Form 990

Department of the Treasury
Internal Revenue Service

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.

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

| OMB No. 1545-0047

2017

Open to Public

Inspection

For the 2017 calendar year, or tax year beginning

01/01

, 2017, and ending

12/31

,20 17

LTI T o2

Check if applicable:
Address change
Name change

Initial return

Final return/terminated
Amended return

Application pending

C Name of organization GRADY MEMORIAL HOSPITAL CORPORATION

Doingbusinessas ~ PLIBLIC INSPECTION COPY

D Employer identification number

26-2037695

Number and street (or P.O. box if mall is not delivered to street address)

80 JESSE HILL JUNIOR DRIVE SE

Room/suite

E Telephone number

404-616-1846

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

ATLANTA, GA, 30303

G Gross receipts $

1,496,059,611

F Name and address of principal officer:
80 JESSE HILL JUNIOR DRIVE SE, ATLANTA, GA 30303

JOHN M HAUPERT PRESIDENTandCEOQO

I Tax-exempt status:

501(c)(3) [ s01¢0) ¢ )4 (insert no) [ 49a7@() or [ 527

J

Website: P

WWW.GRADYHEALTH.ORG

H(a) Is this a group return for subordinates? D Yes No

H(b) Are all subordinates included? D Yes D No
If “No,” attach a list. {see instructions)

H{c) Group exemption number B

K Formof orgamzation: Corporation |:| Trust D Association I:] Other & | L Year of formation: 2008 | M State of legal domicile: GA
Summary
1 Briefly describe the organization’s mission or most significant activities: GRADY HEALTH SYSTEM IMPROVES THE
3 HEALTH OF THE COMMUNITY BY PROVIDING QUALITY, COMPREHENSIVE HEALTHCARE IN A COMPASSIONATE,
E (Continued on Schedule O, Statement 1)
§ 2 Check this box B[] if the organization discontinued its operations or d|sposed of more than 25% of its net assets.
& | 3 Number of voting members of the governing body (Part VI, line 1a) . : 3 17
ﬁ 4  Number of independent voting members of the governing body (Part VI, line 1b) 4 17
2 5§ Total number of individuals employed in calendar year 2017 (Part V, line 2a) 5 7,832
E 6 Total number of volunteers (estimate if necessary) 5w 3 6 470
2| 7a Total unrelated business revenue from Part VI, column (C), line 12 7a 0
b Net unrelated business taxable income from Form 990-T, line 34 s s & 7b 0
Prior Year Current Year
o | 8 Contributions and grants (Part VIII, line 1h} . 155,506,490 156,651,298
% 9 Program service revenue (Part VIII, line 2g) 1,269,236,119 1,319,937,855
2 | 10 Investment income (Part VI, column (A), lines 3, 4, and 7d) ; 348,546 1,808,353
= 11 Other revenue (Part VI, column (A), lines 5, 6d, 8c, 9¢, 10c, and 11¢) . 19,804,996 16,399,584
12  Total revenue—add lines 8 through 11 (must equal Part VIII, column (A), line 12) 1,444,896,151 1,494,797,090
13  Grants and similar amounts paid (Part IX, column (A}, lines 1-3) . 11,763,207 11,855,801
14  Benefits paid to or for members (Part IX, column (A), line 4) 8 @ 0 1]
@ 15  Salaries, other compensation, employee benefits (Part IX, column (A), lines 5-10) 414,423,519 470,583,310
g | 16a Professional fundraising fees (Part IX, column (A), line 11¢g) 5 0 0
E b Total fundraising expenses (Part IX, column (D), line 25) b 0
W 147  Other expenses (Part IX, column (A), lines 11a-11d, 117-24e) : 970,990,131 969,488,126
18  Total expenses. Add lines 13-17 (must equal Part IX, column (A), line 25) 1,397,176,857 1,451,927,237
19  Revenue less expenses. Subtract line 18 from line 12 47,719,294 42,869,853
5 § Beginning of Current Year End of Year
25/ 20 Total assets (Part X, line 16) 762,204,333 830,185,805
%; 21 Total liabilities (Part X, line 26) . 255,464,342 261,028,064
27| 2 Net assets or fund balances. Subtract line 21 from Ilne 20 506,739,991 569,157,741

Signature Block

Under penaltfes 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.

| 11/14/2018
Sign Signature of officer Date
Here Richard Rhine, CFO
Type or print name and title
‘ Print/Type preparer's name Preparer.s signature g Date .. |PTIN

poia Digney & Alawo | T |0
Preparer Whitney E Blair . self-employed P01226647
Use Only | Fm'sname > KPMG LLP 7} Firm's EIN P 13-5565207

Firm's address » 303 Peachtree St NE Suite 2000, Atlant; GA 30308 Phone no. 404-739-5994
May the IRS discuss this return with the preparer shown above? (see instructions) Yes []No

For Paperwork Reduction Act Notice, see the separate instructions.

Cat. No. 11282Y

FILED ELECTRONICALLY

Form 990 (2017)
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Blair, Whitnex E

From: 990 Online Tech Support <Support@Form990.org>
Sent: Wednesday, November 14, 2018 1:15 PM

To: Blair, Whitney E

Subject: Form 990 E-filing Receipt - IRS Status: Accepted
Follow Up Flag: Follow up

Flag Status: Flagged

Organization: GRADY MEMORIAL HOSPITAL CORPORATION
EIN: 26-2037695

Return Type: Form 990

Return Year: 2017

Submission ID: 8600762018318ag94060

Return Timestamp: 11/14/2018 12:53:02 PM

Accepted Date: 11/14/2018

Thank you for using the 990 Online system for preparing and electronically filing your Form 990 return. This email
contains some important identifying information about the return we transmitted. You may want to keep this email in
case you need to contact the IRS regarding your return.

The return described above was transmitted to the IRS. The IRS has ACCEPTED the return. Congratulations.

NOTE: The IRS does NOT reject returns for being late. If this return was transmitted to the IRS after the due date, and
your organization has not filed a Form 8868 (Request for Extension), you may receive a letter from the IRS indicating
whether your organization owes any penalties or other fees.

Please visit http://efile.form990.org to stay informed of enhancements to our efiling systems.

Once again, thank you for using the 990 Online system.

e-file.form990.org technical support
Phone: 888-666-1773 (toll free)
email: Support@Form990.org
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*** Form 880 Online Filers: Please sign and date in Part Il and the Paid Preparer area of Part lll and
then email a scanned PDF copy of the signed form to signatureforms@form$90.org or fax it to 866-699-3916

8453-E0 Exempt Organization Declaration and Signature for OMB No. 1545-1879
Eorm Electronic Filing
For calendar year 2017, or tax year beginning ___ 01/01_ 12017, and ending 1231 20 17 2 @ 1 7
Department of the Treasury For use with Forms 990, 990-EZ, 990-PF, 1120-POL, and 8868
Internal Revenue Service
Narme of exempt organization Employer identification number
GRADY MEMORIAL HOSPITAL CORPORATION 26-2037695

Type of Return and Return Information (Whole Dollars Only)

Check the box for the type of return being filed with Form 8453-EO and enter the applicable amount, if any, from the return. If you
check the box on line 1a, 2a, 3a, 4a, or 5a below and the amount on that line of the return being filed with this form was blank, then
leave line 1b, 2b, 3b, 4b, or 5b, whichever is applicable, blank {do not enter -0-). If you entered -0- on the return, then enter -0- on the
applicable line below. Do not complete more than one line in Part .

1a Form 990 check here b» b Total revenue, if any (Form 830, Part VIII, column (A}, line 12) . . 1b 1,494,797,090
2a Form 990-EZ checkhere® [ b Total revenue, if any (Form 990-EZ, line 9 . . . . . . . 2b
3a Form 1120-POL check here® [ b Total tax (Form 1120-POL, line 22). . . . 3b
4a Form 990-PF checkhereP [] b Tax based on investment income (Form 990-PF, Part Vl ||ne 5) 4b
5a Form 8868 check here [] b Balance due (Form 8868,line3¢) . . . . . . . . . . . 5b

Part i Declaration of Officer

6 [ | authorize the U.S. Treasury and its designated Financial Agent to initiate an Automated Glearing House (ACH) electronic funds
withdrawal (direct debit) entry to the financial institution account indicated in the tax preparation software for payment of the
organization's federal taxes owed on this return, and the financial institution to debit the entry to this account. To revoke a payment,
| must contact the U.S. Treasury Financial Agent at 1-888-353-4537 no later than 2 business days prior to the payment (settlement)
date. | also authorize the financial institutions involved in the processing of the electronic payment of taxes to receive confidential
information necessary to answer inguiries and resolve issues related to the payment,

[} If a copy of this return is being filed with a state agency(ies) regulating charities as part of the IRS Fed/State program, | certify that |
executed the electronic disclosure consent contained within this return allowing disclosure by the IRS of this Form 990/990-EZ/
990-PF (as specifically identified in Part | above) to the selected state agency(ies).

Under penalties of perjury, | declare that | am an officer of the above named organization and that | have examined a copy of the
organization's 2017 electronic return and accompanying schedules and statements, and, to the best of my knowledge and belief, they are
true, correct, and complete. | further declare that the amount in Part | above is the amount shown on the copy of the organization’s electronic
return. | consent to aIIow my intermediate service provider, transmitter, or electronic return originator (ERQ) to send the organization's return
ta the IRS and to re from the IRS (a) an ackncwledgement of receipt or reason for rejection of the transmission, (b) the reason for any
delay in proces&(the return or refund; and ( )thehateﬁ any refund.

Sign <7 j dg | ’?,’; ff/,’é}-"" Richard Rhine, CFO

Here ’ Signature of officer Date Title

m Declaration of Electronic Return Originator (ERO) and Paid Preparer (see instructions)

| declare that | have reviewed the above organization’s return and that the entries on Form 8453-EO are complete and correct to the best of
my knowledge. If | am only a collector, | am not responsible for reviewing the return and only declare that this form accurately reflects the data
on the return. The organization officer will have signed this form before | submit the return. | will give the officer a copy of all forms and
information to be filed with the IRS, and have followed all other requirements in Pub. 4163, Modernized e-File (MeF) Information for Authorized
IRS e-file Providers for Business Returns. If | am also the Paid Preparer, under penalties of perjury | declare that | have examined the above
organization’s return and accompanying schedules and statements, and, to the best of my knowledge and belief, they are true, correct, and
complete. This Paid Preparer declaration is based con all information of which | have any knowledge.

ERO's Date Check if Check if ERO’s SSN or PTIN
il ’ also paid D self- D
ERO,S signature preparer employed
Firm's name (or
Use yours if self-employed), ) EIN
Only address, and ZIP code Phone no.

Under penalties of perjury, | declare that | have examined the above return and accompanying schedules and statements, and, tc the best of my knowledge
and belief, they are true, correct, and complete, Declaration of preparer is based on all information of which the preparer has any knowledge.

Pai Print/Type preparer's name Prepargr's signature . Date Check if PTIN

Sl i i %M E 7%) seli- O

Preparer | hitney E Blair - 11/14/2018| amployed P01226647
Firm's name » _KPMG LLP /] Firm's EIN>  13-5565207

Use Onl
y Firm’s address & 303 Peachtree St NE Suite 2000, Atlanta, ‘G:,A 30308 Phone no. 404-739-5994
For Privacy Act and Paperwork Reduction Act Notice, see back of form. Cat. No. 366060 Form 8453-EO (2017)




Corm 8868 Application for Automatic Extension of Time To File an

(Rev. January 2017) Exempt organlzat|on Return OMB No. 1545-1709

Department of the Treasury . » File a separate aPpl_ication f.or e:?ch return..
internal Revenus Service P> Information about Form 8868 and its instructions is at www.irs.gov/form8868.

Electronic filing (e-file). You can electronically file Form 8868 to request a 6-month automatic extension of time to file any of the
forms listed below with the exception of Form 8870, Information Return for Transfers Associated With Certain Personal Benefit
Contracts, for which an extension request must be sent to the IRS in paper format (see instructions). For more details on the electronic
filing of this form, visit www.irs.gov/efile, click on Charities & Non-Profits, and click on e-file for Charities and Non-Profits.

Automatic 6-Month Extension of Time. Only submit original (no copies needed).

All corporations required to file an income tax return other than Form 990-T (including 1120-C filers), partnerships, REMICs, and trusts
must use Form 7004 to request an extension of time to file income tax returns.
Enter filer's identifying number, see instructions

Type or Name of exempt organization or other filer, see instructions. Employer identification number (EIN) or
print GRADY MEMORIAL HOSPITAL CORPORATION 26-2037695

File by the Number, street, and room or suite no. If a P.O. box, see instructions. Social security number (SSN})
duedatefor (80 JESSE HILL JUNIOR DRIVE, SE

:"L't"u%:‘js"e"e City, town or post office, state, and ZIP code. For a foreign address, see instructions.

instructions. ATLANTA, GA 30303

Enter the Return Code for the return that this application is for {file a separate application for each return) . . . . . . (o1}
Application Return | Application Return
Is For Code |lIsFor Code
Form 990 or Form 990-EZ 01 Form 990-T (corporation) 07
Form 990-BL 02 Form 1041-A 08
Form 4720 (individual) 03 Form 4720 (other than individual) 09
Form 990-PF 04 Form 5227 10
Form 990-T (sec. 401(a) or 408(a) trust) 05 Form 6069 11
Form 990-T (trust other than above} 06 Form 8870 ' 12

* The books are in the care of B GINA SMITH

Telephone No. b 404-616-7355 Fax No. P
» If the organization does not have an office or place of business in the United States, check thisbox. . . . . . . . . k[
+ |f this is for a Group Return, enter the organization's four digit Group Exemption Number (GEN) N/A . If this is
for the whole group, check thisbox . . . B [].Ifitis for part of the group, check thisbox . . . . B []and attach

a list with the names and EINs of all members the extension is for.

1 lrequest an automatic 6-month extension of time until _1ns .20 18, to file the exempt organization return

for the organizaticn named above. The extension is for the organization’s return for:

B[] calendar year 20 17 or
b [] tax year beginning . , 20 , and ending ,20

2 |f the tax year entered in line 1 is for less than 12 months, check reason: []Initial return ] Final return
[] change in accounting period

3a |If this application is for Forms 990-BL, 990-PF, 990-T, 4720, or 6069, enter the tentative tax, less
any nonrefundable credits. See instructions. 3a |$ NONE

b If this application is for Forms 990-PF, 990-T, 4720, or 6069, enter any refundable credits and
estimated tax payments made. Include any prior year overpayment allowed as a credit. 3b |$ NONE

¢ Balance due. Subtract line 3b from line 3a. Include your payment with this form, if required, by
using EFTPS (Electronic Federal Tax Payment System). See instructions. 3c |$ NONE

Caution: If you are going to make an electronic funds withdrawal (direct debit) with this Form 8868, see Form 8453-EQ and Form 8879-EQ for payment
instructions.

For Privacy Act and Paperwork Reduction Act Notice, see instructions. Cat. No. 27916D Form 8868 (Rev. 1-2017)



PUBLIC INSPECTION COPY

Form 990 (2017) Page 2
ETdll]  Statement of Program Service Accomplishments
Check if Schedule O contains a response or note to any lineinthisParttt . . . . . . . . . . . . . O

1

Briefly describe the organization’s mission:
GRADY HEALTH SYSTEM IMPROVES THE HEALTH OF THE COMMUNITY BY PROVIDING QUALITY, COMPREHENSIVE

HEALTHCARE IN A COMPASSIONATE, CULTURALLY COMPETENT, ETHICAL, AND FISCALLY RESPONSIBLE MANNER.

GRADY MAINTAINS ITS COMMITMENT TO THE UNDERSERVED OF FULTOI\i AND DEKALB COUNTIES WHILE ALSO

(Continued on Schedule O, Statement 2)

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

prior Form 990 or 990-EZ7 . . . . . . . . . . . o oo e e e e e e e e e e [OYes []No
If “Yes,” describe these new services on Schedule O.

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

SErVICeST . . . L L . o e e e e e e e e e e e e e [OYes [INo
If “Yes,” describe these changes on Schedule O.

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

4a

(Code: ) (Expenses $ 445,491,797 including grants of $ ) (Revenue $ 273,618,714 )

MEDICAL SERVICES TO UNINSURI:Z_I.'_J_,_UNDERINSURED, OR INDIGENT PATIENTS; (2}_T0 PROVIDE AN OPEN ACCESS
POLICY FOR RESIDENTS OF FULTpN AND DEKALB COUNTIES REGARDLESS OF_'[_I-_I_EIR ABILITY TO PAY; (3) AND TO
PROVIDE A PROVISION FOR SIGNII:“!Q_ANT UNCOMPENSATED INDIGENT AND CHAR!TY CARE. DURING 2017, GRADY
PROVIDED CARE TO MORE THAN 143,384 UNDER AND UNINSURED PATIENTS WHICH REPRESENT APPROXIMATELY
70% OF ITS TOTAL PATIENTS WITH ABOUT 579,296 PATIENT ENCOUNTERS, COSTING APPROXIMATELY $445M. GRADY
(Continued on Schedule O, Statement 3)

4b

(Code: } (Expenses $ 102,661,648 including grants of $ 11,855,801 ) (Revenue $ 57,714,011 )

TEACHING AND SUPERVISION OF RESIDENTS IN THE ORGANIZATION, AS WELL AS TO PROVIDE PROFESSIONAL
CLINICAL AND ADMINISTRATIVE SERVICES. IN 2017, MORE THAN 1,000 RESIDENTS AND FELLOWS FROM EMORY AND
MOREHOUSE PROGRAMS ROTATED THROUGH A BROAD SPECTRUM OF SERVICES IN THE ORGANIZATION.
ADDITIONALLY, HUNDREDS OF MEDICAL STUDENTS BENEFITED FROM TRAINING IN THE ORGANIZATION, GMHC
OFFERS UNIQUE LEARNING EXPERIENCES FOR RESIDENTS BY PROVIDING EXPOSURE TO TRAUMA, BURN,
INFECTIOUS DISEASE, SICKLE CELL, NEUROLOGY AND OTHER COMPLEX CASES AND HOSTS A SIGNIFICANT NUMBER
OF CLINICAL RESEARCH TRIALS TO ENHANCE THE RESIDENTS' EDUCATIONAL EXPERIENCE. GMHC PROVIDED IN
EXCESS OF $102M IN SUPPORT RELATIVE TO TEACHING SERVICES. IN 2017, REIMBURSEMENT FOR TEACHING

SERVICES FROM MEDICARE, MEDICAID AND OTHER GOVERNMENTAL FUNDS TOTALED $57M.

4c

(Code: ) (Expenses $ 131,717,132 including grants of $ ) (Revenue $ 126,163,022 )

SERVICE. GMHC OPERATES THE LARGEST LEVEL 1 TRAUMA CENTER IN THE ATLANTA METROPOLITAN AREA WHICH
HANDLED 4,603 ACUTE TRAUMA CASES IN 2017. ADDITIONALLY, AS PART OF ITS TRAUMA SERVICE, GMHC OPERATES
ONE OF ONLY TWO BURN CENTERS IN GEORGIA, THE NATIONALLY ACCLAIMED EMERGENCY CARE CENTER (ECC)

SAFETY NET HOSPITAL‘S TOTAL ADMISSIONS GRADY S EMS DEPARTMENT IS ONE OF THE MOST ADVANCED o
PRE-HOSPITAL EMERGENCY CARE DELIVERY SYSTEMS IN THE COUNTRY. AS THE EXCLUSIVE 911 AMBULANCE

CLAY, COOK, DECATUR, HANCOC_K_,_MITCHELL, PIKE, QUITMAN, RANDOLPH, SEMINOLE, AND WORTH COUNTY
(Continued on Schedule O, Statement 4)

4d

Other program services (Describe in Schedule O.) See Schedule O, Statement 5
(Expenses $ 558,946,373 including grants of $ o ) (Revenue $ 862,442,108 )

de

Total program service expenses B 1,238,816,950

Form 990 (2017)
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Form 990 (2017)

1
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1

-

12a

13
14 a

15

16

17

18

19

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 . P g W w s e ® w w3 % B H B oW 1|V
Is the organizaticn required to complete Schedule B, Schedule of Contributors (see instructions)? : 2 |V
Did the organization engage in direct or indirect political campaign activities on behalf of or in oppesmon to
candidates for public office? If “Yes,” complete Schedule C, Part! . 3 v
Section 501(c)(3) organizations. Did the organization engage in lobbying activities, or have a section 501(h)
election in effect during the tax year? If “Yes,” complete Schedule C, Part li . e e e 4 |V
Is the organization a section 501(c)(4), 501(c)(5), or 501(c)(6) organization that receives membership dues,
assessments, or similar amounts as defined in Revenue Procedure 98-197 If “Yes,” complete Schedule C,
Part Il . - 5 v
Did the organization maintain any donor advised funds or any similar funds or accounts for which donors
have the right to provide advice on the distribution or investment of amounts in such funds or accounts? If
“Yes,” complete Schedule D, Part | e e ) 6 v
Did the organization receive or hold a conservation easement, including easements to preserve open space,
the environment, historic land areas, or historic structures? If “Yes,” complete Schedule D, Part Il 7 v
Did the organization maintain collections of works of art, historical treasures, or other similar assets? If “Yes,”
complete Schedule D, Part Il . C e e e e e 8 v
Did the organization report an amount in Part X, line 21, for escrow or custodial account liability, serve as a
custodian for amounts not listed in Part X; or provide credit counseling, debt management, credit repair, or
debt negotiation services? If “Yes,” complete Schedule D, Part IV . 9 v
Did the organization, directly or through a related organization, hold assets in temporanly restrlcted
endowments, permanent endowments, or quasi-endowments? If “Yes,” complete Schedule D, Part V 10 v
If the organization's answer to any of the following questions is “Yes,” then complete Schedule D, Parts VI,
VIL, VilL, IX, or X as applicable.
Did the organization report an amount for land, buildings, and equipment in Part X, line 10?7 If “Yes,”
complete Schedule D, Part VI . ; . 11al v
Did the organization report an amount for investments— other securities in Part X, Ilne 12 that is 5% or more
of its total assets reported in Part X, line 167 If “Yes,” complete Schedule D, Part Vil . 11b v
Did the arganization 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, Part Vil . . 11¢ v
Did the organization report an amount for other assets in Part X, line 15 that is 5% or more of its total assets
reported in Part X, line 167 If “Yes,” complete Schedule D, Part IX : . . 11d| v
Did the organization report an amount for other liabilities in Part X, line 257 If “Yes,” comp!ete Schedule D, Part X i1e| v
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 11| v
Did the organization obtain separate, independent audited financial statements for the tax year? If “Yes,” complete
Schedule D, Parts Xl and X!l 12a v
Was the organization included in conso!rdated mdependent audrted frnancra| statements for the tax year’) If
“Yes,” and if the organization answered “No” to line 12a, then completing Schedule D, Parts Xl and Xll is optional |12h| v
Is the organization a school described in section 170(b)(1)(A)(ii)? If “Yes,” complete Schedule E 13 v
Did the organization maintain an office, employees, or agents outside of the United States? 14a v
Did the organization have aggregate revenues or expenses of more than $10,000 from grantmaklng,
fundraising, business, investment, and program service activities outside the United States, or aggregate
foreign investments valued at $100,000 or more? If “Yes,” complete Schedule F, Parts | and IV. 14b v
Did the organization report on Part IX, column (A), line 3, more than $5,000 of grants or other assistance to or
for any foreign organization? If “Yes,” complete Schedule F, Parts If and IV .o 15 v
Did the organization report on Part IX, column (A), line 3, more than $5,000 of aggregate grants or other
assistance to or for foreign individuals? If “Yes,” complete Schedule F, Parts lll and IV. e 16 v
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 v
Did the organization report more than $15,000 total of fundraising event gross income and contributions on
Part VI, lines 1c and 8a? If “Yes,” complete Schedule G, Part If . 18 v
Did the organization report more than $15,000 of gross income from gaming activities on Part VIII Irne Qa'?
If “Yes,” complete Schedule G, Part iif ; . 19 v

Form 990 (2017)



PUBLIC INSPECTION COPY

Form 990 (2017)

203
b
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24a

o

25a

26

27

28

29
30

31

32

34

35a
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Page 4
Checklist of Required Schedules (continued)
Yes | No

Did the organization operate one or more hospital facilities? If “Yes,” complete Schedule H . 20a| v
If “Yes" to line 20a, did the organization attach a copy of its audited financial statements to this return? 20b| v
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 I, Parts land Il . 21 | v
Did the organization report more than $5,000 of grants or other assistance to or for domestic individuals on
Part IX, column (A), line 27 If “Yes,” complete Schedule I, Parts | and Il : ¥ 3 % % % 3 3 22 v
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 . = 5 3 £ 3 % § % i i % y 7 3 23 | vV
Did the organization have a tax-exempt bond issue with an outstanding prrncnpal amount of more than
$100,000 as of the last day of the year, that was issued after December 31, 20027 If “Yes,” answer lines 24b
through 24d and complete Schedule K. If “No,” go to line 25a ¥ &8 & % s 2 B & B 24a v
Did the organization invest any proceeds of tax-exempt bonds beyond a temporary period exception? . 24b
Did the organization maintain an escrow account other than a refunding escrow at any time during the year
to defease any tax-exempt bonds? e 3 s % 0§ 3§ 3 & F & ¥ 5 % £ & 24¢
Did the organization act as an “on behalf of” issuer for bonds outstandmg at any time during the year? . 24d
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 v
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 organizafion’s prior Forms 990 or 990-EZ?
If “Yes,” complete Schedule L, Part | . s & 5§ 3 : B % : B 3 3 ¥ £ = % % 25h v
Did the organization report any amount on Part X, line 5, 8, or 22 for receivables from or payables to any
current or former officers, directors, trustees, key employees, highest compensated employees, or
disqualified persons? If “Yes,” complete Schedule L, Part li % % 3 5 B OB OB & 03 @ 0w oa 26 | v
Did the organization provide a grant or other assistance to an officer, director, trustee, key employee,
substantial contributor or employee thereof, a grant selection committee member, or to a 35% controlled
entity or family member of any of these persons? If “Yes,” complete Schedule L, Part lli . 27 v
Was the organization a party to a business transaction with one of the following parties (see Schedule L,
Part IV instructions for applicable filing thresholds, conditions, and exceptions):
A current or former officer, director, trustee, or key employee? If “Yes,” complete Schedule L, Part IV 28a v
A family member of a current or former officer, director, trustee, or key employee’? If “Yes,” complete
Schedule L, Part IV 28b v
An entity of which a current or former offrcer drrector trustee, or key employee (or a famlly member thereof)
was an officer, director, trustee, or direct or indirect owner? If “Yes,” complete Schedule L, Part IV 28¢ v
Did the organization receive more than $25,000 in non-cash contributions? If “Yes,” complete Schedule M 29 | v
Did the organization receive contributions of art, historical treasures, or other similar assets, or qualified
conservation contributions? If “Yes,” complete Schedule M 30 v
Did the organization quuldafe terminate, or dissolve and cease operat!ons’? ff “Yes " com,o!ete Schedufe N,
Part | . 31 W
Did the organrzatlon seII exohange drspose of or transfer more than 25% of its net assets7 If “Yes,”
complete Schedule N, Part 1l 32 e
Did the organization own 100% of an entity drsregarded as separate from fhe organrzatron under Regulatlons
sections 301.7701-2 and 301.7701-37 If “Yes,” complete Schedule R, Part | . 33| v
Was the organization related to any fax-exempt or taxable entity? If “Yes,” compfete Schedufe R, Part I, 1,
or IV, and Part V, line 1 : i s oz & oz 3 o= : 34 | v
Did the organization have a controlled entity within the meaning of section 51 2( )(13) : 35a| v
If “Yes” to line 35a, did the organization receive any payment from or engage in any fransactlon wrfh a
controlled entity within the meaning of section 512(b)(13)? If “Yes,” complete Schedule R, Part V, line 2 . 35b| v
Section 501(c)(3) organizations. Did the organization make any transfers to an exempt non-charitable
related organization? If “Yes,” complete Schedule R, Part V, line 2 . vooE B v oW B 36 v
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,
Part VI . 37 v
Did the organ:zatlon complete Schedule O and provrde explanatlons in Schedule O for Parf VI Irnes 11b and

197 Note. All Form 990 filers are required to complete Schedule O. 38 | v

Form 990 (z017)
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Form 990 (2017) Page 5
Statements Regarding Other IRS Filings and Tax Compliance
Check if Schedule O contains a response or note to any line in this Part V ]
Yes | No
1a Enter the number reported in Box 3 of Form 1096. Enter -0- if not applicable . . . . 1a 341
b Enter the number of Forms W-2G included in line 1a. Enter -0- if not applicable. . . . 1b 0
¢ Did the organization comply with backup withholding rules for reportable payments to vendors and
reportable gaming (gambling) winnings to prize winners? ’ ic | v
2a Enter the number of employees reported on Form W-3, Transmlttal of Wage and Tax
Statements, filed for the calendar year ending with or within the year covered by this return | 2a 7832
b If at least one is reported on line 2a, did the organization file all required federal employment tax returns? 2b | v
Note. If the sum of lines 1a and 2a is greater than 250, you may be required to e-file (see instructions)
3a Did the organization have unrelated business gross income of $1,000 or more during the year? 3a v
b If “Yes,” has it filed a Form 990-T for this year? If “No” to line 3b, provide an explanation in Schedule O . 3b
4a At any time during the calendar year, did the organization have an interest in, or a signature or other authority
over, a financial account in a foreign country (such as a bank account, securities account, or other financial
account)? .. 4a v
b If “Yes,” enter the name of the foreign country: B
See instructions for filing requirements for FINCEN Form 114, Report of Fore|gn Bank and Financial Accounts
(FBAR).
5a Was the organization a party to a prohibited tax shelter transaction at any time during the tax year? . 5a v
b Did any taxable party notify the organization that it was or is a party to a prohibited tax shelter transaction? 5b v
¢ If “Yes” to line 5a or 5b, did the organization file Form 8886-T? 5¢c
6a Does the organization have annual gross receipts that are normally greater than $1 00 OOO and did the
organization solicit any contributions that were not tax deductible as charitable contributions? . 6a v
b If “Yes,” did the organization include with every solicitation an express statement that such contrlbutnons or
gifts were not tax deductible? 6b
7  Organizations that may receive deductlble contrlbutlons under sectlon 170(0)
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? . . L e e e e e e e e 7a v
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 d|3pose of tangible personal property for which |t was
required to file Form 82827 . . C e e e e e e e 7c v
d If “Yes," indicate the number of Forms 8282 filed durlng theyear . . . 7d
e Did the organization receive any funds, directly or indirectly, to pay premiums on a personal benefit contract? | 7e v
f Did the organization, during the year, pay premiums, directly or indirectly, on a personal benefit contract? . 7f v
g If the organization received a contribution of qualified intellectual property, did the organization file Form 8899 as required? | 7g
h  |f the organization received a contribution of cars, boats, airplanes, or cther vehicles, did the organization file a Form 1098-C?7 7h
8 Sponsoring organizations maintaining donor advised funds. Did a donor advised fund maintained by the
sponsoring organization have excess business holdings at any time during the year? . 8
9 Sponsoring organizations maintaining donor advised funds.
a Did the sponsocring organization make any taxable distributions under section 49667 . 9a
b Did the sponsoring organization make a distribution to a donor, donor advisor, or related person’z‘ 9b
10  Section 501(c)(7) organizations. Enter:
a Initiation fees and capital contributions included on Part VI, line 12 . . . . ; 10a
b Gross receipts, included on Form 990, Part VIII, line 12, for public use of club faC|I|t|es ‘ 10b
11 Section 501(c)(12} organizations. Enter:
a Gross income from members or shareholders . . . 11a
b Gross income from other sources (Do not net amounts due or pald to other sources
against amounts due or received fromthem.) . . . . . . . . . . . 11b
12a Section 4947(a)(1) non-exempt charitable trusts. Is the organization f|I|ng Form 990 in I|eu 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 more than one state? ; 13a
Note. See the instructions for additional information the organization must report on Schedule O
b Enter the amount of reserves the organization is required to maintain by the states in which
the organization is licensed to issue qualified healthplans . . . . . . . . . . 13b
¢ Enter the amount of reservesonhand . . . . . 13c
14a Did the organization receive any payments for mdoor tannmg services durlng the tax year’? ‘ ’ 14a v
b If “Yes,” has it filed a Form 720 to report these payments? If “No,” provide an explanation in Schedule O 14b

Form 990 (2017)
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Form 990 (2017) Page 6
Governance, Management, and Disclosure For each “Yes” response to lines 2 through 7b below, and for a “No”
response to line 8a, 8b, or 10b below, describe the circumstances, processes, or changes in Schedule O. See instructions.
Check if Schedule O contains a response or note to any line in this PartVI . . . . . . . . . . . . .
Section A. Governing Body and Management

Yes | No

1a Enter the number of voting members of the governing body at the end of the tax year. . 1a 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 in Schedule O.

b Enter the number of voting members included in line 1a, above, who are independent . 1b 17

2 Did any officer, director, trustee, or key employee have a farmly relationship or a business relatlonshlp with

any other officer, director, trustee, or key employee?

Did the organization delegate control over management duties customarrly performed by or under the drrect
supervision of officers, directors, or trustees, or key employees to a management company or other person?

Did the organization make any significant changes to its governing documents since the prior Form 990 was filed?

Did the organization become aware during the year of a significant diversion of the organization's assets? .
Did the organization have members or stockholders?

a Did the organization have members, stockholders, or other pereons who had the power to elect or appornt

one or more members of the governing body? . . . : 7a

b Are any governance decisions of the organization reserved to (er sub;ect to approvaf by) members

stockholders, or persons other than the governing body? . . . . 7b

8 Did the organization contemporaneously document the meetings held or ertten actions undertaken durmg
the year by the following:

a The governing body? . . . womn v m e ne WY B W B W G 8a|v

b Each committee with authority to act on behalf of the governmg body'? i wn 8b | v

9 Is there any officer, director, trustee, or key employee listed in Part VII, Section A, who cannut be reached at

the organization's mailing address? If “Yes,” provide the names and addresses in Schedule O . . . . . 9 v

Section B. Policies (This Section B requests information about policies not required by the Internal Revenue Code.)

Yes | No

10a Did the organization have local chapters, branches, or affiliates? . . . 10a v

b If “Yes,” did the organization have written policies and procedures govermng the actlvrtres 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? | 11a
b Describe in Schedule O the process, if any, used by the organization to review this Form 990.
12a  Did the organization have a written conflict of interest policy? If “No,” go to line 13 . . . 12a
b Were officers, directors, or trustees, and key employees required to disclose annually interssts that could gwe rise to confhcts’? 12b

N
-~
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¢ Did the organization regularly and consistently monitor and enforce compliance with the polrcy'? If “Yes,”
describe in Schedule O how this was done . . . §E B B s % o8 s &£ & % m s .o 12¢
13  Did the organization have a written whistleblower pollcy’? e i s oW oW W & B B b 13
14 Did the organization have a written document retention and destructron poilcy’7 . % 14
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 . . . . . . . . . . . . 15a
b Other officers or key employees of the organization . . . S 15b
If “Yes” to line 15a or 15b, describe the process in Schedule O (see |nstruct|0ns)
16a Did the organization invest in, contribute assets to, or participate in a joint venture or similar arrangement
with a taxable entity during the year? . . . . o e S W U B B 8 OB O§ 8 F % ¥ & s s 16a v
b If “Yes,” did the organization follow a written pollcy 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? . . . . . . . . . . . . . . 16b
Section C. Disclosure
17  List the states with which a copy of this Form 990 is required to be filed B> ga )
18  Section 6104 requires an organization to make its Forms 1023 {or 1024 if applicable), 990, and 990-T (Section 501(c)(3)s dh'r'y)'
available for public inspection. Indicate how you made these available. Check all that apply.
[J own website [l Another's website [l Uponrequest [ Other (explain in Schedule O)
19  Describe in Schedule O whether (and if so, how) the organization made its governing documents, conflict of interest policy, and
financial statements available to the public during the tax year.
20  State the name, address, and telephone number of the person who possesses the organization's books and records: b
GINA SMITH -CONTROLLER, (404)616-7355
50 HURT PLAZA, SUITE 301, ATLANTA, GA 30303 Form 990 (2017)
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Form 990 (2017) Page 7
Compensation of Officers, Directors, Trustees, Key Employees, Highest Compensated Employees, and
Independent Contractors
Check if Schedule O contains a response or note to any linein this Part VIl . . . . . . . . . . . . .
Section A. Officers, Directors, Trustees, Key Employees, and Highest Compensated Employees
1a 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.
» List all of the organization’s current key employees, if any. See instructions for definition of “key employee.”
® List the organization’s five current highest compensated employees (other than an officer, director, trustee, or key employee)
who received reportable compensation (Box 5 of Form W-2 and/or Box 7 of Form 1099-MISC) of more than $100,000 from the
organization and any related organizations.
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 organizaticn and any related organizations.
List persons in the following order: individual trustees or directors; institutional trustees; officers; key employees; highest
compensated employees; and former such persons.

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

()]
o ®) (do not chgflflr:f}?e than one @) & L
Name and Title Average | pox, unless person is both an Reportable Reportable Estimated
hours per | officer and a directorftrustes) | COmpensation [compensation from amount of
week (list any ezl =slol ==zl = from re];teq other )
hours for é‘—l- g|=la "3@ % tr_]e ) organizations compensation
related 2l E|18|e| g 2|3 organization (W-2/1099-MISC) from the
organizations| & & | &) © ‘3 S| 7 |w-2/1099-MISC) organization
below dotted| =5 | 8 g g and related
line) E g e ° organizations
® @
o
_FRANK BLAKE S
CHAIRMAN 0 v v 0 0 0
ADPETECORRELL 2
DIRECTOR 0 v 0 0 0
THOMAS W DOTCH JR . 2
VICE CHAIRMAN 0 v v 0 0 0
MARK P BECKER 2
DIRECTOR 0 v 0 0 0
_ANNETTE BERNARD MD FACP 2
DIRECTOR 0 v 0 0 0
WILLIAM A BORNSTEIN MD 2
DIRECTOR 0 v 0 0 0
H JAMES DALLAS 2
DIRECTOR 0 v 0 0 0
ANDREW W EVANS 2
DIRECTOR 0 v 0 0 0
EDWARDJHARDIN 2
DIRECTOR 0 v 0 0 0
JOHN HOLLINS . L2
DIRECTOR 0 v 0 0 0
KELLY L LOEFFLER 2
DIRECTOR 0 v 0 0 0
ERICA QUALLS-BATTEY 2
DIRECTOR 0 v 0 0 0
PAMELA'S STEPHENSONESQ 2
DIRECTOR 0 v 0 0 0
DAVID P STOCKERT » 2
DIRECTOR 0 v 0 0 0

Form 990 (2017)
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Page7 -2

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

Independent Contractors

()

Position

& (B} {do not check more than one © &) F)
Name and Title Average | pox, unless person is both an Reportable Reportable Estimated
hours per | officer and a director/trustee) | compensation [compensation from amount of
weel (list any g £ g s from related other
hours for | = 2|z g 2|13&)|¢ the organizations compensation
related g‘g_. Z 8| e %:;E’ g organization {W-2/1099-MISC) from the
organizations| &5 | & | 3 To| T |w-2/1099-MISC) organization
below dotted| S = g g and related
ling) & 2 2 s organizations
@ wn 3
(7] 'r'rg g’
Q.
BERNIE TOKARZ 2
DIRECTOR 0 v 0 0 0
CAROL B TOME 2
DIRECTOR 0 v 0 0 0
SAMAWILLIAMS 2
DIRECTOR 0 v 0 0 0
JOHNMHAUPERTFACHE 40
PRESIDENT AND CEO 0 v 1,576,423 0 23,055
RICHARDRHINE 40
EXEC VP / CFO (BEG SEPT 2017) 0 v 510,087 0 24,007
MARKMEYER . 40
EXEC VP /CFO (THRU SEPT 2017) 0 v 1,321,460 0 15,129
_RHONDA SCOTT _40
EXEC VP /COO 0 v 632,461 0 29,382
TIMOTHY JEFFERSON o 40
EXEC VP / GENERAL COUNSEL 0 v 613,120 0 36,923
LINA GEORGE 40
EXEC VP / CHIEF HR OFFICER 0 v 544,029 0 14,500
CRAIG TINDALL 0
SVP / CLINICAL OPERATIONS 0 v 440,172 0 23,061
JACQUELINE HERD 40
EXEC VP / CNO 0 v 392,702 0 27,044
ROBERT JANSEN 40
EXEC VP /CMO 0 v 712,033 0 25,773
PETER RHEE 40
SVP / CHIEF ACUTE CARE SURGERY 0 v 704,366 0 8,302
BENJAMIN MCKEEBY 40
SVP/CIO 0 v 494,889 0 23,519

Form 990 2017)
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Form 990 (2017) page 8
mwon A. Officers, Directors, Trustees, Key Employees, and Highest Compensated Employees (continued)
(]
) ) F i ) (E) F)
(do not check more than one
Name and title Average | pox, unless person is both an Reportable Reportable Estimated
hours per | officer and a director/trustee) | compensation |compensation from amount of
week (list an ppey P s from refated other
hours for aa__ ‘i g 5 3g| 2 the organizations compensation
related g'& Z18] e %§ g organization (W-2/1099-MISC) from the
organizations{ S5 [ 5| E E; = |(wW-2/1098-MISC) organization
below dotted| 2 | & g|s and related
line) 5 = 2 E organizations
[17] W =
o | g &
o g
a
_PATRICIA PLAIR ) L
SVP [ FINIMATL MGMT 0 v 437,093 0 17,603
MARY SALE I 40
SVP [ CHIEF STRATEGY OFFICER 0 v 428,604 0 10,468
ib Sub-total . & & 8§ % ¥ § # 5 % & % 3 > 8,807,439 0 278,766
c Total from continuation sheets to Part VII, Section A >
d Total (add lines 1b and 1c) . ioi ox os o8 oioaowoa W 8,807,439 0 278,766
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 b 635
Yes | No
3 Did the organization list any former officer, director, or trustee, key employee, or highest compensated
employee on line 1a? If “Yes,” complete Schedule J for such individual . % w s e & w W 3 v
4  For any individual listed on line 1a, is the sum of reportable compensation and other compensation from the
organization and related organizations greater than $150,0007 /f “Yes,” complete Schedule J for such
individual . 4 |V
5 Did any person listed on line 1a receive or accrue compensation from any unrelated organization or individual
for services rendered to the organization? If “Yes,” complete Schedule J for such person 5 v

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
EMORY UNIVERSITY, 1599 CLIFTON ROAD, 3RD FLOOR, ATLANTA, GA 30322 MEDICAL 115,357,452
MOREHOQUSE SCHOOL OF MEDICINE, 720 WESTVIEW DRIVE NW, ATLANTA, GA 30§ MEDICAL 32,494,337
RANDSTAD, P O BOX 416692, BOSTON, MA 02241 TEMPORARY STAFFING 21,921,820
ARAMARK, 24863 NETWORK PLACE, CHICAGO, IL 60673 CLEANING 11,732,495
MORRISON MANAGEMENT SPECIALISTS, P O BOX 102289, ATLANTA, GA 30342 | DIETARY 5,693,733
2  Total number of independent contractors (including but not limited to those listed above) who
received more than $100,000 of compensation from the organization b 70

Form 990 (2017)
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Form 990 (2017) Page 9
Statement of Revenue
Check if Schedule O contains a response or note to any line in this Part VIl . o . ]
(A) (B) (C) D)

Total revenue Related or Unrelated Revenue
exempt business excluded from tax
function revenue under sections
revenue 512-514

2 £ 1a Federated campaigns . . . | 1a 0
g a! b Membershipdues . . . . [1b 0
s&| ¢ Fundrasingevents . . . . [1c 0
-E,;' E d Related organizations . . . | 1d 0
g E e Government grants (contributions) | 1e 55,434,953
S%| f Al other contributions, gifts, grants,
3 2 and similar amounts not included above | 1¢ 101,216,345
2 ?, g Noncash contributions included in lines 1a-1£:$ 38,596,792 |
S &| h_Total Add lines 1a-1f . [S 156,651,298
ez Business Code
§ | 2a PATIENT SERVICE REVENUE 900099 1,319,937,855 1,319,937,855 0 0
-3 b
gl ¢
> d T i
w e
S f All other program service revenue . 0 0 0 0
a 9 Total. Add lines 2a—2f . AN 1,319,937,855
3 Investment income (including dividends, interest,
and other similar amounts) | 1,391,453 0 0 1,391,453
4 Income from investment of tax-exempt bond proceeds B 0 0 0 0
5 Royalties o > 0 0 0 0
(i) Real (i) Personal
6a Gross rents
b Less: rental expenses
¢ Rental income or (loss) 0 0
d Net rental income or {loss) . ... P
7a  Gross amount from sales of (i) Securities (i) Other
assets other than inventory 0 1,679,421
b Less: cost or other basis
and sales expenses . 0 1,262,521
¢ @Gain or (loss) . 0 416,900
d Net gain or (loss) b 416,900 416,900 0 0
aé 8a Gross income from fundraising
e events (not including $ 0
& of contributions reported on line 1c).
E SeePartlV,line18 . . . . . g5
o b Less:directexpenses . . . . b
¢ Netincome or (loss) from fundraising events . B
9a Gross income from gaming activities,
SeePartlV,line19 . . . . . g
b Less:directexpenses . . . . b
¢ Netincome or (loss) from gaming activites . . B
10a Gross sales of inventory, less
returns and allowances . . . g
b Less:costofgoodssold . . . b
¢ Netincome or (loss) from sales of inventory . . B
Miscellaneous Revenue Business Code
11a RENTAL INCOME 900099 2,865,720 0 0 2,865,720
b CONTRACTED SVCS - EMS . 900099 1,907,634 1,907,634 0 0
¢ INCOME - CITY OF ATLANTA WATER 900099 5,632,836 5,632,836 0 0
d All other revenue . 5,993,394 5,993,394 0 0
e Total. Add lines 11a-11d . | 2 16,399,584
12 Total revenue. See instructions. B> 1,494,797,080 1,333,888,619 0 4,257,173

Form 990 2017)
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Form 990 (2017) Page 10

P4l Statement of Functional Expenses
Section 501(c)(3) and 501(c)(4) organizations must complete all columns. All other organizations must complete column (A).

Check if Schedule O contains a response or note to any line in this Part1X . . . . . . . . . . . . .
Do not include amounts reported on lines 6b, 7b, - et?)enses ngrag?)sem_ce lars é‘%’e e - d(r:i}iSin
otal I nt an unaral
8b, 9b, and 10b of Part VIII. g expenses genergl expenses expensesg

1 Grants and other assistance to domestic organizations
and domestic governments. See Part IV, line21 . . 11,855,801 11,855,801

2 Grants and other assistance to domestic
individuals. See Part IV, line 22

8 Grants and other assistance to foreign
organizations, foreign governments, and foreign
individuals. See Part IV, lines 15 and 16 .

4  Benefits paid to or for members

5 Compensation of current officers, dlrectors
trustees, and key employees . . . : 7,485,980 7,485,980

6  Compensation not included above, to dlsquahﬂed
persons (as defined under section 4958(f)(1)) and

persons described in section 4958(c)(3)(B) . . 1,321,460 0 1,321,460 0
7  Other salaries and wages . . 385,353,297 296,132,962 89,220,335 0
8  Pension plan accruals and contrlbutmns (mclude
section 401(k) and 403(b) employer contributions) 7,820,834 5,875,793 1,945,041 0
9 Other employee benefits . . . . . . . 42,090,061 31,622,263 10,467,798 0
10 Payroll taxes . . . 5 % 2 3 26,511,678 19,918,224 6,593,454 0
11 Fees for services (non- employees)
a Management B W oE B & ¥ OF & & & 6,548,304 3,896,241 2,652,063 0
b Legal « & @ » = ¢ & = @ & & + 509,919 303,402 206,517
¢ Accounting . . . . . . . . . . . 321,537 191,315 130,222 0
d Lobbying . . . . 1,204,776 0 1,204,776
e Professicnal fundraising services. See Part IV I|ne 17 0 0
f Investment managementfees . . . 0 0 0 0
g Other. (If line 11g amount exceeds 10% of line 25, column
{A) amount, fist line 11g expenses on Schedule 0.) . . 250,373,046 216,797,046 33,576,000 0
12 Advertising and promotion . . . . . . 3,697,182 2,199,823 1,497,359 0
13 Officeexpenses . . . . . . . . . 15,335,171 9,124,427 6,210,744 0
14  Information technology . . . . . . . 15,272,325 9,087,033 6,185,292 0
15 Royalties . . . . . . . . . . . . 0 0 0 0
16  Occupancy . . . . . . . . . . . 15,313,816 9,111,721 6,202,095 0
17 Travel . . . . 0 0 0 0
18  Payments of travel or entertamment expenses
for any federal, state, or local public officials 0 o 0 0
19 Conferences, conventions, and meetings . 3,901,906 2,321,634 1,580,272 0
20 Interest . . R R 1,175,958 699,695 476,263 0
21 Payments to afﬂhates i 3 & : 0 0 0 0
22  Depreciation, depletion, and amorhzatlon 5 51,205,563 30,467,310 20,738,253 0
23 Insurance. . . . . s n o8 oW & 13,771,847 8,194,249 5,577,598 0

24  Other expenses. ltemize expenses not covered
above {List miscellaneous expenses in line 24e, If
line 24e amount exceeds 10% of line 25, column
(A) amount, list line 24e expenses on Schedule O.)

a DRUGS B 116,489,113 116,489,113 0 0
b BAD DEBT 363,623,764 363,623,764 0 0
€ MEDICAL SUPPLIES 86,450,649 86,450,649 0 0
d MAINTENANCE MATERIAL 1,911,306 1,137,227 774,079 0
e All other expenses 22,381,944 13,317,258 9,064,686 0
25  Total functional expéh_s'é.s. Add lines 1 through 24e 1,451,927,237 1,238,816,950 213,110,287 0

26 Joint costs. Complete this line only if the
organization reported in column (B) joint costs
from a combined educational campaign and
fundraising solicitation, Check here B [] if
following SOP 98-2 (ASC 958-720) .

Form 990 (2017)
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Form 990 (2017) Page 11
IZZIEd Balance Sheet
Check if Schedule O contains a response or note to any line in this Part X : L]
(A) (B)
Beginning of year End of year
1 Cash—non-interest-bearing I 190,660,748 | 1 218,456,582
2  Savings and temporary cash investments . 1,434,582 2 1,447,641
3 Pledges and grants receivable, net 44,833,727 3 39,293,386
4  Accounts receivable, net . 107,289,145| 4 113,216,398
5 Loans and other receivables from current and former Offlcel'S dn’ectors
trustees, key employees, and highest compensated employees.
Complete Part Il of Schedule L 316,192 5 211,740
6  Loans and other receivables from other disqualified persons (as defined under section
4958(f)(1)), persons described in section 4958(c)(3)(B), and contributing employers and
sponsoring  organizations of section 501(c)(9) voluntary employees’ beneficiary
8 organizations (see instructions). Complete Part Il of Schedule L . ol 6 0
§ 7 Notes and loans receivable, net 0| 7 0
< | 8 Inventories for sale or use 15,849,056| 8 15,602,852
9 Prepaid expenses and deferred charges 5,718,698| 9 9,679,156
10a Land, buildings, and equipment: cost or
other basis. Complete Part VI of Schedule D 10a 681,145,459
Less: accumulated depreciation 10b 387,332,177 292,662,712 | 10c 293,813,282
11 Investments —publicly traded securities 11
12  Investments—other securities. See Part |V, line 11 12
13  Investments—program-related. See Part IV, line 11 , 1,743 | 13 0
14  Intangible assets . 14
16  Other assets. See Part IV, hne 11 . 103,437,730 15 138,464,768
16  Total assets. Add lines 1 through 15 {must equal Ime 34) 762,204,333 16 830,185,805
17  Accounts payable and accrued expenses . 154,735,449| 17 164,103,067
18  Grants payable . 18
19  Deferred revenue 5.493,823| 19 6,210,559
20 Tax-exempt bond l|abxl|t|es . 20
21  Escrow or custodial account liability. Complete Part IV of Schedule D 21
“© |22 Loans and other payables to current and former officers, directors,
E trustees, key employees, highest compensated employees, and
% disqualified persons. Complete Part Il of Schedule L 29
= |23 Secured mortgages and notes payable to unrelated third parties 37,947,602 | 23 37,573,957
24  Unsecured notes and loans payable to unrelated third parties 24
25 Other liabilities (including federal income tax, payables to related third
parties, and other liabilities not included on lines 17-24). Complete Part X
of Schedule D . Co 57,287,468 | 25 53,140,481
26 Total liabilities. Add lines 17 through 25 255,464,342 | 26 261,028,064
Organizations that follow SFAS 117 (ASC 958), check here b . and
g complete lines 27 through 29, and lines 33 and 34.
5|27 Unrestricted net assets . 483,535,018 | 27 542,762,893
E 28 Temporarily restricted net assets . 7,743,243 | 28 7,743,243
T 29  Permanently restricted net assets . 15,461,730/ 29 18,651,605
P Organizations that do not follow SFAS 117 (ASC 958), check here b |:| and
x5 complete lines 30 through 34.
#8130 Capital stock or trust principal, or current funds . 30
ﬁ 31 Paid-in or capital surplus, or land, building, or equipment fund 31
5 32 Retained earnings, endowment, accumulated income, or other funds . 32
2|33 Total net assets or fund balances . . 506,739,991| 33 569,157,741
34  Total liabilities and net assets/fund balances 762,204,333 | 34 830,185,805

Form 990 (2017)
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Reconciliation of Net Assets
Check if Schedule O contains a response or note to any line in this Part XI ;
1 Total revenue (must equal Part VIII, column (A), line 12) . 1 1,494,797,090
2 Total expenses (must equal Part IX, cclumn {A), line 25) 2 1,451,927,237
3 Revenue less expenses. Subtract line 2 from line 1 : . 3 42,869,853
4  Net assets or fund balances at beginning of year (must equal Part X I!ne 33 column (A) . 4 506,739,991
5  Net unrealized gains {losses} on investments 5 0
6 Donated services and use of facilities 6 0
7  Investment expenses . 7 0
8  Prior period adjustments . . : 8 0
9  Other changes in net assets or fund balances (explaln in Schedule O) : 9 19,547,897
10  Net assets or fund balances at end of year. Combine lines 3 through 9 (must equal Part X I|ne
33, column (B)) . : . 10 569,157,741
Financial Statements and Reportlng
Check if Schedule O contains a response or note to any line in this Part Xl . ]
Yes | No
1 Accounting method used to prepare the Form 990: [JCash [“]Accrual  [] Other
If the organization changed its method of accounting from a prior year or checked “Other,” explain in
Schedule O.
2a Were the organization’s financial statements compiled or reviewed by an independent accountant? . 2a v
If “Yes,” check a box below to indicate whether the financial statements for the year were compiled or
reviewed on a separate basis, consolidated basis, or both:
[ Separate basis [ Consolidated basis [ Both consolidated and separate basis
b Were the organization’s financial statements audited by an independent accountant? 2b | vV
If “Yes,” check a box below to indicate whether the financial statements for the year were audrted ona
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? 2¢c | ¢
If the organization changed either its oversight process or selection process during the tax year, explain in
Schedule O.
3a As a result of a federal award, was the organization required to undergo an audit or audits as set forth in
the Single Audit Act and OMB Circular A-1337. L 4 3a| v
b If “Yes,” did the organization undergo the required audit or audlts’? If the organrzatron dld not undergo the
required audit or audits, explain why in Schedule O and describe any steps taken to undergo such audits. 3b | v

Form 990 {2017)
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SCHEDULE A Public Charity Status and Public Support
(Form 990 or 990-EZ)

| OMB No. 1545-0047

2017

Open to Public

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

Department of the Treasury

Internal Revenue Service B Go to www.irs.gov/Form990 for instructions and the latest information. Inspection
Name of the organization Employer identification number
GRADY MEMORIAL HOSPITAL CORPORATION 26-2037695

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 [ A church, convention of churches, or association of churches described in section 170(b){1)(A)(i).
2 [ A school described in section 170(b) (1}{A)(ii). (Attach Schedule E (Form 990 or 990-EZ).)
3 A hospital or a cooperative hospital service organization described in section 170(b) (1) (A)(iii).
4 [ 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:

[J 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).

7 [ An organization that normally receives a substantial part of its support from a governmental unit or from the general public
described in section 170(b}(1)(A)vi). {Complete Part I1.)

(0 A community trust described in section 170(b)(1)(A){vi). (Complete Part 11.)

9 [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:

10 [ An organization that normally receives: (1) more than 331205 of its SUPPOH from ContrbUtions. membership fees, and gross
receipts from activities related to its exempt functions—subject to certain exceptions, and (2) no more than 33'2% 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 il.)

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

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

a [0 Typel. 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 [ Typell. 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.

¢ [ 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.

o

1]

L]

e [ Check this box if the organization received a written determination from the IRS that it is a Type I, Type I, Type IIl
functionally integrated, or Type Ill non-functionally integrated supporting organization.

f Enter the number of supported organizations . 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)
(o]
(D)
(E)
Total

For Paperwork Reduction Act Notice, see the Instructions for Form 990 or 990-EZ. Cat. No, 11285F Schedule A (Form 990 or 990-EZ) 2017
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Page 2

IZE  Support Schedule for Organizations Described in Sections 170(B)(1)(A)(v) and 170(B)(1){A)(vV)

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

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

Section A. Public Support

Calendar year (or fiscal year beginning in) P {(a) 2013 (b) 2014 {c) 2015 (d) 2016 (e) 2017 (f) Total
1 Gifts, grants, contributions, and
membership fees received. (Do not
include any “unusual grants.”) . . . 64,639,534 71,085,824 94,845,523 100,085,461 101,216,345 431,872,687
2 Tax revenues levied for the
organization’s benefit and either paid
to or expended on its behalf . . . 61,232,343 | 56,239,768 | 57,415,964 | 55421,029 | 55,434,953 285,744,057
3 The value of services or facilities
furnished by a governmental unit to the
organization without charge . . . . 0 0 0 0 0 o
4  Total. Add lines 1 through3. . . . 125,871,877 127,325,592 152,261,487 155,506,490 156,651,298 717,616,744
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 4 717,616,744
Section B. Total Support
Calendar year {or fiscal year beginning in) » {a) 2013 (b) 2014 {c) 2015 (d) 2016 (e) 2017 (f) Total
7 Amounts from line 4 ¥ E i 125,871,877 127,325,692 152,261,487 155,506,490 156,651,298 717,616,744
8 Gross income from interest, dl\ndends
payments received on securities loans,
rents, royalties, and income from
similar sources . . . . - 242,204 91,099 142,404 376,449 1,391,453 2,243,609
9 Net income from unrelated business
activities, whether or not the business
is regularly carriedon . . . . . 0 0 0 0 0 0
10 Other income. Do not include gain or
loss from the sale of capital assets
(ExplaininPartVl) . . . . . . 23,740,383 | 16,852,091 8,443,965 | 10,244,694 | 10,406,190 | 69,687,323
11 Total support. Add lines 7 through 10 789,547,676
12 Gross receipts from related activities, etc. (see instructions) . . . . . 12 | 1,494,797,090
13  First five years. If the Form 990 is for the organization’s first, second, thlrd fourth or flfth tax year as a section 501(c)(3)
organization, check this box and stop here . . . §o@ B s v ¥ ¢ s ¥ 8 3 8§ 5oz 8 % 4 4 s . P
Section C. Computation of Public Support Percentage
14 Public support percentage for 2017 (line 6, column (f) divided by line 11, column (f)) . . . . 14 90.89 %
15  Public support percentage from 2016 Schedule A, Part I, line 14 . . . 15 90.16 %
16a 33"3% support test—2017. If the organization did not check the box on Ime 13 and Ilne 14 is 33'2% or more, check this
box and stop here. The organization qualifies as a publicly supported organization . . . A &
b 33'3% support test—2016. If the organization did not check a box on line 13 or 16a, and ||ne 15 is 33113% or more, check
this box and stop here. The organization qualifies as a publicly supported organization . . . . . . . . . . . » O
17a  10%-facts-and-circumstances test—2017. If the organization did not check a box on line 13, 16a, or 16b, and line 14 is
10% or more, and if the organization meets the “facts-and-circumstances” test, check this box and stop here. Explain in
Part VI how the organization meets the “facts-and-circumstances” test. The organization qualifies as a publicly supported
organization....................................P|:|
b 10%-facts-and-circumstances test—2016. 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 mests the “facts-and-circumstances” test, check this box and stop here.
Explain in Part VI how the organization meets the “facts-and-circumstances” test. The organization qualifies as a publicly
supported organization . . . v owmowowm T
18  Private foundation. If the organlzahon d|d not check a box on Ime 13 16a 16b 17a, or 17b check th|s bcx and see
instruchons....................................DD

Schedule A (Form 990 or 990-EZ) 2017
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[ZEA Support Schedule for Organizations Described in Section 509(a)(2)
(Complete only if you checked the box on line 10 of Part | or if the organization failed to qualify under Part II.
If the organization fails to qualify under the tests listed below, please complete Part I1.)
Section A. Public Support
Calendar year (or fiscal year beginning in) B> {a) 2013 (b) 2014 {c) 2015 (d) 2016 {e) 2017 (f) Total
1 Gifts, grants, contributions, and membership fees
received. (Do not include any “unusual grants.”)

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

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

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

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

6 Total. Add lines 1 through 5.
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

¢ Addlines 7aand 7b
8 Public support. {Subtract line TC from
line 6.) . o o one s
Section B. Total Support
Calendar year (or fiscal year beginning in) » (a) 2013 (b) 2014 (c) 2015 (d) 2016 (e} 2017 (f) Total
9 Amounts from line 6

10a Gross income from interest, dividends,
payments received on securities loans, rents,
royalties, and income from similar sources .

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

¢ Add lines 10a and 10b .
1 Net income from unrelated busmess

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

12  Other income. Do not include gain or
loss from the sale of capital assets
(Explain in Part VI.) .

13 Total support. (Add lines 9, 10c, 11,

and 12.)
14  First five years. If the Form 990 is for the organization’s first, second, third, fourth, or fifth tax year as a section 501(c)(3)
organization, check this box and stop here . . . § & % ¢ ¥ % FE 5 8 % 3 8 % 3 ¢ 8 zasoex O
Section C. Computation of Public Support Percentage
15  Public support percentage for 2017 (line 8, column {f) divided by line 13, column(®)) . . . . . | 15 %
16 Public support percentage from 2016 Schedule A, Part lll, line15 . . . . . . . . . . . | 16 %
Section D. Computation of Investment Income Percentage
17 Investment income percentage for 2017 {line 10c, column (f) divided by line 13, column (f)) . . . | 17 %
18  Investment income percentage from 2016 Schedule A, Part lll, line 17 . . . . 18 %
19a 33'3% support tests—2017. If the organization did not check the box on line 14, and Ilne 15 is more than 33':%, and line
17 is not more than 33'2%, check this box and stop here. The organizaticn qualifies as a publicly supported organizaton . » O

b 33'3% support tests—2016. If the organization did not check a box on line 14 or line 19a, and line 16 is more than 33'3%, and
line 18 is not more than 33'3%, check this box and stop here. The organization qualifies as a publicly supported organization B O

20  Private foundation. If the organization did not check a box on line 14, 19a, or 19b, check this box and see instructions B [
Schedule A (Form 990 or 990-EZ) 2017
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Supporting Organizations
(Complete only if you checked a box in line 12 on Part 1. If you checked 12a of Part |, complete Sections A
and B. If you checked 12b of Part |, complete Sections A and C. If you checked 12¢ of Part |, complete
Sections A, D, and E. If you checked 12d of Part |, complete Sections A and D, and complete Part V.)

Page 4

Section A. All Supporting Organizations

1

3a

4a

5a

9a

10a

Are all of the organization’s supported organizations listed by name in the organizaticn’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, exgplain.

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).

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

Did the organization confirm that each supported organization qualified under section 501(c)(4), (5), or (8) 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.

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 controfs the organization put in place to ensure such use.

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

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.

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.

Did the organization add, substitute, or remove any supported organizations during the tax year? If “Yes,”
answer (b) and (c) below (if applicable). Also, provide detail in Part VI, including (i) the names and EIN
numbers of the supported organizations added, substituted, or removed; (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).

Type | or Type Il only. Was any added or substituted supported organization part of a class already
designated in the organization’s organizing document?

Substitutions only. Was the substitution the result of an event beyond the organization’s control?

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 (i) 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,

Did the organization provide a grant, loan, compensation, or other similar payment to a substantial contributor
(defined in section 4958(c)(3)(C)), a family member of a substantial contributor, or a 35% controlled entity with
regard to a substantial contributor? /f “Yes,” complete Part | of Schedule L (Form 890 or 990-EZ).

Did the organization make a loan to a disqualified person (as defined in section 4958) not described in line 77
If “Yes,” complete Part | of Schedule L (Form 990 or 990-EZ).

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))7? If “Yes,” provide detail in Part VI.

Did one or more disqualified persons {as defined in line 9a) hold a controlling interest in any entity in which
the suppeorting organization had an interest? If “Yes,” provide detail in Part VI.

Did a disqualified person (as defined in line 9a) have an ownership interest in, or derive any personal benefit
from, assets in which the supporting organization also had an interest? If “Yes,” provide detail in Part VI.
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 lll non-functionally integrated
supporting organizations)? If “Yes,” answer 10b below.

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.)

Yes

No

3a

3b

3c

4a

4b

4c

5a

5b

5c

9a

9b

9c¢

10a

10b

Schedule A (Form 990 or 990-EZ) 2017
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el Supporting Organizations (continued)

Yes| No

11 Has the organization accepted a gift or contribution from any of the following persons?
a A person who directly or indirectly controls, either alone or together with persons described in (b) and {(c)
below, the governing body of a supported organization? i1a
b A family member of a person described in (a) above? 11b
c__A35% controlled entity of a person described in (a) or (b) above? If “Yes” to a, b, or ¢, provide detail in Part VI. iic
Section B. Type | Supporting Organizations

Yes | No

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

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 1ll Supporting Organizations

Yes| No

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

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

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

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

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

o

2 Activities Test. Answer (a) and (b) below. Yes| No

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

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

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

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

Schedule A (Form 990 or 990-EZ) 2017
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W_Type lll Non-Functionally Integrated 509(a)(3) Supporting Organizations
1 [ Check here if the organization satisfied the Integral Part Test as a qualifying trust on Nov. 20, 1970 (explain in Part VI). See
instructions. All other Type Ill non-functionally integrated supperting organizations must complete Sections A through E.

(B} Current Year
(optional)

Section A - Adjusted Net Income (A) Prior Year

1 Net short-term capital gain

2 Recoveries of prior-year distributions

3 Other gross income (see instructions)

4 Add lines 1 through 3.

5 Depreciation and depletion

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

8 Adjusted Net Income (subtract lines 5, 6, and 7 from ling 4). 8

Qd WM |=

[+2]

~

(B) Current Year

Section B - Minimum Asset Amount (A) Prior Year !
(optional)

1 Aggregate fair market value of all non-exempt-use assets (see

instructions for short tax year or assets held for part of year):
a Average monthly value of securities 1a
b Average monthly cash balances 1b
¢ Fair market value of other non-exempt-use assets 1ic
d Total (add lines 1a, 1b, and 1c) id
e Discount claimed for blockage or other
factors (explain in detail in Part VI):

2 Acquisition indebtedness applicable to non-exempt-use assets

3 Subtract line 2 from line 1d.

4 Cash deemed held for exempt use. Enter 1-1/2% of line 3 (for greater amount,

see instructions).

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

6 Multiply line 5 by .035.

7 Recoveries of prior-year distributions

8 Minimum Asset Amount {add line 7 to line 6)

Section C - Distributable Amount Current Year

W N

Ri~N[(® (0|

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

2 Enter 85% of line 1.

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

4 Enter greater of line 2 or line 3.

5 Income tax imposed in prior year

6 Distributable Amount. Subtract line 5 from line 4, unless subject to

emergency temporary reduction (see instructions). 6

7 [ Check here if the current year is the organization's first as a non-functionally integrated Type lll supporting organization (see
instructions).

G |h (LN =

Schedule A {(Form 990 or 990-EZ) 2017
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Schedule A (Form 990 or 990-EZ) 2017 Page 7
MType Il Non-Functionally Integrated 509(a)(3) Supporting Organizations (continued)
Section D - Distributions Current Year

1 Amounts paid to supported organizations to accomplish exempt purposes

2 Amounts paid to perform activity that directly furthers exempt purposes of supported
organizations, in excess of income from activity

Administrative expenses paid to accomplish exempt purposes of supported organizations

Amounts paid to acquire exempt-use assets

Qualified set-aside amounts (prior IRS approval required)

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

Total annual distributions. Add lines 1 through 6.

®|ND b

Distributions to attentive supported organizations to which the organization is responsive
(provide details in Part VI). See instructions.

©

Distributable amount for 2017 from Section C, line 6

10 Line 8 amount divided by line 9 amount

: (ii)
Section E - Distribution Allocations (see instructions) Erénis Di(gtributions

Pre-2017

Underdistributions

(iii)
Distributable
Amount for 2017

1 Distributable amount for 2017 from Section C, line 6

2 Underdistributions, if any, for years prior to 2017
(reasonable cause required—explain in Part VI). See
instructions.

3  Excess distributions carryover, if any, to 2017

a

b From 2013

¢ From 2014

d From 2015

e From 2016 . s

f Total of lines 3a through e

g Applied to underdistributions of prior years

h  Applied to 2017 distributable amount

i Carryover from 2012 not applied (see instructions)

i Remainder. Subtract lines 3g, 3h, and 3i from 3f,
4  Distributions for 2017 from

Section D, line 7: $
a_Applied to underdistributions of prior years
b Applied to 2017 distributable amount

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

5 Remaining underdistributions for years prior to 2017, if
any. Subtract lines 3g and 4a from line 2. For result
greater than zero, explain in Part V1. See instructions.

6 Remaining underdistributions for 2017. Subtract lines 3h
and 4b from line 1. For result greater than zero, explain in
Part VI. See instructions.

7 Excess distributions carryover to 2018. Add lines 3]
and 4c.

8 Breakdown of line 7:

Excess from 2013 .

Excess from 2014 .

Excess from 2015 .

Excess from 2016 .

o a0 (oo

Excess from 2017 .

Schedule A {Form 990 or 990-EZ) 2017
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Supplemental Information. Provide the explanations required by Part Il, line 10; Part I, line 17a or 17b; Part

lll, line 12; Part IV, Section A, lines 1, 2, 3b, 3c, 4b, 4c, 5a, 6, 9a, 8b, 9¢, 11a, 11b, and 11c¢; Part IV, Section
B, lines 1 and 2; Part IV, Section C, line 1; Part IV, Section D, lines 2 and 3; Part IV, Section E, lines 1¢, 2a, 2b,
3a, and 3b; Part V, line 1; Part V, Section B, line 1e; Part V, Section D, lines 5, 6, and 8; and Part V, Section E,
lines 2, 5, and 6. Also complete this part for any additional information. (See instructions.)

Schedule A, Part ], Line 10 - OTHER INCOME OF 10,406,190

Schedule A, Part Il, Line 10 - OTHER INCOME OF 10,406,190 FROM RENTS AND CONTRACTED SERVICES

Schedule A (Form 990 or 990-EZ) 2017
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SCHEDULE C Political Campaign and Lobbying Activities | M3 No. 1545-0047

(Form 990 or 990-E2) 2017

Open to Public
Inspection
If the organization answered “Yes,” on Form 990, Part IV, line 3, or Form 990-EZ, Part V, line 46 (Political Campaign Activities), then

¢ Section 501(c)(3) organizations: Complete Parts I-A and B. Do not complete Part I-C.

¢ Section 501(c) (other than section 501(c)(3)) organizations: Complete Parts I-A and C below. Do not complete Part I-B,

¢ Section 527 organizations: Complete Part I-A only.
If the organization answered “Yes,” on Form 990, Part IV, line 4, or Form 990-EZ, Part VI, line 47 (Lobbying Activities), then

s Section 501(c)(3) organizations that have filed Form 5768 (election under section 501(h)): Complete Part ll-A. Do not complete Part II-B.

e Section 501(c)(3) organizations that have NOT filed Form 5768 (electicn under section 501(h)): Complete Part II-B. Do not complete Part II-A.

If the organization answered “Yes,” on Form 990, Part IV, line 5 (Proxy Tax) (see separate instructions) or Form 990-EZ, Part V, line 35¢ (Proxy
Tax) (see separate instructions), then

¢ Section 501(c){4), (5), or (6) organizations: Complete Part Ill.
Name of organization Employer identification number
GRADY MEMORIAL HOSPITAL CORPORATION 26-2037695
Complete if the organization is exempt under section 501(c) or is a section 527 organization.
1 Provide a description of the organization’s direct and indirect political campaign activities in Part V. (see instructions for
definition of “political campaign activities”)
2  Political campaign activity expenditures (see instructions) . . . . . . . . . . . . . B §
3 Volunteer hours for political campaign activities (see instructions)
Complete if the organization is exempt under section 501 (c)(3)

For Organizations Exempt From Income Tax Under section 501(c) and section 527

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

1 Enter the amount of any excise tax incurred by the organization under section 4955 . . . . B $
2  Enter the amount of any excise tax incurred by organization managers under section 4955 . B 3
3  Ifthe organization incurred a section 4955 tax, did it file Form 4720 for thisyear? . . . . . . . . . |_| Yes |_[ No
4a Wasacorrectionmade? . . . . . . . . . . 00 |:|Yes DNO

b If “Yes,” describe in Part IV.
Part I-C Complete if the organization is exempt under section 501(c), except section 501(c)(3).
1 Enter the amount directly expended by the filing organization for section 527 exempt function

activities . . . N
2  Enter the amount of the flllng organlzatlon s funds contnbuted to other orgamzatlons for section
527 exempt function activities . . . A )
3 Total exempt function expenditures. Add Ilnes 1 and 2 Enter here and on Form 1120-POL,
linei7b . . . .
4  Did the filing orgamzatlon file Form 1120-POL for this year'? S oo CJYes [ INo

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

(a) Name (b) Address {c) EIN {d) Amount paid from (e} Amount of political
filing organization's contributions received and
funds. If none, enter -0-, promptly and directly
delivered to a separate
political organization.
If none, enter -0-.
M
b4
3
4
5
®

For Paperwork Reduction Act Notice, see the Instructions for Form 990 or 990-EZ. Cat. No. 500848 Schedule C (Form 990 or 990-EZ) 2017
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Schedule C (Form 990 or 990-EZ) 2017 Page 2
Part lI-A Complete if the organization is exempt under section 501(c)(3) and filed Form 5768 (election under

section 501(h)).

A Check B []if the filing organization belongs to an affiliated group (and list in Part IV each affiliatad group member’s name,

address, EIN, expenses, and share of excess lobbying expenditures).

B Check ®» []if the filing organization checked box A and “limited control” provisions apply.

Limits on Lobbying Expenditures (a) Filing (b) Affitiated
(The term “expenditures” means amounts paid or incurred.) organization’s totals group totals
1a Total lobbying expenditures to influence public opinion (grass roots lobbying)

b Total lobbying expenditures to influence a legislative body {direct lobbying)
¢ Total lobbying expenditures (add lines 1a and 1hb)
d Other exempt purpose expenditures . .
e Total exempt purpose expenditures (add lines 1c and 1d) : .
f Lobbying nontaxable amount. Enter the amount from the followmg table in both

columns.

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

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

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

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

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

Over $17,000,000 $1,000,000.
g Grassroots nontaxable amount (enter 25% of line 1)
h Subtract line 1g from line 1a. If zero or less, enter -0-
i Subtract line 1f from line 1c. If zero or less, enter -0- ¢
j If there is an amount other than zero aon either line 1h or Ilne 1| dld the orgamzatlon file Form 4720

reporting section 4911 tax for this year? . . . I |:| Yes |:| No

4-Year Averagmg Period Under section 501(h)
(Some organizations that made a section 501(h) election do not have to complete all of the five columns below.
See the separate instructions for lines 2a through 2f.)
Lobbying Expenditures During 4-Year Averaging Period
Calendar year (or fiscal year (a) 2014 (b) 2015 (c) 2016 {d) 2017 (e) Total
beginning in)
2a Lobbying nontaxable amount

b Lobbying ceiling amount

(160% of line 2a, column (e)}
¢ Total lobbying expenditures
d Grassroots nontaxable amount
e Grassroots ceiling amount

(150% of line 2d, column (g))
f Grassroots lobbying expenditures

Schedule C (Form 990 or 990-EZ) 2017
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Gelgdllf:] Complete if the organization is exempt under section 501(c)(3) and has NOT filed Form 5768
(election under section 501(h)).

For each "Yes,” response on lines 1a through 1i below, provide in Part |V a detailed ta) )
description of the lobbying activity. Yes | No Amount
1 During the year, did the filing organization attempt to influence foreign, national, state or local
legislation, including any attempt to influence public opinion on a legislative matter or
referendum, through the use of:
a Volunteers? : v
b Paid staff or management {lnclude compensatmn in expenses reported on Ilnes Ic through 1|) v
¢ Media advertisements? v
d Mailings to members, legislators, orthe pub!rc? v
e Publications, or published or broadcast statements? v
f Grants to other organizations for lobbying purposes? i 5 3 v
g Direct contact with legislators, their staffs, government officials, oraleglslatlve body’? i 5 a v 1,165,385
h Rallies, demonstrations, seminars, conventions, speeches, lectures, or any similar means? . . v 39,391
i  Other activities? v
j Total. Add lines 1cthrough 1| PR e % § i 1,204,776
2a Did the activities in line 1 cause the organlzatlon to be not descnbed in sechon 501( }3)?7 . . v
b If “Yes,” enter the amount of any tax incurred under section 4912
c If “Yes,” enter the amount of any tax incurred by organization managers under sectmn 4912
If the filing organization incurred a section 4912 tax, did it file Form 4720 for this year?

Part {IIF:y Complete if the organization is exempt under section 501(c)(4), section 501(c)(5), or section
501(c)(6).

Yes | No

1 Were substantially all (90% or more) dues received nondeductible by members? i v % % 4 = 1
2  Did the organization make only in-house lobbying expenditures of $2,000 orless? . . . . 2
3 Did the organization agree to carry over lobbying and political campaign activity expenditures from the pnor year” 3
U]  Complete if the organization is exempt under section 501(c){4), section 501(c)(5), or section
501(c)(6) and if either (a) BOTH Part llI-A, lines 1 and 2, are answered “No,” OR (b) Part llI-A, line 3, is

answered “Yes.”
1 Dues, assessments and similar amounts from members . . . ; : 5 : 1

2 Section 162(g) nondeductible lobbying and political expendltures (do not |nclude amounts of
political expenses for which the section 527(f) tax was paid).

a Currentyear . . . oW A M B M W WD N W W M I @ # & 2 % 8 ¥ % % B % 0% & 2a
b Carryoverfromlastyear . . . . . . . . . . . . L L L .. 2b
¢ Total . . . . G oW W W W E 2§ & OE OE 8 & ¥ o § 8§ @ 2c
3  Aggregate amount reported in sectlon 6033( )(1)(A) notices of nondeductible section 162(e) dues . . 3

4  If notices were sent and the amount on line 2c exceeds the amount on line 3, what portion of the

excess does the organization agree to carryover to the reasonable estimate of nondeductible lobbying
and political expenditure next year? . . . e e e e e e e e 4
Taxable amount of lobbying and political expendﬂures (see lnstruct|ons) A N 5

Supplemental Information

Provide the descriptions required for Part |-A, line 1; Part I-B, line 4; Part I-C, line 5; Part II-A (affiliated group list); Part II-A, lines 1 and

2 (see instructions); and Part 1I-B, line 1. Alsc, complete this part for any additional information.

Schedule C, Part |I-B, Line 1 - PART II-B LINE 1B, 1G, 1H: PERSONNEL ATTEND SEMINARS AND CONVENTIONS TO STAY CURRENT

WITH INDUSTRY TRENDS AND TO NETWORK WITH LEGISLATORS, GOVERNMENT OFFICIALS AND OTHER LOBBYISTS. THE

LOBBYING ACTIVITIES OF GMHC FOCUS ON COMMUNICATING GMHC'S STATUS AND ITS BUSINESS CHALLENGES TO ELECTED

OFFICIALS ON THE COUNTY, STATE AND FEDERAL LEVELS. GIVEN GMHC'S LARGE SHARE OF INDIGENT CARE IN GEORGIA,

Schedule C (Form 990 or 990-EZ) 2017
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SCHEDULE D | OMB No. 1545-0047

(Form 990) Supplemental Financial Statements
P Complete if the organization answered “Yes” on Form 990, 2 @ 1 7
Part IV, line 6, 7,8, 9, 10, 11a, 11b, 11¢, 11d, 11e, 11f, 123, or 12b. "
Department of the Treasury B Attach to Form 990. Open to Public
Internal Revenue Service P Go to www.irs.gov/Form990 for instructions and the latest information. Inspection
Name of the organization Employer identification number
GRADY MEMORIAL HOSPITAL CORPORATION 26-2037695

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

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

1 Total number at end of year .
2  Aggregate value of contributions to {durlng year)
3  Aggregate value of grants from (during year)
4  Aggregate value at end of year . .
5 Did the organization inform all donors and donor advisors in writing that the assets held in donor advised

funds are the organization's property, subject to the organization's exclusive legal control? . . . . . . [] Yes [] No
6  Did the organization inform all grantees, donors, and donor advisors in writing that grant funds can be used

only for charitable purposes and not for the benefit of the donor or donor advisor, or for any other purpose
conferring impermissible private benefit? . . . . . . . . . . . . . . . . . . . . . . [Yes[] No

m Conservation Easements.
Complete if the organization answered “Yes” on Form 990, Part IV, line 7.
1 Purpose(s) of conservation easements held by the organization (check all that apply).
[ Preservation of land for public use (e.g., recreation or education) [] Preservation of a historically important land area
[0 Protection of natural habitat [] Preservation of a certified historic structure
[] Preservation of open space
2 Complete lines 2a through 2d if the crganization 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 . . . . . . . . . . . . . . . . . 2a

b Total acreage restricted by conservation easements . . . . e 2b

¢ Number of conservation easements on a certified historic structure mcluded in ( ) S 2c

d Number of conservation easements included in (c) acquired after 7/25/06, and not on a
historic structure listed in the National Register . . . 2d

3  Number of conservation easements modified, transferred, released extlngmshed or termmated by the organization during the

tax year b

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

violations, and enforcement of the conservation easementsitholds? . . . . . . . . . . . . . [] Yes [] No
6  Staff and volunteer hours devoted to monitoring, inspecting, handling of violations, and enforcing conservation easements during the year
S
7 Amount of expenses incurred in monitoring, inspecting, handling of violations, and enforcing conservation easements during the year
>3
8 Does each conservation easement reported on line 2(d) above satisfy the requirements of section 170(h)(4)(B)()
and section 170(hy4)B)@? . . . . . . . . . . . . . . . . . . . . . . . . . .. [IY¥Yes[]No

9  In Part Xlll, describe how the organization reports conservation easements in its revenue and expense statement, and
balance sheet, and include, if applicable, the text of the footnote to the organization’s financial statements that describes the
organization’s accounting for conservation easements.

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.

1a If the organization elected, as permitted under SFAS 116 (ASC 958), not to report in its revenue statement and balance sheet
works of art, historical treasures, or other similar assets held for public exhibition, education, or research in furtherance of
public service, provide, in Part Xlll, the text of the footnote to its financial statements that describes these items.

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

(i) Revenueincluded on Form 990, Part Vlll,linet1 . . . . . . . . . . . . . . . . B §
(i) Assets included in Form 990, Part X . . . A

2  If the organization received or held works of art hlstoncal treasures or other 5|m|Iar assets for financial gain, provide the
following amounts required to be reported under SFAS 116 (ASC 958) relating to these items:

a Revenue included on Form 990, Part VIIl, linet . . . . . . . . . . . . . . . . .k §

b_Assetsincluded in Form 990, Part X . . . . . . . O T PR il

For Paperwork Reduction Act Notice, see the Instructions for Form 990. Cat. No. 52283D Schedule D {Form 290) 2017
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mrganlzatlons Maintaining Collections of Art, Historical Treasures, or Other Similar Assets (confinued)

a
b
c

4

5

Using the organization’s acquisition, accession, and other records, check any of the following that are a significant use of its
collection items (check all that apply):
[0 Public exhibition

[ Scholardy research

[ Preservation for future generations
Provide a description of the organization’s collections and explain how they further the organization’s exempt purpose in Part
Xl

During the year, did the organization solicit or receive donations of art, historical treasures, or other similar
assets to be sold to raise funds rather than to be maintained as part of the organization’s collection?

d [J Loan or exchange programs
e [ Other

[ Yes []No

Elad\'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.

1a

o

-0 Q0

2a

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

included on Form 990, Part X? . : § 3 . [ Yes [] No
If “Yes,” explain the arrangement in Part Xlil and complete the followmg table

Amount
Beginningbalance . . . . . . . . . . . . . . . L. ... L. 1c
Additions duringtheyear . . . . . . . . . . . . . . . . . .. 1d
Distributions during theyear . . . . . . . . . . . . . . . . .. 1e
Ending balance . . . 1f
Did the organization mclude an amount on Form 990 Part X I|ne 21 for escrow or custod|al account liability? [] Yes [] No
If “Yes,” explain the arrangement in Part XIIl. Check here if the explanation has been provided on Part XIll . . . . ]

Endowment Funds.

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

b

{a) 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, galns and
losses . s % &

Grants or scholarships

Other expenditures for facilities and
programs .

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 » Yo
Permanent endowment %
Temporarily restricted endowment B %

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

organization by: Yes| No
(i} unrelated organizations . 3a(i)

(ii} related organizations . ; 3afii)

If “Yes” on line 3afii), are the related orgamzatlons Ilsted as requ|red on Schedule R’? . 3b

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

Land, Buildings, and Equipment.

Complete if the organization answered “Yes” on Form 990, Part IV, line 11a. See Form 990, Part X, line 10.

Description of property (a) Cost or other basis | (b} Cost or other basis {c) Accumulated (d) Book value
(investment) (other) depreciation

1a Land 0 2,899,788 2,899,788

b Buildings . . 0 237,738,542 132,502,409 105,236,133

¢ Leasehold mprovements 0 47,718,403 1,077,862 46,640,541

d Equipment 0 352,608,534 253,751,906 98,856,628

e Other 0 40,180,192 0 40,180,192
Total, Add lines 1a through ie. (Column (d) mustequaf Form 990, Part X, column (B), line 10c.) . . P 293,813,282

Schedule D (Form 990) 2017
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BEWA'IIN 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
(including name of security)

(b) Book value

{c) Method of valuation:

Cost or end-of-year market value

(1) Financial derivatives .
(2) Closely-held equity interests .
(3) Other

A

B)

(€

)

(E)

Total, (Column (b) must equal Form 990, Parrﬁ(_,_r:oi. {B) ling 12.) 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) Methed of valuation:

Cost or end-of-year market value

{1)

{2)

{3)

{4)

{5)

{6)

(]

(8)

()

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

Part IX Other Assets.

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

(1) INVESTMENT - HSOC 1,455,243
(2) SOFTWARE LICENSING 267,164
(3) OTHER RECEIVABLES 24,391,036
(4) PERMANENT ENDOWMENTS 19,123,098
(5) GOODWILL 147,065
(6) NMTC NOTE RECEIVABLES 37,024,247
(7) INVESTMENT IN NMTC 56,056,915
8
(9)

Total. (Column (b) must equal Form 990, Part X, col. (B) line 15.} . . B 138,464,768

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) Bock value
(1) Federal income taxes 0
{(2) DUE TO THIRD PARTIES 3,486,128
{3} WORKERS COMP RESERVE 246,738
(4) SELF INSURED LIABILITY 35,870,725
(5) OTHER RESERVES 13,536,890
(6)
{7)
(8)
(9)

Total. (Column (b) must equal Form 990, Part X, col. (B) line 25.) B> 53,140,481

2. Liability for uncertain tax positions. In Part Xlll, provide the text of the footnote to the organization’s financial statements that reports the
organization’s liability for uncertain tax positions under FIN 48 (ASC 740). Check here if the text of the footnote has been provided in Part XllI

Schedule D (Form 990) 2017
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I 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

¢ Recoveriesofprioryeargrants. . . . . . . . . . . . . . |2¢c

d Other(DescribeinPartXll.). . . . . . . . . . . . . . . |2ad

e Addlines2athrough2d . . . . . . . . . . . . . . . . . . . . . . . . . |ze
3 Subtract line 2e fromline1 . . . e e e e e e 3
4  Amounts included on Form 990, Part Vill I|ne 12 but not on Ime 1

a Investment expenses not included on Form 990, Part VIII, ine 7b . . 4a

b Other (DescribeinPartXlll)y. . . . . . . . . . . . . . . |4b

¢ Addlinesd4aand4b . . . P [ -
5 Total revenue. Add lines 3 and 4c. (Tf'us must equal Form 990 Partl .’me 12 ) i % o 5

F1aR Ul 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 servicesand use offacilites . . . . . . . . . . . | 2a

b Prioryearadjustments . . . . . . . . . . . . . . . . |2b

¢ Otherlosses . . . o -0

d Other (Describe in Part XIII ) N 2

e Addlines2athrough2d . . . . . . . . . . . . . . . . . . . . . ... . |2e
3 Subtractline 2e fromline1 . . . o e e e e e 3
4  Amounts included on Form 990, Part IX Ilne 25 but not on I|ne 1

a Investment expenses not included on Form 990, Part VIIL, line 7b . . 4a

b Other (DescribeinPartXllly. . . . . . . . . . . . . . . |ab

¢ Addlines4aand4b . . . N K 1
5 Total expenses. Add lines 3 and 4c (Thrs musr equai Form 990 Part.f hne ) 8 ) : % 5 i om - 5

X Supplemental Information.

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

PROVIDES GUIDAI\!CE ON WHEN TAX POSITIONS ARE RECOGNIZED IN AN ENTIT}(_S FINANCIAL STATEMENTS AND HOW THE
VALUES OF THESE POSITIONS ARE DETERMINED. THERE IS NO IMPACT ON THE SYSTEM'S COMBINED FINANCIAL
STATEMENTS AS A RESULT OF APPLYING ASC 740.

Schedule D (Form 990) 2017



PUBLIC INSPECTION COPY

;(;I;Ii[;l;(l).)E H H ospitals | omB No. 1545-0047

2017

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

Department af the Treasury > Go to www.irs.gov/Fi ’sgct)t?c:h‘to Vo i i i OPSMolSURiLG
il BoveniaSen cn .irs.gov/Form or instructions and the latest information. Inspection
Name of the organization Employler identification number
GRADY MEMORIAL HOSPITAL CORPORATION ‘ 26 ’ 2037695
Financial Assistance and Certain Other Community Benefits at Cost
Yes | No
1a Did the organization have a financial assistance policy during the tax year? If “No,” skip to question8a . . ia | v
b If “Yes,” was it a written policy? . . . . ib | v

2  If the organization had multiple hospital fac:llltles |nd|cate WhiCh of the fo!lowmg best descrlbes appl:catlon of
the financial assistance policy to its various hospital facilities during the tax year.
Applied uniformly to all hospital facilities [J Applied uniformly to most hospital facilities
[0 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 | v
100% [ 150% O 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 | v
O 200% [ 250% [ 300% [ 350% 400% [ Other %

¢ If the organization used factors other than FPG in determining eligibility, describe in Part VI the criteria used
for determining eligibility for free or discounted care. Include in the description whether the organization used
an asset test or other threshold, regardless of income, as a factor in determining eligibility for free or
discounted care.

4 Did the organization’s financial assistance policy that applied to the largest number of its patients during the

tax year provide for free or discounted care to the “medically indigent”? . . . 4 | v
5a Did the organization budget amounts for free or discounted care provided under its financial assmtance pohcy dunng the tax year'? 5a | v
b If “Yes,” did the organization’s financial assistance expenses exceed the budgeted amount? . . . . 5b v
C If “Yes” to line 5b, as a result of budget considerations, was the organization unable to provide free or
discounted care to a patient who was eligible for free or discounted care? . . . . . . . . . . . 5¢c
6a Did the organization prepare a community benefit report during the taxyear? . . . . . . . . . . 6a | v
b If “Yes,” did the organization make it available to the public? . . . 6b | v

Complete the following table using the worksheets provided in the Schedule H mstructlons Do not subm|t
these worksheets with the Schedule H.

7 Financial Assistance and Certain Other Community Benefits at Cost

Financial Assistance and (a) Number of (b) Persgns (c} Tota;l community | (d) Direct offsetting (eg Netf community L] Perc?nt
1 activities or serve benefit expense revenue enefit expense of total
Means-Tested Government Programs Ortsrams ioptional _(optional b
a Financial Assistance at cost {from
Worksheet1) . . . . . . 160,964,578 84,708,172 76,256,406 7.01%
b Medicaid (from Worksheet 3, column a) 225,909,284 219,955,642 5,953,642 0.55%
C  Costs of cther means-tested

government programs (from
Worksheet 3, column b) .

d Total Financial Assistance and
Means-Tested Government Programs 0 0 386,873,862 304,663,814 82,210,048 7.56%
Other Benefits

€ Community health improvement
services and community benefit

operations {from Worksheet 4) . . 19,617,465 9,646,707 9,970,758 0.92%
f Health professions education

(from Worksheet5) . . . . 109,058,286 30,175,515 78,882,771 7.25%
g Subsidized health services (from

Worksheet6) . . . . . . 79,800,420 10,789,812 69,010,608 6.34%
h  Research (from Worksheet 7) . 1,874,744 608,193 1,266,551 0.12%

i Cashand in-kind contributions
for community benefit (from

Worksheet 8) i
j Total. Other Benefits . . . . 0 0 210,350,915 51,220,227 159,130,688 14.63%
k Total. Addlines 7dand7j . . 0 0 597,224,777 355,884,041 241,340,736 22.19%

For Paperwork Reduction Act Notice, see the Instructions for Form 990. Cat, No. 50192T Schedule H (Form 990) 2017
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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.

PUBLIC INSPECTION COPY

Page 2

{a) Number of | (b) Persons | {c) Total community | {d) Direct offsetting (e) Net community (f) Percent of
activities or served building expense revenue building expense total expense
programs (optional)
{optional)
1 Physical improvements and housing
2  Economic development
3  Community support
4  Environmental improvements
5  Leadership development and training
for community members
6  Coalition building 40,000 40,000 0%
7 Community health improvement advocacy
8  Workforce development
9  Other
10  Total 0 0 40,000 0 40,000 0%
Bad Debt, Medicare, & Collection Practices
Section A. Bad Debt Expense Yes| No
1 Did the organization report bad debt expense in accordance with Healthcare Financial Management Association Statement No. 157 | 1 | v
2 Enter the amount of the organization's bad debt expense. Explain in Part VI the
methodology used by the organization to estimate this amount 2 64,707,608
3 Enter the estimated amount of the organization's bad debt expense attributable to
patients eligible under the organization’s financial assistance policy. Explain in Part VI the
methodology used by the organization to estimate this amount and the rationale, if any,
for including this portion of bad debt as community benefit. 3 0
4  Provide in Part VI the text of the footnote to the organization’s flnanC|aI statements that describes bad debt
expense or the page number on which this footnote is contained in the attached financial statements.
Section B. Medicare
5 Enter total revenue received from Medicare (including DSH and IME) 5 106,450,357
6 Enter Medicare allowable costs of care relating to payments on line 5 . 6 93,956,373
7  Subtract line 6 from line 5. This is the surplus (or shortfall) . s 3 7 12,493,984
8  Describe in Part VI the extent to which any shortfall reported in line 7 should be treated as community
benefit. Also describe in Part VI the costing methodology or source used to determine the amount reported
on line 6. Check the box that describes the method used:
[ Cost accounting system Cost to charge ratio ] Other
Section C. Collection Practices
9a Did the organization have a written debt collection policy during the tax year? 9a | v/
b If "Yes,” did the organization's collection pelicy that applied to the largest number of its patients during the tax year conta in prowsmns
on the collection practices to be followed for patients who are known to qualify for financial assistance? Describe in Part VI . 9% | v

W_Management Companies and Joint Ventures (owred 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,
trustees, or key
employees’ profit %
or stock ownership %

(e) Physicians’
profit % or stock
ownership %

DN |G| (N )=
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Page 3
Part V Facility Information

Section A. Hospital Facilities sl glelg|lce|lF| B3

@ = = 8 = @o 1
{listin order of size, from largest to smallest—see instructions} a E § = 8 § 5 %

= =y - a ® o &
How many hospital facilities did the organization operate during g é il g g g %
the tax year? 2 S| & g2l 3 a | F

o P i~ B 2
Name, address, primary website address, and state license number E 1;% Facility
(and if a group return, the name and EIN of the subordinate hospital g ;er?;‘:g'“g

organization that operates the hospital facllity)

Other (describe)

1 GRADY MEMORIAL HOSPITAL

80 JESSE HILL JR DRIVE SE

ATLANTA, GA, 30303

https://www.gradyhealth.org

<

2 HUGHES SPALDING CHILDRENS HOSPITAL

45 JESSE HILL JR DRIVE SE

ATLANTA, GA, 30303

https://www.gradyhealth.org

10

Schedule H (Form 890) 2017
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Schedule H (Form 990) 2017 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 GRADY MEMORIAL HOSPITAL

Line number of hospital facility, or line numbers of hospital 1
facilities in a facility reporting group (from Part V, Section A):

Yes | No

Community Health Needs Assessment
1 Was the hospital facility first licensed, registered, or similarly recognized by astateasa hospital facility in the
current tax year or the immediately preceding tax year?. . . . TR 1 v
2 Was the hospital facility acquired or placed into service as a tax- exempt hospltal in the current tax year or
the immediately preceding tax year? If “Yes,” provide details of the acquisition in SectionC. . . . . 2 v
3 During the tax year or either of the two immediately preceding tax years, did the hospital facility conduct
community health needs assessment (CHNA)? If “No,” skipto line12 . . . . . . . . . . . . . 3| 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 minerity 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})
i [ Other {describe in Section C)
4 Indicate the tax year the hospital facility last conducted a CHNA: 20 16
5 In conducting its most recent CHNA, did the hospital facility take into account input from persons who represent
the broad interests of the community served by the hospital facility, including those with special knowledge of or
expertise in public health? If “Yes,” describe in Section C how the hospital facility took into account input from
persons who represent the community, and identify the persons the hospital facility consulted . . . . . . 5 | v

6a Was the hospital facility's CHNA conducted with one or more other hosp‘\tal facilities? If "Yes," list the other
hospital facilities in SectonC . . . . . . . . . . . . . 6a | v
b Was the hospital facility's CHNA conducted with one or more orgamzatlons other than hospltal famhhes’i If “Yes
list the other organizations in SectionC . . Ce e e 6b | v
7  Did the hospital facility make its CHNA report W|de!y avadable to the publlc’? . e 71V
If “Yes,” indicate how the CHNA report was made widely available (check all that apply)
[¥] Hospital facility's website {list url):_https:/iwww.gradyhealth.org
[] Other website (list url):
Made a paper copy available for public inspection without charge at the hospital facility
[0 Other (describe in Section C)
8 Did the hospital facility adopt an implementation strategy to meet the significant community health needs
identified through its most recently conducted CHNA? If “No,” skip to line11 . . . . . . . . . . 8| v
9 Indicate the tax year the hospital facility last adopted an implementation strategy: 20_16_
10 Is the hospital facility's most recently adopted implementation strategy posted on a website? . . . . . 10| v
a If “Yes,” (list url): https://na01.safelinks.protection.outlook.com/?url=https:\Wwww.gradyhealth.org
b If “No,” is the hospital facility's most recently adopted implementation strategy attached to this return? . . 10b v
11 Describe in Section C how the hospital facility is addressing the significant needs identified in its most
recently conducted CHNA and any such needs that are not being addressed together with the reasons why
such needs are not being addressed.
12a Did the organization incur an excise tax under section 4959 for the hospital facility's failure to conduct a
CHNA as required by section 501(r}(3)? 5% B B B oW R % % 12a v
b K “Yes” to line 12a, did the organization f|Ie Form 4720 to repor’t the sectlon 4959 excise tax'7 e B 12b
¢ [f “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? $

oo
HEE

@ -0 o
N REY

HE

o0 oo
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Schedule H (Form 990) 2017 Page 5
Facility Information {continued)
Financial Assistance Policy (FAP)
Name of hospital facility or letter of facility reporting group Facility: 1-GRADY MEMORIAL HOSPITAL
Yes | No

13

oTQ -0 o0 O

14
15

16

oo oTw
SINISIY

Did the hospital facility have in place during the tax year a written financial assistance policy that:
Explained eligibility criteria for financial assistance, and whether such assistance included free or discounted care?
If “Yes,” indicate the eligibility criteria explained in the FAP:

4

NENNOOO

Federal poverty guidelines (FPG}, with FPG family income limit for eligibility for free care of 400 %
and FPG family income limit for eligibility for discounted care of 400 %

Income level other than FPG (describe in Section C)

Asset level

Medical indigency

Insurance status

Underinsurance status

Residency

Other (describe in Section C)

Explained the basis for calculating amounts charged to patients?

Explained the method for applying for financial assistance? w omrom oW A W w8
If “Yes,” indicate how the hospital facility's FAP or FAP apphcatlon form (mcluding accompanying
instructions) explained the method for applying for financial assistance (check all that apply):

N B @ O

=

N B H

Described the information the hospital facility may require an individual to provide as part of his or her
application

Described the supporting documentation the hospital facility may require an individual to submit as part
of his or her application

Provided the contact information of hospital facility staff who can provide an individual with information
about the FAP and FAP application process
Provided the contact information of nonprofit organizations or government agencies that may be
sources of assistance with FAP applications

Other (describe in Section C)

as widely publicized within the community served by the hospital facility? . ;
“Yes,” indicate how the hospital facility publicized the policy (check all that apply):

The FAP was widely available on a website (list url): SEE SUPPLEMENTAL INFO

The FAP application form was widely available on a website (list url): SEE SUPPLEMENTAL INFO

A plain language summary of the FAP was widely available on a website (list url): SEE SUPPLEMENTAL |
The FAP was available upon request and without charge (in public locations in the hospital facility and
by mail)

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

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

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

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

The FAP, FAP application form, and plain language summary of the FAP were translated into the
primary language(s) spoken by LEP populations
Other (describe in Section C)

13 | v
14 | v
15 | v
16 [ v

Schedule H (Form 990) 2017



PUBLIC INSPECTION COPY

Schedule H {Form 990) 2017 Page 6
m Facility Information (continued)
Billing and Collections
Name of hospital facility or letter of facility reporting group Facility: 1-GRADY MEMORIAL HOSPITAL
Yes | No
17  Did the hospital facility have in place during the tax year a separate billing and collections policy, or a written
financial assistance policy (FAP) that explained all of the actions the hospital facility or other authorized party
may take upon nonpayment? . . . . . . L L L L L Lo 17 | v
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 agencyfies)
b [ Selling an individual's debt to another party
¢ [ Deferring, denying, or requiring a payment before providing medically necessary care due to
nonpayment of a previous bill for care covered under the hospital facility's FAP
d [J Actions that require a legal or judicial process
e [ Other similar actions (describe in Section C)
f 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 v

If “Yes,” check all actions in which the hospital facility or a third party engaged:
a [] Reporting to credit agency(ies)
b [ Selling an individual's debt to another party
¢ [ Deferring, denying, or requiring a payment before providing medically necessary care due to
nonpayment of a previous bill for care covered under the hospital facility's FAP
d [ Actions that require a legal or judicial process
e [ Other similar actions (describe in Section C)

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

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

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

FAP at least 30 days before initiating those ECAs
[l Made a reasonable effort to orally notify individuals about the FAP and FAP application process
[0 Processed incomplete and complete FAP applications
[0 Made presumptive eligibility determinations
Other (describe in Section C)
f [ None of these efforts were made

®© o o0oT

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 regardiess of their eligibility under the hospital facility's financial assistance policy?

If “No,” indicate why:

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

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

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

d [ Other (describe in Section C)

21

Schedule H (Form 990) 2017
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Schedule H (Form 990) 2017 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 Facility: 1-GRADY MEMORIAL HOSPITAL
Yes | No
22  Indicate how the hospital facility determined, during the tax year, the maximum amounts that can be charged
to FAP-eligible individuals for emergency or other medically necessary care.
a [0 The hospital facility used a look-back method based on claims allowed by Medicare fee-for-service
during a prior 12-month periocd
b The hospital facility used a look-back method based on claims allowed by Medicare fee-for-service and
all private health insurers that pay claims to the hospital facility during a prior 12-month period
¢ [ The hospital facility used a look-back method based on claims allowed by Medicaid, either alone or in
combination with Medicare fee-for-service and all private health insurers that pay claims to the hospital
facility during a prior 12-month period
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? . S & 23 v
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? S B B B ub e o o e w w w m s 24 v
If “Yes,” explain in Section C.

Schedule H (Form 990} 2017
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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 HUGHES SPALDING CHILDRENS HOSPITAL

Line number of hospital facility, or line numbers of hospital
facilities in a facility reporting group (from Part V, Section A):

2

Yes

No

Community Health Needs Assessment

F]

2

o0 oo

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?. ;o o we s w
Was the hospital facility acquired or placed into service as a tax- exempt hospltal in the current tax year or
the immediately preceding tax year? If “Yes,” provide details of the acquisition in Section C . .
During the tax year or either of the two immediately preceding tax years, did the hospital facility conduct a
community health needs assessment (CHNA)? If “No,” skip to line 12 . o mm e e s G :

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: 20_16

In conducting its most recent CHNA, did the hospital facility take into account input from persons who represent
the broad interests of the community served by the hospital facility, including those with special knowledge of or
expertise in public health? If “Yes,” describe in Section C how the hospital facility took into account input from
persons who represent the community, and identify the persons the hospital facility consulted

NEE

HEE

Nl H

O

Was the hospital facility's CHNA conducted with one or more other hospiial facilities? If "Yes," list the other
hospital facilities in Section C e :
Was the hospital facility's CHNA conducted W|th one or more orgamzatlons other than hospltal faC|I|t|es’? If “Yes,"
list the other organizations in Section G .
Did the hospital facility make its CHNA report wndely available to the publlc’?

If “Yes,” indicate how the CHNA report was made widely available (check all that apply)

] Hospital facility's website (list url):_https:/iwww.gradyhealth.org/static/community-benefit-summary/

O other website {list ur):
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,” skip to line 11 ;

Indicate the tax year the hospital facility last adopted an implementation strategy: 20_16

Is the hospital facility's most recently adopted implementation strategy posted on a website? .

If “Yes,” (list url):_https:/hwww.gradyhealth.org/static/community-benefit-summary/

6a

6b

10

If “No,” is the hospital facility's most recently adopted implementation strategy attached to this return? .
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 as required by section 501(r)(3)? : .

If “Yes” to line 12a, did the organization f|Ie Form 4720 to report the sectlon 4959 excise tax’? ; ..

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? $

10b

12a

12b

Schedule H (Form 990} 2017
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Facility Information {continued)
Financial Assistance Policy (FAP)

Name of hospital facility or letter of facility reporting group Facility: 2-HUGHES SPALDING CHILDRENS HOSPITAL

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 [ v
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 400 %
and FPG family income limit for eligibility for discounted care of 400 %
Income level other than FPG (describe in Section C)
Asset level

Medical indigency
Insurance status
Underinsurance status

TQ 0 Q0 T
NENENENOO

Residency

Other {describe in Section C)
14  Explained the basis for calculating amounts charged to patients? . . . . . . . . . . . . . . 14 | v
15  Explained the method for applying for financial assistance? . . 15 | v

If “Yes,” indicate how the hospital facility's FAP or FAP appllcaﬂon form (|nclud|ng accompanying
instructions) explained the method for applying for financial assistance (check all that apply):
a Described the information the hospital facility may require an individual to provide as part of his or her
application
Described the supporting documentation the hospital facility may require an individual to submit as part
of his or her application

Provided the contact information of hospital facility staff who can provide an individual with information
about the FAP and FAP application process

o
|

o
&

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 | v
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 SUPPLEMENTAL INFO

b The FAP application form was widely available on a website (list url): SEE SUPPLEMENTAL INFO

c A plain language summary of the FAP was widely available on a website (list url): SEE SUPPLEMENTAL |

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 conspicucus 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 LEP populations
j Other (describe in Section C)

Schedule H (Form 990) 2017
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Facility Information (continued)
Billing and Collections

Name of hospital facility or letter of facility reporting group Facility: 2-HUGHES SPALDING CHILDRENS HOSPITAL

17

18

19

20

i)

00T
O00NE

f

Did the hospital facility have in place during the tax year a separate billing and collections policy, or a written

financial assistance policy (FAP) that explained all of the actions the hospital facility or other authorized party

may take upon nonpayment? . . . . L L L L o o 0o e e e e e e e e

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:

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

Actions that require a legal or judicial process

Other similar actions (describe in Section C)

¥] None of these actions or other similar actions were permitted

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? .

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

[0 Reporting to credit agency(ies)

[0 Selling an individual's debt to another party

[0 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

[J Actions that require a legal or judicial process

[0 Other similar actions (describe in Section C)

jO0O OO0

Yes

No

17

19

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):

[] 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

Made a reasonable effort to orally notify individuals about the FAP and FAP application process
Processed incomplete and complete FAP applications

Made presumptive eligibility determinations

Other (describe in Section C)

None of these efforts were made

Policy Relating to Emergency Medical Care

21

o
o oo

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?

If “No,” indicate why:

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

The hospital facility's policy was not in writing

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

Other {describe in Section C)

21

Schedule H (Form 990) 2017
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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 Facility: 2-HUGHES SPALDING CHILDRENS HOSPITAL

Yes | No

22  Indicate how the hospital facility determined, during the tax year, the maximum amounts that can be charged
to FAP-eligible individuals for emergency or other medically necessary care.
a [ The hospital facility used a look-back method based on claims allowed by Medicare fee-for-service
during a prior 12-month period
b The hospital facility used a look-back method based on claims allowed by Medicare fee-for-service and
all private health insurers that pay claims to the hospital facility during a prior 12-month period
¢ [ The hospital facility used a look-back method based on claims allowed by Medicaid, either alone or in
combination with Medicare fee-for-service and all private health insurers that pay claims to the hospital
facility during a prior 12-month period
d The hospital facility used a prospective Medicare or Medicaid method
23  During the tax year, did the hospital facility charge any FAP-eligible individual to whom the hospital facility
provided emergency or other medically necessary services more than the amounts generally billed to
individuals who had insurance coveringsuchcare? . . . . . . . . . . . . .« .« o . .. 23 v

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 individval? . . . . . . . . . . . . . . o . o . 24 v

If “Yes,” explain in Section C.

Schedule H (Form 990) 2017
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Schedule H (Form 990) 2017 Page 8
Facility Information (continued)

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

2, 3j, b, Ba, 6b, 7d, 11, 13b, 13h, 15e, 16j, 18e, 19e¢, 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 5-GRADY MEMORIAL HOSPITAL - GEORGIA STATE UNIVERSITY'S GEORGIA HEALTH POLICY

CENTER, WHICH LED THE COLLABORATIVE CHNA PROCESS, INTERVIEWED NEARLY 30 INDIVIDUAL STAKEHOLDERS AND

CONDUCTED FOCUS GROUPS AND/OR LISTENING SESSIONS WITH TWO GROUPS OF GRADY PROVIDERS AND NINE GROUPS

OF RESIDENTS REPRESENTING FOUR DIFFERENT POPULATIONS. INTERVIEWEES INCLUDED TWO REPRESENTATIVES FROM

DEKALB COUNTY BOARD OF HEALTH, PARTNERS FOR HOME, GEORGIA EQUALITY, MERCY CARE HEALTH CENTER FOR THE

HOMELESS, KAISER PERMANENTE, CATHOLIC CHARITIES, ATLANTA REGIONAL COMMISSION, UNITED WAY, A VARIETY OF

GOVERNMENT OFFICIALS REPRESENTING CITY OF CHAMBLEE, DEKALB COUNTY AND FULTON COUNTY, AMONG OTHERS,

FOCUS GROUPS WERE CONDUCTED TO ASSESS THE NEEDS OF FULTON RESIDENTS, DEKALB RESIDENTS, VIETNAMESE

SENIORS, LATINOS, CANCER PATIENTS AND PATIENTS WITH BEHAVIORAL HEALTH CONDITIONS.

Schedule H, Part V, Section B, Line 5-HUGHES SPALDING CHILDRENS HOSPITAL - HUGHES SPALDING CHILDRENS HOSPITAL IS
MANAGED BY CHILDRENS HEALTHCARE OF ATLANTA.

Schedule H, Part V, Section B, Line 6a-GRADY MEMORIAL HOSPITAL - GRADY'S CHNA WAS CONDUCTED COLLABORATIVELY
THROUGH THE ATLANTA REGIONAL COLLABORATIVE FOR HEALTH IMPROVEMENT (ARCHI). OTHER HOSPITALS THAT
PARTICIPATED IN THE 2016 CHNA PROCESS INCLUDE WELLSTAR AND PIEDMONT HEALTHCARE.

Schedule H, Part V, Section B, Line 6a-HUGHES SPALDING CHILDRENS HOSPITAL - GRADY'S CHNA WAS CONDUCTED
COLLABORATIVELY THROUGH THE ATLANTA REGIONAL COLLABORATIVE FOR HEALTH IMPROVEMENT (ARCHI). OTHER
HOSPITALS THAT PARTICIPATED IN THE 2016 CHNA PROCESS INCLUDE WELLSTAR AND PIEDMONT HEALTHCARE.,

Schedule H, Part V, Section B, Line 6b-GRADY MEMORIAL HOSPITAL - MERCY CARE HEALTH CENTER FOR THE HOMELESS AND
KAISER PERMANENTE OF GEORGIA ALSO PARTICIPATED IN ARCHI'S COLLABORATIVE CHNA TO INFORM THEIR
ORGANIZATION'S COMMUNITY HEALTH PRIORITIES. ADDITIONALLY, MANY OTHER HEALTH CARE, PUBLIC HEALTH, ACADEMIC,
NON-PROFIT AND PHILANTHROPIC ORGANIZATIONS ARE MEMBERS OF ARCHI AND HELPED TO FORM THE 2016 CHNA. SOME
OF THESE ORGANIZATIONS INCLUDE ATLANTA REGIONAL COMMISSION, UNITED WAY OF GREATER ATLANTA, CARTER
CENTER, CENTERS FOR DISEASE CONTROL AND PREVENTION, GEORGIA DEPARTMENT OF PUBLIC HEALTH, GEORGIA HEALTH
POLICY CENTER, AND WHOLESOME WAVE GEORGIA, AMONG OTHERS.

Schedule H, Part V, Section B, Line 6b-HUGHES SPALDING CHILDRENS HOSPITAL - MERCY CARE HEALTH CENTER FOR THE
HOMELESS AND KAISER PERMANENTE OF GEORGIA ALSO PARTICIPATED IN ARCHI'S COLLABORATIVE CHNA TO INFORM
THEIR ORGANIZATION'S COMMUNITY HEALTH PRIORITIES. ADDITIONALLY, MANY OTHER HEALTH CARE, PUBLIC HEALTH,
ACADEMIC, NON-PROFIT AND PHILANTHROPIC ORGANIZATIONS ARE MEMBERS OF ARCHI AND HELPED TO FORM THE 2016
CHNA. SOME OF THESE ORGANIZATIONS INCLUDE ATLANTA REGIONAL COMMISSION, UNITED WAY OF GREATER ATLANTA,
CARTER CENTER, CENTERS FOR DISEASE CONTROL AND PREVENTION, GEORGIA DEPARTMENT OF PUBLIC HEALTH,
GEORGIA HEALTH POLICY CENTER, AND WHOLESOME WAVE GEORGIA, AMONG OTHERS.

Schedule H, Part V, Section B, Line 11-GRADY MEMORIAL HOSPITAL - SINCE GRADY'S MOST RECENT CHNA WAS CONDUCTED IN
2016 AND OUR IMPLEMENTATION STRATEGY (IS) WAS ADOPTED AT THE END OF 2016. Listed below are a sample of activities
related to the priorities identified in the 2016 CHNA: 1. Improve coordination of care for Grady patients with diabetes, hypertension, prostate
cancer, HIV/IAIDS and behavioral health conditions. To improve care coordination for high risk patients and reduce unnecessary emergency
department utilization, Grady launched the Chronic Care Clinic in 2017. The goal of the program is to engage patients in their care to
identify and remove barriers and foster self-management. The multi-disciplinary care team establishes patient-specific care goals, and
_patients received monthly clinic visits with home visits and telephone follow-ups in between. Patients enrolled in the program have reduced
emergency department use and inpatient admissions. Grady partnered with the Atlanta Regional Commission (ARC) and MARTA to
address a significant barrier to accessing health care: transportation. Through the Rides to Wellness pilot program, funded by the Federal
Transportation Administration, about 200 Grady patients who were missing appointments received six months of free rides on public
transportation. Eligible patients also received travel training and assistance with enrolling in MARTA's Paratransit or Reduced Fare
programs. As the pilot phase of the program concludes, Grady and the partners are exploring ways of sustaining this critical resource. The
Georgia Cancer Center for Excellence at Grady was selected by the Merck Foundation as one of six sites across the nation to participate in
the Alliance to Advance Patient-Centered Cancer Care. Through this initiative, Grady has expanded nurse navigation to improve timely
access to and coordination of care, began a rigorous patient-centered designation process with Planetree to enhance patient-provider
Schedule H (Form 990) 2017
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Schedule H (Form 990) 2017 Page 8-2
Part V- Section C - Supplemental Information For Part V Secton B (Continued)

communication and patient engagement. and_expanded partnerships_with community_ organizations to strengthen psychosogialand.___________.

Schedule H, Part V, Section B, Line 11-HUGHES SPALDING CHILDRENS HOSPITAL - INDIRECTLY BENEFITS FROM THE GMHC
PLAN,

Schedule H, Part V, Section B, Line 13-GRADY MEMORIAL I:I:(_-)_SPITAL - Refer to the Financial Assistance Policy attached. Discount

_VERIFIED INCOME LEVELS FROM 251% TO 400% FEDERAL POVERTY INCOME (FPI) AND HOMELESS WITH 0% FPI QUALIFY FOR

FREE CARE UP TO_400% FPI.

Schedule H, Part V, Section B, Line 13h-HUGHES SPALDING CHILDRENS HOSPITAL - REFER TO THE FINANCIAL ASSISTANCE
POLICY ATTACHED FOR PROCESS, DEFINITIONS, AND TIER LEVELS OF POLICY. DISCOUNTED CARE WITH COPAYMENTS HAVE
VERIFIED INCOME LEVELS FROM 251% TO.400% FEDERAL POVERTY INCOME (FPI) AND HOMELESS WITH 0% FPI QUALIFY FOR

FREE CARE UP TO 400% FPI.

Schedule H, Part V, Section B, Line 14-GRADY MEMORIAL HOSPITAL - Eligibility determination for financial assistance is based on

OF FPL, AFTER THE COPAYMENT. HOMELESS PATIENTS WITH 0% FPL MAY BE EXEMPT FROM COPAYMENTS. The copayment is
Schedule H {Form 990) 2017
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Schedule H (Form 990) 2017 Page8-3
Part V- Section C - Supplemental Information For Part V Secton B (Continued)

driven by the FPL Tier (0-250%) or (251-400%), county of residency and level of carelservice. __

_Schedule H, Part V, Sectlon B Llne 15e-GRADY MEMORIAL HOSPITAL - THE FINANCIAL COUNSELORS WILL ADVISE ELiGIBLE

MEDICAID ETC., AND COMPLETE THE APPLICATION AS APPROPRIATE THE FINANCIAL COUNSELOR MAY ALSO REFER A
PATIENT TO APPLY FOR MEDICAID WITH THE DEPARTMENT OF FAMILY AND CHILDREN SERVICES GRADY QUTREACH UNIT.

GMHC HAS VENDOR PARTNERSHIPS ON CAMPUS WHEREBY REPRESENTATIVES ARE COMPLETING APPLICATIONS FOR
ELIGIBLE PATIENTS FOR VARIOUS MEDICAID PROGRAMS, E.G., LOW INCOME MEDICAID, SSI, SSD, ETC. REPRESENTATIVES

Schedule H, Part V, S(-EctIOn B, Line 16a-GRADY MEMORIAL HOSPITAL POLICY {INCLUDES SUMMAR\’)

_uI_T_Ps.rN\J_wyy_.GRADvH EALTH.OI_Q_C_B_IFAPISUM_I\_II_I_\_R_‘{I

_Schedule H, Part V, Section B, Line 1QE-GRADY MEMORIAL HOSPITAL - IN EARLY 2018, GMHC'S 2014 FORM 990 WAS AUDITED BY
THE IRS WITH PARTICULAR EMPHASIS ON SECTION 501r, UPON COMPLETION OF THE AUDIT, GMHC WAS ADVISED TO ADD

_SOME ADDITIONAL VERBIAGE TO THE FAP AND PLAIN LANGUAGE SUMMARY, WHICH THE ORGANIZATION TOOK THE
NECESSARY STEPS TO COMPLY. NO PENALTIES WERE ASSESSED AS THE CHANGES WERE ADVISORY IN NATURE. ALL

NECESSARY STEPS TO COMPLY. NO PENALTIES WERE ASSESSED AS THE CHANGES WERE ADVISORY IN NATURE. ALL
FUTURE FORM 990 RETURNS WILL CONTAIN THE REQIRED INFORMATION GOING FORWARD.

FINANGIAL ASSISTANCE ON ADMISSION, NONE OF THE ACTIQ_I}I_&_‘:_!__I_S_:I'ED IN LINE 19 ARE FOLLOWED BY GMHC.

Schedule H, Part V, Sectlon B, Line 22d-GRADY MEMORIAL HOSPIT;C\L- AFTER INITIAL MEDICAL EVALUATION, FAMILY .
COMMUNICATES/PROVIDES FINANCIAL PROOF, RESIDENCY INFORMATION, ETC, SO THAT THE ELIGIBILITY REQUIREMENTS ____

Schedule H (Form 990) 2017
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Schedule H (Form 990) 2017 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? 10
Name and address Type of Facility (describe)
1 CRESTVIEW HEALTH & REHABILITATION NURSING HOME

2800 SPRINGDALE RD
ATLANTA, GA, 30315

2 EMERGENCY MEDICAL SERVICE AMBULANCE SERVICE
745 MEMORIAL DRIVE
ATLANTA, GA, 30316

3 KIRKWOOD PHARMACY PHARMACY
1863 MEMORIAL DRIVE
ATLANTA, GA, 30317

4 BROOKHAVEN PHARMACY PHARMACY
2695 BUFORD HIGHWAY
ATLANTA, GA, 30324

5 EAST POINT PHARMACY PHARMACY
1595 WEST CLEVELAND AVENUE
EAST POINT, GA, 30344

6 PONCE INFECTIOUS DISEASE PHARMACY PHARMACY
341 PONCE DE LEON AVENUE
ATLANTA, GA, 30308

7 GRADY BEHAVIORAL HEALTH PHARMACY PHARMACY
10 PARK PLACE, 3RD FLOOR
ATLANTA, GA, 30303

8 MAIN OUTPATIENT PHARMACY PHARMACY
48 COCA COLA PLACE
ATLANTA, GA, 30303

9 ASA YANCEY PHARMACY PHARMACY
1247 DONALD LEE HOLLOWELL PARKWAY
ATLANTA, GA, 30318

10 CENTRAL REFILL PHARMACY PHARMACY

1575 NORTHSIDE DRIVE, BUILDING 400 SUITE 450
ATLANTA, GA, 30318

Schedule H (Form 990) 2017
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Schedule H (Form 990) 2017 Page 10
RElafM  Supplemental Information

Provide the following information.

1

Required descriptions. Provide the descriptions required for Part |, lines 3c, 6a, and 7; Part |l and Part lIl, 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 - THE FEDERAL POVERTY GUIDELINES (FPG) ARE USED TO DETERMINE THE ELIGIBILITY FOR FREE

OR DISCOUNTED CARE WITH 400% OF FPG BEING THE UPPER LIMIT OF QUALIFICATION TO THE PROGRAMS.

Schedule H, Part |, Line 6a - 2016 COMMUNITY BENEFIT REPORT WAS PREPARED IN 2017,

Schedule H, Part |, Line 7 - CHARITY CARE AND CERTAIN OTHER COMMUNITY BENEFIT COSTS WERE DETERMINED USING DATA

FROM THE AUDITED FINANCIAL STATEMENTS AND THE 2017 FILED MEDICARE AND MEDICAID COST REPORTS.

Schedule H, Part |, Line 7, Column f - THIS IS THE PERCENTAGE OF NET COMMUNITY BENEFIT OF TOTAL EXPENSE OF GRADY.

Schedule H, Part Il - SEE line 6

Schedule H, Part I, Line 6 - GRADY IS A MEMBER ORGANIZATION OF THE ATLANTA REGIONAL COLLABORATIVE FOR HEALTH

IMPROVEMENT (ARCHI). ARCHI IS AN INTERDISCIPLINARY COALITION WORKING TO IMPROVE THE REGION'S (DEKALB AND

FULTON COUNTIES) HEALTH THROUGH A COLLABORATIVE APPROACH TO CHNAS AND SUBSEQUENT HEALTH IMPROVEMENT

INITIATIVES. GRADY HOLDS A SEAT ON THE ARCHI STEERING COMMITTEE FOR ONGOING LEADERSHIP AND CONNECTIVITY TO

HEALTH IMPROVEMENT INITIATIVES, AND HAS SIGNED THE ARCHI MEMBERSHIP AGREEMENT IN SUPPORT OF

SUSTAINABILITY AND AN ORGANIZATION STRUCTURE. GRADY ALSO PROVIDES FUNDING TO ARCHI TO SUPPORT THE

STAFFING, DATA ANALYTICS, AND PARTNERSHIP BUILDING ACTIVITIES. GRADY CONTINUES TO WORK WITH AND THROUGH

ARCHI TO CONDUCT ITS CHNAS IN ORDER TO MAXIMIZE THE IMPACT OF COMMUNITY INVESTMENT IN HEALTH IMPROVEMENT.

Schedule H, Part lll, Section A, Line 2 - THE COST ESTIMATE FOR BAD DEBT EXPENSE IS BASED UPON THE PATIENT CARE COST

TO CHARGE PERCENTAGE OF 18% OF ACTUAL PROVISION OF $363M IN 2017.

Schedule H, Part lll, Section A, Line 4 - GMHC ALSO INCURS SIGNIFICANT COST ASSOCIATED WITH CARE FOR THE UNDER AND

UNINSURED THAT DO NOT APPLY AND/OR QUALIFY FOR CHARITY CARE ASSISTANCE. GMHC INCURRED BAD DEBT EXPENSE

OF APPROXIMATELY $363.6 MILLION VALUED IN GROSS CHARGES.

Schedule H, Part lll, Section B, Line 8 - EXPENSES ARE REPORTED FROM THE MEDICARE COST REPORT CMS-2552-96 FOR THE

YEAR ENDED 12/31/17.

Schedule H, Part lll, Section C, Line 9b - THE ORGANIZATION HAS UNIQUE ELIGIBILITY CODES TO IDENTIFY EACH PATIENT

QUALIFYING FOR CHARITY CARE TO ALLOW IT TO WRITE-OFF THE CHARITY CARE AMOUNTS PRIOR TO THE COLLECTION

PROCESS.

Schedule H, Part VI, Line 2 - IN ADDITION TO GRADY'S CHNA, MANY OF THE COALITIONS THAT GRADY PARTICIPATES IN, OR

Schedule H (Form 990} 2017
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Schedule H (Form 990) 2017 Page 11
Part VI- Supplemental Information (Continued)

Schedule H, Part VI, Line 4 - Grady is the safety net provider for the core of the metropolitan_Atlanta. This area includes five counties and

percent of the state's total population. According to Grady's 2016 CHNA, the African American population constitutes more than half of the

_population in DeKalb County and more than 40 percent of the population in Fulton County, while the Hispanic Latino population constitutes

_respectively, live at 200 percent of the FPL.

_Schedule H, Part VI, Line 5 - Grady's Marcus Stroke and Neuroscience Center expanded its internationally acclaimed care with the opening

Georgia. Grady's Marcus Trauma Center has been designated a Level | trauma center at the state level since 1987, and now holds the
highest national trauma center recognition verified by the American College of Surgeons (ACS). Level | status verifies that in addition to

providing all of the necessary services, it also has a training program and actively conducts research on trauma, Through a grant from
_James M. Cox Foundation, Grady launched the Talk With Me Baby pilot program designed to improve language development in the first

_Atlanta Heart Walk with American Heart Associate, World Sight Day 2017, among others,

Schedule H, Part VI, Line 6 - WHILE GRADY IS NOT LEGALLY AFFILIATED WITH THE EMORY HEALTHCARE SYSTEM, WE ARE THE

Schedule H (Form 990) 2017
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SCHEDULE | Grants and Other Assistance to Drﬁamzatlons, OMB No. 1545-0047
(Form 980) Governments, and Individuals in the United States

Complete if the organization answered “Yes" on Form 990, Part IV, line 21 or 22,
D o e iy B Attach to Form 980, Open to Public
Internal Revenue Service » Go to www.irs.gov/Form990 for the latest information, Inspectlon
Name of the organization Employer identitication number
GRADY MEMORIAL HOSPITAL CORPORATION 26-2037695

General Information on Grants and Assistance
1 Does the organization maintain records to substantiate the amount of the gran’rs or assistance, the grantees’ eligibility for the grants or assistance, and
the selection criteria used to award the grants or assistance? . . e v v v - v+ [fYes CONo
2 Descr\be in Part IV the organization’s procedures for monitoring the use of grant funds in the Unwted States
Grants and Other Assistance to Domestic Organizations and Domestic Governments. Complete if the organization answered “Yes” on Form
990, Part IV, line 21, for any recipient that received more than $5,000. Part || can be duplicated if additional space is needed.
1 (a) Name and address of organization {b) EIN {c) IRC section {d) Amount of cash | (e) Amount of non- |(fl Method of valuation {g} Description of {h) Purpose of grant

or government (if applicable) grant cash assistance  |1209K, Fg‘mesppralsal. noncash assistance or assistance

(1) Schl, Stmt1

(2)

3)

(4}

(5)

(6}

7

(8}

(9}

(10}

(a1

(12}

2  Enter total number of section 501(c)(3) and government organizations listed in the line 1table . . . . . . . . . . . . . . . . . .» 90
3  Enter total number of other organizations listed in the line 1 table > 0

For Paperwork Reduction Act Notice, see the Instructions for Form 990. Cat, No, 50055P Schedule | {Form 890) (2017}




Schedule | (Form 990) (2017}
T Grants and Other Assistance to Domestic Individuals. Complete if the organization answered “Yes® on Form 990, Part IV, line 22.

PUBLIC INSPECTION COPY

Page 2

Part |ll can be duplicated if additional space is needed.

(a) Type of grant or assistance

(b) Number of

recipients

{c) Amount of
cash grant

(d) Amount of
noncash assistance

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

(f} Description of noncash assistance

5

6

7
=Ll  Supplemental Information. Provide the information required in Part 1, line 2; Part [1l, column (b); and any other additional information.
Schedule |, Part |, Line 2 - THE AMOUNT OF THE GRANT GIVEN TO THE GRANTEE IS SUBSTANTIATED BY THE ACCOUNTING SYSTEM AND AUDITED ANNUALLY.

Schedule | (Form 990) (2017)
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Schedule |, Part IV, Statement 1 GRADY MEMORIAL HOSPITAL CORPORATION
Form: Schedule | (2017) EIN: 26-2037695
Page: 1 Part I, Line 1

Description of Grants and Other Assistance to Governments and Organizations in the United States

Recipient EIN Amt. of cash Amt. of non-
grant cash asst.

Name and address MOREHOQUSE SCHOOL OF MEDICINE 58-1438873 11,855,801
720 WESTVIEW DRIVE
ATLANTA, GA 30310

IRC code section 501 (C) (3)

Method of valuation

Desc. of Non-Cash Asst.

Purpose of grant RESIDENCY PROGRAM

Page: 1
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SCHEDULEJ Compensation Information

(Form 990) For certain Officers, Directors, Trustees, Key Employees, and Highest 2 @ 1 7
Compensated Employees

P Complete if the organization answered “Yes” on Form 990, Part IV, line 23.

| OMB No. 1545-0047

Open to Public

Department of the Treasury P B Attach to Form 990. X . 3
Internal Revenue Service P Go to www.irs.gov/Form9390 for instructions and the latest information. Inspectlon
Name of the organization Employer identification number
GRADY MEMORIAL HOSPITAL CORPORATION 26-2037695
Questions Regarding Compensation
Yes | No
1a Check the appropriate box(es) if the organization provided any of the following to or for a person listed on Form
990, Part VII, Section A, line 1a. Complete Part Ill to provide any relevant information regarding these items.
[ First-class or charter travel ] Housing allowance or residence for personal use
[ Travel for companions [ Payments for business use of personal residence
[ Tax indemnification and gross-up payments Health or social club dues or initiation fees
[] Discretionary spending account [ Perscnal 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 Il to
explain. . . . L L L L L L L L e e e e e s b |V
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
182 0 L L Lo e e e e s, 2 |V
3 Indicate which, if any, of the following the filing organization used to establish the compensation of the
organization's CEO/Executive Director. Check all that apply. Do not check any boxes for methods used by a
related organization to establish compensation of the CEOQ/Executive Director, but explain in Part IIl.
Compensation committee Written employment contract
Independent compensation consultant Compensation survey or study
[ Form 990 of other organizations Approval by the board or compensation committee
4  During the year, did any person listed on Form 890, Part VI, Section A, line 1a, with respect to the filing
organization or a related organization:
a Receive a severance payment or change-of-control payment? . . . e e e 4a | vV
b Participate in, or receive payment from, a supplemental nonqualified re‘clrement plan7 e e 4b | V
¢ Participate in, or receive payment from, an equity-based compensation arrangement? . . . . 4c v
If “Yes"” to any of lines 4a—c, list the persons and provide the applicable amounts for each item in Part III
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 1a, did the organization pay or accrue any
compensation contingent on the revenues of:
a Theorganization? . . . . . . . . . L L L Lo e e 5a v
b Any related organization? . . . 5b v
If “Yes” on line 5a or 5b, describe in Part III
6 For persons listed on Form 980, Part VII, Section A, line 1a, did the organization pay or accrue any
compensation contingent on the net earnings of:
a Theorganization? . . . . . . . . . . . . . . . . . . . . . . . ... . ... |ea v
b Any related organization? . . 6b v
If “Yes” on line 6a or 6b, descnbe in Part IH
7  For persons listed on Form 990, Part VI, Section A, line 1a, did the organization provide any nonfixed
payments not described on lines 5 and 67 If “Yes,” describeinPartill . . . . . . . . . . . . . 7 |V
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
o = g o | 8 v
9 If “Yes” on line 8, did the organization also follow the rebuttable presumption procedure described iri
Regulations section 53.4958-6(C)? . . . . . . . . . . e e, 9

For Paperwork Reduction Act Notice, see the Instructions for Form 990. Cat. No. 500537 Schedule J (Form 990) 2017
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Page 2

IEI I 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 VIl
Note: The sum of columns {B){i)iil) for each listed individual must equal the total amount of Form 990, Part VII, Section A, line 1a, applicable column (D) and (E) amounts for that individual.

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

(C) Retirement and (D) Nontaxable (E) Total of columns (F) Compensation
(A) Name and Tile @) Base (i) Bonus & incentive (iii) Other other deferred benefits B0} in colurnn (B) reported
compensatian compensation reportable compensation as deferred on prior
compensation Form 880
;gggl'[\)ﬂemup'im FACHE, 0] 1,075,609 464,816 35,998 10,800 12,255 1,599,478 0
) AND CEO p = ) 0 0 0 0 0
MARK MEYER, EXECVP/CFO | i 1,135,666 161,795 24,000 5,362 9,767 1,336,590 0
2 (i) 0 0 0 0 0 0 0
ROBERT JANSEN, EXEC VP [ 0] 503,435 184,600 23,998 10,800 14,973 737,808 0
4 CMO (iiy 0 0 0 0 0 0 0
PETER RHEE, SVP / CHIEF W 595,398 84,969 24,000 4,467 3,834 712,668 0
4 ACUTE CARE SURGERY i) = 5 i P o ) 0
RHONDA SCOTT, EXEC VP/ i) 467,465 142,740 22,256 13,758 15,625 661,844 0
500 i) 0 0 0 0 0 0 0
~ TIMOTHY JEFFERSON, EXEC VP| 452,195 137,655 23,270 23,427 13,497 650,044 0
o/ GENERAL COUNSEL i) = i o o o 0 0
"~ LINAGEORGE, EXEC VP ] {i) 362,504 157,525 24,000 5,388 9,111 558,528 0
, CHIEF HR OFFICER @ 5 = = o o 0 0
_&R'Imm\wm& EXECVPT W 324,367 161,720 24,000 10,800 13,207 534,004 0
8 (i) 0 0 0 0 0 0 0
~ BENJANMIN MCKEEBY, SVPTCIO| f) 328,311 148,578 18,000 10,800 12,719 518,408 0
9 (i) 0 1] 0 0 0 0 0
CRAIG TINDALL, SVP 7 0] 288,594 127,580 23,998 20,306 2,754 453,232 0
4o CLINICAL OPERATIONS i) g - o o o o 0
F*’:mf;f :rlfs?uﬁ' SVBT 0] 292,194 120,899 24,000 6,428 11,175 454,696 0
11 (i) 0 0 0 0 0 0 0
g;‘é;’égfb?\g;f CHIEF 0] 301,164 109,440 18,000 8,146 2,322 439,072 0
12 ER (i) 0 0 0 0 0 0 0
JACQUELINE HERD, EXEC VP T | fj) 293,207 75,495 24,000 10,800 16,244 419,746 0
13 CNO i} 0 0 0 0 0 0 0
{i
14 (i)
0]
15 (ii)
U]
16 (i)

Schedule J {Form 990) 2017
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Schedule J (Form 990) 2017 Page 3
EEldlll  Supplemental Information

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

Schedule J, Part |, Line 1a - CLUB DUES ARE PAID FOR EXECUTIVE VICE PRESIDENTS AND HIGHER FOR BUSINESS PURPOSES. IN 2017 GMHC PAID DUES FOR 6
EXECUTIVES, WITH NO PERSONAL USE REPORTED AS TAXABLE INCOME.

Schedule J, Part ], Line 4 - 2017 SEVERANCE PAYMENTS: MARK MEYER $734,000 LINE 4B EXECUTIVE STAFF PARTICIPATES IN 457F PLAN, NO PAYMENTS WERE MADE IN
2017,

Schedule J, Part |, Line 7 - DESCRIPTION OF NON-FIXED PAYMENTS: THERE WAS A FORMAL PLAN FOR SENIOR LEADERSHIP WITH SPECIFIC OBJECTIVES AND
PERCENTAGE PAYOUTS BASED ON ACCOMPLISHMENT OF THOSE OBJECTIVES. THE PLAN WAS APPROVED BY THE COMPENSATION COMMITTEE OF THE GMHC BOARD.

Schedule J (Form 990) 2017
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SCHEDULE L Transactions With Interested Persons |__OMB No. 1545-0047

(Form 990 or 990-EZ)| » Complete if the organization answered “Yes” on Form 990, Part IV, line 25a, 25h, 26, 27, 28a, 2 @ 1 7
28b, or 28¢, or Form 990-EZ, Part V, line 38a or 40b.

Department of the Treasury P- Attach to Form 990 or Form 990-EZ. Open To Public
Internal Revenue Service P Go to www.irs.gov/Form990 for instructions and the latest information. Inspection
Name of the organization Employer identification number

GRADY MEMORIAL HOSPITAL CORPORATION 26-2037695

Excess Benefit Transactions (section 501{c)(3), section 501(c){4), and 501(c){29) organizations only).
Complete if the organization answered “Yes"” on Form 990, Part IV, line 25a or 25b, or Form 990-EZ, Part V, line 40b.

(b) Relationship between disqualified person and
organization

(d) Corrected?
Yes | No

1 {a) Name of disqualified person

(1)
2
3)
(4
(5)
(6)
2  Enter the amount of tax incurred by the organization managers or disqualified persons during the year

undersection4958. . . . . . . . . . . . . . . s e w mow wmome o ow P B

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

(c) Description of transaction

Part 1l Loans to and/or From Interested Persons.
Complete if the organization answered “Yes” on Form 990-EZ, Part V, line 38a or Form 990, Part IV, line 26: or if the
organization reported an amount on Form 990, Part X, line 5, 6, or 22.

(a) Name of interasted person | (b) Relationship | (c) Purpose of (d) Loan to or () Original (f) Balance due (g} In default?| (h) Approved | (i) Written
with organization loan from the principal amount by board or | agreement?
organization? cemmittee?

To From Yes | No | Yes | No | Yes | No
(1) JOHN M HAUPERT _|CEO FORGIVABLE v 500,000 211,740 v | v v
(2
3
(@)
(5
(6)
@
{8)
{9)
(10)
Total . . . . . . . . . ... ... ... > 5 211,740

Grants or Assistance Benefiting Interested Persons.

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

{a) Name of interested person (b) Relationship between interested |{c) Amount of assistance {d) Type of assistance (€) Purpose of assistance
person and the organization

(1)
(2
3
{4)
{5)
(6)
(7
8
)
(10)
For Paperwork Reduction Act Notice, see the Instructions for Form 990 or 990-EZ. Cat. No. 50056A Schedule L (Form 990 or 990-E2) 2017
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Schedule L (Form 990 or 990-E7) 2017 Page 2
m Business Transactions Involving Interested Persons.
Complete if the organization answered “Yes" on Form 990, Part IV, line 28a, 28b, or 28c.
(a) Name of interested person [b) Relationship between (c) Amount of (d) Description of transaction (e) Sharing of
interested person and the transaction organization's
organization revenues?
Yes | No
(1)
(2)
3
(4)
(5)
(6)
7)
8
9
{10)
Supplemental Information
Provide additional information for responses to questions on Schedule L (see instructions).

Schedule L (Form 990 or 990-EZ) 2017
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Noncash Contributions

| OMB No. 1545-0047

(Form 990)

P- Complete if the organizations answered “Yes” on Form 990, Part [V, lines 29 or 30.

2017

Department of the Treasury > Attach to Form 990. Open to Public
Internal Revenue Service P> Go to www.irs.gov/Form990 for the latest information. Inspection
Name of the organization Employer identification number

GRADY MEMORIAL HOSPITAL CORPORATION

26-2037695

Types of Property

(@) (b) Noncash (ci!ntribuﬁon (d)
Check if | Number of contributions or Method of determining
applicable items contributed F dhouis reportedlon noncash contribution amounts
orm 290, Part VIIl, line 1g
1 Art—Works of art
2  Art—Historical treasures .
3  Art—Fractional interests .
4  Books and publications
5 Clothing and household
goods . g a
6 Cars and other vehicles
7 Boats and planes
8 Intellectual property
9  Securities—Publicly traded
10  Securities—Closely held stock .
11 Securities—Partnership, LLC,
or trust interests
12  Securities—Miscellaneous
13  Qualified conservation
contribution—Historic
structures . TR
14  Qualified conservation
contribution—0Other
15  Real estate—Residential .
16  Real estate—Commercial
17  Real estate—Other .
18  Collectibles o
19 Foodinventory . . . . . .
20 Drugs and medical supplies . . v 12 38,596,792 | COST
21 Taxidermy ;
22 Historical artifacts .
23  Scientific specimens
24  Archeological artifacts :
25 Other® ( )
26 Other» ( )
27 Other» (_ )
28 Other P |
29  Number of Forms 8283 received by the organization during the tax year for contributions for
which the organization completed Form 8283, Part IV, Donee Acknowledgement . . . . . 29
Yes| No
30a During the year, did the organization receive by contribution any property reported in Part |, lines 1 through
28, that it must hold for at least three years from the date of the initial contribution, and which isn't required
to be used for exempt purposes for the entire holding period? 30a v
b If “Yes," describe the arrangement in Part Il.
31 Does the organization have a gift acceptance policy that requires the review of any nonstandard
contributions? R N T N NN R R R I R R T | v
32a Does the organization hire or use third parties or related organizations to solicit, process, or sell noncash
contributions? ; 32a| v
b If “Yes,” describe in Part Il.
33  If the organization didn't report an amount in column (c) for a type of property for which column (a) is checked,

describe in Part Il.

For Paperwork Reduction Act Notice, see the Instructions for Form 990. Cat. No. 51227J Schedule M (Form 990) 2017
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Page 2

Supplemental Information. Provide the information required by Part I, lines 30b, 32b, and 33, and whether

the organization is reporting in Part |, column (b), the number of contributions, the number of items received,
or a combination of both. Also complete this part for any additional information.

Schedule M, Part |, Line 32b - NONCASH CONTRIBUTIONS ARE PROCESSED AND SOLICITED BY THE HENRY W GRADY HEALTH

SYSTEM FOUNDATION.

Schedule M (Form 990) 2017
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SCHEDULE O
(Form 990 or 990-EZ)

Supplemental Information to Form 990 or 990-E2

Complete to provide information for responses to specific questions on

Form 990 or 990-EZ or to provide any additional information.

Department of the Treasury
Internal Revenue Service

b Attach to Form 990 or 990-EZ.
P Go to www.irs.gov/Form990 for the latest information.

| OMB No. 1545-0047

2017

Open to Public

Inspection

Name of the organization
GRADY MEMORIAL HOSPITAL CORPORATION

Employer identification number
26-2037695

Form 990, Part VI, Section A, Line 3 - GMHC HAS CONTRACTED WITH CHILDREN'S HEALTHCARE OF ATLANTA (CHOA) TO MANAGE

OPERATIONS OF HUGHES SPALDING CHILDREN'S HOSPITAL. CHOA OVERSEES DAILY OPERATIONS.

AND FINANC_IAL STATEMENTS_{\RE POSTED ON THE WEBPAGE REFERENCED_QN FORM 990, PAGE 1, ITEM J.

Form 890, Part VII, Section A, Line 1a - EX OFFICIO NON-VOTING MEMBERS OF THE BOARD OF DIRECTORS: JOHN M. HAUPERT,

FACHE, VALERIE MONTGOMERY RICE, MD, VIKAS P. SUKHATME, MD ScD

Form 990, Part Xi, Line 9 -

INCREASE IN NET ASSETS CONSISTS OF CHANGES IN ASSET VALUATIONS AND INCREASE IN

DONATIONS PUT INTO SERVICE

Schedule B, Part | - 501(C)(3) ORGANIZATION

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

Cat. No. 51056K

Schedule O (Form 990 or 990-EZ) (2017}
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Schedule O, Statement 1 GRADY MEMORIAL HOSPITAL CORPORATION
Form: Form 990 (2017) EIN: 26-2037695
Page: 1 Part|, Line 1

Activity Or Mission Description

Description

CULTURALLY COMPETENT, ETHICAL, AND FISCALLY RESPONSIBLE MANNER. GRADY MAINTAINS ITS COMMITMENT TO THE
UNDERSERVED OF FULTON AND DEKALB COUNTIES WHILE ALSO PROVIDING CARE TO RESIDENTS OF METRO ATLANTA AND GEORGIA.
GRADY LEADS THROUGH CLINICAL EXCELLENCE, INNOVATIVE RESEARCH AND PROGRESSIVE MEDICAL EDUCATION AND TRAINING.

Page: 1
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Schedule O, Statement 2 GRADY MEMORIAL HOSPITAL CORPORATION
Form: Form 990 (2017) EIN: 26-2037695
Page: 2 Partil, Line 1

Mission Description

Description

PROVIDING CARE TO RESIDENTS OF METRO ATLANTA AND GEORGIA, GRADY LEADS THROUGH CLINICAL EXCELLENCE, INNOVATIVE
RESEARCH AND PROGRESSIVE MEDICAL EDUCATION AND TRAINING,

Page: 2
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Schedule O, Statement 3 GRADY MEMORIAL HOSPITAL CORPORATION
Ferm: Form 990 (2017) EIN: 26-2037695
Page: 2 Part lll, Line 4a

First Program Service Accomplishments Description

Description

RECEIVES SOME REIMBURSEMENT FROM FULTON AND DEKALB COUNTIES, MEDICAID, AND SOME FUNDING FROM THE STATE OF
GEORGIA'S INDIGENT CARE TRUST FUND (INCLUDING FEDERAL MATCHING FUNDS) TO HELP SUPPORT THE COSTS OF CARING FOR SO
MANY IN THE REGION. GRADY HAS BEEN AND CONTINUES TO BE SIGNIFICANTLY CHALLENGED BY THE FINANCIAL BURDEN OF
PROVIDING SO MUCH FREE CARE TO THE REGION.

Page: 3
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Schedule O, Statement 4 GRADY MEMORIAL HOSPITAL CORPORATION
Form: Form 990 (2017) EIN: 26-2037695
Page: 2 Part lll, Line 4c

Third Program Service Accomplishments Description

Description

GEORGIA, GRADY'S TEAM OF OVER 1300 PROFESSIONALS HANDLE MORE THAN 180,000 CALLS A YEAR. ADDITIONALLY, GRADY EMS
ALSC MANAGES A MOBILE INTEGRATED HEALTH CARE PROGRAM WHICH PROVIDES PRE AND POST HOSPITAL CARE TO CHECK UP ON
HIGH-RISK PATIENTS IN AREAS SUCH AS CHRONIC DISEASE MANAGEMENT, PREVENTATIVE OR POST-DISCHARGE FOLLOW UP CARE
AND MORE. THESE EFFORTS REDUCE THE STRAIN ON EMS SYSTEMS AND ERS AS WELL AS OFFERING INCREASED ACCESS TO CARE.
ALSO NOTABLE, GRADY EMS OPERATES ATLANTA'S LARGEST SPECIALIZED EVENT EMS DIVISION WHICH PROVIDES SUPPORT TO
EVENTS AT STADIUMS, CONCERTS, MARATHONS, AND FESTIVALS THROUGHOUT THE CITY OF ATLANTA.

Page: 4
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Schedule O, Statement 5 GRADY MEMORIAL HOSPITAL CORPORATION
Form: Form 990 (2017) EIN: 26-2037695
Page: 2 Part Ill, Line 4d
Other Program Services Accomplishments
Activity Description Expense Grants Revenue
Code
GRADY'S OTHER PROGRAMS INCLUDE NATIONALLY RECOGNIZED PROGRAMS IN 558,946,373 862,442,108

THE AREAS OF INFECTIOUS DISEASE, DIABETES, AND SICKLE CELL AS WELL AS
REGIONAL SERVICE FOR NEONATAL TRANSPORT, MATERNAL AND INFANT
PROJECT, CARDIOVASCULAR HEALTH, PSYCHOLOGY, BURN, CANCER AND
MARCUS STROKE AND NEUROSCIENCE CENTER. PRIMARY CARE SERVICES ARE
ALSO PROVIDED THROUGH HOSPITAL MAIN-CAMPUS DEPARTMENTS AND
NEIGHBORHOOD CLINICS.

Total: 558,946,373 0 862,442,108

Page: 5
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SCHEDULER
(Form 990)

Related Organizations and Unrelated Partnerships

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

Department of the Treasury
Internal Revenue Service

b Attach to Form 990.
P Go to www.irs.gov/Form990 for instructions and the latest information.

Name of the organization

GRADY MEMORIAL HOSPITAL CORPORATION

Employer

OMB No. 1545-0047

Open to Public
Inspection
identification number

26-2037695

Identification of Disregarded Entities. Complete if the organization answered “Yes” on Form 990, Part IV, line 33.

(a)
Name, address, and EIN {if applicable) of disregarded entity

()

[c)
Legal domicile (state

{d}
Total income

(el ]
Primary activity End-of-year assets Direct controlling
or foreign country) entity
{1) GRADY EMS LLC (81-4571957) EMERGENCY GA 0 0] GRADY
80 JESSE HILL JUNIOR DRIVE SE, ATLANTA, GA 30303 TRANSPORTATION MEMORIAL
(2)

(3)

)

(]

(6)

one or more related tax-exempt organizations during the tax year.

Identification of Related Tax-Exempt Organizations. Complete if the organization answered “Yes” on Form 890, Part IV, line 34, because it had

{a}
Name, address, and EIN of related organization

(b)

(c)
Legal domicile (state

(d)

(e}

(g)
Primary activity Exempt Code section | Public charity status Direct controlling | Section 512(bj(13)
or foreign country) (if section 501{c)(3)} entity controlied
entity?

Yes | No

(1) HENRY W GRADY HEALTH SYSTEM FOUNDATION (58-2130437) | HEALTH CARE GA 501(C) (3} 1 N/A

191 PEACHTREE STREET Suite 820, ATLANTA, GA 30303 ¢

{2) GRADY HEALTH RESOURCES INC (47-2922502) NMTC GA 501 (C) (2) NA GMHC

80 JESSE HILL DRIVE SE, ATLANTA, GA 30303 4

(3). GRADY WIC INC (82-1799158) NMTC GA 501 (C) (2) NA GMHC v

80 JESSE HILL JR DR SE, ATLANTA, GA 30303

4

()

(8}

U]

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

Cat. No. 50135Y

Schedule R (Form 990) 2017
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Schedule R (Form 990) 2017 Page 2
[Partilll] 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.
(a) (b) {c) (d) (e) (g} (h) 0] (k)
Name, address, and EIN of Primary activity Legal Direct controlling Predominant Share of total | Share of end-of- | Disprapertionate|  Code V—UBI General or | Percentage
related organization domicile entity income (related, income year assets alocations? | amountin box 20 | managing | ownership
(state or exl::mgleaéei?c'um of Schedule K-1 partner?
foreign i (Form 1065)
country) sections 512—514)
Yes | No Yes | No
)
(2)
@)
()
(5)
(6}
(7)

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 cne or more related organizations treated as a corporation or trust during the tax year.

(a) (b} (e} (d) e} U} (9) (h) (0]
Name, address, and EIN of related organization Primary activity Legal domicile Direct controlling Type of entity Share of total Share of Percentage | Section 512(b)(13)
[state or foreign country) entity (G corp, S corp, or trust) income end-of-year assets | ownership cc;?llri?;lae‘d
Yes | No

(1) RELIANT EMERGENCY SPECIALTIES (47-139784 AUTO REPAIR & GA GMHC c -364,385 1,466,041 100% y

745 MEMORIAL DR SE, ATLANTA, GA 30316 MAINTENAINCE

@

()}

(4)

©

(6)

144]

Schedule R {Form 990) 2017
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Schedule R (Form 990) 2017 Page 3
Transactions With Related Organizations. Complete if the organization answered “Yes” on Form 980, Part IV, line 34, 35b, or 36.

Note: Complete line 1 if any entity is listed in Parts 1, Ill, 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 Il-IvV?
a Receipt of {i) interest, (i) annuities, (iii) royalties, or {iv) rent from a controlled entity ia v
b Gift, grant, or capital contribution to related organization(s) 1b v
c Gift, grant, or capital contribution from related organization(s) ic | v
d Loans or loan guarantees to or for related organization(s) id | v
e Loans or loan guarantees by related organization(s) . 1ie v
f Dividends from related organization(s) 1f v
g Sale of assets to related organization(s) . 1g v
h Purchase of assets from related organization(s) 1h v
i Exchange of assets with related organization{s) 1i v
j Lease of facilities, equipment, or other assets to related organlzatlon(s) 1 | v
k Lease of facilities, equipment, or other assets from related organization(s) . ; ik | v
I Performance of services or membership or fundraising solicitations for related organlzaﬂon( e 1l v
m Performance of services or membership or fundraising solicitations by related organization(s) im|
n Sharing of facilities, equipment, mailing lists, or other assets with related organization(s) . in v
o Sharing of paid employees with related organization(s) . 1o | v
p Reimbursement paid to related organization(s) for expenses 1p 4
q Reimbursement paid by related organization(s) for expenses . 1q v
r  Other transfer of cash or property to related organization(s) 1r v
s Other transfer of cash or property from related organization(s) 1s v

2 If the answer to any of the above is “Yes,” see the instructions for information on who must comp[ete this Ilne mc!udmg covered relahonshrps and transaction thresholds.

{a) (b} (c} (d)
Name of related organization Transaction Amount involved Method of determining amount involved
type (a—s)

HENRY W GRADY HEALTH SYSTEM FOUNDATION 3 22,547,268 FMV

1
HENRY W GRADY HEALTH SYSTEMF DATI m 2,080,218 FMV

2)
RELTANT EMERGENCY SPECIALTIES d 1,882,844 FMV

3)
RELIANT EMERGENCY SPECIALTIES [5] 44,648 FMV

(4)
GRADY HEALTH RESOURCES INC f 1,365,656 FMV

{6)

(Continued on Schedule R, Part VI, Statement 1)

Schedule R (Form 990) 2017
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Schedule R (Form 990) 2017 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 mare 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) (c) () (e) ] {a) W] (i} ] ]
MName, 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? | amountin box 20 | managing | ownership
country} unrelated, excluded |  501(ci(3} assets of Schedule K-1 partner?
from tax under organizations? (Form 1065)
sections 512—514)

Yes | No Yes| No Yes | No

1)

(¢}

{3)

{4)

{6)

Y|

(8

{9

(10}

11

(12)

13)

(14}

(15}

(16)

Schedule R (Form 990) 2017
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Schedule R (Form 990) 2017 Page 5

Part Vil Supplemental Information.
Provide additional information for responses to questions on Schedule R. See instructions.

Schedule R (Form 990) 2017
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Schedule R, Part VII, Statement 1 GRADY MEMORIAL HOSPITAL CORPORATION
Form: Schedule R (2017) EIN: 26-2037695
Page: 3 Part V, Line 2

Description of Covered Relationships and Transaction Thresholds

Amt. involved

Name GRADY HEALTH RESCURCES INC 595,472
Transaction type k
Method of determining amt. involved

Name GRADY WIC INC 242,333
Transaction type j
Method of determining amt. involved FMV

Name GRADY WIC INC 193,000
Transaction type k
Method of determining amt. involved FMV

Page: 1



