENGTHEN THE ORGANI ZATI ONS TO
PROVI DE VWHOLE- PERSON SUPPORT. THE CHN S "PASSPORT TO HEALTH' PROGRAM
EMPONERS PARTI Cl PANTS TO OWN THEI R HEALTH CARE WHI LE PARTNERI NG W TH
PRACTI TI ONERS AND COVMMUNI TY HEALTH WORKERS DURI NG THEI R JOURNEY OF

LEARNI NG ABOUT HEART AND CARDI AC VELLNESS, WOMEN S HEALTH, COLORECTAL
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CANCER SCREENI NG TOOL KI TS, SIGNS OF STROKE, NUTRI TI OUS EATING EXERCI SE
AND ACTI VE LIVING TIPS, AND MENTAL HEALTH AWARENESS. CANCER SCREENI NG
TOOL KITS, SIGNS OF STROKE, NUTRI TI OUS EATI NG EXERCI SE AND ACTI VE LI VI NG
TIPS, AND MENTAL HEALTH AWARENESS.

COVMUNI TY CLI NI C NETWORK ( CONT. )
ACCORDI NG TO THE CHNA ACCESS TO CARE | NDI CATORS, MANY MEMBERS OF
WELLSTAR S COVMUNI TY HAVE CARE ACCESS CHALLENGES | N LARGE PART DUE TO
| NSURANCE CONSTRAI NTS AND PROVI DER ACCESS SHORTAGES. ACCORDI NG TO HEALTHY
PEOPLE 2020, "ACCESS TO COVPREHENSI VE, QUALI TY HEALTH CARE SERVI CES IS
| MPORTANT FOR PROMOTI NG AND MAI NTAI NI NG HEALTH, PREVENTI NG AND MANAG NG
DI SEASE, REDUCI NG UNNECESSARY DI SABI LI TY AND PREMATURE DEATH, AND
ACHI EVI NG HEALTH EQUI TY." WELLSTAR |'S COMM TTED TO SERVI NG OUR
COWUNI TY' S MOST VULNERABLE AND UNDER- RESOURCED POPULATI ONS. | N 2016,
WELLSTAR 4-1 CARE WAS CREATED TO | NCREASE ACCESS TO CARE AND THE CAPACI TY
OF PARTNERI NG COMMUNI TY CLI NI CS BY PROVI DI NG REDUCED- COST OUTPATI ENT
MEDI CAL SERVI CES. RESEARCH HAS SHOWN THAT WHEN HEALTHCARE SYSTEMS LI KE
WELLSTAR PARTNER W TH COMMUNI TY SAFETY-NET CLINICS, THE FOLLOW NG CAN

OCCUR.

- REDUCTI ON | N EMERGENCY DEPARTMENT VI SI TS

- REDUCTI ON | N AVOl DABLE READM SSI ONS

- I NCREASE | N PATI ENT SATI SFACTI ON SCORES PREVENT | LLNESS BY PROMOTI NG
HEALTHY BEHAVI ORS | N PEOPLE W THOUT RI SK FACTORS (E. G, DI ET AND EXERCI SE
COUNSEL| NG)

- PREVENT | LLNESS BY PROVI DI NG PROTECTI ON TO THOSE AT RISK (E. G,
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CHI LDHOOD VACCI NATI ONS)
- I DENTI FY AND TREAT PECPLE W TH NO SYMPTOMS, BUT VWHO HAVE RI SK FACTCRS,
BEFORE THE CLI NI CAL | LLNESS DEVELOPS (E. G, SCREEN NG FOR HYPERTENSI ON CR

DI ABETES)

THE COVMUNI TY CLI NI C NETWORK HAS EVOLVED TO ADVANCE WELLSTAR S ABILITY TO
SUPPORT COMMUNI TY ACCESS TO CARE AND SOCI AL SUPPORT SERVI CES. AS
VELLSTAR S GEOCCRAPHI CAL FOOTPRI NT HAS EXPANDED, WELLSTAR IS ALSO

COW TTED TO FORG NG NEW PARTNERSH PS W TH COMMUNI TY CLINICS (1. E.,
COMMUNI TY SAFETY-NET CLINICS, COVWUNI TY HEALTH CENTERS AND FEDERALLY
QUALI FI ED HEALTH CENTERS) TO MORE COLLECTI VELY ACHI EVE OPTI MAL OUTCOMES
FOR MORE MEDI CALLY UNDERSERVED AND UNI NSURED RESI DENTS. | N ADDI TI ON, THE
COMMUNI TY CLI NI C NETWORK EVOLVED TO | NCLUDE COVMUNI TY BENEFI T SUPPORT OF
VELLSTAR S GRADUATE MEDI CAL EDUCATION (GVE) CLINICS. | N ALI GNVENT W TH
VELLSTAR S FI NANCI AL ASSI STANCE PROCRAM ( FAP), THESE COVMUNI TY- BASED

CLI NI CS PROVI DE CHARI TABLE DI SCOUNTED OR FREE CARE BASED ON SOCI CECONOM C
FACTORS LI KE A PATI ENT' S HOUSEHOLD | NCOVE, | NSURANCE STATUS ANDY OR FAM LY
SI ZE. THESE CLI NI CS HELP SOVE OF WELLSTAR S MOST UNDER- RESOURCED AND
VULNERABLE COVMMUNI TY MEMBERS RECEI VE MEDI CAL SERVI CES LI KE CHRONI C

DI SEASE MANAGEMENT, WELLNESS EXAMS5, VACCI NATI ONS AND MEDI CATI ON

COUNSELI NG I N PARTNERSHI P W TH PHYSI CI AN LEADERSHI P, GRADUATE MEDI CAL
EDUCATI ON (GMVE) RESI DENTS SERVE PATI ENTS AT THE SHEFFI ELD AND KENNESTONE
CLINICS. TO SUPPORT THESE WELLSTAR GVE RESI DENT PHYSI Cl ANS SERVI NG AT GVE
CLINI CS, STRUCTURED EDUCATI ON HAS BEEN PROVI DED TO HELP RESI DENTS BETTER

UNDERSTAND HEALTH DI SPARI TI ES, HEALTH EQUI TY AND COVMMUNI TY HEALTH
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PRI ORI TI ES. THROUGH THE COMMUNI TY CLI NIl C NETWORK, WELLSTAR W LL CONTI NUE
TO LEVERAGE THE FACT THAT COMMUNI TY- BASED CLI NI CS ARE LONG RECOGNI ZED FOR
THEI R ABI LI TY TO EFFECTI VELY | MPROVE AND EXPAND PATI ENT ACCESS TO

MEDI CAL, DENTAL AND MENTAL HEALTH SERVI CES.

COVMUNI TY TRANSFORVATI ON PROGRAM

ACCESS TO HEALTH CARE | MPACTS AN I NDI VI DUAL'S ABILITY TO OBTAI N AND
MAI NTAI N ADEQUATE PHYSI CAL, SOCI AL AND MENTAL HEALTH STATUS. WELLSTAR S
CHNA | DENTI FI ED BOTH THE NEED FOR ACCESS TO HEALTH CARE AND SOCI AL
SUPPORT AS LEADI NG HEALTH CONCERNS FOR DI SPARATE AND UNDERSERVED
COVMMUNI TI ES. DURI NG THE COVI D- 19 PANDEM C, UNDERSERVED COVMUNI Tl ES

| NCREASI NGLY EXPERI ENCED HEALTH DI SPARI TI ES AND GAPS | N SUPPORT;
COVMUNI TY- BASED ORGANI ZATI ONS EXPERI ENCED NEED FOR RELI ABLE AND
SUSTAI NABLE SOLUTI ONS FOR OFFERI NG VI RTUAL CARE. WELLSTAR CENTER FOR
HEALTH EQUI TY' S COMMUNI TY TRANSFORVATI ON PROGRAM PROVI DES A SCALABLE
SCLUTI ON FOR | MPROVI NG ACCESS TO CARE | N PARTNERSHI P W TH TRUSTED

COVMUNI TY NON- PROFI T ORGANI ZATI ONS.

EACH YEAR, WELLSTAR FUNDS A COHORT OF | NI TI ATI VES THAT LEVERAGE
TECHNOLOGY TO PRODUCE LONG- TERM SUSTAI NABLE CHANGES | N THE COVMUNI TI ES
VE SERVE. | NI TI ATl VES ARE EXPECTED TO BE TAI LORED TO A COVMUNI TY NEED AND
ALI GN WTH EACH PARTNER S M SSI ON. AT THE END OF 12 MONTHS, PARTNERS ARE

EXPECTED TO DEMONSTRATE | MPROVEMENTS | N:

- ACCESS TO HEALTH CARE SO THAT RESI DENTS RECEI VE TI MELY, H GH QUALI TY,
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AND CULTURALLY APPROPRI ATE MEDI CAL CARE WHEN THEY NEED I T, OR,

- ACCESS TO SOCI AL DETERM NANTS OF HEALTH SUPPCRT SERVI CES SO THAT
RESI DENTS RECEI VE TI MELY, H G+ QUALITY FOOD, EMPLOYMENT, HOUSI NG,
TRANSPORTATI ON, EDUCATI ON AND LEGAL RESOURCES TO | MPROVE DAILY LI VI NG

VWHEN THEY NEED I T.

THE COVMUNI TY TRANSFORVATI ON PROGRAM RECEI VED AN HONORABLE MENTI ON BY THE
AMERI CAN HOSPI TAL ASSOCI ATI ON FOR I TS | MPACT | N COLLABCRATI NG W TH

PARTNERS TO | MPROVE THE HEALTH OF COVMUNI Tl ES.

SCQUL SUPPORT

TO ADDRESS THE BEHAVI ORAL NEEDS OF COMMUNI TY MEMBERS AND M TI GATE THE
ROLE OF MENTAL HEALTH STI GVA, WELLSTAR LAUNCHED AN | NI TI ATI VE CALLED SOUL
SUPPORT, WHI CH | NCLUDES THREE EVI DENCE- BASED PROGRAMS TO PROVI DE MENTAL
HEALTH EDUCATI ON AND SUPPORT. THE FCOLLOW NG PROGRAMS ARE FACI LI TATED
THROUGH VEELLSTAR S CONGREGATI ONAL HEALTH NETWORK, WHEREBY PROGRAMS TAKE

PLACE AT FAI TH- BASED ORGANI ZATI ONS.

VELLSTAR PARTNERS W TH ATLANTA REG ONAL COWM SSI ON' S HEALTHY AG NG

DI VI SION TO PROVI DE "POAERFUL TOOLS FOR CAREG VERS' - A SI X-WEEK SERI ES
SPECI FI CALLY DESI GNED TO HELP CAREQ VERS LEARN TO TAKE BETTER CARE OF
THEMSELVES. POWNERFUL TOCOLS | S PRESENTED BY CERTI FI ED LAY LEADERS. THE
WORKSHOP USES AN EVI DENCE- BASED CURRI CULUM THAT HAS BEEN FOUND TO HAVE

SI GNI FI CANT POSI Tl VE RESULTS FOR PARTI Cl PANTS.

For Privacy Act and Paperwork Reduction Act Notice, see the Instructions for Form 990 or 990-EZ. Schedule O (Form 990 or 990-EZ) (2023)

JSA
3E1227 1.000

7054XL 2K76 V23-7.16 102



SCHEDULE O Supplemental Information to Form 990 or 990-EZ |_omB No. 1545-0047

(Form 990 or 990-E2) Complete to provide information for responses to specific questions on 2@23
Form 990 or 990-EZ or to provide any additional information.
P Attach to Form 990 or 990-EZ. Open to Public
Department of the Treasury ) o ) ) ) .
Internal Revenue Service P> Information about Schedule O (Form 990 or 990-EZ) and its instructions is at www.irs.gov/form990. Ins pectlon
Name of the organization Employer identification number

VELLSTAR MCG HEALTH WARM SPRI NGS, | NC 46- 4824043

QUESTI ON, PERSUADE AND REFER (QPR) | NSTI TUTE STARTED AS A JO NT EFFORT

W TH A WASHI NGTON STATE MENTAL HEALTH CENTER AND THEIR M SSION IS TO
"SAVE LI VES AND REDUCE SUI Cl DAL BEHAVI ORS BY PROVI DI NG | NNOVATI VE,

PRACTI CAL AND PROVEN SUI Cl DE PREVENTI ON TRAI NI NG " THE PRI MARY OBJECTI VES
ARE TO TRAI' N PARTI CI PANTS TO UNDERSTAND THE NATURE AND RANGE OF SUI Cl DAL
COVMVUNI CATI ONS AND HOW TO | NTERVENE ON BEHALF OF SUI CI DAL AND I N-CRI SIS
PEOPLE, PROVI DI NG LOCAL MENTAL HEALTH RESOURCES AS WELL. QPR I S USED TO
HELP SAVE LI VES FROM SUI Cl DE BY TRAI NI NG | NDI VI DUALS HOW TO RECOGNI ZE THE
WARNI NG SIGNS OF A SU CIDE CRI SIS AND HOW TO "QUESTI ON, PERSUADE AND

REFER SOMEONE TO HELP. "

MENTAL HEALTH FIRST AID IS A PUBLI C EDUCATI ON PROGRAM " THAT CAN HELP
COVMUNI TI ES UNDERSTAND MENTAL | LLNESSES, SEEK TI MELY | NTERVENTI QN, AND
SAVE LI VES." BY PROVI DI NG EDUCATI ON SURROUNDI NG MENTAL | LLNESS AS WELL AS
RESCURCES AVAI LABLE I N THEI R AREA, FAI TH- BASED LEADERS W LL BE MORE
KNOALEDGEABLE | N WAYS TO SUPPORT THEI R CONGREGANTS. | T WAS DEVELOPED I N
2001 WTH THE GOAL COF PROVI DI NG PARTI CI PANTS W TH THE TOOLS NEEDED TO
START A CONVERSATI ON ABOUT MENTAL HEALTH AND SUBSTANCE USE PROBLEMS AS

VELL AS RESOURCES AVAI LABLE.

VELLSTAR RECEI VED PHI LANTHROPI C FUNDI NG TO EXPAND "SQUL SUPPORT" TO
| NCLUDE FREE, VI RTUAL BEHAVI ORAL HEALTH CARE FOR COVMUNI TY RESI DENTS
UNABLE TO RECEI VE CARE TRADI TI ONALLY DUE TO COST, TRANSPORTATI ON

CHALLENGES, OR LI M TED ACCESS TO BROADBAND SERVI CES.
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COLORECTAL CANCER SCREENI NG | N PARTNERSHI P W TH BLKHLTH AND COTTONELLE
VELLSTAR CENTER FOR HEALTH EQUI TY ESTABLI SHED A PARTNERSHI P W TH BLKHLTH,
A NON- PROFI T ORGANI ZATI ON WHOSE M SSION | S TO REDUCE THE | MPACT OF RACI SM
THROUGH EDUCATI ON AND ACTION. ONE OF THEIR CURRENT INITIATIVES | S A
COLLABCORATI ON W TH COTTONELLE ON THE #GOODDOWNTHERE CAMPAI GN. THI' S
NATI ONAL PROGRAM | S DESI GNED TO REDUCE STI GVA SURROUNDI NG COLORECTAL CARE
BY PROVI DI NG EQUI TY- CENTRI C ACCESS FOR COLORECTAL CANCER TO BLACK
AMERI CANS. COLORECTAL CANCER, ALSO CALLED COLON OR RECTAL CANCER, IS THE
THI RD MOST COMMON CANCER I N THE UNI TED STATES AND THE SECOND MOST COMMON
CANCER- RELATED DEATH. THROUGH THEI R COLLABORATI ON W TH COTTONELLE,
BLKHLTH PROVI DES WELLSTAR W TH COVPLI MENTARY COLORECTAL CANCER SCREEN NG
KITS TO BE DI STRI BUTED ACROSS CUR SERVI CE AREA. MEMBERS OF WELLSTAR S
CONGREGATI ONAL HEALTH NETWORK SERVE AS AMBASSADORS TO DI STRI BUTE THE
SCREENI NG KITS WTH N THEI R COVMUNI TI ES. CUR GOAL | S TO BRI NG EDUCATI ON
AND ACCESS TO I NDI VI DUALS WHO HAVE NOT BEEN SCREENED DUE TO FEAR, LACK OF
HEALTH | NSURANCE OR LACK OF KNOALEDGE. KI TS HAVE BEEN DI STRI BUTED TO OVER
2,100 MEMBERS OF OUR COVMUNI TI ES.

BREAST CANCER SCREENI NG
FOR THE PAST TEN YEARS, WELLSTAR HAS PROVI DED BREAST SCREEN NG AND
DI AGNOSTI C SERVI CES TO | NDI VI DUALS WHO LACK ACCESS TO OR ARE UNABLE TO
AFFORD THESE LI FE- SAVI NG SERVI CES W THI N VELLSTAR S SERVI CE AREAS. BY
PROVI DI NG THESE SERVI CES AT NO COST TO THOSE | N NEED, WE SEEK TO
ELI M NATE EXI STI NG BREAST CANCER DI SPARI TI ES AND DECREASE THE NUMBER OF
LATE- STAGE BREAST CANCER DI AGNOSES BY PROVI DI NG ACCESS TO HEALTHCARE

WTH N THE COWUN TI ES WE SERVE. TH S PROGRAM | NCREASES THE NUMBER OF
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REGULAR MAMMOGRAM SCREENI NGS AND DI AGNOSTI C SERVI CES PROVI DED,
PARTI CULARLY W THI N H GH RI SK COVMUNI TI ES, ENABLI NG WELLSTAR HEALTHCARE
PROVI DERS TO DETECT BREAST CANCER AT AN EARLI ER STAGE AND RESULTI NG I N

BETTER TREATMENT OPTI ONS AND | MPROVED QUTCOVES FOR OUR COVMUNI TY MEMBERS.

TO | DENTI FY PATI ENTS WHO NEED ACCESS TO THESE SERVI CES MOST, WE PARTNER
W TH LOCAL HEALTH DEPARTMENTS, COVMUNITY CLI NI CS, A CONGREGATI ONAL NURSE
NETWORK AND A ROBUST LI ST OF OTHER TRUSTED COVMUNI TY ORGANI ZATI ONS. THE
VELLSTAR PHYSI Cl AN LI Al SON TEAM AND VELLSTAR CLI Nl CAL PARTNERS TEAM ALSO
WORKS W TH 3, 000+ WELLSTAR MEDI CAL GROUP PHYSI CI ANS AND PARTNER

PHYSI CI ANS THROUGHOUT QOUR SERVI CE AREA TO GENERATE REFERRALS TO THE

PROGRAM

PROSTATE CANCER SCREEN NG

TO | NCREASE ACCESS TO SCREENI NG AND EDUCATI ON RESCURCES | N MEDI CALLY
UNDERSERVED COVMUNI Tl ES, WELLSTAR COVMUNI TY HEALTH PARTNERS W TH WELLSTAR
URCLOGY, WELLSTAR LABORATCORY COUTREACH SERVI CES, AND FAI TH COVMUNI TI ES

W TH N THE VWELLSTAR CONGREGATI ONAL HEALTH NETWORK TO OFFER FREE PROSTATE
CANCER SCREENINGS I N H GH RI SK ZI P CODES. SUCCESS STORI ES HAVE | NCLUDED
PARTI Cl PANTS PREVI QUSLY I N REM SSI ON FOR PROSTATE CANCER RECEI VI NG
ABNORVAL PSA RESULTS, LEADI NG TO FURTHER TESTI NG AND THE RESUWMPTI ON OF

TREATMENT.

MOBI LE MARKET PROGRAM

IN 2020, WELLSTAR LAUNCHED A MBI LE MARKET PROGRAM TO FEED MORE THAN 700
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METRO ATLANTA AT-RI SK FAM LI ES ACRGCSS SI X GEORG A COUNTIES. I N
COLLABCRATI ON W TH GOODR, THE JO NT | NI TI ATI VE ADDRESSES FOCD ACCESS FOR
VULNERABLE COMMUNI TI ES | N VELLSTAR S SERVI CE AREAS. THE SPRI NG SUMVER
MOBI LE MARKET PROGRAM | NCLUDED SEVEN COVMUNI TY- BASED LOCATI ONS THAT
PROVI DED FREE, FRESH AND HEALTHY FOOD OPTI ONS MONTHLY TO 100 FAM LIES I N
NEED AT EACH LOCATI ON. THROUGH WELLSTAR FOUNDATI ON AND VI TAL COVMUNI TY
FUNDI NG, GOODR PROVI DED FOOD AND STAFFI NG SUPPORT FOR THI S PROGRAM
REG STERED PARTI Cl PANTS AND PROVI DED | MPACT REPORTI NG EACH MONTH.
VELLSTAR PROVI DED PROGRAM LOGQ STI CAL SUPPORT, PARTI Cl PANT | NCENTI VES AND
NUTRI TI ON EDUCATI ON.  NEW COVMUNI TY PARTNERS HELPED RECRUI T VOLUNTEERS AND
SET UP FOOD DI STRI BUTI ON SI TES | N KEY SERVI CE AREAS, | NCLUDI NG COBB,
TROUP, FULTON, SPALDI NG PAULDI NG, AND DOUGLAS COUNTI ES.
SI NCE THEN, THE WELLSTAR MOBI LE MARKET PROGRAM HAS EXPANDED TO | NCLUDE:

THE ADDI TI ON OF BUTTS COUNTY AS A PRI ORI TY LOCATI ON,

ON- SI TE HEALTH EDUCATI ON I N ALI GNVENT W TH HEALTH AWARENESS MONTHS,
AND

AVAI LABI LI TY OF A BENEFI TS SPECI ALI ST TO ASSI ST FAM LI ES W TH

ENRCLLMENT | NTO PUBLI C FOOD PROGRANS.

SI NCE | NCEPTI ON, THE MOBI LE MARKET PROGRAM HAS SERVED 16, 000 REG STRANTS
THROUGHOUT THE WELLSTAR FOOTPRI NT. THI RTY- NI NE PERCENT (39% OF

REG STRANTS | NDI CATE DELAYI NG OR AVO DI NG MEDI CAL VI SITS TO AFFORD FOOD.

FOOD RESCUE PROGRAM

IN GEORG A, FOOD RESI DUALS MAKE UP 12% OF LANDFI LL WASTE ANNUALLY. THAT' S
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NEARLY 151 PCUNDS OF FOOD PER GEORG AN EVERY YEAR, A TOTAL OF 1.6 BILLION
POUNDS OF TRASH ANNUALLY I N GECRA A. THI S AMOUNT OF FOOD WASTE ALSO
WASTES $1.92 BILLI ON EACH YEAR

I N PARTNERSH P W TH SECOND HELPI NGS ATLANTA AND GOODR, WELLSTAR LAUNCHED
A FOOD RESCUE PROGRAM THROUGH THI S PROGRAM HI GH QUALI TY AND NUTRI TI QUS
FOOD FROM WELLSTAR EATERI ES, | NCLUDE SELECT HOSPI TAL CAFETERIAS, | S

Pl CKED UP AND REDI STRI BUTED TO NON- PROFI T ORGANI ZATI ONS THROUGHOUT
VELLSTAR S SERVI CE AREA.

BY RECAPTURI NG FRESH FOOD THAT M GHT OTHERW SE BE DI SCARDED, WE REDUCE
FOOD WASTE WHI LE GUARANTEEI NG ACCESS TO FRESH PRODUCE AND HEALTHY MEALS
FOR EMERGENCY FOOD PROGRAMS AND | NDI VI DUALS | N NEED. THE GOAL | S TO
BECOVE A ZERO FOOD WASTE HEALTHCARE SYSTEM I N THE NEXT TEN YEARS. SI NCE
I NCEPTI ON, VELLSTAR HAS DI VERTED OVER 36, 141 POUNDS CF FOOD FROM

LANDFI LLS.

LI VE TO THE BEAT. POWERED BY WVELLSTAR

VELLSTAR SERVES AS A PARTNER OF THE LI VE TO THE BEAT CAMPAI GN, A

NATI ONALLY RECOGNI ZED PROGRAM LED BY THE CDC FOUNDATI ON AND THE M LLI ON
HEARTS | NI TI ATI VE, Al MED TO HELP ADULTS TAKE STEPS TO PREVENT HEART

DI SEASE AND STROKE. OTHER STRATEG C PARTNERS | NCLUDE AMERI CAN HEART

ASSOCI ATI ON, THE WELLSTAR CENTERFOR CARDI OVASCULAR CARE, AND UNI TED WAY.

THE LI VE TO THE BEAT PROGRAM UTI LI ZES A COWUNI TY HEALTH WORKER TO SERVE
AS AHEALTH COACH TO EMPOVER | NDI VI DUAL MEMBERS OF FAI TH COVMUNI TI ES,

| DENTI FI EDTHROUGH VELLSTAR S CONGREGATI ONAL HEALTH NETWORK, TO BE
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ADVOCATES | N THEI ROAN HEALTH JOURNEY. OVER A 12- MONTH JOURNEY, THE
PROGRAM FOCUSES ONSUPPORTI NG THE MEMBERS THROUGH 8+ ESSENTI AL " SMALL

STEPS' TO SUSTAI NABLEHEART HEALTH.

OPERATION M 1.S. T. (MONITOR | INTERVENE | SURVIVE | THRI VE)

OPERATION M |.S. T. PROMOTES MATERNAL VI TALI TY BY REDUCI NG MATERNAL
MORTALI TY WTH A M SSI ON TO MONI TOR PHYS| OLOGI CAL CHANGES | N CONCEI VI NG,
PREGNANT AND POSTPARTUM Bl RTH G VERS. WELLSTAR PARTNERS W TH OPERATI ON
M1.S. T TO PROVI DE SUPPORT FOR 40 BI RTH G VERS FROM SPALDI NG AND BUTTS
COUNTI ES. PARTI Cl PANTS W LL USE GARM N- POAERED SMART WATCHES TO MONI TOR
THEI R HEALTH STATUS, COLLABORATE W TH THEI R CARE TEAM AND PROVI DE HEALTH
EDUCATI ON AND PROMOTI ON.  AS A WRAPAROUND SERVI CE, WELLSTAR COMMUNI TY
HEALTH SUPPORT THI S PARTNERSHI P BY PROVI DI NG AN ASSESSMENT OF SOCI AL
DETERM NANTS OF HEALTH (SDOH) AND RESOURCE REFERRAL CONNECTI ON FOR EACH
OF THE PARTI Cl PANTS. THE PARTNERSHI P HAS SUPPORTED DI STRI BUTI ON OF OVER

4,800 CARE PACKAGES THROUGHOUT CGEORAG A.

PERI NATAL KI T PROGRAM W TH HEALTHY MOTHERS, HEALTHY BABI ES

TO ADDRESS THE MATERNAL HEALTH CRI SIS THROUGH AN EQUI TY LENS, WELLSTAR
COVMMUNI TY HEALTH AND WELLSTAR CENTER FOR HEALTH EQUI TY HAS PARTNERED W TH
HEALTHY MOTHERS, HEALTHY BABI ES COALI TI ON OF GEORG A (HMHBGA). HVHBGA HAS
| MPACTED THE HEALTH AND WELLBEI NG OF WOMEN, CHI LDREN, AND FAM LI ES FOR
THE PAST 40 YEARS BY SUPPORTI NG THE COVMUNI TY THROUGH DI RECT SERVI CES,
ADVOCACY, AND COVMUNI TY EDUCATI ON. WELLSTAR S PARTNERSHI P TO HELP EXPAND

THE ORGANI ZATI ON' S PERI NATAL CARE PACKAGE PRQJIECT (PCP) PROVI DES SUPPORT
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TO PREGNANT AND POSTPARTUM BI RTH G VERS AND ENCOURAGES POCSI Tl VE MATERNAL
HEALTH AND WELLNESS BY PROVI DI NG VI TAL RESOURCES AND EDUCATI ON. THE
PARTNERSHI P REACHES 150 Bl RTH G VERS PER MONTH WHO RESI DE I N GEORG A" S
MOST VULNERABLE COMMUNI TI ES. SI NCE PARTNERSHI P | NCEPTI ON, WELLSTAR HAS:
SUPPORTED EXPANDI NG THE MONTHLY REACH FROM 150 TO 200 BI RTH G VERS;
AND
PROVI DED EDUCATI ON ON COVI D- 19 AND MENTAL HEALTH RESCURCES | N THE
COVMUNI TY.
THE PARTNERSH P HAS SUPPORTED DI STRI BUTI ON OF OVER 4, 800 CARE PACKACGES

THROUGHOUT GECRG A.

VELLSTAR PARTNERS W TH CLARK ATLANTA UN VERSI TY FOR TRAI NI NG AND
DEPLOYMENT

THE SOCI AL WORK STUDENT ROTATI ON PROGRAM | S SUPPORTED THROUGH

COLLABCORATI ON W TH CLARK ATLANTA UNI VERSI TY' S VWHI TNEY M YOUNG JR SCHOOL
OF SOCI AL WORK. MASTER S LEVEL SCCI AL WORK STUDENTS SPEND AN ACADEM C
YEAR | NTERNI NG W TH WELLSTAR COMMUNI TY HEALTH, SUPPCORTI NG | NI TI ATI VES OF
THE DEPARTMENT AS VELL AS PATI ENTS OF WELLSTAR GVE | NTERNAL MEDI CI NE. THE
ROTATI ON W LL ENSURE STUDENT UNDERSTANDI NG OF THE | NFLUENCE OF SOCI AL
DETERM NANTS OF HEALTH W TH HEALTH OUTCOMES. PATI ENTS AND COVMUNI TY
MEMBERS W LL BENEFI T FROM | MPROVED ACCESS TO SOCI AL SUPPORT SERVI CES TO

| MPROVE THEI R HEALTH. PERSONS WHO RECEI VE SUPPORT FROM THE SOCI AL WORK

STUDENT | NTERN REPORT | MPROVED OVERALL WELL- BEI NG

VELLSTAR PARTNERS W TH SER FAM LI A TO PROVI DE " PROMOTORAS"
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SER FAM LI A SERVES AS COVMUNI TY- BASED ORGANI ZATI ON DRI VEN TO STRENGTHEN
LATI NO COUPLES AND FAM LI ES TO ADDRESS THE LACK OF RESOURCES FCOR LATI NCS
ACROSS THE ATLANTA METROPOLI TAN AREA. WELLSTAR HEALTH SYSTEM HAS
PARTNERED W TH SER FAM LI A TO ENLI ST A "PROMOTORA" (ALSO, COVMUNI TY
HEALTH WORKER) TO SUPPORT COVMUNI TY OQUTREACH TO THE SPANI SH- SPEAKI NG
COVMMUNI TY. THE PROMOTORA ASSI STS VWELLSTAR CENTER FOR HEALTH EQUITY I N
DEVELOPI NG AND TRANSLATI NG CULTURALLY COVMPETENT HEALTH EDUCATI ON
MATERI ALS, BUI LDI NG RELATI ONSH PS W TH PARTNERS SERVI NG THE
SPANI SH- LANGUAGE COVMUNI TY, AND ATTENDI NG COVMUNI TY EVENTS TO ENSURE
ACCESSI BI LI TY.

COW TMENT TO THE COVMMUNI TY

VELLSTAR AWARDS RECEI VED FY24

- THE TRAUMA SURGERY UNI T AT WELLSTAR KENNESTONE REG ONAL MEDI CAL CENTER
RECEI VED THE PRESTI G OQUS ACADEMY OF MEDI CAL- SURG CAL NURSES ( AMSN) PRI SM
AWARD, AN HONOR THAT RECOGNI ZES EXCEPTI ONAL NURSI NG PRACTI CE, LEADERSHI P
AND QUTCOMVES | N HOSPI TAL MEDI CAL- SURG CAL UNI' TS. THE AWARD, WHI CH STANDS
FOR "PREM ER RECOGNI TION I N THE SPECI ALTY OF MED-SURG " | S THE FI RST OF
I TS KIND, HONORI NG MED- SURG NURSI NG UNI TS I N THE UNI TED STATES AND
| NTERNATI ONALLY. I T I'S CO SPONSORED BY THE?AMSN AND MEDI CAL- SURG CAL
NURSI NG CERTI FI CATI ON BOARD. THE AWARD | S G VEN TO OUTSTANDI NG ACUTE
CARE/ MED- SURG UNI TS OR ADULT/ PEDI ATRI C UNI TS CLASSI FI ED AS MED- SURG

- VWELLSTAR KENNESTONE AND WELLSTAR WEST GEORG A MEDI CAL CENTERS RECEI VED
THE GEORG A OGLETHORPE AWARD FROM THE STERLI NG COUNCI L. THE STERLI NG

COUNCI L IS A PUBLI C/ PRI VATE NOT- FOR- PROFI T CORPORATI ON SUPPORTED BY THE
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EXECUTI VE OFFI CE OF THE GOVERNCR. THE COUNCI L OVERSEES THE GOVERNOR S
STERLI NG AWARD FOR PERFORMANCE EXCELLENCE AND THE GEORG A OGLETHORPE
AWARD, WHI CH | S BASED ON THE NATI ONAL MALCOLM BALDRI GE AWARD, W TH AWARDS
BEI NG PRESENTED ANNUALLY TO HI GH PERFORM NG, ROLE- MODEL ORGANI ZATI ONS,
BOTH PRI VATE AND PUBLI C, WH CH DEMONSTRATE SUPERI OR MANAGEMENT APPROACHES
AND ROLE- MODEL RESULTS.

- VWELLSTAR WEST GEORA A MEDI CAL CENTER AND SYLVAN GROVE MEDI CAL CENTER
RECEI VED THE SUSTAI NED EXCELLENCE AWARD FROM THE FLORI DA STERLI NG
COUNCI L. THE GOVERNCR' S STERLI NG SUSTAI NED EXCELLENCE AWARD | S DESI GNED
TO ENABLE STERLI NG AWARD RECI PI ENTS TO RETAIN THEI R ROLE MODEL STATUS.
THI' S H G+ LEVEL ASSESSMENT PROCESS EXAM NES HOW VELL AN ORGANI ZATI ON HAS
STRENGTHENED, | MPROVED, AND | NNOVATED W NNI NG SYSTEMS TO ENSURE LONG TERM
SUCCESS AND SUSTAI NABI LI TY I N A COVPETI TI VE ENVI RONMENT. HI GHLY TRAI NED
EXAM NERS REVI EW AND EVALUATE THE APPLI CATI ON AND CLARI FY AND VERI FY THE
ORGANI ZATI ON' S RESPONSES THROUGH | NTERVI EWS W TH LEADERS AND PERFORMANCE

EXCELLENCE PROFESSI ONALS.

- THE ATLANTA BUSI NESS CHRONI CLE NAMED WELLSTAR HEALTH SYSTEM AS ONE OF
THE HEALTHI EST EMPLOYERS | N THE EXTRA- LARGE COVPANY CATEGORY, RECOGNI ZI NG
| NNOVATI VE ORGANI ZATI ONS THAT HAVE CREATED ROBUST AND HEALTHY WORKPLACE
PROGRAMS. THE ATLANTA BUSI NESS CHRONI CLE' S HEALTHI EST EMPLOYER AWARD | S
BASED ON THE ANALYSI S OF OVER 60 SCORED QUESTI ONS W TH MORE THAN 600 DATA
PO NTS FOR SCORI NG AND BENCHMARKI NG, ?

- VWELLSTAR HEALTH SYSTEM ONE OF CGEORG A'S LARGEST AND MOST | NTEGRATED

HEALTH SYSTEMS, WAS RANKED I N THE?TOP 10 BEST WORKPLACES | N HEALTH CARE
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BY FORTUNE | N THE LARGE COVPANY CATEGORY. ?TO DETERM NE THE BEST
WORKPLACES | N HEALTH CARE LI ST, CGREAT PLACE TO WORK ANALYZED THE SURVEY
RESPONSES OF OVER 161, 000 EMPLOYEES FROM GREAT PLACE TO WORK- CERTI FI ED
COVPANI ES | N THE HEALTHCARE | NDUSTRY.

- DI VERSI TYI NC | NCLUDED WELLSTAR AMONG 20 ORGANI ZATIONS ON I TS
2023?LI ST?CF TOP HOSPI TALS AND HEALTH SYSTEMs FOR DI VERSI TY. THE TOP
HOSPI TALS AND HEALTH SYSTEMS SPECI ALTY LIST IS I NCLUDED I N DI VERSI TYI NC S
ANNUAL TOP 50 COVPANI ES FOR DI VERSI TY RANKI NG WH CH RECOGNI ZES COVPANI ES
THAT H RE, RETAI N AND PROMOTE WOMEN, M NORI TI ES, PEOPLE W TH

DI SABI LI TIES, LGBTQ+ | NDI VI DUALS AND VETERANS. DI VERSITY | S SCORED ON SI X
KEY AREAS: LEADERSHI P ACCCOUNTABI LI TY, HUMAN CAPI TAL DI VERSI TY METRI CS,
TALENT PROGRAMS, WORKFORCE PRACTI CES, SUPPLI ER DI VERSI TY AND

PHI LANTHROPY.

- BECKER S HOSPI TAL REVI EW HAS NAMED WELLSTAR HEALTH SYSTEM AS ONE OF

I TS SPI NE AND NEUROCSURCGERY PROGRAM5S TO WATCH. THI S LI ST OF 53 HEALTH
SYSTEMS AND HOSPI TALS NATI ONW DE RECOGNI ZES THOSE DEDI CATED TO EXPANDI NG
NEUROSURG CAL CARE AND PROVI DI NG WORLD- CLASS NEURO TREATMENTS. THOSE ON
THE LI ST HAVE EARNED NATI ONAL RECOGNI TI ON FOR HAVI NG TOP SPI NE AND
NEUROSURGERY PROGRANMS.

- VWELLSTAR HEALTH SYSTEM WAS NAMED BY FORTUNE AS ONE OF AMVERI CA' S MOST

I NNOVATI VE COMPANI ES FOR 2023, WHI CH HONORS 300 COVPANI ES TRANSFORM NG

| NDUSTRI ES FROM THE | NSI DE OUT. NEARLY EVERY COVPANY ON THI S LI ST POSTED
REVENUE GROMH I N THE LAST THREE YEARS. FORTUNE PARTNERED W TH MARKET
RESEARCH AND DATA COVPANY?STATI STA?TO COWPI LE AMERI CA'S MOST | NNOVATI VE

COVPANI ES. THE LI ST I'S BUI LT ON THREE PI LLARS: PRODUCT | NNOVATI ON,
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PROCESS | NNOVATI ON AND | NNOVATI ON CULTURE.
- ALL EIGHT OF VELLSTAR S | NPATI ENT STROKE PROGRAMS HAVE ACHI EVED AN
AMERI CAN HEART ASSOC!I ATI ON/ AVERI CAN STROKE ASSCCI ATI ON GET W TH THE
GUI DELI NES® - QUALI TY ACHI EVEMENT AWARD. THE AWARDS RECOGNI ZE HOSPI TALS
THAT DEMONSTRATE COWPLI ANCE I N EACH OF THE SEVEN GET W TH THE
GUI DELI NES® STROKE ACH EVEMENT MEASURES.
FORM 990, PART 1V, LINE 12B
AUDI TED FI NANCI AL STATEMENTS

VELLSTAR HEALTH SYSTEM | NC

VELLSTAR HEALTH SYSTEM |INC., AND | TS CONTROLLED AFFI LI ATES ARE AUDI TED
ON AN ANNUAL BASI'S BY AN QUTSI DE AUDI TING FIRM KPM5 AND AS PART OF THAT
AUDI T A CONSOLI DATED FI NANCI AL STATEMENT | S | SSUED. THE | NDEPENDENT
AUDI TORS REPORT | NCLUDES THE ACCOUNTS OF WELLSTAR AND | TS CONTROLLED
AFFI LI ATES | NCLUDI NG AU MEDI CAL CENTER, | NC., AU MEDI CAL ASSOCI ATES,
INC., COBB HOSPI TAL, INC., DOUGLAS HOSPI TAL I NC., KENNESTONE HOSPI TAL,

I NC., PAULDI NG MEDI CAL CENTER, I NC., WELLSTAR ATLANTA MEDI CAL CENTER,
INC., WELLSTAR MCG HEALTH, I NC., WVELLSTAR NORTH FULTON HOSPI TAL, | NC.,
VELLSTAR SPALDI NG REG ONAL MEDI CAL CENTER, | NC., WELLSTAR SYLVAN GROVE
HOSPI TAL, | NC., WELLSTAR MCG WARM SPRI NGS, | NC., WVELLSTAR WEST CGEORG A
MEDI CAL CENTER, INC., WNDY HI LL HOSPI TAL, WELLSTAR MEDI CAL GROUP, LLC,
VELLSTAR FOUNDATI ON, | NC. AND VARI QUS OTHER OMNED ENTI TES AS LI STED I N
SCHEDULE R. ALL SI GNI FI CANT | NTERCOVPANY ACCOUNTS AND TRANSACTI ONS HAVE
BEEN ELI M NATED | N COVBI NATI ON.

FORM 990, PART VI, SECTION A, LINE 4
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THE BYLAWS WERE AMENDED TO CHANGE THE BOARD OF DI RECTORS TO REFLECT THAT

OF THE ULTI MATE SOLE MEMBER, WELLSTAR HEALTH SYSTEM | NC.

FORM 990, PART VI, SECTION A, LINE 7B

PONERS OF THE BOARD

AS PER THE ARTI CLES OF | NCORPORATI ON, THE SOLE MEMBER OF THE ORGANI ZATI ON

'S WELLSTAR HEALTH SYSTEM [INC., A CGEORG A NONPROFI T CORPCRATI ON. AS A

SCLE MEMBER, WELLSTAR HEALTH SYSTEM | NC. HOLDS CERTAI N PONERS OF

ELECTI ON AND APPROVAL | N CONNECTI ON W TH THE GOVERNI NG BODY OF THE

ORGANI ZATI ON.  THESE POWERS ARE PRESENTED | N DETAIL I N THE GOVERN NG

DOCUMENTS WHI CH THE COMPANY MAKES AVAI LABLE TO THE PUBLI C UPON REQUEST.
FORM 990, PART VI, SECTION B, LINE 11B

BOARD REVI EW OF FORM 990

| NTERNAL STAFF PREPARES THE ORGANI ZATI ON' S FORM 990. BEFORE FI LI NG THE

RETURN W TH THE | NTERNAL REVENUE SERVI CE AN EXTERNAL ACCOUNTI NG FIRM PWC

US TAX LLP, REVI EW6 AND SI GN- OFFS ON THE COWMPLETED RETURN OF EACH

ORGANI ZATI ON.  THE CURRENT YEAR FORM 990 | S PROVI DED TO THE FI NANCE

COW TTEE FOR REVI EW OPPORTUNI TI ES FOR DETAI LED REVI EM6 ALONG W TH A

QUESTI ON- AND- ANSVER SESSI ON | S OFFERED TO THE FI NANCE COWM TTEE BOTH I N

THE FI NANCE COW TTEE MEETI NG OR I N A SEPARATE SESSI ON. FI NAL COPI ES OF

THE 990 ARE PROVI DED TO EACH BOARD MEMBER THROUGH THE BOARD PORTAL ALONG

WTH A SUMVARY MEMO OF THE CURRENT YEAR PREPARATI ON PROCESS HI GHLI GHTI NG
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ANY KEY ASPECTS OF THE 990. THE ORGANI ZATI ON' S CFO OR DESI GNEE
SUBSEQUENTLY SI GNS THE RETURN FOR ElI THER MANUAL OR ELECTRONI C FI LI NG BY
THE APPROPRI ATE DUE DATE.

FORM 990, PART VI, SECTION B, LINE 12C
CONFLI CT OF | NTEREST POLI CY
OUR CONFLI CT- OF- | NTEREST POLI CY REQUI RES ALL COVERED PERSONS TO ANNUALLY
REVI EW THE PCLI CY AND THEN COVPLETE, SI GN AND RETURN THE CONFLI CTS OF
| NTEREST SURVEY AND ATTESTATI ON TO THE COVPLI ANCE OFFI CE. THE POLI CY
REQUI RES AN ON- GO NG DI SCLOSURE OBLI GATI ON | N THE EVENT A CONFLI CT ARI SES
DURI NG THE YEAR. THE FOLLOAN NG | S OUR PROCESS TO REGULARLY AND
CONSI STENTLY MONI TOR AND ENFCORCE THE POLI CY: COWPLI ANCE | DENTI FI ES ALL
COVERED PERSONS WHO MJUST COWPLETE THE SURVEY AND ATTESTATI ON. COWPLI ANCE
VERI FI ES THAT THE SURVEY AND ATTESTATION IS DI STRI BUTED TO THESE PERSONS.
COVPLI ANCE VERI FI ES THAT THESE PERSONS RETURN A FULLY COVPLETED AND
S| GNED SURVEY AND ATTESTATI ON. COWPLI ANCE REVI EWs EACH COVPLETED AND
S| GNED SURVEY AND ATTESTATI ON TO | DENTI FY ALL CONFLI CTS LI STED I N THE
DOCUMENT. ALL CONFLI CTS, POTENTI AL CONFLI CTS AND | NCI DENCES OF
NON- COVPLI ANCE ARE REFERRED TO THE CHI EF COWPLI ANCE OFFI CER. THE CCO
TAKES APPROPRI ATE ACTI ON TO COVPLETELY RESOLVE ALL | DENTI FI ED CONFLI CTS
AND | NCI DENCES OF NON- COVPLI ANCE.

FORM 990, PART VI, SECTION B, LINES 15A & 15B
COVPENSATI ON OF OFFI CERS
OUR BOARD OF TRUSTEES DESI GNATES A COVPENSATI ON COVW TTEE MADE UP OF
QUTSI DE BOARD MEMBERS TO ESTABLI SH THE EXECUTI VE COMPENSATI ON PHI LOSOPHY

OF THE SYSTEM AND TO REVI EW AND SET THE COWVPENSATI ON ANNUALLY FOR THE
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CHI EF EXECUTI VE OFFI CER AND THE SALARY PARAMETERS FOR ALL OTHER OFFI CERS
OF THE COVPANY. THE COWM TTEE UTI LI ZES THE OUTSI DE CONSULTI NG FI RM OF
SULLI VAN COTTER AND ASSCCI ATES, | NC. TO PROVI DE EXPERT | NFORMATI ON
REGARDI NG | NDUSTRY- W DE COVPENSATI ON NORMS.  THE COVPANY PHI LOSCOPHY IS TO
MATCH THE MARKET ON BASE PAY | DENTI FYI NG THE MEDI AN. TOTAL CASH
COVPENSATI ON | S GENERALLY GEARED TO COMPENSATI ON DETERM NED BY QOUR
CONSULTANTS TO BE AT THE 75TH PERCENTI LE OF I TS PEERS.

FORM 990, PART VI, SECTION C, LINE 19
DOCUMENTS MADE AVAI LABLE TO THE PUBLI C
THE ORGAN ZATI ON AND | TS AFFI LI ATES ARE SUBJECT TO THE OPEN RECORDS LAW
IN THE STATE OF GEORG A. THEREFORE, BY LAW CI TI ZENS ARE PERM TTED TO
I NSPECT AND COPY | TS GOVERNI NG DOCUMENTS, PCLI CI ES AND FI NANCI AL
STATEMENTS AS MAY BE REQUESTED FROM TI ME TO Tl ME. ADDI TI ONALLY, THE
ORGANI ZATI ON'S FORM 990 IS MADE READI LY AVAI LABLE ON THE GUI DESTAR
VEBSI TE. PERI CDI CALLY, THE ORGANI ZATI ON PUBLI SHES A COMMUNI TY BENEFI T
REPORT ONCE A YEAR FOR DI STRI BUTI ON TO THE PUBLI C. | N ACCORDANCE W TH
O C.G A SECTION 31-7-22 AND THE GEORG A DEPARTMENT OF COVMUNI TY HEALTH S
RULES AND REGULATI ONS FOR HOSPI TAL TRANSPARENCY CHAPTER 111-8-41 THE
APPL| CABLE DOCUMENTS ARE POSTED ON THE WELLSTAR ORG WEBSI TE I N THE
VELLSTAR HOSPI TAL TRANSPARENT | NFORMATI ON SECTI ON. UNDER | TS CONTI NUI NG
DI SCLOSURE AGREEMENTS FOR PUBLI C BONDS, OUTSTANDI NG FI NANCI AL AND
STATI STI CAL | NFORMATI ON |'S POSTED AND REPORTED ON EMVA. MSRB. ORG ON A
QUARTERLY AND ANNUAL BASI S.

FORM 990, PART VI |

OFFI CERS HOURS WORKED

For Privacy Act and Paperwork Reduction Act Notice, see the Instructions for Form 990 or 990-EZ. Schedule O (Form 990 or 990-EZ) (2023)
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SCHEDULE O Supplemental Information to Form 990 or 990-EZ |_omB No. 1545-0047

(Form 990 or 990-E2) Complete to provide information for responses to specific questions on 2@23
Form 990 or 990-EZ or to provide any additional information.
P Attach to Form 990 or 990-EZ. Open to Public
Department of the Treasury ) o ) ) ) .
Internal Revenue Service P> Information about Schedule O (Form 990 or 990-EZ) and its instructions is at www.irs.gov/form990. Ins pectlon
Name of the organization Employer identification number

VELLSTAR MCG HEALTH WARM SPRI NGS, | NC 46- 4824043

THE OFFI CERS DEVOTE THEIR TI ME TO ALL OF THE ORGANI ZATI ONS W THI N
VELLSTAR HEALTH SYSTEM THAT ARE LI STED I N SCHEDULE R, PART I1. AS SUCH,
THE TOTAL HOURS WORKED BY THE OFFI CERS ACROSS ALL ORGANI ZATI ONS EXCEEDS
40 HOURS A VEEEK.

FORM 990, PART VII & FORM 990, SCHEDULE J

COVPENSATI ON

ALL COVPENSATI ON AMOUNTS REPORTED ON FORM 990, PART VI1; PART IX, LINES
5-7; AND SCHEDULE J REPRESENT COMPENSATI ON PROVI DED TO | NDI VI DUALS THAT
PROVI DE SERVI CES TO THE ORGANI ZATI ON. LI KEW SE, THE NUMBER OF EMPLOYEES
REPORTED ON PART V, LINE 2A REPRESENTS THE NUMBER OF | NDI VI DUALS
PROVI DI NG SERVI CES TO THE ORGANI ZATI ON. ALL FEDERAL EMPLOYMENT TAX
RESPONSI BI LI TI ES FOR THESE | NDI VI DUALS (| NCLUDI NG FEDERAL EMPLOYMENT TAX
REPORTI NG RESPONSI Bl LI TI ES) ARE HANDLED BY WELLSTAR HEALTH SYSTEM | NC.
(EI'N 58-1649541) .

FORM 990, PART XI, LINE 9

OTHER CHANGES | N NET ASSETS

FOR THE REPORTI NG PERI OD WELLSTAR MCG HEALTH WARM SPRI NGS HAD A CHANGE | N
NET ASSETS OF $27,572,681 RELATED TO TRANSFERS TO AFFI LI ATES AS PART OF
THE ALLOCATI ON OF | NCOVE STATEMENT AND BALANCE SHEET TRANSACTI ONS OVER

THE YEAR

For Privacy Act and Paperwork Reduction Act Notice, see the Instructions for Form 990 or 990-EZ. Schedule O (Form 990 or 990-EZ) (2023)
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| OMB No. 1545-0047

SCHEDULE R i i ;
(Form 990) Related Orga_nlzatlon§ arld Unrelated Partnershlps 20923
Complete if the organization answered "Yes" on Form 990, Part IV, line 33, 34, 35b, 36, or 37.

Attach to Form 990. Open to Public
Department of the Treasury
Internal Revenue Service

Name of the organization Employer identification number

VELLSTAR MCG HEALTH WARM SPRI NGS, | NC 46- 4824043

Identification of Disregarded Entities. Complete if the organization answered "Yes" on Form 990, Part IV, line 33.
@ (b) () d (€) ®

Name, address, and EIN (if applicable) of disregarded entity Primary activity Legal domicile (state Total income End-of-year assets Direct controlling
or foreign country) entity

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

€]

(2

(3)

(4)

(5)

(6)

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

@ (b) ©) (d () ® - @
Name, address, and EIN of related organization Primary activity Legal domicile (state | Exempt Code section | Public charity status Direct controlling Section flﬁ(g)(n)
or foreign country) (if section 501(c)(3)) entity cc;r:nri:)y;a

SEE SUPPLEMENTAL PACE Yes No
€]

(2

(3)

(4)

(5)

(6)

(1)

For Paperwork Reduction Act Notice, see the Instructions for Form 990. Schedule R (Form 990) 2023

JSA
3E1307 1.000
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VELLSTAR MCG HEALTH WARM SPRI NGS, | NC 46- 4824043

PART |1 - | DENTIFI CATI ON OF RELATED TAX- EXEMPT ORGANI ZATI ONS
(A) NAVE\ ADDRESS!\ EI N (B) ACTIVITY (O LEGAL DOMCILE (D) EXEMPT CODE (E) CHARITY STATUS (F) DI RECT (G SEC 512
OONTROLLI NG YES NO

COBB HOSPI TAL, | NC. 58- 0968382
793 SAWYER ROAD MARI ETTA, GA 30062

HEAL THCARE A 501(C) (3) 3 WHS, | NC. X
DOUGLAS HOSPI TAL, | NC. 58- 2026750
793 SAWYER ROAD MARI ETTA, GA 30062

HEAL THCARE A 501(C) (3) 3 WHS, | NC. X
KENNESTONE HOSPI TAL, | NC. 58- 1649541
793 SAWYER ROAD MARI ETTA, GA 30062

HEAL THCARE A 501(C) (3) 3 WHS, | NC. X
PAULDI NG MEDI CAL CENTER, | NC. 58- 2095884
793 SAWYER ROAD MARI ETTA, GA 30062

HEAL THCARE A 501(C) (3) 3 WHS, | NC. X
VELLSTAR FOUNDATI ON, | NC. 58- 1627413
793 SAWYER ROAD MARI ETTA, GA 30062

FOUNDATI ON A 501( Q) (3) 12 11 WHS, | NC. X
VELLSTAR HEALTH SYSTEM | NC. 58- 1649541
793 SAWYER ROAD MARI ETTA, GA 30062

HEAL THCARE A 501( Q) (3) 12 11 N A X
VELLSTAR NORTH FULTON HOSPI TAL, | NC. 81- 0851756
793 SAWYER ROAD MARI ETTA, GA 30062

HEAL THCARE A 501( Q) (3) 3 WHS, | NC. X
VELLSTAR SPALDI NG REG ONAL HOSPI TAL, I NC.  81- 0864789
793 SAWYER ROAD MARI ETTA, GA 30062

HEAL THCARE A 501( Q) (3) 3 WHS, | NC. X
VELLSTAR SYLVAN GROVE HOSPI TAL, | NC. 81- 0875069
793 SAWYER ROAD MARI ETTA, GA 30062

HEAL THCARE A 501( Q) (3) 3 WHS, | NC. X
VEST GEORG A MEDI CAL CENTER, | NC. 20- 5497506
793 SAWYER ROAD MARI ETTA, GA 30062

HEAL THCARE A 501( Q) (3) 3 WGHS, | NC.

7054XL 2K76 V23-7.16 119



VELLSTAR MCG HEALTH WARM SPRI NGS, | NC 46- 4824043

(A) NAME\ ADDRESS\ EI N (B) ACTIVITY (C) LEGAL DOMCILE (D) EXEMPT CODE (E) CHARITY STATUS (F) DI RECT (G SEC 512
CONTROLLI NG YES NO
VEST GEORG A HEALTH SERVI CES, | NC. 20- 5497622
793 SAWER ROAD MARI ETTA, GA 30062
HEAL THCARE A 501(C) (3) 12 11 VS, | NC. X

VERNON WOCDS RETI REMENT COVMUNI TY, | NC. 58- 2575049

793 SAWYER ROAD MARI ETTA, GA 30062

HEAL THCARE A 501(C) (3) 10 WGHS, | NC. X
VEST GECRG A HEALTH FOUNDATI ON, | NC. 20- 0936376
793 SAWYER ROAD MARI ETTA, GA 30062

FOUNDATI ON A 501(C) (3) 12 11 WGHS, | NC. X
MEDI CAL PARK FOUNDATI ON, | NC. 58- 1303478
793 SAWYER ROAD MARI ETTA, GA 30062

FOUNDATI ON A 501(C) (3) 7 WEHS, | NC. X
AU MEDI CAL CENTER | NC 81- 0837031
1120 15TH STREET BA 8412 AUGUSTA, GA 30912

HEAL THCARE A 501( Q) (3) 3 WHS, | NC. X
AU MEDI CAL ASSOCI ATES | NC 58- 2144788
1120 15TH STREET BA 8412 AUGUSTA, GA 30912

HEAL THCARE A 501( Q) (3) 12 11 WHS, | NC. X
VELLSTAR MOG HEALTH, | NC. 27-2999718
1120 15TH STREET BA 8412 AUGUSTA, GA 30912

HEAL THCARE A 501( Q) (3) 12 11 WHS, | NC. X
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Schedule R (Form 990) 2023 WELLSTAR MCG HEALTH WARM SPRI NGS, | NC 46- 4824043 Page 2

=yl Identification of Related Organizations Taxable as a Partnership. Complete if the organization answered "Yes" on Form 990, Part IV, line 34,
because it had one or more related organizations treated as a partnership during the tax year.

@ (b) ©) (d) (e) ® @ (h) i @ (k)
Name, address, and EIN of Primary activity Legal Direct controlling _ Predominant Share of total Share of end-of- | pisproportionate Code V - UBI General or | Percentage
related organization domicile entity |nc8rr:1r2|:(irt(23ted, income year assets alocatins? | @amount in box 20 | managing | ownership
(state or excluded from of Schedule K-1 | partner?
foreign tax under (Form 1065)
country) sections 512 - 514)
Yes| No Yes| No
(1) KENNESTONE EAST PARKI NG DECK,
793 SAWYER ROAD MARI ETTA, GA 3 PARKI NG GA N A
(2) GRFFIN IMAG NG LLC
793 SAWYER ROAD MARI ETTA, GA 3 | MVAG NG CENTER GA N A
(3) VELLSTAR SPALD. EMS/ SPALD 911,
793 SAWYER ROAD MARI ETTA, GA 3 IOFF. BLDG EMS GA N A
(4) NORTH FULTON PARKI NG DECK, LP
793 SAWWER ROAD MARI ETTA, GA 3 PARKI NG GA N A
(5) COBB SOUTH PARKI NG DECK, LLC
793 SAWWER ROAD MARI ETTA, GA 3 PARKI NG GA N A
(6) SPALDI NG HEALTH SYSTEM LLC 58
793 SAWWER ROAD MARI ETTA, GA 3 PHYS. HOSP. ORG GA N A
(N

Part IV Identification of Related Organizations Taxable as a Corporation or Trust. Complete if the organization answered "Yes" on Form 990, Part IV,
line 34, because it had one or more related organizations treated as a corporation or trust during the tax year.

(@) (b) ©) (d) (e) ® @ (h) @)

Name, address, and EIN of related organization Primary activity Legal domicile | Direct controlling Type of entity Share of total Share of Percentage 51329?05‘3
(state or foreign| entity (C corp, S corp, or trust) income end-of-year assets |ownership con(trgl(led)
country) entity?
Yes|No
(1) COVWUNI TY ASSURANCE CO. 58-1649541
3RD FL, BARCLAYS HSE SHEDDEN RD GEORGE TOM, CJ I NSURANCE CJ WHS, | NC C CORP
(2) VEST GEORG A HEALTH PHYSI CI ANS, | NC. 27-5125341
793 SAWER ROAD MARI ETTA, GA 30062- 2222 PHYSI Cl AN PRAC. GA WHS, | NC C CORP
(3) VELLSTAR HEALTH PLAN, |INC 46- 1922499
793 SAWER ROAD MARI ETTA, GA 30062- 2222 HEALTH | NSURANCE GA WHS, | NC C CORP
(4)
©)]
(6)
(N
Schedule R (Form 990) 2023
JSA
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Schedule R (Form 990) 2023 WELLSTAR MCG HEALTH WARM SPRI NGS, | NC 46- 4824043 Page 3

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

Note: Complete line 1 if any entity is listed in Parts Il, 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 II-IV?
a Receipt of (i) interest, (ii) annuities, (iii) royalties, or (iv) rent from a controlled entity. . . . . . . v o v i v i i i i s e e e e e e e e e e e e e e e e e la X
b Gift, grant, or capital contribution to related organization(S) . . . . . .« . i i i i e e e e e e e e e e e e e e e e e e e e e e e e e e e e e ib X
¢ Gift, grant, or capital contribution from related organization(S). . . . . . . & 4 i i i i i i e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e 1lc X
d Loans or loan guarantees to or for related organization(S) . . . . . . & i i i i i i i e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e 1d X
e Loans or loan guarantees by related organization(S) . . . . . . i i i i i it i e e e e e e e e e e e e e e e e e e e e e e e e le X
f Dividends from related organization(S) . . . . . . . v v v i e e e e e e e e e if X
g Sale of assetstorelated Organization(S) . . . . .« v vt i i i e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e 1g X
h Purchase of assets from related organization(S), . . . . . . . . . i i i i i i ittt et e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e ih X
i Exchange of assets with related organization(S). . . . . . .« o v i i i i i i e et e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e 1i X
j Lease of facilities, equipment, or other assets to related Organization(S). . . . .« & vt 4 vt i bt h e e e e e e e e e e e e e e e e e e e e e e 1j X
k Lease of facilities, equipment, or other assets from related organization(S) . . . & v v v v v vt v i b e e e e e e e e e e e e e e e e e e e e e e 1k | X
| Performance of services or membership or fundraising solicitations for related organization(s) . . . . . . & v v v v v it i e e e e e e e e e e e e e e e e 1l X
m Performance of services or membership or fundraising solicitations by related organization(S). . . . v v v & v 4 v v bt e e e e e e e e e e e e e e im X
n Sharing of facilities, equipment, mailing lists, or other assets with related organization(S) . . . . . . & & v & v i i vt i it e e e e e e e e e e e e e e e in X
o Sharing of paid employees with related organization(S) . . . . . . & . v v i i i e e e e e e e e e e e e e e e e e e e e e e e e e e e e 1o X
p Reimbursement paid to related organization(s) for EXPENSES. « « v v vt v v i it e e e e e e e e e e e e e e e e e e e e e e e e 1p | X
g Reimbursement paid by related organization(s) for eXpeNSES . . v v v v vt h i i e e e e e e e e e e e e e e e e e e e e e e e e e e s 1q X
r Other transfer of cash or property to related organization(S) . . . . « v & v v v v v v b bt e e e e e e e e e e e e e e e e e e e e e e e e e e ir X
s Other transfer of cash or property from related organization(S). . . . . . .« &« v v v a o 4 v 4 @ w4 e e e a e e e e e e e a e e e e e e e a s e e s 1s X
2 If the answer to any of the above is "Yes," see the instructions for information on who must complete this line, including covered relationships and transaction thresholds.
(@) (b) ©) (d)
Name of related organization Transaction Amount involved Method of determining
type (a-s) amount involved
(1)
(2)
(3)
(4)
()
(6)

JSA Schedule R (Form 990) 2023
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Schedule R (Form 990) 2023 WELLSTAR MCG HEALTH WARM SPRI NGS, | NC 46- 4824043 Page 4
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.

(a) _ (b) (c) () (e) () @) (h) [0} [0} (k)
Name, address, and EIN of entity Primary activity Legal domicile Predominant Are all partners Share of Share of Disproportionate Code V - UBI General or |Percentage
(state or foreign income (related, section total income end-of-year allocations? amount in box 20 | managing |ownership
country) unrelated, excluded | 501(c)(3) assets of Schedule K-1 partner?
from tax under organizations? (Form 1065)

sections 512 -514)| yes | No Yes | No Yes | No

(1)

(2)

(3)

(4)

(5)

(6)

()

(8)

9)

(10)

(11)

(12)

(13)

(14)

(15)

(16)

Schedule R (Form 990) 2023
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Schedule R (Form 990) 2023 WELLSTAR MCG HEALTH WARM SPRI NGS, | NC 46- 4824043  Page 5
WAl Supplemental Information
Provide additional information for responses to questions on Schedule R. See instructions.

Schedule R (Form 990) 2023
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