IRS Form 990

Attached is the 2017 IRS Form 990




47010

rom 390

Return of Organization Exempt From Income Tax
Under section 501(c), 527, or 4947(a}(1) of the Internal Revenue Code {except private foundations)
B Do not enter social security numbers on this form as it may be made public.

OMB No. 1545-0047

2017

Depariment of lhe Treasury
Intemal Revenue Servica

P Go to wwwiirs.goviForm390 for instructions and the latest infermation,

 Open to Public
~nspection =

A For the 2017 calendar year, or tax year beginning 1 C/01/17  and ending 0 9/30/18

C Name of organization

B Check if applicable:

Address changg™

LD Employer identification number

g

..

§ Y
SP=25 04T

D Name change %‘““’z i ), box f mail 1s r‘% Exfelephode Bumbed 3
[ ] witet retum 5 ‘Street = 046826411
] =2

Fingl retum/ Cily or lown, state or province, country, and ZiP or foreign postaftode
terrminated .

D : Monticello GA 31064-1258 G Gross receipls § 15,222,954
Amerded relom F Name and address of principal officer

D Application pending Jan Gaston

Monticello

898 College Street

Hia) Is this a group return for subordinales? D Yes No

H{b} Are all subordinates included? D Yes D No
if "No," attach a fist. {see inslructions}

GA 31064

| Tax-exempt stalus:

Eﬂ 501(c)(3) ﬂ s01e)  (

) 4 {insert ne.)

r—l 49497{a)(1) or [—l 527

) website: B WWW. jaspermemorialhogpital.org

H{c) Group exemption number P

K Form of organization: m Comporation '_l Trust ﬂ Asseciation I_l Other B>

I L Year of formation:. 1 S99 l M State of legal domicile: GA

“Partl . Summary
1 Briefly describe the organization’s mission or most significant acfivites: T
g . To provide high quality healthcare and health education services to the . ...
§ . Citizens of Jasper County. The Hospital is designed as a critical access . ... ... ..
§ . hospital and the Nursing Home as a skilled long-term care facility. .. ...
g 2 Check this box b if the organization disconfinued its operations or disposed of more than 25% of its net assets.
s | 3 Number of voting members of the governing body (Part Vi, dine 1) 3 3
@ { 4 Number of independent voting members of the goveming body (Part VI, line 1b) 4 3
€1 5 Total number of individuals employed in calendar year 2017 (PartV, fine 2a) ... 5 | 193
5| 6 “Total number of voluneers (stimte fnecossary) 5| 4
7a Total unrelated business revenue from Part VIll, column (G), ine 12 7a 51
b Net unrefated business faxable income fromFerm 990-T, fine 34 ... ... . ... ..o iiniiiinnienns 7b 0
Prior Year Current Year
o | 8 Contributions and grants (Part VIIL line h) | ... 373,754 1,365,079
2| 9 Program service revenue (Part VI line 20) ... 9,584,044 10,387,291
2 | 10 Investment income (Part VIII, column (A), lines 3, 4,and 7d) 240,970 337,188
& | 41 Other revenue (Part VIil, column (A), lines 5, 6d, 8¢, 9¢, 10c, and 1te) 103,549 108,364
12 Total revenue — add lines 8 thraugh 11 (must equal Part Vi, column (A), line 12) ... 10,302,317 12,197,922
13 Granis and similar amounts paid (Part IX, column (A), lines 1-3) 40,710
14 Benefits paid to or for members (Part IX, column (A}, lime 4) G
g | 15 Salarles, other compensation, employee benefits (Part IX, column (A), lines 5-10) 6,147,546 6,746,840
@ | 16a Professional fundraising fees (Part IX, column (A), line 11g) 0
8 b Total fundraising expenses (Part IX, column (D), line 28)» L
G| 17 other expenses (Part IX, column (A), lines 11a~11d, 11f-24e) 4,716,764 4,657,310
18 Total expenses. Add lines 13-17 (must equal Part IX, column (A), line 25) 10,864,310 11,444,860
19 Revenue less expenses. Subtract ling 18 fromiline 12 . oo -561,993 753,062
54 Beginning of Curment Year End of Year
28 20 Total assets (PartX, line 18) ..o 6,896,609 8,040,757
3| 21 Totai labiltes (Part X, e 26) 1,829,707] 2,180,937
Z5| 22 Net asseis or fund balances. Subtract line 21 fromline 20 . o 5,066,902 5,859,820
“Partll::  Signature Block

Under penalties of perjury, 1 dectare that | have examined this return, including accompanying schedules and statements, and to the best of my knowledge and belief, it is
true, correct, and complate. Declaration of preparer {other than officer) is based on all information of which preparer has any knowledge.

Sign ’ Signature of officer l Date
Here } Jan Gaston Administrator
Type or print name and litle
PrintType preparers name Preparer's signalure Date Check I:[ if | PTIN
Paid Jacqueline G. Atkins sefiemployed | P00861721
Preparer | . .me » Draffin & Tucgker LLP Fms ENY  58-0914992
Use Only PO Box 71309
' Fim's addess »  Albany, GA 31708-1309 Preneno.  229-883-7878

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

E(-I Yes f—l No

For Paperwork Reduction Act Notice, see the separate instructions.
DAA

Form 990 2017




47010

Form 990 (2017) Jasper Health Serviges Inc. 58-2510435 Page 2
“Partlll:  Staterment of Program Service Accomplishments
Check if Schedule O contains a response or note to any lineinthis Part Il ... ... s

1 Briefly describe the organization's mission:

B B = % © o t*’?’k? ks __.’”?%f ”: = =
ake any significant program services diring the year which were not fisted on the

prior Form 990 or 990-E72
if "Yes," describe these new services on Schedule O.

3 Did the crganization cease conducting, or make significant changes in how it conducts, any program
SeWICBS7 ................................................................................................................................
if "Yes," describe these changes on Schedule O,

4 Describe the organization's program service accomplishments for each of its three largest program services, as measured by
expenses. Secfion 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.

4d Other program services {Describe in Schedule O.)
(Expenses § including grants of $ } (Revenue $ )
4e Total program service expenses P 8,898,084
DAA Fom 990 (2017




47010

Form 890 (2017) Jasper Health Services Inc. 58-2510435

Page 3

“Part IV Checklist of Required Schedules

10

"

12a

13
14a

15

16

17

18

19

s the organization described in section 501{c}(3} or 4947(a)(1) {other than a private foundation)? If "Yes,"”
complete Schedule A
Is the of amzahon requ:‘ ed to Eomplete Schedulé B, Schedule of Contnbutors (see instriictions)?
Did the & gamiatzon _cé’ml“&anfz%g 3 ar
cand|datgs for pﬁb' ______
Section 501{c}(3) organizations. Did the organlzatnon engage lrélobbymg actlvmes or have a section 50?(h)
election in effect during the tax year? if "Yes," complete Schedufe C, Part It .
Is the organization a section 501(c}4), 501(c)(5), or 501(c)(B} organization that receives membership dues,

assessments, or similar amounts as defined in Revenue Procedure 88-197 If "Yes," complete Schedule C,

Parr !” ...................................................................................................................................
Did the organization maintain any donor advised funds or any similar funds or accounts for which donors

have the right to pravide advice on the distribution or investment of amounts in such funds or accounts? if

“Yes,” complete Schedule D, Partl
Did the organization receive or hold a conservation easement, including easements to preserve open space,

the environment, historic land areas, ot historic structures? If "Yes,” complete Schedule D, Pert Il ...
Did the organization maintain collections of works of art, historical treasures, or other similar assets? if "Yes,”

compiete Schedule D, Part I
Did the erganization report an amount in Part X, line 21, for escrow or custedial 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
Did the organization, directly or through a related organization, hold assets in temporarily restricted

endowments, permanent endowments, or guasi-endowments? if “Yes,” complete Schedule D, Part V' .
if the organization's answer to any of the following questions is "Yes,” then complete Schedule D, Parts Wi,

VI, VI, 1X, or X as applicable.

Did the organization report an amount for land, buildings, and equipment in Part X, line 107 If "Yes,"

complete Schedule D, Part VI
Did the organization report an amount for investments—other securities in Part X, line 12 that is 5% or more

of its total assets reported in Part X, line 167 If "Yes,” complete Schedule D, Part VIl .
Did the organization report an amount for investments—program related in Part X, line 13 that Is 5% or more

of its total assets reported in Part X, line 167 if “Yes,” complete Schedule D, Part VIl
Did the organization repor an amount fer other assets in Part X, line 15 that is 6% or more of its total assets

reported in Part X, line 167 If "Yes,"” complete Schedule D, Part IX'
Did the organization report an amount for other liabilities in Part X, line 257 If "Yes," complete Schedule D, Part X
Did the organization's separate or consolidated financial statements for the tax year inciude a footnote that addresses

the organization’s liability for uncertain tax positions under FIN 48 (ASC 740)7 if "Yes,” complefe Scheduie D, Part X
Did the organization obtain separate, independent audited financial statements for the tax year? if "Yes,” complete
Schedule D, Parts X1 and Xl
Was the organization included in consoiidated, independent audited financial statements for the tax year? If
"es," and if the organization answered "No” fo line 12a, then completing Schedule D, Parts X! and Xl is opfional
Is the organization a school described in section 170(B)(1)AN)? I “Yes,” complete Schedule E
Did the erganizatien maintain an office, employees, or agents outside of the United States? ...
Did the organization have aggregate revenues or expenses of more than $10,000 from grantmaking,

fundraising, business, investment, and program service activities outside the United States, or aggregate

foreign investments valued at $100,000 or more? If “Yes,” complefe Schedule F, Parts land IV .
Did the organization report on Part IX, column (A), line 3, more than $5,000 of grants or other assistance fo or

for any foreign organization? If "Yes,” complefe Schedule F, Parts tand IV
Did the organization teport on Part X, colurmn (A), fine 3, more than $5,000 of aggregate granis or other

assistance to or for foreign individuals? if “Yes,” complete Schedule F, Parts Wt and V.
Did the organization report a total of more than $15,000 of expenses for professional fundraising services on

Part IX, celumn {A}, lines 6 and 11e? if “Yes,” complele Schedule G, Part [ {see instructions) . .. ...
Did the organization report more than $15,000 total of fundraising event gross income and contributions on

Part VL, lines 1c and 8a? Jf "Yes," complete Schedule G, Partlf
Bid the organization report more than $15,000 of gross income from gaming activities on Part Vill, line 8a?

if "Yes," complete Schedule G, Parf il . .. oo i

Yes

No

4 [ X

5 X
6 X
7 X
8 X
] X

11a

11b

11c

11d

11e

11f

12a

12b

13

14a

b e e

14b

15

16

17

18

b P SR b I ]

19

X

DAA

Form 990 2017
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Form 990 (2017 Jasper Health Services [nc. 58-25104£35

Page 4

“Part V. Checklist of Required Schedules (continued)

20a
b

21

22

23

24a

2Ba

26

27

28

29
30

3

32

33

34

35z

36

37

a8

Did the crganization cperate one or more hospital facilities? if “Yes,” complete Schedufe H oo
If “Yes” to line 20a, did the organization attach a copy of its audited financial statements to this return? ... ...,
Did the %rgamzatlon repbrt mofe than $5 000 of 'rants or other assistance to any dorpestic crgamzatmn or
domestic.gavstnmen I Eﬂmm(A) llnl" 1§’h‘ vd Tplety S !@%Pa B ahdm
Did the lrgamza%l e g 8 f i

Part IX, column (A), line 27 If “Yes,” compn'ete Schedule ! Paris igand i
Did the organization answer “Yes" to Part VII, Section A, line 3, 4, or 5 about compensation of the

arganization's current and former officers, directors, trustees, key employees, and highest compensated

employees? If "Yes," complete Schedule J
Did the organization have a tax-exempt bond issue with an outstanding principal amount of more than

$100,000 as of the last day of the year, that was issued after December 31, 20027 If “Yes,” answer fines 24b

through 24d and complele Schedule K. If "No,"go fo line 288
Did the organization invest any proceeds of tax-exempt bonds beyond a temporary period exception? .
Did the organization maintain an escrow account other than a refunding escrow at any time during the year

to defease any tax-eXempt DORAST
Did the organization act as an “on behalf of' issuer for bonds outstanding at any time during the year? L.
Section 501(c)(3), 501(c)(4), and 601(c)(29) organizations. Did the organization engage in an excess benefit

transaction with a disqualified person during the year? If “Yes,” complele Schedule L, Parti ...
is the organization aware that it engaged in an excess benefit transaction with a disqualified person in a prior

year, and that the transaction has not been reported on any of the organization's prior Farms 990 or 990-EZ7

If "Yes," complete Schedule L, Part ]
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, directars, trustees, key employees, highest compensated employees, or

disqualified persons? If “Yes," complete Schedule L, Part Il |
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, of to a 35% controlled

entity or family member of any of these persons? if “Yes,” complete Schedule LoPart il
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 officar, director, trustee, or key employee? if "Yes," complate Scheduls L, Part IV
A family member of a current or former officer, director, trustee, or key employee? If "Yes,” complate

5

was an officer, director, trustee, or direct or indirect owner? i “Yes,” complete Schedufe L, Part IV
Did the organization receive more than $25,000 in non-cash contributions? ¥ “Yes,” complete Schedule M
Did the arganization receive centributions of art, historical treasures, or other simitar assets, or qualified
conservation contributions? if “Yes,” complete Schedule M
Did the organization liquidate, terminate, or dissolve and cease operations? if “Yes,” complete Schedule N,

F’am'

complefe Schedule N, Part Il e
Did the organization own 100% of an entity disregarded as separate from the organization under Regulations

sections 301.7701-2 and 301.7701-37 If “Yes,” complete Schedule R, Part |
Was the organization related to any tax-exempt or taxable entity? Jf “Yes,” complete Schedule R, Part I, fif,

OV, and Part Ve 1 e
Did the organization have a controlled entity within the meaning of section S12(0)(13)7 . ...
I "Yes" to line 35a, did the organization receive any payment from or engage in any transaction with a
controlled entity within the meaning of section 512(b)(13)7 If “Yes,” complete Schedule R, Part V, line 2
Section 501{c){3} organizations. Did the organization make any {ransfers to an exempt non-charitable
related organization? f “Yes,” complete Schedule R, Part V, ine 2 ..l
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, " compiete Schedule R,

Part v!

No
X
23 | X
24a X
24h
24c
24d
252 X
25b X
26 X

28a

28b

28c

29

30

31

32

33

34

35a

o2 SR R b b o [ T [ b S SR [+

35b

36

37

38

X

DAA

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

fFerm 990 (2017)
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Form 590 (2017) Jasper Health Services Inc. 58-2510435

:PartV Statements Regarding Other IRS Filings and Tax Compliance
Check if Schedule O contains a response or note to any lineinthisPanV . .. .. . ...

1a

3a

4a

5a

6a

Enter the number reported in Box 3 of Form 1096. Enter -O- if not applicable
Enter th"“”fa”&”mber of Fo 5 W2Gtincluded in ling ta. Enter -0- if not apphcable 3y
g ggi% [ %asﬁwﬂhheldlng; or T
reportab!e gammgh,( am ling} Winhirgs I8 prize winpersZ s
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

If at least one is reported on line 2a, did the organization file all reguired federal employment tax returns?
Note. If the sum of lines 1a and 2a is greater than 250, you may be required to e-file {see instructions)

Did the organization have unrelated business gross income of $1,000 or more during the year?
If “Yes,” has it filed @ Form 990-T for this year? If “No" to line 3b, provide an explanation in Schedule O

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 fingncial

See instructions for filing requirements fer FINCEN Form 114, Report of Foreign Bank and Financiaf Accounts
{FBAR).

Was the organization a party to a prohibited tax shelter transaction at any time during the tax year? .
Did any taxable party notify the organization that it was or is a parly to a prohibited tax sheiter transaction?
If “Yes" to line 5a or 5b, did the crganization file Form 8886-T?
Does the organization have annual gross receipts that are normally greater than $100,000, and did the

organization soficit any confributions that were not tax deduclible as charitable centributions?
If “Yes,” did the organization include with every solicitation an express statement that such contributions or

gifts were not tax deductibie?

5a X:

5h )8
5c
6a X

7  Organizations that may receive deductibie contributions under section 170(c).
a Did the organization receive a payment in excess of $75 made partly as a contribution and partly for goods
and services provided to the payor?
b If “Yes," did the organization notify the donor of the value of the goods or services provided? ...
¢ Did the organization sell, exchange, or otherwise dispose of tangible personal property for which it was
required to file FOMm 82827
d f"Yes," indicate the number of Forms 8282 flled during the year 7d
e Did the organization receive any funds, directly or indirectly, to pay premiums on a personal benefit contract?
f Did the organization, during the year, pay premiums, directly or indirectly, on a personal benefit contract?
g If the organization received a contributien of qualified intellectual property, did the organization file Form 8889 as required?
h If the organization received a contribution of cars, boats, airplanes, or other vehicles, did the organization file a Form 1098-C?
8 Sponsoring organizations maintaining donor advised funds. Did a donor advised fund maintained by the
spensoring organization have excess business holdings at any time during the year? L.
9 Sponsoring organizations maintaining donor advised funds.
a Did the sponsoring arganization make any taxable distributions under section 49662
b Did the sponsoring organization make a distribution to a donor, donor advisor, or related person?
10 Section 501{c){7) organizations. Enter:
a Initiation fees and capital contributions included on Part VIII, ine 12 10a
b Gross receipts, included on Form 880, Part VIII, line 12, for public use of club facilties 10b
41  Section 501(c}{(12} organizations. Enfer:
a Gross income from members or sharehelders .. 11a
b Gross income from other sources (Do not net amounts due or paid to other sources
against amounts due or received from them.) 11b :
12a Section 4947(a)(1) non-exempt charitable trusts. Is the organization filing Form 890 in lieu of Form 10417 12a
b If “Yes,” enter the armount of tax-exempt interest received or accrued during the year .. ... ..., | 12b
13 Section 501(c)(29) quaiified 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 en Schedule O. .
b Enter the amount of reserves the organization is required to maintain by the states in which
the organization is licensed to issue qualified health plans 13k
c Enter the amount Of reserves on hand ................................................................ 130 : " :
‘14a Did the organization receive any payments for indoor tanning services during the tax year? 14a X
b 1f"Yes" has it filed a Form 720 to report these payments? if "No,” provide an explanation in Schedule O ... ... ... ................. 14h

DAA

Form 990 (017}




47010

Form 990 (2017) Jasper Health Serviceg Inc. 58-2510435 Page &
‘PartVl  Governance, Management, and Disclosure For each "Yes" response to lines 2 through 7b befow, and for a "No”
response o line 8a, 8b, or 10b below, describe the circumstances, processes, or changes in Schedule 0. See instructions.

Check if Schedule O contains 2 response or note to any lineinthis Part VI 0 X
Section A. Body and Management

1a

committee, explain in Schedule O, ‘
b Enter the number of voting members included in line 1a, above, who are independent ...
2 Did any officer, directer, trustee, or key employee have a family relationship or a business relationship with

o | [ |
sl

any other officer, directar, trustee, or key employee? 2
3 Did the crganization delegate control over management duties customarily performed by or under the direct
supervision of officers, directors, or trustees, or key employees to a management company of other person? .
4  Did the organization make any significant changes to its governing documents since the prior Form 890 was filed? .
5 Did the organization become aware during the year of a significant diversion of the orgenization's assets? .
6 Did the organization have members of stockholders? .o X
7a Did the organization have members, stockholders, or other persons who had the power to elect or appoint
one or more members of the governing body? 7a | X
b Are any governance decisions of the organization reserved to (or subject to approval by) members,
stockhalders, or persons other than the governing body? L X
8  Did the arganization contemporaneously document the meetings held or written actions undertaken during the year by the foliowing:
@ The GOVBINING DOAY? e X
b Each committee with authority to act on behalf of the govaming body? gb | X
9 Is there any officer, director, trustee, or key employee listed in Part VI, Section A, who cannot be reached at
the organization's mailing address? if “Yes,” provide the nares and addressesin Schedule O ... ... ... i 9 X
Section B. Palicies (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 afffiates? 10z X

D If “Yes,” did the organization have written policies and procedures goveming the activities of such chapters,
affiliates, and branches to ensure their operations are consistent with the organization's exernpt purposes? ..........................

11a Has the organization provided a complete copy of this Form 990 to all members of its governing body hefore filing the form? X
b Describe in Schedule O the process, if any, used by the organization to review this Form 990. o
12a Did the organization have a written conflict of interest policy? if ‘No,"ga foline 13 X
b Were officers, directors, or frustees, and key employees required to disclose annually interests ihat could give rise to conflicts? | 12b X
¢ Did the organization regularly and consistently monitor and enforce compliance with the policy? If “Yes,”
descnbe fn Schedule O hOW this WaS done ............................................................................................. 126 X
13 Did the organization have a written whistleblower policy? ...l 13 | X
14  Did the organization have a written document retention and destruction policy? 14 | X

15  Did the process for determining compensation of the following persons include a review and approval by
independent persens, comparability data, and contemporaneous substantiation of the deliberation and decision? s
a The organization's CEQ, Executive Director, or top management official 15a| X

b Other afficers o key employees of the organization 15b X
If "Yes” to line 15a or 15b, describe the process in Schedule O (see instructions). :
16a Did the organization invest in, contribute assets to, or participate in a joint veniure or similar arangement

with a taxable entity during the year? 16a X

b If “Yes,” did the organization follow a written poiicy 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 regpect to such ATANGEMENIST .. i i i 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 arganization to make its Forms 1023 (or 1024 if applicable), 990, and 990-T (Secticn 501{c)(3)s only)
available for public inspection. Indicate how you made these available. Check all that apply.
i:l Cwn website El Ancther's website Upon request Other (explain in Schedule O)
49  Describe in Schedule O whether (and if se, 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 passesses the organization's books and records: »
Jan Gaston ' 898 College Street
Monticello GA 31064 706-468-6411

DAA Form 990 o1y
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Form 990 (2017) Jasper Health Services Inc. 58-2510435

Page 7

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

compensation “Enter -0%H cdli“']""m*’"ﬁs (D)3 (E¥=and (F) if-ho‘compersation Was paid.

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

e List the organization's five current highest compensated employees {other than an officer, director, trustee, or key employee)
who received reportable compensation {Box 5 of Form W-2 and/or Box 7 of Form 1089-MISC) of more than $100,000 from the
organization and any related crganizations.

& List all of the organization’s former officers, key employees, and highest compensated employsss 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

organizaticn, more than $10,000 of reportable compensation from the organization and any refated organizations.
List persons in the following order: individual trustees or dirsctors; institutional frustees; officers; key employees; highest
compensated employees; and former such persons.

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

{A} B8 (<) {D) (E) (F)
Neme and Title Average Position Reportable Repontabie Estimated
hours per {do not check more than cne compensation compansation from amount of
wesk box, unless pesson is both an from related other
(list any officer and a direclorftrustea) the organizations compensation
hours for a5 s To = T8ElT organization (W21 082-MISC) from the
related 22l 2|22 |3E|§ (W-21093-MISC) organizalion
orgarizaons |3 & | & g g I8 % and refaled
below dotted 8‘ 5 % 12; & g -‘ organizalions
fne) g é 3 §
; :
MAlison Hildebrant
[SSUUIREUUURURRUUUUURRURPOY RS 1.00
Chairman 0.00 1 X X 0 0
(2 David Leach
200
Member 0.00 [X 0 0
@ Rubye Griggs
SRR RUUIUPRURRRRIRRTY DU 1.00
Member 0.00 | X 0 0
#HMichael Vaughn
U RUURUU RS UTUURRURRRRROTN RO 1.00
Member (resign 5/18) 0.00 | X 0 0
() Phyllis Parks-Veal
e 1.00
Member {(resign 4/18) 0.00 | X 0 0
) Jan Gaston
U ITURTIRUORRURURPPURRONY B0 40.00
Administrator 0.00 X 127,194 20,127
(0 Stuart Abney
TR TSR RURPRPURRRONY DO 40.00
Controller 0.00 X 102,081 11,457
@ Nataliya Kubasovya, MD
e 40.00
Physician 0.00 X 271,283 10,024
(9 Ashley Nordstrom
ISSUTUIRUTUSUUURURURRURORY Y 40.00
Phy3101an Assistant 0.00 X 125,520 19,736
(1)Robert Cumbie
e 40.00
Pharmacist 0,00 X 112,879 24,7¢7
N Elizabeth Wood
SSUUTURTRURURURRUIORUPIY RO 40.00
Physician Assistant 0.00 X 105,080 13,437

DAA

Form 990 zo17)




47010

Form 990 (2017) Jasper Health Services Inc. 58-2510435 Page 8
Part VIl Section A. Officers, Directors, Trustees, Key Employees, and Highest Compensated Employees (continued)
(A 8 (<) (D) () {F
Nams and title Average Position Reportable Reportable Estimated
hours per {do not check more than one compensation compensation from amotnt of
waek box, unless person is bolh an from related other
{list any officer and a directorirustae) the organizalions compensation
hours for = organization (W-2/10383-MISC) from the
g (W-2I10%9MLSC) = organizalion
3 . wand refated
El BE |- : &%%‘;nfgalions
o6 : E 2
g e
1b Sub-total ... »> 844,037 59,548
c Total from continuation sheets to Part VI, Section A ... ... . >
d Total{add lines1band 16) .. .. \oooioioieieeeiiieeneee... > 844,037 99,548
2 Total number of individuals (including but not limited to those listed above) who received more than $100,000 of
reportable compensation from the organization P

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

4  For any individual listed on line 1a, is the sum of reportable compensation and other compensation from the
organization and related organizations greater than $150,000? If “Yes,” compiete Schedufe J for such

individual

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

Yes[Wo

Section B. Independent Contractors

1 Complete this table for your five highest compensated independent contractars that received more than $100,000 of
compensation from the organization. Report compensation for the calendar year ending with or within the organization’s tax year.

Name and bctﬁ;)mess address Desc:iptio(rﬂ)f SEIVICRS Comp(gn)salion
United Emergency Services Inc P O Bgx €77979
Dallas TX 75267-7979% ER Physicians 480,311
Enduracare Acute Care Svecs LLC P O Bgxr 654072
Dallas TX 75265-4072| Therapy staff 271,322
Progressive Medical Group LLC P O Bgx 1075
Covington GA 30015 Hospitalists 195,979

2 Total number of independent contractors {including but net limited to those listed above) who
received more than $100,000 of compensation from the organization P 3

DAA

. Form 990 (2017)‘
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Form 990 (2017) Jasper Health Services Inc.

58-2510435

‘Part Vil

Statement of Revenue

se or note t

o any line in this Part VIl

_C_h_eck if Schedule O contains a respon

(A)
Total revenue

{B)

Relaled or
exempt
funclion
revenue

(©)
Unrelstad
business
revenue

()

Revenue
excluded from fax
under sections
512-514

By
CE
gé b Membership' dug:
7t} © Fundraising events )
gé d Related organizations
2“_‘% e Govemmen! grants (contrbubons) [ 1e 633,229
©,] T Al other conlibutions, gifts, grants,
E*‘E and simifar amounts nol included abave 1f 731,850}
‘Eg O MNeoncash contrbutions included in fines 428 % G _
OF h Total. Add lines Ta—1f.... ... ... . . > 1,365,079)
g Busn. Code :-:"':f:':':"":'“ _._EZ_:- .. i :
8| 22 progrem Service Revemue . ... 623000] 10,387,240} 10,387,240
‘g b . Referemce Lab . ... 621560 ol 51
2 c
S I
Bl e
§ f All other program service revenue ........ ..
& | g Total. Addlines2a~2f . . .. ... .. . > 10,387,291[
3 Invesiment income (including dividends, interest,
and other similar amounts) > 105,538 105,538
4 Income from investment of tax-exempt bond proceeds P
5 Royalties ................. .. »
{i) Real (i) Personal
6a Gross rents 1,724
b Less rental exps.
¢ Rental inc. or {loss} 1,724
d Netrentalincome or(loss) ... ... ......ooooiii... |
7a Guoss amounl from (i} Securities (i) Ctner
sales of assels
other than invenlory 3,256,682
b Less: cost of other
hasis & sales exps. 3,025,032
¢ Gain or (loss) 231,650
d Netgainor{lossy ............. .. i ., >
o | Ba Gross income from fundraising events.
S| (otincudng$
é of contributions reported or: fine 1¢).
. See Part IV, line18 a
E Less: direct expenses b
©1 ¢ Netincome or {loss) from fundraising events . ....... >
9a Gross income from gaming activilies.
See Part IV, linetg a
b Less: direct expenses b
¢ Net income or {loss) from gaming activities . ... .. >
10a Gross sales of inventory, less
returns and allowances =~ a
Less: cost of goods sold b
¢ Net income or (loss) from sales of inventory . ... ... >
Miscellanecus Revenue Busn, Coda | sl
11a  Miscellaneous Revenue 623000 49,213 49,213
b | Cafeteria and Vending . . . 122210 34,136 34,196
¢ | Discounts and repates 623000 23,231 23,231
d Al otherrevenue ... .. .. ... ... . ........... _
e Total. Add lines fla-t4d > 106 ) 640 i e A I
12 Total revenue. See instructions. . ................. » 12,197,822 10,459,684 51 373,108

DAA

Form 990 o7
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Form 890 (2017)

Jasper Health Services Inc.

58-2510435

SPart X

Statement of Functional Expenses

Section 501(c)(3) and 501{c)(4} organizations must complate ail columns. All other organizations must complete cofumn {A).
Check if Schedule O contains a response or note to any fine in this Part X e [XI
j i A 5] c D}

Do not include amounts rep orted on lines 6b, Total expenses Program service Management_and Funcgraising

7b, 8b, 9b, argziobof Part Wil B & expehsed general oXBaE

o le |

Grants andf@h
and domes{g govemmaits, See

Hrﬁé% ev': a@atﬁ?ﬁl@ﬁ
wihoing 28 S B

AT AT

nses

2 Grants and other assistance lo domestic
individuals, See Part IV, fine 22 |
3 Grants and ofher assistance fo foreign
arganizations, foreign govemments, and foreign
individuals. See Part IV, fines $5and 16
4 Benefits paid fo or for members
5 Compensation of current officers, directors,
trustees, and key employees 364,917 364,917
& Cecmpensation not included above, 1o disqualified
persons {as defined under section 4958(f)(1)) and
persons described in section 4958@)3)(B) ..
7 Other salaries and wages .. ... 5,200,633 4,717,430 483,203
8 Pension plan accruals and contributicns {include
section 401{x) and 403(b) employer contributions} 136,269 128,933 7,336
9 Other employee benefits ... 637,390 577,714 59, 682
10 Payroll taxes ... 407,625 348,764 58,861
11 Fees for services (non-employees):
a Management ..
boLegal 203, 380 203,380
¢ Accounting . 84,402 84,402
d Lobbying . e
e Professional fundraising services, See Part IV, line 17 SR SR B
f Investment management fees 26,403 26,403
g Other. {if line 11g amount exceeds 10% of line 25, colurn
(A)an‘euni.iisilina%1gexpensescn8cheduieo.) ________ 2,042, 244 l, 401,714 640, 530
12 Advertising and promotion ... 25,595 11,524 13,671
13 Office expenses .. ... 1,026,114 937,361 88,753
14 Information technmology .. .. ... ...
15 Royalies
16 OCUpansy 181,334 123,307 58,027
A7 Tevel . 37,968 26,249 11,719
18 Payments of travel or entertainment expenses
for any federal, state, or local public officials
19 Conferences, conventions, and meetings 25,439 14,252 11,187
20 Interest o 565 565
21 Payments to affiiates .
22 Depreciation, depletion, and amortization 105,518 71,752 33,766
23 INSWANCE ... 181,713 144,045 317,674
24 Other expenses. itemize expenses not covered Lo : :
above {List miscellaneous expenses In line 24e. If
fine 246 amount exceeds 10% of line 25, column
{A) amount, list line 24e expenses on Schedule 0.} LR iR R
a  Licenses and Taxes ... 337,101 9,605 327,496
b Medical Supplies .. .. 206,932 206,784 148
¢  Repairs & mainLenance . 141,643 132,969 8,674
d Dues and Subscriptions 29,079 4,816 24,263
All cther expenses ... 1,874 -245 2,119
25 Totdl functional expenses. Add fines 1 though 2de ... 11,444,860 8,898,084 2,546,776 C
26 Joint costs. Complate this line only If the
organization reported in colurmn {B) joint costs
from a combined educational campaign and
fundraising solicitation. Check here b if
following SOP 98-2 (ASC 958-720) ... .. .........
DAA rorm 990 @o1n)
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Form 990 2017 Jasper Health Services Inc. 58-2510435 Page 11
JPartX Balance Sheet
Check if Schedule O containg a response or note to any line in this Part X I_I
A) (B)
Beginning of year End of year
1 702 826 1,651,374
2 5 34¢ B, 688,501
3
4
5 Loans and other receivables from current and former officers, directors,
trustees, key employees, and highest compensated employees.
Comglste Part tt of Schedule L ...
6 Leans and other receivables from other disqualified persons (as defined under section
4858(N(1)), persons described in section 4958(c)(3)(B), and confributing employers and
sponsoring organizations of section 501(c){9) veluntary employees' beneficiary
n organizations {see instructions). Complete Part Hl of Schedwe L 6
% 7 Notes and loans receivabie, et r
<! '8 Iventores forsaleoruse T 143, 666] 144, 651
9 Prepaid expenses and deferred charges 235,878 9 434,486
10a Land, bulldings, and equipment: cost or S
other basis. Complete Part V! of Schedule B 10a 5,046,109}
b Less: accumulated depreciation 108 4,210,550 668, 962 10 835,553
11 Investments—publicly traded securites 2,473,318 1 2,627,669
12 Investrments—other securities. See Part WV, ine 11 12
13  Investments—program-refated. See Part IV, fine 1t 13
14 Infangible assels 14
15 Other assets, See Part IV, e 11 3,588] 15 6
16 Total assets. Add lines 1 through 15 (mustequal e a4y ... ... ... 6,896,609} 18 8,040,757
17 Accounts payable and accrued expenses 661,168 17 815,540
18
19
20
Fal
@ 22 lLoans and other payahles to current and former officers, directors,
= trustees, key employees, highest compensated employees, and
:g disqualified persons. Complete Part Il of SchedWlet =~~~
-1 123  Secured morigages and notes payable to unrelated third paties
24  Unsecured netes and loans payable to unrelated third parlies
25 Other liabilities (including federal income tax, payables to related third
patties, and cther liabilities not included on lines 17-24). Complete Part X
of Schedule D 1,168,539 25 1,365,397
26 Total liabilities. Add lines 17 through 25 ... ....oooeiieeieieeiieeieee e 1,829,7071 26 2,180,937
Organizations that follow SFAS 117 (ASC 858}, check here » and ' e ' G
§ complete lines 27 through 29, and lines 33 and 34. s i
5|27 Unrestricted netassets 5,066,902] 27| 5,859,820
@ |28 Temporarily restricted net assets ...
E |29 Permanenty restricted net assats ... .. ...
& Organizations that do not follow SFAS 117 (ASC 958), check here » and
E complete lines 30 through 34.
:«n‘a 30 Capital stock or trust principal, or current funds
£ |31 Paid-in or capital surplus, cr tand, building, or equipment fund
E 32 Retained earnings, endowment, accumulated income, or other funds
33 Total net assets or fund balances 5,066,9021 33 5,859,820
34 Total fiabiliies and net assets/fund balances . ... ... 6,896,609 34 8,04C,757

DAA

Ferm 990 o017
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Form 990 (2017) Jasper Health Services Inc. 58-2510435 Page 12
“PartXi: Reconciliation of Net Assets
Check if Schedule O contains a response or note to any line in this Part i iz m_
1 Total revenue (must equai Part VIil, column (A), line 12) 1 12,197,922
2 must equal Part X, column (A), line 25) 2 11,444,860
3 3 753,062
4 %8, 66, 902

5

6

7 IVeSIMEnt BXPENSES e

8 Prior period adjustments 190,000
9 Other changes in net assets or fund balances {explain in Schedule C)

10 Net assets or fund balances at end of year. Combine lines 3 through 8 (must equal Part X, line

BB oMM (B 10 5,859,820
“Part Xl Financial Statements and Reporting
Check if Schedule O contains a response or note to any line in this Part XH

1  Accounting method used to prepare the Form 89&: D Cash Acorual |:| Other
Jf the organization changed its method of accounting from a prior year or checked "Cther,” explain in
Schedule O.

2a Were the organization's financial statements compiled or reviewed by an independent accountant?
If “Yes," check a box below to indicate whether the financiat statements for the year were compiled or
reviewed on a separate basis, consolidated basis, or both:

D Separate basis |:| Consolidated basis D Both consclidated and separate basis
b Were the crganization's financial statements audited by an independent accountant?
1f "Yes," check a box below to indicate whether the financial statemenis for the year were audited on a
separate basis, consolidated basis, or both:
Separate basis D Consolidated basis D Both consolidated and separate basis
¢ If "Yes" to line 2a or 2b, does the organization have a committee that assumes responsibility for oversight
of the audit, review, or compilation of its financial statements and selection of an independent accountant?
If the organization changed sither its oversight process or selection process during the tax year, explain in

Schedule Q.
4a 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 Gireular A-1337 3a X
b If "Yes” did the organization undergo the required audit or audits? If the organization did not undergo ihe
required audit or audits, explain why in Schedule O and describe any steps taken to undergo suchaudits, .. .. .. ... .. ... .. . ... 3b

Form 290 2017

DAA
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SCHEDULE A
{Form 880 or 890-EZ)

Deparlment of the Treasury
nlemal Revenue Service

Completa if the organization is a section $0Hc)(3) arganization or a section 4947(a){1} nonexempt charitable trust,

b Attach to Form 990 or Form 890-EZ.

Public Charity Status and Public Support

OMB No. 15450047

_2017

nspectlon

Nama of the orgafization;,

ﬁé

"‘fﬁe%r?é BEALth |

P Go to www.irs.gov/Form980 for instructions and the fatest information,
] EwEmpﬂgyar identification number

58 %T;Orﬁs% 7

i Iléy Gharlty Sta js

city, and state:

university:

A church, convention of churches, or association of churches descrlbed in section 17U(b)(1')(A)(i).
. A school described in section 170(b){(1)(A)ii). {Attach Schedule E (Form 890 or 990-EZ).)

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

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

section 170{b}{1){A)iv). (Compiete Part II.}
A federal, state, or local government or govermmental unit described in section 170{B)(1){A)(v)-

An organization that normally receives a substantial part of its support from a governmental unit or from the general public
described in section 170(b)(1)}{A)(vi). (Compiete Part IL.)
A community trust described in section 170{b){1)(A)(vi). {Complete Part Il.)
An agriculturat research organization described in section 170{b)(1)(A}{ix) operated in conjunction with a land-grant college
or university or a non-land grant college of agriculture {see instructions). Enter the name, city, and state of the college or’

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

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

An organization organized and operated exclusively for the henefit of, to perform the functions of, or to carry out the purposes
of one or more publicly supported organizations described in section 503(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, 12§, and 12g.

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

the supported organization(s} the power to regularly appoint or elect a majority of the directors or trustees of the
supporting organization. You must complete Part 1V, Sections A and B.

o

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

c |:| Type il functionally integrated. A supporting organization operated in connection with, and functionally integrated with,

its supported organization(s) (see insiructions). You must camplete Part IV, Sections A, D, and E.

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

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

functionally integrated, or Type I non-functionally integrated supporting erganization.

f Enter the number of supporied organizations
g Provide the following information about the supported crganizafion(s).

(i} Name of supported
organization

(i) EIN

{iil) Type of organization
(described on finas 1-1G
above (ses inslructions))

(V) Is the omganization
listed in your governing
document?

Yes Mo

(v} Amount of menelary
suppoit (see
instructions}

{wi} Amount of
other support (see
instruclions)

(A)

(B)

(<

(D}

(E}

Total

For Paperwork Reduction Act Not[ce see the Instructions fur Form 990 or 990 EZ,

DAA

Schedule A (Form 990 or 990-EZ) 2017
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Schedule A (Form 980 or $90-EZ) 2047 Jasper Health Services Inc. 58-2510435 Page 2
"Pattl.:  Support Schedule for Organizations Described in Sections 170(b)(1}(A)iv) and 170(b)(1)(A}vi)
{Complete only if you checked the box on line 5, 7, or 8 of Part | or if the organization failed to qualify under
Part |ll. If the organization fails to qualify under the tests listed below, please complete Part lll.)
Section A. Public Support
Calendar year {orfiscal year beginning i) B (@) 2013 (b} 2014 (d) 2016 _s=f=. {e) 2017 1 (f) Total
1 Gits, grafits, contribgtions, Ang -
membetship feesretaived={Dt -
include any "unusual grants."y é
2 Tax revenues levied for the
organization's benefit and either paid
to or expended on its behalf
3 The value of services or facilities
furnished by a governmental unit to the
organization without charge
4  Total. Add lines 1 through3 =
5 The portion of total centributions by
each person {(other than a
governmental unit or publicly
supported organization) included on
fine 1 that exceeds 2% of the amount
shown on line 11, column {f)
6 Public support. Subtract line 5 from ling 4.
Section B. Total Support
Calendar year (or fiscal year beginning in) P (a) 2013 (b) 2014 {c) 2015 {d) 2016 {e) 2017 () Total
7  Amounts from lined
8 Gross income from interest, dividends,
payrments received on securities loans,
rents, royalties, and incorne from
similar sources | ...,
9  Net income from unrelated business
activities, whether or not the business
is regularly carried on ,..................
10  Other income. Do not include gain or
loss from the sale of capital assets
(Explain in Part V1) ..................... —
11  Total support. Add lines 7 through 10 [l faisi LR
12  Gross receipts from related activities, etc. (see INStructionS} t 12
43 First five years. if the Fonm 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 ReTe ...\ orr > |—|
Section C. Computation of Public Support Percentage
14  Public support percentage for 2017 (line 6, column {f) divided by line 11, column (f)) ... 14 %
15  Public support percentage from 2016 Schedule A, Part i, line 14 15 Y
16a 33 1/3% support test—2017. If the organization did not check the box on fine 13, and line 14 is 33 1/3% or mare, check this

box and stop here. The organization qualifies as a publicly supported organization
b 33 1/3% support test—2016. If the organization did not check a box on line 13 or 18a, and line 15 is 33 1/3% or more, check
this box and stop here. The organization qualifies as a publicly supported organization
10%-facts-and-circumstances  test—2017. If the organization did not check a box on line 13, 163, or 18b, 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-circurnstances” test. The organization gualifies as a publicly supperted

17a

organization TP PRSP TPPR

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 meets the "facts-and-circumstances” test, check this box and stop here.
Explain in Part VI how the organization meets the "facts-and-circurmnstances” test. The organization qualifies as a publicly

SUPPOMEd OrgANZA N e

48 Private foundation. If the organization did not check a box on line 13, 16a, 16b, 17a, or 171, check this box and see

instructions

» [
» [

» L

»

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

DAA

Schedule A (Form 9920 or 990-EZ) 2017
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Schedula A (Form 980 or 990-E2) 2017 Jasper Health Services Inc. 58-2510435 Page 3

“Part il Support Schedule for Organizations Described in Section 50%(a)(2)

(Complete only if you checked the box on line 10 of Part I or if the organization failed to qualify under Part Ii.
If the organization fails to qualify under the tests listed below, please complete Part 1.)

Section A. Public Support

Ta

[~
8

(f) Total

=, (e) 2017

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

Gress receipls fram activities thal are not an
unrelated trade or business under section 513

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

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

Total. Add lines 1 through 5

Amounts included on lines 1, 2, and 3
received from disquaiified perscns

Amounts included cn fines 2 and 3

received from other than disqualified

parsons that excead lhe greater of $5,000

ar 1% of the amount on fine 13 for the year

Add lines 7a and 7b

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

Section B. Total Support

Calendar year (or fiscal year beginning in) P (@) 2013 (b) 2014 {c) 2015 (d) 2016 (e) 2017 {f) Total

9
10a

11

12

13

14

Amounts from line 6

Gross income from inferest, dividends,
payments received on securities loans, fents,
royalties, and income from similar solirces ...
Unrelated business taxable income (less

section 511 taxes) from businesses
acquired after June 30, 1975

Add lines 10a and 10b

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

Other income. Do not include gain or
loss from the sale of capital assets
(Explain in Part V1)

Total support. {Add lines 9, 10¢, i1,

and 12}
First five years. If the Form 980 is for the organization’s first, second, third, fourth, or fifth tax year as a section 501(c)(3)
crganization, check this box and stop here

Section C. Computation of Public Support Percentage

15  Public support percentage for 2017 (line 8, cofumn (f) divided by line 13, column (B 15 %
16 Public support percentage from 2016 Schedule A, Part W, SNE 15 et 16 %
Section D. Computation of Investment Income Percentage
17  Investment income percentage for 2017 (line 10c, column (f) divided by line 13, column {0 17 %
18 Investment income percentage from 2016 Schedule A, Partlll Sine 17 18 %
19a 33 1/3% support tests—2017. If the organization did not check the box on line 14, and line 15 is more than 33 1/3%, and line

17 is nat more than 33 1/3%, check this box and stop here. The organization qualifies as a publicly supported organization ..................... > D

b 33 1/3% support tests—2018. If the organization did not check a box on fine 14 or line 19a, and line 16 is more than 33 1/3%, and

line 18 is not more than 33 1/3%, check this box and stop here. The organization qualifies as a publicly supported organization ................. » D

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

DAA

Schedule A (Form 930 or 990-EZ) 2017
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Schedule A {Form 990 or $9C-EZ) 2017

Jasper Health

Services Inc.

58-2510435

Page 4

Part IV

Supporting Organizations

(Complete only if you checked a box in line 12 on Part |. 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 12c of Part I, complete

3a

4a

Ba

%9a

10a

Sections A, D, and E. If you checked 12d of Part |, complete Sections A and D, and complete Part V.)

e organization Soverning |
are designated, If designaled by
class or purpose, describe the designation. If historic and continuing refationship, explain.

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 {(8)7 If "Yes," answer
(b} and (c) below.

Did the organization confirm that each supported organization qualified under section 501{c)(4}, (3), or (6} and
satisfied the pubtic 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 suppart to such organizations was used exclusively for section 170(c)(2)(B)
pumposes? If “Yes," explain in Part VI what controls the organization put in place lo ensure such use.

Was any supported organization not organized in the United States ("foreign supported organization")? If
“Yes," and if you checked 122 or 12b in Part |, 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 conlral and discretion
despite being controlled or supervised by or in connection with ifs supported organizations.

Did the organization support any foreign supperted organization that does not have an IRS determination
under sections 501(c)(3) and 509(a)(1) or (2)7 If “Yes," explain in Part VIwhat confrols the organization used
to ensure that ail support to the foreign supported organizalion was used exclusively for section 170{c)(2){B)
pUrposes.

Did the organization add, substitute, or remove any supported organizations during the tax year? ff “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, subsfifuted, or removed; (ii) the reasans for each such action;
{iil} the authority under the organization's organizing document authorizing such action; and (v} how the action
was accomplished (such as by amendment to the organizing document).

Type | or Type I 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 contral?

Did the arganization provide support (whether in the form of grants or the provision of services or facilities} to
anyone ather than (i) its supported organizations, (i) individuals that are part of the charitabie class benefited
by one or more of its supported organizations, or (iif) other supporting organizations that also support or
benefit one or more of the filing organization's supported organizations? /f "Yes," provide detall in Part V.

Did the organization provide a grant, loan, cempensalion, 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? If "Yes," complete Part I of Schedule L {Form 990 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 I of Schedule L (Form 890 or 990-£2).

Was the organization controlled direcily or indirectly at any fime during the tax year by one or more
disqualified persons as defined in section 4946 (cther than foundation managers and organizations described
in section 508(a)(1) or (2))? if "Yes," provide detail in Part V1.

Did one or more disqualified persons (as defined in fine 9a) hold a controlling interest in any entity in which
the supporting organization had an interest? If “Yes,” provide detall in Part VI,

Did a disqualified person (as defined in line 9a) have an ownership interest in, or derive any perscnal benefit
from, assets in which the supporiing organization also had an interest? Jf “Yes," provide detail in Parf VI

Was the organization subject o the excess business holdings rules of section 4943 because of section
4943(f) (regarding certain Type 1l supperting organizations, and all Type Il non-functicnally integrated.
supporting organizations)? Iif “Yes,” answer 70b below.

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

DAA

Schedule A (Form 990 or 990-EZ) 2017
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Schedule A (Form 990 or 990-E2) 2017 Jasper Health Services Inc. 58-2510435 Page 5
“Part V. Supporting Organizations (continued)

11 Has the organization acceptad a gift or contribution from any of the following persons?
a A person who directly or indirectly controls, either alene or together with persons described in (b) and (c)
belowftﬁe*govemlng ody ﬂf‘ aﬂsupported org
g o
b A fam%tme l?er 0, eﬁ
c A 35%icontrolied. entlt! 501,
Section B. Type | Supportmg Orgamzatlons

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

2 Did the organization operate for the benefit of any supported arganization other than the supported
organization(s) that operated, supervised, or controlled the supporting crganization? If "Yes,” explain in Part
V! hiow providing such benefit carried out the purposes of the supported organization(s) that operated,
supervised, or confroffed the supporting organization.

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 Gz
or frustees of each of the organization's supported organization(s)? If “No,” describe in Part VI how confrof
or management of the supporfing organization was vested in the same persons that controlled or managed
the supported organization(s).
Section D. All Type Il Supporting Organizations

Yes No

1 Did the organization provide to each of its supported crganizations, by the last cay of the fifth month of the e o
organization’s tax year, (i) a written notice describing the type and amount of support provided during the prior tax
year, (if) a copy of the Form 980 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 natification, to the extent not previously provided?

2 Were any of the organization's officers, directors, or trustees either {) 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 crganization(s).

3 By reason of the relationship described in (2}, did the organization's supparted organizations have a
significant voice in the organization's investment policies and In directing the use of the organization's
income or assefe at ail times during the tax year? If *Yes," describe in Part Vi the role the crganization’s
supported organizations played in this regard,

Section E. Type Hl Functionally-Integrated Supporting Organizations
1 Check the box next lo the methad that the organization used fo salisly the Integral Part Test during the year (see insfructions}.

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

2 Activities Test. Answer (a) and (b} below. Yes No
a Did substantially all of the organization’s activities during the tax year directly further the exempt purposes of S e
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 fo those supported organizations, and how the organization determined
that thess activities constifuted substantially all of its activities.
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 positicn that its supporfed organizaion{s) would have engaged in these
activities buf for the organizalion's involvement.
3 Parent of Supported Organizations. Answer (a} and (b) below.
a Did the organization have the power to regulatly appaint or elect a majority of the officars, directors, or
trustees of each of the supporied organizations? Provide defails in Part VI,
b Did the organization exercise a substantial degree of direction over the policles, pregrams, and activities of each

of its supported organizations? If "Yes," describe in Part Vi the role played by the organization in this regard. 3b
DAA Schedute A {Form 990 or 980-EZ} 2017
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Schedule A (Form 990 or 990-EZ) 2017 Jasper Health Services Inc. 582510435 Page B
“PartV'. Type Il Non-Functionally Integrated 509(a)(3) Supporting Organizations
1 DCheck here If the organization satisfied the Integral Part Test as a qualifying trust on Nov. 20, 1970 (explain in Part \/1).See
instructions. All other Type il non-functicnally integrated supporting organizations must complete Sections A through E.

(B) Current Year
(optional)

Section A - Adjusted Net Income

(A} Prior Year
=,

g

; R WabaxWi
2 ¢ . ‘

3 Other gross |nccme {see |nstruct|ons)

4 Add lines 1 through 3. 4

6 Depreciation and depletion 5

6

Portion of cperating expenses paid or incurred for production or
collection of gross income or for management, censervation, or

maintenance of property held for production of income (see instuctions) 6
7 Other expenses (see instructions) 7
8 Adjusted Net Income {subtract lines 5, 6 and 7 from line 4). 8
Section B - Minimum Asset Amount {A) Prior Year (B) Current Year

{optional)

1 Aggregate fair market value of all non-exempt-use assets (see
instructions for short tax year or assets held for part of year):
a  Average monthly value of securities
Average monthly cash balances
Fair market value of other non-exempt-use assets
Total (add lines 1a, 1b, and 1c}
Discount claimed for biockage or ather
factors (explain in detail in Part VI):

@ (O |0 o

M

2 Acaguisition indebtedness applicable to non-exempt-use asseis
3 Subtract ling 2 from line 1d. 3
4 Cash deemed held for exernpt use. Enter 1-1/2% of line 3 (for greater amount,
sea_instructions). 4
5 Net value of non-exempt-use assets {subtract fine 4 from line 3) 5
6 Multiply line 5 by .035. 6
7 _Recoveries of prior-year distributions 7
8 Minimum Asset Amount (add line 7 to line 6} 8
Section C - Distributable Amount Current Year
1 Adjusted net income for prier year (from Seclion A, line 8, Column A) 1
2 Enter 85% of line 1. 2
3 Minimum asset amount for prier year (from Section B, fine 8, Column A} 3
4 Enter greater of line 2 or ling 3. 4
5 [ncome tax imposed in prior year 5
6 Distributable Amount. Subtract line 5 from line 4, unless subject to
emergency termporary reduction (see instructions). 6
7 DCheck here if the current year is the organization's first as a non-functionally integrated Type i supportlng organization {see

instructions).

Schedule A (Form 9390 or 990-EZ) 2017

DAA
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Schedule A (Form 950 or 996-EZ) 2017 Jasper Health Services Inc. 58-2510435 Page 7
“PartVi: Type I Non-Funetionally Inteqrated 509(a)(3) Supporting Organizations (confinued)
Section D - Distributions Current Year

1 Amounts paid fo supported organizations to accomplish exempt purposes

2 Amounis paid to perform activity that directiy furthers exempt purposes of supported
organiZations, in excesds of ifcdine from activity

3 Adminitrative éxpehses paid o] adcomplish ex
Amouﬁ‘is paid %ﬁ@ei,g(é%nﬁ-ﬁmjssets

4

5 Qualified set-aside amounts (prior IRS approval required)
6  Other distributions (describe in Part V1). See instructions.
7
8

Total annual distributions. Add lines 1 through 6.
Distributions to attentive supported organizations to which the organization is responsive
(provide details in Part VI1). See instructions.
9 Distributable amount for 2617 from Section C, line 6
10  Line 8 amount divided by ling 9 amount

U] (i {iii)
Section E - Distribution Allocations (see instructions) Excess Distributions Underdistributions Distributable

Pre-201_7_ _ _ Amount for 2017

1  Distributable amount for 2017 from Sectior 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, fo 2017:

a H o Eiani e
b From 2013
¢ From 2014 ... ... i

From2015. .. .. . oo

From2016. ... ...............o.oceveeeeeee.

Total of lines 3a through e

Applied to underdistributions of prier years

Applied to 2017 disfributable amount

Carryover from 2012 not applied {see instructions)

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

4 Distributions for 2047 from

Section D, line 7: $

Applied to underdistributions of prior years

Applied to 2017 distributable amount

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

5 Remaining underdistributions for vears 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 3j
and 4c.

8 Breakdown of line 7:

Excess from 2013

Excess from 2014 ..........................

Fxcessfrom2015 . ... . ... .................

Excessfrom20i6 . ... ... ................

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

el (o N e B [ I F =

-

m

o

[+]

o (a6 |T (e

Schedule A (Form 990 or 990-EZ) 2017
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Jasper Health Services Inc. 58-2510435 Page 8

Provide the explanations required by Part Ii, line 10; Part Il, line 17a or 17b; Part
6, 9a, 9b, 9c, 11a, 11b, and 110 Part IV, Section

Schedule A (Form 980 or 990-£7) 2017
“Part VI  Supplemental Information.
I, line 12; Part IV, Section A, lines 1, 2, 3b, 3¢, 4b, 4c, 5a,
B, lines 1 and 2; Part IV, Section G, line 1; Part IV, Section D, lines 2 and 3; Part IV, Section E, lines 1¢, 2a, 2b,
38 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,
= nd 63 Also compiete thls art for any additional information. (See mstructlems

;’:733 = mm;@
f

DAA Schedule A (Form 930 or 890-EZ) 2017
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Schedule B . OMB No. 1545-0047
(Form 990, 990-EZ, Schedule of Contributors

or 990-FF) B Attach to Form 990, Form 990-EZ, or Form 990-PF. 2017
Department of the Treasury . . .

Internal Revenue Service B Go to www.irs.gov/Form$90 for the latest infermation.

Employer identification number

Name of the organization

Filers of: ) Secfion:

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

I:l 4947(a){1) nonexempt charitable frust not treated as a private foundation
D 527 political organization

Form 990-PF D 501(c)(3) exempt private foundation

[:I 4947(a)(1) nonexempt charitable trust treated as a private foundation

D 501(c)(3) taxable private foundation

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

instructions.
General Rule

For an organization filing Form 980, 990-EZ, or 990-PF that received, during the year, contributions totaling $5,000
or more {in money or property) from any one contributor. Complete Parts | and I, See instructions for determining a

contributor's total contributions.
Special Rules

D For an organization described in section 501(c)(3) fiing Form 980 or 990-EZ that met the 33%3% support test of the
reguiations under sections 509(a)(1) and 170(b}(1)(A)vi), that checked Schedule A (Form 990 or 990-E2), Part I, fine
13, 16a, or 16b, and that received from any one contibutor, duting the year, total contributicns of the greater of (1}
$5,000; of (2) 2% of the amount on (j) Form 980, Part Vill, line 11 or (ii) Form 990-EZ, line 1. Complete Parts 1 and |l

[:I For an organization described in section 501 (c)7), (8), or {10) filing Form 880 or 990-E7Z that received from any one
confributor, during the year, total contributions of more than $1,000 exclusively for religious, charitable, scientific,
literary, or educational purposes, or for the prevention of cruelty to children or anirmals. Complete Parts |, Il, and T

L__] For an organization described in section 501 (©)(7), (8), or {10) fiting Form 990 or 990-EZ that received from any one
contributor, during the year, contributions exclusively for religious, charitable, etc., purposes, but no such
contributions totaled more than $1,000. If this box is checked, enter here the total contributions that were received
during the year for an exclusively refigious, charitable, etc., purpose. Don't complete any of the parts unless the
Generai Rule appiles to this organization because it recaived rionexclusively religious, charitable, elc, contributions

totaling $5,000 or more during the YBAr e DT

Cautlon: An organization that isn't covered by the General Rule and/or the Special Rules doesn* file Schedule B (Form 990,
990-EZ, or 990-PF), but it must answer “Na" on Part IV, line 2, of its Form 990; or check the box on line H of its Form 990-EZ or on its
Form 990-PF, Part |, line 2, to certify that it doesn't meet the filing requirements of Schedule B {Form 990, 990-EZ, or 980-PF).

For Paperwork Reduction Act Notice, see the instructions for Form 990, 990-EZ, or 990-PF. Schedule B (Form 990, 980-EZ, or 990-PF) (2017)

DAA
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Schedule B (Form 990, 890-EZ, or 950-PF) (2017}

Page 1 of 13

Page 2

Name of organization
Jasper Health Services Inc.

Employer identification number

58-2510435

Partl

Contributors (see instructions). Use duplicate copies of Part | if additional space is needed.

(a) e 3 (td)
No. Type of:contribution
1 JE '_:s‘:’
1.
Payroit
............................................................................ $......10,555 | Noncash
.......................................................................... {Complete Part Il for
noncash contributions.)
{a) {b} {c) {d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
2 LU UE P ORURPRUPUPSTRPRS Person
Payroeil
............................................................................ $ ........11,111 | Noncash
............................................................................ (Complete Part Il for
noncash contributions.)
(a) {b) {c) {d)
No. Name, address, and ZiIP + 4 Total contributions Type of contribution
3 Person
Payroll .
............................................................................ $ .......11, 111 | Noncash [ |
............................................................................ (Complete Part Ii for
noncash contributions.)
(@) {b) {c) (d}
No. Mame, address, and ZIP + 4 Total contributions Type of contribution
A Person
Payroll .
............................................................................ $ ....27006 | Noncash [ |
............................................................................ {Complete Part Il for
noncash contributions.)
(a) {b) (c) {d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
B OO U PP RPR Person
Payroll
............................................................................ $ .....11,111 | nNoncash
........................................................................... (Complete Part i for
noncash contributions.)
(@) (b) (c) (d)
Na. Name, address, and ZIP + 4 Total contributions Type of contribution
- JUU SO OSSOSO U SR OU PR UUPPPRRPSPOON Person
Payroil
............................................................................ $.......249,729 | nNoncash
............................................................................ (Complete Part Il for
noncash contributions.)

DAA

Schedule B (Form 990, 820-EZ, or 890-PF) (2017)
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rPage 2 of 13 Page 2

Employer identification number

Schedule B (Form §90, 996-EZ, or $90-PF) (2017)
Name of organization

Jasper Health Services Inc.

58-2510435

“Partl | Contributors (see instructions). Use duplicate copies of Part | if additional space is needed.

(@)
No.
L UV U TR U UUUUURVUORPIPPIPR. SSTORPPPS
Payroil
............................................................................ $ . ...11,111 | nNoncash [ |
............................................................................ (Complete Part Il for
noncash contributions.)
EY (b} {c) {d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
B Person
Payroli
............................................................................ $ ... 11,111 | Noncash
........................................................................... {Complete Part i for
noncash cortributions.)
(@ {b) {©) {d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
O Person
Payroll .
............................................................................ $11f1}-l Noncash .
............................................................................ (Complete Part Il for
noncash contributions.}
@ (b) {c) {d)
No. Name, address, and ZiP + 4 Total contributions Type of contribution
L0 | Person
Payroll B
............................................................................ $ ... 11,111 | Noncash
............................................................................ (Complete Part Hl for
noncash centributions.}
{a) (b) (c} (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
£ T U REU OO UUROUPUUR PP PRNTURPRPPRPPRRS Person
Payroll .
............................................................................ $ .....11,111 | Noncash
............................................................................ (Complete Part Il for
noncash contributions.)
{a) {b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
7 O U UU PP R PP P PRPPPPPRPPRY Person
Payroll .
............................................................................ $ ... 10,000 | Noncash [
............................................................................ (Complete Part |l for
noncash contributions.)

DAA

Schedule B {Form 996, 990-EZ, or 890-PF} (2017}




47010

Schedule B (Form 890, 990-EZ, or 990-PF) (2017)

Page 3 of 13

Page 2

Name of organization

Employer identification number

Jasper Health Services Inc. 58-2510435
“partl  Contributors {see instructions). Use duplicate copies of Part | if additional space is needed.
(@ ()
Na. i
13 Perso% -
Payroll
............................................................................ s . .5,556 | Noncash ||
............................................................................ (Complete Part 1I for
noncash contributions.}
(a) {b) {g) (d)
No. Name, address, and ZIP + 4 Total confributions Type of contribution
14 .............................................................................. Person
Payroll .
............................................................................ $ ......10,000 | Noncash
............................................................................ (Cormplete Part 1l for
noncash contributions.)
(a} {b) (c) {d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
LS | Person
Payroll
............................................................................ $ .......11,111 | Neoncash
............................................................................ (Gomplete Part Il for
noncash coniributions.)
(a) {b) {c) {d}
No. Name, address, and ZIP + 4 Total contributions Type of contribution
LB | Person
Payroli .
............................................................................ $ ........5,550 | Noncash
............................................................................ (Complete Part II for
noncash contributions.)
{a) {b) (c) {d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
LT | e Person
Payroll .
............................................................................ $ ... 11,111 | Noncash
............................................................................ {Complete Part Il for
noncash contributions.)
(@ (b) {c) {d)
No. Name, address, and ZIP + 4 Total contributions Tyne of contribution
LB Person
Payroil
............................................................................ $ ... .. 11i,111 | Noncash
............................................................................ (Complete Part Il for
noncash contributions.)

DAA

Schedute B {Form 990, 980-EZ, or 990-PF) (2017)
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Schedule B (Form 990, $9C-EZ, or 990-PF) (2017)

Page 4 of 13 Page 2

Employer identification number

Name of organization

Jasper Health Services Inc.

58-2510435

“Partl - Contributors (see instructions). Use duplicate copies of Part | if additional space is needed.

(). 3 (<) ﬁ}é (d)
== . T B 5
No. 5 Ty e’%om?%%c%‘ntniéution
O S
) Payroll
............................................................................ $ ... 10,000 | Noncash
............................................................................ {Complete Part il for
noncash contributions.)
{a) (o) (o) {d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
20 Person
Payroll
............................................................................ $.........11,111 | Noncash
.......................................................................... (Gomplete Part i for
noncash contributions.)
(@) {b) {c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
2L Person
Payroll .
............................................................................ $.........10,000 | Noncash
............................................................................ {Gomplete Part 1l for
noncash contributions.)
(@) {b) {c) {d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
7,32 ROV SRS PUPEPPOPRPPROPO S Person
Payroll .
............................................................................ S .......9.,0689 Noncash
........................................................................... (Complete Part 1i for
noncash contributions.)
{a) (b} (c) {d)
No. Name, address, and ZIP + 4 Total contributions Type of cantribution
23 Person
Payroll .
............................................................................ $ ... 11,111 | Noncash
............................................................................ {Complete Part I for
nencash contributions.)
(a) {b) (c) {d)
No. Name, address, and ZIP + 4 Total contributiong Type of contribution
DA | Person
Payroll | ]
$ 10,000 Noncash ||

(Complete Part Il for
noncash contributions.)

DAA

Schedule B {Form 990, 980-EZ, or 980-PF) (2017)
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Schedule B (Form 890, 990-EZ, or 980-PF) (2017)

Page 5 of i3

Name of organization
Jasper Health Services Inc.

Employer identification number

58-2510435

Partl = Confributors (see instructions). Use duplicate copies of Part | if additional space is needed.
)]
No.
23
Noncash
(Complete Part 1l for
noncash coniributions.)
(a) (b) {c) {d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
2B Person
Payroll
........................................................................... $ ... 10,000 1 Noncash
........................................................................... (Complete Part Il for
noncash confributions.)
(a} {b) (c) {d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
2T Person
Payroll .
............................................................................ $ ... 11,111 j Noncash
............................................................................ (Complete Part Il for
noncash coniributions.)
(a} {b) {c} {d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
2B | Person
Payroll ]
............................................................................ $ ........2,000 | Noncash
............................................................................ (Complete Part Il for
noncash contributions.)
(a) {b) {c) {d}
No. Name, address, and ZIP + 4 Total contributions Type of contribution
20 | Person
Payroli .
............................................................................ $ ......10,000 | Moncash
............................................................................ (Complete Part Il for
noncash contributions.}
{a) {b) {c) {d}
No. Name, address, and ZIP + 4 Total contributions Type of contribution
30 Person
Payroll .
............................................................................ $ ... 11,111 | Noncash
............................................................................ (Gomplete Part Il for
noncash coniributions.}

DAA

Schedule B (Form 990, 990-EZ, or 990-PF} (2017)

Page 2
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Page & of 13 Page 2
Employer identification number

58-2510435

Schedule B (Form 990, 990-EZ, or 980-PF} (2017)
Name of arganization

Jasper Health Services Inc.

Cpartl

Contributors (see instructions). Use duplicate copies of Part | if additional space is needed.

(a)
No.
31
) Payroll
........................................................................................... 11,111 | Noncash | |
............................................................................ {Complete Part Il for
noncash confributions.)
{a) {b) ) (c} {d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
2 LU U U UUS TR PP PP Person
Payroll
.......................................................................................... 11,111 | Noncash
............................................................................ (Complete Part If for
noncash confributions.)
{a) (b) (c} {d)
No. Name, address, and ZIP + 4 Total contributions Type of confribution
3B, Persan
Payroll .
............................................................................................. 5,556 | Noncash | |
........................................................................... (Complete Part Il for
noncash contributions.)
{a} (b) (c) {d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
3 Person
Payrolt
.......................................................................................... 11,111 | Noncash
............................................................................ (Complete Part il for
noncash contributions.)
(@) {b) {c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
G 1 T U U UUUUUUTPUUPUOUPRPOY Person
Payroll .
........................................................................................... 11,1311 | Noncash [ |
........................................................................... (Complete Part Il for
nencash contributions.)
{a {b) {c) {d}
No. Name, address, and ZIP + 4 Total contributions Type of contribution
B0 L Person
Payroll |
............................................................................................. 5,556 | Noncash | |
........................................................................... {Complete Part i for
noncash contributions.)

DAA

Schedule B (Form 990, 990-EZ, or 990-PF) (2017)
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Schedule B (Form 996, 990-EZ, or 990-PF) (2017)

Page 7 of 13

Page 2

Name of organization
Jasper Health Services Inc.

Employer identification number

58-2510435

Partl

Contributors (see instructions). Use duplicate copies of Part | if additional space is needed.

(a) @
No. éjaﬁ’%c%ntri?ﬁution
3 i =
37
Payroll
............................................................................ $ .....10,000 | Nomcash [ |
............................................................................ (Complete Part il for
noncash contributions.)
{a) (b} {c) (d)
No. Name, address, and ZIiP + 4 Total contributions Type of contribution
D38 Person
Payroll
............................................................................ $ ... %11,111 | Noncash
............................................................................ (Complete Part H for
noncash contributions.)
(a) {b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
B0, Person
Payroil .
............................................................................ $ . ....9,000 | Noneash [ |
........................................................................... (Complete Part Il for
noncash contributions.)
(@ (b) (c) (d)
No. Name, address, and ZIP + 4 Total coniributicns Type of contribution
A0 Person
Payroll .
............................................................................ $ ......5.556 | Nonash ||
............................................................................ {Complete Part Il for
noncash contributions.)
(a (b) (c) {d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
AL e, Person
Payroll .
............................................................................ $ ... 11,113 | Noncash | |
............................................................................ (Complete Part Ii for
noncash contributions.)
(@) (b) (c} {d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
A i, Person
Payroll .
........................................................................... $ .....5.555 | Nomeash | |
............................................................................ {Complete Part Il for
noncash confributions.}

DAA

Schedule B (Form 990, 990-EZ, or 990-PF) (2017)
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Schedule B (Form 990, 980-EZ, or §90-PF) (2017) Page 8 of 13 Page 2
Name of organization Employer identification number
Jasper Health Services Inc. 58-2510435

‘Part]  Contributors (see instructions). Use duplicate copies of Part | if additional space is needed.
(a) . @ (d)
No. 'ﬁl‘%cdﬁﬁﬁutiun
43
............... 11,111 | Noncash
{Complete Part il for
noncash contributions.)
(a) (b) (c) {d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
A4 Person
Payroil .
........................................................................................... 11,111 | Noncash
............................................................................ (Complete Part If for
noncash cantributions.)
{a) {b) {c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
A5 Person
Payroll .
............................................................................................. 7,000 | Noncash
............................................................................ {Complete Part Il for
noncash contributions.)
@ {b) (€) {d
No. Name, address, and ZIP + 4 Total contributions Type of contribution
A6 | Person
Payroll .
............................................................................................. 7,500 Noncash
............................................................................ (Complete Part Il for
noncash contributions.)
(a) {b) {c) (d)
No. Name, address, and ZIP + 4 Tatal contributions Type of contribution
AT Person
Payroll
........................................................................................... 10,000 | Noncash
............................................................................ (Complete Part Il for
noncash contributions.}
{a) {b) (c) (d)
No. Name, address, and ZiP + 4 Total contributions Type of contribution
A | Person
Payroll B
............................................................................................. 5,596 | Noncash
............................................................................ (Complete Part 1l for
noncash contributions.)

DAA

Schedule B (Form 890, 990-EZ, or 990-PF) (2017)
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Page 9 of 13 Page 2

Employer identification number

Schedufe B (Form 990, 980-EZ, or 990-FF) (2017)
Name of organization

Jasper Health Services Inc.

58-2510435

Partl

Contributors (see instructions). Use duplicate copies of Part | if additional space is needed.

(@) (d)
No. ontribution
=
49 Persan
~ Payroll
............................................................................................. 2,900 | Nencash
............................................................................ (Complete Part Il for
noncash confributions.)
(a) (b {c) {d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
D Person
Payroll
............................................................................................ 2,256 | Noncash
............................................................................ (Complete Part Il for
noncash contributions.)
@} {b) {c) (d)
No. Name, address, and ZIP + 4 Totai contributions Type of contribution
O Person
Payroll .
............................................................................................. 7,000 | Noncash [ |
............................................................................ (Complete Part Ii for
noncash contributions.)
(a) {b) (c) {d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
D Person
Payroll .
........................................................................................... 11,111 | Noncash | |
........................................................................... (Complete Part Il for
noncash contributions.)
(@) (b} (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
T O RO URPRUPRPPPOPOPRY Person
Payroll .
............................................................................................. 6,500 | Noncash [ ]
............................................................................ (Complete Part Il for
noncash contributions.)
(a) {b) () (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
DO Person
Payroil .
............................................................................................ 7,000 | Noncash | ]
............................................................................ (Complete Part Ii for
nencash contributions.)

DAA

Schedule B (Form 980, 990-EZ, or 990-PF} {2017)
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Page 10 of 13 Page 2
Employer identification number

58-2510435

Schedule B (Form 990, 990-EZ, or $90-PF) (2017)
Name of organization

Jasper Health Services Inc.

“Partl. Contributors (see instructions). Use duplicate copies of Part | if additional space is needed.

(a)
No.
B 7 T U USUURRUORPRREPPIROOS
Payroll
............................................................................ NoncaSh
............................................................................ (Complete Part Il for
noncash contributions.)
{a) (b) () {d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
. 5 6 ............................................................................ Person
Payroll .
............................................................................................. 8,100 | wNoncash [ |
............................................................................ (Complete Part Il for
noncash contributions.)
(a} {b) {c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
S A T T U PP PR PP PP RPRRPRPPRIPO Person
Payroll ]
........................................................................................... 10,000 1 Nencash
........................................................................... (Complete Part I for
noncash confributions.)
{a (b} {c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
.5 8 .............................................................................. Person
Payroll .
.......................................................................................... 11,111 | Nencash
............................................................................ (Complete Part Il for
noncash contributions.}
@ (b) {c) {d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
Bl Person
Payroll .
........................................................................................... 11,111 | Noncash | |
............................................................................ (Complete Part Il for
noncash contributions.)
(a) (b) (c) {d)
No. Name, address, and ZIP + 4 Total confributions Type of contribution
B0 Person
Payroll [ |
........................................................................................... 10,000 | Noncash | |
............................................................................ (Complete Part il for
noricash contributions.)

DAA

Schedule B (Form 890, 990-EZ, or 990-PF) {2017)
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Page 11 of 13 Page 2

Employer identification number

Schedule B (Form 980, 990-EZ, or 990-PF) (2017)
Name of organization

Jasper Health Services Inc.

58-2510435

Partl

Contributors (see instructions). Use duplicate copies of Part 1 if additional space is needed.

(@) @
No. ~Type o contribution
] 61 Persogn o
Payroil
............................................................................................. 5,556 | Noncash [ |
............................................................................ (Complete Part Il for
noncash contributions.)
(a) (b) (c) (d)
No. Name, address, and ZIP + 4 Totat contributions Type of contribution
Bl Person
Payroll B
........................................................................................... 10,000 | Noncash | |
........................................................................... (Complete Part If for
noncash contributions.)
(a) {h) (c} (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
B3 | Person
Payrall .
........................................................................................... 10,000 | Noncash | |
............................................................................ {Complete Part Il for
nancash contributions.)
{a (b} {c} {d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
DB Person
Payroll .
.......................................................................................... 10,000 | MNoncash | |
............................................................................ (Complete Part Il for
noncash contributions.}
(a) (o) () {d)
MNo. Name, address, and ZIP + 4 Total confributions Type of contribution
B0 | Person
Payroll .
.......................................................................................... 10,000 | Noncash | |
............................................................................ (Complete Part I for
noncash confributions.)
(a) {b) {c) {d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
B Person
Payroll B
........................................................................................... 10,000 | Noncash | |
............................................................................ (Complete Part Il for
noncash contributions.)

DAA

Schedule B {Form 990, 990-EZ, or 990-PF} {2017)
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Schedule B (Form 990, §80-E7, or 890-PF) 2017)

Page 12 of 13

Page 2

Name of organization
Jasper Health Services Inc.

Employer identification number

58-2510435

‘Partl | Contributors (see instructions). Use duplicate copies of Part | if additional space is needed.
(a) B g (d)
No. B %{?&%ﬁess an| Z? wcontn%utlon
/ % KE}’
67 Person
Payroil
S 11,111 | Noncash
............................................................................ (Complete Part Il for
noncash contributions.)
(a) {b) (c} {d)
No. Name, address, and ZIF + 4 Total contributions Type of contribution
B8 L Person
Payroll .
............................................................................ $ ... 13,111 | Nencash [ |
........................................................................... (Complete Part Il for
noncash contributions.)
{a) (B) {c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
B0 b Person
Payroll .
............................................................................ $ ....10,000 | MNoncash [ |
............................................................................ {Complete Part Il for
noncash contributions.)
(@ {b) (c) (d}
No. Name, address, and ZIP + 4 Total contributions Type of coniribution
L OO UUPTUPRUPPPRPRPOY Person
Payroll .
............................................................................ $ ....11,311 | Noncash | |
........................................................................... (Complete Part Il for
noncash contributions.)
{a) {b) (c) (d)
No. Name, address, and ZIP + 4 Total contributions Type_of contribution
Tl Person
Payroll [ ]
............................................................................ $ ... 11,111 | nNoncash | |
............................................................................ {Complete Part Il for
noncash contributions.)
(&Y (b) (c) {d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
D Person
Payroll .

Noncash .
(Complete Part I for
noncash contributions.}

DAA

Schedule B (Form 990, 990-E2, or 990-PF) (2017}
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Schedule B (Form 990, 980-E7, or §90-PF) (2017)

Page 13 of 13

Name of organization
Jasper Health Services Inc,

Employer identification number

58-2510435

Partl

Contributors (see instructions). Use duplicate copies of Part | if additional space is needed.

@ | = ge g ]
No. ame, ;address, and
13
) Payroll
........................................................................................... 11,111 | Nencash
............................................................................ {Complete Part Il for
nencash contributions.)
{a) (b) {c) (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
T Person
Payroll .
........................................................................................... 11,111 | Noncash
............................................................................. (Gomplete Part II for
noncash contributions.)
{a) (b) (c} (d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
T Person
Payrall ]
............................................................................................ 5,000 | Noncash
............................................................................ (Complete Part Il for
noncash contributions.)
(a) (b) (c) (d}
No. Name, address, and ZIP + 4 Total contributions Type of contribution
TG Person
Payroli .
............................................................................ $ ... 11,111 | wNencash ||
............................................................................ (Complete Part Il for
noncash contributions.)
(a) {b) (c) {d)
No. Name, address, and ZIP + 4 Total confributions Type of contribution
.................................................................................. Person
Payroll
........................................................................................................ NoncaSh
............................................................................ (Gomplete Part it for
noncash contributions.)
(a) {b) {c) {d)
No. Name, address, and ZIP + 4 Total contributions Type of contribution
................................................................................... Person
Payroil
Noncash

(Complete Part I for
noncash contributions.)

DAA

Schedule B {Form 930, 9%0-EZ, or 930-PF) (2017)

Page 2
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SCHEDULE C Political Campaign and Lobbying Activities OME No. 16450047
Form 990 or 990-EZ
{Form 990 or 990 E2) For Qrganizations Exempt From Income Tax Under section 50(c) and section 527 2@1 ?

B Complete if the organization is described below. B Aftach to Form 990 or Form 890-EZ, ‘Open to Public .
Depariment of lhe Treasury ol gt e tin et
Intemal Revenue Service B Go to wumiirs.gov/Formg9¢ for instructions and the latest information. woinspection s

990-EZ, PartV fine 46 {Political CampdigivActivities), then
e o, SR £ - 2

T, . R oo =, B
%ga‘z%’tlo letet 30 m Ha 1 L é?

« Section 527 organizations: Complete Part I-A only. H .
if the organization answered “Yes,” on Form 390, Part 1V, line 4, or Form 290-E2Z, Part VI, line 47 {Lobbying Activities), then
e Section 501(c}(3) organizations that have filed Form 5768 (election under section 501(n)): Complete Part 1I-A. Do not complete Part 1I-B.
« Section 501(c)(3) organizations that have NOT filed Form 5768 (glection under section 501(h)): Complete Part 11-B. Do not complete Part IFA.
If the organization answered “Yes,” on Form 990, Part IV, line 5 (Proxy Tax) (see separate instructions) or Form 990-E2, Part V, line 35¢ (Proxy
Tax) (see separate instructions), then
» Section 501{c){4), (5). or () organizations: Complete Part 11l
Name of organization Employer identification number
Jasper Health Services Inc. 58-2510435
“Part LA. Complete if the organization is exempt under section 501{c) or is a section 527 organization.
4 Provide a description of the erganization's direct and indirect political campaign activities in Part IV. (see instructions for
defintion of “political campaign activities”)
2 Poltical campaign aciivity expenditures (see INSIUCHONS) || ... .o S
3 Volunteer hours for political campalign activities (see INSHEUCHDNS) L oottt

Part LB. _ Complete if the organization is exempt under section 501(c)(3).

1 Enter the amount of any excise tax incurred by the organization under section 4955 . | 2 T
2 Enter the amount of any excise tax incurred by organization managers under section 4885 5
3 If the organization incurred a section 4955 tax, did it file Form 4720 for this Year? Yes No
4a Was a Correcuon made? ................................................................................................................ Yes NO
b If “Yes,” describe in Part V.
Partl.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
OIS P S
2 Enter the amount of the filing organization's funds contributed to other organizations for section
527 exempt Unction aCHVISIES e P
3 Total exempt function expenditures. Add lines 1 and 2. Enter here and on Form 1120-POL,
0 17D B S
4 Did the filing organization fiis Form 1120-POL for this year? . Yes No
§ Enter the names, addresses and employer identification number (EIN) of all section 527 political organizations to which the filing
organization made payments. Fer each organization listed, enter the amount paid from the filing organization’s funds. Also enter
the amount of poiitical cantributions received that were promptly and directly delivered to & separate political organization, such
as a separate segregated fund or a political action commitiee (PAC). it additional space is needed, provide information in Part IV,
{a) Name {b) Address {e) EIN (d) Amount paig from (€} Amount of pofitical
filing organization's confrioutions received and
funds, If none, enter -0-. prompty and directly
delivered to a separale
political organization.
If none, enter -,
g}
2}
(3)
“)
{5)
(8)
For Paperwork Reduction Act Notice, see the Instructions for Form 290 or 980-EZ. Schedule C {Form 890 or 990-EZ) 2017

DAA
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Schedule C (Form 990 or 990-E2) 2017 Jasper Health Services Inc. 58-2510435 Page 2
‘Part’l-A°¢  Complete if the organization is exempt under section 501(c)(3) and filed Form 5768 (election under
section 501(h)).
A Check P [:l if the filing organization belongs to an affiliated group (and list in Part IV each affiliated group member's name,
address, EIN, expenses, and share of excess lobbying expenditures).

A and "limited contgol* provisions apply. -#
itus e o[ {aFFiing
motints a?d or fncurred,)s £ E OrganizaT{%{Ls lo/{:éIS%

| (The termd foxpenti

1a Totai lobbying expenditures to influen (grass roofs lobbying) ..

b Total lobbying expenditures to influence a legislative body (direct fobbying). ... .. ...
¢ Total lobbying expenditures (add fines 1aand 1b) | ...
d Other exempt pupose expenditufes . ...
¢ Total exempt purpose expenditures (add lines 1cand 1d)y
f \.obbying nontaxable amount. Enter the amount from the following table in both

columns.

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

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

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 aver $1,000,G00.

Over $1,500,0600 but not over $17,000,000 $225,00G plus 5% of the excess over $1,500,000,

Qver $17,000,000 $1,000,000,

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

i Subtract line 1f from line 1c. If zero or less, enter -C-
i If there is an amount other than zero on either line 1h o line 1i, did the organization file Form 4720
reporting section 4911 tax for this YEar? ... ..........occoiiiceeene i I—|Yes |_| No
A-Year Averaging Period Under section 501(h)
{Some organizations that made a section 501{h} election do not have to complete all of the five columns bhelow.
See the separate instructions for lines 2a through 2f)

Lobbying Expenditures During 4-Year Averaging Period

Calendar year (or fiscal year

beginning in) (a) 2014 {b) 2015 (c) 2016 {d) 2017 {e) Total

2a Lobbying nontaxable amount

b Lobbying ceiling amourt
{150% of line 2a, calumn (e}

¢ Total lobbying expenditures

d Grassroots nontaxable amount

e Grassroofs ceifing amount
{150% of line 2d, column (e)}

f Grassroots lobbying expenditures

Schedule C (Form 990 or 990-E2Z) 2017

DAA
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Schedule C (Form 990 or 980-E2) 2017 Jasper Health Services Inc. 58-2510435 Page 3
‘Part lII-B - Complete if the organization is exempt under section 501(c)(3) and has NOT filed Form 5768
{election under section 5014(h)).

(a) (b}

For each "Yes,” response on lines 1a through 1i below, provide in Part IV a defailed
description of th !obbyinggacﬁvig/.,j _ A No Amount
E = - - : - e - -

Paid staff or management (include compensation in expenses reported on fines 1c through 1i)?
Media advertisements?

ol e ol ool el feell e e

_ -0 - P o0 o>om
o
=
s
8
Q
3
@
[=]
9
o
|y
&
g
o
[
Q.
o
g
o
[»]
[
5
w
@
@
i
4]
3
M
=
[7:]
(%]

—

826

n
o

o

0

d If the filing organization incurred a section 4912 tax, did it file Form 4720 for this year? .. ... . ... ... ..
“Part ll-A~ Complete if the organization is exempt under section 501(c}(4), section 501(c)}{5}, or section
501{c)(6).

Yes | No

1 Were substantially all {90% or mere) dues received nondeductible by members? 1

2 Did the organization make only In-house lobbying expenditures of $2,000 or less? . 2
3 Did the organization agree to carry over lobbying and political campaign activity expenditures from the prioryear? ... .. .. ....... 3
‘Part Hl-B: Complete if the organization is exempt under section 501(c){4), section 501{c)(5), or section
501(c)(6) and if either (a) BOTH Part lll-A, lines 1 and 2, are answered “No,” OR (b) Part llIl-A, line 3, is
answered “Yes.”
1 Dues, assessments and similar amounts from members
2 Seclion 162(e) nondedustible jobbying and pofitical expenditures {do not include amounts of

political expenses for which the section 527(f) tax was paid).

c Total

4 If notices were sent and the amount on line 2¢ exceeds the amount on line 3, what portion of the
excess does the organization agree to carryover to the reasonable estimate of nondeductibie lobbying
and political expenditure next year? ..
5 Taxable amount of lobbying and political expenditures (see instructions) ... ... ..oz 5
Part Vs Supplemental Information
Provide the descriptions required for Part I-A, line 1; Part I-B, line 4; Part I-C, line 5; Part (I-A (affiiated group list); Part 1I-A, lines 1 and
2 (see instructions); and Part 11-B, line 1. Also, complete this part for any additional infermation.

DAA Schedule € {Form 930 or 990-EZ) 2017
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Schedule © (Form 990 or 890-E2) 2017 Jasper Health Services Inc. 58-2510435 Page 4
“Part’lV: Supplemental Information (continued)

Schedule C {Form 990 or 930-EZ) 2017

DAA
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SCHEDULE D Supplemental Financial Statements OME No. 15450047

(Form 990) B Complete if the organization answered “Yes” on Form 990, 201 7
Fart IV, line 6, 7, 8, 9, 10, 11a, 11b, 11¢c, 11d, 11e, 11f, 12a, or 12b.

Department of the Treasury ¥ Attach to Form 980, b : Q-Pen.: {0 Public _-:

Intemal Revenue Service b Go to www.lrs.gov/Form990 for instructions and the latest information. s inspection: i

Name of the organization Employer identification number

nd ]

JasperikRea
Partl:: [} Organi
Comp

{a) Donor advised funds (b} Funds and cther accounts

Total number at end of year

1
2 Aggregate value of contributions to (during year)
3 Aggregate value of grants from (during year)
4
5

Aggregate value at end of year
Did the organization inform all donars and donor advisors in writing that the assets held in donor advised
funds are the organization’s property, subject to the arganization's exclusive legal contral? D Yes D No
6 Did the organization inform all grantees, donors, and donor advisors in writing that grant funds can be used
only for charitable purposes and not for the benefit of the donor or donor advisor, or for any other purpose
conferring impermissible private benefit? . ... ... . il T P D Yes D No
“Partll. 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 edi;cation) Preservation of a historically important land area
Protection of natural habitat Preservation of a cenified historic structure
Preservation of open space
2 Complete lines 2a through 2d if the organization held a quatified conservation contribution in the form of a conservation

easement on the last day of the tax year. #“|Held at the End of the Tax Year
a Total number of conservation EaSEMENIS || 2a
b Total acreage restricted by conservation easements 2b
¢ Number of conservation easements on a certified historic structure included in (&) ... ... 2c
d Number of conservation easements included in (¢) acquired after 7/26/06, and not on a
historic structure listed in the National Register ... 2d
3 Number of conservation easements modified, transferred, released, extinguished, or terminated by the organization during the
tax year P

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

violations, and enforcement of the conservation easements it holds? | D Yes L__l No
& Staff and volunteer hours devoted to monitoring, inspecting, handling of violations, and enforcing conservation easements during the year
>
7 Amount of expenses incurred in menitoring, inspecting, handling of violations, and enforcing conservation easements during the year
S
8 Does each consetvation easement reporied on line 2(d) above satisfy the requirements of section 170(h)}{4)(B)(i)
and section F7OMEBID?. ... e, [] ves [ no

9 In Part XIli, describe how the organization reports conservatioen 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.

~Partlll- 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 o 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 X11l, the text of the footnote to its financial statements that describes these iterns.

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

{i) Revenue included on Form 990, Part VII, line 1 » 35

{if) Assefs included in Form 890, Part X L g

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

a Revenie included on Form 990, Part Vil tine 1 » 5
b Assets included in Form 990, Part X .o oo e e > 3
For Paperwork Reduction Act Notice, see the Instructions for Form 990. Schedule D (Form 990) 2017

DAA
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Schedule D (Form 990) 2017 Jasper Health Services Inc. 58-2510435 Page 2
‘Partill.  Organizations Maintaining Collections of Art, Historical Treasures, or Other Similar Assets (continued)

3 Using the organization’s acquisition, accession, and other records, check any of the following that are a significant use of its
coliection items (check alt that apply):

a Public exhibition
b o
c at

4 Provide E descri

XHL.
& Puring 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 1o be maintained as part of the organization’s collection? . ... ... ... ...l
“PartlV.  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 Is the crganization an agent, trustee, custodian or other intermediary for contributions or other assets not

included o FOM 990, PAltX? e O] Yes [ no
b If “Yes,"” explain the arrangement in Part XIIl and complete the following tabie:
Amount
€ BegiNNiNg DalaNGE e e 1c
d Additions dUbng the YEAr | e d
e Distributions during Bhe YEAI le
£ OENAING DaIANCE e ki

2a Did the organization include an amount on Form 990, Part X, line 21, for escrow or custodial account liability? ... D Yes | | No
b If “Yes," explain the arrangement in Part Xill. Check here if the explanation has been provided on Part XUl ... ... .00
“PartV.: Endowment Funds.
Complete if the organization answered "Yes" on Form 900, Part IV, line 10.
{a) Current year {b) Pricr year {c} Two years back {d) Threa years back {e) Four years back

1a Beginning of year balance
b Contributions

e Other expenditures for facilities and
programs
f Administrative expenses
g End of yearbalance . . .. ...
2  Provide the estimated percentage of the current year end balance (line 1g, column (&)} held as:

a Board designated of quasi-endowment® %
b Pemanent endowmentP %
¢ Temporarily restricted endowment %

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

organization by: Yes | No
() unrelated organizations T U U OO U U U PP PORP SRRSO 3a(i)
() related OfGANIZAUONS 3a(ii)

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

4 _D_escribe in Part Xl the intended uses of the organization's endowment funds,
“PartVl. 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) {ather) depreciation

fatand 125,130 o 125,130

b Buldings 1,688,692 1,548,312 140,380

¢ lLeasehold improvements . ... ..

d Equipment ... 3,168,660 2,662,244 506,416

@ OISl .. o 63,627 63,627
Total. Add lines 1a through 1e. (Column (d) must equal Form 990, Part X, column (B), line 106) ... ......ooueeeeieeieenee » 835,553

Schedule D (Form 990} 2017

DAA
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Schedule D (Form 990) 2017 Jasper Health Services Inc. 58-2510435 Page 3
_Part VIl Investments—Other Securities.
Complete if the organization answered “Yes' on Form 990, Part IV, line 11b. See Form 990, Part X, line 12.

{a} Dascriplion of secunly or category {b} Beok value {c) Melhod of valuation:

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

(1) Financial g
{?) Closely-h

'emr‘aﬂgves )
equity] int

4

2]
=]
=

“Part VIl 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 invesimant () Book vaiue {c} Method of vaiualion:
Cost or end-of-year market value

{1}
{2)
(3)
4
{5)
(6)
{7}
{8)
)]
Total. {Column {b) must equal Form 990, Part X, col, (B} Jine 13.) B
“Part1X | Other Assets.
Complete if the organization answered "Yes” on Form 990, Part IV, line 11d. See Form 990, Part X, fine 15.

{a) Description (i) Book value
)]
(2)
3)
4
(5}
{6)
(7
8)
8
Total. (Column (b) must equal Form 990, Part X, col. (B)fine 15.) .. .00 ciniise e >
“PartX | Other Liabilities.
Complete if the organization answered "Yes" on Form 990, Part IV, line 11e or 11f. See Form 980, Part X,
line 25.
1. {a) Description of lability {b} Book valus
(1) Federal income taxes
(2) Third party settlements 802,528
(3) Due to related parties 553, 684
(4 Other payables 9,185
3)
{6)
{)
(81
©
Total. (Column {b) must equal Form 990, Part X, col. {B} fine 25) & 1,365,397
2. Liability for uncertain tax postions. In Part XIII, provide the text of the footnote to the organization’s financial staternents 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 Parft X1k ... ..... .. &L

DAA Schedule D (Form 990) 2017
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Sehedule D (Form 990} 2017 __Jasper Health Services Inc. 58-2510435 Page 4
“Part X' Reconciliation of Revenue per Audited Financial Statements With Revenue per Return.
Complete if the organization answered “Yes’ on Form 890, Part IV, line 12a.
1 Total revenue, gains, and other support per audited financial statements 1 12,171,519
Amounts included on line 1 but not on Form 980, Part Vll, line 12: L
Net unr%%a?ﬁ%" 4 gainsﬁl fases) dh Thvestments

H%% doiies

ran

s aooTa

Subtract fine 26 fom N8 & . e e 3 | 12,173,519

Amounts included on Form 990, Part Viil, line 12, but not on line 1:
a Investment expenses not included on Form 990, Part Vill, line 7h

oW

b Other (Describe in Part XULY | S
C AGDINES 48 and A 4c 26,403
5 Total revenue. Add lines 3 and 4c. (This must equal Form 990, Part |, fine 1 i 5 12,197,822

TPart Xil - 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 11,418,457

Amounts included on jine 1 but not on Form 990, Part IX, line 25:
Deonated services and use of facilities

o a6 oo
Q
=
o
=
=3
n
w
[ul
o

Subiract line 2e from line 1
4 Amounts included on Form 990, Part IX, line 28, but not on line 1:

11,418,457

(7]

a Investment expenses not included on Form 990, Part VIll, ine 7k ...

b Other (Deseribe In Part XIM) | 4p e

D addimesdmanddb 4 26,403
5 Total expenses. Add lines 3 and 4c. (This must equal Form 990, Part L line 18.) ... .. ... .eeeiieeiiiien 5 11,444,860

“Part Xiil. Supplemental Information.
Provide the descriptions required for Part il, ines 3, 5, and 9; Part M, lines {a and 4; Part IV, lines 1b and 2b; Part vV, line 4; Part X, line
2; Pari X), lines 2d and 4b; and Part XJI, lines 2d and 4b. Also complete this part to provide any additional information.

The Corporation is a not—-for-profit cerporation that has been recognized as

Schedule D {Form 290} 2017

DAA
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“Part Xl Supplemental Information (continued)

Schedule D (Form 990) 2017
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SCHEDULE H Hospitais

{Form 990) P Complete if the organization answered “Yes” on Form 990, Part IV, question 20.
B Attach to Form 990.

Depariment of the Treastry P Go to www.irs.gov/Formd30 for instructions and the fatest information.

Inlemnal Revenue Service

:-Open to Public.

“i Ingpection

Mame of the organization

Jas e{rﬁiﬂgalth gSe;vj__mce
icial Assistarice and Ceitain QtticrCom

w g B

1a Did the Brganizauon have a financial assistance policy dusing t

Benefits at Cost™

x year? If “No,” skip to question 6a

i
]
5

b If "Yes” was It a written poliey? DRSO P

2 If the organization had multiple hospital facilities, indicate which of the following best describes application of
the financial assistance policy to its various hospital facilities during the tax year.
Applied uniformly to all hospital facilities D Applied uniformly to most hospital facilities
. Generally tailored to individual hospital faciliies

3 Answer the following based on the financial assistance eligibllity 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:
[] 100% ] 150% [[] 200% other_ 125 %

b Did the organization use FPG as a factor in determining eligibility for providing discounted care? If "Yes,"
indicate which of the following was the family income limit for eligibility for discounted care:
[] 200% 250% ] a00% [] as0% [] 400%

¢ If the organization used factors other than FPG in determining eligibifity, 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, regardiess 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'?

§a Did the organization budget amounts for fres or discounted care provided under its financial assistance policy during the tax year?
b If “Yes,” did the organization's financial assistance expenses exceed the budgeted amount?
¢ | “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?
6a Did the organization prepare a community benefit report during the tax year?
b If "Yes,” did the organization make it available to the public?

. Complete the following table using the workshests provided in the Schedule H instructions. Do not submit
these worksheets with the Schedule H.

Employer identification number

No

5a

«
A
X

5b

7 Financial Assistance and Certain Other Community Benefits at Cost

Financial Assistance and )] h_lifmber of {b) Persons {e) Totat community {d) Direci offseiting {e} Net community {f} Percent
Means-Tested Govi etnment Pro grams pm;::;vsﬁnizp?i; i ( ;;riiigl) benefit expense revenus benefit expense ;;;c:::;
a Financial Assistance at cost (from
Workshest 1) 111,074 111,074 0.97
b Medicald {from Worksheel 3, column &)
536,777 567,526 0 0.00
¢ Costs of offer means-tested
govemment programs (from
Worisheel 3, cuma b) 34, 067 22,605 11,462 0.10
d  Total Financial Assistence and
M Tested G P
pane Tested Godamment Trogeme 681,918 590,131 122,536 1.07
Other Benefits
e Communily health improvement
services and community benefit
operalions {from Worksheet 4} 2,817 2,917 0.03
f  Health professiens education
ffrom Worksheat §) 6,186 _ 6,186 0.05
g Subsidized health services {from
Werksheet 8 521,295 521,295 4.55
h  Reseach (fom Worksheet 7 0 0.060
i  Cash and inkind conlributicns
for comenunity benefit (from
Worksheet 8 . 40,710 40,710 0.36
j Total. Other Bepefits | 571, 108 571, 108 4,95
K Total Addlines 7Tdand7j ... ... .. 1,253,026 590,131 693,644 6.06

Eg paperwork Reduction Act Notice, see the Instructions for Form 890. Schedule H (Form 980) 2017
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58-2510435

Page 2

CPart 11

health of the communities it serves.

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

(a) Number of
aclivitles or

{b} Persons {c} Telal community

building exp%\sseis

(d) Direct offsetling
revenue

{e) Net community
building expense

{f) Percent of
total expense

apiianal) & g
2  Esoromic d:fle!opmenl 0.
3 Community support 0 0.00
4  Environmental improvements 0 0.00
5 Leadership development and tralning
for commurily members 8] 0.00
6 Coaliton building 0 0.00
7 Community health improvemenl advocacy 8] 0.00
8 Workforce davelopment 0 0.00
9 COther 0 0.00
10 Total 0 0.00
“Part il 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

2

Enfer the amount of the organization’s bad debt expense. Explain in Pait Vi the

methodology used by the organization to estimate this amognt
Enter the estimated amount of the organization’s had debt expense attri:utable 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 raticnale, if any,

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

Section B. Medicare

5

6
7
8

Enter total revenue received from Medicare {including DSH and IME}
Enter Medicare allowable costs of care relating to payments on line 5
Subtract line 6 from line 5. This is the surplus (or shortfally)
Describe in Part VI the extent to which any shorttfall reporied in line 7 should be treated as community
benefit. Alse 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:

Cther

Section C. Collection Practices

9a

Cost accounting system D Cost to charge ratio
Did the organization have a wrilten debt collection policy during the tax year?

669,231 |

2

3 501,923
5 2,039,227
6 2,07C,185¢
7 -30,958

b If “Yes," did the organization’s collection policy that applied o the largest number of its patients during the tax year contain provisions
on the collection practices to be followed for patients who are knewn to qualify for financial assistance? Describe in Part VI

9a

X

9b

X

TPart v

Management Companies and Joint Venfures (owned 10% er more by officers, directors, trustees, key employees, and physicians-see inslucions)

{a) Name of enfity [b) Dascription of primary

{c) Croanization's

(d} Officers, direstars,

(8) Physicians'

activity of entity profit % er stock truslees, or key profil % or stock
ovnership % employees’ profit % | ownership %
or steck ownership %
1
2
3
4
5
6
7
8
9
10
11
12
13

DAA

Schedule H (Form $80) 2017




47010

Schedule H Form 9s0) 2017 Jasper Health Services Inc. 58-2510435 Page 3
~PartV: Facility Information
Section A. Hospital Facilities 5 g) g § Y @ 53 %‘
(list in arder of size, from largest to smallest—see instructions) § 5 § § f‘, % § 3
How many hospital facilities did the organization operate during g i’ ; g § g @
the fax year? N P B - ;i Bl |2l oy .
Name, address, primé%y bste and state §|% mse o ‘ % : "
] b St B s B oE & = dh - Facilily
{and if a group return, the name and EE?N of the subor%?nate hospl =& ﬁ } ot reporting
group

organization that operates the hospital facility)

Other {describa)}

1 Jasper Memorial Hospital

898 College Street

Monticello GA 31064
www.jaspermemorialhospital.org
079-592 XX X X SNF, Swing-hed,Clinic

DAA

Schedule H {Farm 980} 2017
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acheduls H (Form 990y 2017 Jasper Health Services Inc. 58-2510435 page 4
“PartV..  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 fg;:ility orEetter cﬁf Eaciiity reportin:g group
= . & .
Yes | No
Community Health Needs Assessment
1  Was the hospital facility first licensed, registered, or similatly recognized by & state as a hospital facility in the
current tax year or the immediately preceding tax YOAIT 1 X
2  \Was the hospital facility acquired or placed inta service as a tax-exempt hospital in the curment tax year or
the immediately preceding tax year? If "Yes," provide details of the acquisition in Section C 2 X

3 During the tax year or &ither of the two immediately preceding tax years, did the hospital facility conduct a
community health needs assessment (CHNA)? If "No," skipto N8 12 e
If "Yes," indicate what the CHNA report describes (check all that apply):
a [¥| A definifion of the community served by the hospital faciiity
b |¥X| Demographics of the community
¢ |X| Existing heaith care facilities and resources within the community that are available to respond to the
health needs of the community
d | X} How data was obtained
e |Xl The significant nealth needs of the community
| Primary and chronic disease needs and other health issues of uninsured persons, low-income persons,
and minority groups
a The process for identifying and priotitizing community health needs and services to meet the
community health needs
h The process for consulting with persens representing the community's inferests
i The impact of any actions taken to address the significant health needs identifled in the hospital
facility's prior CHNA(s)
Other (describe in Section C)
4 Indicate the tax year the hospital facility last conducted a CHNA: 20_19
E 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 hospitat facifity took into account input from
persons who represent the community, and identify the persons the hospital facility consulted
6a Was the hospital facility's CHNA conducted with one or mare other hospital facilities? If “Yes," list the other
hespital facilities N SECHON © e
b Was the hospitat facility's CHNA conducted with one or more organizatians other than hospital facilities? If "Yes,"
fist the other organizations in Section T
7 Did the hospital facility make its CHNA report widely available to the public?
If “Yes,” indicate how the CHNA report was made widely available (check all that apply):
Hospital facility's website (list url): www . Saspermemorialhospital.org
Other website (list url):
Made a paper copy available for public inspection without charge at the hospital facility
"1 Other (describe in Section C)
8 Did the hospitat facility adopt an implementation strategy to mest the significant community health needs
identified through its most recently conducted CHNA? if sNoskipto ing 11
g Indicate the tax year the hospital facility last adopted an implementation strategy: 20 16
10 s the hospital facility's most recently adopted Implementation strategy posted on a website?
a li"Yes” (istul: _htto://wWww. {aspermemorialhospital. org/
b If “No” is the hospital facility's most recently adopted implementation strategy attached to this refuen?
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 togather with the reasons why
such nieeds are not being addressed,
42a Did the organization incur an excise tax under section 4959 for the hospital facility’s faiiure 1o conduct a
CHNA as required by section SOTIEY? e RO
b If “Yes’ to line 122, did the organization file Form 4720 to report the section 4959 excise tax? e
¢ If “Yes® to line 12b, what is the total amount of section 4959 excise tax the organization reported on Form
4720 for all of its hospital facilities? $

"

—

6a

10b

12a

120

DAA

Schedule H {Form 990) 2017
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Schedule H (Farm 9a0) 2017 Jasper Health Services Inc, 58-2510435 Page 5

“part’V.. Facility Information (continued)

Einancial Assistance Policy {FAP)

Jasper Memorial Hospital

letter of facility reporting group
3@ E rﬂ L '

I itz ) cllity Bawv
Explained eligibilit 3c/:[iteg@@fpr fnanctal gesistance 7
If “Yes," indicate the eligibility criteria explained in the FAP:

]

Income level other than FPG (describe in Section C)
|| Asset level

| X| Medical indigency

| | Insurance status

¥| Underinsurance status

™ Resldency

[} other (descrive in Section C)

FE = o Q0 O

14 Explained the basis for calculating amounts charged to patients?
15 Explained the method for applying for financial ASSIBEANCE Y o
If "Yes,” indicate how the hospital facility's FAP or FAP application form (inciuding accompanying
instructions) expiained the method for applying for financial assistance (check all that apply):
a Described the information the hospital facility may require an individual to provide as part of his or her

application

b Described the supporting documentation the hospital facility may require an individual to submit as part

of his or her application

c Provided the contact information of hospital facility staff who can provide an individuai with information

about the FAP and FAP application process

d Provided the contact information of nonprofit organizations or government agencies that may be

sources of assistance with FAP applications
e Other (describe in Section C)
18 Was widely publicized within the community served by the

If “Yes,"” indicate how the hospital facility publicized the policy {check all ihat apply):

The FAP was widely available on a websita (list ur):

A plain language summary of the FAP was widely available on a website

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

by mail)

e The FAP application form was available upen request and without charge {in public locations in the

hospital facility and by mail)

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

locations in the hospital facility and by mail)

g individuals were notified about the FAP by being offered a paper copy of the plain language summary of
the FAP, by receiving a conspicuous written notice about the FAP on their billing statements, and via

conspicuous public displays or other measures reason
h Notified members of the community who are most likel
of the FAP
i D The FAP, FAP application form, and plain language su
primary language(s) spoken by LEP populations
L[}ﬂ Other (describe in Section C)

Federal poverty guidelines (FPG), with FPG family income limit for eligibility for free care of _ 125 %
and FPG family income imit for eligibility for discounted care of _ 250 %

The FAP application form was widely avalabie on a website (st ul)  www . jaspermemoc rialheospital.oxrg

hospital facility?

www . jaspermemorialhospital.org

(isturdly  WWW. jaspermemorialhospital LOEg

ably calculated to atiract patients’ attention
y to require financial assistance about avallability

mmary of the FAP were translated into the

DAA

Schedute H (Form 930) 2017
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Schedule ¥ (Form 920) 2017 Jasper Health Services Inc. 58-2510435 Page 6
“PartV.: Facility Information (continued)
Billing and Collections
Name of hospital facility or letter of facility reporting group _ Jasper Memorial Hospital
Yes [ No

dhs |
actions against an individual that werei
policies during the tax year before making reasonable efforis to determine the individual's eligibitity under the

facility's FAP:

S, s ; =

der the hospital faci

lity's

a Reperting to credit agency(ies)

b Selling an individual's debt to another party
Deferring, denying, or requiring a payment before praviding 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)

£ 1¥| None of these actions or other similar actiens were pemmitted

19 Did the hospitat facility or other authorized party perform any of the following actions during the tax year
before making reasonable efforts to determing the individual's eligibility under the facility's FAP?
If “Yes," check all actions In which the hospital facility or a third party engaged:
a Reporting to credit agency(ies)
Seliing an individual's debt to ancther party

c Deferring, denying, of requiring a payment before providing medically necessary care due o
nenpayment of a previeus 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 authotized 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

Made a reascnable 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

19

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 fo

individuals regardless of their eligibility under the hospital facility's financial assistance poficy? ...

If “No,” indicate why:

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

b The hespital facility's poficy was not In writing

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

~d [ ] Other (describe in Section C)

2| X

DAA

Schedule H (Form

990} 2017
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Schedule K (Form 990) 2017 Jasper Health Services Inc. 58-2510435 Page 7
“Part'V-© Facility Information {continued)

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

Name of hospital facility or letter of facility reporting group  Jasper Memorial Hospital

Yes | No

22 Indicate oW the hosp|ta1 famlztg d"etermmed duriig {he tax year, the maxmum amounts That can be charged

during a prior 12-month pericd
b The hospital facility used a look-back method based on claims allowed by Medicare fee-for-service and
alf private health insurers that pay claims to the hospital facility during a prior 12-moenth period
The haspital facility used a look-back method based on claims allowed by Medicaid, either alone ¢ 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 ar Medicaid method
23 During the tax year, did the hospital facility charge any FAP-eligible individual io whom the hospitat facility
provided emergency or other medically necessary services more than the amounts generally billed to
individuals who had insurance covering such care?
I “Yas,” explain in Section C.
24 During the tax year, did the hospital facility charge any FAP-eligible individual an amount equat to the gross
charge for any service provided to that individual?
If “Yes,” explain in Section C.

Schedula H (Form 990} 2017

DAA
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Schedule H (Form 990) 2017 Jasper Health Services Inc. 58-2510435 Page 8
“PartV.©  Facility Information (confinued}

Section C. Supplemental Information for Part V, Section B. Provide descriptions required for Part V, Section B, lines
2, 3), 5, Ba, 6b, 7d, 11, 13b, 13h, 15e, 16}, 18e, 1%e, 20e, 21¢, 21d, 23, and 24. If applicable, provide separate
descriptions for each hos%)ltat facmty in a facility reporting group, desngnated by facmty reporting group ietter and
hospital facmi" 1 Ea i ﬁ . 1” “A 4. "B 2. "B,. 3"éc a AT fae

Facility 1, Jasper M morial Hospita

The prioritizatioﬁ of significant health needs of the community is

identified and the methodclogy for prioritizing each need is described on

page 11 of the 2016 CHNA.

Facility 1, Jasper Memorial Hogpital - Part V, Line 5

The community health neceds of residents wlithin Jasper County were

identified through in-depth interviews with a broad range of advocates

representing the interests of the community including public health

representatives, community leaders, minorities, physicians, school heaith,

and other health care providers.

Tacility 1, Jasper Memorial Hospital - Part Vv, Line 11

Eight identified health needs have been evaluated and prioritized by input

from key informants and the JMH leadership team. Health needs were

prioritized based upon the scope and severity of the issue. FEach need was

evaluated based upon the priority of the issue, the fit with the JME

mission, the ability to achieve improvement, and the availability of

regsources. Six of the eight identified health needs were selected for

implementation.

~heart and vascular disease

_preast cancer screening and early detection

—mental and behavioral health disorders

-welght management

-nutriticn

-wellness and prevention

Sehedule H (Form 930) 2017

DAA
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Schedule H (Form 990) 2017 Jasper Health Services Inc. 58-2510435 Page 8
“PartV.©  Facility Information (continued)

Section C. Supplemental Information for Part V, Section B. Provide descriptions required for Part V, Section B, fines
2, 3j, 5, 6a, 6b, 7d, 11, 13b, 13h, 15e, 16}, 18e, 19¢, 20e, 21¢, 21d, 23, and 24, If applicable, provide separate
descriptions for each hosﬁpltal facility in a facmt% reporting group, desngnated by facmty reporting group letter and
hospital f fit mb jror‘a; ?an,v Sectiol q_,Tnameh%of hospi al’féc;hty%

R

Two identified health needs will not be addressed in the implementation

plan. While transpertation difficulties do impact access to care for a

small percentage of the Jasper County population, non—emergent

transportation falls outside the scope and mission of JMH. Due to resource

constraints, JMH is unable to address this need at this time,

An inabilityv to speak English well creates barriers to healthcare access,

provider communications, and health literacy/education. A small percentage

of the Jasper County population is not Englisgh proficient. JMHE will

continue to meet all requlatory requirements related to translation

services. JMH will continue to use all currently available translation

technoloay services in order to meet the needs of the non-Engliish speaking

population. Due to respource constraints, JMH is unable to address this need

further at this time.

Facility 1, Jasper Memorial Hospital - Part V, Line 167

JME provides both a telephone interpretation line and a Spanish speaking

onsite interpreter (normal business hours for onsite interpreter).

Schedute H (Farm 990) 2017
DAA
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Schedule H (Form 880 2017 Jasper Health Services Inc. 58-2510435

“PartV..  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 ‘o smallest)

How many no

g =g OB i B Em e S _-_--—[? l‘% =
Name and address ;3 Type of Facility {describe)
1 The Retreat Nursing Home

898 College Street

Tong term care and skilied nursing

Monticello GA 31064

Schedule H (Form 280) 2017

DAA
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Schedule H {Form 990) 2017 Jasper Health Services Inc, 58-2510435 Page 10
PartVl. Supplemental I[nformation

Provide the following information.

k| Required descriptions. Provide the descriptions required for Part |, iines 3c, 6a, and 7; Part Il and Part Ill, lines 2, 3, 4, 8 and
b, Y g # i
5 e P =2 ; R 1 s

L

éﬁ

any CHE\IAS reporls

3 Patient education
who may be billed for patient care about their eligibility for assistance under federal, state, or lacal government programs of
under the arganization’s financial assistance policy.

4 Community information. Describe the community the organization serves, taking into account the geographic area and
demegraphic 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 commuity (e.g., open medical staff, community
board, use of surplus funds, etc.).

6 Affiliated health care system. If the arganization is part of an affiliated health care system, describe the respective roles of the
arganization 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 & community benefit report.

r

Part I, Line 3c - Other Income Based Criteria for Free or Discounted Care

In addition to providing free and discounted care on the basis of income,

Jasper Memorial Hospital also provides an automatic 50% discount to

patients with no insurance. The billing system applies the discount once

the account is ready to be billed.

Part I, Line 7g — Subsidized Health Services Explanation

The emergency room is available with Hospital supported emergency Yoom

physician coverage on a 24/7 basis. There is no biliing by the Hospital

for emergency room physician services at all (billed directly by the

physician service) but the Hospital must pay a supplemental amount

to have the physicians available.

Part TII, Line 2 - Bad Debt Expense Methodology

Amounts included on Part III line 2 represent the amount of charges

considered uncollectible after reasonable attempts to collect, and written

off to bad debt expense.

Schadule H (Fortn 990) 2017
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Schi

edule H (Form 990) 2017 Jasper Health Services Inc. 58-2510435 Page 10

“Part VI Supplemental information

Pro

1

vide the following information.

Required descriptions. Provide the descriptians required for Part |, lines 3c, 6a, and 7; Part [l and Part lil, lines 2, 3, 4, 8 and
gh. s %‘g ‘ E . .

Needséassass eng ll)_'_'escrl Bwiihen i 'gé?se
any CHE}IAS reporte'; Qmaé 5 5

Patient education of eliglblhty for assistance. Descnbe how the orgamzatlon informs and educates patients and persons
who may be billsd for patient care abeut their eligibility for assistance under federal, state, or local govesnment programs of
under the organization’s financial assistance policy.

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

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

Affiliated health care system. If the crganization s part of an affiliated heaith care system, describe the respective reles of the
organization and its affiliates in promoting the health of the communities served.

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

organization, files a community benefit report.

H Bt

Part IIT, Line 3 — Bad Dept Expense, patients Eligible for Assistance

Rased on the higher than state average unemployment levels for Jasper

County and unofficial information relating to a gampie of accounts,

managenent estimates 75% of the bad debts would be eligible under our

policies if they apply.

part III, Line 4 - Bad Debt Expense Footnote to Financial Statements

see page 8 of the artached audited financial atatements for the Allowance

for Doubtful Accounts footnote.

Part III, Line 8 - Medicare Explanation

Medicare allowable costs are computed in accordance with cost reporting

methodologies utilized on the Medicare Cost Report and in accordance with

related regulations. Tndirect costs are allocated to direct service areas

using the most appropriate statistical basis.

The full amount of the shortfall should be considered a community benefit.

Medicare is a federal program which dictates payment rates and conditions

of participation for serving certain elderly and disabled members of the

Schedule H [Form 930) 2017
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Schedule H {Form se0y 2047 Jasper Health Services Inc. 58-2510435 Page 10
“PartVl:.  Supplemental Information

Provide the following information.

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

o P = 4c°
2  Needs essment DB %h v theorganizati hme’?x“ i bs it s
any CH# l? SectioniB. b E ﬁ,l"sﬂ Bl y s

3 Patient education of eligibility for assistance. Describe how the organization informs and educates patients and persor?s
who may bhe 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 infoermation. Pescribe the community the organization serves, taking into account the geographic area and
demographic constituents it serves.

5  Prometion of community health. Provide any other information important to describing how the organization's hospital facilities or
other health care facitities further its exempt purpase by promoting the health of the cammunity (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 systemn, describe the respective roles of the
arganization and its affilistes 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.

community. Serving the needs of our citizens at below Medicare's

computation of cost provides necessary local care for a segment ¢of the

population often unable to travel great distances for their needs.

part III, Line 9o - Coliection Practices Fxplanation

The policy on handling bad debt requires a review to see

if an account has been screened for indigent/charity

approval in the procgess to determine if the account may be

sent to bad debt. In addition, accounts have online

documentation of various steps in the financial

assistance process including notice when an application

has been given/mailed, requests for additional data, and

ultimate determination that allows collection efforts to

ne based on the true status of each patient's account.

1) The Business Office may charge off an account to bad

debt when one or more of the following conditions apply:

1) The hospital receives discharge notice for Chapter 7 or

Chapter 13 Bankruptcy.

Schedule H {Form 990} 2047
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Schedule H (Form 990) 2017 Jasper Health Services Inc. 58-2510435 page 10
PartVlT  Supplemental Information

Provide the following information.

1 Requnred descrlptlons Provide the descnptlons required for Part |, lines 3¢, 62, and 7; Part Il and Part Ill, lines 2, 3, 4, 8 and
= g e AT o

essmen Deﬁb hgvgfhé‘mrgamzatl < e hig 4 feeds Foormiinitie Eition g

any CHNAs rep ried in:P: \% ectionsB. - ‘w L E’ % 4

3  Patient education of ehgiblhty for assistance. Descrlbe how the organization nforms and educates patients and persons
who may be hilled 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 hospitat facilities or
other health care facilities furiher its exempt purpase by promoting the health of the community {e.g., open medical staff, comymunity
board, use of surplus funds, etc.).

§ Affiliated heaith care system. If the organization is part of an affiliated health care system, describe the respective roles of the
organization and its affiliates in prometing 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.

ii1)All third-party balances have been collected or efforts

to collect exhausted.

iii)Self-pay account is aged greater than 150 days from

discharge or date of service and no payment has_ been

received within prior 30 davys.

iv)Accounts for patients/gquarantors who have existing

accounts in bad debt status oI have had checks returned

for insufficient fundgs, or who have repeatedly broken

payment promises.

v)Evidence of the patient's unwillingness to vpav.

2)Review Selection Reports to evaluate placement of

accounts with an outside agency.

3)Determine if the following conditions exist prior to

submitting for bad debt write off approval:

a)Account is returned from extended Business Office with

all collection effort exhausted.

i)No self-pay payment has been posted within prior 30

davys.

Schedule H {Form 930) 2017
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Schedule H (Form 990y 2017 Jasper Health Services Inc. 58-2510435 Page 10
“PartVi. Supplemental [nformation

Provide the foltowing information.

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

o ==

2 Needs wag:gefussIii ent b% c
any CI-f}IAs reparted im gﬁ A S

3 Patient education of eligibility
who may be billed for patient care about their eligibility for assistance under federal, state, or local government programs of
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.

% Promotion of community health. Provide any other information important to describing how the arganization'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, efc.).

6 Affiliated health care system. if the organization is part of an affiiated 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 refated
organization, files a community benefit report.

ii)Guarantor has received a combination of three letters,

statements or verbal contact.

iii)Guaranter has defaulted on an agreed contract

arrangement.

iv)Financial comments have heen reviewed to determine if

extenuating circumstances exist regarding lack of self-pay

payvments.

v)Accounts have been screened for Indigent/Charity

approval.

vi)Account has been screened for appropriate eligibility

program approval .

vii)Account has return mail without a new address

obtained,

viii)Review patient/quarantor account historvy.

ix)Accounts _for patients/quarantors who have existing

accounts in bad debt status or have had checks returned

for insufficient funds, or who have repeatedly broken

payment promises.

Schedule H (Form 980} 2017
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Schedule H (Form 990) 2017 Jasper Health Services Inc. 58~-2510435 Page 10
‘Part'Vl° Supplemental Information

Provide the following information.

1 Reqmred descnpt;ons Provide the descriptions required for Part |, lines 3c, 6a, and 7; Part 1l and Part |, lines 2 3 4, 8 and

! g”%inidﬁ??s it serges, in a

3 Pataent educat;on of eligibility for assistance. Descnbe how Mﬁ;le organization informs and educates patients and persons
who may be billed for patient care ghout their eligibifity for assistance under federal, state, or local government programs or,
under the organization’s financial assistance poiicy.

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
hoard, use of suiplus funds, etc.}.

6 Affiflated health care system, If the organization is part of an affiliated health care system, describe the respective roles of the
organization and its affiliales in promoting the heatth 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 repert.

Part VI, Line 2 - Needs Assessment

Ongoing discussions with and feedback from local medical staff, nursing and

clinical personnel, community Board members, and local community leaders

from attendance at both regularly scheduled group meetings and from

meetings where hospital staff are invited to attend. Participation in

community wide emergency management planning meetings. Review of market

share data showing out-migration of county residents for specific medical

services. Potential needs are evaluated against both the hospitai's

current capacity and its limitations as a critical acgess hospital as well

as the availability of similar services in the area. In addition, we

conducted a formal community health needs assegsment,

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

During the registration process, if there is any evidence of a potential

significant patient financial responsibility due to high deductible/co-

insurance or lack of insurance coveraqge, the patient is asked if they want

information about the hospital's financial assistance program, If the
Schedule H {Form 990} 2017
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Schedule H (Form 980) 2017 JaSpPeY Health Services Inc. 58-2510435 Page 10
“Part Vi . Supplemental Information

Provide the following information.

{1 Required descriptions. Provide the descriptions required for Part |, lines 3c, 6a, and 7; Part [i and Part 1, lines 2, 3, 4, 8 and

2 Needs assessm Sedsest th he £ care oS of dition, 1B
= L s car :
any CHiNAs reparieg i) 1on: B "é@y ﬁ:@j - g@ L. =
3 Patient education of eligibility for assistance. Describe how ﬁm organization informs an educates patients and persons g 3&9

~ who may be billed for patient care about their eligibility for assistance under federal, state, or local government programs of
under the arganization’s financial assistance policy.

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

5  Promotioh of community heaith. Pravide any other information important to describing how the erganization’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 surpius funds, efc.).

& Affiliated heaith 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
arganization, files a community benefit report.

information is recuested, registration staff provide a copy of the

application for financial assistance and an explanation of what informaticn

is needed to make a decision on their eligibility and what supporting

documents must be provided. Patients are informed rhat if approved the

level of assistance will ve based upon their income level. During anvy

contract by phone, letter, or personal visit, in an inability to pay is

expressed the individual is made aware of the hospital's financial

assistance prodgram and offered an application of interested. During

presentations to community groups concerning the hospital, a mention of the

financial assistance progran is generally made, Applications will be

provided to all parties upon a positive response TO hospital guestions Or

upon request by the party, 80 individuals other than current patients may

make application. Once approved, an individual has twelve (12) months of

coverage under the prodgram and does not have o reapply each time they

receive serviges. The hospital uses a telephone service for patients who

do not speak English and 5211 questions during reqistration, including the

need for financial assistance, go_ through the translator. On the wab, the

first paragraph in the section about bills and insurance discusses oub
Schedule H {Form 980) 2017

DAA




47010

Schedule H (Form 990) 2017 Jasper Health Services Inc. 58-2510435 Page 10
“Part VI:  Supplemental Information

Provide the following information.

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

2  Needs , q éiﬁorganizg

',,5'5.33”'525‘-%1 enf [Jes

any CHEJAS reporat o - 5 G = E% v I @ ‘

3 Patient education of e. 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 facitities or
other health care facilities further its exempt purpose by promoting the heaith of the community (e.g., open medical staff, community
board, use of surplus funds, etc.).

6  Afiliated health care system, If the organization is part of an affiliated health care system, describe the respective roles of the
arganization 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.

financial assistance policies., A sign is placed between the Emergency Room

entrance and the registration area.

Part VI, Line 4 - Community Information

JHS's primary service area composes most of Jasper County, Georgia, which

has a population of approximately 14,000 with nearly 18% of the population

over ade 65. Census bureau records reflect an almost even split between

males and females with nearly 77% of the population listed as white with

20% listed as black. Over 18% of the population is below the poverty

level. 18% of the population was uninsured, above the US and State

averades.,

Part VI, Line 5 - Promotion of Community Health

In addition to providing health related information in news articles for

the local newspaper, we conduct annual flu immunization campaigns including

remote site wvaccination drives. Jasper Memorial Hospital provides reduced

cost sports physicals for the local schools, provides staff for

presentations to students, and serves as a host facility for the high
Schedule H (Form 990) 2017
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Schedule H (Form 990) 2017 Jasper Health Services Inc. 58-2510435 page 10
“PartVl _ Supplemental Information

Provide the following information.

1  Required descriptions Prowde the descriptions required for Part |, lines 3¢, Ba, and 7, Part Il and Part IIf, Isnes 2 3,4, 8and

fer

any CH?}!AS reporied - & : i U D o,

3 Patient education of ellglblhty for assistance, Describe how e orgamzaﬂon lnforms and educates patients and pefsons %
whe may be billed for patient care about their eligibility for assistance under federal, state, or lacal government pregrams or
under the organization’s financial assistance policy.

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

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

& Affiliated health care system. If the organization is part of an affi liated heaith care system, describe the respective roles of the
organization and its affiliates in prometing the health of the communities served.

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

school's certified nursing aide classes. We also participate in community

wide emergency health teams, local disaster preparedness programs/drills,

and provide health education to community clubs. The facility also

partners with the school system for the summer nutrition program providing

manpower to provide the healthy meals they deliver,

The organization and all its wvolunteer board are composed of community

members with diverse professional and community service backgrounds. Qur

Emergency Department has 24/7 physician coveradge and is open to all

persons, regardless of ability to pay. The medical staff is open to all

qualified physicians_in the region. Any surplus of funds is reinvested into

the operations and capital budget of the organization.

Schedule H (Form 930) 2017
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SCHEDULE J Compensation Information
(Form 930) For certain Officers, Directors, Trustees, Key Employess, and Highest
Compensaied Employees
% Complete if the organization answered "Yes" on Form 990, Part IV, line 23.
Department of the Treasury B Attach to Form 990.
internat Reverus Senice b Go to www.irs.gov/Formd90 for Instructions and the latest information.

OMB No. 15450047

2017

Mame of lhe orgal m”%

4a Check the appropriate box(es) if the crganization provided any of the following to or for a person listed on Form
990, Part VI\, Section A, line 1a. Complete Part Il to provide any relevant information regarding these items.

First-class or charter iravel Housing allowance or residence for personal use
Travel for companions Payments for business use of personal residence
Tax indemnification and gross-up payments Health or social club dues or initiation fees
Discretionary spending account Personal services (such as, maid, chauffeur, chef}

b If any of the boxes on line 1a are checked, did the organization foillow a written policy regarding payment
or reimbursement or provisien of all of the expenses described above? If "No," complete Part il to
explain

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

3 [ndicate which, if any, of the following the filing organization used to establish the compensation of the
organization's GEO/Executive Director. Check all that apply. Do not check any boxes for methods used by a
related organization to establish compensation of the CEQ/Executive Director, but explain in Part Il
Compensation committes . Written employment contract
independant compensation consultant ' Compensation survey or study
Form: 990 of other organizations Approval by the board or compensation committee

4 During the year, did any person listed on Form 990, Part VI, Section A, line 1a, with respect to the filing
organization or a related organization:

a Receive a severance payment of change-of-control payment?

b Participate in, or receive payment from, a supplementai nongualified retirement plan?

¢ Parficipate in, or receive payment from, an equity-based compensation arrangement?

If "Yes" to any of lines 4a—c, list the persons and provide the applicable amounts for each item in Part iil.

Only section 501(c)(3), 501{c){4), and 501(c}(29) organizations must complete lines 5-9.
§ For persons listed on Form 996, Part ViI, Section A, line 1a, did the organization pay ar accrue any
compensation contingent on the revenues of.
a The organization?
b Any relaied organization?
If “Yes” on line 5a or b, describe in Part .

6 For persons listed ¢n Form 990, Part VI, Section A, Hine 1a, did the organization pay or accrue any
compensation contingent on the net earnings of.

a The organization?

b Any related organization?

If *Yes” on line 6a or 6b, describe in Part LIl

7 For persons listed on Farm 990, Part VI, Section A, line 1a, did the organization provide any nonfixed
payments not described on lines 5 and 87 If "yes,” describe in Part i
8 Were any amounts reported on Form 890, Part VH, paid or accrued pursuant to a contract that was subject
to the inltial confract exception described in Regulations section 53.4958-4(a)(3)? If "Yes,” describe
in Part 1l

g ¥ "Yes" on line 8, did the arganization also follow the rebuttable presumption procedure described in

Regulations_section B ADBE ()T e

Yes No

1

9

For Paperwork Reduction Act Notice, see the Instructions for Form 980.
DAA
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SCHEDULE O Supplemental Information to Form 990 or 990-EZ | oMb No. 15450047
(Form 990 or 980-EZ) Complete to provide information for responses to specific questions on 201 7
Form 990 or 990-EZ or to provide any additional information. -

b Attach to Farm 990 or 990-EZ.
b Gu to www.irs.gov/Form990 for the latest information.

F{g 2,
ol b E

Department of the Treasury pen ‘ta pUbIIC
Internal Revenua Service: : :

For Paperwork Reduction Act Netice, see the Instructions for Form 980 or 990-EZ. Schedule O {(Form 980 or 980-EZ) (2017)
DAA
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Schedule O (Form 880 or 990-E7) (2017) Page 2

Name of the organization

Jasper Health Services Inc. 58-2510435

Employer identification number

Iine 4a -

=

250%

Page 1 of 4
Schedule G (Form 920 or 990-EZ) {2017)

DAA
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Schedule O {Form 990 or 980-EZ) (2017) Page 2
Name of the organization Employer identification number

Jasper Health Services Inc. 58-2510435

Page 2 of 4

Schedule O {Form 990 or 990-E7) (2017)
DAA
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Schedule O {Form 990 or 990-EZ) (2017) Page 2
Name of the crganization Employer idenfification number

Jasper Health Services Inc. h8-2510435

Page 3 of 4

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

DAA




47010

Page 2

Schedule O {Form 990 or 930-EZ) {2017)
Employer identification number

Name of the organization

Jasper Health Services Inc. - H8-2510435

Page 4 of 4

Schedule O (Form 950 or 990-E2) (2017}

DAA




47010

rorn 990-T

Depariment of the Treasury
Internal Revenue Service

Exempt Organization Business Income Tax Refurn
(and proxy tax under section 6033(e})

For calendar year 2017 or other tax year beginning 1 O / O 1 / 1 7 , and ending 0 9 / 3 0 / 1 8

¥ Go to www.irs.gov/Form990T for instructions and the latest information.
B Do not enter SSN numbers on this form as it may be made public if your organization is a §01{c)(3).

OMB Mo. 1546-0887

2017

‘Open to Public Inspection for.
“501{e}(3} : Organizations Only

Check box f

A address-changed
B Exempt urdefsectiol] m 5 L
Home? 41 1
s01( %)?"’ cy
408(8) = Ei’fj“‘(*eﬁg .

. 529(a}

Déggpioyer identification number
5 Ernplajess. st gee ins

%ﬁo

)

408A 530{a)

.

Type

Gity or town, state or province, country, and ZIF or foreign poslal code

064-1258

i

=
E Unrelated business activity codes
(See instructions.)

C  Bock value of all assets Monticello GA 31 621500
at end of year F Group exemption number {See instructions.) B
8,040,757 G_Check organization type B || 501(c) corporation " T 1 501 trust | | 401@) trust__ | | Other trust
H Describe the organization's primary unrelated business activity.
»
| During the tax year, was the corporation a subsidiary in an affliated group or a parent-subsidiary controlled group? ................ | -4 D Yes No
If “Yes,” enter the name and identifying number of the parent corporation.
|4
J Thebooksareincareof B Jan Gaston Telephone number B 706-468-6411
“pPartl. . Unrelated Trade or Business Income (A} Income {B) Expenses (S) Net
4a Gross receipts or sales 51
b Less returns and allowances ¢ Balance . ..... b | 1c
2  Cost of goods sold (Schedule A, line 7) .. 2
3 Gross profit. Subtract line 2 from line 1c 3
4a Capital gain net income (attach Schedule D} .. ... 4a
b Net gain {loss) (Form 4797, Part §, line 47) (attach Form 4797}, . 4b
¢ Capital loss deduction for trusts ... 4c
5 lcome lloss) from parinerships and S corporations {attach statesent) L 5
6 Rentincome (Schedule C} ... ... 6
7  Unrelated debt-financed income (Schedule E) L 7
8  interest annuities, royalties, and renis from controlled organizafions (Schedule F) 8
9 Investment income of a section 501(c)(7), (9), or {17) organization (Schedule G) 8
10  Exploited exempt activity income (Schedule ) 10
11  Advertising income (Schedule J) 11
42  Qther income (See instructions; attach schedule} . .. ... 12
13 Total. Combine lines 3through 12 . ...............0veeeeeneeeeeiiicnso: 13 51 51
“Partll | Deductions Not Taken Elsewhere (See instructions for limitations on deductions.) (Except for contributions,
deductions must be directly connected with the unrelated business income.)
14  Compensation of officers, directors, and frustees (Schedule K} 14
15 Salaries and WBGES e, 18 4
16 Repairs and MAIMENANCE e 16
17 Bad debts ..................................................................................................................... 17
18 Interest (alach SGRBAUIR) s 18
19 Taxes and Iioenses ........................................................................................................... 19
20 Charitable contribuions (See iistructions for fimitaion rules) | .., 20
21 Depreciation {attach Form 4562) ... 21 :
22 Less depreciation claimed on Schedule A and elsewhere onreturn 22a 22b 0
23 DEPIBON e 23
24 Contibutions to deferred compensaion PaNS ... ... 24
25 Employee benefit programs e 25 L
26 Excess exempt expenses (Schedule ) 26
27 Excess readership costs (Schedule J) 27
28 Other deductions (aftach schedule) . ... See sStatement 1 |28 3
20 Total deductions. Add lines 14 through 28 29 8
30 Unrelated business taxable income before net operating loss deduction. Subtract line 29 from line 13 ... 30 43
31 Net operating loss deduction (limited to the amount on fine 30) ... 3 43
32 Unrelated business taxable income before specific deduction, Subtract fine 31 from line 30 ... 32
33 Specific deduction (Generally $1,000, but see line 33 instructions for exceptions) ... 33 1,000
34 Unrelated business taxable income. Subtract line 33 from line 32. if line 33 is greater than line 32,
enter the smaller of ZEre oF N8 B2 . o e 34 Q
oas  For Paperwork Reduction Act Notice, see instructions. Form 990-T (2017}




47010

Form 990-T 2017y Jasper Health Services Inc. 58-2510435 Page 2

“Part . Tax Computation

35 Organizations Taxable as Corporations. See instructions for tax computation. Controlled group
members (sections 1561 and 1563) check here b D See instructions and:

a Enter your share of the $50,000, $25,000, and $9,925,000 taxable income brackets {in that order).
) s s ol

b Enter orf"é’ﬁ“’;z*‘aéion's iha“ e of: Eﬂ)z\dcﬂi{_g’:nal 5% ff“ax inot more than $11,750
{2) Additiopal3% tax (nct oﬂe t;[ﬂaé?ﬁ@o,ooo): & B¢ '

¢ Income f on ot on et s 4 1 s 4 c

36 Trusts Taxable at Trust Rates. See instructions for tax computation. Income tax on
the amount on line 34 from: D Tax rate schedule or D Schedule D (Form 1041) P | 36

37 Proxy tax. See InSUUCHONS | e b |37

38 A][ernatlve mlﬂimum tax .................................................................................................. 38

39  Tax on Non-Compliant Facility Income. See inslructions ... 39

40 Total, Add lines 37, 38 and 39 to line 35c or 36, whicheverapplies .. ......... ... ...coooccooioeeioiiiiii sy 40

~“PartlV: Tax and Payments

#1a Foreign tax credit (corporations attach Form 1118; trusts attach Form 1116) 41a

b Other credits (see instructions) 41b
¢ General business credit. Attach Form 3800 (see instructions) . . | 41c
d Credit for prior year minimum tax {attach Form 8801 or 8827y . ... 41d
e Total credits. Add lines d41a through 41d 41e

42 Subtract line 4fe fram HNe 0 | e

43 Oher s D Form 4255 D Form B&14 D Fom 8687 D Form 8965 DOlher @sch)

44 Total tax. Addfines 42and 43 .. 0

45a Payments: A 2016 overpayment credited to 2017 45a

b 2017 estimated tax payments 45b
¢ Tax deposited with Form 8868 45c
d Foreign organizations: Tax paid or withheld at source (see instiuctions) 46d
e Backup withholding (see instructions) 4%
f Cradit for small employer health insurance premiums (Attach Form 8941) ASf
g Other credits and payments: I:l Form 2439

D Form 4136 D Other Total B+ | 45g

46  Total payments. Add lines 45a through 459

47 Estimated tax penalty {see instructions). Check if Form 2220 is attached ... | 2 D

48  Tax due. If line 46 Is less than the total of lines 44 and 47, enter amountowed

49  Overpayment. [f line 46 is larger than the total of lines 44 and 47, enter amount overpaid . >

50  Enter the amount of line 49 you want; Credited %o 2018 estimated tax b Refunded P

TPatV.:  Statements Regarding Certain Activities and Other Information (see instructions)

51 At any time during the 2017 calendar year, did the organization have an interest in or a signature or other authority Yes | No
over a financial account (bank, securities, or other) in a foreign country? If YES, the organization may have to file -
FInCEN Form 114, Report of Foreign Bank and Financial Accounts. If YES, enter the name of the foreign country
ETE B

52  During the tax year, did the organization receive a distribution from, or was it the grantor of, or transferor to, a foreign trust?

If YES. see instructions for other forms the organization may have to file.
53  Enter the amount of tax-exempt interest received or gecrued during the tax year » 3
Under penalties of periury, | declae 'thal | have sxamined this refum, incilfding accompan)ving sch.edules a:]d statements, and to the best of my knowledge and befief, it is
Sign inze, comect, and complete. Declaration of preparer (other than laxpayer) is based on all Information of which preparer has any knowledge. m’ ll& g RS discuss this retum
o h Elr%%grer g,hown below

Here| P> | P ndministrator {see nstnucton)

Signature of officer Date Title D Yes [———I No
Print/Type preparer's name Preparers signalure Date Check El if | PTIN

Paid Jacgueline G, Atkins seffemployed | PO0861721

Preparer |Fimsreme __»  Draffin & Tucker LLP Fimn's EIN P 58-0914992

Use Only PO Box 71309

Fim's addess P Albany, GA 31708-130¢2 Phane no. 229-883-7878

DAA

Form 990-T (zo17)
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Form 890-T (2017)  Jasper Health Services Inc. 58-2510435 Page 3

Schedule A — Cost of Goods Sold. Enter method of inventory valuation &

1 Inventory at beginning of year 1 6 Inventoryatendofyear 6

2 Purchases 2 7 Cost of goods sold. Subtract

3 Costoflabor 3 line 6 from line 5. Enter here and

4a  pddition=TEEE=263A costs} in Part |, line 2% a e =
(attach b the files‘of s tigh 2834 (With respe 4 Yes | No

b Ofher cosls. . nyapmdu%gd% a ) %d f%r resale%appiy B e

(attach schaduls) . . ; L) { Fles!

5  Total. Add lines 1 through 4b 5 o the organization?

Schedule C - Rent Income (From Real Property and Personal Property Leased With Real Property)
(see instructions)

1. Descriplion ef property

m  N/A

@

@

)

2. Rent received or accrued

3(a) Deductions directly connecled with the income
in columns 2(a) and 2(b} (altach scheduls)

{a} Frem personal property (if the percentage of rent {b) From real and personal property (if the
for personai property is more ihan 10% but not

more than 50%})

percentage of rent for personal properly exceeds
50% or if the rent is based on profit or incoma)

n
2)
)]
4
Total Total

(c) Total income. Add tfotals of columns 2(a) and 2(b). Enter Enter here and on page 1,
here and on page 1, Part [ jine 6, column (&) p Part }, line 6, column (B) ¥

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

(b) Total deductions.

3. Deductions directly connecled with or allocable to

2. Gross income from or debt-financad property

allocable to debt-financed

1, Descriplion of debt-financed property

property (a) Straight line depreciation {b) Other deducticns
(attach schedule} {attach schadule)
w_ N/A
2
3
G
4, Agnount of average 5. Average adjusted basis 8. Column 8. Allocable deductions
acquisition debt on or of or allocable to 4 divided 7. Gross income reporiable foolumn & x tota of columns
allocable to debi-financed debt-financed propery by column & {column 2 x celumn 6) 3 d 3tb
property (attach scheduls) {sttach schedtle) y column @) and (b))
Al %
2) %
3 o,
G %
Enter here and on page 1, | Enter here and on page 1,
Part |, line 7, column (A). Part |, line 7, column (B).
Totals »

DAA

Form 990-T (2017




47010
Form 980-T (2017}

Jasper Health Services Inc,

b8-2510435

Page 4

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

1. Name of controlled
organizzlion

Exempt Confrolled Organizations

2. Employer
identification number

3, Net unrelated income
(loss) {see instruclions)

4. Total of specified
payments mads

&. Part of column 4 that is
included in the controfling
organization's gross income

6. Deductions directly
connected with income
in column 5

Nonexempt Controlled Organizations

7. Taxable Income

8. Net unrelated income
{loss) {see inslruclions)

9. Tolal of specified
paymants made

10. Part of column 9 that is
incladed in lhe controlling
organjzation’s gross income

11. Deductions  direclly
connected with income in
celumn 10

m

2

3

{4

Add columns 5 and 10
Enter here and on page 1,
Part |, line 8, calumn (A).

Add columns 6 and 11.
Enter here and on page 1,
Part |, line 8, column {B).

Schedule G — Investment Income of a Section 501{c}(7), (9), or (17} Organization (see instructions)

1. Dascription of income

2. Amount of income

3. Deductions
direclly connected

4. Sel-asides

5. Total deductions
and set-asides (col. 3

(atlach schedule} (attach schedule) plus col.4)
m N/A
@)
&)
@
Enter here and on page 1, Enter here and cn page 1,
Part |, fine 8, column (A). Part |, line 9, column (B).
Totals . eeeieeiiin: »

Schedule | — Exploited Exempt Activity Income, Other Than

Advertising Income (see instructions)

2, Gross 3. Expenses 4. Net income (loss) ) 7. Excess exempt
unrelated directly from unrelated trade 5. Gross income 6. Expenses expenses
1. Dascription of exploited activiy business income connected wilh or business {column from aclivity thal aftributable 1o {column & minus
from lrade of production of 2 minus column 3}. is not unrelated column & column 5, but not
business unvelated if a gain, compute business income Mo than
business income cols. 5 through 7. column 4).
m N/A
2
€]
4
Enter hare and on Enter here and on Enter here and
page 1, Part |, page 1, Part |, on page 1,
line $0, cal {A). line 10, col, (B} Part I, tine 26.
Totals . .................. >

Schedule J — Advertising Income ({see instructions)

S Partl

Income From Periodicals Reported on a Consolidated Basis

1. Name of periodicai

2, Gross )
adverlising 3. E.)lrect
income adveriising costs

4, Adveriising
gain or (ioss) (cal.
2 minus col, 3), If

a gain, compute
cols, 5 through 7.

6. Readership
costs

8, Circulalion
income

7. Excess readership
costs {cofumn 6
minus column 5, but
not more than
column 4).

i N/A

@

@

“

Totals (carry fo Part li, line (5)) ..

DAA

Form 990-T (2017)




47010

Form 990-T (2017)

Jasper Eealth Services Inc,

58-2510435

Page 5

“Part It

Income From Periodicals Reported on a Separate Basis (For each periodical listed in Part II, fill in columns
2 through 7 on a line-by-line basis.)

1. Name of perfodicat

2, Gress
advertising
income

3. Direct
adverlising costs

4, Advertising
gzin or (loss) {col
2 minus col. 3. If
a gain, compute
cols. 5 througlg?. =

5. Circulalion
income

€. Readership

costs

7. Excess readership
costs {column 6
minus column 5, but
not more than

column 4),

Totals, Part It {lines 1-5) .

Enler here and on
page 1, Part ),
line 11, col. (A}

Enler here and on
page 1, Part |,
fine 11, col. (B).

Enter here and
on page 1,
Part I, line 27.

Schedule K ~ Compensation of Officers, Directors

and Trustees (see instructions)

3. Percenl of 4. Gompansalion attributabla fo
1. Name 2. Title “mz:;:::sd to unvelated business
M N/A o
@) o
@ L.
@ %
Total. Enter here and on page 1, Part i, line 14 b

DAA

Form 990-T (2047)




47010 Jasper Health Services Inc.

58-2510435 Federal Statements
FYE: 9/30/2018

Purchased services
Other

Total




